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The fifth edition of the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental
Disorders (DSM–5; American Psychiatric Association, 2013) includes within a section for emerging
measures and models an alternative model of personality disorder (AMPD). This article provides a brief
overview of its development, noting, in particular, issues and controversies. The article concludes with a
discussion of and recommendations for further research in regard to 8 issues: (a) whether the DSM–5
AMPD offers any incremental validity over DSM–IV with respect to the validity or clinical utility; (b)
development of the treatment implications for the AMPD components; (c) whether the DSM–5 AMPD
level of personality functioning (LPF) is a unitary construct; (d) whether the LPF does in fact identify
the core of personality disorder, (e) whether the LPF is even necessary; (f) whether the AMPD trait
model is sufficiently comprehensive in its coverage; (g) the synchronization of International
Classification of Diseases, Eleventh Revision, and DSM–5 Section III; and (h) whether the future classi-
fication of personality disorder should continue to include any of the DSM–IV syndromes.
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The fifth edition of the American Psychiatric Association’s Diag-
nostic and Statistical Manual of Mental Disorders (DSM–5; Ameri-
can Psychiatric Association, 2013) includes within Section III, for
emerging measures and models, an alternative model of personality
disorder (AMPD). The purpose of this article is to provide an over-
view of various problems and issues that have been raised with
respect to the AMPD. This article, of course, represents the opinions
of the authors, although we do feel that our viewpoint is consistent
with the empirical research. Others though may disagree.
The AMPD includes a level of personality functioning (LPF)

that distinguishes persons with respect to four aspects of sense of
self and interpersonal relatedness: identity, self-directedness, em-
pathy, and intimacy (Bender et al., 2011). Each aspect of function-
ing includes three different facets along with five levels of
severity. The AMPD also includes a five-domain dimensional trait
model, consisting of the five broad domains of negative affectivity,
detachment, psychoticism, antagonism, and disinhibition (Krueger
et al., 2012). Each of the five domains is further differentiated into
25 underlying facets (e.g., antagonism includes such facets as
deceitfulness, grandiosity, manipulativeness, and callousness).

The LPF is to be used to determine whether a personality disor-
der is present. The DSM–5 LPF traces its roots to the psychody-
namic theory that at the core of personality disorder are deficits in
the sense of self and interpersonal relatedness (Bender et al., 2011;
Kernberg, 2012; Sharp & Wall, 2021). If a personality disorder is
present, the clinician then assesses for the presence of six alterna-
tive categorical syndromes carried over from DSM–IV (i.e., antiso-
cial, avoidant, borderline, narcissistic, obsessive-compulsive, and
schizotypal). The syndromes though would not be diagnosed with
the specific explicit criterion sets of DSM–IV. Proposed instead are
“hybrid” criterion sets consisting of four self-interpersonal deficits
from the LPF (Criterion A) and traits from the dimensional trait
model (Criterion B). It is noteworthy that one would describe a
person in terms of the five domains and 25 facets of the dimen-
sional trait model only if the person did not meet the criteria for
one of the six DSM–IV syndromes.

The DSM–5 AMPD has been said to be providing a paradigm
shift in the classification of personality disorders (Skodol et al.,
2013), but the AMPD might not have resulted in any meaningful
change in clinical practice if it had been approved, as clinicians
would still be diagnosing for the presence of six DSM–IV syn-
dromes. One could suggest that there was a major shift in how
these syndromes were to be diagnosed (i.e., with the new hybrid
criterion sets), but there is extensive research to indicate that clini-
cians do not tend to adhere closely to the official criterion sets
(Garb, 2005). Therefore, very little might have occurred in clinical
practice even if the AMPD had been approved.

The forthcoming 11th edition of the International Classification
of Diseases (ICD-11) published by the World Health Organization
is more accurately described as a paradigm shift (Krueger, 2016;
Tyrer, 2014) as only one of the categorical syndromes has been
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carried over (i.e., borderline). The ICD-11 trait model includes the
domains of negative affectivity, detachment, dissocial, disinhibi-
tion, and anankastia (Tyrer et al., 2019). Clinicians will need to
use the ICD-11 dimensional trait model to describe many to most
of their patients given the absence of all but one of the ICD-10
syndromes.
Throughout the development of DSM–5, the personality disor-

der proposals received substantial criticism and rebuke (Skodol,
2012), although the criticisms were not themselves consistent with
one another. Two work group members even resigned in frustra-
tion over the process and/or content of the DSM–5 deliberations
(Livesley, 2012; Verheul, 2012). In the end, all of the proposals
were rejected by the American Psychiatric Association Scientific
Review Committee for lacking adequate empirical support and by
the American Psychiatric Association Clinical and Public Health
Review Committee for being too unfamiliar and complex for clini-
cians to use. The proposals were then subsequently rejected by the
American Psychiatric Association Board of Trustees. We are
unaware of any other work group in the history of the DSM ever
being met with such wholesale rejection of all of its proposals.

