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EXAMINING THE
FOUNDATIONAL
ASSUMPTIONS OF
THE HIERARCHICAL
TAXONOMY OF
PSYCHOPATHOLOGY

AgsTRACT: The Hierarchical Taxonomy of Psychopathol-
ogy (HITOP) emerged to address critical shortcomings
inherent to traditional psychiatric classification systems
such as the Diagnostic and Statistical Manual of Mental
Disorders and International Classification of Diseases,
notably their categorical structure, high comorbidity
across categories, and within-diagnosis heterogeneity.
HiTOP adopts an empirically derived, dimensional, and
hierarchical approach, organizing psychopathological
phenomena based on their patterns of observed co-
variation. This paper explores essential conceptual and
philosophical considerations around HiTOP, examining
its theoretical assumptions about dimensionality and hi-
erarchy, the nature and interpretation of latent variables,
the notion of psychopathology, considerations around
validity, and the role of epistemic and non-epistemic
values in shaping scientific objectivity. HITOP is a
descriptive model based on quantitative evidence (such
as taxometric and factor-analytic approaches), but it is
also a nosological project that exists within a particular
sociocultural and historical context. As an illustration
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of the role of values, the applicability of HITOP to
marginalized minority populations is discussed, high-
lighting ongoing efforts toward ensuring inclusivity and
representational equity. By addressing these conceptual
foundations, this paper lays groundwork essential for
future philosophical inquiry, empirical research, and
practical applications of the HITOP framework.
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THE HierarcHICAL TaAxoNOMY of Psycho-
pathology (HiTOP) consortium emerged
in 2015 as an initiative to create a clas-
sification scheme that addresses fundamental
limitations in traditional psychiatric classification

systems by creating a model based on psychomet-
ric analyses and validity evidence (Kotov et al.,
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2017). HiTOP represents a significant departure
from conventional diagnostic approaches—such
as the Diagnostic and Statistical Manual of Mental
Disorders (DSM; American Psychiatric Associa-
tion, 2022) and the International Classification
of Diseases (ICD; World Health Organization,
2019). It embraces a dimensional and hierarchical
framework for understanding psychopathology,
with an explicit emphasis on creating a taxonomy
of symptoms based on quantitative structural
evidence. By contrast, traditional approaches rely
on classification schemas inherited from clinical
descriptive traditions, shaped by clinical consensus
and validity evidence, and are based on the as-
sumption that mental disorders are best organized
as polythetic categories regardless of whether
those categories are statistically coherent. HITOP’s
development was motivated by several critical
limitations of traditional diagnostic systems: Their
categorical rather than continuous nature (which
is increasingly challenged by research findings),
inadequate handling of diagnostic co-occurrence,
within-diagnosis heterogeneity, and the frequent
use of “Other Specified/Unspecified” diagnoses.
These limitations have impeded progress in psy-
chiatric research and present obstacles in clinical
practice. The HITOP model is structured hierarchi-
cally, organizing psychopathology from narrow to
broad dimensions based on patterns of statistical
covariation. At its most granular level, the model
encompasses specific symptom components and
maladaptive traits. (The term “symptom” here is
used to encompass both subjective experiences and
observable signs.) Symptoms and traits cluster into
syndromes and subfactors, which in turn aggregate
into broader spectra. At the highest level, these
spectra are organized into super-spectra, including
a general psychopathology factor (“p factor”).
In this paper, we elaborate important concep-
tual and philosophical considerations relevant
to HiTOP. Prior publications from the HiTOP
consortium have mainly focused on the HITOP
structural model, relevant psychometric data,
validity evidence, and clinical application. Con-
ceptual assumptions have received some attention
in previous HiTOP publications (Kotov et al.,
2021; DeYoung et al., 2022a, 2022b; Forbes et
al., 2024), yet foundational questions—especially

those informed by the philosophy of psychopathol-
ogy—remain under examined. This paper offers a
structured overview of the theoretical assumptions
and guiding principles that underpin the HITOP
model. In particular, we discuss the assumptions
that psychopathology is dimensional and hierar-
chically arranged, the nature of latent variables in
the framework, the role of values in the HITOP
consortium’s approach, and the notion of psycho-
pathology as it exists in the HITOP model. We
hope that this effort stimulates others to continue
this undertaking. This paper is written by a subset
of members of the HITOP consortium. Therefore,
it offers an insider perspective on the assumptions
and values guiding HiITOP and how they can be
understood, but it is not our intention to settle
these questions definitively. Instead, we hope to
lay the groundwork for future efforts examining
philosophical aspects of HiTOP, both within and
outside the consortium. The philosophical and
practical issues addressed in this paper are matters
of active debate.

WHaAT Does THE HITOP MoDEL
REPRESENT?

The most fundamental goal of HiTOP is to ac-
curately describe patterns of covariation among
features of mental illness. This stems from an
assumption that better description of psycho-
pathology will allow us to study and treat it
better, just as better descriptions of organisms
using the Linnaean system helped pave the way
for research that led to the theory of evolution.
HiTOP is descriptive in the sense that it focuses
on the quantitative structure of covariance among
psychopathological phenomena. It is important to
clarify at the outset that the official HITOP model
(1) is a heuristic, visual model rather than a causal
or even strictly statistical model. It is based on
statistical evidence, but it is not intended to depict
any particular mathematical model. Thus, it is not
a latent variable model in the usual sense, despite
synthesizing much evidence from latent variable
models. Although HiTOP constructs can be opera-
tionalized as latent variables, the official HITOP
model is expository scaffolding, not a fitted statis-
tical model; it represents patterns of covariation in



AFTAB ET AL. / ExXAMINING HITOP H 3

Superspectra General Factor of Psychopathology (p-factor)
|
Externalizing
........... | |
Spectra ésomamformi Internalizing Thought Disorder  Detachment E‘i‘::"r"":'l’l’z'?:g ;‘;ﬂ;’;ﬁz
"""""" | | ‘ |
Sustacors ‘ . I wania ‘ S S
| | | | | I

