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Abstract

Cluster A personality disorders, including schizotypal, schizoid, and paranoid personality
disorders, remain among the least studied forms of personality pathology. Partly due to
this lack of research, empirically supported interventions remain limited. Recently, the
Alternative Model of Personality Disorders (AMPD) has emerged as a dimensional ap-
proach to understanding personality disorders; however, treatment implications remain
underdeveloped. We propose that the integrated model of metacognition may offer a clini-
cally actionable framework for conceptualizing and measuring core self- and interpersonal
disturbances that are central to the AMPD. In this conceptual review, we consider the
following: (1) how the integrated model of metacognition aligns with dimensional models
of personality pathology, (2) metacognitive functioning in Cluster A personality disorders
with emphasis on schizotypal personality disorder, and (3) metacognitive treatments that
could potentially have relevance for these presentations.

Keywords: metacognition; personality disorder; schizotypal; cluster a; alternative model of
personality disorders; AMPD; personalized treatment; psychotherapy

1. Introduction

Personality disorders (PDs) are characterized by a pervasive pattern of self and inter-
personal difficulties (American Psychiatric Association, 2022) and prevalence is estimated
to be as high as 12.16% in Western countries (Volkert et al., 2018). PDs cause significant
functional impairment in relationships, education, work, and day-to-day life (Skodol et al.,
2014) that is not specific to any one diagnostic category (Soeteman et al., 2008). Despite the
high prevalence and burden of PDs to individuals and society, treatments are generally not
equipped to comprehensively address the range of difficulties people with PDs face. Al-
though Dialectical Behavioral Therapy (DBT) has been established as an effective treatment
for borderline personality disorder (BPD), treatments for other personality disorders are
not as widely accessible or empirically supported (Evans et al., 2017; Iliakis et al., 2019). In
addition, skills-based approaches that are often more accessible may not be most effective
or preferred by every patient (e.g., Barnicot et al., 2015; Faith et al., 2024).
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Traditionally, PDs have been divided into three clusters based on shared clinical presen-
tations, including traits, behaviors, and patterns of thinking. Specifically, Cluster A PDs are
known as the “odd-eccentric” group and are characterized by unusual thinking, social diffi-
culties, and distrust/detachment from others. Cluster A PDs include paranoid personality
disorder, schizoid personality disorder, and schizotypal personality disorder. Of note, in this
paper, we will use the term “Cluster A PDs” to describe this group of disorders, as this catego-
rization is still common in the literature and in clinical language. However, we acknowledge
the problems with a categorical diagnostic system and personality disorder clusters.

Cluster A PDs, in particular, are not well-understood, despite having a relatively
high global prevalence rate of 3.8% (Winsper et al., 2020). Cluster A PDs additionally may
contribute to risk for other disorders. For instance, Cluster A PDs have been regarded as
risk factors for the development of more severe mental illnesses, including schizophre-
nia (Simonsen & Newton-Howes, 2018) and linked to various functional impairments in
employment, independent living, and quality of life (McClure et al., 2013). Both pharmaco-
logical (Koch et al., 2016) and psychosocial treatments (Cheli et al., 2025) options for Cluster
A PDs are limited. This is especially true for paranoid and schizoid PDs as schizotypal
PD is generally better understood and researched. Importantly, despite potential stigma,
treatment for this group is not contraindicated (Bartak et al., 2011) with one recent meta-
analysis reporting that available treatments options were feasible and effective despite
being limited (Cheli et al., 2025). Taken together, these findings highlight the need for
improved frameworks to better understand complex self and interpersonal disturbances
associated with PDs. Dimensional models may offer one avenue for clarifying difficulties
and informing personalized treatment approaches.

1.1. Models of Personality Disorder

Although still widely used, the categorical diagnostic system of PDs has been critiqued
for oversimplifying complex personality presentations, not addressing high comorbidity
and heterogeneity of PD diagnoses (e.g., arbitrary cutoffs between “normal” and “abnor-
mal”), and lack of clear treatment implications (Herpertz et al., 2017; Monaghan & Bizumic,
2023). To address these issues, dimensional or hybrid diagnostic models have been pro-
posed as a way to improve research, assessment, and treatment (Morey & Hopwood, 2020;
Kramer et al., 2022; Skodol, 2015). In fact, emerging research on personality disorders
suggest that a dimensional approach may be more beneficial for informing treatment than
a categorical approach (Hopwood et al., 2018; Mulder, 2021; Sharp & Wall, 2021).

The Alternative Model of Personality Disorders (AMPD), Section III of the DSM-5-TR
(American Psychiatric Association, 2022) was proposed to outline a dimensional model and
ultimately direct treatment. The AMPD is a hybrid categorical and dimensional approach.
Criterion A includes self and interpersonal disturbances in personality functioning as core
pathology. Criterion B includes five trait domains (negative affectivity, detachment, antago-
nism, disinhibition, and psychoticism) which encompass twenty-five trait facets that allow for
diagnosis of six different personality disorders (schizotypal, antisocial, borderline, narcissistic,
avoidant, and obsessive-compulsive PD). Of note, schizotypal PD is the only Cluster A PD to
be retained as a distinct diagnosis within this system, potentially due to its more substantial
research base and theoretical connection to schizophrenia spectrum disorders. However,
other presentations can be represented dimensionally through impairments in personality
functioning (Criterion A) and maladaptive trait configurations (Criterion B). For example,
schizoid PD may be described primarily in terms of a high level of detachment whereas
paranoid PD would be defined by high levels of antagonism and negative affectivity.

Importantly, these dimensional criteria guide individualized treatment by highlighting
specific areas of dysfunction rather than focusing on broad diagnostic categories. This
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allows for more personalized treatment and the incorporation of existing treatment-based
models to provide empirically supported therapies to individuals with PDs. We propose
that the integrated model of metacognition offers one such framework. As reviewed in
depth below, the integrated model of metacognition aligns conceptually with the AMPD,
is well-established in schizophrenia-spectrum disorders, and corresponds with existing
empirically supported treatments.

1.2. Current Paper

In this conceptual paper, we review theoretical and empirical literature relevant to
understanding PDs through the integrated model of metacognition and AMPD. Although
the AMPD is broadly applicable across personality pathology, the present review focuses on
Cluster A PDs due to clearer conceptual and empirical links to metacognitive functioning.
Within Cluster A presentations, schizotypal PD is emphasized due to comparatively more
empirical literature examining schizotypal PD within the AMPD and metacognitive models.
We first review the integrated model of metacognition and its conceptual relationship to
dimensional models of personality pathology with particular emphasis on the AMPD. Next,
we review the existing literature related to metacognitive functioning in Cluster A PDs with
emphasis on schizotypal PD. Finally, we consider potential clinical implications, including
metacognitively oriented treatments that may have relevance for schizotypal and related
personality pathology.

2. Methods

Literature for this conceptual review was identified through searches of PsycINFO and
PubMed using combinations of keywords including metacognition, schizotypal personality
disorder, schizoid personality disorder, paranoid personality disorder, Cluster A personality
disorders, alternative model for personality disorders, AMPD, and metacognitive treatment.
A broad search strategy was intentionally employed given limited research focused on
the AMPD, metacognition, and schizotypal and related PDs. Reference lists of relevant
articles were also reviewed to identify additional sources. Searches were conducted between
February 2026 and April 2026 and were limited to English-language articles. No restrictions
were placed on publication date or study design in order to capture both foundational and
emerging literature relevant to metacognition, personality pathology, and the AMPD.

