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A Young Attorney Presents for Outpatient Treatment of Depression

Ms. Bis a 32-year-old single Caucasian woman who was referred
by a friend’s psychiatrist for mental health treatment for the first
time after a 4-month period of depression. She reported per-
sistent feelings of “emptiness” and “worthlessness,” increased
sleeping with difficulty getting out of bed, impaired concen-
tration, decreased energy nearly every day, slight weight gain,
and ruminations about her childhood and family life. The depres-
sion started after she was told at her firm that she was not going to
be considered for partnership. Her initial reaction was one of
anger, bitter disappointment, and shame, but this gave way to
feelings of depression and worry about her future. She admitted to
thoughts of death and dying but denied having any suicidal idea-
tion. Ms. B does not drink alcohol or use any other substances and
she denies ever having felt “manic.” Her physical health is good.

Ms. B also reported that she did not consider her life, in
general, to be satisfactory or fulfilling. Although she had been
highly successful in school, earning excellent grades at a first-
rate college and law school, she has had difficulty making
friends and now sees the few friends who she believes “like
her” only occasionally, for “attention” and “support.” She has
only “dated” one man, briefly in college, but she felt inhibited in
the relationship, afraid and ashamed to let the man know that
she cared about him. Even though they drifted apart after only
afew months, she often thinks of him and wonders whether her
life would be better if they had gotten together. She is pessi-
mistic about her prospects for another relationship in the future
because she believes that it would be very hard for her to find
someone who would live up to her expectations. Ms. B has few
interests outside of work. With respect to music, art, or sports,
she said that whatever she tried, she was “not very good at it,”
quickly lost interest, and gave up.

Ms. B reports having felt “socially inept” and personally
unappealing since her preteen years and has steered clear of
most social opportunities for fear that she would not be liked.
She has always felt “different” and “isolated” from others. She
said that she does not understand how to relate to others or how
others manage to make friends easily and to maintain long-
lasting relationships. On a recent visit with close married friends
from college, she went out of her way to help them, by offering
gratis legal work, doing chores, running errands, and babysit-
ting. When she did not receive sufficient praise, thanks, and
appreciation, she felt “disapproved of and hurt.”

Ms. B. feels most comfortable at work, where she believes
she excels because she is very smart, perfectionistic, and
willing to work long hours. She is quite confident in her work
abilities and sees herself as significantly better educated, and
more competent, than most of her peers. She sets very high
legal and moral standards for her work, and she has often
pointed out violations of regulations or “corner cutting” to both
fellow associates and to more senior attorneys with whom she
worked. She feels that her abilities are underestimated by the
senior partners at the firm and that she should have been con-
sidered for partnership, despite her social awkwardness. She has
considerable difficulty understanding the point of view of her
bosses, who apparently tell her that she works too slowly, loses
sight of the forest for the trees, and does not recognize her own
contributions to her career setback.

Ms. Bis the oldest of four sisters in a family characterized by
chronic mental health problems and intrafamilial discord. Her
mother became depressed after the birth of her second
daughter and has suffered from untreated chronic depression
for most of her life. Her father has had chronic alcohol de-
pendence as well as periods of depression. Two of her younger
sisters have been in therapy.

Ms. B’s family life was described as chaotic and replete with
crises, prompted either by her mother’s angry outbursts or her
father’s alcoholic binges. She grew up feeling that the world was
a dangerous place and that she was exceedingly vulnerable. She
sought refuge in scholastics, but despite her undeniable success as
astudent, her mother often criticized her and called her “dumb” or
“stupid.” She felt more accepted by her father, but his availability
for protection and support was limited by his drinking. Being the
oldestsister, she felt aresponsibility to protect her sisters and was
frequently in the middle of family squabbles, in which she felt
obliged to intervene. She realized that throughout her life she has
been trying to win her mother’s (and sisters’, teachers’, bosses’,
and others’) approval in order to prove that she was “acceptable.”
In fact, Ms. B states that her only positive feelings of self-worth
have come from being a successful student and worker. When
recognition and approval have not been forthcoming, she has felt
“deprived,” depressed, and angry. Despite her mother’s overt
hostility and her father’s drinking, Ms. B has always felt a strong
pull toward her family home and she spends time at home on
weekends and vacations instead of exploring other options.
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An “Alternative DSM-5 Model for Personality Disorders” was
published in Section III (“Emerging Measures and Models”)
of the manual. The foundations of this hybrid model for
the assessment and diagnosis of personality pathology are
dimensional ratings of 1) the severity of impairment in per-
sonality (self and interpersonal) functioning and 2) 25 path-
ological personality trait “facets” organized into five broad
trait “domains.” When combined with other inclusion and
exclusion criteria, these assessments redefine the construct
of personality disorder consistently in terms of personality
functioning and personality traits, provide for an efficient
stepwise approach to personality disorder assessment, and
enable the diagnosis of six specific personality disorder cat-
egories, along with “personality disorder-trait specified” for
all other presentations. The “Alternative Model” was the pro-
duct of the DSM-5 Personality and Personality Disorder Work
Group, was approved by the DSM-5 Task Force, and was
intended for inclusion in Section II of DSM-5, “Diagnostic
Criteria and Codes.” However, the APA Board of Trustees
voted to put the new modelin Section ITI and to continue with
the categories and criteria from DSM-IV for the personality
disorders in DSM-5 Section II.

