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The new ICD-11 introduces a fully dimensional classification of personality disorders representing a fundamental change in personality disorder diagnosis with major implications for clinical practice and research. The new system centers on the evaluation of the severity of impairment in the areas of self and interpersonal functioning. This focus on personality functioning converges with long-standing psychoanalytic/psychodynamic conceptualizations of personality pathology. In a detailed conceptual analysis and review of existing empirical data, points of convergence and notable differences between major exponents of the psychodynamic tradition—object relations theory as developed by Kernberg et al. and the Operationalized Psychodynamic Diagnosis—and the ICD-11 system are critically discussed. Personality functioning can be considered to be the current “common ground” for the assessment of personality disorders and constitutes a considerable step forward in making personality disorder diagnosis both clinically meaningful and suitable for research purposes.
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INTRODUCTION

The upcoming 11th revision of the ICD includes “the most radical change in the personality disorders classification history” (1). Arguably the biggest change is the move from a categorical classification of personality disorders to a fully dimensional system (2). The “traditional” categorical classification system has been the subject of decades-long critique and its deficiencies and shortcomings are well-known (3). A move toward a dimensional system was already planned for the last revision of the DSM, but in the last instance the old categorical model was retained in the main corpus and the newly developed “Alternative Model for Personality Disorders” (AMPD) was placed in section III reserved for emerging models and measures (4). The AMPD provides a hybrid dimensional-categorical model with an evaluation of core personality functioning and five broad areas of pathological personality traits as well as identifying six specific personality disorder types (5, 6). Meanwhile, the ICD-11 originally planned to abandon all specific personality disorders, but after intense criticism from several personality disorder expert organizations a special “borderline pattern descriptor” was included in the final version (1, 7). However, at its core the new ICD-11 presents the first official version of a purely dimensional personality disorder classification with major implications for clinical practice and research.

One of the key issues is the new focus on personality functioning as the essence of personality disorder classification. The ICD-11 fundamentally defines personality disorders by “problems in functioning of aspects of the self (e.g., identity, self-worth, accuracy of self-view, self-direction), and/or interpersonal dysfunction (e.g., ability to develop and maintain close and mutually satisfying relationships, ability to understand others' perspectives and to manage conflict in relationships)” (8). This definition closely resembles Criterion A of the AMPD of DSM-5, which equally posits personality functioning as the sine qua non for the diagnosis of a personality disorder in general. Personality functioning in the AMPD is specified as intrapersonal (self) and interpersonal (other) functioning, which are in turn each subdivided into 2 aspects, identity and self-direction for self-functioning, as well as empathy and intimacy for interpersonal functioning (5).

Impairment in personality functioning constitutes the core component of personality disorders distinguishing it from healthy personality as well as from other forms of mental disorders, thus demarcating the “genus of personality pathology” (9). ICD-11 proposes to evaluate the severity of the impairment in personality functioning from no personality pathology through the subsyndromal condition of “personality difficulty” to mild, moderate and severe personality disorder diagnoses. The individual differences between personality disorders (“species”) are then further defined by pathological personality traits. One of the central aims of the new system is to increase clinical utility with the assessment of severity of impairment informing clinical prognosis and treatment intensity, while specific pathological personality traits might help to inform the focus of treatment efforts (10).

This article focuses on a discussion of the newly introduced severity measurement of the ICD-11 classification of personality disorder from a psychodynamic viewpoint and compares it with established psychodynamic assessment instruments and their underlying concepts. A comprehensive analysis of the advantages and limitations of the complete ICD-11 system including a discussion of the complex issue of pathological personality traits is beyond the scope of this article.



PSYCHOANALYTIC PERSPECTIVES

The focus on self and interpersonal functioning as the central tenet of personality pathology is shared by many theoretical orientations and evidence-based treatments for personality disorders (9). Notably, this approach converges with long-standing conceptualizations of personality psychology offered by the psychoanalytic/psychodynamic tradition. In a certain sense, the proposition of self- and interpersonal functioning as core features of personality pathology constitutes a re-introduction of psychoanalytic considerations into the diagnostic systems after the “Neo-Kraepelian revolution” associated with the arrival of DSM-III (11).

