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PERSONALITY DISORDERS 
AND THE FIVE-FACTOR MODEL OF PERSONALITY 



C H A P T E R  1 

INTRODUCTION: PERSONALITY 

MODEL OF PERSONALITY 
DISORDERS AND THE FIVE-FACTOR 

Paul 1 Costa, J K ,  and Thomas A. Widiger 

In the last 20 years, interest in personality disorder 
research has shown substantial growth. Personality 
disorders were, no doubt, catapulted into a promi- 
nent position by the creation of a special axis, Axis 
11, in the third edition of the Diagnostic and Statisti- 
cal Manual of Mental Disorders (DSM-III; American 
Psychiatric Association, 19801, a multiaxial classifica- 
tion of mental disorders system. Research interest in 
personality disorders can be documented by the 
more than 750 empirical studies that are abstracted 
in thc American Psychological Association’s PsycLIT 
database, covering the 5-year period from January 
1987 to June 1992. Since the first edition of this 
book (Costa & Widiger, 19941, not only has there 
been a steady flow of empirical research dealing 
with personality disorders, but there have also been 
important theoretical and empirical developments, 
which are pointed out later in this introductory 
chapter to the second edition of Personality Disorders 
and thc Five-Factor Model of Personality. 

This large and growing literature on personality 
disorders should not obscure the fact that there are 
serious theoretical and methodological problems 
with the whole DSM personality disorder diagnostic 
enterprise. Officially, the diagnostic criteria sets of 
the fourth edition of the Diagnostic and Statistical 
Manual of Mental Disorders (DSM-IV; American Psy- 
chiatric Association, 1994) Axis I1 are supposed to 
define or diagnose patients into mutually exclusive, 
categorical diagnostic entities. But as many reports 
document, the average number of personality disor- 
der diagnoses is often greater than 4 (Skodol, Ros- 
nick, Kellman, Oldham, & Hyler, 1988; Widiger, 

Trull, Hurt, Clarkin, & Frances, 1987). This comor- 
bidity is a serious problem because it suggests re- 
dundancy, or a lack of divergent construct validity, 
for the current set of 10 diagnostic categories of 
DSM-IV-defined personality disorders. Other crucial 
problems concern the excessive comorbidity of Axis 
I and Axis I1 diagnoses (Docherty, Fiester, & Shea, 
1986; McGlashan, 1987; Widiger & Hyler, 1987) 
and the general lack of evidence supporting the con- 
struct validity of many of the personality disorder 
categories. 

Problems with the official DSM-classification 
scheme for personality disorders continues to receive 
the attention of researchers, reviewers, and editors 
alike. In a Special Feature section of the Spring 
2000 issue of the Journal qf Personality Disorders, ed- 
itor John Livesley boldly stated that “problems with 
the DSM model are all too obvious” (p. 2). These 
“obvious problems” concern the limited clinical util- 
ity of the categories; the diagnostic constructs that 
clinicians find useful and the conditions they treat 
are not included in the system. Personality disorder 
not otherwise specified is often the most frequent 
diagnosis, suggesting that the existing diagnostic cat- 
egories are inadequate in their coverage. Further- 
more, Livesley (2000) lamented the limited con- 
struct validity of the Axis I1 system, noting that 
“almost all empirical investigations fail to support 
DSM diagnostic concepts” (p. 2) .  

The fact that personality disorder has its own 
axis in the multiaxial DSM system encourages clini- 
cians to consider the presence of a personality disor- 
der for all patients-a unique position among all 

3 



Costa and Widiger 

other classes of mental disorders. But this prominent 
place makes the difficulties and problems identified 
above more acute. Oldham and Skodol (2000) 
noted that “there is growing debate about the con- 
tinued appropriateness of maintaining the personal- 
ity disorders on a separate axis in future editions of 
the diagnostic manual” (p. 17). But moving the per- 
sonality disorders back to Axis I (Livesley, 1998) 
would do more than just reduce their salience. As 
Millon and Frances (1987) eloquently stated in the 
initial issue of the Journal of Personality Disorders, 

Pincus, 1989). But one important question was 
whether studies using the models and methods of 
normal personality research could shed light on psy- 
chopathological and psychiatric problems, particu- 
larly personality disorders. 

tionally been considered separate fields, but this 
rigid dichotomy has never made sense to trait psy- 
chologists. Trait psychologists know that individual 
differences in most characteristics are continuously 
distributed. It therefore seems reasonable to hypoth- 

“Normal” and “abnormal” psychology have tradi- 

esize that different forms of psychopathology might 
be related to normal variations in basic personality 
dispositions. 

Considerable evidence in support of this hypoth- 
esis is provided by results of analyses relating mea- 
sures of personality to measures of psychopathology 
in normal and clinical samples. Several studies (e.g., 
Costa & McCrae, 1990; Morey, 1986; Trull, 1992) 
show general parallels between psychopathological 
and normal personality dimensions. In many of the 
chapters in this book, authors explore ways in 
which normal personality dimensions can illuminate 
clinical constructs. We hoped that the first edition of 

more relevant to this partitioning decision 
was the assertion that personality traits 
and disorders can serve as  u dynamic sub- 
strate from which clinicians can better 
grasp the signijcance and meaning of their 
patients transient and florid disorders. In 
the DSM-111 then, personality not only at- 
tained a nosological status of prominence 
in its own right but wus assigned a contex- 
tual role that made it fundamental to the 
understanding and interpretation of other 
pathologies. (p. ii) 

How can the difficulties be constructively addressed 
and solved without seeming to abandon the impor- 
tance of personality traits and disorders by collaps- 
ing the distinction between Axis I and II? 

Many of the problems of DSM-IV might be re- 
solved by using continuous dimensions instead of 
discrete categories. Dimensional alternatives have 
been frequently proposed, but until recently, there 
was no consensus on which personality dimensional 
model should be used. The five-factor model (FFM; 
Digman, 1990; McCrae, 1992) is a taxonomy of per- 
sonality traits in terms of five broad dimensions (the 
“Big Five”): Neuroticism (N), Extraversion (E), 
Openness to Experience (O), Agreeableness (A), and 
Conscientiousness (C). An emergent and still- 
growing consensus on the FFM suggests that this is 
a comprehensive classification of personality dimen- 
sions that may be a conceptually useful framework 
for understanding personality disorders. 

By the early 1990s, there had been considerable 
research confirming the FFM and demonstrating the 
value of studying individual differences in personal- 
ity (e.g., Digman, 1990; McCrae, 1992; Wiggins & 

the book would help promote further research and 
facilitate integration of research on personality disor- 
ders with decades of research on normal personality 
structure and measurement. As many of the new 
chapters attest (e.g., chapters 5 ,  11-14, 20>, there 
has indeed been a substantial amount of new and 
productive FFM personality disorder research. 

From the time this book was first contemplated, 
interest in and efforts to apply the FFM to a variety 
of disorders and populations has moved at a rapid 
pace. We originally limited our focus to diagnostic 
issues, but the scope has now been enlarged to in- 
clude treatment implications. A major addition to 
the second edition is a specific 4-step process for 
making diagnoses using the FFM (see Widiger, 
Costa, & McCrae, chapter 25, this volume). 

We hope that readers will want to sample di- 
rectly the fruits of the field, as it were. One aim of 
this book is to promote greater interest and research 
between the FFM and personality disorders. The 
book is intended to give its readers a glimpse of the 
application of the FFM for the diagnosis and treat- 
ment of personality disorders. 
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BACKGROUND OF THE 
FIVE-FACTOR MODEL 

The FFM is a hierarchical model of the structure of 
personality traits. Personality traits are often defined 
as enduring “dimensions of individual differences in 
tendencies to show consistent patterns of thoughts, 
feelings, and actions” (McCrae & Costa, 1990, p. 
23). Traits reflect relatively enduring dispositions 
and are distinguished from states or moods, which 
are more transient. The FFM had its origins in anal- 
yses of trait-descriptive terms in the natural lan- 
guage. John, Angleitner, and Ostendorf (1988) gave 
an excellent account of this important line of re- 
search, and the contributions of Tupes and Christal 
(1961), Norman (1963), Goldberg (1982), and Bor- 
kenau and Ostendorf (1990) are deservedly recog- 
nized by the field of FFM researchers. 

But most research and practice of personality as- 
sessment has been based on questionnaires. As Wig- 
gins (1968) wrote, the “Big Two” dimensions of N 
and E have been long associated with Hans Eysenck. 
Another two-dimensional model that deserves spe- 
cial attention is the interpersonal circle model (i.e., 
the interpersonal circumplex) associated with Kiesler 
(1983), Leary (1957), and Wiggins (1982). 

Uith the addition of Psychoticism (P), Eysencks 
(Eysenck & Eysenck, 1975) P, E, N model is one of 
several competing three-factor models. Tellegen 
(1985) advanced an alternative three-factor model 
that substitutes Constraint for F! It should be noted 
that in Tellegen’s model both N and E are construed 
as the dimensions Negative Affectivity (NA) and 
Positive Affectivity, respectively. Watson, Clark, and 
Harkness (1994) proffered a four-factor model based 
on the literature relating personality disorders to the 
FFM, where the current conceptualizations of the 10 
personality disorder categories largely ignore 0. 
Man): of the personality disorder diagnostic criteria 
fail to adequately represent 0-related features, such 
as restricted emotional expression or intolerance of 
differing views. But even if the personality disorders 
were completely unrelated to 0, which is probably 
not the case, one would not “downsize” the person- 
ality taxonomy to four dimensions because of its 
currently inadequate representation in the DSM. Un- 
like Eysencks or Tellegen’s models, the Watson, 

Clark, and Harkness model is not an alternative to 
the FFM; it is simply the FFM without the dimen- 
sion of 0. However, Cloninger (1987), a psychia- 
trist, advanced a neuroadaptive-based personality 
model with originally three dimensions that is both 
similar to and different from Eysencks and Tellegen’s 
three-factor models. In Cloninger’s model, N (or 
NA) is called Harm Avoidance; Novelty Seeking is 
largely low C; and the third dimension, Reward De- 
pendence, has no simple and direct correspondence 
to any of the five established dimensions of the FFM 
because it loads on three or four of the five dimen- 
sions (Costa & McCrae, 1993; Herbst, Zonderman, 
McCrae, & Costa, 2000). Cloninger’s original instru- 
ment, the Tridimensional Personality Questionnaire, 
has been revised substantially by splitting off the 8- 
item subscale, RD2, into a persistence temperament 
dimension to yield four temperaments and three so- 
called character dimensions have also been added, 
leading to a seven-dimensional model (Cloninger, 
Svrakric, & Przybeck, 1993). An important chapter 
(14, this volume) by O’Connor and Dyce compares 
Cloninger’s seven-dimensional model with alternative 
models to identify the optimal structural representa- 
tion of personality disorders. 

Other dimensional models that contain more fac- 
tors than the familiar five are seen in the 10 factors 
of Guilford, Zimmerman, and Guilfordk (1976) 
Guilford-Zimmerman Temperament Survey. Of 
course, Cattell’s (Cattell, Eber, & Tatsuoka, 1970) 
Sixteen Personality Factor Questionnaire represents 
Cattell’s model of 16 primary personality traits. 

All of these systems are interesting, and many are 
valuable in understanding personality disorders, es- 
pecially the interpersonal circumplex. But mounting 
evidence suggests that all or nearly all of these mod- 
els can be either subsumed by the FFM or inter- 
preted in terms of it. Postulated dimensions beyond 
the Big Five, such as the Guilford-Zimmerman and 
Cattell models, for example, are generally regarded 
as tapping trait dimensions at a lower level in the 
hierarchy. 

The consensus currently is that at the second- 
order level, the five broad dimensions of N ,  E,  0, A, 
and C are the basic dimensions of personality. For 
the sake of this text, we adopt the position articu- 
lated by McCrae and John (1992) that it is fruitful 

5 



Costa and Widiger 

to assume that the FFM is the correct representation 
of the structure of traits and move on to its applica- 
tion to important topics and outcomes in psycholog- 
ical and psychiatric practice. This position is well 
supported by the conclusions of O’Connor and 
Dyce’s (chapter 14, this volume) meta-analysis. 

The present collection of chapters, therefore, 
does not attempt to present a balanced view of alter- 
native dimensional models applied to personality 
disorders. It specifically adopts the FFM perspective. 
In fact, this book is organized around the premise 
that the FFM is the most adequate and comprehen- 
sive taxonomy for describing personality and for un- 
derstanding problems associated with personalities 
or personality disorders. A special section of the 
April Journal of Personality (2001) entitled “Recon- 
ceptualizing Personality Disorder Categories Using 
Personality Trait Dimensions” and edited by Samuel 
Ball also acknowledges the promise of the FFM and 
especially the Revised NEO Personality Inventory 
(NEO-PI-R). “This special section is admittedly over- 
weighted toward coverage of the NEO-PI-R, in part 
because this is where the majority of work is occur- 
ring at the personality trait-to-disorder interface” 
(Ball, 2001, p. 147). 

DESCRIPTION OF FACTORS 

In this section, we briefly describe the broad or 
higher order dimensions of the FFM. These dimen- 
sions are defined by many more specific traits. One 
specification is provided by the facet scales of the 
NEO-PI-R (Costa Q McCrae, 1992), an instrument 
designed to measure the FFM. Details on these fac- 
ets are given in Appendix D. 

Neuroticism 
N refers to the chronic level of emotional adjust- 
ment and instability. High N identifies individuals 
who are prone to psychological distress. As men- 
tioned earlier, an alternative label is NA, but N also 
includes having unrealistic ideas, excessive cravings 
or difficulty in tolerating the frustration caused by 
not acting on one’s urges, and maladaptive coping 
responses. As shown in Appendix D, N includes the 
facet scales for anxiety, angry hostility, depression, 
self-consciousness, impulsivity, and vulnerability. 

Extraversion 
E refers to the quantity and intensity of preferred in- 
terpersonal interactions, activity level, need for stim- 
ulation, and capacity for joy. People who are high in 
E tend to be sociable, active, talkative, person ori- 
ented, optimistic, fun loving, and affectionate; 
whereas people who are low in E tend to be re- 
served (but not necessarily unfriendly), sober, aloof, 
independent, and quiet. Introverts are not unhappy 
or pessimistic people, but they do not experience 
the exuberant high spirits that characterize extra- 
verts. 

Openness to Experience 
0 is much less well known than either N or E and, 
in fact, is often construed differently as the alterna- 
tive label Intellect suggests. But 0 differs from abil- 
ity and intelligence and involves the active seeking 
and appreciation of experiences for their own sake. 
Open individuals are curious, imaginative, and will- 
ing to entertain novel ideas and unconventional val- 
ues; they experience the whole gamut of emotions 
more vividly than do closed individuals. By contrast, 
closed individuals (those who are low in 0) tend to 
be conventional in their beliefs and attitudes, con- 
servative in their tastes, and dogmatic and rigid in 
their beliefs; they are behaviorally set in their ways 
and emotionally unresponsive. 

Agreeableness 
A, like E, is an interpersonal dimension and refers 
to the kinds of interactions a person prefers along a 
continuum from compassion to antagonism. People 
who are high in A tend to be softhearted, good na- 
tured, trusting, helpful, forgiving, and altruistic. Ea- 
ger to help others, they tend to be responsive and 
empathic and believe that most others want to and 
will behave in the same manner. Those who are low 
in A (called antagonistic) tend to be cynical, rude or 
even abrasive, suspicious, uncooperative, and irrita- 
ble and can be manipulative, vengeful, and ruthless. 

Conscientiousness 
C assesses the degree of organization, persistence, 
control, and motivation in goal-directed behavior. 
People who are high in C tend to be organized, reli- 
able, hard working, self-directed, punctual, scrupu- 
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lous, ambitious, and persevering, whereas those who 
are low in C tend to be aimless, unreliable, lazy, 
careless, lax, negligent, and hedonistic. 

METHODS OF ASSESSMENT 

It must be pointed out that there are several instru- 
ments to measure the FFM (Briggs, 1992; Widiger 
& Trull, 1997). These include various adjective- 
based instruments: Goldberg (1982, 1992) has de- 
veloped several sets of adjective measures of the 
FFM, including 50 transparent bipolar adjective sets 
and 100 unipolar adjective markers. Wiggins and 
Trapnell (1997) melded the insights from the lexical 
tradition with the theoretical sophistication of the 
interpersonal circumplex with the development of 
the Interpersonal Adjective Scales Revised-Big 
Five. Q-sort procedures developed by McCrae, 
Costa, and Busch (1986) and Robbins, John, and 
Caspi (1994) are also available. In the questionnaire 
area is the Hogan Personality Inventory (Hogan, 
1986), a six-factor variant of the FFM that was de- 
signed to reflect Hogan’s socioanalytic theory. Many 
of the authors in this book use the NEO Personality 
Inventory (NEO-PI; Costa & McCrae, 19851, which 
was designed to operationalize a hierarchical model 
of the FFM, and the NEO-PI-R, which became avail- 
able in 1992 after most of the empirical studies re- 
ported in this book were completed. 

be used to measure the dimensions of the FFM, in- 
cluding observer ratings (Form R) of the NEO-PI-R 
for spouses and peers and clinician ratings. A semi- 
structured interview, the Structured Interview for the 
Five-Factor Model of Personality (Trull & Widiger, 
1997), was developed because there was no struc- 
tured interview to assess the FFM. Many mental 
health professionals prefer interview-based measures 
because they allow for an opportunity to pursue 
follow-up questions and further probe issues that 
arise in the course of an interview. In sum, the FFM 
is not just a theoretical model but is operationalized 
in several different although converging ways. Costa 
and McCrae (1995) reported convergence among a 
number of these measures of the FFM. 

The DSM-IV (American Psychiatric Association, 
1994) and the DSM-IV-Text Revision (DSM-IV-TR; 

In addition to self-reports, several procedures can 

American Psychiatric Association, 2000) provide cri- 
teria to make the diagnosis of each personality dis- 
order, but it does not provide any reliable or valid 
means of assessing individuals or their personality 
traits. There are several well-validated measures of 
the FFM, and if  they were to be consistently used in 
personality disorder research, then they might con- 
tribute to advances in the field. 

CONTENTS OF THE SECOND EDITION 

Aims of the first edition were to 

1. examine how personality disorders represent mal- 
adaptive variants of the personality traits that are 
present in all individuals to varylng degrees 

2 .  empirically demonstrate the application and util- 
ity of the FFM to personality disorders 

3. illustrate the power of the FFM to capture the es- 
sence of major features of personality disorders 
through clinical case studies 

4. provide possible reconceptualizations of personal- 
ity disorders. 

In any number of ways, these aims were success- 
fully met. For instance, since the appearance of Per- 
sonality Disorders and the Five-Factor Model of Person- 
ality at the end of 1994, 81 empirical studies on the 
topic of personality disorders and the FFM have 
been published, and the overall volume itself, as 
well as individual chapters, have been cited over 
200 times. 

There have been several important changes to 
this second edition at the same time that there has 
been significant continuity. This second edition re- 
prints 70% of the original 21 chapters with updated 
references. For those who are unfamiliar with the 
first edition, the 15 chapters that have been retained 
from the first edition are chapters 2-4, 6, 8-11, 13, 
17-20, 22, and 23. The second edition retains these 
chapters and reframes their emphases in terms of 
the empirical and conceptual advances that have oc- 
curred in the last 5 or 6 years. 

Part I: Conceptual Background 
The first of the four parts that make up this book, 
Conceptual Background, contains five chapters. In 
chapter 2, Digman provides an insightful historical 
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background for the FFM itself. Far from being of re- 
cent vintage, the FFM has a hoary pedigree, tracing 
its roots to McDougall (1932) and Thurstone 
(1934). But as Digman notes, the model was virtu- 
ally ignored for years by mainstream personologists 
and has had a very tardy reception. He ably dis- 
cusses several reasons and concludes on an optimis- 
tic note that there may be a paradigm shift occur- 
ring soon in personality studies; the long-ignored 
FFM may be the new paradigm of personality struc- 
ture of the future. 

In chapter 3, Widiger and Frances comprehen- 
sively review the conceptual and empirical support 
for dimensional and categorical representations of 
personality disorders. This chapter was retained 
from the first edition of the book because the find- 
ings and arguments provided therein are still appli- 
cable today (even with the subsequent revision of 
the American Psychiatric Association’s diagnostic no- 
menclature). They ably discuss the advantages and 
disadvantages of the categorical and dimensional 
models of classification. Particularly useful is their 
evaluation of the empirical data that are relevant to 
the respective validity of these two perspectives. 
They review alternative dimensional models includ- 
ing Cloninger’s (1987) neuroadaptive model, the in- 
terpersonal circumplex, Siever and Davis’s (1991) 
biogenetic spectrum model, and Gunderson’s 
(Gunderson, Links, & Reich, 1991) hierarchical 
model. As might be expected, Widiger and Frances 
pay particular attention to the empirical support for 
the FFM as the most compelling choice for the rep- 
resentation of personality disorders. Widiger and 
Frances also raise an issue for future research 
whether alternative models offer any incremental va- 
lidity that is not provided in the FFM. O’Connor 
and Dyce in a new chapter (14) prepared for this 
second edition speak extensively on this issue raised 
by Widiger and Frances. They point out important 
obstacles that the FFM must overcome before clini- 
cians can be expected to use it within their prac- 
tices. 

Because the FFM has only been applied to per- 
sonality disorders since the 1990s, there are only a 
handful of studies in the literature. But the few that 
were found confirm the premise that personality dis- 
orders can be understood in terms of the FFM per- 

sonality dimensions. In chapter 4, Trull and McCrae 
review the limited evidence (five studies) that ex- 
isted before 1994, showing that individuals with dif- 
ferent personality disorders differ in predictable ways 
on the five factors. They suggest that the FFM can 
aid in understanding each disorder’s core symptom- 
atology and the overlap between Axis I and Axis I1 
disorders. They also provide thoughtful analyses of 
the constructs for the borderline and narcissistic per- 
sonality disorders and make cogent suggestions for 
further research. 

In chapter 5 ,  Widiger and Costa provide a com- 
prehensive summary of an additional 55 empirical 
studies that have been published on the relationship 
of the FFM to personality disorder symptomatology 
since the research cited in the Tmll and McCrae 
chapter. The studies reviewed by Widiger and Costa 
do not exhaust the published empirical studies on 
this topic. Searches in the American Psychological 
Association’s PsycINFO and Institute for Scientific 
Information’s Science and Social Sciences Citation 
Indices databases from 1994 through March 2000 
ylelded another 63 studies on this topic, which for 
space and time are not reviewed here. 

Chapter 6, represents a conceptual effort by us 
and the prominent clinicians Clarkin, Sanderson, 
and Trull to translate the DSM-IV personality disor- 
ders into the hierarchical FFM, as operationalized by 
the scales of the NEO-PI-R. Reprinted from the first 
edition, Appendix A represents testable hypotheses 
about the maladaptively extreme facets for each of 
the 11 DSM-III-R personality disorder categories. 
Appendix B lists the hypothesized facets for the 2 
personality disorder categories of negativistic (NEG) 
and depressive (DPA) originally proposed for DSM- 
IV as well as the self-defeating (SDF) and sadistic 
(SDS) that were omitted in DSM-IX In this second 
edition, we present a new Appendix C (see also Ta- 
ble 6.1, this volume), which represents each of the 
10 DSM-IV categories in terms of the 30 facets of 
the NEO-PI-R. There is an important difference in 
Appendix C from Appendix A. Namely, each of the 
10 personality disorder categories are defined with 
respect only to the diagnostic criteria that appear in 
the DSM-IV Thus, only the uppercase symbols H for 
high and L for low are used to indicate standing on 
the relevant facet. Appendix A, reprinted from the 
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first edition, uses other symbols to reflect whether 
the facet is linked to the disorder through the asso- 
ciated features or the empirical clinical literature. 

Part 11: Models of Personality Dimensions 
and Disorders 
In chapter 7, Wiggins and Pincus present a forceful 
account of structural conceptualizations of personal- 
ity dimensions and personality disorders from the 
dyadic and FFM interactional perspectives. These 
authors demonstrate empirically that Millon’s influ- 
ential conceptions of personality disorders, as em- 
bodied in the Millon Clinical Multiaxial Inventory 
(MCMI; Millon, 1982) scales, correspond to the 
well-established dimensions of normal personality 
Wiggins and Pincus also illustrate a unique ap- 
proach to assessing personality pathology, called 
combined model assessment, which uses the eight in- 
terpersonal scales of the interpersonal circumplex 
along with the domain scores of N ,  0, and C from 
the FFM. 

Chapters 8 and 9 identify the basic dimensions 
of personality pathology that underlie the personal- 
ity disorder categories. Clark, Vorhies, and McEwen 
(chapter 8) explore the boundaries of normal range 
personality and abnormal personality. They define 
the constituent components of maladaptive personal- 
ity traits through a series of sophisticated conceptual 
and statistical analyses. They give a clear account of 
the 22 personality disorder symptom clusters and a 
self-report inventory, the Schedule for Nonadaptive 
and Adaptive Personality (SNAP, formerly the Sched- 
ule for Normal and Abnormal Personality; Clark, 
1993), developed to assess personality disorders. 
Their results lend strong support for a dimensional 
approach to the assessment of personality disorders 
by showing that the FFM is sufficient in scope to 
account for most of the reliable variance in these 
personality disorder traits. They also present some 
interesting analyses that seek to determine whether 
the 0 and A dimensions of the FFM add incremen- 
tal validity to the prediction of maladaptive traits be- 
yond the three dimensional or the N ,  E, and C di- 
mensions of Tellegen (1985) and Cloninger (1987; 
cf. Reynolds & Clark, 2001). 

ley provide an important investigation of dimensions 
In chapter 9, Schroeder, Wormworth, and Lives- 

of personality pathology different from those of the 
DSM-III-R. Livesley, Jackson, and Schroeder (1992) 
developed the Dimensional Assessment of Personal- 
ity Pathology-Basic Questionnaire (DAPP-BQ) as 
an alternative to the Axis I1 categories of DSM-III-R. 
Although all 16 scales of the DAPP-BQ are encom- 
passed by the five personality dimensions, not all 
disorder scales can be predicted equally or with high 
levels of precision. Scales with specific behavioral 
content or focus (e.g., intimacy and conduct prob- 
lems) are not well predicted by the NEO-PI scales 
and raise the issue of whether additional dimensions 
of personality pathology are necessary to give a 
more comprehensive and precise specification of the 
personality disorder domain. 

In chapter 10, Clark and Livesley collaborate to 
compare conceptually and empirically the two-trait 
structures of disordered personality discussed in 
chapters 8 and 9. SNAP (Clark, 1993) and DAPP- 
BQ (Livesley et al., 1992) factors were content 
matched and then correlated with NEO-PI or NEO 
Five-Factor Inventory (Costa & McCrae, 1989) 
scores to empirically validate the conceptual match- 
ings across the Clark and Livesley systems. Overall, 
there were far more convergences or similarities be- 
tween the SNAP and DAPP-BQ traits in terms of 
their correlations with the FFM than there were dif- 
ferences. It  is rare indeed to observe such high lev- 
els of productive collaboration. We express a special 
note of appreciation for their creative efforts. 

In chapter 11, alternative or rival dimensional 
models of normal personality (i.e., the Zuckerman, 
Kuhlman, Joireman, Teta, & Kraft, 1993, alternative 
five and the Cloninger, 1987, seven-factor model) 
are vigorously compared by Ball with the FFM in a 
large sample of substance dependent inpatients and 
outpatients. In several specialized clinical fields, 
such as substance abuse, field-specific dimensions 
are important. For example, the impulsive sensation- 
seeking dimension in the Zuckerman-Kohlman Per- 
sonality Questionnaire has played a prominent role 
in the reinvigoration of the substance abuse field. As 
Ball further notes, the FFM conception of impulsiv- 
ity is considerably broader and more differentiated, 
emphasizing distinctions between affective impulsiv- 
ity (N5: Impulsiveness facet) and cognitive impulsiv- 
ity (C6: Deliberation facet) that are contrasted with 
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preference for risky and thrilling experiences (E5: 
Excitement-seeking facet). 

Chapter 12 by Pincus shows how the FFM can 
shed light on different constellations or what he 
calls subtypes of dependency. Rather than restate the 
problem of heterogeneity of the diagnostic category, 
Pincus calls attention to the need to recognize the 
variegation of dependency constructs, and he com- 
pellingly argues for distinguishing among love, ex- 
ploitable, and submissive syndromes. Pincus shows 
how they can be understood both within the inter- 
personal circumplex and the 30 facets of the 
NEO FFM. 

of the Widiger et al. hypotheses relating the DSM- 
defined personality disorders to the FFM. A large 
psychiatric sample (1,909 inpatients and outpatients) 
from the People’s Republic of China was adminis- 
tered a Mandarin Chinese version of the NEO-PI-R 
and the Personality Diagnostic Questionnaire-4+ ; 
525 of whom were also given the Personality Disor- 
der Interview IV. The data provided from this study 
strongly support hypothesized personality- 
personality disorder links, even in a different cul- 
tural context. 

Part I1 ends with an important contribution by 
O’Connor and Dyce (chapter 14), which is an adap- 
tation and update of their previously published 
comparison of general and specific models of per- 
sonality disorder configuration. In this integrative 
chapter, they set out to rigorously evaluate concep- 
tually competing models by use of sophisticated sta- 
tistical techniques. They show that attempts to pro- 
vide an understanding of the disorders in terms of 
the latent DSM clusters (odd, dramatic, and anxious) 
or Millon’s (1982) polarity distinctions do not pro- 
vide as optimal a representation as is provided by 
the FFM. 

Chapter 13 by Yang et al. is a cross-cultural test 

Part 111: Patient Populations and 
Clinical Cases 
In chapter 15, Brooner, Schmidt, and Herbst apply 
the NEO-PI to a clinical population principally de- 
fined by an Axis I disorder, namely, substance abuse. 
Outpatient opioid abusers with and without comor- 
bid Axis 11 diagnoses are characterized on the NEO- 
PI scales. Brooner et al. examine four relatively pure 

personality disorder groups: antisocial, avoidant, 
borderline, and paranoid. The respective personality 
profiles of these disorders generally support the hy- 
pothesized predictions of Widiger et al. in chapter 6. 
Finally, the authors present several cases that dem- 
onstrate how personality characteristics and life his- 
tory relate to personality disorder diagnoses. 

In chapter 16, Lehne (a practicing clinician) 
explores the usefulness of self-report inventories of 
clinical and normal personality in the forensic evalu- 
ation of sex offenders. Lehne’s data and experience 
present a remarkable counterpoint to the often ex- 
pressed concern that self-reports are inherently un- 
trustworthy and not relevant to clinical practice. 
The portrait painted by Lehne’s data on the MCMI 
and the NEO-PI is both reassuring and informative. 
Data from this clinical sample replicate relations be- 
tween NEO-PI and MCMI scales and, furthermore, 
show that sex offenders are high on N (and all six 
of its facets) and high on excitement seeking. Lehne 
questions whether traditional reliance on personality 
disorder diagnoses to transmit information about 
individuals embroiled in a forensic evaluation is 
useful and appropriate. He suggests that future re- 
search should focus more on personality disposi- 
tions to provide information that is useful in under- 
standing forensic clients and their rehabilitation 
planning. 

Single case studies of personality disorder are 
presented in the next two chapters. Bmehl, in chap- 
ter 17, presents the case of Betty, a 45-year-old 
White divorced woman who is diagnosed with bor- 
derline personality disorder. These types of patients 
are one of the most important variants of personality 
disordered patients and are discussed in other chap- 
ters by Sanderson and Clarkin (chapter 21) and 
Stone (chapter 24). But Bruehl’s case presentation 
aptly illustrates the theoretical descriptions provided 
in chapter 6. Bruehl discusses the clinical ratings of 
Betty on the traits measured by the NEO-PI-R and 
links both her Axis I symptoms (which include 
sleep problems, appetite disturbance, and social 
withdrawal) and borderline symptomatology to high 
N facets and low E facets of warmth, gregariousness, 
and positive emotions. Particularly interesting is 
Bruehl’s discussion of Betty’s high values, ideas, and 
openness to fantasy as they relate to her history of 
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childhood sexual abuse and the sexual identity con- 
fusion she exhibits. 

Corbitt (in chapter 18) deals with narcissism in a 
sophisticated clinical analysis of the diagnostic con- 
struct and suggests that the FFM translation may 
not he as straightforward as Widiger et al. posit in 
chapter 6. Corbitt focuses on the ambiguity and 
complicated evaluation of the narcissistic patient’s re- 
sponse to criticism by others and the reasons for 
seeking treatment. The patient’s self-description, as 
given by her NEO-PI-R profile, illustrates the salient 
role of low agreeableness facets and low facet scores 
on self-consciousness and vulnerability as contribut- 
ing to her narcissistic disorder. Other aspects of the 
patients personality profile are used to highlight 
treatment issues. 

The psychopathic personality has long been of 
gripping interest to personality psychopathologists 
and those interested in understanding this antisocial 
personality disorder. The authors of chapter 19, 
Harpur, Hart, and Hare, are internationally known 
experts on the topic, and their contribution provides 
a scholarly comparison of the FFM and the two- 
factor theory of psychopathy The Psychopathy 
Check List (Hare, 1980; Hare & Frazelle, 1980) is 
compared with Eysencks (Eysenck & Eysenck, 
1975) F’, E,  N model to illustrate that considerable 
variance is unaccounted for in Eysencks model. 
Harpur et al. help the reader to understand that the 
key personality characteristics, as opposed to the 
chronic antisocial behaviors and lifestyle, of the psy- 
chopath-the selfishness, callousness, and remorse- 
less use of others-is strongly related to low Agree- 
ableness or antagonism. 

Chapter 20 by Lynam is a sophisticated treat- 
ment and conceptualization of Revised Psychopathy 
Checklist defined psychopathy and expert-generated 
FFM psychopathy prototypes. This chapter is partic- 
ularly rich in terms of providing common-language 
Q-sort items that characterize the fledgling psycho- 
pathic individual and presents an understanding of 
the psychopathic deficits in terms of their FFM 
mappings. In addition, Lynam provides data from 
the important Levenson Self-Report Psychopathy 
Scale (Levenson, Kiehl, & Fitzpatrick, 1995; Lynam, 
Whiteside, & Jones, 1999) and provides a profile of 
prototypic psychopathy (see Figure 20.11, which we 

predict will become increasing important in clinical 
research and practice. 

Part 1V: Diagnosis and Treatment Using the 
Five-Factor Model 
Sanderson and Clarkin (chapter 2 1), with their rich 
clinical experience, provide a clinically astute exami- 
nation of how the five personality dimensions of the 
FFM affect therapy focus, alliance, and outcome. 
They illustrate with clinical vignettes how patient di- 
mensions assessed by the FFM are related to plan- 
ning and applyng psychological interventions. The 
authors discuss disorder-specific treatment ap- 
proaches and the need to individually optimize ther- 
apy procedures by taking into account the patient’s 
assets and liabilities, problem complexity, coping 
style, and reactance level. Sanderson and Clarkin 
also present an NEO-PI profile for female patients 
with borderline personality disorder based on 64 
carefully diagnosed patients who presented with im- 
pulsive acting out (and more direct suicidal behav- 
ior) and on a specific 26-year-old female patient in 
an attempt to show how the personality profile can 
help in treatment planning. 

to using structured instruments to assess psycho- 
therapy candidates. MacKenzie attempts to repair 
what he calls the “diagnostic fragmentation” fostered 
by the DSM by the astute use of formal psychologi- 
cal testing, which he describes. MacKenzie gives 
helpful information on how to introduce structured 
assessments to patients so as to ensure compliance 
and reliable results. He also gives many valuable in- 
sights into how to use structured assessments to se- 
lect intervention strategies that are responsive to dif- 
ferent treatment settings or milieus. 

In chapter 23, Harkness and McNulty present a 
broad-sketched perspective of what they call individ- 
ual differences science (IDS) for clinical work on 
personality disorders, extending the article by Hark- 
ness and Lillienfield (1997) to incorporate the con- 
structs of the FFM and the constructs of the Minne- 
sota Multiphasic Personality Inventory 11. Harkness 
and McNulty advance the distinction between traits 
as basic tendencies and their characteristic adapta- 
tions or maladaptations and note that it is the mal- 
adaptive expressions of the traits and not the basic 

MacKenzie’s chapter 22 provides a practical guide 
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traits themselves that should be the focus of diag- 
nostic decision making. No matter how extreme 
one’s standing on a trait may be, it might not consti- 
tute a disorder unless it is associated with a charac- 
teristic maladaptation or problem in living that psy- 
chiatrists and clinical psychologists are best qualified 
to assess and treat clinically. They also indicate how 
the DSM personality disorder criteria mix together 
traits and symptoms or characteristic maladaptations 
with confusing results. 

The next chapter by Stone, a well-known psy- 
chodynamic psychiatrist (chapter 24), is a fascinat- 
ing presentation of how instruments that operation- 
alize the FFM apply to his patients with borderline 
personality disorder. He presents nine patients from 
his extensive clinical practice and single-handedly 
rediscovers the lexical strengths and roots of the 
FFM. His wonderful book on Abnormalities of Per- 
sonality (Stone, 1993) was the first illustration by 
someone outside of traditional FFM research on how 
the model can provide a vivid and meaningful rep- 
resentation of the essence of patients with a person- 
ality disorder. We are delighted that Stone found the 
time from his busy practice to contribute to this sec- 
ond edition. 

Finally, in the concluding chapter (25)  of the 
book, Widiger, Costa, and McCrae present an inte- 
gration of how the FFM might be used to diagnose 
personality disorders. They present a 4-step process 
that should help make the use of the FFM standard 
in research and clinical practice with personality dis- 
orders. Particularly important is their extensive com- 
pilation of characteristic maladaptations or problems 
in living that are associated with each pole of the 
five broad factors as well as the likely specific mal- 
adaptations for the high and low pole of each of the 
30 NEO-PI-R facets. With this discussion as a brief 
guide, we urge readers onward. 
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C H A P T E R  2 

HISTORICAL ANTECEDENTS OF THE 
FIVE-FACTOR MODEL 

John M. Digmun 

The current enthusiasm for the five-factor model 
(FFM; often referred to as the “Big Five”) for orga- 
nizing the complexities of personality could suggest 
to those who are unacquainted with its history that 
it is something quite new, an exciting “new l o o k  at 
an old field. It comes as a surprise, then, to learn 
that it was proposed more than a half century ago 
and that a study demonstrating its essential validity 
was reported soon thereafter. Now, after many years 
of lying on the closet shelf of personality theory, 
the model has been dusted off, “as good as new,” 
and appears to be for many researchers ( e g ,  Bor- 
kenau, 1988; Costa & McCrae, 1985; Digman, 
1990; Goldberg, 1983; John, 1990; John, Angleit- 
ner, & Ostendorf, 1988; Peabody & Goldberg, 
1989) a very meaningful theoretical structure for 
organizing the myriad specifics implied by the term 
personality. 

AN EARLY HYPOTHESIS AND AN 
EARLY STUDY 

It was McDougall (1932), at the time a leading theo- 
retician, who first proposed that “personality may to 
advantage be broadly analyzed into five distinguish- 
able but separable factors” (p. 5) .  Soon thereafter, 
Thurstone (1934) reported a factor analysis of 60 
trait adjectives in terms of five factors and expressed 
his surprise at finding “that the whole list of sixty 
adjectives can be accounted for by postulating only 
five independent common factors” (p. 13). 

Thus, almost 70 years ago, a model was pro- 
posed by a well-known personality theorist, McDou- 
gall, and a clear empirical demonstration of it was 
provided by an eminent psychometrist, Thurstone. 
Thurstone’s article appeared on page 1 (Vol. 41) of 
Psychological Review and had previously been an es- 
sential part of his presidential address to the Ameri- 
can Psychological Association. This was hardly an 
obscure introduction by an unknown, yet almost 50 
years were to pass before theorists were to take this 
model seriously as a worthwhile framework for their 
research. 

There are many reasons for the failure of others 
to follow up on Thurstone’s pioneering study. One is 
that a factor analysis, as carried out before the days 
of computers, was an incredibly difficult and time- 
consuming undertaking. Analysis of even a 30- 
variable problem was a daunting task that could 
suggest many weeks of clerical work filled with the 
possibility of errors of calculation at every turn. 
Thurstone’s study, based on a sample of 1,300 sub- 
jects and 60 variables, stood alone, Promethean and 
awe inspiring, for many years. Until Cattell (1947, 
1948) undertook his studies in the following de- 
cade, no one apparently had the courage to under- 
take a study of this magnitude. 

Second, Thurstone, like so many other early pio- 
neers of the FFM, did not follow up on his finding 
but turned to other pursuits, notably the field of in- 
telligence. Quite possibly, had he devoted years of 
work and writing to the implications of his finding, 
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we would today know the model as the “Thurstone 
Five.” 

Later, other investigators would emulate Thur- 
stone both in noting that five factors appeared to 
explain the variability in trait ratings and in failing 
to pursue the implications of their findings beyond a 
published report or two. Thus, Fiske (1949), Tupes 
and Christal (19611, and Borgatta (1964) published 
analyses of trait ratings that corroborated and ex- 
tended Thurstone’s findings, yet for one reason or 
another-other commitments or other interests, 
perhaps-none of these authors went beyond their 
initial reports. 

A third reason for the model’s tardy reception 
may be traced to the manner in which psycholo- 
gists, including those interested in the topic, gener- 
ally viewed the field of personality. As a glance at 
the textbooks written during the past 50 years will 
confirm, the field has been long on grand theory 
and short on systematic research. Generally, research 
has been undertaken to test some aspect of person- 
ality theory, such as Freud’s theory of repression or 
Erikson’s theory of personality development. 

In addition, as noted by Carver and Scheier 
(19881, theory and research in personality have been 
characterized by two quite different approaches. One 
has been an interest in intrapersonal phenomena, as 
opposed to individual differences. The former is in 
the grand tradition, characteristic of continental Eu- 
ropean tradition, of the search for human identity; 
the latter, in the tradition of English and American 
psychometrics. These very different approaches are 
suggestive of Snow’s (1959) distinction between the 
“two cultures,“ one with its roots in literature, phi- 
losophy, and the arts and the other with its roots in 
science and technology. One cannot easily imagine 
an Erikson, a Maslow, or their followers giving close 
attention to a factor analysis of a set of rating scales. 

Finally, the approach to personality study that 
has been generally known as the “factor approach,” 
dominated by the work of Cattell (e.g., 1943, 1947, 
1948, 1957, 1965), Eysenck (e.g., 1947, 19701, and 
to some degree Guilford (e.g., 1959, 1975), has not 
been persuasive to personologists or others-and 
for good reason. Were there 16 or more factors-or 
only 3? Is CattellS Extraversion the same as Guil- 

ford’s? HOW could the application of a standard sta- 

tistical technique, factor analysis, produce such dif- 
ferent systems? For years, the systems of Cattell, 
Eysenck, and Guilford have appeared to represent 
the results of organizing the field of personality de- 
scriptors by use of factor analysis: two systems (Cat- 
tell’s and Guilford’s), both rather complex yet dif- 
ferent from each other in many respects, and 
Eysencks, different from both in its simplicity and 
in its higher level of abstraction. How could three 
reputable investigators, using the same technique, 
arrive at three such different systems? Small wonder 
that many researchers cast a dubious eye toward fac- 
tor analysis as a means of bringing order to the 
field. 

FIVE-FACTOR SOLUTIONS FROM 
1949 TO 1980 

While the textbooks were devoting space to the Cat- 
tell and Eysenck systems as representative of factor 
theories, a series of studies was slowly building a 
solid, data-based reputation for the FFM. They in- 
clude the work of Fiske (1949), Tupes and Christal 
(19611, Norman (19631, Borgatta (1964), and Nor- 
man and Goldberg (1966). An interesting aspect of 
this work is that although most of these studies 
were conducted independently, generally with no 
preconception as to outcome, they are in substantial 
agreement. 

Fiske’s study was done in conjunction with the 
Michigan Veterans Administration (VA) Selection Re- 
search Project (Kelly & Fiske, 1951). Cattell served 
as consultant for the project, with the result that 22 
of his rating scales were used in the study. Using 
these scales, VA trainees were rated by peers, by 
evaluators, and by themselves. Fiske conducted fac- 
tor analyses of the three sets of correlations and, like 
Thurstone 15 years before him, could find evidence 
for no more than five factors. Furthermore, in many 
respects, his interpretation of these factors was not 
very different from current interpretations (see Dig- 
man & Takemoto-Chock, 1981). The study, impres- 
sive for its time, was reported in a journal usually 
circulated among personality researchers, but it had 
little impact on the field. 

sequently used 30 of Cartelk scales in a study of 
Another consultant to the VA Project, Tupes, sub- 
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U.S. Air Force trainees. Analysis of the data sug- 
gested the presence of only five broad factors (Tupes 
& Christal, 1961). Intrigued by this, these investiga- 
tors reanalyzed the correlations of Cattell and Fiske 
and found them to be in good agreement with their 
own analyses. Not only was agreement impressive 
with respect to the number of factors, but the fac- 
tors appeared to be remarkably similar in content 
across the three different studies. Tupes and Christal 
interpreted these robust five factors as Surgency (or 
Extraversion), Agreeableness, Conscientiousness, 
Emotional Stability, and Culture. 

Shortly thereafter, Norman (1963), using 20 of 
the Tupes-Christal scales, reported a successful rep- 
lication of their results. Borgatta (1964), familiar 
with the Tupes-Christal study devised a set of be- 
havior descriptors that were used by subjects in a 
study of interactions in small group discussion. 
Analysis of the scaled descriptors produced five fac- 
tors very similar in content to the Tupes-Christal 
factors, except for the Culture factor, which Borgatta 
felt was better interpreted as Intelligence. 

Here, then, by the middle 1960s, were all the in- 
gredients needed for systematic research in personal- 
ity: five robust trait dimensions that had been origi- 
nally suggested by an insightful theorist, McDougall, 
and by a pioneering study by a well-known psy- 
chometrist, Thurstone, and clearly demonstrated by 
four independent studies, all of which were in good 
agreement. Yet until very recently, few investigators 
knew of these studies, and the standard textbooks 
ignored them completely 

Why were these studies almost completely ig- 
nored? .As I have noted elsewhere (Digman, 19901, 
the times were not right for the model to catch the 
attention of personality researchers. For one thing, 
the 1960s and 1970s witnessed an enthusiasm for 
behaviorism, with its disdain for anything so subjec- 
tive as “personality” or ratings. Another factor was 
the rift between social psychologists and personality 
psychologists, the former seemingly demonstrating 
the vastly greater importance of the situation in de- 
termining behavior compared with personality traits. 

THE 1980s AND THEREAFTER 

In the early 1980s, three independent lines of re- 
search converged on the FFM as the most appropri- 

ate model for ordering the myriad specific constructs 
of personality. One line was a revival of interest in 
the model for the field of personality ratings; a sec- 
ond, studies of the structure of the language of per- 
sonality descriptors; the third, analyses of personal- 
ity inventories. 

My own conversion to the FFM followed unsuc- 
cessful attempts to replicate a more complex model 
of child personality as measured by teacher ratings 
(Digman, 1963, 1972). A meta-analysis of several 
studies (Digman & Takemoto-Chock, 1981) demon- 
strated the robustness of the five-factor solution: 
“Regardless of whether teachers rate children, officer 
candidates rate one another, college students rate 
one another, or clinical staff members rate graduate 
trainees, the results are pretty much the same” (pp. 
164-165). Other studies (Digman & Inouye, 1986; 
Goldberg, 1980, 1982, 1990; John, 1989; McCrae & 
Costa, 1985, 1989) amply confirmed this. 

The second line of research to converge on the 
FFM as the appropriate model was the systematic 
work over the years of Goldberg and his associates 
on the structure of the everyday language of person- 
ality descriptors (Goldberg, 1980, 1981, 1982, 
1990; Hampson, 1988; Hampson, John, & Gold- 
berg, 1986). An essential aspect of this work per- 
taining to the FFM is its investigation of the hierar- 
chical nature of the language of personality, 
extending from the most specific-and most precise 
-terms, such as quiet, to such broad terms as Ex- 
traversion, which like other FFM constructs subordi- 
nates a broad domain of related, lower level 
constructs. 

Suggestions that the FFM might be noted in the 
structure of personality inventories as well (Amelang 
& Borkenau, 1982; Digman, 1979; Goldberg, 1981; 
Hogan, 1983) led to several studies that confirmed 
this (Costa & McCrae, 1988a, 1988b; McCrae & 
Costa, 1987, 1989). Thus, the Sixteen Personality 
Factor Questionnaire (Cattell, Eber, & Tatsuoka, 
1970), the Guilford-Zimmerman Temperament Sur- 
vey (Guilford & Zimmerman, 1949), the Personality 
Research Form (Jackson, 19741, the Myers-Briggs 
Type Indicator (Myers & McCauley, 19851, the 
Eysenck Personality Inventory (Eysenck & Eysenck, 
1964), and the California Q-Set (Block, 1961) repre- 
sent some or all of the FFM. 
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The structure of the language of personality, as 
represented in ratings of self and of others, thus ap- 
pears to be as well established as any principle com- 
ing from empirical research in psychology. Further- 
more, when subjects report in inventories what they 
typically do and what they typically feel, the organi- 

zation of such behavior and emotion into scales ap- 
pears to fall into the FFM pattern as well. 

LOOKING BACK 

Eriksen (1957), reviewing the research efforts of a 

previous generation, was hopeful that the applica- 
tion of factor analysis to the complexities of person- 
ality traits would clarify the field. It appears that it 
has done just that: Five broad trait dimensions ap- 

pear to encompass the common features of just 
about all of the more specific characteristics of per- 
sonality traits. 

But why did it take more than a half century to 
establish this principle when it was clearly suggested 

so long ago by McDougall and by Thurstone? The 
question is disturbing because it suggests that the 
progress of science is not as straightforward or as ra- 
tional as it is generally assumed to be. I have pro- 
posed some reasons for the slow acceptance of the 

model. However, only one of these, the difficulty of 

carrying out a factor analysis in the precomputer 
era, seems reasonable. The others suggest that such 

research ran contrary to the paradigms-or fashions 
-of the day. Perhaps the times and paradigms are 
different today and a well-grounded theoretical 
model of personality has at last been accepted. 
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C H A P T E R  3 

TOWARD A DIMENSIONAL 
MODEL FOR THE 

PERSONALITY DISORDERS 
Thomas A. Widiger and AllenJ. Frances 

The purpose of this chapter is to review the con- 
ceptual and empirical support for a dimensional 
classification of personality disorders, focusing in 
particular on the five-factor model (FFM). The 
question of whether mental disorders are opti- 
mally classified categorically or dimensionally is 
an ongoing debate (Blashfield, 1984; Kendell, 
1975). The issue is particularly pertinent to the 
topic of personality disorders given the tradition 
to measure personality with dimensions rather 
than typologies (Frances, 1982; Gangestad 0s Sny- 
der, 1985; Livesley, 1985; Widiger & Frances, 
1985). 

The third edition, revised, of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM-III-R; 
American Psychiatric Association, 1987) personal- 
ity disorder diagnoses are categorical. I t  has been 
suggested that because the DSM-111-R diagnoses 
involve a determination of the number of person- 
ality disorder symptoms, the DSM-111-R uses a hy- 
brid model that already recognizes and includes a 
dimensional assessment of each patient (Millon, 
1991). However, in practice, the DSM-111-R is used 
and interpreted to make categorical distinctions 
(Carson, 1991). One does convert the number of 
symptoms to a categorical distinction on the basis 
of a cut-off point along a scale (e.g., five of eight 
for the borderline diagn-osis), but the diagnosis 
that is recorded concerns the presence or absence 

of a personality disorder. Clinicians thereafter refer 
to the presence or absence of a personality disor- 
der, not the degree to which a personality style is 
maladaptive or the extent to which each personal- 
ity disorder is present. 

The number of symptoms possessed by each 
patient is assessed to indicate not the extent to 
which a person is borderline but the likelihood 
that a person has borderline personality disorder 
(BDL). The BDL criteria set provides not a scale to 
indicate the degree to which a person is maladap- 
tively borderline but a set of fallible indicators for 
determining the category (presence vs. absence of 
BDL within which the patient falls). An analog 
would be a set of fallible indicators (e.g., a list of 
interests, opinions, or attitudes) that could be 
used either to indicate the likelihood that one is 
male (a categorical classification) or to indicate the 
degree to which one is masculine (a dimensional 
classification). The DSM-III-R criteria sets could be 
used to indicate the extent to which a person is 
borderline, but they are instead used to indicate 
whether the personality disorder is either present 
or absent. 

In this chapter, we discuss the advantages and 
disadvantages of the categorical and dimensional 
models of classification. We then discuss the 
empirical data that are relevant to the respective 
validity of these two perspectives, focusing 

This chapter is an extended and updated version of previously published material (Widiger. 1991, 1993). 
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in particular on the empirical support for the 
FFM. 

ADVANTAGES OF THE 
CATEGORICAL APPROACH 

Three major advantages of the categorical approach 
have been cited in the literature: (a) ease in concep- 
tualization and communication, (b) familiarity, and 
(c) consistency with clinical decision making. We 
discuss each of these advantages in turn. 

Ease in Conceptualization 
and Communication 
A categorical model is simpler than a dimensional 
model in some respects. It is simpler to consider a 
person as having or not having a disorder than it is 
to consider various degrees to which a person might 
have a disorder; similarly, it is simpler to consider 
the presence of one, two, or three disorders than it 

is to consider a profile of degrees to which all of the 
various disorders are present. It  is easier to commu- 
nicate the presence of one or two categorical diag- 
noses than it is to recall and transmit a profile of 
scores along five or more dimensions. Also one cate- 
gory (e.g., BDL) can communicate a great deal of 
vivid information (Frances, 1993). 

Diagnosis within a categorical model requires 
only one decision: whether the person does or does 
not have a particular personality disorder. Diagnosis 
within a dimensional model requires more specific 
and detailed assessment, increasing the complexity 
of clinical diagnosis. To the extent that a dimen- 
sional model retains more information than a cate- 
gorical model, it requires the obtainment and the 
communication of more information. 

For example, it could be apparent that a patient 
does not have a histrionic, a dependent, a border- 
line, an avoidant, a narcissistic, or an antisocial per- 
sonality disorder. The patient might have a few 
symptoms of each of these disorders but not have 
enough to suggest that any of these disorders is 
present. The clinician could then simply ignore the 
diagnostic criteria for all of these disorders, focusing 
instead on the one or two personality disorders most 
likely to be present. With a dimensional model, a 
comprehensive assessment would require considera- 

tion of all of the dimensions, even if only a few 
symptoms were present for any one of them. 

Familiarity 
The second major advantage of the categorical sys- 
tem is that it is more familiar to clinicians. All previ- 
ous versions of the DSM personality disorder diag- 
noses and all of the other diagnoses within 
DSM-111-R are categorical. It would represent a major 
shift in clinical practice to convert to a dimensional 
system (Frances, 1990). The categorical approach is 
also consistent with the neo-Kraepelinian emphasis 
on identifyng homogeneous, distinct syndromes 
(Guze & Helzer, 1987; Klerman, 1986). The con- 
cept of disorder implies to many clinicians the pres- 
ence of a distinct syndrome that is in some respects 
qualitatively different from normality. 

The DSM has always used a categorical format 
for clinical diagnoses, and it would be a major dis- 
ruption to clinical practice to replace the Axis I1 
personality disorders with the FFM dimensions 
(Frances, 1993). Such a major revision would likely 
result in considerable opposition by many clinicians 
and researchers (Zimmerman, 1988). The criteria for 
revisions to the American Psychiatric Association’s 
nomenclature are much more conservative for the 
fourth edition of the DSM (DSM-IV; American Psy- 
chiatric Association, 1994) than they were for the 
third edition (DSM-III; American Psychiatric Associa- 
tion, 1980) or DSM-111-R (Frances, Widiger, & Pin- 
cus, 1989). In the absence of clear guidance as to 
how the FFM would be used to guide the forensic, 
disability, insurance, and clinical decisions that are 
currently guided by the DSM-111-R Axis I1 personal- 
ity disorders, it might not be practical or realistic to 
replace Axis I1 with the FFM. 

Consistency With Clinical Decisions 
A third argument in favor of the categorical model is 
that clinical decision making tends to be categorical. 
A primary function of diagnosis is to suggest treat- 
ment, and treatment decisions are not usually in 
shades of gray One either hospitalizes or one does 
not; one either prescribes a medication or one does 
not. If treatment, insurance, forensic, and other clin- 
ically relevant decisions were along a continuum 
rather than being largely categorical, then the diag- 
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nostic system would likely have been more quantita- 
tive than qualitative. 

categories to facilitate their decision making. The 
Minnesota Multiphasic Personality Inventory (MMPI; 
Hathaway & McKinley, 1967), for example, provides 
the potential for making detailed assessments along 
a number of dimensions., yet it is often converted to 
typological code types. One might then question the 
advantage of potentially increasing the work and 
complexity of diagnosis by requiring ratings along a 
continuum that are then ignored in clinical practice. 

Many clinicians convert a dimensional system to 

DISADVANTAGES OF THE 
CATEGORICAL APPROACH 

The only ambiguity that occurs within the categori- 
cal model is the decision regarding presence versus 
absence. If the case is not a literally borderline con- 
dition, then the diagnosis i s  often straightforward. 
With a dimensional model, there is the potential for 
a variety of difficult and ambiguous decisions for 
every patient. For example, even if a personality dis- 
order LS clearly present, a dimensional classification 
still requires an assessment of whether the person is 
moderately or severely disordered. 

In practice, however, the DSM-111-R categorical 
system can be more complex and cumbersome than 
can a dimensional model. The current system re- 
quires the assessment of 104 diagnostic criteria. A 
systematic and comprehensive assessment of the 11 
DSM-HI-R personality disorders usually requires 2 hr 
but can take over 4 hr (e.g., Loranger, 1988; Pfohl, 
Blum, Zimmerman, & Stangl, 1989). Although 2 hr 
is substantial, even this amount of time allows for 
an average of only 1 min and 9 sec to assess each 
personality disorder criterion. A systematic and com- 
prehensive assessment of five dimensions would re- 
quire much less time and effort. The categorical sys- 
tem 1s easier to use only if one fails to conduct a 
comprehensive or systematic assessment (e.g., ignor- 
ing most of the categories). Clinicians, in fact, rarely 
provide a complete assessment of the DSM-III-R per- 
sonality disorders because it is neither feasible nor 
practical (e.g., Morey & Ochoa, 1989; Pfohl, 
Coryell, Zimmerman, Q Strangl, 1986). As a result, 
chart diagnoses contain substantially fewer diagnoses 

than would be provided by a semistructured inter- 
view. This may not be so much a failing of the clini- 
cian as perhaps a failing of the nomenclature 
(Frances, Pincus, Widiger, Davis, & First, 1990). 

ADVANTAGES OF THE 
DIMENSIONAL APPROACH 

The major advantages of the dimensional system are 
(a) resolution of a variety of classificatory dilemmas, 
(b) retention of information, and (c) flexibility. We 
discuss each of these advantages in turn. 

Classificatory Dilemmas 
The ease in conceptualizing and communicating the 
categorical model is advantageous only if the model 
provides accurate information. To the extent that it 
involves the loss of valid information, it is likely to 
impair decision making and contribute to classifica- 
tory dilemmas. One difficulty with a categorical dis- 
tinction is identifyng a nonarbitrary boundary. In 
DSM-111 and DSM-111-R, only the number of criteria 
needed to establish a diagnosis or “cut-off points” 
for the schizotypal disorder and BDL are based on 
empirical data (Spitzer, Endicott, & Gibbon, 1979), 
and subsequent research indicates that the cut-off 
points would have been different if the data had 
been collected in different settings (Finn, 1982; Wi- 
diger, Hurt, Frances, Clarkin, & Gilmore, 1984). 

The arbitrary nature of the cut-off points is not 
problematic for prototypical cases, but it is problem- 
atic for cases closer to the boundaries. Cases near 
the boundaries of a categorical distinction are not 
adequately characterized by the category on either 
side (i.e., either presence or absence of the disor- 
der). For example, Widiger, Sanderson, and Warner 
(1986) indicated that with respect to MMPI profile 
scores, patients with five BDL symptoms (i.e., pa- 
tients with the disorder) were more like patients 
with four symptoms or fewer (i.e., patients without 
the disorder) than they were like patients with more 
than five symptoms (i,e., other patients with the dis- 
order). 

The cut-off points provided in the DSM-III-R are 
clearly problematic. One does not need any external 
validator to recognize that there are problems with 
the prevalence rates and with multiple diagnoses 

25 



Widiger and Frances 

(Morey, 1988b; Widiger & Rogers, 1989). Some di- 
agnoses occur too often (e.g., BDL), and some too 
infrequently (e.g., schizoid). Patients may meet the 
criteria for as many as 5 ,  6, 7, and even 11 person- 
ality disorder diagnoses. The average number of per- 
sonality disorder diagnoses per patient has been re- 
ported to be 2.8 (Zanarini, Frankenburg, Chauncey, 
& Gunderson, 1987), 3.75 (Widiger, Trull, Hurt, 
Clarkin, & Frances, 19871, and 4.6 (Skodol, Ros- 
nick, Kellman, Oldham, & Hyler, 1988). 

Nurnberg et al. (1991) assessed the comorbidity 
of DSM-111-R BDL with the other Axis I1 personality 
disorders in 110 outpatients. Twenty percent (n  = 

22) met the DSM-111-R criteria for BDL, with 82% of 
these having at least one other personality disorder 
diagnosis. These investigators concluded that the 
overlap was extensive and not confined to any one 
of the three broad clusters in which DSM-111-R or- 
ganizes the personality disorders. Nurnberg et al. 
(199 1) suggested that “borderline personality disor- 
der appears to constitute a broad, heterogeneous cat- 
egory with unclear boundaries” (p. 1371) and that 
“a better understanding of personality disorder 
awaits a paradigmatic shift away from discrete noso- 
logic categories to alternative models” (p. 1376). 

The arbitrariness of the categorical distinctions 
contributes to diagnostic dilemmas and diagnostic 
disagreements. To the extent that the presence- 
versus-absence distinction is arbitrary, clinicians are 
required to make major distinctions, for which there 
is no valid or meaningful distinction. If the distinc- 
tion between the presence versus absence of an 
avoidant personality disorder is arbitrary, then it is 
understandable that there has been substantial dis- 
agreement and poor reliability (Angus & Marziali, 
1988; Mellsop, Varghese, Joshua, & Hicks, 1982). 
All studies that have compared interrater reliability 
of the categorical models with that of the dimen- 
sional models have found better reliability for the 
latter (e.g., Heumann & Morey, 1990). 

A more dimensional rating (e.g., degrees of se- 
verity) also includes arbitrary distinctions-in fact, 
more of them. But the availability of additional op- 
tions is less problematic. For example, it is less 
problematic or controversial to determine whether 
someone has four versus five symptoms of BDL than 
it is to determine whether the disorder is either 

present or absent. Four or five symptoms out of 
eight (borderline) symptoms is still within a literally 
borderline range, but presence versus absence sug- 
gests qualitatively distinct and substantially different 
conditions. The distinction of four versus five symp- 
toms is as arbitrary as is presence versus absence, 
but the impact of the arbitrariness is less severe. 

The accepted thresholds for the DSM-111-R diag- 
noses are also somewhat misleading. Even if there is 
a consensus that a person has BDL when five of the 
eight criteria are present, there will still be consider- 
able disagreement regarding the threshold for the 
presence of each criterion. The point at which a per- 
son has clinically significant identity disturbance, af- 
fective instability, or chronic feelings of emptiness 
and boredom is undefined in DSM-111-R and proba- 
bly cannot be defined in any manner that would not 
be arbitrary Research programs have obtained ade- 
quate levels of interrater reliability for the diagnosis 
of BDL, but this is typically the result of developing 
local operational criteria for each symptom that are 
unlikely to agree with the operationalizations used at 
another research site or with another semistmctured 
interview (Angus & Marziali, 1988; Kavoussi, Coc- 
caro, Klar, Bernstein, & Siever, 1990). 

Retention of Information 
The second advantage of the dimensional approach 
is the retention of information. Members and non- 
members of a category tend not to be homogeneous 
with respect to the criteria used to make the diagno- 
sis. There are 93 different ways to meet the DSM- 
III-R criteria for BDL (Clarkin, Widiger, Frances, 
Hurt, & Gilmore, 1983) and 848 different ways to 
meet the DSM-111-R criteria for antisocial personality 
disorder (not even counting the number of different 
ways to meet the criteria for the conduct disorder 
and parental irresponsibility items), yet only one di- 
agnostic label (i.e., presence of the disorder) is given 
to characterize all of these cases. There are 162 dif- 
ferent possible combinations of BDL symptomatol- 
ogy in people who do not have BDL, and all of 
these cases are simply labeled as “not having the 
disorder.” 

The handicap to research (and clinical practice) 
of the failure of the categorical system to adequately 
characterize personality disorder pathology was dis- 
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cussed by McGlashan (1987). McGlashan was re- 
searching the comorbidity of BDL and depression 
and needed a comparison group of subjects with de- 
pression but without BDL. He therefore obtained a 
group of depressed subjects who did not meet the 
DSM-III criteria for BDL. However, these subjects 
had on average three of the BDL criteria. 

In short, the “pure” . . . cohort was not 
pure. . . . The result is that our compari- 
son groups, although. defined to be categor- 
ically exclusive, may not have been all 
thut dijerent, afact  which, in turn, may 
uccount for some of the similarities [be- 
tween the supposedly pure depressives and 
h e  borderlines]. (p. 472) 

In other words, the subjects diagnosed as not having 
BDL did in fact have BDL pathology. McGlashan 
therefore concluded that the DSM “emerges as 
poorly constructed for the study of comorbidity” 

DSM-III-R adopted a polythetic format for the 
categorical diagnoses ( i t . ,  multiple, optional criteria) 
in recognition that patients do not fit neatly into 
distinct categories (Spitzer, 1987). Not all BDL, his- 
trionic, or avoidant patients are alike with respect to 
the degree or manner in which they are borderline, 
histrionic, or avoidant (Livesley, 1985; Widiger & 
Frances, 1985). However, accepting this heterogene- 
ity does not resolve the problems that arise from the 
heterogeneity, given that the polythetic categories 
tend lo be inadequate for providing sufficiently pre- 
cise information regarding the individual patient 
(Widiger & Kelso, 1983). Categories do provide 
vivid and clear images of each personality disorder, 
thereby facilitating communication, but to the extent 
that the patient is not a prototypical case, the com- 
munication is misleading and stereotypical (Cantor 
& Genero, 1986; Schacht, 1985). The categorical 
format is simpler, but this simplicity can be at the 
expense of not recognizing the complexity that actu- 
ally exists. 

A dimensional model diminishes stereotyping by 
providing more precise information. The heterogene- 
ity is retained and informs clinical decisions. It is, in 
fact, a paradox that for a diagnosis in which reliabil- 
ity and validity are very problematic (e.g., Mellsop 

(p. 473). 

et al., 1982), reliable and valid information is ex- 
cluded from the classification. The ordinal-interval 
scales that are inherent to the dimensional model 
have more statistical power, yet DSM-III-R currently 
uses nominal scales. One would expect that one 
would want to be as accurate as possible when diag- 
nosing BDL pathology; describing personality symp- 
tomatology; and determining empirically the famil- 
ial, treatment, or other correlates of a personality 
disorder (Widiger, 1993). 

Flexibility 
A final advantage of the dimensional approach is its 
flexibility. The categorical format does have advan- 
tages. Perhaps its greatest advantage is its compati- 
bility with clinical decision making. This advantage, 
however, can be retained within a dimensional 
model by simply providing cut-off points. A conver- 
sion from the categorical to the dimensional format, 
however, is not possible. Once the categorical diag- 
nosis is provided, the ability to return to a more 
precise classification (e.g., the number of personality 
disorder symptoms) cannot be recovered. Many cli- 
nicians do convert an MMPI dimensional profile to a 
categorical code type, but most prefer to be pro- 
vided with a dimensional profile that they can then 
convert according to their specific clinical needs. 
Some coding systems are more preferable in some 
situations than in others. Clinicians often use code 
types, but the code types that they use \ x y  across 
situations and clinical decisions. The dimensional 
model allows the option of different cut-off points 
for different decisions and different clinical issues 
(Finn, 1982; Widiger et al., 1984). 

A handicap of DSM-III-R is that it must respond 
to a variety of needs (Frances et al., 1990). It pro- 
vides the nomenclature used for decisions regarding 
hospitalization, medication, psychotherapy, insurance 
coverage, scientific research, criminal responsibility, 
disability, and so forth. It is unlikely that the diag- 
nostic thresholds for each of the categories in DSM- 
III-R will be optimal for all of these needs (Kendler, 
1990). The points at which BDL traits likely will re- 
sult in a depressive mood disorder, will be respon- 
sive to medications, will be too problematic for 
some forms of psychotherapy (e.g., group or ge- 
stalt), should receive insurance coverage for their 
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treatment, will need hospitalization for their treat- 
ment, will be so disabling as to warrant govern- 
mental assistance, or will significantly impair the 
ability of the person to conform to the requirements 
of the law are not the same. All of these decisions 
are currently guided by one diagnostic threshold 
that is unlikely to be optimal for all of these needs 
(Widiger & Trull, 1991). 

DISADVANTAGES OF THE 
DIMENSIONAL APPROACH 

A major limitation of the dimensional approach, 
particularly the FFM, may be the lack of apparent 
clinical utility (Frances, 1993). Clinicians are much 
more familiar with the treatment implications of the 
borderline, dependent, schizotypal, and narcissistic 
personality disorder diagnoses than they are with the 
treatment implications of excessive agreeableness, 
conscientiousness, or extraversion. It is also unclear 
how one would use the FFM within clinical prac- 
tice. Most clinicians rely on interviews to assess per- 
sonality disorders, and most researchers currently fa- 
vor the use of semistructured interviews over 
self-report inventories. As yet, there is no explicit 
guidance as to how one would assess the various 
levels of introversion, conscientiousness, or neuroti- 
cism with a clinical interview or the facets within 
any one of these broader domains. 

could impede the effort to discover and validate dis- 
crete syndromes and specific etiologies and treat- 
ment (Gunderson, Links, & Reich, 1991). A surface 
continuum can conceal underlylng discontinuities 
(e.g., different viruses produce similar symptomatol- 
ogy that overlap on a continuum but are in fact 
qualitatively distinguishable on immunological 
grounds). The empirical questions are whether there 
are, in fact, latent-class taxons, and, more simply, 
whether a categorical or a dimensional model is 
more consistent with the research on personality dis- 

It has been suggested that a dimensional system 

lidity, concurrent and predictive validity, factor and 
cluster analyses, multimodality, and a host of taxo- 
metric techniques (e.g., discontinuous regression, 
admixture analysis, latent-class analysis, and maxi- 
mum covariation analysis). We discuss in turn each 
of these methods that have been applied to the per- 
sonality disorders. 

Face Validity 
It is evident that theorists and researchers are not in 
agreement with respect to which model of classifica- 
tion is preferable. The authors of review articles who 
have argued in favor of the dimensional format for 
the personality disorders include Adamson (l989), 
Clarkin and Sanderson (19931, Cloninger (1987, 
1989), Costa and McCrae (1992), Eysenck (1986, 
1987), Gorton and Akhtar (1990), Grove and Telle- 
gen (1991), Kato (1988), Kiesler (1991), Kroll 
(1988), Livesley (1991), McLemore and Brokaw 
(1987), McReynolds (1989), Plutchik and Conte 
(1985), Schacht (1985), Stone (1992), Tyrer (1988), 
Vaillant (1984), Widiger and Kelso (1983), and J.  
Wiggins (1982). Some, however, have argued for re- 
taining the categorical approach (i.e., Frances, 1990, 
1993; Gunderson, 1987; Gunderson et al., 1991; 
Millon, 1981; Spitzer & Williams, 1985; 0. E Wig- 
gins & Schwartz, 1991). Others have been more 
neutral or at least unclear in their position (e.g., Ak- 
iskal, 1989; Blashfield, 1984; Frances, 1982; Kern- 
berg, 1984; Millon, 1990; Oldham, 1987; Robins & 
Helzer, 1986; Rutter, 1987). 

It is also unclear whether practicing clinicians 
prefer a categorical or a dimensional format. A vari- 
ety of surveys regarding DSM-III and DSM-III-R have 
been conducted, but none has surveyed clinicians 
with respect to whether they prefer a categorical or 
a dimensional format for diagnosing personality dis- 
orders. Hine and Williams (1975) suggested that 
there would be little difficulty in obtaining accep- 
tance of a dimensional approach within psychiatry 
based on their emtirical studv with medical stu- 

orders. 
dents. Kass, Skodol, Charles, Spitzer, and Williams 

EMPIRICAL SUPPORT FOR THE 
DIMENSIONAL MODEL 

(1985) indicated that feedback -from staff and train- 
ees during their study indicated that a 4-point sever- 
ity rating was both feasible and acceptable in routine 

A variety of data are relevant to the issue of empiri- 
cal support, including (but not limited to) face va- 

clinical practice. Maser, Kaelber, and Weise (1991) 
surveyed 146 psychologists and psychiatrists from 
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42 countries not including the United States and 
found that 89% considered DSM-III-R to be at least 
fairly successful in providing diagnostic categories. 
However, this survey question concerned all of the 
disorders considered together. Specifically, “the per- 
sonality disorders led the list of diagnostic categories 
with which respondents were dissatisfied” (Maser et 
al., 1991, p. 275). Maser et al. did not ask whether 
the respondents would prefer a more dimensional 
classification. 

Concurrent and Predictive Validity 
Many studies have obtained statistically significant 
differences on a variety of variables between patients 
with a personality disorder and patients without the 
respective disorder (Gunderson & Zanarini, 1987). 
These findings are consistent with and have been 
cited as support for the categorical model of classifi- 
cation (Cunderson, 1987). However, although these 
findings do suggest that a valid construct is mea- 
sured by the diagnostic algorithm, they are not at all 
informative with respect to the question of whether 
the construct is a category or a dimension (Grove & 
Andreasen, 1989; Kendell, 1975). One can take any 
continuum, such as height or IQ, define two groups 
on the basis of scores along the continuum ( e g ,  IQ 
scores from 70 to 85 and from 86 to 1001, and ob- 
tain stat istically significant differences between the 
groups with respect to variables associated with the 
continuum (e.g., educational achievement, family 
history, or parental education). 

A more compelling datum is whether the 
strength of the relationship between the diagnostic 
construct and an external variable is increased or 
decreased when it is dichotomized. A dimensional 
variable shows reduced relationships with external 
variables when it is dichotomized, whereas a truly 
dichotomous variable shows decreased relationships 
or at least no change when it is dimensionalized 
(Cohen & Cohen, 1975). The former occurs as a re- 
sult of the loss of information; the latter occurs as a 
result of the inclusion of irrelevant, invalid informa- 
tion (Miller & Thayer, 1989). 

Of the personality disorder studies that reported 
results with the data analyzed both categorically and 
dimensionally, results in all but one favor the di- 
mensional analyses (e.g., Hart & Hare, 1989; Heu- 

mann & Morey, 1990; H o g ,  Jackson, Rudd, & Ed- 
wards, 1990; Hyler et al., 1989; Kavoussi et al., 
1990; Loranger, Susman, Oldham, & Russakoff, 
1987; Nazikian, Rudd, Edwards, &Jackson, 1990; 
O’Boyle & Self, 1990; Reich, Noyes, & Troughton, 
1987; Skodol, Oldham, Rosnick, Kellman, & Hyler, 
1991; Standage & Ladha, 1988; Walton, 1986; Wi- 
diger & Sanderson, 1987; Widiger et al., 1987, 
1991; Zimmerman & Coryell, 1990; Zimmerman, 
Pfohl, Coryell, Stangl, & Corenthal, 1988). The ex- 
ception was obtained by Zimmerman and Coryell 
(1989) in a case in which there was a ceiling effect, 
with both the categorical and dimensional ratings 
obtaining maximal reliability values. The consistency 
of this finding is not a statistical artifact. Rather, it 
indicates that reliable and valid information is lost 
by converting the data to a nominal scale. If the ad- 
ditional information with respect to the degree to 
which a person has a personality disorder were not 
providing reliable or valid information, then includ- 
ing it would have decreased the reliability and valid- 
ity of the diagnosis. 

Factor and Cluster Analyses 
Factor analysis (FA) and multidimensional scaling 
(MDS) have been used to identify the dimensions 
that might underlie or explain the correlation among 
variables. A number of such studies have been con- 
ducted with the DSM-III personality disorders (e.g., 
Blashfield, Sprock, Pinkston, & Hodgin, 1985; Hyler 
& Lyons, 1988; Kass et al., 1985; Millon, 1987; 
Morey, Waugh, & Blashfield, 1985; Widiger et al., 
1987) and with other nomenclatures (e.g., Plutchik 
& Platman, 1977; Presley & Walton, 1973; Tyrer & 
Alexander, 1979). It has been suggested that factor 
analytic results provide support for the dimensional 
approach to classification. Eysenck (19861, for ex- 
ample, suggested that factor analytic studies do not 
support a categorical model because factor scores are 
almost always continuous, with individuals often 
scoring on all of the factors. However, although 
these analyses can indicate the feasibility of such a 
model and the dimensions that might underlie a set 
of variables, the results have not been compelling 
with respect to whether the variable domain is fun- 
damentally categorical or dimensional. The geomet- 
ric model on which scaling and factor analytic tech- 
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niques are based hampers their use for determining 
whether a categorical or a dimensional model is 
most appropriate (Kendell, 1975; Morey, 1988a). 
Factors can be derived from measures of a class var- 
iable. One can identify dimensions of masculinity 
and femininity that are useful and valid in the mea- 
surement of personality, but the underlying variable 
may still be a latent-class taxon. 

A complementary limitation occurs with cluster 
analysis. Cluster analyses are useful in developing 
types or categories by which to classify subjects. 
Morey (1988a) demonstrated through a cluster anal- 
ysis of the DSM-111-R personality disorder criteria 
sets that most of the categorical distinctions in DSM- 
111-R do have empirical support because the cluster- 
ing recreated the DSM-111-R categories (with only a 
few exceptions). However, clustering methods create 
subgroups regardless of whether they actually exist 
(Aldenderger & Blashfield, 1984; Grove Q An- 
dreasen, 1989). Cluster analysis may then be more 
suitable in confirming a particular categorical system 
than in determining whether the categorical system 
is more valid than a dimensional one. 

An application of FA that is relevant to the ap- 
propriateness of a dimensional versus a categorical 
model is the comparison of factor solutions across 
groups that are purportedly distinct with respect to 
a latent-class taxon. Measures that are highly dis- 
criminating between such groups should not corre- 
late substantially within the groups; nor should the 
factor solution of the intercorrelation among such 
measures replicate across groups (Eysenck, 1987). 
Tyrer and Alexander (1979), for example, reported 
that the factor solutions of the intercorrelations 
among 24 personality variables assessed by a semi- 
structured interview replicated across 65 patients 
with a primary clinical diagnosis of personality dis- 
order and 65 patients with other diagnoses. These 
investigators suggested that the findings support the 
concept of personality disorders as being extreme 
variants of a multidimensional continuum. Similar 
findings were reported by Livesley (1991) using a 
self-report measure of 79 dimensions of personality 
disorder pathology, the intercorrelations of which 
were factor analyzed in a sample of 274 healthy 
subjects and 158 patients. Livesley (1991) con- 
cluded that “a dimensional model is . . . supported 

by empirical evidence that the structure of traits de- 
scribing the features of personality disorder pathol- 
ogy is the same in personality-disordered and non- 
personality-disordered individuals” (p. 53). 

Lack of Empirical Support for Categorical 
Approaches: Evidence From Taxometric 
Analyses 
Multimodality indicates a discontinuity in the distri- 
bution of a variable, thereby suggesting the existence 
of categories or types (Kendell, 1975; Mendelsohn, 
Weiss, & Feimer, 1982). Neither multimodality nor 
a distinct break in the distribution of scores of a 
personality disorder measure has ever been obtained 
with data on personality disorder. Frances, Clarkin, 
Gilmore, Hurt, and Brown (1984) obtained person- 
ality disorder ratings on 76 outpatients and con- 
cluded that “the DSM-111 criteria for personality dis- 
orders do not select out mutually exclusive, 
categorical diagnostic entities. . . . [The] frequency 
of multiple diagnoses supports the argument for a 
dimensional rather than a categorical system of per- 
sonality diagnosis” (p. 1083). Kass et al. (1985) ob- 
tained personality disorder ratings from a consecu- 
tive sample of 609 outpatients and concluded that 
“our data do not lend support to the usefulness of a 
categorical approach” (p. 628). “Since many more 
patients had some [maladaptive] personality traits or 
almost met DSM-111 criteria than actually met the 
full criteria[,] . . . the categorical judgments of 
DSM-111 necessarily resulted in the loss of informa- 
tion” (p. 630). Zimmerman and Coryell (1990) ob- 
tained personality disorder ratings on 808 first- 
degree relatives of patients and normal controls and 
concluded that the “scores are continuously distrib- 
uted without points of rarity to indicate where to 
make the distinction between normality and pathol- 
ogy” (p. 690). Nestadt et al. (1990) obtained histri- 
onic ratings from a representative sample of a local 
community (N = 810) and reported that “this per- 
sonality diagnosis is rather arbitrarily given individu- 
als who extend beyond a cut-off level[;] . . . others 
less severe but similar in the nature of their disposi- 
tional features might have identical symptoms under 
certain life circumstances” (p. 420). Oldham et al. 
(1992) administered both the Structured Clinical In- 
terview for DSM-111-R Personality Disorders (Spitzer, 
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Williams, & Gibbon, 1987) and the Personality Dis- 
orders Examination (Loranger et al., 1987) to 106 
consecutively admitted inpatients. These investiga- 
tors reported substantial comorbidity among the 
personality disorders to the point that they ques- 
tioned the validity of the categorical distinctions 
(particularly for the narcissistic and avoidant person- 
ality disorders and for the distinction between the 
borderline and the histrionic disorders). However, 
they did conclude that .‘there may be merit in main- 
taining the categorical diagnostic system to allow 
further research to be done” (Oldham et al., 1992, 
p. 2lc)). They suggested that in the meantime, clini- 
cians provide the categorical diagnosis when the pa- 
tient meets the criteria for only one or two disor- 
ders: “For patients with more than two disorders, a 
single diagnosis of ‘extensive personality disorder’ 
might be made, with a dimensional description of 
the predominate characteristics” (p. 219). 

Thir absence of multimodality and distinct 
breaks, however, is not conclusive, particularly in 
the absence of any objective technique for interpret- 
ing the results (Gangestad & Snyder, 1985; Hicks, 
1984). The assessment of multimodality should be 
conducted with the full range of personality disorder 
pathology. Such large-scale, epidemiologic research 
has noi. yet been conducted, although the studies by 
Nestadt et al. (1990) and Zimmerman and Coryell 
(1990) may be close enough. 

A compelling approach to the problem of identi- 
fying multimodality is admixture analysis, which ex- 
amines the distribution of canonical coefficient 
scores derived from a discriminant function analysis 
for evidence of bimodality. This technique suggests 
the presence of discrete breaks in the distribution of 
measures of somatoform and psychotic disorders 
(Cloninger, Martin, Guze, & Clayton, 1985). Clo- 
ninger ( 1989) indicated that he used admixture 
analysis with personality disorder data and “found 
that underlying [the] relatively distinct subgroups 
appeared to be multiple dimensions of personality 
that were normally distributed” (p, 140). 

The real take-home message to me is not 
that we do not have methods to detect rel- 
ulively discrete groups but that with psy- 
chiatnc disorders the groups are  not totally 

discrete, and this finding may be consistent 
with extreme syndromes that develop su- 
perimposed on top of underlying dimen- 
sional variation. (p. 140) 

Lenzenweger and Moldin (1990) applied admix- 
ture analysis to items from the Perceptual Aberra- 
tions Scale (Chapman, Chapman, & Raulin, 1978) 
and reported that the results suggested the presence 
of qualitative discontinuities in the distribution of 
schizotypal indicators. Others, however, have been 
somewhat skeptical regarding the power of admix- 
ture analysis to detect latent-class taxons (Grayson, 
1987a, 198713; Grove & Andreasen, 1989). It is pos- 
sible that the lack of sufficiently reliable and valid 
measurement instruments, sampling biases (e.g., 
confining the analysis to a limited range along the 
distribution), and item biases (e.g., items with nar- 
row or skewed levels of difficulty) can distort the 
findings in either direction. 

Additional statistical approaches include latent 
class analysis, discontinuous regression, and maxi- 
mum covariation analysis (MAXCOV; Gangestad & 
Snyder, 1985; Golden 6s Meehl, 1979; Hicks, 1984; 
Mendelsohn et al., 1982). Only MAXCOV has been 
applied to the personality disorders. MAXCOV capi- 
talizes on the fact that the covariation between any 
two signs of a categorical variable is minimized in 
groups of subjects who share class membership and 
is maximized in mixed groups, whereas no such 
variation in covariation is found across levels of a 
dimensional variable (Meehl & Golden, 1982). 
MAXCOV suggests the presence of latent-class tax- 
ons for some personality variables (Gangestad & 
Snyder, 1985; Strube, 1989) and for a “schizoid” 
taxon that would include the full spectrum of schizo- 
phrenic pathology (including the schizotypal, schiz- 
oid, and other personality disorders that might share 
a genetic liability for schizophrenia; Golden & 
Meehl, 1979). Trull, Widiger, and Guthrie (1990) 
applied MAXCOV to the DSM-111-R criteria for BDL. 
The charts of 409 psychiatric inpatients were sys- 
tematically coded for symptoms of dysthymia (a di- 
mensional variable), fallible indicators of biological 
sex (a categorical variable), and BDL. A clear peak 
was found for biological sex, the curve was flat for 
dysthymia, and no middle peak was found for BDL. 
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Tmll et al. concluded that “the results are most con- 
sistent with the hypothesis that [BDL] is optimally 
conceptualized as a dimensional variable” (p. 47). It 
should also be noted, however, that the Trull et al. 
findings were not unambiguous. The MAXCOV 
curve for BDL did not peak in the center of the dis- 
tribution, although it did peak at the end, which 
could be inconsistent using both the dimensional 
and the categorical models. Lenzenweger and Kor- 
fine (1992) obtained the same results using indica- 
tors of schizotypia from the Perceptual Aberrations 
Scale and interpreted the peak at the end of the 
curve to be most consistent with a low-base-rate 
latent-class taxon. 

EMPIRICAL SUPPORT FOR THE 
FIVE-FACTOR DIMENSIONAL MODEL 

Overall, the empirical research does appear to be 
more consistent with a dimensional than a categori- 
cal model of classification. The research indicates 
that reliable and valid information is lost by the use 
of the categorical model and that more reliable and 
valid data are obtained with the dimensional model. 
Studies using more sophisticated statistical tech- 
niques, such as admixture analysis and MAXCOV, 
also give more support to the dimensional model 
than to the categorical model, with perhaps the ex- 
ception of the schizotypal personality disorder (Len- 
zenweger & Korfine, 1992). 

However, this research does not suggest which 
dimensional model is preferable. A variety of dimen- 
sional models have been proposed for personality 
and personality disorders (Clark, 1990; Cloninger, 
1987; Eysenck, 1987; Frances, 1982; Hyler & Ly- 
ons, 1988; Kiesler, 1986; Tyrer, 1988; Widiger & 
Frances, 1985). Many studies have also attempted to 
identify empirically the dimensions that underlie the 
personality disorders (Blashfield et al., 1985; Clark, 
1989, 1990; Costa & McCrae, 1990; Hyler & Lyons, 
1988; Hyler et al., 1990; Kass et al., 1985; Livesley 
& Jackson, 1986; Livesley, Jackson, & Schroeder, 
1989; Lyons, Merla, Ozer, & Hyler, 1990; Millon, 
1987; Morey, 1985, 1986; Morey et al., 1985; Plut- 
chik & Platman, 1977; Presley & Walton, 1973; 
Romney & Bynner, 1989; Schroeder, Wormworth, & 
Livesley, 1992; Strack & Lorr, 1990; Trull, 1992; 

Tyrer & Alexander, 1979; Widiger et al., 1987, 
1991; J .  Wiggins & Pincus, 1989), but there is no 
obvious consistency in the findings (Morey, 1986) 
due in part to the substantial variability in the meth- 
odologies and the unreliability of personality disor- 
der assessment. The studies have varied in the anal- 
yses used (e.g., MDS vs. FA), the methods of data 
collection (e.g., clinical interview, self-report invento- 
ries, and ratings of analogue case studies), the popu- 
lations sampled (e.g., inpatients, outpatients, and 
college students), and the variables analyzed (e.g., 
trait scales and diagnostic ratings). Even when con- 
sistent factor solutions have been obtained across 
studies, the interpretation of these factors has varied 
substantially (Widiger et al., 1991). 

Romney and Bynner (1989) subjected the factor 
analytic solutions of Livesley and Jackson (1986), 
Kass et al. (1985), and Hyler and Lyons (1988) to a 
confirmatory covariance-structure analysis to assess 
the extent to which the results were consistent with 
the interpersonal circumplex (Benjamin, 1993; Kies- 
ler, 1986; Widiger & Kelso, 1983; J. Wiggins, 
1982). The results indicated that the narcissistic, 
paranoid, schizoid, dependent, and histrionic per- 
sonality disorders could be adequately described 
with respect to the interpersonal circumplex dimen- 
sions but that additional dimensions were needed to 
account for the other personality disorders. The in- 
vestigators suggested, for example, that a cognitive 
dimension was needed to represent the compulsive 
personality disorder. 

Widiger et al. (1987) averaged the correlations 
among the personality disorders provided in or ob- 
tained from nine studies (Dahl, 1986; Kass et al., 
1985; Livesley &Jackson, 1986; Millon, 1987; 
Morey, 1988b; Morey et al., 1985; Pfohl et al., 1986; 
Widiger et al., 1987; Zanarini et al., 1987). The av- 
eraged correlations were then submitted to both 
MDS and FA. A four-factor solution was optimal for 
the FA and a three-dimensional solution for the 
MDS. The three MDS dimensions were identical to 
the second through fourth dimensions of the FA. 
Widiger et al. interpreted the first FA dimension as 
representing the five-factor dimension of Neuroti- 
cism. The third MDS and the fourth FA dimensions 
contrasted the compulsive personality disorder with 
other diagnoses, replicating the findings of Kass et 
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al. (1985) and Hyler and Lyons (1988). Neither Kass 
et al. nor Hyler and Lyons, however, offered a sub- 
stantive interpretation for this dimension, dismissing 
it simply as a methodological artifact and therefore 
concluding that the findings supported a three- 
dimensional model [i.e,, the three clusters of odd- 
eccentric, dramatic-emotional, and anxious-fearful). 
Widiger et al. indicated that this factor clearly repre- 
sented the five-factor dimension of Conscientious- 
ness. The remaining two dimensions obtained by 
Widiger et al. were interpreted as representing 
the interpersonal dimensions of introversion- 
extraversion and dominance-submission, which are 
rotated variants of the five-factor dimensions of Ex- 
traversion and Agreeableness (McCrae & Costa, 
1989). Widiger et al., however, did not identify an 
Openness to Experience dimension. 

A consistent difficulty with the FA and MDS re- 
search, however, is the failure to provide an inde- 
pendent measure of the dimensions that are used to 
interpret the FA and MDS solutions. The interpreta- 
tions by the investigators are subjective, inconsistent, 
and readily debatable in the absence of any indepen- 
den[, objective measure. Only seven studies have as- 
sessed empirically the relationship between an inde- 
pendent, objective measure of a dimensional model 
and the personality disorders. Two concerned the in- 
terpersonal circumplex (Dejong, Brink, Jansen, & 
Schippers, 1989; More); 1985), one concerned the 
interpersonal circumplex and the FFM (J. Wiggins 
& Pincus, 19891, and four concerned the FFM 
(Costa & McCrae, 1990; Lyons et al., 1990; Schroe- 
der ct al., 1992; Trull, 1992). 

Morey (1985) administered the Millon Clinical 
Multiaxial Inventory (MCMI; Millon, 1977) and the 
Interpersonal Check List (ICL) to 66 psychiatric in- 
patients. Canonical cor-relation analyses indicated 
that 36% of the variance among the ICL variables 
was accounted for by the MCMI scales, and 47% of 
the MCMI was accounted for by the ICL. A plotting 
of the MCMI scales wi1.h respect to the circumplex 
indicated substantial differentiation among the 
MCMI scales with respect to the power [or control) 
axis but very little differentiation with respect to af- 
filiation (extraversion-introversion). This finding is 
somewhat surprising given the apparent ease with 
which one can conceptually distinguish the person- 

ality disorders with respect to their degree of 
extraversion-introversion. A limitation of their study 
is that most of their subjects would have been diag- 
nosed with major Axis I disorders, such as schizo- 
phrenia, bipolar disorder, or major depression. The 
effect of these disorders on the self-report personal- 
ity scores could be substantial. However, Dejong et 
al. (1989) obtained quite similar findings using the 
ICL and the Structured Interview for DSM-III-R Per- 
sonality Disorders (Pfohl et al., 1986). There was 
again substantial differentiation with respect to the 
power (control) dimension and little differentiation 
with respect to affiliation. In fact, all of the person- 
ality disorders were placed on the hate half of the 
love-hate dimension, including the dependent per- 
sonality disorder. 

J .  Wiggins and Pincus (1989) administered a va- 
riety of personality disorder and five-factor measures 
to 581 college students. They found that the inter- 
personal circumplex dimensions were useful in dif- 
ferentiating among and accounting for the variance 
for some of the personality disorders but that the 
additional dimensions of Neuroticism, Openness to 
Experience, and Conscientiousness were necessary to 
account for all of the personality disorders. For ex- 
ample, Conscientiousness was particularly useful in 
differentiating compulsive (maladaptively extreme 
conscientiousness) from passive-aggressive and anti- 
social disorders. BDL was defined largely by exces- 
sive and global neuroticism. The schizotypal person- 
ality disorder was the only personality disorder to 
load on Openness, but additional predictions regard- 
ing Openness were confirmed by the bivariate corre- 
lations of Openness with the compulsive, schizoid, 
and avoidant (low openness) and the schizotypal 
and histrionic (high openness) scales. 

Costa and McCrae (1990) obtained self-report, 
spouse, and peer ratings of the five factors and self- 
report measures of the personality disorders with the 
MMPI (Morey et al., 1985>, the MCMI, and the 
MCMI-I1 (Millon, 1987). The results were largely 
consistent with the findings of J.Wiggins and Pincus 
(1989). The FFM accounted for a substantial pro- 
portion of the variance in personality disorder pa- 
thology, with each of the five dimensions providing 
substantial contributions. The Conscientiousness di- 
mension, for example, was again useful in character- 
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izing and differentiating the compulsive personality 
disorder as well as being negatively correlated with 
the antisocial, passive-aggressive, and histrionic dis- 
orders. Narcissism was positively correlated with an- 
tagonism and negatively correlated with neuroticism. 
The avoidant and dependent disorders were both 
Characterized by neuroticism, but the avoidant was 
also characterized by introversion (on the MCMI). 
The avoidant and schizoid disorders were both char- 
acterized by introversion, but the avoidant was also 
characterized by neuroticism. The weakest findings 
occurred for the Openness to Experience dimension. 

Schroeder et al. (1992) factor analyzed the Di- 
mensional Assessment of Personality Pathology- 
Basic Questionnaire (DAPP-BQ; Livesley et al., 1989) 
along with the NEO Personality Inventory (NEO-PI; 
Costa & McCrae, 1985) in a sample of 300 normal 
subjects. The DAPP-BQ contains 18 dimensions of 
personality pathology, such as affective lability, inter- 
personal disesteem, narcissism, and stimulus seeking 
(Livesley et al., 1989). A five-factor solution was ob- 
tained, four factors of which corresponded to the 
FFM domains (Neuroticism, Extraversion, Agreeable- 
ness, and Conscientiousness). The third factor was 
defined jointly by introversion and closedness to ex- 
perience. Most of the DAPP-BQ scales involve some 
aspect of neuroticism; compulsivity was associated 
primarily with conscientiousness; passive opposition- 
alism was associated with low conscientiousness; 
lack of interpersonal esteem, suspiciousness, conduct 
problems, and rejection were associated with antago- 
nism; diffidence was associated with agreeableness; 
intimacy problems, social avoidance, and restricted 
expression were associated with introversion; and 
conduct problems, stimulus seeking, and insecure 
attachment were associated with extraversion. 
Schroeder et al. (1992) suggested that the “dimen- 
sion of Openness to Experience appears to play a 
relatively minor role in explicating personality disor- 
der” (p. 52). However, although openness was not 
of primary importance with respect to any of the 18 
DAPP-BQ scales, it did provide unique and impor- 
tant contributions with respect to accounting for 
variance in compulsivity, diffidence, identity prob- 
lems, restricted expression (low openness), and af- 
fective lability (high openness). These latter findings 
are consistent with those obtained by J .  Wiggins and 

Pincus (1989). Overall, Schroeder et al. concluded 
that “the evidence suggests that personality disorders 
are not characterized by functioning that differs in 
quality from normal functioning; rather, personality 
disorders can be described with traits or dimensions 
that are descriptive of personality, both disordered 
and normal” (p. 52) and that “the domain of per- 
sonality pathology can be explained reasonably well 
within the five-factor model” (p. 51). 

In an extensive study, Trull (1992) administered 
the NEO-PI (Costa & McCrae, 1985), the MMPI 
personality disorders scales (developed by Morey et 
al., 1985), the Personality Diagnostic Questionnaire 
-Revised (PDQ-R; Hyler & Rieder, 1987; Hyler, 
Rieder, Spitzer, & Williams, 19831, and the Stmc- 
tured Interview for DSM-111-R Personality Disorders 
-Revised (SIDP-R; Pfohl et al., 1989) to 54 outpa- 
tients. This was the first published study to assess 
the relationship of the FFM to the personality disor- 
ders in a clinical sample assessed with a multi- 
method design, including both a semistructured in- 
terview and a self-report inventory. Tmll found 
extensive support for the FFM interpretation of the 
personality disorders. For example, antisocial per- 
sonality disorder was negatively correlated with 
agreeableness and conscientiousness, BDL was de- 
fined essentially by excessive neuroticism and antag- 
onism, avoidant by introversion and neuroticism 
(whereas schizoid personality disorder correlated 
negatively with neuroticism), and histrionic person- 
ality disorder was characterized by excessive extra- 
version. Tmll, however, did not replicate the previ- 
ously reported findings of a correlation of 
dependency with agreeableness or compulsive per- 
sonality disorder with conscientiousness. 

ALTERNATIVE MODELS 

To the extent that the DSM-III-R personality disor- 
ders involve maladaptive variants of normal person- 
ality traits, a model that provides the fundamental 
dimensions of personality should also provide the 
fundamental dimensions of abnormal personality 
(Widiger & Kelso, 1983). The FFM of personality is 
thus a compelling choice for use with the personal- 
ity disorders in part because of the substantial em- 
pirical support it has received as a model of person- 
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ality (Digman, 1990). Prior research has also 
indicated how the five factors subsume the variance 
and constructs provided in alternative personality 
disorder dimensional models, including the interper- 
sonal circumplex model (McCrae & Costa, 1989) 
and the dimensional model (proposed by Eysenck, 
1987). Although research concerning the empirical 
relationship between the five factors and the person- 
ality disorders is only a decade old, the findings are 
encouraging. Even the most vocal critics of the FFM 
acknowledge that it provides the point of departure 
for a dimensional formulation of the personality dis- 
orders. Grove and Tellegen (1991) asserted that their 
“view is that the Big Five , . , provides a good start- 
ing point for describing normal and disordered per- 
sonality” (p. 36). 

There are other compelling alternatives, including 
(a) the dimensions of reward dependence, harm 
avoidance, and novelty seeking proposed by Clonin- 
ger (1987); (b) the interpersonal circumplex models 
proposed by Kiesler (1986) and Benjamin (1993); 
(c) the seven-factor model proposed by Tellegen and 
Waller (in press); (d) the three clusters by which the 
DSM-ZZI-R categorical diagnoses are arranged (i.e., 
odd-eccentric, dramatic-emotional, and anxious- 
fearful); (d) the four spectra of Axis 1-11 pathology of 
anxiety-inhibition, impulsivity-aggression, affective 
instability, and cognitive-perceptual disorganization 
proposed by Siever and Davis (1991); and (e) the 
hierarchical model proposed by Gunderson (1984, 
1992). None, however, appears to have compelling 
empirical support as a model for all of the personal- 
ity disorders. 

We indicated earlier I.hat the interpersonal cir- 
cumplex is unable to account for all of the personal- 
ity disorder pathology and is subsumed by the two 
factors of Extraversion and Agreeableness (Dejong et 
al., 1989; McCrae & Costa, 1989; J.  Wiggins & Pin- 
cus, 1989). Kass et al. (1.985) and Hyler and Lyons 
(I  988) obtained factor analytic solutions that they 
suggested provided substantial support for the three 
clusters presented in the DSM-111-R. Both studies ob- 
tained three factors that were consistent with the 
dramatic-emotional, odd-eccentric, and anxious- 
fearful clusters. However, the results may have been 
compelled in part by the implicit diagnostic theory 
of the clinicians who provided the personality disor- 

der ratings (Widiger et al., 1987). More important, 
both studies obtained a fourth factor that the inves- 
tigators dismissed as a methodological artifact. The 
fourth factor was in each case consistent with the 
Conscientiousness dimension, as suggested by J.  
Wiggins and Pincus (1989). 

ported a variety of demographic and clinical differ- 
ences among 2,344 patients who were classified 
within the three DSM-111 clusters of odd-eccentric, 
dramatic-emotional, or anxious-fearful. For exam- 
ple, the odd-eccentric patients were more likely to 
be male (72%) than were the dramatic-emotional 
(48%) or the anxious-fearful (43%) patients. Odd- 
eccentric patients were least likely to have a comor- 
bid Axis I disorder, and dramatic-emotional patients 
were most likely to have substance abuse disorders. 
Fabrega et al. suggested that the results supported 
the validity of the three clusters. It is likely, how- 
ever, that a variety of other cluster arrangements 
would have obtained similarly substantial findings. 
Morey (1988a) provided a more direct test of the 
three-cluster arrangement. Morey cluster analyzed 
the DSM-111-R personality disorder diagnostic criteria 
on the basis of data obtained from 291 patients. The 
cluster analysis did recover most of the personality 
disorder diagnoses, but Morey acknowledged a “fail- 
ure to confirm the existence of three superordinate 
classes of personality disorder . . . [as] suggested 
both in DSM-111 and DSM-111-R” (p. 320). 

Cloninger’s (1987) model is appealing from a 
biogenetic perspective, given that it is derived from 
theory and research on the neurobiology of motiva- 
tion and learning (also see Cloninger & Gilligan, 
1987). Cloninger related each dimension to a rela- 
tively specific but interactive neurotransmitter sys- 
tem. Harm avoidance is thought to reflect variation 
in the behavioral inhibition system. Its principle 
monoamine neuromodulator is serotonin, with the 
locus of activity primarily within the septohippo- 
campal system. Reward dependence is said to in- 
volve the behavioral maintenance system, mediated 
by noradrenergic projections to the neocortex, with 
norepinephrine being the major neuromodulator. 
Novelty seeking is thought to reflect variation in the 
brain’s incentive system involving mesolimbic dopa- 
minergic pathways. The model is intriguing, but the 

Fabrega, Ulrich, Pilkonis, and Mezzich (1991) re- 
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neural pathways and neuromodulators that underlie 
motivation and learning may be only indirectly and 
often remotely related to the phenotypic variation in 
personality traits. In addition, there has not yet been 
any published study that relates empirically Clonin- 
ger’s dimensions to the personality disorders. 

The biogenetic spectrum model proposed by 
Siever and Davis (1991) is a compelling alternative 
to the model suggested by Cloninger (1987). There 
is substantial empirical support for a biogenetic as- 
sociation for many of the personality disorders with 
near-neighbor Axis I mental disorders (Siever, Klar, 
& Coccaro, 1985). For example, schizotypal person- 
ality disorder may represent a characterologic variant 
of schizophrenic pathology, avoidant personality dis- 
order a variant of anxiety pathology, BDL a variant 
of mood and impulsivity pathology, antisocial a vari- 
ant of impulsivity pathology, compulsive a variant of 
anxiety pathology, and schizoid a variant of schizo- 
phrenic pathology. From this perspective, the per- 
sonality disorders would represent not extreme vari- 
ants of normal traits but characterologic variants of 
Axis I mental disorders. The dimensions that define 
the personality disorders would not be the same as 
those that define normal personality but the dimen- 
sions that underlie most Axis I psychopathology. 
However, Widiger and Trull (1992) indicated that 
the anxiety, impulsivity-hostility, and mood spectra 
of Siever and Davis are already facets of Neuroti- 
cism, a dimension that is involved in almost all of 
the personality disorders. Widiger and Trull sug- 
gested that the cognitive-perceptual spectrum may 
also represent an additional facet of Neuroticism. It 

would be of interest in future research to assess 
whether the phenomenological and biogenetic asso- 
ciation of the personality disorders with Axis I disor- 
ders is consistent with this extension of the FFM. 
No study, however, has yet assessed directly the 
Siever and Davis model, in part because of the ab- 
sence of a measure of their proposed dimensions. 
Although it is the case that Neuroticism and its fac- 
ets are integral to an understanding of personality 
disorder pathology, it is possible that a complete and 
comprehensive understanding would also need to 
consider the dimensions of Introversion, Antago- 
nism, Conscientiousness, and perhaps even 
Openness. 

Tellegen and Waller (in press) suggested that a 
limitation in the development of the FFM is its ex- 
clusion of state and evaluative terms from the origi- 
nal analyses of the English language by Norman 
(1963) and Goldberg (1981). Evaluative terms may 
be particularly important when characterizing abnor- 
mal personality. Tellegen and Waller suggested that 
the inclusion of these term results in seven factors 
rather than five. Five of the factors are equivalent to 
the FFM, but a few provide a more explicit repre- 
sentation of abnormal variants due to the inclusion 
of the evaluative terms. For example, the Openness 
to Experience dimension contrasts being traditional, 
conventional, conservative, and unimaginative with 
being unconventional, progressive, radical, unusual, 
surprising, uncanny, odd, and strange. This formula- 
tion of openness (which Tellegen and Waller referred 
to as conventionality) might be better suited than 
openness for characterizing the peculiar ideation, 
speech, and behavior of the schizotypal personality 
disorder. The two additional dimensions are identi- 
fied as positive evaluation and negative evaluation. 
Positive evaluation contrasts being excellent, first 
rate, outstanding, exceptional, special, lofty, and re- 
fined with being run-of-the-mill. Negative evaluation 
contrasts being depraved, evil, immoral, deceitful, 
detestable, lousy, cruel, destructive, stupid, and 
mentally imbalanced with being fair and decent. 
Positive evaluation may be better at characterizing 
the narcissistic personality disorder and negative 
evaluation better at characterizing the sadistic (and 
perhaps the antisocial) disorder than may the FFM. 

yet published their research concerning the seven- 
factor model, and it is difficult to evaluate its co- 
gency It is readily conceivable, for example, that the 
evaluative terms could be subsumed by the FFM if 
the respective dimensions were extended to include 
the more extreme, aberrant manifestations of these 
dimensions. The original emphasis by Costa and 
McCrae (1985) on characterizing normal personality 
with the NEO-PI could have resulted in an inade- 
quate representation of the more extreme and ab- 
normal variants of these traits. The results of Telle- 
gen and Waller do suggest that odd, peculiar, and 
eccentric behaviors represent extreme variants of 
Openness to Experience, and the same may be true 

However, Tellegen and Waller (in press) have not 
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for the terms contained within the positive and neg- 
ative evaluation dimensions. The positive evaluation 
dimension may represent an extreme variant of low 
Neuroticism (i.e., an excessive absence of insecurity, 
anxiety, doubts, and vulnerabilities), consistent with 
the negative correlation of narcissism and psychopa- 
thy with Neuroticism (Costa & McCrae, 1990; J. 
Wiggins & Pincus, 1989). The negative evaluation 
dimension might represent in large part an extreme 
variant of antagonism. This dimension already in- 
cludes: socially undesirable traits such as rude, suspi- 
cious. vengeful, ruthless, irritable, and manipulative 
behavior, and it is possible that the traits of evil, de- 
praved, immoral, deceitful, cruel, and detestable are 
simply more extreme variants of these traits. It will 
be of interest in future research to explore the rela- 
tionship between the five factors and the evaluative 
terms identified by Tellegen and Waller (cf. McCrae 
& Cosl.a, 1995). McCrae and Costa showed that 
positive and negative valence are not separate factors 
of personality, but reflections of the social and per- 
sonal value of objective features of personality en- 
compassed by the FFM. 

Gunderson (1987) has been one of the more out- 
spoken opponents of a dimensional model for classi- 
fying personality disorders. However, he has also 
suggested that only a subset of the personality disor- 
ders involve a qualitatively distinct mental disorder 
(Gunderson, 1984, 1992: Gunderson et al., 1991). 
Gunderson suggested, for example, that the border- 
line, schizotypal, paranoid, antisocial, narcissistic, 
and schizoid personality disorders involve patholo- 
gies that are deeper, more: severe, earlier, or all of 
the above in their origins than the pathologies of the 
compulsive, avoidant, histrionic, and dependent dis- 
orders. 'Their etiologies and pathologies may, then, 
be more discrete and distinctive. 

The dimensional model deals with the ob- 
st  t vuble surface charactenstics and is  most 
applicable to the lets severe personality 
diwrders that move imperceptibly into nor- 
mally occurring traits The cutegoncal 
model aswmes pnmary, nonubsewable de- 
fining charactenstics (Gunderson et a l ,  
I W J ,  p 65) 

the paranoid, schizotypal, borderline, antisocial, nar- 
cissistic, and schizoid personality disorders are more 
consistent with a categorical model than are the 
compulsive, avoidant, histrionic, and dependent dis- 
orders. 

Gunderson's (1987) model is similar to that pro- 
posed by Meehl (1986). Meehl suggested that a sub- 
set of the personality disorders (e.g., antisocial and 
schizotypal) could be taxonomic in nature (i.e., cate- 
gorical), although most would be more appropriately 
classified dimensionally. To the extent that there is a 
specific etiology and pathology for a particular per- 
sonality disorder, a categorical model could prove to 
be optimal for its diagnosis and classification. Un- 
derlying the phenotypic distribution of masculine 
and feminine personality traits is a qualitative geno- 
typic distinction. However, it may still be more ac- 
curate and informative to characterize people with 
respect to their overt personality traits of masculinity 
and femininity than to lump and stereotype people 
as being simply men or women. There is likely to 
be a genetic predisposition for most, if not all, per- 
sonality traits, but the interaction of these apparently 
specific etiologies with social, cultural, and other en- 
vironmental experiences can alter these originally 
black and white distinctions into more complex and 
idiosyncratic shades of gray. It is useful to know that 
schizotypal personality traits are due in part to a ge- 
netic predisposition that is associated with schizo- 
phrenia (Siever & Davis, 1991), but characterizing 
the personalities of individuals with the schizotaxic 
genotype by one diagnostic label can be as stereo- 
typing and misleading as can characterizing the per- 
sonalities of biogenetically female patients as being 
simply feminine. 

CONCLUSION 

Our review of the literature suggests that i t  is diffi- 
cult to dismiss the arguments and data favoring a 
dimensional model of classification for the personal- 
ity disorders. The few studies to provide data sup- 
porting the categorical model have been conlined to 
the schizotypal personality disorder or have con- 
cerned simply group (mean or frequency) differ- 
ences. The latter results are the least informative 

As yet, however, there are no data to suggest that with respect to determining which model offers the 
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best fit to the data. Data with respect to bimodality, 
admixture analysis, MAXCOV, and predictive validity 
have been most consistent with the dimensional 
model. Research has consistently indicated that relia- 
ble and valid information is lost by the failure to use 
the dimensional approach. A dimensional model re- 
solves the major classificatory dilemmas, provides a 
more specific and precise description of the traits of 
the individual patient, and is flexible enough to al- 
low categorical distinctions when they are desirable. 

The major limitation of the dimensional model 
appears to be lack of familiarity, and it is hoped that 
this book will contribute to an increased apprecia- 
tion, understanding, and acquaintance with the di- 
mensional perspective. The FFM provides a particu- 
larly compelling alternative to the DSM-III-R 
categorical diagnoses. Clinicians who use the FFM 
will be able to provide a reasonably comprehensive 
description of their patients’ personalities with re- 
spect to their adaptive and maladaptive traits. The 
empirical support for the FFM is substantial with re- 
spect to normal personality and encouraging with 
respect to the personality disorders. It is suggested 
that future research assess whether the alternative 
models offer any incremental (concurrent or predic- 
tive) validity that is not provided by the FFM or 
whether the alternative models can in fact be sub- 
sumed by one or more of the dimensions and their 
facets (cf. O’Connor & Dyce, 1998, and chapter 14, 
this volume). We also suggest further research with 
clinical populations to assess whether the findings 
from the relatively normal populations generalize to 
a personality disordered sample and to consider the 
issue of how maladaptivity would be defined and as- 
sessed by the FFM. 
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C H A P T E R  4 

A FIVE-FACTOR PERSPECTIVE O N  
PERSONALITY DISORDER RESEARCH 

Timothy J. Tru71 and Robert R. McCrae 

The premise of this book is that personality disor- 
ders can be understood in terms of the dimensions 
of personality identified in the five-factor model 
(FFM). Perhaps the most obvious question, then, is 
whether there is good empirical evidence that indi- 
viduals with different personality disorders can in 
fact be characterized by distinctive and appropriate 
personality profiles across the five factors, or dimen- 
sions, of the FFM. The answer is “not yet.” In one 
respect this is not surprising: It is only within the 
past decade that the FFM has commanded any at- 
tention from psychiatric researchers, and there has 
simply not been sufficient time to accumulate a 
body of data on personality disordered patients us- 
ing measures of this model. 

disorders from the perspective of the FFM. We be- 
lieve this can aid in the understanding of a disor- 
der’s core symptomatology, its overlap with other 
personality disorders, and its overlap with syn- 
dromes described in Axis I of the third edition, re- 
vised, ol the Diagnostic and Statistical Manual of Men- 
tal Disoidcrs (DSM-III-R; American Psychiatric 
Association, 1987). Many of the controversies that 
plague personality disorder research can be illumi- 
nated Irom this perspective. In particular, we focus 
on the overlap between Axis I and Axis I1 disorders, 
heterogeneity within the borderline personality dis- 
order (BDL) category, and the nature of the narcis- 
sistic personality disorder (NAR) construct. 

In this chapter, we review research on personality 

One might suppose that there would be much 
literature on the personality traits that characterize 
various disorders using older instruments like the 
Eysenck Personality Inventory (Eysenck & Eysenck, 
1964), the Sixteen Personality Factor Questionnaire 
(Cattell, Eber, & Tatsuoka, 1970), or the Guilford- 
Zimmerman Temperament Survey (Guilford, Zim- 
merman, & Guilford, 1976). Because the FFM is 
comprehensive, it is usually possible to interpret 
scales from other instruments such as these in its 
terms. Thus, it might be possible to organize a liter- 
ature review in terms of the five factors even if they 
were never measured directly. 

Somewhat surprisingly, there is relatively little in- 
formation to organize in this way A great deal of re- 
search (for a review, see Widiger & Frances, 1987) 
focuses on the reliability and comparability of differ- 
ent instruments designed specifically for assessing 
the personality disorders, such as the Minnesota 
Multiphasic Personality Inventory (MMPI; Hathaway 
& McKinley, 1967), the Personality Disorder Scales 
(Morey, Waugh, & Blashfield, 1985), and the Millon 
Clinical Multiaxial Inventory (MCMI; Millon, 1983). 
Studies link the scales of these instruments to mea- 
sures of normal personality in normal samples (e.g., 
Wiggins & Pincus, 1989). But the strategy of ad- 
ministering normal personality measures to charac- 
terize individuals diagnosed with specific disorders 
has only rarely been followed. 

Two studies, however, merit special attention as 

We thank Thomas A Widiger for his comments and suggestions regarding earlier versions of this chapter. The research described in this 
chapter was supported, in part, by a Summer Research Fellowship from the Research Council of the University of Missouri-Columbia. 
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steps in this direction. Lyons, Merla, Ozer, and Hy- 
ler (1990) administered a self-report personality dis- 
order inventory, the Personality Diagnostic Question- 
naire (PDQ; Hyler et al., 1989), to a clinical sample 
for which clinicians’ ratings of personality disorders 
were available; over half of the subjects met diag- 
nostic criteria for at least one personality disorder. 
Although the initial intent was to examine corre- 

sults, the NEO-Pl’s measure of N proved to be a 
powerful predictor of several personality disorders, 
especially BDL. Both these studies provide evidence 
that individuals with diagnosable personality disor- 
ders do differ in predictable ways on the five factors. 

PERSONALITY, PERSONALITY DISORDERS, 
AND CLINICAL SYNDROMES 

spondence between the PDQ scales and clinician 
ratings, interest in the FFM led to a secondary anal- 
ysis. By administering the PDQ and Goldberg’s 
(1990) Adjective Scales to a second sample, Lyons et 
al. were able to select PDQ items that approximated 
four of the five factors (an Openness to Experience 
scale could not be created from PDQ items). When 
these new PDQ scales were compared with clini- 
cians’ ratings in the original sample, several signifi- 
cant relations were found. Specifically, Extraversion 
(E) was positively related to clinicians’ ratings of his- 
trionic personality disorder (HST) and negatively 
related to schizoid personality disorder (SZD), 
avoidant personality disorder (AVD), and several 
other personality disorders. Agreeableness (A) was 
positively related to dependent personality disorder 
(DEP) and negatively related to paranoid personality 
disorder (PAR), NAR, and antisocial personality dis- 
order (ATS). Conscientiousness (C) was positively 
related to obsessive-compulsive personality disorder 
(OBC) and negatively related to ATS and BDL. All of 
these findings replicate associations found between 
personality disorder scales and measures of the five 
factors in normal samples (Costa & McCrae, 1990). 
However, Neuroticism (N) was only weakly related 
to clinicians’ ratings, and the pattern of findings did 
not resemble that found in normal samples. 

Trull (1992) provided more direct evidence on 
this question by administering the NEO Personality 
Inventory (NEO-PI; Costa & McCrae, 1985)-a 
standard measure of the FFM-to 54 psychiatric 
outpatients. The patients were rated for the presence 
of personality disorder symptoms on the basis of a 
semistructured interview; in addition, patients com- 
pleted two self-report personality disorder invento- 
ries. Results were generally consistent across the 
three assessments of personality disorders and repli- 
cated most findings previously reported for nonpsy- 
chiatric samples. In contrast to the Lyons et al. re- 

The multiaxial system of the DSM-III-R is based on 
the premise that mental disorders in adults can be 
categorized as clinical syndromes (Axis I) or person- 
ality disorders (Axis 11). The latter are inflexible and 
maladaptive forms of enduring personality traits; the 
former are typically more florid conditions that may 
be intermittent or have a late-life onset. How should 
these two kinds of disorders be related? Certainly 
they are not mutually exclusive-the whole notion 
of providing diagnoses on both axes was intended to 
underscore the possibility that patients might have 
personality disorders in addition to clinical syn- 
dromes. But the degree of comorbidity might be 
considered surprising. 

Docherty, Fiester, and Shea (1986) reviewed 
studies that presented comorbidity rates for person- 
ality disorders and affective disorders as well as for 
personality disorders and anxiety Studies varied as 
to whether they reported on Axis I syndromes in in- 
dividuals with personality disorders or, conversely, 
the rate of personality disorder in individuals with 
Axis I syndromes. Axis I comorbidity rates with BDL 
diagnosis were reported most frequently; only a few 
studies reported comorbidity rates in non-BDL per- 
sonality disordered patients. Across studies, the 
prevalence rates for a comorbid affective disorder in 
BDL patients fell in the 25-60% range. In patients 
with major depression, a comorbid BDL was fre- 
quently found as well. In one study that examined 
other (non-BDL) personality disorder diagnoses in a 
sample of depressed patients (Pfohl, Stangl, & Zim- 
merman, 1984), relatively high rates of HST, DEE 
and AVD were found. Docherty et al. also reviewed 
the few studies that examined the comorbidity of 
personality disorders and anxiety disorders. For ex- 
ample, Akiskal (1981) reported that 10% of the 100 
BDL patients in his sample met criteria for agora- 
phobia, phobic disorders, or both and that 8% met 
criteria for OBC. 
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Other investigators have also noted the high 
comorbidity rates of depressive disorders and per- 
sonality disorders (Gunderson & Elliot, 1985; Mil- 
lon & Kotik, 1985; Widiger & Hyler, 1987). For ex- 
ample, Millon and Kotik discussed each third 
edition of the Diagnostic cind Statistical Manual of 
Mcntal Disorders (DSM-HI; American Psychiatric As- 
sociation, 1980) personality disorder with respect to 
the likelihood that this personality style increased 
vulnerability to depressive episodes. They reported 
that Lhose patients with DEE HST, AVD, BDL, OBC, 
and passive-aggressive personality disorder (PAG) 
were particularly prone to depression. In addition, 
Millon and Kotik reported that acute anxiety states 
are likely in these patients as well. 

I f  personality disorders are understood as vari- 
ants of normal personality dimensions, then these 
comorhidity data suggest that personality traits may 
themselves be linked to the Axis 1 syndromes of de- 
pression and anxiety-a suggestion that has been 
made for a number of years (Eysenck, 1970). In 
particular, the relation belween personality and de- 
pression has been the subject of a great deal of at- 
tention (e.g., Hirschfeld Gs Klerman, 1979; Hirsch- 
feld, Klerman, Clayton, 6r Keller, 1983). There are 
four basic ways in which maladaptive personality 
traits can interact with depression: (a) Personality 
can be ;L predisposition to the development of de- 
pression; (b) personality can result from depression; 
ic) personality and depression can be independent 
yet affect the manifestation, course, and treatment of 
each other; or (d) personality and depression can 
both bc manifestations of a common underlying eti- 
ology (Hirschfeld et al., 1983; Widiger & Trull, 
1992). 

ies that measured personality in individuals who 
were clinically depressed or in remission from an 
episode of depression were difficult to interpret. 
Some studies suggest that personality traits are in- 
deed a predisposing factor. Hirschfeld et al. (1989) 
reported a true prospective study of the first onset 
of major depression that showed elevated N scores 
in individuals who subsequently developed clinical 
depression. Zonderman, Herbst, Costa, and McCrae 
(1993) ~ l s o  showed that a brief measure of N was a 
significant risk factor for subsequent hospital diag- 

Because of these different possibilities, early stud- 

noses of depression and other psychiatric disorders 
in a national sample. 

These findings are understandable in view of the 
fact that N (or negative affectivity, as Watson & 
Clark, 1984, called it) predisposes individuals to ex- 
perience negative affect. At moderate levels, N is as- 
sociated with unhappiness and lowered life satisfac- 
tion (Costa & McCrae, 1980). At very high levels, i t  
can lead to clinically significant depression or 
anxiety. 

these Axis I syndromes and Axis I1 disorders might 
therefore be interpreted in terms of shared links to 
N. This view leads to the hypothesis that personality 
disorders that are associated with N should also 
show comorbidity with anxiety and depression. Mil- 
lon and Kotik (1985) noted links between these 
Axis I syndromes and DEP, HST, AVD, PAG, BDL, 
and OBC. With the exception of HST, scales that 
measured all of these were positively and substan- 
tially correlated with the NEO-PI'S measure of N 
(Costa & McCrae, 1985, 1990). By contrast, the 
scales for NAR, PAR, and ATS show little relation to 
N, and these personality disorders typically show lit- 
tle comorbidity with depression or anxiety. 

DSM-III-R tends to treat personality traits and af- 
fects as different phenomena. Research on personal- 
ity, however, shows that these two are intimately 
linked and that one of the five major factors of per- 
sonality-N-is chiefly defined by the tendency to 
experience a variety of negative affects. Any diagnos- 
tic system that attempts to separate personality traits 
from affective predispositions is liable to be arbitrary 
and ambiguous. Akiskal (19811, for example, has 
been a strong proponent of conceptualizing BDL as 
a subtype of affective disorder-a view that would 
transfer that diagnosis to Axis I.  Conversely, argu- 
ments have been made that some of the Axis I dis- 
orders-notably dysthymia and social phobia- 
should be construed as personality disorders and 
transferred to Axis 11 (Keller, 1989; Turner & Biedel, 
1989). 

There is a meaningful distinction between predis- 
posing factors and the phenomena to which they 
predispose. After all, many individuals who are high 
in N never suffer from a diagnosable mental disor- 
der. But comorbidity is inevitable when both are 

From the perspective of the FFM, comorbidity of 
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present, and much of this can be understood as the 
operation of underlylng personality traits. It would 
be of substantial interest in research on the comor- 
bidity of depression (or anxiety) with DEE AVD, 
OBC, HST, and other personality disorders to assess 
whether the comorbidity still occurs when variance 
due to N is controlled or, conversely, whether per- 
sonality disorder diagnoses have some incremental 
validity in predicting episodes of depression or anxi- 
ety over and above the predictions that can be made 
from measures of N .  It may be that comorbidity 
with anxiety and depression for most of the person- 
ality disorders is simply due to their shared variance 
with N. 

BORDERLINE PERSONALITY DISORDER 

BDL is a popular, yet controversial, diagnosis. More 
literature has been published on BDL than on any 
other personality disorder. Blashfield and McElroy 
(1987) estimated that BDL accounted for 40% of all 
personality disorder articles in 1985, and in their es- 
timation, ATS was a distant second, accounting for 
25%. BDL is also by far the most commonly diag- 
nosed personality disorder (Widiger & Tmll, 1993). 
The variety of definitions (American Psychiatric As- 
sociation, 1987; Gunderson & Zanarini, 1987; Kern- 
berg, 1984) and uses of the term borderline has 
made integration of the research literature difficult, 
and the label continues to be used to describe a 
wide variety of patients. 

Clinical Heterogeneity 
A number of researchers have noted the clinical het- 
erogeneity of patients within the BDL category (e.g., 
Clarkin, Widiger, Frances, Hurt, & Gilmore, 1983). 
With DSM-III-Rs polythetic format for diagnosing 
BDL, there are literally 93 ways to be diagnosed as 
having BDL (eight items taken five or more at a 
time). Because any five of the eight criteria can sat- 
isfy the BDL diagnostic decision rule, BDL patients 
are heterogeneous with respect to clinical sympto- 
matology. For example, a patient can meet the 
criteria for BDL by exhibiting symptoms of 
inappropriate-intense anger, recurrent suicidal 
threats-behavior, identity disturbance, chronic feel- 
ings of emptiness-boredom, and frantic efforts to 

avoid real-imagined abandonment, without showing 
the unstable-intense interpersonal relations, impul- 
sivity, and affective instability that many clinicians 
would consider to be hallmarks of the BDL diagno- 
sis. However, another BDL patient might manifest 
the latter three symptoms as well as inappropriate- 
intense anger and chronic feelings of emptiness- 
boredom but not suicidal threats-behavior, identity 
disturbance, or frantic attempts to avoid abandon- 
ment. A comparison of these two hypothetical BDL 
patients reveals markedly different clinical pictures 
and may suggest different treatment approaches. 
Clearly, the polythetic system for diagnosing BDL is 
a breeding ground for clinical heterogeneity. 

Several investigators have reported distinct clus- 
ters of symptoms within the BDL criteria set. For 
example, Hurt et al. (1990) examined the interrela- 
tions among the eight BDL criteria in a sample of 
465 DSM-III patients with BDL and 114 patients 
with other personality disorders. A single linkage- 
clustering algorithm was used to determine the ho- 
mogeneity of the entire BDL criteria set. It was 
found that the BDL criteria varied in their correla- 
tion with each other. On the basis of similarity rat- 
ings, three subsets of criteria were identified: an 
identity cluster (chronic feelings of emptiness- 
boredom, identity disturbance, and intolerance of 
being alone), an affective cluster (intense- 
inappropriate anger, instability of affect, and unsta- 
ble interpersonal relationships), and an impulse 
cluster (self-damaging acts and impulsive behavior). 
When BDL patients were sorted according to symp- 
tom cluster membership, further evidence for heter- 
ogeneity within the BDL category was found. All 
three clusters were represented by a substantial 
number of BDL cases, although most cases mani- 
fested symptoms from the affective and impulse cri- 
teria clusters. These results point to the substantial 
heterogeneity within the BDL criteria set and among 
patients diagnosed with BDL. 

Nurnberg, Hurt, Feldman, and Shu (1988) also 
found heterogeneity within the BDL criteria set. In 
an investigation that compared borderline sympto- 
matology of a narrowly defined BDL group with a 
nonpatient control group, various combinations of 
two, three, four, and five BDL symptoms all resulted 
in high sensitivity and high positive predictive 
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Mean Minnesota Multiphasic Personality Inventory (MMPI) Scales T Scores of Patients Diagnosed 
With Borderline Personality Disorder 

MMPl scale 
~~ 

Studv N L F K 1 2 3 4 5 6 7 8 9 0  

Evans et al. (1984) 
Gustin et al. (1983) 
Hurt et al. (1985) 

Inpatient 
Outpatient 

Kroll et al. (1981) 
Loyd et al. (1983) 
Patrick (1984) 
Resnick et al. (1 988) 
Snyder et al. (1982) 
Trull (1991) 
Widiger et al. (1986) 
Mdn 

45 48 
29 44 

21 46 
21 46 
21 48 
27 48 
27 44 
37 45 
26 46 
61 48 
44 47 

46 

76 
85 

71 
83 
84 
73 
77 
66 
86 
73 
78 
77 

50 67 
46 78 

48 68 
42 67 
47 62 
46 70 
46 64 
47 56 
45 75 
49 64 
46 70 
46 67 

80 71 
89 70 

79 70 
81 67 
82 70 
75 73 
78 65 
73 63 
86 68 
80 70 
81 67 
80 70 

84 
84 

77 
80 
84 
81 
80 
76 
85 
80 
82 
81 

57 
68 

- 
- 
60 
60 
55 
54 
68 
50 
60 
60 

75 77 
78 89 

72 77 
78 81 
78 74 
64 78 
74 68 
70 71 
79 88 
73 72 
80 80 
75 77 

85 68 
98 70 

80 64 
91 75 
85 65 
64 70 
87 61 
71 61 
98 72 
79 64 
91 68 
85 68 

64 
68 

63 
67 
63 
65 
60 
61 
65 
63 
65 
64 

Note. Loyd et al. (1983) used the MMPI-168 short form of the Minnesota Multiphasic Personality Inventory 
(MMPl), T scores from this study were reported in Evans et al. (1984). The borderline group in Kroll et al. 
( 1  98 1) was defined by a score of >7 on the Diagnostic Interview for Borderlines (Kolb Q Gunderson, 1980). 
Evans ei  al. (1984), Gustin et al. (1983), Loyd et al. (1983), Snyder et al. (1982), Trull (1991), and Widiger et al. 
(1986) all indicated that MMPI scores were K-corrected. n = sample size. 

power rates for the BDL diagnosis. Nurnberg et al. 
concluded that the DSM-111 BDL criteria set is not 
homogeneous and that these criteria do not appear 
to idenLify a distinct, categorical diagnostic entity. 
BDI. patients exhibited a wide variety of symptom 
combinations, and no prototypical pattern was 
found. 

MMPI Profiles of BDL Patients 
Another example of the heterogeneity within the 
BDL category comes from the literature reporting 
MMPl clinical scale scores of DSM-III and DSM-III-R 
patients with BDL. We reviewed 10 published stud- 
ies that reported mean MMPI T scores for adult BDL 
patients or presented figures from which mean T 
scores could be estimated. Most of these studies 
sampled BDL inpatients, and two of the studies 
(Hurt, Clarkin, Frances, Abrams, & Hunt, 1985; 
Resnick et al., 1988) sampled BDL outpatients. Four 
of the studies (Hurt et al., 1985; Kroll et al., 1981; 
Resnick et al., 1988; Widiger, Sanderson, & Warner, 
1986) cstablished the BDL diagnosis through a 

semistructured interview; the remaining studies re- 
lied on clinical diagnoses. 

Table 4.1 presents the mean MMPI T scores re- 
ported in each respective study. As indicated, at least 
one study reported mean MMPI T scores at or above 
70 on all scales except on the Lie, Defensive- 
ness, Superlative Self-presentation, and Social 
Introversion-Extraversion scales. There is clearly no 
definitive BDL MMPI code type (Morey & Smith, 
1988). BDL appears instead to be represented by a 
nonspecific elevation across most scales, and sub- 
stantial variability occurs with respect to the MMPl 
code types obtained by BDL patients: 

The lack of specificity for an MMPI code type 
(and the heterogeneity among individual subjects) 
can be understood when BDL is reinterpreted from 
the perspective of the FFM. Elevations on the MMPI 
Scales 1-4 and 6-9 indicate the presence of anxiety, 
dysphoria, hostility, feelings of inadequacy, difficulty 
concentrating, suspiciousness, feelings of alienation, 
rumination, and the possibility of brief psychotic ep- 
isodes. This range of symptoms is very similar to 
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the group of traits that covary to define N in normal 
individuals. For example, in studies of the NEO-PI, 
N is defined by scales that measure anxiety, hostility, 
depression, self-consciousness, impulsiveness, and 
vulnerability. With the possible exception of self- 
consciousness, a strong case can be made that a pa- 
tient with BDL would score high on all of these 
scales. The findings of studies that used the MMPI 
in clinical samples thus parallel the findings from 
studies that used normal samples: Measures of BDL 
are correlated with measures of N (Costa & McCrae, 
1990; Wiggins & Pincus, 1989). 

We do not suggest that BDL is equivalent to and 
indistinguishable from extreme N. The diagnostic 
criteria in DSM-111-R include not only some N traits 
(e.g., constant anger) but also some specific symp- 
toms or behaviors (e.g., suicide attempts) that do 
not characterize all high-N individuals. A better for- 
mulation would be that BDL reflects a set of behav- 
iors and symptoms to which high-N individuals are 
particularly prone. Interpretation of BDL as a result 
of extreme N would explain the prevalence of this 
diagnosis. N is related to a wide variety of psychiat- 
ric diagnoses (Costa & McCrae, 1987; Zonderman 
et al., 1993), and the psychological distress it creates 
is probably the reason most patients seek psycholog- 
ical or psychiatric help. It is, therefore, not surpris- 
ing that clinical populations show consistently ele- 
vated means on measures of N (e.g., Miller, 1991; 
Muten, 1991). Within this population of high-N in- 
dividuals, a large proportion would likely meet the 
criteria for BDL. 

N can be considered a cluster of covarying traits, 
but individuals differ in the extent to which these 
specific traits characterize them. Some are character- 
ized primarily by hostility and depression; some by 
hostility and anxiety; some by depression, vulnera- 
bility, and impulsivity; and so forth. In extreme 
form, any of these patterns might lead to the symp- 
toms of BDL, but they would also lead to differences 
that could explain in part the heterogeneity of BDL 
patients. 

A high total score on N can be reached in many 
different ways, just as the diagnosis of BDL can be 
reached by different patterns of symptoms. Although 
this heterogeneity is an embarrassment in categorical 
models that attempt to define a qualitatively distinct 

entity, it is understandable in terms of factor models 
of personality for which factors are defined by co- 
varylng but distinct traits. As an alternative to the 
single diagnostic category of BDL, it would be con- 
siderably more informative to describe each individ- 
ual patient on measures of several traits in the do- 
main of N. By including multifaceted measures of N 
in studies of BDL patients, more detailed informa- 
tion could be obtained, and the comparability of dif- 
ferent samples of BDL patients could be ascertained. 

The covariation of facets of N is well established; 
by contrast, the criteria symptoms of BDL do not 
covary as neatly. This can be seen in factor analyses 
of personality disorder symptoms, which do not re- 
cover a single BDL factor (Clark, 1989), and in re- 
search by Hurt et al. (19901, showing that it is pos- 
sible to identify BDL subtypes. One important 
question for research is the relation of BDL criteria 
elements to measures of N and its facets (cf. Clar- 
kin, Hull, Cantor, Q Sanderson, 1993). Correlation 
with N might be used as a basis for selecting a more 
coherent subset of BDL symptoms. 

Comorbidity 
It is an implicit assumption of the categorical model 
of psychiatric diagnoses that disorders refer to dis- 
tinct conditions (e.g., Trull, Widiger, & Guthrie, 
1990). BDL, from this perspective, is a distinct per- 
sonality disorder that can be distinguished from 
HST, DEP, AVD, and other mental disorder diagno- 
ses. This assumption was the impetus for revising 
the criteria for HST and NAR in DSM-111-R; an at- 
tempt was made to increase or improve the differen- 
tiation of these two disorders from BDL (Widiger, 
Frances, Spitzer, & Williams, 1988). Gunderson 
(1982, 1987) has explicitly argued that BDL is a dis- 
crete mental disorder that can be distinguished from 
other personality disorders, and he presented empir- 
ical data (Gunderson, 1982) to support the validity 
of this distinction. 

ity with other diagnoses. We have already reviewed 
evidence on the co-occurrence of BDL with Axis I 
affective and anxiety disorders. Swartz, Blazer, 
George, and Winfield (1990), using a new diagnostic 
algorithm derived from the Diagnostic Interview 
Schedule (Robins, Helzer, Croughan, & Ratcliff, 

In fact, however, BDL shows extensive comorbid- 
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1981) to identify cases of BDL in a community sam- 
ple, also reported frequent comorbid alcohol abuse- 
dependence and noted that 98% of BDL subjects 
met criteria for at least one additional psychiatric 
disorder in the past year. Viewing BDL as an expres- 
sion of extreme N can explain these high rates of 
comorbidity because mood disorders, anxiety disor- 
ders, substance use disorders, and somatic disorders 
are themselves all associated with N .  

With regard to other personality disorders, Widi- 
ger et al. ( I  99 1) examined the comorbidity rates of 
BDL and other personality disorders averaged across 
13 studies that provided relevant data. They noted 
that at least one comorbid personality diagnosis oc- 
curred in 96% of all BDL patients. A factor analysis 
of averaged covariation showed that BDL, along 
with PAG, defined “a non-specific factor and/or a 
general factor of Neuroticism” (Widiger et al., 1991, 
p. 187). 

If one assumes that personality disorders are 
pathological expressions of the five basic personal- 
ity factors, then the comorbidity of disorders 
should be predictable. Disorders that are related to 
the same dimensions should covary, those that are 
oppositely related to the same factor (as OBC and 
ATS are oppositely related to C) should be mutu- 
ally exclusive, and those that are related to different 
factors should co-occur in proportion to their mu- 
tual base rates. 

The data reviewed and reanalyzed by Widiger et 
al. (1 99 1) are roughly consistent with this premise. 
in addition to the general or N factor, a second fac- 
tor contrasts SZD and AVD with HST and NAR; this 
factor can be interpreted as E. A third factor con- 
trasts PAR, SZD, and NAR. with DEP and has some 
resemblance to (reversed) A. A final factor is defined 
solely by OBC, with small negative loadings on ATS 
and BDL; this factor might be interpreted as C. 

The disorders that show low levels of comorbid- 
ity with BDL ought themselves to be unrelated to N.  
In the Widiger et al. (1991) review, BDL showed the 
lowest covariation with SZD and OBC, which appear 
to be more closely related to low E and C, respec- 
tively, than to N (Wiggins B Pincus, 1989). How- 
ever, it must be noted that the highest levels of 
comorbidity with BDL are with HST, AST, and PAG. 
Only one of these-PAG-is chiefly related to N in 

studies of normal samples using personality disorder 
questionnaires (Costa & McCrae, 1990). 

There are several possible explanations for this 
anomaly. Perhaps individuals who are diagnosed as 
having HST and ATS are, in fact, higher in N than it 
would appear from studies of instruments like the 
MMPI and MCMI-recall that Millon and Kotik 
(1985) found comorbidity of HST with depression 
and anxiety Perhaps BDL contains other features be- 
sides N that it shares with these two disorders-the 
dramatic, emotional, or erratic features that led 
DSM-III-R to class them together in Cluster B. Per- 
haps this clustering itself led to bias in diagnosis: In- 
dividuals with BDL were presumed to be more likely 
to have HST or ATS. Only assessment of the five 
factors in individuals who are diagnosed as having 
personality disorders can resolve these questions. 

Borderline Personality Organization 
The view of BDL as extreme N is consistent with 
analytic formulations of borderline personality orga- 
nization (BPO), a level of personality dysfunction 
that cuts across diagnostic categories (Kernberg, 
1975, 1984). According to Kernberg, at a descriptive 
level patients with BPO exhibit a number of symp- 
toms that are considered to be characteristic of N ,  
including free-floating anxiety, “polysymptomatic 
neurosis,” impulsivity, and proneness to addiction. 
Kemberg also proposed that those with BPO may ex- 
hibit any number of phobic, obsessive-compulsive, 
dissociative, hypochondriacal, or conversion symp- 
toms. Most important, Kemberg considered the bor- 
derline construct as defining a level of personality 
organization that cuts across other domains or styles 
of personality functioning. Kernberg did not con- 
sider BDL a distinct personality disorder but rather a 
level of personality functioning that distinguishes 
among people with, for example, a histrionic, de- 
pendent, or compulsive personality style. Thus, 
Kernberg did not attempt to determine whether a 
patient who is diagnosed as being BDL is instead ac- 
tually histrionic (a differential diagnosis that would 
be important to Gunderson, 1987) but whether a 
patient who is diagnosed as being HST is function- 
ing at a borderline level of personality organization. 

This conception is structurally and substantively 
consistent with the interpretation of BDL as a mani- 

51 



Trull and McCrae 

festation of extreme N .  Structurally, the FFM recog- 
nizes that individuals must be characterized on all 
five dimensions and differ only in their level on 
each of these. For example, an HST patient who is 
functioning at a borderline level might correspond 
to an extravert with a high level of N .  Substantively, 
the nonspecific manifestations of ego weakness that 
Kernberg (1984) listed essentially describe the vari- 
ous facets of N. As a descriptive dimension, the ori- 
gin and dynamics of N are unspecified; Kernberg 
provided a psychoanalytically oriented theory of 
BPO that is based on internal structural factors (e.g., 
ego weakness, variability in reality testing, use of 
primitive defenses, quality of object relations). At 
the phenomenological level, however, BPO shares 
much with the FFM conceptualization of N. 

NARCISSISTIC PERSONALITY DISORDER 

The widespread interest in BDL may be attributed to 
the frequency with which BDL patients are encoun- 
tered in clinical practice. Interest in NAR must have 
another basis because NAR is one of the less fre- 
quently diagnosed of the personality disorders 
(Cooper, 1987). Although there are relatively few 
cases of NAR, there are many theories and descrip- 
tions. The narcissistic personality has been of inter- 
est to clinicians for almost a century (Millon, 1981), 
and narcissism has been included in the taxonomies 
of personality theorists such as Murray (1938) and 
Leary (1957). Freud’s description of this construct 
has influenced many contemporary psychoanalytic 
theorists ( e g ,  Kernberg, Mahler, Kohut). 

Interpreting the Narcissistic 
Personality Inventory 
Because of continued clinical interest in narcissism, 
a number of scales have been developed to assess 
this construct, including the Narcissistic Personality 
Inventory (NPI; Raskin & Hall, 1979), the Narcissis- 
tic Personality Disorder Scale (Ashby, Lee, & Duke, 
1979), and scales from the MMPI and MCMI. Of 
these, the NPI has received the most empirical at- 
tention. The NPI was developed through a rational- 
empirical strategy of test construction in which 
items that assessed the DSM-II criteria for NAR were 
generated and subjected to a series of internal con- 

sistency and item-total correlational analyses (Raskin 
& Hall, 1979). 

A conceptual analysis of the content of the NPI 
suggests that it measures chiefly high E and low A. 
Raskin and Terry (1988) reported a factor analysis of 
NPI items, which yielded seven factors. The Author- 
ity and Exhibition factors include such items as “I 
am assertive” and “I would do almost anything on a 
dare,” which appear to tap the dominance and 
excitement-seeking facets of E; the Superiority, Ex- 
ploitation, and Entitlement factors appear to reflect 
the opposites of such defining traits of A as mod- 
esty, straightforwardness, and compliance. 

the correlates of the NPI. Raskin and Terry (1988) 
reported correlations between NPI scores and both 
observational and self-report personality scores. Cor- 
relations were found with the observational ratings 
of sensation seeking, dominance, extraversion, en- 
ergy level, exhibitionism, assertiveness, leader- 
ship, extent of participation in a group, and self- 
confidence-all traits associated with E-and with 
criticality, aggressiveness, autocracy, and self- 
centeredness versus submissiveness, patience, mod- 
esty, gentleness, peaceableness, and sensitivity-all 
contrasting definers of A. Positive correlations were 
found with the California Personality Inventory 
(CPI; Gough, 1956) scales for dominance, sociability, 
social presence, and capacity for status, which are 
related to E; and negative correlations were found 
with CPI scales for femininity, self-control, and toler- 
ance, which are related to A (McCrae, Costa, & 
Piedmont, 1993). 

Raskin and Novacek (1989) subsequently re- 
ported a number of significant correlations between 
the NPI and MMPI scales. The NPI correlated posi- 
tively with the MMPI Scale 9 (Mania) and nega- 
tively with MMPI Scales 2 (Depression), 7 
(Psychasthenia), and 0 (Social Intraversion- 
Extraversion) as well as the scales for repression, 
anxiety, and ego control. These correlates suggest 
that the NPI scores are negatively related to N ;  that 
is, NAR individuals are well adjusted. This associa- 
tion is not as easily seen from an examination of 
NPI items or factors, which do not directly tap 
chronic negative affect. However, it is well known 
that N is inversely related to self-esteem (e.g., 

These interpretations are supported by studies of 
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Costa, McCrae, & Dye, 1991); high NPI scorers 
certainly seem to have high self-esteem. 

Problems in Conceptualization and 
Measurement of NAR 
The associations between narcissism and high E,  low 
A, and !ow N are not unique to the NPI. Both the 
MMPI NAR scale and the MCMI NAR scale show 
the same pattern when correlated with NEO-PI fac- 
tors (Costa & McCrae, 1990). The negative associa- 
tion 01 NAR with N could account for its relative 
rarity i n  clinical samples, just as the positive associa- 
tion of BDL with N accounts for its high prevalence. 
Thus, there is a good deal of empirical evidence to 
suppori the conceptualization of NAR as a combina- 
tion of high E, low A, and low N .  

We might, therefore, suggest that there is no 
need lor a separate narcissistic construct or for sepa- 
rate scales to measure narcissism: Combinations of 
scores on any measure of the FFM could be used 
more parsimoniously. Proponents of the construct 
would probably object to this proposal. Raskin and 
Shaw (1988). for example, showed that associations 
between NPI scores and the use of first person pro- 
nouns remained significant even after controlling for 
the E p n c k  Personality Questionnaire (Eysenck & 
Eysenck, 1975) E,  F', and N scales and a measure of 
locus of control. Whether the association (between 
NPI scores and use of first person pronouns) would 
have remained after controlling for measures of A 
remains to be tested. The basic issue-one that re- 
curs lor all the personality disorders-is whether 
measures of NAR have incremental validity over 
measures of the five factors themselves. 

I t  IS also possible to argue that the elements of 
the N34R-high E,  low A, and low N-in combina- 
tion represent a uniquely important configuration of 
traits. For example, there may be a specific etiology 
associated with this constellation of traits, or there 
may be something about the combination that is 
pathological, even though the elements themselves 
are not. In general, it would be of interest to deter- 
mine whether some constellations of the five-factor 
dimensions are, in fact, more common than others 
or art more clearly associated with personal, social, 
or occupational dysfunction (Widiger & Trull, 
1992.). 

Psychometrically, however, summary scores on 
multidimensional measures are ambiguous (Briggs 6s 
Cheek, 1986). Well-adjusted and highly extraverted 
individuals might score high on the NPI even if they 
were somewhat agreeable-a combination we would 
hardly characterize as narcissistic. Raskin and Terry 
(1988) also noted this problem and suggested analy- 
ses at the level of the more homogeneous NPI faac- 
tors. The same criticism, of course, applies to the 
MMPI and MCMI NAR scales. The appropriate way 
to assess a true configuration of traits is by nieasur- 
ing each component separately and requiring that all 
be present to meet diagnostic criteria. 

Interpreting narcissism as high E, low A, and low 
N succinctly summarizes the correlates of narcissistic 
scales and makes conceptual analysis easier. From 
this formulation, it is easy to see that most narcissis- 
tic scales do not square well with DSM-111-R criteria 
for NAR. The diagnostic criteria certainly suggest 
low A: NAR patients are envious, lack empathy, have 
a sense of entitlement, and are interpersonally ex- 
ploitative. But nothing in the DSM-111-R definition 
suggests high E: Sociability, leadership, and excite- 
ment seeking are not mentioned at all. Lliorse yet, 
DSM-111-R suggests that individuals with NAR 
should score high, not low, on N. They are hyper- 
sensitive to criticism, painfully self-conscious, and 
frequently depressed (Trull, 1992). Concordance be- 
tween narcissistic scales and NAR diagnoses might 
well be low. 

Of course, it is possible that the DSM-111-R defi- 
nition of NAR is incorrect and should be amended 
to emphasize high E and low N as well as low A. 
But such a redefinition does not specify why narcis- 
sism should be considered a disorder. Well-adjusted, 
sociable, albeit somewhat egotistical ind~viduals do 
not have obvious pathology Personal vanity may be 
a vice, but it is also an accepted part of contempo- 
rary culture. Those who wish to operationalize nar- 
cissism by scales that correlate with extra\wsion and 
adjustment must provide a rationale for claiming 
that high scorers-even extremely high scorers-are 
suffering from a personality disorder. Analyses of 
narcissistic scales in terms of the FFM cannot re- 
solve this issue, but they may quickly force clini- 
cians and researchers to face it. 

One final issue in the assessment of narcissism 
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should be noted. Psychoanalytically oriented theo- 
rists-and to some extent DSM-III-R-emphasize 
the illusory nature of the narcissist’s self-esteem and 
the disparity between overt grandiosity and covert 
fragility and insecurity (Cooper, 1987). Self-reports 
on personality instruments always reflect the self- 
concept; if there are truly distortions in the self- 
concept, then the validity of self-reports is question- 
able. One of the chief merits of the FFM is the fact 
that its factors can be validly assessed from observer 
ratings and from self-reports. Research on individu- 
als with NAR should certainly include ratings made 
by knowledgeable informants and self-reports; in- 
deed, the discrepancies between these two may 
prove to be the most useful indicators of NAR. 

mulation points out difficulties with multidimen- 
sional scales, highlights differences between scales 
that measure narcissism and diagnostic criteria for 
NAR, and directs attention to the question of why 
certain combinations of traits should be considered 
pathological. 

We encourage personality disorder researchers to 
include measures of the FFM in their studies. The 
chosen instruments would ideally include measures 
of specific traits, as well as the global dimensions, to 
specify in detail the personality characteristics of in- 
dividuals with Axis I1 diagnoses. In many cases, it 
would be wise to supplement self-reports with rat- 
ings from knowledgeable informants. The routine in- 
clusion of such measures in studies of personality 

CONCLUSION 

disorders would help refine the definition of particu- 
lar disorders, assess the incremental validity of per- 
sonality disorder scales, examine the role of N and 

We have attempted to show that a consideration of 
the DSM-III-R Axis I1 disorders from the perspective 
of the FFM can be useful in understanding previous 
research on personality disorders. The FFM appears 
to provide a comprehensive model of normal per- 

other personality factors in accounting for comor- 
bidity among mental disorders, and develop hypoth- 
eses about tailoring treatment to the personality pro- 
file of the individual patient. 

sonality traits; to the extent that personality disor- 
ders involve maladaptive or extreme variants of 
these personality traits, the model should be rele- 
vant. We believe that reconceptualizing the personal- 
ity disorders in these terms helps to resolve many of 
the controversies in personality disorder research. 

The FFM helps to explain the high comorbidity 
rates of certain personality disorders and mood dis- 
orders. Consideration of the FFM reveals why the 
controversy over BDL as a personality disorder ver- 
sus a subaffective disorder has developed and sug- 
gests that the DSM-III-Rs distinction between mood 
disorder and personality disorder may be artificial. 

Heterogeneity within the BDL category can be 
explained by recognizing that the BDL diagnosis ap- 
plies to those who are extreme on the traits that de- 
fine the dimension of N. These traits are ubiquitous 
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C H A P T E R  5 

FIVE-FACTOR MODEL PERSONALITY 
DISORDER RESEARCH 

Thomas A. Widiger and Paul T. Costa, JK 

Trull and McCrae include within their chapter (4) 
on personality disorder (PD) research an overview of 
the limited number of published and unpublished 
studies that were available to them at the time of 
the first edition of this text and that were concerned 
explicitly with the relationship between PD symp- 
tomatology and the five-factor model (FFM). One of 
the niajor intentions of their chapter was to illustrate 
the potential value and significance of including 
measures of the FFM within PD research. Since the 
original publication of lheir call for such research, a 
substantial number of studies on the relationship of 
the €FM to PD symptomatology have been pub- 
lished. The purpose of this chapter is to provide a 
reasonably comprehensive summary of this new ex- 
tensive research. 

One difficulty immediately faced by any effort to 
provide a comprehensive summary of FFM research 
is to define an appropriate limit to its coverage; oth- 
erwise, the review can become overwhelming in its 
scopc. One arbitrary limitation thaL we used was to 
require that the authors of the study discuss explic- 
itly the relationship of the FFM to the PD symptom- 
atology. Therefore, excluded were studies that ad- 
ministered a measure of the FFM and PD 
symptomatology but failed to include any analyses 
or discussion of the relationship of the FFM and the 
PD symptomatology (e.g., Wise, Mann, & Randell, 
1995, administered both the NEO Five-Factor In- 
ventory [NEO-FFI], Costa & McCrae, 1992a, and a 
measure of alexythymia but did not provide any 
analyses of the relationship between them). Not in- 
cluded as well were the many studies in which re- 

searchers were concerned with the relationship of 
the FFM to other (Axis 1) mental disorders (e g , 
Bagby, Bindseil, et a1 , 1997, Bagby, Kennedy, Dick- 
ens, Minifie, & Schuller, 1997, Bagby, Young, et a1 , 
1996, Duberstein, Seidlitz, Lyness, & Conwell, 
1999, Fagan et a1 , 1991, Quirk & McCormick, 
1998, Trull & Sher, 1994), although some of the 
Axis I measures used in this research could be mter- 
preted as measures of PD symptomatology (e g , the 
assessment of delinquency by Heaven, 1996) 

FIRST WAVE OF FIVE FACTOR MODEL 
PERSONALITY DISORDER RESEARCH 

An equally difficult decision was demarcating the 
domains of PD symptomatology to include or to ex- 
clude. Costa, McCrae, and their colleagues have 
conducted a substantial number of studies indicating 
how the FFM can account for constructs contained 
within alternative models of personality, including 
(but not limited to) the constructs of the interper- 
sonal circumplex (McCrae & Costa, 1989a), Henry 
Murray’s 20 need dispositions (Costa & McCrae, 
1988), the California Psychological Inventory (Mc- 
Crae, Costa, & Piedmont, 1993), the Myers-Briggs 
Type Indicator (McCrae & Costa, 1989a), the Min- 
nesota Multiphasic Personality Inventory (MMPI; 
Costa, Zonderman, McCrae, & Williams, 19851, and 
many others. 

This research is traditionally classified as studies 
of normal personality functioning. However, the re- 
sults of much of this research are relevant to the 
question of the extent to which the FFM accounts 
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for PD symptomatology because most of the instru- 
ments and scales they have investigated over the 
years have been and continue to be used within 
clinical populations to assess maladaptive personality 
traits. Each of the models of personality assessed by 
these scales includes clinically significant maladap- 
tive personality traits, such as the irritability and 
verbal hostility from the Buss-Durkee Hostility In- 
ventory (Buss & Durkee, 1957; Costa & McCrae, 
1992b), aggression from the Personality Research 
Form (Costa & McCrae, 1988; Jackson, 1984), 
aloof-introverted traits from the interpersonal cir- 
cumplex (McCrae & Costa, 1989b; Wiggins, 1982), 
and an extrapunitive disposition from the California 
Q-Sort (CQS; Block, 1961; McCrae, Costa, & Busch, 
1986). A brief description of one of these earlier 
studies is provided here to illustrate the relevance of 
this research to the relationship of the FFM to PD 
symptomatology. A more complete summary of this 
extensive research is provided by Costa and McCrae 
(1992a, 1995a), Digman (1990), John and Srivastava 
(19991, McCrae and Costa (1990, 19991, Piedmont 
(1998), and others. 

McCrae et al. (1986) demonstrated in the 1980s 
how the 100 items within the CQS can be readily 
understood from the perspective of the FFM. The 
CQS items were developed by successive panels of 
psychodynamically oriented clinical psychologists 
seeking a common language for the description of 
psychological functioning. McCrae et al. adminis- 
tered the CQS and the NEO Personality Inventory 
(NEO-PI; Costa & McCrae, 1985) to 110-403 of 
the participants in the Baltimore Longitudinal Study 
of Aging (the numbers varied depending on whether 
the NEO-PI data were self, peer, or spouse ratings). 
A factor analysis of the complete set of items (N = 

403) yielded five factors that corresponded closely 
to the five domains of the FFM. For example, the 
Neuroticism (N) factor contrasted such CQS items 
as “thin skinned,” “irritable,” “extrapunitive,” “self- 
defeating,” and “brittle ego defenses” with “socially 
poised,” “satisfied with self,” and “calm, relaxed”; 
Extraversion contrasted such items as “talkative,” 
“behaves assertively,” “initiates humor,” and “self- 
dramatizing” with “submissive, “avoids close rela- 
tionships,” and “emotionally bland”; Openness to 
Experience contrasted “values intellectual matters,” 

“rebellious nonconforming,” “unusual thought pro- 
cesses,” “introspective,” and “engages in fantasy, day- 
dreams” with “moralistic,” “uncomfortable with com- 
plexities,” and “favors conservative values”; 
Agreeableness (A) contrasted “sympathetic, consider- 
ate,” “behaves in giving way,” and “warm, compas- 
sionate” with “basically distrustful,” “expresses hostil- 
ity directly,” and “critical, skeptical”; and 
Conscientiousness contrasted “dependable, responsi- 
ble,” “productive,” and “has high aspiration level” 
with “enjoys sensuous experiences,” “self-indulgent ,” 
and “unable to delay gratification.” 

The CQS FFM scores were correlated by McCrae 
et al. (1986) with the self-report, peer-report, and 
spouse-report NEO-PI ratings, yielding excellent 
convergent and discriminant validity. For example, 
self-report NEO-PI N correlated .73 with CQS neu- 
roticism (p < .OOl) and correlated no higher than 
.19 with any other scale (N = 233); peer-report 
NEO-PI N correlated .38 with CQS neuroticism (p < 
,001) and correlated no higher than .14 with any 
other scale (N = 122); and spouse-report NEO-PI N 
correlated .48 with CQS neuroticism (p < .OOl> and 
no higher than -.16 with any other scale (N = 

110). Comparable results were obtained for each 
FFM scale. It has been suggested that “the analysis 
of natural language . . . may be deficient because 
laypersons do not use concepts derived from psy- 
chodynamic perspectives on personality traits” (Mc- 
Crae et al., 1986, p. 442). However, the results of 
this study clearly demonstrate a close correspon- 
dence of a sophisticated psychodynamic nomencla- 
ture with the FFM. The CQS “represents a distilla- 
tion of clinical insights, and the fact that very 
similar factors can be found in it provides striking 
support for the five-factor model” (p. 442). 

SECOND WAVE OF FIVE-FACTOR MODEL 
PERSONALITY DISORDER RESEARCH 

The series of studies by Costa and McCrae provide a 
substantial empirical foundation for a second wave 
of FFM studies that focus more explicitly and specif- 
ically on the application of the FFM to PD sympto- 
matology (Trull & McCrae, 1994; Widiger & Costa, 
1994). Table 5.1 provides a list of 56 studies in 
which researchers were concerned with or have ad- 
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dressed explicitly the description, classification, or 
understanding of PD symptomatology from the per- 
spective of the FFM (including those studies that 
were published in the first edition of this text or 
that chapter authors include within this second edi- 
tion). 

I t  is evident from Table 5.1 that the research 
concerning the relevance of the FFM to an under- 
standing of PD symptomatology has been extensive 
(even i f  one excludes the few studies cited in Table 
5.1 that involve overlapping data sets). FFM PD re- 
search has at times been characterized as being con- 
fined largely to studies of the naive or ill-informed 
impressions of college freshman (Westen, 1995). 
Some of the studies have indeed been confined to 
college students. Nonetheless, research with college 
students is not inappropriate or irrelevant to the 
study of PD symptomatology (Lenzenweger, 1999; 
Lenzenweger, Loranger, Korfine, & Neff, 1997; Trull, 
1995, Trull, Useda, Conforti, & Doan, 19971, and 
some of the most significant and informative FFM 
PD rcsearch has been conducted within this popula- 
tion (e.g., Shopshire & Craik, 1994; Wiggins & Pin- 
cus, 1989; Zuroff, 1994). Nevertheless, it is also 
evident from Table 5.1 that most of the FFM PD 
research has in fact involved other populations. 
Onl). a third of the 56 studies (n = 17) were con- 
fined to college studenrs; 9 studies were confined to 
people sampled from the broader community (some 
of which involved people at high risk for psychopa- 
thology; e.g., John, Caspi, Robins, Moffitt, & 
Stouthamer-Loeber, 1994; Miller, Lynam, Widiger, & 
Leukeleld, 2001); and 30 of the 56 studies (54%) 
sampled from clinical populations, including (but 
not limited to) patients enrolled in a group therapy 
for PDs (Soldz, Budman, Demby, & Merry, 1993; 
Wilberg, Urnes, Friis, Pedersen, & Karterud, 1999), 
borderline personality disorder (BDL) inpatients at 
Cornell University Medical Center (Clarkin, Hull, 
Cantor, & Sanderson, 19931, substance abuse and 
dependence patients (Ball, Tennen, Poling, Kranzler, 
Q Rounsaville, 1997; Brooner, Herbst, Schmidt, Big- 
elow, & Costa, 19931, paraphilic forensic patients 
(Lehne, 19941, chronically depressed patients (Lyoo, 
Gunderson, dr Phillips, 19981, depressed outpatients 
(Bagby, Gilchrist, Rector, Joffe, & Levitt, in press), 
inmales (Hart Q Hare, 19941, veterans with post- 

traumatic stress disorder (PTSD; Hyer et al.,  19941, 
adolescent outpatients (Huey & Weisz, 1997), gen- 
eral outpatients (Tmll, 1992), and general inpatients 
(Pukrop, Herpertz, Sass, & Steinmeyer, 1998). 

Most importantly, the vast majority of the au- 
thors of these studies have concluded that the PD 
symptomatology were well accounted for by the 
FFM. Each of these studies are summarized briefly 
in turn, with the presentation organized loosely with 
respect to whether the study involved sets of PD 
constructs, facets of the FFM, specific PD constructs, 
other dimensional models, or negative research 
findings. 

SETS OF PERSONALITY 
DISORDER CONSTRUCTS 

Wiggins and Pincus (1989) provided the first pub- 
lished study concerned explicitly with the empirical 
relationship of the FFM to PD symptomatology. 
Wiggins and Pincus administered to 581 Canadian 
college students two measures of PD symptomatol- 
ogy, the Minnesota Multiphasic Personality Inventory 
(MMPI) PD scales (Morey, Waugh, & Blashfield, 
1985) and the Personality Adjective Check List 
(PACL; Strack, 19871, and two measures of the FFM, 
the NEO-PI and the Revised Interpersonal Adjective 
Scales-Big Five version (IAS-R-BS; Trapnell & 
Wiggins, 1990). They concluded that “conceptions 
of personality disorders were strongly and clearly re- 
lated to dimensions of normal personality traits” 
(Wiggins & Pincus, 1989, p. 305), including (but 
not limited to) a close relationship of schizotypal 
symptomatology with Openness; dependent with A; 
antisocial, paranoid, and narcissistic with antago- 
nism; borderline with N;  histrionic and narcissistic 
with Extraversion; schizoid with introversion, and 
compulsive with Conscientiousness. They also ana- 
lyzed their results with respect to the interpersonal 
circumplex scales embedded within the IAS-R-B5. 
Although the interpersonal circumplex was able to 
provide a meaningful and informative understanding 
of a subset of the PDs, Wiggins and Pincus (1989) 
reached the conclusion that “the full 5-factor model 
was required to capture and clarify the entire range 
of personality disorders” (p. 305). Further details of 
their study are provided in chapter 7 of this volume. 
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Widiger and Costa 

Wiggins and Pincus (1989) cited a more prelimi- 
nary factor analytic study by Widiger et al. (1991). 
Widiger et al. averaged the correlations among the 
Diagnostic and Statistical Manual of Mental Disorders 
(3rd ed. [DSM-III] ; American Psychiatric Association 
[APAI, 1980) PDs reported in 9 published studies. 
The averaged correlations were submitted to both 
multidimensional scaling and factor analyses, yield- 
ing four dimensions of personality functioning that 
Widiger et al. interpreted as N,  Extraversion versus 
introversion, dominance versus submission, and 
Conscientiousness. Widiger et al. failed to obtain a 
factor of Openness but suggested that this domain 
of personality functioning was necessary to account 
for the magical thinking and aberrant perceptions of 
the schizotypal PD. 

Costa and McCrae (1990) administered the NEO- 
PI, the MMPI PD scales, and the first and second 
editions of the Millon Clinical Multaxial Inventory 
(MCMI-I and MCMI-11, respectively; Millon, Millon, 
& Davis, 1994) to samples of community adults 
participating in the Baltimore Longitudinal Study of 
Aging. Confirmation of expected relationships were 
obtained, including (but not limited to) an associa- 
tion of obsessive-compulsive symptomatology with 
Conscientiousness, A with dependency, avoidant 
with introversion and N,  schizoid with introversion 
but not N ,  and borderline with N. Their study was 
also intriguing in its inclusion of self, peer, and 
spousal ratings of the FFM (indicating, e g ,  a nega- 
tive relationship between N and narcissism when 
based on self-ratings) and in its comparison of the 
two editions of the MCMI (indicating, e.g., the re- 
moval of items concerning N from the MCMI-I 
Antisocial scale and the addition of items to the 
MCMI-I1 Antisocial scale concerning low Conscien- 
tiousness). Costa and McCrae (1990) concluded that 
the FFM “appears to account for the major dimen- 
sions underlymg personality disorder scales devel- 
oped by a number of different investigators” 
(p, 370) and that “with shared measures, shared 
constructs, and a shared vocabulary, the fruitful 
integration of personality research and psychiatric 
nosology seems much more likely today” (p. 371). 

Trull (1992) provided the first study to include 
the administration of measures of the FFM and PD 
symptomatology within a clinical sample. He admin- 

istered the NEO-PI and three independent measures 
of the third edition, revised, of the DSM (DSM-111-R; 
APA, 1987) PD symptomatology, including the PD 
scales of the MMPI, the Revised Personality Diagnos- 
tic Questionnaire (PDQ-R; Hyler & Rieder, 1987), 
and the Structured Interview for DSM-IrI-R Personal- 
ity Disorders-Revised (SIDP-R; Pfohl, Blum, Zim- 
merman, & Stangl, 1989). He concluded that “all of 
the DSM-III-R personality disorders are related to at 
least one of the personality dimensions of the FFM, 
and scores on the five NEO-PI domains together 
were significantly correlated with individual PD 
scores in almost every case” (Trull, 1992, p. 559). 
“In general, the FFM appears to be useful in concep- 
tualizing and differentiating among the DSM-111-R 
personality disorders” (p. 557), with some findings 
replicating “across all three personality disorder as- 
sessment instruments” (p. 557). 

Nestadt et al. (1994) factor analyzed 93 of the 
DSM-III PD diagnostic criteria identified in 810 of 
the people participating in the influential and widely 
cited National Institute of Mental Health Epidemiol- 
ogy Catchment Area Study (L. N. Robins & Regier, 
1991). “The results did not confirm the . . . DSM-III 
definition of disorders or of clusters of disorders; 
[instead,] the five factors that emerged in our analy- 
sis are reminiscent of a long tradition in personality 
trait theory” (Nestadt et al., 1994, p. 60). Nestadt et 
al. interpreted the five factors as scrupulousness, ti- 
midity, animation, trust, and warmth, and they con- 
cluded that these five factors aligned well with the 
five domains of the FFM: “Our five factors can be 
positioned . , . as follows: our scrupulousness with 
their conscientiousness; our timidity with their neu- 
rotic; our animation with their extroversion; our 
trust with their agreeable; and our warmth with 
their open” (pp. 60-61). The construct of warmth 
would not normally be placed with a construct of 
Openness; however, we would note that the schizo- 
typal symptoms of magical thinking, referential 
ideas, and recurrent illusions loaded substantially on 
their warmth factor. 

