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�Introduction

The fifth edition of the Diagnostic and Statistical 
Manual of mental disorders preserved with mini-
mal modifications the categorical classification 
of previous editions for personality disorders 
(PD), influenced by the traditions of Schneider 
and Kraepelin [1]. Although some researchers 
predicted an imminent advance towards the 
installation of a dimensional system, it was 
imposed a period of coexistence of models sug-
gested by others [2]. Thus, Section III of the 
manual presented an alternative model, con-
ceived as a palliative for possible deficiencies 
derived from the use of the categorical system.

There were proposed seven general criteria to 
diagnose and a double assessment that includes 
the level of personality deterioration and the exis-
tence of pathological features [3]. That is to say 
that despite the fact that certain authors have 
noticed the poor validation and the high overlap 
between the diagnostic criteria of each of the dis-
orders included in the three clusters, the defini-
tive leap towards a dimensional-factorial system 
has not been made. The explicit purpose of “pre-
serving a continuity with current clinical prac-
tice” was explicitly stated, although the 
inadequacy of current nosography has been 
empirically recognized. This chapter does not 
propose an exhaustive analysis of the dimen-
sional model of the DSM-5 but a review of its 
potential advantages and certain limitations 
attributable to this type of system, considering 
methodological aspects involved in the genera-
tion of evidence and underlying hypotheses and 
problems that remain unsolved.

�Critics and Limitations 
of the Categorial Model for PDs 
in the DSM-5

Explicitly, the authors of the DSM-5 postulated 
that their categorical perspective implies the 
understanding of PDs as isolated and differentia-
ble entities [4], which contrasts with the overlap-
ping of diagnostic criteria between different 

categories and the number of possible combina-
tions that could lead to confirmation in each case. 
In addition, it has been pointed out that the divi-
sion into three clusters (A, “eccentric”; B, “dra-
matic, emotional, and erratic”; and C, “anxious, 
fearful”) seems to be based on a simplicity crite-
ria, despite the great amount of evidence that 
questions its empirical validation [1]. Even so, 
some of the arguments that justify their perma-
nence cannot be dismissed either. It is due to the 
fact that the system expresses in a dichotomous 
way the decision linked to the “need or inadmis-
sibility of administering treatment.” Moreover, it 
facilitates the communication and training of cli-
nicians and aims the discussion to large patho-
logical groups supported by a long academic 
tradition [2]. As a counterpart, Esbec and 
Echeburúa [1] have indicated that it generates a 
discrepancy between the patient’s symptomatol-
ogy and the underlying theory, promotes incon-
sistencies between evaluators, and sustains 
superimpositions between the PDs –presumably 
sustained over time – and the clinical disorders 
traditionally ascribed to the axis I of multiaxial 
diagnosis.

In summary, the most relevant critics of the 
categorical model of the DSM seem to be based 
on four main axes:

	1.	 There is no empirical evidence that validates 
the definition of the PDs in terms of 10 dichot-
omous variables.

	2.	 It has not been precisely justified why a num-
ber of necessary symptoms are chosen – and 
not another – for a given diagnosis.

	3.	 High levels of comorbidity and overlapping 
between categories hinder both the clinical 
and the planning of investigations [4].

	4.	 The temporal endurance, the center of differ-
entiation between PDs and clinical disorders, 
often is not observed in axis II diagnoses [2].

For this reason, a dimensional system would 
presumably help to solve certain difficulties by 
clarifying the diffuse limits between pathology 
and normality; solving the problem of comorbid-
ity by exploring measurable traits in all people; 
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improving the reliability of the evaluation; and 
helping to capture the complexity of the patholo-
gies [1].

�The Alternative Evaluation 
of the DSM-5

Skodol et al. [5] presented the alternative model 
of personality evaluation that was later reflected 
in the final edition of the manual. Four elements 
composed it:

	(a)	 A scale composed of five levels of severity in person-
ality deterioration, including an assessment of nuclear 
and interpersonal functioning;

	(b)	 Five specific disorders, defined by pathological 
personality traits (Antisocial/Psychopathic, 
Avoidant, Borderline, Obsessive compulsive and 
Schizotypal).

	(c)	 Six major domains of pathological features 
(Negative Affection, Detachment, Antagonism, 
Disinhibition and Psychoticism / Schizotypy), with 4 
to 10 more specific facets in each;

	(d)	 New General Criteria for the diagnosis of PD based 
on extreme or severe deficits of the nuclear capacities 
and functioning of the personality.

