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Introduction

Egosyntonic and enduring, Obsessive-Compulsive Personality 
Disorder (OCPD) is an axiomatic Axis II pattern produc-
ing a marked behavioral, cognitive, and affective signa-
ture. The obsessive person is organized and perfectionistic, 
miserly and stubborn, conscientious and scrupulous, 
retentive and controlling Diagnostic and Statistical 
Manual of Mental Disorders (4th ed., text rev.; DSM-
IV-TR; American Psychiatric Association [APA], 2000). 
All of life’s pleasures—friendship, love, leisure, and 
relaxation—are subordinated to labor. Being so rigidly 
invested in work at the expense of love, OCPD has gener-
ated a wealth of clinical lore that had its beginning in 
Freud’s 1908 paper titled “Character and Anal Eroticism.” 
In this seminal work, Freud detailed the anal triad, a pat-
tern of orderliness, parsimony, and stubbornness (Gay, 
1989). Thereafter, a litany of reductive theorists began to 
limn, define, analyze, and explicate particular aspects of 
obsessive phenomenology, cognition, affect, and behav-
ior: Pierre Janet on conscientiousness (Saltzman, 1985); 
Shapiro (1965/1999) on attention; Segal (1961) on affect 
modulation; Pettit (1969) and Campos (1966) on time; 
Gorer (1943) on culture; Paykel and Prusoff (1973) on 
emotional regulation (Pollak, 1979); Stor (1980) on safety 
needs; Fischer and Juni (1982) on self and other boundar-
ies; Smith, Magaro and Pederson (1983) on low sensation 
seeking (Pollak, 1987); Beck and Freeman (1990) on 

dichotomous thought; Abraham on social rigidity (Pfohl & 
Blum, 1991); Aycicegi-Dinn, Dinn, and Caldwell-Harris 
(2009) on executive function deficits; Rado on rationality, 
Kretschmer (1918) on indecision; Cloninger (1987) on self-
protection (Millon & Davis, 1996); and Seedat and Stein 
(2002) on hoarding. By way of accretion, these contributions 
formed a literature both rich and varied.

Just as importantly, OCPD has had its great synthesizers: 
Millon and Davis (1996), Pollak (1979, 1987), Saltzman 
(1985), and Pfohl and Blum (1991). Such synthesizers, while 
they also promoted a more nuanced understanding of OCPD 
through original contributions, performed their most valu-
able service in consolidation. Through their deep analysis 
and judicious review, themes, traits, and patterns stood out in 
stark relief. The aggregate of this effort, more than a century 
of steady theoretical study and empirical investigation that 
began with Freud’s psychoanalytic inferences and which 
extends through to Aycicegi-Dinn et al.’s (2009) neuropsy-
chological research on executive function deficits, forms a 
distinguished body of work, massive in range and depth.
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The present work uses the format of review and critique 
of Diagnostic and Statistical Manual of Mental Disorders 
(4th ed.; DSM-IV; APA, 1994) OCPD criteria to fulfill the 
goal of better understanding the OCPD construct. This work 
reviews much of the rich and varied century of literature 
described above with the goal of reconciling it with DSM-IV 
(APA, 1994) OCPD criteria. DSM-IV (APA, 1994) criteria 
operationalize and summarize OCPD research and thereby 
serve as a proxy, a heuristic, a clinically useful abridgement. 
It is important that this abridgement be as accurate and faith-
ful as possible to the body of OCPD research from which it 
derives; after all, it is DSM-IV’s (APA, 1994) criteria set that 
principally determines the clinician’s schema or archetype 
and the precision of his or her diagnosis.

Written at the twilight of DSM-IV (APA, 1994), this criti-
cal examination consolidates the weaknesses that research 
and practice have exposed in the 18 years separating the 
present from DSM-IV’s (APA, 1994) publication in 1994. 
Amalgamating pertinent past critiques with new analysis, 
problems of specificity and sensitivity are herein examined. 
Specificity, the ability of a criteria set to weed out those cri-
teria that do not belong by identifying false positives, is 
essential to the integrity of the category. There are two prob-
lems of specificity: (a) polythetic criteria leading to hetero-
geneity of type and (b) lack of a hallmark feature. Applying 
a polythetic criteria set and failing to employ a hallmark fea-
ture make the category unacceptably inclusive. People of 
diverse kinds, temperaments, traits, and qualities are thereby 
subsumed under the OCPD diagnostic heading. This sub-
verts the category and makes it less useful as a diagnostic 
tool and communication device. Polythetic criteria employed 
without a hallmark feature render the category like a word 
with a plurality of meanings that is in need of disambigua-
tion. Misunderstandings and mistaken assumptions grow out 
of this lack of precision. DSM-IV (APA, 1994) diagnostic 
criteria simultaneously labor under the opposite problem—a 
lack of sensitivity. Sensitivity, the ability of a criteria set to 
cull group members from the population at large by identify-
ing true positives, is essential to the functionality of the cat-
egory. There are two problems of sensitivity: (a) missing 
elements and (b) concrete expression of symptoms. Missing 
elements that help to define the type, such as future-oriented 
planning, by their absence, limit the category’s capture rate. 
Other criteria are appropriately included, but the manner in 
which they are written is too concrete, too literal. Criteria, 
such as miserliness, are particular manifestations of broader 
dispositions, which might or might not be expressed as antic-
ipated by diagnostic criteria. Retaining such undifferentiated 
and defining dispositions is critical, but they must be stated 
broadly enough to be detected through a range of cultural 
and personological noise. After reviewing these four prob-
lems, two of specificity and two of sensitivity, the 
“Discussion” section will consolidate the relevant lessons 
and emphasize the continuing importance of maintaining a 
consolidated OCPD prototype.

