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Introduction and objective: The article addresses the question of what kind of personality model is needed for positive 
clinical psychology and proposes an answer. First, the requirements for such a model were formulated, followed by an analysis 
of personality models in the DSM-5 and ICD-11 regarding their applicability to positive clinical psychology. As a result, issues 
were identified that the Circumplex of Personality Metatraits seems to address. Materials and methods: Five requirements 
for a personality model useful in positive clinical psychology were articulated: (1) integration of knowledge from positive 
clinical psychology and personality psychology, (2) relative independence from theoretical paradigms, (3) applicability of the 
model in diagnosis, (4) applicability of the model in therapy, and (5) applicability of the model in positive interventions and 
prevention. Results: Personality models based on the Big Five introduced in the DSM-5 and ICD-11 for the conceptualisation 
and diagnosis of personality disorders can be interpreted as an application of the principles of positive clinical psychology in 
this area. However, these models (1) inherit certain issues associated with the Big Five in personality psychology, and  
(2) their application to clinical psychology introduces additional problems, which means they fail to meet the formulated 
requirements for such a model, thereby limiting their potential for positive clinical psychology. Conclusions: The Circumplex 
of Personality Metatraits overcomes these problems, aligns well with the principles of positive clinical psychology, and meets 
the specified requirements for a model needed in this field.

Keywords: personality, positive clinical psychology, Circumplex of Personality Metatraits

Wprowadzenie i cel: Artykuł stawia pytanie, jakiego modelu osobowości potrzebuje pozytywna psychologia kliniczna, 
i  proponuje odpowiedź na to pytanie. Najpierw sformułowano wymagania wobec takiego modelu, a  następnie 
przeprowadzono analizę modeli osobowości w DSM-5 oraz ICD-11 pod kątem ich przydatności dla pozytywnej psychologii 
klinicznej. W efekcie zidentyfikowano problemy, których rozwiązanie proponuje Kołowy Model Metacech Osobowości. 
Materiał i metody: Sformułowano pięć wymagań w stosunku do modelu osobowości, przydatnego dla pozytywnej 
psychologii klinicznej: (1) integracja wiedzy z pozytywnej psychologii klinicznej i psychologii osobowości, (2) względna 
niezależność od paradygmatów teoretycznych, (3) możliwość wykorzystania modelu w  diagnozie, (4) możliwość 
wykorzystania modelu w terapii oraz (5) możliwość wykorzystania modelu w interwencjach pozytywnych i oddziaływaniach 
profilaktycznych. Wyniki: Ujęcia osobowości oparte na Wielkiej Piątce wprowadzone w  DSM-5 oraz ICD-11 do 
konceptualizacji i diagnozy zaburzeń osobowości można zinterpretować jako próbę budowy takiego modelu. Ujęcia te jednak 
(1) dziedziczą pewne problemy związane z Wielką Piątką w psychologii osobowości, a dodatkowo (2) ich zastosowanie do 
psychologii klinicznej wywołuje kolejne problemy, co sprawia, że nie spełniają sformułowanych wymagań wobec takiego 
modelu, więc ich potencjał dla pozytywnej psychologii klinicznej jest ograniczony. Wnioski: Kołowy Model Metacech 
Osobowości przezwycięża te problemy, dobrze wpisuje się w  ideę pozytywnej psychologii klinicznej oraz spełnia 
sformułowane wymagania wobec modelu, jakiego potrzebuje pozytywna psychologia kliniczna.
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Abstract

StreszczenieStreszczenie

Jan Cieciuch1,2

Received: 12.10.2024
Accepted: 04.11.2024

Published: 27.06.2025

© 2025 Medical Communication Sp. z o.o. This is an open-access article distributed under the terms of the Creative Commons Attribution-NonCommercial-NoDerivatives License 
(CC BY-NC-ND). Reproduction is permitted for personal, educational, non-commercial use, provided that the original article is in whole, unmodified, and properly cited.
Author: Cieciuch J. Proofreading by ENSKA Agnieszka Kosarzycka.

Cite as: Cieciuch J: Personality model for positive clinical psychology. 
Psychiatr Psychol Klin 2025; 25 (1): 1–11



Jan Cieciuch

2

© PSYCHIATR PSYCHOL KLIN 2025, 25 (1), 1–11DOI: 10.15557/PiPK.2025.0001

WHAT IS POSITIVE CLINICAL PSYCHOLOGY?

Positive clinical psychology is an integration of clin-
ical psychology and positive psychology. Clinical 
psychology has traditionally focused on the nega-