Figure 1 illustrates a stepwise approach to assessing per-
sonality disorder. The Alternative Model was deliberately
designed to be flexible and “telescoping” in its clinical appli-
cation, such that assessments might be made at the level of
personality functioning (e.g., to screen for personality disorder
or to track progress in treatment over time), pathological
personality traits (whether or not a person also has a person-
ality disorder), and/or personality disorder, based on available
time, information, and expertise. The assessment begins with
an evaluation of impairments in four elements of personality
functioning—identity, self-direction, empathy, and intimacy—
that were identified in the existing clinical literature as core
aspects of personality disorder that can be reliably assessed (1)
and were shown in secondary data analyses to have good
diagnostic efficiency for DSM-IV personality disorders di-
agnosed via semistructured interview (2). These impairments
are measured in combination on a single 5-point scale of se-
verity, the Level of Personality Functioning Scale (see DSM-5,
pp. 775-778). Research indicates that generalized severity
of personality psychopathology is the most important single
predictor of concurrent and prospective dysfunction (3). It is
widely agreed (e.g., 4-8) that assessment of severity is essential
to any dimensional system for personality psychopathology.
The score of 2 (moderate impairment) or greater that is
required for a diagnosis of a personality disorder was de-
termined empirically to identify personality disorder with a
maximal combination of sensitivity and specificity (9), so that
a clinician would have a very good sense of whether or not
a person had a personality disorder based on the single-item
Level of Personality Functioning Scale score.

The second step in the assessment of a personality dis-
order is an evaluation of pathological personality traits. The
Alternative Model describes pathological personality ac-
cordingto five personality trait domains—negative affectivity,
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detachment, antagonism, disinhibition, and psychoticism—
which correspond to the pathological “poles” of the well-
known and widely validated five-factor model of personality.
Each trait domain consists of three to six more specific
personality trait “facets” (e.g., emotional lability in the
negative affectivity domain; impulsivity in the disinhibition
domain). A trait judged to be moderately or very descriptive
of a person is counted as present. The personality trait as-
sessment serves as a personality trait “review of systems” and
describes the myriad manifestations of personality disorder.
With a profile of descriptive traits and a Level of Personality
Functioning Scale score, a clinician would have general
knowledge of the characteristics of a person’s personality
psychopathology and its severity.

The third step in the assessment is to apply the A and B
criteria for the six specific disorders included the Alternative
Model. The A criteria refer to impairments in personality
functioning characteristic of each personality disorder and
the B criteria refer to specific personality disorder trait mani-
festations. The diagnostic thresholds for the A criteria (two or
more) and the number and configuration of traits needed to
meet the B criteria were
also empirically determined
to maximize correspon-
dence with DSM-IV per-
sonality disorder diagnoses
and thus to be minimally
disruptive to practice and
research in shifting from
DSM-IV to the new DSM-5
model, to minimize overlap
with other personality dis-
orders to reduce comor-
bidity, and to maximize
relationships to general impairment in psychosocial functioning
(10). Patients who meet criteria A and B for a specific personality
disorder may be given a “provisional diagnosis” of that per-
sonality disorder (Figure 1, step 3a). Patients who do not meet
the criteria for a specific personality disorder may qualify for
a diagnosis of personality disorder-trait specified if they have
moderate or greater impairment in personality functioning and
one or more pathological personality traits (Figure 1, step 3b).

The fourth and final step in the assessment is to apply the
other inclusion and exclusion criteria of the Alternative Model’s
general criteria. The impairments in personality functioning
and the individual’s personality trait expressions should be 1)
relatively inflexible and pervasive across a broad range of
personal and social situations; 2) relatively stable across time,
with onsets that can be traced back to at least adolescence or
early adulthood; 3) not better explained by another mental
disorder; 4) not solely attributable to the physiological effects
of a substance or another medical condition; and 5) not better
understood as normal for an individual’s developmental stage
or sociocultural environment. If these additional conditions
are met, then the diagnosis of a personality disorder can be
made.

The Alternative DSM-5
Model for Personality
Disorders provides clinicians
with a clear, consistent,

and coherent system for
identifying personality
psychopathology,
quantifying its severity, and
characterizing its myriad
clinical manifestations.
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FIGURE 1. Stepwise Approach to Assessment According
to the General Criteria of the Alternative DSM-5 Model
for Personality Disorders

Step 1: Assess impairment in personality functioning

Self: identity, self-direction Interpersonal: empathy, intimacy

Step 2: Assess pathological personality traits

Negative affectivity, detachment, antagonism,
disinhibition, psychoticism

Step 3a: Apply criteria A and B for specific personality disorders

Antisocial, avoidant, borderline, narcissistic,
obsessive-compulsive, schizotypal

Step 3b: Apply criteria A and B for personality disorder-trait specified

Moderate or greater impairment in personality functioning. One or
more pathological personality traits (domains or facets)

Step 4: Apply other inclusion and exclusion criteria

Inflexibility and pervasiveness; stability and early onset;
other mental disorder, substance, and medical exclusions;
age and cultural exclusions