The arguments and evidence provided by the 
authors to support the inclusion of each element 
are vast. Given the objectives of this chapter, we 
will present them in a summary way.

Regarding the first, it has been pointed out that 
general severity has been identified as the most 
important predictor of current and prospective 
dysfunction and that failures in the assignment of 
social categories or attributes appear significantly 
increased in those with personality disorders. 
Thus, it has been said that such individuals pos-
sess problematic states of the self, personal repre-
sentations  – or “inadequate narratives”  – and 
poor self-regulatory strategies: phenomena also 
linked to the problematic narcissism that many 
psychological theories postulate.

Regarding nosography, they proposed a 
reduction in the number of disorders – including 
a narrative description of the types  – and a 
dimensional evaluation of the degree to which 
the patient resembles each of them. They justi-
fied these decisions by the excessive comorbid-

ity between the old categories, the limited 
validity of some, the arbitrary thresholds estab-
lished, and the instability of the characteristics 
evaluated for the diagnosis. Regarding the 
domains and facets, they argued that its imple-
mentation would solve the problem of comor-
bidity and the overlapping of criteria, since it 
offers a complete characterization of the indi-
vidual personality and explains the similarities 
or differences between people. The proposed 
assessment recognizes the existence of a conti-
nuity between normality and pathology, and its 
potential usefulness was postulated even when 
the existence of a PD is not verified.

Third, the domains  – with some modifica-
tions – are explicitly inspired by the negative pole 
of each of the factors commonly known as the 
Big Five.

Finally, regarding the new general criteria, 
they indicated that a personality disorder cannot 
be defined only by extreme positions in certain 
domains but also implies a disorganization of the 
personality and a significant difficulty in devel-
oping the important aspects for an adaptive func-
tioning, oriented both to itself and to others (see 
Table 37.1).

�Limitations and Axioms Implied 
in Dimensional Perspectives

Although the dimensional approaches seem to 
overcome most of the difficulties attributable to 
the categorical approach, it is necessary to con-
sider theoretical and methodological aspects 
that historically outlined some characteristics. 
In the first place, the term “dimensional” has 
been used to describe a large number of 
approaches and heterogeneous modalities aimed 
at quantifying personality pathologies. Thus, 
according to Trull and Durret [2], the simplest 
meaning refers to the practice of quantifying the 
levels of presence-absence of diagnostic crite-
ria, independently of the nosography that is 
applied. Examples of this trend are the proto-
type models of Oldham and Skodol [6] and 
Westen and Shedler [7].
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A second definition consists of factorially 
identifying the traits underlying certain PD con-
structs: the 18-dimensional model of Livesley [8] 
and the 12-dimensional model of Clark [9] are 

examples of this perspective. Finally, there are 
approaches that transcend the strictly psychiatric-
psychological constructs and integrate psycho-
metric, neurobiological knowledge, etc: 

Table 37.1  Scheme of the alternative evaluation of PDs in DSM-5

Element Aspect/type Scale
1. Severity 
levels

A. Self
 � Identity integration
 � Integrity of self-concept
 � Autodirectivity
B. Interpersonal
 � Empathy
 � Privacy and cooperativity
 � Complexity and integration of the representation of others

0 = No 
deterioration
1 = Slight 
deterioration
2 = Moderate 
deterioration
3 = Severe 
deterioration
4 = Extreme 
deterioration

2. Specific 
disorders

Antisocial/psychopathic
Avoidant
Borderline
Obsessive-compulsive
Schizotypal

1 = No match
2 = Slight match
3 = Moderate 
match
4 = Good match
5 = Very good 
match

2. Domains 
and facets

A. Negative emotionality
Emotional lability
Anxiety
Separation insecurity
Pessimism
Low self-esteem
Blame/shame
Self-injury
Depressivity
Suspicion
B. Detachment
Social withdrawal
Social detachment
Privacy avoidance
Restricted affectivity
Anhedonia
C. Antagonism
Insensitivity
Manipulability
Narcissism
Histrionics
Hostility
Aggression
Oppositionalism
Scam

C. Disinhibition
Impulsiveness
Distractibility
Imprudence
Irresponsibility
D. Compulsivity
Perfectionism
Perseveration
Rigidity
Order
Risk aversion
E. Schizotypy
Unusual 
perceptions
Unusual beliefs
Eccentricity
Cognitive 
deregulation
Dissociation 
propensity

