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Abstract
The Alternative Model of DSM-5 combines dimensional rat-
ings of self-functioning, interpersonal functioning, and traits 
with categorical classification. The object relations model 
has a long tradition pre-dating the Alternative Model and, in 
part, has been incorporated into the Alternative Model. The 
object relations model provides a theoretical background 
(generally missing in the Alternative Model) that enhances 
the clinical assessment of personality pathology and its rela-
tionship to treatment planning. © 2020 S. Karger AG, Basel

Introduction

The Alternative Model of DSM-5 Section III (AMPD) 
[1] with its hybrid approach to personality pathology is a 
work in progress, under theoretical scrutiny, subject to 
measurement development, and seeking acceptance by 

clinicians/researchers and the American Psychiatric As-
sociation. The hybrid approach combines six specific cat-
egories of personality disorder (antisocial, avoidant, bor-
derline, narcissistic, obsessive-compulsive, and schizo-
typal personality disorder) defined by self- and inter- 
personal functioning with dimensional ratings and traits. 
This combination has been described as a clash of tradi-
tions in medicine and psychology [2]. It remains to be 
seen how the combination will enhance assessment and 
diagnosis of personality pathology.

In contrast, the object relations theory (ORT) model 
of personality pathology has an extensive history in clini-
cal psychiatry [3] that foreshadowed and predated the 
AMPD. ORT involves the clinical recognition of observ-
able categories (prototypes) of personality pathology 
(e.g., borderline and narcissistic personality disorder) 
while at the same time bringing attention to key domains 
of functioning that constitute personality pathology, and 
it can be assessed and measured dimensionally.

Our goal in this article is to compare the central aspects 
of the AMPD to those of ORT. We focus first on the 
AMPD with its general criteria for personality disorder 
and ratings of deficits in self-functioning and interper-
sonal functioning (criterion A) and pathological traits 
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(criterion B). We describe ORT, which has a long history 
in the psychoanalytic treatment tradition and combines 
attention to internal mental structure with related behav-
ior. Finally, we compare the two models on key aspects of 
interest, including the definition of personality disorder, 
the ease and methods of assessment, and the model’s re-
lationship to treatment planning.

Description of and Rationale for the Alternative 
Model

The categorical diagnosis of personality disorders in-
troduced in the DSM-III [4] and utilized in its subsequent 
versions was an impetus to empirical work on personal-
ity pathology but revealed a number of serious flaws in its 
application. These difficulties are well documented, in-
cluding the heterogeneity within the individual diagnoses 
and the extensive co-morbidity among the disorders. 
Thus, the scene was set for major adjustments in the 
DSM-5, which resulted in conserving the categorical ap-
proach in the DSM-5 but including an Alternative Model 
in Section III, Emerging Measures and Models.

Dimensional Approach versus Categorical Approach
A primary intent of the DSM-5 initiative was to im-

prove on the DSM-IV by an emphasis on dimensional 
measurement to more adequately capture the complexity 
and severity of pathology. The AMPD has taken the bold 
and controversial step of combining the categorical ap-
proach, describing six specific personality disorders, with 
dimensional measurement of self-functioning, interper-
sonal functioning, and traits. This has been called a clash 
of two traditions, the categorical tradition coming from 
medicine, and the dimensional, trait approach coming 
from academic psychology [2].

General Criteria for the Diagnosis of Personality 
Disorder
The AMPD has a number of criteria that capture the 

definition of personality disorder. Personality disorder 
involves the presence of significant impairments in self-
functioning and interpersonal functioning. In addition, 
one or more pathological traits are present. The personal-
ity dysfunction described in this way is both inflexible and 
pervasive across a range of personal and social situations, 
and the dysfunction is relatively stable across time since 
adolescence or early adulthood.