Syndromes

Dimensional Syndromes

Homogeneous o
Symptom Physical
Components / Components aggression
Maladaptive Traits Traits Components Destructive
Andousness Interactive aggression
anety com Relational
labilty Porformanco Paychotc Traits Tatts aggression Trits
Hostilty aniety Disorganized  Anhedonia  p e Fraud Atention
. . Publc places Inexpressivty  DepressY imouisviy  Components e
Tpanents | (ow) Resticted Enclosed  petargation  Components  Avoliton INMACy  jrgsponsibilty  Alcohol use Traks ousness
e [t = Appettoloss  Euphoric =i “Thett Alconol Impareck ) (Desssthtes
Somatization | Separation Animal phobia 5 Traits  Suspicious- o urgency  Grandiosity
e e St Appoit gain =) o Distractibiity _prot S | SR
Head Pain | Submissive- pobla  (ow)Welbeing  Hyperacto £ Witcrawal  Plsktaking  Maruanauso o ness
" . GAD Symptoms  cognition Cognitive/ (low) Rigid Marijuana.
Gasiro- e s jecter Reckless  porcoptual Inferpersonal SR probiems. iy | e
intestinal dentity injury o g over<onfidence Gysrogulaion _passivy P! = Dependabiity - Egocentricity
=l Physiological  e¥perencing ! (ow) Ruminative  Druguse o
Cognitve | pro ysi Unsunlbeafs Disaffiaive- (5 Bumiatve PR IRE Dominance
Negative ] and ness Boredom Fiirtatiousness.
relaionships Poyohologcal  Hyperarousal axporences (om Aonon 0 prcnenses =5
Fragilty nic Fantasy seeking ahol Biame  Timorousness
Inepitude Cleaning et extomalization
ow) als (low) Honesty
Invuinerabity Checking Rebeliousness
(low) Empathy
Excitement
seeking
Symptoms Individual Signs, Symptoms, and Maladaptive Behaviors
Disorders and — o | e Mood Disorders pntisocal PO
Anorexia .
Related Constructs | liness Amxiety Diffcultes  Nervosa ocp  BcerinePd mrejeroSs  AvoidantPD Conduct  Borderiine PD
Linked to Subfactors | Disorder LowDese  Binga Eaig  Parko Dlecrer rnodPD i Substance-  Digordor  Histrionic PD
and Spectra Somatic Bipolar 1811 Schizophrenia Related
pects Orgasmic Disorder SAD S PD Dis IED Narcissistic PD
s Dystnction  Bulima  Social Phobia Sonaapp  SchizodPD ) Parancid PD
sorde SewalPan  Nevosa  giocnoiil Sonzos P AOHD

FIGURE 1.

psychopathology hierarchically without specifying
exact mathematical values or operations for the
covariance relations among constructs.

The HiTOP consortium relies primarily on
quantitative evidence. Doing so is assumed to
minimize decisions driven by special interests
of stakeholders, ideological traditions, or socio-
political influences (Krueger et al., 2018). The
consortium aims for transparency in its evalua-
tion of available evidence and seeks to mitigate
future bias by establishing systematic criteria for
evidence evaluation through a revisions protocol
and dedicated revisions workgroup (Forbes et al.,
2024). HiTOP constructs for which available evi-
dence is uncertain or subject to disagreement are
acknowledged as preliminary. A primary example
is the somatoform spectrum, which is preliminar-
ily included in HiTOP as a distinct higher-order
spectrum, although it is unclear whether it should
be a sub-spectrum in the internalizing spectrum
instead. Woodling, Wygant, Umlauf, and Marek
(2022) and Watson et al. (2022) have reviewed the
extant evidence, concluding it leans towards the
former. Constructs with very limited evidence are

not included despite being present in traditional
diagnostic systems. The model must balance sta-
bility and flexibility: stable enough to support
research and clinical applications, while also
adaptable enough to incorporate new findings in
a timely fashion.

The base of the HITOP model is made up of
clinical symptoms and traits (with the distinc-
tion between symptoms and traits considered to
be primarily one of temporal extent—traits are
general tendencies exhibited over time, whereas
symptoms are manifest during a specified time
period; DeYoung et al., 2022a). These features
form the building blocks of the HITOP model and
the resulting HiITOP profile for any individual. So
far, the symptom components and maladaptive
traits included in HITOP have been identified from
structural analyses of instruments with reasonably
comprehensive coverage of various domains of
psychopathology (Kotov et al., 2017), such as the
Minnesota Multiphasic Personality Inventory-2
Restructured Form, Structured Clinical Interview
for DSM-IV Axis I Disorders, Composite Interna-
tional Diagnostic Interview, Brief Psychiatric Rat-
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ing Scale, Positive and Negative Syndrome Scale,
Personality Assessment Inventory, Externalizing
Spectrum Inventory, and Achenbach System of
Empirically Based Assessment. Impairment and
disability are not included in the core model. In-
stead, assessment of impairment is recommended
in addition to assessment of HITOP dimensions
(Ruggero et al., 2019).

HiTOP’s core model is not etiologically guided,
nor does it reveal the causes and mechanisms in-
volved in psychopathological states and associated
disability. It is an aspirational goal that knowledge
about etiology or mechanisms will stem from as-
certaining a research-supported descriptive struc-
tural model first (Patrick & Lenzenweger, 2023).
The strategy used by the HITOP consortium has
been first to delineate a phenotypic model based
on psychometric evidence and then examine its
external validity using validators standardized
by the DSM-5 steering committee, informally
known as Kendler-Kupfer criteria (Kendler, 2013;
Zachar et al., 2019). Reviewing the validity
evidence for HiTOP spectra has been a primary
focus in the following publications: Kotov et al.
(2020), Krueger et al. (2021), Jonas et al. (2024),
Kotov et al., 2024, and Watson et al. (2022). The
validators include antecedent (familial aggregation
and/or co-aggregation; sociodemographic and
cultural factors; environmental risk factors; prior
psychiatric history), concurrent (cognitive, emo-
tional, temperamental, and personality correlates;
biological markers; patterns of comorbidity), and
predictive (diagnostic stability; course of illness;
and response to treatment) validators.

Statistical continuity does not necessarily imply
causal continuity. A statistically homogeneous
dimensional distribution may still ultimately arise
from distinct subgroups of etiological mecha-
nisms. The idea that low, middle, and high ends
of a dimensional trait might involve different
mechanisms has exemplars in both psychology
and medicine. An illustrative example is that of
IQ and intellectual disability. For individuals in
the middle range of IQ and mild intellectual dis-
ability, typical variation reflects genetic influences
and environmental factors such as education and
socioeconomic status. Severe intellectual disability,
however, is often caused by distinct mechanisms

such as specific genetic mutations or chromo-
somal abnormalities, such as Down syndrome,
or early-life brain injuries (Reichenberg et al.,
2016). Such causal differences in various ranges
of psychopathology dimensions have not yet been
demonstrated to be widespread, but if such dif-
ferences exist, they can still be compatible with
HiTOP, because variation in a psychopathological
domain can be captured reliably on a dimension
even if there are discontinuities in underlying
causes. For example, certain cases of psychotic
disorders are associated with genetic mutations of
large effect, but this fact is not incompatible with
a dimensional characterization of psychotic disor-
ders (Legge et al., 2021). Unlike the distribution of
IQ, it is notable here that the whole range of the p
factor appears to be part of the same underlying
continuum affected by the same genetic factors,
such that genetic variants associated with the p
factor in the mild range are also associated with
p factor in the moderate and severe range (and
vice versa) (Liu et al., 2024). However, molecular
genetic evidence indicates that the p factor is not
strongly associated with specific genetic variants,
relative to spectrum-level constructs, which may
indicate that the p factor is more of an emergent
property than indicative of causal etiology (Grotz-
inger et al., 2022). This finding further illustrates
that HITOP constructs are not intended to indicate
a particular causal model, in the same way that
IQ is not a causal construct.