tive aspects of human psychological functioning – that is, 
various types of deficits, problems, and disorders. In con-
trast, positive clinical psychology, unlike clinical psycholo-
gy, also takes into account positive constructs that describe 
good psychological functioning – constructs that were the 
intentional focus of interest in positive psychology (Selig-
man and Csikszentmihalyi, 2000). Proponents of positive 
clinical psychology (Wood and Johnson, 2010, 2016) also 
highlight an important feature that distinguishes it from 
positive psychology. While positive psychology focused on 
the positive aspects of psychological functioning, positive 
clinical psychology addresses both the positive and nega-
tive aspects of such functioning simultaneously. This inte-
gration of positives and negatives is frequently emphasised 
as the essence of positive clinical psychology and is based 
on the idea of a continuum. This idea holds that human 
functioning in various domains and aspects can typically 
be described along a continuum ranging from a negative 
to a positive pole. Clinical psychology focused on the nega-
tive pole, positive psychology on the positive one, while the 
main postulate of positive clinical psychology is the simul-
taneous consideration of both poles.
Of course, the idea of a continuum in clinical psychology is 
not new. It is enough to recall, in this context, Antonovsky’s 
concept of salutogenesis (1995), in which health and illness 
are understood as two opposite poles of a single continuum,  
rather than as two separate categories. Positive clinical psy-
chology, however, develops this way of thinking into both 
a research programme and a practical postulate (Johnson 
and Wood, 2017).
The continuum idea – as a key concept for positive clinical 
psychology – was explicitly introduced in a kind of man-
ifesto of positive clinical psychology authored by Wood 
and Tarrier (2010). They emphasised that the point is not 
to examine positive and negative constructs separately, but 
to study constructs that typically have two poles – posi-
tive and negative – simultaneously. As an example, they cit-
ed a classic concept from the field of positive psychology: 
Peterson and Seligman’s (2004) classification of character 
strengths. Wood and Tarrier (2010) argue that the nega-
tive poles of these constructs could, in fact, be of interest to 
clinical psychology. However, such a comprehensive treat-
ment of a construct as a continuum stretching from one 
pole (a strength) to the other (a problem or deficit) has not 
yet been systematically undertaken either in positive psy-
chology or in clinical psychology. According to Wood and 
Tarrier (2010), this should be accomplished specifically by 
positive clinical psychology, within the so-called continu-
um approach.
Wood and Tarrier (2010) list three main arguments in fa-
vour of the validity of the continuum approach: (1) Rejecting 

this approach is mistaken, as it involves an arbitrary fo-
cus on only one pole of the construct under investiga-
tion – typically the negative pole in clinical psychology or 
the positive pole in positive psychology. (2) Applying the 
continuum approach helps avoid conducting essential-
ly the same research under different labels. For instance,  
if much is already known about happiness and its determi-
nants, many of these findings can be applied to knowledge 
about depression, and vice versa. Of course, it is always pos-
sible that slightly different relationships and mechanisms 
are at play, which should be refined both theoretically and 
empirically, but this accumulated knowledge about one 
pole may serve as a starting point for studying the other.  
(3) The continuum approach enables the integration of 
therapeutic interventions and positive interventions, since 
both involve movement from the negative side toward the 
positive. Naturally, depending on one’s position along the 
continuum, slightly different mechanisms may operate, and 
different strategies may prove more effective closer to one 
or the other pole. Nevertheless, a holistic approach to in-
terventions along a single continuum could serve as a valu-
able point of departure. The fact that research continues 
to maintain a division between positive and negative con-
structs is referred to by Johnson and Wood (2017) as a con-
ceptual blind spot that prevents recognition of something 
that is, in fact, self-evident.
A similar way of thinking can be observed in the latest clas-
sifications of personality disorders, namely Section III of 
the DSM-5 (American Psychiatric Association, 2013) and 
the ICD-11 (World Health Organization, 2022), which have 
shifted the approach to personality disorders from a cate-
gorical to a dimensional one. A categorical diagnosis in-
volved assigning the patient a specific nosological entity 
(e.g. antisocial personality disorder), which was consid-
ered distinct from other entities (e.g. narcissistic person-
ality disorder) and from healthy functioning. In contrast, 
a dimensional diagnosis identifies the pathological sever-
ity of specific dimensions (e.g. the level of antagonism or 
disinhibition).
In the present article, we first discuss the conditions that 
a personality model should meet in order to be useful in 
positive clinical psychology. Subsequently, the personal-
ity models adopted in the DSM-5 and ICD-11 are inter-
preted as attempts to develop such a model by applying the 
idea of a continuum and other postulates of positive clin-
ical psychology. However, as will be demonstrated, these 
attempts prove to be suboptimal. In response to the iden-
tified problems, the Circumplex of Personality Metatraits 
(CPM) (Strus and Cieciuch, 2017; Strus et al., 2014) and 
its extension – the Symptoms–Competencies–Traits Model 
(Cieciuch et al., 2023) – are presented as a proposal that ful-
fils the integrative postulates of thinking about personality 
in continuum terms, as formulated by positive clinical psy-
chology. This model was developed within Polish psycholo-
gy, but it aligns with ongoing international discussions and 
addresses several problems identified therein.
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WHAT KIND OF PERSONALITY MODEL DOES 
POSITIVE CLINICAL PSYCHOLOGY NEED?