The Alternative Model for Personality Disorders met with
considerable resistance from some quarters in the personality
disorder field. The arguments for and against it have been
made in a number of journal special issues on personality
disorder over the past 5 years (for example, Personality
Disorders: Theory, Research, and Treatment, vol. 2, no. 1
[January 2011]; Journal of Personality Disorders, vol. 25, no. 2
[April 2011]; and Personality Disorders: Theory, Research, and
Treatment,vol. 4,no. 4 [October 2013]). Inbrief, the Alternative
Model was perceived by some as too complicated for general
clinical use and was predicted to be too disruptive to clinical
practice and research to be useful because of its extensive
revisions. However, many of the critiques of the proposed new
model were speculative and unsupported by data. For example,
clinicians with little or no training can make reliable judgments
about impairments in personality functioning using the Level
of Personality Functioning Scale and about pathological per-
sonality traits (11-13). In the DSM-5 Field Trials (12), the re-
liability of diagnoses of borderline personality disorder defined
according to Alternative Model criteria was comparable to that
of bipolar I disorder, greater than those of schizophrenia and
major depressive disorder, and exceeded only by those of major
neurocognitive disorder and posttraumatic stress disorder.
In a study comparing patients on all DSM-IV and DSM-5
personality disorder criteria and dimensions, the correlations
between criterion counts of DSM-IV and DSM-5 diagnostic
concepts in 337 patients were as follows: borderline personality
disorder, 0.80; antisocial personality disorder, 0.80; avoidant
personality disorder, 0.77; narcissistic personality disorder, 0.74;
schizotypal personality disorder, 0.63; and obsessive-compulsive
personality disorder, 0.57 (10). In most instances, these values
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are comparable to the established joint interview reliabi-
lities of these diagnoses under DSM-IV, suggesting that the
agreement between DSM-IV and DSM-5 Section III per-
sonality disorder diagnoses is likely to be as high as that
between two diagnosticians on DSM-IV (and now DSM-5
Section II) diagnoses. Furthermore, in a recent study of the
perceived clinical utility of the Alternative Model compared
with DSM-IV personality disorder (now DSM-5 Section IT)
criteria, the DSM-5 trait model was judged to be more useful
with respect to ease of use, communication with patients,
comprehensive description of personality pathology, formu-
lation of effective treatment interventions, and description of
an individual’s global personality—by both psychiatrists and
psychologists (14).

The Alternative Model is not in Section I1T’s “Conditions
for Further Study” chapter. Therefore, clinicians can regard it
as a true “alternative” to the standard approach in Section IT
and can use it for patient assessment and diagnosis. Fur-
thermore, the Alternative Model is prominently featured in
recent textbooks published by American Psychiatric Pub-
lishing, including in the “Personality Disorders” chapter of The
American Psychiatric Publishing Textbook of Psychiatry, 6th
Edition (15), where it is compared and contrasted in detail
with the Section IT model, and throughout The American
Psychiatric Publishing Textbook of Personality Disorders, 2nd
Edition (16)—both “DSM-5 Editions.” Thus, in this article, we
demonstrate the clinical application of the Alternative Model
to a case with probable personality disorder (presented in the
vignette) to facilitate clinicians’ use of the model with their
own patients. The clinical utility of elements of the Alternative
Model are highlighted.

DIFFERENTIAL DIAGNOSIS

Ms. B, the patient in the vignette, presented for treatment in
the midst of a period of depression of relatively recent onset
following a significant career disappointment. The depression
meets DSM-5 criteria for a major depressive episode with
persistently depressed mood (feeling empty), hypersomnia,
fatigue, feelings of worthlessness, diminished ability to con-
centrate, and recurrent thoughts of death for more than 2
weeks that cause significant distress and are not attributable
to the physiological effects of a substance or another medical
condition. In the absence of evidence of a psychotic disorder or
amanic or hypomanic episode, a diagnosis of major depressive
disorder should be made. Although the patient also currently
reports worry about her future, these worries are insufficiently
pervasive, persistent, distressing, or impairing for a diagnosis
of generalized anxiety disorder.

Ms. B also reports, however, amore long-standing problem
with social anxiety and avoidance. This anxiety does not
conform to the pattern of social anxiety disorder because it is
less about fear of social situations and of showing anxiety
symptoms that will be humiliating or embarrassing, and more
about a pattern of social inhibition, feelings of personal in-
adequacy, and hypersensitivity to negative evaluation. Because
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she avoids social activities for fear of disapproval or rejection, is
unwilling to get involved with people unless she is certain that
she will beliked, is restrained in intimate relationships because
of feelings of shame, and views herself as socially inept and
personally unappealing, a DSM-5 Section II diagnosis of
avoidant personality disorder applies.

More significant, however, is her pattern of variable and
vulnerable self-esteem, with attempts at regulating self-esteem
through approval seeking and covert grandiosity, which is
characteristic of DSM-5 Section III narcissistic personality
disorder. The patient clearly does not conform to the Section IT
diagnosis of narcissistic personality disorder, which requires
a pervasive pattern of overt grandiosity. According to the Al-
ternative Model, a rating of moderate or greater impairment in
personality functioning is required for a personality disorder
diagnosis to be made.

Thus, there are several ways in which Ms. B’s personality
problems should be approached from the perspective of the
Section IIT Alternative DSM-5 Model for Personality Dis-
orders (see Figure 1). First, an assessment should be made
with the Alternative Model’s Level of Personality Functioning
Scale. In this instrument’s “self” domain of identity, the patient
shows excessive dependency on others for identity definition,
vulnerable self-esteem with exaggerated concern about ex-
ternal evaluation, a sense of inferiority with compensatory
self-appraisal fluctuating between an inflated and a deflated
sense of self, and emotional regulation that depends on positive
external appraisal with anger and shame when her self-esteem
has been threatened (e.g., by being passed over for partner-
ship). In the Level of Personality Functioning Scale domain of
self-direction, the patient has often set goals and acted to gain
external approval, has very high personal standards, and has
little capacity to reflect on internal experience. In the “in-
terpersonal” domain of empathy, she pays attention to others
inasmuch as they meet her needs for approval but has little
actual understanding of others’ experiences or perspectives,
and she has little appreciation of the effects of her behavior
on others. Finally, in the domain of intimacy, the patient has
a few friends whom she sees occasionally. She desires
a close relationship with a man but feels she will not be
appreciated or understood, and she looks mostly to othersin
order to feel better about herself. According to the Level of
Personality Functioning Scale, this patient would be rated
as having moderate impairment (a rating of 2) in personality
functioning.

