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Act I
• ANTONY : Friends, Romans, countrymen, lend
me your ears; I come to bury Caesar, not to
praise him; The evil that men do lives after
them; The good is oft interred with their
bones (W. Shakespeare, Julius Caesar, Act III,
Scene II)
• …So let it be of DSM-IV/-5 Section II.

Differential Diagnosis in PD
• Commenting on this image, J. Cesar said “Gallia est omnis
in partes tres divisa …” [The whole of Gaul has been divided
into three parts…] (J. Caesar, De Bello Gallico; En.
translation, C. Hammond, 1996)
• But you can easily see five possible groups, whereas using
the criterion of mountain chains to derive latent classes
would yield a two-Gaul solution (France+Belgium, and
North-Western Italy)… regrettably, this is exactly what
happens when categories stem from human decision
making rather than by laws of nature…
• Indeed, human beings are used to think in terms of discrete
categories even when they do not exist in
nature…particularly when they have to make sense of other
people! (Macrae & Bodenhausen, 2000)

Differential Diagnosis in PD
• The availability of “atheoretical”, operational
criteria for Personality Disorders (PDs) in DSMIII and later edition of the manual until DSM-5
prompted an impressive amount of research
on PDs, although most of research focused
only on five PDs – namely, Borderline PD,
Antisocial PD, Schizotypal PD, Avoidant PD,
and Obsessive-Compulsive PD (e.g., Blashfield
& Intoccia, 2000).

Differential Diagnosis in PD
• A number of studies addessed the issue of
developmental antecedents, risk factors,
biological and genetic underpinnings, brain
imaging, neurophysiology, neuropsychological
functioning, cognitive-affective and
representational functioning, etc. of PDs,
particularly of Borderline PD, although
conclusive findings are still missing
(Leichsenring et al., 2011)

Differential Diagnosis in PD
• Bona fide psychotherapies proved to be effective in
treating PDs (Leichsenring & Leibing, 2002) with no
effect size differences among different approaches.
Same consideration applies to manualized treatments
(e.g., Bateman & Krawitz, 2013; Clarkin et al., 2007)
• Manualized treatments (e.g., MBT, DBT, TFP, SFP) for
specific PDs were also developed and their efficacy has
been proven in RCTs, although evidence is mostly
limited to BPD and partially dependent on “TAU”
comparison group (see Bateman & Fonagy’s (2009)
amazing data)

Differential Diagnosis in PD
• At least in the case of MBT, treatment results
for BPD were highly stable over a 8-year
follow-up (Bateman & Fonagy, 2008).
• Drop-out rate from manualized treatments for
BPD was less (25%-29%) than it was previously
thought with no significant differences among
various treatment approaches (Barnicot et al.,
2011)

Differential Diagnosis in PD
• Treatment studies indicate that in the face of
symptom remission (e.g., reduction in the
number of BPD criteria, not meeting the
threshold for BPD diagnosis anymore, etc.),
BPD subjects were still grappling with poor
psycho-social functioning (e.g., Bateman &
Fonagy, 2008)

Differential Diagnosis in PD
• As a whole these findings suggest that DSM-IV
axis II/DSM-5 Section II diagnostic criteria for
PD assessment may be at best partially
adequate for clinical decision making and
treatment planning...

Differential Diagnosis in PD
• Arbitrarily splitting maladaptive personality
dimensions into fuzzy categories based on
mixtures of trait-like features and symptomlike features rather than on sound definition
of core features of personality functioning and
their impairment (e.g., Clark, 2007) may
represent a pathway leading to PD diagnoses
that are provided with reduced clinical
usefulness.

Differential Diagnosis in PD
• When “theory-neutral”, operational criteria for
Personality Disorder (PD) assessment were
proposed for the first time in DSM-III axis II (APA,
1980), they were thought to reflect an ability “to
carve nature at its joints” (Spitzer et al., 1978).
• The same aim was maintained in DSM-III-R, DSMIV, DSM-IV-TR, as well as in DSM-5 Section II PD
criteria, “The diagnostic approach used in this
manual represents the categorical perspective
that personality disorders are qualitatively
distinct clinical syndromes” (p. 678).

Differential Diagnosis in PD
• If we take a look at DSM-5 Section II General PD
Criteria, we read the following:
• A. An enduring pattern of inner experience and
behavior that deviates markedly from the expectations
of the individual’s culture. This pattern is manifested in
two (or more) of the following areas:
1. Cognition (i.e., ways of perceiving and interpreting self,
other people, and events).
2. Affectivity (i.e., the range, intensity, lability, and
appropriateness of emotional response).
3. Interpersonal functioning.
4. Impulse control.

Differential Diagnosis in PD
• Interestingly, the “categorical perspective on
PDs” does not seem to provide any definition
(not to say evidence) of which impairment in
core personality functioning should be tracked
in PD clinical assessment in order to identify
subjects belonging to the same putative latent
class.

Differential Diagnosis in PD
• However, Criterion E states “The enduring pattern
is not better explained as a manifestation or
consequence of another mental disorder”.
• Indeed, Criterion E points at differential diagnosis
– this is a critical issue for categorial systems,
since categorial approaches to diagnoses aim at
providing criteria that stems from core
impairment in basic functions that maximize
within-group similarity as well between-group
differences

Differential Diagnosis in PD
• However, when looking at the invidual PD criteria listed in
DSM-5 Section II, the reader may be a little bit disappointed
as to differential diagnosis in PD realm…
• For instance, “Other personality disorders may be confused
with paranoid personality disorder because they have
certain features in common. It is therefore important to
distinguish among these disorders based on differences in
their characteristic features. However, if an individual has
personality features that meet criteria for one or more
personality disorders in addition to paranoid personality
disorder, all can be diagnosed” (p. 652).
• Same considerations hold for Schizoid PD, Schizotypal PD,
Antisocial PD, etc.

Differential Diagnosis in PD
• Thus, the main aim of Criterion E seems to avoid
misdiagnosing non-PD psychiatric disorders as
PDs, rather than providing criteria that could
actually help clinicians to “carve personality at its
joints”.
• Morever, when Criterion E. is declined in terms of
individual PD diagnoses, it appears evident that
no differential diagnosis between different PDs
may be possible when a symptom-counting
approach is used to generate individual PD
diagnoses…

Differential Diagnosis in PD

Differential Diagnosis in PD
• Indeed, a major problem with so-called DSM-5
Section II polytetic format (i.e., meeting a
minimum number of criteria out of the total
number of criteria) for PD diagnosis is that it
requires assessing all PD criteria for all PD
diagnoses; then, clinicians are required to
count how many criteria are met on each PD
by a given subjects in order to see if the
corresponding thresholds for categorial PD
diagnoses are met.