CONSIDERATIONS AROUND DIAGNOSTIC
Varorry N HITOP

Robins and Guze (1970) proposed five criteria
(“phases™) for “diagnostic validity”: clinical
description, lab studies, differentiation, follow-
up, and family studies. Kendler (1980, 1990)
expanded this to eight criteria, explicitly using the
term “validators.” Validators were intended to
demonstrate that diagnostic categories described
real syndromes with predictive power. The DSM-
5 Steering Committee listed eleven validators,
divided into antecedent, concurrent, and predictive
categories. The committee also designated certain
validators as high priority. Because validators do
not necessarily converge neatly, how to aggregate



validator evidence is a difficult scientific and
philosophical question (Solomon, 2022; Solomon
& Kendler, 2021). Historically, committees have
relied on informal judgments about the “bulk
of the evidence.” Solomon and Kendler (2021)
outline five possible aggregation methods: infor-
mal aggregation, weighted aggregation, formal
aggregation, accepting underdetermination, and
including values. None resolves the problem of
validity definitively. The HITOP revisions protocol
does not distinguish between validators as higher
versus lower priority and gives an overall rating
for the strength of evidence for each validator
supporting a revision proposal based on individual
studies’ scores calculated to weight the strength of
the evidence from each study (Forbes et al., 2024).

Zautra (2025) identified four distinct validity
conceptions, each linked to a major framework:
The first is diagnostic validity, the standard that
grew out of Robins and Guze’s influential work in
the 1970s and that remains central to the DSM.
The second is structure-first psychometric validity,
as exemplified by the HiTOP project. The remain-
ing two conceptions are network psychometric
validity (represented by the network approach to
psychopathology) and etio-pathophysiological va-
lidity (embodied in the National Institute of Men-
tal Health’s Research Domain Criteria initiative).

Zautra describes structure-first psychometric
validity used by HITOP as a “three-stage valida-
tion process.” The first and most critical stage is
the evaluation of structural validity. This concerns
the extent to which a construct explains the em-
pirically observed covariance among signs and
symptoms of psychopathology. Structural evidence
typically comes from exploratory and confirma-
tory factor-analytic studies, with an emphasis on
latent variable models. These models generate
factor loadings (paths between measured variables
and latent constructs) and the models are then
judged by parsimony, interpretability, replicability,
and/or the overall goodness of fit (Forbes et al.,
2021; Waldman et al., 2023). The second stage
addresses external validity, the degree to which
evidence for a given HiTOP construct aligns with
diagnostic validators discussed previously. The
third stage involves evaluation of reliability as well
as clinical utility and predictive utility.

AFTAB ET AL. / ExXAMINING HITOP B 5

Although the HITOP consortium has not used
the term “structure-first psychometric validity,”
Zautra is correct about structural evidence as the
first step of validation, followed by evaluation
of external validity. Evaluation of reliability is
included within assessment of structural validity
(not deferred to a third step) and clinical utility is
not formally considered a step of the validation
process by the HiTOP consortium, although it
is recognized as important and taken seriously
(Conway, Kotov, Krueger, & Caspi, 2023), hence
the validation process is better described as a two-
stage rather than three-stage process.

Zautra also notes some unexpected points of
convergence between validation efforts of different
approaches, with which we concur. HITOP, despite
its criticism of DSM-style categories, adopts exter-
nal validators from the Robins and Guze tradition.
HiTOP also continues to rely on expert curation.
Although revisions to the HITOP model prioritize
systematic evaluation of quantitative evidence by
a set of transparent criteria and processes, deci-
sions about what to include and how to interpret
evidence ultimately still depend on decisions made
by committees of specialists.

HiTOP AND ScIENTIFIC OBJECTIVITY

HiTOP has been described in official publications
as a “quantitative nosology based on consensus
of evidence” (Kotov et al., 2021), which can
easily be interpreted as a claim that HiTOP is a
“purely empirical” or “atheoretical” nosology
based only on data. This would make it a project
operating within a logical positivist philosophical
worldview (Ray, 2017). However, such a claim is
neither accurate nor viable from the perspective
of contemporary philosophy of science (Douglas,
2014; Reiss & Sprenger, 2020); it is also not the
intent of the HITOP consortium, which has made
clear that its use of the term “atheoretical” refers
only to the its avoidance of using etiological theory
to shape the taxonomy (DeYoung et al., 2022b).

“Naive scientific realism” seeks to describe
the world independent of human observation
or interpretation. However, all observations are
influenced by theoretical assumptions. Scientists
always operate within a paradigm—a set of shared
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assumptions, methods, and standards that guide
their research. Scientific “objectivity” is therefore
always also an outcome of the theoretical frame-
works and social contexts in which knowledge is
produced (Sadler, 2005). HITOP is neither purely
empirical nor devoid of assumptions. Assumptions
of dimensionality and hierarchy are two key ex-
plicit assumptions of the HITOP model, but there
are also implicit theoretical assumptions that come
with the emphasis on statistical methods such as
factor analysis and historical decisions regarding
what belongs in the domain of psychopathology.
These assumptions are discussed in detail in this
paper and highlight the theory-laden nature of
HiTOP. Scientific objectivity is not a matter of
accurately reflecting an independent reality with
a “view from nowhere.” A philosophically mature
conception of scientific objectivity frames it as an
outcome of the theoretical frameworks and social
contexts in which scientific knowledge is produced
(Longino, 2022). Scientific objectivity is an aspira-
tion to produce knowledge that would be agreed
upon by any potential researcher who shared a
sufficiently commensurate set of measurement
tools and foundational assumptions.

HiTOP exists in a particular historical context
of theory and discovery. It inherits a long tradi-
tion of dimensional models of psychopathol-
ogy (e.g., Moore, 1930; Wittenborn, 1931; Lorr,
1954; Plant, 1921; Spitzer, Fleiss, Burdock, &
Hardesty, 1964), is shaped by the scientific and
clinical limitations of preceding nosological efforts
such as DSM and ICD, and contrasts with other
contemporary approaches such as the Research
Domain Criteria (Kozak & Cuthbert, 2016) and
Psychodynamic Diagnostic Manual (Lingiardi
& McWilliams, 2017). The primary reliance on
psychometric evidence as a guiding principle is
shaped by the view that the DSM and ICD have
relied too much on clinical viewpoints and consid-
eration of pragmatic needs and have prioritized the
understanding of mental disorders as polythetic
categories at the expense of statistical coherence.

