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ABSTRACT 

The Diagnostic and Statistical Manual for Mental Disorders-5th Edition (DSM-5; American 

Psychiatric Association [APA], 2013) includes an alternate model for the assessment and 

diagnosis of personality disorders (PDs). This model is a hybrid dimensional-categorical model 

that includes functional impairment, maladaptive personality traits, and a set of categorical PD 

diagnoses. Previous research has begun to evaluate the different aspects of this model, 

particularly its trait model (see Krueger & Markon, 2014 for a review); however, additional 

research is needed that addresses the clinical utility of the model, the role of functional 

impairment in PD assessment, and validity of measure designed to assess the model (e.g., the 

Personality Inventory for DSM-5 [PID-5] and its alternate forms). The following studies aimed 

to fill those gaps in the literature. Study One evaluated clinical perspectives of Borderline (BPD) 

and Antisocial (ASPD) PDs using Section III dimensional traits and supported the use of these 

traits in operationalizing these two disorders in clinical practice. Study Two examined the 

functional impairment criteria of the model as they relate to specific PDs. This study suggested a 

lack of utility in measuring disorder-specific impairment due to overlap across PDs and instead 

suggested the use of more broad constructs of impairment. In addition, however, this study 

highlighted some of the overlap between functional impairment and maladaptive traits in this 

model, as described by other previous researchers (e.g., Zimmerman et al., 2015) and called for 

additional research regarding the utility of this criterion. Finally, Study Three evaluated a 

screening measure for the Section III trait domains, the PID-5-Brief Form (PID-5-BF; APA, 
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2013; Derringer et al., under review). This study found support for the factor structure of this 

measure as well as its construct validity as measured by its association with relevant external 

criterion variables. Although more research continues to be needed regarding the use of this 

alternative model, these studies have implications for its implementation and generally support 

the use of dimensional traits in the assessment and diagnosis of personality psychopathology.  
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1. INTRODUCTION 

 Personality is an important component of understanding behavior across many different 

societal contexts, including (but not limited to) employment, interpersonal relationships, crime 

and violence, and mental health. For instance, dimensional personality traits have been found to 

be an important aspect in job selection and satisfaction (Caldwell & Burger, 1998; Cook, Vance, 

& Spector, 2000; Dipboye & Gaugler, 1993; White, 1993) and personality traits have been 

linked to problematic work behaviors (Goldberg, 1992; Hough et al., 1990; Judge, Martocchio, 

& Thoresen, 1997; Skarlicki, Folger, & Tesluk, 1999). In addition, personality research has 

shown a connection between personality traits and marital dissatisfaction (O’Rourke et al., 2011; 

Robins, Caspi, & Moffitt, 2000), divorce (Johnson & Harris, 1980), criminal behavior (Miller & 

Lynam, 2001), and criminal re-offending (Listwan, Piquero, & Van Voorhis, 2010).  

 The influence of personality remains strong cross-culturally as well. Across different 

countries, personality has shown to be an important factor in many different contexts. A Belgian 

study showed that personality traits were important factors in employment recommendations 

(Lievens, De Fruyt, & Van Dam, 2001). Similarly, a cross-cultural study using samples from the 

United States and Germany found that traits played a significant role in social interactions 

(Nezlek, Schuetz, Schroeder-Abe, & Smith, 2011). Furthermore, research with Asian immigrants 

in the United States showed associations between personality traits and coping skills (Roesch, 

Wee, & Vaughn, 2006). And, finally, a large-scale study using samples from Europe and 

Australia found that, across cultures, personality was associated with relationship satisfaction 
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and stability (Dyrenforth et al., 2010). Therefore, the assessment of personality is not only an 

important consideration in the United States, but also has cross-cultural implications as well.  

 Personality plays a significant role in mental health as well, particularly when personality 

traits become pathological. Personality disorders (PDs) have been associated with similar 

problematic behaviors. PDs are largely believed to be a configuration of maladaptive personality 

traits and an estimated 10% of adults meet criteria for a PD (Torgerson, 2005), making the 

understanding and accurate measurement of personality psychopathology an important clinical 

issue. Much like research on normative personality, previous research has shown that individuals 

with PD diagnoses are also at an increased risk for criminal behavior (Johnson et al., 2000), 

violence (McMurran & Howard, 2009), and occupational and interpersonal impairment, 

including divorce (Disney Weinstein, & Oltmanns, 2012; Skodol et al., 2002). PDs have been 

shown to have associations with poor workplace performance, such as being fired, laid off, 

unemployed, or experiencing problems with employers and co-workers (Ettner et al., 2011). 

Furthermore, PDs are associated with poor social and emotional functioning (Grant et al., 2004) 

and individuals with such disorders are more likely to cause distress to people around them, such 

as family members, friends, partners, and co-workers (Jackson & Burgess, 2000; Miller, 

Campbell, & Polkonis, 2007). Moreover, these deficits in occupational, social, and emotional 

functioning can have a great effect on social spending. For example, antisocial personality 

disorder (ASPD) has been found to be associated with financial dependency, social security 

disability, and food stamp receipt (Goldstein et al., 2012). Therefore, the importance of 

accurately assessing and diagnosing personality traits reaches beyond clinical psychology 

practice and impacts society at a broader level as well.  
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 The conceptualization and measurement of PDs has been a topic of significant debate. 

The current PD diagnostic system is a categorical diagnostic model including ten theoretically 

distinct polythetic criterion sets organized into three clusters. However, research has not 

supported this model. There has been no research that shows the factor structure of personality 

psychopathology splits into ten separate categories (Krueger & Eaton, 2010; Widiger, Simonsen, 

Krueger, Livesley, & Verheul, 2005) and there does not appear to be an empirical justification 

for the diagnostic cutoffs (Kamphuis & Noordhof, 2009). Indeed, this current model has been 

met with substantial criticism since the DSM-III (e.g. Clark, 2007; Clemence et al., 2009; 

Vinnars and Barber, 2008; Watson et al., 2008; Widiger and Mullins-Sweatt, 2010). Researchers 

have pointed to additional problems such as excessive diagnostic comorbidity, temporal 

instability of the disorders, and poor convergent and discriminant validity across PDs. For 

instance, individuals who meet criteria for one PD are likely to meet criteria for another PD 

(Dolan-Sewell, Krueger, & Shea, 2001). However, there is also a lack of coverage in these 

disorders, given that the most frequently diagnosed PD is PD-Not Otherwise Specified (PD-

NOS; Verheul & Widiger, 2004). Therefore, the majority of individuals with personality 

psychopathology are not captured by these diagnostic categories, and when an individual does 

meet criteria for one of these categories, discriminant validity is likely to become a problem and 

multiple PDs are likely to fit the symptomatic pattern.  

 In addition, researchers have pointed out the excessive heterogeneity within diagnoses; in 

other words, individuals with the same diagnosis could present with very different 

symptomatology. For instance, Borderline PD (BPD) requires an individual to exhibit five of 

nine diagnostic criteria; this means two individuals could simultaneously meet criteria for a 

diagnosis of BPD, but only share one symptom from this disorder (see e.g., Clark, 2007; Skodol 
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et al., 2011; Widiger and Trull, 2007, for reviews). For these reasons, prior to the publication of 

the DSM-5, the Personality and Personality Disorders (P&PD) workgroup proposed an 

alternative system for the diagnosis of PDs. However, the model was rejected as the primary 

model and the DSM-5 retained the DSM-IV-TR (APA, 2000) personality disorder diagnostic 

structure for formal personality psychopathology diagnosis. The proposed alternative model was 

then placed in Section III for “emerging models and measures.” 

 Both models were included in the DSM-5 “to preserve continuity with current clinical 

practice, while also introducing a new approach that aims to address numerous shortcomings of 

the current approach to personality disorders” (pg. 811; APA, 2013a). The DSM-5 Section III 

model includes several significant revisions to address the past criticisms of the current 

diagnostic model and develop a diagnostic system more consistent with previous personality 

psychopathology literature (APA, 2013a; Skodol, 2012). This model is in line with previous 

research that consistently identifies four to five broad trait domains in personality 

psychopathology (De Clercq et al., 2006; Harkness and McNulty, 1994; Krueger et al., 2011; 

Livesley et al., 1998; Tackett et al., 2008).  

 The Section III model is a hybrid dimensional and categorical system, including 

functional impairment criteria and dimensional personality traits mapping onto six categorical 

personality disorders. Criterion A indicates an individual must show impairment in the domains 

of self (identity or self-direction) and interpersonal (empathy or intimacy) functioning. For 

instance, an individual with ASPD would derive self-esteem from personal power (impairment in 

identity), have a failure to conform to pro-social standards (impairment in self-direction), show a 

lack of concern for others (impairment in empathy), and have an incapacity for mutually intimate 

relationships (impairment in intimacy).  
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Criterion B indicates that an individual must exhibit maladaptive personality traits based on five 

dimensional personality domains and their accompanying set of three to seven facets. These trait 

domains include Antagonism, Psychoticism, Disinhibition, Negative Affectivity, and 

Detachment (APA, 2013; Skodol et al., 2011), and are grounded in previous dimensional 

personality psychopathology literature (Harkness and McNulty, 1994; Krueger et al., 2011; 

Samuel and Widiger, 2008; Watson et al., 1994; Widiger and Simonsen, 2005; among others). In 

order to measure this Section III dimensional trait model, individuals from the DSM-5 

workgroup developed a new self-report inventory, the Personality Inventory for DSM-5 (PID-5; 

Krueger et al., 2012). In addition to the PID-5, an informant form (PID-5 IRF), and brief form 

(PID-5-BF; APA, 2013; Derringer et al., under review) were also developed to measure this trait 

model.  

 The DSM-5 Section III model also includes six categorical PD diagnoses which include 

Antisocial PD, Borderline PD, Narcissistic PD, Avoidant PD, Schizotypal PD, and Obsessive 

Compulsive PD. These personality disorder categories were included in the model, in part, to 

maintain continuity between the DSM-IV-TR personality disorder model and the DSM-5 Section 

III model. Each PD diagnosis requires functional impairment as well as a unique configuration of 

personality traits based on the DSM-5 Section III facet structure. For example, BPD is 

operationalized via the facets Impulsivity and Risk Taking from the Disinhibition domain, and 

Emotional Lability, Anxiousness, Separation Insecurity, Hostility, and Depressivity from the 

Negative Affectivity domain. In order to meet criteria for this diagnosis, an individual must 

exhibit at least five of these traits as well as show evidence of functional impairment. However, 

if an individual shows generalized impairment in self and interpersonal functioning, with the 

presence of at least one elevated maladaptive trait, but does not exhibit any specific 
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configuration of traits for any of the aforementioned diagnoses, that individual would be 

assigned a diagnosis of PD: Trait Specified, which replaces the former Personality Disorder, Not 

Otherwise Specified.   

 Since its proposal, this Section III model has been met with a significant amount of 

controversy. Indeed, several researchers have referred to this attempt at a revised system as a 

“debacle” (Paris, 2013; Widiger, 2013). Some have commented that the workgroup ignored 

important literature in the personality disorder field when creating the model (Miller & Lynam, 

2013), and others have raised concerns about its reliability and validity (Porter & Risler, 2014; 

Verheul, 2012) and its clinical applicability (Pull, 2014; Verheul, 2012). However, although 

many researchers in the field believe this model is a step forward in the right direction (e.g. 

Widiger, 2013), there is much literature calling for continued research and future revision of the 

Section III model (Gunderson, 2013; Miller & Lynam, 2013; Porter & Risler, 2013; Skodol et 

al., 2013; among others).  

 Despite this controversy surrounding the development, applicability, and implementation 

of this Section III system to PD diagnosis, there has been a growing body of research to show the 

dimensional trait model itself is psychometrically valid (Quilty et al., 2013; Wright et al., 2012), 

including when clinicians rate patients on the dimensional trait structure (Morey et al., 2013). In 

addition, research has shown strong associations between the Section III dimensional traits and 

retained Section II (DSM-IV-TR) PD criteria (Anderson et al., 2014b; Bach, Anderson, & 

Simonsen, in press; Few et al., 2013; Hopwood et al., 2012; Sellbom et al., 2014). This research 

has supported that continuity was achieved between the two models, given that Section III traits 

have been shown to be predictive of Section II categorical PDs in several studies.  
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 This model has also shown associations with other measures of personality and 

psychopathology. Most notably, the model has shown associations with well-validated 

dimensional models such as the Five Factor Model (FFM; Gore & Widiger, 2013; Thomas et al., 

2013; Widiger et al., 2013) and the Personality Psychopathology Five (PSY-5) model (Anderson 

et al., 2013; Finn et al., 2014; Harkness et al., 2012). For instance, Anderson et al. (2013) found 

that the five domains of the PID-5 aligned well with the five domains of the PSY-5. Similarly, 

Kushner et al. (2011) evaluated the associations of the PID-5 with the factor structure of the 

Dimensional Assessment of Personality Pathology- Basic Questionnaire (DAPP-BQ) and found 

four of the five factors were conceptually related. More recently, Van den Broek et al. (2014) 

also evaluated these associations and, much like Kushner and colleagues (2011), found 

convergence between four of the five PID-5 domains (including Antagonism, Disinhibition, 

Negative Affectivity, and Detachment) and conceptually similar DAPP-BQ traits. Finally, 

Wright and Simms (2014) found convergence between the Computerized Adaptive Test of 

Personality Disorder- Short Form (CAT-PD-SF; Simms et al., 2011), NEO Personality 

Inventory-Revised (NEO PI-R; Costa & McCrae, 2008) and the PID-5. These researchers found 

that these measures aligned in a conceptually expected pattern. These numerous studies provide 

evidence that the Section III personality model is reflective of other empirically validated 

personality models. 

 In addition, this model has shown associations with omnibus clinical measures of 

psychopathology, such as the Minnesota Multiphasic Personality Inventory-2-Restructured Form 

(MMPI-2-RF; Ben-Porath & Tellegen, 2008) and the Personality Assessment Inventory (PAI: 

Morey, 1991). Research has shown associations between both the dimensional trait structure and 

the diagnostic categories with theoretically relevant scales on these measures (Anderson et al., 
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2015a; Hopwood et al., 2013; Sellbom, Anderson, & Bagby, 2013). Hopwood et al. (2013) 

assessed the associations between the PID-5 traits and the PAI scales using a university sample. 

These authors found substantial convergence between these instruments and found that the 

majority of PAI scales could be mapped onto the five-factor structure of the PID-5. Similarly, 

Sellbom and colleagues (2013) assessed the associations between the PID-5 and the MMPI-2-RF 

using a combined Canadian and U.S. university sample. These authors found that MMPI-2-RF 

RF scales generally converged with both PID-5 trait scales and DSM-5 Section III PDs (as 

defined by their respective trait profiles) in a conceptually expected pattern. Finally, Anderson et 

al. (2015a) replicated the Sellbom et al. (2013) study using a patient sample and found similar 

results. Indeed, these researchers found that the MMPI-2-RF scales and PID-5 traits converged in 

multivariate latent space in accordance with theoretical expectations.  

 Although the majority of previous research on this model has focused on the dimensional 

trait structure, there has been relatively minimal research in regards to impairment criteria. For 

instance, Liggett, Carmichael, Smith, and Sellbom (in press) evaluated disorder-specific 

impairment for Obsessive-Compulsive and Avoidant PDs and found support for the disorder-

specific impairment constructs, as well as their associations with Section II Avoidant and 

Obsessive-Compulsive PDs and additional external criterion measures of impairment. 

Additionally, research using the Level of Personality Functioning Scale (LPFS; Bender et al., 

2011), a rating form assessing the domains of impairment in Section III, has shown associations 

between the LPFS and DSM-IV PD diagnoses, measures of personality functioning, symptoms 

of depression and anxiety, and clinical judgment (Few et al., 2013; Morey, Bender, & Skodol, 

2013). In addition, previous work has shown that the LPFS factors into two factors representing 
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self and interpersonal functioning (Zimmerman et al., 2105), consistent with the Section III 

model.  

 However, research has been inconsistent regarding the additive value of impairment 

beyond the measurement of maladaptive traits. Zimmerman and colleagues (2015) found a lack 

of distinction between Criterion A and Criterion B when evaluating the joint factor structure. 

Furthermore, several researchers have found that impairment did not show incremental 

predictive utility above and beyond dimensional traits in the prediction of Section II PDs (Few et 

al., 2013; Clark & Ro, 2014). However, on the other hand, Wygant and colleagues (in press) 

found that the addition of impairment incrementally predicted Antisocial PD and psychopathy 

constructs above and beyond Section III Antisocial PD traits. Similarly, Calabrese and Simms 

(2014) showed baseline impairment ratings predicted future functional impairment beyond 

maladaptive personality traits using general functional impairment measures (not specific to 

Criterion A).  

 Finally, there is a growing body of research on the specific diagnostic criteria set forth for 

specific PDs, most notably, BPD, ASPD, and Narcissistic PD (NPD). In regards to BPD, 

previous research has supported a dimensional conceptualization of BPD (Conway et al., 2012; 

Miller et al., 2012). Specific to the DSM-5 Section III model, Sellbom et al. (2014) found 

significant overlap (r = .86) between Section II and Section III BPD, with five of the seven traits 

for Section III BPD uniquely predicting Section II BPD (PID-5 Anxiousness and Impulsivity 

being the exceptions). Similarly, Anderson et al. (2015b) found that Section II and Section III 

BPD operationalizations have similar positions in a nomological network representing the 

construct of BPD. These authors established this by evaluating the Section II and Section III trait 
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operationalizations’ associations with external criterion measures relevant to BPD in both 

undergraduate and patient samples.  

 Regarding NPD, some researchers have concluded there is a general improvement in the 

utility of this diagnostic construct in Section III vs. Section II DSM (Morey & Stagner, 2012; 

Skodol et al., 2013). In other words, these authors believe the dimensional traits in Section III 

better capture the empirical construct of NPD rather than the taxonic diagnosis in Section II. 

Indeed, research has shown some consistency between the Section III model for NPD and known 

measures of narcissism (i.e., strong associations between narcissism and Section III Antagonism; 

Wright et al., 2013). However, Wright and colleagues (2013) also found significant associations 

between validated measures of narcissism and Section III Negative Affectivity and Psychoticism. 

Additional research by Miller et al. (2013) found that the Section III model captured the variance 

in both grandiose and vulnerable narcissism factors, although the model fared better in assessing 

grandiose narcissistic traits.  

 Finally, in regards to ASPD, some authors have commented that the workgroup missed 

an opportunity to merge ASPD with the more clinically useful construct of psychopathy (Lynam 

& Vachon, 2012). However, additional empirical research has suggested an improvement in this 

diagnosis as well based on the Section III model’s association with measurements of 

psychopathy (Anderson et al., 2014b; Fossati et al., 2013; Strickland et al., 2013; Wygant et al., 

in press). This research showed the Section III personality traits included in the diagnosis of 

ASPD were associated with traits relevant to the measurement of psychopathy. Furthermore, this 

research showed that the Section III traits were more strongly associated with psychopathy than 

its Section II ASPD counterpart.  
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 Generally speaking, despite a growing body of literature, additional research is needed on 

the Section III model. Future research is needed in relation to the diagnostic criteria it proposes, 

the psychological tests that have been developed to measure them (i.e., PID-5 and PID-5-Brief 

Form), and its clinical application. Given the controversy surrounding the implementation of this 

model, more empirical work is necessary before it can replace the Section II model for the 

diagnosis of personality psychopathology. In particular, research is needed that focuses on the 

way in which clinicians will utilize these traits. In addition, given the imbalance of research 

focusing on Criterion A vs. Criterion B, more research is needed regarding the impairment 

criteria, especially in regards to the additive utility of measuring impairment. Finally, there is a 

lack of research regarding alternative forms for the measurement of Criterion B traits. 

Specifically, there have been very few research studies (Bach et al., in press; Fossati et al., in 

press) to date that have evaluated the PID-5-BF. The following three studies aimed to add to this 

literature and fill in gaps where additional research is needed.  

 Study One, entitled “Clinician Perspectives of Antisocial and Borderline Personality 

Disorders Using DSM-5 Section III Dimensional Personality Traits,” evaluated the ways in 

which clinicians view the diagnostic constructs of BPD and ASPD using the Section III PD 

model. More specifically, clinicians were asked to rate a “prototypical” BPD and ASPD patient 

on the 25 trait facets included in Section III in order to determine if clinician ratings were 

consistent with the trait operationalization of these disorders in Section III. Study Two, entitled 

“Evaluating the DSM-5 Section III Personality Disorder Impairment Criteria,” evaluated the use 

of disorder-specific impairment measures developed ad hoc for this study in an undergraduate 

sample. More specifically, this study evaluated the factor structure of impairment and its 

associations with Section III traits, Section II PDs, other measures of impairment, and the 
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incremental predictive utility of disorder-specific impairment above and beyond traits in the 

measurement of Section II PDs. Finally, Study Three, entitled “Utility of the Personality 

Inventory for DSM-5 Brief Form (PID-5-BF) in the Measurement of Section II Personality 

Disorders and Maladaptive Behaviors,” evaluated the PID-5-BF measure for Section III trait 

domains in undergraduate and community samples. Specifically, this study aimed to evaluate the 

factor structure of this measure and its association with relevant external criterion variables. 

Together, these three studies aimed to aid in expanding the research on the Section III PD model. 

Each study focused on an aspect of this model where additional research is particularly needed. 

Although each of the studies focused on a different feature of the model, all three studies 

evaluated important aspects will be helpful in better understanding the measurement and clinical 

applicability of the DSM-5 Section III personality disorder model. 
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2. CLINICIAN PERSPECTIVES OF ANTISOCIAL AND BORDERLINE PERSONALITY 

DISORDERS USING DSM-5 SECTION III DIMENSIONAL PERSONALITY TRAITS  

Abstract 

The DSM-5 includes an alternative model for the assessment and diagnosis of personality 

disorders (PDs) in Section III. Although there has been a growing amount of literature in support 

of the dimensional trait model (see Krueger & Markon, 2014, for a review) and the impairment 

criteria (e.g., Few et al., 2013; Morey et al., 2016; Zimmerman et al., 2015), there has been very 

little investigation into how this model will be viewed and utilized by clinicians. The current 

study aimed to fill this gap in the literature by evaluating clinician conceptualizations of a 

“prototypical” individual with Antisocial and Borderline PD using Section III traits in a sample 

of 114 mental health professionals. Results showed that clinicians’ perspectives of these 

disorders were generally consistent with the Section III proposed trait operationalizations of 

these disorders. Indeed, clinicians rated each Antisocial and Borderline trait facet as prototypical 

as more prototypical than non-proposed facets. Similarly, they rated non-proposed facets as less 

prototypical than included facets for both disorders, with some minor exceptions for Borderline 

PD. Furthermore, we found that these prototypicality ratings were generally in statistical 

agreement with empirical associations between Section III traits and Section II PDs found in 

previous studies (Anderson et al., 2014b; Bach, Anderson, & Simonsen, in press) using different 

criterion modalities. Overall, clinicians viewed Antisocial and Borderline PDs consistent with 

the Section III trait model as well as consistent with previous empirical work in this area, which 

suggests support trait operationalizations of these disorders by clinicians in the field.  
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Introduction 

Since the DSM-III, the conceptualization and measurement of personality disorders 

(PDs) has been a topic of significant debate. The current categorical PD diagnostic system has 

been met with substantial criticism for reasons such as excessive diagnostic comorbidity, poor 

convergent and discriminant validity across PDs, and excessive heterogeneity within diagnoses 

(e.g. Clark, 2007; Clemence et al., 2009; Vinnars and Barber, 2008; Watson et al., 2008; Widiger 

and Mullins-Sweatt, 2010). In response to these criticisms, the Personality and Personality 

Disorders (P&PD) workgroup for the Diagnostic and Statistical Manual of Mental Disorders, 5th 

edition (DSM-5; American Psychiatric Association [APA], 2013), proposed an alternative 

system for the diagnosis of PDs. The APA Board of Trustees ultimately rejected this proposal as 

the primary method for the diagnosis of PDs in the DSM-5 and retained the DSM-IV-TR (APA, 

2000) model for formal diagnosis while the proposed model was placed in Section III for 

“emerging models and measures.”  

The Section III PD model is a hybrid dimensional and categorical system, including 

functional impairment criteria and dimensional personality traits mapping onto six categorical 

personality disorders. Criterion A of the model indicates an individual must show impairment in 

the domains of self (identity or self-direction) and interpersonal (empathy or intimacy) 

functioning. Criterion B, the focus of the current study, indicates an individual must display 

maladaptive personality traits based on dimensional personality domains and their accompanying 

facets. These domains include Antagonism, Psychoticism, Disinhibition, Negative Affectivity, 

and Detachment (APA, 2013). In congruence with this proposal, individuals from the DSM-5 

workgroup developed a self-report measure, the Personality Inventory for DSM-5 (PID-5; 

Krueger et al., 2012), which indexes the Section III dimensional trait domains and their facets. 
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The DSM-5 Section III model also includes six categorical PD diagnoses which include 

Antisocial PD, Borderline PD, Narcissistic PD, Avoidant PD, Schizotypal PD, and Obsessive 

Compulsive PD. Each personality disorder diagnosis requires that an individual have functional 

impairment (Criterion A) and a unique configuration of personality traits based on the DSM-5 

Section III facet structure (Criterion B). If an individual shows impairment in self and 

interpersonal functioning and exhibits maladaptive personality traits, but does not meet any 

specific configuration of traits for any diagnosis, that individual would be assigned a diagnosis of 

PD: Trait Specified, which replaces the former Personality Disorder, Not Otherwise Specified.   

Since its proposal, this model has been a topic of great debate in the field of personality 

psychopathology and several researchers have raised concerns about its clinical applicability 

(Pull, 2014; Verheul, 2012). Although there has been a growing body of research examining the 

trait model (see Krueger & Markon, 2014, for a review) and more recently, the impairment 

criteria (e.g., Few et al., 2013; Liggett et al., in press; Morey et al., 2016; Zimmerman et al., 

2015), we have a limited understanding of how this model will be viewed and utilized by 

clinicians in the field. Given the concerns and controversy surrounding this model, it is 

imperative that more research is conducted with clinicians to begin to understand how this 

altered diagnostic methodology might be implemented in the future.  

There is also a growing body of research regarding specific diagnostic criteria for PDs. 

For instance, there has been previous research on both Antisocial PD (ASPD) and Borderline PD 

(BPD), the foci of the current study. ASPD is operationalized via the facets Manipulativeness, 

Deceitfulness, Impulsivity, Irresponsibility, Hostility, Callousness, and Risk Taking. Empirical 

research on the dimensional conceptualization of this disorder has suggested an improvement in 

this diagnosis based on the Section III ASPD traits’ association with measurements of 
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psychopathy in undergraduate, community, outpatient clinical, and incarcerated samples 

(Anderson et al., 2014a; Few et al., 2015; Fossati et al., 2013; Strickland et al., 2013; Wygant et 

al., in press). These five research studies showed that the Section III personality traits included in 

the diagnosis of ASPD were associated with traits relevant to the measurement of psychopathy, 

which is widely believed to be a more clinically useful construct (e.g., Skeem, Polaschek, 

Patrick, & Lilienfeld, 2011).  

Additionally, research as been conducted examining the dimensional conceptualization of 

BPD, which is operationalized via the facets Impulsivity, Risk Taking, Emotional Lability, 

Anxiousness, Separation Insecurity, Hostility, and Depressivity. Prior to the DSM-5, previous 

research has supported a dimensional conceptualization of BPD (Conway et al., 2012; Miller et 

al., 2012) using dimensional trait models. These studies provided preliminary research that BPD 

could, indeed, be measured using dimensional traits.  

A growing body of literature has evaluated the dimensional measure of BPD using the 

DSM-5 Section III trait model. For instance, Sellbom et al. (2014) found significant overlap 

between Section II and Section III BPD traits using a patient sample. Indeed, these authors found 

that five of the seven traits for Section III BPD (PID-5 Risk Taking, Emotional Lability, 

Hostility, Separation Insecurity, and Depressivity) uniquely predicted Section II BPD (see also 

Bach & Sellbom, in press, for similar findings). Furthermore, Anderson and Sellbom (2015) 

found support for the construct validity of the BPD dimensional trait conceptualization by 

exhibiting associations between the Section III BPD trait profile and conceptually expected 

external criterion measures, such as those measuring internalizing psychopathology, self-harm, 

substance abuse, dissociative experiences, etc. Similarly, Anderson et al. (2015) evaluated the 

relative associations of Section II and Section III BPD conceptualizations with external criterion 
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measures in both patient and undergraduate samples. In this study, the authors found that Section 

II and Section III BPD tended to show similar associations with conceptually associated 

measures, thus establishing that Section II BPD and the trait constellation of BPD in Section III 

could be found in a similar position of the BPD construct’s nomological network.  

However, again, despite the growing body of research on these disorders, we have limited 

knowledge of the way in which clinicians will conceptualize these disorders in practice. Morey 

et al. (2013) found that when clinicians were asked to rate individuals with descriptions of the 25 

trait facets, the five-factor structure remained intact, providing additional evidence for the 

construct validity of this dimensional trait model. More similar to the goals of the current study, 

Miller et al. (2010) evaluated the relationship between clinician ratings on the FFM and DSM-IV 

PDs. These authors assessed the convergent and discriminant validity of FFM PDs and evaluated 

whether the FFM PDs and DSM-IV PDs showed similar associations with the Schedule for 

Nonadaptive and Adaptive Personality (SNAP; Clark, 1993). They found that clinician ratings 

using the FFM functioned similarly to categorical DSM-IV PDs. More recently, Morey et al. 

(2014) instructed clinicians to rate patients on both the Section II and Section III 

conceptualizations of PDs. They then asked clinicians to rate the models on their clinical utility 

(e.g., communicating with other professionals, making treatment recommendations, 

comprehensiveness of the description, providing feedback to the patient) and found that clinician 

rated the Section III model as equal to or better than Section II across all categories with the 

exception of communication with other professionals. This finding suggests that, despite 

concerns regarding the clinical applicability of this model, clinicians may find a trait-based 

conceptualization of PDs more useful. However, more research is needed regarding how 

clinicians will conceptualize personality disorders using Section III traits.  
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The Current Study 

The purpose of this study was to evaluate clinicians’ perspectives of personality disorder 

diagnoses from the perspective of a dimensional trait model. Since both models were included in 

the DSM-5 “to preserve continuity with current clinical practice” (pg. 811; APA, 2013), it is 

important to determine how clinicians conceptualize PDs using these traits. Furthermore, given 

that the majority of clinicians may be unlikely to administer the PID-5 or another full-length 

personality psychopathology questionnaire, it is important to determine the extent to which 

clinicians assess personality disorders in congruence with the criteria set forth in the DSM-5 

Section III trait model. This study focused primarily on the diagnoses of ASPD and BPD, given 

the greater prevalence (and accumulated empirical literatures) of these disorders in a range of 

clinical settings, and the greater likelihood clinicians would have previous experiences working 

with patients/clients with these disorders.  

In this study, clinicians were asked to rate a “typical” client/patient with ASPD and BPD 

on descriptions of the twenty-five facets. It was hypothesized that, generally, clinicians would 

produce personality disorder profiles similar to those included in the Section III model in light of 

previous work by Morey et al. (2013) showing that clinicians produced a similar trait structure to 

self-report data. Of note, previous research regarding the associations with categorical Section II 

PDs (e.g. Anderson et al., 2014b; Bach, Anderson, & Simonsen, in press; Hopwood et al., 2012; 

Sellbom et al., 2014) has shown some deviations from this model at the facet level, which could 

also prove to be in line with clinician’s perceptions. For instance, Anderson et al. (2014b), Bach 

and Sellbom (in press), Bach and colleagues (in press), and Hopwood et al. (2012) all found that 

Risk Taking did not predict Section II BPD, despite being included in the diagnostic criteria for 

this disorder, and Sellbom et al. (2014) found support for the inclusion of Perceptual 
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Dysregulation as well. In addition Anderson et al. (2014b) found Suspiciousness added to the 

prediction of Section II ASPD and Bach et al. (in press) found that (low) Submissiveness 

predicted Section II ASPD, despite neither trait being included in the diagnostic criteria for this 

disorder. Therefore, given that previous research has not shown clear patterns consistent with the 

DSM-5 model, we also expected to find similar deviations.  

Finally, given that much of the research on this trait model has involved evaluating the 

associations between Section II and Section III, it is important to understand how clinicians’ 

perspectives on PDs relate to previous empirical research. In other words, it is important to 

understand how clinician’s prototypicality ratings are related to the actual empirical associations 

between Section III traits and Section II PDs, as this would allow for establishing convergence of 

the optimal trait profile using multiple differing methods. For this purpose, clinician perspectives 

of these disorders were compared to results from empirical studies using university (Anderson et 

al., 2014b) and patient (Bach, Anderson, & Simonsen, in press) samples (with differing 

measurement modalities of Section II PDs) to examine the association between Section II and 

Section III personality traits. In other words, correlation analyses where the rank order of average 

clinician ratings and the rank order of correlations between all PID-5 facets and Section II scores 

were evaluated.  