Differential Diagnosis in PD
• This is not simply a time-consuming process…
• In a sense, it is a topsy-turpsy approach to
categorial diagnosis.
• Being unable to provide criteria for core
impairment in basic personality functions from
which impairment that are observed in specific
PDs should stem from, DSM-5 Section II requires
subjects to meet criteria for specific PDs in order
clinicians can consider them as suffering from
personality pathology.

Differential Diagnosis in PD
• The hepatitis diagnosis may be a helpful example…
• Clinicians are provided with a definition of the general
impairment – hepatitis as an inflammatory condition of
the liver– leading to the following general symptoms:
Jaundice; Loss of appetite, Fatigue Mild fever, Muscles
or joint aches, Nausea and vomiting, Dark urine, Pain in
one’s belly, Itchy feelings
• Specific manifestations of hepatitis requires
identification of the individual pathogenic agents (e.g.,
autoimmune hs., toxic hs., viral hs.) and specific clinical
pictures

Differential Diagnosis in PD
• Thus, when assessing hepatitis, clinicians start
identifying general signs and symptoms of liver
impairment due to inflammatory process; then
they go down to the bottom of the hierarchy in
order to identify the specific hepatitis diagnosis
and to differentiate it from other conditions
leading to hepatitis or implying non-inflammatory
impairment in liver functions.
• It is a typical categorial approach to diagnosis, but
it sounds like the opposite of DSM-5 Section II
approach to PD assessment!

Differential Diagnosis in PD
• In other terms, DSM-5 Section II PD criteria are claimed
to represent the categorial perspective on PD
diagnosis, but they fall short in providing clinicians (and
researchers) with three basic information: a) general
criteria for impairment in core personality functioning
stemming from a clear definition of core personality
functions; b) criteria for individual PD diagnoses that
represent specific declinations of the general
impairment criteria and possibly reflect the different
developmental pathways leading to specific PD
configurations; c) a hierarchical structure for PD
diagnosis with a sensible top-down order for
progressive differentiation among PDs (i.e., differential
diagnosis).

Act II
• POLONIUS: Though this be madness, yet there
is method in ’t (W. Shakespeare, Hamlet, Act 2,
Scene 2)

Differential Diagnosis in PD
• Thus, one may wonder if there is any method in
DSM-5 Section II PD “madness”…
• Consistent evidence (e.g., Widiger & Simonsen,
2005) suggest that the answer is “yes, there is!”
• The “method” seems to be DSM-5 Section II
insistence on adopting a K. Schneider-like
typological approach to diagnosing PDs, where
scientific evidence and clinical considerations
consistently suggest the adoption of a
dimensional perspective to PD assessment.

Differential Diagnosis in PD
• Indeed, trying to impose a priori categories that
resemble “good, old character types” which many
clinicians are used to is likely to result in splitting a
dimensional maladaptive personality trait profile into a
number of different diagnostic PD pseudo-categories.
• This yields the amazing result of a single subject
receiving two or more PD diagnoses – one subject, two
or more personalities… Pierre Janet’s (even Charcot’s)
nightmare! (just kidding…) – which in turn are expected
to have different etiopathogenetic pathways within the
same person according to a categorial perspective (e.g.,
Spitzer et al., 1978)!

Differential Diagnosis in PD
• These considerations suggest that time has come
to conceptualize differential diagnosis as the
possibility to capture individual differences in
dysfunctional personality, tailoring maladaptive
personality profiles to subject’s actual specific
experience (e.g., Widiger & Simonsen, 2005).
• Mostly, the dimensional approach to PD
assessment should yield diagnoses that are useful
for clinical decision-making and treatment
planning.
• To be honest, clinical considerations suggested
this shift some years ago…

Differential Diagnosis in PD

Clarkin, Yeomans, & Kernberg, 2006

Differential Diagnosis in PD
• The other side of the coin of DSM-5 Section II
problem with differential diagnosis among PDs is high
PD covariation rate (Widiger & Trull, 2007)
• For instance, a number of studies documented that
PD tend to co-vary rather than to co-occurr (i.e., they
show systematic patterns of associations), and that
their covariation patterns may be meaningfully
analyzed using factor analysis (or other latent
structure analysis techniques) (e.g., Blashfield et al.,
1985; Ekselius et al., 1994; Fossati et al., 2000; Fossati
et al., 2007; Hyler & Lyons, 1988; Kass et al., 1985;
Morey, 1988; Morey et al., 1985; Widiger et al., 1987;
Widiger et al., 1991; Widiger & Frances, 1994).

Differential Diagnosis in PD
• Factor analytic studies of DSM-III/-III-R/DSM-IV PD
diagnoses yielded three main evidences:
• A) poor replicability of factor structures across
studies (big problem!)
• B) poor empirical evidence for DSM-IV threecluster structure
• C) need for the introduction of a dimensional
model of PDs, at least partially consistent with
the Five Factor Model (FFM) of personality (e.g.,
Fossati et al., 2000; Fossati et al., 2007)

Differential Diagnosis in PD
• Recent data indicate that PD comorbidity may have implication also for
PD treatment…
• Recently, D. Diamond and colleagues (2013) reported that subjects
with BPD/NPD and subjects with BPD showed significant differences
during Transference Focused Psychotherapy
• Namely, NPD/BPD group had significantly fewer Axis I disorders, a
larger number of comorbid Axis II personality disorders, and met more
criteria in several Axis II disorders
• In the context of BPD, NPD may co-occur with more malignant
features: paranoia, a trend of more antisocial personality features and
behaviors, and more distortions of reality or variable reality testing
(Diamond et al., 2013)
• NPD/BPD group was significantly more likely to be categorized as
either dismissing (characterized by idealization/devaluation) or cannot
classify (e.g., characterized by oscillation between opposing
attachment strategies) on the AAI
• Need for modification of TFP aspects for NPD/BPD subjects (e.g.,
contract, working on transference, etc.)