In the philosophy of science, values are often
divided into epistemic and non-epistemic. The divi-
sion is philosophically contested (Douglas, 2009;
Longino, 1990), but serves as a useful guide for
our discussion. Epistemic values pertain directly

to the pursuit of scientific knowledge and include
features such as empirical adequacy, predictive
power, internal consistency, and parsimony. Non-
epistemic values, in contrast, are ethical, clinical,
social, political, and cultural values that influ-
ence or guide scientific practice. Examples would
include ensuring that research does not harm vul-
nerable individuals or that classifications are not
simply valid but also acceptable to clinicians and
usefully guide clinical practice. The value-free ideal
suggests that science should be free from the influ-
ence of social, ethical, and political values, relying
solely on epistemic values. However, philosophical
debates in recent decades have questioned this
ideal. Philosophers of science have argued that val-
ues are an inherent part of scientific practice and
that it is neither possible nor desirable to aim for
science to be entirely value-free (Douglas, 2014;
Reiss & Sprenger, 2020). Scientific “objectivity” is
achieved through the social processes that produce
knowledge (Longino, 2002), and scientific meth-
ods are judged by their ability to withstand and
incorporate diverse critical perspectives (Sadler,
2005). Perspectives from marginalized groups
sometimes offer unique epistemic advantages,
revealing biases and assumptions that might be
invisible from dominant perspectives (Haraway,
1988; Harding, 2015).

WHAT CONSTITUTES “PSYCHOPATHOLOGY”
N HITOP?

HiTOP does not have an official working defini-
tion of “psychopathology.” The consortium has
been concerned primarily with structural orga-
nization, but not so much with defining mental
disorder or psychopathology. Historically, HITOP
takes the scope of psychopathology to encompass
clinical features that have traditionally been the
focus of clinical and research attention. In other
words, HITOP has implicitly assumed that “psy-
chopathology” is what clinicians and researchers
have studied so far under this rubric. Concep-
tions of psychopathology in clinical practice and
research are highly heterogeneous and historically
contingent (Aftab & Ryznar, 2021). For instance,
Zachar noted that gradual expansion of the do-
main of psychopathology has resulted in an “im-



perfect community” of conditions that are alike
in many ways, but without one way in which they
are all alike (Zachar, 2014). Similarly, Radden and
Tsou (2024) commented that “through a different
historical or cultural lens, the assembled variations
known today as mental disorders would likely
appear incoherent and arbitrary.” The domain of
clinically recognized psychopathological states
resists a unifying philosophical conception, and
HiTOP is no different.

The terms psychopathology and mental disor-
ders are often used synonymously, although there
are distinctive connotations to each term. “Mental
disorder” corresponds with official diagnostic
manuals such as the DSM and ICD. The DSM-
5-TR, for instance, defines mental disorder as “a
syndrome characterized by clinically significant
disturbance in an individual’s cognition, emotion
regulation, or behavior that reflects a dysfunction
in the psychological, biological, or developmental
processes underlying mental functioning. Mental
disorders are usually associated with significant
distress or disability in social, occupational, or
other important activities.” The fundamental ele-
ments of this definition—clinical significance, dys-
function, and distress/disability—have remained
unchanged from the DSM-IIT in 1980. However,
these elements are not defined within the DSM,
leaving them to be interpreted by clinicians. Psy-
chopathology, in contrast, is a more fluid term
lacking an official definition. It is closely related to
the near-synonymous and now less favored term
“abnormal psychology.” The term “psychopathol-
ogy” generally refers to psychological dysfunctions
in aggregate as well as to the scientific study of
such phenomena. The concept of “dysfunction”
is closely related to that of “psychopathology,”
yet there is no professional consensus on how
“dysfunction” is best understood; views range
from understanding dysfunction as maladaptive
patterns of behavior (in relation to the individual’s
own goals and needs) to failure of evolved mecha-
nisms. It also remains unclear whether psycho-
logical dysfunction can be cleanly separated from
daily life functional impairment, the way it can be
for many cases of biological dysfunction. In the
absence of impairment, we have no agreed-upon
way to determine whether a psychological differ-
ence is a manifestation of a dysfunction.
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The HiTOP model has a particular focus on
the statistical structure of covariation among
psychopathological phenomena, with consider-
ations of dysfunction, harm/disability, and clinical
significance bracketed away. Any complete theo-
retical account of psychopathology has to address
these additional concerns. For example, symptom
covariation doesn’t commit one to whether symp-
toms are functional or dysfunctional (with refer-
ence to some specific definition of dysfunction), a
manifestation of difference or disorder, adaptive or
maladaptive, or harmful or beneficial. Any effort
to define exactly what constitutes psychopathol-
ogy must grapple with the degree to which these
concepts are entwined with pragmatic, sociocul-
tural, and sociopolitical considerations. Disorder
status as it currently exists in clinical practice is
not simply a fact of nature (Stein et al., 2024). It
depends on consensual judgments of abnormality,
atypicality, and harm.

HiTOP’s core model addresses only some
components of the mental disorder concept. Dif-
ferent symptom profiles in HITOP could acquire
the status of being pathological once they satisfy
certain conditions outlined in a specific theory
of psychopathology. For instance, in Wakefield’s
(2007) harmful dysfunction account, symptoms
are dysfunctional if they are the result of a failure
of an evolutionary mechanism to perform its selec-
tion function—arguably an unknowable criterion.
In the DSM, the notion of dysfunction is consid-
ered commonsensical and folk-psychological (Af-
tab & Rashed, 2021); that is, clinical presentations
acquire the status of psychopathological when they
meet our everyday and clinical judgments of what
is excessive, out of proportion, lacking meaningful
connections, persisting beyond expected socio-
cultural norms, and so on. Other philosophical
approaches include disease defined by statistical
deviation from species-typical functioning (Boorse,
1977), homeostatic property clusters that cause
impairment (Tsou 2021), behaviors that are coun-
ter to an individual’s self-maintenance and adapta-
tion needs (Nielsen & Ward, 2020), and persistent
failure to move toward one’s goals (DeYoung &
Krueger, 2023). As an illustrative example, HITOP
is even compatible with a toy model of social
constructionism (Glackin, 2019) in which all it
takes for something to be psychopathological is a
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particular sort of social attitude. Even though the
“social attitude” conception of psychopathology
isn’t intended to represent an actual position held
by practitioners in the field of psychopathology,
the relevant point here for conceptual illustration
is that it is not strictly incompatible with HITOP’s
core model, which only describes patterns of
symptom covariation.

Although HiTOP as a statistically informed
model is agnostic regarding notions of psychopa-
thology, a theoretical account of psychopathology
can nonetheless be enriched by taking the implica-
tions of the HITOP model seriously. For instance,
the HITOP model suggests a continuity between
dimensions of personality (the Big Five) and di-
mensions of psychopathology (HiTOP spectra)
(Kotov et al., 2017; Widiger et al., 2019), and this
alignment provides an opportunity for theories
of psychopathology seeking to explain them in
terms of shared mechanisms (Clark, 2005). For
an example of such a theory of psychopathology,
see the cybernetic theory of psychopathology by
DeYoung and Krueger (2018, 2023).

