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Series Foreword

An understanding of both physical diseases and mental disorders is
vital to each of us, as sicknesses of body and mind touch every
one of us throughout our lives—personally; among family, friends, and
associates; and in our immediate and greater society. Yet the cacophony
of existing information sources—from piecemeal and poorly sourced
Web sites to dense academic tomes—can make acquiring accurate, acces-
sible, and objective facts a complicated venture. This series is a solution
to that dilemma.

The Health and Psychology Sourcebooks series addresses physical,
psychological, and environmental conditions that threaten human health
and well-being. These books are designed to accessibly and reliably fulfill
the needs of students and researchers at community and undergraduate
college levels, whether they are seeking vetted information for core or
elective courses, papers and publications, or personal enlightenment.

Each volume presents a topic in health or psychology and explains the
symptoms, diagnosis, incidence, development, causes, treatments, and
related theory. “Up Close” vignettes illustrate how the disease or disor-
der and its associated difficulties present in various people and scenarios.
History and classic as well as emerging research are detailed. Where con-
troversy is present, it is discussed. Each volume also offers a glossary of
terms, references, and resources for further reading.






Introduction

In the early 1980s, personality disorder was apparently not always con-
sidered a legitimate topic for behavioral research, judging by the fact
that a speaker at a conference about cognitive behavioral approaches
purposely did not explicitly mention the topic of his talk within the title
for fear of being criticized (Pretzer, 1994). Yet studies that were con-
ducted during the 1980s about the effects of personality disorder on
the cognitive treatment of other mental disorders revealed discouraging
results (Giles, 1985; Turner, 1987). When patients with a diagnosis of
personality disorder were included, poorer outcomes were noted.

One way of looking at personality disorder is to consider its functional
aspects. As stated by Gordon Allport some 80 years ago, “Personality is
something and personality does something” (1937, p. 48) The implica-
tion is that personality’s function is to solve major life tasks—problems
individuals are confronted with in everyday life (Cantor, 1990). Thus,
focusing on the functional aspects as a basis, personality disorder may
be interpreted as the “failure to arrive at solutions to life tasks” (Livesley
et al., 1994).

Other views see the modern concept of personality disorder as two
connected notions. One notion is based on the thought that the personal-
ity abnormality causes problems for the stricken individual and/or oth-
ers. The alternative thought holds that the behavior is so antisocial as to
be dangerous to society. Within the classification of personality disorders,
the clinical definitions range from the most timid (avoidant, dependent)
to the most dangerous (antisocial) of human beings (Castillo, 2003).

No single psychosocial or biological factor causes a personality dis-
order; instead, the cumulative effects of multiple factors—each one only
having a small effect—give rise to the disorder.
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Psychological, genetic,and environmental factors each contribute to the
development of personality disorders. As is commonly assumed, adverse
life experiences, such as familial dysfunction, traumatic experiences, and
social stresses, constitute important etiological factors as indicated by
research (Paris, 2001). Genetic factors raise important implications of
a different kind, such as questions about the extent to which personal-
ity can change and what kinds of change can be expected as results of
treatment. Because genes are generally associated with individual traits
rather than with categories of disorder, and single genes are not asso-
ciated with broad personality dimensions, the biological mechanisms
behind overt symptoms—what have been called “endophenotypes”—
need to be examined (Gottesman & Gould, 2003). Genes interact with
other genes and are turned on and off by the environment (Rutter, 2006).
Their effects can only be understood by studying interactions between
genetic vulnerability and life stressors (Caspi et al., 2003).

Although internal personality dynamics might seem to play the pri-
mary role in maintaining maladaptive and symptomatic behavior, reality
demonstrates that much of the stability of behavior depends on consist-
encies in the environment. In other words, much of the stability in indi-
viduals® personalities is dependent on their environments remaining the
same (Caspi & Bem, 1990). Stable social networks and enduring rela-
tionships within the frameworks of regular events, occurring frequently,
tend to evoke similar responses and consistent behaviors in individuals,
leading to impressions of internal stability and continuity.

The untreatability of personality disorders has been a widely held
belief in the past, as demonstrated in the study “The Patients Psychia-
trists Dislike” (Lewis & Appleby, 1988).

Regardless of the nature of the origins of personality disorders, they
are mental health conditions that affect how individuals with these
conditions think, perceive, feel about, or relate to others in their envi-
ronment. The American Psychiatric Association’s Diagnostic and Sta-
tistical Manual of Mental Disorders identifies 10 personality disorders,
which are grouped into three categories or “clusters.” The clusters
are based on common behaviors observed in people with personality
disorders.

Cluster A is characterized by odd or eccentric behaviors and includes
paranoid (suspiciousness of others” motives), schizoid (detachment
from social relationships and normal emotions), and schizotypal
(acute discomfort in close relationships combined with distorted
perceptions and eccentric behavior) personality disorders.
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Cluster B is characterized by dramatic, emotional, or erratic behav-
iors. This category includes antisocial (disregard for society’s norms
and other people), borderline (pervasive instability in moods and
emotions, lack of strong identity, chronic impulsive behavior), his-
trionic (extreme emotions and attention-seeking behaviors), and
narcissistic (grandiosity, egocentric behavior, need for admiration)
personality disorders.

Cluster C is characterized by anxiety and fearfulness and includes avoid-
ant (social inhibition, hypersensitivity, feelings of inadequacy), depend-
ent (inability and/or unwillingness to take care of oneself or make
decisions), and obsessive-compulsive (preoccupation with orderliness
and perfectionism) personality disorders (Bjornlund, 2011).
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CHAPTER 1

Antisocial Personality Disorder

Symptoms, Diagnosis, and Incidence

Antisocial personality disorder (ASPD) presents a particularly challeng-
ing type of personality disorder, as it is characterized by impulsive, irre-
sponsible, and often criminal behavior (NHS Choices). In the Diagnostic
and Statistical Manual of Mental Disorders (DSM-5), the list of diag-
nostic criteria for the definition of ASPD (within Cluster B personality
disorders) includes failure to conform to social norms with respect to
lawful behaviors; deceitfulness, such as repeated lying, use of aliases,
and conning others for personal profit or pleasure; impulsivity or failure
to plan ahead; irritability and aggressiveness, as indicated by repeated
physical fights; reckless disregard for safety of self or others; consistent
irresponsibility, such as failure to sustain consistent work behavior or
honor financial obligations; and lack of remorse, evidenced by indiffer-
ence about or rationalizing mistreatment of others.

These behaviors usually start in childhood or early adolescence, often
leading to a diagnosis of conduct disorder, and—being manifested in
many life areas—they continue into adulthood (Goodwin & Guze,
1989). Conduct disorder prior to age 15 is a prelude to the adult condi-
tion of ASPD (Bayer, 2000).

It is noteworthy that the pattern of ASPD has also been referred to as
psychopathy, sociopathy, or dissocial personality disorder (see the discus-
sion of Diagnostic Features section in DSM-5). The term sociopathy may
be utilized by sociologists when referring to the spectrum of low/no con-
science disorders that are related to learned behavior as opposed to innate
pathological tendencies that psychopaths are born with (Brown, 2009).

However, opinions differ, and some do not consider sociopathy to
be a personality disorder or a formal psychiatric condition. Instead,
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sociopathy is thought by some to refer to patterns of attitudes and
behaviors that are considered antisocial and criminal by society at large
but are regarded as normal or even necessary by the subculture or social
environment in which they developed. In other words, sociopaths may
in fact possess a well-developed conscience and a normal capacity for
empathy, guilt, and loyalty, but their loyalty and their sense of right and
wrong are based on the norms and expectations of their subculture or
group (Babiak & Hare, 2006).

As emphasized by experts, it is important to note that within a psy-
chiatric context, the term antisocial has nothing to do with a person’s
ability to socialize, and it is not a description of those who are shy, inhib-
ited, reclusive, or withdrawn. Rather, the term implies a rebellion against
society, a denial of individuals’ obligations to one another. This should
be kept in mind while discussing this disorder (Black, 2013).

Criminal and antisocial behaviors play a major role in the definition of
ASPD as listed in the American Psychiatric Association’s Diagnostic and
Statistical Manual of Mental Disorders (DSM-5), and in this sense, ASPD
is similar to sociopathy. Some individuals diagnosed with ASPD are psy-
chopaths, but many are not. The difference between ASPD and psychopa-
thy, as some researchers explain, is that psychopathy includes personality
traits such as lack of empathy, grandiosity, and shallow emotion—traits
that are not requirements for a diagnosis of ASPD (Babiak & Hare, 2006).

The DSM-5 makes a connection between ASPD, sociopathy, dissocial
personality, and psychopathy, which has given rise to some confusion within
the scientific community. As the overall goal of this book is to include rather
than exclude important information, available relevant data and findings
pertaining to the various classifications discussed above are reported here.

The DSM-S reports 12-month prevalence rates of ASPD as falling
between 0.2 percent and 3.3 percent, with the highest prevalence (greater
than 70%) found among severe samples.

Studies with adult populations in the United States have shown preva-
lence rates of 3.6 to 4 percent, with males significantly outnumbering
females (Compton et al., 20035; Black, 2013; Wood, 2010).

Timeline

1801 Philippe Pinel spoke of “manie sans delire” (mania without
delirium).

1835 English physician James Prichard coined the term “moral
insanity” to explain the difference between willful behavior
that violates social norms and traditional notions of madness.
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German physician Julius Koch introduced the term psycho-
pathic inferiority.

The Royal Commission on the Care and Control of the
Feeble Minded proposed that the “moral imbecile” should
become an additional category of patients to whom care
and control should be extended.

Kraepelin replaced inferiority with personality and defined
the psychopathic personality, which included seven types.
The “Moral Defective” became a category incorporated
into the Mental Deficiency Act.

Schneider, a German psychiatrist, extended the classifica-
tion of psychopathy to include 10 subclassifications.
Scottish psychiatrist David Henderson defined three types
of psychopaths: the predominantly inadequate psychopath,
the predominantly aggressive psychopath, and the creative
psychopath.

Hervey Cleckley described psychopathic personality char-
acteristics in his book The Mask of Sanity: An Attempt to
Reinterpret the So-Called Psychopathic Personality, offi-
cially replaced by sociopathic personality.

The designation “sociopathic personality” was replaced by
“personality disorder, antisocial type.” The words “socio-
path” and “antisocial” refer to reactions against society and
rejection of its rules and obligations (Black, 2013).

3

1980 The designation was changed to “antisocial personality dis-
order” in DSM-III.
1991 Robert Hare developed the Psychopathy Checklist
(Revised), PCL-R.
History

In the early 19th century, French psychiatrist Philippe Pinel observed
patients exhibiting explosive and irrational violence while, at the same
time, seeming to understand their actions and surroundings. They did
not display delusions and hallucinations generally associated with insan-
ity. Pinel used the term “manie sans delire”—mania without delirium—

to describe his observations (Black, 2013).

