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Objective: Personality pathology is difficult to measure. Current instruments have problems with validity and rely on a direct-question format that may be inappropriate for the assessment of personality. In addition, they are designed specifically to address current
DSM-IV categories and criteria, which limits their utility in making meaningful revisions of
those criteria. These problems suggest the need for consideration of alternative approaches to assessing and revising axis II. Method: This article describes the development
and validation of an assessment tool designed to allow clinicians to provide detailed, clinically rich personality descriptions in a systematic and quantifiable form (the Shedler-Westen Assessment Procedure, or SWAP-200). A total of 797 randomly selected psychiatrists
and psychologists used the SWAP-200 to describe either an actual patient or a hypothetical, prototypical patient with one of 14 personality disorders (one of the 10 DSM-IV axis II
disorders or one of four disorders included in the appendix or in DSM-III-R) or a healthy,
high-functioning patient. Results: The data yielded aggregated descriptions of actual patients in each diagnostic category (N=530) as well as aggregated descriptions of hypothetical, prototypical patients (N=267). SWAP-200 descriptions of patients with personality disorders showed high convergent and discriminant validity on a variety of criteria. The
diagnostic procedure lends itself to both categorical and dimensional personality disorder
diagnoses. Descriptions of individual patients resemble MMPI profiles, based on the degree of match between the patient’s profile and a criterion group, except that they are
based on clinician observation rather than self-report. Conclusions: The SWAP-200 represents an approach to the measurement and classification of personality disorders that
has potential for refining axis II categories and criteria empirically in ways that are both psychometrically and clinically sound.
(Am J Psychiatry 1999; 156:258–272)

S

ince its inception, the system for classifying personality disorders in axis II has undergone important
changes based on research, but it remains clinically
and empirically problematic (1). Some of the major
problems include the following:
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1. The categories and criteria are not empirically
based and often disagree with empirical findings from
cluster and factor analyses (2–6).
2. Comorbidity of axis II disorders is too high; a patient who receives one personality disorder diagnosis
often receives four to six out of a possible 10 (6–8),
suggesting a lack of discriminant validity of the constructs, assessment instruments, or both.
3. It artificially dichotomizes continuous variables
(the diagnostic criteria) into present/absent, which is
neither theoretically nor statistically sensible.
4. It lacks the capacity to weight criteria that differ in
their diagnostic importance (9).
5. It fails to consider personality strengths, which
might rule out personality disorder diagnoses for
some patients. For example, differentiating between a
patient with narcissistic personality disorder and a
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much healthier patient with prominent narcissistic dynamics may not be a matter of counting symptoms
but of noting the extent to which the patient has positive qualities that contraindicate a narcissistic diagnosis, such as the capacity to love, experience genuine
empathy, elicit affection from others, and sustain
meaningful friendships.
6. It fails to address the range of personality pathology found in patients who seek treatment but do not
fall within the 10 personality disorder categories now
included in axis II (10, 11). Patients often seek treatment because of recurring dysfunctional relationships,
pervasive inhibitions, enduring problems of self-esteem
regulation, and so forth, but many such problems
cannot now be diagnosed on either axis I or axis II. In
a recent study (11) Westen and Arkowitz-Westen collected data from a random national sample of experienced psychiatrists and psychologists on 714 nonpsychotic patients who they currently treat for personality
pathology, defined as enduring, maladaptive patterns
of emotion, thought, motivation, or behavior that lead
to distress or dysfunction. Only 39.4% of these patients were diagnosable on axis II, and this percentage
remained relatively stable regardless of the clinician’s
theoretical orientation or the patient’s axis I diagnosis.
7. Axis II commits arbitrarily to a categorical approach to personality and personality diagnosis. It may
be more useful to conceptualize borderline pathology,
for example, on a continuum ranging from none
through moderate to severe, rather than classifying
borderline personality disorder as present or absent.
Alternatively, categorical and dimensional approaches
may be complementary, or each may be appropriate
under certain circumstances (12).
8. The categories and criteria are not as clinically
useful as they might be. For example, knowing
whether a person has avoidant personality disorder or
dependent personality disorder tells us little about
which treatments to use, which personality processes
to target for treatment, and so on.
9. The instruments that assess personality disorders
do not meet criteria for validity that are normally expected in personality research (13), and they show
poor test-retest reliability at intervals greater than 6
weeks (14, 15). The lack of test-retest reliability is
troubling given that personality disorders are, by definition, enduring and stable over time.
PROBLEMS WITH CURRENT ASSESSMENT
INSTRUMENTS

As many, including members of the DSM-IV task
force, have argued, these and other problems suggest
that axis II requires considerable revision, and the
work groups charged with this task have taken considerable steps over the last two decades to do so. However, the task of refining axis II constructs, categories,
and diagnostic criteria has been made more difficult by
problems with the instruments designed to assess
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them. Validity coefficients tend to be very weak by psychometric standards (13). For example, Skodol et al.
(16) found only marginal associations among diagnoses made by two of the major axis II instruments
and the LEAD (longitudinal expert evaluation using all
available data) standard (17). Perry (13) found that the
average kappa coefficient (an index of agreement [18])
between any two instruments was only 0.25, a value
that would be unacceptable in any other area of psychological research. Validity data are particularly
weak for self-report measures (19).
The relatively weak validity of instruments to assess
personality disorders no doubt has multiple causes.
One possibility is that the measures do not work well
because DSM-IV itself does not categorize disorders
optimally. No instrument can effectively measure categories that do not exist in nature. Another, and we believe equally important, explanation is that the instruments have inadvertently diverged too far from clinical
diagnostic practice. All existing instruments—whether
self-report questionnaires or structured interviews—
rely heavily on direct questions derived from axis II criteria, a method modeled after axis I instruments. This
method may not, however, be appropriate for making
axis II diagnoses. Asking a patient who presents with
depression, “Has your weight changed?” or “Do you
have thoughts of killing yourself?” is common and essential in clinical practice. It is a different matter to ask
patients with personality disorders to report on their
personalities, especially when lack of insight and selfunderstanding is characteristic of many personality
disorders. For example, one widely used instrument
(20) asks, “Have you ever been told that you seemed
like a shallow or superficial kind of person?” to assess
histrionic personality disorder; another (21) asks, “Do
you feel that your situation is so special that you require preferential treatment?” to assess narcissistic
personality disorder.
In fact, practicing clinicians do not find such questions useful in diagnosing personality pathology. Westen (10) surveyed a national probability sample of
over 1,800 experienced psychiatrists and psychologists and asked them to rate the extent to which they
rely on various methods to diagnose personality disorders. Among the methods rated were 1) asking patients direct questions derived from axis II criteria (as
current research instruments do), 2) listening to patients’ narratives about their lives and relationships
and drawing inferences about repeating patterns,
and 3) observing patients’ behavior toward them in
the consulting room. The clinicians rated each
method on a 7-point scale (1=“I rely on it very
much,” 7=“I rely on it very little”). The results made
clear that clinicians rely primarily on inferences they
draw from patients’ narrative descriptions of their
lives and relationships (mean=1.4) and from patients’
behavior toward the interviewer in the consulting
room (mean=1.5). Clinicians find direct questions derived from axis II criteria of limited value in making
axis II diagnoses (mean=5.0), although they do rely
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on such questions to make axis I diagnoses. Thus, axis
I instruments mirror clinical procedure, but axis II instruments do not. This pattern of findings emerged regardless of clinicians’ theoretical orientation.
Does this divergence from clinical practice matter?
We believe it does. Given that the most obvious way to
assess a disorder is to ask the person if he or she has the
symptoms, it is striking that clinicians of all theoretical
orientations avoid this method. The reason is straightforward: Although some symptoms of personality disorders (e.g., self-cutting in a borderline patient) can
and should be inquired about directly, others are best
assessed through a functional analysis of personality
(11, 22). Such a functional approach is familiar, for example, in the context of a mental status examination.
We do not assess intelligence by asking people, “If you
were to be asked the meanings of some words, how
well would you do?” Rather, we ask them the meanings of words. The same is true of assessing thought
disorder in patients who lack insight. We do not ask,
“How would you do on a test of proverbs?” Rather,
we ask them the meaning of some proverbs and make
judgments about their ability to go to the appropriate
level of abstraction. Clinicians report doing the same
in assessing personality: If they want to know if a patient lacks empathy, they do not ask the person if he or
she lacks empathy. Rather, they listen to the way the
person describes interactions with significant others,
they observe how he or she responds in the room with
the interviewer, and they draw their own conclusions.
Personality disorder instruments were once more
clinically grounded. The Diagnostic Interview for Borderline Patients (23) was a 90-minute interview that involved considerable clinical probing. However, the
problem of comorbidity of axis II disorders led researchers to search for ways to assess all personality
disorders at one time; otherwise, a study of borderline
personality disorder might include, for example, a substantial number of schizotypal patients in the borderline sample. An unintended byproduct of this effort toward comprehensive assessment was that the method
shifted from a clinically sound one, encompassing a
mixture of some direct questions and many indirect
probes about relationships, stressful encounters, and
so on, to what has evolved toward an interviewer-administered self-report questionnaire. This is particularly true of the latest instruments, such as the Structured Clinical Interview for DSM-III-R Personality
Disorders (21), which attempts to assess all personality
disorders in 30 minutes after the patient has first completed a questionnaire. (That constitutes less than 30
seconds to assess each of the more than 70 diagnostic
criteria in axis II.)
Beyond the divergence from clinical methods, several
lines of evidence suggest a priori that assessing personality processes with direct questions is not an optimal
strategy, particularly in patients with personality disorders for whom lack of self-knowledge and perspectivetaking ability is diagnostic (24). Recent research documents a crucial distinction between explicit (con260