Searches were conducted to identify literature addressing three areas relevant to
the present review: (1) metacognition in relation to dimensional models of personal-
ity pathology (e.g., “metacognition” AND “alternative model of personality disorder”),
(2) metacognitive functioning in schizotypal and related personality disorders (e.g., “schizo-
typal personality disorder” AND “metacognition” or “schizoid personality disorder” AND
“metacognition”), and (3) metacognitive treatments that may have relevance for schizotypal
and related personality pathology (e.g., “schizotypal personality disorder” AND “metacog-
nition” AND “treatment” or “cluster a personality disorder” AND “metacognition” AND
“treatment”). Articles were included if they were empirical or theoretical in nature and
directly relevant to the three aims of the review. Articles were excluded if they did not
address metacognition, the AMPD, or schizotypal and related personality pathology, or
if they did not meaningfully inform the conceptual aims of the present review. Although
literature related to paranoid and schizoid PDs was reviewed and included where available,
the present paper primarily emphasizes schizotypal PD due to its comparatively larger
empirical and theoretical literature base.

As a conceptual review, the goal of this approach was to synthesize theoretical and
empirical literature relevant to understanding schizotypal and related PDs through the
AMPD and metacognition, rather than to provide an exhaustive or systematic evaluation
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of all available studies. We chose a conceptual review for its flexibility and ability to be
used to contribute to theory, identify gaps in the literature, and offer a critique of existing
literature (Hulland, 2020). Accordingly, the search strategy was intentionally flexible and
iterative, with final sources prioritized based on relevance to the aims of the review, theo-
retical contribution, and clinical applicability. This included foundational empirical and
theoretical work related to metacognition and personality pathology. Given the limited
literature examining metacognition in Cluster A PDs, particularly outside schizotypal PD,
some conceptual inferences were drawn from broader PD and schizophrenia-spectrum
research. As such, conclusions regarding mechanisms and treatment implications should
be considered preliminary.

3. The Integrated Model of Metacognition and the AMPD

The integrated model of metacognition proposes that metacognition includes a spectrum
of cognitive activities, ranging from the ability to identify discrete thoughts or emotions to
the ability to integrate complex narratives into a broader, evolving personal life narrative
(Lysaker et al., 2020a; Lysaker & Klion, 2017). This model includes four interacting, yet distinct
domains: self-reflectivity, understanding the mind of the other, decentration, and mastery.
Self-reflectivity is defined as the capacity to understand the self in increasingly complex and
integrated ways. This may range from the ability to identify a specific thought or emotion to
the ability integrate multiple narratives into a cohesive and evolving sense of self. Higher
levels of self-reflectivity may contribute to a more cohesive and integrated understanding of
the self, reflecting intact identity processes. Understanding the mind of the other is similar
to self-reflectivity but relates to metacognitive ability pertaining to a specific other (e.g.,
partner, coworker). For example, understanding the mind of other ranges from being able to
identify that others have distinct thoughts and emotions to understanding a specific other
in an increasingly complex way which includes making guesses about their intentions and
integrating narratives into one’s understanding of the other. Higher levels of understanding
the mind of the other may contribute to improved relationships and interactions with others.
Decentration is the ability to see one’s community as a collective of individuals with unique
histories, thoughts, desires, and experiences. Importantly, decentration allows individuals
to interpret events as unrelated to oneself. Without intact decentration, a person may
predominately focus on oneself and believe that all noteworthy events are related to oneself.
Finally, mastery is the capacity to use metacognitive knowledge about the self, others, and
the wider world to understand and respond to psychosocial challenges. Mastery may range
from passive strategies (e.g., engaging in gross avoidance) to more active strategies (e.g.,
changing one’s thoughts about a psychosocial challenge) to integrative strategies (e.g., using
unique metacognitive knowledge about the self to respond to challenges). Mastery can help
a person know how to face challenges effectively in the flow of life.

Metacognition is similar to several important constructs, including mentalization,
social cognition, and narrative identity; however, key differences exist (see Lysaker et al.,
2021 for a full review of similarities and differences). For example, mentalization research
posits that difficulties forming ideas about self and others stem from differing attachments,
while metacognition research conceptualizes that difficulties forming ideas about self and
others stem from fragmentation of thought and experience. Importantly, this fragmentation
is not understood as restricted to a specific developmental period, but rather as a process
that may arise throughout the lifespan when experiences such as trauma, interpersonal
adversity, or severe mental illness disrupt the capacity to integrate thoughts, emotions, and
experiences. Social cognition is a broader construct which includes discrete skills or abilities
(i.e., theory of mind, emotion recognition). Metacognition, as defined by the integrated
model of metacognition, differs in that it emphasizes the integration of cognitive, emotional,
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and social experiences related to the self, others, and wider world in increasingly complex
and evolving ways rather than the accurate identification of specific mental states or
social cues. Finally, metacognition (especially at higher levels of functioning) and narrative
identity both emphasize the integration of experience into a cohesive life narrative. Intact
metacognition has been proposed as a precursor of sorts to the development of narrative
identity such that lower levels of metacognitive ability (i.e., the ability to identify thoughts
and emotions) provide the foundation for building a life narrative (Lysaker et al., 2022;
Wiesepape et al., 2023).

Broadly, we used the integrated model of metacognition in this review for several
reasons. First, in this model, metacognition is a measurable construct and is assessed
using the Metacognitive Assessment Scale-Abbreviated (MAS-A; Lysaker et al., 2005). The
MAS-A attempts to measure both the automatic and purposeful processes that represent
affective and cognitive experiences, rather than discrete experiences. Measuring metacog-
nition in this way may be a more accurate representation of the processes operating in real
world interactions that may be barriers for people with personality disorders. For example,
metacognition is thought to uniquely contribute to understanding disturbances in how
individuals may make sense of and respond to experiences within the flow of their life.
Second, the integrated model conceptualizes metacognition as hierarchical and integrative,
with more complex abilities building upon more basic skills. This dimensional structure
may provide a useful framework for understanding individuals across a broad range of
personality functioning and severity. Finally, the integrated model emphasizes how individ-
uals organize and integrate experiences related to the self, others, and world in everyday
life, which may offer relevance for understanding the complex self and interpersonal
disturbances emphasized in the AMPD.

We propose that the four domains of metacognition described within the integrated
model of metacognition (self-reflectivity, understanding the mind of the other, decentra-
tion, and mastery) map meaningfully onto the disturbances described within the AMPD.
Specifically, impairments in metacognitive capacity may parallel the disruptions in self
and interpersonal functioning emphasized by the AMPD framework. In the sections that
follow, we elaborate on these conceptual connections and consider their implications for
understanding Cluster A personality pathology. See Table 1 for the proposed conceptual
alignment between the integrated model of metacognition and the AMPD.

Table 1. Conceptual alignment between the integrated model of metacognition and the AMPD.

Metacognitive AMPD Domain AMPD Trait . .. . .
Domain (Criterion A) (Criterion B) Potential Clinical Manifestation
Self-Reflectivity Identity Psychoticism Fragmented or 1‘1nusua'l self-narratives; difficulty integrating
experiences into a coherent sense of self
Understanding the Intimac Detachment Difficulty developing nuanced representations of others;
Mind of Others y social withdrawal and limited use of social supports
Decentration Empathy Negatlv.e.Affectlwty Difficulty unders.tan.dmg other.s perspectives mdepender}t
(Suspiciousness) from self-referential interpretations; experiences of paranoia
Mastery Self-Direction Psychoticism, Difficulty using an mtegrated understandlgg of self and
Detachment others to respond adaptively to psychosocial challenges

3.1. Self-Disturbances

The AMPD understands self-functioning to include identity and self-direction. Thus, as
mentioned above, people with PDs may have difficulty developing a stable and integrated
idea of themselves and a sense of agency or self-direction, which can lead to functional
difficulty. More specifically, Cluster A PDs tend to be characterized by odd, eccentric or un-
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usual thoughts and beliefs (American Psychiatric Association, 2022), which likely impact the
development of a multi-faceted and complex sense of self. For example, youth with higher
levels of schizotypal PD traits have been found to display alterations in narrative identity,
including lower levels of agency and fewer themes of redemption (Shiner et al., 2021). These
narratives are also more likely to contain Cluster A- and schizotypal-related descriptions of
symptomology, indicating that these symptoms are a key aspect of one’s understanding of
self (See et al., 2021). Disruptions in identity may then impair self-direction by weakening
the integration of past experiences, present functioning, and future goals, thereby reducing
the capacity for consistent, goal-oriented action. We propose that metacognitive domains of
self-reflection and mastery may offer an actionable clinical framework for understanding
and treating self-disturbances in Cluster A PDs.