Problems of Specificity: Polythetic Criteria

As reviewed by Pfohl and Blum (1991), Diagnostic and 
Statistical Manual of Mental Disorders (3rd ed.; DSM-III; 
APA, 1980) diagnostic criteria for OCPD were altered by 
the Diagnostic and Statistical Manual of Mental Disorders 
(3rd ed., rev.; DSM-III-R; APA, 1987) “Personality Advisory 
Group,” which “chose to expand the description to nine cri-
teria, of which only five were required” (Pfohl & Blum, 
1991, p. 372). Specifying nine criteria, of which only five 
are required, invited significant heterogeneity of type. In 
other words, little more than half of the specified criteria 
were required for making a diagnosis; as such, two rela-
tively distinct combinations of criteria could be developed. 
Nevertheless, even the most distinct forms of OCPD shared 
at least one common symptom. Unfortunately, this trend 
was not only perpetuated but also exaggerated in the subse-
quent revision such that DSM-IV (APA, 1994) lists eight 
criteria, the presence of any four of which constitutes a posi-
tive diagnosis of OCPD. The polythetic format, according to 
Pfohl and Blum, “allowed for greater variation between 
patients in how the personality disorder was expressed” (p. 
372). Pfohl and Blum additionally note that the expansion of 
criteria increased the intersection with other personality dis-
orders. Accordingly, the diagnostic criteria for obsessive-
compulsive personality collectively have “poor psychometric 
properties” (Hummelen, Wilberg, Pedersen, & Karterud, 
2008, p. 446) with OCPD showing substantial overlap 
across all other personality disorders leading 77% of 
Hummelen’s OCPD participants to earn a concurrent per-
sonality disorder diagnosis.

This pattern is not confined to OCPD but is endemic to 
personality disorder diagnosis generally. For instance, Ryder, 
Costa, and Bagby (2007) cite “excessive within-disorder 
diagnostic heterogeneity” to be “well known” in personality 
disorder diagnosis (p. 626). A brief examination of the bor-
derline personality will illustrate the problem of rampant het-
erogeneity. Trull and McCrae (2002) cite the plurality of 
symptom combinations for Borderline Personality Disorder, 
describing it as a “polythetic format for diagnosing BDL 
[Borderline Personality Disorder]” (p. 48)

. . . there are literally 93 ways to be diagnosed as having BDL 
(eight items taken five or more at a time). Because any five of 
the eight criteria can satisfy the BDL diagnostic decision rule, 
BDL patients are heterogeneous with respect to clinical 
symptomology. (Trull & McCrae, 2002, p. 48)

Trull and McCrae (2002) expand upon the weaknesses of 
the polythetic approach by describing the diverse clinical 
presentations that can result:

For example, a patient can meet the criteria for BDL by exhibiting 
symptoms of inappropriate-intense anger, recurrent suicidal 
threats-behavior, identity disturbance, chronic feelings of 
emptiness-boredom, and frantic efforts to avoid real-imagined 
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abandonment, without showing the unstable-intense interpersonal 
relations, impulsivity, and affective instability that many 
clinicians would consider to be hallmarks of the BDL diagnosis. 
However, another BDL patient might manifest the latter three 
symptoms as well as inappropriate intense anger and chronic 
feelings of emptiness-boredom but not suicidal threats-behaviors, 
identity disturbance, or frantic attempts to avoid abandonment. A 
comparison of the two hypothetical BDL patients reveals 
markedly different clinical pictures and may suggest different 
treatment approaches. (Trull & McCrae, 2002, p. 48)

Trull and McCrae (2002) conclude that “ . . . the poly-
thetic system for diagnosing BDL is a breeding ground for 
clinical heterogeneity” (p. 48). For the obsessive, this prob-
lematic trend is augmented. While 93 different borderline 
combinations can be produced using five of eight criteria, 
Hummelen et al. (2008) find that permutations of eight, yield 
“163 possible combinations of any 4 OCPD criteria” (p. 
451). Of course, simply because a combination of symptoms 
can be produced, it does not mean that it will be produced. 
Nevertheless, Hummelen et al. found “80 different combina-
tions” within their sample, concluding that OCPD is “hetero-
geneous within its borders.”