sciously accessible) and implicit (consciously inaccessible) processes in the realms of memory, cognition, and
affect. For example, memory researchers distinguish
between explicit memory, which refers to conscious
memory for facts and events, and implicit memory,
which is not consciously accessible but is expressed
through behavior (through associations or demonstration of skills, such as playing a complex piece on the
piano) (25). A considerable array of psychological and
neurophysiological studies suggests that the same distinction holds for affective and motivational processes
(26). In short, what we can observe and infer about
personality may be very different from what a patient
can describe to us.
Further, many studies document the distorting effects of psychological defenses on self-report data, especially when people are asked questions that have implications for self-esteem. For example, findings have
been reported in several independent literatures that
measures related to psychological defensiveness (e.g.,
repressive coping style, attachment style) predict discrepancies between self-reported anxiety and objective
physiological measures of anxiety (27–29). Shedler
and colleagues (28) found that subjects who report
psychological health, but whose descriptions of childhood memories reveal conflict and unconscious distress, show a pattern of physiological reactivity predictive of heart disease.
THE PRESENT STUDY

The problems in conceptualizing and measuring personality disorders are formidable. Studies of personality disorders over the past 15 years have made considerable strides in increasing our understanding of the
course and etiology of some personality disorders, particularly borderline and antisocial personality disorder
(1). The problems described earlier in this article, however, suggest that we should continue to search for alternative methods of assessment. Further, as Livesley
(1) has argued, one of the greatest impediments to increasing knowledge about personality disorders is that
current research efforts largely assume the validity of
the current nosology, rather than systematically testing
alternatives.
This article is the first of a two-part study designed
to test the adequacy of a more clinically near method
of assessing personality disorders. The method may be
useful not only for assessment and diagnosis but for revision of axis II categories and criteria. The study relies
on the Shedler-Westen Assessment Procedure-200
(SWAP-200), which is an implementation of the “QSort” method of personality assessment (described
later). The SWAP-200 includes not only items (diagnostic criteria) that reflect the diagnostic criteria in
axis II but also a substantial number of descriptors of
personality derived from the literature on personality
and personality disorders, from the clinical observation of hundreds of clinicians, and from pilot studies
Am J Psychiatry 156:2, February 1999
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designed to maximize its comprehensiveness. We report on a sample of 797 patients with personality disorders who were described by a random national sample of experienced psychiatrists and psychologists
through use of the SWAP-200 assessment procedure.
This first article describes the development of the
method, the reasons we believe it might prove useful,
and initial evidence for its validity. Part II represents a
step toward refining axis II categories and criteria empirically. It describes an alternative, empirically derived
taxonomy of personality disorders based on cluster
analysis, a set of statistical procedures that can identify
naturally occurring clusters or groups of patients on
the basis of their similarity.
DEVELOPMENT OF THE SWAP-200

The Q-sort method is one of the most empirically
successfully methods employed by personality researchers in the study of normal personality (30–35).
Researchers using the Q-sort method in longitudinal
studies have been able, for example, to predict patterns
of personality and drug use in late adolescence prospectively from data collected in preschool (35). Despite the demonstrated value of the Q-sort method, it
has rarely been extended to the study of personality
disorders. Because the results of this study hinge on the
Q-sort method and on the SWAP-200 more specifically, we will describe both in some detail.
What Is a Q-Sort?

A Q-sort, in the context of personality disorders, is a
set of statements that describe different aspects of personality and psychological functioning. Each statement
may describe a given patient well, somewhat, or not at
all. The statements are printed on separate index cards.
A clinician or interviewer with a thorough knowledge
of the patient arranges (sorts) the cards into categories,
on the basis of the degree to which the statements describe the patient, from those that are inapplicable or
not descriptive to those that are highly descriptive.
Thus, a Q-sort relies on the judgments of a clinician-observer, not on the self-reports of the patient.
The SWAP-200 is an assessment instrument that uses
the Q-sort method. The SWAP-200 contains 200 personality-descriptive statements, which clinicians must
sort into eight categories. The first category, which is
assigned a value of 0 for data analytic purposes, contains statements that the clinician judges irrelevant or
inapplicable to the patient. The last category, which is
assigned a value of 7, contains statements that are
highly descriptive of the patient. Intermediate categories contain statements that apply to varying degrees.
Thus, the SWAP-200 provides a numerical score ranging from 0 to 7 for each of 200 personality-descriptive
statements or items. The statements provide a standard
vocabulary with which clinicians can express their observations and inferences.
Am J Psychiatry 156:2, February 1999

Use of this standard vocabulary allows clinicians to
provide psychological descriptions of patients in a
form that can be quantified, compared with descriptions provided by other clinicians, and analyzed statistically. SWAP-200 statements are written in a manner
close to the data (e.g., “Tends to be passive and unassertive” or “Living arrangements are chaotic and unstable”), and statements that require inference about
internal processes are written in clear and unambiguous language (e.g., “Is unable to describe important
others in a way that conveys a sense of who they are as
people; descriptions lack fullness and color” or “Tends
to blame others for own failures or shortcomings;
tends to believe his/her problems are caused by external factors”). Writing items in this way minimizes idiosyncratic and unreliable interpretive leaps. This is similar to the efforts of the axis II work groups, who have
been progressively refining diagnostic criteria so that
they are closer to the data. The items in the SWAP-200
differ from axis II criteria, however, in two major respects. First, we have attempted to operationalize subtle psychological constructs, such as defensive processes, that the framers of axis II excluded because of
their concern that such processes could not be measured reliably. Second, we have expanded the range of
items considerably, to capture aspects of functioning of
potential clinical importance that axis II does not address (such as motives, conflicts among motives, affect
regulation strategies, aspects of personality pathology
not severe enough to warrant current axis II diagnoses,
and areas of healthy or adaptive functioning) (see also
references 3 and 36).
The Q-sort method requires that clinicians assign a
specified number of statements to each category. In the
SWAP-200, for example, clinicians must place exactly
eight items in category 7 (the most descriptive items),
exactly 10 items in category 6 (next most descriptive),
and so on. In other words, the clinician does not have
discretion about how many items to put in each category. In psychometric terms, the clinician must arrange
the SWAP-200 items into a fixed distribution. Use of a
fixed distribution has important psychometric advantages over standard rating procedures. Although this
requirement increases the time required of the clinician
(since he or she must count the statements in each category and rearrange them to obtain the correct numbers), the psychometric advantages far outweigh the
inconvenience. Completing a SWAP-200 description of
a patient takes approximately 45 minutes.
Advantages of a Fixed Distribution