Criterion A and Background Rationale. Criterion A de-
fines the domains of self-functioning and interpersonal 

functioning that are seen as central to personality pathol-
ogy. Self-functioning is specified as identity, self-direc-
tion (short- and long-term goals, standards of behavior, 
self-reflection), sense of self as a unique individual with 
clear boundaries, positive self-esteem, and accuracy of 
self-appraisal. Interpersonal functioning is defined by the 
capacity for empathy for and intimacy with others. A re-
view of empirical data and theoretical writings showing 
the importance of self-functioning and interpersonal 
functioning to the overall severity of personality pathol-
ogy was influential in the architecture of the AMPD [5]. 
This review noted that Kernberg’s ORT was one of the 
first to articulate a model of personality types arrayed 
along a continuum of severity. This review led the way to 
the dimensional rating of self-functioning and interper-
sonal functioning, the Level of Personality Functioning 
Scale (LPFS).

Criterion B and Background Rationale. Criterion B is 
composed of five high-order traits: negative affect, de-
tachment, antagonism, disinhibition, and psychoticism. 
These five higher-order traits have a number of related 
facets, not all of which are clearly indicated by the higher-
order trait name. Negative affectivity, for example, in-
cludes facets of emotional lability, anxiousness, separa-
tion insecurity, submissiveness, hostility, and persevera-
tion. The advantage of the multiple facets is coverage of 
numerous trait domains. A disadvantage is the lack of a 
theory that provides an indication of the overall impor-
tance of the multiple domains and facets to the function-
ing of the individual patient in his/her unique environ-
ment. Trait theory has a long tradition in clinical psy-
chology for understanding and measuring personality 
functioning [6, 7]. A “trait” can be defined as a variable 
underlying a relatively stable disposition by the individu-
al toward particular behavior patterns [7]. For example, 
the trait of aggression indicates that the individual is more 
likely than others who are lower on the trait dimension to 
exhibit behavior that is aggressive under stressful situa-
tions. The different traits are then used together to char-
acterize an individual’s functioning. There are a number 
of trait models, and the one adopted for the Alternative 
Model is conceptualized as a variant of the Big Five mod-
el. There are, however, a number of limitations in the trait 
approach in general, and in the use of a trait approach in 
the clinical assessment of patients [8]. Treatment is not 
focused on traits in the abstract, but rather on the triggers 
and contexts in which the disposition is turned into dis-
ruptive behavior. This requires that the clinical evalua-
tion focus on the perceptions of the patient and the con-
texts in which the trait or disposition is activated.



Object Relations Perspective on the 
AMPD

3Psychopathology
DOI: 10.1159/000508353

Description of the ORT Model of Personality 
Pathology

The ORT model [9, 10] has its origins in the clinical 
understanding of patients engaged in intensive psycho-
dynamic treatment and predates the theoretical focus on 
self-functioning and other functioning in the AMPD. The 
ORT of personality functioning and pathology is an-
chored in the construct of identity. Identity is the psycho-
logical structure seen to organize self- and interpersonal 
functioning, and pathology of identity formation seen as 
the defining feature of the personality disorders [3]. Nor-
mal identity formation, or identity consolidation, corre-
sponds to a core sense of self that is stable, coherent, real-
istic, and continuous across time, a corresponding stable 
and rich experience of significant others, and an affective 
experience that is complex and well modulated. A coher-
ent and integrated conception of self and others contrib-
utes to relationships that involve empathy and mutual de-
pendence, as well as the ability to “mentalize,” that is, to 
understand self and others in terms of intentions, motiva-
tions, and emotions.

In contrast, personality disorders at the level of bor-
derline organization (e.g., borderline personality disor-
der) are characterized by pathology of identity formation, 
reflected in the absence of a fully elaborated, stable, and 
coherent core sense of self. In this setting, the experience 
of self and also of others is unstable, discontinuous, dis-
torted, and poorly contextualized, and affects are poorly 
integrated and poorly modulated. Failure of identity con-
solidation is also associated with difficulty identifying 
and sustaining longer-term goals as well as with impaired 
capacity for empathy.

