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Introduction
Personality disorder and related traits (PDs) remain a complex and contested area within contemporary mental health practice. Personality is central to how individuals understand themselves, interact with others and respond to their social environment. Consequently, receiving a diagnosis suggesting that an individual’s personality is ‘disordered’ can be particularly stigmatising, as the diagnosis may be perceived as defining the whole person rather than identifying specific psychological difficulties (Bonnington and Rose, 2014). This concern is significant because personality disorders have historically been associated with patterns of thinking, feeling and behaving that are considered to deviate substantially from expected social norms (Gallop, 2022).
Personality disorder can involve persistent difficulties in emotional regulation, interpersonal relationships and behavioural functioning that cause significant distress or interfere with everyday life. These difficulties can affect employment, education, relationships and wider social participation. Personality disorders are encountered across different areas of healthcare and have been associated with poorer health outcomes, premature mortality and reduced quality of life (QoL) (Ekselius, 2018). Although individual experiences vary considerably, personality-related difficulties commonly become apparent during adolescence or early adulthood and may remain relatively stable over time, resulting in significant distress or functional impairment (Heydari et al., 2026).
Contemporary approaches increasingly challenge rigid understandings of personality disorder. In particular, the International Classification of Diseases, Eleventh Revision (ICD-11) has introduced a dimensional approach that places greater emphasis on the severity of personality dysfunction and associated personality traits. This represents an important shift in how personality disorder is conceptualised, diagnosed and subsequently treated.
This work critically examines the classification and diagnosis of personality disorder and related traits, including the transition from categorical diagnosis towards the dimensional ICD-11 framework. It will evaluate current approaches to treatment and rehabilitation before considering contemporary debates surrounding diagnostic classification, stigma, neurodivergence and access to appropriate interventions. Finally, recommendations will be presented regarding the development of more individualised, evidence-informed and recovery-oriented mental health practice.
Classification and Diagnosis of Personality Disorder and Related Traits
Before the introduction of the International Classification of Diseases, Eleventh Revision (ICD-11), personality disorders were primarily classified through established categorical prototypes. Although these classifications were familiar within clinical practice, they were criticised for not being sufficiently grounded in contemporary personality science. Their application could also be challenging in non-specialist settings because practitioners were required to recognise and differentiate between numerous diagnostic signs and symptoms (Swales, 2022; Hopwood et al., 2023).
ICD-11 fundamentally restructured the classification of personality disorder by replacing the predominantly categorical approach used within ICD-10 with a dimensional, severity-based framework. A significant limitation of categorical diagnosis was the high level of comorbidity and diagnostic overlap between different personality disorder subgroups. Consequently, individuals could meet the diagnostic criteria for several personality disorders simultaneously, reducing diagnostic reliability and limiting the clinical usefulness of the categories (Tyrer et al., 2019). Rather than assigning individuals to multiple separate categories, ICD-11 therefore focuses on the overall severity of impairment in personality functioning.
Within this framework, personality disorder is classified according to the degree of dysfunction affecting areas such as self-identity, self-direction, emotional regulation and interpersonal relationships, alongside consideration of the potential risk of harm to the individual or others. Severity is classified as mild, moderate or severe (World Health Organization [WHO], 2022). This approach reflects evidence suggesting that personality dysfunction occurs along a continuum rather than existing as a collection of completely distinct diagnostic categories (Bach & First, 2018).
In addition to severity, ICD-11 uses trait-domain qualifiers to describe the prominent maladaptive personality characteristics contributing to an individual’s presentation. These comprise negative affectivity, detachment, dissociality, disinhibition and anankastia (Bach & Simonsen, 2021). ICD-11 also retains a Borderline Pattern qualifier, supporting continuity with established research and evidence-based therapeutic approaches, including dialectical behaviour therapy (DBT) and mentalization-based treatment (MBT) (Mulder et al., 2022). 
Nevertheless, the dimensional model presents practical challenges. Removing traditional diagnostic categories may create uncertainty for practitioners accustomed to ICD-10 classifications and can make comparison with earlier research based on ICD-10 and DSM categories more difficult. Although the revised framework may strengthen individualised formulation and treatment planning, its clinical effectiveness depends upon practitioners being adequately trained to assess severity and trait domains consistently (Tyrer et al., 2019). Therefore, diagnostic reform alone does not guarantee improved clinical practice.
Diagnosis should also involve comprehensive biopsychosocial assessment rather than reliance solely upon symptom checklists. Persistent difficulties in self and interpersonal functioning must occur across different situations, remain relatively stable over time and cause substantial distress or impairment in important areas of social, occupational or educational functioning (WHO, 2022). Assessment may include structured clinical interviews, mental health history, behavioural observations, risk assessment and, where appropriate, information from family members or other professionals (Bach & Simonsen, 2021). Alternative explanations, including substance misuse, neurological conditions, developmental difficulties or episodes of other mental disorders, should also be considered before confirming a diagnosis.
