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Divergences Between Clinical and Research Methods
for Assessing Personality Disorders:

Implications for Research and the Evolution of Axis II

Drew Westen, Ph.D.

Objective: The purpose of this study was to examine the extent to which instruments for
assessing axis II diverge from clinical diagnostic processes. Method: Subjects in the first study
were 52 clinicians with experience in assessment and treatment of patients with personality
disorders, who were surveyed about the methods they use in clinical practice to make
diagnoses and other aspects of the diagnostic process. A second study replicated the major
findings with a random national sample of 1,901 experienced psychiatrists and psychologists.
Results: Whereas current instruments rely primarily on direct questions derived from DSM-IV,
clinicians of every theoretical persuasion found direct questions useful for assessing axis I
disorders but only marginally so for axis II. They made axis II diagnoses, instead, by listening
to patients describe interpersonal interactions and observing their behavior with the inter-
viewer. In contrast to findings with current research instruments, most patients with person-
ality disorders in clinical practice receive only one axis II diagnosis, and if they receive more
than one, one is considered primary. Clinicians reported treating a substantial number of
patients for enduring personality patterns that current axis II instruments do not assess, many
of which meet neither axis I nor axis II criteria, notably problems with relatedness, work,
self-esteem, and chronic subclinical depressive traits. Conclusions: Measures of axis II were
constructed by using a model derived from axis I instruments that diverges from clinical di-
agnostic procedures in a way that may be problematic for the assessment of personality dis-
orders and the development of a more clinically and empirically sound taxonomy.
 (Am J Psychiatry 1997; 154:895–903)

F rom the start, axis II has been the subject of consid-
erable controversy (1–4). The task forces charged

with revising axis II since DSM-III have paid careful at-
tention to the results of scientific studies in their revisions
of diagnostic categories and criteria (DSM-IV). Never-
theless, difficulties in the categories and criterion sets that
constitute axis II remain, such as overlap of diagnostic
criteria, lack of clear empirical procedures for selecting
disorders and criteria, and questions about the syndro-

mal nature of personality disorders. These have led some,
including members of the axis II work group, to argue for
a dimensional rather than a categorical approach to per-
sonality disorder diagnosis (5) or for prioritization of
personality disorder diagnoses so that some take prece-
dence over others (6).

PROBLEMS WITH VALIDITY OF INSTRUMENTS
FOR ASSESSING PERSONALITY DISORDERS

Developing instruments for the valid assessment of
personality disorders has also proven a difficult task. In
1992 Perry (7) reviewed the evidence on existing axis II
structured interviews and questionnaires and found
that although most demonstrated considerable reliabil-
ity (test-retest, interrater, or both), none had demon-
strated acceptable evidence that it validly assessed the
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constructs it purported to assess. An illustrative exam-
ple is a study conducted by Skodol et al. (8), which
showed only marginal associations among diagnoses
made by the Structured Clinical Interview for DSM-III-
R Personality Disorders (SCID-II) (9, 10), the Personal-
ity Disorders Examination (11), and the LEAD stand-
ard (longitudinal expert evaluation through use of all
available data [12]). Equally problematic, but typical of
studies correlating self-report with interview measures,
was a study by Torgersen and Alnaeus (13) of the rela-
tion between diagnoses made by the self-report Millon
Clinical Multiaxial Inventory (14) and an interview
measure, the Structured Interview for DSM-III Person-
ality Disorders (15). Correlations between dimensional
measures of 11 personality disorders from the two in-
struments ranged from a high of 0.42 (avoidant) to a
low of –0.05 (obsessive-compulsive), with most corre-
lations in the range of 0.20–0.30. Self-report measures
have tended to perform particularly poorly, although
they may be useful as screening devices (16).

Perry’s review (7) showed that the average kappa be-
tween any two instruments was only 0.25, with interviews
fairing slightly better. Kappa (17) is a statistic for assessing
whether two raters or measures categorize subjects or re-
sponses similarly, in this case, whether two instruments
similarly categorize patients by diagnosis. Because kappa
is roughly translatable into degree of variance explained,
this means, as Perry pointed out, that a substantial part
of the variance in personality disorder diagnoses made by
axis II measures is likely to be error. The kappa is higher
for some diagnoses, such as borderline and antisocial per-
sonality disorder, and considerable advances have been
made in the study of these disorders by using these instru-
ments (such as the recognition of the role of childhood
sexual abuse in the etiology of borderline personality dis-
order [18]). In general, however, these instruments have
not approached the standards of validity used in other
areas of personality research.