John et al. (1994) analyzed California Child Q- 
Set (CCQS) descriptions of 350 boys by their moth- 
ers as part of the Pittsburgh Youth Study, a longitu- 
dinal investigation of the antecedents and correlates 
of delinquency (approximately half of the 350 boys 
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were considered to be at risk for future delinquency 
and drug use). The CCQS was originally developed 
by J. Block and Block (1980) for use by professional 
observers to describe children5 personalities. As in- 
dicated above, McCrae et al. (1986) demonstrated 
how the adult version of the CQS was readily un- 
derstood from the perspective of the FFM and that 
the underlyng or latent dimensions of the CQS 
yield the canonical Big 5 dimensions. Similar results 
in an adolescent sample were revealed by a factor 
analysis of the 100 CCQS items by John et al. that 
resulted in a seven-factor solution, five of which 
were again readily interpreted by John et al. as being 
the five domains of the FFM. The two remaining 
factors they interpreted as irritability (e.g., cries, 
whines, or pouts) and positive activity (e.g., ener- 
getic, physically active, or fast paced). John et al. 
noted that research with adults indicates that irrita- 
bility is a component of N and positive activity a 
component of Extraversion (Costa & McCrae, 
199513). 

John et al. (1994) discouraged researchers from 
placing much importance on the two additional fac- 
tors until they were replicated in subsequent studies: 
“Until this is done, we recommend that researchers 
use the Big Five scales” (p. 174). It is their expecta- 
tion that positive activity and irritability “will even- 
tually merge with sociability and anxious distress, 
respectively, to form the superordinate dimensions of 
extraversion and neuroticism in adulthood” (R. W 
Robins, John, & Caspi, 1994, p. 280). Seventy-eight 
of the 100 CCQS items were identified as potential 
markers of the FFM and were subsequently reduced 
to a more manageable and homogeneous set of 48 
items. Scores on the CCQS FFM scales successfully 
differentiated boys with externalizing and internaliz- 
ing disorders. “As predicted, boys who had commit- 
ted severe delinquent behaviors were more than 
three-fourths of a standard deviation lower on agree- 
ableness and conscientiousness” (John et al., 1994, 
p. 168). 

Hyer et al. (1994) administered the NEO-PI and 
the MCMI-I1 to 80 male veterans being treated for 
PTSD: “On the whole, personality disorder scales 
[were] reflected by the NEO-PI domains and facets 
as one would expect” (p. 701), including (but 
not limiled to) a substantial association of the 

obsessive - compulsive symptomatology with Consci- 
entiousness, dependent with A, borderline with N,  
histrionic with Extraversion, schizoid with introver- 
sion but not N,  and avoidant with introversion and 
N.  Hyer et al. (1994) concluded that “it may be said 
that the NEO-PI is reflective of personality disorder 
pathology in this clinical group. This applies both to 
domains and facets, both of which accurately reflect 
the personality disorders” (p. 704). 

Lehne (1994; see also chapter 16, this volume) 
administered the NEO-PI and the MCMI-I to 99 
men who were undergoing evaluation or treatment 
for a paraphilia at the Sexual Disorders Clinic at 
Johns Hopkins Hospital (Baltimore, MD). Lehne dis- 
cussed the results in terms of a potential FFM pro- 
file of people with a paraphilia and the association 
of FFM constructs with the DSM-111 PDs assessed by 
the MCMI. Lehne (1994) concluded that .‘the corre- 
lation of the results from the MCMI and NEO-PI 
provides support for the idea that there are common 
personality factors that underlie the personality dis- 
orders” (p. 182), although Lehne also emphasized 
that each instrument provides information that is 
optimally used in a complementary rather than mu- 
tually exclusive fashion. 

Duijsens and Diekstra (1996) administered two 
Dutch measures of the FFM, the 23 Bipolar Big Five 
(23BB5) Self-Report Questionnaire, and the 70-item 
Five Personality Factor Test (5PFT) to various sam- 
ples of community adults, some of whom were at- 
tending lectures on personality problems advertised 
in a local newspaper. The participants also com- 
pleted a self-report questionnaire developed to assess 
the PD diagnostic criteria for both the DSM-HI-R 
and the World Health Organization (WHO; 1992) 
International Class$cations of Disease 10 (ICD-I 0) 
taxonomies (i.e., the Vragenlijst voor Kenmcrhen van 
de Persoonlijkheid). Duijsens and Diekstra con- 
cluded that “the correlations between the dimen- 
sions of normal personality, such as those used in 
the Big Five model on the one hand, and personal- 
ity disorders on the other hand, do indeed have 
strong and understandable associations with one an- 
other” (p. 131). They noted the substantial replica- 
tion across the DSM-III-R and the ICD-I 0 taxono- 
mies, indicating “that in terms of underlying 
personality dimensions [ , I  the criteria in both systems 
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are more or less the same” (p. 132). They concluded 
that 

trying to break personality disorder char- 
acteristics down into combinations of cer- 
tain positions or scores on Big Five dimen- 
sions may be a fnnitful undertaking [and 
that] it might be possible to develop a the- 
ory of personality disorders that can be 
seen as an extension of a theory based on 
normal personality. (p. 131) 

Pukrop et al. (1998) administered the Sechs Fak- 
toren Test (SFT; von Zerssen, 1994) to 165 adult 
psychiatric inpatients and 100 psychologically 
healthy community adults. The SFT includes 52 
items that assess the five domains of the FFM, along 
with a sixth dimension for conventional religious at- 
titudes. They also administered self-report measures 
of PD symptomatology as described within the 
DSM-III-R and the ICD-10. They submitted the cor- 
relations among these measures to a statistical pro- 
gram yielding a radex structure that they interpreted 
as supporting “the hypothesis of a universal person- 
ality model, and a continuous transition from nor- 
mal personalities to personality disorders” (Pukrop et 
al., 1998, p. 226). 

Shopshire and Craik (1994) asked 260 college 
students to provide judgments of the extent to 
which DSM-III-R PD diagnostic criteria exemplified 
either pole of the five domains of the FFM, thereby 
exploring the associations with respect to their inter- 
nal coherence and meaningfulness. The reliability of 
the ratings was excellent, and the results were con- 
sistent with other research. 

The histrionic and narcissistic personality 
disorders are associated with the FFM ex- 
troversion dimension; the dependent per- 
sonality disorder is related to the positive 
pole of the FFM agreeableness; obsessive- 
compulsive personality disorder is linked to 
the FFM conscientiousness dimension[,] 
and passive-aggressive personality disorder 
bears upon its negative pole. (Shopshire G 
Craih, 1994, p. 49) 

Shopshire and Craik noted in particular how “this 
convergence between studies using the methodically 
different internal and external forms of analysis is 
impressive” (p. 49). 

Blais (1997) provided data obtained from a na- 
tionwide survey of 100 clinicians. These clinicians 
were asked to rate one of their patients who carried 
a primary diagnosis of a PD and had been in treat- 
ment with the clinician for at least 10 sessions (av- 
erage length of treatment was 3.4 years). The clini- 
cians rated each patient with respect to each of the 
fourth edition of the DSM (DSM-IV; APA, 1994) PD 
diagnostic criteria, and a full range of PD sympto- 
matology was obtained. Blais also requested that 
each clinician rate each patient with respect to 40 
single-term adjectives representing the FFM (Saucier, 
1994). As indicated by Blais (1997), “it has been ar- 
gued that the language of the FFM fails to capture 
clinically important aspects of personality function- 
ing and that clinicians will have difficulty applyng 
this model to their patients” (p. 388). Despite the 
assessment of the FFM constructs with a limited 
number of single-term adjectives, Blais concluded 
that such “findings [were] highly consistent with the 
results from previous research that [used] different 
samples and measurement instruments” (p. 39 l), in- 
cluding (but not limited to) an association of com- 
pulsive PD symptomatology with Conscientiousness 
and dependent with A. Furthermore, “the use of cli- 
nician ratings provides insights into how clinicians 
view personality disordered patients and increases 
[the] understanding of the phenomenology of per- 
sonality disorders” (p. 391). For example, “the anti- 
social personality disorder was negatively correlated 
with agreeableness, conscientiousness, and openness, 
suggesting that clinicians see [their] patients as inter- 
personally antagonistic, lacking self-discipline, and 
as having rigid narrowly defined interests” (p. 391). 
“The avoidant personality disorder was correlated 
negatively with extraversion and positively with neu- 
roticism, suggesting that it is seen as having both 
social isolation and emotional instability” (p. 392). 
Rather than finding that clinicians considered the 
FFM constructs to be too superficial or irrelevant, 
Blais concluded that his “data suggest that clinicians 
can meaningfully apply the FFM to their patients 
and that the FFM of personality has utility for im- 
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proving [the] understanding of the DSM personality 
disorders” (p. 392). 

Yang et al. (chapter 13, this volume) report the 
results of a cross-cultural application of both the 
FFM and the DSM-IV within the People’s Republic 
of China. The self-reported Revised NEO Personality 
Inventory (NEO-PI-R; Costa & McCrae, 1992a) and 
the Personality Diagnostic Questionnaire-4 (PDQ- 
4; Hyler, 1994) were completed by 1,909 patients 
across 13 hospitals and clinics. The correlations be- 
tween the NEO-PI-R profile scores for each DSM-IV 
PD (Widiger, Trull, Clarkin, Sanderson, & Costa, 
1994) and the PDQ-4 scale scores ranged from .20 
(schizoid, p < . O l )  to .59 (borderline). Yang et al. 
conclude that their findings confirm the hypotheses 
of Widiger et al. However, McCrae et al. (20011, in 
an additional report from this data set, emphasized 
the absence of an association between the categorical 
PD diagnoses and the NEIO-PI-R profile scores 
(whether provided by the PDQ-4 or by the Person- 
ality Disorder Interview--1V; Widiger, Mangine, 
Corbitt, Ellis, & Thomas. 1995). The weak agree- 
ment between NEO-PI-R profile scores and PD diag- 
noses “as comparable with the weak agreement typ- 
ically obtained between two independent measures 
of the diagnostic categories (Westen, 1997; Widiger 
& Sanderson, 1995). McCrae et a!. argued that the 
most likely explanation for their results was the ab- 
sence of sufficient personality profile homogeneity 
among the people receiving the same personality 
disorder diagnoses to justify or warrant the categori- 
cal dislinctions. They suggested that the search for 
personality disorder diagnostic categories was largely 
a “fool‘s errand.” 

Facets of the Five-Factor Model 
Many 0 1  the earliest studies assessing the relation- 
ship ol the FFM to PD symptomatology were con- 
fined Iaigely to the broad domains of N ,  Extraver- 
sion, Openness, Conscientiousness, and A (e g , 
Costa & McCrae, 1990, Soldz et al , 1993, Trull, 
1992), although a few did provide a limited amount 
of analyses at a lower order of traits (e g , Clarkin et 
al , 199 3 ,  Hyer et a1 , 1994, Wiggins & Pincus, 
1989) A substantial amount of information is pro- 
vided by analyses confined to the five broad do- 
mains, hut adequate differentiation among the PDs 

ultimately requires more specific assessments (Brigs, 
1992; Harkness, 1992). That is why Widiger et al. 
(1994; chapter 6, this volume) translated the PDs 
into facets, not merely domains. 

Three FFM studies emphasize analyses at the 
facet level. Dyce and O’Connor (1998) administered 
the NEO-PI-R and the third edition of the MCMI 
(MCMI-111; Millon et al., 1994) to 614 college stu- 
dents to assess the relationships between the do- 
mains and facets of the FFM and the PDs predicted 
by Widiger et al. (1994). They confirmed most of 
the specific predictions, including (but not limited 
to) associations of obsessive-compulsive symptom- 
atology with facets of Conscientiousness (order, 
dutifulness, self-discipline, and deliberation), and 
avoidant with facets of N (anxiousness, self- 
consciousness, and vulnerability) and introversion 
(low assertiveness, gregariousness, excitement seek- 
ing, and activity). Dyce and O’Connor (1998) con- 
cluded that “facet-level analyses provided much bet- 
ter discrimination between personality disorders 
than domain-level analyses” (p. 3 1). Further details 
of their research are provided in chapter 14 (this 
volume). 

Axelrod, Widiger, Trull, and Corbitt (1 997) 
reached a similar conclusion with respect to the 
DSM-lV PDs characterized by high levels of antago- 
nism (i.e., antisocial, borderline, narcissistic, para- 
noid, and passive-aggressive). Axelrod et al. admin- 
istered the Structured Interview for the Five-Factor 
Model (SIFFM; Tmll & Widiger, 1997), the MMPI 
PD scales, and the PDQ-R to 89 college students. 
Axelrod et al. (1997) indicated that 

the antisocial, borderline, narcissistic, pura- 
noid, and passive-aggressive composite 
scales all correlated sign$cantly with the 
higher order antagonism domain . . . but, 
for example,] narcissism involved the facets 
of low modesty (or arrogance), low tender- 
mindedness (or tough-mindedness), and 
low altruism (or exploitiveness), whereas 
paranoia involved primarily low trust (or 
suspiciousness). (p. 309) 

“From the perspective of the facets, low tender- 
mindedness is evident in antisocial and narcissistic 
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traits, but not in borderline, paranoid, or passive- 
aggressive traits, whereas low modesty (or arro- 
gance) was evident only within narcissism” (p, 309). 
Their specific facet predictions were confirmed for 
all but one of the six facets of antagonism. 

Trull et al. (1998) administered the SIFFM, NEO- 
PI-R, and the PDQ-R to 46 outpatients and 187 col- 
lege students. The results confirmed again the ability 
of the FFM to account for PD symptomatology, par- 
ticularly when the SIFFM and the NEO-PI-R were 
used conjointly More specific findings were pro- 
vided in a subsequent report by Trull, Widiger, and 
Burr (2001). Trull et al. (2001), for example, indi- 
cated that both the dependent PD and avoidant per- 
sonality disorder (AVD) correlated highly with N but 
with different facets of N .  AVD symptomatology 
was related most highly with the facet of self- 
consciousness, whereas the dependence was related 
more highly with the facet of depressiveness. In 
addition, whereas AVD and schizoid PD were both 
highly related to introversion, schizoid symp- 
tomatology was associated primarily with low posi- 
tive emotions (along with low gregariousness and 
low warmth) and AVD was associated primarily with 
low assertiveness and low excitement seeking, which 
is consistent with the predictions of Widiger et al. 
(1994). They indicated that an FFM understanding 
of these and other PDs helps to explain not only 
why they co-occurred (i.e., involving the same broad 
domains of personality) but also how they might be 
more adequately differentiated with respect to the 
facets within these domains. 

Specific Personality Disorder Constructs 
Many authors of the FFM studies have been con- 
cerned with only a particular subset of PD symptom- 
atology, such as borderline, sociotropic, depressive, 
dependent, narcissistic, alexithymic, antisocial, and 
psychopathic personality traits. For example, Clarkin 
et al. (1993) explored empirically the conceptualiza- 
tion of BDL by the FFM, the latter assessed by the 
NEO-PI. Their sample consisted of 62 female inpa- 
tients with BDL diagnoses provided by clinicians at 
Cornell University Medical Center who specialize in 
the treatment of this PD (the diagnoses were con- 
firmed by the Structured Clinical Interview for DSM- 
111-R Personality Disorders [SCID-111 ; Spitzer, Wil- 

liams, Gibbon, & First, 1990). Despite the 
restrictions in range on BDL symptomatology within 
this sample, Clarkin et al. (1993) confirmed a close 
correspondence between facets of the FFM and BDL 
symptomatology: “The borderline personality disor- 
der patient is characterized by extreme and distress- 
ing feelings of trait anxiety, hostility, and depression; 
painful self-consciousness and vulnerability in relat- 
ing to others; and dyscontrol of impulses” (p, 475). 
The average NEO-PI profile for their female BDL pa- 
tients is provided in chapter 21 (Figure 21.1, this 
volume). 

The findings of Clarkin et al. (1993) were subse- 
quently replicated by Wilberg et al. (1999). Wilberg 
et al. administered the NEO-PI-R to a sample 63 
people participating in a day hospital, group psycho- 
therapy program for poorly functioning outpatients 
with PDs. The NEO-PI-R was administered as a part 
of the intake assessment. Wilberg et al. obtained as- 
sessments of the diagnostic criteria for BDL and 
AVD after the 18-week treatment ended, based in 
part on data obtained from an administration of the 
SCID-I1 (First, Spitzer, Gibbon, & Williams, 1995) 
at the time of admission and on the impressions of 
the clinicians during the course of the treatment. 
Twenty-nine of the patients met the DSM-IV criteria 
for BDL; 34 met the criteria for avoidant (12 pa- 
tients who met the criteria for both PDs were ex- 
cluded). 

Wilberg et al. (1999) confirmed all of the facet 
level predictions of Widiger et al. (1994) for AVD 
and 8 of the 12 predictions for BDL. The BDL facet 
predictions for Extraversion were not confirmed, 
which may reflect in part the fact that the facets of 
Extraversion are not considered central to this PD, 
being based instead on only the associated features 
of the disorder (Widiger et al., 1994; see also chap- 
ter 6). Figure 5.1 provides NEO-PI-R profiles for 
these AVD and BDL patients. There are interesting 
differences at both the domain and facet level within 
and across the two disorders. Consider only two of 
the five dimensions, N and A. Whereas patients 
with AVD and BDL are very high in overall N and 
four of the six facets, only the patients with BDL are 
characterized by very high angry hostility and im- 
pulsiveness, which are conceptually linked to the 
BDL category. Considering A versus antagonism, at 

68 



-
 B
PD

 
-
*
 

A
V

P
O

 

FI
G

U
R

E
 5

.1
. 

R
ev

is
ed

 N
E

O
 P

er
so

na
li

ty
 I

nv
en

to
ry

 s
ca

le
s 

an
d 

su
bs

ca
le

s 
of

 p
at

ie
nt

s 
w

it
h 

bo
rd

er
li

ne
 p

er
so

na
li

ty
 d

is
or

de
r 

(B
PD

) 
an

d 
av

oi
da

nt
 p

er
so

na
li

ty
 

di
so

rd
er

 (
A

V
PD

). 
t 

te
st

. t
w

o 
ta

ile
d 

(B
on

fe
rr

on
i 

ad
ju

st
m

en
t,

 .
05

/.
35

).
 

"p
 =

 ,
00

1.
 

th
e 

Fi
ve

-F
ac

to
r 

M
od

el
 o

f 
P

er
so

na
li

ty
: A

 C
om

pa
ri

so
n 

B
et

w
ee

n 
D

SM
-I

V
 D

ia
gn

os
es

 a
nd

 N
E

O
-P

I-
R

,"
 b

y 
T

. W
il

be
rg

, 0
. U

rn
es

, 
S.

 F
ri

is
, 

G
. 

P
ed

er
se

n,
 a

nd
 S

. 
K

ar
te

ru
d,

 1
99

9,
 Jo

ur
na

l 
of 

P
er

so
na

lit
y 

D
is

or
de

rs
, 1

3,
 p

. 
23

2.
 C

op
yr

ig
ht

 1
99

9 
by

 G
ui

lf
or

d 
Pr

es
s.

 R
ep

ri
nt

ed
 w

it
h 

pe
rm

is
si

on
. 

""
p

 =
 .

00
01

. F
ro

m
 "

B
or

de
rl

in
e 

an
d 

A
vo

id
an

t 
P

er
so

na
li

ty
 D

is
or

de
rs

 a
nd

 

s
 



Widiger and Costa 

the domain level, patients with AVD are agreeable, 
whereas patients with BDL show the characteristic 
antagonistic orientation. Interestingly, the facets 
within A show considerable scatter: Both patients 
with AVD and BDL are low on trust (high in suspi- 
cion), whereas they are both above average in tender 
mindedness. Patients with BDL are well differenti- 
ated from patients with AVD, displaylng characteris- 
tically low levels of straightforwardness and signifi- 
cantly lower compliance and modesty. 

were correctly identified on the basis of the Extra- 
version and A scales alone. Wilberg et al. (1999) 
concluded that “the FFM had good discriminating 
ability regarding a diagnosis of avoidant personality 
disorder versus borderline personality disorder in a 
sample of poorly functioning patients” (p. 239). Wil- 
berg et al. did note that “fewer patients with border- 
line personality disorder than avoidant personality 
disorder had the hypothesized [FFM] profiles” (p. 
2371, which is consistent with the findings of Clar- 
kin et al. (19931, who indicated that only 48% of 
their BDL patients obtained a prototypical FFM pro- 
file. However, Wilberg et al. acknowledged that this 
may reflect the substantial heterogeneity among peo- 
ple who would meet the DSM-IV BDL criteria (Clar- 
kin, Widiger, Frances, Hurt, & Gilmore, 1983) and 
the infrequency of prototypic cases (see chapter 21, 
this volume). Wilberg et al. also conducted analyses 
at the level of individual AVD and BDL diagnostic 
criteria. No significant relationship was found be- 
tween any NEO-PI-R facet scale and the following 
BDL diagnostic criteria: frantic efforts to avoid aban- 
donment, identity disturbance, suicidal behavior, 
and chronic emptiness. Wilberg et al. (1999) sug- 
gested that these particular diagnostic criteria “may 
represent features that are qualitatively different from 
normal personality dimensions” (p. 237). However, 
it is also possible that there was inadequate range, 
reliability, or validity of these individual symptom 
assessments (no reliability data were provided for 
the assessments of the individual diagnostic criteria). 

Two of the more heavily researched PD con- 
structs hypothesized to contribute to episodes of de- 
pression are dependency (sociotropy) and narcissistic 
autonomy (self-criticism; Beck, 1983; Blatt & Zuroff, 
1992). Dependent individuals are predicted to be- 

In a cluster analysis, 53 of the 63 patients (84%) 

come depressed in response to relationship failures 
( e g ,  separation or loss), whereas narcissistically au- 
tonomous people become depressed in response to 
achievement failures. Three studies explored an un- 
derstanding of these constructs from the perspective 
of the FFM (i.e., Cappeliez, 1993; Mongrain, 1993; 
Zuroff, 1994). This research confirms the predicted 
association of dependency (sociotropy) with FFM N ,  
Extraversion, and A; and narcissistic autonomy (or 
self-criticism) with N ,  introversion, and antagonism 
(Widiger et al., 1994). These authors have also 
noted how the FFM was particularly useful in ex- 
plaining both the overlap among these constructs 
(e.g., sharing the anxiousness and vulnerability fac- 
ets of N) and their key distinguishing features (e.g., 
the Extraversion and A of the dependent person vs. 
the introversion and arrogance of the narcissistically 
autonomous). Zuroff (1994) concluded that “re- 
search addressing vulnerability to depression may be 
able to profit from work on the five-factor model of 
personality” (p. 453). Mongrain (1993) likewise con- 
cluded that “the data from the current study may 
enrich [the] understanding of dependency and self- 
criticism by considering the abundant findings that 
have accrued from the research on neuroticism and 
extraversion” (pp. 460-461). 

Lyoo, Gunderson, and Phillips (1998) reported 
results for the DSM-IV diagnosis of depressive PD 
that were consistent with the studies by Cappeliez 
(19931, Mongrain (19931, and Zuroff (1994). Lyoo 
et al. administered the NEO-FFI to a sample of 46 
patients with chronic, early-onset dysthymia, 26 of 
whom were diagnosed with depressive PD by the 
Diagnostic Interview for Depressive Personality 
(Gunderson, Phillips, Triebwasser, & Hirschfeld, 
1994). Despite the restriction in range, scores on the 
abbreviated NEO-FFI differentiated the chronic and 
early-onset dysthymic patients with depressive PD 
from other chronic and early-onset dysthymic pa- 
tients with respect to elevations on N and introver- 
sion. Lyoo et al. (1998) concluded that “the results 
of this study begin to add meaning to the depressive 
personality construct” (p. 53). 

Pincus and Gurtman (1995) explored different 
variants of dependency, which they identified as love 
dependency, exploitable dependency, and submissive 
dependency. They administered both the IAS-R-B5 
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and the NEO-PI, along with a variety of measures of 
dependency, to a sample of 654 introductory psy- 
chology students. Their results indicated strong sup- 
port for their differentiation of dependency with re- 
spect to the interpersonal circumplex. However, they 
also indicated that the fundamental dimensions of 
the interpersonal circumplex are rotated variants of 
the FFM dimensions of Extraversion and A, which is 
consistent with the research of Wiggins and Pincus 
(19891, and that “a more comprehensive picture of 
dependency and its variations emerges when the 
analysis of the construct is extended beyond the 
space of the interpersonal circumplex and includes 
the remaining factors of the FFM: conscientiousness, 
neuroticism, and openness” (Pincus & Gurtman, 
1.995. p. 753). All three forms of dependency were 
related to N ,  exploitable and submissive dependency 
were negatively related to Conscientiousness and 
Openness, and love dependency was positively re- 
lated t o  Conscientiousness and Openness. They con- 
cluded that “the construct of dependency is a com- 
plex individual difference with diverse interpersonal 
components” (p. 753), which were well captured by 
the interpersonal circumplex including its assess- 
ment from the perspective of the FFM. In addition, 
the “noninterpersonal components were well cap- 
tured by FFM dimensions of neuroticism, conscien- 
tiousness, and openness” (p. 753). Further details 
and a discussion of this research is provided in 
chapter 12 (this volume). 

Bagby et al. (in press) explored the relationship 
of particular facets of the FFM to sociotropy and au- 
tonomy. They administered the NEO-PI-R to 165 
people participating in an outpatient treatment pro- 
gram for depression. At the domain level, they veri- 
fied that sociotropy and autonomy could be differ- 
entiated with respect to the FFM, with sociotropy 
“described, in descending degree of importance, as 
neurotic, agreeable, and extroverted, while the au- 
tonomous individual can be best described, also in 
descending degree of importance, as introverted, 
neurotic, and disagreeable.” Equally intriguing was 
that the two depressive personality constructs were 
differentiated further with respect to particular facets 
of N and Extraversion. “The extraversion facets of 
warmth and non-assertiveness characterized the soci- 
otropy dimension, while a lack of positive emotions 

and warmth characterized autonomy.” Both soci- 
otropy and autonomy involved high N ,  but “soci- 
otropy was the most strongly related to the self- 
consciousness and anxiety facets, and the angry 
hostility and depression facets were most strongly 
related to autonomy.” 

Bradlee and Emmons (1992) assessed the conver- 
gence of the FFM with various components of nar- 
cissism assessed by the popularly researched Narcis- 
sistic Personality Inventory (NPI; Raskin & Terry, 
1988). Bradlee and Emmons confirmed the relation- 
ship between antagonism and Extraversion but also 
obtained a significant negative correlation with N,  
which is consistent with an earlier study by Costa 
and McCrae (1990). “The overall portrait that 
emerges of a narcissistic individual is that of one 
who is extraverted yet disagreeable and low in anxi- 
ety” (Bradlee & Emmons, 1992, p. 828). Their find- 
ings were subsequently rephated by Ramanaiah, 
Detwiler, and Byravan (19941, who administered the 
NEO-PI-R and the NPI to a sample of 188 college 
students. An advantage of the NPI as a measure of 
narcissism is the availability of subscales for different 
components of this constellation of personality traits. 
Bradlee and Emmons indicated that the negative 
correlation with N reflected primarily the subscales 
assessing feelings of superiority and self-sufficiency. 
“The lack of significant negative relationship be- 
tween neuroticism and four of the NPI components, 
entitlement, exploitiveness, and exhibition, and van- 
ity, suggests that not all aspects of narcissism offer 
protection from emotional instability” (Bradlee & 
Emmons, 1992, p. 828). 

Alexithymia is a personality construct that in- 
cludes difficulties in identifylng and expressing feel- 
ings to others, along with an impoverished imaginal 
life. A substantial amount of research on alexithymia 
has been conducted over the past decade, focusing 
in particular on the clinically significant implications 
of this PD for both mental and medical functioning 
(Taylor, Bagby, & Parker, 1997). In four published 
studies, the authors were concerned with the rela- 
tionship of alexithymia to the FFM that demon- 
strates (in part) the importance of the FFM domain 
of Openness. Openness has failed to provide a signif- 
icant contribution in some studies of PD symptom- 
atology, which might be due in part to the failure of 
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the official diagnostic nomenclature to provide ade- 
quate coverage of this domain (Widiger & Costa, 
1994). Two initial studies of FFM and alexithymia 
were conducted by Wise, Mann, and Shay (1992) 
and Wise and Mann (1994). They administered the 
NEO-FFI and the Toronto Alexithymia Scale (TAS; 
Taylor et al., 1997) to a diverse set of psychiatric 
outpatients. Partial correlation coefficients that con- 
trolled for depressed mood indicated a substantial 
correlation of -.40 with Openness as well as with 
N (r = .38) and introversion (r = .40). More detailed 
research has since been conducted by Bagby, Taylor, 
and Parker (1994) and Luminet, Bagby, Wagner, 
Taylor, and Parker (1999). Bagby et al. administered 
the NEO-PI-R and the TAS to 83 college students, 
obtaining the most substantial correlation with 
Openness (r = -.49), with a secondary correlation 
with N (r = .27) and insignificant correlations with 
Extraversion, A, and Conscientiousness (alexithymia 
correlated -.55 with the facet of openness to feel- 
ings). Luminet et al. (1999) administered the NEO- 
PI-R and the TAS to 101 college students and con- 
firmed the primary association with Openness, 
particularly with the facet of openness to feelings: 
“These findings indicate that alexithymia is associ- 
ated strongly with a lack of receptivity to feelings, a 
limited range of emotional experience, and a nega- 
tive evaluation of emotion as an important part of 
life” (p. 354). 

Brooner et al. (1993) administered the NEO-PI 
and the SCID-I1 to 203 patients in outpatient treat- 
ment for opioid abuse and dependence, 23% of 
whom met the DSM-III-R criteria for antisocial per- 
sonality disorder (ATS). Brooner et al. compared 46 
ATS patients with 30 patients having other PDs and 
127 having no PD diagnosis. “Several of the hypoth- 
eses regarding the relationship of personality disor- 
der to standings on the FFM of personality were 
confirmed in this study of drug abusers” (Brooner et 
al., 1993, p. 317). They noted, for example, how 
the presence of comorbid PD symptomatology in the 
ATS patients was accounted for by levels of N (see 
also chapter 15, this volume). “Thus, the present 
study confirms Alterman and Cacciola’s (199 1) spec- 
ulation; axis 11 comorbidity among antisocial drug 
abusers was associated with a greater tendency to- 
ward emotional distress compared with those with 

the antisocial diagnosis alone” (Brooner et al., 1993, 
p. 317). 

Harpur, Hart, and Hare (1994) administered the 
NEO-PI and the Hare Psychopathy Checklist-Re- 
vised (PCL-R; Hare, 1991) to 47 college students 
and 28 prison inmates, 12 of whom were diagnosed 
with psychopathy They confirmed the expected rela- 
tionships of psychopathy with antagonism and low 
conscientiousness, but they were limited in their 
analyses due to the low sample size. Hart and Hare 
(1994) asked college students to rate videotaped ad- 
ministrations of an abbreviated version of the PCL-R 
to 12 prison inmates and 12 students with respect 
to the FFM adjectives on the IAS-R-B5. They ob- 
tained the expected negative correlations with N and 
Conscientiousness but were again sorely limited by 
the small sample size and abbreviated FFM assess- 
ments. Further details of this research are provided 
in chapter 19 (this volume). 

Lynam, Whiteside, and Jones (1999) adminis- 
tered the Big Five Inventory (BFI; John, 1995) and 
the Levenson Self-Report Psychopathy Scale (LSRP; 
Levenson, Kiehl, & Fitzpatrick, 1995) to 1,958 un- 
dergraduate college students. Total scores on the 
LSRP correlated as predicated with A (- .48, p < 
. O O l )  and Conscientiousness (-.39, p < .OOl ) .  
Lynam et al. also noted that the two factors of psy- 
chopathy (see chapter 13) obtained a different pat- 
tern of results that were largely consistent with the 
predictions of Widiger and Lynam (1998). For ex- 
ample, whereas the second factor was positively cor- 
related with N ,  the first factor was nonsignificantly 
negatively correlated; the difference between these 
correlations was statistically significant (p < .001). 
Further details and discussion of this study are pro- 
vided in chapter 20. 

Miller et al. (2001) developed a prototypic NEO- 
PI-R profile that represented the mean of the ratings 
of a prototypic case of psychopathy with respect to 
the 30 facets of the FFM provided by 15 nationally 
recognized experts on psychopathy. The experts’ 
FFM profile of psychopathy matched closely the the- 
oretical expectations of Widiger and Lynam (19981, 
including low anxiousness, depressiveness, self- 
consciousness, vulnerability, and warmth; high 
angry-hostility, impulsiveness, excitement seeking, 
and assertiveness; and low in all facets of A and 

72 



Personality Disorder Research 

in the Conscientiousness facets of dutifulness, self- 
discipline, and deliberation. Miller et al. also ob- 
tained NEO-PI-R data from a sample of 481 young 
adults participating in the Lexington Longitudinal 
Study, an ongoing, prospective longitudinal study 
examining antisocial behavior and related outcomes. 
The degree to which each person’s self-reported 
NEO-PL-R profile matched the expert-based proto- 
type was assessed through the use of an intraclass Q 
correlation (Westen, Muderrisoglu, Shedler, Fowler, 
& Koren, 1997). Participants also provided data 
with respect to their scores on the LSRF’, ATS symp- 
tomatology, and life history data, including their 
current and historical substance use disorders, anxi- 
ety disorders, and arrest record. The NEO-PI-R Psy- 
chopathy index correlated significantly with the 
presence of ATS to a degree consistent with reported 
research using the Hare Revised Psychopathy Check- 
list (Hare, 1991). Miller et al. noted that “this find- 
ing is especially interesting, given the lack of explic- 
itly antisocial items in the NEO-PI-R psychopathy 
index. in contrast to the PCL-R, which explicitly as- 
sesses antisocial behavior” (p, 272). The NEO-PI-R 
Psychopathy index also correlated with the total 
LSRP score (particularly with the subscale that as- 
sesses the core psychopathic traits) and with a vari- 
ety of external validators for the presence of psy- 
chopathy, including arrest history, drug usage, and 
absence of internalizing disorders, such as anxiety 
and depression. Miller et al. concluded that “the re- 
sults support the contention that psychopathy can 
be understood as an extreme variant of common di- 
mensions of personality” (pp. 253-2541, Further de- 
tails and discussion of this research are provided in 
chapter 20 (this volume). 

Other Dimensional Models 
Many of the FFM studies involve a comparison or 
integration of the FFM with an alternative dimen- 
sional model of PD symptomatology (e.g., Wiggins 
& Pincus, 1989). For example, Pincus and Ruiz 
(1997) administered to 355 college students the 
NEO-FFI and the Intrex Short Form Assessment of 
the Structural Analysis of Social Behavior (SASB). 
The SASB model of interpersonal behavior is a so- 
phisticaled object-relational model of the interper- 
sonal circumplex (Benjamin, 199313). It has been 

suggested that the FFM would not relate well to the 
more clinically sophisticated SASB (Benjamin, 
1993a). Nevertheless, Pincus and Ruiz (1997) re- 
ported that “all dimensions of the FFM and SASB 
exhibited significant intercorrelations” (p. 442) and 
that “relations found between dimensions of the 
SASB and FFM provide support for the position that 
parental representations significantly relate to adult 
personality” (p. 445). For example, 

individuals whose parental representations 
were generally afiliutive described them- 
selves as  less prone to emotional distress 
(lower neuroticism); more interpersonally 
oriented and experiencing of positive emo- 
tions (higher extraversion); more peaceable 
and trustworthy (higher agreeableness); 
and more dutijul, resourceful, and depend- 
able (higher conscientiousness). (p. 44.51. 

Pincus and Ruiz (1997) indicated that “this 
broadens empirical support for a general psychody- 
namic theory of personality and links descriptive 
trait models with clinically useful concepts” (p. 
445). They concluded that the object-relational, psy- 
chodynamic interpersonal circumplex model of per- 
sonality provided by the SASB is not inconsistent or 
incompatible with the FFM. These are readily inte- 
grated models of personality covering the same 
ground of personality functioning. “We believe 
strongly that combining information from both do- 
mains provides a richer and more informed basis for 
clinical personality assessment than either does inde- 
pendently” (p. 451). 

Soldz, Budman, Demby, and Merry (1995) ad- 
ministered the 50 Bipolar Self-Rating Scale (50- 
BSRS; Goldberg, 1992), the Personality Disorder Ex- 
amination (PDE; Loranger, 19881, and the Defense 
Style Questionnaire (DSQ; Bond, Gardner, Christian, 
& Sigal, 1983) to 257 outpatients participating in 
various group psychotherapy treatment programs. 
The DSQ assesses various immature defenses (e.g., 
acting out, splitting, projective identification), with- 
drawal defenses (e.g., isolation), and mature de- 
fenses (e.g., sublimation, supression). Soldz et al. in- 
dicated that the DSQ was more highly correlated 
with some of the PD symptomatology than the FFM, 
but this could have been due in large part to the 
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limited power provided by the 50-BSRS, at least in 
comparison to the DSQ. They concluded “overall, 
these findings suggest substantial empirical overlap 
between self-rated defensive style and the Big Five 
trait approach to personality” (Soldz et al., 1995, 
p. 366). “[Allthough the constructs involved may be 
conceptualized differently, their operationalization 
seems to cover much of the same domain” 
(p. 366). 

Trull, Useda, Costa, and McCrae (1995) assessed 
the convergence of the FFM with the MMPI-2 Per- 
sonality Psychopathology Five (PSY-5) Scales devel- 
oped by Harkness, McNulty, and Ben-Porath (1995) 
in a sample of community and clinical participants. 
They reported substantial convergence of the PSY-5 
and FFM constructs. For example, “PSY-5 positive 
emotionality and negative emotionality strongly re- 
sembled the NEO-PI dimensions of extraversion and 
neuroticism, respectively” (Trull et al., 1995, p. 
5 14). The other three PSY-5 scales-aggressiveness, 
constraint, and psychoticism-had more complex 
relationships but were nevertheless clearly conver- 
gent: “Aggressiveness appears to combine some as- 
pects of low agreeableness and high extraversion; 
constraint may be characterized by high agreeable- 
ness and high conscientiousness; and psychoticism 
was positively related to neuroticism and negatively 
related to some facets of agreeableness” (p. 514). 
Trull et al. also compared the two models with re- 
spect to their ability to account for PD symptom- 
atology as assessed by a semistructured interview 
(SIDP-R) and a self-report inventory (PDQ-R). “As 
hypothesized, these trait measures were systemati- 
cally related to personality disorder symptom 
counts, whether based on interviews or on self- 
reports” (p. 515). When the PD symptomatology 
was assessed by the PDQ-R, the PSY-5 scales corre- 
lated significantly with 7 of the 13 PDQ-R scales af- 
ter controlling for mood and anxiety; the NEO-PI-R 
correlated with all 13 PDQ-R scales after con- 
trolling for mood and anxiety (the results were 8 
and 7 scales, respectively, when the SIDP-R was 
used). 

Soldz et al. (1993) compared the ability of the 
FFM and the interpersonal circumplex to account 
for PD symptomatology in a sample of 102 consecu- 
tive patients referred for group psychotherapy for 

PDs at Harvard Community Health Plan, the largest 
health maintenance organization in New England. 
PD symptomatology was assessed by both a self- 
report inventory (MCMI-11) and a semistructured in- 
terview (PDE). The FFM was assessed by a set of 50 
single-term adjective markers (Goldberg, 1992); the 
interpersonal circumplex was assessed by the Inven- 
tory of Interpersonal Problems (IIP; Alden, Wiggins, 
& Pincus, 1990). Soldz et al. (1993) concluded that 
“despite the fact that many of the PDs could be 
meaningfully mapped into the two-dimensional cir- 
cumplex space marked by the IIP circumplex scales, 
this space did not distinguish clearly among the per- 
sonality disorders” (p. 46). Despite the rather limited 
power provided a single-term adjective assessment 
in comparison with the comprehensive set of clini- 
cally relevant interpersonal problems assessed by the 
IIP, “the use of the Big Five model led to even better 
placement for several disorders” (p, 41), which is 
consistent with the results of Wiggins and Pincus 
(1989). Soldz et al. (1993) concluded that “our re- 
sults lend strong support to the position that the Big 
Five personality factors can adequately represent 
the distinctions among the personality disorders” 
(p. 51). 

R. W Robins et al. (1994) studied the relation- 
ship of the FFM as assessed in a sample of Pitts- 
burgh adolescents with the constructs of ego resil- 
iency and ego control emphasized by Block (1995). 
Ego control refers to the degree to which individuals 
express their impulses; ego resiliency describes the 
internal personality structures that function to mod- 
ulate these impulses adaptively (J. H. Block & 
Block, 1980). Blocks constructs of ego control and 
ego resiliency have a rich history, both historically 
and empirically. Ego undercontrolled individuals 
show a variety of externalizing, delinquent disorders; 
ego resiliency is linked to secure attachment, delay 
of gratification, and problem-solving abilities; ego 
overcontrol and ego brittleness are associated with a 
variety of internalizing disorders. Robins et al. ob- 
tained substantial correlations of ego undercontrol 
with antagonism and low Conscientiousness and ego 
resiliency with A, Conscientiousness, and low N.  
They also demonstrated how an FFM understanding 
of these constructs helped to explain their relation- 
ship with antisocial acts. 
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h t h  undercontrolled and antisocial boys 
were low in conscientiousness, but they d$- 
fered i n  their levels of extraversion and 
ugreeableness. under controlled boys were 
more extraverted than antisocial boys, and 
untisucial boys were less agreeable than 
undercontrolled boys Thus, our findings 
furthei delineate thc meaning and behuv- 
ioral consequences of these developmental 
ionstructs (R W Robins et al , 1994, 
p 274) 

R W Robins et a1 ( I  994) also responded to the 
concern that dynamic constructs, such as ego con- 
trol, are not equivalent to a set of personality traits, 
such d i  Conscientiousness They indicated that their 
findings should not be understood as indicating that 
ego control is simply Conscientiousness or that Con- 
scientiousness is simply ego control Rather, the do- 
main of personality functioning mediated by ego 
control is in large part Conscientiousness (and A) 

l h c  relation between conscientiousness and 
tgo oveicontrol may indicate that adoles- 
tcnt boys who engage in the types of be- 
huviois that define the conscientiousness 
jactoi do so, or are ( apable of doing so, 
h ~ a u 5 e  they control and contain their 
emotional and motivational impulses 
( r  274) 

Huey and Weisz (1997) further explored the in- 
crenienlal validity of the FFM and the constructs of 
ego resiliency and ego control to understand the be- 
havioral and emotional problems of 116 clinic- 
referred children. Huey and Weisz (1997) compared 
their ability to account for a variety of internalizing 
and externalizing childhood psychopathology. 
“Within the FFM, extraversion and agreeableness 
were independent predictors of externalizing prob- 
lems, whereas only neuroticism predicted internaliz- 
ing problems” (p. 404). “All personality variables ex- 
cept openness were significantly associated with 
measures of child psychopathology and were at least 
somewhat effective in discriminating between the di- 
agnostic groups of externalizing, internalizing, com- 
orbid, and nonclinical children” (p. 412). With re- 
spect to their comparative validity, the FFM was 

equally predictive of internalizing problems as the 
ego-control and ego-resilience model and was even 
“a stronger predictor of externalizing problems” (p. 
412). “Given the fact that the FFM scales were de- 
rived from a subset of the CCQ (48 of 100 items), 
these findings should argue for the theoretical and 
empirical strength of the FFM” (p. 412). 

parable with the FFM in the spirit and method of 
their construction are the 18-factor model of Lives- 
ley, as assessed by the Dimensional Assessment of 
Personality Pathology-Basic Questionnaire (DAPP- 
BQ; Livesley & Jang, 2000) and the 22-factor model 
of Clark (1993a), as assessed by the Schedule for 
Nonadaptive and Adaptive Personality (SNAP). Both 
of these dimensional models were developed 
through systematic and reasonably comprehensive 
searches of the clinical and empirical literature for 
virtually every PD trait concept, followed by exten- 
sive analyses of the correlations among the traits to 
reduce them to a manageable set of fundamental di- 
mensions of PD symptomatology (Clark, McEwen, 
Collard, & Hickok, 1993; Livesley, Jackson, & 
Schroeder, 1989, 19921, including, for example, 
submissiveness, compulsivity, anxiousness. rejection, 
narcissism, and social avoidance (Livesley et al., 
1989, 1992) and dependency, social isolation, dra- 
matic exhibitionism, impulsivity, and antisocial be- 
havior (Clark, 1993a). Not surprisingly, there is sub- 
stantial convergence of these two alternative models. 
In a direct comparison of them, Clark, Livesley, 
Schroeder, and Irish (1996) indicated considerable 
convergence and compatibility, with only a few, rela- 
tively minor differences ( e g ,  DAPP-BQ Intimacy 
Problems may not be well represented within the 
SNAP, and SNAP Workaholism may not be well rep- 
resented within the DAPP-BQ). Equally important, 
Clark et al. (1996) also indicated that the higher or- 
der factor structure of the joint set of instruments 
yielded four factors “which corresponded to the 
well-established dimensions of neuroticism, introver- 
sion, (dis)agreeableness (aggression-hostility), and 
(low) conscientiousness (impulsive sensation seek- 
ing)” (p. 300). 

Clark et al. (1994; also see chapter 8, this vol- 
ume) administered the NEO-PI, an adjective check- 
list from Goldberg’s (1992) markers for the FFM, 

Two models of PD symptomatology that are com- 
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and the SNAP to 194 college students. Clark et al. 
(1994) reported that the 

separate measures of the five factors 
yielded a clear convergent and discrimi- 
nant pattern. More important, [SNAP] 
scales that assess maladaptive personality 
traits were shown to be related to mea- 
sures of all five factors, which indicates the 
general relevance of the FFMfor Axis I1 
phenomena. (p. 109) 

Some of the significant findings included substantial 
correlations of SNAP self-harm and dependency with 
N ,  exhibitionism and entitlement with Extraversion, 
detachment with introversion, aggression and mani- 
pulativeness with antagonism, workaholism and pro- 
priety with Conscientiousness, and eccentric per- 
ceptions with Openness. A joint factor analysis 
indicated a strong FFM solution. 

(p. 51). “The evidence suggests that personality dis- 
orders are not characterized by functioning that dif- 
fers in quality from normal functioning; rather, per- 
sonality disorder can be described with traits or 
dimensions that are descriptive of personality, both 
disordered and normal” (p. 52). More specifically, 
“the results of this study largely confirm our expec- 
tations that these dimensions of personality disorder 
are closely related to the Big Five factors of normal 
personality” (p. 52). 

Livesley, Jang, and Vernon (1998) factor analyzed 
the 18 lower order traits included within the DAPP- 
BQ in samples of 656 patients with a PD, 939 gen- 
eral population subjects, and 686 twin pairs. Princi- 
pal components analysis yielded four broad 
domains, which are comparable with those reported 
earlier by Widiger et al. (1991). “Multivariate genetic 
analyses also yielded 4 genetic and environmental 
factors that were remarkably similar to the pheno- 
typic factors” (Livesley et al., 1998, p. 941). Livesley 
et al. labeled them as emotional dysregulation, dis- 
social behavior, inhibitedness, and compulsivity and 
acknowledged a convergence of the four factors with 
four of the five domains of the FFM: Emotional dys- 
regulation was essentially equivalent to N ,  dissocial 
behavior (defined by interpersonal hostility, judg- 
mental attitudes, callousness, and conduct problems) 
coordinated well with antagonism, inhibition (char- 
acterized by intimacy problems and restricted affect) 
was essentially equivalent to FFM introversion, and 
compulsivity was equivalent to Conscientiousness. 
Livesley et al. did emphasize that they did not ob- 
tain a factor that would correspond to FFM Open- 
ness but, as noted by an accompanying commentary, 
“four out of five ain’t bad” (Widiger, 1998, p. 865). 
The absence of a factor representing Openness may 

The factor analytic results lend considera- 
ble support to related hypotheses. First, the 
same underlying personality trait structure 
has been shown to emerge from analyses 
of normal and maladaptive personality 
traits. Once again, these data provide evi- 
dence of structural continuity across nor- 
mal and abnormal personality. Second- 
and more specifically -a comprehensive 
(although perhaps not exhaustive) set of 
maladaptive traits has been shown to cor- 
relate signijcantly with all of the dimen- 
sions of the FFM, which supports the 
notion that this particular model of per- 
sonality has relevance for understanding 
personality disorder (p. 1 10) 

Schroeder, Wormworth, and Livesley (1992; also 
see chapter 9, this volume) administered the NEO- 
PI and the DAPP-BQ to 300 adult members of the 
general community recruited to participate in a 
study of personality A joint factor analysis of the 16 
DAPP-BQ included in this study and the five NEO- 
PI scales ylelded a stable and meaningful FFM solu- 
tion. Schroeder et al. (1992) concluded that “the re- 
sults of the factor analysis suggest that the domain 
of personality pathology can be explained reasonably 
well within the five-factor model normal personality” 

simply reflect the failure to provide much represen- 
tation of this domain of personality functioning 
within the DAPP-BQ; “the breadth and depth of the 
convergence is far more compelling” (p. 865) than 
the absence of this particular FFM domain. 

Clark and Livesley (1994; also see chapter 10, 
this volume) explored in more detail the conver- 
gence of all three models (DAPP-BQ, SNAP, and 
FFM) using data sets in which measures of the FFM 
are included; they concluded that “these data thus 
provide further support for the notion that the per- 
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sonality trait dimensional structure defined by the 
FFM is very robust and will emerge reliably as long 
as a broad range of personality traits are assessed” 
(p, 275’). As mentioned earlier, chapters 8, 9, and 
10 (this volume) provide further details concerning 
this research with the SNAP and the DAPP-BQ. 

In perhaps one of the more thorough and exten- 
sive comparisons of alternative dimensional models, 
O’Connor and Dyce (1998) conducted 12 indepen- 
dent principal-axes common factor analyses on the 
correlation matrices among the PDs using a variety 
of samples and assessment instruments provided by 
nine published studies. The PD matrices were ro- 
tated to a least squares fit to the target matrices gen- 
erated by the alternative dimensional models of per- 
sonality offered by (a) Widiger et al. (1994; FFM), 
(b) Millon and Davis (1996), (c) Torgersen and Al- 
naes (1 9891, (d) APA (1987; the cluster arrangement 
of the PDs in DSM-111-R), (e) Kiesler (1996) and 
Wiggins (1 982; the interpersonal circumplex), and 
(0 Clotiinger (1987b; Cloninger & Svrakic, 1994; 
the three-factor and seven-factor models). As indi- 
cated by O’Connor and Dyce (19981, their analyses 
were not exploratory searches of data sets, obtaining 
whatever factor analytic solution might capitalize on 
the particular measures and samples that were used. 
Instead, their confirmatory analyses 

were powevful, support-seeking attempts to 
find the view on a correlational structure 
that was most consistent with a given 
model. Failures to find support are  thus 
more likely due to sliortcomings with a 
model than to shortcomings with the 
method. (O’Connor G Dyce, 1998, p. 14) 

Their study was a testing of alternative explanations 
for the covariations among the PDs obtained empiri- 
cally in many independent studies. “The highest and 
most consistent levels of fit were obtained for the 
five-factor model” (p. 14), along with Cloninger and 
Svrakic’s seven-factor model. A further discussion of 
their research is provided in chapter 14 (this vol- 
ume). 

Negative Conclusions 
There have been a few studies in which the authors 
have emphasized the failure of the FFM to ade- 

quately account for PD symptomatology Each of 
these studies are discussed in turn. 

Yeung, Lyons, Waternaux, Faraone, and Tsuang 
(1993) administered a modified version of the NEO- 
FFI to 224 first degree relatives of patients. The 
NEO-FFI was altered to a more simplified true-false 
format to conform to other questionnaires com- 
pleted by the respondents. The respondents had 
been given the SIDP 2.27 years earlier. Only a small 
minority of the sample met the criteria at that time 
for each PD (e.g., no AVD, three dependent, one 
paranoid, and four ATS), with the exception of 
passive-aggressive. “Results . . . suggest that the five 
personality factors can explain some important fea- 
tures of every personality disorder, since all person- 
ality disorders are related to one or more of the five 
factors” (Yeung et al., 1993, p. 232). However, the 
correlations were low; Yeung et al. suggested that 
“the low correlations between personality disorder 
scales and five-factor scales may imply that these 
two scales are measuring different aspects of the in- 
dividuals” ( p. 233). “It seems that the five personal- 
ity factors describe important features of DSM-III 
personality disorders, but are not sufficient to com- 
pletely explain their characteristics” (p. 227). How- 
ever, the lower correlations obtained in this study as 
compared with the prior research are readily attrib- 
uted to the limited range of SIDP data obtained over 
2 years prior to the administration of the NEO-FFI 
(which is a 60-item shortened version of the 240- 
item NEO-PI-R that measures all 30 facets). The 2- 
year test-retest reliability of SIPD diagnoses of peo- 
ple who originally provided only a few marginal 
elevations on the PD scales would represent a sub- 
stantial limitation for researchers attempting to iden- 
tify the actual relationship of the FFM to PD symp- 
tomatology 

Zweig-Frank and Paris (1995) conducted a com- 
parable study They obtained DSM-111-R PD diagno- 
ses on 150 female patients, 78 of whom had met 
the DSM-111-R criteria for BDL Two years after this 
original study, they were able to find 71 of the origi- 
nal sample, 59 of whom agreed to complete the 
NEO-PI-R Twenty-nine of the 59 participants in the 
follow-up study had been diagnosed with BDL 2 
years earlier, the others had been diagnosed with 
other PDs Zweig-Frank and Paris (1995) found only 

77 



Widiger and Costa 

a few marginal differences between the 29 patients 
previously diagnosed with BDL and the 30 patients 
previously not diagnosed with BDL; they concluded 
that there were “few overall differences on the five 
factors between borderline and nonborderline pa- 
tients” (p. 525) .  Paris (1998) argued elsewhere that 
“the best way of understanding [PDs] is as amplifi- 
cations of normal personality traits” (p. 289). Zweig- 
Frank and Paris acknowledged that their particular 
results were inconsistent with the studies by Clarkin 
et al. (1993), Soldz et al. (1993), and Trull (1992). 
They suggested that the inconsistent nature of their 
findings “is accounted for by our methodology, 
which compared only those patients with a narrowly 
and categorically defined diagnosis of borderline 
personality disorder, as opposed to using dimen- 
sional scores” (Zweig-Frank & Paris, 1995, p. 525).  
They indicated that there would probably have been 
a significant correlation between the extent of BDL 
symptomatology and NEO-PI-R scores, but they 
were concerned instead with “the question as to 
whether or not the FFM could actually discriminate 
borderline personality disorder cases from cases with 
[other] personality disorders, and the results here in- 
dicate that such a discrimination is not readily 
made” (p. 525).  

Nonetheless, the failure of Zweig-Frank and Paris 
(1995) to find any differences for their patients with 
BDL is readily attributed to the low test-retest relia- 
bility of their categorical diagnoses (Bronisch & 
Mombour, 1998; McDavid & Pilkonis, 1996). Paris, 
Brown, and Nowlis (1987) themselves reported a 
considerable change in BDL diagnoses across time, 
with 75 of their patients with BDL no longer meet- 
ing the diagnostic criteria for the disorder at their 
subsequent follow-up. It is possible that there were 
few meaningful differences remaining between the 
two categorically distinguished groups of BDL and 
“nonborderline” PD 2 years after they had been orig- 
inally diagnosed (and subsequently treated). Regret- 
tably, the authors did not attempt to confirm that 
the categorical distinctions were still valid 2 years 
later when they administered the NEO-PI-R. 

and SIDP-R to 82 psychiatric patients. Each of the 
DSM-III-R PD scales correlated significantly with a 
NEO-FFI scale, but the correlations were in some 

Clark (199313) administered the NEO-FFI, SNAP, 

instances marginal and certainly lower than those re- 
ported in other studies. For example, the correlation 
of NEO-FFI N with SIPD-R BDL was only .09 (r < 
.05). In addition, the SNAP accounted for additional 
variance in PD symptomatology after the variance 
accounted for by the NEO-FFI was removed for 
seven SIDP-R PD scales. Clark (1993b) concluded 
that 

the . .  five-factor model of personality has 
much to recommend it as a higher order 
structural model [, but] it may be inade- 
quate for the clinical assessment of person- 
ality disorder because the characterizations 
it provides are too broad. . . . Moreovel; 
empirical relations between personality pa- 
thology and at least one current measure 
of the five-factor model were low to mod- 
erate. (p. 104) 

However, Clark’s findings are clearly limited by two 
considerations: (a) criterion contamination and (b) 
reliance on a measure of the FFM (NEO-FFI) that 
was substantially less sensitive than the measure she 
used to assess her alternative dimensional model 
(SNAP). The methodology was similar to comparing 
the validity of the 30 facet scales of the NEO-PI-R 
with the three domain scales of the SNAP to provide 
specific or differentiated descriptions of the PDs. 
With respect to the issue of criterion contamination, 
it would be difficult for any instrument to outper- 
form the SNAP in predicting PD symptomatology, 
given that the SNAP scales include items intended 
to represent explicitly the DSM-III-R PD diagnostic 
criteria in a manner comparable with the PDQ-R 
(Widiger & Costa, 1994). In any case, Clark’s subse- 
quent research and conclusions have been more 
supportive of the FFM (Le., Clark & Livesley, 1994; 
Clark et al., 1994, 1996; also see chapter 10, this 
volume). 

Coolidge et al. (1994) administered the NEO-PI 
and the Coolidge Axis I1 Inventory (CATI; Coolidge 
& Merwin, 1992) to 180 college students. Signifi- 
cant and substantial correlations were obtained for 
the NEO-PI domain scales with each of the CATI 
PD scales that were consistent with the predictions 
of Widiger et al. (1994). For example, ATS obtained 
significant correlations with antagonism (r = .59) 
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and low Conscientiousness ( r  = -.38), histrionic 
correlated significantly with Extraversion ( r  = ,461 
and marginally with N (I = .29), narcissistic corre- 
lated significantly with N ( r  = .45) and antagonism 
( r  = .34), AVD correlated with N ( r  = .58) and in- 
troversion ( r  = .66), and schizoid correlated with 
low ‘\J ( r  = -.41) and introversion ( r  = ,321. 

Coolidge et al. (19941, nevertheless, argued that 
the results indicated at best “a limited usefulness of 
the five-factor model in the understanding of per- 
sonality disorders” (p. 11). For example, they argued 
that the correlations were primarily with N,  with 
less contribution from the other domains, despite 
the apparent contributions by the other domains as 
indicated in the summary above of just some of 
their results. Their rejection of the FFM was based 
large]). on an assumption that FFM N should not be 
more highly correlated with the CATI PD scales than 
other domains of the FFM. “The name [Big Five] it- 
self suggests that all five factors are of relatively 
equal weight in terms of their ability to explain the 
personality disorders” (p. 18). However, this is not 
in fact a meaningful assumption or requirement 
(Widiger & Costa, 1994). There is no compelling 
reason that the domains of normal personality func- 
tioning should have equivalent implications for mal- 
adaptivity PDs can be maladaptive variants of com- 
mon personality traits without being equally related 
to all personality traits. 

is a single domain of personality: “If neuroticism 
must he broken down into these six disparate con- 
cepts, then it is not useful to conceive of them as 
facets of a single factor except in the most figurative 
sense” (p.  18). They further suggested that two of 
the facets of N ,  vulnerability and self-consciousness, 
are not relevant to the DSM-III-R (or DSM-IV) PDs 
because “vulnerability and self-consciousness are not 
listed as diagnostic entities or symptoms” (p. 18) for 
any of the DSM-III-R PDs. These objections to the 
FFM understanding of the PDs are well discussed 
elsewhere (Costa & McCrae, 1995a; Widiger et al., 
1994). in the end, the supportive data they obtained 
should perhaps speak for themselves. 

Ranianaiah and Sharpe (1998) subsequently at- 
templed to replicate the findings of Coolidge et al. 
(1994) in a comparable sample of 220 college stu- 

Coolidge et al. (1994) also questioned whether N 

dents. Ramanaiah and Sharpe addressed in particular 
the absence of substantial loadings of the CATI on 
the final two of the five canonical variates extracted 
by Coolidge et al. Ramanaiah and Sharpe suggested 
that their absence was due in large part to the deci- 
sion of Coolidge et al. not to rotate the structural 
loadings from the canonical correlation analyses to 
obtain a simple structure. Ramanaiah and Sharpe 
replicated the bivariate correlations obtained by 
Coolidge et al., even though they used the NEO-FFI 
rather than the NEO-PI-R. More importantly, the ro- 
tated canonical structure coefficients supported a 
more distinct and differentiated association of the 
CATI with each of the domains of FFM. Ramanaiah 
and Sharpe (1998) concluded that 

the present study supported the hypothesis 
that the results of the Coolidge et al. 
(1994) study might be attributed to the 

fact that the results of their canonical cor- 
relation analysis were not rotated to u sim- 
ple structure and rneuningful cunonical 
variate pairs. (p. 952) 

They also concluded more generally that “the results 
also supported the generality and comprehensiveness 
of the five-factor model for describing the structure 
of the Coolidge Axis I1 Inventory personality disor- 
der scales” (p. 952). 

Svrakic, Whitehead, Przybeck, and Cloninger 
(1993) administered the NEO-PI, the Temperament 
and Character Inventory (TCI; Cloninger, Svrakic, & 
Przybeck, 19931, and the SIDP-R to 136 psychiatric 
inpatients and compared the ability of the TCI and 
the NEO-PI to account for the total number of PD 
diagnostic criteria. “The TCI accounted for more of 
the personality-specific variance in number of PD 
symptoms than did the NEO (18% vs 11%)” 
(Svrakic et al., 1993, p. 996). Svrakic et al. con- 
cluded that “low self-directedness and cooperative- 
ness are core features of all PDs and are validly mea- 
sured by the seven-factor TCI but not the five-factor 
[NEO-PI]” (p. 991). 

Ball et al. (1997) attempted to replicate the re- 
sults of Svrakic et al. (1993) in a sample of 370 
substance-dependent patients (188 outpatients, 182 
inpatients) diagnosed with PDs using the SCID-11. 
Ball et a1.k study is particularly intriguing because 

79 



WLdLger and Costa 

they were independent researchers who administered 
the complete TCI but only the abbreviated NEO- 
FFI. They were anticipating much greater success 
with the TCI, given its original development for and 
application within substance-dependence popula- 
tions (Cloninger, 1987a). Ball et al. (19971, however, 
reported that the NEO-FFI outperformed the TCI 
across all of their analyses: “The proportion of vari- 
ance accounted for in all personality disorders was 
higher for the NEO than the TCI scales with NEO 
neuroticism, extraversion, and agreeableness being 
consistently stronger predictors across several disor- 
ders than the TCI dimensions” (p. 549). “The NEO 
dimensions were related to specific personality dis- 
orders as predicted, and most disorders were associ- 
ated with a unique pattern of scores” (p. 550). TCI 
scales did correlate with personality disorder symp- 
tomatology, but the “results did not support most 
predictions made for the TCI” (p. 545). They con- 
cluded that “our study indicates that the TCI should 
not be used to screen or diagnose personality disor- 
ders in substance abusers” (p. 551). Further details 
and discussion of their study is provided in chapter 
11 (this volume). 

CONCLUSION 

It is evident from the review above that a substantial 
amount of research on the relationship of the FFM 
to PD symptomatology has been published since the 
original review by Trull and McCrae (1994). In ad- 
dition, it is also apparent that much of this research 
indicates strong support for understanding PD 
symptomatology as maladaptive variants of the per- 
sonality traits included with the FFM. Further re- 
search needs to be conducted. For example, we ex- 
pect future FFM research to provide a greater 
emphasis on the facets or even more specific per- 
sonality traits covered within the broad domains of 
the FFM. Research confined to the broad domains 
will continue to be highly informative, indicating, 
for example, how a particular PD can be understood 
within the broad context of personality functioning 
provided by the five domains of the FFM. Neverthe- 
less, the differentiation among and within individual 
PDs is often most informed by a more differentiated 
and specific assessment of FFM traits and facets. 

We also expect researchers in the future to be 
concerned with further assessments of the conver- 
gent, discriminant, and predictive validity of alterna- 
tive dimensional and categorical models of personal- 
ity. The FFM is not the only dimensional model of 
PDs; this second edition of the text includes discus- 
sions of many of the more prominent alternative 
models. Research concerned with their convergence 
to the FFM and comparisons of their validity in pre- 
dicting external criteria or outcomes will have con- 
siderable value and importance. In addition, we 
would encourage not only research on the relative 
merits of each alternative perspective but also re- 
search on the convergence, compatibility, and inte- 
gration of alternative perspectives. Many of the pre- 
vious studies focused on which alternative model is 
more valid or informative than the other. Such re- 
search has substantial importance. However, there is 
often more in common among the alternative di- 
mensional models than there are differences between 
or distinct advantages among them. An important 
task for the future is to show how these commonali- 
ties can be integrated conceptually and clinically. 

Finally, we also expect researchers in the future 
to be concerned with the clinical applications of the 
FFM. Stone (chapter 241, Sanderson and Clarkin 
(chapter 211, MacKenzie (chapter 22) ,  Harkness and 
McNulty (chapter 23, all this volume), and others il- 
lustrate well the utility of the FFM for clinical prac- 
tice. The clinical application of the FFM has been 
informed by a substantial body of research (Hark- 
ness & Lilienfeld, 1997; Piedmont, 1998) that we 
expect will expand considerably over the third wave 
of FFM research, as clinicians and researchers con- 
tinue to develop their understanding of PDs as mal- 
adaptive variants of the personality traits included 
within the FFM. 
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C H A P T E R  6 

A DESCRIPTION OF THE DSM-IV 
PERSONALITY DISORDERS WITH THE 

OF PERSONALITY 
FIVE-FACTOR MODEL 

Thomas A. Widiger, Timothy J. Trull, John E CZarhin, Cynthia Sanderson, 
and Paul Z Costa, Jr: 

In this chapter, we provide a five-factor translation 
of the personality disorders within the fourth edition 
of’ the American Psychiatric Association’s (APA) Diag- 
nostic and Stalistical Manual of Mental Disorders 
(DSM-I\I; APA, 1994). Widiger, Costa, and McCrae 
in chapter 25 of this book present a four-step pro- 
cess for the diagnosis of a personality disorder solely 
lrom the perspective of the five-factor model (FFM) 
of personality. Many clinicians, however, are more 
familiar with the personality disorder diagnoses pre- 
sented in the DSM-IK In this chapter, we specify 
how each of the DSM-IV personality disorders can 
be translated as maladaptively extreme variants of 
the 30 facets of personality. 

Table 6.1 presents a summary of our translations 
of each of the 10 DSM-IV personality disorders. 
These translations are based on the diagnostic crite- 
ria presented in DSM-IV (APA, 1994). In the first 
edition of this text (Widiger, Trull, Clarkin, Sander- 
son, Gs Costa, 1994), we used three sources of infor- 
mation to translate each of the disorders into high 
or low standing on the personality facets: (a) the di- 
agnostic criteria, (b) associated features provided in 
the third edition, revised, of the Diagnostic and Sta- 
tistical Manual of Mental Disorders (DSM-III-R; APA, 
1987). and (c) clinical literature concerning each re- 
specti\,e disorder. In this edition of the book, the 
hypotheses are confined solely to the diagnostic cri- 
teria sets for each disorder. The purpose of this 
change is to elucidate more clearly the source for 
the hypotheses and thereby remove the ambiguity 
provided by the inclusion of hypotheses based on 
associated features and clinical literature. These hy- 

potheses can be tested at the level of the five broad 
domains; however, more adequate differentiation 
among prototypic cases of the personality disorders 
would be achieved by conducting studies at the 
level of the facets. It is also worth noting that ade- 
quate tests of the hypotheses provided in Table 6.1 
should involve prototypic cases of each respective 
personality disorder. A representative sample of peo- 
ple with, for example, paranoid personality disorder 
(PAR) are high on angry hostility Prototypic cases 
are at the very highest levels of this facet of Neuroti- 
cism, but any particular sample of people with PAR 
may in fact fail to include this component of Neu- 
roticism, given the polythetic (optional) nature of 
the DSM-lV diagnostic criteria (i.e., not all of the 
diagnostic criteria are in fact required). 

PARANOID PERSONALITY DISORDER 

PAR “is a pattern of pervasive distrust and suspi- 
ciousness of others such that their motives are inter- 
preted as malevolent” (APA, 1994, p. 634). Individu- 
als with PAR tend to be suspicious, mistrustful, 
hypervigilant, and argumentative (Bernstein, Useda, 
& Siever, 1993). PAR is therefore characterized pri- 
marily by excessively low Agreeableness (antago- 
nism), particularly on the facet of suspiciousness 
(low trust), which provides an explicit representa- 
tion of the core feature of and first diagnostic crite- 
rion for this personality disorder (most of the per- 
sonality disorder criteria sets are presented within 
DSM-IV in a descending order of diagnostic value; 
Widiger, Mangine, Corbitt, Ellis, & Thomas, 1995). 
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DSM-IV Personality Disorders and the Five-Factor Model 

NEO-PI-R domains and facets PAR SZD 
Neuroticism 

Anxiety 
Angry-hostility H 
Depression 
Self-consciousness 
Impulsiveness 
Vulnerabilitv 

SZl ATS BDL HST BAR AVD DEP OBI: 

H H H H 
H H H 

H H H 
H H H H H 

H 
H H H 

Extraversion 
Warmth 
Gregariousness 
Assertiveness 
Activity 
Excitement seeking 
Positive emotions 

L L 
L L 

H 
H 

H H 
L L H 

H 
L 
L L H 

L 

Openness to Experience 
Fantasy H H H 
Aesthetics 
Feelings 
Actions 
Ideas 
Values 

L 
H 
H 

H 

L 

Agreeableness 
Trust L 
Straightforwardness L 
Altruism 
Compliance L 
Modesty 
Tender mindedness 

L L H 
L 
L L 
L L 

L 
L L 

H 

H 
H L 
H 

Conscientiousness 
Competence 
Order 
Dutifulness 
Achievement striving 
Self-discipline 
Deli beration 

L 

H 

~ ~~ ~ 

Note. NEO-PI-R = Revised NEO Personality Inventory. H, L = high, low, respectively, based on the fourth edition 
of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV; American Psychiatric Association, 1994) diag- 
nostic criteria. Personality disorders: PAR = paranoid; SZD = schizoid; SZT = schizotypal; ATS = antisocial; BDL = 

borderline; HST = histrionic; NAR = narcissistic; AVD = avoidant; DEP = dependent; OBC = obsessive- 
compulsive. 

PAR also includes the low Agreeableness facets of 
excessively low straightforwardness (Costa, McCrae, 
6r Dye, 1991), which represents the paranoid ten- 
dencies to be secretive, devious, and scheming; ex- 
cessively low compliance, which represents the para- 

noid tendency of antagonistic oppositionalism; and 

the Neuroticism facet of angry hostility (e.g., quick 

to react with anger). Other DSM-IV personality dis- 
orders also involve low Agreeableness, particularly 
the narcissistic (NAR) and antisocial-psychopathic 
(ATS) personality disorders (see Table 6.1 and our 
later discussion), which explains the comorbidity of 
these DSM-IV categorical diagnoses. Prototypic cases 
of these personality disorders, however, can be dis- 
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tinguished in part by the particular facets of antago- 
nism. NAR, for example, is characterized by low 
Agreeableness but emphasizes primarily the facets of 
low modesty (arrogance, conceit, and grandiosity), 
low altruism (entitlement, self-centered stinginess, 
and exploitation), and low tendermindedness (lack 
of empathy) rather than low trust or low straightfor- 
wardness. ATS also involves the antagonism facets of 
excessively low straightforwardness (deceptive ma- 
nipulation) and low compliance (failure to conform 
to social norms with respect to lawful behaviors), 
but it can be distinguished from prototypical PAR by 
its lack of emphasis on low trust (suspiciousness) 
and the greater emphasis on low altruism (exploita- 
tion). 

It is evident that the domain and facets of low 
Agreeableness (or antagonism) are helpful to explain 
the overlap and the distinctions among PAR, ATS, 
and NAR.  However, it is also evident that the cate- 
gorical distinction among these personality disorders 
often is arbitrary. Some patients are more paranoid 
(low trust) than narcissistic (low modesty), but the 
diagnosis of many patients involves varying degrees 
and shades of the respective facets of Agreeableness. 
Rather than the arbitrary placement of a patient 
within an overly simplified diagnostic category that 
ignores the particular constellation of the facets of 
antagonism (and the other dimensions of personal- 
ity), it would be more descriptive and precise to in- 
dicate the extent to which the patient is character- 
ized by t.he respective facets of antagonism. 

SCHIZOID PERSONALITY DISORDER 

The essential features of the schizoid personality dis- 
order (SZD) are “a pervasive pattern of detachment 
from social relationships and a restricted range of 
expression of emotions in interpersonal settings” 
(APA, 1994, p. 638). Individuals with SZD have a 
profound defect in their ability to form social rela- 
tionships (Kalus, Bernsteiri, & Siever, 1993). They 
are typically loners, isolated and withdrawn from 
others. They may live as hermits, but more often 
they are within society but live emotionally and so- 
cially detached. They usually have jobs that require 
little or no social interaction. They prefer to keep to 
themselves, declining most opportunities to social- 

ize. They rarely marry because the emotional inten- 
sity of a romantic or sexual relationship is foreign 
and has little interest. 

In other words, SZD involves excessive introver- 
sion, particularly the facets of excessively low 
warmth (indifference to social relationships and nei- 
ther desires nor enjoys close relationships; APA, 
1994), low gregariousness (almost always chooses 
solitary activities), and low positive emotions (takes 
pleasure in few, if any, activities). Our prior descrip- 
tion of this disorder (Widiger et al., 1994) included 
low excitement seeking, as suggested by the associ- 
ated feature of being overly staid, cautious, and re- 
served. Low excitement seeking might be evident in 
some people with this disorder, but it is only sug- 
gested rather than required by the diagnostic criteria 
set (e.g., an absence of any interest in sexual activi- 
ties). DSM-IV provides a greater emphasis on low 
positive emotions by its inclusion of a variety of in- 
dicators of anhedonia (i.e., an inability to experience 
pleasure from activities that usually produce pleasur- 
able feelings), such as flattened affectivity, detach- 
ment, taking pleasure in few activities, and little in- 
terest in sexual activities (Kalus et al., 1993). 

SZD also includes low openness to feelings. Indi- 
viduals with SZD are not necessarily closed to all as- 
pects of experience and may even be elevated on the 
broad domain of low Openness to Experience. They 
may in fact have substantial interests in areas of life 
that involve little social involvement (e.g., ideas, the- 
ories, aesthetics). However, prototypic cases of SZD 
include a low awareness or appreciation of emotion- 
ality. To the extent that a highly introverted person 
displays an excessive openness to ideas and fantasy, 
the person is more likely to be diagnosed with the 
schizotypal personality disorder (SZT) than with 
SZD (as discussed later). 

SCHIZOTYPAL PERSONALITY DISORDER 

The essential features of SZT are said to be “a perva- 
sive pattern of social and interpersonal deficits 
marked by acute discomfort with, and reduced ca- 
pacity for, close relationships as well as by cognitive 
or perceptual distortions and eccentricities of behav- 
ior” (APA, 1994, p. 641). SZT and SZD are quite 
similar (Siever, Bernstein, & Silverman, 1991). Both 
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are largely characterized by excessive introversion 
(see Table 6.11, but they are differentiated by the 
relative emphasis on social and physical anhedonia 
in SZD and by the relative emphasis on cognitive- 
perceptual aberrations in SZT (Widiger, Frances, 
Spitzer, & Williams, 1988). 

Many of these schizotypal cognitive-perceptual 
aberrations do not have an obvious representation in 
the FFM. Some researchers have suggested that SZT 
does not actually belong within the personality dis- 
orders section of DSM-IV (Siever et al., 1991). SZT 
is genetically and phenotypically associated closely 
with schizophrenia. However, most of the personal- 
ity disorders have a comparable relationship to one 
or more Axis I mental disorders. SZT is perhaps best 
understood as a characterologic (personality) variant 
of schizophrenic pathology (broadly defined). Widi- 
ger and Tmll (1992) speculated that the cognitive- 
perceptual aberrations of SZT may represent addi- 
tional aspects or manifestations of Neuroticism. 
Neuroticism is said to involve a disposition to un- 
realistic and irrational beliefs, in addition to anxiety, 
depression, impulsivity, hostility, vulnerability, and 
self-consciousness (Costa & McCrae, 1985; McCrae, 
Costa, & Busch, 1986). 

Prototypical SZD and SZT patients can be differ- 
entiated in part by their respective degree of Neu- 
roticism. The prototypical individual with SZT 
displays excessively high anxiousness and self- 
consciousness (social anxiety and pervasive dis- 
comfort with others; APA, 1994), whereas some SZD 
patients may display low Neuroticism. However, 
SZT people are perhaps more clearly differentiated 
with respect to the domain of Openness, particularly 
fantasy, actions, and ideas. The cognitive aberrations 
of the SZT person can reflect, in part, an excessive 
maladaptive openness to unusual fantasy and idea- 
tion. This conceptualization of schizotypic ideation 
is somewhat controversial (Widiger, 1993). There are 
a variety of interpretations of this FFM domain, in- 
cluding culture, intellect, and unconventionality An 
interpretation of Openness including unconvention- 
ality is perhaps best suited to capture the eccentrici- 
ties, peculiarities, and odd behaviors of the SZT per- 
son. In summary, to the extent that an excessively 
introverted person also displays excessive Neuroti- 
cism and openness to fantasy and ideas, the DSM-IV 

personality disorder diagnosis is more likely to be 
SZT rather than SZD. It should again be empha- 
sized, however, that this categorical distinction is of- 
ten arbitrary and misleading. It would be more in- 
formative to simply describe the extent to which an 
introverted person is anxious, self-conscious, and 
open to aberrant fantasies and ideas than to impose 
an arbitrary, black-or-white categorical distinction. 

ANTISOCIAL PERSONALITY DISORDER 

ATS is defined in DSM-IV as “a pervasive pattern of 
disregard for, and violation of, the rights of others” 
(APA, 1994, p. 645). The diagnostic criteria for ATS 
essentially provide a set of behavioral examples of 
excessively low Conscientiousness (e.g., irresponsible 
and delinquent acts, inability to sustain consistent 
work behavior, failure to honor obligations, failure 
to plan ahead) and low Agreeableness (e.g., deceit- 
fulness, failure to conform to the law, fights and as- 
saults, disregard for the safety and welfare of others, 
and lack of remorse; APA, 1994). People low in 
Conscientiousness tend to be aimless, unreliable, 
lax, negligent, and hedonistic (Costa & McCrae, 
1985); the most extreme variants of these tendencies 
describe the indulgent and irresponsible antisocial 
individual. The ATS person, however, is also manip- 
ulative, exploitative, vengeful, criminal, and ruthless, 
which are aspects of antagonism (particularly the 
facets of excessively low straightforwardness, altm- 
ism, compliance, and tender mindedness). Impulsiv- 
ity is included within the diagnostic criteria for ATS, 
but it is described more specifically in DSM-IV as a 
failure to plan ahead. This understanding of impul- 
sivity is best represented within the domain of Con- 
scientiousness (low deliberation) rather than by the 
FFM Neuroticism facet of impulsivity. The FFM 
Neuroticism facet of impulsivity refers instead to an 
inability to control one’s urges or desires (Costa & 
McCrae, 1985, 1992). 

The combination of low Conscientiousness and 
low Agreeableness is also characteristic of the 
passive-aggressive personality disorder (PAG) in- 
cluded in an appendix to DSM-IV (APA, 1994). 
However, PAG and ATS can be distinguished, in 
part, by the different facets of Agreeableness and 
Conscientiousness that are emphasized in each case 
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(see Appendix A). The person with PAG tends to be 
more sloppy and careless (low in competence), 
whereas the ATS person is more reckless, unreliable, 
and hedonistic (low in self-discipline and delibera- 
tion). More important, perhaps, is the fact that the 
ATS person displays more of the facets of low 
Agreeableness, particularly the tendencies to be 
tough minded and ruthlessly exploitative. The 
excitement-seeking facet of Extraversion can also be 
useful to distinguish ATS from PAG. 

BORDERLINE PERSONALITY DISORDER 

Borderline personality disorder (BDL) is defined in 
DSM-IL‘ as a “pervasive pattern of instability of inter- 
personal relationships, self-image, and affects, and 
marked impulsivity” (APA, 1994, p. 650). As is evi- 
dent from Table 6.1, BDL is primarily a disorder of 
extreme Neuroticism. Describing people with this 
severe personality disorder as being simply high in 
Neuroticism may not adequately convey the serious- 
ness of their psychopathology, but simultaneously 
the people who are at the very highest levels of FFM 
angry hostility, impulsivity, vulnerability, depressive- 
ness, and anxiousness display severe psychopathol- 
ogy and would be diagnosed with BDL. 

Affective instability is a central feature of BDL 
(Gunderson, 1984), and the tendency to experience 
negative affect is a central component of Neuroti- 
cism (Watson Q Clark, 1984). The tendency to ex- 
perience negative affect is represented directly by the 
Neuroticism facets of anxiety, depression, and angry 
hostility. The DSM-IV diagnostic criteria provide a 
variety of examples of this emotional instability, in- 
cluding unstable and intense interpersonal relation- 
ships; impulsivity; affective instability; inappropriate 
or intense anger; recurrent self-mutilation or suicidal 
Lhreats, gestures, or behaviors; identity disturbance 
(e.g. ~ uncertainty regarding self-image, long-term 
goals, and preferred values); chronic feelings of 
emptiness or boredom; and frantic efforts to avoid 
real or imagined abandonment (APA, 1994). These 
features correspond closely to the five Neuroticism 
facets of hostility, impulsivity, vulnerability, depres- 
sion, and anxiety A person elevated on Neuroticism 
tends to be hot tempered, angry, and easily frus- 
trated (hostility); unable to resist impulses and tran- 

sient urges (impulsivity); easily rattled, panicked, 
and unable to deal with stress (vulnerable); tense, 
fearful, worried, and apprehensive (anxiety); hope- 
less and blue (depressed); and is strickened by feel- 
ings of guilt, shame, inferiority, and embarrassment 
(self-consciousness; Costa & McCrae, 1992). These 
traits provide a good description of the BDL patient. 

In the FFM, there are two aspects of hostility: 
the experience of hostility and the expression of 
hostility. In its former manifestation, it is represented 
as angry hostility within the domain of Neuroticism; 
in its latter manifestation, as low compliance of the 
domain of antagonism (Costa & McCrae, 1992). 
The hostility of BDL patients is evident in part by 
their explosive outbursts of anger, temper tantrums, 
intense rage, and hatred. This hostility of BDL pa- 
tients may not be for the purpose of inflicting pain 
and suffering on others but reflects instead their in- 
ability to control their affective rage. Antagonism is 
characteristic of prototypic BDL, particularly the fac- 
ets of low compliance (i.e., oppositionalism) and 
low trust (e.g., paranoid ideation). However, it is 
important to recognize that only two of the six fac- 
ets of Agreeableness are salient for this personality 
disorder, and the polythetic nature of the criteria set 
does not ensure that these components of the disor- 
der are always present. This same point applies to 
Conscientiousness, where only one of the six facets 
is involved (i.e., the low sense of self-efficacy evi- 
dent within an identity disturbance). 

Conceptualizing BDL as extreme Neuroticism is 
consistent with the psychoanalytic construct of bor- 
derline personality organization (BPO). BPO refers to 
a level of personality functioning that cuts across the 
DSM-IV diagnostic categories (Kernberg, 1984). The 
nonspecific manifestations of BDL functioning iden- 
tified by Kernberg (e.g., anxiety tolerance, impulse 
control, and vulnerability to stress) are consistent 
with the facets of Neuroticism identified by Costa 
and McCrae (1992). The unstable, intense relations, 
recurrent suicidal threats, chronic feelings of empti- 
ness, frantic efforts to avoid abandonment, self- 
mutilation, and transient, stress-related, severe disso- 
ciative symptoms are indirect manifestations of the 
Neuroticism facets of impulsiveness, vulnerability, 
self-consciousness, anxiety, and depression-what 
Kernberg (1984) referred to as “nonspecific manifes- 
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tations of ego weakness.” Frantic effort to avoid 
abandonment is an expression of panicked, helpless, 
and desperate vulnerability; unstable, intense rela- 
tionships result from the tendency to be impulsive, 
vulnerable, hostile, anxious, and depressed. Each of 
the other DSM-IV personality disorders may or may 
not be at a borderline level of personality organiza- 
tion (or in terms of the FFM, may or may not in- 
volve the highest levels of Neuroticism). It would 
not be meaningful from this perspective to attempt 
to differentiate BDL from HST, ATS, or SZT because 
it is likely that inpatients with these personality dis- 
orders would also be at a borderline level of person- 
ality organization (Kernberg, 1984). Neuroticism, 
like BPO, is a characteristic level of personality dys- 
function that cuts across other important individual 
differences ( e g  , degree of Extraversion and Consci- 
entiousness). 

Conceptualizing BDL as extreme Neuroticism is 
also helpful for addressing the problematic heteroge- 
neity of patients who meet the DSM-IV criteria for 
the BDL diagnosis (Clarkin, Widiger, Frances, Hurt, 
& Gilmore, 1983). Few cases are prototypical, with 
some characterized primarily by affective instability, 
some by impulsivity, and others by intense anger 
and hostility (Hurt et al., 1990). The dimensional 
nature of the five-factor formulation of Neuroticism 
recognizes that not all individuals share the same 
facets of Neuroticism to the same degree. Clinicians 
should not lump together all of the diverse presenta- 
tions of borderline symptomatology within one un- 
differentiated category but instead should provide a 
more detailed and specific description of the indi- 
vidual patient with respect to the various facets of 
Neuroticism. Some patients may be characterized 
primarily by the facet of hostility, some by impulsiv- 
ity, and others by anxiety, vulnerability, depression, 
or self-consciousness. 

Conceptualizing BDL as extreme Neuroticism 
also helps to explain the excessive prevalence and 
comorbidity of this popular but controversial diag- 
nosis (Widiger & Frances, 1989). Neuroticism, as a 
characteristic level of personality dysfunction (i.e., 
vulnerability to stress, impulse dyscontrol, and nega- 
tive emotionality) is almost ubiquitous within clini- 
cal populations (Eysenck 6r Eysenck, 1985). Person- 
ality dysfunction to the point of needing inpatient 

hospitalization usually involves excessive Neuroti- 
cism. A diagnostic category that consists essentially 
of excessive Neuroticism should be prevalent and be 
the most common personality disorder within inpa- 
tient settings. To the extent that the other personal- 
ity disorders involve some degree of Neuroticism 
(see Table 6.11, one would also expect considerable 
overlap and comorbidity with BDL, particularly 
within inpatient settings. The excessive prevalence 
and comorbidity of BDL, which is so problematic to 
its validity as a distinct personality disorder (Clonin- 
ger, 1989; Gunderson & Zanarini, 1987; Widiger & 
Frances, 19891, is then readily understandable from 
the perspective of the FFM. 

HISTRIONIC PERSONALITY DISORDER 

Histrionic personality disorder (HST) is defined in 
DSM-IV as “excessive emotionality and attention- 
seeking behavior” (APA, 1994, p. 655). HST individ- 
uals express emotions with an inappropriate exag- 
geration and theatricality (excessively high positive 
emotions); they are sexually provocative and show 
attention-seeking behavior (high excitement seek- 
ing); they consider relationships to be more intimate 
than they actually are (high warmth); and they work 
hard at being the center of attention (high gregari- 
ousness). In summary, HST represents to a great ex- 
tent an extreme variant of Extraversion. Extraversion 
involves the tendency to be outgoing, talkative, and 
affectionate (high warmth); to be convivial; to have 
many friends; to actively seek social contact (high 
gregariousness); to be assertive and dominant (high 
assertiveness); to be energetic, fast paced, and vigor- 
ous (high activity); to be flashy; to seek strong stim- 
ulation; to take risks (high excitement seeking); and 
to be high spirited, buoyant, optimistic, and joyful 
(high positive emotions). These facets of Extraver- 
sion provide a vivid description of the prototypical 
HST person. As described in Millon’s (1981) alterna- 
tive model for DSM-Iv HST is seen as the “gregari- 
ous pattern” (p. 131). Being outgoing, optimistic, 
and gregarious is not inherently maladaptive, but 
being extremely extraverted means being at a high 
risk for HST. 

Prototypic cases of HST also involve facets of 
Openness that are characteristically excessive in the 
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HST person (e.g., flights into romantic fantasy, crea- 
tive imagination, novelty craving, and bored with 
routine; .4PA, 1994). Thus, HST is contrasted 
strongly with SZD, which involves low openness to 
feelings ((and introversion), whereas HST involves 
high openness to feelings and fantasy (as well as Ex- 
traversion). Openness to fantasy is only an associ- 
ated feat.ure of the DSM-III-R formulation of HST 
(APA, 1987; also see Appendix A, this volume). 
DSM-IV‘ elevated this component to a diagnostic cri- 
terion. People with this disorder consider relation- 
ships LO be more intimate than they actually are, 
and “flights into romantic fantasy are common” 
(APA, 1994, p. 655). 

Anoiher new diagnostic criterion for HST in- 
cluded in DSM-IV is “suggestible (i.e., easily influ- 
enced by others or circumstances)” (APA, 1994, p. 
658). This criterion indicates the presence of the 
Agreeableness facet of trust (e.g., gullibility). This 
facet of Agreeableness was included in our previous 
translation of the DSM-III-R personality disorders 
(Widiger et al., 1994) but was again considered only 
an associated feature of the disorder (see Appendix 
A). Excessively high trust, like openness to fantasy, 
is now among the diagnostic criteria for this person- 
ality disorder. 

NARCISSISTIC PERSONALITY DISORDER 

NAR is “a pervasive pattern of grandiosity, need for 
admiration, and lack of empathy” (APA, 1994, 
p. 658). This personality disorder is characterized 
primarily by particular facets of antagonism, includ- 
ing low modesty (i.e., arrogance, grandiosity, superi- 
ority, haughty attitudes), low altruism (i.e., expecting 
favorable treatment, exploitation of others), and 
tough mindedness (i.e., lack of empathy). In fact, 
the first three diagnostic criteria for this disorder 
concern excessively low modesty 

Low Agreeableness or antagonism is also charac- 
teristic of PAR, ATS, BDL, and PAG, but as indicated 
earlier, prototypical cases of these personality disor- 
ders are largely differentiated by the facets of antago- 
nism that are emphasized in each. For example, the 
excessive suspiciousness (low trust) of PAR is not 
characteristic of NAR, and the oppositionalism and 
manipulativeness of ATS, BDL, and PAG (low com- 

pliance and low straightforwardness) are not as 
characteristic of NAR. The narcissistic person also 
tends to display relatively higher levels of Conscien- 
tiousness than do ATS, BDL, HST, and PAG individ- 
uals. These other personality disorders are character- 
ized, in part, by low Conscientiousness, whereas 
NAR involves more normal and often high levels of 
achievement striving. Achievement striving is not in- 
cluded in the DSM-111-R criteria for NAR (see Ap- 
pendix A), but it is described in the clinical litera- 
ture (Kernberg, 1984; Ronningstam & Gunderson, 
1988) and is now included more explicitly within 
the DSM-IV criteria set as indicated by the reference 
to an excessive need to associate with high-status in- 
stitutions (and people). 

An ambiguity in the five-factor description of 
NAR is the characteristic level of Neuroticism. Indi- 
viduals who are grandiose, overly self-confident, and 
arrogant and have an inflated self-esteem often de- 
scribe themselves as being excessively low in Neu- 
roticism, particularly with respect to the facets of 
self-consciousness, anxiety, and vulnerability. Most 
people have some degree of self-consciousness and 
vulnerability, but it is characteristic of the NAR per- 
son to deny the presence of any substantial faults, 
fallibilities, or foibles (Watson & Clark, 1984). Ex- 
cessively low scores on self-report measures of Neu- 
roticism may then be indicative of NAR, particularly 
when these scores are not confirmed by ratings pro- 
vided by a peer or spouse (Costa & McCrae, 1990). 
Close associates are often more aware of the NAR 
individual’s flaws and insecurities, and a substantial 
discrepancy between peer and self-ratings of vulner- 
ability can be useful in suggesting an inflated self- 
esteem. 

People with NAR, however, often experience 
cracks in their armor of grandiosity. They are, in 
fact, vulnerable to threats to self-esteem (Kern- 
berg, 1984). This vulnerability is particularly evi- 
dent in people with NAR who seek treatment. 
DSM-IV does not explicitly include a criterion that 
represents this vulnerability, although some might 
infer it from the excessive need for admiration and 
enviousness of others. The DSM-IV criteria for 
NAR place somewhat less emphasis on high Neu- 
roticism (e.g., by deleting the hypersensitivity to 
criticism item) and more emphasis on arrogant an- 
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tagonism (by adding the items of arrogance, 
haughty attitudes, and the belief that others are 
envious of them). 

pable of expressing strong feelings of affection. 
Avoidant individuals can at times appear on the sur- 
face to be low in warmth, given their tendency to 
avoid social situations, but they actually strongly de- 

AVOIDANT PERSONALITY DISORDER 

Avoidant personality disorder (AVD) is defined in 
DSM-IV as “a pattern of social inhibition, feelings of 
inadequacy, and hypersensitivity to negative evalua- 
tion” (APA, 1994, p. 662). From the perspective of 
the FFM, AVD involves (a) introversion, particularly 
the facets of low assertiveness (restraint within inti- 
mate relationships, inhibited in interpersonal situa- 
tions, arid avoids occupational activities that involve 
significant interpersonal contact), low gregariousness 
(unwilling to get involved with people), and low ex- 
citement seeking (reluctant to take personal risks or 
engage in any new activities; APA, 1994); and 
(b) Neuroticism, particularly the facets of self- 
consciousness, anxiousness, vulnerability, and de- 
pressiveness (e.g., fears of criticism, disapproval, or 
rejection; feelings of inadequacy; views self as infe- 
rior to others). In other words, the AVD person is 
not simply introverted but is withdrawn and inhib- 
ited because occupational, interpersonal, and other 
activities may prove embarrassing. They are willing 
to get involved with others but only if they are suffi- 
ciently reassured that they will be accepted. 

Both the comorbidity and the differentiation of 
AVD and SZD are understandable from the perspec- 
tive of the FFM. These two personality disorders 
both involve introversion, but the prototypical SZD 
and AVD people are readily distinguished with re- 
spect to Neuroticism. To the extent that an intro- 
verted person is elevated on Neuroticism (particu- 
larly the facets of self-consciousness, anxiety, and 
vulnerability), the more likely diagnosis is AVD 
rather than SZD. AVD and SZD can also be distin- 
guished to some extent by facets of introversion. 
AVD introversion tends to emphasize the facets of 
low assertiveness (submissive and unassuming) and 
low excitement seeking (cautious and inhibited), 
whereas SZD introversion involves primarily the fac- 
ets of low warmth (cold and distant) and low posi- 
tive emotions (anhedonia). Prototypical avoidant in- 
dividuals may, in fact, be characterized by high 
warmth (see Appendix A) because they are fully ca- 

sire social contact. 
It is useful to emphasize again, however, that the 

avoidant and schizoid behavior patterns tend to 
shade into one another. Most patients are not proto- 
typical cases but instead involve shades of gray of 
avoidant and schizoid traits. Some have low gregari- 
ousness and low assertiveness or low warmth and 
low assertiveness with moderate Neuroticism. It 
would then be more precise and informative to indi- 
cate the respective levels on the relevant facets of in- 
troversion and Neuroticism than to characterize the 
patient as either AVD or SZD (or both). 

DEPENDENT PERSONALITY DISORDER 

Dependent personality disorder (DEP) is defined 
in the DSM-IV as an “excessive need to be taken 
care of that leads to submissive and clinging be- 
havior and fears of separation” (APA, 1994, 
p. 665). From the perspective of the FFM, DEP 
represents primarily an extreme variant of Agree- 
ableness with high levels of Neuroticism and low 
assertiveness (see Table 6.1). DEP individuals are 
characterized by a marked need for social approval 
and affection and often sacrifice many of their 
own needs, values, options, pleasures, and goals 
to live in accordance with the desires of others. 
They are self-effacing, docile, submissive, and sac- 
rificial. Agreeableness is often adaptive and desira- 
ble, involving such traits as being trusting, good 
natured, helpful, forgiving, and accommodating, 
but “agreeableness can also assume a pathological 
form, in which it is usually seen as dependency” 
(Costa & McCrae, 1985, p. 12). 

The DSM-IV diagnostic criteria set includes 
many explicit examples of pathological Agreeable- 
ness, such as excessive compliance (difficulty ex- 
pressing disagreement), altruism (volunteering to 
do unpleasant things), and modesty (needing ad- 
vice and reassurance from others to make every- 
day decisions). Many of the other DSM-IV criteria 
include facets of Neuroticism, particularly vulnera- 
bility, anxiety, and self-consciousness (e.g., feels 
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unable to take care of self, feels uncomfortable or 
helpless when alone, lacks self-confidence in judg- 
ment or abilities, fears loss of support or ap- 
proval). 

even more so perhaps than the comorbidity of 
AVD and SZD. This can appear to be somewhat 
odd, given that the social withdrawal and alone- 
ness that characterize AVD people would appear 
to be niutually exclusive with the strong attach- 
ment needs of DEP people. However, their comor- 
bidity IS due primarily to sharing of similar facets 
of Neuroticism (vulnerability, anxiety, and self- 
consciousness) and the facet of low assertiveness 
from Extraversion. Nevertheless, prototypic cases 
can be distinguished. Prototypical cases of DEP 
exhibit a pathological high warmth, as manifested 
in the new DSM-IV diagnostic criterion of “ur- 
gently seeks another relationship as a source of 
care and support when a close relationship ends” 
(APA, 1994, p. 669). This new diagnostic criterion 
is consistent with the general shift in the defini- 
tion of DEP from one that emphasizes low self- 
confidence to a greater emphasis on the attach- 
ment component of dependency and emotional 
reliance on others (Hirschfeld, Shea, & Weise, 
1991; Pilkonis, 1988). From the perspective of the 
FFM, this represents a shift from Neuroticism to- 
ward Extraversion and Agreeableness. 

Prototypical cases of AVD and DEP are also 
distinguishable with respect to the domain of 
Agreeableness. To the extent that a person who is 
moderately anxious, self-conscious, vulnerable, 
and depressed is also excessively trustworthy, gul- 
lible, compliant, modest, and tenderminded, the 
person is more likely to be diagnosed as DEP 
rather than AVD. Once again, however, it is im- 
portant to emphasize that the categorical distinc- 
tion hetween DEP and AVD is arbitrary at its 
boundaries. Patients with diagnoses of DEP and 
AVD are characterized by varying degrees of eleva- 
tions on Agreeableness, Neuroticism, and 
Extraversion-introversion. Many of these individ- 
uals provide a problematic differential diagnosis to 
the clinician, who is using the categorical DSM-ZV 
taxonomy because the patient appears to have 
both AVD and DEP From the perspective of the 

The diagnoses of AVD and DEP often co-occur, 

FFM, these patients would simply be described by 
their precise elevations on the respective facets of 
Neuroticism, introversion, and Agreeableness. 

OBSESSIVE-COMPULSIVE PERSONALITY 
DISORDER 

Obsessive-compulsive personality disorder (OBC) is 
defined in DSM-ZV as “a preoccupation with orderli- 
ness, perfectionism, and mental and interpersonal 
control at the expense of flexibility, openness, and 
efficiency” (APA, 1994, p. 669). From the perspec- 
tive of the FFM, OBC is primarily a disorder of ex- 
cessive Conscientiousness, including such facets as 
order (preoccupation with details, rules, lists, order), 
achievement striving (excessive devotion to work 
and productivity) , dutifulness (overconscientious, 
scrupulousness about matters of ethics and moral- 
ity), and competence (perfectionism). Conscientious- 
ness involves a person’s degree of organization, per- 
sistence, and motivation in goal-directed behavior. 
Conscientious individuals tend to be organized, reli- 
able, hardworking, self-disciplined, businesslike, and 
punctual (Costa & McCrae, 1992). People who are 
maladaptively conscientious are excessively devoted 
to work; perfectionistic, to the point that tasks are 
not completed (e.g., unable to complete projects be- 
cause their own strict standards are not met), and 
preoccupied with organization, rules, and details. 

It appears to be a paradox for people who are 
unable to complete projects effectively or efficiently 
as being considered high in Conscientiousness. 
However, the paradox is in fact that people with 
OBC often make significant achievements yet rou- 
tinely fail to accomplish even the most mundane 
and ordinary of tasks due to their personality disor- 
der. People with OBC are essentially their own worst 
enemy because their hypertrophic sense of compe- 
tence sets unrealisticaIly high standards that often 
cannot be met. They may achieve and accomplish a 
great deal, but they also become stalled and derailed 
by their severe standards and expectations. Even 
when a decision is trivial (e.g., which movie to at- 
tend, where to have dinner, what apparently worth- 
less objects to throw away), they may ruminate end- 
lessly (excessive deliberation). OBC people are 
obsessed with making correct decisions, contributing 
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paradoxically to both high achievement and high 

task failure. 

The OBC person is also closed to values (inflexi- 
ble in matters of morality, ethics, or values; APA, 
1994). DSM-III-R includes a diagnostic criterion rep- 

resenting closedness to feelings (restricted expression 
of affection), but this criterion has been removed 

(Pfohl & Blum, 1991). A new diagnostic criterion 

for OBC included in the DSM-IV is rigidity and 
stubbornness (APA, 1994), which provides another 

representation of low openness to values. However, 
the criterion of stubbornness can also reflect an an- 
tagonism (low compliance). The OBC person’s reluc- 
tance to delegate tasks or to work with others unless 

they submit to exactly his or her way of doing 
things reflects a clinically significant form of opposi- 
tionalism, perhaps manifestations of the facets of 
low compliance (antagonism) and high assertiveness 
(Extraversion). 
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C H A P T E R  7 

PERSONALITY STRUCTURE AND 
THE STRUCTURE OF 

PERSONALITY DISORDERS 
Jerry S. Wiggins and Aaron L. Pincus 

In this chapter, we advocate the use of operational- 
ized structural models of personality in the interpre- 
tation of dimensions that underlie the interrelations 
among conceptions of personality disorders. We be- 
gin with an overview of empirical studies of the 
structure of personality disorders and consider two 
major perspectives on the nature of these disorders. 
We then provide an overview of dimensional ap- 
proaches to personality and consider four theoretical 
perspectives on the five-factor model (FFM) of per- 
sonality Next, we consider in detail the relations be- 
tween personality structure and the structure of 
personality disorders. Finally, we illustrate the ad- 
vantages of a combined FFM and interpersonal cir- 
cumplex model in the assessment of personality dis- 
orders. Throughout the chapter, we present 
reanalyses of our previously published data that il- 
lustrate the specific points of our discussion. 

STRUCTURE OF PERSONALITY DISORDERS 

Empirical Studies 
Current conceptualizations of personality disorders 
are products of a brief but intensive 15 years of the- 
oretical development and empirical investigation 
Only in the latter half of this period has research fo- 
cused on the ‘structure” underlying conceptions of 
personality disorders In Tables 7 1 and 7 2,  we 
present a summary of these empirical investigations 

of personality disorder structure. As Widiger (1989) 
pointed out, one clear distinction among these stud- 
ies is the presence or absence of an independently 
operationalized dimensional model that is used to 
evaluate empirical findings concerning the structure 
of personality disorders. Studies conducted in the 
absence of a dimensional model may nonetheless be 
important if they reveal a consistent empirical pat- 
tern of results. However, such studies are vulnerable 
to a subjectivity of interpretation of dimensions that 
may contribute to an apparent lack of consistency of 
results across studies. Studies that include an opera- 
tionalized dimensional model have selected models 
that have emerged from a 50-year history of investi- 
gations into personality structure (Wiggins 6s Trap- 
nell, 1997). From Tables 7.1 and 7.2, it is clear that 
such studies provide a more coherent pattern of re- 
sults than studies that do not relate the structure of 
personality disorders to validated taxonomies of per- 
sonality traits. 

A second distinction that influences the structural 
study of personality disorders involves the assump- 
tion that is made about the relation between normal 
and disordered personality. If one assumes that dis- 
ordered personality is qualitatively different from 
normal personality, then the inclusion of a dimen- 
sional model of personality may be insufficient or 
inappropriate for investigation. If one assumes that 
disordered personality reflects quantitative differ- 

The prcparaion of this chapter was greatly facilitated by Social Sciences and Humanities Research Council of Canada Grant 4 10-90-137$ and 
hy il Ciuversity of British Columbia Killam Predoctoral Fellowship. We thank Anita DeLongis, Dimitri Papageorgis, Paul Trapnell. and Candace 
Taylor Wiggins for their helpful comments on an earlier version of this chapter. 
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Methods and Dimensions Identified in Structural Investigations of Personality Disorders (PDs): 
Studies Lacking Independent Operationalization of Dimensions 

Study Method 
Blashfield et al. (1985) 

Clark (1989) 

Hyler & Lyons (1988) 

Kass et al. (1985) 

Livesley & Jackson (1986) 

Livesley et al. (1989) 

Livesley & Schroeder (1 990) 

Morey (1988) 

Morey et al. (1985) 

Strack (1987) 

Widiger et al. (1987) 

MDS of case diagnosis across clinicians 

Factor analysis of DSM-/I/ Axis I I  and 
some Axis I criteria 

Factor analysis of PD severity ratings 
on a nationwide sample 

Factor analysis of PD severity ratings 
on a clinical sample 

Factor analysis of “prototypical” PD 
behavioral acts 

Factor analysis of 100 scales that 

Factor analysis of DSM Cluster 
assess PD behavioral dimensions 

A-associated behavioral dimensions 

Cluster analysis of DSM PD 
criteria-rated on diagnosed PD 
patients 

Factor analysis of MMPI PD scales 

Factor analysis of the PACL in normal 
subjects 

MDS of DSM criteria rated on inpatient 
PD sample 

Dimension 
Acting out 
Interpersonal involvement 
Negative emotionality 
Positive emotionality 
Impulsivity 
Asocial 
Unstable 
Anxious 
Compulsive 
Odd-eccentric 
Dramatic-erratic 
Anxious-fearful 
Compulsive 
Interpersonal-cognitive dysfunction 
Impulsivity 
Compulsive 
15 primary dimensions 

Paranoid behaviors 
Sensitivity 
Social avoidance 
Perceptual-cognitive distortion 
11 clusters corresponding to DSM PD 

2 higher order clusters; acting out and 

Odd-eccentric 
Dramatic-erratic 
Anxious-fearful 
Affective neuroticism vs. affective control 
Assertion vs. submission 
Extraversion vs. intraversion 
Social involvement 
Dominance 
Anxious rumination vs. acting out 

categories 

anxious rumination 

Note. This table excludes studies that used the full Millon Clinical Multiaxial Inventory. DSM = Diagnostic and 
Statistical Manual of Mental Disorders; DSM-111 = DSM, third edition; MDS = Multidimensional Scaling; MMPI = 
Minnesota Multiphasic Personality Inventory; PACL = Personality Adjective Check List. 

ences in the manifestation or severity of normal per- 
sonality traits (i.e., a dimensional approach), then 
the adoption of a personality taxonomy for use as a 
structural referent becomes a necessary or even fun- 
damental conceptual task. 

The dimensions underlying the personality disor- 
ders identified in studies lacking an operationalized 
model of personality reflect solutions extracted at 

different levels within the hierarchy of personality 
constructs (Comrey, 1988). These levels range from 
first order, narrow-band factors (e.g., 15 primary di- 
mensions identified by Livesley, Jackson, Q Schroe- 
der, 1989; Livesley Q Schroeder, 1990) to superor- 
dinate, broad-band factors (e.g., “acting out” and 
“interpersonal involvement”; Blashfield, Sprock, 
Pinkston, Q Hodgin, 1985). The varying levels of 
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extraction in combination with subjective interpreta- 
tion of factors are likely to be the greatest sources of 
confusion to interpret results. Another challenge to 
the investigation of structural relations between per- 
sonality disorders and personality traits is the opera- 
tionalization of personality disorder constructs. 
Attempts to investigate the relations between dimen- 
sions of personality and clinically diagnosed person- 
ality disorders are embroiled in a “criterion problem” 
due to the low reliability of clinical diagnoses (Wig- 
gins & Pincus, 1989). Furthermore, the various in- 
terview schedules and self-report measures of per- 
sonality disorders have not been empirically 
evaluated in a systematic manner (Widiger & 
Frances, 1987). There are also conceptual diver- 
gences among the different methods of assessment. 
For these reasons, we chose to operationalize the 
personality disorders by using self-report instru- 
ments that reflect the major perspectives on the dis- 
orders. 

Two Perspectives on Personality Disorders 
Millon. Millon (1981, 1986, 1990) proposed a di- 
mensional model of personality based on three basic 
polarities from which one can derive the personality 
disorder categories. The three polarities are (a) the 
nature of reinforcement (whether the person gener- 
ally experiences positive reinforcement, negative re- 
inforcement, both, or neither), (b) the source of re- 
inforcement (self, other, or ambivalent), and (c) the 
instrumental coping style of the individual (actively 
initiating or passively accommodating). Millon 
(1990) articulated the personality disorders with ref- 
erence to how these polarities combine to give rise 
to individual differences in eight clinical domains: 
expressive acts, interpersonal conduct, cognitive 
style, object representations, self-image, regulatory 
mechanisms, morphologic organization, and mood- 
temperament. 

Two instruments are currently available that as- 
sess Millon’s conception of personality disorders as 
syndrome derivations from the three basic polarities: 
the second edition of the Millon Clinical Multiaxial 
Inventory (MCMI-11; Millon, 1987) and the Person- 
ality Adjective Check List (PACL; Strack, 1987). 
The Diagnostic and Statistical Manual of Mental 
Disorders. The publication of the third edition of 

the Diagnostic and Statistical Manual of Mental Disor- 
ders (DSM-111; American Psychiatric Association, 
1980), the third edition, revised (DSM-111-R; Ameri- 
can Psychiatric Association, 1987), and the fourth 
edition (DSM-IV; American Psychiatric Association, 
1994) marked major conceptual changes in classifi- 
cation of personality disorders. Along with develop- 
mental disorders, personality disorders are placed on 
a separate axis (Axis 11) in this multiaxial diagnostic 
system. This ensures that in the evaluation of adults, 
these disorders are not overlooked when attention is 
directed to the usually more florid Axis I disorders 
(Widiger, Frances, Spitzer, & Williams, 1988). 

For a number of reasons, the construct validity 
of the DSM personality disorders requires contin- 
ued investigation. Most diagnoses are currently 
based on limited empirical data. The DSM groups 
personality disorders into three clusters: (a) odd- 
eccentric (paranoid, schizoid, and schizotypal), (b) 
dramatic-erratic (histrionic, narcissistic, antisocial, 
and borderline), and (c) anxious-fearful (avoidant, 
dependent, compulsive, and passive-aggressive). 
This clustering is not based on any explicit as- 
sumptions or hypotheses regarding the personality 
disorders (Widiger, 1989). Instead, the placement is 
based on presumably similar phenomenologies, 
analogous to the organization of the Axis I syn- 
dromes (Frances, 1980; Spitzer, Williams, & Sko- 
dal, 1980). It is clear from Tables 7.1 and 7.2 that 
structural investigations of personality disorders 
provide only limited support for the DSM clusters. 
A number of self-report measures and interviews 
have been developed to assess the DSM personality 
disorders (Reich, 1987, 1989; Widiger & Frances, 
1987). Two selected examples are considered in the 
following section. 

Assessment Instruments 
Personality Adjective Check List. The PACL was 
derived under a combined rational-empirical scale 
construction strategy to yleld self-report measures of 
the 11 personality styles described in Millon’s (1981, 
1986) theory of psychopathology. Reliable adjective 
scales were constructed for 8 of Millon3 11 person- 
ality styles. It was not possible to construct reliable 
scales for the 3 “severe” personality styles of border- 
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line, schizotypal, and paranoid. Validity studies of 
the PACL scales include studies of their convergence 
with other self-report measures (Strack, 1987; 
Strack, L.orr, & Campbell, 1990) and their relations 
to the major dimensions of personality (Pincus & 

Wiggins, 1990a; Wiggins & Pincus, 1989). In results 
presented later in the chapter, our analyses are based 
on a set of nonoverlapping PACL scales constructed 
by Wiggins and Pincus. Representative items for 
each PACL scale can be seen in Table 7.3. 

Characteristic Items of the PACL and MMPI Personality Disorder Scales 

Scale PACL items MMPI items 

Schizoid 

Avoidant 

Dependent 

Histrionic 

Narcissistic 

Antisocial 

Compulsive 

Passive-aggressive 

(Schizotypal) 

(Borderline) 

(Paranoid) 

Detached 
Distant 
Remote 
Ignored 
Excluded 
Insecure 
Sweet 
Warm hearted 
Respectful 

Outgoing 
Lively 
Talkative 
Egoistic 

Conceited 
Arrogant 

Domineering 
Forceful 
Aggressive 

Organized 
Orderly 

Neat 

Moody 
Annoyed 
Temperamental 
(No PACL scale) 

(No PACL scale) 

(No PACL scale) 

I like parties and socials. (False) 
I enjoy social gatherings just to be with people. (False) 
I am a good mixer. (False) 
I am easily embarrassed. 
I am certainly lacking in self-confidence. 
Criticism or scolding hurts me terribly. 
At times I think I am no good at all. 
I am entirely self-confident. (False) 
I have several times given up doing a thing because I thought too little of my 

I find it hard to make small talk when I meet new people. (False) 
While in trains, buses, etc., I often talk to  strangers. 
I like to go to parties and other affairs where there is lots of loud fun. 
When in a group of people I have trouble thinking of the right things to talk 

If given the chance, I would make a good leader of people. 
I have no dread of going into a room by myself where other people have already 

In school, I was sometimes sent to the principal for cutting up. 
As a youngster, I was suspended from school one or more times for cutting up. 
If I could get into a movie without paying and be sure I would not be seen, I 

I frequently find myself worrying about something. 
I must admit that I have at times been worried beyond reason over something 

I have met problems so full of possibilities that I have been unable to make up 

I find it hard to keep my mind on a task or job. 
I have more trouble concentrating than others seem to have. 
I have difficulty in starting to do things. 
I have strange and peculiar thoughts. 
I have had very strange and peculiar experiences. 
I often feel as if things were not real. 
I am not easily angered. (False) 
I get mad easily and then get over it soon. 
I sometimes feel that I am about to go to pieces. 
There are persons who are trying to steal my thoughts and ideas. 
I have often felt that strangers were looking at me critically. 
I feel that I have often been punished without cause. 

a bi I ity. 

about. (False) 

gathered and started talking. 

would probably do it. 

that did not matter. 

my mind about them. 

Note. MMPI = Minnesota Multiphasic Personality Inventory; PACL = Personality Adjective Check List. From “Con- 
ceptions of Personality Disorders and Dimensions of Personality,” by J.  s. Wiggins and A. L. Pincus, 1989, Psycho- 
logical Assessment: A Journal of Consulting and Clinical Psychology, 1, p. 307. Copyright 1989 by the American Psy- 
chological Association. Reprinted with permission. 
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Minnesota Multiphasic Personality Inventory Per- 
sonality Disorder Scales. The Minnesota Multi- 
phasic Personality Inventory (MMPI; Hathaway & 
McKinley, 1967) personality disorder scales (Morey, 
Waugh, & Blashfield, 1985) were derived under a 
combined rational-empirical strategy to yleld self- 
report measures of the 11 personality disorders de- 
scribed in DSM-111. Both overlapping and nonover- 
lapping scale sets are available, and the results, 
presented later, are restricted to the set with non- 
overlapping items. The results of validity studies 
suggest that the scales have meaningful relations to 
major dimensions of personality (Pincus & Wiggins, 
1990a; Wiggins & Pincus, 1989) and that they war- 
rant further investigation (Dubro, Wetzler, & Kahn, 
1988; Greene, 1987; Tmll, 1991). Representative 
items for each MMPI scale can be seen in Table 7.3. 

Principal Components of 
Personality Disorders 
Because the MMPI and PACL personality disorder 
scales were generated from different conceptual per- 

spectives, it is important to examine their similarities 
and differences with reference to the structural di- 
mensions that underlie them. With this in mind, we 
administered the two sets of self-report measures to 
581 undergraduate psychology students at the Uni- 
versity of British Columbia (Wiggins & Pincus, 
1989). We computed the correlations among all 19 
scales and with the resultant intercorrelation matrix 
conducted a principal components analysis. The re- 
tention of five components was clearly indicated by 
both Kaiser-Guttman and Scree test criteria. These 
five components were analytically rotated to a vari- 
max criterion of simple structure. The resultant 
component matrix is provided in Table 7.4. 

the personality disorder scales from the MMPI and 
PACL yields a relatively clear simple structure solu- 
tion of five orthogonal components. It is also appar- 
ent that there are a number of clear-cut structural 
convergences between corresponding scale pairs 
from the two instruments. In contrast, there are sev- 
eral instances in which corresponding scale pairs 

As shown in Table 7.4, conjoint factor analysis of 

Principal Components of Personality Disorder Scales 

Component 

Scale (test1 I II 111 IV V 
Dependent (MMPI) 
Avoidant (PACL) 
Avoidant (MMPI) 
Narcissistic (PACL) 
Narcissistic (MMPI) 
Antisocial (PACL) 
Schizoid (PACL) 
Schizoid (MMPI) 
Histrionic (MMPI) 
Histrionic (PACL) 
Passive-Aggressive (PACL) 
Passive-Aggressive (MMPI) 
Borderline (MMPI)a 
Dependent (PACL) 
Compulsive (MMPI) 
Compulsive (PACL) 
Antisocial (MMPI) 
Schizotypal (MMPl)a 
Paranoid (MMPl)a 

.75 

.70 .42 

.61 .45 
- .53 
- .66 
-.81 

.81 

.80 
-.36 - .74 

- .77 

5 7  

.80 
58 
.68 

-.61 

- .47 
.69 
.63 

- .63 
.81 
.61 

Note. N = 581; loadings <.33 omitted. MMPI = Minnesota Multiphasic Personality Inventory; PACL = Personality 
Adjective Check List. "No PACL scales for these disorders. 
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show clearly divergent structural patterns from one 
another. Finally, for the first four components at 
least, i t  is evident that the factors that underlie the 
scale intercorrelations are bipolar in nature. Thus, 
we have established a clear factorial structure that 
suggests both convergences and divergences among 
the conceptions of personality disorders reflected in 
two promising self-report measures. The next and 
more important question is, how should we inter- 
pret this solution? 

factor solution with those obtained in the studies 
listed in Table 7.1. For example, how does the pres- 
ent fivc-factor structure compare with the four-factor 
structure obtained by Kass, Skodal, Charles, Spitzer, 
and Williams (1985)? As we emphasized, the prob- 
lem with such a comparison, and with comparisons 
of our findings with any of the studies listed in Ta- 
ble 7.1, is one of subjectivity We would, in effect, 
be comparing our own implicit theory of personality 
disorders with those of other investigators. Such dif- 
ferences are not easily resolved in the absence of an 
explicit and operationalized model of personality 
structurc. 

The structural convergences and divergences 
among the corresponding pairs of the personality 
disorder scales from the MMPI and PACL might be 
interpreted with respect to judged similarities and 
differences in item content, as suggested by the ex- 
amples in Table 7.3. The strong factorial conver- 
gence of the two schizoid scales might be inter- 
preted as reflecting the common item theme of 
detachment in the PACL and MMPI scales. The two 
antisocial scales are just as clearly different in their 
factorial composition, and this might be attributed 
to the domineering content of the PACL items in 
contrast to the rule infraction theme of the MMPI 
items. 

illuminate the similarity and differences among per- 
sonality scales. However, in the absence of an ex- 
plicit and operationalized model, such procedures 
are inherently subjective and thus do not lend them- 
selves to interpretations of the underlying dimen- 
sionality of sets of scales (McCrae, Costa, & Pied- 
mont, 1993). For that reason, we now turn to a 
consideration of personality structure and an exami- 

On? approach would be to compare the present 

Contcnt analytic rating procedures can sometimes 

nation of operationalized models that may illuminate 
the nature of the structure presented in Table 7.4. 

PERSONALITY STRUCTURE 

Dimensional Approaches 
In dimensional approaches to personality, the term 
structure had its origins in the classical distinction 
between personality structures and personality dy- 
namics (Rapaport, 1960); the present-day meaning 
however is more delimited (Wiggins, 1968). The lit- 
erature of personality structure encompasses investi- 
gators’ efforts over the last half century to provide a 
structural representation of the interrelations among 
what they believed to be comprehensive sets of vari- 
ables reflecting individual differences in human dis- 
positions. Perhaps more than any other area of per- 
sonality study, personality structure research has 
been dependent on, inspired by, and even subordi- 
nated to the development of mathematical-statistical 
procedures for data analysis. Computers and their 
associated software have dramatically transformed 
this field from one in which conceptualizations ex- 
ceeded possibilities of data analysis to one in which 
software capabilities now exceed both the quality of 
data and the scope of conceptualization. 

The interdependence between theory and method 
in personality structure research is due to the fact 
that most attempts to provide multivariate represen- 
tations of personality structure are based on the 
method of factor analysis. The latter is a set of pro- 
cedures for reducing a matrix of intercorrelations 
among observed personality variables to a matrix of 
smaller rank for the purpose of identifying the latent 
variables (factors) that give rise to the original ma- 
trix of intercorrelations. The logic underlylng this 
procedure is precisely that which led Spearman 
(1927) and Thurstone (1934) to seek the factor(s) 
underlylng correlations among performances judged 
to reflect “intelligence.” 

There are many different computational proce- 
dures whereby intercorrelations among personality 
variables may be reduced to factors; unfortunately, 
there is substantial disagreement as to which set of 
procedures is optimal (see Society of Multivariate 
Experimental Psychology, 1990). As a consequence, 
theories of personality structure may differ not only 
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in substance but in preferred method, and it is often 
difficult to determine the extent to which apparent 
substantive differences are due to differences in 
computational procedures. To further complicate 
matters, some theories of personality structure use 
multivariate models, such as the circumplex, which 
depart in significant ways from the factor analytic 
tradition. 

The field of personality structure as it is known 
today began with the comprehensive, cumulative, 
and systematic research programs of Cattell (19431, 
Eysenck (19471, and Guilford (1948). The programs 
of Cattell and Eysenck and their many followers are 
still pursued actively By the 1980s, use of well- 
validated structural models of personality for pur- 
poses of integrating the huge variety of operational- 
ized personality constructs became the central task 
of a number of investigators (e.g., Costa & McCrae, 
1988; Wiggins & Broughton, 1985). A “third force,” 
as it were, that promises possible consolidations 
among these and other schools of thought may be 
found in the work of those investigators who advo- 
cate an FFM personality structure (see Digman, 
chapter 2, this volume). One of the reasons for the 
current widespread interest in the FFM is that it has 
been found to be a highly robust structure that is 
invariant across many different computational proce- 
dures for deriving factors (Goldberg, 1980). Another 
reason is that the model may be interpreted from a 
number of different theoretical perspectives (Wiggins 
& Trapnell, 1997). As discussed later, the FFM has 
been interpreted from such perspectives as the 
enduring-dispositional (McCrae & Costa, 19901, 
dyadic-interactional (Trapnell & Wiggins, 1990), 
social-competency (Hogan, 1983), and lexical (Gold- 
berg, 1981) perspectives. 

Theoretical Perspectives on the FFM 
In Table 7.5, we provide examples of some of the 
ways in which the major theoretical perspectives on 
the FFM differ from one another. The focus of con- 
venience (Kelly, 1955) of a perspective refers to the 
research problem or goal the theorists had in mind 
when they developed their version of the FFM. In 

general, FFM representations perform best in areas 
of their original focus of convenience. The theoreti- 
cal orientation of each perspective influences the 
overall research strategy adopted, the substantive 
choices that are made in scale development, and the 
generalizability claimed for the FFM representation. 
The universe of content from which items and scales 
are sampled is largely determined by the focus of 
convenience and theoretical orientation of the per- 
spective and is itself an important determinant of 
existing substantive differences among the theoretical 
perspectives of the FFM. 

ment instruments used to implement the various 
perspectives differ from one another in terms of item 
format, scale construction strategies, and psychomet- 
ric characteristics. Any of the instruments listed may 
be used to investigate the FFM, but their representa- 
tive applications tend to reflect the focus of conven- 
ience and theoretical orientation of the perspective 
that gave rise to a given measure. Further discussion 
of the four theoretical perspectives and the differ- 
ences among them are discussed by Wiggins and 
Trapnell (1997). 

In addition to substantive differences, the assess- 

Assessment Instruments 
As shown in Table 7.5,  each of the four theoretical 
perspectives on the FFM is associated with a partic- 
ular assessment instrument that serves as an opera- 
tional definition of that perspective. In later sections, 
we present empirical data relevant to three of these 
instruments: the NEO Personality Inventory (NEO- 
PI; Costa & McCrae, 1985), the Extended Revised 
Interpersonal Adjective Scales-Big Five (IASR-B5; 
Trapnell 6;r Wiggins, 1990), and the Hogan Person- 
ality Inventory (HPI; Hogan, 1986).’ In the follow- 
ing subsections, we briefly describe the manner in 
which these instruments were constructed. 
NEO Personality Inventory. 
from a series of studies of the stability of trait di- 
mensions across age groups (e.g., Costa & McCrae, 
1976). Three age-invariant factors were identified in 
instruments such as the Sixteen Personality Factor 
Questionnaire (Cattell, Eber, & Tatsuoka, 1970), the 

The NEO-PI evolved 

‘GoldbergS (1992) standard markers were not available to us at the time of data collection 
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Eysenck Personality Inventory (Eysenck & Eysenck, 
1964), the EASI Temperament Survey (Buss & 
Plomin, 1975), and the Experience Inventory (Coan, 
1974). The five broad domains (or dimensions) of 
Neuroticism (N), Extraversion (E), Openness to Ex- 
perience (0), Agreeableness (A), and Conscientious- 
ness (C) are represented in the NEO-P1. The do- 
mains of N ,  E, and 0 are represented in the NEO-PI 
by six original facets that reflect previously identified 
substantive components; facet scales for A and C 
have subsequently been developed (Costa, McCrae, 
& Dye, 1991). Representative items for each of the 
NEO-PI factors may be found in Table 7.6. 
Extended Revised Interpersonal Adjective Scales 
-Big Five. The IAS evolved from a program of 
research initiated by Goldberg (1977). On the basis 
of a priori distinctions among different domains of 
trait categories, Wiggins (1979) provided a concep- 
tually based definition of the universe of content of 
the interpersonal domain that distinguish that do- 
main from others (e.g., temperamental, charactero- 
logical, cognitive). This definition of the inter- 
personal domain was influenced by the earlier 
conceptual and empirical work of others in the 
dyadic-interactional tradition (e.g., Carson, 1969; 
Foa, 1961; Leary, 1957; Lorr & McNair, 1963). 

Theoretically guided circumplex methodology 
was used in the construction of eight adjective 
scales, which are arrayed in a circular order around 
the principal axes of dominance and nurturance 
(Wiggins, 1979). A short form of the IAS was subse- 
quently developed (the IAS-R) that more clearly dis- 
tinguished the dominance axis from the presumably 
orthogonal domain of C (Wiggins, Trapnell, & Phil- 
lips, 1988). The IAS-R was also found to meet the 
strong geometric and substantive assumptions 
involved in the assessment from the dyadic- 
interactional perspective (Wiggins, Phillips, & Trap- 
nell, 1989). The IAS-R was extended to include ad- 
jectival scales that index the remaining three do- 
mains of the FFM: C, N ,  and 0 (Trapnell & 
Wiggins, 1990). This extended instrument--the 
IASR-B5-was used in the empirical work discussed 
later in this chapter. Representative IASR-B5 items 
are listed in Table 7.6. 
Hogan Personality Inventory. The HPI operation- 
alizes the social-competency perspective with a six- 

factor variant of the FFM (Hogan, 1986). The first 
factor of the FFM was originally designated as the 
Surgency-Extraversion dimension (Norman, 1963; 
Tupes & Christal, 1961). Subsequent formulations 
have emphasized the assertive component of this 
factor (e.g., Trapnell & Wiggins, 1990), the sociabil- 
ity component (e.g., Costa & McCrae, 1985), or 
both (e.g., Goldberg, 1992). Hogan (1983) felt that 
assertiveness and sociability were conceptually suffi- 
ciently distinct to warrant their representation by the 
two global domains of Ambition and Sociability, re- 
spectively These two global domains of the HPI and 
the other four (Likability, Prudence, Adjustment, and 
Intellectance) clearly reflect Hogan’s (1986) intention 
to measure dimensions that have “broad, general im- 
portance for personal and social effectiveness” (p. 5) .  
Items were generated for each of these dimensions 
by considering what a person might say to convince 
others that he or she was leaderlike, sociable, lik- 
able, self-controlled, well adjusted, or intelligent (p. 
9). These items were grouped into homogeneous 
item clusters (HICs) within the appropriate global 
domains. Thus, for more fine-grained analyses, the 
global domains can be decomposed into 5-10 HICs. 
Representative HPI items are listed in Table 7.6. 

Principal Components of the Five-Factor 
Domain Scales 
As should be evident by now, the three instruments 
above were generated from different theoretical per- 
spectives but were developed with reference to a 
common FFM structure. To the extent that the in- 
struments can be demonstrated to share a common 
underlying factor structure, it is possible to interpret 
variations in patterns of factor loadings among the 
three instruments as differences in substantive em- 
phasis that arise from differences in theoretical per- 
spectives. To provide a simplified illustration of this 
point, we return to the data gathered on the 581 
undergraduate psychology students, which included 
complete NEO-PI, IASR-BS, and HPI protocols. 

We computed the intercorrelations among the 16 
domain scales from the three instruments and sub- 
jected the intercorrelation matrix to a principal- 
components analysis. Both Kaiser-Guttman and 
Scree test criteria clearly indicate retention of five 
components, and these were rotated to a varimax 
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Characteristic Five-Factor Items From Three Tests 

NEO Personality Inventory 

Extraversion Sociability 
(+) I like to have a lot of people around me. 
(+) I am a very active person. 
(-) I usually prefer to do things alone. 
(-)  I don’t consider myself especially “high spir- 

Hogan Personality Inventory 

(+) I like parties and socials. 
(+) I like to be the center of attention. 
(-) I don’t care for large, noisy crowds. 
(-) In a group, I never attract attention to myself. 

(+) In a group, I like to take charge of things. 
(+) I have a natural talent for influencing people. 
(-) I am a follower, not a leader. 
( - )  I am not a competitive person. 

(+) I work well with other people. 
(+) I’m good at cheering people up. 
(-) I would rather work with facts than people. 
(-) When people are nice to me, I wonder what 

ited.” Ambition 

Agreeableness Likability 
(+) I would rather cooperative with others than 

(+) Most people I know like me. 
(-) If I do not like people, I let them know it. 
(-) I often get into arguments with my family 

Conscientiousness Prudence 
(+)When I make a commitment, I can always be 

(+) I am a productive person who always gets 

(-) Sometimes I’m not as dependable or reliable 

(-) I never seem to be able to get organized. 
Neuroticism Adjustment 
(+) I often feel helpless and want someone else 

to solve my problems. 
(+) I often feel tense and jittery. 
( - )  I am seldom sad or depressed. 
( - )  I am not a worrier. 
Openness lntellectance 
(+) I often enjoy playing with theories or ab- 

(+) I am intrigued by the patterns I find in art 

(-) I seldom notice the moods or feelings that 

(-) I don’t like to waste my time daydreaming. 

compete with them. 

they want. 
and coworkers. 

(+) It bothers me when my daily routine is inter- 

(+) I am a hard and steady worker. 
(-) I am often careless about my appearance. 
(-) Life is no fun when you play it safe. 

counted on to follow through. 

the job done. 

as I should be. 

rupted. 

(+) I am a happy person. 
(+) Most of the time I am proud of myself. 
(-) I get depressed a lot. 
(-) I’m uncertain about what to do with my life. 

(+) I enjoy solving riddles. 
(+) I read at least ten books a year. 
(-) In school, I didn’t like math. 
(-) I hate opera singing. 

stract ideas. 

and nature. 

different environments produce. 

Extended Interpersonal 
Adjective Scale 

Dominance 
(+) Dominant 
(+) Assertive 
(-) Unauthoritative 
(-) Unaggressive 

Love 
(+) Gentlehearted 
(+) Kind 
(-) Coldhearted 
(-) Unsympathetic 

Conscientiousness 
(+) Organized 
(+) Orderly 
(-) Disorganized 
(-)  Disorderly 

Neuroticism 
(+) Worrying 
(+) Tense 
(-) Not nervous 
(-)  Not worrying 

Openness 
(+) Philosophical 
(+) Imaginative 
(-) Unphilosophical 
(-) Uninquisitive 

~~ ~ 

Note + = a positive response, - = a negative response 

solution. As seen in Table 7.7, the rotated compo- 
nent matrix of the FFM domain scales is highly 
compatible with the hypothesis that the NEO-PI, 
IASR-B5, and HPI domain scales share a common 
underlying factor structure. 

The pattern of factor loadings in Table 7.7 sug- 

gests that the NEO-PI and IASR-B5 are more similar 
to one another than they are to the HPI. The former 
two instruments provide the “defining” loadings on 
all five factors. The NEO-PI and IASR-BS have simi- 
lar conceptions of the nature of N ,  0, and C; and 
both were developed in part with reference to Gold- 
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Principal Components of the Five-Factor Domain Scales 

Component 

Scale (test) I II 111 IV V 
Extraversion (NEO) .84 
Dominance (IAS) .82 
Sociability (HPI) .81 
Ambition (HPI) .71 .38 

Neuroticism (NEO) 
Neuroticism (IAS) 
Adjustment (HPI) 

Openness (IAS) .85 

lntellectance (HPI) .72 

Love (IAS) 
Agreeableness (NEO) 
Likability (HPI) 

Conscientiousness (IAS) .84 

Prudence (HPI) .65 

Openness (NEO) .a0 

Conscientiousness (NEO) .a3 

.45 

.92 

.89 
-.84 

.35 

.83 

.a1 

.68 

Note. hT = 581; loadings 1.33 omitted. NEO = NEO Personality Inventory; IAS = Interpersonal Adjective Scales; 
HPI = Hogan Personality Inventory 

berg’s (1992) work on trait-descriptive adjectives. 
Table 7.7 also suggests that dominant and sociable 
interpretations of the first factor of the model con- 
verge on a common E factor, similar to that identi- 
fied in earlier studies. Similarly, openness and intel- 
lect interpretations converge on a common factor, 
which suggests that the ultimate nature of this pres- 
ently controversial dimension must be settled on 
other than psychometric grounds. 

Overall, there are only three instances of signifi- 
cant (>.33) scale factor loadings occurring on more 
than one factor; these may be interpreted in light of 
substantive emphases that arise from the different 
theoretical perspectives. The results of a more fine- 
grained analysis of these data suggest that the load- 
ing of HPI Ambition on both the E and 0 factors 
was primarily due to the Ambition HIC of “gener- 
ates ideas” (e.g., “I’m known for coming up with 
good ideas”). The loading of NEO 0 on both the 0 
and A factors was primarily due to the 0 facet of 
“openness to feelings” (e.g., ‘‘I find it easy to empa- 
thize-to feel myself what others are doing”); and 
finally, the loading of HPI Likability on both the E 

and A factors was mainly due to the Likability HIC 
of “likes people” (e.g., “I enjoy meeting new 
people”). 

sis is a simplified illustration, and we would like to 
re-emphasize that the scientific case for the robust- 
ness of the FFM does not stand or fall on this par- 
ticular example. A more definitive design would be 
one in which the dimensionality of the five trait do- 
mains is assessed by the multiple methods of ques- 
tionnaires, self-ratings, and ratings by knowledgeable 
others and evaluated by the confirmatory procedures 
of structural equation models. This is precisely what 
Borkenau and Ostendorf (1990) did, and their find- 
ings provide rigorous support for the FFM on the 
global level of domain scores. Other less elaborate 
but equally convincing studies could just as easily 
be cited (e.g., Goldberg, 1980; McCrae Q Costa, 
1987). The point we are perhaps “beating to death 
is that despite differences in substantive emphasis 
that stem from the different theoretical perspectives, 
the FFM of personality structure provides a mean- 
ingful, representative, and robust framework within 

We noted earlier that the present empirical analy- 
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which it is possible to interpret the structure of per- 
sonality disorders as represented in Table 7.4. The 
converse is not, in our opinion, true. 

PERSONALITY STRUCTURE AND THE 
STRUCTURE OF PERSONALITY DISORDERS 

Correlations Among Components 
What i s  the relation between the five factors that we 
found to underlie the two sets of personality disor- 
der scales and the five faclors that we found to un- 
derlie the three sets of personality domain scales? A 
preliminary, and again highly limited, answer to this 
question can be obtained by examining the zero- 
order correlations among the five component scores 
for personality disorders and the five component 
scores for personality dimensions in our university 
sample. These correlations are presented in Table 
7.8. Until recently, the FFM tradition in normal per- 
sonality assessment and the quest for a satisfactory 
taxonomy of disordered personalities have developed 
in relative isolation from each other. Because of this, 
we would certainly not expect a complete isomor- 
phism hetween the two factorial solutions as would 
be indicated by a diagonal matrix of correlations 
with only five elements. 

The considerable number of moderate and sub- 
stantial correlations in Table 7.8 is compatible with 
our general hypothesis that conceptions of personal- 
ity disorders reflect the well-established five dimen- 

Correlations Among the Personality Disorder 
and Five-Factor Components 

Personality disorder components Five-factor 
comDonents I II 111 IV V 

Neuroticism .57 .53 -.I9 .27 
Extraversion . I 4  -.71 -.40 
Agreeableness -.33 -.46 -.47 -.20 
Conscientiousness - .27 .63 
Openness -.20 .I 2 

Notc Boldface indicates the alignment of the five-factor 
componcnts with the personality disorder components 
derived in Table 7 4 N = 581, r = 10 is significant at 
p <  01 

sions of personality Different personality disorders 
would be expected to reflect different numbers and 
different combinations of these personality dimen- 
sions in ways that can only be understood through 
conjoint factor analysis. The results of a conjoint 
factor analysis of personality disorder and five-factor 
inventories can be interpreted as an identification of 
the salient personality dimensions underlying con- 
ceptions of specific personality disorders. 

Conjoint Principal Component Analysis 
Having established that the personality disorder 
scales and the personality domain scales share di- 
mensions in common, we now consider the joint 
factor space shared by the scale sets. From the inter- 
correlation matrix formed by the 35 scales, we ex- 
tracted five components that were clearly indicated 
by both the Scree test and eigenvalues-greater-than- 
unity criteria. The varimax-rotated FFM solution is 
presented in Table 7.9. It is clear from that table 
that the five factors are the familiar ones of N ,  E, 0, 
A, and C. Within each factor, corresponding MMPI 
and PACL personality disorder scales have been 
paired, where possible, followed by the highest load- 
ing personality domain scales with labels in italics. 

Because of the clarity with which the FFM ap- 
pears in Table 7.9, it is now possible to interpret the 
principal components of personality disorder scales 
alone (Table 7.4) with reference to an operational- 
ized model of personality structure. Earlier, we cau- 
tioned against optimistic expectations of an isomor- 
phism between the five components of personality 
disorder scales and the five components of personal- 
ity scales. However, in comparing Table 7.4 with Ta- 
ble 7.9, it is evident that almost complete conver- 
gence occurs on four of the five components and 
that only 4 of the 19 personality disorder scales in 
Table 7.4 do not load most highly on a correspond- 
ing component in Table 7.9. 

The first component in Table 7.4 provides a bi- 
polar contrast between avoidant (+) and narcissistic 
(-> personality disorders and is loaded positively by 
the MMPI dependent scale. As shown in Table 7.9, 
it is the global dimension of N (Component 11) on 
which avoidant and dependent personality disorders 
are similar to each other and in contrast to narcissis- 
tic personality disorder. The second bipolar compo- 
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Principal Components for the Combined Analysis of the Five-Factor and Personality 
Disorder Scales 

Comaonent 

Scale ltestl I II 111 IV V 

Histrionic (MMPI) 
Histrionic (PACL) 
Schizoid (PACL) 
Schizoid (MMPI) 
Extraversion (NEO) 
Sociability (HPI) 
Dominance (IAS) 
Likability (HPI) 
Ambition (HPI) 

Borderline (MMPI)a 
Passive-Aggressive (PACL) 
Avoidant (PACL) 
Avoidant (MMPI) 
Dependent (MMPI) 
Narcissistic (PACL) 
Narcissistic (MMPI) 
Neuroticism (NEO) 
Neuroticism (IAS) 
Adjustment (HPI) 

Dependent (PACL) 
Antisocial (PACL) 
Paranoid (MMPl)a 
Agreeableness (NEO) 
Love (IAS) 

Corn p u lsive (PAC L) 
Compulsive (MMPI) 
Passive-Aggressive (MMPI) 
Antisocial (MMPI) 
Conscientiousness (IAS) 
Conscientiousness (NEO) 
Prudence (HPI) 

Schizotypal (MMPl)a 
Openness (IAS) 
Openness (NEO) 
lntellecfance (HPI) 

.79 

.73 
-.77 
-.81 

.86 

.80 

.73 

.61 

.55 

-.51 
- .53 

.47 

.69 

.67 

.65 

.64 

.63 
- .37 
- .52 

.91 

.81 
-.81 

.36 -.37 

-.35 
.36 
.34 

-.34 
.50 

-.38 

- .36 
~ .34 

.73 
- .60 
-.41 

.77 

.72 

.40 

.76 

.47 
- .35 
- .49 

.76 

.74 

.66 

.38 

.83 

.78 

.38 

Note. N = 581; loadings c.33 were omitted. Within each factor, corresponding MMPI and PACL personality disor- 
der scales have been paired, where possible, followed by the highest loading personality domain scales in italics. 
MMPI = Minnesota Multiphasic Personality Inventory Personality Disorder Scales; PACL = Personality Adjective 
Check List; NEO = NEO Personality Inventory; IAS = Interpersonal Adjective Scales; HPI = Hogan Personality 
Inventory. "No PACL scales for these dimensions. 

nent in Table 7.4 contrasts histrionic and schizoid 
personality disorders along the dimension of E, 
which is found in the first component of Table 7.9. 
The third bipolar component in Table 7.4 contrasts 
passive-aggressive and borderline personality disor- 

ders with the PACL dependent scale. Although only 
the latter scale loads on Component 111 of Table 7.9, 
components in both tables reflect A (and its oppo- 
site pole antagonistic hostility). In Table 7.9, the 
MMPI borderline and PACL passive-aggressive 
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scales load strongly on Component I1 (N), reflecting 
the emotional elements of these disorders. The 
fourlh bipolar component of Table 7.4 contrasts the 
concept ions of compulsive disorders with the MMPI 
conception of antisocial personality disorder along 
the dimension of C (Component IV of Table 7.9). 
Finally, the fifth component of Table 7.4 is positively 
loaded by schizotypal and paranoid personality dis- 
order scales, with the former related to 0 on the 
fifth component of Table ’7.9. 

The striking, and admj ttedly somewhat unex- 
pected. convergences between the component solu- 
tions in Tables 7.4 and 7.9 serve to forestall the pos- 
sible criticism that the inclusion of so many markers 
of the FFM in the conjoint analysis might have 
“swamped” the variance of personality disorder 
scales and forced them into a five-component solu- 
tion. The original structure of the personality disor- 
der scales was only slightly changed in the conjoint 
analysis; and these changes, in our opinion, are sub- 
stantively understandable from the perspective of the 
FFM. 

From a clinical perspective, the secondary load- 
ings of the personality disorder scales on the five in- 
terpretable factors of Table 7.9 are perhaps of even 
greater interest than the primary loadings. These 
secondary loadings serve to characterize the multidi- 
mensional nature of some disorders (e.g., people 
with airidant personality disorder are both neurotic 
and introverted), to distinguish one disorder from 
another ( e g ,  in contrast to people with avoidant 
personality disorder, those with schizoid personality 
disordcr are mainly introverted), and to distinguish 
between alternative conceptions of personality disor- 
ders ie.g., the PACL antisocial disorder scale reflects 
hostility, surgency, and lack of N;  whereas the MMPI 
antisocial personality disorder scale reflects mainly 
low c’1. 

We previously provided more extended interpre- 
tations of the results of this conjoint component 
analysis, which are buttressed by regression analyses 
of thc NEO-PI facets onto the component-specific 
personality disorder scales and by an examination of 

the item content of the personality disorder scales 
(Wiggins & Pincus, 1989).’ Widiger and Trull 
(1992) also provided interpretations of the same 
component matrix within the broader context of the 
personality disorder literature. 

DYADIC-INTERACTIONAL PERSPECTIVE 

The Interpersonal Domain 
Some of the more salient characteristics of the 
dyadic-interactional perspective are presented in Ta- 
ble 7.3. Our particular operationalization of this per- 
spective is in the eight interpersonal circumplex 
scales of the IAS-R (Wiggins et al., 1988) that are 
embedded within the five-factor measures of the 
IASR-B5 (Trapnell & Wiggins, 1990). The structural 
model underlylng the IAS-R is presented at the top 
of Figure 7.1, where it can be seen that the underly- 
ing dimensions of dominance and nurturance (DOM 
and LOV, respectively, in the figure) form a circum- 
plex of eight interpersonal octants. The theoretical 
location of these octants is indicated by two-letter 
codes that preserve the 40-year tradition of circum- 
plex representations of interpersonal behavior 
(Freedman, Leary, Ossorio, & Coffey, 1951). The 
eight octant labels that correspond to the alphabetic 
designations in Figure 7.1 are assured-dominant 
(PA), arrogant-calculating (BC), cold hearted (DE), 
aloof-introverted (FG), unassured-submissive (HI), 
unassuming-ingenuous (UK), warm-agreeable 
(LM), and gregarious-extraverted (NO). 

Although the interpersonal circumplex and the 
FFM were developed independently, personality tax- 
onomists have recognized for some time that the 
dominance and nurturance axes of the circumplex 
are conceptually similar to the E and A dimensions 
of the FFM (e.g., Goldberg, 1981). The empirical 
correspondences between the two models have been 
examined in detail (e.g., McCrae & Costa, 1989; 
Trapnell GT Wiggins, 1990). At the level of domain 
scores, the IASR-BS and NEO-PI are essentially in- 
terchangeable, as seen in Table 7.7. However, within 
the plane defined by the bipolar, orthogonal compo- 

’ Ihc tlnta s e ~  analyzed by Wiggins and Pincus did not include the HPI. Their results were highly similar and, if anything, cle,irer hecause the 
NEO-PI m d  IASR-B5 domain scales provided substanual and univocal markers of each of the live factors 
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tions on the circle (e.g., Gurtman, 1991; Kiesler, 
1983; Wiggins et al., 1989). Even small differences 
in angular displacement between two clinical groups 
may have clear behavioral implications (e.g., Alden 
& Capreol, 1993). 

The octants of the interpersonal circumplex are, 
to some extent, analogous to the NEO-PI facets for 
E and A and to the HPI HICs for Ambition and Lik- 
ability. The principal difference is that the IAS-R oc- 
tants are defined structurally, whereas the NEO-PI 
facets and HPI HICs are not. From the perspective 
of the FFM, this difference is of no great conse- 
quence; from a circumplex perspective, however, it 
may be important. To demonstrate this point, we 
projected NEO-PI and HPI domain scores onto the 
IAS-R circumplex obtained from our university sam- 
ple. As seen in Figure 7.2, the sets of orthogonal co- 
ordinates for the three instruments represent alterna- 
tive theoretical views on the optimal positioning of 
the first two axes of the FFM (McCrae 6r Costa, 
1989). These differences span an arc of 135”, which 
encompasses most of the substantive distinctions 
among the bipolar variables of the interpersonal cir- 

FIGURE 7.1. Combined-model assessment of three 
personality disorder groups. DOM = dominance; LOV 
= nurturance; PA = assured-dominant; NO = 
gregarious-extraverted; LM = warm-agreeable; JK = 
unassuming-ingenuous; HI = unassured-submissive; 
FG = aloof-introverted; DE = cold hearted; BC = 
arrogant-calculating; NEUR = Neuroticism; CONSC = 
Conscientiousness; OPEN = Openness to Experience. 
From “Extension of the Interpersonal Adjective Scales 
to Include the Big Five Dimensions of Personality,” by 
I? D. Trapnell and J. S. Wiggins, 1990,Journal of 
Personality and Social Psychology, 59, p. 789. Copyright 
1990 by the American Psychological Association. 
Reprinted with permission. 

nents of dominance and nurturance, there are differ- 
ences in emphasis between the two models. 

FIGURE 7.2. Projections of NEO Personality Inventory 
(NEO) and The eight octants that constitute the circumplex Personalitv Inventom (HPI) a 1 .  , 

model are defined with reference to a formal geo- 
metric model of personality structure (Wiggins et al., 
1989). Consequently, when people (or scales) are 
projected onto this plane, there are concrete sub- 
stantive implications associated with different loca- 

domain scales onto the circumplex of the Revised 
Interpersonal Adjective Scales ( N  = 581)- HPI 
AMB = ambition; HPI SOC = sociability; HPI LIK = 
likability; NEO-E = Extraversion; NEO-A = 
Agreeableness; DOM = dominance; LOV = 
nurturance. 
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cumplex. Such differences in emphasis within IAS-R 
circumplex space have implications for the interper- 
sonal diagnosis of personality. Although there are 
good arguments for orienting the two NEO-PI do- 
main scales through extraversion and deference (e.g., 
McCrae & Costa, 1989), interpersonal theory is 
strongly committed to the proposition that agency 
(dominance) and communion (nurturance) are more 
fundamental conceptual coordinates for the measure- 
ment and understanding of interpersonal behavior 
(Wiggins, 199 1). 

Interpretation of the personality disorders from 
the structural perspective of the interpersonal cir- 
cumplex considerably antedates the applications of 
the FFM perspective. Circumplex interpretations 
have been made of the personality disorders in the 
first edition of' the DSM (American Psychiatric Asso- 
ciation, 1952; e.g., Leary 1957), second edition 
(American Psychiatric Association, 1968; e.g., Plut- 
chik & Platman, 1977), and third edition (e.g., Kies- 
ler, 1986; Wiggins, 1982). The nine studies listed in 
Table 7.2 continue this tradition. We conducted a 
circumplex analysis of the conceptions of personality 
disorders represented by the MMPI and PACL disor- 
der scales in our university sample. Two principal 
components were extracted from the intercorrela- 
tions among the IAS-R octant scales, and these com- 
ponents were rotated in such a way as to minimize 
least squared differences between the theoretical an- 
gular locations of the octants and their empirical lo- 
cations. The MMPI and PACL personality disorder 
scales were then projected onto the rotated circum- 
plex by trigonometric procedures (Wiggins & Pin- 
cus, 1989). Six sets of the 11 disorder scales had 
sufficiently high communality values (distance from 
the center of the circle) to warrant interpretation of 
their locations on the circumplex. These scale sets 
were distributed around the entire circle and were 
located in the following quadrants: Histrionic in 
Quadrant I ;  narcissistic and antisocial in Quadrant 
11; schizoid and avoidant in Quadrant 111; and de- 
pendent in Quadrant IV These locations, as well as 
the similarities and differences in locations of MMPI 
and PACL scales with the same labels, were inter- 
preted with reference to other circumplex studies 
and related conceptions of personality disorders 
(Wiggins & Pincus, 1989). 

Here, we focus on the finding, similar to that re- 
ported by others (e.g., Romney & Bynner, 19891, 
that significant projections on the circumplex were 
found for 6 of the 11 personality disorders. This 
finding has been described as indicating the inade- 
quate nature of the circumplex for capturing the full 
range of personality disorders (e.g., Widiger & Trull, 
1992). One could, with equal justification, charac- 
terize the FFM as inadequate for capturing the dis- 
tinctions among 6 personality disorders within the 
domain of the circumplex model. It is more appro- 
priate to recognize that the two models are comple- 
mentary and operate at different levels of analysis 
(McCrae & Costa, 1989, p. 593). For that reason, 
we advocate a combined five-factor and interper- 
sonal circumplex assessment. 

Combined-Model Assessment 
We return, for the final time, to the data provided 
by our 581 university students to illustrate what we 
mean by combined assessment. In evaluating the 
discriminant validity of the MMPI personality disor- 
der scales, we determined the location on the inter- 
personal circumplex of three groups of subjects who 
had received high scores on the MMPI personality 
disorder scales of avoidant, schizoid, and antisocial, 
respectively (Trapnell & Wiggins, 1990). As evident 
from the top of Figure 7.1, the often difficult differ- 
entiation between avoidant and schizoid subjects is 
achieved by distinguishing the HI tendency of the 
former from the FG tendency of the latter. The DE 
tendency of subjects who scored high on the antiso- 
cial scale clearly distinguishes them from the other 
two groups. The bar graphs at the bottom of Figure 
7.1 contrast the three groups on the remaining N ,  
C, and 0 domain scales from the IASR-B5. Here, 
the critical role of N in further distinguishing 
avoidant from schizoid groups is quite evident. 
Avoidant subjects are also relatively closed to experi- 
ence in relation to the other two groups; as ex- 
pected, the antisocial group is low on C. 

The combined model profile analysis illustrated 
in Figure 7.1 is a useful method for representing 
similarities and differences among groups for six of 
the personality disorders of DSM-III. Differences 
among the remaining five personality disorder 
groups are expected to occur mainly in the bar 
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graph portion of the profile. This is because the 
communality values of the interpersonal profiles for 
these groups were low, and, hence, their location on 
the circumplex is close to the center of the circle. 
Does this mean that the circumplex model is inade- 
quate for representing these groups? No, it simply 
means that these groups did not have significant 
loadings on the interpersonal factors of the FFM 
(Factors I and 111 in Table 7.9). 

The lack of significant factor loadings on domi- 
nance and nurturance for five of the personality dis- 
order groups may be puzzling on first consideration. 
Does this mean that these subjects did not have co- 
herent patterns of interpersonal dispositions? This 
question is best answered with reference to the full 
interpersonal circumplex profiles in Figure 7.3. The 
profile at the top of the figure is based on subjects 
who had elevations on the MMPI schizoid personal- 
ity disorder scale (which loads on the E factor). 
Note that the shape of this profile is the characteris- 
tic configuration we referred to as the “interpersonal 
spaceship” (Wiggins et al., 1989). The highest eleva- 
tion is on the defining octant (FG), which is fol- 
lowed by moderate elevations on adjacent octants 
(DE and HI) and then diminishes to a highly trun- 
cated opposite octant (NO). This group profile sug- 
gests that there is a coherent pattern of interpersonal 
dispositions associated with elevations on the 
schizoid personality disorder scale, namely, the 
aloof-introverted personality. 

The profile at the bottom of Figure 7.3 is based 
on a group of subjects who had elevations on the 
MMPI borderline personality disorder scale (which 
loads mainly on the N factor). This profile does not 
have the distinctive shape we would expect from the 
semantic constraints of the circumplex (Wiggins et 
al., 1989): It is essentially circular in shape. If this 
were an individual profile of one of our subjects, 
then it would be considered unusual. However, it is 
a group profile, which is based on subjects whose 
individual profiles tend to have characteristic space- 
ship configurations but that differ from one another 
in their defining octants to the extent that they tend 
to cancel each other out (Pincus & Wiggins, 
1990b). The group profile suggests that there is no 
single pattern of interpersonal dispositions associated 
with elevations on the borderline personality disor- 

FIGURE 7.3. Interpersonal profiles for schizoid and 
borderline personality disorder groups. 

der scale. A global disposition toward N may be as- 
sociated with different interpersonal styles in differ- 
ent individuals (Shapiro, 1989). (In the rather 
special case of the borderline personality, different 
interpersonal styles might be observed in the same 
individual over time (American Psychiatric Associa- 
tion, 1987). Thus, within the framework of the 
combined model, circumplex assessment of individ- 
uals who are classified as falling within any taxo- 
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nomic category of personality disorder may be use- 

ful, regardless of whether the first two factors of the 

FFM are implicated in the definition of that cate- 

gory 
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PERSONALITY DISORDER 
SYMPTOMATOLOGY FROM THE 

FIVE-FACTOR MODEL PERSPECTIVE 
Lee Anna Clark, Lu Vorhies, andJoyce L. McEwen 

As is well known, beginning with its third edition 
of the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-III; American Psychiatric Associa- 
tion [APA], 19801, APA created a multiaxial system 
for the diagnosis of psychopathology. Although the 
general impact of the new system has been sub- 
stantial. the creation of Axis 11 for personality dis- 
orders has had especially broad and far-reaching 
effects for several reasons. First, the recognition 
that personality dysfunction represents a domain 
of psychopathology separate from the clinical syn- 
dromes of Axis I has responded particularly to a 
perceived need on the part of the therapeutic 
community. Even without a formal nomenclature 
to support their distinction, clinicians have long 
made a general differentiation between the chronic 
affective-cognitive-behavioral patterns that char- 
acterize personality and the more episodic mani- 
festations of psychopathology that define clinical 
syndromes. Thus, the introduction of a separate 
axis for personality disorders made official a dis- 
tinction that was already used informally in clini- 
cal settings. Nevertheless, it is important to em- 
phasize that the boundary between the two types 
of psychopathology often is not distinct, and 
many disagreements remain regarding the appro- 
priate placement of certain disorders on Axis I 
versus Axis 11. We encounter this issue again later 
in this chapter. 

Second, since the inception of Axis 11, the 
number of research reports addressing issues rele- 
vant to pcrsonality dysfunction has increased dra- 
matically, and many studies confirm the high prev- 

alence of these disorders (see Widiger & Rogers, 
19891, although again many disagreements remain 
regarding the exact number and nature of specific 
disorders. Third, the profound impact of personal- 
ity dysfunction on many other areas of psychopa- 
thology-from poor psychosocial functioning in 
community samples (e.g., Drake & Vaillant, 1985) 
to poor prognosis for those with various Axis I 
conditions (e.g., Pfohl, Stangl, & Zimmerman, 
1984)-has also been well documented. 

Apart from its impact on the clinical world, 
however, the creation of Axis I1 is important for 
another reason. DSM-III and its revision (DSM- 
111-R; APA, 1987) explicitly define personality dis- 
orders in terms of personality traits that “are in- 
flexible and maladaptive and cause either 
significant functional impairment or subjective dis- 
tress” and define personality traits as “enduring 
patterns of perceiving, relating to, and thinking 
about the environment and oneself, [that] are ex- 
hibited in a wide range of important social and 
personal contexts” (p. 335). Significantly, this defi- 
nition of traits-and its extension into abnormal- 
ity-is congruent with both classical and prevail- 
ing views of normal-range personality traits (e.g., 
Allport, 1937; Janis, Mahl, Kagan, & Holt, 1969; 
Pervin, 1989), thus creating a theoretical bridge 
between disordered and normal-range personality. 
Traditionally, personality research has been carried 
out separately from research in personality-related 
pathology, but this new DSM view of personality 
disorders as sets of maladaptive traits provides a 
basis for an integration of the two domains. 
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AN INTEGRATIVE VIEW OF PERSONALITY 
AND PERSONALITY DISORDER 

integrative view suggests that it should be possible 
to develop a single system for the assessment of 

A discussion of the many implications that a trait- 
based definition of personality dysfunction has for 
personality theory (and vice versa) goes beyond the 
scope of this chapter, but two points are particularly 
important in the present context. First, personality 
theorists generally view traits as continuously dis- 
tributed and as exhibiting broad individual differ- 
ences, such that some individuals may exhibit a trait 
very strongly whereas others may exhibit a trait very 
weakly, if at all. In other words, traits are dimen- 
sional in nature. Putting this view together with a 
trait-based conceptualization of personality disor- 
ders, we propose that there is a common set of per- 
sonality traits with both normal-range and extreme 
variants. With the trait dimension of aggression as 
an example, extremely aggressive behavior and ex- 
tremely unaggressive (i.e., very passive or unasser- 
tive) behaviors are both likely to be considered ab- 
normal, whereas various expressions of moderately 
aggressive or assertive behavior-or extreme behav- 
iors that appear only in response to highly unusual 
situations-generally represent normal-range phe- 
nomena. 

A second important point is that personality the- 
orists view traits not as fixed behavioral responses 
but as reflecting adaptations to the environment that 
are consistent within a certain range for each indi- 
vidual (Pervin, 1989). According to the DSM defini- 
tion, a personality disordered person’s traits have 
lost this adaptive aspect and so have become dys- 
functional. Thus, normal-range personality may also 
be differentiated from abnormal personality on the 
basis of the flexibility and environmental responsiv- 
ity of the person’s traits. 

Integrating these two points leads to the notions 
that (a) there is a single trait structure encompassing 
both normal and abnormal personality; (b) within 
the normal range, personality traits exhibit broad in- 
dividual differences that represent a person’s charac- 
teristic and adaptive style of thinking, feeling, and 
behaving; whereas (c) personality dysfunction is 
characterized by extreme and inflexible expressions 
of these personality traits that represent dysfunc- 
tional ways of thinking, feeling, and behaving. This 

normal and abnormal personality and to study per- 
sonality variation across the full range of trait ex- 
pression and adaptability In this chapter, we de- 
scribe the development of such an integrated system 
of assessment and explore its implications for a de- 
scriptive understanding of personality dysfunction. 

Unfortunately, despite its explicit definition of 
personality disorders as maladaptive traits, the diag- 
nostic formulation of Axis I1 personality disorders 
in the DSM was not based on personality theory. 
Rather, it reflected the prevailing psychiatric ap- 
proach to diagnosis and thus was categorical, rather 
than dimensional, in nature. Originally, criteria for 
11 diagnostic categories were developed. Two provi- 
sional diagnoses were then added in DSM-III-R, and 
the criteria for the primary 11 diagnoses were also 
revised. 

This system has had tremendous impact on the 
study of dysfunctional personality. One direct result 
is that the vast majority of research has been based 
on a categorical model of personality dysfunction; 
more specifically, most research focuses on one or 
more of the 13 DSM categories. For example, in an 
issue of the Journul of Personality Disorders (Widiger 
& Frances, 1990) only 1 of 10 articles directly as- 
sesses the subjects’ personality traits (Livesley, 
Schroeder, & Jackson, 1990), and this assessment 
focuses only on those traits relevant to the depen- 
dent personality disorder. 

cal system-indeed any categorical system-may 
not optimally describe the domain (e.g., Eysenck, 
Wakefield, & Friedman, 1983; Frances & Widiger, 
1986; Gunderson, 1983; Widiger & Frances, 1985). 
One of the most severe problems with the current 
system is the high degree of comorbidity among the 
personality disorders. A review of four studies (Wi- 
diger & Rogers, 1989) indicates that on average, 
85% of patients with a personality disorder received 
multiple Axis I1 diagnoses. Furthermore, the average 
degree of overlap between any two pairs of person- 
ality disorders was lo%, ranging from 0% (between 
obsessive-compulsive personality disorder and anti- 
social personality disorder) to 46% (between border- 
line personality disorder and histrionic personality 

Recognition is growing that the current categori- 
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disorder). It is difficult to reconcile these data with 
the ideal that classification of psychopathology into 
separate diagnoses requires that the disorders be dis- 
tinct and that the number of cases that fall into the 
boundaries between disorder be relatively few (Ken- 
dell, 1975). Some have argued that these criteria 
should be applied only to classical classification sys- 
tems because they are too stringent for the prototyp- 
ical model used for the Axis I1 disorders (e.g., Can- 
tor, Smith, French, & Mezzich, 1980). Yet even 
prototypical models are supposed to exhibit distinc- 
tiveness at the “basic” or most optimal level for cate- 
gorization (Cantor et al., 1980), and it would be 
hard to argue that the personality disorders exhibit 
this feature. 

directly from its use of a prototypical classification 
model for diagnosis. To receive a personality disor- 
der diagnosis using the DSM, patients must exhibit 
the required number of symptoms (from a longer 
list) for that diagnosis. For example, they must have 
five ot nine symptoms to meet criteria for borderline 
personality disorder or four of eight for avoidant 
personality disorder. Thus, with this system, two pa- 
tients who share only a single symptom could both 
receive the borderline personality disorder diagnosis. 
However, if two patients had four borderline person- 
ality disorder symptoms in common but one of 
them further exhibited a fifth symptom, then only 
the latter would receive the diagnosis. This system 
leads to tremendous potential heterogeneity within 
diagnoses and to unrecognized similarity between 
subjects who do not share a diagnosis. 

A second problem with the current system stems 

THE TRAIT APPROACH TO 
PERSONALITY DISORDER 

As a result of such difficulties, a number of research- 
ers have proposed that a trait-based dimensional 
system may be more appropriate for the assessment 
of personality dysfunction (e.g., Eysenck et al., 
1983; Tyrer, 1988; Widiger & Kelso, 1983). How- 
ever, at the time of this writing, there was relatively 
little research on personality-related pathology from 
a trait-dimensional point of view (see Clark, 1990). 
One reason for this has been mentioned: The cate- 
gorical model of DSM is a powerful force in direct- 

ing research. Regrettably, the existence of an official 
categorical system that focuses on defining personal- 
ity disorders (i.e., specific diagnostic entities) im- 
pedes direct investigation of the maladaptive traits 
that characterize personality disorder (i .e., the do- 
main of personality dysfunction). Another is simply 
historical: Because personality disorders have been 
defined categorically, trait theorists have generally 
not become involved in personality disorder re- 
search. A third important reason for the paucity of 
trait-based research in personality disorders is that 
adopting a trait point of view cannot be done in a 
piecemeal fashion. Although it is certainly possible 
to research specific personality traits-indeed, per- 
sonality researchers have done so for years-such 
research is only maximally useful to the extent that 
it can fit into a larger context and thus contribute to 
the understanding of the overall structure of person- 
ality. Accordingly before the trait approach can be 
extended to Axis 11, one must first explore the 
boundaries of the domain and its constituent com- 
ponents. The considerable time and resources re- 
quired by such research may have inhibited the ap- 
plication of this approach to personality disorders. 

However, if-as we hypothesized earlier-nor- 
ma1 and abnormal personality represent aspects of 
an integrated single domain, then it should not be 
necessary for personality disorder researchers to start 
de novo in defining the structure of abnormal per- 
sonality. Theorists such as Cattell and Eysenck have 
spent years delineating the fundamental parameters 
that underlie the manifest differences among individ- 
uals. They-and many others-have developed so- 
phisticated methodologies that have led to major ad- 
vances in understanding personality and its 
structure. 

the fields of personality and personality assessment 
were characterized by multiple and conflicting 
views, and personality itself was viewed by many as 
a hodgepodge of ever-proliferating trait constructs. 
However, a broad consensus emerged that there are 
a limited number of basic personality dimensions. 
Although several competing models remain-and 
many specifics are being hotly debated and re- 
searched-the five-factor model (FFM) of personal- 
ity gained wide acceptance as a framework for the 

More specifically, during their early development, 
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global classification of personality traits (e.g., Dig- 
man & Takemoto-Chock, 1981; McCrae & Costa, 
1987; Wiggins & Trapnell, 1997). Moreover, as the 
existence of this book attests, the relevance of this 
model for clinical psychology, especially personality 
disorders, is gaining recognition as well (see also 
McCrae & Costa, 1986). We hope that this book 
will help lead to (a) a broader awareness of the im- 
portance of trait research to the understanding of 
Axis I1 phenomena; (b) a realization that research on 
personality disorders can and should be informed by 
the theoretical, methodological, and empirical ad- 
vances made in normal personality research, (c) an 
interest in Axis 11 on the part of normal-range per- 
sonality researchers; and finally (d) a fruitful integra- 
tion of these historically separate fields of inquiry. 