Differential Diagnosis in PD
• Thus, Diamond and colleagues’ (2013) findings
suggest that complexity of personality impairment
should be taken into account when carrying out
psychotherapy (at least TFP) with PD clients.
• Dimensional models capturing both severity of
personality function impairment and dominant
maladaptive traits in subject’s profile are expected
to provide clinicians with a diagnostic approach
that would allow them to capture the complexity
of their client’s experience and to tailor treatment
to client’s clinical needs.

Differential Diagnosis in PD
• From a different perspective, researchers tried to
understand if FFM dimensions may represent a
useful way to represent DSM-IV/DSM-5 PDs in
terms of personality (mal-)functioning in
continuity with potentially adaptive personality
configurations (Costa & McCrae, 1990).
• The aim was to understand PD covariation in
terms of sharing identical FFM dimensions and
differences among PDs in terms of unique
contribution of selected FFM traits to selected PDs

Differential Diagnosis in PD
• Thus, FFM system of first-order (30 facets) and
second-order (5 traits) dimensions was thought
to represent a major tool in order to translate
arbitrary PD categories into differential
maladaptive personality profiles that should be
able to capture individual differences in
personality pathology (i.e., tailoring PD
diagnosis to subject’s own experience), and to
identify continuities and differences between
configurations of personality pathology (e.g.,
Costa & McCrae, 1991)

Differential Diagnosis in PD
• This scientific effort produced an impressive
number of studies on the associations
between DSM-IV PDs and FFM dimensions,
which were summarized in Saulsman and
Page’s (2004, 2005) and Samuel and Widiger’s
(2008) meta-analyses.

Differential Diagnosis in PD
• As a whole, studies based on FFM perspective on PDs
suggested that DSM-IV (and thus DSM-5 Section II) PDs
may be described in terms of extreme configurations of
personality traits rather than in terms of “syndromes”
(Saulsman & Page, 2004, 2005; Samuel & Widiger,
2008).
• Higher-order FFM traits – i.e., O, C, E, A, and N – are
particularly important in delineating general risk for
personality pathology (perticularly, N dimension;
Saulsman & Page, 2004; Samuel & Widiger, 2008)
• Individual facets of O, C, E, A, and N dimensions are
needed in order to understand the overlap and the
differences among individual DSM-IV/DSM-5 Section II
PDs (Samuel & Widiger, 2008)

Differential Diagnosis in PD
• FFM studies evidenced that similarities and
differences among DSM-IV/DSM-5 Section II PDs
may be understood in terms of extreme
configurations of potentially adaptive personality
dimensions (Widiger & Simonsen, 2005)
• However, available evidence suggests that
maladaptive personality functioning cannot
simply described in terms of extreme
characteristics of normative traits (e.g., Clark &
Ro, 2014); moreover, variation in schizophreniaspectrum PDs appears to be only partially
captured by FFM trait framework (Lynam &
Widiger, 2001)

Differential Diagnosis in PD
• Trying to cut a long story short, FFM studies gave a
numbr of good news, but also some bad news…
• Good news:
• FFM studies on PDs strongly suggest that the clinicians
should conceive PDs in terms of individual differences in
maladaptive personality profiles capturing subject’s
specific personality dysfunction rather than in terms of
arbitrary categories (e.g., Widiger & Simonsen, 2005)
• FFM personality profiles may represent a solution to
fuzzy boundaries of DSM-IV/DSM-5 Section II PDs, since
they explain both similarities and differences between
individual PD configurations (Samuel & Widiger, 2008)

Differential Diagnosis in PD
• Describing PDs in terms of extreme configurations of
FFM dimensions may help understanding
developmental pathways leading to PDs in terms of
deviations from developmental trajectories leading to
corresponding adaptive personality configurations, thus
helping identification of risk factors, treatment
planning, and even development of preventive
interventions (e.g., DeFruyt & DeClerq, 2014).
• A number of psychometric instruments may be easily
available to clinicians in order to assess FFM
dimensions; these instruments are based on different
methods and are provided with sound psychometric
properties (e.g., Widiger & Trull, 2007)

Differential Diagnosis in PD
• Bad news:
• Personality pathology may not be fully
explained in terms of extreme configurations
of FFM normative traits (Clark & Ro, 2014,
Livesley & Jang, 2005), particularly in the case
of schizotypy (Lynam & Widiger, 2001)
• Many clinicians are used to think dimensionally
about their clients, but they seem to have
developed a kind of allergy towards FFM (just
kidding!)

Differential Diagnosis in PD
• The goal of psychotherapy is to allow the patient to love
and to work (Erikson, 1963)
• Finally, research stemming from clinical perspectives on
DSM-IV PDs consistently stressed the inadequacy of
relying on 10 categories for treatment planning, since
general impairment in personality functioning seemed
to represent the most important issue in planning
successful PD treatment (e.g., Parker et al., 2004; Tyrer,
2006)
• Prominent scholars proposed to dismiss issues of
differential diagnosis/PD overlap in favor of identifying
core personality functions and assessing the severity of
their impairment.

Differential Diagnosis in PD
• Although severity of impairment in personality
functioning, rather than specific PD diagnoses,
seems to represent the most relevant factor for
clinical decision making in PD treatment (Tyrer et
al., 2015), it should be stressed that no specific
criterion for PD severity other than GAF score is
provided in DSM-IV/DSM-5 Section II (e.g., Parker
et al., 2004)
• Interestingly, a huge amount of sound measures
of severity of impairment of personality
functioning is available in order to develop an
agreed-upon index of PD severity (Clark & Ro,
2014)

Act III
• BIONDELLO: Master, master! news, old news,
and such news as you never heard of!
• BAPTISTA: Is it new and old too? how may that
be? (Shakespeare, The Taming of the Shrew,
Act III, Scene 2)
• Natura non facit saltus [Nature makes no
leap] (Leibnitz, New Essays; Linnaeus,
Philosopia Botanica; Darwin, Origin of the
Species)

Differential Diagnosis in PD
• Thus, all these considerations suggested that:
• A) the time has come for a dimensional model of
personality pathology (Clark 2007; Kruger et al., 2012;
Krueger & Markon, 2014; Fossati et al., 2013; Livesley &
Jang, 2005; Widiger & Simonsen, 2005)
• B) a specific set of maladaptive personality traits that
represent maladaptive variants of FFM dimensions
should be developed in order to assess personality
pathology (Krueger et al., 2012; Skodol, 2014)
• C) a dimensional model of severity of impairment in
basic personality function is badly needed in order to
optimize clinical decision making (Bender et al., 2011)