The kappa for the simple presence/absence of a person-
ality disorder across instruments is substantially higher
than that for any specific disorder; that is, the various
measures show far better agreement on whether a person
has some personality disorder, and this has proven useful
in predicting course of illness. The lack of discriminant
validity (between disorders), however, remains a consid-
erable problem; an axis I instrument would not be con-
sidered valid if it could diagnose presence of psycho-
pathology but could not discriminate anorexia from
substance abuse or schizophrenia. The picture is much
more sanguine with respect to reliability than validity,
although recent research assessing the latest version of
the SCID-II (19) shows test-retest reliability well below
acceptable levels for every personality disorder, even
though the retest was within 2 weeks of the original ad-
ministration of the interview. Further, most studies as-
sessing test-retest reliability of existing measures with an
interval of more than 2 weeks have found reliability to be
unacceptably low, with kappas as low as 0.11 for some
disorders (15, 19).

The validity problems of existing measures of person-

ality disorders could reflect several causes. One possi-
bility is that the measures have difficulty because DSM-
IV itself does not coherently categorize disorders. Axis
II instruments cannot establish criterion validity—pre-
dicting a criterion, such as other measures—if the
DSM-IV personality disorders themselves lack con-
struct validity. A second possibility is that we simply
lack a gold standard against which to assess current
measures (12), since clinical judgment itself is not reli-
able with respect to personality disorder diagnosis. A
third possibility is that limits in the test-retest reliability
of current measures produce a ceiling on interinstru-
ment agreement, since the association between two un-
reliable instruments is likely to be low.

CURRENT RESEARCH PROCEDURES DIVERGE
FROM CLINICAL INFERENCE PROCESSES

All of these issues probably contribute to the validity
problems of current measures. A fourth possibility,
however, is that the problems may stem in part from the
fact that these instruments bear little resemblance to
the way clinicians actually draw inferences about per-
sonality. Current measures—whether self-report ques-
tionnaires or semistructured interviews—share one es-
sential design feature: they try to arrive at diagnoses
primarily by asking patients direct questions derived
from axis II criteria. In the 1980s this seemed a natural
way to proceed, since studies relying on similar meas-
ures for assessing axis I disorders, such as the Schedule
for Affective Disorders and Schizophrenia (20) and the
Structured Clinical Interview for DSM-III-R (21, 22),
were yielding useful data, for example, regarding prog-
nosis and etiology, for many disorders.

What was never tested, however, was the extent to
which clinicians use such questions when making axis II
diagnoses. Asking a patient who has presented with de-
pression, “Have you gained or lost much weight lately?”
and “Do you find yourself crying a lot?,” is common and
intuitively sensible in clinical practice. Although patients’
responses to questions such as these can be substantially
affected by biases related to insight or motivation, these
questions nonetheless provide a skeleton for assessment
of disorders such as depression or bulimia, unless the pa-
tient has a reason to conceal symptoms.

Matters may be somewhat different for assessing dis-
turbances in personality. For example, the Structured In-
terview for Personality Disorders (15) asks, “Have you
ever been told that you seemed like a shallow or superficial
kind of person?,” to assess histrionic personality disorder.
The SCID-II (9) asks, “Do you feel that your situation is
so special that you require preferential treatment?,” to
assess narcissistic personality disorder. In each case the
researchers constructing the instruments have taken spe-
cial care to try to circumvent social desirability effects and
defensiveness as much as possible—asking if “you have
ever been told” instead of “are you,” for example, or
beginning with one or two open-ended questions such as,
“How would you describe yourself as a person?” and
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“What kinds of things have you done that other people
might have found annoying?” (9). Nevertheless, one
might question the utility of relying primarily on direct
questions, at least for several of the personality disorders
(in which lack of insight is diagnostic) or for many of the
criteria for specific disorders (which may require judg-
ments that patients lack the training, insight, or objectivity
to make).

Indeed, several lines of evidence point to the limits of
assessing personality processes primarily with direct ques-
tions (23). First, understanding people requires training.
Psychiatrists would not need 3- to 5-year residencies if
diagnoses or subtle psychological processes were so read-
ily apparent to lay observers. Second, recent research
documents a crucial distinction in the realms of memory,
cognition, affect, and motivation between explicit (con-
sciously accessible) and implicit (consciously inaccessible)
processes. For example, memory researchers now distin-
guish between explicit and implicit memory (24). Explicit
memory is conscious memory for facts and events. Implicit
memory cannot be brought to mind consciously but is
expressed in behavior. Priming studies and research with
amnesic patients demonstrate that these systems can be
entirely disconnected and are neurologically distinct, as
when an amnesic patient with hippocampal damage has
no conscious memory for a list of words but tends to
complete word stems with words from the list when later
asked simply to name the first word that comes to mind
that begins with those letters (25). Just as people uncon-
sciously use grammatical rules to construct sentences re-
gardless of whether they can articulate the rules, they simi-
larly use rules, for example, to respond to emotional cues,
to guide their interpersonal behavior, and to make infer-
ences about people’s motives, to which they have no cog-
nitive access.