Most unsettling are those fully disparate types formed of 
mutually exclusive symptom sets (Samuel, Riddell, Lynam, 
Miller, & Widiger, 2012). Mutually exclusive types cannot 
be created when diagnosing BPD. In fact, of the 10 extant 
personality disorders, the obsessive and antisocial personal-
ity disorders are the only 2 that allow for mutually exclusive 
criteria sets (APA, 2000). Mutually exclusive types engender 
incompatible types (Gibbs Gallagher, South, & Oltmanns, 
2003) as the following illustration demonstrates: Variant I 
presents as a relentlessly dedicated business owner who is 
personally involved with every aspect of his company 
because he is reluctant to delegate tasks to subordinates and 
when he does so, he insists that the work be executed accord-
ing to exactly his way of doing things (Criterion 6). Consistent 
with this pattern, Variant I insists that both he and his employ-
ees actualize company aspirational goals and operate 
according to the letter of state standards (Criterion 4). 
Variant I’s relationship with his family is marginalized by his 
late hours and his excessive devotion to work and productiv-
ity (Criterion 3), while his employees lament his miserly 
spending style toward both self and employees (Criterion 7). 
Refuting these charges, Variant I insists that such frugality 
enabled him to gather the start-up capital necessary to estab-
lish his business; he further insists that this same frugality 
will ensure the survival of his business through the years of 
privation that are inevitable in the booms and busts of a free 
market economy.

In contrast, Variant II is a rigid and stubborn (Criterion 8) 
isolated retiree. He offers to build furniture for others, but 
becomes so perfectionistic about details that he rarely com-
pletes any pieces (Criterion 2). The majority of the neighbors 

are disturbed by his propensity to hoard worthless objects 
that seemingly have no material or sentimental value 
(Criterion 5). Collections of such useless objects crowd his 
garage and driveway, ruining the aesthetics of the commu-
nity and ostensibly bringing down property value. One frus-
trated neighbor is having trouble selling her house because, 
in her estimation, Variant II’s house is a deterring eyesore. 
Finally, Variant II spends most of his time unproductively; he 
seems preoccupied with details and lists, which, rather than 
aid in the completion of any project, actually interfere with 
the major point of the activity (Criterion 1).

In conclusion, Variant I is a driven and conscientious 
entrepreneur who earns grudging respect while providing 
jobs to employees, goods to consumers, and revenue to the 
government; whereas Variant II is simply odious to his neigh-
bors and shades into the odd eccentric spectrum. Variants I 
and II can conceivably be differentiated by self-esteem, func-
tionality, confidence, and identity: Variant I takes substantial 
pride in his work, acts powerfully in his environment, and 
identifies strongly with his role, while Variant II can claim no 
such competence or corresponding confidence. More impor-
tantly, Variant I differs from Variant II in basic personality 
features, such as conscientiousness, that should show consis-
tency within the category. Accordingly, diagnostic challenges 
mount: (a) There is an obvious lack of concordance between 
the two presentations despite the shared diagnosis; (b) Variant 
I meets four criteria and so qualifies for a diagnosis of OCPD, 
but remains productive, satisfied, and a valuable member of 
the community in a manner that is inconsistent with the 
reduced functionality expected to be present across personal-
ity disorders; (c) Variant II’s presenting pattern, with its iso-
lation and eccentricity, overlaps with Cluster A personality 
pathology. In summary, the polythetic approach sanctions 
diagnoses that are both incompatible with each other and 
incompatible with the obsessive archetype.

Problems of Specificity: Lack of a Hallmark 
Feature

Medin and Ortony (1989) recognize that “the notion of a 
continuum of centrality linking deeper and more superficial 
properties,” creates intelligibly constructed classification (p. 
185). “In the absence of deeper principles to link more super-
ficial properties, categories constructed only in terms of 
characteristic properties or family resemblances may not be 
psychologically coherent” (Medin & Ortony, 1989, p. 185) A 
hallmark symptom is representative of Medin and Ortony’s 
deep principle; a coherence granting symptom around which 
all others can subordinately gather. While the DSM-IV (APA, 
1994) Axis II structure does not use hallmark symptoms, 
some Axis I disorders do use hallmark symptoms to good 
effect. Of the nine criteria for a major depressive episode, for 
example, the first two are given primacy. While five of the 



4	 SAGE Open

nine criteria are needed for a diagnosis, it is not sufficient to 
exhibit the last five, or even the last seven criteria, because 
one cannot be truly depressed without exhibiting depressed 
mood most of the day (Criterion 1) or anhedonia (Criterion 2; 
APA, 2000). As the OCPD criteria list is currently formu-
lated, there is no hallmark symptom, no trait, feature, or 
quality that hierarchically organizes all others; no psycho-
logical, interpersonal, behavioral, or cognitive pattern that is 
invariably and essentially true of the obsessive personality. 
In this regard, there is a mismatch between extant literature 
(as reviewed in the three subsequent paragraphs) and its 
translation into DSM-IV (APA, 1994) criteria.