In our own research applying a trait approach to 
personality dysfunction, we built on earlier efforts 
by investigating three basic questions: (a) What are 
the basic maladaptive traits that comprise the per- 
sonality disorders as defined by current conceptuali- 
zations? (b) How can personality researchers assess 
these maladaptive traits-both clinically and 
through self-report-and what is the relation be- 
tween these two methods of assessment? and (c) 
What is the relation between these traits and those 
already identified in normal-range personality? In in- 
vestigating these questions, we adapted various 
methods-which were developed by Cattell, Telle- 
gen, and others-for defining trait structure. More- 
over, we were strongly guided by their theoretical 
and empirical research. 

first of these questions by describing research that 
led to the identification of 22 personality disorder 
symptom clusters (Clark, 1990). To answer the sec- 
ond question, we then discuss the development of a 
self-report inventory that was designed to assess 
traits relevant to personality dysfunction (Clark, 
1993) and present evidence-using this inven- 
tory in conjunction with clinical ratings of the 
personality disorder symptom clusters- that sup- 
ports a trait-based approach to the assessment of 
personality-related pathology. Finally, we relate in 
some detail our investigations into the final ques- 
tion, that is, the relation between normal and abnor- 
mal personality In particular, through a series of 

In the remainder of this chapter, we address the 

analyses, we demonstrate that the FFM, which has 
provided a useful framework for understanding the 
structure of normal personality traits, is also highly 
relevant to the traits underlying Axis 11. Although 
some five-factor instruments that were designed for 
normal personality may need to be adapted for opti- 
mal assessment of personality dysfunction, we con- 
clude that the model itself is well suited for explor- 
ing the entire domain of adaptive and maladaptive 
personality 

SYMPTOM CLUSTERS IN 
PERSONALITY DISORDERS 

Our initial approach to identifying the basic mal- 
adaptive traits that comprise the domain started 
with the personality disorder criteria by examining 
whether the criteria could be grouped into meaning- 
ful symptom clusters that reflect underlying trait di- 
mensions (Clark, 1990). We began with all of the 
DSM personality disorder criteria and included crite- 
ria from non-DSM conceptualizations of personality 
disorder (e.g., Cleckley, 1964; Liebowitz & Klein, 
1981; Perry & Klerman, 1978) and from selected 
Axis I disorders (dysthymia, cyclothymia, and gener- 
alized anxiety disorder) that have been noted to re- 
semble personality disorders in important respects 
(Akiskal, Hirschfeld, & Yerevanian, 1983; Frances, 
1980). Twenty-nine clinical psychologists and psy- 
chology graduate students sorted these criteria into 
synonym groups, and a consensual set of 22 symp- 
tom clusters were identified through factor analysis 
(Clark, 1990). Two detailed examples of these clus- 
ters are shown in Table 8.1, and a list of all 22 clus- 
ters is given in the first column of Table 8.2 (for a 
complete listing of the criteria, see Clark, 1990). 

The clusters show several important characteris- 
tics. First, the symptoms for a diagnosis never form 
a single cluster; that is, every personality disorder is 
represented by a set of traits. Second, each of the 
symptom clusters contain criteria from more than 
one diagnosis. This result, of course, reflects the 
well-known problem of symptom overlap among 
personality disorders (e.g., Frances & Widiger, 
1986) and simply confirms the fact that the various 
maladaptive traits comprising the domain are shared 
across diagnoses rather than being peculiar to one. 
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Two Examples of Consensually Defined Personality Disorder Symptom Clusters 

Diagnosis Symptoms 

Schizoid 

Schizoid/avoidant/schizotypal 
Avo id ant 

Social isolation 
Almost always chooses solitary activities 
Neither desires nor enjoys close relationships 

Has no close friends or confidants (or only one) other than first-degree relatives 
Avoids social activities or occupations that involve significant interpersonal contact 
Reticent in social situations because of a fear of saying something inappropriate or 

foolish 

Antisocial 

Borderline 

Impulsivity 
Fails to plan ahead, or is impulsive 
Reckless regarding his or her own or others’ personal safety 
Unable to sustain consistent work behavior 
Lacks life plana 
Fails to learn from experience” 
Poor judgment” 

Impulsiveness in at least two areas that are potentially self-damaging 

Nott Adapted from Advances in Personality Assessment (p 253-254), edited by J N Butcher and C D 
Spielberger, 1990, Hillsdale, NJ Erlbaum Copyright 1990 by Erlbaum See Clark (1990) for a complete listing of 
the symptom clusters 
‘From Cleekley’s (1964) primary symptoms of psychopathy 

Third, many of the Axis I and non-DSM person- 
ality disorder criteria combined with the DSM-based 
symptoms in the clusters that emerged. This result 
can be interpreted in several ways. It may reflect 
simply ;I methodological artifact; that is, because the 
symptoms were included in the factor analysis, they 
had to load on a factor. However, these symptoms 
could hare low loadings on all factors, which would 
indicate independence from personality dysfunction; 
but this did not happen. ’41~0, it was possible for 
these symptoms to form factors of their own, with- 
out any interrelation to the Axis I1 symptoms; and 
indeed, three factors (anhedonia, high energy, and 
negativism-pessimism) were composed primarily of 
syniptoms from current Axis I disorders. Another in- 
terpretation is that the domain of personality disor- 
ders is somewhat broader than is currently defined 
by the DSM; that is, the same maladaptive traits that 
define the Axis I1 disorders may also play an impor- 
tant role in some syndromes that are currently de- 
fined as belonging on Axis I or that are not recog- 
nized currently in the DSM. In particular, some 

researchers have noted the overlap of certain anxiety 
disorders (especially generalized anxiety disorder 
and social phobia, generalized type) with avoidant 
personality disorder (e.g., Brooks, Baltazar, &I Mun- 
jack, 1989; Turner & Beidel, 1989). Similarly, the 
construct of depressive personality disorder and its 
relation to dysthymia (especially primary early onset 
dysthymia) is a topic of current debate (e.g., Klein, 
1990). Still others have proposed personality disor- 
ders for which affective symptomatology is central 
(e.g., hysteroid dysphoria; Liebowitz &I Klem, 1981). 
As noted earlier, the boundary between Axis I and 
Axis I1 pathology remains in need of clarification. 

Once these symptom clusters were identified 
conceptually, it was important to establish that they 
were also clinically meaningful and could be rated 
reliably on actual patients. On the basis of their 
state hospital charts, 56 inpatients were ratcd on 
each of the 22 symptom clusters by two indepen- 
dent judges (for a complete description of the sam- 
ple and methods, see Clark, McEwen, Collard, 
Hickok, 1993). Ratings on 18 Axis I symptom clus- 
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Conceptual Correspondence Between 
Personality Disorder Symptoms and 
Personality Traits 

dependence). Thus, there was ample evidence of 
the existence of personality-related pathology in the 
hospital charts. 

Moreover, the ratings of the symptom clusters 
proved to be reliable. When the two clusters with 
very low base rates were omitted, the average inter- 
rater reliability for the personality disorder symp- 
tom clusters was .73 (range = from .57 for 

Personality trait 
Symptom cluster scale 

Suspiciousness Mistrust 
Hypersensitivity 
Self-centered exploitation Manipulativeness 
Passive-aggression 
Anger-aggression 
Eccentric thought 
Antisocial behavior 
Suicide proneness 
Self-derogation 
Negative affect 
Negativism-pessimism 
Dramatic exhibition 
Grandiose egocentrism 
Emotional coldness 
Social isolation 
Dependency 
Anhedonia (-) 
High energy 
Impulsivity 
Conventionality 

passive-aggression and exploitation to .96 for 
eccentric thoughts). (Intraclass coefficients, rather 

Aggression 
Eccentric oerceotions 

I ,  

Disinhibition than Pearson correlations, were used to compute 
Self- harm 

Negative temperament 

Exhibitionism 
Entitlement 
Detachment 

Dependency 
Positive temperament 

Impulsivity 
Propriety 
Workaholism 

Note. - = inverse correspondence. From the Manual 
/or the Schedule /or Nonadaptive and Adaptive Personality 
(SNAP) (p. 16), by L. A. Clark, 1993, Minneapolis: 
University of Minnesota Press. Copyright 1993 by the 
University of Minnesota Press. Adapted with 
permission. 

these reliabilities because the two raters were not 
always the same people.) This value indicates ade- 
quate reliability and is broadly comparable with the 
value of .88 obtained for the Axis I symptoms 
(range = from .40 for obsessive-compulsive to .98 
for eating disturbance, omitting low base-rate 
symptoms), which are usually thought to be con- 
siderably more reliable. Although the rated clusters 
represent conceptual categories of broadly synony- 
mous symptoms, they also appear to have certain 
traitlike properties. 

Recall that the judges rated each symptom on 
a 1-3 scale. All three rating levels were used with 
some frequency: On average, approximately half 
(46%) of the patients were rated as showing symp- 
toms of a given cluster either fully (21%) or at a 
subclinical level (25%). These data suggest that the 
clusters were seen as having varying degrees of ex- 
pression and were not simply present or absent. 
These data contrast sharply with the Axis I symp- 
toms, which were rated, on the average, as subclin- 
ically present only 11% of the time, with a mean of 
18% of the patients per cluster clearly showing the 
symptoms and 71% of the patients per cluster 
rated as symptom free. Thus, subclinical manifesta- 
tions were more rare for the Axis I symptoms com- 
pared with the Axis 11 symptoms, which suggests 
that the latter were viewed somewhat more dimen- 
sionally by the raters. These findings should be 
replicated with a longer rating scale to establish 
more conclusively whether personality disorder 
symptom clusters are indeed distributed more con- 
tinuously (i.e., dimensionally) than bimodally (i.e., 
categorically). 

ters were also made to provide a basis for compar- 
ing the results. For both sets of symptoms, ratings 
were made on a 3-point scale: 1 = not present or of 
minor clinical sign$cance; 2 = present but of moderate 
signijicance; 3 = a prominent clinical symptom. 

The personality disorder symptom clusters 
proved to be quite prevalent in the sample: The 
median base rate for at least subclinical expression 
of the clusters (a rating of 2) was 44.7%, and sev- 
era1 traits were highly prevalent. For example, im- 
pulsivity and dependency were judged to be pres- 
ent, at least subclinically, in over 85.0% of the 
sample. Only two symptom clusters-rigidity and 
high energy-had a very low prevalence (<10.0%). 
In contrast, the base rate for the Axis I symptoms 
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A second traitlike property of the symptom 
clusters is their apparent stability. The judges rated 
each set of symptoms twice: first for current mani- 
festations of each cluster and then to reflect the pa- 
tients’ lifetime status. It is noteworthy that with 
one exception (suicide proneness; r = .48), these 
two Set!< of ratings were highly correlated: The me- 
dian t- was .95, with a range of .75 (hypersexuality) 
to 1.00 (rigidity; Clark et al., 1993). This may have 
resulted because the chart information was not suf- 
ficiently detailed to permit differentiation of the 
two types of ratings; however, an alternative expla- 
nation is that the patients’ standing on the various 
clusters was, in fact, stable. That is, it is likely that 
those who showed evidence of aggressiveness, for 
example, in their lifetime histories also exhibited 
aggressive tendencies during their current hospital 
stay. In support of this interpretation, the corre- 
sponding correlations for the Axis I symptoms were 
somewhat lower, ranging from .33 (hallucinations) 
to 1 .00 (phobias and obsessive-compulsive), with 
a median r of .84. Although this figure still sug- 
gests considerable stability, it nevertheless is consis- 
tent with the notion that many Axis I symptoms 
are episodic in nature. 

These results demonstrate that conceptually 
identilied personality disorder symptom clusters 
also have an empirical basis: The clusters were 
rated as moderately to highly prevalent in a patient 
sample, they have acceptable interrater reliability 
coefficients, and they exhibit certain traitlike prop- 
erties such as dimensionality and stability. Although 
these results are encouraging, it may be premature 
to identify these personality disorder symptom 
clusters as traits. Before they can be called traits, 
for example, personality researchers need to estab- 
lish more firmly that they exhibit certain psycho- 
metric properties, that they are identifiable in non- 
patient samples, that they can also be assessed 
through other methods (e.g., self-report), and that 
they are systematically (and appropriately) related 
to other personality-relevant variables. We address 
these issues in the following sections. Also the rela- 
tions between these clusters and another set of 
traits designed to assess personality dysfunction are 
discussed by Clark and Livesley (see chapter 10, 
this volume). 

MALADAPTIVE TRAITS OF 
PERSONALITY DISORDER 

Scale Development 
Although the identified symptom clusters appear to 
have certain traitlike properties, the extent to which 
they represent personality trait dimensions is not yet 
clear. For example, the stabilities (i.e., retest reliabili- 
ties) of the clusters are unknown. Examining these 
reliabilities would require rating the individual per- 
sonality disorder symptoms on multiple occasions, 
which is clearly a major undertaking, especially be- 
cause relatively large samples would be needed. 
Nevertheless, such research would help to illuminate 
the structure and psychometric properties of person- 
ality disorder symptoms. At the same time, however, 
it is important to investigate the trait structure of 
personality disorders using more than one method 
or approach to assess the convergent-discriminant 
validity of the emergent structure. 

Clark (1993) pursued one such alternative 
method. Specifically, using the symptom clusters as 
the basis for potential trait dimensions, Clark devel- 
oped a self-report inventory (the Schedule for Non- 
adaptive and Adaptive Personality [SNAP]) that as- 
sesses 12 primary traits and 3 broad temperament 
dimensions. Because this instrument plays a central 
role in the results we present later, we briefly de- 
scribe its development here. A broad range of items 
were written to assess 16 of the 22 identified symp- 
tom clusters, which were then administered to a 
large sample of university students. The content of 
the remaining 6 clusters appeared to be tapped by 
three broad temperament scales developed by Clark 
and Watson (19901, so independent scale develop- 
ment was not undertaken (a description of these 
scales follows shortly). With a broadly followed 
method described by Tellegen (1982; Tdegen & 
Waller, in press), factor analytic techniques were 
used to evaluate both items and constructs. That is, 
factor analyses indicated (a) the ways in which 
scales measuring a target construct could be im- 
proved (e.g., by eliminating poor items and adding 
relevant items to enhance internal consistency) and 
(b) the ways in which constructs could be devel- 
oped (e.g., through the addition of items that would 
expand their scope or alter their focus). The inde- 
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pendence of the scales from each other was also a 
consideration. This process was repeated through 
several rounds of data gathering and scale revision- 
cross-validation using university, outpatient clinic, 
and inpatient samples. 

The primary scales just described encompass 16 
of the 22 symptom clusters; the remaining clusters 
were assessed with three broad temperament scales 
developed by Clark and Watson (1990): negative 
temperament, positive temperament, and disinhibi- 
tion (vs. constraint). These scales have been incor- 
porated into the SNAP, but they are also available 
separately as the General Temperament Survey 
(Clark & Watson, 1990). These scales correspond 
broadly to three factors of the FFM: negative tem- 
perament with Neuroticism, positive temperament 
with Extraversion, and disinhibition with (low) Con- 
scientiousness.' However, it should be noted that 
two of the temperament scales were specifically de- 
signed to assess the affective cores of their respective 
dimensions rather than to sample their entire con- 
tent domains (Watson & Clark, 1992, 1997). The 
relevance of this point is noted in a subsequent 
analysis. 

It is also important to note that the symptom 
clusters themselves were only twice considered: first, 
when they guided the initial compilation of the item 
pool and, second, with the publication of DSM-111-R, 
when the symptom clusters were expanded-and 
new items were written-to incorporate the revi- 
sions. Otherwise, scale construction was driven by 
the data in terms of both developing the constructs 
that emerged from the analyses and making the psy- 
chometric refinements that these required. As a re- 
sult, in several cases, clusters that were distinguisha- 
ble conceptually did not yield independent 
self-report scales (e.g., the suspiciousness and hyper- 
sensitivity clusters combined to form a single self-re- 
port scale, mistrust). In other cases, two self-report 
scales were required to assess the content of a single 

conceptual cluster (e.g., the conventionality cluster 
contained content related to both conservative val- 
ues and willingness to work hard, which split into 
separate self-report scales). Thus, although having 
their conceptual basis in the symptoms of personal- 
ity disorder, the scales were ultimately not con- 
strained by them. 

To summarize, on the basis of the initial re- 
sults, additional items were written to either solid- 
ify and refine the assessed constructs or expand 
them in directions suggested by the factor analy- 
ses. This process resulted in 12 primary trait 
scales that are each homogeneous in item content 
and maximally distinctive within the broad con- 
straints imposed by the trait domain of personality 
disorders.' The scales are listed in the second col- 
umn of Table 8.2 in such a way as to indicate 
their conceptual correspondences with the symp- 
tom clusters (shown in the first column). (Hyper- 
sexuality and instability have been omitted be- 
cause of their lack of convergence with any SNAP 
scale; Clark, 1993.) 

Clark (1993) reported extensive data regarding 
the psychometric properties of the scales. Briefly, 
the scales are internally consistent in both college 
and patient samples. Median alpha coefficients for 
the scales were .81, .83, and .76 in college, 
mixed-patient, and Veterans Affairs hospital sam- 
ples, respectively. The scales were also stable (r = 

. 8 l )  over a short (1-week) interval in a patient 
sample and over moderate (1- and 2-month) time 
periods (median retest r = .81 and .79, respec- 
tively) in a college sample. Moreover, only one 
scale intercorrelation exceeded .50 in either the 
college or mixed-patient sample. This is especially 
noteworthy given the high degree of overlap typi- 
cally found for self-reported psychopathology 
(e.g., Gotlib, 1984). Thus, the scales exhibit the 
psychometric properties that are appropriate to 
measures of trait dimensions. 

'Various labels have been used for the five factors. (a) Extraversion, surgency, positive aflectivity; (b) Agreeableness; (c) ConsLientiousness, will to 
achieve, constraint versus disinhibition; (d) Neuroticism, negative affectivity versus emotional stability; and (e) Openness (to Experience), culture, 
intellectance. In this chapter, we primarily use the (italicized) labels of Costa and McCrac (1985) when referring to the FFM model but use 
our own terminology when referring to the three-factor models. 

Clark, 1993, see also Clark 67 Watson, 1990, for more information regarding the General Temperament Survey scales and their development). 
'Diagnostic and validity scales have also been developed but are not relevant in this context and so are not discussed here (for details, see 

132 



Factor Structure 
Although the primary SNAP scales are largely inde- 
pendent, an examination of the scale intercorrelation 
matrix nonetheless revealed notable clusters of inter- 
related scales (Clark, 1993). Moreover, all but 3 of 
12 primary scales (eccentric perceptions, exhibition- 
ism, and entitlement) are substantially correlated 
with one of the temperament scales. These data sug- 
gest a hierarchical arrangement, in which the 12 pri- 
mary scales represent a lower order level of analyses 
and in which the temperament scales (each reflect- 
ing a group of primaries) comprise the higher order 
level. 

Separate principal factor analyses of all 15 SNAP 
scales were performed on each of the three samples 
mentioned earlier to investigate this issue: normal 
college students (n = 476), a mixed-inpatient sample 
( n  = 5 5 ) ,  and a sample of Veterans Affairs hospital 
substarice abuse patients (n = 135). As is typical in 
analyses of normal-range personality scales, a few 
higher order dimensions exhausted the common 
scale variance, regardless of sample type. Specifically, 
the first three factors accounted for 94%, 89%, and 
93% of the common variance (46%, 55%,  and 51% 
of the total variance) in the three samples, respec- 
tively. 'Therefore, the three-factor solution was sub- 
jected to varimax rotation in all samples. 

The structure proved to be quite robust, with 
highly similar factors emerging in the three samples, 
although some sample variation was noted with re- 
gard to  secondary loadings. In only two cases, how- 
ever, did these differences also suggest a possible di- 
vergence between the normal and patient samples. 
Thus, i t  is most likely that they simply represent 
random sample variation rather than evidence of dif- 
ferent structures for normal and abnormal personal- 
ity. Furthermore, the observed structure clearly repli- 
cated that found in analyses of many normal-range 
personality inventories, such as the Eysenck Person- 
ality Questionnaire (Eysenck & Eysenck, 1975), the 
California Psychological Inventory (Gough, 1987), 
and the Multidimensional Personality Questionnaire 
(Tellcgen, 1982; Tellegen & Waller, in press). Specif- 
ically, the factors were clearly identifiable as Neuroti- 
cism or negative affectivity, Extraversion or positive 
affectivity, and disinhibition versus Conscientious- 
ness. 

Neuroticism (negative affectivity) was defined by 
mistrust, aggression, eccentric perceptions, self- 
harm, negative temperament, and detachment; ma- 
nipulativeness also marked this factor in the college 
sample. Extraversion (positive affectivity) was 
marked by exhibitionism and entitlement on the 
high end, with detachment and dependency loading 
on the low end. Finally, disinhibition. versus Consci- 
entiousness was associated with impulsivity and 
manipulativeness on the high (disinhibited) end and 
with propriety and workaholism on the low (consci- 
entious) end. Aggression also marked this factor in 
the patient samples. 

scales that were specifically designed to represent 
these three higher order factors, the emergence of 
this structure is not surprising. However. the origin 
and conceptual basis for the primary SNAP scales is 
rather different from that of most personality assess- 
ment instruments; that is, the items were based on 
clusters of symptoms of personality disorder, not on 
trait adjectives or concepts per se. From this point 
of view, the high degree of similarity between the 
observed factors and those that have emerged in 
other instruments is striking, and it adds to the 
growing body of evidence indicating that the basic 
structure of personality is quite robust. Furthermore, 
it supports our hypothesis that there is a common 
trait structure that encompasses both thc adaptive 
and maladaptive variants of personality. 

two factors of the FFM (Agreeableness and Open- 
ness to Experience) did not emerge in these analy- 
ses. One possibility is that their content is not suffi- 
ciently represented in personality disorder 
symptomatology to emerge as higher order factors. 
The chapters in this book, however, attest to the im- 
probability of this hypothesis (see also Wiggins Or 
Pincus, 1989). Another explanation is more method- 
ological: Three of the higher order factors were di- 
rectly represented by scales in these analyses, which 
would facilitate their emergence. In contrast, higher 
order scales that were specifically designed to assess 
Agreeableness and Openness were not included, 
which would likely hinder the expression of these 
factors. To test this hypothesis, one would need to 
factor analyze the SNAP together with one or more 

In one sense, given the inclusion of temperament 

There remains the question of why the remaining 
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measures of all of the five factors. We present such 
analyses later in this chapter. 

RELATIONS BETWEEN SELF-REPORT AND 
CLINICAL ASSESSMENTS 

Symptom Clusters 
We demonstrated earlier that the personality disor- 
der symptom clusters have both a conceptual and 
an empirical basis. We also showed that psychomet- 
rically sound self-report scales can be derived from 
these clusters and that they yeld a factor structure 
similar to that found when using other instruments 
with diverse conceptual histories. It is now impor- 
tant to investigate whether the symptom clusters are 
related systematically to the trait measures that were 
developed from them. That is, what is the relation 
between the patients’ self-views of their (maladap- 
tive) personality traits and the clinical ratings of cri- 
teria intended to represent behavioral expressions of 
these traits? 

Clark et al. (1993) examined this issue and pre- 
sented correlations between SNAP scale scores and 
the chart-based symptom ratings described earlier. 
Their results demonstrate that there are broad-based 
relations between the two types of measures: 17 of 
22 symptom clusters were significantly correlated 
with one or more SNAP scales. Moreover, the ob- 

served relations were systematic. For example, clini- 
cally rated social isolation was related to self- 
reported detachment, whereas rated dependency 
correlated with both self-reported dependence and 
(negatively) aggression. Axis I symptomatology was 
also related to the SNAP scales, but the correlations 
tended to be weaker and, therefore, less easily inter- 
preted. Thus, these results suggest that self-reported 
personality traits are more specifically related to per- 
sonality disorder symptoms than to other types of 
psychopathology. 

However, Clark et al. (1993) only examined 
these relations at the lower order level of individual 
scales. It is also illuminating to examine how the 
higher order factors are related to personality disor- 
der symptom ratings. Therefore, we computed factor 
scores based on the three-factor solution described 
earlier and correlated these factor scores with the 
symptom cluster ratings, including symptoms from 
both Axis I and Axis 11. All significant correlations 
(p < .05) are presented in Table 8.3. 

Several aspects of the table are noteworthy. First, 
as shown with the lower order scales, the observed 
correlations are, for the most part, straightforward 
and easily interpretable. For example, subjects low 
in self-reported Extraversion (positive affectivity) are 
likely to be rated as self-derogatory and chronically 
depressed, whereas disinhibited subjects (i.e., low 

Correlations of Three Factor Scales From the Schedule for Nonadaptive and Adaptive Personality 
(SNAP) With Ratings of Axis I and Axis I1 Symptom Clusters in a State Hospital Sample 

Axis II Axis I 

Scale Symptom r Symptom r 
Negative affectivity (Neuroticism) Suicide proneness 0.33* Eating disturbance 

Aggression 0.28* 
High energy 0.27” 

Self-derogation -0.37** Cognitive impairment 
Positive affectivity (Extraversion) Hypersensitivity -0.27* Chronic depression 

Inappropriate affect 
Disinhibition (vs. Conscientiousness) Antisocial behavior 0.34* Somatic complaints 

An hedonia -0.29* Alcohol dependence 
Vegetative signs 
Acute depression 

-0.27* 

-0.44* * * 
0.32* 
0.31 * 

0.32* 
-0.35*’ 

-0.31 * 
-0.27* 

~~ ~ _ _ _ _ _ _ _ ~  

Note N = 56, all significant correlations are shown 
“p  .c 05 ,  **p < 01, ***p < 001 
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Conscientiousness) are rated as having prominent 
antisocial behavior and being prone to alcohol abuse 
or dependence. Second-in contrast to the lower 
order scale level, at which the SNAP scales were 
somewhat more strongly correlated with the Axis 11 
symptoms-the higher order factors are as broadly 
and as strongly correlated with Axis I symptoms as 
with personality disorder symptoms. The reason for 
this is unclear, but it may be that the higher order 
factors tap very broad-based dimensions of psycho- 
pathology that are equally reflected in Axis I and 
Axis 11 symptomatology. In contrast, at the lower or- 
der lcvel, specific relations between the SNAP scales 
and rated personality disorder symptomatology can 
emerge more strongly This hypothesis is supported 
by thy fact that fewer personality disorder symptom 
clusters were correlated with the higher order factors 
than with the lower order scales. 

To summarize, the observed relations between 
higher order factors of self-report and clinically rated 
symptomatology were systematic and easily inter- 
pretable. At the same time, however, it appears that 
personality-related pathology may be understood 
more precisely by examining relations at the lower 
order level. Thus, with regard to the FFM, it may 
prove important to investigate the lower order or 
“facet” level rather than simply examining the five 
higher order factors (cf. Dyce & O’Connor, 1998). 

Correlations With Diagnoses 
Although our focus in this chapter is on personality 
disorder symptomatology, it is also interesting to ex- 
amine relations at the diagnostic level. In addition to 
symptom ratings, hospital chart diagnoses were re- 
corded for all 56 subjects in the inpatient sample 
(for details, see Clark et al., 1993). An overall fre- 
quency count of the patients’ most recent hospital 
diagnoses was made, and 13 diagnostic groups (8 
for Axis I and 7 for Axis 11) were created so that no 
group was either overly broad or too specific. For 
example, a large number of subjects received sub- 
stance abuse diagnoses; I.hese were subdivided into 
three groups: alcohol, single drug, and polydrug 

abuse-dependence. In contrast, patients with adjust- 
ment disorder and those with depressed mood were 
grouped together with those having major depres- 
sion because there were too few with only adjust- 
ment disorder to form a separate category. 

Each diagnosis was scored dichotomously as ei- 
ther absent (0) or present (1); Clark et al. (1993) re- 
ported correlations between these scores and the 
SNAP scales. As shown with the symptom ratings, 
the self-reports and diagnoses were broadly and sys- 
tematically related. For example, a diagnosis of bor- 
derline personality disorder correlated significantly 
with self-reported dependency, self-harm, negative 
temperament, and entitlement (negatively). Correla- 
tions with Axis I diagnoses were equally strong and 
systematic. For example, subjects who received a di- 
agnosis of polydrug abuse-dependence obtained 
higher scores on manipulativeness, disinhibition, im- 
pulsivity, and exhibitionism and lower scores on 
propriety and workaholism. 

As with symptomatology, however, correlations 
with the higher order factors were not previously re- 
ported, so we report on those relations here. Table 
8.4 presents all significant correlations, together with 
the sample prevalence for each diagnosis. In each 
case, scale means and standard deviations are also 
given for the subgroups of patients with and with- 
out each disorder, re~pectively.~ 

The higher order personality traits proved to be 
systematically related to both Axis I and Axis I1 dis- 
orders (although some of the data must be inter- 
preted cautiously because of the low prevalence of 
certain diagnoses in this relatively small sample). 
One noteworthy finding is that correlates of the dis- 
inhibition (vs. the conscientiousness) factor were 
stronger than at the symptom level. The rather dif- 
ferent self-characterizations of subjects who abused 
or were dependent on a single drug versus multiple 
drugs is particularly interesting. Those with a single- 
drug diagnosis portrayed themselves as higher in 
Neuroticism and Conscientiousness, whereas poly- 
drug users were (not surprisingly) low in Conscien- 
tiousness. This difference may have arisen because 

’ Becausc tlic p value of the correlation between a dichotomous and continuous variable IS the same as that for the t statistlc comparing the 
means c ) f  thc two groups, all mean differences are also statistically significant. 
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Correlations of Three Factor Scales From the Schedule for Nonadaptive and Adaptive Personality 
With Chart Diagnoses in a State Hospital Sample 

Factor Diagnostic group (4 
Negative affectivity (Neuroticism) Bipolar disorder (2) 

Single-drug abuse (7) 
Eating disorder (4) 

Borderline PD (22) 
Unipolar depression (14) 

Antisocial PD (2) 
Polydrug abuse (28) 
Single-drug abuse (7) 

Positive affectivity (Extraversion) 

Disinhibition (vs. Conscientiousness) 

r Present (M 2 SD) 
0.28* 
0.27* 

-0.38** 

-0.40** 
-0.36** 

0.42** 
0.59*** 

-0.41 * *  

1.26 ? 0.17 
0.62 +- 0.94 

-1.18 t 0.32 

0.45 ? 1.01 
0.57 ? 0.96 

2.07 ? 0.64 
0.55 -+ 0.93 

-1.04 ? 0.74 

Absent (M 2 SD) 
-0.05 * 0.87 
-0.09 ? 0.85 

0.09 r 0.85 

-0.30 ? 0.75 
-0.19 -C 0.85 

0.08 ? 0.89 

0.15 ? 0.91 
-0.57 2 0.63 

Note. Total N = 56; PD = personality disorder; n = number of subjects receiving each diagnosis. Means and stan- 
dard deviations are standard scores. All significant correlations are shown. p values apply to both correlations and 
comparisons of mean differences ( t  tests). 
"p < .05; **p  < .01; ***p < ,001. 

those who were single-drug abusers included a 
number of dysphoric subjects who had become ad- 
dicted to prescription drugs, which they (over)used 
to cope with stress, whereas those who were poly- 
drug abusers were more likely to be addicted to 
street drugs, come from dysfunctional families, have 
a poor employment record, and have a history of 
antisocial behavior. 

It should be noted that-due to substantial co- 
morbidity- the reported correlations are not inde- 
pendent of one another. For example, both of the 
subjects who were diagnosed with antisocial person- 
ality disorder were also polydrug users, and slightly 
over half (55%) of those with borderline personality 
disorder received a depressive diagnosis. It may be 
that the presence of a personality disorder diagnosis 
is a predisposing factor (either for genetic or psy- 
chosocial reasons) for the development of the Axis I 
syndrome in these cases. (Of course, the reverse 
could also be true; but because the manifestations of 
personality disorders are often seen as early as ado- 
lescence and are long-standing features of the per- 
son's functioning, this seems less compelling.) How- 
ever, another plausible interpretation of these data is 
that personality trait factors reflect common sub- 
strates that underlie the overlapping diagnoses and 
that contribute directly to their comorbidity. For ex- 
ample, being extremely low in Conscientiousness 

may itself represent a feature of antisocial personal- 
ity disorder that also predisposes one to drug abuse. 
These are important questions for future research. 

Finally, it is important to emphasize that these 
correlations represent diagnostic covariations with 
personality factors within a patient sample. That is, 
they provide important information regarding differ- 
ential diagnosis. For example, the data in Table 8.4 
indicate that patients with borderline personality dis- 
order score lower on the Extraversion factor than do 
other patients in the sample; this is a fairly strong 
diagnostic statement. This fact may also explain the 
paucity of correlations with the Neuroticism factor. 
Inpatient samples tend to have a restricted range on 
this factor because the majority yield highly elevated 
scores (Clark et al., 1993)'. Further research is 
needed to examine this issue. 

Summary 
Beginning with analyses of personality disorder 
symptomatology, we examined the broad domain of 
maladaptive personality traits and presented data 
that explicated the internal structure of this domain. 
First, we showed that clusters of personality disorder 
symptoms have several traitlike properties, such as 
dimensionality and temporal stability We then de- 
scribed the development of self-report scales that 
were derived from these clusters of personality dis- 
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order symptoms. The trait structure that emerged 
from factor analyses of these scales closely resembled 
that identified in analyses of many normal-range 
personality inventories. Moreover, these higher order 
personality factors were shown to be systematically 
related to both the clinical ratings of symptomatol- 
ogy and diagnoses. Interestingly, these relations were 
not limited to the personality disorders but included 
strong Axis I correlates as well, which suggests that 
these higher order personality factors have broad 
implications for pathology. 

In summary, we have shown that trait-based 
measures of personality disorder are related to as- 
pects of both normal and abnormal personality, 
which (hereby supports the hypothesis that a single 
personality trait structure underlies both domains. 
Howevi:r, because our analyses examined only per- 
sonalit), disorder symptoms and their associated 
traits and diagnoses, they leave several questions un- 
answered. First, we have not yet explored directly 
the relation between abnormal and normal personal- 
ity traits; nor have we determined whether all fac- 
tors ot the FFM have maladaptive variants that are 
related 10 Axis 11 symptomatology We now examine 
these issues. 

RELATIONS BETWEEN NORMAL AND 
ABNORMAL PERSONALITY TRAITS 

In this section we report on a study in which sub- 
jects completed two measures of the FFM, which 
was designed to assess normal personality, and the 
SNAP, which (as noted earlier) was developed to as- 
sess m,iladaptive traits Through a series of correla- 
tional factor analytic, and multiple regression analy- 
ses, h e  explored (a) the basic correlations between 
normal-range and maladaptive traits, (b) the struc- 
ture ol personality traits when both normal and 
pahological traits are considered together, (c) the 
abilitj of the FFM to predict traits of personality 
disordcr and (d) the relative effectiveness of the 
three- m d  five-factor models for predicting these 
maladdptive traits Given that Neuroticism, Extraver- 
sion, m d  Conscientiousness have been shown to be 
related to personality-relevant pathology, we are par- 
ticularl) interested here in the extent to which the 
dimenbions of Agreeableness and Openness are re- 
lated L O  this domain 

Method 
Subjects and Procedures. Students enrolled in an 
introductory psychology course at Southern Method- 
ist University (a private southwestern college) com- 
pleted a packet of self-report questionnaires at the 
beginning of the 1989 fall semester. Two months 
later, 225 subjects from these same classes com- 
pleted a second round of testing. The data we pre- 
sent here are on 194 subjects (68 men and 126 
women) who completed both sets of measures. The 
mean age of the sample was 18.7 years (5D = .99; 
range = 17-23); 94% were White. 
Measures 

The Goldberg scales (Goldberg, 
1983) originally consisted of 40 bipolar pairs of ad- 
jectives, with each of the five factors represented by 
8 adjectival pairs. However, McCrae and Costa 
(1985, 1987) expanded this instrument by adding 8 
additional pairs that were intended to assess each 
factor. They were concerned with increasing the reli- 
ability of the factors and broadening the content of 
the Openness factor. Subjects completed this 80- 
item version during the first round of testing. They 
rated which adjective best characterized their per- 
sonality on a 1-5 scale: 1 = very much like trait A;  3 
= about average on this dimension; 5 = veyv much like 
trait B. A principal factor analysis of the Ltems was 
performed for the entire initial sample (N = 603) 
following McCrae and Costa's (1987) study, and five 
varimax-rotated factors were extracted. Factor scores 
were computed for each of these factors and were 
used in the analyses that follow. 

NEO Personality Inventory. 
ity Inventory (NEO-PI; Costa & McCrae, 1985) is 
a 181-item measure designed to assess the FFM. 
Items are rated on a 0-4 scale on the basis of 
whether (and how strongly) the subject agrees or 
disagrees with each statement. The domains of 
Neuroticism, Extraversion, and Openness are each 
composed of six 8-item facets, whereas Agreeable- 
ness and Conscientiousness are assessed simply 
with 18-item scales. Facets have been developed 
for these factors also but were not available for 
this study. Costa and McCrae presented extensive 
psychometric and validational data for the NEO- 
PI, and the psychometric analyses of our data 
(e.g., descriptive statistics, internal consistency re- 

Goldberg Scales. 

The NEO Personal- 
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liabilities) yielded comparable results (Vorhies, 
1990). Subjects completed the NEO-PI during the 
second round of testing. 

1993) in the second round of testing. The develop- 
ment, content, and psychometric properties of this 
inventory have already been described. It should be 
noted that much of the normative data presented 
earlier (e.g., regarding internal consistency, reliability, 
and factor structure) included these subjects’ data. 

SNAP. Subjects completed the SNAP (Clark, 

Results 
Correlational Analyses 

Correlations Between Two Sets of FFM Scales. 
two measures of the FFM (i.e., the NEO-PI and the 
Goldberg scales) were first intercorrelated to deter- 
mine whether corresponding scales were actually 
tapping the same dimensions. Convergent correla- 
tions ranged from .42 for Openness to .62 for Con- 
scientiousness, which confirms the general corre- 
spondence of the two sets of scales, especially 
considering that these coefficients also reflect a 2- 
month retest interval. Discriminant correlations were 
all quite low, ranging from .23 (NEO-PI Extraversion 
with Goldberg’s Agreeableness) to -. 17 (NEO-PI 
Neuroticism with Goldberg’s Conscientiousness), 
with a median absolute value of .13. 

Correlations between these five-factor measures 
and the three SNAP temperament scales were also 
computed, and they again confirmed the conver- 
gence of these measures: Convergence coefficients of 
the SNAP temperament scales with the NEO-PI and 
Goldberg scales, respectively, were .74 and ,551 for 
Neuroticism-negative temperament, .61 and .46 for 
Extraversion-positive temperament, and - ,519 and 
- .50 for Conscientiousness versus disinhibition. 
Once again, it should be noted that the SNAP and 
NEO-PI were assessed at the same time, whereas the 
Goldberg scales were completed 2 months earlier. 
This explains, in part, why the SNAP temperament 
scales converged better with the NEO-PI than with 
the Goldberg scales. In addition, because the SNAP 
and NEO-PI are both questionnaires-whereas the 
Goldberg scores are based on bipolar adjective rat- 
ings scales-it is likely that methodological factors 
also contributed to this pattern. 

Discriminant correlations were again notably 

The 

lower, ranging from - .28 (negative temperament 
with NEO-PI Agreeableness) to .35 (positive temper- 
ament and NEO-PI Agreeableness), with a median 
absolute value of .15. These results suggest that the 
scales possess substantial convergent and discrimi- 
nant validity. That is, although these measures are 
not entirely interchangeable, the bulk of their sys- 
tematic variance appears to reflect the same respec- 
tive underlying constructs; therefore, they should 
yield highly similar results in most analyses. 

Correlations oJ the FFM Scales With Personality 
Disorder Trait Scales. 
tor scales were correlated with the primary SNAP 
scales (a) to replicate the relations observed earlier 
between the primary trait and higher order temper- 
ament scales of the SNAP, using the corresponding 
NEO-PI and Goldberg measures of Neuroticism, 
Extraversion, and Conscientiousness; and (b) to ex- 
amine whether any of the SNAP scales show signif- 
icant correlations with the other two higher order 
scales, Agreeableness and Openness. Every SNAP 
scale proved to be significantly correlated with at 
least one of the five-factor marker pairs, which 
thereby supports the hypothesis that there is sub- 
stantial overlap between measures of normal and 
abnormal personality. SNAP scales that were signifi- 
cantly correlated (p < .0 l>  with a particular five- 
factor scale in each of the two instruments are 
given in Table 8.5; a stringent p value was used in 
this case because of the large number of correla- 
tions (12 SNAP scales X 10 Five-Factor scales) that 
were computed. 

With Neuroticism, Extraversion, and Conscien- 
tiousness, the five-factor scales yielded correlations 
similar to those found with the corresponding SNAP 
temperament scales, with few exceptions. For exam- 
ple, three of the four scales significantly related to 
Neuroticism in this analysis (self-harm, mistrust, and 
aggression) also marked the Neuroticism-negative 
affectivity factor in the previously described analyses. 
Similarly, three of the four scales that correlated in 
this sample with Extraversion and four of the five 
that were related to Conscientiousness marked their 
respective factors in the earlier analyses. The most 
notable discrepancy involved dependency, which 
correlated with Neuroticism and Conscientiousness 
(negatively) in these analyses but which previously 

Next, the two sets of five-fac- 
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become maladaptive only to the extent that they 
have an additional, disagreeable quality For exam- 
ple, it may be that “pure” introversion can be adap- 
tive, whereas disagreeable introversion i s  maladap- 
tive and expresses itself as detachment. Similarly, 
pure low Conscientiousness may simply reflect 
adaptively carefree, nondirected behavior: whereas 
disagreeable, unconscientious behavior may emerge 
as manipulativeness. This is an interesting hypothe- 
sis for further research. 

It is important to note that Openness was signifi- 
cantly correlated with several SNAP scales. Although 
these correlations were not as strong as those with 
the other factors, they were nevertheless systematic. 
Eccentric perceptions appear to represent a cognitive 
pattern that is too open, that is, so open that it be- 
gins to lose its reality base. Similarly, being too open 
to experience may lead to impulsive and disinhi- 
bited behavior. Proprietous people, however, are 
characteristically rigid and closed to new ideas and 
experiences. 

To summarize, separate measures of the five fac- 
tors yielded a clear convergent and discriminant pat- 
tern. More important, scales that assess maladaptive 
personality traits were shown to be related to mea- 
sures of all five factors, which indicates the general 
relevance of the FFM for Axis I1 phenomena. How- 
ever, several SNAP scales were correlated with more 
than one of the five factors, so it should bc illumi- 
nating to examine the overall structure of these mal- 
adaptive traits in relation to the FFM. Therefore, in 
the next section, we describe a factor analysis of 
these measures. 
Factor Analyses. To investigate the combined 
structure of normal and abnormal personality traits, 
we first performed a principal factor analysis of the 
Goldberg, NEO-PI, and SNAP scales. The SNAP 
temperament scales were omitted from these analy- 
ses to avoid overrepresenting three of the five fac- 
tors. Examination of the eigenvalues revealed that 
the first five factors (all with eigenvalues >I )  ac- 
counted for all of the common variance ( 5 5 %  of the 
total variance) and that successive factors each con- 
tributed an additional 5% or less. Therefore, we ex- 
tracted five varimax-rotated factors; these results are 
presented in Table 8.6. For clarity of presenlation, 
the FFM scales are given in boldface, and all load- 

Replicated Correlations Between the Schedule 
for Nonadaptive and Adaptive Personality 
(SNAP) Primary Scales and Two Sets of Scales 
Measuring the Five-Factor Model 

Factor SNAP scale NED-PI Goldbero 

Neuroticism Self-Harm 
Dependency 
Mistrust 
Aggression 

Detachment 
Entitlement 
Impulsivity 

Propriety 
Impulsivity 

Agreeableness Aggression 
Manipulativeness 
Detachment 

Impulsivity 
Manipulativeness 
Dependency 
Propriety 

Extraversion Exhibitionism 

Openness Eccentric Perceptions 

Conscientiousness Workaholism 

0.57 
0.48 
0.47 
0.35 

0.64 
-0.66 

0.28 
0.19 

0.26 
-0.23 

0.22 

-0.58 
-0.49 
-0.38 

0.54 
-0.51 
-0.44 
-0.41 

0.26 

0.32 
0.25 
0.28 
0.25 

0.52 
-0.54 

0.20 
0.31 

0.30 

0.23 
-0.30 

-0.48 
-0.32 
-0.35 

0.49 
-0.52 
-0.30 
-0.34 

0.24 

Notc. N = 194 university students. NEO-PI = NEO Per- 
sonality Inventory; Goldberg = Goldberg scales. 

marked the low end of the Extraversion factor. Nev- 
ertheless, i t  must be said that overall the NEO-PI, 
Goldberg, and SNAP temperament scales yielded 
very comparable results, which further demonstrates 
the convergent validity of these instruments. 

As seen in Table 8.5, several SNAP scales were 
strongly and significantly correlated with Agreeable- 
ness and-to a lesser extent-Openness, which in- 
dicates that these factors do indeed play a role in 
personality-related pathology. It is interesting to note 
that each of the scales that correlated significantly 
with Agreeableness was also related to another of 
the five factors. Specifically, aggression was also re- 
lated to Neuroticism, manipulativeness (negatively) 
was related to Conscientiousness, and detachment 
was (negatively) related to Extraversion. This may 
suggest that (dis)agreeableness is an important mod- 
ifying element of personality, such that certain traits 
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Principal Factor Analysis With Varimax Rotation of the Schedule for Nonadaptive and Adaptive 
Personality Primary Scales and Two Sets of Scales Measuring the Five-Factor Model 

Scale N E 0 A C 

NEO-PI Neuroticism 
Self-Harm 
Mistrust 
Goldberg Neuroticism 
Dependency 

NEO-PI Extraversion 
Exhibitionism 
Goldberg Extraversion 
Entitlement 
Detachment 

Goldberg Openness 
NEO-PI Openness 
Eccentric Perceptions 
Propriety 

NEO-PI Agreeableness 
Goldberg Agreeableness 
Manipulativeness 
Aggression 

NEO-PI Conscientiousness 
Goldberg Conscientiousness 
Workaholisrn 
Impulsivity 

0.79 
0.66 
0.62 
0.57 
0.50 

0.84 
0.79 
0.69 
0.44 

-0.68 

0.41 

0.69 
0.60 
0.43 

-0.43 

0.31 

-0.36 

-0.39 

-0.34 

0.38 

0.75 
0.68 

-0.62 -0.33 
-0.68 

0.77 
0.74 
0.69 

-0.66 
~ ~~~~~~~ 

Note. N = 194 university students. NEO-PI = NEO Personality Inventory. Goldberg = Goldberg scales. 
N = Neuroticism; E = Extraversion; 0 = Openness; A = Agreeableness; C = Conscientiousness. Highest loading for 
each scale is in boldface. Names of NEO-PI and Goldberg marker scales are also in boldface. Loadings below 0.30 
are omitted. 

ings below .30 are omitted (for the complete matrix, 
see Vorhies, 1990). 

Several things are evident in the table. First, 
the five factors of the model emerge cleanly in these 
data: The corresponding Goldberg and NEO-PI 
scales each mark one-and only one-of the ex- 
tracted five factors. Second, each of the factors is 
also clearly marked by one or more SNAP scales, 
and conversely, every SNAP scale loads strongly on 
at least one of the five factors (SNAP marker scale 
loadings range = .43-.79). These results clearly indi- 
cate that the SNAP scales contain content relevant to 
all five factors and, furthermore, that the dimensions 
of the FFM account for much of the variance in 
traits of personality disorder. Third, seven of the 

SNAP scales have substantial loadings on more than 
one factor, which indicates-as also suggested by 
the correlational analyses-that certain (lower order) 
traits in the domain of personality disorder are fac- 
torially complex. For example, as noted earlier, de- 
tachment loads negatively on both Extraversion and 
Agreeableness. Reynolds and Clark (200 1) recently 
replicated these findings in a heterogeneous clinical 
sample (N = 94). Again, 12 of the 15 SNAP scales 
displayed factorial complexity However, the detach- 
ment scale was predicted only by Extraversion facets 
(low E l :  Warmth; E2: Gregariousness; and E3: As- 
sertiveness) in their clinical sample (cf. Table 8.2; 
Reynolds 6r Clark, 2001). 

To summarize, the factor analytic results lend 
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considerable support to two related hypotheses. 
First, the same underlying personality trait structure 
has been shown to emerge from analyses of normal 
and maladaptive personality traits. Once again, these 
data provide evidence of structural continuity across 
normal and abnormal personality Second-and 
more specifically-a comprehensive (although per- 
haps not exhaustive) set of maladaptive traits has 
been shown to correlate significantly with all of the 
dimensions of the FFM, which supports the notion 
that this particular model of personality has rele- 
vance for understanding personality disorder and 
has been replicated in a clinical sample (Reynolds & 
Clark, 2001). 

Several interesting issues remain unresolved by 
these analyses. Needless to say, the FFM is not with- 
out its critics and rivals; most notably, three-factor 
models aiso currently have a number of prominent 
proponents (e.g., Eysenck, Gough, Tellegen, Clonin- 
ger). Although we have seen evidence of substantial 
overlap between the five-factor dimensions of Neu- 
roticism. Extraversion, and Conscientiousness and 
the three higher order dimensions proposed by these 
theorists, each personality researcher has his or her 
own view of the basic composition and nature of 
these constructs; moreover. the scope of correspond- 
ing dimensions varies from researcher to researcher. 
For example, Eysenck’s third dimension (labeled 
“psychoticism”)-although strongly related to (low) 
Conscientiousness-also clearly encompasses some 
of the variance accounted for by (dis)Agreeableness 
in the FFM. However, it is currently unclear 
whether one model or the other is generally more 
comprehensive and essentially incorporates the 
other, or whether each model assesses some por- 
tion of the personality trait domain that the other 
misses. 

Therefore, i t  is interesting to investigate (a) the 
extent to which the additional dimensions of Agree- 
ableness and Openness contribute to the prediction 
of maladaptive traits beyond that accounted for by 
Neuroticism, Extraversion, and Conscientiousness; 
(b) how well the FFM, as a whole, can predict 
scores on maladaptive trait:;; and (c) whether scales 
developed within the three-factor tradition can con- 
tribute information to the prediction of these traits 
beyond that attributable to the FFM as a whole. To 

answer these questions, we turn to multiple regres- 
sion analyses. 
Multiple Regression Analyses 

Predicting Maladaptive Personality Traits From the 
FFM. To focus on the contribution of the FFM per 
se rather than on a particular set of marker scales, 
we first created a single composite measure for each 
five-factor dimension by combining the two corre- 
sponding scores from the NEO-PI and Goldberg 
scales. To adjust for scaling differences in the mea- 
sures, we standardized the scores for each scale be- 
fore they were added. We then performed a series of 
hierarchical multiple regression analyses in which 
each of the primary SNAP scales was predicted from 
the five-factor dimensions using the following proce- 
dure. First, the dimensions of Neuroticism, Extraver- 
sion, and Conscientiousness were entered into the 
equation (Step 1). For each SNAP scale, the percent- 
age of variance that was accounted for (R’) at this 
step is presented in the first column of Table 8.7; 
the second column of Table 8.7 lists the specific di- 
mensions that made a significant contribution at this 
step (p < .05), with the stronger predictor listed 
first. Openness and Agreeableness were then entered 
in Steps 2 and 3, with the stronger predictor entered 
first at Step 2. These R2 changes are also shown in 
Columns 3 (for Openness) and 4 (for Agreeable- 
ness). Finally, the overall R2 is shown in the last col- 
umn; these values include the contributions of all 
five dimensions, regardless of significance of contri- 
bution. 

Several aspects of the results deserve comment. 
First, as seen in the table, the three dimensions of 
Neuroticism, Extraversion, and Conscientiousness 
account for a substantial portion of the variance in 
some-but not all-of the SNAP scales. Specifically, 
the multiple correlations (Rs) for impulsivity, exhibi- 
tionism, and detachment were all greater than .60, 
whereas those for several other scales (mistrust, self- 
harm, dependency, and workaholism) fell between 
.35 and .60. However, the multiple Rs for the re- 
maining SNAP scales (eccentric perceptions, entitle- 
ment, propriety, and aggression) ranged from .26 
to .35. 

Second, for the most part, these findings paral- 
lel the results of the factor analysis (see Table 8.6); 
for example, manipulativeness split across the 
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Multiple Regression Analyses Predicting Schedule for Nonadaptive and Adaptive Personality 
(SNAP) Primary Scales From Three and Five Higher Order Dimensions 

Step 2 R2 change due to: 

SNAP scalea Stea 1 R2 Siinificant dimensionsb 0 A Final R2 

Detachment 

Exhibitionism 

Impulsivity 

Aggression 

Dependency 

Manipulativeness 

Workaholism 

Self-Harm 

Mistrust 

Propriety 

Entitlement 

Eccentric Perceutions 

M 

0.46*** 

0.42* * * 

0.40*** 

0.1 2 * * *  

0.29*** 

0.17*** 

0.35*** 

0.28* * * 

0.21*** 

0.10*** 

0.09*** 

0.07*** 

0.25 

E 

E 

C, E 

N 

N, C 
C 

C 

N, E 

N, E 

C 

E, C 

N 

0.01 

0.01 

0.03** 

0.00 

0.04** 

0.00 

0.01 

0.00 

0.00 

0.1 o*  * * 
0.03* * 

0.09* * * 

0.03 

0.05* * * 

0.04*** 

0.06* * * 

0.33*** 

0.06*** 

0.23* * * 

0.02* 

0.02* 

0.05*** 

0.02 

0.05** 

0.00 

0.08 

0.51 

0.47 

0.48 

0.45 

0.39 

0.39 

0.37 

0.31 

0.26 

0.21 

0.17 

0.1 7 

0.35 

Note. N = 194 university students. N = Neuroticism; E = Extraversion; 0 = Openness; A = Agreeableness; 
C = Conscientiousness. N ,  E,  and C were entered as a block, followed by 0 and A in a stepwise hierarchical 
regression. 
"Scales are listed in order of decreasing final squared multiple correlations (R'). 
order of strength. 
* p  < .05; **p < .01; * * * p  < ,001 

"p < .05; predictors are listed in 

Agreeableness and Conscientiousness factors in the 
factor analysis and was significantly predicted by 
both Agreeableness and Conscientiousness in the 
regression analysis. However, results for a few 
scales yielded discrepant results. For example, im- 
pulsivity was strongly related to Conscientiousness 
in both analyses but had a secondary loading on 
Openness in the factor analysis. In contrast, Extra- 
version and Agreeableness were better predictors 
than Openness in the regression analysis. The fact 
that Neuroticism, Extraversion, and Conscientious- 
ness were entered first into the regression equation 
may account for some of the observed discrepan- 
cies, but it is also possible that some of the SNAP 
scales are more sensitive to different analytic ap- 

proaches, perhaps because they are more factori- 
ally complex. 

Third, even when controlling for Neuroticism, 
Extraversion, and Conscientiousness, the dimen- 
sions of Agreeableness and Openness account for a 
significant portion of the variance in every scale, 
and their contribution is quite substantial in sev- 
eral cases. Specifically, Openness contributed most 
strongly to eccentric perceptions and propriety, 
whereas Agreeableness proved to be the strongest 
predictor for aggression and manipulativeness. I t  
is noteworthy that these findings all support the 
factor analytic results. Finally, when all five di- 
mensions are taken together, they produce multi- 
ple Rs that are quite impressive, ranging from .40 
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to .70 across the 12 SNAP scales (mean multiple R 
= .%). Thus, in most cases, the majority of the re- 
liable variance in these traits of personality disor- 
der is explained by the FFM. 

Entitlement, eccentric perceptions, and propriety, 
however, appear to fall somewhat outside the do- 
main assessed by the FFM. These scales may assess 
traits that are rare in normal-range personality. Alter- 
natively, they may represent pathologically extreme 
lornis of normal traits, so they are not well captured 
by scales that assess the FFM, which were designed 
for use with normal subjects. We subsequently in- 
vestigated this latter possibility 

To summarize, the dimensions of the FFM, as a 
whole, account for a large portion of the variance in 
most maladaptive personality traits. Moreover, the 
higher order factors of Neuroticism, Extraversion, 
and Conscientiousness do not exhaust the predicta- 
ble variance; rather, the dimensions of Agreeableness 
and Openness are also important in understanding 
this domain. Finally, several traits appear to contain 
specilic variance that is not well represented within 
the FFM. These may represent types of pathology 
rhal are rarely seen in normal populations or that 
are no1 well assessed by measures developed for 
normal personality. 

in Prctlicling Maludaptive Personality Traits. We now 
turn LO an investigation of the third issue raised ear- 
lier; that is, to what extent do scales that have been 
developed within the three-factor tradition contrib- 
ute rariance to the prediction of maladaptive traits 
beyond the variance captured by the FFM as a 
whole? Similar to the FFM, three-factor models have 
largely locused on normal-range personality varia- 
tion. hevertheless, abnormal behavior has played a 
more prominent role in the conceptualization of 
these three-factor models from their inception. Thus, 
one might expect that scales developed within this 
tradition would assess sorne trait variance relevant to 
psychopathology (and particularly personality disor- 
ders) that is not well represented in measures of the 
FFM. TG investigate this issue, we again performed a 

Additional Contributions of the Three-Factor Model 

series of hierarchical regression analyses to predict 
the primary SNAP scales. In these analyses, we first 
entered all of the five-factor scores as a block in 
Step 1. These results (given in the first column of 
Table 8.8) correspond to the last column in Table 
8.7; Column 2 in Table 8.8 lists the specific dimen- 
sions that made significant contributions at this step 
(results differ slightly in some cases from those pre- 
sented in Table 8.7 because of the differences in the 
order of entry). We then entered the three SNAP 
temperament scales, with the predictors entered in 
order of strength at each step.' These changes in the 
squared multiple correlation (R) are also shown in 
Table 8.8 in Column 3 for negative temperament, in 
Column 4 for positive temperament, and in Column 
5 for disinhibition. Finally, the overall R' change 
across Steps 2-4 is given in the last column; these 
figures again include all three temperament dimen- 
sions, regardless of the significance of contribution. 

First, it is noteworthy that each of the tempera- 
ment scales contributes significantly to the predic- 
tion of five of the seven SNAP scales; in several 
cases, this contribution is substantial. For example, 
negative temperament adds an additional 9% to the 
prediction of eccentric perceptions, whereas positive 
temperament contributes an additional 9% to both 
entitlement and workaholism. Because these scales 
were specifically designed to assess the affective 
cores of Neuroticism and Extraversion, respectively, 
these data suggest that some of the emotion-related 
variance in these maladaptive traits may not be ac- 
counted for by the FFM. Disinhibition, however, 
was designed to assess a broad higher order lactor, 
similar to that described by Tellegen and Waller (in 
press). 

In five-factor terms, we have shown that disinhi- 
bition is largely strongly related to (low) Conscien- 
tiousness, but it is also correlated significantly 
(- ,321 with Agreeableness. In this regard. it is inter- 
esting to note that two of the scales to which disin- 
hibition contributed substantially-aggression and 
manipulativeness-were strong markers of the 
Agreeableness factor (see Table 8.6). It may be that 

Tlic d~s~n i i i l x t~on  scale shares iterns with several primary SNAP scales; for the regressions invol\mg these scales, the respectivc overlapping 
imns WCII' remo\wl from the disinhibition scale 
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Multiple Regression Analyses Assessing the Additional Contribution of the Three-Factor Model 
Over the Five-Factor Model in Predicting Schedule for Nonadaptive and Adaptive Personality 
(SNAP) Primary Scales 

R2 Change, Steps 2-4 

SNAP scalea Step 1 R2 Significant dimensionsb NT PT D Total 

Detachment 0.51*** E, A 0.01 * 0.02** 0.00 0.03 

impulsivity 0.48* * * C, E, A, 0 0.00 0.00 0.08*** 0.08 

Exhibitionism 0.47* * * E. A 0.02* * 0.02** 0.00 0.04 

Aggression 0.45*** A, N, E 0.02* * 0.00 0.08* * 0.1 0 

Dependency 0.39*** N, C, 0, A 0.00 0.02* 0.00 0.02 

Manipulativeness 0.39*** A, C, E 0.02* 0.00 0.06*** 0.08 

Workaholism 0.37*** C ,  A 0.03* * * 0.09* * * 0.02'* 0.14 

Self-Harm 0.31*** N, A, E 0.01 0.01 0.02* 0.04 

Mistrust 0.26'** N, A 0.04** 0.00 0.01 0.05 

Propriety 0.21*** 0, c, N 0.01 0.03* 0.01 0.04 

Entitlement 0.17*** E, A, 0, C 0.00 0.09* * * 0.00 0.09 

Eccentric perceptions 0.17* * * 0, N 0.09*** 0.02* 0.01 0.1 2 

M 0.35 0.02 0.03 0.02 0.07 

Note. N = 194 university students. N = Neuroticism; E = Extraversion; 0 = Openness; A = Agreeableness; 
C = Conscientiousness; NT = negative temperament; PT = positive temperament; D = disinhibition. N ,  E, 0, A, 
and C were entered as a block, followed by NT, PT, and D in a stepwise hierarchical regression. 
'Scales are listed in order of decreasing Step 1 squared multiple correlation (R') .  
in order of strength. 
* p  < .05; **p  < .01; * * * p  < ,001. 

"p < .05; predictors are listed 

these SNAP scales represent such extreme forms of 
disagreeableness that the FFM scales, which were 
designed to assess traits within normal range, fail to 
capture some of this (disbgreeableness variance. If 
so, then disinhibition, which was developed with 
somewhat more concern for the assessment of psy- 
chopathology, may tap some of this remaining vari- 
ance. As mentioned earlier, the role of (dis)agree- 
ableness in personality disorder is an important area 
for further research. 

A second noteworthy point is that the two SNAP 
scales that were least well predicted by the FFM- 
entitlement and eccentric perceptions-showed the 
greatest R' change with the addition of the tempera- 

ment scales, so that a multiple R of .50 or greater is 

now obtained for all of the primary SNAP scales. 
This leads us to our final point: By combining the 
predictive power of the five-factor scales and the 
SNAP temperament scales, the average percentage of 
variance accounted for reaches a remarkable .42 
(range = .25 for propriety to .56 for impulsivity). In 
several cases, the R' values approach the scale relia- 
bilities (i.e., alpha coefficients), which suggests that 
-taken together-these models nearly exhaust the 
reliable variance of certain maladaptive traits. Thus, 
these results strongly support the claim that basic 
models of personality are broadly relevant to person- 
ality disorder and that these models are valuable in 
understanding the structure of maladaptive and 
normal-range personality traits. 
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TOWARD A DIMENSIONAL APPROACH TO 
THE ASSESSMENT OF PERSONALITY 
DISORDER 

We have presented evidence to demonstrate that a 
dimensional approach has a great deal to offer to 
the assessment of personality disorder. For exam- 
ple, we have shown that self-report measures of 
maladaptive traits are systematically related to 
clinical ratings of personality disorder symptom 
clusters. These data suggest that self-ratings can 
play as important a role in screening for personal- 
i ty disorder as they do currently in the assessment 
of Axis I symptomatology, such as depression, 
anxiet),, somatic complaints, hallucinations, and 
delusions. Moreover, we have shown that the con- 
cepts and structures of normal-range personality 
are highly relevant to personality-related pathol- 
ogy. Specifically, we have presented evidence that 
the domains of normal and abnormal personality 
share a common trait structure, and we have hy- 
pothesized that what differentiates the ordered 
from t h e  disordered personality is not its compo- 
nent traits per se but whether the trait expression 
is moderate or extreme, flexible or rigid, and 
adaptive or maladaptive. 

Although these results may technically repre- 
sent new information, they come as no surprise to 
many readers. Indeed, the theoretical merits of a 
dimensional system for understanding personality 
disordcr have been touted for some time now. 
Nevertheless, empirical research in this area has 
not proceeded very far, in part, because of the 
lack 01 assessment instruments for investigating 
personality disorder dimensionally. However, our 
results suggest that it may not be necessary to de- 
velop entirely new instruments to assess the traits 
underlying personality disorder. Rather, if normal 
and abnormal personality share a common trait 
structure, then the development of instruments for 
assessing maladaptive traits can build on the ex- 
tensive knowledge base of  personality psychology 
that has been accumulating since the 1930s. More- 
over, many existing personality tests (e.g., those 
we have considered here) may prove useful with 
personality-disordered populations, although some 
adaptation may be needed to maximize their util- 

ity in clinical settings. In addition, we have shown 
that the SNAP (the scales of which were based 
conceptually on personality disorder symptom 
clusters) provides reliable and reasonably indepen- 
dent measures of maladaptive personality traits. Its 
scales have been shown to be systematically re- 
lated both to personality disorder symptoms and 
to measures of normal-range personality, this is a 
useful tool in exploring the interface between nor- 
mal and abnormal personality 

In conclusion, the findings reported here have 
significant implications for both normal personal- 
ity and personality disorder. Demonstration of the 
relevance of normal personality structure for per- 
sonality disorder gives Axis 11 researchers access to 
sophisticated research methodologies, a rich 
knowledge base, and well-developed theoretical 
structures. For the traditional field of personality, 
awareness of its importance to personality disor- 
ders opens up a new arena in which to expand its 
knowledge, apply its methods, and test its theo- 
ries. We hope that recognition of the structural 
unity of personality will foster research and pro- 
mote integration of the fields of normal and ab- 
normal personality. Clearly, the understanding of 
personality and its pathology will be greatly en- 
hanced as researchers in both domains recognize 
and develop their common interest 
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DIMENSIONS OF PERSONALITY 

MODEL OF PERSONALITY 
DISORDER AND THE FIVE-FACTOR 

Marsha L. Schroedev, Janice A. Wormworth, and W John Livesley 

The relation between the contemporary classification 
of personality disorder and the structure of normal 
personality has only recently received attention 
(CosLa (3 McCrae, 1990; Wiggins & Pincus, 1989). 
In many ways, the classification of personality disor- 
ders and the study of personality structure have pro- 
ceeded along independent paths, using different ap- 
proaches and methods. Conceptions of normal 
personality structure have emerged from extensive 
empirical studies, whereas conceptions of personality 
disorders are largely the consensus of experts who 
base their decisions on traditional clinical concepts 
and accumulated clinical experience. Consequently, 
classifications of personality disorders consist of rela- 
tively unstructured lists of diagnoses that reflect 
multiple theoretical perspectives within the clinical 
tradition. They do not incorporate, to any significant 
degrec, accumulated empirical knowledge of normal 
personality structure. The consequence of these de- 
velopments is that current classifications tend to 
lack cxplicit structure and clear conceptual under- 
pinnings. 

diagnostic concepts to rnore satisfactory theoretical 
bases Millon (1981), for example, suggested that di- 
agnoses and diagnostic criteria could be derived 
trom three basic dimensions based on social cogni- 
tive Lheory: the nature of reinforcement, the source 
of reinlorcement, and the instrumental coping style. 

Several proposals have been advanced to anchor 

Cloninger (1987) proposed anchoring diagnoses in 
neurotransmitter systems. The merit of these ap- 
proaches is that they provide an explicit rationale for 
determining the number of personality disorder di- 
agnoses to include in the classification and for se- 
lecting diagnostic criteria. A problem is the lack of 
an extensive theoretical rationale for basing the clas- 
sification on a given set of dimensions. An alterna- 
tive would be to relate diagnostic concepts to a gen- 
eral model of personality structure. This approach is 
particularly appealing given the emerging body of 
evidence in support of the five-factor model (FFM) 
of personality (Digman, 1990). With this approach, 
personality disorders would be conceptualized as ex- 
tremes of normal personality variants rather than as 
discrete classes of behaviors, as is the case with the 
classification of the third edition, revised, of the 
Diugnostic and Statistical Manual of Mentul Disorders 
(DSM-III-R; American Psychiatric Association, 
1987). 

Initially, empirical investigations of the relation 
between personality disorders and personality exam- 
ined the relation between personality disorder diag- 
noses and the interpersonal circumplex (Kiesler, 
1986; Wiggins, 1968, 1982). Although many diag- 
nostic concepts could be adequately accounted for 
by a two-factor model-an observation noted by 
Plutchik and Platman (1977)-the circumplex does 
not represent all aspects of personality disorder. 

The rt,w.irch reported in this chapter was supported by Medical Research Council of Canada Gram MA49424 and by a N a l i u n a l  I-lealth and 
VvcILirc ( h n d j .  Research Scholar Award 
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Cognitive traits, in particular, do not fit within this 
model. 

More recently, researchers have investigated the 
relations between personality disorders and the 
FFM. Wiggins and Pincus (1989; see also Wiggins 
& Pincus, chapter 7, this volume) reported that per- 
sonality disorders, assessed using the Minnesota 
Multiphasic Personality Inventory (MMPI; Hathaway 
& McKinley, 1967) personality disorder scales 
(Morey, Waugh, & Blashfield, 1985), could be ade- 
quately accommodated by the FFM when assessed 
using the NEO Personality Inventory (NEO-PI; 
Costa & McCrae, 1985). Costa and McCrae (1990) 
also presented evidence that the FFM could ade- 
quately account for personality diagnoses. When the 
five factors were measured by self-report, peer rat- 
ings, and spouse ratings, they were found to corre- 
late with personality disorder diagnoses measured by 
the MMPI scales. Significant correlations were also 
found with the Millon Clinical Multiaxial Inventory 
(Millon, 1982). These studies provide convincing 
preliminary evidence that DSM-111-R diagnostic con- 
cepts, as measured by the MMPI and Millon scales, 
can be adequately accounted for by the FFM. 

In the study discussed here, we investigated the 
extent to which these observations generalize when 
personality disorders are conceptualized using an ap- 
proach different from that of the DSM-III-R. In ear- 
lier studies, Livesley (1986, 1987) attempted to 
identify the basic dimensions underlying the overall 
domain of personality disorders by investigating the 
structure of the traits defining each diagnosis. The 
resulting dimensions provide a representative de- 
scription of the domain at a primary or ungeneral- 
ized level. Investigation of the relation between these 
dimensions and the five major factors provides alter- 
native ways to test the generality of the relation be- 
tween personality structure and personality disor- 
ders. In the following section, we describe the steps 
taken to identify the underlying dimensions of per- 
sonality disorder. We then report on their relation to 
the NEO-PI dimensions. 

DIMENSIONS OF PERSONALITY DISORDER 

Those attempting to identify the underlylng dimen- 
sions of the domain of personality disorders have 

adopted two research approaches. Hyler et al. 
(1990) factor analyzed responses to the Personality 
Diagnostic Questionnaire, a self-report instrument 
that assesses each DSM-111 diagnostic criterion with a 
single item. The authors reported an 11-factor solu- 
tion that they believed to underlie the diagnostic cri- 
teria. The value of this approach is that it suggests a 
structure underlylng the domain defined by the 
DSM-111-R diagnostic concepts and criterion sets. 
The method relies, however, on the use of single 
items to assess criteria that differ considerably in 
generality, tapping content ranging from specific be- 
haviors to general traits. It also assumes that the 
DSM-111-R diagnoses provide a representative sample 
of the overall domain. Several DSM-III-R diagnoses 
have, however, been criticized for poor content va- 
lidity. For example, antisocial personality disorder 
does not include many of the features that clinicians 
consider important aspects of the diagnosis, particu- 
larly, the interpersonal features associated with the 
traditional concept of psychopathy (Frances, 1980; 
Hare, 1983; Millon, 1981). Similarly, histrionic per- 
sonality disorder omits many of the traditional ana- 
lytic concepts of hysterical personality (Kernberg, 
1984). 

A second research approach attempts to specify 
the domain of personality disorders more compre- 
hensively than does the DSM-III-R before attempting 
to identify the underlying structure. Clark (199@), 
for example, used clinicians’ judgments to identify 
the structural relations among descriptors selected to 
provide an overall representation of the domain. We 
used a similar starting point for our investigations. 

From an extensive literature review, Livesley 
(1986) compiled a list of descriptors for each DSM- 
III-R diagnosis. Consensual judgments of panels of 
clinicians were used to identify the most prototypi- 
cal features of each diagnosis (Livesley, 1987). He 
was able to order the features of each DSM-111-R di- 
agnosis on the basis of its prototypicality ratings. 
The list of highly prototypical features for a given 
diagnosis invariably contained several items that re- 
ferred to the same characteristic. For example, fea- 
tures highly prototypical of paranoid personality dis- 
order included “mistrustful,” “feels persecuted,” and 
“expects trickery or harm.” All refer to behaviors 
that are indicative of “suspiciousness.” Therefore, the 
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list of features describing each diagnosis was re- 
duced to fewer traits by grouping together those re- 
ferring to the same behavior. Livesley then used the 
most highly rated feature for a given diagnosis to 
define a trait category The next most highly rated 
feature was placed in this category if appropriate. If 
not, an additional trait category was used. This pro- 
cess was repeated until all features were categorized. 
Each trait category was then defined on the basis of 
features from which it was derived; the greatest 
weight was placed on the most prototypical feature. 
This procedure was repeated for all categories. Trait 
categories were then examined across all disorders; 
definitions were revised until a relatively mutually 
exclusive set of trait categories was established. 
Thus, each disorder was defined by a cluster of 
traits. For example, schizoid personality disorder 
consisted of low affiliation, avoidant attachment, de- 
fective social skills, generalized hypersensitivity, lack 
of empathy, restricted affective expression, self- 
absorption, and social apprehensiveness. Initially, 79 
traits were required to define all 11 diagnoses in the 
DSM-f II-R. These traits provided a representative de- 
piction of the domain of personality disorder. 

The next step was to develop self-report scales to 
assess each trait. This was accomplished using the 
structured approach to scale development described 
by Jackson (1971). The scales were administered to 
two general population samples. During the course 
of scale development, some proposed scales were 
found to ha~7e low internal consistency; conse- 
quent ly, these scales were subdivided into homoge- 
neous item sets. We developed new scales to assess 
additional criteria proposed in the DSM-III-R. As a 
result of this process, the number of scales increased 
to 100. The final scales were administered to two 
independent samples: a general population sample 
of 274 subjects and a clinical sample of 158 patients 
with a primary diagnosis of a personality disorder. 
The structure of the two data sets was analyzed in- 
dependently using exploratory factor analysis. 
Fifteen-factor obliquely rotated solutions provided 
the closest approximation to a simple structure for 
data from both the general population sample 
(Livesley, Jackson, & Schroeder, 1989) and the clini- 
cal satnple (Livesley & Schroeder, 1990, 1991). Like 
other investigators (e.g., Clark, 1990; Hyler et al., 

1990), we identified factors with only superficial re- 
semblance to the DSM-III-R diagnostic concepts. The 
factor structures were similar across the general pop- 
ulation and clinical samples (Livesley & Schroeder, 
1990)-an observation lending substantial support 
to a dimensional model for representing personality 
disorders (Eysenck, 1987). 

INSTRUMENT DEVELOPMENT 

We developed the Dimensional Assessment of Per- 
sonality Pathology-Basic Questionnaire (DAPP-BQ) 
because the 100-scale questionnaire is too long for 
practical research application. Furthermore, 100 
scales provide too much information to be easily in- 
terpreted and synthesized. Even though efforts were 
made during scale development to construct rela- 
tively distinct measures, substantial intercorrelations 
were observed among some scales. Thus, i t  seemed 
likely that a more parsimonious set of descriptors 
could be derived from the 100 scales without great 
loss of descriptive detail. In this section, the term 
components refers to the 100 scales; the term scales 
refers to the 18 DAPP-BQ scales; the term factor re- 
fers to the previously described factor analytic re- 
sults. On the basis of the factor analytic studies de- 
scribed earlier, we formed clusters of components 
that loaded together in both analyses. These clusters 
provided construct definitions. Thus, the scale con- 
tent generally was narrower in scope than was the 
factor content in either analysis. This strategy was 
used to form the pool of potential items for 14 of 
the 18 DAPP-BQ scales. A strong factor that we la- 
beled Identity Disturbance, which emerged in both 
factor analyses, was divided into two separate but 
correlated clusters because of its breadth of content. 
The scales Identity Problems and Anxiousness were 
developed from this factor. Two additional clusters 
of components were formed that resulted in the 
scales Suspiciousness and Self-Harming Behaviors. 
These did not emerge clearly as factors in both anal- 
yses, but we believe that they have sufficient impor- 
tance to be included as scales in the DAPP-BQ. 

Scale items were chosen from the components in 
the cluster formed on the basis of the factor analytic 
results. Each scale has content from multiple com- 
ponents. For example, the Identity Problems scale 
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comprises anhedonia, chronic feelings of emptiness 
and boredom, labile self-concept, and pessimism. 
We attempted to ensure satisfactory domain sam- 
pling by selecting items in approximately equal 
numbers from each component. DAPP-BQ scale con- 
tent was also guided by item analysis. Items with 
highly skewed distributions were eliminated, as were 
those that had a low correlation with their total 
scale score. The scales have 16 items each, except 
Suspiciousness, which has 14, and Self-Harming Be- 
haviors, which has 12. The scales demonstrated 
good levels of internal consistency in the general 
population and clinical samples. Scales and their 
constituent components are listed in Table 9.1, 
along with reliability estimates from the two samples 
on which the DAPP-BQ was developed. 

METHOD 

Instruments 
Dimensions of personality disorder were assessed 
with the DAPP-BQ. Two DAPP-BQ scales, Self- 
Harming Behaviors and Perceptual Cognitive Distor- 
tion, were not included in the questionnaire used in 
the present study because of low item endorsement 
rates in the general population subjects. The second 
measure used was the NEO-PI, a 181-item inventory 
that ylelds measures of the Big Five factors of nor- 
mal personality. 

Subjects and Procedures 
The subjects were 300 general population members 
recruited with posters and newspaper advertisements 
to participate in a study of personality. The sample 
included students and staff of the University of Brit- 
ish Columbia as well as community members. The 
mean age of participants was 34.4 years (SD = 

11.8). Half of the participants were male. A general 
population rather than a clinical sample was used to 
permit the collection of sufficient data for multivar- 
iate analyses. Consistent with other studies (Jackson 
& Messick, 1962; Tyrer & Alexander, 1977), our 
past research shows similar patterns of responses 
from the two groups (Livesley & Schroeder, 1990; 
Livesley, Schroeder, & Jackson, 1990). Subjects com- 
pleted the test materials in small groups supervised 
by a research assistant. A subgroup of 59 partici- 

pants completed the questionnaire a second time ap- 
proximately 6 weeks after the initial testing to per- 
mit the evaluation of the stability of responses over 
time. 

RESULTS 

We examined the psychometric properties of the 16 
DAPP-BQ scales. Coefficient alpha values were ac- 
ceptable for all scales. These ranged from .80 (Con- 
duct Problems) to .93 (Anxiousness). We also calcu- 
lated coefficients of generalizability (CGs; Cronbach, 
Gleser, Nanda, & Rajaratnam, 1972) for the 59 
cases with retest data. A Design VII CG was calcu- 
lated for each DAPP-BQ scale. This design corre- 
sponds to a three-way fully crossed random effects 
Persons X Items X Occasions analysis of variance 
design; it yields seven independent variance compo- 
nents. Estimates of the variance components are cal- 
culated from the observed mean square values. For 
the calculation of the CG, the variance component 
estimate corresponding to the persons main effect is 
wanted variance. The variance component estimates 
corresponding to the Persons X Items, the Persons 
X Occasions, and the Persons X Items X Occasions 
interactions represent error variance in this applica- 
tion. We were interested in the extent to which we 
could differentiate among individuals (i.e., reliably 
rank order them), generalizing over the item and oc- 
casion facets of the design (see Schroeder, Schroeder, 
& Hare, 1983, for a detailed example of the tech- 
nique). CGs ranged from .86 (Rejection) to .95 
(Anxiousness). Because respondents usually com- 
pleted the questionnaire only once, we also esti- 
mated the CG values for a single occasion. These 
were only slightly lower, ranging from .82 (Rejection 
and Social Avoidance) to .93 (Anxiousness). These 
CG values attest to the stability of the responses. 

Principal Component Analyses 
To determine the extent to which five personality 
factors would emerge when the NEO-PI and DAPP- 
BQ scales are intercorrelated, we performed a princi- 
pal component analysis on the 21 X 21 matrix of 
scale intercorrelations. Decomposition of the correla- 
tion matrix yielded five eigenvalues greater than 
unity. The five-factor solution accounted for 70.6% 
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Dimensional Assessment of Personality Pathology-Basic Questionnaire Dimension Reliabilities 
and Constituent Scales 

Coefficient aloha 

Dimension 

Compulsivity 

Conduct problems 
Orderliness, precision, conscientiousness 

Interpersonal violence, juvenile antisocial behavior, addictive behaviors, failure to 
report social norms 

Diffidence 

Identity problems 

Insecure attachment 

aloneness 
Intimacy problems 

Narcissism 

Suspiciousness 

Affective lability 

Submissiveness, suggestibility, need for advice 

Anhedonia, chronic feelings of emptiness and boredom, labile self-concept, pessimism 

Separation protest, secure base, proximity seeking, feared loss, intolerance of 

Desire for improved attachment relationships, inhibited sexuality, avoidant attachment 

Need for adulation, attention seeking, grandiosity, need for approval 

Hypervigilance, suspiciousness 

Affective lability, affective overreactivity, generalized hypersensitivity, labile anger, 
irritability 

Passive oppositionality 

Perceptual cognitive distortion 

Rejection 

Self-harming behaviors 

Restricted expression 

Passivity, oppositional, lack of organization 

Depersonalization, schizotypal cognition, brief stress psychosis 

Rigid cognitive style, judgmental, interpersonal hostility, dominance 

Ideas of self-harm, self-damaging acts 

Reluctant self-disclosure, restricted expression of anger, restricted expression of 
positive sentiments, self-reliance 

Social avoidance 
Low affiliation, defective social skills, social apprehensiveness, fearfulness of 

interpersonal hurt, desire for improved affiliative relationships 
Stimulus seeking 

Interpersonal disesteem 
Sensation seeking, recklessness, impulsivity 

Contemptuousness, egocentrism, exploitation, interpersonal irresponsibility, lack of 
empathy, remorselessness, sadism 

Anxiousness 
Guilt proneness, indecisiveness, rumination, trait anxiety 

General 
population Clinical . .  

sample 

.88 

.87 

.89 

.94 

.93 

.88 

.91 

.89 

.91 

.90 

.89 

.87 

.92 

.90 

.93 

.89 

.87 

.94 

sample 

.86 

.84 

.85 

.92 

.90 

.85 

.87 

.89 

.86 

.90 

.89 

.85 

.94 

.91 

.88 

.89 

.80 

.93 

Note Suspiciousness scale has 14 items, Self-Harming Behaviors scale has 12 N = 274 for the general population 
sample N = 158 for the clinical sample 
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of the total variance. The Harris-Kaiser obliquely 
rotated factor pattern matrix is presented in Table 
9.2. The rotated factors were nearly orthogonal; the 
largest factor intercorrelation was .12. 

The first factor, which was marked by the NEO- 
PI Neuroticism dimension, captured aspects of the 
DAPP-BQ reflecting distress and dissatisfaction with 
self; notable were the high loadings by the DAPP-B( 
Anxiousness and Affective Lability dimensions. This 
strong first factor appears to represent core features 
of personality disorder. The second factor, marked 
by the NEO-PI Extraversion dimension, had one 
other salient loading, the DAPP-BQ Stimulus Seek- 
ing scale. This dimension is similar to Zuckerman’s 
(1971) sensation seeking construct, which measures 
the need for high levels of excitement, stimulation, 
and novelty. On the third factor, the scale with the 

highest loading was DAPP-BQ Restricted Expression, 
which measures difficulties with self-disclosure and 
the overt expression of emotion. The NEO-PI Open- 
ness to Experience and Extraversion scales had neg- 
ative loadings. The other DAPP-BQ scales loading on 
this factor (Intimacy Problems, Identity Problems, 
and Social Avoidance) tap dissatisfaction with self 
and difficulties with interpersonal relationships. The 
scale with the largest loading on the fourth factor 
was the NEO-PI Agreeableness dimension. The re- 
maining salient loadings (Interpersonal Disesteem, 
Rejection, Suspiciousness, and Conduct Problems) 
were all negative. These scales reflect aspects of in- 
terpersonal behavior emphasizing distrust and lack 
of regard and concern for others. The scale with the 
largest loading on the fifth factor was the NEO-PI 
Conscientiousness dimension. Not surprisingly, the 

Obliquely Rotated Factor Pattern for Combined Analysis of the NEO Personality Inventory 
(NEO-PI) Factors and Dimensional Assessment of Personality Pathology-Basic Questionnaire 
(DAPP-BQ) Dimensions 

Test and factor-dimension 

Factors 

I II 111 IV V 

NEO-PI 
Neuroticism 
Extraversion 
Openness to Experience 
Agreeableness 
Conscientiousness 

Anxiousness 
Affective Lability 
Diffidence 
Insecure Attachment 
Social Avoidance 
Identity Problems 
Narcissism 
Stimulus Seeking 
Restricted Expression 
Intimacy Problems 
Interpersonal Disesteem 
Rejection 
Suspiciousness 
Conduct problems 
Compulsivity 
Passive-Oppositionality 

DAPP-BQ 

.84 
-.18 
- .05 
- .06 
-.14 

.83 

.68 

.64 

.61 

.59 

.58 

.58 
-.01 

.15 
-.I1 

.11 

.11 

.30 

.12 

.12 

.51 

- .21 
.72 
.06 
.11 
.04 

-.19 
- .01 

.08 

.22 
-.15 
- .04 

.32 

.64 

.01 
-.16 

.09 

.32 

.lo 

.16 

.06 

.09 

.02 
- .42 
- .41 
-.09 
- .05 

.09 
-.17 

.32 
-.02 

.42 

.53 

.oo 
- .03 

.81 

.58 
.19 

-.03 
.32 

- .08 
.13 
.22 

-.16 
-.05 

.09 

.86 

.08 

-.11 
-.35 

.25 
-.lo 
-.07 
-.14 
-.29 
-.27 

.03 
-.12 
- .76 
- .62 
- .58 
- .48 
-.05 
- .06 

-.13 
.08 

-.16 
.01 
.94 

.06 

.oo 
- .07 

.04 
- .09 
-.11 
- .06 

.oo 
-.03 
-.08 

.01 

.05 

.13 
-.18 

.72 
- .55 

Notr. N = 300; loadings greater than .40 are in boldface 
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DAPP-BQ Compulsivity dimension loaded highly on 
this factor along with Passive Oppositionality (nega- 
tively). The latter scale measures difficulties plan- 
ning, organizing, and completing tasks. 

We also performed a principal component analy- 
sis on the intercorrelations among the 16 DAPP-BQ 
scales by themselves to evaluate the extent to which 
factors resembling those of the FFM would emerge 
on their own. Decomposition of the correlation ma- 
trix yielded four eigenvalues greater than unity; the 
scree plot also strongly indicated a four-factor solu- 
tion. The four factors accounted for 67.3% of the 
total variance. The obliquely rotated pattern matrix 
is presented in Table 9.3. 

The large first factor contained content suggest- 
ing the label Neuroticism. The high salient loadings 
by insecure attachment, anxiousness, diffidence, and 
affectivc lability are consistent with this label. The 
content of the factor is highly similar to the DAPP- 
B Q  content of the first factor in the combined 
DAPP-BQ-NEO-PI analysis. The second factor in 
the DAPP-BQ analysis is similar to the fifth factor 
from the combined analysis. We propose the label 
Disugrceubleness. Interestingly, the Stimulus-Seeking 

scale also loaded highly on this factor; whereas in 
the combined analysis, it loaded on a separate factor 
marked by NEO-PI Extraversion. The DAPP-BQ 
likely does not contain sufficient content tapping 
Extraversion for this factor to emerge clearly by it- 

self. The third DAPP-BQ factor had salient loadings 
by the DAPP-BQ dimensions that loaded on the 
third factor in the combined analysis. The factor in 
the combined analysis also had negative salient load- 
ings by NEO-PI Extraversion and Openness to Expe- 
rience. The third DAPP-BQ factor appears largely to 
tap introversion. The fourth factor clearly represents 
compulsivity. 

This analysis also suggests that four of the FFM 
factors are important in describing personality pa- 
thology. Factors corresponding to Neuroticism, Con- 
scientiousness, (low) Extraversion, and (low) Agree- 
ableness are apparent in this analysis. Again, a factor 
resembling Openness to Experience did not emerge. 

Canonical Correlation Analysis 
We also examined the relations among the NEO-PI 
and DAPP-BQ scales using canonical correlation 
analysis This technique describes dependencies be- 

Obliquely Rotated Factor Pattern for the Dimensional Assessment of Personality Pathology- 
Basic Questionnaire (DAPP-BQ) Dimensions 

Factor 

Dimension I II 111 IV 

Insecure Attachment 
Anxiousness 
Diffidence 
Affective Lab i I ity 
Narcissism 
Social Avoidance 
Passive-Oppositionality 
Rejection 
Interpersonal Disesteem 
Conduct Problems 
Stimulus Seeking 
Suspiciousness 
Intimacy Problems 
Restricted Expression 
Identity Problems 
Compulsivity 

.82 

.81 

.71 

.65 

.60 

.57 
5 4  
.06 
.02 

- .02 
-.07 

.24 
- .38 

.05 

.52 

.19 

.08 
- .08 
- .32 

.30 

.38 
- .09 

.oo 
.80 
.74 
.67 
.66 
.57 
.09 

-.06 
.04 
.09 

-.28 
.16 
.21 

- . lo  
-.08 

.44 
.16 

- .06 
.26 

- .04 
-.18 

.35 

.91 

.84 

.54 

.04 

~ 

.05 

.09 
- .08 
-.01 
- .06 

. l l  
- .47 

.09 

.oo 
- .38 
-.04 

.21 
-.04 

.05 
-.07 

.92 

Nett' h' = 300, loadings greater than .40 are in boldface 
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tween two sets of variables by forming successive 
pairs of linear combinations, called canonical variates, 
that correlate maximally. The second pair of canoni- 
cal variates correlates maximally, subject to the con- 
straint that they are orthogonal to the first pair, and 
so forth, until all possible pairs of variates have been 
formed. The maximum number of pairs of canonical 
variates is equal to the number of variables in the 
smaller set. In the present application, the 5 NEO-PI 
scales can be thought of as predictor or independent 
variables and the 16 DAPP-BQ scales as criterion or 
dependent variables. The canonical correlation anal- 
ysis demonstrated considerable linkage between the 
two sets of variables. All five canonical correlations 
attained statistical significance. Table 9.4 shows the 
canonical correlations and structure coefficients. The 
latter are the correlations between the original varia- 

bles and the derived canonical variables; these indi- 
cate which variables had the greatest weight in 
forming the linear composite and thus were useful 
for interpreting the meaning of the canonical variate. 

The large first canonical correlation indicates a 
strong linkage between the two sets of variables. A 
high score on the first predictor canonical variate re- 
sulted from a combination of high Neuroticism, low 
Extraversion, and low Conscientiousness. The corre- 
sponding criterion variate correlated highly with a 
number of scales, suggesting a pattern that is perva- 
sive in personality pathology. A high scorer on this 
variate would tend to be passive, anxious, and lack- 
ing in self-confidence and to have a diffuse self- 
concept. The content is similar to that of the first 
factor from both principal component analyses, ex- 
cept that Narcissism and Insecure Attachment did 

Canonical Correlation Analysis of the Dimensional Assessment of Personality Pathology-Basic 
Questionnaire (DAPP-BQ) and NEO Personality Inventory (NEO-PI) Scales 

Variable 

R 
D A P P - B Q 

Anxiousness 
Passive-Oppositionality 
identity Problems 
Social Avoidance 
Diffidence 
Restricted Expression 
Compulsivity 
Narcissism 
Affective Lability 
Interpersonal Disesteem 
Rejection 
Stimulus Seeking 
Conduct Problems 
Insecure Attachment 
Suspiciousness 
intimacy Problems 

Neuroticism 
Extraversion 
Openness to Experience 
Conscientiousness 
Agreeableness 

NEO-PI 

Canonical variates 

I II 111 IV V 

.91 .86 .84 .74 .48 

.75 

.74 

.71 

.71 

.61 

.3a 
-.30 

.33 

.51 

.06 
-.13 
- .33 

.10 

.32 

.19 

.23 

.39 
- .39 

.26 

.35 

.20 

.24 

.74 

.04 

.21 

.16 
- .oo 
-.24 
-.11 

.I6 

.29 

.14 

.38 

.18 

.18 

.02 

.06 
-.21 

.09 

.67 

.66 

.66 

.66 

.57 

.54 

.43 

.49 
-.18 

.84 .27 .45 
- .62 - .36 .53 
- .08 -.25 .10 
- .62 .74 - .05 
- .07 -.16 -.64 

.12 
-.18 
-.16 
-.21 

.27 
- .26 

.06 

.12 

.11 
- .63 
-.31 

.10 
-.24 

.12 
-.51 
- .34 

- .02 
-.22 
- .39 

.03 
- .46 
-.30 
-.14 
-.lo 

.23 
-.I7 
-.12 
-.15 

.14 
- .33 
-.16 
- .25 

.11 - .04 

.43 -.15 

.27 .89 

.23 .12 

.75 .03 

Note. N = 30 
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not correlate substantially with the first criterion 
canonical variate. 

The second canonical correlation essentially rep- 
resents the linkage between NEO-PI Conscientious- 
ness and DAPP-BQ Compulsivity. For the third cor- 
relation, a high score on the predictor variate 
indicates a low level of Agreeableness coupled with 
high Extraversion and Neuroticism. The criterion 
variate correlates with several DAPP-BQ dimensions, 
including Affective Lability, Conduct Problems, Stim- 
ulus Seeking, and measures indicating low regard for 
others. This pattern suggests a proactive personal 
style, in contrast with the more passive style seen in 
conjunction with the firsL canonical correlation. The 
predictor variate for the fourth canonical correlation 
had a high correlation with Agreeableness and a 
moderate correlation with Extraversion. The crite- 
rion variate had high negative correlations with In- 
terpersonal Disesteem and Suspiciousness, suggest- 
ing that a high scorer would be mistrustful of 
others. The fifth canonical correlation was considera- 
bly lower than the other four. The predictor variate 
correlated highly with Openness to Experience, 
whereas the criterion variate did not correlate highly 
with any DAPP-BQ scale. The largest correlation was 
with Dilfidence (negative). This finding again sug- 
gests that Openness to Experience is not strongly re- 
lated t o  personality pathology. Wiggins and Pincus’s 
( 1989) canonical correlation analysis similarly indi- 
cated only modest relations between Openness to 
Experience and self-report measures of the DSM-III- 
K diagnoses. 

Multiple Regression Analyses 
To examine further the relation between the NEO-PI 
scales and the DAPP-BQ dimensions, we performed 
a series of multiple regression analyses The multiple 
correlations and standard regression coefficients 
(beta weights) greater than 15 are presented in Ta- 
ble 9 5 We note again the prominent role that Neu- 
roticisni plays in the prediction of several DAPP-BQ 
scales As was seen from the combined principal 
component analysis of the two sets of scales, how- 
ever, thc ahe r  NEO-PI scales also play a role in the 
description of personality pathology 

Agret ableness was negmvely related to several 
scales that measure problematic interpersonal behav- 

ior; Agreeableness was positively related to Diffi- 
dence, a scale measuring the willingness to acqui- 
esce to others’ wishes. The NEO-PI Extraversion 
dimension showed a strong relation to Stimulus 
Seeking and played a lesser role in the prediction of 
nine other DAPP-BQ scales. Conscientiousness was 
related to the DAPP-BQ Compulsivity and Passive 
Oppositionality (negatively). Openness to Experience 
did not play a major role in predicting any DAPP- 
BQ scales. Nevertheless, Openness to Experience did 
appear to play a lesser role in a number of DAPP- 
BQ dimensions; the regression coefficients in Table 
9.5 suggest an inverse relation between Openness to 
Experience and personality disorders. 

The values of the multiple correlations indicate 
that a number of DAPP-BQ scales share a substantial 
proportion of variance with the NEO-PI factors. The 
lowest multiple correlation was found with Intimacy 
Problems. This DAPP-BQ scale measures difficulties 
with the formation and maintenance of close personal 
relationships and difficulties with the expression of 
sexuality. Three other DAPP-BQ scales (Conduct 
Problems, Restricted Expression, and Insecure Attach- 
ment) showed only modest relations with the NEO- 
PI dimensions; each demonstrated less than 30% 
shared variance. Thus, not all aspects of personality 
disorders can be predicted by the NEO-PI dimensions 
with a high level of precision. The Intimacy Problems 
and Conduct Problems scales have largely behavioral 
content, which may help to explain their relatively 
low multiple correlations; the NEO-PI scales do not 
tap this content. The Restricted Expression and Inse- 
cure Attachment scales describe problems with inter- 
personal relationships; again, this content is not 
strongly represented in the NEO-P1. The former scale 
measures difficulties with the expression of both posi- 
tive and negative emotions. The Insecure Attachment 
scale taps content similar to Bowlby’s (1969, 1977) 
concept of anxious attachment. Those mith a high 
score on the scale would be expected to have difficul- 
ties functioning independently of an attachment fig- 
ure and to be preoccupied with fears of losing those 
closest to them. 

DISCUSSION 

We developed the DAPP-BQ self-report scales as re- 
liable measures of important features of personality 
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Multiple Regression Analyses Predicting Dimensional Assessment of Personality Pathology-Basic 
Questionnaire (DAPP-BQ) Dimensions With the NEO Personality Inventory (NEO-PI) Scales 

DAPP-BQ dimension R Standardized regression coefficients 

Affective lability 0.75 0.74 N - 0.19 A + 0.18 0 + 0.17 E 

Anxiousness 0.83 0.84 N 

Compulsivity 0.70 0.69 C - 0.16 0 + 0.15 N 

Conduct problems 0.51 0.21 E - 0.39 A 

Diffidence 0.66 0.60 N + 0.29 A - 0.23 0 

Identity problems 0.54 N - 0.20 0 - 0.18 E 0.73 

Insecure attachment 0.52 0.52 N + 0.22 E 

Interpersonal disesteem 0.74 -0.70 A 

Intimacy problems 0.40 -0.31 E - 0.17 0 

Narcissism 0.65 0.59 N + 0.35 E - 0.18 A 

Passive-oppositionality 0.78 -0.60 C + 0.32 N 

Rejection 0.61 -0.52 A + 0.34 E 

Restricted expression 0.50 -0.36 E - 0.21 0 

Social avoidance 0.73 0.47 N - 0.41 E 

Stimulus seeking 0.61 0.59 E - 0.24 A 

Suspiciousness 0.64 -0.52 A + 0.22 N 

Note. N = 300. NEO-PI scales, N = Neuroticism, E = Extraversion, 0 = Openness to Experience, A = Agreeable- 
ness, and C = Conscientiousness. Coefficients less than 0.15 are omitted. 

pathology. The results of the present study indicate 
that many of these measures are strongly related to 
the five factors of normal personality These results 
are consistent with those obtained by Costa and Mc- 
Crae (1990) and Wiggins and Pincus (1989). The 
fact that we used a different conceptualization of 
personality pathology provides evidence of the ro- 
bustness of the relation between the domains of nor- 
mal personality and personality disorders. Because 
little information is available about the structure of 
the domain of personality disorder, it is desirable to 
relate the DAPP-BQ scales to well-established per- 
sonality factors like the NEO-PI dimensions. 

the DSM-111-R Axis I1 categories for describing per- 
sonality disorders. The latter system was developed 
largely on the basis of clinical impressions in the ab- 

The 18 DAPP-BQ scales provide an alternative to 

sence of sound theoretical underpinnings. In devel- 
oping the DAPP-BQ, we attempted to examine the 
domain of personality pathology in a comprehensive 
and systematic manner, using both rational and em- 
pirical considerations. We believe that the DAPP-BQ 
can prove useful in research because it provides 
more detailed and precise information than can be 
obtained from the knowledge of category member- 
ship. 

From the relations between the two tests, it is 
clear that the NEO-PI Neuroticism factor plays a 
prominent role in the explication of several aspects 
of personality disorder. In contrast, the Openness to 
Experience factor appears have lesser importance. To 
a great extent, our research and that of others sug- 
gests that personality pathology can be described 
with the same traits that underlie normal personality 
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functioning. The relation between the two domains 
is not, however, uniformly high. Some DAPP-BQ 
scales with behavioral content demonstrated only 
modest relation with the NEO-PI factors. Although 
not included in the present study, the Self-Harming 
Behaimrs and Perceptual Cognitive Distortion scales 
from the DAPP-BQ also would not, we believe, be 
highly related to the NEO-PI. These latter features of 
personality disorders also may not represent con- 
tinua. 

Future research is needed to investigate the 
generalizability of the results presented here. It 
would be desirable to replicate the study with a 
sample of personality disordered individuals. It also 
seems important to generalize the findings beyond 
self-reports. Some aspects of personality disorders 
may be more readily apparent to a skilled observer 
or a knowledgeable informant than to an individual 
making a self-rating. Further research is needed to 
develop a more precise specification of the domain 
of personality pathology Personality disorders are 
described with terms that vary in specificity. It 
would he desirable to develop a comprehensive set 
of trait-level descriptors that map out the domain of 
personality pathology similar to the way the NEO-PI 
facmrs describe normal personality. 
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C H A P T E R  1 0  

TWO APPROACHES TO IDENTIFYING 
THE DIMENSIONS OF PERSONALITY 

DISORDER: CONVERGENCE ON 
THE FIVE-FACTOR MODEL 

Lee Anna Clark and W John Livesley 

Since the introduction of a separate axis for person- 
ality disorders in the third edition of the Diagnostic 
and Statistical Manual of Mental Disorders (DSM-III; 
American Psychiatric Association, 19801, debate has 
continued regarding the most valid approach to 
their description and diagnosis. From the beginning, 
these disorders have been conceptualized as person- 
ality traits that are inflexible and maladaptive and 
that cause either significant functional impairment or 
subjective distress (American Psychiatric Association, 
1980, 1987). Delineation of the specific traits consti- 
tuting the personality disorders, however, has been 
unsystematic and imprecise. Moreover, the DSM 
Axis I1 criteria, which are intended as manifestations 
of the component traits, were developed informally 
on the basis of expert consensus. This approach was 
necessitated in part by the lack of empirical research 
into the structure of maladaptive personality traits. 
Prior to 1980, research in normal-range personality 
was abundant, and although thousands of studies 
used the Minnesota Multiphasic Personality Inven- 
tory (Hathaway & McKinley, 1967) to examine per- 
sonality pathology in various settings and diagnostic 
groups, research specifically investigating the traits 
of personality-disordered individuals was limited 
(notable exceptions include Presley & Walton, 1973; 
and Tyrer & Alexander, 1979). Over the past de- 
cade, however, interest in the trait dimensions of 
personality disorder has increased markedly, with a 
corresponding increase in relevant research activity. 

Investigators have approached the study of mal- 
adaptive personality traits in a variety of ways, as is 
typical of relatively new areas of research. For exam- 

ple, personality disorder has been studied in relation 
to the interpersonal circumplex (Kiesler, 1986; Trap- 
nell & Wiggins, 1990; Wiggins, 1982; Wiggins & 
Pincus, 1989) and, as the chapters in this volume 
attest, the five-factor model (FFM) of personality. 
Moreover, Cloninger (1987) developed a three-factor 
model of personality disorder (which he later ex- 
panded to include four “temperament” and three 
“character” dimensions; Cloninger, Svrakic, & Przy- 
beck, 1993). In each of these cases, an existing the- 
oretical or empirical model of personality was used, 
either directly or with adaptation, to conceptualize 
personality disorder. These are termed top-down ap- 
proaches. 

In contrast, we (Clark, 1990, 1993; Livesley, 
1986, 1987; Livesley, Jackson, & Schroeder, 1989) 
independently adopted bottom-up strategies, in which 
the research begins with an examination of lower or- 
der components and builds gradually toward a final 
Structure. For the Axis 11 disorders, this meant be- 
ginning with the symptomatic traits and behaviors 
of personality disorder. Then, by combining traits 
and behaviors that were conceptually related, empir- 
ically correlated, or both, we each developed dimen- 
sional structures to represent the domain. We are 
not the only investigators to have used a bottom-up 
strategy. For example, Morey (1988) used cluster 
analysis to examine the covariance of clinician-rated 
personality features, whereas Hyler et al. (1990) re- 
ported an item-level factor analysis of a self-report 
questionnaire that assesses each of the DSM-III Axis 
I1 criteria. In neither case, however, was the research 
goal per se to develop a structure that characterized 
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the domain of personality disorders, whereas that 
was a primary goal of each of our research pro- 
grams. Therefore, this chapter’s focus is a compari- 
son of the structures that emerged from our respec- 
tive research efforts. 

To the extent that a phenomenon is robust, dif- 
ferent methods lead to similar conclusions about its 
nature. For example, although they have gone by 
many different names, the traits of neuroticism and 
extraversion have emerged repeatedly in diverse 
analyses of personality (e.g., Cloninger, 1987; Telle- 
gen, 1985; Zuckerman, Kuhlman, & Camac, 1988). 
Similarly, we were motivated to write this chapter 
because we were impressed with the high degree of 
convergence between our dimensional structures, 
despite the fact that they had been developed using 
rather different methods. Given the many difficulties 
one encounters in attempting to conceptualize and 
assess personality pathology, it was gratifyng to find 
that the core dimensions of this domain are suffi- 
ciently robust to emerge under diverse conditions. 
Detailed descriptions of the developmental processes 
followed by each of us are available elsewhere 
(Clark, 1990, 1993; Livesley, 1986; Livesley et al., 
1989), so we only summarize them briefly in this 
chapter. Because specific comparisons of each di- 
mensional structure to the FFM also can be found 
elsewhere in this book (Clark, Vorhies, & McEwen, 
chapter 8, this volume; Schroeder, Wormworth, & 
Livesley, chapter 9, this volume), we focus here 
more broadly on how the two trait systems converge 
on a higher order structure. 

LIVESLEY’S STRUCTURE AND 
ITS DEVELOPMENT 

Livesley began his investigation by compiling a 
comprehensive list of trait descriptors and behav- 
ioral acts that were considered to be characteristic 
of each of the DSM-III Axis I1 categories by a con- 
tent analysis of the personality disorder literature 
(Livesley, 1986). These characteristics, which in- 
cluded all DSM-111 and DSM-III-R criteria, were 
sent to a large number of clinicians who rated the 
prototypicality of the items for the relevant diagno- 
sis. The results, and those of a follow-up study 
(Livesley, l987), indicated good agreement regard- 

ing the prototypical characteristics of each diagno- 
sis. Highly prototypical items for each disorder of- 
ten referred to the same dimension, so that it was 
possible to characterize each diagnosis using a rela- 
tively small number of dimensions, each consisting 
of conceptually related items (Livesley, 1987; 
Livesley et al., 1989). For example, “mistrustful,” 
“searches for hidden meanings,” and “sees the 
world as hostile and opposed to h idhe r”  were all 
prototypical of paranoid personality disorder, and 
all represented the dimension of suspiciousness. Al- 
together, 79 dimensions were identified, and self- 
report items were written to assess each dimension. 
This initial questionnaire was completed by two 
samples of normal subjects, and psychometric 
analyses led to refinement of the scales, including 
the splitting of some dimensions into subcompo- 
nents. 

The result was an instrument with 100 dimen- 
sions represented by 16 items per dimension, 
which was administered to a sample of normal sub- 
jects and a sample of patients with a primary diag- 
nosis of personality disorder. The data were sub- 
mitted independently to principal components 
analysis and, initially, 15 factors were identified 
from each data set (Livesley et al., 1989). These 
factors provided the basic structure, and subse- 
quent modification led to the development of 18 
dimensions that are the focus of comparison in this 
chapter (Livesley, I99 1 ; Schroeder, Wormworth, & 
Livesley, 1992; also see chapter 9, this volume). 
Specifically, rational considerations led to 1 of the 
15 factors being divided into two dimensions. In 
addition, traits related to suspiciousness did not 
form a separate factor but nevertheless were used 
to construct a scale because of the clinical impor- 
tance of these behaviors. Similar considerations led 
to the decision to establish a scale for self-harm. 
Finally, items were chosen to represent these 18 
factors. When selecting items from the original 
pool, steps were taken to ensure that adequate 
sampling of the domain was retained. The result 
was a 290-item questionnaire, the Dimensional As- 
sessment of Personality Pathology-Basic Question- 
naire (DAPP-BQ; Livesley, 1990). More information 
about the DAPP-BQ, including its relation to the 
FFM, is available in chapter 9 of this book. 
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CLARK’S STRUCTURE AND 
ITS DEVELOPMENT 

Rather than using characteristic traits and behaviors 

neous symptom clusters (Clark, Pfohl, & Blashfield, 
1991). Self-report data based on the clusters is re- 
ported later. 

as Livesley did, Clark (1990) began her investigation 
with the criteria1 symptoms of personality disorder. 

COMPARISONS OF THE TWO STRUCTURES 

All of the DSM personality disorder criteria were in- 
cluded. plus criteria from various non-DSM concep- 
tualizations of personality disorder (e.g., Cleckley, 
1964; Liebowitz & Klein, 1981; Perry & Klerman, 
1978) and from selected Axis I disorders (dysthy- 
mia. cyclothymia, and generalized anxiety disorder) 
that resemble personali1.y disorders in important re- 
spects; that is, they have relatively chronic, traitlike 
manilestations (Akiskal, Hirschfeld, & Yerevanian, 
1983; Frances, 1980). Complex criteria were divided 
into subcomponents (e.g., “unduly conventional,” 
“serious and formal,” and “stingy” were considered 
as separate criteria). Clinicians sorted these criteria 
into synonym groups, and a consensual set of 22 
symptom clusters was identified through a factor 
analysis of the resulting co-occurrence matrix (Clark, 
1990) 

Because this initial research was completed before 
the DSM-HI-R appeared. each Axis I1 symptom in 
the DSM-Ill-R was examined to determine whether 
it represented a new criterion that had not appeared 
in the DSM-ZII. All new criteria were given to a set 
ol  clinicians, who were asked to judge whether each 
could be placed into one of the 22 previously iden- 
tified symptom clusters. Only criteria from the two 
provisional diagnoses (the sadistic and self-defeating 
personality disorders) were viewed as not categoriza- 
ble inLo the 22 clusters. Therefore, it appeared that 
the basic structures of the primary criterion sets of 
the D.5M-III and DSM-111-R were essentially the 
same. 

son in this chapter. Examples and a list of these 
clusters are shown elsewhere in this book (see Clark 
et al.,  chapter 8, this volume, Tables 8.1 and 8.2). 
Ratings on a sample of hospitalized psychiatric pa- 
tients indicated that the clusters have good interrater 
reliability (Clark, McEwen, Collard, Q Hickok, 
1993). Moreover, preliminary analyses of their inter- 
nal consistency using clinical ratings from a struc- 
tured interview suggest that they represent homoge- 

This 22-factor structure is the focus of compari- 

Conceptual Considerations 
Before a direct examination of the structures, it is 
interesting to consider the methodological and theo- 
retical implications of these two research strategies 
and whether there are reasons for why they might 
be expected to produce convergent or divergent re- 
sults, The first and most obvious constraint is that 
both investigators were attempting to identify traits 
relevant to personality disorder, so that each was 
broadly addressing the same content domain. How- 
ever, their methods for defining this domain were 
quite different. First, neither limited his or her in- 
vestigation to the DSM but used a broader literature 
to help define the domain of personality disorder. 
Although the literature reviews most likely over- 
lapped somewhat, many writings were surely unique 
to one or the other researcher. For example, Clark 
(1 990) included chronic affective trait symptoms 
from selected Axis I disorders, whereas Livesley did 
not. 

Second, if one considers that various manifesta- 
tions or characterizations of personality disorder fall 
along a continuum ranging from the highly abstract 
and general to the very concrete and specific, it ap- 
pears that the two investigators sampled from differ- 
ent parts of this continuum. Livesley (1986) selected 
many terms from the extremes of the continuum, 
including both general trait terms (e.g., introverted, 
manipulative, perfectionistic) and specific behavioral 
items (e.g., “wore eye-catching, revealing clothing,” 
“rechecked timetable several times”). In contrast, 
Clark‘s (1990) investigation began with symptom 
criteria, which tend to vary around the middle of 
the generality-specificity continuum (e.g., “easily 
hurt by criticism or disapproval,” “overly concerned 
with hidden motives”). Thus, these criteria tend to 
be more specific than general trait terms but less 
narrow than specific behavioral items. Clearly, if the 
trait structure of personality disorder is robust, one 
would expect congruence across the range of items 
from highly general to very specific, but such a re- 
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sult is not determined in advance. Thus, in terms of 
the items with which the investigations began, there 
was ample opportunity for the structures to diverge, 
despite the fact that they broadly addressed the 
same content domain. 

A third major difference in the methodologies of 
the two investigators was in how they pursued iden- 
tification of the trait dimensions. Clark used a con- 
ceptual free-sort task, in which raters grouped se- 
mantically similar symptoms regardless of their 
diagnostic origin; the question of which symptoms 
combined to form dimensions was then determined 
by factor analysis. In contrast, Livesley’s initial re- 
search was tied conceptually to the Axis I1 diagno- 
ses, with raters judging the prototypicality of the 
traits or behaviors for a given disorder. Furthermore, 
whereas Livesley used both judgments of semantic 
similarity and factor analysis as data reduction tech- 
niques, the basis for evaluating these procedures was 
self-ratings of the most highly prototypical items, 
rather than clinical judgments as used by Clark. 
Therefore, we again see ample opportunity for the 
emergence of rather diverse trait structures in these 
different procedures. 

Con tent Comparisons 
The first step in comparing the two trait structures 
was to match each of the factors in one structure 
with one (or more) factors in the other on the ba- 
sis of similar content. The factor labels used by 
the investigators provided an initial indication of 
corresponding factors (e.g., Livesley’s Social Avoid- 
ance was expected to correspond to Clark’s Social 
Isolation), but the greatest weight was placed on 
the specific component dimensions (Livesley) or 
criteria (Clark) composing the factors. Table 10.1 
shows the results of this content-based matching. 

As seen in Table 10.1, a clear correspondence 
emerged across the two structures, with about one 
third of the factors showing a one-to-one match. 
Inevitably, differences in degree of differentiation 
occurred, such that one structure or the other 
elaborated or simplified certain content areas. 
Nevertheless, in the remaining cases, two factors 
from one structure (or three, in one instance only) 
corresponded to a single factor in the other, and 
in no case did the content of a factor in one struc- 

ture split so much as to map onto more than two 
factors in the other. Because Clark’s 22-cluster 
structure is slightly more differentiated than 
Livesley’s 18-factor structure, it was more often 
the case that multiple-symptom clusters repre- 
sented content tapped by a single Livesley factor, 
but both types of asymmetry were seen. For exam- 
ple, Livesley’s Anxiousness factor overlapped with 
content in Clark’s pessimism and negative affect 
clusters. Conversely, Clark’s self-centered exploita- 
tion matched Livesley’s rejection and interpersonal 
disesteem factors. Moreover, one symptom cluster 
-hypersexuality- failed to emerge in Livesley’s 
analyses. 

I t  is noteworthy that the two-dimensional sys- 
tems were similar not just at the factor level but at  

the level of more detailed structures as well. For 
example, between Livesley’s compulsivity and 
Clark’s conventionality-rigidity, three components 
of the former-orderliness, precision, and consci- 
entiousness-could be matched directly with the 
latter’s symptoms of preoccupation with detail, 
perfectionism, and overconscientiousness, respec- 
tively. Although such exact matching was not seen 
uniformly, overall the structures were surprisingly 
congruent at this lower level, given their rather 
different origins. 

A few discrepancies should also be noted. One 
divergence occurred between the social avoidance 
and social isolation factors, the former involving a 
desire for improved affiliative relationships and the 
latter including the symptom “neither desires nor 
enjoys close relationships.” An examination of the 
other components of these factors suggests that 
the former factor leans conceptually toward the 
avoidant personality disorder, which is said to in- 
clude desire but fear of interpersonal relationships, 
whereas the latter represents the more classical 
schizoid temperament that rejects interpersonal in- 
volvement more completely. It is noteworthy that 
empirical differentiation of these two types has 
been difficult; perhaps an investigation of the rela- 
tion between these two factors will shed some 
light on this problem. 

trait of pessimism. In Clark’s structure, pessimism 
emerged as a dimension, characterized by such 

Another point of discrepancy occurred with the 
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Content-Based Comparison of Structures of the Traits of Personality Disorder 

Livesley’s (1990) 18-factor scales Clark’s (1 993) 22-symptom clusters 

Self-harm 
Ideas of self-harm 
Self-damaging acts 

Identity problems 
Labile self-concept 

Anhedonia 
Chronic feelings of emptiness 
Pessimism 

Affective lability 
Affective instability 
Affective overreactivity 

Generalized hypersensitivity 

Labile anger 
Irritability 

Anxiousness 
Guilt proneness 
Indecisiveness 
Rumination 

Trait anxiety 

Suspiciousness 
Hypervigilance 

Suspiciousness 

Rejection 
Judgmental 
Rigid cognitive style 
Interpersonal hostility 
Dominance 

Interpersonal disesteem 
Interpersonal irresponsibility 
Exploitation 
Contemptuousness 
Remorseless 
Lack of empathy 
Egocentrism 

Sadism 

Passive oppositionality 
Passivity 

Suicide proneness 
Recurrently thinks of death or suicide 
Self-mutilating behavior 
Recurrent suicidal threats, gestures, or behavior 

Identity disturbance 
Low self-esteem 

Low energy 
Emptiness; boredom 
Little interest in enjoyment or pleasurable activities 

Shifting, shallow emotional expression 
Reacts to  criticism with feelings of rage or shame 
Unstable interpersonal relationships 

Easily hurt by criticism or disapproval 
Reacts to  criticism with feelings of rage or shame 
Bears grudges or is unforgiving of slights and insults 

Inappropriate intense anger, lack of anger control 
Irritability 

Feels guilty concerning past activities 
Exaggeration of difficulties 
Broods over past events 

Anxious, worried, on edge 
Excessive social anxiety 
Restlessness, unable to relax 

Expects to be exploited or harmed 
Overly concerned with hidden motives 
Suspiciousness, paranoid ideation 
Reluctant to confide in others 
Questions the loyalty or trustworthiness of friends 

Self-centered exploitation 
Inconsiderate of others 
Lack of generosity when no personal gain will result 
Disregards the personal integrity and rights of others 
Treats those under his/her control unusually harshly 

Takes advantage of others for his/her own ends 
Interpersonally exploitative 
Humiliates or demeans people in front of others 
Treats those under his/her control unusually harshly 
Lacks empathy 
Indifferent to the feelings of others 

Anger-aggression 
Aggressive 
Uses cruelty or violence to establish dominance 

Inefficient, ineffective, unproductive 
Fails to accomplish tasks crucial to personal objectives 

Self-derogation 

Anhedonia 

Instability 

Hypersensitivity 

Anger-aggression 

Pessimism 

Negative Affect 

Suspiciousness 

Self-centered exploitation 

Passive-aggressiveness 

Continued on next page 
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Livesley’s (1990) 18-factor scales Clark’s (1993) 22-symptom clusters 

Oppositional 

Lack of organization 

Narcissism 
Need for adulation 
Attention seeking 

Grandiosity 

Need for approval 

Social avoidance 
Defective social skills 
Low affiliation 
Social apprehension 
Fearful of interpersonal hurt 
Desire for improved affiliative relations 

Inhibited sexuality 
Avoidant attach men t 
Desire for improved attachment 

Restricted affective expression 
Restricted express of anger and of positive sentiments 
Reluctant self-disclosure 
Self-reliance 

Insecure attachment 
Separation protest 
Feared loss 
Intolerant of aloneness 
Proximity seeking 
Secure base 

Submissiveness 
Suggestibility 
Need for advice 

Compulsivity 
Orderliness 
Precision 
Conscientiousness 

Stimulus seeking 
Impulsivity 
Recklessness 

Intimacy problems 

Restricted expression 

Diffidence 

Sensation seeking 

Conduct problems 
Interpersonal violence 
Fails to adopt social norms 
Addictive behaviors 
Juvenile antisocial 

Cognitive distortion 
Depersonalization 
Schizotypal cognition 
Brief stress psychosis 

Obstructs efforts of others by failing to do his/her work 
Resents useful suggestions from others 
Indecisive 
Has difficulty initiating projects 

Requires constant admiration 
Uncomfortable when not the center of attention 

Grandiose egocentrism 
Grandiose sense of self-importance 
Sense of entitlement 
Egocentric, vain, demanding 
Insists that others submit to hidher way of doing things 

Engages in peripheral social and vocational roles 
Has no close friends or confidants 
Chooses solitary activities 
Distances oneself from close personal attachments 
Neither desires nor enjoys close relationships 

Restricted ability to express warm and tender feelings 
Unresponsive in interpersonal relationships 

Displays constricted affect 
Rarely experiences strong emotions such as anger or joy 
Rarely makes reciprocal gestures or facial expressions 

Dramatic exhibitionism 

Social isolation 

Emotional coldness 

Emotional coldness 

Dependency 
Preoccupied with fears of being abandoned 
Agrees with people for fear of rejection 
Feels uncomfortable or helpless when alone 
Goes to great lengths to avoid being alone 
Feels devastated when close relationships end 

Subordinates own needs to those of others 
Allows others to make decisions for him/her 
Constantly seeks reassurance 

Preoccupation with details, order, organization 
Perfectionism that interferes with task completion 
Overconscientiousness, scrupulousness 

Impulsive, fails to plan ahead 
Recklessness 

Craves activity and excitement 
Excessive involvement in pleasurable activities 
Elevated or expansive mood, overoptimistic 

Lies for the purpose of harming others 
Fails to conform to social norms 
Fails to honor financial obligations 

Dependency 

Conventionality-rigidity 

Impulsivity 

High energy 

Antisocial behavior 

Schizotypal thought 
Depersonalization-derealization 
Magical thinking, ideas of reference, illusions 

. _  
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symptoms as guilt, brooding, and exaggeration of 
difficulties. Together with negative affect, this di- 
mension corresponded to Livesley’s anxiousness 
factor. However, in Livesley’s structure, pessimism 
emerged as a (lower level) aspect of identity prob- 
lems, along with anhedonia, chronic feelings of 
emptiness, and labile self-concept, which were 
represented by the symptom clusters of self- 
derogation and anhedonia in Clark‘s structure. It is 
possible that these discrepancies result from differ- 
ences in the way that the specific terms were used 
in the different research protocols. A related possi- 
bility i s  that all of these dimensions actually are 
facets of a broader higher order trait such as neu- 
roticism and that the noted discrepancies repre- 
sent methodological artifacts. We hope that further 
investigation into these structures will clarify the 
various points of divergence. 

taken as a whole, the two independently derived 
structures represent a striking congruence in the 
identified traits of personality disorder. Given their 
rather diverse theoretical and methodological ori- 
gins, this remarkable structural convergence sug- 
gests that there are a number of robust traits in 
the domain of personality disorder. Moreover, 
given that neither investigator limited his or her 
research to the traits, symptoms, or behaviors de- 
fined by the DSM, it is likely that these structures 
have a high degree of generality. That is, although 
i t  is possible that additional traits may be identi- 
fied if new personality disorders were defined, the 
likelihood is small that these traits would fall to- 
tally outside these structures. Rather, they would 
probably represent variations on one of the basic 
themes already identified. 

A final noteworthy point is that a comparable 
number of factors emerged in each of these struc- 
tures. However, examination of the content of ei- 
ther set of factors suggests that there will be 
significant intercorrelations among some of the 
dimensions. Thus, further questions remain re- 
garding (a) whether a consistent higher order level 
of structure will emerge based on these two sets of 
dimensions and (b) whether a lower order struc- 
ture (e.g.. those of Livesley or Clark) or a higher 
order one (e.g., the FFM) is more optimal for 

Although a few discrepancies were noted, when 

characterizing the domain of personality disor- 
dered traits. Although a complete answer to these 
questions awaits more research, it is possible to 
begin to answer the former on the basis of exist- 
ing data. We turn now to this question. 

Conceptual Convergence With the FFM 
In our attempt to match the factors across the two 
solutions, it was helpful initially to group the di- 
mensions into several very broad categories. Because 
a number of the dimensions (e.g., affective lability 
and anxiousness, which corresponded to instability- 
hypersensitivity -anger-aggression and pessimism- 
negative affect, respectively) had various negative af- 
fective states as one of their main components, they 
were seen as forming a large general category. Simi- 
larly, because several factors (e.g., self-centered ex- 
ploitation, which corresponded to rejection and in- 
terpersonal disesteem and passive oppositionality- 
passive-aggressiveness) suggested antagonistic 
interpersonal relationships, they were placed to- 
gether in a larger group. 

Next, as described earlier, we used the descrip- 
tive facets of each factor to match specific dimen- 
sions across the two structures. When thi- was com- 
pleted, we reconsidered the issue of broad higher 
order dimensions. Somewhat to our surprise, the di- 
mensions of the FFM appeared to emerge in broad 
outline, For example, the factors having negative af- 
fective component states seemed to represent the 
broad dimension of Neuroticism. Similarly, the fac- 
tors tapping hostile and exploitative interpersonal re- 
lationships were characteristic of the higher order 
dimension of (dis)agreeableness. Extraversion ap- 
peared to be negatively represented by factors such 
as social avoidance (social isolation) and emotional 
coldness (intimacy problems, restricted expression), 
whereas compulsivity (conventionality-rigidity) un- 
doubtedly tapped conscientiousness. Finally cogni- 
tive distortion (schizotypal. thought) was thought to 
represent extreme openness. 

Although the basic dimensions of the FFM gen- 
erally appeared to be represented by these traits of 
personality disorder, several dimensions seemed to 
be related to more than one of the five factors. For 
example, suspiciousness was thought perhaps 
to represent aspects of both neuroticism and 
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(dis)agreeableness, and dependency (insecure at- 
tachment, diffidence) was thought to represent a 
facet of neuroticism, introversion, or both. Further- 
more, it was not clear whether conduct problems 
(antisocial behavior) was better characterized as low 
conscientiousness (conventionality-rigidity) or 
(dis)agreeableness. 

pend only on content considerations to determine 
the most optimal categorization of the disordered 
personality dimensions into the five factors. That is, 
each of us had collected data investigating his or her 
structures in relation to the FFM. Therefore, we turn 
now to an examination of these empirical data. 

Fortunately, however, it was not necessary to de- 

Empirical Evidence 
We can use the common metric of the FFM to com- 
pare the two trait structures of personality disorder 
to examine three interrelated questions. First, how 
accurate are our conceptual matches of specific di- 
mensions? If two factors for which we had hypothe- 
sized a correspondence were both related to the 
same FFM domain(s), this would provide evidence 
regarding the validity of the match. Conversely, if 
corresponding factors were related to different FFM 
domains, our hypothesis about their conceptual 
identity would be called into question. At the very 
least, the operational measurement of the factors 
would be shown to be discrepant. 

Second, we can use these same data to examine 
our hypotheses regarding the higher order arrange- 
ment of the personality disorder factors. It is con- 
ceivable that a pair of factors were accurately 
matched but that their placement in the FFM was 
incorrectly hypothesized. Thus, we can ask if the 
matched dimensions are in fact correlated with the 
hypothesized FFM domain. Finally, the empirical re- 
lations between the five factors and the dimensions 
of personality disorder will provide evidence regard- 
ing those dimensions that were not clearly or easily 
classified conceptually in terms of the FFM. For ex- 
ample, is the characterization of certain matched fac- 
tors unclear because they are correlated with more 
than one FFM domain? 

In this section, we describe the results of com- 
parative analyses using three samples. For Sample 1 
-from which the data on Livesley’s 18-factor struc- 

ture were obtained-the subjects, measures, and 
procedures are described in chapter 9 of this vol- 
ume. Briefly, 300 general population subjects (150 
men, 150 women) completed the DAPP-BQ and the 
NEO Personality Inventory (NEO-PI; Costa & Mc- 
Crae, 1985, 1989). 

For Sample 2, the subjects and procedures are 
described in chapter 8 of this volume. In brief, 225 
university students (140 women, 85 men) com- 
pleted the Schedule for Nonadaptive and Adaptive 
Personality (SNAP; Clark, 1993) and the NEO-PI. 
Sample 3 consisted of 76 psychiatric patients who 
participated in an ongoing project comparing 
interview-based and self-report assessment of per- 
sonality disorders. These patients completed the 
SNAP and the Five-Factor Inventory (FFI; Costa & 
McCrae, 19891, a short form of the NEO-PI. The 
FFI scales can be scored from the full NEO-PI com- 
pleted by the students in Sample 2; therefore, to 
equate the data derived from Samples 2 and 3, we 
used FFI scale scores for both samples. 

Demographics of Sample 3 
The patients (38 women, 38 men) ranged from 18 
to 53 years of age (M = 32.1, SD = 8.6). Most 
(80%) were White, and 70% of the remainder were 
Black. The average patient had a high school educa- 
tion (43%), with education levels ranging from 7th 
grade to postgraduate study. Approximately half 
(49%) were single, 21% were married, 14% were di- 
vorced, and 16% were separated. The majority 
(59%) was inpatients on one of three units at a state 
hospital (32% from a substance abuse unit, 14% 
from a personality disorders unit, and 13% from an 
acute care unit). The remainder were outpatients 
from a variety of private and community agencies. 

Measures 
Symptom Clusters. The SNAP is a 375-item self- 
report inventory in a true-false format that was de- 
signed primarily to provide 15 personality trait scale 
scores. However, the item pool is constituted so that 
it also can provide an assessment of the various per- 
sonality disorder symptoms that constitute the 22 
identified clusters. In most cases, two items are pro- 
vided for each symptom criterion, although in some 
cases only one or as many as six items represent the 
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criterion. For example, a person with schizoid per- 
sonality disorder criterion rarely, if ever, claims or 
appears to experience strong emotions, such as an- 
ger or ,joy, as represented by the two items: “It often 
seems that I simply have no feelings,” and “I rarely 
feel strong emotions such as anger or joy.” 

Preliminary scales were constructed for each of 
the 22 symptom clusters by compiling the SNAP 
items that represented each of the component symp- 
toms. ’ Scores were derived for each symptom cluster 
by summing the total number of items endorsed. In- 
ternal consistency analyses were then conducted us- 
ing both Samples 2 and 3. Items with low item-total 
correlations in both samples were eliminated. Be- 
cause of limitations in the item pool, one cluster 
(hypersexuality) was represented by only 4 items, 
too lew to permit the development of a reliable 
scale. For the other 21 scales, the number of 
items ranged from 6 (suicide proneness and self- 
derogation) to 25 (grandiose egocentrism), with an 
average of 13 items per cluster. Internal consistency 
reliabilities averaged .71 (range = .50 for suicide 
proneness to .79 for negative affect and social isola- 
tion) in Sample 2 (students) and .75 (range = .55 
for ernoi-ional coldness to .86 for suspiciousness) in 
Sample 3 (patients). 
Five-Factor Inventory. The FFI is a 60-item ques- 
tionnaire developed from the item pool of the NEO- 
PI using factor analytic methods. Each scale consists 
of 12 itcms that most strongly and consistently rep- 
resen( one of the five domains assessed by the NEO- 
PI. Internal consistency reliabilities in Sample 2 were 
.85 (Neuroticism), .SO (Extraversion), .67 (Open- 
ness), .77 (Agreeableness), and .82 (Conscientious- 
ness). In Sample 3, the corresponding values were 
.H2 (Neuroticism), .80 (Exl.raversion), .65 (Open- 
ness), .8 1 (Agreeableness), and .83 (Conscientious- 
ness). 

Empirical Comparison of Two Sets of 
Personality Disordered Traits 
In each of the three samples, correlations were com- 
puted between a measure of the FFM (the NEO-PI 
in Sample 1 and the FFI in Samples 2 and 3) and 

either the 18 DAPP-BQ factor scales (Sample 1) or 
the 21 SNAP-based symptom clusters (Samples 2 
and 3). Even in the smallest group, Sample 3 (N = 

761, correlations of .22 or greater were significant at 
the p = .05 level, so it was decided to use a higher 
cutoff point to represent a conceptually significant 
correlation, rather than to use statistical significance 
as an index. Therefore, any DAPP-BQ factor or 
SNAP cluster that correlated 1.351 or stronger with 
any FFM scale was identified, as were scales whose 
highest correlation with any FFM scale was less than 
1.351. The correlations of conceptually matched traits 
(shown in Table 10.1) were then examined for the 
comparability of their correlational patterns with the 
FFM scales. 

The results are shown in Table 10.2. A scale- 
and its counterpart(s) in the other structure-was 
included if it met the conditions just described. 
Openness was not included because no scales corre- 
lated consistently with this domain. To highlight the 
most salient correlations with the FFM scales, we 
show factor or cluster scale names and correlations 
in bold if they represent the strongest correlation 
with a given FFM scale. For example, Identity Prob- 
lems correlated +.67 with Neuroticism and -.43 
with Extraversion. Therefore, it is shown in bold un- 
der Neuroticism and in regular under Extraversion 
because its correlation with Neuroticism was its 
strongest. For the SNAP symptom clusters, scale 
names are shown in bold only if the correlation with 
a particular FFM scale was the highest in both Sam- 
ples 2 and 3. Thus, negative affect and pessimism 
(and their correlations) are shown in bold under 
Neuroticism because those were their highest corre- 
lations in both the student and patient samples. 
However, for suspiciousness, the strongest correla- 
tion in Sample 3 (patients) was with Agreeableness, 
whereas it was highest with Neuroticism in Sample 
2 (students). Therefore, only the individual correla- 
tions (and not the cluster name) are shown in bold. 

As seen in the table, the empirical correspon- 
dence of the matched scales was generally quite 
good. Of the 16 DAPP-BQ scales assessed (self-harm 
and cognitive distortion were not included in Sam- 

‘,In earliti \ r r w n  01 the SNAP diagnostic criterion scales was used in these samples 
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Correlations Between the NEO Personality Inventory and the NEO Five-Factor Inventory Scales 
and Personality Disordered Traits 

DAPP-BQ factor scales fa  SNAP symptom clusters r b  r c  
Neuroticism 

Anxiousness 

Affective lability 

Identity problems 

Social avoidance 
Diffidence 
Insecure attachment 
Passive oppositionality 
Narcissism 

Self-harm 
Suspiciousness 

.82 

.68 

.67 

.62 

.57 

.46 
5 4  
.52 

d - 

.36 

Negative affect 
Pessimism 
Instability 
Hypersensitivity 
Anger-aggression 
Self-derogation 
Anhedonia 
Social isolation 
Dependency 

Passive-agg ressiveness 
Dramatic exhibitionism 
Grandiose egocentrism 
Suicide proneness 
Suspiciousness 

.73 

.72 

.50 
.53 
.17 
.32 
.34 
.47 
.47 

.32 

.oo 

.34 

.46 

.41 

.64 

.67 

.63 

.50 
.31 
.38 
.21 
.27 
.56 

.26 

.03 

.25 

.36 
51 

Social avoidance 
Stimulus seeking 

Restricted expression 
Intimacy problems 
Identity problems 

Narcissism 

Extraversion 
- 5 7  Social isolation 

.56 High energy 
Impulsivity 

- .45 Emotional coldness 
- .35 
- .43 Anhedonia 

Self-derogation 
. I4 Dramatic exhibitionism 

- .60 - .69 
.57 .56 
.10 .07 

- .52 - .60 

-.54 - .51 
-.26 -.22 

.38 5 9  

Agreeableness 
Interpersonal disesteem - .73 Self-centered exploitation 
Rejection - .52 Anger-aggression 
Suspiciousness - .59 Suspiciousness 
Conduct problems - .41 Antisocial behavior 
Narcissism - .32 Grandiose egocentrism 
Affective lability - .35 Hypersensitivity 

Instability 

-.65 - .69 
- .56 - .55 
- .60 -.50 
-.50 -.51 
- .47 - .30 
- .55 -.38 
-.42 - .40 

Conscientiousness 

Passive oppositionality -.71 Passive-aggressiveness - .60 - .61 
Compulsivity .63 Conventionality-rigidity .32 .39 
Stimulus seeking .02 Impulsivity - .38 - .45 
Conduct problems -.I8 Antisocial behavior - .44 - .44 

Note. DAPP-BQ = Dimensional Assessment of Personality Pathology-Basic Questionnaire; SNAP = Schedule for 
Nonadaptive and Adaptive Personality. A correlation shown in boldface indicates the strongest correlation between 
a factor or cluster and a five-factor measure in a given sample. 
300 normal adults. 
versity students. 

“Correlation with NEO-PI domain scales; N = 
hCorrelation with FFI scales; N = 76 patients. ‘Correlation with FFI scales; N = 225 uni- 

“DAPP-BQ self-harm and cognitive distortion factors were unavailable in this sample. 
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ple l ) ,  14 shared their highest correlation with at 
least one of their SNAP-based counterparts, and 8 
showed exactly the same correlational pattern across 
the two structures in all three samples. Of the six 
conceptual sets that showed some correlational dif- 
ferences, there were two notable patterns. In three 
cases, a single Livesley scale had two or more coun- 
terparts in Clark’s structure; not all of the counter- 
parts had the same correlational pattern with the 
five lactors as did Livesley’s scale. For example, 
DAPP-BQ stimulus seeking matched with SNAP high 
energy and impulsivity; and stimulus seeking and 
high energy were both strongly correlated with Ex- 
traversion, whereas impulsivity was not. Impulsivity’s 
highest correlation was .with (low) Conscientious- 
ness, which was uncorrelated with stimulus seeking. 
In other cases, the matched scales showed the same 
correlation with one FFM scale but not another. For 
example, DAPP-BQ passive oppositionality and 
SNAP passive aggressiveness were both strongly 
(negatively) correlated with Conscientiousness; how- 
ever, only passive oppositionality showed a strong 
secondary correlation with Neuroticism. 

Of the two sets of matched scales that showed 
somewhat different patterns, one pair differed only 
in emphasis. Specifically, DAPP-BQ social avoidance 
and SNAP social isolation each correlated both with 
Ncuroticism and (negatively) with Extraversion; 
however, social avoidance correlated more highly 
with Neuroticism, whereas social isolation correlated 
more strongly with Extraversion. Thus, of 16 con- 
ceptual matches, only one set-narcissism and its 
counterparts dramatic exhibitionism and grandiose 
egocentrism-showed markedly different patterns. 
This and other differences are discussed further sub- 
sequently, but first we examine the similarities be- 
tween the structures in more detail. 

Similarities Between the Two Structures in 
Relation to the Five-Factor Model 
Table 10 3 summarizes the empirically validated cor- 
respondences between conceptually matched scales 
in Clark’s and Livesley2 structures Congruent with 
pre\ ious formulations of this higher order dimen- 
sion Neuroticism was characterized by scales assess- 
ing negative affects and affective instability, by 
problems with identity and self-esteem, and by 

insecurity, dependency, and mistrust in interpersonal 
relationships. Similarly, the correlates of the domain 
of Extraversion were consistent with current concep- 
tions of this dimension. Specifically, the low end was 
characterized by social avoidance and isolation, diffi- 
culties in forming close interpersonal relationships, 
and restricted expression of emotions including an- 
hedonia. In contrast, the high end of the dimension 
reflected the active and energetic seeking out of 
arousing stimuli. 

Agreeableness was entirely represented by scales 
tapping the low end of the dimension. Specifically, 
disagreeableness was characterized by a variety of in- 
terpersonal difficulties, including angry, rejecting, 
unstable, and exploitative relationships; suspicious- 
ness and hypersensitivity toward others: and overt 
antisocial behaviors or conduct problems. Finally, 
the domain of Conscientiousness was readily recog- 
nizable in its correlates of passive opposition to co- 
operation or conformity versus rigid compulsivity 
and conventionality. 

In summary, the factor scales of the DAPP-BQ 
and the SNAP-based personality disorder symptom 
clusters are themselves highly convergent and yield 
an elaborated picture of the FFM that is quite con- 
sistent with previous descriptions of these domains. 
It must be noted, however, that the Openness do- 
main was not represented in these structures of per- 
sonality disordered traits and symptoms. It is possi- 
ble that cognitive distortion, which was not assessed 
in Sample 1, would be related to Openness, but its 
SNAP-based conceptual counterpart, eccentric 
thought, was not consistently related to this domain. 
Therefore, the importance of Openness in the struc- 
ture of the traits of personality disorder remains un- 
known. 

Differences Between the Two Structures in 
Relation to the Five-Factor Model 
An examination of points of divergence between the 
two structures in relation to the FFM can shed light 
on the different ways that what is nominally the 
same trait can be assessed. Conceptual matches be- 
tween Clark‘s and Livesley’s structures thai were not 
completely confirmed empirically are summarized in 
Table 10.4. As mentioned earlier, many of the differ- 
ences were only partial or reflect complementary dif- 
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Similarities Between the Personality Disordered Traits in Terms of the Five-Factor Model (FFM) 
~ 

DAPP-BQ factor scales 

Anxiousness Negative affect 

SNAP symptom clusters FFM scale 

Neuroticism 

Extraversion (introversion) 

(Dis)Agreeableness 

(Low) Conscientiousness 

Affective lability 

Identity problems 
Insecure attachment 
Diffidence 
Suspiciousness 
Social avoidance 
Stimulus seeking 
Intimacy problems 
Restricted expression 
Identity problems 
Rejection 
Interpersonal disesteem 

Suspiciousness 
Conduct problems 
Affective lability 

Passive oppositionality 
Compulsivity 

Pessimism 
Instability 
Hypersensitivity 
Self-derogation 
Dependency 

Suspiciousness 
Social isolation 
Emotional coldness 

An hedonia 
Self-centered exploitation 
Self-centered exploitation 
Anger-aggression 
Suspiciousness 
Antisocial behavior 
Instability 
Hypersensitivity 
Passive-aggressiveness 
Conventionality-rigidity 

Note. DAPP-BQ = Dimensional Assessment of Personality Pathology-Basic Questionnaire; SNAP = Schedule for 
Nonadaptive and Adaptive Personality. Traits are included if they correlated 1.351 or stronger with the same FFM 
domain scale in all three samples examined, or if r < 1.351, the correlation was the strongest for that factor or 
cluster. All scales meeting these conditions were matched conceptually 

ferences in the way the scales divided across two 
higher order dimensions. It is noteworthy that no 
simple pattern of divergence emerged. That is, of the 
seven matches that showed some empirical differ- 
ences in their correlational patterns with the FFM 
measures, no pattern appeared exactly the same way 
twice. Therefore, each one is discussed briefly. 

Differences in the relations of DAPP-BQ stimulus 
seeking to its conceptual matches, SNAP-based high 
energy and impulsivity, have already been men- 
tioned. Specifically, stimulus seeking and high en- 
ergy both correlated with Extraversion (and impul- 
sivity did not), whereas impulsivity correlated 
(negatively) with Conscientiousness (and stimulus 
seeking did not). This suggests that although stimu- 
lus seeking includes items tapping impulsivity and 
recklessness, they are phrased so that they carry an 
active, positive emotional tone, whereas SNAP-based 

impulsivity items more strongly reflect the noncon- 
scientious, irresponsible aspect of recklessness. For 
example, contrast the stimulus seeking scale item “I 
like to flirt with danger” with the impulsivity cluster 
item “I’ve gotten a lot of speeding tickets.” It is 
noteworthy that the proper placement of impulsivity 
in the higher order structure of personality traits has 
been the subject of some debate (Watson & Clark, 
1997), with some writers viewing it as a facet of Ex- 
traversion (e.g., Eysenck & Eysenck, 1969), some as 
a facet of Neuroticism (Costa 6s McCrae, 1985>, and 
still others as a facet of Conscientiousness (Tellegen, 
1985). Thus, this discrepancy is not at all unique to 
personality disorder and may reflect the fact that im- 
pulsivity is not a homogeneous dimension but has 
several different facets. 

In a related vein, both DAPP-BQ conduct prob- 
lems and SNAP antisocial behavior were related to 
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~~ ~~~ 

Differences Between the Personality Disordered Traits in Terms of the Five-Factor Model (FFM) 

DAPP-BQ factor 

Stimulus seeking 

Conduct problems 

Social avoidance 

Passive oppositionality 

Affective lability 

Identity problems 

Narcissism 

FFM scale 

Extraversion 

( - )  Agreeableness only 

( - )  Extraversion and Neuroticism 

(-) Conscientiousness and Neu- 

( - )  Agreeableness and Neuroti- 

Neuroticism and (-) Extraversion 

roticism 

cism 

Neuroticism 

SNAP symptom cluster FFM scale 

Impulsivity (-) Conscientiousness 

Antisocial behavior (-) Agreeableness and 

Social isolation (-) Extraversion only 

Passive-aggressiveness (-) Conscientiousness only 

(-) Conscientiousness 

Anger-aggression (-)  Agreeableness only 

Self-derogation Neuroticism only 
Anhedonia (-) Extraversion only 

Dramatic exhibitionism Extraversion 
Grandiose egocentrism (-) Agreeableness 

Note DAPP-BQ = Dimensional Assessment of Personality Pathology-Basic Questionnaire, SNAP = Schedule for 
Nonad'aptive and Adaptive Personality Traits are included if (a> they were matched conceptually and (h)  the factor 
or cluster from one structure correlated 1351 or stronger with a particular FFM domain scale, or if t < 1351, the 
scale was the strongest correlate of the factor or cluster, and the corresponding scale from the other structure did 
not mcet either of these empirical conditions 

(low) Agreeableness. Only antisocial behavior, how- 
ever, was correlated also with (low) Conscientious- 
ness. Both scales contain items reflecting irresponsi- 
ble behavior, so this cornmonality apparently reflects 
(low) '4greeableness rather than (low) Conscientious- 
ness. The different correlational patterns suggest that 
the SNAP antisocial behavior items also imply the 
rejection of a well-ordered and organized life, 
whereas the DAPP-BQ conduct problems items do 
not, although this conclusion is not immediately ob- 
vious from an inspection of the item content. Thus, 
more research is needed to clarify the meaning of 
the discrepant patterns. 

lational patterns of divergence were exactly the 
same. there did appear to be one systematic differ- 
ence between the two structures. That is, in several 
cases, a DAPP-BQ scale was correlated with both 
Neuroticism and another of the five-factor dimen- 
sions, whereas the corresponding SNAP scale was 
correlated only with the second dimension and not 
also with Neuroticism. We mentioned two of these 
cases earlier. DAPP-BQ social avoidance correlated 

Although it was stated earlier that no two corre- 

most strongly with Neuroticism but had a strong 
secondary (negative) correlation with Extraversion. 
Its SNAP-based counterpart, social isolation, corre- 
lated most highly with Extraversion and correlated 
strongly with Neuroticism only in Sample 2. This 
difference appears to correspond to the DSM-based 
distinction between the interpersonal relations of 
people with avoidant personality disorder and those 
with schizoid personality disorder. That is, the for- 
mer are said to both desire and fear social contact, 
suggesting a negative emotional component to their 
social avoidance that would link it with the domain 
of neuroticism. The latter, however, are more affec- 
tively disengaged from other people, which suggests 
introversion more than neuroticism. It i s  interesting 
to note that the names provided by Livesley and 
Clark for their respective dimensions appear to cap- 
ture the distinction that is represented in their em- 
pirical correlations. 

DAPP-BQ passive oppositionality and SNAP- 
based passive aggressiveness represent the second 
pair of scales in which the DAPP-BQ scale was cor- 
related with Neuroticism. and the SNAP-based scale 
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was not. The strongest correlation of both scales was 
(negatively) with Conscientiousness; however, only 
passive oppositionality was correlated also with Neu- 
roticism. The reason for this phenomenon may lie 
partly in the history of the development of the 
SNAP Because of the overabundance of scales mea- 
suring neuroticism (see Watson & Clark, 1984), 
Clark (1993) was concerned with minimizing the 
role of this dimension in the SNAP item pool, ex- 
cept for a few scales explicitly designed to tap this 
domain. Therefore, in developing the SNAP scales, 
items that correlated 1.351 or higher with a measure 
of neuroticism were systematically eliminated. Al- 
though a number of SNAP scales, nevertheless, still 
had substantial neuroticism-related variance, this 
process had the effect of reducing the influence of 
this highly pervasive dimension. Most likely, the dif- 
ferential pattern of DAPP-BQ and SNAP correlations 
with five-factor Neuroticism reflects this fact. 

The two other cases of differential correlations 
with Neuroticism both involved one DAPP-BQ scale 
being matched to more than one SNAP-based clus- 
ter. First, affective lability matched SNAP-based in- 
stability, hypersensitivity, and anger-aggression, All 
of these scales correlated (negatively) with Agree- 
ableness; moreover, all but anger-aggression were 
also correlated with Neuroticism. (Indeed, this was 
the stronger correlation in most cases). Thus, the 
lack of convergence simply reflects the fact that 
anger-aggression reflects only Agreeableness. This 
suggests that this cluster emphasizes the overt be- 
havioral aspects of anger-aggression rather than the 
more subjective affective experience that underlies 
them, which is consistent with the explanation of 
the SNAP item pool offered previously. 

related strongly with both Neuroticism and (low) 
Extraversion, was matched with SNAP-based self- 
derogation and anhedonia. These scales, rather than 
both correlating with the two FFM domains, showed 
relatively independent correlational patterns. That is, 
self-derogation was related to Neuroticism but not to 
Extraversion, whereas anhedonia was related to 
(low) Extraversion but not to Neuroticism. Thus, in 
this case, two aspects of DAPP-BQ identity problems 
were tapped separately by the two SNAP-based clus- 
ter scales. 

Second, DAPP-BQ identity problems, which cor- 

Finally, the only match to show a clear and com- 
plete divergence in its empirical relations was that 
between DAPP-BQ narcissism and SNAP-based dra- 
matic exhibitionism and grandiose egocentrism. In- 
terestingly narcissism was again correlated with 
Neuroticism, whereas dramatic exhibitionism and 
grandiose egocentrism were correlated with Extra- 
version and (low) Agreeableness, respectively In- 
spection of the items of each scale suggests reasons 
for this divergence. Many of the narcissism items 
concerning attention seeking have a quality of overt 
neediness and dissatisfaction when these needs are 
not met. Items include ‘‘I need people to reassure 
me that they think well of me” and “I am only really 
satisfied when people acknowledge how good I am.” 
Thus, the items have a negative affective tone that 
appears to tap the domain of Neuroticism. In con- 
trast, dramatic exhibitionism assesses this need 
through items that reflect attention-seeking behav- 
iors (e.g., “I wear clothes that draw attention”) and 
that express positive emotions in connection with 
receiving attention (e.g., “I like being the topic of 
conversation”), which may serve to link the scale 
with Extraversion. In contrast, the grandiose ego- 
centrism items express a haughty sense of being en- 
titled to others’ attention (e.g., “I deserve special 
recognition”) and a sense of indignation when 
admiration is not forthcoming (e.g., “People don’t 
give me enough credit for my work), which seem 
to tap the interpersonal antagonism of (dis)agree- 
ableness. 

It should be noted, however, that the narcissism 
scale is not devoid of positive or grandiose content 
(e.g., ‘‘I like to dramatize things,” “I am destined for 
greatness”); similarly, both of the SNAP-based scales 
contain items expressing neediness, negative affect 
(e.g.? “I feel a strong need to have others approve of 
me,” “It irritates me greatly when I am asked to do 
something I don’t want to do”), or both. Thus, the 
marked lack of convergence in the scales’ correla- 
tional patterns with the FFM measures remains a bit 
puzzling. We hope to shed light on this issue using 
data currently being collected that will permit a di- 
rect examination of the intercorrelations of the 
SNAP and DAPP-BQ scales as well as provide addi- 
tional evidence regarding their correlations with 
measures of the FFM. 
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CONCLUSION 

We described two rather different approaches to 
identifying and assessing the basic traits of personal- 
ity disorder: One focused on prototypical traits and 
behaviors for the variou:; personality disorders; the 
other was based more directly on the criterion 
symptoms of personality disorder. In addition, we 
have shown that these diverse strategies nevertheless 
yielded personality trait structures that were highly 
comparable in terms of their overt content. Finally, 
we have demonstrated that measures developed in- 
dependently to assess these two sets of identified 
trait dimensions show strongly convergent correla- 
tional patterns with measures of the FFM. Moreover, 
the traits that correlated .with each FFM domain 
clearly represented content consistent with previous 
interpretation of these higher order dimensions. (It 
should be noted, however, that Openness was not 
represented strongly or consistently in the struc- 
tures.) 

some scales, but most of these were minor, and it is 
noteworthy that only one pair of scales that were 
conceptually matched showed no empirical conver- 
gence. In general, the DAPP-BQ scales seemed to be 
more salurated with Neuroticism, and this likely re- 
flects thi, systematic removal of this variance in the 
development of the SNAP 

Thew data thus provide further support for the 
notion that the personality trait dimensional struc- 
turc defined by the FFM is very robust and will 
emerge reliably as long as a broad range of personal- 
ity traits are assessed. Further research into the ob- 
served differences will shed light on the alternative 
ways that nominally similar constructs of personality 
disorder can be construed, which will serve to in- 
crease the understanding of this domain. Finally, 
more research is needed to determine the role of 
Openness in personality disorder. 

Differences in emphasis or focus did emerge for 
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C H A P T E R  1 1  

BIG FIVE, ALTERNATIVE FIVE, AND 
SEVEN PERSONALITY DTMEN SION S : 

DEPENDENT PATIENTS 
VALIDITY IN SUBSTANCE- 

Samuel A. Bull 

For much of this century, theoreticians and re- 
searchers have struggled to understand the complex 
association among personality, personality disorder, 
and substance abuse.’ Early psychoanalytic theories 
of addiction (e.g., Fenichel, 1945; Knight, 1936; 
Rado, 1933) implicated an oral fixation due to un- 
resolved, unconscious early childhood conflicts. 
Oral traits of dependency, hostility, and low frustra- 
tion tolerance were thought to increase one’s sus- 
ceptibility to a substance’s ability to induce an im- 
mediate state of comfort, pseudo-independence, 
and soothing for affective distress. Early psychoana- 
lytic conceptions of addiction never gained credibil- 
ity, in part, because they never fully acknowledged 
alcoholism as a primary disorder and never ade- 
quately focused therapeul-ic attention directly on 
addictiL.e behaviors. More recently, researchers of 
psychodynamic conceptualizations based on object 
relations or self psychology theory have modified 
their approach to focus on addictive behaviors 
while aticnding particularly to issues related to nar- 
cissistic injury (see the review by Morganstern & 
Leeds, 1993). Nonetheless, these models have gen- 
erated limited empirical research and continue to 
overlook the significant heterogeneity among those 
who abuse substances. 

The 1930s witnessed the repeal of prohibition; 

the founding of Alcoholics Anonymous; and a revi- 
talized view of alcoholism and addiction as a medi- 
cal, psychological, and spiritual disease in which a 
person’s character defects or maladaptive personal- 
ity traits were important. Abstinence combined 
with lifestyle and personality change was consid- 
ered necessary for effective recovery. With the rapid 
growth of psychological testing around World War 
11, the 1940s and 1950s were a period of extensive 
research to define an alcoholic or addictive person- 
ality type (see the summary by Cox, 1987). Nearly 
every objective and projective test has been used 
with drug and alcohol dependent individuals, espe- 
cially the Minnesota Multiphasic Personality Inven- 
tory (MMPI; see reviews by Anglin, Weisman, & 
Fisher, 1989; and Graham & Strenger, 1988). 

The first edition of the American Psychiatric As- 
sociation’s (APA) Diagnostic and Statistical Manual 
for Mental Disorders (DSM; 1952) classified alcohol- 
ism and drug addiction as types of “sociopathic 
personality disturbances,” and the second edition 
(DSM-11; APA, 1967) included these disorders un- 
der the broader category of “personality disorders.” 
Even though these nosological systems embedded 
addiction within a personality construct, the search 
for an addictive personality was mostly abandoned 
from the 1960s into the 1980s-a time during 

I would M,c io cxpress appreciation for (he mentoring 1 have received from collaborators in my work in the areas of personality (Marvin 
Zuckermm and Howard Tennen) and substance abuse (Bruce Rounsavik and Kathleen Carroll) The series of studies reviewed in [his chapter 
were fundccl through National Institute on Drug Abuse Grants R01 IIA 04029, R01 DA05592, R18 DA06915. P50 DA09241, and 
R01 DAlOOlL .  

Fhis chapiei- u m  the terms substance use, abuse, and dependence Use refers broadly io the ingestion of any alcohol or streei diug Ahusc 
implies uit’ despite harmful consequences. Dependence involves evidence of a loss of control and addiction to the substance 
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which the concept of personality was attacked by 
behaviorists and researchers of multiple studies 
failed to converge on a single addictive personality 
type (see the review by Sutker & Allain, 1988). 

Interestingly, as the search for a common group 
of addictive personality traits lost momentum, more 
complex, statistically derived models based on the 
MMPI clinical scales, Cattell’s 16 Personality Fac- 
tors, Jackson’s Personality Research Form (PRF), or 
other omnibus measures yielded between 2 and 10 
subtypes, many of which paralleled and were la- 
beled with DSM-II‘s diagnostic labels (e.g., MMPI 
psychopathic, neurotic, and psychotic subtypes). In 
relevance to this chapter, Nerviano (1976; Nerviano 
& Gross, 1983) evaluated (male) alcoholic subtypes 
using five broad personality dimensions from the 
PRF, which were labeled (a) impulse control (high 
PRF impulsivity, play; low order, cognitive struc- 
ture), (b) extraversion (high PRF exhibition, affilia- 
tion, dominance), (c) defendency, that is, threat 
sensitivity (low abasement, high PRF aggression, 
and defendence, which consists of disagreeableness 
and hostility), (d) intellectual-aesthetic interests 
(high PRF understanding, sentience, achievement, 
nurturance, and change), and (el dependency (high 
PRF succor, low autonomy, dependency, defend- 
ence). From the 12 best PRF marker scales for the 
factors, Nerviano found seven profile types that 
paralleled several DSM-II personality disorders: 
(a) obsessive-compulsive, (b) impulsive, (c) 
aggressive-paranoid (explosive), (d) passive- 
dependent (inadequate), (e) avoidant-schizoid, (f) 
asocial-schizoid (asthenic), and (8) passive- 
independent (narcissistic). Nerviano’s attempt 20 
years ago to map the terrain among normal person- 
ality dimensions, personality disorders, and multi- 
dimensional addiction subtypes provides the con- 
ceptual framework for the series of studies 
reviewed in this chapter, which were conducted 
over the past 5 years with my colleagues from Yale 
University’s Division of Substance Abuse. 

The third edition of the DSM (DSM-III; APA, 
1980), third edition, revised, of the DSM (DSM-III-R; 
APA, 1987), and fourth edition of the DSM (DSM- 
IV; APA, 1994) clearly differentiate substance use 
disorders from antisocial personality disorder (ATS) 
and the other personality disorders. When addic- 

tion and personality disorders were recognized as 
distinct disorders on separate axes, researchers be- 
gan a series of studies to evaluate the comorbidity 
and prognostic significance of personality disorders 
in people treated for substance abuse (see reviews 
by Verheul, Ball, & van den Brink, 1998; and De- 
Jong, van den Brink, Harteveld, & van der Wielen, 
1993). In fact, personality dimensions and person- 
ality disorders have been evaluated more often in 
those who abuse substances than in any other DSM 
Axis I disorder. On the basis of a review of avail- 
able comordibity studies, Verheul et al. found that 
the median rates of personality disorders in various 
substance abuse samples ranged from 40% to 90%. 
Although ATS, borderline personality disorder 
(BDL), and avoidant personality disorder (AVD) 
were usually the most common, a significant mi- 
nority of those who abuse substances met the crite- 
ria for the full range of Axis I1 disorders. 

In addition to these comorbidity studies, the ad- 
diction and personality field began to regain its lost 
credibility in the 1980s through longitudinal stud- 
ies of biologically influenced temperament traits 
(e.g., heightened activity, impulsivity, aggression, 
negative affect), which appear to precede the devel- 
opment of early behavior problems (e.g., attention, 
conduct, risk taking, substance use, other deviant 
behaviors) and predict the later development of 
ATS and substance use disorders (see reviews by 
Sher 6r Trull, 1994; Sutker & Allain, 1988; and 
Tarter, 1988). These developmental psychopathol- 
ogy models articulate a more complex role for per- 
sonality in the etiology of addiction than do previ- 
ous, more unidirectional, causal notions that drugs 
are used to relieve psychodynamic drives, conflicts, 
or deprivation; fulfill needs for risk, thrill, or ex- 
citement; or maintain an optimal level of arousal 
(Zuckerman, 1994). Instead, heritable variations in 
temperaments (e.g., behavioral disinhibition) ap- 
pear to increase one’s risk for problematic interac- 
tions with parents, teachers, and peers, which in- 
creases one’s risk for deficient socialization and 
early identification with a deviance-prone peer 
group (with similar experiences of rejection of and 
by normative social influences), in which use of 
substances and antisocial behaviors are common 
(Tarter, 1988). 
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In addition, theoretical and empirical work by CURRENT TRAIT MODELS AND 
SUBSTANCE ABUSE Cloninger (1987a, 1987b) and colleagues on the 

genetics of alcoholism helped to reposition person- 
ality to  a central role, In the original biosocial per- 
sonality model, deviations in Novelty Seeking, 
Harm Avoidance, and Reward Dependence are tied 
to specific neurotransmitter and behavioral systems 
and provide an underlying susceptibility for sub- 
stance abuse and a range of personality disorders. 
Cloninger also advocated the concept that different 
personality dimensions and disorders are associated 
with different subtypes of alcoholism. Type 1 alco- 
holism is defined as a later onset, environmentally 
influenced, less severe disorder characterized by 
higher Harm Avoidance; Type 2 is defined as an 
earlier onset, genetically influenced, more chronic 
disorder characterized by higher Novelty Seeking. 
Another source of renewed credibility for personal- 
i ty factors comes from researchers evaluating in- 
dividual differences in sensitivity to the stress- 
reinforcing or stress-reducing effects of alcohol 
(Levenson, Oyaama, & Meek, 1987; Sher, 1987) 
and personality subtypes of those arrested for driv- 
ing while intoxicated (see the review by Donovan, 
Marlatt, & Salzberg, 1983). In all of these areas, 
the trails of Impulsivity, Novelty-Sensation Seek- 
ing, or behavioral disinhibition have central roles. 

As such, over the past 2 decades, there has been 
a significant shift away from identifying a single ad- 
dicti\re personality type to a greater appreciation of 
the variability of persoriality functioning among in- 
dividuals who use drugs and alcohol (Sutker & 
Allain. 1988). Although there appears to be no 
consistent evidence for an addictive personality 
construct per se, there is substantial evidence that 
certain personality traits play a critical role in the 
initiation of substance use, the development of sub- 
stance abuse, and the maintenance of substance de- 
pendence. Summaries of cross-sectional and longi- 
tudinal research (Barnes, 1979, 1983; Cox, 1987) 
indicate that individuals later diagnosed with alco- 
holism premorbidly exhibited higher impulsivity, 
hostility, and hyperactivity and lower self-esteem 
and social conformity. Individuals already diag- 
nosed with alcoholism exhibited many of these 
traits as well as higher neuroticism-anxiety, intro- 
version, depression, and antisocial behavior. 

In the past 15-20 years, there has been a renewed 
appreciation for the heterogeneity of individuals who 
abuse substances and the usefulness of normal per- 
sonality dimensions for subtyping these individuals 
and understanding the etiology, symptom severity, 
and treatment response. Certain personality dimen- 
sions appear to act as risk factors, mediators, mod- 
erators, or consequences of the development, pro- 
gression, and outcome of both substance abuse and 
personality disorders (see Barnes, 1983: Cox, 1985; 
Sher & Tmll, 1994; and Sutker & 411ain, 1988). In 
this chapter, I summarize studies using three trait 
models to understand the relation among substance 
abuse, personality dimensions and disorders, and 
multidimensional typologies. 

Costa and McCrae’s (1992b) Revised NEO Per- 
sonality Inventory (NEO-PI-R) measures five broad 
domains (Neuroticism, Extraversion, Openness to 
Experience, Agreeableness, Conscientiousness), each 
of which is composed of six narrower facets. The 
NEO-PI is one of the most extensively researched of 
the five-factor measures (see Appendix D, this vol- 
ume, for descriptions of domains and facets). This 
model has been applied to clinical populations 
(Costa & Widiger, 1994) to evaluate its validity for 
different diagnostic groups, for subtyping based on 
common personality profiles, and adding meaningful 
information for predicting response to treatment. 
The Big Five appear to account for significant varia- 
tion in personality disorder dimensions m both nor- 
mal (Clark, Vorhies, & McEwen, 1994; Costa & Mc- 
Crae, 1990; Costa & Widiger, 1994; Schroeder, 
Wormsworth, & Livesley, 1992; Watson. Clark, & 
Harkness, 1994; Wiggins & Pincus, 1989) and non- 
substance abusing clinical samples (Soldz, Budman, 
Demby, & Merry, 1993; Trull, 1992). 

The Zuckerman-Kuhlman Personality Question- 
naire (3rd ed. [ZKPQ-1111 ; Zuckerman, Kuhlman, 
Joireman, Teta, & Kraft, 1993) is an alternative five- 
factor measure of biologically informed personality 
traits, derived from the five-factor solution using fac- 
tor analyses and simultaneous component analyses 
of 33 personality scales (Zuckerman, Kuhlman, 
Thornquist, & Kiers, 1991). Impulsive-Sensation 
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Seeking is characterized by the tendency to act with- 
out thinking or planning and take risks but does 
not include drug or alcohol abuse items; Sociability 
involves being outgoing, having many friends and 
spending time with them, and preferring this to be- 
ing alone; Neuroticism-Anxiety describes experi- 
ences of fearfulness, worry, emotional upset, tension, 
indecisiveness, poor confidence, and sensitivity to 
criticism; Aggression-Hostility involves a tendency 
to express verbal aggression, antisocial behavior, im- 
patience, and vengefulness; Activity involves the 
need for activity, busy life, challenging work, high 
energy level, and inability to relax. ZKPQ-111 
Neuroticism-Anxiety is strongly related to what the 
NEO-PI-R calls Neuroticism or what other models 
(e.g., Tellegen, 1985; Watson, Clark, & Harkness, 
1994) call Negative Emotionality or Affect, and 
ZKPQ-I11 Sociability is similar to what the NEO-PI-R 
and other models call Extraversion. There is a dis- 
agreement between the NEO-PI-R and ZKPQ-I11 
about the remaining personality dimensions that 
centers mostly on whether a particular dimension is 
a broader primary trait or a narrower component. 
Zuckerman et al. (1993) viewed Impulsive- 
Sensation Seeking and Aggression-Hostility as pri- 
mary traits that are negatively related to Conscien- 
tiousness and Agreeableness, respectively, in the 
NEO-PI-R. However, Costa and McCrae (1992a) 
viewed impulsiveness and angry hostility as nar- 
rower facets of their Neuroticism domain and sensa- 
tion seeking as a facet within the broader domains 
of Extraversion (excitement-seeking facet) and 
Openness to Experience (particularly openness to 
actions, ideas, and aesthetics facets). They viewed 
activity as a facet of Extraversion. 

Cloninger’s (198710) original biosocial model of 
personality, as measured by the Tridimensional Per- 
sonality Questionnaire (TPQ), provides a useful 
theoretical framework for research on personality 
disorders and alcoholism. Novelty Seeking is 
characterized by exploration, impulsiveness, disor- 
derliness, and extravagance. Harm Avoidance is de- 
fined by pessimism, fear of uncertainty, shyness, and 
fatiguability. The original conceptualization of Re- 
ward Dependence included dimensions of sentimen- 
tality, attachment, dependence, and persistence, but 
Persistence is now conceptualized as a fourth tem- 

perament within the TPQ (Stallings, Hewitt, Clonin- 
ger, Heath, & Eaves, 1996). 

Cloninger (1 987b) first proposed that deviations 
in Novelty Seeking, Harm Avoidance, and Reward 
Dependence form higher order personality traits, 
which in their extreme form become personality dis- 
orders. For example, high Novelty Seeking and low 
Harm Avoidance dimensions define a broader Im- 
pulsive trait that when combined with other traits 
characterizes ATS. Novelty Seeking, Harm Avoid- 
ance, Impulsiveness, and ATS are all strongly associ- 
ated with substance use and abuse (Cloninger, Sig- 
vardsson, & Przybeck, 1995; Howard, Kivlahan, & 
Walker, 1997; Sher, Wood, Crews, & Vandiver, 
1995). TPQ dimensions are also important dimen- 
sions defining Cloninger’s (1987a; Cloninger et al., 
1988) Type 1-Type 2 alcoholism subtypes (Cannon, 
Clark, Leeka, & Keefe, 1993). 

In 1993, Cloninger, Svrakic, and Przybeck made 
significant revisions to the model and developed the 
Temperament and Character Inventory (TCI) to 
measure their new seven-factor psychobiological 
model of personality. In addition to the four TPQ 
temperaments, three broader character dimen- 
sions (Self-Directedness, Cooperativeness, Self- 
Transcendence) are included. Self-Directedness com- 
bines dimensions of responsibility, resourcefulness, 
purposefulness, self-acceptance, and congruence. Co- 
operativeness is defined as social acceptance, help- 
fulness, compassion, empathy, and pure heartedness. 
Self-Transcendence encompasses spiritual acceptance, 
identification with the transpersonal, and self- 
forgetfulness. In Cloninger et al.’s (1993) revised 
model, low Self-Directedness and Cooperativeness 
are conceptualized as critical dimensions for all per- 
sonality disorders and the temperaments provide a 
specific risk for each Axis 11 cluster: A (Reward De- 
pendence), 8 (Novelty Seeking), and C (Harm 
Avoidance; Svrakic, Whitehead, Przybeck, & Clonin- 
ger, 1993). 