Third, a considerable body of research has now docu-
mented that people do, indeed, use unconscious rules for
transforming information defensively and that these proc-
esses considerably bias their answers to direct questions
about themselves, particularly when the questions have
implications for their self-esteem. Several independent lit-
eratures have produced evidence that discrepancies be-
tween what people consciously report feeling and what
they show physiologically are predictable from reliable
assessments of aspects of personality such as repressive
coping style, attachment style, and defensiveness (26–28).
For example, subjects who report an absence of psycho-
logical symptoms but whose early memories show signs
of distress show a pattern of cardiac reactivity predictive
of heart disease, and self-report lie scales (which are not
included in personality disorder interviews) do not detect
these individuals (28, 29).

THREE POTENTIAL PROBLEMS AND THREE
CORRESPONDING HYPOTHESES

The primary aim of the present study was to examine
the extent to which current personality disorder meas-
ures mirror clinical diagnostic processes. We identified

three potential problems with existing measures and
tested three corresponding hypotheses by surveying a
study group of clinicians experienced in the treatment
and supervision of treatment of personality disorders
and then replicating the major findings with a random
national sample of highly experienced psychiatrists and
psychologists.

1. Instruments for assessing personality disorders may
have transposed a method of assessing axis I disorders
onto axis II diagnosis without careful enough attention
to differences in methodology required by differences in
the phenomena being assessed. Thus, we predicted that
when clinicians assess personality pathology, they rely less
on direct questions derived from diagnostic criteria than
on a) patients’ narrative descriptions of themselves, their
past, and their interactions with others; and b) observa-
tion of the patient’s behavior in the room, particularly
with the clinician. We also hypothesized that clinicians
consider direct questions more useful for diagnosing axis
I than axis II disorders.

2. A patient who receives any personality disorder di-
agnosis through use of current instruments typically re-
ceives several. Skodol and colleagues (30, 31) have found
that patients with personality disorders typically receive
three to six axis II diagnoses if they receive any. Given
that axis II includes only 10 categories, this suggests a
problem with construct validity (that is, that the 10 cate-
gories may not represent coherent, differentiable con-
structs), discriminant validity (that the measures have
trouble drawing distinctions that can be drawn), or both.
Previous research (5) suggests that clinicians are more
likely to prioritize personality disorder diagnoses, rather
than giving multiple diagnoses. Thus, we hypothesized
that a) when clinicians describe their own patients, the
modal number of personality disorder diagnoses would
be one, and b) clinicians would report prioritizing diag-
noses rather than giving multiple diagnoses.

3. Axis II instruments, like axis II itself, may fail to
assess maladaptive personality patterns that are not se-
vere enough to meet axis II criteria but nevertheless
bring patients in for treatment and attract therapeutic
attention. Thus, we hypothesized that clinicians would
report treating patients psychotherapeutically for en-
during personality patterns that cannot be assigned to
any axis II diagnosis, many of which are also not readily
located on axis I.

METHOD

Subjects

Subjects for the first study were 52 clinical staff and faculty asso-
ciated with Harvard Medical School at The Cambridge Hospital who
responded to a survey. By virtue of the patient population at the hos-
pital, which includes a heavy mix of patients with psychoses and per-
sonality disorders, all respondents have considerable experience with
treatment or supervision of patients with axis II pathology. Most also
have private practices that include patients with axis II disorders. The
study group consisted of 17 psychiatrists, 32 psychologists, and three
clinical social workers; mean length of posttraining experience was
9.80 years (SD=8.56, range=0–36).
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Procedure

Subjects received a survey identified as designed to find out how
clinicians think about personality disorders and how to diagnose
them. The survey consisted of several items designed to test the three
hypotheses.

1. Subjects were first presented with a table consisting of five meth-
ods that they were asked to rank in order of importance for diagnos-
ing personality disorders. They were then asked to “rate each method
(on a scale from 1 to 7) for the degree to which you rely on it in clinical
practice to diagnose personality pathology, where 1 means ‘I rely on
it very much’ and 7 means ‘I rely on it very little’.” The five methods
were as follows: asking direct questions derived from DSM-IV axis II
criteria, such as, “Do you think that it’s not necessary to follow cer-
tain rules or conventions when they get in your way?” or “Do you
feel that your situation is so special that you require preferential treat-
ment?” (Sample items were taken from the SCID-II.); listening to the
way the patient describes interactions with significant others from the
past and present, such as how the patient perceives the self and others,
whether the patient can tell coherent and sensible interpersonal nar-
ratives, and how the patient describes emotionally charged material;
observing the patient’s behavior in the room, including his or her way
of interacting with the clinician; speaking with the patient’s signifi-
cant others; and giving the patient self-report questionnaires.