Questions of Current and Future Research

There is though much to value within the AMPD. There is cer-
tainly a substantial body of research to support the dimensional trait
model (Clark, 2007; Krueger & Markon, 2014; Widiger & Trull,
2007). In addition, the alignment of the trait model with the five-
factor model (FFM; American Psychiatric Association, 2013, p. 773)
brings to the classification a considerable amount of research con-
cerning structural validity, genetic foundation, cross-cultural sup-
port, temporal stability across the life span, and relationship with a
wide variety of important life outcomes. The inclusion within Sec-
tion III of DSM–5 has also facilitated the occurrence of a significant
amount of research (Zimmermann et al., 2019). However, many
fundamental questions and issues remain.
Suggested herein are eight questions of current and future

research. We do not suggest that our list is sufficient or compre-
hensive. Perhaps we have failed to include an important issue. For
example, an earlier draft of this article included the question of
whether DSM–5 psychoticism aligns with FFM openness. How-
ever, it was deleted to stay within space limitations and because
we felt that this question has been adequately answered in favor of
an alignment (Widiger & Crego, 2019b). We discuss each of the
other eight questions in turn.

Does the DSM–5 AMPDHave Any Incremental Validity
or Utility Over DSM–IV?

DSM–5 AMPD was conservative in retaining six of the
DSM–IV categorical syndromes but perhaps the novel contribution
is the new hybrid criterion sets that provide more valid or useful
descriptions. Indeed, Skodol et al. (2013) called for research con-
trasting the DSM–5 Section III AMPD with the DSM–IV. “With
the existence of two different models of personality disorders in
DSM–5, studies can be done comparing the models to each other
and to other models with respect to reliability and antecedent, con-
current, and predictive validity” (Skodol et al., 2013, p. 342).
Nevertheless, very little such research has been conducted. To
date, the research has focused largely on the convergence and/or

consistency of the two alternative models (Morey & Skodol,
2013), neglecting their differences and/or unique strengths. It
would clearly be more informative to know if the DSM–5 AMPD
provides any improvements in construct validity and/or clinical
utility rather than simply its ability to reproduce DSM–IV.

Wygant et al. (2016), for example, demonstrated empirically
that the DSM–5 Section III AMPD appears to provide an improved
coverage of psychopathy. The DSM diagnostic criteria for antiso-
cial personality disorder have long been criticized for emphasizing
behaviorally specific criteria (Crego & Widiger, 2015), whereas
the Psychopathy Checklist–Revised (Hare, 2003) provides better
coverage of the personality traits of psychopathy as conceptualized
by Cleckley (1941). The hybrid criterion sets of the DSM–5
AMPD include a shift away from the behaviorally specific criteria
of DSM–IV toward personality trait descriptors that in turn appear
to be more commensurate with the Psychopathy Checklist–Re-
vised and Cleckley descriptions of psychopathy.

McCabe and Widiger (2020a), on the other hand, suggested that
no improvement has occurred with respect to discriminant validity,
which was one of the most significant issues for the DSM–IV (Sko-
dol, 2012). The lack of improvement is perhaps due in part to the
inclusion of the Criterion A component within the hybrid criterion
sets. If the Criterion A impairments are common to all of the per-
sonality disorders (Morey, 2017; Skodol, 2012), this begs the
question of why they would be included within the criterion sets.
It would appear antithetical to the goal of addressing problematic
discriminant validity to include features that were considered to be
common to all of the different personality disorders.

There is a growing body of clinical utility research comparing
the DSM–5 AMPD with the DSM–IV (Milinkovic & Tiliopoulos,
2020). One of the more compelling studies was provided by
Morey et al. (2014). Morey et al. had 337 clinicians describe one
of their clients with respect to the DSM–IV personality disorders,
and the AMPD LPF, trait model, and hybrid criterion sets. All
three elements of the AMPD received higher ratings than the
DSM–IV syndromes with respect to communication with patients,
treatment formulation, comprehensiveness, and global description.
“Perhaps the most striking finding was with respect to the patholog-
ical trait rating component of the DSM–5 model, which clinicians
rated as superior in utility to DSM–IV–TR in every respect aside
from professional communication” (Morey et al., 2014, p. 403).
Morey et al. also noted that the results favored the trait model even
when the analyses were confined to just psychiatrists.

