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Objective: Personality disorder researchers are currently evaluating a range of potential solutions to problems with the
DSM-IV diagnostic categories. This article
proposes changes to the diagnostic categories and criteria based on empirical findings from a national sample of patients
with personality disorder diagnoses.
Method: The Shedler-Westen Assessment
Procedure (SWAP-200) is a personality assessment tool designed to capture the richness and complexity of clinical personality
descriptions while providing reliable and
quantifiable data. A national sample of experienced psychiatrists and psychologists
used the SWAP-200 to describe either their
conceptions (prototypes) of personality disorders (N=267) or current patients with
personality disorder diagnoses (N=530).
Results: Clinicians’ conceptions of personality disorders and their descriptions of

actual patients overlapped with the DSM
descriptions but also differed in systematic
ways. Their descriptions were clinically
richer than the DSM descriptions and
placed greater emphasis on patients’ mental life or inner experience. The study identifies potential diagnostic criteria that may
be more defining of personality syndromes
than some of the current DSM criteria.
Conclusions: Diagnostic criterion sets
should be expanded to better address the
multiple domains of functioning inherent
in the concept of personality and should
more explicitly address patients’ mental
life or inner experience. The authors offer
recommendations for revision of the diagnostic categories and criteria and also propose a prototype matching approach to
personality disorder diagnosis that may
overcome limitations inherent in the current diagnostic system.
(Am J Psychiatry 2004; 161:1350–1365)

A

clinically useful and empirically sound classification of personality disorders has been an elusive ideal. A
clinically useful diagnostic system should encompass the
spectrum of personality pathology seen in clinical practice
and have meaningful implications for treatment. An empirically sound diagnostic system should facilitate reliable
and valid diagnoses: independent clinicians should be
able to arrive at the same diagnosis, the diagnoses should
be relatively distinct from one another, and each diagnosis
should be associated with unique and theoretically meaningful correlates, antecedents, and sequelae (1–3).
Personality disorder researchers are coming to a consensus about a range of problems with the current axis II
diagnostic system. Here we briefly review some of the major concerns (see also references 1, 4–11).

Why Revise Axis II?
Excessive comorbidity between personality disorders
has been a persistent problem since DSM-III. Patients
who receive any personality disorder diagnosis typically
receive several (12–16). In attempting to sharpen the
boundaries between personality disorders, DSM task
forces have gerrymandered diagnostic categories and criteria, sometimes in ways faithful neither to clinical observation nor empirical data (e.g., excluding lack of empathy
and grandiosity from the diagnostic criteria for antisocial
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personality disorder to minimize comorbidity with narcissistic personality disorder—despite evidence that
these traits are strongly associated with antisocial personality disorder [17]). Efforts to define personality disorders
more precisely have also led to narrower criterion sets
over time, progressively eroding the distinction between
personality disorders (multifaceted syndromes encompassing cognition, affectivity, motivation, interpersonal
functioning, and so on) and simple personality traits (single dimensions, such as dependency). For example, the
diagnostic criteria for paranoid personality disorder are
essentially redundant indicators of one trait, chronic suspiciousness. The diagnostic criteria no longer describe
the multifaceted personality syndrome recognized by
most clinical practitioners or encompass the multiple domains of psychological functioning described in the preamble to axis II (18, 19).
Many investigators have noted that a categorical system
(in which disorders are judged present/absent) may not
be optimal for diagnosing personality disorders (20–22).
Personality pathology may be better conceptualized dimensionally, e.g., on a continuum from mild through
moderate to severe. The same concern applies to individual diagnostic criteria, most of which are continuously
distributed in nature (23).
Am J Psychiatry 161:8, August 2004
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The current algorithm for diagnostic decisions—counting symptoms—imposes thresholds that may be arbitrary
and unreliable (12, 21) and diverges from the methods clinicians use (or could plausibly be expected to use) in realworld practice. Research in cognitive science suggests that
clinicians do not diagnose personality disorders by additively tabulating symptoms. Rather, they gauge the match
between a patient and the features of a personality syndrome taken as a configuration or gestalt, or they use
causal theories that make sense of constellations of symptoms (24–27). Finally, axis II does not encompass the spectrum of personality pathology that clinicians actually see
in practice (28).

Clinician-Consultants

Overview and Goals

The SWAP-200 is a set of 200 personality-descriptive statements or items, each printed on a separate index card. To describe a patient, a clinician sorts the statements into eight categories, from those that are least descriptive of the patient (assigned
a value of 0) to those that are most descriptive (assigned a value of
7). Thus, the procedure yields a numeric score from 0 to 7 for each
of 200 personality-descriptive statements. An interactive, Webbased version of the instrument is also available and may be previewed at www.psychsystems.net/guest.cfm. The SWAP-200 is
based on the Q-sort method, which requires clinicians to arrange
the items into a prespecified or “fixed” distribution. This method
is designed to maximize reliability and minimize error variance
(32). The SWAP-200 distribution approximates the right half of a
normal distribution, with half (N=100) of the items placed in the
“0” or least descriptive category, and progressively fewer items
placed in the higher categories. Eight items are placed in the “7”
or most descriptive category.
The SWAP-200 item set subsumes axis II criteria included in
DSM-III through DSM-IV. Additionally, it incorporates selected
axis I criteria relevant to personality (e.g., anxiety and depression),
important personality constructs described in the clinical and research literatures over the past 50 years, and clinical observations
from multiple pilot studies. Most important, the SWAP-200 is the
product of a 7-year iterative revision process that incorporated the
feedback of hundreds of clinician-consultants who used earlier
versions of the instrument to describe their patients. We asked
each clinician-consultant one crucial question: “Were you able to
describe the things you consider psychologically important about
your patient?” We added, rewrote, and revised items based on this
feedback, then asked new clinician-consultants to describe new
patients. We repeated this process over many iterations until most
clinicians could answer “yes” most of the time.
The SWAP-200 has shown strong evidence of validity in prior
studies (8, 33, 34). Overall reliability of a SWAP-200 personality description based on two raters has ranged from 0.75 to 0.81 (Spearman-Brown formula) (31). (A SWAP-200 description or profile consists of one column by 200 rows of data, with each row containing
the score for the corresponding SWAP-200 item. If two clinicians
describe the same patient, the interrater reliability of the overall
personality profile is obtained by correlating the two columns.)

Research aimed at refining personality disorder diagnostic criteria is often constrained by the use of assessment instruments designed to assess existing DSM categories and criteria, including at most a limited number of
additional items in field trials. Such assessment instruments implicitly presume the basic accuracy of the taxonomy they are intended to evaluate and therefore can lead
only to minor adjustments. Developing, refining, or testing the comprehensiveness of a classification system necessarily requires larger and more diverse item sets than
classifying cases using an existing taxonomy (29, 30).
This study attempts to identify the central features of
the personality disorders included in DSM-IV as they are
1) conceptualized by practicing clinicians and 2) observed
empirically in patients treated in the community. A national sample of experienced psychologists and psychiatrists used the Shedler-Westen Assessment Procedure
(SWAP-200) (8, 9, 31) either to describe their mental prototype of an axis II personality disorder (i.e., a hypothetical,
prototypical patient who illustrates a personality disorder
in its ideal or pure form) or to provide a detailed psychological portrait of a current patient with a specific personality disorder diagnosis. The SWAP-200 is a personality assessment instrument designed to capture the richness
and complexity of clinical personality observations while
providing reliable and quantifiable data.
This study asks the following questions: 1) Do clinicians
in the community conceptualize personality disorders in
ways that differ from the DSM-IV descriptions? If so, do
they nevertheless share a common, consensual understanding? 2) Empirically, which personality features best
describe patients with personality disorders treated in the
community?

Method
The data collection methods and sample characteristics have
been described in detail previously (8); here we summarize those
aspects relevant to the present report.
Am J Psychiatry 161:8, August 2004

A national sample of 797 experienced psychiatrists and clinical
psychologists recruited from the rosters of the American Psychiatric Association and the American Psychological Association
contributed data to the study. Each clinician-consultant used the
SWAP-200 to provide a detailed psychological portrait of a single
patient, either actual or hypothetical. The clinician-consultants
had an average of 18.1 years practice experience posttraining. Approximately one-third were psychiatrists and two-thirds were
psychologists. Thirty-one percent worked in hospitals at least
part time, 20% worked in clinics, 82% maintained private practices, and 11% worked in forensic settings. The clinician-consultants described their primary theoretical orientation as psychodynamic (48.6%), eclectic (29.4%), cognitive behavioral (14.4%),
biological (4.8%), and systemic (2.0%).

