
Am J Psychiatry 155:12, December 1998 1767

Brief Reports

Limitations of Axis II in Diagnosing
Personality Pathology in Clinical Practice

Drew Westen, Ph.D., and Laura Arkowitz-Westen, Ph.D.

Objective: DSM-IV’s axis II is limited to severe personality disturbances, posing difficulty
for diagnosing less severe but nonetheless clinically significant personality pathology. The
authors examined the percentage of patients treated in clinical practice for personality pa-
thology who are diagnosable with DSM-IV. Method: Psychiatrists and psychologists from
a random national sample provided diagnostic data on 714 patients treated for enduring,
maladaptive personality patterns. Results: Only 39.4% of the patients had diagnosable
axis II disorders. This percentage was relatively stable across clinicians’ theoretical orien-
tations and did not vary substantially when axis I diagnosis was controlled for. Conclu-
sions: DSM-IV cannot be used to diagnose most patients being treated for personality
problems. The range of axis II should be broadened to encompass the range of personality
pathology seen in clinical practice. 

(Am J Psychiatry 1998; 155:1767–1771)

Clinical observation suggests that much of the per-
sonality pathology clinicians see and treat in practice
may not be captured by axis II of DSM-IV (1, 2). Per-
sonality refers to enduring patterns of cognition, emo-
tion, motivation, and behavior that are activated in
particular circumstances (see references 3–5). A persis-
tent but nondebilitating maladaptive pattern of
thought, feeling, motivation, or behavior may com-
mand substantial, and appropriate, clinical attention,
but because it does not cross a high threshold, it is of-
ten undiagnosable. Nothing guarantees that problems
such as difficulties with authority figures or intimate
attachment relationships can always be understood as
subclinical manifestations of one of the current 10 axis
II disorders or subsumed by axis I categories.

For example, a person with clinically significant re-
jection sensitivity or abandonment fears may or may
not be accurately described as having “borderline fea-
tures,” although this is the only way such a problem
can be diagnosed by using DSM-IV. The literature on

adult attachment (see, for instance, references 6 and 7)
suggests that abandonment fears are prominent in
many individuals without other borderline symptoms,
for whom a description of “borderline features” would
be misleading. Other clinically significant personality
problems, such as difficulty in committing oneself to
relationships, repeatedly choosing relationships that
are unsatisfying, or chronically feeling guilty or being
perfectionistic, do not bear an obvious relation to any
axis II (or axis I) disorder.

As part of a larger study, one of us (D.W.) recently
surveyed a group of experienced clinicians at Harvard
Medical School, asking whether they were currently
treating patients for “neurotic” personality patterns
that could not be diagnosed on axis II (2). Of this
group, 86.5% reported that they did, and in free-re-
sponse format they described an array of patterns,
such as difficulty with self-esteem, authority problems,
difficulties with peers, and difficulties in intimate rela-
tionships. The data from this pilot study are sugges-
tive, but they reflect a small study group that may not
be representative and they leave many questions unan-
swered. The present study was designed to extend
these findings by 1) using a large, representative na-
tional sample of psychiatrists and clinical psycholo-
gists; 2) ascertaining the percentage of patients these
clinicians treat for personality pathology who can or
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cannot be diagnosed by using axis II; 3) examining the
nature and prevalence of the personality patterns not
on axis II that clinicians report observing and treating;
4) controlling for theoretical orientation, since adher-
ents of some theoretical perspectives may be more
likely to look for or address personality pathology that
proponents of other perspectives might not find com-
pelling or meaningful; and 5) controlling for axis I di-
agnosis, since personality pathology not diagnosable
on axis II might be diagnosable on axis I.

METHOD

As part of a broader program of research in which clinicians are
providing data to help refine axis II categories, criteria, and diagnos-
tic procedures (8, 9), we contacted 7,000 clinicians from the registers
of the American Psychiatric Association and the American Psycho-
logical Association. Of the contacted clinicians, 2,400 indicated a
willingness to participate in future studies. These respondents were a
highly experienced group: the mean time since residency or postdoc-
toral training was 18.18 years (SD=9.56, range=1–50). Several had
multiple institutional affiliations: 32.7% worked in hospitals at least
part-time, 20.5% worked in outpatient clinics, 83.9% had private
practices, and 11.4% worked in forensic settings. When asked about
primary theoretical orientation, responses were as follows: psycho-
dynamic or psychoanalytic, 44.8%; cognitive behavioral, 16.1%; bi-
ological or systemic, 4.9%; and eclectic, 34.2%.