From a dynamic perspective, failure of identity forma-
tion reflects the impact of splitting-based or dissociative 
defenses, which interfere with normal integrative process-
es. Representations of self and others associated with pos-
itive affective experience are dissociated from those asso-
ciated with negative affective experience. The resulting af-
fectively charged, polarized internal representations fail to 
coalesce into an overarching sense of self and others. This 
is seen as accounting for the unstable and distorted sense 
of self and others that characterizes the personality disor-
ders. In contrast, in normal identity formation, individual 
representations of self and others coalesce to form a co-
herent, integrated supraordinate sense of self, associated 
with both positive and negative affective experience and 
corresponding experience of significant others.

Classification of personality pathology within the 
framework of ORT focuses on core domains viewed as 

central to healthy personality functioning and disrupted 
in the personality disorders. Similar to the AMPD, the 
model emphasizes (1) identity formation (sense of self, 
sense of others, capacity to pursue longer-term personal 
goals) and (2) object relations (working models of rela-
tionships organizing interpersonal functioning). The 
ORT model is distinguished from the AMPD in that it also 
emphasizes the nature of (3) defensive operations, (4) the 
quality and management of aggression, (5) moral func-
tioning and internalized values, and (6) reality testing as 
core determinants of personality functioning and the se-
verity of personality pathology [9] (in the AMPD these 
features could be included as “trait specifiers”). Assess-
ment of the nature and level of organization of function-
ing in these six domains provides both a dimensional pro-
file of personality functioning and a determination of the 
individual’s personality organization. Much as is seen in 
the LPFS, determination of personality organization, or 
the level of personality organization, can lead to classifica-
tion of personality disorders on the basis of prototypes 
representing the severity of personality pathology falling 
across a continuous spectrum of pathology ranging from 
healthy personality functioning through severe pathology 
and linking its diagnostic classification to prognosis and 
treatment planning [10]. In the ORT model, severity of 
personality pathology is accompanied not only by deterio-
ration of self- and interpersonal functioning as is noted in 
the AMPD, but also by deteriorating moral functioning 
(antisocial traits), increasing centrality of aggression 
(which may be self-directed as well as other-directed) in 
psychological functioning, and vulnerability of reality 
testing in the setting of extreme activation or conflict.

Because the ORT model has traditionally been focused 
on self (i.e., identity, defensive functioning, moral func-
tioning, moderation of aggression) and functioning with 
others (i.e., quality of object relations) it has a close affinity 
with the AMPD. However, a major advantage of the ORT 
model is its theoretical and conceptual focus and clarity in 
contrast to the descriptive nature of the AMPD model. 
Clinical experience has confirmed that the five domains of 
functioning in ORT are central determinants of the level of 
organization and functioning of the individual with a close 
relationship to treatment focus and prognosis.

Comparison of the ORT Model with the AMPD

Aided by a background of information on both models 
of personality pathology and functioning, one can com-
pare the two models on central aspects of interest.
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Definition of Personality Disorder
A major contribution of the AMPD is a clear concep-

tion of the essence of personality pathology, which was 
missing in the DSM-III and its successors. The focus on 
self-functioning and functioning with others in interper-
sonal relations has theoretical and empirical support. The 
border between some difficulties and a personality disor-
der is clarified by the LPFS rating, which anchors the pa-
thology with defined levels of severity.

The definition of personality disorder in ORT begins 
with a conceptualization of personality and normal per-
sonality functioning. Personality is the dynamic integra-
tion of behavior patterns derived from temperament, 
cognitive capacities, character and its subjective correlate 
of identity, and internalized value systems. A full view of 
personality must include the internal world of the indi-
vidual and observable behavior patterns. Clinical assess-
ment leads to a level of severity of difficulties in the orga-
nization of the personality, i.e., normal, neurotic, and 
high-, mid-, or low-level borderline organization. Consis-
tent with the AMPD LPFS, moderate impairment is re-
quired for a personality disorder diagnosis. Thus, neu-
rotic organization is considered subthreshold for the di-
agnosis, and a borderline level of organization at various 
levels of severity characterizes the personality disorders 
proper.