Personality functioning as defined in the ICD-11 and DSM-5 is related to the psychoanalytic notion of personality structure or organization (these terms are often used synonymously in the psychoanalytic tradition). Personality structure or organization are theoretical concepts characterizing the fundamental “operating system” or underlying, stable configuration of personality, which in turn manifests itself in specific modes of personality functioning which can be phenomenologically observed and assessed. The precursors of the modern psychoanalytic understanding of personality structure can be found in Freud's “structural theory” of the psyche as composed of Id, Ego, and Super-ego and the analysis of the interaction between these entities in psychic functioning (12). Another genealogy links the contemporary concept with the notion of “character neurosis” (cf. Abraham, Reich) as opposed to “symptom neurosis” and the concomitant focus on underlying personality configurations instead of only analyzing specific symptomatic manifestations (13).

Arguably, the most important contemporary psychoanalytic model of personality structure was developed by Otto Kernberg et al. over the past decades (14–16). Kernberg's object-relation model of personality organization integrates findings from developmental psychology, attachment theory, neurobiology as well as classic psychoanalytic clinical theory (17). Early experiences of interactions between infant and caregiver, which are charged by intensive affects, are gradually internalized as “object-relations dyads” of self- and other representations and provide the fundamental building blocks of personality organization. Initially, these object-relation dyads are undifferentiated (clear demarcations between self and other are not yet established) and split between ideally good and persecutory bad experiences. In normal development they gradually become more differentiated and integrated corresponding to the formation of a healthy personality structure including a stable personal identity and a capacity for emotionally satisfying reciprocal object relations. Pathological psychic functioning as, e.g., observed in borderline personality organization corresponds to the presence of unintegrated and split object-relation dyads leading to identity disturbances (identity diffusion) and dysfunctional interpersonal relations (18).

Kernberg's model constitutes one of the cornerstones of the Psychodynamic Diagnostic Manual (PDM-2), a collaborative effort for the comprehensive, psychodynamically informed assessment of personality, (19–21). The PDM-2 gives due weight to empirical as well as the rich clinical knowledge gathered during the last decades and aims to supplement the primarily descriptive psychiatric nosologies in terms of combining nomothetic and idiographic approaches. Specifically, the PDM-2 for adults suggests to assess an individual's (1) level of personality organization and (2) the specific personality style or type. While these organizing principles broadly correspond to the ICD-11 proposal, there are important differences on a deeper level (11, 20). Many of these issues concern the contention that the reliance on isolated symptoms for diagnosis or the use of personality trait models derived from academic psychology do not provide a clinically meaningful description of the personality problems faced by practicing therapists and thus the PDM-2 intends to expand the clinical utility via an assessment of personality styles based on underlying dynamic themes and conflicts (19, 22, 23). Regarding the focus of this article, severity of personality disturbance, the PDM-2 closely follows Kernberg's model in differentiating between a normal, neurotic, borderline, and psychotic level of personality organization (19).

In the German-speaking world, the most important psychodynamic model for the assessment of personality structure is provided by the Operationalized Psychodynamic Diagnosis (OPD-2) (24). Conceptually, the OPD model is rooted in psychoanalytic theory (mainly ego-psychological perspectives) as well as in attachment theory and developmental psychology. It represents a comprehensive diagnostic system based on a clinical interview and contains five axes, of which one is dedicated to the assessment of personality structure and covers very similar aspects of personality functioning as ICD-11 and DSM-5. The OPD has been developed from a purely diagnostic system to include a set of tools and procedures for treatment planning and for measuring change, as well as for determining the appropriate main focuses of treatment and developing suitable treatment strategies.



DISCUSSION OF CENTRAL ASPECTS OF THE ICD-11 PERSONALITY DISORDER CLASSIFICATION


Domains of Functioning

There is considerable overlap between the domains of personality functioning deemed relevant by the ICD-11 and psychoanalytic conceptualizations of personality. Table 1 shows the domains and subdomains capturing the central aspects of self- and interpersonal functioning in ICD-11, DSM-5, object relations theory and the OPD-2. Notably, the centrality of disturbances in the area of identity for personality pathology has been a hallmark of Kernberg's system from the 1960s, building upon the foundational work of Erik Erikson and Edith Jacobson. The syndrome of identity diffusion with the persistence of an unintegrated view of oneself and others and a corresponding split between idealized and persercutory internalized experiences with others represents the most important indicator of the severity of a personality disorder (25).