The SWAP-200: Quantifying Clinical Observation

Identifying Core Features of Personality
SWAP-200 personality descriptions can be averaged or aggregated across multiple patients to derive a composite personality
description for a particular diagnostic grouping (e.g., a composite
description of either actual patients diagnosed with narcissistic
personality disorder or clinicians’ hypothetical prototypes of patients with narcissistic personality disorder). An important psychometric benefit of aggregation is that the idiosyncrasies of individual patients and clinicians (i.e., error variance) tend to cancel
http://ajp.psychiatryonline.org
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TABLE 1. DSM-IV Personality Disorders Described by 797
Psychiatrists and Clinical Psychologists Using SWAP-200
Items
Case Typea

DSM-IV Personality Disorder
Cluster A
Paranoid
Schizoid
Schizotypal
Cluster B
Antisocial
Borderline
Histrionic
Narcissistic
Cluster C
Avoidant
Dependent
Obsessive-compulsive
a

Actual
Patients

Hypothetical
Prototypical
Patients

32
41
26

18
16
17

30
43
35
40

16
17
19
20

35
38
35

18
15
19

An additional 267 clinician-consultants described hypothetical or
actual patients relevant to other studies (e.g., high-functioning patients or patients with personality disorders not recognized by
DSM-IV).

out in adequately sized samples (35, 36). Thus, an aggregate or
composite description of patients with a given personality disorder reveals the core psychological features shared by the patients.
Similarly, a composite description of hypothetical, prototypical
patients illustrating a given personality disorder reflects the core
consensual understanding of the personality disorder shared by
clinicians in the community, based on commonalities of observation, experience, and training.
The reliability of an aggregate personality description is measured by coefficient alpha, which reflects the intercorrelations between the patients (columns of data) included in the composite.
The logic is identical to computing the reliability of a psychometric scale, except that patients are treated as scale “items” (columns in the data file) and SWAP-200 items are treated as cases
(rows in the data file). This method has a well-established history
in Q-sort research (32, 37–39).

Procedures
We initially surveyed the clinician-consultants to determine
which personality disorder diagnoses were represented in their
practices. On the basis of their responses, we asked two-thirds
(N=530) to use the SWAP-200 to describe a current patient who
met DSM-IV criteria for a specific personality disorder. To obtain
data on clinicians’ conceptions or prototypes of personality disorders, we asked one-third (N=267) to use the SWAP-200 to
describe a hypothetical, prototypical patient who illustrated a
specified personality disorder “in its purest form.” Clinician-consultants who described hypothetical, prototypical patients received the following instructions (here we use histrionic personality disorder as an example):

Results
We use the term “clinical prototype” to refer to an aggregate personality disorder description based on hypothetical, prototypical patients. We use the term “composite description” to refer to an aggregate description based on
actual patients diagnosed with a given personality disorder. Coefficient alpha was ≥0.90 for all of the clinical prototypes and composite descriptions described in this study,
indicating that the sample sizes were adequate to obtain
stable and reliable personality disorder descriptions. For
ease of presentation, we report findings separately for
each axis II cluster. Within each cluster, we first report clinicians’ conceptions or prototypes of personality disorders, followed by descriptions of actual patients.

Clinician Conceptions of Cluster A Personality
Disorders—The “Odd” Cluster
Table 2 lists the SWAP-200 items that received the highest scores or rankings in each clinical prototype (i.e., aggregate description of hypothetical patients) for the cluster A personality disorders, along with the item’s mean
score or ranking in the prototype (i.e., its centrality or importance in defining the personality disorder). Two findings are noteworthy. First, there is considerable overlap in
item content between the three cluster A disorders. Thus,
there are psychological features that clinicians regard as
central to two or all three of the cluster A disorders, including lack of insight, difficulty making sense of other people’s behavior, a tendency toward social isolation, and odd
or peculiar reasoning. If we consider each clinical prototype as a whole (that is, if we consider the “gist” or gestalt
of the 15 to 20 most descriptive statements), the clinical
prototypes are easily distinguishable. However, if we limit
the descriptions to just the first eight to nine items—the
number included in DSM-IV criterion sets—it is more difficult to distinguish them. This suggests that criterion sets
of eight to nine items are too small to provide personality
disorder descriptions that are both clinically accurate and
adequately distinct (10).

We are asking you to use the SWAP-200 to describe a hypothetical patient with histrionic personality disorder. We do
not want you to describe a real patient. Rather, we are interested in learning what the term “histrionic personality disorder” connotes for you. We would like you to describe a
prototypical histrionic patient, a hypothetical person who illustrates histrionic personality disorder in its purest form.

Second, clinicians’ conceptions of the personality disorders differed systematically from the DSM-IV descriptions
and included psychological features absent from the DSM
criterion sets. Clinicians regard the defenses of externalization (“tends to blame others for own failures or shortcomings”) and projection (“tends to see own unacceptable feelings or impulses in other people instead of in him/herself”)
as centrally defining features of paranoid personality disorder. The finding is striking given the diversity of theoretical orientations of the clinician-consultants. (When we reanalyzed the data excluding clinicians who reported a
psychoanalytic or psychodynamic orientation, these two
items actually received slightly higher rankings.)

The number of actual and prototypical cases described by the
clinician-consultants for each of the DSM-IV personality disorders is presented in Table 1.

The clinicians also emphasized paranoid patients’ anger
and hostility, sense of victimization, lack of insight, and
cognitive distortions in ways DSM-IV does not. In general,
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TABLE 2. Clinical Prototypes for Cluster A Personality Disorders From a National Sample of Psychiatrists and Clinical
Psychologists Using the SWAP-200
Mean
Scoreb

Personality Disorder and SWAP-200 Itema
PARANOID PERSONALITY DISORDER
Is quick to assume that others wish to harm or take advantage of him/her; tends to perceive malevolent intentions in others’ words
and actions.
Tends to feel misunderstood, mistreated, or victimized.
Tends to avoid confiding in others for fear of betrayal; expects things s/he says or does will be used against him/her.
Tends to blame others for own failures or shortcomings; tends to believe his/her problems are caused by external factors.
Tends to hold grudges; may dwell on insults or slights for long periods.
Tends to be angry or hostile (whether consciously or unconsciously).
Tends to be critical of others.
Tends to see own unacceptable feelings or impulses in other people instead of in him/herself.
Has little psychological insight into own motives, behavior, etc.; is unable to consider alternate interpretations of his/her experiences.
Tends to get into power struggles.
Tends to think others are envious of him/her.
Perception of reality can become grossly impaired under stress (e.g., may become delusional).
Tends to be sexually possessive or jealous; tends to be preoccupied with concerns about real or imagined infidelity.
Tends to react to criticism with feelings of rage or humiliation.
Reasoning processes or perceptual experiences seem odd and idiosyncratic (e.g., may make seemingly arbitrary inferences; may see
hidden messages or special meanings in ordinary events).
Has difficulty making sense of other people’s behavior; often misunderstands, misinterprets, or is confused by others’ actions and reactions.
Tends to feel envious.
Tends to elicit dislike or animosity in others.

7.00
6.83
6.67
6.50
6.22
5.61
5.44
5.44
5.33
5.22
5.17
5.06
5.06
4.56
4.28
4.11
4.11
4.11

SCHIZOID PERSONALITY DISORDER
Lacks close friendships and relationships.
Appears to have a limited or constricted range of emotions.
Tends to be inhibited or constricted; has difficulty allowing self to acknowledge or express wishes and impulses.
Appears to have little need for human company or contact; is genuinely indifferent to the presence of others.
Lacks social skills; tends to be socially awkward or inappropriate.
Tends to be shy or reserved in social situations.
Has little or no interest in having sexual experiences with another person.
Tends to feel like an outcast or outsider; feels as if s/he does not truly belong.
Has difficulty allowing self to experience strong pleasurable emotions (e.g., excitement, joy, pride).
Has difficulty acknowledging or expressing anger.
Has difficulty making sense of other people’s behavior; often misunderstands, misinterprets, or is confused by others’ actions and reactions.
Tends to deny or disavow own needs for caring, comfort, closeness, etc., or to consider such needs unacceptable.
Appears unable to describe important others in a way that conveys a sense of who they as people; descriptions of others come across
as two-dimensional and lacking in richness.
Appears to find little or no pleasure, satisfaction, or enjoyment in life’s activities.
Appearance or manner seems odd or peculiar (e.g., grooming, hygiene, posture, eye contact, speech rhythms, etc. seem somehow strange
or “off”).
Appears afraid of commitment to a long-term love relationship.
Tends to be passive and unassertive.
Tends to avoid social situations because of fear of embarrassment or humiliation.