Positive clinical psychology, to the extent that it concerns 
itself with personality, requires an appropriate personality 
model. It is first worth considering what conditions such 
a personality model should meet in order to be useful in 
positive clinical psychology. Naturally, the model must fulfil 
the general conditions expected of any psychological model, 
which – broadly speaking – can be reduced to two main cri-
teria: (a) theoretical elegance and (b) empirical verifiability. 
However, from the perspective of positive clinical psychol-
ogy, such a model must also meet several additional condi-
tions, summarised below.
First, a personality model useful in positive clinical psychol-
ogy should enable the integration of knowledge from both 
positive clinical psychology and personality psychology.  
It is worth noting that the category of integration is es-
sential in both positive clinical psychology and personal-
ity psychology. Broadly understood, personality psycholo-
gy encompasses both healthy and disordered functioning;  
it describes intraindividual stability and interindividual 
variability in behaviour, and therefore must integrate nu-
merous psychological constructs. On the other hand, the es-
sence of positive clinical psychology lies in the integration 
of negative constructs – those described by clinical psychol-
ogy – with positive constructs – those described by positive 
psychology. Since integration is a core feature of both pos-
itive clinical psychology and personality psychology, a per-
sonality model applicable in positive clinical psychology 
should, therefore, possess integrative potential.
Second, a personality model useful in positive clinical psy-
chology should be relatively independent of theoretical 
paradigms. Both in personality psychology and in clini-
cal psychology – as well as in positive clinical psychology –  
numerous models operate, each derived from different par-
adigms. These models are sometimes mutually consistent 
and sometimes contradictory; at times they identify similar, 
and at other times entirely different problems and mech-
anisms; sometimes they use the same terms to describe 
different phenomena, and sometimes different terms to 
describe the same phenomenon. In the context of such the-
oretical richness – but also theoretical chaos – a person-
ality model useful for positive clinical psychology should 
be relatively independent of these paradigms and should 
have the potential to organise these diverse constructs. Such 
a model does not necessarily need to be yet another mod-
el competing with existing ones. Rather, it should serve as 
a metamodel – one that, in a certain sense, captures the 
greatest common denominator among various theoretical 
traditions and enables the construction of a bridge of un-
derstanding and a kind of translation between paradigms 
that employ partially divergent terminologies.
Third, a personality model useful in positive clinical psy-
chology should be applicable in diagnosis. This means that 
it should allow for the operationalisation and measurement 

of the constructs it distinguishes, with measurement be-
ing as precise as possible. Furthermore, diagnosis conduct-
ed using instruments developed based on the operationali-
sation of this model should provide insights into problems 
that are difficult to access without the model.
Fourth, a personality model useful in positive clinical psy-
chology should be applicable in therapy. In particular – as 
a model grounded in positive clinical psychology – it should 
serve as a general theoretical foundation for therapeutic 
approaches that are based not only on deficits but also on 
strengths. Moreover, as a precisely operationalised model, it 
should enable the measurement of therapeutic effectiveness.
Fifth, a personality model useful in positive clinical psy-
chology should be applicable in positive interventions as 
well as in various forms of preventive and developmental 
activities. When health and illness are understood in terms 
of a continuum, therapy, prevention, and positive interven-
tions are all forms of moving along the continuum from 
illness towards health. In the case of therapy, this move-
ment occurs closer to the illness pole, whereas in preven-
tive or developmental interventions, it takes place nearer 
the health pole. Nonetheless, it is always a movement in the 
same direction along the same continuum, which should 
be reflected in the proposed personality model for positive 
clinical psychology.

THE PERSONALITY TRAIT MODEL  
IN DSM-5 AND ICD-11 IN THE CONTEXT  
OF POSITIVE CLINICAL PSYCHOLOGY

The dimensional approach to personality disorders in Sec-
tion III of the DSM-5 (American Psychiatric Association, 
2013) and the ICD-11 (World Health Organization, 2022) 
can be considered consistent with the postulates of positive 
clinical psychology, as personality disorders are described 
along dimensions in which one pole refers to pathology and 
the other to health. The model adopted in these classifica-
tions is based on the Big Five model – that is, a model in-
tended to identify the basic personality dimensions (John 
and Srivastava, 1999). In the literature, various versions of 
this model exist, with the primary distinction between the 
Big Five model derived from psycholexical studies (Gold-
berg, 1990) and the Five-Factor Model of Personality 
based on questionnaire studies (Costa and McCrae, 1992),  
although the core dimensions identified in these variants are 
identical or very similar. These are: Neuroticism vs. Emo-
tional Stability, Extraversion, Conscientiousness, Agreeable-
ness, and Openness to Experience. In both the DSM-5 and 
ICD-11, the pathological dimensions were conceptualised 
as extreme intensities of one of the poles of the Big Five 
traits. However, with respect to which poles of which Big 
Five traits should be considered pathological, certain dif-
ferences have already emerged between the DSM-5 and the 
ICD-11.
In both classifications, the following have been regarded 
as pathological: (1) high Neuroticism, labelled Negative 
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Affectivity; (2) low Extraversion, labelled Detachment; 
(3) low Agreeableness, labelled Antagonism in DSM-5 and 
Dissociality in ICD-11; (4) low Conscientiousness, labelled 
Disinhibition. High Conscientiousness was considered 
pathological only in ICD-11, where it was labelled Anan-
kastia, whereas high Openness to Experience was consid-
ered pathological only in DSM-5, where it was labelled Psy-
choticism. Fig. 1 presents the Big Five traits and the poles 
regarded as pathological in both classifications.
Thinking about personality disorders in terms of a disor-
der–health continuum, as well as the use of a model that ho-
listically describes healthy personality functioning, is con-
sistent with the postulates of positive clinical psychology. 
However, the problem lies in the underlying Big Five model.