0 = Very little or 
nothing 
descriptive
1 = Slightly 
descriptive
2 = Moderately 
descriptive
3 = Extremely 
descriptive

General 
criteria

Definition
Failure to develop a sense of self-identity and the capacity for interpersonal 
functioning
Criteria
The aspects of the first element must be verified. Adaptive failures must relate to 
extreme levels in one or more personality domains; they must be relatively stable 
at least since adolescence; they should not be better explained by the existence of 
another mental disorder or by the effects of substances or general health 
conditions

[Without scale: 
categorial]
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Cloninger’s Seven Factors model [10] and the 
Big Five Factors model are the main exponents of 
this perspective at present.

�The Model of the Seven Factors

Cloninger describes temperament as the individu-
al’s ability to perceive and respond to sensory 
stimuli, citing a large burden of genetic inheri-
tance [10]. The combination between tempera-
mental variables, subsequent learning, and their 
interaction with environmental factors generates 
the expansion of their characteristics; it allows 
phenotypicity to distance itself from the inheri-
tance and shapes the self as the combination of 
temperament and character. These two interact 
and mutually modulate through the propositional 
and procedural systems allowing learning that 
would render the hereditary neurobiological 
structure. It could be argued that Cloninger’s 
model emphasizes the integrative character of all 
the components of behavior, admitting the genetic 
basis as the foundation of some personality traits, 
as well as the importance of environmental struc-
tures and the individual interpretations of them.

�The Model of the Big Five Factors

Since the 1980s, innumerable evidence has been 
gathered showing that the aspects affected by the 
main classical dimensional theories can be pre-
cisely grouped into five main factors [11–14], 
one of whose numerous denominations can be 
detailed as follows: I, extraversion/introversion; 
II, pleasantness/hostility; III, responsibility; IV, 
emotional stability; and V, culture intelligence. 
Despite the favorable findings, limitations 
derived from at least two sources cannot be 
ignored: their foundation in the so-called lexical 
hypothesis and the characteristics inherent to fac-
torial analyses.

�On the “Lexical Hypothesis”
The model of the Big Five Factors is an heir of 
the lexical paradigm. It argues that the human 
sense or interest is codified or represented in lan-

guage. The latter could thus be understood as a 
sedimentary deposit of people’s observations, in 
which the necessary terms would be found to 
define the main characteristics of the human per-
sonality. In a critical review, Richaud de Minzi 
[15] noted that the current consensus on the exis-
tence of five superfactors can only be understood 
from a historical perspective. Thus, she indicated 
that Allport and Odbert [16], influenced by the 
interest of Germans Klages [17] and Baumgarten 
[18] on the analysis of language as a way of 
knowing the human personality, provided the 
first list of 4504 names ascribable to the determi-
nant, stable, and consistent tendencies of the 
adjustment of the individual to his environment.

Later, Cattell [19–21] gradually revised the 
original list, finally arriving at a set of 12, using a 
factor analysis limited by the statistical resources 
of his time. Tupes and Cristal [22], for the first 
time, attributed reliability and recurrence to a set 
of five factors, although their work was not free 
of questionable statistical choices. For example, 
the synonymy between terms was not considered 
as a possible semantic explanation of their con-
fluence. Although the “lexical hypothesis”  – 
whose influence is often omitted – is attractive, it 
has not been proven. In the words of Mc. Rae and 
Costa:

No one could suppose that an analysis of common 
terms for parts of the body would provide an ade-
quate basis for the science of anatomy. Why should 
personality be different? [23]

�About Factor Analysis
The use of factor analysis involves a number of 
decisions that may condition the fate of the 
results of a study [15]. The first one is the set of 
variables that goes under evaluation, whose 
structuring “prefixes” initially how many and 
which factors will be found. Thus, their grouping 
may be due to semantic and conceptual issues 
and not necessarily linked to the underlying 
structure of the personality. This condition is a 
reason for questioning the so-called universality 
[16] of the five-factor model, since it is not part of 
a previous psychological theory but rather derives 
remotely  – as previously indicated  – from 
Cattell’s own list [14].