Next, subjects were asked to rate each of the axis II diagnoses and
four axis I diagnoses (schizophrenia, major depression, panic disor-
der, and anorexia nervosa) for “the extent to which direct questions
derived from DSM-IV criteria (e.g., ‘Do you feel that your situation
is special so that you require preferential treatment?’ or ‘Do you hear
voices’) are useful in diagnosis” (rating of 1=very useful, 7=not very
useful). The two examples (one for axis I and one for axis II) were
chosen to be relatively comparable, in that clinicians might be likely
to consider the possibility of denial in both, since some narcissists
might deny entitlement, just as some schizophrenic patients might
deny psychotic symptoms.

2. To see how many concurrent personality disorder diagnoses cli-
nicians actually give in practice, and whether they prioritize when
making axis II diagnoses, clinicians were asked to respond to two
tasks. They were asked to list the initials of up to five patients they
currently treated who had personality disorders, to list all axis II dis-
orders for which the patients fully met criteria, and to rate on a scale
from 1 to 7 the degree to which each diagnosis adequately described
the patient’s personality pathology. Subjects were asked for initials so
they would be likely to use actual patients rather than drawing on
prototypes. Next, subjects were asked the following question: “If you

give a patient more than one personality disorder diagnosis, do you
usually consider one diagnosis to be primary? Yes, No, NA—I rarely
give multiple personality disorder diagnoses.”

3. Finally, subjects were asked the following two questions about
personality problems that do not meet axis II criteria but that never-
theless may bring patients to treatment or receive clinical attention in
psychotherapy: “Do patients ever come to you for treatment of ‘neu-
rotic’ personality patterns that are not severe enough to meet axis II
criteria? Yes, No, NA—I am primarily a psychopharmacologist.” If
subjects answered in the affirmative, they were asked to give specific
examples of the kinds of problems with which patients presented.
Finally, respondents were asked, “Among your psychotherapy pa-
tients who do not have axis II diagnoses, what percent have ‘neurotic’
personality patterns or styles that you address in treatment?”

RESULTS

In all cases a rating of 1 refers to clinicians’ judgments
of high importance, high reliance in clinical practice, or
high confidence (depending on the question), whereas a
rating of 7 refers to low importance, low reliance in
clinical practice, or no confidence.

Hypothesis 1: Perceived Clinical Utility of Various
Diagnostic Methods

The first two questions concerned the importance
that clinicians ascribe to different methods of diagnos-
ing personality pathology (ranking five methods) and
the degree to which they report relying on each method
clinically. These two questions provided slightly differ-
ent ways of measuring the same issue, so that conver-
gence between them would lead to greater confidence
in the results. Data reported in table 1 reflect repeated
measures analysis of variance (ANOVA), although
multivariate ANOVA (MANOVA) produced the same
results for both the overall differences among the meth-
ods and contrasts among particular methods. As can be
seen from table 1, the pattern was quite clear from both
rankings and ratings: clinicians valued, and relied pri-
marily on, the way patients describe interactions with
significant others and their behavior in the room, par-
ticularly with the interviewer, and they found direct
questions derived from axis II, information from in-
formants, and questionnaires much less useful in mak-
ing axis II diagnoses. Post hoc pairwise contrasts com-
paring the five methods produced significant findings
through use of both ratings and rankings, and the major
hypotheses, that clinicians would find direct questions
less useful than listening to narratives and observing the
patient’s behavior in the room, were all supported
through use of both ratings and rankings (p<0.0001)
despite the small group sizes.

To test the hypothesis that clinicians find direct ques-
tions derived from DSM criteria less useful for axis II than
axis I diagnoses, we averaged the ratings of the usefulness
of asking DSM-IV-derived questions for each of the per-
sonality disorders into an axis II rating and compared this
with the average of the similar ratings for the four axis I
diagnoses. As predicted, the ratings were vastly different:
axis I, mean=1.75 (SD=1.17); axis II, mean=4.10 (SD=

TABLE 1. Importance of Five Methods for Diagnosing Personality
Disorders and Degree Relied on by 51 Cliniciansa

Importance
Rankb

(N=30)

Reliance
Ratingc

(N=51)

Method Mean SD Mean SD

1. Asking direct questions derived
from DSM-IV 3.37 0.93 5.31 1.71

2. Listening to the way patient
describes interactions with
significant others 1.20 0.48 1.10 0.41

3. Observing patient’s behavior,
including with you 1.87 0.57 1.22 0.50

4. Speaking with significant others 3.63 0.89 5.20 1.52
5. Administering questionnaires 4.67 0.48 6.51 0.86

aData analyzed by repeated measures ANOVA, with Scheffé post
hoc contrasts. The same pattern emerged with Wilks’s lambda based
on MANOVA with contrasts based on univariate F tests. Post hoc
contrasts were all significant (p<0.01).

bRanked 1–5; lower scores indicate higher ranking. Method 2<3<1,
4<5; F=104.90, df=4, 116, p<0.0001.

cRated 1–7; lower scores indicate higher rating. Method 2, 3<1, 4<5;
F=272.92, df=4, 200, p<0.0001.
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1.30) (t=12.18, df=49, p<0.0001). Repeated measures
ANOVAs comparing different disorders within each axis
were not significant.

