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Abstract
Purpose of Review  The International Classification of Diseases 11th revision (ICD-11) introduced a new approach to per-
sonality disorders and related traits. This paper reviews recent literature on the assessment of ICD-11 personality disorders 
and implications for clinical diagnosis, decision-making, and treatment.
Recent Findings  We reviewed findings on two measures developed for the ICD-11 model of personality dysfunction and  
six inventories for the ICD-11 trait specifiers. The psychometric qualities of these tools are promising, and they allow for 
both rapid screening and fine-grained assessment. Implications for clinical diagnosis and treatment of personality disorders 
are reviewed including utility for forensic practice. Based on evidence and our experience, we provide some recommenda-
tions for severity- and trait-informed interventions.
Summary  Initial evidence supports the available instruments for assessing ICD-11 personality disorders. More research is 
needed including development of clinician-rating forms and diagnostic interviews as well as treatment protocols and trials 
based on the new ICD-11 classification.
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Introduction

The 10th revision of the International Classification of Dis-
eases (ICD-10; “Blue Book”) has explicitly acknowledged 
that “a new approach to the description of personality dis-
orders is required” [1] (p. 17). A major issue that needed 
addressing was the utility of PD (PD) diagnoses for clini-
cal practice [2]. After almost 30 years, a fundamentally new 
ICD-11 classification of PDs has been published [3]. It was 
initially proposed by the World Health Organization (WHO) 

work group [4] and eventually revised in response to discus-
sions with representatives from the International Society for 
the Study of Personality Disorders (ISPPD), the European 
Society for the Study of Personality Disorders (ESSPD), and 
the North American Society for the Study of Personality Dis-
orders (NASSPD) [5]. For a more detailed historical account, 
we refer to Reed [5], Tyrer et al. [6], and Huprich [7].

The new ICD-11 classification focuses on what it means 
to have a PD in general (i.e., general diagnostic require-
ments), followed by the classification of severity and then 
the option of specifying up to five trait domains along with 
a borderline pattern when applicable. The diagnostic proce-
dure and codes are presented in Fig. 1.

In this article, we review recent literature on the assess-
ment of ICD-11 classification of PDs and its clinical impli-
cations for diagnosing and treating PDs including utility in 
forensic practice. This literature review will be augmented 
with our own clinical experiences and recommendations 
with respect to severity- and trait-informed intervention. 
While previous publications have highlighted indirect evi-
dence through research on the comparable DSM-5 alterna-
tive model for personality disorders (AMPD) [8, 9, 10•, 
11•], this paper focuses on the emerging literature on the 
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ICD-11 PD model itself. We will not review the empirical 
foundation of the ICD-11 PD classification, which is pro-
vided elsewhere [9].

Clinical Assessment of Personality Disorder 
Severity

It is established that the severity of PD is important with 
respect to prognosis, risk assessment, and treatment plan-
ning [11•, 12–15]. It allows clinicians to distinguish those 
who have the most severe personality disturbance from those 
with milder impairment, and enables services to target their 
interventions more effectively. To date, two instruments 
have been developed for the operationalization of PD sever-
ity according to the now official ICD-11 classification1: The 
Personality Disorder Severity ICD-11 (PDS-ICD-11) scale 
[16••] and Clark et al.’s Preliminary ICD-11 Scales for Self 
and Interpersonal Dysfunction [17••].

The PDS‑ICD‑11 Scale

The 14-item Personality Disorder Severity ICD-11 (PDS-
ICD-11) scale was developed by a Danish-–New Zealand 
group to encompass disturbances in functioning of aspects 
of the self and interpersonal dysfunction as well as emo-
tional, cognitive, and behavioral manifestations and psy-
chosocial impairment (see Table 1). In comparison to the 

well-established Level of Personality Functioning Scale 
(LPFS) framework included in the AMPD, this approach 
also captures features of impaired reality testing (i.e., cogni-
tive manifestations), harm to self- and others (i.e., behavioral 
manifestations), and global psychosocial impairment. This 
content, defined by ICD-11, is also consistent with features 
that were recommended by an international workgroup to be 
included in patient-reported outcomes for PD [18••].

The initial evaluation of the PDS-ICD-11 scale sup-
ported its utility for capturing a single dimension of 
personality dysfunction with the exception of item 13 
covering harm to others, which was rarely endorsed in 
the community sample. In addition, the PDS-ICD-11 
scale showed substantial convergence with other estab-
lished measures of personality functioning, including 
the Level of Personality Functioning Scale—Brief Form 
(LPFS-BF) (r = 0.68) and a global PD symptom score 
based on DSM-5 criteria (r = 0.68). With regard to cat-
egorical PDs, the PDS-ICD-11 was most strongly associ-
ated with borderline (r = 0.65) followed by avoidant and 
schizotypal, and had weaker associations with histrionic, 
obsessive–compulsive, and schizoid PDs. This pattern is 
consistent with previous research [19] as well as the psy-
chodynamic perspective on how PD types are organized 
according to their level of functioning [20]. Thus, those 
with mild PD are thought to have more mature defenses 
and less immature defenses, while those with severe PD 
have more immature defenses and less mature defenses. As 
expected, the obsessive–compulsive type is characterized 
by more mature neurotic defenses (e.g., suppression and 
perfectionism) while borderline is characterized by more 
immature splitting-based defenses (e.g., dissociation and 
projective identification) [20]. Moreover, using a small 
clinical subsample, the study also demonstrated that the 

Fig. 1   Diagnostic procedure and 
Codes for ICD-11 Personality 
Disorders and Related Traits

1  The Standardized Assessment of Severity of Personality Disorder 
(SASPD) has been proposed as a measure of PD severity according to 
an earlier draft of the ICD-11 [100]. However, the scale does not fully 
capture the now official ICD-11 definition of personality disturbance.
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PDS-ICD-11 scale was useful for differentiating individ-
uals with a PD diagnosis versus those without. Finally, 
as an important precondition for clinical interpretation, 
the study provided tentative cut-scores based on standard 
deviations from the latent mean score of PDS-ICD-11 in 
the normative U.S. community sample. It appears that a 
PDS-ICD-11 sum score of 17.5 may indicate significant 
dysfunction.

The PDS-ICD-11 scale has also demonstrated accept-
able psychometric properties in a German general popu-
lation sample (N = 1228) [21]. This study also showed a 
strong correlation between PDS-ICD-11 and LPFS-BF 
(r = 0.74). The PDS-ICD-11 scale showed moderate to 
large associations with negative affectivity, detachment, 
disinhibition, and dissociality, in that order. No significant 
association was found for anankastia, which is consistent 
with the weak association with the obsessive–compulsive 
type reported in the U.S. sample [16••] including the 
theoretical justification for this finding (i.e., anticipation 
of more mature defenses and thereby less severe disor-
der). Based on the German normative data, a cut-score of 
17 (i.e., 2 standard deviations from the normative mean) 
was found to indicate significant personality dysfunction, 
which is directly comparable to the suggested cut-score of 
17.5 derived from U.S. normative data [16••].

The PDS-ICD-11 scale is currently being evaluated in 
ongoing international research and has been included in an 
upcoming UK trial seeking to investigate whether clinical 
awareness of personality status influences outcome and sat-
isfaction [22••]. Recently, a clinician-rating form of the scale 
has been developed, which is also currently being evaluated.