Method 

Participants 

Participants included 114 mental health professionals recruited from various clinical, 

forensic, and correctional psychology listserves. Participants had a mean age of 39.27 (SD = 

13.58), were 64.5% female and 87.3% identified as white/Caucasian, with the largest ethnic 

minority identifying as Hispanic (5.5%) and the remaining participants identifying as other races. 
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The vast majority (83.6%) of individuals were doctoral-level psychologists (or in doctor-level 

programs) in clinical psychology, while 6.4% identified as being master’s level clinicians in 

clinical psychology, 2.7% identified as having a degree in counseling, 0.9% had a degree in 

school psychology, and 6.4% stated they had other degrees in psychology, such as cognitive or 

developmental psychology. Approximately 48% of participants indicated their primary work 

setting was in clinical practice, while approximately 24% indicated they were graduate students, 

14.7% indicated they worked in public service, and 11% stated they had research/academic 

positions. Nearly 3% of individuals identified their work setting as “other.” In regards to mental 

health specialty areas, 33.6% of the sample indicated they were “general” practitioners, 31.8% 

indicated his/her area of specialization was forensic psychology, and the remaining individuals 

identified a variety of other specializations, such as neuropsychology (7.3%), child psychology 

(7.3%), health psychology (6.4%), and counseling psychology (5.5%). Finally, participants were 

asked to rate their level of expertise in both ASPD and BPD on a 1 (low expertise) to 10 (high 

expertise) scale. Participants rated themselves on average with a 5.19 (SD = 2.85) of expertise in 

ASPD and a 5.10 (SD = 2.33) level of expertise in BPD. Please see Appendix A for details 

regarding the clinician survey.  

Procedures 

Individuals were recruited to participate in the current study by sending a survey through 

professional list-serves relevant to mental health and personality psychopathology, including 

state psychological associations and national level research associations relevant to the current 

study. State and national associations in other disciplines of mental health (e.g., social work and 

psychiatry) were also contacted in order to account for the breadth of professionals who utilize 

that DSM, but did not participate. Surveys were administered using Qualtrics software. 
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Participants were first asked a series of demographic and personal history questions, including 

their amount of experience working with clients/patients with personality disorders, and 

perceived expertise in the area of personality psychopathology. Following this, participants were 

asked to think of a typical client/patient with ASPD and BPD and rate the importance of the 

DSM-5 Section III 25 trait facets in conceptualizing each disorder. Participants were be asked to 

rate these “clients” on the 25 trait descriptions included in DSM-5 Section III with a Likert scale 

rating, using their own clinical experience and expertise as the sole resource for completing the 

questionnaire (i.e. not using references, such as the DSM). This study was approved by the 

University of Alabama Institutional Review Board (IRB); see Study One Appendix A for 

documentation.  

Measures  

Clinician Survey and Rating Form. The investigators developed this measure ad hoc 

for the purposes of this study. Participants were asked to complete a series of questions regarding 

demographics and professional experience. In addition, the measure provided instructions to rate 

a prototypical client/patient with ASPD and BPD on the Section III dimensional personality 

traits using a 1 (Not Prototypical) to 4 (Highly Prototypical) point scale. The trait descriptions 

included in this study were identical to the trait definitions included in the DSM-5 (APA, 2013a). 

Please see Study One Appendix B for this measure.  

Statistical Analyses 

 A series of paired samples t-tests was conducted using the clinician sample in order to 

determine if clinicians rated the Section III ASPD and BPD facets as highly prototypical of those 

disorders. First, we conducted an overall t-test comparing clinician’s ratings on the average 

scores for Section III included facets versus non-included facets. Additionally, we evaluated 
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whether each of the disorder’s facet score was rated significantly more prototypical than the 

average score of the non-included facets. Similarly, in order to determine if there were additional 

facets that clinicians viewed as prototypical, paired samples t-tests were conducted to determine 

if the non-included facet scores were rated significantly lower than the average score on included 

facets. Cohen’s d effect sizes were calculated, where effect sizes of .20 were considered small, 

.50 were considered medium, and .80 were considered large (Cohen, 1988).  

Next, we evaluated the associations between clinician ratings and empirical correlations 

between DSM-5 Section III traits and Section II PDs derived from the extant literature. More 

specifically, we calculated rank-order correlations (Spearman’s rho) to evaluate if prototypicality 

ratings (in order of prototypically) for each disorder were associated with the correlation 

coefficients (in order of magnitude) for Section III facets with Section II PDs using previously 

published research in this area (Anderson et al., 2014b and Bach, Anderson, & Simonsen, in 

press). Anderson et al. (2014b) evaluated the associations between the PID-5 trait scores and the 

Structured Clinical Interview for the DSM-IV Axis II Disorders–Personality Questionnaire 

(SCID-II-PQ; First et al., 1997) in a sample of 397 undergraduate students, whereas Bach and 

colleagues (in press) evaluated the associations between the PID-5 trait scores and Structured 

Clinical Interview for DSM-IV Axis II Disorders (SCID-II; First, Gibbon, Spitzer, Williams, & 

Benjamin, 1994) interview in a sample of 142 Danish patients. Please see Anderson et al. (2014b) 

and Bach, Anderson, & Simonsen (in press) for additional details regarding the samples used in 

these studies.  
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Results 

Antisocial Personality Disorder 

 First, we conducted a t-test to determine if clinicians’ average rating of the seven 

included Section III ASPD trait facets was significantly higher than the non-included facets. 

These results are shown in Table 1. The paired samples t-test showed the clinicians rated 

included facets significantly higher than non-included facets with a large effect size. Next, we 

conducted a series of paired samples t-tests to determine if each included facet score was rated 

significantly more prototypical than the average score of the non-included facets. Results showed 

that each ASPD facet was rated as significantly higher than the mean non-included facet rating in 

every case, with at least a moderate effect size. Finally, we conducted a series of paired samples 

t-tests comparing the non-included facets to the mean ASPD facet rating. These analyses 

similarly showed that each non-included facet was rated as significantly lower than the average 

ASPD facet score, again, with at least a moderate effect size. Grandiosity, however, while 

meaningfully lower than the mean ASPD trait rating was rated similar to Impulsivity. 

Nonethelesss, clinician ratings of prototypal traits for ASPD were generally consistent with the 

proposed trait conceptualization of this disorder in Section III.  

Next, we evaluated the associations between the clinician ratings and empirical 

associations between Section III traits and Section II ASPD. Spearman’s rank order correlations 

showed that average clinician ratings for each facet were at least moderately associated with 

empirical associations found in both patient (Bach et al, in press; r = .78) and undergraduate 

(Anderson et al., 2014b; r = .48) samples. 
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Table 1 

Paired Samples t-tests for Antisocial PD 

 Mean ASPD Facet Score Compared to Mean Non-Include Facet Score 

 Mean SD Range t p Cohen’s d 

Antisocial PD Traits 3.55 .38 2.29-4.00 36.91 <.001 3.74 

Non-Included Traits 1.78 .39 1.06-3.00    

Mean “Non-Included” Facet Score Compared to ASPD Facets 

 Mean SD Range t p Cohen’s d 

Deceitfulness 3.79 .54 1.00-4.00 -29.72 <.001 -4.32 

Manipulativeness 3.77 .51 2.00-4.00 -32.40 <.001 -3.34 

Callousness 3.71 .58 2.00-4.00 -28.74 <.001 -2.93 

Irresponsibility 3.62 .69 1.00-4.00 -24.73 <.001 -2.62 

Risk Taking 3.47 .71 1.00-4.00 -23.30 <.001 -2.46 

Hostility 3.40 .74 1.00-4.00 -21.55 <.001 -2.35 

Impulsivity 3.05 .93 1.00-4.00 -13.20 <.001 -1.46 

Mean ASPD Facet Score Compared to Non-Included Facets 

 Mean SD Range t p Cohen’s d 

Grandiosity 3.06 .85 1.00-4.00 5.68 <.001 0.66 

Suspiciousness 2.75 .91 1.00-4.00 9.25 <.001 1.11 

Restricted Affectivity 2.64 1.05 1.00-4.00 8.13 <.001 0.92 

Attention Seeking 2.13 .94 1.00-4.00 16.21 <.001 1.95 

Perseveration 2.11 1.09 1.00-4.00 13.17 <.001 1.55 

Intimacy Avoidance 2.08 1.02 1.00-4.00 13.09 <.001 1.44 

Emotional Lability 1.98 .95 1.00-4.00 16.63 <.001 1.93 

Distractibility 1.77 .92 1.00-4.00 19.91 <.001 2.32 

Anhedonia 1.75 .94 1.00-4.00 17.50 <.001 1.93 

Withdrawal 1.72 .86 1.00-4.00 18.71 <.001 1.97 

Rigid Perfectionism 1.46 .83 1.00-4.00 22.42 <.001 2.40 

Depressivity 1.39 .58 1.00-4.00 32.51 <.001 3.39 

Anxiousness 1.32 .65 1.00-4.00 31.88 <.001 3.39 

Eccentricity 1.22 .50 1.00-4.00 36.86 <.001 3.77 

Perceptual Dysregulation 1.22 .57 1.00-4.00 32.58 <.001 3.36 

Unusual Beliefs and 

Experiences 

1.19 .52 1.00-4.00 34.28 <.001 3.51 

Separation Insecurity 1.16 .47 1.00-4.00 42.31 <.001 4.33 

Submissiveness 1.04 .20 1.00-2.00 56.30 <.001 6.05 

Note. ASPD = Antisocial personality disorder; PD = personality disorder.   

 

 



    

25 
     

Borderline Personality Disorder 

 Clinician ratings of traits for BPD were somewhat consistent with the operationalization 

of BPD in the Section III model, although to a lesser extent than ASPD. These results are shown 

in Table 2. A paired samples t-test showed that clinicians rated included facets for Section III 

BPD significantly higher than non-included facets with a large effect size. Paired samples t-tests 

showed that each BPD facet score was rated significantly more prototypical than the average 

score of non-included facets with at least a moderate effect size. Additionally, paired samples t-

tests indicated, with one exception, that facets not included in the BPD conceptualization were 

rated significantly lower than the average BPD facet score with at least a moderate effect size. 

Attention Seeking was the exception to this, with clinician ratings for this trait showing a 

difference from the BPD average facet score with only a small effect size.  

 However, three non-included facets for BPD were rated as more highly prototypical than 

traits included in the diagnosis. More specifically, Attention Seeking was rated higher than 

Depressivity, Risk Taking, and Anxiousness. In addition, Suspiciousness and Manipulativeness 

were rated at more prototypical than Anxiousness. Only the differences between Attention 

Seeking and Anxiousness (t = 2.71, p = .008) and Suspiciousness and Anxiousness (t = 2.52, p = 

.031) were significant, both with small effect sizes (Cohen’s d = .26 and .25, respectively). 

Nonetheless, this suggests some deviation from the Section III trait operationalization.  

Finally, we also evaluated the association between clinician ratings and empirical 

associations between Section III traits and Section II BPD. Spearman’s rank order correlations 

showed that average clinician ratings for each facet showed large correlations with empirical 

associations found in both patient (Bach et al, in press; r = .56) and undergraduate (Anderson et 

al., 2014b; r = .51) samples. 
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Table 2 

Paired Samples t-tests for Borderline PD 

Mean BPD Facet Score Compared to Mean Non-Include Facet Score 

 Mean SD Range t p Cohen’s d 

Borderline PD Traits 3.18 .37 2.29-4.00 31.69 <.001 3.15 

Non-Included Traits 1.91 .42 1.06-2.94    

Mean Non-Included Facet Score Compared to BPD Facets 

 Mean SD Range t p Cohen’s d 

Emotional Lability 3.86 .35 3.00-4.00 -35.33 <.001 -3.51 

Separation Insecurity 3.56 .69 1.00-4.00 -20.39 <.001 -2.08 

Impulsivity 3.50 .70 1.00-4.00 -21.59 <.001 -2.24 

Hostility 3.01 .74 1.00-4.00 -14.52 <.001 -1.58 

Depressivity 2.90 .81 1.00-4.00 -11.92 <.001 -1.26 

Risk Taking 2.85 .93 1.00-4.00 -11.23 <.001 -1.27 

Anxiousness 2.58 .90 1.00-4.00 -7.87 <.001 -0.87 

Mean BPD Facet Score Compared to Non-Included Facets 

 Mean SD Range t p Cohen’s d 

Attention Seeking 2.94 1.02 1.00-4.00 2.27 .026 0.23 

Suspiciousness 2.83 .87 1.00-4.00 4.32 <.001 0.51 

Manipulativeness 2.74 1.06 1.00-4.00 4.45 <.001 0.54 

Perseveration 2.21 1.00 1.00-4.00 10.45 <.001 1.22 

Deceitfulness 2.19 .98 1.00-4.00 10.86 <.001 1.23 

Submissiveness 2.09 .86 1.00-4.00 13.55 <.001 1.53 

Perceptual Dysregulation 1.90 .96 1.00-4.00 13.86 <.001 1.56 

Grandiosity 1.89 .87 1.00-4.00 14.93 <.001 1.63 

Irresponsibility 1.82 .82 1.00-4.00 16.96 <.001 1.84 

Distractibility 1.79 .78 1.00-4.00 19.81 <.001 2.23 

Anhedonia 1.73 .79 1.00-4.00 17.93 <.001 1.91 

Rigid Perfectionism 1.62 .85 1.00-4.00 18.63 <.001 2.03 

Callousness 1.61 .82 1.00-4.00 20.57 <.001 2.28 

Intimacy Avoidance 1.56 .85 1.00-4.00 18.47 <.001 1.97 

Withdrawal 1.46 .65 1.00-4.00 25.22 <.001 2.60 

Unusual Beliefs and 

Experiences 

1.31 .66 1.00-4.00 28.11 <.001 2.91 

Eccentricity 1.31 .61 1.00-4.00 31.17 <.001 3.23 

Restricted Affectivity 1.19 .50 1.00-4.00 31.64 <.001 3.14 

Note. BPD = Borderline personality disorder; PD = personality disorder.  

Discussion 

 The current study evaluated clinician perspectives of dimensional conceptualizations of 

Antisocial and Borderline PDs. Although there have been numerous studies supporting the trait 

model in Section III of the DSM-5 (see Krueger & Markon, 2014 for a review), there has been 
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very limited work evaluating the clinical application of this model. Specifically, the way in 

which clinicians conceptualize personality disorders using the Section III trait model was 

previously unknown. The current study aimed to fill this gap in the literature.  

 This research lends support for the Section III trait model and its constellation of traits 

proposed for Antisocial and Borderline PDs. The conceptualization of ASPD by clinicians was 

generally consistent with the Section III model. As previously noted, Grandiosity was also rated 

as prototypical of this disorder, which is not surprising, given that previous research has shown 

associations with this trait (e.g., Anderson et al., 2014b; Wygant et al., 2016). Nonetheless, 

beyond this minor theoretically expected exception, clinician prototypicality ratings of ASPD 

traits deviated very little from the Section III model.  

 The clinician-perceived conceptualization of BPD was generally consistent with the 

Section III model, in that BPD traits were rated as prototypical of the disorder and the majority 

of non-included traits were seen as less prototypical, albeit with some notable exceptions. For 

instance, Attention Seeking was rated as more prototypical than several included BPD traits. Of 

note, previous research (e.g., Anderson et al., 2014b; Bach & Sellbom, in press; Bach, Anderson, 

& Simonsen, in press; Hopwood et al., 2012; Sellbom et al., 2014) has not shown strong 

empirical associations between Section II BPD and Section III Attention Seeking, so this finding 

was somewhat unexpected. In addition, Anxiousness was rated as less prototypical than several 

non-included traits (i.e., Attention Seeking, Suspiciousness, and Manipulativeness), which was, 

again, somewhat surprising given past research showing strong associations between Section II 

BPD and this trait (e.g., Anderson et al., 2014b; Bach & Sellbom, in press; Bach, Anderson, & 

Simonsen, in press; Hopwood et al., 2012; Sellbom et al., 2014). However, previous studies (e.g., 

Anderson et al., 2014; Bach & Sellbom, in press; Sellbom et al., 2014) have shown considerable 
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support for the inclusion of Suspiciousness as reflective of the ninth criterion of BPD, which 

includes “stress-related paranoid ideation.”  

 These varying results across this study and previous work may be reflective of the 

heterogeneity of this disorder. Indeed, BPD has been referred to as a “catch-all” diagnosis and 

has been highly criticized for this reason as a diagnostic construct (Tyrer, 2009). Given its 

heterogeneity and the many different symptoms an individual may exhibit as part of this 

disorder, it may be inherently more difficult to determine “prototypical” features of the disorder. 

For instance, it is possible that clinicians may have varying experiences with individuals 

diagnosed with BPD, causing some disagreement on the core prototypical traits. In particular, 

clinicians in forensic settings (who made up much of our sample) may be more likely to 

encounter individuals with BPD who present as more suspicious or manipulative, than clinicians 

working in general mental health settings. Furthermore, there is significant comorbidity between 

BPD and Histrionic PD, which may account for the high ratings of traits such as Attention 

Seeking and Manipulativeness that may be better reflected in a Histionic PD presentation.  

 Overall, our findings have implications for the validity and clinical utility of the Section 

III trait model. Although its clinical applicability has been questioned (Pull, 2014; Verheul, 

2012), the current study showed that clinical psychologists view the Section III ASPD and BPD 

traits as prototypical to those disorders. This finding is consistent with previous research by 

Miller et al. (2010), who found that Five Factor Model ratings of PDs by clinicians functioned 

similarly to categorical PD diagnosis in their associations with the SNAP. Taken together, 

research suggests that the transition to a dimensional model of assessment and diagnosis may not 

be so difficult from a clinical perspective, and indeed, may be congruent with the ways in which 

clinicians already conceptualize these disorders. Our results also correspond with Morey and 
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colleagues’ (2014) showing that clinicians rated the dimensional trait model as more useful than 

the Section II conceptualization in most aspects (again, with the exception of professional 

communication). Therefore, combined with the findings in this study, research indicates that 

clinicians’ views are generally consistent with the Section III model, and in many ways (based 

on Morey et al., 2014), clinicians may actually prefer the dimensional trait model over the 

current categorical model in Section II.  

 Given that most research on the Section III model has been conducted using patient, 

community, and undergraduate research participants (and not clinicians), it was also important to 

determine whether our research was consistent with this growing body of past research. We 

found that our results were generally congruent with this literature using results from both 

undergraduate (Anderson et al., 2014b) and patient (Bach, Anderson, & Simonsen, in press) 

studies. Results were generally less consistent with the undergraduate study. However, given that 

Bach, Anderson, and Simonsen (in press) utilized a patient sample and administered a SCID-II 

interview to assess Section II PDs, and the undergraduate study by Anderson et al. (2014) used a 

range-restricted sample and self-report methods, it is likely that our study’s correspondence with 

Bach and colleague’s results is more generalizable to clinical populations where personality 

disorders are more prevalent.  

 Consistency across the literature is important in that it not only bolsters our results by 

showing our study’s relation to previous research, but also bolsters previous research by showing 

its’ association with clinician ratings. Taken together, we can identify patterns in the literature, 

and in the case of ASPD, we found a clear pattern consistent with the Section III model. 

However, of note, the facet conceptualization of some disorders has not always been clear in past 

research (e.g., Anderson et al., 2014b; Bach, Anderson, & Simonsen, in press; Hopwood et al., 
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2012; Sellbom et al., 2014). Particularly, in the case of BPD, we found several deviations from 

the Section III model at the facet level that have not been reflected in past research. Given these 

differences between clinician perspectives, the Section III model, and previous research, it is 

likely that additional research is still needed specific to the diagnostic construct of BPD. While it 

is likely the inherent heterogeneity of the disorder that accounts for many of these variations in 

empirical research, it will be important moving forward that increased consistency across the 

literature is sought.   

 Several limitations of the current study should be noted. First, only Borderline and 

Antisocial PDs were evaluated in the current study. Therefore, future work in this area should 

evaluate clinician perspectives of all six PDs included in the Section III model. In addition, our 

sample was not representative of everyone who might reference the DSM-5 in making 

personality disorder diagnoses. For instance, psychiatrics, clinical social workers, and other 

mental health professionals beyond (predominantly) clinical psychologists did not participate in 

the current study. In addition, participants were not representative of the wide range of 

specialties or employment settings in clinical psychology. Approximately half of the participants 

worked in a clinical setting; however, approximately one fourth of the sample consisted of 

graduate students (i.e., not experienced clinicians). Similarly, although approximately a third of 

the participants identified themselves as general practitioners, a third of the sample stated they 

worked in a forensic setting and other specialty areas were less represented. Of note, however, 

individuals in forensic settings are particularly likely to encounter individuals with symptoms of 

Borderline and Antisocial PDs, so the perspectives of individuals in these settings may be 

particularly important. Nonetheless, future research should evaluate a wider range of mental 

health professionals across settings and areas of expertise.   
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 Finally, clinician perspectives of these disorders cover only a narrow view of the model’s 

clinical applicability. Questions still remain about the way in which clinicians will use these 

traits to assess and diagnose real individuals in clinical settings. Although outside of the scope of 

the current investigation, it will be important that future research evaluates clinician 

conceptualizations of individuals with known personality psychopathology. Furthermore, the 

current study evaluated only clinician perspectives of the trait model (Criterion B) and did not 

evaluate the clinical applicability of the impairment criteria (Criterion A). Future research of this 

kind should also examine clinician perspectives and clinical application of the model in its 

entirety in clinical settings.  

 Despite its limitations, this study offers a unique view of the Section III trait 

conceptualizations of Antisocial and Borderline PDs using clinician prototypicality ratings. Thus 

far, no study has evaluated the Section III traits in this manner, despite the importance of 

understanding clinician perspectives and clinical applicability of this diagnostic model. Overall, 

the results show a general trend of support of this model from a clinical perspective. Future 

research should continue to evaluate clinician perspectives of this model, as well as the clinical 

applicability of this model as a whole. 
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Study One Appendix B 

Clinician Survey and Rating Form 

Survey for Clinicians 

 

Demographic Questions 

 

Age ________ 

 

Sex:   

______ Male 

______ Female  

 

Race/Ethnicity: 

______ White/Caucasian   ______ Black/African American 

______ Asian     ______ Hispanic/Latin American 

______ American Indian or Alaska Native ______ Hawaiian/Pacific Islander 

______ Other_______________________ 

 

State/Province:__________________________ 

 

Highest Degree Earned: 

______ Bachelors (B.S./B.A.) 

______ Masters (M.A., M.S.) 

______ Doctorate (Psy.D., Ph.D., Ed.D., M.D.) 

______ Other___________________________ 

 

Area of Mental Health: 

______ Clinical Psychology (Ph.D.)  ______ Clinical Psychology (Psy.D.) 

______ Clinical Psychology (M.S./M.A.) ______ Psychiatry 

______ Social Work    ______ Counseling 

______ School/Educational Psychology ______ Other: _____________________________ 

 

Current Primary Employment: 

______ Academia/Research 

______ Clinical Practice 

______ Public Service 

______ Graduate student 

______ Other_____________________________ 

 

Licensed mental health professional: 

______ Yes 
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______ No 

Years of experience as a mental health professional________ 

 

Experience working with Borderline Personality Disorder 

______ Yes 

           Number years experience______ 

______ No 

 

Estimated expertise in Borderline Personality Disorder 

0------1------2------3------4------5------6------7------8------9------10 

No Expertise             High Expertise      

 

Experience working with Antisocial Personality Disorder 

______ Yes 

           Number years experience______ 

______ No 

 

Estimated expertise in Antisocial Personality Disorder 

0------1------2------3------4------5------6------7------8------9------10 

No Expertise             High Expertise 

 

Are you familiar with the DSM-5 Section III alternative model for personality disorder 

diagnosis? 

______ Yes 

______ No 

 

Level of familiarity with the Section III model 

0------1------2------3------4------5------6------7------8------9------10 

No Familiarity           High Familiarity 

 

Trait Rating 

 

Please think of a prototypical patient/client with Borderline personality disorder (BPD). Rate the 

following descriptors based on the level at which the descriptor is prototypical of a patient with 

BPD (where 0 is not prototypcal of this patient at all, and 3 is highly prototypical).  

 

Do not use outside resources (e.g. diagnostic manuals, books, articles, colleagues, etc.) to 

complete this survey. Rely on your own clinical experience and expertise to rate each descriptor.  

 

1. Emotional Lability: Instability of emotional experiences and mood; emotions 

that are easily aroused, intense, and/or out of proportion to events and 

circumstances. 
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2. Anxiousness: Feelings of nervousness, tenseness, or panic in reaction to diverse 

situations; frequent worry about the negative effects of past unpleasant experiences 

and future negative possibilities; feeling fearful and apprehensive about 

uncertainty; expecting the worst to happen. 

 

3. Separation Insecurity: Fears of being alone due to rejection by—and/or 

separation from—significant others, based in a lack of confidence in one’s ability 

to care for oneself, both physically and emotionally. 

 

4. Submissiveness: Adaptation of one’s behavior to the actual or perceived 

interests and desires of others even when doing so is antithetical to one’s own 

interests, needs, or desires. 

 

5. Hostility: Persistent or frequent angry feelings; anger or irritability in response 

to minor slights and insults; mean, nasty, or vengeful behavior. 

 

6. Perseveration: Persistence at tasks or in particular way of doing things long after 

the behavior has ceased to be functional or effective; continuance of the same 

behavior despite repeated failures or clear reasons for stopping. 

 

7. Withdrawal: Preference for being alone to being with others; reticence in social 

situations; avoidance of social contacts and activity; lack of initiation of social 

contact. 

 

8. Intimacy Avoidance: Avoidance of close or romantic relationships, interpersonal 

attachments, and intimate sexual relationships. 

 

9. Anhedonia: Lack of enjoyment from, engagement in, or energy for life’s 

experiences; deficits in the capacity to feel pleasure and take interest in things. 

 

10. Depressivity: Feelings of being down, miserable, and/or hopeless; difficulty 

recovering from such moods; pessimism about the future; pervasive shame and/or 

guilt; feelings of inferior self-worth; thoughts of suicide and suicidal behavior. 

 

11. Restricted Affectivity: Little reaction to emotionally arousing situations; 

constricted emotional experience and expression; indifference and aloofness in 

normatively engaging situations. 

 

12. Suspiciousness: Expectations of—and sensitivity to—signs of interpersonal ill- 

intent or harm; doubts about loyalty and fidelity of others; feelings of being 

mistreated, used, and/or persecuted by others. 
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13. Manipulativeness: Use of subterfuge to influence or control others; use of 

seduction, charm, glibness, or ingratiation to achieve one’s ends.  

14. Deceitfulness: Dishonesty and fraudulence; misrepresentation of self; 

embellishment or fabrication when relating events. 

 

15. Grandiosity: Believing that one is superior to others and deserves special 

treatment; self-centeredness; feelings of entitlement; condescension toward others. 

 

16. Attention Seeking: Engaging in behavior designed to attract notice and to make 

one- self the focus of others’ attention and admiration. 

 

17. Callousness: Lack of concern for the feelings or problems of others; lack of 

guilt or remorse about the negative or harmful effects of one’s actions on others 

 

18. Irresponsibility: Disregard for—and failure to honor—financial and other 

obligations or commitments; lack of respect for—and lack of follow- through on—

agreements and promises; carelessness with others’ property. 

 

19. Impulsivity: Acting on the spur of the moment in response to immediate 

stimuli; acting on a momentary basis without a plan or consideration of outcomes; 

difficulty establishing and following plans; a sense of urgency and self-harming 

behavior under emotional distress. 

 

20. Distractibility: Difficulty concentrating and focusing on tasks; attention is 

easily diverted by extraneous stimuli; difficulty maintaining goal- focused 

behavior, including both planning and completing tasks. 

 

21. Risk-Taking: Engagement in dangerous, risky, and potentially self-damaging 

activities, unnecessarily and without regard to consequences; lack of concern for 

one’s limitations and denial of the reality of personal danger; reckless pursuit of 

goals regardless of the level of risk involved. 

 

22. Rigid-Perfectionism: Rigid insistence on everything being flawless, perfect, 

and without errors or faults, including one’s own and others’ performance; 

sacrificing of timeliness to ensure correctness in every detail; believing that there 

is only one right way to do things; difficulty changing ideas and/or viewpoint; 

preoccupation with details, organization, and order. 

 

23. Unusual Beliefs and Experiences: Belief that one has unusual abilities, such as 

mind reading, telekinesis, thought-action fusion, unusual experiences of reality, 

including hallucination-like experiences. 
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24. Eccentricity: Odd, unusual, or bizarre behavior, appearance, and/or speech; 

having strange and unpredictable thoughts; saying unusual or inappropriate things.  

 

25. Cognitive and Perceptual Dysregulation: Odd or unusual thought processes and 

experiences, including depersonalization, derealization, and dissociative 

experiences; mixed sleep-wake state experiences; thought-control experiences. 

 

Please think of a prototypical patient/client with Antisocial personality disorder (APD). Rate the 

following descriptors based on the level at which the descriptor is prototypical of a patient with 

APD (where 0 is not prototypcal of this patient at all, and 3 is highly prototypical).  

 

Again, do not use outside resources (e.g. diagnostic manuals, books, articles, colleagues, etc.) to 

complete this survey. Rely on your own clinical experience and expertise to rate each descriptor.  

 

1. Emotional Lability: Instability of emotional experiences and mood; emotions 

that are easily aroused, intense, and/or out of proportion to events and 

circumstances. 

 

2. Anxiousness: Feelings of nervousness, tenseness, or panic in reaction to diverse 

situations; frequent worry about the negative effects of past unpleasant experiences 

and future negative possibilities; feeling fearful and apprehensive about 

uncertainty; expecting the worst to happen. 

 

3. Separation Insecurity: Fears of being alone due to rejection by—and/or 

separation from—significant others, based in a lack of confidence in one’s ability 

to care for oneself, both physically and emotionally. 

 

4. Submissiveness: Adaptation of one’s behavior to the actual or perceived 

interests and desires of others even when doing so is antithetical to one’s own 

interests, needs, or desires. 

 

5. Hostility: Persistent or frequent angry feelings; anger or irritability in response 

to minor slights and insults; mean, nasty, or vengeful behavior. 

 

6. Perseveration: Persistence at tasks or in particular way of doing things long after 

the behavior has ceased to be functional or effective; continuance of the same 

behavior despite repeated failures or clear reasons for stopping. 

 

7. Withdrawal: Preference for being alone to being with others; reticence in social 

situations; avoidance of social contacts and activity; lack of initiation of social 

contact. 
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8. Intimacy Avoidance: Avoidance of close or romantic relationships, interpersonal 

attachments, and intimate sexual relationships. 

 

9. Anhedonia: Lack of enjoyment from, engagement in, or energy for life’s 

experiences; deficits in the capacity to feel pleasure and take interest in things. 

 

10. Depressivity: Feelings of being down, miserable, and/or hopeless; difficulty 

recovering from such moods; pessimism about the future; pervasive shame and/or 

guilt; feelings of inferior self-worth; thoughts of suicide and suicidal behavior. 

 

11. Restricted Affectivity: Little reaction to emotionally arousing situations; 

constricted emotional experience and expression; indifference and aloofness in 

normatively engaging situations. 

 

12. Suspiciousness: Expectations of—and sensitivity to—signs of interpersonal ill- 

intent or harm; doubts about loyalty and fidelity of others; feelings of being 

mistreated, used, and/or persecuted by others. 

 

13. Manipulativeness: Use of subterfuge to influence or control others; use of 

seduction, charm, glibness, or ingratiation to achieve one’s ends. 

 

14. Deceitfulness: Dishonesty and fraudulence; misrepresentation of self; 

embellishment or fabrication when relating events. 

 

15. Grandiosity: Believing that one is superior to others and deserves special 

treatment; self-centeredness; feelings of entitlement; condescension toward others. 

 

16. Attention Seeking: Engaging in behavior designed to attract notice and to make 

one- self the focus of others’ attention and admiration. 

 

17. Callousness: Lack of concern for the feelings or problems of others; lack of 

guilt or remorse about the negative or harmful effects of one’s actions on others 

 

18. Irresponsibility: Disregard for—and failure to honor—financial and other 

obligations or commitments; lack of respect for—and lack of follow- through on—

agreements and promises; carelessness with others’ property. 

 

19. Impulsivity: Acting on the spur of the moment in response to immediate 

stimuli; acting on a momentary basis without a plan or consideration of outcomes; 

difficulty establishing and following plans; a sense of urgency and self-harming 

behavior under emotional distress. 
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20. Distractibility: Difficulty concentrating and focusing on tasks; attention is 

easily diverted by extraneous stimuli; difficulty maintaining goal- focused 

behavior, including both planning and completing tasks. 

 

21. Risk-Taking: Engagement in dangerous, risky, and potentially self-damaging 

activities, unnecessarily and without regard to consequences; lack of concern for 

one’s limitations and denial of the reality of personal danger; reckless pursuit of 

goals regardless of the level of risk involved. 

 

22. Rigid-Perfectionism: Rigid insistence on everything being flawless, perfect, 

and without errors or faults, including one’s own and others’ performance; 

sacrificing of timeliness to ensure correctness in every detail; believing that there 

is only one right way to do things; difficulty changing ideas and/or viewpoint; 

preoccupation with details, organization, and order. 

 

23. Unusual Beliefs and Experiences: Belief that one has unusual abilities, such as 

mind reading, telekinesis, thought-action fusion, unusual experiences of reality, 

including hallucination-like experiences. 

 

24. Eccentricity: Odd, unusual, or bizarre behavior, appearance, and/or speech; 

having strange and unpredictable thoughts; saying unusual or inappropriate things. 

 

25. Cognitive and Perceptual Dysregulation: Odd or unusual thought processes and 

experiences, including depersonalization, derealization, and dissociative 

experiences; mixed sleep-wake state experiences; thought-control experiences. 

 

Did you use outside resources to complete this survey? 

______ Yes 

______ No 

 

Did you have specific diagnostic criteria in mind when completing the survey? 

______ Yes 

           ______ DSM-IV-TR/DSM-5 Section II criteria 

           ______ DSM-5 Section III criteria 

           ______ ICD criteria 

           ______ Other diagnostic criteria (e.g., Psychodynamic Diagnostic Manual) 

_______________ 

______ No 

 

Did you have a particular theoretical conceptualization (e.g., Cleckley for APD; Kernberg for 

BPD) in mind when completing this survey? 