3.1.1. Identity and Self-Reflectivity

As stated earlier, self-reflectivity, as defined by the integrated model of metacognition,
is the capacity to form increasingly complex and integrated understandings of the self. Self-
reflectivity appears aligned with the AMPD domain of identity, as both constructs involve
the capacity to recognize, organize, and integrate one’s internal experiences into a coherent
understanding of the self (Morey et al., 2011). Both metacognitive and AMPD frameworks
highlight the importance of integrating internal experiences into an organized and flexible
sense of identity. From this perspective, impairments in self-reflectivity could potentially
undermine the capacity to revise self-representations in light of new experiences, resulting
in rigid or poorly integrated identity structures. For example, a person with personality
pathology may hold a maladaptive belief that does not change when presented with
new, conflicting information and which ultimately impacts one’s understanding of self.
These difficulties may be particularly pronounced in Cluster A PDs, where disturbances
in self-experience may be odd or eccentric and often co-occur with social-cognitive and
interpersonal dysfunction (e.g., detachment from others).

Recent research has explored the links between metacognition and identity, suggesting
that intact metacognition is necessary for narrative identity to evolve with novel experi-
ences (Lysaker et al., 2022; Wiesepape et al., 2023). Without the ability for narratives to
evolve, one’s identity may become stuck or stagnant. In regard to PDs, life narratives may
be helpful to conceptualize a person’s self-functioning in terms of subjective experience.
Millon and Davis (1996) describe PDs as multifaceted entities, in that each disorder has
one central part that is composed of multiple elements (e.g., personal beliefs, behavioral
patterns, etc.). For example, individuals with schizotypal PD may construct narratives
characterized by unusual beliefs and perceptions in the interpretation of their experiences.
Schizotypal presentations may further include tangential or loosely organized narratives,
reflecting difficulties in the integration of internal experiences with shared social reality
(Cowan et al., 2021). In paranoid personality presentations, which are often characterized
by suspiciousness, narratives may be organized around expectations of harm or exploita-
tion, with events interpreted through a lens of mistrust (Lee, 2017). In schizoid personality
pathology, narratives may be marked by emotional constriction, detachment, and a dimin-
ished emphasis on interpersonal relatedness (Thomson & Bornstein, 2024). Although there
is a dearth of direct empirical research connecting metacognition to identity in Cluster A
PDs, the metacognitive domain of self-reflectivity may provide one framework to better
measure and understand identity disturbances.

3.1.2. Self-Direction and Mastery

Mastery is defined as the ability to recognize a psychological problem and use metacog-
nitive knowledge to respond to and manage this problem. Within this metacognitive do-
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main, management approaches range from more maladaptive strategies (e.g., general
avoidance) to more adaptive strategies (e.g., changing thoughts about the problem or using
unique metacognitive knowledge about the self, others, and the wider world to cope). Of
note, a psychological problem is not a specific symptom or diagnosis, but rather a psychoso-
cial challenge that can be mutually understood and reflected upon (e.g., I feel abandoned
when my partner steps away after a disagreement or I do not have many friends because
I'have trouble trusting people). Measuring and understanding deficits in metacognitive
mastery may help to better conceptualize and treat the lack of agency and self-direction
common for people with PDs.

Generally, individuals with PDs tend to utilize coping strategies related to escape and
avoidance and underutilize strategies related to problem solving and reappraisal strategies
(Bijttebier & Vertommen, 1999; Watson & Sinha, 2000). Specific to Cluster-A PDs, these
individuals have been found to typically engage in avoidance-based coping strategies and
generally do not seek social support (Bijttebier & Vertommen, 1999), indicative of lower
levels of metacognitive mastery. Further, individuals with schizotypal PD utilize more
emotion-focused strategies (as opposed to problem solving strategies), generally endorse
more uncontrollable stress than a control group (Zong et al., 2010), and endorse lower
levels of self-agency (Asai & Tanno, 2008). More explicitly related to metacognition, it has
been found that individuals with PDs have difficulties in metacognitive mastery which
tend to persist even over the course of psychotherapy (Carcione et al., 2011). Although
metacognitive mastery has been explored in other PDs (e.g., Lysaker et al., 2017; Outcalt
et al., 2016), there are limited studies exploring these constructs in Cluster A PDs.

3.2. Other Disturbances

The AMPD describes interpersonal functioning as including both empathy and inti-
macy. Empathy involves the ability to think about another person’s thoughts and emotions
and appropriately respond, whereas intimacy involves the ability to connect and bond
with another person. Across Cluster A PDs, research supports a pattern of disconnection,
social avoidance, and suspiciousness (Wilson et al., 2017). For example, individuals with
schizoid PD often display restricted emotional expression and alexithymia, which may
limit emotional attunement and connection with others (Chaim et al., 2024). Similarly,
schizotypal PD is associated with discomfort in close relationships, reduced empathy,
and social withdrawal, often reinforced by stigma toward odd behaviors and perceptual
experiences (Wilson et al., 2017; Hammer et al., 2024). In paranoid PD, pervasive distrust
and suspiciousness may further disrupt reciprocal interpersonal engagement (Wilson et al.,
2017). We propose that deficits in metacognitive abilities related to understanding others
and decentration, as defined above, may interfere with the development and enactment of
empathy and intimacy. Stated differently, disturbances in metacognitive abilities that con-
tribute to interpersonal functioning may result in difficulty forming lasting connections or
relationships (intimacy) and reduced ability to understand and respond to the experiences
and perspectives of others (empathy).

3.2.1. Intimacy and Understanding the Mind of the Other

Understanding the mind of the other refers to the capacity to form increasingly complex
understandings of specific others. This ability allows for individuals to develop more
nuanced representations of other people in their lives (e.g., a romantic partner, a coworker,
etc.), including the ability to recognize others’ mental states, develop social insight, and
identify patterns in relationships and interpersonal schemas. These representations are
thought to be closely tied to the capacity to form and sustain close, intimate relationships, as
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intimacy may require flexible and integrated understandings of others across contexts. Thus,
deficits in understanding the mind of the other may constrain the development of intimacy.

Broadly, depth and duration of connection, desire for closeness, and reciprocity are
often impaired across individuals with personality pathology. Recent AMPD research sug-
gests that individuals high in personality dysfunction (detachment, disinhibition, negative
affectivity, psychoticism and antagonism) experience functional difficulties in maintaining
reciprocal relationships with others and show poorer attachment to others (Di Caro et al.,
2025). Relatedly, individuals with Cluster A PDs demonstrate impairments in metacogni-
tive domains involving understanding the thoughts, emotions, and intentions of others
(Carcione et al., 2019). More specifically, these individuals struggle to identify others” in-
ternal states and form integrated representations of others, resulting in rigid beliefs about
others as hostile or untrustworthy. These processes may further consolidate patterns of
social withdrawal and/or eccentricity characteristic of Cluster A personality pathology.
Taken together, impairments in understanding the mind of the other could potentially limit
the development of flexible and integrated representations of others, thereby constraining
intimacy and reinforcing the social distance and interpersonal difficulties characteristic of
Cluster A personality pathology.