Table 1. Domains of self- and interpersonal functioning in ICD-11, DSM-5, object relations theory (STIPO) and OPD.
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Besides considering the domains of self- and interpersonal functioning for the evaluation of personality disorder severity, the ICD-11 also takes into account emotional, cognitive, and behavioral manifestations of personality dysfunction. This includes the “Accuracy of situational and interpersonal appraisals, especially under stress,” which ranges from adequate reality testing to dissociative or psychotic-like perceptions and beliefs in the most severe cases. The capacity for reality testing also constitutes a core element of the level of personality organization as developed by Kernberg, with impairment in reality testing being the hallmark of a psychotic functioning, and a propensity for paranoid reaction with otherwise intact reality testing being indicative of borderline personality organization (14, 26, 27). From an object-relations perspective, impairment in reality testing corresponds to a refusion of self and object representations leading to de-differentiation and confusion between self and non-self as well as psychic and external reality (28). Arguably, this inclusion in ICD-11 of reality testing as a central dimension of personality disorder severity is more aligned with psychodynamic conceptualizations than the AMPD model of DSM-5, which aims to assess impairment in reality testing with the “Psychoticism” trait.

Despite the significant similarities there are also noteworthy differences. Generally, the psychodynamic models encompass a broader definition of personality functioning and consider several further dimensions essential for the accurate appraisal of personality organization. Some of these domains of psychodynamic personality functioning are evaluated in the trait section of ICD-11, including aggression against self and others. Other dimensions are not represented in the ICD-11, notably including the predominant quality of defense mechanisms and the level of moral functioning. The mechanisms used by an individual to defend against unbearable feelings and mental states range from mature and adaptive processes like intellectualization and repression to primitive and maladaptive ones such as splitting and projective identification. These immature mechanisms are deemed pathognomonic for personality pathology and provide clinically relevant information for appropriate treatment planning and therapeutic technique (29, 30). Additionally, an individual's capacity for guilt and adherence to common norms of interpersonal behavior in the sense of moral functioning is considered to be another key domain of personality functioning. Consistent and integrated moral functioning is a characteristic of normal personality functioning, while distortions and deficits such as lying, stealing or other antisocial behavior is associated with impairment in personality organization. Again, the assessment of moral functioning is crucial for differential treatment planning and prognostic considerations (31).

Another remarkable facet is the almost complete absence of any mention of sexuality in the ICD-11 guidelines. From a psychoanalytic point of view, sexuality constitutes a highly relevant dimension of object relations/interpersonal functioning and difficulties in the establishing mutually gratifying sexual relationships are considered to be core features of personality pathology and should be part of a comprehensive assessment. The ability to integrate intimacy and sexuality in a trusting relationship is one of the cornerstones of a healthy personality (32).



Atheoretical Description vs. Systematic Theoretical Background

One of the key differences between a psychoanalytic approach to personality disorder assessment and the ICD-11 proposal is that the first one is grounded in a comprehensive theoretical system as opposed to the atheoretical, predominantly descriptive ICD-11 system (33, 34). Object relations theory incorporates findings from psychoanalytic clinical experience, developmental psychology, as well as neurobiology and integrates them into a complex and unified theoretical model of healthy and pathological personality functioning (17, 31). Therefore, object relations theory is not only able to identify the different domains that are shown to be relevant for diagnostic and treatment purposes, but also to provide a framework to understand the relations and links between these different domains. This is of special significance with regard to the crucial question of how to meaningfully integrate the severity rating of the ICD-11 with the proposed trait dimensions, but this issue is beyond the scope of the present article focusing on personality functioning. But also for the core components of the new classification system, a psychoanalytic viewpoint is able to contribute to a deeper understanding. For object relations theory, the development of capacities for self- and interpersonal functioning are inextricably intertwined, since both are rooted in the early experiences of interactions between self and other empowered by strong negative or positive affects. Therefore, the inclusion of the domain of self-functioning in the final version of the ICD-11 personality disorder classification was a definitive improvement over the first proposal of the ICD-11 working group, which exclusively focused on interpersonal–social dysfunction as the core of personality disturbance (7, 35, 36).