The terminology of “personality disorder” remains controversial. Although the term reflects persistent disturbance in personality functioning rather than an acute illness (WHO, 2022), critics argue that describing personality as “disordered” may reinforce stigma, discrimination and therapeutic pessimism (Mulder et al., 2022). Conversely, maintaining a recognised diagnosis can facilitate professional communication, access to specialist services and evidence-based treatment pathways. Therefore, while ICD-11 represents an important progression towards dimensional and individualised assessment, debates surrounding diagnostic language, stigma and implementation continue to influence contemporary mental health practice (Hopwood et al., 2023).

Treatment and Rehabilitation
The treatment of personality disorder (PD) has developed from approaches predominantly concerned with risk management towards more recovery-oriented and person-centred interventions. Consistent with ICD-11, treatment should reflect the severity of personality dysfunction and relevant maladaptive trait domains rather than being determined solely by categorical diagnostic labels. This allows interventions to be tailored to the individual’s particular difficulties, functioning and therapeutic needs (WHO, 2022).
Psychological therapies remain central to evidence-based treatment. Dialectical behaviour therapy (DBT) has demonstrated effectiveness in reducing self-harm, suicidal behaviours and difficulties associated with emotional dysregulation, particularly among individuals with borderline pattern presentations (Linehan et al., 2015). DBT aims to strengthen emotional regulation, distress tolerance and interpersonal functioning. Mentalization-Based Treatment (MBT) similarly focuses on developing an individual’s capacity to understand their own and other people’s thoughts, emotions and intentions. Improved mentalizing abilities may subsequently strengthen emotional regulation and interpersonal relationships (Bateman & Fonagy, 2019). These approaches challenge historical therapeutic pessimism surrounding personality disorder by demonstrating that psychological and behavioural difficulties can respond to structured intervention.
Nevertheless, treatment effectiveness must be considered alongside accessibility. Specialist psychological therapies can be resource-intensive, require appropriately trained practitioners and depend upon sustained engagement between the individual and therapeutic service. High attrition rates and limited specialist provision may therefore restrict access and contribute to inequalities in treatment outcomes (Tyrer et al., 2019). This creates a significant gap between evidence demonstrating the potential effectiveness of specialist interventions and the capacity of mental health services to provide them consistently.
Rehabilitation should extend beyond symptom reduction and incorporate broader aspects of recovery, autonomy and social participation (WHO, 2022). Multidisciplinary interventions may include psychoeducation, occupational therapy, vocational support, family involvement and relapse-prevention strategies to improve functioning and quality of life (Livesley et al., 2016). This holistic approach recognises that successful recovery is not defined exclusively by clinical improvement but also by an individual’s ability to establish meaningful relationships, participate within their community and pursue personally significant goals.
Pharmacological intervention has a comparatively limited role. Medication is not recommended as a primary treatment for the core features of personality disorder but may be considered for co-occurring mental health conditions, such as anxiety or depression (NICE, 2009). This reinforces the importance of ensuring that pharmacological management does not replace appropriate psychological and psychosocial interventions.
Overall, ICD-11 provides a framework through which treatment and rehabilitation can become more individualised and clinically meaningful. However, diagnostic reform alone cannot ensure effective recovery. Stigma, fragmented services and inadequate specialist provision can disrupt continuity of care and contribute to inconsistent rehabilitation outcomes (Bonnington & Rose, 2014). Effective treatment therefore requires equitable access to evidence-based psychological therapies, integrated multidisciplinary support and sustained professional development alongside person-centred assessment and treatment planning.
Current Debates and Emerging Issues
A central debate within contemporary personality disorder (PD) practice concerns whether diagnosis should continue to rely on categorical classifications or adopt a dimensional understanding of personality dysfunction. ICD-11 represents a significant departure from ICD-10 by assessing the severity of personality dysfunction and identifying maladaptive trait domains rather than assigning individuals to several distinct personality disorder categories. This approach is supported by evidence that traditional categories demonstrate substantial diagnostic overlap and comorbidity, which can reduce their clinical usefulness (Bach & First, 2018; Tyrer et al., 2019). Consequently, dimensional assessment may enable clinicians to develop more individualised formulations based on the nature and severity of a person’s difficulties.