PROBLEMS WITH THE BIG FIVE  
IN DSM-5 AND ICD-11

In Section III of the DSM-5 (American Psychiatric Associa-
tion, 2013) and in the ICD-11 (World Health Organization, 
2022), the Big Five model was adapted to clinical psychology,  
being recognised as a well-established framework in per-
sonality psychology with respect to describing healthy per-
sonality. The problem, however, lies in the fact that within 
personality psychology, the Big Five model has, to a large 
extent, passed its prime. Although it remains widely known 
and is still used as a basic, often preliminary, heuristic for 
interpreting various phenomena, the key critical arguments 
against the model are also widely accepted. Thus, it is diffi-
cult today to reasonably regard it as the prevailing model of 
personality traits. The use of this model in the description 
of personality disorders within clinical psychology inherits 
the problems associated with the model in personality psy-
chology. In addition, it gives rise to certain further prob-
lems resulting from the application of the model to the di-
mensional description of personality disorders. The Big Five 
model, in the form adopted by the DSM-5 and ICD-11, will 
be analysed in terms of the criteria formulated above – that 
is, the requirements for a personality model appropriate for 
positive clinical psychology.
Let us begin with the strengths – the second criterion, 
namely relative independence from theoretical paradigms, 
can essentially be regarded as fulfilled. The Big Five mod-
el has at times been criticised for its purely descriptive na-
ture and lack of identification of explanatory mechanisms; 
however, this descriptive nature can generally be consid-
ered an advantage, as it facilitates communication among 
different theoretical traditions, which differ in their explan-
atory mechanisms (e.g. psychoanalytic vs. cognitive-behav-
ioural approaches). This descriptive character may have 
been one of the reasons why, during the shift from a cate-
gorical to a dimensional approach to diagnosing personali-
ty disorders, this model was chosen – being relatively clos-
est to the descriptive characterisation of symptoms used in 
the categorical approach. Both the symptoms listed in ear-
lier editions of the DSM and ICD and the dimensions in the 

current editions (DSM-5 and ICD-11) are descriptive rath-
er than explanatory in nature. As such, they may serve as 
a common descriptive language across various paradigms 
that differ in their explanatory frameworks. Of course, in 
such a case, a description is all the more valuable to the ex-
tent that it is both comprehensive and integrative – which 
pertains to the first criterion (namely, the ability to integrate 
knowledge from personality psychology and positive clini-
cal psychology). Unfortunately, the Big Five model does not 
meet this first criterion.
The Big Five model outlines a set of five basic personality 
dimensions – importantly, exactly five and precisely those 
five. The key argument supporting the claim that there are 
five fundamental dimensions was provided by psycholexical 
research. This research was based on the lexical hypothesis, 
which posits that all important human characteristics are 
encoded in language. Based on this hypothesis, researchers 
analysed dictionaries of various languages, selecting words 
that describe human personality. Subsequently, they con-
ducted empirical studies in which individuals used the se-
lected descriptors to characterise their own or others’ per-
sonalities. The data collected were then subjected to factor 
analysis, which ultimately produced five personality fac-
tors. These factors were therefore regarded as the basic di-
mensions of personality, and a number of psychometric in-
struments were developed for their measurement (John and 
Srivastava, 1999).
However, the story does not end there. The Big Five mod-
el has been challenged from three different perspectives – 
importantly, the same perspectives from which arguments 
in favour of the model’s validity were originally formulated 

Fig. 1. �Traits from the Big Five model and their pathological 
poles as identified in DSM-5 and ICD-11
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selection of Conscientiousness alone as the trait for which 
both poles are considered pathological seems arbitrary.  
All of the above leads to the conclusion that the first criterion –  
the integration of knowledge from personality psycholo-
gy and positive clinical psychology – cannot be considered  
fulfilled.
The third criterion – the possibility of precise diagnosis –  
is also problematic. One of the main criticisms of cat-
egorical classification was the high level of comorbidi-
ty among the nosological entities assigned to patients. 
In response, the ICD-11 explicitly states that the diag-
nosis of a personality disorder should be based on as-
sessing the severity of the disorder and identifying the 
dominant pathological trait (with the optional borderline 
specifier, which is not the focus here). As discussed ear-
lier, analyses in the field of healthy personality psychol-
ogy have shown significant co-occurrence among the Big 
Five traits, which led to the identification of two high-
er-order factors. It can therefore be expected that similar 
higher-order factors exist above the pathological coun-
terparts of the Big Five traits. This expectation is, in fact, 
supported by empirical findings identifying two broad 
classes of psychopathology: internalising and externalis-
ing disorders (Krueger and Markon, 2006). A personal-
ity model useful for positive clinical psychology should 
account for the co-occurrence of traits and be able to 
predict which traits are likely to co-occur. The Big Five 
model – neither in its healthy nor pathological form as 
used in the DSM-5 and ICD-11 – takes this into account. 
As a result, the diagnosis of the severity of a dominant 
dimension may be prone to accidental identification of 
the dominant trait in the profile, without awareness of 
the natural co-occurrence of its constituent elements.
The criteria concerning the applicability of the model in 
therapy (criterion four) and in positive and preventive in-
terventions (criterion five) also appear to be unmet. Most 
importantly, in the Big Five model, the five personality 
traits are treated as basic, biologically determined disposi-
tions which, although they undergo developmental chang-
es across the lifespan, are generally not subject to intention-
al modification (McCrae and Costa, 2005). In the literature, 
a distinction is drawn between traits that are not modifiable 
and competencies that are malleable (Cieciuch and Strus, 
2021; Soto et al., 2021). If the Big Five model identifies sta-
ble traits, it is therefore unclear how effective therapeutic or 
other intervention efforts could facilitate a shift along the 
continuum from the negative to the positive pole of a giv-
en trait.