For the present study, we surveyed 800 randomly selected clini-
cians from this sample of 2,400. Each participant was asked to de-
scribe the last three nonpsychotic adult patients he or she had seen
before completing the form who were being treated with psychother-
apy “for enduring patterns of thought, feeling, motivation, or behav-
ior that are dysfunctional or lead to distress. Their personality prob-
lems may or may not be serious enough to qualify for a personality
disorder diagnosis.” The clinicians were then instructed to mark an
“X” on a grid next to any of the problems or diagnoses they consid-
ered “present and clinically significant.”

The grid consisted of a checklist including 1) all of the personality
disorders from DSM-IV; 2) four prevalent axis I categories poten-
tially related to personality pathology (mood disorders, anxiety dis-
orders, substance use disorders, and adjustment disorders); and 3) a
list of problems that do not necessarily meet the criteria for any per-
sonality disorder—including problems with intimacy, emotional
constriction, impulsivity, and problems with self-esteem—derived
from prior free-response survey responses. The complete list of diag-
noses and problems is shown in table 1. We asked the participants to
describe the last three patients each of them had seen, to avoid biases
in patient selection, and we chose a relatively theory-neutral defini-
tion of personality pathology (enduring, maladaptive patterns of
thought, feeling, motivation, and behavior). We specified patients
treated with psychotherapy for these problems to avoid the possibil-
ity that the respondents would describe state rather than trait disor-
ders, which could have produced an artifactual underdiagnosis of
axis II conditions (for example, if they considered any patient treated
with antidepressants to have personality pathology). We specified
that the problem must be present and clinically significant (requiring
clinical attention), in an effort to guarantee that the clinicians’
thresholds for reporting non-axis-II personality pathology would
not be too low.

RESULTS

The 238 responding clinicians (29.8% response rate)
described a total of 714 patients. Of the 236 who indi-
cated their professional status, 36.4% were psychia-
trists and 63.6% were psychologists. Table 1 presents

the major findings for the entire sample, indicating the
percentage of patients diagnosed with any personality
disorder, with each of the current axis II personality
disorders, with the axis I disorders that could present
potential confounds, and with specific personality
problems not currently represented on axis II. We also
analyzed the data by stratifying according to the clini-
cians’ theoretical orientations.

As can be seen from the table, only 39.4% of the
overall sample were diagnosed with personality disor-
ders. (This percentage did not vary by clinician’s de-
gree: M.D., 35.2%; Ph.D., 38.3%.) As can be seen
from the table, this figure was relatively consistent
across therapists’ theoretical orientations as well. To
minimize the potential influence of rater variance on
the findings (that is, to ensure that a small number of
clinicians did not bias the findings in either direction
by over- or underreporting personality disorders), we
performed three secondary analyses, independently as-
sessing the frequency of personality disorders for the
first, second, and third patients described by each clini-
cian. Rater variance had minimal effect: for psychody-
namic clinicians, the percentage of patients with per-
sonality disorders ranged from 38.4% to 45.6%; for
cognitive behavioral clinicians, 30.8% to 34.6%; and
for eclectic clinicians, 33.3% to 37.5%.

The same consistency across theoretical orientations
is apparent for non-axis-II personality problems, the
most common of which were difficulties with intimacy
and commitment; assertiveness, anger, or aggression;
separation, abandonment, or rejection; current couple,
family, or marital relationships; persistent patterns of
depressive and anxious symptoms that do not neces-
sarily meet axis I criteria; and problems with self-es-
teem. Over one-half of the items on the list of person-
ality problems not in axis II were individually more
prevalent than all axis II disorders combined.

Next, we compared patients with and without co-
morbid axis I conditions, to see whether the presence
of axis I disorders accounted for the large percentage
of patients without axis II diagnoses. Axis I diagnosis
had only a limited impact. Among patients with co-
morbid mood disorders, anxiety disorders, substance
use disorders, and adjustment disorders, the percent-
ages of patients with personality disorder diagnoses
were 40.6%, 50.7%, 57.1%, and 25.0%, respectively.
For patients without these comorbid axis I conditions,
the percentages were 38.4%, 36.5%, 37.7%, and
42.1%, respectively. These data suggest that axis I can-
not account for the roughly one-half of patients with
personality pathology who cannot be diagnosed on
axis II. Of particular interest are the data on mood dis-
orders, which were highly prevalent in the sample
(45.6%) and could potentially have accounted for
some of the pathological personality patterns the clini-
cians endorsed. This was not, however, the case. Ex-
cept for the tendency to experience sadness, anxiety,
shyness, and low self-esteem, the frequency of both
axis II disorders and personality problems not repre-
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sented on axis II differed little between patients with
and without mood disorders.