In 1835 English physician James Prichard formulated a new term,
moral insanity, to define a morbid perversion of the natural human feel-

ings (Castillo, 2003).
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Physician Benjamin Rush, founder of Pennsylvania Hospital, the first
psychiatric facility in the United States, and signer of the Declaration of
Independence, expanded on Pinel’s work by describing habitual, delib-
erate bad behavior and suggesting a cause that anticipated the findings
of neuroscience research nearly two centuries later (Craft, 1966; Black,
2013).

Although Prichard’s concept of moral insanity aided in the under-
standing of recurrent antisocial behavior, the term itself did not stick.
Toward the end of the 19th century, a group of German psychiatrists led
by Julius Koch introduced the term psychiatric inferiority, indicating the
behavior was a reaction against society and a rejection of its rules and
obligations. Later, in 1905, Kraepelin replaced psychiatric inferiority
with psychopathic personality and defined within it seven types: excit-
able, unstable, eccentric, liars, swindlers, antisocial, and quarrelsome.

In 1932, Schneider, another German psychiatrist, extended the clas-
sification of psychopathy to include 10 subcategories, incorporating not
only persons who caused suffering to others but also those who caused
suffering to themselves, and not necessarily others. Schneider’s theory
included not just dissocial characteristics but a much wider meaning
incorporating personality abnormalities of all types (Castillo, 2003).

Popularization of the word psychopathic occurred through the efforts
of two authors working independently. In 1939 David Henderson, a Scot-
tish psychiatrist, published the book Psychopathic States, in which he
defined three types of psychopaths: aggressive, inadequate, and creative.

However, it was Henderson’s U.S. contemporary, psychiatrist Hervey
Cleckley, who developed what is considered to be the first coherent
description of antisocial personality in his now classic book The Mask
of Sanity, which was originally published in 1941 and has been revised
four times since then.

Cleckley defined the condition as a disorder distinct from other psy-
chiatric problems, viewing it as a constellation of 16 traits that define the
psychopath. He added that the disorder, as he described it, should never
be considered an excuse for misbehavior (Black, 2013).

Both Cleckley’s and Henderson’s ideas were incorporated into the first
Diagnostic and Statistical Manual of Mental Disorders (DSM-I), pub-
lished in 1952 and representing the first formal effort by the American
Psychiatric Association to catalogue in one volume the different disor-
ders listed (Black, 2013).

With the second edition of the DSM in 1968, the term antisocial
personality disorder was introduced, giving the condition an identity
separate from the addictions and deviant sexuality. It took more than
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a decade to develop diagnostic criteria for the disorders that were intro-
duced in DSM-III, published in 1980.

Development and Causes

In searching for the origin or cause of ASPD, the issue of heredity versus
environment is usually raised. Some attempts to answer the question are
seen in the debate surrounding the issue of whether or not sociopathy
and psychopathy are the same disorders. The debate seems to reflect
the users’ views about the origin and determinants of the clinical syn-
drome. Those who believe that the condition that leads individuals to
act antisocially is forged entirely by social and environmental forces call
it sociopathy. Others, who are convinced that the condition is derived
from a combination of psychological, biological, and genetic factors—or
a combination of genetics, the makeup of the brain, and environment—
prefer the term psychopathy (Hare, 1993; McGregor & McGregor,
2014; Kiehl, 2014).

Bestowing a name on a disorder does not determine its origin or cause.
Various twin studies and adoption studies have been designed to find
answers. In reality, adopted as well as biological children of antisocial
parents face an increased risk of having this disorder, but it is thought
that due to the genetic component, ASPD occurs more often among close
relatives of people who have the disorder (female members are at an
even greater risk than males). Biological relatives of individuals with
ASPD are also more likely to develop substance-abuse disorders and
somatization disorder (medical symptoms related to psychological ills;
Bayer, 2000).

Several twin studies provide evidence that genetic factors play at least
as important a role in the development of the disorder. A longitudinal
study investigating sociopathic traits and their absence in 3,226 pairs
of male twins found that eight sociopathic symptoms were heritable
(Stout, 2005). Conversely, some forensic psychiatrists, when focusing on
the many factors involved in the cause of ASPD, may consider maternal
deprivation during the child’s first five years, leading to insufficient nur-
turing and socialization in addition to having an antisocial or alcoholic
father (even if he is not in residence), to be an important factor in the
development of the disorder (Simon, 1996).

In the case of sociopaths, sociologists believe that the disorder is
acquired through learned conditioning, such as exposure to pathologi-
cal environments (Brown, 2009). Others see part of the cause in today’s
highly mobile society, wherein individual accountability to family,
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community, and moral standards has been diminished, which may pre-
sent fewer restraints in relatively anonymous urban settings with tran-
sient populations, making it easier to act out negative impulses without
intervention from community members (Bayer, 2000).

Effects and Costs

A significant problem related to ASPD is breaking the law. Some surveys
of prison populations found the rate of ASPD to be as high as 60 percent
for both men and women (Wood, 2010). Other estimates indicated that
approximately 20 percent of male and female prisoners are sociopaths,
and these prisoners are responsible for more than 50 percent of all seri-
ous crimes. Recidivism among these offenders is about double that of
other offenders and triple for violent crimes (Hare, 1993; McGregor &
McGregor, 2014).

Other estimates suggested that approximately 1 million psychopaths
are imprisoned, on parole, or on probation (Kiehl & Hoffman, 2011),
accounting for about half of all serious crimes (Hare, 1993; Haycock,
2014). Cost estimates for their crimes, trials, and confinement range
between $250 and $400 billion each year (Haycock, 2014; Kiehl &
Buckholtz, 2010).

In addition, many people with antisocial personality types commit
economic crimes that do not catch the law’s attention but negatively
affect many people’s lives (Dobbert, 2007).

No cost estimates are available on the pain, disappointment, and
heartbreak individuals with ASPD inflict on those around them—their
parents, spouses, children, friends, and others they interact with—but
without doubt, they are significant.

Considering a different aspect of the disorder, people with ASPD are
at a higher risk of dying from unnatural causes. People with this type of
impairment are almost four times “as likely to die violently (e.g., suicide,
accidents, and murder) as other people, according to a long-term study
(Wood, 2010).

Also, the comorbidity for ASPD with other impairments, such as pho-
bias, post-traumatic stress disorder, panic disorder, generalized anxiety
disorder, depression, and bipolar disorder, and the co-occurrence of alco-
hol and drug use or gambling addiction increase the sufferer’s difficulties
(Wood, 2010).

On vyet another level, scientists, in their search for answers, are
attempting to differentiate the working of the brains of psychopathic
and of normal people. Such research requires the use of functional
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magnetic resonance imaging (fMRI) technique, which is the equivalent
of a multimillion-dollar investment (Haycock, 2014).

In Society

Individuals with ASPD don’t just violate social norms, such as smok-
ing in smoking-restricted areas; they perform a variety of behaviors
that constitute significant violations of the criminal code. They shoplift,
break and enter households, assault with weapons, steal automobiles,
and commit murder. And there are also a significant number of per-
sons with ASPD who commit economic crimes that affect and destroy
the financial lives of millions of people (Dobbert, 2007). All levels and
aspects of society present a hunting ground for those who take without
a thought to the damage they inflict on society. The salient feature of
the criminal behaviors performed by antisocial individuals is not neces-
sarily the violence of the behavior but the blatant disregard for others
(Dobbert, 2007).

Holding others in such disregard translates in the minds of people
with ASPD that it does not matter how often or how much the rights of
these others are violated because they are not important enough to count
for anything other than what they can give to (or be stolen from by)
the antisocial perpetrator. But the level or grade of unimportance is not
necessarily the same for all others in the minds of some antisocial or psy-
chopathic individuals. People belonging to the same group as the person
afflicted with ASPD may occupy a slightly more elevated position within
the level of importance than the ordinary citizens outside the group.

A relevant example can be seen in the existence of different cults. Vari-
ous estimates of the number of cults in the United States range from
approximately 500 to 600 (Encyclopedic Handbook of Cults in Amer-
ica) to about 2,500 (Simon, 1996). Most cults have charismatic lead-
ers, but this is not true for all cults. In general, cults are extensions of
their leaders’ personalities and teachings. The grandeur of a particular
leader provides cult members with an essential feeling of specialness and
a sense of importance. A member’s relationship with the leader signifies
the particular member’s position or standing within the cult.

Up Close

Ambrose Sutton, a 31-year-old Caucasian male, incarcerated in the
county jail, faced the forensic psychiatrist in an interview for the pur-
pose of determining if Ambrose was competent to stand trial. Ambrose
was charged with several counts of failing to register as a sexual offender.
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He had been convicted of sexual misconduct with a minor. In response
to the charge, Ambrose insisted that he had visited the sheriff’s depart-
ment in due time after his move to register but there was nobody there
to help him.

While incarcerated, Ambrose informed officers he had committed a
murder; he bhad stabbed Steve, an African American man, who had called
him a child molester. Adding to Ambrose’s anger was the fact that the
man had been accompanied by a white girl.

Ambrose stated he had been under the influence of alcohol and felt
remorse for killing the “wrong man.” He later commented that this was
not his first murder; admitting membership in a cult-like group, he spoke
openly about bis duties in the brotherhood and about those who ranked
above him in the organization. It seems that Ambrose’s remorse was not
so much for killing someone but rather for killing the wrong person.

The defendant’s history revealed sexual abuse suffered while grow-
ing up in a close-knit Caucasian Catholic rural community and signifi-
cant chemical dependency of long standing. He graduated high school,
entered into a brief marriage, and fathered five children with different
partners. His criminal record listed about 10 arrests, most of them for
violent acts against others. While incarcerated, he earned a bachelor of
science degree.

He demonstrated angry and irritable mood, poor judgment, elated
affect, rigid racial beliefs, and a tendency to blame others for his behav-
ior. He denied current suicidal or homicidal ideation as well as hallucina-
tions. Current mental status was alert and oriented to person, time, and
place; he was deemed competent to stand trial (Mueller, 2016).

At Work

In addition to the primary diagnostic features of a pervasive disregard for
the rights of others, additional features of antisocial personality disorder
include irresponsible work behavior and financial irresponsibility. In work
situations, individuals’ antisocial behavior may be expressed in repeated
absences from work that are not illness related. Furthermore, they may
tend to borrow money from coworkers without repaying their debts.
Frequently, in individuals with ASPD, their contempt for the rights
and feelings of others is paired with an inflated and arrogant appraisal of
themselves. They may regard themselves as too smart or too important
to perform ordinary work activities. Grounded in their opinions, these
individuals’ behaviors may come across as excessively opinionated and
self-assured, or even cocky, contributing to a negative work atmosphere.
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However, this inflated self-appraisal—when paired with glib, superficial
charm and verbal facility—may impress a supervisor who is less verbally
communicative, thus leading to undeserved promotions.