Critical reviews of OCPD criteria have separated central 
traits from their more peripheral counterparts. These investi-
gations tend to divide the symptom set into roughly equal 
halves. For example, Fossati et al. (2006) factor analyzed 
OCPD criteria and found that the following three symptoms 
best capture the essence of the disorder: “shows rigidity and 
stubbornness [Criterion 8], is excessively devoted to work 
[Criterion 3] and is over-conscientious [Criterion 4]”  
(p. 201). Another research group, Hummelen et al. (2008), 
find that the first four criteria were robust and diagnostically 
efficient. Criterion 6 was, to a lesser extent, favored for its 
sensitivity. Collectively considering the diagnostic criteria, 
Hummelen et al. summarize their findings by stating that 
Criteria 5, 7, and 8 performed poorly as compared with 
Criteria 1, 2, 3, 4, and 6. Amid these short lists of symptoms 
lies a candidate hallmark symptom. While there are some 
discrepancies between the reviews, both research groups cite 
Criteria 3 and 4 as diagnostically efficient. And of course 
Criterion 3 (is excessively devoted to work) is simply a terse 
definition of Criterion 4 (is overconscientious). In other 
words, to say that one is excessively devoted to work is 
nearly synonymous with saying that one is overconscien-
tious. Samuel and Widiger (2010) assert,

Aspects of conscientiousness are evident among most of the 
American Psychiatric Association (2000) diagnostic criteria, 
including preoccupation with details, rules, lists, and order (i.e., 
the FFM facet of order); perfectionism (i.e., an excessive 
emphasis on competence); devotion to work and productivity 
(i.e., excessive achievement striving); and even a criterion that 
refers explicitly to conscientiousness. (p. 238)

As such, it seems that conscientiousness is, not surpris-
ingly, a potential hallmark symptom.

The work of Morey et al. (2003) suggests that conscien-
tiousness uniquely defines OCPD. Morey and colleagues 
measure all DSM-IV (APA, 1994) personality disorders using 
the Schedule for Adaptive and Nonadaptive Personality, 
which contains scales for “propriety” and “workaholism.” 
Together, propriety and workaholism encompass the super-
trait of conscientiousness. In this study, only the paranoid 
and obsessive personalities were significantly positively cor-
related with propriety and only the avoidant and obsessive 

personalities were significantly positively correlated with 
workaholism. Accordingly, it is only the obsessive personal-
ity that correlated significantly with both propriety and 
workaholism—the two aspects of conscientiousness. This, at 
once, suggests that conscientiousness can identify the obses-
sive personality and distinguish it from other personality 
disorders.

In their review of eight clinical inventories, Samuel and 
Widiger (2010) find that five inventories properly represent 
conscientiousness, and fault those that fail to do so. The 
Minnesota Multiphasic Personality Inventory (MMPI-II), for 
example, is rare in that it fully excludes conscientiousness. 
Consequently the MMPI-II is compared negatively with the 
Millon Clinical Multiaxial Inventory (MCMI-III), which 
holds conscientiousness preeminent (Samuel & Widiger, 
2010). Furthermore, whereas critical reviews of diagnostic 
criteria and assessment instruments nominate conscientious-
ness as a candidate hallmark symptom, trait investigations 
firmly elect conscientiousness.

Lexically driven trait research has more directly and con-
sistently highlighted conscientiousness as the hallmark fea-
ture of OCPD (Deary, Peter, Austen, & Gibson, 1998; Morey 
et al., 2003; Samuel & Widiger, 2010). Researchers such as 
Widiger, Trull, Clarkin, Sanderson, and Costa (2002) 
describe OCPD as “primarily a disorder of excessive 
Conscientiousness” (p. 97). Moreover, consistently across 
research studies, OCPD is reliably associated with elevations 
across all facets of conscientiousness: competence, order, 
dutifulness, achievement striving, self-discipline, and delib-
eration (Furnham & Crump, 2005; Lynam & Widiger, 2001; 
Samuel & Widiger, 2011). No other trait, in the number of 
facet elevations, in the strength of correlation, or in the reli-
ability of its association, equals the ability of conscientious-
ness to describe OCPD. Both in retrospect and in prospect, 
conscientiousness emerges as the sought-after hallmark fea-
ture. Diagnostic specificity depends on recognizing its pre-
eminence. A polythetic format with no hallmark feature 
countenances OCPD diagnosis through the secondary ave-
nues of rigidity, frugality, mistrust, and hoarding, without 
expression of the essential pattern of conscientiousness. An 
OCPD criteria set that does not invariably require conscien-
tiousness is like a criterion set for a mammal that does not 
invariably require lactation or thermoregulation. OCPD 
diagnosis should consequently hold conscientiousness nec-
essary, though not sufficient.

Problems of Sensitivity: Missing Elements

One has a better chance of diagnosing a disorder if a full 
complement of signs and symptoms is available. Cognizance 
of all signs and symptoms of a disorder enhances sensitivity 
and limits false negatives. Generally speaking, the criteria 
list compiled by the APA has judiciously winnowed the 
wheat from the chaff, retaining only the most representative 
aspects of the type. Nevertheless, Ansell, Pinto, Edelen, and 
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Grilo (2008) suspects that DSM-IV (APA, 1994) OCPD cri-
teria do not “capture the full breadth of the construct” (p. 
863). A review of the literature, theoretical and empirical, old 
and new, suggests that there are three symptoms that, despite 
impeccable credentials, have not been properly regarded: 
attention, future orientation, and affect modulation.