LATENT VARIABLES AND HITOP

Because the HiTOP framework is built on re-
search-based evidence regarding the covariation
of domains of psychopathology, it relies heavily
on statistical methods that have been designed to
interrogate such patterns of covariation, including
factor analysis and principal components analysis.
Factor analysis, both exploratory and confirma-
tory, has been especially prominent in HiTOP’s
evidence base, and these methods entail a reliance
on latent variables. The interpretation of latent
variable models has been contentious historically,
which makes it important to address. The term
“latent variable” is often used to describe any
construct that is studied without being measured
directly. However, in the context of statistical
modeling of the sort used in developing the Hi-
TOP model, its meaning is more specific and more
circumscribed. A latent variable is defined math-
ematically as the shared variance of its indicators.
Thus, it is simply a representation of a portion
of the variance of a set of observed (measured)
variables that is causally agnostic (DeYoung &
Krueger, 2020).

A reflective construct is commonly understood
as a latent (indirectly observed) variable that is
“reflected” in the observed measurements. The
indicators are (partly) manifestations of the
construct. For example, the construct of “neu-
roticism” is thought to be reflected in various
observable or reportable behaviors such as worry,
irritability, self-criticism, vulnerability to stress,
etc. Different indicators of neuroticism tend to
show significant intercorrelations. Changes in
neuroticism accompany corresponding changes
across multiple indicators simultaneously. And
finally, various indicators of neuroticism are to
some degree interchangeable—different combina-
tions of indicators can provide valid measurement
of neuroticism, as long as the sample of indica-
tors is sufficiently representative of the breadth
of the neuroticism construct. Factor analysis and
structural equation modeling (SEM) adopt the
convention of illustrating these reflective relations
via arrows that point from the latent variables to
the indicators and represent regression paths (but
not necessarily causal pathways).

Formative constructs, in contrast, are created
or “formed” by their indicators. In these cases,
the indicators combine to define or produce the
construct, rather than being reflective of it.
Socioeconomic status serves as a classic, albeit
controversial, example of a formative construct.
Indicators such as income, education level, and
occupational status collectively create or form a
person’s socioeconomic status, without regard to
the degree to which these indicators are related
to each other. Changing one indicator (e.g., in-
come) affects the overall construct value (one’s
socioeconomic status). When formative variables
are diagrammed, the arrows point from the indi-
cators to the formative construct. However, such
diagrams are not properly considered equivalent
to latent variable diagrams with the arrows re-
versed. As has been explained in detail elsewhere
(DeYoung & Krueger, 2020; Jonas and Markon,
2016), formative constructs are not latent vari-
ables (representations of shared variance). When
researchers claim to build a formative latent vari-
able (a model where multiple observed variables
point to a latent variable), they are not actually
fitting such a model. In SEM, a model with arrows
pointing from observed measures to a latent con-



struct is mathematically unidentified unless that
latent construct also has arrows pointing from it
to some putative outcome variable(s). When that is
the case, the latent variable in question is actually
a reflective latent variable defined by the outcome
variable(s) to which the arrows point. Formative
variables can be created only by summing or av-
eraging indicators, not as latent variables.

The HiTOP model is intended to be as agnostic
as possible about the nature of latent variables and
does not assume that a latent variable represents
a single common cause, or even a set of common
causes. Although some of the mathematicians
who developed latent variable approaches (e.g.,
Spearman and Joreskog) were explicitly interested
in uncovering the underlying causes affecting the
variables they measured, nothing about the math-
ematics of factor analysis or SEM necessitates a
causal interpretation of the factor per se. All that
is implied by a latent variable is that it can be
used to represent—in a statistical or informatic
sense—an observed variable or set of observed
variables, as defined by some criterion of accuracy
(e.g., model fit). A latent variable is a proxy for a
defined indicator or set of indicators, that operates
with some error of prediction or representation
(Markon & Jonas, 2016; Markon, 2023). That a
latent variable can be estimated from the covaria-
tion among indicators does require the assumption
of some causal process at work among the indi-
cators. However, the causal processes giving rise
to a set of indicators may be 1) common causes
(processes that influence some or all indicators
similarly), 2) the result of mutualism in which the
narrower constructs measured by each indicator
interact causally with each other (van der Maas
et al., 2006), or 3) some combination of the two.
(Mutualism applied to psychopathology says that
symptoms and lower-order traits co-activate and
reinforce each other: for example, chronic worry
> insomnia -> fatigue > poor concentration > more
worry; or social withdrawal > diminished positive
affect > anhedonia » more withdrawal. These
feedback loops generate the observed covariation
as an emergent property of the system’s network
dynamics.)

Confusion arises in part because latent variable
models are often depicted using the same visual
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vocabulary of circles, boxes, and arrows that are
used in causal models. However, just like in regres-
sion, the arrows in mathematical SEM diagrams
represent statistical associations, which are not
necessarily causal influences. Statistical models
can be used to make strong causal inferences only
when the data are derived from methods that al-
low such causal inference (e.g., through random
assignment and manipulation of independent
variables, genetically informative designs, or de-
signs involving instrumental variables), and it is
important not to confuse statistical models with
causal models (DeYoung & Krueger, 2020; Fried,
2020). Reflective latent variable models, in which
factors have paths leading to their indicators,
are often described as if they were causal models
(Edwards & Bagozzi, 2000), but they need not
be interpreted that way, and typically are not in
HiTOP publications. The indicators reflect the
latent variables only in the sense that some of
their variance is contained in or represented by the
latent variable (Jonas & Markon, 2016; Markon
& Jonas, 2016).

Latent variables can be considered most
broadly as organizing principles for patterns of
covariation in data (Borsboom, 2023). In the way
they are used in HiTOP, they can be considered
more specifically as dispositions. However, it is
important to emphasize that a disposition need
not be conceived as an unobservable entity internal
to the person. Rather, a disposition is simply a
tendency to act or function in some way and can
be measured for a given individual without imply-
ing anything about the causal source(s) of that
disposition. To interpret latent variable models
in causal terms—an interpretation not inherent to
the HITOP model—then one could think of these
tendencies or dispositions as causes of the indica-
tors in the model, in a limited sense. This is not
merely tautological because one can then reason
from knowledge of a general tendency of a person
(e.g., the tendency toward internalizing problems)
to the conclusion that that person is more likely
than others to have problems that fall within the
same broad class (e.g., sexual dysfunction) now
or in the future, even if one has never observed
that particular problem in that person (Funder,
1991). This is a very weak form of causal inference



10 W PPP/Vour. 33, No. 2/ June 2026

because it merely states that a general tendency
toward a class of states increases the likelihood of
being in any state in that class. HITOP does not
currently support stronger causal interpretation.
Thus, HITOP remains a descriptive system without
claims about the underlying causes of indicator
covariation.