3.2.2. Empathy and Decentration

Decentration is defined as the awareness that others have unique histories, thoughts,
and experiences that form complex lives independent from oneself. This includes the ability
to decenter the self and recognize that one is not the center of all noteworthy events. This
capacity is related to the ability to take the perspective of others, consider alternative and
valid thoughts, and view one’s community as a collection of unique individuals. Each of
these abilities may be related to the development and enactment of empathy, defined by the
AMPD as the ability to appreciate others” experiences and motivations (American Psychiatric
Association, 2022). Thus, we propose that without intact decentration, the development of
empathy may be restricted or otherwise stunted.

Broadly, metacognition has been found to be significantly correlated with empathy,
and it has been suggested that interventions that target metacognition are also helpful
in enhancing empathy (Bonfils et al., 2018, 2019). This raises the question of if deficits in
decentration may represent a mechanism underlying impairments in empathy, particularly
in severe personality pathology. In particular, these processes may be relevant to Cluster
A PDs, where impairments in interpersonal relatedness are central (American Psychiatric
Association, 2022). For example, in paranoid personality presentations, limited decentration
may manifest as a tendency to interpret others’ behaviors as self-referential and threatening,
along with a reduced capacity to consider alternative explanations (Trotta et al., 2021).
This bias could constrain empathic understanding by narrowing the range of possible
interpretations of others’ intentions. In schizoid PD, impairments in decentration may be
reflected in diminished engagement with others” experiences. This would be consistent
with evidence of reduced social motivation and restricted emotional expression observed in
the condition (Triebwasser et al., 2012). Impairments in decentration may thus be relevant
to consider in future research focused on empathy in PDs.

3.3. Metacognition and Criterion B Traits

Although the current paper emphasizes the alignment between the integrated model
of metacognition domains and the AMPD’s disturbances in self and interpersonal func-
tioning (Criterion A), metacognition may also have conceptual relationships with specific
maladaptive traits domains and facets described within Criterion B. Specifically, trait do-
mains commonly associated with schizotypal and related PDs, including psychoticism,
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detachment, and negative affectivity (Kwapil & Barrantes-Vidal, 2022), may correspond
with deficits in metacognitive functioning. For example, psychoticism may be associated
with difficulties integrating experiences into coherent and flexible understandings of the
self, whereas detachment may reflect disruptions in the ability to form nuanced interper-
sonal representations of others and sustain social connection. Relatedly, suspiciousness,
a facet of negative affectivity, may also correspond with difficulties in decentration or
understanding the intentions of others. Although conceptual overlap appears clinically rel-
evant and research has generally linked metacognition to experiences related to psychosis
(Lysaker et al., 2020b), detachment (Lysaker et al., 2011) and suspiciousness (Lysaker et al.,
2005), empirical studies directly linking metacognition with specific AMPD traits remain
largely underdeveloped and offers a future direction for research.

4. Metacognitive Functioning in PDs

Although we have explored the potential conceptual overlap between the integrated
model of metacognition and the AMPD above, empirical literature supporting the presence
of metacognitive deficits in PDs remains limited. However, metacognitive deficits have
been theorized to be a core, underlying element of personality pathology, which impact
clinical processes and contribute to symptoms and interpersonal challenges that result
in treatment that is both slower to demonstrate improvements and less effective overall
(Carcione et al., 2019). Broadly, Semerari et al. (2014) found impaired metacognition in a
sample of individuals with a range of PDs. Further, degree of personality pathology (i.e.,
severity) was found to be significantly related to metacognitive dysfunction. As related to
treatment, individuals with PDs (borderline, narcissistic, avoidant, dependent, obsessive-
compulsive, and paranoid) may display persistent deficits in metacognitive domains even
after engaging in psychotherapy (Carcione et al., 2011). Of note, research has predominately
focused on including individuals with broader personality pathology or Cluster B PDs
(e.g., Lysaker et al., 2017; Outcalt et al., 2016) with less emphasis on Cluster A PDs.

Cluster A PDs

In addition to metacognitive deficits being broadly present across personality disor-
ders, differing metacognitive profiles may characterize Cluster A PDs in a way that could
inform treatment. This may be especially relevant for schizotypal PD, as explored below.
Although Cluster A PDs in general have been regarded as risk factors for the develop-
ment of schizophrenia (Simonsen & Newton-Howes, 2018), it has long been recognized
that schizotypal PD is more directly related to schizophrenia spectrum disorders. For
example, a review by Rosell et al. (2014) identified schizotypal PD as a “intermediate
schizophrenia-spectrum phenotype” and noted numerous similarities between schizotypal
PD and schizophrenia spectrum disorders related to genetics, neurocognitive functioning,
neurobiology, and environmental risk factors. Metacognitive deficits are well established
in schizophrenia spectrum disorders (e.g., Lysaker & Dimaggio, 2014; Lysaker et al., 2012,
2020a), contributing to the potential theoretical connection between Cluster A PDs and
metacognitive deficits. It is possible that metacognitive frameworks and treatment ap-
proaches for schizophrenia spectrum disorders may share conceptual overlap for people
with Cluster A, and specifically schizotypal PDs. Relatedly, metacognition has been pro-
posed as a transdiagnostic determinant of recovery in schizotypal PD (Wiesepape et al.,
2024). Finally, although empirical studies establishing metacognitive deficits in Cluster
A personality disorders are severely limited, treatment studies have begun to explore the
relationship between Cluster A PDs and metacognition (Catania et al., 2023; Cheli et al,,
2019, 2021, 2023), as further discussed below.
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5. Metacognitive Treatments

We propose that metacognitive therapies may offer a potentially useful approach to the
treatment of PDs. Of note, several metacognitive therapies exist, including Metacognitive
Interpersonal Therapy (MIT; Dimaggio et al., 2015), Metacognitive Therapy (MCT, Wells
et al., 2020) and Metacognitive Reflection and Insight Therapy (MERIT; Lysaker & Klion,
2017). Therapies that utilize the integrated model of metacognition may have the potential
to address core personality pathology proposed by the AMPD (i.e., self and interpersonal
disturbances). Together, these frameworks could help inform individualized treatment
based on presenting the problem, metacognitive functioning, personality trait pathology,
and core disturbances.

Preliminary evidence suggests metacognitively oriented treatments may be associated
with improvements in metacognition and personality pathology. For example, in a sample
of individuals diagnosed with PDs (10 participants diagnosed with paranoid PD, 1 with
schizotypal PD, and none with schizoid PD), improvement was noted in metacognition,
personality severity, symptom distress, interpersonal problems, and global functioning
after one year of metacognitive-oriented therapy (Carcione et al., 2019). In addition to
improvements in metacognition, symptoms, and functioning, therapy that focused on
processes related to metacognition resulted in an increase in themes of agency in life stories
as well as increases in the perceived number and quality of close relationships, suggesting
potential changes in self and interpersonal disturbances (Pol et al., 2023).

More specific to Cluster A PDs, Cheli and colleagues (2019) compared two metacogni-
tively oriented therapies, MIT and MERIT, as treatment options for schizotypal personality
disorder. They found that both therapies were acceptable and were associated with reli-
able changes in symptomology and reductions in schizotypal features (Cheli et al., 2019).
Dmitryeva et al. (2021) outlined MERIT specifically with an individual diagnosed with
schizotypal personality disorder and described improvements in both metacognition and
functioning. Other studies have demonstrated additional support for metacognitive thera-
pies with individuals with schizotypal PD (Catania et al., 2023), schizoid PD (Cheli et al.,
2023), and paranoid PD (Cheli et al., 2021). Although metacognitively oriented therapies
may have potential relevance for Cluster A PDs more broadly, empirical support remains
limited, with most existing literature focused on schizotypal PD. Additional research is
needed to better understand the applicability to these approaches across Cluster A and
other PD presentations.

