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Dimensional models of
personality disorders: Challenges
and opportunities

Conal Monaghan* and Boris Bizumic

Research School of Psychology, Australian National University, Canberra, ACT, Australia

Categorical models of personality disorders have been beneficial throughout
psychiatric history, providing a mechanism for organizing and communicating
research and treatment. However, the view that individuals with personality
disorders are qualitatively distinct from the general population is no longer tenable.
This perspective has amassed steady criticism, ranging from inconsequential to
irreconcilable. In response, stronger evidence has been accumulated in support
of a dimensional perspective that unifies normal and pathological personality on
underlying trait continua. Contemporary nosology has largely shifted toward this
dimensional perspective, yet broader adoption within public lexicon and routine
clinical practice appears slow. This review focuses on challenges and the related
opportunities of moving toward dimensional models in personality disorder
research and practice. First, we highlight the need for ongoing development
of a broader array of measurement methods, ideally facilitating multimethod
assessments that reduce biases associated with any single methodology. These
efforts should also include measurement across both poles of each trait, intensive
longitudinal studies, and more deeply considering social desirability. Second, wider
communication and training in dimensional approaches is needed for individuals
working in mental health. This will require clear demonstrations of incremental
treatment efficacy and structured public health rebates. Third, we should embrace
cultural and geographic diversity, and investigate how unifying humanity may
reduce the stigma and shame currently generated by arbitrarily labeling an
individual's personality as normal or abnormal. This review aims to organize
ongoing research efforts toward broader and routine usage of dimensional
perspectives within research and clinical spaces.

KEYWORDS

personality disorder, dimensional, psychometrics, clinical utility, cross-cultural, stigma,
severity, traits

1. Introduction

Classical views of personality disorder (PD) as discrete categories have played an
important role in understanding and communicating psychopathology throughout history.
The benefits of this perspective are enticing: a contained organization of symptoms to
facilitate standardized research, organize public awareness and stigma reduction campaigns,
allocate public health funding and appropriate treatment intensities, and normalize clear
labels for communicating patient formulations (a description of symptoms and their inter-
relationships) to professionals and families. It is no wonder this nosology was retained in the
Diagnostic and Statistical Manual of Mental Disorders 5th Edition [DSM-5; (1)].
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The accurate diagnosis and classification of PD is vital
to developing a strong health-care system. PD is considered
chronic and relatively resistant to current treatments, with a
large proportion of individuals still retaining their disorder after
extended periods of treatment [e.g., (2-4)]. Consequently, PD has
a relatively poor prognosis (depending on kind and severity) and
reduces treatment efficacy of any co-morbid mental health issues
(5). This pervasiveness places a substantial burden on the time and
finances of already stretched health-care systems (6-9). PD’s impact
atboth the individual and community level necessitates a diagnostic
system that is grounded in strong evidence-based research and that
facilitates effective treatment approaches, regardless of the allure of
familiarity or maintaining the status quo.

Since its inception, the categorical system has steadily
accumulated criticism (10, 11), ranging from inconsequential
to irreconcilable. Considerable attempts have been unable to
reproduce the factor structure of the DSM-IV-TRs categorical
model (12). The absence of a stable factor structure suggests that
the categorical structure cannot robustly describe the architecture
of personality psychopathology. Issues with factorial replication
are exacerbated by the substantial symptom overlap between
disorders that facilitates their excessive and unwarranted co-
occurrence (13). As a result, individuals are substantially more
likely to be diagnosed with several PDs than a singular one (14),
weakening the argument that categories provide neat constellations
of inter-related symptoms. Equally, this approach appears unable
to accurately capture the full range of personality psychopathology.
Estimates of patients who do not fit neatly into current categories
range from 21 to 49%, accordingly given the general diagnosis
of Personality Disorder — Not Otherwise Specified (PD-NOS)
(15). PD-NOS also appears to be in regular usage to describe
mixed or complex presentations given the difficulties in classifying
individuals within the current framework.

Setting standardized diagnostic thresholds (based upon
polythetic symptoms) is difficult particularly when each symptom
is given equal weighting. This means that individuals with the
same number of symptoms can have substantially different
levels of distress. Between each PD, diagnostic thresholds occur
at different levels of pathology [latent trait locations; (16)],
suggesting a need for further standardization. Due to these
issues, it is likely that many clinicians use their clinical judgment
based upon an internalized representation of the disorder when
making diagnoses. Although the careful application of clinical
judgment is vital to making well-informed diagnoses, judgment
alone lends itself to bias and inconsistency when not grounded
in evidence-based actuarial assessment (17). Taken as a whole,
the current categorical approach falls short of fully representing
personality psychopathology and providing a scientifically robust
understanding of what personality is and what disorders of
personality are.

In this review, we discuss challenges and related opportunities
of a contemporary and evidence-based PD classification system
that addresses many of limitations of the categorical approach,
the dimensional model. We wish to acknowledge other reviews
regarding additional challenges and barriers including the future
of severity and impairment measurement [see (18)], the location
and stability of Anankastic and Psychoticism and the interstatiality
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of lower-order facets (19, 20), utility of hybrid approaches that
combine traits indicative of personality disorder prototypes (21,
22), resolving taxometric issues (23), and broader discussions
surrounding clinical utility and treatment frameworks (24). Here,
we briefly outline the current landscape in terms of shifting
from a categorical to dimensional model before highlighting
the current measurement issues and suggested advancements,
increasing clinician awareness and integration into health-care
systems, cross-cultural development, and the potential for stigma
reduction (which are summarized in Table 1). We hope this will
help to organize research efforts to advance the transition into a
robust dimensional framework.

2. The current landscape of
dimensional approaches to personality
disorders

The view that individuals with personality disorders (PD) are
qualitatively distinct from the general population is no longer
tenable. In search for alternative approaches to this diagnostic
puzzle, support has amassed for dimensional frameworks, which
suggest that humans differ in degree not in kind. Within this
perspective, PD occurs at maladaptive extremes of the standard
personality traits all humans share (25, 26) and as specific
combinations of these trait extremes. The degree of life impairment
forms the basis for a PD diagnosis. This approach has gained
substantial support by much more than a vocal minority, with
broad calls and movements toward mainstream adoption [see (12,
27,28)].

Despite some important differences in the prevailing
approaches, dimensional models of PD typically consider two key
criteria: severity and style. Severity captures the core distress that
is common to all PDs, its impact on the individual’s self-direction
and identity (intrapersonal functioning), as well as their ability to
form close relationships and empathize with others (interpersonal
functioning). Indices of global severity are robust predictors of
both the presence of a personality disorder and prognosis, and
track with fluctuations in clinical functioning [e.g., (29-32)].
According to the International Classification of Diseases” eleventh
revision [ICD-11; (33)], severity is the key and sole requirement
for making a diagnosis of PD (34, 35). The central placement of
impairment is grounded in research that global severity ratings
are sensitive and specific predictors of PD, and provide better
estimates of clinician-rated psychosocial impairment than specific
categorical diagnoses do (36, 37). It appears that the severity
of personality disorder (i.e., mild, moderate, severe) is more
indicative of dysfunction and outcomes than the specific typology
of the disorder.

The second criterion describes the stylistic features of the
presentation, largely in relation to some derivation of the Five-
Factor Model (FFM) of personality (38, 39). Although the
DSM-5 officially retained a categorical approach, the DSM-5s
Alternative Model of Personality Disorders (AMPD) Criterion
B comprises the traits of negative affectivity (continua from
emotional stability to neuroticism), detachment (introversion
to extroversion), antagonism (agreeableness to antagonism),
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TABLE 1 Summary of challenges and opportunities for research
directions.

Challenges

Opportunities for
research directions

Measurement Expanding
measurement

approaches

Specifically focus on multimodal
approaches in both research and
practice. Integrating findings using
multitrait-multimethod matrices
where possible. Consider how
results are informed and limited by
chosen methodology directly
within test interpretation.
Continue to develop joint severity
and trait measures to answer
pressing research questions around
their inter-relationship, utility,

and structure.

Bipolar
measurement

Control for social desirability
through scales with balanced
wording. Increase research into
bipolar perspectives to ensure full
trait coverage. Further investigate
whether maladaptive traits are
extremes of normal traits, or
normal traits plus dysfunction.
Ongoing research should also
consider severity/impairment as
bipolar.

Efficiency Continue to investigate the viability
of more efficient measurement
tools and approaches such as

Computerized Adaptive Tests.

Treatment
development

Clinical utility Organize current evidence-based
treatments around trait and
interpersonal disorder models.
This involves mapping proven
interventions to specific traits,

facets, and interpersonal issues.

Training Integrate dimensional approaches
into graduate training programs to
increase familiarity and usage,
which will also provide naturalistic

clinical utility data.

Treatment
evidence

Specific field-trials of whether
dimensional approaches
outperform categorical approaches
for treatment outcomes.

Health system
integration

Directly establish health care
support and prognosis related to
PD severity for health care system
funding.

Inclusivity Universality Develop cross-cultural models of
PD instead of models imposed

from Western contexts onto others.

Inclusion and
stigma

Further research stigma reduction
through dimensional perspectives.
Consider the benefits of
interpersonal disorders over
personality disorder.

disinhibition (conscientiousness to impulsivity), and psychoticism
(closed to experience to open to experience). The DSM-5%
approach to diagnosing PD in the AMPD differs from the ICD-
11 as it requires the presence of one or more elevated traits.
Nevertheless, there is a growing interest in using only Criterion

Frontiers in Psychiatry

10.3389/fpsyt.2023.1098452

A for understanding, diagnosing, and managing PD [see (18)].
FFM has historically demonstrated a good resilience to criticism,
providing meaningful inferences about individual difference
grounded in hereditable genetic underpinnings (40) aligned with
biological systems (41). The five basic traits have rank-order
stability across time (42) and are relatively reproducible cross-
culturally [(43); but see (44-46) which question the universality
of the model]. The FFM provides an excellent candidate for
explaining all personality variation, with current dimensional PD
models capturing dysfunctional versions or extremes of these
traits (47).

In the present paper we particularly focus on the dimensional
frameworks grounded in the FFM given their current prominence
in diagnostic nosology, and given that the lexical origins
of the FFM support its universality at describing population
level individual differences. Nonetheless, this does not mean
they are the only alternative to categorical perspectives, or
that they necessarily capture underlying biological, neurological,
and neurochemical systems. Evolutionary and neurological /
neurochemical processes can be mapped onto FFM traits
[see (41)] yet the FFM has weaker support for capturing
processes within people than it does between them (48). The
Function Ensemble of Temperaments [FET; (49)] emphasizes the
importance of distinguishing temperament, the neurobiological
processes that underly behavioral and emotional regulation,
from personality, the socio-cultural integration of attitudes,
values, and personal experience. Evolutionary pressures shape
the functional and dynamic neuroanatomic and neurochemical
systems that drive temperament, and psychopathology arises from
the failure of these systems to meet specific situational demands.
Although this is similar to FFM based person-environment
transactional models [e.g., (50)], FET’s neurological systems
do not map neatly onto the FFM, and its proponents argue
that the high interconnectivity between emotional and energetic
regulatory systems are more complex than DSM/ ICD taxonomies
suggest (51). We, therefore, need ongoing efforts to identify a
coherence between FET neurobiology behavior and dimensional
manifestations of personality.

Within the FFM taxonomy, evidence for the dimensional
approach is largely focused on the Criterion B of the AMPD
given the time that has passed since its inception (released
2013) when compared to the ICD-11 (33). The structure of the
AMPD, which is principally based on research with the Personality
Inventory for DSM-5 (PID-5) (52), has demonstrated a stable and
reproducible factor structure across studies and populations, with
appropriate estimates of internal consistency for content breadth
and scale length (19, 53-55). Importantly, dimensional approaches
are largely able to reproduce categorical diagnosis (56), provide
incremental validity by describing all personality (removing PD-
NOS), and contain more useful and detailed information for
treatment planning and monitoring of severity and impairment
[e.g., (57)].

Categorical approaches continue to be widely used in research
and clinical practice. The resistance to adopting dimensional
methodology and language is interesting given broad support that
PD is best conceptualized as dimensional by researchers [e.g., (28)]
and clinicians (58-62). We now turn to three areas of ongoing
inquiry that are impeding the transition into dimensionality, which
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include both the strengthening of existing frameworks and direct
tests of their efficacy and viability.

3. Measuring personality disorders:
Challenges and opportunities

3.1. Expanding measurement approaches

Strengthening measurement precision requires increased usage
of a broader array of psychometric tools and approaches. To this
end, a range of instruments have been developed to measure the
DSM-5 AMPD Level of Functioning Scale (LPFS). The LPFS-
Self-Report [LPFS-SR; (63)] captures one generalized index of
PD severity (64), comprising impairments of adaptive self and
interpersonal functioning. Each level of gradation falls on a range
from little or no impairment (0) to extreme impairment (4),
with moderate impairment (2) demarcating the threshold for the
presence of notable PD concerns. Recently, we have also seen LPFS
adaptations, including brief forms [e.g., LPFS-BF; (65, 66)], and
versions for specific populations [e.g., the Levels of Personality
Functioning Questionnaire for adolecents; (67)]. Semi-structured
interviews have also been developed, including the Semi-Structured
Interview for Personality Functioning for the DSM-5 [STiP-5.1;
(68)] and the Structured Interview for the Level of Personality
Functioning scale [SCID-AMPD Module I; (69)]. Specific disorder
related impairment measures have also been developed, but their
substantial shared variance suggests minimal incremental validity
over a singular severity index (36).

There is ongoing debate about the structure of severity in
AMPD Criterion A. Some researchers suggests that the LPFS
can capture a singular underlying severity construct that can
be further divided into strongly correlated intrapersonal and
interpersonal components (18, 64), whereas others suggest that
a substantial revision is required (70). Individuals vary in how
their personality style causes impairments in their wellbeing. For
one individual, their personality may specifically impact adaptive
interpersonal interactions, whereas for another, it may influence
both interpersonal and intrapersonal domains. Guidelines may
need to be developed for determining when the severity of
PD is interpretable (i.e., when the impact on both domains is
similar) or invalid (i.e., when the impairment is domain-specific)
(71). This is similar to recommendations for determining the
validity of a singular index of cognitive ability in many of the
dominant instruments.