ALTERNATIVE MODEL: THE CIRCUMPLEX  
OF PERSONALITY METATRAITS

The Circumplex of Personality Metatraits (CPM) was pro-
posed by Strus, Cieciuch, and Rowiński (2014) as a so-
lution to the problems of the Big Five, but as the model 
was developed and subsequent research was conducted, it 

(Strus and Cieciuch, 2014). First, numerous replica-
tions and analyses have demonstrated that the HEXACO 
model, or the Big Six, is just as well-supported as the Big 
Five model. HEXACO distinguishes six domains – add-
ing Honesty–Humility and reconceptualising Agreeable-
ness and Neuroticism (Ashton and Lee, 2007). Second, in 
large-scale cross-cultural studies, it was found that regard-
less of the methods of measurement and analysis used, only 
two fundamental dimensions were consistently replicated:  
Social Self-Regulation and Dynamism (Saucier et al., 2014), 
rather than five or six. Third, a series of analyses using data 
gathered with instruments designed to measure the Big 
Five revealed that these are not orthogonal traits. Rather, 
two higher-order factors consistently emerge above them – 
referred to as Stability and Plasticity, or more technically, 
by the Greek letters Alpha and Beta (DeYoung et al., 2002;  
Digman, 1997).
This so-called Big Two – identified in cross-cultural psy-
cholexical studies (Saucier et al., 2014) as well as in ques-
tionnaire-based research, including data collected using 
instruments developed to measure the Big Five (DeYoung  
et al., 2002; Digman, 1997) – was found to correspond with 
many other dual constructs in psychology, such as Agen-
cy and Communion as proposed by Wiggins and Trapnell 
(1996) or by Wojciszke (2010). The similarity of these con-
structs led to the development of the so-called Two-Fac-
tor Model of Personality, which demonstrates significantly 
greater integrative and explanatory power than the Big Five 
or any of these dual pairs of constructs considered separate-
ly (Cieciuch and Strus, 2017). In this context, the adoption 
of the Big Five model as the set of fundamental dimensions 
of human personality has essentially lost its firm justifica-
tion, as it may have appeared to be at the turn of the 20th 
and 21st centuries.
An additional problem related to the use of the Big Five in 
the DSM-5 and ICD-11 – one that is not inherited from 
personality psychology but rather arises from the appli-
cation of this model to the description of personality dis-
orders – is the issue of unambiguously identifying path-
ological poles. In the DSM-5, one pathological pole was 
identified for each of the five traits, whereas in the ICD-11  
it was acknowledged that both poles of Conscientiousness 
may be pathological: extremely low Conscientiousness cor-
responds to Disinhibition, while extremely high Conscien-
tiousness corresponds to Anankastia. Within the frame-
work of the Big Five model, however, this selection appears 
fairly arbitrary, and it is unclear why only the extreme poles 
of Conscientiousness should be considered pathological. 
In the handbook of positive clinical psychology edited by 
Wood and Johnson (2016), Widiger (2016) argued that an 
extremely high level of Agreeableness can also be patho-
logical and may underlie dependent personality. Widiger 
(2016) formulated a general postulate that, from the per-
spective of positive clinical psychology, one should identi-
fy pathological variants of all adaptive traits as well as adap-
tive variants of all pathological traits. In this context, the 
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became clear that it has much broader applicability and is 
not merely a continuation of the Big Five research tradi-
tion. In particular, it can be interpreted as an extension of 
the Two-Factor Model of Personality (Cieciuch and Strus, 
2017), as the conceptual foundation for the Symptoms–
Competences–Traits Model (Cieciuch et al., 2023), and as 
a matrix for various domains of personality development 
(Cieciuch, 2025).
The essence of the CPM lies in presenting all the most fun-
damental and general dimensions of personality with-
in a circular structure. The strong claim that these consti-
tute all the most basic dimensions is grounded in the fact 
that CPM was built upon the foundation of the Two-Fac-
tor Model of Personality (Cieciuch and Strus, 2017), which 
identified two basic and most general personality dimen-
sions – corresponding also to the higher-order factors 
found above the Big Five. The factors from the Two-Fac-
tor Model of Personality constitute two of the four axes 
in CPM. These are: Alpha/Stability and Beta/Plasticity.  
In CPM, two additional axes were distinguished: Gamma, 
representing the principal dimension of mental health, and 
Delta, which marks the boundary between healthy and dis-
ordered functioning.
The core claims of the CPM can be briefly formulated as 
follows:
1.	 Alpha/Stability and Beta/Plasticity are orthogonal di-

mensions.
2.	 Both poles of these dimensions possess distinct psycho-

logical content, which is irreducible to the mere oppo-
site of the other pole. The positive poles were labelled 
with the term “plus”, and the negative poles with “minus”, 
yielding the following designations: Alpha-Plus/Stabili-
ty and Beta-Plus/Plasticity. The negative poles were des-
ignated as Alpha-Minus/Disinhibition and Beta-Minus/
Passiveness.

3.	 The orthogonal Alpha and Beta dimensions form a clas-
sical Cartesian coordinate system. The two additional 
axes – Gamma and Delta – also form a coordinate sys-
tem, rotated by 45° relative to Alpha and Beta.

4.	 In the case of Gamma and Delta, as with Alpha and Beta, 
both poles were defined and assigned distinct psycholog-
ical meaning that is not reducible to the simple negation 
of the opposite pole. This led to the identification of the 
following poles: Gamma-Plus/Integration vs. Gamma-
Minus/Disharmony, and Delta-Plus/Restraint vs. Delta-
Minus/Sensation Seeking.