The patient also appears to exhibit numerous pathological
personality trait facets from the DSM-5 trait model, including
depressivity, withdrawal, intimacy avoidance, anhedonia,
grandiosity (covert), attention seeking, and rigid perfection-
ism. Thus, it is likely that this patient meets criteria either for
one of the six specific personality disorders in DSM-5 Section
111 or, if her pattern of impairment in personality functioning
and traits does not conform to the criteria for a specific per-
sonality disorder, for personality disorder-trait specified.

Section III avoidant personality disorder or narcissistic
personality disorder (or both) should be considered (Tables 1
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and 2). According to the A criterion for avoidant personality
disorder, a patient’s identity problems should include low
self-esteem with self-appraisal as socially inept and personally
unappealing. In certain circumstances, particularly social
ones, this description fits Ms. B, but her self-esteem vacillates,
so that sometimes she feels superior to others, such as when
she received top grades in school or received positive feedback
about her work performance. Self-esteem problems that shift
between inflated and deflated self-appraisal are more con-
sistent with the identity problems of narcissistic personality
disorder than of avoidant personality disorder. Both avoidant
personality disorder and narcissistic personality disorder are
characterized by impaired self-direction that is governed by
unrealistic standards of behavior. These high standards have
made Ms. B reluctant to pursue a social life and outside
interests, and her strict work ethic has led her to feel
superior to coworkers. Furthermore, her tendency to avoid
activities in which she is not obviously talented or is not
likely to be immediately successful may actually be a re-
flection of low standards (i.e., a view of herself as perfect
without a need for training or practice)—a form of nar-
cissistic entitlement.

In the interpersonal sphere, Ms. B is attuned to others’
opinions of her and she is very sensitive to criticism and
rejection, consistent with avoidant personality disorder.
However, she is also unaware of the feelings and needs of
others and underestimates how her behavior affects them,
in common with narcissistic personality disorder. Finally, the
A4 criterion for avoidant personality disorder in the Alter-
native Model requires intimacy problems manifested by the
person’s reluctance to get involved with others for fear of
being ridiculed or shamed, while the A4 criterion for nar-
cissistic personality disorder states that relationships are
largely superficial and mainly bolster self-esteem and that
the person has little genuine interest in others unless there
is the potential for personal gain. The latter characterization
appears to fit Ms. B’s interpersonal functioning better. The
A criterion for personality disorders according to the Al-
ternative Model requires difficulties in at least two of the
four areas of identity, self-direction, empathy, and intimacy.
Technically, Ms. B has impairments in personality func-
tioning typical of both avoidant personality disorder and
narcissistic personality disorder, although her personality
functioning seems to fit better with the A criterion man-
ifestations of narcissistic personality disorder.

The B criterion for avoidant personality disorder in the
Alternative Model (see Table 1), however, also requires three
of the following four pathological traits: anxiousness, often
in reaction to social situations (required); withdrawal; in-
timacy avoidance; and anhedonia. Judgments about the
presence of pathological personality traits are based on how
descriptive they are of a patient, from “not at all,” to “mildly,”
“moderately,” or “extremely” descriptive. Moderately or
extremely descriptive would count as the required level of
descriptiveness for a pathological personality trait to be
noted. Although Ms. B is anxious in social situations and
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TABLE 1. Proposed Criteria A and B for Avoidant Personality Disorder in the Alternative DSM-5 Model for Personality Disorders®

Typical features of avoidant personality disorder are avoidance of social situations and inhibition in interpersonal relationships related to feelings
of ineptitude and inadequacy, anxious preoccupation with negative evaluation and rejection, and fears of ridicule or embarrassment.
Characteristic difficulties are apparent in identity, self-direction, empathy, and/or intimacy, as described below, along with specific maladaptive
traits in the domains of Negative Affectivity and Detachment.
Proposed diagnostic criteria
A. Moderate or greater impairment in personality functioning, manifest by characteristic difficulties in two or more of the following four areas:
1. Identity: Low self-esteem associated with self-appraisal as socially inept, personally unappealing, or inferior; excessive feelings of shame
or inadequacy.

2.Self-direction: Unrealistic standards for behavior associated with reluctance to pursue goals, take personalrisks, or engage in new activities
involving interpersonal contact.

3.Empathy: Preoccupation with, and sensitivity to, criticism or rejection, associated with distorted inference of others’ perspectives as
negative.

4.Intimacy: Reluctance to get involved with people unless being certain of being liked; diminished mutuality within intimate relationships
because of fear of being shamed or ridiculed.

B. Three or more of the following four pathological personality traits, one of which must be anxiousness:

1. Anxiousness (an aspect of Negativity Affectivity): Intense feelings of nervousness, tenseness, or panic, often in reaction to social situations;
worry about the negative effects of past unpleasant experiences and future negative possibilities; feeling fearful, apprehensive,
or threatened by uncertainty; fears of embarrassment.