6.56
6.50
6.38
6.25
6.19
5.94
5.69
5.31
5.13
4.94
4.94
4.94
4.75
4.75
4.75
4.75
4.44
4.31

SCHIZOTYPAL PERSONALITY DISORDER
Appearance or manner seems odd or peculiar (e.g., grooming, hygiene, posture, eye contact, speech rhythms, etc. seem somehow strange
or “off”).
Reasoning processes or perceptual experiences seem odd and idiosyncratic (e.g., may make seemingly arbitrary inferences; may see
hidden messages or special meanings in ordinary events).
Lacks close friendships and relationships.
Lacks social skills; tends to be socially awkward or inappropriate.
Speech tends to be circumstantial, vague, rambling, digressive, etc.
Perception of reality can become grossly impaired under stress (e.g., may become delusional).
Appears to have a limited or constricted range of emotions.
Tends to be superstitious or believe in magical or supernatural phenomena (e.g., astrology, tarot, crystals, ESP, “auras,” etc.).
Has difficulty making sense of other people’s behavior; often misunderstands, misinterprets, or is confused by others’ actions and reactions.
Feels some important other has a special, almost magical ability to understand his/her innermost thoughts and feelings (e.g., may imagine
rapport is so perfect that ordinary efforts at communication are superfluous).
Tends to think in concrete terms and interpret things in overly literal ways; has limited ability to appreciate metaphor, analogy, or nuance.
Has little psychological insight into own motives, behavior, etc.; is unable to consider alternate interpretations of his/her experiences.
Verbal statements seem incongruous with accompanying affect, or incongruous with accompanying nonverbal messages.
Tends to become irrational when strong emotions are stirred up; may show a noticeable decline from customary level of functioning.
Appears to have little need for human company or contact; is genuinely indifferent to the presence of others.
Tends to be shy or reserved in social situations.
Appears unable to describe important others in a way that conveys a sense of who they as people; descriptions of others come across
as two-dimensional and lacking in richness.
Tends to feel like an outcast or outsider; feels as if s/he does not truly belong.
a Items presented in descending order of diagnostic import.
b Higher scores indicate the item is more descriptive of the disorder
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6.94
6.12
6.12
6.12
6.06
6.00
6.00
5.65
5.41
5.00
5.00
4.82
4.76
4.53
4.47
4.24
4.18
4.18

than other items in the SWAP-200 set.
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clinicians emphasized aspects of patients’ mental life (or
inner experience) as well as overt behaviors, whereas the
axis II criterion sets place more emphasis on behaviors.

Empirically Observable Features
of Cluster A Personality Disorders
Table 3 lists the SWAP-200 items that received the highest scores or rankings in the composite descriptions of actual patients.
Paranoid personality disorder. Like the clinical prototype, the composite description of actual paranoid patients includes items addressing patients’ mental life that
are absent from the DSM-IV criterion set. Externalization
and projection are empirically observable processes in
paranoid patients. Other empirically observable characteristics absent from DSM-IV include anger and hostility,
feelings of victimization, difficulties understanding the
actions of others, hypersensitivity to slights, lack of close
friendships and relationships, and the tendency for reasoning to become severely impaired under stress.
Schizoid and schizotypal personality disorders. The
composite description of patients with schizoid personality disorder (Table 3) differs from the DSM-IV description
in important ways. Clinicians who know schizoid personality disorder patients well describe them as experiencing
considerably more psychological pain than acknowledged
by DSM-IV, which instead emphasizes flat affect. Empirically observable features of patients with schizoid personality disorder include not only social isolation and interpersonal peculiarity but also depression and despondency,
interpersonal avoidance motivated by fear of embarrassment or humiliation, anxiety, feelings of inadequacy, and
inhibitions about pursuing gratification.
The composite descriptions of patients diagnosed with
schizoid and schizotypal personality disorders are highly
correlated (r=0.83) and essentially empirically indistinguishable. Thus, the findings do not support a taxonomy in
which schizoid and schizotypal personality disorders are
independent diagnostic entities. The findings support a single combined diagnostic category, with diagnostic criteria
including not only the more classically schizoid and schizotypal phenomena but also items addressing underlying depression, anxiety, sense of inadequacy, and fear of embarrassment and humiliation. (These findings are consistent
with those of Walker and Lewine [40], who reported a prospective relationship between the trait of “negative affectivity” and subsequent development of thought disorder.)

Clinician Conceptions of Cluster B Personality
Disorders—The “Dramatic” Cluster
Table 4 lists the SWAP-200 items that received the highest ranking in the clinical prototypes of cluster B disorders.
Three features are noteworthy. First, clinicians have clear
and distinct conceptions of antisocial and narcissistic personality disorders, even while recognizing that the disorders share common features (e.g., lack of empathy, a ten-
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dency to externalize blame, a power-oriented approach to
relationships, problems with hostility). As with the cluster
A disorders, the clinical prototypes are readily distinguishable when the features are considered as a configuration
or gestalt.
Second, clinicians’ consensual understanding of antisocial personality disorder encompasses many features of
the construct of psychopathy that preceded the current
antisocial personality disorder diagnosis (41, 42). The clinicians emphasized lack of concern with consequences,
lack of empathy, and interpersonal manipulativeness.
These findings are consistent with the ICD-9 description
of dyssocial personality disorder, which also emphasizes
callous lack of concern for others, incapacity to experience guilt, and externalization.
Third, clinicians do not have well-differentiated conceptions of borderline and histrionic personality disorder.
Among the 18–20 most descriptive items for each disorder
are numerous items common to both, including the tendency to become attached quickly and intensely, emotions
that spiral out of control, difficulty regulating emotion
without the involvement of another person, impulsivity,
and dependency.

Empirically Observable Characteristics
of Cluster B Personality Disorders
Antisocial personality disorder. The composite description of actual antisocial patients (Table 5), like the
clinical prototype (and like some of the DSM-IV field trial
data [43]), includes multiple traits associated with psychopathy. Included in the composite description, but absent
from the DSM-IV criterion set, are items addressing externalization of blame, lack of empathy, lack of remorse, an
apparent imperviousness to consequences, sadism, and a
tendency to manipulate others’ emotions.
Borderline personality disorder. The composite description of actual patients diagnosed with borderline personality disorder (Table 5) is strikingly different from the
current DSM-IV description. It is interesting that the clinicians’ prototypes of borderline personality disorder resembled the DSM criteria more than they resembled the
descriptions of actual patients. Actual borderline patients
are most defined by emotional dysregulation and intense
emotional pain or dysphoria. They also experience feelings of depression, inadequacy, helplessness, anxiety,
rage, and victimization. Few of these features are currently
diagnostic criteria for the disorder.
Neither psychotic symptoms nor dissociation appear
among the 20 most empirically descriptive characteristics
of borderline personality disorder, but a related criterion is
highly descriptive—a tendency to become irrational when
strong emotions are stirred up, with a noticeable decline
from customary level of functioning. Stated differently,
borderline patients appear to become disorganized under
the pressure of intense affect, but they function at a higher
level in periods of relative affective quiescence.
Am J Psychiatry 161:8, August 2004
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TABLE 3. Composite Descriptions of Actual Cluster A Cases From a National Sample of Psychiatrists and Clinical Psychologists Using the SWAP-200
Mean
Scoreb