Finally, we compared the data for patients with and
without axis II diagnoses. Not surprisingly, patients
without personality disorders were described as having
fewer of the problems listed than those with axis II di-
agnoses. The patients with axis II diagnoses had more
problems with intimacy, authority problems, difficulty
in peer relationships, work inhibition, conflict with co-
workers, impulsivity, and narcissistic trends than those
without personality disorders.

DISCUSSION

The aim of the multiaxial system in DSM-IV is to
provide a “comprehensive and systematic evaluation”

of the patient’s pathology that includes information
“that might be overlooked if the focus were on assess-
ing a single presenting problem” (p. 25). This is an im-
portant and clinically useful goal. Our data suggest,
however, that attainment of this goal has been hin-
dered by the inadequacy of axis II in assessing the
broad range of personality problems for which pa-
tients seek treatment and that clinicians report ad-
dressing. Although the methods used in this study were
simple and straightforward, the findings document a
substantial gulf between clinical practice and the diag-
nostic manual designed to inform it: The majority of
patients with personality pathology significant enough
to warrant clinical psychotherapeutic attention
(60.6%) are currently undiagnosable on axis II. Nei-
ther the clinician’s theoretical orientation nor the pres-
ence of any axis I condition (conservatively including

TABLE 1. Rates of Axis I and II Disorders and Other Personality Pathology in 714 Psychotherapy Patients, by Clinician’s Theoret -
ical Orientation a

Percent of Patients

Disorder
Total

(238 Clinicians)
Psychodynamic 
(125 Clinicians)

Cognitive
Behavioral

(26 Clinicians)
Eclectic

(65 Clinicians)

Axis II personality disorders
Any 39.4 42.4 32.5 35.4
Paranoid 1.5 1.3 1.3 2.6
Schizoid 1.8 2.9 1.3 0.5
Schizotypal 0.6 0.3 1.3 1.0
Antisocial 2.1 2.1 1.3 2.1
Borderline 10.1 9.3 7.8 12.0
Narcissistic 8.5 11.2 3.9 5.7
Histrionic 3.4 3.5 1.3 4.7
Avoidant 7.3 7.7 7.8 5.7
Obsessive-compulsive 6.4 9.6 1.3 1.6
Dependent 8.7 9.1 10.4 7.3

Axis I disorders
Major depressive, bipolar, dysthymic, or other mood disorder 45.6 40.0 53.2 54.7
Panic disorder, agoraphobia, or other anxiety disorder 20.7 18.7 23.4 22.4
Substance use disorder 8.8 8.3 9.1 9.9
Adjustment disorder 15.7 12.0 20.8 21.4

Problems that do not meet criteria for any personality disorder
Problems with intimacy, relatedness, or commitment in close 

relationships 69.9 72.5 62.3 68.8
Difficulty with assertiveness or expression of anger or ag-

gression (e.g., difficulty expressing anger, expressing ag-
gression passively, or expressing anger explosively) 71.2 72.0 70.1 70.8

Authority problems 36.0 37.6 33.8 33.3
Shyness or difficulty getting close to people or making friends 34.9 32.5 35.1 40.1
Problems with separation, abandonment, or rejection 60.4 61.1 57.1 60.9
Problems in current marital, couple, or family relationship 62.8 61.1 58.4 69.3
Work inhibition (trouble getting work done, underachieve-

ment, etc.) 30.6 29.3 32.5 31.8
Difficulty getting along with people at work 19.6 18.7 23.4 21.4
Tendency to become depressed 70.0 66.9 76.6 74.0
Tendency to become anxious 58.6 56.8 61.0 60.4
Tendency to feel ashamed or guilty 56.2 57.3 50.6 57.8
Problems with self-esteem (such as feeling inadequate or in-

competent) 68.6 68.0 70.1 69.8
Emotional constriction (lack of access to emotion, etc.) 35.2 36.0 33.8 38.5
Rigidity, constriction of impulses, or overcontrol of impulses 29.5 33.1 23.4 26.0
Impulsivity 28.9 29.1 24.7 29.2
Perfectionism or high self-criticism 48.1 51.5 40.3 46.9
Tendency to devalue others, be self-preoccupied, or have 

highly variable (labile) self-esteem 32.2 33.3 27.3 31.3
a Some clinicians did not specify a theoretical orientation or indicated an infrequent one. Data for those clinicians are included in the total

percentages.
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even dysthymia, which is arguably a trait rather than
state disturbance) influenced the findings.