2. Withdrawal (an aspect of Detachment): Reticence in social situations; avoidance of social contacts and activity; lack of initiation of social
contact.

3. Anhedonia (an aspect of Detachment): Lack of enjoyment from, engagement in, or energy for life's experiences; deficits in the capacity
to feel pleasure or take interest in things.

4. Intimacy avoidance (an aspect of Detachment): Avoidance of close or romantic relationships, interpersonal attachments, and intimate
sexual relationships.

@ The complete Alternative Model diagnostic criteria for avoidant personality disorder include C through G of the model's general criteria for personality disorder
(DSM-5, p. 761); these are omitted here to conserve space. Reprinted from American Psychiatric Association: Diagnostic and Statistical Manual of Mental Disorders,
Fifth Edition, Arlington, Va., American Psychiatric Association, 2013, pp. 765-766. Copyright 2013, American Psychiatric Association. Used with permission.

TABLE 2. Proposed Criteria A and B for Narcissistic Personality Disorder in the Alternative DSM-5 Model for Personality Disorders®

Typical features of narcissistic personality disorder are variable and vulnerable self-esteem, with attempts at regulation through attention and
approval seeking, and either overt or covert grandiosity. Characteristic difficulties are apparent in identity, self-direction, empathy, and/or
intimacy, as described below, along with specific maladaptive traits in the domain of Antagonism.
Proposed Diagnostic Criteria
A. Moderate or greater impairment in personality functioning, manifested by characteristic difficulties in two or more of the following four areas:
1. Identity: Excessive reference to others for self-definition and self-esteem regulation; exaggerated self-appraisal inflated or deflated, or
vacillating between extremes; emotional regulation mirrors fluctuations in self-esteem.

2. Self-direction: Goal setting based on gaining approval from others; personal standards unreasonably high in order to see oneself as
exceptional, or too low based on a sense of entitlement; often unaware of own motivations.

3. Empathy: Impaired ability to recognize or identify with the feelings and needs of others; excessively attuned to reactions of others, but
only if perceived as relevant to self; over- or underestimate of own effect on others.

4. Intimacy: Relationships largely superficial and exist to serve self-esteemregulation; mutuality constrained by little genuine interestin others’
experiences and predominance of a need for personal gain.

B. Both of the following pathological personality traits:
1. Grandiosity (an aspect of Antagonism): Feelings of entitlement, either overt or covert; self-centeredness; firmly holding to the belief that
one is better than others; condescension toward others.
2. Attention seeking (an aspect of Antagonism): Excessive attempts to attract and be the focus of the attention of others; admiration seeking.

@ The complete Alternative Model diagnostic criteria for narcissistic personality disorder include C through G of the model's general criteria for personality disorder
(DSM-5, p. 761); these are omitted here to conserve space. Reprinted from American Psychiatric Association: Diagnostic and Statistical Manual of Mental Disorders,
Fifth Edition, Arlington, Va., American Psychiatric Association, 2013, pp. 767-768. Copyright 2013, American Psychiatric Association. Used with permission.

generally avoids them, she does not, in general, appear to
have the intense feelings of nervousness, tenseness, or
panic, the pervasive worry about the past and future, and
the fear, apprehension, and threat of uncertainty that define
the DSM-5 trait facet of anxiousness. The B criterion for
narcissistic personality disorder requires both grandiosity
and attention seeking. It may not seem as if Ms. Bis grandiose, but
a major difference between DSM-5 Section II and Section III
criteria for narcissistic personality disorder is that feelings of
entitlement and self-centeredness can be “covert,” as well
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as “overt,” in the Section I1I disorder (17). This change is in
keeping with modern concepts of pathological narcissism and
narcissistic personality disorder, which include both inflated
(i.e., grandiose) and deflated (i.e., vulnerable) presentations
and overt and covert expressions (18-20). Ms. B’s belief that
she is smarter and more diligent than many of her coworkers
and her condescension toward them is self-evident. Finally,
although it may not look as if Ms. B is attention seeking in the
typical sense, much of her behavior is motivated by the desire
to receive the admiration and approval of others.
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According to the Alternative DSM-5 Model of Personality
Disorders, Ms. B meets criteria A and B for narcissistic
personality disorder, but not avoidant personality disorder,
because she lacks the general trait of anxiousness. Her im-
pairments in personality functioning and personality traits
appear to be relatively inflexible and pervasive; long-standing
and relatively stable; not better explained by her major de-
pressive disorder; not attributable to a substance or to another
medical condition; and not normal for her developmental
stage or culture. Therefore, a diagnosis of narcissistic per-
sonality disorder can be made. Using the Alternative Model,
it is also possible to individualize a personality disorder
diagnosis with additional relevant trait “specifiers.” Thus,
Ms. B would receive a diagnosis of narcissistic personality
disorder, with depressivity, withdrawal, anhedonia, and
intimacy avoidance (several traits of the so-called vulnerable
narcissist) (19), plus rigid perfectionism.

