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Abstract: This article critically examines Louis Char-
land’s claim that personality disorders are moral rather 
than medical kinds by exploring the relationship between 
personality disorders and virtue ethics. We propose that 
the conceptual resources of virtue theory can inform 
psychiatry’s thinking about personality disorders, but 
also that virtue theory as understood by Aristotle cannot 
be reduced to the narrow domain of ‘the moral’ in the 
modern sense of the term. Some overlap between the 
moral domain’s notion of character-based ethics and the 
medical domain’s notion of character-based disorders 
is unavoidable. We also apply a modified version of 
John Sadler’s “moral wrongfulness test” to borderline 
and narcissistic personality disorders. With respect to 
both diagnoses, we argue that they involve negative 
moral evaluations, but may also have indispensable 
nonmoral features and, therefore, classify legitimate 
psychiatric disorders.

Keywords: virtue ethics, moral theory, borderline 
personality disorder, narcissistic personality disorder, 
five-factor model, dimensional model, psychiatric clas-
sification

In the sociopolitical domain, psychiatry 
runs the risk of excusing immoral behavior by 
claiming it is ‘disordered’ and, conversely, of 

assigning moral blame to what are more properly 
considered illnesses (O’Malley 2004; Wiseman 
1961). This debate is often played out in terms 

of the relationship between psychotic states and 
crimes such as murder. Examples include debates 
about whether Andrea Yates should have been 
executed for filicide. A similar controversy would 
have likely emerged had Seung-Hui Cho lived 
after committing mass murder at Virginia Tech 
University. A longstanding problem in psychiatry, 
questions of whether certain people are mad or 
bad continue to haunt the field.

In 1994, Susan Smith of South Carolina claimed 
that she had been carjacked by a black man—who 
then drove away with her two children still in the 
back seat. The car was later found in a lake—with 
the children drowned (Bragg 1995). In the next 
few days, it was revealed that there was no carjack-
ing and Susan Smith had killed her own children. 
Her motivation? Apparently, she was involved in 
a sexual relationship with a wealthy man who ter-
minated the relationship partly because he had no 
interest in her children. If diagnosing Andrea Yates 
as suffering post-partum depression with psychotic 
features mitigates responsibility for her filicide, 
would diagnosing Susan Smith with borderline 
personality disorder (BPD) do the same?

Many would claim that it would not. The 
philosopher Louis Charland (2004, 2006, 2007) 
has argued that cluster B personality disorders, 
such as BPD and narcissistic personality disorder 
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(NPD), are really moral, not medical, kinds. He 
claims that were negative moral judgments such 
as deceitfulness, impulsivity, and lack of empathy 
eliminated as descriptors/symptoms, it might not 
even be possible to identify whether these condi-
tions were present in an individual. Charland states 
that such conditions are not valid clinical entities 
and claims that, rather than medical treatment, 
what people with these ‘disorders’ need is a kind of 
conversion—where they become better people (i.e., 
less manipulative, less vindictive). Conversion, ac-
cording to Charland, is a moral concept.

To claim that someone has a disorder that needs 
to be treated requires an evaluation that her or his 
behaviors are disvalued. What are we to make of 
claims that slaves who had a compulsion to run 
away from home had a disorder called drapetoma-
nia or the practice in Soviet Russia of committing 
political dissidents to mental institutions? Could 
a woman in an Islamic country who refuses to 
wear a burkha be considered disordered as well? 
What makes a disvalued condition psychiatric 
rather than political or moral? It is important to 
note that in the current psychiatric nosology, the 
“disvalued” behaviors of runaway slaves, political 
dissidents, and nonconforming women could be 
associated with distress, judged maladaptive, and 
medicalized by labeling their agents as personal-
ity disordered more easily than by labeling them 
depressed, anxious, or psychotic.

For such reasons, we believe that Charland 
raises a legitimate philosophical problem regard-
ing the construct of personality disorders, one 
that we explore further in this article. Nor is it 
a mere philosophical problem that psychiatrists 
and psychologists should simply ignore. Like the 
anti-psychiatry movement of an earlier era, even 
if mental health professionals do not take this 
argument seriously, others will.

We are both, however, reluctant to reduce per-
sonality disorders to moral kinds. In contrast, we 
suggest that, in some cases, inappropriate moral 
attributions are being made about people with 
legitimate psychiatric disorders.

Peter Zachar is not as skeptical as Charland 
about the clinical legitimacy of the personality dis-
orders. He views the overlap between personality 
disorders and immoral behavior as a consequence 

of the complexity of both psychiatric nosology 
and moral theory—and does not believe the two 
domains can be so cleanly demarcated. Nancy 
Potter is deeply concerned that psychiatric and 
moral kinds are being inappropriately conflated, 
especially with respect to BPD as applied to 
women. Hence, we occasionally part company to 
make independent points.

We both believe that the “moral versus medi-
cal” debate can keep us needlessly stuck in argu-
ments about what “kinds” of things we are talking 
about when it comes to personality disorders. In 
contrast with the moral versus medical problem, 
we propose that virtue ethics, properly under-
stood, can help to clarify our understanding of 
personality disorders, even though ideas about 
virtue and character may also blur the distinction 
between morality and scientific psychiatry.

We begin by showing that Charland’s claims 
about the moral dimension of personality disor-
ders do not depend only on philosophical theories; 
they also gain support from empirical research 
indicating that many personality disorders are 
disvalued because they are associated with a tra-
ditional moral vice, namely, low agreeableness.

We then turn to some concerns about the cat-
egory of BPD, focusing on clinician presupposi-
tions and expectations in reading BPD patients as 
disagreeable, and calling that attribution into ques-
tion. Next, some worries about the assessment of 
psychopathology in NPD are briefly reviewed.

We then contrast modern moral theory with 
virtue ethics. We argue that Aristotle’s concep-
tion of virtue was somewhat broader than what 
is usually classified as morality. Our claim is that, 
if one adopts the virtue approach that focuses on 
character as an alternative to a legalistic version 
of moral theory, then some overlap between the 
domains of psychiatry and “morality” seems 
inevitable.

Finally, we end with an extended application 
of John Sadler’s (2005) moral wrongfulness test 
(MWT) to the problem of personality disorders 
and moral evaluations. In Sadler’s terminology, we 
conclude that with respect to BPD, the diagnosis 
cannot rid itself of saturated moral value, but 
that it may have indispensable nonmoral features 
that allow us to classify it as a mental disorder. 
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Similarly, the diagnosis of NPD is also morally 
loaded, but may have indispensable nonmoral 
features as well.

The Five-Factor Model of 
Personality and Virtue 
Theory

Psychologists believe that a disordered person-
ality structure can be better understood in relation 
to normal personality structure (Clark 2005; Costa 
and Widiger 2002). One of the more influential 
models of normal personality structure is called 
the five-factor model (Costa and McCrae 1992; 
Goldberg 1981). ‘Factors’ refer to bipolar trait 
dimensions discovered by means of a statistical 
procedure called factor analysis. The five fac-
tors are neuroticism versus emotional stability, 
extroversion versus introversion, openness versus 
closedness, agreeableness versus antagonism, and 
conscientiousness versus negligence. Some think-
ers go so far as to claim that these five dimensions 
represent the basic structure of human personality 
across time and culture (Costa and Widiger 2002; 
McCrae 2004). According to such a dimensional 
model, personality is an organized system made 
up of temperament and traits, and this system 
can be either normal or dysfunctional. When a 
person is diagnosed with a personality disorder, 
that person is considered to have a “broken” 
personality structure.