A detailed discussion of the psychometric advantages of a fixed distribution is beyond the scope of this
paper (see reference 31 for a detailed discussion), but
one important advantage is that it minimizes measurement error. Consider the situation with rating scales,
where raters can use any value as often as they wish.
Invariably, certain raters will tend toward extreme values (e.g., values of 1 and 7 on a 1–7 rating scale), and
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certain raters will tend toward middle values. Thus,
some differences in ratings are due to the style or “calibration” of the rater, not to real differences between
the patients being rated. The Q-sort method, with its
fixed distribution, eliminates this kind of measurement
error, since all clinicians must use each value the same
number of times. If the use of a standard item set provides clinicians with a common vocabulary, the use of
fixed distribution can be said to give them a shared
grammar (31). Thus, when any clinician places an item
in category 7, the meaning is exactly the same: This is
one of the eight items out of the 200 in the item set that
is most defining of this patient’s personality (because
category 7 includes only eight items).
We went to considerable trouble to ensure that the
fixed distribution we imposed on clinicians was appropriate for describing a wide range of patients and
was not just an arbitrary constraint. We 1) included a
broad range of items in the SWAP-200, including items
that assess psychological strengths, to ensure there
would always be enough items that truly belong in the
higher (most descriptive) categories, regardless of the
patient’s degree of disturbance; 2) investigated how
clinicians used the SWAP-200 items when we did not
impose a fixed distribution, to determine the distribution clinicians used naturally; and 3) adjusted the distribution repeatedly, on the basis of experience from
videotaped interviews of a wide range of patients
(from relatively healthy to relatively disturbed), so
that it would be appropriate across the spectrum of
personality pathology.
The fixed distribution of SWAP-200 items resembles
the right half of a normal distribution (i.e., bell-shaped
curve): Many items receive values of 0, 1, and 2 (i.e.,
not descriptive), but only a few receive values of 7 (i.e.,
highly descriptive). We chose this distribution because
1) we are measuring primarily abnormal traits, which
by definition are not present in most people most of
the time; 2) this is the distribution that, in fact, emerges
with most measures of psychopathology, such as the
Beck Depression Inventory (on which most people
have scores of 0 and progressively fewer have higher
scores); and 3) this distribution closely matched the average distribution that clinicians used naturally, when
we did not impose a fixed distribution.
Development of the SWAP-200 Item Set

The value of a Q-sort depends entirely on the clarity,
comprehensiveness, and relevance of the statements it
contains. An initial draft of the item set was written by
the second author and the item set was revised, refined,
and expanded by both authors over a period of 7 years
(37). The final item set incorporates constructs from a
mixture of sources: DSM-III-R and DSM-IV axis II criteria; selected axis I items that could reflect personality
pathology (e.g., depression and anxiety); clinical literature on personality disorders written over the past 50
years (e.g., references 38–40); research on coping and
defense mechanisms (28, 41–43); research on interper262

sonal pathology in patients with personality disorders
(44, 45); research on normal personality traits and psychological health (31, 46, 47); research on the psychological characteristics of personality disorders conducted since the development of axis II (see reference
1); extensive pilot interviews in which observers
watched videotaped interviews of patients with personality disorders and tried to describe them by using
the Q-sort procedure; and the clinical experience of the
authors.
Most important, the SWAP-200 items reflect the
feedback of several hundred clinicians who used the instrument to describe their patients. Each time a clinician used the instrument, we asked one critical question: “Were you able to describe the things you
consider most psychologically important about this
patient?” We added, edited, rewrote, and revised the
items until nearly all of the clinicians could answer
“yes” nearly all of the time. We also revised, combined, or deleted items that were redundant or not diagnostic, on the basis of the results of item analysis.
What Can Be Done With Q-Sort Data?

Creating composite descriptions. The Q-sort method
allows researchers to combine descriptions of different
patients, to obtain a composite personality description
of a particular type of patient. This is accomplished by
averaging the values assigned to each SWAP-200 item
across a number of patients. For example, if a number
of experienced clinicians provide SWAP-200 descriptions of a hypothetical, prototypical patient with histrionic personality disorder, we can average the values
they assign to the SWAP-200 items to obtain a composite description of the prototypical histrionic patient.
A fortunate statistical consequence of averaging is
that only items ranked highly (given high scores) by
all clinicians will have high ranking in the composite
description. If clinical consensus about the importance of an item is lacking, the item will not achieve a
high ranking in the composite description. Thus, by
listing the SWAP-200 items with the highest values in
the composite description of the hypothetical, prototypical histrionic patient, we obtain a listing of the
psychological features that virtually all clinicians consider important to the diagnosis. The composite description can be said to reflect the core consensual understanding of the clinicians.
Similarly, if we create a composite description of a
group of actual histrionic patients, only SWAP-200
items ranked highly for all patients will have a high
ranking in the composite description. Thus, an examination of the highest-ranking items from the composite
description will reveal the important psychological features that actual histrionic patients have in common.
This represents a purely empirical procedure for determining the defining characteristics of histrionic patients.
Terminology. When we create a composite personality description of hypothetical, prototypical patients
with a given personality disorder (i.e., hypothetical paAm J Psychiatry 156:2, February 1999
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tients who illustrate the diagnostic category in its purest form), we will refer to that composite as a diagnostic prototype. We will create a diagnostic prototype for
each personality disorder and refer, for example, to the
borderline diagnostic prototype or the histrionic diagnostic prototype. The diagnostic prototype is a richly
detailed description of the personality disorder that reflects the clinical and theoretical understanding of
many practicing clinicians.
When we create a composite personality description
of actual patients in a given diagnostic category, we
will refer to that composite as a composite description.
We will create a composite description for each personality disorder and refer, for example, to the borderline composite description or the histrionic composite
description. The composite description is a richly detailed description of actual patients with the personality disorder. It is important to keep these terms in mind
while reading the remainder of this article because we
will use them extensively in the sections that follow.
How similar are the patients who make up a composite? The degree of similarity or overlap in the
SWAP-200 descriptions of any two patients is measured by the familiar correlation coefficient. (A SWAP200 description of a patient is one column by 200 rows
of data, where row 1 contains the value given to
SWAP-200 item 1, row 2 contains the value given to
SWAP-200 item 2, and so on; with descriptions of two
patients, the two columns of data can be correlated.)
The degree of similarity among three or more patients
is measured by coefficient alpha (48), which reflects
the correlations among all possible pairs of SWAP200 descriptions. Thus, coefficient alpha is an index of
the similarity (internal consistency) of the individual
SWAP-200 descriptions that make up a diagnostic prototype (average description across hypothetical, prototypical patients) or a composite description (average
description across actual patients). When alpha is high,
the personality descriptions are very similar; when alpha is low, the personality descriptions have little in
common.
Thus, it becomes possible to ask, for example, to
what extent clinicians who describe hypothetical, prototypical patients with borderline personality disorder
agree about the features that constitute the diagnosis.
This is an important question, given the debate about
whether borderline personality disorder is a distinct
and meaningful diagnosis at all. If coefficient alpha for
the diagnostic prototype is low, this would indicate
that different clinicians use the diagnostic term differently, with poor agreement about what constitutes borderline personality disorder. If coefficient alpha is high,
this would indicate that there is good agreement
among clinicians about the defining features of borderline personality disorder.
With composite descriptions of actual patients, coefficient alpha measures the degree of similarity among
the patients. For example, a high alpha coefficient for
a composite description of actual patients diagnosed
with borderline personality disorder would indicate
Am J Psychiatry 156:2, February 1999

that the patients have important features in common
and therefore represent a coherent diagnostic group.
Conversely, a low alpha coefficient would suggest that
the patients do not share important psychological
characteristics and that borderline personality disorder
is a “catch-all” diagnostic category, as some have
claimed, made up of patients with little in common.
Thus, the Q-sort method may help address some of the
debates in the literature about whether certain diagnoses do or do not reflect “real” syndromes. (Coefficient alpha is most often used as a measure of internal
consistency of the items making up a test, such as an
IQ test. The measure indicates the extent to which differences in test scores reflect true differences versus
measurement error; thus, if alpha=0.95, 95% of the
variation in IQ scores is due to true differences in intelligence, and 5% is due to measurement error. The same
psychometric principles apply when alpha is used to
assess consistency across multiple observers. In this
context, it provides a measure of the extent to which
differences between patients’ SWAP-200 descriptions
reflect true differences in their personalities, rather
than measurement error attributed to idiosyncrasies of
the rater.)
An Alternative Approach to Diagnostic Assessment