37  The Transition to a Dimensional System for Personality Disorders: Main Advances and Limitations



532

�The Use of Self-Reports 
and the Conscious Assessment 
of Traits

Although the evaluation practices suggested by 
the authors of the different dimensional models 
are heterogeneous, most of them include the use 
of self-administered questionnaires, based on 
comparative, simple, general, and vague state-
ments [24]. Among the most recognized are the 
MMPI-II of Hathaway and McKinley [25]; the 
NEO-PI-R of Costa and McRae [26]; the MCMI-
III of Millon, Davis, and Grossman [27]; the 
16-PF of Cattell of Eber and Tatsuoka [28]; the 
EPQ of Eysenck and Eysenck [29]; and the 
PANAS of Watson of Clark and Tellegen [30].

The Minnesota Multifaceted Personality 
Inventory [25] from its origins in the 1940s is one 
of the most widely used psychological tests 
worldwide due to its high standards of reliability 
and validity. The authors created the technique 
with an empirical-rational approach, comparing 
analysis of stories, attitudes, and ideas frequent 
in different patients with the characteristics 
exposed in the nosology of Kraepelin. Its adapta-
tion to the Argentinian context in 1989 made it 
possible to exponentially increase its use, result-
ing in an indispensable technique in the clinical 
and legal spheres. Through 567 items of dichoto-
mous response, the evaluated construct is patho-
logical personality, understood as those lasting 
characteristics of a subject that are determinants 
of their behavior. The technique has three validity 
scales and nine clinical scales that allow obtain-
ing information about different personality traits. 
The intrinsic difficulties associated to the instru-
ment are related to its long extension and the out-
dated theoretical criteria and terms.

The NEO-PI-R test by Costa and McRae [26] 
is a self-conscious instrument, presented as a 
nonexclusive clinical test, suggesting its use in 
the educational and organizational context. It has 
the model of the Big Five as a theoretical basis 
and explicitly excludes standards from the rest of 
the literature concerned. One of the admitted 
weaknesses of the instrument is its low internal 

consistency. Some authors mention the natural 
impossibility that presents for retesting, for inter-
rater observation, and even for longitudinal fol-
low-up [31].

The MCMI-III instrument of Millon, Davis, 
and Grossman [27] is oriented with the diagnos-
tic system ratified in the editions of DSM-4 and 
DSM-5 grouping the categories in the axes I 
towards the clinical disorders and II towards the 
disorders of the personality and mental retarda-
tion. Through a scoring system, it maintains a 
scale of values ​​that indicate the severity of 
psychopathology.

Some criticisms about these instruments are 
focused on their limited contribution to the symp-
tomatological description of depressive disorders 
and on methodological errors presented by the 
major depression and anxiety disorder scales: as 
described, they show a considerable number of 
false positives and false negatives. A professional 
review of each result is necessary [32]. The lack 
of literature regarding its methodological validity 
was also highlighted, with the lack of interevalu-
ation cross-sectional studies or analysis of inter-
nal coherence regarding collateral data or forensic 
analysis. Some authors [33] consider the valida-
tion of anxiety scales to be poor, making it diffi-
cult to classify their severity and even to 
discriminate against depressive symptoms.

Cattell’s 16PF test [28] consists of an evalua-
tive questionnaire of 16 personality traits called 
first-order factors which are identified as affectiv-
ity, reasoning, stability, dominance, impulsivity, 
group conformity, daring, sensitivity, suspicion, 
imagination, cunning, guilt, rebellion, self-
sufficiency, self-control, and tension. All individ-
uals could be described based on these traits, and 
the difference in the extent of each of them would 
confirm the personality. Some of the questioning 
of the proposed instrument focuses on the critique 
of Cattell’s model, which, among other things, 
subtracts from the semantic character of language 
and makes it prone to misunderstandings or 
coherence problems. On the other hand, authors 
like Nowakowska [34] question that Cattell has 
not been exhaustive enough in the verification of 
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his hypotheses about the personality before elabo-
rating the instrument to analyze its features.

The personality questionnaire of Eysenck and 
Eysenck [29] called EPQ is used in a self-
administered form, answering items in a dichoto-
mous way. It results in a description of the 
personality that represents the combination of its 
intervening factors that can be classified in a dou-
ble axis of four points: stability-neuroticism, extro-
version-introversion, normality-psychoticism, and 
lability-veracity.