Some of the limitations in studies of personality 
and addiction over the past century include under- 
emphasizing the heterogeneity of people with addic- 
tions and evaluating personality constructs in isola- 
tion from other variables that mediate or moderate 
risk for addiction. A theoretical framework for un- 
derstanding the relationship among personality, sub- 
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stance abuse, and personality disorders may be 
found through a typological system (Babor, Dolinsky, 
Rounsaville, & Jaffe, 1998; Cloninger, 198713; Morey 
& Skinner, 1986) that organizes diverse dimensional 
variables into broader categorical constructs, which 
are associated with different etiologies, patterns, and 
courses of the disorder. A broad range of empirical 
research supports the construct, discriminative, and 
predictive validity of two subtypes that differ on 
premorbid risk factors (including personality), sever- 
ity of symptoms and consequences, and psychopa- 
thology (Babor et al., 1992; Ball, 1996; Ball, Carroll, 
Babor, &x Rounsaville, 1995; Ball, Tennen, Poling, 
Kranzler, & Rounsaville, 1997; Schuckit et al., 
1995). Both Babor et al.'s 'Type A and Cloninger's 
(1987a) Type 1 alcoholism represent a less severe 
subtype characterized by a later age of onset, lower 
heritability, fewer childhood risk factors, and less se- 
vere substance dependence and psychosocial impair- 
ment. Type B or 2 is more severe with an earlier on- 
set, higher heritability, childhood behavior problems, 
novelty-sensation seeking, and impulsive-antisocial 
behavior. This Type A-B distinction has been vali- 
dated across race, gender, substances of abuse, and 
treatment settings (Ball, 1996). 

In this chapter, I review work examining the re- 
lation between personality dimensional (Big Five, big 
seven, alternative five) and categorical (personality 
disorders, addiction subtypes) models in several in- 
patient arid outpatient substance abuse samples. I 
also review in detail comparisons between Costa and 
McCrae's (1992b) NEO Five-Factor Inventory (NEO- 
FFI) and Cloninger et al.5 (1993) TCI and the supe- 
riority of the Big Five in predicting the severity of 
personality disorder symptoms (Ball et al., 1997). 

THE FIVE-FACTOR MODEL 

Substance Abuse 
Relative]) few researchers have examined the five- 
factor model (FFM) in substance dependent mdivid- 
uals Brooner and colleagues (Brooner, Herbst, 
Schmidt, Bigelow, & Costa, 1993, Brooner, Schmidt, 
& Herbst, 1994) analyzed the association between 
different personality disorder subgroups and the 
NEO-PI dimensions in 203 methadone-maintained 
opiate abusing outpatients Patients who were diag- 

nosed with a personality disorder with or without 
comorbid ATS scored higher on Neuroticism than 
nonpersonality disordered and ATS-only drug abus- 
ing patients. Those diagnosed with comorbid ATS 
and another personality disorder scored lower on 
Agreeableness than did personality disordered indi- 
viduals without ATS or nonpersonality disordered 
opiate abusing patients. Those who met the criteria 
for at least one personality disorder scored lower on 
Conscientiousness than did nonpersonality disor- 
dered patients. 

Trull and Sher (1994) evaluated the relation of 
the NEO-FFI and lifetime diagnoses of substance 
abuse, anxiety, and affective disorders in 468 college 
students, half of whom were children of fathers who 
abused alcohol. A lifetime diagnosis of substance 
abuse or dependence (which included nicotine) was 
associated with higher Neuroticism and Openness 
and lower Extraversion, Agreeableness, and Consci- 
entiousness. However, a similar pattern was found 
for both anxiety and affective disorders. When gen- 
der and a measure of psychiatric symptom severity 
were entered into regression equations and captured 
much of the variation, only high Openness and 
lower Agreeableness and Conscientiousness re- 
mained significant predictors for lifetime substance 
use disorders. Interestingly, a canonical correlation 
analysis suggested two variables: (a) An indicator of 
general psychopathology (equal weighting of depres- 
sion, anxiety, and substance abuse) was character- 
ized by higher Neuroticism and Openness and lower 
Conscientiousness, and (b) a psychopathic personal- 
ity indicator (positive weighting of substance abuse 
and negative weighting of depression) was character- 
ized by lower Neuroticism, Agreeableness, and Con- 
scientiousness and higher Extraversion. 

Quirk and McCormick (1998) cluster analyzed 
the NEO-FFI in a sample of 3,256 male substance 
abusing veterans and related these subtypes to 
symptom correlates, substance of choice, and coping 
styles. The three subtypes appeared to vary along a 
continuum of severity defined by Neuroticism (in- 
creasing) and Agreeableness and Conscientiousness 
(both decreasing). The more extreme scoring sub- 
type on these dimensions reported higher levels of 
depressive symptoms, hostile cognitions, impulsive- 
ness, and polysubstance use. Individuals with the 
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highest level of Neuroticism and lowest levels of 
Agreeableness and Conscientiousness (most likely 
personality disordered) exhibited the highest level of 
escape-avoidance coping and the lowest level of 
planful problem solving or positive reappraisal. Pied- 
mont and Ciarrocchi (1999) evaluated 132 outpa- 
tients who abused cocaine, alcohol, or heroin with 
somewhat different measures and similarly found 
that the NEO-PI-R domains and facets of high Neu- 
roticism and low Agreeableness and Conscientious- 
ness were related to greater psychiatric and personal 
problem severity and worse coping resources. 

In a study conducted by Ball et al. (1997), 370 
patients were evaluated after they had completed a 
clinical evaluation and detoxification and had en- 
tered into an active phase of treatment (3-10 days 
inpatient; 3-6 weeks outpatient) at one of three 
medical school affiliated drug and alcohol abuse 
treatment programs: (a) a short term (14-day) inpa- 
tient program treating all substance use disorders 
with or without additional psychiatric disorders in 
Farmington, CT; (b) an outpatient program treating 
primary cocaine abuse in New Haven, CT; or (c) an 
outpatient program treating primary alcohol and 
opiate abuse in New Haven. Participants were evalu- 
ated using the (a) Structured Clinical Interview for 
DSM-III-R (Spitzer, Williams, & First, 1990), a semi- 
structured interview used to assess Axis I (SCID) 
and I1 (SCID-11) disorders; (b) NEO-FFI; (c) TCI 
(Cloninger, Przybeck, Svrakic, & Wetzel, 1994); (d) 
Addiction Severity Index (ASI; McLellan et al., 
1992); and (e) Brief Symptom Inventory (BSI; Dero- 
gatis, 1992). All SCID-11 interview items were dou- 
ble coded to allow interviewers to exclude positive 
criterion that could be attributed solely to substance 
effects. Participants who met the SCID criteria for 
any depressive disorder (i.e., major depressive, bipo- 
lar, or dysthymic disorders) or any anxiety disorder 
(i.e., generalized anxiety, phobic, agoraphobic, panic, 
posttraumatic stress, or obsessive-compulsive disor- 
ders) were compared with those without these psy- 
chiatric diagnoses on the NEO-FFI and TCI scales 
using t tests. For a complete description of this 
study’s sample, method, and results, see Ball et al. 
(1997) and Rounsaville et al. (1998). 

In analyses not previously reported for the NEO- 
FFI, Neuroticism was related to many substance use 

and Axis I psychiatric indicators, specifically SCID 
substance dependence severity; polydrug use; past 
30-days drinking frequency; and greater AS1 alcohol, 
drug, family, and psychiatric severity. It also was as- 
sociated with a higher percentage of family members 
with alcohol problems and a parental history of sub- 
stance abuse. Neuroticism was strongly associated 
with the BSI Global Severity Index (GSI) and cur- 
rent and lifetime SCID diagnoses of anxiety and de- 
pressive disorders. Lower Extraversion was associ- 
ated with a longer duration (years) of heavy 
substance use, more frequent alcohol use in the past 
30 days, and higher AS1 alcohol and psychiatric se- 
verity Lower Extraversion also was associated with 
higher BSI GSI ratings and current and lifetime 
SCID anxiety and depressive diagnoses. Higher 
Openness was associated with past 30 days and life- 
time use of cannabis and greater AS1 family and 
psychiatric severity. It also was associated with de- 
pressive but not anxiety disorder diagnoses. Lower 
Agreeableness was related to an earlier age of onset 
for alcohol and drug abuse, polydrug use, SCID 
substance dependence severity, duration of lifetime 
opiate use, and higher BSI GSI. Lower Conscien- 
tiousness was associated with SCID substance de- 
pendence severity, polydrug use, AS1 psychiatric se- 
verity, higher BSI GSI, and a current SCID diagnosis 
of depression (see Table 11.1). 

Personality Disorders 
Costa and McCrae’s (199213) FFM appears to ac- 
count for significant variation in personality disorder 
dimensions in both normal and clinical samples 
(Clark et al., 1994; Costa & McCrae, 1990; Schroe- 
der et al., 1992; Soldz et al., 1993; Trull, 1992; 
Watson et al., 1994; Wiggins & Pincus, 1989). As 
reported in Ball et al. (19971, t tests for those meet- 
ing versus those not meeting categorical DSM-IV 
personality disorder diagnoses indicated that individ- 
uals diagnosed with at least one personality disorder 
scored higher on NEO-FFI Neuroticism and lower 
on Agreeableness and Conscientiousness. Individuals 
meeting the diagnostic criteria for any Cluster A dis- 
order scored higher on Neuroticism and lower on 
Agreeableness. Individuals diagnosed with any Clus- 
ter B diagnosis scored higher on Neuroticism and 
lower on Agreeableness and Conscientiousness. Indi- 

182 



Substuncr Dcpcndcnt Patients 

Summary of Significant Findings for the NEO Five-Factor Inventory 

Domain Substance abuse Other Axis I Axis II disorders 

Neuroticism Dependence severity, AS1 
alcohol and drug, polydrug, 
drinking frequency, family 
history 

- Years of use, - drinking 
frequency, - AS1 alcohol 

Extraversion 

Openness to Cannabis frequency and 
Experience duration, AS1 family 

Agreeableness - Dependence severity, 
age of onset, - polydrug, 
- opioid use duration 

Conscientiousness - Dependence severity 
- polydrug 

AS1 psychiatric, BSI GSI, 
current and lifetime anx- 
iety and depressive diag- 
noses 

- AS1 psychiatric, - 
BSI GSI, - Current and 
lifetime anxiety and de- 
pressive diagnoses 

AS1 psychiatric, current 
and lifetime anxiety and 
depressive diagnoses 

- BSI GSI 

- AS1 psychiatric, 
- BSI GSI, - current 
and lifetime anxiety and 
depressive diagnoses 

Paranoid, schizotypal, borderline, 
histrionic, narcissistic, avoidant, 
dependent, obsessive- 
compulsive 

- Schizoid, - avoidant 

ns 

- Paranoid, - schizotypal, 
- antisocial, - borderline, 
- narcissistic, - dependent, 
obsessive-compulsive 

- Antisocial, - borderline, 
- avoidant, - dependent 

Note. Results are from Ball et al. (1997) and unpublished data. - = a significant negative relation; 
AS1 = Addiction Severity Index (McLellan et al., 1992); BSI = Brief Symptom Inventory; GSI = Global Symptom 
Index (Derogatis, 1992); ns = no significant effect 

viduals with any Cluster C diagnosis scored higher 
on Neuroticism and lower on Extraversion. Pearson 
correlations for the association of the NEO-FFI do- 
mains wiih SCID-I1 personality disorder symptom 
counts were highly consistent with those found by 
Trull in a non-substance-abuse sample. Regarding 
Cluster A ,  higher Neuroticism and lower Agreeable- 
ness were associated with higher paranoid personal- 
ity disorder (PAR) and schizotypal personality disor- 
der (SZT) severity. Schizoid personality disorder 
(SZD) was associated with lower Extraversion. Re- 
garding Cluster B, ATS severity was correlated with 
lower Agreeableness and Conscientiousness. BDL 
also was associated with l o ~ r  Agreeableness and 
Conscientiousness as well as higher Neuroticism. 
Histrionic personality disorder (HST) severity was 
associated with higher Neuroticism and Extraver- 
sion, and narcissistic personality disorder (NAR) was 
associated with higher Neuroticism and lower Agree- 

ableness. Regarding Cluster C, AVD severity was 
correlated with higher Neuroticism and lower Extra- 
version and Conscientiousness. Dependent personal- 
ity disorder (DEP) was associated with higher 
Neuroticism and lower Agreeableness and Con- 
scientiousness. OBC was associated with higher 
Neuroticism (see Table 1 1.1). 

Summary 
Consistent with the results of Trull and Sher (19941, 
substance abuse was associated with a pattern of 
higher Neuroticism, lower Extraversion, higher 
Openness, lower Agreeableness, and lower Conscien- 
tiousness. Also replicated were the strong associa- 
tions between Neuroticism and anxiety disorders, 
depressive disorders, and general psychopathology 
and findings that higher Openness and lower Con- 
scientiousness were related to depressive but not 
anxiety disorders. These findings that greater psychi- 
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atric and problem severity were associated with 
higher Neuroticism and lower Agreeableness and 
Conscientiousness have now been replicated by 
Quirk and McCormick (1998) and Piedmont and 
Ciarrocchi (1999). 

As a first study of the relation between DSM-IV 
personality disorders and the major dimensions of 
personality in substance abusers, Ball et al. (1997) 
found support for the prediction that a diagnosis of 
personality disorder would be associated with higher 
NEO Neuroticism and lower Agreeableness and 
Conscientiousness (see also Brooner et al., 1993, 
1994). With relatively few exceptions, the NEO-FFI 
dimensions were related to specific personality dis- 
orders as predicted from Widiger, Trull, Clarkin, 
Sanderson, and Costa (1994), and most disorders 
were associated with a unique pattern of scores. 
Neuroticism was positively associated with all disor- 
ders except SZD and ATS. Like Trull (1992), Ball et 
al. found that PAR and SZT had higher Neuroticism 
and lower Agreeableness (but not Extraversion). ATS 
and BDL were both lower in Agreeableness and 
Conscientiousness and were differentiated by higher 
Neuroticism in BDL. HST and NAR both had higher 
Neuroticism and were differentiated by higher Extra- 
version for HST and lower Agreeableness for NAR 
(see also Tmll, 1992). As predicted, both SZD and 
AVD were lower in Extraversion, whereas only AVD 
was associated with higher Neuroticism (and low 
Conscientiousness as well). Ball et al. did not repli- 
cate Trull’s findings of lower Openness and Agree- 
ableness in patients with SZD. DEP was associated 
with higher Neuroticism but also low Agreeableness 
and Conscientiousness in the Ball et al. study. OBC 
was associated with high Neuroticism but not lower 
Extraversion or Agreeableness. 

Also building off the work of Tmll and Sher 
(19941, Ball et al. (1997) predicted personality dis- 
orders from personality dimensions, taking into ac- 
count Axis I symptoms. Consistent with predictions, 
the NEO-FFI dimensions contributed significantly to 
the prediction of personality disorder severity be- 
yond substance abuse and depression symptoms. Be- 
cause both depression and Neuroticism reflect the 
level of subjective distress, negative affect, and 
mood, entering one in a regression statement seems 
to capture more of the variation, leaving little for 

the other dimension. In contrast, entering a sub- 
stance dependence severity measure into the regres- 
sions had little effect on the contribution of the 
NEO-FFI to personality disorders. With this ap- 
proach, the NEO-FFI remained a stronger predictor 
of personality disorder severity than did the TCI 
(see the next section). In summary, Ball et a1.k find- 
ings were mostly consistent with other studies, de- 
spite variability in the use of different substance 
abuse measures and personality disorder interviews 
for three versions of the DSM, different versions of 
the NEO measure, and sample differences in demo- 
graphics and Axis I and II disorders. Their study 
supports the NEO-FFIk role in predicting personal- 
ity psychopathology (Clark et al., 1994; Schroeder et 
al., 1992; Trull, 1992), particularly in comparison 
with the TCI scales (see the next section). 

SEVEN-FACTOR PSYCHOBIOLOGICAL 
MODEL 

Substance Abuse 
In 1993, Cloninger et al. made significant revisions 
to the earlier three-dimensional TPQ model and de- 
veloped the TCI to measure their new seven-factor 
psychobiological model of personality (Novelty 
Seeking, Harm Avoidance, Reward Dependence, Per- 
sistence, Self-Directedness, Cooperativeness, Self- 
Transcendence). In analyses not reported for the 
TCI, the number of DSM-111-R substance depen- 
dence criteria met for a participant’s substance of 
choice and the number of drugs used regularly (life- 
time) were associated with higher Novelty Seeking 
and Harm Avoidance and lower Persistence, Self- 
Directedness, and Cooperativeness. An analysis of 
the frequency of recent (past 30 days) drinking indi- 
cated a positive association with Harm Avoidance 
and a negative association with Reward Dependence 
and Self-Directedness. Higher Novelty Seeking and 
Harm Avoidance and lower Self-Directedness and 
Cooperativeness were associated with more polydrug 
use. Higher Harm Avoidance and lower Reward De- 
pendence and Self-Directedness were associated with 
greater AS1 severity of alcohol-related problems, and 
lower Self-Directedness and Cooperativeness were 
associated with greater severity of AS1 drug abuse 
problems. Higher Novelty Seeking also was associ- 
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ated with an earlier age of onset of drug use prob- 
lems but was not associated with family history of 
substance abuse. Lower Cooperativeness was associ- 
ated with an earlier age of onset for both drug and 
alcohol problems. A parental history of drug or 
alcohol abuse was associated with higher Harm 
Avoidance and lower Reward Dependence, Self- 
Directedness, and Cooperativeness (see Table 11.2). 

Transcendence and lower Self-Directedness and Co- 
operativeness were associated with higher global 
psychiatric severity on the BSI. Harm Avoidance 
and Self-Directedness also were associated with 
addiction-related psychiatric impairment on the ASI. 
Higher Novelty Seeking and lower Reward Depen- 
dence, Self-Directedness, and Cooperativeness also 
were associated with more childhood behavior 
symptoms. Higher Harm Avoidance was related to 
having ;at least one current and lifetime depressive 

Higher Novelty Seeking, Harm Avoidance, Self- 

diagnosis as well as a current and lifetime anxiety 
diagnosis. Similarly, lower Self-Directedness was 
found in participants meeting the criteria for current 
and lifetime depressive disorders and current and 
lifetime anxiety disorders (see Table 11.2). 

Personality Disorders 
Svrakic et al. (1993) found that low Self-Directed- 
ness and Cooperativeness predicted the presence of 
any personality disorder and the number of person- 
ality symptoms in 136 inpatients. In addition, the 
temperaments differentiated the following DSM clus- 
ters: A (low Reward Dependence), B (high Novelty 
Seeking), and C (high Harm Avoidance). These di- 
mensions explained more variation in personality 
disorders than did the NEO-FFI, particularly when 
Self-Directedness, age, and depression were entered 
into the regression analyses. As previously reported, 
Ball et al. (1997) found limited support for the pre- 

Summary of Significant Findings for TCI Dimensions 

Scale Substance abuse Other Axis I Axis II  disorders 

Novelty Seeking Dependence severity, - age of 
onset, polydrug, drinking fre- 
quency 

Dependence severity, AS1 alcohol, 
polydrug, drinking frequency, 
family history 

Harm Avoidance 

Reward Dependence 

Persistence - Dependence severity 

- AS1 alcohol, - drinking fre- 
quency, - family history 

Self-Directedness - Dependence severity, - ASI, 
-- AS1 alcohol and drug, 
- drinking frequency, - fam- 
ily history, - polydrug 

Cooperativeness - Dependence severity, - AS1 
drug, - polydrug, - family 
history, age of onset 

Self-Transcendence ns 

BSI GSI, childhood 
symptom severity 

AS1 psychiatric, BSI, 
GSI, current and life- 
time anxiety and de- 
pressive diagnoses 

- Childhood symptom 
severity 

ns 

- AS1 psychiatric, 
- BSI GSI, - current 
and lifetime anxiety 
and depressive diag- 
noses, - childhood 
symptom severity 

- BSI GSI, - child- 
hood symptom severity 

BSI GSI 

Antisocial 

Paranoid, borderline, 
avoid ant 

- Schizoid 

Obsessive-corn pulsive, 

- Antisocial, - bor- 
- borderline 

derline, - narcissistic 

- Borderline, - nar- 
cissistic 

ns 

Note Results are from Ball et a1 (1997) - = a significant negative relation, AS1 = Addiction Severity Index 
(McLellan et a1 , 1992) BSI = Brief Symptom Inventory, GSI = Global Symptom Index (Derogatis, 1992), ns = no 
significant effect 
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dicted relations between the TCI temperaments and 
the DSM clusters. Among the Cluster A disorders, 
lower Reward Dependence was associated only with 
SZD severity. Among the Cluster B disorders, higher 
Novelty Seeking was associated only with ATS sever- 
ity. Higher Harm Avoidance was not only associated 
with AVD (Cluster C) but also PAR (Cluster A) and 
BDL (Cluster B) and the presence of any personality 
disorder. Ball et al. also did not find strong support 
for predictions and preliminary findings that the TCI 
character dimensions were critical for understanding 
or predicting all personality disorders. They found 
that few (three of nine) of the predicted associations 
among Self-Directedness and personality disorders 
were significant. Only two of the seven correlations 
predicted from Svrakic et al. for Cooperativeness 
were significant. These significant associations were 
restricted to the Cluster B disorders. 

ance was associated with higher PAR severity, and 
lower Reward Dependence was associated with 
higher SZD severity, ATS severity was correlated 
with higher Novelty Seeking and lower Self- 
Directedness. BDL was associated with higher Harm 
Avoidance and lower Persistence, Self-Directedness, 
and Cooperativeness. NAR personality severity was 
associated with lower Cooperativeness and Self- 
Directedness. AVD severity was correlated with 
higher Harm Avoidance, and OBC was associated 
with higher Persistence (see Table 11.2). The num- 
ber of personality disorder diagnoses received also 
showed a significant association with higher Harm 
Avoidance and lower Self-Directedness. Although 
Self-Directedness did not appear to be critical for 
predicting all personality disorders, it was consis- 
tently associated with general psychopathology indi- 
cators, including mood, anxiety, and psychiatric 
symptoms (Ball et al., 1997). 

Ball et al. (1997) found that higher Harm Avoid- 

TCI Versus NEO-FFI 
Cloninger et al. (1993) and Svrakic et al. (1993) 
suggested that the new TCI provides a more com- 
plete characterization of personality and better dif- 
ferential diagnosis of personality disorders than do 
the FFM or DSM system. Ball et al. (1997) com- 
pared the strength of associations among the NEO- 
FFI, the TCI, and personality disorder severity. Us- 

ing t tests for dependent sample (r to z )  correlations 
for the NEO-FFI versus the TCI, they found that the 
NEO-FFI domains were more strongly associated 
than the TCI dimensions with personality disorder 
severity NEO-FFI Neuroticism was more strongly 
correlated than TCI Self-Directedness with PAR, 
BDL, AVD, DEE and OBC and more strongly than 
TCI Cooperativeness with the severity of all person- 
ality disorders except SZD, HST, and NAR. Neuroti- 
cism was more associated than Novelty Seeking with 
higher PAR, BDL, AVD, and DEP and more associ- 
ated than Reward Dependence for PAR and SZT. 
NEO-FFI Extraversion was more highly negatively 
correlated than TCI Reward Dependence with SZD 
severity. NEO-FFI Agreeableness was more nega- 
tively correlated than TCI Self-Directedness with 
ATS severity, and low Agreeableness was more asso- 
ciated than low Cooperativeness with ATS. NEO-FFI 
Agreeableness also showed a stronger association 
than the TCI temperaments Novelty Seeking and 
Harm Avoidance with ATS and NAR severity and 
than Reward Dependence with PAR and SZT. 

In another comparison of the NEO-FFI and TCI 
dimensions, multiple regression analyses were con- 
ducted to predict symptom severity of each person- 
ality disorder through three separate analyses: (a) 5 
NEO-FFI domains entered, (b) 7 TCI scales entered, 
and (c) 12 NEO-FFI and TCI scales entered simulta- 
neously. The proportion of variance accounted for in 
all personality disorders was higher for the NEO-FFI 
than the TC1 scales. NEO-FFI Neuroticism, Extra- 
version, and Agreeableness were consistently 
stronger predictors across all disorders than were the 
TCI dimensions, which were significant predictors 
only for BDL and AVD severity (see Table 11.3). 

Ben-Porath and Waller (1992) suggested that an 
important test of clinical utility for personality mea- 
sures is whether they provide incremental knowl- 
edge beyond other measures of psychopathology. As 
reviewed above, Ball et al. (1997) addressed this is- 
sue by conducting hierarchical multiple regression 
analyses to provide a relatively stringent test of the 
NEO-FFI and TCI scales’ contribution beyond the 
dimensions that are significantly related to personal- 
ity disorders (see related analyses by Svrakic et al., 
1993; and Trull & Sher, 1994). First, they forced a 
measure of substance dependence severity into the 
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Multiple Regression Analyses 

Overall R 2  Final model significant 
Disorder severitv NEO-FFI TCI NEO-FFI + TCI dimensions 

Paranoid 
Schizoid 
Schizotypal 
Antisocial 
Borderline 
Histrionic 
Narcissistic 
Avoidant 
Dependent 
Obsessive-compulsive 

.09** 

.09* * 

.lo** 

.14** 

.20** 

.11”* 

.09** 

.26* * 

.11** 

.08** 

.02 

.03 

.02 

.03 

.09** 

.03 

.03 

.06* 

.02 

.03 

.11 

.10 

.12 

.15 

.25 

. I3  

.11 

.28 

.12 

.10 

NEO-FFI N+, A-, TCI HA+ 
NEO-FFI E- 
NEO-FFI N+, A - ,  C -  
NEO-FFI A-, E+, C- ,  N+ 
NEO-FFI N+, E + ,  TCI HA+ 
NEO-FFI E+, N+ 
NEO-FFI A-, N+, E +  
NEO-FFI N+, E-, TCI HA+ 
NEO-FFI N+, A- 
NEO-FFI N+, TCI P+ 

~~~ 

Note. Predicting DSM-IV personality disorder severity from the separate and joint contribution of the NEO Five- 
Factory Inventory (NEO-FFI) and the Temperament and Character Inventory (TCI). Significant dimensions are 
listed in order of descending proportion of variance accounted for in the final model (p < .OOOl)  with +/- indi- 
cating dircction of association. N = Neuroticism; E = Extraversion; A = Agreeableness; C = Conscientiousness; 
HA = Harm Avoidance; P = Persistence; DSM-IV = Diagnostic and Statistical Manual of Mental Disorders (4th ed.). 
* p  < .01. 
orders in Substance Abusers,” by S. A. Ball, H. Tennen, J .  c. Poling, H. R. Kranzler, and B. J .  Rounsaville, 1997, 
Journal of .Abnormal Psychology, 106, p. 550. Copyright 1997 by the American Psychological Association. Adapted 
with pcrmission 

* * p  < -0001. From “Personality, Temperament, and Character Dimension and DSM-ZV Personality Dis- 

equation (Step 1) and then added a measure of de- 
pression symptom severity (Step 2). They next com- 
pared the additional contribution of those personal- 
ity scales that they had found in their analyses to be 
correlated with more than one personality disorder 
severity. Four NEO-FFI domains (Neuroticism, Ex- 
traversion, Agreeableness, Conscientiousness) were 
entered as a block, followed by four TCI scales 
(Harm Avoidance, Persistence, Self-Directedness, Co- 
operativeness), and then the order of entry of the 
NEO-FF1 and TCI was reversed (Step 3). Substance 
dependence was a significant predictor for all per- 
sonality disorders except SZD at Step 1. At Step 2,  
depression was a significant predictor for the sever- 
ity of all personality disorders except ATS. At Step 
3, the amount of variance accounted for by the 
NEO-FFI was greater than for the TCI for all disor- 
ders, even though the effects of Neuroticism were 
suppressed by the early entry of depressive symp- 
toms in the model. In sumrriary, the results did not 
support most of Svrakic et al.3 (1993) predictions 
made for the TCI. Several TC1 dimensions were as- 
sociated with different personality disorders, al- 

though not as strongly as the NEO-FFI domains. 
Overall, NEO-FFI Neuroticism, Extraversion, and 
Agreeableness were stronger predictors for all per- 
sonality disorders than were Self-Directedness and 
Cooperativeness (or the temperaments) in the sub- 
stance abusing sample (see Table I 1.4). 

Limited TCI Replicability 
Because the TCI did not differentiate personality dis- 
orders as predicted by other researchers, Ball, Ten- 
nen, and Kranzler (1999) undertook a more com- 
prehensive analysis of the replicability and validity 
of the TCI dimensions. They evaluated the differ- 
ence between Cloninger et al.3 (1993) TCI factor 
matrix and their substance abuse sample matrix us- 
ing a Procrustes rotation of principal components. 
They found that the factor, variable, and overall 
congruence coefficients indicated a poor replication 
of Cloninger et al.3 seven-factor matrix. The variable 
congruence coefficients of only 7 out of the 25 TCI 
subscales exceeded a .90 rule-of-thumb, indicating a 
good correspondence. In a similar analysis for the 
NEO-PI-R, Piedmont and Ciarrocchi (1999) used a 
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Hierarchical Multiple Regression Analyses 

Personality disorder 
severity 

Paranoid 

Schizoid 

Schizotypal 

Antisocial 

Borderline 

Histrionic 

Narcissistic 

Avoidant 

Dependent 

Obsessive-corn pulsive 

R2 change, Steps 2-3 

Step 1 R2 Step 2 Step 3A Step 38 
substance depression NEO-FFI 1st TCI 1st 
severity symptoms (NEO-FFI 2nd) (TCI 2nd) Final R 2  
.02* * .08**** .04** .01 .15 

(.04)** 
.oo .02 .08**** .01 . I0 

(.07) * * * * (J1) 
.01* .04**** .06*** .01 .I 2 

(.06)* * (.01) 
.08* * * .01 .12**** .02* .22 

( . I , )**** (J1) 
.09* * * .13**** .06*** .03** .31 

(.06)** ( .03) * * 
.01* .04* * * .09**** .01 .I 5 

.04**** .03*** .08* * * .01 .15 

.03** .16**** .I o * * * *  .02* .31 

.02** .07**** .04** . 00 . I4  

.02* .03‘** .03* .02* .I 0 

(.09) * * * * (.01) 

(.07)* * * (.OO) 

(.09)* * * (.02)** 

(.04)* (.OO) 

(.03)* (.02)* 

Note. A comparison of the contribution of the NEO Five-Factor Inventory (NEO-FFI) and the Temperament and 
Character Inventory (TCI) scales over substance dependence and depression severity in predicting DSM-IV personal- 
ity disorders. R 2  = additional variance accounted for at each step. ***p < ,001. ****p < 
.0001, From “Personality, Temperament, and Character Dimension and DSM-IV Personality Disorders in Substance 
Abusers,” by S. A. Ball, H. Tennen, J. C. Poling, H. R. Kranzler, and B. J. Rounsaville, 1997, Journal of Abnormal 
Psychology, 106, p. 550. Copyright 1997 by the American Psychological Association. Reprinted with permission. 

*p < .05. **p < .01. 

Procrustes rotation of their substance abuse sample 
matrix on Costa and McCrae’s (1992b) normative 
target matrix and found that the variable congruence 
coefficients of 25 out of 30 facets exceeded the .90 
rule-of-thumb. 

An examination of the scree plots for Ball et al.5 
(1999) substance dependent sample and a commu- 
nity sample indicated four clear factors that were 
replicated using Procrustes rotations. In the clinical 
sample, Factor 1 consisted of high negative loadings 
from Harm Avoidance and positive loadings from 
Novelty Seeking 1 (exploratory excitability) and 
secondary loadings from four out of five Self- 
Directedness subscales (responsibility, purposeful- 
ness, resourcefulness, congruence). This factor ap- 
peared to be Harm Avoidance or perhaps low Vigor, 

given some of the additional loadings and its associ- 
ation with other personality dimensions. Factor 2 
consisted of most of the Reward Dependence and 
Cooperativeness subscales and could be labeled 
“Agreeableness” but is called “Sociability” here to 
avoid confusion with the NEO-FFI scale. Factor 3 
consisted of primary negative loadings from three 
Novelty Seeking subscales (reflective, reserve, regi- 
mentation) and secondary positive loadings from 
Self-Directedness (purposeful, resourceful, self- 
acceptance, congruence). This appears to represent 
Novelty Seeking, perhaps impulsivity-disinhibtion, 
or low constraint, given some of the additional load- 
ings and its association with other personality di- 
mensions. Factor 4 appears to be Cloninger’s Self- 
Transcendence factor. More importantly, TCI Reward 
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Dependence, Persistence, Self-Directedness, and Co- 
operativeness did not emerge as distinct factors and 
appear in need of further refinement. The four-factor 
structure was validated on other measures of person- 
ality, psychopathology, and substance abuse severity 
and replicated with few exceptions in a nonclinical, 
nonsubstance abusing community sample (see Ball 
et al., 1999). These results raise substantive ques- 
tions about the replicability of the TCI’s seven-factor 
model as a whole. 

ALTERNATIVE FIVE-FACTOR MODEL 

In comparison with the Big Five dimensions, sen- 
sation seeking, novelty seeking, impulsivity, 
aggression-hostility, and anxious affect have been 
assessed extensively in people who abuse substances. 
For example, sensation seeking appears to be a more 
powerful and robust predictors of initial drug use 
and abuse across drug cat.egories than other mea- 
sures ol  personality and psychopathology and is 
highly related to substance abuse and dependence in 
adults (Zuckerman, 1994). Disinhibition (which in- 
cludes narrower traits of impulsivity, sensation seek- 
ing, activity, and aggression) is associated with ado- 
lescent substance use and abuse and general 
deviance (Block, Block, & Keyes, 1988; Brook, 
Whiteman, Gorden, & Cohen, 1986; Labouvie & 
McGee, 1986; Newcomb Gr McGee, 1991).We com- 
pleted two studies validating these somewhat differ- 
ent (from the NEO-FFI) personality traits using the 
ZKPQ in cocaine-abusing outpatients. 

ZKPQ Study 1 
In the first study (Ball, 19951, 450 patients seeking 
outpatient treatment for cocaine abuse were evalu- 
ated with the (a) ZKPQ, (b) ASI, and (c) clinical 
chart reviews, which yielded information about 
treatment response and outcome, including urine re- 
sults, days in treatment, appointments kept, comple- 
tion status. and discharge referrals. Pearson correla- 
tions indicated that Impulsive-Sensation Seeking, 
N euro ticism -Anxie ty, and Aggression - Hostility were 
significantly correlated with AS1 impairment in the 
areas of substance abuse and psychiatric functioning. 
Outpatients reporting more recent use of cocaine 
scored higher on Impulsive-Sensation Seeking and 

Neuroticism-Anxiety. Patients scoring higher on 
Impulsive-Sensation Seeking, Aggression-Hostility, 
and Activity reported earlier first use of cocaine. Pa- 
tients scoring higher on Neuroticism-Anxiety re- 
ported more past treatment episodes and a stronger 
family history for alcohol and drug abuse (see 
Table 11.5). 

Impulsive-Sensation Seeking and Neuroticism- 
Anxiety were also the two scales more strongly re- 
lated to psychiatric variables. Patients who scored 
higher on these two scales reported more childhood 
abuse, attention-concentration problems, lifetime 
depression and suicide attempts or serious ideation, 
and history of psychiatric treatment. Patients scoring 
lower on Sociability more often reported a history of 
attention-concentration problems and psychiatric 
treatment. Those who abused cocaine with a history 
of violence and suicidality scored higher on 
Aggression-Hostility. 

Impulsive-Sensation Seeking, Neuroticism- 
Anxiety, and Aggression-Hostility were related to 
abstinence and treatment response at discharge. 
Analyses of variance indicated that those who 
abused cocaine and who continued using through- 
out treatment scored higher on Impulsive- Sensation 
Seeking and Neuroticism-Anxiety than those who 
abstained or used cocaine infrequently. Those who 
scored higher on Impulsive-Sensation Seeking kept 
fewer treatment appointments, were less successful 
at remaining in treatment for at least 1 month or 
completing treatment, and were more often in need 
of immediate referral for inpatient treatment. Those 
who were immediately referred for inpatient treat- 
ment also scored higher on Neuroticism- Anxiety 
and Aggression-Hostility than those patients who 
completed treatment. Early dropouts (<1 month) 
also scored higher on Aggression-Hostility than 
those who completed treatment (see Table 11.5). 

The five personality scales were then cluster ana- 
lyzed using a k-means approach to identify a smaller 
number of personality subtypes. Patients who 
abused cocaine and who were in Subtype 2 (n = 

210) scored higher than those in Subtype 1 (n = 

240) on Neuroticism-Anxiety, Impulsive-Sensation 
Seeking, and Aggression-Hostility but lower on So- 
ciability. There was no difference between the sub- 
types on the Activity trait. As expected from the 
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Summary of Significant Findings for the ZKPQ Alternative Five 

Scale Substance abuse Other Axis I Axis II 
~~ 

Impulsive-Sensation Dependence severity, AS1 alcohol and 
drug, polydrug, - age of onset, 
HIV risk, kept fewer appointments, 
continued abuse during treatment 

Seeking 

Sociability 
Neuroticism-Anxiety 

- AS1 drug and medical 
AS1 drug and family, history of treat- 

ment, HIV risk, family history, 
continued abuse during treatment 

AS1 drug, - age of onset, HIV risk, 
early treatment dropout 

Aggression-Hostility 

Activity - Age of onset 

AS1 psychiatric, BDI severity lifetime 
antisocial, conduct, attention defi- 
cit and mood disorders, suicidal- 
ity, violence, criminal arrests, his- 
tory of psychiatric treatment, 
childhood abuse, antisocial family 
history 

NA 

- History of psychiatric treatment 
AS1 psychiatric, BDI severity NA 
History of psychiatric treatment, 

suicidality, childhood abuse 
AS1 psychiatric, BDI severity, suicidal- NA 

ity, violence, criminal arrests 
ns NA 

~ ~~ 

Note Results are from Ball (1995), Ball et a1 (1994), and Ball et a1 (1997) NA = the study of relation between 
Zuckerman-Kuhlman Personality Questionnaire (ZKPQ) and personality disorders has not been done, - = a sig- 
nificant negative relation, AS1 = Addiction Severity Index (McLellan et a1 , 1992), BDI = Beck Depression Inven- 
tory (Beck & Steer, 1972), ns = no significant effects 

findings above, those in Subtype 2 began using co- 
caine earlier and scored higher than those in Sub- 
type 1 on AS1 drug abuse, family, and psychiatric 
severity. At discharge, patients who were able to ab- 
stain or substantially reduce their cocaine use and 
successfully complete treatment were more often in 
Subtype 1 than Subtype 2. The less severe patients 
in Subtype 1 were more commonly men, stipulated 
by criminal justice, not abused as children, and rela- 
tively free of psychiatric symptoms. Patients in Sub- 
type 2 were more commonly women, abused as 
children, nonstipulated, and recent users of cocaine 
who reported several lifetime psychiatric symptoms. 
In contrast to controls (Zuckerman et al., 19931, the 
female patients scored significantly higher than the 
male patients on Impulsive-Sensation Seeking with 
nonsignificant effects for higher Aggression-Hostility 
and lower Sociability. 

ZKPQ Study 2 
To follow-up on some of these counterintuitive gen- 
der effects, Ball and Schottenfeld (1997) completed 
a separate study of the relation among addiction se- 
verity, psychiatric symptoms, AIDS risk behaviors, 
and the ZKPQ-I11 in 92 pregnant and postpartum 

cocaine-abusing women in a comprehensive day 
treatment program. These women were initially non- 
treatment seeking and recruited following self-report 
of or urine detection of cocaine use at a prenatal ap- 
pointment or at delivery. Participants were evaluated 
based on their (a) ZKPQ-111, (b) AS1 (c) Beck De- 
pression Inventory (BDI; Beck & Steer, 1972), (d) 
Risk Assessment for AIDS (Metzger et al., 1991) (e) 
intake screening, and (f) discharge chart reviews. 

Pearson correlations indicated that Neuroticism- 
Anxiety was positively associated with AS1 drug, le- 
gal, family, and psychiatric severity. The correlations 
between Aggression-Hostility and drug, legal and 
psychiatric severity and Impulsive-Sensation Seek- 
ing and drug severity were marginally significant. 
Women reporting a history of addiction treatment 
scored higher on Neuroticism-Anxiety than those 
with no treatment. Impulsive-Sensation Seeking, 
Neuroticism-Anxiety, and Aggression-Hostility were 
all correlated with scores on the BDI. Participants 
reporting a history of depression, anxiety, sui- 
cidality and attention difficulties scored higher on 
Neuroticism-Anxiety A history of suicidality, vio- 
lence, criminal arrests, and attention difficulties also 
was associated with higher Aggression-Hostility. 
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Impulsive-Sensation Seeking was related to a history 
of anxiety, depression, and violence, including arrests. 
Women reporting a history of psychiatric treatment 
scored higher on Impulsive-Sensation Seeking and 
Neuroticism-Anxiety. Women who reported hav- 
ing sex with multiple partners scored higher on 
Impulsive-Sensation Seeking, Neuroticism-Anxiety, 
and Aggression-Hostility did than those reporting 
having sex with few men or none. Women who re- 
ported engaging in sex to obtain drugs and money 
also scored higher on these traits than those who re- 
ported never having engaged in these high-risk be- 
haviors. Women who reported being tested multiple 
times for H N  scored higher on Neuroticism-Anxiety 
and Aggression-Hostility. None of the personality fac- 
tors u.ere correlated with the percent of urines posi- 
tive for cocaine, the total number of clinical contacts, 
or the number of weeks in which at least some ser- 
vices were used (see Table 11.5). 

Because the three personality traits (Impulsive- 
Sensation Seeking, Neuroticism-Anxiety, and 
Aggression-Hostility) that were consistently related 
to the variables under smdy were strongly correlated 
with each other (and clustered in Study l), Ball and 
Scholtenfeld (1997) reanalyzed the individual as- 
sociat ions among Impulsive-Sensation Seeking, 
Neuroticism-Anxiety, Aggression-Hostility, and the 
severity measures, controlling for the effects of the 
other i.wo traits through partial correlation or logistic 
regression analyses. Neuroticism-Anxiety was the 
only personality dimension for which most of the 
effects reported previously remained significant 
when controlling for the effects of the other two 
traits. None of the effects for Impulsive-Sensation 
Seeking remained significant when controlling for 
the effects of Xeuroticism-Anxiety and Aggression- 
Hostility except number of drugs used. None of the 
effects for Aggression-Hostility remained significant 
when controlling for the effects of Impulsive- 
Sensat ion Seeking and Neuroticism-Anxiety except 
lifetime violence and surcidality. 

In summary, both studies support the construct 
and criterion validity of the ZKPQ alternative 
five-factor measure in two samples of cocaine- 
abusing outpatients. Three of the personality traits 
(Neuroticism -Anxiety, Impulsive-Sensation Seeking, 
Aggression-Hostility) were significantly related to 

measures of addiction severity, various psychiatric 
symptoms, and high HIV risk behavior. Of these 
traits, Neuroticism-Anxiety seemed to be the most 
powerful predictor of symptom severity in women. 
Impulsive-Sensation Seeking, Neuroticism-Anxiety, 
and Aggression-Hostility were strongly correlated 
and clustered together to define two cocaine abuse 
subtypes in this sample. These traits combined with 
hyperactivity, psychopathy, and substance abuse have 
been found to characterize a disinhibitory psychopa- 
thology syndrome (see Sher & Trull, 1994). In con- 
trast to the findings from controls (Zuckerman et al.,  
1991, 1993), women scored higher than men on 
Impulsive-Sensation Seeking and Aggression- 
Hostility, traits which are related to psychopathy 
(Harpur, Hart, & Hare, 1994). In other studies, ATS 
substance abusing subtypes were not exclusively 
male (see Ball, 1996; Ball et al., 1998; and Cecero, 
Ball, Tennen, Kranzler, 6s Rounsaville, 1999). 

A MULTIDIMENSIONAL MODEL 

The role of personality dimensions and disorders in 
substance-abuse patients may be best conceptualized 
within broader multidimensional addiction subtypes, 
such as Type A and Type B. Although it is conceptu- 
ally more parsimonious and practically easier to cat- 
egorize subtypes by one dimension (e.g., personality 
traits, age of onset, family history), most of these di- 
mensions are highly related to each ocher and no 
single dimension does as well as all of the dimen- 
sions considered together in predicting the course or 
outcome of substance abuse (Babor et al., 1988, 
1992). A substantial alcoholism typology literature 
and a broad range of empirical research (Babor et 
al., 1988, 1992; Cloninger, 1987a) support the con- 
struct and predictive validity of a two-subtype 
model. One type (variously called q p e  1 or A) is 
characterized by later age of onset, lower heritability, 
fewer childhood risk factors, and less severe depen- 
dence. The second type (Type 2 or B) is character- 
ized by earlier onset, higher heritability, more child- 
hood risk factors, more severe dependence, and 
psychiatric comorbidity Babor’s and Cloninger’s ty- 
pologies emphasize the role of personality traits and 
antisocial behavior. Although these models are simi- 
lar, they differ in the subtypes to which they assign 
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negative affect-related dimensions and disorders. Ba- 
bor viewed Type B alcoholism as having more global 
psychiatric distress than Type A, including more 
prominent antisocial, affective, and anxiety symp- 
toms, disorders, and personality traits. Cloninger 
also viewed Type 2 alcoholism as associated with an 
ATS or disinhibited personality profile (impulsivity, 
novelty-sensation seeking, boredom susceptibility) 
and perhaps other Cluster B (ATS, BDL, HST, NAR) 
disorders (see Gurrera, 1990). In contrast, Cloninger 
hypothesized that Type 1 alcoholism is more associ- 
ated with an “anxious” or inhibited personality pro- 
file (introversion, guilt, fear, dependence, rigidity, 
perfectionism, Harm Avoidance) and possibly greater 
susceptibility to Cluster C disorders (AVD, DEP, 
OBC; Gurrera, 1990). 

In a series of studies (Ball, 1996; Ball, Carroll, 65 
Rounsaville, 1994; Ball et al., 1995; Ball et al., 1998; 
Ball, Jaffe, Crouse-Artus, Rounsaville, & O’Malley, 
2000; Feingold, Ball, Kranzler, Q Rounsaville, 1996; 
Kosten, Ball, & Rounsaville, 1993), colleagues and I 
have extended these alcoholism typologies to other 
substances of abuse and conducted a detailed map- 
ping of the relation of the personality dimensions 
and disorders to these broader addiction subtypes. 
Of most relevance to this chapter, Ball et al. (1998) 
evaluated substance abuse subtype differences in 
DSM-IV personality disorders and normal personality 
dimensions in 370 inpatients and outpatients who 
abused alcohol, cocaine, or opiates. Participants 
completed the following assessments: (a) SCID, (b) 
ASI, (c) Research Dignostic Criteria for Family His- 
tory (Andreason, Rice, Endicott, Reich, & Coryell, 
1986), (d) BSI, (e) California Psychological Inven- 
tory-Socialization Scale (Gough, 19871, (f) typol- 
ogy survey (Babor, personal communication, Octo- 
ber 1994), (g) NEO-FFI, and (h) TCI. Because both 
Babor’s (Type A-B) and Cloninger’s (Type 1-21 sub- 
types are defined in part by antisocial, impulsive, 
and sensation-seeking behavior and general psychiat- 
ric distress, Ball et al. were concerned that finding 
that one subtype has more ATS, BDL, and other cor- 
related personality disorders and dimensions could 
be tautological (see Sher & Tmll, 1994). They con- 
ducted separate cluster analyses that controlled for 
ATS and psychiatric severity. 

K means suggested that a two-cluster solution 

was optimal for defining clearly separated subtypes 
of those who abuse substances. Fifty-nine percent of 
the substance abusing sample were grouped into one 
cluster (Type A), and 41% were grouped into an- 
other cluster (Type B). Proportionately more of these 
patients in Type B were diagnosed with a personality 
disorder (70% yes; 30% no) than patients in Type A 
(47% yes; 53% no). Higher rates of personality dis- 
order diagnoses among those in Type B were found 
across the three DSM-IV clusters, although this dif- 
ference was more pronounced for the DSM-IV Clus- 
ter B personality disorders. In addition, Type B pa- 
tients were diagnosed with more Axis I1 disorders 
than were Type A patients. Those in Type B scored 
higher than those in Type A on symptom counts for 
all of the DSM-IV personality disorders except SZD. 

Regarding normal personality dimensions, pa- 
tients in Type B scored higher on NEO-FFI Neuroti- 
cism and lower on Agreeableness and Conscientious- 
ness than those in Type A. With regard to the TCI, 
those in Type B scored higher on Novelty Seeking 
and Harm Avoidance and lower on Cooperativeness 
and Self-Directedness than those in Type A. Schuckit 
et al. (1995) and Yoshino, Kato, Takeuchi, Ono, and 
Kitamura (1994) also found that Type B patients had 
higher scores on Harm Avoidance, which is in con- 
trast to Cloninger’s predictions. Type A patients did 
not score higher than Type B patients on Extraver- 
sion or Openness, and SZD was the only personality 
disorder that was not different between the sub- 
types. 

In summary, the typology studies above suggest 
that the traits of Impulsivity, Novelty Seeking, Sensa- 
tion Seeking, Neuroticism, or Harm Avoidance and 
ATS (aggressiveness, disagreeableness, low Conscien- 
tiousness, and low socialization) appear to be core 
dimensions of the more severe Type B. Schuckit and 
Irwin (1989) speculated that Type 2 alcoholism and 
ATS are redundant constructs. Ball et al. (1998) 
findings suggest that personality disorder and di- 
mension differences are not solely due to the greater 
prevalence of ATS among Type B patients. The Type 
A-B distinction and personality dimension and dis- 
order differences that emerged were retained even 
when a measure of sociopathy and ATS individuals 
were removed from the clustering procedure. In ad- 
dition, a significant minority of ATS individuals were 
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classified as Type A, and more Type B patients were 
not diagnosed with this personality disorder Perhaps 
it is more accurate to call Type B patients a psychi- 
atric subtype than specifically those with ATS or any 
personality disorder Babor’s Type B substance abuse 
appears to have some similarity to a construct of 
secondar) psychopathy in which Neuroticism, anxi- 
ety, and depression may develop as potential conse- 
quences of a coexisting substance abuse disorder 
(see Sher & Trull, 1994, and Verheul et a1 , 1998) 
Ball et a1 ’s findings suggesr that most Type B pa- 
tients arc not primarily psychopathic but rather ex- 
perience significant emotional distress related to 
their addiction and psychiatric conditions 

DISCUSSION 

Through the efforts of many researchers over the 
past 20 years, personality dimension and disorder 
constructs have reclaimed their lost niche in the ad- 
dictions field. Empirical studies have evolved from 
those searching for an addictive personality type to 
more complex approaches for understanding the re- 
lation between personality and substance use prob- 
lems. Unidirectional cause-effect concepts have 
been replaced with developmentally complex models 
in which temperament-personality, parental behav- 
ior, peer and cultural influences, and deviant behav- 
ior interact to create greater susceptibility to sub- 
stance abuse and personality disorders (Sutker & 
Allain, 1988; Tarter, 1988). Through these and other 
research efforts, a greater appreciation has developed 
for the variability of personality functioning among 
individuals who abuse drugs and alcohol. Although 
there appears to be no consistent evidence for one 
addictive personality type, there is substantial evi- 
dence that certain personality traits play a critical 
role in the initiation of’ substance use, the develop- 
ment of substance abuse, and the maintenance of 
substance dependence. In this chapter, I reviewed a 
series of studies from both a dimensional and typo- 
logical framework that add to this redeveloping field 
by focusing on the relation between five- and seven- 
factor personality models, a multidimensional typol- 
ogy, substance abuse, arid personality disorders. 

As this second edition of Costa and Widiger’s 
( 1994) volume indicates, there is substantial empiri- 

cal support for the validity of Costa and McCrae’s 
(1992a) FFM in normal and clinical samples. Our 
analysis indicated that substance abuse most strongly 
related to higher Neuroticism and Openness and 
lower Extraversion, Agreeableness, and Conscien- 
tiousness (see also Quirk & McCormick, 1998; and 
Trull & Sher, 1994). Neuroticism, Agreeableness, 
and Conscientiousness also were related to many 
personality disorders (see also Brooner et al., 1993, 
1994), and specific disorders were differentiated by 
different patterns of scores, which is consistent with 
the findings by Trull (1992). These findings were 
mostly consistent with the results from other studies 
using the NEO-PI (Brooner et al., 1993, 1994; Soldz 
et al., 1993; Trull, 1992; Yeung, Lyons, Waternaux, 
Faraone, & Tsuang, 1992), despite variability in the 
use of different personality disorder interviews for 
three versions of the DSM, different versions of the 
NEO instrument, and sample differences in demo- 
graphics and Axis I and I1 disorders. Ball et a1.k 
(1997) study strongly supports the NEO-FFI’s role 
in predicting personality psychopathology (Clark et 
al., 1994; Schroeder et al., 1992; Trull, 1992). 

In regards to the ZKPQ-111 alternative five, Ball 
(1995) and Ball and Schottenfeld (1997) have found 
that Impulsive-Sensation Seeking, Neuroticism- 
Anxiety, and Aggression-Hostility were consistently 
associated with a range of substance abuse and psy- 
chiatric indicators. These three dimensions also clus- 
tered together to form two subtypes that differed on 
many seventy measures and, in many ways, resem- 
bled the NEO-FFI subtypes found by Quirk and 
McCormick (1998). Regarding the TCI, higher Nov- 
elty Seeking and Harm Avoidance and lower Self- 
Directedness and Cooperativeness were associated 
with many measures of substance abuse and psychi- 
atric and personality disorder severity (Ball et al., 
1997). Although both the NEO-FFI and TCI contrib- 
uted significantly to the prediction of personality dis- 
order seventy beyond substance abuse and depression 
symptoms, NEO-FFI Neuroticism, Extraversion, and 
Agreeableness were stronger predictors for all person- 
ality disorders than were TCI Self-Directedness and 
Cooperativeness (or the temperaments) in the sample 
of substance abusers (Ball et al., 1997). 

Cloninger et al. (1993) and Svrakic et al. (1993) 
emphasized the usefulness of the TCI for defining 
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core features and unique profiles for all personality 
disorders and for a screening or diagnostic instru- 
ment. Ball et al. (1997) did not find convincing sup- 
port for their predictions and preliminary findings 
that the TCI character dimensions were critical for 
understanding or predicting all personality disorders 
or for the predicted relations among the TCI tem- 
peraments and the DSM clusters. In addition, Ball et 
al. (1999) failed to replicate the seven-factor struc- 
ture of the TCI using a Procrustes rotation. These 
findings indicate that it is premature to consider the 
TCI as a screening or diagnostic measure for person- 
ality disorders. Further refinement of several of its 
scales and an extensive series of validating studies is 
suggested, as was been done with the NEO-PI-R, be- 
fore it can be considered for general clinical use. 

As a greater appreciation for the heterogeneity of 
people with addictions has developed, personality 
factors may now be viewed as etiologically or prog- 
nostically linked to some, but not necessarily all, 
subtypes of those who abuse substances. Although a 
dimensional approach to personality pathology ap- 
pears superior to a categorical system, a useful theo- 
retical framework for understanding the relation be- 
tween personality, substance abuse, and personality 
disorders may be found, nonetheless, through a ty- 
pological (i.e., categorical) system that organizes 
these diverse dimensions into broader subtyping 
constructs, which are associated with different etiol- 
ogies, patterns, and courses of the disorder. Ball et 
al. (1998) found that proportionately more Type B 
substance abusing patients were diagnosed with a 
personality disorder than were Type A patients. Type 
B substance abusing patients scored higher than 
Type A patients on symptom counts for all of the 
DSM-IV personality disorders except SZD. Regarding 
normal personality dimensions, Type B patients 
scored higher on NEO-FFI Neuroticism and TCI 
Novelty Seeking and Harm Avoidance and lower on 
NEO-FFI Agreeableness and Conscientiousness and 
TCI Self-Directedness and Cooperativeness than did 
Type A patients. These subtype differences remained 
after controlling for the effects of ATS and psychiat- 
ric symptoms (Ball et a]., 1998). 

The NEO-FFI, ZKPQ-111, and TCI all measure 
constructs that are related to substance abuse and 
psychiatric indicators. NEO-FFI Neuroticism, ZKPQ- 

111 Neuroticism- Anxiety, and TCI Harm Avoidance 
are related constructs that appear to be important 
measures for a range of substance abusing individu- 
als (see the review by Wills & Hirky, 1996) and for 
psychiatric disorders in general. Higher NEO-FFI 
Neuroticism was a defining feature of Trull and 
Sher’s (1994) first canonical variable, which appears 
to be an indicator of general psychopathology (equal 
weighting of depression, anxiety, and substance 
abuse). Alternatively, it is possible that Neuroticism 
is not an overall risk factor €or substance abusing in- 
dividuals but has critical importance only for certain 
subtypes of addicted individuals (i.e., nonpsycho- 
pathic) or develops through the prolonged psycho- 
social consequences of drug and alcohol depen- 
dence. NEO-FFI Extraversion, ZKPQ-111 Sociability, 
and TCI Reward Dependence have conceptual over- 
lap but have fewer relations to substance abuse and 
psychopathology. Inconsistencies in the literature 
seem in part related to when individuals are as- 
sessed in the development of their substance abuse 
problems. Lower NEO-FFI Agreeableness and TCI 
Cooperativeness and higher ZKPQ-I11 Aggression- 
Hostility also overlap and have more consistent asso- 
ciations with both personality disorder and sub- 
stance dependence severity. 

However, the three trait inventories reviewed in 
this chapter differ markedly in their conceptualiza- 
tion of a personality dimension, which appears to be 
most relevant in cross-sectional, longitudinal studies 
of substance abuse, that is, impulsivity. Although 
there is no single addictive personality trait or type, 
there is little dispute in the field regarding the im- 
portance of impulsivity, sensation seeking, or disin- 
hibition in personality studies of those who abuse 
substances. Research suggests that impulsivity- 
disinhibition predates the development of both 
substance abuse disorder and ATS, whereas 
Neuroticism-emotionality develops more as a conse- 
quence of both disorders (see Sher & Trull, 1994). 
Zuckerman et al. (1991, 1993) viewed Impulsive- 
Sensation Seeking as a primary trait, and Cloninger 
(1987b) viewed impulsivity as an interaction of 
Novelty Seeking (where one subscale is labeled “im- 
pulsiveness” vs. “reflection”) and Harm Avoidance. 
On the surface, it appears that impulsivity is mea- 
sured directly by the impulsiveness facet of Neuroti- 
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cism. However, Costa and McCrae (1992b) defined 
this facet more narrowly as an inability to control or 
resist craving and urges (e.g., for food, items, sub- 
stances), This definition of impulsiveness is contro- 
versial and disputed in the personality field (see 
Eysenck, 1992) and, more specific to this discus- 
sion, may contribute little information for under- 
standing individual differences in clinical samples of 
addicted individuals. 

In fact, Costa and McCrae’s (1992b) conceptuali- 
zation of impulsivity is considerably broader and 
more complex and includes not only the Neuroti- 
cism impulsiveness facet but also facets in the do- 
mains of Extraversion (excitement seeking) and 
Conscientiousness (self-discipline, deliberation). Al- 
though this multidimensional conceptualization of 
impulsivity may be more valid than other models, 
the inclusion of the NEO-PI-R in addictions research 
and clinical batteries may be impeded by its failure 
to provide an unambiguous, efficient assessment of a 
personality construct of high interest to this field. 

My experience as an addiction clinician and re- 
searcher has been that the field, much like the cli- 
ents it treats and studies, is predisposed to search 
for easy. rapid solutions for complex issues and gets 
stuck with its habits, despite the availability of bet- 
ter methods. The same self-report screening instru- 
ments have remained lodged in clinical and research 
assessment batteries for the past 20 years, even 
though their reliability and validity is nowhere near 
that found for the NEO-PI-R. The only way for the 
personality field’s most promising measure to gain 
general acceptance into esl.ablished test batteries is 
by educating clinicians and researchers about its 
utility for the assessment of personality dimensions, 
disorders, and subtypes of those who abuse sub- 
stances and for treatment planning. In this regard, 
the 240-item NEO-PI-R is preferred both for its 
facet-level differentiation of personality disorders and 
negative affect and impulsivity traits. If researchers 
are only specifically interested in a measure of im- 
pulsivity. the value of using select facets (e.g., N5, 
C5,  C6, ES) could be explored or the Conscien- 
tiousness domain (which includes concepts of self- 
control, deliberation, planning, carelessness, self- 
discipline, and morality) of the 60-item NEO-FFI 
possibly could be used as a substitute. 

Although Cloninger conceptualized impulsivity as 
a combination of high Novelty Seeking and low 
Harm Avoidance, Ball et a1.S (1999) research sug- 
gests that impulsivity (i.e., lower constraint) may be 
better characterized by high Novelty Seeking and 
low Self-Directedness. In addition, research has not 
always supported the earlier TPQ’s factor structure, 
and the TCI’s use for clinical assessment purposes 
seems premature. In contrast, the ZKPQ-111 provides 
more straightforward coverage of impulsivity, sensa- 
tion seeking, aggression and hostility traits, and all 
five of its biologically influenced traits have been 
implicated in longitudinal and cross-sectional re- 
search on the development, progression, and conse- 
quence of substance abuse. However, this alternative 
FFM is at a much earlier stage of reliability and va- 
lidity testing than either the TPQ-TCI or the NEO- 
PI-R and does not have narrower subscales for a 
more detailed description of the complexity of per- 
sonality. Its validity for personality disorders and 
other psychopathological conditions is untested, and 
it is not ready to be used for clinical assessment 
purposes. The advantages of the TCI and the NEO- 
PI-R over the ZKPQ-111 include the breadth of these 
models and their inclusion of narrower facets or 
subscales that may be useful for subtyping or treat- 
ment planning purposes. The NEO-PI-Rs advantage 
over the TCI is its replicability and validity across 
cross-cultural clinical and community samples and 
its consistent association with personality disorders. 

The FFM as assessed by the NEO-PI-R has be- 
come the dominant personality model over the past 
2 decades. This popularity seems justified given its 
substantial empirical support in diverse national and 
cross-cultural community and clinical samples. Al- 
though the TCI, ZKPQ-111, and Types A and B may 
be useful descriptive models that clinicians can use 
to educate their patients about temperament and its 
relation to substance-abuse subtypes and personality 
problems, the translation of these dimensions into 
specific treatment recommendations is less advanced 
than that of the NEO-PI-R, which has a developed 
system for patient feedback and for which prelimi- 
nary patient-treatment matching hypotheses have 
been made (see Miller, 1991). For example, treat- 
ment for those scoring higher on Neuroticism might 
include behavioral techniques to improve coping 

195 



Samuel A. Ball 

with stress and emotions. More Extraverted patients 
may respond better to interpersonally oriented ther- 
apy. Openness may predict the ability to benefit 
from more experiential techniques. Agreeableness 
may predict the capacity to form a good working al- 
liance, and more Conscientious patients may be bet- 
ter able and motivated to work in therapies that in- 
volve homework ( e g  , practicing coping skills). 
Similar predictions could be made for the ZKPQ-111 
and TCI. For example, addicted patients who are 
impulsive, novelty, or sensation seekers may need an 
approach that provides immediate, tangible, and 
pleasurable contingent reinforcement for abstinence; 
better coping skills; and more adaptive outlets for 
satisfying motivational needs for novelty, risk, excite- 
ment, and avoiding boredom (Sutker & Allain, 
1988). It also would be interesting to evaluate 
whether addicted patients scoring higher on TCI 
Self-Transcendence can make better use of a therapy 
that facilitates involvement in 12-step meetings em- 
phasizing spirituality and the power of the larger 
community relative to an individual’s power to 
change. 

those measured by the NEO-PI-R, also may be use- 
ful for identifying specific patterns of behavior and 
coping problems (see the review by Hewitt & Flett, 
1996) toward which interventions can be targeted. 
Substance abuse may be conceptualized, in part, as 
a form of maladaptive coping with trait anxiety or 
impulsiveness (avoidance or reduction of negative 
affect or discharge of built-up tension-frustration; 
see also reviews by Costa, Somerfield, & McCrae, 
1996; and Wills & Hirky, 1996). Consistent with 
this hypothesis, the more severe NEO-FFI cluster 
(high Neuroticism and low Agreeableness and Con- 
scientiousness) reported higher levels of depressive 
symptoms, hostile cognitions, and impulsiveness and 
exhibited the highest level of escape-avoidance cop- 
ing and the lowest level of planful problem solving 
or positive reappraisal (Quirk & McCormick, 1998). 

With colleagues, I have been developing a per- 
sonality trait-based treatment for personality disor- 
dered substance abusing patients that targets self- 
defeating patterns (Ball, 1998; Ball & Cecero, 2001 ; 
Ball & Young, 2000). Dual focus schema therapy in- 
tegrates relapse prevention with attention to person- 

An assessment of personality dimensions, such as 

ality traits and targeted work on early maladaptive 
schemas (unconditional, negative views of self, oth- 
ers, and the world) and coping styles. Cognitive, ex- 
periential, relational, and behavioral interventions 
are based on a detailed conceptualization that in- 
cludes the assessment of and feedback on personal- 
ity traits, schemas, coping styles, interpersonal con- 
flict, substance abuse, and psychiatric symptoms. In 
this approach, temperament or personality traits are 
regarded as heritable dispositions that influence the 
actions of early caregivers. Repetitive, dysfunctional 
behaviors on the part of early caregivers contribute 
to the development of early maladaptive schema, 
which in turn contribute to the development of mal- 
adaptive coping styles. 

The NEO-FFI, Young Schema Questionnaire, 
KID-11, Inventory of Interpersonal Problems, and 
measures of trait and state affect are used to guide a 
discussion with the patient regarding what aspects of 
their personality (e.g., temperament traits) may not 
be changeable but can be recognized and coped 
with better versus what aspects can be changed 
(e.g., experience of schema-related affects, beliefs, 
and relationships; coping styles; substance-related 
personality problems) through this manual-guided 
individual therapy Personality disordered patients 
report that they find this open discussion of person- 
ality assessment results to be a helpful part of their 
treatment planning process (see also Finn & Tonsa- 
ger, 1997; and Harkness & Lilienfeld, 1997). 

CONCLUSION 

Normal personality dimensions have an important 
role in facilitating an understanding of the complex 
etiology and interrelated course of psychiatric disor- 
ders, such as substance abuse and personality disor- 
ders (Sher & Trull, 1994). In several longitudinal 
and retrospective studies, researchers have found 
that certain temperament and personality dimen- 
sions in combination with family and social factors 
place children at developmental risk for a range of 
behavioral and personality adjustment problems (see 
Tarter, 1988). Personality dimensions, such as those 
assessed in this series of studies, may be direct risk 
factors for substance use (e.g., Impulsivity, Novelty, 
Sensation Seeking), risk factors for personality disor- 
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ders (e.g., low Agreeableness, high Aggression- 
Hostility) that have substance abuse as an important 
behavioral expression, or mediators or consequences 
of the severity of both disorders (e.g., Neuroticism, 
Harm Avoidance). The measurement of normal tem- 
peramerit or personality dimensions may also facili- 
tate the identification of types of individuals at in- 
creased risk for substance abuse and personality 
disorders toward whom prevention efforts can be 
targeted and the understanding of relapse vulnerabil- 
ities of already addicted individuals. Finally, an un- 
derstanding of individual differences in personality 
traits and coping styles appears critical for effective 
treatment of individuals with substance abuse and 
personality disorder. 
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C H A P T E R  1 2  

CONSTELLATIONS OF DEPENDENCY 

OF PERSONALITY 
WITHIN THE FIVE-FACTOR MODEL 

Aaron L. Pincus 

This chapter addresses the description of dependent 
personality disorder (DEP) and its pathology from 
the perspective of the five-factor model (FFM) of 
personality. Costa and Widiger (1994) provided 
strong evidence that personality disorders could be 
understood from the FFM perspective. This has 
stimulated significant theoretical and empirical ef- 
forts to derive and validate FFM profiles correspon- 
dent to specific Diagnostic and Statistical Manual 01 
Mcntul Disorders (fourth edition [DSM-IV] ; American 
Psychiatric Association, 1994) categories of personal- 
ity disorder (e.g., Widiger, Trull, Clarkin, Sanderson, 
& Costa, 1994).' One potential concern for such ef- 
forts is the assumption that the DSM personality dis- 
order categories (and their diagnostic criteria) com- 
bine dcscriptive elements appropriately in both 
scope and substance. Specific to DEF', Bornstein 
(1997) criticized the DSM-IV diagnostic criteria as 
too narrow in scope, that is, overemphasizing pas- 
sivity and helplessness. He also noted that certain 
diagnostic criteria were inconsistent with empirical 
research on dependency. Bornstein suggested that re- 
conceptualization of DEP should be broadened with 
reference to the empirical literature on dependency 
as an individual difference related to both normality 
and psychopathology. 

Consistent with this suggestion, this chapter ap- 
plies the FFM to dependent personality and its pa- 
thology, without limiting the FFM description to a 
single proposed profile based exclusively on the 

DSM category of DEE? It is suggested that depen- 
dency is a multifaceted personality construct that 
takes three different forms (Pincus & Gurtman, 
1995; Pincus & Wilson, 2001) and that stronger 
and clearer associations with FFM traits are articu- 
lated if these different forms of dependency are rec- 
ognized. I conclude by providing three potential ap- 
proaches for incorporating the FFM description of 
these forms of dependency into a reconceptualiza- 
tion of DEP This effort emphasizes the continuity 
between normal personality and personality pathol- 
ogy (Widiger, Verhuel, & van den Brink, 1999) and 
provides a common dimensional framework in 
which to integrate the research on dependency and 
its pathology 

DEPENDENCY, DEPENDENT PERSONALITY 
DISORDER, AND THE FIVE-FACTOR MODEL 

In their translation of DSM personality disorders 
into FFM profiles, Widiger et a1 (1994) proposed 
that DEP mainly reflects high Neuroticism (Pi) and 
high Agreeableness (A) In a recent meta-analysis of 
dependency-FFM links, Bornstein and Cecero (2000) 
summarized the theoretical and empirical literature 
and hypothesized that dependency should exhibit 
strong positive correlations with N and A and small 
negative correlations w t h  Extraversion (E), Open- 
ness to Experience (01, and Conscientiousness (C) 
Across 18 studies using self-report measures of de- 

' M d r a c  ( 1994a. 1094b) suggested an alternative approach involving the identification of personality-related problems associated ivith high 
and IOU. scores on the FFM dirriensions. 
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pendency, self-report measures of DEF’, and diagnos- 
tic interviews for DEF’, correlations between depen- 
dency and the FFM exhibited considerable variation 
that was not moderated by the method of assess- 
ment. The meta-analytic effect sizes were invariably 
small to moderate, with N accounting for approxi- 
mately 14% of the variance in dependency and A 
accounting for less than 1% of the variance. Correla- 
tions between dependency and A ranged approxi- 
mately from -.2 to .4, suggesting that all forms of 
dependency are not well represented solely by a 
combination of high N and high A. A broader con- 
sideration of theory and research on dependency 
may provide a more comprehensive picture on 
which to build FFM descriptions. 

VARIEGATION IN DEPENDENT 
PERSONALITY DISORDER 

I do not focus on dependent personality and DEP 
because of the latter’s existence on Axis I1 of the 
DSM. Instead, I see the concept of dependency as a 
ubiquitous construct in developmental, personality, 
social, and clinical psychology that appears to be a 
fundamental but complex aspect of personality, re- 
flecting a core motivation to obtain and maintain 
nurturant and supportive relationships (Birtchnell, 
1988; Bornstein, 1992, 1993). Dependency is a 
good candidate for inclusion in a reconceptualized 
personality disorder nosology because it is consistent 
with the dimensional assumption that normal and 
abnormal personality are on a continuum. Depen- 
dency is associated with both maladaptive (Born- 
stein, 1995b; Greenberg & Bornstein, 1988) and 
adaptive functioning (Bornstein, 1998a). Addition- 
ally, a variety of developmental perspectives on de- 
pendency have been articulated (Ainsworth, 1969; 
Blatt, Zohar, Quinlan, Zuroff, & Mongrain, 1995; 
Bornstein, 1996), and its importance across the life- 
span has been acknowledged (Bakes, 1996; Bau- 
meister & Leary, 1995). 

However, a complication arises from deriving a 
single FFM profile to reconceptualize DEP because 
both theory and research suggest that dependency is 
a broad-band individual difference that exhibits sig- 
nificant variegation both in behavioral expression 
and in the needed psychological resources depen- 

dent people rely on others to provide (Bornstein, 
1998b; Heathers, 1955). At the lowest levels of the 
construct hierarchy, dependent individuals exhibit 
significant variability in phenotypic behavioral ex- 
pression (e.g., active and passive strategies for ob- 
taining needed psychological and instrumental re- 
sources from others; Bornstein, 1995a, 1998~) .  In a 
therapeutic situation, one DEP patient may indi- 
rectly seek help by displaying passive, helpless be- 
havior during a session, whereas another may di- 
rectly seek help by assertively demanding that the 
therapist give him or her advice, schedule additional 
sessions, or reassure him or her. Such behavioral 
variability suggests that it may not be possible to 
characterize DEP with only a single FFM profile be- 
cause dependency reflects a consistency of motiva- 
tion to initiate and maintain ties to potential care 
and support providers, which may be reflected in 
different preferred behavioral strategies (e.g., Born- 
stein, 1998b). 

In addition to proposing variegated behavioral 
expression, many theorists have proposed that de- 
pendency can take several characteristic forms, re- 
flecting differences in the needed psychological re- 
sources others are depended on to provide. Heathers 
(1955) offered that individuals may develop instrt- 
mental dependence, which focuses on seeking help to 
reach goals and complete tasks, or emotionul depen- 
dence, which focuses on receiving affection, accep- 
tance, and approval. Blatt et al. (1995) and Rude 
and Burnham (1995) suggested that dependence 
may be expressed in immature and mature forms. 
Both investigations concluded that measures of de- 
pendency reflect two facets. The first facet typified 
immature dependency and was labeled “neediness,” 
reflecting “a generalized, undifferentiated depen- 
dence on others and feelings of helplessness and 
fears of desertion and abandonment” (Blatt et al., 
1995, p. 334). Neediness appears to reflect the mo- 
tivation to obtain and maintain instrumental support 
and guidance from powerful others to negotiate the 
daily demands of life. The second facet typified ma- 
ture dependency and was labeled “connectedness” or 
“relatedness,” reflecting “feelings of loss and loneli- 
ness in reaction to disruption of a relationship with 
a particular person” (p. 319, emphasis added). Relat- 
edness appears to reflect the motivation to obtain 
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and maintain positive reciprocal affective bonds with 
specific attachment figures. 

Pincus and Gurtman (1995) investigated the 
structure of dependency by relating the universe of 
content defined by the combined item pool of sev- 
eral widely used self-report measures of dependency 
to the interpersonal circumplex (IPC; Wiggins, 
1979). Because the core motivation of dependent 
people is inherently interpersonal, the IPC was se- 
lected as a structural referent to identify the range of 
interpersonal traits associated with dependency. 
Their results suggest that dependency spanned three 
octants of the IPC in a continuous arc from 
submissive-nonassertive through trusting- 
exploitable to affiliative-overly nurturing (see Figure 
12.1). This arc is typically referred to as the 
friendly--submissive quadrant of the IPC, reflecting a 
range of trait expression from low to average domi- 
nancc and average to high nurturance in terms of 
the latent IPC traits. Component traits of friendly 
submissiveness can be based on a choice to segmen- 

talize the IPC into octants, generating three interper- 
sonal vectors of dependency that reflect meaningful 
variegation in the expression of dependency and are 
labeled “submissive dependence,” “exploitable de- 
pendence,” and “love dependence” (Pincus & Gurt- 
man, 1995). 

Recently, Pincus, and Wilson (2001) replicated 
this structure and developed a reliable self-report in- 
strument, the 3-Vector Dependency Inventory 
(3VDI). They also presented evidence that individu- 
als characterized most strongly by submissive depen- 
dence, exploitable dependence, or love dependence 
exhibited differential levels of pathological attach- 
ment behavior and experiences of loneliness, differ- 
ences in the quality of parental representations, and 
differing adult attachment styles, respectively 

As an application of trait dimensional models to 
the reconceptualization of personality disorders pre- 
serves the continuity between normal personality 
and its pathology (Clark & Watson, 1999), DEP 
may be equally variegated and difficult to describe 

Assured- 
dominant- 
domineering 

Arrogant- Gregarious- 
calculating- extraverted- 

Aloof- Unassuming- 
introverted- 
socially 
avoidant Unassured- 

submissive- 
nonassertive 

ingenuous- 
exploitable (HI) 

FIGURE 12.1. Pincus and Gurtman’s (1995) three interpersonal vectors of dependency. 
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Submissive 

Exploitable 

Love 

First factor 

r 
0.8 

- 

1 

0.64 -0.30 0.55 -0.35 
0.50 -0.05 0.50 -0.03 
0.47 0.12 0.30 0.10 
0.36 -0.12 0.66 -0.20 

FIGURE 12.2. Correlational patterns for the three interpersonal vectors of dependency and Neuroticism, 
Openness to Experience, and Conscientiousness. From "The Three Faces of Interpersonal Dependency: Structural 
Analyses of Self-Report Dependency Measures," by A. L. Pincus and M. B. Gurtman, 1995, Journul of Personality 
and Social Psychology, 69, p. 754. Copyright 0 1995 by the American Psychological Association. Reprinted with 
permission. 

with a single FFM profile. At minimum, efforts to 
represent DEP using the FFM should take into con- 
sideration the variegation noted in the theoretical 
and empirical literature, as summarized in Figures 
12.1 and 12.2. 

CONSTELLATIONS OF DEPENDENCY 
WITHIN THE FIVE-FACTOR MODEL 

Interpersonal Traits of Dependency 
Using the three vectors of interpersonal dependency 
(Pincus & Gurtman, 1995; Pincus & Wilson, 2001) 
as the core model for variegation in DEP, one can 
consider whether this variability sheds light on the 
inconsistent results of studies examining the rela- 
tionship between dependency and the FFM. The arc 
of dependency on the IPC, spanning from affiliative- 
overly nurturing to submissive-nonassertive, runs 
from 22.5' counterclockwise to 247.5'. The relation- 
ship between the FFM dimensions of A and E and 
the IPC model are well documented (McCrae & 

Costa, 1989; Wiggins & Pincus, 1994). A and E are 
rotational variants of IPC dominance and love, with 
A typically falling around 330" and E typically fall- 
ing around 60'. Thus, one would expect that the 
facet structure underlylng these two dimensions 
would be dispersed appropriately around the IPC. 
This was evaluated in a sample of 281 young adults 
who completed the Revised NEO Personality Inven- 
tory (NEO-PI-R; Costa & McCrae, 1992) and the 
Interpersonal Adjective Scales (Wiggins, 1995). Facet 
and domain scales for A and E were projected onto 
the circumplex using standard trigonometric proce- 
dures (Wiggins & Broughton, 1985, 1991). These 
results are summarized in Table 12.1. 

Facets of A spanned an arc of 82.2', ranging 
from A1 trust (17.8') counterclockwise to A5 mod- 
esty (295.7"). Facets of E spanned an arc of 51.0', 
ranging from E3 assertiveness (83.2") counterclock- 
wise to E l  warmth (32.2'). As predicted, the do- 
main scale of A was located at 340.7' and the do- 
main scale of E was located at 54.8', suggesting that 
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Interpersonal Circumplex Projections of NEO-PI-R Extraversion and Agreeableness 

Core dependency traits 

NEO-PI-R scale DOM LOV 0 VL love Exploitable Submissive 

A1 Trust 
A2 Straightforwardness 
A3 Altruism 
A4 Compliance 
A5 Modesty 
A6 Tender mindedness 
Agreeableness 

E l  Warmth 
E2 Gregariousness 
E3 Assertiveness 
E4 Activity 
E5 Excitement seeking 
E6 Positive emotions 
Extraversion 

,159 

,032 
-.298 

- ,292 
-.458 
-.038 
- ,245 

,413 
,428 
,708 
,527 
.407 
,416 
,692 

,494 
,538 
,660 
,487 
,220 
,343 
.686 

,655 
,389 
.085 
,147 
,153 
,535 
,489 

17.8" 
331 .0" 

2.3" 
329.0" 
295.7" 
353.7" 
340.7' 

32.2" 
47.7" 
83.2" 
74.4" 
69.4" 
37.9" 
54.8" 

.52 ( + I  

.62 

.66 ( + I  

.57 

.51 

.35 ( + I  

.73 ( + I  

.77 

.58 

.71 

.55 

.43 

.68 

.85 

N o h  lriterpersonal circumplex projections of the Revised NEO Personality Inventory (NEO-PI-R) of Extraversion 
and Agreeableness domains and facets and their relations with the core traits of dependency Empty blocks indi- 
cate n o  relationship between these FFM facets and the core traits of dependency N = 281 DOM = dominance, 

In tht circumplex ivstem one can locate low scores on facets by adding 180" to their projected angle 

LOV = nurturancei VL = vector length 

these two FFM dimensions are orthogonal rotational 
variants of the IPC axes. 

Given the dispersion of the E and A facets, it is 
also possible to link the facets to the respective ele- 
ments of love, exploitable, and submissive depen- 
dence (summarized in the last three columns of Ta- 
ble 12. I ) .  Here, one can see that one reason for the 
inconsisl-ent relationship between A and dependency 
in the literature is that the three elements of depen- 
dency are differentially related to the A facets. On 
[he basis of their locations on the IPC, love depen- 
dence is associated with A1 Trust, A3 Altruism, and 
A 6  tendcr mindedness and exploitable dependence 
is associated with A2 Straightforward, A4 Compli- 
ancc, and A5 Modesty, whereas submissive depen- 
dence is unrelated to the facets of A. In fact, 
submissr\~ dependence is best described by its nega- 
tive rehionship to the facets of E.' Specifically, sub- 
missive dependence is associated with low E3 Asser- 
tiveness, low E4 Activity, and low E5 Excitement 
seeking. 

Pincus and Gurtman (1995) demonstrated that 
the widely used self-report measures of dependency 
typically assess only one of the three elements of the 
3VDI Furthermore, self-report measures of the DSM 
conception of DEP tend to consistently reflect the 
submissive element of dependency (Pincus, 1996, 
Pincus 6s Gurtman, 1995) Thus, it appears that the 
lack of consistent support for an association among 
dependency, DEF', and A is due to the variegation in 
dependency and an emphasis on submissiveness in 
conceptions of dependent personality pathology (see 
also Bornstem, 1997) In this analysis, submissive el- 
ements of dependence were unrelated to A 

Beyond Extraversion and Agreeableness 
In addition to the interpersonal traits of E and A, it 
is useful to evaluate dependency in relation to the 
remaining dimensions of the FFM. Meta-analytic ef- 
fect sizes for these relations were .38 for N, -.20 
for 0, and -.13 for C (Bornstein & Cecero, 2000). 
Whereas the effect size for N was moderate, the re- 
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maining effect sizes were small. Pincus and Gurtman 
(1995) correlated their three vectors of dependence 
with N, C, and 0 and found that all three elements 
of dependency correlated positively with N but ex- 
hibited differential relations with C and 0 (see Fig- 
ure 12.2). 

personal dimensions and uniform positive correla- 
tions reflecting dependence vectors’ communality 
within interpersonal space. All vectors of depen- 
dence are positively related to N ,  although magni- 
tude increases from love dependence to submissive 
dependence. Love dependence exhibits positive 
correlations with C and 0, exploitable dependence 
exhibits no relationship with C and 0, and sub- 
missive dependence exhibits negative correlations 
with C and 0. These differential relations also sup- 
port the notion that dependence is a complex con- 
struct that cannot be summarized by a single FFM 
profile. 

In Figure 12.2, DOM-LOV represents the inter- 

PERSONALITY DISORDER AND THE 
FIVE-FACTOR MODEL 

Definition Versus Diagnosis, Pathology 
Versus Phenomenology 
The translation of DSM personality disorder catego- 
ries into prototypic FFM profiles has not yet demon- 
strated substantial validity and diagnostic efficiency 
However, shortcomings of specific DSM criteria sets 
(Bornstein, 1997) and a lack of validity of the DSM 
categorical system itself (Clark, Livesley, & Morey, 
1997; McCrae et al., 2001; Westen & Shedler, 
1999a) limits the success of efforts to translate the 
DSM personality disorder categories into prototypic 
FFM profiles. If personality pathology is not categor- 
ical in nature, the current trend of attempting to 
translate DSM categories found on Axis I1 into FFM 
profiles rests on slippery ground. However, this does 
not rule out the use of the FFM as part of a com- 
prehensive reconceptualization of personality pathol- 

ogy. 
Several possible alternatives have been suggested. 

One view suggests that personality pathology reflects 
extreme variants of the FFM traits (e.g., Trull & Wi- 
diger, 1997). It is currently unclear how to best 

measure the extreme ends of the dimensional trait 
continuum to reflect maladaptive content. One 
might write items that reflect rigidity (e.g., “I al- 
ways” or “I never”) or reflect negative consequences. 
Alternatively, new maladaptive facets might be gen- 
erated, or a more quantitative approach could be ap- 
plied using empirically derived cut-off scores. An al- 
ternative approach suggested by McCrae (1994a, 
1994b; McCrae et al., 2001) avoids the sticky issue 
of defining pathology altogether by simply catalogu- 
ing a range of life problems associated with high or 
low standings of FFM traits. 

Widiger (1991) and Widiger and Trull (1991) 
differentiated the definition of a disorder from the 
diagnosis of a disorder. The former reflects a con- 
ceptualization of what is meant by the disorder, 
whereas the latter reflects a fallible set of indicators 
for determining if the disorder is present or absent. 
Widiger also discussed a related distinction between 
pathology, that is, pathogenic causality, and phenom- 
enology, that is, the manifestation of the pathology. I 
suggest that continuing efforts to integrate personal- 
ity and personality disorder using the FFM must 
first clarify whether the goal is definition or diagno- 
sis and whether personality traits relate to the pa- 
thology or the phenomenology of personality disor- 
der. Those who suggest personality pathology 
reflects extreme levels of particular traits appear to 
be discussing definition and pathology, whereas Mc- 
Crae (1994a, 1994b) appears to be discussing a 
phenomenological approach. 

My view is that it is unlikely that one can com- 
prehensively define personality pathology strictly in 
terms of FFM traits. Rather, the FFM may have 
greater utility in providing a consensual set of fun- 
damental traits that can be used to describe the phe- 
nomenology of personality pathology and aid in its 
diagnosis. This view is compatible with recent devel- 
opments in FFM theory that suggest the traits be 
conceived of as basic tendencies, which are a part of 
a much more comprehensive conceptualization of 
personality, including characteristic adaptations, self- 
concept, objective biography, external influences, 
and dynamic processes (McCrae & Costa, 1996). 
Perhaps the definition of personality pathology 
would require explication of all the elements of per- 
sonality theory posited in the theoretical framework. 
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Such an effort, using FFM theory, could be the basis 
of a comprehensive reconceptualization of personal- 
ity disorder. A broader framework appears necessary 
in light of Westen and Shedler’s (199913) conclusion 
that the DSM categories of personality disorder “do 
not encompass the doniains of functioning relevant 
to personality” (p. 274). 

Dependent Phenomenology and the 
Five-Factor Model 
In the case of DEP, it appears much more likely that 
what is consistent or stable is the core motivation to 
obtain and maintain supportive and nurturant rela- 
tionships rather than specific behavioral manifesta- 
tions of this motive. How the individual accom- 
plishes this varies, as noted throughout this chapter. 
The FFM traits can be used to describe the variega- 
tion in phenomenology of dependency rather than 
be the sole basis for a definition of DEP When such 
a goal is made explicit, it is not necessary that a sin- 
gle, prototypal FFM profile be assigned to a concep- 
tion of a particular class of personality pathology. 
This is exemplified in the profiles in Table 12.2, 
which propose a facet structure describing the varie- 
gated phenomenology of love, exploitable, and sub- 
missive dependence (as a referent, the profile of Wi- 
diger et al., 1994, is also presented). The facet 
structures proposed can be viewed as a set of ra- 
tional hypotheses derived from a synthesis of the de- 
pendency literature and the FFM domain-level cor- 
relations presented by Pincus and Gurtman (1995; 
see Figure 12.2). 

vide a distinct advantage because they allow for all 
dimensions of the FFM to be used. Love depen- 
dency manifests itself in phenomena associated with 
N+, O + ,  A + ,  and C+ (Pincus & Gurtman, 1995). 
Love dependency reflects the desire to obtain and 
maintain proximal relations with nurturing attach- 
ment figures (i.e., emotional dependence; Heathers, 
1955). I t  is associated with the development of a se- 
cure attachment style, lower levels of pathological 
attachment, lower levels of loneliness, and more lov- 
ing and less controlling parental representations than 
exploitable and submissive dependence (Pincus & 
Wilson, 2001). At the facet level, it is proposed that 

The phenomenological profiles in Table 12.2 pro- 

the valuing of attachment bonds may lead to anxiety 
over current attachments and vulnerability under 
stress if needed others are not available to help pro- 
vide emotional as opposed to instrumental support. 
A notable absence involves the facet of depression, 
which has often been considered strongly related to 
dependency. Love dependence is not consistently re- 
lated to depressive experiences (Strauss & Pincus, 
2001). In valuing relationships with others, love de- 
pendence is associated with the openness to feelings, 
ideas, and values because it seems essential in the 
formation and maintenance of needed relationships. 
If one were closed with respect to differences, at- 
tachment figures would be hard to find. Love de- 
pendence is also proposed to be associated with 
trust, altruism, and tendermindedness, all of which 
further serve to deepen reciprocal attachment bonds. 
C in love dependence is proposed to reflect a sense 
of competence derived from secure attachments and 
emotionally rewarding relationships. Dutifulness is 
proposed to reflect a sense of loyalty to important 
others. 

Exploitable dependence is associated with N + 
and A+ (Pincus & Gurtman, 1995) and may be the 
closest to the prototype reflected in Widiger et a1.k 
(1994) profile. Exploitable dependence reflects a 
motivation to obtain and maintain acknowledgement 
and appreciation from others, often by putting oth- 
ers needs in front of one’s own and avoiding conflict 
(Pincus & Wilson, 2001). For example, individuals 
high in exploitable dependence were less able to re- 
fuse unwanted sexual petting and intercourse than 
individuals high in love dependence or submissive 
dependence (Newes et al., 1998) and engaged in 
more compulsive care-seeking behaviors (Pincus & 
Wilson, 2001). At the facet level, exploitable depen- 
dence is associated with anxiety, depression, self- 
consciousness, and vulnerability. However. the facet 
of Neuroticism-hostility is proposed to be low, re- 
flecting a conflict-avoidant style. Additionally, the 
phenomenology of exploitable dependence is re- 
flected in compliance, modesty, and straightforward- 
ness. 

Submissive dependence is associated with N + , 
E-, 0-, and C- (Pincus & Gurtman, 1995). Sub- 
missive dependence reflects a motivation to obtain 
and maintain relationships with powerful others 
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Descriptions of Variegation in Dependent Phenomenology and Dependent Personality Disorder 

H 

NEO-PI-R domains and facets Love Exploitable Submissive DPD 

Neuroticism 
Anxiety H H H H 
Hostility L H 
Depression H H H 
Self-consciousness H H H 
Impulsiveness 
Vulnerability H H H 

Warmth H 
Gregariousness 
Assertiveness L L 
Activity L 
Excitement seeking L 

Extraversion 

Positive emotions 
Openness to Experience 

Fantasy 
Aesthetics 
Feelings H 
Actions 
Ideas H 
Values H 

Trust H 
Straightforwardness 
Altruism H H 
Compliance H 
Modesty H 
Tender mindedness H H 

Competence H L 
Order 
Dutifulness H L 
Achievement striving L L 
Self-discipline L 

Agreeableness 

Conscientiousness 

Deliberation 

H 

H 
H 

L 
L 
L 

Note. Empty blocks indicate no relationship is proposed for these facets and the core traits of dependency or 
DPD. NEO-PI-R = Revised NEO Personality Inventory; DPD = dependent personality disorder, based on hypothe- 
ses of Widiger et al. (1994). 

who provide instrumental support Le. ,  Heathers, 
1955). Individuals high in submissive dependence 
were more likely to endorse a fearful adult attach- 
ment style; to have greater loneliness, greater anger 
at perceived unavailability of needed others, and less 
loving and more controlling parental representations; 
and to receive higher scores on self-report measures 
of the DSM DEP than individuals scoring higher in 
exploitable or love dependence (Pincus, 1996, Pin- 

cus & Wilson, 2001). At the facet level, submissive 
dependence reflects significant anxiety, depression, 
self-consciousness, hostility, and vulnerability Inter- 
personally, submissive dependence is not strongly re- 
lated to A but reflects several facets indicative of low 
E. Their view of the self as helpless and ineffective 
leads to low levels of assertiveness, activity, and ex- 
citement seeking. The phenomenology of submissive 
dependence is proposed to be related to being 
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closed-particularly regarding actions, ideas, and 
values-and lacking in dutifulness, achievement 
striving, and self discipline. 

RECONCEPTUALIZING DEPENDENT 

compatible with conceptions of personality disorder 
suggesting pathology involves extreme variants of 
FFM traits (e.g., Trull & Widiger, 1997; Widiger, 
1993). 

PERSONALITY DISORDER A Configurational Perspective 

If the FFM is used to describe phenomenology of 
DEP, a definition of the pathology must be cast m a 
broader theoretical and personological context Be- 
low, I rcview three possible extensions of the FFM 
phenomenology of dependency that could be used 
as a basis for a definition of DEP to generate testable 
hypotheses in future research 

An Interpersonal Perspective 
The interpersonal tradition in clinical psychology ba- 
ses conceptions of psychopathology on the intensity 
of specific interpersonal behaviors and the rigidity of 
peoples interpersonal behavioral repertoire over time 
(Pincus. 1994). 

Abnormality consists of the rigid reliance 
on  lz limited class of interpersonal be- 
huviors regardless of the situational influ- 
enit’s o r  norms, that a re  often enacted at 
un inappropriate level of intensity. Nor- 
mality, then, is simply the flexible and 
uduptive deployment, within moderate 
levcls of intensity, of behaviors encompass- 
ing [he entire interpersonal circle, as  vur- 
ied situations dictate (Carson, 1991, 
p. 190). 

From this perspective, three aspects of dependent 
phenomenology can be adaptive or maladaptive 
DEP ma) then be conceptualized as the rigid reli- 
ance on behaviors expressing any or all aspects of 
dependency in situations that are not congruent 
with such expression For example, extremely in- 
tense expressions of love dependence (e g , a cling- 
ing need to absolutely maintain physical proximity 
to a nurturant figure) might be just as maladaptive 
as extreme expressions of exploitable and submissive 
dependence In this case, extreme love dependence 
may refleci a failure in the development of the ca- 
pacity 10 he alone (Winnicott, 1965) Such a view is 

N was consistently correlated with all elements of 
dependent phenomenology, that is, submissive de- 
pendence, exploitable dependence, and love depen- 
dence (Pincus & Gurtman, 1995). One might con- 
clude that the variegated phenomenology of 
dependence, reflected in differing constellations of 
A, E, 0, and C could be defined as “disordered” in 
terms of N .  Whereas normal dependency may in- 
clude mild levels of affective reactivity. vulnerability 
to distress, or both, perhaps DEP is associated with 
higher levels of N. That is, individuals with a core 
motive to obtain and maintain nurturant and sup- 
portive relationships who are also highly reactive 
and distress prone might experience greater impair- 
ment when those on whom they depend for needed 
psychological and instrumental resources are un- 
available or unresponsive. 

A Comprehensive Five-Factor 
Model Reconceptualization 
Westen and Shedler (1999b) asserted that the DSM 
categories of personality disorder fail to encompass 
the necessary domains of personality functioning. 
McCrae and Costa (1996) presented a framework for 
incorporating the FFM traits into a comprehensive 
theory of personality. This theoretical framework 
could be used to reconceptualize personality pathol- 
ogy by specifying the appropriate and necessary do- 
mains of personality that should be reflected in a 
definition of personality patholoa. The FFM traits 
are among an individual’s basic tendencies (which 
also include genetics, physical characteristics, cogni- 
tive capacities, physiological drives, and focal vul- 
nerabilities). Additional elements of their FFM the- 
ory include an individual’s characteristic adaptations 
(i.e., learned behaviors, interpersonal roles, acquired 
competencies, attitudes, beliefs, and goals), self- 
concept (i.e., self-representations, self-esteem, identity, 
and life narrative), objective biography (i.e., historical 
accidents and career path), and external influences 
across the lifespan (e.g., early family environment, 
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trauma, peer relations, cultural influences). All iden- 
tified domains of personality are linked through dy- 
namic processes, such as information processing, cop- 
ing and defense, volition, affect regulation, 
interpersonal processes such as attachment, and 
identity formation. 

McCrae and Costa’s (1996) theory provides a 
promising framework for a reconceptualization of 
personality pathology that places FFM at the phe- 
nomenological core while also expanding well be- 
yond the traits in the definition of personality and 
its pathology. Both personality and personality pa- 
thology can be understood in reference to basic ten- 
dencies, characteristic adaptations, self-concept, ob- 
jective biography, external influences, and dynamic 
processes. Hypotheses regarding the nature of these 
aspects of personality in the personality disorders 
can be generated and tested. As an example, DEP 
may be reflected in the FFM phenomenology of 
love, exploitable, or submissive dependencies. The 
core traits can be associated with characteristic adap- 
tations reflecting perceptual schemas of others as 
more powerful and competent (Bornstein, 1993) and 
habitual interpersonal patterns reflecting a range of 
friendly-submissive role behaviors (Pincus & Gurt- 
man, 1995). In addition, the self-concept reflects a 
range of views from helpless and incompetent to 
connected and lovable (Bornstein, 1993). Objective 
biography and external influences can include trau- 
matic losses, authoritarian parenting, peer rejection 
(Bornstein, 1996), or a family history of punishing 
autonomy and rewarding dependence (e.g., Thomp- 
son & Zuroff, 1998). Hypotheses regarding the dy- 
namic processes linking these elements could also be 
posited. 

CONCLUSION 

The three approaches incorporating the FFM into 
phenomenological description and ultimately the def- 
inition of DEP are clearly not mutually exclusive. It 

appears McCrae and Costa’s (1996) framework for 
personality theory is a promising context in which 
to integrate the other two views for both depen- 
dency and other personologically defined disorders 
of personality I believe the future of the FFM as an 
integrative model for personality and personality dis- 

order rests in disengaging from the current DSM no- 
sology and expanding to generate a comprehensive 
account of both the phenomenology and definition 
of personality pathology from the ground up. In this 
chapter, I suggested that DEP is a good candidate 
for membership in an FFM-based reconceptualiza- 
tion of personality disorders. A complete elaboration 
of DEP and the identification of other characteristic 
forms of personality pathology from this perspective 
are tasks for the next revisions of both Personality 
Disorders and the Five-Factor Model of Personality and 
Axis I1 of the DSM. 
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C H A P T E R  1 3  

PERSONALITY DISORDERS AND THE 

PERSONALITY IN CHINESE 
PSYCHIATRIC PATIENTS 

FIVE-FACTOR MODEL OF 

Jan Yang, Xiaoyang Dai, Shuqiao Yao, Taisheng Cai, Beiling Gao, 
Robert R. McCrae, and Paul T. Costa, Jv: 

The personality disorders (PDs) described in the 
Diagnostic and Statistical Manual of Mental Disorders 
(4th ed. [DSM-IV] ; American Psychiatric Associa- 
tion [APA], 1994) are a set of discreet psychiatric 
categories (Loranger, 1999; Oldham, 1994), but 
similarities between features characterizing PDs and 
normal personality trait dimensions have repeatedly 
been pointed out (Eysenck, Wakefield, & Fried- 
man, 1983; Wiggins & €’incus, 1989). Both PDs 
and traits are construed as enduring dispositions 
that affect behavior and experience in a variety of 
contexts, and both are likely to have a substantial 
genetic basis (Livesley, Jang, & Vernon, 1998; 
Loehlin, 1992). 

Until recently, however, there was little agree- 
ment on which personality traits were relevant to 
PDs. A substantial literature points to overlaps be- 
tween PDs and normal traits in the interpersonal cir- 
cumplex (Kiesler, 1986), but Wiggins and Pincus 
(1989) noted that several PDs could not be ade- 
quately characterized in terms of interpersonal traits 
alone. They argued that a more comprehensive per- 
sonality model was needed and suggested the five- 
factor model (FFM; Digman, 1990). In 1994, Costa 
and Wtdiger edited a volume hypothesizing associa- 

tions among PDs and the broad dimensions of the 
FFM, and considerable empirical evidence supports 
these hypotheses (Ball, Tennen, Poling, Kranzler, & 
Rounsaville, 1997; Tmll, Useda, Costa, & McCrae, 
1995). 

However, the five personality factors are broad 
constructs that combine many more specific traits, 
and many distinctions among PDs cannot clearly be 
made at the factor level. For example, both paranoid 
PD and narcissistic PD are associated with traits de- 
fining the low pole of Agreeableness such as suspi- 
ciousness and arrogance, but suspiciousness is more 
characteristic of paranoid PD and arrogance of nar- 
cissistic PD. Widiger, Trull, Clarkin, Sanderson, and 
Costa (1994) therefore made more detailed predic- 
tions, linking the third edition, revised, of the DSM 
(DSM-III-R; APA, 1987) PDs and the proposed PDs 
to the 30 specific traits (or facets) measured by the 
Revised NEO Personality Inventory (NEO-PI-R; 
Costa & McCrae, 1992). To date, in only one study 
have researchers examined all these hypotheses. 
Dyce and O’Connor (1998) administered the NEO- 
PI-R and the self-report of the third edition of the 
Millon Clinical Multiaxial Inventory (Millon, 1994) 
to a sample of 614 Canadian undergraduates; they 
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Medical Llniversity; Donghua Xiu and Hongge Zhand, Hunan Provincial Mental Hospital; Huikai Zhang, Mental Health Center, Huaxi Medical 
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Pan, Gumgxi Longquanshan Hospital; Shumao Ji and Zanli Wang. Xian Mental Health Center; Xiaochun Sheng and Xiaolin Liu. Wuhan Men- 
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Shanghai Mental Health Center, Yunping Yang, Zhenkang Jiang. and Tao Xi, Beijing Andi Hospital, Yuping Ning. Guangzhou Mental Hospital, 
Zhenzhu 5ong and Jing Li, Qiqihar, 1st Neuropsychiatric Hospital; and Zhian Jiao, Shangdong Provincial Mental Health Center We thank 
Jeffrey Herbst tor assistance with data analyses. Portions of this article were presented at the 107th Annual Convention of the American Psy- 
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confirmed 63% of the hypotheses proposed by 
Widiger et al. 

finitive test. More clinically relevant tests require the 
use of a patient population and assessments of PDs 
based on clinical interviews and self-reports. In an- 
other study a large sample of psychiatric inpatients 
and outpatients completed self-report measures of 
both personality (NEO-PI-R) and PDs (Personality Di- 
agnostic Questionnaire [PDQ-4+] ; Hyler, 1994). A 
subset of the patients were interviewed by a psychia- 
trist or clinical psychologist using the Personality Dis- 
order Interview (4th ed. [PDI-IV] ; Widiger, Mangine, 
Corbitt, Ellis, & Thomas, 1995). Both PD instm- 
ments provide scores for the 10 PDs recognized in 
DSM-JV and the proposed depressive and passive- 
aggressive PDs. 

Correlations of personality traits with PD symp- 
tom scores may be distorted or inflated by method 
bias because patients serve as the ultimate source of 
information for both self-report questionnaires and 
clinical interviews. However, spouse ratings of patient 
personality were also available for some patients, and 
correlations of these ratings with patients’ self-reports 
or clinicians’ ratings of PDs are unlikely to be due to 
measurement artifacts. Data from this study provide 
the basis for both mono- and heteromethod evalua- 
tions of personality trait-PD associations. 

Cross-cultural research supports the view that the 
structure of normal personality is a human universal 
(McCrae & Costa, 1997), and psychiatric disorders 
are often presumed to be found in every culture 
(Fossati et al., 1998). However, little research docu- 
ments the presence or nature of PDs outside Western 
cultures, and no researchers have examined the links 
between the FFM and PDs in non-Western samples. 
This smdy was conducted in the People’s Republic of 
China, a culture that differs dramatically from the 
West in terms of history, language, and social struc- 
ture, Personality trait-PD correlations in this sample 
provide a rigorous test of the cross-cultural validity of 
Widiger et al.’s (1994) hypotheses. 

Encouraging as that study is, it falls short of a de- 

in the People’s Republic of China. Inclusion criteria 
included age (18 years and older), education (8th 
grade or above), definite or probable psychiatric di- 
agnosis, and willingness to participate voluntarily 
Exclusion criteria included acute psychosis, organic 
brain syndrome, and recent illicit drug use. Primary 
diagnoses, using the Chinese Classijcation and Diag- 
nostic Criteria for Mental Disorders (Chinese Medical 
Association, Psychiatric Division, 1992), were neuro- 
ses (37.5%), major depression (19.0%), schizophre- 
nia (17.4%), bipolar mood disorder (1 1.8%), and 
substance abuse (9.0%; Yang et al., 1999). After the 
study was explained to patients, written informed 
consent was obtained. 

Measures 
The PDQ-4+ is a 99-item, self-administered true- 
false questionnaire designed to yleld diagnoses consis- 
tent with the DSM-IV (Hyler, 1994). The PDI-IV is a 
semistructured interview administered by psychiatrists 
or clinical psychologists (Widiger et al., 1995). Both 
instruments yeld dimensional scores that correspond 
to the number of DSM-IV criteria present for each 
PD. Both instruments were translated into Mandarin 
Chinese, with minor modifications to adapt them to 
Chinese culture. Studies of retest, interrater reliability, 
and cross-instrument validity suggest that the two in- 
struments preserve their psychometric properties in 
translation (Yang et al., 2000). 

The NEO-PI-R is a 240-item questionnaire that 
measures personality traits. Thirty facet scales mea- 
sure traits that define the five basic personality fac- 
tors. Evidence on the reliability and validity of the 
original instrument is summarized in the manual 
(Costa & McCrae, 1992). A Hong Kong Chinese 
translation of the NEO-PI-R (McCrae, Costa, & Yik, 
1996) was modified for use in Mainland China. 
Studies in this sample of internal consistency, retest 
reliability, factor structure, cross-observer agreement, 
and construct validity suggest that the Mandarin 
version of the NEO-PI-R is a valid measure of traits 
in the FFM (Yang et al., 1999). 

METHOD 

Subjects 
Patients (N = 1,926; 54.5% male) were recruited 
from 13 psychiatric hospitals and clinics in 10 cities 

An observer rating form of the NEO-PI-R was 
created by rephrasing items in the third person. The 
English version of this form has been used in psy- 
chiatric populations (Bagby et al., 1998); in this 
study, spouse ratings on the Chinese version showed 
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significant correlations with self-reports for all five 
factors (Yang et al., 1999). 

Procedure 
The PDQ-4+ and NEO-PI-R were administered to 
patients individually or in groups of 2-10 patients. 
The PDLIV was given to 525 patients. Interviewers 
-experienced clinicians who had received 10 days 
of intensive training in the background and methods 
of this study-were unaware of the patients’ scores 
on the NEO-PI-R and the PDQ-4+. The full inter- 
view was given to 234 patients; because of time 
constraints, other patients were randomly assigned 
to one of three groups and completed only a portion 
of the interview, corresponding to one of the three 
PD clusters. Preliminary analyses of means and cor- 
relations suggested that PI> scores from the partial 
interviews did not differ systematically from those 
obtained in the full interview; all data were therefore 
pooled. Spouse ratings of personality were obtained 
for 160 patients, of whom 154 had complete PDQ- 
4+ data. 

Analyses 
Pearson correlations were calculated between dimen- 
sional scores on the two E’D instruments and the 30 
self-report NEO-PI-R face{. scales. The PDQ-4+ 
scores were used for the primary analysis, based on 
the full sample; because of the large sample size, 
only correlations at p < .001 were considered signifi- 
cant. Data from the subsample of patients inter- 
viewed on the PDI-IV were used to replicate self- 
report findings; correlations were considered 
replications if they were significant at p < .05, one 
tailed. A final analysis examined correlations be- 
tween spouse ratings of personality and PD scores. 

RESULTS 

Table 1 3 1 reports the correlations between the 
PDQ-4+ scales and the facet scales of the NEO-PI- 
R Most of the associatioris are meaningful For ex- 
ample, the largest correlations of paranoid PD were 
with Angry-Hostility, low Trust, and low Compli- 
ance s( ale scores, the chief correlates of antisocial 
PD were low Straight-Forwardness, high Excitement 
Seeking, and low Deliberation scale scores, and the 

chief correlates of (proposed) depressive PD were 
Depression, Self-Consciousness, and Anxiety scale 
scores. Formally hypothesized associations, derived 
by Widiger et al. (1994) from a conceptual analysis 
of DSM-111-R descriptions of the PDs, are shown in 
boldface in Table 13.1. 

Of the 119 hypotheses, 87 (73%) were sup- 
ported. All hypothesized associations for borderline 
and passive-aggressive PDs were significant, and at 
least half the hypotheses were supported for each of 
the other PDs. Furthermore, 63 of the 87 confirmed 
hypotheses were replicated when clinical judgments 
on the PDI-IV were correlated with NEO-PI-R facet 
scales (Ns = 325-358). By contrast, only 11 correla- 
tions in Table 13.1 were significant in the direction 
opposite to the hypothesis, all of these were small in 
magnitude (r < .20), and only 3 were replicated in 
PDI-IV analyses. There is, however, consistent, cross- 
instrument evidence in this sample that schizotypal 
PD was associated with high rather than low Open- 
ness to Feelings scale score; that histrionic PD was 
associated with low Trust scale score; and that de- 
pendent PD was associated with low Altruism scale 
score. Because Dyce and O’Connor (1998) found 
none of these associations in their Canadian sample, 
these results may be specific to Chinese. 

Although most of the associations predicted by 
Widiger et al. (1994) were observed, many other 
correlations were also found. Table 13.1 includes 
188 significant correlations not predicted by other 
hypotheses, of which 11 1 were replicated in PDI-IV 
analyses. For example, avoidant and depressive PDs 
were negatively related to all six facets of Conscien- 
tiousness, and passive-aggressive PD was associated 
with all facets of Neuroticism, not merely angry- 
hostility 

Correlations of the spouse ratings on the NEO- 
PI-R with patient self-reports of PD symptoms on 
the PDQ-4f reached significance for 48 of the 119 
hypotheses (rs = .16 to .35, N = 154, p < .05); none 
of the correlations was significant in the direction 
opposite to the hypotheses. Twelve more hypothe- 
sized correlations were marginally significant (p  < 
.lo). Only a few patients ( N s  = 22 to 27) had both 
spouse ratings and PDI-IV scores, but of the 23 sig- 
nificant correlations between spouse-rated NEO-PI-R 
facets and clinician-rated PDI-IV scale scores, none 
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Correlations Among the NEO-PI-R Facet Scales and the PDQ-4+ Dimensional Scores 
~~ 

Personality disorder 

PAR SZD SZT ATS BDL HST NAR AVD DEP OBC DPS PAG NEO-PI-R scale 

Neuroticism 
N1 Anxiety 
N2 Angry-Hostility 
N3 Depression 
N4 Self-Consciousness 
N5 Impulsiveness 
N6 Vulnerability 

E l  Warmth 
E2 Gregariousness 
E3 Assertiveness 
E4 Activity 
E5 Excitement Seeking 
E6 Positive Emotions 

Openness to Experience 
01 Fantasy 
02 Aesthetics 
03  Feelings 
04  Actions 
05  Ideas 
06  Values 

Agreeableness 
A1 Trust 
A2 Straightforwardness 
A3 Altruism 
A4 Compliance 
A5 Modesty 
A6 Tender Mindedness 

Conscientiousness 
C1 Competence 
C2 Order 
C3 Dutifulness 
C4 Achievement Striving 
C5 Self-Discipline 
C6 Deliberation 

Extraversion 

.17 

. lgb 

.24 

.lgb 

.07 

.14a 

. 34a 

.34a 

.35a 

.33 

.26 

.20 

.07 .47a 

.32a .51a 

.15 .50a 

.12 .45a 

.31a .46a 

.08 .44a 

.18a .23a 

.30" .36a 

.19 .23a 

.17 .23 

.31a .30a 

.12 .10 

.48a 

.36a 

.52a 

.55a 

.31a 

.41a 

.3ga 

.28" 

.46a 

.41a 

.28a 

.38a 

.25a 

.22a 

.2ga 

.26" 

.17a 

.1 l a  

.55a 

.40a 

.5ga 

.48a 

.34a 

.46a 

.30a 

.41a 

.33a 

.31a 

.33a 

.24" 

- .0ga 
-.lga 

.oo 
-.03 

.18 
- .04 

-.31a 
- .42a 
-.14 
-.16a 
- . l l a  
- .25a 

-.18a 
- .30a 
-.05 
-.11 

.15 
-.13 

-.06 -.23 
- . lo  -.29 

.06 -.13 

.lla -.18 

.3ga .17" 

.07 -.18 

.12 -.03 

.03 -.14 

.12 .lla 

.13 .09 

.34a .28a 

.16 .05 

- .28a 
-.36a 
-.28a 
-.2ga 

.01 
-.2ga 

-,15a 
-.lga 
-.21a 
- .22a 

.06 
-.20a 

-.01 
-.18a 
-.02 
- .06 

.07 
- .07 

- .27a 
- .34a 
-.22a 
- .27" 

.02 
-.32a 

-.lo" 
-.22a 
- .06 
- .03 

.15ia 
-.OF 

.18 

.06 

.13b 

.oo 

.05 
-.16a 

-.01 
-.14a 
-.11 
-.14" 
-.11 
- .24 

.17 

.06 

.16a,b 
- .oo 

.09 
-.16b 

.20 .28a 

.01 -.01 

. l l  .14a 

.13 .oo 

.07 -.07 
-.15a -.18a 

.23a .24a 

.16 . l l  

.23a .20a 

.07 .06 

. l ob  .13 
-.13 - . I 6  

.17" 
-.02 

.08 
- . l o  
-.0ga 
- . I7 

.14a 
-.05 

.02 
-.11 
-.13a 
-.25a 

.06 

.11 

.12b 
-.09 

.09 
- .20 

. lga 
- .02 

.11 
-.03 
-.07 
-.14 

.16a 

.oo 

.10 
-.01 

.oo 
-.20 

- .37a 
- .30" 
-.17a 
- .30 
- .20 

.03 

-.17a 
- .06 
-.17a 
- .02 

.08 

.04 

-.27a 
- .25 
- . lga 
-.14 
-.12 

.06 

-.22a -.32a 
-.3ga -.27a 
-.16 -.26a 
-.28a -.24a 
-.23a - . l l a  
-.01 .03 

-.lo"' -.25" 
-.30a -.32a 
-.05 -.11 
-.21 - .2F 
-.28 -.33a 

.10 . l ob  

-.22a 
-.lo 
- .20a 
-.06 

.03 

.08 

-.17a 
-.13 
- .14"' 

.03 

.06 

.09 

-. loa 
-.11 
- .02 
-.09 
-.02 

.1 ga 

-.25a 
- .0ga 
-.20a 
- .07 

.04 

.04 

- .24a 
- .24a 
-.16a 
-.23a 
-.13 

.09 

- .Ogb 
- . l o  
-.15a 
- .04 
-.21a 
-.15a 

-.20a 
-.13 
- .08 
-.09 
-.17 
-.09 

-.14 
-.15 
-.14 
- .07 
- .25 
-.16 

-.11 -.32 
-.16 -.24 
-.31a -.30a 
-.09 -.23 
-.27" -.41a 
-.32a -.38a 

-.03 .01 
-.07 -.07 
-.16 -.15 
-.02 .01 
-.18 -.18 
-.21 -.16 

-.30a 
-.18a 
-.16a 
- .20a 
- .32" 
-.20a 

- .32a 
- .22a 
-.16" 
-.21a 
~ .34" 
-.20a 

- .04 
.01 
.08 
. loa 

- .08 
.01 

- .33a 
-.18a 
-.17a 
- . lga 
- .33" 
-.25a 

-.18a 
-.14 
-.lga 
- . l o  
- .26a 
-.22a 

Note. N = 1,909. Hypothesized correlations are in boldface. For ( r (  > .07, p <.001, two tailed. NEO-PI-R = Revised 
NEO Personality Inventory; PDQ-4 + = Personality Disorder Questionnaire-4 + , Personality disorders: PAR = 

paranoid; SZD = schizoid; SZT = schizotypal; ATS = antisocial; BDL = borderline; HST = histrionic; NAR = narcis- 
sistic; AVD = avoidant; DEP = dependent; OBC = obsessive-compulsive; DPS = depressive; PAG = passive- 
aggressive. 
PDI-IV symptom ratings. 

"Significant, p < .05, one tailed, as a replication in correlations among NEO-PI-R facet scales and 
'The direction of significant correlation opposite to the hypothesis. 

contradicted the Widiger et al. (1994) hypotheses, 
and 14 supported them. For example, clinician-rated 

ousness scale score; borderline PD to Angry- 
Hostility scale score; and passive-aggressive PD to 
low Compliance scale score. 

CONCLUSION 

schizoid PD was related to spouse-rated low Gregari- Overall, these data provide strong support for W i d -  

ger et al.3 (1994) hypotheses. Three-quarters of the 

speclfied links were confirmed using a self-report 

measure of PDs; more than half were replicated us- 
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Clinician-Rated DSM-IV Criteria Associated With Self-Reported Revised NEO Personality 
Inventory Factors 

~~ ~ 

Personality disorder 
Neuroticism 

Avoidant 
Borderline 
Dependent 
Histrionic 
Narcissistic 
0 bsessive-compulsive 
Paranoid 
Schizotypal 
Depressive 
Passive-aggressive 

High Extraversion 
Antisocial 
Borderline 
Histrionic 
Narcissistic 

Low Extraversion 
Avoidant 
Dependent 
Schizoid 
Schizotypal 
Depressive 

ence 
Borderline 
Histrionic 
Narcissistic 
Schizotypal 

Avoidant 
Dependent 
Paranoid 
Schizoid 

Dependent 
Obsessive-compulsive 

Antisocial 
Borderline 
Histrionic 
Narcissistic 
Obsessive-compulsive 
Paranoid 
Schizotypal 
Depressive 
Passive-aggressive 

High Conscientiousness 
Narcissistic 
0 bsessive-compulsive 

Low Conscientiousness 
Antisocial 
Avoidant 
Borderline 
Dependent 
Depressive 

High Openness to Experi- 

Low Openness to Experience 

High Agreeableness 

Low Agreeableness 

Criterion 

Is preoccupied with being criticized or rejected 
Makes frantic efforts to avoid abandonment 
Is preoccupied with the fear of being left alone 
Has rapidly shifting emotions 
Is preoccupied with fantasies of success 
Shows perfectionism that interferes with task completion 
Suspects others of harm and exploitation 
Has ideas of reference (DSM-IV diagnostic criteria) 
Is derogatory toward self 
Is sullen and argumentative 

Fails to plan ahead 
Shows potentially self-damaging impulsivity 
Considers relationships more intimate than they really are 
Is interpersonally exploitative 

Is reluctant to take personal risks that may prove embarrassing 
Lacks confidence to initiate a project 
Always chooses solitary activities 
Lacks close friends or confidants 
Broods 

Has identity disturbance and an unstable sense of self 
Is uncomfortable when not the center of attention 
Has grandiose sense of self-importance 
Shows odd beliefs or magical thinking 

Views self as inferior to others 
Needs others to assume responsibility 
Has doubts trustworthiness of friends 
Takes Dleasure in few activities 

Has difficulty expressing disagreements with others 
Is overconscientious and scrupulous 

Shows reckless disregard for the safety of others 
Has difficulty controlling anger 
Shows inappropriate sexually seductive behavior 
Requires excessive admiration 
Shows rigidity and stubbornness 
Reads hidden meanings into benign remarks 
Has paranoid ideation 
Is negativistic, critical, and judgmental 
Resists performing tasks 

Has a sense of entitlement 
Is excessively devoted to work 

Is irresponsible in work or finances 
Is unwilling to get involved with people 
Shows chronic feelings of emptiness and a lack of purpose 
Has difficulty making decisions 
Has low self-esteem 

NOLC. N = 3 19-357. DSM-IV = Diagnostic and Statistical Manual of Mentul Disorders (4th ed.; American Psychiatric 
Association, 1994). All associations are significant, p < .05. 
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ing clinician ratings. About half the hypotheses were 
also supported by analyses using spouse ratings of 
personality in place of self-reports, substantially rul- 
ing out the possibility that results were attributable 
solely to method of measurement. 

Yet many more correlations were found than 
were predicted. Some-such as the associations of 
vulnerability with depressive PD, impulsiveness with 
histrionic PD, and low self-discipline with borderline 
PD-contribute to a clearer conceptualization of the 
disorders. But all the PDs were related to facets of 
Neuroticism, and there were pervasive links to both 
low Agreeableness and low Conscientiousness facets. 
In these respects, PDs apparently do not have as 
distinctive a personality profile as other hypotheses 
suggest. That lack of specificity is probably related 
to the well-known problem of comorbidity among 
PDs (Widiger et al., 1991). One explanation for 
comorbidity is that many PDs are influenced by the 
same underlylng personality traits. Neuroticism is 
manifested in dysphoric affect, low Agreeableness in 
poor interpersonal relations, and low Conscientious- 
ness in problems with achievement and self-control. 
It is therefore perhaps not surprising that these trait 
factors are associated with a variety of PDs (Trull & 
McCrae, 1994). 

One way to illustrate the overlap of personality 
traits across PDs is by examining correlations with 
individual criteria. Table 13.2 provides examples of 
DSM-IV PD criteria associated with the five NEO- 
PI-R factors. All but six of the 93 criteria were asso- 
ciated with one or more personality factors, and 
those six were rarely diagnosed. As Table 13.2 
shows, personality trait correlations cut across PDs. 
Impairments related to Neuroticism can be found 
among the criteria for almost all disorders, and crite- 
ria from diverse PDs are associated with the high or 
low ends of the other factors. 

The data in Table 13.2 also illustrate the utility 
of an entirely different approach to the assessment 
of personality pathology (Costa, Q McCrae, chapter 
25, this volume). By measuring personality traits, we 
can anticipate significant life problems. For example, 
someone who is high in Openness to Experience 
may be judged by clinicians to have an unstable 
sense of self, a grandiose sense of self-importance 
(cf. McCrae, 1994), or odd and magical beliefs. 

These problems do not define any single PD, but 
they surely merit clinical concern. 

Data for the study discussed above were collected 
in a psychiatric sample in the People’s Republic of 
China, yet results closely resemble those reported by 
Dyce and O’Connor (1998) in a Canadian under- 
graduate sample. Studies from many cultures sup- 
port the hypothesis that personality traits themselves 
are universal aspects of human psychology (McCrae 
& Costa, 1997). The data above also suggest the 
parallel hypothesis that personality-related pathology 
may also transcend culture. Both PDs and personal- 
ity traits may reflect biologically based individual 
differences common to the human species as a 
whole. 
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C H A P T E R  1 4  

TESTS OF GENERAL AND SPECIFIC 
MODELS OF PERSONALITY 

DISORDER CONFIGURATION 
Brian I? O'Connor and Jamie A. Dyce 

Models of personality disorder (PD) configuration 
help researchers understand and simplify the com- 
plex world of these disorders. They simultaneously 
place PDs in the same multivariate space, thereby 
revealing the fundamental dimensions of PDs and 
their similarities and differences on these dimen- 
sions. l'he five-factor model (FFM) serves as one 
such configurational model. This chapter focuses on 
two issues on the topic that have pre-occupied us 
since the publication of the first edition of this 
book. The first issue concerns the validities of the 
competing models of PD configuration that have 
been proposed to date. Does the FFM provide a rep- 
resentation of PD dimensions and interrelationships 
that is more accurate than the representations pro- 
vided by other models discussed in the literature? 
The second issue is more specific and focuses on the 
predictions made by Widiger (1993) and Widiger, 
Trull, Clarkin. Sanderson, and Costa (1 994) regard- 
ing associations between PDs and the facets of the 
Big-Five dimensions. What are the benefits of facet- 
level analyses, and how much support is there for 
Widiger et al.5 predictions? 

COMPETING MODELS OF PERSONALITY 
DISORDER CONFIGURATION 

Although only a few models of PD configuration can 
be found in the literature, the existing models have 

rarely been tested and their relative degrees of fit 
with the same data sets have never been assessed 
nor compared. We (O'Connor & Dyce, 1998) there- 
fore designed a competition between the models to 
assess their degrees of fit with the primary PD data 
sets from clinical and community samples reported 
in the more recent literature. Their methods and 
findings are the focus of this section of our chapter. 

Personality Disorder Data Sets 
In our model-testing review (O'Connor & Dyce, 
1998), we used the PD correlation matrices reported 
by Hyler and Lyons (1988); Kass, Skodol, Charles, 
Spitzer, and Williams (1985); Klein et al. (1993); 
Livesley and Jackson (1986); Millon (1987); Moldin, 
Rice, Erlenmeyer-Kimling, and Squires-Wheeler 
(1994); Morey, Waugh, and Blashfield (1985); Widi- 
ger, Trull, Hurt, Clarkin, and Frances (1987); and 
Zimmerman and Coryell (1989). The PD correlation 
matrices (see Table 14.1 for descriptions) were gen- 
erally derived from large samples. Some of the ma- 
trices were based on data from clinical populations, 
whereas others were from general community popu- 
lations. 

A variety of assessment techniques were used by 
these researchers to collect their PD data, including 
structured and semistructured interviews, ratings by 
clinicians, and self-report tests (e.g., the Minnesota 

Thi5 c h a p c r  IS an adapted and updated presentation of two articles: (a) "A Test of Models of Personality Disorder Configuration.'. by B P 
O'(.onnur and J .  A. Dyce, 1998. Journal .f Abnormal Psychology, 107, 3-16. Copynght 1998 by the American Psychological Association 
Adapted with permission. (b) "Prrsonality Disorders and the Five-Factor Model: A Test of Facet-Level Predictions," by J A Dyce and B. P 
O'Connor. 1998, Joui nal of Personality Dimdcrs, 12, 31-45 Copyright 1998 by the Guilford Press Adapted with permission 
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Sources of the Correlation Matrices 

Study 

Hyler & Lyons (1988) 
Kass et al. (1985) 
Klein et al. (1993) 
Livesley & Jackson (1986) 
Millon (1987) 
Moldin et al. (1994) 

Women 

Men 

Morey et al. (1985) 

Widiger et al. (1987) 
Zimmerman & Coryell (1989) 

Sample type 

Clinical 
Clinical 
Clinical and community 
University students 
CI i n ical 

Community 

Community 

CI i n ical 

CI i n ical 
Community 

~~ 

Sample 
size Personality disorder assessment techniaue 

358 
609 

1,230 
115 
769 

143 

159 

475 

87 
797 

Ratings by clinicians based on DSM-/I/ criteria 
Ratings by clinicians based on DSM-/I/ criteria 
Wisconsin Personality Disorder Inventory 
DSM-I// behavior prototypicality ratings 
Millon Clinical Multiaxial Inventory (2nd ed.) 

Personality Disorder Examination (semistructured in- 

Personality Disorder Examination (semistructured in- 

Minnesota Multiphasic Personality Inventory personal- 

Semistructured interviews, based on DSM-/I/ criteria 
Structured Interview for DSM-/// Personality Disor- 

terviews), based on DSM-///-R criteria 

terviews), based on DSM-///-R criteria 

ity disorder scales 

ders (SIDP) 

Note. DSM-111 = third edition of the Diagnostic and Statistical Manual of Mental Disease; DSM-III-R = third edition, 
revised, of the DSM 

Multiphasic Personality Inventory PD scales and the 
Million Clinical Multiaxial Inventory (2nd ed. 
[MCMI-111). In other words, the data were from the 
primary, recent studies on PDs and encompassed a 
range of populations and assessment techniques. For 
each data set, we used only correlations between the 
11 primary PDs (i.e., schizoid, avoidant, dependent, 
histrionic, narcissistic, antisocial, compulsive, 
passive-aggressive, schizotypal, borderline, and par- 
anoid) and excluded correlations that were some- 
times reported for proposed PDs (e.g., depressive, 
self-defeating, sadistic) but were not assessed in all 
of the studies. Our focus was also on the relation- 
ships among continuous dimensions of PD scores 
(Widiger & Costa, 1994; Widiger & Sanderson, 
1995), not on the configuration of highly questiona- 
ble, categorical PD “entities” (Clark, Watson, & 
Reynolds, 1995). 

Factor Analytic Techniques 
Factor analyses are typically performed to discover 
or confirm simple structures. Users are confronted 
with a number of subjective and controversial deci- 
sions, such as choosing between factor extraction 
and rotation techniques and conflicting rules regard- 

ing the number of factors to extract. Although dif- 
fering paths through the decision tree sometimes 
produce differing end results, the structure that ex- 
ists in a correlation matrix never changes. It is 
merely viewed from different vantage points (Wat- 
son, Clark, & Harkness, 1994, p. 20). In the case of 
PD configurations, structures have been proposed, 
but their existence has rarely been tested; the van- 
tage points offered by routine factor analytic tech- 
niques may not reveal the structures that could in 
fact exist. The purpose of targeted extractions and 
rotations is to determine whether the relationships 
between variables can be aligned to conform with a 
specified configuration. Procrustes targeted rotations 
are considered the most appropriate for testing com- 
plex models (see McCrae, Zonderman, Costa, Bond, 
& Paunonen, 1996) and are necessary for testing 
models that are not consistent with simple structure 
(e.g., convergence is impossible in perfect circum- 
plex configurations). We (O’Connor & Dyce, 1998) 
therefore examined the degrees to which relation- 
ships between PDs could be rotated to conform with 
particular configurational models. In other words, 
when the structure in a correlation matrix is exam- 
ined from the vantage point that maximizes congru- 
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ence with a particular model, is the picture that 
emerges consistent with the model? 

The power of this support-seeking statistical 
technique can be illustrated by an analogy to the fa- 
miliar liubic’s cube. In this context, a PD configura- 
tion model would be a specific target pattern (e.g., 
the picture on a jigsaw puzzle box) for the rotation 
of the cube segments (PDs). A Procmstes rotation 
would be equivalent to a device that could rapidly 
rotate the cube segments to the coordinates that 
provide the closest possible approximation to the 
target without destroying the cube (PD) structure. 
Although such a device would take the fun out of a 
Rubics cube and would provide unfair advantage to 
whoever used it, a Procrustes statistical equivalent is 
a much-needed blessing for PD researchers who 
must deal with 11 PDs on each surface of a struc- 
ture that may have more than three dimensions. 

generate a target factor loading matrix consisting of 
coefficients representing the relative positionings of 
PDs predicted by the model. In the second step, 
principal-axes common factor analyses (CFAs), with 
squared rnultiple correlations on the diagonal, were 
conducted on the correlation matrices from other re- 
search (sce Table 14.1), extracting as many factors as 
specified by [he target model (essentially the same 
findings cmerged when principal components analy- 
sis [PCAI was used instead:). In the third step, the 
PD loading matrices were rotated to least square fits 
to the target matrices using the orthogonal Procrus- 
tes technique, as described by Schonemann (1966) 
and McCrae et al. (1996). Oblique targeted rotations 
were also conducted, using the procedure described 
by Hurley and Cattell (19621, to determine whether 
substantially stronger degrees of support for the 
models could be obtained for nonorthogonal rota- 
t ions. 

We then assessed the degrees to which the ro- 
tated matrices conformed to the model-based target 
matrices by  computing the Tucker-Burt-Wrigley- 
Neuhaus congruence coefficient (see Guadagnoli & 
Velicer, lc)91), which is an index of proportional 
similarity between two sets of factor loadings. Con- 
gruence coefficients can be (and were) computed for 
each factor from each comparison. But reporting all 
o f  these coefficients for every data set and model 

The first step in testing a particular model was to 

test would require an inordinate amount of space 
and would quickly become overwhelming. We 
therefore computed the Tucker et al. congruence co- 
efficient for all corresponding elements in the matrix 
comparisons (this procedure was recommended and 
used by McCrae et al., 1996). The result is an over- 
all fit coefficient based on all factor loadings instead 
of multiple congruence coefficients based on the 
loadings for single factors. The overall coefficients 
are roughly equivalent to the mean of the factor 
congruence coefficients and are efficient summaries 
of the total degree of fit between the targel and ro- 
tated loading matrices. They provide broad over- 
views of which models best fit the data. Little addi- 
tional information was provided by the individual 
factor congruences when the overall congruences 
were very low or very high. 

One drawback with targeted rotations is that they 
capitalize on chance (Horn, 19671, although the 
problem is less severe for the orthogonal targeted ro- 
tations. Researchers must therefore demonstrate that 
a given targeted rotation displays a degree of fit that 
is superior to the fit achieved by chance rotations. 
In our review, the ‘degree of fit was statistically as- 
sessed using the procedure described by Paunonen 
(1997) and McCrae et al. (1996). The technique is a 
random data permutation test of statistical signifi- 
cance (Edgington, 1995). Specifically, a Monte Carlo 
investigation of the distribution of congruence coef- 
ficients was conducted for each targeted rotation 
(i.e,, for each target matrix vs. CFA loading matrix 
comparison). In these investigations, the elements in 
a given target matrix were randomly rearranged, the 
CFA loading matrix was rotated to maximum fit 

with the rearranged target, and the congruence coef- 
ficient was computed. (Randomly rearranging ele- 
ments in a matrix provides a more conservative test 
than using random numbers.) This was repeated 
1,000 times. The upper 95th and 99th percentiles of 
each distribution of coefficients were identified and 
used to determine whether the fit indices for non- 
randomly rearranged coefficients exceeded the fit 
achieved by randomly rearranged coefficients. Coeffi- 
cients higher than the 95th percentiles were consid- 
ered significant at the .05 level; coefficients higher 
than the 99th percentiles were considered significant 
at the .01 level; and coefficients higher than all 
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1,000 values observed for rotations to randomly re- 
arranged target matrices were considered significant 
at the ,001 level. 

Diagnostic and Statistical Manual of 
Mental Disorders Clusters 
In the fourth edition of the Diagnostic and Statistical 
Manual of Mental Disorders (DSM-IV; American Psy- 
chiatric Association, 1994), PDs are organized into 
three clusters based on common underlylng themes. 
Cluster A involves odd or eccentric behavior; Clus- 
ter B involves dramatic, emotional, or erratic behav- 
ior; and Cluster C involves anxiety and fearfulness. 
The specific PDs associated with these clusters and 
the target loading matrix constructed to represent 
them are shown in Table 14.2. Values of 1.00 and 
.OO were chosen to represent high and low loadings 
in the target matrix. Substituting alternative “high” 
values in place of 1.00 (e.g., 0.45, 0.75) does not 
change the congruence coefficients. Alternative val- 
ues only make a difference when there are varying 
degrees of high loadings, low loadings, or both 
across elements in a matrix. The fit coefficients from 
the targeted rotations and their significance levels 
derived from the Monte Carlo simulations are re- 

ported in Table 14.3. The coefficients were signifi- 
cant for 10 of the data sets, and the coefficients for 
oblique rotations were only marginally higher than 
the coefficients for orthogonal rotations. Support for 
the DSM as a model of the correlational structure of 
PDs can be considered statistically significant and 
substantial but somewhat variable and less than per- 
fect. At this point, we were curious to see if alterna- 
tive PD configurations could surpass the fit levels 
achieved by the DSM model. 

Millon’s Biosocial Learning Theory 
Theodore Millon has been an influential figure in 
the development of the DSM section on PDs and a 
creative contributor to the literature on PD configu- 
ration. His models of PD dimensions and interrela- 
tionships have been evolving, and we tested both 
his often-described, earlier model (Millon, 1987, 
1990, 1994) and a recently revised version, both of 
which are called “biosocial learning” theories (Mil- 
ion, 1996). We began by deriving a target matrix 
that represents the earlier model from a table that 
Millon (e.g., 1987, p. 19; 1990, p. 128) repeatedly 
published depicting the various PDs in relation to 
the dimensions of his theory. There are at least three 

Personality Disorder Configurations for the DSM Clusters, Millon, and Torgersen and 
Alnaes Studies 

DSM 
clusters Millon (1990) Million (1996) Torgersen 8 Alnaes (1989) 

Personality Pleas- Self- Passive- Pleas- Self- Passive- Reality- Extra 
disorder A B C pain other active pain other active weak Oral version Obsessive 

Schizoid 1 0 0 0.707 0.000 0.707 0.00 0.50 1.00 no no no no 
Avoidant 0 0 1 0.707 0.000 -0.707 -1.00 0.00 -1.00 no yes no no 
Dependent 0 0 1 0.000 0.707 0.707 0.00 -1.00 1.00 no yes no no 
Histrionic 0 1 0 0.000 0.707 -0.707 0.00 -1.00 -1.00 no yes yes no 
Narcissistic 0 1 0 0.000 -0.707 0.707 0.00 1.00 1.00 no no yes no 
Antisocial 0 1 0 0.000 -0.707 -0.707 0.50 1.00 -1.00 no no yes no 
Compulsive 0 0 1 0.000 0.000 1.000 -0.50 -1.00 1.00 no yes no Yes 
Passive-aggressive 0 0 1 0.000 0.000 -1.000 -0.50 -0.50 -0.25 no yes no no 
Schizotypal 1 0 0 1.000 0.000 0.000 0.00 0.00 0.00 yes yes no no 
Borderline 0 1 0 0.000 0.707 0.000 0.00 0.00 0.00 yes yes yes no 
Paranoid 1 0 0 0.000 -0.707 0.000 0.00 0.00 0.00 yes yes no Yes 

~~~~ 

Note DSM = Diagnostic and Statishcal Manual of Mental Disorders, Pleas-pain = pleasure-pain, DSM clusters 
A = odd or eccentric, B = dramatic, emotional, or erratic, C = anxious and fearfulness 
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Congruences With Target Loading Matrices for the DSM, Millon, and Torgersen and 
Alnaes Configurations 

Millon (1990) Millon (1996) 

Three Seven Three Torgersen 81 
DSM clusters factors factors factors Six factors Alnaes (1989) 

Study orth obl orth obl orth obl orth obl orth obl orth obl 
Hyler & Lyons (1988) 89* * *  91 * * *  34 38 83** 87 33 34 57 73 84* * *  84**  
Kass et al. (1985) go***  91***  45 47 79* 85 34 37 62 77 a5***  85** 
Klein et al. (1993) 
Livesley & Jackson 

Millon (1987)a 
Millon (1987)b 
Moldin et al. (1994): 

Moldin et al. (1994): 

Morey et al. (1985)” 
Morey et al. (1985)b 
Widiger et al. (1987) 
Zimmerman & Coryell 

(1 986) 

women 

men 

(1 989) 

75** 
73 * 

71 
65 
77**  

81* * *  

79**  
81 * * *  
78**  
81 * * *  

79**  
73 

70 
70 
79** 

86***  

80* * 
83* * *  
80** 
85* * *  

33 46 74 85 31 48 52 69 82** 81* 
41 49 75 81 43 60 60 77 81**  81 * 

54 63 80* 88* 39 39 63 74 80** 76 
64 67 79* 84 47 51 63 78 77** 78 
41 56 77 82 38 50 59 74 79**  77 

39 50 78 83 36 50 57 80 82**  78 

43 46 78 a4 33 40 56 72 79**  a2* 
42 49 77* 86 34 42 59 78 79’* 84* * 
49 53 72 80 42 46 65 76 79** 83** 
46 63 81** 85 38 55 61 76 83** 82* 

Note. Decimals omitted. DSM = Diagnostic and Statistical Manual of Mental Disorders; orth = orthogonal rotation; 
oh1 = oblique rotation. ”nonoverlapping item scales. ‘overlapping item scales. *p < .05. * * p  < .01 
***p < .1)01. 

dimensions inherent in this earlier view: pleasure- 
pain (frequency of reinforcement), self-other (source 
of reinforcement), and passive-active (coping style). 
The translation of Millon’s early model into a target 
loading matrix is less than straightforward (see 
O’Connor & Dyce, 1998, p. 6, for details), and the 
three-factor matrix reported in Table 14.2 is the best 
target representation that could be derived. 

The f i t  indices for this three-factor target pattern 
were lo& and not significant (see Table 14.31, so nu- 
merous ot.her n-factor target patterns were tested in 
an attempt to find a pattern that was consistent with 
both the model and the data. The target pattern that 
produced the best fit coefficients and was at least 
roughly consistent with the model is a seven-factor 
matrix consisting of a column of loadings for each 
column in Millon’s table and one column of loadings 
for each of the active, passive, and dysfunctional 
coping st)ks.  The fit coefficients from the targeted 
rotations and their significance levels are reported in 

Table 14.3. Coefficients for seven of the data sets 
were significant, and the fit levels were comparable 
with those achieved by the DSM model. However, 
the seven-factor model stretches the logic underlying 
MillonS theory. Active and passive coping styles 
seem like opposites, as do the rewards-from-self and 
rewards-from-others reinforcement patterns, but they 
are coded as unrelated in the seven-factor target ma- 
trix. In summary, a variety of patterns were tested 
and overall support for Millon’s early model can best 
be described as modest. The fit levels for the seven- 
factor pattern indicate at least some support for the 
model, but the data also indicate that revisions to 
the theory are required. 

Millon’s (1996) revised model involves the same 
three dimensions as the earlier model, but the posi- 
tioning of some PDs on the dimensions have been 
altered and relative weights (“weak,” “average,” or 
“strong”) have been given to each PD. Furthermore, 
Millon provided two weights for each PD on each 
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dimension (e.g., a weight for the active pole and a 
weight for the passive pole of the active-passive di- 
mension); in a number of cases, the two weights for 
a PD on a dimension are the same for each pole 
(e.g., both weak or both average). The three-factor 
matrix of target weights (not loadings) that was con- 
structed to represent this revised model is shown in 
Table 14.2. In constructing the target weight matrix, 
weights of 0 were assigned when Millon’s weights 
for the two poles were the same; weights of .5 or 
-.5 were used when there was one weak and one 
average weight; and weights of 1 or -1 were used 
when there was one strong and one weak weight. 
Other weight-assignment rules were either not logi- 
cal or were inconsistent with Millon’s model. The 
analyses were run twice, once using the target 
weights in Table 14.2 and again using a target load- 
ing matrix computed from the weights. The loadings 
were computed by dividing each weight by the sum 
of its row weights, computing the square roots of 
the results, and assigning the proper signs. This pro- 
cedure results in 100% of the variance accounted for 
by the loadings in a row. Only the target weights are 
reported in Table 14.2 because the loadings might 
have been confusing if one attempted to match the 
magnitudes of the loadings to the polarity weights 
provided by Millon (1996). 

essentially identical, regardless of whether target 
weights or target loadings were used. The fit coeffi- 
cients were low, and none were significant (the coef- 
ficients from the target loading matrix rotations are 
reported in Table 14.3). A six-factor target weight 
matrix was then constructed, with the two polarities 
of each dimension represented as separate factors. 
The weights of 1, 0, and - 1 were simply substi- 
tuted for strong, average, and weak weights pro- 
vided by Millon (1996). Once again, a target loading 
matrix was computed from the weights, using the 
procedures described above. The fit coefficients for 
the targeted rotations were again essentially the 
same, regardless of whether target weights or load- 
ings were used (the fit coefficients from rotations 
to the target loading matrix are reported in Table 
14.3). These fit coefficients were stronger than those 
for the three-factor model, but none were signifi- 
cant. 

The fit coefficients for the targeted rotations were 

Circumplex Configurations 
A number of theorists have proposed circular, or cir- 
cumplex, configurations of PDs. These models all 
specify that PDs are dispersed around the wheel-like 
structure that can be formed from scores on two or- 
thogonal dimensions. The models differ from one 
another in the nature of the two dimensions in- 
volved and in the relative positionings of the ,PDs 
around the circles in question. Circumplex models 
are also geometrically precise because the translation 
of a circumplex structure into a target factor loading 
matrix is direct and unambiguous. The position of 
any variable (or PD) on a circle is indexed by the 
angular displacement of the variable from 0 (3:OO in 
clock terms). To compute loadings on the north- 
south dimension of a circle, one merely computes 
the sines of the angular locations of the variables. 
Loadings on the east-west dimension are the co- 
sines of the angular locations (Wiggins 65: Brough- 
ton, 1991). 

