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Objective: The study of personality pathology in adolescence is in its infancy.
This article examined the applicability
and limits of DSM-IV axis II personality disorder diagnoses in adolescents, assessed
the validity of a method for assessing adolescent personality pathology, and began to develop an empirically grounded
classification.
Method: A total of 296 randomly selected
clinicians described a patient age 14–18 in
treatment for maladaptive personality patterns using axis II ratings scales and the
Shedler-Westen Assessment Procedure–
200 for Adolescents (SWAP-200-A), a Q-sort
instrument for assessing adolescent personality pathology. After examining the
nature and frequency of axis II disorders in
the sample, the authors used Q-factor
analysis to identify naturally occurring
groupings of patients on the basis of
shared personality features.
Results: Axis II diagnoses in adolescents
resembled those in adults, although appli-

cation of DSM-IV criteria appeared to overdiagnose antisocial and avoidant personality disorder in adolescents. Q analysis with
the SWAP-200-A isolated five personality
disorders (antisocial-psychopathic, emotionally dysregulated, avoidant-constricted,
narcissistic, and histrionic) and one personality style. Patients’ dimensional scores
on each diagnostic prototype showed predictable associations with ratings of current axis II disorders, measures of adaptive
functioning, and symptoms assessed with
the Child Behavior Checklist.
Conclusions: With some exceptions, personality pathology in adolescence resembles that in adults and is diagnosable in
adolescents ages 14–18. Categories and
criteria developed for adults may not be
the optimal way of diagnosing adolescents. Data from samples of adolescents
may prove useful in developing an empirically and clinically grounded classification
of personality pathology in adolescents.
(Am J Psychiatry 2003; 160:952–966)

A

lthough DSM-IV cautions against routine diagnosis
of personality disorders in adolescents, a growing body of
research over the last decade has suggested that personality syndromes are recognizable in adolescence (1–6).
Longitudinal and epidemiological research suggests that
1) roughly 15% of adolescents in the community meet
adult criteria for axis II disorders, a rate similar to that
found in adult samples, 2) the presence of a personality
disorder shows some stability over time, and 3) patients
with an adolescent personality disorder are at a greater
risk for both axis I and axis II conditions in young adulthood, even with childhood axis I diagnoses held constant
(1, 7–9). Existing data suggest that despite substantial developmental changes in adolescence, enduring maladaptive personality characteristics can be assessed in the teen
years, are not reducible to axis I disorders, and show predictive value above and beyond axis I diagnoses (10).
Indeed, data suggest that differences in personality
styles within a diagnostic group, such as depression or
conduct disorder in adolescence, may be of tremendous
relevance to the understanding and treatment of patients
with the disorder. For example, depressed adolescents
with and without borderline personality disorder differ on
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multiple variables, including etiological variables such as
history of abuse and family instability, and phenomenological variables such as rejection sensitivity, a tendency to
view themselves as all bad or evil, dissociative symptoms,
and so on (3–5). Conduct disorder similarly appears to be
a heterogeneous diagnosis that includes at least two kinds
of patients, one with an earlier onset and a more pernicious course and the other with a later onset and a much
more variable course (6).
To what extent the personality disorder diagnoses represented on axis II provide an optimal way of classifying or
diagnosing adolescent personality pathology is, however,
unknown. The axis II literature suggests a number of potential pitfalls in extending these adult-derived diagnoses
to adolescents, among the most important of which are the
following (11). First, comorbidity among axis II personality
disorders is high (12, 13); patients who receive one personality disorder diagnosis typically received three to six of the
10 in DSM-IV. Second, the axis II diagnostic criteria dichotomize symptoms as present or absent when, in reality,
most of these variables are continuous and do not show
clear breakpoints (e.g., identity confusion, social anxiety,
or entitlement). They also dichotomize personality disorAm J Psychiatry 160:5, May 2003
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der diagnoses as present or absent (categorical diagnoses), whereas dimensional personality disorder diagnoses tend to show substantially higher reliability and
validity for most disorders in most samples (14, 15). Third,
axis II addresses only severe personality disturbances,
which limits its use in diagnosing and treating problematic personality patterns not severe enough to warrant a
personality disorder diagnosis (e.g., rejection sensitivity or
low self-esteem). Such patterns appear to be at least as
prevalent as diagnosable personality disorders (16), hence
our use of the term “personality pathology” to describe the
wider range of personality disturbances seen in adolescents and adults. Finally, problems of measurement
plague research on personality disorders. Questionnaires
and structured interviews show relatively weak convergence with one another and minimal convergence with
clinical diagnosis as assessed with the LEAD (longitudinal
evaluation using all available data) standard (17, 18).
Complicating matters for extending these methods to adolescence is that, except for borderline personality disorder (3), reliable and valid measures of axis II pathology in
adolescents do not exist. For the major study of the epidemiology of axis II disorders in the community (1), the investigators developed algorithms to piece together diagnoses from available self-report and interview data and
felt confident reporting data only at the broad level of the
three DSM-IV axis II clusters (A, B, and C).
These and other considerations suggest that if one is to
employ or develop a system for classifying adolescent personality pathology, one would do well to consider the following. First, one should assess the operating characteristics of axis II diagnoses, treated both dimensionally and
categorically, to see whether they function similarly in adolescents and adults. Second, following these analyses,
one should use adolescent samples to derive diagnostic
groupings using empirical techniques, such as factor analysis, cluster analysis, and other methods designed to reveal latent structure, rather than assuming the DSM-IV
categories and criteria developed for (and from) adult
samples. Optimally, these statistical procedures should be
applied to broad item sets that encompass not only current and recent axis II criteria but also constructs identified as important through research on personality and developmental psychology relevant to adolescents. Third,
one should not commit a priori to categorical diagnoses or
diagnostic criteria. Fourth, instruments for assessing and
classifying personality pathology should not assume that
patients (particularly adolescents) have enough insight
into their own personality processes to provide accurate
self-descriptions. Furthermore, these instruments should
be capable of capturing pathology across the full spectrum of adolescent personality functioning rather than
just the most severe end of the distribution. Finally, a system for classifying personality pathology should be not
only empirically grounded but also clinically relevant and
useful.
Am J Psychiatry 160:5, May 2003

The present article had three primary goals. The first
was to provide data on the frequency and applicability of
current axis II categories and criteria to a sample of adolescents treated in the community for personality pathology. The second goal was to assess the validity of a method
for assessing adolescent personality pathology that could
be used to assess axis II diagnoses as currently configured
but could also be used to develop an alternative empirically derived classification system. The third goal was to
use this method to make a first pass at developing an empirically grounded, developmentally sound, and clinically
relevant system for classifying adolescent personality pathology and to provide initial data bearing on its validity
by assessing associations between empirically derived diagnoses and DSM-IV axis II diagnoses, measures of adaptive functioning, and scores on the Child Behavior Checklist (19–23).

Method
Participants
To collect data on a large sample of adolescents with personality pathology, we used a practice research network approach, recruiting experienced clinicians to provide data. In a first wave of
data collection, we recruited psychologists and psychiatrists from
the membership roster of the American Academy of Child and
Adolescent Psychiatry. Because of a low rate of response (approximately 20% of our total of initial letters of inquiry) to the first
wave, in the second wave, we supplemented the list with a random sample of members of the American Psychological Association who were selected by computer search and who reported
treating adolescents and had at least 3 years of posttraining practice experience. The rate of response of this latter sample was
much higher (slightly less than 40%); approximately half submitted data for the present study.

Procedure
We sent clinicians an initial letter inquiring about their willingness to participate in a study of adolescent personality pathology
and enclosed a postcard on which they could provide information about the number of patients in their practice of the following ages: 14, 15, 16, 17, and 18. Clinicians who agreed to participate subsequently received packets asking them to provide data
on a randomly selected adolescent patient (operationalized as
“the last patient you saw last week before completing this form
who meets study criteria”) currently in treatment for “enduring
maladaptive patterns of thought, feeling, motivation, or behavior—that is, personality.” To obtain an age-stratified sample, we
asked clinicians to select a patient of a particular age (14, 15, 16,
17, or 18) on the basis of their initial survey response. To minimize
rater-dependent variance, each clinician was asked to describe
only one patient. We sent out packets in batches of 50–100, divided equally by age. On the basis of the number of packets received for each age group, we adjusted the numbers sent in the
next batch by age to try to obtain roughly equal representation for
each age. The clinicians who contributed data received an honorarium of $25.
The packets included the Shedler-Westen Assessment Procedure–200 for Adolescents (SWAP-200-A) (available at http://
www.psychsystems.net/lab); measures of current axis II symptoms; a demographic, diagnostic, developmental, and family history questionnaire; and additional questionnaires measuring
http://ajp.psychiatryonline.org
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personality and symptoms. (Those relevant to the present study
will be described.)