______ Yes 

           Conceptualization for BPD__________________________________________________ 



    

45 
     

           Conceptualization for APD__________________________________________________ 

______ No 
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3. EVALUATING THE DSM-5 SECTION III PERSONALITY DISRODER IMPAIRMENT 

CRITERIA  

The previous study evaluated clinician perspectives of personality disorders from a 

dimensional perspective using Criterion B of the Section III model. This study provided evidence 

that clinicians conceptualize borderline and antisocial personality disorders from a dimensional 

perspective consistent with Section III. However, questions remain regarding additional aspects 

of the Section III model. Specifically, there has been limited research examining Criterion A of 

the Section III model, the functional impairment criteria. The following study aims to evaluate 

these criteria as they relate to specific personality disorder diagnostic constructs that are included 

in the DSM-5 Section III model. 

Abstract 

The majority of research on the DSM-5 Section III alternative model for personality disorders 

(PDs) has addressed the dimensional traits proposed in Criterion B, while limited research has 

evaluated Section III functional impairment criteria. The current study evaluated Section III 

impairment specific to the six personality disorder diagnoses included in the Section III model in 

a sample of 347 undergraduates. We evaluated the factor structure of disorder-specific 

impairment; their associations with other measures of impairment, Section III traits, and Section 

II PD symptoms; as well as the incremental utility of impairment above and beyond traits in 

predicting Section II PD symptoms. Factor analyses indicated limited support for the two domain 

and four sub-facet levels of impairment, but showed some support for disorder-specific 

impairment. Furthermore, disorder-specific impairment was associated with other measures of 
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functional impairment, Section II PD symptoms, and Section III traits with a generally good 

degree of convergence (albeit with somewhat poor discriminability). Finally, impairment only 

added incremental utility to traits in predicting Section II Avoidant PD. By and large, these 

findings suggested mixed support for disorder-specific impairment as presented in Criterion A 

and raised additional questions regarding the utility of impairment when paired with dimensional 

personality traits.  

Introduction 

The Diagnostic and Statistical Manual of Mental Disorders, 5th edition (DSM-5; 

American Psychiatric Association [APA], 2013) includes an alternative model for the assessment 

and diagnosis of personality psychopathology in Section III. This new model was developed in 

response to decades of criticism regarding the categorical diagnostic model for personality 

disorders (PDs; e.g. Clark, 2007; Clemence et al., 2009; Vinnars & Barber, 2008; Watson et al., 

2008; Widiger & Mullins-Sweatt, 2010). Although the DSM-IV-TR model was retained for 

formal diagnosis of PDs in Section II, the new model was relegated to Section III of the DSM-5 

as an alternative model for PD assessment and diagnosis.  

The Section III model is a hybrid dimensional and categorical system. Criterion A, the 

focus of the current study, states that an individual must show personality impairment in the 

domains of self (identity or self-direction) and interpersonal (empathy or intimacy) functioning. 

Criterion B of the model includes a dimensional trait conceptualization of personality 

psychopathology. According to this criterion, an individual must exhibit maladaptive personality 

traits, which, in the DSM-5 Section III, are based on five dimensional personality trait domains 

and their accompanying set of trait facets. In congruence with this trait system, the DSM-5 

workgroup developed a self-report questionnaire, the Personality Inventory for DSM-5 (PID-5; 
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Krueger et al., 2012) to measure this dimensional trait model. This measure indexes five Section 

III dimensional trait domains and their accompanying 25 facets.   

Finally, this alternate diagnostic system includes a set of six categorical PD diagnoses, 

which include Avoidant, Antisocial, Borderline, Narcissistic, Schizotypal, and Obsessive-

Compulsive PDs. Each PD diagnosis requires that an individual exhibit functional impairment 

(Criterion A) as well as a unique configuration of maladaptive personality traits (Criterion B). 

For instance, according to the impairment criteria, an individual with Section III Borderline 

Personality Disorder (BPD) is likely to have an unstable self-image (impairment in identity [self 

functioning]), instability in his or her goals or plans (impairment in self-direction [self 

functioning]), interpersonal hypersensitivity that compromises the ability to understand the 

feelings and needs of others (impairment in empathy [interpersonal functioning]), and intense 

and unstable interpersonal relationships (impairment in intimacy [interpersonal functioning]). In 

addition, in Criterion B, BPD is operationalized via the facets Impulsivity, Risk Taking, 

Emotional Lability, Anxiousness, Separation Insecurity, Hostility, and Depressivity. An 

individual requires both impairment and maladaptive personality traits in order to meet criteria 

for this diagnosis. However, if an individual exhibits functional impairment and maladaptive 

personality traits, but does not meet any specific configuration of impairment and/or traits, the 

individual can be assigned a diagnosis of PD: Trait Specified, which is similar to the Section II 

diagnosis of PD: Not Otherwise Specified (PD-NOS).  

The majority of the research surrounding this alternate diagnostic system has focused on 

Criterion B, the dimensional trait model (see Krueger & Markon, 2014, for a review). Previous 

research has shown that the PID-5 measure is psychometrically valid (Quilty et al., 2013; Wright 

et al., 2012), and that the trait conceptualizations of Section III PDs show strong empirical 
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associations with their Section II counterparts (Anderson et al, 2014; Bach et al., in press; 

Fossatti et al., 2013; Few et al., 2013; Hopwood et al., 2013a). In addition, research has shown 

empirical associations between this model and well-validated personality trait models including 

the Five Factor Model (FFM; Gore & Widiger, 2013; Thomas et al., 2013; Widiger et al., 2013) 

and the Personality Psychopathology Five (PSY-5) model (Anderson et al., 2013, 2015; Finn et 

al., 2014; Harkness et al., 2012). Furthermore, this trait model has also been shown to have 

associations with omnibus clinical measures of psychopathology, such as the Minnesota 

Multiphasic Personality Inventory-2-Restructured Form (MMPI-2-RF; Ben-Porath & Tellegen, 

2008) and the Personality Assessment Inventory (PAI; Morey, 1991)(Anderson et al., 2015; 

Hopwood et al., 2013b; Sellbom et al., 2013). Research has shown associations between both the 

dimensional traits and the diagnostic categories with theoretically relevant scales on these 

measures (Hopwood et al., 2013; Sellbom et al., 2014). 

 There has been a growing number of research studies relevant to the impairment criteria 

proposed in Criterion A, with studies showing mixed results regarding the utility of measuring 

impairment. However, very few studies have examined impairment criteria using a measure 

specific to Section III. Most relevant to the current evaluation, Liggett, Carmichael, Smith, and 

Sellbom (in press) developed measures of disorder-specific impairment for obsessive-

compulsive and avoidant PDs. Using these measures, they found support for the disorder-specific 

impairment constructs, as well as their associations with Section II avoidant and obsessive-

compulsive PDs and additional external criterion measures of impairment in a sample of 

community-dwelling individuals. However, these authors only evaluated two PDs and did not 

evaluate the associations with Section III trait conceptualizations of these PDs.  
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 Several researchers have studied the Level of Personality Functioning Scale (LPFS; 

Bender et al., 2011), a rating form that measures the levels and domains of impairment included 

in the Section III model. Morey, Bender, and Skodol (2013) evaluated the association between 

the LPFS and DSM-IV PD diagnoses, measures of personality functioning, and clinical 

judgment. They found support for this measure as evidenced by its associations with other 

measures of personality psychopathology and clinical judgments related to risk, prognosis, and 

treatment. Additionally, they found that the LPFS was a better predictor of clinician-rated 

functioning than DSM-IV PD diagnoses. Zimmerman and colleagues (2015) evaluated the LPFS 

and found general support for there being two highly correlated impairment factors 

representative of self and interpersonal functioning. They did not, however, find support for the 

sub-facets of impairment. Furthermore, when they evaluated the joint factor structure of Section 

III impairment criteria and traits together, their results suggested a lack of distinction between 

Criterion A and Criterion B.  

 Few et al. (2013) also evaluated impairment using the LPFS where trained graduate 

student raters were asked to rate individuals in a community sample on the four levels of 

functioning included in Criterion A after conducting a SCID-II interview. These authors found 

that the impairment ratings were significantly associated with depression and anxiety, DSM-5 

Section II PDs, and DSM-5 Section III dimensional personality traits. However, they also found 

that the dimensional traits demonstrated incremental validity in predicting DSM-5 Section II PDs 

above impairment criteria, but the impairment criteria did not demonstrate incremental validity 

beyond the dimensional traits. Similarly, Wygant and colleagues (in press) evaluated the 

incremental utility of interview-rated Antisocial PD-specific impairment (using the LPFS as a 

model) in predicting Section II Antisocial PD and psychopathy in a sample of 200 male prison 
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inmates. However, unlike Few et al. (2013), these authors found that the addition of impairment 

incrementally predicted Antisocial PD and psychopathy constructs above and beyond Section III 

Antisocial PD traits. Finally, Keeley et al. (2014) found evidence that PID-5 traits were related to 

functional impairment in a mixed sample of college students and clinical patients; however, the 

measures of impairment used in this study were not specific to Section III.  

 There has also been more general research regarding trait conceptualizations of PDs and 

functional impairment that are relevant to the Section III model. Clark and Ro (2014) utilized 

community and inpatient psychiatric samples and showed that there were empirical associations 

between general functional impairment in personality disorders and maladaptive personality 

traits. In addition, when they evaluated the structure of impairment with their range of 

impairment measures, these authors found support for general self and interpersonal factors 

along with a basic living skills impairment factor. Hentschel and Pukrop (2014) evaluated the 

association between functional impairment and dimensional traits in a German psychiatric 

sample, using a measure of general functional impairment (General Assessment of Personality 

Disorder; GAPP), the Dimensional Assessment of Personality Pathology (DAPP) and Revised 

NEO Personality Inventory (NEO-PI-R). Their results established an empirical association 

between impairment and dimensional personality traits. However, similar to results in the Few et 

al. (2013) study, these researchers also found that the dimensional traits added incremental 

validity over impairment, but that impairment did not demonstrate incremental validity above 

dimension traits in predicting Section II PDs. Finally, in contrast, Calabrese and Simms (2014) 

showed baseline impairment ratings predicted future functional impairment beyond maladaptive 

personality traits using general impairment measures, suggesting that functional impairment 

measures a construct beyond that which can be captured by personality traits.  
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There is a significant amount of research still needed on the Criterion A section of the 

model. Many studies have not included measures of functional impairment specific to Section III 

PDs, likely in part due to the only validated measure currently available is a clinician rating 

form, which does not assess impairment specific to individual PDs. Furthermore, there has been 

only one study (Liggett et al., in press) that has examined the levels and domains of functional 

impairment in Criterion A in regards to specific PDs; however, this study only evaluated 

avoidant and obsessive-compulsive PDs.  It is therefore important that we gain additional 

information that not only examines this criterion broadly (and its relation to dimensional traits), 

but also how impairment is measured specific to the six diagnostic categories included in the 

Section III model.  

The Current Study 

The purpose of this study was to evaluate the impairment criteria included in Criterion A 

of the alternative PD model in Section III. We had two overarching goals: 1) the examination of 

disorder-specific impairment, including their factor structure, and construct validity; and 2) 

evaluating the incremental utility of measuring impairment in addition to traits in the Section III 

model.  

Impairment factor structure. The Section III model proposes that there are two broad 

domains (self, interpersonal) and four sub-facets (identity, self-direction, empathy, intimacy) of 

functional impairment. Along the lines of Clark and Ro (2014) and Zimmerman et al. (2015) (but 

see Liggett et al., in press), research needs to further establish whether or not the impairment 

criteria for each disorder empirically fall into these domains in latent space. Given that each PD 

is proposed to have functional impairment specific to each domain and sub-facet, it was expected 

that these criteria would factor into these domains and facets for each disorder. Furthermore, 
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given that the DSM-5 includes varying descriptions of impairment for each PD, from which we 

developed six different disorder-specific impairment measures, we also expected to find 

evidence of six factors reflective of each disorder.  

Associations with other measures of impairment. This study also aimed to evaluate the 

impairment criteria more broadly, by examining the extent to which the impairment criteria were 

related to other measures of functional impairment (including both general functional 

impairment and impairment specific to personality psychopathology). It was expected that the 

Section III impairment measures would be significantly associated with other measures of 

impairment, although it was also hypothesized that the Section III measures would be more 

closely associated with measures of personality impairment than more broad measures of 

impairment. 

Associations with Section III PD traits. In addition, the impairment criteria were 

evaluated by determining the extent to which maladaptive personality traits (Criterion B) were 

related to the impairment criteria (Criterion A) set forth in the diagnostic criteria for the six 

DSM-5 Section III PDs. This aimed to validate the categorical diagnostic constructs in Section 

III by determining if the impairment criteria and traits for each disorder were empirically related. 

Theoretically, we expected the impairment criteria for each PD to be associated with the 

maladaptive personality traits for each disorder, given that individuals must meet both criteria to 

have a specific PD diagnosis. Such findings would determine whether or not the personality 

traits associated with PD diagnoses align well with the impairment criteria clinicians are asked to 

assess before diagnosing an individual with a PD diagnosis. 

Associations with Section II PD symptoms. Similarly, this study assessed the 

associations between disorder-specific impairment and Section II PDs. Previous research has 
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shown a large association between the personality traits included for Section III Criterion B and 

the diagnostic constructs included in Section II (e.g., Anderson et al., 2014; Few et al., 2013; 

Hopwood et al., 2013). However, we do not yet know how impairment criteria relate to these 

disorders. Achieving continuity across the traditional and alternative PD models was an 

important goal of the DSM-5 workgroup, but this continuity has not been evaluated using the 

impairment criteria. Given past research exhibiting continuity between Section II and Section III, 

we also hypothesized that Section III impairment measures would show strong associations with 

their Section II counterparts.  

Incremental utility of impairment. Finally, much like previous researchers (Calabrese 

& Simms, 2014; Few et al., 2013; Hentschel & Pukrop, 2014), we aimed to evaluate the 

incremental utility of impairment over traits in the prediction of Section II PDs (and vice versa). 

This examination is important given mixed findings in previous studies. Furthermore, additional 

research is needed that uses measures specific to Section III, as well as measures of disorder-

specific impairment. Given fairly consistent past research evaluating the utility of traits over 

impairment, we hypothesized that traits would add incrementally over impairment in the 

prediction of Section II PDs. Hypotheses regarding the incremental utility of impairment were 

less straight-forward. Although several studies have found that assessing impairment did not add 

incrementally to the evaluation of Section II PDs (Few et al., 2013; Hentschel & Pukrop, 2014), 

Wygant et al. (in press) found that Antisocial PD traits and impairment specifically showed 

incremental utility above and beyond one another. Therefore, given that these authors evaluated 

disorder-specific impairment (albeit only for one disorder), we tentatively expected that the six 

disorder-specific impairment measures here would add utility above and beyond traits in 

assessing their Section II counterparts.  
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Method 

Participants and Procedures  

 Participants included 347 undergraduate students from a large southern university. Using 

an embedded validity scale (described below), 70 participants were excluded from analyses due 

to suspected random or careless non-content based responding, with 277 remaining participants 

included in the analyses. These individuals were 77.6% female, with a mean age of 18.71 years 

of age (SD = 1.51) and 12.59 (SD = .99) average years of education. Participants in this study 

were primarily Caucasian (88.4%), with African American being the largest racial/ethnic 

minority (6.5%). Participants completed the study online using Qualtrics software in order to 

receive course credit. This data collection was approved by the University of Alabama 

Institutional Review Board (IRB). Please see Appendix A for details.  

Measures 

Impairment Rating Form. Impairment rating scales were created ad hoc for each of the 

six DSM-5 Section III PDs to measure Criterion A . These scales were developed by the current 

authors and colleagues at the Australian National University (see Liggett, Carmichael, Smith, & 

Sellbom, in press); more specifically, the first author and aforementioned colleagues 

independently wrote items which were then independently reviewed by content experts using the 

DSM-5 Section III Criterion A as an explicit benchmark for each PD to ensure content validity. 

For all PD impairment scales, each item asks participants to select one of five statements of 

ascending severity (ranging from 0 [no impairment] to 4 [extreme impairment]), with items 

reflecting each explicit content area within Criterion A for each respective disorder. 

Intercorrelations across these disorder-specific impairment scales are shown in Table 3. 

Reliability coefficients (Coefficient α; Cronbach, 1951) indicated adequate internal consistency 
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for five of the six scales (α’s = .71 [Antisocial PD Impairment] to .88 [Avoidant PD 

Impairment]). Obsessive-Compulsive PD Impairment was an exception, and was associated with 

an internal consistency of α = .61; however, this scale had an average inter-item correlation of 

.18, which is typically deemed acceptable (e.g., Clark & Watson, 1995). Please see Appendices 

B-G for these measures.  

Table 3 

Inter-Correlations Among Impairment Measures 

 ASPD 

Impairment 

APD 

Impairment 

BPD 

Impairment 

NPD 

Impairment 

OCPD 

Impairment 

SPD 

Impairment 

ASPD 

Impairment 

-      

APD 

Impairment 

.41 -     

BPD 

Impairment 

.43 .71 -    

NPD 

Impairment 

.48 .50 .62 -   

OCPD 

Impairment 

.41 .47 .54 .56 -  

SPD 

Impairment 

.44 .73 .78 .55 .58 - 

Note. ASPD = Antisocial personality disorder; APD = Avoidant personality disorder; BPD = 

Borderline personality disorder; NPD = Narcissistic personality disorder; OCPD = Obsessive-

Compulsive personality disorder; SPD = Schizotypal personality disorder. 
 

Personality Inventory for DSM-5 (PID-5). The PID-5 (Krueger et al., 2012) is a 220-

item self-report inventory developed to measure the five DSM-5 Section III personality domains 

and their facets found in Criterion B of the Section III model. Individuals are asked to rate the 

extent to which they agree with each statement using a Likert scale ranging from 0 (Very False 

or Often False) to 3 (Very True or Often True). For the purpose of this study we created disorder 

variables, calculated by summing the trait facet scores making up each PD according to DSM-5 

Section III. Reliability coefficients (Coefficient α; Cronbach, 1951) indicated good internal 
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consistency for each PD composite (α’s = .85 [Narcissistic PD] to .96 [Schizotypal PD]). Please 

see Appendix H for this measure.  

Personality Diagnostic Questionnaire-4 (PDQ-4). The PDQ-4 (Hyler, 1994) is a 99-

item self-report true/false questionnaire measuring DSM-IV (and thus, DSM-5 Section II) PDs. 

This inventory produces ten scales representative of the ten PDs included in the DSM-IV/DSM-5 

Section II. Reliability coefficients (Coefficient α; Cronbach, 1951) showed inadequate internal 

consistency for the majority of scales (α’s = .56 [Obsessive-Compulsive PD] to .73 [Avoidant 

PD]), likely due to the heterogeneity of Section II PD symptoms. Average inter-item correlations 

ranged from .14 (Antisocial and Obsessive-Compulsive PDs) to .29 (Borderline PD). Of note, 

the PDQ-4 has been used in previous research on Section II PDs, including past research 

comparing the Section II and Section III models (e.g. Hopwood et al., 2013), with similar 

reliability coefficients. Please see Appendix I for this measure. 

Measure of Disordered Personality Functioning (MDPF). The MDPF (Parker et al., 

2004) is a 20-item self-report measure developed to assess disordered functioning in personality 

disorders. The measure indexes two higher-order scales (Non-cooperativeness and Non-coping) 

as well as seven lower-order scales, which include Agreeableness, Empathy, Caring for Others, 

Self-Defeating, Effective, Learns from Experience, and Self-Directed. This measure has been 

used in previous research (e.g., Clark & Ro, 2014; Ro & Clark, 2009) using both community and 

undergraduate participants. Reliability analysis (Coefficient α; Cronbach, 1951) indicated 

adequate internal consistency for the total score (α = .78), as well as the two subscale scores (α’s 

= .71 [Non-Coping] and .80 [Non-Cooperativeness]).  Please see Study Two Appendix A.  

Social Functioning Questionnaire (SFQ). The SFQ (Tyrer et al, 2005) is an 8-item self-

report scale developed to assess social dysfunction. The SFQ evaluates social functioning of a 
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period of the last two weeks in the areas of work, home activities, finance, interpersonal 

relationships, and spare time activities. Items are scored using a four-point Likert scale (0-3). 

Initial validation of this measure showed good inter-rater and test-retest reliability as well as 

construct validity (Tyrer et al., 2005). Reliability analysis (Coefficient α; Cronbach, 1951) 

indicated adequate internal consistency for this scale (α = .70). Please see Study Two Appendix 

B for this measure. 

World Health Organization Quality of Life- BREF (WHOQOL-BREF). The 

WHOQOL-BREF (World Health Organization, 2003) is an abbreviated version of the 

WHOQOL-100 (World Health Organization, 1995) developed to assess quality of life across 

several domains, which include physical health, psychological health, social relationships, and 

environment. The measure contains 26 self-report items scored on a 5-point Likert scale. Initial 

validation of this measure showed that it had good internal consistency and strong correlations 

with the WHOQOL-100 (World Health Organization, 2003). This measure is scored in such a 

way that high scores suggest high quality of life. Therefore, in order to interpret this measure in 

the same direction as the other measures, we used the reverse scores, where high scores indicated 

impairment in quality of life. Reliability analysis (Coefficient α; Cronbach, 1951) indicated 

adequate internal consistency for the total score (α = .93), as well as the subscales (α’s = .77 

[Social Relationships] to .85 [Psychological]). Please see Study Two Appendix C. 

World Health Organization Disability Assessment Schedule- 2 (WHODAS-2). The 

WHODAS-2 is a 36-item self-report measure scored on a 5-point Likert scale (1-5) developed to 

assess functioning and disability over the period of the last 30 days. This measure assess seven 

functioning domains, which include Understanding and Communicating, Getting Around, Self-

Care, Getting Along with Others, Life Activities, and Participation in Society. Reliability 
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analysis (Coefficient α; Cronbach, 1951) indicated adequate internal consistency for the total 

score (α = .81), as well as the subscales (α’s = .74 [Self-Care] to .92 [Life Activities]). Please see 

Study Two Appendix D for this measure. 

Validity Indicator. Given that this data was collected online (without supervision from a 

researcher) and that none of the measures used in this study have built-in validity indicators, it 

was important to determine if individuals were responding appropriately to the item content (i.e., 

not randomly responding). For this reason, a validity indicator was created ad hoc for the 

purpose of this study. A series of questions was dispersed throughout the protocol. Each item 

provides a statement to which most individuals would respond in a non-affirmative way, such as 

“I enjoy stealing from graves” or “I am allergic to water.” Please see Appendix H. 

Statistical Analyses 

 We first conducted exploratory structural equation modeling (ESEM) to examine the 

factor structure of the impairment criteria in latent space. Specifically, we were interested in 

determining if the impairment scales would break into factors representative of the two broad 

impairment domains (self and interpersonal functioning), four impairment sub-facets (identity, 

self-direction, empathy, and intimacy), and six disorders. The Comparative Fit Index (CFI; 

Bentler, 1990), Tucker Lewis Index (TLI; Tucker & Lewis, 1973), and Root Mean Square Error 

of Approximation (RMSEA; Brown & Cudeck, 1993) were used as goodness-of-fit indices. CFI 

and TLI values of .90-.95 and RMSEA values of .05-.08 are indicative of acceptable fit.  

 Next, we conducted series of Pearson correlation analyses in order to examine the 

associations between disorder-specific impairment and a number of external criterion variables. 

In order to control for the effects of shared method variance, we only interpreted associations 

that reached at least a moderate effect size magnitude. First, in order to evaluate the construct 
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validity of the impairment criteria scales, we evaluated whether the Section III impairment 

measures were associated with additional measures of functional impairment. Correlation 

analyses were conducted to determine the zero-order associations between the six Section III 

impairment measures and other measures of impairment. Subsequently, we aimed to determine 

the associations between Criterion A’s impairment measures and other DSM-5 measures of 

personality psychopathology, including each disorder’s Section II counterparts and the Section 

III dimensional trait configurations for each disorder.  Therefore, we conducted a series of 

correlation analyses in which we examined the zero-order associations between Section III 

impairment and Section II PDs and Section III trait conceptualizations of PDs.  

Furthermore, the incremental validity of disorder-specific impairment criteria over 

Section III traits in predicting Section II PDs was also assessed via hierarchical count regression 

analyses in which the Section II PDs were regressed onto the Section III traits that define that 

disorder in step one and the impairment criteria were added in step two. Similarly, hierarchical 

regression analyses were conducted in which the Section II PDs were regressed onto impairment 

criteria in step one and traits in step two, to determine if traits offer incremental validity beyond 

the impairment criteria. Finally, given that Section II PDs are calculated based on a total 

symptom count, and therefore these data conform for a count distribution, Poisson or negative 

binomial models were estimated.  

Results 

Impairment Criteria Factor Structure 

 In order to elucidate the factor structure of the impairment criteria in latent space, we 

conducted ESEM analyses and evaluated a two-factor, four-factor, and six-factor solution, 

reflecting the two impairment domains, four impairment sub-facets, and six disorders, 
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respectively. The two-factor model showed marginal model fit (CFI = .936, TLI = .902, RMSEA 

= .095). An examination of the resulting factor loadings did not reveal evidence for two factors 

representing domains of self and interpersonal functioning. Instead, the two factors appeared to 

be organized based on personality pathology, with one factor representing impairment in 

Avoidant, Borderline, and Schizotypal PDs and another factor representing impairment in 

Narcissistic, Obsessive-Compulsive, and Antisocial PDs. Similarly, the four-factor model also 

showed marginal model fit (CFI = .916, TLI = .875, RMSEA = .071) and we did not find 

evidence for four factors representing the four sub-facets of impairment.   

 Finally, the six-factor model showed acceptable to good model fit (CFI = .958, TLI = 

.921, RMSEA = .056). A pattern of factor loadings wherein each factor represented a distinct PD 

did not fully emerge (see Table 4). Antisocial, Avoidant, Narcissistic, and Obsessive-

Compulsive yielded the clearest patterns; however in each case there were either additional 

moderate factor loadings from other PDs, or one or more of that disorder’s impairment sub-

facets did not load on the factor. In other words, although these disorders showed more distinct 

patterns, there were no cases where the factor make-up was clearly one disorder. For instance, 

the Avoidant PD impairment factor also included Antisocial and Schizotypal interpersonal 

dysfunction, as well as Narcissistic PD identity dysfunction. This may have created a factor 

capturing insecurity and social withdrawal, rather than a factor specific to Avoidant PD. 

Additionally, impairment from Borderline and Schizotypal PDs loaded onto the same factor, 

which was unexpected, but may be capturing role confusion and a disconnect from reality, rather 

than disorder-specific features.  
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Table 4 

Six-Factor ESEM Factor Loadings 

 Factor 

One 

Factor 

Two 

Factor 

Three 

Factor 

Four 

Factor 

Five 

Factor 

Six 

Antisocial PD       

ASPD Identity .831 .015 -.019 -.021 .072 .046 

ASPD Self-

Direction 
.590 -.052 .228 .015 -.045 -.047 

ASPD Intimacy .217 .099 -.009 .548 -.050 -.142 

ASPD Empathy .067 .408 .042 .170 .011 .099 

Avoidant PD       

APD Identity -.003 .893 -.025 -.031 -.015 .000 

APD Self-

Direction 

.011 .759 -.033 .200 -.047 -.007 

APD Intimacy .034 .684 .098 -.156 .266 -.077 

APD Empathy -.061 .579 .156 .078 .123 .009 

Borderline PD       

BPD Identity .043 .007 .829 -.339 .184 -.016 

BPD Self-Direction -.015 .040 .745 .038 .059 -.485 

BPD Intimacy .149 .138 .269 .106 .285 .024 

BPD Empathy -.002 .003 .520 -.063 .208 .201 

Narcissistic PD       

NPD Identity -.010 .321 -.001 .009 .740 .006 

NPD Self-

Direction 

-.013 .026 -.018 .396 .410 .169 

NPD Intimacy .049 -.059 .093 .611 .312 .051 

NPD Empathy .241 .034 .273 .195 .018 .013 

Obsessive-

Compulsive PD 

      

OCPD Identity .105 .146 .532 .111 -.217 .099 

OCPD Self-

Direction 

-.022 .22 .042 .140 .123 .548 

OCPD Intimacy .000 -.086 .247 .526 .071 -.095 

OCPD Empathy .025 .131 .032 .140 .240 .314 

Schizotypal PD       

SPD Identity -.113 .023 .867 -.043 -.063 .041 

SPD Self-Direction -.019 -.001 .647 .103 -.095 -.081 

SPD Intimacy .074 -.017 .372 .104 .032 .144 

SPD Empathy -.023 .615 .243 -.059 .008 .162 

Note. Moderate factor loadings are bolded. ASPD = antisocial personality disorder; APD = 

avoidant personality disorder; BPD = borderline personality disorder; NPD = narcissistic 

personality disorder; OCPD = obsessive-compulsive personality disorder; SPD = schizotypal 

personality disorder. 
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Construct Validity of Section III Impairment  

 Section III Impairment and Other Measures of Impairment. We also aimed to 

evaluate the extent to which Section III impairment measures were associated with additional 

measures of both personality and general functional impairment. These results are shown in 

Tables 5-7. In most cases, each of the disorder specific impairment measures were moderately 

correlated with external measures of functional impairment, including total scores for the 

WHODAS-2, the WHOQOL-BREF, MDPF and the SFQ. Antisocial PD impairment and the 

interpersonal impairment domain and facets for Narcissistic and Obsessive-Compulsive PDs 

were the exception to this.  

 Amongst the MDPF subscales, there tended to be stronger associations with the Non-

Coping scale, although strong correlations were also found with the Non-Cooperativeness scale 

in many cases. Unexpectedly, however, Antisocial and Narcissistic PD impairment did not 

generally show strong associations with the Non-Cooperativeness scale. When looking at the 

sub-scales on the WHODAS-2, we also generally found an expected pattern of results, where the 

Section III impairment scales tended to show stronger associations with relevant areas of 

impairment, such as WHODAS-2 Understanding/Communication, Getting Along, and Society 

Participation, whereas fewer significant associations were found with non-relevant WHODAS-2 

subscales such as Getting Around, Self-Care, and Life Activities. Finally, results with the 

WHOQOL-BREF also showed an expected pattern of results, with most impairment scales 

showing significant associations with WHOQOL-BREF total and subscale scores. Similar to 

other measures, however, several facets of Antisocial, Narcissistic, and Obsessive-Compulsive 

PD impairment showed smaller associations with WHOQOL-BREF scales.  

 

 



    

64 
     

Table 5 

Correlations between Section III Impairment and Other Measures of Functional Impairment 

(MDPF and SFQ) 

 MDPF Total MDPF Non-

Cooperativeness 

MDPF Non-

Coping 

SFQ 

Antisocial PD     

ASPD Impairment .27 .27 .19 .42 

ASPD Self .21 .16 .10 .32 

    ASPD Identity .18 .16 .07 .28 

    ASPD Self-Direction .19 .13 .11 .29 

ASPD Interpersonal .37 .32 .26 .42 

    ASPD Empathy .28 .38 .09 .19 

    ASPD Intimacy .30 .17 .28 .45 

Avoidant PD     

APD Impairment .49 .23 .54 .62 

APD Self .44 .25 .51 .57 

    APD Identity .41 .22 .50 .54 

    APD Self-Direction .48 .24 .42 .49 

APD Interpersonal .31 .18 .50 .58 

    APD Empathy .39 .17 .48 .55 

    APD Intimacy .35 .15 .43 .50 

Borderline PD     

BPD Impairment .60 .34 .62 .71 

BPD Self .55 .31 .59 .69 

    BPD Identity .51 .28 .57 .67 

    BPD Self-Direction .51 .28 .48 .56 

BPD Interpersonal .49 .31 .53 .59 

    BPD Empathy .45 .37 .41 .43 

    BPD Intimacy .30 .18 .48 .57 

Narcissistic PD     

NPD Impairment .44 .31 .41 .49 

NPD Self .39 .23 .40 .46 

    NPD Identity .43 .19 .48 .49 

    NPD Self-Direction .21 .20 .18 .27 

NPD Interpersonal .37 .35 .30 .38 

    NPD Empathy .33 .34 .26 .29 

    NPD Intimacy .28 .23 .25 .37 

Obsessive-Compulsive PD     

OCPD Impairment .38 .29 .31 .43 

OCPD Self .36 .24 .31 .42 

    OCPD Identity .45 .30 .40 .50 

    OCPD Self-Direction .12 .08 .10 .16 

OCPD Interpersonal .28 .26 .21 .31 

    OCPD Empathy .29 .35 .15 .23 

    OCPD Intimacy .21 .17 .19 .28 
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Schizotypal PD     

SPD Impairment .60 .35 .61 .68 

SPD Self .59 .34 .61 .62 

    SPD Identity .55 .29 .59 .60 

    SPD Self-Direction .48 .33 .43 .46 

SPD Interpersonal .48 .28 .48 .62 

    SPD Empathy .39 .33 .30 .37 

    SPD Intimacy .43 .18 .48 .65 

Note. Moderate correlations are in bold. ASPD = Antisocial personality disorder; APD = 

Avoidant personality disorder; BPD = Borderline personality disorder; NPD = Narcissistic 

personality disorder; OCPD = Obsessive-Compulsive personality disorder; SPD = Schizotypal 

personality disorder; MDPF = Measure of Disordered Personality Functioning; SFQ = Social 

Functioning Questionnaire. 