Severity

From a psychodynamic viewpoint, the inclusion of severity of impairment as the core feature of personality disorder classification represents a major improvement over previous classification systems. Multiple studies have confirmed global severity as the single most important predictor for current and future dysfunction (37–39). The consideration of the severity of personality pathology also has been a central component of psychodynamic approaches to personality pathology for decades. Kernberg was one of the first to present a systematic conceptualization of personality disorders located on a spectrum of severity differentiating between four broad levels of personality organization: normal; neurotic; borderline; psychotic (15). Each level of personality organization is characterized by specific impairments in the above mentioned domains. The more recent OPD-2 follows a similar structure and defines seven levels of impairment in personality functioning.

The general description of the different levels of personality functioning are very similar between the ICD-11 system and psychodynamic diagnostic approaches providing convergent validity to the model. However, as noted above, the ICD-11 system provides a purely descriptive approach and in line with its overarching goals does not include any information of etiology and pathogenesis for the different levels of personality pathology. It has been suggested that this atheoretical approach leads to an overemphasis on readily observable behavioral symptoms while somewhat neglecting the intrapsychic dimension which psychodynamic approaches deem crucial for personality pathology. Compared to the DSM-5, it has been noted that the ICD-11 personality classification system predominantly focuses on externalizing behavior and the “dangerous patient” as a criterion for the assessment of personality pathology (40, 41). Arguably, this could in turn lead to an unintended increase in stigmatization associated with a diagnosis of severe personality disorder due to the association of personality pathology with violence and dangerousness. Furthermore, without careful and detailed examination of the internal psychic functioning of the patient there is a danger of a superficial use of a global impression to assess the level of personality pathology severity; patients with a predominantly internalizing personality type might be assessed better than they actually are.

Psychodynamic approaches consider the intrapsychic dimension an irreducible aspect of personality functioning which is reflected in the detailed assessment strategies of the presented models. They each provide a theoretical framework for understanding the developmental pathways leading to the different levels of personality organization and thus go beyond a purely descriptive approach. Notably, object relations theory sees Borderline personality organization as the outcome of the predominance of excessive splitting mechanisms, which impede the development of an integrated view of oneself and significant others, leading to the observable deficits in self- and interpersonal functioning. The predominance of these splitting mechanisms is in turn associated with constitutive (genetic) factors linked to excessive levels of aggression and to environmental containment deficits of primary attachment figures. In normal development, splitting mechanisms gradually diminish and more mature modes of defense mechanisms (e.g., repression) take center stage leading to increased identity integration (25). Therefore, Kernberg's levels of personality organization are not only descriptive categories of symptom severity, but also designate qualitatively distinct modes of psychic functioning. This understanding contains important information for differential treatment planning purposes and guides clinical psychotherapeutic work with patients (15, 31).



Clinical Utility

One of the central purposes of a diagnostic classification system is to inform clinical decision making including risk assessment and differential treatment planning (42). The ICD and DSM classification systems with their focus on reliability and generalizability have frequently been contested for their limited meaningfulness to the treating clinician, especially in the field of personality pathology (21, 43, 44). The focus on the severity of self- and interpersonal dysfunction represents a considerable step forward in making personality disorder diagnoses clinically meaningful (37). Bach and Simonsen (45) have recently shown that the ICD-11 system can provide a conceptual umbrella for various treatment models targeting key areas of personality functioning, including Schema-Focused Therapy, Mentalization-Based Therapy, and Transference-focused Psychotherapy. Generally, patients with more severe disturbances in personality functioning require more highly structured treatment settings and frequently the establishment of a formal treatment contract is necessary in order to minimize destructive attacks against self, others and the treatment. Furthermore, therapists often need to incorporate supportive elements in their treatment approach in order to counterbalance deficits in personality functioning of the patients. Major treatment objectives include control and resolution of destructive behavior and over time greater stability in self and interpersonal functioning. On the other hand, patients with less severe personality disturbance are able to benefit from less structured treatment modalities and therapists can more readily focus on explorative interventions such as confrontations and interpretations. There is little risk for destructive acting out and treatment goals include a greater depth of experience of self and others as well as more flexible functioning (31, 33, 45).