SWAP-200-A: A Q-Sort Instrument for Assessment
of Adolescent Personality Disorder
A Q sort is a set of statements that provides a standard vocabulary for clinicians to use to describe their clinical observations.
Each statement is printed on a separate index card. To describe a
patient using the SWAP-200-A Q sort, a clinician sorts (rank orders) the statements into eight categories based on their applicability to the patient, from those that are irrelevant or not descriptive (assigned a value of 0) to those that are highly descriptive
(assigned a value of 7). Statements that apply to a greater or lesser
degree are placed into intermediate categories.
The SWAP-200-A is a Q-sort instrument for assessing adolescent personality pathology that is designed for use by skilled clinical observers, based on either longitudinal knowledge of the patient over the course of treatment or a systematic clinical interview
of the patient and parents. The SWAP-200-A was adapted from its
adult progenitor, the SWAP-200, which has shown initial evidence
of validity, reliability, and utility in taxonomic research with adult
samples (11, 24–27). Interviews and clinician diagnoses have predicted a range of measures of adaptive functioning, such as a history of hospitalizations and scores on the Global Assessment of
Functioning Scale (DSM-IV), as well as etiological variables.
The item set for the adult version of the instrument was developed and revised over approximately 7 years and was subsequently adapted for adolescents. The items reflect constructs
from a mixture of sources: axis II criteria for DSM-III through
DSM-IV; selected symptoms currently represented by axis I criteria that are associated with personality disturbance and tend to
be enduring (such as chronic depression and anxiety); clinical literature on personality disorders; research on personality disorders, normal personality traits, and psychological health (14, 28–
30); a model of functional diagnosis that describes the range of
personality functions used in a clinical case formulation (31); research on child and adolescent personality and psychopathology;
videotaped clinical interviews; the clinical experience of the investigators; and feedback from more than 1,000 experienced clinicians. To develop the adolescent version of the instrument, we
deleted, revised, and added items as appropriate on the basis of
the adolescent literature, the authors’ prior research and experience with adolescent personality pathology, and consultation
with senior adolescent clinicians who used the instrument to describe patients and then provided feedback on items that were
ambiguous, necessary for describing their patient but missing
from the item set, etc.
SWAP-200-A statements are written in a manner close to the
data (e.g., “Tends to run away from home” or “Has an exaggerated
sense of self-importance”), and items that require inference
about internal processes are stated in simple language without
jargon (e.g., “Tends to blame others for own failures or shortcomings” or “Tends to believe his/her problems are caused by external factors”). Thus, clinicians can use the SWAP-200-A regardless
of their theoretical orientation. Empirically, clinicians’ theoretical
orientation appears to have little impact on cluster- or factor-analytic solutions that emerge when using the SWAP-200 (24).
The Q-sort method normally requires that clinicians assign a
specified number of items to each category (28). In the present
study, which was the first to apply the SWAP-200-A to adolescents, clinicians used a semiconstrained rating scale version of
the instrument, which did not require the use of a fixed distribution. Instead, they were given general guidelines on the number
of items to assign a rating of 5, 6, or 7. We used this method in this
study to evaluate whether the fixed distribution developed for
adult patients is appropriate for an adolescent sample and to
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TABLE 1.

Proportions of Adolescent Patients With Axis II
Patients With Axis II Diagnosis
(N=296)

Axis II Diagnosis
Paranoid
Schizoid
Schizotypal
Antisocial
Borderline
Histrionic
Narcissistic
Avoidant
Dependent
Obsessive-compulsive

N
85
70
21
112
82
35
53
104
30
27

%
28.7
23.6
7.1
37.8
27.7
11.8
17.9
35.1
10.1
9.1

maximize the rate of response (because the sorting procedure
takes considerably longer for adolescents).

Axis II Pathology
The clinicians assessed axis II pathology in multiple ways, both
categorical and dimensional. We built in redundancy in data collection to maximize the reliability and validity of the data obtained. First, we asked clinicians to provide primary and secondary axis II (categorical) diagnoses, if applicable. Second, we listed
the axis II disorders and asked the clinicians to rate the extent to
which their patient met the criteria for each disorder (on a 7-point
rating scale; 1=not at all, 4=has some features, 7=fully meets criteria). This provided a dimensional measure of axis II pathology.
Third, we presented the clinicians with a checklist of all criteria
currently included in axis II for all disorders, randomly ordered,
and asked them to 1) rate each criterion as present or absent, as in
the current diagnostic system and 2) rate the extent to which each
item applied on a 1–7 scale. These checklist data generated two
additional dimensional measures of axis II pathology (the number of diagnostic criteria endorsed as present for each personality
disorder and the mean of the 1–7 ratings for each applicable criterion) as well as categorical diagnoses that were derived by summing the number of criteria present and applying DSM-IV rules
regarding the number of criteria required for diagnosis. Similar
methods have produced robust findings in previous research
(e.g., references 32 and 33). (Because of a clerical error, one schizoid criterion was missing and two paranoid criteria were combined; hence, we reduced categorical diagnostic thresholds for
each disorder by one.)

Clinical Data Form
The Clinical Data Form (available from http://www.psychsystems.
net/lab) assesses a range of variables relevant to demographic
characteristics, diagnosis, and etiology. Clinicians first provided
basic demographic data on themselves and their patient, including their discipline (psychiatry or psychology), theoretical orientation, years of experience, employment sites (e.g., private practice, inpatient unit, school), sex, and race, as well as the patient’s
age, sex, race, socioeconomic status, family composition, current
living situation (e.g., one-parent home, foster care), axis I diagnoses, and so on. After answering basic demographic and diagnostic questions, clinicians rated the patient’s adaptive functioning, including school functioning (1=severe conduct problems/
suspensions, 7=working to potential); peer functioning (1=very
poor, 7=very good); history of suicide attempts, arrests, and hospitalizations; and social support (number of close confidantes in
which the patient felt comfortable confiding). In prior research,
we found such ratings to be highly reliable and to correlate
strongly with ratings made by independent interviewers (34). The
final section of the Clinical Data Form assesses aspects of the patient’s developmental and family history.
Am J Psychiatry 160:5, May 2003
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Categorical Diagnoses and Co-Occurring Axis II Diagnoses Assessed From the DSM-IV Axis II Criteria Checklist
Co-Occurring Axis II Diagnosis (%)
Cluster A
Paranoid
41.4
71.4
31.3
42.7
48.6
45.3
38.5
50.0
22.2

Schizoid
44.6
57.1
33.0
31.7
20.0
43.4
43.3
33.3
48.1

Cluster B
Schizotypal
23.1
17.1
8.9
13.4
17.1
18.9
14.4
23.3
7.4

Antisocial
53.8
52.9
47.6
59.8
60.0
71.7
34.6
46.7
25.9

Borderline
53.8
37.1
52.4
43.8
74.3
50.9
30.8
63.3
18.5

Child Behavior Checklist Data
The clinicians also completed a clinician-report adaptation of
the parent form of the Child Behavior Checklist (19). Recent research from our laboratory (unpublished data) found that the clinician-report version of the instrument has similar psychometric
properties to the parent- and teacher-report versions.

Statistical Analyses
Our first goal was to apply the axis II diagnostic criteria to adolescents to assess 1) the frequency in the sample of these disorders using the clinicians’ categorical diagnoses as well as diagnoses made by applying DSM-IV diagnostic algorithms to their
axis II checklist data, 2) the extent to which axis II diagnoses operate similarly in adolescents and adults (e.g., produce similar patterns of co-occurrence of diagnoses), and 3) the extent to which
these diagnoses are associated with criterion variables (measures
of adaptive functioning and relevant Child Behavior Checklist
scores) in ways that indicate the validity of diagnoses.
Our second goal was to assess the validity of the SWAP-200-A as
a method for assessing current axis II diagnoses. The SWAP-200-A
allows both dimensional and categorical diagnosis. For clarity of
presentation, we present primarily dimensional diagnoses, although categorical diagnoses produced the same pattern of results. SWAP-200-A dimensional diagnoses reflect the magnitude
of the correlation, or the degree of match, between an individual
patient’s profile and a diagnostic prototype. We refer to these correlations (which can be converted to T scores for ease of interpretation, with a mean of 50 and standard deviation of 10) as dimensional personality disorder scores or, simply, personality disorder
scores. (Categorical diagnoses simply involve establishment of
cutoff points for the dimensional personality disorder scores.) To
assess the validity of the instrument, we correlated SWAP-200-A
personality disorder scores with the number of DSM-IV criteria
met for each disorder, the measures of adaptive functioning, and
Child Behavior Checklist scale scores.
Our next goal was to step back from existing diagnostic categories and criteria with the aim of making a first attempt at developing an alternative empirically derived diagnostic system for adolescent personality pathology. To identify naturally occurring
groupings among the patients on the basis of their personality
profiles, we applied a cluster-analytic technique, Q-factor analysis
(or simply Q analysis), to data from the SWAP-200-A. Q analysis
identifies groups of patients who are similar to one another and
distinct from patients in other groups. The technique has been
used successfully by biologists to aid in the classification of species and by personality psychologists to classify normal personality (28); more recently, it has been used in studies of the SWAP-200
and other Q-sort instruments with adult patients with personality
and eating disorders and with troubled adolescents (11, 24–27).
Q-factor analysis can be understood in relation to conventional factor analysis, which identifies groups of variables that are
Am J Psychiatry 160:5, May 2003