The CPM is presented in Fig. 2. It is worth emphasising 
that although the basic dimensions of CPM (Alpha/Stabil-
ity and Beta/Plasticity) are consistent with the higher-or-
der factors identified above the Big Five – and the remain-
ing two dimensions are derivative of these – metatraits in 
the CPM are not defined by constellations of Big Five traits. 
Such a constellation is shown in Fig. 2 in order to illustrate 
the correspondence between these models, but not to de-
fine the metatraits. The full definitions of the metatraits are 
presented in Tab. 1.

Research to date has demonstrated the applicability of the 
CPM in the following areas:
1.	 the integration of temperament, emotion, motivation, val-

ues, and interpersonal behaviour models within a unified 
reference framework (Strus and Cieciuch, 2017);

2.	 the integration of the Big Five and HEXACO models 
(Strus and Cieciuch, 2021);

3.	 the identification of subtle differences between the Big 
Two derived from the psycholexical and questionnaire 
traditions (Strus and Cieciuch, 2019);

4.	 the resolution of issues concerning the number and con-
tent of personality types (Strus et al., 2021b, 2021c);

5.	 the construction of a model describing faith modes in 
the psychology of religion (Szydłowski and Cieciuch, 
2023);

6.	 the systematisation of emotional and social competences  
(Cieciuch and Strus, 2021);

7.	 the construction of an integrative model of self-regula-
tion (Skimina et al., 2023);

8.	 the construction of an integrative model of temperament 
(Cieciuch et al., 2024b; Strus et al., 2022);

9.	 the construction of a comprehensive model describing 
personality in children and adolescents (Cieciuch et al., 
2023).

Some of the aforementioned applications of the CPM to 
various domains of personality relied not so much on the 
metatraits themselves as on the underlying structural prin-
ciples of the model. The metatraits distinguished within 
the CPM are the most basic and general dimensions, en-
compassing a broad range of psychological content, which 
may be further differentiated according to various crite-
ria. A good example of this is the Symptoms–Competenc-
es–Traits Model by Cieciuch et al. (2023), which identi-
fies three layers of personality: symptoms of well-being 
and mental health problems, personality competences, 
and temperament traits. Importantly, the variables within 
all three layers are organised according to the same struc-
tural rules as those underpinning the CPM. The symptom 
layer describes, within a single space, well-being and three 
types of mental health problems (externalising, internalis-
ing, and psychasthenic). The crucial distinction between 
the next two layers – personality competences and temper-
ament traits – lies in the fact that temperament traits are rel-
atively stable and not subject to intentional change, where-
as personality competences can be shaped and developed.  
The identified temperament traits and personality com-
petences correspond to the CPM metatraits (with tem-
perament mapped onto the Gamma and Delta axes, while 
personality competences correspond to Alpha-Plus, Gam-
ma-Plus, Beta-Plus, and moderate levels of Delta), but they 
cover only part of the metatraits’ overall conceptual space.
From the perspective of positive clinical psychology, the key 
components of the CPM can be interpreted in the follow-
ing way:
1.	 The Alpha-Plus/Stability and Beta-Plus/Plasticity di-

mensions represent the pillars of mental health, defined 
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in terms of well-being according to the World Health 
Organization (Cieciuch et al., 2024a). The first may be 
referred to as the social pillar, whose essence lies in good 
and mutually satisfying interpersonal relationships, 
while the second represents the personal pillar, ground-
ed in self-development and ego strength. Full mental 
health requires high levels of both dimensions. Howev-
er, it is also possible for mental health to be based on one 
strong pillar while the other remains somewhat weaker.

2.	 The Gamma dimension represents the core axis of men-
tal health (aligning with Antonovsky’s continuum of 
health vs. disease). The Gamma-Plus/Integration pole 
reflects the most adaptive configuration of traits – some-
times referred to in the literature as the General Factor of 
Personality (Musek, 2007). Conversely, the Gamma-Mi-
nus/Dysharmony pole corresponds to the General Factor 
of Psychopathology (Lahey et al., 2012). In terms of the 
health pillars (Alpha-Plus/Stability and Beta-Plus/Plas-
ticity) Gamma-Plus/Integration indicates strong levels 
on both dimensions, whereas Gamma-Minus/Dyshar-
mony indicates low levels on both.

3.	 The Delta dimension marks the boundary be-
tween healthy functioning and the presence or risk of 

dysfunction. Interpreted in terms of the two health pil-
lars: Delta-Plus/Restraint reflects a strong social health 
pillar (Alpha-Plus/Stability) combined with a weak per-
sonal health pillar (Beta-Minus/Passivity); conversely, 
Delta-Minus/Sensation Seeking reflects a strong per-
sonal pillar (Beta-Plus/Plasticity) alongside a weak so-
cial pillar (Alpha-Minus/Disinhibition).

4.	 The CPM is a comprehensive model that describes both 
healthy and disordered functioning along a continuum.

5.	 Within metatraits, meaningful content layers can be 
identified, depending on the theoretical or practical 
lens adopted (e.g. distinguishing between modifiable 
personality competences and non-modifiable temper-
ament traits). It is also important to note that the path-
ological poles of metatraits may represent extreme low 
levels of healthy traits, but they may also reflect quali-
tatively distinct features that are specific to psychopa-
thology.