It is doubtful that persons with antisocial or psychopathic personality
traits would be successful in highly structured work situations because
rules and regulations mean nothing to them and the company’s future
goals and objectives are of little interest to them. However, they may be
able—at least for a period of time—to function within a given employ-
ment situation. One researcher described a work situation in which
an individual evoked contrasting opinions about him in his cowork-
ers. While one group regarded him as the primary cause for difficulties
within their department, another group considered him to be a creative
and innovative individual who contributed to the company’s objectives
and showed true leadership characteristics (Babiak & Hare, 2006).

Obviously, the negative opinions were expressed by the members of
the team he had been assigned to work with. Apparently, a review of the
individual’s record by the company’s personnel department showed that
the individual had lied on his application papers and did not possess the
required education and experience that he had claimed. Furthermore,
there had been incidents when he had removed company equipment for
his personal use.

As the various antisocial personality traits find expression in persons
afflicted with this disorder, it is not difficult to recognize their potential
for negatively affecting the persons’ work situations as they interact with
colleagues and coworkers. The result is often dismissal or job termina-
tion. But due to these individuals’ inflated self-appraisals and lack of
insight into their own shortcomings, any reason for termination will be
interpreted as undue and unjustified punishment, possibly even as an act
of persecution. In the minds of some antisocial persons, the loss of a job
may require revenge and/or acts of violence.

Up Close

Jennifer, a lively, attractive woman in her early forties, interviewed new
applicants for several open positions in the special programming depart-
ment of a midsized information technology firm. In her position as assis-
tant to the director of the department, she was not actually in a position
to hire anybody; instead, she was interviewing the first round of appli-
cants in a group of possible candidates, who would be narrowed down
into the “probable” individuals to be interviewed by Martin, the director.
In her interviews with the applicants, after inquiries concerning the can-
didates’ professional experience and qualifications, Jennifer—without
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verbalizing it—managed to leave most of the candidates with the impres-
sion that she would recommend them for the job. So whoever was hired
by Martin would believe that it was due to Jennifer’s recommendation
of him or her, thus ensuring the new employee’s loyalty to Jennifer, who
had her eyes set on Martin’s position. Her marriage had ended in divorce
when bher husband found out that she had an affair with ber boss. That’s
when she lost both her husband and her job—because her married boss
could not afford to keep her around the office anymore. Jennifer played
the victim by turning the story around, making her husband the unfaith-
ful spouse as she reinvented ber life.

Martin, unaware of Jennifer’s way of handling the preselection pro-
cess, hired three of the applicants. He trusted Jennifer’s open, friendly
demeanor and her eagerness to take on tasks that were not part of her
job description. Jennifer used those tasks to spread conflicting informa-
tion about the work procedures among employees, which gave Martin
the appearance of a contradictive and indecisive person, ill-suited for his
job. Establishing the newly hired employees’ loyalty to Jennifer had not
been a wasted effort.

In Relationships

Sociopathy is not just the absence of conscience, which by itself would
be tragic enough; it is the inability to process emotional experiences,
including those of love and caring, except when such experiences can be
calculated as a coldly intellectual task. Furthermore, having a conscience
is more than merely experiencing the presence of guilt and remorse; it is
based in our capacity to experience emotion and the attachments that
result from our feelings. At its very essence, sociopathy is ice-cold, like
a dispassionate game of chess. Sociopaths cannot genuinely fall in love,
but an intelligent sociopath with practice may become convincingly flu-
ent in “conversational emotion” (Stout, 2005).

In analyzing interactive behaviors of people with ASPD, or socio-
paths, with other people, observers have pointed to the existence of
what they called the “Sociopath-Empath-Apath Triad (SEAT),” explain-
ing that in order to be successful in their schemes, antisocial individuals
often enlist the assistance of hangers-on. This means that the interac-
tions involve a third party, the “apath,”—who colludes in the scheme
“apathetically”—in addition to the sociopath and the target person
(McGregor & McGregor, 2014).

Being apathetic within this framework means that the apath shows
a lack of concern for, or is indifferent to, the targeted person. However,
a main requirement for an apath is that he or she has some connection
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to the sociopath’s target. Friends, siblings, parents, and other relations
of the targets can become accomplices to the sociopath, assisting in the
damage done to the target person. Whatever the reasons for the apath’s
involvement might be, his or her conscience seems to go to sleep during
the course of interacting with the sociopath, like some people blindly
follow a leader whose only motivation is one of self-interest. This type
of behavior was demonstrated in experiments in the early 1960s at Yale
University by professor Stanley Milgram. In the study subjects became
confederates of the experimenter in engaging in seemingly harmful behav-
iors to others in order to please their perceived superiors (McGregor &
McGregor, 2014).

“Empaths” are persons frequently targeted by individuals with ASPD.
While most humans are able to empathize, some have a greater abil-
ity than others. Certain regions of their brains, the anterior cingulated
cortex and anterior insula, light up in bright orange color on an fMRI
scan when they witness another human being in pain (Gibson, 2006).
Empaths are highly perceptive and insightful people, belonging to the
estimated 40 percent of human beings who are able to detect when
something is not right. They are often mediators and peacemakers. As
they are sensitive to others’ emotional distress, they often have diffi-
culty comprehending that some people may lack compassion for others
(McGregor & McGregor, 2014). This mental-emotional combination
turns empaths into perfect targets for sociopaths, although the empath’s
ability to sense that something is wrong might pose a threat to the socio-
path. However, this possible threat may be considered by the sociopath
as an interesting challenge in an otherwise boring situation.

Whether through a triadic or any other type of interaction, antisocial
individuals, with their calculated attention and affection, can initially
overwhelm anybody, and their first step in any seduction is to make
themselves appealing to their targets (Anderson, 2012).

Up Close

At the Starbucks café, Sandra wondered if the stranger who had con-
tacted her through the internet dating service would recognize her. No
pictures bad been exchanged. Then she heard a voice saying, “You must
be Sandra; you are just like in my dream!” The voice belonged to a good-
looking man in his 30s who entered the restaurant, heading straight for
Sandra’s table. The certainty in his voice bestowed an aura of destiny to
the situation. Little did Sandra know that be had been watching outside
for some time. Surprised, Sandra nodded her head. He sat down and
leaned across the table, his eyes never leaving her face as he said, “I am
Robert; I can’t wait to know more about you.”
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It was a whirlwind romance. Robert insisted on seeing Sandra daily—
any day without her would be a lost day, he said. Robert told Sandra that
he was divorcing his wife, who had made bis life miserable. Until now he
stayed in the marriage because of their two children. Currently he sought
refuge with a friend because his ex-wife had moved all the money from
their joint bank account into a secret individual account just before the
divorce. Robert was heartbroken because he could not have visitation
with his children in his current situation. Sandra, although disappointed
about dating an almost divorced man, could not belp empathizing
with bhis sad situation and being impressed by Robert’s devotion to bis
children.

After meeting Robert’s friend, who corroborated Robert’s story, San-
dra let Robert move into her two-bedroom condominium, providing
space for visitation with bis children—after all, Robert wanted to get
married as soon as the divorce was final. Before that, Robert needed
money to replace some of his clothes and personal items—things his wife
had destroyed in a fit of anger.

Six montbhs into the relationship, Robert stayed away some nights. As
he explained, sometimes he stayed with bis friend because from there,
he could walk the children home after being with them; or he stayed
with the children in their home, taking care of them during his ex-wife’s
absence. Robert always apologized and promised to try other solutions.
In the end Sandra learned that there had been no divorce, and Robert
did not return to his wife; as be told Sandra when he finally left, he had
found another target.

Theory and Research

Explorations of associations with ASPD have focused on comparisons
of identical and nonidentical (fraternal) twins and on adoption stud-
ies. As mentioned earlier, twin studies, meant to discern between genetic
and environmental effects, have reported significant genetic influences
on antisocial behavior (Baker et al., 2006). Theoretically, nonidentical
twins share only half of their genes, so a completely genetic disorder
could be found in both twins about 50 percent of the time, whereas
its concordance rate in identical twins would be close to 100 percent.
Combined results of twin studies of antisocial behavior have shown con-
cordance rates of 67 percent in identical twins and 31 percent in noni-
dentical twins, thus supporting genetic theories of causation (Brennan &
Mednick, 1993).
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A major longitudinal study investigated sociopathic traits and their
absence in 3,226 pairs of male twins who had served in the United States
armed services during the Vietnam War. Eight sociopathic symptoms and
their absence were found to be heritable (Stout, 2005).

Adoption studies show that, in general, biological children of criminal
or antisocial parents are more likely than other children to engage in
criminal behavior as adults, even when early adoption removes them
from the influence of their biological parents, as was found by follow-
ing 52 adoptees born to 41 female criminals. Six of the adoptees—or 13
percent—were diagnosed as antisocial, compared to only 2 percent of
control adoptees (Crowe, 1974).

Similar signs of genetic influence were observed in a longitudinal study
(Texas Adoption Project), progressing for more than 30 years, compar-
ing over 500 now-grown adopted children with both their biological and
adopted parents. The study focused on the acquisition of intelligence and
several personality features, including scores of psychopathic deviance
obtained on the Minnesota Multiphasic Personality Inventory’s “Psycho-
pathic Deviate” (Pd) scale, indicated that individuals resemble their birth
mothers, whom they have never met, significantly more than they do the
adoptive parents who raised them. A hereditability estimate of 54 percent
could be derived from the Pd score, which is consistent with the heredita-
bility estimates—35 to 50 percent—found in other studies (Stout, 2005).

One gene of particular interest regarding antisocial behavior is the
gene that encodes for monoamine oxidase A (MAO-A), an enzyme that
breaks down monoamine neurotransmitters such as serotonin and nor-
epinephrine. Studies examining the gene’s relationship to behavior have
indicated that variants of the gene that account for reduced MAO-A
production have associations with aggressive behavior (Guo et al., May
2008; Guo et al., August 2008). Another association was found in some
children whose early life included negative experiences or maltreatment
and who possessed a low-activity variant (MAO-L). These children were
more likely to develop antisocial behavior than those with high-activity
variants (MAO-H; [Caspi et al., 2002; Frazzetto et al., 2007]). Other
studies have also found a relationship between MAO-A and antisocial
behavior in maltreated children (Huizinga et al., October 2006).