Cluster C

Histrionic
28.2
10.0
28.6
18.8
31.7
24.5
13.5
36.7
3.7

Narcissistic
36.9
32.9
47.6
33.9
32.9
37.1
18.3
33.3
37.0

Avoidant
61.5
64.3
71.4
32.1
39.0
40.0
35.8
70.0
63.0

Dependent
23.1
14.3
33.3
12.5
23.2
31.4
18.9
20.2

Obsessive-Compulsive
9.2
18.6
9.5
6.3
6.1
2.9
18.9
16.3
16.7

18.5

highly similar to one another (i.e., highly intercorrelated). Q analysis is computationally the same procedure, except that it creates
groupings of similar people—not variables. These groupings of
people, called Q factors, represent empirically derived diagnostic
prototypes—that is, aggregated portraits of particular kinds of
people. In a typical data file, columns represent variables, and
rows represent people. Factor analysis identifies columns of data
that are highly intercorrelated, whereas Q analysis identifies similar rows of data. The computational procedure is identical and is
accomplished simply by transposing the data matrix (i.e., exchanging rows and columns) before performing calculations. The
Q analysis makes use of all 200 items in the SWAP-200-A to cluster
patients and thus takes account of the configuration of personality characteristics across a broad range of psychological constructs, such as affectivity, affect and impulse regulation, interpersonal functioning, cognitive functioning, and experience of
self and others.
As a first test of the validity of the classification system derived
with Q analysis, we once again examined the association between
the patients’ dimensional scores (this time for the empirically derived diagnoses rather than for the axis II diagnoses) and the three
sets of criterion variables: dimensional assessments of axis II disorders, measures of adaptive functioning, and Child Behavior
Checklist scale scores.

Results
Demographic Characteristics
The sample consisted of 296 patients. The clinicianrespondents (61.4% psychiatrists, 50.2% men) were, on average, highly experienced (years of posttraining experience: mean=13.4, SD=9.4). The clinicians’ theoretical
orientation was varied: 34.8% described themselves as
psychodynamic; 11.6%, cognitive behavior; 6.5%, biological; 3.8%, family systems; and 42.7%, eclectic. Most worked
in multiple settings: 77.0% in private practice, 31.3% in
outpatient clinics, 25.8% in hospitals, 13.4% in schools,
and 6.5% in forensics. The clinicians tended to know the
patients well; the median length of treatment before completion of the questionnaire was 20 sessions.
The patients were relatively evenly distributed by gender (52.9% were girls) and age (for ages 14, 15, 16, 17, and
18, the numbers of patients per age were 54, 58, 67, 59, and
53, respectively) (some data were missing). The majority
(84.9%) was white; most of the remaining patients were
black or Hispanic. The clinicians rated the patients as poor
(7.5%), working class (20.9%), middle class (50.7%), and
http://ajp.psychiatryonline.org
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TABLE 2. Correlations Between Adolescent Dimensional Diagnoses Based on Adult DSM-IV Criteria and Measures of Adaptive Functioning and Symptoms (N=270–290)
Correlation (r) With Measure of Adaptive
Dimensional Axis II
Diagnosis (number of
criteria met)
Paranoid
Schizoid
Schizotypal
Antisocial
Borderline
Histrionic
Narcissistic
Avoidant
Dependent
Obsessive-compulsive

Schoola
–0.26**
–0.22**
–0.19*
–0.54**
–0.21**
–0.19*
–0.25**
–0.01
–0.07
0.19*

a School functioning was rated from 1 (severe conduct problems or
b Peer functioning was rated from 1 (very poor) to 7 (very good).
c Social support was defined as the number of close confidantes.
d Dummy coded 1 for presence and 0 for absence.

*p<0.01.

Social
Supportc
–0.08
–0.42**
–0.24**
–0.19*
–0.07
–0.02
–0.17*
–0.17*
0.01
–0.08

Peersb
–0.28**
–0.58**
–0.49**
–0.27**
–0.24**
–0.22*
–0.32**
–0.32**
–0.17*
–0.12

Suicide
Attemptsd
0.18*
0.07
0.07
0.16
0.43**
0.26**
0.13
0.07
0.17*
0.04

Psychiatric
Hospitalizationsd
0.15
0.23**
0.17*
0.24**
0.38**
0.17*
0.18*
0.12
0.15
0.12

Arrestsd
0.17*
0.10
0.06
0.47**
0.11
0.09
0.14
–0.10
–0.03
–0.08

suspensions) to 7 (working to potential).

**p<0.001.

TABLE 3. Correlations Between Adolescent Dimensional Diagnoses Based on the Shedler-Westen Assessment Procedure–
200 for Adolescents (SWAP-200-A) and Measures of Adaptive Functioning and Symptoms (N=241–282)
Correlation (r) With Measure of Adaptive
SWAP-200-A Personality
Disorder Score
Paranoid
Schizoid
Schizotypal
Antisocial
Borderline
Histrionic
Narcissistic
Avoidant
Dependent
Obsessive-compulsive

Schoola
–0.46**
–0.13
–0.33**
–0.53**
–0.33**
–0.31**
–0.37**
0.08
0.11
0.38**

a School functioning was rated from 1 (severe conduct problems or
b Peer functioning was rated from 1 (very poor) to 7 (very good).
c Social support was defined as the number of close confidantes.
d Dummy

*p<0.01.

Social
Supportc
–0.34**
–0.36**
–0.43**
–0.19**
–0.12
–0.06
–0.17*
–0.17*
0.02
–0.10

Peersb
–0.51**
–0.50**
–0.65**
–0.26**
–0.34**
–0.24**
–0.30**
–0.28**
–0.11
–0.01

Suicide
Attemptsd
0.12
–0.03
0.07
0.09
0.46**
0.29**
0.11
–0.00
0.14
–0.20**

Psychiatric
Hospitalizationsd
0.19*
0.12
0.21**
0.14
0.38**
0.22**
0.13
0.05
0.08
–0.11

Arrestsd
0.19*
–0.02
0.07
0.36**
0.04
0.07
0.19*
–0.17*
–0.22**
–0.22**

suspensions) to 7 (working to potential).

coded 1 for presence and 0 for absence.
**p<0.001.

Diagnosing Adolescents
With DSM-IV Axis II Criteria

patients received an axis II diagnosis (N=84, 28.4%). The
most common diagnosis was borderline personality disorder (N=27, 9.1%), followed by borderline features (N=16,
5.4%). The only other diagnosis given to more than 2% of
the sample was narcissistic personality disorder (N=9,
3.0%). As in studies of adults, the clinicians tended to give
only one personality disorder diagnosis; only 10 clinicians
in this sample offered a secondary axis II diagnosis.