An associated issue is the conceptual and empirical overlap
between style or traits and severity. Although severity should
represent the life impairment that is common among all PD and
style should describe the specific nuances of that presentation, they
have been difficult to distinguish empirically (72). For example,
Hopwood et al. (64) found that each of the four major personality
traits mapped onto the LPFS components (disinhibition with self-
direction, antagonism with empathy, detachment with intimacy,
and neuroticism with identity). Beyond the theoretical difficulties
of distinguishing an individual’s personality from its influence,
scale content is not cleanly differentiated. For example, the severity
item from the LPFS-SR “Getting close to others has little appeal
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to me” shares substantial content with trait item “I don’t deal
with people unless I have to” from the Personality Inventory
for the DSM-5 [PID-5; (52)]. Instead of relying on maladaptive
traits, alternative approaches include using normal range traits
plus severity to understand personality disorders [e.g., (73)], or
considering severity as a measure of an individual’s capacity to
meet the demands of their environment resulting in personality
trait expression (18, 71). Ongoing research and theory are needed
to reconcile these issues and to better understand how severity and
style interweave and complement each other. Longitudinal designs
show promising potential for tackling these problems, particularly
in capturing dynamic changes over time [e.g., (74)].

Current measurement of personality disorder traits is
heavily reliant on the PID-5 (52). Alternative measures have
received substantially less attention, such as the informant
(75) and This has
psychometric environment where the PID-5s conceptualization

structured interview (76). created a
and psychometric properties dominate our understanding of
dimensional personality, particularly the AMPD (19). The reliance
is not surprising given the PID-5 was released with the DSM-5
for AMPD assessment and has substantive time to accrue support
for its quite robust psychometric properties (52). Although
revisions and refinements to the PID-5 are useful [see (19)],
robust measurement requires disconnecting measurement from
the construct itself (77). Developing additional measures is vital
to overcome weaknesses and biases in a singular approach,
regardless of the strength of any measure. As a starting point, a
wider variety of self-report instruments should be employed with
variations in trait conceptualization (25), such as the Schedule
for Nonadaptive and Adaptive Personality [SNAP; (78)] and the
Comprehensive Assessment of Traits Relevant to Personality
Disorders [CAT-PD; (79)].

Measures are emerging specifically for the ICD-11 PD model,
with several being developed from earlier working versions of
the ICD-11. These are in addition to the range of measures that
were adapted from the PID-5 [e.g., (80, 81)]. Bach et al. (82)
developed the PDS-ICD-11 for an updated and psychometrically
robust measure of personality severity in line with the published
ICD-11 diagnostic criteria. The PDS-ICD-11 captures cognitive,
behavioral, and emotional manifestations of self and interpersonal
functioning. This scale appears to maximize discrimination in the
0-2.5 range making it an excellent candidate for understanding
clinical populations.

The Personality Inventory for the ICD-11 (PiCD-11) was
developed from draft trait descriptors (83), and more recent studies
have supported the viability of four- and five-factor solutions
(with disinhibition and anankastia as bipolar ends of the same
trait) and strong convergence between self-rated and clinician-
rated solutions (84). A four-factor structure mirrors the AMPD,
but with the exclusion of the psychoticism trait. The PiCD-11 has
potential to become a dominant ICD-11 severity measure due to
its reproducible and robust psychometric properties (85, 86) and
consistency between clinician evaluations and self-reported data.
Further studies should examine its usefulness and ability to detect
meaningful change in larger clinical settings.

Clark et al. (87) developed preliminary scales to capture both
dysfunction severity and trait specifiers. This represents the first
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complete ICD-11 specific measure based on the final clinical
diagnostic guidelines and descriptions. The measure combines
both severity and traits to promote ongoing research into the
differentiation between severity and trait specifiers from both
research and clinical perspectives. The researchers stressed the
importance of this integration, as it enables a more comprehensive
examination of the relationship between severity and traits, and
whether they are best understood as one construct or two.
Additionally, it allows for the identification and isolation of global
biases and confounds, and the ability to continually refine the
measure over time, to better understand the relationship between
severity and traits. Initial principal axis factoring suggests that both
severity and traits can be described by two internalizing-pathology
dimensions (Self Dysfunction and Interpersonal Dysfunction) and
a single externalizing pathology dimension. We encourage ongoing
studies into a collective effort to revise these preliminary scales
(currently unnamed to emphasize its ongoing development) with
a focus on removing redundancy (where possible) and more
advanced analyses (such as confirmatory factor analysis and item
response theory).

Mirroring broader psychological research, severity and trait
research relies heavily on a mono-method approach using self-
report data (88). Bornstein (88) systematically reviewed studies on
PD from five major journals from 1991 to 2000, finding that only
8% directly observed behavior, whereas 80% relied exclusively on
self-report data. Unfortunately, this issue appears even worse for
measures of AMPD Criterion A (severity) than B (traits) (57). This
is not surprising given the ease of administration and efficiency
of cross-sectional self-report methods. Nevertheless, the construct
validity (89) of any personality trait necessitates agreement between
observations from a variety of methods. Multi-method approaches
are desperately needed because it is currently difficult, if not
impossible, to separate trait variance from the measurement
properties (error/biases) (90). This issue is exacerbated further by
the reliance on a singular instrument (19) and the substantial error
and non-trait variance identified in survey methodology [e.g., (91—
93)].

In addition to reducing method-specific error, multimethod
assessment can yield much richer and more interesting information
than a single approach alone could have provided: more than
the sum of its parts. For example, diverging trait estimates
between two different informants could indicate inconsistent
or deceitful behavior, whereas discrepancy between self-report
and performance could indicate unrecognized issues or overly
critical self-evaluation [e.g., (94)]. Multi-method approaches are
rarely used for studies of severity or trait (57), and even
when multiple methods are used, they are rarely leveraged to
their full potential. Multitrait-multimethod (MTMM) matrices, or
contemporary latent modeling equivalents, provide the necessary
tools for integrating trait observations from multiple sources to
model construct validity. Multiple methods assessing the same
trait should converge to provide similar estimates (convergent
validity) and the same method assessing distinct constructs should
diverge (divergent validity). By integrating correlations between
multiple methods and distinct constructs, MTMM can differentiate
substantive variance (trait of interest) from methodology-specific
variance and random error (90). Unfortunately, correlations
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between multiple methods are often low to moderate (95, 96)
suggesting, at best, we have an incomplete model of personality
particularly if we continue to rely on testing validity through
convergence between self-reports.

The characteristics of each approach need to be deeply
considered when interpreting assessment results. Regrettably,
the limitations and biases of the chosen methodology are
often an afterthought. Self-reports require participants to be
able and willing to introspect honestly or account for actions
and experiences. Depending on the trait of interest, informant
reports can provide incremental validity to self-report [e.g., (97)]
because they can overcome social desirability and recall biases.
Nonetheless, interpretation of informant reports should account
for an informants motivations, relationship to the participant,
and the rarity of the observed behavior. Standardized interviews
can provide rich and nuanced data; however, clinicians are not
immune to the biases contaminating self-reports and informant
reports [spurring the clinical judgment vs. actuarial debate; (17)].
Whether consciously or unconsciously, clinicians tend to seek
confirmatory evidence and to discount contrary evidence in
line with their original hypothesis (98). Similar considerations
should be taken in interpreting other methodologies, such as life
narratives [autobiographies; (99)], direct behavioral observations,
and biological or neurological data [see (100), for multimethod
clinical assessment]. The strengths and limitations of each
approach need to be carefully considered during study design and
assessment interpretation, instead of being only referred to as a
study limitation.

Important advances have been generated by researchers who
moved away from cross-sectional self-report designs. For example,
experience sampling has shown that individuals differ in both their
trait levels and how much their traits fluctuate daily. The degree of
fluctuation is different between people but relatively stable within
each individual suggesting differences in both mean trait level and
trait reactivity (101). Longitudinal analyses have also demonstrated
a demarcation between relatively stable traits and more variable
levels of dysfunction. Therefore, while trait levels may remain
relatively stable over time, the associated distress is malleable (31).
Moving away from cross-sectional mono-method designs will allow
researchers to better understand this important, trait vs. severity,
issue by separating an individual’s traits from their impairment and
situational demands (not possible using cross-sectional designs).
We encourage future researchers to integrate longitudinal designs
and multiple sources of information through MTMM.

An example of the benefits of broader methodological designs
and MTMM methodology is the recent clarification of the status
of a general factor of psychopathology [“p-factor”; (102, 103)],
a general tendency to experience persistent psychiatric problems
that facilitate life impairment. A common mechanism underlying
all psychopathology (e.g., emotional regulation issues or cognitive
biases) would be empirically interesting and clinically useful,
suggesting a universal target for treatment. Several MTMM studies,
however, have suggested that the shared variance between the
higher-order internalizing and externalizing factors, and between
the lower-level traits, is substantially reduced when accounting
for methodology (104, 105). The instability of this factor across
measures and samples suggests that this factor is likely the
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combination of general distress or impairment and a combination
of errors associated with that methodology (such as survey-
methodology specific error, instrument specific factors, socially
desirable responding/halo effect) (31, 92, 106-109). Therefore,
MTMM research has substantially weakened the evidence for a
general factor of psychopathology and will likely shine light on
many current issues in PD research.

A final consideration is an increased emphasis on deriving
assessment and nosology based in biological, neurological, and
neurochemical observations. Although FFM traits describe
individual differences that are important within society, this does
not necessarily mean they are grounded in independent biological
mechanisms. Multidisciplinary efforts can make important
advancements in this domain, particularly through integrating
neurology and genetics with advanced computational mathematics.
For example, the complexity of highly interconnected regulatory
systems likely means that standard linear correlational analyses,
including structural equation modeling, may not be sufficient to
advance these models further. Instead, we are now at the stage
where complex and dynamic non-linear approaches are needed.
This might include identifying contingent systems using time
series and constructivist approaches [e.g., (110)] to overcome the
limitations of current statistical methodology.

3.2. Measuring the bipolar nature of
personality disorders

Research programs need to further investigate the disparity
between the bipolar nature of normal personality and the largely
unipolar models of PD. Currently, only one end of each trait
continua is associated with distress and dysfunction, whereas the
other is considered healthy and resilient. This conceptualization
contradicts FFM research and theory on the maladaptively
associated with both poles of each trait (47, 111). For example,
AMPD antagonism ranges from the adaptive agreeableness pole to
a maladaptive antagonistic pole. Generally, it is easier to imagine
distress at one pole more than the other. For example, one can more
easily perceive distress arising in a person who is highly aggressive,
callous, mistrustful, or arrogant than in a person who is highly
sympathetic, trusting, benevolent, or modest. Reviews of FFM trait
terms have demonstrated that the vast majority of maladaptive
words occur only at one pole on each trait (e.g., only 17% of
agreeableness terms were maladaptive) (112, 113). Nevertheless, it
appears unfeasible that distress does not occur at both ends (114),
as someone who is overly trusting and gullible may have difficulties
getting their needs met and be vulnerable to exploitation.

The development of the current unipolar perspective is not
surprising given earlier [e.g., (52)] and contemporary [e.g., (115)]
studies have associated lower quality of life and dysfunction
with only the “maladaptive” pole. This has resulted in prevailing
measures focusing their measurement accuracy at only one pole
of each trait (116-118). Several studies have reworded items to
balance social desirability at both poles either by making both
poles maladaptive or adaptive. In doing so, these studies have
drastically increased associations with categorical disorders located
at these “adaptive” poles (particularly Obsessive-Compulsive PD
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and Psychopathy) and identified dysfunction and impairment with
most poles (113, 119, 120). Continued research is needed to
identify whether the major domains of personality have only one
pathological pole, or whether their bipolarity has been obscured by
social desirability and biased item language.

Difficulty modeling bipolar traits is a frequent psychometric
issue that is exacerbated because both poles theoretically correlate
with general distress [e.g., (121)]. Although the nature of the
distress at both poles is likely to differ in intensity and kind, the
general distress shared by both poles reduces their distinctiveness,
impeding modeling efforts (122). This is a challenge that could be
managed through modifications in item wording and by removing
distress, or simply estimating bipolar method variance [e.g., (123)],
through bifactor measurement models. For example, a marker
approach estimates method and error variance (such as social
desirability or dysfunction/severity) directly within the model,
effectively partialling substantive trait variance from method
variance (124). Structural models can then differentiate between the
“purer” trait latent factor and external variables of interest, while
being cautious not to remove core trait content (125). This might
prove difficult if maladaptive traits are simply normal range traits
with the addition of personality dysfunction [see (73)].

It is important to differentiate between trait bipolarity and
severity bipolarity. The PDS-ICD-11 (84) conceptualizes the
emotional and behavioral aspects of the self- and interpersonal
severity as bipolar continuums. Opposing poles represent
under-controlled and over-controlled aspects of each personality
disturbance, with a neutral or middle response reflecting normal
functioning. For example, self-worth can range from feeling
superior to others to feeling inferior to others. Therefore,
dysfunction can occur when there is a mismatch between
the individual’s adaptive control and the demands of their
environment. Subsequent studies using this bipolar scoring scheme
have demonstrated substantial advantages of this approach,
for example, demonstrating that anankastia is associated with
unreachable goals, and that disinhibition reduces the likelihood of
individuals reaching planned goals (85, 86). This may represent an
opportunity to investigate the intersection between bipolar traits
and impairment.

Similarly to bipolar severity, a bipolar trait perspective would
also provide clinicians the tools to focus on strengths. PID-
5 development team (52) acknowledged that their focus on
maladaptive trait ranges came at the cost of measurement precision
at more adaptive ranges. Adaptive ranges could act as potential
points of stability and strength to counterbalance the vulnerability
caused by trait extremes. Curvilinear modeling on bipolar traits will
help to identify adaptive trait levels to act as strengths (hyperbolic
inflection points), instead of assuming the total absence of the
maladaptive pole is a strength. Additionally, curvilinear modeling
for severity might identify the degree of dysfunction occurring at
each extreme of the bipolar continua.