Hypothesis 2: Clinicians Tend to Give One Diagnosis
and to Prioritize Diagnoses if Patients Meet Criteria
for Multiple Diagnoses

Collectively, the 52 clinicians described 162 patients,
for a mean of 3.12 patients per clinician. For each of
these patients, the mean number of personality disorder
diagnoses was 1.28 (SD=59, range=1–3), with a mode
of 1. When asked whether they typically consider one
diagnosis primary, 44.0% said yes, 14.0% said no, and
42.0% said that they too rarely give more than one axis
II diagnosis to answer the question. Thus, 86.0% of the
clinicians give patients with axis II disorders one pri-
mary diagnosis.

Hypothesis 3: Clinicians Treat Patients for Maladap-
tive Personality Patterns Not Diagnosable on Axis II

A total of 86.5% of clinicians reported that patients
sometimes present for treatment of personality prob-
lems that cannot be diagnosed on axis II. (The remain-
der of subjects either answered in the negative or said
that the question was inapplicable because they were
primarily psychopharmacologists.) The clinicians re-
ported that they treated a mean of 60.8% (SD=32.2%)
of their psychotherapy patients without axis II disor-
ders for personality problems.

When asked for specific examples of the types of per-
sonality problems that bring their patients without axis
II disorders in for treatment, clinicians reported a wide
range of difficulties, many of which fall into neither axis
I nor axis II. Four categories were particularly common.
First, of the 40 clinicians who provided descriptions of
the neurotic personality patterns that they typically
treat, fully half (20 subjects) mentioned problems of in-
timacy, relatedness, and commitment. It is important to
note that none of these problems can be reduced to an
axis I syndrome. Several pointed to related interper-
sonal issues such as lack of assertiveness, “avoidant ten-
dencies,” self-defeating behavior, authority problems,
shyness, passive-aggressive traits, conflicted identifica-
tion with a parent, unresolved grief, and problems with
separation or rejection. Only some of these resemble
axis I or II criteria, and those that do cannot be assumed
to reflect a subsyndromal disorder. For example, prob-
lems with separation or rejection occur in some rela-
tively high-functioning patients who do not have
prominent anxiety symptoms or borderline features,
which are the only places such problems can be diag-
nosed. Second, 45.0% described problems with work,
including work inhibitions, chronic dissatisfaction, un-
derachievement, and lack of direction in life. None of
these problems can be located on either axis. A third
category was depressive-proneness or characterological
depression that most clinicians reported was not severe
enough to meet either axis I or axis II criteria (35.0%).

One could argue that these are subclinical manifesta-
tions of a mood disorder, although they are just as eas-
ily conceptualized as personality disturbances and
hence should be diagnosed on a personality axis.
Fourth, 30.0% said that their patients came for treat-
ment of low self-esteem, low self-confidence, feelings of
inadequacy, or feelings of unlovability that meet neither
axis I nor axis II criteria. Several other categories of
symptomatic personality patterns are worth noting. Of
the respondents, 22.5% described obsessional patterns
such as affective constriction, trouble making decisions,
overcontrol, rigidity, and intellectualization as prob-
lems, and they frequently noted that patients with these
patterns were often high functioning (unlike the proto-
typical obsessive-compulsive patient, as described by
axis II). Twenty percent described narcissistic problems
not severe enough to warrant an axis II diagnosis, such
as fluctuating between devaluing and idealizing the self
and others. Fifteen percent described chronic problems
with anxiety or anxious apprehension. Other problems
described by more than one clinician included problems
with affects other than depression and anxiety (notably
anger and guilt), impulsivity, and perfectionism.

A Replication

Because the findings of this study (and particularly
the first hypothesis, regarding the methods clinicians
use and trust in making personality disorder diagnoses)
could be biased by the use of a study group of clinicians
from a single institution, we conducted a replication
study using a random national sample of licensed clini-
cians. As part of a study aimed at validating a new in-
strument for assessing personality pathology, we con-
tacted 3,000 psychiatrists from the register of the
American Psychiatric Association who indicated an in-
terest in personality disorders and 4,000 psychologists
from the American Psychological Association who
were selected from the three divisions that draw clini-
cians (the divisions of clinical psychology, psychother-
apy, and psychoanalysis). In both cases, the selection
procedure included a computer search to exclude clini-
cians with less than 3 years’ posttraining practice. Cli-
nicians were asked, among other things, to check off
from a list of axis II disorders all categories from which
they had treated a patient in the last 6 months and to
check off their primary theoretical orientation (biologi-
cal, psychodynamic, cognitive-behavioral, systemic, or
eclectic). They were also asked the same questions used
to test the first hypothesis from the study described ear-
lier, namely, those items that asked them to rate the
usefulness of different sources of data for making axis
I and axis II diagnoses, such as asking direct questions
compared with listening to the patient’s narrative de-
scriptions of events.