When we ask clinicians to describe hypothetical,
prototypical patients who illustrate a given diagnostic category in its purest form and average those descriptions together, the resulting diagnostic prototype reflects the core consensual understanding of the
clinicians concerning the diagnostic category. This diagnostic prototype can then serve as a template for the
personality disorder, and we can compare individual
patients to this template to see how well they match.
The degree of similarity or match is measured by the
familiar correlation coefficient. We will refer to a correlation between an individual patient’s SWAP-200 description and a diagnostic prototype as a personality
disorder score. Thus, we can compute 15 personality
disorder scores, one for each diagnostic prototype (10
disorders currently in axis II, four disorders in the appendix or in the previous version of DSM, plus a prototype for healthy, high-functioning patients). The personality disorder scores tell us how closely a patient
matches the diagnostic prototype for each personality
disorder. This assessment method has been used effectively in personality research (33) but has rarely been
applied to personality disorders.
This strategy represents an approach to psychiatric
diagnosis that is fundamentally different from the current approach. Instead of asking clinicians or research
assistants to make final personality disorder diagnoses,
which are often unreliable, the SWAP procedure quantifies the clinician’s behavioral observations and clinical inferences, and the personality disorder score assesses the match between the clinician’s observations
and any diagnostic prototype. Thus, diagnosis can be
reported dimensionally, since the match between a pa263
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tient’s profile and a given diagnostic prototype may
range from none through moderate to high.
Recent evidence suggests that clinicians can, in fact,
make behavioral observations and clinical inferences
reliably using the SWAP-200. To assess interrater reliability of clinicians’ behavioral observations and inferences, we conducted a pilot reliability study in which
clinicians conducted or observed a videotaped personality diagnostic interview resembling an initial threesession intake process. In this study (37), interrater reliability was r=0.75; in our most recent series of pilot
subjects, reliability increased to r=0.81. (When Q-sort
assessments are made by interview, the average of two
independent judges’ assessments is used to achieve acceptable levels of interrater reliability because the interview requires substantial inference and does not
provide the kind of yes/no answers frequently offered
by patients in current axis II interviews.)
In addition to gauging the match between a patient
and a diagnostic prototype or template, the SWAP-200
also can provide a narrative description of a patient’s
most salient diagnostic features. We can rank order the
SWAP-200 items for a given patient, from those assigned the highest values to those assigned the lowest,
and read off the items with the highest values to obtain
the narrative description. This can be useful for writing a case formulation of the patient, because it allows
the clinician to anchor clinical, narrative descriptions
with reliable SWAP-200 items that have clear, consensually understood meanings. We will provide an example of this approach in part II. Because of its ability
to provide both quantitative and narrative data, the
Q-sort method has potential for helping bridge the
gap that too often exists between research and clinical
perspectives.
Identifying Natural Groupings of Patients

The most important task in developing a meaningful
classification system for personality disorders (or any
classification system) is identifying naturally occurring
groupings, i.e., patients who share important psychological features. One set of statistical procedures designed to accomplish this is known as “Q-analysis.”
Q-analysis originally found application among biologists conducting taxonomic research, to help classify
species. It has also been applied successfully to the
study of normal human personality (30–35) but not
yet to the study of personality disorders. Q-analysis
groups patients into clusters of patients who are similar to each other and dissimilar to patients in other
clusters. Thus, the method holds promise for identifying and refining diagnostic categories on the basis of
hard empirical findings rather than relying primarily
on intuitive judgments and committee decisions. Part II
of this two-part series uses the SWAP-200 data for this
purpose.
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METHOD
Subjects
Subjects were experienced psychologists and psychiatrists obtained from a random national sample. To obtain the sample of clinicians, we contacted 3,000 psychiatrists from the register of the
American Psychiatric Association who indicated an interest in personality disorders and 4,000 psychologists from the American Psychological Association, selected from the three primary divisions
that draw clinicians (the divisions of clinical psychology, psychotherapy, and psychoanalysis). For both psychiatrists and psychologists,
the selection procedure included a computer search to exclude clinicians with less than 3 years’ practice after training/licensure. The clinicians were asked if they might be willing to participate in a project
that would require approximately an hour of their time.
Over 2,400 clinicians responded, for a return rate of approximately 33%. Roughly one-third of the respondents were psychiatrists and two-thirds were psychologists. The clinicians tended to
have multiple institutional affiliations: 31% worked in hospitals at
least part-time, 20% worked in clinics, 82% had private practices,
and 11% worked in forensic settings. Of the 2,400 who expressed
an interest, approximately 800 returned the materials; 797 provided
relatively complete data. This percent response rate does not appear
to reflect any form of selection bias due to experience, theoretical
orientation, and so on, but appears to reflect the fact that the clinicians were not paid; in a similar, funded study in which we could pay
participating clinicians an honorarium, we obtained a response rate
greater than 70%.

Procedure
We focused in this study on current and recent DSM axis II diagnoses. We included not only the 10 personality disorder diagnoses
included in DSM-IV but also diagnoses that were included in DSMIII-R and subsequently dropped, as well as diagnoses included in the
appendices to DSM-III-R and DSM-IV (depressive, passive-aggressive, self-defeating, and sadistic personality disorders). Because these
diagnoses have been the topic of debate, our intent was to cover the
broadest sweep of patients with personality disorders. As an initial
research step, we surveyed all participating clinicians to determine
which diagnostic categories of patients they were currently treating
(by providing a list of all personality disorders and asking clinicians
to indicate the diagnoses of patients they currently had in treatment).
On the basis of their responses, we asked two-thirds of the clinicians
to use the SWAP-200 to describe a current, actual patient from a specific diagnostic category. We asked the other one-third to use the
SWAP-200 to describe a hypothetical, prototypical patient from a
specific diagnostic category, following the instructions below (with
antisocial personality disorder used here as an example):
We are asking you to use the SWAP-200 to describe a hypothetical patient with an antisocial personality disorder. We do not
want you to describe a real patient. Rather, we are interested in
learning what the term “antisocial personality disorder” connotes
for you. We would like you to describe a prototypical antisocial
patient, a hypothetical person who illustrates antisocial personality disorder in its purest form.
In addition to asking for descriptions of patients with personality
disorders, we asked for descriptions of healthy, high-functioning patients (both hypothetical, prototypical patients and actual patients)
without personality disorders. Each clinician was asked for a description of only one type of patient.
We solicited twice as many SWAP-200 descriptions of actual patients as of hypothetical, prototypical patients because we were more
interested in data on actual patients and because prior research
found high agreement among clinicians in their descriptions of prototypical patients (37). Because of the high agreement concerning
prototypical patients, we could obtain statistically reliable and stable
descriptions of personality disorders by compositing the descriptions
of as few as 15 hypothetical, prototypical personality disorder pa-
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TABLE 1. Composite Description of Patients With Narcissistic
Personality Disorder (N=40)
Itema
Appears to feel privileged and entitled; expects preferential treatment.
Has an exaggerated sense of self-importance.
Tends to be controlling.
Tends to be critical of others.
Tends to get into power struggles.
Tends to feel misunderstood, mistreated, or victimized.
Tends to be competitive with others (whether consciously or unconsciously).
Is articulate; can express self well in words.
Tends to react to criticism with feelings of rage or humiliation.
Tends to be angry or hostile (whether consciously or
unconsciously).
Has little empathy; seems unable to understand or respond to others’ needs and feelings unless they coincide with his/her own.
Tends to blame others for own failures or shortcomings; tends to believe his/her problems are caused by
external factors.
Seeks to be the center of attention.
Tends to be arrogant, haughty, or dismissive.
Seems to treat others primarily as an audience to witness own importance, brilliance, beauty, etc.