Millon (1987, p. 20) published a circumplex 
configuration of PDs that he believed represented his 
theory, although no description of the leap from his 
theory or table to the circumplex was provided. The 
angular locations for the 11 DSM PDs in Millon’s 
circumplex are reported in Table 14.4. The fit coeffi- 
cients from attempts to rotate the two-factor CFA 
structures from the data sets to the two-factor target 
matrix of sines and cosines are reported in Table 
14.5; none were significant. 

terpersonal circle, which is an orthogonal two-di- 
mensional structural representation of the universe 
of interpersonal traits that has been confirmed in 
numerous lexical and factor analytic investigations of 
trait adjectives describing interpersonal behavior 
(Wiggins, 1982). The circle is bisected by two or- 
thogonal axes, love - warmth -affiliation (horizontal) 
and dominance-status-control (vertical), which to- 
gether yield a circular array of categories or seg- 
ments in Euclidian space. The heuristic value of the 
circumplex is that it permits any given interpersonal 
trait or behavior to be interpreted as a particular 
blend of the two primary dimensions, with a corre- 
sponding angular location on the circle. Wiggins 
noted that seven of the PDs from the DSM appear to 
have substantial interpersonal components; his hy- 

The most widely discussed circumplex is the in- 
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~~~~~ 

Angular Locations (in Degrees) of Personality Disorders in Circumplex Configurations 

Romney & Widiger & Blashfield Plutchik & 
Millon Wiggins Bynner Kiesler Kelso et al. Conte 

Personality disorder (1987) (1 982) (1 989) (1 996) (1 983) (1985) (1 985) 

Schizoid 
Avoidant 
Dependent 
Histrionic 
Narcissistic 
Antisocial 
Compulsive 
Passive-aggressive 
Schizotypal 
Borderline 
Paranoid 

180 
235 
275 

10 
40 
90 

150 
345 
205 
325 

67 

225 225 205 
225 

31 5 31 5 255 
0 0 35 

135 135 55 
180 

90 21 5 
270 195 

180 180 155 

225 
225 
31 5 

0 
135 
180 
45 

270 
225 
337 
157 

135 
225 
270 
315 
31 5 

45 
195 
350 

90 
15 

165 

205 
213 
324 
65 

127 
140 
240 
21 0 
207 
115 
180 

Note.  I n  clock terms, 0) = 3:00, and 180 = 9:OO. Empty cells indicate no predictions 

pothesized angular locations of the seven PDs are re- 
ported in Table 14 4 A two-factor target loading 
matrix representing Wiggins’s predictions was de- 
rived by computing the sines and cosines of the an- 
gular locations, as described above The fit coeffi- 
cients from the targeted rotations are reported in 
Table 14 5 ,  and none were significant 