Proponents of dimensional models (Livesley 
2003; Widiger and Samuel 2005) specifically 
maintain that normal and abnormal personality 
traits differ from each other only quantitatively; 
that is, a disordered personality trait represents an 
extreme score. For example, if the relevant dimen-
sion is trust, then the extremes of gullibility and 
paranoia might be considered maladaptive. This 
loosely reflects the structure of Aristotelian virtue 
ethics where vices represent extreme response 
options relative to a more moderate, virtuous 
response, or golden mean.

The association between dimensions of person-
ality and virtue theory is evident with the trait of 
agreeableness. Aristotle specifically considered 
agreeableness (sometimes called friendliness in 
social discourse) to be a virtue (Aristotle 1999, 

1126b12-1127a13). In a similar manner, Thomas 
Aquinas discussed affability, and Jane Austen ami-
ability (MacIntyre 1981). What these virtues share 
most likely lies in the middle of a continuum with 
ingratiation at one pole and antagonism at the 
other. Agreeableness is important to social inter-
course; it facilitates dialogue and both promotes 
and exhibits civic friendship. But we can be too 
agreeable, by agreeing with others even on points 
where they are wrong, or by consistently not dis-
agreeing so as to keep the peace. And we can fall 
short of agreeableness, when we are argumentative 
or ready to point out errors at every turn.

Costa and McCrae (1992) have further de-
composed the domain of agreeableness into six 
facets, which have clear moral connotations, 
for example, compassionate, altruistic, honest, 
deceitful, and selfish. The facets of agreeableness 
are as follows:

(A1) trusting versus suspicious
(A2) honest and sincere versus deceitful
(A3) altruistic versus selfish
(A4) easygoing and compliant versus competitive
(A5) modest and humble versus grandiose
(A6) compassionate versus tough minded

Why is this an important issue? It is important 
because one proposal for the future development 
of psychiatric nosology is to abandon categorical 
diagnoses such as BPD and NPD and replace them 
with a comprehensive set of dimensions. One of 
the arguments in favor of this proposal is that 
a majority of PD diagnoses are Not Otherwise 
Specified—meaning that the ten categories of PD 
in the DSM do not comprehensively represent 
the domain (First et al. 2002). Proponents of the 
dimensional model argue that conceptualizing 
personality pathology dimensionally will better 
represent the phenotypic space occupied by per-
sonality disorders .

Numerous studies of the relationship between 
the DSM personality disorders and the five-factor 
model have been conducted to investigate the 
value of a dimensional model revolution. Inter-
estingly, and providing some empirical support 
to Charland’s claims about the moral dimensions 
of personality disorders , Saulsman and Page’s 
(2004, 2006) statistical integration of the results 
from multiple studies (or meta-analysis), shows 
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that in addition to high scores on neuroticism, 
all the DSM personality disorders except depen-
dent personality disorder are associated with low 
scores on agreeableness (people with dependent 
personalities are ingratiating, not antagonistic.) 
Those conditions that are considered to be more 
pathological such as antisocial, paranoid, narcis-
sistic, borderline, and schizotypal personality 
disorders have the strongest associations with low 
agreeableness.

Being friendly and cooperative decreases the 
chances that someone will be diagnosed with a 
cluster B PD, suggesting that ‘personality disorder’ 
is a label given to certain types of antagonistic 
people. The same might be true for other “un-
friendly” groups, such as political dissidents and 
runaway slaves. This should at least give some 
mental health professionals pause. For example, 
in a fully dimensional system where personality 
disorders would exist in degrees, were the ten 
categories of personality disorder abandoned and 
replaced with dimensions, anyone with high levels 
of antagonism paired with high neuroticism could 
potentially be called personality disordered, and a 
diagnostic construct could be introduced to help 
explain the ‘condition.’

At the Intersection of the 
Moral and the Psychiatric: 
BPD and NPD
BPD

BPD is one of several mental illnesses that fall 
under the heading of personality disorders. A sig-
nificant percentage of the population in the West-
ern world can be diagnosed with this condition, 
including 10% of the patients seen in outpatient 
mental health facilities and 20% of those seen as 
psychiatric inpatients (American Psychiatric As-
sociation 2000).

The borderline personality is characterized by 
identity disturbance, chronic feelings of empti-
ness, impulsive or self-destructive behavior, and 
unstable and intense interpersonal relationships. 
Other key characteristics include a loss of a sense 
of self separate from others, contradictory self-
images that are experienced as an inner void, and 
aggression. Additional features include distrust, 
all-or-nothing thinking, extreme sensitivity to per-

ceptions of unfair treatment, and an appearance of 
normality that quickly unravels under stress.

People who are diagnosed with BPD are consid-
ered difficult to treat because of “the intensity of 
their engagement with caregivers, the sometimes 
overwhelming nature of their demands for care, 
and the strong emotions and conflicts that they 
provoke in others” (Herman, Perry, and van der 
Kolk 1989). Put less delicately, one researcher 
claims to distinguish BPD patients from depressed 
or schizophrenic ones by “their angry, demanding, 
and entitled presentation,” and another warns 
that “any interviewer, whether with a clinical or 
research purpose, will be exposed to devaluation, 
manipulation, angry outbursts, clinging or appeal” 
(Mitton and Huxley 1988). Most bluntly, “border-
liners are the patients you think of as PIAs—pains 
in the ass,” as a past chairman of the psychiatry 
department at New York University put it (Medical 
World News 1983).

Several characteristics attributed to BPD pa-
tients have a tendency to evoke negative responses 
in clinicians: a sense of entitlement, manipulative-
ness, and excessive and inappropriate anger. Potter 
(2006) focused on the anger. Since the time of 
the ancients, anger has been considered a moral 
emotion, which is to say that moral judgments 
are normatively paired with particular emotional 
responses (D’Arms and Jacobson 1994, 748). 
Novaco notes that “conceptions of anger as a dys-
functional emotional state are rooted in historical 
notions about anger as a passion” (1994, 21).

Philip Fisher’s analysis of the passions provides 
us with a richer understanding of the passions than 
modernity suggests. According to Fisher (2002), 
strong emotions or passions are important to us 
because they help us to shape an intelligible world. 
Fisher describes anger as

an outward-streaming energy, active, fully engaging 
the will and demonstrating the most explosive self-
centered claims on the world and on others, makes 
clear the relation of the passions to spiritedness or to 
high-spiritedness, to motion, to confidence, and to self-
expression in the world. (2002, 13–14)

From an Aristotelian virtue framework, our 
aim should be to develop a disposition such that 
we neither overdo nor underdo our responses, 
including anger. Anger can be inappropriate not 
only if it lasts too long, or is too vehement for the 
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situation, but also if the target of one’s anger is 
not the person who did the wrongdoing. On the 
other hand, virtue ethics holds that not having 
enough anger is also blameworthy when such 
responses are dispositional—part of one’s char-
acter. The judgment of an excess or deficiency of 
anger, therefore, is squarely within the domain of 
virtue ethics.