Clark and Colleagues’ Scales of Self and Interpersonal 
Dysfunction

Clark et al. [17••] have developed a combined set of pre-
liminary scales for ICD-11 PD, which include 65 items that 
cover aspects of self- and interpersonal dysfunction. The 
measure delineates the six ICD-11 components of self- and 
interpersonal functioning including identity problems, low 
self-worth, low self-accuracy, low self-directedness, relation-
ship difficulties, and dysfunctional engagement. However, 
emotional, cognitive, and behavioral manifestations as well 
as global psychosocial impairment are not covered in this 
approach. The scale demonstrated promising factorial valid-
ity, and a substantial correlation between aspects of self- and 
interpersonal functioning suggests that together they reflect 
a higher order dimension of personality pathology. Interest-
ingly, the scale showed moderate to large associations with 
negative affectivity, detachment, disinhibition, anankastia, 
and dissociality, in that order, which is largely consistent with 
the pattern identified in the previously mentioned German 
PDS-ICD-11 study [21].

General Considerations of PD Severity Assessment

As a common issue with both measures of ICD-11 PD sever-
ity, more research is needed to establish validity and utility 
in samples characterized by externalizing behaviors includ-
ing the risk of harm to others. In general, it seems important 
to collect more data in diverse samples. Finally, a number of 
other measures originally developed for the AMPD criterion 
A have recently been used in research as a reasonable proxy 

Table 1   ICD-11 personality functioning according to the PDS-ICD-11 operationalization

PDS-ICD-11, Personality Disorder Severity ICD-11

Capacities and manifestations Healthy functioning

1. Identity Stability and coherence of one’s sense of identity (e.g., extent to which identity or sense of self is variable 
and inconsistent or overly rigid and fixed)

2. Self-worth Ability to maintain an overall positive and stable sense of self-worth
3. Self-perception Having a good sense of own strengths and weaknesses
4. Goals Capacity for self-direction (e.g., ability to plan, choose, and implement appropriate goals)
5. Interest in relationships An appropriate balance of seeking to be alone versus with others
6. Perspective taking Ability to understand and appreciate others’ perspectives without thinking too much into how they think 

and feel
7. Mutuality in relationships Ability to develop and maintain close and mutually satisfying relationships
8. Disagreement management Ability to manage disagreements in relationships in a cooperative manner
9. Emotional control and expression Ability to control and express own emotions in an appropriate way
10. Behavioral control Ability to be spontaneous while keeping appropriate control of own actions
11. Experience of reality during stress Accurate situational and interpersonal appraisals under stress
12. Harm to self Appropriate behavioral responses to intense emotions and stressful circumstances
13. Harm to others
14. Psychosocial impairment Functioning in personal, family, social, educational, occupational or other important areas of life
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for determining ICD-11 PD severity. These instruments 
include the Semi-Structured Interview for DSM-5 Person-
ality Functioning (STiP 5.1) [23], the Self and Interpersonal 
Functioning Scale (SIFS) [24], the Level of Personality 
Functioning Scale—Brief Form (LPFS-BF) [25], the Level 
of Personality Functioning Scale—Self-Report (LPFS-SR) 
[26], and the Levels of Personality Functioning Question-
naire for adolescents (LoPF-Q12–18) [27]. Most of these 
measures have been reported to correlate with one another 
suggesting that they may serve as measures to describe most 
of the information needed for determining ICD-11 PD sever-
ity [28]. However, they do not capture the exact ICD-11 
definitions including features of impaired reality testing and 
harm to self and others.

Clinical Assessment of Trait Specifiers

The specification of trait domains helps describe individual 
expressions of the PD severity, which allows clinicians to 
understand the kind of problems that causes the dysfunc-
tion and should be considered when planning clinical man-
agement and treatment. For example, it makes a substantial 
difference whether a patient with moderate PD is charac-
terized by prominent features of negative affectivity and 
anankastia (e.g., anxiousness and perfectionism) or features 
of dissociality and disinhibition (e.g., manipulativeness and 

recklessness). Thus, two individuals with the same level of  
PD severity may need different interventions because of their  
different trait compositions. In general, the interpretation of 
trait domain combinations says more about the person than 
interpretation of trait domains individually. For example,  
two persons characterized by negative affectivity may clearly 
share features of this trait domain. However, the first per-
son has a combination with dissociality (e.g., externalized 
anger and blaming others), whereas the other person has a 
combination with detachment (e.g., internalized anger and 
self-blaming). In addition, the complexity or number of trait 
domain specifiers is expected to mirror global PD sever-
ity. Severe PD is likely to be associated with several trait 
domains, while a mild PD may only be characterized by one  
or two trait domains.

Six Different Instruments: From Rapid to Fine‑grained 
Assessment

At least six different approaches have been developed 
for the assessment of ICD-11 trait domains and features. 
An overview of four of these measures along with their 
facet-level descriptors is provided in Table 2. The 60-item 
Personality Inventory for ICD-11 (PiCD) [29] has been 
developed to capture the five ICD-11 trait domains, and a 
corresponding Informant-Personality Inventory for ICD-
11 (IPiC) is also available [30•, 31]. The utility of both 

Table 2   Alignment of facet-level information across four measures of ICD-11 trait domains

FFiCD Five-Factor inventory for ICD-11, PID-5 Personality Inventory for DSM-5, PID5BF + M Personality inventory for DSM-5 and ICD-11—
Brief Form Plus—Modified

FFiCD PID-5 algorithm Clark et al. scales PID5BF + M
#items 121 items 158 items 181 items 30 items

Negative Affectivity Emotional Lability
Anxiousness
Mistrustfulness
Anger
Depressiveness
Shame
Vulnerability

Emotional lability
Anxiousness
Suspiciousness
Depressivity
(Hostility)

Emotional lability
Negative outlook
Mistrust

Emotional lability
Anxiousness
Separation insecurity

Detachment Social Detachment
Emotional Detachment
Unassertiveness

Withdrawal
Intimacy avoidance
Restricted affectivity

Social detachment
Emotional Detachment

Withdrawal
Intimacy avoidance
Anhedonia

Dissociality Lack of Empathy
Self-centeredness
Aggression

Callousness
Grandiosity
Manipulativeness
Attention seeking
Hostility

Low Empathy
Entitled Superiority

Deceitfulness
Grandiosity
Manipulativeness

Disinhibition Irresponsibility
Rashness
Disorderliness
Thrill-Seeking

Irresponsibility
Impulsivity
Distractibility
Risk taking

Reckless
Impulsivity
Distractibility

Irresponsibility
Impulsivity
Distractibility

Anankastia Inflexibility
Perfectionism
Workaholism

Rigid perfectionism
Perseveration

Hypercontrol
Perfectionism

Rigidity
Perfectionism
Orderliness
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instruments has been supported in a number of studies 
[30•, 31–40, 41•, 42, 43].

For clinicians or researchers who need a rapid assessment 
instrument, the 17-item Personality Assessment Question-
naire for ICD-11 personality traits (PAQ-11) [44] is a meas-
ure developed in Korea that captures the five trait domains. 
A slightly revised version is available from the authors 
(PAQ-11R). The Personality Inventory for DSM-5 and ICD-
11 Plus Modified (PID5BF + M) is a 36-item measure that 
efficiently captures the combined six trait domains of both 
DSM-5 and ICD-11, including 18 subfacet scales [45, 46]. 
The PID5BF + M has shown robust psychometric properties 
in more than 17 samples and 12 languages [40, 45, 47–50]. 
For practitioners who only need a profile of ICD-11 trait 
features, a reduced 30-item form can be used to portray the 
5 domains including 15 facets as shown in Table 2.