 

Table 6 

Correlations between Section III Impairment and Other Measures of Functional Impairment 

(WHOQOL-BREF) 

 QOL 

Total 

QOL 

Physical  

QOL 

Psychological 

QOL 

Social 

QOL 

Environment 

Antisocial PD      

ASPD Impairment .36 .22 .27 .33 .24 

ASPD Self .26 .13 .18 .26 .16 

    ASPD Identity .22 .11 .17 .23 .12 

    ASPD Self-Direction .23 .13 .16 .23 .17 

ASPD Interpersonal .38 .26 .29 .30 .26 

    ASPD Empathy .17 .14 .08 .16 .13 

    ASPD Intimacy .41 .25 .32 .29 .26 

Avoidant PD      

APD Impairment .59 .39 .63 .56 .38 

APD Self .54 .40 .57 .53 .33 

    APD Identity .53 .40 .56 .50 .34 

    APD Self-Direction .44 .31 .47 .47 .29 

APD Interpersonal .56 .33 .59 .51 .36 

    APD Empathy .53 .34 .59 .48 .34 

    APD Intimacy .48 .27 .48 .45 .31 

Borderline PD      

BPD Impairment .70 .51 .70 .56 .48 

BPD Self .69 .51 .72 .52 .48 

    BPD Identity .68 .51 .71 .52 .47 

    BPD Self-Direction .49 .35 .50 .36 .35 

BPD Interpersonal .57 .39 .53 .50 .38 

    BPD Empathy .39 .26 .39 .31 .26 

    BPD Intimacy .56 .40 .50 .52 .37 

Narcissistic PD      

NPD Impairment .44 .31 .39 .37 .29 
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NPD Self .44 .30 .42 .38 .30 

    NPD Identity .54 .38 .56 .47 .36 

    NPD Self-Direction .17 .12 .14 .16 .14 

NPD Interpersonal .31 .22 .22 .23 .18 

    NPD Empathy .22 .14 .14 .15 .12 

    NPD Intimacy .33 .29 .26 .28 .21 

O-C PD      

OCPD Impairment .46 .35 .38 .42 .34 

OCPD Self .41 .33 .35 .38 .27 

    OCPD Identity .48 .43 .39 .41 .30 

    OCPD Self-Direction .18 .11 .16 .19 .13 

OCPD Interpersonal .38 .27 .31 .34 .34 

    OCPD Empathy .19 .10 .14 .20 .15 

    OCPD Intimacy .38 .27 .31 .32 .34 

Schizotypal PD      

SPD Impairment .68 .52 .68 .56 .47 

SPD Self .60 .45 .60 .49 .41 

    SPD Identity .57 .42 .59 .47 .39 

    SPD Self-Direction .46 .37 .43 .37 .32 

SPD Interpersonal .64 .49 .63 .53 .44 

    SPD Empathy .42 .34 .37 .27 .31 

    SPD Intimacy .64 .47 .65 .58 .42 

Note. Moderate correlations are in bold. QOL scores have been reversed to where high scores 

indicate impairment in quality of life. ASPD = Antisocial personality disorder; APD = Avoidant 

personality disorder; BPD = Borderline personality disorder; NPD = Narcissistic personality 

disorder; OCPD = Obsessive-Compulsive personality disorder; SPD = Schizotypal personality 

disorder; QOL = World Health Organization Quality of Life-BREF; QOL Social = QOL Social 

Relationships.  

 

Table 7 

Correlations between Section III Impairment and Other Measures of Functional Impairment 

(WHO-DAS-2) 

 Total  Und/

Com 

Getting 

Around 

Self-

Care 

Getting 

Along 

Society Life 

Activities 

Antisocial PD        

ASPD Impairment .24 .28 .07 .04 .35 .16 .18 

ASPD Self .17 .18 .02 .04 .31 .09 .18 

  ASPD Identity .14 .15 .03 .01 .26 .08 .14 

  ASPD Self-Direction .16 .16 .00 .06 .29 .09 .19 

ASPD Interpersonal .27 .33 .12 .02 .27 .19 .11 

  ASPD Empathy .12 .08 .05 .03 .13 .13 .05 

  ASPD Intimacy .28 .38 .12 .01 .28 .16 .12 

Avoidant PD        

APD Impairment .37 .43 .08 .11 .49 .27 .17 

APD Self .37 .39 .09 .12 .48 .27 .16 
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  APD Identity .38 .41 .11 .15 .47 .27 .17 

  APD Self-Direction .29 .29 .05 .06 .39 .22 .12 

APD Interpersonal .32 .41 .06 .08 .44 .22 .16 

  APD Empathy .31 .37 .05 .08 .44 .22 .14 

  APD Intimacy .27 .37 .06 .07 .36 .19 .15 

Borderline PD        

BPD Impairment .50 .55 .16 .18 .54 .38 .35 

BPD Self .49 .55 .13 .23 .52 .38 .36 

  BPD Identity .48 .52 .12 .22 .49 .38 .33 

  BPD Self-Direction .38 .46 .11 .17 .45 .22 .33 

BPD Interpersonal .41 .44 .16 .12 .45 .30 .26 

  BPD Empathy .33 .35 .07 .08 .38 .23 .23 

  BPD Intimacy .36 .39 .18 .12 .38 .28 .21 

Narcissistic PD        

NPD Impairment .33 .33 .15 .09 .35 .25 .21 

NPD Self .32 .31 .12 .08 .31 .26 .22 

  NPD Identity .34 .38 .12 08 .29 .27 .23 

  NPD Self-Direction .20 .13 .08 .05 .23 .17 .14 

NPD Interpersonal .25 .28 .16 .08 .30 .15 .13 

  NPD Empathy .19 .22 .16 .08 .23 .10 .10 

  NPD Intimacy .23 .26 .09 .05 .29 .18 .11 

O-C PD        

OCPD Impairment .38 .34 .15 .08 .34 .32 .20 

OCPD Self .42 .34 .14 .11 .38 .36 .25 

  OCPD Identity .44 .43 .08 .12 .43 .31 .33 

  OCPD Self-Direction .22 .12 .13 .06 .18 .25 .08 

OCPD Interpersonal .21 .23 .12 .00 .17 .16 .07 

   OCPD Empathy .11 .11 .11 .02 .13 .02 .04 

   OCPD Intimacy .21 .23 .09 -.01 .15 .19 .06 

Schizotypal PD        

SPD Impairment .53 .60 .23 .26 .62 .35 .37 

SPD Self .50 .58 .20 .27 .54 .33 .36 

  SPD Identity .47 .56 .15 .25 .52 .33 .32 

  SPD Self-Direction .41 .40 .23 .21 .37 .21 .31 

SPD Interpersonal .47 .51 .22 .19 .58 .30 .30 

  SPD Empathy .36 .37 .23 .20 .41 .21 .31 

  SPD Intimacy .44 .48 .16 .13 .56 .30 .22 

Note. Moderate correlations are in bold. ASPD = Antisocial personality disorder; APD = 

Avoidant personality disorder; BPD = Borderline personality disorder; NPD = Narcissistic 

personality disorder; OCPD = Obsessive-Compulsive personality disorder; SPD = Schizotypal 

personality disorder; WHO-DAS-2 = World Health Organization Disability Assessment 

Schedule- 2. 
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 Section III Impairment and Section III Traits. Next, we evaluated the zero-order 

associations between Section III impairment criteria (total, domain, and facet scores) for each PD 

and their Section III trait counterparts. Correlations between each of the impairment criteria and 

traits for each disorder are shown in Table 8. In each case, the impairment criteria for each PD 

were moderately to largely associated with their trait counterpart. However, the impairment 

criteria for a PD were also associated with other PDs as well. Often, these associations were not 

unexpected given overlap across disorders, such as Borderline PD impairment having large 

associations with Avoidant PD traits. In many cases, however, these associations were 

unexpected, such as Narcissistic PD impairment showing moderate associations with Schizotypal 

PD traits.  

Table 8 

Correlations between Section III Impairment Measures and Section III Dimensional Disorders 

 Section 

III ASPD 

Section 

III APD 

Section 

III BPD 

Section 

III NPD 

Section 

III OCPD 

Section 

III SPD 

Antisocial PD       

ASPD Impairment .48 .31 .25 .33 .38 .35 

ASPD Self .39 .15 .17 .36 .23 .20 

    ASPD Identity .31 .08 .09 .35 .17 .13 

    ASPD Self-

Direction 

.37 .20 .21 .27 .24 .23 

ASPD Interpersonal .41 .41 .27 .17 .43 .42 

    ASPD Empathy .37 .16 .09 .16 .17 .23 

    ASPD Intimacy .28 .45 .30 .11 .46 .40 

Avoidant PD       

APD Impairment .30 .78 .56 -.05 .60 .68 

APD Self .22 .74 .45 -.11 .57 .68 

    APD Identity .18 .69 .47 -.16 .52 .59 

    APD Self-Direction .22 .62 .31 -.01 .49 .62 

APD Interpersonal .33 .70 .59 .00 .54 .58 

    APD Empathy .31 .65 .59 -.01 .48 .53 

    APD Intimacy .29 .62 .47 .02 .50 .52 

Borderline PD       

BPD Impairment .50 .70 .75 .12 .55 .64 

BPD Self .45 .69 .70 .06 .54 .65 

    BPD Identity .42 .67 .70 .08 .54 .64 

    BPD Self-Direction .30 .51 .44 -.01 .35 .46 
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BPD Interpersonal .47 .56 .67 .17 .45 .49 

    BPD Empathy .35 .48 .52 .15 .41 .42 

    BPD Intimacy .44 .47 .61 .15 .36 .42 

Narcissistic PD       

NPD Impairment .50 .45 .56 .45 .48 .44 

NPD Self .43 .45 .58 .40 .47 .41 

    NPD Identity .40 .54 .65 .27 .46 .43 

    NPD Self-Direction .32 .21 .31 .41 .32 .25 

NPD Interpersonal .46 .31 .36 .37 .36 .35 

    NPD Empathy .42 .26 .28 .35 .33 .30 

    NPD Intimacy .33 .28 .34 .25 .27 .31 

Obsessive-Compulsive 

PD 

      

OCPD Impairment .40 .46 .43 .30 .60 .52 

OCPD Self .38 .44 .42 .29 .58 .55 

    OCPD Identity .37 .52 .35 .10 .57 .60 

    OCPD Self-

Direction 

.22 .16 .28 .32 .31 .25 

OCPD Interpersonal .30 .35 .32 .22 .44 .32 

    OCPD Empathy .31 .19 .18 .15 .22 .19 

    OCPD Intimacy .22 .34 .30 .20 .43 .30 

Schizotypal PD       

SPD Impairment .46 .66 .60 .11 .56 .67 

SPD Self .45 .55 .52 .08 .49 .59 

    SPD Identity .44 .56 .53 .08 .51 .60 

    SPD Self-Direction .33 .34 .33 .06 .28 .37 

SPD Interpersonal .37 .64 .56 .11 .53 .63 

    SPD Empathy .30 .31 .38 .21 .27 .36 

    SPD Intimacy .32 .70 .54 .02 .57 .65 

Note. Moderate correlations are in bold. ASPD = Antisocial personality disorder; APD = 

Avoidant personality disorder; BPD = Borderline personality disorder; NPD = Narcissistic 

personality disorder; OCPD = Obsessive-Compulsive personality disorder; SPD = Schizotypal 

personality disorder. 

 Section III Impairment and Section II PDs. Next, we evaluated the zero-order 

associations between Section III impairment measures and Section II PDs. These results are 

listed in Table 9. With the exception of Antisocial PD, each impairment measure had at least a 

moderate correlation with its Section II counterpart. However, in every case, there were 

additional moderate correlations between specific disorder impairment and additional PDs.  
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Although many of these associations were not hypothesized, several were not unexpected given 

overlap between disorders (e.g., antagonism in both Antisocial and Narcissistic PDs or social 

withdrawal in both Avoidant and Schizotypal PDs).  

Table 9 

Correlations between Section III Impairment and Section II PDs 

 Section 

II ASPD 

Section 

II APD 

Section 

II BPD 

Section 

II NPD 

Section 

II OCPD 

Section II 

SPD 

Antisocial PD       

ASPD Impairment .21 .20 .16 .33 .16 .21 

ASPD Self .21 .13 .10 .35 .12 .15 

    ASPD Identity .14 .13 .12 .29 .10 .12 

    ASPD Self-Direction .23 .15 .14 .26 .06 .16 

ASPD Interpersonal .12 .22 .19 .18 .15 .22 

    ASPD Empathy .15 -.03 .11 .19 .02 .07 

    ASPD Intimacy .08 .37 .21 .20 .22 .30 

Avoidant PD       

APD Impairment .15 .66 .42 .15 .28 .50 

APD Self .08 .57 .34 .10 .26 .52 

    APD Identity .06 .61 .34 .12 .23 .46 

    APD Self-Direction .16 .43 .27 .13 .24 .43 

APD Interpersonal .20 .65 .44 .17 .26 .42 

    APD Empathy .24 .63 .47 .23 .28 .41 

    APD Intimacy .17 .53 .34 .19 .24 .35 

Borderline PD       

BPD Impairment .30 .56 .61 .28 .29 .47 

BPD Self .32 .53 .56 .24 .23 .46 

    BPD Identity .27 .53 .57 .27 .31 .45 

    BPD Self-Direction .25 .34 .35 .21 .07 .32 

BPD Interpersonal .21 .48 .56 .26 .33 .38 

    BPD Empathy .16 .37 .44 .27 .28 .36 

    BPD Intimacy .27 .42 .51 .30 .29 .34 

Narcissistic PD       

NPD Impairment .19 .35 .46 .37 .34 .31 

NPD Self .15 .40 .50 .35 .41 .29 

    NPD Identity .24 .53 .55 .33 .42 .34 

    NPD Self-Direction .08 .17 .28 .30 .27 .15 

NPD Interpersonal .19 .16 .25 .28 .12 .26 

    NPD Empathy .16 .11 .21 .28 .15 .23 

    NPD Intimacy .17 .21 .26 .29 .06 .22 

Obsessive-Compulsive 

PD 

      

OCPD Impairment .17 .34 .37 .35 .47 .40 
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OCPD Self .17 .36 .31 .32 .42 .43 

    OCPD Identity .14 .30 .21 .18 .23 .36 

    OCPD Self-Direction .08 .21 .22 .22 .39 .22 

OCPD Interpersonal .13 .22 .34 .29 .39 .24 

    OCPD Empathy .11 .07 .12 .18 .06 .12 

    OCPD Intimacy .16 .26 .33 .30 .45 .27 

Schizotypal PD       

SPD Impairment .29 .61 .51 .28 .29 .57 

SPD Self .30 .50 .43 .22 .21 .50 

    SPD Identity .21 .49 .45 .22 .27 .45 

    SPD Self-Direction .23 .31 .28 .24 .10 .35 

SPD Interpersonal .20 .61 .49 .29 .32 .53 

    SPD Empathy .10 .35 .34 .33 .30 .33 

    SPD Intimacy .19 .60 .43 .21 .29 .48 

Note. Moderate correlations are in bold. O-C = Obsessive compulsive; PD = personality 

disorder; ASPD = Antisocial personality disorder; APD = Avoidant personality disorder; BPD = 

Borderline personality disorder; NPD = Narcissistic personality disorder; OCPD = Obsessive-

Compulsive personality disorder; SPD = Schizotypal personality disorder. 

 

Incremental Predictive Utility of Traits and Impairment. Finally, we evaluated the 

incremental predictive utility of both traits and impairment in predicting Section II PDs using 

hierarchical count regression models; a negative binomial rather than Poisson model fit the data 

best in every instance. These results are shown in Table 10. First, for each PD, we assessed the 

extent to which pathological traits predicted Section II PDs above and beyond impairment. With 

the exception of Avoidant PD, the inclusion of pathological traits in step two, incremented the 

prediction of Section II PDs. Next, we evaluated the extent to which impairment predicted 

Section II PDs above and beyond traits. Although disorder-specific impairment predicted its 

Section II counterparts in step one in nearly every case, only Avoidant PD impairment predicted 

Section II Avoidant PD above and beyond the Section III trait conceptualization of Avoidant PD. 

In the cases of Antisocial, Borderline, Narcissistic, Obsessive-Compulsive, and Schizotypal PDs, 

the Section III impairment measures did not incrementally predict their Section II counterparts 

above and beyond traits.  
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Table 10 

Hierarchical Regression Analyses 

 Traits over Impairment Impairment over Traits 

 χ2 Δχ2 p χ2 Δχ2 p 

Antisocial PD       

Step 1 .73  .394 7.50  .006 

Step 2 

Avoidant PD 

 7.15 .008  .36 .550 

Step 1 42.25  <.001 35.71  <.001 

Step 2 

Borderline PD 

 2.82 .093  10.24 .001 

Step 1 26.14  <.001 31.36  <.001 

Step 2 

Narcissistic PD 

 7.05 .008  2.24 .134 

Step 1 9.18  .002 17.92  <.001 

Step 2 

O-C PD 

 10.38 .001  1.56 .212 

Step 1 14.12  .002 17.39  <.001 

Step 2 

Schizotypal PD 

 5.49 .019  2.25 .133 

Step 1 10.10  .002 13.34  <.001 

Step 2  4.13 .042  .91 .340 

Note. The traits over impairment column exhibits results when disorder-specific impairment is 

entered in step one and disorder-specific traits are entered in step two. The impairment over traits 

column exhibits results when disorder-specific traits are entered in step one and disorder-specific 

impairment is entered in step two. Significant findings are in bold. PD = personality disorder.  

Discussion 

The current study aimed to evaluate the impairment criteria set forth in Criterion A of the 

DSM-5 Section III PD model. To date, there has been limited research evaluating this criterion. 

Therefore, the current study aimed to supplement the literature available on this topic, while also 

providing a more in depth analysis of disorder-specific impairment, which has yet to be 

systematically evaluated across all Section III PDs. The current study yielded mixed results 

regarding these criteria, which are discussed in greater detail below.  

Impairment Structure 

 First, we evaluated the factor structure of our disorder-specific impairment measures and 

did not find support that these criteria were reflective of the two impairment domains or four 
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facets. This is somewhat contrary to Clark and Ro’s (2014) and Zimmerman et al.’s (2015) 

research, which found support that the impairment criteria factored into two broad impairment 

domains. Of course, it bears mentioning that we used different criteria to measure impairment. 

While Clark and Ro (2014) used several broad impairment measures (not specific to Section III) 

and Zimmerman and colleagues (2015) used the clinician-rated LPFS to evaluate the two 

impairment domains, we used disorder specific measures that index impairment domains and 

sub-facets specific to the impairment described for each PD. Interestingly, rather than finding a 

self/interpersonal functioning factor solution, the two-factor solution appeared to break into 

factors representing internalizing/emotional distress and externalizing/antagonistic PD 

impairment. Furthermore, we evaluated a six-factor structure in order to evaluate the extent to 

which the impairment scales would factor into factors representative of the different disorders. 

Although six distinct disorder-specific factors were not found, several factors showed patterns 

representing theoretically related constructs overlapping across disorder (e.g., overlapping 

insecurity in Narcissistic and Avoidant PDs). This was, however, somewhat contrary to the 

results of Liggett et al. (in press), who found support for a two-factor solution using obsessive-

compulsive and avoidant PD impairment, with each factor representing impairment specific to 

each disorder. We did not find such a clear pattern in our study; however, the use of all six 

disorders (rather than only two) likely complicated the factor structure.  

 We pose several possibilities for our lack of support for these factor structures. Although 

each disorder-specific measure included items reflective of both impairment domains, there is 

great variability amongst the item content within a certain domain. For instance, self and 

interpersonal dysfunction for narcissistic PD (e.g., grandiosity and interpersonal dominance) is 

operationalized very differently than dysfunction for avoidant PD (e.g., lack of self-esteem and 
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social anxiety). Therefore, it is not entirely surprising that the items for self and interpersonal 

functioning across disorders did not converge with one another. Simultaneously, a lack of 

discriminability among the disorders may have also been present. In other words, an individual 

with narcissistic PD’s increased self-worth (impairment in self functioning) is likely to be highly 

related to that individual’s decreased lack of empathy for others (impairment in interpersonal 

functioning).  On the other hand, however, there was likely enough overlap across the disorders 

(e.g. lack of empathy in both antisocial and narcissistic; unstable self-esteem in both borderline 

and narcissistic; fear of rejection and abandonment in both borderline and avoidant) that clear 

disorder-specific factors were also not estimated. Indeed, some impairment elements, such as 

problems in interpersonal relationships, are present across each disorder and the measures 

themselves are highly correlated with one another. Furthermore, given that this study was 

executed in an undergraduate sample, the majority of individuals likely did not respond in the 

more extreme levels of impairment and, therefore, range restriction likely affected these results. 

Construct Validity  

 Although we did not find support for the factor structures for our impairment measures, 

these results indicated that disorder-specific impairment measures were associated with other 

measures of functional impairment. Therefore, although the breakdown is not clear, the majority 

of the scales are associated with validated measures of impairment. Indeed, in most cases, at least 

moderate associations emerged with measures of impairment in social functioning, a measure of 

quality of life, a general measure of disability and impairment in functioning, as well as another 

measure of personality-related impairment. These results are similar to those of Liggett et al. (in 

press) and are promising in that the impairment criteria for each disorder are capturing multiple 

domains of functional impairment in expected ways.  
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 In regards to the impairment criteria associations with Section III trait-based PDs and 

Section II PD symptoms, we found evidence for convergent, but not discriminant validity, 

particularly in the Section III trait analyses. This suggests there may be significant overlap across 

disorder-specific impairment constructs and it may be that there is limited variability in the 

specific manifestations of impairment across areas of functioning. For instance, impairment for 

each disorder includes dysfunction in a person’s social relationships and, rather than measuring 

social dysfunction specific to Borderline PD or Schizotypal PD (or the like), we may simply be 

capturing the presence of social dysfunction more broadly. To provide another example, 

although we would not expect Antisocial PD impairment to have strong associations with 

Avoidant PD, this association might be explained by the fact that individuals with both 

Antisocial PD and Avoidant PD may disaffiliate from others (albeit for different reasons). In 

other words, we were likely capturing broad constructs of impairment, rather than impairment 

specific to a given disorder.  

 Taken together with the structural analyses, these results naturally suggest some 

implications for the measurement of disorder-specific impairment. Given the overlap across 

these constructs in our study, it may not be particularly useful to measure impairment specific to 

each disorder. Of note, the presence of range restriction in our sample and the use of measures 

that have not been independently evaluated (except Avoidant and Obesssive-Compulsive PD 

impairment; Liggett et al., in press) may have affected these results. However, our findings seem 

to suggest a lack of utility in measuring disorder-specific impairment, as opposed to more 

broadly evaluating an individual’s level of functional impairment across different domains/sub-

facets.  
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Incremental Utility 

 Finally, similar to previous studies (Calabrese & Simms, 2014; Few et al., 2013; 

Hentschel & Pukrop, 2014; Wygant et al., in press), we evaluated the incremental utility of 

impairment over traits and traits over impairment in predicting Section II PDs. Unlike most 

previous studies, we used disorder-specific impairment in each analysis to determine the relative 

incremental utility found when assessing traits and impairment specific to each disorder. Also 

unlike some previous studies, we used measures specific to Section III. In the majority of cases, 

we found that, although impairment was generally predictive of Section II PDs, impairment did 

not add incrementally above and beyond traits. On the other hand, traits typically did add 

incremental predictive utility above and beyond impairment in most cases. Avoidant PD was the 

exception with an opposite pattern (where traits did not add above and beyond impairment, and 

impairment did add above and beyond traits); thus, redundancy seems present for this PD as 

well. Although Calabrese and Simms (2014) and Wygant et al. (in press) found differing results 

from ours, indicating that impairment showed utility beyond the measurement of traits, our 

results are consistent with those of Hentschel and Pukrop (2014), as well as Few et al. (2013), 

who used Section III specific measures. In combination with previous research, our results 

continue to call into question the utility of the measurement of impairment as a necessary 

component in assessing and diagnosing PDs. While it is certainly relevant to evaluate the extent 

to which an individual’s pathology impairs his or her functioning across domains (e.g., 

interpersonal relationships, employment, goal-setting, self-esteem), research thus far suggests 

that it may not be necessary to separately evaluate impairment in order to determine if an 

individual’s symptoms meet a pathological threshold. Indeed, similar to other disorders (e.g., 

depression, anxiety, schizophrenia) that do not specify the need to assess the level or explicit 
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nature of impairment to make a diagnosis, it may be similarly sufficient to assume that 

individuals exhibiting maladaptive personality traits to such a pathological level are also likely to 

experience impairment in some way.   

  Several limitations to this study also merit some discussion. The most substantial 

limitation is the use of a university sample. Although the general structure of dimensional 

constructs (such as those used in the current study) should remain intact across samples (Krueger 

et al., 2012), it is nonetheless a limitation that our sample was likely range restricted at the 

pathological ends of each construct. Indeed, such range restriction could have accounted for 

some of the mixed results found in the study using disorder-specific impairment criteria. As 

such, these results require replication and future research should examine disorder-specific 

impairment in samples with greater variability at the pathological ends of personality 

psychopathology and functional impairment.  

 In addition, this study used all self-report measures to assess each variable of interest. 

This likely inflated some associations due to shared method variance. We attempted to control 

for these effects by only interpreting associations that reached at least a moderate effect size 

magnitude; however, it will be important in the future that similar studies use interview/clinician 

ratings and informant reports to assess both maladaptive personality traits and functional 

impairment.  

 Finally, due to the lack of validated measures to index functional impairment in Section 

III, we developed four of the six measures specifically for this study. Analyses in the current 

study did not support the factor structure of these measures and it is unclear whether this lack of 

support stemmed from a lack of discrimination in the criteria themselves, or problems with our 
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measures. These measures were used in each set of analyses in the current study, and therefore, 

limitations of the measures transcended to each part of this study.  

 Despite these limitations and the varied support found in the current study, this study is 

nonetheless valuable in that it provides a novel examination of disorder-specific impairment for 

all six PDs included in the Section III model. The results of these analyses indicate that more 

research is needed to determine if there is utility in measuring impairment specific to each 

disorder. Furthermore, this study increments the literature on impairment more broadly and its 

association with traits and Section II PDs, as well as its incremental utility above and beyond the 

measurement of traits. Overall, in light of the current findings and past research, we conclude 

that additional research is needed regarding impairment criteria, their measurement, and their 

utility as a necessary component in the assessment of PDs. 
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Study Two Appendix A 

Measure of Disordered Personality Functioning 

Non-cooperativeness 

Even when I have to, I am unable to get along with family or people at work  

I am generally described as a nice person 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I can be somewhat difficult in dealing with others  

In general, I will listen to and understand the other person's point of view*  

Friends see me as cooperative and agreeable 

People at work see me as cooperative and agreeable 

 I tend to be very understanding of other people's feelings and problems 

I am generally ready and willing to lend an ear 

People see me as good-hearted 

 People who know me well would describe me as a caring person 

Non-coping 

I seem to fail more often than I succeed in life  

My personality often causes me to lose out 

 I know I cope poorly with things 

 When things go wrong I am generally able to bounce back 

I feel confident in my ability to size up and deal with any situation 

I learn from the mistakes I make 

I am really resourceful in tackling problems 

Others see me as a reliable person 

I feel I have little control over where my life is headed  

I feel like I am going around in circles in life 

 

Study Two Appendix B 

Social Function Questionnaire 

Please look at the statements below and tick the reply that comes closest to how you have been 

recently (or in the past two weeks for studies involving repeated measurement) 
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I complete my tasks at work and home satisfactorily.  

Most of the time (0) 

Quite often (1) 

Sometimes (2) 

Not at all (3) 

 

I find my tasks at work and at home very stressful. 

Most of the time (3) 

Quite often (2) 

Sometimes (1) 

Not at all (0) 

 

I have no money problems. 

No problems at all (0) 

Slight worries only (1) 

Definite problems (2) 

Very severe problems (3) 

 

I have difficulties in getting and keeping close relationships. 

Severe difficulties (3) 

Some problems (2) 

Occasional problems (1) 

No problems at all (0) 

 

I have problems in my sex life. 

Severe problems (3) 

Moderate problems (2) 

Occasional problems (1) 

No problems at all (0) 

 

I get on well with my family and other relatives. 

Yes, definitely (0) 

Yes, usually (1) 

No, some problems (2) 

No, severe problems (3) 

 

I feel lonely and isolated from other people. 

Almost all of the time (3) 

Much of the time (2) 

Not usually (1) 

Not at all (0) 

 

I enjoy my spare time. 
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Very much (0) 

Sometimes (1) 

Not often (2) 

Not at all (3) 

Study Two Appendix C 

World Health Organization Quality of Life- BREF (WHOQOL-BREF) 

Instructions 

 

This questionnaire asks how you feel about your quality of life, health and other areas of your 

life. Please answer all the questions. If you are unsure about which response to give to a 

question, please choose the ONE that appears most appropriate. This can often be your first 

response.  

 

Please keep in mind your standards, hopes, pleasures and concerns. We ask that you think about 

your life in the last two weeks. For example, thinking about the last two weeks, a question might 

ask: 

 

  Very poor Poor Neither poor 

nor good 

Good Very good 

1. How would you 

rate your quality 

of life? 

1 2 3 4 5 

  Very 

dissatisfied 

Dissatisfied Neither 

dissatisfied 

nor satisfied 

Satisfied Very 

Satisfied 

2.  How satisfied are 

you with your 

health? 

1 2 3 4 5 

The following questions ask about how much you have experienced certain things in the last two weeks. 

  Not at all A little A moderate 

amount 

Very much An extreme 

amount 

3.  How much do you 

feel that pain 

prevents you from 

doing what you 

need to do? 

1 2 3 4 5 

4.  How much do you 

need medical 

treatment to 

1 2 3 4 5 
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function in your 

daily life? 

5.  How much do you 

enjoy life? 

1 2 3 4 5 

  Not at all A little A moderate 

amount 

Very much Extremely 

6.  To what extent do 

you feel life to be 

meaningful? 

1 2 3 4 5 

7.  How well are you 

able to 

concentrate? 

1 2 3 4 5 

8.  How safe do you 

feel in your daily 

life? 

1 2 3 4 5 

9.  How healthy is 

your physical 

environment? 

1 2 3 4 5 

The following questions ask about how completely you experience or were able to do certain things in the 

last two weeks. 

  Not at all A little Moderately Mostly Completely 

10.  Do you have 

enough energy for 

everyday life? 

1 2 3 4 5 

11.  Are you able to 

accept your bodily 

appearance? 

1 2 3 4 5 

12.  To what extent do 

you have enough 

money to meet 

your needs? 

1 2 3 4 5 

13.  How available to 

you is the 

information that 

you need in your 

day-to-day life? 

1 2 3 4 5 

14.  To what extent do 

you have the 

opportunity for 

leisure activities? 

1 2 3 4 5 

The following questions ask you to say how good or satisfied you have felt about various aspects of your 

life over the last two weeks. 

  Very poor Poor Neither poor 

nor good 

Good Very good 

15. How well are you 

able to get around? 

1 2 3 4 5 
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  Very 

dissatisfied 

Dissatisfied Neither 

dissatisfied 

nor satisfied 

Satisfied Very 

Satisfied 

16. How satisfied are 

you with your 

sleep? 

1 2 3 4 5 

17. How satisfied are 

you with your 

ability to perform 

daily living 

activities? 

1 2 3 4 5 

18. How satisfied are 

you with your 

capacity for work? 

1 2 3 4 5 

19.  How satisfied are 

you with 

yourself? 

1 2 3 4 5 

20. How satisfied are 

you with your 

personal 

relationships? 

1 2 3 4 5 

21. How satisfied are 

you with your sex 

life? 

1 2 3 4 5 

22. How satisfied are 

you with the 

support you get 

from your friends? 

     

23. How satisfied are 

you with the 

conditions of your 

living place? 

     

24. How satisfied are 

you with your 

access to health 

services? 

     

25. How satisfied are 

you with your 

transport? 

     

The following question refers to how often you have felt or experienced certain things in the last two 

weeks. 

  Never Seldom Quite Often Very Often Always 

26. How often do you 

have negative 

feelings, such as 

blue mood, 
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despair, anxiety, 

depression? 

 

Study Two Appendix D 

World Health Organization Disability Assessment Scale-2  

This questionnaire asks about difficulties due to health conditions. Health conditions include 

diseases or illnesses, other health problems that may be short or long lasting, injuries, mental or 

emotional problems, and problems with alcohol or drugs.  

 

Think back over the past 30 days and answer these questions, thinking about how much 

difficulty you had doing the following activities. For each question, please circle only one 

response.  

 

In the past 30 days, how much difficulty did you have in:  

Understanding and communicating 

1. Concentrating on doing 

something for ten minutes? 

 

None Mild Moderate Severe Extreme 

or cannot 

do 

2. Remembering to do important 

things? 

None Mild Moderate Severe Extreme 

or cannot 

do 

3. Analyzing and finding 

solutions to problems in day-

to-day life 

None Mild Moderate Severe Extreme 

or cannot 

do 

4. Learning a new task, for 

example, learning how to get 

to a new place? 

 

None Mild Moderate Severe Extreme 

or cannot 

do 

5. Generally understanding what 

people say? 

None Mild Moderate Severe Extreme 

or cannot 

do 

6.  Starting and maintain a 

conversation 

None Mild Moderate Severe Extreme 

or cannot 

do 

Getting Around 

7. Standing for long periods such 

as 30 minutes? 

 

None Mild Moderate Severe Extreme 

or cannot 

do 

8.  Standing up from sitting 

down? 

None Mild Moderate Severe Extreme 

or cannot 

do 
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9. Moving around inside your 

home? 