Norms underlying assessments of anger are 
themselves complex. For example, moral stan-
dards for the expression of anger are applied 
differently to men and women, and to different 
ethnic groups. The idea that women lack control 
of their emotions is not limited to BPD or even 
other mentally disordered women. If appropriate 
anger is anger that is reasonable, and women by 
nature are irrational, then ceteris paribus women’s 
anger will not be reasonable. It is worth noting 
that BPD patients are 75% female.

Excessive anger is a vice, but may be dysfunc-
tional as well; it tends to overwhelm the angry 
person as well as the person at whom the anger 
is directed, thus impeding relationships and mu-
tual understanding. Big anger intimidates; it can 
frighten the other, but also can ignite the wrath 
of the other. The perhaps-righteous anger of one, 
if too rageful or violent or rejecting, may make 
it less likely that the causes of the anger will be 
understood and addressed.

Potter (2006, 2008) believes it is likely that 
mistakes in blaming BPD patients occur not only 
in dealing with patients’ anger, but also in judg-
ments of manipulativeness and other negative 
traits ascribed to them. Some mistakes arise from 
the intersection of gendered norms for expecta-
tions of behavior. But other mistakes arise from 
perplexing questions about the ability of BPD 
patients to control their behavior.

Personality Disorders and the Will
People do not choose to be born with physical 

disabilities or to develop illnesses such as cancer 
or multiple sclerosis. It is a truism that we cannot 
be held responsible for those things that are out 
of our control. To be responsible, one needs to 
have chosen freely—meaning without compulsion 
or coercion.

It seems unlikely that a choice is involved in 
the development of autism, attention deficit hy-

peractivity disorder, or psychosis. Is the same true 
for personality disorders? Although a thorough 
discussion of philosophical theories of choice and 
action is beyond the scope of this paper, a brief 
discussion will help to illuminate what we take to 
be a core problem in deciding whether personality 
disorders are mental disorders that also mitigate 
responsibility for actions.

The core problem is that if patients do not 
have control over their choices and actions, then 
the moral blame dished out by clinicians is itself 
morally inappropriate. For example, one of the 
main DSM criteria for diagnosing a personality 
disorder is inflexibility. Does ‘inflexible’ refer to 
beliefs, desires, and behaviors over which the 
patient has limited control and, if so, which ones 
and to what degree?

One way to think about patients with BPD is 
in terms of the structure of the will. Freedom and 
responsibility, in this view, require not only the 
ability to choose between available alternatives, 
but also the ability to choose which desires one 
wants to have—in other words, to say one has 
deliberately chosen her action, it must be the case 
that that person has control of the structure of 
her will (Frankfurt 2005). Framing the problem 
of excessive anger as a battle between competing 
desires of expressing rage or being agreeable does 
not fully capture the struggle most BPD patients 
experience. At a second-order level, they want not 
to want what they, at the first-order level, want. It 
may be that they have no control over the structure 
of their will—that their second-order desires are 
unable to govern the will.

We also can consider impulsivity, another DSM 
diagnostic criteria for BPD. A patient may be im-
pulsively sexual or self-medicating, for example. 
Jennifer Radden points out that acting on whims 
(even dispositionally) is not the same as being un-
able to resist those actions. “When impulsiveness 
occurs in some psychopathology (in impulse dis-
orders like kleptomania, for example), its victim is 
impelled or compelled to act, and acts, in one sense 
of that term, involuntarily. He cannot (or cannot 
without great subjective anxiety and distress) resist 
the impulse which assails him” (1996, 288).

Are patients who exhibit inappropriate or ex-
cessive anger, or have hard-to-resist impulses, to 
blame for their actions? The answer partly depends 
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on how they came by their desires and distresses, 
matters currently being researched by developmen-
tal psychiatrists and neuroscientists. But if BPD 
patients are unable to structure their will such that 
their second-order desires take primacy in decision 
making and action, then this might suggest the 
presence of a specific kind of disorder and also 
suggests that responsibility for their dysfunctional 
behavior is at least mitigated.

NPD and the Seven Deadly Sins
By NPD, we mean the overt form of the condi-

tion described in the DSM-IV-TR. It involves the 
inflexible tendencies to be self-involved in an al-
most oblivious manner, to be grandiose, arrogant, 
envious of others’ success, and prone to rage if 
one’s inflated self-opinion is challenged. It also 
includes feelings of entitlement and interpersonal 
exploitativeness.

Zachar (2006) has explored the connection 
between the disordered and the depraved by 
analyzing NPD with respect to the seven deadly 
sins, claiming that the seven deadly sins are 
typical character traits of a narcissistic personality 
style. For example, the psychiatric symptoms of 
grandiosity and rage directly parallel the deadly 
sins of pride and anger. Envy is also prominent 
in both the DSM and in Medieval virtue theory. 
Furthermore, Zachar contends that other common 
aspects of narcissistic behaviors can be associated 
with the remaining deadly sins. Examples include 
monetary stinginess (greed), acquisitiveness (glut-
tony), passing off work that is considered to be 
‘below them,’ but taking credit when it is done 
well (laziness), and either wanting to posses others 
sexually or projecting that desire and imagining 
that they are the object of others’ desires (lust). 
In Charland’s thinking, successful treatment of 
narcissistic personality would necessarily result 
in a kind of moral improvement.

Zachar’s analysis was motivated by an obser-
vation that people with high levels of narcissism 
can be called alternatively “sick” or “evil,” and 
that their immoral behavior can be attributed to 
a “diseased mind.” From a perspective such as 
Charland’s, this seems to raise the question of 
whether NPD is a legitimate psychiatric condi-
tion or whether it only seems to be one to those 

holding particular moral intuitions about what 
counts as virtuous, specifically, humility, temper-
ance, and charity.

Zachar’s analysis, formulated before his reading 
of Charland, was primarily concerned with Jerome 
Wakefield’s (1992, 1999) harmful dysfunction 
model, and its implications for the moral aspects 
of NPD. Wakefield has argued that a legitimate 
psychiatric disorder must include (a) an objective 
dysfunction plus (b) an evaluative judgment that 
the condition in question is harmful or socially 
disvalued, that is, bad. Zachar wondered if it is 
possible, in Wakefield’s terms, that the attribution 
of disorder status to the constellation of narcis-
sistic personality traits depends on a perception 
of moral badness as conceptualized in Medieval 
virtue theory and various contemporary religions, 
namely, that a lack of humility and charity are 
disvalued. Could intuitive judgments of immoral-
ity lead to the ‘maladaptive’ behaviors associated 
with narcissism to be accentuated and the adaptive 
behaviors minimized? If so, the overall clinical 
assessment of the degree of psychopathology as-
sociated with NPD may be exaggerated by specific 
perceptions of moral badness. A condition such 
as avoidant personality disorder may be viewed 
as less pathological primarily because it tends to 
not invoke negative moral evaluations.