For clinicians who desire a more fine-grained and clini-
cally informative portrait of personality traits, the 121-item 
Five-Factor inventory for ICD-11 (FFiCD) [51, 52] not only 
measures the 5 domains but also 20 facets (e.g., anxiousness, 
self-centeredness) and 47 nuances (e.g., separation insecurity, 
vanity). For clinicians who are already familiar with the AMPD 
model, an ICD-11 algorithm for the Personality Inventory for 
DSM-5 (PID-5) can be used to derive the ICD-11 domains 
including 18 designated PID-5 facets that are based on 158 
items [53, 54]. This algorithm has been used and evaluated in a 
number of studies [54–59]. Most recently, Clark and colleagues 
[17••] developed and evaluated a set of preliminary scales for 
the ICD-11 personality trait model based on 181 items, which 
cover the 5 domains as well as 11 facet-like subscales.

Continuity with Familiar Traits and Types

All the described methods for measuring ICD-11 trait fea-
tures have reported acceptable psychometric properties, and 
a number of studies support conceptually coherent associa-
tions with normal Five-Factor Model traits and AMPD trait 
domains [29, 32, 33, 35–37, 39, 44, 51, 60, 61] as well as 
consistency with established PD types [39, 45, 52, 54, 56, 
57, 62]. Research also suggests that other gold standard 
instruments such as the MMPI may aid clinicians in the 
assessment of ICD-11 personality trait dysfunction [63].

Therefore, clinicians who are either familiar with FFM 
traits, AMPD traits, MMPI dimensions, or traditional PD 
types may find a way to translate their familiar system into 
the new ICD-11 framework. For example, a cross-walk for 
translation between categorical ICD-10 types and ICD-11 
dimensions is available [64]. Perhaps of most relevance to 
clinicians, is that the traits can simply be rated based on a 
clinical interview, observations, and other available clinical 
information [12, 31, 65, 66].

Clinical Management and Treatment

It is beyond the scope of the present paper to review all the 
clinical implications of the ICD-11 model for diagnosing 
and treating PDs. For more in depth clinical guidelines we 
recommend that readers consult other publications [8, 11•, 
64, 67–71] and refer to reviews of the clinical utility of the 
ICD-11 PD model [72–74].

The clinical rationale for assessing both severity and indi-
vidual trait expressions in ICD-11 may be explained through 
a comparison with the measurement of weather. Bad weather 
may be considered a global severity dimension while tem-
perature, wind, air pressure, and precipitation mirror specific 
expressions of bad weather. The global dimension of bad 
weather may predict whether people will go hiking in the 
mountains, while the specific expressions of bad weather 
may further explain what people wear when they go hik-
ing. Thus, PD severity is a general indicator and predictor 
of psychosocial problems while trait domains give flavor 
to these problems. Moreover, the ICD-11 approach could 
make communication with patients easier by not focusing on 
diagnostic labels but by providing a language for both intact 
and impaired capacities of personality functioning in gen-
eral [71]. For example, instead of talking about narcissism it 
may be more meaningful to talk about the patient’s ability to 
maintain an overall positive and stable sense of self-worth, 
and how this unfolds as traits of both self-centeredness (i.e., 
dissociality) and low self-esteem (i.e., negative affectivity). 
Now, we provide some suggestions for interventions based 
on PD severity and traits.

Severity‑informed Intervention

Recent research suggests that the global severity of personal-
ity dysfunction may be altered by circumstances or interven-
tions while stylistic traits tend to remain constant [75, 76]. 
For example, a patient with mild PD and prominent features 
of negative affectivity may only experience some distress in 
interpersonal relationships, while a patient with severe PD 
and prominent features of negative affectivity may experi-
ence hatred, self-harm, and perhaps dissociation. While both 
patients share the same stylistic trait of negative affectivity, 
their severity of personality dysfunction makes a difference. 
Accordingly, it has been argued that treatment should gener-
ally target the global aspects of dysfunction such as mental-
izing problems [77], identity disturbances [78••, 79••], and 
alexithymia [80] rather than the stylistic traits [67]. In this 
way, patients can be helped to find new more adaptive ways 
of expressing and coping with their personality traits. Treat-
ment may therefore benefit from focusing attention on under-
standing the traits while attempting to change dysfunction 
and manifestations in terms of PD severity. Nevertheless, 
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since the prominent trait specifiers delineate maladaptive 
trait expressions (e.g., negative affectivity and disinhibition), 
their presence and intensity often go hand in hand with PD 
severity and related distress [28, 60].

Some general recommendations for clinical interpretation 
of the three severity levels have been provided elsewhere [8, 
11•], which we now summarize. For mild PD, treatment can 
be less structured and less intensive as less effort is needed 
for maintaining alliance. At this level, group treatment may 
be sufficient. For moderate PD, treatment must usually be 
more structured, and clinicians must be prepared for han-
dling ruptures in alliance as well as dropout. For severe 
PD, treatment is recommended to be highly structured and 
transparent with clear boundaries, while clinicians must 
work consciously on building alliance, repairing ruptures, 
and preventing dropout. At this most severe level, attention 
must often be given to risk of harm to self or others and 
therapy-interfering behaviors. In general, PD severity may 
serve as a target of treatment shared by different therapy 
models and types of patients, a decision tool for clinical 
management and required treatment intensity (e.g., strength 
of alliance, risk of dropout), and a common variable for 
measuring change [11•].

Trait‑informed Intervention

Beyond treatment recommendations for the three levels of 
severity, it has also been suggested that treatment may be 
informed by prominent trait domains [8, 67, 70].

For negative affectivity, treatment should focus on emo-
tion regulation, anxiety, and sadness by building up distress 
tolerance, self-compassion, mentalization, acceptance of 
negative emotions, and implementation of stress manage-
ment skills. In cases of self-harm, distraction techniques and 
alternative coping strategies may be helpful.

For detachment, therapy may focus on disinterest in or 
avoidance of relationships in terms of withdrawal, mistrust, 
independence, emotional inhibition, and interpersonal 
ambivalence. Such issues may be targeted using behavioral 
activation, social skills and assertiveness training, confronta-
tion of defenses, and sometimes exposure therapy. In many 
cases, it may be best to help the patient manage their innate 
need for withdrawal in an adaptive manner, while shielding 
from too much social stimuli.

For dissociality, interventions may include empathic con-
frontation while using rational and utilitarian arguments that 
focus on the benefits of prosocial behavior. Coping behaviors 
of self-aggrandizement and dominance may gradually be 
exchanged with healthy adult behavior while gaining access 
to some underlying vulnerability. Predominant features of 
dissociality for moderate-severe PD may suggest that cli-
nicians should take precautions due to the risk of harmful 
antagonistic behavior.

For disinhibition, it may be helpful to use behavior-
focused therapy where the therapist identifies what is 
rewarding or punishing for the patient when the disinhib-
ited behavior takes place. Individuals with this trait benefit 
from learning similar skills for everyday life as those with 
ADHD. Regulation skills are particularly relevant in cases 
where there is potential harm to self or others.

For anankastia, treatment may focus on increasing flex-
ibility and tolerance of imperfection, lack of control, and 
emotional spontaneity in relationships. Therapist insuf-
ficiencies and mistakes (e.g., not using correct language, 
forgetfulness, or not being on time) may cause ruptures in 
therapy that eventually reveal important issues that should 
be dealt with. While the patient may be highly conscientious 
by nature, maladaptive features of anankastia (e.g., worka-
holism) are often conceptualized as internalized parental 
demands or overcompensation for underlying vulnerability 
[81–83], which need gentle confrontation.