Our first goal was to see whether personality disorders
can be diagnosed in adolescents with DSM-IV categories
and criteria as a first approximation. As described, we obtained categorical personality disorder diagnoses in two
ways: by asking clinicians to provide a primary and secondary axis II diagnosis (where applicable) and by tallying
the number of axis II criteria they checked off as present
and applying DSM-IV cutoff rules. As in adult samples
(unpublished data), the two methods produced different
estimates of axis II pathology. According to the clinicians’
own categorical axis II diagnoses, only a minority of the

Far more patients received a categorical diagnosis
when we tallied criteria directly from the axis II checklist.
Table 1 provides categorical diagnoses of the sample with
this second method, along with data for co-occurring disorders. Four findings are of note. First, 75.3% of the patients (N=223) received at least one axis II diagnosis;
36.8% (N=109) received cluster A diagnoses, 54.4% (N=
161) received cluster B diagnoses, and 41.2% (N=122) received cluster C diagnoses. Second, as in adult studies,
most patients who received one personality disorder diagnosis received many; of the patients who received any

upper class (20.9%). The most prevalent axis I diagnoses in
the sample were major depressive disorder (25.3%), dysthymic disorder (24.3%), attention deficit hyperactivity
disorder (16.1%), oppositional defiant disorder (9.0%),
and conduct disorder (6.1%).
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TABLE 4. SWAP-200-Aa Items That Best Described the Antisocial-Psychopathic Personality Disorder Prototype in 294
Adolescents

Functioning or Symptoms
Child Behavior Checklist (19) Scale Score
Anxious/
Withdrawn Depressed
0.30**
0.32**
0.63**
0.16*
0.50**
0.34**
0.14
–0.17
0.23**
0.35**
–0.01
0.21**
0.09
–0.01
0.55**
0.59**
0.32**
0.53**
0.21**
0.27**

Delin- Aggresquent
sive
0.33** 0.44**
0.17*
0.19*
0.05
0.13
0.76** 0.73**
0.35** 0.45**
0.38** 0.48**
0.45** 0.61**
–0.14
–0.06
0.02
0.03
–0.06
0.01

Internal- Externalizing
izing
0.34**
0.43**
0.38**
0.20**
0.44**
0.10
–0.06
0.80**
0.31**
0.45**
0.16*
0.47**
0.05
0.59**
0.64** –0.10
0.49**
0.02
0.26** –0.02

Functioning or Symptoms
Child Behavior Checklist (19) Scale Score
Anxious/
DelinWithdrawn Depressed quent
0.33**
0.01
0.49**
0.63**
0.29**
–0.18*
0.63**
0.25**
0.07
0.00
–0.35**
0.69**
0.14
0.33**
0.33**
–0.10
0.05
0.44**
–0.03
–0.22**
0.55**
0.53**
0.56**
–0.38**
0.27**
0.59**
–0.35**
0.26**
0.33**
–0.55**

Aggressive
0.70**
–0.20**
0.10
0.80**
0.55**
0.61**
0.77**
–0.42**
–0.39**
–0.51**

Internal- Externalizing
izing
0.12
0.65**
0.46**
–0.21**
0.42**
0.08
–0.26**
0.81**
0.26**
0.50**
0.00
0.59**
–0.18*
0.74**
0.61**
–0.44**
0.53**
–0.40**
0.36**
–0.57**

personality disorder diagnosis, approximately two-thirds
received between two and nine. Third, the pattern of comorbidity in this sample was virtually identical to that
found in adult samples. For example, patients with histrionic pathology tended to have borderline pathology, patients with schizoid pathology tended to score high on
measures of schizotypal and avoidant personality disorders, and so forth. Dimensional diagnoses provided comparable findings, with correlations between disorders
generally in the range of 0.30 to 0.60, showing extensive
diagnostic redundancy. Finally, several disorders showed
particularly high frequencies in the sample when diagnosed with adult criteria, most notably avoidant and antisocial personality disorders (likely corresponding to
childhood internalizing and externalizing disorders, respectively). Taken as a whole, the data suggest that the
distribution of axis II disorders in an adolescent sample
was similar to that in adults, with the exception of higher
rates of avoidant and antisocial diagnoses.
Am J Psychiatry 160:5, May 2003

Itemb
Tends to get into power struggles with adults.
Tends to be rebellious or defiant toward authority.
Tends to express intense and inappropriate anger out
of proportion to the situation at hand.
Tends to be angry or hostile (whether consciously or
unconsciously).
Tends to be oppositional, contrary, or quick to
disagree.
Tends to act impulsively, without regard for
consequences.
Tends to blame others for own failures or
shortcomings; tends to believe his/her problems
are caused by external factors.
Tends to react to criticism with feelings of rage or
humiliation.
Tends to be unreliable and irresponsible (e.g., may
fail to meet school or work obligations).
Gets pleasure or self-esteem from being seen as
“bad” or “tough.”
Emotions tend to spiral out of control, leading to
extremes of anxiety, sadness, rage, excitement
Tends to seek thrills, novelty, adventure, etc.
Tends to break things or become physically
assaultive when angry.
Tends to feel misunderstood, mistreated, or
victimized.
Tends to be unconcerned with the consequences of
his/her actions; appears to feel immune or
invulnerable.
Tends to be critical of others.
Is easily frustrated (e.g., gives up quickly).
Tends to feel bored.
Tends to be deceitful; tends to lie or mislead.
Tends to surround self with peers who are
delinquent or deeply alienated.

Factor Scorec
3.14
2.89
2.36
2.36
2.35
2.20
2.05
1.91
1.90
1.71
1.71
1.70
1.67
1.57
1.55
1.52
1.50
1.44
1.37
1.34

a Shedler-Westen Assessment Procedure–200 for Adolescents.
b Presented in descending order of centrality or importance.
c In standard deviation units, relative to other items.

To see whether these diagnoses were meaningful in adolescents—that is, whether they had conceptually and
clinically relevant antecedents and correlates—we examined the association between axis II diagnoses and measures of adaptive functioning and relevant factor scores
on the Child Behavior Checklist. For simplicity, we report
findings based on dimensional diagnoses, which provide
readily interpretable effect-size estimates (Pearson’s correlations), although categorical analyses produced similar findings. Table 2 shows the correlations between axis II
dimensional diagnoses (number of criteria met for each
disorder) and 12 measures of adaptive functioning and
symptoms: 7-point ratings of school functioning; 7-point
ratings of peer relationships; number of close friends (a
measure of social support); history of suicide attempts,
psychiatric hospitalizations, and arrests (dummy coded 1
for present and 0 for absent); and six scale scores from the
Child Behavior Checklist relevant to adaptive functioning. The data showed expected associations between axis
II dimensional diagnoses and conceptually relevant criterion variables, such as a strong negative correlation between schizoid personality disorder and measures of sohttp://ajp.psychiatryonline.org
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PERSONALITY DIAGNOSES IN ADOLESCENCE
TABLE 5. SWAP-200-Aa Items That Best Described the Emotionally Dysregulated Personality Disorder Prototype in
294 Adolescents

TABLE 6. SWAP-200-A a Items That Best Described the
Avoidant-Constricted Personality Disorder Prototype in
294 Adolescents

Itemb
Factor Scorec
Emotions tend to spiral out of control, leading to
extremes of anxiety, sadness, rage, excitement
2.68
Tends to feel he/she is inadequate, inferior, or a
failure.
2.53
Tends to become irrational when strong emotions
are stirred up; may show a noticeable decline from
customary level of functioning.
2.35
Tends to feel unhappy, depressed, or despondent.
2.33
Tends to fear he/she will be rejected or abandoned
by those who are emotionally significant.
2.33
Is unable to soothe or comfort self when distressed;
requires involvement of another person to help
regulate affect.
2.25
Tends to feel helpless, powerless, or at the mercy of
forces outside of his/her control.
2.02
Tends to feel life has no meaning.
1.94
Tends to react to criticism with feelings of rage or
humiliation.
1.94
Appears to want to punish self; creates situations
that lead to unhappiness or actively avoids
opportunities for pleasure and gratification.
1.91
Tends to be self-critical; sets unrealistically high
standards for self and is intolerant of own human
defects.
1.86
Tends to catastrophize; is prone to see problems as
disastrous, unsolvable
1.85
Struggles with genuine wishes to kill himself/herself.
1.84
Tends to feel guilty.
1.81
Appears to find little or no pleasure, satisfaction, or
enjoyment in life’s activities.
1.79
Tends to feel empty.
1.77
Lacks a stable image of who he/she is (e.g., attitudes,
values, goals, and feelings about self are highly
unstable).
1.75
Has a disturbed or distorted body image; sees self as
unattractive, grotesque, disgusting
1.65
Tends to make repeated suicidal threats or gestures
either as a cry for help or as an effort to
manipulate others.
1.61
Tends to be angry or hostile (whether consciously or
unconsciously).
1.55

Itemb
Factor Scorec
Tends to be passive and unassertive.
2.99
Appears inhibited about pursuing goals or successes;
aspirations or achievements tend to be below his/
her potential.
2.94
Tends to be shy or reserved in social situations.
2.80
Has difficulty acknowledging or expressing anger.
2.55
Tends to be unreliable and irresponsible (e.g., may
fail to meet school or work obligations).
2.50
Tends to express aggression in passive and indirect
ways (e.g., may make mistakes, procrastinate, forget, become sulky).
2.50
Appears to have a limited or constricted range of
emotions.
2.41
Tends to be inhibited or constricted; has difficulty allowing self to acknowledge or express wishes and
impulses.
2.30
Tends to feel bored.
2.16
Lacks social skills; tends to be socially awkward or act
inappropriately.
2.02
Is not verbally articulate; has limited ability to express self in words.
1.98
Tends to feel listless, fatigued, or lacking in energy.
1.90
Is inattentive or easily distracted; has trouble concentrating.
1.78
Tends to feel like an outcast or outsider; feels as if
he/she does not truly belong.
1.74
Lacks close friendships and relationships.
1.64
Has little psychological insight into own motives, behavior, etc.; is unable to consider alternate interpretations of his/her experiences.
1.62
Tends to be ignored, neglected, or avoided by peers.
1.54
Tends to use his/her psychological or medical problems to avoid school, work, or responsibility
(whether consciously or unconsciously).
1.53
Has difficulty allowing self to experience strong pleasurable emotions (e.g., excitement, joy, pride).
1.49
Seems to know less about the ways of the world than
might be expected, given his/her age and intelligence; appears naive or innocent.
1.46

a Shedler-Westen Assessment Procedure–200 for Adolescents.
b Presented in descending order of centrality or importance.
c In standard deviation units, relative to other items.

cial functioning and a high correlation with the score on
the withdrawal scale on the Child Behavior Checklist.
These data support the construct validity of the DSM-IV
personality disorder diagnosis in adolescents.