Moral Frameworks and 
Mental Disorders
Modern Moral Theory: A Summary

The two prevailing types of modern moral 
theory are deontological (duty based), such as that 
of Immanuel Kant, and consequentialist (outcome 
based), such as that of John Stuart Mill. In Kan-
tian theory, what is right to do is that which is in 
accordance with the moral law; we know what 
the moral law demands through reason devoid 
of interests or inclinations. The moral domain, 
for Kant, concerns right action done out of the 
motive of duty. For example, we have precise and 
clear duties to ourselves (do not commit suicide) 
and to others (do not lie, keep our promises.) For 
Kant, our sentiments, and even our happiness, are 
neither reliable sources of moral motivation nor 
valid justifications for moral action.
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Mill’s utilitarianism, out of which grew other 
consequentialist theories, does hold that our hap-
piness is a worthy value; in fact, it is the greatest 
good. But Mill argues that it is not just my own 
happiness that I should seek, but that of all those 
who come under my purview. Utilitarians take 
maximizing the greatest good for the greatest 
number as a rule for action, and also consider it 
to potentially be empirically determinable.

Both Kant and Mill show how we can derive 
moral principles from one overarching principle; 
for Kant, the overarching principle to act from 
duty always is binding, whereas for Mill the gov-
erning rule admits of exceptions. In either theory, 
morality requires strict impartiality, detachment, 
disinterest, objectivity, and good reasoning. The 
epistemological stance is that of the Ideal Observer 
who adopts what Nagel (1986) called the view 
from nowhere.

A third type of moral theory, called here moral 
motivation theory, also deserves mention. Moral 
motivation theorists view moral behavior as partly 
a function of internal emotional states. Examples 
include Adam Smith’s notion of moral sentiments 
and David Hume’s contention that reason is a 
slave to the passions. Their shared claim is that 
we should develop the habit of occupying states 
that make it more likely that we will act well and 
less likely that we will act badly. Emotional states 
that increase or decrease the probability of moral 
behavior are associated with virtues and vices. 
Examples of virtue-enhancing emotional states in-
clude compassion, gratitude, and regret. Examples 
of vice-enhancing emotional states include rage, 
envy, resentment, and schadenfreude.

Character Disorders and Virtue 
Theory Proper

Unlike modern moral theory, classical virtue 
ethics has neither rules to follow nor an ideal 
observer point of view. And unlike Hume and 
Smith, virtue ethics proper does not conceptualize 
virtues as motivators that increase the probability 
of moral behavior. As described by Alisdair Ma-
cIntyre (1981), a virtue is a character style with 
interlocking behavioral, emotional, and cognitive 
dimensions. On an Aristotelian account of virtue, 
character concerns the sort of person one is and the 

sort of feelings and actions one tends to exhibit in 
various situations (Aristotle 1999). In other words, 
virtues and vices are manifest in a person’s behav-
ior, but they must be accompanied by the right 
feelings and intentions as well. Virtuous behavior 
is not just the result of moral sentiments; it is ac-
tively chosen because it is cognitively appraised as 
good. These appraisals are supposed to be learned 
and reflective. Virtues (and vices) are also practiced 
over time. With experience, they develop so that 
the emotions, the cognitive appraisals, and the 
behavior become a coordinated whole. Examples 
of virtues are justice, friendship, and compassion; 
examples of vices are greed and boorishness.

Virtue ethics also differs from alternative moral 
theories in other, more specific ways. In contrast 
with Kantian theory, emotion is considered to be 
an important part of a virtue. Being virtuous can-
not be reduced to rationally submitting oneself to 
a moral law. Virtues are more a function of proper 
judgment than they are of dutiful obedience—in 
fact, virtue theories like Aristotle’s do not con-
ceptualize ethics as law-like. Aristotle explicitly 
says that ethics is inexact and that we shouldn’t 
blame people if they do not hit the mark but only 
if they veer widely off the mark (Aristotle 1999, 
1109b19). In contrast with utilitarian theories, 
virtues are considered to be good in themselves, 
although they also contribute to the good life 
or flourishing. Utilitarianism is also associated 
with a cold, economic balancing of goods and 
bads, whereas virtue ethics is unlikely to be so 
impersonal. In contrast with the moral motiva-
tion theories, doing good because one happened 
to have the proper feeling is not fully virtuous 
because it does not include the necessary condition 
of deliberation.

One of the typical questions that arises with 
respect to character-disordered individuals in 
psychiatry is to what degree they have any choice 
over their behaviors, or the problem of consent. As 
noted, this issue of internal control over one’s will 
is complicated and controversial. For example, an 
intuition that people with personality disorders are 
not merely slaves to their passions is supported by 
the observation that they can alter their behaviors 
when necessary—sometimes with great effort, but 
sometimes, with minimal effort. Ability to alter 
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behavior suggests some choice. Personality-disor-
dered patients may also seek out opportunities to 
engage in their ‘maladaptive’ behaviors.

In virtue ethics, our actions over time develop 
the sort of character we become; neither virtues 
nor vices spring out of single acts. According to 
virtue theorists, if a person with a personality 
flaw seems to knowingly and voluntarily seek out 
activities that reinforce maladaptive behaviors, 
she eventually will have a stable disposition to 
perform those behaviors. This element of choice 
affords a degree of consent to what eventually 
become inflexible, automatic behaviors. Of course, 
as discussed, the question of the extent to which 
someone with a personality disorder has control 
over his or her will is complicated. Lack of con-
trol, or compulsivity, may itself help to legitimize 
disorder status.

Virtue Theory Writ Large
Charland and others such as Thomas Szasz 

(1961) claim that psychiatrists have confused 
medical with moral and social issues. In contrast, 
we suggest that it is a mistake to conceptual-
ize the relationship between the moral and the 
psychiatric dichotomously. However, we are not 
in complete agreement here. His musings about 
NPD and the seven deadly sins notwithstanding, 
Zachar is strongly inclined to reject the claim that 
psychiatric disorders have been infected by moral 
norms and that those norms must be purged from 
psychiatry for the sake of medical purity. Potter 
is less comfortable with merely accepting the 
interface of moral and medical values because of 
the ways in which moral norms can disadvantage 
those already subordinated (such as women). 
We each agree that a more historically informed 
understanding of virtue ethics will reveal a less 
dichotomous relationship between vices and psy-
chiatric disorders.

Exploring the vice–disorder relationship is 
important because (1) an intersectional approach 
to vice and disorder may more accurately reflect 
the complexity of our judgments of what counts 
as a vice and what counts as a disorder, and (2) it 
may help us all to understand the ways in which 
culturally inflected moral norms are irreducibly 
part of the practice of psychiatry. If an intersec-

tional perspective is correct, then the task may not 
be to purge values from science but, rather, for 
the various constituencies to find some agreement 
regarding which values should guide psychiatric 
practice.

In discussing the Aristotelian virtues, we men-
tioned that agreeableness, or friendliness, is a 
virtue and boorishness is a vice. This may have 
struck some readers as a bit odd. Did Aristotle 
consider ill-mannered people to be immoral? The 
situation becomes even more problematic if one 
notes that Aristotle also held that empirical knowl-
edge and technical skill were virtues, namely, 
intellectual virtues. So understanding the laws of 
thermodynamics is virtuous for Aristotle—but is 
it also moral?