Personality Disorder and SWAP-200 Itema
PARANOID PERSONALITY DISORDER
Tends to feel misunderstood, mistreated, or victimized.
Is quick to assume that others wish to harm or take advantage of him/her; tends to perceive malevolent intentions in others’ words
and actions.
Tends to be angry or hostile (whether consciously or unconsciously).
Tends to hold grudges; may dwell on insults or slights for long periods.
Tends to blame others for own failures or shortcomings; tends to believe his/her problems are caused by external factors.
Tends to avoid confiding in others for fear of betrayal; expects things s/he says or does will be used against him/her.
Tends to be critical of others.
Tends to react to criticism with feelings of rage or humiliation.
Lacks close friendships and relationships.
Tends to get into power struggles.
Has difficulty making sense of other people’s behavior; often misunderstands, misinterprets, or is confused by others’ actions and
reactions.
Perception of reality can become grossly impaired under stress (e.g., may become delusional).
Tends to feel like an outcast or outsider; feels as if s/he does not truly belong.
Tends to express intense and inappropriate anger, out of proportion to the situation at hand.
Tends to feel helpless, powerless, or at the mercy of forces outside his/her control.
Tends to see own unacceptable feelings or impulses in other people instead of in him/herself.
SCHIZOID PERSONALITY DISORDER
Lacks close friendships and relationships.
Lacks social skills; tends to be socially awkward or inappropriate.
Appears to have a limited or constricted range of emotions.
Tends to feel like an outcast or outsider; feels as if s/he does not truly belong.
Tends to be inhibited or constricted; has difficulty allowing self to acknowledge or express wishes and impulses.
Tends to be shy or reserved in social situations.
Appearance or manner seems odd or peculiar (e.g., grooming, hygiene, posture, eye contact, speech rhythms, etc. seem somehow
strange or “off”).
Tends to avoid social situations because of fear of embarrassment or humiliation.
Has difficulty making sense of other people’s behavior; often misunderstands, misinterprets, or is confused by others’ actions and
reactions.
Has difficulty acknowledging or expressing anger.
Tends to feel unhappy, depressed, or despondent.
Has difficulty allowing self to experience strong pleasurable emotions (e.g., excitement, joy, pride).
Tends to be passive and unassertive.
Appears to find little or no pleasure, satisfaction, or enjoyment in life’s activities.
Tends to feel s/he is inadequate, inferior, or a failure.
Appears to have little need for human company or contact; is genuinely indifferent to the presence of others.
Appears inhibited about pursuing goals or successes; aspirations or achievements tend to be below his/her potential.
Tends to be anxious.
SCHIZOTYPAL PERSONALITY DISORDER
Lacks close friendships and relationships.
Appearance or manner seems odd or peculiar (e.g., grooming, hygiene, posture, eye contact, speech rhythms, etc. seem somehow
strange or “off”).
Reasoning processes or perceptual experiences seem odd and idiosyncratic (e.g., may make seemingly arbitrary inferences; may see
hidden messages or special meanings in ordinary events).
Tends to feel like an outcast or outsider; feels as if s/he does not truly belong.
Lacks social skills; tends to be socially awkward or inappropriate.
Has difficulty making sense of other people’s behavior; often misunderstands, misinterprets, or is confused by others’ actions and
reactions.
Perception of reality can become grossly impaired under stress (e.g., may become delusional).
Appears to have a limited or constricted range of emotions.
Tends to become irrational when strong emotions are stirred up; may show a noticeable decline from customary level of
functioning.
Tends to be shy or reserved in social situations.
Tends to be anxious.
Tends to feel unhappy, depressed, or despondent.
Tends to feel helpless, powerless, or at the mercy of forces outside his/her control.
Tends to feel misunderstood, mistreated, or victimized.
Tends to avoid social situations because of fear of embarrassment or humiliation.
Has little psychological insight into own motives, behavior, etc.; is unable to consider alternate interpretations of his/her
experiences.
Lacks a stable image of who s/he is or would like to become (e.g., attitudes, values, goals, and feelings about self may be unstable
and changing).
a Items presented in descending order of diagnostic import.
b Higher scores indicate the item is more descriptive of the disorder
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6.19
5.97
5.74
5.55
5.26
5.03
5.03
4.94
4.52
4.48
4.48
4.32
4.26
4.23
4.16
4.03
5.85
5.59
5.44
5.13
5.08
4.95
4.56
4.46
4.31
4.28
4.23
4.18
4.13
4.00
3.97
3.92
3.90
3.59
6.17
6.08
5.17
4.79
4.79
4.71
4.63
4.50
4.08
4.04
3.88
3.83
3.71
3.58
3.54
3.54
3.50

than other items in the SWAP-200 set.
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TABLE 4. Clinical Prototypes for Cluster B Personality Disorders From a National Sample of Psychiatrists and Clinical
Psychologists Using the SWAP-200
Mean
Scoreb

Personality Disorder and SWAP-200 Itema
ANTISOCIAL PERSONALITY DISORDER
Takes advantage of others; is out for number one; has minimal investment in moral values.
Appears to experience no remorse for harm or injury caused to others.
Tends to engage in unlawful or criminal behavior.
Tends to be deceitful; tends to lie or mislead.
Tends to show reckless disregard for the rights, property, or safety of others.
Tends to be unreliable and irresponsible (e.g., may fail to meet work obligations or honor financial commitments).
Tends to be unconcerned with the consequences of his/her actions; appears to feel immune or invulnerable.
Tries to manipulate others’ emotions to get what s/he wants.
Has little empathy; seems unable to understand or respond to others’ needs and feelings unless they coincide with his/her own.
Appears to gain pleasure or satisfaction by being sadistic or aggressive toward others (whether consciously or unconsciously).
Tends to act impulsively, without regard for consequences.
Has an exaggerated sense of self-importance.
Tends to abuse illicit drugs.
Tends to get into power struggles.
Tends to blame others for own failures or shortcomings; tends to believe his/her problems are caused by external factors.
Tends to be angry or hostile (whether consciously or unconsciously).
Tends to seek power or influence over others (whether in beneficial or destructive ways).
Tends to abuse alcohol.
BORDERLINE PERSONALITY DISORDER
Tends to become attached quickly or intensely; develops feelings, expectations, etc. that are not warranted by the history or context
of the relationship.
Interpersonal relationships tend to be unstable, chaotic, and rapidly changing.
Lacks a stable image of who s/he is or would like to become (e.g., attitudes, values, goals, and feelings about self may be unstable
and changing).
Emotions tend to spiral out of control, leading to extremes of anxiety, sadness, rage, excitement, etc.
Tends to fear s/he will be rejected or abandoned by those who are emotionally significant.
Tends to express intense and inappropriate anger, out of proportion to the situation at hand.
Tends to make repeated suicidal threats or gestures, either as a “cry for help” or as an effort to manipulate others.
Tends to see certain others as “all bad,” and loses the capacity to perceive any positive qualities the person may have.
Emotions tend to change rapidly and unpredictably.
Is unable to soothe or comfort self when distressed; requires involvement of another person to help regulate affect.
Tends to become irrational when strong emotions are stirred up; may show a noticeable decline from customary level of functioning.
Tends to idealize certain others in unrealistic ways; sees them as “all good,” to the exclusion of commonplace human defects.
Tends to engage in self-mutilating behavior (e.g., self-cutting, self-burning, etc.).
Tends to be angry or hostile (whether consciously or unconsciously).
Tends to react to criticism with feelings of rage or humiliation.
Tends to act impulsively, without regard for consequences.
Tends to elicit extreme reactions or stir up strong feelings in others.
Tends to feel empty or bored.
Appears to fear being alone; may go to great lengths to avoid being alone.
Tends to be overly needy or dependent; requires excessive reassurance or approval.
HISTRIONIC PERSONALITY DISORDER
Expresses emotion in exaggerated and theatrical ways.
Tends to become attached quickly or intensely; develops feelings, expectations, etc. that are not warranted by the history or context
of the relationship.
Seeks to be the center of attention.
Tends to be suggestible or easily influenced.
Perceptions seem glib, global, and impressionistic; has difficulty focusing on specific details.
Tends to use his/her physical attractiveness to an excessive degree to gain attention or notice.
Emotions tend to change rapidly and unpredictably.
Tends to be overly sexually seductive or provocative, whether consciously or unconsciously (e.g., may be inappropriately flirtatious,
preoccupied with sexual conquest, prone to “lead people on,” etc.).
Tends to be overly needy or dependent; requires excessive reassurance or approval.
Emotions tend to spiral out of control, leading to extremes of anxiety, sadness, rage, excitement, etc.
Is unable to soothe or comfort self when distressed; requires involvement of another person to help regulate affect.
Tends to develop somatic symptoms in response to stress or conflict (e.g., headache, backache, abdominal pain, asthma, etc.).
Tends to “catastrophize”; is prone to see problems as disastrous, unsolvable, etc.
Beliefs and expectations seem cliché or stereotypical, as if taken from story-books or movies.
Seems to treat others primarily as an audience to witness own importance, brilliance, beauty, etc.
Fantasizes about finding ideal, perfect love.
Tends to act impulsively, without regard for consequences.
Tends to describe experiences in generalities; is unwilling or unable to offer specific details.
Tries to manipulate others’ emotions to get what s/he wants.
Tends to elicit extreme reactions or stir up strong feelings in others.