Milinkovic and Tiliopoulos (2020) provided a comprehensive
review of the AMPD clinical utility research and concluded that
“the convergent, narrative synthesis of results was largely in sup-
port of the AMPD’s clinical utility” (p. 377). Nevertheless, they
also acknowledged the need for additional research, particularly
with respect to communication with patients’ families, feasibility
of application, and treatment planning.

What Are the Treatment Implications for the AMPD?

Clinicians have indeed indicated that dimensional trait models are
better than the categorical syndromes for treatment planning (Born-
stein & Natoli, 2019; Milinkovic & Tiliopoulos, 2020; Mullins-
Sweatt, & Lengel, 2012). However, there are no empirically validated
therapies for most of the components of the AMPD, including four of
the five trait domains (i.e., detachment, psychoticism, disinhibition,
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and antagonism) and the LPF. This is not a new problem. It has been
over 20 years since the American Psychiatric Association began pub-
lishing practice guidelines, and to date guidelines have been presented
for only one personality disorder: borderline (American Psychiatric
Association, 2001). The lack of validated protocols for the treatment
of narcissism, psychopathy, obsessive-compulsive, and other person-
ality disorders, is probably due in large part that these syndromes are
predominated by ego-syntonic traits (Sleep, Lamkin, et al., 2019;
Tyrer, 2009). Psychopathic and narcissistic persons do not routinely
seek help in changing their personalities, although they may seek
treatment for problems that are secondary to their traits. A similar
problem will occur for the treatment of antagonism, detachment, and
disinhibition.
There is clearly though a much larger clinical literature on the

treatment of all of the DSM–IV personality disorders than for the
treatment of the DSM–5 trait domains. An exception is evident for
neuroticism. There is now a well-validated treatment protocol for
negative affectivity (or neuroticism), titled the Unified Protocol
(Sauer-Zavala et al., 2017). Armstrong and Rimes (2016) provided
empirical support for the application of mindfulness for the treat-
ment of neuroticism, and there have also been replicated studies
concerning the effectiveness of selective serotonin reuptake inhibi-
tors (Knutson et al.1998).
There are though no validated treatment protocols for the other

four trait domains, nor for the LPF. There are speculations and
suggestions, particularly with respect to cognitive-behavioral
interventions (Bach et al., 2016; Hopwood, 2018; Presnall, 2013).
However, there is relatively little speculation with regard to the
application of psychodynamic interventions (e.g., mentalization),
which is a predominant perspective within the field of personality
disorder. Hopwood (2018) suggested that the LPF (Criterion A)
will be responsive to dialectical behavior therapy and mentaliza-
tion, given the apparent similarity of the LPF with borderline per-
sonality disorder (BPD). A similar proposal could be made for the
treatment of neuroticism. What is sorely needed though are treat-
ment protocols, including from the perspective of psychodynamic
theory, for the four trait domains, followed eventually by an em-
pirical validation for their effectiveness.

Is the LPF a Unitary Construct?

The LPF has four components: identity, self-directedness, inti-
macy, and empathy. It would seem self-evident that identity, self-
directedness, intimacy, and empathy are not the same constructs.
However, a common finding in the assessment of the LPF is a lack
of discriminant validity for the four components (Sleep et al.,
2019a, 2019b). Morey (2017), for example, reported no discerni-
ble differences in the relationship of the four subscales of the
Level of Personality Functioning Scale–Self Report (LPFS-SR)
with a variety of criterion measures. McCabe et al. (2021a)
reported that the subscales of four alternative measures of the LPF
correlated more highly with the other subscales within the same
measure than with the measures of the same construct within a dif-
ferent measure (e.g., LPFS-SR Identity correlated more highly
with the LPFS-SR Intimacy, Empathy, and Self-Directedness than
with the identity scales from three other measures of the LPF).
Morey (2017, 2019) though suggested that a lack of discriminant
validity supports the validity of the LPFS-SR because the four
subscales “are all considered to be indicators of a single, global

dimension of personality dysfunction” (Morey, 2017, p. 1306).
However, if the construct is unitary, it is unclear why one would
have four different components and four different subscales (Sleep
et al., 2019a, 2019b).