At the time these data were analyzed, a total of 1,901
respondents (1,305 psychologists and 596 psychia-
trists) had returned the survey. (Approximately 50 re-
spondents provided incomplete data, so that the num-
bers in the analyses reported later in this article are
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slightly smaller.) The respondents were a highly experi-
enced group: the mean length of postresidency or post-
doctoral training was 18.18 years (SD=9.56). Several
had multiple institutional affiliations: 613 worked in
hospitals at least part time, 384 worked in clinics, 1,573
had private practices, and 214 worked in forensic
settings. When asked their primary theoretical orien-
tation, 56 identified themselves as biological, 838 as
psychodynamic, 300 as cognitive-behavioral, 36 as sys-
temic, and 639 as eclectic.

As can be seen from table 2, the findings from the first
study replicated for the entire sample and for clinicians
of every theoretical orientation. Once again, we used
repeated measures ANOVA, but MANOVA with pair-
wise contrasts produced the same pattern of findings.
Whether biological, cognitive-behavioral, psychody-
namic, systemic, or eclectic in orientation, clinicians did
not find direct questions as useful for assessing axis II
pathology as listening to patients’ narratives and ob-
serving their behavior in the room. In contrast, they
found such questions of substantially greater utility for
assessing axis I disorders. The comparison of ratings of
the usefulness of asking direct questions regarding axis
II disorders and axis I disorders (again calculated as the
mean across four diagnoses) was highly significant
(mean=4.96, SD=1.82, versus mean=2.67, SD=1.70)
(t=48.23, df=1,835, p<0.0001).

Also of interest from this national survey were the
percentages of clinicians who reported treating various
disorders, some of which have now been removed from
the text and the appendices to axis II on the basis of
research findings (e.g., passive-aggressive personality
disorder) or political considerations (e.g., self-defeating
personality disorder). Among disorders currently on
axis II, schizotypal was the least widely treated by cli-
nicians in this sample (32.0% reported currently treat-
ing at least one schizotypal patient), and borderline was
the highest (85.0%). The others hovered around 50%,
except for narcissistic (76.0%), dependent (72.0%),
and obsessive-compulsive (68.0%). It is of interest that
depressive personality disorder, which is not in DSM-
IV, was eclipsed only by borderline personality disorder
(at 77.0%). Passive-aggressive (58.0%) and self-defeat-

ing (52.0%) personality disorders were also common,
unlike sadistic personality disorder (13.0%).

DISCUSSION

The data point to several conclusions. First, when re-
searchers began creating structured interviews for per-
sonality disorders on the model of axis I interviews,
they diverged from clinical practice in a way that was
not the case with research instruments developed to
assess axis I. Rather than relying primarily on direct
questions to assess maladaptive personality patterns,
clinicians attend carefully to patients’ narratives, par-
ticularly those involving interpersonal interactions, and
to the way patients interact with the interviewer. It is
striking that these findings were robust across theoreti-
cal orientations: no matter what their theoretical orien-
tation, clinicians found direct questions of limited util-
ity for assessing personality disorders. (Although no
differences emerged across personality disorder diagno-
ses in reported utility of direct questions, it may be that
such differences would emerge across criteria, such as
asking about friendship patterns compared with quality
of emotional experience in schizotypal patients, who
may know that they have few friends but not that their
bland affect or emotional expression is peculiar. The
utility of direct questions may vary somewhat across
axis I criteria as well and would be worthy of empirical
attention, although the reported utility of direct ques-
tions clearly differs between axis I and axis II.)

A potential rejoinder by advocates of these instru-
ments would be that clinicians, too, lack the ability to
make reliable or valid judgments, and hence the diver-
gence from clinical diagnostic and inference processes
is not particularly troubling. The problem with this ar-
gument is that personality disorders were discovered
and initially classified on the basis of clinical observa-
tion, through use of methods that apparently diverge
substantially from those now used in research guiding
successive revisions of axis II. The most obvious way to
assess personality characteristics would certainly be to
ask people if they have them, but if clinicians have not

TABLE 2. Ratings of Usefulness of Various Methods for Diagnosing Personality Disorders by 1,827 Psychiatrists and Psychologists, by Theo-
retical Orientation

Method

Direct
Questions Narratives

Observe
Behavior Informant Self-Report Analysisa

Clinician Orientation Mean SD Mean SD Mean SD Mean SD Mean SD F df p

Biological (N=54) 4.20 1.94 1.69 1.19 1.69 1.04 3.22 1.99 5.46 2.07 55.87 4, 212 <0.0001
Psychodynamic (N=824) 5.11 1.58 1.20 0.63 1.31 0.76 5.28 1.65 6.09 1.48 3,079.09 4, 3,292 <0.0001
Cognitive-behavioral