However, ICD-11 remains at its core an atheoretical (or pantheoretical) and predominantly descriptive diagnostic system, therefore arguably reducing its immediate clinical utility (21). In contrast, the assessment of the severity of impairment in personality functioning has been a cornerstone of psychodynamic diagnostic considerations with clear implications for treatment planning. Object relations theory provides an integrated system for diagnosis, treatment planning, as well as the therapeutic process itself. Transference-Focused Psychotherapy (TFP), the therapeutic approach developed by Kernberg et al. in the last decades (46), is intrinsically related to the diagnostic considerations and to the developmental model outline above. TFP specifically targets deficits in self- and interpersonal functioning by focusing on the analysis of currently activated dyads between therapist and patient and the predominant affect by means of clarification, confrontation and interpretation, thereby enhancing the capacity for reflective functioning and identity integration (31, 46).

Furthermore, the more comprehensive nature of the dimensions of personality functioning assessed in object relations theory and OPD consequently provide more extensive clinically relevant information. For example, the level of moral functioning is considered to be a crucial factor for prognosis and treatment choice with antisocial personality functioning indicating a particularly poor prognosis. Equally, the predominance of immature defense mechanisms will have an impact on all stages of treatment and its assessment will help the clinician to better understand the often rapidly shifting and apparently chaotic behavior of patients suffering from severe personality disorder.

Notably, the assessment of the severity of personality disturbance constitutes only one step of the ICD-11 diagnostic procedure, and careful consideration needs to be given to the aptitude of the supplementing trait model to provide a clinically meaningful picture of the individual personality style or type of a patient (10, 47). Many psychodynamically oriented researchers and practitioners are critical of the ability of trait-based models mainly derived from self-report questionnaires to reflect the complexity and functional interrelatedness of psychological characteristics and the crucial importance of the experiential dimension of meaning for an adequate and clinically valuable assessment of an individual patient (20, 33, 48).

Of course, the most important objection to a more comprehensive model of personality functioning is the limited time available in daily clinical practice. This was a major focus of the ICD-11 working group in developing the new system and it certainly is a crucial factor (1). But the necessity for easy and time-saving diagnostic systems needs to be balanced against the danger of superficial or uncritical use of categories and labels. This seems especially relevant in the field of personality pathology, where careful assessment and the often difficult differential diagnosis require an adequate amount of time and training. Furthermore, patients with personality disorders frequently evoke strong countertransference reactions in others and while these communications can provide invaluable information to the clinician, there is a danger that these emotions are disavowed and unconsciously influence the diagnostic procedure, if not adequately noticed and reflected (49).



Assessment Instruments

While a number of self-report and interview-based instruments have already been developed for the AMPD of DSM-5 (6), no official instrument to assess the level of impairment in self- and interpersonal functioning according to ICD-11 has been published up to now, which complicates the evaluation of the proposed system. The Standardized Assessment of Severity of Personality Disorder (SASPD), a brief self-report questionnaire (9 items), was developed as a screening tool for an earlier draft of the ICD-11 personality disorders model, but is now outdated with the arrival of the final model (50). New measures for the official new system are currently developed and until then the use of established psychodynamic instruments can provide a pragmatic solution.

Both psychodynamic approaches covered here, object relations theory and OPD, provide both, self-report and interviewer-based assessment instruments. The Structured Interview for Personality Organization [STIPO; (51); Revised version, STIPO-R: (52)] is the structured version for research purposes of the clinical Structural Interview originally developed by Kernberg to assess the level of personality organization (53). In its revised version it consists of 55 items and covers five domains (see Table 2). The evaluation of the domains yields an overall rating of five different levels of personality organization (i.e., personality functioning) (1) normal, (2) neurotic; (3) borderline 1, (4) borderline 2, and (5) borderline 3. There also exists a self-report measure (57 items), the Inventory of Personality Organization [IPO; (26)] as well as a 16-item short version of the questionnaire [IPO-16; (54)].