Domains of Functioning Relevant to the Two Models
There is, in fact, a considerable overlap between the 

domains of functioning as identified in AMPD criterion 
A and the domains of functioning privileged in the ORT 
model. Self-functioning in the AMPD is composed of 
identity and self-direction. These domains are captured 
extensively in the ORT model by Identity. The Interper-
sonal Functioning domain of the AMPD is composed of 
empathy and intimacy, both highlighted in the ORT do-
main of Object Relations. The five traits identified in the 
AMPD are evaluated in ORT by the domains of Aggres-
sion (negative affect), Object Relations (detachment, an-
tagonism, disinhibition), and Reality Testing (psychoti-
cism).

There are, however, several domains of functioning 
prominent in the ORT model that are not prominent in 
the alternative model. Defenses, spanning from normal 
defensive maneuvers and neurotic ones (rigidity, repres-
sion) to more extreme measures (e.g., splitting) are as-
sessed in ORT. Furthermore, moral functioning, which 
can be variable in most personality disorders but is most 
evident in its absence in antisocial personality disorder, is 
an important domain of functioning in ORT. The ORT 

model posits that degrees of moral functioning deficits 
are involved not only in antisocial personality disorder 
but potentially also in all severe personality disorders, in 
particular among patients presenting with borderline, 
narcissistic, and paranoid personality disorders and ma-
lignant narcissism. In these disorders, the presence and 
extent of deficits in moral functioning serve as a robust 
marker of severity of personality pathology.

The two models arrived at their respective domains by 
different routes. The five domains of interest in the ORT 
model were derived from clinical experience and theo-
retical reflection on those domains of human functioning 
that are consistently related to personality pathology [3]. 
This theoretical formulation has been called upon to in-
form the selection of self-functioning and interpersonal 
functioning in AMPD criterion A.

In contrast, personality researchers emphasize that the 
higher-order traits included in AMPD criterion B are not 
based on mere theory but rather on a sound empirical ap-
proach. What is the foundation for this claim? The gen-
eration of traits is based upon a lexical examination of 
nouns and adjectives that describe human behavior. 
These items are placed in a self-report instrument and 
subjected to factor analysis to yield traits. This process is 
empirical in the sense that factor analysis is applied to the 
data. However, the data are typically self-report informa-
tion from individuals, subject to the limitations of accu-
racy on the part of the respondent. Factor analysis is based 
on correlations between responses across the sample, and 
it not descriptive of any one individual.

Clinical Assessment
The time-honored assessment procedure between 

prospective patient and therapist is the clinical interview. 
The major goal of the clinical assessment is to provide a 
clear focus (to both the patient and the therapist) for the 
therapeutic intervention. Through the process of evalua-
tion, patient and therapist come to a clearer and shared 
conceptualization of the targets of intervention and the 
patient’s motivation for change. The clinical interview 
has the advantage of direct contact between patient and 
potential therapist and provides direct evidence of the 
quality of the patient’s relations with others. An impor-
tant practical issue is how the two different models would 
guide the clinical assessment interview.

There is little information on how the AMPD would 
guide the initial clinical interview in terms of organiza-
tion and sequence. The content of the AMPD would dic-
tate that the clinical interview pursues information con-
cerning self-functioning (identity and self-direction) and 
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important interactions with others in the individual’s 
current environment (criterion A). There are several 
semi-structured interviews (detailed later in this article) 
that can guide the clinician in this process. This informa-
tion would also inform the assessor’s ratings of the traits 
in criterion B.

The structure and focus of the clinical assessment in-
terview according to ORT is informed by the structural 
interview [3]. The sequence of this clinical but clearly de-
fined interview proceeds from chief complaint and moti-
vation for change, to prominent current symptoms, to the 
extent and quality of interpersonal relations. The yield of 
the interview is information that can be used to make a 
diagnosis of the type and severity of personality disorder. 
In cases of personality pathology where there are ques-
tions of possible thought disorder, deficits in cognitive 
functioning, etc., a more extensive assessment battery 
could be utilized.