The Global Assessment of Personality Disorders (Livesley, 2006),
authored again by a DSM–5 work group member, assesses the self
and interpersonal impairments of Criterion A. Factor analysis of the
Global Assessment of Personality Disorders yielded a two-factor
structure, supporting a distinction between the self and interpersonal
impairments (Berghuis et al., 2013). The Severity Indices of Person-
ality Problems (Verheul et al., 2008) was likewise constructed to
assess the “core components of maladaptive personality functioning”
(p. 23). Its primary author was again a member of the DSM–5 Per-
sonality and Personality Disorders Work Group. Validation of the
Severity Indices of Personality Problems yielded a five-factor struc-
ture, with the different components including self-control, identity
integration, relational capacities, responsibility, and social concord-
ance, demonstrating again the presence of different and distinguish-
able impairments. It is evident that additional research is necessary
to determine whether the LPF is in fact a unitary construct.

Does the LPF Define the Core of a Personality Disorder?

The “deficits in self and interpersonal functioning [are said to]
constitute the core of personality psychopathology” (American
Psychiatric Association, 2013, p. 762). As such, Hopwood (2018)
suggested that treatment of personality disorder should begin with
and focus on the LPF. Once the LPF is below the threshold for the
presence of a personality disorder the need for any further treat-
ment could be said to be absent. Subsequent treatment of the traits
would then be ancillary, if not pointless.

However, if the LPF deficits do constitute the core of personal-
ity disorder, they should be evident in all of the syndromes. Exist-
ing research has not supported this expectation. Few et al. (2013)
reported a strong relationship of the LPF with the borderline and
schizotypal personality disorders but no relationship with the
obsessive-compulsive. This has since been the common finding.
Berghuis et al. (2014) reported strong relationships with a variety
of maladaptive personality traits but not with compulsivity. Com-
parable findings have been reported by Bastiaansen et al. (2013),
Berghuis et al. (2013), and Hentschel and Pukrop (2014).

Oltmanns and Widiger (2019) coded the 80 items of Morey’s
(2017) LPFS-SR for each of five personality trait domains. The
resulting measure obtained considerably better discriminant valid-
ity than the original four self-interpersonal subscales assessing
identity, self-directedness, empathy, and intimacy. They suggested
that the LPFS-SR relates to all but one personality disorder not
because the deficits are common to all (but one) but because the
LPFS-SR includes items specific to each of the personality disor-
ders, with the one exception of obsessive-compulsive personality
disorder.

The Criterion A deficits are also said to identify what is unique
to the personality disorders (Morey, 2017; Skodol, 2012). “Crite-
rion A is meant to play an important role in distinguishing what is
personality disorder from what is not” (Morey, 2019, p. 1195).
“Self and interpersonal functioning deficits are the core feature of
personality pathology, and it is the centrality of these impairments
in self and other functioning that distinguishes personality pathol-
ogy from other classes of psychopathology (e.g., eating, mood,
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anxiety, psychotic, substance use disorders, etc.)” (Pincus et al.,
2020, p. 134). Support for this hypothesis was said to be provided
by Morey et al. (2013), although this study only demonstrated that
the LPF was successful in distinguishing the presence of a person-
ality disorder from its absence. The same result would be obtained
with any measure of impairment or severity, as indicated, for
example, by Olajide et al. (2017) with the ICD-11 level of sever-
ity. What is more telling would be to demonstrate that the self-
interpersonal deficits are not evident in persons with significant
mood, anxiety, and/or substance use disorders who lack a person-
ality disorder. Sleep et al. (2019a), reported that the LPF Criterion
A impairments were as highly correlated with mood, anxiety, and
other “Axis I” disorders, as they were with personality disorders,
inconsistent with being unique to the personality disorders.
Support for the hypothesis that the LPF impairments define the

core of personality disorder is said to be provided by general factor
of personality disorder research. Sharp et al. (2015) considered the
covariation among the diagnostic criteria for the six personality
disorders retained within DSM–5 Section III. An exploratory
bifactor analysis yielded a general personality disorder factor (g-
PD). They noted that all of the BPD criteria loaded solely and
highly on the g-PD factor.