Differential Diagnosis in PD
• D) the model should capture stable maladaptive
components of personality, while providing a metastructure for understanding continuities between
personality pathology and non PD mental disorders
(Krueger et al., 2011) – in a sense, this issue deals with
clinician’s possibility to predict what kind of symptoms
may manifest a given client in the case of life
challenges, interpersonal problems, etc. (e.g., predicting
the risk for substance use, suicidal behavior, mood
symptoms, etc., in the presence of a given configuration
of maladaptive personality traits)
• E) the model should be empirically grounded and transtheoretical

Differential Diagnosis in PD
• F) the model should provide sound measures for the
assessment of personality pathology and its severity, in
order to overcome the problems with poor convergent
validity and test-retest reliability that plagued DSM-IV
PD measures (see, for a review, Zimmerman, 1994)
• Hopefully, the model should allow bi-directional
predictions inter-connecting impairment in core
personality functions and maladaptive personality
traits, so that maladaptive personality traits should
contain core elements of personality dysfunctions and
specific impairments in basic personality functions
should predict specific maladaptive trait profiles.

Differential Diagnosis in PD
• A major question, “Does this model of PD
assessment exist?”
• The answer is, “Yes, it does…at least as an initial
attempt… You have only to look at DSM-5 Section
III”
• Indeed, DSM-5 Alternative Model of Personality
Disorder (AMPD) represents the first attempt at
providing a dimensional model (actually, hybrid
categorial-dimensional model, since it still retains
a categorial component) for assessing personality
pathology, in order to overcome the limitations of
DSM-5 Section II PD diagnoses.

Differential Diagnosis in PD
• Major features of DSM-5 AMPD
• Providing a clear distinction between
“dysfunction”, referred to core problems in
the abilities underlying various form of
psychopathology – and “disability” – referred
to functional impairments consequent to
disorders (Skodol, 2011; Wakefield, 1992)

Differential Diagnosis in PD
• Thus, DSM-5 AMPD provides a clear definition of
core personality functions whose impairment
should be identified in PD assessment
• Core personality functions were based on
personality functioning features that were
considered relevant by the majority of
personality models (Skodol et al., 2011).
• Severity of impairment in core personality
functions should then be assessed.

Differential Diagnosis in PD
• In particular, DSM-5 AMPD indicated
impairment in SELF and INTERPERSONAL
functioning as the core elements to consider
to diagnose a PD – i.e., the so-called Criterion
A.
• This represents an attempt at providing
assessment criteria for PDs that are somewhat
aligned with relevant targets of clinical
interventions

Differential Diagnosis in PD
• Self
• Identity: experience of oneself as unique, with
clear boundaries between self and others;
stability of self-esteem and accuracy of selfappraisal; capacity for, and ability to regulate a
range of emotional experience
• Self-direction: pursuit of coherent and
meaningful short-term and life goals;
utilization of constructive and prosocial
internal standards of behavior; ability to selfreflect productively.

Differential Diagnosis in PD
• Interpersonal
• Empathy: comprehension and appreciation of
others’ experiences and motivations; tolerance
of different perspectives; understanding the
effects of one’s own behavior on others.
• Intimacy: depth and duration of connection with
others; desire and capacity for closeness;
mutuality of regard reflected in interpersonal
behavior.

Differential Diagnosis in PD
• Research suggests that personality
psychopathology severity is the most
important single predictor of current and
future impairment of PD subjects, and that
PDs may be optimally described by a general
personality severity dimension with an
additional specification of stylistic elements
derived from a constellation of PD symptoms
and personality traits (Skodol, 2011; Tyrer,
2005)

Differential Diagnosis in PD
• Consistent with this evidence, DSM-5 AMPD
provides the Level of Personality Functioning
Scale (LPFS), which differentiates 5 levels of
impairment in Self and/or Interpersonal
functioning, ranging from little or no impairment
(Level 0) to extreme impairment (Level 4).
• A moderate level of impairment in personality
functioning is required for a PD diagnosis (Level
2).

Differential Diagnosis in PD
• LPFS showed promising psychometric properties
in clinical samples (Morey et al., 2013; Few et al.,
2013), although inter-rater reliability was
moderate (ICC ranging from .42 to .51; Few et al.,
2013)
• However, appropriate use of the LPFS requires
clinicians to be familiar with their clients to
address diverse areas of personality functioning,
as it is operationalized in the 5-hour contact
requirement (Morey et al., 2013).

SELF
Level
0

Identity
-Ongoing
awareness of a
unique self;
maintains roleappropriate
boundaries.
-Consistent and
self-regulated
positive self-esteem,
with accurate selfappraisal.
-Capable of
experiencing,
tolerating and
regulating a full
range of emotions.

1

-Relatively intact
sense of self, with
some decrease in
clarity of boundaries
when strong
emotions and
mental distress are
experienced.
-Self-esteem
diminished at times,
with overly critical or
somewhat distorted
self-appraisal.
-Strong emotions
may be distressing,
associated with a
restriction in range
of emotional
experience.

INTERPERSONAL
Self-Direction

Empathy

Intimacy

-Sets and aspires to
reasonable goals
based on a realistic
assessment of
personal capacities.

-Capable of accurately
understanding others’
experiences and
motivations in most
situations.

-Maintains multiple
satisfying and
enduring relationships
in personal and
community life.

-Utilizes appropriate
standards of
behavior, attaining
fulfillment in multiple
realms.

-Comprehends and
appreciates others’
perspectives, even if
disagreeing.

-Desires and engages
in a number of caring,
close and reciprocal
relationships.

-Is aware of the effect of
own actions on others.

-Strives for
cooperation and
mutual benefit and
flexibly responds to a
range of others’ ideas,
emotions and
behaviors.

-Somewhat compromised
in ability to appreciate and
understand others’
experiences; may tend to
see others as having
unreasonable expectations
or a wish for control.

-Able to establish
enduring relationships
in personal and
community life, with
some limitations on
degree of depth and
satisfaction.

-Although capable of
considering and
understanding different
perspectives, resists doing
so.