None Mild Moderate Severe Extreme 

or cannot 

do 

10. Getting out of your home? None Mild Moderate Severe Extreme 

or cannot 

do 

11. Walking a long distance (such 

as a mile)? 

None Mild Moderate Severe Extreme 

or cannot 

do 

Self care 

12. Washing your whole body? None Mild Moderate Severe Extreme 

or cannot 

do 

13. Getting dressed? None Mild Moderate Severe Extreme 

or cannot 

do 

14. Eating? None Mild Moderate Severe Extreme 

or cannot 

do 

15. Staying by yourself for a few 

days? 

None Mild Moderate Severe Extreme 

or cannot 

do 

Getting along with people 

16. Dealing with people you do 

not know? 

None Mild Moderate Severe Extreme 

or cannot 

do 

17.  Maintaining and friendship? None Mild Moderate Severe Extreme 

or cannot 

do 

18. Getting along with people who 

are close to you? 

None Mild Moderate Severe Extreme 

or cannot 

do 

19. Making new friends? None Mild Moderate Severe Extreme 

or cannot 

do 

20. Sexual activities?  None Mild Moderate Severe Extreme 

or cannot 

do 

Life Activities 

21. Taking care of your household 

responsibilities?  

None Mild Moderate Severe Extreme 

or cannot 

do 

22. Doing most important 

household tasks well? 

None Mild Moderate Severe Extreme 

or cannot 

do 
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23. Getting all the household work 

done that you needed to do? 

None Mild Moderate Severe Extreme 

or cannot 

do 

24. Getting your household work 

done as quickly as needed? 

None Mild Moderate Severe Extreme 

or cannot 

do 

Because of your health condition, in the past 30 days, how much difficulty did you have in: 

25. Your day-to-day work/school? None Mild Moderate Severe Extreme 

or cannot 

do 

26. Doing your most important 

work/school tasks well? 

None Mild Moderate Severe Extreme 

or cannot 

do 

27. Getting all the work done that 

you need to do? 

None Mild Moderate Severe Extreme 

or cannot 

do 

28. Getting your work done as 

quickly as needed? 

None Mild Moderate Severe Extreme 

or cannot 

do 

Participation in Society 

In the past 30 days: 

29. How much of a problem did 

you have in joining in 

community activities (for 

example, festivities, religious 

or other activities) in the same 

way as anyone else can? 

None Mild Moderate Severe Extreme 

or cannot 

do 

30. How much of a problem did 

you have because of barriers or 

hindrances in the world around 

you? 

None Mild Moderate Severe Extreme 

or cannot 

do 

31. How much of a problem did 

you have living with dignity 

because of the attitudes and 

actions of others? 

None Mild Moderate Severe Extreme 

or cannot 

do 

32. How much time did you spend 

on your health condition, or its 

consequences? 

None Mild Moderate Severe Extreme 

or cannot 

do 

33. How much have you been 

emotionally affected by your 

health condition? 

None Mild Moderate Severe Extreme 

or cannot 

do 

34. How much has your health 

been a drain on the financial 

resources of you or your 

family? 

None Mild Moderate Severe Extreme 

or cannot 

do 
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35. How much of a problem did 

your family have because of 

your health problems? 

None Mild Moderate Severe Extreme 

or cannot 

do 

36. How much of a problem did 

you have in doing things by 

yourself for relaxation or 

pleasure? 

None Mild Moderate Severe Extreme 

or cannot 

do 

37. Overall, in the past 30 days, 

how many days were these 

difficulties present? 

None Mild Moderate Severe Extreme 

or cannot 

do 

38. None None Mild Moderate Severe Extreme 

or cannot 

do 

39. In the past 30 days, not 

counting the days that you 

were totally unable, for how 

many days did you cut back or 

reduce your usual activities or 

work because of any health 

condition? 

None Mild Moderate Severe Extreme 

or cannot 

do 
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4. UTILITY OF THE PERSONALITY INVENTORY FOR DSM-5 BRIEF FORM (PID-5-BF) 

IN THE MEASUREMENT OF SECTION II PERSONALITY DISORDERS AND 

MALADAPTIVE BEHAVIORS 

The previous study evaluated Section III Criterion A specific to the six categorical 

diagnostic constructs included in the DSM-5 Section III. The following study builds off of the 

previous two studies in that it evaluates another aspect of the Section III model that needs 

additional study. Specifically, this study addresses a brief self-report measure of Criterion B trait 

domains (the Personality Inventory for DSM-5-Brief Form; PID-5-BF). Thus far, these studies 

have examined the clinical applicability of the trait model, as well as aspects of Criterion A 

impairment criteria. Therefore, the next study will continue to address gaps in the literature by 

examining one of the measures developed to assess this model.  

Abstract 

The DSM-5 Personality and Personality Disorders (P&PD) workgroup developed the Personality 

Inventory for the DSM-5 (PID-5; Krueger, et al., 2012) for the assessment of the proposed (now 

alternative) personality trait model for DSM-5. Along with this measure, the American 

Psychiatric Association also published an abbreviated version, the Personality Inventory for the 

DSM-5- Brief Form (PID-5-BF). Although this measure is available on the DSM-5 website for 

use, very few studies have evaluated its psychometric properties and validity as a brief measure 

of personality psychopathology. The current study evaluated the reliability, factor structure, and 

construct validity of PID-5-BF scale scores. This included an evaluation of the scales’ 

associations with Section II PDs, Section III impairment criteria, a well-validated dimensional 
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measure of personality psychopathology, and broad externalizing and internalizing 

psychopathology measures. We found support for the reliability of PID-5-BF scales using 

Cronbach’s alpha and McDonald’s omega as well as for the factor structure of the measure using 

confirmatory factor analysis (CFA). Furthermore, a series of correlation and regression analyses 

showed conceptually expected associations between PID-5-BF and a external criterion variables, 

thus supporting the construct validity of the PID-5-BF scales and the use of the PID-5-BF as a 

screening measure of personality psychopathology. 

Introduction 

Prior to the publication of the Diagnostic and Statistical Manual of Mental Disorders, 5th 

edition (DSM-5; American Psychiatric Association [APA], 2013), the Personality and 

Personality Disorders (P&PD) workgroup proposed an alternative system for the diagnosis of 

personality disorders (PDs). However, the model was rejected as the primary model for 

diagnosing PDs and the DSM-5 retained the DSM-IV-TR (APA, 2000) PD diagnostic structure 

for formal personality psychopathology diagnosis. The alternative model was subsequently 

placed in Section III for “emerging models and measures.” The Section III model is a hybrid 

dimensional and categorical system, which includes functional impairment criteria and 

dimensional personality traits mapping onto six categorical personality disorders.  

Criterion A states an individual must exhibit functional impairment in the domains of self 

(identity or self-direction) and interpersonal (empathy or intimacy) functioning. Criterion B, on 

the other hand, states an individual must show maladaptive personality traits based on five 

dimensional personality domains and their accompanying set of three to seven facets. These trait 

domains include Antagonism, Psychoticism, Disinhibition, Negative Affectivity, and 

Detachment (APA, 2013). Along with trait model, the DSM-5 workgroup developed a new self-
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report measure, the Personality Inventory for DSM-5 (PID-5; Krueger et al., 2012), which 

indexes the Section III dimensional trait domains and their facets.  

There has been a growing body of research to that supports the validity of the 

dimensional trait model incorporated in Section III of the DSM-5 (see Krueger & Markon, 2014 

for a review). In its initial validation study, the PID-5 factored into five discrete trait domains 

through exploratory factor analysis (Krueger et al., 2012). Additional analyses have confirmed 

this five-factor structure (Quilty et al., 2013; Wright et al., 2012). Research has also shown 

strong associations between the Section III dimensional traits and retained Section II (DSM-IV-

TR) PD criteria (e.g., Anderson, Snider, Sellbom, Krueger, & Hopwood, 2014; Few et al., 2013; 

Fossati, Krueger, Markon, Borroni, & Maffei, 2013; Hopwood, Thomas, Markon, Wright, & 

Krueger, 2012; Miller, Few, Lynam, & Mackillop, 2014; Morey & Skodol, 2013; Yam & 

Simms, 2014). Indeed, these studies have shown that the Section III traits for PDs were generally 

predictive of their Section II counterparts. Furthermore, a growing body of research has 

exhibited the relationship between Section III traits (Criterion B) and functional impairment 

(Criterion A; e.g., Calabrese and Simms, 2014; Clark and Ro, 2014; and Few et al., 2014).  

In addition, this model has shown expected patterns of associations with other measures 

of dimensional personality, such as the Five Factor Model (FFM; Gore & Widiger, 2013; 

Thomas et al., 2013; Widiger et al., 2013) the Personality Psychopathology Five (PSY-5) model 

(Anderson et al., 2013; Finn et al., 2014; Harkness et al., 2012), the HEXACO (Ashton et al., 

2012), the Schedule for Non-adaptive and Adaptive Personality (SNAP; Watson et al., 2013), 

and the Dimensional Assessment of Personality Pathology- Basic Questionnaire (DAPP-BQ; 

Van den Broeck et al., 2013). Furthermore, research has shown that the PID-5 maps well onto 

broadband measures of psychopathology, such as the Minnesota Multiphasic Personality 



    

94 
     

Inventory-2-Restructured Form (Anderson et al., 2015; Sellbom et al., 2013) and the Personality 

Assessment Inventory (Hopwood et al., 2013) in theoretically expected ways.  

Although the majority of research has been conducted on the full-length PID-5, there also 

exists two alternate forms of the PID-5, including an informant report form (PID-5 IRF), and 

brief form (PID-5-BF; APA, 2013; Derringer et al., under review), the latter being the subject of 

the current study. Thus far, however, there has been minimal research on these alternate forms. 

Research on the Informant Report Form of the PID-5 (PID-5 IRF) by Markon et al. (2013) 

showed a clear five-factor structure in both community and clinical samples. In addition, these 

authors found strong associations between the PID-5 IRF scores and full-length PID-5 scores. 

However, there is currently limited research related to the psychometric properties of the PID-5-

BF.  

Fossati et al. (in press) evaluated the psychometric properties of the PID-5-BF in a 

sample of Italian adolescents. These researchers found support for the internal consistency 

reliability, test-retest reliability, and factor structure of the measure. In addition, they found some 

evidence that the PID-5-BF was associated with the Measure of Disordered Personality 

Functioning (MDPF). However, given that this study was conducted using an adolescent sample, 

the extent to which these results would generalize to an adult population is currently unclear. 

Bach et al. (in press) also evaluated the psychometric properties of PID-5-BF along with the full-

length and a shortened form of the PID-5 in large Danish psychiatric and community 

populations. These authors found acceptable internal consistency reliability and support for the 

factor structure of the PID-5-BF. Furthermore, they found support for the ability of the measure 

to differentiate psychiatric from community participants and showed evidence that the PID-5-BF 

was useful in assessing Section II categorical PDs. These studies show initial support for the use 
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of this measure; however, neither of these studies used the official English language version of 

this measure. Therefore, additional research is needed in order to validate this measure for use as 

a personality psychopathology screener.  

The Current Study 

The purpose of this study was to evaluate the psychometric properties of the PID-5-BF. 

More specifically, we examined internal consistency reliability, as well as the internal structure 

of the PID-5-BF to confirm the five-factor structure included in this measure. Based on previous 

research with the full-length PID-5 and the few studies conducted using the PID-5-BF, it was 

expected that a five-factor solution would be an optimal model. In addition, similar to previous 

research with the full-length PID-5 and the research conducted by Bach et al. (in press), more 

research is also needed to determine the association between the PID-5-BF and Section II PD 

diagnostic constructs. In other words, it is important to determine if the PID-5-BF shows 

significant and conceptually expected associations with Section II personality disorders. Based 

on the hypotheses presented in DSM-5 Section III, which links domains to six PDs, as well as 

previous research which has shown associations between Section II PDs and PID-5 domains 

(e.g., Anderson et al., 2014; Few et al., 2013; Fossati et al., 2013; Hopwood et al., 2012; Miller 

et al., 2014; Morey & Skodol, 2013; Sellbom, Sansone, Songer, & Anderson, 2014; Sellbom, 

Smid et al., 2014; Yam & Simms, 2014), we expected to see a pattern of results consistent with 

the Section III model. More specifically, we expected to see associations between Antagonism 

and Antisocial and Narcissistic PDs; Disihibition and Antisocial, Borderline, and (negatively) 

Obsessive-Compulsive PDs; Negative Affectivity with Avoidant, Borderline, Obsessive-

Compulsive, and shizotypal PDs; Detachment with Avoidant, Obsessive-Compulsive, and 

Schizotypal PDs; and Psychoticism with Borderline and Schizotypal PDs.  
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Furthermore, the association between this abbreviated measure of Criterion B and the 

impairment criteria in Criterion A was evaluated. The majority of studies evaluating Section III 

have studied the dimensional traits; however, it is important that more research is conducted that 

evaluates the model as a whole, including personality disorder impairment. Although a couple of 

studies (e.g., Few et al., 2013) have evaluated the association between Criterion A and B of 

Section III, limited research has supported the associations between Section III impairment and 

the PID-5. Similarly, we hypothesized that we would find theoretically expected associations 

between Section III disorder-specific impairment measures (developed ad hoc) and the PID-5-BF 

domains. Consistent with hypotheses described above, we expected to find associations between 

Antagonism and Antisocial and Narcissistic PD impairment; Disihibition and Antisocial, 

Borderline, and (negatively) Obsessive-Compulsive PD impairment; Negative Affectivity with 

Avoidant, Borderline, Obsessive-Compulsive, and shizotypal PD impairment; Detachment with 

Avoidant, Obsessive-Compulsive, and Schizotypal PD impairment; and Psychoticism with 

Borderline and Schizotypal PD impairment. 

Finally, the PID-5-BF scores’ associations with external criteria, such as other 

dimensional measures of personality psychopathology and external measures of broad 

psychopathology, are also unclear. For this reason, the associations between the PID-5-BF 

domains and external criterion measures were assessed. A variety of external measures expected 

to be associated with PDs were used in this study, including the Personality Psychopathology 

Five (PSY-5; Harkness et al., 1994) model of dimensional personality psychopathology included 

in the MMPI-2-RF (Ben-Porath and Tellegen 2008/2011), measures of Section III disorder-

specific impairment, the Externalizing Spectrum Inventory (ESI; Krueger et al., 2007) and the 

Inventory for Depression and Anxiety Symptoms-2 (IDAS-2; Watson et al., 2007). Our goal was 
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to better understand the construct validity of the PID-5-BF scales in indexing the PID-5 domains 

as well as the clinical utility of this test in assessing external criteria. Similar to the findings of 

Anderson et al. (2013) with the full-length PID-5, we expected to find significant associations 

between the PID-5-BF domains and their conceptually similar counterparts. More specifically, 

based on previous research establishing the associations between PID-5 domains and broad 

measures of psychopathology (e.g., Anderson et al., 2015; Hopwood et al., 2013; Sellbom et al., 

2013) we expected the externalizing PID-5-BF scales to be associated with the ESI and the 

internalizing PID-5-BF scales to be associated with the IDAS-2 scales.  

Method 

In order to evaluate the PID-5-BF, three samples were selected; these included a 

community sample and two undergraduate samples  

Participants and Procedures 

 Sample One. Three hundred and forty-seven undergraduate students were included in the 

first sample. Using a built-in validity measure (described below), 70 participants were excluded 

from analyses due to suspected random or careless non-content based responding, leaving a total 

of 277 participants. Of those included in the final sample, participants were 77.6% female, with a 

mean age of 18.71 years of age (SD = 1.51) and 12.59 (SD = .99) average years of education. 

Participants were primarily Caucasian (88.4%), with African American being the largest ethnic 

minority (6.5%). Participants completed the study online using Qualtrics software in order to 

receive course credit in an introductory psychology class. This data collection was approved by 

the University of Alabama Institutional Review Board (IRB). Please see Appendix A for details.  

 Sample Two. This sample included archival data from 285 undergraduate students. The 

MMPI-2-RF validity scales were used to identify individuals who responded to the 
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questionnaires with response bias. Standard MMPI-2-RF screening criteria (i.e., Cannot Say 

[CNS] < 18 and Variable Response Inconsistency [VRIN-r] < 80 and True Response 

Inconsistency [TRIN-r] < 80 and Infrequency [F-r] < 120 and Infrequent Psychopathology [Fp-r] 

< 100) were used to screen out invalid protocols. A total of 238 participants remained; 

participants were 68% female, 81% Caucasian, and 13% African American, with a mean age of 

19.06 (SD = 1.54). Students participated in the research as part of their introductory psychology 

courses.   

 Sample Three. The third sample included an archival community sample weighted for 

sub-clinical psychopathy traits; in other words, participants were recruited who reported having 

traits potentially reflective of psychopathy, such as boldness or impulsivity, but were living in 

the community. A graduate assistant screened potential participants to determine if they met the 

criteria to participate in the study. Participants were recruited in the community using flyers, as 

well as a Craigslist.com advertisement and were paid $15 USD per hour for their participation 

(up to a total of $75).  

The MMPI-2-RF validity scales were used to identify individuals who responded to the 

questionnaires with response bias. Standard MMPI-2-RF screening criteria (i.e., Cannot Say 

[CNS] < 18 and Variable Response Inconsistency [VRIN-r] < 80 and True Response 

Inconsistency [TRIN-r] < 80 and Infrequency [F-r] < 120 and Infrequent Psychopathology [Fp-r] 

< 100) were used to screen out invalid protocols. After the removal of 32 invalid protocols, this 

sample consisted of 208 individuals with mean age of 26.68 (SD = 9.93) and were 58.2% male, 

63.5% Caucasian, 28.4% African American, and 8.1% other ethnicities. Of note, this sample was 

also used in Anderson et al. (2014b).  
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Measures 

Personality Inventory for DSM-5 (PID-5). The full-length PID-5 (Krueger et al., 2012) 

was used in all three samples. It is a 220-item self-report inventory developed to index the five 

DSM-5 Section III personality domains and their respective facets found in Criterion B of the 

model. Item responses are based on a Likert scale ranging from 0 to 3. The 25 PID-5-BF items 

and its domain scores can be extracted from the full-length PID-5 measure. Please see Appendix 

H for this measure. Intercorrelations amongst the PID-5-BF domain scales are shown in Table 

11.  

Table 11 

Inter-Correlations among PID-5-BF Scales 

 Negative 

Affectivity 

Detachment Antagonism Disinhibition Psychoticism 

Negative 

Affectivity 

-- .33 .21 .29 .43 

Detachment .62 -- .36 .25 .34 

Antagonism .57 .61 -- .36 .40 

Disinhibition .50 .58 .60 -- .45 

Psychoticism .63 .70 .60 .58 -- 

Note. Correlations on the lower half of the table show inter-correlations amongst the PID-5-BF 

scales in the combined undergraduate sample. Correlations on the upper half of the table show 

inter-correlations amongst the PID-5-BF scales in the community sample. 
 

Personality Diagnostic Questionnaire-4 (PDQ-4). The PDQ-4 (Hyer, 1994) was used 

in undergraduate sample one. This measure is a 99-item self-report true/false questionnaire 

developed to assess DSM-IV PDs. The measure produces ten scales, which index the ten PDs 

included in the DSM-IV/DSM-5 Section II. Reliability coefficients (Coefficient α; Cronbach, 

1951) indicated inadequate internal consistency for most scales (α’s = .56 [Obsessive-

Compulsive PD] to .73 [Avoidant PD]), likely owing to the heterogeneous compositions of 

symptoms that make up Section II PDs. However, this measure has been used in previous 



    

100 
     

research on Section II PDs, including past research comparing the Section II and Section III 

models (e.g. Hopwood et al., 2013). Please see Appendix I for this measure.  

Impairment Rating Form. Impairment rating scales, administered to undergraduate 

sample one, were created ad hoc for each of the six DSM-5 Section III PDs to measure the 

Criterion A impairment criteria. Since there are no published measures available to measure 

these criteria, these scales were developed by the authors and colleagues at the Australian 

National University (see Liggett, Carmichael, Smith, & Sellbom, in press). Each of the scales 

asks participants to rate themselves on a 0-4 likert scale indicating the amount to which they 

meet each criterion (where 0 is a low indication of that impairment, and 4 is high). Reliability 

coefficients (Coefficient α; Cronbach, 1951) indicated adequate internal consistency for most 

scales (α’s = .71 [Antisocial PD Impairment] to .88 [Avoidant PD Impairment]). Obsessive-

Compulsive PD Impairment was the exception to this, which had an internal consistency of α = 

.61. However, this scale had an average inter-item correlation of .18, which is acceptable. Please 

see Appendices B-G for these measures.  

MMPI-2 Restructured Form (MMPI-2-RF). The MMPI-2-RF (Ben-Porath & 

Tellegen, 2008/2011) was administered to undergraduate sample two and in the community 

sample. This measure is a restructured version of the MMPI-2 consisting of 338 true or false 

items. This inventory includes nine validity scales, three Higher-Order scales (H-O), nine 

Restructured Clinical (RC) scales, 23 Specific Problems (SP) scales, two Interest scales, and five 

Personality Psychopathology Five (PSY-5) scales. It is a well-validated and frequently used test 

in both research and clinical psychology practice. In the current study, only the PSY-5 scales 

were used, as they provide the most direct links to the PID-5-BF domains. In both undergraduate 

sample two and the community sample, these scales were shown to have adequate internal 
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consistency (α’s = .70 [Psychoticism] to .82 [Introversion] in the undergraduate sample; and α’s 

= .73 [Introversion] to .81 [Disconstraint] in the community sample). This measure is not 

included in the appendices for proprietary reasons.  

Validity Indicator. A validity indicated was administered to undergraduate sample one. 

Given that this data collection was conducted online (without supervision of a research assistant) 

and that none of the validated measures used in this study have built-in validity scales or indices, 

it was important to determine if individuals are taking the measures seriously and paying 

adequate attention to item content. For this reason, a series of true/false validity indicator 

questions was dispersed throughout the protocol. Each item provides a statement to which it 

would be extremely rare that someone would endorse affirmatively, such as “When I see the 

color orange, I take mustard” or “I wrote three best-selling novels last year.” Please See 

Appendix J for this measure.  

Externalizing Spectrum Inventory (ESI). The short form of the ESI (Krueger et al., 

2007) was administered in undergraduate sample two. This is a 160-item self-report inventory 

developed to measure a range of externalizing behaviors including impulsivity, substance use, 

and other risky behaviors. The construct validity of this scale has been supported through 

research with both undergraduate students (e.g., Nelson, Patrick, & Bernat, 2011) and also in 

incarcerated populations (Venables & Patrick, 2012). The total scale score for this measure was 

shown to have adequate internal consistency (α = .97). Please see Study Three Appendix A for 

this measure.  

Inventory for Depression and Anxiety Symptoms-2 (IDAS-2). The IDAS-2 (Watson et 

al., 2007) was administered in undergraduate sample two. This inventory is a 99-item self-report 

questionnaire measuring symptoms of depression and anxiety through a 5-point Likert rating 
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scale. Watson et al. (2012) validated this measure in an undergraduate student sample. The 

General Depression and Dysphoria scale scores for this measure were shown to have adequate 

internal consistency (α = .94 and .82, respectively). Please see Study Three Appendix B for this 

measure. 

Results 

Reliability 

 Reliability coefficients (Coefficient α) indicated adequate internal consistency for each of 

the five domain scales in the community sample (α=.70-.77), student sample 1 (α=.68-.77), and 

student sample 2 (α=.69-.76). Due to scale brevity, we also evaluated the average inter-item 

correlation (AIC) for each scale. AICs were acceptable for each scale in each sample and ranged 

from .32 (Detachment and Psychoticism) to .37 (Disinhibition) in the community sample; from 

.30 (Antagonism) to .41 (Psychoticism) in student sample 1; and from .31 (Detachment) to .38 

(Antagonism and Disinhibition) in student sample 2. Furthermore, we evaluated the reliability of 

each scale by calculating McDonald’s Omega for each scale, with ω = .80 (Negative Affectivity) 

to .87 (Psychoticism) based on the CFA analyses below.  

Confirmatory Factor Analysis 

 

 Confirmatory factor analyses (CFAs) using robust weighted least squares estimation 

(specifically, WLSMV) were conducted using Mplus, version 7.2 (Muthen & Muthen, 2015) in 

order to evaluate the five-factor PID-5-BF structure in both the community and undergraduate 

samples. The two undergraduate samples were combined for this analysis. The Comparative Fit 

Index (CFI; Bentler, 1990), Tucker Lewis Index (TLI; Tucker & Lewis, 1973), and Root Mean 

Square Error of Approximation (RMSEA; Brown & Cudeck, 1993) were used as goodness-of-fit  
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Table 12 

Confirmatory Factor Analysis Model Fit and Factor Loadings for Combined Undergraduate and 

Community Samples 

 Undergraduate Sample Community Sample 

Model Fit   

CFI 0.93 0.94 

TLI 0.92 0.93 

RMSEA 0.06 0.06 

Chi Square 767.05 (p < .001) 445.25 (p < .001) 

 λSTD p value λSTD p value 

Factor Loadings     

Negative Affectivity     

PID-5-BF Item 8 .664 <.001 .677 <.001 

PID-5-BF Item 9 .630 <.001 .552 <.001 

PID-5-BF Item 10 .489 <.001 .615 <.001 

PID-5-BF Item 11 .755 <.001 .691 <.001 

PID-5-BF Item 15 .793 <.001 .631 <.001 

Detachment     

PID-5-BF Item 4 .808 <.001 .839 <.001 

PID-5-BF Item 13  .560 <.001 .681 <.001 

PID-5-BF Item 14 .617 <.001 .823 <.001 

PID-5-BF Item 16  .742 <.001 .767 <.001 

PID-5-BF Item 18 .717 <.001 .605 <.001 

Antagonism     

PID-5-BF Item 17 .741 <.001 .850 <.001 

PID-5-BF Item 19 .465 <.001 .699 <.001 

PID-5-BF Item 20  .670 <.001 .725 <.001 

PID-5-BF Item 22 .830 <.001 .904 <.001 

PID-5-BF Item 25 .825 <.001 .888 <.001 

Disinhibition     

PID-5-BF Item 1  .744 <.001 .821 <.001 

PID-5-BF Item 2  .739 <.001 .821 <.001 

PID-5-BF Item 3 .857 <.001 .799 <.001 

PID-5-BF Item 5  .721 <.001 .706 <.001 

PID-5-BF Item 6 .535 <.001 .662 <.001 

Psychoticism     

PID-5-BF Item 7 .865 <.001 .792 <.001 

PID-5-BF Item 12  .709 <.001 .711 <.001 

PID-5-BF Item 21 .783 <.001 .766 <.001 

PID-5-BF Item 23 .615 <.001 .681 <.001 

PID-5-BF Item 24 .800 <.001 .758 <.001 

Note. CFI = Comparative Fit Index, TLI = Tucker Lewis Index, RMSEA = Root Mean Square 

Error of Approximation. 

 



    

104 
     

indices. CFI and TLI values of .90-.95 and RMSEA values of .05-.08 are indicative of acceptable 

fit. Good model fit was observed in the community (CFI = 0.94, TLI = 0.93, RMSEA = .06) and 

combined undergraduate (CFI = 0.93, TLI = 0.92, RMSEA = .06) samples, thus providing 

support for the factor structure of the PID-5-BF. Intercorrelations among the factors ranged from 

.44 (Disinhibition and Detachment) to .66 (Psychoticism and Negative Affectivity) in the 

community sample and from .32 (Disinhibition and Negative Affectivity) to .68 (Psychoticism 

and Detachment) in the combined undergraduate sample. In addition, all items loaded to an 

acceptable degree on their respective factors across both samples. Model fit indices and 

standardized item-level factor loadings are shown in Table 12.  

Correlation and Regression Analyses 

 PID-5-BF and Section II PDs. In undergraduate sample one, the associations between 

the PID-5-BF domain scores and PDQ-4 personality disorder variables were examined. Negative 

binomial regression models were estimated to account for the non-normal count distribution of 

PD symptom count data obtained using the PDQ-4. Results from the correlation and regression 

analyses for undergraduate sample one are available in Table 13 and indicated that each of the 

PDQ-4 PDs were associated with and predicted by theoretically expected PID-5-BF domains. 

Indeed, the correlation analyses showed meaningful findings that mapped well onto our 

hypothesized associations. Of note, however, PID-5-BF Psychoticism was correlated with each 

PD, which was not expected. Additionally, regression analyses showed that Antisocial PD was 

uniquely predicted by PID-5-BF Disinhibition; Avoidant PD was primarily associated with 

Negative Affectivity and Detachment; Borderline and Obsessive-Compulsive PDs had 

associations with Negative Affectivity; Narcissistic PD exhibited an association with 

Antagonism; and Schizotypal PD was associated with Psychoticism. 
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Table 13 

PID-5-BF and PDQ-4 Correlation and Regression Analyses in Undergraduate Sample One 

 PID-5-BF Scale X2 r z p B Std. X 

Antisocial PD  .01     

 Negative Affectivity  .08 -.41 .684 .99 

 Detachment  .21 .11 .915 1.00 

 Antagonism  .31 1.15 .250 1.03 

 Disinhibition  .56 2.90 .004 1.07 

 Psychoticism  .20 .04 .967 1.00 

Avoidant PD  .03     

 Negative Affectivity  .50 3.48 <.001 1.08 

 Detachment  .45 2.17 .030 1.05 

 Antagonism  .23 .00 .999 1.00 

 Disinhibition  .26 1.16 .246 1.02 

 Psychoticism  .39 .07 .941 1.00 

Borderline PD  .02     

 Negative Affectivity  .58 3.48 <.001 1.08 

 Detachment  .40 .57 .570 1.01 

 Antagonism  .30 .51 .607 1.01 

 Disinhibition  .31 1.32 .188 1.03 

 Psychoticism  .49 1.24 .215 1.03 

Narcissistic PD  .01     

 Negative Affectivity  .25 .13 .895 1.00 

 Detachment  .24 -.01 .990 1.00 

 Antagonism  .47 3.40 .001 1.07 

 Disinhibition  .19 .12 .901 1.00 

 Psychoticism  .33 1.38 .169 1.04 

O-C PD  .02     

 Negative Affectivity  .46 2.44 .015 1.05 

 Detachment  .27 -.07 .964 1.00 

 Antagonism  .24 .69 .491 1.01 

 Disinhibition  .06 -.84 .402 .98 

 Psychoticism  .42 1.89 .059 1.05 

Schizotypal PD  .01     

 Negative Affectivity  .35 .52 .605 1.01 

 Detachment  .45 .98 .329 1.02 

 Antagonism  .20 .24 .811 1.00 

 Disinhibition  .19 -.14 .888 1.00 

 Psychoticism  .58 2.70 .007 1.07 

Note. Moderate correlations and significant predictors are listed in bold. PD = Personality 

disorder; O-C = Obsessive Compulsive. B Std. X = change in expected count for one standard 

deviation increase in X.  
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 PID-5-BF and Section III Impairment. In addition, we evaluated the associations 

between the PID-5-BF and disorder-specific impairment in undergraduate sample one. 

Generally, the theoretically expected PID-5-BF domain was associated with and/or predictive of 

specific impairment criteria for each disorder. Indeed, PID-5-BF Antagonism uniquely predicted 

Antisocial and Narcissistic PD impairment, PID-5-BF Negative Affectivity predicted Avoidant 

and Borderline PD impairment, PID-5-BF Detachment uniquely predicted Avoidant, Borderline, 

Obsessive-Compulsive, and Schizotypal PD impairment, PID-5-BF Disinhibition predicted 

Borderline PD impairment, and, finally, PID-5-BF Psychoticism uniquely predicted Schizotypal 

and Borderline PD impairment. However, there were several non-hypothesized findings. For 

instance, PID-5-BF Detachment and Antagonism were significant predictors, while PID-5-BF 

Negative Affectivity was not a significant predictor of Obsessive-Compulsive PD impairment. 

Similarly, PID-5-BF Disinhibition was unexpectedly a predictor of Schizotypal PD impairment. 

Full results from these analyses are available in Table 14.  