Treatment Guided by Blends of Traits

In real-world clinical practice, it is probably more meaning-
ful to focus on blends or compositions of prominent traits 
domains. The ICD-11 explicitly takes into account that traits 
may be dynamically manifested in different ways based on 
the presence of other traits [84]. For example, when negative 
affectivity co-occurs with detachment it probably indicates 
“internalized” aspects of negative affectivity (e.g., anx-
iousness, inferiority, depression, and self-blame), whereas 
co-occurrence with dissociality probably indicates “exter-
nalized” aspects of negative affectivity (e.g., anger, envy, 
hostility, and blaming others) [85, 86]. Moreover, the fine-
grained facet-level information presented in Table 2 may also 
help clinicians pinpoint individual problems across domains 
(e.g., grandiosity, anxiousness, and perfectionism), thereby 
increasing the chance that the patient feels recognized by the 
assessment.

Patients with predominant traits of disinhibition or dis-
sociality may benefit from interventions focusing on aspects 
of underregulation of affect, aggression, and impulses, 
while patients with predominant traits of detachment or 
anankastia may benefit from interventions that target over-
regulation of affect and behavior. Consequently, in addi-
tion to considering PD severity, treatment may also be tar-
geted according to either underregulation (e.g., Dialectical 
Behavior Therapy; DBT) or overregulation (e.g., Radical 
Openness—Dialectical Behavior Therapy; RO-DBT) [87]. 
In some cases, patients may be characterized by both under- 
and overregulation, which would often indicate a complex 
or severe case corresponding to a borderline pattern. Taken 
together, the overall goal of trait-informed treatment is to 
help the patient find more adaptive expressions of their 
maladaptive traits.

558 Current Psychiatry Reports (2022) 24:553–563



1 3

Perceived Implications for Forensic Practice

The ICD-11 also has significant implications for forensic 
practice and correctional services [88, 89]. Findings sug-
gest that trustworthy and informative assessment of ICD-
11 aspects of personality dysfunction should be especially 
prioritized in such settings [23, 25]. Accordingly, a group 
of forensic and legal experts [90••] has reported that they 
believe that the ICD-11 PD classification is particularly use-
ful in forensic practice for at least three reasons. First, from 
a legal standpoint, the focus on one global severity dimen-
sion makes it clear to the court that personality dysfunc-
tion exists on a continuum with non-disordered personality, 
and that a threshold has been crossed based on diagnostic 
requirements. Second, in contrast to traditional PD types, 
the descriptive features of the ICD-11 capacities of person-
ality functioning and trait domain specifiers are provided in 
plain language, which increases the chance that they will be 
understood by non-clinicians. Such ICD-11 definitions and 
descriptions have the potential to be more readily integrated 
into expert reports. Third, ICD-11’s emphasis on real-world 
dysfunction is informative for legal decision-makers and the 
courts. For example, severe PD can often involve inappro-
priate behavior such as fits of temper or insubordination. 
Likewise, it may be informative for courts to understand 
what ICD-11 defines as propensity to self-harm or violence 
as well as psychotic-like perceptions under stress (and exclu-
sively when decompensating).

Unanswered Questions and Future Directions

The ICD-11 PD assessment instruments and classification 
procedure are relatively novel and largely untested, although 
the framework can be said to stand upon the shoulders of 
giants with respect to the available science on personality 
functioning and traits [9]. In addition to the two patient-
report instruments for ICD-11 PD severity, reviewed in the 
present paper, a standardized diagnostic interview specifi-
cally developed for the ICD-11 model appears necessary 
for clinical practice and future research. Longitudinal and 
intervention research based on the new PD classification 
is important [10•]. It is anticipated that researchers, clini-
cians, and patients may benefit from focusing on a global 
PD dimension where the disorder can improve gradually 
over time. For example, it seems more realistic to hope that 
a PD can recover gradually from severe PD to moderate PD 
rather than simply move from a PD diagnosis to “cured.” 
Moreover, a dimension of functioning determined by vari-
ous capacities and manifestations (see Table 1) not only 
describes impairments but also strengths, which are impor-
tant aspects of resilience and recovery [91•]. Future studies 
should prioritize these new perspectives and evaluate their 

utility. A feasibility trial conducted in UK has already inves-
tigated low-intensity treatment for PD in general rather than 
focusing on traditional PD categories [92]. Another upcom-
ing UK project seeks to determine whether self-rating scales 
for the ICD-11 PD model, including the PDS-ICD-11 and 
the PAQ-11, are feasible and informative for clinical prac-
tice [22••]. Additionally, neurobiological research using the 
ICD-11 personality dimensions may also provide valuable 
information that potentially can inform new interventions 
[93].

It is also evident that the new ICD-11 PD diagnosis 
overlaps with the novel ICD-11 Complex Post-Traumatic 
Stress Disorder (PTSD) diagnosis [94••], and future 
research could focus on their co-occurrence and differen-
tial diagnosis [22••]. The paths and mechanisms between 
developmental trauma and the new ICD-11 PD dimensions 
could be explored [95, 96]. Future work should further 
evaluate whether the borderline pattern specifier provides 
non-redundant clinical information or whether it is a super-
fluous specifier as initial findings suggest [19, 36, 41•]. 
Finally, evaluation of the usefulness of the classification in 
a diversity of WHO countries, cultures, populations, and 
age groups is vital [97–99].

Conclusion

The current paper reviewed recent literature on the assess-
ment of ICD-11 Personality Disorders and Related Traits 
with respect to implications for clinical diagnosis, decision-
making, and treatment. We focused on the PDS-ICD-11 
scale [16••] and Clark et al.’s Preliminary Scales for Self- 
and Interpersonal Dysfunction [17••] since they are the 
only published measures specifically developed based on 
the ICD-11 definition of personality functioning [3]. These 
two instruments show promising psychometric abilities 
but further studies and possible modifications are needed. 
Additionally, we reviewed the available instruments for 
measuring the trait domain specifiers, which ranged from 
brief (i.e., PAQ-11, PID5BF + M, PiCD) to more extensive 
measures (i.e., FFiCD, Clark’s scales for trait domains, 
PID-5 algorithm). These personality trait inventories have 
promising psychometric qualities and show meaningful 
associations with familiar Five-Factor Models and PD 
types. For the clinical implementations of ICD-11 in WHO 
member states, it is vital to offer practitioners and research-
ers a clinician-rating form or a diagnostic interview, which 
is currently being developed. In general, we need to see 
more research based on this new diagnostic framework, in 
particular treatment protocols and trials. It is not simply a 
question about whether it is useful, but rather a question 
about how clinicians take ownership and make it useful. 
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Meta-analytic evidence based on forthcoming research can 
hopefully guide clinicians in using the ICD-11 PD classifi-
cation in the best way possible.

Declarations 

Conflict of Interest  BB has contributed to the preparation of ICD-11 
field trials and served as advisor for the ICD-11 personality disorder 
workgroup. RM was a senior member of the ICD-11 personality dis-
order work group and has authored clinical guidelines for the ICD-11 
personality disorder classification. Both BB and RM have contributed 
to the development of instruments and authored clinical guidelines for 
the ICD-11 personality disorder classification.