-Capacity and desire
to form intimate and
reciprocal
relationships, but may
be inhibited in
meaningful expression
and sometimes
constrained if intense
emotions or conflicts
arise.

-Can reflect on, and
make constructive
meaning of, internal
experience.

-Excessively goaldirected, somewhat
goal-inhibited, or
conflicted about
goals.
-May have an
unrealistic or socially
inappropriate set of
personal standards,
limiting some aspects
of fulfillment.
-Able to reflect upon
internal experiences,
but may
overemphasize a
single (e.g.,
intellectual,
emotional) type of
self-knowledge.

-Inconsistent is awareness
of effect of own behavior on
others.

-Cooperation may be
inhibited by unrealistic
standards; somewhat
limited in ability to
respect or respond to
others’ ideas,
emotions and
behaviors.

2

-Excessive dependence on
others for identity definition,
with compromised
boundary delineation.
-Vulnerable self-esteem
controlled by exaggerated
concern about external
evaluation, with a wish for
approval. Sense of
incompleteness or
inferiority, with
compensatory inflated, or
deflated, self-appraisal.
-Emotional regulation
depends on positive
external appraisal. Threats
to self-esteem may
engender strong emotions
such as rage or shame.

3

-A weak sense of
autonomy/agency;
experience of a lack of
identity, or emptiness.
Boundary definition is poor
or rigid: may be over
identification with others,
overemphasis on
independence from others,
or vacillation between
these.
-Fragile self-esteem is
easily influenced by events,
and self-image lacks
coherence. Self-appraisal
is un-nuanced: selfloathing, self-aggrandizing,
or an illogical, unrealistic
combination.
-Emotions may be rapidly
shifting or a chronic,
unwavering feeling of
despair.

-Goals are more often
a means of gaining
external approval
than self-generated,
and thus may lack
coherence and/or
stability.
-Personal standards
may be unreasonably
high (e.g., a need to
be special or please
others) or low (e.g.,
not consonant with
prevailing social
values). Fulfillment is
compromised by a
sense of lack of
authenticity.
-Impaired capacity to
reflect upon internal
experience.
-Difficulty establishing
and/or achieving
personal goals.
-Internal standards for
behavior are unclear
or contradictory. Life
is experienced as
meaningless or
dangerous.
-Significantly
compromised ability
to reflect upon and
understand own
mental processes.

-Hyper-attuned to the
experience of others,
but only with respect
to perceived
relevance to self.

-Capacity and desire to
form relationships in
personal and community
life, but connections may
be largely superficial.

-Excessively selfreferential;
significantly
compromised ability
to appreciate and
understand others’
experiences and to
consider alternative
perspectives.

-Intimate relationships
are largely based on
meeting self-regulatory
and self-esteem needs,
with an unrealistic
expectation of being
perfectly understood by
others.

-Generally unaware
of or unconcerned
about effect of own
behavior on others, or
unrealistic appraisal
of own effect.

-Ability to consider
and understand the
thoughts, feelings and
behavior of other
people is significantly
limited; may discern
very specific aspects
of others’ experience,
particularly
vulnerabilities and
suffering.
-Generally unable to
consider alternative
perspectives; highly
threatened by
differences of opinion
or alternative
viewpoints.
-Confusion or
unawareness of
impact of own actions
on others; often
bewildered about
peoples’ thoughts and
actions, with
destructive
motivations frequently

-Tends not to view
relationships in reciprocal
terms, and cooperates
predominantly for
personal gain.

-Some desire to form
relationships in
community and personal
life is present, but
capacity for positive and
enduring connection is
significantly impaired.
-Relationships are based
on a strong belief in the
absolute need for the
intimate other(s), and/or
expectations of
abandonment or abuse.
Feelings about intimate
involvement with others
alternate between
fear/rejection and
desperate desire for
connection.
-Little mutuality: others
are conceptualized
primarily in terms of how
they affect the self
(negatively or positively);
cooperative efforts are
often disrupted due to
the perception of slights

4

-Experience of a unique
self and sense of
agency/autonomy are
virtually absent, or are
organized around
perceived external
persecution. Boundaries
with others are confused or
lacking.
-Weak or distorted selfimage easily threatened by
interactions with others;
significant distortions and
confusion around selfappraisal.
-Emotions not congruent
with context or internal
experience. Hatred and
aggression may be
dominant affects, although
they may be disavowed
and attributed to others.

-Poor differentiation
of thoughts from
actions, so goalsetting ability is
severely
compromised, with
unrealistic or
incoherent goals.
-Internal standards for
behavior are virtually
lacking. Genuine
fulfillment is virtually
inconceivable.
-Profound inability to
constructively reflect
upon own experience.
Personal motivations
may be unrecognized
and/or experienced
as external to self.

-Pronounced
inability to consider
and understand
others’ experience
and motivation.
-Attention to others'
perspectives
virtually absent
(attention is
hypervigilant,
focused on needfulfillment and harm
avoidance).
-Social interactions
can be confusing
and disorienting.

-Desire for affiliation is
limited because of profound
disinterest or expectation of
harm. Engagement with
others is detached,
disorganized or consistently
negative.
-Relationships are
conceptualized almost
exclusively in terms of their
ability to provide comfort or
inflict pain and suffering.
-Social/interpersonal
behavior is not reciprocal;
rather, it seeks fulfillment of
basic needs or escape from
pain.

Differential Diagnosis in PD
• For the first time in DSM history, DSM-5 AMPD
included a dimensional system of maladaptive
personality domains and traits for dimensional
PD diagnosis.
• The system stemmed from the consideration that
adaptive traits were not be able to capture
pathological traits of clinical relevance in an
optimal or comprehensive way, and personality
pathology could not be considered simply as
extreme manifestations of adaptive personality
dimensions (Skodol et al., 2011).
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• Krueger and colleagues (2012) developed a
flexible dimensional system based on 25
specific maladaptive personality traits which
are hierarchically organized in five broad
maladaptive personality domains—Negative
Affectivity, Detachment, Antagonism,
Disinhibition, and Psychoticism – and are
thought to represent the maladaptive variants
of FFM traits and facets.