(N=292) 4.29 1.78 1.75 1.12 1.93 1.24 3.81 1.66 3.89 1.99 180.90 4, 1,164 <0.0001
Family systems (N=25) 5.12 1.56 1.50 0.58 1.42 0.64 3.23 1.21 4.24 1.85 39.23 4, 96 <0.0001
Eclectic (N=632) 4.62 1.92 1.47 0.92 1.60 0.98 3.98 1.77 5.22 1.93 846.77 4, 2,524 <0.0001
Total (N=1,827) 4.96 1.82 1.40 0.87 1.52 0.96 4.51 1.84 5.39 1.92 3,132.89 4, 7,336 <0.0001

aData analyzed by repeated measures ANOVA. MANOVA with univariate F tests produced the same pattern of findings. All contrasts between
the methods narratives/observe behavior and the other three methods were significant (p<0.0001).
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gravitated toward this method over the last 50 years,
we should carefully consider why they have not.

Indeed, examination of the evolution of axis II instru-
ments suggests that the divergence from clinical meth-
ods may have been an unintended consequence of what
began as a sound decision from a research standpoint.
The first personality disorder instrument, the Diagnos-
tic Interview for Borderline Patients (32), required 90
minutes to administer to assess a single disorder and did
so because it required substantial clinical probing and
acumen. Over time, researchers recognized the impor-
tance of assessing multiple personality disorder diagno-
ses simultaneously, since comorbidity in personality
disorder diagnoses meant that a study of borderline
personality disorder might actually include many sub-
jects who could equally be categorized as histrionic or
schizotypal. This led to the development of instruments
that attempt to assess all the personality disorders in a
single interview. To accomplish this within a reason-
able period of time (typically 1–3 hours, or 30 minutes
following administration of a questionnaire for the
SCID-II), researchers came to rely increasingly on direct
questions.

This heavy reliance of research instruments on a
method that clinicians find of limited utility in assessing
personality disorders has begun to affect the disorders
and criteria included in DSM-IV in ways that need to
be carefully considered. For example, passive-aggres-
sive personality disorder was eliminated from DSM-IV,
in part because of its apparent rarity on the basis of
current interviews (J. Gunderson, personal communica-
tion, August 1995). In our national sample of clini-
cians, however, 58.0% reported currently treating at
least one patient who fully met criteria for this disorder.
This is a higher percentage than that for five of the 10
disorders now represented on axis II. One possibility,
of course, is that clinicians may see passive aggression
where it does not exist. An alternative explanation is
that passive-aggressive personality disorder—like sev-
eral other personality disorders, such as narcissistic,
histrionic, and schizoid—cannot be adequately assessed
through direct questioning because a defining charac-
teristic of the disorder is substantial self-deception or
lack of insight.

Research diagnoses diverge from clinical diagnoses for
axis II disorders in a second way: they diagnose multiple
disorders where clinicians do not. Three explanations
could account for this divergence. First, clinicians may
fail to recognize comorbidity, in contrast to structured
instruments, which may lead to more “evenly hovering
attention” across potential diagnoses. A second alterna-
tive faults the instruments rather than clinicians: either
the questions they ask or the criteria they assess (or both)
may not allow for discrimination among disorders. In
clinical practice, the modal patient with a personality dis-
order receives only one axis II diagnosis, and the mean
patient receives only 1.27. Although comorbidity is cer-
tainly common on both axis I and axis II, and some axis
I disorders may not be as discrete as traditionally supposed
(e.g., mood and anxiety disorders, or bipolar disorder and

paranoid schizophrenia), in more cases than not, compe-
tent clinicians and researchers can accurately distinguish
a patient with schizophrenia from one with dysthymia or
major depression. The same cannot be said for the dis-
tinction between schizotypal and borderline personality
disorders, which appear clinically quite dissimilar but
show substantial comorbidity on research instruments. A
third possibility is that the instruments tend to diagnose
multiple disorders because they cannot prioritize diagno-
ses. The data from this study point to a substantial con-
trast between clinical and research diagnosis but cannot
adjudicate among these alternative explanations.

Some of these considerations probably apply to axis
I as well, although this is beyond the scope of the pres-
ent article and should be the target of further research.
For example, assessing most axis I syndromes requires
inference and clinical skill (especially when a patient
with a disorder such as anorexia, schizophrenia, or bi-
polar disorder denies symptoms), although the clini-
cians we surveyed clearly found direct questions less
problematic for axis I than axis II disorders. Similarly,
record reviews at major psychiatric hospitals show that
most clinicians do not give patients multiple axis I diag-
noses, either (33), in contrast to research instruments.
This divergence may be somewhat less problematic for
axis I than axis II, however, since axis I includes dozens
of disorders rather than 10, so that the difference be-
tween diagnosing one versus two or three disorders
may have less bearing on discriminant validity.