6. Limitations

This conceptual review has several limitations that should be acknowledged. We hoped
to offer a conceptual review that may contribute to theoretical and clinical frameworks of
PDs. However, as the review was non-systematic it was subject to selection bias. Second, di-
rect empirical literature examining metacognition and metacognitive treatments in Cluster A
PDs was limited. Third, although paranoid and schizoid PDs were discussed where relevant,
there was substantially less evidence linking these presentations to a metacognitive model
compared with schizotypal PDs. Based on these limitations, any conclusions or perceived
relationships must be interpreted with an abundance of caution. In addition, the limitations
of this review support the need for more research exploring metacognitive functioning in
PDs, especially as conceptualized by dimensional models. Future research may benefit from
examining whether the conceptual relationships discussed in the present review extend to
other forms of personality pathology beyond schizotypal and related presentations. Em-
pirical research may focus on establishing how metacognitive deficits may relate to PDs,
especially as related to self and interpersonal disturbances and specific PD traits. Additional
research, including randomized controlled trials of metacognitively oriented interventions
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in PDs, may help clarify the potential clinical utility of these approaches and further examine
their relationship to AMPD-based conceptualizations of personality pathology.

7. Conclusions

The current paper reviewed the integrated model of metacognition as a potentially
clinically relevant framework for understanding PDs within the AMPD. We synthesized
preliminary and emerging literature on metacognitive deficits in schizotypal PDs and other
Cluster A PDs when research was available. We highlighted disturbances in self and in-
terpersonal functioning as core features of personality pathology and proposed that the
integrated model of metacognition may offer a useful lens through which to conceptualize
and assess these difficulties. In addition, we briefly reviewed metacognitively oriented
psychotherapies as approaches that conceptually align with dimensional models of person-
ality pathology and may help address impairments in identity, self-direction, intimacy, and
empathy. Taken together, this work suggests that metacognitive interventions may represent
one potentially useful avenue for future research and may help inform the development of
more personalized, recovery-oriented approaches to care.

Author Contributions: Conceptualization, CN.W., L.A.E, and S.E.Q.S.; writing—original draft prepara-
tion, CN.W,, L. AE,SEQ.S., AR, AM., and M.D.; writing—review and editing, CN.W,, L AE,SE.QS.,
AR., AM.,, and M.D. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.
Institutional Review Board Statement: Not applicable.
Informed Consent Statement: Not applicable.

Data Availability Statement: No new data were created or analyzed in this study. Data sharing is
not applicable to this article.

Conflicts of Interest: The authors declare no conflicts of interest.

References

American Psychiatric Association. (2022). Diagnostic and statistical manual of mental disorders (5th ed., text rev.). American Psychiatric
Publishing.

Asai, T., & Tanno, Y. (2008). Highly schizotypal students have a weaker sense of self-agency. Psychiatry and Clinical Neurosciences, 62(1),
115-119. [CrossRef] [PubMed]

Barnicot, K., Couldrey, L., Sandhu, S., & Priebe, S. (2015). Overcoming barriers to skills training in borderline personality disorder: A
qualitative interview study. PLoS ONE, 10(10), e0140635. [CrossRef] [PubMed]

Bartak, A., Andrea, H., Spreeuwenberg, M. D., Thunnissen, M., Ziegler, U. M., Dekker, ]., Bouvy, E, Hamers, E. F, Meerman, A. M.,
Busschbach, J. J., Verheul, R,, Stijnen, T., & Emmelkamp, P. M. (2011). Patients with cluster a personality disorders in psychotherapy:
An effectiveness study. Psychotherapy and Psychosomatics, 80(2), 88-99. [CrossRef] [PubMed]

Bijttebier, P, & Vertommen, H. (1999). Coping strategies in relation to personality disorders. Personality and Individual Differences, 26(5),
847-856. [CrossRef]

Bonfils, K. A., Lysaker, P. H., Minor, K. S., & Salyers, M. P. (2019). Metacognition, personal distress, and performance-based empathy in
schizophrenia. Schizophrenia Bulletin, 45(1), 19-26. [CrossRef] [PubMed]

Bonfils, K. A., Minor, K. S., Leonhardt, B. L., & Lysaker, P. H. (2018). Metacognitive self-reflectivity moderates the relationship between
distress tolerance and empathy in schizophrenia. Psychiatry Research, 265, 1-6. [CrossRef] [PubMed]

Carcione, A., Nicolo, G., Pedone, R., Popolo, R., Conti, L., Fiore, D., Procacci, M., Semerari, A., & Dimaggio, G. (2011). Metacognitive
mastery dysfunctions in personality disorder psychotherapy. Psychiatry Research, 190(1), 60-71. [CrossRef] [PubMed]

Carcione, A., Riccardi, I., Bilotta, E., Leone, L., Pedone, R., Conti, L., Colle, L., Fiore, D., Nicolo, G., Pellecchia, G., Procacci, M., & Semerari,
A. (2019). Metacognition as a predictor of improvements in personality disorders. Frontiers in Psychology, 10, 170. [CrossRef] [PubMed]

Catania, D., Dimaggio, G., & Popolo, R. (2023). Metacognitive interpersonal therapy for schizotypal personality disorder. In S. Cheli, &
P. H. Lysaker (Eds.), A dimensional approach to schizotypy: Conceptualization and treatment (pp. 253-268). Springer. [CrossRef]

Chaim, C. H., Almeida, T. M., de Vries Albertin, P,, Santana, G. L., Siu, E. R., & Andrade, L. H. (2024). The implication of alexithymia in
personality disorders: A systematic review. BMC Psychiatry, 24(1), 647. [CrossRef] [PubMed]

https:/ /doi.org/10.3390/psycholint8030045


https://doi.org/10.1111/j.1440-1819.2007.01768.x
https://www.ncbi.nlm.nih.gov/pubmed/18289150
https://doi.org/10.1371/journal.pone.0140635
https://www.ncbi.nlm.nih.gov/pubmed/26465757
https://doi.org/10.1159/000320587
https://www.ncbi.nlm.nih.gov/pubmed/21196806
https://doi.org/10.1016/S0191-8869(98)00187-1
https://doi.org/10.1093/schbul/sby137
https://www.ncbi.nlm.nih.gov/pubmed/30281088
https://doi.org/10.1016/j.psychres.2018.04.042
https://www.ncbi.nlm.nih.gov/pubmed/29679792
https://doi.org/10.1016/j.psychres.2010.12.032
https://www.ncbi.nlm.nih.gov/pubmed/21329989
https://doi.org/10.3389/fpsyg.2019.00170
https://www.ncbi.nlm.nih.gov/pubmed/30800084
https://doi.org/10.1007/978-3-031-41788-7_16
https://doi.org/10.1186/s12888-024-06083-6
https://www.ncbi.nlm.nih.gov/pubmed/39354408
https://doi.org/10.3390/psycholint8030045

Psychol. Int. 2026, 8, 45 12 of 14

Cheli, S., Cavalletti, V., Popolo, R., & Dimaggio, G. (2021). A case study on a severe paranoid personality disorder client treated with
metacognitive interpersonal therapy. Journal of Clinical Psychology, 77(8), 1807-1820. [CrossRef] [PubMed]