Differential Diagnosis in PD

Differential Diagnosis in PD
DSM-5 AMPD provides a clear top-down hierarchical algorithm
for PD diagnosis (APA, 2013):
1. Is a personality functioning (self and interpersonal)
impairment present?
2. If so, assess the impairment level of self (identity or selfdirection) and interpersonal (empathy or intimacy)
functioning on the Level of Personality Functioning Scale.
3. If LPFS ≥2, then Criterion B – maladaptive personality domains
and traits - should be assessed
4. Is one of the 6 defined subtypes present?
5. If not, is a Personality Disorder – Trait Specified (PDTS)?
6. If so, indicate PDTS, identify and list applicable traits, domains,
and report impairment severity
7. Domains and traits may be assessed even in the absence of
any impairment in Criterion A, if they may be important and
helpful in the clinical case conceptualization
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• DSM-5 AMPD Criterion B has been operationalized in
freely available measures for assessing DSM-5 proposed
maladaptive personality traits and domains; in
particular, Krueger and colleagues (2012) developed the
Personality Inventory for DSM-5 (PID-5), a family of
self-report and observer-rated instruments..
• The most widely used version of the PID-5 is the 220item self-report questionnaire with a 4-point response
scale; it yields 25 primary scales assessing the 25
maladaptive personality traits listed in DSM-5 AMPD,
which can be combined to also delineate 5 higher order
scales measuring the DSM-5 AMPD maladaptive
personality domains – i.e., negative affectivity,
detachment, antagonism, disinhibition, and
psychoticism.

Differential Diagnosis in PD
• Nice model, but does it work?
• Most available evidence is related to Criterion B
as it is operationalized in the PID-5.
• Translations of Criterion B measures are
gradually spreading over countries and
cultures…

Differential Diagnosis in PD
PID-5 TRANSLATIONS:
The PID-5 was translated in a number of languages
including:
• Italian (Fossati, Krueger, Markon, Borroni, &
Maffei, 2013)
• Dutch (De Fruyt et al., 2013)
• German (Zimmerman et al., 2014)
• Spanish (Gutiérrez et al., 2015)
• Danish (Bo, Bach, Mortensen, & Simonsen, 2016)
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• Although DSM-5 has been released in 2013, five reviews
summarizing empirical study findings on DSM-5 AMPD are already
available:
– the first one is centered on the use of the PID– 5 in forensic settings
(Hopwood & Sellbom, 2013)
– the second one includes a general and conceptual examination of the
history behind the development of the PID-5 (Krueger & Markon,
2014),
– the third with a broad review of the different instruments assessing (all
or specific) DSM–5-defined PDs (Furnham, Milner, Akhtar, & De Fruyt,
2014)
– the fourth that provides a general overview of the current literature
that is divided into the components of the Section III model (i.e.,
Criteria A, Criteria B, etc.; Morey, Benson, Busch, & Skodol, 2015)
– the last one summarizes the psychometric properties of the adult selfreport version of the PID– 5 (Al-Dajani, Gralnick & Bagby, 2016)
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PID-5 RELIABILITY – INTERNAL CONSISTENCY
• In the original scale development study (Krueger
et al., 2012), PID-5 domains and facets
demonstrated excellent internal consistency.
• Cronbach α for domain scales were as follows:
Negative Affectivity α = .93; Detachment α = .96;
Antagonism α = .94; Disinhibition α = .84; and
Psychoticism α = .96.
• Cronbach αs for facets ranged from .72
(Grandiosity) to .96 (Eccentricity; median α = .86).
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• Similar internal consistency estimates have
been established across several studies (e.g.,
Ashton, Lee, de Vries, Hendrickse, & Born,
2012; Bo et al., 2016; De Fruyt et al., 2013;
Fossati, Krueger, Markon, Borroni, & Maffei,
2013; Gore & Widiger, 2013; Hopwood,
Krueger et al., 2012; Quilty, Ayearst,
Chmielewski, Pollock, & Bagby, 2013; Thomas,
Markon, Wright, & Krueger, 2012).
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PID-5 RELIABILITY – TEST RETEST RELIABILITY
• Only two studies addressed test-retest reliability of
DSM-5 AMPD measures. Wright and colleagues (2015)
examined test– retest reliability of the PID– 5 across an
average of 1.44 years in a clinical sample, documenting
that PID-5 scores were provided with rank-order
consistency (median r = .68) comparable with other
self-report measures of psychopathology.
• Zimmermann and colleagues’ (2015) using latent statetrait analyses for each of the 25 PID-5 trait facets
showed that, on average, 79.5% of the variance was
due to stable traits (i.e., consistency), and 7.7% of the
variance was due to situational factors (i.e., occasion
specificity).
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PID-5 VALIDITY – FACTOR STRUCTURE
• PID-5 factor structure (Kruger et al., 2012) has
been replicated in different samples, including:
– Italian adult community dwelling volunteers (CFA):
Fossati et al., 2013
– Danish adults (EFA with a CF-equamax oblique
rotation): Bach et al., 2016
– Dutch-speaking community-dwelling adults (EFA): Van
den Broeck et al., 2014
– Spanish adults (EFA): Gutiérrez et al., 2015
– Flemish adolescents (EFA with a CF-equamax oblique
rotation): De Clercq et al., 2014
– Flemish undergraduates (EFA with a CF-equamax
oblique rotation): De Fruyt et al., 2013