Although we do not yet know the exact nature of the general factor, to
stimulate further research, we speculate on some intriguing interpretative
possibilities. One answer may lie in Criterion A of the new DSM-5-III
General Criteria of Personality Disorder. (Sharp et al., 2015, p. 394)

This conclusion was based on the hypothesis that the BPD crite-
ria are themselves defined largely by the Criterion A self-interper-
sonal impairments. Comparable results and conclusions were
provided by Wright et al. (2016).
It is noteworthy though that the LPF self-interpersonal impair-

ments are only a small part of the diagnostic criteria for BPD. The
BPD diagnostic criteria include nine items. Only two of them align
explicitly with the Criterion A impairments provided within the
AMPD. DSM–5 Section II BPD identity disturbance (American
Psychiatric Association, 2013, p. 663) clearly aligns with AMPD
Criterion A identity impairment. DSM–5 Section II BPD “pattern
of unstable and intense interpersonal relationships” (p. 663) like-
wise aligns well with Criterion A impairment in intimacy that
involves “intense-unstable, and conflicted close relationships” (p.
766). However, the remaining seven BPD criteria are frantic
efforts to avoid abandonment, impulsivity that is self-damaging
(e.g., reckless spending, eating, sex, and/or driving), recurrent sui-
cidal behavior, affective instability, chronic feelings of emptiness,
intense anger, and/or transient, stress-related paranoid ideation or
dissociative symptoms. None of these have a clear counterpart
with respect to the two remaining Criterion A impairments, which
are impaired self-direction (“instability in goals aspirations, values
or career plans” [p. 766]) and impaired empathy (“compromised
ability to recognize the feelings and needs of others” [p.766]). For
a nice summary of the source and meaning of the BPD criteria
consider Spitzer et al. (1979).
Oltmanns et al. (2018) extracted a g-PD factor, along with a

general factor of personality and a general factor of psychopathol-
ogy (p factor) within the same data set. They reported substantial
correlations among these three general factors (ranging from .70 to
.92). If the g-PD is defined largely by the LPF, which is said to be

unique to the personality disorders (Morey, 2017; Skodol, 2012;
Pincus et al., 2020), there should be no correlation of the g-PD
with the p factor. Finding that they are in fact highly convergent
suggests that they are likely to be assessing largely the same thing.
Oltmanns et al. proposed that the general factors all reflect the
impairments that are secondary to the respective personality disor-
ders, personality traits, mood disorders, and substance use disor-
ders rather than the traits or disorders themselves. For example,
there is little that is substantively common across the five broad
domains of personality (i.e., neuroticism, introversion, closedness
to experience, disinhibition, and antagonism). Nevertheless, each
of them can be aligned within a common general factor. What
they have in common is not the substantive traits of neuroticism,
antagonism, and conscientiousness, as these traits are quite differ-
ent substantively from one another. What they share is that each of
them can result in common social, personal, and occupational
impairments (e.g., problematic relationships and occupational dys-
function), that are secondary to these traits. The substantial con-
vergence of the g-PD, p factor, and GFE was subsequently
replicated by Littlefield et al. (2021) and McCabe et al. (2021b).

Is the LPF Even Necessary?

The AMPD hybrid criterion sets include the self-interpersonal
deficits from the LPF and maladaptive traits from the trait model.
This presumes that the two components offer different informa-
tion. However, this may not be the case. The LPF is said to repre-
sent an “intrapsychic system” distinct from traits or behaviors
(Sharp & Wall, 2021, p. 313) but many to most of the LPF compo-
nents are explicitly traits, such as “deceit and coercion” (American
Psychiatric Association, 2013, p. 754) for antisocial and “rigidity
and stubbornness” (American Psychiatric Association, 2013, p. 768)
for obsessive-compulsive. Others are explicit representations of
DSM–IV diagnostic criteria, such as “failure to conform to lawful
or culturally normative ethical behavior” for antisocial (American
Psychiatric Association, 2013, p. 754) and “intense, unstable, and
conflicted close relationships” (American Psychiatric Association,
2013, p. 756) for borderline. It is not really clear how the Criterion
A intrapsychic deficits or impairments are different from personal-
ity traits, or even necessarily intrapsychic.