6.25
6.25
6.19
6.06
6.00
5.81
5.69
5.56
5.31
5.00
5.00
4.94
4.94
4.88
4.81
4.75
4.69
4.63

5.41
5.41
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4.94
4.88
4.82
4.71
4.65
4.59
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4.29
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4.12
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6.84
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5.95
5.74
5.68
5.63
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5.42
5.11
4.84
4.84
4.68
4.68
4.68
4.58
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4.47
4.42
4.37
4.26
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TABLE 4. Clinical Prototypes for Cluster B Personality Disorders From a National Sample of Psychiatrists and Clinical
Psychologists Using the SWAP-200 (continued)
Mean
Scoreb

Personality Disorder and SWAP-200 Itema
NARCISSISTIC PERSONALITY DISORDER
Appears to feel privileged and entitled; expects preferential treatment.
Has an exaggerated sense of self-importance.
Has little empathy; seems unable to understand or respond to others’ needs and feelings unless they coincide with his/her own.
Seems to treat others primarily as an audience to witness own importance, brilliance, beauty, etc.
Tends to believe s/he can only be appreciated by, or should only associate with, people who are high-status, superior, or otherwise
“special.”
Has fantasies of unlimited success, power, beauty, talent, brilliance, etc.
Tends to be arrogant, haughty, or dismissive.
Tends to react to criticism with feelings of rage or humiliation.
Tends to seek power or influence over others (whether in beneficial or destructive ways).
Seeks to be the center of attention.
Tries to manipulate others’ emotions to get what s/he wants.
Tends to think others are envious of him/her.
Tends to blame others for own failures or shortcomings; tends to believe his/her problems are caused by external factors.
Tends to feel envious.
Fantasizes about finding ideal, perfect love.
Tends to be critical of others.
Tends to be controlling.
Tends to be competitive with others (whether consciously or unconsciously).
Tends to hold grudges; may dwell on insults or slights for long periods.
a Items presented in descending order of diagnostic import.
b Higher scores indicate the item is more descriptive of the disorder

Histrionic personality disorder. The empirical portrait
of actual histrionic patients (Table 5) further illustrates
why research has so consistently found high comorbidity
between borderline and histrionic personality disorders,
and why clinicians also confuse the disorders. Patients diagnosed with these personality disorders share numerous
features, including fears of rejection and abandonment,
anxiety, dependency, a tendency to feel misunderstood,
emotions that spiral out of control, difficulty self-soothing, and a tendency to catastrophize. The features that are
uniquely defining of histrionic patients are theatrical expression of emotion, sexual seductiveness and provocativeness, and somatization (harkening back to historical
descriptions of the hysterical character [44, 45]).
Narcissistic personality disorder. The composite description of actual narcissistic patients (Table 5), like the
aggregate description of hypothetical, prototypical narcissistic patients, reveals a coherent syndrome that strongly
resembles the DSM-IV description. However, it also includes features absent from DSM-IV, including the tendencies to be controlling and competitive, to get into
power struggles, to feel misunderstood and mistreated, to
externalize blame, and to hold oneself to unrealistic standards of perfection.

Clinician Conceptions of Cluster C
Personality Disorders—The “Anxious” Cluster
Table 6 lists the SWAP-200 items that received the highest scores or rankings in the clinical prototypes. Clinicians’
prototypes of avoidant personality disorder resemble the
DSM-IV version of the disorder, including the centrality of
inhibition, shame, feelings of inadequacy and inferiority,
and interpersonal reserve. However, the second most deAm J Psychiatry 161:8, August 2004

6.80
6.35
6.30
6.30
6.18
6.05
5.75
5.70
5.40
5.30
4.90
4.85
4.85
4.80
4.80
4.75
4.75
4.70
4.20

than other items in the SWAP-200 set.

fining feature of the clinical prototype for avoidant personality disorder—lack of close friendships—was excluded
from DSM-IV in an effort to minimize comorbidity with
schizoid personality disorder.
The clinical prototype for dependent personality disorder (Table 6) also resembles the DSM-IV description but is
less tied to a single trait—willingness to do almost anything to avoid being left alone (which was included in the
DSM-IV description to minimize comorbidity with other
personality disorders). Instead, the clinical prototype describes a clinically richer constellation of traits addressing
ways of feeling (e.g., helpless, inadequate, guilty, fearful of
being alone or abandoned), thinking (e.g., indecisive, naive), and behaving (e.g., needy, submissive, passive, etc.).
The clinical prototype for obsessive-compulsive personality disorder (Table 6) resembles the DSM-IV description of the disorder.

Empirically Observable Characteristics
of Cluster C Personality Disorders
Avoidant and dependent personality disorders. The
empirical portraits of avoidant and dependent personality
disorders in Table 7 help explain the excessive comorbidity
between the disorders observed in virtually every study to
date, including our own (8, 46). Patients diagnosed with
these disorders share a depressive or dysphoric core that appears to pervade all areas of functioning (likely reflecting the
personality dimension of negative affectivity [47, 48]). This
depression or dysphoria is not captured by the current DSM
criteria. Patients diagnosed by their clinicians with avoidant
personality disorder attempt to deal with dysphoria by
keeping their distance from people, whereas those diagnosed with dependent personality disorder attempt to cope
by clinging to others. However, both groups experience dehttp://ajp.psychiatryonline.org
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REFINING PERSONALITY DISORDER DIAGNOSIS
TABLE 5. Composite Descriptions of Actual Cluster B Cases From a National Sample of Psychiatrists and Clinical Psychologists Using the SWAP-200
Mean
Scoreb

Personality Disorder and SWAP-200 Itema
ANTISOCIAL PERSONALITY DISORDER
Takes advantage of others; is out for number one; has minimal investment in moral values.
Tends to be deceitful; tends to lie or mislead.
Tends to engage in unlawful or criminal behavior.
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.
Appears to experience no remorse for harm or injury caused to others.
Tends to blame others for own failures or shortcomings; tends to believe his/her problems are caused by external factors.
Tends to act impulsively, without regard for consequences.
Tends to show reckless disregard for the rights, property, or safety of others.
Tries to manipulate others’ emotions to get what s/he wants.
Tends to be unconcerned with the consequences of his/her actions; appears to feel immune or invulnerable.
Tends to be unreliable and irresponsible (e.g., may fail to meet work obligations or honor financial commitments).
Has little psychological insight into own motives, behavior, etc.; is unable to consider alternate interpretations of his/her experiences.
Tends to get into power struggles.
Appears to gain pleasure or satisfaction by being sadistic or aggressive toward others.
Tends to abuse alcohol.
Tends to be critical of others.
Tends to be conflicted about authority (e.g., may feel s/he must submit, rebel against, win over, defeat, etc.).
Tends to seek power or influence over others (whether in beneficial or destructive ways).
Has an exaggerated sense of self-importance.
BORDERLINE PERSONALITY DISORDER
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 s/he is inadequate, inferior, or a failure.
Tends to fear s/he 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.
Lacks a stable image of who s/he is or would like to become (e.g., attitudes, values, goals, and feelings about self may be unstable
and changing).
Tends to feel like an outcast or outsider; feels as if s/he does not truly belong.
Tends to express intense and inappropriate anger, out of proportion to the situation at hand.
HISTRIONIC PERSONALITY DISORDER
Expresses emotion in exaggerated and theatrical ways.
Tends to fear s/he will be rejected or abandoned by those who are emotionally significant.
Tends to be anxious.
Emotions tend to spiral out of control, leading to extremes of anxiety, sadness, rage, excitement, etc.
Tends to be overly needy or dependent; requires excessive reassurance or approval.
Tends to develop somatic symptoms in response to stress or conflict (e.g., headache, backache, abdominal pain, asthma, etc.).
Tends to get into power struggles.
Tends to become attached quickly or intensely; develops feelings, expectations, etc. that are not warranted by the history or context
of the relationship.
Tends to be overly sexually seductive or provocative, whether consciously or unconsciously (may be inappropriately flirtatious,
preoccupied with sexual conquest, prone to “lead people on,” etc.).
Seeks to be the center of attention.
Tends to feel misunderstood, mistreated, or victimized.
Is articulate; can express self well in words.
Tends to become irrational when strong emotions are stirred up; may show a noticeable decline from customary level of functioning.
Tends to feel helpless, powerless, or at the mercy of forces outside his/her control.
Is unable to soothe or comfort self when distressed; requires involvement of another person to help regulate affect.
Emotions tend to change rapidly and unpredictably.
Tends to “catastrophize”; is prone to see problems as disastrous, unsolvable, etc.
Tends to feel unhappy, depressed, or despondent.
Tends to use his/her physical attractiveness to an excessive degree to gain attention or notice.
Tends to be angry or hostile (whether consciously or unconsciously).