Differential Diagnosis in PD
PID-5 VALIDITY – CONSTRUCT VALIDITY:
HIERARCHICAL FACTOR STRUCTURE
Wright and colleagues
(2012); Van den Broeck
et al. (2012) ; Wright &
Simms, 2014; Bo et al.,
2016)
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PID-5 VALIDITY – CONSTRUCT VALIDITY: FFM
• A number of studies documented that PID-5
traits mapped on corresponding FFM domains,
with the partial exception of Openness (Griffin
& Samuel, 2014; Suzuki et al., 2015; Suzuki et
al., 2016; DeYoung et al., 2016)
• Similar evidence were found for HEXACO
(Ashton et al., 2012) and PSY-5 (Anderson et
al., 2013, 2015)
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PID-5 VALIDITY – CONSTRUCT VALIDITY:
Nomological Network Validity
• PID-5 significantly predicted DSM-IV/DSM-5 Section II
measures (e.g., Anderson et al., 2015; Fossati et al., 2013,
2016; Hopwood et al., 2013; Miller et al., 2013 Sellbom et
al., 2013; Strickland et al., 2013)
• Preliminary investigation demonstrated that PID-5 traits
were associated with general interpersonal impairment
(Few et al., 2013; Fossati et al., 2015; Wright, Pincus et al.,
2012)
• PID-5 traits seem to differentiate problem gamblers from
non-problem gambler in community dwelling samples
(Carlotta et al., 2015)
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• Quoting Freud (1927), Die Zukunft einer Illusion [The Future of
an Illusion]…
• Notwithstanding these promising findings, DSM-5 AMPD does
not come without problems…
• Both hierarchical relationship between Criterion A and Criterion
B, and the categorial component of the model have never been
demonstrated
• PID-5 measures do not provide agreed-upon cut-off scores and
standard errors for scores near cut-points
• PID-5 measures are not provided with validity scales
• Test-retest reliability and longitudinal stability data are still
limited
• Most information on DSM-5 AMPD is limited to PID-5 self reports
concerning Criterion B traits and domains
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• Recent data seemed to call into question the hierarchical
separation of Criterion A (self- and interpersonal function)
from Criterion B (maladaptive personality traits) that has
been proposed in DSM-5 AMPD.
• For instance, Berghuis, Kamphuis, and Verheul (2014)
examined the associations of specific personality traits and
general personality dysfunction in relation to the presence
and severity of DSM–IV PD in a Dutch clinical sample and
found that personality dysfunction measures yielded
significant prediction of PD and severity of PD above and
beyond normal traits, but their incremental validity was
minimal or small over pathological personality traits.

Differential Diagnosis in PD
• In a seminal study, Zimmerman and colleagues (2015)
reported that the joint structure of the Criterion A subdomains and the Criterion B facets broadly resembled
the expected model of two plus five factors, albeit the
loading pattern suggested that the distinction between
Criteria A and B was somewhat blurry.
• Fossati and colleagues (2015) showed that DSM-5
maladaptive domains measured with the brief form of
the Personality Inventory for DSM-5 (PID-5-BF; Krueger
et al., 2012) predicted a substantial amount of variance
in measure of general personality dysfunction, at least
in a sample of non-clinical adolescents.

Differential Diagnosis in PD
Integrating DSM-5 Alternative Model of
Personality Criterion A and Criterion B
Features within a Structural Model:
Evidence from Latent Structure Analyses of
Self-reports of Measures of Self Function,
Interpersonal Function, and Maladaptive
Personality Traits in a Sample of
Consecutively Admitted Outpatients

Differential Diagnosis in PD
We aimed at testing in a large sample of consecutively
admitted outpatients:
a) if reliable measures of disordered self- and
interpersonal function and reliable measures of DSM-5
maladaptive personality traits load on separate latent
dimension, or rather belong to the same underlying
factors;
b) if meaningful latent sub-groups may be identified
performing taxometric analyses of measures of selfand interpersonal function and associated DSM-5
AMPD traits.
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PARTICIPANTS
• 401 participants who were consecutively admitted to
the Clinical Psychology and Psychotherapy Unit of the
San Raffaele Hospital of Milan, Italy
• 207 (51.6%) participants were female and 194 (48.4%)
were male; participants’ mean age was 40.12 years, SD
= 12.67 years
• 226 (56.4%) participants received at least one DSM-IV
axis I diagnosis; in this sample, mood disorders (n = 83,
20.7%) and alcohol abuse/dependence disorder (n = 74,
18.5%) were the most frequently diagnosed axis I
disorders.
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MEASURES
• PID-5 (Krueger et al., 2012; Fossati et al., 2013). In the
present sample the median Cronbach α coefficient value for
PID-5 trait scales was .86, SD = .07. In our study, MLR ESEM
results suggested adequate fit for the five-factor model of
the 25 PID-5 trait scales, χ2(185) = 640.05, p <.001, CFI = .91,
RMSEA = .08, 95% confidence interval = .07, .09, SRMSR =
.03; , CC values ranged from .86 (Disinhibition) to .98
(Antagonism), median CC value = .90.
• SCID-II (First et al., 1994; Maffei et al., 1997). In the present
study, the interrater reliability of SCID-II diagnoses was
assessed on 150 (39.7%) consecutively admitted
participants. The, the ICC value for the overall number of
SCID-II criteria was .91, p<.001; the ICC values SCID-II PD
dimensional counts ranged from .70 (Schizotypal PD) to .98
(Borderine PD), median ICC value = .92, SD = .08, all ps<.001.
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MEASURES
• Personality Diagnostic Questionnaire-4+ (PDQ-4+;
Hyler, 1994; Fossati et al., 1998). In the present study,
we considered only the PDQ-4+ scale scores of the 10
PDs that were retained in the DSM-5 Section II. With
the exception of PDQ-4+ Obsessive-Compulsive scale (8
items, Cronbach α value = .61; r average inter-item r
value = .16), Cronbach α values suggested adequate
internal consistency reliability for all DSM-IV axis
II/DSM-5 Section II PD scales included in PDQ-4+,
median Cronbach α value = .82, SD = .05.
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MEASURES
• Temperament and Character Inventory-Revised (TCI-R;
Cloninger, 1999). In the present study, we relied only on TCIR Self Directedness and Cooperativeness scale scores as
measures of self- and interpersonal function components.
Recently, Berghuis, Kamphuis, and Verheuil (2013) showed
that Cloninger’s (2000) Self-directedness and
Cooperativeness character dimensions mapped directly
onto DSM-5 Criterion A Self-dysfunction and Interpersonal
dysfunction, respectively. Cronbach α coefficient values for
TCI-R Self Directedness and Cooperativeness scales were .90
and .87, respectively. A two-factor MLR ESEM model of the
10 TCI-R facet scales was provided with acceptable fit
indices, χ2(26) = 79.09, p <.001, CFI = . 96, RMSEA = .07, 95%
confidence interval = .05, .09, SRMSR = .04
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• The first seven eigenvalues of the correlation matrix of
PID-5 trait scales and TCI-R S-D and CO facet scales were
12.24, 3,41, 2.61, 1.81, 1.30, 1.22, and 0.99,
respectively. 95th percentiles and average values for the
first seven eidenvalues of random correlation matrices
that were obtained by performing 1,000 random
permutation of our original data were 1.67 (M = 1.60),
1.58 (M = 1.53), 1.52 (M = 1.47), 1.46 (M = 1.42), 1.42
(M = 1.38), 1.37 (M = 1.34), and 1.34 (M = 1.30),
respectively. Thus, PA suggested the extraction of the
first four PCs from the correlation matrix (as well as 4thpower MAP and optimal coordinates).