However, implementation of the dimensional model presents practical challenges. Clinicians require appropriate training to assess severity and trait domains reliably, while some existing services and research systems continue to depend on established categorical diagnoses (Pan & Wang, 2024). Therefore, although ICD-11 may improve individualised formulation, changing diagnostic classification alone is unlikely to improve outcomes without corresponding developments in workforce competence, clinical practice and service delivery.
Treatment provision is similarly debated. Evidence-based psychological interventions, including dialectical behaviour therapy and mentalization-based treatment, may improve outcomes; however, questions remain regarding accessibility, treatment intensity and whether services should be organised according to diagnostic categories or individual needs. A recovery-oriented approach requires greater consideration of functioning, personal goals and social participation rather than using diagnosis or symptom reduction as the sole indicator of progress.
Neurodivergence presents an additional challenge for differential diagnosis. Characteristics associated with personality disorder may overlap with features observed in autism spectrum disorder (ASD) and attention deficit hyperactivity disorder (ADHD), including emotional dysregulation, impulsivity, rigidity and interpersonal difficulties. Differentiating ASD from personality disorder may be particularly challenging among females and adolescents, where autistic characteristics can be less readily recognised (Ketelaars et al., 2023). However, ASD, ADHD and personality disorder remain distinct diagnostic conditions and may also co-occur. A detailed developmental history and careful differential assessment are therefore essential to minimise misdiagnosis and diagnostic overshadowing.
These debates have significant implications for mental health policy and practice. Services must avoid both inappropriate diagnostic labelling and the exclusion of individuals with substantial personality dysfunction from effective treatment. Future policy should therefore prioritise dimensional assessment, neurodevelopmentally informed practice, professional training and equitable access to psychological interventions. Collectively, these developments may reduce stigma and diagnostic error while improving the clinical usefulness of personality disorder classification.

Recommendations
Mental health services should implement the ICD-11dimensional model consistently while avoiding the use of personality disorder (PD) as a fixed label that defines an individual. Assessment should consider the severity of personality dysfunction, relevant trait domains, developmental history, comorbidities, functional impairment and wider psychosocial circumstances. This approach may address limitations associated with categorical diagnosis, particularly diagnostic overlap and limited clinical utility (Bach & First, 2018; Tyrer et al., 2019). However, implementation should be supported by appropriate professional training, as inconsistent understanding of ICD-11 severity classifications and trait domains may compromise diagnostic reliability and contribute to inequalities in care.
Diagnosis should also be informed by neurodevelopmental factors. Rather than assuming that overlapping behaviours automatically indicate personality dysfunction, clinicians should consider developmental history and the possibility of co-occurring neurodevelopmental conditions, particularly where characteristics of personality disorder, autism and ADHD overlap (Ketelaars et al., 2023). This may strengthen differential diagnosis and reduce the risk of diagnostic overshadowing.
Treatment and rehabilitation should be based on individual need rather than diagnosis alone. Services should improve access to evidence-based psychological interventions, including DBT and MBT, alongside occupational, vocational and family interventions where appropriate. Such provision can promote recovery, autonomy and social participation rather than concentrating exclusively on risk reduction or symptom management (Bateman & Fonagy, 2019; Livesley et al., 2016).
Finally, commissioning should prioritise continuity of care and equitable access to appropriate interventions rather than rigid diagnostic thresholds. Further research should evaluate the reliability, acceptability and clinical outcomes of ICD-11 in practice, including its application within neurodivergent populations. This is necessary to establish whether dimensional classification produces meaningful improvements in clinical practice and patient outcomes (Bach & Simonsen, 2021).

Conclusion
Personality disorder remains a complex and contested area of mental health practice, shaped by stigma, diagnostic uncertainty and evolving understandings of personality functioning. The transition from the categorical ICD-10 framework to the dimensional ICD-11 model represents a significant development because it places greater emphasis on the severity of personality dysfunction and maladaptive personality traits rather than relying on rigid diagnostic categories. However, the clinical value of this approach depends on consistent implementation, appropriate professional training and adequate service provision.
Evidence-based psychological interventions, particularly DBT and MBT, demonstrate that meaningful therapeutic change and recovery are possible, challenging historical therapeutic pessimism surrounding personality disorder. Nevertheless, unequal access to specialist psychological therapies, fragmented services and diagnostic overlap with neurodevelopmental conditions remain significant barriers to effective care.
Contemporary practice should therefore combine dimensional assessment with neurodevelopmental awareness and person-centred, recovery-focused rehabilitation. Diagnostic reform alone is insufficient without continuity of care, reduced stigma, social inclusion and equitable access to appropriate psychological interventions. Ultimately, effective mental health provision requires recognition of the individual beyond the diagnostic label while ensuring that assessment and treatment remain clinically meaningful and responsive to individual needs.
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