5.64
5.50
5.36
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4.93
4.89
4.89
4.86
4.75
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4.32
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4.04
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4.00
4.00
3.93
3.75
5.05
4.88
4.42
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4.28
4.19
4.05
4.05
3.95
3.93
3.79
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3.49
3.47
3.40
5.00
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4.40
4.34
3.77
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3.57
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3.46
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3.17

(continued)

1358

http://ajp.psychiatryonline.org

Am J Psychiatry 161:8, August 2004

JONATHAN SHEDLER AND DREW WESTEN
TABLE 5. Composite Descriptions of Actual Cluster B Cases From a National Sample of Psychiatrists and Clinical Psychologists Using the SWAP-200 (continued)
Mean
Scoreb

Personality Disorder and SWAP-200 Itema
NARCISSISTIC PERSONALITY DISORDER
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.
Has fantasies of unlimited success, power, beauty, talent, brilliance, etc.
Tends to hold grudges; may dwell on insults or slights for long periods.
Expects self to be “perfect” (e.g., in appearance, achievements, performance, etc.).
a Items presented in descending order of diagnostic import.
b Higher scores indicate the item is more descriptive of the disorder

pression and despondency and feelings of inferiority, guilt,
shame, anxiety, self-criticism, self-blame, passivity, and inhibitions. Clinicians appear to use these diagnostic categories to describe patients who might be better conceptualized
as having a depressive or dysphoric personality.
Obsessive-compulsive personality disorder. The composite description (Table 7) describes patients who appear
somewhat healthier than the DSM portrayal. Patients diagnosed with obsessive-compulsive personality disorder in
clinical practice have most of the attributes ascribed to
them by DSM-IV, but are also articulate, ethical, and conscientious. They share with other cluster C patients a tendency toward dysphoric affect, manifested by depression,
anxiety, guilt, and self-criticism; these features are not included in the DSM-IV criterion set. The findings are consistent with the view that the behavioral traits associated with
obsessive-compulsive personality disorder serve to mask
or manage underlying susceptibility to anxiety (or failure
to meet overly rigid internal standards). Also notable
among the most defining features of obsessive-compulsive
personality disorder are a tendency to be controlling, to be
inhibited or constricted, and to have a restrictive attitude
toward emotion, particularly warm or tender emotions
(features that hearken back to historical descriptions of obsessional neurotic style [44, 45]).

Discussion
Advantages of Expanded Criterion Sets
A consistent theme running through the findings is that
DSM-IV criterion sets are too narrow. They do not capture
the richness and complexity of personality syndromes as
they are understood by clinicians in the community, observed empirically in patients treated in the community,
or defined by DSM-IV itself in the preamble to axis II. The
Am J Psychiatry 161:8, August 2004

4.95
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4.40
4.28
4.28
4.25
4.25
4.22
4.15
4.10
4.00
3.63
3.63
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3.40
3.38

than other items in the SWAP-200 set.

preamble defines personality disorders in terms of multiple domains of functioning including cognition, affectivity, interpersonal relations, and impulse regulation. However, the personality disorder criterion sets do not actually
encompass these domains of functioning (18, 19).
DSM-IV limits the number of diagnostic criteria to eight
or nine items per disorder, but it is clinically and psychometrically impossible for such small item sets both to describe personality syndromes in their complexity, and to
describe distinct (nonoverlapping) syndromes. Certain
traits play central roles in more than one personality
disorder (e.g., lack of empathy is characteristic of both
narcissistic and antisocial personality disorders; hostility
is characteristic of paranoid, antisocial, borderline, and
narcissistic personality disorders). Excluding such traits
from personality disorder criterion sets leads to clinically
inaccurate descriptions, but including the same item in
multiple criterion sets leads to comorbidity. As now constituted, axis II cannot transcend this inherent paradox.
The paradox can be resolved by 1) expanding the size of
the criterion sets, and 2) diagnosing personality disorders
as configurations or gestalts rather than by tabulating individual symptoms (an approach to diagnosis we have
previously addressed [10, 27]). For example, our composite descriptions of narcissistic and antisocial personality
disorders contain numerous overlapping traits, yet they
are conceptually distinct and would be difficult to confuse. Expanding the size of the criterion sets would 1) help
bridge the gap between science and practice by making
DSM personality disorder descriptions more faithful to
clinical reality, 2) make the personality disorder descriptions more faithful to the theoretical construct of personality disorder (i.e., multifaceted syndromes), and 3) reduce
comorbidity among personality disorders by making the
diagnostic categories more distinct.
http://ajp.psychiatryonline.org
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REFINING PERSONALITY DISORDER DIAGNOSIS
TABLE 6. Clinical Prototypes for Cluster C Personality Disorders From a National Sample of Psychiatrists and Clinical
Psychologists Using the SWAP-200
Mean
Scoreb

Personality Disorder and SWAP-200 Itema
AVOIDANT PERSONALITY DISORDER
Tends to avoid social situations because of fear of embarrassment or humiliation.
Lacks close friendships and relationships.
Tends to be shy or reserved in social situations.
Tends to feel ashamed or embarrassed.
Tends to be anxious.
Tends to feel like an outcast or outsider; feels as if s/he does not truly belong.
Tends to feel s/he is inadequate, inferior, or a failure.
Lacks social skills; tends to be socially awkward or inappropriate.
Tends to fear s/he will be rejected or abandoned by those who are emotionally significant.
Tends to be inhibited or constricted; has difficulty allowing self to acknowledge or express wishes and impulses.
Tends to be passive and unassertive.
Appears afraid of commitment to a long-term love relationship.
Appears inhibited about pursuing goals or successes; aspirations or achievements tend to be below his/her potential.
Has difficulty acknowledging or expressing anger.
Tends to feel helpless, powerless, or at the mercy of forces outside his/her control.
Tends to feel misunderstood, mistreated, or victimized.
Is simultaneously needy of, and rejecting toward, others (e.g., craves intimacy and caring, but tends to reject it when offered).
Tends to feel unhappy, depressed, or despondent.
Tends to deny or disavow own needs for caring, comfort, closeness, etc., or to consider such needs unacceptable.
Tends to feel s/he is not his/her true self with others; tends to feel false or fraudulent.
DEPENDENT PERSONALITY DISORDER
Tends to be overly needy or dependent; requires excessive reassurance or approval.
Tends to be ingratiating or submissive (e.g., may consent to things s/he does not agree with or does not want to do, in the hope of
getting support or approval).
Tends to fear s/he will be rejected or abandoned by those who are emotionally significant.
Appears to fear being alone; may go to great lengths to avoid being alone.
Tends to be passive and unassertive.
Tends to feel helpless, powerless, or at the mercy of forces outside his/her control.
Is unable to soothe or comfort self when distressed; requires involvement of another person to help regulate affect.
Tends to feel s/he is inadequate, inferior, or a failure.
Tends to be suggestible or easily influenced.
Has trouble making decisions; tends to be indecisive or to vacillate when faced with choices.
Tends to get drawn into or remain in relationships in which s/he is emotionally or physically abused.
Tends to become attached quickly or intensely; develops feelings, expectations, etc. that are not warranted by the history or context
of the relationship.
Tends to be insufficiently concerned with meeting own needs; appears not to feel entitled to get or ask for things s/he deserves.
Fantasizes about finding ideal, perfect love.
Seems to know less about the ways of the world than might be expected, given his/her intelligence, background, etc.; appears naive
or innocent.
Tends to idealize certain others in unrealistic ways; sees them as “all good,” to the exclusion of commonplace human defects.
Tends to express aggression in passive and indirect ways (e.g., may make mistakes, procrastinate, forget, become sulky, etc.).
Appears inhibited about pursuing goals or successes; aspirations or achievements tend to be below his/her potential.
Tends to blame self or feel responsible for bad things that happen.
Tends to feel guilty.
OBSESSIVE-COMPULSIVE PERSONALITY DISORDER
Tends to be overly concerned with rules, procedures, order, organization, schedules, etc.
Tends to adhere rigidly to daily routines and become anxious or uncomfortable when they are altered.
Tends to become absorbed in details, often to the point that s/he misses what is significant in the situation.
Is excessively devoted to work and productivity, to the detriment of leisure and relationships.
Has difficulty discarding things even when they are worn-out or worthless; tends to hoard, collect, or hold onto things.
Tends to be controlling.
Tends to be self-critical; sets unrealistically high standards for self and is intolerant of own human defects.
Tends to be preoccupied with concerns about dirt, cleanliness, contamination, etc. (e.g., drinking from another person’s glass,
sitting on public toilet seats, etc.).
Tends to be stingy and withholding (whether of money, ideas, emotions, etc.).
Tends to be inhibited or constricted; has difficulty allowing self to acknowledge or express wishes and impulses.
Expects self to be “perfect” (e.g., in appearance, achievements, performance, etc.).
Tends to be conscientious and responsible.
Tends to be self-righteous or moralistic.
Has trouble making decisions; tends to be indecisive or to vacillate when faced with choices.
Is troubled by recurrent obsessional thoughts that s/he experiences as senseless and intrusive.
Has moral and ethical standards and strives to live up to them.
a Items presented in descending order of diagnostic import.
b Higher scores indicate the item is more descriptive of the disorder
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6.44
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6.32
6.32
6.05
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5.00