 PID-5-BF and the PSY-5. The associations between the PID-5-BF domain scores and 

the MMPI-2-RF PSY-5 scales were evaluated in undergraduate sample two and the community 

sample. These results are shown in Table 15. An expected pattern of results was generally found 

in both samples. Correlation analyses indicated that the theoretically expected PID-5-BF scale 

showed at least moderate associations with the corresponding PSY-5 scale. Additionally, when 

each of the PSY-5 scales was regressed onto the PID-5-BF domain scales using multiple linear 

regression, the expected PID-5-BF domain was the best (or in some cases, sole) predictor of each 

scale. More specifically, PID-5-BF Negative Affectivity was the best predictor of PSY-5 NEGE-

r (Negative Emotionality), PID-5-BF Detachment was the best predictor of PSY-5 INTR-r 

(Introversion), PID-5-BF Antagonism had its largest association with PSY-5 AGGR-r  
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Table 14 

PID-5-BF and Section III Impairment Criteria Correlation and Regression Analyses in 

Undergraduate Sample One 

 PID-5-BF Scale R2 r β p 

ASPD Impairment  .32    

 Negative Affectivity  .14 -.15 .015 

 Detachment  .41 .26 <.001 

 Antagonism  .47 .40 <.001 

 Disinhibition  .28 .07 .187 

 Psychoticism  .31 .10 .144 

APD Impairment  .46    

 Negative Affectivity  .46 .20 <.001 

 Detachment  .68 .50 <.001 

 Antagonism  .22 -.04 .384 

 Disinhibition  .30 .08 .106 

 Psychoticism  .51 .09 .129 

BPD Impairment  .58    

 Negative Affectivity  .59 .34 <.001 

 Detachment  .64 .35 <.001 

 Antagonism  .34 .04 .317 

 Disinhibition  .40 .18 <.001 

 Psychoticism  .59 .15 .005 

NPD Impairment  .42    

 Negative Affectivity  .46 .22 <.001 

 Detachment  .43 .21 .001 

 Antagonism  .54 .40 <.001 

 Disinhibition  .21 -.02 .674 

 Psychoticism  .39 .07 .277 

OCPD Impairment  .32    

 Negative Affectivity  .37 .12 .057 

 Detachment  .46 .27 <.001 

 Antagonism  .38 .24 <.001 

 Disinhibition  .18 -.06 .284 

 Psychoticism  .43 .18 .010 

SPD Impairment  .57    

 Negative Affectivity  .42 .09 .060 

 Detachment  .70 .46 <.001 

 Antagonism  .32 .06 .149 

 Disinhibition  .41 .15 .001 

 Psychoticism  .61 .23 <.001 

Note. Moderate correlations and significant predictors are listed in bold; ASPD = Antisocial 

personality disorder; APD = Avoidant personality disorder; BPD = Borderline personality 

disorder; NPD = Narcissistic personality disorder; OCPD = Obsessive-Compulsive personality 

disorder; SPD = Schizotypal personality disorder. 
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Table 15 

PID-5-BF and PSY-5 Correlation and Regression Analyses in the Community Sample and 

Undergraduate Sample 2 

  Undergraduate 

Sample 

Community Sample 

 PID-5-BF Scale R2 r β p R2 r β p 
PSY-5 NEGE  .40    .39    
 Negative Affectivity  .60 .53 <.001  .61 .57 <.001 

 Detachment  .34 .13 .026  .28 .07 .241 

 Antagonism  .13 -.10 .079  .18 .03 .617 

 Disinhibition  .21 .02 .741  .13 -.10 .139 

 Psychoticism  .34 .13 .035  .32 .08 .275 

PSY-5 INTR  .32    .15    
 Negative Affectivity  .11 .02 .709  .08 .07 .404 

 Detachment  .47 .55 <.001  .25 .34 <.001 

 Antagonism  -.13 -.23 <.001  -.13 -.20 .011 

 Disinhibition  -.13 -.18 .003  -.15 -.19 .018 

 Psychoticism  .10 .03 .642  -.02 .01 .943 

PSY-5 AGGR  .24    .17    
 Negative Affectivity  -.14 -.28 <.001  .00 -.13 .085 

 Detachment  -.04 -.12 .070  .11 -.01 .943 

 Antagonism  .38 .41 <.001  .34 .28 <.001 

 Disinhibition  .19 .12 .064  .30 .24 .003 

 Psychoticism  .14 .09 .169  .17 .01 .952 

PSY-5 DISC  .39    .40    
 Negative Affectivity  .00 -.24 <.001  .00 -.25 <.001 

 Detachment  .06 -.09 .119  .16 -.01 .931 

 Antagonism  .43 .31 <.001  .38 .19 .004 

 Disinhibition  .51 .43 <.001  .55 .47 <.001 

 Psychoticism  .29 .15 .013  .36 .18 .012 

PSY-5 PSYC  .24    .25    
 Negative Affectivity  .22 .03 .702  .21 .01 .909 

 Detachment  .20 .00 .949  .21 .08 .279 

 Antagonism  .28 .11 .086  .13 -.07 .360 

 Disinhibition  .24 .06 .381  .11 -.13 .079 

 Psychoticism  .47 .40 <.001  .48 .54 <.001 

Note. Moderate correlations and significant predictors are listed in bold; NEGE = Negative 

Emotionality/Dysfunctional Negative Emotions; INTR = Introversion/Low Positive Emotions; 

AGGR = Aggressiveness, DISC = Disconstraint; PSYC = Psychoticism. 
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(Aggressiveness), PID-5-BF Disinhibition best predicted PSY-5 DISC-r (Disconstraint), and 

finally, PID-5-BF Psychoticism was most highly associated with PSY-5 PSYC-r 

(Psychoticism).Of note, however, PID-5-BF Psychoticism was unexpectedly a significant 

predictor of several PSY-5 scales, including PSY-5 Disconstraint and PSY-5 Negative 

Emotionality. 

PID-5-BF and Internalizing and Externalizing Criteria. In order to further elucidate the 

construct validity of the PID-5-BF scale scores, we also examined its associations with 

theoretically associated with external criterion measures of broad externalizing and internalizing 

psychopathology, the ESI total and IDAS-2 General Depression and Dysphoria scales (shown in 

Table 16). Not surprisingly, PID-5-BF Negative Affectivity was the best predictor of both IDAS- 

Table 16 

PID-5-BF and External Criteria Correlation and Regression Analyses in Undergraduate Sample 

Two 

 PID-5-BF Scale R2 r β p 

ESI Total  .36    

 Negative Affectivity  .22 .01 .823 

 Detachment  .17 -.02 .712 

 Antagonism  .44 .27 <.001 

 Disinhibition  .53 .41 <.001 

 Psychoticism  .30 .07 .258 

IDAS-2 General 

Depression 

 .39    

 Negative Affectivity  .57 .45 <.001 

 Detachment  .40 .18 .003 

 Antagonism  .24 .02 .765 

 Disinhibition  .22 -.01 .908 

 Psychoticism  .38 .15 .013 

IDAS-2 Dysphoria  .41    

 Negative Affectivity  .59 .47 <.001 

 Detachment  .42 .21 <.001 

 Antagonism  .22 -.02 .721 

 Disinhibition  .22 .00 .954 

 Psychoticism  .38 .15 .015 

Note. Moderate correlations and significant predictors are listed in bold; ESI = Externalizing 

Spectrum Inventory; IDAS = Inventory of Depression and Anxiety Symptoms. 
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2 General Depression and Dysphoria. In addition, both PID-5-BF Detachment and surprisingly, 

PID-5-BF Psychoticism also significantly predicted both IDAS-2 scales. As expected, PID-5-BF 

Disinhibition and Antagonism uniquely predicted the ESI total score. 

Discussion 

 The current study examined the reliability, factor structure, and external correlates of the 

PID-5-BF. In general, results supported the use of this measure as a brief screener for personality 

psychopathology as measured by the DSM-5 Section III. Internal consistency of the scales in 

each sample was in the acceptable range and the five-factor model proposed for the 25 PID-5-BF 

items was supported with acceptable model fit via CFA. Furthermore, results supported the 

associations between the PID-5-BF and measures of Section II PD symptoms, PSY-5 scales, and 

measures of broad internalizing and externalizing psychopathology, consistent with previous 

research in this area using the full length PID-5.  

 More specifically, we found support for the five-factor structure of the PID-5-BF through 

CFA in both the combined undergraduate and community samples. This is consistent with 

previous literature that has supported the five-factor structure of the full-length PID-5 (e.g., 

Krueger et al., 2012; Wright et al., 2012), as well as previous work with the PID-5-BF (Bach et 

al., in press; Fossati et al., in press). Of note, previous evaluations of the PID-5 and/or PID-5-BF 

structure have used exploratory analyses (exploratory factor analysis [EFA] or exploratory 

structural equation modeling [ESEM]) that are less stringent. Given that poor model fit is 

common for personality inventories when using CFA (Hopwood & Donnellan, 2010), we believe 

our results offer particularly strong support for the factor structure of the PID-5-BF by exhibiting 

acceptable model fit for these five factors even with the use of a more conservative statistical 

method.  
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 In addition, across correlation and regression analyses, we found an expected pattern of 

associations between PID-5-BF scales and other measures relevant to personality 

psychopathology. For instance, consistent with the goals of the DSM-5 workgroup, we found 

that the expected PID-5-BF domains were associated with theoretically expected Section II PDs, 

similar to previous research on the full-length PID-5 (e.g., Anderson et al., 2014; Bach et al, in 

press; Few et al., 2013; Fossati et al., 2013; Hopwood et al., 2012; Miller et al., 2014; Morey & 

Skodol, 2013; Yam & Simms, 2014). Indeed, with very few exceptions, our hypotheses were 

supported at the zero-order level, with Section II PDs showing at least moderate correlations 

with expected PID-5-BF domains, and not with unexpected domains. The regression results 

yielded similar results, again with few exceptions. For instance, although Disinhibition was 

predictive of Antisocial PD in the regression model, Antagonism was not. This was somewhat 

unexpected, given that several studies (e.g., Anderson et al., 2014; Fossati et al., 2013; Hopwood 

et al., 2012) in the past found that Antagonism was also a predictor. However, our findings were 

consistent with Sellbom et al. (2014), who found similar results using the PSY-5 scales. Indeed, 

Disinhibition is likely the most relevant to the traditional (DSM-IV/Section II) 

conceputalizations of Antisocial PD, which focuses on the behavioral aspects of the condition, 

whereas Antagonism captures characteristics more relevant to psychopathy, which are less 

represented in the Section II operationalization. In addition, Borderline PD was only uniquely 

predicted by Negative Affectivity. Although this is likely considered the “core” feature of this 

disorder and was the primary predictor in previous studies (e.g., Fossati et al., 2013), 

Disinhibition was also an expected predictor. Disinhibition was correlated with this PD at a 

moderate level, however, and it is possible that the use of an undergraduate sample (with range 

restricttion) attenuated this finding at the multiple regression level. Nonetheless, these results 
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showed that the PID-5-BF domain scales have utility in evaluating the core features of each of 

the six Section II categorical diagnoses.   

 We also examined the associations between the PID-5-BF scales and disorder-specific 

impairment measures in order to evaluate the role of PID-5-BF in the context of the entire 

Section III model. Generally speaking, we found a lack of discriminability in regards to the PID-

5-BF associations with disorder-specific impairment. There were several unexpected 

associations, such as PID-5-BF Detachment having strong associations with Antisocial and 

Narcissistic PD impairment, PID-5-BF Disinhibition exhibiting a significant associations with 

Schizotypal PD impairment, and PID-5-BF Antagonism and Psychoticism showing a strong 

association with Obsessive-Compulsive PD impairment. However, it is possible that this lack of 

discrimination points to significant overlap amongst the disorder-specific impairment constructs, 

therefore exhibiting a lack of support for the measurement of disorder-specific impairment, 

rather than a lack of discriminant validity in the PID-5-BF. It is also important to consider the 

nature of these impairment constructs. For instance, although PID-5-BF Detachment was not 

expected to be related to Antisocial and Narcissistic PDs, there is also a strong social 

dysfunction/interpersonal relationship compontent of the impairment measures and the 

detachment domain may capturing these qualtities in the impairment measures. Finally, it should 

be also noted that these measures were created ad hoc and have not been formally validated; 

therefore, implications from these findings are limited until further validation research on these 

measures have been published.    

 In addition, consisitent with past research on the full-length PID-5 (Anderson et al., 2013, 

2015; Finn et al., 2014), we evaluated the associations between the PID-5-BF and the PSY-5 

model on the MMPI-2-RF. Consistent with Anderson et al. (2013, 2015) and Finn et al. (2014), 
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we found that each of the PSY-5 scales were most highly correlated or best predicted by the 

expected PID-5-BF domain in both the undergraduate and community samples. Of note, 

however, several of these zero-order associations were smaller than expected, particularly in 

comparison to results shown using the full-length PID-5. Furthermore, PID-5-BF Psychoticism 

showed unexpected associations with PSY-5 Negative Emotionality and Disconstraint, 

suggesting concerns with discriminant validity. Additionally much like Anderson et al.’s (2013, 

2015) findings, there was also evidence of a lack of discriminant validity in the 

Antagonism/Aggressiveness and Disinhibition/Disconstraint relationships. Also consistent with 

Anderson and colleagues’ (2013) conclusions, our data also indicate that, though the constructs 

between measures are theoretically similar to one another, the PSY-5 and PID-5 likely bifurcate 

the higher-order externalizing domain of personality psychopathology differently. Despite these 

differences, these analyses support the use of the PID-5-BF, not only as a screening measure for 

the PID-5 (given its similar results to the full-length measure), but also as a brief measure of 

dimensional personality psychopathology.  

 Finally, in order to further evaluate the construct validity of the PID-5-BF scales more 

generally, we evaluated the association of the PID-5-BF domains and broad measures of 

externalizing and internalizing psychopathology. Previous research has evaluated the association 

between the full-length PID-5 and broadband measures of psychopathology (Anderson et al., 

2015; Hopwood et al., 2013; Sellbom et al., 2013) and shown expected associations between the 

externalizing, internalizing, and psychoticism scales on the PID-5 and theoretically similar scales 

on the MMPI-2-RF and PAI. Indeed, the “externalizing” PID-5-BF domains were predictive of 

ESI scores and the internalizing PID-5-BF domains were predictive of IDAS scores. 

Interestingly, however, PID-5-BF Psychoticism also predicted IDAS scores, though to a lesser 
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extent. Although this was not an expected finding, there is some evidence that psychoticism may 

fall within a broader internalizing domain at a higher-order level (e.g., Bagby et al., 2013; Keyes 

et al., 2013).  

Taken together, these findings also have applied clinical implications. Broadly speaking, 

results show evidence of the utility of the PID-5-BF as a brief measure of dimensional 

personality psychopathology. In other words, clinicians could administer this brief 25-item 

measure in order to evaluate the need for additional assessment and obtain broad information 

about an individual’s personality functioning. This is particularly important for the DSM-5 

Section III personality disorder model given that the full-length 220-item PID-5 would be very 

cumbersome to administer regularly in many clinical settings. Since the PID-5-BF does not 

include the facet scores, clinicians could not make specific hypotheses regarding categorical 

diagnoses with this measure; however, clinicians would be able to broadly describe an 

individual’s areas of dysfunction and potential diagnoses to consider based on elevated domain 

scores. For instance, an individual with elevations on both Antagonism and Disinhibition might 

be suspected to meet criteria for Antisocial Personality Disorder, whereas an individual with 

elevations on Disinhibition and Negative Emotionality might qualify for a Borderline Personality 

Disorder diagnosis upon further assessment.  

There are several limitations to the current study that should be noted. The most 

substantial limitation is the use of undergraduate participants in two of our samples. This raises 

the possibility for range restriction at the pathological ends of each domain. Similarly, although 

the variability in psychopathology in greater in a community sample, range restriction may have 

impacted the results in this sample as well, particularly with respect to internalizing pathology. 

More specifically, given that our community sample was weighted for externalizing proclivities, 
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there may be less range restriction across externalizing psychopathological domains, but 

decreased variability in internalizing or psychoticism pathological domains. Nonetheless, the 

general factor structure, particularly given that this structure is measured using dimensional 

constructs, should remain intact across a variety of samples (Krueger et al., 2012). In the future, 

however, in order the generalize these results to clinical settings, the PID-5-BF should continue 

to be evaluated in clinical samples with high rates of personality psychopathology.  

In addition, each of our criterion variables was assessed via self-report, introducing the 

possibility of inflated associations due to shared method variance. In the future, it will be 

important to evaluate the association between the PID-5-BF and structured interview (e.g., the 

SCID-II interview for Section II PDs) or non-self-report behavioral data (e.g., clinical 

observations or historical data). Not only would this reduce the inflation of associations due to 

shared method variance, but would also allow for the evaluation of the way the PID-5-BF is 

associated with clinician judgment and clinically relevant maladaptive behaviors.  

Also important to note is that the PID-5-BF does not currently have norms or cut-off 

scores for clinical use. Consequently, it is unclear what constitutes a clinically relevant elevation 

on each scale. As these data become available, it will be important to further evaluate the use of 

the PID-5-BF using clinical norms and cut-off scores in predicting personality psychopathology. 

Finally, in a similar regard, although these data showed strong expected associations between the 

PID-5-BF domains and a variety of external criterion measures, its use as a clinical screening 

tool needs continued evaluation. For instance, when norms for this measure are available, it 

would be useful to better understand the utility of elevated PID-5-BF scores in determining 

future full-length PID-5 elevations or future clinician-derived personality disorder diagnoses. 

Based on these analyses, we would expect that the PID-5-BF domain scores would be associated 
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with future findings of personality psychopathology; however, the clinical use of this measure in 

this way was not directly evaluated in this study.  

Despite these limitations, the current study provides a much-needed evaluation of the 

PID-5-BF measure as a screener for personality psychopathology. Although this measure should 

not (and cannot) be used to diagnose personality disorders using the Section III model, our data 

supported the reliability and factor structure of the PID-5-BF as well as the use of the PID-5-BF 

as a brief measure of personality psychopathology. Future research, particularly in clinical 

settings, is needed to continue the evaluation of this measure and its use as a screening tool for 

personality psychopathology as measured by Section III of the DSM-5.  
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Study Three Appendix A 

Externalizing Spectrum Inventory 

Directions:  This questionnaire contains statements that different people might use to describe 

themselves.  Most of these statements are followed by four choices: T  t  f  F.  The meaning of 

these four different choices is given below:    

T = True t = somewhat true  f = somewhat false      F = False 

For each statement, fill in the bubble next to the choice that describes you best.  There are no 

right or wrong answers; just choose the answer that best describes you.     

Remember:  Fill only one bubble per statement.  

  
 Answer all of the items.  Please work rapidly and do not spend too much time on any one statement. 

 

1. 1

. 
I have had problems at work because I was irresponsible. 

 
T t f F 

2. 2

. 
I enjoy pushing people around sometimes. 

 
T t f F 

3. 3

. 
Things are more fun if a little danger is involved. 

 
T t f F 

4. 4

. 
I've enjoyed getting drunk now and then, just for fun. 

 
T t f F 

5. 1

6

. 

I sympathize with others’ problems. 

 

T t f F 
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6. 2

0

. 

I have lied to avoid paying back loans. 

 

T t f F 

7. 2

4

. 

I have snorted drugs. 

 

T t f F 

8. 3

7

. 

I've told lies about someone just to see how it would affect 

them. 

 

T t f F 

9. 4

0

. 

I've had urges to use marijuana that were hard to resist. 

 

T t f F 

10. 4
3

. 

I have stolen something out of a vehicle. 

 

T t f F 

11. 4
5

. 

I get in trouble for not considering the consequences of my 

actions. 

 

T t f F 

12. 4
6

. 

It’s easy for me to relate to other people’s emotions. 

 

T t f F 

13. 4
9

. 

I've smoked marijuana at parties. 

 

T t f F 

14. 5
2

. 

I control myself and think before I do something. 

 

T t f F 

15. 5
3

. 

It doesn’t bother me to see someone else in pain. 

 

T t f F 

16. 5
8

. 

I've been hurt so many times I can't trust anymore. 

 

T t f F 

17. 5
9

. 

I don't see any point in worrying if what I do hurts someone 

else. 

 

T t f F 

18. 6
1

. 

I have brought a weapon into a fight. 

 

T t f F 

19. 6
3

. 

I have borrowed money with no thought of paying it back. 

 

T t f F 

20. 7
2

. 

I have missed work without bothering to call in. 

 

T t f F 
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21. 7
3

. 

I seek out thrills almost everywhere I go. 

 

T t f F 

22. 7
6

. 

I've asked someone to help bail me out of debt. 

 

T t f F 

23. 7
7

. 

After trying to cut down on alcohol, I've had physical 

problems like sweating or feeling shaky. 

 

T t f F 

24. 7
8

. 

I do lots of things just to get a thrill. 

 

T t f F 

25. 9
1

. 

My drug use led to problems at work or school. 

 

T t f F 

26. 9
9

. 

I've injured people to see them in pain. 

 

T t f F 

27. 1
0

3

. 

I sometimes insult people on purpose to get a reaction from 

them. 

 

T t f F 

28. 1
0

5

. 

People often abuse my trust. 

 

T t f F 

29. 1
0

8

. 

I feel bored a lot of the time. 

 

T t f F 

30. 1
0

9

. 

I have enjoyed smoking marijuana with friends. 

 

T t f F 

31. 1
1

0

. 

I've quit a job without giving two weeks notice. 

 

T t f F 

32. 1
1

2

. 

I get bored easily. 

 

T t f F 

33. 1
1

3

. 

I've had to drink more than I used to in order to get the same 

buzz. 

 

T t f F 
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34. 1
1

6

. 

I have gotten things from people by making them feel sorry 

for me. 

 

T t f F 

35. 1
2

0

. 

I have taken a drug like LSD or magic mushrooms. 

 

T t f F 

36.  I don't lie very much.   T t f F 

37. 1
2

2

. 

Others have told me they are concerned about my lack of 

self-control.  

 

T t f F 

38.  I’ve used downers like Valium or Xanax for non-medical 

reasons. 

 
T t f F 

39. 1
2

4

. 

I have used a weapon against someone who insulted me. 

 

T t f F 

40. 1
2

9

. 

It doesn’t bother me when people around me are hurting. 

 

T t f F 

41. 1
3

1

. 

I often get bored quickly and lose interest. 

 

T t f F 

42. 1
3

6

. 

I've often ended up drinking more than I should. 

 

T t f F 

43. 1
3

8

. 

At times I kept drinking alcohol even though it caused 

problems with family or friends. 

 

T t f F 

44. 1
4

1

. 

I usually let people know when I'll be late. 

 

T t f F 

45. 1
4

3

. 

I have taken items from a store without paying for them. 

 

T t f F 
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46. 1
4

4

. 

I’ve let people down who trusted me. 

 

T t f F 

47. 1
4

6

. 

When I want something, I want it right now. 

 

T t f F 

48. 1
4

7

. 

I have robbed someone. 

 

T t f F 

49. 1
4

8

. 

I taunt people just to stir things up. 

 

T t f F 

50. 1
5

0

. 

I've gotten in trouble because I missed too much school. 

 

T t f F 

51. 1
5

2

. 

I've gotten drunk. 

 

T t f F 

52. 1
5

5

. 

I have tried smoking marijuana. 

 

T t f F 

53. 1
5

6

. 

I've gone on drinking binges. 

 

T t f F 

54. 1
5

9

. 

I have taken money from someone's purse or wallet without 

asking. 

 

T t f F 

55. 1
6

1

. 

I’ve lost control of my alcohol use. 

 

T t f F 

56. 1
6

4

. 

I have hit someone in the face or head in anger. 

 

T t f F 
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57. 1
6

5

. 

I have never bought drugs. 

 

T t f F 

58. 1
6

7

. 

I gave up things I used to enjoy because of marijuana. 

 

T t f F 

59. 1
6

8

. 

I gave up things I used to enjoy because of drugs. 

 

T t f F 

60. 1
7

4

. 

I have lied to get someone to sleep with me. 

 

T t f F 

61.  
People I’ve worked for would describe me as highly 

reliable. 

 
T t f F 

62. 1
7

5

. 

I let others know if I’m running behind. 

 

T t f F 

63. 1
7

6

. 

My drinking led to problems at home. 

 

T t f F 

64. 1
7

7

. 

I return insults. 

 

T t f F 

65. 1
7

8

. 

I have broken into a house, school, or other building. 

 

T t f F 

66. 1
8

2

. 

I enjoy a good physical fight. 

 

T t f F 

67. 1
8

6

. 

At times, marijuana has been more important to me than 

work, friends, or school. 

 

T t f F 
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68. 1
8

7

. 

I've used drugs when it might be hazardous, like while 

driving a car. 

 

T t f F 

69. 1
9

2

. 

People think of me as dependable. 

 

T t f F 

70. 1
9

3

. 

I quickly get bored if I don't have something to do. 

 

T t f F 

71. 1
9

6

. 

I keep appointments I make. 

 

T t f F 

72. 1
9

7

. 

One or more times in my life, I have beaten someone up for 

bothering me. 

 

T t f F 

73. 1
9

9

. 

I hate waiting to get things that I want. 

 

T t f F 

74. 2
0

0

. 

I have spread rumors about people who were competing 

with me. 

 

T t f F 

75. 2
0

1

. 

I’ve taken an illegal drug that gave me a rush and made me 

more awake. 

 

T t f F 

76. 2
0

2

. 

I have lost a friend because of irresponsible things I've 

done. 

 

T t f F 

77. 2
0

3

. 

I have snuck marijuana or hash into a public event. 

 

T t f F 

78. 2
0

5

. 

I rarely lie.  

 

T t f F 
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79. 2
0

6

. 

I don't have much sympathy for people. 

 

T t f F 

80. 2
0

7

. 

I usually think a lot about decisions before I make them. 

 

T t f F 

81. 2
1

1

. 

When I say I’ll do something, I always follow through. 

 

T t f F 

82. 2
1

7

. 

I've bought items used for smoking marijuana. 

 

T t f F 

83. 2
1

8

. 

Most of the time, I have good self control. 

 

T t f F 

84. 2
1

9

. 

I've had legal problems because of my drug use. 

 

T t f F 

85. 2
2

0

. 

I've had legal problems because I couldn't resist my 

impulses. 

 

T t f F 

86. 2
2

1

. 

At times I've drunk enough alcohol to pass out. 

 

T t f F 

87. 2
2

2

. 

Many people consider me a rule breaker. 

 

T t f F 

88. 2
2

4

. 

Even when I don’t do anything wrong, I still get blamed for 

it. 

 

T t f F 

89. 2
2

5

. 

I don’t mind if someone I dislike gets hurt. 

 

T t f F 
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90. 2
2

9

. 

I've gotten high using marijuana. 

 

T t f F 

91. 2
3

0

. 

I have good control over myself. 

 

T t f F 

92. 2
3

1

. 

I've spent big parts of my day using marijuana. 

 

T t f F 

93. 2
3

4

. 

I’ve never taken illegal drugs. 

 

T t f F 

94. 2
3

5

. 

I have a hard time waiting patiently for things I want. 

 

T t f F 

95. 2
3

7

. 

Others have told me I'm a rebellious person. 

 

T t f F 

96. 2
3

8

. 

I have been in trouble with the police for physically hurting 

someone who angered me. 

 

T t f F 

97. 2
4

8

. 

My impulsive decisions have caused problems with loved 

ones. 

 

T t f F 

98. 2
4

9

. 

At some point in my life, I couldn't get high from a drug 

dose that worked before. 

 

T t f F 

99. 2
5

0

. 

I have gotten money from people by threatening to tell their 

secrets. 

 

T t f F 

100. 2

5

1

. 

I think about things before I do them. 

 

T t f F 
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101. 2

5

2

. 

When someone hits me, I hit back. 

 

T t f F 

102. 2

5

3

. 

How other people feel is important to me 

 

T t f F 

103. 2

5

8

. 

My marijuana use led to legal problems. 

 

T t f F 

104. 2

5

9

. 

I'm not one who drinks much. 

 

T t f F 

105. 2

6

1

. 

I have a habit of breaking rules. 

 

T t f F 

106. 2

6

6

. 

I don’t drink. 

 

T t f F 

107. 2

6

8

. 

I like having a drink of alcohol to relax. 

 

T t f F 

108. 2

6

9

. 

I have taken a purse or wallet from someone who was 

carrying it. 

 

T t f F 

109. 2

7

2

. 

I get blamed for things that I don't do. 

 

T t f F 

110. 2

7

8

. 

I often disobey rules. 

 

T t f F 

111. 2

7

9

. 

I don't care much if what I do hurts others. 

 

T t f F 
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112. 2

8

6

. 

I have no interest in trying drugs. 

 

T t f F 

113. 2

9

0

. 

For me, honesty really is the best policy.  

 

T t f F 

114. 2

9

1

. 

I’m not someone who breaks the rules. 

 

T t f F 

115. 2

9

3

. 

I have damaged someone’s things because it was exciting.  

 

T t f F 

116. 2

9

6

. 

I jump into things without thinking. 

 

T t f F 

117. 2

9

8

. 

I often get in trouble for breaking rules. 

 

T t f F 

118. 3

0

0

. 

I would enjoy being in a high-speed chase. 

 

T t f F 

119. 3

0

1

. 

I gave up things I used to enjoy because of my drinking. 

 

T t f F 

120. 3

0

8

. 

My marijuana use has led to problems at home, work, or 

school. 

 

T t f F 

121. 3

0

9

. 

I have failed to show up to court when I was supposed to. 

 

T t f F 

122. 3

1

2

. 

I've gone out of my way to get marijuana. 

 

T t f F 
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123. 3

1

3

. 

I have damaged someone’s property because I was angry 

with them.   

 

T t f F 

124. 3

1

4

. 

I've broken something belonging to someone else to get 

back at them. 

 

T t f F 

125. 3

1

6

. 

I've hurt someone's feelings on purpose to get back at them. 

 

T t f F 

126. 3

1

7

. 

I've failed to make payments on a loan. 

 

T t f F 

127. 3

1

8

. 

I vandalized someone's house or things because they were 

rude to me. 

 

T t f F 

128. 3

1

9

. 

My drug use has caused problems with my family. 

 

T t f F 

129. 3

2

2

. 

I have knocked someone’s things to the ground for fun. 

 

T t f F 

130. 3

2

4

. 

I plan before I act. 

 

T t f F 

131. 3

2

5

. 

I've made a fool of someone because it made me feel good. 

 

T t f F 

132. 3

2

9

. 

I have used more drugs for longer than I meant to. 

 

T t f F 

133. 3

3

0

. 

I have been in trouble with the law for something I did on 

impulse. 

 

T t f F 
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134. 3

3

2

. 

I have smacked someone who upset me. 

 

T t f F 

135. 3

3

4

. 

I get blamed for things that I did not do wrong. 

 

T t f F 

136. 3

3

5

. 

People use me. 

 

T t f F 

137. 3

3

6

. 

I've taken drugs to get over the bad effects of quitting a 

drug. 

 

T t f F 

138. 3

3

9

. 

I don’t drink at parties. 

 

T t f F 

139. 3

4

1

. 

My lack of self-control gets me in trouble. 

 

T t f F 

140. 3

4

3

. 

I have not tried drinking hard liquor. 

 

T t f F 

141. 3

4

8

. 

It's difficult for me to tell a lie.  

 

T t f F 

142. 3

4

9

. 

I get unfairly blamed for things. 

 

T t f F 

143. 3

5

1

. 

I have destroyed property just for kicks. 

 

T t f F 

144. 3

5

6

. 

I've often missed things I promised to attend. 

 

T t f F 
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145. 3

5

9

. 

I have conned people to get money from them. 

 

T t f F 

146. 3

6

0

. 

I have broken into someone's home and taken things. 

 

T t f F 

147. 3

6

1

. 

I am sensitive to the feelings of others. 

 

T t f F 

148. 3

6

5

. 

I've broken the law to get money for drugs. 

 

T t f F 

149. 3

7

0

. 

I truly feel others' emotions. 

 

T t f F 

150. 3

7

1

. 

I'm not a drinker. 

 

T t f F 

151. 3

7

2

. 

I often act on immediate needs. 

 

T t f F 

152. 3

7

6

. 

I have bought marijuana. 

 

T t f F 

153. 3

7

7

. 

I like risky activities. 

 

T t f F 

154. 3

8

2

. 

I have stolen something worth more than $10. 

 

T t f F 

155. 3

8

3

. 

I'll take my chances at getting hurt if it means having more 

fun. 

 

T t f F 
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156. 3

8

9

. 

When I want something, nothing else seems important. 

 

T t f F 

157. 3

9

0

. 

I've been fired from more than one job. 

 

T t f F 

158. 3

9

2

. 

After trying to cut down on drinking alcohol, I've felt sad or 

irritable. 

 

T t f F 

159. 3

9

7

. 

I'm honest with others.  

 

T t f F 

160. 3

9

8

. 

I’ve trembled and gotten sweaty when I stopped using 

drugs. 