Nonetheless, identifying accurate correlational
structures can make identifying causal structures
easier (Jonas & Markon, 2016). Therefore, Hi-
TOP assumedly serves as an important step toward
explaining the etiology of psychopathology (sup-
ported by validity evidence for HITOP spectra:
Jonas et al., 2024; Kotov et al., 2020; Kotov et al.,
2024; Krueger et al., 2021; Watson et al., 2022). If
a latent variable model accurately represents pat-
terns of covariation in symptoms appearing in the
population, then it accurately represents its target.
Factor analyses typically attempt to maximize
simple structure (in which each observed variable
has a high loading for one factor but low loadings
for the other factors). Other criteria for factor
structure could be used, with mathematically
equivalent results, but the parsimony of simple
structure is assumed to make factors easier to
interpret and to make meaningful correlates of
factors easier to identify. Indeed, evidence suggests
that organizing symptoms factor-analytically and
targeting simple structure yields stronger associa-
tions (e.g., with task-derived cognitive variables)
compared with organizing them according to
traditional diagnostic constructs (Fox et al., 2024;
Kotov et al., 2022). At some point, etiology may
be incorporated into HiTOP, but for now there
is insufficient etiological evidence to arrive at the
degree of consensus necessary for inclusion.

Factor models assume that a particular set of
mathematical constraints can be used to describe
the data accurately (which is not the same as im-
posing causal structure), and these can be inappro-
priate if the model does not accurately represent
real-world patterns. Different statistical models
are appropriate for different data, each imposing
different assumptions and biases, and standard
factor models may be inappropriate depending
on the data. Importantly, HITOP does not rely
exclusively on factor analysis (although the revi-
sion protocol does prioritize it; Forbes et al., 2024)

and welcomes any method that can shed light on
the distributions and covariance of symptoms.
No model is perfect; each imposes assumptions
and biases of one kind or another when working
with real data. Hence, further diversification of
the statistical models used to generate HITOP’s
evidence base could be beneficial.

The debate over the reality of latent variables is
often linked to the issue of taking a realist versus
anti-realist philosophical stance. Scientific realism
and anti-realism are philosophical positions on
the nature of unobservable entities posited by sci-
entific theories. Do unobservable entities posited
by theories with good empirical support—such
as quarks, dark matter, or the g-factor of intelli-
gence—actually exist and correspond to something
in the real world? Realism is committed to the
reality of unobservables, whereas anti-realism es-
chews such commitments and maintains that talk
of unobservables is a convenient instrument that
allows us to create empirically adequate models
of observables. New scientific theories will posit
their own unobservables that may do a better job
at explanation and prediction, and the history of
science is full of now-discarded unobservables
(such as phlogiston, caloric, and ether).

It has been argued that realism about latent
variables corresponds to the view that traits like
neuroticism exist as hidden causes of consistent
patterns of behaviors, whereas anti-realism
corresponds to the view that instead of hidden
causes or essences, relationships among behav-
ioral indicators arise from direct relationships
among them (e.g., mutualism or network theory)
(Zachar, 2014; Zachar, Banicki, & Aftab, 2023).
This is true to the extent that latent variables are
(erroneously) understood only to be causal expla-
nations. It is important to remember that realism
and antirealism are claims about hypothesized
unobservable entities. Realist/anti-realist attitudes
towards latent variables do not strictly apply if
no unobservable entity is being posited. If latent
variables are strictly understood in a statistical
sense—as representing patterns of covariation—
and no common causes are invoked, the question
of realism or antirealism about the causes doesn’t
strictly arise. It could potentially be argued that
an emphasis on the patterns of covariation is



aligned with structural realism, which is the view
that what successful scientific theories capture
about reality is mathematical structure and the
relational properties rather than unobservable
entities (Ladyman, 2023). This connection may
be an interesting consideration for philosophical
commentators to pursue further.

AsSUMPTIONS OF HIERARCHY AND
DIMENSIONALITY

The HiTOP model assumes that psychopathol-
ogy is best understood hierarchically; it can be
described at various levels of specificity/generality.
Although hierarchical models can statistically fit
the data well, many alternative statistical models
could potentially fit the same data to the same de-
gree (Greene et al., 2019; Markon, 2019; Mulaik
& Quartetti, 1997; Yung, Thissen, & McLeod,
1999). The assumption that phenotypes should
be arranged within a hierarchy is untestable using
only data on the covariance structure of features
of psychopathology (Forbes et al., 2024), but can
potentially be adjudicated to some extent through
investigation of discriminant validity with external
correlates or causes of the phenotypes at different
levels of the hierarchy (see two examples where
external validity was used to make decisions about
optimal level in the hierarchy: Kotov et al., 2016;
Michelini et al., 2019). Different hierarchical mod-
els can be proposed and empirically compared,
but any particular hierarchical model will not be
definitive on its own. HiTOP is similar to other
hierarchical models that organize dimensional
variables based on covariance and breadth. For
instance, “neuroticism” as a personality dimen-
sion encompasses narrower facets, such as depres-
siveness and anxiousness, which are empirically
distinguishable from each other based on factor
models and external validity findings (McCrae,
Costa, & Martin, 2005; Samuel & Widiger, 2008).
Similarly, the Personality Inventory for DSM-5
(PID-5) represents maladaptive traits hierarchi-
cally; its depressivity scale, for example, loads onto
both detachment and negative affectivity factors
while remaining distinct from traits such as anx-
iousness (Krueger, Derringer, Markon, Watson,
& Skodol, 2012).
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The scientific debate between categorical and
dimensional approaches, as conventionally stated,
centers on whether human variations should be
understood as differences of degree (quantitative
variations along a continuum) or kind (quali-
tative, discrete, or typological distinctions). A
meta-analysis of taxometric research reported
that evidence supporting dimensional models
was five times more prevalent than evidence sup-
porting categorical models (Haslam, McGrath,
Viechtbauer, & Kuppens, 2020). Mental disorders
showed no greater tendency toward categorical
structure than did normal variations in personality,
response styles, gender, or sexuality. This provides
substantial—although not conclusive—support
for HITOP’s assumption that psychopathological
phenomena are best understood as continuously
distributed within the population. Categorical
constructs could be incorporated in the HITOP
model if sufficient psychometric evidence existed
to support them. However, distributions of psy-
chopathology indicators conform to dimensional
accounts more closely and dimensions are more in-
formative both internally and externally, based on
metrics of reliability and criterion-related validity
(e.g., Haslam et al., 2020; Markon, Chmielewski,
& Miller, 2011).

Hopwood, Morey, and Markon (2023) identi-
fied three distinct uses of the term “dimension”
in the psychopathology literature: 1) clinical cat-
egories operationalized as being on a continuum
without regard to their indicators’ patterns of
homogeneity or co-occurrence (e.g., symptom
counts on depression rating scales or diagnostic
prototypes such as borderline personality disorder
as being on a spectrum), 2) dimensions opera-
tionalized in terms of empirically homogeneous
constructs (e.g., factor scores defined by the fit of
unidimensional factor models), and 3) empirically
distinct constructs within hierarchical contexts
characterized by continuity, homogeneity, and
structural distinction with evidence of discrimi-
nant validity. HITOP follows the third interpreta-
tion with an assumption of continuous, homoge-
neous, and structurally distinct constructs within
a multidimensional framework with evidence of
discriminant validity.