A meta-analysis of 20 studies indicated significantly lower sero-
tonin levels among individuals younger than 30 years of age (Moore
et al., 2002). Considering that antisocial behaviors spike during people’s
teenage years and decline in their 30s, the meta-analysis findings may
indicate a correlation.
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Within the brain, altered functioning in the cerebral cortex can bring
about changes in the neurobiological-behavioral links. Studies of how
human beings process language have discovered important information
about cortical functioning in sociopathy. Observations of tiny electrical
reactions, called “evoked potentials,” at the level of electrical activity in
the brain show that normal people react to emotional words, such as
love, hate, or mother, more rapidly and more intensely than to relatively
neutral words, such as zable, chair, later, and so on. Comparing socio-
paths and normal subjects in the language processing tasks demonstrated
that—contrary to normal subjects—sociopathic subjects’ reaction times
and evoked potentials in the cortex showed no difference between emo-
tionally charged and neutral words (Stout, 2005).

Related research with single-photon emission-computed tomography
demonstrated that, compared to normal subjects, sociopathic subjects
showed increased blood flow to the temporal lobes when they responded
to a decision task that involved emotional words. Assignments based on
emotional words, tasks that would be almost neurologically instantane-
ous for normal people, elicited physiological reactions in the sociopaths
as if they had been requested to work out difficult problems (Stout, 2005).

Studies like those described indicate that in sociopathic individuals, an
altered processing of emotional stimuli occurs at the level of the cerebral
cortex (Stout, 2005).

Besides genetic and physiological influences, researchers have linked
physical head injuries with antisocial behavior. An often-cited example
is the case of Phineas Gage, a construction foreman who, in 1848, was
injured in a quarry accident in Cavendish, Vermont. During an acciden-
tal explosion, a 13-pound iron rod was driven through his skull. Miracu-
lously, Gage survived the accident, but his personality changed from a
responsible, industrious citizen to a fitful, irreverent man, obstinate and
impatient of restraint or advice. MRI technology was used with Gage’s
preserved skull to create computer images of his brain, showing both the
location and the extent of the damage (Damasio et al., 1994).

Brain injury, including damage to the prefrontal cortex and reduc-
tion of gray matter volume in the frontal cortex, has been associated
with inability to make morally and socially acceptable decisions. In addi-
tion, damage to the amygdala may interfere with the prefrontal cortex’s
ability to interpret feedback from the limbic system, which could result
in uninhibited signals manifested in violent and aggressive behavior
(Franklin Institute, 2004). The association between activity in the pre-
frontal cortex and antisocial behavior can now be made more apparent
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through functional neuroimaging as opposed to the structural neuroim-
aging techniques used earlier (Yang et al., 2009).

One of the associated features supporting a diagnosis of antisocial per-
sonality is the individual’s lack of empathy. Some researchers theorize that
the level of empathy most people experience varies according to the condi-
tions they face at any given moment. They also assume that people’s empa-
thy level is predetermined along the “empathy spectrum,” to which they
return from any change. The range of the empathy spectrum is thought to
go from six degrees at one end to zero degrees at the other end. Six degrees
marks the location for highly empathic individuals, while sociopaths are
located at zero degrees. An empathy quotient (EQ) test, developed for this
research, measures how easily individuals pick up on and how strongly
they are affected by others’ feelings (Baron-Cohen, 2011)

These empathy changes are thought to occur deep in the human brain
within a so-called “empathy circuit,” which involves at least 10 inter-
connected brain regions. The functioning of this circuit is believed to
determine where individuals lie on the empathy spectrum. This idea is
related to the earlier work of Giacomo Rizzolatti, an Italian neurophysi-
ologist, demonstrating the existence of a system of nerve cells that he
called “mirror neurons,” suggesting that empathy involves some form of
mirroring of other people’s actions and emotions (Baron-Cohen, 2011)
With the use of fMRI, scientists have identified the regions of the brain
that appear to be involved in the mirror neuron system (Keysers, 2011).

The consideration of psychopathy as an extension of ASPD, identifying
one form of pathology associated with high levels of antisocial behavior
in individuals with a particular form of emotional impairment (Blair,
Mitchell, & Blair, 2005), requires the inclusion of research about this
particular pathology. It has been estimated that there are over 29 million
psychopaths worldwide, and one in four maximum security inmates is a
psychopath (Kiehl, 2014). An urgent need for the understanding of this
disorder has been voiced by some (Blair et al., 2005).

From the characteristics described in Hervey Cleckley’s Mask of Sanity
and his own clinical observations, Robert Hare developed the original
Psychopathy Checklist (PCL), a tool for the assessment of psychopa-
thy in adults, in 1986, to be followed in 1991 by the revised edition
Psychopathy Checklist-Revised (PCL-R). Proponents of the concept of
psychopathy emphasize the PCL-R’s main advantage over the psychi-
atric diagnoses of conduct disorder (CD) and ASPD in that it not only
indexes the individuals’ behavior but also their personalities (Cleckley,
1941; Hare, 1991).
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One of the urban myths regarding psychopathic individuals states
that they are of above-average intellect; however, little correlation was
found between IQ (using the Wechsler Adult Intelligence Scale) and both
total scores on the PLC-R and emotional dysfunction scores. A modest
negative correlation with antisocial behavior scores was obtained (Hare,
1991); that is, higher levels of antisocial behavior were associated with
lower 1Q. In fact, IQ, age, and socioeconomic status (SES) were all found
to be inversely related to antisocial behavior (Hare, 2003).

According to studies, certain regions in the brains of psychopaths
show less thickness in cortical density than in nonpsychopaths. This part
of the brain, the temporal pole in the temporal lobe, is involved—along
with other regions—in processing and recognizing emotions Further-
more, evidence of structural brain difference was found between persis-
tently violent men with and without psychopathy. Offenders with ASPD
displayed significantly reduced gray matter volumes bilaterally in the
anterior rostral prefrontal cortex and temporal poles. This knowledge
is thought to facilitate research into the etiology of persistent violent
behavior (Gregory, 2012).

In 2000, with the use of structural MRI techniques, researchers found
an 11 percent decrease in prefrontal gray matter in the brains of 21
men who had average Hare psychopathy scores of 29 out of 40. It was
suggested that this prefrontal lobe deficit may be the reason for the
low arousal, poor fear conditioning, lack of conscience, and deficits in
decision making that characterize psychopathic behavior (Raine et al.,
2000). Also, thinner cerebral cortices in about half a dozen different brain
regions were found in 21 psychopathic criminal inmates when compared
to incarcerated nonpsychopaths (Ly, 2012; Haycock, 2014). According
to psychopath experts, these observations reinforce the notion that psy-
chopathy is a neurobiological condition (Blair, 2012; Haycock, 2014).

As impressive as these brain cell statistics are, the goal in studies using
fMRI machines is to compare activity and responses in the brains of psy-
chopaths to activity in the brains of nonpsychopaths (Haycock, 2014).

The first to apply fMRI technology in the study of psychopathy were
German scientists at the University of Dusseldorf. In their study, a dozen
men between the ages of 18 and 45 years with an average PCL-R score
of 29 were compared to a dozen psychologically healthy men. All 24
subjects were shown pictures of faces with neutral expressions while
presenting a neutral stimulus (a puff of room air) or an aversive stimulus
(a puff of rotten yeast odor). Both groups learned to associate smells
with the pictures of the faces. Neither group liked the rotten smell. The
fMRI images reflected the difference between the two groups as they
were learning to make these associations. The psychopaths showed
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increased activity, while the nonpsychopaths showed decreased activity
in the dorsolateral prefrontal cortex and the amygdala (brain regions
closely involved in emotional responses). The increased activity in these
regions observed in psychopaths was interpreted to reflect greater effort
in making emotional associations between a bad smell and a particu-
lar face. It appears that the neuronal processing mechanism devoted to
learning this task with an emotional component seems to be more effi-
cient in nonpsychopaths than in psychopaths (Schneider, 2000; Hay-
cock, 2014). Considering that the amygdala is part of the limbic region,
which is weak in psychopaths, causing them to struggle in understand-
ing emotional language, the psychopaths’ difficulty with the described
task would seem reasonable (Brown, 2009).

In another study made possible through the use of fMRI technology,
brain scans were obtained of 16 criminals with low psychopathic traits
as they reviewed images with moral connotations that were expected to
evoke moral judgments. The results showed that the amygdala in the view-
ers’ brains seemed to “light up” (experienced increased blood flow). The
same results occurred when 28 noncriminals with no psychopathic traits
viewed the pictures. Presentation of the same pictures to another group
of 16 incarcerated men with high levels of psychopathic traits yielded
considerably different results. The criminals with high psychopathic traits
seemed to have decreased levels of activation in their amygdalae when
viewing the images of moral violations (Harenski, 2010; Haycock, 2014).

Although sociopathy seems to be timeless and universal, there are dif-
ferences in its occurrence in different cultures. According to information
from the National Institute of Mental Health, in the 15 years preceding
their study, the prevalence of ASPD had nearly doubled among the young
in America. Such a rapid shift is difficult to explain in terms of genetics or
neurobiology; cultural influences seem to be involved, too (Stout, 2005).

Treatment

When attempting to treat the core self and interpersonal pathology—the
defining features of personality disorder—there are few empirical stud-
ies to be found, and suggestions for interventions are largely based on a
conceptual analysis of the problem and what clinicians have found use-
ful (Livesley, 2003).

ASPD is considered to be a chronic, persistent disorder that seldom
remits. As a study with 524 child guidance clinic patients demonstrated,
94 were identified as antisocial in adulthood; 82 of them were interviewed
in their 30s and 40s. Remission was noted for only 12 percent, showing
no evidence of antisocial behavior. There had been some improvement
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for another 27 percent, but they were still getting into trouble. For a full
61 percent, there was no improvement at all; some were even considered
worse. The median age for improvement was 35 years (Robins, 1966).

The difficulty of therapeutic interventions with ASPD is based in the
characteristics of the disorder that preclude change. The consequences
of the behavior—as evaluated by the patient—determine the direction of
future behaviors.

In general, people with ASPD do not respond well to treatment.
Group therapy may be helpful at times, especially in a residential setting.
But even then, the dropout rate tends to be high. Cases of involuntary
therapy (forced to do so by the courts or family members) hold an even
smaller chance of success. Medication is useful primarily in reducing
associated symptoms like anxiety and depression and in controlling the
most violent outbursts of anger.

With increasing age, at least the most extreme manifestations of the
disorder begin to subside. Usually after age 40, criminal offenses become
markedly less common (Bayer, 2000).

Because there are no standard treatments for ASPD, it is essential to
identify coexisting problems that can respond to intervention. Treat-
ing coexisting disorders can help reduce some antisocial behaviors and
prepare the person for the more complicated task of addressing ASPD
(Black, 2013).