Joint principal
component
analyses of the
PID-5 Trait Scales
and TCI-R Selfdirectedness and
Cooperativeness
Dimensions

In order to evaluate if distinct latent groups underlie the PC
score distribution, we carried out formal taxometric analyses.
Results of Mean Above Minus Below A Cut (MAMBAC; Meehl &
Yonce, 1994) Analyses of Principal Component Scores

CCFI value = .23 (cut-off values: lower than .40 = dimensional structure; .40-.60
= ambiguous; greater than .60 = categorial structure)

Results of MAXCOV-HITMAX Analyses of Principal Component Scores
CCFI value = .20 (cut-off values: lower than .40 = dimensional structure; .40.60 = ambiguous; greater than .60 = categorial structure)
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• The association between overall amount of observer-rated DSM5 Section II PD symptoms (i.e., sum of all DSM-5 Section II PD
criteria that were met by each participants on SCID-II interview)
and the four PCs that were obtained by joint PCA of PID-5 trait
scales and TCI-R Self Directedness and Cooperativeness facet
scales was evaluated by computing negative binomial (NB)
regression models
• The omnibus test for the four PCs that were entered in the NB
regression model as predictors was highly significant, χ2 (4) =
26.74, p<.001; the goodness-of-fit of the NB regression model
was adequate, χ2 (396) = 185.03, p>.50.
• The amount of variance that was explained in overall number of
observer-rated DSM-5 Section II PD symptoms by the four PC in NB
regression model was moderate, R2C&U = .16. A positive, significant
effect was observed for PC1, b = 0.21 (rate ratio = 1.23), SE = 0.04,
z = 5.64, p<.001, and, to a lesser extent, PC2, b = 0.10 (rate ratio =
1.11), SE = 0.03, z = 3.16, p<.01; no significant effect was observed
for PC3, b = 0.06 (rate ratio = 1.06), SE = 0.04, z = 1.51, p>.10, and
PC4, b = -0.05 (rate ratio = 0.95), SE = 0.03, z = -1.57, p>.10.
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• When we considered the number of self-reported DSM-5
Section II PD symptoms on the PDQ-4+ as dependent
variable in count regression models, the NB regression
model including the four PCs as independent variables
fitted adequately the data, χ2 (396) = 38.05, p>.50. The
omnibus test for significance of independent variable effect
was highly significant, χ2 (4) = 71.34, p<.001, with a R2C&U
value of .68. A positive, significant effect was observed for
PC1, b = 0.31 (rate ratio = 1.37), SE = 0.02, z = 18.52, p<.001,
PC2, b = 0.08 (rate ratio = 1.09), SE = 0.01, z = 5.71, p<.001,
PC3, b = 0.13 (rate ratio = 1.13), SE = 0.02, z = 7.66, p<.001,
and PC4, b = 0.07 (rate ratio = 1.07), SE = 0.01, z = 4.63,
p<.001.
• No significant, positive associations were observed between
PC scores and axis I diagnoses
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• PC1 scores significantly predicted the frequency of
unemployment (n = 84, 20.9%) in logistic regression
analyses, b = 0.63 (odds ratio = 1.87), SE= 0.15, z = 4.19,
p<.001, R2C&U = .08, Hosmer-Lemeshow goodness-of-fit χ2 (8)
= 7.95, p>.40.
• Logistic regression analyses showed that participants
scoring high on PC1, b = 0.27 (odds ratio = 1.31), SE= 0.13, z
= 2.01, p<.05, and PC2, b = 0.35 (odds ratio = 1.42), SE =
0.12, z = 2.88, p<.01, were significantly more likely to have
no stable relationship than other participants, R2C&U = .07,
p<.001, Hosmer-Lemeshow goodness-of-fit χ2 (8) = 8.15,
p>.40. At the opposite, high scores on PC1 were negatively
and significantly associated with the frequency of
participants being involved in a marriage/common-law
marriage (n = 97, 24.2%), b = -0.43 (odds ratio = 0.65), SE =
0.15, z = -2.87, p<.01, R2C&U = .06, Hosmer-Lemeshow
goodness-of-fit χ2 (8) = 11.08, p>.10.
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• Key findings
• Measures of traits and measures of impairment in selfand interpersonal functions seem to lay on the same
latent dimensions – no evidence of a dissociation
between Criterion A and Criterion B
• No evidence of distinct latent taxa – DSM-5 AMPD PDs
are consistent with dimensions, with no support for the
hybrid-categorial component of the model
• All PD profiles were significantly related with amount of
self-reported PD symptoms, but only PC1 and PC2
profiles were associated with overall amount of
observer-rated PD symptoms and impairment in
occupational and marital functioning
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• In summary
• DSM-5 AMPD looks promising in order to increase our knowledge
of personality pathology, yield diagnoses that may be useful for
clinical decision making (and maybe for developing new treatment
strategies), and fill the gap between researchers’ perspective and
clinicians approach to personality pathology
• DSM-5 AMPD may help clinicians to diagnose PDs in terms of
regulatory and motivational systems involved in personality
functioning and their impairment rather than in terms of “signs
and symptoms”
• DSM-5 AMPD may help clinicians to capture in the assessment
process of PDs inter-individual differences in developmental
pathways leading to dysfunctional personality profiles
• DSM-5 AMPD may allow to capture continuities - as well as
discontinuities - between personality dimensions, maladaptive
personality structures and non-PD mental disorders listed in the
DSM-5 (i.e., framing the meta-structure of DSM-5 disorders)
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• DSM-5 AMPD provides non-stigmatizing, non-psychiatric
terms that may be easily shared with the client in the process
of PD diagnosis communication and/or setting of treatment
strategy.
• DSM-5 AMPD may help integrating research data from
multiple perspective on psychopathology, since some
Criterion B domains (e.g., Negative Affectivity) bear
resemblance with corresponding RDoC dimensions, whereas
Criterion A focus on self- and interpersonal functioning may
help the dialogue with PDM-based research (marginally, the
mentalization features of Criterion A Identity and Empathy
are akin to Theory of Mind sub-dimension of RDoC)
• Of course, only research data and clinicians’ interests will tell
if DSM-5 AMPD will stand the test of time or if it will be “the
future of an illusion”
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