Even when the impairment concerns an intrapsychic disturbance
in the sense of self, the criterion would still appear to be a trait. To
the extent that an impaired sense of self reflects a characteristic or
consistent expression of the self, it can be readily understood as a
personality trait (Widiger & McCabe, 2020). “Personality traits
are enduring patterns of perceiving, relating to, and thinking about
the environment and oneself” (American Psychiatric Association,
2013, p. 647). A characteristically inaccurate or distorted sense of
self is an example of an enduring pattern of perceiving and think-
ing about oneself. Indeed, some of the DSM–5 Criterion A impair-
ments and Criterion B traits are virtually identical (Widiger et al.,
2019). For example, there is no meaningful distinction between a
“lack of concern for feelings, needs, or suffering of others; lack of
remorse after hurting or mistreating another” (American Psychiat-
ric Association, 2013, p. 764) and a “lack of concern for feelings
or problems of others; lack of guilt or remorse about the negative
or harmful effects of one’s actions on others” (American Psychiat-
ric Association, 2013, p. 764). The former is a Criterion A self-
impairment and the latter is a Criterion B trait.
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The Five-Factor Borderline Inventory (Mullins-Sweatt et al.,
2012), an FFM maladaptive trait measure of BPD, includes a Self-
Disturbance scale (assessing distortions in the sense of self and
identity) that has been shown empirically to be a variant of FFM
neuroticism. Livesley, a coauthor of the LPF, had similarly
included an Identity Problems scale within his historically influen-
tial trait measure, the Dimensional Assessment of Personality
Pathology–Basic Questionnaire (Livesley & Jackson, 2009).
Dimensional Assessment of Personality Pathology–Basic Ques-
tionnaire Identity Problems is placed within his trait domain of
emotional dysregulation that is closely aligned with FFM neuroti-
cism. Subsequent research has consistently verified the location of
these scales as facets of the trait domain of negative affectivity
and/or neuroticism (Crego & Widiger, 2020).
There have been a number of studies addressing the question of

whether there is a meaningful distinction between Criteria A and
B (Widiger et al., 2019; Zimmermann et al., 2019). Multiple stud-
ies have indicated very large effect size relationships of alternative
measures of Criterion A with maladaptive personality traits (Bas-
tiaansen et al., 2013). Some studies have even shown no meaning-
ful incremental validity of Criterion A LPF over Criterion B traits
in accounting for personality disorder variance (Few et al., 2013),
whereas the Criterion B traits routinely obtain considerable incre-
mental validity (Zimmermann et al., 2019). Some studies have
reported incremental validity of an LPF measure over a maladap-
tive personality trait (Berghuis et al., 2014). However, in these
studies, the common variance is typically far larger than the
unique variance (Sleep et al., 2020).
In addition, incremental validity may not optimally address the

question of distinctness (Widiger & McCabe, 2020). Incremental
validity is indicating that some of the variance within a criterion
measure is uniquely accounted for by one of two competing meas-
ures. Maladaptive personality traits have also been shown to
obtain incremental validity over normal FFM traits in accounting
for personality disorder variance, yet these traits are still readily
understood as falling within the FFM personality structure (Clark,
2007; Krueger & Markon, 2014). Even measures of precisely the
same constructs will often obtain incremental validity over one
another in accounting for variance within an external validator
(McCabe & Widiger, 2020b).
More informative are studies that address whether the deficits

and traits can or cannot be understood as falling within a common
latent structure. For example, Berghuis et al. (2012) submitted to a
factor analysis the correlations among the scales of a measure of
the FFM along with scales assessing the Criterion A self and inter-
personal deficits. They reported that the interpersonal deficit scales
loaded within FFM antagonism and introversion factors, and self-
directedness scales loaded with a low conscientiousness factor.
Nevertheless, Berghuis et al. still concluded that their results indi-
cated that the Criterion A deficits and the FFM involve “clearly
distinct components of personality” (p. 704) consistent with the
DSM–5 AMPD. This conclusion was based on the finding that one
of the four components of Criterion A, identity disturbance, did
separate to form its own factor.
Oltmanns and Widiger (2016) though subsequently indicated

that the identity disturbance results of Berghuis et al. (2012) illus-
trated the phenomenon of a bloated specific factor. Berghuis et al.
had included a large number of scales (i.e., 19) to assess alterna-
tive forms of self-pathology. Even if these scales assess a

component of neuroticism, they will correlate much more highly
with one another than with the other facets of neuroticism, such as
angry hostility, vulnerability, and depressiveness. If one facet of
neuroticism is much more heavily represented by multiple scales
relative to the others, the respective scales of that facet will bind
together to yield a factor independent of the other facets. Oltmanns
and Widiger (2016) demonstrated that the self-pathology scales
separated from neuroticism when an excessive number was
included, but loaded within neuroticism when the self pathology
facet was not represented disproportionately. This finding was sub-
sequently replicated with four alternative measures of Criterion A
by McCabe et al. (2021a).

Is theDSM–5 Trait Model Sufficiently Comprehensive
in Its Coverage?