If one conceptualized personality psychopathology solely
according to the dimensional components of the Alternative
Model, however—that is, without the categorical personality
disorder diagnoses—then a complex disturbance such as
Ms. B’s would be represented by the moderate impairment in
personality functioning and the traits she exhibits. The traits
can be represented at the level of the DSM-5 trait domains
of negative affectivity (depressivity), detachment (withdrawal,
anhedonia, intimacy avoidance) and antagonism (grandiosity,
attention seeking) or by the specific individual trait facets
themselves. Focusing on the degree of impairment in per-
sonality functioning and itemizing applicable pathological
traits provides the most detailed personality profile of a pa-
tient and sometimes may be more helpful than a particular
personality disorder diagnosis in planning and focusing
treatment (21).

CLINICAL UTILITY

Various specific types of psychotherapy focus on aspects of
impairments in sense of self and in interpersonal relation-
ships, as well as on pathological trait domains such as negative
affectivity, detachment, and antagonism. For example, the
goal of transference-focused therapy, an object relations
model of treatment, is to change a state of identity diffusion
into a more coherent identity by increasing self-reflective
functioning and self-modulation of negative emotions (22).
Mentalization-based therapy challenges automatic, distorted,
and simplistic assumptions of the patient about self and others,
in a fashion similar to some cognitive therapies. Traditional
cognitive-behavioral therapy uses cognitive restructuring,
exposure, and intimacy skills training to decrease social anxiety
and social avoidance, either in individual or group treatment
(23). Schema-focused therapy is based on the premise that rigid
patterns of avoidance and other compensatory behaviors de-
velop to avoid triggering painful schemas about self and others.
Modification of maladaptive schemas formed early in life leads
to reduced expression of pathological traits (e.g., withdrawal,
intimacy avoidance).

Am J Psychiatry 172:7, July 2015

TREATMENT IN PSYCHIATRY

Self-interpersonal problems such as insecure attachment
and maladaptive schemas have been shown to be associated
significantly with personality disorder psychopathology and
impairments in psychosocial functioning in general, as well
as to affect treatment alliance and outcome (e.g., 24-34).
Furthermore, self pathology has been shown to have in-
cremental validity over interpersonal pathology in pre-
dicting overall severity of personality pathology (35), so both
components are represented in the DSM-5 Level of Personality
Functioning Scale. The severity of impairment in self and
interpersonal functioning also has predicted important
factors such as treatment utilization and treatment course
and outcome (e.g., 27, 33-39); thus, personality functioning is
measured on a dimensional scale of severity in the Alternative
Model. Finally, personality functioning constructs align well
with the National Institute of Mental Health Research Domain
Criteria domain of social processes (40), which includes
“perception and understanding of the self,” “perception and
understanding of others,” and “affiliation and attachment” as
core constructs. Thus, the Alternative Model approach to
personality pathology is likely to influence and be influenced
by future research on the fundamental mechanisms involved
in personality and other psychopathology.

In addition to the independent utility of personality
functioning constructs and of pathological personality traits,
a number of recent studies support a model of personality
psychopathology that specifically combines ratings of disor-
der and trait constructs (i.e., a hybrid model). Each approach
has been shown to add incremental value to the other in
predicting important antecedent (e.g., family history, history
of child abuse), concurrent (e.g., functional impairment, medi-
cation use), and predictive (e.g., functioning, hospitalization,
suicide attempts) variables (41-44).

A survey of clinicians’ assessments of their patients ex-
amined the relationships between DSM-IV categorical per-
sonality disorder diagnoses and DSM-5 personality disorders
and their components to clinical judgments concerning 1)
current psychosocial functioning, 2) risk for self-harm, vio-
lence, and criminality, 3) optimal level of treatment intensity,
and 4) prognosis (9, 11). DSM-5 components together and
individually (personality functioning level and traits) had
appreciably stronger unadjusted and corrected correlations
with these judgments than DSM-IV personality disorder
categories in 11 of 12 comparisons. The only exception was for
the prediction of perceived risk, which was more associated
DSM-1IV personality disorders than with DSM-5 level of
personality functioning ratings. (However, DSM-5 traits in
isolation and DSM-5 Level of Personality Functioning Scale
ratings and traits combined were superior to DSM-IV cate-
gories in predicting perceived risk.)

The incremental validity of the DSM-IV and DSM-5
personality disorder systems, that is, the associations be-
tween each of the two personality disorder systems and the
above-mentioned four clinical judgments, while controlling
for the effects of the other, was also examined. The partial
multiple (and corrected) correlations showed that DSM-5
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personality disorder renderings significantly incremented
DSM-IV personality disorders in predicting all four clinical
judgments, while DSM-IV did not provide any information
above and beyond that provided by DSM-5. Thus, virtually
all valid variance in DSM-IV personality disorder diagnoses
was captured by DSM-5, but the converse was not true.

CONCLUSIONS

The Alternative DSM-5 Model for Personality Disorders
provides clinicians with a clear, consistent, and coherent
system for identifying personality psychopathology, quanti-
fying its severity, and characterizing its myriad clinical man-
ifestations in terms of impairments in personality functioning
and pathological personality traits. The most important
specific personality disorders are identified with diagnostic
criteria, and all other presentations can be diagnosed and
described using the diagnosis of personality disorder-trait
specified. All aspects of the Alternative Model have been de-
veloped on the basis of empirical data, including the elements
of personality functioning (1, 2), assignment of criteria to the
personality disorders (11, 45-47), and diagnostic threshold
for the Level of Personality Functioning Scale and for the
specific personality disorders (A and B criteria) themselves
(9, 10). The Alternative Model has been judged to be more
clinically useful than the DSM-IV (now DSM-5 Section II)
approach inthe DSM-5 Field Trials (48) and in alarge national
survey of psychiatrists and psychologists (14). The various
components of the Alternative Model have been shown to be
useful in planning treatment and predicting its outcome. We
encourage clinicians to try it without prejudgment. Our ex-
pectation is that it will be easy and straightforward to use and
thatit will change for the better the way clinicians think about
their patients with personality pathology.