Validity of the SWAP-200-A
The data presented thus far suggest that personality pathology, provisionally assessed by using axis II criteria,
can be diagnosed in adolescents. Our next goal was to assess the validity of an instrument for assessing personality pathology that was designed for use with adolescents,
the SWAP-200-A. As a first step, we examined the relationship between SWAP-200-A scores for each of the axis II
disorders and the same measures of adaptive functioning
and Child Behavior Checklist symptoms just described.
To generate scores for each personality disorder, we correlated each subject’s SWAP-200-A profile with SWAP-200
prototype descriptions for each axis II disorder (derived

958

http://ajp.psychiatryonline.org

a Shedler-Westen Assessment Procedure–200 for Adolescents.
b Presented in descending order of centrality or importance.
c In standard deviation units, relative to other items.

from a normative sample of adult patients with personality disorders [12]). (To calculate these correlations, we deleted all items for which the adolescent version had no
adult counterpart or vice versa, which led to deletion of
eight items.) This provided us with a dimensional SWAP200 diagnosis for each adolescent for each personality
disorder. (Thus, a subject might have received a score of
0.55 for antisocial personality disorder, –0.13 for schizoid
personality disorder, etc.; these scores indicate the correlation, or degree of match, between the patient’s profile
and the SWAP-200 prototypes of the axis II personality
disorders.)
Table 3 shows the correlations between the axis II personality disorders, as assessed dimensionally by using the
SWAP-200-A, and the measures of adaptive functioning
and the symptoms used to examine the validity of axis II
diagnoses by using DSM-IV criteria. The pattern of findings strongly supported construct validity. For example,
history of suicide attempts was associated with the borAm J Psychiatry 160:5, May 2003

WESTEN, SHEDLER, DURRETT, ET AL.
TABLE 7. SWAP-200-Aa Items That Best Described the Narcissistic Personality Disorder Prototype in 294 Adolescents

TABLE 8. SWAP-200-Aa Items That Best Described the Histrionic Personality Disorder Prototype in 294 Adolescents

Itemb
Expects self to be perfect (e.g., in appearance,
achievements, performance).
Tends to think in abstract and intellectualized terms,
even in matters of personal import.
Tends to be competitive with others (whether
consciously or unconsciously).
Tends to be critical of others.
Tends to be controlling.
Appears to feel privileged and entitled; expects
preferential treatment.
Is articulate; can express self well in words.
Tends to be arrogant, haughty, or dismissive.
Tends to seek power or influence over peers
(whether in beneficial or destructive ways).
Tends to see self as logical and rational,
uninfluenced by emotion; prefers to operate as if
emotions were irrelevant or inconsequential.
Tends to be self-righteous or moralistic.
Seems to treat others primarily as an audience to
witness own importance, brilliance, beauty
Tends to be self-critical; sets unrealistically high
standards for self and is intolerant of own human
defects.
Tends to believe he/she can only be appreciated by,
or should only associate with, people who are of a
high status, superior, or otherwise “special.”
Tends to feel envious.
Lacks close friendships and relationships.
Has little empathy; seems unable to understand or
respond to others’ needs and feelings unless they
coincide with his/her own.
Is simultaneously needy of, and rejecting toward,
others (e.g., craves intimacy and caring, but tends
to reject it when offered).
Has an exaggerated sense of self-importance; tends
to boast or brag.
Tends to develop somatic symptoms in response to
stress or conflict (e.g., headache, backache,
abdominal pain, asthma).

Itemb
Factor Scorec
Fantasizes about finding ideal, perfect love.
3.88
Tends to become attached quickly or intensely;
develops feelings, expectations, etc., that are not
warranted by the history or context of the
relationship.
2.98
Expresses emotion in exaggerated and theatrical
ways.
2.57
Seeks to be the center of attention.
2.40
Tends to be suggestible or easily influenced.
2.36
Tends to be overly sexually seductive or provocative
(e.g., may be inappropriately flirtatious).
2.33
Tends to be overly needy or dependent (e.g., requires
excessive reassurance or approval, is clingy).
2.02
Interpersonal relationships tend to be unstable,
chaotic, and rapidly changing.
1.96
Tends to choose sexual or romantic partners who
seem inappropriate in terms of age, status (e.g.,
social, economic, intellectual).
1.94
Tends to use his/her physical attractiveness to an
excessive degree to gain attention or notice.
1.87
Seems childish for his/her age (e.g., acts like a
younger child or primarily chooses younger peers).
1.81
Tends to idealize certain others in unrealistic ways;
sees them as all good, to the exclusion of
commonplace human defects.
1.65
Is inattentive or easily distracted; has trouble
concentrating.
1.62
Tends to become attached to, or romantically
interested in, people who are emotionally
unavailable.
1.61
Tends to fear he/she will be rejected or abandoned
by those who are emotionally significant.
1.55
Appears to fear being alone; may go to great lengths
to avoid being alone.
1.52
Beliefs and expectations seem cliched or
stereotypical, as if taken from storybooks or
movies.
1.39
Tends to act impulsively, without regard for
consequences.
1.29
Promises to change but then reverts to previous
maladaptive behavior; gets other people to believe
that “this time is really different.”
1.25
Tends to feel like an outcast or outsider; feels as if he/
she does not truly belong.
1.25

Factor Scorec
2.86
2.79
2.77
2.57
2.49
2.44
2.21
2.20
1.95
1.92
1.81
1.77
1.71
1.70
1.66
1.51
1.46
1.43
1.40
1.32

a Shedler-Westen Assessment Procedure–200 for Adolescents.
b Presented in descending order of centrality or importance.
c In standard deviation units, relative to other items.

derline dimension, history of arrests was associated with
the antisocial dimension, and strong school functioning
(but not peer relationships) was associated with the obsessive-compulsive dimension. An additional Child Behavior Checklist finding (not reported on the table) was of
note: a 0.41 correlation between schizotypal personality
disorder scores on the SWAP-200-A and the Child Behavior Checklist thought problems scale (df=281, p<0.001).
The data are also similar to those in Table 2, in which
DSM-IV criteria were correlated with measures of adaptive functioning and Child Behavior Checklist scores and
produced similar findings for the same disorders. Indeed,
the median correlation between SWAP-200-A diagnoses
and dimensional DSM-IV diagnoses (the number of
symptoms met for each disorder) was 0.69.

Deriving an Empirically Based Taxonomy:
Q Analysis
Having provided initial data supporting the validity of
the SWAP-200-A as a method of assessing adolescent perAm J Psychiatry 160:5, May 2003

a Shedler-Westen Assessment Procedure–200 for Adolescents.
b Presented in descending order of centrality or importance.
c In standard deviation units, relative to other items.

sonality pathology, we next turned to the development of
an empirically and clinically based classification. We applied Q analysis to the SWAP-200-A data using commonly
accepted factor-analytic procedures. To determine the
number of Q factors to extract, we performed an initial
principal-components analysis and retained Q factors
(principal components) with eigenvalues >1 (Kaiser’s criteria). These Q factors were then subjected to varimax (orthogonal) rotation. The first six of the rotated Q factors
were theoretically coherent, readily interpretable, and accounted for 46.2% of the variance. Thus, we retained these
six Q factors. Similar Q factors emerged when we rotated
different numbers of factors using oblique and orthogonal
solutions, although the solution described here yielded
the most clinically coherent findings.
http://ajp.psychiatryonline.org
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PERSONALITY DIAGNOSES IN ADOLESCENCE
TABLE 9. SWAP-200-A a Items That Best Described the Inhibited Self-Critical Personality Style Prototype in 294 Adolescents

TABLE 10. SWAP-200-Aa Items That Best Described the Psychological Health Prototype (Psychological Health Index)
in 294 Adolescents