The cause of obsessive attention was championed by 
Shapiro (1965/1999, 2002). It was Shapiro who identified 
the obsessive as having little “volitional mobility of atten-
tion.” It was Shapiro (1999) who described obsessive atten-
tion as “sharp,” but correspondingly “ . . . limited in both 
mobility and range” (p. 27). Shapiro contrasted the focused 
attention of the obsessive personality, which is drawn to min-
ute physical details, with the impressionistic attention of the 
histrionic personality, which is open to global social signals 
(Yovel, Revelle, & Mineka, 2005). Truly, obsessive attention 
is focused as if it was trained by a telescope on a small patch 
of sky, or trained by a microscope on a tissue sample. 
Shapiro’s writings on obsessive attention have continued rel-
evance, as evidenced by Yovel et al.’s (2005) recent article 
“Who sees trees before forest? The obsessive compulsive 
style of Visual Attention.” As the title implies, obsessives 
fixate on details to the detriment of the whole. Yovel and col-
leagues demonstrated that obsessives had more difficulty 
than controls in reading large letters composed of smaller 
letters. In this Stroop-like task of attention, obsessives saw 
the trees more vividly than the forest. Preferential perception 
of “small local aspects of stimuli” (Yovel et al., 2005, p. 127) 
is also expressed by obsessives on the Rorschach (Schneider, 
2006). Similarly, a study by Gibbs Gallagher et al. (2003) 
titled “Attentional Coping Style in Obsessive Compulsive 
Personality Disorder: A Test of the Intolerance of Uncertainty 
Hypothesis” finds obsessive attention to be channeled as a 
function of an information seeking bias. Yet the expression 
of obsessive attention is not confined to formally adminis-
tered measures of executive functioning and perception. No, 
the intensity and rigidity of obsessive attention is an influen-
tial outgrowth of compulsivity (Fineberg et al., 2010). Along 
with traits like anxiety, the conscientiousness and compulsiv-
ity of OCPD elicit a corresponding constriction of focus 
(MacDonald, 1995) that inhibits responsiveness to feedback 
(Fineberg et al., 2010) and impedes the “hierarchical order-
ing of information based upon relative importance” 
(Mallinger, 2009, p. 111). The specifics of obsessive atten-
tion, in short, are expressed across an array of cognitive 
(Fineberg et al., 2010; MacDonald, 1995), perceptual 
(Schneider, 2006; Yovel et al., 2005), and learning situations 
(Mallinger, 2009) and so embody an important part of the 
obsessive archetype that can be used diagnostically.

Future orientation has an extensive history. It is docu-
mented in the work of Campos (1966) and Pettit (1969) and 
highlighted by Pollak (1979). Yet interest in this definitional 
trait has waned. Nonetheless, the OCPD literature suggests 
that it can be used as a steady diagnostic marker. Pollak’s 
(1979) estimate of obsessive future orientation continues 

true despite decades of neglect: “ . . . [there is a] positive 
relationship between degree of anality and the tendency to 
use time in a niggardly, thrifty and cautious manner” (p. 
237). Eskedal and Demitri (2006) understand the obsessive 
to be conspicuously trained on the future (Eskedal & Demitri, 
2006). Saltzman devotes a section of his book, Treatment of 
the Obsessive Personality, to time: “Time and the 
Obsessional.” Time is the “enemy of all” the obsessives’ 
“plans and programs”; it is the “enemy to be fought and over-
come” (Saltzman, 1985, p. 80). By studying reactions to 
“ego threatening events,” namely measures of cognition and 
spatial ability, Gibbs Gallagher et al. (2003) empirically 
show obsessive personality traits to be positively correlated 
with (a) information seeking about future trials, (b) prepara-
tory activity, and (c) monitoring. In this way, theory and 
research combine to suggest that the present moment is 
habitually used in service of the future need. The obsessive, 
not being able to hoard time as he hoards other resources, 
will spend it reluctantly. The pleasure of the present is subju-
gated to the urgency of the future; a pattern that will be 
expressed in language and narratives as well as acts and 
behavior. The obsessive’s habitual future orientation directs 
compulsive action and spoils, in conspicuous excess, the 
pleasure of the present.

Affect modulation has a similarly distinguished pedigree 
stemming at least as far back as Segal (1961). Affect modula-
tion was again discussed by Paykel and Prusoff (1973) and 
then highlighted in Pollak’s (1979) review at decade’s end. 
Years later, Millon and Davis (1996) revived interest in dis-
ordered obsessive affect modulation. Thereafter, much 
research has ensued (Gibbs Gallagher et al., 2003; Greve & 
Adams, 2002; Hummelen et al., 2008; Villemarette-Pittman, 
Stanford, Greve, Houston, & Mathias, 2004). The aggregate 
of such recent research suggests that obsessives do not spon-
taneously express emotion with full range, and sometimes 
even recoil from untrammeled emotional expression in oth-
ers. Even before such research was undertaken, the authors 
of DSM-III (APA, 1980) recognized constrained emotional 
expression as a diagnostic marker and elevated its impor-
tance above other clinical features (Samuel & Widiger, 
2010).