Mean
Scoreb
4.95
4.68
4.53
4.40
4.28
4.28
4.25
4.25
4.22
4.15
4.10
4.00
3.63
3.63
3.50

a Items listed in
b Higher scores

descending order of diagnostic import.
indicate the item is more descriptive of the disorder
than other items in the SWAP-200 item set.

TABLE 2. Composite Description of Patients With Borderline
Personality Disorder (N=43)
Itema
Emotions tend to spiral out of control, leading to extremes of anxiety, sadness, rage, excitement, etc.
Tends to feel unhappy, depressed, or despondent.
Tends to feel he/she is inadequate, inferior, or a failure.
Tends to fear he/she will be rejected or abandoned by
those who are emotionally significant.
Is unable to soothe or comfort self when distressed; requires involvement of another person to help regulate
affect.
Tends to feel helpless, powerless, or at the mercy of
forces outside his/her control.
Tends to be angry or hostile (whether consciously or
unconsciously).
Tends to be anxious.
Tends to react to criticism with feelings of rage or humiliation.
Tends to be overly needy or dependent; requires excessive reassurance or approval.
Tends to feel misunderstood, mistreated, or victimized.
Tends to become irrational when strong emotions are
stirred up; may show a noticeable decline from customary level of functioning.
Tends to get into power struggles.
Tends to “catastrophize”; is prone to see problems as
disastrous, unsolvable, etc.
Emotions tend to change rapidly and unpredictably.

Mean
Scoreb
5.05
4.88
4.42
4.40
4.28
4.19
4.05
4.05
3.95
3.93
3.79
3.74
3.56
3.51
3.51

a Items presented in descending order of diagnostic import.
b Higher scores indicate the item is more descriptive of the disorder

than other items in the SWAP-200 item set.
tients (with alpha coefficients in the 0.90s, indicating high internal
consistency or reliability). To ensure an adequate number of patients
in diagnostic categories that were underrepresented because of low
frequency, we contacted an additional 200 clinicians by using the
same procedure to target categories in which we had obtained too
few patients.
The procedure yielded data on 530 actual and 267 prototypical
patients. In addition to data from the SWAP-200, we asked clinicians
to complete a form that asked them for demographic information
about themselves and the patient, developmental and genetic history
data as best they could provide it, Global Assessment of Functioning
Scale rating, and up to three axis I diagnoses for the patient. In addition, we provided the clinicians with a list of all personality disorders
and had them rate the extent to which the patient met criteria for
each disorder, on a 1–7 rating scale (1=not at all, 4=has some features, 7=fully meets criteria).

Statistical Analyses
The aim of this investigation was to assess the validity of the
SWAP-200 as a method for assessing personality disorders. We did
so in three ways. First, we examined whether actual patients with a
personality disorder diagnosis resembled the diagnostic prototype
for that personality disorder. The diagnostic prototype is essentially
a prediction made by other clinicians about what characteristics
should be observed in patients with a given personality disorder. A
high correlation between the composite description of actual patients with a personality disorder and the diagnostic prototype for
that personality disorder shows convergent validity; lower correlations between the composite description and diagnostic prototypes
for unrelated personality disorders show discriminant validity.
The second way of assessing validity looked at the relations between personality disorder scores and clinicians’ 7-point ratings of
the extent to which patients met diagnostic criteria for each personality disorder, independent of the clinician’s categorical diagnosis of
the patient. Recall that a personality disorder score is a correlation
between a patient’s SWAP-200 description and a diagnostic prototype, indicating the degree of match. Thus, a patient might receive a
score of 0.54 for borderline personality disorder, –0.23 for schizoid
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personality disorder, 0.09 for paranoid personality disorder, and so
on, on the basis of the match between the patient’s SWAP-200 description and the diagnostic prototypes provided by independent clinicians. If the SWAP-200 is a valid assessment tool, personality disorder scores and clinicians’ ratings for the same personality disorder
should correlate highly (convergent validity), and personality disorder scores and clinicians’ ratings for different diagnoses should not
correlate highly (discriminant validity).
A third way of examining validity sets aside diagnosis and focuses
instead on the ability of the SWAP-200 to predict patients’ general
level of functioning, as measured by the Global Assessment of Functioning Scale. Thus, we computed a personality disorder score to
gauge the match between each patient’s SWAP-200 description and
the diagnostic prototype for healthy, high-functioning patients (the
terminology is somewhat awkward here, since “healthy, high-functioning” is not a diagnosis). We then examined the correlation between the healthy, high-functioning personality disorder score and
Global Assessment of Functioning Scale. A high correlation would
provide additional evidence for the validity of the SWAP-200 as an
assessment tool, independent of clinician diagnosis.

RESULTS

Characteristics of Participating Clinicians

A total of 797 clinicians (63.6% men and 36.4%
women) participated; 32.2% were psychiatrists and
67.8% were psychologists. The clinicians were, on average, highly experienced: The average number of
years since residency/licensure was 18.14 (SD=9.80).
Nearly half (48.6%) reported a primary psychodynamic orientation, 29.4% eclectic, 14.4% cognitive
behavior, 4.8% biological, and 2.0% systemic. The
265
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TABLE 3. Correlations (r) Between Composite Descriptions of Actual Patients With Personality Disorders (N=446-472) and DiagCluster A
Composite Descriptions

Paranoid

Schizoid

Cluster B
Schizotypal

Antisocial

Borderline

Histrionic

Narcissistic

0.40
0.71
0.86
0.04
0.07
–0.12
–0.06
0.35
0.13
0.03
0.18
0.11
–0.08
0.14
–0.24

0.25
–0.19
–0.01
0.93
0.10
0.12
0.47
–0.30
–0.23
–0.25
0.30
–0.22
0.73
–0.33
–0.27

0.35
0.06
0.26
0.30
0.79
0.58
0.32
0.14
0.38
–0.02
0.38
0.46
0.35
0.29
–0.11

0.05
–0.20
0.01
0.25
0.41
0.68
0.36
–0.12
0.15
–0.26
0.17
0.13
0.25
0.17
–0.18

0.40
–0.11
0.01
0.61
0.14
0.33
0.79
–0.17
–0.06
–0.05
0.31
–0.03
0.72
–0.14
–0.12

0.87
0.41
0.92
0.32
0.47
0.77
0.51
–0.04
0.27
0.06
0.20
–0.15
0.55
0.01
0.13
0.63
0.10
0.33
0.22
0.31
0.52
0.34
0.18
0.30
0.63
–0.09
0.10
0.39
–0.06
0.01
a Numbers in bold italic indicate convergent validity coefficients.

Paranoid
Schizoid
Schizotypal
Antisocial
Borderline
Histrionic
Narcissistic
Avoidant
Dependent
Obsessive
Passive-aggressive
Self-defeating
Sadistic
Depressive
High-functioning

relatively high percentage of psychodynamic clinicians in the group reflects the fact that 1) most psychiatrists who expressed an interest in personality disorders (a selection criterion) tended to lean toward
psychodynamic approaches, and 2) we sampled from
three divisions of the American Psychological Association, each of which includes psychodynamic practitioners (the divisions of psychotherapy, clinical psychology, and psychoanalysis). In prior research, we did not
find substantial differences in the ways practitioners
with different theoretical orientations used the SWAP200 instrument (37).
Characteristics of Patients

Patient age averaged 40.9 years (SD=11.6); 53.1%
of the patients were women. Sex ratios for specific disorders were largely as expected on the basis of ratios
reported in DSM-IV (e.g., 93.1% of antisocial patients
were men, whereas 92.7% of borderline patients were
women), although some disorders were split more
evenly than expected (e.g., of sadistic personality disorder patients, 36.8% were women; of narcissistic,
36.1% were women; and of paranoid, 46.9% were
women). Of the healthy, high-functioning patients,
75% were women. The sample was 93.8% Caucasian;
37.9% were described as working class, 45.0% as
middle class, and the remaining 12.1% as split between poor and upper class. The group was roughly
evenly divided between patients who had graduated
from high school, attended but not completed college,
completed college, and attended graduate school (22%–
26% in each category). The patients were well known
to the reporting clinicians and had been seen in treatment an average of 33.95 sessions before the SWAP-200
assessment (SD=36.14, median and mode=24).
Reliability of Diagnostic Prototypes and Composite
Descriptions

