Personality Disorders page 2 of 7

Personality Disorders.

Working Definitions

Personality Trait

A stable, recurring pattern of human behavior – e.g. a tendency to joke in serious situations, hypersensitivity to criticism, talkativeness in groups.

Personality Type

A constellation of personality traits recognizable as a frequent and familiar combination – e.g. the compulsive personality, characterized by preoccupations with work, detail, order, time, money, and cleanliness.

Personality Disorder

A constellation of personality traits that are inflexible and maladaptive, leading to difficulties in work or interpersonal relations, subjective distress, and usually both.

Neurosis

An unfashionable term for a non-psychotic mental disorder that causes the patient unpleasant feelings such as anxiety, depression, or pathological shame or guilt.

Many disorders formerly called neuroses now fit DSM-IV categories such as generalized anxiety disorder, dysthymia, adjustment disorder, obsessive-compulsive disorder, etc.

Some people have emotionally painful difficulties in living that do not easily fit discrete DSM-IV categories. Many of these patients would have been called neurotic. Often, they meet some of the criteria for a DSM-IV personality disorder, but have an insufficient number of criteria, or insufficient impairment, to warrant a personality disorder diagnosis.

Speculations on Etiology

Personality in general is formed through an interaction of genetic and developmental influences. Severe personality disorders generally imply a mood disorder, mild neurologic abnormality (such as attention deficit disorder or learning disability), or a family history of alcoholism or personality disorder, plus some kind of early loss, trauma, or abuse. If the developmental history is apparently benign, the likelihood of an affective or organic factor is even greater.

Personality traits that are maladaptive in adulthood may have been more adaptive in childhood. In some cases, it is possible to see how troublesome personality traits were reinforced by the family environment. However, we must still understand what maintains this behavior once it is no longer adaptive. Are there critical periods for personality development, or is personality change always possible?

Appreciation of the Role of Early Trauma in Severe Personality Disorders
Several studies show increased prevalence of childhood abuse, incest, or neglect, early loss, or family alcoholism in hospitalized patients with severe personality disorders.

Chronic post-traumatic stress disorder may produce symptoms that aggravate the personality disorder. Developmental histories of patients with severe personality disorder must attend to potential trauma, abuse, and neglect. Specific therapeutic attention to traumatic events may be crucial to success of treatment.

Approaches to Describing Personality

Categorical

Specific personality disorders are defined by diagnostic criteria, as are other mental disorders.

Advantages

· Consistent with the DSM-IV approach to other mental disorders

· Convenient for follow-up studies, family studies, etc.

Disadvantages

· Draws an arbitrary line between normal and pathological

· Personality disorders overlap, so multiple diagnoses are common

· Categorically defined groups may actually be heterogeneous, so diagnosis may not have predictive value

· Many encourage destructive labeling and stigmatization

· May lead to a lack of appreciation of disorders not meeting categorical criteria

Dimensional

Personality traits, such as hostility or extroversion, are scaled. Disorder is defined in terms of statistical deviance from the norm.

Advantages

· Possibly more reliable, because it avoid arbitrary all-or-none decision

· Permits greater appreciation of individual differences

Disadvantages

· A statistical criterion for normality will depend on the normative sample

· Dimensional ratings are based on standardized tests, and are vulnerable to biases in test design

· Does not facilitate recognition of personality types

Prototypical

Patients’ personalities are compared with typical examples of well-recognized personality types, such as the compulsive, the hysterical, the antisocial, etc. Diagnoses are made by “a family resemblance.”

Advantages

· Models the way the way that clinicians think

· Facilitates recognition of patterns

Disadvantages

· Vulnerable to bias

· Probably poor inter-rater reliability

· Difficult to use in research

Structured Assessment Of Adaptive Strengths And Preferred Defense Mechanisms

The patient’s disorder is not labeled, but psychological strengths and weaknesses are appraised in a qualitative, but structured manner.

Advantages

· Useful as a complement to other forms of diagnosis

· Helpful in planning management and treatment regardless of diagnosis

Disadvantages

· Strengths and weaknesses may fluctuate with time, and may be less stable than the personality traits assessed by other approaches

· Strength and weakness assessments may depend greatly on the clinician’s interviewing skill

The Five Axes of the DSM-IV

The DSM-IV divides the evaluation of individuals into five levels or axes. Axis I identifies mental disorders, Axis II identifies personality disorders and mental retardation, Axis III identifies relevant physical diseases and conditions, Axis IV identifies the individuals psychosocial and environmental issues, and Axis V is used by the clinician to assess an individual’s overall functioning.

Thus, the disorders discussed in this chapter are Axis II diagnoses.

The DSM-IV Personality Disorders

The Odd Cluster (Type A)

Paranoid personality
Mistrustful of everyone, but still able to test reality (so, not psychotic).