Cheli, S., Chiarello, F., & Cavalletti, V. (2023). A psychotherapy oriented by compassion and metacognition for schizoid personality
disorder: A two cases series. Journal of Contemporary Psychotherapy, 53(1), 61-70. [CrossRef]

Cheli, S., Lysaker, P. H., & Dimaggio, G. (2019). Metacognitively oriented psychotherapy for schizotypal personality disorder: A
two-case series. Personality and Mental Health, 13(3), 155-167. [CrossRef] [PubMed]

Cheli, S., Wiesepape, C. N., Witten, C. D. Y., Floridi, M., Cavalletti, V., Hasson-Ohayon, I., Briine, M., & Ottaviani, C. (2025). Psychosocial
and pharmacological interventions for cluster a personality disorders: A systematic review and two exploratory meta-analyses.
Personality Disorders: Theory, Research, and Treatment, 16(6), 589-602. [CrossRef] [PubMed]

Cowan, H. R,, Mittal, V. A., & McAdams, D. P. (2021). Narrative identity in the psychosis spectrum: A systematic review and
developmental model. Clinical Psychology Review, 88, 102067. [CrossRef] [PubMed]

Di Caro, A. V., Cavallo, J., Scalone, A., Passanisi, A., & Schimmenti, A. (2025). Textures of personality: The role of attachment insecurities
and defense mechanisms in maladaptive personality functioning. Behavioral Sciences, 15(9), 1154. [CrossRef] [PubMed]

Dimaggio, G., Montano, A., Popolo, R., & Salvatore, G. (2015). Metacognitive interpersonal therapy for personality disorders: A treatment
manual. Routledge.

Dmitryeva, N., Chernov, N., Kostyuk, G., & Lysaker, P. H. (2021). Utilizing MERIT to promote recovery in schizotypal personality
disorder: An illustrative case study. Journal of Clinical Psychology, 77(8), 1798-1806. [CrossRef] [PubMed]

Evans, S., Sethi, F,, Dale, O., Stanton, C., Sedgwick, R., Doran, M., Shoolbred, L., Goldsack, S., & Haigh, R. (2017). Personality disorder
service provision: A review of the recent literature. Mental Health Review Journal, 22(2), 65-82. [CrossRef]

Faith, L. A., Hillis-Mascia, J. D., & Wiesepape, C. N. (2024). How does individual psychotherapy promote recovery for persons with
psychosis? A systematic review of qualitative studies to understand the patient’s experience. Behavioral Sciences, 14(6), 460. [CrossRef]
[PubMed]

Hammer, L. A., Karnick, A., Beals, K., Luther, L., & Bonfils, K. A. (2024). Empathy and Schizotypy: A network comparison of the
interpersonal reactivity index in high and low schizotypy groups. Behavioral Sciences, 14(3), 245. [CrossRef] [PubMed]

Herpertz, S. C., Huprich, S. K., Bohus, M., Chanen, A., Goodman, M., Mehlum, L., Moran, P., Newton-Howes, G., Scott, L., & Sharp,
C. (2017). The challenge of transforming the diagnostic system of personality disorders. Journal of Personality Disorders, 31(5),
577-589. [CrossRef] [PubMed]

Hopwood, C.]., Kotov, R., Krueger, R. E,, Watson, D., Widiger, T. A., Althoff, R. R., Ansell, E. B., Bach, B., Michael Bagby, R., Blais, M.
A., Bornovalova, M. A., Chmielewski, M., Cicero, D. C., Conway, C., De Clercq, B., De Fruyt, F,, Docherty, A. R., Eaton, N. R.,
Edens, J. E, ... Zimmermann, J. (2018). The time has come for dimensional personality disorder diagnosis. Personality and Mental
Health, 12(1), 82-86. [CrossRef] [PubMed]

Hulland, J. (2020). Conceptual review papers: Revisiting existing research to develop and refine theory. AMS Review, 10(1), 27-35.
[CrossRef]

Iliakis, E. A., Sonley, A. K., Ilagan, G. S., & Choi-Kain, L. W. (2019). Treatment of borderline personality disorder: Is supply adequate to
meet public health needs? Psychiatric Services, 70(9), 772-781. [CrossRef] [PubMed]

Koch, J., Modesitt, T., Palmer, M., Ward, S., Martin, B., Wyatt, R., & Thomas, C. (2016). Review of pharmacologic treatment in cluster A
personality disorders. The Mental Health Clinician, 6(2), 75-81. [CrossRef] [PubMed]

Kramer, U., Eubanks, C. F,, Bertsch, K., Herpertz, S. C., McMain, S., Mehlum, L., Renneberg, B., & Zimmermann, J. (2022). Future
challenges in psychotherapy research for personality disorders. Current Psychiatry Reports, 24(11), 613—-622. [CrossRef] [PubMed]

Kwapil, T. R., & Barrantes-Vidal, N. (2022). Schizotypal personality disorder in the alternative model for personality disorders.
Personality Disorders: Theory, Research, and Treatment, 13(4), 392-396. [CrossRef] [PubMed]

Lee, R. (2017). Mistrustful and misunderstood: A review of paranoid personality disorder. Current Behavioral Neuroscience Reports, 4(2),
151-165. [CrossRef] [PubMed]

Lysaker, P. H., Carcione, A., Dimaggio, G., Johannesen, J. K., Nicolo, G., Procacci, M., & Semerari, A. (2005). Metacognition amidst
narratives of self and illness in schizophrenia: Associations with neurocognition, symptoms, insight and quality of life. Acta
Psychiatrica Scandinavica, 112(1), 64-71. [CrossRef] [PubMed]

Lysaker, P. H., Cheli, S., Dimaggio, G., Buck, B., Bonfils, K. A., Huling, K., Wiesepape, C., & Lysaker, J. T. (2021). Metacognition, social
cognition, and mentalizing in psychosis: Are these distinct constructs when it comes to subjective experience, or are we just
splitting hairs? BMC Psychiatry, 21(1), 329. [CrossRef] [PubMed]

Lysaker, P. H., & Dimaggio, G. (2014). Metacognitive capacities for reflection in schizophrenia: Implications for developing treatments.
Schizophrenia Bulletin, 40(3), 487-491. [CrossRef] [PubMed]

Lysaker, P. H., Erickson, M. A., Buck, B., Buck, K. D., Olesek, K., Grant, M. L., Salvatore, G., Popolo, R., & Dimaggio, G. (2011). Metacognition
and social function in schizophrenia: Associations over a period of five months. Cognitive Neuropsychiatry, 16(3), 241-255. [CrossRef]
[PubMed]

