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Differences among personality types and styles have been
observed for centuries. What accounts for these differences –
what makes each person’s personality unique – has been
debated for a very long time as well. As far back as the days
of Hippocrates, it was recognized that there must be correla-
tions between behavior patterns and human biology, and
personality types and styles such as melancholic, phlegmatic
and sanguine were thought to correlate with differential lev-
els of “body humors” such as bile, phlegm and blood. These
principles have stood the test of time, but today we have
moved from theory to science and we speak of levels of neu-
rotransmitters such as dopamine, serotonin and norepi-
nephrine that correlate with different personality types and
styles. And we recognize that a given individual’s personali-
ty emerges from at least two sources: temperament (the
“hardwired” genetic component) and character (the shap-
ing and molding effects of experience – either healthy or dis-
ruptive – during early development, particularly childhood
attachment processes).

While great progress has been made, it remains challeng-
ing to reach a broad consensus on the best way to classify
different personality types, and to differentiate the normal
range and variety of personality types from what we call
personality disorders. A central feature of this debate has
been whether to use a dimensional or a categorical system.
The Five-Factor Model has been studied extensively in
factor-analytic trait psychology research and has been wide-
ly heralded as a valid dimensional system to capture main
variations in personality styles (1). This model, however,
was derived mostly from studies of normal populations and
has not been easily applicable to patient populations.

The DSM adopted a categorical system more compatible
with disease classification systems used in the world of med-
icine. In its third edition, published in 1980, diagnostic crite-
ria were developed that defined a set of eleven personality
disorders, and these were placed on the second “axis” (Axis
II) of the multi-axial system introduced in that edition of the
manual (2). Later editions of the DSM reduced the number
of personality disorders to 10 and established a uniform poly-
thetic format for the diagnostic criteria of each disorder,
requiring a designated number of criteria to be present to
make a given diagnosis (e.g., any 5 of 9 criteria are required
for a diagnosis of borderline personality disorder). Personal-
ity disorders in DSM-IV are organized in what I refer to as a
“dimensionally-flavored categorical system”, reflected in
the three “cluster” groupings: Cluster A (“odd-eccentric”),
Cluster B (“dramatic-emotional”), and Cluster C (“anxious-
fearful”) (3).

The criteria-defined DSM categorical system has been
widely utilized worldwide and has served as a stimulus to
research. Nevertheless, a number of problems and short-
comings of this approach have been identified (4,5). For
most personality disorders, the number of criteria, or thresh-
old, required to make the diagnosis was arbitrary, yet the
categorical approach conveys the impression that the disor-
der is either present or it is not, rather than that a symptom
and trait pattern can vary along a gradient of severity. Fur-
thermore, the polythetic nature of the criteria sets involves
extensive heterogeneity within diagnoses. For example,
there are 256 ways that five out of nine criteria for the diag-
nosis of borderline personality disorder can be configured
(5), and two patients could receive this diagnosis but share
only one criterion.

Work began on DSM-5 over a decade ago, and in an ear-
ly monograph entitled “A research agenda for DSM-V” it
was noted that “well-informed clinicians and researchers
have suggested that variation in psychiatric symptomatolo-
gy may be better represented by dimensions than by a set
of categories, especially in the area of personality traits”
(6, p. 12). Once convened, the Work Group for Personality
and Personality Disorders was charged to review the litera-
ture and explore the possibility of developing a dimensional
approach to classification of personality disorders.

An initial draft of a prototype model was developed and
posted on the DSM-5 website in 2010, along with all pro-
posed changes being considered for DSM-5. After extensive
feedback from written responses, professional audiences,
and the DSM-5 Task Force itself, it was decided that the
prototype model would not be workable. A criteria-based
“hybrid” model was then developed and posted in 2011, fol-
lowed by a final posted version in 2012. This model was
studied in the DSM-5 field trials. The new model for border-
line personality disorder, for example, showed good test-
retest reliability (7) and was judged to be preferable to the
DSM-IV model by clinicians in routine clinical practice and
at academic centers participating in the field trials. Data
were obtained (and later published) from an independent
group of practitioners showing similar results (8).