Itemb
Factor Scorec
Tends to be shy or reserved in social situations.
3.19
Tends to be self-critical; sets unrealistically high
standards for self and is intolerant of own human
defects.
3.02
Tends to feel ashamed or embarrassed.
2.74
Tends to feel guilty.
2.66
Tends to be conscientious and responsible.
2.51
Tends to be anxious.
2.48
Tends to blame self or feel responsible for bad things
that happen.
2.45
Expects self to be perfect (e.g., in appearance,
achievements, performance, etc.).
2.40
Has moral and ethical standards and strives to live up
to them.
2.23
Tends to be overly compliant or obedient with
authority figures.
2.05
Tends to feel he/she is inadequate, inferior, or a
failure.
1.86
Is empathic; is sensitive and responsive to other
peoples’ needs and feelings.
1.81
Has difficulty acknowledging or expressing anger.
1.80
Tends to be inhibited or constricted; has difficulty
allowing self to acknowledge or express wishes and
impulses.
1.67
Tends to feel unhappy, depressed, or despondent.
1.66
Is articulate; can express self well in words.
1.60
Is able to use his/her talents, abilities, and energy
effectively and productively.
1.60
Tends to be passive and unassertive.
1.55
Is troubled by recurrent obsessional thoughts that
he/she experiences as senseless and intrusive.
1.51
Tends to feel like an outcast or outsider; feels as if he/
she does not truly belong.
1.50

Itemb
Factor Scorec
Tends to express affect appropriate in quality and
intensity for the situation at hand.
3.64
Is able to form close and lasting friendships
characterized by mutual support and sharing of
experiences.
3.32
Is able to find meaning and satisfaction in the pursuit
of goals and ambitions.
3.25
Is able to assert himself/herself effectively and
appropriately when necessary.
3.05
Tends to be energetic and outgoing.
2.72
Generally finds contentment and happiness in life’s
activities.
2.64
Enjoys challenges; takes pleasure in accomplishing
things.
2.62
Appears comfortable and at ease in social situations.
2.43
Is able to use his/her talents, abilities, and energy
effectively and productively.
2.42
Has the capacity to recognize alternative viewpoints,
even in matters that stir up strong feelings.
2.24
Is resilient in the face of stress; can respond effectively
to loss, trauma, or troubling events
2.21
Tends to elicit liking in others.
2.16
Is psychologically insightful; is able to understand self
and others in subtle and sophisticated ways.
2.08
Has moral and ethical standards and strives to live up
to them.
1.82
Is capable of hearing information that is emotionally
threatening (i.e., that challenges cherished beliefs,
perceptions, and self-perceptions) and can use and
benefit from it.
1.77
Is empathic; is sensitive and responsive to other
peoples’ needs and feelings.
1.76
Tends to be conscientious and responsible.
1.65
Appreciates and responds to humor.
1.58

a Shedler-Westen Assessment Procedure–200 for Adolescents.
b Presented in descending order of centrality or importance.
c In standard deviation units, relative to other items.

The first Q factor, or prototype, was composed of patients
characterized by generally healthy functioning; these patients differed in type of pathology within a generally adaptive personality structure. (In Q-factor analysis, patients
rather than items load on factors; the factor is defined by
the patients with the highest loading on the factor.) Shapiro
(35) described these patients in terms of neurotic styles.
Because so many of the adolescents in the sample were
grouped into this category, or Q factor, we conducted a second Q analysis to identify subgroups of patients within this
large high-functioning group. This Q analysis paralleled the
procedure described. We performed a principal-components analysis on the patients with loadings of 0.50 or above
on this “healthy” Q factor. The scree plot suggested a break
between two and five factors. We subjected the data to factor analysis with a varimax rotation. All solutions produced
two robust factors (as did exploratory analyses with oblique
rotations). We report the results of the three-factor solution,
which accounted for 50.0% of the variance in the data set,
retaining the first two of the three factors (together accounting for 36.7% of the variance). The first Q subfactor was
again a Q factor for a general or psychological health index.
The second factor is better described as a personality style
than a personality disorder.
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a Shedler-Westen Assessment Procedure–200 for Adolescents.
b Presented in descending order of centrality or importance.
c In standard deviation units, relative to other items.

Table 4, Table 5, Table 6, Table 7, and Table 8 list the
SWAP-200 items that best described the five empirically
derived personality disorders. Table 9 and Table 10 describe the two subfactors derived from the first Q factor,
which we labeled inhibited self-critical personality style
and psychological health. The second column of each table shows the factor score for each item, which reflects its
centrality or importance in defining the Q factor or prototype. (The factor scores are equivalent to factor scores in
conventional factor analysis, except that they apply to
items, not subjects.) The items in each table are listed in
descending order of centrality or importance.
As the items in the tables make clear, the Q factors (diagnostic prototypes) require minimal interpretation. Many
of these prototypes clearly resemble current axis II adult
diagnoses, particularly the antisocial-psychopathic and
narcissistic Q factors. The Q-factor prototypes, however,
have an important advantage over axis II categories because they are statistically independent and nonoverlapping and were derived from an adolescent sample. All five
personality disorder prototypes and the inhibited selfcritical personality style strongly resemble Q factors that
emerged empirically in a similar study of adult patients
Am J Psychiatry 160:5, May 2003

WESTEN, SHEDLER, DURRETT, ET AL.
TABLE 11. Correlations Between Empirically Derived Personality Prototype Scores and Axis II Dimensional Diagnoses for
285 Adolescents
Correlation (r) With Axis II Dimensional Diagnosis
SWAP-200-Aa

Cluster A

Cluster B

Cluster C

Personality
ObsessiveDisorder Prototype Paranoid Schizoid Schizotypal Antisocial Borderline Histrionic Narcissistic Avoidant Dependent Compulsive
Antisocial
0.20**
0.01
–0.08
0.72**
0.22**
0.19**
0.50**
–0.35** –0.24**
–0.35**
Emotionally
dysregulated
0.21**
0.22**
0.22**
–0.26**
0.47**
0.15*
–0.19**
0.53**
0.53**
0.12
Avoidantconstricted
0.05
0.51**
0.37**
0.05
–0.26
–0.30**
–0.17*
0.50**
0.15
0.10
Narcissistic
0.23**
0.26**
0.22**
0.03
0.00
–0.01
0.55**
0.15
–0.03
0.34**
Histrionic
0.11
–0.21** –0.02
0.06
0.43**
0.69**
0.18*
–0.05
0.38**
–0.12
Inhibited self-critical –0.26**
0.03
0.01
–0.70**
–0.37**
–0.39**
–0.65**
0.42**
0.18*
0.21**
Health index
–0.45** –0.59** –0.48**
–0.46**
–0.61**
–0.36**
–0.34**
–0.43** –0.44**
–0.08
a Shedler-Westen Assessment Procedure–200 for Adolescents
*p<0.01.
**p<0.001.

with personality disorders (27). Of note are two kinds of
patients (emotionally dysregulated and histrionic) that are
conceptually related to the DSM-IV borderline construct
but are nonoverlapping, one characterized by intense,
dysphoric emotions and desperate efforts to escape them
and the other characterized by intense, dramatic emotions, along with a number of features currently defined as
borderline or dependent.

Validity of the Empirically Derived Taxonomy
As a first test of the validity of this diagnostic system, we
created dimensional scores for each patient, which we
called Q scores and which index the match or degree of fit
between the patient’s 200-item personality profile and
each of the empirically derived diagnostic prototypes
listed in Table 4, Table 5, Table 6, Table 7, Table 8, Table 9,
and Table 10 (see the Statistical Analyses section). We then
correlated these scores with the three sets of criterion
variables used earlier (axis II diagnoses, measures of adaptive functioning, and Child Behavior Checklist symptom
scales) to try to paint a clearer picture of the relation between these prototypes and constructs that are currently
well known and better understood (that is, to locate the
prototypes within a nomological net provided by existing
constructs). Axis II diagnoses and Child Behavior Checklist scales are particularly useful as criterion variables or
benchmarks because they provide the primary way clinicians and researchers currently classify enduring, maladaptive patterns of thought, feeling, motivation, and behavior in adolescents. Because many of the Q factors are
similar to current axis II diagnostic categories, these analyses allowed us to assess, for example, whether patients
with high scores on our antisocial-psychopathic Q factor
also received high-dimensional scores for antisocial personality disorder as currently defined. Furthermore, because the item content of many of the empirically derived
prototypes included features characteristic of more than
one current axis II disorder (e.g., our histrionic prototype
included borderline and dependent features as well as histrionic), we were also able to assess the extent to which
these empirically derived groupings have predictable secAm J Psychiatry 160:5, May 2003