https:/ /doi.org/10.3390/ psycholint8030045


https://doi.org/10.1002/jclp.23201
https://www.ncbi.nlm.nih.gov/pubmed/34263957
https://doi.org/10.1007/s10879-022-09566-3
https://doi.org/10.1002/pmh.1447
https://www.ncbi.nlm.nih.gov/pubmed/31169366
https://doi.org/10.1037/per0000732
https://www.ncbi.nlm.nih.gov/pubmed/40111791
https://doi.org/10.1016/j.cpr.2021.102067
https://www.ncbi.nlm.nih.gov/pubmed/34274799
https://doi.org/10.3390/bs15091154
https://www.ncbi.nlm.nih.gov/pubmed/41009185
https://doi.org/10.1002/jclp.23239
https://www.ncbi.nlm.nih.gov/pubmed/34416012
https://doi.org/10.1108/MHRJ-03-2016-0006
https://doi.org/10.3390/bs14060460
https://www.ncbi.nlm.nih.gov/pubmed/38920792
https://doi.org/10.3390/bs14030245
https://www.ncbi.nlm.nih.gov/pubmed/38540548
https://doi.org/10.1521/pedi_2017_31_338
https://www.ncbi.nlm.nih.gov/pubmed/28910213
https://doi.org/10.1002/pmh.1408
https://www.ncbi.nlm.nih.gov/pubmed/29226598
https://doi.org/10.1007/s13162-020-00168-7
https://doi.org/10.1176/appi.ps.201900073
https://www.ncbi.nlm.nih.gov/pubmed/31138059
https://doi.org/10.9740/mhc.2016.03.75
https://www.ncbi.nlm.nih.gov/pubmed/29955451
https://doi.org/10.1007/s11920-022-01379-4
https://www.ncbi.nlm.nih.gov/pubmed/36227450
https://doi.org/10.1037/per0000538
https://www.ncbi.nlm.nih.gov/pubmed/35787127
https://doi.org/10.1007/s40473-017-0116-7
https://www.ncbi.nlm.nih.gov/pubmed/29399432
https://doi.org/10.1111/j.1600-0447.2005.00514.x
https://www.ncbi.nlm.nih.gov/pubmed/15952947
https://doi.org/10.1186/s12888-021-03338-4
https://www.ncbi.nlm.nih.gov/pubmed/34215225
https://doi.org/10.1093/schbul/sbu038
https://www.ncbi.nlm.nih.gov/pubmed/24636965
https://doi.org/10.1080/13546805.2010.530470
https://www.ncbi.nlm.nih.gov/pubmed/21154067
https://doi.org/10.3390/psycholint8030045

Psychol. Int. 2026, 8, 45 13 of 14

Lysaker, P. H., Gagen, E., Klion, R., Zalzala, A., Vohs, J., Faith, L. A., Leonhardt, B., Hamm, J., & Hasson-Ohayon, I. (2020a).
Metacognitive reflection and insight therapy: A recovery-oriented treatment approach for psychosis. Psychology Research and
Behavior Management, 13, 331-341. [CrossRef] [PubMed]

Lysaker, P. H., George, S., Chaudoin-Patzoldt, K. A., Pec, O., Bob, P.,, Leonhardt, B. L., Vohs, J. L., James, A. V., Wickett, A., Buck, K. D.,
& Dimaggio, G. (2017). Contrasting metacognitive, social cognitive and alexithymia profiles in adults with borderline personality
disorder, schizophrenia and substance use disorder. Psychiatry Research, 257, 393-399. [CrossRef] [PubMed]

Lysaker, P. H., Holm, T., Kukla, M., Wiesepape, C., Faith, L., Musselman, A., & Lysaker, J. T. (2022). Psychosis and the challenges to
narrative identity and the good life: Advances from research on the integrated model of metacognition. Journal of Research in
Personality, 100, 104267. [CrossRef]

Lysaker, P. H., & Klion, R. E. (2017). Recovery, meaning-making, and severe mental illness: A comprehensive guide to metacognitive reflection
and insight therapy. Routledge.

Lysaker, P. H., Minor, K. S., Lysaker, J. T., Hasson-Ohayon, I., Bonfils, K., Hochheiser, J., & Vohs, J. L. (2020b). Metacognitive function
and fragmentation in schizophrenia: Relationship to cognition, self-experience and developing treatments. Schizophrenia Researc
Cognition, 19, 100142. [CrossRef] [PubMed]

Lysaker, P. H., Ringer, J. M., Buck, K. D., Grant, M., Olesek, K., Leudtke, B. L., & Dimaggio, G. (2012). Metacognitive and social cognition
deficits in patients with significant psychiatric and medical adversity: A comparison between participants with schizophrenia and
a sample of participants who are HIV-positive. The Journal of Nervous and Mental Disease, 200(2), 130-134. [CrossRef] [PubMed]

McClure, M. M., Harvey, P. D., Bowie, C. R., Iacoviello, B., & Siever, L. J. (2013). Functional outcomes, functional capacity, and cognitive
impairment in schizotypal personality disorder. Schizophrenia Research, 144(1-3), 146-150. [CrossRef] [PubMed]

Millon, T., & Davis, R. O. (1996). Disorders of personality: DSM-IV and beyond (2nd ed.). John Wiley & Sons.

Monaghan, C., & Bizumic, B. (2023). Dimensional models of personality disorders: Challenges and opportunities. Frontiers in Psychiatry,
14,1098452. [CrossRef] [PubMed]

Morey, L. C., Berghuis, H., Bender, D. S., Verheul, R., Krueger, R. F, & Skodol, A. E. (2011). Toward a model for assessing level
of personality functioning in DSM-5, Part II: Empirical articulation of a core dimension of personality pathology. Journal of
Personality Assessment, 93(4), 347-353. [CrossRef] [PubMed]

Morey, L. C., & Hopwood, C. J. (2020). Brief report: Expert preferences for categorical, dimensional, and mixed /hybrid approaches to
personality disorder diagnosis. Journal of Personality Disorders, 34(Supplement C), 124-131. [PubMed]

Mulder, R. T. (2021). ICD-11 personality disorders: Utility and implications of the new model. Frontiers in Psychiatry, 12, 655548.
[CrossRef] [PubMed]

Outcalt, J., Dimaggio, G., Popolo, R., Buck, K., Chaudoin-Patzoldt, K. A., Kukla, M., Olesek, K. L., & Lysaker, P. H. (2016). Metacognition
moderates the relationship of disturbances in attachment with severity of borderline personality disorder among persons in
treatment of substance use disorders. Comprehensive Psychiatry, 64, 22-28. [CrossRef] [PubMed]

Pol, S. M., Schug, E., Chakhssi, F., & Westerhof, G. J. (2023). Life stories of patients with personality disorders before and after treatment:
Change and stability in agency and communion. Frontiers in Psychiatry, 14, 1134796. [CrossRef] [PubMed]

Rosell, D. R, Futterman, S. E., McMaster, A., & Siever, L. ]. (2014). Schizotypal personality disorder: A current review. Current Psychiatry
Reports, 16(7), 452. [CrossRef] [PubMed]

See, A. Y., Klimstra, T. A., Shiner, R. L., & Denissen, ]J. J. A. (2021). Linking narrative identity with schizotypal personality disorder
features in adolescents. Personality Disorders, 12(2), 182-192. [CrossRef] [PubMed]

Semerari, A., Colle, L., Pellecchia, G., Buccione, ., Carcione, A., Dimaggio, G., Nicolo, G., Procacci, M., & Pedone, R. (2014). Metacognitive
dysfunctions in personality disorders: Correlations with disorder severity and personality styles. Journal of Personality Disorders, 28(6),
751-766. [CrossRef] [PubMed]

Sharp, C., & Wall, K. (2021). DSM-5 level of personality functioning: Refocusing personality disorder on what it means to be human.
Annual Review of Clinical Psychology, 17(1), 313-337. [CrossRef] [PubMed]

Shiner, R. L., Klimstra, T. A., Denissen, J. J. A., & See, A. Y. (2021). The development of narrative identity and the emergence of
personality disorders in adolescence. Current Opinion in Psychology, 37, 49-53. [CrossRef] [PubMed]

Simonsen, E., & Newton-Howes, G. (2018). Personality pathology and schizophrenia. Schizophrenia Bulletin, 44(6), 1180-1184. [CrossRef]
[PubMed]

Skodol, A. E. (2015). Personality disorders: A burden in the community, neglected in the clinic? The Journal of Clinical Psychiatry, 76(11),
14168. [CrossRef]

Skodol, A. E., Bender, D. S., Gunderson, J. G., & Oldham, J. M. (2014). Personality disorders. In R. E. Hales, S. C. Yudofsky, & L. W. Roberts
(Eds.), The American Psychiatric Publishing textbook of psychiatry (6th ed., pp. 851-894). American Psychiatric Publishing, Inc.