than other items in the SWAP-200 set.
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TABLE 7. Composite Descriptions of Actual Cluster C Cases From a National Sample of Psychiatrists and Clinical Psychologists Using the SWAP-200
Personality Disorder and SWAP-200 Itema
AVOIDANT PERSONALITY DISORDER
Tends to feel s/he is inadequate, inferior, or a failure.
Tends to be shy or reserved in social situations.
Tends to avoid social situations because of fear of embarrassment or humiliation.
Tends to feel ashamed or embarrassed.
Tends to be anxious.
Tends to feel like an outcast or outsider; feels as if s/he does not truly belong.
Tends to be inhibited or constricted; has difficulty allowing self to acknowledge or express wishes and impulses.
Tends to be passive and unassertive.
Tends to feel unhappy, depressed, or despondent.
Tends to be self-critical; sets unrealistically high standards for self and is intolerant of own human defects.
Lacks close friendships and relationships.
Tends to blame self or feel responsible for bad things that happen.
Tends to fear s/he will be rejected or abandoned by those who are emotionally significant.
Tends to feel guilty.
Lacks social skills; tends to be socially awkward or inappropriate.
Appears inhibited about pursuing goals or successes; aspirations or achievements tend to be below his/her potential.
DEPENDENT PERSONALITY DISORDER
Tends to be overly needy or dependent; requires excessive reassurance or approval.
Tends to fear s/he will be rejected or abandoned by those who are emotionally significant.
Tends to feel s/he is inadequate, inferior, or a failure.
Tends to feel unhappy, depressed, or despondent.
Tends to be ingratiating or submissive (e.g., may consent to things s/he does not agree with or does not want to do, in the hope of
getting support or approval).
Tends to feel helpless, powerless, or at the mercy of forces outside his/her control.
Tends to feel guilty.
Tends to be passive and unassertive.
Tends to be anxious.
Tends to blame self or feel responsible for bad things that happen.
Has difficulty acknowledging or expressing anger.
Tends to feel ashamed or embarrassed.
Is unable to soothe or comfort self when distressed; requires involvement of another person to help regulate affect.
Has trouble making decisions; tends to be indecisive or to vacillate when faced with choices.
Appears inhibited about pursuing goals or successes; aspirations or achievements tend to be below his/her potential.
Tends to express aggression in passive and indirect ways (e.g., may make mistakes, procrastinate, forget, become sulky, etc.).
Tends to get drawn into or remain in relationships in which s/he is emotionally or physically abused.
OBSESSIVE-COMPULSIVE PERSONALITY DISORDER
Tends to be conscientious and responsible.
Tends to be self-critical; sets unrealistically high standards for self and is intolerant of own human defects.
Has moral and ethical standards and strives to live up to them.
Tends to be overly concerned with rules, procedures, order, organization, schedules, etc.
Tends to be anxious.
Tends to be controlling.
Tends to become absorbed in details, often to the point that s/he misses what is significant in the situation.
Expects self to be “perfect” (e.g., in appearance, achievements, performance, etc.).
Tends to blame self or feel responsible for bad things that happen.
Tends to feel guilty.
Tends to adhere rigidly to daily routines and become anxious or uncomfortable when they are altered.
Is troubled by recurrent obsessional thoughts that s/he experiences as senseless and intrusive.
Is articulate; can express self well in words.
Tends to be inhibited or constricted; has difficulty allowing self to acknowledge or express wishes and impulses.
Is excessively devoted to work and productivity, to the detriment of leisure and relationships.
Tends to feel unhappy, depressed, or despondent.
Has difficulty allowing self to experience strong pleasurable emotions (e.g., excitement, joy, pride).
a Items presented in descending order of diagnostic import.
b Higher scores indicate the item is more descriptive of the disorder

Addressing Inner Experience
A second consistent theme is that DSM-IV tends to underemphasize aspects of inner experience or mental life
that are centrally defining of personality disorders; this
limits both its clinical relevance and empirical fidelity. For
example, the data strongly indicate that externalization
and projection are central and defining features of paranoid personality disorder, yet they are not included in the
Am J Psychiatry 161:8, August 2004

Mean
Scoreb
6.34
6.26
5.94
5.71
5.60
5.51
5.31
5.29
5.20
4.91
4.89
4.86
4.83
4.77
4.74
4.49
6.13
5.55
5.47
5.26
5.24
5.16
4.89
4.76
4.55
4.53
4.53
4.39
4.37
4.26
4.21
4.03
3.79
5.83
5.20
5.17
4.89
4.86
4.80
4.74
4.69
4.49
4.43
4.29
4.26
4.26
4.14
4.11
4.09
3.97

than other items in the SWAP-200 set.

DSM-IV criterion set, which instead emphasizes multiple
redundant indicators of chronic suspiciousness. The data
indicate that hostility, sadism, lack of empathy, lack of remorse, lack of insight, self-importance, and power-seeking are defining of antisocial personality disorder. However, these aspects of mental life are absent from the DSM
description, which instead emphasizes behavioral markers such as criminality and lack of stable employment.
http://ajp.psychiatryonline.org
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Feelings of inadequacy and inferiority, shame, embarrassment, passivity, depression, anxiety, self-blame, and guilt
appear centrally defining of avoidant and dependent personality disorders. Instead, DSM-IV emphasizes behavioral indicators of social avoidance in the former and dependency in the latter.
Some researchers may object to diagnostic criteria that
address inner experience on the grounds that they are theory-laden or cannot be assessed reliably. However, DSMIV already includes diagnostic criteria that require inferences about inner experience (e.g., lack of empathy, sense
of entitlement, identity disturbance), so the issue is really
one of relative emphasis. Second, our data indicate that
clinicians of all theoretical persuasions can and do attend
to mental life or inner experience. The omission of psychological constructs relevant to such a broad spectrum of
clinicians makes personality disorder diagnosis less clinically relevant and contributes to an unnecessary schism
between science and practice. Finally, the question of reliability is an empirical one. SWAP-200 personality descriptions appear as reliable as diagnoses based on structured
interviews that emphasize self-report and behavioral
signs. Clinical inference, when harnessed and quantified
using a method such as the SWAP-200, can be highly reliable. Prior studies by Shedler and his associates (49, 50)
have also demonstrated the reliability and validity of clinical inference.