Basing his theory mainly on the model of the 
Big Five, many of the criticisms are made about 
the supposed anachronism of the model or the 
low methodological reliability, despite having 
obtained coefficients greater than 0.7 in internal 
coherence and retest. However, the same authors 
recognized certain psychometric weaknesses and 
reformulated the scales by adjusting the arithme-
tic mean. It has also been pointed out that the 
scales are not intercultural, so they are ineffective 
in certain social contexts and that, on the other 
hand, although the use of the first version of the 
test is discouraged, it is still the most used in the 
world. It can be inferred a lack of knowledge of 
their reviews or a considerable difference of val-
ues ​​between different countries [35].

Finally, the PANAS affectivity scale elabo-
rated by Watson, Clark, and Tellegen [30] eval-
uates positive and negative affectivity through 
20 items with a Likert-like response. It sup-
ports its construct in the hypothesis that the 
characteristics of extroversion in personality 
are linked to positive affectivity and introver-
sion or neuroticism to negative affectivity. 
Based on this postulate, depression and anxiety 
could be discerned, as well as the correlation 
of the values ​​contributed by this scale with 
respect to other personality evaluations vali-
dating their reliability [36, 37].

Although this instrument has found some cor-
relation with scales of other complexity, some 
authors argue that the dimensional analysis 
within the factorial construct tends to limit the 
expression of some characteristics of the subject, 
showing that negative affectivity can be quickly 
related to a determined set of symptoms. This 

tendency cannot be verified in terms of positive 
affectivity and anxiety symptoms or their conse-
quences on personality traits [38].

All the aforementioned instruments can con-
tribute to the evaluation of the level of proto-
typicity and the severity of a disorder, but this 
does not eliminate the need for a qualitative 
clinical assessment of the structure and func-
tioning of the personality, as well as specific 
subjective and interpersonal difficulties. In this 
sense, the perspective of Westen et  al. [39] 
makes an important contribution, since it 
emphasizes the approach by prototypes and pro-
poses a protocol for recording the observations 
of clinicians [7] that is not limited only to the 
patient’s conscious self-perceptions. In this 
way, intrapsychic and dynamic aspects of the 
personality [1] are included.

In the alternative system of the DSM-5, the 
clinician is in charge of collecting the informa-
tion to perform a characterization by prototypes, 
domains, and facets. In any case, it would be 
important to consider which techniques were 
applied in the studies that have provided their 
theoretical foundations.

�The Differentiation Between Health 
and Pathology

From a dimensional perspective, to define 
whether a personality has pathological character-
istics, it is necessary to have “thresholds” or “cut-
off points” [40]. Even when population statistical 
indicators can be established, any limit imposed 
is in some sense arbitrary  – we remember that 
Skodol [5] admits continuity between normality 
and pathology – and may be useless for the actual 
treatment. The definitions that only consider the 
“universal” aspects bring with them the risk of a 
partial clinical judgment that obscures the par-
ticularities of the individual case.

As McAdams [24] warned, nuclear features 
indicate very little about the characteristics that 
differentiate people and motivate their actions: 
these aspects seem unattractive to the methodolo-
gies usually used in dimensional models.

37  The Transition to a Dimensional System for Personality Disorders: Main Advances and Limitations
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�Synthesis and Discussion

�A Dimensional System Could 
Optimize Existing Nosography?

Given that the categorical constructs of the DSM 
have shown little empirical validity, it is reason-
able to suppose that the dimensional perspective 
would make the definition of the PD more objec-
tive. However, the high use of self-administered 
questionnaires for the collection of information 
fosters a bias towards people’s conscious self-
assessments, while the factorial techniques 
underlying the theories generate reasonable 
doubts about their construction and validity. 
Likewise, such limitations do not invalidate the 
usefulness of the dimensional approach, although 
it is reasonable to note that without meticulous 
and systematized clinical observations, a vague, 
trivial, and atheoretical nosography could be 
reached, providing limited usefulness to under-
stand the genesis and evolution of the patholo-
gies. In this sense, we consider remarkable the 
proposals that involve registration protocols for 
professionals, as well as contrast methodologies 
with standard cases.

The construction of an optimal nosography 
should cover the currently existing taxonomy in 
the clinical and research areas and encourage the 
revision of its categories. Otherwise, the use of 
overlapped parameters that make it difficult to 
trace the evolution and treatment could be insisted 
upon.

�A Dimensional System Would Enrich 
the Existing Theories?