The integrative potential of the CPM for positive clinical 
psychology has already been largely substantiated empir-
ically. In particular, empirical studies have demonstrat-
ed theoretically consistent placements within the CPM 
space for:

Fig. 2. Circumplex of Personality Metatraits

B5 – Big Five model; N – Neuroticism; E – Extraversion; O – Openness to Experience; A – Agreeableness; C – Conscientiousness; B6 – Big Six model (HEXACO); H – Honesty–
Humility; M – Emotionality; X – Extraversion; A – Agreeableness; C – Conscientiousness; O – Openness to Experience; + (plus) indicates high trait level; − (minus) indicates 
low trait level.
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1.	 various aspects of well-being (Strus and Cieciuch, 2017);
2.	 personality disorders from a categorical perspective  

(Zawadzki, 2016, 2017);
3.	 personality disorders from a dimensional perspective 

(Strus et al., 2021a);
4.	 various aspects of borderline personality (Brud and 

Cieciuch, 2023);
5.	 various aspects of obsessive–compulsive personality 

(Kłosowski, 2023);
6.	 various forms of narcissism (Kłosowski, 2023; Rogoza 

et al., 2019).
The CPM has also been employed in the construction of 
new models, including:
1.	 a model of vulnerable narcissism (Rogoza et al., 2022);
2.	 a model of social inhibition (Kwiatkowska and Strus, 

2021);
3.	 a model of Type C behaviour pattern (Rymarczyk et al., 

2020).
Furthermore, CPM has proven useful in integrating Type A, 
B, C, and D behaviour patterns into a single personality ref-
erence framework (Rymarczyk, 2022).
Fig. 3 presents a summary of both theoretical analyses and 
empirical findings concerning the integration of constructs 
from the field of positive clinical psychology within the 
CPM framework.

THE CIRCUMPLEX OF PERSONALITY 
METATRAITS AS A USEFUL MODEL  

FOR POSITIVE CLINICAL PSYCHOLOGY

The CPM addresses the problems previously identified with 
applying the Big Five model to positive clinical psychology. 
The issue of the arbitrary selection of the Big Five – against 
which the HEXACO model emerged as a competitor – has 
been resolved by the fact that the CPM metatraits can be 
described in terms of configurations of traits from both the 
Big Five and HEXACO models, as illustrated in Fig. 2. It is 

important to note, however, that this is merely an approx-
imation of meaning rather than a strict definition, since 
the CPM metatraits are not reducible to configurations of 
traits from trait models. Nevertheless, the CPM encom-
passes both the Big Five and HEXACO models to some de-
gree, and the same higher-order factors (Alpha/Stability 
and Beta/Plasticity) – which form the fundamental axes of 
the CPM – can be identified above the trait dimensions in 
both models. As a result, the problem of two higher-order 
factors being presented as an alternative to five personali-
ty traits is eliminated. These two factors form the basic di-
mensions of the CPM, and the pathological traits identified 
in both DSM-5 and ICD-11 can be mapped onto the CPM 
framework. As demonstrated by Strus et al. (2021a), ICD-11 
holds an advantage over DSM-5 in this context – although 
from the Big Five perspective, DSM-5 appears superior.  
DSM-5 systematically designates the pathological pole of 
each of the five traits, whereas ICD-11 identifies a patho-
logical pole for three traits, omits one trait (Openness to 
Experience), and treats both poles of Conscientiousness as 
pathological. Theoretical analysis, confirmed by empirical 
findings, has shown that Psychoticism from DSM-5 lacks 
a precise location within the CPM, and the pathological 
traits in DSM-5 do not cover the full problematic space de-
lineated in the CPM – specifically, the area around Delta-
Plus/Restraint remains unrepresented. This gap was filled by 
Anankastia from ICD-11, resulting in the pathological traits 
distinguished by ICD-11 providing a more evenly distrib-
uted coverage of the entire pathological domain within the 
CPM (Strus et al., 2021a).
The accidentality of identifying the most prominent path-
ological trait – stemming from the unanticipated correla-
tions between pathological traits in the Big Five model – also 
ceases to be a problem within the CPM, as the placement 
of pathological traits within the CPM matrix allows for fair-
ly precise prediction of their intercorrelations. Traits located 
next to each other are positively correlated; traits positioned 

Metatrait Meaning
Delta-Plus (Restraint) High behavioural control; orderliness, methodicalness, and meticulousness in action; perfectionistic tendencies; a principled 

approach to moral and social norms, as well as modesty, conventionality, and strong social conformity
Alpha-Plus (Stability) Stability in the area of emotional, motivational, and social functioning, expressed as a general social adaptation tendency, an ethical 

attitude toward the world, benevolence, and calmness, as well as the ability to delay gratification, diligence and perseverance
Gamma-Plus (Integration) Well-being, a warm and prosocial attitude toward people, both intra- and interpersonal balance and harmony; serenity, openness 

to the world in all its richness, as well as endurance and effectiveness in attaining important goals
Beta-Plus (Plasticity) Cognitive and behavioural openness to change and engagement to new experiences, a tendency to explore, self-confidence, 

initiative and invention in social relations, enthusiasm and orientation toward personal growth
Delta-Minus (Sensation-Seeking) Broadly defined impulsivity, stimulation seeking, and risk-taking; hedonistic and grandiose tendencies; nonconformity, a propensity 

for dominance, and expansiveness in social relations
Alpha-Minus (Disinhibition) High level of antisocial tendencies underpinned by unsustainability, low frustration tolerance and egotism as well as aggression  

and antagonism toward people, social norms, and obligations
Gamma-Minus (Disharmony) Inaccessibility (distrust, coldness and distance) in interpersonal relations; negative affectivity and low self-worthiness; 