3.3. Increasing efficiency of measures

Wider adoption of the dimensional PD is likely impeded by
the length of the primary measures. This is a limitation of many
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personality measures. For example, the PID-5 (52, 126) has 220
items and the CAT-PD has 216 items. Shorter measures have
been developed, such as the 100-item PID-5 short-form (116),
which has impressive psychometric equivalence to the parent
measure. There are also much shorter variations such as the 25-item
PID-5 brief form (52). Nonetheless, measurement length reduces
researcher enthusiasm for comprehensive PD trait assessment,
which has generated shorter measures [such as the Five-Factor
Form; (120)]. This concern appears more strongly situated with
PD traits than severity, as there are a range of efficient severity
measures in development [e.g., PDS-ICD-11; (84)]. Given the
increase in research efforts toward intensive longitudinal designs
and the pressure for shorter measures, efficient measurement is
essential to reduce participant burden and to increase the feasibility
of research projects.

Shortening scales has several psychometric considerations.
Firstly, this process can come at a cost to measurement precision,
introducing unnecessary error variance into an already complex
measurement space. Item selection also needs to balance content
coverage with item performance. Selecting items based only on
their performance (such as high factor loadings or correlations)
can come at the cost of measurement breadth because these
items do not always cover all content domains. This limitation is
regularly overcome by sacrificing facet scores in favor of trait level
estimations [e.g., IPIP-NEO; (127); PID-5 brief form] or moving
to single-item or two-item measures. This is not to say that short
forms cannot provide psychometrically robust estimation, but it is
substantially more difficult to achieve that with broader constructs.

Computerized Adaptive Testing (CAT) appears to be a
promising solution. This is an adaptive testing process where items
are iteratively administered to participants based on their previous
scores (128, 129). With the increase in computing power and online
or phone-based surveys, linear approaches (completing all items in
a pre-set order) could be considered antiquated. CAT is based in
Item Response Theory (IRT), using pre-calibrated item sets to tailor
item administered to each participant individually. As a result,
participants are provided only the items that provide meaningful
information about their trait, reducing administration times in
previous personality trait studies as much as 60% (130, 131).
Further efficiencies can be found through multi-dimensional and
bifactor CAT models (132), particularly when there are correlated
traits. Further, most CAT models are simply adapted from linear
tests. This undermines their potential reliability and accuracy
because standard item content focuses on full trait coverage.
Instead, CAT item pools could comprise items designed to have
“surgical precision”, with content solely focused on narrow trait
ranges (e.g., only differentiating distressed participants from those
who are highly distressed). In doing so, CAT will only display
these items to participants in the applicable narrow band on the
trait, having the potential for more accurate estimates than their
linear ancestors.

Despite initial enthusiasm, interest in this measurement
approach appears to have faded, with little use of CAT versions
of the SNAP (131) or the Computerized Adaptive Assessment
of Personality Disorder (79). We encourage researchers entertain
the use of CAT because of its substantial benefits and because of
the proliferation of easy-to-use open-source tools [see (133, 134)].
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The benefits can include reducing assessment burden with intensive
longitudinal designs (101) and within longer survey batteries.

4. Clinical utility of dimensional
models: Challenges and opportunities

At the time of the publication of the DSM-5, skepticism
regarding the utility of dimensional models were high. There were
several epicenters for this concern: (1) that categorical or hybrid
was favored more than trait-based models by clinicians (135, 136),
(2) that the removal of many important diagnoses was premature
and unjustified (137), and (3) that dimensional models do not
capture the full range of diagnoses adequately and are overly
complex (138). This complexity is a serious issue for clinicians,
as complexity combined with a learning hurdle will reduce
the likelihood of routine clinical adoption (139). For example,
Bernstein et al. (58) found that expert members of two international
PD associations largely felt that the current DSM-IV categorical
model should be replaced and supported a dimensional perspective.
Most respondents, however, preferred a mixed classification
system, comprising dimensional and categories [similar findings
by Morey and Hopwood (140)]. In line with these results, the
AMPD included the hybrid system as a stepping-stone between
the two approaches (22, 141) until research for the dimensional
perspective’s clinical utility was sufficiently convincing.

Since inception of the dimensional perspective, an impressive
body of research has accumulated. This is not an understatement.
In a recent review, Bach and Tracy (24) identified an astonishing
1,281 articles on the clinical utility of the AMPD. In contrast
to earlier studies, they concluded that dimensional approaches
were seen as more useful than categories for many aspects
of clinical utility. For example, they are particularly useful in
treatment formulation, monitoring, and communicating with both
professionals and families (60, 140). Largely, severity ratings
(e.g., Criteria A or ICD-11 severity) act as a benchmark for
severity and impairment to allocate public health resources, and
to warrant levels of intervention (e.g., medication and in-patient
treatment). The trait profile would act to guide treatment plans
and communication.

Although the benefits largely outweigh the costs of moving
toward dimensionality, it is difficult to abandon categories due
to their allure of simplicity. Consumers and health professionals
tend to prefer an uncomplicated and straightforward lexicon
for communicating and understanding mental-health issues. An
array of trait levels will likely not meet this need. Challenging
these concerns, a recent study (142) asked 163 mental health
professionals (e.g., nurses, doctors, and psychologists) to apply
ICD-10 and ICD-11 PD frameworks to one of their existing clients.
When compared to the ICD-10 classification system, the ICD-11
dimensional framework was rated as marginally more useful for
treatment planning, ease of use, and communication with patients
and with other professionals. The implementation of a new system,
despite its positive reception, will lead to a disconnection between
current and previous research on recommendations, treatments,
and policy (34). However, this could be seen as an opportunity
for validated research and treatments to be incorporated into
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an evidence-based approach, while disregarding non-reproducible
findings and unsupported theory.

Work on the direct application of these models needs further
research and trial, despite evidence for their endorsement by
clinicians (24, 143, 144). We will briefly outline several areas of
further inquiry to smooth the transition in the next DSM iteration.
We see much of this research on the near horizon, catalyzed by
the ICD-11 installation of a dimensional system that will have to
be implemented for all WHO members. Therefore, dimensional
approaches will be used for national statistics, treatment allocation,
and for billing practices.

4.1. Formulating personality disorders using
traits

Both the DSM-5 AMPD, ICD-11, and HiTOP frameworks offer
a broad-building blocks for the foundation of the new approach
to psychopathology. Yet, it is unclear how these building blocks
should be organized into a coherent conceptual understanding
of an individual’s PD. For example, many of the traits and their
facets can be both underlying temperamental and more variable
defense or coping mechanisms (145, 146). Intimacy avoidance
(PID-5 facet) could act as a defense mechanism against rejection
or assault, or rigid perfectionism might develop to compensate
for perceived inadequacy or due to overvaluing success. In this
way, traits (and facets) are likely the result of varying mixtures of
underlying temperaments and how that person has learnt to meet
their needs (146-148).

The dual developmental process obscures the genesis of that
trait, and the mechanism of life dysfunction (145). Neurological
or neurochemical temperaments may need different treatment
methodology to defense mechanisms. Interestingly, most current
psychotherapies do not aim to change traits, and instead focus
on how intrapersonal and interpersonal problems are being
generated and maintained. A notable example is the modularized
approach within dialectic behavioral therapy [DBT; (149)], which
address specific issues that arise within borderline personality
disorder (such as emotional regulation, distress tolerance, and
interpersonal skills). Several studies have suggested that although
traits might remain relatively stable, distress and impairment can
vary substantially [e.g., (31)].

Intrapersonal and interpersonal problems naturally provide
primary treatment targets given their direct linage with distress.
Traits and PD severity, however, are not clearly demarked in
current assessment approaches because distress is also imbedded
within the trait items themselves (e.g., “I can’t stand being left
alone, even for a few hours”). This is also evident in the limited
incremental validity generated when assessing both severity and
traits, sparking recent debates about the utility of both approaches
[see (18)]. The integration of distress within maladaptive trait
models does suggest that treatment centered around these traits
are likely beneficial. This would, in essence, reduce an individual’s
maladaptive trait back to their underlying FFM dispositions and
efforts to link treatment approaches to specific traits have already
begun (150, 151).

PDs treatment might benefit from a reconceptualization as
interpersonal disorders (152-154). Proponents of this change
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highlight that most PDs are inherently interpersonal, either directly
through interpersonal behavior (e.g., antisociality or avoidant) or
indirectly (affective dysregulation due to perceived abandonment).
Further, aspects of PD that are not inherently interpersonal are
already featured under other diagnostic labels (e.g., Schizotypal
PD). Redefining personality-related distress as interpersonal in
nature enables direct mapping of treatments to issues. For
example, clinical treatment can directly target issues with a
person’s capacity to managing social processes (understanding the
situation and engaging in adaptive processes) or self-processes
(understanding themselves and regulating motivations and affect)
(154). This approach has substantial practical benefits, in addition
to the potential for reducing stigma associated with labeling
a person as inherently disordered (as discussed in Section
5 below).

In terms of implementation, the hierarchical nature of these
models allows for a graduated approach to assessment based
situational demands (150, 155). For example, in time-limited
situations such as acute settings, PD severity might be all that is
needed in addition to risk assessment. This would justify health-
care intensity (e.g., inpatient, outpatient) and immediacy. If the
goal is then to identify the nature of the patient’s issues, trait level
analysis or HiTOP syndromes or components could be used. As
raised earlier, this should be guided by multi-method assessments
to account for weakness within a single approach. Trait-
level assessment would also guide multidisciplinary involvement
and higher-level treatment planning, and identify interpersonal
tendencies that might interfere with or aid therapy. A lower-level
or facet understanding can be used to generate a more complete
formulation or understanding of the person, their issues, and
viable evidence-based interventions for specific issues. Treatment
can then focus on specific traits or facets rather than being
linked to categorical disorders. This is similar to cross-cutting
interventions that currently exist, such as the transdiagnostic
unified protocol (156). This stepped approach is inherently
adaptive and guides treatment toward the nature of distress instead
of on categorical labels.

4.2. Training and funding

Several studies have demonstrated the positive reception and
trainability of AMPD. For example, Morey (157) found that
college students ratings, without any exposure or training, of
a target acquaintance on the DSM’s Criterion A (LPFS) were
internally consistent, and reliably differentiated between levels of
severity. Zimmermann et al. (158) asked clinically inexperienced
and untrained students to rate the personality functioning of video-
taped inpatients on a derivation of the LPFS. The results suggested
strong interrater correlations and convergence with expert clinician
ratings. These results suggest that little experience or training is
required, and that applying Criterion A to patients is relatively
straight forward. We encourage similar work that involves testing
the learning hurdles and complexity of applying reliable trait
estimates (Criterion B).

Despite this ease of application, categorical models are still
widely taught and applied in clinical and teaching spheres. Broader
acceptance in training programs would increase familiarity with
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the model and provide naturalistic studies on the adoption and
utility of this model from new clinicians. Instead, current research
is limited by brief introductions to the models and vignettes, and
focusing on trainees and not seasoned clinicians (158). These
programs would also provide the capacity for broad studies into the
acceptance and refinement of the model by clinicians and patients.
Instead of small-scale studies of clinician perspectives on utility,
these studies could compare patient communication and outcomes
across treatment sites. Feedback tools would then be developed to
further the positive reception of the individualized communication
and feedback from FFM based assessments (159). Research-focused
institutions such as university clinics and teaching hospitals appear
to be an ideal location for this work.

Adopting dimensional PD approaches in clinical training
programs could be stimulated by developing and disseminating
treatment approaches. As previously discussed, treatment
approaches and guidelines are in rapid and active development
[e.g., (150, 160, 161)], which have provided the foundation for
ongoing research into their efficacy (24). Nonetheless, convincing
clinicians and developers of training programs to use these
approaches requires a strong demonstration of treatment efficacy
above and beyond categorical approaches. Despite studies into
the perceived usefulness of these approaches, almost no work
has actually demonstrated increased treatment efficacy. This
undertaking would require randomized controlled trials across
multiple sites (162), which would investigate changes in personality
functioning and impairment through trait and distress informed
treatments (161).

Targeting idiosyncratic trait profiles or domains of
impairment for personalized care programs risks difficulties
with standardization. One potential solution is to conduct
trials of modularized treatments for specific trait and impairment
combinations. Strong candidates for these modular treatments have
been proposed that integrate existing evidence-based approaches
with dimensional nosology [see (163)]. Modularized treatments
that prove effective can be integrated into standard treatment
recommendations, and ongoing research can focus on adding case
complexity (such as multiple elevated traits and environmental
pressures). Regardless, this remains a substantial remaining barrier
to broader dimensional adoption in health-care systems.

The removal of clear categorical diagnoses in the DSM and
ICD has implications for funding, potentially making research on
PD severity less attractive to funders. Nonetheless, the DSM and
ICD PD severity codes (mild, moderate, severe) provide an initial
method for indexing impairment and prognosis, serving as the
foundation for public mental health support through a graduated
support model. This change in funding allocation supports
research on PD severity being a better indicator of impairment
than categorical diagnoses (36). By assigning qualitative labels
to severity, dimensional PD diagnoses can be operationalized
categorically in the same manner as mild, moderate, and severe
depressive episodes. Similarly, distinguishing between elevated
or normal range trait specifiers facilitates a similar categorical
distinction to guide treatment and funding.

Nevertheless, a conceptual and empirical problem arises by
assigning categorical groupings to an inherently dimensional

continuum. Initial work has used IRT to estimate potential
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elevation-based thresholds for severity, such as the PDS-ICD-11
(82). An important avenue of future research is to match
these thresholds to clinician-based ratings and real-world
impairment/empirically derived severity estimates, as well as to
link dimensional PD severity to prognosis, support requirements,
and treatment responsiveness (161, 164). It is also important to
identify a protocol for managing individuals on the border of two
trait or severity categories (e.g., moderate — severe). Increased
impairment necessitates increased resources, but more research is
required to understand the degree and form of this support.