Bob Johnson, MD, a consultant psychiatrist and cofounder of the
James Naylor Foundation, a charity devoted to the understanding and
support of those diagnosed with personality disorder in England, rejects
the idea of untreatability as appalling (Johnson, 2000). Interestingly,
while Johnson worked at the Parkhurst Prison, treating those considered
to have Dangerous Severe Personality Disorder, the number of violent
incidents decreased from 52 during the first seven years to one episode of
violence in the last two years (Johnson, 1999). It is conceivable that the
category of dangerous severe personality disorder included those who
were antisocial personality disordered, sociopaths, and psychopaths—
although detailed statistics don’t seem to be available.
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CHAPTER 2

Avoidant Personality Disorder

Symptoms, Diagnosis, and Incidence

Essential features of this disorder, which falls into cluster C, are a pervasive
pattern of social inhibition, feelings of inadequacy, and hypersensitivity
to negative evaluations by others. This hypersensitivity starts in early
adulthood and is expressed in a variety of contexts. Because of their
fears of criticism or disapproval, individuals suffering from the disorder
tend to avoid work situations that involve much interpersonal contact.
The feared criticism, disapproval, or rejection is generally assumed and
expected by people with avoidant personality disorder, which means that
anyone wanting closer contact with the person has to prove his or her
acceptance or support before the avoidant person will be open to being
approached. Unless they receive repeated offers of support and nurtur-
ance, individuals with avoidant personality disorder will refrain from
joining group activities, or—if they have to attend group activities—they
will remain mentally and emotionally distant for fear of being ridiculed
or shamed.

For the same reasons, people with avoidant personality disorder shy
away from new experiences because there is always the risk that they
will not know how to behave and thus encounter criticism. Potential
dangers of being exposed are exaggerated to the point of certainty of
rejection. Somatic symptoms may serve as reasons for avoiding new
activities or new situations.

The combination of low self-esteem and hypersensitivity to rejection
leads to an isolated life for those afflicted with this disorder. Furthermore,



24 Personality Disorders

depression and anxiety are often diagnosed in conjunction with avoid-
ant personality disorder.

Other personality disorders, such as paranoid, schizoid, or schizotypal
personality disorder and at times borderline personality disorder, tend to
be diagnosed with avoidant personality disorder.

Often the avoidant behavior starts in childhood, but because shyness
and fear of strangers are common traits in children and expected to
gradually dissipate with increasing age, this tends to be overlooked as a
possible precursor of avoidant personality disorder.

Based on data from the 2001-2002 National Epidemiologic Survey
on Alcohol and Related Conditions, the prevalence of avoidant person-
ality disorder is estimated to be about 2.4 percent, and it appears to be
equally frequent in males and females. Other estimates state that avoid-
ant personality disorder is the most common personality disorder, affect-
ing roughly 1 in every 20 Americans, whereas still other estimates suggest
that approximately 1 percent of the general population is afflicted with
the disorder (Wood, 2010). Still other clinical studies mention that AvPD
affects between 1.8 and 6.4 percent of the general population (Out of
the FOG, 2018). One study noted that AvPD was seen in 14.7 percent of
psychiatric outpatients (Zimmerman, Rothschild, & Chelminski, 2005).
UK Hospital Admission Statistics in 2006-2007 mentioned that 43 per-
cent of those admitted with a diagnosis of AvPD were male, and 57
percent were female.

Avoidant personality disorder—like most personality disorders—will
decrease in intensity with age, with many patients experiencing few of
the most extreme symptoms by the time they reach their 40s or 50s.

As mentioned in the DSM-5’s alternative model for personality dis-
orders, characteristic difficulties for AvPD individuals occur in the life
categories of identity, self-direction, empathy, and/or intimacy—along
with specific maladaptive traits in the domains of Negative Affectivity
and Detachment.

According to the DSM-5, avoidant personality disorder needs to be differ-
entiated from similar personality disorders like dependent, paranoid, schiz-
oid, and schizotypal, even though they can also occur together. This might
be especially likely to occur for AvPD and dependent personality disorder.

Another overlap can at times be found in avoidant and schizoid per-
sonality traits, and there may be a relationship between AvPD and the
schizophrenia spectrum (Fogelson & Nuechterlein, 2007)—with or
without post-traumatic stress disorder (PTSD) (Gratz & Tull, 2012).
Substance use disorders are another impairment common in individuals
with AvPD, especially the use of alcohol, benzodiazepines, and heroin
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(Verheul, 2001). These substances may have a significant effect on a
patient’s prognosis.

Individuals with AvPD are prone to self-loathing and, in some cases,
self-harm. Especially those individuals who have comorbid PTSD show
the highest rates of engaging in self-harming behaviors, even more than
individuals with borderline personality disorder (BPD).

In the United Kingdom, reportedly 0.8 percent of people suffer from
AvPD at least once in their lives, and men are more likely than women to
develop this disorder: 1.0 percent versus 0.7 percent (Coid, Yang, Tyrer,
Roberts, & Ullrich, 2006).

In the World Health Organization’s ICD-10, AvPD is listed as anxious
(avoidant) personality disorder.

Timeline

1911 Eugen Bleuler described patients with signs of avoidant
personality disorder.

1921 Kretschmer provided the first relatively complete
description.

History

Avoidant personality has been described in several sources as far back
as the early 1900s, but it did not receive that name until sometime later.
Swiss psychiatrist Eugen Bleuler described patients who showed signs
of avoidant personality disorder in his work Dementia Praecox: Or the
Group of Schizophrenias.

Kretschmer (1921) provided the first relatively complete description
of avoidant personality disorder, until then avoidant and schizoid pat-
terns were frequently confused or referred to synonymously. In 1993,
Alden and Capreol defined two other subtypes of avoidant personality
disorder: the Cold-avoidant and Exploitable-avoidant types (McLean &
Woody, 2001).

Psychologist Theodore Millon stated that most patients present a
mixed picture of symptoms, making their personality disorder a blend of
a major disorder type with one or more secondary personality disorder
types. He identified four adult subtypes of avoidant personality disorder
(Millon, 2015).

Earlier theorists proposed a personality disorder consisting of a com-
bination of features from borderline personality disorder and avoidant
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personality disorder, called “avoidant-borderline mixed personality dis-
order” (AvPD/BPD) (Kantor, 1993/2003).

The first decade of the 21st century saw some controversy regard-
ing the question of whether avoidant personality disorder is different
from generalized anxiety disorder. The diagnostic criteria for both disor-
ders are similar, and they may have similar causation, course, subjective
experience, and treatment as well as identical personality features, such
as shyness (Nedic, Zivanovic, & Lisulov, 2011). Some experts consider
them to be merely different conceptualizations of the same disorder, with
avoidant personality disorder representing the more severe form. Indi-
viduals with AvPD experience more severe social phobia (SP) symptoms,
and their depression and functional impairment are more severe than in
generalized social phobia (GSP) alone (Reich, 2009), even though they
show no differences in social skills or in delivering an impromptu speech
(Herbert, Hope, & Bellack, 1992). Another difference is that SP is the
fear of social circumstances, but AvPD would be better described as an
aversion to intimacy in relationships (Comer, 2014).

Development and Causes

The causes of AvPD are not well defined, but a combination of social,
genetic, and psychological factors seems to have an influence. Most
professionals subscribe to a biopsychosocial model of causation,
including the ways individuals interact with others during their early
development, how their personality and temperament are shaped by
their environment, and the coping skills they have learned to deal with
stress and setbacks. There also may be a connection to inherited tem-
peramental factors (Sutherland, 2006), which may provide the indi-
vidual with a genetic predisposition toward AvPD (Lenzenweger &
Clarkin, 2005).

While some research indicated a heritability of 0.61, there is also
a strong connection between childhood abuse (sexual, physical, and
emotional) and the development of AvPD (Barends Psychology, 2018).
Parental behaviors, such as low parental affection or nurturing, are
thought to be associated with an elevated risk of AvPD, which was noted
when these children reached adulthood. Childhood emotional abuse was
reported by 61 percent of adults with AvPD.

Other research indicates that a combination of high sensory process-
ing sensitivity coupled with adverse childhood experiences may increase
the risk of an individual developing AvPD (Meyer, Ajchenbrenner, &
Bowles, 2005).
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Apparently, a history of trauma is present in 75.8 percent of peo-
ple afflicted with AvPD, and 37.1 percent of those have lifetime PTSD.
Furthermore, unwanted sexual contact (34.2%), followed by having a
serious accident (31.4%) and witnessing injury/killing (29.4%) are some
of the most reported traumatic experiences in people with AvPD. Child-
hood sexual abuse was experienced by 22.2 percent of individuals with
AvPD, and 23.1 percent experienced childhood sexual assault (Barends
Psychology, 2018).

Individuals’ avoidant behavior often starts in childhood, or even
infancy, with shyness, isolation, and fear of strangers and new situations.
In contrast to the childhood shyness that, in most individuals, tends to
gradually dissipate with increasing age, those individuals who develop
AvPD experience increased shyness and avoidance during their adoles-
cence and early adulthood, when social relationships with new people
become especially important. Both childhood emotional neglect (par-
ticularly rejection by a parent) and peer group rejection are associated
with an increased risk for the development of the disorder. However,
it is also possible for AvPD to occur without abuse or neglect histo-
ries. Examinations of adults with AvPD indicate that those adults who
experienced positive achievements and interpersonal relationships dur-
ing childhood and adolescence were more likely to remit from AvPD as
adults (Rettew, 2008).

Some scientists claim that the exact causes for avoidant personality
disorder are unknown (Sederer, 2009); others have observed that par-
ents of avoidant children seemed to have been troubled by their own
negative emotions (Connors, 1997).

Twin studies have found that 35 percent genetic effect is account-
ing for avoidant personality disorder, while the majority (83%) of these
genes are also linked to other personality disorders.

Effects and Costs

This disorder leaves its sufferers with an overwhelming and life-
interfering feeling of not being good enough, fearing that others will
view them negatively, and of being extremely shy and worried about
rejection (Salters-Pedneault, 2017). Individuals with AvPD have a ten-
dency to catastrophize, automatically assuming a “worst-case scenario”
and inappropriately characterizing minor or moderate problems as cata-
strophic events. This tendency will lead them to withdraw from many life
events and activities, at times including maintaining adequate employ-
ment. This may, in turn, cause them to require public assistance for their
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personal needs. This pattern, combined with the individuals’ conforma-
tion bias (a tendency to pay more attention to things that reinforce their
beliefs rather than to things that contradict them), leaves them unable to
conceive of any beneficial change.

Avoidant personality disorder is a poorly studied personality disor-
der; considering prevalence rates, societal costs, and the current state of
research, it qualifies as a neglected disorder (Weinbrecht, 2016).