12 W PPP/Vour. 33, No. 2/ June 2026

Specifically, dimensionality in HiTOP refers
to continuous symptom distributions inter-
individually in populations of individuals. It does
not assume anything about symptom presence
or change over time within an individual. Phase
transitions in psychopathology, such as between
states of health and illness, are hypothesized by
dynamical systems theorists (Scheffer et al., 2024),
and are, in theory, compatible with the HiTOP
model. Within-individual changes may very well
be characterized by discontinuities such as phase
transitions, but these can still be consistent with
a continuous distribution between individuals;
as long as differences between individuals have a
continuous distribution, they are compatible with
HiTOP in this regard.

DIMENSIONS AND DIAGNOSTIC THRESHOLDS

Diagnostic thresholds serve to convert continuous
variables, such as symptom counts, into categori-
cal ones. There are strong practical incentives to
approach health problems in terms of categories
(e.g., for prevalence estimates) (Clark, Cuthbert,
Lewis-Ferndndez, Narrow, & Reed, 2017). In
medicine, dimensional distributions can at times
be associated with a continuous but non-linear
(e.g., sharp or exponential) change in outcomes
and risks. This facilitates the determination of
appropriate clinical thresholds and informs the
weighting of pros and cons of interventions. For
example, specific levels of hemoglobin Alc for
diabetes or systolic blood pressure for hyperten-
sion are associated with exponential increases in
associated health risks, which suggests the use of
certain values as diagnostic thresholds. The official
definition of essential hypertension is pragmatic
and based on the level at which the benefits of in-
tervention are thought to exceed those of inaction,
but it is also recognized in the guidelines that each
increment of 20 mm Hg in systolic blood pressure
or 10 mm Hg in diastolic blood pressure doubles
the risk of cardiovascular disease from 115/75
to 185/115 mm Hg (Mancia et al., 2023). The
diabetes guidelines also refer to the presence of a
non-linear, albeit continuous, relationship: “The
diagnostic A1C cut point of 6.5% is associated
with an inflection point for retinopathy prevalence,

as are the diagnostic thresholds for FPG and 2-h
PG” (American Diabetes Association, 2014).

A body of research has examined whether simi-
lar meaningful thresholds exist for psychopatho-
logical dimensions. Although a systematic and
comprehensive examination of symptom severity
and impairment across dimensions of psychopa-
thology is lacking, available research that has been
conducted indicates that relationships between
symptom severity and impairment across domains
such as internalizing and positive psychotic symp-
toms tend to be linear, without clear cut-offs (Jonas
& Markon, 2013; Gotlib, Lewinsohn, & Seeley,
1995; Hetrick et al., 2008; Markon, 2010). For
psychotic disorders such as schizophrenia, it is
often assumed that a drastic decline in function-
ing occurs at a certain threshold (Mitteroecker
& Merola, 2024), but such a non-linear relation-
ship along the psychosis spectrum has not yet
been empirically demonstrated. In the absence of
research-based data pointing towards sharp or
exponential changes, diagnostic thresholds are
often set by expert committees based on clinical
consensus, obscuring the fact that these thresholds
are somewhat arbitrary and masking the underly-
ing continuity of mental health problems across
the population. Without clear natural thresholds,
determining the point for diagnosis often becomes
an ethical or social decision (Hopwood et al.,
2023) that entails, for example, societal attitudes
toward mental health, the need to balance care
with avoiding stigma, available resources, and a
commitment to treating individuals fairly. Thus,
the choice of diagnostic cut-points reflects not only
scientific considerations but also broader societal
values and public health priorities (Aftab, Banicki,
Ruffalo, & Frances, 2024; Wakefield, 2007).

HiTOP publications accept the necessity of
making categorical distinctions in clinical contexts
(Kotov et al., 2022; Ruggero et al., 2019). This
mirrors common medical practice, in which di-
mensional measurements such as blood pressure or
cholesterol are parceled into pragmatic categories
such as normal, mild, moderate, or severe. These
practical cut-points can be tailored to specific
clinical contexts. For instance, in primary care
settings a more inclusive threshold might identify
patients needing further evaluation, whereas de-



cisions about intensive treatments might warrant
more conservative thresholds. Some initial work
has established screening, diagnostic, and sever-
ity ranges for anxiety and depressive symptoms
(Stasik-O’Brien et al., 2019). Importantly, HITOP
emphasizes that categories are practical tools
rather than absolute distinctions, allowing for
flexible clinical decision-making.

HiTOP at present doesn’t offer a theoretical
account of when psychological and behavioral di-
mensions are dysfunctional or psychopathological.
HiTOP dimensions assumedly range from popula-
tion typical, but not necessarily optimal, to atypical
(including potentially bipolar dimensions in which
“population typical” is a mid-point with atypical-
ity extending in each direction), with thresholds
and additional criteria being determined by the
relevant theory of psychopathology (e.g., harmful
evolutionary dysfunction, cybernetic dysfunction,
folk judgments, etc.). HITOP consortium publica-
tions suggest that dimensional scores can be used
along with assessments of impairment or clinical
risk to guide treatment decisions. Many available
HiTOP-consistent measures of psychopathology
include normative data that allow conversion to
standardized T-scores, based on comparisons to
representative community samples. These scores
can serve as initial benchmarks for clinical deci-
sions, with potential ranges such as 60 to 64 for
mild, 65 to 69 for moderate, and 70 and greater for
severe presentations. By adding such benchmarks,
HiTOP dimensions at any level of the hierarchy
can be converted into categories for practical
and clinical purposes. Furthermore, whereas the
thresholds of DSM categories are fixed by official
consensus, diagnostic thresholds for HITOP di-
mensions are flexible and context-dependent, with
these T-scores serving only as initial benchmarks.
T-scores are just one way to quantify severity
and thresholds can also potentially be anchored
to relevant external criteria, such as degree of
functional impairment.