 

T t f F 

 

Study Three Appendix B 

Inventory of Depression and Anxiety Symptoms-2  

IDAS-II 

 

Below is a list of feelings, sensations, problems, and experiences that people sometimes have.  Read 

each item to determine how well it describes your recent feelings and experiences.  Then, circle the 

choice that best describes how much you have felt or experienced things this way during the past two 

weeks, including today.  Use this scale when answering: 

 

____________________________________________________________________________ 

 

 1 2 3 4 5 

 not at all a little bit moderately quite a bit extremely 

____________________________________________________________________________ 

 1. I did not have much of an appetite  

 2. I had little interest in my usual hobbies and activities 

 3. I felt optimistic    

 4. I slept less than usual    

 5. I felt fidgety, restless   
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 6. I felt exhausted   

 7. I felt a pain in my chest   

 8. I felt depressed   

 9. I had trouble making up my mind   

 10. I was proud of myself   

 11. I had trouble falling asleep   

 12. I was furious  

 13. I had thoughts of suicide   

 14. I had disturbing thoughts of something bad that happened to me 

 15. I felt self-conscious knowing that others were watching me  

 16. I felt dizzy or lightheaded  

 17. I woke up early and could not get back to sleep   

 18. I was worried about embarrassing myself socially  

 19. I thought a lot about food  

 20. I became anxious in a crowded public setting    

 21. I blamed myself for things   

 22. I cut or burned myself on purpose   

 23. I felt that I had accomplished a lot    

 24. I ate when I wasn't hungry    

 25. I woke up much earlier than usual    

 26. I felt like eating less than usual    

 27. I looked forward to things with enjoyment   

 28. I had nightmares that reminded me of something bad that happened   

 29. I slept more than usual   

 30. It took a lot of effort for me to get going    

 31. I felt inadequate   

 32. I was trembling or shaking   

 33. I thought that the world would be better off without me  

 34. I had memories of something scary that happened  

 35. I felt like breaking things   

 36. I woke up frequently during the night   

 37. I felt enraged   

 38. I hurt myself purposely   

 39. I felt faint    

 40. I felt discouraged about things    

 41. I found it difficult to make eye contact with people  

 42. I got upset thinking about something bad that happened   

 43. I had trouble waking up in the morning    

 44. I lost my temper and yelled at people   

 45. My heart was racing or pounding   
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 46. I thought about my own death   

 47. I found it difficult to talk with people I did not know well  

 48. I found myself worrying all the time   

 49. I had a very dry mouth    

 50. I felt hopeful about the future  

 51. I slept very poorly   

 52. I thought about hurting myself   

 53. I felt that I had a lot to look forward to    

 54. I felt much worse in the morning than later in the day  

 55. I felt drowsy, sleepy     

 56. I was short of breath    

 57. I talked more slowly than usual    

 58. I felt like I was choking    

 59. I felt like I had a lot of interesting things to do   

 60. I did not feel much like eating   

 61. I had trouble concentrating     

 62. Little things made me mad  

 63. I ate more than usual   

 64.  I felt like I had a lot of energy   

 65. I rearranged things so that they were in a certain order  

 66. I washed my hands excessively  

 67. I kept racing from one activity to the next   

 68. I checked things over and over again   

 69. I felt the urge to rearrange things so that they were “just right”  

 70. I worried a lot about germs   

 71. I spoke so rapidly that others could not understand me    

 72. I felt elated for no special reason   

 73. I tried not to think about bad things from my past   

 74. I avoided small spaces   

 75. I found myself checking things, even though I knew it wasn’t necessary   

 76. I avoided handling dirty things   

 77. It felt like my mind was moving “a mile a minute”   

 78. I felt like I was “on top of the world”    

 79. I avoided situations that bring up bad memories   

 80. I was afraid of getting trapped in a crowd   

 81. I felt the urge to check to make sure I had done something    

 82. I followed the same, fixed order in performing everyday tasks    

 83. My thoughts jumped rapidly from one idea to another   

 84. I felt anxious in small spaces  

 85. I felt compelled to follow certain rituals   
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 86. I had difficulty touching something that was dirty   

 87. My thoughts were moving so quickly it was hard to keep up   

 88. I had so much energy it was hard for me to sit still  

 89. I tried to ignore upsetting memories   

 90. I was afraid of tunnels    

 91. I had to clean myself because I felt contaminated   

 92. I felt that I could do things that other people couldn’t   

 93. I avoided talking about bad experiences from my past   

 94. I avoided tight, enclosed spaces   

 95. I had little rituals or habits that took up a lot of my time  

 96. I avoided using public restrooms    

 97. I had much more energy than usual    

 98. I used an object (such as a towel) so I could avoid touching something directly  

 99. I was anxious about talking in public  
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5. DISCUSSION 

 The assessment of personality psychopathology is relevant across several societal 

contexts, including (but not limited to) criminal behavior (e.g., Johnson et al., 2000), violence 

(e.g., McMurran & Howard, 2009), occupational and interpersonal impairment (e.g., Disney 

Weinstein, & Oltmanns, 2012; Skodol et al., 2002), and poor social and emotional functioning 

(e.g., Grant et al., 2004). Therefore, the assessment and diagnosis of personality disorders (PDs) 

is important, not only in the field of clinical psychology, but at a broader societal level as well. 

However, the accurate methodology for conceptualizing PDs has been a topic of substantial 

debate in the field. Most recently, the DSM-5 introduced an alternate model for personality 

psychopathology assessment and diagnosis.  

This model was met with significant criticism (e.g., Miller & Lynam, 2013; Paris, 2013; 

Porter & Risler, 2014; Verheul, 2012; Pull, 2014) and many researchers called for increased 

research regarding the Section III model (Gunderson, 2013; Miller & Lynam, 2013; Porter & 

Risler, 2013; Skodol et al., 2013; among others). Therefore, the current three studies aimed to 

evaluate different aspects of the DSM-5 Section III model for which additional research was 

needed. More specifically, these studies evaluated clinician perspectives of the model, the 

Criterion A impairment criteria, and the PID-5-BF screening measure for Section III.  

Minimal research has been conducted aimed at understanding clinician perspectives of 

this alternative model. Therefore, Study One addressed an aspect of this and showed an overall 

trend of support for the dimensional conceptualization of Antisocial PD (ASPD) and Borderline 
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PD (BPD) when rated by clinicians. Indeed, the traits rated as most prototypical for each disorder 

by clinicians were generally consistent with the trait profiles included in Section III, with a few 

exceptions. Most notably, differences were found in the clinician rated conceptualization of 

Borderline PD, likely owed to the heterogeneity of this disorder (e.g. Tyrer, 2009) and the 

likelihood that clinicians may have more varying experiences with the presentation of BPD.  

In addition, the majority of research has been conducted on the Criterion B trait model, 

with limited research evaluating impairment, specifically regarding functional impairment as it 

relates to specific PDs included in the Section III model. Study Two addressed this limitation, 

and found mixed results regarding disorder-specific impairment criteria. For instance, a factor 

structure representing the two domains of impairment, four facets of impairment, or six PDs was 

not clearly shown. In addition, although disorder-specific impairment was associated with other 

measures of impairment (suggesting that these constructs were, indeed, assessing areas of the 

construct of functional impairment), there was a lack of discriminant validity amongst their 

associations with Section III traits and, to a somewhat lesser extent, Section II PD symptoms. 

Therefore, there seemed to be a lack of utility in measuring disorder-specific impairment, and a 

more broad evaluation of functional impairment may be more useful. Furthermore, this study 

found that the assessment of impairment may not substantially increment the evaluation of PDs, 

which questioned the utility of measuring impairment in addition to personality traits.  

Finally, despite being available for use, the PID-5-BF has been evaluated in very few 

studies using non-English-translated versions (Bach et al., in press; Fossati et al., in press). 

Consistent with the past research, Study Three found support for the use of the PID-5-BF as a 

screening tool for personality psychopathology in DSM-5 Section III. Indeed, support was found 

for the five-factor structure of the measure, similar to the full-length PID-5 (Krueger et al., 2012; 
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Wright et al., 2012). In addition, associations were found between PID-5-BF trait domains and 

Section II PD symptoms, the Personality Psychopathology Five (PSY-5; Harkness & McNulty, 

1994) scales on the MMPI-2-RF (Ben-Porath & Tellegen, 2008/2011), and measures of broad 

internalizing and externalizing psychopathology, consistent with previous research using the full 

length PID-5 (e.g., Anderson et al., 2013; Anderson et al., 2014; Bach et al, in press; Hopwood et 

al., 2012; among others).  

Implications 

 These studies have several implications for the Section III Model that should be 

discussed. The Section III dimensional trait model was developed to be more consistent with the 

literature in personality psychopathology (De Clercq et al., 2006; Harkness and McNulty, 1994; 

Krueger et al., 2011; Livesley et al., 1998; Tackett et al., 2008). Therefore, it is important that 

research establishes that Section III does, indeed, fall in line with the literature regarding 

maladaptive dimensional personality traits, that the dimensional trait model shows clinical 

applicability, and that the measures designed to assess it are valid measures of personality 

psychopathology.  

 Since its development, the Section III model has been met with criticism; more 

specifically, researchers have questioned its clinical applicability (e.g., Pull, 2014; Verheul, 

2012). However, despite these criticisms, research has largely supported the trait model, its 

measurement, (see Krueger & Markon, 2014 for a review), and, more recently, its clinical 

application (e.g., Morey et al., 2013; Morey et al., 2014). Study One and Study Three, which 

evaluated aspects of the dimensional trait model, were consistent with this general trend of 

support. For instance, Study One showed that clinicians viewed ASPD and BPD similarly to 

Section III when using dimensional personality traits. While more research in this area is 
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certainly needed, this study showed that, despite a dimensional model being a new approach in 

personality disorder assessment and diagnosis, it may not be such a difficult transition in clinical 

practice. Indeed, the goal of the inclusion of both the DSM-IV-TR/DSM-5 Section II and the 

Section III model was “to preserve continuity with current clinical practice, while also 

introducing a new approach that aims to address numerous shortcomings of the current approach 

to personality disorders” (pg. 811; APA, 2013a). This study showed support that this goal is 

being met. Indeed, many clinicians may be unlikely to administer a lengthy self-report measure 

in order to assess and diagnosis personality disorder; therefore, it is important that clinician 

views of these disorders are consistent with the model and, at least in the case ASPD and BPD, it 

appears as if these views are generally congruent.  

 In addition, research has questioned the reliability and validity of this model, particularly 

its continuity with DSM-IV categories and reliability in its measurement (e.g., Verheul, 2012). 

Therefore, in response to some of these criticisms, it is important that research examines these 

properties in the measures used to operationalize it. A growing amount of literature has 

supported the full-length PID-5 (see Krueger & Markon, 2014 for a review), but a minimal 

amount of research has evaluated alternate forms of this measure, specifically the PID-5-BF. In 

Study Three, an evaluation of the PID-5-BF showed support for the reliability and factor 

structure of the measure, consistent with previous research (Bach et al., in press; Fossati et al., in 

press). Furthermore, at the domain level, this measure functions similarly to its full-length 

counterpart. This is important as many clinicians may prefer to administer a screening measure if 

they suspect personality psychopathology, rather than administering the rather lengthy 220-item 

PID-5 and it is important that these tests measure these dimensional trait constructs similarly. 

Therefore, in regards to direct clinical application, these results suggested that clinicians could 
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administer this brief self-report measure as a screening tool to gain broad information about an 

individual’s personality functioning. This will also likely aid in the clinical applicability and 

clinical transition of the trait model as the initial screening for personality psychopathology in 

Section III can be simpler and less time-intensive when a personality disorder is suspected or 

when only general information regarding personality functioning is being sought.  

 While the implications were generally positive in regards to the trait model, implications 

were less optimistic for impairment criteria, specifically the measurement of disorder-specific 

impairment.  Although Study Two provided a novel examination of disorder-specific impairment 

in Section III, the results suggested a lack of utility in measuring impairment specific to a given 

disorder. Indeed, there was a lack of discrimination across disorders, which is problematic, 

particularly given that overlap is one of the criticisms of the Section II model. Of note, the 

Section III Model lists descriptors of impairment that are specific to each disorder included in the 

model and one previous study has found support for the measurement of disorder specific 

impairment in Avoidant and Obsessive-Compulsive PDs (Liggett et al., in press). However, 

based on the current research, there may very limited utility in evaluating functional impairment 

in this way. Instead, it is likely more useful to measure impairment more broadly as explained in 

the general Criterion A description (i.e., broad domains of self and interpersonal functioning).  

 However, the incremental utility of measuring impairment, even at a more broad level, 

has also been questioned. Indeed, multiple researchers have pointed to the overlap across 

Criterion A and Criterion B (e.g., Few et al., 2013; Hentschel & Pukrop, 2014; Zimmerman et 

al., 2015). Consistent with this past research, Study Two fell in line with a trend that begins to 

question the necessity of separately measuring functional impairment in assessing and 
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diagnosing PDs and there remains a question of whether the presence of maladaptive traits may 

be sufficient in determining an individual’s level of personality dysfunction.  

This is particularly important to consider when we are evaluating the clinical application 

of this model. Currently, the model requires an assessment of functional impairment across two 

domains and four sub-facets, an examination of an individual’s maladaptive personality traits 

across five trait domains and twenty-five trait facets, and an evaluation of whether or not an 

individual’s constellation of traits meets criteria for a specific categorical PD diagnosis. This 

could become quite cumbersome in most, if not all, areas of clinical practice. Therefore, it seems 

important that aspects of the model that show less clinical utility are revised, or possibly even 

omitted as necessary components in the diagnostic process. Indeed, it bears mentioning that the 

majority of psychiatric disorders do not require a separate assessment of an individual’s 

functional impairment. Although impairment in functioning is an integral part of 

psychopathology, the measurement of maladaptive personality traits may account for the 

presence or absence of functional impairment in personality. Therefore, in general, this research 

appears to call for a continued examination of this criterion, its measurement, and its application 

in clinical practice.  

 Generally speaking, this body of literature examined important aspects of the DSM-5 

Section III model and has findings that are largely consistent with previous research in this area.  

More specifically, these studies offered particular support for the use and assessment of the 

dimensional trait model for the assessment of PDs. Study Two, on the other hand, showed mixed 

results regarding the necessary role of impairment in this model. Although these three studies 

evaluated very specific aspects of the Section III model, and additional research is certainly 

needed, together, these studies provided a broad examination of the Section III model, including 
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Criterion A impairment, Criterion B traits and their assessment, and specific PDs as measured by 

clinicians.  

Areas for Future Research 

 Moving forward, additional research remains necessary. Most particularly, additional 

work is needed in the area of functional impairment, specifically evaluating the utility of its 

measurement above and beyond personality traits. Many researchers have noted the apparent 

overlap between Criterion A and Criterion B (e.g., Zimmerman et al., 2015), and it is important 

that this is addressed prior to the full implementation of this model. The current research seems 

to suggest a lack of utility in measuring disorder-specific impairment, but given somewhat mixed 

past research on broad impairment domains, more information is needed regarding the 

incremental utility of impairment. For instance, the different measurement modalities of 

impairment should be assessed (e.g., clinician rating, additional research with the LFPS, self-

report measurement of impairment) to determine if the separate measurement of impairment is 

useful in diagnosis. In particular, the measurement and utility of impairment should be evaluated 

in regards to its clinical application and if research continues to suggest that the additional 

measurement of impairment is unnecessary when traits are also assessed, it may be important 

that the impairment criteria are revised.  

 Furthermore, a great deal of research is still needed regarding the overall implementation 

of this assessment/diagnostic model in clinical practice. Unfortunately, this model seems to 

remain predominantly situated in an “ivory tower” of research on the theory and structure of 

personality psychopathology, while the clinical application of the model has been the topic of 

significantly less conversation and empirical research. Although the current research, coupled 

with previous studies (e.g., Miller et al., 2010; Morey et al., 2013), is promising, research has 
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been quite limited in this area and there is still much that is unknown. For instance, there has 

been no study to date that evaluates the applied clinical use of this model (Criterion A, B, and 

specific PDs) in its entirety to assess and diagnosis PDs. Therefore, we do not yet know how a 

clinician will utilize these different aspects of the model to make a PD diagnosis, nor do we 

know the way in which this new diagnostic system may be useful in conceptualizing and 

understanding individuals with personality psychopathology in applied clinical practice. For this 

reason, guidelines for clinical practice in using this new diagnostic methodology may be 

necessary. 

 In addition, it will be important to determine if this new method of conceptualization and 

diagnosis is an improvement upon the Section II categorical methodology in applied clinical 

settings. Future research could, for instance, evaluate the reliability and validity of these 

personality disorder diagnoses in clinical settings when clinicians are asked to determine these 

diagnoses using the entire Section III model (e.g., impairment, traits, and disorder types) in 

comparison to the Section II model. In addition, research could evaluate the utility of these 

clinically derived Section III diagnoses in conceptualizing psychopathology and predicting 

behavior (e.g., do these disorders do a better job than Section II categories?). This type of 

research is necessary prior to the implementation of this model, but very limited information is 

currently available on this topic.  

Furthermore, an area that has been given little attention thus far in the literature is the 

way in which this model will be use in the formulation of treatment recommendations in 

personality psychopathology. Indeed, these disorders will not only be used in the assessment of 

individuals, but should be used for clinicians to make decisions regarding the treatment of their 

clients. While Morey et al. (2013) surveyed clinicians regarding their view of using traits in 
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providing feedback and treatment, these authors did not evaluate the use of maladaptive traits in 

actual clinical practice. Similarly, it will be important that future research evaluates the extent to 

which these dimensional trait facets, domains of functional impairment, and specific disorders 

aid in providing appropriate treatment recommendations for individuals with these disorders.  

Moreover, there has not been substantial discussion regarding the point at which a given 

personality trait is “maladaptive.” Although trait descriptions are included in the DSM-5 for each 

of the twenty-five facets, these traits represent dimensional constructs and are not meant to be 

measured for the presence vs. absence of each trait. However, we do not yet know the point at 

which a trait is elevated to a problematic extent, and the alternative model in Section III does not 

offer practice guidelines for how to make these decisions. Therefore, before clinicians can utilize 

this model in clinical practice, the literature will need to address how clinicians should make 

actual decisions regarding the presence of personality psychopathology. For instance, perhaps 

self-report scores on maladaptive traits will determine pathology, but the PID-5 does not have 

normative data or clinically derived cut-offs. Similarly, dimensional trait ratings by clinicians 

may be sufficient to diagnose psychopathology, but we also do not have clinical cut-offs for this 

purpose or descriptive information regarding when a trait reaches pathology. And, of course, the 

role of impairment in this decision making process is currently unknown and there are no 

guidelines regarding how clinicians should integrate clinical data derived from Criterion A and 

Criterion B. While the model is designed to be dimensional, there needs to be a point at which 

clinicians can know that pathology is present, and without such information, the implementation 

of this model becomes very difficult, despite growing support of its utility or clinical 

applicability.  
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 Finally, along these same lines, more research is needed that addresses the measurement 

tools for this model. In particular, research is needed evaluating the measures that have been of 

little focus in previous research (i.e., the LPFS, PID-5-IRF, and PID-5-BF) so that we might 

better understand their utility in assessing personality psychopathology. However, more research 

is also needed in the area of the full-length PID-5. Indeed, many studies evaluating this measure 

have been conducted in undergraduate samples (e.g., Anderson et al., 2014; Hopwood et al., 

2012), necessitating increased support across all areas of clinical practice. Furthermore, as 

previously stated, this measure does not yet have a normative reference group from which 

clinicians can determine the extent to which an individual’s traits are maladaptive. In order for 

this measure, as well as the other measures developed for Section III, to be validated for clinical 

practice, it will be important that clinical norms are derived and evaluated across settings.  

 Taken together, although there still remains a great need for additional research on this 

model, the previous three studies evaluated different aspects of the DSM-5 Section III model and 

added important information to the literature that was under-studied or previously lacking. As 

work on this model moves forward in future studies, research can build off of the work in these 

studies and continue the critically examine the dimensional trait model (and its measurement 

tools), the utility of impairment criteria (and the way they relate to specific PDs), and the more 

broad application of this model as a whole in clinical practice settings.  
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Antisocial Personality Disorder Impairment 

 

Identity 1: 

  

Egocentrism  

  

0. I never or rarely put my needs above the needs of others.  

1. I occasionally put my needs above the needs of others.  

2. I regularly put my needs above the needs of others.   

3. Most of the time, I put my needs above the needs of others.   

4. I always have to put my needs above the needs of others. 

 

Identity 2:  

 

Self-Esteem derived from personal gain, power, or pleasure 

 

0. I never or rarely need power, personal gain, or pleasure to feel good about myself.  

1. I occasionally need power, personal gain, or pleasure to feel good about myself.  

2. I regularly need power, personal gain, or pleasure to feel good about myself. 

3. Most of the time, I need power, personal gain, or pleasure to feel good about myself. 

4. I always need power, personal gain, or pleasure to feel good about myself.  

 

Self-Direction 1: 

 

Goal setting based on personal gratification 

 

0. My own personal satisfaction is rarely or never my main reason for doing things.  

1. My own personal satisfaction is occasionally my main reason for doing things.  

2. I regularly do things where my main priority is fulfilling my own personal satisfaction.  

3. Most of the time, I do things where my main priority is fulfilling my own personal 

satisfaction. 

4. My own personal satisfaction is always the main reason for everything I do.  

 

Self-Direction 2: 

 

Absence of pro-social internal standards associated with failure to conform to lawful or 

culturally normative ethical behavior 

 

0. I always or almost always adhere to laws, ethics, and rules of my society. 

1. I usually adhere to laws, ethics, and rules of my society. 

2. I regularly break laws, or do not adhere to the ethics and rules of my society.  

3. Most of the time, I break laws, or do not adhere to the ethics and rules of my society.  

4. I almost always or always break laws, and do not adhere to the ethics and rules of my society. 
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Empathy 1: 

 

Lack of concern for feelings, needs, or suffering of others 

 

0. I always or almost always care about the feelings, needs, and suffering of others. 

1. I occasionally do not care about the feelings, needs, or suffering of others. 

2. I regularly don’t care about the feelings, needs, or suffering of others. 

3. I rarely care about the feelings, needs, or suffering of others. 

4. I never care about the feelings, needs, or suffering of others.  

 

Empathy 2: 

 

Lack of remorse after hurting or mistreating another 

 

0. I always or almost always feel guilty if I hurt or mistreat someone, 

1. I occasionally do not feel guilty if I hurt or mistreat someone. 

2. I regularly do not feel guilty if I hurt or mistreat someone. 

3. I rarely feel guilty if I hurt or mistreat someone. 

4. I never feel guilty if I hurt or mistreat someone. 

 

Intimacy 1:  

 

Incapacity for mutually intimate relationships 

 

0. I have no problem with forming mutually intimate relationships. 

1. I occasionally have no problem forming mutually intimate relationships. 

2. I regularly have problems forming mutually intimate relationships. 

3. I rarely form mutually intimate relationships. 

4. I never form mutually intimate relationships.  

 

Intimacy 2: 

 

Exploitation as a primary means of relating to others, including by deceit and coercion, use 

of dominance, or intimidation to control others 

 

0. I never or rarely feel that I have to deceive, coerce, dominate, or intimate others to meet my 

needs or goals.  

1. I occasionally feel I have to deceive, coerce, dominate, or intimate others to meet my needs or 

goals.  

2. I regularly have to deceive, coerce, dominate, or intimate others to meet my needs or goals. 

3. Most of the time, I have to deceive, coerce, dominate, or intimate others to meet my needs or 
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goals.  

4. I always deceive, coerce, dominate, or intimate others to meet my needs or goals. 
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Avoidant Personality Disorder Impairment 

 

Identity 1: 

  

Low self-esteem associated with self-appraisal as socially inept, personally unappealing, or 

inferior. 

  

0. I am always or almost always confident in social situations. 

1. I am usually confident in social situations.  

2. I regularly feel anxious and/or have low confidence in social situations.  

3. Most of the time, I feel anxious and/or have low confidence in social situations.  

4. I always or almost always feel anxious and/or have low confidence in social situations. 

  

Identity 2: 

  

Excessive feelings of shame. 

  

0. I never, or rarely, feel ashamed or embarrassed by my social skills 

1. I occasionally feel ashamed or embarrassed by my social skills 

2. I regularly feel ashamed or embarrassed by my social skills 

3. Most of the time, I feel ashamed or humiliated due to my social skills 

4. I always or almost always feel ashamed and embarrassed by my social skills 

  

Self-Direction 1: 

  

Unrealistic standards for behavior associated with reluctance to pursue goals or take 

personal risks 

  

0. I never or almost never avoid making future plans and setting goals that involve other people. 

1. I occasionally avoid making future plans and setting goals that involve other people. 

2. I regularly avoid making future plans and setting goals that involve other people.  

3. Most of the time, I avoid making future plans and setting goals that involve other people.  

4. I always or almost always avoid making future plans and setting goals that involve other 

people.  

  

Self-Direction 2: 

  

Unrealistic standards for behavior based on a reluctance to engage in new activities 

involving interpersonal contact. 

  

0. I never or almost never avoid meeting new people, going to parties or making plans with old 

friends. 

1. I occasionally avoid meeting new people, going to parties, or making plans with old friends. 
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2. I regularly avoid meeting new people, going to parties, or making plans with old friends. 

3. Most of the time, I avoid meeting new people, going to parties, or making plans with old 

friends.  

4. I always or almost always avoid meeting new people, going to parties, or making plans with 

old friends. 

  

Empathy 1: 

  

Preoccupation with, and sensitivity to, criticism or rejection. 

  

0. I never or rarely worry that I will be criticized or rejected in social situations.  

1. I occasionally worry that I will be criticized or rejected in social situations. 

2. I regularly worry that I will be criticized or rejected in social situations.  

3. Most of the time, I worry I will be criticized or rejected in social situations.  

4. I always or almost always worry I will be criticized or rejected in social situations.  

  

Empathy 2: 

  

Distorted inference of others’ perspectives as negative 

  

0. I never or almost never automatically assume others have a negative attitude toward me.  

1. I occasionally automatically assume others have a negative attitude toward me.  

2. I regularly automatically assume others have a negative attitude toward me.  

3. Most of the time, I automatically assume others have a negative attitude toward me. 

4. I always or almost always automatically assume others have a negative attitude toward me.  

 

Intimacy 1: 

  

Reluctance to get involved with people unless certain of being liked 

  

0. I never or almost never resist getting involved in something unless I am sure the people 

involved like me.  

1. I occasionally resist getting involved in something unless I am sure the people involved like 

me.  

2. I regularly resist getting involved in something unless I am sure the people involved like me.  

3. Most of the time, I resist getting involved in something unless I am sure the people involved 

like me.  

4. I always or almost always resist getting involved in something unless I am sure the people 

involved like me.  

 

Intimacy 2: 

  

Diminished mutuality within intimate relationships because of fear of being shamed or 
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ridiculed 

  

0. I never or almost never hold back from an intimate relationship for fear of being rejected.   

1. I occasionally hold back from an intimate relationship for fear of being rejected. 

2. I regularly hold back from an intimate relationship for fear of being rejected.  

3. Most of the time, I hold back from an intimate relationship for fear of being rejected. 

4. I always or almost always hold back from an intimate relationship for fear of being rejected.  
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Borderline Personality Disorder 

 

Identity 1: 

 

Markedly impoverished, poorly developed, or unstable self image 

 

0. I am typically confident in who I am and my own identity. 

1. I sometimes question whether I know who I am or whether I have my own identity. 

2. I often question who I am or whether I have my own identity. 

3. I almost always question who I am or whether I have my own identity. 

4. I never feel like I know who I am or that I have my own identity.  

 

Identity 2: 

 

Often associated with excessive self-criticism 

 

0. I never or rarely criticize or get hard on myself.  

1. I sometimes criticize and/or get hard on myself. 

2. I often criticize and/or get really hard on myself. 

3. I almost always criticize or get really hard on myself. 

4. I always criticize and get really hard on myself.  

 

Identity 3:  

 

Chronic feelings of emptiness 

 

0. I never or rarely feel empty inside. 

1. I sometimes feel empty inside. 

2. I often feel empty inside. 

3. I almost always feel empty inside. 

4. I feel chronically empty inside. 

 

Identity 4: 

 

Dissociative states under stress 

 

0. When I’m stressed, I never feel detached from what’s real. 

1. When I’m stressed I rarely feel detached from what’s real. 

2. When I’m stressed, I sometimes feel detached from what’s real. 

3. When I’m stressed, I frequently feel detached from what’s real. 

4. When I’m stressed, I almost always feel detached from what’s real. 
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Self-Direction 1: 

 

Instability in goals, aspirations, values, or career plans 

 

0. I have goals and plans for my future and have a good sense of what my values are.  

1. I sometimes feel unsure of my future goals and values.  

2. I often feel unsure of my future goals and values.  

3. I usually feel unsure of my future goals and values.  

4. I always feel unsure of my future goals and values.  

 

Empathy 1: 

 

Compromised ability to recognize the feelings and needs of others 

 

0. I am typically able to recognize the feelings and needs of others. 

1. I sometimes have difficulties recognizing the feelings and needs of others (or, others 

sometimes tell me that I do). 

2. I often have difficulty recognizing the feelings and needs of others (or, others often tell me 

that I do). 

3. I almost always have difficulty recognizing the feelings and needs of others (or, others tell me 

that I do). 

4. I cannot recognize the feelings and needs of others (or, others tell me that I can’t).  

 

Empathy 2: 

 

Interpersonal hypersensitivity (i.e., prone to feel slighted or insulted) 

 

0. People never or almost never tell me I take things too personally.  

1. People sometimes tell me that I take things too personally.   

2. People often tell me that I take things too personally.  

3. People almost always tell me that I take things too personally. 

4. People always tell me that I take things too personally.  

 

Empathy 3: 

 

Perceptions of others selectively biased toward negative attributes or vulnerabilities 

 

0. No one has ever said I only focus on people’s negative qualities.    

1. Others sometimes say I only focus on people’s negative qualities.    

2. Others often say I only focus on people’s negative qualities.    

3. Others almost always say I only focus on people’s negative qualities.    

4. Others always say I only focus on people’s negative qualities.    
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Intimacy 1: 

 

Intense, unstable, and conflicted close relationships 

 

0. My close relationships are usually stable and free of conflict. 

1. My close relationships are sometimes intense, unstable or conflictual. 

2. My close relationships are often intense, unstable and/or full of conflict. 

3. My close relationships are almost always intense, unstable and full of conflict. 

4. My close relationships are always intense, unstable and full of conflict. 

 

Intimacy 2: 

 

Mistrust, neediness, and anxious preoccupation with real or imagined abandonment 

 

0. I never feel worried about being abandoned by those close to me.  

1. I sometimes feel worried about being abandoned by those close to me. 

2. I often feel worried about being abandoned by those close to me. 

3. I almost always feel worried about being abandoned by those close to me. 

4. I always feel worried about being abandoned by those close to me. 

 

Intimacy 3: 

 

Close relationships often viewed in extremes of idealization and devaluation and 

alternating between over-involvement and withdrawal 

 

0. My feelings about my close relationships are usually stable and do not fluctuate.  

1. My feelings about my close relationships are sometimes unstable and seem to have up and 

downs (such as love and hate). 

2. My feelings about my close relationships are often unstable and seem to have a lot of up and 

downs (such as love and hate). 

3. My feelings about my close relationships are almost always unstable and seem to have a lot of 

up and downs (such as love and hate). 

4. My feelings about my close relationships are always unstable and seem to have a lot of up and 

downs (such as love and hate). 
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Narcissistic Personality Disorder 

 

Identity 1: 

  

Excessive reference to others for self-definition and self-esteem regulation 

  

0. Other people’s opinions of me never or rarely affect how I view or feel about myself.  

1. Even though I might not show it, other people’s opinions of me sometimes affect how I view 

or feel about myself.  

2. Even though I might not show it, other people’s opinions of me regularly affect how I view or 

feel about myself.  

3. Even though I might not show it, other people’s opinions of me usually affect how I view or 

feel about myself.  

4. Even though I might not show it, other people’s opinions of me always or almost always affect 

how I view or feel about myself.  

 

Identity 2:  

 

Exaggerated self-appraisal may be inflated, or deflated, or vacillate between extremes* 

 

0. I never view myself as better than others.  

1. I sometimes view myself as better than others. 

2. I regularly view myself as better than others. 

3. Most of the time, I view myself as better than others. 

4. I always or almost always view myself as better than others. 

 

Identity 3:  

 

Exaggerated self-appraisal may be inflated, or deflated, or vacillate between extremes* 

 

0. I never view myself as worse than others.  

1. I sometimes view myself as worse than others. 

2. I regularly view myself as worse than others. 

3. Most of the time, I view myself as worse than others. 

4. I always or almost always view myself as worse than others. 

 

Identity 4: 

 

Emotional regulation mirrors fluctuations in self-esteem 

 

0. I am always or almost always able to control my emotions when I feel bad about myself in 

some way (e.g. after being insulted, failing at something, being rejected).  

1. I sometimes have trouble controlling my emotions when I feel bad about myself in some way 
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(e.g. after being insulted, failing at something, being rejected). 

2. I regularly have trouble controlling my emotions when I feel bad about myself in some way 

(e.g. after being insulted, failing at something, being rejected). 

3. Most of the time, I have trouble controlling my emotions when I feel bad about myself in 

some way (e.g. after being insulted, failing at something, being rejected). 

4. I always or almost always have trouble controlling my emotions when I feel bad about myself 

in some way (e.g. after being insulted, failing at something, being rejected). 

 

Self-Direction 1: 

 

Goal setting based on gaining approval from others 

 

0. I never or almost never set or work towards goals just to get approval or praise from others.  

1. I sometimes set or work towards goals just to get approval or praise from others.   

2. I regularly set or work towards goals just to get approval or praise from others.  

3. Most of the time, I set or work towards goals just to get approval or praise from others.  

4. I always or almost always set or work towards goals just to get approval or praise from others.  

 

Self-Direction 2: 

 

Personal standards are unreasonably high in order to see oneself as exceptional, or too low 

based on a sense of entitlement* 

 

0. My standards are never or usually no higher than those of the average person.  

1. My standards are sometimes higher than those of the average person.  

2. I regularly have higher standards for myself (relative to others) because I am better equipped 

to meet them.   

3. Most of the time, I have higher standards for myself (relative to others) because I am better 

equipped to meet them.  

4. I always or almost always have higher standards for myself (relative to others) because I am 

better equipped to meet them.  

 

Self-Direction 3: 

 

Personal standards are unreasonably high in order to see oneself as exceptional, or too low 

based on a sense of entitlement* 

 

0. My standards are never or usually no lower than those of the average person.  

1. My standards are sometimes lower than the average person.  

2. My standards are sometimes lower for myself than others because I should be praised or 

appreciated regardless.  

3. Most of the time, my standards are lower for myself than others because I should be praised or 

appreciated regardless.  
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4. My standards are always or almost always lower for myself than others because I should be 

praised or appreciated regardless.  

 

Self-Direction 4: 

 

Often unaware of own motivations 

 

0. I always or almost always know why I do the things I do. 

1. I sometimes don’t seem to know why I do the things I do.  

2. I regularly don’t seem to know why I do the things I do.  

3. Most of the time, I don’t seem to know why I do the things I do. 

4. I never or almost never know why I do the things I do.  

 

Empathy 1: 

 

Impaired ability to recognize or identify with the feelings and needs of others 

 

0. People never or almost never tell me I cannot to see and understand the feelings and needs of 

others.  

1. People sometimes tell me I cannot see and understand the feelings and needs of others.  

2. People regularly tell me I cannot to see and understand the feelings and needs of others.  

3. Most of the time, people tell me I cannot see and understand the feelings and needs of others.  

4. People always or almost always tell me I cannot see and understand the feelings and needs of 

others.  

 

Empathy 2: 

 

Excessively attuned to reactions of others, but only if perceived as relevant to self 

 

0. I always or almost always care about others’ opinions or feelings even if they don’t affect me 

directly.  