As noted, Aristotle did not conceptual ethics 
as law-like. Here, perhaps, is where virtue ethics 
differs most from modern moral theories. Eliza-
beth Anscombe (1958) has argued that Aristotle’s 
notion of ethics does not quite fit modern ideas 
about moral theory. Anscombe states that our cur-
rent understanding of moral theory can be traced 
to the theory of divine command ethics. Accord-
ing to divine command ethics, God has decreed 
eternal laws which humans are obligated to obey 
or face retribution. Doing good is rewarded by 
entry into heaven and doing bad is punished by 
banishment to hell.

Anscombe argues that subsequent to the sci-
entific revolution and in coordination with its 
cultural counterpart, the Enlightenment, both 
Kantian deontology and utilitarian consequential-
ism attempted to preserve a law-like structure to 
ethics without resorting to justifying ethical rules 
by the will of God. As noted, these two modern 
moral theories are still the prevailing ones today.

But Aristotle’s virtue theory and his notion of 
ethics, says Anscombe, is broader than entrenched 
legalistic ideas about ‘morality.’ Ethics is less about 
what we should do and more about what kind of 
persons we should be. For Aristotle, virtue meant 
achieving excellence. There are excellent ham-
mers, excellent books, and excellent movies. One 
can be an excellent parent, teacher, therapist, or 
philosopher. Excellence in Aristotle’s view refers 
to fulfilling one’s nature or purpose, for example, 
excellent hammers pound nails with ease.
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The big question is, what does it mean to be an 
excellent human being or an excellent person? Ac-
cording to Aristotle, it means fulfilling the function 
of our particular species. That function is to be 
rational in our actions, but to be rational includes 
having the right feelings as well reasoning well. 
And reasoning well concerns not only decisions 
about how to be just or generous, but also that we 
should aim for external goods, which for Aristotle 
includes material needs, friends, and health.

Thus, for Aristotle, virtue is quite sweeping 
compared with our contemporary ideas about the 
domain of morality as a set of rules or principles 
for right action. Importing Aristotle’s notion of 
flourishing into contemporary culture is compli-
cated even further because, post-Darwin, it is clear 
that a species such as Homo sapiens do not have 
a function in the same way that a hammer has a 
function. Species represent a coddling together of 
different natural functions that evolved over mil-
lions of years, having no single optimal state or 
single overarching function qua species.

If there is no objective, overall purpose of a 
human being, then there will be a plurality of 
excellences that cannot be sorted exclusively into 
independent domains such as moral, medical, and 
aesthetic. Moral and medical notions of excellence 
overlap. Among the many meanings that might 
be associated with “excellence” are adaptive-
ness, effectiveness, and fulfillment. In our present 
day, these concepts are as likely to be associated 
with psychiatric theory and various notions of 
psychological health as with moral theory (Keyes 
2007; Seligman 2002). Furthermore, it is clear that 
broad concerns with health, decision making, civic 
life, and so on, are central to living a good life. 
If we are right, then persistent overlaps between 
vices (falling short of excellence) and psychiatric 
disorders may not require, contra Charland, that 
psychiatric disorders be defined as moral rather 
than medical kinds.

The Golden Mean, Health 
and Psychiatry

It would be a mistake to attribute to Aristotle 
a static, dimensional model where a virtue such 
as courage lies in the middle of two extreme end 

points called cowardice and foolhardiness. Virtue 
theory does not work that way. The golden mean 
refers not to a static middle point; instead, it refers 
to an appropriately titrated response that is neither 
too much nor too little relative to a given situation 
and the parties involved. It might be appropriate 
to express anger at your sister for insulting you, 
but not in the middle of a holiday dinner with 
relatives. In some cases, retreat from a challenge is 
better, in other cases, facing it with resolve is better. 
Understanding what counts as “better” requires 
rational judgment, an evaluation that must occur 
in context. There is no rulebook or manual that 
one can consult for every situation.

Like virtues, what count as adaptive and mal-
adaptive personality traits in psychiatry are also 
dynamic rather than static: a person’s traits must 
be contextualized not only to the person in her 
or his culture, but also to the situations in which 
that person is immersed. The context in which 
maladaptiveness is attributed to behavior includes 
the social clinical setting, plus the health care team 
encountering a given individual in a particular 
set of circumstances. Diagnosis and treatment 
also need to be culturally and ethnically sensitive; 
for example, what counts as dissociation in one 
culture may be viewed as religiously sanctioned 
possession in another.

We suggest that that the conceptual resources 
of virtue ethics are complex but accessible. If 
applied to the understanding of personality dis-
orders, they can help clinicians and researchers 
to think about disorders in a less absolute, more 
contextualized manner. In combination with a 
dimensional representation of traits and a devel-
opmental framework, the notion that identifying 
the adaptive mean is a matter of evaluation and 
not a fixed point may help to personalize the 
clinical understanding of patients diagnosed with 
personality disorders.

For all humans, a necessary good for living a 
flourishing life is that of health. This claim does not 
call into question our previous claim that a plural-
ity of excellences exists, but health is an excellence 
upon which other great goods rely. A flourishing 
life is built on a foundation of health that is at 
least free from contaminated water, treatable ill-
nesses, and trauma-induced stress. A direct aim in 
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medicine and psychiatry is to treat and to heal, but 
the reason to treat and heal is that illnesses and 
disorders impede our ability to live a good life—
both in the sense of “desirable” and of “moral.” 
Without at least minimum health needs being met, 
we find it much more difficult, and sometimes im-
possible, to focus and act on things like generosity 
and justice. Nevertheless, what counts as health, 
disease, illness, and disorder vary from context to 
context. Health is an achievement, but it is also 
a normative condition; we attach values to the 
concept of health that are relative to individual 
persons, their culture, community, environment, 
and so on. Some of those values are moral; oth-
ers are medical. Sometimes value attributions are 
messy and complicated. On a virtue theory account 
of vice and disorder, such complications are accept-
able and, perhaps, desirable.

Kinds and the MWT
The fact that moral value intersects with medi-

cal value prima facie raises the question of whether 
personality disorders are mostly social constructs. 
In our view, however, that road is too simple, both 
on a theoretical and an empirical level. Ian Hack-
ing (1999) has argued that some mental disorders 
function as interactive kinds, by which he means 
that a feedback loop exists between the concept 
or thing classified and the social world in which 
it exists. Interactive kinds bridge the conceptual 
gap between natural kinds (what Hacking calls 
“indifferent kinds”) and socially constructed 
kinds. Quarks are indifferent kinds according to 
Hacking because “calling a quark a quark makes 
no difference to the quark” (p. 105). Child abuse 
on the other hand is an interactive kind. What 
counts as abuse, how it occurs, and how it is ex-
perienced by perpetrator and victim have all been 
influenced by classificatory practices. Interactive 
kind means that the classified entity interacts with 
the classification and both entity and classification 
evolve.

We both contend that personality disorders are 
interactive, rather than natural, kinds. Potter’s 
(2006) discussion of clinician attitudes toward 
BPD patients is an example of loopiness, where cli-
nician dislike and unempathic treatment is likely to 
lead to the patient’s anger and demand for respect; 

the resulting anger and demandingness influence 
both clinician hostility and patient self-concept. 
Over time, the concept of BPD as understood by 
both patient and clinician evolves. Because mental 
health professionals themselves have moral sup-
positions, the issue of how saturated with moral 
value personality disorders are—and what can 
be done about it—remains a crucial and deep 
question.