Ancillary Assessment Procedures
Criterion A of the AMPD (i.e., severity) can be op-

erationalized by ratings on the LPFS, either by an expert 
clinician, the participant her-/himself, or an informant 
[for an overview, see 11]. These ratings can be made ei-
ther on a global level (i.e., single 5-point scale) or on a 
more differentiated level (i.e., separate ratings of the 4 
domains, the 12 subdomains, or the 60 prototypical de-
scriptions). Information relevant to the clinician ratings 
can be collected using one of several structured clinical 
interviews, such as the Structured Clinical Interview for 
the Level of Personality Functioning Scale [12] or the 
Semi-Structured Interview for Personality Functioning 
DSM-5 [13]. In addition to that, more recently, self-re-
port measures corresponding to the LPFS have been de-
veloped. These include the Level of Personality Func-
tioning Scale-Self Report [14] and its brief form [15], the 
DSM-5 Levels of Personality Functioning Question-
naire [16], and the Self and Interpersonal Functioning 
Scale [17].

Criterion B of the AMPD (i.e., maladaptive traits) can 
as well be operationalized by expert clinician report, self-
report, or informant report. The most common way to 
measure criterion B is the Personality Inventory for DSM-
5 [18], a 220-item self-report questionnaire which assess-
es the 25 facet traits and the 5 higher-order traits. Addi-
tionally, a short form with 100 items [19], a brief form 
with 25 items [20], and an informant report form [21] are 
available. Expert clinician ratings can be done using the 
Personality Trait Rating Form [22], which includes 25 
items measuring the facet traits, whereby the necessary 

information for those ratings can be gained using the 
Structured Clinical Interview for Personality Traits [23]. 
These developing instruments for criteria A and B are 
useful for research, but their role in clinical practice will 
probably be minor, as most clinicians do not use ques-
tionnaires in routine practice and prefer the clinical inter-
view.

The clinical assessment of patient symptoms and per-
sonality organization in ORT can be accomplished using 
the structural interview [3], and its semi-structured inter-
view format as described in the Structured Interview for 
Personality Organization (STIPO) [24, 25] and the short-
er revision, the STIPO-R [24]. The STIPO-R is not only 
useful for research, but it can also be a guide for the clini-
cian performing an initial patient evaluation.

STIPO ratings of severity are consistent with diagnos-
tic measures of pathology. The STIPO domains discrimi-
nate between clinical and nonclinical subjects. There is a 
significant correlation between personality organization 
on the STIPO and the number of SCID-II diagnoses. Pa-
tients with DSM personality disorder were found to be on 
a lower level of personality organization in all domains 
than were patients without personality disorder. Based on 
the domain ratings of the STIPO, a prototypical profile of 
borderline personality organization (BPO) was devel-
oped and tested in its ability to discriminate between BPO 
and non-BPO.

STIPO domain ratings are useful in assessing clinical 
engagement and change. For example, STIPO domains 
identify treatment dropout among dual-diagnosis pa-
tients more effectively than do personality disorder di-
agnoses. In a randomized clinical trial comparing trans-
ference-focused psychotherapy to treatment in the com-
munity by expert therapists, the STIPO detected change 
in personality organization in both groups, with supe-
rior change in the transference-focused psychotherapy 
group.

Description versus Hypothesized Connections
Traits (criterion B) are descriptions of action tenden-

cies as reported by subjects on self-report questionnaires. 
Criterion A is a description of aspects of self- and inter-
personal functioning. In contrast, ORT is a clinically 
based theoretical model that posits cause and effect be-
tween internalized object relations empowered by strong 
affects as they impact on the nature and quality of inter-
actions between self and others. This type of model pro-
vides a road map for treatment intervention.
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Contribution of the Assessment Process to Treatment 
Planning
An essential approach to the evaluation of a diagnostic 

system is to review its clinical utility: how well does it meet 
the needs of clinicians evaluating and treating patients. As-
pects of clinical utility include user acceptability and utility, 
professional communication, interrater reliability, subtle-
ty of diagnosis, and clinical decision-making [26]. The ev-
idence for the clinical utility of the AMPD is just beginning 
to be accumulated, with evidence that clinicians prefer the 
emphasis on dimensional assessment [27].