The total group included 530 actual patients and
237 hypothetical, prototypical patients. By averaging
266

or compositing hypothetical, prototypical patients, we
created 15 diagnostic prototypes (one for each of the
14 personality disorders and one for healthy, highfunctioning patients). Similarly, we created 15 composite descriptions of actual patients. The number of patients included in the diagnostic prototypes ranged
from 15 (dependent personality disorder) to 20 (narcissistic personality disorder). The number of patients
included in the composite descriptions of actual patient groups ranged from 24 (schizotypal personality
disorder) to 43 (borderline personality disorder), with
most in the high 30s. Sadistic personality disorder was
the one exception; there were only 18 patients because
we had difficulty obtaining a large group of sadistic
patients.
Coefficient alpha measured the extent to which patients in each diagnostic group (e.g., borderline diagnostic prototype, borderline composite description, schizoid
diagnostic prototype, schizoid composite description) resembled one another. With the exception of the composite descriptions of actual sadistic patients (alpha=0.85),
all alphas for both the diagnostic prototypes and the
composite descriptions were ≥0.90. Since alpha=0.80 is
considered high reliability, the findings suggest that both
the diagnostic prototypes and composite descriptions are
robust, reliable, and relatively free of measurement error.
Examples of Composite Descriptions

Tables 1 and 2 show the composite descriptions of actual patients who were diagnosed by their clinicians as
having narcissistic personality disorder (table 1) and borderline personality disorder (table 2). The tables list the
items that are most descriptive of the patients in each of
these two groups in descending order of magnitude. (Recall that the score for each SWAP-200 item was obtained
by averaging the values for that item across all patients
included in the composite description. We thus arranged
the items in descending order of diagnosticity, beginning
with those items most descriptive of the average borderline or narcissistic patient.) Subsequent publications will
describe the profiles of these and the other axis II disorAm J Psychiatry 156:2, February 1999
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nostic Prototypes Based on Clinicians’ Ratings of Personality Characteristicsa
Cluster C

DSM-IV Appendix

Avoidant

Dependent

Obsessive

Passive-Aggressive

Self-Defeating

Sadistic

Depressive

High-Functioning

0.46
0.79
0.59
–0.08
0.42
0.24
0.20
0.91
0.75
0.54
0.57
0.72
–0.01
0.75
0.33

0.19
0.38
0.31
–0.16
0.57
0.52
0.15
0.64
0.84
0.34
0.50
0.72
–0.04
0.64
0.29

0.38
0.53
0.27
–0.14
0.06
0.01
0.22
0.49
0.35
0.83
0.36
0.37
0.07
0.44
0.38

0.55
0.36
0.30
0.51
0.42
0.37
0.54
–0.12
0.47
0.30
0.84
0.39
0.63
0.33
0.11

0.33
0.42
0.38
0.13
0.57
0.43
0.23
0.58
0.70
0.22
0.63
0.66
0.16
0.53
0.09

0.47
–0.04
0.06
0.78
0.18
0.17
0.54
–0.18
–0.10
–0.05
0.40
–0.06
0.84
–0.16
–0.23

0.28
0.59
0.42
–0.18
0.56
0.26
0.06
0.80
0.79
0.49
0.47
0.81
–0.10
0.82
0.26

–0.08
–0.04
–0.26
–0.24
–0.03
0.19
0.15
0.21
0.22
0.47
0.05
0.18
–0.15
0.33
0.87

ders in more detail and compare them to current criteria
and findings from other research programs.
As table 1 illustrates, the empirically derived portrait
of narcissistic personality disorder is highly similar to
its DSM-IV description, suggesting that the axis II
work groups have, in fact, captured most of the important features of the disorder seen in clinical practice.
The major difference is that narcissistic patients appear
to be more controlling, more likely to get into power
struggles, and more competitive than DSM-IV suggests. The narcissistic composite also includes a defense, externalization, that is missing from the DSMIV description, and it includes a strength, namely, the
tendency to be articulate.
In contrast, the empirically derived portrait of actual
patients with borderline personality disorder is substantially different from its DSM-IV description. The
data show that actual borderline patients are most distinguished by their intense, poorly modulated affect
and, more generally, by their omnipresent dysphoria
and desperate efforts to regulate it. This suggests that
questions about the comorbidity of borderline personality disorder and depression may be somewhat artifactual, since intense affect states, including depression
(and related interpersonal concerns such as abandonment), are, in fact, defining features of borderline personality disorder. It is interesting to note that the original name proposed for what came to be called
borderline personality disorder in DSM-III was “emotional dyscontrol disorder.”
Validity: Relations Between Diagnostic Prototypes
and Composite Descriptions

We tested the validity of the SWAP-200 in three
ways. First, we examined the relations between the diagnostic prototypes and composite descriptions of actual patients. Evidence of convergent and discriminant
validity is provided in table 3. For a measure to be
valid, correlations along the diagonal of the table
(which are correlations between the diagnostic prototype and composite descriptions for the same disorAm J Psychiatry 156:2, February 1999

der—i.e., convergent validity coefficients) should be
higher than correlations off the diagonal (which are
correlations between the diagnostic prototype and
composite descriptions for different disorders—i.e.,
discriminant validity coefficients). As table 3 shows,
evidence for convergent and discriminant validity is
strong: With the exception of self-defeating personality
disorder, which has never been included in the text of
axis II, the correlations (validity coefficients) along the
diagonal ranged from 0.79 to 0.93, with an average
correlation of 0.83. In contrast, the average correlation
off the diagonal was 0.25.
Table 3 also reveals areas of diagnostic difficulty. Sadistic personality disorder (a personality disorder in the
appendix to axis II) is not empirically distinct from antisocial and narcissistic personality disorders, which supports the decision of the DSM-IV task force to exclude
it. In addition, schizoid, schizotypal, and avoidant personality disorders were not adequately distinct from one
another. Finally, several disorders that appear to share a
dysphoric core—avoidant, dependent, depressive, and
self-defeating personality disorders—correlate highly
with each other. These problematic discriminant validity
coefficients could reflect either a lack of distinctness of
the disorders themselves or an inability of the SWAP200 to make distinctions. In part II of this series we report results of a cluster analysis (empirical classification
of patients into naturally occurring groups), which suggests that by first refining the personality disorder categories and criteria to reflect more accurately the categories that occur in nature, we can substantially reduce
these problems of discriminant validity.
Validity: Relations Between Personality Disorder Scores
and Clinicians’ Ratings

As a second way of assessing validity, we examined
the relation between SWAP-200 personality disorder
scores and clinicians’ 7-point ratings of the extent to
which patients met criteria for each personality disorder. (Recall that a personality disorder score indicates
the degree of match between a patient’s SWAP-200 de267
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TABLE 4. Correlations (r) Between Swap-200a Personality Disorder Scores and Clinicians’ Ratings of the Extent to Which Patients

SWAP-200 Personality
Disorder Score

Cluster A
Paranoid

Schizoid

Cluster B
Schizotypal

Antisocial

Borderline

Histrionic

Narcissistic

0.27
0.42
0.61
0.02
–0.01
–0.11
–0.05
0.10
–0.13
0.01
–0.01
0.01
0.05
0.00
–0.41

0.29
–0.27
–0.06
0.70
0.16
0.33
0.52
–0.51
–0.52
–0.53
0.22
–0.24
0.59
–0.52
–0.40

0.08
–0.25
–0.06
0.25
0.62
0.47
0.18
–0.21
–0.01
–0.46
0.07
0.12
0.22
–0.06
–0.35

–0.12
–0.45
–0.32
0.15
0.42
0.57
0.20
–0.31
0.02
–0.43
–0.10
0.01
0.10
–0.17
–0.10

0.28
–0.37
–0.25
0.49
0.20
0.42
0.61
–0.43
–0.38
–0.33
0.18
–0.24
0.49
–0.42
–0.23

0.60
0.20
0.63
0.11
0.30
0.65
0.32
–0.10
0.18
–0.21
0.05
–0.32
0.31
–0.15
–0.10
0.30
–0.29
–0.05
–0.05
0.24
0.27
0.07
–0.09
0.08
0.43
–0.04
–0.19
0.15
–0.40
–0.32
a Shedler-Westen Assessment Procedure-200.
b Numbers in bold italic indicate convergent validity coefficients.