In the short term, we will likely see a “cross-walk” approach
that translates severity and trait dimensions into specific DSM/ICD
categorical labels (or DSM hybrid types) for funding in many
countries. This is simply because of the integration of categorical
diagnoses throughout the mental health care system, and its
familiarity with clinicians and patients. Such cross-walk approaches
already exist, such as for the broader Hierarchical Taxonomy of
Psychopathology (HiTOP) framework (155). In contrast to the
DSM, WHO member countries are required to use the ICD-
11 severity codes for legal purposes, insurance, and national
health statistics. With this broader adoption of dimensional
frameworks into clinical practice, research can investigate the direct
relationship between public mental health usage, severity, and
treatment efficacy. This will allow for broader mapping of the most
efficient use of health-care resources for effective outcomes and
client support.

5. Inclusivity of dimensional models:
Challenges and opportunities

5.1. Inclusivity through dimensional
models’ universal and cross-cultural
applicability

The AMPD Criterion B and the ICD-11 trait domain specifiers
have their theoretical basis in the Five-Factor Model (26), a
dominant personality trait model in psychology. Although widely-
accepted and touted as a universal model of personality, with the
five basic and biological dispositional personality traits (165, 166),
its universality and cross-cultural applicability is far from certain.
Many researchers have questioned its claims for universality and
its imposition of a particular structure identified originally in the
English language and in North American samples onto the rest of
the world [e.g., (167-169)]. Indeed, numerous studies [e.g., (44—
46, 170, 171) have failed to replicate the five-factor structure—
especially in non-Western societies and particularly in those that
are culturally distant from the West, such as the Tsimane foragers
of Bolivia (45) and the Ache of eastern Paraguay (170). Nonetheless,
there are also convincing arguments that this model even does not
appropriately explain personality variation in Western societies,
with, for example, some proposing a six-factor model as more
precise and comprehensive model of personality (172), and others
proposing a three-factor model (44).

Similarly to the work on the Five-Factor Model, much of
the research into the dysfunctional trait models, which we have
reviewed, has focused on North American samples. Nonetheless,
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researchers have demonstrated that the AMPD trait model and
its most widely-used measure, the PID-5, appear useful in other
countries and languages. For example, the PID-5 and/or its shorter
forms have been successfully used in many countries and languages,
such as Poland (173), Spain (174), Sweden (175), France (176),
Germany (177), Italy (178), Iran (179), Czech Republic (180),
Brazil (181), Russia (182), and three Arabic-speaking countries
(183). Similarly, a quantitative review of the PID-5 in US and
non-US (almost exclusively Western European) samples showed
evidence for a five-factor structure of the PID-5 scales in all samples
(54). This replicability is no doubt impressive, but like countless
other measures in psychology and psychiatry, the measure itself
was developed in the US, in samples with predominantly US
White participants (52), and then exported to other groups and
cultures. Similarly, the new PDS-ICD-11 (82) and preliminary ICD-
11 scales (87) have been developed in western samples. This kind of
research into personality psychology has been frequently criticized
by cross-cultural psychologists (167-169), as it fails to take into
account the conceptualization of personality and unique social
contexts of cultures under investigation. That a particular measure
performs well in other cultures does not mean that the underlying
conceptualization itself is valid but only that the measure may be
administered successfully across cultures (184).

Although both the DSM-5 and ICD-11 claim that the role
of culture is central to the assessment of PDs, researchers have
paid much less attention to this role. We agree with Choudhary
and Gupta’s (185) assessment that: “Despite the importance of
culture, much of the theory and research about PD have severely
underestimated or even ignored the influence of social organization
and culture” (p. 3). As with all personality research (169), the
dominant approach to investigating the AMPD is largely based on
the imposed-etic approach, where conceptualizations and measures
developed in one culture and language are being exported to other
cultures and languages. At times, exporting the AMPD has been
shown explicitly not to work that well. For example, there have
been questions about the extent to which the PID-5 works in
ethnic minority groups in North America, with a recent study
showing strong performance of the measure in White American
samples, but not in Black American samples, in which the five-
factor structure could not be extracted (186). Similarly, a recent
study employing the PID-5 brief form in China (187) found
stronger support for a six-factor model, which the authors argued
was more in line with Chinese conceptualizations of personality,
where the factor of interpersonal relationships plays a more unique
and significant role than in Western countries. To our knowledge,
there has been no research into the PID-5 in non-industrial
societies, and it is an open question whether the measure’s five-
factor structure would apply to these societies given that it may
not work well even in an ethnic minority group in the US or in
China, and given that the Five-Factor Model has little support in
non-industrial societies.

Unfortunately, due to many influences, including institutional
and individual, ethnocentric approaches affect the study of
psychology in general and at all levels, such as the topics of study,
theoretical frameworks, and the choice of methods, including
participants, materials, and procedures (188, 189), and the study
of personality in particular (184, 190, 191). As a result, we
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know much more about personality in Western countries than
in non-Western countries. This state of affairs is unfortunate but
with the DSM-5 and ICD-11 enforcing cultural aspects in the
assessment of PD, it is of extreme importance for researchers to
pay significantly more attention to the role of culture. This kind
of research requires an international endeavor and cross-cultural
research, where an equal voice is given to experts and researchers
from different cultural traditions in formulating culture-specific,
and agreeing on culture-general (i.e., universal), conceptualization,
theorizing, and measurement of personality, personality pathology,
and impairment in personality functioning relative to what is
normative in a particular cultural context [cf. (192)]. Cross-cultural
development would further evaluate theory that maladaptive traits
describe individual differences in the resting state and reactivity of
universal biological systems, such as the flight-or-fight mechanism
underlying neuroticism (41). Nonetheless, only with employing
this kind of research we can begin transcending ethnocentric
barriers and limited cross-cultural generalizability of the AMPD,
and consequently may gather further international support for
the model.

5.2. Inclusivity through stigma reduction

A gap in the literature, with virtually no published research,
is whether the dimensional PD approaches would make people
with PD experience more inclusive attitudes and less stigma.
Stigma comprises three components: stereotypes, prejudice, and
discrimination (193), with possibly prejudice being the core of
stigma due to its negative evaluative component, which drives
discrimination. Although mental health professionals, compared
to the general population, tend to engage in less prejudice toward
people with mental disorders overall and toward people with
depression and schizophrenia in particular (194), there has been
much less work on stigma and prejudice in relation to people with
PD among both mental health professionals and in the general
population. Studies have shown that people with PD, especially
with borderline PD (but also people with narcissistic, antisocial,
and paranoid PD), are likely to be seen as “difficult patients” (195-
197), which in turn makes clinicians less likely to want to work with
them and this can result in poorer provision of care. In addition,
people with PD, especially with borderline PD, are often more likely
to experience stigma than people with many other serious mental
disorders (198).

Although we know little about whether the dimensional PD
approaches would reduce stigma, a recent systematic review
shows that continuum beliefs about mental disorders tend to
reduce stigma compared to categorical beliefs (199). Regrettably,
as revealed by Peter and colleagues, the published research
investigating this question has largely focused on people with
depression and schizophrenia, with only few studies also looking
at people with other mental disorders (alcoholism, attention
deficit/hyperactivity disorder, obsessive-compulsive disorder, and
dementia), and with no published study investigating PD. It can
nevertheless be theoretically expected that even in relation to
having continuum beliefs about PD, prejudice and stigma may
decrease among mental health professionals, people with PD

frontiersin.org


https://doi.org/10.3389/fpsyt.2023.1098452
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Monaghan and Bizumic

themselves, and the general population. This is in line with the
social identity approach (200-202), which assumes that people
constantly create psychological groups. When people identify
with particular groups, they depersonalize and their self-interest
is changed into group self-interest. This process combines with
the need for positive group distinctiveness, leading people to
prefer ingroups to outgroups. Accordingly, the categorical model
demarcates who the ingroup (those who are outside the category
of PD) and outgroup (those who are inside the category of
PD) are, leading to more stigma against the outgroup. The
dimensional approach would theoretically lead to perceiving
people with PD as like “us” and not outgroups, as all people
share these traits and this in turn may decrease stigma and
prejudice. Similarly, people with PD may be less likely to
identify with PD if they feel that all people share these traits
to a certain extent. Research shows that identification with a
disorder can lead to integrating that disorder’s identity and
therefore poorer wellbeing (203). Accordingly, the dimensional PD
approaches may lead to less identification with a disorder in people
with PD.

Beneficial identities could also be fostered by modifying
nomenclature (204). Given the strong association between PD
and interpersonal difficulties, the term “Interpersonal Disorders”
might be more appropriate than PD (152, 153). The proposed
change shifts the source of the dysfunction from the individual
to their difficulty. In doing so, we discontinue the problematic
practice of labeling the individuals themselves as the issue, reducing
the likelihood that they will internalize unhelpful social identities
or stigma. An Interpersonal Disorders label also externalizes
the issue, providing a clear treatment target for the client and
the treating clinician. This is an interesting proposal, requiring
ongoing research into where symptoms not directly related to
interpersonal distress (e.g., impulsivity and schizotypal) fit within
broader psychopathological frameworks (such as HiITOP).

Nonetheless, questions remain as to whether the dimensional
perspectives would indeed reduce prejudice and stigma for
individuals with PD. It is plausible that people can still
differentiate between those who are lower on particular PD
dimensions (us/ingroups) from those who are higher on these
dimensions (them/outgroups), and this in turn may increase
stigma against outgroups. Also, research shows that people
with PD tend to experience higher stigma even before being
diagnosed with a PD, possibly because they are likely to
internalize negative feedback from others on their behavior
and emotional reactions (198). Given different findings and
theoretical expectations, future research should carefully and
systematically investigate if dimensional perspectives would indeed
lead to less stigma and prejudice in mental health professionals
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but also in people with PD and the general population. If
research shows that the dimensional perspectives indeed lead
to less stigma and prejudice as theoretically expected, we
can expect that it may contribute to the wider adoption of
the model.

6. Conclusion

Overall, the dimensional model offers an evidence-based
framework that provides the potential for effective personalized
treatment through unifying and not dividing individuals. The
future of dimensional approaches appears optimistic, with the
growing evidence alleviating many of the concerns raised before
the DSM-5 release. We highlighted three areas for ongoing
development, that is, measurement, clinical utility, and inclusivity.
We specifically advocated for diversifying measurement, testing
treatment efficacy and health system linkages, developing cross-
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cultures, and investigating whether dimensional perspectives may
potentially reduce stigma leading to positive societal outcomes. We
hope that this will direct researchers toward furthering these goals
and transcending barriers to wider adoption. We further encourage
these research efforts to be consumer-led or consumer-informed,
reducing the divide between research and practice.

Author contributions

CM: structure, design, writing, and editing. BB: design, writing,
and editing. All authors contributed to the article and approved the
submitted version.

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be
construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the
authors and do not necessarily represent those of their affiliated
organizations, or those of the publisher, the editors and the
reviewers. Any product that may be evaluated in this article, or
claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

3. Links PS, Heslegrave R, van Reekum R. Prospective follow-up study of
borderline personality disorder: prognosis, prediction of outcome, and Axis II
comorbidity. Can ] Psychiatry. (1998) 43:265-70. doi: 10.1177/0706743798043
00305

4. Skodol AE. Longitudinal course and outcome of personality disorders. Psychiatr
Clin North Am. (2008) 31:495-503. doi: 10.1016/j.psc.2008.03.010

frontiersin.org


https://doi.org/10.3389/fpsyt.2023.1098452
https://doi.org/10.1001/jamapsychiatry.2016.4287
https://doi.org/10.1177/070674379804300305
https://doi.org/10.1016/j.psc.2008.03.010
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Monaghan and Bizumic

5. Goddard E, Wingrove J, Moran P. The impact of comorbid personality difficulties
on response to IAPT treatment for depression and anxiety. Behav Res Ther. (2015)
73:1-7. doi: 10.1016/j.brat.2015.07.006

6. Bender DS, Dolan RT, Skodol AE, Sanislow CA, Dyck IR, McGlashan TH, et al.
Treatment utilization by patients with personality disorders. Am ] Psychiatry. (2001)
158:295-302. doi: 10.1176/appi.ajp.158.2.295

7. Rendu A, Moran P, Patel A, Knapp M, Mann A. Economic impact of
personality disorders in UK primary care attenders. Br ] Psychiatry. (2002) 181:62—-
6. doi: 10.1192/bjp.181.1.62

8. Saarento O, Nieminen P, Hakko H, Isohanni M, Viisinen E. Utilization of
psychiatric in-patient care among new patients in a comprehensive community-
care system: a 3-year follow-up study. Acta Psychiatr Scand. (1997) 95:132-
9. doi: 10.1111/j.1600-0447.1997.tb00386.x

9. Smith K, Shah A, Wright K, Lewis G. The prevalence and costs of
psychiatric disorders and learning disabilities. Br ] Psychiatry. (1995) 166:9-
18. doi: 10.1192/bjp.166.1.9

10. Ekselius L, Lindstrom E, Knorring L, Bodlund O, Kullgren G. Personality
disorders in DSM-III-R as categorical or dimensional. Acta Psychiatr Scand. (1993)
88:183-7. doi: 10.1111/j.1600-0447.1993.tb03436.x

11. Frances A. The DSM-III personality disorders section: a commentary. Am J
Psychiatry. (1980) 137:1050-4. doi: 10.1176/ajp.137.9.1050

12. Krueger RF, Eaton NR, Clark LA, Watson D, Markon KE, Derringer J, et al.
Deriving an empirical structure of personality pathology for DSM-5. J Pers Disord.
(2011) 25:170-91. doi: 10.1521/pedi.2011.25.2.170

13. Widiger TA, Clark LA. Toward DSM—V and the classification of
psychopathology. ~ Psychol ~ Bull. (2000) 126:6. doi: 10.1037/0033-2909.126.
6.946

14. Zimmerman M, Galione JN, Chelminski I, Young D, Dalrymple K, Morgan TA.
Does the diagnosis of multiple Axis II disorders have clinical significance? Annu Clin
Psychiatry. (2012) 24:195-201.