In Society

The main difficulties associated with this disorder occur in social and
occupational functioning. People with AvPD generally believe that they
are unwelcome in social situations, regardless of whether such beliefs
have any basis in reality. The low self-esteem and hypersensitivity to
rejection lead to significantly restricted interpersonal contacts. Unless
they are certain that they will be liked and accepted, most people with
AvPD see themselves as socially inept or personally unappealing. They
avoid social interaction for fear of being ridiculed, humiliated, or
rejected, even though they very much desire to belong.

When they can’t avoid social situations, they will not speak up for fear
of saying the wrong thing, or blushing, or stammering, and anxiously
watching those around them for signs of approval or rejection. They
will stay on the periphery of the interaction, giving only monosyllable
answers to direct questions. And they are especially afraid of teasing;
even good-natured teasing will make them feel extremely uncomfortable.

The possibility of social rejection is so painful that persons with AvPD
will choose to be alone rather than risk trying to connect with others
and be shunned. Many of these people view themselves with contempt
(Millon & Davis, 1996). They cannot imagine possessing any traits that
are generally considered as positive within their societies.

It has been noted that people with avoidant personality disorder may
be so afraid of criticism that they refuse to leave their home. They might
even remove themselves from society to live far from human contact.

Up Close

Nancy’s childbood years were spent as a single, painfully shy, and quiet
child, afraid of strangers and almost equally afraid of neighbors because
they might tease her. Nancy stayed close to her mother, a quiet unas-
suming woman who did not entertain or visit friends. Neither Nancy
nor her mother seemed to be close to Nancy’s father, who traveled a
lot on business. His presence at home was that of a visitor rather than
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a family member. Nancy’s parents did not seem to share an atmosphere
of intimacy. Much later Nancy learned that her father had been involved
in various sexual relationships while on business travel.

During her school years, Nancy tried to remain unnoticed by most of
her classmates as well as by ber teachers. Although intelligent enough,
she did not excel in anything, believing that she was not as smart as any
of ber classmates. Most of her school time was spent in a high state of
anxiety, fearing that a teacher might call on ber and she would not have
the answer. She never dated any of the boys in her classes and, as would
be expected, did not attend her high school prom. She graduated from
high school as quietly as she had attended.

High school graduation presented a problem: What was Nancy going
to do for her future life? She did not have the courage to move to a college
away from home, yet she had to become responsible for her own adult
life at some point. During her lonely school years, Nancy had developed
an interest in nature and usually took walks by herself, exploring woods
and parks within their county. She was a frequent visitor at the local
library and read many books on biology and botany.

A community college seemed to be the solution. She could still live at
home and attend classes almost as unobserved as she had done during
her school years. Continuing with ber interest in botany and biology,
she was able to connect with training leading to employment within the
national park—ranger system. Within that environment Nancy led a soli-
tary life, shared only by her dog and two cats.

At Work

The person with AvPD would rather not go to work because in most
work settings, he or she will be confronted by other people and by some
required interaction with them.

The general sense of inhibition, inadequacy, and hypersensitivity to
criticism that individuals with AvPD are plagued with may induce them
to withdraw from work or school activities for fear of rejection. It is
not difficult to understand that such behaviors will not be acceptable in
many workplaces and may lead to repeated terminations if the person
has not already left of his or her own accord. In addition, they may
pass up opportunities for occupational advancement for fear that such
advancement would confront them with new responsibilities. As they
exaggerate any possible dangers in unknown situations, they are likely
to cancel a job interview, claiming a cold or headache as excuse to avoid
what seems dangerous or possibly embarrassing to them.
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The avoidant behaviors of individuals with AvPD can also adversely
affect their occupational functioning because they tend to avoid not only
any teamwork—work activities that involve contact with others for fear
of criticism, disapproval, or rejection—but also the types of social situa-
tions that may be important for meeting the basic demands of the job or
for job advancement (Bressert, 2017).

Always fearful of possible criticism, individuals with AvPD tend to
avoid or even reject luncheon gatherings with colleagues, thereby earn-
ing the reputation of being arrogant and unfriendly. The social frivoli-
ties of office colleagues is viewed by the afflicted person as terrifying
because the afflicted person fears to become the target of teasing (Dob-

bert, 2007).

Up Close

At the age of 51, Donald was at the end of his career, although, finan-
cially, he could not afford to quit working. Donald’s vision problems
disqualified him from continuing his work as a subway driver. But that
was all be knew. As a child, growing up in a big city, he had been a dis-
appointment to his father, who wanted his only son to be athletic—he
should join his bigh school football team or at least be on the running
or any other kind of athletic team. Donald’s one-year-younger sister,
Anmnette, was already on the swim team. Donald, however, did not seem
interested in any sport. He was a shy, timid boy, with no friends. The
other children often made fun of him because it was so easy to embar-
rass him. In class, he hardly ever raised his hand to volunteer an answer
to one of the teacher’s questions—even if he knew the answer. What
was worse, when the teacher called on him, Donald stumbled over bis
words, unable to give a coberent answer. Donald did not have a speech
impediment; it was the unbearably strong anxiety that prevented him
from communicating effectively.

Domnald had no place to hide. In school he was at the mercy of his
classmates—some of them bullied him, and others teased him—and
at home, bhis father left no doubt that he was ashamed of his son. His
mother felt sorry for Donald and tried to cheer him up by giving him
special treats like candy, cookies, and little ice-cream surprises. His
mother meant well, but the increased weight made Donald look like a
big sponge and, of course, resulted in more teasing.

Because school was a nightmare for Donald, he was not interested in
improving his skills in the subjects of his classes. But he did develop an
interest in trains and automobiles. It was not so much the manufactur-
ing side of these modes of transportation as the actual driving. In bis
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mind, it seemed that by driving, he could outrun the fear, confusion, and
anxiety within himself because he could flee from any painful and pun-
ishing interaction with others. At some point Donald considered becom-
ing a delivery driver or perbaps a bus driver, but both occupations still
involved too much interaction with the public. Donald was suspicious
of everybody. Driving a subway train seemed the safest thing to do. He
could see himself driving pretty much the same route day by day, except
for occasionally having to fill in for another driver. Face-to-face con-
tact with the public was at a minimum; all he had to worry about were
his supervisors and brief contacts with other drivers. Not much change
would occur in this occupation, which eliminated another reason for
anxiety.

Probably the biggest change in Donald’s life came when he married
Susan, a quiet girl from his high school. Although they had some things
in common, such as shyness and low self-esteem, that did not help in
forming secure, close bonds with each other. Donald’s extreme sensitiv-
ity to negative evaluations from others kept him from opening up and
attempting emotional intimacy with Susan. After some time they became
the parents of a little girl, which provided Susan with an object for her
love. As the marriage disintegrated, Susan left with their little daughter,
leaving Donald by himself. He did not appear uncomfortable with bis
now solitary life and never dated another woman.

Now Donald had lost not only bis family but also, to him, an even big-
ger loss: bis job. Medical opinion did not pronounce the eye impairment
sufficiently severe to render Donald eligible for disability payments from
the government or his insurance. Finding a new source of income was
frightening—what kind of work could he do, being afraid of changes
and of people? Thoughts of suicide entered his mind.

In Relationships

If they manage to be in relationships, individuals with AvPD can be
overly critical as a defense mechanism, ultimately ending up alienating
a friend or spouse. Within intimate relationships they exhibit restraint
because of their fear of being shamed or ridiculed. As they have little
interest in sexual activities and experience little pleasure from sensory,
bodily, or erotic activity, they usually don’t date or marry. Yet, they do
desire affection and acceptance and may fantasize about ideal relation-
ships rather than actually engage in them (Bayer, 2000). They may fan-
tasize about idealized, accepting, and affectionate relationships because
of their desire to belong. But, feeling unworthy of the relationships
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they desire, individuals with the disorder shame themselves from ever
attempting to begin them (Hoeksema, 2014).

Individuals with AvPD may be afraid to share personal information
or talk about their feelings, which makes it difficult to maintain intimate
relationships. Deep down the afflicted person has trouble believing that
anyone is really going to like him or her. Those who suffer from AvPD
may use withdrawal as a form of communicating or as a way of emo-
tional control over friends, partners, and family members.

As romantic relationships generally become less formal, teasing and
playful comments become more prevalent between partners. But the per-
son afflicted with AvPD does not have enough of a “sense of humor”
to understand that this is part of the progression from formal to casual
and then from casual to intimate behavior and, therefore, is not able to
respond appropriately. This, in turn, leaves the other partner confused,
often leading to termination of the relationship before it even begins to
become intimate.

Romantic relationships with a person afflicted with AvPD may exert
undue stress on the healthy partner because the person suffering from
the disorder will try to pull the partner away from family, friends, and
everyday social settings. Those in relationships with persons who suffer
from AvPD may also experience pressure to isolate themselves along
with the afflicted partner, or they may feel the pressure to protect them
from criticism by creating an artificial or dysfunctional “bubble” or ideal
environment just for the two of them, where they can escape the risk of
criticism and negative self-thought.

Up Close
Twenty-nine-year-old Irene had been painfully shy all her life. Although
pretty in her own way, she grew up in the shadow of her vivacious older
sister, Susan. Susan was smart and popular in school, and her parents
were proud of ber. Irene disliked school because her teachers remem-
bered having had Susan in their classes and tended to compare Irene to
Susan—a comparison that did not come out in Irene’s favor. Irene sat
in the back row of her classrooms, trying to fade into the background.
Although she did not like to attend school, Irene spent a lot of time on
her homework. Because of the teasing—and sometimes bullying—she
did not feel comfortable playing with the other children in ber neighbor-
hood. She preferred studying in the safety of her home.

In her loneliness, Irene developed a skill for writing. What she was
afraid to express in the presence of others, she tried to say on paper.
However, she was always in fear of criticism because she did not believe
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whatever she did was as good as what her classmates did. It did not help
her when one day, as the teacher handed back the homework to the class,
she accused Irene of having handed in a story written by Susan instead
of her own work. Irene tried to defend herself in ber shy, timid way but
the teacher, believing Irene was not intelligent enough to have written
that story, remained convinced that Irene had been cheating. Irene shied
away from further confrontation with the teacher; however, the incident
increased her distrust and fear of other people. She became even more
withdrawn.

Following graduation from high school, Irene was able to secure
employment in a big warehouse, keeping track of the various inventories.
She did not have to face customers, and it did not require much interac-
tion with coworkers. She was reluctant to take any risks or engage in
new activities and never considered any opportunities for occupational
advancement, because that might entail new responsibilities or new peo-
ple to interact with.