References

Papers of particular interest, published recently, have 
been highlighted as:  
•   Of importance  
•• Of major importance

	 1.	 WHO. International Classification of Diseases, 10th Revision 
(ICD-10). World Health Organization. 1994.

	 2.	 Ekselius L, Lindström E, Knorring L, Bodlund O, Kullgren G. 
Personality disorders in DSM-III-R as categorical or dimen-
sional. Acta Psychiatr Scand. 1993;88:183–7.

	 3.	 WHO. ICD-11 Clinical descriptions and diagnostic requirements 
for mental and behavioural disorders. 2022.

	 4.	 Tyrer P, Reed GM, Crawford MJ. Classification, assessment, 
prevalence, and effect of personality disorder. Lancet. 2015;385: 
717–26.

	 5.	 Reed GM. Progress in developing a classification of personality 
disorders for ICD-11. World Psychiatry. 2018;17:227–8.

	 6.	 Tyrer P, Mulder R, Kim Y-R, Crawford MJ. The Development of the ICD-
11 Classification of Personality Disorders: an amalgam of science, 
pragmatism, and politics. Annu Rev Clin Psychol. 2019;15:481–502.

	 7.	 Huprich SK. Personality Disorders in the ICD-11: opportunities 
and challenges for advancing the diagnosis of personality pathol-
ogy. Curr Psychiatry Rep. 2020;22:40.

	 8.	 Mulder R, Bach B. Assessment and treatment of personality dis-
orders within the ICD-11 framework. In: Huprich SK (ed) Per-
sonal. Disord. Pathol. Integr. Clin. Assess. Pract. DSM-5 ICD-11 
era., 2nd ed. Am Psycholog Assoc, Washington. 2022:183–208.

	 9.	 Bach B, Mulder R. Empirical foundation of the ICD-11 classi-
fication of personality disorders. In: Huprich SK (ed) Personal. 
Disord. Pathol. Integr. Clin. Assess. Pract. DSM-5 ICD-11 era., 
2nd ed. Am Psycholog Assoc, Washington. 2022:27–52.

	10.•	 Bach B, Kramer U, Doering S, et al. The ICD-11 classification of 
personality disorders: a European perspective on challenges and 
opportunities. Borderline Personal Disord Emot Dysregulation. 
2022;9:12. This paper authored by the European Society for 
the Study of Personality Disorders (ESSPD) board presents 
perceived challenges and opportunities of the new ICD-11 
PD classification including how we may start using it during 
the current transition from ICD-10 to ICD-11.

	11.•	 Bach B, Simonsen S. How does level of personality function-
ing inform clinical management and treatment? Implications 
for ICD-11 classification of personality disorder severity. Curr 
Opin Psychiatry. 2021;34:54–63. Reviews the literature on 
personality functioning, including level of personality 

organization and global PD count score, in relation to 
clinical management and treatment (e.g., risk prediction 
and prognosis). The paper seeks to point out why level of 
personality functioning is important for clinical practice.

	12.	 Hansen SJ, Christensen S, Kongerslev MT, First MB, Widiger 
TA, Simonsen E, Bach B. Mental health professionals’ per-
ceived clinical utility of the ICD-10 vs. ICD-11 classification 
of personality disorders. Personal Ment Health. 2019;13:84–95.

	13.	 Clark LA, Nuzum H, Ro E. Manifestations of personality impair-
ment severity: comorbidity, course/prognosis, psychosocial 
dysfunction, and ‘borderline’ personality features. Curr Opin 
Psychol. 2018;21:117–21.

	14.	 Crawford MJ, Koldobsky N, Mulder RT, Tyrer P. Classify-
ing personality disorder according to severity. J Pers Disord. 
2011;25:321–30.

	15.	 Sharp C. New data toward fulfilling the promise of the ICD-11 
severity criterion. Personal Ment Health. 2022;16:93–8.

	16.••	Bach B, Brown TA, Mulder RT, Newton-Howes G, Simonsen E, 
Sellbom M. Development and initial evaluation of the ICD-11 
personality disorder severity scale: PDS-ICD-11. Personal Ment 
Health. 2021;15:223–36. This study develops, introduces, and 
evaluates the first scale for the official ICD-11 personality 
disorder model.

	17.••	Clark LA, Corona-Espinosa A, Khoo S, Kotelnikova Y, Levin-
Aspenson HF, Serapio-García G, Watson D. Preliminary scales 
for ICD-11 personality disorder: self and interpersonal dysfunc-
tion plus five personality disorder trait domains. Front Psychol. 
2021. https://​doi.​org/​10.​3389/​fpsyg.​2021.​668724. This study 
develops, introduces, and evaluates a preliminary set of 
scales for ICD-11 personality disorder, which covers both 
Self and Interpersonal Dysfunction as well as trait domain 
specifiers and features.

	18.••	Prevolnik Rupel V, Jagger B, Fialho LS, et al. Standard set of 
patient-reported outcomes for personality disorder. Qual Life 
Res. 2021. https://​doi.​org/​10.​1007/​s11136-​021-​02870-w. This 
paper introduces an international collaborative proposal 
for a standard set of patient-reported outcome measures 
(PROM) for personality disorder, which includes both 
self and interpersonal functioning along with measures of 
psychosocial impairment, aggression, and self-harm. The 
authors specifically sought to match the ICD-11 definition.

	19.	 Mulder RT, Horwood LJ, Tyrer P. The borderline pattern 
descriptor in the International Classification of Diseases, 11th 
Revision: a redundant addition to classification. Aust New Zeal 
J Psychiatry. 2020;54:1095–100.

	20.	 Bach B, Simon J. Organization of clinician-rated personality 
disorder types according to ICD-11 severity of personality dys-
function. Psychodyn. Psychiatry. 2022.

	21.	 Zimmermann J, Falk CF, Wendt L, Spitzer C, Fischer F, Bach B, 
Sellbom M, Müller S. Validating the German version of the per-
sonality disorder severity-ICD-11 scale using nominal response 
models. 2022. https://​doi.​org/​10.​31234/​osf.​io/​42whs. 

	22.••	Jha M, Barrett B, Brewin C, et al. Matching ICD-11 person-
ality status to clinical management in a community team-the 
Boston (UK) Personality Project: Study protocol. Personal Ment 
Health. 2022:1–8. This paper presents a study protocol where 
clinical practice with versus without assessment of ICD-11 
personality status are compared in a controlled trial. The 
study includes measurement of ICD-11 PD severity (e.g., 
PDS-ICD-11 scale).

	23.	 Hutsebaut J, Weekers LC, Tuin N, Apeldoorn JSP, Bulten 
E. Assessment of ICD-11 personality disorder severity in foren-
sic patients using the semi-structured interview for personality 
functioning DSM-5 (STiP-5.1): preliminary findings. Front Psy-
chiat. 2021. https://​doi.​org/​10.​3389/​fpsyt.​2021.​617702.

560 Current Psychiatry Reports (2022) 24:553–563

https://doi.org/10.3389/fpsyg.2021.668724
https://doi.org/10.1007/s11136-021-02870-w
https://doi.org/10.31234/osf.io/42whs
https://doi.org/10.3389/fpsyt.2021.617702


1 3

	24.	 Gamache D, Savard C, Leclerc P, et al. A proposed classification 
of ICD-11 severity degrees of personality pathology using the 
self and interpersonal functioning scale. Front Psychiatry. 2021. 
https://​doi.​org/​10.​3389/​fpsyt.​2021.​628057.

	25.	 Bach B, Hutsebaut J. Level of Personality Functioning Scale-
Brief Form 2.0: utility in capturing personality problems in 
psychiatric outpatients and incarcerated addicts. J Pers Assess. 
2018;100:660–70.