A major consideration is the relevance of the assess-
ment process to the clinician’s articulation of a treatment 
plan, and the communication between clinician and pa-
tient concerning the need, focus, and process of treatment 

intervention. The relationship between the AMPD and 
treatment planning is only implicit and not articulated in 
the diagnostic manual. This gap in the diagnostic manual 
is understandable and fitting, as it is not the role of the 
AMPD to make choices between competing treatment 
orientations that must be judged empirically aside from 
the diagnostic process.

A major advantage of the ORT model is the direct link-
ages it makes between a theoretical focus on key domains 
of functioning, assessment techniques and methods, and 
treatment planning [24]. Table 1 describes the relation-
ship between levels of personality organization, as re-
vealed in the structural interview or in a clinical interview 
guided by the STIPO-R, and key aspects of the treatment 
process. The severity of the level of personality organiza-

Table 1. Severity of personality pathology: implications for assessment and treatment parameters [10]

Neurotic organization High borderline personality 
organization

Mid borderline personality 
organization

Low borderline personality 
organization

Level of Personality 
Functioning Scale 
(LPFS)

Level 1 Level 2 Level 3 Level 4

Typical categorical 
diagnosis

Obsessive compulsive PD;
depressive PD; hysterical PD

Dependent PD; histrionic 
PD; avoidant PD; narcissistic 
PD

Narcissistic PD;
borderline PD; paranoid PD; 
schizoid PD

Narcissistic, borderline, 
and paranoid PDs with 
antisocial features;
antisocial PD

Nature of self-other 
functioning

Integrated, realistic, and 
continuous experience of self 
in relation to others; 
relationships characterized by 
mutuality

Somewhat superficial and/or 
polarized experience of self 
in relation to others; some 
capacity for dependency but 
with conflict

Superficial, extreme, 
polarized, and unstable sense 
of self in relation to others 
with gross distortion; need-
fulfilling relationships

Caricature-like, extreme, 
highly polarized, and 
chaotic sense of self in 
relation to others with 
gross distortion; 
exploitative relationships

Clinical objectives of 
treatment

Flexible functioning in area 
of conflict

Greater depth and stability in 
experience of self and others

Resolution of destructive 
behavior; greater depth in 
experience of self and others

Behavior control; 
modulation of aggression

Prognosis Excellent Good Fair Very guarded

Structuring of the 
treatment

Less need for structured 
contract

Explicitly agreed-upon 
treatment contract promotes 
productive clinical process

Carefully constructed 
treatment contract is essential

Contracting must be 
extensive; focus on 
secondary gain and safety 
of patient and therapist

Treatment process Little to no risk of acting out Risk of low-level acting out 
(e.g., poor attendance)

Risk of dangerous acting out 
(e.g., suicide gestures or 
attempts, substance misuse)

Potentially lethal acting out 
(e.g., threats of violence  
to therapist, lethal suicide 
attempts)

Alliance Clarity about seeking help 
from expert; open to alliance

Ambivalence about seeking 
help and depending on 
expert interference with 
initial alliance; early alliance 
unstable or superficial

Suspicion, with fear of critical 
attack or exploitation by 
therapist interferes with 
alliance; alliance built during 
course of treatment

Relatively fixed view of 
therapist as corrupt, 
arrogant, and exploitative 
limits capacity to form an 
alliance

PD, personality disorder.
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An important perspective, however, is an evaluation of 
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of personality pathology. It is this articulation of the 
growing view of personality pathology that is so impor-
tant for the field. With the infusion of developing re-
search, it is possible that the differences between two tra-
ditions in the AMPD can be transformed into a more in-
tegrated view.
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