Her dating bistory was equally uneventful. On some dates her anxi-
ety was so strong that she could hardly speak in a coberent manner
because her attention was focused on the young man’s speech, trying
to detect criticism or rejection. If someone did not treat her nicely, she
swallowed her anger and did not complain, but as a result, she became
more depressed and had difficulty sleeping. Her parents had become
aware of her sleep disturbance and her depressed mood and insisted that
Irene talk to their family physician, who prescribed antidepressant and
antianxiety medications. When Irene’s condition did not improve signifi-
cantly, be referred ber to a psychiatrist, who diagnosed Trene’s condition
as AvPD and suggested that she participate in an experimental group
therapy experience to help individuals with dependent personality dis-
order and those with AvPD adjust to and work through the difficulties
the disorders presented to them. At first Irene disliked the idea, but she
was not used to putting up resistance to the requests of others, and she
told herself that because the other group members experienced difficul-
ties similar to her own, they would understand her pain and discomfort,
making it a safe place for her.

Robert, one of the group members, seemed to suffer even more than
Irene did. He did not show any positive emotions about anything or
anybody. Trene felt sorry for him and responded positively to him when
he asked ber for a favor. This was the beginning of their relationship.
They dated outside the group meetings and decided to get married. Their
relationship was not a very romantic one, as Robert did not seem able
to express tender feelings toward Irene. But, although Irene bad a desire
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for intimacy, she did not complain and did not ask for Robert’s loving
attention; she swallowed her disappointment silently.

Marriage did not improve their relationship; if anything, Robert felt
freer to express any disappointment or anger, blaming Irene for whatever
did not work out between them. Robert turned to alcohol to deal with
his disappointments in life. Alcobol consumption helped him to express
his anger more freely, occasionally punctuating those expressions with a
physical blow toward Irene’s body. Again, Irene did not express her pain
or anger at Robert, afraid to increase Robert’s explosiveness. However, one
Friday evening, after particularly explosive behavior, amplified by gener-
ous alcohol intake, Robert punched her to the floor, where she remained
for some time because the pain she experienced made her fear that her left
ankle might be broken. Robert had gone into their bedroom and appar-
ently passed out on the bed. When she did not hear any noises other than
his snoring, she crept slowly along the floor until she could reach the tel-
ephone and call 911. After her release from the hospital, Irene’s parents
took her home to recover from her broken ankle and her broken marriage.

Theory and Research

Depending on the characteristics of study samples, research findings
regarding the co-occurrence of AvPD and BPD show different results.
One study found that in their treatment sample of BPD individuals, 43
percent also met the diagnostic criteria for AvPD; and in another study,
using a community sample, over 11 percent of individuals diagnosed
with BPD in their lifetime also met the criteria for AvPD in their lifetime.
Although the reasons for this co-occurrence are not known, experts have
considered that one of the reasons for the comorbidity may be that AvPD
and BPD share a key symptom—an intense fear of criticism and rejection.

Examinations of adults with avoidant personality disorder showed that
childhood lack of involvement with peers and failure to engage in struc-
tured activities may continue through adolescence and adulthood in these
individuals. On the other hand, adults who had positive achievement and
interpersonal relationships during childhood and adolescence were more
likely to remit from avoidant personality disorder as adults (Rettew, 2008).

As mentioned earlier, it has also been theorized that certain cases of
AvPD may develop when individuals with innately high sensory pro-
cessing sensitivity (characterized by deeper processing of physical and
emotional stimuli, accompanied by high levels of empathy) are raised in
abusive, negligent, or otherwise dysfunctional environments, which dis-
turbs their ability to form secure bonds with others (Meyer et al., 2005).
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In a study of patients with major depressive disorder undergoing a six-
month treatment, it was found that the presence of symptoms of avoid-
ant personality disorder was associated with poorer outcomes (Mulder,
Joyce, Frampton, Luty, & Sullivan, 2006).

A study published in 2003 in the Journal of the American Academy
of Childhood and Adolescent Psychiatry stated that adults with AvPD
were less involved in hobbies, less popular, and showed poorer athletic
performance than their peers during adolescence (Rettew et al., 2003).
This can be understood as an example of early social withdrawal behav-
ior by those afflicted with AvPD.

The diagnoses of AvPD and SP have evolved from different historical
sources, but their criteria seemed to have converged in DSM-I1I-R. When
50 anxiety disorder clinic patients with DSM-ITI-R diagnosis of SP were
evaluated for presence of DSM-III-R symptoms of AvPD, AvPD was
found in 89 percent of those with the generalized subtype of social pho-
bia (GSP) and in 21 percent of those with the discrete subtype of social
phobia (DSP) (Schneier, Spitzer, Gibbon, Feyer, & Liebowitz, 1991).

Examining the relationship between SP subtypes and AvPD and their
effects on impairment severity and outcome of cognitive behavioral
treatment, it was found that previous treatment measures differentiated
only between generalized and nongeneralized SP subtypes. AvPD was
not predictive of treatment outcome (Brown, Heimberg, & Juster, 1995).

Regarding comorbidity, AvPD reportedly is especially prevalent in
people with anxiety disorder, but estimates vary widely. According to
research, approximately 10-50 percent of people who have panic dis-
order with agoraphobia have AvPD, as well as 20-40 percent of peo-
ple with social anxiety disorder. In addition, AvPD is more prevalent in
persons with comorbid social anxiety disorder and generalized anxiety
disorder than in those who have only one of the aforementioned condi-
tions. A 1955 study revealed that both panic disorder and SP were eight
to nine times more likely to occur in people with AvPD. Similarly, the
Collaborative Longitudinal Study of Personality Disorders, published in
2000, presented a whole list of co-occurring mental disorders with AvPD
(Gunderson et al., 2000). Other studies have reported AvPD prevalence
rates of up to 45 percent among people with generalized anxiety disor-
der and up to 56 percent among those with obsessive-compulsive disor-
der (Van Velzen, 2002). Another disorder that is commonly comorbid
with AvPD is PTSD (Gratz & Tull, 2012).

Co-occurrence of avoidant and borderline personality disorders:
The research findings regarding this co-occurrence vary in connection
with the characteristics of the particular study sample. For instance,
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in a treatment sample of individuals with BPD, 43 percent of the BPD
patients also met the diagnostic criteria for AvPD. In another study using
a community sample, over 11 percent of individuals who met BPD cri-
teria in their lifetime also met criteria for AvPD (Tomko, Trull, Wood,
& Sher, 2014). The reasons for this co-occurrence are unknown, but it
has been suggested that AvPD and BPD share a key symptom: both are
associated with intense fear of rejection and criticism, and perhaps some
people with BPD experience such intense emotional pain in their rela-
tionships that they may withdraw from relationships altogether in order
to reduce the pain.

As mentioned earlier, considering the current state of research, avoid-
ant personality disorder qualifies as a neglected disorder (Weinbrecht,
2016).

It is noteworthy that the case history described in the “Up Close” part of
the “In Relationships” section above includes two individuals diagnosed
with avoidant personality disorder, Irene and Robert, yet their behaviors
show significant differences in some aspects. While both are tense and
anxious in the presence of others and have the tendency to withdraw from
interactions with others, Irene exhibits the inability to express anger, and
she can’t resist coercion or demands placed upon her by others. Robert
did not have any difficulty expressing anger and other negative emotions;
in fact, he seems incapable of experiencing and expressing positive emo-
tions toward Irene and others. The behavioral characteristics exhibited by
Irene and Robert tend to lend support to Alden and Capreol’s proposal
of two subtypes of AvPD mentioned earlier (McLean & Woody, 2001),
with Irene presenting the proposed “exploitable-avoidant” subtype and
Robert displaying the “cold-avoidant” subtype.

Although AvPD is a common chronic disorder with an early onset
and lifelong impact, it is under-recognized and poorly studied. Further-
more, little is known regarding the most effective treatments. It is often
viewed as a severe variant of social anxiety disorder. The focus of recent
research has been on the phenomenology of AvPD factors of possible
etiological significance, such as early parenting experiences, attachment
style, temperament, and cognitive processing.

The existence of symptom similarity between AvPD and SP/anxiety
has stimulated several studies involving and comparing both disorders.
Clinical manifestations of SP were studied in a diagnosed sample of 21
individuals with social phobia (aged 21-53 years). SP was found to be a
chronic and pervasive condition affecting various areas of life and pro-
ducing significant emotional distress. Then, in a second study, individu-
als with a diagnosis of SP or AvPD were compared using a subsample of
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10 socially phobic subjects and a sample of 8 subjects with AvPD (aged
30-60 years). Physiological reactivity and cognitive content were essen-
tially the same for the two groups in a number of situational tasks, but
those subjects with a diagnosis of AvPD appeared to be more sensitive
interpersonally and exhibited significantly poorer social skills than the
subjects with SP (Turner, Beidel, Dancu, & Keys, 1986).

Generalized and specific subtypes of SP were reliably diagnosed in a
large sample of social phobics (n = 89). The generalized subtype exhib-
ited a consistent pattern of greater symptom severity than did the spe-
cific subtype. In the same study, conducting a comparison of generalized
social phobics with and without AvPD, a difference was found for only
one of four parameters (Turner, Beidel, & Townsley, 1992).

In order to classify SPs by subtype and presence of avoidant personal-
ity disorder, GSPs with and without AvPD (n = 10 and 10) and nonge-
neralized SPs without AvPD (n = 10) were distinguished on measures
of phobia severity. The generalized groups also showed earlier age at
onset and higher scores on measures of depression, fear of negative
evaluation, and social anxiety and avoidance than did the nongeneral-
ized group. The group of individuals with SP and with AvPD endorsed
more frequently AvPD criteria of general timidity and risk aversion
than the other groups. The conclusion was that the obtained data indi-
cated that both the generalized subtype of SP and the presence of AvPD
provide useful diagnostic information, but the additional diagnosis of
AvPD may simply identify a severe subgroup of SP (Holt, Heimberg, &
Hope, 1992).

As disorders of pervasive social anxiety and inhibition are divided
into the two categories of GSP and AvPD, a study explored the discrimi-
native validity of this categorization by examining the comorbidity of
GSP and AvPD and by comparing these groups on anxiety level, social
skills, dysfunctional cognitions, impairment in functioning, and presence
of concurrent disorders. The results obtained from 23 subjects showed
high comorbidity of the two diagnoses. All subjects who met criteria
for AvPD also met criteria for GSP. AvPD was associated with greater
social anxiety, impairment in functioning, and comorbidity with other
psychopathology. However, there was no difference in social skills or
performance on an impromptu speech. It was concluded that GSP and
AvPD seem to represent quantitatively different variants of the same
spectrum of psychopathology rather than qualitatively different disor-
ders (Herbert et al., 1992).

There are some indications in the literature on social cognition as
it relates to attachment and personality style that seem promising for
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future research aimed at better delineating and informing treatment
(Lampe & Malhi, 2018).