Identifying Distinct Diagnoses
The present study focuses on the diagnostic categories
currently defined by DSM-IV, but the findings raise broader
questions about whether these categories are the optimal
ones. For example, the composite descriptions of avoidant
and dependent personality disorders overlap substantially
and contain numerous features that may be better characterized in terms of a depressive or dysphoric personality
syndrome (e.g., the tendency to feel unhappy, depressed,
despondent; to feel inadequate, inferior, or a failure; to
blame themselves for bad things that happen; to be inhibited about pursuing goals or successes; to feel ashamed or
embarrassed; to fear rejection and abandonment; etc.). A
depressive or dysphoric personality disorder category
should be considered for DSM-V (9).
The findings also do not support a distinction between
borderline and histrionic personality disorders as configured in the last three editions of the DSM. Patients diagnosed with these disorders share too many features to allow clear conceptual or empirical distinctions. In the
evolution of the historical concept of hysterical personality style (44) to the contemporary concept of histrionic
personality disorder, DSM appears to have “ratcheted up”
the severity of the syndrome to a degree that renders it a
borderline-spectrum disturbance (51) (what Kernberg [52]
might describe as a hysterical style organized at a borderline level of functioning). Moreover, the DSM-IV criteria
for borderline personality disorder fail to capture the in-
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tense emotional pain that appears central to borderline
personality.
In four independent samples (9, 31, 33, 53), we have
found that most patients with DSM-defined borderline
and histrionic personality disorders fall into one of two
empirical groupings. One group is defined by emotional
dysregulation—that is, intensely painful affect that spirals
out of control and often elicits desperate attempts to regulate it (e.g., self-cutting, suicidal gestures, etc.). The other
group is defined by a dramatic style of affect expression,
sexual seductiveness, an impulsive cognitive style, and
somatization. These findings suggest different ways to
draw the boundaries between histrionic and borderline
personality disorders for DSM-V.
Finally, patients diagnosed with schizoid and schizotypal personality disorders share so many overlapping features that they are empirically indistinguishable. A single,
combined personality disorder category might better fit
the data, perhaps with an additional qualifier to indicate
whether the patient has positive symptoms of schizotypy
(understood as a trait, not a personality type [8]).

A Prototype Matching Approach to Diagnosis
The current DSM procedure for diagnosing personality
disorders involves making present/absent judgments
about a small number of diagnostic criteria, then counting the number of criteria judged “present” to determine
whether the number crosses a specified threshold. When
disorders are diagnosed this way, thresholds for judging
criteria “present” are arbitrary for most criteria (e.g., how
little empathy constitutes a lack of empathy?), and any
overlap in criteria across personality disorders becomes a
source of undesired comorbidity.
Consider instead the prototype matching approach illustrated in Figure 1. The personality disorder description
or prototype is made up of statements from the composite
description of actual antisocial patients (Table 5), here arranged in paragraph form. The clinician’s task is to consider the description as a whole—that is, as a configuration or gestalt—and to rate the degree of similarity or
match between the prototype and a particular patient.
The resulting diagnosis can be treated dimensionally (a 1–5
rating), or it can be treated categorically where a present/
absent decision facilitates clinical communication (with a
rating ≥4 indicating “caseness”) (10, 27).
This prototype matching method is arguably a more
faithful rendition of the prototype-based approach to classification that has informed recent editions of the DSM,
particularly the implementation of polythetic diagnostic
decision rules (i.e., multiple criteria, none of which is necessary for diagnosis). However, the proposed prototype
matching approach has several advantages. First, clinicians can consider individual criteria in the context of an
overall gestalt. Each item is contextualized by the whole,
and no single item can “make” or “break” the diagnosis. As
a result, personality disorders with overlapping features
Am J Psychiatry 161:8, August 2004
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FIGURE 1. Antisocial Personality Disorder Prototype

Antisocial Personality Disorder Prototype
Patients with this personality syndrome tend to take
advantage of others, are “out for number one,” and have
little investment in moral values. They tend to be
deceitful, to lie or mislead, and to engage in unlawful or
criminal behavior. They have little empathy, appear to
experience no remorse for harm or injury caused to
others, and may show reckless disregard for the rights,
property, or safety of others. They tend to act impulsively,
without regard for consequences. They seem unconcerned
with consequences and appear to feel immune or
invulnerable. They tend to be unreliable and irresponsible
(e.g., they may fail to meet work obligations or honor

financial commitments). Patients with this syndrome try to
manipulate others’ emotions to get what they want. They
tend to be angry or hostile, to seek power or influence over
others, and to be critical of others. They appear to gain
pleasure or satisfaction by being sadistic or aggressive.
They may abuse alcohol. They tend to be conflicted about
authority and are prone to get into power struggles. They
blame others for their own failures or shortcomings and
appear to believe that their problems are caused entirely
by external factors. They have little psychological insight
into their motives and behavior. They may have an
exaggerated sense of self-importance.

Please form an overall impression of the type of person described, then rate the extent to which your patient matches or
resembles this prototype.

5

very good match (patient exemplifies this disorder; prototypical case)

4

good match (patient has this disorder; diagnosis applies)

3

moderate match (patient has significant features of this disorder)

2

slight match (patient has minor features of this disorder)

1

no match (description does not apply)

Diagnosis

Features

Limitations

Selection bias may have also played a role in the clinicians’ choices regarding the patients they described. We
sought to minimize this type of bias by specifying the specific personality disorder for each clinician to describe as
well as other parameters, but we cannot rule it out (e.g.,
clinicians treating more than one patient who met the
study criteria may have selected the patient who seemed
more interesting or prototypical). In subsequent research
we have implemented procedures to maximize the likelihood not only of random selection of clinicians but also of
random selection of patients by clinicians, and similar
findings are emerging.

This study is primarily exploratory, aimed at generating
hypotheses and identifying constructs and variables for
further investigation. One limitation concerns the sampling method. Although the clinicians invited to participate in the study constituted a random sample, an unknown degree of self-selection may have influenced the
findings. It is probable that the reporting clinicians had a
greater-than-average interest in personality and personality disorders, which may be associated with differences in
training, experience, or theoretical commitments. The
concern is mitigated somewhat by the fact that the sample
did include clinicians of diverse theoretical orientations
and practice settings, and comparable findings emerged
in separate analyses stratified by theoretical orientation.
However, future studies using larger samples and more
rigorous sampling methods are warranted.

Finally, an important limitation is that the assessors were
not blind to the diagnosis of the patients they were assessing, leading to the possibility of confirmatory biases. The
strongest version of this criticism is that clinicians who described current patients may have described their stereotypes or theoretical preconceptions rather than the actual
characteristics of their patients. This seems implausible,
given the pattern of findings that have emerged from this
data set (see reference 9 for a detailed discussion). For example, the considerable discrepancy for some personality
disorders between clinical prototypes and composite descriptions indicate that the clinicians were indeed describing the characteristics of their patients, not their theories.
Other, more subtle confirmatory biases cannot be ruled
out. Future studies (currently underway) can minimize
such biases to some extent by asking clinicians to describe

can be clinically distinct and empirically uncorrelated
(e.g., as illustrated by the composite descriptions of antisocial and narcissistic patients [9]). Second, this approach
appears closer to the way clinicians make diagnoses in
practice; research currently underway suggests that clinicians find a prototype-matching approach easier to apply
than the symptom counting approach of DSM-IV. Third, a
prototype-matching approach provides dimensional personality disorder assessments, allowing clinicians and researchers to diagnose pathology on a continuum instead
of categorically diagnosing disorders as present/absent.
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randomly selected patients without specific personality
disorder diagnoses.

Conclusions
Perhaps the greatest challenge in personality disorder
research is how to integrate the findings of empirical studies with those of the clinical consulting room. This study
represents one step in the direction of integration. It draws
on the combined experience of seasoned clinical practitioners, while utilizing empirical methods to harness the
resulting information. We rely on clinical practitioners to
do what they do best, namely making specific and detailed
observations and inferences about the individual patients
they know and treat. We rely on quantitative methods to
do what they do best, namely aggregating data across patients to identify patterns and commonalities (36). We believe such integration of science and practice is essential
to developing a classification of personality syndromes
that is both empirically sound and clinically useful.
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