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Critical Examination Report: Personality Disorders and Related Traits
1. Introduction
Personality disorders (PDs) represent enduring patterns of behavior, cognition, and inner experience that shift significantly from cultural expectations; they are pervasive, not flexible, and lead to distress or impairment. The recent shift from categorical to dimensional models in classification systems like ICD-11 signals a model shift in psychiatric diagnostics and treatment. This report provides a detailed examination of PDs under the ICD-11 system, evaluates diagnostic and treatment strategies, assesses rehabilitation practices, and critically engages with current debates and policy implications.
1. Classification
The review of ICD‑11 (by the World Health Organization WHO) on the classification of personality disorders has undergone a major pattern of shift from the previous categorical model. In ICD-10 personality disorders were listed as discrete categories (e.g., borderline personality disorder, antisocial/dissocial personality disorder, schizoid personality disorder, histrionic, etc). 
In ICD-11, rather than separate personality-disorder types, there is a unified diagnosis of Personality Disorder (PD) or personality difficulty with specification of severity and trait domain qualifiers.
The classification uses primarily dimensional and severity-based language rather than naming. The key language includes:
1. Personality Difficulty – a sub-threshold condition of personality style or traits that cause some problems but do not qualify for a disorder. 
2. Mild Personality Disorder disturbance in some areas of functioning, some relationships maintained; little or no harm to self and others, lower intensity. 
3. Moderate Personality Disorder: This is a disturbance that affects multiple areas (identity, relationships, behaviour) though some areas may be less affected; moderate harm may occur. 
4. Severe Personality Disorder: pervasive dysfunction in almost all domains of personality functioning.
Trait domains are identified as:
In ICD-11 it identified qualifiers indicating the Negative Affectivity such as:
1. Detachment
2. Dissociality
3. Disinhibition
4. Anankastia
5. Borderline pattern
Hence, the classification stresses the degree of dysfunction or impairment, and important personality trait domains rather than a fixed variety of types. For example, a trait domain rather than type is used; and severity rather than just presence.
The language used stressed prominent trait domains rather than exclusive types, indicating that more than one domain may apply. For example, a person might have a dissociality and disinhibition profile with moderate severity PD.
Personality difficulty: A new category recognizes personality-related problems that fall short of a disorder but may still be clinically relevant.  
Rationale and critique of the classification: This model was introduced because the previous categorical approach had limited scientific validity, e.g., heavy overlap across categories, high co-morbidity, unlimited boundaries, and limited clinical utility. 
And this model aligns with normal personality trait models, clearer gradation of severity that predicts outcome, potential reduction of stigma by focusing on degree rather than type, simplification of classification for non-specialist clinicians. 
Implications for classification of related traits/conditions
The ICD-11 model allows related personality traits to be defined, e.g., personality difficulty rather than full-blown disorder. 
In terms of language, the classification uses terms such as Personality Disorder, Personality Difficulty, severity, trait domains, and pattern qualifier. 
2. Diagnosis
Criteria for diagnostic and process
Under ICD-11, the diagnosis of a personality disorder requires that pattern has to be consistent of inner experience and behaviour that shift significantly from the expectations of the individual’s culture, is pervasive and inflexible, has onset in adolescence or early adulthood, is stable over time, and leads to distress or impairment. 
The process involves broadly:
1. Establishing that the person has enduring personality-functioning problems self and interpersonal rather than situational difficulties.
2. Assessing the level of impairment severity mild, moderate and severe by evaluating the depth of dysfunction in identity, self-worth, agency, relationships, emotional, cognitive, behavioural disturbances, risk of harm.
3. Coding one or more trait domain specifiers to describe the dominant personality traits. 
4. Option to add a borderline pattern qualifier if the clinical profile goes with that pattern of instability.
Other criteria include Consideration of overlapping and comorbid conditions. Example, mood disorders, substance use disorders, trauma-related disorders and ensure that the personality dysfunction is not better explained by another mental disorder or by developmental context.