Current instruments diverge from clinical practice in
a third way that mirrors a flaw in axis II itself: they fail
to include personality patterns that bring people to
treatment and require clinical intervention but are not
severe enough to warrant an axis II diagnosis. Many of
these symptoms and patterns, such as recurring prob-
lems with intimacy, work, and self-esteem, are also not
part of any axis I syndrome. These problems are clearly
aspects of personality—that is, they are enduring pat-
terns of thought, feeling, motivation, and behavior that
occur over time—such as authority problems, difficulty
with self-assertion, and sensitivity to rejection or aban-
donment in patients who clearly do not have borderline
pathology (which is the only axis II disorder that in-
cludes fear of abandonment as a symptom). By includ-
ing only a small set of categories and limiting these to
severe forms of personality disturbance, DSM-IV, and
the instruments derived from it, has effectively left out
a large spectrum of psychopathological conditions, once
called “neurotic,” that need to be assessed by any in-
strument purporting to measure personality pathology
and should be reconsidered for inclusion in DSM-V.

CONCLUSIONS

Because clinician diagnoses are themselves often un-
reliable, reverting to unstructured clinical observation
is not a solution. A potential solution, however, may lie
in the distinction between two processes that clinicians
use in making an axis II diagnosis, one of which appears
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to be more reliable than the other. The first process en-
tails, as the respondents to this study told us, observing
patients’ interactions in the consulting room, listening
to their narratives about their lives, and drawing infer-
ences about their characteristic behavior, conscious
coping strategies, unconscious affect-regulatory proce-
dures (defenses), cognitive patterns, wishes, fears, val-
ues, and affective propensities. A growing body of re-
search suggests that through use of psychometrically
sound instruments, clinicians can, in fact, make such
inferences reliably (34–39; J. Shedler, D. Westen, un-
published data, 1996), particularly if statements that
they are rating or ranking are written in plain language
with minimal jargon.

The second process in making an axis II diagnosis is
to apply an algorithm to combine those dozens of ob-
servations into a diagnosis. DSM-IV forces a particular
kind of algorithm: whether the patient meets five of
eight criteria, and so forth. In actual practice, however,
clinicians probably use the same mix of algorithms used
by people in all categorization tasks (40–42). That is,
much of the time they match their pattern of observa-
tions against a prototype or exemplar of a category, and
if the match is good, they conclude that the particular
instance is a member of the category. At other times,
particularly if some piece of data seems anomalous,
they consult a list of defining features, as in DSM-IV.

Application of these algorithms is probably much less
reliable than the observations that underlie them, par-
ticularly when the diagnostic categories themselves do
not lie on solid empirical ground. A potential solution
is to use procedures developed by personality re-
searchers for measuring complex personality processes,
which statistically compare the observed pattern of per-
sonality attributes of a given patient with the patterns
found among particular groups (37, 43; J. Shedler, D.
Westen, unpublished data, 1996). Thus, if a cluster of
patients empirically exists who share a common set of
characteristics resembling the antisocial diagnosis, the
profiles of a large number of such patients are aggre-
gated to form a prototype of that diagnosis by using an
instrument that assesses a wide array of personality
characteristics. To test whether a given patient meets
criteria for that diagnosis for research purposes, a clini-
cian or researcher interviews the patient, attending
carefully, among other things, to the patient’s narrative
descriptions of salient interpersonal encounters, and
then describes the patient by using the personality de-
scriptors that comprise the items in the instrument.
Then, rather than intuitively combining these observa-
tions into a diagnosis, as in clinical diagnosis, or count-
ing up criteria based on direct questions, as in research
diagnosis, the clinician or researcher statistically corre-
lates the patient’s profile across these items with the em-
pirically observed prototype (that is, the average profile
of an antisocial patient on the instrument) to assess the
degree of match between the patient and the prototype.

A virtue of this method is that it can yield dimensional
diagnoses determined by simple correlation coefficient
(e.g., the correlation between the patient’s profile and the

antisocial profile is 0.63), categorical diagnoses (based on
a cutoff score), or a combination of the two (e.g., “anti-
social personality disorder with borderline features”)
based on a combination of cutoffs and dimensional scores.
Another virtue is that the items in the instrument and the
prototype profiles need not be limited to severe personality
disorders and can, in fact, assess the spectrum of person-
ality processes, ranging from relatively healthy to rela-
tively disturbed. Preliminary research using procedures of
this sort has yielded promising results (37, 38; J. Shedler,
D. Westen, unpublished data, 1996) and suggests that
clinical observation and research observation need not be
so divergent with respect to the diagnosis of personality
disorders. Indeed, the assessment and categorization of
personality disorders are likely to be enhanced substan-
tially if instruments demonstrate both clinical and empiri-
cal validity.
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