Schizoid personality

Lacks intimate relationships, and is frightened by closeness; virtually incapable of being warm, and anxious when others try to be close (due to the fear of the intimacy of socialization).

Schizotypal personality

Has odd and eccentric ideas that influence daily behavior, but not psychotic.

The Dramatic Cluster (Type B)

Antisocial personality

The “psychopath” – violates laws and social conventions, is dishonest, and basically unconcerned about his effect on others.

Narcissistic personality

Grandiose, needs attention, lack of empathy for others, exaggerated sense of self-importance. Acts as if he is superior or unique to others.

Borderline personality

Emotionally intense and unstable, with impulsive behavior, self-destructiveness, inner emptiness and intolerance of being alone.

Histrionic personality

Dramatic, attention-seeking behavior, often leading to a caricature of femininity or masculinity.

The Anxious Cluster (Type C)

Avoidant personality

Avoids social situations because of fears of rejection, criticism, or disappointment (in other words, fears of the challenge of socialization).

Dependent personality

Clings to a stronger person, sometimes submissively, seeks help and advice, is anxious when faced with the need for an independent decision.

Obsessive-compulsive personality

Preoccupation with orderliness, perfectionism, and mental and interpersonal control, at the expense of flexibility.  (Note: obsessive-compulsive personality disorder, an Axis II diagnosis, is different from obsessive-compulsive disorder, an Axis I diagnosis.  People with obsessive-compulsive personality disorder might be described as being preoccupied with work or duty, not enjoying life, and/or rigid and inflexible.  Unlike OCD, OCPD people don’t describe their own behaviors as being alien to themselves (in other words, people with OCPD don’t ask themselves “why am I doing this??”))

How Personality Disorders Present

In Medical Settings

· Interpersonal problems in the doctor-patient relationship

· Noncompliance with medical or rehabilitative regimens

· Difficulty coping with hospitalization, disability, or medically-required restrictions on diet or activity

In The Family

· Marital conflicts

· Sexual dysfunction

· Problems with child rearing

· Domestic violence

Within The Individual

· Anxiety or Depression

· When external problems or losses result from the patient’s behavior:

· Divorce

· Job loss

· Legal troubles

· Poor outcome from a medical condition

· When circumstances prevent living according to one’s usual personality style:

· The dependent personality without anyone to depend on

· The antisocial personality in a tough, consistent therapeutic community

· The compulsive personality on weekends or vacations

Comorbidity

Antisocial, borderline, and histrionic personalities are vulnerable to alcohol and drug abuse.

Borderline personalities are vulnerable to brief reactive psychosis and to major depression.

Schizotypal and schizoid personalities are vulnerable to schizophrenia.

Dependent personalities are vulnerable to agoraphobia.

Compulsive personalities are vulnerable to obsessive-compulsive disorder.

Making a Personality Diagnosis

Reliability is enhanced by interviewing collateral sources such as family members.

The social and development history is crucial.

Personality tests, such as the MMPI, complement the clinical interview and are a useful preventive against the clinician’s biases and blind spots.

For acute management, an assessment of current strengths and weaknesses is often more pertinent than precise categorical diagnosis.

Treatment

In Medical Settings

· Identify and treat problems of pain, anxiety, and depression.

· Identify and resolve problems covering medical diagnosis or treatment.

· Tailor the management plan and patient education to the patient’s personality style: ex—Give information to compulsives, but reassure dependent and histrionic patients, set firm, consistent, and unambiguous limits with antisocial and borderline patients.

In Marital/Family Therapy Settings

· In brief therapy, attempt to solve problems using strategies that do not expect or presume change in fundamental personality style.

· In longer-term therapy, get family members to reinforce more adaptive behavior by the patient.

In Individual Psychotherapy

· In supportive treatment – identify the patient’s more effective coping mechanisms and encourage their use

· In more definitive treatment – work to raise the patient’s consciousness of his or her maladaptive behavior patterns, to facilitate a freer choice of more adaptive strategies. This may or may not involve exploration of the past roots of the behavior.

Pharmacology of Personality Disorder – A New Frontier

Low-dose antipsychotics have been used for borderline and schizotypal personalities. They have been shown to be effective in symptom control in double-blind studies, though they may not help deeper problems with personal relations. The benefits of these drugs must be balanced against the risk of tardive dyskinesia.

Antidepressants are commonly used, usually for treatment of concomitant mood and anxiety disorders.

Benzodiazepines have been used as well, both for anxiety symptoms (ex. To help avoidant and schizoid individuals to better tolerate social relations) and to decrease impulsive behaviors.

A newer approach has been to view at least some of the more dramatic personality disorders as a forme frustre of bipolar disorders. Though there is only limited validity for this approach, it has opened up treatment options; patients are sometimes treated with medication typically used in bipolar disorder (particularly anticonvulsants).
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