15. Verheul R, Widiger TA. A meta-analysis of the prevalence and usage of the
personality disorder not otherwise specified (PDNOS) diagnosis. ] Pers Disord. (2004)
18:309-19. doi: 10.1521/pedi.2004.18.4.309

16. Balsis S, Lowmaster S, Cooper LD, Benge JF. Personality disorder diagnostic
thresholds correspond to different levels of latent pathology. J Pers Disord. (2011)
25:115-27. doi: 10.1521/pedi.2011.25.1.115

17. Dawes RM, Faust D, Meehl PE. Clinical versus actuarial judgment. Science.
(1989) 243:4899. doi: 10.1126/science.2648573

18. Morey LC, McCredie MN, Bender DS, Skodol AE. Criterion A: level
of personality functioning in the alternative DSM—5 model for personality
disorders. Personality Disord Theory Res Treat. (2022) 13:305-15. doi: 10.1037/per
0000551

19. Clark LA, Watson D. The trait model of the DSM—5 alternative model of
personality disorder (AMPD): a structural review. Personality Disord Theory Res Treat.
(2022) 13:328-36. doi: 10.1037/per0000568

20. Ringwald WR, Emery L, Khoo S, Clark LA, Kotelnikova Y, Scalco MD, et al.
Structure of pathological personality traits through the lens of the CAT-PD model.
Assessment. (2023) 12:10731911221143343. doi: 10.1177/10731911221143343. [Epub
ahead of print].

21. Herpertz SC, Huprich SK, Bohus M, Chanen A, Goodman M, Mehlum L, et al.
The challenge of transforming the diagnostic system of personality disorders. J Pers
Disord. (2017) 31:577-89. doi: 10.1521/pedi_2017_31_338

22. Krueger RE, Skodol AE, Livesley WJ, Shrout PE, Huang Y. Synthesizing
dimensional and categorical approaches to personality disorders: Refining the
research agenda for DSM-V Axis II. Int ] Methods Psychiatr Res. (2007) 16:S65-
73. doi: 10.1002/mpr.212

review of
(2019)

23. Haslam N. Unicorns, snarks,
the first 102 taxometric studies
71:39-49. doi: 10.1111/ajpy.12228

and personality types: a
of personality. Aust ] Psychol.

24. Bach B, Tracy M. Clinical utility of the alternative model of personality disorders:
a 10th year anniversary review. Personality Disord Theory Res Treat. (2022) 13:369-
79. doi: 10.1037/per0000527

25. Widiger TA, Lynam DR, Miller JD, Oltmanns TF. Measures to assess
maladaptive variants of the five-factor model. | Pers Assess. (2012) 94:450-
5. doi: 10.1080/00223891.2012.677887

26. Widiger TA, McCabe GA. The alternative model of personality disorders
(AMPD) from the perspective of the five-factor model. Psychopathology. (2020) 53:149—
56. doi: 10.1159/000507378

27. Widiger TA, Trull TJ. Plate tectonics in the classification of
personality disorder: shifting to a dimensional model. Am Psychol. (2007)
62:71-83. doi: 10.1037/0003-066X.62.2.71

28. Hopwood CJ, Kotov R, Krueger RE, Watson D, Widiger TA, Althoff RR, et al. The
time has come for dimensional personality disorder diagnosis. Personal Ment Health.
(2018) 12:82-6. doi: 10.1002/pmh.1408

Frontiersin Psychiatry

10.3389/fpsyt.2023.1098452

29. Clark LA, Nuzum H, Ro E. Manifestations of personality impairment severity:
comorbidity, course/prognosis, psychosocial dysfunction, and ‘borderline’personality
features. Curr Opin Psychol. (2018) 21:117-21. doi: 10.1016/j.copsyc.2017.
12.004

30. Conway CC, Hammen C, Brennan PA. Optimizing prediction of psychosocial
and clinical outcomes with a transdiagnostic model of personality disorder. J Pers
Disord. (2016) 30:545. doi: 10.1521/pedi_2015_29_218

31. Wright AGC, Hopwood C]J, Skodol AE, Morey LC. Longitudinal validation of
general and specific structural features of personality pathology. ] Abnorm Psychol.
(2016) 125:1120-34. doi: 10.1037/abn0000165

32. Hopwood CJ, Malone JC, Ansell EB, Sanislow CA, Grilo CM, McGlashan TH,
et al. Personality assessment in DSM-5: empirical support for rating severity, style, and
traits. J Pers Disord. (2011) 25:305-20. doi: 10.1521/pedi.2011.25.3.305

33. World Health Organization. International Classification of Diseases-
Eleventh Edition (ICD-11) for Mortality and Morbidity Statistics. (2022). World
Health Organization. Available online at: https://icd.who.int/

34. Bach B, Kramer U, Doering S, di Giacomo E, Hutsebaut J, Kaera A, et al.
The ICD-11 classification of personality disorders: a European perspective on
challenges and opportunities. Borderline Personality Disord Emot Dysregulat. (2022)
9:12. doi: 10.1186/s40479-022-00182-0

35. Tyrer P, Mulder R, Kim YR, Crawford M]. The development
of the ICD-11 classification of personality disorders: an amalgam
of science, pragmatism, and politics. Annu Rev Clin Psychol. (2019)

15:481-502. doi: 10.1146/annurev-clinpsy-050718-095736

36. Anderson JL, Sellbom M. Evaluating the DSM-5 section III personality disorder
impairment criteria. Personal Disord. (2018) 9:51-61. doi: 10.1037/per0000217

37. Morey LC, Bender DS, Skodol AE. Validating the proposed diagnostic and
statistical manual of mental disorders, 5th edition, severity indicator for personality
disorder. ] Nerv Ment Dis. (2013) 201:729-35. doi: 10.1097/NMD.0b013e3182a20ea8

38. Goldberg LR. The structure of phenotypic personality traits. Am Psychol. (1993)
48:26-34. doi: 10.1037/0003-066X.48.1.26

39. McCrae R, Costa P. Towards a new generation of personality theories: theoretical
contexts for the five-factor model. In: Wiggins J, editors. The five-factor model
of personality: Theoretical perspectives. New York, NY: The Guilford Press (1996).
p. 51-87.

40. Bouchard TJ, Loehlin JC. Genes, evolution, and personality. Behav Genet. (2001)
31:243-73. doi: 10.1023/A:1012294324713

41. Harkness AR, Reynolds SM, Lilienfeld SO. A review of systems for psychology
and psychiatry: adaptive systems, personality psychopathology five (PSY—5), and the
DSM—5. ] Pers Assess. (2014) 96:121-39. doi: 10.1080/00223891.2013.823438

42. Roberts BW, DelVecchio WEF. The rank-order consistency of personality traits
from childhood to old age: a quantitative review of longitudinal studies. Psychol Bull.
(2000) 126:1. doi: 10.1037/0033-2909.126.1.3

43. Schmitt DP, Allik ], McCrae RR, Benet-Martinez V. The geographic distribution
of Big Five personality traits: patterns and profiles of human self-description across 56
nations. J Cross Cult Psychol. (2007) 38:173-212. doi: 10.1177/0022022106297299

44. De Raad B, Barelds DPH, Levert E, Ostendorf F, Mlaci¢ B, Blas LD, et al.
Only three factors of personality description are fully replicable across languages:
a comparison of 14 trait taxonomies. J Personality Soc Psychol. (2010) 98:160-
73. doi: 10.1037/20017184

45. Gurven M, von Rueden C, Massenkoff M, Kaplan H, Lero Vie M. How
universal is the Big Five? Testing the five-factor model of personality variation
among forager-farmers in the Bolivian Amazon. ] Pers Soc Psychol. (2013) 104:354-
70. doi: 10.1037/a0030841

46. Saucier G, Thalmayer AG, Payne DL, Carlson R, Sanogo L, Ole-Kotikash L, et al.
A basic bivariate structure of personality attributes evident across nine languages. J
Pers. (2014) 82:1-14. doi: 10.1111/jopy.12028

47. Widiger TA, Costa PT. Personality Disorders and the Five-Factor Model of
Personality. Washington, DC: APA Publishing (2013).

48. Borkenau P, Ostendorf F. The Big Five as states: how useful is the five-factor
model to describe intraindividual variations over time? J Res Pers. (1998) 32:202-
21. doi: 10.1006/jrpe.1997.2206

49. Trofimova 1. Functionality versus dimensionality in psychological
taxonomies, and a puzzle of emotional valence. Philos Trans R Soc B. (2018)
373:20170167. doi: 10.1098/rstb.2017.0167

50. Hopwood CJ, Wright AGC, Bleidorn W. Person-environment transactions
differentiate personality and psychopathology. Nat Rev Psychol. (2022) 1:55-
63. doi: 10.1038/544159-021-00004-0

51. Trofimova I, Robbins TW. Temperament and arousal systems: a new synthesis of
differential psychology and functional neurochemistry. Neurosci Biobehav Rev. (2015)
64:382-402. doi: 10.1016/j.neubiorev.2016.03.008

52. Krueger RE Derringer J, Markon KE, Watson D, Skodol AE. Initial construction
of a maladaptive personality trait model and inventory for DSM-5. Psychol Med. (2012)
42:1879-90. doi: 10.1017/S0033291711002674

frontiersin.org


https://doi.org/10.3389/fpsyt.2023.1098452
https://doi.org/10.1016/j.brat.2015.07.006
https://doi.org/10.1176/appi.ajp.158.2.295
https://doi.org/10.1192/bjp.181.1.62
https://doi.org/10.1111/j.1600-0447.1997.tb00386.x
https://doi.org/10.1192/bjp.166.1.9
https://doi.org/10.1111/j.1600-0447.1993.tb03436.x
https://doi.org/10.1176/ajp.137.9.1050
https://doi.org/10.1521/pedi.2011.25.2.170
https://doi.org/10.1037/0033-2909.126.6.946
https://doi.org/10.1521/pedi.2004.18.4.309
https://doi.org/10.1521/pedi.2011.25.1.115
https://doi.org/10.1126/science.2648573
https://doi.org/10.1037/per0000551
https://doi.org/10.1037/per0000568
https://doi.org/10.1177/10731911221143343
https://doi.org/10.1521/pedi_2017_31_338
https://doi.org/10.1002/mpr.212
https://doi.org/10.1111/ajpy.12228
https://doi.org/10.1037/per0000527
https://doi.org/10.1080/00223891.2012.677887
https://doi.org/10.1159/000507378
https://doi.org/10.1037/0003-066X.62.2.71
https://doi.org/10.1002/pmh.1408
https://doi.org/10.1016/j.copsyc.2017.12.004
https://doi.org/10.1521/pedi_2015_29_218
https://doi.org/10.1037/abn0000165
https://doi.org/10.1521/pedi.2011.25.3.305
https://icd.who.int/
https://doi.org/10.1186/s40479-022-00182-0
https://doi.org/10.1146/annurev-clinpsy-050718-095736
https://doi.org/10.1037/per0000217
https://doi.org/10.1097/NMD.0b013e3182a20ea8
https://doi.org/10.1037/0003-066X.48.1.26
https://doi.org/10.1023/A:1012294324713
https://doi.org/10.1080/00223891.2013.823438
https://doi.org/10.1037/0033-2909.126.1.3
https://doi.org/10.1177/0022022106297299
https://doi.org/10.1037/a0017184
https://doi.org/10.1037/a0030841
https://doi.org/10.1111/jopy.12028
https://doi.org/10.1006/jrpe.1997.2206
https://doi.org/10.1098/rstb.2017.0167
https://doi.org/10.1038/s44159-021-00004-0
https://doi.org/10.1016/j.neubiorev.2016.03.008
https://doi.org/10.1017/S0033291711002674
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Monaghan and Bizumic

53. Al-Dajani N, Gralnick TM, Bagby RM. A psychometric review of the Personality
Inventory for DSM—5 (PID—5): current status and future directions. J Pers Assess.
(2016) 98:62-81. doi: 10.1080/00223891.2015.1107572

54. Somma A, Krueger RE, Markon KE, Fossati A. The replicability of the personality
inventory for DSM—5 domain scale factor structure in US and non-US samples:
a quantitative review of the published literature. Psychol Assess. (2019) 31:861-
77. doi: 10.1037/pas0000711

55. Watters CA, Bagby RM. A meta-analysis of the five-factor internal
structure of the Personality Inventory for DSM—5. Psychol Assess. (2018)
30:1255-60. doi: 10.1037/pas0000605

56. Bach B, Sellbom M, Skjernov M, Simonsen E. ICD-11 and DSM-5 personality
trait domains capture categorical personality disorders: finding a common ground.
Austr New Zeal. ]. Psychiatry. (2018) 52:425-34. doi: 10.1177/0004867417727867

57. Zimmermann J, Kerber A, Rek K, Hopwood C, Krueger R. A brief but
comprehensive review of research on the alternative DSM-5 model for personality
disorders. Curr Psychiatry Rep. (2019) 21:92. doi: 10.1007/s11920-019-1079-z

58. Bernstein DP, Iscan C, Maser J, Links P, Vaglum P, Judd P, et al. Opinions of
personality disorder experts regarding the DSM-IV personality disorders classification
system. ] Pers Disord. (2007) 21:536. doi: 10.1521/pedi.2007.21.5.536

59. Lowe JR, Widiger TA. Clinicians’ judgments of clinical utility: a comparison of
the DSM-IV with dimensional models of general personality. ] Pers Disord. (2009)
23:211-29. doi: 10.1521/pedi.2009.23.3.211

60. Morey LC, Skodol AE, Oldham JM. Clinician judgments of clinical utility: a
comparison of DSM-IV-TR personality disorders and the alternative model for DSM-5
personality disorders. ] Abnorm Psychol. (2014) 123:398-405. doi: 10.1037/a0036481

61. Mullins-Sweatt SN, Widiger TA. Clinician’s judgments of the utility of the DSM-
IV and five-factor models for personality disordered patients. J Pers Disord. (2011)
25:463-77. doi: 10.1521/pedi.2011.25.4.463

62. Samuel DB, Widiger TA.
of prototypic  personality  disorders.
308. doi: 10.1521/pedi.18.3.286.35446

Clinicians’
] Pers

personality  descriptions
Disord.  (2004)  18:286—

63. Morey LC. Development and initial evaluation of a self-report form of
the DSM-5 level of personality functioning scale. Psychol Assess. (2017) 29:1302-
8. doi: 10.1037/pas0000450

64. Hopwood CJ, Good EW, Morey LC. Validity of
levels of personality functioning scale-self report. J Pers
100:650-9. doi: 10.1080/00223891.2017.1420660

DSM-5
(2018)

the
Assess.