The MWT
Among recent work in the philosophy of 

psychiatry, John Sadler’s (2005) proposal for dif-
ferentiating moral versus nonmoral values within 
the broader class of negatively valued conditions 
is perhaps the work most relevant to Charland’s 
claim that cluster B personality disorders are really 
moral and not medical kinds. Sadler proposes to 
make distinctions between the moral and the medi-
cal by means of what he calls the MWT. Rather 
than asserting that morally saturated diagnostic 
categories such as antisocial personality disorder 
or pedophilia are moral, not medical kinds, Sadler 
attempts to redefine the morally saturated criteria 
in terms of nonmoral values.

Earlier we noted that conceptual work in the 
domains of character-based ethics and character 
disorders should be expected to intersect. If so, 
why would we seek to distinguish the moral from 
the medical by means of the MWT? Primarily 
because clinicians invariably have assumptions 
about morality. Those moral assumptions are 
worthy targets of philosophical analysis, especially 
if psychiatric disorders are interactive kinds and 
moral evaluations influence clinician’s assessment 
of degree of psychopathology.

For example, beginning at a young age, anger is 
constructed to be more appropriate for males than 
for females (Fivush 1994). Given that a majority 
of those diagnosed with BPD are women, the 
moral evaluation regarding ‘inappropriate’ anger 
deserves close scrutiny.

It is also important to note that ‘moral’ is not 
specifically defined in the MWT. Stealing and 
murder are widely agreed to be immoral. Is mas-
turbation immoral? Premarital sex? Cursing? The 
MWT does not specify what counts as a moral 
kind. What it specifies is that psychiatric disorders 



Zachar and Potter / Personality Disorders and Virtue Ethics ■ 111

should be disvalued qua disorders because they 
are associated with pain, suffering, incapacity, 
impairment, and so on. This is congruent with 
our claim that the important issue for psychiatry 
and its constituencies is to decide on which values 
should guide practice.

There is, inevitably, disagreement about what 
the moral norms should be. Political dissent, ho-
mosexuality, and providing advanced education to 
girls count as immoral acts for some groups, but 
not for others. Furthermore, violations of some 
moral norms may themselves indicate that the 
behavior in question is disordered and not just 
morally wrong. For example, evolutionary think-
ers would suggest that some moral values, such 
as those associated with taking care of the young 
and cooperation, are part of mammalian design, 
and refusing/failing to perform these behavior 
indicates a genuine dysfunction.

Rather than evaluating moral claims per se, Sa-
dler seeks to identify moral norms that have a high 
degree of consensus. He does so by asking whether 
a substantial number of people would consider the 
pathological behavior or experience in question 
to be morally wrong. If there is a perceived moral 
norm violation, this at least raises the possibility 
that the ‘abnormality’ in question is not a psychiat-
ric abnormality. Labeling slaves who run away or 
girls with an interest in science mentally disturbed 
represents an invalid medicalization of conflicts 
between an individual and society. Sadler’s MWT 
can help to identify these obvious cases, but it is 
also a first step in identifying less obvious cases 
where we might mistakenly pathologize condi-
tions that are disvalued primarily because they 
contradict moral norms (such as be friendly and 
cooperative), or where we exaggerate the degree 
of pathology in subtle ways.

To deal with potentially questionable diagnostic 
categories, Sadler suggests applying the MWT to 
diagnostic criteria and, when necessary, reformu-
lating criteria in nonmoral terms. An excellent 
example of where such work is sorely needed is 
in the diagnostic category of conduct disorder, 
where every single criteria such bullying, being 
cruel, and stealing represents a violation of moral 
norms. Conduct disorder is a morally saturated 
diagnostic category.

The MWT represents the kind of rigorous ap-
proach that is deservingly respected in analytic 
philosophy. It also has some limits, as recognized 
by Sadler. For example, the pathological behaviors 
manifested by someone with a particular person-
ality disorder are not of equal importance. Some 
behaviors may represent an underlying pathologi-
cal process or ‘dysfunction,’ whereas others may 
be secondary consequences of that pathological 
process. To illustrate, if a core pathological process 
in NPD involves adopting fantasies of superiority 
as the exclusive means of regulating self-esteem, 
then it may be that the morally saturated criterion 
of entitlement feelings is a secondary symptom—
a consequence of the core pathological process. 
People with NPD feel entitled because they cannot 
forgo distorted beliefs about their superiority.

Descriptive diagnostic categories like those of 
the DSM and the ICD do not attempt to model 
underlying pathological processes and, therefore, 
do not recognize potential primary versus second-
ary versus tertiary distinctions among criteria. This 
is a problem if the morally bad features are not 
primary indicators of the relevant dysfunction. 
We suggest that, instead of focusing the analytic 
lens on individual diagnostic criteria, it is better to 
focus it on hypothesized pathological processes.

According to Sadler, there are three different 
kinds of legitimate disorders: (1) nonmorally bad 
conditions, (2) mostly nonmorally bad conditions, 
and (3) mostly morally bad conditions with in-
dispensable nonmorally bad features. Recall that 
morally bad refers to disapproved conduct for 
reasons other than distress, disability, and impair-
ment. We argue that, although neither of the two 
personality disorders considered in this article fit 
in category one or two, they may fit the third cat-
egory and so may still be candidates for legitimate 
disorders. However, sorting the diagnosis vis-à-vis 
this third category is particularly complicated by 
the quality of interactive kind that personality 
disorders represent.

In the next two sections, we examine the prima 
facie reasons that psychiatrists would give for con-
sidering BPD and NPD to be legitimate disorders. 
We then return to Sadler’s strategy of analyzing 
the extent to which either of these personality 
disorders could be considered to be morally dis-
valued conditions.
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BPD and the MWT
There are multiple prima facie reasons for 

considering BPD to be a legitimate psychiatric 
condition. Sadler states that distinguishing the bad 
from the mad can be informed by the identification 
of etiological factors that are tied to nonmorally 
bad features. A potential etiological factor in 
BPD would be childhood sexual abuse. Forty to 
seventy-one percent of patients diagnosed with 
BPD report a history of childhood sexual abuse 
(Lieb et al. 2004). If this aberrant causal history 
can be related impairment and disability, then it 
helps to validate BPD as a legitimate disorder.

Also important is that BPD represents a vulner-
ability factor that raises the risk of manifesting 
many psychiatrically relevant symptoms. Lieb and 
associates (2004) report that people diagnosed 
with BPD are fifty times more likely to commit 
suicide than someone in the general population. 
The transient states of dissociation experienced by 
some patients with BPD in response to stress is also 
clinically significant, as are episodes of affective 
disruption identical to those observed in depres-
sive states and panic attacks. According to Lieb 
and colleagues (2004), BPD has high comorbidity 
rates with major depression, substance misuse, 
posttraumatic stress disorder, social phobia, 
obsessive-compulsive disorder, panic disorder, and 
eating disorders. Even if it were less like a migraine 
headache and more like a threat to health condi-
tion such as hypertension, clinical treatment of 
BPD would still be indicated.