Philosophers have discussed psychiatric kinds in
terms of natural kinds and practical kinds. Natural
kinds are categories that are thought to reflect the
objective structure of the world rather than being
imposed by human interests. A natural kind has
a set of underlying, stable properties that make its
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members similar to each other in a way that sup-
ports explanation, prediction, and scientific gener-
alization (Zachar, 2000, 2015). Practical kinds, by
contrast, are categories that are scientifically and
clinically useful even if they are not grounded in
shared essences or underlying mechanisms. Their
legitimacy comes from their utility in allowing us
to achieve goals of interest, such as organizing
knowledge, conducting research, guiding clini-
cal treatment, or predicting outcomes. Practical
kinds allow for this by capturing relatively stable
patterns at a particular level of description or or-
ganization, even when the lower-level makeup is
heterogeneous. Current DSM categories are gener-
ally considered by philosophical commentators to
be practical kinds (Stein et al., 2024). Continued
reliance on DSM-defined disorders reinforce the
mistaken idea that these diagnostic categories are
precise, valid, and explanatory. This outlook stalls
efforts to rethink how we classify psychopathology
outside the DSM framework, constraining and
distorting research (Levin-Aspenson, 2023). A
category like schizophrenia is heterogenous with
regards to clinical features as well as mechanisms
(i.e., it lacks an essence, as far as we know), but a
syndromic description of it captures some regulari-
ties that enable the category to be used as a starting
point for treatment decisions (while falling short
in other ways). The clinical categories that can
be generated by making categorical distinctions
based on HiTOP constructs are also pragmatic
in nature; they are intended to be flexible and to
be adjusted based on the specific clinical context
and the practical needs. The consortium contends
that practical categories derived from HiTOP have
the potential to demonstrate greater clinical utility
than DSM categories given that they are based
on actual patterns of symptom covariation and
can be tailored to guide clinical decision-making
via flexible thresholds that can be optimized for
particular tasks.

HITOP anD NORMATIVE VALUES

Recognizing the impossibility of value-free science
(see the prior section on scientific objectivity) facil-
itates a productive shift of focus on understanding
and managing the influence of values. Epistemic
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values play a role in HiTOP regarding theoretical
choices and judgments of optimal statistical solu-
tions. Non-epistemic values also play a role: for
example, HITOP publications emphasize a com-
mitment to the goal that the model be applicable
to diverse, under-represented, and epistemically
marginalized populations (Rodriguez-Seijas et al.,
2023), as well as a commitment to making clinical
application feasible for practitioners. Core HITOP
publications are, however, clear that HiTOP’s
primary values are epistemic and take precedence
over non-epistemic values in the development of
the model.

Thick concepts in science—those that combine
descriptive and normative elements—Dblur the line
between facts and values. “Illness,” “health,”
and “psychopathology” are examples of thick
concepts. Psychopathology, illness, and disorder
are often considered to be value-laden concepts,
and judgments regarding what symptoms/traits/
features are considered pathological are typically
not made based on facts alone. Recent debates in
the field regarding the status of autism and other
neurodevelopmental conditions as psychopathol-
ogy versus neurodivergence reflect fundamental
disagreements around value-laden judgements of
pathology (Morris, Michelini, & Wilson, 2025).
Scientific concepts are strongly normative when
evaluative concepts such as harm, suffering, or
disability are integral to their very definition. In
contrast, weakly normative constructs are influ-
enced by the application or operationalization of
scientific concepts (Amoretti & Lalumera, 2022).
They are not fundamental to the concept’s defini-
tion. For example, in Wakefield’s (2007) harmful
dysfunction view of disease, disease is a strongly
normative concept, whereas disease defined by
statistical deviation from species-typical func-
tioning (Boorse, 1977) is weakly normative. In
an analogous manner, classification systems can
also be weakly or strongly normative in terms of
their goals and the importance given to epistemic
vs non-epistemic values. In DSM and ICD, for
instance, empirical goals related to reliability and
validity are enmeshed with goals related to clinical
utility and clinical significance, making it strongly
normative. In contrast, HITOP’s core model is
weakly normative because its primary goal is to

map patterns of covariation among domains of
psychopathology, and non-epistemic values play
a secondary role.

HITOP APPLICABILITY TO MARGINALIZED
MiNoORITY POPULATIONS

The clinical applicability of HITOP in marginal-
ized populations depends on its ability to reflect
their unique experiences accurately, particularly
within their sociocultural contexts (Rodriguez-
Seijas et al., 2023). Sexual and gender minority
individuals face higher levels of social stress due
to their stigmatized statuses. These experiences
relate to outcomes, such as insecure relationship
attachment, unassertive interpersonal behavior,
compulsive sexual behavior, and increased sub-
stance use. Traditionally, these behaviors are orga-
nized within HITOP’s detachment and disinhibited
externalizing spectra. However, these behaviors
might also be adaptive responses to societal het-
erosexism and cisnormativity. For instance, social
withdrawal and suspiciousness might stem from
repeated exposure to discrimination, whereas
intimacy avoidance could be linked to internal-
ized negative societal messages about same-sex
relationships. Similarly, assessment of antagonistic
externalizing behaviors can be affected by racial
and ethnic minority status. For instance, the higher
rates of detected crime among Black Americans
are influenced by over-policing and racial bias
(Rodriguez-Seijas et al., 2023). Indicators of the
antagonistic externalizing domain, therefore,
may function differently across racial and ethnic
groups. For example, the likelihood of endorsing
an item, such as “I have been arrested,” may be
higher for Black individuals due to racism in polic-
ing, regardless of antagonistic externalizing level
because the sociocultural contexts in which Black
Americans exist results in a lack of invariance of
this indicator.

These examples highlight several important
things. First, clinical features (e.g., items on a
rating scale) included in HiTOP could be learned
behaviors secondary to environmental context.
More broadly, behavioral manifestations across
populations are inextricably tied to the social
contexts in which those manifestations exist.



The official HITOP model is agnostic about the
mechanisms that generate patterns of symptom
covariation. Understanding these patterns within
sexual minority , gender minority , racial minority,
and any other population requires careful consid-
eration of the sociocultural contexts that shape
experiences. Empirical examination of such issues
is in early stages but already underway (see Stewart
et al. [2024] and Asadi, Suzuki, & Rodriguez-
Seijas [2025] as examples). Second, the influence
of the social context of symptom interpretation
and symptom co-occurrence would likely remain
scientifically understudied unless serving diverse
and historically marginalized populations is made
an explicit priority. As noted earlier, HITOP has
committed to this goal. Accomplishing it requires
including experts from diverse backgrounds early
in the development process to ensure that the
model accurately reflects the experiences of under-
represented groups and avoids perpetuating biases,
an illustration of standpoint epistemology and
social objectivity. The HITOP consortium is pursu-
ing this goal through dedicated workgroups (for
more details, see https://www.hitop-system.org).

CONCLUSION

HiTOP represents a new clinical and research
program in the organization of psychopathology
that seeks to address limitations of traditional
categorical diagnostic systems through an em-
pirically derived hierarchical and dimensional
framework. Although primarily descriptive and
agnostic regarding the definition and etiology of
psychopathology, HITOP’s model offers important
advances in organizing and understanding symp-
tom covariation. By explicitly recognizing and
articulating the theoretical assumptions, guiding
principles, and values shaping this project, this
paper hopes to facilitate greater conceptual trans-
parency and methodological rigor. Future scholar-
ship should continue to explore the philosophical
foundations of HiTOP, clarify relations between
the HiTOP model and philosophical notions of
psychopathology, and examine how best to inte-
grate etiological insights as they become available.
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