Paranoid
Schizoid
Schizotypal
Antisocial
Borderline
Histrionic
Narcissistic
Avoidant
Dependent
Obsessive
Passive-aggressive
Self-defeating
Sadistic
Depressive
High-functioning patient

scription and a diagnostic prototype.) Table 4 reports
the convergent/discriminant validity matrix for this
analysis. As table 4 shows, the results largely replicate
those of the previous analysis. Correlations on the diagonal (convergent validity coefficients) are, on average, more than 0.50 larger than correlations off the diagonal (discriminant validity coefficients). The average
correlation on the diagonal is 0.56, while the average
correlation off the diagonal is 0.02.
Validity: Predicting Global Assessment of Functioning
Scale Ratings

In a third analysis, we correlated each patient’s
SWAP-200 profile with the diagnostic prototype for
healthy, high-functioning patients in order to obtain a
personality disorder score that reflects level of psychological health. The correlation between the Global Assessment of Functioning Scale and this SWAP-200based measure of psychological health was r=0.48 (p<
0.001), indicating convergence between the two health
measures.
We also examined the relationship between Global
Assessment of Functioning Scale and other personality
disorder scores. The last column of table 4 shows these
correlations. As table 4 shows, personality disorder
scores have implications for level of functioning. The
data suggest that the current axis II disorders might
form a hierarchy of adjustment, from schizotypal,
schizoid, borderline, and paranoid personality disorders at one end, to narcissistic and obsessive (two disorders that often allow patients to succeed in Western
cultures, particularly the United States) at the other.
Using the SWAP-200 to Diagnose an Individual Patient

SWAP-200 personality disorder scores can be used
to diagnose an individual patient and can provide
both categorical and dimensional personality disorder
diagnoses. The reader will recall that personality disorder scores measure the “match” between the de268

scription of an individual patient and the diagnostic
prototype for a personality disorder. The higher the
personality disorder score, the more closely the patient
matches the description of the personality disorder.
The personality disorder scores can be graphed to
create a personality disorder profile, resembling an
MMPI profile, in which each point on the graph indicates the level of match between the patient and one
personality disorder diagnostic prototype. For ease of
interpretation, we have transformed the raw personality disorder scores (which are correlation coefficients)
into T scores, which have a mean of 50 and standard
deviation of 10. Thus, the average patient will have a
T score of 50 for each personality disorder (50 is the
reference score); the more a T score is elevated above
50, the greater the match between the patient and the
diagnostic prototype. A T score of 60 means the patient’s personality disorder score is one standard deviation above average, a T score of 70 means it is two
standard deviations above average, and so on. T scores
are the metric used by the MMPI and many other psychological tests and are familiar to personality researchers and many clinicians.
In fact, the diagnostic procedure is very much analogous to the MMPI, since diagnosis depends on the
match between a patient’s characteristics and those of
a criterion group. The difference is that the SWAP-200
relies on clinician observation, not self-report. Our
data indicate that a T score elevation of 60 (one standard deviation above the mean) is an appropriate cutoff for making a categorical personality disorder diagnosis using the current axis II categories, because the
average patient with a personality disorder diagnosis
(by the treating clinician) has a T score above 60 for
that personality disorder and T scores below 60 for
other personality disorders. If a patient has several personality disorder scores above 60 but one significantly
higher than the others, this peak score is considered the
primary diagnosis.
Am J Psychiatry 156:2, February 1999
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(N=446-472) Met Criteria for Each Personality Disorderb
DSM-IV Appendix
Cluster C
Avoidant

Dependent

Obsessive

Passive-Aggressive

Self-Defeating

Sadistic

Depressive

Global Assessment of
Functioning Scale

–0.06
0.51
0.39
–0.35
–0.07
–0.31
–0.35
0.55
0.36
0.33
0.06
0.40
–0.28
0.49
–0.08

–0.19
0.03
0.00
–0.20
0.29
0.21
–0.18
0.22
0.49
0.00
0.08
0.42
–0.18
0.33
–0.07

–0.03
0.12
–0.03
–0.27
–0.25
–0.34
–0.18
0.17
0.05
0.54
–0.05
–0.05
–0.15
0.17
0.18

0.21
0.00
0.05
0.25
0.17
0.17
0.20
–0.05
0.00
–0.07
0.45
0.20
0.27
–0.04
–0.26

–0.06
0.06
0.07
–0.04
0.30
0.14
–0.10
0.16
0.27
–0.08
0.13
0.42
–0.04
0.26
–0.19

0.36
–0.29
–0.14
0.59
0.10
0.22
0.53
–0.48
–0.52
–0.32
0.26
–0.31
0.61
–0.49
–0.34

–0.12
0.16
0.08
–0.24
0.26
0.00
–0.22
0.35
0.41
0.13
0.11
0.45
–0.19
0.48
–0.06

–0.21
–0.27
–0.44
–0.08
–0.33
–0.13
0.03
–0.16
–0.13
0.12
–0.23
–0.31
–0.10
–0.17
0.48

Figure 1 shows a personality disorder profile for a
patient who was diagnosed by her psychologist with
borderline personality disorder. The patient is a 32year-old white woman from a working class family.
She has a graduate education but a Global Assessment
of Functioning Scale score of only 55, indicating relatively poor functioning. Examining the personality disorder score profile, we see a marked elevation in the
patient’s borderline personality disorder score (T=
72.15, more than two standard deviations above the
reference score of 50). The score indicates a very
strong match between the patient’s SWAP-200 description and the diagnostic prototype for borderline personality disorder. We also see a strong elevation in the
histrionic personality disorder score (T=61.15), although not as high as for the borderline personality
disorder score. Thus, the diagnosis is borderline personality disorder with histrionic features. It is also
noteworthy that the patient’s healthy, high-functioning
personality disorder T score of 39.27 is a full standard
deviation below the mean, indicating relatively poor
functioning (consistent with her low score on the Global Assessment of Functioning Scale).

DISCUSSION

Summary of Findings

The findings provide support for the validity of the
SWAP-200 as an instrument for assessing personality
disorders. Our first validity analysis showed that
SWAP-200 descriptions of 30–40 actual patients who
shared a diagnosis (composite descriptions of actual
patients) matched the hypothesized portraits of prototypical patients with the same axis II diagnosis (diagnostic prototypes), which were provided by different
clinicians. In addition, it showed that the SWAP-200
descriptions for these patients did not match the diagnostic prototypes for unrelated diagnoses.
Am J Psychiatry 156:2, February 1999

FIGURE 1. Sample Personality Disorder Score Profile for a Patient With Borderline Personality Disorder a

a Mean

T score=50 (SD=10).