There are arguably 803 maladaptive trait terms within the Eng-
lish language (Coker et al., 2002). A taxonomy of maladaptive
personality that included all of them could reasonably consider
itself to be comprehensive in its coverage. On the other hand, it
would obviously be inordinately excessive and complex.

However, it is unclear if the 25 traits included within the
DSM–5 dimensional trait model provide sufficient coverage. It is
noteworthy that the initial version included 12 additional traits.
The model was reduced to 25 on the basis of factor analytic
research (Krueger et al., 2012), including the deletion of a domain
of compulsivity. In contrast, the ICD-11 trait model includes a cor-
responding domain of anankastia (Tyrer et al., 2019).

There has been quite a bit of research on coverage of the
DSM–IV personality disorders by the DSM–5 trait model. Rojas
and Widiger (2017) and Watters et al. (2019) provided meta-ana-
lytic summaries of this research. Both reviews indicated excellent
coverage for all but one of the personality disorders, the exception
being obsessive-compulsive. The lack of adequate coverage of this
personality disorder is likely due to the loss of the domain of
compulsivity.

There are also additional traits not included within the DSM–5
AMPD that might improve its coverages, such as fearlessness and
glib charm (from low neuroticism) for psychopathy (Crego &
Widiger, 2014; Lynam & Vachon, 2012), and gullibility and self-
denigration (from agreeableness) for dependency (Lowe et al.,
2009; Wright et al., 2012). The DSM–5 trait model is aligned with
the FFM (American Psychiatric Association, 2013; Krueger &
Markon, 2014), but the FFM is said to include maladaptive traits
at all 10 poles of the five trait domains (Widiger & Crego, 2019a).
The absence within the DSM–5 trait model of maladaptive variants
of agreeableness, conscientiousness, extraversion, and low neurot-
icism might be limiting its ability to adequately cover all of the
DSM–IV personality disorders. Crego et al. (2020) provide an
FFM maladaptive trait model that illustrates the presence of mal-
adaptive traits at both poles for all five domains.

Synchronization of ICD-11 and DSM–5

The original ICD-11 proposal was confined to the five trait
domains and a level of severity. The level of severity consisted of
maladaptive traits along with impairments secondary to these
traits. As stated by Tyrer (2014) “the ICD-11 classification con-
tains no assessment of self-pathology” (p. 723). However, in the
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final year of its consideration, the ICD-11 proposal received sub-
stantial external opposition (Herpertz et al., 2017). The borderline
syndrome was then added to the trait model and self-interpersonal
impairments were added to the level of severity, albeit not pre-
dominating the severity dimension as is the case in DSM–5 Sec-
tion III (see Bach et al., 2021, for a complete description).
Alternatively, the DSM–5 Section III proposal could be revised

to be consistent with the original proposal for ICD-11. This would
entail the removal of the psychodynamic self-interpersonal impair-
ments (Bender et al., 2011; Kernberg, 2012; Sharp & Wall, 2021)
in favor of a more theoretically neutral diagnostic system that had
been embraced by Spitzer et al. (1980). This might also result in a
more accurate representation of the trait domains, shifting, for
instance, depressivity into the domain of negative affectivity and
suspiciousness into the domain of antagonism (Watson et al.,
2013; Widiger, 2011).

Should Any DSM–IV Syndrome Be Retained?

There is a substantial body of research concerning whether the
DSM–IV personality disorders can be adequately accounted for by
the FFM and by the DSM–5 trait models. Meta-analyses of this
research have indicated that all of the DSM–IV syndromes can be
adequately accounted for by the FFM (Widiger et al., 2019), and all
but one (obsessive-compulsive) is accounted for by the DSM–5 trait
model (Rojas & Widiger, 2017; Watters et al., 2019). It is then
unclear why any one of the syndromes needs to be retained if one
shifts the classification to a dimensional trait model (Clark, 2007;
Tyrer et al., 2019; Widiger & Trull, 2007). DSM–5 AMPD retains
six of the DSM–IV syndromes, and their retention contributed to the
decision by one of the work group members to resign (Livesley,
2012). The forthcoming ICD-11 retains just one syndrome, border-
line, but research has already indicated that BPD is well accounted
for by the ICD-11 trait model (McCabe & Widiger, 2020b).
There is though an appeal of these personality disorder syn-