ondary associations with other disorders. (In these analyses, to obtain the most reliable estimate of axis II pathology as criterion variables—essentially assuming the
constructs but not the specific algorithms in DSM-IV for
measuring them—we generated composite dimensional
axis II ratings by z-scoring the three-dimensional personality disorder ratings made by clinicians [the number of
criteria endorsed as present for each personality disorder,
the mean 7-point ratings of each personality disorder criterion for each disorder, and the 7-point global personality
disorder ratings for each personality disorder] and took
the mean of the z scores.) Measures of adaptive functioning are similarly useful because they provide relatively objective indices that any classification of personality pathology must be able to predict.
Table 11 shows the correlations between the patients’ Q
scores (scores on each Q factor or prototype, which index
the extent to which the patient matches the prototype)
and composite axis II ratings. The data provide initial construct validity for the empirically derived classification
system that, for example, generates an antisocial-psychopathic diagnosis that correlates strongly with DSM-IV antisocial personality disorder. At the same time, the data
also show ways that axis II may make diagnostic distinctions that are not optimal for adolescents. For example,
the avoidant-constricted Q factor correlated with the
three DSM-IV disorders characterized by social withdrawal (schizoid, schizotypal, and avoidant), which all
correlate highly with one another in adult studies as well.
This finding suggests that these diagnostic distinctions are
not empirically supportable in this adolescent sample (as
many of them have not proven supportable in adult samples). Additionally, borderline personality disorder, as defined by adult axis II criteria, is associated with both the
emotionally dysregulated and histrionic Q factors; however, these empirically derived Q factors were empirically
distinct and nonoverlapping in our sample (as they are in
several prior studies with adult samples; see reference 11).
Next, we examined the correlations between Q scores
and measures of adaptive functioning and Child Behavior
http://ajp.psychiatryonline.org
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PERSONALITY DIAGNOSES IN ADOLESCENCE
TABLE 12. Correlations Between Empirically Derived Personality Prototype Scores and Measures of Adaptive Functioning
and Symptoms in Adolescents (N=274)
Correlation (r) With Measure of Adaptive
SWAP-200-Aa Personality
Disorder Prototype
Antisocial-psychopathic
Emotionally dysregulated
Avoidant-constricted
Narcissistic
Histrionic
Inhibited self-critical
Health index

Schoolb
–0.51**
–0.02
–0.29**
0.09
0.00
0.56**
0.42**

a Shedler-Westen Assessment Procedure–200 for Adolescents
b School functioning was rated from 1 (severe conduct problems or
c Peer functioning was rated from 1 (very poor) to 7 (very good).
d Social support was defined as the number of close confidantes.
e Dummy coded 1 for presence and 0 for absence.

*p<0.01.

Social
Supportd
–0.07
–0.08
–0.28**
–0.20**
0.18*
0.19*
0.38**

Peersc
–0.07
–0.19*
–0.34**
–0.34**
–0.07
0.32**
0.62**

Psychiatric
Hospitalizationse
0.08
0.26**
0.02
0.04
0.04
–0.23**
–0.39**

Arrestse
0.32**
–0.19**
0.10
–0.14
–0.10
–0.33**
–0.12

suspensions) to 7 (working to potential).

**p<0.001.

Checklist scores. As Table 12 shows, the pattern of correlations strongly supports construct validity. For example, as
predicted, the inhibited self-critical personality style did
not show the uniformly negative correlations with the
measures of adaptive functioning as did the personality
disorders but was associated with internalizing pathology.
The other prototypes showed predictable correlates, including relatively objective criteria (e.g., suicide attempts,
arrests) that require little or no clinical inference and
hence avoid potential confounds entailed by the same observer (the clinician), providing both personality descriptions and data assessing the validity of empirically derived
prototypes.

Discussion
Within the limitations of the method, the primary findings of this study are as follows. Supporting research using
very different methods (1), the data suggest that personality
pathology exists and is diagnosable in adolescence. Axis II
diagnoses operate similarly in adolescents and in adults
and predict criterion variables in expected ways. At the
same time, axis II criteria produce high rates of diagnostic
comorbidity and appear to diagnose relatively diffuse
symptoms of externalizing and internalizing pathology as
antisocial and avoidant personality disorder, respectively.
The SWAP-200-A holds promise as a measure of personality
pathology in adolescence that can be useful both in assessing current axis II disorders and in taxonomic work aimed
at developing a more clinically relevant, developmentally
sound classification system. Q analysis of data from the
SWAP-200-A yielded an empirically derived classification
system that avoided problems of comorbidity and produced diagnostic prototypes that were clinically coherent
and correlated in predictable ways with criterion variables.

Assessing Axis II Disorders in Adolescents
Personality disorder diagnoses do appear to be applicable to adolescents ages 14–18. Using axis II criteria, we
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Suicide
Attemptse
0.07
0.31**
–0.16*
–0.02
0.18*
–0.18*
–0.29**

http://ajp.psychiatryonline.org

found patterns of co-occurring personality disorders similar to those in adult samples, and as we report elsewhere,
factor and cluster analyses of the DSM-IV criteria produced structures that strongly resemble the axis II categories developed for adults. Furthermore, axis II diagnoses
correlated with measures of adaptive functioning and
symptoms in predictable ways with adult criteria, suggesting substantial convergence between the constructs used
in adolescence and adulthood.
The data also highlighted problems applying axis II to
adolescents. Of particular concern are the high rates of comorbidity seen in this sample, which strongly resembled
adult data. More specific to adolescents was the high
percentage of patients diagnosed with antisocial and
avoidant personality disorders (upward of 30% each, as assessed with axis II criteria and cutoffs). Although this
could reflect characteristics of the sample or an accurate
portrait of adolescent personality pathology, a more likely
explanation is that axis II criteria overpathologize adolescent acting out and place depressed or anxious adolescents in an overinclusive avoidant category.
As in adult samples, when asked to make categorical
(present/absent) diagnoses, clinicians diagnose personality disorders with far less frequency than is implied by
their endorsement of specific symptoms when these
symptoms are aggregated by using DSM-IV diagnostic algorithms. This discordance could reflect any of three possible causes. First, clinicians could simply have inadequate knowledge of DSM-IV criteria and cutoffs. Second,
instead of mentally reviewing each of the 80 criteria in axis
II and counting them, clinicians may be using a prototypematching approach to diagnosis, whereby they diagnose
patients by gauging the degree of matching between the
patient’s personality and a mental prototype (i.e., a template or schema) of each axis II personality disorder.
Whether a prototype-matching process of this sort yields
more or less valid diagnoses than application of DSM-IV
diagnostic algorithms has never, to our knowledge, been
tested. This would require examination of their comparaAm J Psychiatry 160:5, May 2003
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tive validity in predicting variables relevant to etiology,
prognosis, and treatment response—a task worthy of future research. A third possibility is that axis II criteria may
overpathologize personality features that are normative in
adolescence or in adolescent clinical groups and that clinicians discount certain data (e.g., the presence of identity
confusion or rage at parents) on the basis of developmental considerations.

Validity of the SWAP-200-A
The data provide initial support for the SWAP-200-A as
an instrument for assessing personality pathology in adolescents. Dimensional personality disorder scores constructed by correlating patients’ SWAP-200-A descriptions
with prototypes of each DSM-IV axis II disorder correlated
in expected and conceptually meaningful ways with other
ways of assessing axis II disorders; with multiple measures
of adaptive functioning, such as measures of school and
peer functioning and history of hospitalizations, suicide
attempts, and arrests; and with Child Behavior Checklist
scores.
Research with the adult version of the instrument (the
SWAP-200) suggests multiple advantages of use of this
method to assess personality pathology. Among the most
important are the mounting evidence for its validity, its
ability to assess personality strengths as well as weaknesses across the broad spectrum of mild and severe personality disturbances, its capacity to quantify clinical
judgment on the basis of all available data longitudinally
over the course of treatment by an experienced clinician
as well as by research interviews, its usefulness for taxonomic work, and its capacity to provide both a descriptive
and a functional assessment of personality, thus integrating diagnosis and case formulation (27, 31). A strong benefit specific to assessment of adolescent psychopathology
is its potential use in integrating knowledge from multiple
sources. Whereas structured interviews encounter difficulties when teenagers and their parents provide conflicting information, the SWAP-200-A does not tie specific criteria to specific questions or informants. Instead, the
Am J Psychiatry 160:5, May 2003

clinician or interviewer integrates all available data and
observations, including clinical judgments about believability, coherence of explanations, and soon, to arrive at a
SWAP-200-A description of the patient.