The new model for personality disorders was presented
to the entire DSM-5 Task Force, consisting of the overall
chair and co-chair of the DSM-5 effort, along with the
chairs of all of the DSM-5 Work Groups, and it was strongly
and unanimously approved. However, several scientific and
clinical committees that the American Psychiatric Associa-
tion (APA) had established to review all proposed changes
in the diagnostic manual felt that there was not sufficient
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evidence at the time to validate the proposed new personali-
ty disorder model and to establish its clinical utility. The
APA Board of Trustees then voted to sustain the DSM-IV
diagnostic system for personality disorders, virtually un-
changed, in the main section of DSM-5 and to include the
proposed new model as an “alternative DSM-5 model for per-
sonality disorders” in Section III of DSM-5, the section
referred to as “Emerging measures and models” (9). Although
this result was a disappointment to the Work Group, it is
encouraging that the new model is included in DSM-5 as an
“alternative model”, thus “officially” allowing its use by
those who are interested, and stimulating research on it (see
5,10,11).

In the alternative model, the essential criteria to define
any personality disorder are: a) moderate or greater impair-
ment in personality functioning, and b) the presence of path-
ological personality traits. A “level of functioning” scale is
provided, and sensitivity and specificity data supported the
designation of “moderate impairment” as the appropriate
threshold to indicate the presence of a personality disorder
(12). As defined in the alternative model, personality func-
tioning consists of the degree to which there is an intact sense
of self (involving a clear, coherent identity and effective self-
directedness) and interpersonal functioning (reflecting a
good capacity for empathy and for mature, mutually reward-
ing intimacy with others). Pathological personality traits are
organized into five trait domains (negative affectivity, detach-
ment, antagonism, disinhibition, and psychoticism), each of
which is further explicated by a set of trait facets reflecting
aspects of the domain itself. This trait system has been shown
to correlate well with the Five Factor Model (13).

One task taken up by the Work Group was to review the
literature and assess the strength of the published data sup-
porting the construct validity of each DSM-IV personality
disorder, similar to the process carried out in the develop-
ment of DSM-IV itself, which led to the removal of passive-
aggressive personality disorder from the diagnostic manual
as a discrete disorder, reconceptualizing it as a trait found in
many different Axis I and Axis II conditions. The result of
these reviews was to reduce the number of designated per-
sonality disorders to six (antisocial, avoidant, borderline,
narcissistic, obsessive-compulsive, and schizotypal), and to
specify the nature of the moderate or greater impairment in
personality functioning, as well as to itemize the pathologi-
cal personality trait domains and trait facets that character-
ize each disorder.

In addition, a new diagnosis called Personality Disorder-
Trait Specified was established, replacing Personality Disor-
der Not Otherwise Specified in DSM-IV. This diagnosis can
now be utilized as more than just a “rule-out” diagnosis – it
indicates that a patient does meet the general criteria for a
personality disorder, does not qualify for any of the six desig-
nated personality disorders, and has a pathological trait pro-
file that can be individually portrayed (which can capture
paranoid, schizoid, histrionic, and dependent traits if present,
in addition to any other applicable trait facets).

Overall, there has been growing interest in this alterna-
tive model. Clinical experience and further research can
help evaluate its validity, reliability, and clinical utility, and
whether or not additional changes might be considered in
future revisions of the diagnostic manual. One interesting
model is being proposed for the ICD-11, i.e., to utilize a sin-
gle diagnostic term of Personality Disorder rated on four
levels of personality dysfunction: “personality difficulty” (a
“Z” code implying no formal disorder), mild, moderate, and
severe personality disorder (14). This proposal is somewhat
analogous to the Personality Disorder-Trait Specified diag-
nosis of DSM-5.

One critique of the alternative model, voiced by a num-
ber of leaders in the personality disorder field, argued that
the new model is too complicated and that clinicians will
not use it (15). However, as described above, clinicians
reported favorably on its clinical utility and its use for treat-
ment planning and communication to colleagues, patients,
and families. Also, a fair test of complexity is to compare all
of DSM-IV personality disorder diagnoses with all of those
in the new model. In fact, the number of criteria required to
cover all diagnoses in the new model has been reduced by
43% compared to DSM-IV. Either version can be used pro-
totypically as is common in clinical practice, so that the
most prominent diagnostic pattern, such as borderline per-
sonality disorder, will command the highest priority in
treatment planning, with the option to explore additional
pathological features as appropriate.
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