Wigginss (1982) circumplex ordering of PDs was 

also evaluated by Romney and Bynner (1989, 1997), 
who analyzed three of the same correlation matrices 
we did (Hyler & Lyons, 1988, Kass et a1 , 1985, 
Livesley &Jackson, 1986, O’Connor & Dyce, 1998) 
Their statistical technique was somewhat different, 
but they also concluded that the fit to Wiggins’s 
model was poor However, Romney and Bynner con- 
ducted supplementary analyses and found more e v -  

~~~~ 

Congruences With Target Loading Matrices for the Circumplex Configurations 

Study 

Hyler & Lyons (1 988) 
Kass et al. (1 985) 
Klein et al. (1993) 
Livesley & Jackson (1986) 
Millon (1 987)” 
Millon (1987)b 
Moldin et al. (1994): women 
Moldin et al. (1994): men 
Morey et al. (1985)a 
Morey et al. (1985)b 
Widiger et al. (1987) 
Zimmerman & Coryell (1989) 

Millon Wiggins 
(1987) (1982) 

42 43 
36 41 
26 18 
31 41 
46 45 
57 37 
33 25 
33 22 
42 46 
45 37 
57 56 
29 28 

Romney & Widiger & 
Bynner Kelso 
(1 989) (1 983) 

49 36 
54 53 
28 26 
38 41 
69 49 
64 50 
38 31 
38 29 
47 34 
54 40 
72 41 
41 23 

Blashfield 
Kiesler et al. 
(1996) (1 985) 

66 34 
54 48 
58 29 
57 26 
76 * 31 
74 * 44 
50 36 
61 27 
75* 29 
82** 36 
44 42 
53 27 

Plutchik & 
Conk 
(1 985) 

45 
38 
36 
44 
37 
40 
32 
33 
44 
46 
34 
36 

Note Decimals omitted ’= nonoverlapping item scales hoverlapping item scales * p  < 05 **p  < 01 
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O’Connor and Dyce 

dence of circularity in a subset of five PDs (but only 
for two of the three correlation matrices they exam- 
ined). Their revised circumplex model of PDs is 
identical to Wiggins’s model but excludes obsessive- 
compulsive and passive-aggressive. We therefore 
conducted targeted rotations to their model using 
CFA loading matrices derived from the intercorrela- 
tions between the five PDs. The fit coefficients are 
reported in Table 14.5, and none were significant. 

The discrepancies between our findings and 
those of Romney and Bynner (1989, 1997) were due 
to different tests for circular pattern. Their factor an- 
alytic tests were less stringent: They merely exam- 
ined whether correlations displayed the incremental 
pattern (rl > r2 > r3 > r4, etc.) required for circular 
structure, whereas our target matrices specified the 
precise angular locations of PDs on the circle, as in- 
dicated by the models. When we plotted the unro- 
tated loadings from factor analyses of the data used 
by Romney and Bynner, we found rough circular 
patterns in isolated regions of the factor spaces (see 
O’Connor & Dyce, 1998, p. 10). These rough pat- 
terns were apparently responsible for Romney and 
Bynner’s significant results. However, genuine cir- 
cumplexes did not exist because the data points for 
the circles did not fully encompass the two dimen- 
sions on which the data points were based. In other 
words, two dimensions may have existed in the cor- 
relations between the five PDs in Romney and Byn- 
ner’s model, but the PDs were not dispersed in cir- 
cular form around the two dimensions. 

of the DSM PDs on the interpersonal circle. Lexical 
analyses of the terms describing PDs and interper- 
sonal traits resulted in the circle placements listed in 
Table 14.4. (Kiesler’s predictions for the schizotypal 
and borderline PDs were not tested because they 
span nonadjacent segments of the circle, thus pre- 
venting their translation into factor loadings.) The 
targeted rotations produced congruence coefficients 
that were significant for four data sets, but the con- 
gruences were generally modest in size (e.g., below 
.SO; see Table 14.5). Targeted rotations for the sub- 
sets of PDs specified by Kiesler (e.g., for PDs from 
his “octant prototypes”) yielded congruence coeffi- 
cients that were lower than those in Table 14.5. 
However, it should also be noted that Kielser did 

Kiesler (1986, 1996) offered another arrangement 

not actually propose a circular configuration of PDs. 
Instead, he merely made predictions regarding the 
positioning of PDs on the interpersonal circle. His 
positionings resulted in many PDs being clustered 
together in the same regions of the circle instead of 
being dispersed around the circle (see the angular 
locations in Table 14.4). The slightly greater support 
for Kiesler’s hypotheses should therefore not be mis- 
construed as evidence for mild degrees of circularity. 
Kiesler also claimed that PDs vary in their interper- 
sonal intensity or distance from the origin of the in- 
terpersonal circle. However, his distance from the 
origin hypotheses was incomplete and sometimes 
varied within PDs, thus preventing tests of this addi- 
tional feature of his model. 

Other circumplex configurations of PDs have 
been proposed by Widiger and Kelso (1983); Blash- 
field, Sprock, Pinkston, and Hodgin (1985); and 
Plutchik and Conte (1985). These models were de- 
rived from reviews of the literature, ratings by clini- 
cians, or both. The angular locations of PDs speci- 
fied in these models are reported in Table 14.4, and 
none of the fit coefficients for the targeted rotations 
were significant (see Table 14.5). Finally, a three- 
dimensional interpersonal approach to PDs was pro- 
posed by Benjamin (19931, but her model could not 
be tested in this study because each PD has more 
than one high point on each dimension and the 
high points are often not adjacent (p. 394), thus 
preventing the computation of dimension loadings 
for a target matrix. 

circumplex configurations of PDs proposed to date. 
This does not mean that the primary dimensions of 
interpersonal behavior are not relevant to PDs. Some 
PDs do have notable projections in interpersonal 
space, but these projections do not form a meaning- 
ful or complete circular configuration, and other di- 
mensions are required to capture, clarify, and dis- 
criminate between the PDs (Kiesler, 1996, p. 194; 
Soldz, Budman, Demby, & Merry, 1993; Widiger & 
Hagemoser, 1997; Wiggins & Pincus, 1989). 

In summary, there is little support for the various 

Torgersen and Alnaes’s Decision Tree 
Torgersen and Alnaes (1 989) examined scores on 
PDs in relation to scores on four dimensions of per- 
sonality traits, which they labeled “reality-weak,’’ 
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“extroversion,” “oral,” and “obsessive.” Their findings 
led them to propose a decision tree for PD diagno- 
sis: One merely determines the presence or absence 
of traits on the four dimensions to arrive at a PD di- 
agnosis (although some PDs are not yet differenti- 
ated in their decision tree and have the same yes- 
no scores on all four dimensions). Their predictions 
are reported in Table 14.2 and were translated into a 
target loading matrix by (a) assigning Is to represent 
“yes” codes and 0s to represent “no” codes (by no 
Torgersen & Alnaes meant that a trait was absent, 
not that the opposite of a trait was present), (b) di- 
viding each code by the sum of the row codes, and 
[c) computing the square roots of the results. This 
procedure results in 100% of the variance accounted 
for by the row loadings for each PD. The fit coeffi- 
cients for the targeted rotations are reported in Table 
14.3 All coefficients were significant and in the 
.75-.55 range, indicating substantial, consistent, but 
less-t han-perfect congruence. 

Cloninger’s Three-Dimensional Model 
Cloninger’s (1 987) three-dimensional model is one 
of the few configurations that roots PDs in underly- 
ing biological and psychological processes. He 
claimed that three fundamental dimensions of per- 
sonality (novelty seeking, harm avoidance, and re- 
ward dependence) are associated with activity in 
three brain systems (behavioral activation, behavioral 
inhibition, and behavioral maintenance) and three 
neurotransmitters (dopamine, serotonin, and norepi- 
nephrine). Cloninger predicted the relative position- 
ings of nine PDs from I.he DSM on his three key di- 
mensions (see Cloninger, 1987, Table 8 and p. 583). 
To construct a target matrix to represent his hypoth- 
esized configuration, one needs to (a) substitute the 
values of 1.00 and -1.00 first for the “high” and 
“low” terms used by Cloninger and use 0.00 in the 
two cases where no predictions were made; (b) di- 
vide the elements in a row by the total number of 
nonzero elements in a row; and (c) use the square 
roots of the results (with appropriate signs) as the 
target loadings (see Table 14.6). This procedure en- 
sures that the percentages of variance accounted for 
by the loadings in a row add up to 100%. (Essen- 
tially identical findings emerged when target load- 
ings of 1.00 and - 1.00 were tested instead.) 

Cloninger (1987) claimed that the adaptive opti- 
mum for each dimension is in the intermediate or 
average range. It is clear from his theory that highs 
and lows on his dimensions are considered oppo- 
sites, which means lows should be given negative 
weights and should not be coded as .OO. In testing 
this model, we conducted CFAs on the correlations 
among the nine PDs specified in the model (correla- 
tions for the other two PDs were excluded). The fit 
coefficients from the targeted rotations and their sig- 
nificance levels are reported in Table 14.7. For or- 
thogonal rotations the coefficient for only one of the 
data sets was significant, whereas for oblique rota- 
tions the coefficients for five of the data sets were 
significant. However, the congruence levels remained 
slightly lower than those for the DSM cluster dimen- 
sions. 

Cloninger and Svrakic’s 
Seven-Factor Model 
Cloninger and Svrakic (1994) proposed an empiri- 
cally derived seven-factor model for all of the DSM 
PDs. The model consists of the three original Clon- 
inger factors (Novelty Seeking, Harm Avoidance, and 
Reward Dependence) and four new ones (Persist- 
ence, Self-Directedness, Cooperativeness, and Self- 
Transcendence). The first four factors are believed to 
be temperamental traits based on genetics, whereas 
the latter three factors are believed to be character 
dimensions based on aspects of self-concept as de- 
scribed by humanistic and developmental psycholo- 
gists. 

Cloninger and Svrakic (1 994) developed mea- 
sures of the seven factors, which were then adminis- 
tered to 136 psychiatric inpatients who had also 
taken from both the original and the second editions 
of the Structured Interview for DSM-111-R Personality 
Disorder. The researchers reported correlations 
among the seven factors and the numbers of symp- 
toms of individual PDs (see Cloninger & Svrakic, 
1994, p. 52, and Svrakic, Whitehead, Przybeck, & 
Cloninger, 1993, p. 995). These Pearson correlations 
were used as the target matrix in the model tests be- 
cause Cloninger and Svrakic did not make specific 
hypotheses regarding the positionings of PDs on the 
seven factors and did not report a factor loading 
matrix. The seven factors are not orthogonal, so 
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only oblique targeted rotations could be conducted. 
The congruence coefficients were all very high and 
significant (see Table 14.7). Subsets of the factors 
were then used as targets in further tests because (a) 
the extraction of seven factors from the PD correla- 
tion matrices is probably excessive, and (b) perusal 
of the correlations revealed that two of the factors 
(Persistence and Self-Transcendence) are almost un- 
related to PD symptoms, and two other factors (Self- 
Directedness and Cooperativeness) provide little dif- 
ferentiation among the PDs. A five-factor target 
consisting of the PD correlations for the first three 
factors plus Self-Directedness and Cooperativeness 
yelded congruence coefficients that were essentially 
identical to the coefficients for the seven-factor tar- 
get (see Table 14.7). The congruence coefficients 
from rotations to four-factor targets, consisting of the 
first three factors plus either Self-Directedness or 
Cooperativeness, were slightly lower but still very 
high and consistently significant (almost identical 
findings emerged, regardless of whether Self-Direct- 
edness or Cooperativeness was used as the fourth 
factor; the four-factor coefficients in Table 14.7 are 
based on Self-Directedness). Congruence coefficients 
from rotations to a target consisting of the first three 
factors produced slightly lower but still high and 
significant congruences that were comparable with 
those obtained for the FFM (see Table 14.7). It is 
also worth noting that the PD correlations with the 
first three factors do not greatly resemble the theory- 
based predictions of Cloninger (1987). The factor 
congruence coefficients computed for comparisons 
of the theory-based target matrix with the Pearson 
correlations were .77, .46, and .47. 

The Five-Factor Model 
The dimensions of the FFM-Neuroticism, Extra- 
version, Openness to Experience, Agreeableness, and 
Conscientiousness-are assumed to underlie both 
normal and abnormal personality characteristics. Ab- 
normal personalities are viewed as “maladaptively 
extreme variants of the five basic factors of personal- 
ity” (Widiger et al., 1994, p. 41; see also Widiger & 
Costa, 1994). It has therefore been argued that PDs 
can be understood in terms of their relative posi- 
tionings on the five primary dimensions. In our 
model-testing review (O’Connor & Dyce, 1998), we 

devised two target matrices to assess the degree of 
support for the FFM. One target matrix was derived 
from the review of the literature conducted by Widi- 
ger et al., and the other target matrix was derived 
from data we collected on the FFM and PDs. 

Widiger et al. (1994) conducted an extensive re- 
view of the DSM PD diagnostic criteria and of the 
clinical literature on PDs and outlined the predicted 
relationships with the FFM in tabular form (p. 42). 
However, their predictions were for facets of the 
each of the five factors, not for the broader domains 
or dimensions. Target loadings for domains were 
computed from their facet predictions as follows: 
We first counted the number of PD facet predic- 
tions for each domain (six facets in each domain); 
the PD counts for the domains-factors were then 
divided by the sum of the row counts; the square 
roots of the results were computed and given posi- 
tive or negative signs to reflect high or low pre- 
dicted loadings. This procedure results in 100% of 
the variance accounted for by the loadings in a row. 
The resulting target loading matrix is reported in Ta- 
ble 14.6, and the fit coefficients for the targeted ro- 
tations are reported in Table 14.7. The coefficients 
were consistent, and all were significant, although 
the levels of fit were less than perfect. The lowest 
individual factor congruences (in the .2 1 - .57 range) 
were for the Openness dimension, a finding that 
was consistent across PD data sets. The FFM target 
matrix derived from Widiger et al.3 review of the lit- 
erature thus provided relatively impressive degrees 
of fit with extensive PD data gathered from indepen- 
dent sources, although there is still room for im- 
provement. 

We also assessed the degrees of fit for a target 
matrix derived from empirical data. We used data 
that we collected (Dyce & O’Connor, 1998) because, 
surprisingly, a FFM loading matrix for the DSM PDs 
had not yet been published. These data was based 
on scores from the Revised NEO Personality Inven- 
tory (NEO-PI-R; Costa & McCrae, 1992) and the 
third edition of the MCMI (MCMI-111; (Millon, 
1994) obtained from 614 college students. We com- 
puted five-factor domain scores for the NEO-PI-R 
and PD scores from the nonoverlapping item scales 
of the MCMI-111 and conducted a PCA with varimax 
rotation on the scale intercorrelations. CFA was also 
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conducted, but the loadings for the FFM variables 
were more dispersed across factors than was the 
case for the PCA loadings; PCA has been the more 
frequently used analytic technique in other FFM re- 
search. The target loadings for the model tests were 
the PD loadings on the five components (see Table 
14.6). The fit coefficients for the targeted rotations 
are reported in Table 14.7. and all were significant 
(the coefficients were essentially identical for target 
matrices based on PCA and CFA). As a group, the 
coefficients indicated better overall fit than was ob- 
tained in any of the other model tests, although 
there is still room for improvement. The lowest fac- 
tor congruences were once again for the Openness 
dimension, with the other factor congruences being 
consistently high. The FFM thus generally appears 
consistent with existing, independently assessed PD 
data sets. 

A Four-Factor Model 
Even though the findings above for the FFM are en- 
couraging, the extraction of five factors or more 
from the correlation matrices for just 11 PDs may be 
excessive. Smaller PD factor solutions are the norm 
in the I’D literature, although these solutions are 
typically based on questionable procedures for deter- 
mining the number of factors (e.g., the eigenvalues- 
greater-than-one rule). Two more highly recom- 
mended tests for determining the number of factors, 
parallel analyses (using 1,000 random data sets) and 
Velicer’s Minimum Average Partial Test (Zwick & Ve- 
licer, 1986), were therefore conducted on the corre- 
lation matrices listed in Table 14.1. The results indi- 
cated I he existence of between one and four factors, 
depending on the test and data set, with a norm of 
two to three factors. Extractions of five components 
or more would be excessive in every case. 

In a review of personality structure and psycho- 
pathology, Watson et a1 (1994) concluded that four 
factors from the FFM were most relevant. There 
were no high-loading PDs on the excluded factor, 
Openness to Experience in our (Dyce & O’Connor, 
1998) data (see Table 14.6); this factor also had 
lower factor congruences in the model tests. This di- 
mension may be important to understand nonclini- 
cal personality characteristics, but the degree of dif- 
ferent-iation that it provides among the 11 PDs in 

the DSM is arguably minimal, although it may be 
important to as-yet-undiscovered PDs. We also 
found that the eigenvalues for the fourth factor and 
its components were low for some of the PD corre- 
lation matrices, but the fourth dimension should 
probably be retained. It typically has only one high- 
loading PD, compulsiveness, which does not load 
strongly on any other factor-component (a finding 
replicated in our data; Dyce & O’Connor, 1998; also 
see Table 14.6). A PCA with varimax rotation was 
therefore conducted again on the NEO-PI-R and 
MCMI-111 data from Dyce and O’Connor, cxcluding 
Openness, and the results are reported in Table 
14.6. Four-factor PCAs were then conducted on the 
PD correlation matrices, and targeted rotations to 
the PD loadings in Table 14.6 produced fit coeffi- 
cients highly similar to those for the FFM (see Table 
14.7). 

Cloninger and Svrakic’s (1994) model and the 
FFM are both based on the assumption that a rela- 
tively small number of basic personality dimensions 
exist and can be found in both normal and clinical 
populations, which are presumed to differ yuantita- 
tively, not qualitatively. Substantial degrees of simi- 
larity between the two models should therefore be 
expected and have in fact been observed. Cloninger 
and Svrakic also administered the NEO-PI in their 
data collection and reported high degrees of overlap 
between their seven factors and the FFM domain 
scores. The multiple correlations predicting the FFM 
variables from the seven factors were .84 for Neurot- 
icism, .79 for Extraversion, .46 for Openness, .69 
for Agreeableness, and .57 for Conscientiousness. 
The two measurement devices are not identical, but 
to a large extent, they seem to be merely giving dif- 
fering views on the same structure. A targeted rota- 
tion of the FFM matrix from our other work (Dyce 
& O’Connor, 1998, p. 35, Table 14.7) to the five- 
factor Cloninger and Svrakic matrix described above 
yielded an overall congruence coefficient of .95 (p < 
.ooo 1). 

Discussion 
The tests above were powerful, support-seeking at- 
tempts to find the views on the PD correlational 
structures that were most consistent with the PD 
configuration models. The level of fit with other 
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data sets achieved by the three-dimensional DSM 
configuration proved to be a challenging standard. 
The fit levels for all circumplex models and for Mil- 
ion's biosocial learning theory fell below this stan- 
dard and were rarely statistically significant. For Mil- 
lon’s (1987, 1990, 1994) original model, an 
alternative, better fitting representational matrix was 
found, but it requires important adjustments to the 
original theory. The fit levels for Cloninger’s (1987) 
tridimensional theory were moderate, and the fit 

levels for Torgersen and Alnaes’s (1989) four- 
dimensional model were generally similar to those 
for the DSM configuration. The highest and most 
consistent levels of fit were obtained for the FFM 
and for Cloninger and Svrakic’s (1994) seven-factor 
model. The levels of fit for these models surpassed 
the fit levels for the DSM cluster dimensions. How- 
ever, extraction of five factors or more from existing 
PD correlation matrices is probably excessive, and 
four factors provide comparable degrees of differen- 
tiation among the PDs and similar levels of fit to the 
data. 

In one sense, our (Dyce & O’Connor’s, 1998) 
FFM and Cloninger and Svrakic’s (1994) model had 
an unfair advantage in the competition. The target 
matrices for these models were based on actual PD 
data, whereas the targets for the other models were 
based largely on clinical observations and theoretical 
speculation. There seems to be less risk in claiming 
that PDs should display alignments with normal 
personality traits and then use the observed align- 
ments to specify the details of the target that repre- 
sents the model. This simple strategy was neverthe- 
less effective and could be used by supporters of 
other models. 

The FFM and Cloninger and Svrakic’s (1994) 
model both provide high levels of fit to the PD data, 
so it is not surprising that the two models are highly 
similar. In fact, one configuration can be rotated to 
align with the other quite closely. The evidence for 
Cloninger and Svrakic’s configuration was neverthe- 
less slightly stronger than the evidence for the FFM 
dimensions. Further research is obviously required 
to identify similarities and differences among the 
two models. Some of the differences between the 
two targets may account for the slightly different 
findings, The target for Cloninger and Svrakic’s 

model was based on clinical respondents who had 
been through the third edition, revised, of the DSM 
(DSM-HI-R; American Psychiatric Association, 1987) 
PD interviews, whereas the FFM target was based on 
student respondents who completed a self-report 
measure of PDs. There may also be important 
breadth-of-measurement differences between Clonin- 
ger and Svrakic’s measure of basic personality di- 
mensions and the NEO-PI-R measure of the FFM. 
The NEO-PI-R analyses were based on the five 
broad domains of the FFM. PDs may be more spe- 
cific phenomenon that are only roughly tapped by 
domain scores (Dyce & O’Connor, 1998). Clonin- 
ger’s measure has been less extensively researched; it 
could yield slightly stronger findings if it assesses 
traits at the same level as PDs in the general-versus- 
specific hierarchy. 

One disadvantage with Cloninger and Svrakic’s 
(1994) model is that it provides less differentiation 
among PDs than does the target based on the FFM. 
The lack of differentiation has been a long-standing 
problem in the assessment and diagnosis of PDs. For 
example, between 67% and 85% of patients who 
meet the criteria for one PD, using modern assess- 
ment instruments, also meet the criteria for at least 
one other PD (Clark, Livesley, & Morey, 1997; Stu- 
art et al., 1998). In fact, people who meet the crite- 
ria for at least one PD typically meet the criteria for 
three or four PDs (Widiger & Sanderson, 1995, p. 
381). There may be genuine comorbidities between 
PDs, but the observed comorbidity levels are almost 
certainly excessive and are due, at least in part, to 
problems in PD conceptualization and assessment. 
Models of PD configuration that provide more differ- 
entiation would therefore be more useful than mod- 
els that provide less differentiation. 

We therefore quantified the degrees of differentia- 
tion provided by the FFM and by Cloninger and 
Svrakic’s (1994) model, instead of merely making 
eyeball judgments of the coefficients in the two tar- 
get matrices. The quantification procedure involved 
comparing the target matrix coefficients for each PD 
with the target matrix coefficients for every other 
PD. Specifically, the sums of the absolute values of 
the differences among the target matrix coefficients 
for pairs of PDs were computed. These sums for the 
PD-to-PD comparisons represent the degrees of dis- 
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persion between the PDs across the multivariate 
space defined by a given target matrix. There are 10 
PDs, which means that a sum for each of 55 PD-to- 
PD comparisons should be computed. We then cal- 
culated the total of the 55 sums to arrive at a total 
dispersion index for each configuration model. The 
total degree of dispersion for the FFM configuration 
was 24% higher than the total dispersion for Clon- 
inger and Svrakic’s seven-factor model (the actual 
values were 79.7 and 64.2). In other words, the ad- 
ditional dispersion provided by the two extra di- 
mensions in Cloninger and Svrakic’s matrix still re- 
sulted in notably less overall differentiation than that 
for the FFM. The total degree of dispersion for the 
four-factor configuration derived from the FFM (as 
described above) was 57% higher than the total dis- 
persion index for the four-factor model derived from 
Cloningcr and Svrakic’s data (the actual values were 
71.6 and 45.7). These findings confirm that the 
FFM provides greater differentiation among PDs 
than docs Cloninger and Svrakic’s model. 

Unfortunately, the greater differentiation provided 
by the FFM almost certainly reduced the magnitude 
of the fit coefficients from the targeted rotations for 
this model. Least squares deviations from targeted 
rotations are greater when there are greater discrep- 
ancies between elements in a target matrix. One 
must therefore weigh the slight difference in degrees 
of support for the two configurations in relation to 
the more substantial difference in degrees of differ- 
entiation ihat the models provide. 

The PD configurations most strongly supported 
in this review were the two based on attempts to 
identify basic dimensions of personality existing in 
both clinical and nonclinical populations. Some cli- 
nician psychologists (e.g., Ben-Porath & Waller, 
1992; Butcher & Rouse, 1996) have expressed 
doubts that models of nornial personality character- 
istics are sufficiently comprehensive to incorporate 
clinical phenomena such as PDs. However, the re- 
sults of our model testing review indicate that the 
structures in PD data for both clinical and nonclini- 
cal samples are well captured by the FFM and by 
Cloninger and Svrakic’s (1994) model of normal 
personality characteristics. In fact, models of PD 
configuration based on clinical speculation (Millon’s, 
1987, 1990, 1994, 1996, models and the DSM clus- 

ters) provided lower levels of fit to the PD data than 
did the models of normal personality characteristics. 
Furthermore, the PD structures in data from clinical 
and nonclinical samples are essentially identical. 
Normal and abnormal personalities (and normal and 
abnormal personality characteristics) exist in the 
same universe of basic psychological dimensions. 
The differences between clinical and nonclinical 
populations are matters of extremity and degree, at 
least in the case of PDs. 

A TEST OF FIVE-FACTOR MODEL 
FACET-LEVEL PREDICTIONS 

The research above clearly indicates that the repre- 
sentation of the PD dimensions and interrelation- 
ships provided by the FFM provides a reasonably 
accurate representation of the PDs. The focus of our 
work therefore shifted from broad comparisons of 
PD configuration models to the more specialized 
predictions that have been made regarding the FFM 
and PDs. 

There have been numerous reports of associa- 
tions among PDs and measures of the FFM (Ball, 
Tennen, Poling, Kranzler, & Rounsaville, 1997; 
Coolidge et al., 1994; Costa & McCrae, 1990; 
Duijsens & Diekstra, 1996; Hyer et al., 1994; 
Lehne, 1994; Soldz et al., 1993; 71111, 1992; 
Wiggins & Pincus, 1989; Yeung, Lyons, Waternaux, 
Faraone, & Tsuang, 1993). The findings are surpris- 
ingly consistent, especially given the variety of sam- 
ples (e.g., clinical, community) and methods (inter- 
views, self-reports, expert ratings) used. However, 
some researchers have claimed that the magnitudes 
of the overall relationships seem noticeably weaker 
than the strong claims made by supporters of the 
FFM and that reducing the various forms of person- 
ality pathology to five factors is an oversimplification 
(Clark, 1993; Coolidge et al., 1994; Schmidt, Wag- 
ner, & Kiesler, 1993; Yeung et al., 1993). 

The primary retort to these objections is that a 
distinction should be made between domains and 
facets of the FFM (Costa & McCrae, 1992, 1995; 
Widiger & Costa, 1994; Widiger & Trull, 1992). Re- 
searchers have thus far measured only the broad, 
higher order, domain-level aspects of the five dimen- 
sions and have not examined PDs in relation to the 
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more numerous lower order facets of each dimen- 
sion. A focus on facets should increase specificity 
and discrimination between PDs and provide the 
richer descriptions preferred by clinicians. For exam- 
ple, on the Neuroticism dimension, paranoid PD in- 
dividuals may be higher on the hostility facet, 
whereas schizotypal individuals may be higher on 
the depression, self-consciousness, and vulnerability 
facets. Furthermore, analyses at the facet level might 
reveal stronger relationships because the contribu- 
tion of any single, important facet is submerged and 
diluted in broader domain scores (Ashton, Jackson, 
Paunonen, Helmes, & Rothstein, 1995; Costa & Mc- 
Crae, 1995). 

Specific predictions regarding PDs and facets of 
the FFM were made by Widiger (1993) and Widiger 
et al. (1994). They assembled descriptions of DSM- 
111-R PD diagnostic criteria and associated features as 
well as descriptions of PDs in the clinical literature. 
They then compared these descriptions with the fac- 
ets of the FFM assessed by the NEO-PI-R (Costa & 
McCrae, 1992). We tested the predictions that re- 
sulted from these efforts and sought to determine 
whether facet-level analyses increase the discrimina- 
tion between PD scores and produce stronger effect 
sizes. Our methods and results are described below 
(a more detailed presentation can be found in Dyce 
65 O’Connor, 1998). 

Sample and Procedure 
The participants (N = 614) were 427 female and 
187 male undergraduates solicited from two univer- 
sities in different regions of Canada. They were pre- 
dominantly Caucasian, and the average age was 22 
years (range = 18-45 years). Participants completed 
the NEO-PI-R, which provides scores on six facets 
for each of the Big Five dimensions. Domain scores 
were computed by summing scores on the relevant 
facets. Participants also completed the MCMI-111, 
which provides scores for the 10 official PDs in the 
DSM and four additional PDs (depressive, passive- 
aggressive, self-defeating, and sadistic). We com- 
puted raw PD scale scores derived from the proto- 
typal, nonoverlapping items, which were designed to 
directly reflect the content of DSM criteria (Millon, 
1994, p. 1). Participants completed the MCMI-Ill 

and NEO-PI-R individually or in small groups out- 
side of class times. 

Results 
Preliminary analyses revealed high degrees of simi- 
larity between the scale intercorrelations from our 
sample and those reported in the NEO-PI-R and 
MCMI-Ill test manuals. For example, for the NEO- 
PI-R, the factor loadings for five varimax-rotated 
principal components derived from correlations be- 
tween the 30 facet scales were highly congruent 
with the factor loadings reported by Costa and Mc- 
Crae (1992, p. 44). The lowest factor congruence 
coefficient was .95. Similarly, although a factor load- 
ing matrix was not published in the manual for the 
MCMI-111, a comparison of the MCMI scale intercor- 
relation matrix from our data with the scale inter- 
correlation matrix from the manual revealed that the 
two matrices were almost identical. The correlation 
between the two sets of ?-transformed correlations 
was .98, and the root mean square residual, which 
is an index of the average difference in size of the 
coefficients, was very low (.12), In other words, the 
correlational structure of the measure of PDs was 
well replicated in our nonclinical sample, which 
should increase confidence in the generalizability of 
our facet-level findings to clinical samples. 

A joint PCA with varimax rotation was then con- 
ducted on the NEO-PI-R facet and MCMI-Ill PD 
scale scores. The loadings (see Dyce & O’Connor, 
1998, p. 35) indicated that the facets from the same 
domain of the FFM loaded most strongly on their 
proper dimensions. The loadings also confirmed that 
to a considerable degree, the various PDs are differ- 
ent blends of the five dimensions. However, there 
was minimal differentiation between the depressive 
and self-defeating PD scores, and there were no high 
PD loadings for the Openness dimension. There was 
only one high loading on Conscientiousness, but the 
dimension is nevertheless important because the 
high-loading PD scale, obsessive-compulsiveness, 
did not load strongly on any other dimension. 

Pearson correlation coefficients were then com- 
puted between the facets and PD scales (see Table 
14.8). (There were a small number of missing minus 
signs in our Table 2 correlations; O’Connor & Dyce, 
1998; however, the errors have been corrected in 
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this chapter’s Table 14.8.) Widiger et a1.k facet-level 
predictions are also listed in Table 14.8 for compari- 
son with the obtained correlations. One difficulty in 
evaluating support for Widiger et a1.S high and low 
predictions (low implies a negative relationship, not 
the absence of a relationship) is that they did specify 
effect sizes. Using statistical significance as the crite- 
ria for- evaluating support for the predictions re- 
quired an application of the Bonferonni adjustment 
of the significance level due to the large number of 
tests. The adjusted significance level was ,0001 (.05/ 
490), which required that correlations be greater 
than ,151 to be significanl.. Overall support for the 
predictions was high: 94 of 150 predicted relation- 
ships (63%) were significant. At the bottom of each 
column of correlations in Table 14.8, we report the 
numbers of significant predictions for each PD. The 
strongest support emerged for the schizoid, antiso- 
cial, borderline, avoidant, passive-aggressive, and 
sadistic PD predictions, whereas only modest sup- 
port ( in  the 50% range) emerged for the narcissistic, 
dependmt, and obsessive-compulsive PD predic- 
tions. Also noteworthy is the number of significant 
but noripredicted relationships that emerged: The 
correlations for 123 of the 275 cases (45%) reached 
significance where no predictions were made. 

Another important pattern that can be discerned 
from the correlations in Table 14.8 is the tendency 
for domain-level correlations to be roughly similar 
to the correlations for the strongest facets in each 
domain. However, this tendency is not completely 
consistent. When most of the facets in a domain 
had lou. correlations for a given PD (e.g., the corre- 
lations for Openness) or when the facet correlations 
had different signs (e.g., the correlations between 
histrionic I‘D and facets of Conscientiousness), then 
the domain-level correlations tended to be weaker 
and less similar to the strongest facet-level correla- 
tions. 

ther evaluate the relative iniportance of domains and 
facers to I’D scores. Two regression equations were 
computed for each PD scale: one for the five do- 
mains and one for the 30 facets. The predictor-entry 
significance level was set at ,0001 for all equations. 
The facet equations provided better discrimination 
between PDs than the domain equations (see Table 

Stepwise regressions were also conducted to fur- 

14.9). In many cases, at least two facets from a do- 
main were significant predictors, and [he important 
facets from a domain for one PD were generally not 
the same important facets from that domain for 
other PDs. For example, Neuroticism was an impor- 
tant domain for most PDs, but the facets of Neuroti- 
cism and their relative weights varied across PDs. 

This apparent increase in differentiation among 
PDs provided by facet-level analyses was confirmed 
by the total dispersion indices (described above) for 
domains and facets. The dispersion computations 
in this case were conducted on the Fisher’s z- 
transformed correlation coefficients for the FFM do- 
mains and facets. The dispersion index for the facet- 
level analyses was 360% higher than the dispersion 
index for the domain-level analyses (the actual val- 
ues were 584 and 128). Of course, the greater dis- 
persion is based on a sixfold increase in the number 
of predictors ( 5  domains vs. 30 facets), but the in- 
crease is nevertheless important. 

In our original report, we noted that the stepwise 
regression multiple Rs for the facet equations were 
only slightly higher than the multiple Rs tor the do- 
main equations (Dyce & O’Connor, 1998. p. 41). 
We therefore concluded that facet-level analyses do 
not noticeably increase the amount of variance ac- 
counted for in PD scores relative to domain-level 
analyses. However, the analyses on which this find- 
ing is based were stepwise regressions with stringent 
predictor-entry criterion. The variance accounted for 
issue is more properly addressed by comparing the 
domain and facet R’ values derived from regular 
multiple regressions using all of the predictors. 
These analyses revealed that the mean RL value from 
regressions predicting PD scores from the five do- 
main scores was .37. The corresponding value for 
the facet-level analyses was .46, which is 21% 
higher. Facet-level analyses thus do provide notable, 
although not large, increases in PD variance ac- 
counted for relative to domain-level analyses. 

Discussion 
Widiger (1993) and Widiger et al. (1994) provided 
the first and so far only predictions for how PDs 
might be related to facets of the FFM. Our findings 
indicated that 63% of their 150 predicted relation- 
ships were statistically significant. Widiger et al. did 
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O’Connor and Dyce 

Stepwise Regression Coefficients for NEO-PI-R Domains and Facets Predicting Personality 
Disorder Scores 

NEO-PI-R domains NEO-PI-R facets 
Personality disorder (standardized betas) (standardized betas) 

Paranoid .33 N -.38 A .28 N2 -.15 E2 -.32 A1 
Schizoid -.47 E .20 N3 -.21 E l  -.31 E2 
Sch izotypal .45 N .I8 0 -.22A .43 N3 -.I7 E2 . I 8  02 -.25A2 
Antisocial -.40A -.28 C -.40 A2 -.35 C6 
Borderline .61 N -.21 A .59 N3 -.23A4 -.16 C6 
Histrionic .61 E .37 El .23 E3 . I 6  E5 -.14A5 
Narcissistic .20 0 -.43 A -.19 A2 -.41 A5 
Avoidant .52 N -.30 E .39 N3 .31 N4 -.24 E2 
Dependent 5 9  N .22 A .23 N3 .21 N4 .26 N6 .19 A4 
Obsessive-compulsive - . I7  E .65 C -.14 01 .24 C2 .16 C3 .24 C5 .17 C6 
Passive-aggressive (neg.) .50 N -.28 A .36 N2 .32 N3 -.16A2 
Self-defeating 5 9  N .55 N3 -.16 A1 

Sadistic .27 N -.47 A .40 N2 -.32 A2 
Depressive .68 N -.13 E .13 N2 .69 N3 

Note. NEO-PI-R = Revised NEO Personality Inventory; N = Neuroticism, E = Extraversion, 0 = Openness to 
Experience, A = Agreeableness, C = Conscientiousness; neg. = negative. See Table 14.8 to decode the other 
abbreviations. p < ,0001 for all coefficients 

not make predictions regarding the magnitudes of 
their expected effects, and many of the relationships 
we observed were modest in size. But the many 
small effects do combine to produce substantial 
overall effect sizes, which is consistent with the as- 
sumption that PDs are different blends of the FFM 
and its facets. The more impressive combined effects 
are also due to a large number (123) of significant 
relationships not predicted by Widiger et al. In our 
reading, their predictions were not carved in stone. 
Rather, their apparent intentions were to stimulate 
research on PDs and facets of the FFM and to pro- 
vide guidelines and best guesses based on existing 
knowledge. Some of their hypotheses may have to 
be revised, and many other relationships may have 
to be added to the picture, but overall support for 
the general endeavor is strong. 

We expected stronger effect sizes for facet-level 
analyses on the basis of the assumption that stronger 
relationships may have remained hidden in the stud- 
ies in which researchers examined PD-FFM rela- 
tionships only at the domain level. The findings in- 
dicate a notable but modest 24% overall increase in 
effect size for facet-level relationships over domain- 

level relationships. Domain-level effects are diluted 
and fail to represent the importance of some facets 
in the domain only when a small number of facets 
from a domain are related to a PD or when the fac- 
ets from a domain differ in the nature of their rela- 
tionship with a PD. In other words, only occasion- 
ally is it true that domain-level relationships 
misrepresent and underestimate the importance of a 
personality dimension to PDs. 

A more important finding is that facet-level anal- 
yses provide greater discrimination among PDs than 
domain-level analyses. Two PDs may have roughly 
the same domain-level relationship with a FFM di- 
mension; but in most cases, either different facets of 
the dimension were responsible for the similar over- 
all relationship or the relative weights of the facets 
varied across PDs. More generally, when any two 
PDs are compared across the five dimensions, facets 
can be found to distinguish among them. The pri- 
mary exceptions to this rule are the highly similar 
facet correlations for two proposed PDs that do not 
appear in the DSM-IV but are measured by the 
MCMI-111 (depressive and self-defeating). However, 
the stepwise regression analyses revealed at least 
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some discrimination between these two similar PD 
scales. Facet-level analyses thus substantially increase 
specificity and discrimination between PDs and pro- 
vide a basis for the richer descriptions of PDs that 
are preferred by the FFM critics and clinicians who 
claim the model is excessively simple. 

There is one sense in which the FFM may actu- 
ally be too complex. When correlations among just 
PD scores were factor analyzed in other work (see 
Widiger & Costa, 1994, for a brief review and a 
list of references), only three or four dimensions 
are typically found. Furthermore, the number-of- 
components analyses on the PD correlation matri- 
ces described in Table 14.1 revealed even fewer 
components (typically two or three, as reported 
above). Five orthogonal PD factors have never been 
reported in other work, and the fourth factor that 
has been reported seems to be tentative and weak. 
Our findings indicate that the FFM dimension 
Openness to Experience is not strongly represented 
in PD scores. None of the PD scales loaded 
strongly on the Openness dimension in our data 
(see Table 14.6, and Dyce & O’Connor, 1998, p. 
35). The same phenomenon can be discerned in re- 
ports of domain-level correlations among the FFM 
and PUS (Ball et al., 1997; Coolidge et al., 1994; 
Costa & McCrae, 1990, Duijsens & Diekstra, 1996; 
Hyer et a]., 1994; Lehne, 1994; Soldz et al., 1993; 
Trull, 1992; Wiggins & Pincus, 1989; Yeung et al., 
19931. 

Watson et al. (1994) also concluded that on the 
basis of domain-level research, only four factors 
from the FFM were relevant and that Openness 
seemed unimportant. However, our findings again 
indicate the importance of distinguishing among 
facet- and domain-level findings. The facet-level re- 
lationships reported in Table 14.8 indicate that par- 
anoid and avoidant PD scores were associated with 
lower scores on the actions facet of Openness; 
schizoid PD scores were associated with lower 
scores on openness to feelings; and histrionic 
scores were associated with higher scores on open- 
ness to feelings. Thus, whereas broad domain-level 
analyses indicate a small role for Openness, facet- 
level relationships on the Openness dimension are 
useful in providing richer descriptions and finer 
discriminations among PDs. The relatively few such 

associations apparently prevent the Openness di- 
mension from appearing important in domain-level 
analyses. 

CONCLUSION 

It is our belief that the success of the FFM as a gen- 
eral dimensional model of personality characteristics 
has generated unrealistically high expectations for 
the model. These high expectations have, in turn, 
resulted in misunderstandings and fuel for critics. 
For example, the findings above strongly suggest 
that the FFM is a “comprehensive” model. In fact, it 
seems overly comprehensive, given that fewer than 
five dimensions exist in PD intercorrelation matrices. 
However, the danger of the comprehensiveness argu- 
ment is that it creates the expectation that all or 
most of the variance in PDs should be accounted for 
by the five factors, which is clearly far from true. As 
well, clinicians often seem to think (yet are reluctant 
to believe themselves) that scores on just five di- 
mensions are supposed to provide comprehensive 
descriptions of the complex disordered personalities 
they encounter in their work (Ben-Porath & Waller, 
1992; Butcher & Rouse, 1996). This expectation is 
also not realistic or consistent with the nature of the 
FFM. Dimensional models, whether of DSM clusters 
or the five factors, were designed to simplify com- 
plex worlds. They do so by focusing attention on 
the small numbers of primary, underlying continu- 
ums. There is almost always a loss of richness and 
detail in these endeavors. The variations in PD 
scores not captured by dimensional models such as 
the FFM are scale-specific (and error) variances. 
These scale-specific variances may provide richness 
and detail in describing individual PDs, but they are 
not sufficiently important to constitute “dimensions” 
that can be identified by modern statistical proce- 
dures. It is therefore inappropriate to expect dimen- 
sional models to provide richness and detail, when 
their original purpose was to simplify the complex 
world created by all the richness and detail in the 
first place. 

The adequacy of the FFM as a configurational 
model of PDs cannot be evaluated by a reference to 
percentages of variance accounted for and perhaps 
not even by a reference to the degrees of differentia- 
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tion provided among PDs. The adequacy of the FFM 
can be evaluated by comparisons with other dimen- 
sional models and by an assessment of the degrees 
of fit with real PD data. Our model comparison tests 
indicated that the FFM was highly successful on 
both counts. In this context, i t  was probably even 
unreasonable to expect facet-level analyses to in- 
crease substantially the variance accounted for in 
PDs or for there to be high levels of differentiation 
among PDs in these analyses. The ceilings for de- 
grees of differentiation and percentages of accounted 
for variance are low for dimensional models. The 
emerging FFM PD findings are thus remarkable. 
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C H A P T E R  1 5  

PERSONALITY TRAIT CHARACTERISTICS 
OF OPIOID ABUSERS WITH AND 

WITHOUT COMORBID 
PERSONALITY DISORDERS 

Robert- K. Brooner, Chester W Schmidt, ]K, and JeJrey H. Herbst 

This chapter examines the relation between normal 
personality traits and specific Axis I1 personality 
disorder diagnoses obtained in a sample of opioid 
abusers. We describe several personality diagnostic 
categories of the third edition, revised, of the Diag- 
nostic and Stalistical Manual of Mental Disorders 
(DSM-III-R; American Psychiatric Association, 
1987) from the perspective of the five-factor model 
(FFM) of personality. First, we compare the person- 
ality traits of drug abusers with and without com- 
orbid personality disorder. Second, we examine the 
personality traits of drug abusers with specific Axis 
11 diagnoses in relation to empirically derived hy- 
potheses regarding the personality traits of these 
conditions (see Widiger et al., chapter 6, this vol- 
ume). 

Drug abusers typically have higher rates of per- 
sonality disorder compared with the normal popu- 
lation (Blume, 1989). The prevalence of personality 
disorder among drug abusers has ranged from 65% 
to 90%, with antisocial personality disorder (ATS) 
representing the most frequent diagnosis (Khan- 
tzian & Treece, 1985; Kosten, Kosten, & Rounsa- 
ville, 1989; Kosten, Rounsaville, & Kleber, 1982; 
Rounsaville, Weissman, Kleber, & Wilber, 1982). In 
addition, many drug abusers satisfy the criteria for 
multiple personality diagnoses. For instance, Kosten 
et al. (1982) found that 68% of 384 opiate abusers 
met the DSM-III-R criteria for an Axis I1 disorder, 
with 24% meeting criteria for two disorders or 
more. Khantzian and Treece reported similar find- 
ings in their study of 133 narcotic abusers. Of 
these patients, 65% ( n  = 86) satisfied DSM-III-R 

criteria for at least one personality disorder diagno- 
sis. 

Other studies have assessed the personality traits 
of drug abusers from a dimensional perspective. 
For example, three studies used the Adjective 
Check List (ACL) to describe the personality trait 
characteristics of drug abusers (Craig, 1988; Kil- 
mann, 1974; Sutker, Patsiokas, & Allain, 1981). 
These studies characterized drug abusers as head- 
strong, impulsive, competitive, aggressive, and 
markedly indifferent to the concerns of others. 
Reith, Crockett, and Craig (1975) used the Ed- 
wards Personal Preference Schedule to compare the 
personality traits of drug-abusing criminal offenders 
with those of non-drug-abusing offenders. The 
drug-abusing offenders were significantly more im- 
pulsive and aggressive and less persistent in tasks 
compared with the non-drug-abusing offenders. 
These studies identified several personality trait di- 
mensions common among drug abusers (e.g., im- 
pulsiveness, aggressiveness). However, they provide 
no information on the relation of drug abuse and 
Axis I1 comorbidity to a comprehensive taxonomic 
framework of normal personality traits. 

Brooner, Herbst, Schmidt, Bigelow, and Costa 
(1993) used the NEO Personality Inventory (NEO- 
PI; Costa & McCrae, 1985, 1989) to examine com- 
prehensively the normal personality traits of 203 
opioid abusers. Patients were diagnostically catego- 
rized according to the DSM-III-R Axis I1 conditions 
into four groups: (a) pure antisocial group (ATS 
with no additional Axis 11 diagnosis), (b) mixed an- 
tisocial group (ATS plus another Axis I1 diagnosis), 
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(c) other Axis I1 group (Axis 11 diagnosis other than 
ATS), and (d) non-Axis I1 group (no personality 
disorder). The mixed ATS group had a significantly 
higher level of Neuroticism compared with the 
pure ATS group. As suggested in a review article by 
Alterman and Cacciola (1991), ATS drug abusers 
with other personality diagnoses were significantly 
more prone to emotional distress and instability 
compared with drug abusers with ATS only. Not 
surprisingly, the mixed ATS group and the other 
Axis I1 group both scored higher in Neuroticism 
than did the non-Axis 11 group. The mixed ATS 
group also reported lower levels of Agreeableness 
(i.e., more interpersonal antagonism) than did the 
non-Axis I1 and the other Axis I1 groups. Finally, 
no significant group differences were found on the 
Conscientiousness, Extraversion, or Openness to 
Experience personality domains. 

In this chapter, we further examine the NEO-PI 
profiles of opioid drug abusers to determine the 
personality characteristics of several diagnostic sub- 
groups not described in the earlier report (Brooner 
el al., 1993). First, the mean NEO-PI personality 
profile of the 203 drug abusers is compared with 
the NEO-PI normative sample. Second, the person- 
ality profiles of drug abusers with no personality 
disorder diagnosis (non-Axis I1 group) are com- 
pared with those of drug abusers with any Axis 11 
disorder (Axis 11 group) and with those of the 
NEO-PI normative sample. Third, the NEO-PI per- 
sonality profiles of pure ATS, pure avoidant (AVD), 
pure borderline (BDL), and pure paranoid (PAR) 
drug abusers are examined in relation to empiri- 
cally derived hypotheses regarding the personality 
traits of these conditions (see Widiger et al., chap- 
ter 6). Finally, the case history and treatment per- 
formance of three drug abusers with ATS, AVD, or 
BDL are discussed with respect to their standing on 
normal personality trait dimensions. 

As noted earlier, Widiger et al. (chapter 6) char- 
acterize the DSM-IV personality disorders from the 
perspective of the FFM. They describe the defining 
(i.e,, core) features and associated features of the 
Axis I1 diagnoses in terms of domains and facet 
scales of the five basic dimensions of normal per- 
sonality as operationalized by the NEO-PI. Table 
15.1 presents an adaptation of this translation of 

NEO-PI facet scales for Neuroticism, Extraversion, 
and Openness to Experience and domain scales for 
Agreeableness and Conscientiousness for specific 
personality diagnoses that are individually exam- 
ined in this chapter (i.e., pure ATS, pure AVD, 
pure BDL, and pure PAR). 

The following hypotheses were examined. First, 
ATS drug abusers would have elevated levels on 
Hostility, Impulsiveness, and Excitement Seeking of 
the NEO facet scales and low levels of Agreeable- 
ness and Conscientiousness. Associated features of 
ATS would include high levels of Anxiety and De- 
pression and low levels of Warmth. Second, AVD 
drug abusers would have high levels of Anxiety, 
Self-Consciousness, and Vulnerability and low lev- 
els of Warmth, Gregariousness, Activity, Excitement 
Seeking, and Openness to Actions. An associated 
feature of this disorder would include a high level 
of depression. Third, BDL drug abusers would have 
high levels of Anxiety, Hostility, Depression, Impul- 
siveness, and Vulnerability. Finally, PAR drug abus- 
ers would have high levels of Hostility and low lev- 
els of Agreeableness (i.e., high interpersonal 
antagonism). Associated features of PAR would in- 
clude high levels of Anxiety and low levels of 
Warmth, Gregariousness, Positive Emotions, Aes- 
thetics, and Feelings. 

The data presented are from 203 drug abusers 
who participated in a longitudinal study of the re- 
lation between personality and psychopathology to 
drug abuse treatment outcome. A detailed descrip- 
tion of the study method was presented in an 
earlier report (Brooner et al., 1993). Briefly, all 
patients were opioid abusers admitted to an 
outpatient drug treatment program that incorpo- 
rated methadone hydrochloride as one component 
of care. Their mean age was 33.75 years, 46% were 
male, 67% were White, 26% were employed, and 
15% were married and living with their spouse. In- 
formation for making DSM-111-R Axis I1 personality 
diagnoses was derived from the Structured Clinical 
Interview for DSM-111-R (Spitzer, Williams, Gibbon, 
& First, 1988); personality traits were assessed by 
the NEO-PI. Both instruments were administered 
between 22 and 28 days after admission to mini- 
mize the possible effects of drug intoxication and 
withdrawal on patient symptom reports. 
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Opioid Abusers und Cornorbtd Penonulity Diwrders 

Conceptual Relationships Among the DSM-111-R Diagnostic Criteria for Antisocial (ATS), Avoidant 
(AVD), Borderline (BDL), and Paranoid (PAR) Personality Disorders and the Five-Factor Model 

NEO-PI scales ATS AVD BDL PAR 

Neuroticism facets 
Anxiety h Ha H h 
Hostility Ha Ha Ha 
Depression ha ha Ha 
Self-Consciousness Ha 
Impulsiveness Ha Ha 
Vulnerability Ha Ha 

Warmth la La I" 
Gregariousness L" I 
Assertiveness 
Activity L 
Excitement Seeking L 
Positive Emotions I 

Fantasy 
Aesthetics 
Feelings I 
Actions I 
Ideas 
Values 

Extraversion facets 

Openness to Experience Facets 

Agreeableness domain L" L" 

Conscientiousness domain La 

Ha 

Notc. Uppercase letters relate to the defining features of the disorder in the third edition, revised, of the Diagnostic 
md Slutistical Manual of Mental Disorders (DSM-111-R; American Psychiatric Association, 1987), and lowercase let- 
ters rclate to associated features in the DSM-III-R. H or h indicate high on the trait, and L or 1 indicate low on 
the trait. From "A Description of the DSM-111-R and DSM-IV Personality Disorders With the Five-Factor Model of 
Personality" (p. 42, Table l), by T. A. Widiger, T. J. Trull, J .  F: Clarkin, C. Sanderson, and P T. Costa, Jr . ,  in P T. 
Costa., Jr., and T. A. Wicliger (Eds.), Personality Disorders and the Five-Factor Model of Personality, Washington, DC: 
American Psychological Association, 1994. Copyright 1994 by the American Psychological Association. Adapted 
with permission. a Empirical support for the relationship. 

PERSONALITY CHARACTERISTICS OF THE 
203 OPIOID ABUSERS 

The total sample of 203 opioid abusers differed from 
the NEO-PI normative sample (Costa & McCrae, 
1989) on three of the five personality domains. 
Drug abusers reported high levels (T  score range = 

55-65) of Neuroticism and low levels (T score 
rangc = 35-45) of Agreeableness and Conscientious- 
ness compared with the normative sample. They 
also scored within the high range on three of the six 
Neuroticism facets (Hostility, Depression, and Vul- 
nerability). Although no group differences were 
found for the Extraversion domain, drug abusers did 

score within the low range of the Warmth facet and 

within the high range of the Excitement-Seeking 

facet scale. Finally, drug abusers scored within the 

low range on Openness to Actions. All other NEO- 
PI domain and facet scales for drug abusers were 

comparable with those of the NEO-PI normative 

sample. 

Viewed from this perspective, the FFM of per- 

sonality characterizes opioid drug abusers as prone 
to high levels of emotional distress, interpersonal an- 

tagonism, and excitement seeking and low levels of 
conscientiousness. It is important to note that the 

personality profile obtained in this study is consis- 
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tent with data reported from other studies of drug 
abusers, despite the use of different self-report per- 
sonality instruments. 

OVERALL AND SPECIFIC PREVALENCE 
RATES OF PERSONALITY DISORDER 

subjects in the normative sample on both the Agree- 
ableness and Conscientiousness domains. With re- 
spect to the NEO-PI facet scales, the only prominent 
elevation occurred on the Excitement-Seeking facet 
scale of Extraversion. In terms of experiential style, 
drug abusers appeared somewhat set in their ways 

A personality disorder was present in 37% (76 of 
203) of the patients included in this report. This 
overall rate of personality disorder is obviously 
lower than reported in other studies (e.g., Khantzian 
6s Treece, 1985). The reason for the relatively low 
rate of personality disorder obtained in this study is 
unclear but may be related to methodological differ- 
ences, patient differences, or both. First, other stud- 
ies have typically examined patients at the time of 
admission to treatment, a period when the acute ef- 
fects of intoxication and withdrawal from brain de- 
pressants and brain stimulants may result in greater 
symptom reporting (including symptoms required 
for many of the Axis I1 conditions). Methods for de- 
termining Axis I1 comorbidity among drug abusers 
have also varied across studies. For example, 
Khantzian and Treece relied on a standard, non- 
structured clinical interview to detect personality 
disorder. In contrast, the data presented here were 
obtained following the patient’s initial stabilization in 
the treatment program (i.e., 3-4 weeks after admis- 
sion), and all Axis 11 diagnoses were based on infor- 
mation derived from a structured clinical interview. 

Among the 76 drug abusers who met the criteria 
for a personality disorder, 32% (24 of 76) met the 
criteria for two diagnoses or more. Among those 
with only one Axis I1 disorder, 28 received a sole di- 
agnosis of (pure) ATS, 8 received a sole diagnosis of 
(pure) AVD, 5 received a sole diagnosis of (pure) 
BDL, and 5 received a sole diagnosis of (pure) PAR. 

(low Openness to Actions scale). Interestingly, drug 
abusers without a personality disorder obtained 
Neuroticism domain and facet scores that were quite 
similar to those found in the NEO-PI normative 
sample. Thus, drug abusers without a personality di- 
agnosis were not highly prone to emotional distress 
or instability. 

PERSONALITY CHARACTERISTICS OF 
DRUG ABUSERS WITH VERSUS WITHOUT 
AN AXIS I1 DIAGNOSIS 

Table 15.2 compares the mean NEO-PI domain and 
facet 7 scores of the drug abusers without an Axis 11 
disorder (i.e., non-Axis I1 group; n = 127) with 
those of the drug abusers with at least one Axis I1 
disorder (i.e., Axis I1 group; n = 76). The personality 
profiles of the two groups are shown in Figure 15.1. 
A two-group multivariate analysis of variance 
(MANOVA) including the five NEO-PI domains in- 
dicated significant group differences, T L  = 0.213, 
F(5, 197) = 8.38, p < ,001. Examination of the uni- 
variate effects indicated that the Axis I1 group scored 
significantly higher on Neuroticism, F(1, 201) = 

25.47, p < ,001, and lower on Agreeableness, F(1, 
201) = 21.93, p < .001, and Conscientiousness, F(1, 
201) = 9.72, p < .01, than did the non-Axis I1 
group. In fact, the Axis I1 group scored within the 
very low range of the Agreeableness domain (7 = 

32.4). Thus, Axis I1 comorbidity in drug abusers 
was generally related to having a strong disposition 
toward emotional distress and instability, high inter- 
personal antagonism and mistrust, and low motiva- 
tion and cooperativeness. 

A two-group MANOVA including the six facet 
scales of Neuroticism also revealed significant group 

PERSONALITY CHARACTERISTICS OF 
DRUG ABUSERS WITHOUT AN AXIS I1 
DISORDER COMPARED WITH THOSE IN 
THE NEO-PI NORMATIVE SAMPLE 

The profile of the 127 nonpersonality disordered 
opioid abusers was compared with those of subjects 
in the NEO-PI normative sample (Costa & McCrae, 
1989). As shown in Figure 15.1, drug abusers with- 
out an Axis I1 diagnosis (solid line) differed from 

differences, T’ = 0.17, F(6, 196) = 5.58, p < ,001. 
Univariate analyses showed that the Axis I1 group 
scored significantly higher than did the non-Axis I1 
group on all six facet scales of Neuroticism: Anxiety, 
F(1, 201) = 8.08, p < .01; Hostility, F(1, 201) = 
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Brooner et ul. 

NEO Personality Inventory (NEO-PI) Domain and Facet T Scores (M 2 SO) for Opioid Abusers 
With and Without Personality Disorder Diagnoses 

No Axis II disorder 
(N = 127) 

Any Axis II disorder 
(N  = 76) 

Domain and facet M so M SD 

NEO-PI domains 
Neuroticism 54.6 7.8 60.3 7.5 
Extraversion 50.7 6.9 48.6 8.8 
Openness to Experience 44.9 8.1 45.0 7.7 
Agreeableness 39.2 9.7 32.4 10.2 
Conscientiousness 42.8 8.3 38.9 8.8 

Anxiety 52.1 7.3 55.2 7.6 
Hostility 54.4 8.2 59.6 8.7 
Depression 54.2 9.1 58.4 8.4 
Self-consciousness 52.6 7.4 56.6 7.7 
impulsiveness 54.0 8.2 57.1 7.4 
Vulnerability 54.1 8.9 60.3 11.0 

Warmth 45.4 8.6 40.9 10.9 
Gregariousness 49.7 8.8 47.4 9.5 
Assertiveness 48.6 7.6 47.7 8.3 
Activity 50.3 6.7 48.9 8.0 
Excitement seeking 58.6 8.7 61.1 7.9 
Positive emotions 49.3 7.5 47.0 8.4 

Fantasy 48.2 6.7 50.3 7.3 
Aesthetics 47.5 9.1 47.2 9.4 
Feelings 47.3 9.2 46.5 8.3 
Actions 43.2 7.5 45.0 8.3 
Ideas 47.0 7.6 46.6 8.7 

Neuroticism facets 

Extraversion facets 

Openness facets 

Values 46.0 8.2 43.9 7.0 

18.3, p < .01; Depression, F(1, 201) = 10.74, p < 
.01; Self-consciousness, F(1, 201) = 13.80, p < .01; 
Impulsiveness, F(1, 201) = 7.24, p < .01; and Vul- 
nerability, F(1, 201) = 19.48, p < .01. 

scales of Extraversion also indicated significant 
group differences, T2 = 0.12, F(6, 196) = 3.81, p < 
.01. The Axis I1 group scored higher on Excitement 
Seeking, F(1, 201) = 4.29, p < .05, and lower on 
Warmth, F(1, 201) = 10.63, p < .01, and Positive 
Emotions, F(1, 201) = 3.90, p < .05, than did the 
non-Axis I1 group. Finally, a two-group MANOVA, 
T2 = 0.07, F(6, 196) = 2.27, p < .05, including the 
six facet scales of Openness to Experience also 

A two-group MANOVA including the six facet 

showed significant group differences. The Axis 11 
group scored higher on Openness to Fantasy, F( 1, 
201) = 4.04, p < .05, than did the non-Axis I1 
group. 

In short, these data provide further information 
concerning the impact of Axis I1 comorbidity on 
normal personality traits in drug abusers. The pat- 
tern of group differences on the NEO-PI facet scales 
of Neuroticism, Extraversion, and Openness to Ex- 
perience show clearly that having both a drug abuse 
and a personality disorder diagnosis is associated 
with a pervasive tendency toward marked emotional 
distress and instability, very low interpersonal 
warmth, and low positive emotions compared with 
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drug abusers in the non-Axis II group. High distress 
among drug abusers in this study was characteristic 
only ol  those who received a personality disorder di- 
agnosis. Both the non-Axis II and the Axis ll groups 
were prone to high excitement seeking, high inter- 
personal antagonism and mistrust (i.e., low Agree- 
ableness), and high disregard for established social 
rules arid conventions (i.e., low Conscientiousness). 
In general, this finding indicates that high excite- 
ment seeking, low Agreeableness, and low Conscien- 
tiousness are FFM personality traits characteristic of 
opioid drug abusers. 

PERSONALITY CHARACTERISTICS OF 
DRUG ABUSERS WITH PERSONALITY 
DISORDER DIAGNOSES 

We subsequently examined the hypotheses gener- 
ated from Widiger et a1.k (chapter 6) translation of 
the DSM-IV criteria using the FFM (see Table 15.1). 
Specifically, the mean T scores for the NEO-PI do- 
mains and facets were determined for the 28 pure 
ATS drug abusers, 8 pure AVD drug abusers, 5 
pure BDL drug abusers, and 5 pure PAR drug abus- 
ers drawn from the original sample of 203 patients 
(see Figure 15.2); statistical comparisons were not 
made given the small sample size in each of the 
groups. 

illustrate some of the similarities and differences in 
the personality characteristics among the four Axis 
II  groups. For example, the ATS, AVD, and BDL 
groups scored in the high range on the Neuroticism 
domain, whereas PAR patients scored within the 
average range of the domain. On the Extraversion 
domain, the BDL group scored higher than did the 
ATS and PAR groups, and each of these groups 
scored higher than did the AVD group. There were 
no apparent group differences on the Openness to 
Experience domain; each scored in the low-average 
to low range. Finally, all four groups scored within 
the low to very low range of Agreeableness and 
within the low range of Conscientiousness. These 
findings indicate that the interpersonal style of the 
drug abusers with an Axis II disorder, regardless of 
the specific diagnosis, was highly antagonistic with 
a tendency to be suspic:ious, uncooperative, and 

The personality profiles presented in Figure 15.2 

manipulative. They also had strong patterns of un- 
conscientiousness, irresponsibility, and disorganized 
behavior. The personality traits of each group are 
discussed in the following sections in relation to 
the expected findings generated by the FFM trans- 
lation of these Axis II diagnoses (see Table 15.1). 

Pure ATS Drug Abusers 
As noted earlier, the defining personality features of 
the ATS diagnosis were predicted to include high 
scores on Hostility, Impulsiveness, and Excitement- 
Seeking facets and low scores on Agreeableness and 
Conscientiousness domains. Associated features of 
the diagnosis were expected to include high scores 
on Anxiety and Depression and low scores on 
Warmth. In contrast to these expected associated 
features, the clinical literature indicates that ATS pa- 
tients would score low on both the Anxiety and De- 
pression facet scales (Brooner et al., 1993; and Widi- 
ger et al., 1994). 

Consistent with these predictions, the ATS group 
obtained high scores on the Hostility and Impulsive- 
ness facets of Neuroticism, high scores on the 
Excitement-Seeking facet of Extraversion, very low 
scores on the Agreeableness domain, and low scores 
on the Conscientiousness domain. Each of the defin- 
ing features of this disorder was present among the 
group. They also showed slight elevations on the 
Depression and Vulnerability facets of Neuroticism, a 
pattern of scores that was somewhat consistent with 
the associated features of ATS. In fact, Widiger et al. 
(chapter 6) reported that the profile obtained by this 
group was especially evident among ATS patients 
seeking treatment. 

In contrast to the expected personality profile, 
the ATS group reported levels of Anxiety, which 
were consistent with the clinical literature. Also their 
high scores on Vulnerability were unexpected. None- 
theless, the basic profile of this group was remark- 
ably similar to the hypothesized findings, despite the 
fact that all ATS patients also had a chronic drug 
abuse disorder that had a clear impact on personal- 
ity In fact, the ATS group obtained the lowest 
Agreeableness score of any group. This finding is 
likely to reflect the combined contribution of the 
personality disorder and the drug dependence on 
this aspect of normal personality. 
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Opiotd Abusers and Comorbtd Personality Disorders 

Pure AVD Drug Abusers 
Briefly, the defining features of AVD are expected to 
include high Anxiety, Self-Consciousness, and Vulner- 
ability and low Warmth, Gregariousness, Activity, Ex- 
citement Seeking, and Openness to Actions. In addi- 
tion, AVD patients were expected to score high on 
Depression as an associated feature of the disorder. 

This group also produced a NEO-PI profile that 
was consistent with both the predicted defining and 
associated features of the disorder. With respect to 
the defining features, they obtained high scores on 
the Neuroticism facets of Anxiety, Self-Consciousness, 
and Vulnerability and low scores on the Extraversion 
facets of Warmth and Gregariousness. In addition, 
they had the associated characteristic of high Depres- 
sion in their personality profiles and low Assertive- 
ness consistent with clinical impression. 

The high Hostility and Excitement Seeking and 
low Agreeableness and Conscientiousness scores were 
not predicted for the AVD diagnosis. As noted earlier, 
the high scores on these traits may reflect the inde- 
pendent contribution of chronic drug abuse on per- 
sonality style. 

Pure BDL Drug Abusers 
The defining features of this group were expected to 
include high scores on each of the Neuroticism fac- 
ets except Self-consciousness. Associated features of 
the disorder were expected to include high scores 
on Gregariousness, Assertiveness, and Excitement 
Seeking. In fact, the BDL group scored within the 
high range on each of the six facets of Neuroticism, 
except Anxiety They also had high scores on the as- 
sociated leatures of Gregariousness and Excitement 
Seeking. 

Although a high level of Self-Consciousness 
among BDL patients was not predicted, clinical im- 
pression indicates that these patients are prone to 
experience strong feelings of inferiority and embar- 
rassment (Widiger et al., 1994). Finally, low Agree- 
ableness and Conscientiousness scores of these pa- 
tients were consistent with having a chronic drug 
use disorder. 

Pure PAR Drug Abusers 
The PAR group was predicted to score high on Hos- 
tility and low on Agreeableness. Associated features 

of the diagnosis were expected to include high 
scores on Anxiety and low scores on Warmth, Gre- 
gariousness, Positive Emotions, and Openness to 
Aesthetics and Feelings. 

This group also produced a personality profile 
consistent with the defining features of the PAR di- 
agnosis. Specifically, they scored high on Hostility 
and low on Agreeableness. They also scored low on 
Warmth and Activity and high on Excitement Seek- 
ing. Based on this profile, PAR drug abusers are eas- 
ily frustrated and prone to react with anger. They do 
not have close emotional ties and are typically mis- 
trusting of others. They are slow and deliberate in 
their actions and crave excitement, stimulation, and 
thrills. Although high Excitement Seeking and low 
Conscientiousness were not predicted for those with 
a PAR diagnosis, both are characteristic of this drug 
abusing population. 

TREATMENT IMPLICATIONS 

All of the drug abusers in the study, including those 
with an Axis I1 diagnosis, obtained low scores on 
the Agreeableness and Conscientiousness personality 
domains. According to Miller (1991), patients who 
are disagreeable and unconscientious pose a major 
challenge for the therapist. Disagreeable or antago- 
nistic patients tend to be skeptical of the therapist 
and have problems forging an effective therapeutic 
alliance. Thus, patients who are extremely disagree- 
able may be at the greatest risk of treatment dropout 
or premature discharge. Similarly, unconscientious 
patients are likely to resist treatment plans that are 
highly structured, particularly if intensive in nature. 
Recognition of these personality dynamics is impor- 
tant in predicting the patient’s general reaction to 
treatment and in improving the therapist’s under- 
standing of the problem and response to the pa- 
tient’s disruptive behaviors: Clinical impression has 
led many to argue that clear and consistent limit set- 
ting is an essential aspect to treating drug abusers. 
The data reviewed here clearly support that impres- 
sion. Furthermore, some drug abusers are more an- 
tagonistic and disorganized than others. Identifica- 
tion of the highly antagonistic and disorganized 
patient can assist treatment providers in quickly es- 
tablishing reasonable therapeutic goals and an ap- 
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propriate level of limit setting within the treatment 
plan. The failure to recognize these aspects of per- 
sonality in the treatment of drug abusers may re- 
duce treatment effectiveness and may increase the 
likelihood of premature discharge. 

Drug abusers with a personality disorder clearly 
pose a special challenge for both research and clini- 
cal practice. Not only do these patients experience 
the severe and pervasive problems associated with a 
drug use disorder, but many of these problems are 
exacerbated by the presence of a personality disor- 
der (Kosten et al., 1989). Recognition of the special 
problems associated with the care of the dually diag- 
nosed drug abuser is important. It is especially criti- 
cal to establish reasonable therapeutic goals and tar- 
get dates for their achievement that will support 
treatment retention and enhance clinical outcomes. 
For example, cessation of drug use is a primary and 
early goal of drug abuse treatment. In fact, the suc- 
cess of this goal is generally seen as essential to ad- 
dressing the employment, relationship, emotional, 
and legal problems common among drug abusing 
patients. Cessation of drug use early in the course of 
treatment may be an appropriate clinical expectation 
for many drug abusers who are not challenged fur- 
ther by a personality disorder. However, applying 
the same expectation to patients with a personality 
disorder may result in multiple failures early in 
treatment that may negatively affect the therapeutic 
process and contribute to lower rates of retention. 

It has also been shown that patients with high 
levels of emotional distress are more motivated to 
enter and remain in treatment compared with those 
with little or no distress (Miller, 1991; Woody, Mc- 
Lellan, Luborsky, & O’Brien, 1985). This may be 
particularly critical in the care of personality disor- 
dered drug abusers. In our study, the AVD, BDL, 
and ATS groups scored within the high range of 
Neuroticism. 

Although high Neuroticism may improve motiva- 
tion for treatment, Miller (1991) labeled the combi- 
nation of high Neuroticism, low Extraversion, and 
low Conscientiousness the “misery triad,” often asso- 
ciated with a poor treatment prognosis in nondrug 
abusing clinical populations. The combination of 
these traits is especially evident in the personality 
profile of the AVD group. The AVD abusers were 

characterized by high Neuroticism and low Extraver- 
sion, Openness, Agreeableness, and Conscientious- 
ness scores. Their low level of Extraversion may be 
especially detrimental to treatment outcome. Many 
therapies require active involvement in the therapeu- 
tic process and the patients’ hope that the therapist 
can help them. Introversion may negatively affect 
both of these dimensions in therapy In addition, the 
low Openness characteristic of the AVD drug abus- 
ers suggests a rigid experiential style associated with 
low levels of curiosity. 

Although standard drug abuse counseling pro- 
vides some benefits to personality disordered drug 
abusers, specialized interventions may improve their 
treatment outcomes. In fact, knowledge about the 
personality dynamics of drug abusers with AVD or 
other personality disorder diagnoses may be useful 
in selecting specialized forms of treatment. For ex- 
ample, Miller (1991) suggested that behavioral inter- 
ventions or cognitive-behavioral therapy may be 
particularly useful for patients with the misery triad. 
Other research with drug abusers provides some 
support for this therapeutic approach. Woody et al. 
(1985) showed that drug abusers with high levels of 
psychiatric distress had better clinical outcomes 
when they received both standard counseling and 
cognitive-behavioral therapy compared with a 
group that received standard counseling only. They 
also found significant differences in the treatment 
outcomes of ATS drug abusers with or without a di- 
agnosis (lifetime or current) of major depression. 
The depressed ATS drug abusers had better out- 
comes than did the nondepressed group when cog- 
nitive therapy was added to standard counseling. 
Similarly, Kadden, Cooney, Getter, and Litt (1989) 
reported that “sociopathic” alcoholics who received 
behavioral coping skills training had lower rates of 
relapse to alcohol use over a 26-week period than 
did those who received interactional therapy. 

In summary, each of the personality disordered 
groups considered in this chapter experienced low 
levels of Agreeableness and Conscientiousness. As 
noted earlier, patients with these traits may have 
better clinical outcomes when the treatment plan is 
clear and consistent and incorporates firm behavioral 
controls. The recognition of the special problems of 
these patients should also be reflected in the devel- 
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opment of treatment goals that enhance rather than 
reduce retention in therapy. Finally, existing data 
suggest that enhancing the standard care of these 
patients by adding specialized forms of behavioral 
treatment may also improve both retention and clin- 
ical outcomes. 

CLINlCAL CASE REPORTS 

In concluding this chapter, we present three case 
histories to illustrate the usefulness of the FFM in 
delineating the personality trait characteristics of 
drug abusers with specific personality diagnoses. 
One case was selected from each of the ATS, BDL, 
and AL’D groups after reviewing the personality pro- 
files of all patients in each group. The selected cases 
were chosen because they represented strong exam- 
ples of‘ the personality profile predicted for the diag- 
nosis. 

Each clinical report reviews the relevant case his- 
tory, the NEO-PI personality profile, and two mea- 
sures of 3-month treatment performance. The first 
treatment outcome measure is the Addiction Severity 
Index (ASI; McLellan, Luborsky, Woody, & O’Brien, 
1980). The AS1 is a semistructured interview de- 
signed to assess problem severity in seven areas 
commonly associated with alcohol and drug depen- 
dence: medical, legal, drug, alcohol, employment, 
family, and psychiatric. Scores can range from 0.00 
to 1.00, with higher scores reflecting greater prob- 
lem severity A comparison of scores obtained at 
Month 1 and Month 3 of treatment is made to as- 
sess changes in problem severity across each of the 
AS1 domains. The second measure involves urinaly- 
sis drug test records. All urine specimens were col- 
lected on a random basis using direct observation 
techniques to minimize falsified urine samples. The 
percentage of urine samples positive for drug and al- 
cohol is shown. 

Case Report 1: ATS Opioid Abuser 
Rick was a 41-year-old married White man who was 
admitted for treatment of opioid dependence Rick’s 
family history was remarkable for alcohol and drug 
problems in his father and two of four brothers He 
described his childhood as being “very” traumatic 
Rick’s father reportedly murdered his mother when 

he was “very young” and physically abused him. He 
was separated from his brothers and placed in foster 
care following his mother’s death. Over the years, he 
was moved to several foster care homes because of 
severe behavior problems. He was frequently truant 
from school, was suspended on several occasions for 
truancy and fighting, and finally quit school after 
completing the eighth grade. He began working at 
age 14 as a bricklayer and had numerous jobs last- 
ing for less than 1 year. Although employed as a 
bricklayer for the past 5 months, he reported miss- 
ing “lots” of work because of his drug use. 

Rick was married twice, first at age 17. His first 
marriage ended in divorce after 2 years. He had had 
multiple extramarital relationships and stated that 
the marriage had failed because both he and his 
wife were “too young.” At age 26, he married a 
nurse, who provided the majority of the family’s fi- 
nancial support. Although he reported repeated ex- 
tramarital relationships over the past 15 years, he 
described his marriage as stable and sexually satisfy- 
ing. 

His legal history included four arrests and nu- 
merous illegal behaviors that escaped detection (i.e., 
robbery and sale of drugs). He was first arrested at 
age 17 for robbing a bar. Each of his subsequent ar- 
rests involved possession of illegal substances. He 
served a 1-year prison sentence for possession of 
speed and marijuana and an 18-month prison sen- 
tence for possession of heroin. At the time of his ad- 
mission to the outpatient drug treatment program, 
Rick was on a 1-year unsupervised probation for 
possession of marijuana. 

Rick denied any significant medical history and 
chose not to be HIV-1 tested, despite frequent shar- 
ing of needles and a history of unprotected sex with 
multiple partners. His admission history and physi- 
cal was unremarkable. His social life was relatively 
barren; he denied having any close friends, hobbies, 
or recreational interests. In fact, he described himself 
as “selfish” in his interpersonal relationships and 
“unmotivated to set any goals except to “try and 
stay alive.” He began using alcohol on a daily basis 
at age 16, marijuana at age 18, and stimulants and 
sedatives at age 20. At age 21, he began intravenous 
heroin use and by age 30 cocaine use. His first 
treatment for drug abuse occurred at age 20. Since 
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then, he reported having more than 10 episodes of 
treatment, usually at different programs, and viewed 
all of them as unsuccessful. He denied other psychi- 
atric problems or treatment. On a mental state ex- 
amination, he was fully oriented, and his talk was 
both logical and directed. His mood was euthymic, 
and he was negative for delusions, hallucinations, 
true obsessions or compulsions, and phobias. 

Rick’s personality profile is presented in Figure 
15.3. Compared with the NEO-PI normative sample, 
Rick scored in the average ranges of Neuroticism, 
Extraversion, and Openness. He scored in the low 
range of Agreeableness and in the very low range of 
Conscientiousness. 

Ricks low level of Agreeableness indicated 
marked interpersonal antagonism and an egocentric, 
critical, and mistrusting view of others. His ex- 
tremely low standing on the Conscientiousness do- 
main indicated very little concern about day-to-day 
responsibilities and little self-discipline. Both the low 
Agreeableness and very low Conscientiousness are 
consistent with a diagnosis of ATS and of a drug 
abuse disorder. These traits were also consistent with 
many aspects of his early history (e.g., frequent tru- 
ancy and fighting, school suspensions, and multiple 
foster care placements) and his adult behaviors (fre- 
quent marital infidelity, unstable work history, crimi- 
nal activities, lack of friends, and no life goals). He 
reported using any means possible to obtain drugs 
(e.g., “dealing” and forging prescriptions). His poor 
drug abuse treatment history may also have been as- 
sociated with his low Agreeableness and extremely 
low Conscientiousness. 

More detailed information on Ricks personality 
characteristics was provided by an examination of 
his NEO-PI facet scores. Specifically, he scored in 
the high range on the Self-Consciousness and Im- 
pulsiveness facet scales of Neuroticism and in the 
low range on the Anxiety facet scale. We can specu- 
late that his elevated concern over how others per- 
ceive him was associated with an effort to present 
himself well. This is somewhat consistent with his 
demonstrated ability to attract numerous female sex- 
ual partners despite his infidelity and antagonism, 
obtain multiple jobs despite a very poor work his- 
tory, and receive unsupervised probation despite an 
extensive arrest history His high impulsiveness al- 

most certainly contributed to his continued drug use 
and poor responses to treatment and many life 
problems (e.g., employment problems). Regardless of 
the nature or severity of his life problems, his aver- 
age score on the Anxiety facet scale indicated very 
little concern or worry 

Rick’s scores on the Extraversion facets also pro- 
vide details that help in understanding the relation 
of personality disorder diagnosis to personality 
characteristics and life history. His low interper- 
sonal warmth clearly contributed to his lack of 
close friends and may have been associated with 
his poor treatment history. It is interesting that al- 
though he clearly preferred to remain formal and 
distant in his emotional relationships with others, 
he had maintained a 15-year relationship with his 
wife. However, he acknowledged chronic problems 
in the relationship and multiple episodes of extra- 
marital affairs. In light of this, one could speculate 
that his wife provided the stability and support (in- 
cluding financial) to sustain the marriage. His high 
level of Excitement Seeking was consistent with 
both his ATS and drug-dependence diagnoses and 
with his criminal behaviors and extramarital rela- 
tionships. Finally, on the facets of Openness to Ex- 
perience, he scored low on Fantasy and high on 
Feelings. This pattern of scores indicated a very 
limited imagination and a strong belief in the value 
of his emotional experience. 

Given Rick’s personality profile, we expected a 
poor treatment prognosis, particularly given only 
standard drug abuse counseling. This prognosis was 
supported by the results of his first 3 months of 
treatment. On the ASI, Rick reported increased drug 
use and family and social problems compared with 
baseline scores. Although he also reported fewer le- 
gal and employment problems, these changes were 
probably related to his being on unsupervised pro- 
bation and having slightly improved work atten- 
dance. He reported no changes in medical problems, 
alcohol use, or psychiatric problems. The results of 
urine drug tests during the first 3 months of treat- 
ment clarified his self-reported increase in drug use. 
Of the eight urine specimens provided, six (75%) 
were positive for drug use. Specifically, five of the 
six specimens were positive for morphine and two 
were positive for cocaine. 
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Case Report 2: AVD Opioid Abuser 
Persephone was a 22-year-old single White woman 
who was admitted for treatment of opioid depen- 
dence. At the time of admission, she was 4 months 
pregnant with her third child. Persephone’s family 
history was significant for alcohol and drug prob- 
lems in both parents and her two siblings. In fact, 
her parents had both been treated for substance 
abuse, with her father having multiple treatment ep- 
isodes. Persephone was born prematurely, only 
weighing 3 pounds at birth. The first 3 months of 
her life were spent in the hospital for treatment of 
bronchial pneumonia and other medical complica- 
tions. She reported an otherwise healthy childhood 
but attained developmental milestones later than ex- 
pected. For example, she began walking at 3 years 
of age. The family had chronic, severe financial 
problems and moved frequently during her child- 
hood. The parents separated when Persephone was 
11 years old. A maternal uncle began living with 
them but was removed after attempting to rape her. 
The mother married a second time to an opioid 
drug abuser who had been in several different treat- 
ment programs. 

Persephone’s school history was remarkable for 
frequent truancy and several failed years, and she 
dropped out after she completed the seventh grade. 
She reported “good” relationships with teachers but 
was “a loner” and had frequent fights with peers. 
She had a very limited work history. Her only job 
had been that of a house painter at age 19. She quit 
this job after several months because of “child care 
problems” and no “motivation.“ She had relied on 
social services and her boyfriend for financial sup- 
port. Her legal history was negative for any arrests. 

Persephone had become sexually active at age 14 
and reported having had a total of three sexual part- 
ners, including her present boyfriend with whom 
she had been with for 8 years. In fact, this boyfriend 
was also the father of her two children (4 and 6 
years old) and her unborn baby. She had her first 
child at age 16 and her second child at age 18. The 
boyfriend was a truck driver who abused heroin and 
other drugs and had one brief unsuccessful treat- 
ment episode. Although she reported that their rela- 
tionship was “good,” they argued frequently, and he 
had physically abused her on several occasions. 

Persephone’s medical history was unremarkable, 
and her admission history and physical was normal. 
Her social life had been extremely limited. She de- 
nied having friends with the exception of her boy- 
friend, had no “social life,” and had no specific life 
goals. In fact, she reported being unable to “imag- 
ine” what goals to even set. She began using heroin 
at the age of 20 when her boyfriend “talked me into 
doing it with him.” The drug abuse history was oth- 
erwise negative, with the exception of “social drink- 
ing.” Prior to admission, she reported 1 year of con- 
tinuous heroin use, ranging from three times a day 
to “as much as I could get.” This was her first drug 
abuse treatment episode. She denied a history of 
other psychiatric treatment. On a mental state exam- 
ination, she was fully oriented, and her talk was 
both logical and directed. She reported recurrent 
brief periods of anxiety, irritability, and depression 
but denied problems with self-attitude or vital sense 
and was negative for thoughts of self-harm. She was 
also negative for delusions, hallucinations, obses- 
sions or compulsions, or phobias. 

Persephone’s personality profile is presented in 
Figure 15.4. Compared with the NEO-PI normative 
sample, Persephone scored in the high range of 
Neuroticism; the low ranges of Extraversion, Open- 
ness, and Conscientiousness; and the very low range 
of Agreeableness. 

Her high Neuroticism and low Extraversion 
scores indicated a tendency toward emotional dis- 
tress and instability combined with considerable in- 
troversion. The low Openness to Experience score 
indicated that she was extremely closed to new ex- 
periences. Her very low Agreeableness and low Con- 
scientiousness scores pointed to a great deal of inter- 
personal antagonism and mistrust and an absence of 
structure, direction, or life goals. The high Neuroti- 
cism and low Extraversion scores were both consis- 
tent with the conceptual formulation of the AVD di- 
agnosis. These personality traits were also consistent 
with several aspects of her life (e.g., recurring dys- 
phoria, lack of friends, and lack of social interest). 
The low Openness to Experience score was some- 
what surprising but was perhaps generally related to 
her lack of formal education. It was certainly consis- 
tent with her poor academic performance and her 
inability to imagine what she might “do in life.” In 
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fact, she reported being very content with her status 
as an untrained, unemployed mother on social assis- 
tance. Very low Agreeableness and low Conscien- 
tiousness scores are not conceptually related to AVD 
but are characteristic of a drug abuse disorder. These 
traits were also consistent with prominent aspects of 
her behavior (e.g., frequent fights in school and with 
her boyfriend, poor school attendance, poor inter- 
personal relationships, and lack of direction or life 
goals). 

More detailed information on the personality 
characteristics of Persephone was provided by an ex- 
amination of her NEO-PI facet scores. Specifically, 
her Neuroticism facet scores indicated a marked ten- 
dency toward anxiety anger, depression, vulnerabil- 
ity to stress, and self-consciousness. These traits are 
strongly associated with AVD, with the exception of 
high hostility, and correlated with her complaints of 
periodic intense dysphoria. We speculated that the 
high hostility was related to her interpersonal antag- 
onism, frequent arguments, and fights with others. 

Persephonek scores on the Extraversion facets 
were also interesting. Her low scores on the 
Warmth, Gregariousness, and Activity scales were all 
consistent with AVD. She was extremely distant 
from others, preferred to be left alone, and was slow 
and deliberate in her actions. She had no close per- 
sonal friends or confidants other than her boyfriend, 
which is consistent with these traits. Although low 
Assertiveness and Positive Emotions scale scores are 
not conceptually related to AVD, these traits were 
consistent with her lack of autonomy and her ten- 
dency toward dysphoria. The high Excitement Seek- 
ing scale score was characteristic of her drug abuse 
disorder. Finally, her scores on facets of the Open- 
ness to Experience domain indicated an experiential 
style that was generally closed to new ideas, with a 
rather narrow-minded and rigid set of moral beliefs. 

Given this personality profile, her treatment 
prognosis was guarded. Although Persephonek 
marked tendency toward emotional distress and in- 
stability could have motivated treatment involve- 
ment, her extremely high level of introversion and 
interpersonal antagonism and her low Conscien- 
tiousness were compromising features. This progno- 
sis was supported by the mixed results of her first 3 
months of treatment. At baseline, she obtained a 

high AS1 severity score (1.00) for employment prob- 
lems and a relatively low severity score (0.07) for 
drug problems; all other AS1 problem domains were 
rated as nonproblematic (0.00). There were no 
changes in any of the AS1 domain scores at Month 3 
with the exception of a slight increase in problem 
alcohol use (0.01). Thus, she appeared to have de- 
rived little benefit from treatment. However, it 
should be noted that the ASI’s failure to detect more 
of her problems at baseline (e.g., lack of friends, so- 
cial interests or activities, occupational skills, life 
goals) reflects the instrumentk inability to adequately 
assess psychosocial functioning. It is possible that a 
more sensitive psychosocial measure may have 
shown greater change. 

In contrast to the AS1 data, only 2 of 13 (15%) 
urine specimens were positive for drugs or alcohol. 
The first positive sample was obtained shortly fol- 
lowing admission, the second 1 week after the birth 
of her child. Thus, the rate of drug and alcohol use 
was relatively low over the initial 3 months of treat- 
ment. Of course, it is possible that being pregnant 
helped her exert greater control over her drug 
abuse. Regardless of the reason for her reduced drug 
abuse, these data indicated a positive response to 
treatment, despite the lack of change in other life 
areas. 

Case Report 3: BDL Opioid Abuser 
Nancy was a 40-year-old single White woman who 
was admitted for treatment of opioid dependence. 
Her family history was positive for alcohol problems 
in both of her parents and in one of her two broth- 
ers. She reported having a “bad experience” growing 
up and marked conflict with both parents and one 
of her brothers. In fact, she “ran away” from home 
on several occasions beginning at  age 16 and was fi- 
nally placed in reform school, where she remained 
until her 18th year. 

school attendance or academic performance. She 
had completed the 10th grade and denied frequent 
truancy or school suspensions. In reform school, she 
had studied cosmetology. Between the ages of 18 
and 30, she had more than 20 different jobs includ- 
ing assistant commercial artist, cocktail waitress, tel- 
ephone solicitor, cosmetologist, and cashier. Since 

Nancy provided limited information about her 
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age 30, her main sources of income had included 
frequent prostitution, sale of illicit drugs, and social 
service support. 

Nancy became sexually active at age 16 and de- 
nied a history of sexual abuse. Although never mar- 
ried, she reported having five “serious” relationships, 
each with a chronic drug abuser. She had been with 
her current boyfriend for 10 years, and they had a 
3-year-old daughter. Her boyfriend was unemployed 
and abused heroin and other drugs. She described 
the relationship as chronically unstable and “un- 
healthy” In fact, she reported that each of her “im- 
portanr” relationships had been “intense and abu- 
sive,” describing them as “codependent drug 
relationships.” She reported having sexual relations 
with other men during each of her “long-term” rela- 
tionships. Aside from frequent “one-night stands,” 
she had been engaged in prostitution for more than 
10 years. As a result of these practices, she esti- 
mated having had sexual relations with more than 
200 different people. She denied condom use 
throughout much of this activity and had only re- 
cently begun to use them consistently Despite a his- 
tory of high-risk sexual behavior and intravenous 
drug use, she reported two consecutive (over a 
&month period), recent negative HIV- 1 test results. 

Her legal history was remarkable for multiple ar- 
rests on a variety of charges and frequent activities 
that escaped detection (e.g., prostitution, drug sales, 
theft, and shoplifting). At age 16, she was arrested 
three times for running away from home. She was 
sent to reform school for 3 months following the 
second occasion and was returned there until she 
was 18 years of age after the third episode. At age 
20, she was arrested for selling LSD and was placed 
on unsupervised probation. Between the ages of 29 
and 37, she was arrested six times for shoplifting 
and was fined for each offense. At age 37, she was 
arrested for prostitution and was court ordered to a 
long-term residential treatment program where she 
stayed for 2 years. 

Her medical history was also remarkable. At age 
2 1, she contracted hepatitis from intravenous drug 
use, and at age 23 she contracted gonorrhea for the 
first time. She was hospitalized at age 24 for treat- 
ment of a skull fracture sustained in a fall, had three 
hospitalizations for treatment of “seizures” during 

sedative withdrawal, and at age 31 had three fingers 
amputated due to gangrene from multiple drug in- 
jections. Finally, she had four abortions between the 
ages of 23 and 39. Nancy first began abusing sub- 
stances at age 15, starting with solvents (e.g., sniff- 
ing glue) and followed by alcohol and intravenous 
use of heroin by age 16. At age 19, she began using 
marijuana, stimulants, and sedatives on a regular ba- 
sis. On admission, she reported using heroin intra- 
venously up to four times per day. Her treatment 
history was remarkable for multiple inpatient and 
outpatient admissions, representing more than 14 
episodes of care. She denied treatment for other psy- 
chiatric problems. On a mental state examination, 
she was fully oriented, and her talk was both logical 
and directed. Although she complained of brief pe- 
riods of intense anxiety, depression, and anger, she 
denied a change in self-attitude or vital sense. She 
was also negative for delusions, hallucinations, true 
obsessions or compulsions, or phobias. 

Nancy’s personality profile is presented in Figure 
15.5. Compared with the NEO-PI normative sample, 
she scored in the very high range of Neuroticism 
and Openness to Experience, in the average range of 
Extraversion and Agreeableness, and in the very low 
range of Conscientiousness. 

The very high Neuroticism and Openness to Ex- 
perience scores indicated a strong tendency toward 
extreme emotional distress and instability, combined 
with a marked interest in new experiences. Her re- 
markably low Conscientiousness score indicated a 
lack of consistent structure, direction, or life plan. 
The extremely high score on Neuroticism was con- 
sistent with both the conceptual formulation of the 
BDL diagnosis and with much of her life history 
(e.g., intense periods of dysphoria and extreme af- 
fective instability, chronically unstable relationships, 
and self-damaging behaviors). 

Although her high score on the Openness do- 
main was not predicted, it was consistent with ma- 
jor aspects of her life history (e.g., varied employ- 
ment positions, sexual relations with many people, 
and use of hallucinogens). Her extremely low stand- 
ing on the Conscientiousness domain was also not 
predicted but was consistent with prominent aspects 
of her behavior and with the clinical impression of a 
large number of similar patients (e.g., running away 

265 



FI
G

U
R

E
 1

5.
5.

 N
EO

 P
er

so
na

lit
y 

In
ve

nt
or

y 
(N

E
O

-P
I)

 p
ro

fi
le

 o
f 

N
an

cy
, a

 p
ur

e 
bo

rd
er

li
ne

 p
er

so
na

li
ty

 d
is

or
de

re
d 

(B
D

L
) 

ab
us

er
. N

 =
 N

eu
ro

tic
is

m
; 

E 
= 

E
xt

ra
ve

rs
io

n;
 0

 =
 O

pe
nn

es
s 

to
 E

xp
er

ie
nc

e;
 A

 =
 A

gr
ee

ab
le

ne
ss

; 
C

 =
 C

on
sc

ie
nt

io
us

ne
ss

. F
ro

m
 t

he
 N

E
O

 P
er

so
na

lit
y 

In
ve

nt
or

y,
 b

y 
F! 

T.
 C

os
ta

, J
r.

, 
an

d 
R

. 
R

. 
M

cC
ra

e,
 C

op
yr

ig
ht

 1
97

8,
 1

98
5,

 1
98

9,
 1

99
2 

by
 P

A
R

, 
In

c.
 F

ur
th

er
 r

ep
ro

du
ct

io
n 

is
 p

ro
hi

bi
te

d 
w

it
ho

ut
 p

er
m

is
si

on
 o

f 
PA

R
, 

In
c.

 R
ep

ro
du

ce
d 

by
 s

pe
ci

al
 

pe
rm

is
si

on
 o

f 
th

e 
pu

bl
is

he
r,

 P
sy

ch
ol

og
ic

al
 A

ss
es

sm
en

t 
R

es
ou

rc
es

, I
nc

., 
16

20
4 

N
or

th
 F

lo
ri

da
 A

ve
nu

e,
 L

ut
z,

 F
L 

33
54

9.
 



Opiotd Abusers and Cornorbid Personcilify D~sol-ders 

from home, reform school, frequent shoplifting, 
chronic prostitution, severe drug abuse, multiple 
failed treatment episodes, lack of direction and 
marked opposition to structure, and no consistent 
life goals). Many of her medical problems may also 
have been associated with her low standing on Con- 
scientiousness. For example, she reported only lim- 
ited condom use, despite having had over 200 sex- 
ual partners, and a good knowledge of the risks 
associated with her behavior. In addition, her score 
on Conscienliousness was certainly consistent with a 
drug ahuse disorder. 

More detailed information on Nancy’s personality 
characteristics was provided by an examination of 
her NEO-PI facet scores. Specifically she obtained 
high scores on each of the facets of the Neuroticism 
domain. Thus, she was highly prone to pervasive 
emotional distress. She scored especially high on the 
Self-Consciousness and Impulsiveness facet scales. 
Thus, embarrassment or shyness was a problem for 
her when dealing with strangers and was consistent 
with her life history. She had great difficulty control- 
ling her impulses and desires. 

In i.erms of the Extraversion facets, she scored 
high on Gregariousness and Excitement Seeking 
scales and low on Assertiveness and Activity scales. 
Thus, she tended to seek out people and enjoyed 
excitement, stimulation, and thrills (e.g., her sexual 
contacts). Both of these personality traits are consis- 
tent with the repeated behavior of many BDL pa- 
tients to avoid being alone or to avoid experiencing 
boredom. Her high score on Excitement-Seeking 
scale IS also characteristic of a drug abuse disorder. 
Her low Assertiveness may have been related to a 
fear of abandonment and marked vulnerability to 
stress common among BDL patients. Her low level 
of activity may have been associated with her strong 
tendency toward dysphoria. In terms of experiential 
style, she was remarkably open to new experiences. 
She had a vivid imagination and active fantasy life, 
e n j q d  new and different activities, and was liberal 
in her social and moral beliefs. 

prognosis was guarded, particularly because she was 
receiving only standard counseling. Although her 
marked tendency toward emotional distress and gen- 
eral Openness would have suggested a good progno- 

Given her personality profile, Nancy’s treatment 

sis, her very low standing on Conscientiousness 
clearly represented a major problem. This prognosis 
was generally supported by the results of her first 3 
months of treatment. Her baseline AS1 scores indi- 
cated severe employment problems (i.e,, chronic un- 
employment), moderate family and social problems 
(i.e., unstable relationship with current boyfriend 
and strained family relations), and a modest prob- 
lem with drugs and alcohol. There were few changes 
in any of these problem areas at follow-up, and she 
had developed a moderate medical problem (0.49). 
A similar picture emerged from her drug test 
records. First, although eight tests were scheduled, 
she provided urine specimens for only five. Three 
(60%) of the five urine specimens were positive, pri- 
marily for sedative drugs (e.g., alprazolani). 

CONCLUSION 

The data presented in this chapter are useful for un- 
derstanding the relation of opioid drug abuse and 
personality disorder to the FFM of normal personal- 
ity. First, all patients obtained low scores on the 
NEO-PI domains of Agreeableness and Conscien- 
tiousness and high scores on the Excitement-Seeking 
facet scale of Extraversion. In fact, the high interper- 
sonal antagonism (i.e., low Agreeableness), high dis- 
regard for established social rules and conventions 
(i.e., low Conscientiousness), and high excitement 
seeking reported by these patients were remarkably 
consistent with clinical impressions and provide ad- 
ditional insight into many of the therapeutic prob- 
lems common in the treatment of opioid abusers. 
Second, the NEO-PI also showed clear differences in 
the personality traits of opioid abusers. For example, 
high Neuroticism was characteristic only of those 
patients who also had a personality disorder. Third, 
support was obtained in the study for several hy- 
potheses regarding the relations between the FFM 
and specific personality diagnoses discussed in chap- 
ter 6 by Widiger et al. Specifically, most of the de- 
fining personality features predicted for patients with 
ATS, AVD, and BDL were confirmed. Finally, the 
case histories showed the potential benefit of the 
FFM in predicting response to drug abuse treatment. 
Taken together, these data provide new information 
about the relation of the FFM of normal personality 
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to opioid abuse with and without comorbid person- 
ality disorder and support new research on the im- 
plications of the FFM for improving patient- 

treatment matching. 

References 
Alterman, A. L., 6s Cacciola, J. S. (1991). The anti- 

social personality disorder diagnosis in sub- 
stance abusers: Problems and issues. Journal of 
Nervous and Mental Disease, 179, 401-409. 

American Psychiatric Association. (1987). Diagnostic 
and statistical manual of mental disorders (3rd ed., 
rev.). Washington, DC: Author. 

substance dependence and the personality disor- 
ders. Journal of Psychoactive Drugs, 21, 139-144. 

Brooner, R. K., Herbst, J. H., Schmidt, C. W., Bige- 
low, G. E., & Costa, l? T., Jr. (1993). Antisocial 
personality disorder among drug abusers: Rela- 
tions to other personality diagnoses and the 
five-factor model of personality. Journal of Ner- 
vous and Mental Disease, 181, 313-319. 

Costa, l? T., Jr., & McCrae, R. R. (1985). The NEO 
Personality Inventory manual. Odessa, FL: Psy- 
chological Assessment Resources. 

PIINEO-FFI manual supplement. Odessa, FL: Psy- 
chological Assessment Resources. 

Craig, R. J. (1988). Psychological functioning of co- 
caine free-basers derived from objective psycho- 
logical tests. Journal of Clinical Psychology, 44, 

Kadden, R. M., Cooney, N .  L., Getter, H.,  Q Litt, 
M. D. (1989). Matching alcoholics to coping 
skills or interactional therapies: Post-treatment 
results. Journal of Consulting and Clinical Psychol- 

Blume, S. B. (1989). Dual diagnosis: Psychoactive 

Costa, P T., Jr., Q McCrae, R. R. (1989). The NEO- 

599-606. 

OD, 57, 698-704. 

Khantzian, E. J., & Treece, C. (1985). DSM-III psy- 
chiatric diagnosis of narcotic addicts: Recent 
findings. Archives of General Psychiatry, 42, 

Kilmann, P R. (1974). Personality Characteristics of 

1067- 1071. 

female narcotic addicts. Psychological Reports, 35, 
485-486. 

Kosten, T. A., Kosten, T. R.,  & Rounsaville, B. J. 
(1 989). Personality disorders in opiate addicts 
show prognostic specificity. Journal of Substance 
Abuse Treatment, 6, 163-168. 

(1982). DSM-111 personality disorders in opiate 
addicts. Comprehensive Psychiatty, 23, 572-581. 

O’Brien, C. l? (1980). An improved evaluation 
instrument for substance abuse patients. Journal 
of Nervous and Mental Disease, 168, 26-33. 

Miller, T. R. (1991). The psychotherapeutic utility of 
the five-factor model of personality: A clinician’s 
experience. Journal of Personality Assessment, 57, 

Reith, G. ,  Crockett, D., & Craig, K. (1975). Person- 

Kosten, T. R., Rounsaville, B. J.,  & Kleber, H. D. 

McLellan, A. T., Luborsky, L., Woody, G. E., & 

41 5-433. 

ality characteristics in heroin addicts and nonad- 
dicted prisoners using the Edwards Personality 
Preference Schedule. International Journal of the 
Addictions, 10, 97-1 12. 

Rounsaville, B. J.,  Weissman, M. M., Kleber, H. D., 
& Wilber, C. H. (1982). The heterogeneity of 
psychiatric diagnosis in treated opiate addicts. 
Archives of General Psychiatry, 39, 161-l66. 

Spitzer, R. L., Williams, J. B. W ,  Gibbon, M., Q 
First, M. B. (1988). Instruction manualfor the 
Structured Clinical Interview for DSM-111-R (SCID). 
New York: New York State Psychiatric Institute, 
Biometrics Research Department. 

(1981). Chronic illicit drug abusers: Gender 
comparisons. Psychological Reports, 49, 383-390. 

Widiger, T. A., Trull, T. J., Clarkin, J. E ,  Sanderson, 
C., & Costa, l? T., Jr. (1994). A description of 
the DSM-111-R and DSM-IV personality disorders 
with the five-factor model of personality In P T. 
Costa, Jr,, Q T. A. Widiger (Eds.), Personality 
disorders and the -five-factor model of personality 
(pp. 41-56). Washington, DC: American Psy- 
chological Association. 

O’Brien, C. P (1985). Sociopathy and psycho- 
therapy outcome. Archives of General Psychiatry, 

Sutker, F! B., Patsiokas, A. T., & Allain, A. N. 

Woody, G. E., McLellan, A. T., Luborsky, L., & 

42, 1081-1086. 

268 



C H A P T E R  1 6  

THE NEO PERSONALITY INVENTORY AND 
THE MILLON CLINICAL MULTIAXIAL 

INVENTORY IN THE FORENSIC 
EVALUATION OF SEX OFFENDERS 

Gregory K. Lehne 

Forensic evaluations are conducted in a variety of 
different settings using psychological instruments 
that are oriented toward diagnosing psychopathology 
or personality disorders or describing personality 
factors. The personality characteristics of sex offend- 
ers have been investigated using many different in- 
struments (see Levin & Stava, 1987). Sex offenders 
are an appropriate population in which to empiri- 
cally investigate the nature of the relationship be- 
tween personality disorders and personality factors, 
as measured by the Millon Clinical Multiaxial Inven- 
tory (MCMI; Millon, 1983) and the NEO Personality 
Inventory (NEO-PI; Costa & McCrae, 1985). The 
relationship between personality disorders and per- 
sonality factors has been studied only in nonclinical 
samples, from which significant and sensible pat- 
terns of correlations were found (Costa & McCrae, 
1990: Wiggins & Pincus, 1989). 

uation at the Johns Hopkins Hospital (Baltimore, 
MD) Sexual Disorders Clinic were given the MCMI 
and NEO-PI. The correlations were determined be- 
tween their scores on these two inventories. In this 
clinical sample, personality disorders and personality 
factors were related in ways similar to those found 
in other research with nonclinical samples (Costa & 
McCrae, 1990). An actual case history illustrates the 
types of information provided by the MCMI and 
NEO--PI in an initial evaluation and retesting 4 
inont hs later. Consistencies between the two testings 
with the NEO-PI and differences in results from the 
testings with the MCMI raise issues for forensic eval- 
uations and the conceptualization of personality dis- 

Sex offenders who were undergoing forensic eval- 

orders and personality factors. I conclude this chap- 
ter with a discussion of my personal experience in 
evaluating personality disorders and related traits 
among forensic populations. 

PERSONALITY EVALUATION OF 
SEX OFFENDERS 

The research literature on personality variables and 
sex offenders most frequently uses the Minnesota 
Multiphasic Personality Inventory (MMPT; Hathaway 
& McKinley, 1967; (Dahlstrom, Welsh, & Dahls- 
trom, 1972), or occasionally the MCMI; to assess 
personality disorders. Other studies use inventories 
like the Edwards Personal Preference Schedule 
(EPPS; Edwards, 1959), the Eysenck Personality 
Questionnaire (EPQ; Eysenck & Eysenck, 1975), or 
the Sixteen Personality Factor Questionnaire (1 6PF; 
Cattell, Eber, & Tatsuoka, 1970) to examine the per- 
sonality traits of sex offenders. Much of this litera- 
ture was reviewed by Levin and Stava (1987). 

In general, the literature fails to confirm any di- 
rect or clear association between personality disor- 
ders and sex offenders. With reference to 27 studies 
that they reviewed using the MMPI, Levin and Stava 
(1987) concluded that the resultant knowledge was 
sparse and that “negative or inconsistent findings 
outweigh those of a positive nature” (p. 69). They 
reported that the most consistent findings are that 
sex offenders who use force may be more likely to 
show elevations on the MMPI Schizophrenia scale or 
show a 48/84 high-point pairs profile characterized 
by social alienation, chronic hostility, and peculiari- 
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ties of thought. No tests were able to differentiate 
particular groups of sex offenders from other popu- 
lations. Some groups of sex offenders, such as exhi- 
bitionists, produced normal MMPI results in most 
studies, despite predictions from the literature that 
they would be passive or schizoid personality disor- 
dered. 

The MCMI is available with a special computer- 
generated forensic clinical interpretation, but the 
scoring is the same with forensic subjects as with 
other clinical populations. The MCMI was used in 
several studies to categorize personality disorders 
among sex offenders. Unlike the MMPI, the MCMI 
is specifically normalized to provide a typology of 
personality disorders in categories that roughly cor- 
respond to disorders of the third edition, revised, of 
the Diagnostic and Stutistical Manual of Mental Disor- 
ders (DSM-III-R; American Psychiatric Association, 
1987). The MCMI uses a base-rate (BR) scale score 
cut-off point of 85 or greater to indicate the prob- 
able presence of a disorder, with a score of 75-84 
indicating the presence of a related trait. Only high 
scores are interpreted, not low scores or scores in 
the average range, so the test does not provide a 
measure of normal personality factors in nonclinical 
samples. 

In one study, 101 men who had been incarcer- 
ated as “sexually dangerous persons,” primarily rap- 
ists and child molesters, were administered the 
MCMI (Bard & Knight, 1987). Despite the patholog- 
ical nature of the sample, none of the sample means 
were greater than 75 (which would have indicated 
the prevalence of a personality trait or disorder). In 
fact, 25% of the men had no elevations on any of 
the scales of the MCMI. The remaining men could 
be clustered into three groups. 

The first group, called the detached type, in- 
cluded both rapists and child molesters who had el- 
evated scores on the Avoidant scale (M = 871, with 
lesser mean elevations on the Schizoid (Asocial; M = 

76) and Dependent (Submissive; M = 74) scales. 
The second group showed the most typical criminal 
sample characteristics, with elevations on the follow- 
ing scales: Narcissistic (M = 90), Antisocial (aggres- 
sive; M = 85) ,  and Histrionic (gregarious; M = 78). 
This group included mostly (82%) rapists. The third 
group had MCMI elevations on the Antisocial (ag- 

gressive; M = 8 1) and Passive-Aggressive (negativis- 
tic; M = 76) scales. This group seemed to be more 
generally dangerous, in ways that were not only 
sexual. 

Thus, in this study, sex offenders could not be 
defined by any one personality type or by any com- 
bination of sex offense and personality type. How- 
ever, individual sex offenders showed elevations on 
a variety of clinical scales designed to assess the 
presence of personality disorders. They could be 
classified into groups with similar personality pat- 
terns but not with the same sex offenses. 

ists and child molesters on the MCMI and found 
some differences but no clear profile for either 
group. Rapists were scored as more extraverted, gre- 
garious, and active than were child molesters. Rap- 
ists were also found to have a more active ambiva- 
lent personality style compared with a more passive 
ambivalent style for child molesters. But in general, 
it was difficult to find results with the MCMI (or the 
MMPI, which was also used in this study) that sup- 
ported predictions from the literature about the per- 
sonality characteristics of sex offenders. 

Because sex offenders showed a variety of per- 
sonality disorders in both studies that used the 
MCMI, they were deemed to be an appropriate clini- 
cal sample in which to examine the relationship be- 
tween personality disorders and personality factors. 
Sex offenders are not characterized by any single 
pattern of personality disorders that would tend to 
bias the results of a correlational study. 

Personality factors have been studied in sex of- 
fenders using the EPPS (Fisher, 1969; Fisher & 
Howell, 1970; Fisher & Rivlin, 1971; Langevin, Pai- 
tich, Freeman, Mann, & Handy, 1978; Scott, 19821, 
the 16PF (Langevin et al., 1978), the EPQ (Wilson 
& Cox, 1983), the Comrey Personality Scale 
(Smukler & Schiebel, 1975), and the California Psy- 
chological Inventory (Forgac & Michaels, 1982). 
Findings from assessments that used personality fac- 
tor inventories showed differences among types of 
offenders on personality characteristics such as intro- 
version, abasement, aggression, deference, succor- 
ance, and nurturance (Levin & Stava, 1987). The 
difficulty in interpreting the results of these studies 
is that the personality factors that were derived var- 

In another study, Neuman (1981) compared rap- 
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ied among the different instruments, and the re- 
search studies were performed within different pop- 
ulations. Nevertheless, the studies do suggest that 
research on the personality factors of sex offenders is 
appropriate and likely to show significant differ- 
ences. 

RELATIONSHIP BETWEEN PERSONALITY 
DISORDERS AND PERSONALITY FACTORS 

The relationship between personality disorders and 
the five-factor model (FFM) of personality was stud- 
ied by Costa and McCrae (1990) and Wiggins and 
Pincus (1989). Costa and McCrae (1985) correlated 
results from the MCMI and the NEO-PI in two sep- 
arate normal populations with no noted propensities 
toward personality disorders. Their analysis of the 
results suggested that personality factors, as mea- 
sured by the NEO-PI, were related in fairly clear 
and specific ways to the personality disorders as de- 
fined by the MCMI. For example, the MCMI Schiz- 
oid scale scores were negatively correlated with 
scores on the NEO-PI Extraversion scale, and the 
MCMI Avoidant scale scores were correlated nega- 
tively with Extraversion and positively with Neuroti- 
cism scores on the NEO-PI. Both MCMI Histrionic 
and Narcissistic scales were positively correlated 
with Extraversion and Openness to Experience on 
the NEO-PI but differed in their correlations with 
other factors. The results of Wiggins and Pincus, 
who used a different methodology but a normal 
population, are generally consistent with the find- 
ings from Costa and McCrae (1990). 

Costa and McCrae (1990) interpreted the overall 
pattern of findings as indicating that the NEO-PI is 
measuring underlying factors that are part of person- 
ality disorders as assessed by the MCMI. Thus, per- 
sonality disorders could be conceptualized as ex- 
treme or dysfunctional combinations of normal 
personality factors. However, the empirical findings 
can be faulted for the use of a nonclinical sample, 
for which the MCMI was not strictly appropriate 
and which probably had a low frequency of person- 
ality disorders. 

The conceptual relationship among personality 
factors and disorders has not been studied in foren- 
sic or sex-offending populations. In general, clinical 

tests of personality disorders, like the MCMI, are 
used with clinical populations and are not normal- 
ized in a way that makes them valid with nonclini- 
cal populations. So Costa and McCrae's (1990) find- 
ings of correlations between the NEO-PI and the 
MCMI may not hold up in a clinical population. 
However, tests of normal personality factors, like the 
NEO-PI, can be used with clinical populations with- 
out compromising their validity. There is little data 
available to relate the results of such testing to pos- 
sible personality disorders or pathology. 

Thus, it is not known whether a clinical forensic 
population, such as sex offenders, would show a 
similar pattern of correlations on the personality dis- 
order scales of the MCMI and the five factors of per- 
sonality as measured by the NEO-PI. Also unex- 
plored is the relative usefulness of evaluating sex 
offenders using clinical tests of personality disorders 
compared with more normative inventories of per- 
sonality factors. These are the issues that are exam- 
ined in the present study that tested a clinical foren- 
sic group of sex offenders with the MCMI and the 
NEO-PI. 

PRESENT STUDY 

Procedures 
Men who were undergoing evaluation or treatment 
at the Sexual Disorders Clinic of the Johns Hopkins 
Hospital were the subjects for the study of the cor- 
relation between MCMI and NEO-PI test scores. The 
population of the Sexual Disorders Clinic tends to 
be sexually compulsive with multiple offenses and 
has typically offended against victims outside the 
family. Thus, this group is a primary forensic popu- 
lation as well as a clinical population. All of the 
men had admitted to engaging in inappropriate sex- 
ual behavior and were charged with or convicted of 
at least one sex offense. Mentally retarded men and 
men with reading difficulties were excluded from 
the study 

Each man underwent a complete psychiatric 
evaluation and was diagnosed according to DSM-111-R 
criteria. The Axis I psychiatric diagnosis judged 
most directly related to the sexual offense was desig- 
nated as the primary diagnosis. Ninety-nine men 
completed the evaluation process and produced 
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valid test results on both the MCMI and the NEO- 
PI. In most cases (n = 81), the primary diagnosis 
was a sexual disorder or paraphilia (pedophilia, n = 

44; exhibitionism, n = 8; other paraphilias, involving 
adolescent or adult-oriented behavior, n = 29). In 18 
cases, the inappropriate sexual behavior was not as- 
sociated with a sexual disorder. There were 9 cases 
of transitory adjustment disorders, 4 cases related to 
alcohol or substance abuse or conduct disturbance, 
1 case with an atypical psychotic episode, and 4 
cases with no psychiatric diagnoses. 

The evaluated sex offenders were tested with 
both the MCMI and the NEO-PI, either at the time 
of their initial evaluation or at the time of a group 
psychotherapy session. Testing was done using the 
paper-and-pencil versions of the MCMI and the 
NEO-PI. Tests were scored according to the pub- 
lished manuals, with no deviations from standard 
procedures, and using the appropriate adjustments 
and normative tables (Costa & McCrae, 1985; Mil- 
lon, 1983). The results of the testing were not used 
in making diagnoses of the patients or clinical rec- 
ommendations. 

Results 
On the MCMI, a score of 85 or greater was taken as 
evidence for the presence of a personality disorder. 
Among the 99 men, 33% had no MCMI scores 
greater than 85, 28% had one scale score above 84, 
23% had two or three scale scores above 84, and 
15% had four to six scale scores above 84. Scale 
scores of 75-84 indicate the presence of a personal- 
ity trait related to the more extreme disorder. Scores 
below 75 should not be interpreted in individual 
cases. Table 16.1 shows the frequency of scores in 
this population of sex offenders. All of the means 
are below a score of 75. Thus, no individual trait or 
combination of personality traits and disorders is 
characteristically descriptive of this population of sex 
offenders. Dependent (50% of sample) and passive- 
aggressive (36%) are the most common personality 
disorder scale elevations, and anxiety (47%) and 
dysthymia (44%) are the most prevalent clinical 
symptom syndromes. 

With reference to the NEO-PI, Table 16.2 shows 
the means and standard deviations for the sample. 
Unlike the MCMI, which uses BR cut-off scores, all 

Descriptive Statistics for Millon Clinical 
Multiaxial Inventory (MCMI) Personality 
Disorder Scales in a Sex Offender Sample 

MCMI scale (trait) 

Schizoid (asocial) 
Avoidant 
Dependent (submissive) 
Histrionic (gregarious) 
Narcissistic 
Antisocial (aggressive) 
Compulsive (conforming) 
Passive- Aggressive 

(negativistic) 
Schizotypal (schizoid) 
Borderline (cycloid) 
Paranoid 
Anxiety 
Somatoform 
Hypomanic 
Dysthymic 
Alcohol Abuse 
Drug Abuse 
Psychotic Thinking 
Psychotic Depression 
Psychotic Delusions 

None 

18 
23 
34 
9 
9 

11 
3 

27 

2 
5 
7 

30 
5 
2 

28 
3 
6 
1 
1 
4 

33 

Trait 
(“4 
12 
8 

16 
10 
17 
8 
9 
9 

5 
10 
6 

17 
14 

2 
16 
8 

12 
4 
5 
3 

13 
~ ~~ ~ ~~ ~~ 

Note N = 99 men, base-rate scale scores for disorders 
285, base-rale scale scores for traits = 75-84 

scores on the NEO-PI can be interpreted. Thus, the 
NEO-PI means of the sample can be interpreted as 
providing a descriptive profile of this group of sex 
offenders, in comparison to a normal, nonclinical 
population. A higher mean score would indicate a 
greater presence of that personality factor in the sex 
offender sample, and a lower score would corre- 
spond to a smaller presence of that factor. Whether 
significant deviations in either direction correspond 
in a meaningful way to psychopathology is a ques- 
tion that is examined empirically in the correlational 
analysis of the NEO-PI and the MCMI. 

This sex offender sample’s mean scores were at 
least one-half a standard deviation higher than the 
normal population on all facets of the Neuroticism 
domain-anxiety and depression (which were also 
elevated on the MCMI) as well as hostility, self- 
consciousness, impulsiveness, and vulnerability The 
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Descriptive Statistics for NEO Personality 
Inventory (NEO-PI) Scales in a Sex Offender 
Sample 

~~ ~~~ 

NEO-PI scale M Ranre 

Domain 
Neuroticism 
Extraversion 
Openness to Experience 
Agreeableness 
Conscientiousness 

Neuroticism facet 
Anxiety 
Hostility 
Depression 
Self-consciousness 
Impulsiveness 
Vu I ne rab i lity 

Extraversion facet 
Warmth 
Gregariousness 
Assertiveness 
Activity 
Excitement seeking 
Positive emotions 

Openness facet 
Fantasy 
Aesthetics 
Feelings 
Actions 
Ideas 
Values 

60.9 
53.0 
49.0 
45.2 
46.3 

57.2 
55.7 
62.0 
57.6 
56.5 
58.5 

49.1 
52.8 
48.2 
52.8 
57.1 
51.5 

50.0 
50.8 
52.3 
49.0 
48.0 
46.3 

High 
Average 
Average 
Average 
Average 

High 
High 
High 
High 
High 
High 

Average 
Average 
Average 
Average 
High 
Average 

Average 
Average 
Average 
Average 
Average 
Average 

mean score on the Excitement-Seeking facet scale of 
Extraversion was also higher than in the general 
population. All other scores were within the average 
range, corresponding to a typical normal population 
sample. 

The group means are consistent with apparently 
honest and candid responding to the inventory 
queslions. There was no evidence that suggested 
that responses were distorted in a socially desirable 
direct ion, for example, producing artificially low 
scorcs on the facets of hostility, impulsiveness, or 
excitement seeking or high scores on the Agreeable- 
ness or Conscientiousness domains. 

The results of testing sex offenders in this sample 
with the MCMI and the NEO-PI show that it is a 

population that produces results in the clinically sig- 
nificant range. The sample population shows a high 
level of Neuroticism, which would be expected for 
clinical samples, and a variety of personality traits 
and disorders. Yet there is no homogeneous pattern 
in the findings because the sample is not character- 
ized by the prevalence of any one particular person- 
ality trait, disorder, or cluster of traits. 

Correlations between the BR scores on the MCMI 
and the scale scores for the five factors on the NEO- 
PI are provided in Table 16.3. The pattern of these 
correlations is compared, in Table 16.4, with the 
correlations reported in Costa and McCrae (1990) 
for a normal sample of 207 men and women. This 
comparison is not strictly equivalent because Costa 
and McCrae included both men and women, 
whereas the present sample involved only men. Also 
Costa and McCrae used raw scores for the MCMI, 
whereas the present sample used BR scores. Never- 
theless, the patterns of correlations are remarkably 
similar. Of the 55 correlational cells (1 1 MCMI dis- 
orders X 5 NEO-PI factors), there is agreement in 
the direction of significant correlations or the ab- 
sence of a correlation in 36 cells (65%). There were 
no cases of disagreement in the direction of a corre- 
lation. In 10 cells (18%), there are significant corre- 
lations only for the sex offender sample. In 9 cells 
(16%), there are significant correlations only for the 
normal sample; with only three exceptions, these 
noncorresponding correlations were lower than 0.5. 

The correlations in the sample of sex offenders 
also replicate the basic pattern of findings from nor- 
mal populations found by Wiggins and Pincus 
(19891, which was also replicated by Costa and Mc- 
Crae (1990). In all of these studies, Extraversion was 
strongly and negatively correlated with schizoid and 
avoidant personality disorders and positively corre- 
lated with histrionic and narcissistic disorders. In 
addition, negative correlations were found in all of 
the studies between Agreeableness and antisocial and 
paranoid personality disorders. Conscientiousness 
was positively correlated with compulsive personal- 
ity disorder in all the studies. Neuroticism was posi- 
tively correlated with avoidant and borderline per- 
sonality disorders in all three studies. A negative 
correlation between Openness and schizotypal per- 
sonality disorder was also replicated in these studies. 
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Correlations of Millon Clinical Multiaxial Inventory (MCMI) and NEO Personality Inventory 
(NEO-PI) Scale Scores in a Sex Offender Sample 

WEO-PI domain 

MCMI scale N E 0 A C 

Schizoid 0.54** -0.56** -0.33** -0.47*' -0.28** 
Avoidant 0.63** -0.57** -0.26* -0.43** -0.23' 
Dependent 0.20* -0.1 9 -0.21 * 0.1 9 -0.1 0 
Histrionic -0.18 0.63** 0.42* * 0.04 0.02 
Narcissistic -0.30** 0.57* * 0.25* -0.05 0.28** 
Antisocial 0.09 0.13 -0.05 -0.49** -0.01 
Compulsive -0.63** 0.21 -0.09 0.58** 0.36' 
Passive-Aggressive 0.69** -0.32** -0.01 -0.50** -0.31 * 
Schizotypal 0.44** -0.63** -0.30** -0.18 -0.22* 
Borderline 0.49* * -0.29** 0.00 -0.16 0.13 
Paranoid 0.02 0.09 -0.08 -0.31 * * 0.18 

Somatoform 0.1 2 -0.22* -0.05 0.10 0.04 
Hypomanic 0.26* * 0.33** 0.26* * -0.29* * 0.03 
Dysthyrnic 0.50* * -0.49** -0.04 -0.14 -0.28** 
Alcohol Abuse 0.48* * -0.06 -0.01 -0.35** -0.19 
Drug Abuse 0.16 0.43* * 0.21 -0.32** 0.03 
Psychotic Thinking 0.56* * -0.41 * * -0.24* -0.49** -0.18 

Anxiety 0.45" -0.46** -0.07 -0.21 * -0.26*' 

Psychotic Depression 0.64** -0.38** -0.16 -0.41 * *  -0.19 
Psychotic Delusions 0.14 -0.08 -0.20* -0.27** 0.14 

Note. N = 99 men. N = Neuroticism; E = Extraversion; 0 = Openness to Experience; A = Agreeableness; C = 

Conscientiousness. *p < .05. **p < .O1 

A positive correlation between Openness and histri- 
onic personality disorder was also replicated. 

In addition, the sex offender sample replicates 
the findings from Costa and McCrae's (1990) normal 
sample for much of the pattern for both the Neuro- 
ticism and Extraversion factors. In both studies, 
Neuroticism is positively correlated with avoidant, 
passive-aggressive, schizotypal, and borderline per- 
sonality disorders and negatively correlated with 
narcissistic and compulsive personality disorders. 
For the Extraversion factor, there is replication of 
negative correlations with schizoid, avoidant, schizo- 
typal, and borderline personality disorders and posi- 
tive correlations with histrionic and narcissistic dis- 
orders. 

have the most consistent correlational relationships 
with personality disorders in the different samples. 
Except as previously mentioned, the Openness, 
Agreeableness, and Conscientiousness factors had 

Neuroticism and Extraversion are the factors that 

less consistent agreements in correlations between 
the two studies. 

ality disorders as measured by the MCMI could be 
uniquely differentiated on the basis of the patterns 
of correlations with the NEO-PI. For example, 
scores for the MCMI Antisocial and Paranoid scales 
had negative correlations with NEO-PI Agreeableness 
scores and no other significant correlations. Essen- 
tially, both of these personality disorders share an 
interpersonal antagonism, which is an essential part 
of low Agreeableness. It is important to remember 
that the sex offender population had a diversity of 
scores and evidence of few clinical traits or disorders 
on the MCMI Antisocial (19% > 75 BR) and Para- 
noid (13% > 75 BR) scales. 

In the sex offender sample, there were no corre- 
lations between dependent personality characteristics 
and any NEO-PI factors. This is remarkable because 
the dependent personality disorder was the most fre- 

In the sex offender sample, not all of the person- 
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Comparison of Significant Correlations of Millon Clinical Multiaxial Inventory (MCMI) 
Personality Disorder Scales With NEO Personality Inventory (NEO-PI) Factors 

+ 
-c 

+ 

NEO-PI factors MCMI scale and 

Schizoid 

sample N E 0 A C 

Normal - 
Sex offenders ++ 

Normal + 
Sex offenders ++ 

Normal + 
Sex offenders 

Normal ++ 
Sex offenders ++ 

Normal + 
Sex offenders ++ 

Antisocial 
Normal 
Sex offenders 

Compulsive 
Normal - 
Sex offenders - 

Normal ++ 
Sex offenders ++ 

Normal + 
Sex offenders + 

Normal ++ 
Sex offenders + 

Paranoid 
Normal 
Sex offenders - 

- - - - 
Avoidant 

- 
- 

Dependent 

Histrionic 

Narcissistic 

Passive- Aggressive 

- 

Schizotypal 
- 
- 

Borderline 
- 
- 

- 

+ 

+ 

+ 

++ 
+ 
4 

Note. N = Neuroticism; E = Extraversion; 0 = Openness to Experience; A = Agreeableness; C = Conscientiousness. 
All correlations at p < .01 level of significance. ++ and - indicate positive and negative correlations, respec- 
tively, that are 2.5; + and - indicate positive or negative correlations, respectively, that are < .5. Normal sample: 
N = 207 men and women from Costa and McCrae (1990), correlations based on raw scores. Sex offender sample: 
h‘ = 99 men, present study sample, correlations based on base-rate scores. 

quently elevated scale on the MCMI in the sex of- 
fender sample (50% > 75 BR) 

Discussion 
The MCMI and the NEO-PI were developed from 
different theoretical perspectives The MCMI was de- 
veloped using Millon’s theory of personality and pa- 

thology, which ultimately goes back to a cnnceptual- 

ization of people’s sources of reinforcements and 
activity levels in pursuing those reinforcements (Mil- 
lon, 1981) Pathology results from extremes in per- 

sonality styles and personality decompensation un- 

der situations of marked stress The MCMI is loosely 

related to DSM-III-R categories, which also incorpo- 
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rate a historical psychiatric typology of personality 
disorders. The NEO-PI is based on factor analytic 
research on personality in both the natural language 
and theory-based personality inventories. 

The correlation of the results from testing a sam- 
ple of sex offenders with the MCMI and the NEO-PI 
shows that the two tests produced findings that gen- 
erally could be interpreted in mutually consistent 
ways. Neuroticism and Extraversion are the two fac- 
tors most consistently linked in theory, research, and 
common parlance to personality disorders. Both pos- 
itive and negative correlations between these factors 
and different personality disorders have been shown 
in several studies. 

Neuroticism, as a general indicator of distress 
and negative affectivity, is positively correlated with 
borderline, passive-aggressive, schizotypal (and pos- 
sibly schizoid), and avoidant personality disorders. 
Individuals with these types of disorders are com- 
monly perceived by others as negative and discon- 
tented. A negative correlation with Neuroticism was 
found for the narcissistic and compulsive personality 
disorders; these types of individuals do not typically 
describe themselves as discontented, which is con- 
sistent with low Neuroticism. 

Similarly, the correlations among Extraversion 
and various personality disorders closely correspond 
to the definitional qualities of the disorders. For ex- 
ample, histrionic and narcissistic individuals are by 
definition outgoing and oriented toward influencing 
others with their personality styles. Avoidant, schiz- 
oid, schizotypal, and borderline personality disorders 
involve deficiencies in the ability to relate interper- 
sonally. The other disorders do not present such de- 
fining characteristics with reference to Extraversion. 

Thus, the correlation of the results from the 
MCMI and NEO-PI provides support for the idea 
that there are common personality factors that un- 
derlie the personality disorders. But the tests do not 
say the same things. The magnitude of the correla- 
tion or agreement between the different studies and 
tests decreases for factors such as Openness, Agree- 
ableness, and Conscientiousness. 

There is no clear formula or pattern that allows 
the direct translation of findings on one test to be 
translated into the language of the other. In the 
present study, it was not possible to identify each or 

all of the different personality disorders in terms of 
specific NEO-PI profiles. Nor do the results of either 
of the tests directly translate into the DSM-111-R cate- 
gories of personality disorders. Despite the typology 
of MCMI scale names that appear to correspond to 
the discrete personality disorders in the DSM-111-R, 
the actual results of testing with the MCMI tend to 
produce patterns of scores with two or three scale 
elevations as often as they produce a single scale el- 
evation. This implies that the MCMI personality dis- 
orders are not mutually exclusive syndromes. Thus, 
interpreting the results of testing on the MCMI and 
the diagnosis of personality disorders according to 
the DSM-III-R criteria requires skilled, professional 
clinical expertise. 

It may be that discriminability of personality dis- 
orders can be improved in the future with new ver- 
sions of tests (e.g., the MCMI-11; Millon, 1987) or 
by more analysis of facets of specific personality fac- 
tors, such as the facets of the NEO-PI. The MCMI-I1 
was not available at the time of the testing of sex of- 
fenders, and the sample size was too small to allow 
for a reliable correlational analysis of NEO-PI facet 
scores. 

tion of personality disorders is part of the problem 
of discriminability. Personality disorders may be his- 
torical artifacts of the intellectual-domain bias of 
psychiatry, clinical psychology, and social work. 
Many other fields of human services, such as indus- 
trial and occupational psychology, career consulting 
and guidance, and pastoral counseling typically use 
models of personality other than DSM-111-R person- 
ality disorders. 

The criminal justice and forensic fields are pres- 
ently split between using personality disorder mod- 
els and other approaches to analyze the personality 
characteristics of individuals in their purview. Thus, 
forensic evaluators are caught in the middle in their 
attempts to evaluate individuals in terms that are 
mutually understandable to clinically trained person- 
nel and others who are involved in the criminal jus- 
tice system (e.g., attorneys, judges, juries, and pro- 
bation officers) with no background in clinical 
psychology. The case example that follows illustrates 
some of the issues of forensic evaluation in using 
concepts of personality disorders on the basis of as- 

But it also may be that the present conceptualiza- 
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sessment with the MCMI compared with using the 
NEO-PI factors. 

CASE EXAMPLE 

Ron was a 35-year-old man who was referred by his 
doctor for evaluation after he was legally charged 
with exposing himself to a young adolescent girl in 
the food mall of a public shopping center. He was 
first seen 4 days after his arrest and was then seen a 
week later, a t  which time he was tested with the 
MCMI and the NEO-PI. After 4 months of weekly 
individual psychotherapy, he was retested. He was 
not a subject in the previously described research 
sample. 

Ron reported an extensive history of exposing 
himself to teenage and adult females, and he re- 
ported one prior arrest. He also had been frequently 
involved with prostitutes and had frequently at- 
tended strip bars, either alone or with friends, at 
which times he drank prodigious quantities of alco- 
hol. He drank only rarely otherwise in social situa- 
tions and never to excess. He had no other history 
of inappropriate sexual behavior. His legal history 
also included arrests for shoplifting. He had previ- 
ously undergone psychiatric treatment for his sexual 
behavior and depression. His first suicide attempt 
was at age 12. He was suicidally depressed following 
his previous arrest for indecent behavior. 

He was morbidly obese; with medical complica- 
tions of diabetes and high blood pressure, and had 
no prior success in losing weight. He was happily 
married to a Vietnamese woman whom he met 
while he was in the US. armed services, and they 
had a 10-year-old son. He and his wife reported 
some difficulties in communication but no other 
marital or sexual problems. He was well regarded in 
his career and was socially popular among his peers 
at work. Outside of work, he reported no social 
friendships or hobbies. 

At the time of the initial evaluation, Ron was sig- 
nificantly depressed with suicidal plans and feared 
the loss of his marriage and job as a consequence of 
his arrest. He had almost no appetite, had lost 25 
pounds, and had problems sleeping. His physical 
hygiene was appropriate. His speech was clear, co- 
herent, and task oriented. Despite being intermit- 

tently overcome with tears, he repeatedly made 
jokes during the evaluation session, some of which 
were self-deprecating. He had a dramatic storytelling 
style and seemed prone to exaggeration or overstate- 
ment. He reported a history of being class clown 
and office joker. 

jor depression (recurrent). The diagnosis of a per- 
sonality disorder was deferred. The impression was 
that he suffered from some personality disorders but 
that he did not meet a sufficient number of criteria 
for any one DSM-III-R diagnosis. 

Ron’s history of adolescent shoplifting, illicit sex- 
ual behavior that continued during his marriage, 
and recklessness in drinking and driving, along with 
self-justification and disregard for the effects of his 
illegal behavior on others, suggested antisocial per- 
sonality disorder features. Borderline personality dis- 
order features included his instability of mood ac- 
companied with suicidal plans and poor self-esteem; 
his excessive impulsiveness in sexuality, shoplifting, 
and drinking; and concerns about abandonment by 
his wife and family. His personality style seemed ex- 
cessively emotional and attention seeking in a 
clowning way, which is suggestive of histrionic char- 
acteristics. Dependent personality disorder features 
were also present in his seeking affirmation from 
others and his hypersensitivity to possible disap- 
proval, his preoccupation and imagined devastation 
if his wife and son abandoned him, and a tendency 
to allow his wife to make all the major decisions for 
the family. One of the difficulties in the diagnosis of 
a possible personality disorder was that many of 
these characteristics might be more related to his 
other diagnoses of depression or exhibitionism 
rather than indicative of an independent personality 
disorder. 

Initial testing with the MCMI showed signifi- 
cant elevations on the scales measuring passive- 
aggressive (96) and dependent (88) personality dis- 
orders, with scores in the trait range on the scales 
measuring borderline (82) and avoidant (77) person- 
ality disorders. The MCMI Anxiety and Depression 
scales each had scores over 100, but no other scales 
were elevated. The complele scores for the MCMI 
scales are provided in the first column of Table 
16.5. The MCMI computer-generated interpretative 

The initial diagnoses were exhibitionism and ma- 
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Case Example: Millon Clinical Multiaxial 
Inventory (MCMI) Base-Rate Scores 

MCMI scale (trait) 1st test 2nd test 

Schizoid (asocial) 
Avoidant 
Dependent (submissive) 
Histrionic (gregarious) 
Narcissistic 
Antisocial (aggressive) 
Compulsive (conforming) 
Passive- Aggressive 

(negativistic) 
Schizotypal (schizoid) 
Borderline (cycloid) 
Paranoid 
Anxiety 
Somatoform 
Hypomanic 
Dysthymic 
Alcohol Abuse 
Drug Abuse 
Psychotic Thinking 
Psychotic Depression 
Psychotic Delusions 

60 
77 
88 
71 
47 
45 
54 
93 

53 
81 
49 

102 
66 
52 
99 
79 
67 
60 
71 
62 

51 
46 
80 
85 
67 
45 
63 
47 

68 
69 
69 
76 
72 
60 
84 
55 
64 
60 
43 
57 

Note. The MCMI was administered to the patient in 
the first evaluation session (1st test) and then re- 
administered 4 months later (retest). 

report suggested the following diagnoses: generalized 
anxiety disorder, dysthymic disorder, alcohol abuse, 
and borderline personality disorder (with prominent 
dependent and passive-aggressive traits). 

The text of the MCMI interpretive report did not 
correspond to Ron’s initial presentation. He depicted 
himself as much more disturbed and emotionally 
unstable and likely to act out in hostile ways than 
he appeared. Nor did the elevated personality disor- 
der scales and suggested diagnoses correspond to 
the clinical impressions of the patient. For example, 
he neither met any of the DSM-III-R criteria nor 
gave the impression of a passive-aggressive person- 
ality disorder, although his highest MCMI scale 
score was for this disorder. 

This pattern of scores on the MCMI is not un- 
usual among sex offenders. In the previously de- 
scribed research sample, as in Ron’s results, the two 
most frequently occurring scale scores over 85 

larly high frequencies for elevations on the scales for 
anxiety (30%) and dysthymia (28%). 

Incorporating the results of the MCMI testing 
into the diagnostic process, it was decided that Ron 
probably suffered from a mixed personality disorder, 
with dependent, passive-aggressive, and histrionic 
features. The results of the NEO-PI were not used to 
make a clinical diagnosis but were included in the 
forensic evaluation report to describe his “premor- 
b i d  personality. 

Ron’s results on the NEO-PI are given in Table 
16.6. He scored in the very high range on Neuroti- 
cism, in the very low range on Conscientiousness, 
and in the low range on Agreeableness. He obtained 
average scores on Extraversion and Openness. This 
pattern is more extreme and varied than the group 
means for sex offenders in the previously described 
research sample, for which the Neuroticism domain 
was in the high range and the other domains were 
in the average range. 

Other than the very high Neuroticism score, the 
domain scores and text of the computer-generated 
NEO-PI report did not appear to be consistent with 
Ron’s initial presentation and history. He appeared 
more extraverted and socially agreeable, with his 
joking style, than did most patients. He had a solid 
record of achievement in his career as well as a sta- 
ble family life, which did not appear to be consis- 
tent with his very low level of conscientiousness. 

that at the time of testing, Ron was experiencing ex- 
treme depression as a result of being arrested. Thus, 
both the MCMI and the NEO-PI showed high scores 
for depression and anxiety, some of which may be 
associated with a transitory adjustment reaction but 
which may also reflect aspects of Ron’s general per- 
sonality style. The MCMI is designed TO be used on 
individuals who are experiencing difficulties, and it 

is particularly designed to be used during the early 
phases of assessment and treatment. The NEO-PI 
was not designed to be used in times of distress or 
to identify transitory stress-induced reactions. 

Ron’s depression decreased significantly after his 
legal problems were satisfactorily resolved. Although 
he continued to report feeling depressed, his depres- 

Interpretation of Ron’s test scores must consider 
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Case Example: NEO Personality Inventory (NEO-PI) Scores 

1st test 

NEO-PI scale T score Range 

Domain 
Neuroticism 70 Very high 
Extraversion 46 Average 
Openness to Experience 47 Average 
Agreeableness 40 Low 
Conscientiousness 25 Very low 

Neuroticism facet 
Anxiety 
Hostility 
Depression 
Self-Consciousness 
Impulsiveness 
Vulnerability 

Extraversion facet 
Warmth 
Gregariousness 
Assertiveness 
Activity 
Excitement Seeking 
Positive Emotions 

Openness facet 
Fantasy 
Aesthetics 
Feelings 
Actions 
Ideas 
Values 

72 
55 
65 
56 
57 
86 

57 
46 
46 
41 
61 
33 

61 
43 
54 
45 
41 
45 

Very high 
Average 
Very high 
High 
High 
Very high 

High 
Average 
Average 
Low 
High 
Very low 

High 
Low 
Average 
Average 
Low 
Average 

Retest 

T score Range 

70 Very high 
55 Average 
51 Average 
44 Low 
32 Very low 

64 
48 
75 
66 
69 
60 

55 
48 
53 
56 
61 
48 

High 
Average 
Very high 
Very high 
Very high 
High 

Average 
Average 
Average 
High 
High 
Average 

63 High 
47 Average 
49 Average 
45 Average 
51 Average 
45 Average 

~~ ~ ~~ ~~ ~ ~~~~~ 

Not? The NEO-PI was administered to the patient in the first evaluation session (1st test) and then re- 
administered 4 months later (retest) 

sion was masked by a jovial style and there was no 
fearfulness or reports of suicidal intentions. He was 
retested on the MCMI and the NEO-PI 4 months af- 
ter the initial testing (see Tables 16.5 and 16.6). 

The pattern of results on the MCMI was quite 
different from that of the initial testing. The only 
two significant personality scale elevations were on 
the Histrionic (85) and Dependent (80) scales. The 
score on the Passive-Aggressive scale dropped from 
96 to 47. Anxiety and depression scores dropped 
significantly, although Ron continued to be de- 
pressed and still scored in the clinical range (84, 
down lrom 101). The suggested diagnoses were dys- 
thymic disorders, generalized anxiety disorder, and 
dependent personality disorder with prominent his- 

trionic traits. The computer-generated MCMI clinical 
interpretive report depicted Ron in totally different, 
and generally positive, terms as a passive and de- 
pendent individual who strived to be socially ac- 
commoda ting. 

socially conforming person did not appear to be re- 
lated to any personality changes produced in psy- 
chotherapy. Instead, an analysis of changes in item 
responses between the two testings showed that 
most of the changes were on items measuring state 
depression, which were also incorporated into the 
MCMI personality disorder scales such as the 
Passive-Aggressive and Borderline scales. 

The change from a dangerous, social menace to a 

Retesting Ron with the NEO-PI resulted in essen- 

2 79 



Gregory K. Lehne 

tially the same pattern of scores as the previous test 
results from the initial assessment (see Table 16.6). 
After 4 months of therapy, which predominantly ad- 
dressed the depression and anxiety and some as- 
pects of the sexual disorder, it was not evident that 
Ron’s personality had changed. However, the thera- 
pist’s impressions of Ron began to correspond to the 
description of his personality, as described in the 
computer-generated NEO-PI report, which had not 
seemed particularly accurate at the time of the initial 
assessment. 

For example, Ron had initially appeared to be 
highly agreeable because of his joking style, his ex- 
pressions of gratitude, and his willingness to do 
whatever was recommended to help his situation. 
But later in the therapy process, it was clear that he 
was not actually an agreeable person. It was hard for 
him to feel or express concern for his wife or son, 
although earlier he had cried with gratitude because 
they had not rejected him. Later, he seemed to be 
generally unable to initiate positive behaviors toward 
them and, in fact, offended them in thoughtless 
ways. He became critical of professionals involved 
with his care, expressing (often unjustified) negative 
or hostile evaluations. For example, he antagonisti- 
cally stated that his previous therapy was mostly 
“b s ” and boasted how he had lied to his doc- 
tors in the past. By implication, he was expressing 
similar beliefs about his present therapy. The issues 
of low Agreeableness and low concern for others be- 
came important in therapy to help him understand 
the effects of his inappropriate behavior on others. 
He never expressed concern about this and thus 
lacked one of the tools for helping control his be- 
havior. 

As his mood improved during treatment, his low 
Conscientiousness became evident. He had created 
the impression of Conscientiousness through his un- 
blemished work record. Although tardiness and irre- 
sponsibility did not appear to be work issues, the 
nature of his job did not make it a good test of 
Conscientiousness. He became more lax about ap- 
pointments, rescheduling or canceling them or arriv- 
ing late. He was also less conscientious in bringing 
forth relevant material in sessions; he became com- 
pliant rather than being conscientious or responsible 
in examining himself and his situation. He began to 

.- -~ 

carelessly disregard rules that he had observed ear- 
lier in therapy (e.g., avoiding situations in which he 
might have exposed himself). Earlier he had brought 
up subjects for discussion, whereas later he only 
presented less favorable material in response to di- 
rect inquiries. 

These changes in my conceptualization of him 
might appear to be related to changing issues in the 
course of therapy, such as transference. But the simi- 
lar results of the two testings with the NEO-PI indi- 
cate that these personality factors were present at 
the start of therapy and did not change. So the 
NEO-PI testing actually provided information that 
was not readily apparent in all of the dramatics of 
the initial presentation-aspects of Ron’s “normal” 
personality that were somewhat masked by the pre- 
senting problems of depression, compulsive sexual 
behavior, and all of the stresses associated with the 
arrest and forensic processes. 

PERSONAL EXPERIENCE 

The purpose of a forensic psychological evaluation is 
to provide an accurate and understandable descrip- 
tion of relatively enduring characteristics of an indi- 
vidual that can then be used by criminal justice per- 
sonnel. The forensic evaluation is written primarily 
to determine the disposition of a case or to develop 
sentencing recommendations, including making pre- 
dictions about future behavior and rehabilitation 
planning. Except in cases that involve criminal re- 
sponsibility or insanity, psychiatric diagnoses, partic- 
ularly of personality disorders, are not critical. Pre- 
sentence investigation reports, for example, are the 
most common type of forensic evaluation, and psy- 
chiatric diagnoses were rarely incorporated. 

My experience in clinical services, including 
work within the medical model in a hospital setting, 
has led me to put an emphasis on personality disor- 
ders and related traits when conducting evaluations. 
As such, I might incorporate into an evaluation the 
results of testing with instruments such as the MMPI 
or the MCMI, both of which have special interpreta- 
tions available for forensic settings. When the test 
results show clinical elevations that are consistent 
with my understanding of a patient, I feel comforta- 
ble incorporating this information into my reports. 
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Diagnosing a distinct personality disorder is difficult, 
even with DSM-111-R-explicit criteria, and forensic 
patients tend not to fit neatly into the diagnostic 
categories. 

The resultant descriptions of personality disor- 
ders and related traits often require elaborate expla- 
nations and interpretations for criminal justice per- 
sonnel, who sometimes have little patience with 
clinical nuances of the diagnosis. The clinical disor- 
ders also sound very judgmental and negativistic. 
The diagnostic labels are often subjected to even 
more negative re-interpretations by criminal justice 
personnel who have associations that are different 
from the DSM-III-R psychopathological criteria. In 
court, there is often little interest in personality dis- 
order labels, and in trials, there might be disagree- 
ments with other professionals about the specific 
diagnosis of personality clisorder. (Diagnosing 
personality disorders is, after all, part clinical skill 
and part art.) I justify the continued use of person- 
ality disorder diagnostics because it makes sense to 
me and appears to have prognostic utility in predict- 
ing future adjustment as well as the effectiveness of 
different types of therapy. 

Whcn one does psychological testing as part of a 
forensic evaluation, one is ethically obligated to re- 
port the results of all testing. Although I might 
choose to re-interpret the results, I cannot pretend 
that thc results from any given test do not exist. In 
the case example of Ron, rhe diagnosis of exhibi- 
tionism instead of pedophilia was an important fac- 
tor in the sentencing. Also important, however, was 
the unstable and negative characterization of Ron as 
a result of personality disorder testing with the 
MCMI. A s  it turned out, much of the negativism 
was derived from his more transitional and extreme 
depressi\,e state following his arrest than being a 
characteristic personality disorder or trait. 

In my role as an academic psychologist and re- 
searcher, I am aware of the limitations of the con- 
cepts of personality disorders, particularly as applied 
to forensic populations like sex offenders. The con- 
cepts of personality traits or factors, without the 
baggage oI clinical disorders, are interesting because 
they are so generalizable. But they do not seem ap- 
propriate for clinical or forensic evaluations, despite 
their stability and prognostic utility Somehow, they 

seem to predict more normal behavior, not psycho- 
pathology. I have found it hard to use the concepts 
of personality factors in conceptualizing treatment 
plans other than in a straightforward, somewhat 
commonsense cognitive-behavioral plan. 

When 1 first started using the NEO-PI with sex 
offenders for research purposes and in my clinical 
practice, I was initially surprised to find that the of- 
fenders usually seemed to understand and agree 
with the resultant descriptions of their personality. 
Some of the NEO-PI reports are quite negative 
sounding, particularly for people who are low in 
Agreeableness or Conscientiousness, yet the subjects 
rarely disagree or object to the characterization. 
When I incorporate the resultant analyses into eval- 
uation reports (as a premorbid or general descrip- 
tion of personality), the people reading them gen- 
erally do not have difficulty understanding the 
material, nor do they tend to question or disagree 
with it. Typical feedback is that they feel it is useful 
in giving an impression of what the person was like. 
There are usually some implications that i t  is not 
“real” psychology because they share the same im- 
pression of the individual as a result of their own 
interactions and interviews. 

The case example only raises issues, and one 
must be cautious not to overgeneralize. However, I 
was very surprised at the differences between the re- 
testing in the case example with the MCMI and the 
NEO-PI. I rarely retest patients because I tend to as- 
sume that the results of testing remain stable. I had 
not expected so much change on the MChll, and I 
did not really believe that the NEO-PI would he so 
consistent. To be fair to the MCMI, the manual does 
not hide the dual loading of depression and other 
state factors with personality disorder scales (Millon, 
1983). Also Millon’s theory (1981) predicts that in 
situations of moderate to severe stress, personality 
disorders decompensate into other personality disor- 
ders of greater severity (e.g., borderline personality 
disorder in the case example). But this type of 
knowledge is, frankly, a little esoteric for the typical 
forensic consumers of the concepts of personality 
disorders and the results of testing. 

Perhaps the whole concept of personality disor- 
ders is too esoteric for use in forensic evaluations. 
Unlike other types of psychological evaluations, 
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which are written to transmit information to profes- 
sional clinicians, forensic evaluations are primarily 
prepared for nonclinicians. 1 wonder whether 
pathologizing personalities as disorders appropriately 

describes and respects one’s clients and provides 
useful information for the readers of one’s forensic 

reports. Descriptions of personality factors, which 

have consensual validity and reliability, may turn out 
to be more fair and useful. Personality factors, as de- 
scribed on inventories like the NEO-PI, at least have 
a basis in natural language that makes them more 
easily understood by nonclinicians. 

What is needed is more research looking at per- 
sonality factors in forensic populations. Are certain 
patterns of personality factors more associated with 
certain problems in living or more likely to change 

as a result of different types of rehabilitative experi- 
ences? Research examining personality disorders in 
sex offending populations (or in forensic popula- 

tions) has not been particularly productive. Perhaps 
future research on personality factors may provide 
information that is useful in understanding forensic 
clients and rehabilitation planning. 
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C H A P T E R  1 7  

A CASE OF BORDERLINE 
PERSONALITY DISORDER 

Stephen Bruehl 

Betty was a 45-year-old White, divorced woman. 
Her original complaint when she entered therapy 4 
years earlier was that she was experiencing disci- 
pline problems with her daughter and difficulties in 
ad.justing to her recent divorce. She had been mar- 
ried three times and had divorced her most recent 
husband shortly before entering therapy. She had 
two children from her first marriage, a 24-year-old 
son and a 20-year-old daughter. Two months before 
Betty began her therapy, her daughter was arrested 
on drug possession charges and was suspended 
from high school. Betty was quite distraught about 
her inability to control her daughter’s behavior. She 
also felt somewhat responsible for her daughter’s 
problems, believing that her marriage to her second 
husband had been a selfish decision that had irrep- 
arably damaged her relationship with her daughter. 
Her daughter entered into court-ordered therapy 
concurrently with Betty’s therapy. Betty had partici- 
pated in predominately insight-oriented psychother- 
apy weekly for the next 4 years. 

Betty presented as a moderately overweight 
woman, well groomed and dressed neatly on most 
occasions. Her speech was grammatically precise, 
she enunciated clearly, and she reflected a high 
level of intelligence. She often spoke rapidly and 
intensely, clearly exhibiting her predominate affect 
at the time. Her body language was frequently the- 
atrical, and she punctuated her words with elabo- 
rate arm gestures and facial expressions (e.g., 

clenched teeth, exaggerated smiles). When experi- 
encing high levels of anxiety or anger, she wrung 
her hands and, on occasion, would get out of her 
chair and pace the room. Her affect was quite in- 
tense and variable, ranging from near manic excite- 
ment to sobbing and screaming. Her emotions 
could change rapidly during the course of a ses- 
sion, and she sometimes appeared unable to modu- 
late her affect. 

Betty was the second of four children, with one 
older brother and two younger brothers. Her par- 
ents and her siblings were all currently living. 
Betty’s relationship wilh her parents had been 
strained for a number of years. This strain had in- 
creased in the past year following Betty’s telling her 
parents of her sexual abuse by a relative when she 
was a child. Betty reported that her mother’s re- 
sponse was denial that the abuse could have hap- 
pened. As indicated by this incident, Betty felt that 
her mother had not always been supportive of her. 
She stated that despite this perceived lack of sup- 
port, she had always respected and looked up to 
her mother, although her mother had always been 
quite domineering. She described her father in 
somewhat more positive terms, noting a warm rela- 
tionship, but also indicated that she resented the 
fact that he allowed her mother to dominate him. 
Betty described her relationships with her siblings 
as moderately close, and these relationships ap- 
peared to be less filled with tension than her rela- 
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tionship with her mother. She had contact with her 
parents and her siblings approximately every 2 
months. 

However, over the course of 2 years of therapy, she 
gradually revealed evidence of childhood sexual 
abuse perpetrated by an uncle who had lived next 
door. She initially had few specific memories of this 
abuse other than an incident at age 11 in which her 
uncle put his hand on her buttocks in a suggestive 
way. At that time, she recalled telling her uncle to 
stop. During the course of therapy, Betty began re- 
covering additional memories of this abuse by her 
uncle dating back to approximately age 2. Her earli- 
est memory of abuse was of looking out of her crib 
at a bloody penis near her face. She remembered 
later incidents of being forced to perform oral sex, 
which were associated with intense nausea. 

Not surprisingly, given her history, Betty’s rela- 
tionships with men had been problematic. She dated 
in high school but had no steady relationships. Her 
first experience of sexual intercourse was in college 
and resulted in intense feelings of disgust toward 
herself. She reported one incident of attempted date 
rape in college, which she successfully repelled. 

Each of her marriages had been characterized by 
intense emotionality and a high level of conflict. 
Betty first married when she was age 20 an East In- 
dian man with very conservative views. Betty at- 
tempted to adopt a traditional role, allowing her 
husband to hold the power in the relationship. 
However, she later began to assert herself, which 
contributed to increased conflict. Betty had extra- 
marital affairs during this marriage, and it ended af- 
ter 5 years, primarily because of the power struggles 
that could not be resolved. Four years later, she 
married her second husband, who was emotionally 
abusive to her and sexually abused her daughter. 
Again, Betty experienced ongoing conflict regarding 
who would control the marriage. This marriage 
ended 4 years later. Six years after the termination 
of her second marriage, she remarried a third time. 
This marriage ended after 2 years, shortly before 
Betty entered therapy. She was not currently in- 
volved in a close relationship with a man, although 
she had dated over the past 4 years. 

Betty had always had few close friends, most of 

Betty initially described her childhood as ideal. 

them women. These relationships had tended to be 
emotionally intense but transient and superficial and 
had often ended abruptly as a result of interpersonal 
conflict. For example, a roommate stated, “you may 
be able to control your kids’ lives but not mine,” 
and then proceeded to ask Betty to move out. Her 
closest relationships appeared to be with immediate 
family members. 

18 but withdrew as a result of motivational prob- 
lems associated with depression. Despite a long his- 
tory of depressed mood, she reported no previous 
psychological care prior to her current therapy She 
returned to college after 1 year of therapy and had 
recently graduated. Betty had been employed 
throughout much of the past 10 years. At one time, 
she was trained as an emergency medical technician 
(EMT) but worked in this job for only a short time. 
She had most frequently worked in retail business 
settings. She was currently employed full time in re- 
tail sales. 

Betty’s Axis I symptoms at the time of entering 
therapy indicated a diagnosis of major depression, 
reflected in sleep problems, appetite disturbance, an- 
hedonia, social withdrawal, concentration problems, 
and depressed mood. The most appropriate Axis I1 
diagnosis was borderline personality disorder (BDL) . 
The criteria set included a pattern of unstable and 
intense relationships, impulsive behavior, affective 
instability, marked and persistent identity distur- 
bance, and chronic feelings of emptiness and bore- 
dom. 

Betty attended 2 years of college beginning at age 

PERSONALITY DESCRIPTION 

The clinician? evaluation of Betty’s personality traits 
as measured by the revised NEO Personality Inven- 
tory (NEO-PI-R; Costa & McCrae, 1992) are pre- 
sented in Table 17.1. Betty scored high on Neuroti- 
cism and Openness to Experience, average on 
Conscientiousness, and low on Extraversion and 
Agreeableness. Analysis of the facets of each of these 
factors provided a more detailed description of her 
personality. 

Neuroticism 
Within the Neuroticism domain, Betty scored high 
on every facet. She exhibited high levels of anxiety, 
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_ _ _ _ _ _ _ _ ~ ~  ~ 

Revised NEO Personality Inventory Personality Profile 

Scale Range 

Neuroticism Very high 
Anxiety High 
Angry hostility Very high 
Depression Very high 
Self-Consciousness High 
Impulsiveness High 
Vulnerability High 

Extraversion 
Warmth 
Gregariousness 
Assertiveness 
Activity 
Excitement Seeking 
Positive Emotions 

Openness 
Fantasy 
Aesthetics 
Feelings 
Actions 
Ideas 
Values 

Trust 
Straightforwardness 
Altruism 
Compliance 
Modesty 
Tender-Mindedness 

Conscientiousness 
Competence 
Order 
Dutifulness 
Achievement Striving 
Self-discipline 
Deliberation 

Agreeableness 

Low 
Low 
Low 
Average 
Average 
High 
Low 

High 
Very high 
Average 
Average 
Average 
High 
High 

Low 
Low 
Low 
Average 
Low 
Average 
Average 

Average 
High 
Average 
Low 
High 
Average 
Low 

Clinical implications 

Nervous-ruminative 
Rag ef u I - bitter 
Gloomy-despondent 
Insecure-ashamed 
Spontaneous-unpredictable 
Overwhelmed-defenseless 

Cold 
Shy-withdrawn 

Adventurous 
Placid-disinterested 

Imaginative-dissociative 

Cognitively flexible 
Open minded 

Cynical-suspicious 
Deceptive-manipulative 

Aggressive-oppositional 

Perfectionistic 

Unreliable-irresponsible 
Driven 

Hasty 

expressing ongoing worries regarding her relation- 
ship with her daughter, her finances, her dissatisfac- 
tion with her career, her problems in relationships 
with men, and her perceived personal deficits. These 
were her anxious thoughts at the time, but she de- 
scribed herself as always having been anxious and 
ruminative. She noted high levels of tension, result- 
ing in painful muscular “trigger points” in her back. 
She was also quite apprehensive regarding the inten- 
tions of nien with whom she had interpersonal con- 

tact, reflecting not only her general level of anxiety 
but also her self-consciousness and antagonistic sus- 
piciousness. 

Betty’s very high score on the Angry-Hostility 
facet scale was seen in her frequent experience of 
and readiness to experience anger and bitterness, es- 
pecially when provoked by sexually aggressive men. 
For example, on a date with a man with whom she 
had gone out only several times, she experienced 
extreme irritation to the point of anger and rage in 
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response to his inadvertently touching her buttocks. 
Her antagonistic aggressiveness then contributed to 
the threatening manner in which she expressed this 
anger, warning him that “the last man who did that 
I ripped his ear off!” This extreme verbal response 
reflected her low threshold for both experiencing 
and expressing anger. Certainly, unwelcome sexual 
advances would elicit rebuke from almost anyone, 
but the extreme nature of her response reflected as 
well her particularly high level of hostility and An- 
tagonism. 

Her proclivity to experience and express anger 
was reflected in her fantasies as well. Once when 
Betty was swimming in a creek, men in a passing 
truck made comments about her appearance. This 
prompted a variety of “Thelma and Louise” fantasies 
of running to get a gun and waiting for the men to 
return so that she could shoot them when they re- 
appeared (these fantasies were generated prior to the 
appearance of the movie). Clearly, this fantasy also 
reflected her Antagonism. 

Betty also scored high on the Depression facet 
scale of Neuroticism. She had always felt generally 
hopeless that she could ever improve her life situa- 
tion. She described herself as having enjoyed little in 
her life. She indicated that her choices of husbands 
and boyfriends had been in part a resignation to 
what was available rather than a real attraction. Her 
mood was frequently blue, with only temporary pos- 
itive moods that attempted to mask an underlying 
negative affect. Betty felt guilty that she had let 
down herself and her family by not being engaged 
in a high-prestige career. She also displayed a sense 
of low self-esteem that was inconsistent with her ac- 
tual abilities. Even though she had done well in col- 
lege, she felt that that had been a fluke and was not 
attributable to her intelligence. This low self-esteem 
was also noted during an intellectual evaluation. De- 
spite the fact that her performance was in the very 
superior range, she displayed an extreme lack of 
confidence about her intellectual abilities, repeatedly 
stating “I’m no good at this” during testing. Al- 
though the Depression and Anxiety facets of Neuro- 
ticism do not correspond to criteria of the third edi- 
tion revised of the Diagnostic and Statistical Manual 
of Mental Disorders (DSM-III-R; American Psychiatric 
Association, 1987) for Axis I mood disorders, her 

standing on these two facets might suggest a person- 
ality predisposition to experience major depression 
and various anxiety disorders. 

Betty’s profile showed a high score on the Self- 
Consciousness facet scale of Neuroticism, indicating 
a sense of insecurity around others. Betty had been 
intensely ashamed of her abuse history Although 
she possessed some clear memories of abuse on en- 
tering therapy, she did not reveal this to anyone for 
2 more years, nor did she reveal these experiences 
to her therapist until 1 year ago. She was also 
ashamed of the fact that she frequently felt de- 
pressed and consistently attempted to “put on a 
smiling face” when having contact with others, de- 
spite her negative mood. Betty reported that she felt 
that if others knew she was depressed, they would 
realize her weakness. 

She also scored high on the Impulsiveness facet 
scale of Neuroticism. This level of Impulsiveness re- 
flected an inability to control her urges. When 
Betty’s chronically elevated levels of depression and 
anxiety become exacerbated by situational factors, 
she attempted to reduce these feelings through over- 
use of alcohol. This, along with her low tolerance 
for frustration and inability to resist cravings (high 
Impulsiveness), resulted in a tendency toward alco- 
hol binges. For example, in the past 2 years, she 
had experienced situational stressors including being 
forced out of two living arrangements she enjoyed 
because of conflict with female roommates and con- 
flict with her parents regarding her informing them 
of her childhood abuse. Betty began her binge 
drinking on weekends. She had also used food as a 
means of trying to regulate her mood and, as with 
alcohol, tended to binge rather than eat moderately. 
Because of her concern about her weight, a pattern 
of bingeing and purging had developed, at times 
reaching clinically significant levels (i.e., meeting the 
DSM-III-R criteria for bulimia nervosa). 

In addition to impulsive drinking and eating, she 
had also engaged in impulsive sex. For example, af- 
ter experiencing a high level of anger toward her 
abuser during a therapy session, she impulsively had 
unprotected sex with a bisexual man with whom 
she had previously been a platonic friend. Betty de- 
scribed this friend as a person who jokingly made 
passes at her on a regular basis that she always 
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turned down. On this particular occasion, when he 
made a pass, she “resisted” by grabbing him and 
wrestling him to the floor. After gaining control of 
him, they proceeded to have sex. This sexual impul- 
siveness was perhaps an attempt to manage her feel- 
ings of anger by re-enacting a situation of sexual 
powerlessness in which, unlike her childhood abuse, 
she was able to get control. Despite her concerns 
following this event that she may have been exposed 
to the AIDS virus, she impulsively had unprotected 
sex with this same individual on later occasions 
when she was experiencing intense emotional dys- 
phoria. 

Because of chronically overwhelmed coping re- 
sources, she had difficulties dealing with high stress 
levels (i.e., a facet scale of Vulnerability). For exam- 
ple, each time examinations approached in college, 
Betty expressed increased feelings that “I just don’t 
know whether I can handle it” and would become 
so disrupted that she would have great difficulty 
completing her work. High levels of stress either at 
work or at school consistently resulted in increasing 
social withdrawal and an expressed desire to “hole 
up and rest.“ Her feelings of depression and anxiety 
also increased dramatically during these periods. 

Extraversion 
Bettys personality with respect to Extraversion was 
interesling because she had traits of both Extraver- 
sion and introversion. This complexity of her per- 
sonality was evident from scores on the Extraversion 
facets. For example, she was elevated on Excitement 
Seeking, a facet evident in her bungee jumping, sky 
diving, and other life choices. Several years ago, 
Betiy entered training to become an EMT. She actu- 
ally worked as an E M 7  for only a short time. Al- 
though she found it exciting, she also found it too 
stresslul, possibly reflecting her high Vulnerability. 
Despite her tendency to seek out excitement, Betty’s 
level of Positive Emotions was low. When’ involved 
in exciting activities, she experienced temporary in- 
creases in positive mood. However, as a personality 
disposition, the dysphoria reflected in the facets of 
Neuroticism was more characteristic. 

She scored in the average range on the facets of 
Assertiveness and Activity but in the low range of 
the facet of Warmth. Although in public Betty often 

made an effort to smile and act warmly toward oth- 
ers, her interpersonal warmth was quite shallow. 
Betty was too absorbed in her own difficulties to ex- 
tend herself and make deeper contact with others. It 

is interesting that although Betty described herself as 
high on Warmth in her self-report NEO-PI-R, a 
more objective rating placed her as low on Warmth. 
This discrepancy appeared attributable to Betty con- 
sidering her ability to put on a front of friendliness 
as an ability to be genuinely warm. This example is 
indicative of important discrepancies that may be 
observed between the self-perceptions of certain pa- 
tient types and the evaluations of independent ob- 
servers. 

Consistent with Betty’s low level of Warmth was 
her low level of Gregariousness. Betty made little ef- 
fort to get to know individuals with whom she had 
regular contact, such as coworkers. Her low levels of 
Warmth and Gregariousness, combined with high 
levels of Hostility, clearly contributed to her lack of 
close friends as well as her chronic difficulties in in- 
timate relationships. 

Openness to Experience 
Within the Openness domain, Betty scored highest 
on the facet of Fantasy Betty described herself as al- 
ways having a “very active fantasy life.” Because of 
the emotional impact of ongoing sexual abuse as a 
child, Betty felt a great need to escape and used fan- 
tasy as a way of doing this. As a child, she remem- 
bered frequently looking out the windows of her 
house, “spacing out,” and imagining that she was 
somewhere else. This pattern of withdrawal into fan- 
tasy as an escape from stress continued into adult- 
hood. For example, she stated that she sometimes 
imagined that she was a hermit in a cave, isolated 
from all the problems of interpersonal relationships. 
Betty found her tendency to withdraw into fantasy a 
problem, noting that this dissociation from reality 
had resulted in difficulty attending to and remem- 
bering emotionally aversive incidents in her life. She 
complained of having very few memories of actual 
childhood events and remembered instead frequently 
staring off into space and imagining being in a safer 
situation. 

Although most of the characteristics of the DSM- 
Ill-R diagnosis of BDL are reflected in the facets of 
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Neuroticism (Costa Q McCrae, 1990), one particular 
characteristic of BDL may be reflected in high scores 
on the Openness to Ideas facet scale. Individuals 
who score high on Openness to Ideas possess a vari- 
ety of ways of seeing themselves. At pathological 
levels, this “flexibility” may reflect a lack of certainty 
or clarity regarding identity (i.e., identity diffusion). 
In Betty’s case, a maladaptive flexibility of ideas may 
have been exhibited in her sexual identity confusion. 
She identified herself as heterosexual but had often 
questioned this identity and had engaged in sexual 
relations with a woman on at least one occasion. 
Her most clear statement was that she was just un- 
certain regarding her sexual orientation. In addition 
to uncertainty about sexual identity, Betty was also 
uncertain about her career goals. As mentioned ear- 
lier, she had worked in a variety of sales jobs and as 
an EMT and had contemplated careers in medicine 
and social work. In general, she tended to be dissat- 
isfied with all of her jobs and seemed uncertain re- 
garding the direction of her future life. Betty scored 
high on the facet of Values. She was generally open 
minded regarding what behavior she felt was accept- 
able, as evidenced by her close friendship and sex- 
ual relations with a bisexual man and her first mar- 
riage to an East Indian man. Betty scored in the 
average range on the remaining Openness facets 
scales of Aesthetics, Feelings, and Actions. 

Agreeableness 
Betty scored in the low range of the Agreeableness 
domain (i.e., Antagonism). This was reflected in her 
low levels of Trust, Straightforwardness, and Com- 
pliance. Betty stated that she had always had her 
“guard up” to protect herself from others, especially 
men. For example, when an old male friend who 
wanted to develop an intimate relationship with 
Betty visited her at her workplace, she put him off, 
stating that she was busy but that he could come 
back when she got off work. Betty accidentally “for- 
got” that the man was coming back and left, leaving 
the friend alone. A similar incident happened 
shortly thereafter, and consequently, the man did not 
attempt to see her again. Betty felt that this forget- 
ting was purposeful and protective. She generally 
appeared to be suspicious of the motives of any men 
who were interested in developing an intimate rela- 

tionship with her. Her low level of Tmst could be 
seen even more vividly in her perceptual distortions 
and misinterpretations. Betty had on a number of 
occasions reported seeing men behind her (e.g., 
through peripheral vision or while looking in the 
rearview mirror of a car), only to turn around and 
find no one there. She also had noted irrational 
fears at night that someone was outside of her home 
trying to get in. This typically caused her to turn on 
all of the lights inside and outside of her house. The 
source of this characteristic level of mistrust and 
suspicion from her childhood experiences of abuse 
was self-evident. 

Betty also scored low on the Straightforwardness 
facet of Agreeableness. Rather than discussing her 
concerns about living arrangements with her room- 
mates, she surreptitiously manipulated the situation, 
prompting one of her roommates to state that “you 
may be able to control your kids’ lives but not 
mine.” When Betty became concerned about her im- 
pulsive sex with her bisexual friend (who was also a 
coworker), she intentionally short changed him on a 
commission on a sale with the hope that he would 
become angry and refuse any further contact with 
her. Thus, she attempted to manipulate the situation 
rather than openly discuss her difficulties with her 
friend. Her manipulations and power struggles had 
also been interpreted in therapy as an effort to avoid 
being abused and exploited again by others. She felt 
she needed to outmaneuver others to avoid being 
taken advantage of. 

Betty scored low on the Compliance facet scale 
of Agreeableness. She displayed a tendency to be 
somewhat oppositional in interactions with authority 
figures. For example, her first marriage to an East 
Indian man reflected not only flexibility of values 
but also opposition to her mother’s expressed dislike 
of the man. Her consistent marital difficulties were 
also related to her low Compliance. Betty initially 
acted in a way that suggested that she wanted her 
husbands to take responsibility for making decisions 
related to finances, discipline of the children, and 
division of labor. However, when each husband at- 
tempted to do this, Betty covertly resisted by taking 
actions to undercut the husband’s decisions. This be- 
havior led to chronic but covert power struggles 
within the marriage. She received average scores on 
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the Altruism, Modesty, and Tender-Mindedness facet 
scales of Agreeableness. 

Conscientiousness 
Betty’s overall scores on Conscientiousness were in 
the low range. However, inspection of the various 
facets of this factor revealed a more complex pic- 
ture. Betty scored in the average range on the facet 
scales of Order and Self-Discipline but in the high 
range on the facet scales of Competence and 
Achievement Striving. Betty’s desire for competence 
was reflected subtly in her very precise speech pat- 
terns as well as in her strong desire to do well in 
college despite her fears that she was incapable of 
doing so. In Betty’s case, her desire to do well and 
appear competent seemed to be motivated by her 
perception of her family members as quite compe- 
tent and accomplished individuals whom she con- 
tinually must struggle to equal. This perception also 
seemed to motivate her high need for achievement. 
In college, she set her goals quite high, for example, 
seeking a 4.0 grade point average. Since graduating, 
she had expressed a desire to become a physician, 
in large part because of the prestige this would 
bring to herself and her family Thus, she set high 
expectations for herself, striving to achieve to gain 
acceptance from her family. 

Despite her high level of intelligence and striving, 
Betty had failed to achieve what she desired in terms 
of her career because of changeable goals and a low 
level of Dutifulness. She perceived herself as quite 
committed to her responsibilities at work and 
school. However, throughout her college career she 
had consistent problems with procrastination. These 
pmblcnis were severe enough that she often had to 
stay up throughout an entire night to complete as- 
signments on time. Although she procrastinated, she 
was still able to do well in school because of her 
high level of intelligence. Betty’s low level of Dutiful- 
ness was also exhibited at work. For example, she 
had 011 a number of occasions called in sick to ob- 
tain a day off from work when she was not actually 
ill. Her low level of Dutifulness conflicted with her 
ability to achieve. On the one hand, she wanted to 
achieve and be competent to gain respect, but on 
the other hand, she did not follow through on the 
responsibilities required to gain that respect. Thus, 

she became quite angry at herself for “sabotaging” 
her own goals. During the course of therapy, Betty 
complained that her tendency to sabotage herself 
was one of the things she would most like to 
change about herself. 

scale of Conscientiousness. In conjunction with her 
high impulsiveness, her low level of Deliberation 
had caused problems in her life. During her second 
year of therapy, Betty was living alone and feeling 
quite lonely and depressed. When an opportunity 
arose to share a house with her two children, she 
immediately agreed, without considering the likeli- 
hood of problems as a result of her enmeshment 
with them. Rather than taking the time to consider 
possible outcomes, Betty grasped a chance to de- 
crease her loneliness. As might have been predicted, 
this living arrangement did not work out, and sev- 
eral months later, just as hastily as she moved in, 
Betty moved out. 

In summary, Betty’s personality was characterized 
primarily by very high levels of Neuroticism, high 
levels on particular facets of Extraversion and Open- 
ness, and low levels of the facets of Agreeableness 
and Conscientiousness. BettyS elevated Neuroticism 
and low Agreeableness were consistent with what 
would be expected based on the DSM-III-R criteria 
for BDL. Her elevated Neuroticism was characterized 
by elevations on each of the six facet scales of Neu- 
roticism, with negative affect prominent. Although 
Betty exhibited many of the profile characteristics 
that would be expected of BDL based on both the 
DSM-III-R criteria and the clinical literature, her pro- 
file was not entirely prototypic. Perhaps, like most 
cases of BDL, Betty was not prototypic. Her low 
Warmth, Gregariousness, Deliberation, and Dutiful- 
ness scale scores were also very important in under- 
standing the difficulties she had had in life and in 
therapy. 

Betty also scored low on the Deliberation facet 

PERSONALITY IMPLICATIONS 
FOR TREATMENT 

The strength of the psychotherapeutic relationship 
was slow to develop because of Betty’s low levels of 
Warmth and Trust. Betty was quite wary initially, 
and for several months, she attempted to minimize 

289 



Stephen Bruehl 

the seriousness and impact of her difficulties. During 
this period, she presented consistently with a happy 
face, but as described earlier, this happy face ap- 
peared to be a “false face,” masking her underlying 
dysphoria. Her hesitation in trusting the therapist 
was evident in the fact that what emerged as a cen- 
tral issue of therapy, namely, her sexual abuse as a 
child, was not mentioned until 2 years into the ther- 
apy, despite a powerful memory of abuse of which 
she was aware at the onset of therapy. 

The transference issues observed in therapy re- 
lated primarily to Betty’s low Trust and high hostil- 
ity. As might be expected given her low Straightfor- 
wardness, she expressed her anger and lack of trust 
passively. During the first 2 years of therapy, there 
were few problems regarding scheduling issues and 
missed appointments. However, as the therapeutic 
relationship became closer and more emotionally 
laden, her underlying hostility toward men and her 
lack of trust resulted in problems in maintaining the 
structure of therapy. Over the past 6 months of ther- 
apy, there had been ongoing issues related to the 
scheduling of sessions. Betty had moved to a new 
job and stated that the previous appointment time 
would no longer work. When given several schedul- 
ing options, Betty insisted that her new schedule 
would not allow her to have a set appointment, and 
therefore, she requested that she schedule her ap- 
pointments on a week-to-week basis. Given her pre- 
viously good history of scheduling, this new ar- 
rangement was attempted. However, Betty began 
missing appointments or simply not calling to set 
up appointments. Betty insisted that her manager 
was refusing to keep her on a regular schedule and 
that, therefore, it was quite difficult for her to set up 
appointments. There was some truth to her explana- 
tions, but they were also reminiscent of the barriers 
she had placed in all of her past adult relationships. 
It was therefore important to interpret her schedul- 
ing problems as an expression of resistance and fears 
of trusting the therapist. 

Finally, Betty was given the option of either ac- 
cepting a standing appointment time or suspending 
treatment. Although she then chose to remain in 
treatment, she manipulated the therapist to accept a 
time she knew was inconvenient for him, and she 
expressed her anger by being 20 minutes late for the 
next two sessions, each time calling at the scheduled 

time to let the therapist know she would be coming 
(i.e., low Straightforwardness). At the following ses- 
sion, the therapist told Betty that she would have to 
choose a different time. Betty complained that there 
were no other possible times because of her sched- 
ule but later admitted that she had never discussed 
the possibility of schedule changes with her manager 
for fear that it would make her look bad in the eyes 
of her employer (high Self-Consciousness). Eventu- 
ally, these scheduling issues were resolved, and ther- 
apy continued to become more intense and focused 
on issues related to her past abuse. 

Betty’s low Compliance suggested that it was im- 
portant to watch for control issues in therapy On the 
few occasions when therapeutic “homework assign- 
ments were attempted and agreed on, Betty failed to 
complete them. The effects of low Compliance could 
also be seen within a single session. On several occa- 
sions when therapy became unfocused and bogged 
down, the therapist attempted to direct therapy to is- 
sues in which Betty had expressed an interest in ad- 
dressing, but each time Betty resisted by changing the 
direction of treatment to tangential issues. Her low 
Compliance seemed to interact with her low Trust 
and high Hostility to cause interpersonal difficulties 
in therapy. These same issues were responsible for 
her problems in previous intimate relationships with 
close friends, family members, and husbands. 

As Betty’s scheduling problems were resolved and 
the affective intensity of sessions increased, her high 
level of Vulnerability became an important issue. Her 
susceptibility to stress combined with her history of 
perceptual distortions suggested the possibility of de- 
compensation when her work in therapy became too 
intense. Betty’s vulnerability to stress was reflected 
dramatically in an incident that occurred in her on- 
going therapy While vividly experiencing the affect 
associated with her childhood abuse that had been 
repressed, Betty began stuttering and eventually was 
totally unable to talk. She also began shaking physi- 
cally and appeared to squeeze her hands together 
tightly as if attempting to hold herself together. These 
symptoms lasted approximately 1 hour, but Betty felt 
quite fragile for the next several weeks. Betty later ex- 
pressed the feeling that she was splitting apart into 
different parts of herself as she was experiencing 
these symptoms. 

Each of these examples focuses on the negative 
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implications for therapy of particular personality 
characteristics. However, information provided by 
the NEO-PI-R also suggested strengths that im- 
proved treatment prognosis. Betty’s high level of 
Openness to Ideas did reflect in part pathological as- 
pects, but it also reflected an ability to be more cog- 
nitively flexible, encouraging the use of insight- 
oriented treatment. Although she had difficulty 
addressing and confronting her conflicts (high Vul- 
nerability), she was very open to looking at her 
problems in different ways and considering alterna- 
tive ways for understanding and addressing these 
problems. For example, Betty’s initial focus in ther- 
apy was on her problems in her relationship with 
her daughter. Much of this early therapeutic work 
focused on increasing Betty’s understanding of the 
dynamics of their relationship and working on bet- 
ter ways of handling her interactions with her 
daughter. Betty was able to engage in these tasks 
quite effectively, in part, because of her openness to 
self-insight and problem-solving alternatives. 

Information from her personality profile also sug- 
gested a potential effectiveness for other particular 
therapeutic techniques. In Betty’s case, her openness 
to fanmy enhanced her responsiveness to gestalt 
techniques that were used to address her anger. For 
example, encouraging Betty to confront her deceased 
uncle using the empty chair technique resulted in a 
vivid cathartic experience. Betty immediately began 

talking to her uncle, engaging in an increasingly 
heated dialogue with him, eventually kicking and 
hitting the floor (where his image lay). She then 
suddenly stopped her activity, stating “he’s gone.” 

Betty continued therapy, and her progress was 
significant. Her symptoms of depression lifted, and 
she reported feeling more stable. Her wide varia- 
tions in emotion became less extreme, and in- 
stances of impulsive behavior became more rare. 
Although changes in her manner of relating inter- 
personally were subtle, she reported feeling more 
positive emotionally when interacting with others. 
She was not involved in an intimate relationship 
with a man, reflecting continued distrust, although 
in therapy her level of trust currently appeared 
moderately high. Betty made progress in therapy, 
and with continued therapy, prognosis for further 
progress was good. 
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C H A P T E R  18  

NARCISSISM FROM THE 
PERSPECTIVE OF THE 
FIVE-FACTOR MODEL 

Elizabeth M. Covbitt 

Narcissistic personality disorder (NAR) is defined in 
the third edition, revised, of the Diugnostic and Stu- 
tisticul Manual of Mental Disorders (DSM-III-R; Ameri- 
can Psychiatric Association, 1987) as “a pervasive 
pattern of grandiosity (in fantasy and behavior), lack 
of empathy, and hypersensitivity to the evaluation of 
others, beginning by early adulthood and present in 
a variety of contexts” (p. 351) and is diagnosed on 
the basis of the presence of at least five of the nine 
criteria indicating these traits. Such attributes may 
also be conceptualized as extreme, dysfunctional 
variants of certain personality traits described by the 
five-factor model (FFM) of normal personality, 
such as conceit, tough mmdedness, and self- 
conscicousness. This chapter outlines the principles 
just described and uses a case study to illustrate the 
utility of the FFM in describing and conceptualizing 
narcissism. 

The primary dimension of normal personality (as 
defined by the FFM) that relates to narcissism is an- 
tagonism (the polar opposite of Agreeableness). Wi- 
diger, Trull, Clarkin, Sanderson, and Costa (see Ta- 
ble 6.1) suggest that NAR criteria primarily involve 
extremely low variants of the Agreeableness facets of 
modesty (indicating arrogance and conceit), altruism 
(indicating self-centeredness, selfishness, and exploi- 
tation), and tender mindedness (indicating lack of 
empathy), with the clinical literature also suggesting 
low straightforwardness (e.g., manipulativeness). 
Furthermore, these investigators determine that the 
criteria also suggest high variants of openness to 
fantasy (e.g., “fantasies of unlimited success, power, 
brilliance, beauty, or ideal love”; American Psychiat- 

ric Association, 1987, p. 351) and the Neuroticism 
facets of self-consciousness (hypersensitivity to eval- 
uations) and hostility (rage). 

However, such predictions of the NAR patient’s 
presentation on an inventory of normal personality 
may not be as straightforward as direct extrapola- 
tions from the DSM-111-R criteria suggest. A compli- 
cation that is likely to arise in the evaluation of NAR 
patients is suggested by the criterion “reacts to criti- 
cism with feelings of rage, shame, or humiliation 
(even ij not expressed)” (American Psychiatric Associa- 
tion, 1987, p. 351, emphases added). The ambiguity 
of the NAR patient’s response to criticism is even 
more explicit in the third edition of DSM (DSM-III), 
in which it is stated that these individuals may dis- 
play a “cool indifference” to criticism, rejection, or 
defeat by others (American Psychiatric Association, 
1980, p. 317). In fact, this item was deleted in the 
fourth edition of the DSM (DSM-IV; American Psy- 
chiatric Association, 1994) in part because of the 
ambiguity and complexity of its assessment (Gun- 
derson, Ronningstam, & Smith, 1991). NAR patients 
are very vulnerable and self-conscious, but they at 
times express this through a complete denial of any 
faults or insecurities (Kernberg, 1984). Thus, NAR 
patients may deny the existence of their own vulner- 
ability, self-consciousness, and hostility On the sole 
basis of the DSM-111-R criteria for NAR, it may be 
predicted that NAR patients will score high on the 
Neuroticism facets of self-consciousness and vulner- 
ability. However, NAR patients may deny feelings of 
shame and inferiority and thereby produce average 
or even low scores on these facet scales. 
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Costa and McCrae (1990) supported this suppo- 
sition, finding significant negative correlations 
among the Minnesota Multiphasic Personality Inven- 
tory (MMPI) and the Millon Clinical Multiaxial In- 
ventory (MCMI) scales for NAR and the NEO Per- 
sonality Inventory (NEO-PI; Costa & McCrae, 1985) 
Neuroticism scale. Similarly, in a combined factor 
analysis of the five factors and several personality 
disorder scales, Wiggins and Pincus (1989) found 
that both the MMPI and the Personality Adjective 
Check List (PACL) Narcissistic scales loaded nega- 
tively on Neuroticism. Trull (1992) likewise found a 
significant negative relation between the MMPI Nar- 
cissistic scale and NEO-PI Neuroticism in a clinical 
population of personality disordered individuals, fur- 
ther supporting the contention that NAR patients 
tend to present themselves as psychologically healthy 
rather than vulnerable to emotional weakness. 

An additional complication of this issue involves 
the NAR patient’s reasons for seeking treatment. Al- 
though theoretically one would predict a lack (or at 
least a denial) of depression and anxiety in patients 
with NAR, clinical experience suggests that they 
seek treatment in response to overwhelming discom- 
fort brought about by the failure of their typical 
modes of defense against precisely these feelings of 
depression and anxiety In such cases, it is likely 
that elevations will occur on these facets of Neuroti- 
cism, at least in the early stages of treatment. In 
other words, a poorly defended person with NAR 
may produce elevations on Neuroticism (an accurate 
portrayal of his or her vulnerability), whereas a rig- 
idly defended person with NAR may produce ex- 
tremely low scores (reflecting a defensive denial of 
vulnerability). 

The following case illustration further clarifies 
both the expected relation between NAR and the 
FFM and the additional issues that may ensue from 
both the patient’s denial of traits evident to others 
and his or her temporary state-related symptoms. 

CASE ILLUSTRATION: PATRICIA 

Presenting Complaint 
Patricia was a 41-year-old married woman who pre- 
sented at an outpatient mental health clinic com- 
plaining of interpersonal difficulties at work and re- 

curring bouts of depression. She described a series 
of jobs in which she had experienced considerable 
friction with coworkers, stating that people generally 
did not treat her with the respect she deserved. She 
attributed her depression to the recent suspicion 
that perhaps people did not like her because of her 
behavior; she indicated that she wished to explore 
this possibility further in therapy to discover how to 
act with others so that they would not continue to 
be hostile toward her. The immediate reason for her 
entrance into treatment was her recent failure to 
succeed in a supervisory position at the bank at 
which she was employed-a failure that she said 
was very damaging to her self-esteem. 

History and Clinical Description 
Patricia was an only child. She described her parents 
as reserved to the point of coldness, stating that 
both were busy with their jobs and disapproved of 
displays of affection. Patricia said that she always felt 
that she was not appreciated for herself but only for 
what she accomplished. As an adult, Patricia had 
few friendships and had had only three romantic re- 
lationships, including her marriage at the age of 35. 
At the time she entered treatment, she reported hav- 
ing little time for friendships because of her long 
hours at work. She described her marriage as un- 
satisfying, stating for example that her husband was 
very childish (e.g., referring to his sentimentality on 
anniversaries as “adolescent”). 

Patricia reported a long history of banking jobs 
in which she had experienced interpersonal discord. 
Shortly before her entrance into treatment, Patricia 
was demoted from a supervisory capacity at her cur- 
rent job because of her inability to effectively inter- 
act with those she was supposed to supervise. She 
described herself as always feeling out of place with 
her coworkers and indicated that most of them 
failed to adequately appreciate her skill or the 
amount of time she put in at work. She reported 
that she was beginning to think that perhaps she 
had something to do with their apparent dislike of 
her. However, even during the initial treatment ses- 
sions, her descriptions of her past and current job 
situations quickly and inevitably reverted to defen- 
sive statements concerning others’ mistreatment and 
lack of appreciation of her. Despite her stated goal 
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of changing her own behavior to be better liked, it 
quickly became clear that her actual wish was to 
cause her coworkers and supervisors to realize her 
superiority and to treat her accordingly. Patricia 
stated several times, for example, that the tellers at 
the bank were jealous of her status and abilities as a 
loan officer and that this made them dislike her. 

Five-Factor Description 
Figure 18.1 provides Patricia’s description of herself 
in terms of the domain and facet scales of the Re- 
vised NEO Personality Inventory (NEO-PI-R; Costa 
& McCrae, 1992b). This section describes the sali- 
ent features of Patricia’s self-description, especially 
those pertaining to narcissism, and gives examples 
of situations or statements that illustrate each ex- 
treme score. 

As stated earlier, Agreeableness is the dimension 
most central to narcissism. Patricia described herself 
as IOU, on five of the six facets of the Agreeableness 
domain. Her very low score on the facet of modesty 
suggested grandiosity and arrogance about her own 
abilities compared with others’. Patricia often made 
condescending remarks about coworkers working 
under her, indicating that they were inferior to her 
in intelligence and abilities and thus had little or 
nothing to offer her. For example, she described one 
incident in which she was assigned an assistant 
whom she was expected to train but who could also 
help her with her duties. Instead of accepting such 
help, Patricia told her boss and the assistant that she 
did not see how someone so much younger and less 
skilled than herself could be anything but a drain 
on her time and energy. 

ishness and exploitation, was evidenced in her ma- 
nipulation of her work situation so that others were 
required to do tasks she considered beneath her 
while leaving more desirable tasks for herself. In one 
such situation, Patricia pretended to have a back in- 
jury as an excuse to avoid sales work, thus forcing 
the other employees to do this less pleasant job 
while she was given more prestigious loan accounts. 
Lack of empathy was suggested by Patricia’s low 
score on the tender-mindedness facet scale. For ex- 
ample, she reported one incident in which a friend 
had agreed to meet her for dinner but was late be- 

Her low level of altruism, indicating perhaps self- 

cause her child was ill; Patricia was highly offended 
and irritated by what she referred to as her friend3 
“lack of consideration” in being late. She felt no 
compassion for her friend or the child. 

The remaining facets of Agreeableness are less 
central to the construct of narcissism but were addi- 
tional aspects of Patricia’s personality Her tendency 
toward suspiciousness, as indicated by her low trust 
score, was exemplified by her belief that others did 
not like her and conspired against her to make her 
job harder (e.g., by “purposely” failing to get neces- 
sary paperwork to her on time). Finally, her low 
score on the compliance scale suggested uncoopera- 
tiveness; this was perhaps illustrated by her ten- 
dency not to follow instructions at work and to re- 
fuse to cooperate with her husband at home. For 
example, although her boss had asked Patricia not 
to stay at the bank after hours because of security 
considerations, she often stayed late to work, saying 
that the boss’s request was “stupid and restrictive.” 
Furthermore, she regularly ignored her husband’s re- 
quest that she do at least some of the housework, 
for which he did in fact take most of the responsi- 
bility despite also pursuing a career in law. 

On the Neuroticism domain, Patricia described 
herself as both depressed and anxious. As men- 
tioned earlier, this pattern may be expected in NAR 
patients when their defensive systems are poor, par- 
ticularly on first entering treatment. Although mood 
states do not generally affect the assessment of nor- 
mal personality, clinical depression is often mani- 
fested on personality inventories in the area of Neu- 
roticism (Costa & McCrae, 1992a). More specifically, 
elevations on Neuroticism tend to occur when pa- 
tients are depressed and tend to decrease on their 
recovery from depression. This was the case with 
Patricia. 

Patricia also exhibited an elevation on the angry- 
hostility facet scale, which was apparent in her ten- 
dency to become enraged when criticized or “treated 
badly.” However, she described herself as low on 
vulnerability and self-consciousness, the former indi- 
cating an ability to deal well with stress and the lat- 
ter suggesting feelings of security, poise, and an ab- 
sence of feelings of inferiority or embarrassment. As 
noted earlier, this issue is complicated by the dis- 
tinction between the patient3 self-report and others’ 

295 



FI
G

U
R

E
 1

8.
1.

 R
ev

is
ed

 N
E

O
 P

er
so

na
lit

y 
In

ve
nt

or
y 

pr
of

ile
 o

f 
Pa

tr
ic

ia
. F

ro
m

 t
he

 N
E

O
 P

er
so

na
lit

y 
In

ve
nt

or
y-

R
ev

is
ed

, 
by

 P
au

l 
T.

 C
os

ta
, J

r.
, a

nd
 R

ob
er

t 
R

. 
M

cC
ra

e.
 C

op
yr

ig
ht

 1
97

8,
 1

98
5,

 1
98

9,
 1

99
2 

by
 P

A
R

, I
nc

. R
ep

ro
du

ce
d 

by
 s

pe
ci

al
 p

er
m

is
si

on
 o

f 
th

e 
pu

bl
is

he
r,

 P
sy

ch
ol

og
ic

al
 A

ss
es

sm
en

t R
es

ou
rc

es
, I

nc
., 

16
20

4 
N

or
th

 F
lo

ri
da

 A
ve

nu
e,

 L
ut

z,
 F

L
 3

35
49

. F
ur

th
er

 r
ep

ro
du

ct
io

n 
is

 p
ro

hi
bi

te
d 

w
it

ho
ut

 p
er

m
is

si
on

 o
f 

PA
R

, I
nc

. 



Narcissism 

view of him or her. Although Patricia denied feelings 
of humiliation and insecurity, such feelings were evi- 
dent in her behavior and reactions toward others. 
For example, when criticized, Patricia would blush 
and either defensively make excuses for her behavior 
(“They can’t expect me to work any harder than I 
already work!”) or negate the criticism through a 
narcissistic stance (‘‘She’s just envious of me because 
I’m smarter than she is”). This behavior would be 
interpreted by many clinicians as a defensive reac- 
tion to deep-seated insecurity, regardless of the de- 
nial 01‘ such feelings. 

Patricia described herself as low on Extraversion, 
specifically on the facets of warmth and gregarious- 
ness. Although the Extraversion domain is not theo- 
retically central to narcissism, in Patricia’s case her 
low scores on these facets seemed to be almost sec- 
ondary to her narcissistic qualities. For example, low 
warmth implies coldness and distance from others. 
This was exemplified in Patricia by the infrequency 
with which others called her or visited with her to 
talk about their problems; when they did, she re- 
sponded with intellectual advice usually delivered in 
a condescending manner, such as, “When you’re 
older, you’ll understand better how things are.” Fur- 
thermore, her solitary nature in having few friends, 
not seeking out social groups, and keeping to herself 
at work was indicative of low gregariousness but 
may in fact have resulted in part from actual rebuffs 
from others in response to her antagonistic behavior. 

description involved her elevations on several facets 
of the Conscientiousness domain. She perceived her- 
self as accomplished, persistent, strongly committed 

A h a 1  interesting aspect of Patricia’s self- 

ment. Awareness of these aspects can be invaluable 
to the clinician in formulating treatment issues. In 
Patricia’s case, her long-standing pattern of antago- 
nism made the formation of a therapeutic relation- 
ship difficult. Patricia was often condescending to- 
ward and critical of her therapist, refusing at times 
to believe that anyone could understand her prob- 
lems or help her in any way. Her lack of trust inter- 
fered with treatment as well; she was slow to de- 
velop confidence in her therapist’s benevolent intent. 
Patricia’s low compliance was also evident in treat- 
ment, as might be expected, through lateness or 
missed sessions as well as noncompliance with pay- 
ment. 

Patricia’s depression and anxiety, however, were 
motivating factors in entering and continuing treat- 
ment. Her low levels of vulnerability and self- 
consciousness alerted the clinician to a potential ten- 
dency toward a defensive denial. As treatment 
progressed, the feelings of depression and anxiety 
decreased, whereas her awareness of her vulnerabil- 
ity and self-consciousness increased. Patricia gradu- 
ally began to realize that she often felt unable to 
deal with stresses at work and that she reacted to 
possibly imagined criticism and lack of respect with 
rage and shame, perhaps because of her feeling as a 
child that nothing she did was “good enough” for 
her parents. 
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PERSONALITY OF THE PSYCHOPATH 
Timothy J. Harpur, Stephen D. Hart, and Robert D. Hare 

In contemplating the five-factor model of personality 
(FFM) along side the two-factor model of psychopa- 
thy described here, it is worth highlighting some ar- 
resting contrasts and similarities. The FFM and psy- 
chopathy share venerable histories, the former traced 
to the 1930s (Wiggins & Trapnell, 1997) and the 
latter to the early 1800s (Pichot, 1978). However, 
they provide contrasting historical trajectories: The 
former IS now presented as the most comprehensive 
system In the sphere of personality theory (Digman, 
1990; John, 1990), whereas the latter is the distillate 
of a once far-ranging category that “at some time or 
other and by some reputable authority . . . has been 
used to designate every conceivable type of abnor- 
mal character” (Curran & Mallinson, 1944, p. 278). 
We might stretch the analogy a little further and 
suggest that both share an interrupted history, the 
former because of the vagaries of publication sources 
(Wiggins & Trapnell, 1997) and the latter because 
of the emergence of the third edition of the Diagnos- 
tic and Statistical Manual of Mental Disorders (DSM- 
III; American Psychiatric Association [APA] , 1980) 
and its criminally oriented approach to psychopathy. 
Regardless of whether these comparisons are appro- 
priate, we are left with two structural models, one 
comprehensive. the other highly specific; each may 
help to clarify and organize thinking in its respective 
field. This chapter considers what we know, or 
might guess, about the relations between these 
models. 

We first examine some historical views of the 
psychopathic personality as well as more conceptu- 
alizations represented by the DSM-111’s antisocial 
personality disorder (ATS) and an alternative set of 
criteria for assessing psychopathy: the Psychopathy 
Checklist (PCL). We then review research on psy- 
chopathy using two structural models of normal 
personality: Eysencks three-factor model and the 
FFM. Finally, we discuss how the two-factor PCL re- 
lates to the FFM and explore some implications for 
the use of the FFM in the field of personality disor- 
ders. 

THE PSYCHOPATHIC PERSONALITY 

Historically, the psychopathic personality represented 
an all-encompassing category of mental disorder that 
was distinct from, but on the same level of specific- 
ity as, psychosis and neurosis. Thus, Schneider 
(1958) referred to psychopathic personalities in 
much the same way that the field now refers to per- 
sonality disorders. He identified 10 varieties of psy- 
chopathy, only 1 of which bears much resemblance 
to the term as it is currently used in North America. 
A similar use is apparent in the first edition of the 
DSM (APA, 1952). The term personality disorder was 
used for the most general classification of personal- 
ity disturbances, of which four types were identified: 
personality pattern disturbances, personality trait 
disturbances, sociopathic personality disturbances, 

We than!, Stcphan Aha& Jerry Clore, Ed Diener, Aaron Pincus, Paul Trapnell, and the editors of this book for their helpful coinmeiili on an 
earlier ~ e t 5 i o n  ( i t  this chapter 
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and special symptom reactions. Sociopathic person- 
ality disturbances were further divided into four 
subtypes: the antisocial reaction, the dyssocial reac- 
tion, the sexual deviation, and the addictions. In the 
second edition of the DSM (DSM-II; APA, 1968), the 
category “sociopathic personality, antisocial reaction” 
was retained to describe a personality type that 
would be recognizable to most clinicians today The 
prominent features included failure to profit from 
experience and punishment; a lack of loyalty to any 
person, group, or code; callousness, hedonism, and 
emotional immaturity; a lack of responsibility and 
judgment; and an ability to rationalize behavior so 
that it appears warranted, reasonable, and justified. 

From this brief summary, one might discern at 
least two types of confusion (see Pichot, 1978, for a 
discussion of some other sources of confusion). The 
first is that the term psychopathic has been applied to 
personality disturbances at different levels of gener- 
ality. This has ceased to be an issue in North Ameri- 
can nosology, although it continues to present a 
problem in England (Pichot, 1978). The second 
source of confusion concerns the descriptive content 
of the specific category that is termed either ATS 
(APA, 1980, 1987) or psychopathy. 

sistent in the description of the personality charac- 
teristics of the psychopath. Beginning with Cleckley 
(1941) and continuing with A. H. Buss (1966), Craft 
(1965), Hare (1970), Karpman (1961), McCord and 
McCord (1964), and Millon (1981), among others, 
clinicians and researchers have appeared to agree in 
general about the personality and behavioral attrib- 
utes that are relevant to the construct. These have 
typically included, with varying emphases and or- 
ders of importance, impulsivity; a lack of guilt, loy- 
alty, or empathy; an incapacity to form deep or 
meaningful interpersonal relationships; a failure to 
learn from experience or punishment; profound ego- 
centricity and superficial charm; a persistent antiso- 
cial and criminal behavior without any evidence of 
remorse for the harm done to others; and a predis- 
position to aggression, particularly under the influ- 
ence of alcohol. 

Although different writers have argued about spe- 
cific criteria, there has been general agreement about 
the breadth and content of the category for nearly 

Nevertheless, writings have been remarkably con- 

50 years (see Curran & Mallinson, 1944; Davies & 
Feldman, 1981; Gray & Hutchison, 1964; and 
Livesley &Jackson, 1986). This conception of the 
disorder, by whatever name it is known, has been 
reflected in the definitions of the corresponding cat- 
egories designated by the American Psychiatric Asso- 
ciation and the World Health Organization (WHO) 
in the DSM and DSM-II and the International Classi- 
fication of Diseases-9 and-10 (WHO, 1977, 
19931, respectively. 

Antisocial Personality Disorder 
The definition of ATS included in the DSM-III de- 
parts quite markedly from this consensus. In keep- 
ing with the policy of creating fixed and explicit cri- 
teria for the identification of psychopathology, a 
definition of ATS was created that consisted largely 
of determining whether the subject had participated 
in a number of criminal or antisocial acts in child- 
hood and in adulthood (APA, 1980). Although the 
advent of the DSM-III undeniably boosted the reli- 
ability of psychiatric diagnosis in general, in the case 
of ATS, it is widely believed that this increase in re- 
liability has been at the expense of validity (Frances 
& Widiger, 1986; Gerstley, Alterman, McLellan, & 
Woody, 1990; Hare, 1983; Hare, Hart, & Harpur, 
1991; Harpur, Hare, & Hakstian, 1989; Millon, 
1981; Morey, 1988a; Widiger, Frances, Spitzer, & 
Williams, 1988). Robins (1978), whose research had 
a profound influence on the DSM-III definition, jus- 
tified the reliance on solely behavioral criteria as fol- 
lows: 

We can get reasonably good agreement on 
behaviours typqying the disordev, but little 
agreement on why they occuv: There are 
many who feel that the essence of antiso- 
cial personality is inability to love, lack of 
anxiety, or inability to /eel guilt. Yet there 
are people whom these same diagnosticians 
would agree are psychopaths who claim to 
love someone (particularly their mothers), 
who say they feel nervous andfeauful, and 
who say that they are sorryfor their be- 
haviouv: To maintain a conviction about 
the nature of the psychological substrate in 
these cases requires believing that these 
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psychopaths do not really feel the way they 
claim to feel. . . . Yet the grounds for dis- 
counting the psychopath’s claim to love, 
anxiety, and guilt, is always his behaviouu: 
. . . Since we rely on behaviour to infer the 
psychological substrate anyhow, I find it 
more parsimonious to stick to behaviour 
and skip the inferences until such time as  
we have a way to validate them indepen- 
dcntly of behaviouu: (p. 256) 

Although the logic of Robins’s (1978) claim is 
valid, reliance on the specific behaviors listed in the 
DSM-III (or its revision [DSM-111-R]) is problematic. 
In the first place, it is not clear that the behaviors 
chosen are the most appropriate for assessing the 
traits that even Robins acknowledged underlie the 
disorder. For instance, impulsivity is assessed by de- 
termining whether the individual travels from place 
to place without a prearranged job or plan or lacks 
a fixed address for at least a month. Although these 
behaviors are relevant to impulsivity, they are clearly 
not the only behaviors relevant to the trait and are 
probably not the most prototypical. Theoretical ad- 
vances in the use of behavioral acts in the assess- 
ment of dispositional constructs (e.g., D. M. Buss & 
Craik, 1983) could be brought to bear on this issue 
(D. M.  Buss & Craik, 1986; but see also Block, 
1989). 

In the second place, without a more sophisti- 
cated use of behavioral indicators, it will not be pos- 
sible to measure accurately the subtleties of which 
Robins (1978) spoke (e.g., the inability to form 
meaningful relationships despite verbal claims of the 
opposite). The inability to maintain a totally monog- 
amous relationship for more than 1 year (ATS Crite- 
rion C9) is presumably intended, in part, to tap this 
characteristic. 

The criteria for ATS (and its revision) are out of 
step not only with historical conceptions of the dis- 
order bur also with the other sets of criteria in- 
cluded in Axis I1 of the DSM-III. No other personal- 
ity disorder is defined by a closed-ended checklist of 
behaviors that must be used to infer the characteris- 

tics or symptoms in question. For other disorders, 
both personality traits and specific characteristics are 
elaborated in general terms, using typical but not 
necessary examples. Histrionic personality disorder 
Criterion B2, for example, reads “egocentric, self- 
indulgent, and inconsiderate of others.” Schizotypal 
personality disorder Criterion A5 reads “odd speech 
(without loosening of associations or incoherence), 
e.g., speech that is digressive, vague, overelaborate, 
circumstantial, metaphorical” (APA, 1980). In the 
DSM-III-R, this difference between these two criteria 
remains marked and is best illustrated by the lan- 
guage used to describe the adult ATS criteria: Eight 
of the ten criteria contain the phrase “as indicated 
by,” followed by a list of specific behaviors. Every 
other criterion listed on Axis I1 is a general descrip- 
tive phrase, sometimes followed by “e.g.” 

as a sign of sophistication, suggesting a better un- 
derstanding of this disorder than of the others. We 
think that a more accurate assessment of this differ- 
ence is given by Lilienfeld (19941, who suggested 
that DSM-III’s definition treats psychopathic traits as 
closed concepts, allowing the diagnostician to con- 
sider only a fixed and limited set of indicators of a 
trait. As a result, many other behaviors or attributes 
that may be highly relevant to the trait in question 
are considered inadmissible as diagnostic informa- 
tion. Conceptualizing traits as closed concepts ig- 
nores the fact that traits are dispositions to act in a 
variety of trait-relevant ways across a variety of situ- 
ations and that any one behavior is likely to be mul- 
tiply determined. 

One might view the specificity of the ATS criteria 

The Psychopathy Checklist 
At approximately the same time that the criteria for 
ATS were being finalized, Hare (1980; Hare 6s Fra- 
zelle, 1980) developed an alternative criterion set for 
assessing psychopathy in male criminal populations. 
The instrument was aimed at assessing the construct 
as defined by Cleckley (1976), incorporating many 
of the trait concepts omitted from the DSM-III. In 
addition, the PCL’ treated most of the constructs it 

’ Thc PCL Lva.5 revised in relatively minor ways (see Hare et a1 , 1990). The properties of the scale and the constructs measured are ewntially 
unchanged hy this revision, so for the purposes of this chapter, we do not distinguish between the two versions 
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measured as open, giving typical examples of the 
kinds of behaviors indicative of, say, a lack of empa- 
thy but not strictly circumscribing the behaviors that 
would be considered in making a judgment regard- 
ing each trait. 

A detailed review of the PCL is beyond the scope 
of this chapter, but reviews of its development and 
scoring are available in Hare (1991) and Hart, Hare, 
and Harpur (1992). The PCL consists of the 20 
items shown in Exhibit 19.1, each scored on a 0-2 
scale according to the extent to which the item ap- 
plies to the individual. Subjects are interviewed, and 
a source of collateral information, usually a prison 

Items in the Revised Psychopathy Checklist 

Factor 1 
1. Glibness-superficial charm 
2. Grandiose sense of self-worth 
4. Pathological lylng 
5.  Conning-manipulative 
6. Lack of remorse or guilt 
7. Shallow affect 
8. Callous-lack of empathy 

16. Failure to accept responsibility for 
actions 

Factor 2 
3. Need for stimulation-proneness to 

9. Parasitic lifestyle 
boredom 

10. Poor behavioral controls 
12. Early behavior problems 
13. Lack of realistic, long-term goals 
14. Impulsivity 
15. Irresponsibility 
18. Juvenile delinquency 
19. Revocation of conditional release 

Items not included in the factor scores 
11. Promiscuous sexual behavior 
17. Many short-term marital relationships 
20. Criminal versatility 

or forensic psychiatric file, is reviewed. Items are 
scored after considering both sources of information. 
Although the item titles are representative, more 
specific operationalizations given in the scoring 
manual are followed when rating each one. The 
scale is highly reliable, as demonstrated by its use in 
several different laboratories (Hare et al., 1990; Har- 
pur, Hakstian, & Hare, 1988; Kosson, Smith, & 
Newman, 1990; Ogloff, Wong, & Greenwood, 1990; 
Schroeder, Schroeder, & Hare, 1983; Smith & New- 
man, 1990; Wong, 1988) and is readily adminis- 
tered by anyone familiar with the construct of psy- 
chopathy and experienced with the populations in 
which it is assessed. 

Considerable evidence has accrued attesting to 
the construct validity of the PCL. That is, the ex- 
pected pattern of relations has been obtained with 
diagnoses of ATS and psychopathy-related self-report 
scales (Hare, 1985; Harpur & Hare, 1991b; Harpur 
et al., 1989; Hart, Forth, & Hare, 1991; Hart & 
Hare, 1989; Kosson et al., 1990; Newman & Kosson 
1986) as well as with a variety of demographic, be- 
havioral, and experimental variables (for reviews, see 
Hare, 1991; Hare, Williamson, & Harpur, 1988; 
Harpur & Hare, 1990; Harpur et al., 1989; Hart et 
al., 1992; Newman & Wallace, 1993; Wong, 1984). 
Moreover, the PCL appears to be superior to the 
ATS criteria in predicting, criminal behaviors and ac- 
counting for the results of laboratory research (Hare 
et al., 1991; Hart et al., 1992). 

Factor analysis reveals two highly replicable fac- 
tors underlying the PCL items (Hare et al., 1990; 
Harpur et al., 1988; see Exhibit 19.1). Factor 1 
measures a selfish, callous, and remorseless use of 
others and contains most of the personality charac- 
teristics considered central to the traditional clinical 
conception of the disorder. Factor 2 measures social 
deviance, as manifested in a chronically unstable 
and antisocial lifestyle. The items defining this factor 
tend to be scored more on the basis of explicit be- 
haviors than inferred traits. In the l l  samples exam- 
ined to date, these two factors have shown a consis- 
tent correlation of .50, indicating a strong relation 
but by no means an identity between these two con- 
structs. 

discriminant validity of these two factors. Factor 1 is 
A variety of evidence is available attesting to the 
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more strongly related to global ratings of psychopa- 
thy and to Cleckley’s ( 1976) criteria than is Factor 
2,  whereas the reverse is true for diagnoses of ATS 
(Harpur et al., 1989). A variety of self-report instru- 
ments commonly used to assess psychopathy are 
moderately related to Factor 2 but fail to measure 
the egocentric, callous, and manipulative traits cap- 
tured by Factor I .  An exception to this trend are as- 
sessments of narcissism, which share with Factor 1 
features of egocentricity, grandiosity, and a lack of 
empathy (Harpur et al., 1989; Harpur & Hare, 
199lh; Hart et al., 1991; Hart & Hare, 1989). Evi- 
dencc that the two factors may be distinguished in 
terms of their relations with age, social class, cogni- 
tive abilities, alcohol and drug abuse or dependence, 
violent behavior, and recidivism may be found in 
Harpur and Hare (1991a, 1994), Harpur et al. 
(lqSS), Hart and Hare (1989), and Smith and New- 
man (1 990). 

The identification of two factors underlying our 
assessments of psychopathy has helped to clarify the 
relation between the PCL and ATS criteria. Correla- 
tions among the two are shown in Table 19.1. It is 

Correlations Among the Psychopathy Checklist 
(PCL), Assessments of Antisocial Personality 
Disorder (ATS), and Narcissistic Personality 
Disorder (NAR) 

Assessment N PCL Factor 1 Factor 2 

Diagnoses 
ATS 31 9 

1 8oa 
387 
114 

80b 
ATS-R 1 76a 

ATS 803 
NAR 80b 

Prototypicality ratings 

.56 .42 

.55 .37 

.63 .49 
5 8  .39 
.45 .21C 
5 4  .32 

.71 .40 

.39 .49 

.55 

.61 

.58 
5 7  
.59 
.63 

.83 

.24 

Notc A TS-R = antisocial personality disorder-revised 
Superscript a and b indicate identical or overlapping 
samples All ps < 05, except ‘ From The Hare Psychop- 
athy CJicchlist-R~ev~sed, b) R D Hare, 1991, Toronto, 
Ontario, Canada Multi-Health Systems Copyright 
1991 h y  Multi-Health Systems Adapted with permis- 
sion 

apparent from these correlations that the strong rela- 
tion between the PCL and ATS criteria reported by 
Hare (1985) is mediated largely by Factor 2. Con- 
versely, one could say that the PCL conception of 
psychopathy differs from the DSM-111’s conception of 
ATS by virtue of the former’s inclusion of Factor 1. 
In fact, Factor 1 is more related to current concep- 
tions of narcissism (or NAR) than to ATS (see Table 
19.1). Our contention is that those pathological 
characteristics of narcissism measured by Factor 1 in 
fact covary with a more general trait of social devi- 
ance and that together they form the higher order 
construct of psychopathy. Arguments and evidence 
for this position, in addition to that provided by 
structural analyses of the PCL, can be found in 
Gerstley et al. (1990); Harpur, Hare, Zimmerman, 
and Coryell (1990); and Morey (1988a, 1988b). 

This research places psychopathy in a unique po- 
sition among the personality disorders as a construct 
for which there exist both a highly reliable assess- 
ment procedure and substantial evidence for its con- 
struct validity. In addition, detailed knowledge of 
the structure of this disorder provides a firm crite- 
rion with which to compare dimensional models of 
normal personality Unfortunately, the data currently 
available are meager. This is largely because ade- 
quate assessments of psychopathy, as we conceptual- 
ize it, require the application of detailed and 
time-consuming procedures. The use of available 
self-report questionnaires or 10-minute interviews 
do not provide an adequate basis for assessing the 
personality characteristics that are crucial in the psy- 
chopath. In addition, the inclusion of ATS in the of- 
ficial diagnostic taxonomy of APA directs many re- 
search efforts toward use of this category despite its 
lesser homogeneity and predictive power. 

PSYCHOPATHY AND MODELS OF 
NORMAL PERSONALITY 

Given the long history of this disorder, it is not sur- 
prising that the relation between psychopathy and 
dimensions of normal personality has been the sub- 
ject of research (and speculation) for many years. 
Here, we review research using two structural mod- 
els of normal personality: Eysencks three-factor 
model and the FFM, as assessed by Wiggins’s inter- 
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personal adjective scales and the NEO Personality 
Inventory (NEO-PI). 

Eysencks Three-Factor Model 
Eysenck produced not only a seminal body of the- 
ory on the structure of personality (Eysenck, 1967, 
1970; Eysenck & Eysenck, 1976) but an extension 
of that theory to account for criminal behavior 
(Eysenck, 1977; Eysenck & Gudjonsson, 1989). Al- 
though his research represents a major contribution 
to the literature on crime and personality, it is not 
entirely clear how applicable his theory is to the un- 
derstanding of the psychopathic personality In the 
model’s original formulations (Eysenck, 1964, 1977; 
Eysenck & Eysenck, 19781, the distinction between 
the psychopath and the criminal was ignored on the 
grounds that considerable overlap was assumed to 
exist between them. Although such an assumption 
may be justified when using ATS as a diagnostic cat- 
egory, it is clearly not appropriate when psychopathy 
is defined using the PCL. Base rates for ATS may be 
as high as 75% in Canadian correctional facilities, 
but base rates for PCL-defined psychopathy are 
about 30% (Correctional Service of Canada, 1990; 
Hare, 1983; Harpur 6r Hare, 1991a; Hart & Hare, 
1989; Wong, 1984). 

Eysenck and Gudjonsson (1989) acknowledged 
the need to distinguish criminality in general from 
psychopathy: 

Psychopathy and criminality are  not to be 
identijed, although both are characterized 
by antisocial behaviov, psychopaths are  not 
necessarily criminals in the legal sense, 
and criminals may not be psychopathic in 
their behavior: Nevertheless, both share the 
trait of antisocial behaviol; and it seems 
likely that they will also share personality 
traits related to this type of behavior: 
(p. 48) 

dence for the relation between these dimensions and 
criminal behavior (for a review, see Eysenck & Gud- 
jonsson, 19891, the researchers who have compared 
PCL-defined psychopathy with the Eysenck Person- 
ality Questionnaire (EPQ) have found only partial 
support for the predicted relations. Hare (1982) re- 
ported moderate correlations between these scales 
and the PCL in a sample of 173 inmates from a 
medium-security Canadian institution. Statistically 
significant but marginal correlations were reported 
with scores on P (r = .16) and Lie (r = -.14). Fur- 
thermore, zone analysis using median splits on E, N ,  
and P revealed no significant differences in the level 
of psychopathy for subjects classified within any of 
the eight personality octants. Kosson et al. (1990) 
reported a somewhat higher correlation between the 
PCL and P (r = .34) but only for White inmates. 
The correlations with E and N,  however, were negli- 
gible. A different pattern of correlations was re- 
ported for Black inmates, psychopathy being corre- 
lated with E but not with P or N. This difference 
must be interpreted with caution, however, in light 
of the limited information available on the use of 
the PCL with Black inmates (see Kosson et al., 
1990). 

Harpur et al. (1989) examined the relation be- 
tween E, N ,  and P and the PCL factors using the 
sample described by Hare (1982) plus an additional 
49 subjects. The correlations with total PCL scores, 
shown in Table 19.2, remained very small. However, 
it was apparent that P was solely related to Factor 2 
and was completely orthogonal to the cluster of per- 
sonality attributes measured by Factor 1. A second 
theoretically interesting result emerged: N was posi- 
tively correlated with Factor 2 but negatively corre- 
lated with Factor 1. A similar divergent pattern of 
correlations between the PCL factors and anxiety 
was replicated using a variety of other measures of 
trait anxiety (mean r = -.21 and .03 for Factors 1 
and 2, respectively; Harpur et al., 1989). 

Eysencks theory predicts that psychopaths should 
be characterized by high scores on all three of his 
personality dimensions, Extraversion (E), Neuroti- 
cism (N), and Psychoticism (PI, with “primary” psy- 
chopaths characterized chiefly by high P scores and 
“secondary” psychopaths characterized by high E 
and N scores. Although there is considerable evi- 

A number of artifactual explanations for these 
modest correlations must be considered before ex- 
amining more substantive explanations. Most obvi- 
ously, either limitations in the range of scores or dis- 
simulation might have contributed to attenuating the 
correlations. The first possibility can be discounted 
by comparison of the standard deviations obtained 
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with Factor 2 as was P but in the direction opposite 
to that predicted if psychopaths were dissimulating. 

Assuming then that these results are not artifac- 
tual, what implications do they have for the under- 
standing of the personality of the psychopath? In a 
large sample of carefully assessed inmates, the rela- 
tions between psychopathy and Eysencks dimen- 
sions were small. If we examine separately the two 
factors measured by the PCL, the picture is clarified 
somewhat. Factor 2,  a measure of extreme social de- 
viance and antisocial behavior, did show the ex- 
pected pattern of positive correlations with all three 
EPQ dimensions, although the size of the correla- 
tions was modest at best. Factor 1 of the PCL shows 
a relation only with anxiety, and in this case, it was 
in the direction opposite to that predicted by 
Eysenck. 

To provide as comprehensive a test of Eysencks 
hypothesis as possible and in light of the hypothesis 
discussed later in this chapter, we conducted a fur- 
ther analysis using the sample described by Harpur 
et al. (1989). We examined whether the interaction 
of the E, N ,  and P dimensions might provide a 
stronger link with psychopathy than had been found 
for the zero-order correlations. Although to our 
knowledge such an interactive model has not been 
explicitly endorsed by Eysenck, it is implicit in his 
use of quadrant or octant analysis. In a hierarchical 
multiple regression, the main effects of the three di- 
mensions, the three two-way interactions between 
pairs of dimensions, and the three-way interaction 
term were regressed on each of the PCL factor 
scores. In each case, the analysis proceeded by en- 
tering all main effects, then testing the change in RL 
when the block of two-way effects was added, and 
finally testing for the three-way term (see Cohen & 
Cohen, 1983). 

The results did not support the hypothesis that 
an interactive combination of E, N,  and P would 
improve on the main effects of these dimensions. 
For Factor 1, the multiple correlation after entry of 
the main effects failed to reach significance (R’ = 

.03, p < .07), and an addition of the two- or three- 
way interaction terms failed to produce a significant 
increment in this value. The squared multiple corre- 
lation with all terms entered reached .05. 

Not surprisingly, the main effects for E, N ,  and P 

Correlations Among the Psychopathy Checklist 
(PCL) and Eysenck Personality Questionnaire 
(EPQ) Scales 

EPP scale PCL Factor 1 Factor 2 

Extraversion 0.1 1 0.08 0.10 
Neuroticism 0.02 -0.17* 0.16* 
Psychoticism 0.14* 0.01 0.22” 
Lie -0.17* -0.03 -0.22* 

Not? N = 222 %p < 05 From “Two-Factor Concep- 
tualization of Psychopathy Construct Validity and As- 
sessment Implications,” by 1’ J Harpur, R D Hare, 
and A R Hakstian, 1989, Psychological Assessment A 
Journal (11 Consulting and Clinical Psychology, 1, p 11- 
12 Copyright 1989 by the American Psychiatnc Asso- 
ciation Addpted with permission 

in our samples with published norms. Only P 
showed a slight reduction (12%) compared with 
normal subjects (Hare, 1982). 

Although one defining feature of the psychopath 
is pathological lying, several arguments can be made 
against the possibility that dissimulation plays a role 
in this correlation. In the first place, the kind of in- 
formatior that the inmates are asked to reveal, even 
when completing scales for P and socialization, is far 
less probing than is the interview that the inmate 
has already completed, usually on videotape, as part 
of the PCL assessment. It seems unlikely that an in- 
mate would be unwilling to admit to the kinds of 
behaviors examined by the P scale, having very 
likely already discussed far more serious criminal 
and antisocial acts on tape. Furthermore, the ques- 
tionnaire is always administered as part of a research 
project for which there is no strong or obvious ben- 
efit to the inmate for impression management. In 
situations with significant outcomes for the inmate 
(e .g., parole hearings), psychopaths might be ex- 
pected t o  display considerable care in their self- 
disclosure, although it cannot be assumed that this 
is generally the case. Finally, several scales designed 
to measure impression management (e.g., faking 
good or bad, dissimulation! have been administered 
to inmates over the years, and their relation with 
psychopathy has always been zero or negative. In 
our data. the EPQ Lie scale was as highly correlated 
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were significantly related to PCL Factor 2 scores (R’ 
= .08, p < . O O l ) ,  with all three variables contributing 
to the relationship. Inclusion of the interaction 
terms did not boost this relationship significantly, 
producing a R2 of .09 for the full model. 

Having attempted to relate psychopathy to 
Eysencks model of personality in a variety of ways, 
we see no reason to alter the opinion expressed by 
Hare (1982) that “high scores on the P scale may be 
more a reflection of criminal and antisocial tenden- 
cies and behavior than of the inferred psychological 
constructs . _ _  that are essential for the diagnosis of 
psychopathy” (p. 41). These psychological constructs 
were largely being measured by PCL Factor 1. It 
must be acknowledged that E, N, and P do share 
the predicted relations with the trait of social devi- 
ance measured by Factor 2, and somewhat less 
clearly by ATS criteria, but in combination, they ac- 
counted for less than 10% of the variance of Factor 
2 scores and none of the variance of Factor 1 scores. 
Even allowing for unreliability and the different 
measurement methods, considerable variance in psy- 
chopathy is unaccounted for within this three- 
dimensional model. 

The Five-Factor Model 
Although Eysencks measurement of E and N is 
largely congruent with conceptions of five-factor the- 
orists, his dimension of P combines elements of low 
Conscientiousness (C) and low Agreeableness (A), 
traits considered orthogonal within the FFM (Costa, 
McCrae, & Dye, 1991). In addition, although he ac- 
knowledged the importance of intelligence as an as- 
pect of personality relevant to behavior (Eysenck & 
Gudjonsson, 1989), he did not measure it in any 
form in the EPQ. In view of the inadequacy of three 
factors in predicting our assessments of psychopathy 
and particularly because the controversial P dimen- 
sion is the dimension most strongly related to the 
PCL, it is clearly necessary to determine whether the 
separation of A and C and the measurement of 
Openness to Experience (0) can provide a more 
comprehensive characterization of the nature of the 
two psychopathy constructs. 

Most of the dimensions of personality measured 
to date have been selected for their theoretical rele- 
vance to psychopathy rather than for their interpret- 

ability within a comprehensive structural model of 
personality In particular, scales from clinical assess- 
ment instruments, such as the Minnesota Multi- 
phasic Personality Inventory (MMPI; Hathaway & 
McKinley, 1967) and the Millon Clinical Multiaxial 
Inventory (MCMI; Millon, 1983, 1987), Zuckerman’s 
Sensation Seeking Scale (Zuckerman, 19781, the So- 
cialization scale of the California Psychological In- 
ventory (Gough, 1969) as well as scales relating to 
Machiavellianism, empathy, and impulsiveness, have 
been administered. Although interpretively ambigu- 
ous with respect to the FFM, these scales often 
show the most robust correlations with psychopathy 
In addition, myriad clinical descriptions of the psy- 
chopath provide a rich source of information allow- 
ing us to develop a more detailed picture of the per- 
sonality profile of the psychopath. In this section, 
we discuss these findings and present new data us- 
ing instruments designed more specifically to mea- 
sure the FFM. 

Psychopaths are prototypically thrill seeking, im- 
pulsive, lacking in anxiety, unable to sustain long- 
term plans or relationships, cynical, egocentric, ma- 
nipulative, Machiavellian, cold hearted, and callous. 
A rough translation of these characteristics within 
the organizing framework of the FFM produces a 
descriptive profile of the psychopath: high on E and 
low on N ,  0, A, and C (relative to a normative sam- 
ple). In fact, this characterization may hide as much 
as it reveals. In the first place, there is strong evi- 
dence for the existence of two distinct constructs 
underlyng our conception of psychopathy. Second, 
the mapping of these characteristic traits onto the 
framework of the FFM is not straightforward, given 
that a single, consensual description of the five fac- 
tors has yet to emerge (John, 1990). Third, the spe- 
cific traits listed earlier and expanded on in the 
clinical literature tend to be at a lower level of 
generality than are the broad dimensions that form 
the framework for the FFM. Finally, in many cases, 
the traits characteristic of psychopathy are the same 
traits that generate the greatest disagreement con- 
cerning their place within this organizing frame- 
work. Bearing these difficulties in mind, we now ex- 
amine the available data. 

We have several sources of data pertinent to con- 
ceptions of the FFM. Although the sample sizes are 
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in some cases small and the data derive from diverse 
samples, we present them here as a spur to future, 
more comprehensive data collection efforts and as a 
structure on which to hang our (sometimes specula- 
tive) thinking. We rely on the reader to weigh the 
relative importance of different results based on the 
nature and size of each sample. 
Samples. Research using the PCL has been con- 
ducted almost exclusively in criminal populations. 
Most of the results reported here follow this pattern, 
both because of the higher prevalence of the disor- 
der among incarcerated criminals and because the 
PCL was developed (and validated) on a male foren- 
sic population. 

Nevertheless, the need to extend the applicability 
of the PCL to other populations is widely recog- 
nized. E;or this reason, we have begun to examine 
how the PCL performs in nonforensic populations. 
Data from one of these samples, 50 undergraduate 
volunteers (25  men, 25 women), included self- 
report personality measures as well as PCL assess- 
ments. 

Psychopathy assessments on criminal samples 
were performed as described in an earlier section. 
Several importam differences should be noted about 
the assessments carried out on the students. For ob- 
vious reasons, no historical records were readily 
available for these subjects, so PCL items were com- 
pleted entirely on the basis of an interview. Also be- 
cause none of the subjects admitted to having a 
criminal record, several of the items on the PCL, 
mostly from Factor 2,  could not be scored because 
they are based largely or wholly on criminal activity 
When necessary, such items were omitted, and the 
PCL total and factor scores were prorated. The ab- 
sence of overt antisocial behavior among students 
may have made it more difficult to score Factor 2 
for this group, leading perhaps to lower reliabilities 
for coding this factor (unfortunately, reliabilities are 
not available yet for this sample). Alternatively, be- 
cause these items had to be scored on the basis of 
different information, the construct actually mea- 
sured by the PCL Factor 2 in noncriminal samples 

may have differed slightly from that measured in 
criminal samples. 

Most important, of course, the students scored 
on average far lower (and in a narrower range) on 
the total PCL and both factors than did the prison 
inmates. The mean scores (and standard deviations) 
for the 50 students for the total PCL, Factor 1, and 
Factor 2 were 6.7 ( 5 . 3 ,  1.7 (2.01, and 4.3 (3.7), re- 
spective1y.l This compares with mean scores for 
prison inmates of 23.6 (7.01, 8.7 (4.0), and 11.4 
(4.0), respectively (Hare, 1991). In fact, of the 50 
students assessed, only 1 scored above the mean 
score obtained for prison populations, and none 
would have been diagnosed as a psychopath by our 
usual cut-off, a total score of 30 or above. The range 
of scores on the PCL for the student and inmate 
samples used for the present study were almost en- 
tirely different: Only 3 inmates scored below 17 on 
the total PCL, and only 2 students out of 50 scored 
above this value. 

Because of these differences, it would not be ap- 
propriate to consider the two samples to be equiva- 
lent. Although we would hope that strong relations 
between personality variables would hold across the 
range of PCL scores, it is quite possible that the re- 
lations between the PCL and external criteria are 
nonlinear. These are largely speculations, but they 
emphasize the fact that dissimilarity between pairs 
of nominally comparable correlations in the two 
samples should be interpreted with caution and 
should not be assumed to constitute a replication 
failure. 
Measures. In the student sample and in the in- 
mate samples, we and other investigators have made 
use of a variety of assessment devices. The two with 
the clearest relation to the FFM are the Revised In- 
terpersonal Adjective Scales (US-R; Wiggins, Trap- 
nell, & Phillips, 1988), its extension to the FFM 
(the Big 5 version [IASR-B51; Trapnell & Wiggins, 
19911, and the NEO-PI. 

We obtained self-report data on the IAS-R for 
113 inmates from a study by Foreman (1988) and 
for 47 student subjects. The students also completed 

'There wcre marked sex differences in scores on the PCL. Means for the total PCL, Factor 1, and Factor 2 were 8 5 ,  2.6, and 5.3,  respectively, 
lor men and 4 8, 0 7, and 3.4, respectively, for women. Differences for the total PCL and Factor 1 scores were significant The onl) personal- 
ity rncdsurc significantly differentiating the sexes was the dimension of Love. on which women scored higher than men. 
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the NEO-PI, as did 28 of the inmates. Finally, we 
obtained a set of ratings on each of the FFM dimen- 
sions made by observers watching videotaped PCL 
assessment interviews. Tapes from 12 inmates and 
12 students were rated independently by two re- 
search assistants using the adjective scales of the 
IASR-B5. The raters were blind to the subjects’ PCL 
scores and had, in fact, never been trained in the as- 
sessment of psychopathy. These ratings, made on an 
8-point scale, were then averaged and converted to 
scores on each dimension (see Trapnell & Wiggins, 
1991). 
The Interpersonal Circumplex. 
sesses interpersonal dispositions within a circumplex 
spanned by the major dimensions of Love and 
Dominance. These dimensions correspond closely to 
E and A as measured, for instance, by the NEO-PI, 
although the precise alignment of these pairs of di- 
mensions within the circumplex differs (McCrae & 
Costa, 1989; Wiggins & Pincus, chapter 7, this vol- 
ume; Wiggins & Trapnell, 1997). Unlike data from 
the EPQ, these data can provide a measure of A in- 
dependent of C. 

Harpur et al. (1989) reanalyzed part of Foreman’s 
(1988) data to examine the location of the two PCL 
factors in relation to self-reported interpersonal style. 
The correlations between the PCL and these dimen- 
sions are shown in Table 19.3. A strong negative re- 
lation between both factors and Love was apparent, 
as was a positive relation between Dominance and 
Factor 1. Factor 2 was unrelated to Dominance as 
measured by the IAS-R. These data provide a strong 
reason to think that A is a dimension relevant to 
psychopathy but independent of C. 

The data for the student sample are also pre- 
sented in Table 19.3. A strong convergence is appar- 
ent for the dimension of Love, although the relation 

The IAS-R as- 

appears to be dominated by PCL Factor 1 in the 
student data. The relation between the PCL and 
Dominance was negligible in this sample, however. 
Perhaps in the low range of PCL scores present in 
the student sample, the importance of Dominance in 
scoring the PCL items is lessened. In any case, the 
data for both samples confirm the long-standing 
view that psychopathy is characterized, above all, by 
a cold, callous, and antagonistic personality, but they 
once again present a slightly mixed message with re- 
spect to E-Dominance. 
The NEO Personality Inventory. For a more de- 
tailed understanding of the relation between psy- 
chopathy and the FFM, we administered the NEO- 
PI to inmates assessed on the PCL. The NEO-PI 
provides domain scales with excellent psychometric 
properties for measuring each of the five dimensions 
as well as six facet scales underlying the dimensions 
of N ,  E, and 0. Unfortunately, data are currently 
available for only 28 subjects. 

Means and standard deviations for psychopathic 
and nonpsychopathic inmates (PCL total scores >30 
and ~ 3 0 ,  respectively) are shown in Table 19.4. 
Mean values for the domain and facet scales are also 
presented in Figure 19.1, plotted as T-score profiles 
based on a normal adult sample (Costa & McCrae, 
1989). These profiles reveal that the nonpsycho- 
pathic inmates showed relatively little deviation from 
the normative sample. A moderate elevation in N ,  
attributable mostly to increased depression and feel- 
ings of inferiority and shame (measured by the self- 
consciousness facet), is apparent. 

Psychopaths, however, showed a distinctive per- 
sonality profile, with a moderate elevation on N ,  a 
moderate depression on C, and an extreme depres- 
sion on A,’ It should be emphasized that these val- 
ues are group means. On the basis of these data, 

’The personality profile for psychopaths shown in Figure 19 1 probably underestimates their low scores on A and C Current norms for the 
NEO-PI are based on subjects from the Baltimore Longitudinal Study on Aging (see McCrae 6s Costa, 1987). This sample was drawn largely 
from managerial, professional, and scientific occupations, and it overrepresents subjects from higher educational and socioeconomic levels 
Differences between the normative sample and the criminals considered here would be quite marked Psychological Assessment Resources has 