An Empirically Derived Classification
of Adolescent Personality Pathology
Whereas axis II criteria provide overlapping diagnoses
in adolescence, Q analysis produced empirically and clinically coherent diagnostic prototypes that cover the range
of adolescent personality pathology, from the relatively severe (antisocial psychopathic) to the relatively high functioning (inhibited self-critical). These diagnostic prototypes are, we believe, clinically recognizable as well as
empirically grounded.
Several features of this classification are noteworthy.
First, the antisocial-psychopathic Q factor strongly resembles the classic concept of psychopathy (36, 37). Particularly in adolescence, when criminal behavior or misconduct are common in the absence of psychopathic traits,
the diagnosis of antisocial personality disorder should be
reserved for individuals who lack empathy, show little remorse, seem impervious to consequences, and so forth. In
adults, these traits taken together as a construct (psychopathy) have demonstrated criterion validity in multiple
studies, predicting variables such as recidivism and response to experimental challenges (38). In adolescents,
they appear to distinguish a more insidious early-onset
delinquency from adolescent-onset delinquency, which
has a much more variable prognosis (6, 39).
Second, as in two prior studies of adult samples, Q analysis isolated two distinct (orthogonal) personality configurations that share many features of what is currently
diagnosed as borderline personality disorder that need to
be clearly distinguished: an emotionally dysregulated diagnosis (characterized by intense, distressing, poorly
modulated emotions that spiral out of control and lead to
desperate attempts to regulate them) and a histrionic diagnosis (characterized by a dramatic rather than primarily
dysphoric affect, classic histrionic traits such as seductiveness and theatrics, and borderline and dependent traits
such as the tendency to form quick attachments, to be
needy, and to fear rejection and aloneness). The replication of these two distinct Q factors in multiple samples, in
both adolescents and adults, suggests that the comorbidity of borderline, histrionic, and dependent personality
disorder observed in multiple studies of DSM-III, DSMIII-R, and DSM-IV criteria is a likely artifact of overlapping
diagnostic categories and criterion sets that do not adequately reflect the natural distribution of personality pathology seen in clinical practice.
Third, Q analysis did not reproduce the multiple disorders currently included in DSM-IV that are characterized
by social isolation (schizoid, schizotypal, and avoidant personality disorders). Rather, it produced only a hybrid
avoidant-constricted diagnosis. Three explanations could
http://ajp.psychiatryonline.org
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account for this finding. First, three discrete disorders
characterized by social withdrawal may not exist in adolescence. Second, low base rates of schizotypal pathology
(and paranoid personality disorder, which also did not
emerge in our Q analysis) may have prevented detection of
distinctions among different types of withdrawn adolescents in our sample. Third, social-emotional peculiarities
on a continuum with negative symptoms of schizophrenia
and paranoid and subclinical thinking disturbances on a
continuum with positive symptoms may represent personality traits rather than the broader, multifaceted configurations of psychological characteristics that have traditionally defined the construct of personality disorder (as in the
preamble to axis II in DSM-IV). Traits of this sort are more
likely to emerge with conventional factor analysis (which
groups items to identify traits) rather than Q analysis
(which groups patients to identify prototypes). Factoranalytic data from this sample suggest that this is, in fact,
the case, as is the case for adult samples (unpublished
data).
Fourth, the inhibited self-critical neurotic style represents a high-functioning version of internalizing pathology not captured by axis II. We believe the isolation of personality styles other than those severe enough to warrant a
personality disorder diagnosis is important to the understanding and treatment of adolescent personality pathology and should be a focus of future research. Similarly, inclusion of a psychological health prototype as an index of
global personality functioning appears to be a useful addition to axis II for both adolescents and adults; it can be
used both to index clinically relevant strength and to track
characterological change over the course of treatment.
The findings also provide initial evidence for the validity
of this empirically derived diagnostic system. The diagnostic prototypes show strong and theoretically coherent
associations with relevant criterion variables that index
adaptive functioning, ranging from school and peer functioning to a history of suicide attempts, hospitalizations,
and arrests, as well as with current axis II diagnoses and
Child Behavior Checklist factor scores that index prominent domains of adolescent psychopathology.

Potential Objections and Limitations
The major potential objection to the findings is our reliance on one source of information for each patient—the
treating clinician. Several considerations, however, limit
the impact of this concern. First, most studies of personality disorders (and, indeed, of axis I disorders as well) rely
on a single observer, usually the patient, either through
self-report questionnaires or structured interviews. We
believe the judgments of experts with an average of over
13 years of practice experience who have known the patient over an extended period of time (in this case, for 20
sessions on average) are likely to be at least as informative
as either self-reports or judgments made in brief interviews that sample a cross-section of verbal behavior on a
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single day. This is particularly true given the potential confounds of state and trait that make assessment of personality disorders difficult, especially in adolescents. Nevertheless, further studies based on multiple data sources are
clearly warranted.
Second, data from our laboratory suggest that ratings of
adaptive functioning as well as SWAP-200 personality descriptions show high reliability and validity and strongly
predict relevant criterion variables, as assessed by other
observers (34). For example, SWAP-200 descriptions of patients made by their treating clinicians correlate strongly
with SWAP-200 descriptions made by independent interviewers, with median correlations of r=0.80 (unpublished
data), and ratings of global, peer, and occupational functioning showing interrater reliability of r>0.70. Furthermore, we used multiple measures of adaptive functioning
to validate both axis II and SWAP-200-A diagnoses and relied on clinicians who varied in their training (psychiatrists and psychologists), theoretical orientations, and
likely beliefs about the appropriateness of applying axis II
criteria to adolescents, which minimized the likelihood of
systematic sources of error stemming from rater biases.
Perhaps most important, we included criterion variables,
such as history of arrests and psychiatric hospitalizations,
that were not dependent on any observer inferences, and
these measures showed similar patterns of correlations as
more inferential ratings.
A second limitation concerns the question of the durability of personality pathology in adolescence and the appropriateness of diagnosing personality pathology at all in
teenagers, an issue we addressed in detail elsewhere (10).
The data presented here are cross-sectional, and future research should surely employ longitudinal designs. However, multiple considerations converge in suggesting that
recognizable forms of personality pathology can be observed in adolescents and that our diagnostic prototypes
do indeed reflect robust personality constructs. These
considerations include the similarity of the empirically
derived prototypes to adult prototypes derived empirically and the item content, which clearly assesses personality and not states. Furthermore, we instructed clinicians
to describe only enduring aspects of the patient’s personality, not state-dependent features; clinicians typically had
seen the patients over a considerable period of time and
hence could likely make such distinctions. In addition, as
we report elsewhere, the prototypes remain strongly predictive of adaptive functioning even when axis I diagnoses
such as conduct disorder are held constant. Ongoing research in our laboratory is testing whether patterns such
as those we observed can be seen in 13- and 14-year-olds
or emerge between early and late adolescence.
A third potential concern is the response rate. Although
we would have preferred to have a higher rate of response,
particularly from members of the American Academy of
Child and Adolescent Psychiatry, the fact that clinicianparticipants received minimal compensation for a relaAm J Psychiatry 160:5, May 2003
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tively time-consuming task and that many randomly selected members of the academy either did not meet study
criteria or do not treat adolescents rendered a high rate of
response unlikely. Furthermore, our aim was not to survey
clinician attitudes, for which a random sample of clinicians unbiased by potential differences between responders and nonresponders would be essential; rather, our aim
was to obtain a cross-section of adolescents with personality pathology treated nationally. An appropriate
comparison for this study, given its aims, is a sample of
patients typically included in studies of adolescent psychopathology, for whom representativeness is generally at
least as problematic, given that the patients are usually
treated in a single location (usually a university hospital),
are willing to participate in a research study, and so forth.
A fourth limitation is the relatively small sample size for
taxonomic work. Although the sample was large by the
standards of personality disorder research, a larger sample
would ensure that we did not fail to identify low-base-rate
forms of personality pathology that might be better represented in larger samples. Research currently underway is
attempting to address many of these limitations in a
sample of 1,000 adolescents to see whether the personality
prototypes identified here replicate our results and whether
we can further differentiate personality configurations
that were not identifiable with the present sample size.
Future research should address the extent to which data
provided by systematic clinical research interviews match
those provided by treating clinicians, as they do with
adults, and whether clinicians can apply these prototypes
to adolescents in ways that enhance clinical practice,
treatment, and prediction.
In summation, the data suggest that personality pathology exists and is diagnosable in adolescents. We should
think carefully, however, about whether the optimal way
to study and assess adolescent personality pathology is to
apply adult diagnoses to adolescents or whether we might
do better to develop ways of classifying personality pathology in adolescence that start with adolescent samples.
In so doing, we could draw on the knowledge of what has
and has not worked in the refinement of axis II over the
last two decades and integrate that knowledge with a more
specific understanding of adolescent development.
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