65. Hutsebaut J, Feenstra DJ, Kamphuis JH. Development and preliminary
psychometric evaluation of a brief self-report questionnaire for the assessment of the
DSMS-5 level of personality functioning scale: the LPFS brief form (LPFS-BF). Personal
Disord. (2016) 7:192-7. doi: 10.1037/per0000159

66. Weekers LC, Hutsebaut J, Kamphuis JH. The level of personality functioning
scale-brief form 2.0: update of a brief instrument for assessing level of personality
functioning. Personal Ment Health. (2018) 13:3-14. doi: 10.1002/pmh.1434

67. Goth K, Birkholzer M, Schmeck K. Assessment of personality functioning in
adolescents with the LoPF-Q 12-18 self-report questionnaire. J Pers Assess. (2018)
100:680-90. doi: 10.1080/00223891.2018.1489258

68. Hutsebaut J, Kamphuis JH, Feenstra DJ, Weekers LC, de Saeger H. Assessing
DSM-5-oriented level of personality functioning: development and psychometric
evaluation of the semi-structured interview for personality functioning DSM-5 (STiP-
5.1). Personal Disord. (2017) 8:94-101. doi: 10.1037/per0000197

69. Bender DS, Skodol AE, First MB, Oldham ]. Module I: Structured Clinical
Interview for the Level of Personality Functioning Scale. Structured Clinical Interview
for the DSM-5 Alternative Model for Personality Disorders (SCID-AMPD). Arlington:
American Psychiatric Association (2018).

70. Sleep CE, Lynam DR, Widiger TA, Crowe ML, Miller JD. An evaluation of
DSM-5 Section III personality disorder Criterion A (impairment) in accounting for
psychopathology. Psychol Assess. (2019) 31:1181-91. doi: 10.1037/pas0000620

71. Zimmerman M. Beyond defending or abolishing criterion A: comment on Morey
et al. (2022). Personality Disord. (2022) 13:321-4. doi: 10.1037/per0000561

72. Miller JD, Sleep C, Lynam DR. DSM-5 alternative model of personality disorder:
testing the trait perspective captured in Criterion B. Curr Opin Psychol. (2018) 21:50-
4. doi: 10.1016/j.copsyc.2017.09.012

73. Morey LC, Good EW, Hopwood CJ. Global personality dysfunction and the
relationship of pathological and normal trait domains in the DSM-5 alternative model
for personality disorders. J Pers. (2022) 90:34-46. doi: 10.1111/jopy.12560

74. Roche MJ. Examining the alternative model for personality disorder in daily
life: evidence for incremental validity. Personality Disord Theory Res Treat. (2018)
9:574-83. doi: 10.1037/per0000295

75. Markon KE, Quilty LC, Bagby RM, Krueger RF. The development and
psychometric properties of an informant-report form of the personality inventory for
DSM-5 (PID-5). Assessment. (2013) 20:370-83. doi: 10.1177/1073191113486513

76. First MB, Skodol AE, Bender DS, Oldham JM. User’s Guide for the Structured
Clinical Interview for the DSM-5 Alternative Model for Personality Disorders (SCID-5-
AMPD). American Psychiatric Pub. (2017).

Frontiersin Psychiatry

13

10.3389/fpsyt.2023.1098452

77. Bagby RM, Zahid A. Revising the trait model of the alternative model
of personality disorders: comment on Clark and Watson’s structural review.
Personality Disord Theory Res Treat. (2022) 13:337-9. doi: 10.1037/per00
00587

78. Clark LA. Schedule for Nonadaptive and Adaptive Personality (SNAP).
Minneapolis: University of Minnesota Press (1993).

79. Simms LJ, Goldberg LR, Roberts JE, Watson D, Welte ], Rotterman JH.
Computerized adaptive assessment of personality disorder: introducing the CAT-PD
project. J Pers Assess. (2011) 93:380-9. doi: 10.1080/00223891.2011.577475

80. Bach B, Sellbom M, Kongerslev M, Simonsen E, Krueger RE, Mulder R.
Deriving ICD-11 personality disorder domains from dsm-5 traits: Initial attempt
to harmonize two diagnostic systems. Acta Psychiatr Scand. (2017) 136:108-
17. doi: 10.1111/acps.12748

81. Sellbom M, Solomon-Krakus S, Bach B, Bagby RM. Validation of Personality
Inventory for DSM—5 (PID-5) algorithms to assess ICD-11 personality trait domains
in a psychiatric sample. Psychol Assess. (2020) 32:40. doi: 10.1037/pas0000746

82. Bach B, Brown TA, Mulder RT, Newton-Howes G, Simonsen E, Sellbom M.
Development and initial evaluation of the ICD-11 personality disorder severity scale:
PDS-ICD-11. Personal Ment Health. (2021) 15:223-36. doi: 10.1002/pmh.1510

83. Oltmanns JR, Widiger TA. A self-report measure for the ICD-11 dimensional
trait model proposal: the personality inventory for ICD-11. Psychol Assess. (2018)
30:154-69. doi: 10.1037/pas0000459

84. Bach B, Christensen S, Kongerslev MT, Sellbom M, Simonsen E. Structure of
clinician-reported ICD-11 personality disorder trait qualifiers. Psychol Assess. (2020)
32:50. doi: 10.1037/pas0000747

85. Gutiérrez FAA, Rodriguez C, Garriz M, Peri JM, Gallart S, Calvo N, et al. Severity
in the ICD-11 personality disorder model: evaluation in a spanish mixed sample. Front
Psychiatry. (2022) 13:1015489. doi: 10.3389/fpsyt.2022.1015489

86. Zimmermann J, Falk CE, Wendt L, Spitzer C, Fischer F, Bach B, et al. Validating
the German version of the personality disorder severity-ICD-11 scale using nominal
response models. Psychol Assess. (2022). doi: 10.1037/pas0001199. [Epub ahead of
print].

87. Clark LA, Corona-Espinosa A, Khoo S, Kotelnikova Y, Levin-Aspenson HF,
Serapio-Garcia G, et al. Preliminary scales for ICD-11 personality disorder: self and
interpersonal dysfunction plus five personality disorder trait domains. Front Psychol.
(2021) 12:668724. doi: 10.3389/fpsyg.2021.668724

88. Bornstein RF. Behaviorally referenced experimentation and symptom validation:
a paradigm for 21st-century personality disorder research. J Pers Disord. (2003)
17:1-18. doi: 10.1521/pedi.17.1.1.24056

89. Cronbach LJ, Meehl PE. Construct validity in psychological tests. Psychol Bull.
(1955) 52:281-302. doi: 10.1037/h0040957

90. Campbell DT, Fiske DW. Convergent and discriminant validation by the
multitrait-multimethod matrix. Psychol Bull. (1959) 56:81-105. doi: 10.1037/h0046016

91. Blackburn R, Donnelly JP, Logan C, Renwick SJD. Convergent and discriminative
validity of interview and questionnaire measures of personality disorder in mentally
disordered offenders: a multitrait-multimethod analysis using confirmatory factor
analysis. ] Pers Disord. (2004) 18:129-50. doi: 10.1521/pedi.18.2.129.32779

92. Leising D, Burger J, Zimmermann J, Backstrom M, Oltmanns JR, Connelly
BS. Why do items correlate with one another? A conceptual analysis with
relevance for general factors and network models. PsyArXiv [Preprint]. (2020).
doi: 10.31234/0sf.io/7c895

93. Leising D, Vogel D, Waller V, Zimmermann J. Correlations between person-
descriptive items are predictable from the product of their mid-point-centered social
desirability values. Eur J Pers. (2021) 35:667-89. doi: 10.1177/0890207020962331

an interactionist
(2012)  8:291-

94. Bornstein RF. From dysfunction to adaptation:
model of dependency. Annu Rev  Clin  Psychol.
316. doi: 10.1146/annurev-clinpsy-032511-143058

95. Klonsky ED, Oltmanns TFE, Turkheimer E. Informant-reports of personality
disorder: relation to self-reports and future research directions. Clin Psychol Sci Pract.
(2002) 9:300-11. doi: 10.1093/clipsy.9.3.300

96. Samuel DB. A review of the agreement between clinicians’ personality disorder
diagnoses and those from other methods and sources. Clin Psychol Sci Pract. (2015)
22:1. doi: 10.1111/cpsp.12088

97. Connelly BS, Ones DS. An other perspective on personality: meta-analytic
integration of observers’ accuracy and predictive validity. Psychol Bull. (2010)
136:1092. doi: 10.1037/a0021212

98. Rogers R. Standardizing
applications of structured interviews.
5. doi: 10.1207/S15327752JPA8103_04

99. McAdams DP. Narrative identity. In: Schwartz SJ, Luyckx K, Vignoles VL,
editors. Handbook of Identity Theory and Research. Springer Science + Business Media
(2011). p. 99-115.

100. Hopwood CJ, Bornstein RF. Multimethod Clinical Assessment. New York, NY:
Guilford Publications (2014).

DSM-1V
] Pers

the
(2003)

clinical
81:220-

diagnoses:
Assess.

frontiersin.org


https://doi.org/10.3389/fpsyt.2023.1098452
https://doi.org/10.1080/00223891.2015.1107572
https://doi.org/10.1037/pas0000711
https://doi.org/10.1037/pas0000605
https://doi.org/10.1177/0004867417727867
https://doi.org/10.1007/s11920-019-1079-z
https://doi.org/10.1521/pedi.2007.21.5.536
https://doi.org/10.1521/pedi.2009.23.3.211
https://doi.org/10.1037/a0036481
https://doi.org/10.1521/pedi.2011.25.4.463
https://doi.org/10.1521/pedi.18.3.286.35446
https://doi.org/10.1037/pas0000450
https://doi.org/10.1080/00223891.2017.1420660
https://doi.org/10.1037/per0000159
https://doi.org/10.1002/pmh.1434
https://doi.org/10.1080/00223891.2018.1489258
https://doi.org/10.1037/per0000197
https://doi.org/10.1037/pas0000620
https://doi.org/10.1037/per0000561
https://doi.org/10.1016/j.copsyc.2017.09.012
https://doi.org/10.1111/jopy.12560
https://doi.org/10.1037/per0000295
https://doi.org/10.1177/1073191113486513
https://doi.org/10.1037/per0000587
https://doi.org/10.1080/00223891.2011.577475
https://doi.org/10.1111/acps.12748
https://doi.org/10.1037/pas0000746
https://doi.org/10.1002/pmh.1510
https://doi.org/10.1037/pas0000459
https://doi.org/10.1037/pas0000747
https://doi.org/10.3389/fpsyt.2022.1015489
https://doi.org/10.1037/pas0001199
https://doi.org/10.3389/fpsyg.2021.668724
https://doi.org/10.1521/pedi.17.1.1.24056
https://doi.org/10.1037/h0040957
https://doi.org/10.1037/h0046016
https://doi.org/10.1521/pedi.18.2.129.32779
https://doi.org/10.31234/osf.io/7c895
https://doi.org/10.1177/0890207020962331
https://doi.org/10.1146/annurev-clinpsy-032511-143058
https://doi.org/10.1093/clipsy.9.3.300
https://doi.org/10.1111/cpsp.12088
https://doi.org/10.1037/a0021212
https://doi.org/10.1207/S15327752JPA8103_04
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Monaghan and Bizumic

101. Wright AGC, Simms L. Stability and fluctuation of personality disorder
features in daily life. J Abnorm Psychol. (2016) 125:641-56. doi: 10.1037/abn00
00169

102. Caspi A, Houts RM, Belsky DW, Goldman-Mellor SJ, Harrington H, Israel
S, et al. The p-factor one general psychopathology factor in the structure of
psychiatric disorders? Clin Psychol Sci. (2014) 2:119-37. doi: 10.1177/21677026134
97473

103. Musek J. A general factor of personality: evidence for the Big One in the
five-factor model. J Res Pers. (2007) 41:1213-33. doi: 10.1016/j.jrp.2007.02.003

104. DeYoung CG. Higher-order factors of the Big Five in a multi-informant sample.
J Pers Soc Psychol. (2006) 91:1138-51. doi: 10.1037/0022-3514.91.6.1138

105. Watts AL, Makol BA, Palumbo IM, De Los Reyes A, Olino TM, Latzman RD,
et al. How robust is the p factor? Using multitrait-multimethod modeling to inform
the meaning of general factors of youth psychopathology. Clin Psychol Sci. (2022)
10:640-61. doi: 10.1177/21677026211055170

106. McCabe GA, Oltmanns JR, Widiger TA. The general factors of
personality disorder, psychopathology, and personality. J Pers Disord. (2022)
36:129-56. doi: 10.1521/pedi_2021_35_530

107. Smith  GT, Atkinson EA, Davis HA, Riley EN, Oltmanns JR.
The general factor of psychopathology. Annu Rev Clin Psychol. (2020)
16:75-98. doi: 10.1146/annurev-clinpsy-071119-115848

108. Watts AL, Lane SP, Bonifay W, Steinley D, Meyer FAC. Building theories on
top of, and not independent of, statistical models: the case of the p-factor. Psychol Ingq.
(2020) 31:310-20. doi: 10.1080/1047840X.2020.1853476

109. Hopwood CJ, Wright AGC, Donnellan MB. Evaluating the evidence for the
general factor of personality across multiple inventories. J Res Pers. (2011) 45:468-
78. doi: 10.1016/j.jrp.2011.06.002

110. Sulis  W. Quo vadis taxonomies
patterns: time to change horses?  Curr
44:101103. doi: 10.1016/j.cobeha.2022.101103

111. Samuel DB. Assessing personality in the DSM-5: the utility of bipolar
constructs. J Pers Assess. (2011) 93:390-7. doi: 10.1080/00223891.2011.577476

of
Opin

behavioural
Sci.  (2022)

consistent
Behav

112. Coker LA, Samuel DB, Widiger TA. Maladaptive personality functioning
within the big five and the five-factor model. J Pers Disord. (2002) 16:385-
401. doi: 10.1521/pedi.16.5.385.22125

113. Haigler ED, Widiger TA. Experimental manipulation of NEO-PI-R items. ] Pers
Assess. (2001) 77:339-58. doi: 10.1207/S15327752JPA7702_14

114. Widiger TA, Crego C. The bipolarity of normal and abnormal personality
structure: Implications for assessment. Psychol Assess. (2019) 31:420-31.
doi: 10.1037/pas0000546

115. Kelsey A, Hobbs KA, Mann FM, Latzman RD, Zimmermann J,
Jaeger U, et al. Pathological personality in relation to multiple domains
of quality of life and impairment: evidence for the specific relevance of
the maladaptive poles of major trait domains. J Psychopathol Clin Sci.
(2023).