	26.	 Nazari A, Huprich SK, Hemmati A, Rezaei F. The construct 
validity of the ICD-11 severity of personality dysfunction 
under scrutiny of object-relations theory. Front Psychiatry. 
2021;12:648427.

	27.	 Barkauskienė R, Gaudiešiūtė E, Adler A, Gervinskaitė-
Paulaitienė L, Laurinavičius A, Skabeikytė-Norkienė G. Criteria 
A and B of the alternative DSM-5 model for personality dis-
orders (AMPD) capture borderline personality features among 
adolescents. Front Psychiatry. 2022;13:1–9.

	28.	 Zimmermann J, Müller S, Bach B, Hutsebaut J, Hummelen B, 
Fischer F. A common metric for self-reported severity of per-
sonality disorder. Psychopathology. 2020;53:168–78.

	29.	 Oltmanns JR, Widiger TA. A self-report measure for the ICD-11 
dimensional trait model proposal: the personality inventory for 
ICD-11. Psychol Assess. 2018;30:154–69.

	30.•	 Oltmanns JR, Widiger TA. The self- and informant-personality 
inventories for ICD-11: agreement, structure, and relations with 
health, social, and satisfaction variables in older adults. Psychol 
Assess. 2021;33:300–10. This study presents convergence 
between self- and informant reported personality traits 
based on the ICD-11 model.

	31.	 Bach B, Christensen S, Kongerslev MTMT, Sellbom M, Simonsen 
E. Structure of clinician-reported ICD-11 personality disorder trait 
qualifiers. Psychol Assess. 2020;32:50–9.

	32.	 Carnovale M, Sellbom M, Bagby RM. The personality inventory 
for ICD-11: investigating reliability, structural and concurrent 
validity, and method variance. Psychol Assess. 2020;32:8–17.

	33.	 Crego C, Widiger TA. The convergent, discriminant, and struc-
tural relationship of the DAPP-BQ and SNAP with the ICD-11, 
DSM–5, and FFM trait models. Psychol Assess. 2020;32:18–28.

	34.	 Tarescavage AM, Menton WH. Construct validity of the person-
ality inventory for ICD-11 (PiCD): evidence from the MMPI-
2-RF and CAT-PD-SF. Psychol Assess. 2020;32:889–95.

	35.	 Somma A, Gialdi G, Fossati A. Reliability and construct validity 
of the Personality Inventory for ICD-11 (PiCD) in Italian adult 
participants. Psychol Assess. 2020;32:29–39.

	36.	 Oltmanns JR, Widiger TA. Evaluating the assessment of the 
ICD-11 personality disorder diagnostic system. Psychol Assess. 
2019;31:674–84.

	37.	 McCabe GA, Widiger TA. A comprehensive comparison of the 
ICD-11 and DSM-5 section III personality disorder models. Psy-
chol Assess. 2020;32:72–84.

	38.	 Gutiérrez F, Aluja AA, Ruiz J, et al. Personality disorders in 
the ICD-11: Spanish validation of the PiCD and the SASPD 
in a mixed community and clinical sample. Assessment. 
2020;28:759–72.

	39.	 García LF, Aluja A, Urieta P, Gutierrez F. High convergent 
validity among the five-factor model, PID-5-SF, and PiCD. Per-
sonal Disord Theory, Res Treat. 2022;13:119–32.

	40.	 Strus W, Łakuta P, Cieciuch J. Anankastia or psychoticism? 
Which one is better suited for the fifth trait in the Pathological 
Big Five: insight from the circumplex of personality metatraits 
perspective Front Psychiatry. 2021. https://​doi.​org/​10.​3389/​
fpsyt.​2021.​648386.

	41.•	 Gutiérrez F, Aluja A, Ruiz Rodríguez J, et al. Borderline, where 
are you? A psychometric approach to the personality domains in 
the International Classification of Diseases, 11th Revision (ICD-
11). Personal Disord Theory, Res Treat. 2022. https://​doi.​org/​10.​

1037/​per00​00592. This study evaluates whether the ICD-11 
borderline pattern specifier provides information that cannot 
be explained by ICD-11 PD severity and traits. They overall 
found that the borderline pattern is redundant.

	42.	 Gutiérrez F, Peri JM, Gárriz M, Vall G, Arqué E, Ruiz L, 
Condomines J, Calvo N, Ferrer M, Sureda B. Integration of 
the ICD-11 and DSM-5 dimensional systems for personal-
ity disorders into a unified taxonomy with non-overlapping 
traits. Front Psychiatry. 2021. https://​doi.​org/​10.​3389/​fpsyt.​
2021.​591934.

	43.	 Aluja A, Sayans-Jiménez P, García LF, Gutierrez F. Location of 
International Classification of Diseases–11th Revision and Diag-
nostic and Statistical Manual of Mental Disorders, Fifth Edition, 
dimensional trait models in the alternative five-factor personality 
space. Personal Disord Theory, Res Treat. 2021;12:127–39.

	44.	 Kim Y-R, Tyrer P, Hwang S-T. Personality assessment question-
naire for ICD-11 personality trait domains: development and 
testing. Personal Ment Health. 2021;15:58–71.

	45.	 Bach B, Kerber A, Aluja AA, et al. International assessment of 
DSM-5 and ICD-11 personality disorder traits: toward a com-
mon nosology in DSM-5.1. Psychopathology. 2020;53:179–88.

	46.	 Kerber A, Schultze M, Müller S, Rühling RM, Wright AGC, 
Spitzer C, Krueger RF, Knaevelsrud C, Zimmermann J. Devel-
opment of a short and ICD-11 compatible measure for DSM-5 
maladaptive personality traits using ant colony optimization 
algorithms. Assessment. 2022;29:467–87.

	47.	 Pires R, Henriques-Calado J, Sousa Ferreira A, Bach B, Paulino 
M, Gama Marques J, Ribeiro Moreira A, Grácio J, Gonçalves 
B. The utility of ICD-11 and DSM-5 traits for differentiating 
patients with personality disorders from other clinical groups. 
Front Psychiatry. 2021. https://​doi.​org/​10.​3389/​fpsyt.​2021.​
633882.

	48.	 Kerber A, Schaeuffele C, Krieger T, Urech A, Riper H, Berger T, 
Boettcher J, Knaevelsrud C. Differential effects of psychological 
interventions in online and face-to-face settings on DSM-5 and 
ICD-11 maladaptive trait domains: an exploratory pilot study. 
Front Psychiatry. 2021. https://​doi.​org/​10.​3389/​fpsyt.​2021.​648367.

	49.	 Bastiaens T, Smits D, Claes L. Case report: pathological person-
ality traits through the lens of the ICD-11 trait qualifiers and the 
DSM-5 section III trait model: two patients illustrating the clini-
cal utility of a combined view. Front Psychiatry. 2021. https://​
doi.​org/​10.​3389/​fpsyt.​2021.​627119.

	50.	 Riegel KD, Ksinan AJ, Schlosserova L. Psychometric proper-
ties of the independent 36-Item PID5BF+M for ICD-11 in the 
Czech-speaking community sample. Front Psychiatry. 2021. 
https://​doi.​org/​10.​3389/​fpsyt.​2021.​643270.

	51.	 Oltmanns JR, Widiger TA. The Five-Factor Personality Inven-
tory for ICD-11: a facet-level assessment of the ICD-11 trait 
model. Psychol Assess. 2020;32:60–71.