circulated revised norms for the Five-Factor Inventory (a short form of the NEO-PI domain scales) based on a new normative sample that 
matches more closely the age and race (and presumably education and socioeconomic status, although this is not stated explicitly) of the U.S. 
population. Companson of these norms with those for this sample provide some estimate of the bias that might be present in the profiles in 
Figure 19 1. Mean Five-Factory Inventory scores for adult men on N, E ,  and C were approximately ,1 to .2 standard deviations higher in the 
newly collected normative sample Both criminal groups’ corresponding T scores would be expected to be slightly lower if based on these 
more representative norms The mean level of A in the new sample was approximately .75 standard deviations higher This substantial differ- 
ence means that the T score for psychopaths in Figure 19.1, already very low, would he lowered even further, probably by a substantial 
amount 
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Correlations Among the Psychopathy Checklist (PCL) and the Revised Interpersonal Adjective 
Scales (IAS-R) 

PCL Factor 1 Factor 2 

IAS-R scale In St In St In St 

Dominance .19* -.03 .35' .08 -.01 - .I7 
Love - .30* -.32* -.26* -.42* - .29* -.25 

Notu In = Inmate sample, N = 113; St = student sample, N = 47. *p < .05 

about 50% of psychopaths would receive a T score 
ot 35 or lower, and few, if any, would score over 50 
on this dimension 

Correlations among the PCL, its factors, and the 
five domain scales for this sample are shown in Ta- 
ble 19 5 The correlations mirror the mean differ- 
ences observed for the two groups Those for E and 
N Kcre in line with results obtained using the EPQ, 
although the broader domain encompassed by the 
NEO-P1 N dimension eliminated the negative corre- 
ldtion with Factor 1 As expected, A, C, and 0 were 
all negatively correlated with the PCL, but only the 
negative correlation with A reached statistical signifi- 
cancc lt is interesting to note that both factors cor- 

related about equally with A-a result that is con- 
sistent with the projection of the PCL factors 
and the NEO-PI A scale on the interpersonal cir- 
cumplex (Harpur et al., 1989; McCrae & Costa, 
1989). 

parable statistics for the student sample. The stu- 
dents' mean scores on the NEO-PI domain scales 
were similar to those reported for a normative col- 
lege sample (Costa & McCrae, 1989). The relations 
between the PCL and the five factors were broadly 
consistent with those for the inmate sample. The 
correlation between psychopathy and C was stronger 
for the student sample than for the inmate sample, 

Also included in Tables 19.4 and 19.5 are com- 

Means and Standard Deviations for NEO Personality Inventory (NEO-PI) Domain Scales for 
Psychopaths, Nonpsychpaths, and Students 

Psychopaths Nonpsychopaths Male students Female students Adult malesa 

NEO domain scale M SD M SD M SD M SD M SD 
~~ 

Neuroticism 83.8 17.3 80.9 22.6 83.9 24.7 91 .I 24.7 73.0 19.3 

Extraversion 106.3 19.9 98.1 20.0 113.7 17.6 112.4 15.2 102.6 18.0 

Openness 110.5 12.1 110.8 18.3 127.8 20.0 125.3 19.7 109.2 17.4 

Agreeableness 39.8 5.7 47.1 10.2 43.8 9.1 47.0 7.7 48.4 6.1 

Conscientiousness 46.2 10.0 48.4 6.7 43.2 12.4 48.0 6.9 49.8 8.2 

Noti Psychopaths, N = 12,  nonpsychopaths, N = 16, male students, N = 24, female students, N = 23 adult 
malci, N = 502 

logic~l Assessment Resources Copyright 1989 by Psychological Assessment Resources 
Froni NEO-PIIFFI Munual Supplement (p 31, by P T Costa, Jr , and R R McCrae, 1989, Odessa, FL Psycho- 
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Correlations Among the Psychopathy Checklist (PCL) and NEO Personality Inventory (NEO-PI) 
Domain Scales 

PCL 

NEO domain scale In St 

Neuroticism .14 .10 
Extraversion .07 .05 
Openness to Experience -.13 .19 
Agreeableness - .47* -.26 
Conscientiousness -.12 -.38* 

Factor 1 Factor 2 

In St In St 

.06 .05 .15 .11 
-.lo .17 .16 -.17 
-.17 .20 .01 .05 
- .35 -.41* - .36 -.18 
- .07 -.33* -.15 -.38* 

Notc. In = Inmate sample, N = 28; St = student sample, N = 47. *p < .05 

perhaps because of the greater range of scores on 
this dimension (SDs = 10.3 and 8.1 for students and 
inmates, respectively).' Ln addition, 0 related posi- 
tively to the PCL for the students but negatively for 
the inmates. 

The breadth of the domain tapped by three of 
the fi\re dimensions of the NEO-PI is ensured by the 
inclusion of six facet scales. A more detailed picture 
of the relation between the PCL factors and the do- 
mains of E, N,  and 0 may be obtained by examin- 
ing these more specific traits. Although the numbers 
of subjects are small, we include these correlations 
in Tahle 19.6. We now turn to each of the five ma- 
jor dimensions in more detail. 

The trait of N has historically pro- 
voked the greatest debate in relation to psychopathy. 
On the one hand, an absence of anxiety has been 
considered a necessary component of the disorder 
(see Spielberger, Kling, & O'Hagan, 1978). On the 
other hand, Robins (1966) reported a positive corre- 
lation between the number of psychopathic and 
neurotic symptoms. This conflicting picture has 
been clarified by the realization that the two PCL 
factors differ in their relation to anxiety and that the 
definitions of psychopathy used by theorists on ei- 

Nutoticism. 

ther side of this debate have emphasized one or the 
other of these components of the disorder (Harpur 
et al., 1989). The clinical prototype of the psycho- 
path represented by Factor 1 is moderately related 
to low anxiety, whereas the trait of social deviance 
tapped by Factor 2,  ATS, and Robins3 (1966) earlier 
definition of the psychopath is largely uncorrelated 
with anxiety. Furthermore, the relation between so- 
matic complaints and chronic negative affect in the 
general population is probably mediated by alcohol- 
ism, drug abuse, and other behaviors that increase 
health risks (Costa & McCrae, 1987). The fact that 
psychopaths use drugs and alcohol to an excessive 
degree and that this use is related solely to PCL Fac- 
tor 2 (Smith & Newman, 1990) may account en- 
tirely for reports that they demonstrate many so- 
matic symptoms, regardless of level of anxiety. 

A second source of confusion may stem from 
varied conceptions of anxiety. The consistent relation 
between the PCL factors and anxiety just described 
has been found for many different instruments (Har- 
pur et al., 1989). However, these instruments all 
had in common a relatively narrow conception of 
the trait. The N dimension of the NEO-PI, on the 
other hand, incorporates both a hostility scale that 

''4s ncxcil in Footnote 2 ,  there were reliable sex differences in scores on the PCL Although the gender differences For mean scores on N, E. 
and C \vere not statistically significant, they were nevertheless substantial. These differences might have artifactually obscured thc. relations 
betueen the PCL and the personality measures However, analyzing the data separately for the two sexes would have reduced rhe sample 
sizes suhstantially For this reason, results are reported for the whole sample. Nevertheless, separate-sex analyses were run. with results that 
wc'rc' mnstly consistent with those reported For the male students, correlations of the PCL with the NEO-PI domain xales were larger than 
thosc rcported in Table 19.5 for N ,  A, and C (.34, -.40, and -.40, respectively) Similar increases were seen for correlations with the PCI- 
factors The ver) limited range of PCL scores obtained for the female students makes interpretation of these correlations difficult, although 
they wert' generally similar to those reported for the combined sample. 
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Correlations Among the Psychopathy Checklist (PCL) and NEO Personality Inventory (NEO-PI) 
Facet Scales 

~ ~~~ 

PCL Factor 1 Factor 2 

NEO facet scale In St In St In St 

N1: Anxiety 
N2: Hostility 
N3: Depression 
N4: Self-consciousness 
N5: Impulsiveness 
N6: Vulnerability 
E l :  Warmth 
E2: Gregariousness 
E3: Assertiveness 
E4: Activity 
E5: Excitement seeking 
E6: Positive emotions 
01: Fantasy 
02: Aesthetics 
03: Feelings 
04: Actions 
05: Ideas 
06: Values 

.oo 

.41* 
-.11 

.02 

.33 

.02 
-.15 

.03 

.15 

.42* 

.25 

-.07 

-.05 

- .03 
- .08 
-.21 
-.15 
- .29 

-.14 
.12 
.14 
.06 
.25 
.12 

- .08 
.09 
.08 

- .02 
.17 

-.05 
.16 
.23 

-.03 
.14 
.20 
.01 

.07 

.14 

.15 

.05 

-.05 

-.06 
-.14 

.02 
- .02 
-.18 

.22 
-.28 

.15 
-.18 
- . l o  
- .26 
-.13 
-.07 

-.14 
.17 
.07 
.02 
.15 
.01 

- .07 
.22 
.27 

- .05 
.24 

- .03 
.22 
.15 
.04 
.04 
.29* 
.oo 

-.05 
.48* 

-.14 
.oo 
.44 * 
.03 

- .08 
- .03 

.21 

.oo 

.38 

.20 

.27 

.21 

.01 
-.14 
- .05 
-.46* 

-.13 
.09 
.14 
.09 
.21 
.19 

-.12 
.02 

-.14 
-.16 

.oo 
-.15 

.06 

.13 

.14 

.06 

-.17 

- .05 

Note. In = Inmate sample, N = 28; St = student sample, N = 47 * p  < .05 

emphasizes short temperedness and an impulsive- 
ness scale oriented toward a lack of control over 
cravings and temptation-both traits would be ex- 
pected to show positive relations with psychopathy 
In fact, these two traits show strong relations with 
the PCL: Psychopaths' profiles for N facets show 
peaks in the high range for these scales, whereas 
their scores on the remaining four facets are equal to 
or lower than those for nonpsychopaths (see Figure 
19.1). As expected, both impulsivity and hostility 
related most strongly to Factor 2. 

Because of the inclusion of impulsiveness and 
hostility, a negative correlation between Factor 1 and 
the NEO-PI domain scale could hardly be expected. 
However, the more specific facet of anxiety also 
failed to show the expected negative correlation. 
Whether this was attributable to sampling error or 
the nature of the NEO-PI anxiety facet is unclear at 
present. 

Eysencks theory, E should be positively related to 
Extraversion. As discussed in relation to 

psychopathy. The data, however, failed to confirm 
prediction. A substantial relation was visible with 
only a single facet, excitement seeking, and this cor- 
relation was considerably weaker in the student 
sample than in the inmate sample. This relation is 
consistent with the empirical and theoretical link be- 
tween sensation seeking (Zuckerman, 1978) and 
psychopathy (Hare & Jutai, 1986; Harpur et al., 
1989; Zuckerman, 19781, and its specific nature 
may help explain why the broad domain scale was 
only marginally related to the PCL. 

In addition to sensation seeking, the trait of im- 
pulsivity is one of the dimensions that shows a ro- 
bust relation with the PCL and its factors (Hare & 
Jutai, 1986; Harpur & Hare, 1991b; Harpur et al., 
1989; Kosson et al., 1990; Newman & Kosson, 
1986). However, the position of impulsivity within 
the FFM is controversial. Eysenck initially identified 
impulsivity as a component of E but later incorpo- 
rated it, along with elements of sensation seeking, 
into his P dimension. Costa and McCrae (1985), as 
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noted, considered impulsiveness (a failure to inhibit 
urges and impulses) to be a facet of N ,  excitement 
seeking to be a facet of E, and the more cognitive 
dimensions of self-discipline (“the ability to continue 
with a task despite boredom”; p. 888) and delibera- 
tion (“caution, planning, and thoughtfulness” and 
quick decision making; p. 889) to be facets of C 
(Costa et al., 1991; McCrae & Costa, 1985). John’s 
(1990) consensual adjectival markers for the five di- 
mensions place “assertive” and “adventurous” at the 
pole ol  surgency and “planful” and “painstaking” at 
the pole of Conscientious but identify no clear place 
for cognitive or behavioral impulsivity. 

Despite conceptual arguments in favor of the tax- 
onomic distinctions included in the NEO-PI (e.g., 
Costa, McCrae, & Dembroski, 1989; Costa et al., 
1991). empirical results are less clear cut. For in- 
stance, excitement seeking, impulsiveness, and hos- 
tility, the facet scales correlating substantially with 
the PCL., all show complex loadings (.30) in a factor 
analysis of the NEO-PI (Costa et al., 1991). Both 
impulsiveness and excitement seeking share strong 
negative loadings on C, whereas hostility loads as 
highly on the A dimension as it does on N. In the 
revision of the NEO-PI, the facet scales of self- 
discipline and deliberation also share with impul- 
siveness substantial loadings on both N and C 
(Costa Gr McCrae, 1992). 

However this controversy is resolved, the fact re- 
mains that psychopathy is consistently related to 
these various aspects of impulsivity, broadly defined. 
We leave it to others to decide whether it is more 
parsimonious to consider these as individual facets 
of several dimensions within the FFM or as elements 
of a unitary, biologically based dimension of temper- 
ament (e.g., Zuckerman, 1989). 

One further, interesting relation was suggested by 
the opposite correlations of the PCL factors with 
positive emotions in the inmate sample. Factor 1 in- 
cludes an item measuring lack of empathy, but no 
formal measure of positive (or negative) affectivity 
has been used with psychopaths. The failure of psy- 
chopaths (or of subjects scoring high on Factor 1) 
to experience positive emotions would be an inter- 
esting extension of the growing literature linking 
psychopathy and affective insensitivity (see William- 
son, Harpur, & Hare, 1991). Although the effect 

was absent in the student sample, this may not rule 
out its relevance in the inmate sample (as discussed 
earlier). 

The dimension of 0 has 
the most limited research base of the five factors. 
The most important component of this dimension 
with respect to psychopathy is that of openness of 
attitudes and values. Its converse has been charac- 
terized by McCrae and Costa (1985) as authoritari- 
anism and dogmatism-both characteristics one 
should not be surprised to see in a psychopath. This 
impression is supported by the negative correlation 
seen for inmates with the NEO-PI 0 domain scale, 
particularly with the values facet (see Tables 19.5 
and 19.6). The strong negative correlation with the 
values scale, which includes items measuring dog- 
matic moralism and intolerance, confirms the clini- 
cal impression that psychopaths are capable of ver- 
balizing dogmatic ethical and moral views, despite 
their flagrant failure to abide by these same pre- 
cepts. 

mate and student samples is probably related to the 
vast differences in socioeconomic status, education, 
and background that separates the undergraduates 
from the criminals in general. These differences 
might be expected to show up in this domain more 
than others because exposure to artistic, literary, and 
culinary diversity is undoubtedly greater at a univer- 
sity than in a prison (of course, these differences 
would be present for these two populations long be- 
fore they had contact with either prison or higher 
education). In this domain at least, it would seem 
likely that the inmate data should be given prece- 
dence. 

The 0 facet scales also suggest some detailed dif- 
ferences among the scales. In particular, a positive 
relation was apparent with fantasy (daydreaming, ac- 
tive imagination, etc.) despite a negative relation 
with the remaining scales. 

Agreeableness. Perhaps the greatest consensus 
would be found for the contention that psychopaths 
are prototypically low on the trait of A. All of our 
data confirm that the PCL identifies individuals who 
are extremely hostile, aggressive, antagonistic, cyni- 
cal, and manipulative. As shown, this places them at 
one pole of the IAS-R measure of this dimension, 

Openness to Experience. 

The marked divergence of results between the in- 
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and this is confirmed by the correlations of the PCL 
with the NEO-PI A domain for both students and 
inmates. Historical characterizations of the psycho- 
path (e.g., Leary, 1957; Wiggins, 1982) as well as 
conceptions of the negative pole of the dimension of 
A fit well with this finding. Adjectives defining the 
negative pole of A include ruthless, selfish, callous, 
antagonistic, manipulative, and proud (Costa et al., 
1989; but see John, 1990, for an alternative list); all 
of them are likely to appear in anyone’s description 
of the prototypical psychopath. Other aspects of this 
dimension emphasized by Costa et al. are its similar- 
ity to Machiavellianism, the accompanying cognitive 
attitude of mistrust and cynicism, and the affective 
components of contemptuousness and callousness. It 
is important to note that some of these negative 
traits are potentially adaptive in certain circum- 
stances. 

the PCL and low A comes from studies using the 
MMPI. Although attempts have been made to re- 
cover the FFM dimensions using the MMPI item 
content (e.g., Costa, Busch, Zonderman, & McCrae, 
1986), studies of psychopathy only report correla- 
tions of the PCL with the MMPI clinical scales.’ 
These studies consistently report moderate correla- 
tions between the PCL and the MMPI Psychopathic 
Deviate and Hypomania scales (Hare, 1985; Harpur 
et al.,  1989). Of the MMPI clinical scales, these are 
the two with the strongest (inverse) relation with 
self-reported and peer-rated A (Costa et al., 1989). 

In the same manner, the MCMI-I1 (Millon, 1987) 
can be used to “triangulate” the PCL. The largest 
correlation is, not surprisingly, between the PCL and 
MCMI-I1 antisocial personality scale ( r  = .45; Hart et 
al., 1991). This scale, in turn, correlates substantially 
with both A (v = -.42) and C ( r  = -.40) as mea- 
sured by the NEO-PI. The MCMI-I1 Aggressive- 
sadistic scale, which correlates negatively (- ,461 with 
Agreeableness but negligibly with the remaining four 
NEO-PI dimensions, also correlates positively (.36) 
with the PCL. Other studies pertinent to A- 
antagonism collected measures of Machiavellianism 

Further empirical evidence for the link between 

(Christie & Geis, 1970) and empathy (Davis, 1983). 
Moderate correlations were found between the PCL 
and both measures (Harpur & Hare, 1991b). 

Although these findings are consistent, they dis- 
guise several more subtle relations. Other scales in 
the MCMI-I1 correlated moderately with the PCL. In 
addition, the two PCL factors were differentially re- 
lated to these scales. The highest correlation of Fac- 
tor 1 with any MCMI-11 scale (in an inmate sample) 
was only .28. Factor 2 correlated .30 or above with 
Passive- Aggressive, Schizotypal, Borderline, and 
Paranoid scales as well as with Antisocial and 
Aggressive-sadistic scales. Whereas the Antisocial 
and Aggressive scales primarily share a negative rela- 
tion with A and C, the Passive-Aggressive, Schizo- 
typal, and Borderline scales have in common a ro- 
bust positive relation with N (Costa & McCrae, 
1990; see also Wiggins & Pincus, chapter 7, this 
volume). This pattern confirms the earlier conten- 
tion that psychopathy represents a pattern of devia- 
tion across several of the FFM dimensions. Again, 
however, the presence of the two factors in the PCL 
complicates the picture. Although the correlations 
were small, Factor 1 showed a consistently negative 
relation with anxiety, correlating with narcissism, 
which in turn is negatively related to NEO N (Costa 
& McCrae, 1990) as well as with MCMI-I1 Anxiety 
( r  = -.22 and -.07 for Factors 1 and 2, respec- 
tively; Hart et al., 1991). 

This picture may undoubtedly be clarified with 
the introduction of the NEO-PI facet scales for A, 
permitting finer discriminations to be made within 
this domain. The domain is differentiated with re- 
spect to trust (vs. suspicion), straightforwardness 
(vs. Machiavellianism), altruism (vs. selfish egocen- 
tricity), compliance (vs. quarrelsomeness or anger 
expression), modesty (vs. arrogance), and tender 
mindedness (vs. tough mindedness or callousness). 
Given their extremely low standing on the broad di- 
mension, psychopaths would be expected to score at 
the antagonistic pole of each of these facets. How- 
ever, some differences, particularly with respect to 
the PCL factors might emerge. Manipulativeness, 

’Of course, many studies have simply used these scales to classify subjects as psychopathic-a procedure that clearly fails ro idenrify the same 
subjects assessed as psychopaths using the PCL. 
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egocentricity, and grandiosity are prominent features 
of PCL Factor 1, leading us to predict the strongest 
relation between this factor and the facets of trust, 
straightforwardness, altruism, and modesty. Factor 2,  
characterized by anger and tough mindedness, 
should correlate most strongly with compliance and 
tender mindedness. 

Conscientiousness. C must also rank as a dimen- 
sion on which all practitioners would agree that psy- 
chopaths should score low. Few self-report data, 
other than those already reviewed, are available to 
confirm this hypothesis, but a careful examination of 
the scoring criteria for the PCL (Hare, 1985, 1991) 
and lor the DSM-III-R criteria for ATS (APA, 1987) 
reveals that behaviors characteristic of irresponsibil- 
ity, undependability, a lack of deliberation, and a 
lack of persistence are prominent features of the dis- 
order. Elowever, examination of the breadth of traits 
subsumed under the dimension of C also reveals 
characteristics that are less central to psychopathy 
John (1990) reported that disorderliness, frivolous- 
ness, and forgetfulness are considered prototypical of 
low C, and Costa et al. (1991) included competence 
(“the sense that one is capable”; p .  889) and order 
(“the tendency to keep ones environment tidy”; 
p. 889) in  their six facets of C. Our impression is 
that neither competence nor order is inherently re- 
lated to psychopathy. If anything, psychopaths might 
consider themselves to be exceptionally competent, 
in line u-ith other inflated and unrealistic views of 
their own abilities, resulting in a positive correlation 
with this facet. 

Selt-discipline and deliberation, which we already 
discussed in relation to impulsivity, are both charac- 
teristics lacking in the psychopath. In scoring the 
PCL, behaviors indicative of this deficit throughout 
the subject’s life (e.g., being bored by schoolwork, 
quittingjobs out of boredom after 1 or 2 days, hav- 
ing inadcquate or unrealistic plans after release from 
prison) are used to score PCL Items 3 (need for 
stimulation-proneness to boredom) and 13 (lack of 
realistic long-term plans). Both of these items load 
on Factor 2 ,  suggesting that these facets, and per- 
haps the (3 domain in general, relate most strongly 
t o  psychopaths’ impulsive and antisocial characteris- 

The correlations in Table 19.5 seem to support 
tics. 

the suggestion that psychopathy is negatively related 
only to certain facets of C. The correlations with the 
domain scale are generally small, consistent with 
there being a strong relation with only a few sub- 
traits within the domain. In addition, the magnitude 
of the correlation is slightly larger for Factor 2 than 
for Factor 1. It is unclear why, in this instance, the 
students demonstrated a correlation of larger magni- 
tude than that of the inmates. 

Data concerning the psychopathy-C relation are 
also available from a variety of studies making use 
of the Socialization Scale (Gough, 1969). This scale 
has a proven empirical relation with PCL assess- 
ments (Hare, 1985; Newman & Kosson, 1986), al- 
though it is much more strongly related to Factor 2 
of the PCL but does little to measure Factor 1. 

A final source of data 
is available that may be useful as a counterbalance 
to the preponderance of self-report measures already 
discussed. Ratings of the five factors, based on video- 
tapes of an interview used to assess psychopathy, 
were completed using the IASR-B5 (Trapnell & Wig- 
gins, 1991). Ratings were obtained for 12 students 
and 12 inmates assessed on the PCL. Because the 
inclusion of both students and inmates resulted in a 
very high correlation between the PCL factors ( r  = 

.93), we present only analyses of the total PCL 
score. 

Strong relations among the PCL and each of the 
FFM dimensions were obtained. These correlations 
are presented in Table 19.7 for the entire sample 
and for the 12 criminal and 12 noncriminal subjects 
separately Despite the small numbers, the pattern of 
results for the entire sample was largely duplicated 
in each group. This is important because combining 
criminal and noncriminal subjects introduces a con- 
found between level of psychopathy and a number 
of other variables (e.g., criminality, social class, edu- 
cation) that differentiate criminals from college stu- 
dents. For example, the IASR-B5 adjectives for 0 
emphasize artistic, literary, and philosophical dispo- 
sitions, with relatively little emphasis on other facets 
of this domain such as dogmatic values and open- 
ness to feelings. These aspects of 0 might particu- 
larly characterize students (who score low on the 
PCL but not criminals (who score higher). 

Five-Factor Model Ratings. 

The pattern of results confirmed the profile of re- 

315 



Harpur et al. 

and C. If one thinks of P as the converse of the lat- 
ter two dimensions combined, this accords well with 
Eysencks theoretical treatment of criminality in gen- 
eral. It must be said, however, that the magnitude of 
these relations is not large and that a multiple corre- 
lation accounting for less than 10% of the variance 
of Factor 2 (based on Eysencks scales) leaves much 
variance unaccounted for. 

The construct measured by Factor 1 of the PCL 
showed a substantial relation with the A facet of the 
NEO-PI, as it does with the related scales of Domi- 
nance, Machiavellianism, and Empathy. A modest 
but consistently negative correlation has been found 
with various measures of anxiety other than the 
NEO-PI. However, for the most part, self-report 
questionnaires seem to measure quite poorly the 
characteristics identified by the interview-based as- 
sessments using the PCL. 

What are the implications of these observations 
and findings for either psychopathy or the FFM? We 
think there are several. First, it is worth considering 
again the fact that the personality scales most 
strongly related to the PCL have frequently been 
those that bear a complex relation to the FFM. In 
several instances, the prototypical characteristics of 
the psychopath combine several dimensions of the 
FFM. As an example, psychopaths are typically hos- 
tile and aggressive, as manifested in their violent 
and abusive behavior, their cold and callous affective 
reactions, and their contemptuous and cynical atti- 
tudes. These characteristics form a unified whole 
when seen in a psychopathic inmate but are repre- 
sented by distinct dimensions in the FFM. The facet 
of N termed hostility measures anger and low frus- 
tration tolerance (“hot-blooded” hostility; Costa et 
al., 19891, and not surprisingly, this scale correlates 
substantially with the PCL (Factor 2). “Cold- 
blooded” hostility is hypothesized, however, to ap- 
pear as an antagonistic orientation to other people 
and to be measured best as a facet of A. Similar ar- 
guments can be made about the various manifesta- 
tions of impulsiveness, which form a coherent clus- 
ter when considered as elements of psychopathy but 
are represented in the domains of E, N ,  and C in 
the FFM framework. 

This raises a major question facing FFM theo- 
rists: What are the developmental origins of the fac- 

Correlations Among the Psychopathy Checklist 
(PCL) Total Scores and the Shortened Revised 
Interpersonal Adjective Scale-Big Five 
(IASR-BS) Scale Ratings 

PCL 

IASR-B5 scale Inmates Students All 

Dominance 5 5  .67* .66* 

Neuroticism - .52 -.59* -.44* 
Openness - .52 .35 -.76* 

Love -.73* .27 -.a2* 

Conscientiousness - .77* - .49 - .a3* 

Note. Inmates, N = 12; students, N = 12; all, N = 24. 
* p  < .05. 

lations we expected between psychopathy and the 
five factors. However, several features of this study 
should be noted before the results are taken at face 
value. The ratings were performed on interviews 
gathered for other reasons and were not specifically 
designed to elicit behavior relevant to the dimen- 
sions subsequently rated. This procedure could lead 
to the underestimation of certain characteristics be- 
cause of a lack of data or the undesirable sharing of 
method variance between FFM and PCL ratings (for 
which the interviews were specifically designed). 
The latter possibility would seem to be more likely 
in view of the fact that four of the five correlations 
for the entire sample exceeded the estimated reliabil- 
ity of the averaged FFM ratings (ranging from .54 to 
.77, based on the intraclass correlation coefficient 
and use of the Spearman-Brown Prophecy formula). 
Nevertheless, whatever the magnitude of the correla- 
tions, the pattern conformed closely to the expected 
profile. 

PSYCHOPATHY, FIVE-FACTOR PROFILES, 
AND INTERACTIONS 

From the results reviewed here, it is possible to get 
a reasonable picture of how the two-factor model of 
psychopathy embodied in the PCL relates to the 
FFM. The factor of social deviance (PCL Factor 2) is 
related in predictable ways to four of the five di- 
mensions: positively to E and N and negatively to A 
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tors, and what kind of causal model can be devel- 
oped to explain them (John, 1990; see also D. M. 
Buss, 1991)? With respect to psychopathy, an unbi- 
ased observer might conclude that the most likely 
lines of causal influence do not lie along the five di- 
mensions to which this volume is devoted but along 
dimensions of hostility, impulsiveness, and sensation 
seeking that bear a complex relation with the major 
domains. Needless to say, the resolution of this issue 
will have to accommodate a far broader range of 
data than is considered here (e.g., D. M. Buss, 1991; 
John, 1990; Zuckerman, 1991). 

These observations also have implications for 
how the FFM may be used as an organizing frame- 
work tiir examining personality disorders in general, 
as advocated by, for instance, Costa and McCrae 
(1990) and Wiggins and Pincus (chapter 7, this vol- 
ume). To date, these approaches have used self- 
report measures of personality disorder dimensions 
administered to nonclinical populations. One ration- 
ale for this has been that the poor empirical basis 
for current operationalizations of personality disor- 
ders and the unreliability inherent in their assess- 
ment lead to a “criterion problem” when measures 
of permnality dimensions, based on far more exten- 
sive bodies of empirical research, are used as predic- 
tors (Wiggins & Pincus, 1989). Although this is 
true, i t  makes moot the question of whether the em- 
pirical relations uncovered by these analog studies 
mirror those that would be seen in a clinically disor- 
dered population. Psychopathy represents perhaps 
the single exception to t.his criterion problem. 

measures demonstrates very strong empirical relation 
to the PCL. Given the evidence attesting to the PCLls 
reliability and validity, this failure cannot simply be 
ascribed to the use of a poor criterion. Other than 
for A, the relations are also too small to be ac- 
counted for solely on the grounds of nonshared 
method variance between the measures. 

bly more complex than that envisaged for several 
other personality disorders. The simplest relation 
proposed is one in which an extreme position on a 
singlt major dimension places one at risk for a spe- 
cific disorder (e.g., extreme 0 may characterize 
schizot ypal personality disorder). More complex 

It  is troubling, then, that none of the self-report 

The FFM profile of the psychopath is considera- 

linear relations have also been considered (e.g., the 
profile for psychopathy given in Figure 19.1). How- 
ever, the traits that make up our description of psy- 
chopathy appear to be more than this linear combi- 
nation in two distinct ways. First, perhaps with the 
exception of A-antagonism, the broad level descrip- 
tion of the five factors does not represent the most 
appropriate level at which to describe traits that de- 
fine the psychopath. In each instance, one subtrait 
or facet may relate to the disorder, but another facet 
of the same dimension may manifest an opposite re- 
lation. Indeed, the present data indicate that dis- 
crimination of psychopathic from nonpsychopathic 
inmates is best achieved using specific facets, not 
general domain scales. 

Second, the prototypical characteristics of the 
psychopath appear, both phenomenologically and 
possibly statistically, to be more than mere linear 
combinations of the five dimensions. Someone ex- 
tremely low on C and openness to values is not, we 
contend, very close to being a psychopath. Even the 
addition of a low score on A does not, it seems to 
us, push the person much closer to the diagnosis. 
Even in the absence of, say, Dominance, excitement 
seeking, and impulsivity, the syndrome fails to take 
on its distinctive form: One might see a shiftless au- 
thoritarian person but not a psychopath. 

in at least two ways. The most obvious is that an 
interactive combination of the five factors (or per- 
haps of a subset of facet scales) should be able to 
predict clinical assessments. This interactive model 
was tested earlier using Eysencks dimensions, with 
little success. However, the addition of the remain- 
ing dimensions, or measurement of the less broad- 
band facet scales, may provide a combination of 
normal traits that produces the clinical picture. Al- 
though the data we have are not adequate in terms 
of sample sizes, we decided to try a partial test of 
this hypothesis using the data from students and in- 
mates on the NEO-PI domain scales. 

These speculations are open to empirical testing 

Psychopathy and Five-Factor Interactions 
The primary data for examining the interaction hy- 
pothesis were the NEO-PI domain scores gathered 
from 47 students As was done for the EPQ scales, 
the main effects and interaction terms tor the five 
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scales were entered into a hierarchical multiple re- 
gression equation predicting subjects' PCL and Fac- 
tor 1 and Factor 2 scores. Because of the small sam- 
ple size, it was not possible to test anything more 
than the two-way interactions between the scales. 
The five main effects were entered first to test the 
magnitude of the combined linear relations between 
the five factors and the PCL. Next, the 10 two-way 
interactions were entered, and the increase in multi- 
ple correlation was tested. 

The main effects of the five factors significantly 
predicted the PCL total scores, R2 = 0.26, F ( 5 ,  41) = 

2.82, p < .03, and Factor 1 scores, R2 = 0.38, F ( 5 ,  
41) = 4.95, p < .01, but not Factor 2 scores, R2 = 

.20, .08 < p < .09. In both instances, the beta 
weights for C and A were negative and significant. 
The addition of the two-way terms increased the 
multiple correlations to .52 for the PCL total, to .60 
for Factor 1, and to .49 for Factor 2,  although none 
of these increases reached significance (all ps > . lo), 
largely because of the reduction in the degrees of 
freedom resulting from the addition of the 10 two- 
way terms. Nevertheless, the introduction of the in- 
teraction terms increased the multiple correlations 
considerably, accounting for between 49% and 60% 
of the variance of PCL ratings. Inspection of the beta 
weights for the full models revealed an interesting 
consistency: Beta weights for two interaction terms 
were significantly related to the total PCL and to 

both factors, and no other interaction terms even 
approached significance. The two interactions were 

A X N and A X C; in each case, the resulting beta 
was large and negative. 

On the basis of this observation, the regression 
was run once more, entering the five main effects at 
Step 1, followed by the 2 two-way interactions of A 
X N and A X C at Step 2. Using these seven terms 
produced multiple correlations of .42, .50, and .37, 
respectively, for the full model (all p s  < .Ol). The 
standardized regression equations for these models 
are shown in Exhibit 19.2, where the nature of the 
interaction becomes apparent. In every case, the beta 
weights indicated a substantial positive contribution 
made to the prediction of psychopathy by the main 
effects of N ,  C, and A, but an even stronger negative 
contribution was made by the interaction of A X N 
and A X C. Because these latter terms were made 
simply by the multiplication of the component 
scales, we are led to the interpretation that the role 
of A in predicting psychopathy ratings is moderated 
by a subject's score on both N and C. Furthermore, 
an extreme score on the PCL would only be ex- 
pected if someone scored particularly low on all 
three traits. 

Because the preceding analyses were based on a 
student sample with a small sample size and seven 
independent variables, they of course cannot be 
trusted very far. In addition, the possibility of capi- 
talizing on chance findings by selecting only these 
two interactions is great (Cohen & Cohen, 1983). 
Nevertheless, the theoretical importance of these two 
interactions is apparent from the literature reviewed 

Standardized Regression Equations Relating the Five-Factor Model to the Psychopathy Checklist 
(PCL) Total and Factor Scores 

PCL total = 0.13*E + 1.89*N + 1.62*C + 0.18*0 + (2.46 - 1.93*N - 2.55*C)*A 

Factor 1 = 0.24*E + 1.69*N + 0.84*C + 0.19*0 + (1.55 - 1.80"N - 2.48*C)*A 

Factor 2 = -0.08"E + 1.79*N + 1.89*C + 0.08*0 + (2.75 - 1.87*N - 2.91*C)*A 

Note. N = Neuroticism, E = Extraversion, 0 = Openness to Experience, A = Agreeableness, C = 

Conscientiousness. 
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in this chapter, suggesting that something more than 
chance is at work. 

I t  seemed worthwhile, therefore, to explore this 
finding further using the remaining data on the 
NEO-PI gathered on 28 inmates. A cross-validation 
using this sample would seem to provide as chal- 
lenging a test as possible of the validity of these 
findings, given that the new sample was from an en- 
tirely different population, was entirely male, and 
scored in a completely different range on the depen- 
dent variables. Despite this, we computed predicted 
PCL, Factor 1, and Factor 2 scores on the basis of 
the regression equations given in Exhibit 19.2 and 
NEO-PI scores standardized within the prison sam- 
ple. Correlations between the predicted PCL total 
and Factor 1 and Factor 2 scores and the inmates’ 
actual ratings were .52, .47, and .29, respectively, 
the first two significant at p < .02, even with only 
28 subjects. 

parently did a remarkable job of predicting PCL 
scores on carefully assessed inmates. The cross- 
validated correlation of .52 is as high as has been 
obtained with any self-report scales designed specifi- 
cally to assess this disorder. Whether this value 
would be maintained with a larger sample remains 
to be seen, but it seems likely that more accurate 
prediction could be achieved by developing the re- 
gression weights on a similar criminal sample. 

The interactive model developed on students ap- 

PSYCHOPATHY AND THE FIVE-FACTOR 
MODEL: SOME IMPLICATIONS 

The data reviewed in this chapter have a number of 
implications for use of the FFM in the field of per- 
sonality disorders. Clinical lore and empirical litera- 
ture present a fairly clear picture of where psychop- 
athy should fit in the FFM, and some of the 
additional data we presented contribute further to 
this picture. The question of the relation between 
personality disorders and dimensions of personality 
being presendy debated continues to be framed in 
terms of the most straightforward, linear relations 
possible: Extremity on one dimension puts one at 
risk for pathology; at best, several dimensions con- 
tribute tc> that risk. There is good reason for main- 
taining this simplicity Nonlinear effects frequently 

fail to cross-validate, and when combined with crite- 
ria of dubious reliability (and perhaps even more 
dubious validity), the likelihood of capitalizing on 
sample-specific findings is great. Nevertheless, it 
would be foolish not to consider the possibility that 
more complex relations may be necessary to model 
the complexity of the real world. 

Psychopathy as assessed by the PCL is perhaps 
the most reliable and well-validated diagnostic cate- 
gory in the field of personality disorders. Our data 
suggest that it is also a good candidate for demon- 
strating a possible interactive relation between di- 
mensions of normal personality and personality dis- 
order. 

A second implication concerns the strategy for 
creating a taxonomy suitable for classification of per- 
sonality disorders. A clinical approach to this advo- 
cates operationalizing clinical knowledge, developing 
adequate assessment procedures, and performing re- 
search using clinically diagnosed individuals as the 
main database. A more parsimonious strategy might 
be to begin with a well-developed taxonomy of nor- 
mal functioning and to search for extreme variants 
of these normal dimensions, namely, individuals 
likely to display pathology of some kind. Both strat- 
egies are likely to provide some useful information, 
but if psychopathy is to serve as an example, one 
would have to conclude that it would take a great 
many years using the latter strategy to arrive at a 
pathological variant of the FFM combined in the 
profile that is apparent in psychopathy. It would 
take even longer if the disorder turns out to be a 
truly interactive combination of traits. 

Third, the question remains whether the five 
broad-band factors are, in fact, sufficient (in what- 
ever linear or nonlinear combination) to “produce” 
the personality of the psychopath. Although the lin- 
ear relation between the five broad-band dimensions 
and the PCL are not large, the interactive model, 
cross-validated on a small sample, accounted for 
27% of the PCL variance. Even with method vari- 
ance removed and optimal weights developed on a 
comparable criminal sample, there still may remain 
unexplained variance in the assessment of psychopa- 
thy. 

What kinds of characteristics might be left out? 
One possibility is that the FFM is not, in fact, com- 
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prehensive. Grove and Tellegen (l991), for instance, 
suggested that the dimensions of excellence (feeling 
oneself remarkable or unique) and evilness (feeling 
oneself fundamentally bad) have been omitted from 
previous taxonomies because of the exclusion of ev- 
aluative adjectives from earlier word lists. The for- 
mer dimension would most certainly be relevant to 
the psychopath’s seemingly indestructible self- 
esteem. The latter dimension might reveal an inter- 
esting discrepancy between self- and peer-report. 

It may also be unreasonable to expect the five 
broad-band factors to be the best predictors of this 
disorder. In general, predictive power is greater us- 
ing traits measured at the more specific facet levels, 
and as we emphasized throughout, it is mostly spe- 
cific facet scales, not the broad domain scales, that 
demonstrate strong relations with the PCL. Although 
we could not test this with the present data, we ex- 
pect that a combination of selected facet scales 
would provide a stronger relation with the PCL than 
the domain scales examined here. 

Our concentration on the domain scales may also 
account for the relative lack of differentiation of the 
two PCL factors in our data. At the level of the facet 
scales, however, several of the correlations were far 
stronger with Factor 2 than with Factor 1. Despite 
ample evidence attesting to the discriminant validity 
of these two components of psychopathy, few self- 
report measures successfully assess the egocentric, 
manipulative, and callous characteristics assessed by 
Factor 1. Those that do so most successfully are 
scales measuring dominance, narcissism, Machiavel- 
lianism, and a lack of empathy (Harpur Q Hare, 
1994; Hart et al. 1991). These traits were not well 
represented by the NEO-PI data, but they should be 
better captured by the forthcoming facet scales for A 
and C. 

Another possibility is the emergence of a new or 
distinct type of personality organization that is quali- 
tatively different from that seen in nonpathological 
subjects. A specific five-factor profile might certainly 
represent a risk factor for developing this type of 
personality organization, but it may require addi- 
tional experiences or attributes that lie outside the 
traditional sphere of personality research for its full 
emergence, This speculation need not be entirely ab- 
stract, however. Current conceptions of personality 

organization make frequent use of cognitive con- 
cepts and processes as mediating factors in the ex- 
pression of personal dispositions in behavior. Psy- 
chopaths, as a group, display a puzzling set of 
abnormalities in several basic cognitive functions in- 
volved in attention (Harpur, 1991; Harpur & Hare, 
1990; Kosson Q Newman, 19861, impulse control 
(Newman Q Wallace, 1993), and the processing of 
affect and language (Hare et al., 1988; Williamson et 
al., 1991). These may represent critical additional 
risk factors for the development of the disorder in 
addition to, or in combination with, the underlying 
personality structure. 
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PSYCHOPATHY FROM THE 

MODEL OF PERSONALITY 
PERSPECTIVE OF THE FIVE-FACTOR 

Donald R. Lynam 

The term psychopathy has been around for well 
over 100 years. Although it was originally used to 
denote “all mental irregularities,” in the last 50 years 
it has come to be used much more narrowly (Mil- 
Ion, Simonsen, & Birket-Smith, 1998). If not the 
first description of psychopathic individuals, Cleck- 
ley’s (1941/1988) was certainly the richest. He de- 
scribed 15 men and women that he thought were 
“psychopaths,” by which he meant individuals who 
seemed sane, intelligent, and competent but who 
were clearly disturbed. Because they seemed sane 
but were clearly disordered, Cleckley said these indi- 
viduals wore “masks of sanity.” Since Cleckley’s orig- 
inal writings, other clinicians and researchers (Buss, 
1966; Hare, 1970; Karpman, 1941; McCord & 
McCord, 1964) have been remarkably consistent in 
their descriptions of the psychopath. At this point, 
one can describe psychopathy as a form of personal- 
ity disorder. Behaviorally, the psychopath is an im- 
pulsive, risk taker involved in a variety of criminal 
activities. Interpersonally the psychopath has been 
described as grandiose, egocentric, manipulative, 
forceful, and cold hearted. Affectively, the psycho- 
path displays shallow emotjons; is unable to main- 
tain close relationships; and lacks empathy, anxiety, 
and remorse. Given this description, it is not sur- 
prising that the psychopath poses great harm and 
exacts great costs from the society in which he or 
she lives. 

The psychopathic offender is among the most 

prolific, versatile, and violent of offenders (Hare, 
McPherson, & Forth, 1988; Kosson, Smith, & New- 
man, 1990; Rice, Harris, & Quinsey, 1990; Serin, 
199 1). Psychopathic individuals also use substances 
at high rates; in several studies, researchers have 
found elevated rates of alcohol and drug use, abuse, 
and dependence’ among psychopathic offenders 
(Hemphill, Hart, & Hare, 1994; Smith & Newman, 
1990). Unfortunately, the psychopathic individual 
also appears to be relatively resistant to efforts of 
treatment and rehabilitation; psychopathic offenders 
are more likely to recidivate when released from 
prison (Salekin, Rogers, & Sewell, 1996) and benefit 
less from psychiatric treatment than nonpsycho- 
pathic offenders (Ogloff, Wong, & Greenwood, 
1990). In summary, the monetary, emotional, and 
interpersonal costs exacted by the psychopathic indi- 
vidual from those around him or her far outweigh 
his or her representation in the population. 

Up to this point, most of the research aimed at 
understanding psychopathy operates from the per- 
spective that psychopathy is a relatively homogene- 
ous condition that is qualitatively distinct from nor- 
mal functioning. This perspective has channeled the 
research into two distinct areas. First, it has led to a 
strong focus on assessment issues (see Lilienfeld, 
1994, 1998). Second, it  has led to substantial efforts 
to identify a pathology that is distinct or unique to 
people with psychopathy that explains their inexpli- 
cable behavior (Sutker, 1994). I wish to offer a 

’ C J w  refers i o  (he amount and variety of substances used, whereas abuse and dependence refer to different levels of maladaptive patterns of use 
that lead to iinpairment or distress (APA, 1994) 
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slightly different perspective on psychopathy that 
understands the disorder as a collection of personal- 
ity traits that exists on a continuum with normal 
functioning. More specifically, I believe that psy- 
chopathy can be understood from the perspective of 
the five factor model of personality (FFM; McCrae 
& Costa, 1990). In the pages that follow, I outline 
the FFM conceptualization, provide supporting evi- 
dence, review the advantages offered by this per- 
spective, and attempt to answer in advance several 
anticipated objections. 

THE FIVE-FACTOR MODEL 
CONCEPTUALIZATION 

Working from descriptions of constructs from the 
Hare Psychopathy Checklist-Revised (PCL-R; Hare, 
1991), Widiger and I (Widiger & Lynam, 1998) 
translated the PCL-R description of psychopathy into 
the language of the FFM on an item-by-item basis. 
The comprehensiveness of the FFM makes this 
translation possible. The FFM consists of five broad 
domains of personality, each of which is comprised 
of more specific and narrow facets. Table 20.1 pro- 
vides the facets underlying each broad domain and 
provides descriptors for each pole. The description 
of psychopathy in the PCL-R is an excellent place to 
begin because the PCL-R is arguably the best vali- 
dated measure of psychopathy for use in forensic 
settings (Hare et al., 1990; Harpur, Hakstian, & 
Hare, 1988; Harpur, Hare, & Hakstian, 1989; Kos- 
son et al., 1990). The instrument is a symptom con- 
struct rating scale in which 20 items are scored by 
an examiner on the basis of a semistructured inter- 
view and review of institutional records. The PCL-R 
shows an arguably stable factor structure, good in- 
terrater and test-retest reliability, and predictive rela- 
tions with important outcomes (e.g., recidivism, vio- 
lence). In the next several pages, following Widiger 
and Lynam (1998), I discuss how each of the con- 
structs assessed by the PCL-R maps onto the do- 
mains and facets of the FFM. 

1. Glib and superficial charm. This item camures 
the psychopath’s tendency to be smooth, ver- 
bally facile, charming, and slick. It is a clear in- 
dicator of the absence of self-consciousness-a 
facet of Neuroticism that captures the tendency 

2.  

of an individual to experience social anxiety, 
shame, and embarrassment (Costa & McCrae, 
1992). As Lykken (1995) noted, “the unafraid, 
unabashed, uninhibited psychopath always has 
his wits about him, does not get rattled, [and] 
does not draw a blank when trylng to think of 
something to s a y  (p. 136). 
Grandiose sense of self-worth. This item as- 
sesses the psychopaths high level of self- 
assuredness, cockiness, and inflated self-regard. 
It maps directly onto the arrogance (vs. mod- 
esty) facet of Antagonism. Individuals high in 
arrogance “believe they are superior people and 
may be considered conceited or arrogant by 
others” (Costa & McCrae, 1992, p. 18). 

3. Need for stimulation and proneness to bore- 
dom. Despite the straightforward name, this 
item is complex in its FFM representation. 
Nominally, it is equivalent to the excitement 
seeking facet of Extraversion. High scorers on 
this facet “crave excitement and stimulation” 
(Costa & McCrae, 1992, p. 17). However, this 
item also includes the inability to complete rou- 
tine, monotonous, or uninteresting tasks and is 
assessed by the repeated starting and stopping 
of activities (e.g., school, jobs). In this way, this 
item maps onto Conscientiousness, particularly 
low self-discipline, which involves “the ability to 
begin tasks and carry them through to comple- 
tion despite boredom and other distractions” 

4. Pathological lying. This item describes an indi- 
vidual for whom lying is a typical part of every- 
day discourse. It is well captured by the decep- 
tion (vs. straightforwardness) facet of 
Antagonism. Individuals at the extreme are 
characteristically deceptive, unscrupulous, ma- 
nipulative, and dishonest. 

5. Conning/manipulative. Similar to the previous 
item, this item is concerned with the use of de- 
ception to cheat, con, defraud, and manipulate 
others for personal gain (Hare, 1991). As such, 
it represents a combination of deception and ex- 
ploitation (vs. altruism), which are both facets 
of Antagonism. As Hare (1991) indicated, the 
scams are often carried off without any concern 
or consideration for the victim. This item would 

(p. 18). 
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Five-Factor Model of Personality: Domains and Facets 

Domain Facet Description 

Neuroticism 

Extraversion 
(vs. introversion) 

Openness vs. 
closedness to 
Experience (or 
unconventionality) 

Agreeableness 
(vs. Antagonism) 

Conscientiousness 

Anxiousness 
Angry hostility 
Trait depression 
Self-consciousness 
Impulsiveness 
Vulnerability 

Warmth 
Gregariousness 
Assertiveness 
Activity 
Excitement seeking 
Positive emotions 

Fantasy 
Aesthetic 
Feelings 

Actions 
Ideas 
Values 

Trust 
Straightforwardness 
Altruism 
Compliance 
Modesty 
Tender mindedness 

Competence 
Order 
Dutifulness 
Achievement striving 
Self-discipline 
Deli beration 

Fearful, apprehensive vs. relaxed, unconcerned, cool 
Bitter, angry vs. even tempered 
Pessimistic, glum, despondent vs. optimistic 
Timid, embarrassed vs. self-assured, glib, shameless 
Tempted, reckless vs. controlled, restrained 
Fragile, helpless vs. stalwart, brave, fearless 

Affectionate, attached vs. cold, aloof, reserved, indifferent 
Sociable, outgoing vs. withdrawn, isolated 
Enthusiastic, forceful vs. unassuming, quiet, resigned 
Active, energetic, vigorous vs. passive, lethargic 
Adventurous, rash vs. cautious, monotonous, dull 
High spirited vs. placid, anhedonic 

Imaginative, dreamer, unrealistic vs. practical, concrete 
Aesthetic vs. unaesthetic 
Emotionally responsive, sensitive vs. unresponsive constricted 

Novelty seeking, eccentric vs. routine, habitually stubborn 
Curious, odd, peculiar, strange vs. pragmatic, rigid 
Broad minded, tolerant vs. traditional, dogmatic, biased 

Trusting, gullible vs. skeptical, cynical, suspicious, paranoid 
Honest, confiding vs. cunning, manipulative, deceptive 
Giving, sacrificial vs. selfish, stingy, greedy, exploitative 
Cooperative, docile vs. oppositional, combative, aggressive 
Self-effacing, meek vs. confident, boastful, arrogant 
Concerned, compassionate, empathic vs. callous, ruthless 

Efficient, perfectionistic vs. lax, negligent 
Organized, methodical, ordered vs. disorganized, sloppy 
Dutiful, reliable, rigid vs. casual, undependable 
Purposeful, ambitious, workaholic vs. aimless 
Industrious, devoted, dogged vs. negligent, hedonistic 
Reflective, thorough, ruminative vs. careless, hasty 

Note. Derived in part from Costa and McCrae (1992) and Tellegen and Waller (in press) 

seem to encompass an additional facet of Antag- 
onism, namely, tough mindedness (vs. tender 
mindedness). Tough-minded individuals are de- 
scribed as ruthless, callous, and lacking pity 
(Costa & McCrae, 1992). 

6. Lack of remorse or guilt. This item represents 
an explicit assessment of the psychopaths lack 
of concern for the losses, pain, and suffering of 
his or her victims. This item would seem to de- 
scribe the extreme variant of tough mindedness, 
as described above. 

7. Shallow affect. This item may be the most dif- 
ficult to understand and assess; it is certainly 
one of the most difficult to place within the 
FFM. If the item is understood as emotional 
poverty, it can be taken as an indicator of anhe- 
donia (vs. high positive emotions) or indiffer- 
ence (vs. interpersonal warmth), which are both 
facets of Extraversion. However, the typical as- 
sessment of this item is more consistent with 
facets of Antagonism. For example, the inter- 
viewer is directed to look at an individual's de- 
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gree of involvement with family and friends. As 
such, this item might be taken as an indicator 
of tough mindedness or exploitation (vs. low al- 
truism). It is interesting to note that other FFM 
theorists ( e g ,  John, 1990) have placed interper- 
sonal warmth within the domain of Antagonism 
and that the NEO-PI-R’s warmth scale has a 
substantial secondary loading on the Antago- 
nism factor (Costa & McCrae, 1992). 

mapped onto the FFM, this item reflects a dis- 
regard for the feelings, rights, and welfare of 
others and an extreme egocentricity (Hare, 
1991). As such, it maps clearly onto the tough 
mindedness and arrogance facets of Antagonism. 

9. Parasitic lifestyle. This item is complex, repre- 
senting facets of Antagonism and low Conscien- 
tiousness. On the one hand, the item refers to a 
selfish, manipulative, coercive, and exploitive fi- 
nancial dependence on others; as such, it re- 
flects multiple facets of Antagonism (i.e., decep- 
tion, exploitation, aggression, arrogance, and 
tough mindedness). On the other hand, a para- 
sitic lifestyle may reflect a lack of ambition (vs. 
achievement striving), low self-discipline, or 
both, which are facets of Conscientiousness. 

10. Poor behavior controls. Concerned with the 
expression of irritability, annoyance, impatience, 
threats, and aggression, this item represents a 
complex mixture of Neuroticism, Antagonism, 
and low Conscientiousness. One aspect of poor 
behavioral controls emphasizes an inadequate 
control of anger that would correspond to the 
angry hostility facet of Neuroticism or the ag- 
gression facet of Antagonism. However, the as- 
sessment of poor behavioral controls also in- 
cludes consideration of whether assaults are 
sudden, spontaneous, and unprovoked. To the 
extent that sudden, spontaneous assaults reflect 
a failure to consider future consequences, acting 
hastily, or acting first and thinking later, they 
reflect low deliberation, which is a facet of Con- 
scientiousness. As Costa and McCrae (1992) 
noted, “at best, low scorers [on deliberation] are 
spontaneous and able to make snap decisions” 
(p. 18). 

8. Callousness or lack of empathy. More easily 

11. Promiscuous sexual behavior. This item repre- 

sents a mixture of low Conscientiousness and 
Antagonism. On the one hand, Hare (1991) de- 
scribed promiscuous sexual behavior as consist- 
ing of frequent, brief, casual interludes with an 
indiscriminate selection of partners. In this way, 
promiscuous sexual behavior reflects a lack of 
Conscientiousness, primarily the carelessness of 
low deliberation, the hedonism of low self- 
discipline, and the moral casualness of low duti- 
fulness. On the other hand, PCL-R promiscuous 
sexual behavior includes frequent infidelities 
and exploitive, coercive, and aggressive sexual 
behavior. From this view, promiscuous sexual 
behavior is more reflective of deception, exploi- 
tation, aggression, arrogance, and tough mind- 
edness, which are all facets of Antagonism. 

12. Early behavior problems, 18. juvenile delin- 
quency, and 20. criminal versatility. These 
three PCL-R items assess explicitly antisocial be- 
havior, differing in the ages at which the behav- 
ior referenced occurs. Each item includes a vari- 
ety of different acts, ranging from lyng and 
bullying to assault, theft, rape, and murder. As 
such, they are really behavioral descriptions 
more than personality traits. Nonetheless, I be- 
lieve that all of these behaviors are reflections of 
Antagonism and low Conscientiousness. Al- 
though the specific facets involved may depend 
on the specific act, the facets include almost all 
facets of Antagonism (i.e., deception, exploita- 
tion, aggression, arrogance, and tough minded- 
ness) and several facets of low Conscientious- 
ness (i.e., low deliberation, low self-discipline, 
and low dutifulness). High Antagonism reflects 
the antipathetic nature of crime, whereas low 
Conscientiousness reflects its opportunistic and 
impulsive character. This analysis is consistent 
with other theoretical (e.g., Moffitt, 1993) and 
empirical (e.g., Miller & Lynam, in press) work 
that links antisocial behavior with these two 
personality domains. 

13. Lack of realistic long-term goals. This item 
describes an individual who lives primarily day 
to day, gives little thought to the future, is un- 
interested in a steady job, and may even lead a 
nomadic existence. This item corresponds to 
low scores on several facets of Conscientious- 
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ness, particularly achievement striving, self- 
discipline, and deliberation. 

14. Impulsivity. Nominally, this PCL-R item, which 
refers to the tendency to act without premedita- 
tion or forethought, corresponds to the FFM 
impulsiveness facet of Neuroticism. However, 
neurotic impulsiveness has more to do with the 
experience of strong cravings and an inability to 
resist temptations, frustrations, and urges. For 
this reason, it seems that PCL-R impulsiveness 
better maps onto the deliberation facet of Con- 
scientiousness. Low scorers on deliberation are 
“hasty and often speak or act without consider- 
ing the consequences” (Costa & McCrae, 1992, 
p 18). An identification of impulsivity with 
Conscientiousness is consistent with alternative 
descriptions of the FFM. For example, Tellegen 
and Waller (1994) identified this domain as 
constraint rather than Conscientiousness to em- 
phasize a lack of control. 

15. Irresponsibility. Hare (1991) described the irre- 
sponsible individual as one who has little sense 
of duty or loyalty to family, friends, or employ- 
ers and who habitually fails to fulfill obligations 
in a variety of areas. This item provides an ex- 
cellent description of low scorers on Conscien- 
uousness, primarily the facet of dutifulness. 
Low scorers on dutifulness are described as ca- 
sual about ethical principles, undependable, and 
unreliable (Costa & McCrae, 1992). 

16. Failure to accept responsibility for one’s own 
actions. At first glance, this item may seem a 
straightforward indicator of low dutifulness, 
which is a facet of Conscientiousness. However, 
the PCL-R assessment of this item places more 
emphasis on an unwillingness to accept respon- 
sibility and a shifting of blame to others rather 
than neglectful irresponsibility. For example, 
fHare (1991) suggested the presence of this 
characteristic when individuals baldly deny re- 
sponsibility in the face of overwhelming evi- 
dence to the contrary. Taken this way, this item 
better maps onto opposition (vs. compliance), 
l.ough mindedness, or deception, which are all 
lacets of Antagonism. 

17. Many short-term marital relationships. This 
item overlaps substantially with promiscuous 

sexual behavior but may be more reflective of 
low Conscientiousness than high Antagonism. 
This item lacks the flavor of exploitation and 
deception present in the description for promis- 
cuous sexual behavior. Rather, it seems to re- 
flect primarily an inability to make a commit- 
ment to a long-term relationship, which is more 
likely a reflection of low Conscientiousness, pri- 
marily low dutifulness. 

19. Revocation of conditional release. This item 
assesses whether an individual has escaped from 
an institution or violated a conditional release 
through a technical but noncriminal infraction 
or through the commission of a new criminal 
act (Hare, 1991). The item, similar to the 
frankly antisocial items described above, seems 
to be a blend of Antagonism and low Conscien- 
tiousness. The commission of a new criminal 
act reflects the traits associated with antisocial 
behavior, high Antagonism (i.e., deception, ex- 
ploitation, aggression, arrogance, and tough 
mindedness), and low Conscientiousness (i.e., 
low deliberation, low self-discipline, and low 
dutifulness). Technical violations, however, may 
be more reflective of low Conscientiousness, 
particularly the facets of low order (i.e., haphaz- 
ard and disorganized), low self-discipline, and 
low deliberation. 

From the descriptions above (and Table 20.21, 
two omissions become obvious. First, despite the 
fact that many consider it a cardinal characteristic 
(Lykken, 19951, low anxiety, a facet of Neuroticism, 
does not appear in our FFM translation of the 
PCL-R. As Costa and McCrae (1992) noted, “low 
scorers [on anxiety] are calm and relaxed. They do 
not dwell on things that might go wrong” (p. 16). 
Second, all facets of Antagonism are represented in 
multiple PCL-R items except for the suspiciousness 
(vs. trust) facet, which contrasts a disposition to be- 
lieve that others are honest and well intentioned 
with the tendency to be cynical and to assume that 
others may be dishonest or dangerous (Costa & Mc- 
Crae, 1992). These omissions are due to the fact 
that Widiger and I restricted ourselves to the de- 
scription of the psychopath provided by the PCL-R, 
which has itself been criticized for its omission of an 
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Five-Factor Model (FFM) Description of the Hare Psychopathy Checklist-Revised (PCL-R)- 
Defined Psychopathy 

~~ 

FFM factor and facet PCL-R items 
Neuroticism 

High angry hostility 
Low self-consciousness 
High impulsiveness 

Extraversion (vs. Introversion) 
Low warmth 
High excitement seeking 
Low positive emotions 

High deception (vs. straightforwardness) 
High exploitation (vs. altruism) 
High aggression (vs. compliance) 
High arrogance (vs. modesty) 
High tough mindedness (vs. tender mindedness) 

Conscientiousness 
Low dutifulness 
Low achievement striving 
Low self-discipline 
Low deliberation 

Antagonism (vs. Agreeableness) 

10 
1 
14 

7 
3 
7 

4, 5, 9, 11, 12, 16, 18, 19, 20 
5, 7, 9, 11, 12, 18, 19, 20 
9, 10, 11, 12, 16, 18, 19, 20 
2, 8, 9, 11, 12, 18, 19, 20 
5, 6, 7, 8, 9, 11, 12, 16, 18, 19, 20 

11, 12, 15, 16, 17, 18, 19, 20 
9, 13 
3, 9, 11, 12, 13, 18, 19, 20 
10, 11, 12, 13, 14, 18, 19, 20 

~~ 

Note. Based on an analysis by Widiger and Lynam (1998). 

explicit assessment of anxiety (e.g., Lilienfeld, 1994). 
Similarly, despite the fact that psychopaths are likely 
to be among the least trusting of other people, sus- 
piciousness is not directly assessed by the PCL-R. 

EVIDENCE FOR THE FIVE-FACTOR 
MODEL CONCEPTUALIZATION 

In an effort to be sure that the FFM description of 
psychopathy above was not the result of idiosyncra- 
cies in the PCL-R or in the FFM translation, my stu- 
dents and I have undertaken several studies. In the 
first two, we have asked other psychopathy experts 
to describe the personalities of prototypic psycho- 
paths. From these ratings, prototypic descriptions of 
the psychopathic individual can be generated and 
compared with the FFM translation of the PCL-R. 
Such a description is useful because it brings out in 
stark contrast the aspects on which experts agree 
and blunts the idiosyncratic elements of each de- 
scription. Additional studies take a more traditional 
approach of empirically examining the relations be- 

tween the FFM and psychopathy To the extent that 
the FFM description presented above is obtained 
across ratings, measures, and methods, one can have 
confidence in the representation. 

Expert Ratings: NEO-PI-R and Common 
Language Q-Sort 
In the first expert study, Miller, Lynam, Widiger, and 
Leukefeld (2001) wrote to 23 nationally known psy- 
chopathy researchers and asked each to “rate the 
prototytpical, classic Cleckley psychopath on each 
of 30 bipolar scales that correspond to the 30 facets 
of the FFM. For example, to assess the Antagonism 
facet of deception, experts were asked “to what ex- 
tent is the male [or female] psychopath honest, gen- 
uine, and sincere versus deceptive and manipula- 
tive?” (p. 260). Response choices ranged from 1 
(extremely low) to 5 (extremely high). Experts were 
asked to rate a prototypic male and prototypic fe- 
male psychopath; however, because results were 
similar across ratings, I present only results for the 
prototypic male psychopath. 
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Sixteen experts returned the ratings. There was good. Fifty percent of items had standard deviations 
less than 0.70, and only 17% had standard devia- 
tions greater than 1 .OO. Similarly, almost two-thirds 
of the items had ranges of two or less. Agreement is 
equally good when raters are compared with each 
other. The average inter-rater reliability for each rater 
(i.e., the average correlation of one rater’s profile 

remarkable agreement in their descriptions of the 
prototypic psychopath. The experts’ mean rating on 
each of the facets as well as the standard deviations 
and ranges are given in Table 20.3; the graphical 
profile is provided in Figure 20.1. According to the 
standard deviations and ranges, agreement was 

Expert-Generated Five-Factor Model Psychopathy Prototype 

Factor and facet 

Neuroticism 
Anxiety 
Angry hostility 
Depression 
Self-consciousness 
Impulsiveness 
Vulnerability 

Extraversion 
Warmth 
Gregariousness 
Assertiveness 
Activity 
Excitement seeking 
Positive emotions 

Trust 
Straightforwardness 
Altruism 
Compliance 
Modesty 
Tender mindedness 

Conscientiousness 
Competence 
Order 
Dutifulness 
Achievement striving 
Self-discipline 
Deliberation 

Fantasy 
Aesthetics 
Feelings 
Actions 
Ideas 
Values 

Agreeableness 

Openness to Experience 

M 

‘ 1.47 
3.87 
1.40 
1.07 
4.53 
1.47 

1.73 
3.67 
4.47 
3.67 
4.73 
2.53 

1.73 
1.13 
1.33 
1.33 
1 .oo 
1.27 

4.20 
2.60 
1.20 
3.07 
1.87 
1.60 

3.07 
2.33 
1.80 
4.27 
3.53 
2.87 

Approximate 
NEO-PI4 

SD Range T score 

0.52 
0.64 
0.51 
0.26 
0.74 
0.52 

1-2 
3-5 
1-2 
1-2 
3-5 
1-2 

1.10 1-5 
0.62 3-5 
0.52 4-5 
0.98 2-5 
0.46 4-5 
0.92 1-4 

0.80 
0.35 
0.62 
0.49 
0.00 
0.46 

1 .oo 
0.51 
0.78 
1.20 
0.83 
1.10 

0.88 
0.62 
0.86 
0.59 
1.10 
0.99 

1-3 
1-2 
1-3 
1-2 
1-1 
1-2 

1-5 
2-3 
1-4 
1-5 
1-4 
1-4 

2-4 
1-3 
1-4 
3-5 
1-5 
1-4 

31 
74 
33 
20 
80 
36 

20 
60 
75 
59 
87 
33 

20 
20 
20 
20 
20 
20 

60 
36 
20 
44 
20 
20 

50 
39 
20 
77 
50 
37 

N o k  T values were obtained by subtracting 1 from the mean of the expert ratings and multiplying by 8 to put 
the scores on the same scale as the Revised NEO Personality Inventory (NEO-PI-R) facets The scores are only 
approximate because the T scores were derived from a normative sample and depend on the actual SDs of the 
eight-item facet scales, but the experts rated only a single item for each scale 

33 1 



13
 

13
 

w
 

FI
G

U
R

E
 2

0.
1.

 R
ev

ise
d 

N
EO

 P
er

so
na

lit
y 

In
ve

nt
or

y 
(N

E
O

-P
I-

R
) p

ro
fi

le
 o

f 
pr

ot
ot

yp
ic

 p
sy

ch
op

at
hy

 b
as

ed
 o

n 
ap

pr
ox

im
at

e 
N

E
O

-P
I-

R
 T

 s
co

re
s 

of
 e

xp
er

t’
s r

at
in

gs
 

fr
om

 T
ab

le
 2

0.
3.

 F
ro

m
 t

he
 N

E
O

 P
er

so
na

lit
y 

In
ve

nt
or

y,
 b

y 
Pa

ul
 T
. C

os
ta

, J
r.

, a
nd

 R
ob

er
t 

R
. 

M
cC

ra
e,

 C
op

yr
ig

ht
 1

97
8,

 1
98

5,
 1

98
9,

 1
99

2 
by

 P
A

R
, I

nc
. 

R
ep

ro
du

ce
d 

by
 s

pe
ci

al
 p

er
m

is
si

on
 o

f 
th

e 
pu

bl
is

he
r,

 P
sy

ch
ol

og
ic

al
 A

ss
es

sm
en

t 
R

es
ou

rc
es

, I
nc

., 
16

20
4 

N
or

th
 F

lo
ri

da
 A

ve
nu

e,
 L

ut
z,

 F
L 

33
54

9.
 F

ur
th

er
 

re
pr

od
uc

ti
on

 i
s 

pr
oh

ib
it

ed
 w

it
ho

ut
 p

er
m

is
si

on
 o

f 
PA

R
, I

nc
. 



Ps-ychopathy 

with every other rater’s profile) ranged from 0.61 to 
0.84, with a mean of 0.75, which can be taken as 
the reliability of the composite profile. 

Taking any facet with a mean score lower than 2 
(low) or higher than 4 (high) as characteristic, the 
profile is similar to the one provided by Widiger 
and Lynam (1998). As with that profile, the psycho- 
path is low in self-consciousness, warmth, all facets 
of Agreeableness, dutifulness, self-discipline, and de- 
liberation and high in impulsiveness and excitement 
seeking. Additionally, unconstrained by the defini- 
tion inherent in the PCL-R, Miller et al.’s (2001) 
expert raters indicated that the psychopath is low in 
anxiety, depression, vulnerability, trust, and openness 
to feelings but high on assertiveness, openness to ac- 
tions, and, perhaps surprisingly, Competence. With 
the exception of psychopaths being characterized as 
high in competence, the additional traits included 
by the experts make good sense. I already discussed 
why one would expect the psychopath to be low in 
anxiety and high in suspicious (i.e., low in trust). It 

is also easy to see why the psychopath would be 
characterized as low scoring on the two additional 
facets of Neuroticism, depression and vulnerability. 
Costa and McCrae (1992) described low scorers on 
depression as rarely experiencing “feelings of guilt, 
sadness, hopelessness, and loneliness” (p. 16). Low 
scorers on vulnerability are described as being capa- 
ble of handling themselves in difficult situations; ex- 
tremely low scores on vulnerability might suggest 
the fearlessness seen in prototypic cases of psychop- 
athy emphasized by Lykken (1995). Additionally, the 
elevation on assertiveness makes sense given the de- 
scription of high scorers as “dominant, forceful, and 
socially ascendant” (Costa tir McCrae, 1992, p. 17). 

Although Widiger and I did not include any fac- 
ets of Openness to Experience in our description, 
the experrs’ Characterization of the psychopath as 
high in openness to actions and low in openness to 
feelings is also understandable. Costa and McCrae 
(1992) described high scorers on openness to ac- 
tions as preferring “novelty and variety to familiarity 
and routine” (p. 17). Low scorers on openness to 
feelings are described as ha\ing somewhat blunted 
affect and not believing that feeling states have 
much importance (Costa & McCrae, 1992). At first 

What does the prototypic psychopath look like? 

blush, the most difficult aspect of the experts’ rating 
to understand is the characterization of the psycho- 
path as high in competence. If ever an individual 
were lax and negligent (i.e., low in competence), it 
would seem to be the psychopath. This mystery is 
solved, however, when one recognizes that NEO-PI- 
R assessed competence is, in part, a self-assessment 
of efficacy. In the single-item description of the 
facet, Miller et al. (2001) asked raters “to what de- 
gree does the psychopath feel capable, sensible, and 
effective versus feeling unsure, unprepared, and in- 
ept?” This description is in line with Costa and Mc- 
Crae’s (1992) rendering of the construct; in fact, 
they acknowledged that “of all the C [Conscientious- 
ness] facet scales, competence is most highly associ- 
ated with self-esteem” (p. 18). There is, therefore, an 
interesting dissociation among the facets of Consci- 
entiousness in psychopathic individuals; they see 
themselves as competent, but their life history belies 
them. 

Besides the facet of competence, three other fac- 
ets (i.e., angry hostility, low positive emotions, and 
low achievement striving) that Widiger and Lynam 
(1998) identified within the PCL-R were not con- 
ceived as essential to the construct of psychopathy 
by the expert raters. All three were rated as being 
neither high nor low. The rating for angry hostility, 
however, almost surpassed our somewhat arbitrary 
criterion. Additionally, ratings for positive emotions 
and achievement striving were among the most dis- 
agreed on; both had standard deviations above 0.90, 
and the 1.20 standard deviation for achievement 
striving was the highest for all items. Finally, low 
positive emotions was represented only by the most 
troublesome PCL-R item, namely, shallow affect. 

A second expert study reveals that the impressive 
agreement between the expert raters and the FFM 
translation of the PCL-R was not due to constraining 
our raters to the 30 facets of the FFM. Similar re- 
sults were obtained by having psychopathy experts 
rate the prototypical fledgling psychopath using the 
100 items of the Common Language Version of the 
California Child Q-Set (CLQ, Caspi et al., 1992; 
CCQ, Block & Block, 1980). The CLQ does not 
represent any one theoretical viewpoint; instead, it 
reflects a general language for describing variations 
in children’s personalities. Therefore, replication of 
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the FFM description of psychopathy using the CLQ 
should be especially convincing. 

As in the previous study, nationally recognized 
researchers of psychopathy were contacted and 
asked to provide descriptions of the fledgling psy- 
chopath using the CLQ. Specifically, raters were 
asked to describe the fledgling psychopath by plac- 
ing a specified number of items into each of nine 
categories, which ranged from “Category 9: Ex- 
tremely Characteristic” to “Category 1 : Extremely 
Uncharacteristic.” Items that were neither character- 
istic nor uncharacteristic were placed in the middle 
categories (i.e., Categories 4, 5, and 6). Raters were 
provided with a deck of cards that contained the 
100 items and a sorting guide that forced a “normal” 
distribution on the item placements (i.e., few items 
at the extremes but many in the middle). 

Eight of 14 experts returned their Q sorts of the 
fledgling psychopath, which were used to construct 
a prototype by averaging across raters for each of 
the 100 items. Agreement among the returned Q 
sorts was excellent. Fifty-eight percent of the items 
had standard deviations less than 1.0 and 88% had 
standard deviations less than 1.5; fully 73% of the 
items had a range of 3 or less. Agreement was also 
excellent when raters were compared with each 
other. The average inter-rater reliability for each rater 
t e . ,  the average correlation of one rater’s profile 
with every other rater’s profile) ranged from .61 to 
3 7 ,  with a mean of .73, which can be taken as the 
reliability of the composite profile. 

The 10 items most characteristic and the 10 
items most uncharacteristic of the fledgling psycho- 
path are provided in Table 20.4. It is important 
that I need not rely on my interpretation of these 
items to find out how they map onto the FFM. Two 
studies already identify how the CLQ maps onto the 
FFM. In both studies, Q sorts from mothers of over 
400 13-year-old boys from the Pittsburgh Youth 
Study were examined for their relations to the FFM. 
In the first study, John, Caspi, Robins, Moffitt, and 
Stouthamer-Loeber (1994) developed Big Five scales 
for the CLQ. They began by rationally categorizing 
items into one of the Big Five domains. These ra- 
tional scales were then refined through item analyses 
and factor analyses. The final scales contained 48 of 
the 100 CLQ items. In a second study, Robins, 

John, and Caspi (1994) provided information on 
how the remaining 52 items map onto the Big Five. 
They found that most of the remaining items (73%) 
represented blends of two or three of the Big Five 
dimensions. 

Using results from these studies, Table 20.4 also 
provides the FFM mapping of each CLQ item. From 
this mapping, it can be seen that the prototype ob- 
tained from the Q sort is similar to that obtained 
using the FFM. Ten of the defining items are rela- 
tively clear indicators of a single Big Five dimension; 
of these, 5 were indicators of Antagonism, 3 were 
indicators of low Conscientiousness, and 2 were in- 
dicators of low Neuroticism. The remaining 10 items 
were interstitial items that assessed both Antagonism 
and low Conscientiousness. Importantly, these inter- 
stitial items were strongly related to both dimen- 
sions; the multiple squared correlations between the 
Big Five scales and the items ranged from .37 to 
.67, with a mean of .56 (Robins, John, & Caspi, 
1994). In summary, the psychopath, described using 
the atheoretical Q sort, is high in Antagonism, low 
in Conscientiousness, and low in Neuroticism. 

Empirical Relations Between the Five- 
Factor Model and Psychopathy 
A more traditional approach to describing psychopa- 
thy in FFM terms would be to look at the relations 
between measures of psychopathy and measures of 
the FFM. Several studies have been conducted using 
the PCL-R. In these studies, researchers have found 
psychopathy to be most strongly related, negatively, 
to the dimensions of Conscientiousness and Agree- 
ableness (Forth, Brown, Hart, & Hare, 1996; s. Hart 
& Hare, 1994). I recently collected data from two 
samples that allow for an examination of the rela- 
tions among the FFM and the Levenson Self-Report 
Psychopathy Scale (LSRP; Levenson, Kiehl, & Fitz- 
patrick, 1995; Lynam, Whiteside, &Jones, 1999). 
This scale has good reliability and validity as a self- 
report measure of psychopathy; it also has a replica- 
ble two-factor structure that seems to map onto the 
two factors of the PCL-R. This is important because 
Widiger and Lynam (1998) argued that the FFM 
conception of psychopathy might bring clarity to the 
two-factor structure frequently obtained in analyses 
of the PCL-R. 
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Common Language Q-Sort (CLQ) Items Describing the Fledgling Psychopath 

CLQ item M 

11. He tries to blame other people for things he has done. 9.0 
22. He tries to get others to do what he wants by playing up 8.5 

to them. He acts charming to get his way. 
65. When he wants something, he wants it right away. He 8.5 

has a hard time waiting for things he wants and likes. 
20. He tries to take advantage of other people. 8.4 
13. He tries to see how much he can get away with. He 8.3 

21. He tries to be the center of attention. 8.0 
85. He is aggressive. 8.0 
10. His friendships don’t last long; he changes friends a lot. 7.6 
91. His emotions don’t seem to fit the situation. 7.6 
93. He’s bossy and likes to dominate other people. 7.6 

76. He can be trusted; he’s reliable and dependable. 1.3 
15. He shows concern about what’s right and what’s wrong. 1.9 
62. He is obedient and does what he is told. 1.9 
99. He thinks about his actions and behavior; he uses his 1.9 

head before doing or saying something. 
9. He makes good and close friendships with other people. 2.0 

67. He plans things ahead; he thinks before he does some- 2.0 

23. He is nervous and fearful. 2.3 
77. He feels unworthy; he has a low opinion of himself. 2.4 

2. He is considerate and thoughtful of other people. 2.5 
3. He is a warm person and responds with kindness to 2.5 

Characteristic items 

usually pushes the limits and tries to stretch the rules. 

Uncharacteristic Items 

thing; he “looks before he leaps.” 

other people. 

SB FFM scale Ranee 

0.00 
0.76 

0.53 

0.74 
0.71 

1.07 
0.76 
1.69 
0.92 
0.74 

0.46 
0.99 
0.83 
0.83 

0.76 
0.93 

0.89 
1.19 
1.60 
1.07 

9-9 A-, C- 
7-9 A-  

8-9 A-, C- 

7-9 A-, C- 
7-9 A-, C- 

6-9 A-, C- 
7-9 A-, C- 
4-9 A-, C- 
6-9 A-, C- 
6-8 A-  

1-2 C+ 
1-4 A+, C+ 
1-3 A+, C+ 
1-3 C+ 

1-3 A+ 
1-3 C+ 

1-3 N+ 
1-4 N+ 
1-5 A+  
2-5 A+ 

Note f l c  IS used because the data were collected within the context of an all-boys study FFM = five-factor model, 
A = Agreeableness, C = Conscientiousness, N = Neuroticism 

In the first study, Lynam et a1 (1999) examined 
the relation between scores on the LSRP and scores 
on the Big Five Inventory (John, 1995) in a sample 
of 739 male and female undergraduates Although 
the LSRP assesses both primary and secondary psy- 
chopathy, only results for the total score are pre- 
sented, results for the subscales are discussed later 
The total score was moderately negatively correlated 
with both Agreeableness (r = - 48) and Conscien- 
tiousness ( u  = - 39), slightly negatively correlated 
with Openness ( r  = - 07) and Extraversion (r = 

- 12), and slightly positively correlated with Neuro- 
ticisrn (u  = 12) The latter correlation is likely due 
to tht saturation of self-report scales with negative 
affect (Lilienfeld, 1994, Lynam et a1 , 1999) 

In a more recent study, I examined the relation 
between psychopathy and the 30 facets of the FFM. 
Data were collected from 481 men and women, 
aged 20 to 22, who are participating in the Lexing- 
ton Longitudinal Study-an ongoing, longitudinal 
study examining antisocial behavior and related out- 
comes. Participants completed the LSRP and the en- 
tire NEO-PI-R. Because this study included the full 
NEO-PI-R, it is possible to examine the relations at 
the facet level. Although Table 20.5 provides the 
correlations for the total score and both subscales, I 
concentrate on the results for the total scale and dis- 
cuss the results for each subscale in the section deal- 
ing with implications of the FFM understanding of 
psychopathy. 
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Correlations Between Levenson Self-Report Psychopathy Scale (LSRP) Scores and Revised NEO 
Personality Inventory (NEO-PI-R) Facets 

~ 

NEO-PI-R domain LSRP 
and facet Total Scale 1 Scale 2 
Agreeableness 

Trust 
Straightforwardness 
Altruism 
Compliance 
Modesty 
Tender-mindedness 

Conscientiousness 
Competence 
Order 
Dutifulness 
Achievement striving 
Self-discipline 
Deliberation 

Anxiousness 
Angry hostility 
Trait depression 
Self-consciousness 
Impulsiveness 
Vulnerability 

Extraversion 
Warmth 
Gregariousness 
Assertiveness 
Activity 
Excitement seeking 
Positive emotions 

Openness to Experience 
Fantasy 
Aesthetic 
Feelings 
Actions 
Ideas 
Values 

Adjusted R2 

Neuroticism 

- .47 
- .59 
-.51 
-.47 
-.19 
- .32 

-.43 
-.16 
- .41 
- .34 
-.35 
- .44 

.07 

.47 

.34 

.15 

.29 

.25 

- .46 
-.14 
-.lo 
-.13 

.17 
- .39 

-.14 
-.17 
- .26 
- .07 
-.13 
- .08 

5 4  

- .38 
-.60 
- .48 
- .36 
- .31 
-.37 

-.25 
- .02 
-.32 
-.18 
-.17 
-.26 

-.07 
.28 
.12 
.oo 
.14 
.06 

- .38 
- .08 

.02 
- .06 

.16 
-.27 

-.13 
-.17 
-.31 
- .04 
- .06 
- .02 

.46 

- .44 
- .37 
- .38 
-.47 

.04 
-.14 

- .54 
-.29 
- .40 
- .47 
- .49 
-.52 

.25 

.57 

.53 

.31 

.41 

.42 

- .40 
-.17 
- .21 
-.20 

.13 
- .40 

-.lo 
-.13 
-.lo 
-.11 
-.18 
-.13 

.56 

The correlations between LSRP psychopathy and 
Antagonism were in line with results from other 
studies. All facets of Antagonism were positively re- 
lated to scores on the LSRP Except for the relation 
to arrogance, all correlations were at least moderate 
in size. Results for Conscientiousness were similarly 
encouraging. Psychopathy was at least moderately 
negatively correlated with all facets of Conscien- 

tiousness except for order, in which case the corre- 
lation was negative and small. Not unexpectedly, 
given the saturation of the LSRP with negative af- 
fect, the correlations for Neuroticism were all posi- 
tive; however, interesting patterns emerged within 
these correlations. The highest positive correlation 
was between psychopathy and angry hostility, 
whereas the lowest correlations were for anxiety 
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and self-consciousness. For Extraversion, results 
were consistent with other analyses. Psychopathy 
was negatively related to warmth and positive emo- 
tions but positively related to excitement seeking. 
Finally, psychopathy was negatively related to 
openness to aesthetics and openness to feelings. 
Importantly, relations between psychopathy and the 
facets were relatively strong; taken together, the fac- 
ets accounted for 57% of the variation in total psy- 
chopathy scores. 

In summary, whether one translates a psychopa- 
thy inventory into the language of the FFM, asks 
experts to describe the prototypical psychopath, or 
examines the empirical relations among the FFM 
and measures of psychopathy, results are remarka- 
bly consistent. The psychopath is high in all facets 
of Antagonism; he or she is suspicious, deceptive, 
exploitive, aggressive, arrogant, and tough minded. 
The psychopath is also low in the dutifulness, self- 
discipline, and deliberation facets of Conscientious- 
ness. There was disagreement about the psycho- 
path’s standing on competence and achievement 
striving, however. The description of the psycho- 
path in terms of Neuroticism and Extraversion was 
complex and interesting. In terms of Neuroticism, 
the psychopath appears to be low in anxiety, self- 
consciousness, and perhaps vulnerability and de- 
pression; however, the psychopath is high on the 
remaining facets of Neuroticism, namely, impulsive- 
ness and angry hostility. In terms of Extraversion, 
the psychopath is high in excitement seeking, but 
low in warmth and perhaps positive emotions. 
There was also good agreement across methods re- 
garding the facets of Openness; the only facet to be 
consistently related to psychopathy was closedness 
to feelings. 

CLARIFICATIONS OF THE LITERATURE 

Besides providing a potentially more accurate and 
more specific picture of the psychopath than the tra- 
ditional categorical approach, the FFM perspective 
on psychopathy provides several clarifications of the 
findings from the field. Specifically, the FFM clarifies 
(a) the PCL-R factor structure, (b) the litany of psy- 
chopathic deficits, (c) the concept of successful psy- 
chopathy, and (d) the patterns of comorbidity. In the 
next section, I describe these contributions. 

The Psychopathy Checklist- Revised 
Factor Structure 
Several factor analyses of the PCL-R and its prede- 
cessor identify a robust two-factor solution (Harpur 
et al., 1988, 1989), which is provided in Table 20.6. 
The interpretations of the two factors, however, are 
somewhat unclear and confusing. One interpreta- 
tion, dropped in more recent writings, is that the 
two factors are primarily method factors. On the 
one hand, the scoring of Factor 1 items relies pri- 
marily on clinical judgment and inference from in- 
terview impressions, whereas Factor 2 items are 
scored on the basis of file information (Harpur et 
al., 1988, p. 745). A second interpretation is that 
the first factor represents the “a constellation of in- 
terpersonal and affective traits commonly considered 
to be fundamental to the construct of psychopathy” 
(Hare, 1991, p. 381, whereas the second reflects a 
“chronically unstable, antisocial, and socially deviant 
lifestyle” (p. 38). Although the latter interpretation is 
more substantive than the former, it has several 
shortcomings. It raises and leaves unanswered the 
question of what psychopathy is. As Lilienfeld 
(1994) asked, “is an individual with very high scores 
on the first PCL-R factor (who, according to Harpur 
et al., possess the major personality traits of psy- 
chopathy), but with very low scores on the second 
PCL factor, a psychopath?” (p. 28). Additionally, the 
personality-behavior dichotomy into which this in- 
terpretation frequently slips is simplistic. This inter- 
pretation overlooks the fact that Factor 2 explicitly 
includes several personality dimensions, such as im- 
pulsivity, irresponsibility, and sensation seeking 
(Rogers & Bagby, 1994). 

I agree with Lilienfeld (1994) when he suggested 
that “both PCL factors represent personality traits, 
but the traits assessed by the second factor are more 
highly associated with antisocial behavior” (p, 28). 
Furthermore, I suggest that clarity is provided by 
the FFM interpretation. As can be seen in Table 
20.6, when the PCL-R factor structure is examined 
according to the FFM re-interpretation, a clear dis- 
tinction between factors emerges. Factor 1 appears 
to be confined largely to facets of Antagonism, with 
minimal representations of low Neuroticism and low 
Extraversion. Factor 2 is dominated by items that 
are mixtures of low Conscientiousness and Antago- 

337 



Donald R. Lynam 

Factors of the Psychopathy Checklist-Revised (PCL-R) From the Perspective of the Five-Factor 
Model (FFM) 

PCL-R item FFM domain 
Factor 1 items 

1. Glibness-superficial charm Low Neuroticism 
2. Grandiose sense of self-worth High Antagonism 
4. Pathological lying High Antagonism 
5. Conning-manipulative High Antagonism 
6. Lack of remorse or guilt High Antagonism 
7. Shallow affect High Antagonism, low Extraversion 
8. Callous-lack of empathy High Antagonism 

High Antagonism 

High Extraversion, low Conscientiousness 
Low Conscientiousness, high Antagonism 

10. Poor behavioral controls Low Conscientiousness, high Antagonism, high Neuroticism 
12. Early behavior problems Low Conscientiousness, high Antagonism 
13. Lack of realistic, long-term goals Low Conscientiousness 
14. Impulsivity Low Conscientiousness, high Neuroticism 
15. Irresponsibility Low Conscientiousness 
18. Juvenile delinquency Low Conscientiousness, high Antagonism 
19. Revocation of conditional release Low Conscientiousness, high Antagonism 

16. Failure to accept responsibility 
Factor 2 items 

3. Need for stimulation 
9. Parasitic lifestyle 

Note. Data from Widiger and Lynam (1998) 

nism, with minimal representations of high Neuroti- 
cism and high Extraversion. This interpretation pro- 
vides a substantive rather than methodological 
interpretation of the factors, acknowledges the pres- 
ence of “personality” in both factors of the PCL-R, 
and does not suggest that one element is more cen- 
tral to psychopathy than another. Additionally, the 
FFM interpretation accounts for the correlation be- 
tween factors, which is typically about S O  (Hare, 
199 1); the factors are moderately correlated because 
both include facets of Antagonism. 

Data from the two studies discussed above are 
also relevant to this issue. Lynam et al. (1999) found 
that Scale 1 of the LSRP, which is conceptually re- 
lated to PCL-R Factor 1, was moderately negatively 
correlated with Agreeableness ( r  = -.41) and 
slightly negatively correlated with Conscientiousness 
(r = -.20), Extraversion ( r  = -.08), and Neuroti- 
cism ( r  = -.05). Scale 2, which is conceptually re- 
lated to PCL-R Factor 2,  was moderately negatively 
correlated with both Agreeableness (r = -.42) and 
Conscientiousness (r = - .59), slightly negatively 

correlated with Extraversion ( r  = - . l S ) ,  and posi- 
tively correlated with Neuroticism ( r  = .37). Correla- 
tions with Scale 1 were significantly different than 
correlations with Scale 2 for both Conscientiousness 
and Neuroticism. 

Data from Table 20.5 provide additional support. 
The relations between the FFM and scores on the 
two LSRP subscales were, for the most part, in line 
with predictions. The facets of Antagonism were 
strongly related to both scales of the LSRP, although 
arrogance and tough mindedness were related only 
to Scale 1. For Conscientiousness, all facets were 
strongly negatively related to Scale 2 and only 
slightly related to Scale 1; except for dutifulness, all 
facets of Conscientiousness were more strongly re- 
lated to Scale 2 than to Scale 1. As discussed earlier, 
results for the facets of Neuroticism were more com- 
plex. Scale 2 was positively related to all facets of 
Neuroticism, whereas Scale 1 was significantly re- 
lated only to the angry hostility facet; furthermore, 
angry hostility was significantly more strongly re- 
lated to Scale 2 than to Scale 1. Given the saturation 
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of the LSRP with negative affect, the failure of Scale 
1 to correlate negatively with anxiousness and vul- 
nerabilty is understandable, and the absence of sig- 
nificant positive correlations is remarkable. The cor- 
relations between the scales and the facets of 
Extraversion were also supportive of the hypothesis. 
Both scales were negatively related to warmth and 
positive emotions and positively related to excite- 
ment seeking, but the anticipated differential pattern 
for the scales was not present. 

the two LSRP scales and the 16 FFM facets into 
which I parsed the PCL-R. When the 18 variables 
are entered into a factor analysis and a two-factor 
solution is extracted, the pattern of loadings is in 
line with predictions. One factor had high loadings 
on Scale 1 of the LSRP (positive), warmth (nega- 
tive), positive emotions (negative), and all facets of 
Antagonism (positive). The other factor had high 
loadings on Scale 2 of the LSRP (positive), the five 
facets of Conscientiousness (all negative), angry hos- 
tility, impulsiveness, and several facets of Antago- 
nism (positive). The only substantial departures from 
the hypothesized structure was the presence of high 
vulnerability on Factor 2 (rather than low vulner- 
ability on Factor 1) and the failure of excitement 
seeking to relate to either factor. 

Final support is provided by a factor analysis of 

Psychopathic Deficits 
Much of the effort in psychopathy research over the 
past 50 years has been directed at identifyng a spe- 
cific pathology that is unique to people with psy- 
chopathy. However, researchers in this effort have 
failed to identify a single psychopathic deficit. Rather, 
the search for the fundamental psychopathic deficit 
has generated a litany of diverse candidates and re- 
sulted in occasional Procrustean re-interpretations 
of all psychopathic traits in terms of a single under- 
lying deficit. The list of candidate traits is long 
(see Table 20.7) and includes deficits in role-taking 
ability (Gough, 1948), fearlessness (Lykken, 1957), 
chronic underarousal and subsequent sensation seek- 
ing (Quay, 1965), electrodermal hyporeactivity 
(Fowles, 1980), semantic aphasia (Hare & McPher- 
son, 1984), poor response modulation (Newman, 
1987), deficient defensive emotional response (Pat- 
rick, 19941, deficits in psychopathic constraint 

The Proposed Psychopathic Deficits and Their 
Five-Factor Model (FFM) Mappings 

Deficit FFM mapping 

Role-playing 
Fearlessness 
Chronic underarousal 
Electrodermal hyporeactivity 
Semantic aphasia 
Poor response modulation 
Deficient defensive emotional 

Deficient psychopathic constraint 
Callous-unemotional temperament 

response 

High Antagonism 
Low Neuroticism 
Low Extraversion 
Low Neuroticism 
High Antagonism 
Low Conscientiousness 
Low Neuroticism 

Low Conscientiousness 
High Antagonism 

(Lynam, 1996), and callous-unemotional tempera- 
ment (Frick, 1998). The FFM conceptualization of 
psychopathy posits that these pathologies are on a 
continuum with normal personality functioning and 
that the litany of deficits is due to the fact that dif- 
ferent investigators are examining different domains 
of the FFM’s representation of psychopathy. Al- 
though space allows for only the discussion of a few 
of these deficits and their FFM reinterpretations, Ta- 
ble 20.7 provides my speculations regarding the 
FFM mapping of the deficits given above. 
Poor Fear Conditioning-Electrodermal Hypoar- 
ousal-Deficient Defensive Emotional Re- 
sponse. Whether one refers to it as poor fear con- 
ditioning, electrodermal hypoarousal, or deficient 
defensive emotional response, I believe that all three 
of these terms refer to a similar phenomenon and 
are best understood as underlying the domain of 
Neuroticism and particularly the facets of low anx- 
iousness and low vulnerability (see also Lykken, 
1995). 

In the first demonstration, Lykken (1957) used a 
classical conditioning paradigm with electric shock 
as the unconditioned stimulus and electrodermal re- 
sponses as the conditioned response. He found that 
Cleckley psychopaths displayed smaller electroder- 
ma1 responses (EDRs) to the conditioned stimuli 
than those displayed by normal (noninmate) con- 
trols and concluded that primary sociopaths were 
deficient in the ability to develop anxiety responses. 
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Since Lykken’s original study, dozens of replications 
have been published (see Fowles, 1993) using con- 
ditioning paradigms (Hare, 1965a), countdown pro- 
cedures (Hare, 1965b; Ogloff & Wong, 1990; 
Schmauk, 19701, and the presentation of stimuli 
with inherent aversive signal value. The conclusion 
from these studies is fairly clear: When strong, usu- 
ally aversive, stimuli are involved, psychopaths fre- 
quently manifest EDR hyporeactivity during a time 
period prior to an anticipated stressor. 

Patrick, Bradley, and Lang (1993) provided a 
demonstration of this hyporeactivity using a measure 
different from the EDR, namely, the fear-potentiated 
startle response. These authors found that nonpsy- 
chopathic subjects showed the greatest startle mag- 
nitude in response to probes when viewing unpleas- 
ant slides (e.g., mutilations), the next greatest 
magnitude when viewing neutral slides (e.g., house- 
hold objects), and the least startle in response to 
probes when viewing positive slides (e.g., opposite- 
sex nudes). In contrast, psychopathic subjects 
showed less startle in response to probes when 
viewing unpleasant slides than when viewing neutral 
slides. Results were taken to indicate an abnormality 
in the processing of emotional stimuli by psycho- 
paths, and it was argued that psychopaths are defi- 
cient in their fear response. 

argue that this “pathology” maps onto Antagonism, 
it seems to more clearly map onto the domain of 
Neuroticism, particularly the facets of low anxious- 
ness and low vulnerability. This interpretation is 
supported by looking at the Activity Preference 
Questionnaire (APQ; Lykken, 19951, which was de- 
signed to assess this pathology. On the APQ, respon- 
dents choose between two negative events that were 
equal in general unpleasantness but differed in their 
degree of threat or danger (e.g., being sick to one’s 
stomach for 24 hours or being chosen as the target 
for a knife throwing act). According to Lykken 
(1995), individuals low in fearfulness should find 
“the frightening experiences preferable to the oner- 
ous but nonfrightening alternatives” (p. 146). Al- 
though Lykken attempted to argue that fearlessness 
as assessed by the APQ is distinct from the FFM’s 
Neuroticism, it seems that this distinction is the re- 
sult of Neuroticism being a broader domain than 

Although Fowles and Missel (1994) attempted to 

fearlessness. In the end, fearlessness seems to be 
similar to the facets of low anxiousness and low vul- 
nerability. In fact, Patrick (1994) seemed to agree 
with my mapping of this pathology on the domain 
of Neuroticism. Citing the research of Cooke, Ste- 
venson, and Hawk (1993), who found reduced star- 
tle potentiation during unpleasant imagery among 
low negative emotionality subjects, Patrick (1994) 
suggested that “the observed absence of startle po- 
tentiation in psychopaths (Patrick et al., 1993) may 
reflect a temperamental deficit in the capacity for 
negative affect” (p. 325). 
Response Modulation. Patterson and Newman 
(1993) developed a theory of psychopathy that tar- 
gets the processes underlying the regulation of im- 
mediate response inclinations. According to these 
authors, the psychopath has a deficit in response 
modulation that involves suspending a dominant re- 
sponse set in order LO assimilate environmental feed- 
back. Recently, they placed more emphasis on the 
role of shifting attention from the organization and 
implementation of behavior to its evaluation. In ei- 
ther case, this pathology should be manifest in low 
scores on Conscientiousness, particularly the facets 
of self-discipline and deliberation. 

Patterson and Newman (1993) offered a four- 
stage model to explicate the response modulation 
process: (Stage I) establishment of a dominant re- 
sponse set, (Stage 2) reaction to an aversive event, 
(Stage 3) subsequent behavioral adaptation, and 
(Stage 4) consequences of reflection or lack thereof. 
They traced the problems of the psychopath to a 
bias for disinhibition over reflectivity at Stage 3, 
which hinders learning from experience. Several 
studies support this conclusion. Newman, Patterson, 
and Kosson (1987) demonstrated that psychopaths, 
relative to comparison subjects, perseverated in a 
dominant response set on a card-playing task, whose 
odds grew worse across time. However, when the 
researchers forced participants to be reflective by im- 
posing a mandatory, 5-second, feedback-viewing pe- 
riod, the psychopathic deficit was erased. In another 
study, Newman, Patterson, Howland, and Nichols 
(1990) used a discrimination task in which a subject 
had to use feedback following a response to deter- 
mine whether a given stimulus resulted in reward or 
punishment. These authors found that psychopathic 
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offenders, in comparison with nonspychopathic of- 
fenders, paused less after punishment and commit- 
ted more passive-avoidance errors (i.e., failure to 
withhold a response to a negative stimulus). In gen- 
eral, because they do not pause and reflect, psycho- 
pathic individuals have difficulty making use of “pe- 
ripheral” information that might helpfully influence 
their goal-directed behavior. 

individual-difference variables that are operative at 
various stages. The important variable at Stage 3 is 
the response modulation bias; individuals with such 
a bias “fail to alter their response set in accordance 
with changing environmental events and contingen- 
cies: they do not pause, process, and then go on” 
(Patterson & Newman, 1993, p. 721). Patterson and 
Newman indicated that the “disinhibited individuals’ 
lack of retrospective reflection is central to their en- 
during impulsive style” (p. 722). This description is 
similar to that of individuals who are low in deliber- 
ation and who are “has1.y and often speak or act 
without considering the consequences” (Costa & 
McCrae, 1992, p. IS). 
Semantic Dementia- Abnormal Affective Process- 
ing. 
Cleckley (1941/1988) hypothesized that the underly- 
ing deficit of the psychopath was a failure to process 
the emotional meaning of language, a deficit he 
called “semantic dementia.” I believe this description 
best maps onto the domain of Antagonism, particu- 
larly the facet of tough mindedness or the inability 
to experience empathy. 

Several investigators have pursued this hypothe- 
sis using psychophysiological and behavioral meth- 
ods. When Williamson, Harpur, and Hare (1990) 
asked psychopathic and nonpsychopathic subjects to 
group the two words from a triad that were closest 
in meaning, they found that psychopathic offenders 
made less use of affective meaning than did nonpsy- 
chopathic offenders. Additionally, in a task that re- 
quired matching clauses or pictures on inferred 
emotional meaning, psychopathic offenders confused 
emotional polarity (good vs. bad). Williamson, Har- 
pur, and Hare (1991) examined the psychopathic of- 
fender’s use of the connotative aspects of language in 
a lexical decision task that required indicating, as 
quickly as possible, whether a letter string formed a 

Patterson and Newman (1993) also discussed the 

In his classic description of the psychopath, 

word. Although most people make the lexical deci- 
sion more quickly when the letter string is an emo- 
tional word than when it is a neutral word, psycho- 
pathic offenders did not show this advantage. 
Additionally, psychopathic offenders’ event-related 
potentials to the emotional words were not different 
from their potentials to the neutral words. More re- 
cently, Patrick, Cuthbert, and Lang (1994) examined 
psychopathic offenders’ cardiac, electrodermal, and 
facial muscle responses to imagined fearful and neu- 
tral scenes in a cued sentence-processing task. Psy- 
chopathic offenders showed smaller heart rate, elec- 
trodermal, and facial response changes during fear 
imagery, relative to neutral imagery, than did non- 
psychopathic offenders. Because there were no dif- 
ferences in the self-reports of emotional experience, 
the authors concluded that semantic and emotional 
processes are dissociated in psychopaths. 

As noted earlier, I believe that this pathology 
maps most closely onto the domain of Antagonism, 
particularly the facet of tough mindedness. Patrick et 
al. (1994) suggested that emotional imagery medi- 
ates between perceptual or conceptual processes and 
action. They speculated that “an affective imagery 
deficit would be manifested as a failure to review 
the harmful consequences of one’s actions and as an 
inability to entertain new behavioral strategies” (p. 
533). The idea of a “failure to review the harmful 
consequences of one’s actions” is a fairly good de- 
scriptor of the tough-minded individual. 
Social Information Processing Deficits. Models 
of social information processing describe how indi- 
viduals encode, represent, and process social (e.g., 
interpersonal) circumstances. Although the social in- 
formation processing of psychopaths has not been 
examined explicitly, social information processing 
difficulties and deficits have been found among in- 
carcerated violent offenders (Slaby Es Guerra, 1988), 
severely aggressive adolescents (Dodge, Price, Bacho- 
rowski, & Newman, 19901, aggressive boys in resi- 
dential treatment (Nasby, Hayden, & DePaulo, 
1979), and aggressive school children (Dodge & 
Frame, 1982). Given the positive relation between 
psychopathy and aggression (Hare, 19911, it seems 
likely that psychopaths may demonstrate deficits in 
social information processing. It also seems likely 
that the problems of social information processing 
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will map directly onto the domain of Antagonism, 
particularly the facets of deception, exploitation, ag- 
gression, and tough mindedness. 

Dodge and colleagues have described a five-stage 
social information-processing model of aggression 
(Dodge & Crick, 1990); results of dozens of studies 
demonstrate that aggressive individuals have biases 
at each stage of the model. At Stage 1, aggressive in- 
dividuals attend to fewer cues generally and selec- 
tively attend to aggressive cues (Dodge, Petit, Bates, 
& Valente, 1995). At Stage 2, aggressive individuals 
are biased to interpret ambiguous and benign situa- 
tions in aggressive ways (Dodge, 1980). Aggressive 
individuals generate fewer competent responses (De- 
luty 1981) and more manipulative and aggressive 
responses (Waas, 1988) at Stage 3. At Stage 4, ag- 
gressive individuals evaluate the outcomes of their 
possible responses less fully (Slaby & Guerra, 1988) 
and expect more positive instrumental and intraper- 
sonal outcomes and fewer sanctions for aggressive 
responses (C. H. Hart, Ladd, Q Burleson, 1990). 
The attention to hostile cues, hostile attributional 
bias, and generation of manipulative and aggressive 
responses describe the Antagonism facets of suspi- 
cion, deception, and aggression, whereas the appar- 
ent lack of concern for others implies tough mind- 
edness. 

In summary, multiple psychopathic deficits 
emerge because psychopathy is a multifaceted con- 
struct. Although there is insufficient evidence avail- 
able to evaluate the claim, I believe that so-called 
“specific pathologies” may be found to map onto 
specific FFM domains. The inclusion of assessments 
of the FFM within these traditional laboratory-based 
research paradigms would help to clarify and inte- 
grate the findings across the studies. 

Successful Psychopathy 
A third issue to which the FFM conceptualization 
brings clarification is that of “successful” psychopa- 
thy, which is meant to refer to individuals who pos- 
sess the core personality traits of psychopathy but 
who are not criminals (or at least are without arrest 
histories). In several studies, researchers have at- 
tempted to examine successful psychopaths (Belmore 
& Quinsey, 1994; Widom, 1977); unfortunately, all 
have found extremely high rates of criminality 

among their participants. For example, in Widom’s 
first study of successful psychopaths, recruited 
through an advertisement in a counterculture news- 
paper, she found that of the 28 participants, 46% 
reported a history of heavy drinking, 90% reported 
using illegal drugs, 65% had been arrested (mean 
number of arrests for sample = 1.861, and 50% had 
been incarcerated. Despite this lack of success, theo- 
rizing about the successful psychopath goes on. I 
believe that all of the exemplars provided are best 
understood as individuals who score high on some 
FFM domains or facets of psychopathy but not on 
others. 

Hare (1993) wrote that 

many psychopaths never go to prison or 
any other facility. They appear to function 
reasonably well-as lawyers, doctors, psy- 
chiatrists, academics, mercenaries, police 
officers, cult leaders, military personnel, 
business people, writers, artists, entertain- 
ers, and so forth-without breaking the 
law, or at least without being caught and 
convicted. (p. 113) 

At one point, Hare indicated that if he could not 
study psychopathy in prison settings, his next 
choice would “very likely be a place like the Van- 
couver Stock Exchange” (p. 119). The individuals 
Hare described are clearly deceptive, exploitive, arro- 
gant, and callous (i.e., high in Antagonism). How- 
ever, these individuals frequently obtain advanced 
degrees and move far in their fields, and they seem 
to lack other important characteristics possessed by 
the prototypic psychopath such as unreliability, aim- 
lessness, and poor impulse control (i.e., low Consci- 
entiousness). Thus, it seems odd to call them psy- 
chopaths. Hare’s successful psychopaths are simply 
people who possess some of the FFM facets of psy- 
chopathy (particularly from the domains of Antago- 
nism and low Neuroticism) but lack others (particu- 
larly the facets of low Conscientiousness) that are 
likely to contribute to occupational failures or ar- 
rests. 

The case is similar to Lykken’s (1982) descrip- 
tions of the “hero” whom he saw as closely related 
to the psychopath. He wrote 
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that the hero and the psychopath are twigs 
from the same branch. Both are relatively 
fearless. . . . Had Chuck Yeager had slightly 
dfferent parents (not necessarily bad par- 
ents, just more ordinary ones), he might 
have become a con man or a Gary Gil- 
more. (p. 22). 

Again, Lykken’s description focuses on only one 
FFM domain of psychopathy, low Neuroticism. He 
neglected the fact that Yeager lacks the high Antago- 
nism (i.e., deceptiveness, exploitiveness, aggressive- 
ness, arrogance, and callousness) and low Conscien- 
tiousness (i.e., unreliability, aimlessness, negligence, 
and carelessness) that Gilmore possessed. In short, 
Yeager may share the characteristic of low fear with 
Gilmore, but there are more elements to prototypic 
psychopathy than low fear. 

Comorbidity 
Finally, the FFM conceptualization of psychopathy 
provides an understanding of the patterns of comor- 
bidity surrounding psychopathy. Psychopathy should 
covary with other disorders to the extent that they 
share FFM elements. For example, psychopathy is 
highly positively correlated with the fourth edition 
of the Diagnostic and Statistical Manual oJ Mental Dis- 
orders (DSM-IV; American Psychiatric Association, 
1994) diagnosis of antisocial personality disorder 
(ATSI, positively correlated in some studies with 
narcissistic personality disorder (NAR), relatively un- 
correlated with DSM-IV borderline personality disor- 
der (BDL), and strongly negatively correlated with 
DSM-IV dependent personality disorder (DEP; Hare, 
1991). These patterns can be understood by exam- 
ining the other disorders in terms of the FFM (Costa 
& McCrae, 1990; Trull, 1592; Widiger & Trull, 
1992). From an FFM perspective, ATS consists of 
slightly elevated scores on Neuroticism, very high 
scores on Antagonism, and low scores on Conscien- 
tiousness; the positive correlation with psychopathy 
is driven by the shared aspects of Antagonism and 
low Conscientiousness, but this correlation is some- 
what attenuated by the divergence of Neuroticism 
across the two disorders. Similarly, NAR shares with 
psychopathy the facets of Antagonism (low altruism, 
tough-minded lack of empathy, and arrogance) but 

lacks the facets of low Conscientiousness. BDL con- 
sists of very high scores on Neuroticism, slightly ele- 
vated scores on Antagonism, and slightly low scores 
on Conscientiousness; the lack of correlation with 
psychopathy can be understood to reflect the diver- 
gence of Neuroticism and the convergence of Antag- 
onism and low Conscientiousness. Finally, DEP is 
comprised of very high scores on Neuroticism, low 
scores on Antagonism, and slightly low scores on 
Conscientiousness; the divergence in relations to An- 
tagonism and Neuroticism for DEP and psychopathy 
likely account for the negative relation between the 
two disorders. 

OBJECTIONS TO THE FIVE-FACTOR 
MODEL CONCEPTUALIZATION 

There are likely several objections to the FFM con- 
ceptualization of psychopathy presented here. Al- 
most all of these revolve around the dimensional 
perspective inherent in this conceptualization. That 
is, some people may challenge my rejection of the 
idea that psychopathic individuals are qualitatively 
distinct from nonpsychopathic individuals. I imagine 
that these objections take one of four forms. 

First, some individuals may rightly point out that 
since the 18th-century conception of moral insanity, 
people (e.g., lawyers, doctors) have recognized that 
certain individuals seem to have little control over 
their actions. On this basis, these individuals may 
ask how can such a disorder be a collection of fac- 
ets? Is this not evidence for the distinctiveness of 
psychopathy? I believe it is not evidence for the tax- 
onicity of psychopathy. Instead, I believe that psy- 
chopathy consistently comes to the attention of 
mental health professionals and criminal justice 
workers because it is such a virulent collection of 
traits. If I asked someone to “build the most dan- 
gerous person that he or she could imagine, that 
someone would probably build the psychopath. The 
collection of traits seen in psychopathy-high An- 
tagonism, low Conscientiousness, and low anxiety- 
is an extremely consequentia1 one. It reveals a lack 
of control that can lead to nothing but trouble. In 
its most full-blown form, the psychopathic individ- 
ual is not restrained by fear, concern for others, or 
the ability to reflect on the longer term outcomes of 
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his or her behavior. This is why the psychopathic 
offender has always held such specific interest, at- 
tention, and concern. 

Second, some individuals may cite a study pur- 
ported to be a demonstration of the taxonicity of 
psychopathy. In this study, Harris, Rice, and Quinsey 
(1994) applied several taxometric methods to data 
collected from over 600 offenders. Although fre- 
quently cited, I do not believe this study constitutes 
strong evidence for the taxonicity of psychopathy 
(see also Lilienfeld, 1998). The authors did find evi- 
dence for a taxon underlying the PCL-R Factor 2 
antisocial lifestyle items and for childhood antisocial 
behavior items, but they found no evidence for the 
taxonicity of Factor 1 items. Given the failure to 
find a taxon underlying the items that are frequently 
argued to constitute the core of psychopathy (and 
certainly to distinguish it from ATS), it seems there 
is little need to reject the FFM conceptualization on 
the basis of this study 

Third, criticism of the FFM conceptualization 
might indicate that psychopathy is associated with a 
variety of deficits in conditioning, emotional reactiv- 
ity, and psychophysiology; furthermore, one might 
ask how can such a collection of problems be un- 
derstood from the FFM perspective? In response, I 
would first question the notion of “deficit” in the 
sense of a discontinuity with normal functioning. In- 
stead, I think all of the differences observed between 
psychopathic and nonpsychopathic individuals are 
matters of degree rather than differences in kind. 
Many researchers of psychopathy agree with me on 
this point. For Lykken (1995), fearlessness, which 
he believed underlies the psychopathic individual’s 
poor passive-avoidance learning, is clearly a matter 
of degree, not an all-or-nothing phenomenon. Fowles 
(1980) argued that some of the psychophysiological 
indices on which psychopaths have been found to 
differ from nonpsychopaths are reflections of the 
strengths (not the presence or absence) of two un- 
derlylng motivational systems. Although Patterson 
and Newman (1993) suggested that the psycho- 
pathic offender has a deficit in response modulation, 
they write about the response modulation bias as an 
individual difference variable. Finally, Patrick (1994) 
explicitly argued that the abnormal affective re- 
sponse shown by psychopathic offenders “may rep- 

resent an extreme variation of normal temperament” 
(p. 319). Therefore, finding differences between psy- 
chopathic and nonpsychopathic individuals does not 
constitute evidence for the categorical nature of psy- 
chopathy. 

Next, methodological issues should make one 
question the idea that psychopathy is related to defi- 
cits in the areas above. An important methodological 
point not adequately appreciated is that in no study 
have researchers examined multiple deficits in the 
same sample. That is, one cannot say whether the 
individuals who show electrodermal hyporeactivity 
are the same ones who show problems in response 
modulation. Even if such a study was available, one 
would have to question the conclusion given the 
standard extreme group approach used in most 
studies of this kind. Although selecting the highest 
and lowest scoring PCL-R groups while discarding 
those in the middle range is understandable from a 
scarce resources perspective, it may have several un- 
intentional negative consequences. It exaggerates the 
degree of relation between psychopathy and what- 
ever individual difference variable is examined. It 
leads to groups that are high or low in all FFM fac- 
ets of psychopathy, which can make more specific 
differentiations difficult, if not impossible. 

In fact, the FFM conceptualization might be the 
best way to make sense of all of these so-called defi- 
cits. Psychopathy is related to such a diverse set of 
correlates because psychopathy is itself a collection 
of diverse traits. If psychopathy were comprised of 
only high Antagonism, only low anxiousness or 
vulnerability, or only low Conscientiousness, its list 
of correlates would be far smaller. Psychopathy, 
however, is comprised of high Antagonism, low 
anxiousness, and low Conscientiousness; as such, 
psychopathy is related to the correlates of each of 
these individual traits. 

A fourth and final objection might take the form 
of granting that the FFM can describe the psycho- 
path, but doubting whether such a description truly 
constitutes psychopathy I think this is a reasonable 
question, and more research needs to be done to ex- 
amine it. The results of a recently completed study 
(Miller et al., 2001), however, suggest that the FFM 
conceptualization may indeed capture the essence of 
psychopathy. In this study of 481 young adults from 
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the Lexington Longitudinal Study, Miller et al. 
(200 1) examined how well psychopathy assessed 
through the FFM could reproduce the nomological 
network surrounding PCL-R-defined psychopathy. 
They assessed psychopathy through the degree of re- 
semblance between an individual? NEO-PI-R profile 
and the expert-generated psychopathy prototype de- 
scribed earlier. FFM psychopathy was strongly re- 
lated to all of their validation measures. Besides 
bearing the predicted relations to scores on the fac- 
ets of the NEO-PI-R, FFM psychopathy was strongly 
positively correlated with scores on the LSRP; the 
number of symptoms of ATS and substance abuse 
and dependence taken from a diagnostic interview; 
and the variety and frequency of delinquent acts 
committed since the fourth grade. Additionally, FFM 
psychopathy was negatively correlated with internal- 
izing symptoms. All of these relations replicate those 
obtained in other studies using incarcerated, PCL-R- 
defined psychopathic offenders. 

CONCLUSION 

I believe that psychopathy is best understood as a 
collection of personality traits that exists on a con- 
tinuum with normal functioning. I also believe that 
the FFM provides a specific representation of psy- 
chopathy. In terms of Agreeableness and Conscien- 
tiousness, the picture is straightforward; psychopa- 
thy consists of extremely high Antagonism and very 
low Conscientiousness, particularly the facets of du- 
tifulness, self-discipline, and deliberation. The pic- 
ture is more complex for Neuroticism and Extraver- 
sion. In terms of Neuroticism, psychopathy consists 
of low anxiety, low self-consciousness, and low vul- 
nerability but high angry hostility and high impul- 
siveness. In terms of Extraversion, psychopathy con- 
sists of low warmth and low positive emotions but 
high excitement seeking. This conceptualization 
helps to make sense of four enduring issues in the 
psychopathy literature: (a) the PCL-R factor struc- 
ture, ib) the diversity of psychopathic deficits, (c) 
the concept of successful psychopathy, and (d) the 
patterns of comorbidity surrounding psychopathy. 
Finally, 1 believe that the FFM conceptualization of 
psychopathy presented here holds the potential for 
being generative and moling forward the under- 
standing of psychopathy. 
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C H A P T E R  2 1  

FURTHER USE OF THE NEO-PI-R 
PERSONALITY DIMENSIONS IN 

DIFFERENTIAL TREATMENT 
PLANNING 

Cynthia Sanderson and John E Clarkin 

In this chapter, we examine the potential contribu- 
tion of a dimensional model of personality (i.e., the 
five-factor model [FFM]) to the planning and appli- 
cation of psychological interventions. Contrary to 
popular perception, personality disorders are not un- 
treatable. Treatment is unlikely to remove fully all 
vestiges of a personality disorder, but there is com- 
pelling empirical support to indicate that clinically 
meaningful responsivity to treatment will occur 
(Linehan, 1993; Linehan & Kehrer, 1993; Perry, 
Banon, & Ianni, 1999; Sanislow & McGlashan, 
1998). Treatment of borderline personality disorder 
(BDL, e.g.) is unlikely to result in the development 
of a fully healthy or ideal personality (many signifi- 
cant aspects of the personality disorder often remain 
after effective treatment has occurred; Linehan, 
Tutek, Heard, & Armstrong, 1994), but treatment 
can result in the removal of the more harmful, dam- 
aging or debilitating components of the disorder 
and may at times even result in enough change that 
the person would no longer meet the fourth edition 
of the Diagnostic and Statistical Manual of Mental Dis- 
orders (DSM-IV; American Psychiatric Association 
[APAI, 1994) diagnostic criteria for BDL. 

There also continues to be growing interest, both 
in clinical practice (APA, 1989; Beutler & Clarkin, 
1990; Frances, Clarkin, & Perry, 1984; Miller, 1991) 
and research (Beutler & Clarkin, 1991; Harkness & 
Lilienfeld, 1997; Shoham-Salomon, 1991), to match 
patients with a treatment that is tailored to the spe- 
cific needs of the individual. There is also a recogni- 
tion that Axis 11 personality disorders modify treat- 
ment outcome of Axis I disorders (e.g., Reich & 

Vasile, 1993; Shea, Widiger, & Klein, 1992), but 
here we make a more general point. We suggest that 
broad personality dimensions, whether abnormal or 
not, contribute to and influence both the choice of 
and process of treatment intervention (e.g., Blatt, 
Quinlan, Pilkonis, & Shea, 1995; Blatt, Zuroff, 
Quinlan, & Pilkonis, 1996). We suggest that rather 
than of academic interest alone, the power of per- 
sonality dimensions is substantial and that therapy 
focus, alliance, and outcome all relate to personality 
dimensions. 

A major stimulus for the examination of the con- 
tribution of the FFM to treatment planning and, in 
particular, the Revised NEO Personality Inventory 
(NEO-PI-R; Costa & McCrae, 1992) is the incom- 
pleteness of the DSM-IV in reference to this clinical 
task. Of course, the DSM-IV system was not meant 
to be a treatment planning document but simply an 
organizing schema for the acquisition for such a 
process (APA, 1989). However, it is used as such, 
and the inadequacies of the DSM for differential 
treatment planning are related to the following con- 
siderati ons. 

First, a total picture of personality strengths, ex- 
cesses, deficits, and dysfunction is needed to plan 
treatment intervention for the individual patient, re- 
gardless of whether he or she complains of Axis I 
symptomatic syndromes or Axis I1 disturbed inter- 
personal relations. Although the Axis I disorders de- 
scribe common symptomatic patterns, the treatment 
of these conditions is always modified by the per- 
sonality characteristics of the individual, none of 
which are noted in the Axis I diagnostic criteria 
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themselves. Treatment efforts that only focus on 
strengths or, worse yet, focus on the deficits without 
attention to the assets of the individual’s personality 
are shortsighted. The third edition of the DSM 
(DSM-111; APA, 1980) suggests that one does not 
treat the person but rather the disorder that the per- 
son is manifesting. While this statement may have 
some validity when dealing with syndromal symp- 
tom patterns on Axis 1 that have a clear onset and 
course, this is not so with the personality disorders 
on Axis 11. The personality disorders concern traits 
that form the very fabric of the individual. When 
treating personality disorders, one is addressing the 
“whole” individual, and one must consider both the 
pathological and the nonpathological attributes. 

Second, both medical and social treatments are 
focused on particular constellations of behavior, atti- 
tudes, moods, and traits, not on diagnostic catego- 
ries. We argue in this chapter that psychosocial 
treatment is focused on the trait level. It is at the 
construct-trait level that one plans medical treat- 
ment. For example, in the medication treatment of 
BDL patients, the targets are impulsivity, mood dys- 
control, and thought disorder that are characteristic 
of long-term functioning (Cowdry, 1987; Sanislow & 
McGlashan, 1998; Soloff, 1987). 

DSM-IV Axis I1 have problematic construct validity 
(Clark, Livesley, & Morey, 1997). Empirical data 
suggest that the internal consistency of the disorders 
is often poor (Morey, 1988) and many of the disor- 
ders include several different constructs (Livesley, 
1998). In addition, because the Axis I1 disorders are 
polythetic, the group of patients who meet the diag- 
nosis are not homogeneous even in the defining 
characteristics (Clarkin, Widiger, Frances, Hurt, & 
Gilmore, 1983; Widiger et al., 1990). Furthermore, 
Axis 11 does not cover the total universe of personal- 
ity problems (Westen, 1997; Widiger, 1993). It has 
been pointed out, for example, that only half of the 
interpersonal circle is covered by Axis 11 (Kiesler, 
1986). 

Fourth, the categorical nature of Axis 1 and Axis 
11 is inadequate if not misleading in regard to treat- 
ment planning. In the clinical situation, many pa- 
tients come for therapy who do not meet the criteria 
for the categorization of any one personality disor- 

Third, the personality disorders as defined in the 

der but seek treatment for troubling and disruptive 
personality traits or patterns (Paris, 1998; Westen, 
1997; Widiger, 1993). Diagnostically, these individu- 
als may be accurately put in the category of person- 
ality disorder not otherwise specified (PDNOS), the 
catch-all diagnosis for patients with a personality 
disorder that do not meet the criteria for any exist- 
ing diagnostic category (APA, 1994). In many set- 
tings, PDNOS is the most prevalent Axis I1 condi- 
tion. Alternatively, many patients meet the criteria 
for more than one personality disorder, so that the 
clinician cannot plan treatment intervention around 
each disorder independently but rather must con- 
ceptualize the person and the multiple foci of inter- 
vention in an organized and hierarchical pattern tai- 
lored to the individual. 

DIFFERENTIAL TREATMENT DECISIONS 

For each patient, many different kinds of treatment 
decisions must be made. In this chapter, we pre- 
sent some important dimensions of treatment and 
suggest ways in which insights that are gained from 
a patient’s NEO-PI-R profile can help the therapist 
tailor the components of treatment to the individ- 
ual’s needs. First, we discuss four fundamental or 
macrotreatment decisions that are made at the ini- 
tial evaluation stage (Frances et al., 1984). These 
are the selection of (a) treatment setting (i.e., inpa- 
tient, day hospital, outpatient); (b) treatment for- 
mat (i.e., family, marital, group, individual); (c) 
strategies and techniques (i.e., psychodynamic, cog- 
nitive, behavioral); and (d) duration and frequency 
(i.e., brief or longer term treatments), frequency of 
sessions-a fifth and equally important macrotreat- 
ment decision is the potential use of medications. 
In the second half of the chapter, we discuss im- 
portant microtreatment decisions that are relevant 
to the moment to moment in-session and between- 
session decisions, such as degree of therapist direc- 
tiveness, depth of therapy experience, and breadth 
of treatment goals (Beutler & Clarkin, 1990). Sev- 
eral clinical vignettes illustrate our observations. Al- 
though there is much interdependence between the 
various dimensions of treatment planning, we have 
found it pedagogically helpful to separate them for 
illustrative purposes. 
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Macrotreatment Decisions 
Setting. The settings of treatment have remained 
somewhat constant in the last several decades: inpa- 
tient, day hospital, outpatient clinic, private office, 
treatment in the family home, and sessions at the 
site of the disorder (e.g., systematic desensitization 
in vivo). The accessibility of these treatment settings, 
however, has changed dramatically in the era of cost 
containment. Inpatient care has become much more 
restricted in terms of who obtains it (the most se- 
verely disturbed patients in acute distress) and for 
how long a period of time (the length of stay is be- 
coming much shorter). This constriction of resources 
has forced clinicians to be more creative in using al- 
ternatives to hospitalization in crisis situations, such 
as day hospital settings and crisis intervention. 
Format. The treatment format is the interpersonal 
context within which the intervention is conducted. 
The choice of a particular treatment format (i.e., in- 
dividual, group, family-marital) is determined by 
the perspective from which a presenting problem is 
initially defined by the patient- family, the clinician, 
or both. For example, from the clinician’s point of 
view, the treatment of the spouse with depression 
can vary depending on whether it is viewed as a 
current adaptation to a larger problem involving the 
family unit (suggesting a need for family interven- 
tion) or as the patient’s personal symptomatic adap- 
tation to a unique biological, social, and historical 
situation (in which case individual or group treat- 
ment is more likely to be indicated). The mediating 
and final goals of treatment vary accordingly. 

The individual treatment format is one in which 
the patient and therapist meet in privacy, and the 
individual is seen as the focus of intervention. The 
relationship between the therapist and patient is fos- 
tered and used as the framework for the application 
of a multitude of therapeutic techniques to assist the 
individual in coping with symptoms and resolving 
interpersonal conflicts through their replay with the 
therapist.. The individual format has advantages in 
addressing problems achieving intimacy, the striving 
for autonomy in adolescents and young adults, and 
issues that are of such private nature, embarrassing 
nature, or both that the confidentiality of the indi- 
vidual format is required at least for the beginning 
phase. 

The group treatment format is one in which a 
small number of patients meet with one or several 
therapists on a regular basis for the goal of treating 
the disorders of the group members. The group 
treatment format provides an economic mode of 
treatment delivery, an effective means of reducing or 
circumventing the resistances expressed in individual 
therapy, and adjunctive support or ancillary thera- 
pists in the form of other patients. Group therapy 
also creates a setting in which interactional forces 
can be manifested and examined. Group treatments 
can be classified as heterogeneous or homogeneous 
in membership. Although this distinction is not sup- 
ported by controlled research, it has been used ex- 
tensively in clinical practice. 

In heterogeneous groups, individual patients dif- 
fer widely in their problems, strengths, ages, socio- 
economic backgrounds, and personality traits. Treat- 
ment in heterogeneous groups fosters self-revelation 
of one’s inner world in an interpersonal setting 
where sharing and feedback are encouraged. The 
group provides a context in which interpersonal be- 
havior patterns are re-experienced, discussed, and 
understood and in which patients experiment with 
new ways of relating. There are two general indica- 
tions for heterogeneous group therapy. First, the pa- 
tient’s most pressing and salient problems occur in 
current interpersonal relationships. Second, prior in- 
dividual therapy formats have failed for various rea- 
sons (e.g., the patient has a strong tendency to actu- 
alize interpersonal distortions in individual therapy 
formats, or the patient is excessively intellectual- 
ized). The enabling factors for heterogeneous group 
therapy include a capacity to participate in the 
group treatment as evidenced by openness to influ- 
ence from others, willingness to participate in the 
group process, and willingness and ability to protect 
group norms. The patient’s motivation for group 
treatment must be sufficiently adequate to foster 
participation. 

Homogeneous groups are self-help or profession- 
ally led groups in which all members share the same 
symptom or set of symptoms that are Lhe primary if 
not sole focus of the intervention and change. The 
type of group is usually highly structured and pro- 
vides a social network for the patient who previ- 
ously may have felt alone and isolated with the tar- 
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get symptom. The sense of commonality in jointly 
combating a shared problem provides support and 
self-validation. Homogeneous groups tend to avoid 
techniques of psychological interpretations and use 
group inspiration, didactics, modeling, and advice 
because the goal is not insight but behavioral 
change. 

is that the patient’s most salient problem or chief 
complaint involves a specific disorder for which a 
homogeneous group is available. These problems fall 
into four general categories: (a) specific impulse dis- 
orders, such as, obesity, alcoholism, drug addiction, 
gambling, and violence; (b) problems adjusting to 
and coping with medical disorders, such as cardiac 
ailments, ileostomy, terminal illness, chronic pain, 
and others; (c) problems of a particular developmen- 
tal phase, such as childhood, adolescence, childrear- 
ing, and aging; and (d) specific mental disorders or 
symptom constellations, such as agoraphobia, so- 
matoform disorders, BDL, and schizophrenia. 

The family treatment format is one in which var- 
ious subgroups of a family (a nuclear family, a cou- 
ple, or a couple with a family of origin) meet on a 
regular basis with a therapist. The family format was 
derived in large part from an emphasis on the con- 
textual origins of the presenting problems. Recently, 
family and marital treatments have been applied 
more broadly, with greater emphasis on their practi- 
cal utility rather than solely or primarily on the hy- 
pothesized role of the family dyad in the problem’s 
generation, maintenance, or both. Hence, family- 
and marital-based treatments are used for various 
medical (e.g., hypertension) and psychiatric disor- 
ders (e.g., agoraphobia, schizophrenia, BDL), 
wherein the spouse or family member is enlisted to 
provide social support to the patient. 

The mediating goals of family and marital treat- 
ments are to change the repetitive and often rigid 
interpersonal interchanges by family members that 
are in themselves the focus of complaint or are hy- 
pothesized to be related to the symptoms of one or 
more individuals. In addition to the use of the usual 
range of strategies and techniques, the use of the 
family format allows direct therapeutic assessment 
and impact on these behaviors because they operate 
in predictable sequences in the family setting. 

The indication for homogeneous group treatment 

The relative indications for family-marital for- 
mats include (a) family-marital problems presented 
as such without any one family member designated 
as the identified patient; (b) a family presents with 
current structured difficulties in intrafamilial rela- 
tionships, with each person contributing collusively 
or openly to the reciprocal interaction problems, or 
symptomatic behaviors are experienced almost pre- 
dominantly within the family-marital system; or (c) 
a family is unable to cope adequately with the be- 
havior of a particular family member, such as ado- 
lescent acting-out behavior (promiscuity, drug abuse, 
delinquency, vandalism, violent behavior) or a 
chronic mental illness of one family member. 

terview, can be helpful in the choice of treatment 
format in two ways. First, the NEO-PI-R helps de- 
scribe the predominant interpersonal patterns of the 
patient and suggest areas of difficulty needing treat- 
ment, whether these interpersonal problem areas 
could be addressed in individual, family, or group 
formats. For example, although the NEO-PI-R pro- 
file is not directly related to the choice of family- 
marital treatment format (because it is an instrument 
concerned with characteristics of the individual as a 
self-contained unit), the NEO-PI-R can suggest how 
that individual relates to others, including family 
members. 

could effectively use a particular treatment format. 
For example, the NEO-PI-R could indicate which in- 
dividuals could use a group format, those who 
would likely need the privacy of individual treat- 
ment, or those who may have difficulty accepting 
group treatment. Those who are particularly antago- 
nistic (e.g. suspicious, critical, unempathic) or intro- 
verted (low warmth, low gregariousness) may not be 
suitable for group therapy. The NEO-PI-R can also 
be useful in anticipating conflicts and problems 
among the group members (e.g., antagonistic people 
may take advantage of the excessively trusting or 
passive patient). 
Strategies and Techniques. There seems to be a 
consensus in the clinical literature that the differ- 
ences between treatments-differences seen as cm- 
cia1 for outcome-are captured at the level of treat- 
ment strategies and techniques. We would question 

The NEO-PI-R, in combination with a clinical in- 

Second, the NEO-PI-R can help individuals who 
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this assumption as far from complete and suggest 
that psychotherapy has advanced in its specificity, 
not through investigation of techniques but through 
research on the disorders themselves. As the disor- 
ders have become more clearly differentiated, the 
treatments have become more focused. For example, 
the family treatment of schizophrenia has flourished 
since the concept of expressed emotion (EE) and its 
influence on the course of the disorder was expli- 
cated. Treatments have been formulated with the ex- 
plicit focus of reducing EE through the use of vari- 
ous strategies and techniques. The implication is 
that no treatment strategy- technique can be consid- 
ered in isolation, but its value lies in its usefulness 
in achieving the mediating goals of treatment for the 
specific problem diagnosis. 

Treatment manuals are now being written to 
guide research and training in the techniques of the 
various schools (dynamic, behavior, cognitive) for 
diverse patient populations, for example anxiety 
(Beck Q Emery, 1985), depression (Beck, Rush, 
Shaw, Q Emery, 1979), schizophrenia (Falloon, 
Boyd, Q McGill, 1984), interpersonal problems (Lu- 
borksy, 1984; Strupp & Binder, 1984), and BDL 
traits (Linehan, 1993). Clinical research indicates 
which strategies-techniques are effective with which 
specific patient problem areas. 

Paradoxically, although treatment manuals that 
define treatment packages for all individuals with a 
common diagnosis or syndrome are growing in 
number, at the same time there is a concerted effort 
to assign the individual patient to the most optimal 
treatment. In this chapter we suggest that the NEO- 
PI-R has the potential for utility at the very intersec- 
tion of manuals for specific disorders as applied to 
the individual. 

In addition to using the strategies and techniques 
common to the various schools of therapy, the clini- 
cian must consider the use of more specific ap- 
proaches that might be appropriate for the particular 
case. In this process, one considers most carefully 
the mediating goals of treatment and those strategies 
and techniques that might. be instrumental in reach- 
ing those goals. The select.ion of specific techniques 
is related to the (a) nature of the problem-disorder 
(e.g., etiology, causes, stressors), (b) breadth of ther- 
apy goals, (c) depth of therapy goals, and (d) reac- 

tance level of the patient. In rare instances, specific 
strategies and techniques have shown superiority 
over competing ones in comparison studies. The cli- 
nician must determine individual mediating goals for 
each patient, given his or her unique diagnosis, so- 
cial environmental situation, and personality assets 
and liabilities. For example, psychodynamic tech- 
niques have the mediating goal of insight and con- 
flict resolution; behavioral techniques, the mediating 
goals of specific behavioral changes; cognitive tech- 
niques, the mediating goals of change in conscious 
thought processes; and experiential-humanistic 
techniques, the mediating goals of increased aware- 
ness that is more fully integrated into the patienth 
personality 

Although the NEO-PI-R does not relate directly 
to the mediating goals of the treatment of the indi- 
vidual case, information from this instrument can be 
of assistance in choosing strategies and techniques 
for the treatment of the individual. This occurs 
mainly through the consideration of the patient5 
problem complexity, coping styles, and reactance 
level, which is considered in detail later in this 
chapter. 
Duration and Frequency of Treatment. 
duration is multifaceted. The concept can refer to 
(a) the duration of a treatment episode, (b) the du- 
ration of a treatment element (e.g., hospitalization) 
within a single treatment episode, or (c) the succes- 
sion of treatment episodes in a virtually lifetime 
treatment of a chronic disorder such as schizophre- 
nia. The major reference is to the duration of the 
treatment episode, that is, the time from evaluation 
to termination of a particular treatment period. 

A number of factors make the relationship be- 
tween duration of a treatment episode and outcome 
relatively unpredictable. The duration of the treat- 
ment episode and the frequency of sessions are re- 
lated to the amount of effort and length of time 
needed to achieve the mediating and final goals of 
the intervention, which in turn are related to the na- 
ture of the disorder and symptoms under treatment. 
In general, the greater the breadth of goals and 
depth of experience of the treatment, the longer the 
treatment. Alternatively, when the goals of treatment 
are circumscribed, treatment can be brief. Setting 
the duration for a brief treatment can assist in en- 

Treatment 
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suring that the goals will be reached more quickly 
than leaving the duration open ended. 

which brief psychotherapies are the predominant 
form of treatment for many patients. Whether it is 
planned in advance or not, most patients engage in 
psychotherapy for only a short period of time. Pa- 
tients seeking clinical outpatient psychotherapy gen- 
erally expect it to last no more than 3 months, and 
a very high percentage of patients actually remain in 
treatment for fewer than 12 sessions. Most therapy 
has always been brief; what is new is the notion of 
time-limited therapy by design. 

The first step in planning for treatment duration 
is to decide whether to recommend a brief or longer 
term outpatient intervention. Some clinicians offer 
brief therapy as the initial treatment for all patients, 
except those few who have already had an unsuc- 
cessful experience with it or those who present with 
clear motivation and indications for long-term treat- 
ment. Because it is difficult to predict from one or 
two interviews which patients require and can bene- 
fit from longer interventions, a trial of brief therapy 
is often useful as an extended evaluation or role in- 
duction. 

Brief psychotherapies differ among themselves in 
goals, treatment techniques, strategies, format 
(group, family, or individual), setting (inpatient, day 
hospital, outpatient), and selection criteria. In fact, 
the different models of brief therapy are as diverse 
as those applied in longer treatments. However, cer- 
tain essential features characterize the brief therapies: 
establishing a time limit, achieving a focus with 
clear and limited goals, achieving a workable 
patient-therapist alliance rapidly, and having an ac- 
tive therapist. 

The indications for brief therapy, of whatever 
model, include (a) a definite focus, precipitating 
event, or target for intervention must be present; (b) 
the patient’s overall motivation and goals may be 
limited but must be sufficient for cooperation with 
the brief treatment; (c) the patient must be judged 
to be capable of separation from treatment; (d) the 
patient’s usual level of functioning is adequate and 
does not require the level of change usually brought 
about only by long-term or maintenance treatment; 
(e) limited financial or time resources on the part of 

Brief Therapy. Psychologists may be in an era in 

the patient or the delivery system may incline to- 
ward brief treatment; and (f) brief treatment may be 
chosen in preference to longer treatment to avoid 
secondary gain, negative therapeutic reactions, un- 
manageable therapeutic attachments, or other iatro- 
genic effects. 

An important consideration in making the deci- 
sion for brief treatment is the potential usefulness of 
one of the brief therapies for a specific patient prob- 
lem area. Difficulties brought by patients can be 
broadly conceptualized as either symptomatic or 
conflictual in nature (Beutler & Clarkin, 1990). Brief 
treatments have been articulated for symptoms (e.g., 
depression, anxiety), unrecognized feelings, behav- 
iors (e.g., phobias), and interpersonal conflicts (Clar- 
kin & Hull, 1991; Hollon & Beck, 1986; Koss & 
Beutler, 1986). 

brief-focused treatments might be the most benefi- 
cial in two ways: (a) by indicating the breadth of 
problem and (b) by indicating the interpersonal as- 
sets that would foster a rapid alliance with the ther- 
apist and the acceptance of the therapist’s assistance. 
Thus, the ideal patient for planned brief treatment 
from the NEO-PI-R would show isolated but signifi- 
cant elevations on Neuroticism, high openness to ac- 
tivities and ideas, high warmth (for rapport), and 
high Agreeableness. 

Long-Term Psychotherapy. Regardless of tech- 
nique, the rationale for treatment of long-term dura- 
tion is that some problems are so ingrained, com- 
plex, and extensive that an extended period of time 
is necessary for their dissection and resolution and 
for the patient to assimilate and apply new solutions 
to daily life. Because regularly scheduled long-term 
psychotherapy is expensive and is minimally sup- 
ported by available research, the prescription of this 
duration requires the most thoughtful assessment of 
indications, contraindications, and enabling factors. 

A poor or insufficient response to brief treatment 
is an empirical demonstration of the need for further 
intervention. Whereas most psychotherapy research 
studies deal with brief therapy, these studies are im- 
pressive in the number of patients who do not re- 
spond to the brief intervention. The overuse and 
limitations of brief therapies have been described 
elsewhere (Clarkin & Hull, 1991). Patient factors 

The NEO-PI-R can help clinicians choose which 
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that tend to lengthen the treatment include the diag- 
nosis of chronic mental disorders (e.g., schizophre- 
nia, bipolar disorder), multiple problem areas, poor 
patient enabling factors for treatment, and relatively 
poor premorbid functioning and adjustment. 
Prescription for No Treatment. Evaluation only, 
or the prescription of no treatment for the individ- 
ual following evaluation, is the briefest intervention. 
Clinicians are not inclined to recommend no treat- 
ment and rarely do so for patients applying for help 
in a clinical setting (Frances & Clarkin, 1991). For 
treatment planning purposes, it is helpful to distin- 
guish (a) patients likely to improve without treat- 
ment (spontaneous remission, i.e., healthy individu- 
als in crisis); (b) patients who are likely not to 
respond (nonresponders, i.e., antisocial, malingering, 
or factitious illness, iatrogenically infantilized pa- 
tients, or poorly motivated patients without incapac- 
itating symptoms); (c) those at risk for a negative re- 
sponse to treatment (i.e., severe masochistic, 
narcissistic, and oppositional patients; patients who 
enter treatment wanting to justify a legal claim or 
disability); and (d) those for whom the recommen- 
dation of no treatment i s  an intervention in itself 
aimed at their resistance (i.e., oppositional patients 
refusing treatment; Frances et al., 1984). 

Combined with a careful history, the NEO-PI-R 
may be of assistance in isolating those patients for 
whom treatment is contraindicated or for whom en- 
gagement, change, or both in treatment is unlikely. 
A conceptualization of this parameter early in the 
patient’s assessment enables the clinician to save val- 
uable time and effort from a foredoomed treatment 
or provides information to be used in confronting 
the patient with the potential roadblocks, hence re- 
sulting in effective treal-ment from the first evalua- 
tion. 

A relatively healthy indi- 
vidual caught in the throes of a crisis is a likely can- 
didate for spontaneous remission. The NEO-PI-R for 
such an individual would show strengths in terms 
of, at most, an isolated and only moderate elevation 
in Neuroticism and good contact with others (i.e., 
Agreeableness and Extraversion). In particular, the 
prolile would emphasize strengths in the area of 
Conscientiousness. The individual might present 
with a profile that is not substantially problematic 

Spontaneous Remission. 

(e.g., moderate on Neuroticism and at worst high or 
low on Extraversion). The patient‘s problems may be 
situational and transient, and the patient may have 
the personality strengths to overcome these prob- 
lems on his or her own (e.g. high in Conscientious- 
ness and openness to ideas and activity). The best 
approach might then be to recommend no treatment 
because the patients can call on their own resources. 

Clinical Vignette of a Likely Case for Spontaneous 
Remission. 
woman who presented to a hospital outpatient clinic 
complaining of problems in relationships with men. 
In this clinical setting, a screening battery was de- 
signed to provide suggestions for treatment plan- 
ning, with information on functioning (Social Ad- 
justment Schedule [SAS]), symptom distress 
(Symptom Checklist 90 [SCL-901; Beck Depression 
Inventory [BDI]) and personality traits (NEO-PI). 
The relative elevation of symptoms (SCL-90) to in- 
terpersonal difficulties (scales of the NEO-PI) pro- 
vided information on treatment focus. 

Christine’s SCL-90 was quite low with scaled 
scores in the 20-30 range (M = 50),  indicating little 
symptom distress. Likewise, the BDI was below av- 
erage. The SAS-SR indicated adaptive functioning in 
all areas, with some minor difficulties in finances 
and social functioning. Her NEO-PI was average for 
Neuroticism; very high in Extraversion, Openness, 
and Agreeableness; and high in Conscientiousness. 
She appeared to be extraverted, open to experience, 
agreeable in her relationships, and conscientious in 
her behavior. Her distress level, on both the SCL-90 
(more of a state measure) and NEO-PI Neuroticism 
(more of a trait measure), was not significantly ele- 
vated. 

In the clinical setting, Christine was assigned to 
brief individual therapy. She, however, discontinued 
treatment after a few sessions in which she dis- 
cussed some difficulties with a current boyfriend. 
On hindsight, this patient probably could have been 
assigned by the clinical team for evaluation only or 
at least scheduled from the beginning for a limited 
number of sessions. She was not substantially symp- 
tomatic and she presented with many strengths, so 
the assessment could have been presented to her in 
an optimistic way. With the clinician relating to her 
many strengths, she could have been advised in a 

Christine was a 29-year-old single 
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positive way that she did not need extensive or per- 
haps even any therapy. 

Some individuals are not likely 
to benefit from treatment. Two subgroups of nonre- 
sponders are important to note. One group is com- 
posed of individuals low in Conscientiousness and 
very high on Neuroticism. They are in tremendous 
pain, but they drop out of treatment quickly. An in- 
dividual in this group may have a history of being 
in and out of psychotherapy Regrettably (or under- 
standably) extremely high scores on Neuroticism 
coupled with low scores on Conscientiousness are 
often seen in people with personality disorders, par- 
ticularly BDL, antisocial, and passive-aggressive per- 
sonality disorders. A second group is composed of 
individuals low in Conscientiousness and very low 
in Neuroticism. Individuals in this group may 
bother other people with their behavior but not par- 
ticularly be bothered by their own behavior. Conse- 
quently, they have little motivation to change. These 
individuals may express mild interest but may find 
various reasons for why they cannot continue treat- 
ment. 

Patients at Risk for a Negative Response to Treat- 
ment. 
who get into a hostile, possibly psychotic transfer- 
ence. In psychodynamic terms, some of these pa- 
tients manifest a negative therapeutic reaction. Some 
people who meet the DSM-IV criteria for BDL would 
fit into this group. 

On the NEO-PI-R, these patients score very low 
on openness to actions. If the therapist tries to en- 
courage them to do something, they may try to im- 
prove their life only slightly, they may not try at all, 
or they may do so only in a cursory manner. The 
therapist may assign them homework or practice, 
but somehow it never works out. These patients are 
also likely to be low on Conscientiousness. They are 
not diligent or responsible in their efforts. People 
high on openness to fantasy are adaptively respon- 
sive to speculation and introspection, but people 
who are very high on openness to fantasy can be 
weak in their reality testing. Low scores on Agreea- 
bleness suggest that a person is suspicious, opposi- 
tional, and resistant. Nothing that the therapist of- 
fers is considered useful or valuable. What the 
therapist suggests is either perceived as deficient or 

Nonresponders. 

We are also concerned here with individuals 

has been tried with no success. Such individuals are 
unlikely to work well in a team or a group, even 
though they may be very high on Neuroticism. Low 
scores on Agreeableness often (but not always) seen 
in people diagnosed with a personality disorder, par- 
ticularly BDL and antisocial personality disorder. 

No Treatment as an Intervention for Resistance. 
Some patients who apply for treatment are, at the 
same time, motivated to escape treatment at any 
possible turn. For example, individuals sent to treat- 
ment by others (e.g., mates sent by spouses, adoles- 
cents and early adults sent to treatment by parents, 
employees sent by employers, or those sent by the 
courts) fall into this category They may experience 
little dysphoria or distress (e.g., average score on 
Neuroticism). If they are really in trouble (i.e., they 
are treatment resisters, yet they need treatment, 
which they then impulsively reject), one might ex- 
pect high scores on Impulsiveness and Hostility. 
However, the particularly resistant people are low on 
Openness and low on Agreeableness. They resist any- 
one “telling them what to do” because they are not 
open to change and are antagonistic to the sugges- 
tions of others. 

Clinical Vignette of the Initial Evaluation Process. 
The patient was a 25-year-old woman, Abigail, who 
was an executive within a major telecommunication 
corporation. Never in psychotherapy before, she was 
evaluated and referred by a colleague at work be- 
cause she had been engaged in promiscuous rela- 
tionships. She presented with the complaint that she 
had very few friends, despite appearing as an engag- 
ing and friendly person. On the NEO-PI, Abigail 
came out as fairly well adjusted in most areas. She 
was average on Extraversion, high on Conscientious- 
ness (a high-achieving woman), high on Agreeable- 
ness, and high on Openness. On Neuroticism, Abi- 
gail was very high on the Hostility facet scale. 

Her difficulties were seen as conflict focused 
rather than simple, habitual symptoms. Therefore, 
the treatment goals included conflict resolution, es- 
pecially those conflicts that were expressed within 
her interpersonal relationships. Her coping style was 
somewhat repressive, while she still maintained an 
active internal life. In many ways, she had some 
qualities of internalization because she was open to 
ideas. She was very intellectual, thought about 
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things, read, and was open to considering other 
people’s points of view. By relating to her repressive 
and internalized coping style, the clinician was able 
to plan a therapy experience with depth that in- 
cluded exploration of thoughts, feelings, motives, 
and drives. 

Her reactance potential was high, as manifested 
by her very high hostility score within the domain 
of Neuroticism. However, she was also high on 
Agreeableness and high on Conscientiousness. High 
hostility on the NEO-PI immediately suggests to the 
therapist to use a cautious approach. Because of the 
characteristic hostility, the therapist assumed that it 

would not be a good idea to confront her. Rather, 
the therapist would have to take a slower course, 
speculating with her why t.hese events were taking 
place in her life and slowly introducing the idea that 
she had a part in it be . ,  appeal to her openness to 
ideas). Thus, a confrontational brief therapy was not 
deemed as promising. The patient’s level of Consci- 
entiousness, however, boded well for an ability to 
remain involved in a more long-term treatment. 

Abigail was assigned to open-ended individual 
psychodynamic treatment. What emerged over the 
course of the psychotherapy, however, was that de- 
spite this woman’s friendly, agreeable presentation, 
she had a troubling high degree of hostility. She was 
oriented toward other people and was generally 
agreeable, but she had difficulties controlling her 
temper and anger. Invariably this anger led to a 
number of interpersonal conflicts. The NEO-PI had 
uncovered this information immediately, whereas the 
interview did not. The initial interviewer was struck 
more by her strengths (i.e., her Conscientiousness 
and Agreeableness). Her difficulties with anger, tem- 
per, and hostility were hidden by her effort to be 
agreeable and conscientious. 

about herself that might be a problem behavior 
(e.g., she pushes people away with her hostility), 
Abigail would react with impulsive anger. The main 
way her hostility was exhibited in the transference 
was that she would state how much she liked the 
therapist, that the therapist was wonderful, and that 
she was so lucky to have the therapist. But if the 
therapist was late by a minute or if the therapist was 
momentarily unavailable (e.g., one time the therapist 

When the therapist introduced an idea to Abigail 

had to answer the phone during the session because 
someone was calling in crisis), she became extremely 
angry and at times even enraged. However, Abigail 
was conscientious and agreeable enough to keep the 
angry reaction to herself, at least until the next ses- 
sion when she would again attack the therapist. 
Over the course of time, however, Abigail was able 
to integrate these interventions. She would go home 
and think about the content of her therapy session 
(i.e., high Openness), and she was able to make real 
gains, including the cessation of promiscuous rela- 
tionships and the initial motivation for treatment. 
Subsequent to treatment, Abigail married and has 
since been very successful in establishing several 
meaningful friendships. 

Micro trea tmen t Decisions 
In contrast to the macrotreatment decisions made at 
evaluation that set the course for the major param- 
eters of treatment, numerous microtreatment deci- 
sions are made by the therapist throughout the 
course of treatment. Beutler and Clarkin (1991) pos- 
tulated that key patient characteristics help the clini- 
cian decide about moment-to-moment decisions re- 
garding breadth of treatment goals, depth of therapy 
experience, and degree of directiveness in the treat- 
ment assumed by the patient. We suggest that deci- 
sions around these parameters of treatment should 
be based on patient characteristics of problem com- 
plexity, characteristic coping styles, and reactance 
level. 
Problem Complexity and Breadth of Treatment 
Goals. It is therapeutically useful to distinguish 
between simple or habitual symptoms and complex 
symptom patterns. Habitual or simple symptoms are 
isolated, environmentally specific, currently sup- 
ported by reinforcing environments, and bear a 
clearly discernible relationship to their original adap- 
tive form and etiology (Beutler &I Clarkin, 1990). In 
contrast, underlying conflicts can be inferred when 
the symptoms have departed from their original and 
adaptive form and are elicited in environments that 
bear little relationship to the originally evoking situ- 
ations. 

Matched with the patient’s problem complexity is 
the breadth of treatment goals. We distinguish be- 
tween conflict-focused goals and simple symptom- 
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focused goals. Somatic treatments by definition are 
symptom focused; likewise, behavioral and cognitive 
psychotherapies are directed most specifically to al- 
tering simple symptom presentations. In contrast, 
interpersonal, experiential, and psychodynamic ther- 
apies are more broadly focused on symptomatic 
change as related to change in internal characteris- 
tics of the patient. Manuals for the cognitive treat- 
ment of anxiety (Beck & Emery, 1985) and depres- 
sion (Beck et al., 1979; Klerman, Weissman, 
Rounsaville, & Chevron, 1984) are useful for guid- 
ing an individual’s treatment focused on the cogni- 
tive and interpersonal underpinnings of both of 
these troubling affects. Manuals for conflict-focused 
psychotherapies are illustrated by defining a conflict- 
oriented therapeutic focus. Experiential (Daldrup, 
Beutler, Engle, & Greenberg, 1988), interpersonal 
(Klerman et al., 1984), psychodynamic (Strupp & 
Binder, 1984), and family (Minuchin & Fishman, 
198 1) all formulate treatment foci and mediating 
goals that are beyond the simple symptom focus it- 
self. 

The NEO-PI-R measures neither the acuteness of 
symptoms nor direct conflicts. Rather, “trait” symp- 
toms such as depression and anxiety are measured 
on the Neuroticism scale. The NEO-PI-R is useful 
in detecting the presence of single or multiple 
symptom patterns (e.g., one facet elevated in Neu- 
roticism vs. many). The clinical interview is useful 
to ascertain if the symptom is simple or complex 
and of conflict organization. The dimensions of 
Neuroticism and Extraversion (and their facets) 
provide indications of the spread of symptoms that 
the individual typically experiences. Conflicts might 
be indicated or have fertile ground in those indi- 
viduals with high self-consciousness and high vul- 
nerability facet scores in combination with signs of 
distress (e.g., high scores on hostility, depression, 
and anxiety). 

conflict-resolving change) may not always coincide 
with depth of therapy experience. For example, un- 
derlymg conflicts do not have to be addressed di- 
rectly in therapy to be resolved. Behavioral change 
may result in conflict change without directly ad- 
dressing the conflicts in the treatment. This is espe- 
cially true in patients with real strengths (Global AS- 

The breadth of goals (e.g., behavioral and 

sessment of Functioning Scale score of 71-100; 
APA, 1994). 

Thus, the depth of therapy experience does not 
have a one-to-one relationship with breadth of ther- 
apy goals, at least from an outcome perspective. The 
depth of therapy experience is limited by (a) the 
coping styles of the patient (i.e., as defensiveness 
goes up, depth goes down) and (b) the capability of 
the patient to handle disturbing material (e.g., ex- 
ploring conflicts with schizophrenia patients can be 
counterproductive). 
Coping Styles and Depth of Treatment Experi- 
ence. 
to the focus of difficulty, is central to treatment 
planning. There is no definitive method of categoriz- 
ing patient coping styles. Three fundamental coping 
styles are internalization, repression, and externaliza- 
tion (Beutler & Clarkin, 1990). 

volves preferential use of defenses such as undoing, 
self-punishment, intellectualization, isolation of af- 
fect, and emotional overcontrol and constriction. In- 
dividuals with this coping style often present with 
blunted or constricted affect (low positive emotions) 
and with constrained interpersonal relationships 
(low Extraversion). 

style, however, probably has a very active inner life. 
This would appear on NEO-PI-R Openness, with 
openness to ideas and fantasy and possibly openness 
to aesthetics. The individual may be low on open- 
ness to feelings. This person often engages in exces- 
sive ideation to control conflicted or painful feelings. 
People using internalization present with symptoms; 
they are aware of an intrapsychic conflict, which 
causes anxiety and depression that they might intel- 
lectualize in therapy. Thus, some elevation on the 
Neuroticism score is to be expected. But the scores 
on Openness, especially relatively high scores on 
openness to ideas combined with low scores on 
openness to feelings and low Extraversion, might 
identify their propensity to internalization. 

nalizers present with defensive acting out and pro- 
jection. They limit and curtail anxiety by assigning 
responsibility for their behavior onto external 
sources and discharge anxiety by action rather than 

The coping style of the patient, in addition 

Internalizing. An internalized coping style in- 

A patient who is using internalization as a coping 

Externalizing. In contrast to internalizers, exter- 
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thought. Interpersonally, these individuals move 
against others and act against the environment. They 
keep intense feelings at a distance. Their symptoms 
are ego syntonic. 

Those who use externalization would be high 
on Extraversion, low on Neuroticism, and low on 
Conscientiousness. These individuals do not inter- 
nalize or experience much psychological discom- 
fort. Hostility may be their one spike within the 
domain of Neuroticism. They do not express much 
anxiety or depression. Impulsivity may be slightly 
elevated, indicating that they act rather than reflect 
(although this may also be evident by their low 
scores on Conscientiousness). Again, as they exter- 
nalize blame, they may indicate some elevations on 
hostility. It is unlikely that they would be high 
scorers on Openness because they do not reflect 
much or consider widely diverse opinions. They 
may feel free to criticize others (low Agreeableness), 
but as low scorers on Neuroticism, they deny any 
pain of their own. 

Reliance on repression and denial, 
such as denial of negative feelings, reaction fonna- 
tion, repression of the content that arouses uncom- 
fortable experiences, negation of the meaning of 
negative social stimuli, and insensitivity to one’s im- 
pact on others, are characteristic of a repressive cop- 
ing style. 

On the NEO-PI-R, such people may report a de- 
gree of intrapsychic pain on Neuroticism, but they 
would be particularly low on openness to ideas, 
emotion, and fantasy. This person does not want to 
think about things very much and may repress feel- 
ings and thoughts. Moreover, this person may also 
be very low on Neuroticism because he or she does 
not want to admit that anything is wrong. In sum- 
mary, if the individual is low on Neuroticism and 
very low on Openness (especially to ideas, fantasy, 
and feelings), the individual may not be interested 
in opening up or reflecting on any psychological is- 
sues. 

Their scores on Agreeableness could also be 
moderate to high. This kind of individual goes along 
with others’ suggestions and directions, avoiding 
conflicts because they repress and deny uncomforta- 
ble feelings including anger. Such an individual joins 
in, does what is expected, and does not address 

Repressive. 

conflict. This makes treatment difficult because there 
is a willingness to agree and join with the therapist 
in confluence with a lack of openness to thinking 
about one’s life or experience. 

Depth of Experience Addressed in the Treatment. 
The foci or targets for treatment intervention can be 
conceptualized as involving four areas of functioning 
on a dimension of levels of experience (Beutler & 
Clarkin, 1990): (a) behaviors of excess and insuffi- 
ciency, (b) dysfunctional cognitive patterns, (c) un- 
identified feelings and sensory experiences, and (d) 
unconscious conflicts. There is a progression in this 
conceptualization from behaviors to cognitions to 
feelings and motivations, recognized and unrecog- 
nized. Whereas most treatments usually touch on all 
these areas either inadvertently or by design, empha- 
sis on one or more areas of experience can vary 
considerably depending on the patient and his or 
her concerns and the therapist’s orientation and fo- 
cus of treatment intervention. 

It is important to match the dominant coping 
style of the patient with the depth of experience ad- 
dressed by the treatment procedures. Most specifi- 
cally, patients who are prone to externalize their dis- 
tress are probably best matched with behaviorally 
oriented therapies targeted to external behavior 
rather than those that focus on unconscious pro- 
cesses. The externalizing patient resists nondirective, 
exploratory psychotherapy. If the externalizing indi- 
vidual comes for therapy, it may be because of some 
circumscribed complaint or because a significant 
other (spouse or boss) insists on behavioral change. 
Thus, in treatment, one would want to work with 
strict contingencies for changes in behavior. In ex- 
treme cases, where the patient is very low on Neu- 
roticism (lacking much internal motivation for 
change) but is high on Extraversion and Agreeable- 
ness, the therapist might work at a hierarchy of con- 
crete rewards that have intrinsic meaning to the pa- 
tient. 

The externalizing patient’s social acting out and 
avoidance of responsibility would be reflected in a 
low score on Conscientiousness. The lower the pa- 
tient’s score on Conscientiousness, the more difficult 
the therapist’s task. This is especially true if the pa- 
tient is relatively high on Extraversion and average 
on Agreeableness; the patient presents as a “hail fel- 
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low, well met” who may tend to give superficial and 
affable agreement in sessions, without having the 
slightest intention of following through in the treat- 
ment contract. Likewise, patients who internalize 
should be matched with therapies that address the 
level of their unrecognized-unconscious motives 
and fears. 
Reactance Level and Degree of Therapy Directive- 
ness. Reactance is defined as the individual’s likeli- 
hood of resisting threatened loss of interpersonal 
control (Beutler & Clarkin, 1990). The high reac- 
tance person seeks direction from within rather than 
from outside resources for solutions or answers. 
High reactivity would be reflected on the NEO-PI-R 
by moderate to high levels of openness to ideas and 
fantasy. It might also be reflected in average to high 
Conscientiousness because the high reactance indi- 
vidual feels in control and takes responsibility for 
outcomes. The high reactance person is probably 
seen as moderate to low on Agreeableness. This in- 
dividual would not want other people to make deci- 
sions for them. However, evidence of inner re- 
sources would be reflected in openness to ideas. 
One might think of the high reactance person as 
fairly introverted, scoring low on Extraversion. By 
contrast, the low reactance person accepts and pos- 
sibly gravitates to direction from other people, as re- 
flected in higher scores on Agreeableness and Extra- 
version, and viewed as real joiners who like to be a 
part of groups. He or she prefers to be a part of 
groups, a member of cooperative efforts. Consensus 
with others is valued. However, the individual who 
is low in reactance might not have a particular 
openness to ideas or be high in openness to fantasy 
life and one’s internal world. There might be open- 
ness to action, such as one would undertake in a 
cognitive-behavior treatment (Linehan, 1989). In 
summary, high reactance can reflect a variety of per- 
sonality profiles; one value of the FFM is providing 
a means by which to obtain a more specific and dif- 
ferentiated understanding of the patient than is pro- 
vided by a simple reference to being high in reac- 
tance. 

The individual high on Extraversion, Agreeable- 
ness, and openness to ideas probably would be an 
ideal candidate for both individual and group 
cognitive-behavioral treatment (Miller, 199 1). High 

reactance and low reactance have not only to do 
with the modality of the treatment but whether it is 
supportive or exploratory. The NEO-PI-R might be 
used to make decisions about group versus individ- 
ual psychotherapy. The high reactance person would 
be screened away from those treatments where there 
is direct advice giving. The NEO-PI-R would also be 
helpful in the selection of group members. It might 
be helpful in the matching together of group mem- 
bers in one particular way, so that there would be a 
balance of Extraversion-introversion, Agreeableness, 
and reactance levels. The more introverted (low Ex- 
traversion) and the less agreeable (low Agreeable- 
ness) the individual, the more the therapist would 
want to be extremely careful about forming a treat- 
ment alliance. Patients who are quite introverted 
may shy away if confronted with too much warmth 
or friendliness from the therapist. 
Clinical Vignette of a High-Reactance Patient. A 
32-year-old single, male tax attorney, Tony, appeared 
for treatment complaining of anxiety. Constant irrita- 
bility and hostility were manifested in interpersonal 
relations. In the initial evaluation, he reported just 
recently realizing he had many psychological diffi- 
culties, as exemplified by his anger and explosive 
temper on the job, especially toward women. He 
was dating a young woman and felt anxious about 
how the relationship was proceeding. The woman, 
he feared, might be getting serious about him. The 
clinical diagnosis was depression in the context of 
PDNOS (features of paranoid and self-defeating per- 
sonality disorder traits). He was given the NEO-PI 
as part of an evaluation. He obtained clinically inter- 
pretable (above T = 65) elevations on Neuroticism 
(including the hostility and vulnerability facets) and 
a very low score on Agreeableness. Extraversion was 
in the average range, and Conscientiousness was in 
the high average range. At the macro level of treat- 
ment planning, it was decided to recommend indi- 
vidual therapy for the patient, with treatment dura- 
tion undetermined at the initiation of treatment. 

The patient’s current difficulties stemmed from a 
long history of troubled relationships with a contra- 
dictory mother and a brutal stepfather. This man 
carried a history of conflict, with a marked tendency 
to see others as hostile, stupid, and difficult to deal 
with. Theoretically, this patient needed a treatment 
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that had a breadth of treatment goals including con- 
flict resolution. 

This man’s rigid defenses, including projection, 
rationalization, splitting, and devaluation, were 
aligned in such a way as to make treatment slow 
and to limit the depth of experience available to the 
treatment. Even though conflict stemming from the 
past seemed to control his present behavior, the pa- 
tient was not inclined to even discuss the past. At 
times, lie could relate present fear of women to the 
hatred of his mother, but. in general, he wanted to 
focus on his present behavior. He asked the thera- 
pist for key phrases he could use to control his im- 
pulsive, angry responses to clients. He talked of 
himself as “damaged,” with little hope of change 
through therapy, but sought for a change in his en- 
vironment. Clearly, the depth of experience and 
breadth of treatment goals were limited by the pa- 
tients coping style. 

This patient was highly reactant, as evidenced by 
his high scores on the hostility and vulnerability fac- 
ets of Neuroticism, and his high Conscientiousness 
and low Agreeableness scores, as measured by the 
NEO-PI. Even though he recognized his need for 
help, he feared any loss of control and did not want 
to placc himself in the hands of another. Aware of 
this dilemma, the therapist let the patient guide the 
discussion for the most part. Only tentatively did 
the therapist suggest connections (e.g., his intense 
reaction to a minor incident in the present as related 
to his past). Only when the patient directly asked 
for advice and suggestions did the therapist provide 
them. 

Feedback concerning his NEO-PI profile was in- 
troduced early in the treatment to focus the inter- 
vention. educate the patient about his difficulties, 
and anticipate possible treatment alliance snags 
(Harkness & Lilienfeld, 1997). The patient was con- 
vinced that he was “crazy,” so this test with its 
norms was reassuring. The particular combination of 
high vulnerability and hostility was reviewed care- 
fully wiih the patient, and a focus of treatment was 
on how his feelings of vulnerability (related to his 
past including harsh treatment by a stepfather and 
neglect from mother) in current interpersonal rela- 
tions led repetitively to hostile attack on the patient’s 
part. 

The treatment provided to the patient was similar 
to interpersonal psychotherapy for depression. It fo- 
cused on his symptoms of anger and depression and 
their relationship to interpersonal conflict at work 
and in his intimate relationships. There were several 
episodes of brief treatment because the patient saw 
the need for therapy only under acute distress. 

ASSESSMENT 

A practical question concerns the choice of proce- 
dures to use in the initial assessment of patients to 
foster differential treatment plans. The clinical inter- 
view is the most direct method in assessing the chief 
complaint, diagnosis, information concerning ex- 
plicit behavioral dysfunctions, and environmental 
stressors and supports. The NEO-PI-R, inexpensive 
in clinician time, is useful in providing information 
on patient personality variables relevant to treatment 
selection as well as related diagnostic and problem 
area information. The NEO-PI-R alone, however, 
cannot inform the clinician totally on the foci for in- 
tervention. Acute distress-both acute symptomatic 
distress (Axis I disorders) and environmental stress- 
ors (marital disputes, loss of job, etc.1-is not as- 
sessed by the NEO-PI-R. Rather, the NEO-PI-R pro- 
vides a background to the figure created by the 
current distress. This framework of the individual’s 
more enduring orientation and proclivities informs 
the clinician to the focus of intervention but does 
not totally predict or pinpoint it. 

We propose that the NEO-PI-R, in combination 
with the standard clinical evaluation interview, can 
be of great assistance in making decisions in the 
therapeutic selection process. The NEO-PI-R pro- 
vides vital information on patient dimensions that 
are central for treatment planning. We also suggest 
that a small battery of screening tests, as used in 
one of our clinical cases (the case of Christine), 
might be of assistance in furthering the treatment 
assignment task. A screening battery that gathers 
data on current functioning (SAS-SR), symptom dis- 
tress (SCL-90, BDI) and personality traits (NEO- 
PI-R) provides a three-pronged approach for treat- 
ment planning. High functioning, moderate to low 
symptom distress, and interpersonal difficulties 
bodes well for brief individual therapy. Poor func- 
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tioning, high symptom distress, and difficulties in 
relating indicate a more symptom-focused, suppor- 
tive, longer term intervention. 

It remains to be seen what will be the most fre- 
quent and characteristic profiles of individuals who 
apply for intervention. The manner in which the 
profiles relate to DSM-IV diagnoses provide the clini- 
cian with two coordinates in an attempt to locate 
the individual in treatment planning space. The 
NEO-PI-R provides data on the typical personality 
traits, and the DSM-IV provides behavioral and 
symptomatic information in terms of the diagnostic 
categories. 

CLINICAL ILLUSTRATIONS 

To amplify several major themes of this chapter, we 
use three clinical examples with background data on 
the NEO-PI or the NEO-PI-R. All three of our pa- 
tients carried a primary diagnosis of BDL. The first 
patient was treated by a clinician with a predomi- 
nately psychodynamic orientation (Kernberg, 1984; 
Waldinger, 1987), the latter two patients were 
treated by clinicians using dialectical behavior ther- 
apy (Linehan, 1993). As with other Axis I1 disor- 
ders, BDL describes a group of patients who are of- 
ten very heterogeneous, not only with respect to the 
particular diagnostic criteria that are prominent but 
also with respect to other important traits not in- 
cluded within the DSM-IV criteria set. Diagnosing 
each of these patients with BDL was not specific or 
individualized enough to adequately describe their 
personality strengths nor their personality deficits 
and liabilities. Although each of these three patients 
met the DSM-111-R and DSM-IV criteria for BDL, 
they differed in a number of clinically significant 
ways. We think that the heterogeneity of people 
with the broad diagnostic category of BDL are evalu- 
ated most effectively for treatment planning using 
the NEO-PI-R. 

We collected NEO-PI data on carefully diagnosed 
female BDL patients with other comorbid Axis I1 
conditions seen at Cornell University Medical Center 
(Ithaca, NY; Clarkin, Hull, Cantor, & Sanderson, 
1993). These individuals presented with impulsive 
acting out, usually involving food, sex, and drugs 
and more direct suicidal behavior. The mean 

NEO-PI profiles across these 64 female BDL patients 
is presented in Figure 21.1. In the spirit of this 
chapter, we are less interested in whether borderline 
patients have profiles that are distinct from other 
Axis I1 groups than in how the profiles, in conjunc- 
tion with the Axis I1 diagnosis, can be helpful for 
treatment planning. 

As expected (see also Widiger et al., chapter 6, 
this volume), BDL patients as a group are extremely 
high on Neuroticism. All facets of Neuroticism- 
Anxiety, Depression, Vulnerability Self-consciousness, 
and Impulsiveness, especially-are high in the BDL 
group. The BDL patients are also characterized by 
extremely low Conscientiousness (aimless lack of 
goal direction, a lax and negligent orientation) and 
low Agreeableness (cynical, suspicious, uncoopera- 
tive, vengeful, irritable, manipulative). Major treat- 
ment foci would be the elevated levels of Neuroti- 
cism and the uncooperative, manipulative 
interpersonal behavior. However, it is important to 
emphasize that there is substantial heterogeneity 
within the borderline diagnostic category with re- 
spect to personality traits that have an important 
impact on treatment responsivity. Within these gen- 
eral parameters, the individual patient’s treatment 
should be tailored according to specific dimensions 
and severity as indicated by his or her specific NEO- 
PI-R profile. 

NEO-PI for Ruth, a 26-Year-Old 
Borderline Patient 
Consider, for example, treatment planning for a 26- 
year-old single woman, Ruth, who met criteria for 
Axis I1 BDL. Ruth had had numerous hospitaliza- 
tions for suicidal behavior, alcohol abuse, eating 
dyscontrol, and mood lability; several times she re- 
ceived the Axis I diagnosis of major depression. She 
was a social worker by training and had worked for 
periods between hospitalizations. However, in many 
respects, she was not a typical borderline patient; 
this became evident in her NEO-PI profile. 

During the course of outpatient individual treat- 
ment, Ruth completed the NEO-PI (the broken line 
on Figure 21.1). She was much lower on Neuroti- 
cism than other borderline patients. In terms of facet 
scores of the Neuroticism domain, she was impul- 
sive but less anxious, hostile, depressed, and vulner- 
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FIGURE 21.1. NEO Personality Inventory profiles of a group of female borderline personality disorder (BDL) 
patients (solid line; n = 64) and Ruth, a 26-year-old female BDL patient (broken line). From the NEO Personality 
Inventory, by Paul T. Costa, Jr., and Robert R. McCrae, Copyright 1978, 1985, 1989, 1992 by PAR, Inc. 
Reproduced by special permission of the publisher, Psychological Assessment Resources, Inc., 16204 North 
Florida Avenue, Lutz, FL 33549. Further reproduction is prohibited without permission of PAR, Inc. 

able, nor was she was especially antagonistic (al- 
though we suspect that she might have obtained low 
scores on particular facets of Agreeableness if the 
NEO-PI-R had been available at that time). She did 
at times suffer from mood disorders, but she was 
not characteristically anxious or depressed. Her bor- 
derline pathology was confined largely to her im- 

pulse dyscontrol. She also showed relative strengths 
on the Extraversion, Openness, Agreeableness, and 
Conscientiousness scales. Using normative data from 
this test, these scaled scores would indicate that she 
would approach psychotherapy with enthusiasm and 
approach the therapist with openness and coopera- 
tion (Miller, 1991; Waldinger, 1987; Waldinger & 
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Gunderson, 1987). She would be conscientious in 
carrymg out the tasks of the treatment in a serious 
way. It is clinical wisdom that BDL patients with an- 
tisocial characteristics (low Conscientiousness) have 
poor treatment prognosis (Kernberg, 1984; Kern- 
berg, Selzer, Koenigsberg, Carr, & Applebaum, 
1989; Robins, 1986). Ruth’s relatively high levels of 
Conscientiousness and Agreeableness (average but 
high compared with the other BDL patients) bode 
well for a therapeutic involvement that was respon- 
sible and not corrupted by manipulation or deceit. 

Ruth tended toward externalization and acting 
out. On the NEO-PI, this was manifested on the Ex- 
troversion domain scale and the Excitement-seeking 
facet scale. However, this extraverted orientation was 
moderated by her Openness. The reactance level of 
Ruth seemed relatively low, manifested on the 
NEO-PI by high Agreeableness and high warmth. It 
appeared that she might enter into a productive 
therapeutic relationship in which she could accept 
guidance from another. At first, she mistrusted the 
therapist but quickly overcame her doubts and un- 
certainty. 

Across 1 ‘h years of individual psychodynamic 
psychotherapy, she responded remarkably well, and 
treatment was ended by mutual agreement. Of the 
31 borderline patients that we have followed in out- 
patient psychodynamic treatment, she had shown 
one of the most successful responses (Clarkin et al., 
1992). All of the behavioral impulsivity and self- 
destructive behavior that she had shown previously 
(eating binges, alcohol abuse, sexual promiscuity, 
and suicidal behavior) ceased for over 1 year. She 
also became engaged in full-time productive work. 
Equally important, she had a new male friend who, 
contrary to former mates, was not abusive and de- 
structive toward her. Her enthusiasm in treatment 
and her ability to work in and out of sessions all 
seem correlated with her NEO-PI profile, which sug- 
gested substantially more optimism regarding her 
treatment success than had been suggested by her 
original BDL diagnosis. Her responsivity to treatment 
and her disposition to become successfully involved 
in a satisfying relationship and productively em- 
ployed were not suggested by her BDL diagnosis but 
were suggested by her level of Conscientiousness 
and Agreeableness on her NEO-PI profile. 

NEO-PI-R for Marta, a 37-Year-Old 
Borderline Patient 
Marta was a 37-year-old married, Hispanic woman, 
with 3 children and a bachelor’s degree in nursing. 
She had been on psychiatric disability from her job 
at an area hospital for the past 2 years. Raised in the 
Catholic church, Marta felt very guilty about her re- 
liance on public benefits. Her husband was a mod- 
erately successful businessman in a family-owned 
company. He worked more than 70 hours a week 
and his schedule, as well as his history of bipolar 
disorder Type 11, was a significant source of anxiety 
and anger for Marta. 

Marta had done very well in school, obtaining 
average to high grades in her classes, but she had 
often gotten into trouble for oppositional, rebellious, 
and defiant acts. She was at times a mystery to her 
teachers because she appeared to be a bright child 
who worked very hard on her assignments but 
would at times explode in a mean-spirited, hostile 
anger. She never received any major disciplinary 
sanctions at school, other than repeated scoldings, 
staymg after school, letters home to the parents, and 
other relatively minor sanctions. However, her clos- 
est friends were children who did poorly in school 
and got into substantial disciplinary trouble. Marta 
denied using drugs or engaging in risky sexual be- 
haviors during adolescence but acknowledged “tak- 
ing a few chances now and then.” 

a family with 8 children, wherein there was severe 
corporal punishment for most misdeeds. Whenever 
her parents discovered that she had been disciplined 
at school, she was severely disciplined at home, 
which would at times reach the level of bruises, 
wounds, and scars, along with various atonements 
for the apparent shame that they felt she should feel 
in the eyes of her church. When she reached the 
age of 14, Marta was repeatedly sexually abused by 
a friend of the family-a fact rarely acknowledged 
by her mother and treated largely as a shameful se- 
cret by her father and her other siblings. Marta was 
in fact viewed as the troublemaker by her siblings 
and father, not for the accusations of sexual abuse 
but for other behaviors and problems that arose 
prior to and after the episodes of abuse. She was as 
times referred to as the “lost one” by her father, who 

Marta was the second child and first daughter of 
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apparently suggested to her younger siblings that 
they not follow MartaS path. Marta felt that she was 
often singled out for blame and punishment primar- 
ily to warn or to even scare the younger children 
into submission. As the second oldest child, she had 
substantial household responsibilities, including baby- 
sitting and child care that she took quite seriously. 
However, she acknowledged that she did often do 
things that warranted punishment or rebuke by her 
parents, particularly for staying out late, smoking, or 
having a “bad attitude.” She stated that she would 
often get into verbal arguments with her father, 
which were often resolved by her being slapped and 
sent to her room. She described having severely 
mixed feelings toward her mother. She felt very 
guilty for “letting her down” because she would at 
times find her mother crying or prayng for her “lost 
soul.” However, she would also feel angry and bitter 
toward her mother for passively standing by when- 
ever she was wrongfully or excessively punished by 
her father. 

Marta did not receive any formal clinical treat- 
ment during her childhood but was often within 
treatment after she left home. She had been in psy- 
chotherapy and treated with various psychotropic 
medications since her early 20s. She had been hos- 
pitalized seven times for suicide attempts and major 
depression prior to her admission into a dialectical 
behavior therapy (DBT) treatment program (Linehan, 
1993). Her most serious attempt was at age 29, 
when she took a near lethal overdose and was only 
discovered accidentally when her husband returned 
home uncharacteristically early from work. She 
stated that she often wanted to just die to end a 
constant pain, anger, fearfulness, and emptiness that 
pervaded her life. Marta had received a variety of di- 
agnoses throughout her clinical history, primarily 
posttraumatic stress disorder (delayed onset), major 
depressive disorder (recurrent, severe without psy- 
chotic features), and generalized anxiety disorder, 
along with BDL. At times, she reported symptoms of 
obsessive -compulsive anxiety disorder, but it was 
unclear whether she ever met enough criteria for 
this diagnosis. She denied any history of clinically 
significant alcohol or substance abuse. 

After entry to the hospital, Marta completed the 
NEO-PI-K (see Figure 21.2). The profile was intrigu- 

ing for a number of reasons. On the one hand, she 
revealed many of the traits often seen in patients 
with BDL. She obtained very high scores on all but 
one of the facets of Neuroticism, namely, angry hos- 
tility, self-consciousness, depression, anxiety, and 
vulnerability (she was “only” high for level of impul- 
sivity); these traits would often compel her to seek 
treatment but were rarely helped by the treatment. 
She also obtained average low scores on the two fac- 
ets of Agreeableness that are often seen in patients 
with BDL (compliance and straightforwardness), 
along with severe feelings of mistrust and suspicion 
(low trust). However, inconsistent with these expres- 
sions of antagonism were elevations on the Agree- 
ableness facets of modesty and altruism. Marta was 
often defiant, oppositional, and angry, particularly 
toward people in authority, but she was also very 
self-sacrificial, self-denymg, and self-deprecating. She 
would often get into verbal fights and arguments, 
but these arguments were also coupled with sincere 
feelings of warmth and concern toward others. 

Equally informative were her elevations on the 
facets of Conscientiousness. Marta was very high 
with respect to achievement striving. It could be 
said that she had achieved little in her life but, 
given her childhood experiences, upbringing, inade- 
quate peer support, and many psychiatric problems, 
perhaps one should say that she had achieved a 
great deal (e.g., bachelor’s degree, steady employ- 
ment). In any case, she clearly did aspire to be suc- 
cessful and competent in all that she did. She de- 
scribed herself as being low on competence not 
because she did not value being competent but be- 
cause she considered herself to be incompetent. She 
was also highly elevated on the facets of dutifulness, 
self-discipline, and deliberation. Marta took her re- 
sponsibilities seriously, even sacrificing and denying 
pleasures to achieve her goals (perhaps at times pri- 
marily to please others). Elevations on facets of Con- 
scientiousness are not usually seen in patients with a 
BDL, but they bode well for a potential responsivity 
to the rigors and demands of the DBT program. 

Complicating treatment were her average to low 
scores on facets of Openness. Marta had a strong, 
committed, and unwavering perspective on many 
matters of life, including herself. She was very self- 
critical in a self-deprecatory, depressive way but was 
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nevertheless highly resistant to questioning this self- 
criticism. She had a strong sense of religion, values, 
and moral expectation-s. However, she was open and 
sensitive to how she felt about things and did recog- 
nize the harmful and problematic nature of her feel- 
ings of guilt, suffering, and depression. She was very 
open to questioning and addressing her feelings of 
angcr; in time, she became more open to question- 
ing her feelings of guilt and depression. 

Marta was transferred from the inpatient hospital 
to the partial hospital because she continued to 
present with a high and chronic risk of suicide. On 
the surface, she was easily engaged in the partial 
hospital DBT program. She attended all scheduled 
sessions, groups, and activities. Furthermore, Marta 
volunteered for extra responsibilities, such as being 
a member of the patient government. Unlike most 
of the other clients, she often stayed late to help 
clean the public areas used by staff and clients for 
breakfast and lunch. However, Marta strongly dis- 
liked a number of the other clients in the program, 
particularly those who had different cultural and re- 
ligious backgrounds from her own, which is consis- 
tent with her low openness to values that predis- 
poses her to being relatively intolerant of those who 
are different from her. Also she did not like aspects 
of the treatment that in any way challenged her rig- 
idly held ideas about right and wrong. Marta’s thera- 
pists liked working with Marta initially, but then 
they reported feeling increasingly frustrated over her 
defiance, objections, and apparent lack of change. 
Marta seemed unmoveable in her conviction that 
she was “weak, bad, and a burden” and undeserving 
of the sympathy and efforts of the treatment team. 
She viewed her problems as moral in origin, despite 
the efforts of the team to educate her about the bio- 
logical and social aspects of her problems. 

Nevertheless, Marta took well to the social skills 
group, where she excelled in the completion of as- 
signments and tasks that increased her ability to 
control her feelings of anger, to understand more ac- 
curately what others were really saying to her, and 
to no longer assume or expect that others were be- 
ing critical of or abusive toward her. Marta’s 
strengths were tapped by the group leader by giving 
her more assignments in which she could experience 
greater success and accomplishments. She eventually 

became almost a mentor to the younger patients and 
felt it was her responsibility to better herself if she 
was to be a successful “mentor” to them. She offered 
them rides home, lent them money, allowed them to 
“crash” at her house when they were in trouble, and 
defended them to the group leader when they had 
broken the rules. Her involvement in their problems 
was helpful to her, although it would at  times be- 
come excessive. To help her rebalance her involve- 
ment with other patients, the group leader estab- 
lished specific limits and goals for each relationship. 

Marta3 individual therapist eventually abandoned 
her effort to confront or challenge Marta’s strong 
moral attitudes, focusing instead on an effort to get 
Marta to forgive those who had abused, wronged, or 
mistreated her (Sanderson Q Linehan, 1999). Marta 
found this approach to be more acceptable to her 
religious and spiritual values, and she worked hard 
at exploring the sources and roots for her feelings of 
anger and bitterness. Progress was slow, due largely 
to her continued rigidity in her view of others and 
herself, but enough progress did occur such that she 
established substantially better control of her feelings 
of anger and depression. She did not leave treatment 
feeling any peace of mind, but she did leave feeling 
more confident in her potential ability to eventually 
obtain it. 

NEO-PI-R for Dayna, a 20-Year-Old 
Borderline Patient 
Dayna was a 20-year-old White woman, born in 
Germany, who had been living with her father and 
three sisters in the United States since leaving her 
mother at age 13. According to Dayna, parental con- 
flict and spousal abuse (on both parents’ parts) led 
to the disintegration of the marriage. She had few 
distinct memories of the early fights but did recall 
witnessing screaming tirades, vicious accusations, 
and physical assaults. Both Dayna’s parents com- 
pleted a university in Germany, but their careers 
were compromised by their mutually severe alcohol 
dependence. Her mother3 alcohol dependence was a 
major reason that the children went with their fa- 
ther, although Dayna also wondered whether her fa- 
ther may have forced the decision of separation by 
the move to the United States. Dayna reported that 
she had always felt closer to her father than to her 
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mother, due in part to her mother’s unavailability 
and withdrawal, particularly when she was intoxi- 
cated. Nevertheless, Dayna said that she missed her 
mother “all the time” and always wanted “to get 
close to her again.” Her mother, however, had rarely 
made any effort to contact Dayna or the other chil- 
dren and had shown no apparent interest in spend- 
ing more time with them. 

Dayna was remarkably fluent in both German 
and English, without a trace of an accent, and most 
of her friends were unaware that she had spent any 
time, let alone grew up, in another country Dayna 
identified herself as bisexual since puberty, with 
most of her sexual relationships having been with 
girls or women. Dayna was drinking alcohol prior to 
the age of 10 when still living in Germany and used 
alcohol and marijuana heavily with her childhood 
and adolescent friends in the United States. She also 
described having intensive and rapid mood shifts 
and would at times superficially cut herself during 
periods of high stress. She stated that she often felt 
empty and dysphoric and would at times seriously 
ponder killing herself to “get out of all this pain.” 
She stated that she was never upset about anything 
in particular but just felt that life itself was “an 
empty waste of time.” She was not a severe problem 
at school, managing to maintain a B- average. On 
her report cards, her teachers made comments like 
“easy to have in class,” “not working up to her po- 
tential,” “well liked,” and “at times rebellious, sarcas- 
tic, and angry.” Dayna reported having a number of 
close friends who, like her, were seen as “strange,” 
“freaks,” or “outcasts” by the more socially main- 
stream and popular teenagers in her school. How- 
ever, Dayna and her friends were active in a number 
of art and political clubs. Dayna was recognized in 
the school for her talent in photography and for a 
comic strip she drew for the school’s alternative 
newspaper. In contrast to Marta, Dayna showed a 
high openness to values, which was expressed in 
terms of her artistic and unconventional behaviors 
(e.g., liberal political clubs). 

imum wage jobs, such as waiting tables or working 
as a clerk in a video rental store. She reported hav- 
ing few difficulties with these jobs and chose them 
largely because they demanded little so she could 

Since the age of 16, Dayna held a variety of min- 

get away with doing even less. She continued to live 
with her father and two of her sisters in rural Con- 
necticut after she graduated from high school and 
attended college part time. Dayna’s two older sisters 
drank moderately as adolescents and adults but ap- 
parently not to the extent that it interfered with 
their functioning; both were married and steadily 
employed. Dayna’s younger sister objected to and 
abstained entirely from alcohol use and was an ac- 
tive member of a conservative Christian church. 
Dayna stated that she got along well with her older 
sisters but could not tolerate her younger sister’s 
conservatism. 

Dayna’s college attendance was sporadic and 
largely unsuccessful, making little progress toward 
ever obtaining a degree. She first attempted to at- 
tend a large university, having obtained good apti- 
tude scores on the entrance examinations. However, 
she drank heavily, skipped classes, failed to complete 
most of her assignments, and left after the first se- 
mester. She was seen briefly by a counselor at the 
college who recommended psychotherapy and a trial 
of medication, but Dayna refused the recommenda- 
tions, stating that she could solve her problems by 
herself. Dayna next attended a smaller college, de- 
signed for students interested in liberal arts. She felt 
like she fit in better with these students but contin- 
ued to feel depressed, abuse alcohol, and at times 
cut herself superficially “to relieve stress.” After one 
particular drinking binge, she passed out in her 
dorm room, hit her head on her desk, and needed 
three stitches to close the gash in her forehead. At 
this point, a college counselor insisted that she see a 
psychologist in the community as a condition of re- 
maining in school. Dayna was diagnosed by this 
counselor with alcohol abuse, major depression (re- 
current, moderate, without psychotic features) and 
BDL. She attended only three sessions of treatment. 

Dayna, however, was hospitalized the following 
year (at age 20) after an attempted overdose of over- 
the-counter medications, coupled with alcohol. She 
was treated for 6 days on a general, acute psychiat- 
ric inpatient unit and was referred for follow-up 
outpatient psychotherapy. Her father insisted she en- 
ter this treatment, and he threatened to cut off all 
financial support if she failed to comply As part of 
the standard assessment battery provided at the out- 
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patient clinic, Dayna completed the NEO-PI-R. 
Dayna did meet the DSM-IV diagnostic criteria for 
BDL and evidenced most of the traits seen in pa- 
tients with this disorder. Her NEO-PI-R profile is 
provided in Figure 21.3. 

Dayna obtained substantial elevations on all but 
one ot the facets of Neuroticism. Dayna displayed 
the very high depression, anxiety, impulsivity, angry 
hostility, and vulnerability seen in patients with a 
BDL. However, she denied substantial feelings of 
self-consciousness (which may not in fact be a cardi- 
nal trait of this disorder:). Dayna felt highly vulnera- 
ble, insecure, and unstable, not so much with re- 
spect to the perceptions or feelings of others. She 
indicated that she often cared little for how others 
felt about her and would at times show behavior 
that both evoked (evocative) and provoked (provoc- 
ative) the perceiver. Dayna was not as gregarious or 
interpersonally involved as our other DBT patients, 
and we were concerned about her motivation (or 
ability) to make much use of the group therapy and 
social skills component of the DBT program. How- 
ever, her high level on warmth did suggest potential 
for establishing a strong rapport with her individual 
DBT counselor. 

Dayna also obtained low scores on most of the 
facets of Conscientiousness. We are not surprised by 
the low scores in some of the facets of Conscien- 
tiousness for our borderline patients, particularly the 
facets of self-discipline and achievement striving. 
Daynas scores, however, were so consistently low on 
most of them that we also expected an added diffi- 
culty i n  sticking with the demanding treatment regi- 
men. On the more positive side were Dayna’s eleva- 
tions on facets of Openness. Dayna enjoyed 
exploring alternative belief systems and would per- 
haps be motivated or at least willing to explore and 
question her past and current perceptions, beliefs, 
and behaviors. Her high Openness scores led to 
good test scores despite her poor study habits and 
grades. 

Dayna was placed by the clinic with a DBT psy- 
chologist experienced in treating depression and al- 
cohol abuse in the context of BDL. The therapist 
recommended that Dayna attend Alcoholics Anony- 
mous (AA) meetings, individual psychotherapy once 
a week, and DBT skills training group once a week 

and start taking antidepressant medication. Dayna 
agreed to the latter three conditions of treatment but 
refused AA after twice attending a local chapter. She 
said that she “hated the AA atmosphere and felt 
that she was “way too young” to be at the meetings. 
The therapist agreed to let Dayna avoid this compo- 
nent of her treatment, at least temporarily, given 
Dayna’s propensity to want to control her treatment. 
Instead, she agreed that Dayna would monitor her 
use of alcohol on a daily diary card and to commit 
to reducing and eliminating her use of alcohol dur- 
ing the first year of treatment. Dayna agreed that if 
she could not reduce her use of alcohol during the 
first 6 months of treatment or if she had another ep- 
isode of passing out, she would attend AA. She also 
agreed not to drive while intoxicated. 

During the first 2 months of treatment, Dayna’s 
compliance was poor. She nearly quit several times, 
and she failed to take her medications as prescribed. 
When she attended groups, she sat on the periphery, 
refusing to join in. She stated she did not trust the 
therapist but revealed within individual therapy that 
she was afraid she would get too close to the thera- 
pist and would eventually be abandoned, just as her 
mother had abandoned her. Dayna missed a number 
of the group sessions but found the explorations of 
her past and current problems within the individual 
therapy sessions to be very helpful. These sessions 
focused in particular on her feelings of mistrust and 
suspiciousness. When Dayna was gently confronted 
about her poor attendance and told she could not 
continue in the program unless it improved, she be- 
gan to attend group regularly and her use of alcohol 
also began to decline. She slowly developed stronger 
feelings of trust toward the other group members 
and to the group leader. She was particularly re- 
sponsive to their indications that her rebelliousness 
and outcast demeanor were not being met with criti- 
cism or rejection, and she appreciated learning 
about their life histories and comparable struggles. 

Treatment goals were eventually adjusted to in- 
clude better performance at college, and she estab- 
lished herself as a solid student, although initially it 
required very close monitoring of her class atten- 
dance and homework assignments by the group staff 
and other group members. The skills training ses- 
sions were instrumental in helping her approach 

371 



Sanderson and Clarhin 

. . . . . .  
4 wd . . . . . .  

. . . . . . .  

. . . . . . .  

. .  . . . .  z z j  ' 
I I I I I I I I I I I I I I  

0 p\ 

High 

u 
0 \o 

. . \  

. . . . .  

. . . . .  

. . . . .  

. . . . .  

. . . . .  

. . . . .  

. . . . .  

. . . . .  

. . .  .< 

. . . . .  

. . . . .  

7 * . .  
. . . . .  

\ . . . .  
. . . . .  
. . . . .  
. . .  -=z 

/ . . . . . .  
. . . . .  
. . . . .  
. /  . . . . . .  

. . . . .  
/ . . . . .  
. . . . .  
. . . . .  

. . . . .  

. . . . .  

. . . . .  - \o 

@!H 

Average 
0 vl - 

. . . . .  
\ 
. . . . .  
. . . . .  
. . . . .  
. . . . .  
. . . . .  
. . . .  d 
. . . . .  
< 
1 
. . . . .  

. . . . .  

. . . . .  

. . . . .  

. . . . .  

. . . . .  
\ . . .  

6 
. . . . .  

> 
. . . . .  
7 . .  
. . . . .  
. . . . .  
. . . . .  
>. 
. . . . .  
. . . . .  
. . . . .  
. . . . .  
. . . . .  
/ . . . . .  
. . . . .  
. . . . .  

v v) 

a%laAV 

Low - 0 * 

. . . . .  

/ 
/ * *  

\ ' 
. . . . .  

1: 
. . . . .  
. . . . .  
. . . . .  
. . . . .  

. . . .  

. . . .  
. . . .  

. . . .  

. . . .  

. . . .  

. . . .  

. . . .  

. . . .  

. . . .  

. . . .  

. . . .  

. . . .  

. . . .  

\ :  
. . . .  
. . . .  

. . . . .  - d 

MOT 

Very Low 

z 
J l l l l ~ l 1 1 1 l l l l  

. . . . . . .  

. . . . . . .  

. . . . . . .  

. . . . . . .  
. . . . . . .  
. . . . . . .  
. . . . . . .  
. . . . . . .  
- . . . .  
. . . . . . .  
. . . . . . .  
. . . . . . .  
. . . . . . .  
. . . . . . .  
. . . . . . .  
. . . . . . .  
. . . . . . .  
. . . . . . .  
. . . . . . .  
. . . . . . .  
. . . . . . .  
. . . . . . .  
. . . . . . .  
. . . . . . .  
. . . . . . .  
. . . . . . .  
. . . . . . .  
. . . . . . .  
. . . . . . .  
. . . . . . .  

. . . . . . .  

. . . . . . .  

. . . . . . .  

. . . . . . .  

. . . . . . .  

I I I I I I I I I I I I I I  
0 
m 

MOT LGaA 

372 



Dfferentml Treatment Planning 

others more effectively. She met more and more stu- 
dents like herself-individuals who had struggled 
with psychiatric problems but who now were sober 

and making good grades. After 14 months of ther- 
apy, Dayna began her second year of college with a 
Bf average, reduced her use of alcohol significantly, 
and joined a number of school organizations that fit 

her values and interests. She was not “mainstream” 
and appeared rebellious in her dress and jewelry, 

but she was functioning well and was committed to 
improving her life. She described her relationship 

with hcr treatment team as “the best thing that had 
ever happened to me.” 
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C H A P T E R  22 

USING PERSONALITY MEASUREMENTS IN 
CLINICAL PRACTICE 

K. Roy MacKeneie 

This chapter describes the use of structured instru- 
ments for assessing psychotherapy candidates. Two 
clinical applications are discussed: feedback proce- 
dures that help to prepare patients for psychother- 
apy and intervention strakgies chosen on the basis 
of test results. One goal of this chapter is to encour- 
age ways by which clinicians can integrate diverse 
theoretical approaches in a planned manner to maxi- 
mize therapeutic effect. Most of the described mea- 
sures are also well suited to measuring change over 
time, so they can also be used for clinical outcome 
trials or service delivery evaluation studies. 

The perspective of this chapter is from experi- 
ence in a general hospital outpatient setting; how- 
ever, the principles apply to most clinical services. 
The program offers the usual spectrum of services: 
crisis intervention of up to 6 sessions, time-limited 
therapy falling into the range of 12-25 sessions, 
and longer term approaches lasting up to 1 year or 
more. The detailed assessment approach described 
in this chapter is used only for patients who need 
more than crisis intervention. 

'The assessment techniques are equally applicable 
to psychodynamic, interpersonal, and cognitive ther- 
apies. They are also suitable for patients entering ei- 
ther individual or group modalities. The study of 
outcome in randomized clinical trials indicates that 
the results of group therapy are equivalent to those 
of individual treatment that uses the same theoreti- 
cal model (Budman et al., 1988; Pilkonis, Imber, 
Lewis, & Rubinsky, 1984; Piper, Debanne, Bienvenu, 
& Garant, 1984). The pressures of cost containment 
are likely to promote group over individual ap- 

proaches in the future. As is described later, the use 
of more sophisticated assessment techniques has 
some unique advantages for patients entering group 
therapy. 

There is a long history of the use of psychologi- 
cal testing in the assessment of patients for psycho- 
therapy. However, this type of formal assessment 
seems to have fallen somewhat out of favor. Al- 
though no hard figures are available, it is probably 
safe to say that most patients who enter psychother- 
apy receive only a general clinical assessment, with- 
out augmentation by formal structured assessment 
procedures. A number of factors may be at work in 
clinical situations to explain this. 

Clinicians tend to make global assessment deci- 
sions and often speak of their intuitive sense of un- 
derstanding the nature of the patient's pathology. 
They resist the restrictions of formal diagnostic pro- 
cedures. Indeed, most clinicians probably use cate- 
gories of the third edition, revised, of the Diagnostic 
and Statistical Manual of Mental Disorders (DSM-III-R; 
American Psychiatric Association, 1987) in a non- 
precise manner. There is widespread and under- 
standable skepticism with the specific diagnostic cri- 
teria listed for each condition. Clinicians have to 
face situations on a daily basis in which patients do 
not neatly fit into a specific category, even though a 
clinical diagnosis is warranted on the basis of signifi- 
cant dysfunction. Often a patient meets the criteria 
for several categories simultaneously. This is particu- 
larly true in the anxiety and mood disorder areas. 
This diagnostic fragmentation often seems to the cli- 
nician to obscure rather than clarify the problems of 
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the individual. A formal diagnostic decision may be 
useful in ruling out particular treatments but often 
has limited use in prescribing the optimum ap- 
proach. For example, most comparative treatment 
studies of the depressive and anxiety disorders indi- 
cate limited differential effect among psychopharma- 
cological, psychodynamic, and cognitive approaches 
(Elkin et al., 1989). 

These problems with the official nomenclature 
are multiplied when the focus shifts to Axis I1 of the 
DSM-111-R. Numerous studies indicate high rates of 
overlap between Axis I1 categorical diagnoses. Al- 
though this is most evident among the conditions in 
a given cluster, overlap also occurs even between di- 
agnoses from different clusters. For the clinician, 
this induces a degree of doubt as to the validity and 
usefulness of the concepts being assessed. The idea 
of neurotic problems is still widely used, even 
though the word is not officially sanctioned. This di- 
agnostic language uses intrapsychic rather than in- 
terpersonal terminology and therefore is subject to 
even more complex diagnostic dilemmas. It is com- 
mon to find not only divergence of opinions but 
also directly contradictory conclusions about the 
same patient. There appears to be a general trend to 
integrate what used to be the terrain of psychody- 
namic conceptualization into a broader approach of 
personality description. The distinction between 
conflict-based psychodynamic diagnostic terms and 
description-based personality features has become 
increasingly blurred. 

primarily with formal diagnostic issues that often 
add only marginally to a clinical diagnostic evalua- 
tion. Such measures may be of interest to the clini- 
cian but are of limited value in providing guidance 
for the actual therapeutic approach. The traditional 
tests have usually used a variety of scales, often with 
esoteric names that needed to be translated into 
meaningful concepts for the clinician. Few clinicians 
are cognizant of the theoretical background from 
which test scales are derived. They therefore feel un- 
prepared to interpret the results for their patients. 
These factors have made clinicians reluctant to use 
formal testing results and have often bred outright 
antagonism to the very idea. This may take the form 
of concern that the individuality of the patient, the 

Psychological testing has tended to be concerned 

patient’s sense of self, may be lost by applytng pre- 
determined concepts. This conveniently ignores the 
fact that all clinicians operate on theoretical assump- 
tions whether they are easily described or are under- 
stood in the same manner by one’s professional 
peers. 

The results of psychological testing have been 
seen to be of value primarily to the professional. 
There has not been an emphasis on translating such 
information into a form that is readily understand- 
able to the average patient. This reinforces the role 
of the clinician as the director of therapy, operating 
on the basis of privileged information. This chapter 
describes an approach to the use of psychological 
testing that actively incorporates the patient into the 
application of test results. It also shows how a small 
number of basic dimensions can be effectively used 
by the clinician in helping to determine therapeutic 
choices. This material is based on an underlying be- 
lief in the importance of active collaboration be- 
tween clinician and patient in designing treatment 
conditions. 

PERSONALITY TRAITS IN PERSPECTIVE 

The concept of personality represented by the five- 
factor (referred to as the “Big Five”) model (FFM) of 
personality offers one hopeful alternative to some of 
the problems just mentioned. To apply it, the clini- 
cian must first come to grips with the need for a 
major paradigm shift. The FFM approach is based 
on dimensions, that is, taxonomic traits that are de- 
scriptive, not etiological, in nature. Most clinicians 
have been trained to think of dysfunctional patterns 
as stemming from unfortunate early learning experi- 
ences. The psychodynamic clinician conceptualizes 
these as centering on conflictual issues or failure to 
master developmental tasks. The cognitive clinician 
thinks in terms of learned patterns of thinking about 
self and others. I t  is somewhat of a culture shock to 
consider personality as something that one simply 
has and must live with, like being excessively tall. 

For a given personality trait, there is as much 
likelihood of dysfunction with too much of a given 
trait as with too little. That is, traits tend to have a 
normal distribution in the population, and pathol- 
ogy lies at both extremes, like blood pressure. This 
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contrasts with usual diagnostic methods that assume 
if one has a diagnosis, then one is ill; if not, then 
one is healthy Similarly, many of therapeutic ap- 
proaches tend to assume that better function lies 
only in one direction. For example, it might be 
thought that the ability to use fantasy and dream 
material is more “healthy” than a more prosaic atten- 
tion to pragmatic issues. Thus, a low score on open- 
ness to fantasy would be taken to mean a failure to 
come LO grips with understanding one’s inner self. 
Such a position ignores the dysfunctional effects of 
disorganization and scatter that accompanies high 
Openness scores. An extraverted, engaging interper- 
sonal style might be assumed to be “better” than a 
quiet and reserved pattern, which might be seen as 
defensive and reflective of low self-esteem. However, 
a patient with extraverted characteristics tends to 
have difficulty with intimate relationships and may 
need stimulation so that self-destructive patterns do 
not emerge. 

ence a strong pull to select patients who meet the 
therapist’s concept of the ideal psychotherapy candi- 
date. This commonly means patients with evident 
features of Extraversion, Openness, Agreeableness, 
and Conscientiousness. The treatments applied are 
usually based on the theory or technique of the 
therapist’s favored treatment method. Unfortunately, 
this results in a patient receiving that which the cli- 
nician is prepared to offer more so than what the 
patient really needs. The use of personality trait con- 
cepts may bring some helpful perspectives to the 
clinical setting (Miller, 1991). 

First. the use of personality trait language en- 
courages the clinician to be a neutral observer. The 
trait approach considers the individual to have a 
particular predisposition that goes back into earliest 
childhood and probably has genetic origins. It is not 
seen to be the result of learning experiences per se. 
What is of greater interest is how such characteris- 
tics have interacted with both the patient’s rearing 
environment and current interpersonal world to pro- 
duce more-or-less effective functional adaptation. 
The emphasis is on how the patient can learn to 
adapt more successfully. This can be helpful in al- 
lowing the clinician to differentiate between the 
long-standing style and the person underneath who 

Thcre is a danger that the clinician may experi- 

must mediate between the style and the particular 
circumstances. This way of conceptualizing psycho- 
pathology is not exclusive of other theoretical posi- 
tions. The value of the addition of a personality 
style viewpoint is to encourage therapeutic efforts to 
manage a style and resolve a conflict. 

Second, an understanding of how the patient “is” 
in terms of trait terminology helps the clinician to 
understand the individual’s inner reality. Trait de- 
scriptions provide a model of how the patient is in- 
ternally influenced to interact with others. This 
approach falls into the original meaning of 
phenomenological, that is, how the patient experi- 
ences his or her personal psychological world. Such 
an understanding is likely to enhance empathy as 
the patient recognizes that the view of self is under- 
stood by the clinician. This idea of understanding 
the patient’s perspective is closely aligned with per- 
sonal construct theory (Kelly, 1955). Constructs are 
seen as the criteria by which individuals assess their 
interpersonal worlds. This orientation provides a 
bridge linking personality dimensions with the use 
of cognitive strategies and interpersonal theory. 

clinician with another vantage point from which to 
conceptualize how the present circumstances have 
produced distress or dysfunction. The interface be- 
tween personal patterns or styles and specific types 
of people or circumstances can be seen in descrip- 
tive terms rather than with an evaluation of personal 
pathology. 

Fourth, the recognition of trait qualities may 
contribute to the choice of therapeutic strategies. In 
particular, it may be of considerable value in deter- 
mining the mix of the less structured approaches 
that fall under the psychodynamic-interpersonal la- 
bel and the cognitive-behavioral self-control tech- 
niques that use a more structured approach. This is 
not to say that various techniques cannot be used in 
a combined manner, but the trait perspective may 
be illuminating on how to balance the mix. 

Fifth, trait theory offers a useful way of predict- 
ing various aspects of the therapeutic alliance. This 
may alert the therapist to issues likely to arise in 
treatment, so that preventive measures can be con- 
sidered at an early point. To be forewarned is to be 
forearmed. 

Third, the application of trait theory provides the 
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Sixth, the trait perspective also may temper the 
clinician’s judgment as to what is likely to change 
during the course of therapy. Traits are not going to 
disappear or turn into their opposites, however 
much the clinician and the patient may want this to 
happen. In practice, patients usually find it helpful 
to know that they are not going to have to stop be- 
ing themselves. The task, rather, is how to come to 
grips with being more adaptive with what they have 
to work with. 

A BASIC CHANGE-MEASURES PACKAGE 

This section describes a systematic application of 
psychological assessment that is compatible with 
most service settings. The principles outlined by 
Pfeiffer, Heslin, and Jones (1976) have been kept in 
mind. These investigators identified 10 benefits of 
structured assessment: 

1. Encourages client involvement in the treatment 

2 .  Fosters open reaction to personal feedback. 
3.  Clarifies client goals and facilitates contracting 

4. Increases objectivity of measuring client change. 
5. Provides for comparisons of individual clients 

6. Facilitates longitudinal assessment of therapeutic 

7. Sensitizes clients and therapists to the multifac- 

8. Gives clients the sense that their therapist is 

9. Improves communication between clients and 

10. Allows the therapist to focus and control ther- 

process. 

for new behavior. 

with normative groups. 

change (i.e., before, after, follow-up). 

eted nature of therapeutic change. 

committed to effective treatment. 

therapists. 

apy more effectively. 

The procedure requires a minimum of two assess- 
ment interviews. This is not an unreasonable time 
expectation for most service settings, especially 
when the outcome is a decision to enter the patient 
into a treatment program that entails a significant 
expenditure of time and energy, to say nothing of 
expense. 

The patient is first assessed in a standard diag- 
nostic interview that is approximately 1-hour long. 

From this, a DSM-III-R diagnosis is established and 
a general formulation is developed, thereby pulling 
together past development, current stress, and rele- 
vant psychological issues. On the basis of this inter- 
view, the patient is accepted into the treatment pro- 
gram. 

long and consists of a detailed feedback session 
based on a series of questionnaires completed be- 
tween the two interviews. This basic change- 
measures package was developed in accord with the 
principles of multiple measures, multiple areas, and 
multiple perspectives (MacKenzie & Livesley, 1986). 
It provides an evaluation of symptoms and interper- 
sonal behaviors in general and in relation to specific 
significant others, the FFM, and a general assess- 
ment of psychosocial functioning. Perspectives are 
obtained from the patient, the clinician, and a signif- 
icant other (see Table 22.1). The package presently 
consists of the following instruments: 

The second meeting is also approximately 1-hour 

1. Symptom Checklist-Revised (SCL-90-R) 
2 .  Inventory of Interpersonal Problems (IIP-B5> 
3.  Dimensional Assessment of Personality Pathology 

4. NEO Personality Inventory (NEO-PI) 
5. Structural Analysis of Social Behavior (SASB) 
6. Global Assessment of Functioning Scale (GAFS) 
7. Target Goals 

(DAPP) 

This list has some redundancy in regard to the FFM, 
particularly between the IIP-BS and the NEO-PI. 
The DAPP adds several scales not found in either of 
these instruments. 

Symptom Checklist 90-Revised 
This 90-item self-report symptom inventory is the 
latest version of the original psychological symptom 
portion of the Cornell Medical Index (Derogatis, 
1977). There is a high degree of correlation between 
the SCL-90-R subscale scores and comparable Min- 
nesota Multiphasic Personality Inventory dimensions. 
Results are expressed on nine symptom dimensions: 
somatization, obsessive-compulsive, interpersonal 
sensitivity, depression, anxiety, hostility, phobic anxi- 
ety, paranoid ideation, and psychoticism. The Global 
Severity Index gives an overall measure of symptom 
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A Model for Developing a Change-Measures Battery With Examples 

Source of information 

Type of information 
Significant 

Patient Clinician other Clinical record 

Demographic-statistics Data sheet service use 

Interpersonal IIP, SASB SASB 
Personality DAPP, NEO-PI DAPP 
Target goals Target goals Target goals 
Global functioning GAFS 

Symptoms SCL-90-R 

~ 

Note SCL-90-R = Symptom Checklist-9O-Revised, IIP = Inventory of Interpersonal Problems, SASB = Structural 
Analysis of Social Behavior DAPP = Dimensional Assessment of Personality Pathology, NEO-PI = NEO Personality 
Inventory, GAFS = Global Assessment of Functioning Scale 

status. This is the most widely used standard mea- 
sure of general psychopathology 

Inventory of Interpersonal Problems- 
Big 5 
This is an adaptation of the original instrument de- 
veloped by Horowitz, Rosenberg, Baer, Ureno, and 
Villasenor (1988). The wording of the questions is 
particularly well suited to a clinical population. The 
question stems are either “It is hard for me to . , . 
(be assertive)” or “I am too . . . (controlling).” It con- 
tains 148 items of which 64 are taken from the orig- 
inal IIP These items measure 8 problem clusters that 
form a circumplex pattern based on the 2 major 
axes of Dominance and Nurturance (Alden, Wiggins, 
& Pincus, 1990). A vector is calculated that offers 
the best representation of the two-dimensional 
space. In addition, conflict scores are calculated for 
each of Lhe four pairs of opposite segments. A posi- 
tive conilict score indicates that the Datient has an 
elevated score on conceptually opposite qualities, 
such as Dominance and submission. The instrument 
has been expanded by adding items that tap into 
the domains of Neuroticism, Openness to Experi- 
ence, and Conscientiousness (Pincus, 1991). The 
Dominance score is taken to represeqt Extraversion, 
and the Nurturance score is taken to represent 
Agreeableness. Thus, the IIP-B5 results in scores rep- 
resenting the Big Five personality traits and a cir- 
cumplex model. 

Dimensional Assessment of 
Personality Pathology 
The DAPP is a new instrument consisting of 290 
items developed from a systematic study of the di- 
mensions in the personality literature (Livesley, Jack- 
son, & Schroeder, 1989; Schroeder, Wormworth, & 
Livesley, 1992). Each dimension has been operation- 
alized into specific behavior expressions. Eighteen 
dimensions are rated by the DAPP, most of which 
can also be clustered into five principle areas that 
generally correspond to the FFM. (Further informa- 
tion regarding this instrument is found in chapter 9 
of this volume.) 

NEO Personality Inventory 
This 181-item instrument is the original measure of 
the FFM (Costa & McCrae, 1985), plus an adden- 
dum of an additional 74 items for further facet 
scales of Agreeableness and Conscientiousness 
(Costa, McCrae, & Dye, 1991). Each dimension has 
several facets based on item subsets. 

Structural Analysis of Social Behavior 
This instrument is based on a unique circumplex 
model of interpersonal functioning (Benjamin, 1987) 
and comprises two axes. The first axis runs from 
positive affiliation (loving, approaching) to negative 
affiliation (attacking, rejecting), whereas the other 
goes from high independence (autonomy) to high 
interdependence (enmeshment). This conceptual 
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space may be applied to relationships (how one acts 
toward the other, how one reacts to the other) or to 
a view of one’s self (introject). The measure is ap- 
plied to best-worst-ideal views of self and to eight 
intimate relationships drawn from the patient’s life 
over time. These include mother, father, and the pa- 
rental relationship itself, as seen during preadoles- 
cent years. The measure that was used in this study 
was the SASB questionnaire, a 16-item form used to 
rate each relationship in each direction: the other to 
me, me to the other. The results of the 288-item 
SASB provide a view of specific relationship patterns 
rather than a global description of personality di- 
mensions. 

Global Assessment Functioning Scale 
This is Axis V of the DSM-111-R (American Psychiat- 
ric Association, 1987), which was developed from 
the original Health-Sickness Rating Scale as a gen- 
eral measure of psychosocial functioning (Luborsky, 
1975). 

Target Goals 
Three target goals are developed by the initial as- 
sessment clinician in collaboration with the patient 
(Battle et al., 1966). They are based on the com- 
bined information from the clinical assessment inter- 
view and the results of the questionnaires. When 
possible, target goals are connected with specific 
scores from the assessment battery Each target goal 
is rated for severity by the patient before treatment 
begins. At later administrations, the goals are rated 
for severity, relevance to what has been worked on 
in therapy, and improvement. The same goals are 
also rated by the clinician. Goals may be altered as 
treatment progresses and thus form a record of 
deepening self-understanding. 

Demographics-S tatistics 
Basic patient demographic information is collected 
on the registration sheet, including age, sex, marital 
status, education, and employment status. When 
possible, data concerning use of both health and 
mental health services before and after treatment 
provide a powerful measure of effectiveness. 

INTRODUCING STRUCTURED 
ASSESSMENTS IN A CLINICAL SETTING 

The manner in which questionnaires are introduced 
to the patient is crucial for ensuring compliance and 
reliable results. A systematic attempt is made to le- 
gitimize the use of the measurement instruments. 
The relevance of each measure to the therapeutic ex- 
perience itself is emphasized. This is done by briefly 
introducing each measure and explaining the target 
area it focuses on: for example, psychological symp- 
toms such as anxiety (SCL-9O-R), how one sees 
one’s self (SASB), interpersonal problems such as 
trouble being intimate (IIP-B5), personality qualities 
such as extraversion-introversion that may lead to 
problems (DAPP, NEO-PI), and the nature of specific 
relationships that have been important to the patient 
(SASB). This information is given in as direct and 
open a manner as possible, with the patient’s ques- 
tions and concerns being addressed throughout the 
process. This serves a double purpose: to motivate 
the patient to answer the questionnaire carefully and 
thoughtfully and to decrease response anxiety. 

The words research or test are not used. The 
structured assessments are properly referred to as 
part of the clinical assessment procedure and as be- 
ing of value in program evaluation. Patients are en- 
couraged to view the completion of the question- 
naire as the beginning of their therapy and as an 
opportunity to think seriously about themselves and 
their relationships. With this simple but systematic 
approach, patient compliance has been extremely 
high. 

The second clinical interview to review the re- 
sults takes place before the patient begins therapy. 
This interview is also carefully constructed (Dies, 
1983). The patient is reassured that there is no 
magic to the scoring process of the questions that 
they have answered. The results are described as be- 
ing simply “their own words” coming back to them 
in a different form. Emphasis is placed on their role 
in defining the issues of importance. The patient re- 
ceives a handout with his or her personal scores 
rated from very low to average to very high. He or 
she also receives a sheet of “scale descriptions” that 
briefly define what qualities the various dimensions 
are trying to capture. All results are presented in a 
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tentative manner, inviting discussion, elaboration, 
and examples. Most patients are able to quickly 
move into a more in-depth discussion of the issues 
raised by the results. 

One woman responded to her high Agree- 
ableness score by acknowledging that she 
was forever getting into relationships in 
which she felt used. She could never drop 
her smiling acquiescent behavior until the 
situation got so bad that she had to p e e  it 
impulsively. These problematic issues were 
never directly discussed with her partner 
She then went on to identify a recent situ- 
alion in which she found herself going out 
(11 her way specijically to find a man 
whom she ident9ed as  a low- 
Agreeableness person The clinician com- 
mented aloud that it sounded as if she 
were trying to complement a n  area of 
problem for herself by finding someone 
w h o  had just the opposite set of qualities. 
She elaborated with further thoughts about 
how comfortable and “right” it always 
seems at the start of such relationships un- 
til the control imbalance, a component of 
ths Agreeableness dimension, begins to 
emerge. 

Patients are deeply interested in how they de- 
scribe important relationships on the SASB ques- 
tions. Generally, there is prompt acknowledgment 
and elaboration on the patterns revealed. It is of 
particular interest to find identical patterns in the 
descriptions of parental relationships as seen in 
childhood and current adult relationships. The SASB 
ratings are unique because they probe actual rela- 
tionships, not generalized descriptions of the self. 
This specificity regarding person complements the 
specificity regarding interpersonal behavioral style 
that comes from the other personality instruments. 

A man with difjculties in a series of rela- 
tionships with women was shocked to the 
point cf being upset at his results. He de- 
scribed his relationships with these part- 
n u s  as one of outward pleasant passivity 

accompanied by inner rage at what he saw 
as their controlling behavior Eventually, 
the anger would build up to the point 
where he would either precipitate a fight 
(sometimes with a physical uttack) or 
abruptly terminate the relationship. He 
had always harbored strong negative reac- 
tions to his controlling and critical father 
in childhood. What shocked him was that 
his own adult response patterns were mod- 
eled on those of his mother toward his fa- 
ther He had alwaysfelt that she had nut 
protected him adequately from his father’s 
attacks and left when he needed her most. 
This realization stimulated u gradual reas- 
sessment of the nature of his parental im- 
ages. 

The clinician must be careful not to make abso- 
lute interpretive statements. All results are described 
in bland and somewhat technical language that en- 
courages a cognitive exploration of the issues raised. 
The onus is placed on the patient to take the self- 
generated information and apply it to attitudes or 
patterns regarding him- or herself or others. The 
feedback material is couched in terms of raising 
ideas or perspectives that should not be accepted 
immediately but might be pursued further within 
the context of therapy 

The clinician might also use the scores to high- 
light for the patient some aspects of the treatment 
program that would match issues generated from the 
questionnaires. For example, patients with very high 
Neuroticism scores are encouraged to use the stress 
management and relaxation portions of the day pro- 
gram. Extraverts are alerted to the value of sitting 
with their reactions and experiencing them rather 
than translating them immediately into impulsive ac- 
tion. Patients with very low Openness scores are re- 
assured that they will find the cognitive therapy ses- 
sions helpful but that they will have to work hard at 
making sense of the interpersonal groups. High 
Agreeableness patients are forewarned that they do 
not have to believe everything they hear and will 
need to concentrate on thinking through and dis- 
cussing their personal opinions. For patients with 
low Conscientiousness scores, discussion centers on 
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their struggle to allow themselves to follow through 
on treatment programs. Such people are usually 
aware of their tendency to drop out of therapy pre- 
maturely and recognize this as a pervasive pattern 
that interferes with how they can find more satisfac- 
tion in their lives. The likelihood of finding them- 
selves experiencing a desire to terminate therapy be- 
fore it i s  finished is therefore explicitly reviewed 
along with their ideas about how they might try to 
counteract this tendency. Most patients talk of re- 
vealing their concerns early in the sessions and mak- 
ing a commitment to put such ideas into words as 
soon as they arise later. 

Most patients welcome this direct and candid 
discussion of core issues that are related to their 
dysfunctional patterns. The fact that it is generated 
directly from their own responses to the question- 
naires makes the information even more acceptable. 
Most express relief that key issues are not going to 
be skirted. They acknowledge that they have known 
for a long time that they would have to tackle the 
sorts of concerns that they identified. Sometimes 
new, or at least unacknowledged, perspectives are 
opened up by this process. It seems that patients of- 
ten have an awareness, perhaps only a hunch, about 
what needs to be changed but have never actually 
put it into words before. The assessment procedures 
help to make these implicit understandings more ex- 
plicit. By the end of the feedback interview, areas of 
concern are transformed into target goals. 

mechanism for promoting the rapid development of 
a therapeutic alliance between patient and therapist. 
To some extent, this undercuts the power imbalance 
that i s  inevitable in the clinical context. The process 
of rapid engagement is particularly important in the 
use of time-limited approaches for which a fast start 
leaves more time for working on the most salient 
material. For example, in a time-limited group psy- 
chotherapy program, patients are encouraged to in- 
troduce themselves to the group in the first session 
by recounting what they have just found out about 
themselves during the preceding feedback session. 
This process stimulates rapid universalization mech- 
anisms in the group as patients hear each other de- 
scribing recognizable issues. It also provides a psy- 

chological language for discussing interpersonal 

The feedback process appears to be an effective 

matters. There is no time lost in general unfocused 
introductions. 

The early disclosure, even if handled relatively 
superficially, puts the issues on the table. They can 
then be legitimately reintroduced by the therapist or 
by other patients if in a group. Thus, when a patient 
starts to stray from a focus on core issues or begins 
to enact the very patterns that had been discussed 
earlier, a prompt identification can be made. Such 
focusing or reflective interventions are accepted with 
less resistance because of their correspondence to 
what the patient has already said about themselves. 
Hearing such feedback from other group members 
draws the focus of psychological work directly into 
the here-and-now of group interaction and thereby 
promotes a powerful correctional emotional experi- 
ence. This process applies not only to the recipient 
of feedback but also to the person giving it, which 
lends additional therapeutic power from group work 
compared with that available in the traditional dy- 
adic therapy context (MacKenzie, 1990). 

USING STRUCTURED ASSESSMENTS TO 
SELECT INTERVENTION STRATEGIES 

The approach of administering psychotherapy varies 
greatly among practitioners. A great deal of this di- 
vergence is related to the unidimensional nature of 
many training programs. The most basic divide is 
between structured approaches based on cognitive- 
behavioral techniques and relatively unstructured 
exploratory techniques of psychodynamic- 
interpersonal methods. Within each of these 
traditions are many variations, but there is a general 
agreement about the basics. Between them, however, 
there is a vast gulf of misunderstanding and antago- 
nism. The discussion that follows concerning inter- 
vention strategies implies that every clinician should 
be competent to provide a diversity of theoretical 
approaches or at least to be sympathetically knowl- 
edgeable about them. 

Outcome studies clearly show that careful appli- 
cation of a treatment regimen results in a large com- 
mon therapeutic effect. The more stringent the study 
in terms of suitable control conditions, randomiza- 
tion, and monitoring of the treatment process, the 
less differential in outcome. The field has not yet 
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come to grips with methods to select patients effec- 
tively for specific types of treatment. However, in- 
herent in the dimensional trait literature are some 
important clues as to how this might be accom- 
plished. Some examples follow, all given in the ac- 
knowledged absence of substantial direct empirical 
evidence at this time. 

Example 1 
Patients with high Neuroticism scores seem likely to 
benefit from management strategies that help them 
establish some control over their emotional reactiv- 
ity, Such patients often respond to stress with an es- 
calating spiral of anxiety and disorganization that 
becomes self-sustaining. Trylng to deal with conflic- 
tual issues or interpersonal misperceptions when in 
such a highly aroused state is difficult. Affect control 
methods and relaxation exercises may help to inter- 
rupt this sequence. These procedures may allow the 
level of anxiety to drop down into a range where 
the patient can use other therapeutic components 
more effectively. 

A young rnan found himself paralyzed 
with doubts when fared with situations he 
interpreted as demanding a high level of 
pcrformance. The more he tried to think of 
ways to calm himself and not appear 
tremulous, the more his anxiety escalated. 
He learned the effeclive use of deep 
breathing relaxation techniques that gave 
him a n  opportunity to reassess the true 
nature of the situation. Getting some sense 
uf mastery over his reactivity allowed him 
to begin to address psychological issues 
ionnected with the roots of his low self- 
esteem. 

Example 2 
Patients with low Neuroticism scores respond posi- 
tively if  the clinician pays attention to their prag- 
matic problems and physical symptoms. They see 
little point in addressing psychological issues if their 
symptoms are not acknowledged. I have found that 
group methods are particularly useful in helping 
such patients make the transition from a symptom- 
problem-based orientation to a psychological- 

interpersonal perspective. A group can provide 
powerful interpersonal support while exerting pres- 
sure to reconceptualize the locus of difficulty. 

A 40-year-old rnan was asked to describe 
his relationship with his parents as  a child 
using the SASB questions, but he stated 
that he had no recall of any childhood 
memories before the age of 18. His de- 
scriptions of his reaction to a variety uf 
signlficant people all showed no direction- 
ality, His Neuroticism and Openness scores 
were very low, with the exception of the 
Openness to ldeas facet scale, which was 
quite high. Conscientiousness was ulso very 
high. Review of these patterns led to a dis- 
cussion of his almost total lack of contact 
with emotionality. Everything was handled 
in a purely cognitive mode, including the 
discussion of this material. He was sur- 
prised to see that he described himself in 
these terms. He had always been p ~ ~ z l e d  
when others told him he needed to loosen 
up. He considered himself the successful 
professional, which he was. He began to 
acknowledge that he led a n  extremely 
lonely personal life hut had never won- 
dered why and lhought that was something 
he might ponder This intellectual approach 
allowed him to countenance the idea i f  

looking at relationship issues. By the 4th 
week in a n  intensive psychotherapy day 
program, he was able to detect emotional 
reactions in himself and to have fragmen- 
tary memories oj childhood events includ- 
ing the ability to visualize his parents. 

Example 3 
Patients with high Extraversion scores may need 
help to refrain from translating arousal or anxiety 
into direct action. For them, the ability to delay re- 
sponding for long enough to appreciate the issues 
they are experiencing is important. Many patients 
with components of the borderline syndrome find it 

helpful to understand that they can tolerate their in- 
ner states without having to do something about it. 
Intervention techniques taken from a self-psychology 
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orientation are often helpful. The therapist carefully 
does not react to the intrusive demands that some- 
thing be done. By calmly tolerating these expecta- 
tions and not feeling the need to respond, the thera- 
pist is sending a transactional message that the 
patient’s inner state can be lived with. This promotes 
a more consolidated sense of self that is indepen- 
dent from the interaction with others. 

A 27-year-old woman presented with high 
Neuroticisrn, Extraversion, and Openness 
scores. Her  SASB relationship patterns 
were replete with conflict scores of both a 
Control Double-Bind Nature and Ambiva- 
lent Attachment. She had a history of tu- 
multuous relationships of a highly en- 
meshed nature. In therapy, she was 
alternatively angrily critical and tearfully 
demanding. Her  intrusive behaviors were 
handled in a n  accepting but noncontrolling 
manner They were reflected back to her as 
dilemmas that she must experience as  be- 
ing quite upsetting. The various facets of 
her reactions were gently explored for clar- 
$cation. With time, she was able to toler- 
ate her extremes by saying in effect: 
“There I go again. I’m angry for no good 
reason. With time, I’ll cool down.” 

Example 4 
Patients falling into the introversion spectrum usu- 
ally have control, perhaps too much control, over 
their reactions. Structured cognitive approaches may 
only reinforce this tendency. Interpersonal ap- 
proaches that focus on acceptance of self and the es- 
tablishment of relationships are likely to be of 
greater benefit. 

A 35-year-old librarian presented with a 
major depression triggered by apprehension 
over concerns that her common-law part- 
ner was paying little attention to her and 
seemed attracted to another She had tried 
many methods of trying to accommodate 
her partner’s expressed needs without suc- 
cess. Now she felt hopeless and a t  a n  im- 
passe. Her  only positive coping method 
was to take long walks by herself where 

she could commune with nature. She had a 
small group of like-minded friends but did 
not feel that she should burden them with 
her misery. She paid close attention in her 
feedback session to her self-descriptions, 
particularly how she avoided others and 
exerted tight control over her own reac- 
tions. She actively applied this information 
to her work in a n  outpatient group and in 
conversations with her partner: By the end 
of a 16-week time-limited group, she re- 
ported a n  improvement in mood and self- 
esteem and emerged as  more spontaneous 
in the group. She had clarijed the issues 
with her partner and was considering a 
more stimulating job. In the final session of 
the group, she volunteered her belief that 
the most important therapeutic effect was 
connected to the process of being accepted 
in the group. This had alerted her to the 
damaging effects of her reclusive style and 
strengthened her belief in herself. 

Example 5 
Patients with high Openness tend to become over- 
loaded with ideas or fantasies to the point where 
they become disorganized or scattered. They often 
respond to cognitive techniques that help them mas- 
ter this scattering effect. This can often be accom- 
plished by a soothing approach and the encourage- 
ment to restate the issues and look realistically at 
the options. These patients find themselves taking 
on too many responsibilities simultaneously and 
then descending into a frantic whirl trying to keep 
up with them all. Planned efforts to structure their 
lives with more control are helpful. 

A 42-year-old teacher scored very high on 
Openness. She described herself as  becom- 
ing overly stimulated in new situations and 
feeling overwhelmed with creative ideas. 
She would begin many projects a t  the start 
of each school year that positively engaged 
her students. But shortly into the year, she 
found herselffeeling burnt out and unable 
to keep on top of them all. This cycled into 
a self-critical mode and a sense of disen- 
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gugement from her class that was severe 
enough to put her job into jeopardy. She 
was encouraged to place particular empha- 
sis on cognitive therapy groups. At I-year 
follow-up, she reported that her patterns 
were much improved and that she regu- 
larly repeated the cognitive structured or- 
p n i z i n g  exercises she had developed in the 
program. 

Example 6 
Low scores on Openness suggest that the patient is 
able to use structured approaches more easily Such 
patients may need to have special preparation and 
support if they are to adapt successfully to unstruc- 
tured therapeutic settings. Piper, McCallum, and 
Azim (1992) found that patients who score low on 
psychological mindedness-a concept closely related 
to Openness-tend to drop out of time-limited 
groups at  a high rate. However, those who remain 
do .just as well as high psychological mindedness 
patients on outcome measures. Others have reported 
that low Openness patients do better with biofeed- 
back than imagery technjques for relaxation training 
(Kelso, Anchor, & McElroy, 1988). 

Example 7 
The Agreeableness trait is related to control- 
submission issues that are central to autonomy- 
enmeshment problems. Patients who fall at either 