116. Maples JL, Carter NT, Few LR, Crego C, Gore WL, Samuel DB, et al. Testing
whether the DSM-5 personality disorder trait model can be measured with a reduced
set of items: an item response theory investigation of the Personality Inventory for
DSM-5. Psychol Assess. (2015) 27:1195. doi: 10.1037/pas0000120

117. Samuel DB, Simms LJ, Clark LA, Livesley W], Widiger TA. An item response
theory integration of normal and abnormal personality scales. Personal Disord. (2010)
1:5-21. doi: 10.1037/a0018136

118. Suzuki T, Samuel DB, Pahlen S, Krueger RF. DSM-5 alternative
personality disorder model traits as maladaptive extreme variants of the five-
factor model: an item-response theory analysis. ] Abnorm Psychol. (2015)
124:343-54. doi: 10.1037/abn0000035

119. Boudreaux MJ, Piedmont RL, Sherman MF, Ozer DJ. Identifying personality-
related problems in living: the multi-context problems checklist. J Pers Assess. (2013)
95:62-73. doi: 10.1080/00223891.2012.717149

120. Rojas SL, Widiger TA. Convergent and discriminant validity of the Five Factor
Form. Assessment. (2014) 21:143-57. doi: 10.1177/1073191113517260

121. Crego C, Oltmanns JR, Widiger TA. Obtaining and losing the bipolarity of
the five-factor model through factor analysis. Personal Disord. (2020) 11:119-30.
doi: 10.1037/per0000378

122. Pettersson E, Mendle ], Turkheimer E, Horn EE, Ford DC, Simms L], et al. Do
maladaptive behaviors exist at one or both ends of personality traits? Psychol Assess.
(2014) 26:433. doi: 10.1037/a0035587

123. Monaghan C, Bizumic B, Williams T, Sellbom M. Two-dimensional
machiavellianism: Conceptualization, theory, and measurement of the views and
tactics dimensions. Psychol Assess. (2020) 32:277-93. doi: 10.1037/pas0000784

124. Simmering M]J, Fuller CM, Richardson HA, Ocal Y, Atinc GM. Marker
variable choice, reporting, and interpretation in the detection of common method
variance: a review and demonstration. Organ Res Methods. (2015) 18:473—
511. doi: 10.1177/1094428114560023

Frontiersin Psychiatry

14

10.3389/fpsyt.2023.1098452

125. Widiger TA, Oltmanns JR. The general factor of psychopathology and
personality. Clin Psychol Sci. (2017) 5:182-182. doi: 10.1177/2167702616657042

126. Krueger RF, Markon KE. The role of the DSM-5 personality trait
model in moving toward a quantitative and empirically based approach to
classifying personality and psychopathology. Annu Rev Clin Psychol. (2014) 10:477-
501. doi: 10.1146/annurev-clinpsy-032813-153732

127. Maples-Keller JL, Williamson RL, Sleep CE, Carter NT, Campbell WK, Miller
JD. Using item response theory to develop a 60-item representation of the NEO PI-
R using the international personality item pool: development of the IPIP-NEO—60. J
Pers Assess. (2017) 101:1-12. doi: 10.1080/00223891.2017.1381968

128. Bjorner JB, Chang C-H, Thissen D, Reeve BB. Developing tailored instruments:
item banking and computerized adaptive assessment. Qual Life Res. (2007)
16:S1. doi: 10.1007/s11136-007-9168-6

129. Weiss DJ. Improving measurement quality and efficiency with adaptive testing.
Appl Psychol Meas. (1982) 6:473-92. doi: 10.1177/014662168200600408

130. Reise SP, Henson JM. Computerization and adaptive administration of the NEO
PI-R. Assessment. (2000) 7:347-64. doi: 10.1177/107319110000700404

131. Simms LJ, Clark LA. Validation of a computerized adaptive version of the
Schedule for Nonadaptive and Adaptive Personality (SNAP). Psychol Assess. (2005)
17:28-43. doi: 10.1037/1040-3590.17.1.28

132. Nieto MD, Abad FJ, Olea J. Assessing the Big Five with bifactor
computerized adaptive testing. Psychol Assess. (2018) 30:1678-90. doi: 10.1037/pas00
00631

133. Aybek EC. catIRT tools: a “shiny” application for item response theory
calibration and computerized adaptive testing simulation. J Appl Test Technol.
(2021) 22:1.

134. Chalmers RP. Generating adaptive and non-adaptive test interfaces
for multidimensional item response Theory Applications. J Stat Softw. (2016)
71. doi: 10.18637/jss.v071.i05

135. Rottman BM, Ahn W, Sanislow CA, Kim NS. Can clinicians recognize DSM-
IV personality disorders from five-factor model descriptions of patient cases? Am J
Psychiatry. (2009) 166:427-33. doi: 10.1176/appi.ajp.2008.08070972

136. Spitzer RL, First MB, Shedler J, Westen D, Skodol AE. Clinical utility of five
dimensional systems for personality diagnosis: a “consumer preference” study. ] Nerv
Ment Dis. (2008) 196:356-74. doi: 10.1097/NMD.0b013e3181710950

137. Kernberg OF. Overview and critique of the classification of personality
disorders proposed for DSM-V. Swiss Arch Neurol Psychiatry. (2012) 163:234-
8. doi: 10.4414/sanp.2012.00110

138. Lynam DR, Vachon DD. Antisocial personality disorder in DSM-5:
Missteps and missed opportunities. Personality Disord Theory Res Treat. (2012)
3:483. doi: 10.1037/per0000006

139. Gunderson JG. Commentary on “Personality traits and the classification of
mental disorders: toward a more complete integration in DSM-5 and an empirical
model of psychopathology”. Personal Disord. (2010) 1:119-22. doi: 10.1037/a0019974

140. Morey LC, Hopwood CJ. Brief report: Expert preferences for categorical,
dimensional, and mixed/hybrid approaches to personality disorder diagnosis. J Pers
Disord. (2020) 34:124-31. doi: 10.1521/pedi_2019_33_398

141. Skodol AE. Personality disorders in DSM-5. Annu Rev Clin Psychol. (2012)
8:317-44. doi: 10.1146/annurev-clinpsy-032511-143131

142. Hansen SJ, Christensen S, Kongerslev MT, First MB, Widiger TA, Simonsen
E, et al. Mental health professionals’ perceived clinical utility of the ICD-10 vs. ICD-
11 classification of personality disorders. Personality Mental Health. (2019) 13:84—
95. doi: 10.1002/pmh.1442

143. Bornstein RE, Natoli AP. Clinical utility of categorical and dimensional
perspectives on personality pathology: a meta-analytic review. Personality Disord
Theory Res Treat. (2019) 10:479-90. doi: 10.1037/per0000365

144. Milinkovic MS, Tiliopoulos N. A systematic review of the clinical utility of the
DSM—5 section IIT alternative model of personality disorder. Personality Disord Theory
Res Treat. (2020) 11:377. doi: 10.1037/per0000408

145. Huprich  SK.  Moving
personality ~pathology assessment
213:685-9. doi: 10.1192/bjp.2018.149

146. Kernberg OF. What is personality? ] Pers Disord.
56. doi: 10.1521/pedi.2106.30.2.145

147. Arntz A, Jacob G. Schema Therapy in Practice: An Introductory Guide to the
Schema Mode Approach. Hoboken, NJ: John Wiley & Sons (2017).

148. Young JE, Klosko JS, Weishaar ME. Schema Therapy: A Practitioner’s Guide.
New York, NY: The Guilford Press (2003).

dimensions  in
(2018)

beyond
and diagnosis.

categories  and
Br ] Psychiatry.

(2016) 30:145-

149. Linehan MM. Cognitive-Behavioral Treatment of Borderline Personality
Disorder. New York, NY: Guilford Press (1993).

150. Hopwood CJ. A  framework for
model for personality disorder features.
12:107-25. doi: 10.1002/pmh.1414

DSM-5
Ment  Health.

alternative
(2018)

treating
Personal

frontiersin.org


https://doi.org/10.3389/fpsyt.2023.1098452
https://doi.org/10.1037/abn0000169
https://doi.org/10.1177/2167702613497473
https://doi.org/10.1016/j.jrp.2007.02.003
https://doi.org/10.1037/0022-3514.91.6.1138
https://doi.org/10.1177/21677026211055170
https://doi.org/10.1521/pedi_2021_35_530
https://doi.org/10.1146/annurev-clinpsy-071119-115848
https://doi.org/10.1080/1047840X.2020.1853476
https://doi.org/10.1016/j.jrp.2011.06.002
https://doi.org/10.1016/j.cobeha.2022.101103
https://doi.org/10.1080/00223891.2011.577476
https://doi.org/10.1521/pedi.16.5.385.22125
https://doi.org/10.1207/S15327752JPA7702_14
https://doi.org/10.1037/pas0000546
https://doi.org/10.1037/pas0000120
https://doi.org/10.1037/a0018136
https://doi.org/10.1037/abn0000035
https://doi.org/10.1080/00223891.2012.717149
https://doi.org/10.1177/1073191113517260
https://doi.org/10.1037/per0000378
https://doi.org/10.1037/a0035587
https://doi.org/10.1037/pas0000784
https://doi.org/10.1177/1094428114560023
https://doi.org/10.1177/2167702616657042
https://doi.org/10.1146/annurev-clinpsy-032813-153732
https://doi.org/10.1080/00223891.2017.1381968
https://doi.org/10.1007/s11136-007-9168-6
https://doi.org/10.1177/014662168200600408
https://doi.org/10.1177/107319110000700404
https://doi.org/10.1037/1040-3590.17.1.28
https://doi.org/10.1037/pas0000631
https://doi.org/10.18637/jss.v071.i05
https://doi.org/10.1176/appi.ajp.2008.08070972
https://doi.org/10.1097/NMD.0b013e3181710950
https://doi.org/10.4414/sanp.2012.00110
https://doi.org/10.1037/per0000006
https://doi.org/10.1037/a0019974
https://doi.org/10.1521/pedi_2019_33_398
https://doi.org/10.1146/annurev-clinpsy-032511-143131
https://doi.org/10.1002/pmh.1442
https://doi.org/10.1037/per0000365
https://doi.org/10.1037/per0000408
https://doi.org/10.1192/bjp.2018.149
https://doi.org/10.1521/pedi.2106.30.2.145
https://doi.org/10.1002/pmh.1414
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Monaghan and Bizumic

151. Mullins-Sweatt SN, Hopwood CJ, Chmielewski M, Meyer NA, Min ], Helle
AC, et al. Treatment of personality pathology through the lens of the hierarchical
taxonomy of psychopathology: developing a research agenda. Personal Ment Health.
(2020) 14:123-41. doi: 10.1002/pmh.1464

152. Hopwood CJ, Wright AG, Ansell EB, Pincus AL. The interpersonal core of
personality pathology. J Pers Disord. (2013) 27:270. doi: 10.1521/pedi.2013.27.3.270

153. Wright AGC, Ringwald WR. Personality disorders are dead; long live the
interpersonal disorders: comment on Widiger and Hines (2022). Personality Disord
Theory Res Treat. (2022) 13:364-8. doi: 10.1037/per0000552

154. Wright AGC, Ringwald WR, Hopwood CJ, Pincus AL. It’s time to replace the
personality disorders with the interpersonal disorders. Am Psychol. (2022) 77:1085-99.
doi: 10.1037/amp0001087

155. Ruggero CJ, Kotov R, Hopwood CJ, First M, Clark LA, Skodol AE,
et al. Integrating the hierarchical taxonomy of psychopathology (HiTOP) into
clinical practice. J Consult Clin Psychol. (2019) 87:1069-84. doi: 10.1037/ccp00
00452

156. Barlow DH, Farchione TJ, Bullis JR, Gallagher MW, Murray-Latin
H, Sauer-Zavala S, et al. The unified protocol for transdiagnostic treatment
of emotional disorders compared with diagnosis-specific protocols for
anxiety disorders: a randomized clinical trial. JAMA Psychiatry. (2017)
74:875-84. doi: 10.1001/jamapsychiatry.2017.2164

157. Morey LC. Application of the DSM-5 level of personality functioning scale by
lay raters. J Pers Disord. (2018) 32:709-20. doi: 10.1521/pedi_2017_31_305

158. Zimmermann J, Benecke C, Bender DS, Skodol AE, Schauenburg H, Cierpka
M, et al. Assessing DSM-5 level of personality functioning from videotaped clinical
interviews: A pilot study with untrained and clinically inexperienced students. J Pers
Assess. (2014). 96:397-409. doi: 10.1080/00223891.2013.852563

159. Lengel GJ, Mullins-Sweatt SN. The importance and acceptability of general and
maladaptive personality trait computerized assessment feedback. Psychol Assess. (2017)
29:1-12. doi: 10.1037/pas0000321

160. Bach B, Presnall-Shvorin J. Using DSM-5 and ICD-11 personality traits in
clinical treatment. In: Lejuez CW, Gratz KL, editors. The Cambridge Handbook of
Personality Disorders. Cambridge: Cambridge University Press (2020). p. 450-67.