	52.	 Sorrel MA, Aluja A, García LF, Gutiérrez F. Psychometric 
properties of the Five-Factor Personality Inventory for ICD-
11 (FFiCD) in Spanish community samples. Psychol Assess. 
2022;34:281–93.

	53.	 Bach B, Sellbom M, Kongerslev MT, Simonsen E, Krueger RF, 
Mulder RT. Deriving ICD-11 personality disorder domains from 
dsm-5 traits: initial attempt to harmonize two diagnostic sys-
tems. Acta Psychiatr Scand. 2017;136:108–17.

	54.	 Sellbom M, Solomon-Krakus S, Bach B, Bagby RM. Valida-
tion of personality inventory for DSM–5 (PID-5) algorithms to 
assess ICD-11 personality trait domains in a psychiatric sample. 
Psychol Assess. 2020;32:40–9.

	55.	 Lugo V, de Oliveira SES, Hessel CR, Monteiro RT, Pasche NL, 
Pavan G, Motta LS, Pacheco MA, Spanemberg L. Evaluation 
of DSM-5 and ICD-11 personality traits using the Personality 
Inventory for DSM-5 (PID-5) in a Brazilian sample of psychiat-
ric inpatients. Personal Ment Health. 2019;13:24–39.

561Current Psychiatry Reports (2022) 24:553–563

https://doi.org/10.3389/fpsyt.2021.628057
https://doi.org/10.3389/fpsyt.2021.648386
https://doi.org/10.3389/fpsyt.2021.648386
https://doi.org/10.1037/per0000592
https://doi.org/10.1037/per0000592
https://doi.org/10.3389/fpsyt.2021.591934
https://doi.org/10.3389/fpsyt.2021.591934
https://doi.org/10.3389/fpsyt.2021.633882
https://doi.org/10.3389/fpsyt.2021.633882
https://doi.org/10.3389/fpsyt.2021.648367
https://doi.org/10.3389/fpsyt.2021.627119
https://doi.org/10.3389/fpsyt.2021.627119
https://doi.org/10.3389/fpsyt.2021.643270


1 3

	56.	 Bach B, Sellbom M, Skjernov M, Simonsen E. ICD-11 and 
DSM-5 personality trait domains capture categorical person-
ality disorders: finding a common ground. Aust New Zeal J 
Psychiatry. 2018;52:425–34.

	57.	 Fang S, Ouyang Z, Zhang P, et al. Personality Inventory for 
DSM-5 in China: evaluation of DSM-5 and ICD-11 trait struc-
ture and continuity with personality disorder types. Front Psy-
chiatry. 2021. https://​doi.​org/​10.​3389/​fpsyt.​2021.​635214.

	58.	 Hemmati A, Rahmani F, Bach B. The ICD-11 personality dis-
order trait model fits the Kurdish population better than the 
DSM-5 trait model. Front Psychiatry. 2021. https://​doi.​org/​10.​
3389/​fpsyt.​2021.​635813.

	59.	 Lotfi M, Bach B, Amini M, Simonsen E. Structure of DSM-5 
and ICD-11 personality domains in Iranian community sam-
ple. Personal Ment Health. 2018;12:155–69.

	60.	 Stricker J, Pietrowsky R. Incremental validity of the ICD-11 
personality disorder model for explaining psychological dis-
tress. Personal Disord. 2022;13:97–107.

	61.	 Stricker J, Buecker S, Pietrowsky R. Alignment of the per-
sonality inventory for ICD-11 with the five-factor model of 
personality. Psychol Assess. 2022;34:711–6.

	62.	 Kim Y-R, Tyrer P, Hwang S. Personality assessment question-
naire for ICD‐11 personality trait domains: development and 
testing. Personal Ment Health pmh. 2020;1493.

	63.	 Brown TA, Sellbom M. Associations between MMPI-3 scale 
scores and the DSM- 5 AMPD and ICD-11 dimensional per-
sonality traits. Assessment. 2022:107319112210757.

	64.	 Bach B, First MB. Application of the ICD-11 classification of 
personality disorders. BMC Psychiatry. 2018;18:351.

	65.	 Morey LC, Krueger RF, Skodol AE. The hierarchical structure 
of clinician ratings of proposed DSM-5 pathological personal-
ity traits. J Abnorm Psychol. 2013;122:836–41.

	66.	 Barroilhet SA, Pellegrini AM, McCoy TH, Perlis RH. Char-
acterizing DSM-5 and ICD-11 personality disorder features in 
psychiatric inpatients at scale using electronic health records. 
Psychol Med. 2020;50:2221–9.

	67.	 Bach B, Presnall-Shvorin J. Using DSM-5 and ICD-11 per-
sonality traits in clinical treatment. In: Gratz KL, Lejuez C 
(eds) Cambridge Handb. Personal. Disord., 1st ed. Cambridge 
University Press. 2020:450–67.

	68.	 Tyrer P, Mulder R. Personality disorder: from evidence to 
understanding. 1st ed. Cambridge, United Kingdom: Cam-
bridge University Press. 2022.

	69.	 Bach B, Bernstein DP. Schema therapy conceptualization of 
personality functioning and traits in ICD-11 and DSM-5. Curr 
Opin Psychiatry. 2019;32:38–49.

	70.	 Bach B, Tracy M. Clinical utility of the alternative model of 
personality disorders: a 10th year anniversary review. Personal 
Disord Theory, Res Treat. 2022;13:369–79.

	71.	 Herpertz SC, Schneider I, Renneberg B, Schneider A. Patients 
with personality disorders in everyday clinical practice. Dtsch 
Arztebl Int. 2022;119:1–7.

	72.	 Tracy M, Tiliopoulos N, Sharpe L, Bach B. The clinical utility of the 
ICD-11 classification of personality disorders and related traits: a 
preliminary scoping review. Aust N Z J Psychiatry. 2021;55:849–62.

	73.	 Mulder RT. ICD-11 personality disorders: utility and implica-
tions of the new model. Front Psychiatry. 2021;12:10–4.

	74.	 Bach B, Somma A, Keeley JW. Editorial: Entering the brave 
new world of ICD-11 personality disorder diagnosis. Front 
Psychiatry. 2021. https://​doi.​org/​10.​3389/​fpsyt.​2021.​793133.

	75.	 Wright AGC, Kaurin A. Integrating structure and function in 
conceptualizing and assessing pathological traits. Psychopa-
thology. 2020. https://​doi.​org/​10.​1159/​00050​7590.

	76.	 Roche MJ. Examining the alternative model for personality dis-
order in daily life: evidence for incremental validity. Personal 
Disord Theory, Res Treat. 2018;9:574–83.

	77.	 Rishede MZ, Juul S, Bo S, Gondan M, Bjerrum Møeller S, 
Simonsen S. Personality functioning and mentalizing in patients 
with subthreshold or diagnosed borderline personality disorder: 
implications for ICD-11. Front Psychiatry. 2021. https://​doi.​org/​
10.​3389/​fpsyt.​2021.​634332.

	78.••	Lind M. ICD-11 personality disorder: the indispensable turn 
to narrative identity. Front Psychiatry. 2021. https://​doi.​org/​
10.​3389/​fpsyt.​2021.​642696. This paper characterizes and 
discusses ICD-11’s emphasis on identity functioning and 
elucidates its significance for understanding personality 
pathology.