dromes. They are useful in recognizing particular trait profiles that
are socially and/or clinically important. For example, psychopathy
is not a qualitatively distinct entity that actually exists in nature
with a specific etiology and pathology (Lilienfeld et al., 2015).
Psychopathy is a social construction by clinical and/or forensic
psychologists and psychiatrists in their effort to describe a person-
ality syndrome of substantial social importance. “The psycho-
pathic syndrome is probably the most dangerous and virulent
constellation of personality traits that one can imagine—hence, the
long-standing interest in identifying its presence” (Crego &
Widiger, 2015, p. 674). Central to psychopathy are the traits of an-
tagonism, such as aggression, callousness, exploitation, deception,
ruthlessness, and manipulation (Lynam & Miller, 2019; Miller &
Lynam, 2015). A person with these traits would likely be quite
threatening, harmful, and even dangerous. However, imagine add-
ing traits of low constraint, such as impulsiveness, recklessness,
and rashness. Now the person is unpredictably and recklessly
antagonistic. One then adds traits of extraversion, such as gregari-
ousness, boldness, and assertiveness (Lilienfeld & Widows, 2005;
Lynam et al., 2011; Patrick et al., 2009). It is considerably more
dangerous for an impulsively antagonistic person to be extraverted
than introverted. Then, finally, add traits of high neuroticism (i.e.,
angry hostility and impulsive urgency) and, even more impor-
tantly, traits of low neuroticism, such as fearlessness, glib charm,

invulnerability, and low anxiousness (Lilienfeld & Widows, 2005;
Lynam et al., 2011; Patrick et al., 2009). The prototypic psycho-
path has the glib charm to seduce and con others, and the fearless-
ness to commit the most heinous acts of brutality. In sum, it is
perhaps quite understandable why the psychopathic trait profile
was constructed and why it is important for it to be recognized
(Crego & Widiger, 2015).

Indeed, one of the advantages of the FFM of personality disor-
der is the ability to identify additional syndromes or alternative
constellations of personality traits (Widiger & Trull, 2007). For
example, Mullins-Sweatt et al. (2010) surveyed attorneys, forensic
psychologists, and clinical psychology professors, asking if they
personally knew a psychopath who had been successful in his or
her psychopathic endeavors. Examples included “a top notch
police detective,” a “dean from a major university,” and an
“endowed professor with numerous federal grants” (Mullins-
Sweatt et al., 2010, p. 556). Participants also provided an FFM
description of this successful psychopath that was quite consistent
across the three professions. The successful psychopaths had most
of the FFM traits of psychopathy articulated by Miller et al.
(2001), but they were distinguished from a prototypic psychopath
by being high rather than low in traits of conscientiousness.
Samuel and Widiger (2007) similarly reported that Ted Bundy’s
FFM profile matched the prototypic psychopath’s, with the excep-
tion again of being high in conscientiousness, contributing to his
ability to rape and kill more than 40 women before he was finally,
eventually caught. In sum, a dimensional trait model does not
exclude the recognition of important constellations of maladaptive
(and adaptive) personality traits. On the contrary, it facilitates the
recognition of additional syndromes or modifications not currently
included within the diagnostic manual, such as the successful psy-
chopath (Mullins-Sweatt et al., 2010), the Cleckley psychopath
(Crego & Widiger, 2016), and the depressive personality disorder
(Bagby et al., 2013).

However, one should begin a clinical description with the spe-
cific profile of the individual’s particular maladaptive (and adapt-
ive) personality traits. One can then match the person’s trait profile
with the trait profile of a prototypic case of a respective syndrome,
such as the borderline, narcissist, or psychopath (Miller, 2012). One
will then have the most accurate and precise description of the indi-
vidual (including traits not included within a respective syndrome)
as well as the extent to which his or her trait profile is consistent
with a particular syndrome of clinical or social importance.

Conclusion

The flaws and failings of the DSM–IV categorical syndromes
are well documented (Clark, 2007; Skodol, 2012; Widiger & Trull,
2007). The current article might be perceived as being in opposi-
tion to or at best excessively critical of the DSM–5 AMPD. How-
ever, the intention of this article is to further the successful
development of a dimensional alternative to DSM–IV. As such, it
is important to appreciate that the AMPD failed to be approved for
many reasons (Livesley, 2012; Skodol et al., 2013; Verheul, 2012;
Widiger, 2013). The current article is an effort to highlight what
needs to be addressed if the classification of personality disorder is
to successfully shift to an empirically based, atheoretical model
that has long been the goal for the psychiatric nomenclature (Spit-
zer et al., 1980).
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