Overcontrol is the habitual obsessive affective state, but 
the obsessive manifests affect modulation difficulties in the 
fullest sense of the term: There are problems both of over-
control and of dyscontrol. This pattern appears to be reflected 
in the study by Morey et al. (2003) using the Schedule for 
Adaptive and Nonadaptive Personality, in which the obses-
sive personality evidenced a strong negative correlation with 
“disinhibition” and “impulsivity” and yet a modest positive 
correlation with “aggression.” Millon and Davis (1996) suc-
cinctly capture this dichotomy in the following metaphor: 
“Appearing deliberate and well poised on the surface, the 
compulsive sits atop this tightly constrained but internal 
powder keg” (p. 517). These aberrant lapses from overcon-
trol into discreet bursts of dyscontrol (Villemarette-Pittman 
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et al., 2004), often result in intense anger and overt aggres-
sion (Greve & Adams, 2002). Both in its overcontrol and in 
its lapses into dyscontrol, obsessive affect modulation is dis-
tinctive, prominent, and reliably expressed, suggesting that it 
will dutifully serve as a diagnostic marker.

DSM-IV (APA, 1994) criteria for the dramatic, emotional, 
and erratic Cluster B personalities effectively employ prob-
lems of affect modulation as diagnostic markers. Obsessive 
affect modulation is no less marked; it simply resides on the 
opposite end of the spectrum. For instance, the impulsive and 
mercurial borderline personality reacts limbically with little 
cortical oversight, whereas the compulsive and rigid obses-
sive personality reacts cortically with little limbic expres-
sion. The borderline is habitually impulsive, exhibiting a 
persistent state of affective dyscontrol; the obsessive is habit-
ually compulsive, exhibiting a persistent state of affective 
overcontrol. Both patterns of affect modulation are remark-
ably different from that which is observed in the nonperson-
ality disordered person, and both patterns are important 
features of their respective disorders.

Problems of Sensitivity: Concrete Expression

This section exclusively addresses Criteria 5 and 7, both of 
which are described as inefficient by Fossati et al. (2006), a 
research group that advocates for their exclusion from the 
next DSM revision:

Additionally, OCPD criterion five and criterion seven did not 
load on the expected latent dimension and were not efficient in 
discriminating the OCPD criteria latent dimension from the 
other two Cluster C PD criteria latent dimensions. This finding 
strongly suggests that future revisions of the DSM exclude “Is 
unable to discard worn-out objects” (criterion five) and “Adopts 
a miserable [miserly] spending style” (criterion seven) from the 
list of OCPD criteria. (Fossati et al., 2006, p. 200)

Similarly, Seedat and Stein (2002) question the relation-
ship between OCPD and hoarding:

While hoarding is recognized as one of the eight symptom 
criteria of OCPD and may be linked with other OCPD criteria 
such as perfectionism, studies have failed to show any significant 
differences between hoarders and community controls on the 
OCPD subscale of the Millon Multiaxial Clinical Inventory–II 
(MCMI-II). (Seedat & Stein, 2002, p. 18)

Likewise, Mataix-Cols and colleagues (2010) state “there 
is remarkably little empirical evidence to support the inclu-
sion of hoarding as one of the OCPD criteria” (p. 562). They 
support this assertion by showing hoarding, and to a lesser 
extent miserliness, to be too weakly related to the OCPD 
construct. Initially, they describe independent criteria corre-
lations; afterwards, they describe factor analytic solutions: 
First, while intercorrelations among other OCPD criteria are 
moderate (.35-.62), hoarding showed poor (.19-.28) 

correlations with other symptoms. Second, factor analytic 
studies find three factors—“rigidity” and “perfectionism,” 
which are respectably intercorrelated (.51), and a third factor 
comprising hoarding and miserliness that is not strongly cor-
related with either rigidity (.27) or perfectionism (.35).

Finally, Hummelen et al. (2008) conclude that hoarding 
and stinginess are not essential elements of OCPD and sug-
gest that the elimination of these criteria would increase the 
coherence of the OCPD construct. Of these, it was the prob-
lematic Criterion 5 that proved to have the lowest “diagnos-
tic efficiency.” Hoarding behavior, according to Hummelen 
et al. (2008) has dismal “psychometric properties” and fails 
to reliably relate to OCPD because it is a complex and “mul-
tifaceted” symptom that contains the following components: 
“information processing deficits, emotional attachments, 
behavioral avoidance and erroneous beliefs about the nature 
of possessions” (p. 453).

Clearly, research demonstrates that, as they are currently 
formulated, Criteria 5 and 7 hinder more than they help the 
diagnostic endeavor. Nevertheless, we must not excise the 
cancer at the cost of killing the patient. Removing Criteria 5 
and 7 would amount to dismantling the anal triad. Truly, the 
three-legged stool of Freudian theory would fall if deprived 
of any of its supports; only orderliness and stubbornness 
would be left to represent OCPD without the aid of parsi-
mony. As Freud understood, parsimony is one of three piers 
upon which the obsessive edifice rests (Gay, 1989). Yet, par-
simony, although it is a defining disposition, need not be 
expressed concretely as miserliness or hoarding.

As Hummelen et al. (2008) state, hoarding, as is the case 
for miserliness, is a multiply determined behavior. Other 
aspects of the person, culture, cognition, experience, percep-
tion, education, and past combine with personality to create 
such specific behaviors. Accordingly, the personality feature 
of parsimony is correlated with miserliness and hoarding, but 
the relationship is not unambiguously causal. Furthermore, 
even when hoarding and miserliness are present, they will be 
so differentially expressed as to be unreliably identified. For 
example, an obsessive is just as likely to hoard incommodi-
ous objects of no worth as to hoard money which is valued, 
electronic files which are inconspicuous, or stamps which 
are innocuous. Similarly, miserliness is not invariably 
directed at money, but extends to any valued object and even 
to time and information. The specific culture and identity of 
the obsessive will prescribe the resource which he jealously 
guards and which he niggardly spends. This is consistent 
with Grilo et al.’s (2004) conclusions, who, after studying 
the stability of OCPD across four intervals spanning 2 years, 
find OCPD to be structurally stable, not so much in the 
expression of particular behaviors but in respect to trait 
dispositions.