Part of the resistance to the adoption of a dimen-
sional methodology in the clinical context can be 
ascribed to the need to maintain continuity with 
theoretical constructs that have been shaped and 
perfected over long periods of time. All the theo-
ries concerning the structure of the personality 
are subject to criticism, but they also integrate 
valuable postulates and synthesize an effort of 
several centuries dedicated to the understanding 
of key aspects of human existence. In this sense, 
we consider that the revisions that are carried out 

from now on should contribute to a more com-
plete understanding of the conditions that affect 
the development of the personality. Therefore, 
they should not be based on a mere statistical 
pragmatism that gives apparent objectivity to the 
systems we adopt for the study and the clinic.

The theoretical reformulations must not be 
exempt from scientific rigor and should incorpo-
rate the new contributions that neurobiology and 
cognitive psychology have made in this field. 
Every scientific model must have the precision to 
account for the observable and flexibility to 
explain the data that future advances may obtain. 
The arrival of determining classifications should 
not be – a priori – an obstacle to appreciate the 
singularities of each case.

�A Dimensional System Would 
Simplify Clinical Decisions?

Among the aspects mentioned above, two are 
contradictory to each other: although theoreti-
cally the use of a dimensional system would clar-
ify the limits between normality and pathology 
by focusing on dimensions attributable to all 
people, it would maintain the need to establish 
certain boundaries or cutoff points. In this sense, 
it may be pertinent that clinical decisions were 
based on the specific impact that the identified 
characteristics have on the patient’s daily life: the 
difference between condition and health should 
be based on the presence of unwanted or dis-
abling manifestations for the patient’s personal 
and social development.

It is at this point that clinical expertise must 
be present and determine the process to be fol-
lowed with each case. An important aspect to 
consider is the frequent egosintonicity of the 
symptoms: the self-perception of the patient 
would not in all cases be sufficient for an objec-
tive analysis, for which additional sources of 
information must be required. Therefore, cau-
tion should be exercised when making estimates 
regarding the intensity of a condition or the 
need for its treatment by the mere application of 
statistical procedures. At this point, we mention 
the need to review the tests of external validity 
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and internal coherence of some instruments 
commonly used for diagnosis.

The following table outlines the route pro-
posed by this review. Finally, possible future 
debates are opened, and some considerations are 
recommended to propitiate this path (Table 37.2).

�Conclusions

The consideration of the dimensional perspective 
involves important contributions for the diagno-
sis and treatment of PDs. Although it maintains 
some difficulties  – especially about therapeutic 
frontiers – it allows a more detailed description 
of the problems and could contribute to the defi-
nition of the relevant aspects of personal history 
and development, in which deepening is key to 
deciding therapeutic modalities. The comparison 
with prototypes is also a valuable resource for 
clinical training.

We consider that the conditions of this transi-
tion reflect the current effort to encompass the pro-
found complexity of the human personality and to 
reconcile it as much as possible with the scientific 
refinement that is expected from any discipline. 
There are several personality theories currently 
recognized. It is unlikely that its synthesis will be 
reached: they start from different assumptions and 

Table 37.2  Differences between the categorical and dimensional proposals

Categorial systems (DSM) Dimensional systems
Weaknesses Strengths Weaknesses Strengths
Low empirical construct 
validity

Simplicity and 
communicability

Several theories adopt the lexical 
hypothesis based on 
nondemonstrable assumptions

They can be turned 
categorial for teaching 
purposes

High overlapping of 
diagnostic criteria

Adequate to large and 
traditional pathological 
groups

They start from factor analysis 
that can hold certain biases

They admit a continuity 
between normality and 
pathology

Assignment of 
comorbidities that make 
treatment design 
difficult

It makes it easier to 
decide whether to 
administer a treatment or 
not

They maintain the cutoff point 
problem

They do not propose 
comorbid pathologies but 
dimensions ascribable to 
all people

Possible disagreement 
between disorders and 
concrete symptoms

They are frequently based on 
self-administered questionnaires 
that only address conscientious 
aspects

They facilitate the 
understanding of the 
complexity of the 
disorders

Low validity of 
temporal criterion as a 
distinction between axes 
I and II

They can be enriched from 
comparison with clinical 
prototypes

have been built using unequal technical proce-
dures. Perhaps this diversity contributes to main-
taining high levels of effort that result, little by 
little, in a better approach to the ailments.
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