	79.••	Blüml V, Doering S. ICD-11 personality disorders: a psychody-
namic perspective on personality functioning. Front Psychiatry. 
2021;12:1–8. The authors characterize and discuss the sub-
stantial alignments between the ICD-11 model of personality 
functioning and traditional psychodynamic conceptualization 
and assessment of personality pathology ad modum Kernberg.

	80.	 Simonsen S, Eikenaes IU-M, Bach B, Kvarstein E, Gondan M, 
Møller SB, Wilberg T. Level of alexithymia as a measure of 
personality dysfunction in avoidant personality disorder. Nord J 
Psychiatry. 2021;75:266–74.

	81.	 Stricker J, Flett GL, Hewitt PL, Pietrowsky R. Multidimensional 
perfectionism and the ICD-11 personality disorder model. Pers 
Individ Dif. 2022;188:111455.

	82.	 Atroszko PA, Demetrovics Z, Griffiths MD. Work addiction, 
obsessive-compulsive personality disorder, burn-out, and global 
burden of disease: implications from the ICD-11. Int J Environ 
Res Public Health. 2020. https://​doi.​org/​10.​3390/​ijerp​h1702​0660.

	83.	 Gecaite-Stonciene J, Lochner C, Marincowitz C, Fineberg NA, 
Stein DJ. Obsessive-compulsive (anankastic) personality disor-
der in the ICD-11: a scoping review. Front Psychiatry. 2021. 
https://​doi.​org/​10.​3389/​fpsyt.​2021.​646030.

	84.	 Bach B (2020) Simplicity and dynamics of the ICD-11 trait quali-
fiers in relation to treatment. Cambridge Handb. Personal. Disord.

	85.	 Bach B, Kongerslev MT. Personality dynamics in schema ther-
apy and the forthcoming ICD-11 classification of personality 
disorders. Eur J Pers. 2018;32:527–628.

	86.	 Bach B, Eikenæs IU. Transdiagnostic conceptualization of social 
avoidance through the lens of personality functioning and traits. 
J Clin Psychol. 2021;77:1249–58.

	87.	 Lynch TR, Hempel RJ, Dunkley C. Radically open-dialectical 
behavior therapy for disorders of over-control: Signaling matters. 
Am J Psychother. 2015;69:141–62.

	88.	 Tyrer P. The classification of personality disorders in ICD-11: 
implications for forensic psychiatry. Crim Behav Ment Heal. 
2013;23:1–5.

	89.	 Olivera LMH, Campos DNR, Vivas PAA, Apumayta RMC. 
Integrative Dimensional Personality Inventory for ICD-11: 
development and evaluation in the Peruvian correctional set-
ting. Liberabit. 2022;28:1–40.

	90.••	Carroll A, Walvisch J, Marsh T.  Personality disorders and 
forensic assessments: the benefits of ICD-11. Med Sci 
Law. 2022:002580242210941. In this paper, a group of foren-
sic practitioners and legal experts discusses the implications 
of the ICD-11 PD model for their field.

	91.•	 Yang M, Tyrer P, Tyrer H. The recording of personality 
strengths: an analysis of the impact of positive personality fea-
tures on the long-term outcome of common mental disorders. 
Personal Ment Health. 2022;16:120–9. This paper focuses on 
the potential of personality strengths (e.g., unimpaired per-
sonality functioning) for long-term outcome and prognosis. 
The paper is particularly relevant for the ICD-11 capacities 
of personality functioning, which may be more or less intact 
or impaired.

	92.	 Crawford MJ, Thana L, Parker J, et al. Structured psychologi-
cal support for people with personality disorder: feasibility 

562 Current Psychiatry Reports (2022) 24:553–563

https://doi.org/10.3389/fpsyt.2021.635214
https://doi.org/10.3389/fpsyt.2021.635813
https://doi.org/10.3389/fpsyt.2021.635813
https://doi.org/10.3389/fpsyt.2021.793133
https://doi.org/10.1159/000507590
https://doi.org/10.3389/fpsyt.2021.634332
https://doi.org/10.3389/fpsyt.2021.634332
https://doi.org/10.3389/fpsyt.2021.642696
https://doi.org/10.3389/fpsyt.2021.642696
https://doi.org/10.3390/ijerph17020660
https://doi.org/10.3389/fpsyt.2021.646030


1 3

randomised controlled trial of a low-intensity intervention. 
BJPsych Open. 2020;6:1–9.

	93.	 Bertsch K, Herpertz SC. Neurobiologische Grundlagen der 
Borderline-Störung: eine Integration in das ICD-11-Modell der 
Persönlichkeitsstörungen. Nervenarzt. 2021. https://​doi.​org/​10.​
1007/​s00115-​021-​01133-w.

	94.••	Felding SU, Mikkelsen LB, Bach B. Complex PTSD and person-
ality disorder in ICD-11: when to assign one or two diagnoses? 
Australas Psychiatry. 2021;29:590–4. This paper provides a 
comparative overview of diagnostic definitions and require-
ments for the novel ICD-11 classifications of Complex PTSD 
and Personality Disorder, how they overlap, and how they 
may be distinguished.

	95.	 Back SN, Flechsenhar A, Bertsch K, Zettl M. Childhood trau-
matic experiences and dimensional models of personality disor-
der in DSM-5 and ICD-11: opportunities and Challenges. Curr 
Psychiatry Rep. 2021;23:60.

	96.	 Bach B, Bo S, Simonsen E. Maladaptive personality traits may 
link childhood trauma history to current internalizing symptoms. 
Scand J Psychol. 2022. https://​doi.​org/​10.​1111/​sjop.​12830.

	97.	 Ayinde OO, Gureje O. Cross-cultural applicability of ICD-
11 and DSM-5 personality disorder. Curr Opin Psychiatry. 
2021;34:70–5.

	98.	 Farnam A, Zamanlu M. Personality disorders: the reformed clas-
sification in international classification of Diseases-11 (ICD-11). 
Indian J Soc Psychiatry. 2018;34:S49-53.

	99.	 Bangash A. ICD-11 and DSM-5 criteria for personality disor-
ders : relevance for older people. J Geriatr Care Res. 2021;8:1–6.

	100.	 Olajide K, Munjiza J, Moran P, et al. Development and psycho-
metric properties of the standardized assessment of severity of 
personality disorder (SASPD). J Pers Disord. 2018;32:44–56.

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

Springer Nature or its licensor holds exclusive rights to this article under 
a publishing agreement with the author(s) or other rightsholder(s); 
author self-archiving of the accepted manuscript version of this article 
is solely governed by the terms of such publishing agreement and 
applicable law.

563Current Psychiatry Reports (2022) 24:553–563

https://doi.org/10.1007/s00115-021-01133-w
https://doi.org/10.1007/s00115-021-01133-w
https://doi.org/10.1111/sjop.12830

	Clinical Implications of ICD-11 for Diagnosing and Treating Personality Disorders
	Abstract
	Purpose of Review 
	Recent Findings 
	Summary 

	Introduction
	Clinical Assessment of Personality Disorder Severity
	The PDS-ICD-11 Scale
	Clark and Colleagues’ Scales of Self and Interpersonal Dysfunction
	General Considerations of PD Severity Assessment

	Clinical Assessment of Trait Specifiers
	Six Different Instruments: From Rapid to Fine-grained Assessment
	Continuity with Familiar Traits and Types

	Clinical Management and Treatment
	Severity-informed Intervention
	Trait-informed Intervention
	Treatment Guided by Blends of Traits
	Perceived Implications for Forensic Practice

	Unanswered Questions and Future Directions
	Conclusion
	References