1. Sometimes, I don’t care about others’ opinions or feelings unless they affect me directly.  

2. I regularly don’t care about others’ opinions or feelings unless they affect me directly. 

3. Most of the time, I only care about others’ opinions of feelings unless they affect me directly.  

4. I never care about others’ opinions or feelings unless they affect me directly.  

 

Empathy 3: 

 

Over or underestimate of one’s own effect on others* 

 

0. I have as much of an effect on others as anyone else.  

1. I am sometimes able to influence others more than other people could.  

2. I am regularly able to influence others more than other people could.   
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3. Most of the time, I am able to influence others more than other people could.  

4. I am always or almost always able to influence other more than other people could.  

 

Empathy 4: 

 

Over or underestimate of one’s own effect on others* 

 

0. I never have difficulty seeing how my behavior could affect other people.  

1. I sometimes have difficulty seeing how my behavior could affect other people.  

2. I regularly have difficulty seeing how my behavior could affect other people.  

3. Most of the time, I have difficulty seeing how my behavior could affect other people.  

4. I always or almost always have difficulty seeing how my behavior could affect other people.  

 

Intimacy 1:  

 

Relationships largely superficial and exist to serve self-esteem regulation 

 

0. I never or almost never choose relationships for the sole purpose of making me feel better 

about myself.  

1. I sometimes choose relationships for the sole purpose of making me feel better about myself.  

2. I regularly choose relationships for the sole purpose of making me feel better about myself. 

3. I often choose relationships for the sole purpose of making me feel better about myself.  

4. I always or almost always choose relationships for the sole purpose of making me feel better 

about myself.  

 

Intimacy 2: 

 

Mutuality constrained by little genuine interest in others’ experiences and predominance of 

a need for personal gain 

 

0. I am generally interested in other people (e.g., their opinions, feelings, and experiences) 

regardless of what I get out of it.  

1. I am sometimes only interested in other people (e.g., their opinions, feelings, and experiences) 

if I know I can get something out of it.  

2. I am often only interested in other people (e.g., their opinions, feelings, and experiences) if I 

know I can get something out of it. 

3. Most of the time, I am only interested in other people (e.g., their opinions, feelings, and 

experiences) if I know I can get something out of it. 

4. I am always or almost always only interested in other people (e.g., their opinions, feelings, and 

experiences) if I know I can get something out of it. 
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Obsessive-Compulsive Personality Disorder 
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Obsessive-Compulsive Personality Disorder 

 

Identity 1:  

 

Sense of self derived predominantly from work or productivity.  

 

0. I have an appropriate work/life balance. 

1. I sometimes get caught up in my work at the expense of other activities. 

2. I often spend time working at the expense of other activities. 

3. Most of the time, I spend time working at the expense of other activities. 

4. I spend time working at the complete expense of all other activities. 

 

Identity 2:  

 

Constricted experience and expression of strong emotions. 

 

0. I never or almost never have difficulties expressing a large variety of emotions. 

1. Sometimes I think I don’t feel emotions as strongly or have trouble expressing a large variety 

of emotions.  

2. I regularly think I don’t feel emotions as strongly or have trouble expressing a large variety of 

emotions. 

3. Most of the time I think I don’t feel emotions as strongly or have trouble expressing a large 

variety of emotions. 

4. I always or almost always think I don’t feel emotions as strongly or have trouble expressing a 

large variety of emotions. 

 

Self-direction 1:  

 

Difficulty completing tasks and realizing goals, associated with rigid and unreasonably 

high and inflexible internal standards of behaviour.  

 

0. I prefer to achieve my goals and complete tasks, even if they’re not perfect, rather than not 

achieving them at all.  

1. I sometimes have a hard time achieving my goals and completing tasks because of my high 

standards. 

2. I often have a hard time achieving my goals and completing tasks on time because of my high 

standards.  

3. Most of the time, I have a hard time achieving my goals and completing tasks on time because 

of my high standards. 

4. I never or almost achieve my tasks or goals unless they are completed with absolute 

perfection. 

 

Self-direction 2:  
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Overly conscientious and moralistic attitudes. 

 

0. I never or rarely stand by my values and standards so strongly that it causes trouble with 

others.  

1. I sometimes stand by my values and standards so strongly that it can cause trouble with others.  

2. I often stand by my values and standards so strongly that it can cause trouble with others.  

3. I regularly stand by my values and standards so strongly that it can cause trouble with others.  

4. I always stand by my values and standards so strongly that it can cause trouble with others.  

 

Empathy 1:  

 

Difficulty understanding and appreciating the ideas, feelings, or behaviours of others. 

 

0. I generally understand and consider other people’s ideas and feelings. 

1. I sometimes find it challenging to understand and/or consider other people’s ideas and 

feelings. 

2. I often find it challenging to understand and/or consider other people’s ideas and feelings. 

3. I usually find it challenging to understand and/or consider other people’s ideas and feelings. 

4. I always find it challenging to understand and/or consider other people’s ideas or feelings. 

 

Intimacy 1:  

 

Relationships seen as secondary to work and productivity.  

 

0. Work and productivity never or almost never interfere with my relationships.   

1. Work and productivity sometimes interfere with my relationships.    

2. Work and productivity frequently interfere with my relationships.  

3. Work and productivity usually interfere with my relationships. 

4. Work and productivity always or almost always interfere with my relationships. 

 

Intimacy 2:  

 

Rigidity and stubbornness negatively affect relationships with others. 

 

0. My close friends and family have never told me I am too stubborn and/or rigid.  

1. My close friends and family sometimes tell me that I am too stubborn and/or rigid. 

2. My close friends and family often tell me that I am too stubborn and/or rigid 

3. My close friends and family usually tell me that I am too stubborn and/or rigid 

4. My close friends and family always tell me that I am too stubborn and/or rigid. 
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Schizotypal Personality Disorder Impairment 
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Schizotypal Personality Disorder 

 

Identity 1: 

  

Confused boundaries between self and others 

  

0.  I never or almost never have trouble distinguishing between what is my own personal 

thought, feeling, or experience from what is also someone else’s. 

1. I sometimes have trouble distinguishing between what is my own personal thought, feeling, or 

experience from what is someone also else’s. 

2. I often have trouble distinguishing between what is my own personal thought, feeling, or 

experience from what is someone also else’s. 

3. Most of the time, I have trouble distinguishing between what is my own personal thought, 

feeling, or experience from what is someone also else’s. 

4. I always or almost always have trouble distinguishing between what is my own personal 

thought, feeling, or experience from what is someone also else’s. 

 

Identity 2:  

 

Distorted self-concept 

 

0. My sense of who I am is usually clear to me.  

1. My sense of who I am is sometimes unclear to me. 

2. My sense of who I am is often unclear to me. 

3. Most of the time, my sense of who I am is unclear to me. 

4. My sense of who I am is always unclear to me.  

 

Identity 3: 

 

Emotional expression often not congruent with context or internal experience 

 

0. The emotions I express usually match my actual thoughts and feelings. 

1. The emotions I express sometimes do not match my actual thoughts or feelings.  

2. The emotions I express often do not match my actual thoughts or feelings. 

3. The emotions I express rarely match my actual thoughts or feelings. 

4. The emotions I express never match my actual thoughts or feelings.  

 

Emotional expression often not congruent with context or internal experience 

 

0. Others never or almost never tell me that my feelings do not seem to match the situation.  

1. Others sometimes tell me that my feelings to do not seem to match the situation.  

2. Others often tell me that my feelings do not seem to match the situation. 

3. Most of the time, others tell me that my feelings do not seem to match the situation.  
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4. Others always or almost always tell me that my feelings do not seem to match the situation.  

 

Self-Direction 1: 

 

Unrealistic or incoherent goals 

 

0. Other people never or rarely tell me my future goals are unrealistic or don’t make sense.  

1. Other people sometimes tell me my future goals are unrealistic or don’t make sense. 

2. Other people often tell me my future goals are unrealistic or don’t make sense.   

3. Most of the time, other people tell me my future goals are unrealistic or don’t make sense. 

4. Other people always or almost always tell me my future goals are unrealistic or don’t make 

sense. 

 

Self-Direction 2: 

 

No clear set of internal standards 

 

0. I usually have a clear view of my values and personal expectations.  

1. I sometimes do not have a clear view of my values or personal expectations. 

2. I often do not have a clear view of my values or personal expectations. 

3. I rarely have a clear view of my values or personal expectations. 

4. I never have a clear view of my values or personal expectations. 

 

Empathy 1: 

 

Pronounced difficulty understanding impact of own behavior on others 

 

0. Others never or rarely tell me I need to think more about how my behavior affects other 

people.  

1. Others sometimes tell me I need to think more about how my behavior affects other people.  

2. Others often tell me I need to think more about how my behavior affects other people.  

3. Others usually tell me I need to think more about how my behavior affects other people.  

4. Others always tell me I need to think more about how my behavior affects other people.  

 

Empathy 2: 

 

Frequent misinterpretations of others’ motivations and behaviors 

 

0. I never or rarely have trouble understanding why someone else does something.  

1. I sometimes have trouble understanding why someone else does something.  

2. I often have trouble understanding why someone else does something.  

3. I usually have trouble understanding why someone else does something.  

4. I always have trouble understanding why someone else does something.   
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Intimacy 1:  

 

Marked impairments in developing close relationships 

 

0. I usually do not have trouble developing close relationships.  

1. I sometimes have trouble developing close relationships. 

2. I often have trouble developing close relationships. 

3. I usually have trouble developing close relationships. 

4. I always have trouble developing close relationships. 

 

Intimacy 2: 

 

Mistrust and anxiety 

 

0. I don’t usually feel nervous or uncertain of others. 

1. I sometimes feel nervous or uncertain of others. 

2. I often feel nervous or uncertain of others. 

3. I usually feel nervous or uncertain of others. 

4. I always feel nervous or uncertain of others. 
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APPENDIX H 

Personality Inventory for DSM-5  
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This is a list of things different people might say about themselves.  We are interested in how 

you would describe yourself.  There are no right or wrong answers.  So you can describe yourself 

as honestly as possible, we will keep your responses confidential.  We'd like you to take your 

time and read each statement carefully, selecting the response that best describes you. 

 

Item   

Very 

False 

or 

Often 

False 

Sometimes 

or 

Somewhat 

False 

Sometimes 

or 

Somewhat 

True 

Very 

True or 

Often 

True 

1 
I don't get as much pleasure out of things as 

others seem to. 
0 1 2 3 

2 Plenty of people are out to get me. 0 1 2 3 

3 People would describe me as reckless. 0 1 2 3 

4 I feel like I act totally on impulse. 0 1 2 3 

5 
I often have ideas that are too unusual to 

explain to anyone. 
0 1 2 3 

6 
I lose track of conversations because other 

things catch my attention. 
0 1 2 3 

7 I avoid risky situations. 0 1 2 3 

8 
When it comes to my emotions, people tell 

me I'm a "cold fish". 
0 1 2 3 

9 
I change what I do depending on what 

others want. 
0 1 2 3 

10 I prefer not to get too close to people. 0 1 2 3 

11 I often get into physical fights. 0 1 2 3 

12 I dread being without someone to love me. 0 1 2 3 

13 
Being rude and unfriendly is just a part of 

who I am. 
0 1 2 3 

14 I do things to make sure people notice me. 0 1 2 3 

15 I usually do what others think I should do. 0 1 2 3 

 

16 
I usually do things on impulse without thinking about 

what might happen as a result. 
0 1 2 3 

17 
Even though I know better, I can't stop making rash 

decisions. 
0 1 2 3 
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18 My emotions sometimes change for no good reason. 0 1 2 3 

19 I really don't care if I make other people suffer. 0 1 2 3 

20 I keep to myself. 0 1 2 3 

21 I often say things that others find odd or strange. 0 1 2 3 

22 I always do things on the spur of the moment. 0 1 2 3 

23 Nothing seems to interest me very much. 0 1 2 3 

24 Other people seem to think my behavior is weird. 0 1 2 3 

25 
People have told me that I think about things in a 

really strange way. 
0 1 2 3 

26 I almost never enjoy life. 0 1 2 3 

27 I often feel like nothing I do really matters. 0 1 2 3 

28 
I snap at people when they do little things that irritate 

me. 
0 1 2 3 

29 I can't concentrate on anything. 0 1 2 3 

30 I'm an energetic person. 0 1 2 3 

31 Others see me as irresponsible. 0 1 2 3 

32 I can be mean when I need to be. 0 1 2 3 

33 My thoughts often go off in odd or unusual directions. 0 1 2 3 

34 
I've been told that I spend too much time making sure 

things are exactly in place. 
0 1 2 3 

 

35 I avoid risky sports and activities. 0 1 2 3 

36 
I can have trouble telling the difference between 

dreams and waking life. 
0 1 2 3 
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37 
Sometimes I get this weird feeling that parts of my 

body feel like they're dead or not really me. 
0 1 2 3 

38 I am easily angered. 0 1 2 3 

39 
I have no limits when it comes to doing dangerous 

things. 
0 1 2 3 

40 
To be honest, I'm just more important than other 

people. 
0 1 2 3 

41 
I make up stories about things that happened that are 

totally untrue. 
0 1 2 3 

42 
People often talk about me doing things I don't 

remember at all. 
0 1 2 3 

43 I do things so that people just have to admire me. 0 1 2 3 

44 
It's weird, but sometimes ordinary objects seem to 

be a different shape than usual. 
0 1 2 3 

45 
I don't have very long-lasting emotional reactions to 

things. 
0 1 2 3 

46 
It is hard for me to stop an activity, even when it’s 

time to do so. 
0 1 2 3 

47 I'm not good at planning ahead. 0 1 2 3 

48 I do a lot of things that others consider risky. 0 1 2 3 

49 
People tell me that I focus too much on minor 

details. 
0 1 2 3 

50 I worry a lot about being alone. 0 1 2 3 

51 
 I've missed out on things because I was busy trying 

to get something I was doing exactly right. 
0 1 2 3 

52 My thoughts often don’t make sense to others. 0 1 2 3 

53 
I often make up things about myself to help me get 

what I want.  
0 1 2 3 

54 
It doesn't really bother me to see other people get 

hurt. 
0 1 2 3 

55 It is rarely worth it to take risks. 0 1 2 3 
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56 
People often look at me as if I'd said something 

really weird. 
0 1 2 3 

57 
People don't realize that I'm flattering them to get 

something. 
0 1 2 3 

58 I’d rather be in a bad relationship than be alone. 0 1 2 3 

59 I usually think before I act. 0 1 2 3 

60 
I often see vivid dream-like images when I’m 

falling asleep or waking up. 
0 1 2 3 

61 
I keep approaching things the same way, even when 

it isn’t working. 
0 1 2 3 

62 I'm very dissatisfied with myself. 0 1 2 3 

63 
I have much stronger emotional reactions than 

almost everyone else. 
0 1 2 3 

64 I do what other people tell me to do. 0 1 2 3 

65 I can't stand being left alone, even for a few hours. 0 1 2 3 

66 I have outstanding qualities that few others possess. 0 1 2 3 

67 The future looks really hopeless to me. 0 1 2 3 

68 I like to take risks. 0 1 2 3 

69 
I can't achieve goals because other things capture 

my attention. 
0 1 2 3 

70 
When I want to do something, I don't let the 

possibility that it might be risky stop me. 
0 1 2 3 

71 Others seem to think I'm quite odd or unusual. 0 1 2 3 

72 My thoughts are strange and unpredictable. 0 1 2 3 

73 I don't care about other people's feelings. 0 1 2 3 

74 
You need to step on some toes to get what you want 

in life. 
0 1 2 3 
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75 I love getting the attention of other people. 0 1 2 3 

76 
I go out of my way to avoid any kind of group 

activity. 
0 1 2 3 

77 I can be sneaky if it means getting what I want. 0 1 2 3 

78 
Sometimes when I look at a familiar object, it's 

somehow like I'm seeing it for the first time. 
0 1 2 3 

79 
It is hard for me to shift from one activity to 

another. 
0 1 2 3 

80 I worry a lot about terrible things that might happen. 0 1 2 3 

81 
I have trouble changing how I'm doing something 

even if what I'm doing isn't going well. 
0 1 2 3 

82 The world would be better off if I were dead. 0 1 2 3 

83 I keep my distance from people. 0 1 2 3 

84 I often can't control what I think about. 0 1 2 3 

85 I don't get emotional. 0 1 2 3 

86 
I resent being told what to do, even by people in 

charge. 
0 1 2 3 

87 
I'm so ashamed by how I've let people down in lots 

of little ways. 
0 1 2 3 

88 
I avoid anything that might be even a little bit 

dangerous. 
0 1 2 3 

89 
I have trouble pursuing specific goals even for short 

periods of time. 
0 1 2 3 

90 I prefer to keep romance out of my life. 0 1 2 3 

91 I would never harm another person. 0 1 2 3 

92 I don't show emotions strongly. 0 1 2 3 

93 I have a very short temper. 0 1 2 3 
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94 
I often worry that something bad will happen due to 

mistakes I made in the past. 
0 1 2 3 

95 
I have some unusual abilities, like sometimes 

knowing exactly what someone is thinking. 
0 1 2 3 

96 I get very nervous when I think about the future. 0 1 2 3 

97 I rarely worry about things. 0 1 2 3 

98 I enjoy being in love. 0 1 2 3 

99 
I prefer to play it safe rather than take unnecessary 

chances. 
0 1 2 3 

100 
I sometimes have heard things that others couldn’t 

hear. 
0 1 2 3 

101 I get fixated on certain things and can’t stop. 0 1 2 3 

102 People tell me it's difficult to know what I'm feeling. 0 1 2 3 

103 I am a highly emotional person. 0 1 2 3 

104 Others would take advantage of me if they could. 0 1 2 3 

105 I often feel like a failure. 0 1 2 3 

106 
If something I do isn't absolutely perfect, it's simply 

not acceptable. 
0 1 2 3 

107 
I often have unusual experiences, such as sensing 

the presence of someone who isn't actually there. 
0 1 2 3 

108 
I'm good at making people do what I want them to 

do. 
0 1 2 3 

109 I break off relationships if they start to get close. 0 1 2 3 

110 I’m always worrying about something. 0 1 2 3 

111 I worry about almost everything. 0 1 2 3 

112 I like standing out in a crowd. 0 1 2 3 
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113 I don't mind a little risk now and then. 0 1 2 3 

114 
My behavior is often bold and grabs peoples' 

attention. 
0 1 2 3 

115 I'm better than almost everyone else. 0 1 2 3 

116 
People complain about my need to have everything 

all arranged. 
0 1 2 3 

117 
I always make sure I get back at people who wrong 

me. 
0 1 2 3 

118 
I'm always on my guard for someone trying to trick 

or harm me. 
0 1 2 3 

119 
I have trouble keeping my mind focused on what 

needs to be done. 
0 1 2 3 

120 I talk about suicide a lot. 0 1 2 3 

121 
I'm just not very interested in having sexual 

relationships. 
0 1 2 3 

122 I get stuck on things a lot. 0 1 2 3 

123 I get emotional easily, often for very little reason. 0 1 2 3 

124 
Even though it drives other people crazy, I insist on 

absolute perfection in everything I do. 
0 1 2 3 

125 
I almost never feel happy about my day-to-day 

activities. 
0 1 2 3 

126 Sweet-talking others helps me get what I want. 0 1 2 3 

127 Sometimes you need to exaggerate to get ahead. 0 1 2 3 

128 I fear being alone in life more than anything else. 0 1 2 3 

129 
I get stuck on one way of doing things, even when 

it's clear it won't work. 
0 1 2 3 

130 
I'm often pretty careless with my own and others' 

things. 
0 1 2 3 

131 I am a very anxious person. 0 1 2 3 
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132 People are basically trustworthy. 0 1 2 3 

133 I am easily distracted. 0 1 2 3 

134 
It seems like I'm always getting a “raw deal” from 

others. 
0 1 2 3 

135 I don't hesitate to cheat if it gets me ahead. 0 1 2 3 

136 
I check things several times to make sure they are 

perfect. 
0 1 2 3 

137 I don’t like spending time with others. 0 1 2 3 

138 
I feel compelled to go on with things even when it 

makes little sense to do so. 
0 1 2 3 

139 
I never know where my emotions will go from 

moment to moment. 
0 1 2 3 

140 I have seen things that weren’t really there. 0 1 2 3 

141 
It is important to me that things are done in a certain 

way. 
0 1 2 3 

142 I always expect the worst to happen. 0 1 2 3 

143 I try to tell the truth even when it's hard. 0 1 2 3 

144 
I believe that some people can move things with 

their minds. 
0 1 2 3 

145 I can't focus on things for very long. 0 1 2 3 

146 I steer clear of romantic relationships. 0 1 2 3 

147 I'm not interested in making friends. 0 1 2 3 

148 I say as little as possible when dealing with people. 0 1 2 3 

149 I'm useless as a person. 0 1 2 3 

150 
I'll do just about anything to keep someone from 

abandoning me. 
0 1 2 3 
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151 
Sometimes I can influence other people just by 

sending my thoughts to them. 
0 1 2 3 

152 Life looks pretty bleak to me. 0 1 2 3 

153 
I think about things in odd ways that don't make 

sense to most people. 
0 1 2 3 

154 I don’t care if my actions hurt others. 0 1 2 3 

155 
Sometimes I feel "controlled" by thoughts that 

belong to someone else. 
0 1 2 3 

156 I really live life to the fullest. 0 1 2 3 

157 I make promises that I don't really intend to keep. 0 1 2 3 

158 Nothing seems to make me feel good. 0 1 2 3 

159 I get irritated easily by all sorts of things. 0 1 2 3 

160 
I do what I want regardless of how unsafe it might 

be. 
0 1 2 3 

161 I often forget to pay my bills. 0 1 2 3 

162 I don’t like to get too close to people. 0 1 2 3 

163 I'm good at conning people. 0 1 2 3 

164 Everything seems pointless to me. 0 1 2 3 

165 I never take risks. 0 1 2 3 

166 I get emotional over every little thing. 0 1 2 3 

167 It's no big deal if I hurt other peoples' feelings. 0 1 2 3 

168 I never show emotions to others. 0 1 2 3 

169 I often feel just miserable. 0 1 2 3 
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170 I have no worth as a person. 0 1 2 3 

171 I am usually pretty hostile. 0 1 2 3 

172 I've skipped town to avoid responsibilities. 0 1 2 3 

173 
I've been told more than once that I have a number 

of odd quirks or habits. 
0 1 2 3 

174 I like being a person who gets noticed. 0 1 2 3 

175 
I'm always fearful or on edge about bad things that 

might happen. 
0 1 2 3 

176 I never want to be alone. 0 1 2 3 

177 
I keep trying to make things perfect, even when I've 

gotten them as good as they're likely to get. 
0 1 2 3 

178 
I rarely feel that people I know are trying to take 

advantage of me. 
0 1 2 3 

179 I know I'll commit suicide sooner or later. 0 1 2 3 

180 I've achieved far more than almost anyone I know. 0 1 2 3 

181 
I can certainly turn on the charm if I need to get my 

way. 
0 1 2 3 

182 My emotions are unpredictable. 0 1 2 3 

183 I don't deal with people unless I have to. 0 1 2 3 

184 I don’t care about other peoples’ problems. 0 1 2 3 

185 
I don't react much to things that seem to make 

others emotional. 
0 1 2 3 

186 
I have several habits that others find eccentric or 

strange. 
0 1 2 3 

187 I avoid social events. 0 1 2 3 

188 I deserve special treatment. 0 1 2 3 
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189 
It makes me really angry when people insult me in 

even a minor way. 
0 1 2 3 

190 I rarely get enthusiastic about anything. 0 1 2 3 

191 
I suspect that even my so-called “friends” betray me 

a lot. 
0 1 2 3 

192 I crave attention. 0 1 2 3 

193 
Sometimes I think someone else is removing 

thoughts from my head. 
0 1 2 3 

194 
I have periods in which I feel disconnected from the 

world or from myself. 
0 1 2 3 

195 
I often see unusual connections between things that 

most people miss. 
0 1 2 3 

196 
I don't think about getting hurt when I'm doing 

things that might be dangerous. 
0 1 2 3 

197 
I simply won't put up with things being out of their 

proper places. 
0 1 2 3 

198 
I often have to deal with people who are less 

important than me. 
0 1 2 3 

199 
I sometimes hit people to remind them who's in 

charge 
0 1 2 3 

200 I get pulled off-task by even minor distractions. 0 1 2 3 

201 I enjoy making people in control look stupid. 0 1 2 3 

202 
I just skip appointments or meetings if I'm not in the 

mood. 
0 1 2 3 

203 I try to do what others want me to do. 0 1 2 3 

204 
I prefer being alone to having a close romantic 

partner. 
0 1 2 3 

205 I am very impulsive. 0 1 2 3 

206 
I often have thoughts that make sense to me but that 

other people say are strange. 
0 1 2 3 

207 I use people to get what I want. 0 1 2 3 
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208 
I don't see the point in feeling guilty about things 

I've done that have hurt other people. 
0 1 2 3 

209 
Most of the time I don't see the point in being 

friendly. 
0 1 2 3 

210 
I've had some really weird experiences that are very 

difficult to explain. 
0 1 2 3 

211 I follow through on commitments. 0 1 2 3 

212 I like to draw attention to myself. 0 1 2 3 

213 I feel guilty much of the time. 0 1 2 3 

214 
I often "zone out" and then suddenly come to and 

realize that a lot of time has passed. 
0 1 2 3 

215 Lying comes easily to me. 0 1 2 3 

216 I hate to take chances. 0 1 2 3 

217 I'm nasty and short to anybody who deserves it. 0 1 2 3 

218 
Things around me often feel unreal, or more real 

than usual. 
0 1 2 3 

219 I'll stretch the truth if it's to my advantage. 0 1 2 3 

220 It is easy for me to take advantage of others. 0 1 2 3 

221 I have a strict way of doing things. 0 1 2 3 
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APPENDIX I 

Personality Diagnostic Questionnaire for DSM-IV (PDQ-4)  
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PDQ-4+ 

 

 

Instructions: 

 

The purpose of this questionnaire is for you to describe the kind of person you are.  When 

answering the questions, think about how you have tended to feel, think, and act over the past 

several years.  To remind you of this, on the top of each page, you will find the statement: “Over 

the past several years…” 

 

T (True) means that the statement is generally true for you. 

 

F (False) means that the statement is generally false for you. 

 

Even if you are not entirely sure about the answer, indicate “T” or “F” for every question. 

 

For example, for the question: 

 

  xx. I tend to be stubborn.  T F 

 

If, in fact, you have been stubborn over the past several years, you would answer True by 

circling T. 

 

If this is not true of you, you would answer False by circling F. 

 

There are no correct answers.  You may take as much time as you wish. 

 

Over the last several years… 

 

 1. I avoid working with others who may criticize me. T F 

 2. I can’t make decisions without the advice, or reassurance, of others. T F 

 3. I often get lost in details and lose sight of the “big picture.” T F 

 4. I need to be the center of attention. T F 

 5. I have accomplished far more than others give me credit for. T F 

 6. I’ll go to extremes to prevent those who I love from ever leaving me. T F 

 7. Others have complained that I do not keep up with my work or 

 commitments. 

 

 

 

T F 

 8. I’ve been in trouble with the law several times (or would have if I was 

 caught). 

T F 
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 9. Spending time with family and friends just doesn’t interest me T F 

10. I get special messages from things happening around me. T F 

11. I know that people take advantage of me, or try to cheat me, if I let them. T F 

12. Sometimes I get upset. T F 

13. I make friends with people only when I am sure they like me. T F 

14. I am usually depressed. T F 

15. I prefer that other people assume responsibility for me. T F 

16. I waste time trying to make things perfect. T F 

17. I am “sexier” than most people. T F 

18. I often find myself thinking about how great a person I am, or will be. T F 

19. I either love someone or hate them, with nothing in between. T F 

20. I get into a lot of physical fights. T F 

21. I feel that others don’t understand or appreciate me. T F 

22. I would rather do things by myself than with other people. T F 

23. I have the ability to know that some things will happen before they 

actually  do. 

 

 

T F 

24. I often wonder whether the people I know can really be trusted. T F 

25. Occasionally I talk about people behind their backs. T F 

26. I am inhibited in my intimate relationships because I am afraid of being 

 ridiculed. 

T F 

27. I fear losing the support of others if I disagree with them. T F 

28. I suffer from low self-esteem. T F 

29. I put my work ahead of being with my family and friends or having fun. T F 

30. I show my emotions easily. T F 
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31. Only certain special people can really appreciate and understand me. T F 

32. I often wonder who I really am. T F 

33. I have difficulty paying bills because I don’t stay at any one job for very 

 long. 

T F 

34. Sex just doesn’t interest me. T F 

35. Others consider me moody and “hot tempered.” T F 

36. I often sense, or feel things, that others can’t.  T F 

37. Others will use what I tell them against me. T F 

38. There are some people I don’t like. T F 

39. I am more sensitive to criticism or rejection than most people T F 

40. I find it difficult to start something if I have to do it by myself. T F 

41. I have a higher sense of morality than other people. T F 

42. I am my own worst critic. T F 

43. I use my “looks” to get the attention that I need. T F 

44. I need very much for other people to take notice of me or compliment 

me.  

T F 

45. I have tried to hurt or kill myself. T F 

46. I do a lot of things without considering the consequences. T F 

47. There are few activities that I have any interest in. T F 

48. People often have difficulty understanding what I say. T F 

49. I object to supervisors telling me how I should do my job. T F 

50. I keep alert to figure out the real meaning of what people are saying. T F 

51. I have never told a lie. T F 

52. I am afraid to meet new people because I feel inadequate. T F 
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53. I want people to like me so much that I volunteer to do things that I’d 

 rather not do. 

T F 

54. I have accumulated lots of things I don’t need that I can’t bear to throw 

 out. 

T F 

55. Even though I talk a lot, people say that I have trouble getting to the 

point. 

T F 

56. I worry a lot. T F 

57. I expect other people to do favors for me even though I do not  usually 

do  favors for them. 

T F 

58. I am a very moody person. T F 

59. Lying comes easily to me and I often do it. T F 

60. I am not interested in having close friends. T F 

61. I am often on guard against being taken advantage of. T F 

62. I never forget, or forgive, those who do me wrong. T F 

63. I resent those who have more “luck” than I. T F 

64. A nuclear war may not be such a bad idea. T F 

65. When alone I feel helpless and unable to care for myself. T F 

66. If others can’t do things correctly, I would prefer to do them myself. T F 

67. I have a flair for the dramatic. T F 

68. Some people think that I take advantage of others. T F 

69. I feel that my life is dull and meaningless. T F 

70. I am critical of others. T F 

71. I don’t care what others have to say about me. T F 

72. I have difficulty relating to others in a one-on-one situation. T F 

73. People have often complained that I did not realize that they were upset.  T F 

74. By looking at me, people might think that I’m pretty odd, eccentric, or 

 weird. 

T F 
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75. I enjoy doing risky things. T F 

76. I have lied a lot on this questionnaire. T F 

77. I complain a lot about my hardships. T F 

78. I have difficulty controlling my anger or temper. T F 

79. Some people are jealous of me. T F 

80. I am easily influenced by others. T F 

81. I see myself as thrifty, but others see me as being cheap. T F 

82. When a close relationship ends, I need to get involved with someone else 

 immediately. 

T F 

83. I suffer from low self esteem. T F 

84. I am a pessimist. T F 

85. I waste no time in getting back at people who insult me. T F 

86. Being around other people makes me nervous. T F 

87. In new situations I fear being embarrassed. T F 

88. I am terrified of being left to take care of myself. T F 

89. People complain that I’m “stubborn as a mule.” T F 

90. I take relationships more seriously than do those who I’m involved with. T F 

91. I can be nasty with someone one minute and find myself apologizing to 

 them the next minute. 

T F 

92. Others consider me to be stuck up. T F 

93. When stressed, things happen.  Like I get paranoid or just “black out.” T F 

94. I don’t care if others get hurt so long as I get what I want. T F 

95. I keep my distance from others. T F 

96. I often wonder whether my wife (husband, girlfriend, boyfriend) has been 

 unfaithful to me. 

T F 
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97. I often feel guilty. T F 

98. I have done things on impulse (such as those below) that can get me into 

 trouble. 

T F 

   
Check all that apply to you:   

  a. Spending more money than I have. ______  

  b. Having sex with people I hardly know. ______  

  c. Drinking too much. ______  

  d. Taking drugs. ______  

  e. Eating binges. ______  

  f. Reckless driving. ______  

 

99. When I was a kid (before age 15) I was somewhat of a juvenile 

delinquent,  doing some of the things below. 

T F 

   
Check all that apply:   

   (1) I was considered a bully. ______  

   (2) I used to start fights with other kids. ______  

   (3) I used a weapon in fights that I had. ______  

   (4) I robbed or mugged other people. ______  

   (5) I was physically cruel to other people. ______  

   (6) I was physically cruel to animals. ______  

   (7) I forced someone to have sex with me. ______  

   (8) I lied a lot. ______  

   (9) I stayed out at night without my parents’ permission ______  

  (10) I stole things from others. ______  
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  (11) I set fires. ______  

  (12) I broke windows or destroyed property. ______  

  (13) I ran away from home overnight more than once. ______  

  (14) I began skipping school a lot, before age 13. ______  

  (15) I broke into someone’s house, building, or car. ______  
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APPENDIX J 

Validity Indicator 
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Validity Indicator 

 

1. I enjoy stealing from graves.  

2. I am close personal friends with the prime minister of Zanzibar.  

3. I make a point of only being friends with people born in August.  

4. I am allergic to water.  

5. When I see the color orange, I taste mustard. 

6. I wrote three best-selling novels last year. 

 

 