3. Treatment
Standard treatment approaches
Treatment of personality disorders continues to change. Psychotherapy remains the first line of intervention across most PD diagnoses. For instance, in the last classification was borderline personality disorder (BPD), recent reviews indicate that dedicated psychotherapies, for example Dialectical Behaviour Therapy, Schema Therapy, Mentalization Based Treatment) show scientific support. 
Pharmacotherapy is less well-established for personality disorders, with no medications approved specifically for PDs, but medication may be used for targeting symptoms like mood instability, impulsivity, self-harm or comorbid conditions. 
Increasingly, models that have multiple approaches are being considered: combining psychotherapy, pharmacotherapy, environmental and systemic interventions like social, occupational rehabilitation.
In the UK NHS context, treatment for BPD includes individual or group psychotherapy delivered via community mental health teams, and the goal is recovery over time. 
Critical evaluation of treatment standard
Strengths:
1. The evidence base for psychotherapy in PDs is growing, showing meaningful improvements in symptoms, functioning and reduction of self-harm. 
2. The move to dimensional severity models (ICD-11) may help match treatment intensity to severity, allowing care to be given in a stratified manner. Mild PD may need less intensive intervention than severe PD.
3. Multimodal recognition of the importance of psychosocial and rehabilitation elements, not only symptom reduction, reflects advanced care models.
Shortcomings & critical points:
1. Despite advances, many PD treatments take time, specialist-resource intensive, and not widely available in many health systems. This limits access and capacity to scale.
2. The pharmacotherapy evidence is weak: There is a disagreement between guidance and clinical practice because many medications are used off label without strong evidence. 
3. The new ICD-11 classification and its implementation raise practical issues: clinicians may not yet be fully trained in its trait of severity language, meaning that treatment pathways aligned to the new model may be under-developed.
4. Rehabilitation and recovery-oriented interventions are often under-emphasised despite being critical to long-term outcomes.
Treatment of related traits/conditions
For individuals with personality difficulty or sub-threshold maladaptive traits, early interventions (e.g., stepped-care models, generalist care with psychoeducation, social intervention) are considered. However, empirical evidence is more limited.
Peer support is important for individuals with BPD, although challenges exist. 
4. Rehabilitation
Rehabilitation measures detailed in ICD-11 framework and practice
While ICD-11 does not provide detailed treatment and rehabilitation-specific guidelines within the classification itself, the dimensional severity model offers itself to rehabilitation planning: e.g., addressing functioning occupational, social, relational as important to diagnosis and monitoring. For example, the severity criteria include “psychosocial impairment” so rehabilitation improving functioning, relationships, and vocational engagement is completely important to the model. 
In practice, rehabilitation for PDs includes:
1. Social and interpersonal skills training such as improving relationship stability, conflict resolution, and attachment capacity.
2. Vocational rehabilitation helps with employment or career support.
3. Psychoeducation for patients and families: The aim of this is to improve understanding of personality-related difficulties and reduce stigma.
4.  Peer support programs. 
5. Transition-care and step-down services from specialist to community settings.
6. Long-term monitoring and relapse prevention because PDs are enduring conditions.
Critical evaluation of rehabilitation practice
Strengths:
1. The need for stress rehabilitation aligns with symptom reduction which helps in improvement in functioning, relationships, and quality of life.
2. The ICD-11 severity language gives a clearer base for tailoring rehabilitation intensity e.g., moderate versus severe PD and monitoring change over time.
3. Emerging evidence (peer support, early intervention) suggests that rehabilitation-oriented models are gaining recognition.
5. Current debates and reclassification issues
Dimensional against categorical debate. One of the central debates in the field of personality disorders is the categorical versus dimensional conceptualization. The ICD-11 moves to a dimensional or severity model and is more empirically valid. For instance, the 2025 Annual Review article by Thomas A. Widiger & Michelle M. Smith highlights the shift and challenges in PD conceptualization. 
Loss of discrete types and the “borderline” qualifier debate. The elimination of discrete PD categories has provoked debate. Some argue that well-known categories like narcissistic, histrionic, obsessive-compulsive personality disorder had clinical utility, research base and recognition; the new model challenges these. For example, borderline personality disorder had a substantial body of research and dedicated treatments, and some clinicians see the “borderline pattern qualifier” as an inadequate substitute.