depressiveness, pessimism and proneness to suffer from psychological problems
Beta-Minus (Passiveness) Shyness, submissiveness, and dependency in interpersonal relationships; passivity as well as behavioural and cognitive inhibition; 

some type of apathy and stagnation, along with a tendency toward anhedonia

Tab. 1. Definitions of metatraits in the Circumplex of Personality Metatraits (based on: Cieciuch et al., 2023)
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at a 90° angle relative to one another are uncorrelated; and 
traits separated by an angle greater than 90° are negative-
ly correlated. Negative Affect, situated within Gamma-Mi-
nus/Dysharmony – the central domain of dysfunction –  
is correlated with all pathological traits, although least strong-
ly with those located near the poles of Delta, namely Disin-
hibition and Anankastia (which themselves are negatively 
correlated due to being situated at opposite poles of Delta).  
For constructs located directly on the poles of Delta, Negative 
Affect does not correlate, as the Delta axis serves as a bound-
ary between health and disorder and is orthogonal to the 
Gamma axis. The more pathological a given aspect of Disin-
hibition or Anankastia becomes, the more it shifts below the 
Delta axis and the more it correlates with Negative Affect. 
Consequently, within the CPM, the co-occurrence of patho-
logical traits is no longer a problem, as it becomes both the-
oretically grounded and precisely predictable.
The problem of arbitrarily selecting poles whose extreme in-
tensity is deemed pathological is resolved within the CPM, 
as Alpha-Plus/Stability and Beta-Plus/Plasticity are concep-
tualised as pillars of mental health. Therefore, their positive 
poles do not have pathological variants, just as their negative 
poles represent exclusively dysfunctional traits. Of course, 
this conceptualisation does not preclude the possibility that 
certain traits located near Alpha-Minus or Beta-Minus may, 
in some contexts, prove beneficial for an individual’s personal 

goals or social adaptation. For instance, psychopathy, locat-
ed near Alpha-Minus, or social inhibition, located near Beta-
Minus, may confer certain advantages. However, these traits 
do not contribute to psychological well-being. The only di-
mension in the CPM where both poles may be pathological 
is Delta, as it serves as the boundary between healthy func-
tioning and the risk of disorder. It encompasses a set of both 
functional (health-promoting) and dysfunctional (disorder-
inducing) characteristics.
The problem of the immutability of the Big Five traits also 
ceases to exist within the CPM, particularly in its extension –  
the Symptoms–Competencies–Traits Model (Cieciuch  
et al., 2023). In this model, within the framework of meta-
traits, a precise distinction is drawn between those aspects 
of personality that are subject to intervention and modifi-
cation (i.e. personality competencies) and those that are not 
(i.e. temperamental traits).
In summary, it can be stated that the presented CPM fulfils 
all the requirements previously formulated for a personality 
model suitable for positive clinical psychology.
First, as previously outlined, the integrative potential of the 
CPM within both personality psychology and positive clini-
cal psychology is substantial. In particular, a key advantage is 
its ability to integrate, within a single framework, both psycho-
logical problems and disorders as well as well-being concep-
tualised as mental health, along with its foundational pillars.

Fig. 3. Selected constructs of positive clinical psychology located within the Circumplex of Personality Metatraits
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Second, the CPM, as a product of a structuralist approach 
to personality, primarily serves to organise and refine con-
structs without prescribing their theoretical content. This 
structuralist orientation is especially evident in the concep-
tualisation of the temperament layer (Cieciuch et al., 2024b) 
and self-regulation as a personality competency (Skimina  
et al., 2023). A precise structuralist description offers a com-
mon platform for dialogue among diverse theoretical tradi-
tions and clinical modalities.
Third, the CPM enables precise diagnosis. A diagnostic 
toolset for children and adolescents aged 1 to 25, based on 
the Symptoms–Competencies–Traits Model, was developed 
by Cieciuch et al. (2023) and is distributed by the Ośrodek 
Rozwoju Edukacji (Centre for Education Development) to 
psychological and pedagogical counselling centres. Addi-
tionally, Pracownia Testów Psychologicznych Polskiego 
Towarzystwa Psychologicznego (Psychological Test Labo-
ratory of the Polish Psychological Association) is preparing 
a dedicated set of instruments for diagnosing the metatraits 
identified in the CPM.
Fourth, the CPM proves useful in psychotherapy, as it al-
lows for the identification—within pathological traits tar-
geted by therapeutic interventions – of both layers that are 
modifiable due to their plastic nature and those that are rel-
atively stable and immutable, but nonetheless important to 
take into account for optimising and personalising ther-
apeutic or preventive strategies. Furthermore, the mod-
el enables the simultaneous identification of psychological 
problems and personal resources, which makes it possible 
to leverage strengths when addressing difficulties. The ac-
companying assessment tools also support the evaluation 
of psychotherapy effectiveness. For these same reasons, the 
fifth criterion is also met – namely, the applicability of the 
model in positive interventions and preventive efforts.
An additional value of the model lies in the fact that its 
applicability is not limited to positive clinical psychology. 
It can also be employed in many other areas of psychology, 
including educational psychology, developmental psychol-
ogy, and work and organisational psychology. This aligns 
with the suggestion made by Wood and Tarrier (2010) 
in the context of positive clinical psychology – that in-
stead of creating a separate discipline with its own distinct 
models, what is needed is a shared mindset that can be  
applied across various subdisciplines and in everyday  
research practice.
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