Soeteman, D. I., Verheul, R., & Busschbach, J. J. (2008). The burden of disease in personality disorders: Diagnosis-specific quality of life.
Journal of Personality Disorders, 22(3), 259-268. [CrossRef] [PubMed]

Thomson, S. M., & Bornstein, R. F. (2024). Toward a more nuanced perspective on detachment: Differentiating schizoid and avoidant
personality styles through qualities of the self-representation. Journal of Personality Assessment, 106(4), 496-508. [CrossRef] [PubMed]

https:/ /doi.org/10.3390/ psycholint8030045


https://doi.org/10.2147/PRBM.S198628
https://www.ncbi.nlm.nih.gov/pubmed/32308511
https://doi.org/10.1016/j.psychres.2017.08.001
https://www.ncbi.nlm.nih.gov/pubmed/28826064
https://doi.org/10.1016/j.jrp.2022.104267
https://doi.org/10.1016/j.scog.2019.100142
https://www.ncbi.nlm.nih.gov/pubmed/31828019
https://doi.org/10.1097/NMD.0b013e3182439533
https://www.ncbi.nlm.nih.gov/pubmed/22297312
https://doi.org/10.1016/j.schres.2012.12.012
https://www.ncbi.nlm.nih.gov/pubmed/23375943
https://doi.org/10.3389/fpsyt.2023.1098452
https://www.ncbi.nlm.nih.gov/pubmed/36960458
https://doi.org/10.1080/00223891.2011.577853
https://www.ncbi.nlm.nih.gov/pubmed/22804673
https://www.ncbi.nlm.nih.gov/pubmed/30650000
https://doi.org/10.3389/fpsyt.2021.655548
https://www.ncbi.nlm.nih.gov/pubmed/34040555
https://doi.org/10.1016/j.comppsych.2015.10.002
https://www.ncbi.nlm.nih.gov/pubmed/26541558
https://doi.org/10.3389/fpsyt.2023.1134796
https://www.ncbi.nlm.nih.gov/pubmed/37009106
https://doi.org/10.1007/s11920-014-0452-1
https://www.ncbi.nlm.nih.gov/pubmed/24828284
https://doi.org/10.1037/per0000414
https://www.ncbi.nlm.nih.gov/pubmed/32567868
https://doi.org/10.1521/pedi_2014_28_137
https://www.ncbi.nlm.nih.gov/pubmed/24689762
https://doi.org/10.1146/annurev-clinpsy-081219-105402
https://www.ncbi.nlm.nih.gov/pubmed/33306924
https://doi.org/10.1016/j.copsyc.2020.07.024
https://www.ncbi.nlm.nih.gov/pubmed/32853876
https://doi.org/10.1093/schbul/sby053
https://www.ncbi.nlm.nih.gov/pubmed/29688529
https://doi.org/10.4088/jcp.14com09597
https://doi.org/10.1521/pedi.2008.22.3.259
https://www.ncbi.nlm.nih.gov/pubmed/18540798
https://doi.org/10.1080/00223891.2023.2289468
https://www.ncbi.nlm.nih.gov/pubmed/38084879
https://doi.org/10.3390/psycholint8030045

Psychol. Int. 2026, 8, 45 14 of 14

Triebwasser, J., Chemerinski, E., Roussos, P, & Siever, L. J. (2012). Schizoid personality disorder. Journal of Personality Disorders, 26(6),
919-926. [CrossRef] [PubMed]

Trotta, A., Kang, J., Stahl, D., & Yiend, J. (2021). Interpretation bias in paranoia: A systematic review and meta-analysis. Clinical
Psychological Science, 9(1), 3-23. [CrossRef]

Volkert, J., Gablonski, T. C., & Rabung, S. (2018). Prevalence of personality disorders in the general adult population in Western
countries: Systematic review and meta-analysis. The British Journal of Psychiatry, 213(6), 709-715. [CrossRef] [PubMed]

Watson, D. C., & Sinha, B. K. (2000). Stress, emotion, and coping strategies as predictors of personality disorder pathology. Imagination,
Cognition and Personality, 19(3), 279-294. [CrossRef]

Wells, A., Capobianco, L., Matthews, G., & Nordahl, H. M. (2020). Metacognitive Therapy: Science and practice of a paradigm. Frontiers
in Psychology, 11, 576210. [CrossRef] [PubMed]

Wiesepape, C. N., Lysaker, ]. T., Queller, S. E., & Lysaker, P. H. (2023). Personal narratives and the pursuit of purpose and possibility in
psychosis: Directions for developing recovery-oriented treatments. Expert Review of Neurotherapeutics, 23(6), 525-534. [CrossRef]
[PubMed]

Wiesepape, C. N., Smith, E. A., Hillis-Mascia, J. D., Queller Soza, S. E., Morris, M. M., James, A. V., & Stokes, A. (2024). Metacognition
as a transdiagnostic determinant of recovery in schizotypy and schizophrenia spectrum disorders. Behavioral Sciences, 14(4), 336.
[CrossRef] [PubMed]

Wilson, S., Stroud, C. B., & Durbin, C. E. (2017). Interpersonal dysfunction in personality disorders: A meta-analytic review. Psychological
Bulletin, 143(7), 677-734. [CrossRef] [PubMed]

Winsper, C., Bilgin, A., Thompson, A., Marwaha, S., Chanen, A. M., Singh, S. P., Wang, A., & Furtado, V. (2020). The prevalence of
personality disorders in the community: A global systematic review and meta-analysis. The British Journal of Psychiatry, 216(2),
69-78. [CrossRef] [PubMed]

Zong, J. G., Chan, R. C,, Stone, W. S, Hsi, X., Cao, X. Y., Zhao, Q., Shi, Y. E, Wang, Y. N., & Wang, Y. (2010). Coping flexibility in young
adults: Comparison between subjects with and without schizotypal personality features. Schizophrenia Research, 122(1-3), 185-192.
[CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.3390/ psycholint8030045


https://doi.org/10.1521/pedi.2012.26.6.919
https://www.ncbi.nlm.nih.gov/pubmed/23281676
https://doi.org/10.1177/2167702620951552
https://doi.org/10.1192/bjp.2018.202
https://www.ncbi.nlm.nih.gov/pubmed/30261937
https://doi.org/10.2190/8YWV-RA4M-CG9N-TB5R
https://doi.org/10.3389/fpsyg.2020.576210
https://www.ncbi.nlm.nih.gov/pubmed/33041948
https://doi.org/10.1080/14737175.2023.2216384
https://www.ncbi.nlm.nih.gov/pubmed/37231674
https://doi.org/10.3390/bs14040336
https://www.ncbi.nlm.nih.gov/pubmed/38667132
https://doi.org/10.1037/bul0000101
https://www.ncbi.nlm.nih.gov/pubmed/28447827
https://doi.org/10.1192/bjp.2019.166
https://www.ncbi.nlm.nih.gov/pubmed/31298170
https://doi.org/10.1016/j.schres.2010.04.013
https://www.ncbi.nlm.nih.gov/pubmed/20510586
https://doi.org/10.3390/psycholint8030045

	Introduction 
	Models of Personality Disorder 
	Current Paper 

	Methods 
	The Integrated Model of Metacognition and the AMPD 
	Self-Disturbances 
	Identity and Self-Reflectivity 
	Self-Direction and Mastery 

	Other Disturbances 
	Intimacy and Understanding the Mind of the Other 
	Empathy and Decentration 

	Metacognition and Criterion B Traits 

	Metacognitive Functioning in PDs 
	Metacognitive Treatments 
	Limitations 
	Conclusions 
	References