 Implementation, training, and inter-rater reliability issues. Implementing the ICD-11 PD model poses practical challenges: clinician training, development of structured instruments, adaptation of electronic health records, and linking with service pathways. The relative newness of the model means evidence on reliability and validity in everyday clinical settings remains limited. 
Equity, stigma, and classification of language. Stigma is another centre of debate: while the ICD-11 classification emphasizes severity and impairment rather than fixed types, there remains concern that personality disorder's diagnosis can be highly stigmatizing. The reformulated language personality difficulty, trait domains is intended to reduce stigma, but research is still needed on actual impact. 
Treatment of access and service implications. The shift to dimensional severity suggests services should be grouped by severity. However, many health systems are not yet organized in that way, leading to mismatch between classification and service delivery.
Research translation and legacy data problems. Because many decades of research used categorical PD types, moving to trait severity models leads to difficulties in translating legacy findings into the new system. 
Early intervention and trait-based prevention. Emerging debate surrounds early intervention for personality pathology the notion of intervening in adolescence early adulthood when maladaptive traits are emerging rather than waiting until full disorder develops.

1. The need to develop and share structured clinical interview tools specifically for ICD-11 PD and personality difficulty to ensure reliable, similar assessment across settings.
2. Improve training programmes for clinicians including non-specialists on trait severity language, mapping from older types to ICD-11, and how to use trait domain specifiers in real practice.
3. Establish clear thresholds and decision-support for mild, moderate, severe PD in routine practice to reduce variability in severity ratings.
4. Monitor stigma outcomes associated with diagnosis: research on whether the new language personality difficulty, trait domains reduce negative stereotyping and improve patient engagement.
5. Maintain bridges to legacy types: provide crosswalk guides that align older categories with ICD-11 trait severity language to preserve research continuity and service eligibility.
Improving treatment and rehabilitation
1. Group care pathways by severe nature: ensure health systems align resources so that mild PD personality difficulty receive early intervention and community support; moderate severe receive specialist care including psychotherapy and rehabilitation.
2. Combine rehabilitation interventions into standard pathways: build robust rehabilitation programmes vocational, social skills, peer support as a standard part of PD treatment, not optional add-ons.
3. Promote stepped-care and early intervention models.
4. Encourage peer support and lived-experience input given emerging evidence, e.g., peer support in BPD. There should be structured inclusion of peer-led programmes in rehabilitation services. 
Implications for practice, policy and further research
· Practice: Clinicians should include the ICD-11 trait severity framework in assessments, treatment planning, and rehabilitation. Training and supervision must support this shift.
· Policy: Health systems and service planners must recognize the classification of change and adjust funding; service models e.g., community early-intervention against specialist tertiary care.
· Further research: There is a need for future outcome studies under the ICD-11 model, including mapping trait domains to prognosis, developing and validating structured assessment tools, and evaluating cost-effectiveness of stratified care and rehabilitation models. Research should also examine stigma and patient experience under the new classification.
7. Conclusion
The re-classification of personality disorders in ICD-11 represents a significantly shift by moving to a dimensional trait-based severity model, it aligns classification more closely with contemporary personality science, emphasizes functional impairment and severity, and holds promise for more tailored intervention. However, the transition is not without significant challenges: diagnostic tools, clinician training, service alignment, rehabilitation infrastructure, stigma reduction and research translation all require joint effort.
Treatment of PDs is increasingly evidence-based, particularly for BPD, yet for other PD types and for rehabilitation interventions the evidence remains unclear. Rehabilitation must be elevated from optional to core component of PD care, matched to severity and trait domain.
Current debates especially around loss of discrete types, implementation issues, early intervention, and the interface between trait and disorder underscore that classification is not merely academic but has real implications for service delivery, policy and recovery outcomes.
In summary, to improve outcomes for people with personality disorders or maladaptive personality traits, the field must ensure that classification; diagnosis, treatment and rehabilitation grow together.
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