One could raise several potential objections to this
study, the most important of which is that clinicians’
diagnoses may be unreliable. Several considerations,
however, limit this concern. First, findings across theo-
retical orientations were almost identical. It would be
hard to imagine that if clinicians are making gross di-
agnostic errors (in particular, if they are dramatically
underdiagnosing axis II disorders), that they are doing
so in equal numbers in every theoretical orientation,
when some theories (such as psychoanalysis) focus
more heavily on personality patterns not reflected in
axis II. The descriptions of patients from clinicians
with the three most prevalent theoretical orientations
in the sample can be considered three separate groups
that converge on the same findings; so, too, can the
findings for the first, second, and third patient de-
scribed by each clinician. Second, the findings were
nearly identical for psychologists and psychiatrists.
Given the substantial differences in their training, it is
again difficult to imagine that each group indepen-
dently is making the same errors of underdiagnosis.
Third, the relative prevalence rates for the individual
axis II diagnoses provided by the clinicians in this sam-
ple for patients diagnosed with axis II disorders were
similar to the results of epidemiological studies of per-
sonality disorders (e.g., 1.4% schizotypal versus
21.6% borderline). Fourth, the participants in this
study were experienced clinicians, with an average of
over 18 years of clinical experience. If even seasoned
clinicians cannot use DSM-IV with some degree of ac-
curacy in diagnosing severe personality pathology,
then the diagnostic manual is even more problematic
than we are suggesting. Finally, there is no reason to
assume that the respondents to this study would sys-
tematically under- rather than overdiagnose personal-
ity pathology. The more likely possibility is the oppo-
site—that given their familiarity with DSM-IV, they
would fail to recognize personality pathology that can-
not be readily categorized by using the current diag-
nostic system.

A second objection is that perhaps most personality
pathology would be diagnosed by clinicians as person-
ality disorder not otherwise specified. Two factors,
however, limit this objection. First, patients without
personality disorders in this sample were clearly
healthier than patients with personality disorders on
most dimensions. Thus, the absence of a personality
disorder diagnosis was not likely to reflect simply the
clinician’s inability to find a personality disorder cate-
gory that fit the data. Second, even if the patients not
currently covered by existing axis II categories could
be diagnosed with personality disorder not otherwise
specified, that would mean that the majority of pa-
tients with personality disorders have to be placed into
a nondescript residual category that conveys no infor-
mation about their personality characteristics. Either
way, new categories or dimensions need to be defined

in order to classify the 60.6% of patients who do not
fit into any of the current categories.

Finally, one could argue that a 29.8% response rate
might have led to an unrepresentative sample. Because
the participants were unpaid, however, the response
rate seems reasonable, given the many constraints on
the time of experienced professionals. Further, any sys-
tematic bias in the sample would likely have led to a
conservative bias for the present taxonomy since clini-
cians interested enough in personality pathology to
complete the survey would be more likely to over-
rather than underdiagnose axis II disorders.

Axis II could potentially be amended in one of three
ways to increase its comprehensiveness. The first is
simply to include additional categories to reflect less
severe personality disturbances (e.g., depressive per-
sonality style, obsessional style, hysterical style, impul-
sive style, emotionally constricted style), selected em-
pirically through procedures such as cluster analysis
(9). A second is to replace the current categorical sys-
tem with a dimensional system, either derived from
factor analysis, as several researchers have advocated
(10–13), or by using Likert ratings (e.g., on a 1–7
scale) of the existing personality disorders plus addi-
tional dimensions of personality pathology not cur-
rently represented on axis II (for instance, a patient
might be rated as 7 on borderline, 4 on histrionic, and
so forth).

A third possibility is to replace or supplement axis II
with a functional assessment of personality. A func-
tional assessment is essentially a case formulation,
which addresses the relevant domains of personality
functioning. The categorical approach in DSM-IV and
the dimensional approaches currently being proposed
pose diagnostic questions of the form “Does the pa-
tient cross the threshold for narcissistic personality dis-
order?” or “How low is the patient on the trait of
agreeableness?” A functional assessment, in contrast,
asks, “Under what circumstances are which dysfunc-
tional cognitive, affective, motivational, and behav-
ioral patterns likely to occur?” Thus, instead of prima-
rily asking whether a person can be categorized as
extremely narcissistic or disagreeable, this approach
asks a series of questions such as, “Is the patient vul-
nerable to feeling ashamed and humiliated? Does this
happen primarily with peers, authority figures, or ro-
mantic relationships? Does the patient respond to
shame or humiliation by defensively devaluing others,
by devaluing the self, or both?” This approach is clini-
cally useful, is compatible with either categorical or di-
mensional diagnoses, and can be assessed reliably by
using diagnostic methods that mirror the way clini-
cians diagnose personality in practice (8, 14).
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