extreme on the Agreeableness dimension are appro- 
priate candidates for dynamic therapies that focus 
on interpersonal issues. At the high end, the pa- 
tients vulnerable predisposition to interpersonal 
abuse must be addressed directly. This generally in- 
volves poor self-esteem and associated difficulty in 
personal assertion. The example earlier in this chap- 
ter exemplified some of these issues. 

Example 8 
Patients at the low end of Agreeableness must ad- 
dress the issues of suspiciousness and lack of trust 
that generally underlie their sarcastic, distancing in- 
terpersonal style. It has been my impression that dy- 
adic therapy is likely to inname this quality The 
leadership dilution found in therapy groups gives 
the patient more room to try out a more positive 

approach to others without losing face to an author- 
ity figure. 

A 42-year-old man described a childhood 
of high achievement in academic and 
sports activities. These elevated levels were 
in response to being criticized from his fa- 
ther and being ignored by his mother: In 
his late teens, he realized that his efforts 
were to no avail. This precipitated a dys- 
thymic state that had persisted ever since. 
He viewed the world as  a n  unforgiving 
place where effort was not rewarded and 
success was futile. His attitude and tone of 
voice were bitter and sarcastic, and his de- 
meanor had a n  adolescent quality. His 
participation in a n  intensive psychotherapy 
group was minimal, but he attended r-egu- 
larly. After several months, it became ap- 
parent that he was involved with some of 
the members outside of the group. This 
was a n  unusual level of socialization for 
him, even though it was primarily only 
meeting for coffee. He remained suspicious 
of the male group leadel; although he 
clearly paid very close attention to him. 
Efforts at a n  empathic connection were re- 
peatedly rebuffed. Finally, one of the f ~ -  
male members with whom he would social- 
ize blurted out with tears that she “could 
not stand to see him gradually dying 
within himself.” This was echoed by other 
group members and slowly led to his in- 
creased participation. At about the 12- 
month point, he was able to begin to deal 
with his fear of rejection because he felt 
better about the leader: 

Example 9 
A patient who scores low on Conscientiousness 
finds it hard to consistently address the tasks of 
therapy. Modest goals are best established at the be- 
ginning of treatment, so that the patient is not set 
up for an experience of recurrent failure. As men- 
tioned earlier in this chapter, attention to motiva- 
tional issues should form a continuing theme in 
treatment. 
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A 35-year-old man was referredfor outpa- 
tient treatment because of a sense of being 
stuck in his lije. He had a graduate de- 
gree, acquired after a decade of intermit- 
tent studies, but he had never put it to 
use. He worked itinerant construction jobs 
to make ends meet. He considered himself 
a musician but worked only sporadic gigs 
and resolutely refused to learn how to read 
music. He had started many relationships, 
but they all dwindled away as  he became 
involved in other interests. He stated that 
he was now ready to make changes in his 
life. The assessment interviewer pressed 
him on motivational issues. This led to a n  
acknowledgment of concern about starting 
now because it was spring to lookfor a 
summer job, which would do him good. He 
was repeatedly offered the opportunity to 
make a commitment to the program and 
finally agreed to do so, saying he realized 
he had no alternative, that his life was go- 
ing nowhere. The next week he phoned to 
say that he had found a job and knew that 
would be best for him right now. 

Example 10 
Highly conscientious patients tend to be reliable and 
consistent in their therapeutic involvement. They of- 
ten win the admiration of their therapist for their ef- 
forts in the session and in following through on 
homework. However, these features may mask un- 
derlying difficulties. The hard work may be ap- 
proached with a sense of duty and compulsiveness 
that translates the potential achievements into ear- 
nest and perhaps restrictive routines. If anything, 
these people need an experience in spontaneously 
not following through. Providing detailed structure 
to the therapeutic task must therefore be regarded 
with caution. 

A woman in her early 30s, who was mar- 
ried to a professional and was finishing a 
graduate-level course, was seen as a leader 
in a n  intensive day program. She edited 
a n  information bulletin, organized activi- 
ties, and was helpful in interpreting issues 

for others. Despite this involvement, she 
reported continuing hopelessness and inter- 
mittent active suicidal ideation. It was only 
after the level of her helpfulness was chal- 
lenged by the group that she began to re- 
veal her internal sense of desperate futility 
if she had nothing to do. This highly 
charged response allowed her to begin ef- 
fective personal introspection. 

Some general trends are evident in the just- 
mentioned discussion regarding the decision to use 
high versus low structure. Patients who are low on 
Neuroticism, Extraversion (or Introversion), Open- 
ness, and Conscientiousness take to structured ap- 
proaches more readily Conversely, high scores on all 
four suggest that the patient feels comfortable with 
unstructured and more novel techniques. In short, 
with an accumulation of these predictors, an in- 
creasingly strong warning is issued about the type of 
treatment to which the patient is likely to be recep- 
tive. This is not the same thing as predicting what 
type of treatment will be more effective. As Piper et 
al. (1992) found out, the low psychological minded- 
ness patients did well if they completed therapy. The 
problem was that they did not take to it very well 
and therefore terminated before they had a dose suf- 
ficient to produce an effect. 

It appears reasonable, at the very least, for the 
clinician to use these indicators to be forewarned 
and to institute appropriate pretherapy preparation 
procedures. Most dropouts tend to occur within the 
first six sessions. The group literature demonstrates 
the effectiveness of pretherapy “role induction” tech- 
niques in lowering the rate of these early dropouts 
(Piper &I Perrault, 1989). The preparation, done 
with handouts and discussion, concentrates on giv- 
ing patients an appreciation of how the therapy 
works and how they can get the most out of it. This 
practice could be emulated by therapists seeing pa- 
tients individually Such systematic preparation ma- 
terial can be unobtrusively inserted into early ses- 
sions. 

These ideas of low and high structure may also 
be incorporated into the sequencing of treatment 
components. In general, the more unstructured 
dynamic-interpersonal techniques emphasize per- 
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sonal disclosure and expect a degree of spontaneity 
and initiative from the patient. They involve a 
greater attention to the process of psychotherapy 
than the overt content. This produces a more inter- 
personally threatening environment that is seen as 
particularly dangerous to patients who are low on 
Neuroticism, Extraversion, and Openness. Many 
treatment programs begin with structured psycho- 
educational techniques to engage the patient. For 
example, inpatient units focus on education about 
how to recognize an emerging relapse, how to stay 
out of the hospital, how to use medication informa- 
tion, how to use community resources, and so on. 
Eating disorder programs routinely begin with psy- 
choeducational material and anticipate that a signifi- 
cant number of patients will find this adequate to 
master their symptoms. Many self-help groups pro- 
vide a structured approach that fits the needs of the 
target population (Lieberman, 1990). In all of these 
examples, the structured initial approach also ac- 
quaints the patient with the idea of talking about his 
or her problems and indirectly lays the groundwork 
for more exploratory psychotherapy for those still in 
need. Because most of the structured programs tend 
to be brief in nature, they are able to retain the low 
Neurot icism, Extraversion, and Openness people but 
not turn off the high Neuroticism, Extraversion, and 
Openness people. 

In rnore complex therapeutic settings such as day 
programs, two therapeutic tracks might be consid- 
ered: one that focuses 011 control and mastery and 
one that focuses on self-exploration. I have found it 

important to clarify for patients that these two ap- 
proaches are complementary, not in competition. By 
dampening reactivity through self-mastery tech- 
niques, the patient is able to deal constructively 
with internal and interpersonal issues. Interpersonal 
therapy also helps to explore the roots of the issues 
that trigger reactive responses. Clearly, such a dual- 
track program is only possible when there is good- 
will arid respect among the clinicians providing each 
modality 

CONCLUSION 

Many of the examples used in this chapter referred 
to group psychotherapy. Almost by definition, per- 

sonality pathology is manifested in disturbed inter- 
personal relationships. Such problems seem particu- 
larly well suited to a group approach. Indeed, a case 
can be made that a well-functioning therapy group 
is more likely to provide an arena in which en- 
trenched patterns can be effectively challenged. The 
power of group engagement and the resulting collec- 
tive normative expectations for change can be used 
to augment technical therapeutic interventions. 

appropriate to expect that clinicians might be called 
on to justify the use of individual therapy for pa- 
tients with major personality disorders. 

Given the equivalency of outcome, it would seem 
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IMPLICATIONS OF PERSONALITY 
INDIVIDUAL DIFFERENCES SCIENCE 

FOR CLINICAL WORK ON 
PERSONALITY DISORDERS 

Allan R. Harkness andJohn L. McNulty 

Personality individual differences science represents 
the successful union of dispositional approaches to 
personality, psychometrics, and behavior genetics. 
This science has profound implications for human 
psychology and puts many of the classic views of 
human nature into question. This science evidences 
increasing links with the best of general law psy- 
chology (see, e.g., Zuckerman, 1994), neuropsychol- 
ogy (e.g., Depue, 1996; Gray, 1982; Zuckerman, 
199 1 ), and related disciplines. Over the last several 
decades, personality individual differences science 
has seen advances in trait theory (e.g., Harkness & 
Hogan, 1995; McCrae & Costa, 1995; Meehl, 1986; 
Messick, 1981; Tellegen, 1988, 1991; Wiggins, 
1996) and greater focus and clarity in structural is- 
sues (e.g., Almagor, Tellegen, & Waller, 1995; Block, 
1995, and rejoinders; Digman, 1990; Harkness & 
McNulty, 1994; McCrae & Costa, 1997; Watson, 
Clark, & Harkness, 1994; Zuckerman, Kuhlman, 
Joireman, & Teta, 1993), coupled with behavior ge- 
netic advances in theory (e.g., Lykken, McGue, Tel- 
legen, & Bouchard, 1992; Plomin, DeFries & Loeh- 
lin, 1977; Rowe, 1994; Scarr & McCartney, 19831, 
methods ( e g  , the genetic analysis of correlations, 
DeFries, Kuse, & Vandenberg, 1979; for general ad- 
vances in analysis, see Neale & Cardon, 1992), and 
findings (e.g., Bouchard, Lykken, McGue, Segal, & 
Tellegen, 1990; Loehlin, 1992; Riemann, Angleitner, 
& Strelau, 1997; Tellegen et al., 1988). Further 
growth of this science will be evidenced in the de- 
veloprnent of further connections with evolutionary 
perspectives (e.g., Buss, Haselton, Shackelford, 
Bleske, & Wakefield, 1998). Evolutionary perspec- 

tives clarify the origin and teleology of the purpose- 
ful people researchers and clinicians study and treat. 
Maturity will be evidenced by a greater understand- 
ing of the intertwining of genetics and environment 
in the causal web and by an increasing understand- 
ing of personality development (e.g., Ahadi & Roth- 
bart, 1994; Goldsmith, Buss, & Lemery, 1997; Roth- 
bart, Derryberry, & Posner, 1994). 

Personality individual differences science now of- 
fers alternative viewpoints on many classic issues in 
psychopathology and the accepted diagnostic sys- 
tems (e.g., Clark, 1993; Clark, Watson, & Mineka, 
1994; Cloninger, Svrakic, & Przybeck, 1993; Lives- 
ley, Jang, & Vernon, 1998; Schroeder, Wormsworth, 
& Livesley, 1992; Trull, 1992; Watson et al., 1994; 
Widiger, 1993; Widiger & Trull, 19921, explaining 
the massive and coherent comorbidities found not 
only in Axis I1 but also in Axis I (Clark & Watson, 
1999). McCrae (1994) and MacKenzie (1994; chap- 
ter 22, this volume) offered bold, perhaps even radi- 
cal, reconceptualizations of clinical work based on 
personality individual differences science. 

Harkness and Lilienfeld (1997) offered a primer 
of basic concepts of this individual differences sci- 
ence of personality such as current trait theory, es- 
sential concepts and findings in the behavior genet- 
ics of personality, and an explication of the clinical 
significance of the distinction between basic ten- 
dency and characteristic adaptation (McCrae & 
Costa, 1995). Harkness and Lilienfeld concluded 
that if the individual differences science of personal- 
ity were brought to bear on clinical problems, four 
major benefits would be realized: (a) a better under- 
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standing of where to focus clinical intervention ef- 
forts, (b) realistic expectations for degree of clinical 
change, (c) matching treatment to patient personal- 
ity to optimize engagement and retention and to 
minimize adverse reactions, and (d) the develop- 
ment of higher regulatory structures of personality 
(i.e., the self) through the use of nomothetic test re- 
sults. 

Clinical application of the last several decades of 
individual differences science holds great promise, 
but the work has only begun. In this chapter, we of- 
fer a reconceptualization of the links among person- 
ality traits and the personality disorders (PDs). We 
then offer the outlines of a new psychotherapeutic 
approach based on personality individual differences 
science. We explore how trait psychology can be 
translated into clinical intervention. 

PERSONALITY INDIVIDUAL DIFFERENCES 
SCIENCE TRAITS AND THE 
PERSONALITY DISORDERS 

How do traits derived from the structural models of 
personality individual differences science relate to 
the PDs of the Diagnostic and Statistical Manual of 
Mental Disorders (DSM; American Psychiatric Associ- 
ation, e.g., 1987, 1994)? The PDs are descriptive, 
not etiological, categories descended from a variety 
of historical traditions (see, e.g., Frances & Widiger, 
1986; Lenzenweger & Clarkin, 1996; Mack, 1975; 
and Millon, 1981) and then shaped by committee 
(schizotypal PD may be an exception; see Meehl, 
1990). In a sense, the PDs of the fourth edition of 
the DSM (DSM-IV; American Psychiatric Association, 
1994) are 10 impact craters left by the collision of 
fuzzy sets of people with various institutions: For 
example, people with antisocial PD collide with the 
legal system; those with borderline personality disor- 
der (BDL) owe some lineage to “borderline analyz- 
ability,” that is, people who collide with the analytic 

couch (see, e.g., Knight, 1953). These impact craters 
were then refined somewhat by offering diagnostic 
criteria (which do not in any practical way specify 
measurement operations and thus should not be 
called operational). 

strong science, but they do offer codified clinical ex- 
perience, describing major recurring problems in life 
patterns that have come to professional attention. 
The first edition of this book (Costa & Widiger, 
1994) provided an extensive theoretical and empiri- 
cal examination of the links among five-factor model 
personality traits and PDs. Authors from widely var- 
ied perspectives within individual differences science 
have considered the links between personality traits 
and PDs (e.g., Clark & Watson, 1999; Depue, 1996; 
Grove & Tellegen, 1991; Lykken, 1995). In this sec- 
tion, we add to the discussion of the mechanisms by 
which personality traits link with the PDs of the 
DSMs. We emphasize two major points. The first is 
that the distinction between basic tendencies and 
characteristic adaptations (McCrae, 1993; McCrae & 
Costa, 1995) is a key to understanding the link be- 
tween traits and PDs. The second provides an im- 
portant caveat: Clinical work may require examina- 
tion of the complete trait hierarchy and may even 
include unique traits. 

Hence, the PDs found in the DSMs do not offer 

Traits and Personality Disorders: The 
Importance of Characteristic Adaptations 
McCrae (1993) and McCrae and Costa (1995) of- 
fered a highly useful distinction between basic ten- 
dencies and characteristic adaptations.’,’ Basic ten- 
dencies are essentially traits construed in the 
tradition of Allport (1937). They are dispositions 
arising from the operation of real and relatively sta- 
ble biological-psychological systems. Characteristic 
adaptations represent the distilled products of living 
a life with a particular set of dispositions within a 

‘The term adaptation is not being used as an evolutionary term 

Although the basic tendency-characteristic adaptation distinction has been linked historically to Cattelk (1950) source-surface distinction, 
we avoid that terminology for the theoretical reason that the R-factor hierarchy (based on correlatlons of tests, homogeneous item clusters, 
facets, or factored homogeneous item dimensions within a population) is the structure tn whlch Cattell attached the source-surface distinc- 
tion. Although real traits in people can give rise to R factors, R factors are first mathematical descriptions of trait dlmensions (population 
structures), not traits (Block, 1995). Cattell’s terminology tends to obscure a critical inferential step; on such habits rises or falls the clarity of 
theorizing in the field We prefer McCrae’s (1993) framing of the distinction to Cattell’s. 
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web of social and cultural Jorces. As McCrae (1993) 
described them, characteristic adaptations are “the 
concrete habits, attitudes, roles, relationships, and 
goals thal result from the interaction of basic ten- 
dencies with the shaping forces of the social envi- 
ronment” (p. 584). 

Characteristic adaptations vary in the length of 
the causal path leading to them from the traits. 
Some characteristic adaptations lie causally close to 
the traits; others are more remote. Characteristic ad- 
aptations themselves exert causal power over behav- 
iors further downstream. They are not fully deter- 
mined by the traits, but the traits are one important 
path in the cause of characteristic adaptations. Char- 
acteristic adaptations are thus in part enactments of 
traits, the behavioral realizations of traits, but not 
traits themselves. Characteristic adaptations may be 
destructive or growth promoting. They may impair 
or foster relationships. 

An Example of a Hypothetical Borderline 
Personality Disorder Patient 
Table 23.1 shows a common trait pattern found in 
BDL patients, typical phenomenology, and two alter- 
native patterns of characteristic adaptations. Because 
of emerging standards in the use of case material, 
we chose to illustrate the concepts with a hypotheti- 
cal BDL patient (we describe the patient as female; 
however. some of the same features in a male would 
tend to be described as antisocial PD). Traits are 
shown in the far lefthand column of Table 23.1. As- 
sume our patient was tested using the Revised NEO 

Personality Inventory (NEO-PI-R; Costa & McCrae, 
1992) or the Minnesota Multiphasic Personality In- 
ventory-2 (MMPI-2) incorporating the Personality 
Psychopathology Five (PSY-5) scales (Harkness, 
McNulty, & Ben-Porath, 1995). Suppose the results 
suggest prominent traits of high Neuroticism (N) 
and low Agreeableness (A; elevated Aggressiveness 
on the PSY-5). Good assessment is the key to estab- 
lishing the leftmost column for a given patient. 
Note, however, many people have high N and low A 
without meeting the BDL criteria. The left column 
should contain the full constellation of important 
traits for the patient. If the patient were to have an 
additional trait emphasis such as high sensation 
seeking (Zuckerman, 1994) or disconstraint (Watson 
& Clark, 1993), that could color the dynamic ex- 
pression of N and A (Allport, 1937). 

The next column, Typical Phenomenology, indi- 
cates some psychological products of traits that are 
very close to the traits in the causal chain. For a pa- 
tient with traits of high N and low A, a typical phe- 
nomenology results, with a few example elements 
described in Table 23.1, such as a low expectation 
of the capacity to provide for one’s own needs; ex- 
periencing a negative affect when alone, identified as 
loneliness, to which the patient has become sensi- 
tized; and expecting untrustworthy behavior on the 
part of dating partners. Some aspects of typical phe- 
nomenology may be influenced predominantly by a 
single trait, whereas others are influenced by All- 
port’s (1937) dynamic constellation of several traits. 
Typical phenomenology is the source from which 

Description of a Hypothetical Patient With Borderline Personality Disorder 

Traits 
Typical 

phenomenology 
Borderline characteristic 

adaptations 
Nonborderline characteristic 

adaptations 

High Neuroticism Low expectation of own capacity 
to meet needs 

Sensitization to pain of loneli- 
ness 

Low Agreeableness Expectation of untrustworthy be- 
havior in dating partner 

Picks flawed boyfriend 
“who will take me” 

Attempts to make boyfriend 
jealous by cheating 

Begins following boyfriend, 
stimulates jealousy 

Learns to attend to realistic 
danger signals in potential 
mate 

Learns to combat loneliness 
through a mix of romantic 
and social affiliations 

Exercises caution in choice 
of future mates 
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test items are usually drawn. Test items have to be 
screened to avoid factorial complexity. Cognitive and 
psychodynamic analyses of the patient often begin 
with a listing of elements from the Typical Phenome- 
nology column, without linking them to the column 
of traits on the left. 

As we move to the next column to the right, the 
causal chain lengthens a bit more, and we arrive at 
the column describing BDL-like Characteristic adap- 
tations. Partly in response to expecting untrustwor- 
thy behavior on the part of dating partners and 
stemming from strong discomfort with unmet needs, 
and acute sensitivity to loneliness, the patient devel- 
ops certain adaptations. For example, one BDL-like 
adaptation is to pick flawed partners in the hope 
that they “will take me.” In response to expectations 
from the current phenomenology of distrust and 
from probable experiences of real untrustworthiness 
of boyfriends picked using this strategy, our patient 
develops a new characteristic adaptation: following 
her boyfriend to check up on him. She might also 
attempt to keep him by engaging his jealousy 
through cheating; the additional contact provided by 
such a liaison may serve to transiently reduce loneli- 
ness. The volatility that cheating adds to the rela- 
tionship is not adequately anticipated by the patient. 
These behaviors are not random, trial-and-error op- 
erants: They owe part of their cause to the traits and 
pre-existing characteristic adaptations. However, 
once emitted, their future is controlled by their con- 
sequences, consequences that are in part the crea- 
tion of the typical phenomenology of the patient. 
The typical phenomenology of a person high in N 
may create a fertile soil for negative reinforcement of 
behaviors that produce transient reductions in the 
negative affect of the moment. Attack, avoidance, es- 
cape, and self-medication are broad response classes 
offering temporary reduction of negative affectivity, 
and thus often appear as BDL-like characteristic ad- 
aptations. Behavioral analyses often begin in this 
third column of characteristic adaptations, without 
making the connections to the columns to the left. 

As we consider characteristic adaptations with 
longer causal chains, more causally distal from the 
traits, the “fungible” nature of basic dispositions be- 
comes clear. Fungibility refers to the transformability 
of a commodity such as money If one has a high 

level of negative emotionality or N and thus a dis- 
position to worry, one might spend one’s worry dol- 
lars on the possibility of nuclear war, the possibility 
of economic collapse, concern over the fitness of 
bolts in the bridge one is driving over, or over the 
fate of one’s favorite basketball team. Fungibility ap- 
plies across all the dispositions. For example, Zuck- 
erman (1 994) pulled together evidence indicating 
that although criminals do indeed have higher aver- 
age sensation seeking scores than college students, 
their levels are comparable with firefighters. The 
findings are consistent with a central thesis of Lyk- 
ken’s (1 995) fascinating work The Antisocial Personal- 
ities: Even children with very difficult temperaments 
can be steered toward nondestructive, alternative ad- 
aptations. Lykken’s idea is central to the clinical ap- 
proach proposed in this chapter: As characteristic 
adaptations contain more causal distance between 
themselves and the traits, a less destructive trait- 
enacting characteristic adaptation may be substituted 
for the more pathological presenting adaptation. 

Thus, the pathological characteristic adaptations 
of the Borderline column of Table 23.1 are not the 
only possible trait enacting adaptations for this pa- 
tient. For example the patient’s sensitivity to danger 
signals, so characteristic of high N,  might be en- 
gaged for purposes of mate selection: With proper 
education about the importance of character, the pa- 
tient might undergo a strategic shift in her approach 
to picking boyfriends. Working through the patient’s 
past choices and the role played by her pattern of 
mate choices in creating her environment could 
yield a strong clinical contribution to her growth 
and health. Learning to combat loneliness not only 
through romantic affiliation but also social affiliation 
may also serve the patient. 

Table 23.1 illustrates one major feature of the 
linkage between personality traits and PDs. Diagnos- 
tic criteria sets generally do not describe personality 
traits or even typical phenomenology; instead, PD 
criteria sets tend to be comprised of particular and 
problematic downstream characteristic adaptations. 
Harkness and Lilienfeld (1997) noted a major impli- 
cation of McCrae’s (1993) distinction: “Hence, rela- 
tively pure dispositional measures may show only 
moderate relations with diagnostic categories” (Hark- 
ness & Lilienfeld, 1997, p. 355). Later in the chap- 
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ter, we describe a therapeutic approach that plays on 
the fungibility of the basic dispositions, attempting 
to shift the patient from problematic adaptations to 
more promising adaptations. First, however, we con- 
tinue to explicate the links between the concepts of 
personality individual differences science and the 
PDs. 

Full Exploration of the Personality 
Hierarchy Plus Unique Traits 
Many current structural models of traits are hierar- 
chical (e.g., Goldberg, 1980; Harkness, 1992; Wat- 
son et al., 1994). At the top of the hierarchy are a 
small number of traits of great breadth. Below this 
level, we find traits with narrower behavioral impli- 
cations. These lower level traits enact some of the 
themes of the higher order traits, but they also con- 
tain some specific features not shared with the 
higher level or with other traits at this lower level. 
Further lower levels could be added to reflect more 
narrow width traits. From the highest levels of 
broad personality traits down to those of narrower 
bandwidth, a consistent behavior genetic picture ap- 
pears to emerge. 

Some impressive research on this topic has been 
conducted with the NEO-PI-R, which has an explicit 
hierarchical structure: 30 facet level constructs 
nested within the five domains of the five-factor 
model (Costa & McCrae, 1992). Jang, McCrae, An- 
gleitner, Riemann, and Livesley (1998) conducted a 
cross-cultural behavior genetic study of the hierar- 
chical personality model underlying the NEO-PI-R. 
The focus of their study was on the facet level. Jang 
et al. examined the behavior genetics of the specific 
variance of the facets, thaL is, the variance left after 
the five broad factors have been partialled out. For 
example, they studied the skeletal remains of the 
positive emotions facet after the flesh of the broad 
N,  Extraversion, Openness to Experience, A, and 
Conscientiousness domains had been removed. 
From German and Canadian samples, they con- 
cluded that the specific variance of 26 of the 30 fac- 
ets had a significant heritable component. Using 
test-retest data, they showed that the specific vari- 
ance of facets had a reliable component and that 
“nearly half the reliable specific variance is heritable” 
(Jang et al., 1998, p. 1564). 

The Jang et al. (1998) results suggest that there 
is a consistent and distributed genetic architecture 
throughout the personality hierarchy. At each level, 
from global factors down to narrower facets, the 
data seem to suggest the same pattern of genetic- 
environmental influence: There is substantial genetic 
influence, predominantly of an additive nature 
(more searching tests of nonadditive genetic models 
require other types of data than Jang et al. used); 
environmental influence is virtually all unshared. If 
this pattern turns out to be a reflection of’ reality 
and not a yet undeduced artifact of current meth- 
ods, it has profound clinical implications. Some of 
these implications are discussed later in this chapter. 

Clinically, there may even be another important 
level that is “below” the facet level. Our psychomet- 
ric science captures what Allport (1937) referred to 
as “common traits.” These are the traits for which 
each person has a status along a population trait di- 
mension; for example, each person has a degree of 
tallness. Factor analytic solutions seek ma.jor basis 
vectors of common trait variation across a popula- 
tion. As a scientific agenda, quite reasonably, the 
field has focused first on these common traits. But 
Allport asserted that there are not only common 
traits but also “unique traits.” 

What are unique or “idiographic” traits? These 
are traits of such uniqueness that they have very low 
base rates in populations. Without much variance in 
a population, they are not found in a correlation 
matrix, so they cannot define common factors. For 
any individual, an Allportian possibility is that some 
major determining tendencies, not well captured by 
the major common traits that characterize popula- 
tions, are wielding potent causal influence of adap- 
tive significance. Allport’s (1937) contention was that 
major causal horsepower in personality extends be- 
yond the common traits, and thus important fea- 
tures might be lost in a purely nomothetically based 
assessment and therapy regimen. 

Unique traits are not qualitatively different from 
common traits. Consideration of unique traits is re- 
ally an extension of the thinking that values facets 
as providing information not deducible from the 
broad factors. The principle is that narrow does not 
mean unimportant or devoid of adaptive implica- 
tions. Low base rate does not necessarily imply nar- 
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row, but generally one expects the two go together. 
To make clear the concept of the individual, unique 
trait, we use an example from normal psychology, in 
this case, the life of a psychologist. Starke Hathaway 
was a distinguished professor at the University of 
Minnesota, where he served as doctoral advisor to a 
number of well-known psychologists, including Paul 
Meehl. Hathaway is probably most widely known as 
the first author of the MMPI. In 1973, Hathaway 
participated in an extensive filmed interview con- 
ducted by James Butcher. During the course of the 
interview, Hathaway recalled incidents that illumi- 
nated a strong and unique determining tendency: 
He was drawn to build electronic apparatuses, espe- 
cially if the apparatus could be used in research 
with an unknown outcome. This unique determin- 
ing tendency appears to have played a role in Hath- 
away’s shift of academic major from electrical engi- 
neering to psychology when he was a student at 
Ohio University. He strongly disliked an engineering 
class in which another student was in charge of the 
apparatuses and in which he was required to run 
“experiments” in which he already knew what would 
happen. Professor Porter, in Ohio University’s psy- 
chology department, allowed him to build and use 
apparatus in real research. Hathaway noted that he 
later first attained some notoriety demonstrating vac- 
uum tube lie detectors that he built and sold. The 
lie detection demonstrations involved Starke examin- 
ing test subjects to solve a problem through lie de- 
tection, such as locating an object (again the link 
between apparatus and an unsolved problem). While 
at Minnesota, he developed a working relationship 
with the neurologist J .  B. McKinley. By Hathaway’s 
account, his ability to design and build apparatus 
for measuring neural potentials caught McKinley’s 
attention and opened the door to a collaboration 
that would result in the MMPI. 

It is an open question whether Hathaway’s narra- 
tive personal history resulted from extensive Freud- 
ian “secondary revision,” that is, the cleaning up of 
fragments in his life memory to assemble them into 
a narrative of greater coherence and direction than 
his real life warranted. Nevertheless, it seems possi- 
ble that this seemingly narrow determining tendency 
(love of apparatus for unsolved problems) could 
have had important adaptive implications because of 

its sheer power and behavioral penetrance. The 
point is illustrated in a thought experiment: Suppose 
one could leave untouched Hathaway’s nomothetic 
traits (whether from, e.g., Costa & McCrae, 1992; 
Eysenck & Eysenck, 1985; Harkness et al., 1995; 
Tellegen 6s Waller, in press; or Zuckerman et al., 
1993) and simply remove his “love of apparatus for 
unsolved problems.” Our contention is that major 
adaptations and life course would have been signifi- 
cantly different because this one unique determining 
tendency was powerful for Hathaway. This narrow 
determining tendency seems hard to conceptualize 
as an effect of general Openness or even to a combi- 
nation of broad higher order traits. Rather, “love of 
apparatus for unsolved problems” seems to have 
been a powerful determining tendency in its own 
right. 

In fact, some observations suggest that genetic 
influence may penetrate to these lower levels, where 
one deals with very narrow, even unique, traits. In 
the course of the Minnesota Twin Study of Twins 
Reared Apart (Bouchard et al., 19901, monozygotic 
and dizygotic twins who had been separated and 
raised by adoptive families were extensively ob- 
served and tested. Great breakthroughs often come 
from having just the right phenomenon on the ex- 
perimental bench, before the eyes of the scientist. 
Some of the informal observations of monozygotic 
twins reared apart (MU) in these studies may alter 
the way humans look at themselves. One aspect of 
these observations is the existence of similarities that 
seem unique to the twin pair: 

While videotaping a n  interview with one 
twin, we discovered that he was a n  accom- 
plished raconteur with a fund of amusing 
anecdotes, so, while interviewing the co- 
twin, we asked him ij he knew any funny 
stories. “Why sure,” he said, leaning back 
with a practiced air, “I’ll tell you a story” 
and proceeded to demonstrate his concor- 
dance. A pair of British MZAs, who had 
met for the first time as  adults just a 
month previously, both firmly refused in 
their separate interviews to express opin- 
ions on controversial topics; since long be- 
fore they discovered each other’s existence, 
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each hud resolutely avoided controversy. 
Another pair were both habitual gigglers, 
although each had been raised by adoptive 
put-ents whom they described as undemon- 
strutive and dour; and neither had known 
unvone who laughed US freely as she did 
until finally she met her twin. Both mem- 
bers of another pair independently re- 
ported that they refrained from voting in 
political elections on the principle that they 
did not feel themselves well enough in- 
for-med to make wise choices. A pair of 
mule MZAs, ut their first adult reunion, 
discovered that they both used Vademecum 
toorhpaste, Canoe shaving lotion, Vitalis 
huir tonic, and Lucky Strike cigarettes. A/- 
ter that meeting, they exchanged birthday 
presents that crossed in the mail and 
proved to be identical choices, made inde- 
pendently in separate cities (Lykken et ul., 
1992, p. 1565). 

The authors noted that dizygotic twins, regular 
siblings born at the same time but reared apart, do 
not show a similar level of unusual and specific sim- 
ilarities. This study laid on the laboratory bench, for 
our view, a truly remarkable phenomenon, namely, 
the MZAs. The informal observations of the study 
suggest that MZAs end up with impressive but 
rather unusual similarities and that less genetically 
related (dizygotic) twins, while resembling their rela- 
tives much more than strangers, do not possess the 
same level of “eerie” coincidences. These coinci- 
dences scem to occur acro:;s all levels of adaptive 
significance, from toothpaste choices on one end to 
broader career and life trajectories on the other. If 
correct about the level of unique similarity of M a s ,  
these observations shake the foundations of one’s 
views ol oneself, from ancient philosophies to pres- 
ent musings. Of course, the “if correct” is a big “if.” 
The MZA coincidences are the more informal results 
of the study, and the biggesl science lesson of psy- 
chology is that no human nervous system is im- 
mune to theory guiding the categorization that 
guides the counting. So coincidences must be defined 
and metrified, and the observations must be con- 
firmed and replicated (Wyatt, 1993). Nevertheless, if 

they stand (and knowing the scientists, we place our 
bet that they do stand), they are the most provoca- 
tive observations on human personality of the 20th 
century Not just every personality psychologist but 
every person must now wonder: What would an- 
other genetic copy of me be like? Even if one does 
not have an identical twin who was reared in an- 
other family, as a human imagines what one’s twin 
would have been like, we must give up some ro- 
mantic fantasies about our human nature and per- 
sonality 

Just because one does not have an MZA, one is 
not exempt from the guiding forces, the determining 
tendencies, and the personality traits that produce 
the eerie coincidences in MZAs. To return to Starke 
Hathaway, even though he had no MZA cotwin, his 
narrative makes one think of the famous Charles 
Addam’s cartoon, often found in introductory psy- 
chology texts, depicting twins encountering each 
other at the patent attorney’s office, with matching 
apparatuses perched on their knees, bearing the cap- 
tion, “separated at birth, the Mallifert twins meet ac- 
cidentally.” If correct, these observations call for 
some renewed scientific optimism because the perni- 
cious power of the “random walk” (Meehl, 1978) 
may be less than one feared. But the specific and 
unusual nature of the MZA coincidences force psy- 
chologists to look again at the challenges raised by 
Allport against the completeness of nomothetic 
traits. 

Thus, there may be important genetically influ- 
enced determining tendencies at all levels of trait 
breadth, from broad common traits, to narrow fac- 
ets, to unique traits. The clinical lesson is that per- 
sonality problems could arise from traits and pa- 
tients’ adaptations to them at all levels of trait 
breadth. For example, the NEO-PI-R not only pro- 
vides assessment at the five-factor level but also pro- 
vides information from narrower facets. Such facet- 
level information may be critical for a particular 
patient. The clinical picture may also require that 
one detects unique determining tendencies. Unique 
traits are not beyond the reach of scientific method. 
The highly individuating interview approaches of Fi- 
scher (1985) and Finn (1996) could be coupled 
with nomothetic personality trait assessment strate- 
gies such as the MMPI-2-based PSY-5 or NEO-PI-R. 
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As noted in the American Psychological Association? 
Personality Assessment Working Group Report, Part 1 
(Meyer et al., 1998, p. 12), multimethod-multitrait 
methodological concepts could in principle be ap- 
plied to unique traits. 

To summarize this section, we focused on two 
important features of the connection between the 
personality traits of individual differences science 
and the PDs of the DSMs. First, PD criteria tend to 
be causally downstream from the traits; they gener- 
ally reflect characteristic adaptations. Second, traits 
exist at all levels of breadth, and characteristic adap- 
tations are probably erected around them at all lev- 
els. This becomes an important caveat for all assess- 
ment-based clinical intervention. Nomothetic tests 
may act like a sieve. What the sieve catches, com- 
mon personality traits, is essential for treatment 
planning (Harkness & Lilienfeld, 1997; Miller, 
1991). But that which slips through the sieve, very 
narrow or even unique traits, may also be critical el- 
ements in the clinical picture of the patient. 

Numerous other issues in the trait-PD link are 
beyond the scope of this chapter, for example, the 
choice of the most appropriate trait model (Clark, 
1993; Watson et al., 1994; Widiger, 1993, 1994; 
Widiger & Trull, 1992), the impact of trait configu- 
ration, assessments that capture all the necessary 
ranges of the traits (Harkness & McNulty, 1994; 
Rouse, Finger, & Butcher, 1999), the role of evalua- 
tive traits (Almagor et al., 1995), and the impor- 
tance of taxonomic subcategories (Meehl, 1995). 
Nevertheless, we hope we have convinced the reader 
that personality individual differences science offers 
a new vantage point for conceptualizing the PDs. 
We also believe that personality individual differ- 
ences science offers a new approach to psychothera- 
peutic intervention for patients with personality- 
based problems. 

OUTLINES OF A NEW 
PSYCHOTHERAPEUTIC STRATEGY 

The major current strategies for psychotherapeutic 
intervention- cognitive, behavioral, and dynamic - 
were all developed without benefit of the conceptual 
power arising from the last several decades of prog- 
ress in the individual differences science of person- 

ality. To take this new science from journal pages 
and walk into the consulting room to face troubled 
people and bring them new understanding, solu- 
tions, relief, and opportunities for growth is to face 
fully the problems of integrating science and prac- 
tice. The background science promises great poten- 
tial, but without a fresh plan for clinical intervention 
informed by this science, the integration will not oc- 
cur. Emerging professional standards require that 
therapeutic interventions be sufficiently defined so 
as to allow testing (Chambless, 1995). In this chap- 
ter, we do not provide a treatment manual; however, 
we do suggest the outlines of a treatment, informed 
by personality individual differences science, that 
could be manualized. Our outline of treatment is 
broad; a number of different structural models of 
personality could be used within this framework. 
The treatment we describe would be applicable 
when the problems entail long-term patterns of ad- 
justment that are reflected across a variety of situa- 
tions-problems classified by Beutler (1986) as 
“complex.” 

We owe much for the outlined intervention to 
McCrae’s (1994) contribution to the first edition of 
this volume, Miller’s (1991) concept of therapeutic 
tailoring, Lykken’s (1995) ideas on intervention with 
difficult children, and Finn’s (1996; Finn & Tonsa- 
ger, 1992) therapeutic assessment approach. Finn, in 
turn, was influenced by Fischer’s (1985) work on in- 
dividualized assessment. Finn (1996) offered an 
assessment-based intervention approach with a num- 
ber of explicit stages, generally conducted in two 
meetings with testing sandwiched between them. In 
the first meeting, a collaborative therapeutic alliance 
is formed. The assessment approaches to be used are 
introduced, and questions are solicited from the cli- 
ent: What does the client want to learn from the as- 
sessment? Then the assessment is conducted, and 
feedback is planned, organized around the questions 
generated by the client. In a feedback session, the 
client-generated questions are answered. FinnS out- 
standing contribution is a model of a brief assess- 
ment consultation with therapeutic effects (Finn & 
Tonsager, 1992; Newman & Greenway, 1997). 

ternative characteristic adaptations, integrate the 
behavior genetics concept of active genotype- 

In this section, we incorporate the concept of al- 
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environment correlations, and extend Finn’s ap- 
proach to offer a model of a complete course of 
therapy. This clinical intervention involves learning 
about the links among the client’s personality traits, 
Presenting problems, life patterns, typical environ- 
ments, and major characteristic and alternative adap- 
tations. Therapy is not an abstract lecture to the pa- 
tient by the therapist. Rather, it involves “working 
through.” That is, therapy is accomplished over a se- 
ries of sessions in which the individual brings in 
fresh life examples of new concerns, recurring prob- 
lems, adaptive challenges, and environmental 
presses. Across these sessions, the clinician uses the 
fruits of personality individual differences science to 
guide the development of the client’s increased self- 
knowledge, new adaptive skills, and increased power 
over selecting, evoking, and creating situations. Here 
is our outline of the procedures of such a treatment: 

1. Establish and maintain a collaborative working 
alliance. In the domain of PDs, this involves con- 
tinual monitoring and intervention. 

2. During intake, develop an understanding of the 
problem areas encapsulated as “presenting com- 
plaint”; also develop an understanding of major 
adaptive challenges related to long-standing pat- 
terns. Through open-ended interviewing, examine 
for highly individuating determining tendencies. 
Instruct the patient on major nomothetic dimen- 
sions of personality and describe contemplated 
assessment procedures. Following Finn’s (1 996) 
suggestion, solicit patient questions to be an- 
swered by the assessment. As questions are de- 
veloped, explore links between major problem 
areas and adaptive challenges resulting from per- 
sonalii y. Sensitively add therapist-generated ques- 
tions that may further engage the patient and 
offer insight into the connections between per- 
sonality and life adaptation patterns. 

3. Conduct formal assessment. Gain a comprehen- 
sive understanding of the patient’s status on ma- 
jor nomothetic traits. Recommendations of the 
American Psychological Association’s Board of Profes- 
sional Affairs Psychological Assessment Work Group 
Rqxir-t, Part I (Meyer et al., 1998) include the use 
of multiple methods (e.g., self-report question- 
naire, srructured interviews) and multiple data 

sources (e.g., self-reports, peer reports, spousal- 
partner reports). Various assessment instruments 
have different foci (Widiger & Tmll, 1997) that 
can guide test selection to target suspected prob- 
lem areas. To interpret, have an extensive knowl- 
edge of the constructs of major personality indi- 
vidual differences traits. On the basis of this 
knowledge, prepare answers to patient and thera- 
pist questions connecting the patient’s personality 
with current concerns, clinical problems, life pat- 
terns, major adaptive challenges, and the patient’s 
typical environments. 

4. Over an adequate but time-limited series of ther- 
apy sessions, “work through” those answers by 
demonstrating the links between personality and 
the fresh concerns brought in by the patient to 
each session. In each session, demonstrate the 
links among personality, current concerns, life 
patterns, clinical problems, major adaptive chal- 
lenges and choices, and especially the environ- 
ments the patient selects, evokes, and creates 
(Buss, 1987; Plomin et al., 1977; Scarr, 1996; 
Scarr & McCartney, 1983). Collaboratively de- 
velop a treatment plan exploring the existence of 
problematic characteristic adaptations the patient 
has fashioned around his or her personality dis- 
positions. Explore options for the development of 
new characteristic adaptations that are consonant 
with the patient’s personality. For symptom relief, 
select specific techniques drawn from the best of 
general law psychology. Select intervenLions to 
match the personality and problems of the pa- 
tient. Thus, the introvert is not asked to star in a 
psychodrama, and the person of high boredom 
susceptibility is not asked to keep extensive jour- 
nals (Miller, 1991). 

5. Prepare homework involving the selection, evoca- 
tion, and creation of environments. Frame change 
as alterations of characteristic adaptations. Provide 
hope and expectation for change by describing 
others who have extreme personality traits but 
who have fashioned nondestructive, nonpathologi- 
cal adaptations. Thus, couple hope and expecta- 
tion for change with self-understanding and self- 
acceptance of that which is difficult to change. 

6. Explain the origin of personality traits based up 
behavior genetics research, honestly describing 
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7 .  

the limits of psychology’s current knowledge. For 
example, parents are not a focus of blame for the 
patient’s personality (this is a central feature of 
many therapies unsupported by solid evidence; 
extremes of parental behavior receive no such ex- 
emption, of course; see Scarr, 1996). Focus not 
on the past but on finding new adaptations and 
finding healthier ways to realize one’s strengths 
and dispositions. 
Terminate with plans in place for continued de- 
velopment. Make contingency plans for “relapse” 
and crisis. Schedule annual check-ups to review 
self-understanding and the evolution of charac- 
teristic adaptations. 

The central activities of this intervention are 
uniquely tied to personality individual differences 
science: They involve active working through of pre- 
senting problems, adaptive styles, clinical patterns, 
current concerns, typical environments, and the ex- 
ploration of new options, all guided by an under- 
standing of the client’s personality. Such work is em- 
powering but realistic. It educates the patient about 
his or her capacity to control environments, while 
retaining realism about the stability of the patient’s 
basic dispositions. This is not a mere knock-off of 
cognitive, behavioral, or dynamic approaches, al- 
though it draws techniques from each. Personality 
individual differences science clearly suggests the 
promise of such an intervention. In therapy derived 
from individual differences science, great emphasis is 
placed on exploring the typical environments of the 
patient to determine the extent to which they are 
characteristic adaptations, that is, downstream trait 
enactments. To what extent has the person selected, 
evoked, or created those environments (Buss, 1987) 
in ways that flow from basic dispositions? Personal- 
ity individual differences science differs from other 
therapeutic approaches in that it does not regard op- 
erants, cognitions, or environments as originating 
randomly Rather, operants, cognitions, and environ- 
ments tend to be characteristic adaptations; these 
trait enactments are then also sculpted by the pre- 
existing pattern of other characteristic adaptations. 

Personality individual differences science repre- 
sents the successful union of dispositional ap- 
proaches to personality, psychometrics, and behavior 

genetics. It is a science that is ready to move from 
journal pages to the consulting room. We believe 
that the therapy outlined here can make a fresh con- 
tribution to clinical intervention when the problems 
involve the patient’s personality (Beutler’s, 1986, 
“complex” category). To integrate this science with 
practice, the field must fully appreciate the implica- 
tions of individual differences science for clinical 
work on PDs and other problems devolving from 
the patient’s personality. If the field does less, then 
psychology fails to integrate this science into prac- 
tice. 
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TREATMENT OF PERSONALITY 
DISORDERS FROM THE PERSPECTIVE 

OF THE FIVE-FACTOR MODEL 
Michael H. Stone 

Very few patients come to members of the mental 
health profession for help who do not manifest 
and experience difficulties in living from various 
peculiarities of personality. Often enough, these 
peculiarities are widespread enough and intense 
enough to amount, in the eyes of the clinician, to 
a “disorder” of personality. I t  is common currency 
to speak of such people as “suffering” from this or 
that personality disorder. But in reality and be- 
cause personality is ego syntonic (i.e., in harmony 
with each person’s self-conception and not a 
source of anguish), those with distinctly disor- 
dered personalities seldom suffer themselves; 
rather, they make others--coworkers, family 
members, acquaintances-suffer. 

As a case in point, the famous art critic of 
19th-century England, John Ruskin, was as cruel 
to his wife as he was keen as a connoisseur of the 
painted canvas. Compulsive, stuffy, prudish, he 
was unable to consummate their marriage and, ap- 
parently to externalize the problem on her, tor- 
mented her unceasingly with rebukes, humiliating 
remarks, and criticisms. With her he became a 
verbal bully, even as he was being lionized by gen- 
teel society. When, after some years, she finally 
sued for annulment (and left him for his best 
friend, the painter-protege Everett Millais), he 
seemed to have had a moment of self-realization. 
What had all his life up to that point been ego 
syntonic became suddenly dystonic: He saw that 
he had been needlessly harsh and degrading to- 
ward her and had driven her away. Only then did 
Ruskin suffer from his-what would one call it 

now? - obsessive -compulsive - sadistic personality 
disorder. The one who suffered beforehand was 
Mrs. Ruskin (Kemp, 1983). 

The fact is, one cannot characterize the person- 
ality of a complex man like Ruskin with .just a few 
terms lifted from the sparse shelf of descriptors in 
the category-based DSM-IV (fourth edition of the 
Diagnostic and Statistical Manual of Mental Disease; 
American Psychiatric Association, 1994). One only 
has 10 choices (in the DSM of 1980, there were 
11) to describe the personality disorders of a pa- 
tient, which is itself the most serious problem one 
now confronts in the domain of abnormal person- 
ality and its treatment. One is asked, in effect, to 
sketch the 15-20% of humanity (now numbering 
6 billion and belonging to numberless cultures 
and subcultures) who show markedly aberrant or 
irritating personalities with a palette of less than a 
dozen hues. This is analogous to insisting one 
relies on a vocabulary of red, yellow, blue, violet, 
orange, green, and purple to describe the myriad 
variations of color that actually exist in nature 
(Widiger, 1997). 

CATEGORY VERSUS DIMENSION: TWO 
APPROACHES TO THE TAXONOMY 
OF PERSONALITY 

Although descriptions of different “character types” 
go back to the time of Aristotle’s pupil Theophrastus 
and of temperament types, to the still earlier time of 
Hippocrates, personality as a term is comparatively 
new, hardly being encountered until the end of the 
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19th century. In France, Theodule Ribot envisioned 
a continuum spanning the normal and pathological 
ranges in personality-the term he used in 1885. 
Influenced by Charles Darwin, he stressed the im- 
portance of heredity in shaping individual character- 
istics. Pierre Janet wrote a monograph on personality 
in 1929, although he did not give a systematic ty- 
pology. In Germany, Kraepelin (19 15) described 
both varieties of temperament (depressive, manic, ir- 
ritable, and cyclothymic-all related to manic- 
depressive psychosis and its attenuated forms in 
close relatives) and varieties of personality He used 
the term psychopathische Persiinlichheiten (psycho- 
pathic personalities) to mean mentally ill (psycho + 
pathic) or abnormal. Psychopathic did not take on its 
current meaning (as an especially intense type of anti- 
social personality with glibness, deceitfulness, and 
callousness) until the mid-20th century when the la- 
bel “psychopath was redefined and popularized by 
Hervey Cleckley (1941). Yet for the most part, Krae- 
pelin’s taxonomy emphasized the disagreeable and 
antisocial. He spoke mainly of such types as the er- 
regbar (irritable), haltlos (unstable), Tnebmensch 
(impulse-ridden person), verschroben (eccentric), 
Gesellschaftsfeinde (enemy of the people), and the 
streitsiichtig (combative). Kraepelin also added some 
“subtypes” within his categories: Among the anti- 
social Gesellschuftsfeinde, for example, one may en- 
counter instances of Zechprdlerei (skipping out of 
restaurants without payng the bill). 

In keeping with the universal tendency in science 
to describe the extreme and the dramatic before 
turning attention to the subtle, categories of person- 
ality (and here I include the two main compart- 
ments: temperament, the inborn aspects, and charac- 
tel; the environmentally acquired aspects) appeared 
first in the literature. The contributors to this area 
were mostly psychiatrists who were primarily inter- 
ested in the illness or disease of personality and its 
treatment, hence resulting in the medical-based ap- 
proach. This was true not only of Kraepelin and 
Janet but also of Freud, whose character types ac- 
corded with his theory of early development (e.g., 
oral-depressive, anal-obsessive-compulsive, 
phallic-narcissistic). Likewise, the typology of Kurt 
Schneider (1923/1950) was category based and in- 
cluded 10 types, only half of which map easily onto 

the current DSM-IV Axis I1 categories: anankastic = 

obsessive-compulsive; fanatic = paranoid; attention 
seeking = hysteric-histrionic; affectionless = antiso- 
cial; and weak willed = dependent. 

The obvious advantages of a category-based tax- 
onomy are ease of use (a palette with only a dozen 
colors or so) and utility when dealing with the more 
extreme aberrations-where the medical bias of 
such a taxonomy seems more justifiable. The obvi- 
ous disadvantages involve the incompleteness of 
such an approach, when one considers the totality 
of personality, normal and abnormal (which would 
require a palette of hundreds of colors, as it were: 
the mauves, the heliotropes, the beiges, and all the 
other subtle mixtures), and the rigidity of a narrow 
categorical system. Because real people are so differ- 
ent from the category “prototypes”-each person, 
especially each “disordered” person, being a Gemisch 
[mixture] of traits belonging to several categories 
and to qualities not even addressed in the categories 
-it became obvious that something different was 
needed if one were to make any sense of the true 
complexity of personality. This need gave rise-I 
think it is fair to say-to the lexical approach and 
to the related dimensional approaches. 

primarily by psychologists, in as much as their pri- 
mary concern was not the medical study and treat- 
ment of diseases but the meticulous research into 
and rigorous description of all mental phenomena, 
normal and abnormal alike. Among the pioneers in 
these endeavors were Gordon Allport and Henry 
Odbert (1936), from whose “psycholexical” study 
out of Harvard University’s Psychological Laboratory 
came a gigantic list of about 18,000 words, culled 
from an unabridged dictionary, that pertained to 
personality. Many of these words are, to be sure, ei- 
ther quaint and archaic or slangy. Thus, one finds 
fable monger, sciolous (knowing only superficially), 
lethiJerous (death dealing-not a bad word for Milo- 
Sevic, only no one knows it), and sulphitic (acid na- 
tured?-it is not in my unabridged dictionary) and 
the slangy fat-brained, geezer, and screwy. One also 
finds pairs of words with precisely the same mean- 
ing: one in common use (insubordinate) and the 
other a “hifalutin” word (contumacious) used by those 
manifesting the traits of affectedness or preciosity 

These approaches were pursued and championed 
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(aspects of narcissism). The great achievement of 
Allport and Odbert consists of their complete vocab- 
ulary of personality, out of which everyone-from 
the normal to the grossly maladaptive or repugnant 
-could be adequately described. 

The next step in the development of the lexical 
approach was to reduce this vast and unwieldy 
dictionary to something with more manageable pro- 
portions. Absent the archaic, the slangy, and the 
lengthy 9 5  words” only pedants use, the trait 
dictionary can be boiled down to less than 1,000 
words. Over the next 50 years, many psychologists, 
pursuing factor analytic approaches, created either 
briefer lexical lists (viz., those of Goldberg [19821 
and Gough [Gough & Heilbrun, 19831) or else fac- 
tor sets comprised of about 20-50 groupings of 
similar personality trait adjectives into which the 
lexical lists could conveniently and meaningfully be 
compartmentalized. I discussed a number of these in 
an earlier publication (Stone, 1993), including the 
16 shadings of interpersonal behavior resulting from 
blends of the two dimensions Extraversion and 
Agreeableness in the circumplex model of Wiggins 
(1982), the 24 factors of Iyrer and Alexander 
(1988), and the 79 dimensions of Livesley (1987). 
Livesley, for example, united common descriptors of 
the schizoid personality disorder (SZD)-loner, de- 
tached, withdrawn, seclusive-into a dimension that 
he named “low affiliation.” 

With respect to the newer and briefer lexical lists 
-some of which have been developed in other 
countries, reflecting other cultures (viz., Yang & 
Bond, 1990, for the Chinese language and culture) 
-vocabularies with from 300 terms (Gough & 
Heilbrun, 1983) to 5-600 terms (Goldberg, 1982; 
Stone, l990b; Yang & Bond, 1990) are sufficient. 
My revised list (Stone, 1993, pp. 100-103) contains 
625 negative or unflattering traits and 101 positive 
traits. This lopsidedness does not represent patho- 
logical focus on the abnormal, but instead the fact 
that in all the languages known to me, there are 
simply more negative than positive descriptors. I be- 
lieve this is a reflection of the human tendency, now 
embedded in languages, to pay more attention to 
the ways in which certain people bother or endan- 
ger others than to the ways they may please them. 
Evolutionarily speaking, this has survival value. 

There are synonyms for honest (fair, virtuous, just, 
respectable) but not nearly as many as for deceitful- 
ness (treacherous, cunning, machiavellian, devious, 
dishonest, sly, deceptive, false, tricky, cheating, slip- 
pery, untrustworthy-one could go on). It is impor- 
tant to be able to convey specific warning signs re- 
garding the threats to one’s welfare others may 
expose one to, hence the proliferation of trait words 
with negative valence. 

Meantime, still other psychologists have carried 
on the search for larger hierarchies, embracing all 
the important factors (and thereby all the traits in 
everyday usage), that might constitute an irreducible 
set of personality-related umbrella concepts. Eysenck 
(1 947) proposed a three-dimensional model where 
Extraversion, Neuroticism, and Psychoticism were 
the orthogonal (in a three-dimensional space) um- 
brella concepts. Earlier, McDougall (1932) suggested 
that personality may be analyzed into five separate 
factors-the first proposal of what has come to be 
recognized as the five factor model (FFM). Tupes 
and Christal (1961/1992) developed the model fur- 
ther, with the ingredients consisting of surgency, 
emotional stability, Agreeableness, dependability, and 
culture and their opposites. (Currently, it has be- 
come more common to speak of Extraversion, Neu- 
roticism, Agreeableness, Conscientiousness, and 
Openness to Experience and their opposites.) Extra- 
version versus introversion, terms derived from 
Jung’s 192 1 monograph, depict schizoid (inwardly 
withdrawn) versus manic (outgoing) people. Neu- 
roticism covers the range from comfortable normalcy 
to anxious, fearful people. Agreeableness, allied both 
to normalcy and (when excessive) to dependent 
people, has its opposite, Antagonism, which 
takes in, at the extremes, sadistic and antisocial- 
psychopathic people. Conscientiousnes covers as- 
pects both of normalcy and of obsessive-compulsive 
people and its opposite, negligence, those who are 
careless, aimless, undependable, and so forth. Open- 
ness refers to being open to new ideas as opposed 
to people who are “closed” to new ideas, such as 
narrow-minded, biased, or rigid people. 

In recent years, Cloninger and his colleagues 
(Cloninger, 1986; Cloninger & Svrakic, 1993; Clon- 
inger, Skravic, & Przybeck, 1993) have proposed a 
biopsychosocial model of personality, in which they 
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strove to find correspondence among certain major 
dimensions and alterations in brain chemistry that 
may underlie these dimensions. In this model, the 
overarching concepts of Novelty Seeking, Harm 
Avoidance, and Reward Dependence are assumed to 
reflect individual differences in the activities of the 
neurotransmitters, dopamine, serotonin, and norepi- 
nephrine, respectively. Because people can vary from 
“high to “low” along these three dimensions, eight 
personality configurations, answering to eight of the 
DSM-personality types, can be described. Thus, 
someone who is antisocial is likely to be high in 
Novelty Seeking, low in Harm Avoidance, and low 
in Reward Dependence. Several new superfactors 
have been added by Cloninger’s group: Persistence 
(deficiencies in this are found across the board 
in all people with a DSM Axis I1 disorder), Self- 
Directedness, Cooperativeness, and Self- 
Transcendence. These new dimensions are not 
closely linked with various neurotransmitters. They 
can, however, be subsumed under several of the 
FFM components. Cooperativeness, for example, is 
an aspect of compliance, a facet of the FFM factor 
Agreeableness. 

Advantages of the Dimensional Approach 
in the Therapy of Personality Problems 
Unlike the category-based taxonomy of the DSM (or 
of the International Classlfication of Diseases in its 
various editions; World Health Organization, 1977) 
that constitute so many islands in a vaster sea of 
personality variation, the dimensional approach not 
only has (as was said of the Greek language) a 
“word for everything” but can deal easily with the 
complexity of a personality It does so by assigning 
different weights, usually in the form of numbers on 
a scale, to all aspects of a given personality that 
seem noteworthy from a clinical standpoint, both 
the negative and the positive. This capacity helps 
one to get around the problem of whether to classify 
a particular patient as having borderline personality 
disorder (BDL) with narcissistic personality disorder 
comorbidity or narcissistic personality disorder with 
BDL comorbidity, if there are about equally promi- 
nent traits present from both these categories. In ac- 
tual practice, dilemmas of this sort are resolved of- 
ten enough by the personal predilections or bias of 

the investigator or therapist. Thus, Kernberg (1967), 
in that hypothetical 50-50 situation, because of his 
special expertise in (BDL) might diagnose such a pa- 
tients as having BDL with narcissistic personality 
disorder comorbidity Elsa Ronningstam (1997), with 
her special expertise in narcissistic might conclude 
narcissistic personality disorder with borderline com- 
orbidity. But a diagnosis should be free of observer 
bias of this sort. It would be more useful to be able 
to piece together a complete profile of the patient’s 
personality. In this way, a therapist could see the 
peaks and valleys along all relevant dimensions, the 
better to avoid leaving some important personality 
feature unattended and to give due therapeutic at- 
tention to the most prominent and worrisome as- 
pects of the total personality. 

Instruments that create a profile of personality 
have been available for many years: The most widely 
used is the Minnesota Multiphasic Personality Inven- 
tory-2 (MMPI-2; Greene, 1980), with its 10 major 
dimensions. But the dimensional systems of Tyrer 
and Alexander or Livesley also lend themselves to 
this purpose. The Revised NEO Personality Inven- 
tory (NEO-PI-R; Costa & McCrae, 1992) is orga- 
nized around the FFM. For each of the five factors, 
six important subfactors of smaller breadth are also 
provided. Using this model, one can generate a per- 
sonality profile based on FFM descriptors. Further- 
more, the ratings for each person (or patient, if 
made within a clinical context) can be compared 
with the norms for the particular personality disor- 
ders (viewed categorically) that person is suspected 
of showing. This process is akin to the use of the 
vertical 0-100 scale when scoring the MMPI-2: The 
pathological range extends from 70 and up. Several 
years ago, I proposed a similar schema (Stone, 1993, 
p. 96) using the Aristotelian concept of the “golden 
mean.” This schema consisted of five rows of per- 
sonality traits, arranged with the normal or ideal 
traits in the middle. On either side were two rows 
of other trait adjectives representing mild-moderate 
and extreme exaggerations of the ideal traits in ei- 
ther direction to show too little or too much of the 
golden mean or ideal trait. 

An example of this schema, showing only 15 
ideal traits and their positive and negative exagger- 
ated counterparts is shown in Table 24.1. One could 
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The Golden Mean Schema for Personality Traits 

Very low low Average 

Abrasive 
Stingy 
Unfeelirig 
Vamp is h 
Paranoid 
Ruthless 
Chaotic 
Vengef u I 
Aggressive 
Bigoted 
Extraverted 
Unscrupulous 
Pretentious 
Obnoxious 
Boorish 

Tactless 
Tight 
Cold 
Seductive 
Suspicious 
Exploitative 
Sloppy 
Bitter 
Hostile 
Dogmatic 
Outgoing 
Devious 
Affected 
Disagreeable 
Philistine 

Polite 
Thrifty 
Sympathetic 
Receptive 
Trusting 
Fair 
Neat 
Forgiving 
Agreeable 
Open 
At ease 
Honest 
Modest 
Likeable 
Cultured 

High Very high 

Courtly Obsequious 
Generous Prodigal 
Oversensitive Maudlin 
COY Prudish 
Naive Gullible 
Deferential Meek 
Meticulous Fussbudget 
Philosophic Altruistic 
Friendly Ingratiating 

Shy Reclusive 
Scrupulous Overscrupulous 
Humble Self-effacing 
Charming Charismatic 
Mannered Precious 

Easily Swayed “As-if” 

Notc. Words in boldface represent the ideal or normal. 

extend this process out to 30, 40, or more of such 
ideal traits to permit greater inclusiveness. In the 
analysis of a given subject, a marker can be placed 
somewhere in each row, designating the spot along 
the conrinuum (each row constituting a continuum 
from its middle ideal trait) that seems appropriate to 
the diagnostician. This yields a zig-zag vertical line 
similar to the zig-zag horizontal line generated by 
the FFM facets of the NEO-PI-R. The places where 
the markers deviate from the middle column in my 
schema represent those aspects of the personality 
that stand out: Some are acceptable or laudable, not 
in need of therapeutic intervention; others represent 
maladaptive, unpleasant deviations or outright aber- 
rations, thus those very much in need of therapeutic 
work. 

These instruments-one a direct outgrowth of 
the FFM, the other derived from a large trait list and 
rearranged to show graded departures from a hypo- 
thetical ideal-are lexical in origin and dimensional 
in operation. Both aim at the assessment of all pos- 
sible personality attributes: the adaptive, the some- 
what exaggerated, and the clearly pathological. Many 
of the traits on the “plus” side of the golden mean, 
for example, although deviations or exaggerations of 
the ideal. do not lead to serious difficulties in living 

either for the person in question or for those whose 
lives are affected by that person. Someone who is 
prudish, self-effacing, and overscrupulous may be 
noticeable in the eyes of acquaintances for specifi- 
cally those qualities, but he or she is not likely to 
seek treatment nor be admonished by others to do 
so because such quirks are not usually sufficiently 
bothersome. Quite different, the person who is 
vengeful, aggressive, and unscrupulous is also un- 
likely to seek treatment but is much more urgently 
in need of a drastic change in personality A person 
with these characteristics, however, is not likely to 
benefit from therapy-these are some of the attrib- 
utes of antisocial or psychopathic people, many of 
whom remain beyond the reach of currently avail- 
able treatment methods. 

PERSONALITY ANALYSIS THROUGH A 
LEXICAL LIST 

Related to the FFM facets approach and the golden 
mean schema is the use of a raw and complete lexi- 
cal list, not as yet broken into trait groupings or fac- 
tors. Therapists working with a patient after 1 
month or 2 usually get to know the particularities of 
that patient’s personality well enough to fill out such 
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a checklist. Although I have subsequently reduced 
my original list of negative traits from 625 to 500 
(and have kept the list of positive traits at lOl), the 
more exhaustive list in my 1993 book can be used 
to get a rough idea of how “dense” the personality is 
with respect to either the maladaptive or adaptive 
traits. It is particularly instructive to carry out this 
exercise when dealing with borderline patients, who 
almost invariably manifest many traits that belong 
(in DSM-category language) to other disorders plus 
many traits that lie outside the range of the DSM 
traits. The personality section of the current edition 
of DSM actually uses only about 64 trait words, 
along with several “items” (e.g., ideas of reference, 
suicidal gestures, lack of close friends) that are not 
personality traits at all. The DSM descriptions of 
schizotypal, antisocial, and borderline personality 
disorders, in particular, are all conglomerations of a 
few true trait words, along with several symptom 
descriptors that belong more correctly in Axis I.  

For didactic purposes, I filled out the longer 
checklist as it would apply to several of my border- 
line patients (all meeting DSM-IV criteria). The sheer 
number of pertinent items is itself instructive. A few 
examples are provided below. 

One patient currently in treatment is a woman in 
her mid-40s with a history of depression, suicide 
gestures, bulimia, dissociative identity disorder, and, 
in her early years, an incestuous relationship with 
an older male relative. A talented artist, she is mar- 
ried and the mother of two children. At the begin- 
ning of treatment, she was remarkably moody and 
irritable but also perseverant and highly motivated 
for treatment. From the checklist, 44 maladaptive 
traits and 20 positive traits are applicable. 

Another patient, also currently in treatment, is a 
woman in her late 40s, married with two grown 
children, who made suicide gestures in connection 
with an unhappy marital situation. She had major 
depression but no other comorbid symptom disor- 
ders. During the early part of her adolescent years, 
she had endured an incestuous relationship with an 
older male relative. Much more calm and generally 
cheerful but often dodging discussion of the more 
painful aspects of her past, she had at the beginning 
been frequently tearful and depressed. She makes a 
great effort to appear poised and untroubled and is 

sociable with an excellent, if mordant, sense of hu- 
mor. Only 10 of the maladaptive traits but 53 of the 
positive traits are applicable in her case. 

A third patient, who abruptly quit therapy after 4 
months, was a single woman in her mid-20s who 
made suicide threats (which were never carried out) 
when confronted by her parents after she had stolen 
their credit cards and run up many thousands of 
dollars’ worth of clothing and jewelry to “keep up” 
with her much wealthier friends. Seductive and su- 
perficially charming at first acquaintance, she rapidly 
showed her dark side, bursting into abusive lan- 
guage and explosive tantrums when a meeting was 
arranged with her parents. When her parents made 
it clear that they were barring her from their home 
(where she had stolen many items to pawn, besides 
taking the credit cards) and would (on my recom- 
mendation) not “bail her out” the next time she 
were to run up unauthorized bills (she had also 
been running up monthly bills of a thousand dollars 
by speaking for hours at a time to a mystic “healer” 
from California), she flew into a rage, threatening to 
kill her parents and me if we did not “get off her 
back and start sympathizing with her (stagey and 
ungenuine) depression. From a DSM standpoint, she 
met the criteria for all four Cluster B personality dis- 
orders: narcissistic, antisocial, borderline, and histri- 
onic. She also met the criteria for Hare’s Factor I 
psychopathic traits (Hare et al., 1990). As for the 
lexical list, 98 maladaptive traits but only 3 of the 
positive traits were applicable. 

Without even a list of all the particular traits 
that were applicable, it is clear that the first pa- 
tient had a fair sprinkling of negative and positive 
traits. Average people usually have less than 20 of 
the negative traits and more than 20 of the posi- 
tive ones. Borderline patients generally have about 
40-70 of the negative traits. The second woman 
would have scored much higher on the FFM scale 
for Agreeableness and was seldom angry once her 
depression had largely lifted; she continued to 
maintain her cheerful, almost breezy, facade. After 
6 months of (analytically oriented and supportive) 
therapy, it would no longer have been possible to 
diagnose her as borderline by DSM standards. She 
had no more of the maladaptive traits than would 
be found in a well-functioning nonpatient in the 
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community. Prognostically, this mixture of few 
negative and many positive traits augurs well for 
her long-term adjustment. 

derline and antisocial personality disorders. Al- 
though she was referred to me by a colleague as a 
borderline patient, she was more distinctly antisocial 
(six of the seven DSM items) than borderline (six of 
the nine items), not just through a raw count of the 
DSM items but because her life course from early 
adolescent was that of an antisocial person con- 
stantly in trouble with her parents and the authori- 
ties. Several months after she quit treatment, she 
was arrested for credit card fraud. The profusion of 
negative traits was in keeping with one’s overall im- 
pression of her, namely, a person with a very high 
score on the FFM Antagonism scale (i.e., the oppo- 
site of Agreeableness). She was, for example, manip- 
ulative, deceptive, greedy aggressive, arrogant, and 
callous. To make matters worse, she was not moti- 
vated for therapy in the sense of wanting to make 
changes for the better and to get her life in order; 
she was willing to come only insofar as she felt she 
could get me to “protect” her from her parents’ limit 
setting and indignation at her for making their life 
miserable. When it became clear to her that I would 
not join forces with her in such an unjustified plan, 
she screamed at me, slammed the door, and left. 

The third woman presents a combination of bor- 

The Usefulness of a Combined Diagnostic 
Approach With Borderline Patients 
From the standpoint of personality diagnosis, one 
can view the categories of DSM as a “coarse lens,” 
such as one uses in microscopy, to get a gross pic- 
ture of the subject at hand. Such a picture tells little 
about the subject’s prognosis. Some antisocial peo- 
ple, for example, get better as they get older, even 
without treatment; some dependent personality dis- 
ordered people remain incapacitated all their lives. 
The polyt hetic system of personality disorder diag- 
nosis allows for hundreds of combinations of item 
sets that trigger the same diagnosis. In the case of 
BDL, there are patients who are primarily moody, 
others primarily angry, still others mostly identity 
disordered, and so forth. The focus in their treat- 
ment should not all be the same. More than the 
other disorders, BDL is generally commingled with 

two or three “comorbid” personality disorders or 
even more (Oldham, Skodol, Kellman, Rosnick, & 
Davies, 1992; Stone, 1990a), sometimes as many as 
six or seven others. Certainly it is not unusual to 
encounter borderline patients whose personality pro- 
file meets the criteria for the other three Cluster B 
disorders, as was the case with the patient in the 
last example. The therapeutic approach and the 
prognosis depend to a considerable extent on which 
“secondary” diagnoses are applicable. This remains 
true if one widens the lens to include personality 
configurations not included in the DSM, such as 
depressive-masochistic, explosive-irritable, hypo- 
manic, passive-aggressive, and sadistic. The combi- 
nation of BDL and depressive-masochistic (the latter 
term used often in psychoanalytic circles) has gener- 
ally a much better prognosis than does BDL and 
passive-aggressive, let alone BDL and antisocial per- 
sonality disorder. 

Given this state of affairs, there is much to gain 
by supplementing the coarse lens picture with a 
finer lens in the form of a dimensional system, such 
as the one used by Costa and Widiger (1994) and 
based directly on the FFM or the one I constructed 
reflecting the golden mean concept. The rating 
methods used in both are similar: The FFM person- 
ality description relies on scores from 0 to 100 
(most occurring in the 30-70 range); the scores 
lower than 50 represent “too little” or “less than av- 
erage” of an FFM descriptor, those above 50, “too 
much” or “more than average.” Thus, Agreeableness 
can be average (50), somewhat less than average 
(40; i.e., mildly disagreeable), or distinctly less than 
average (30; i.e., aggressive, repugnant, obnoxious). 
Or a person can be a little or a great deal more than 
average, namely, generous or all the way to self- 
sacrificing and altruistic. Granted, one can assign in- 
termediate numbers; in ordinary practice, the scale 
can be graded “30, 40, 50 (the mean), 60, 70,” re- 
sembling my 5-point golden mean scale, which is 
essentially a “-2, -1, 0 (the mean), f l ,  +2” sys- 
tem. These systems, in any event, force the diagnos- 
tician or the therapist evaluating a new patient to 
address several dozens personality variables that are 
not found in the DSM. Both systems draw attention 
to positive traits (Agreeableness, Conscientiousness, 
and their finer lexical branches), which must be 
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added into the reckoning alongside the maladaptive 
ones, if one is to make a more accurate prognostic 
appraisal. I would go a step further and recommend 
one pays attention to each prospective patient’s sali- 
ent, most prominent trait, namely, the defining 
feature that most people who know the patient 
immediately think of as that person’s “ID tag.” In ad- 
dition, one should try to assess certain variables 
not ordinarily attended to in one’s task of per- 
sonality evaluation. One such variable is what I 
called “spirituality” (akin to Cloninger’s Self- 
Transcendence), which I feel plays an important role 
in determining which patients, especially which bor- 
derline patients, will do well and which will not 
(Stone, 2000b). 

The usefulness of a combined diagnostic ap- 
proach for borderline patients has already been rec- 
ommended by Clarkin, Hull, Cantor, and Sanderson 
(1993). In their study, clinically diagnosed border- 
line inpatients at New York Hospital-Westchester 
were evaluated by both the Structural Clinical Inter- 
view for DSM-III-R (Spitzer, Williams, Gibbon, & 
First, 1990) and by the FFM-based NEO-PI. Clarkin 
et al. concluded, in regard to the NEO-PI, that the 
Neuroticism and Agreeableness scales picked up the 
pathological aspects of the borderline patients (as 
did the DSM items), but the Extraversion, Conscien- 
tiousness and Openness scales yielded important in- 
formation about the constituent facets of those three 
scales, which addressed issues of perseverance at 
work, social abilities, and openness to new ideas (re- 
lated probably to the self-reflective function; Fonagy 
et al., 1995). These qualities, or their comparative 
deficiencies, play a vital role in determining amena- 
bility to therapy, capacity for attachment to signifi- 
cant others (including the therapist), and the prob- 
ability for a successful lifecourse in the long run. 

Whereas I recommend a combined categorical- 
dimensional approach to the assessment of patients 
in general who present with personality problems 
including well-functioning patients in psychoanaly- 
sis, this recommendation goes double for borderline 
patients. They constitute the largest group of person- 
ality disordered patients at most clinics and hospi- 
tals, and they present with the most difficult chal- 
lenge for therapists among patients who are still 
amenable to psychotherapy. Patients who are psy- 

chopathic are of course more “challenging” but are, 
as I discuss later in this chapter, usually outside the 
domain of treatability. At this point, I would like to 
show the usefulness of the NEO-PI-R in relation to a 
number of borderline patients with whom I have 
worked. 

THE NEO-PI-R AS A DIMENSIONAL SCALE 
APPLICABLE TO BORDERLINE PATIENTS 

The way in which the NEO-PI-R may be used as a 
medium- fine lens in the inspection of borderline 
patients can be illustrated with a side-by-side com- 
parison of ratings for several patients (see Table 
24.2). I chose nine patients with whom I have 
worked using a largely analytically oriented psycho- 
therapy (supplemented when necessary or practical 
with supportive interventions), rating each with a 
number from 0 to 100 for each of the 30 facets of 
the NEO-PI-R (six facets for each of the five factors: 
Neuroticism, Extraversion, Openness, Agreeableness, 
and Conscientiousness). In this scale, the relevant 
ratings are very high, high, average, low and very 
low. Brief sketches of the nine patients, numbered 
1-9 across Table 24.2, follow. 

Patient 1. An 18-year-old high school student. She 
was referred for therapy following a sui- 
cide attempt that led to a brief hospitali- 
zation. Following the death of her 
mother in a car accident when she was 9 
years old, she and her sister were raised 
by their father, whom they experienced 
as a “Jekyll and Hyde” figure: cordial 
with outsiders but tyrannical and hyper- 
critical with them. Nothing she did was 
“right” in his eyes; he would often strike 
her or throw things at her for failing to 
keep her room perfectly neat. She tried 
to escape his wrath by living with friends 
for as long as they would let her and had 
begun to feel, as she put it, like “Cinder- 
ella with no prince in sight.” She lost all 
ambition, was falling behind in her 
schoolwork, began abusing marijuana 
and engaging in casual sex with boys she 
barely knew, and, finally feeling de- 
pressed and hopeless, took an overdose 
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Michael H. Stone 

of the antidepressants she had received 
from a doctor she had seen at the school 
psychologist’s suggestion. During the 6 
months I worked with her, she seldom 
came on time and often “forgot” appoint- 
ments altogether, necessitating my calling 
around town to various friends with 
whom she might be staying the night. Fi- 
nally, she dropped out altogether; al- 
though less depressed than before, she 
still had no plan for what to do with the 
rest of her life. She moved to Italy where 
her mother’s relatives resided. This pa- 
tient’s NEO-PI-R profile is shown in Fig- 
ure 24.1. 

Patient 2 .  The next patient is the elder sister of Pa- 
tient l. She sought help for depression 
following the breakup of a romantic rela- 
tionship 2 years after her younger sister 
quit treatment. She had felt suicidal, saw 
her life as going nowhere, and was con- 
vinced people thought she was “worth- 
less” and “stupid.” More committed aca- 
demically than her sister, she had nearly 
completed college. Living at home had 
become unbearable because her father 
constantly criticized her for being “dirty” 
or “bad smelling,” even after she had just 
showered. Although she was actually the 
more attractive of his two very attractive 
daughters, he missed no opportunity to 
make sarcastic remarks about her looks 
or her clothes. She had lost self- 
confidence to the point where it was 
painful to be among friends because she 
assumed that they felt she was as much 
of a “nothing” as her father did. 

In the course of her therapy, she re- 
vealed what her sister had never men- 
tioned; namely, that their mother had 
been indifferent to them and had spent 
much of her time away from the family 
with a lover (in whose car she had died). 
Her father would sometimes wander into 
the bathroom undressed when she was 
there, “unaware” she was still in the 
shower. Although he had never molested 

her sexually, it became clear to her that 
there was another side to the story of his 
criticism: He seemed to be defending 
himself against his own attraction to her 
by devaluing her as an “ugly good-for- 
nothing.” As she began to understand her 
father, her depression lifted and she grew 
more self-confident. 

gesture, this woman had come from a 
family where her parents were in contin- 
ual battle with one another and her 
mother was critical, rejecting, and hostile 
toward the patient and her younger sis- 
ter. Her father, a surgeon, was possessive 
toward her, was intolerant of any boy- 
friend she might introduce to the family, 
and went so far as to do pelvic exams on 
her after a date, ostensibly to make sure 
she had not “done anything wrong.” 
Sensing this exaggerated affection for his 
daughter and aware that he had crossed 
the line into a form of sexual molesta- 
tion, her mother grew intensely jealous, 
hence part of the reason for her venom- 
ous anger. While at the hospital, the pa- 
tient oscillated between moods of sui- 
cidal depression and extreme irritability 
Therapy consisted of analytically oriented 
therapy four times a week. Because the 
home environment was so destructive, 
the hospital’s plan was to keep her for 1 
year until she could go to college directly 
from the unit. An outstanding student, 
she got accepted to a major university 
From there she went on to obtain a 
medical degree and become a surgeon 
like her father. Married now with two 
children, she is still noticeably moody 
and has a biting, often sarcastic, way of 
talking. This patient5 NEO-PI-R profile is 
shown in Figure 24.2. 

tient 3. She entered therapy 10 years af- 
ter her sister had left the hospital. The 
problem was a deteriorating marriage. 
Her husband had grown inattentive and 

Patient 3. Hospitalized at 16 because of a suicide 

Patient 4. This patient is the younger sister of Pa- 
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Treatment of Personality Disorders 

almost totally uncommunicative. She be- 
came depressed and often thought of sui- 
cide, although she had not as yet en- 
gaged in self-destructive behavior. 
Outwardly more integrated than her sis- 
ter had been, she soon revealed material 
that called into question just how emo- 
tionally healthy she was. One of her first 
dreams she told me, for example, in- 
volved mutilation: “I am in the recovery 
room after surgery. All my vital organs 
are arranged at the sides of, and just out- 
side, my body: the liver and kidneys to 
the right, my spleen and a lung to the 
left. An obviously drunk surgeon waves 
goodbye to me as he leaves the room, 
saying with slurred speech, ‘Don’ chu 
worry, you’re gonna be OK.”’ This was a 
tipoff to the transference: She viewed me 
as an unreliable person into whose hands 
she should not place her secrets and her 
life. This was also a reflection of the fact 
that her father had been an alcoholic and 
had died when she was in her teens. She 
affiliated herself frequently with men 
who mistreated and neglected her. More 
attractive than her sister, she had actually 
been her father’s favorite, only to draw 
even more fire from her jealous mother 
than had been directed at her sister. This 
seemed to be the key to her masochistic 
style: She could have relationships with 
men but only if (as she assumed her 
mother would want it) she suffered. She 
finally divorced her husband but then 
became alcoholic herself and began to 
drive at high speeds on the highway She 
was hospitalized at this point for 2 
months and treated with mood stabilizers 
and antidepressants before returning to 
therapy. Having worked through the 
mechanisms of her disastrous choices of 
men during the next 2 years, she eventu- 
ally met a much more suitable man, 
whom she married. Unlike many border- 
line patients, she had always been highly 
focused and perseverant. 

Patient 5. At age 30 when she entered thrice- 
weekly therapy, this woman, a mother of 
three, had been unhappily married to a 
man she considered a boorish philan- 
derer. She was pathologically jealous 
about his having affairs-on one occa- 
sion she actually caught him in the act. 
She grew depressed and suicidal, thought 
of hurling herself off the roof of her 
house, but was persuaded to come to a 
hospital instead. Between the ages of 6 
and 15, she had been the “secret wife” of 
her father, who subjected her to perform- 
ing oral sex on him as if to “work off” 
the punishments she had “deserved” for 
any number of minor “offenses.” such as 
not finishing her vegetables at dinner. 
She cut her wrists when a teenager and 
finally told her mother what had been 
going on. Her mother promptly divorced 
her father and moved away with her 
daughter. The patient married early to 
escape her past but ended up with a 
man who was in many ways a carbon 
copy of her father: domineering, seduc- 
tive, and exploitative. Toward the end of 
the marriage, she took on some of these 
qualities herself, going to bars to pick up 
men and using an assumed name. Al- 
though she did not have a dissociative 
disorder, she did shift rapidly, especially 
after her divorce, between two states: one 
in which she was dependent, docile, and 
affectionate toward the new men in her 
life; the other in which she tormented 
them with her jealousy, used hcr beauty 
as a weapon, drawing men to her, on 
whom she could then avenge herself 
(symbolically) for the wrong done to her 
by her father. She developed some in- 
sight into this mechanism during her 
therapy, although the jealousy did not di- 
minish for several years. She remained 
highly anxious when alone and, like 
many borderline patients, was unable at 
such times to stifle her anxiety through 
vocational activities. She was a skilled 
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sculptress but was unable to pursue her 
craft unless things were going well. 
Around the time of her divorce, she be- 
gan to abuse alcohol but refused to go to 
Alcoholic Anonymous. She was unable to 
conquer the problem until several years 
later when her life stabilized after enter- 
ing a less destructive marital relationship. 

Patient 6. At age 26 when she began therapy with 
me, this woman had been in psychiatric 
hospitals three times before, starting 
when she was in college. There, she 
made a serious suicide attempt with hyp- 
notics after a love affair had ended. She 
had been in analytically oriented therapy 
with two previous therapists, and each 
time she had become erotomanically at- 
tached to the therapist and consumed 
with jealousy about the therapist’s wife. 
The same pattern repeated itself with me. 
Merely seeing my wife in the hallway of 
our apartment building (where I also 
have my office) sent her into such de- 
spondency that she made a suicide ges- 
ture and had to be rehospitalized briefly. 

Her early life had been traumatic. An 
older sister had been crazily jealous of 
her (the patient had been her mother’s 
favorite) and had tried to stab her with a 
kitchen knife on several occasions. Her 
father was a successful professional man, 
a “workaholic” who was uncomfortable 
around his children and had time only 
for his wife. He was mercilessly critical of 
the patient and, during her teen years, 
derogated her boyfriends-one sign 
among many of his thinly veiled sexual 
attraction to her. The patient became 
bulimarexic while at college, a tendency 
which became exaggerated around the 
time of her menstrual period. 

Dynamically, the jealousy toward the 
wives of her therapists hid a deeper layer 
of (now sexualized) longing for closeness 
toward another woman. This was a layer 
she could never reach in her treatment. 
She was still terrified of her sister and 

worried that if she found happiness with 
a man, her sister would finish the job 
she had started years earlier and kill her 
(a totally unlikely scenario because the 
sister was now married with children of 
her own). The thrust of therapy changed 
after 2 years to a more supportive mode, 
where the emphasis was on enabling her 
to date men again (she had not done so 
for 10 years). Eventually, she met a suit- 
able man, married, continued her work, 
and had a child. She was no longer 
symptomatic. 

alytic psychotherapy for a number of 
years with a colleague of mine, who re- 
ferred her to me because the work had 
reached an impasse. A professional 
woman, she was married for the second 
time but felt trapped in a joyless mar- 
riage to a man whom she experienced as 
irritable; he was more interested in the 
television than in her. She had 
obsessive-compulsive personality disor- 
der, with a prominent cancer phobia. In 
addition, she suffered from marked anxi- 
ety in social situations and bouts of de- 
pression. Just as irritable as her husband, 
she argued with him almost daily, mostly 
about his inertia and uncooperativeness 
around the house. During her early 
years, her mother, a highly narcissistic 
woman, had humiliated her about her 
appearance and was generally aloof. Her 
father alternated between being affection- 
ate and being frighteningly irascible and 
physically punitive. Extraordinarily de- 
pendent and importunate, she wore out 
other people’s (and her therapists’) pa- 
tience with frequent phone calls begging 
for reassurance. When she had to un- 
dergo a minor surgical procedure for a 
benign condition, she became panicky 
and threatened suicide, claiming she 
could not endure waiting over a weekend 
to receive the official report of a biopsy, 
although the surgeon had already told 

Patient 7. A woman in her late 40s had been in an- 
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her by phone that the lesion was benign. 
Life for her was an unending series of ca- 
tastrophes (as she envisioned them) that 
never occurred. In addition, she re- 
mained embittered over her past in such 
a way as to render her impatient, sour, 
and critical with others, often destroying 
friendships in the process. 

Patient 8. A woman of 48 years came for treatment 
at the urging of her husband. Their mar- 
riage, which had been satisfying for 
many years, had begun to deteriorate 
rapidly. She had become explosively irri- 
table, suicidal, and abusive. At times she 
would snatch the newspaper away that 
her husband had been reading, throw his 
dinner at him from across the table, or 
smash down the screen of his laptop 
computer. She had grown to hate his “in- 
difference” yet said she would kill herself 
if he ever divorced her. Her children 
twice rescued her from suicide gestures, 
on one occasion grabbing her at the last 
minute as she was about to jump off the 
roof of their house. At our first meeting, 
she announced that she was going to buy 
a gun, kill her husband, and then her- 
self. When I reminded her of the law re- 
quiring me to warn her husband, she 
simply added me to the hit list. Meeting 
with her daily for a while helped defuse 
the situation. She grew calmer, although 
she was still enraged at her husband for 
his lack of attention. She was convinced 
he had a mistress. Having discovered 
that he had been renting a small apart- 
ment in the city ostensibly to escape for 
some “peace and quiet,” she threatened 
to wreck it. Such an act would certainly 
lead to his divorcing her, I warned her, 
but she sneaked into his apartment any- 
way and reduced it to a shambles. He 
called his lawyer about divorce. She then 
quit treatment, wrote me a nasty note, 
and moved to Ehrope for several months. 
After her return, she cut her wrists and 
was hospitalized briefly. I did not hear 

how the story ended until recently when 
I learned that in the intervening 10 
years, the couple had divorced, both had 
remarried, and were now happier. The 
patient herself had become more stable 
and was no longer aggressive nor out of 
control. Always tempestuous in her ear- 
lier years, she became borderline during 
her menopausal years, only to become 
calmer (to where BDL was no longer ap- 
plicable as a diagnosis) in her late 50s. 

This woman’s situation illustrates one 
of the peculiarities of the DSM definition 
of BDL. The definition is based more on 
symptomatic behaviors (e.g., self- 
damaging acts, stormy relationships, brief 
psychotic episodes) than on true traits of 
personality (e.g., demandingness, unrea- 
sonableness, vehemence, manipulative- 
ness, changeableness; all of which are en- 
countered often in those diagnosed with 
BDL). But because symptoms can often 
be diminished or eliminated with medi- 
cations and therapy-whereas real per- 
sonality traits are much more tenacious 
-clinicians may sometimes treat a 
woman in her midlife who is passing 
through what proves to be a 4- or 5-year 
timeframe of appearing to be borderline 
by the DSM criteria. Some women, of 
course, during the menopausal years 
show a resurgence of symptomatic be- 
haviors that were characteristic of them 
in their 20s and 30s and who were cor- 
rectly diagnosed with BDL in their earlier 
years. I gave several examples of the lat- 
ter in my book on the long-term follow- 
up of borderline patients (Stone, 1990a). 

411 in the section on the use of the lexi- 
cal checklist, got into problems with 
credit card debt, among other things; 98 
of the maladaptive traits were applicable. 

Patient 9. This patient, described on pages 410- 

As for the salient characteristics of these nine 
borderline patients, one could sum up their person- 
alities in a few words, the maladaptive aspects of 
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which point to the main areas of focus for psycho- 
therapy (second column); the positive aspects of 
which point to their main strengths or “saving 
graces” (third column). 

Patient 1 
Patient 2 

Patient 3 

Patient 4 

Patient 5 

Patient 6 

Patient 7 

Patient 8 
Patient 9 

Chaotic, a “lost soul” 
Un-self-confident, 

Rebellious, contemp- 

Masochistic, impul- 

Jealous, manipula- 

Erotomanic, envious 

mournful 

tuous 

sive 

tive 

Bitter, “catastrophiz- 

Vengeful, abusive 
Exploitative, unscm- 

ing” 

pulous 

Appealing, sympathetic 
Reflective. sweet 

Ambitious, brilliant 

Undemanding, plea- 

Seductive, refined 
sant 

Sympathetic, persever- 
ant 

Independent minded, 
free of prejudice 

Devoted, passionate 
Seductive, high spir- 

ited 

From an inspection of the NEO-PI-R profiles, as 
outlined in Table 24.2, several interrelationships be- 
come apparent. All the patients were above average 
on the N1, N2, and N3  (Neuroticism) scales for 
anxiety, anger, and depressiveness, respectively This 
is consistent with data customary for a group of 
borderline patients. Most showed “vulnerability” as 
well, although not as many were impulsive. On the 
Extraversion and Openness scales, the ratings were 
less consistent and less often at the extremes. On 
the Agreeableness scale only Patient 2 was even av- 
eragely “trusting”; all the others were less so (and 
some were extremely untrusting). Seven of the nine 
patients could be rated as adequate or better on the 
Conscientiousness scale, whereas Patients 1 and 9 
scored distinctly below average. Many of these pa- 
tients ultimately did well, even the woman who 
threatened to kill me. These seven patients scored at 
least average or better on the Conscientiousness 
scale (akin to Cloninger’s Persistence and self- 
discipline, which is self-embodied in the NEO-PI-R 
scale and to which I drew attention in my follow-up 
study, concerning borderline patients who did better 
than average; Stone 1990a). The two whose Consci- 
entiousness ratings were uniformly low were Patient 
1, who was poorly motivated and disorganized, and 
Patient 9, who had strong psychopathic features. 
The virtue of the NEO-PI-R is that it draws atten- 
tion to the prognostically important variables having 

to do with Conscientiousness and Openness (which 
addresses artistic sensibilities). These variables are 
ignored in the DSM-category approach, which fo- 
cuses on illness, not on areas of wellness. 

For several of the patients, I added an asterisk to 
their rating (see Table 24.2) to indicate the patient’s 
customary state (not taking psychotropic medication): 
Patients 7, 8, and 9 but especially Patient 5.  Patient 7 
was ordinarily the antithesis of impulsivity But when 
she was on a serotonin reuptake inhibitor antidepres- 
sant, she became transitorily hypo-manic and was 
given to overspending. Patient 8 had usually dis- 
played a good degree of emotional warmth, but this 
quality disappeared during the time I worked with 
her when her hostility level was maximal. The same 
was true of Patient 9, who could show warmth to- 
ward others when she was younger and even recently 
toward a few key friends during the time she was 
otherwise in a fury for being reprimanded because of 
the credit card theft. Patient 5 ,  as with many border- 
line patients at the height of their illness, showed a 
markedly unintegrated personality. She could “turn 
on a dime,” switching from friendly to hostile, pam- 
pering to abusive, trusting to delusionally jealous, fun 
loving and sensation seeking to despondent, from 
one moment to the next, depending on what was 
happening in her social life. It was therefore not pos- 
sible to give her ratings for several of the facets of the 
scale that would be valid across long-time stretches. 
Oldham and Morris (1990) referred to these emo- 
tional oscillations in borderline patients as their “mer- 
curia1ity”-a useful term and one that underlines the 
difficulty in assigning consistent ratings to this behav- 
ior. This mercurial quality is another indication of 
how the DSM definition of BDL belongs more to the 
sphere of symptom disorders than to the domain of 
true personality disorders-extreme lability of mood 
being more of a symptom, strictly speaking, than a 
personality trait. 

Patients 3 and 4) to highlight the influence of 
genetic-constitutional factors and of nonshared en- 
vironment on the emerging personalities of siblings 
raised in the same family. These differences may af- 
fect amenability to therapy and long-term prognosis. 
For example, although exposed to the same abusive 
harshness of their father as was her sister and to the 

I chose the two pairs of sisters (Patients 1 and 2, 
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traumatic loss of their mother during their younger 
years and although equally attractive and intelligent, 
Patient 1 was more impulsive, less outgoing, more 
sensation seeking, less reflective or straightforward 
and candid, more of a nonfocused “dreamer,” and 
much less self-disciplined than was her older sister. 
The latter persevered with her treatment and has be- 
gun to make genuine progress, whereas the younger 
sister drifted away and remains in shakier circum- 
stances. 

The second pair were less different, yet the dif- 
ferences were important: Patient 3 was more driven, 
ambitious, angry, less impulsive (at least as she got 
into her ~ O S ) ,  and not as emotionally warm. She 
was even more self-disciplined than her younger sis- 
ter. These probably innate differences help account 
for her having become a surgeon, whereas her sister 
chose a more conventional, less challenging path. 

Among the salient or defining traits of the pa- 
tients in the nine vignettes, several were from a ther- 
apeutic standpoint particularly difficult to deal with. 
The last five patients, for example, were described 
(along with their other traits) as jealous, envious, 
bitter, vengeful, and unscrupulous, respectively. Of 
course, almost any patient with a maladaptive trait 
exhibited to an extreme presents major hurdles to a 
therapist. But certain traits, when present at all, are 
routinely challenging, constituting a nearly impene- 
trable “character armor” (the term is from Wilhelm 
Reich’s, 1933/1949, celebrated monograph). Patient 
3, for example, displayed a fair degree of contemp- 
tuousness when I first worked with her. She always 
had an abrasive facade and does so to this day. But 
her contemptuousness melted away after the first 
few months of our work and thus did not become 
an impediment to the therapy nor to her matura- 
tion. Beyond a certain level, nevertheless, this trait 
-in a highly narcissistic personality disorder person 
with little motivation for change and with a strong 
tendency to devalue the therapist’s efforts-can eas- 
ily sabotage treatment. Such patients generally drop 
out of therapy prematurely. 

In my book on abnormalities of personality 
(Stone, 1993), I devoted the last two chapters to 
traits “less amenable to or not amenable to therapy” 
and to people who were beyond the reach of ther- 
apy altogether; namely, people who are psychopathic 

and who commit heinous acts short of or including 
murder. Some of the case illustrations in the first of 
those chapters concern traits similar to those of the 
last five vignettes mentioned above. I gave examples 
of a man who was extraordinarily cheap, so much 
so that he would make a scene in a restaurant 
where he had invited a new “date” to dinner, humil- 
iating her by loudly accusing the waiter of over- 
charging him a dime. I mentioned another who was 
a “plastic” company man (i.e., so disposed to parrot 
back the sentiments and opinions of his superiors 
and to mouth platitudes that he seemed to have no 
personality of his own, just a kind of cerebral “play 
dough” that could be molded at will). As a third ex- 
ample, a breathtakingly callous robber’s bullet para- 
lyzed the policeman who was trying to arrest him 
who then squawked that he could not get a fair trial 
because the policeman’s wife wheeled her paraplegic 
husband into the courtroom to give his testimony 
and “all the sympathy went to the cop!” For a 
sensation-seeking example, a bank executive had 
been carrying on a torrid affair with a much 
younger and extremely tempestuous woman. Their 
life together oscillated rapidly between days of wild 
love making and days of raucous, alcohol-fueled ar- 
guments that ended in assaults and the damage of 
each other’s property. 

On the distaff side, an indiscreet nanny when ac- 
companying the family she worked for on their va- 
cation in Europe, ordered caviar for lunch while the 
family merely had sandwiches. She talked cheerily 
to the family’s two young boys about her homosex- 
ual brother who had been jailed for “sucking penises 
in the subway bathrooms” while the father tried to 
negotiate hairpin turns in the south of France. She 
cuddled naked with the 11-year-old boy in bed, os- 
tensibly to “warm him up” after a swim, during 
which she had held his head underwater for a time, 
terrifying him, as a punishment for not coming 
promptly to lunch. 

For bitterness, I chose the example of the di- 
vorced technician in her 40s whose mental life was 
dominated by preoccupations with all the wrongs 
done her when she was young and with everything 
that was miserable about her current life. She com- 
plained of loneliness, yet she ensured this state by 
wearing out the patience of friends and relatives. 
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Friends that were married were intolerable to her 
because “they have each other” (which stirred up her 
envy), but single friends were no good either because 
“they’re in the same boat I’m in.” When treating her 
if I took notes (as I customarily do when patients re- 
port dreams), she would “twit” me with “all you seem 
to care about are those notes!” If I was not taking 
notes on another day, I would hear, “you’re not mak- 
ing notes-does this mean I don’t matter to you?” 
Her bitterness and suicidality grew particularly in- 
tense around the time of her mother’s birthday: She 
felt that was a good time to do herself in, “to teach 
the bitch what she did to me.” Once when she be- 
came seriously suicidal after a brief absence on my 
part, I felt very worried about her and took her my- 
self to a emergency ward, preparatory to her being 
admitted to a psychiatric unit. Enraged, she yelled at 
me, “who told you to save my fucking life?” 

Curiously, the story ends better than it began. 
When I called her 10 years after the hospitalization 
(and 6 years after my book appeared), she was 
happy to hear from me and mentioned how she had 
remained ill and embittered over the next 3 years 
and unable to work but then was able to work 
through certain childhood trauma with the therapist 
she had met while at the hospital. Now almost 60 
years old, she was more at peace, able to work 
again, and had gathered around her a circle of 
friends, whom she no longer alienated with her 
complaints as in the old days. In her case, the bit- 
terness proved not to be insuperable, although it 
had scarred her life for half a century. Patient 5 ,  in 
contrast, remains embittered (also for half a cen- 
tury); it is not yet clear whether a similar kind of 
mellowing will take place later on. 

For vengefulness, the example I provided was 
that of Betty Broderick, the divorcee who sneaked 
into the apartment of her former husband and his 
fiancee and shot them to death. The lurid details of 
her life just before the murders is told by her biog- 
rapher, Taubman (1992). Broderick is an interesting 
case study because she was raised in a nurturing 
well-to-do home, never abused sexually or physi- 
cally, was attractive and intelligent, and married a 
man with degrees in both medicine and law. The di- 
vorce settlement left her with custody of their four 
children, their large house, and an allowance of 

$16,000 per month. Despite all this, she became so 
enraged as to burn his clothes with gasoline in front 
of the children, ram her car into her ex-husband’s 
new house, smash his windows, and spray paint his 
walls. Urged by her friends to get psychiatric help, 
she adamantly refused, saying that this would be 
proof that she was “crazy” and she would lose cus- 
tody of her children. This refusal certainly ensured 
that her vengefulness would remain untreatable. 

These scarcely treatable and outright untreatable 
personality traits are noteworthy for their virtual ab- 
sence in the DSM. It is true that the DSM-IV de- 
scription of obsessive-compulsive personality disor- 
der does include “adopts a miserly spending style 
toward self and others” (APA, 1994). Yet the 
man whose cheapness I mentioned (here and in 
my book) showed none of the other obsessive- 
compulsive personality disorder traits. Even if he did 
meet the criteria for obsessive-compulsive personal- 
ity disorder, to refer to him just by that diagnostic 
term would gloss over this most striking characteris- 
tic-one that inevitably became the focal point of 
his treatment. Callousness is not even included in 
the DSM definition of antisocial personality disorder. 
In contrast, the FFM model, and the lexical lists 
from which the FFM was originally abstracted, can 
readily find a place for these challenging traits- 
which certainly deserve a home in any personality 
nomenclature of use to clinicians. 

One can add to this list numerous other traits. 
Although the depressive-masochistic personality 
type within the domain of BDL often has a more fa- 
vorable prognosis (Kernberg, 1967) compared with 
hypo-manic and paranoid types-one sometimes 
encounters more firmly entrenched cases of this 
type. Kernberg (1984) wrote of them under the 
heading Self-Destructiveness as Triumph Over the 
Analyst (p. 291). Masochistic patients of this type 
carry out their emotionally and at times physically 
self-destructive tendencies, not in an uncontrolled 
rageful state but with a “calm, determined, even 
elated attitude” (p. 292). For example, a depressive- 
masochistic woman in her 40s, whom I briefly 
treated, had had to work hard all her life to support 
herself and had nothing saved for the future. She 
had been married for a few years in her 20s, but af- 
ter that ungratifying relationship, she had been liv- 
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ing in an odd arrangement for over 15 years, mar- 
ried to a wealthy older man who kept a separate 
apartment, was rarely actually with her, and for 
whom she did a great deal of decorating work for 
his chain of restaurants. For this she received no 
pay, was sometimes invited to join him on trips, but 
mostly lived apart; as he reminded her, she was not 
included in his will. She could never summon the 
courage to confront him about this, nor could she 
bring herself to divorce him in hopes of finding a 
man who would treat her less shabbily. She could 
acknowledge to me that she had some “worries” 
about the future, given the “somewhat insecure” sit- 
uation she had been enduring for so many years. 
When I confronted her about the perilousness of her 
circumstances and the frustrating quality of 
having a husband that was not a husband, she quit 
treatment. 

There is another trait that poses difficulties in 
both treatment and terminology. The trait is perhaps 
a blend of a few simpler qualities such as overdra- 
matic, disorganized, or scatter brained. People usu- 
ally cover this blend by the colloquial word Jahey 
(referring to the unpredictable zig-zag course a 
snowflake follows as it descends to earth), for want 
of a more conventional term. I had an occasion to 
treat a remarkably flakey woman in her late 50s, 
who had married and divorced twice. She had a 
daughter by her first marriage, a budding artist with 
some promise, who died of a drug overdose when 
she was 23 years old. There were two children by 
the second marriage. The patient had never worked, 
having inherited a fortune from her parents. She 
fancied herself a choreographer, for which she had 
some experience, less talent, and no success. Al- 
though whimsical, articulat-e, and humorous, she 
had no close friends; they gave up on her after tol- 
erating a number of spoiled luncheon appointments, 
theater dates, and the like, which she somehow for- 
got about. The same trouble cropped up in our 
meetings: She would forget her session times, wan- 
der off to a different city, give only vague possibili- 
ties for when she could come for the next appoint- 
ment, and that only after I did some investigative 
work to track down where she was. Eccentric, like 
Giraudoux’s “Mad Woman of Chaillot,” and full of 
impractical plans for “making her name” in the 

dance world or in writing, she mostly frittered away 
her time doing nothing. 

What propelled her into therapy was her newest 
infatuation with a bellhop she had met at a resort 
who had some aspirations as a violinist. She took 
him under her wing, imagined him the next Isaac 
Stern, and became totally infatuated with him, buy- 
ing him expensive presents and in general making 
him as dependent on her as she had become depen- 
dent on him. Her children resented this relationship, 
which was so consuming as to marginalize them. 
They insisted she seek help. Reluctantly she did so, 
but there was no consistency to our work because 
of all the missed appointments. It was clear she was 
not motivated to explore the meaning of her rela- 
tionship with the young man, namely, that it gave 
her surcease from her loneliness or that he was a 
stand in for her dead (and same-aged) daughter. 
They could not be seen in public because of the age 
difference, which rationalized her wish of having 
him all to herself. Therapy threatened this wish, and 
after a few months, she broke off the treatment. 

Sadistic and Other Essentially Untreatable, 
Highly Destructive People 
As one moves further toward the limits of treatabil- 
ity, one encounters people with personality configu- 
rations dominated by destructiveness, usually in the 
form of sadism, either of a primarily verbal sort (the 
“psychological” sadism of betraying loved ones, 
crushing the self-esteem of others, humiliating oth- 
ers in public situations, etc.) or of a violent, physical 
sort. Not all such people meet the criteria for antiso- 
cial personality disorder nor for psychopathy (which 
I focus on in the next section). Mainly they are 
found as the cruel parents or spouses, known all too 
well to their families but scarcely at all to the au- 
thorities. Or they may be seen as the “bosses from 
hell” who make life miserable for their underlings in 
the workplace but who never cross the line over 
into grossly illegal, indictable behavior. Sadistic per- 
sonality disorder (SDS) itself, largely for political rea- 
sons, is no longer even recognized in the DSM 
(Stone, 199810; Widiger, 1996). The elimination of 
SDS from the DSM was not a reflection of its disap- 
pearance from the body social, however. Sadism is 
alive and well. In addition, there is a place for it in 
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the FFM, namely, at the far end of the scale for An- 
tagonism (i.e., the opposite of Agreeableness) on the 
facet for (the opposite of) tender mindedness, where 
there are such traits as callous and ruthless. Below, I 
describe a few examples of this kind of callous and 
ruthless behavior-behavior that led Shengold 
(1989) to coin the term “soul murder.” 

A psychologist of my acquaintance told me of a 
9-year-old boy he had been treating for symptoms 
akin to posttraumatic stress disorder and depression. 
These conditions had been set in motion by his fa- 
ther, who had poured boiling water on his son’s pe- 
nis and had then proceeded to strap a “cherry 
bomb” (a powerful type of firecracker) under the 
boy’s new puppy and blow the animal to bits. Be- 
cause the boy was still alive and because of the “sa- 
credness” of the family-where acts short of at- 
tempted (or actual) murder rarely reach the light of 
day-the man was not arrested and imprisoned. 

I served as an expert witness in a case involving 
a bitter custody battle between the divorced parents 
of two teenage children. The mother, an untreated 
bipolar manic, had become progressively more out 
of control over the preceding 6 years. She arrived 
several hours late to pick up her daughter at the air- 
port on her return from boarding school, whereon 
the father went to get her and bring her to his 
home. The mother flew into a rage at the girl, as 
though the girl had “stood her mother up.” When 
the girl later paid her mother a visit, her mother 
threw a large flower pot at her and then chased her 
around the dining room table with a kitchen knife. 
Shortly thereafter, her son was to participate in an 
important religious ceremony. On the way to the 
ceremony, as he was sitting next to her in the lim- 
ousine, she cut her wrist with a razor, cut his neck- 
tie in two, and spread some blood from her wrist on 
his shirt, thus ruining his desire to participate in the 
ceremony. 

Earlier 1 cited many examples of this sort from 
biographies of famous (and infamous) people (Stone, 
1993, p. 451). One of these examples concerned the 
father of Edie Sedgwick, the actress (Stein 6r Plimp- 
ton, 1982). Her father was an intensely narcissistic 
man who sponged off his heiress wife and paraded 
around the family mansion in a bikini. He violated 
Edie incestuously when she was an adolescent, pre- 

cipitating a long series of psychiatric hospitaliza- 
tions. Despite her transitory fame as an Andy War- 
hol protege, she never really recovered, committing 
suicide shortly after her wedding. Of the remaining 
seven children, two of her brothers had been repeat- 
edly humiliated and mocked by their father, and 
they too ultimately committed suicide. 

to inflict suffering or pain on another, often as part 
of an urge to assert absolute dominance over the 
victim. Wilson and Seaman (1992) drew attention to 
this phenomenon as a manifestation of the “Roman 
Emperor syndrome,” referring to the likes of Nero 
and Caligula who took delight in the torture of oth- 
ers. As for torture, it would seem that its attraction 
derives from the knowledge that so long as the vic- 
tim is alive and conscious of the pain being inflicted 
on him or her, the torturer is vividly aware of being 
“top dog.” 

More subtle forms of torture are encountered in 
the workplace, such as when certain bosses taunt an 
employee about a shortcoming in front of coworkers 
or burdens an employee with impossible assign- 
ments, with the failure to complete resulting in dis- 
missal. 

This century has witnessed too many sadistic ty- 
rants to require enumeration here, although it can 
be said that some were sadistic “at a distance,” or- 
dering others to mete out the torture (MiloSevic, 
Lenin, Ceauqescu), whereas others enjoyed direct 
participation in the sadistic acts (Lavrentia Beria, 
Stalin, Saddam Hussein). 

Having the protection of a powerful parent can 
at times convert a person with narcissistic personal- 
ity disorder who feels like a nonentity into a person 
with confirmed SDS, such as the case with Nicolae 
Ceauqescu’s son Niku. As Pacepa (1987) told the 
story, on one occasion, Niku presided over a ban- 
quet honoring the promotion of an army officer. It 
chanced that oysters were served as an appetizer. 
Niku asked a waiter if there was a sauce for this 
dish. After being told “no,” Niku hopped up on the 
table, urinated on the tray of oysters, and then com- 
manded that the assembled guests feast on the oys- 
ters. From this and numerous other anecdotes in the 
book, one gains the impression that Niku was psy- 
chopathic and sadistic. It is possible to be one with- 

The essence of sadism is the conscious scheming 
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out the other, just as one can be described as antiso- 
cial (by DSM terms) without meeting the criteria for 
SDS as described in the appendix of the third edi- 
tion of the DSM (DSM-III; APA 1980). The existence 
of any one of these heightens the likelihood that 
one or both of the other personality configurations 
will also be present, but none of them implies the 
simultaneous presence of the other(s). Niku’s exam- 
ple serves, at all events, as an introduction to the 
topic of psychopathy, to which I now turn. 

PSYCHOPATHY: ON THE FAR SIDE 
OF TREATABILITY 

The concept of antisocial personality disorder as em- 
bedded in the DSM and as alluded to above, re- 
mains confusing; it is a mixture of true personality 
traits and certain behaviors. Admittedly, the defini- 
tion in the DSM-IV is better in this regard (empha- 
sizes traits more than does the DSM-III) but still falls 
short of what would be most useful clinically. The 
Psychopathy Checklist-Revised (PCL-R) of Hare et 
al. (1990) represents an improvement in this regard, 
especially because one of the factors that emerged 
from the analysis of the 20 items-Factor I-is de- 
fined exclusively in traits terms. Glibness, grandios- 
ity, manipulativeness, cunning, callousness, lack of 
remorse or compassion, mendacity, and the refusal 
to accept responsibility for one’s harmful actions 
(which translates into a kind of haughty contemptu- 
ousness or what the French call je-rn’en-fichisrne 
[having the attitude of “ I  don’t give a damn”]) all 
represent the extreme of narcissistic personality dis- 
order, namely, self-centeredness combined with ruth- 
lessness and contempt. 

More to the point, Hare’s concept of psychopathy 
has proven itself a powerful predictor of recidivism 
when applied to offenders in either prisons or foren- 
sic hospitals (Cooke, Forth, 6s Hare, 1998; Harris, 
Rice, & Cormier, 1991) and an actual predictor of 
higher rates of recidivism in treated (vs. untreated) 
psychopaths (Rice, Harris, Q Cormier, 19921, ow- 
ing, i t  seems, to the proclivity of the treated psycho- 
path to use the lessons transmitted in the therapy to 
“con” the staff more effectively, win release, and reof- 
fend with greater bravado. Hare (1998) spoke of the 
psychopath, in evolutionary language, as the “intra- 

species predator who uses charm, manipulativeness, 
intimidation and violence to control others and to 
satisfy his own selfish needs” (p. 196)-a person 
“lacking in conscience and in feelings for others, 
who can do as he pleases without the slightest sense 
of guilt or regret” (p, 196). Furthermore, neuro- 
physiological researchers have recently established 
correlations between the presence of psychopathy, as 
defined by a PCL-R score >29 (each of the 20 items 
can be scored 0, 1, or 2, yelding a maximum score 
of 40), and a diminished evoked potential response 
to emotionally shocking words, which elicit stronger 
responses from people who are not psychopathic 
(Williamson, Harpur, & Hare, 1991). Similarly, the 
psychopath’s startle response to noxious stimuli is 
significantly less pronounced when assessed by 
evoked potential than is the response of nonpsycho- 
pathic people (Patrick, Bradley, Q Lang, 1993). Else- 
where, I reviewed other data bearing on the reliabil- 
ity and validity of the psychopathy concept (Stone, 
2000a). 

Because psychopathy at the lower PCL-R scores 
(e.g., in the range of 5-15) reflects personality con- 
figurations that blend into the “normal” population, 
there are many “subclinical” cases, such as people 
who scarcely ever come to the attention of the law 
and people who cheat, bamboozle, and manipulate 
others, thanks to their charm, convincing insincerity, 
and forceful “come on.” Others succeed through 
their harsh domineering attributes that take advan- 
tage of weak, dependent, and gullible people. One 
knows them as shady used car salesmen, corrupt 
but charismatic politicians, seductive golddiggers, 
and the like. Most of the latter stay this side of the 
law, but occasionally, for example, one murders her 
rich husband or other prey, such as in the case of 
the recently captured “grifter” Sante Kimes (Havill, 
19991, who insinuated her way into the home of a 
wealthy New York widow and then murdered her. 

In recent years, I have seen in consultation or 
have attempted to treat seven patients with signifi- 
cant psychopathic traits, including those of the true 
personality portion (Factor-I items). In addition to 
Patient 9 of the vignettes above, a young man in his 
late 20s would make repeated phone calls to women 
he knew as acquaintances of his family and badger 
them for dates. Routinely rebuffed, he would then 
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adopt a more threatening tone. This would be 
brought to the attention of his mother, who finally 
had to warn him she would notify the police if he 
continued “stalking” these women. He had a low- 
paying job at a large company whose director was 
his father’s close friend. He did no useful work, 
came in late, stole important papers, and was even- 
tually fired-only to carry on in a similar way at 
another company whose president owed his father a 
favor. After his father died, he took to spiriting away 
valuable books from his father’s antiquarian collec- 
tion to sell for supplementing his meager income. 
He took money from his mother’s purse and from 
his brother’s wallet, until finally the family put locks 
on all the doors of their sprawling apartment, lock- 
ing the bedroom door when they went to the bath- 
room and then the bathroom door before returning 
to the bedroom. 

My “treatment” of this obviously psychopathic 
but (thus far) nonviolent man was to urge the 
mother to change the apartment door locks when he 
was at work and leave a note with the doorman 
containing a weeks worth of money and the address 
of the hotel where she had reserved him a room and 
shipped his belongings. I had met with the mother 
and her son to explain why I felt this was the only 
recourse; they accepted this plan, not without re- 
grets at having to recognize the immutability of the 
man’s character aberrations. Once implemented, they 
lived (separately) with a sense of freedom and secu- 
rity such as they had not experienced in the 6 years 
since his behavior had become so intolerable. 

In another case, I treated for about 1 year a 39- 
year-old woman who had been married for a few 
years, during which time she was involved with an- 
other man by whom she had a boy, now 4 years 
old. The exhusband knew he was not the father, so 
he refused to pay child support; the actual father 
knew she had told the boy her “ex” was the father 
to obviate the stigma of illegitimacy. He balked 
about paying any support, knowing that she would 
not take him to court, lest the truth be exposed. 
Meantime, she worked sporadically at various me- 
nial jobs, getting fired from each because of lateness, 
missing items, and so forth. Her wealthy father, an 
alternatingly irascible and indulgent man, could be 
relied on to pick up the tab, until, that is, after I 

arranged a family meeting with the patient, her fa- 
ther, two brothers, and their wives about how best 
to handle the situation. At that meeting, she stole a 
watch and some money from the purse of one of 
her sisters-in-law. That was the last straw. The family 
sent her to another city where she had a distant rel- 
ative willing to take her and the child in. Her father 
henceforth refused to “throw good money after bad” 
and cut off her allowance. She had been a seductive, 
idle, and larcenous charmer ever since she was in 
her teens, causing great trouble to the family. Until 
the stolen watch episode, they had used their wealth 
and connections to keep her out of trouble, so she 
had no arrest record and no delinquency record. 
Therefore, her PCL-R score was artificially low. As 
for the year of psychotherapy with me and the years 
of therapy earlier on with several other therapists, 
this left intact her manipulativeness, deceitfulness, 
and penchant for petty thievery. 

THE UNTREATABLE AND THE DANGEROUS: 
THE VIOLENT PSYCHOPATH 

Some of the patients alluded to above, those with 
moderate PCL-R scores, came from families with 
strong histories of bipolar manic-depression. Risk 
genes for this condition are associated with novelty 
seeking, impulsivity, irascibility, and sometimes emo- 
tional insensitivity. These are characteristics of psy- 
chopathy, and it is no surprise that there is a degree 
of overlap between bipolar manic-depression and 
psychopathic traits. In my study of murderers, I at- 
tempted to situate them on a spectrum I called the 
“gradations of evil” (Stone, 1993, p. 453; Stone, 
1998b, p. 348). I enumerated 22 gradations, starting 
with cases of justified homicide (which is not mur- 
der) and ending with psychopathic torture, namely, 
murderers where torture was prolonged. Beginning 
with the 9th gradation, psychopathy is part of the 
personality profile. The 9th gradation is reserved for 
‘lealous lovers with psychopathic features.” Many of 
these people are bipolar manic-depressives: Ira Ein- 
horn (Levy, 1988), Richard Minns (Finstad, 1991), 
and Buddy Jacobson (Haden-Guest, 1981). 

As one moves toward the end of the spectrum, 
toward the region of people subjecting others to tor- 
ture, serial sexual homicide, or both, manic- 
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depression is no longer a noticeable feature. Instead, 
the personality profiles, besides full-blown psycho- 
pathy, include the traits of SZD. Of the serial killers 
in my biography series (now numbering 87),  40% 
were comorbid for SZD and SDS (as defined in the 
appendix of the DSM-111-R). Those with psychopathy 
and SDS include Fred and Rose West from the En- 
glish Midlands (Sounes, 1995) and Angelo Buono 
(the “leader” of the two Hillside Stranglers in Los 
Angeles, CA; O’Brien, 1985). Those with psycho- 
pathy and SZD include Jeffrey Dahmer (Schwartz, 
1992) and Gary Heidnick (Englade, 1988). 

to human depravity-no case of torturous maltreat- 
ment more grotesque than all other examples (I 
limit myself to people operating in peacetime; the 
atrocities of the Nazis and the recent Serbian sol- 
diers in Bosnia and Kosovo are another story)- 
there are some remarkable candidates. Two of these 
I described in some detail elsewhere (Stone, 1998b, 
pp. 352-353): Theresa Knorr (Clarkson, 1995) and 
Paul Bernardo (Burnside &r Cairns, 1995). Knorr 
was predominantly sadistic, burning her daughters’ 
arms with cigarettes and shooting one daughter in 
the chest and then (when the girl failed to die) ex- 
tracting the bullet to hide the incident from the au- 
thorities She finally, with the help of her sons, took 
the girl i o  the foothills of California’s Sierra moun- 
tains, where they burned her alive and left her to 
die. Knorr was motivated by a crazy jealousy of her 
daughters, whom she subjected to tortures and im- 
prisonment for years (e.g., chaining one inside a 
closet and leaving her without food) before murder- 
ing two of the three. 

Toronto-born Bernardo was a “classic” psycho- 
path of the charmer-con artist type. He became ob- 
sessed w1 th sex, power, and rape fantasies, especially 
after finding out that his mother’s husband was not 
his real father. He married Karen Homolka, used 
this easily intimidated young woman, whom he had 
completely subjugated, as an accomplice in his 
torture-murders of young women, including Karen’s 
younger sister. Bernardo had built a secret room in 
their house where he carried out the tortures and 
forced Karen to have lesbian sex with two women, 
which hc videotaped to ensure that she would not 
dare tell the authorities about him. Burnside and 

Although there seems to be no absolute bottom 

Cairns (1995) outlined the progression of the typical 
sexual sadist, as he moves from choosing a vulnera- 
ble and easily exploited woman, then charming her 
with his “loving and considerate” manner (none of it 
was genuine), next inducing her to indulge in sexual 
practices far beyond what is customary (use of 
bondage, dildoes, etc.), progressing to possessiveness 
and jealousy, isolating the woman from all her 
friends, and finally transforming her into a helpless 
object for his physical and psychological abuse 
(Burnside & Cairns, 1995, p. 551). 

Spirituality: The Opposite Extreme 
From Psychopathy and a Positive 
Prognostic Factor 
In the same way that psychopathy within the FFM 
model represents the extreme of Antagonism, spiri- 
tuality may be said to represent the extreme of 
Agreeableness. More specifically, psychopathy is a 
step beyond narcissistic personality disorder. There 
are vain, self-centered (i.e., narcissistic) people who 
are not psychopathic. There are, likewise, agreeable 
people who show little spirituality, the latter being a 
step beyond the merely agreeable. Spirituality im- 
plies a general other orientedness, a predisposition 
to minimize one’s own troubles, emphasizing instead 
serenity and one’s obligation to the whole human 
community. Such altruism is not limited to selfless 
acts on behalf only of one’s immediate circle. The 
term and the concept behind it are seldom dis- 
cussed in psychiatry. There is an allusion to some- 
thing closely akin to spirituality in Cloninger et al.3 
(1993) personality factor that he called Self- 
Transcendence, as mentioned above. 

What made me aware of this trait-perhaps it is 
best thought of as a superordinate or composite trait 
(and thus akin to a factor)-was my work with Pa- 
tient 7 of the vignettes. What seemed to differentiate 
her dramatically from other depressed patients 1 
have treated was her near total lack of the qualities 
that go to make up this attribute of spirituality It 
was this deficiency that, at the same time, made her 
a much greater suicide risk than other patients who 
suffer considerably worse depressions yet retain a 
good measure of spirituality. This latter attribute 
thus appears to differentiate rather well the highly 
suicide-prone patients from the not-very-suicide- 
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prone patients, who in other respects seem to have 
the clinical picture one associates with suicidality By 
spirituality, I do not mean absorption within a relig- 
ious group nor any profound belief in a deity. Of 
course, many profoundly religious people do, in ad- 
dition, have a great deal of this quality 

What I feel comes under the heading of spiritual- 
ity are such traits and attitudes as the following, 
which I have gathered into a scale (Stone, 2000b): 
hopefulness, forbearance, humility, oriented toward 
others, faith in self and others, self-acceptance, resig- 
nation, serenity, forgiveness, compassion, uncom- 
plainingness, self-transcendence, dignity, and a sense 
of mission oriented toward the repair of the world 
along with a sense of responsibility to do something 
positive for the world, coupled with a concern for 
the suffering of others. In my scale (which has 20 
items and their opposites), each of these qualities 
can be envisioned on a visual analog scale with a 
high degree of the quality at one end of the line and 
the high degree of its opposite at the other end. The 
opposite traits-attitudes include despair, impatience, 
false pride, self-centeredness, disillusion, self-pity, 
bitterness, grudge holding, meanspiritedness, cyni- 
cism, and a lack of respect for others. 

Many of the facets of Agreeableness, as enumer- 
ated in the NEO-PI-R, overlap with these positive 
spiritual qualities: trustingness, giving and sacrifi- 
cial, cooperative, self-effacing, and concerned- 
compassionate. It is my impression, however, that 
there is something to be gained by drawing atten- 
tion to the array of these positive traits under the 
rubric of spirituality because of their prognostic im- 
plications. I believe attention to these qualities will 
help in alerting therapists to suicide risk where spir- 
ituality is lacking and to a diminished risk where 
they are present in abundance, independent of the 
other known risk factors such as a family history of 
depression, low cerebrospinal fluid-serotonin, and 
the demographic variables associated with suicide 
risk. 

CONCLUSION 

I hope to have demonstrated with the examples 
throughout this chapter the utility and indeed the 
superiority of the FFM approach to the diagnosis of 
personality and as a guide to what is treatable and 

what is not. Allied to the lexical system for detailing 
all aspects of personality including both the negative 
maladaptive traits and the positive traits, the FFM is 
also a dimensional model that permits greater sub- 
tlety of diagnosis than what can be derived from a 
category-based system, such as that of the DSM. The 
NEO-PI-R allows the clinician or the prospective 
therapist to set down in a convenient way all the 
relevant strong and weak points of the personality in 
someone being considered for treatment. Because 
psychopathy has a place within the FFM schema as 
the furthest outpost of “Antagonism,” the schema is 
also useful in drawing the boundary line demarcat- 
ing the kinds of personality aberrations that are still 
amenable to therapy from those that are not amena- 
ble or which, if Rice’s (Rice et al., 1992) study can 
be replicated in future studies, may even be made 
worse by treatment. The one area where I believe 
the FFM needs some modification is in dealing with 
the “mercuriality” of the typical borderline patient, 
whose rapid changes of mood make it difficult to 
give but one rating on a number of facets. 

Because the FFM lends itself so well to the inclu- 
sion of both negative traits like those related to psy- 
chopathy and positive traits like those associated 
with spirituality, its use should be encouraged as a 
guide whether to begin (or not to begin) one’s thera- 
peutic work: who are likely to be amenable to treat- 
ment (those with high spirituality), who are likely to 
be intermediate in this regard, and who are most 
unlikely to respond with favorable outcomes to 
psychotherapy (those meeting the criteria for 
psychopathy). 
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A PROPOSAL FOR AXIS 11: 
DIAGNOSING PERSONALITY 

DISORDERS USING THE 
FIVE-FACTOR MODEL 

Thomas A. Widiger, Paul T. Costa, Jr, and Robert R. McCrae 

In chapter 6 of this text, Widiger, Tmll, Clarkin, 
Sanderson, and Costa describe how each of the 10 
officially recognized personality disorders (PDs) in 
the American Psychiatric Association’s (APA) Diag- 
nostic and Statistical Manual of Mental Disorders 
(DSM-Iv APA, 1994; DSM-IV, text revised [DSM-IV- 
TR], APA, 2000) can be understood from the per- 
spective of the five-factor model (FFM) of personal- 
ity functioning. This translation is helpful to those 
who are familiar with the DSM-IV constructs and 
wish to understand how a person with one or more 
of these diagnoses would be described in terms of 
the FFM constructs. However, they do not indicate 
how one would diagnose a disorder of personality 
solely 011 the basis of the FFM. If Lhe FFM is to pro- 
vide a viable alternative to the DSM-IV diagnostic 
categories, one must understand how to diagnose a 
PD using the FFM. The purpose of this chapter is to 
indicate how this might be done. 

We begin with a brief description of how PDs are 
diagnosed by DSM-Iv followed by a more detailed 
discussion of how they could be diagnosed with the 
FFM. Our process for the diagnosis of a PD includes 
four cumulative steps, not all of which are in fact 
necessary, because stopping at any one of the first 
three steps provides a substantial amount of clini- 
cally relevant and useful information. 

Step 1. Provide a description of the person’s per- 
sonality traits with respect to the 5 domains 
and 30 facets of the FFM. 

impairments that are secondary to each 
trait. 

Step 2. Identify the problems, difficulties, and 

Step 3. Determine whether the impairments are 

Step 4. Determine whether the constellation of FFM 
clinically significant. 

traits matches sufficiently the profile for a 
particular PD pattern. 

PERSONALITY DISORDER DIAGNOSES 
THROUGH THE DSM-IV 

For certain legal, medical, and administrative pur- 
poses, it is necessary to obtain a formal DSM-IV di- 
agnosis. The initial step toward the provision of a 
PD diagnosis in the DSM-IV is to evaluate the gen- 
eral diagnostic criteria (APA, 2000; see Exhibit 
25.1). The general diagnostic criteria do not indicate 
whether a particular PD is present; they determine 
instead whether any PD could be present. Most of 
the general diagnostic criteria are concerned primar- 
ily with the determination of whether there are per- 
vasive and enduring personality traits; only one gen- 
eral diagnostic criterion is actually concerned 
explicitly with the maladaptivity of these traits. As 
indicated in Exhibit 25.1, the general diagnostic cri- 
teria include the determination of whether there is 
an enduring pattern of inner experience and behav- 
ior that deviates markedly from the expectations of 
the individualh culture and that this enduring pat- 
tern is manifested in two or more of the following 
ways: (a) cognitively, (b) affectively, (c) interperson- 
ally, and (c) through impulse dyscontrol. 

One must also determine whether the enduring 
pattern is inflexible and pervasive across a broad 
range of personal and social situations; the enduring 
pattern leads to clinically significant distress or im- 
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DSM-IV-TR General Diagnostic Criteria for Personality Disorders 

A. An enduring pattern of inner experience and behavior that deviates markedly from the expectations 
of the individual’s culture. This pattern is manifested in two (or more) of the following areas: 
1. Cognition (i.e,, ways of perceiving and interpreting self, other people, and events) 
2. Affectivity (i.e., the range, intensity, lability, and appropriateness of emotional response) 
3. Interpersonal functioning 
4. Impulse control. 

B. The enduring pattern is inflexible and pervasive across a broad range of personal and social 
situations. 

C. The enduring pattern leads to clinically significant distress or impairment in social, occupational, or 
other important areas of functioning. 

D. The pattern is stable and of long duration, and its onset can be traced back at least to adolescence 
or early adulthood. 

E. The enduring pattern is not better accounted for as a manifestation or consequence of another 
mental disorder. 

E The enduring pattern is not due to the direct physiological effects of a substance (e.g., a drug of 
abuse, a medication) or a general medical condition (e.g., head trauma). 

Note. From the fourth edition, text revised, of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR, 2000; 
p. 689), by the American Psychiatric Press, Washington, DC: Author. Copyright 2000 by the American Psychiatric Press. 
Reprinted with permission. 

pairment in social, occupational, or other important 
areas of functioning; the enduring pattern is indeed 
stable, of long duration, and can be traced back at 
least to adolescence or early adulthood; the endur- 
ing pattern is not better accounted for as a manifes- 
tation or consequence of another mental disorder; 
and the enduring pattern is not due to the direct 
physiological effects of a substance or medical con- 
dition, such as head trauma. If all of these criteria 
are met, then a PD diagnosis can be provided. 

The DSM-IV provides two general options for the 
particular PD diagnosis (or diagnoses) that would be 
provided. One general option is to provide one or 
more of the 10 officially recognized individual diag- 
noses (e.g., borderline [BDL] , hisuionic, antisocial, 
paranoid). Exhibit 25.2 provides the DSM-IV-TR di- 
agnostic criteria set for a schizoid personality disor- 
der (SZD; APA, 2000). As indicated in Exhibit 25.2, 
this disorder is diagnosed by determining whether 
four of the set of seven diagnostic criteria are pres- 
ent as well as by ruling out the presence of a mood 

disorder with psychotic features, a pervasive devel- 
opmental disorder, and other Axis I mental disor- 
ders. If four or more of the diagnostic criteria are 
present, then the person is diagnosed as having 
SZD; if three or fewer of the criteria are present, 
then the diagnostic judgment is that the person does 
not have SZD. 

“When (as is often the case) an individual’s pat- 
tern of behavior meets criteria for more than one 
Personality Disorder, the clinician should list all rele- 
vant Personality Disorder diagnoses in order of im- 
portance” (APA, 2000, p. 686). Determining which 
of the multiple PD diagnoses should be provided re- 
quires an assessment of at least most of the diagnos- 
tic criteria for each PD; therefore, the standard pro- 
cedure used by most researchers is to administer all 
of the diagnostic criteria. The assessment of all 80 
DSM-IV PD diagnostic criteria (94 if the depressive 
and passive-aggressive PDs are assessed) requires 
2-4 hours, if each diagnostic criterion is indeed sys- 
tematically assessed (Rogers, 1995; Segal, 1997; 
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DSM-IV-TR Criteria for Schizoid Personality Disorder 

A. A pervasive pattern of detachment from social relationships and a restricted range of expression of 
emotions in interpersonal settings, beginning by early adulthood and present in a variety of 
contexts, as indicated by four (or more) of the following: 
(1) neither desires nor enjoys close relationships, including being part of a family 
(2) almost always chooses solitary activities 
(3) has little, if any, interest in having sexual experiences with another person 
(4) takes pleasure in few, if any, activities 
( 5 )  lacks close friends or confidants other than first-degree relatives 
(6) appears indifferent to the praise or criticism of others 
(7) emotional coldness, detachment, or flattened affectivity. 

features, another psychotic disorder, or a pervasive developmental disorder and is not due to the 
direct physiological effects of a general medical condition. 

Note: If criteria are met prior to the onset of schizophrenia, add “pre-morbid,” (e.g., “schizoid 
personality disorder [pre-morbid]”). 

B. Does not occur exclusively during the course of schizophrenia, a mood disorder with psychotic 

No[(,. From the fourth edition, text revised, of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR, 2000; 
p. 607),  by the American Psychiatric Press, Washington, DC: Author. Copyright 2000 by the American Psychiatric Press. 
Adapted with permission 

Widiger & Saylor, 1998; Zimmerman, 1994). It is 
not surprising then that most clinicians fail to assess 
all 80 diagnostic criteria, focusing their interview in- 
stead on only one or two PDs that they believe are 
likely to be present (Gunderson, 1992). However, a 
number of studies indicate that the failure to pro- 
vide a comprehensive assessment of the full range of 
PD symptomatology results in a substantial loss of 
clinically important information, notably the pres- 
ence of additional maladaptivity that is likely to 
have an important impact on the understanding and 
treatment of the patient (Westen, 1997; Widiger, 
1993). 

The second general option for an individual PD 
diagnosis is to provide the diagnosis of personality 
disorder not otherwise specified (PDNOS), which 
may in fact be the most frequently used PD diagno- 
sis in clinical practice (Fabrega, Ulrich, Pilkonis, & 
Mezzich, 1991; Kass, Skodol, Charles, Spitzer, & 
Williams, 1985; Koenigsberg, Kaplan, Gilmore, 6r 
Cooper, 1985; Loranger, 1990; Morey, 1988; Zim- 
merman & Coryell, 1989). The diagnosis of PDNOS 

is provided when the person meets the general diag- 
nostic criteria for a PD (see Exhibit 25.1), but the 
relevant PD symptomatology fails to meet the diag- 
nostic criteria for any 1 of the 10 officially recog- 
nized PD diagnoses. A PDNOS diagnosis therefore 
requires the administration of the general diagnostic 
criteria (to indicate the presence of a PD) and the 
administration of the diagnostic criteria for all of the 
10 officially recognized diagnoses (to rule out the 
presence of any 1 of the 10 officially recognized 
PDs) . 

of ways. PDNOS can be used in cases in which the 
person fails to meet the diagnostic criteria for any 1 
of the 10 officially recognized diagnoses yet has 
enough of the features from more than 1 of them 
“that together cause clinically significant distress or 
impairment in one or more important areas of func- 
tioning (e.g., social or occupational)” (APA, 2000, p. 
729). The specific title for this PDNOS diagnosis is 
often given as “mixed,” followed by a specification 
of the particular symptomatology that is present 

The diagnosis of PDNOS can be used in a variety 
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(e.g., 301.9 [ICD code number], PDNOS, mixed, 
with borderline, avoidant, and dependent features). 
It is important to note that if the person fails to 
have features from more than one PD but did have 
some of the diagnostic criteria for one of them (e.g., 
three of the nine BDL criteria), the diagnosis of 
PDNOS cannot be provided because a clinically sig- 
nificant level of impairment is not said to occur un- 
less the specified threshold for the diagnosis is ob- 
tained (i.e., five or more of the nine BDL criteria). 
The PDNOS mixed diagnosis is for those (com- 
monly occurring) instances in which the person fails 
to meet the criteria for a particular PD but has 
enough symptoms from a variety of different PDs 
that together results in a clinically significant level of 
impairment (e.g., a person with only three BDL cri- 
teria but also three avoidant, two histrionic, and 
three dependent would probably have as much clin- 
ically significant impairment or distress as a person 
with five BDL diagnostic criteria). 

A second option for PDNOS is “when the clini- 
cian judges that a specific Personality Disorder that 
is not included in the Classification is appropriate” 
(APA, 2000, p. 729). This could include diagnoses 
that had received official or unofficial recognition 
(e.g., sadistic or self-defeating), that currently receive 
unofficial recognition (i.e., depressive or passive- 
aggressive), or even those that have never received 
any official or unofficial recognition (e.g., delusional 
dominating, pleonexic, abusive, or aggressive). The 
availability of this option is in recognition of the fact 
that the DSM-IV fails to cover all of the possible 
ways in which one might have a PD (Clark, Watson, 
& Reynolds, 1995). If one has a diagnostic term 
that adequately describes the particular constellation 
of personality traits, then this term should be pro- 
vided (e.g., 301.9, PDNOS, sadistic). However, if 
there is no specific term available for that particular 
constellation of maladaptive personality traits, then a 
generic, nondescript term is typically provided (e.g., 
301.9, PDNOS, atypical). 

Note that clinicians can diagnose PDNOS along 
with 1 or more of the 10 officially recognized PDs. 
As the DSM-IV states, PDNOS “is for disorders of 
personality functioning . . . that do not meet criteria 
for any specific personality disorder” (APA, 2000, p. 
729). This statement has been interpreted by some 

clinicians and researchers to mean that PDNOS is 
only used when a person fails to meet the criteria 
for any 1 of the 10 officially recognized PDs. How- 
ever, PDNOS is used to diagnose a particular set or 
constellation of PD symptomatology that fails to 
meet the criteria for any 1 of the 10 officially recog- 
nized PDs, and this symptomatology could co-occur 
with 1 or more of the 10 officially recognized PDs. 
For example, a patient could be given the diagnoses 
of antisocial (301.7) and abusive (301.9); antisocial 
(301.7) and mixed (301.9, with borderline, para- 
noid, and narcissistic features); or antisocial (301.7), 
histronic (301.5), and mixed (301.9, with borderline 
and abusive features). How often clinicians do in 
fact diagnose PDNOS along with 1 of the 10 offi- 
cially recognized diagnoses is unknown. 

An additional option, beyond the provision of an 
officially recognized diagnosis or PDNOS, is to indi- 
cate the presence of specific maladaptive personality 
traits that together are below the threshold for an 
officially recognized, mixed, or atypical diagnosis. 
“Specific maladaptive personality traits that do not 
meet the threshold for a Personality Disorder may 
also be listed on Axis 11” (APA, 2000, p. 687). These 
are instances in which the clinician has determined 
that the person does not have a PD but does have 
maladaptive personality traits. “In such instances, no 
specific code should be used” (p. 687) because the 
judgment is that there are maladaptive personality 
traits, but no PD is present. One instance in which 
this occurs is when a person has features of one or 
more PDs that are below the threshold for any one 
of them and below the threshold for a mixed PD 
(i.e., these features together result in maladaptivity 
but not clinically significant maladaptivity). In this 
instance, the clinician might record, for example, 
“V71.09, no diagnosis on Axis 11, histrionic person- 
ality traits” (p. 687). A second possibility is when 
the clinician observes the presence of personality 
traits that are not included within the 10 officially 
recognized diagnoses; these traits would be mal- 
adaptive, but they again fail to result in a clinically 
significant level of maladaptivity One might record 
in such an instance, “V71.9, no diagnosis on Axis 11, 
introverted and overcontrolled personality traits.” 

In summary, it is apparent that a DSM-IV PD di- 
agnosis is neither simple nor straightforward. As in- 
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dicated above, researchers typically require 2-4 
hours to determine whether one or more of the 10 
officially recognized PDs are present. Most semi- 
structured interviews and systematic empirical stud- 
ies fail to even consider the presence of PDNOS, yet 
it is perhaps the most common diagnosis in clinical 
practice (Fabrega et al., 1991, Koenigsberg et al., 
1985; Loranger, 1990) and the most frequent diag- 
nosis when considered in empirical studies (Kass et 
al., 1985; Morey, 1988; Zimmerman & Coryell, 
1989). Most patients meet the criteria for more than 
one DSM-IV PD diagnosis (Clark, Livesley, & Morey, 
1997; Oldham et al., 1992; Widiger & Sanderson, 
1995; Widiger & Trull, 1998), yet clinicians typi- 
cally fail to assess systernatically each of the 80 diag- 
nostic criteria, providing instead only one diagnosis 
to represent the diverse and complex array of PD 
symptomatology (Gunderson, 1992). It is also un- 
clear if clinicians consider the general diagnostic cri- 
teria when they provide the PDNOS diagnosis. Most 
semistructured interviews fail to include a systematic 
assessment of the general diagnostic criteria (e.g., 
Diagnostic Interview for DSM-IV Personality Disor- 
ders by Zanarini, Frankenburg, Sickel, & Yong, 
1996; International Personality Disorder Examina- 
tion by Loranger, Sartorius, & Janca, 1997; Person- 
ality Disorder Interview--1V by Widiger, Mangine, 
Corbitt, Ellis, & Thomas, 1995; Structured Clinical 
Interview for DSM-IV Axis I1 Personality Disorders 
by First, Gibbon, Spitzer, Williams, & Benjamin, 
1997; and the Structured Interview for DSM-IV Per- 
sonality Disorders by Pfohl, Blum, & Zimmerman, 
1997). It could be argued that the general diagnostic 
criteria are embedded within the diagnostic criteria 
for the individual PDs (e.g., see Exhibits 25.1 and 
25.21, but this representation is at best unsystematic 
and inconsistent (Clark, 1997). 

FIVE-FACTOR MODEL PERSONALITY 
DISORDER DIAGNOSIS 

If the clinician or researcher is interested in under- 
standing and treating the problems that are caused 
by a client’s personality, then DSM-IV diagnoses may 
not be optimal. As clinicians and researchers wthin 
this volume and elsewhere have argued, official diag- 
noses are substantially arbitrary, often unreliable, 

overlapping, and incomplete and have only a limited 
utility for treatment planning (Clark et al., 1997; 
Livesley, 1998; McCrae, 1994; Westen & Arkowitz- 
Westen, 1998; Widiger, 1993). The FFM provides a 
better basis for personality assessment Oohn & Sri- 
vastava, 1999; McCrae & Costa, 1999). We now 
discuss how it can be used to diagnose PDs. 

a PD diagnosis from the perspective of the FFM 
consists of four integrated and cumulative steps: 

The process we recommend for the provision of 

Step 1. Provide a description of the person’s per- 
sonality traits with respect to the 5 domains 
and 30 facets of the FFM. 

Step 2. Identify the problems, difficulties, and im- 
pairments that are secondary to each trait. 

Step 3. Determine whether the impairments are 
clinically significant. 

Step 4. Determine whether the constellation of FFM 
traits matches the profile for a particular PD 
pattern. 

As we indicated earlier, one does need to complete 
all of the steps (or follow them in order) to obtain 
clinically useful information. 

PERSONALITY-RELATED PROBLEMS 

One approach to the application of the FFM is to 
limit oneself to just the first two steps: assess traits 
and identify associated problems. A distinct advan- 
tage of confining oneself to the first two steps is that 
one obtains all of the detail regarding the personality 
traits that can be obtained from the FFM and the 
problems in living associated with them, without ar- 
bitrarily diagnosing a proportion of people as having 
a mental disorder (McCrae, 1994). This approach 
might be particularly well suited in counseling psy- 
chology or other contexts in which a diagnosis of 
PD is not desired or required. 

a variety of instruments, including self-reports, in- 
formant ratings, and clinical interviews (Costa & 
McCrae, 1992; Trull & Widiger, 19971, and the re- 
sults provide a reasonably comprehensive and pre- 
cise description of the personality of any particular 
person (John & Srivastava, 1999; McCrae & Costa, 
1990, 1999; Wiggins, 1996). The FFM description 

The 30 facets of the FFM can be assessed within 
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covers all of the personality traits included within 
the DSM-IV (see chapter 6, this volume) and many 
additional traits (adaptive and maladaptive) not cov- 
ered by the DSM-IV (see, e.g., Stone, chapter 24, 
this volume). One of the more consistent criticisms 
of the categorical system of diagnosis used by the 
DSM-IV is that many patients have personality- 
related problems that are not covered by the current 
nomenclature (Westen, 1997) because they are ei- 
ther outside the realm of personality functioning 
covered by the 10 diagnostic categories or below the 
threshold for existing diagnoses (Widiger, 1993). 
“Because the full range of personality traits is cov- 
ered [by the FFM], problems may be noted that 
would otherwise have gone unnoticed” (McCrae, 
1994, p. 307). 

A distinct advantage of personality description in 
terms of the FFM, relative to the existing DSM-IV 
categorical diagnoses of PD, is that the FFM descrip- 
tion also includes beneficial, adaptive traits that will 
likely facilitate decisions concerning treatment and 
the treatment itself. “The last 40 years of individual 
differences research require the inclusion of person- 
ality trait assessment for the construction and imple- 
mentation of any treatment plan that would lay 
claim to scientific status” (Harkness & Lilienfeld, 
1997, p. 349). A description of the patient from the 
perspective of the FFM has considerable value as a 
scientifically based description of personality that in- 
forms clinicians of the personality traits of particular 
relevance to treatment decisions. “The explicit as- 
sessment of all five factors [and facets] would call 
attention to features of personality that may have 
implications for prognosis and treatment, even if 
they are unrelated to diagnosis” (McCrae, 1994, p. 
307). “Because therapies differ dramatically in degree 
of structure, directedness, introspective demands, re- 
quired verbal productivity, emotional precipitation, 
patient initiative, and depth of interpersonal interac- 
tion, rich opportunities exist for matching treatment 
to personality” (Harkness & Lilienfeld, 1997, p. 
356). The clinical relevance and value of a compre- 
hensive FFM description of a patient has been illus- 
trated in numerous case studies (e.g., Ellis, 1994; 
Fagan, 1994; T. R. Miller, 1991; Piedmont, 1998; 
Widiger, 1997), including those cases in this text 
(see Bruehl, chapter 17; Corbitt, chapter 18, Sander- 

son & Clarkin, chapter 21, and Stone, chapter 24, 
all in this volume). 

An illustrative example of an FFM profile is pro- 
vided in Figure 25.1. This profile was obtained from 
‘a patient, “Donna,” seen in the private practice of 
Widiger (1997). Donna’s FFM profile describes her 
as having maladaptive levels of angry-hostility (N2; 
in Neuroticism); cynicism, mistrust, and skepticism 
that border on suspiciousness (Al; in Agreeable- 
ness); and argumentativeness (A4). She also had 
problematic levels of self-consciousness (N4) and 
depressiveness (N3). These problematic traits, how- 
ever, were offset to some extent by her adaptive lev- 
els of empathy (A6), gregariousness (E2; in Extraver- 
sion), warmth (El), sociability (E2), generosity (A3), 
and concern for others (A6). She wanted to get 
along with others and to develop close, intimate re- 
lationships, but she inevitably complicated these re- 
lationships by her bitterness, resentment, anger, mis- 
trust, and suspiciousness. However, an excellent 
indication for a potential responsivity to treatment 
was her openness to an exploration of her feelings 
(03;  in Openness to Experience), fantasies (Ol), 
and ideas ( 0 5 ) .  She was indeed reflective, open 
minded, and receptive to change. She harbored sub- 
stantial feelings of cynicism, skepticism, and mis- 
trust, but she was still open to reviewing, question- 
ing, and changing her characteristic attitudes. She 
was also adaptively conscientious. She was quite de- 
liberative (C6; in Conscientiousness), at times to the 
point of being overly ruminative. She was generally 
responsible (C3), organized (C2), and oriented to- 
ward successfully completing her goals (C4). (For 
more details regarding Donna, see Widiger, 1997.) 

In addition to an FFM profile description, how- 
ever, one might also wish to specify the problems, 
difficulties, and impairments that are secondary to 
these traits. McCrae (1994) provided a list of prob- 
lems typically associated with each pole of the do- 
mains of the FFM. Tmll and Widiger (1997) pro- 
vided a somewhat expanded list of typical problems 
associated with each pole of the FFM facets. Exhibit 
25.3 provides an integrative summary of both of 
these descriptions. The list of possible problems that 
may occur secondary to each of the domains and 
facets of the FFM calls attention to the kinds of 
problems people with particular traits are likely to 
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Potential Problems Associated With the Domains and Facets of the Five-Factor Model 
of Personality 

NEUROTICISM 
High: Shows chronic negative affect, including anxiety, fearfulness, tension, irritability, anger, 
dejection, hopelessness, guilt, and shame; has difficulty in inhibiting impulses, for example, to eat 
drink, smoke, or spend money; has irrational beliefs, for example, unrealistic expectations, 
perfectionistic demands on self, and unwarranted pessimism; has unfounded somatic complaints; is 
helpless and dependent on others for emotional support and decision making. 
Low: Lacks appropriate concern for potential problems in health or social adjustment; shows 
emotional blandness. 

Anxiousness 
High: Is extremely nervous, anxious, tense, or jittery; is excessively apprehensive, prone to worry, 
inhibited, and uncertain. 
Low: Lacks significant or appropriate feelings of anxiety or apprehension; fails to expect, anticipate, 
or appreciate normal, obvious, or readily apparent dangers, risks, threats, or consequences. 

Angry -Hostility 
High: Has episodes of intense and out of control rage and fury; is hypersensitive and touchy; easily 
reacts with anger and hostility toward annoyances, rebukes, criticisms, rejections, frustrations, or 
other minor events; hostility may provoke arguments, disputes, and conflicts. 
Low: Suppresses appropriate feelings of anger or hostility; does not even become annoyed or angry 
when confronted with substantial provocation, exploitation, abuse, harm, or victimization. 

Depressiveness 
High: Is continually depressed, gloomy, hopeless, and pessimistic; feels worthless, helpless, and 
excessively guilty; may at times be suicidal. 
Low: Fails to appreciate actual costs and consequences of losses, setbacks, and failures; has difficulty 
soliciting or maintaining support and sympathy from others after sustaining a loss. 

Self-Consciousness 
High: Has intense feelings of chagrin and embarrassment; feels mortified, humiliated, ashamed, or 
disgraced in the presence of others. 
Low: Is indifferent to opinions or reactions from others; often commits social blunders, insults, and 
indiscretions; lacks feelings of shame, even for socially egregious acts; appears glib and superficial. 

Impulsiveness 
High: Eats or drinks to excess; is troubled by debts secondary to overspending; is susceptible to 
cons, tricks, and poor business decisions; impulsively engages in a variety of harmful acts, including 
binge eating, excessive use of drugs and alcohol, excessive gambling, and suicidality or self- 
mutilation. 
Low: Is excessively restrained or restricted; life is dull or uninteresting; lacks spontaneity. 

Vulnerability 
High: Is easily overwhelmed by minor stress; responds with panic, helplessness, and dismay to even 
minor stressors; is prone to dissociative, psychotic, anxiety, and/or mood disorder symptomatology 
when experiencing stress. 

Continued on next page 
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Low: Feels unrealistically invulnerable or invincible to danger; fails to recognize his or her own 
limitations; fails to take appropriate precautions or obtain necessary support or assistance; fails to 
recognize or appreciate signs of illness, failure, or loss. 

EXTRAVERSION 
High: Talks excessively, leading to inappropriate self-disclosure and social friction; has an inability to 
spend time alone; is attention seeking; shows overly dramatic expressions of emotions; shows 
reckless excitement seeking; inappropriately attempts to dominate and control others. 
Low: Is socially isolated and interpersonally detached and lacks support networks; shows flattened 
affect; lacks joy and zest for life; is reluctant to assert his or her self or assume leadership roles even 
when qualified; is socially inhibited and shy. 

Warmth 
High: Develops inappropriate, problematic, and harmful attachments to others; develops and 
expresses excessive feelings of affection in situations in which more formal, neutral, and objective 
feelings are necessary or preferable. 
Low: Has difficulty developing or sustaining personal, intimate relationships. 

Gregariousness 
High: Is unable to tolerate being alone; has an excessive need for the presence of others; may place 
more emphasis on the quantity of relationships (or developing new relationships) than the depth and 
quality of existing relationships. 
Low: Is socially isolated; has no apparent social support network due to his or her own social 
withdrawal. 

Assertiveness 
High: Is domineering, pushy, bossy, dictatorial, or authoritarian. 
Low: Is resigned and ineffective; has little influence or authority at work and for decisions that affect 
his or her own personal life. 

Activity 
High: Is driven, often overextended, frenzied, frantic, distractible, and at times burned out; feels 
driven to keep busy, filling spare time with numerous and at times trivial or pointless activities and 
rarely taking time off to relax and do nothing; is annoying, frustrating, or exhausting to friends and 
colleagues. 
Low: Is inactive, idle, sedentary, and passive; appears apathetic, inert, and lethargic. 

Excitement Seeking 
High: Engages in a variety of reckless and even highly dangerous activities; behavior is rash, 
foolhardy, and careless. 
Low: Activities and apparent pleasures are habitual, mechanical, and routine; life is experienced as 
dull, monotonous, and in a rut. 

Positive Emotions 
High: Is overemotional and overreactive to minor events; loses control of emotions during major 
events; tends to be giddy and may appear to others as euphoric or manic. 
Low: Is severe, austere, solemn, or stern; appears unable to enjoy himself or herself at happy events; 
remains grim and humorless. 

Continued on next page 
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OPENNESS TO EXPERIENCE 
High: Is preoccupied with fantasy and daydreaming; lacks practicality; has eccentric thinking (e.g., 
belief in ghosts, reincarnation, UFOs); has a diffuse identity and unstable goals, for example, joining 
a religious cult; is susceptible to nightmares and states of altered consciousness; shows social 
rebelliousness and nonconformity that can interfere with social or vocational advancement. 
Low: Has difficulty adapting to social or personal change; shows a low tolerance or understanding for 
different points of view or lifestyles; shows emotional blandness and an inability to understand and 
verbalize his or her own feelings; is alexythymic; has a constricted range of interests; is insensitive to 
art and beauty; excessively conforms to authority. 

Fantasy 
High: Is often distracted by or preoccupied with fantasies; may often confuse reality and fantasy; 
appears to be living in a dream world; may have dissociative or hallucinatory experiences. 
Low: Lacks any interest in fantasy or daydreams; imagination tends to be sterile; fails to enjoy 
activities that involve fantasy or imagination. 

Aesthetics 
High: Is preoccupied with aesthetic interests or activities to the detriment of social and occupational 
functioning; is “driven” or “obsessed with some form of unusual, peculiar, or aberrant aesthetic 
activity 
Low: Has no appreciation of aesthetic or cultural pursuits; is unable to communicate with or relate to 
others due to an absence of appreciation for cultural or aesthetic interests (e.g., artwork “just looks 
like a bunch of colors to me”). 

Feelings 
High: Is excessively governed by or preoccupied with his or her emotionality; may experience self as 
continuously within an exaggerated mood state, and may be excessively sensitive or responsive to 
transient mood states. 
Low: Is oblivious to the feelings within him or herself and within other people; may seldom 
experience substantial or significant feelings; appears highly constricted. 

Actions 
High: Is unpredictable in his or her plans and interests; may switch careers and jobs numerous times. 
Low: Avoids any change to his or her daily routine; establishes a set routine in his or her daily 
activities, and keeps to this routine in a repetitive, habitual manner. 

Ideas 
High: Is preoccupied with unusual, aberrant, or strange ideas; reality testing can be tenuous. 
Low: Fails to appreciate or recognize new solutions; rejects new, creative, or innovative ideas as too 
strange or “crazy”; repeatedly applies old, failed solutions to new problems; does better with 
straightforward problems and concrete solutions; is rigidly traditional, old fashioned, and resistant to 
new, alternative perspectives or cultures. 

High: Continually questions and rejects alternative value systems; lacks any clear or coherent guiding 
belief system or convictions; is adrift and lost when faced with moral, ethical, or other significant life 
decisions; can be excessively unconventional and permissive. 
Low: Is dogmatic and closed minded with respect to his or her moral, ethical, or other belief system; 
rejects and is intolerant of alternative belief systems; may be prejudiced and bigoted. 

Continued on next page 
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AGREEABLENESS 
High: Is gullible; shows indiscriminant trust of others; shows excessive candor and generosity to the 
detriment of self-interest; has an inability to stand up to others and fight back; easily taken 
advantage of. 
Low: Shows cynicism and paranoid thinking; has an inability to trust even friends or family; is 
quarrelsome; is too ready to pick fights; is exploitative and manipulative; lies; rude and inconsiderate 
manner alienates friends and limits social support; lacks respect for social conventions, which can 
lead to troubles with the law; shows an inflated and grandiose sense of self; is arrogant. 

Trust 
High: Has a tendency to be gullible, “green,” “dewy eyed,” or naive; fails to recognize that some 
people should not be trusted; fails to take realistic or practical cautions with respect to property, 
savings, and other things of value. 
Low: Is paranoid and suspicious of most people; readily perceives malevolent intentions within 
benign, innocent remarks or behaviors; is often involved in acrimonious arguments with friends, 
colleagues, associates, or neighbors due to unfounded belief or expectation of being mistreated, used, 
exploited, or victimized. 

High: Naively and indiscriminately reveals personal secrets, insecurities, and vulnerabilities to others, 
thereby exposing him- or herself to unnecessary exploitation, loss, or victimization; is unable to be 
clever, secretive, cunning, or shrewd. 
Low: Is continually deceptive, dishonest, and manipulative; cons or deceives others for personal 
profit, gain, or advantage; other people may quickly or eventually recognize that this person cannot 
bc trusted; may engage in pathological lying. 

Straightforwardness 

Altruism 
High: Is excessively selfless and sacrificial; is often exploited, abused, or victimized due to a failure to 
consider or be concerned with his or her own needs or rights. 
Low: Has little to no regard for the rights of others; is greedy and stingy; is exploitative or abusive. 

Compliance 
High: Is acquiescent, yielding, docile, and submissive; is often exploited, abused, or victimized as a 
result of a failure to protect or defend oneself. 
LOIY: Is argumentative, defiant, resistant to authority, contentious, contemptuous, belligerent, 
combative, and obstructive; may bully, intimidate, and even be physically aggressive. 

Modesty 
High: Is meek and self-denigrating; fails to appreciate or is unable to acknowledge his or her talents, 
abilities, attractiveness, or other positive attributes. 
Low: Is conceited, arrogant, boastful, pretentious, and pompous; feels entitled to special 
considerations, treatment, and recognition that are unlikely to be provided. 

Tender Mindedness 
High: Is soft hearted, mawkish, or maudlin; becomes excessively depressed, tearful, and overwhelmed 
in the face of pain and suffering of others; feelings of pity and concern are exploited by others. 
Low: Is callous and coldhearted, and, at times, even merciless and ruthless toward others; 
experiences no concern, interest, or feelings for the pain and suffering of others. 

Continued on next page 
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CONSCIENTIOUSNESS 
High: Overachieves; shows workaholic absorption in his or her job or cause to the exclusion of 
family, social, and personal interests; is compulsive, including excessively clean, tidy, and attention to 
detail; has rigid self-discipline and an inability to set tasks aside and relax; lacks spontaneity; is 
overscrupulous in moral behavior. 
Low: Underachieves; does not fulfill intellectual or artistic potential; has a poor academic 
performance relative to ability; disregards rules and responsibilities, which can lead to trouble with 
the law; is unable to discipline him- or herself (e.g., stick to a diet or exercise plan), even when 
required for medical reasons; shows personal and occupational aimlessness. 

Competence 
High: Shows perfectionism, emphasizing or valuing competence to the detriment of most other 
activities and interests; fails to be successful or even adequate in tasks, assignments, and 
responsibilities due to excessive perfectionism. 
Low: Is lax, disinclined, incapable, and unskilled, despite a potential to be highly or at least 
adequately skilled. 

Order 
High: Is preoccupied with order, rules, schedules, and organization; undermines leisure activities; 
tasks remain uncompleted due to a rigid emphasis on proper order and organization; friends and 
colleagues are frustrated by this preoccupation. 
Low: Is disorganized, sloppy, haphazard, and slipshod. 

Dutifulness 
High: Shows rigid adherence to rules and standards, fails to appreciate or acknowledge ethical and 
moral dilemmas; places duty above all other moral or ethical principles. 
Low: Is undependable, unreliable, and at times immoral and unethical. 

Achievement Striving 
High: Is excessively devoted to career, work, or productivity to the detriment of other important 
areas of life; is a workaholic, sacrificing friends, family, and other relationships for achievement or 
success. 
Low: Is aimless, shiftless, and directionless; has no clear goals, plans, or direction in life; drifts from 
one job, aspiration, or place to another. 

Sel f-Discipline 
High: Shows single-minded doggedness for trivial, inconsequential, impossible, or even harmful tasks 
or goals. 
Low: Employment is unstable and marginal; is negligent at work; is excessively hedonistic and self- 
indulgent. 

Deliberation 
High: Has ruminations and excessive ponderings of all possible consequences to the point that 
decisions fail to be made on time, effectively, or at all. 
Low: Is a hasty and careless decision maker with harmful to dire consequences; fails to consider 
consequences and costs, even for important life decisions. 

Note. Adapted from McCrae (1994) and Trull and Widiger (1997). 
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have; the list can serve as a guide to systematic as- 
sessment of the client’s problems in living. 

For example, the particular problems evident in 
the illustrative case of Donna (see Figure 25.1) were 
episodes of explosive anger and bitter tirades, along 
with weekly (sometimes daily) expressions of bitter- 
ness and resentment. Frustrations and disappoint- 
ments, which are inevitable within any relationship 
and would only be annoying inconveniences to most 
people, were perceived by Donna as outrageous mis- 
treatments or exploitations. Even when she recog- 
nized that they did not warrant a strong reaction, 
she still had tremendous difficulty stifling her feel- 
ings of anger and resentment. Her tendency to mis- 
perceive innocent remarks as being intentionally in- 
considerate (at times even malevolent) further 
exacerbated her propensity to anger. She acknowl- 
edged that she would often push, question, and test 
her friends and lovers so hard for signs of disaffec- 
tion, reassurances of affection, or admissions of 
guilt, that they would become frustrated and exas- 
perated and might eventually lash out against her. 
She would often find herself embroiled in fruitless 
arguments that she subsequently regretted. She had 
no long-standing relationships, but there were nu- 
merous people who remained embittered toward 
her. Three marriages had, in fact, all ended in acri- 
monious divorce. 

An advantage to confining the application of the 
FFM to these first two steps is that they do not 
force a clinician to make arbitrary distinctions that 
some people have clinically significant maladaptive 
personality traits, whereas other people do not. 
“There is no requirement that some minimum num- 
ber or particular configuration of personality-related 
problems be noted to justify a diagnosis, as is cur- 
rently the case with personality disorder diagnosis” 
(McCrae, 1994, p. 307). Because no arbitrary point 
of demarcation is provided between normal and ab- 
normal personality functioning in this application of 
the FFhl the personality-related problems of people 
below any existing diagnostic thresholds would still 
be identified and addressed. All of the personality- 
related problems identified by the diagnostic catego- 
ries of the DSM-IV would be identified, plus many 
additional personality-related problems not covered 
by the existing categories (e.g., alexythymia), with- 

out the arbitrary distinctions and stigmatization of 
categorizing a subset of people as having a PD. 

Separating the description of the personality 
traits from the problems that have arisen from them 
is also advantageous because it encourages the rec- 
ognition that treatment can focus on altering or ad- 
justing the situations or contexts in which the per- 
son has been ineffectively attempting to function 
rather than necessarily trylng to alter the personality 
traits themselves (see Harkness & McNulty, chapter 
23, this volume). This is not to say that clinically 
significant and meaningful changes to personality 
structure cannot occur. On the contrary, numerous 
studies indicate effective and meaningful treatment 
of maladaptive personality traits through a variety of 
psychotherapeutic and pharmacologic approaches 
(Linehan, 1993; Perry, Banon, & Ianni, 1999; Pied- 
mont, 1998; Sanislow & McGlashan, 1998). Never- 
theless, PDs are among the more difficult to treat, 
due in part to the chronicity of the maladaptive be- 
havior pattern; the integration of any particular trait, 
symptom, or feature of the disorder within a com- 
plex array of interacting traits; the ego-syntonic na- 
ture of many of the components of personality; and 
the complex biogenetic-psychosocial etiology of 
personality dispositions (Costa & McCrae, 1994; 
McCrae & Costa, 1999; Millon et al., 1996). “The 
single greatest misconception that patients (and per- 
haps some therapists) hold about therapy is the ex- 
pectation that a high-negative affectivity person can 
be turned into a low-negative affectivity person” 
(Harkness & Lilienfeld, 1997, p. 356). 

One useful goal of treatment is helping people 
develop realistic expectations for change, focusing 
their efforts more productively on what is change- 
able or resolvable. For example, the goal of marital 
therapy is at times to help couples recognize that a 
spouse is unlikely to change. If marital success is to 
be achieved, it would require improvements in the 
ability of both spouses to accept and tolerate the 
problematic dispositions of their partner. Or with 
the appreciation that the spouse is unlikely to 
change, each person needs to recognize that future 
growth, happiness, or fulfillment lies elsewhere. 
“Finding new adaptations, with less personal and so- 
cial cost and greater potential for growth. which are 
also consonant with the patients’ basic tendencies, 
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poses an exciting new clinical challenge” (Harkness 
& Lilienfeld, 1997, p. 356). 

CUT-OFF POINTS AT CLINICALLY 
SIGNIFICANT LEVELS OF IMPAIRMENT 

Many clinicians have a valid need for providing a 
formal, authoritative distinction between the pres- 
ence and absence of a PD, which might be codified 
as a DSM-IV diagnosis of PDNOS. If so, the clinician 
would need to proceed to the third step in FFM PD 
diagnosis, namely, determine whether the person ex- 
ceeds a cutoff point that indicates the presence of a 
clinically significant level of impairment. There are 
two considerations to make such a determination, 
corresponding to the first two steps of FFM diagno- 
sis: (a) Personality traits must exceed a specified 
level to be considered sufficiently present, and (b) 
problems in living must be deemed sufficiently seri- 
ous to warrant a diagnosis. Both of these concerns 
have parallels in current DSM decision rules. 

Critical Levels of Maladaptive Traits 
A useful model for the FFM method of classification 
is provided by the diagnosis of mental retardation 
(Widiger, 1997). Intelligence, like personality, con- 
cerns a characteristic level of functioning that is rela- 
tively stable throughout most people’s lives (Neisser 
et al., 1996). This level of functioning, like personal- 
ity, is evident within everyday behavior and has im- 
portant implications to successes (adaptivity) and 
failures (maladaptivity) across a variety of social and 
occupational contexts (Ross, Begab, Dondis, Giam- 
piccolo, & Meyers, 1985). Intelligence, also like per- 
sonality, is a multifactorial construct, including many 
vaned but correlated and interacting components of 
cognitive functioning that have resulted from a vari- 
ety of complexly interacting etiologies. In addition, 
intelligence, like personality, is best described as a 
continuous variable with no discrete break in its dis- 
tribution that would provide a qualitative distinction 
between normal and abnormal levels. A qualitatively 
distinct disorder may be evident in some people 
with mental retardation, but the disorder in such 
cases is not mental retardation; it is a physical disor- 
der (e.g., Down syndrome) that can be traced to a 
specific biological event. Mental retardation, in con- 

trast, is a mental disorder for which “there are more 
than 200 recognized biological syndromes . . . entail- 
ing disruptions in virtually any sector of brain bio- 
chemical or physiological functioning” (Popper & 
Steingard, 1994, p. 777). 

A clinically significant degree of maladaptive in- 
telligence is currently defined in large part as the 
level of intelligence below an IQ of 70 (APA, 1994, 
2000). This point of demarcation does not carve na- 
ture at a discrete joint, distinguishing the presence 
versus absence of a discrete pathology. It is an arbi- 
trary point of demarcation along a continuous distri- 
bution of cognitive functioning. This is not to say 
that any point of demarcation chosen along a con- 
tinuum of functioning would have to be determined 
randomly or would be necessarily meaningless, inap- 
propriate, or unreasonable. On the contrary, a sub- 
stantial amount of thought and research supports 
the selection of an IQ of 70 as providing a meaning- 
ful and reasonable point at which to characterize 
lower levels of intelligence, thus resulting in a clini- 
cally significant level of impairment that warrants 
professional intervention (American Association on 
Mental Retardation, 1992; Reschly, 1992). 

PDs can likewise be diagnosed at that point on 
the continuum of personality functioning that indi- 
cates a clinically significant level of impairment (Wi- 
diger, 1994). For example, individuals with T scores 
of 70 or above on standard measures of Neuroticism 
or with T scores of 30 or less on measures of trust 
or self-discipline often qualify for a PD diagnosis (al- 
though see further discussion below). Identifying the 
optimal point of demarcation would be difficult, as 
it is for the diagnosis of mental retardation (Hodapp 
& Dykens, 1996; Szymanski & Wilska, 1997). 
However, the discussion, consideration, and research 
that would have to occur to determine a meaningful 
point of demarcation would itself represent a sub- 
stantial improvement over the virtual absence of any 
research or rationale to justify the current diagnostic 
thresholds for the dependent, avoidant, histrionic, 
obsessive-compulsive, narcissistic, SZD, PDNOS, 
and other PDs (Widiger & Corbitt, 1994). 

of a PD because a problem in living could not be 
reasonably attributed to a personality trait if the cli- 
ent did not have a distinctive level of the trait. “Pa- 

Such a cutoff would be required for the diagnosis 
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tients with average scores would be precluded from 
receiving a diagnosis of problems related to that fac- 
tor” (McCrae, 1994, p. 305). T scores above 55 or 
below 45 might then be considered a necessary con- 
dition for assigning a PD diagnosis, although future 
research might suggest more stringent (or perhaps 
even less stringent) cutoff points that may also vary 
across the domains and facets of the FFM. 

of personality functioning at which a diagnosis of a 
PD would be provided might not be consistent 
across the domains and facets of the FFM because 
“each domain of personality functioning will not 
have equivalent implicat1.ons with respect to mal- 
adaptivity” (Widiger, 1994, p. 314). As indicated in 
Exhibit 25.3, there are maladaptive correlates for 
every pole of every facet and domain, but “eleva- 
tions on neuroticism are clearly more suggestive of 
dysfunction than are elevations on extraversion or 
conscientiousness and are perhaps more suggestive 
of dysfunction than are comparable elevations on 
antagonism or introversion” (p. 314). Thus, more 
extreme scores might be needed on Extraversion or 
Conscientiousness than are needed on Neuroticism 
to suggest a PD (Widiger & Costa, 1994). 

Establishing a uniform, consistent cutoff point 
across the domains and facets of the FFM that cor- 
respond to a particular degree of deviation from a 
normative mean would ble consistent with the proce- 
dures used for interpretations of elevations on other 
personality instruments, such as the Minnesota Mul- 
tiphasic Personality Inventory-2 (Butcher & Wil- 
liams, 1992). A respondent’s score on this scale is 
considered to be clinically significant when it is 1.5 
standard deviations from the normative mean. How- 
ever, statistical deviance fi-om a mean might not be 
an adequate or compelling basis for determining 
when the degree of elevation suggests the presence 
of a mental disorder or a clinically significant im- 
pairment (Gorenstein, 1984; Lilienfeld & Marino, 
1995, 1999; Wakefield, 1992, 1999), particularly in 
the absence of the same prevalence rate for each PD 
within the population (Millon, Millon, & Davis, 
1994). PDs should be diagnosed when the personal- 
ity traits result in a clinically significant impairment, 
not when a particular prevalence rate is obtained for 
their diagnosis. What should be consistent across 

The point of demarcation along the continuum 

the PDs is not their prevalence but the level of im- 
pairment required for their diagnosis. The thresholds 
for diagnosis would then be uniform and, at least in 
this respect, less arbitrary (Funtowicz & Widiger, 
1999; Widiger & Corbitt, 1994). 

Significant Levels of Impairment 
Personality trait levels themselves, no matter how 
extreme, may not justify a diagnosis. It is stated in 
the DSM-IV that it is “only when personality traits 
. . . cause significant functional impairment or sub- 
jective distress do they constitute Personality Disor- 
ders” (APA, 2000, p. 686). An assessment would 
need to be made of the severity of the personality- 
related problems to warrant a diagnosis of PD. 

A useful model for this point of demarcation is 
already provided in DSM-IV-TR by the Global As- 
sessment of Functioning Scale presented on Axis V 
“Axis V is for reporting the clinician’s judgment of 
the individual’s overall level of functioning” (APA, 
2000, p. 32). The clinician is instructed to “consider 
psychological, social, and occupational functioning 
on a hypothetical continuum of mental health- 
illness” (p. 32) and to indicate the current level of 
functioning along a scale that ranges from 1-10 
(persistent danger of severely hurting self or others, 
persistent inability to maintain minimal personal hy- 
giene, or a serious suicidal act with clear expectation 
of death) to 91-100 (superior functioning in a 
range of activities, life’s problems never seem to get 
out of hand, sought out by others because of many 
positive qualities, and no symptoms of mental disor- 
der). Exhibit 25.4 provides a complete summary of 
the DSM-IV-TR Global Assessment of Functioning 
Scale. 

It is apparent from Exhibit 25.4 that a 71+ level 
of functioning would be within a normal range of 
functioning (i.e., problems are transient and expecta- 
ble reactions to stressors, with no more than slight 
impairments), whereas a 60- level of functioning 
would be within a range that could be reasonably 
considered to represent a clinically significant level 
of impairment (i.e., moderate symptoms, e.g., flat af- 
fect; or moderate difficulty in social or occupational 
functioning, e.g., having few friends or significant 
conflicts with coworkers). A level of functioning 
from 61 to 70 would be the range of functioning in 
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Global Assessment of Functioning Scale 

Consider psychological, social, and occupational functioning on a continuum of mental health-illness. 
Do not include impairment in functioning due to physical or environmental limitations. 

1-10: 

11 -20: 

21-30: 

3 1-40: 

41-50: 

51-60: 

61-70: 

7 1-80: 

8 1-90: 

91-100 

Persistent danger of severely hurting self or others (e.g., recurrent violence); persistent 
inability to maintain minimal personal hygiene, serious suicidal act with clear expectation of 
death. 

Some danger of hurting self or others (e.g., suicide attempts witnout clear expectation of 
death or infrequently violent); occasional failure to maintain minimal personal hygiene (e.g., 
smears feces); or gross impairment in communication (e.g., largely incoherent, mute). 

Behavior is considerably influenced by delusions or hallucinations; serious impairment in 
communication or judgment ( e g ,  is sometimes incoherent, acts grossly inappropriately, or 
has suicidal preoccupation); or inability to function in almost all areas (e.g., stays in bed all 
day; no job, home, or friends). 

Some impairment in reality testing or communication (e.g., speech is at times illogical, 
obscure, or irrelevant); major impairment in several areas, such as work, school, family 
relations, judgment, thinking, or mood (e.g., a depressed person avoids friends, neglects 
family, and is unable to work). 

Serious symptoms (e.g., suicidal ideation, severe obsessional rituals, frequent shoplifting) or 
any serious impairment in social, occupational, or school functioning (e.g., no friends, unable 
to keep a job). 

Moderate symptoms ( e g ,  flat affect, circumstantial speech, occasional panic attacks) or 
moderate difficulty in social, occupational, or school functioning (e.g., few friends, conflicts 
with peers or coworkers). 

Some mild symptoms (e.g., depressed mood, mild insomnia) or some difficulty in social, 
occupational, or school functioning ( e g  , occasional truancy or theft within the household) 
but generally well functioning; some meaningful interpersonal relationships. 

If symptoms are present, they are transient and expectable reactions to psychosocial stressors 
(e.g., difficulty concentrating after a family argument); no more than slight impairment in 
social, occupational, or school functioning (e.g., temporarily falling behind in schoolwork). 

Absent or minimal symptoms (e.g., mild anxiety before an exam), good functioning in all 
areas, interested and involved in a wide range of activities, socially effective, generally 
satisfied with life, no more than everyday problems or concerns (e.g., an occasional argument 
with family members). 

Superior functioning in a wide range of activities; life’s problems never seem to get out of 
hand; sought out by others because of his or her many positive qualities; no symptoms of 
mental disorder. 

Note. From the fourth edition, text revised, of the Diagnostic and Statistical Manual of Mental Disorders (ZOOO), by the 
American Psychiatric Association, Washington, DC: Author. Copynght 2000 by the American Psychiatric Association. 
Adapted with permission. 
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which the provision of a diagnosis would be tenta- 
tive or provisional (i.e.. mild symptoms, with some 
difficulties in social or occupational functioning but 
generally functioning pretty well). In summary, a di- 
agnosis of PD could be made when the overall level 
of functioning associated with the problems and im- 
pairments identified in Step 2 (see Exhibit 25.3) is 
below a level of 60 on Axis V; a provisional or 
tentative diagnosis when the level is between 6 1 
and 70. 

Donna’s score on the Global Assessment of Func- 
tioning Scale was 52 (moderate symptoms), which is 
above the threshold for clinically significant symp- 
tomamlogy and within the range for a PD diagnosis. 
Donna did have repeated conflicts with peers and 
coworkers that significantly impaired her career as- 
pirations; she had no sustained relationships; and 
she had three marriages that ended in divorce due 
in large part to conflicts secondary to her personal- 
ity traits. A consideration was in fact given to a 
more impaired rating of 45-50 (serious symptoms) 
because of the absence of any long-standing friend- 
ships and three failed marriages. However, she was 
able to develop friendships and currently did have 
close, intimate friends. Her personality conflicts did 
impair her ability to advance in her career, but she 
had always maintained sl.eady and successful em- 
ploymen t. 

Requiring both a particular elevation on a do- 
main or facet of the FFM and a clinically significant 
level of impairment is again consistent with the pro- 
cedure for the diagnosis of mental retardation. A di- 
agnosis of mental retardation is not based simply on 
the presence of impairment or a particular level of 
intelligence. One must document that there are both 
“concurrent deficits or impairments in present adap- 
tive functioning (i,e., the person’s effectiveness in 
meeting the standards expected for his or her age by 
his or her cultural group)” (APA, 2000, p. 49) and a 
“significantly subaverage intellectual functioning” (p. 
49). Requiring that the clinician document the pres- 
ence of adaptive impairments, in addition to a sub- 
average level of intelligence, is helpful to ensure 
that the low level of intelligence has in fact resulted 
in clinically significant impairments that warrant 
professional intervention and assistance. A low level 
of intelligence in the absence of any clinically signif- 

icant impairments would not warrant a diagnosis of 
mental retardation or at least would not warrant 
professional intervention (Spitzer & Williams, 1982). 
The same principle would apply for the diagnosis of 
PDs. The presence of a particular elevation or con- 
stellation of personality traits would not result in a 
diagnosis of PD, unless there is also documentation 
that there is a clinically significant level of impair- 
ment secondary to these traits. 

The assessment of level of impairment, along 
with levels of personality functioning, also provides 
a flexibility that can have substantial benefit to clini- 
cians faced with different types of decisions and 
concerns. A limitation of the categorical diagnoses of 
DSM-IV is that the thresholds for diagnosis may not 
be optimal for any particular clinical decision, let 
alone the variety of clinical, social, and scientific de- 
cisions that need to be informed by a diagnosis. As, 
for example, the primary authors of DSM-IV noted, 

the signijcance of Axis V has increased 
greatly in recent years for several reasons. 
First, the threshold for determining who is 
and who is not entitled to mental health 
benejts cannot generally be based strictly 
on the individual’s psychiatric diagnosis be- 
cause, for most conditions, there is a wide 
variability in seventy of impairment and 
need for treatment. Increasingly, eligibility 
is determined by some combination of the 
presence of a speclfic diagnosis and thc 
presence of sufficient functional impairment 
as indicated by a low score on Axis V Sec- 
ond, decisions regarding the particular type 
of treatment ( e g ,  inpatient versus outpa- 
tient) and the frequency and duration of 
the treatment ( e g ,  length of stay) are  also 
increasingly dependent on standardized 
measures offunctioning. Third, it is often 
necessary to determine the level offunc- 
tioning below which a n  individual is enti- 
tled to disability payments. Finally, it is 
becoming increasingly important to docu- 
ment treatment outcomes not only with 
symptom rating scales but also with scules 
measuring changes in functioning. 
(Frances, First, 0 Pincus, 1995, p .  74) 
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Different cutoff points can be established along 
the personality and impairment scales for different 
social and clinical concerns. For example, simply the 
presence of a PD might not be sufficient justification 
for the obtainment of disability benefits; disability 
coverage might require a more severe level of im- 
pairment than would be required for outpatient 
treatment or perhaps even for inpatient hospitaliza- 
tion. Admission to a particular group therapy pro- 
gram might require elevations above a particular 
threshold on Agreeableness or at least the absence of 
a particular threshold on certain facets of antago- 
nism (Soldz, Budman, Demby, & Merry, 1993); ad- 
mission to a particular drug treatment program 
might likewise require a particular level of Conscien- 
tiousness (see Ball, chapter 11, this volume). Simi- 
larly, the particular degree of maladaptive Agreeable- 
ness that results in a liability for the onset of 
depression might be different from the degree of 
maladaptive Agreeableness that is associated with a 
family history of depression (Kendler, 1990) or that 
justifies the provision of a diagnosis of clinically sig- 
nificant dependent personality traits (Overholser, 
1991). It is evident that the ability of researchers to 
identify the optimal thresholds for different clinical 
and social decisions and the ability of clinicians to 
tailor the diagnostic system for their optimal and 
particular needs should be improved by the provi- 
sion of FFM personality functioning and impairment 
scales. 

PROFILE MATCHING FOR PERSONALITY 
DISORDER PATTERNS 

One of the purported advantages of a categorical 
model is the ability to summarize a particular con- 
stellation of maladaptive personality traits with a 
single diagnostic label. “There is an economy of 
communication and vividness of description in a 
categorical name that may be lost in a dimensional 
profile” (Frances, 1993, p. 110). The most specific, 
accurate, and individualized description of a person’s 
constellation of adaptive and maladaptive personality 
traits is provided by an FFM profile description. No 
single word can adequately describe any particular 
person’s personality, nor can any single word ade- 
quately describe the many ways in which his or her 

traits are maladaptive. Nevertheless, many people 
prefer the simplification obtained by and the ease of 
communication provided by the use of diagnostic 
categories and typological descriptions. 

There may also be particular constellations of 
personality traits that are worth identifying with a 
single diagnostic term, such as the BDL FFM profile 
(e.g., Gunderson, 1984; Kernberg, 1975; Linehan, 
1993; Paris, 1994) or the psychopathic FFM profile 
(e.g., Cooke, Forth, & Hare, 1998; Hare, 1993; Lyk- 
ken, 1995). These constellations of personality traits 
may have particular theoretical significance, clinical 
interest, or social implications. In the context of an 
FFM PD, these constellations are called patterns; 
they may or may not correspond to DSM-IV diag- 
nostic categories. Patterns are prototypic personality 
profiles that can be used to describe people; there is 
no implication that they refer to a category of peo- 
ple with a distinct disorder. 

or research patterns that have particular theoretical 
significance, clinical interest, or social implications. 
For example, as indicated by Lynam (see chapter 20, 
this volume), if one asked members of a population 
to describe the most dangerous or harmful constella- 
tion of personality traits, they would probably pro- 
vide the FFM profile for psychopathy. 

Researchers and clinicians may wish to assess for 

The social and clinical interest in this par- 
ticular collection of personality traits is un- 
derstandable, as one could hardly construct 
a more virulent constellation of traits. . . . 
Persons with this constellation will invaria- 
bly be of immediate and substantial con- 
cern to other members of society, as  they 
will be irresponsible, hedonistic, aggressive, 
exploitative, ruthless, unempathic, decep- 
tive, fearless, and un-self-conscious. (Widi- 
ger G Lynum, 1998, p. 185) 

It is not surprising that this particular constel- 
lation of traits has been of tremendous interest and 
concern to society for many years (Cleckley, 1941; 
Hare, 1993). Identifying this particular constellation 
of traits with a particular descriptive label, such as 
psychopathy, does have value, utility, and meaning 
for the many scientific, social, governmental, and 
clinical professionals concerned with the havoc, de- 
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strucl.ion, exploitation, and harm committed by peo- 
ple with constellations of traits that resemble closely 
the FFM prototypic profile for psychopathy. Rather 
than summarize all of the scale elevations or trait 
terms included within 1.his constellation of traits, 
one can communicate the entire constellation of the 
prototypic profile by simply providing a single diag- 
nostic label, namely, the psychopathy pattern 
(Frances, 1993). 

The BDL diagnosis has a similar utility. People 
who are at the highest elevations of anxiousness, de- 
pressiveness, vulnerability, impulsivity, and angry 
hostility of Neuroticism; have the antagonism of 
high deceptive manipulativeness and low compli- 
ance: and have a highly assertive, emotional, and in- 
tensely involved Extraversion are clearly among the 
most difficult patients to treat (Gunderson, 1984; 
Kernberg, 1975; Linehan, 1993; Paris, 1994). They 
are thc most in need of treatment because they are 
the most vulnerable, anxious, and depressed; they 
are among the most intensely involved with other 
people and with their therapists; but they are also 
among the most difficull. to sustain a working, ther- 
apeutic alliance due to their intense angry hostility, 
impulsivity, deception, and manipulation (see San- 
derson Q Clarkin, chapter 21, this volume). The 
BDL FFM profile is a particularly volatile constella- 
tion of traits. It is not surprising then that clinicians 
have identified this constellation with a diagnostic 
label that conveys nicely the instability and fragility 
of the personality structure. 

The provision of single diagnostic terms to char- 
acterize a particular syndrome or constellation of 
personality traits is not at all incompatible with the 
FFM approach presented in this chapter. Single di- 
agnostic terms for particular constellations of per- 
sonality traits are readily obtained by implementing 
all four steps for diagnosing PDs, as identified ear- 
lier. The identification of a PD pattern with which to 
characterize the constellation of FFM traits of an in- 
dividual person is the fourth, optional step in FFM 
diagnosis. I t  can be done informally by a simple ex- 
amination of FFM scores or by statistical techniques 
of pattern analysis. In either case, the pattern is de- 
tected by noting the resemblance to a prototype. 

This FFM procedure is in many respects consis- 
tent with that in the DSM-IV to obtain individual 

PD diagnoses. The third edition of the DSM (DSM- 
III; APA, 1980) required for some of the PDs that all 
of the defining features be present. However, it soon 
became evident that this threshold for diagnosis was 
too stringent and that many of the people who did 
warrant a particular PD diagnosis varied in the ex- 
tent to which they resembled a prototypic case 
(Livesley, 1985; Widiger & Frances, 1985). The au- 
thors of the third edition, revised, of the DSM 
(DSM-111-R; APA, 1987) therefore converted all of 
the criteria sets to a polythetic format in which a set 
of optional diagnostic criteria were provided, only a 
subset of which were necessary for the diagnosis 
(Spitzer Q Williams, 1987; Widiger, Frances, 
Spitzer, Q Williams, 1988). Prototypic cases of each 
respective PD have all of the diagnostic criteria 
(Blashfield, Sprock, Pinkston, & Hodgin, 1985), but 
the threshold for diagnosis is the presence of only a 
subset of criteria that provide a sufficient resem- 
blance to the prototypic case. 

The prototypal approach to the use qf cat- 
egories serves to bridge the categorical and 
dimensional approaches and eases the ap- 
plication of the categorical approach to the 
‘ffuzzy set” problem of psychiatric diagno- 
sis. The prototypal approach recognizes the 
fuzzy boundaries and heterogeneity within 
the DSM-IV criteria sets. Definitions are 
seen as the prototypal forms of the disor- 
del; and individual class members are ex- 
pected to vary greatly in the degree to 
which they resemble one or another proto- 
typal category. Sorting is based on thc 
probabilistic estimation of the resemblance 
of an individual member to the prototypes. 
(Frances et al., 1995, p. 19) 

The FFM approach to the diagnosis of a PD, as 
described in this chapter, retains the detailed, pre- 
cise description of the adaptive and maladaptive 
traits of the individual patient through the provision 
of the FFM profile. Broad summary terms, however, 
can be added through a comparison of an individ- 
ual’s profile with a prototypic profile. If the individ- 
ual’s FFM profile is sufficiently close to the proto- 
typic FFM profile, then one could describe the 
personality profile of the individual client with that 

449 



Widiger et al. 

pattern, keeping in mind that the person probably 
did not in fact match entirely or precisely the proto- 
typic profile. 

For example, Donna’s substantial elevation on the 
antagonism facet of trust (see Figure 25.1) suggests 
the presence of paranoid personality traits, but her 
overall profile of FFM traits might be matched more 
closely with the constellation of traits characteristic 
of BDL, particularly the elevations on the three fac- 
ets of Neuroticism and the two facets of antagonism. 
However, there are also notable discrepancies from 
the prototypic BDL profile, particularly the absence 
of impulsivity (NS), manipulativeness (AZ), and low 
Conscientiousness (C3, C4, and C5). In addition, 
the elevations on Neuroticism and antagonism were 
not nearly as high as they would occur in prototypic 
cases of BDL. Her clinical diagnosis would likely be 
PDNOS, with BDL and paranoid traits (Widiger, 
1997). 

ment have been used (McCrae et al., 2001; ]. D. 
Miller, Lynam, Widiger, & Leukefeld, 200l). J .  D. 
Miller et al. generated an FFM profile for a proto- 
typic case of psychopathy through a survey of 15 
nationally recognized psychopathy experts. Figure 
20.1 in chapter 20 by Lynam provides this FFM 
profile. The prototypic FFM expert-based psychopa- 
thy profile closely matched the profile generated ear- 
lier by Widiger and Lynam (1998) based on their re- 
view of the diagnostic criteria for psychopathy 
generated by Hare (1991). J. D. Miller et al. ob- 
tained the intraclass Q correlations between the pro- 
totypic psychopathy FFM profile and each of 481 
subjects’ Revised NEO Personality Inventory (NEO- 
PI-R) FFM profiles. The subjects were participating 
in a longitudinal study of people at risk for sub- 
stance-related disorders (additional aspects of their 
study are summarized by Lynam, chapter 20, this 
volume). For the male participants, the correlations 
ranged from -.57 to .42, with a mean of .08 (SD = 

.17); for the female participants, the correlations 
ranged from -.97 to .37, with a mean of -.22 (SD 
= .IS). A maximal correlation of .42 is not particu- 
larly high. However, it is important to keep in mind 
that the intraclass Q correlation assesses for consis- 
tency in both elevation and profile shape across all 
30 facets of the FFM. In addition, given the rarity of 

Two statistical approaches to FFM pattern assess- 

true prototypic cases, high correlations with proto- 
typic profiles are not expected. Only a few of the 
men in the study by J.  D. Miller et al. would have 
even met the Revised Psychopathy Checklist thresh- 
old for a diagnosis of psychopathy; none of them 
were likely to have been prototypic cases of psy- 
chopathy. 

McCrae et al. (2001) adopted a different ap- 
proach to detecting PD patterns. They used the de- 
scription of each of the DSM-III-R PDs in Appendix 
A (this volume) as the basis for prototypic profiles 
for each of the DSM-111-R PDs-a choice justified by 
numerous studies that confirm most of the hypothe- 
sized relationships of the FFM to these PDs (e.g., 
Axelrod, Widiger, Trull, & Corbitt, 1997; Costa & 
McCrae, 1990; Dyce & O’Connor, 1998; O’Connor 
& Dyce, 1998; Soldz et al., 1993; Tmll, 1992; Trull, 
Widiger, & Burr, 2001; Wiggins & Pincus, 1989; for 
details regarding the research by O’Connor and 
Dyce, see chapter 14, this volume). Resemblance to 
each of these prototypes was calculated using Mc- 
Crae’s (1993) coefficient of profile agreement; base 
rates of these coefficients in a normal sample were 
used to determine cutoff points. For example, pa- 
tients were considered to have the BDL pattern if 
their coefficient of profile agreement with the BDL 
prototype exceeded that of 90% of the control vol- 
unteers. For most disorders, these FFM pattern as- 
signments were significantly associated with DSM-IV 
diagnoses based on a self-report PD questionnaire 
and clinical interviews (McCrae et al., 2001). 

People with sufficiently high Q correlations (1. D. 
Miller et al., 2001) or profile agreement coefficients 
(McCrae et al., 2001) with a respective prototypic 
FFM profile pattern could be provided the term for 
that pattern (e.g., psychopathy, borderline, or antiso- 
cial), although further research is needed to address 
a number of important issues, including the magni- 
tude of agreement that should be necessary to pro- 
vide the respective term. In most instances, the pro- 
totypic profile does not provide the most accurate or 
precise description of the personality profile for a 
particular patient. We expect that in most instances, 
there are no close matches with any one prototypic 
profile, given that most people only have a family 
resemblance to any particular prototype. As McCrae 
et al. indicated, the search for a single diagnostic la- 
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be1 for a particular patient could be a “fool’s errand” 
because no single term can adequately describe the 
particular constellation of traits that are present 
within any particular patient, unless that person is 
indeed one of the rare prototypic cases. It is ex- 
pected that many patients have moderate correla- 
tions with more than one prototypic profile, just as 
many patients meet the DSM-IV criteria sets for 
more than one PD. The complexity and individuality 
of any particular individual’s personality are most 
likely best described by that person’s specific FFM 
profile rather than by any single term describing the 
profile of a prototypic case. 

CONCLUSION 

In this chapter, we provided a four-step process by 
which one can clinically apply the FFM. We believe 
that the process of FFM I’D diagnosis described in 
this chapter can provide the clinician with valuable 
information regarding the patient and his or her 
problems, which will ultimately prove to be more 
clinically useful than the standard DSM-IV PD diag- 
noses. However, it is important to note that the two 
systems are not mutually exclusive or incompatible. 
For example, clinicians who proceed through Step 3 
of FFM diagnosis and find clinically significant per- 
sonalit y-related problems have sufficient information 
to code Axis I1 as PDNOS, which may suffice. 

Those who continue through Step 4 and identify 
patterns associated with the official DSM-IV PDs 
cannot automatically assign the respective DSM-IV 
diagnoses because the PD patterns identify constella- 
tions of traits associated with particular disorders 
and do not guarantee that the specific DSM-IV diag- 
nostic criteria for that disorder have in fact been 
met. However, the magnitude of agreement identifies 
the DSM-IV PDs that the patient is most likely to 
have. Clinicians who are unable to assess all 80 
DSM-IV diagnostic criteria might then find Step 4 
useful in directing them toward the specific DSM-IV 
PD diagnostic criteria sets that should receive more 
systematic assessment before confirmation. 

FFM diagnoses, however, may also proceed inde- 
pendent of the DSM-IV diagnostic system, in which 
case one need not complete all of the steps, depend- 
ing on one’s clinical interests, needs, or perspective. 

For example, one might be interested only in the 
FFM profile of a person. Many clinical applications 
of the FFM currently stop at this point. This would 
then be the description of the personality structure 
with respect to the FFM that provides a substantial 
amount of useful information for treatment plan- 
ning. However, one might also wish to consider fur- 
ther the problems or impairments associated with 
the personality traits identified by the FFM. A list of 
likely impairments associated with each domain and 
facet of the FFM is provided in Exhibit 25.3. One 
can stop at  this point if one does not need or desire 
a PD diagnosis. However, a diagnosis of PD could 
be provided when there is a clinically significant 
level of impairment secondary to the maladaptive 
personality traits. A scale for determining the level 
of impairment is provided in Exhibit 25.4. One can 
stop at this point if one is comfortable with the 
specificity and detail provided by the FFM profile 
description. However, one can also determine, 
through clinical judgment or a statistical algorithm, 
if the profile is sufficiently close to the prototypic 
FFM profile for one (or more) particular personality 
pattern. 

The specific methods by which this process is 
implemented have not yet been established. There 
are instruments for the assessment of the FFM pro- 
file (e.g., Costa & McCrae, 1992; Trull & Widiger, 
1997) and for the assessment of problems and im- 
pairments in functioning associated with various lev- 
els of clinical significance (Funtowicz & Widiger, 
1995; Goldman, Skodol, & Lave, 1997; Turner & 
Dudek, 1997). However, there are limitations to all 
of these instruments, and further details and even 
fundamental issues have not been resolved. For ex- 
ample, expert-based FFM profiles for various PDs 
and syndromes are currently in the process of being 
developed. It is unclear if the optimal prototypic 
FFM profile is obtained by modeling the FFM pro- 
files on existing diagnostic criteria sets. Pincus (see 
chapter 12) indicates substantial limitations of the 
DSM-IV-based FFM profile for dependent PD; 
Lynam (see chapter 20) makes comparable points 
with respect to the Revised Psychopathy Checklist- 
based FFM profile for psychopathy. In addition, 
there is no specific magnitude of Q correlation or 
profile agreement that indicates that an individual’s 
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FFM profile is sufficiently close enough to a proto- 

typic profile to warrant a particular diagnosis. The 
descriptions of each point of demarcation along the 
Axis V Global Assessment of Functioning Scale 

should also be expanded to provide more range and 
specificity of social and occupational impairments 

(Goldman et al., 1997; Williams, 1998). 

Further research is also needed for determining 
an optimal point of demarcation for identifying a 
clinically significant level of impairment (Spitzer & 
Wakefield, 1999; Strack 6s Lorr, 1994; Widiger & 
Clark, 2000; Widiger 6r Corbitt, 1994). Finally, 

there is ongoing controversy over whether any par- 
ticular point of demarcation between normal and 
abnormal psychological is appropriate or meaningful 

(Bergner, 1997; Lilienfeld & Marino, 1995, 1999; 

Wakefield, 1992, 1999; Widiger, 1997; Widiger Q 
Sankis, 2000). However, we do suggest that there 
has been sufficient empirical support for an FFM of 
PDs to at least encourage researchers to pursue the 
development of the specifics of these additional 

steps and issues in future research. 
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A P P E N D I X  A 

The DSM-111-R Personality Disorders and the 
Five-Factor Model 

NEO-PI-R domains and 
facets PAR SZD SZT ATS BDL HST WAR AVD DEP OBC PAG 

Neuroticism 
Anxiety 
Angry hostility 
Depression 
Self-consciousness 
Impulsiveness 
Vulnerability 

Extraversion 
Warmth 
Gregariousness 
Assertiveness 

Excitement seeking 
Positive emotions 

Openness to Experience 
Fantasy 
Aesthetics 
Feelings 
Actions 
Ideas 
Values 

Trust 
Straightforwardness 
Altruism 
Compliance 
Modesty 
Tender-mindedness 

Conscientiousness 
Competence 
Order 
Dutifulness 
Achievement striving 
Self-discipline 
Deliberation 

Activity 

Agreeableness 

h 
H L 

L 

I L 
I L 

L 
I L 

I 
I L 
1 

L 
L 

L h 
I 
I 

h 

I 

h 

h 
H 

h 

L 
L 

H 

L 

H 
h 

L 

h/L H 
H H H 
h H 
1 H H 
H H 

H h 

I H 
h h 
h 

h 
H h 

h H 

h 

H 
h 
I 

h 
L L I 
L L 
L L 
L 
L 
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L 
L 

L L 
L 

H 
h/L 
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H 

H 

H 

I 
L 

L 
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h 

h 

H H 

h H h 
H h h 

h H 

H H 

UH h L 
L 
L L H 
L 
L I 

I 

L 
L 

L 

L 
H L 
H L L 
H 
h 

L 
H 
H L 

L H 
L 

H 

Notc.  H, L = high, low, respectively, based on the third edition, revised, of the Diagnostic and Statistical Manual uf 
Muntal Disorders (DSM-III-R; American Psychiatric Association, 1987) diagnostic criteria; h,  1 = high, low, respec- 
tively, based on associated features provided in DSM-111-R; H h ;  LA = high, low, respectively, based on the clinical 
literature. Personality disorders: PAR = paranoid; SZD = schizoid; SZT = schizotypal; ATS = antisocial; BDL = 

borderline; HST = histrionic; NAR = narcissistic; AVD = avoidant; DEP = dependent; OBC = obsessive- 
compulsive; PAG = passive-aggressive. 
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A P P E N D I X  B 

Personality Disorders Proposed for DSM-IV 

- 

NEO-PI-R domains and facets WEG SDF DPS SDS 

Neuroticism 
Anxiety H 

Depression H H I 
Self-consciousness H 

Vulnerability H 

Angry hostility H h 

I m p ulsiveness 

Extraversion 
Warmth 

Gregariousness 
Assertiveness 
Activity 
Excitement seeking 
Positive emotions 

Openness to Experience 
Fantasy 
Aesthetics 
Feelings 
Actions 
Ideas 
Values 

Trust 
Straightforwardness 
Altruism 
Compliance 
Modesty 
Tender-mindedness 

Conscientiousness 
Competence 
Order 
Dutifulness L 
Achievement striving 
Self-discipline L 
Deli beration 

Agreeableness 

H 

L 

H 

L 
H 

L L 

L 

1 
L 

L L 

Notc Hh, v1 = high, low, respectlvely, based on the proposed fourth 
edition of the Diagnostic and Statistical Manual of Mental Disorders 
(DSM-fV) diagnostic criteria (Task Force on DSM-IV, 1991), H, L = 

high, low, based on the clinical literature Personality disorders NEG 
= negativistic, SDF = self-defeating, DPS = depressive, SDS = sadistic 
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A P P E N D I X  C 

The DSM-IV Personality Disorders and the 
Five-Factor Model 

NEO-PI-R domains and facets PAR SZD 

Neuroticism 
Anxiety 
Angry-hostility H 
Depression 
Self-consciousness 
Impulsiveness 
Vulnerabilitv 

SZT ATS BDL HST WAR AVD DEP OBC 

H H H H 
H H H 

H H H 
H H H H H 

H 
H H H 

Extraversion 
Warmth L L H H 
Gregariousness L L H L 
Assertiveness L L H 
Activity 
Excitement seeking H H L 
Positive emotions L L H 

Fantasy H H H 
Aesthetics 
Feelings L H 
Actions H 
Ideas H 
Values L 

Trust L L L H H 
Straightforwardness L L 
Altruism L L H 
Compliance L L L H L 
Modesty L H 
Tender mindedness L L 

Openness to Experience 

Agreeableness 

Conscientiousness 
Competence 
Order 
Dutifulness 
Achievement striving 
Self-discipline 
Deliberation 

L 

L 

L 
L 

H 

Note. NEO-PI-R = Revised NEO Personality Inventory. H, L = high, low, respectively, based on the fourth edition 
of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV; American Psychiatric Association, 1994) diag- 
nostic criteria. Personality disorders: PAR = paranoid; SZD = schizoid; SZT = schizotypal; ATS = antisocial; BDL = 

borderline; HST = histrionic; NAR = narcissistic; AVD = avoidant; DEP = dependent; OBC = obsessive- 
compulsive. 
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A P P L N D I X  D 

Description of the Revised NEO Personality Inventory 
(NEO-PI-R) Facet Scales 

NEUROTICISM FACETS 

N1: Anxiety 
Anxious individuals are apprehensive, fearful, prone to worry, nervous, tense, and jittery The 
scale does not measure specific fears or phobias, but high scorers are more likely to have such 
fears and free-floating anxiety. Low scorers are calm and relaxed; they do not dwell on things 
that might go wrong. 

N2: Angry Hostility 
Angry hostility represents the tendency to experience anger and related states such as frustra- 
tion and bitterness. This scale measures the individual's readiness to experience anger; whether 
the anger is expressed depends on the individual's level of Agreeableness. Note, however, that 
disagreeable people often score high on this scale. Low scorers are easygoing and slow to an- 
ger. 

N3: Depression 
This scale measures normal individual differences in the tendency to experience depressive af- 
fect. High scorers are prone to feelings of guilt, sadness, hopelessness, and loneliness. They 
are easily discouraged and often dejected. Low scorers rarely experience such emotions, but 
they are not necessarily cheerful and lighthearted-characteristics that are associated instead 
with Extraversion. 

N4: Self-Consciousness 
The emotions of shame and embarrassment form the core of this facet of Neuroticism. Self- 
conscious individuals are uncomfortable around others, sensitive to ridicule, and prone to 
feelings of inferiority Self-consciousness is akin to shyness and social anxiety. Low scorers do 
not necessarily have poise or good social skills; they are simply less disturbed by awkward 
social situations. 

From thC Revised NEO Personality Inventory (NEO-PI-R) and N t O  Five-Factor lnventory (h'EO-FF1) ProJessional Manual (pp 
16-18), by P T Costa, Jr  , and R R McCrae, 1992, Odessa, FL Psychological Assessment Resources Copyright 1992 by 
Psychological Assessment Resources Adapted with permission 
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Appendix D 

N5: Impulsiveness 
In the NEO-PI-R, impulsiveness refers to the inability to control cravings and urges. Desires 
(e.g., for food, cigarettes, possessions) are perceived as being so strong that the individual can 
not resist them, although he or she may later regret the behavior. Low scorers find it easier to 
resist such temptations, having a high tolerance for frustration. The term impulsive is used by 
many theorists to refer to many different and unrelated traits. NEO-PI-R impulsiveness should 
not be confused with spontaneity, risk taking, or rapid decision time. 

N6: Vulnerability 
The final facet of Neuroticism is vulnerability to stress. Individuals who score high on this 
scale feel unable to cope with stress, becoming dependent, hopeless, or panicked when facing 
emergency situations. Low scorers perceive themselves as capable of handling themselves in 
difficult situations. 

EXTRAVERSION FACETS 

E l :  Warmth 
Warmth is the facet of Extraversion that is most relevant to issues of interpersonal intimacy 
Warm people are affectionate and friendly. They genuinely like people and easily form close 
attachments to others. Low scorers are neither hostile nor necessarily lacking in compassion, 
but they are more formal, reserved, and distant in manner than are high scorers. Warmth is 
the facet of Extraversion that is closest to Agreeableness in interpersonal space, but it is distin- 
guished by a cordiality and heartiness that is not part of Agreeableness. 

E2: Gregariousness 
A second aspect of Extraversion is gregariousness-the preference for other people’s company 
Gregarious people enjoy the company of others, and the more the merrier. Low scorers on 
this scale tend to be loners who do not seek-or who even actively avoid-social stimula- 
tion. 

E3: Assertiveness 
High scorers on this scale are dominant, forceful, and socially ascendant. They speak without 
hesitation and often become group leaders. Low scorers prefer to keep in the background and 
to let others do the talking. 

E4: Activity 
A high activity score is seen in rapid tempo and vigorous movement, a sense of energy, and a 
need to keep busy. Active people lead fast-paced lives. Low scorers are more leisurely and 
relaxed in tempo, although they are not necessarily sluggish or lazy 

E5: Excitement Seeking 
High scorers on this scale crave excitement and stimulation. They like bright colors and noisy 

environments. Excitement seeking is akin to some aspects of sensation seeking. LOW scorers 
feel little need for thrills and prefer a life that high scorers might find boring. 
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E6: Positive Emotions 
The last facet of Extraversion assesses the tendency to experience positive emotions such as 
joy, happiness, love, and excitement. High scorers on the positive emotions scale laugh easily 
and often. They are cheerful and optimistic. Low scorers are not necessarily unhappy; they are 
merely less exuberant and high spirited. Research shows that happiness and life satisfaction 
are related to both Neuroticism and Extraversion and that positive emotions is the facet of 
Extraversion most relevant to the prediction of happiness. 

OPENNESS TO EXPERIENCE FACETS 

01: Fantasy 
Individuals who are open to fantasy have a vivid imagination and an active fantasy life. They 
daydream not simply as an escape but as a way of creating for themselves an interesting inner 
world. They elaborate and develop their fantasies and believe that imagination contributes to a 
rich and creative life. Low scorers are more prosaic and prefer to keep their minds on the task 
at hand. 

02:  Aesthetics 
High scorers on this scale have a deep appreciation for art and beauty. They are moved by 
poetry, absorbed in music, and intrigued by art. They need not have artistic talent nor even 
necessarily what most people would consider good taste; but for many of them, their interest 
in the arts leads them to develop a wider knowledge and appreciation than that of the average 
individual. Low scorers are relatively insensitive to and uninterested in art and beauty 

03:  Feelings 
Openness to feelings implies receptivity to one’s own inner feelings and emotions and the 
evaluation of emotion as an important part of life. High scorers experience deeper and more 
differentiated emotional states and feel both happiness and unhappiness more intensely than 
do others. Low scorers have somewhat blunted affect and do not believe that feeling states are 
of much importance. 

04: Actions 
Openness is seen behaviorally in the willingness to try different activities, go to new places, or 
eat unusual foods. High scorers on this scale prefer novelty and variety to familiarity and rou- 
Line. Over time, they may engage in a series of different hobbies. Low scorers find change 
difficult and prefer to stick with the tried-and-true. 

0 5 :  Ideas 
Intellectual curiosity is an aspect of Openness that has long been recognized. This trait is seen 
not only in an active pursuit of intellectual interests for their own sake but also in open 
mindedness and a willingness to consider new, perhaps unconventional ideas. High scorers 
enjoy both philosophical arguments and brain teasers. Openness to ideas does not necessarily 
imply high intelligence, although it can contribute to the development of intellectual potential 
Low scorers on this scale have limited capacity and, if highly intelligent, narrowly focus their 
resources on limited topics. 
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06:  Values 
Openness to values means the readiness to re-examine social, political, and religious values. 
Closed individuals tend to accept authority and honor tradition; as a consequence, this type is 
generally conservative, regardless of political party affiliation. Openness to values may be con- 
sidered the opposite of dogmatism. 

AGREEABLENESS FACETS 

Al: Trust 
High scorers on this scale have a disposition to believe that others are honest and well inten- 
tioned. Low scorers on this scale tend to be cynical and skeptical and to assume that others 
may be dishonest or dangerous. 

A2: Straightforwardness 
Straightforward individuals are frank, sincere, and ingenuous. Low scorers on this scale are 
more willing to manipulate others through flattery, craftiness, or deception. They view these 
tactics as necessary social skills and may regard more straightforward people as naive. When 
interpreting this scale (as well as other Agreeableness and Conscientiousness scales), one must 
recall that scores reflect standings relative to other individuals. A low scorer on this scale is 
more likely to stretch the truth or to be guarded in expressing his or her true feelings, but 
this should not be interpreted to mean that he or she is a dishonest or manipulative person. 
In particular, this scale should not be regarded as a lie scale, either for assessing the validity of 
the test itself or for making predictions about honesty in employment or other settings. 

A3: Altruism 
High scorers on this scale have an active concern for others’ welfare, as shown in generosity, 
consideration of others, and a willingness to assist others in need of help. Low scorers on this 
scale are somewhat more self-centered and are reluctant to get involved in the problems of 
others. 

A4: Compliance 
This facet of Agreeableness concerns characteristic reactions to interpersonal conflict. The high 
scorer tends to defer to others, to inhibit aggression, and to forgive and forget. Compliant 
people are meek and mild. The low scorer is aggressive, prefers to compete rather than coop- 
erate, and has no reluctance to express anger when necessary. 

AS: Modesty 
High scorers on this scale are humble and self-effacing, although they are not necessarily lack- 
ing in self-confidence or self-esteem. Low scorers believe they are superior people and may be 
considered conceited or arrogant by others. A pathological lack of modesty is part of the clini- 
cal conception of narcissism. 

A6: Tender-Mindedness 
This facet scale measures attitudes of sympathy and concern for others. High scorers are 
moved by others’ needs and emphasize the human side of social policies. Low scorers are 
more hardheaded and less moved by appeals to pity They consider themselves realists who 

make rational decisions based on cold logic. 
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CONSCIENTIOUSNESS FACETS 

C 1 : Competence 
Competence refers to the sense that one is capable, sensible, prudent, and effective. High 
scorers on this scale feel well prepared to deal with life. Low scorers have a lower opinion of 
their abilities and admit that they are often unprepared and inept. Of all the Conscientious- 
ness facets, competence is most highly associated with self-esteem and internal locus of con- 
trol. 

C2: Order 
High scorers on this scale are neat, tidy, and well organized. They keep things in their proper 
places. Low scorers are unable to get organized and describe themselves as unmethodical. Car- 
ried to an extreme, high order might contribute to a compulsive personality disorder. 

C3: Dutifulness 
In one sense, conscientious means “governed by conscience,” and that aspect of Conscien- 
tiousness is assessed as dutifulness. High scorers on this scale adhere strictly to their ethical 
principles and scrupulously fulfill their moral obligations. Low scorers are more casual about 
such matters and may be somewhat undependable or unreliable. 

C4: Achievement Striving 
Individuals who score high on this facet have high aspiration levels and work hard to achieve 
their goals. They are diligent and purposeful and have a sense of direction in life. Very high 
scorers, however, may invest too much in their careers and become workaholics. Low scorers 
are lackadaisical and perhaps even lazy. They are not driven to succeed. They lack ambition 
and may seem aimless, but they are often perfectly content with their low levels of achieve- 
ment. 

C5: Self-Discipline 
Self-discipline refers to the ability to begin tasks and carry them through to completion, de- 
spite boredom and other distractions. High scorers have the ability to motivate themselves to 
get the job done. Low scorers procrastinate in beginning chores and are easily discouraged 
and eager to quit. Low self-discipline is easily confused with impulsiveness-both are evident 
of poor self-control-but empirically they are distinct. People high in impulsiveness cannot 
resist doing what they do not want themselves to do; people low in self-discipline cannot 
force themselves to do what they want themselves to do. The former requires an emotional 
stability; the latter, a degree of motivation that they do not possess. 

C6: Deliberation 
The final facet of Conscientiousness is deliberation: the tendency to think carefully before act- 
ing. High scorers on this facet are cautious and deliberate. Low scorers are hasty and often 
speak or act without considering the consequences. At best, low scorers are spontaneous and 
able to make snap decisions when necessary 
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Diagnostic Criteria of DSM-IV-TR Axis I1 
Personality Disorders 

GENERAL DIAGNOSTIC CRITERIA FOR A PERSONALITY DISORDER 

A. An enduring pattern of inner experience and behavior that deviates markedly from the 
expectations of the individual's culture. This pattern is manifested in two (or more) of the 
following areas: 
( I )  
(2) 

(3) interpersonal functioning 
(4) impulse control 
The enduring pattern is inflexible and pervasive across a broad range of personal and 
social situations. 
The enduring pattern leads to clinically significant distress or impairment in social, occu- 
pational, or other important areas of functioning. 
The pattern is stable and of long duration and its onset can be traced back at least to 
adolescence or early adulthood. 
The enduring pattern is not better accounted for as a manifestation or consequence of 
another mental disorder. 
The enduring pattern is not due to the direct physiological effects of a substance (e.g., a 
drug of abuse, a medication) or a general medical condition (e.g., head trauma). 

cognition (i.e., ways of perceiving and interpreting self, other people, and events) 
affectivity (i.e., the range, intensity, lability, and appropriateness of emotional re- 
sponse) 

B. 

C. 

D. 

E. 

E 

CLUSTER A PERSONALITY DISORDERS 

301 .O Paranoid Personality Disorder 

A. A pervasive distrust and suspiciousness of others such that their motives are interpreted 
as malevolent, beginning by early adulthood and present in a variety of contexts, as indi- 
cated by four (or more) of the following: 
(1) suspects, without sufficient basis, that others are exploiting, harming, or deceiving 

him or her 

From the fourth edition, text revised, of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR, 2000; pp. 
689-7291, by the American Psychiatnc Association, Washington, DC: Author. Copyright 2000 by the American Psychiatric 
Associa~ion Reprinted with permission. 
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(2) is preoccupied with unjustified doubts about the loyalty or trustworthiness of 
friends or associates 

(3)  is reluctant to confide in others because of unwarranted fear that the information 
will be used maliciously against him or her 

(4) reads hidden, demeaning, or threatening meanings into benign remarks or events 
( 5 )  persistently bears grudges, i.e., is unforgiving of insults, injuries, or slights 
(6) perceives attacks on his or her character or reputation that are not apparent to oth- 

ers and is quick to react angrily or to counterattack 
(7) has recurrent suspicions, without justification, regarding fidelity of spouse or sexual 

partner 
Does not occur exclusively during the course of Schizophrenia, a Mood Disorder With 
Psychotic Features, or another Psychotic Disorder and is not due to the direct physiologi- 
cal effects of a general medical condition. 

B. 

Note: If criteria are met prior to the onset of Schizophrenia, add “Premorbid,” e.g., “Paranoid 
Personality Disorder (Premorbid).” 

301.20 Schizoid Personality Disorder 

A. A pervasive pattern of detachment from social relationships and a restricted range of ex- 
pression of emotions in interpersonal settings, beginning by early adulthood and present 
in a variety of contexts, as indicated by four (or more) of the following: 
(1) neither desires nor enjoys close relationships, including being part of a family 
(2) almost always chooses solitary activities 
(3)  has little, if any, interest in having sexual experiences with another person 
(4) takes pleasure in few, if any, activities 
( 5 )  lacks close friends or confidants other than first-degree relatives 
(6) appears indifferent to the praise or criticism of others 
(7) shows emotional coldness, detachment, or flattened affectivity 
Does not occur exclusively during the course of Schizophrenia, a Mood Disorder With 
Psychotic Features, another Psychotic Disorder, or a Pervasive Developmental Disorder 
and is not due to the direct physiological effects of a general medical condition. 

B. 

Note: If criteria are met prior to the onset of Schizophrenia, add “Premorbid,” e g ,  “Schizoid 
Personality Disorder (Premorbid).” 

301.22 Schizotypal Personality Disorder 

A. A pervasive pattern of social and interpersonal deficits marked by acute discomfort with, 
and reduced capacity for, close relationships as well as by cognitive or perceptual distor- 
tions and eccentricities of behavior, beginning by early adulthood and present in a variety 
of contexts, as indicated by five (or more) of the following: 
(1) 
(2) 

ideas of reference (excluding delusions of reference) 
odd beliefs or magical thinking that influences behavior and is inconsistent with 
subcultural norms (e.g., superstitiousness, belief in clairvoyance, telepathy, or “sixth 
sense”; in children and adolescents, bizarre fantasies or preoccupations) 
unusual perceptual experiences, including bodily illusions 
odd thinking and speech (e.g., vague, circumstantial, metaphorical, overelaborative, 

or stereotyped 

(3)  

(4) 
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( 5 )  suspiciousness or paranoid ideation 
(6) inappropriate or constricted affect 
(7) 
(8) 
(9) 

Does not occur exclusively during the course of Schizophrenia, a Mood Disorder With 
Psychotic Features, another Psychotic Disorder, or a Pervasive Developmental Disorder. 

Note: lf criteria are met prior to the onset of Schizophrenia, add “Premorbid,” e.g., “Schizo- 
typal Personality Disorder (Premorbid) .” 

behavior or appearance that is odd, eccentric, or peculiar 
lack of close friends or confidants other than first-degree relatives 
excessive social anxiety that does not diminish with familiarity and tends to be asso- 
ciated with paranoid fears rather than negative judgments about self 

B. 

CLUSTER B 

301.7 Antisocial Personality Disorder 

A. There is a pervasive pattern of disregard for and violation of the rights of others occur- 
ring since age 15 years, as indicated by three (or more) of the following: 
(1) failure to conform to social norms with respect to lawful behaviors as indicated by 

repeatedly performing acts that are grounds for arrest 
(2) deceitfulness, as indicated by repeated lying, use of aliases, or conning others for 

personal profit or pleasure 
(3) impulsivity or failure to plan ahead 
(4) irritability and aggressiveness, as indicated by repeated physical fights or assaults 
( 5 )  reckless disregard for safety of self or others 
(6) consistent irresponsibility, as indicated by repeated failure to sustain consistent work 

behavior or honor financial obligations 
(7) lack of remorse, as indicated by being indifferent to or rationalizing having hurt, 

mistreated, or stolen from another 
The individual is at least age 18 years. 
There is e\ridence of Conduct Disorder with onset before age 15 years. 
The occurrence of antisocial behavior is not exclusively during the course of Schizophre- 
nia or a Manic Episode. 

B. 
C. 
D. 

301.83 Borderline Personality Disorder 
A pervasive pattern of instability of interpersonal relationships, self-image, and affect, and 
marked impulsivity, beginning by early adulthood and present in a variety of contexts, as indi- 
cated by five (or more) o f  the following: 

(1) 

( 2 )  

( 3 )  
(4) 

frantic efforts to avoid real or imagined abandonment. Note: Do not include suicidal or 
self-mutilating behavior covered in Criterion 5. 
a pattern of unstable and intense interpersonal relationships characterized by alternating 
between extremes of idealization and devaluation 
identity disturbance: markedly and persistently unstable self-image or sense of self 
impulsivity in at least two areas that are potentially self-damaging (e.g., spending, sex, 
substance abuse, reckless driving, binge eating). Note: Do not include suicidal or self- 
mutilating behavior covered in Criterion 5 .  
recurrent suicidal behavior, gestures, or threats or self-mutilating behavior ( 5 )  
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(6) 

(7) chronic feelings of emptiness 
(8) 

(9) 

affective instability due to a marked reactivity of mood (e.g., intense episodic dysphoria, 
irritability, or anxiety usually lasting a few hours and only rarely more than a few days) 

inappropriate, intense anger or difficulty controlling anger (e.g., frequent displays of tem- 
per, constant anger, recurrent physical fights) 
transient, stress-related paranoid ideation or severe dissociative symptoms 

301 .SO Histrionic Personality Disorder 
A pervasive pattern of excessive emotionality and attention seeking, beginning by early adult- 
hood and present in a variety of contexts, as indicated by five (or more) of the following: 

is uncomfortable in situations in which he or she is not the center of attention 
interaction with others is often characterized by inappropriate sexually seductive or pro- 
vocative behavior 
displays rapidly shifting and shallow expression of emotions 
consistently uses physical appearance to draw attention to self 
has a style of speech that is excessively impressionistic and lacking in detail 
shows self-dramatization, theatricality, and exaggerated expression of emotion 
is suggestible, i.e., easily influenced by others or circumstances 
considers relationships to be more intimate than they actually are 

301.81 Narcissistic Personality Disorder 
A pervasive pattern of grandiosity (in fantasy or behavior), need for admiration, and lack of 
empathy, beginning by early adulthood and present in a variety of contexts, as indicated by 
five (or more) of the following: 

has a grandiose sense of self-importance ( e g  , exaggerates achievements and talents, ex- 
pects to be recognized as superior without commensurate achievements) 
is preoccupied with fantasies of unlimited success, power, brilliance, beauty, or ideal love 
believes that he or she is “special” and unique and can only be understood by, or should 
associate with, other special or high status people (or institutions) 
requires excessive admiration 
has a sense of entitlement, i.e., unreasonable expectations of especially favorable treat- 
ment or automatic compliance with his or her expectations 
is interpersonally exploitative, i.e., takes advantage of others to achieve his or her own 
ends 
lacks empathy: is unwilling to recognize or identify with the feelings and needs of others 
is often envious of others or believes that others are envious of him or her 
shows arrogant, haughty behaviors or attitudes 

CLUSTER C 

301.82 Avoidant Personality Disorder 
A pervasive pattern of social inhibition, feelings of inadequacy, and hypersensitivity to negative 
evaluation, beginning by early adulthood and present in a variety of contexts, as indicated by 
four (or more) of the following: 

(1) avoids occupational activities that involve significant interpersonal contact, because of 
fears of criticism, disapproval, or rejection 
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( 2 )  
(3)  

(4) 
( 5 )  
(6) 
(7)  

is unwilling to get involved with people unless certain of being liked 
shows restraint within intimate relationships because of the fear of being shamed or ridi- 
culed 
is preoccupied with being criticized or rejected in social situations 
IS inhibited in new interpersonal situations because of feelings of inadequacy 
views self as socially inept, personally unappealing, or inferior to others 
is unusually reluctant to take personal risks or to engage in any new activities because 
they may prove embarrassing 

301.6 Dependent Personality Disorder 
A pervasive and excessive need to be taken care of that leads to submissive and clinging be- 
havior and fears of separation, beginning by early adulthood and present in a variety of con- 
texts, as indicated by five (or more) of the following: 

has difficulty making everyday decisions without an excessive amount of advice and re- 
assurance from others 
needs others to assume responsibility for most major areas of his or her life 
has difficulty expressing disagreement with others because of fear of loss of support or 
approval. Note: Do not include realistic fears of retribution. 
has difficulty initiating projects or doing things on his or her own (because of a lack of 
self-confidence in judgment or abilities rather than a lack of motivation or energy) 
goes to excessive lengths to obtain nurturance and support from others, to the point of 
volunteering to do things that are unpleasant 
feels uncomfortable or helpless when alone because of exaggerated fears of being unable 
to care for himself or herself 
urgently seeks another relationship as a source of care and support when a close rela- 
tionship ends 
I S  unrealistically preoccupied with fears of being left to take care of himself or herself 

30 1.4 Obsessive-Compulsive Personality Disorder 
A pervasive pattern of preoccupation with orderliness, perfectionism, and mental and interper- 
sonal control, at the expense of flexibility, openness, and efficiency, beginning by early adult- 
hood and present in a variety of contexts, as indicated by four (or more) of the following: 

(1) is preoccupied with details, rules, lists, order, organization, or schedules to the extent 
that the major point of the activity is lost 

( 2 )  shows perfectionism that interferes with task completion (e.g., is unable to complete a 
project because his or her own overly strict standards are not met) 

(3) is excessively devoted to work and productivity to the exclusion of leisure activities and 
friendships (not accounted for by obvious economic necessity) 

(4) is overconscientious, scrupulous, and inflexible about matters of morality, ethics, or val- 
ues (not accounted for by cultural or religious identification) 

( 5 )  is unable to discard worn-out or worthless objects even when they have no sentimental 
value 

(6) is reluctant to delegate tasks or to work with others unless they submit to exactly his or 
her way of doing things 
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(7) 

(8) shows rigidity and stubbornness 

adopts a miserly spending style toward both self and others; money is viewed as some- 
thing to be hoarded for future catastrophes 

301.9 Personality Disorder Not Otherwise Specified 
This category is for disorders of personality functioning that do not meet criteria for any spe- 
cific Personality Disorder. An example is the presence of features of more than one specific 
Personality Disorder that do not meet the full criteria for any one Personality Disorder (“mixed 
personality”) but that together cause clinically significant distress or impairment in one or 
more important areas of functioning (e.g., social or occupational). This category can also be 
used when the clinician judges that a specific Personality Disorder that is not included in the 
Classification is appropriate. Examples include depressive personality disorder and passive- 
aggressive personality disorder. 

Depressive Personality Disorder 

A. A pervasive pattern of depressive cognitions and behaviors beginning by early adulthood 
and present in a variety of contexts, as indicated by five (or more) of the following: 
(1) usual mood is dominated by dejection, gloominess, cheerlessness, joylessness, un- 

happiness 
(2) self-concept centers around beliefs of inadequacy, worthlessness, and low self-esteem 
(3) is critical, blaming, and derogatory toward self 
(4) is brooding and given to worry 
( 5 )  is negativisitic, critical, and judgmental toward others 
(6) is pessimistic 
(7) is prone to feeling guilty or remorseful 
Does not occur exclusively during Major Depressive Episodes and is not better accounted 
for by Dysthymic Disorder. 

B. 

Passive- Aggressive Personality Disorder (Negativistic Personality Disorder) 

A. A pervasive pattern of negativistic attitudes and passive resistance to demands for ade- 
quate performance, beginning by early adulthood and present in a variety of contexts, as 
indicated by four (or more) of the following: 
(1) passively resists fulfilling routine social and occupational tasks 
(2) complains of being misunderstood and unappreciated by others 
(3) is sullen and argumentative 
(4) unreasonably criticizes and scorns authority 
( 5 )  expresses envy and resentment toward those apparently more fortunate 
(6) voices exaggerated and persistent complaints of personal misfortune 
(7) alternates between hostile defenses and contrition 
Does not occur exclusively during Major Depressive Episodes and is not better accounted 
for by Dysthymic Disorder. 

B. 
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