It is only the trait of parsimony, with its disposition toward 
preparation and conservation, which is reliably expressed 
across person, place, time, and culture. While other OCPD 
criteria describe dispositions, parsimony was abandoned as a 
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diagnostic marker in its own right in favor of two particular 
behavioral proxies: hoarding worthless objects and conserv-
ing money. After all, as currently formulated in DSM-IV 
(APA, 1994), conscientiousness is not directed at a particular 
end, perfectionism does not interfere with a particular task, 
rigidity and stubbornness are not centered on a particular  
circumstance—so what makes parsimony any different; why 
should this disposition be constrained to the expression of 
hoarding worthless objects and spending money like a miser? 
Simply because parsimony is not reliably expressed within 
such confines says nothing about its archetypal importance 
and diagnostic potential. Truly, we need not be so literal, so 
rigidly empirical. We must accept covert symptoms where 
overt signs are wanting (Millon, 2010). Simply observing, 
while it is always admirably objective, is not always suffi-
ciently inferential (Ryder et al., 2007); some degree of inter-
pretation must be made; some degree of synthesis must be 
allowed (Medin & Ortony, 1989).

The crux of Medin and Ortony’s (1989) psychological 
essentialism is that what is deeply ingrained, but largely 
obscured, can nonetheless dictate what is superficially 
expressed, but distally definitional:

Central to the position we advocate, which we call psychological 
essentialism, is the idea that these surface features are frequently 
constrained by, and sometimes generated by, the deeper, more 
central parts of concepts. Thus there is often a nonarbitrary, 
constraining relation between deep properties and more 
superficial ones. (Medin & Ortony, 1989, p. 180)

Medin and Ortony (1989) illustrate their notion of psy-
chological essentialism by invoking a comparative analysis 
between a whale and a bear. The whale, to the casual observer 
relying on superficial form, might be thought a fish. Looking 
more deeply, observing the suckling calf and anatomical fea-
tures of the forelimb reveal the mammalian elements that 
connect the whale, not to his aquatic brethren but to the ter-
restrial bear. As evolutionary biologists look past superficial 
features, finding homologous structures in the bat’s wing, the 
monkey’s hands, the bear’s paw, and the whale’s fin, it is 
important for psychological diagnosticians to look past 
superficial features (rigidly specified behaviors such as 
hoarding), but still require continuity across basic disposi-
tions and traits (parsimony). In applying such logic to the 
obsessive personality, we recognize that hoarding of worth-
less objects and miserliness are simply “surface features” 
that are “constrained by” or arise from a more essential ele-
ment (Medin & Ortony, 1989, p. 185).

Discussion

Nearly two decades of application have exposed inefficien-
cies in DSM-IV (APA, 1994) OCPD diagnostic criteria, as 
demonstrated most powerfully by the work of Seedat and 
Stein (2002), Fossati et al. (2006), and Hummelen et al. 

(2008). The present critique further exposed and consoli-
dated problems of specificity, precipitated by polythetic cri-
teria and the absence of a hallmark feature, and problems of 
sensitivity, precipitated by concrete expression and missing 
elements.

First, lessons of specificity suggest that polythetic criteria 
sets have proved divisive and distracting, creating contention 
between clinicians and confusion in diagnosis. No four of the 
eight DSM-IV (APA, 1994) criteria are sufficient to fully rep-
resent the type. Indeed, some combinations of four can pro-
duce incompatible types. Also, the absence of a hallmark 
feature allows OCPD to be diagnosed without mention of 
conscientiousness. Having an obsessive who is not conscien-
tious is the psychological equivalent of diagnosing acute 
Dengue Fever without any elevation in temperature. 
Conscientiousness is the defining feature of OCPD from 
which many of the other symptoms follow. In short, the via-
bility of the OCPD construct is only as specific and strong as 
the clinical community’s commitment to recognizing OCPD 
as a definable entity with reliable properties that are to some 
extent hierarchically organized.

Second, lessons of sensitivity suggest that some salient 
diagnostic markers, although they are signally documented 
in OCPD literature, are not represented in DSM-IV (APA, 
1994) criteria set: There is no mention of attentional bias, an 
important manifestation of obsessive perception and cogni-
tion; there is no mention of future orientation, a behaviorally 
expressed phenomenological variable; and there is no men-
tion of problematic affect modulation, a salient sign with a 
baseline of emotional overcontrol punctuated by bursts of 
dyscontrol. Also, caution should be taken when, in pursuit of 
empirical rigor, behaviors are specified too literally. Relying 
on literal specification of behaviors has resulted in dissatis-
faction (Fossati et al., 2006; Hummelen et al., 2008; Seedat 
& Stein, 2002) with Criterion 5 (is unable to discard . . . ) and 
Criterion 7 (adopts a miserly spending style . . . ). This dis-
satisfaction has led to recommendations that these criteria be 
excised entirely. Yet, this Gordian knot should not be cut, but 
patiently unwound. Rough removal, in other words, should 
not replace careful revision. As imperfectly specified as 
these two criteria are, they are presently the only representa-
tives of the obsessive disposition to prepare through parsi-
monious conservation and future-oriented labor. Rather than 
altogether abandoning these criteria and effacing their sub-
stance from the diagnostic set, which would amount to dis-
mantling the anal triad, it would be wiser to retreat back to 
the disposition that actuates them.