A second, complementary validity analysis showed
that SWAP-200 personality disorder scores (which
measure the match between patients and diagnostic
prototypes) showed high convergent and discriminant
validity with clinicians’ ratings of the degree to which
patients met diagnostic criteria for each personality
disorder. Personality disorder scores correlated highly
with clinicians’ ratings for the same diagnosis and
weakly with clinicians’ ratings for unrelated diagnoses.
Each correlation for this analysis relied on data from
all 530 actual patients and all 267 hypothetical, prototypical patients, rather than the 30–40 patients per
group used in the first validity analysis.
A third assessment of validity examined the relation
between SWAP-200-based psychological health scores
(obtained by correlating each patient’s SWAP-200 description with the diagnostic prototype of a healthy,
high-functioning patient) and the Global Assessment
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of Functioning Scale. There was a strong relation between the two measures of health.
Potential Objections

A critic might object to these findings on a number
of grounds. One objection is that the SWAP-200 descriptions were provided by clinicians, whose biases
might make them unreliable. Several considerations
limit the impact of this criticism. First, all observers
have biases. Ideally, one would want to rely on as
many credible data sources as possible, and future research assessing the validity of the SWAP-200 should
draw upon a combination of clinician observation,
self-report, informant report, and research interviews.
However, we believe the judgments of experts with an
average of over 18 years’ practice experience, who
have known the patient over an extended period of
time (in this case, for more that 33 sessions on average), are likely to be at least as informative as either
self-reports or judgments made in 30 to 90 minutes by
research assistants using structured interviews. This is
particularly true given the potential confounds of state
and trait that make assessment of personality disorders
especially difficult (15). One would expect that knowing a patient over an extended time would limit diagnostic “noise” reflecting the vagaries of current axis I
state conditions. Such states can bias judgments when
diagnosis rests exclusively on a brief cross-sectional
snapshot of a patient at a single time.
Second, statistical analyses demonstrate that clinicians can, in fact, use the SWAP-200 to provide reliable
descriptions of a disorder. High values for coefficient
alpha show that there is good agreement from clinician
to clinician, with relatively little measurement error or
noise in the composite descriptions (i.e., in the diagnostic prototypes or composite descriptions of actual
patients). This does not mean that an individual clinician’s description of a single patient is necessarily reliable; it means that if one averages across the descriptions provided by a group of clinicians, the resulting
composite is highly reliable. The high alpha coefficients we obtained—above 0.90 for 14 of 15 diagnoses, and 0.85 for the other—demonstrate that we
used large enough groups to accomplish this. These
high alpha coefficients are particularly meaningful
given that the clinicians differed substantially in their
theoretical orientations, training, practice settings, and
so on.
Using large samples of clinicians to refine axis II categories and criteria makes sound psychometric sense.
The reliability of 797 experienced clinicians is going to
be much higher than the reliability of a small number
of experts sitting at a committee table, regardless of
how knowledgeable the experts are. The reason is
strictly mathematical (49): The more clinicians, the
more errors (i.e., idiosyncrasies of individual clinicians) will cancel themselves out.
Third, the gulf between clinical and research approaches to assessing personality disorders is wide
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(10). If DSM is to guide clinical diagnosis, it should
have clinical relevance, and we know of no better way
to guarantee its fidelity to clinical reality than to harness clinical observation to refine it.
Another potential objection is that the high validity
coefficients we report are artifactual, because the
SWAP-200 descriptions of actual patients may have
been based on the clinicians’ implicit prototypes or
theories about their patients’ personality disorders, not
on the actual characteristics of their patients. If so,
then the SWAP-200 descriptions of actual patients
would necessarily resemble the descriptions of hypothetical, prototypical patients with the same personality disorder.
This is unlikely for several reasons. First, the SWAP200 includes 200 items, whereas any given axis II diagnosis includes only seven to 10 criteria. Thus, clinicianrespondents in this study were on their own for the
other 190, which our prior item analyses had demonstrated are nonredundant and are thus not simply amplifications of the criteria in axis II.
Second, our validity analysis based on clinicians’ ratings (of the extent to which patients met criteria for
each personality disorder) is not vulnerable to this potential criticism. The results of this analysis do not depend on the clinicians’ primary diagnosis of their patients. Instead, we found that ratings of 15 different
personality disorders correlated in expected ways with
SWAP-200 personality disorder scores (which reflect
the ranking of 200 different SWAP-200 items). To
imagine that instead of describing an actual patient,
clinicians were juggling 15 prototypes in their minds
while trying to sort 200 items is implausible. If anything, the findings from this second validity analysis
would have been biased downward if clinicians who
described actual patients were really describing their
implicit prototypes or theories about diagnoses, since
clinicians would have skewed their understanding of
the patient toward the primary diagnosis and away
from any secondary diagnoses, leading to poor convergent and discriminant validity estimates on the other
14 dimensional ratings.
Third, as tables 1 and 2 clearly illustrate, clinicians
did not simply reproduce the criteria from DSM-IV
when describing actual patients. This also tells us that
they were describing their patients and not idealized
prototypes. For example, the composite description of
borderline patients (table 2) bears only a family resemblance to the DSM-IV description. Only three of the
nine criteria in axis II for borderline personality disorder were reproduced among the top nine items that
empirically described these patients through use of the
SWAP-200.
Fourth, although composite descriptions of actual
patients correlated highly with diagnostic prototypes
of the same disorder, the correlations between any two
patients within a given category ranged from slightly
negative to as high as 0.70. This tremendous variation
also suggests that clinicians who described actual paAm J Psychiatry 156:2, February 1999
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tients were not simply describing their prototypes and
ignoring the attributes of the patient in front of them.
Fifth, even when we ignored the diagnoses and simply examined the relation between patients’ SWAP-200
mental health scores and Global Assessment of Functioning Scale ratings, we found a substantial relationship (r=0.48). A similar finding emerged in a pilot
study (37) in which patients were described by both
their therapists and independent interviewers through
use of the SWAP-200. In that study, clinicians were not
asked to choose a patient with any particular diagnosis, and the interviewers were blind with respect to
which (if any) axis II diagnosis or diagnoses the therapist believed the patient to have. Nevertheless, the
SWAP-200 descriptions by the treating clinician and
the independent interviewers correlated on average
r>0.50.
Another potential criticism focuses on the content of
the SWAP-200. Many experts have contributed to axis
II, whereas one could argue that the SWAP-200 was
devised by a task force of two. Can we show that we
have included all the necessary items and have not included items that are unnecessary? No. Nor can the developers of any other measure. What we can say is the
following. First, we used methods for scale construction devised and refined by personality psychologists
and psychometricians over the past 50 years, e.g.,
making successive approximations, trying them out,
adding new items where gaps existed, eliminating redundant items based on correlation matrices, eliminating items with minimal variance, and so on. Second,
we included items from a broad range of sources, including, but not limited to, DSM-III-R and DSM-IV.
The item set is far more inclusive than the items that
make up the diagnostic criteria for axis II because it includes some version of all of the axis II criteria plus
roughly 130 additional items. Third, over 950 clinician-consultants have used the instrument at this point
and provided feedback about its comprehensiveness
(e.g., we asked the clinicians if there was anything important they wished to express about a patient that
was not covered in the SWAP item set).
Fourth, we asked clinicians in the present study to
rate how well the SWAP-200 item set allowed them to
describe their patients’ personalities through use of a
4-point rating scale (1=I was able to express most of
the things I consider important about this patient, 2=I
was able to express some of the things I consider important about this patient, 3=I was able to express relatively few of the things I consider important about
this patient, 4=I was not able to express the things I
consider important about this patient). Most clinicians
found the SWAP-200 to be quite comprehensive (as
one would hope, since by that time we had already had
feedback from almost 200 clinicians on prior versions
of the item set): 72.7% gave the SWAP-200 a rating of
1, and 26.7% gave it a rating of 2. Only 0.6% gave it a
rating of 3, and none gave it a rating of 4. We do not
have comparable ratings for the current DSM criteria
Am J Psychiatry 156:2, February 1999

but we plan to collect those data shortly; we doubt they
will fare as well despite their far greater familiarity.
Finally, in assessing the utility of a new method, the
question one must ask is how it compares to existing
methods, not how it compares to a perfect, nonexistent method. Given that we designed this measure to
avoid the pitfalls of current instruments, and given
that the data for convergent and discriminant validity
are strong, we believe it represents a potential advance. As both Livesley (1, pp. v–x) and Tyrer (50)
have argued, one of the greatest hindrances to further
advances in the field of personality disorders is that
research attempting to refine axis II has focused almost exclusively on the taxonomy established by convention in the DSMs, without addressing some of the
fundamental conceptual and psychometric problems
built into it or attempting to explore alternative methods of classification.
A nosology of personality pathology should provide
a language for describing personality that is clinically
useful and experience-near. Axis II has come a long
way in that direction, but we believe alternative methods may allow us to move at least a small step closer
toward a clinically useful, empirically sound method
for describing personality and personality disorders.
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