Table 2. STIPO-R domains and subdomains.

[image: Table 2]

The Operationalized Psychodynamic Diagnosis (OPD-2) (24) represents a comprehensive diagnostic system and contains five axes: (I) experience of illness and prerequisites for treatment, (II) interpersonal relations, (III) conflict, (IV) structure, and (V) mental and psychosomatic disorders (according to ICD or DSM). The rating is performed after a partly structured and predominantly unstructured psychodynamic initial interview. The OPD-2 structure axis covers eight domains with 3 structural facets each (see Table 3). As a diagnostic instrument, the OPD-2 structure axis has been used in a large number of empirical studies involving personality functioning and has demonstrated good reliability as well as concurrent and discriminant validity (55, 56) and can thus be recommended for clinical use and research purposes. For research purposes, a video-taping of the interview and a rating by two independent raters is demanded. The clinical rating can be done by the interviewer him-/herself; compared to more structured interview approaches, the OPD-2 interview reveals a lot of clinical information beyond the quantifying rating, that is useful for treatment planning. Moreover, the assessment of all five axes mentioned above allows for a complete case formulation (24, 57). The full clinical OPD interview takes 1–2 h. A corresponding 95-item questionnaire (OPD-SQ) has been developed and validated (58) including a one-dimensional short-form of 12 items [OPD-SQS; (59)].


Table 3. OPD-2 structural domains and facets.
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Due to the scarcity of published instruments specifically designed for the ICD-11, there is only limited direct empirical evidence available on the validity and utility of the ICD-11 definition of personality functioning to date. The—now outdated—SASPD has shown good predictive ability for the presence of mild or moderate personality pathology severity with limited ability to discriminate severe personality pathology (50). A number of studies empirically compared ICD-11 (SASPD) and DSM-5 (Level of Personality Functioning Scale, LPFS) (40, 41, 60), generally showing good convergence between these measures of personality pathology severity. But the results also show that the SASPD predominantly captures externalizing, interpersonal difficulties, while somewhat neglecting the area of self-functioning and internal distress. Additionally, Zimmermann et al. (39) raised concern about the reliability of the SASPD to measure personality pathology severity when compared to 5 other self-report instruments derived from DSM-5 (LPFS—Brief Form 2.0, LPFS—Self Report, Personality Inventory for DSM-5—Brief Form Plus) and the psychodynamic tradition (IPO-16, OPD-SQS), arguably equally due to its lack of incorporation of items assessing the self-related dimension of personality functioning. Accordingly, the authors found a stronger correlation between the psychodynamic instruments and the AMPD of DSM-5 than with the ICD-11 system (39). Similar results were provided by Oltmanns and Widiger, who found a significantly higher correlation between the IPO and LPFS than between these two and the SASPD (41).

These findings most likely reflect the specific construction of the SASPD, which was based on an earlier draft version of the ICD-11 personality disorders classification and are therefore not representative of the final official ICD-11 system. Therefore, the development of carefully designed new instruments to adequately capture all facets of the official new system is essential [Bach and Simonsen recently reported significant advances on this topic (45)]. Especially, there is a need for expert-rated instruments and (semi-)structured interviews of personality functioning according to the ICD-11 framework in order to confront the well-known challenges of self-report instruments in personality disorder research.




CONCLUSION

The influence of contemporary psychoanalytic object-relations theory, most prominently advocated by Kernberg et al., on the development on the AMPD of DSM-5 has been frequently highlighted (37). While this influence is not explicitly stated in the reports of the ICD-11 working group for the reclassification of personality disorders, the final version of the classification system is highly compatible with a psychoanalytic framework of personality pathology (45), but the focus on self and interpersonal functioning for the assessment of personality pathology constitutes a pantheoretical approach and is not limited to the psychoanalytic tradition. Arguably, personality functioning can be considered to be the current “common ground” for the assessment of personality disorders and therefore constitutes a considerable step forward in the effort to provide a foundation for a field with a long history of rivaling schools of thought often deemed to be incommensurable.
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