AUTHOR AND ARTICLE INFORMATION

From the Department of Psychiatry, University of Arizona College of
Medicine, Tucson; the Department of Psychiatry, Columbia University
College of Physicians and Surgeons, New York; the Department of
Psychology, Texas A&M University, College Station; the Department
of Psychiatry and Behavioral Sciences and Counseling and Psycho-
logical Services, Tulane University, New Orleans; the Menninger Clinic,
Houston; and the Department of Psychiatry, Baylor College of Medicine,
Houston.

Address correspondence to Dr. Skodol (askodol@gmail.com).

The authors report no financial relationships with commercial interests.
Received Oct. 2, 2014; revision received Jan. 28, 2015; accepted Feb. 3,
2015.

Am J Psychiatry 2015, 172:606-613; doi: 10.1176/appi.ajp.2015.14101220

REFERENCES

1. Bender DS, Morey LC, Skodol AE: Toward a model for assessing level
of personality functioning in DSM-5, part I: a review of theory and
methods. J Pers Assess 2011; 93:332-346

2. Morey LC, Berghuis H, Bender DS, et al: Toward a model for assessing
level of personality functioning in DSM-5, part I1: empirical articulation
of a core dimension of personality pathology. J Pers Assess 2011; 93:
347-353

612 ajp.psychiatryonline.org

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

. Hopwood CJ, Malone JC, Ansell EB, et al: Personality assessment in

DSM-5: empirical support for rating severity, style, and traits. J Pers
Disord 2011; 25:305-320

. Crawford MJ, Koldobsky N, Mulder R, et al: Classifying personality

disorder according to severity. J Pers Disord 2011; 25:321-330

. Parker G, Both L, Olley A, et al: Defining disordered personality

functioning. J Pers Disord 2002; 16:503-522

. Pulay AJ, Dawson DA, Ruan WJ, et al: The relationship of impair-

ment to personality disorder severity among individuals with spe-
cific axis I disorders: results from the National Epidemiologic Survey
on Alcohol and Related Conditions. J Pers Disord 2008; 22:405-417

. Tyrer P: The problem of severity in the classification of personality

disorder. J Pers Disord 2005; 19:309-314

. Wakefield JC: The perils of dimensionalization: challenges in dis-

tinguishing negative traits from personality disorders. Psychiatr
Clin North Am 2008; 31:379-393

. Morey LC, Bender DS, Skodol AE: Validating the proposed Diagnostic

and Statistical Manual of Mental Disorders, 5th Edition, severity in-
dicator for personality disorder. J Nerv Ment Dis 2013; 201:729-735
Morey LC, Skodol AE: Convergence between DSM-IV-TR and
DSM-5 diagnostic models for personality disorder: evaluation of
strategies for establishing diagnostic thresholds. J Psychiatr Pract
2013; 19:179-193

Skodol AE, Bender DS, Oldham JM: An alternative model for per-
sonality disorders: DSM-5 section IIT and beyond, in The American
Psychiatric Publishing Textbook of Personality Disorders, 2nd ed.
Edited by Oldham JM, Skodol AE, Bender DS. Washington, DC,
American Psychiatric Publishing, 2014, pp 511-544

Regier DA, Narrow WE, Clarke DE, et al: DSM-5 field trials in the
United States and Canada, part II: test-retest reliability of selected
categorical diagnoses. Am J Psychiatry 2013; 170:59-70
Zimmermann J, Benecke C, Bender DS, 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

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. J Abnorm
Psychol 2014; 123:398-405

Skodol AE, Bender DS, Gunderson JG, et al: Personality disorders,
in The American Psychiatric Publishing Textbook of Psychiatry,
6th ed. Edited by Hales RE, Yudofsky SC, Roberts LW. Washington,
DC, American Psychiatric Publishing, 2014, pp 851-894

Oldham JM, Skodol AE, Bender DS (eds): The American Psychiatric
Publishing Textbook of Personality Disorders, 2nd ed. Washington,
DC, American Psychiatric Publishing, 2014

Skodol AE, Bender DS, Morey LC: Narcissistic personality disorder
in DSM-5. Pers Disord 2014; 5:422-427

Levy KN: Subtypes, dimensions, levels, and mental states in narcissism
and narcissistic personality disorder. J Clin Psychol 2012; 68:886-897
Miller JD, Gentile B, Wilson L, et al: Grandiose and vulnerable
narcissism and the DSM-5 pathological personality trait model.
J Pers Assess 2013; 95:284-290

Pincus AL, Lukowitsky MR: Pathological narcissism and narcissistic
personality disorder. Annu Rev Clin Psychol 2010; 6:421-446
Krueger RF, Hopwood CJ, Wright AGC, et al: DSM-5 and the path
toward empirically based and clinically useful conceptualization of
personality and psychopathology. Clinical Psychology: Science and
Practice 2014; 21:245-261

Yeomans FE, Clarkin JF, Levy KN: Psychodynamic psychotherapies
and psychoanalysis, in The American Psychiatric Publishing Text-
book of Personality Disorders, 2nd ed. Edited by Oldham JM, Skodol
AE, Bender DS. Washington, DC, American Psychiatric Publishing,
2014, pp 217-240

Fowler JC, Hart JM: Cognitive-behavioral therapy, II: specific
strategies for personality disorders, in The American Psychiatric
Publishing Textbook of Personality Disorders, 2nd ed. Edited by

Am J Psychiatry 172:7, July 2015


mailto:askodol@gmail.com
http://ajp.psychiatryonline.org

24.