161. Bach B, Simonsen S. How does level of personality functioning
inform clinical management and treatment? Implications for ICD-11
classification of personality disorder severity. Curr Opin Psychiatry. (2021)
34:54-63. doi: 10.1097/YCO.0000000000000658

162. Zimmerman M. Should the demonstration of improved patient outcome
be necessary to overhaul diagnostic approaches?: Comment on Bach and Tracy
(2022). Personality Disord Theory Res Treat. (2022) 13:387-91. doi: 10.1037/per
0000584

163. Hopwood CJ, Bagby RM, Gralnick T, Ro E, Ruggero C, Mullins-Sweatt S,
et al. Integrating psychotherapy with the hierarchical taxonomy of psychopathology
(HiTOP). J Psychother Integr. (2020) 30:477-97. doi: 10.1037/int0000156

164. Clarkin JE Caligor E, Sowislo JF. An object relations model perspective on
the alternative model for personality disorders (DSM-5). Psychopathology. (2020)
53:141-8. doi: 10.1159/000508353

165. McCrae RR, Costa PT Jr. A five-factor theory of personality. In: John OP, Robins
RW, Pervin LA, editors. Handbook of personality: Theory and research, 3rd ed. New
York, NY: Guilford. (2008). p. 159-181.

166. McCrae RR, Sutin AR. A five-factor theory perspective on causal analysis. Eur |
Pers. (2018) 32:151-66. doi: 10.1002/per.2134

167. Cheung FM, van de Vijver FJR, Leong FTL. Toward a new approach to the study
of personality in culture. Am Psychol. (2011) 66:593-603. doi: 10.1037/a0022389

168. Feher A, Vernon PA. Looking beyond the Big Five: a selective review
of alternatives to the Big Five model of personality. Pers Individ Dif. (2021)
169:110002. doi: 10.1016/j.paid.2020.110002

169. Thalmayer AG, Saucier G, Rotzinger JS. Absolutism, relativism, and
universalism in personality traits across cultures: the case of the big five. J Cross Cult
Psychol. (2022) 53:935-56. doi: 10.1177/00220221221111813

170. Bailey DH, Walker RS, Blomquist GE, Hill KR, Hurtado AM,

Geary DC. Heritability and fitness correlates of personality in the
Ache, a natural-fertility population in Paraguay. PLoS ONE. (2013)
8:59325. doi: 10.1371/journal.pone.0059325

171. Laajaj R, Macours K, Pinzon Hernandez DA, Arias O, Gosling SD, Potter J, et al.
Challenges to capture the big five personality traits in non-WEIRD populations. Sci
Adv. (2019) 5:eaaw5226. doi: 10.1126/sciadv.aaw5226

172. Ashton MC, Lee K. Objections to the
personality structure—and why those objections fail.
34:492-510. doi: 10.1002/per.2242

173. Rowinski T, Kowalska-Dabrowska M, Strus W, Cieciuch J, Czuma I, Zechowski
C, et al. Measurement of pathological personality traits according to the DSM-5: a
Polish adaptation of the PID-5. Part II — empirical results. Psychiatria Polska. (2019)
53:23-48. doi: 10.12740/PP/OnlineFirst/86478

HEXACO model of
Eur ] Pers. (2020)

Frontiersin Psychiatry

10.3389/fpsyt.2023.1098452

174. Gutiérrez F, Aluja A, Peri JM, Calvo N, Ferrer M, Baillés E, et al. Psychometric
properties of the Spanish PID-5 in a clinical and a community sample. Assessment.
(2017) 24:326-36. doi: 10.1177/1073191115606518

175. Kajonius PJ. The Short Personality Inventory for DSM-5 and its conjoined
structure with the Common Five-Factor Model. Int ] Test. (2017) 17:372-
84. doi: 10.1080/15305058.2017.1309421

176. Roskam I, Galdiolo S, Hansenne M, Massoudi K, Rossier ], Gicquel L, et al. The
psychometric properties of the French version of the Personality Inventory for DSM-5.
PLoS ONE. (2015) 10:¢0133413. doi: 10.1371/journal.pone.0133413

177. Zimmermann J, Altenstein D, Krieger T, Holtforth MG, Pretsch ], Alexopoulos
], et al. The structure and correlates of self-reported DSM-5 maladaptive personality
traits: findings from two German-speaking samples. J Pers Disord. (2014) 28:518-
40. doi: 10.1521/pedi_2014_28_130

178. Fossati A, Somma A, Borroni S, Markon KE, Krueger RF. The personality
inventory for DSM-5 Brief Form: evidence for reliability and construct validity in
a sample of community-dwelling Italian adolescents. Assessment. (2017) 24:615-
31. doi: 10.1177/1073191115621793

179. Lotfi M, Bach B, Amini M, Simonsen E. Structure of DSM-5 and ICD-11
personality domains in Iranian community sample. Personal Ment Health. (2018)
12:155-69. doi: 10.1002/pmh.1409

180. Riegel KD, Ksinan AJ, Samankova D, Preiss M, Harsa P, Krueger
RF. Unidimensionality of the personality inventory for DSM-5 facets:
evidence from two Czech-speaking samples. Personal Ment Health. (2018)
12:281-97. doi: 10.1002/pmh.1423

181. Lugo V, de Oliveira SES, Hessel CR, Monteiro RT, Pasche NL, Pavan G, et al.
Evaluation of DSM-5 and ICD-11 personality traits using the Personality Inventory for
DSM-5 (PID-5) in a Brazilian sample of psychiatric inpatients. Personal Ment Health.
(2019) 13:24-39. doi: 10.1002/pmh.1436

182. Zinchuk M, Kustov G, Gersamija A, Yakovlev A, Pashnin E, Voinova N, et al.
Evaluation of the factor structure of the Russian version of PID-5-BF. Eur Psychiatry.
(2022) 65:5373-4. doi: 10.1192/j.eurpsy.2022.948

183. Al-Attiyah AA, Megreya AM, Alrashidi M, Dominguez-Lara SA, Al-
Sheerawi A. The psychometric properties of an Arabic version of the Personality
Inventory for DSM-5 (PID-5) across three Arabic-speaking Middle Eastern
countries. Int ] Cult Ment Health. (2017) 10:197-205. doi: 10.1080/17542863.2017.
1290125

184. Teo T, Febbraro AR. Ethnocentrism as a form of intuition in psychology. Theory
Psychol. (2003) 13:673-94. doi: 10.1177/09593543030135009

185. Choudhary S, Gupta R. Culture and borderline personality disorder in India.
Front Psychol. (2020) 11:714. doi: 10.3389/fpsyg.2020.00714

186. Bagby RM, Keeley JW, Williams CC, Mortezaei A, Ryder AG, Sellbom M.
Evaluating the measurement invariance of the Personality Inventory for DSM-5
(PID-5) in Black Americans and White Americans. Psychol Assess. (2022) 34:82-
90. doi: 10.1037/pas0001085

187. Zhang P, Ouyang Z, Fang S, He J, Fan L, Luo X, et al. Personality inventory
for DSM-5 brief form (PID-5-BF) in Chinese students and patients: evaluating the
five-factor model and a culturally informed six-factor model. BMC Psychiatry. (2021)
21:1-2. doi: 10.1186/s12888-021-03080-x

188. Berry JW, Poortinga YH, Segall MH, Dasen PR. Cross-Cultural Psychology:
Research and Applications. Cambridge: Cambridge University Press (1992).

189. Bizumic B. Ethnocentrism: New York, NY:

Routledge (2019).

Integrated  Perspectives.

190. Adams M, Hanna P. Your past is not their present: time, the other, and
ethnocentrism in cross-cultural personality psychology. Theory Psychol. (2012) 22:436-
51. doi: 10.1177/0959354311412107

191. Bizumic B, Monaghan C. The HEXACO model: clinical extensions and
universality. Eur J Pers. (2020) 34:511-2. doi: 10.1002/per.2284

192. Wakefield JC.  Personality  disorder  as
DSM’s cultural deviance criterion reconsidered. ] Pers
20:157-69. doi: 10.1521/pedi.2006.20.2.157

harmful  dysfunction:
Disord.  (2006)

193. Corrigan PW, Watson A. Understanding the impact of stigma on people with
mental illness. World Psychiatry. (2002) 1:16-20.

194. Bizumic B, Gunningham B, Christensen BK. Prejudice towards
people with mental illness, schizophrenia, and depression among mental
health professionals and the general population. Psychiatry Res. (2022)
317:114817. doi: 10.1016/j.psychres.2022.114817

195. Bongar B, Markey LA, Peterson LG. Views on the difficult and dreaded patient:
a preliminary investigation. Med Psychother Int J. (1991) 4:9-16.

196. Koekkoek B, van Meijel B, Hutschemaekers G. ‘Difficult patients’ in mental
health care: a review. Psychiatr Serv. (2006) 57:795-802. doi: 10.1176/ps.2006.
57.6.795

197. Sansone RA, Sansone LA. Responses of mental health clinicians to patients with
borderline personality disorder. Innov Clin Neurosci. (2013) 10:39-43.

frontiersin.org


https://doi.org/10.3389/fpsyt.2023.1098452
https://doi.org/10.1002/pmh.1464
https://doi.org/10.1521/pedi.2013.27.3.270
https://doi.org/10.1037/per0000552
https://doi.org/10.1037/amp0001087
https://doi.org/10.1037/ccp0000452
https://doi.org/10.1001/jamapsychiatry.2017.2164
https://doi.org/10.1521/pedi_2017_31_305
https://doi.org/10.1080/00223891.2013.852563
https://doi.org/10.1037/pas0000321
https://doi.org/10.1097/YCO.0000000000000658
https://doi.org/10.1037/per0000584
https://doi.org/10.1037/int0000156
https://doi.org/10.1159/000508353
https://doi.org/10.1002/per.2134
https://doi.org/10.1037/a0022389
https://doi.org/10.1016/j.paid.2020.110002
https://doi.org/10.1177/00220221221111813
https://doi.org/10.1371/journal.pone.0059325
https://doi.org/10.1126/sciadv.aaw5226
https://doi.org/10.1002/per.2242
https://doi.org/10.12740/PP/OnlineFirst/86478
https://doi.org/10.1177/1073191115606518
https://doi.org/10.1080/15305058.2017.1309421
https://doi.org/10.1371/journal.pone.0133413
https://doi.org/10.1521/pedi_2014_28_130
https://doi.org/10.1177/1073191115621793
https://doi.org/10.1002/pmh.1409
https://doi.org/10.1002/pmh.1423
https://doi.org/10.1002/pmh.1436
https://doi.org/10.1192/j.eurpsy.2022.948
https://doi.org/10.1080/17542863.2017.1290125
https://doi.org/10.1177/09593543030135009
https://doi.org/10.3389/fpsyg.2020.00714
https://doi.org/10.1037/pas0001085
https://doi.org/10.1186/s12888-021-03080-x
https://doi.org/10.1177/0959354311412107
https://doi.org/10.1002/per.2284
https://doi.org/10.1521/pedi.2006.20.2.157
https://doi.org/10.1016/j.psychres.2022.114817
https://doi.org/10.1176/ps.2006.57.6.795
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Monaghan and Bizumic

198. Catthoor K, Feenstra DJ, Hutsebaut J, Schrijvers D, Sabbe B. Adolescents with
personality disorders suffer from severe psychiatric stigma: evidence from a sample of
131 patients. Adolesc Health Med Ther. (2015) 6:81. doi: 10.2147/AHMT.S76916

199. Peter L-J, Schindler S, Sander C, Schmidt S, Muehlan H, McLaren T,
et al. Continuum beliefs and mental illness stigma: a systematic review and
meta-analysis of correlation and intervention studies. Psychol Med. (2021) 51:716-
26. doi: 10.1017/50033291721000854

200. Tajfel H, Turner JC. An integrative theory of intergroup conflict. In: Worchel
S, Austin WG, editors. The Social Psychology of Intergroup Relations. Monterey, CA:
Brooks-Cole (1979). p. 33-47.

Frontiersin Psychiatry

16

10.3389/fpsyt.2023.1098452

201. Turner JC. Some current issues in research on social identity and self-
categorization theories. In: Ellemers RSN, Doosje B, editors. Social Identity Context,
Commitment, Content. Oxford: Blackwell (1999). p. 6-34.

202. Turner JC, Hogg MA, Oakes PJ, Reicher SD, Wetherell MS. Rediscovering the
Social Group: A Self-Categorization Theory. Oxford: Basil Blackwell (1987).

203. Cruwys T, Gunaseelan S. “Depression is who I am”: mental illness identity,
stigma and wellbeing. J Affect Disord. (2016) 189:36-42. doi: 10.1016/j.jad.2015.09.012

204. Lahey BB, Tiemeier H, Krueger RF. Seven reasons why binary diagnostic
categories should be replaced with empirically sounder and less stigmatizing
dimensions. JCPP Adv. (2022) 2:e12108. doi: 10.1002/jcv2.12108

frontiersin.org


https://doi.org/10.3389/fpsyt.2023.1098452
https://doi.org/10.2147/AHMT.S76916
https://doi.org/10.1017/S0033291721000854
https://doi.org/10.1016/j.jad.2015.09.012
https://doi.org/10.1002/jcv2.12108
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

	Dimensional models of personality disorders: Challenges and opportunities
	1. Introduction
	2. The current landscape of dimensional approaches to personality disorders
	3. Measuring personality disorders: Challenges and opportunities
	3.1. Expanding measurement approaches
	3.2. Measuring the bipolar nature of personality disorders
	3.3. Increasing efficiency of measures

	4. Clinical utility of dimensional models: Challenges and opportunities
	4.1. Formulating personality disorders using traits
	4.2. Training and funding

	5. Inclusivity of dimensional models: Challenges and opportunities
	5.1. Inclusivity through dimensional models' universal and cross-cultural applicability
	5.2. Inclusivity through stigma reduction

	6. Conclusion
	Author contributions
	Conflict of interest
	Publisher's note
	References