Problems of specificity and sensitivity, and other diagnos-
tic inefficiencies create problems that impair the usefulness 
of the criteria set as a diagnostic tool. These problems not 
only spoil the application of the criteria set but also sully its 
very spirit. It is with this spirit that the present work has been 
most concerned. It is the spirit of the criteria set that activates 
the clinical schema and informs the archetypal obsessive 
construct. Making specific recommendations as to how to 
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operationalize DSM-IV’s (APA, 1994) diagnostic criteria in 
its final year would serve no end. On the eve of the publica-
tion of DSM-V, with its continuous approach to personality 
disorder diagnosis, it is more important to focus on honing 
the obsessive archetype, the prototypical ideal to which 
actual clinical cases are compared. Continued honing can 
only be accomplished by continued scrutiny. Critical exami-
nations act as a kind of punctuated evolutionary pressure, 
creating ever-greater fidelity through the differential destruc-
tion of ideas. The fitness of the obsessive archetype is reliant 
on such selective pressures, and in turn the clinical under-
standing of OCPD is reliant on the accuracy of the obsessive 
archetype. As such, it is still pertinent to study and improve 
this criterion set, as an abstracted ideal as opposed to an 
applied algorithm, for the guiding function that it serves. The 
obsessive archetype will have continued relevance, not only 
in the mind of the clinician but also in proposed hybridized 
approaches to DSM-V diagnosis (Simonsen, 2010). An 
improved obsessive archetype is likewise integral to the suc-
cess of the contested (Eaton, Krueger, South, Simms, & 
Clark, 2011), but widely promoted (Ortigo, Bradley, & 
Westen, 2010; Westen, DeFife, Bradley, & Hilsenroth, 2010; 
Westen & Shedler, 2000) prototype matching approach.

This review, being written in the space between DSM-IV 
(APA, 1994) and DSM-V, is perforce entangled within cate-
gorical versus continuous debate in personality disorder 
diagnosis. In judging the worth of further honing an obses-
sive prototype, consider the words of Dr. John Helzer, who 
takes a balanced view, acknowledging the strengths of the 
categorical approach introduced in DSM-III (APA, 1980), 
even while endorsing the continuous approach coming in 
DSM-V. Dr. Helzer is quoted on DSM-V.org as making four 
recommendations for DSM-V:

1) that the DSM-V criteria should include options for dimensional 
approaches; 2) that the categorical approach of DSM should be 
retained given the ongoing need for diagnostic categories for 
clinical work and research; 3) that the content of DSM-V 
dimensional components be determined by categorical definitions 
given the need to be able to relate the dimensional scales back to 
the categorical definitions; and 4) that DSM-V should be 
structured to ensure maximum utility for future taxonomic needs.

The first of these recommendations looks forward, but the 
other three look backward, counseling diagnosticians not to 
precipitously abandon the past, but to preserve what is meri-
torious in it. Foremost in Helzer’s counsel is the continuing 
role, in the clinical nosology, in the clinical mind, and in the 
clinical practice, to preserve “categorical definitions” as 
adjunctive aids in continuous diagnosis. A shift to a continu-
ous method of diagnosis makes sense, but it only makes 
sense if there is an underlying category from which individu-
als can continuously vary. Thus, it is important to understand 
that there is a continuing role for categorical description. We 
can, at once, become more categorical and less categorical; 

we can become more decisively categorical in terms of spec-
ifying the nature of the disorder, while we become less cate-
gorical in terms of making patient diagnoses. In fact, we can 
more exactly describe what the disorder is precisely because 
we are freed from keeping the disorder itself loose enough to 
accommodate individual variations of it. Paradoxically, this 
is not the time to abandon categorical descriptions, but to 
perfect them.

We should not become absorbed in the current transition 
from categorical to continuous diagnosis and in doing so lose 
sight of the value of meaningful description, or otherwise 
sacrifice something of the past that was worthwhile, as we 
are caught up in the progress of the present. In this vein, the 
present review and critique has attempted to be historical as 
much as empirical. It has attempted to take the long view, 
preserving, in the Burkian sense, what is of value in the the-
ory and research of the past. It has attempted to avoid the 
vacillations of the moment and merge information as dispa-
rate as the data of 2012 with the descriptions of 1908. As 
Samuel and Widiger (2010) state, “the history of OCPD is 
characterized by significant alterations to its core features, 
additions, and subtractions to its criterion sets and indecisive 
shifts in its title” (p. 232). As a field, we have to use our 
experience, historical, clinical, and empirical, to begin to 
moderate these vacillations and come to an understanding 
about the nature of OCPD.
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