25.

26.

27.

28.

29.

30.

3L

32.

33

34.

35.

Oldham JM, Skodol AE, Bender DS. Washington, DC, American
Psychiatric Publishing, 2014, pp 261-280

Bender DS, Farber BA, Geller JD: Cluster B personality traits and
attachment. J Am Acad Psychoanal 2001; 29:551-563

Defife JA, Goldberg M, Westen D: Dimensional assessment of
self- and interpersonal functioning in adolescents: implications
for DSM-5’s general definition of personality disorder. J Pers
Disord 2015; 29:248-260

Diguer L, Pelletier S, Hebert E, et al: Personality organizations,
psychiatric severity, and self and object representations. Psychoanal
Psychol 2004; 21:259-275

Feenstra DJ, Hutsebaut J, Verheul R, et al: Severity Indices of
Personality Problems (SIPP-118) in adolescents: reliability and validity.
Psychol Assess 2011; 23:646-655

Fonagy P, Leigh T, Steele M, et al: The relation of attachment status,
psychiatric classification, and response to psychotherapy. J Consult
Clin Psychol 1996; 64:22-31

Hentschel AG, Livesley JW: Differentiating normal and disordered
personality using the General Assessment of Personality Disorder
(GAPD). Pers Ment Health 2013; 7:133-142

Jovev M, Jackson HJ: Early maladaptive schemas in personality
disordered individuals. J Pers Disord 2004; 18:467-478

Levy KN, Meehan KB, Kelly KM, et al: Change in attachment
patterns and reflective function in a randomized control trial of
transference-focused psychotherapy for borderline personality disorder.
J Consult Clin Psychol 2006; 74:1027-1040

Peters EJ, Hilsenroth MJ, Eudell-Simmons EM, et al: Reliability and
validity of the Social Cognition and Object Relations Scale in clinical
use. Psychother Res 2006; 16:617-626

. Piper WE, Ogrodniczuk JS, Joyce AS: Quality of object relations as a

moderator of the relationship between pattern of alliance and outcome
in short-term individual psychotherapy. J Pers Assess 2004; 83:345-356
Verheul R, Andrea H, Berghout CC, et al: Severity Indices of Per-
sonality Problems (SIPP-118): development, factor structure, re-
liability, and validity. Psychol Assess 2008; 20:23-34

Hentschel AG, Livesley WJ: The General Assessment of Personality
Disorder (GAPD): factor structure, incremental validity of self-
pathology, and relations to DSM-IV personality disorders. J Pers
Assess 2013; 95:479-485

Am J Psychiatry 172:7, July 2015

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

TREATMENT IN PSYCHIATRY

Ackerman SJ, Hilsenroth MJ, Clemence AJ, et al: The effects of
social cognition and object representation on psychotherapy con-
tinuation. Bull Menninger Clin 2000; 64:386-408

Bateman A, Fonagy P: 8-year follow-up of patients treated for borderline
personality disorder: mentalization-based treatment versus treatment
as usual. Am J Psychiatry 2008; 165:631-638

Harpaz-Rotem I, Blatt SJ: A pathway to therapeutic change: changes
in self-representation in the treatment of adolescents and young
adults. Psychiatry 2009; 72:32-49

Vermote R, Lowyck B, Luyten P, et al: Process and outcome in
psychodynamic hospitalization-based treatment for patients with
a personality disorder. J Nerv Ment Dis 2010; 198:110-115
Sanislow CA, Pine DS, Quinn KJ, et al: Developing constructs for
psychopathology research: research domain criteria. J Abnorm Psychol
2010; 119:631-639

Hopwood CJ, Zanarini MC: Borderline personality traits and dis-
order: predicting prospective patient functioning. J Consult Clin
Psychol 2010; 78:585-589

Morey LC, Zanarini MC: Borderline personality: traits and disorder.
J Abnorm Psychol 2000; 109:733-737

Morey LC, Hopwood CJ, Gunderson JG, et al: Comparison of
alternative models for personality disorders. Psychol Med 2007;
37:983-994

Morey LC, Hopwood CJ, Markowitz JC, et al: Comparison of al-
ternative models for personality disorders, II: 6-, 8-, and 10-year
follow-up. Psychol Med 2012; 42:1705-1713

Samuel DB, Widiger TA: A meta-analytic review of the rela-
tionships between the five-factor model and DSM-IV-TR per-
sonality disorders: a facet level analysis. Clin Psychol Rev 2008;
28:1326-1342

Saulsman LM, Page AC: The five-factor model and personality
disorder empirical literature: a meta-analytic review. Clin Psychol
Rev 2004; 23:1055-1085

Hopwood CJ, Thomas KM, Markon KE, et al: DSM-5 personality
traits and DSM-IV personality disorders. J Abnorm Psychol 2012;
121:424-432

Moscicki EK, Clarke DE, Kuramoto SJ, et al: Testing DSM-5 in
routine clinical practice settings: feasibility and clinical utility.
Psychiatr Serv 2013; 64:952-960

ajp.psychiatryonline.org 613


http://ajp.psychiatryonline.org