Turning to the MWT, what might count as the 
underlying pathological processes for BPD? One 
strategy for understanding pathological processes 
is to dimensionalize the disorder. For example, 
Livesley (2003) speculates that an unstable sense 
of self and affective lability jointly represent the 
primary features a broad-based borderline syn-
drome. We will apply the MWT to the dimensional 
model of BPD offered by Morey (1991, 1996). 
Morey’s dimensions of BPD are identity problems, 
affective instability, negative relationships, and 
self-harm.1 One of the virtues of Morey’s model 
is that it integrates both conceptual and empirical 
perspectives.

Identity problems refer to the inability of per-
sons with borderline personality to maintain a 

consistent self-image and a consistent representa-
tion of others. As Morey notes, this leads them to 
frantically rely on others for a sense of self-hood 
and purpose. Plans and ambitions also tend to 
shift over time.

Affective instability refers to a lack of emotional 
continuity, whereby the person has sudden and 
intense shifts in both positive and negative emo-
tions. In addition to having high levels of negative 
emotions such as anger, those diagnosed with BPD 
have difficulty regulating their shifting emotions, 
no matter how unpleasant those emotions may 
be. In terms of virtue theory, they rarely achieve 
an emotional golden mean.

Negative relationships refers to intense and un-
stable interpersonal relationships that are typical 
of borderline personality, often related to a cycle of 
dependency, abandonment fears, and anger. One 
of the consequences of such interpersonal distress 
is the development of cynicism and resentment 
about relationships. Resentment and cynicism may 
also be a response to physical and sexual abuse 
in childhood. Research indicates that the vice of 
antagonism is strongly related to both this feature 
and to affective instability.

Self-harm can be one of the more dramatic 
features of BPD, and likely diagnostic of more 
severe cases. It is rooted in basic impulsivity 
involving sex, drugs, and money. Suicidality and 
self-mutilation are also logically included on this 
dimension.

So how do these four dimensions fair with re-
spect to the MWT? Potter in particular questions 
the identity dimension of BPD. First, the notion of 
a unified self is a product of Western modernity. 
Cross-cultural studies indicate that many cultures 
have quite a different way of drawing the boundar-
ies between the inner self and the external world. 
Second, the framework of virtue theory suggests 
a more complicated picture. Being virtuous, or 
exhibiting virtues, requires a stable character. 
This evaluative stance on character and moral 
agency may permeate society such that those who 
are unstable are judged as morally bad or weak. 
Third, as Cathy Leaker writes, “It seems at least 
possible to me given the particular examples listed 
[of goals and values changing over time]—career, 
sexual identity, values, and types of friends” (2002, 
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651)—that one man’s identity disturbance is an-
other woman’s “consciousness-raising,” her right 
not only to choose but to make multiple choices in 
response to her culture, personal development, and 
life situation” (Leaker 2002, 145–146). Leaker, 
herself diagnosed with BPD, argues that identity 
disturbance is gender and culturally inflected. 
When taking these points into consideration, Pot-
ter is inclined to think that identity problems are 
viewed in moral terms.

With respect to affective instability, it is unclear 
to what extent a patient diagnosed with BPD is 
in control of either her will or her moods; this 
question is a crucial point for further study. But 
we do know that virtue theory, from the time of 
Aristotle, holds that an inability to govern one’s 
will is a character flaw. Akrasia, or weakness of 
the will, is a condition where the person reasons 
properly about what to do (identifying universals 
and particulars and making correct inferences) 
and knows what is the right thing to do in a given 
circumstance, and then fails to do it. Akrasia is 
morally undesirable. Furthermore, virtue theory 
requires that we feel and act according to the 
mean—in the right ways, for the right end, at 
the right time, and so on—and so how a person 
handles her emotions is crucial to determining 
whether or not that person’s character is good. 
So intense and labile emotional states are not 
morally neutral.

We are also cognizant of the fact that there exists 
a disturbing history of blaming psychiatric patients 
for their problems by claiming that they have weak 
wills. Furthermore, it is important to keep in mind 
that women historically have been viewed as emo-
tional, men as rational, and so the notion of affec-
tive instability is also likely to be contaminated by 
gendered norms for emotional expression.

Turning to negative relationships, an inability 
to sustain positive relationships also represents a 
character flaw from the standpoint of virtue eth-
ics. People who are inflexibly antagonistic with 
others are unlikely to flourish over the long run. 
Antagonistic behaviors are also considered to be 
immoral from the standpoint of conventional 
moral theory.

Self-harm is clearly morally disvalued. If it 
can be shown that self-harm is the product of 

a volitional disorder (as opposed to an akratic 
character flaw), then we would have a reason to 
blame patients for engaging in self-injurious be-
havior. But it is clear that an impulsive person is 
judged to be morally bad—she is the antithesis of 
the deliberative person who reasons well, consid-
ers the consequences before she acts, and tries not 
to act on impulses that she can predict will bring 
negative consequences.

Our conclusion is that BPD, considered with 
respect to underlying pathological processes, likely 
represents a morally bad condition with respect to 
the MWT. Potter in particular sees the loopiness in 
the clinician–diagnosis–patient dynamic as espe-
cially tainted by the prior episteme that clinicians 
bring to interpretation of behavior and character. 
This problem makes it difficult to sort out whether 
the “morally bad condition” is located in the 
diagnosis and patient or whether, instead, it is 
located in clinicians’ perceptions and values. We 
each agree that to view the dimensions of BPD as 
morally disvalued conditions helps to explain the 
high degree of blame that patients diagnosed with 
this personality disorder receive, and these moral 
evaluations are subtly written into the diagnostic 
category itself.

Because it is a vulnerability factor for the devel-
opment of less controversial psychiatric symptoms 
such as panic attacks and major depressive epi-
sodes, Zachar is more willing than Potter to attri-
bute disorder status to BPD. From his perspective, 
the borderline category is a practically discovered 
kind, introduced in the context of psychotherapy 
to describe a group of depressed–anxious patients 
among whom specific kinds of complex and dra-
matic therapy relationships reliably emerge.

Potter is inclined to be more demanding with 
respect to attributing disorder status to BPD. The 
key issue for her is assessing the extent to which 
the morally saturated behaviors associated with 
BPD are actually blameworthy, a question that 
requires clinicians getting clearer on the degree to 
which patients with BPD have control over their 
actions. This, in turn, requires that the diagno-
sis be refined and clarified. Finally, Potter urges 
clinicians to be critically reflective about what 
they bring to the therapeutic encounter; this is 
especially important in determining whether such 
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behaviors are actually exhibited by the patients or 
whether they are attributed to them by clinicians’ 
cultural episteme.

NPD and the MWT
Three considerations present themselves for 

considering NPD to be a legitimate psychiatric 
condition. One, these individuals’ grandiose be-
liefs and expectations are inflexible—they are not 
well titrated to situations and are often maladap-
tive. Two, people with NPD are surprisingly thin 
skinned and easily humiliated/distressed. Third, 
there is a high degree of reality distortion in 
which an exaggerated, conscious self-assessment 
is grossly inaccurate. People diagnosable with 
NPD are very comfortable with the kinds of posi-
tive illusions that Alloy and co-workers (1990) 
show that mildly depressive people avoid. As 
the positive illusions of narcissists become more 
grandiose, their self-assessments become increas-
ingly distorted. Believing illusions eventually has 
maladaptive consequences.

Compared with BPD, the base rate of NPD in 
clinical settings is low (Zimmerman, Rothschild, 
and Chilminki 2005). Research on diagnosable 
cases has, therefore, not been easy to conduct, and 
NPD has been harder to dimensionalize. Various 
dimensional models have still been proposed, 
including three, four and seven factor solutions 
(Emmons 1984, 1987; Kubarych, Dreary, and 
Austin 2004; Raskin and Terry 1988). We will 
explore the four-factor dimensional structure of 
Emmons. According to this model, the dimensions 
of narcissistic personality include exploitativeness/
entitlement, leadership/authority, superiority/ar-
rogance, and self-absorption/admiration.

Exploitativeness/entitlement is a belief among 
those with high levels of narcissism that they 
should get what they want from others and are jus-
tified in obtaining it. They may not see themselves 
as subject to the same rules as ‘ordinary’ people. 
Relationships are not mutual as much as they are 
about doing favors in order to collect credits or 
‘chips’ than can later be cashed in. This dimension 
is also associated with neuroticism, suspiciousness, 
moodiness and intense experiences of both posi-
tive and negative affect. It is not correlated with 
self-esteem. Emmons (1984) states that this may 

be the more pathological factor. Importantly, it is 
also clearly morally loaded.

Leadership/authority is a dominance factor—
with the added emotional component of enjoying 
the power. People scoring high on this trait also a 
have a sense that their natural authority is recog-
nized by others. This dimension is associated with 
being bold, outgoing, and interpersonally warm 
rather than aloof. Like other trait constructs, both 
too much dominance (being controlling and auto-
cratic) and too little dominance (being submissive) 
can, depending on the situation, represent a char-
acter flaw from the standpoint of virtue ethics.

Superiority/arrogance is a confidence about 
being better than others factor. This is sometimes 
seen in a preference for evaluating self and others 
with respect to adjectives such as ‘strong’ versus 
‘weak.’ Those with high levels of narcissism are 
also confident about their skills for manipulating 
others. Ability to feel guilt is negatively correlated 
with this factor. Another morally relevant trait 
likely associated with this dimension is externaliza-
tion of responsibility, where individuals take credit 
for successes (whether deserved or not) and blame 
others for failures.

Self-absorption/admiration is a combination 
of the grandiose self-assessment and a need to be 
admired. Morally speaking, it is a self-centeredness 
factor. One of the behavioral paradoxes of NPD 
is the presence of extreme confidence paired with 
an intense, compulsive need for social admiration, 
although both seem to be strategies for maintain-
ing a state of positive emotionality. Interestingly, 
Emmons’ (1984) research also indicates that others 
perceive narcissistic people as being indifferent.

Finally, narcissists are not vulnerable help seek-
ers. Like those with antisocial personality disorder, 
they often come to the attention of mental health 
professionals because they are consistently associ-
ated with psychological pain and suffering on the 
part of their spouses, children, and co-workers. 
Being a source of other people’s pain and suffering 
legitimately invokes moral evaluations.

One important caveat to this analysis is that 
the dimensional structure of narcissistic person-
ality traits was derived from research on normal 
rather than psychiatric populations. Because of 
its association with confidence and social domi-
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nance, the personality trait of narcissism can also 
be adaptive.

NPD, then, is also a morally disvalued con-
dition. As noted, qua psychiatric disorder, the 
expression of the problematic traits is inflexible, 
and more extreme forms of the condition are as-
sociated with intense neediness, emotional lability, 
vulnerability, paranoia, and reality distortion/lack 
of insight. Also, some ego psychology theorists 
consider pathological narcissism to be partly 
defined with respect to inadequate superego de-
velopment, that is, specific moral failings are part 
of the underlying pathological process (Tyson 
and Tyson 1984.) The trait of narcissism is also 
one of the pathological dimensions that Livesley 
(2006) claims are better suited than the current 
DSM diagnostic categories to model the domain 
of personality disorders.

Implications and Conclusions
Our examination leaves us with many questions 

unanswered, but we have pinpointed some of the 
work that needs to be done to better legitimize the 
diagnosis and treatment of personality disorders 
vis-à-vis Charland’s important challenge. In addi-
tion to the issues of dysfunction and impairment–
maladaptiveness (or vices/flaws), the issue of lack 
of control and judgment has been identified as an 
important problem for better understanding the 
overlap between character-based ethics in moral 
theory and character disorders in psychiatry.

The descriptive approach of either the category-
based DSM or the dimensional model does not 
explicitly define what is meant by concepts such 
as incapacity and impairment. Nor is it clear what 
counts as “healthy” or “excellent” in a virtue 
theory sense—although we do know that health, 
broadly construed, is integral to living a flourishing 
life. Could psychiatrists come to some agreement 
on what is impaired in a personality disorder? 
These are theoretical rather than factual issues, but 
being more specific about impairment, disability, 
and dyscontrol for specific kinds of disorders might 
help to address the concerns of skeptics. This may 
be particularly important if the authors of the 
DSM-5 adopt a dimensional model for personal-
ity disorders—one consequence of which could be 
a dramatic increase in the number of diagnosed 

personality disorders once personality disorders 
are no longer limited to ten major categories. We 
have claimed that the conceptual resources of a 
virtue theory approach to the understanding and 
evaluation of character could potentially aid psy-
chiatrists with this difficult task.

One of the deeper questions asked in this article 
refers to the possibility that moral values permeate 
clinical understandings of the patients diagnosed 
with BPD and NPD. Clinicians should be educated 
about the assumptions they carry into the clinical 
setting because the overlap between the moral 
and the medical domains is not only something 
to be addressed in philosophy articles, but also in 
the concrete encounters between clinicians and 
patients. This issue deserves much more work, 
especially the task of uncovering and elucidating 
the extent to which moral evaluations have been 
engineered into the conceptual structure of diag-
nostic categories. Presumably, learning to work 
with various kinds of patients, which includes 
acceptance and empathy, addresses some of these 
issues implicitly, but they deserve to be made much 
more explicit.

Finally, the overlap between the moral and 
medical does not only arise with respect to the 
kinds of things studied by psychiatrists, but also 
with the kinds of treatments that are applied. 
Charland claimed that, because personality disor-
ders are moral kinds, they require moral treatment, 
not medical treatment. However, if the dualism of 
the moral versus the medical is difficult to maintain 
with respect to diagnoses, it is just as difficult to 
maintain with respect to treatment. What counts 
a moral versus a psychiatric treatment? For ex-
ample, is it moral or medical advice to tell someone 
with a vulnerability for schizophrenia to avoid 
cocaine and amphetamines, or to recommend a 
disciplined sleeping schedule to bipolar patients, or 
to prescribe exercise for depressed patients? Does 
it have to be one or the other? Are the kinds of 
lifestyle changes studied by the field of behavioral 
medicine actually moral treatments? Whatever 
society decides to call these treatment strategies, 
the overlap between the moral and the medical 
throughout psychiatry is worth further study.
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Note
1. Sanislow and colleagues (2002) propose a dimen-

sional model in which identity problems and negative 
relationships are combined on a single dimension called 
disturbed relatedness. The other two dimensions in their 
model are affect dysregulation and behavioral dysregu-
lation (which is a self-harm/impulsivity factor).
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