AvPD and SP are considered to be closely related conditions, but lit-
tle is known about the underlying processes related to the social dis-
comfort of subjects with either of the disorders. Because both disorders
are associated with interpersonal problems, an attachment perspective
was thought to reveal similarities and differences in close relationships
between the disorders (Eikenaes, Pedersen, & Wilberg, 2016).

In a study comparing self-reported attachment styles in patients with
AvPD and SP, it was expected that patients with AvPD would have more
attachment anxiety and would exhibit a fearful attachment style more
often compared with individuals with SP. A cross-sectional multisite
study was conducted with 90 adult patients with AvPD and SP. Patients
with AvPD with and without SP (AvPD group) were compared with
patients with SP without AvPD (SP group). Both structured diagnostic
interviews and self-reporting questionnaires were used.

The results showed higher levels of attachment anxiety within the
AvPD group, especially for the subfactors of anxiety for abandon-
ment and separation frustration. Levels of avoidance did not show a
difference between the diagnostic groups. After controlling for symp-
tom disorders and the criteria of other personality disorders, anxiety
for abandonment was still associated with AvPD. A fearful attachment
style was more frequent among patients with AvPD. The results indi-
cate greater attachment anxiety in AvPD individuals than in people
with SP, and the anxiety was most pronounced for the fear of abandon-
ment. This fear of abandonment may play a significant role in the AvPD
pathology.

Treatment

Currently, there are no published clinical trials that have examined treat-
ments for co-occurring AvPD and BPD, but for AvPD, cognitive behav-
ioral therapy (CBT) appears to be effective (Salters-Pedneault, 2017).
However, avoidant individuals rarely seek treatment because therapy
is essentially a setting of “social” interaction, which requires a certain
degree of vulnerability to be effective, and vulnerability is what the suf-
ferer tries so hard to avoid.

AvPD is not expected to improve over time without treatment. A
major goal in treatment is to establish sufficient rapport between patient
and therapist, so that the patient will open up without excessive fear of
criticism.
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Treatment of AvPD may use various techniques, such as social skills
training, cognitive therapy, and exposure therapy, to gradually increase
social contacts to where group therapy can be tolerated for practicing
social skills (Comer, 2014).

Once people with AvPD are able to overcome the hurdle of embarrass-
ment in entering outside intervention, they may become receptive and
benefit from therapy. Several therapeutic approaches, including behavio-
ral, cognitive-behavioral, and psychoanalysis, are successful in treating
people with AvPD (Dobbert, 2007).

Some of the particularly promising possibilities in working with indi-
viduals with AvPD, as considered by some researchers, include the incor-
poration of techniques such as video feedback, treatments focused on
interpersonal relationships, and intervention strategies associated with
traditional CBT (Herbert, 2007).

Some people with a personality disorder may be able to tolerate long-
term therapy, but people with the concerns of AvPD typically enter
therapy only when they feel overwhelmed by stress, which exacerbates
the symptoms of the personality disorder. This shorter-term therapy will
usually focus on the immediate difficulties in the person’s life. Once the
difficulty that brought the person to enter therapy is resolved, the person
will leave treatment. Medications may be useful in helping with specific
troubling and debilitating symptoms (Bressert, 2017). Some symptoms
of AvPD have been found to be reduced through prescription of SSRI
antidepressants.

Without treatment, people with AvPD may become resigned to a life
of near or total isolation. They may, in turn, develop a second psychiatric
disorder, such as substance abuse, or a mood disorder, such as depression.

A published report of a long-time psychodynamic psychotherapy case
of a female client with a history of childhood trauma, avoidant attach-
ment style, and AvPD demonstrates how—by applying the concept of
“earned security attachment”—the client developed a secure attachment
to significant others as her symptoms remitted, and her life improved
drastically (Guina, 2016).“Earned security” is defined as “the processes
by which individuals overcome malevolent parenting experiences”
(Roisman, Padron, Sroufe, & Egeland, 2002, p. 1206).
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CHAPTER 3

Borderline Personality Disorder

Symptoms, Diagnosis, and Incidence

According to the most recent edition of the Diagnostic and Statistical
Manual of Mental Disorders (DSM-5) borderline personality disorder
(BPD)—a Cluster B personality disorder—is characterized by a “perva-
sive pattern of instability of interpersonal relationships, self-image, and
affects, and marked impulsivity that begins by early adulthood and is
present in a variety of contexts” (p. 663). Individuals with this disorder
desperately try to avoid real or imagined abandonment. Their intense
abandonment fears lead to inappropriate anger when faced with even
time-limited abandonment or unavoidable changes in plans. Impulsive
actions, such as self-mutilating or suicidal behavior, may result from try-
ing to avoid the feared abandonment.

Conceptually similar to borderline personality disorder is how the
World Health Organization’s ICD-10 describes emotionally unstable
personality disorder, which includes two subtypes: impulsive type and
borderline type. Even more subtypes of BPD have been proposed by
Theodore Millon (2004), who suggested that individuals diagnosed with
BPD may exhibit none, one, or more of the four categories: discouraged,
petulant, impulsive, and self-destructive subtypes.

Arguing that many mental health professionals have difficulty diag-
nosing BPD on the basis of DSM criteria, which describe a wide variety
of behaviors, Marsha Linehan (1993), who developed Dialectical Behav-
ior Therapy, has grouped the symptoms of BPD under five main areas of
dysregulation: emotions, behavior, interpersonal relationships, sense of
self, and cognition.
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Borderline personality disorder has been considered the most impor-
tant clinical problem on Axis II, and, consequently, most personality dis-
order research has focused on this category (Paris, 2008). In addition to
experiencing extreme mood swings, people with borderline personality
disorder may display uncertainty about who they are. As a result, their
interests and values can change rapidly.

Emotional dysregulation is considered to be the borderline pattern.
A general instability in emotions, interpersonal relationships, cogni-
tive functioning, and in sense of self pervades the individual’s character
organization. The core emotional trait at the center of the pattern is an
affective lability, involving unstable and reactive moods, including labile
anger and anxiousness, manifested by a lifelong tendency to worry and
ruminate. The emotional core often includes hypersensitivity—a ten-
dency to experience everything intensely, with the result that emotions
and other forms of stimulation feel intrusive and overwhelming. This
emotional core is associated with cognitive dysregulation, a tendency
toward disorganized or confused thinking. The interpersonal traits of
submissiveness and insecure attachment are also part of this pattern.
Cognitive disorganization may—in more severe cases—include experi-
ences of depersonalization.

Estimates of the median population prevalence of BPD are 1.6 percent
but may be as high as 5.9 percent, according to a 2008 study and the
DSM-S5.In primary care settings, the prevalence of BPD is 6 percent, while
it is about 10 percent among outpatient mental health clinic patients and
about 20 percent among psychiatric inpatients. BPD appears to be the
most prevalent disorder in treatment settings (Bjornlund, 2011).

Borderline personality disorder seems to be more prevalent in females,
as 75 percent of diagnoses made are in females. Within older age groups,
the prevalence of borderline personality disorder may decrease. Many
people are experiencing few of the most extreme symptoms by the time
they are in their 40s or 50s.

Timeline

1938 Psychoanalyst Adolf Stern was the first to use the term
“borderline.”

1959 Melitta Schmideberg, daughter of psychoanalyst Melanie
Klein, wrote about the outcome of BPD

1968 Roy Grinker published the first empirical study of border-
line patients.
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1970 Psychoanalyst Otto Kernberg was the first to use the term
“borderline” to describe patients whose symptoms are
between psychosis and neurosis. He proposed three levels
of character pathology.

1970s Psychology professor Marsha M. Linehan introduces dia-
lectical behavior therapy, which became a key treatment for
borderline personality disorder.

1975 John Gunderson demonstrated that this form of pathology
(BPD) could be operationalized with behavioral criteria.

1980 The definition of borderline personality disorder (BPD) was
adopted by the Diagnostic and Statistical Manual of Men-
tal Disorders (third edition, DSM-III).

1994 A ninth criterion for BPD to describe cognitive symptoms
was added in the DSM-IV.

2007 The National Alliance on Mental Illness adds borderline
personality disorder as a research focus.

2009 The U.S. House of Representatives declares May as Border-
line Personality Disorder Month, bringing new attention to
the disorder.

History

When psychoanalyst Adolf Stern (1938) described borderline personal-
ity, he observed that these patients did not progress in therapy; they
got worse. This led him to believe that these patients were unsuitable
for analytic treatment because their pathology was on a “borderline”
between neurosis and psychosis. Their clinical features were seen as
“psychic bleeding,” inordinate hypersensitivity, and difficulties in reality
testing and in relationships.

Melitta Schmideberg wrote about the outcome of treating BPD
patients and described their course as “stably unstable”—this was a
clinical impression, not a conclusion based on data. The studies of inpa-
tients at the time generally confirmed Schmideberg’s description. In a
follow-up of 51 patients who had been treated at Chicago’s Michael
Reese Hospital, Roy Grinker and his group found that after five years,
most patients had changed little. Similar findings were reported by Har-
rison Pope (1983), who studied 33 patients admitted to McLean Hospi-
tal in Boston. After five years the patients had not recovered and had not
developed additional mental disorders.
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In the 1950s, the concept of borderline personality disorder was
devised to describe patients who were considered to be on the border-
line between neurosis and psychosis. Some researchers thought that bor-
derline personality disorder and schizophrenia were related biologically,
with borderline personality disorder being a milder form of schizophre-
nia (Dolecki, 2012). However, many clinicians disagreed with this “bor-
derline,” and the concept evolved into a personality disorder.

Over the next 30 years, there was only sporadic interest in borderline
pathology. The three levels of character pathology proposed by Kernberg
were a milder (close to “neurosis”), a moderate, and a severe (i.e., border-
line) level. However, there were problems with this “borderline personal-
ity organization” (BPO) because it was defined on the basis of theories
about mental mechanisms rather than on observable behaviors (being
entirely psychoanalytical), and the definition of BPO included a very
broad group of patients as “borderline.” Some clinicians described BPD
as “an adjective in search of a noun” (Akiskal, Chen, & Davis, 1985).

This trend was broken when Roy Grinker’s study gave more weight
to clinical observation than to psychodynamic speculations. Group-
ing into subcategories was based on observable symptoms (Grinker,
Werble, & Dyre, 1968).

A turning point for the acceptance of BPD came with the work of
John Gunderson of McLean Hospital and Harvard Medical School. It
demonstrated that this disorder could be understood and worked with
in the framework of behavioral criteria and that a semistructured inter-
view could yield a reliable diagnosis (Gunderson & Singer, 1975)

Linehan (1993) proposed the theory that BPD develops primarily
from emotional dysregulation (ED). There is empirical evidence to sup-
port the centrality of ED as patients with BPD have more intense emo-
tions to begin with, experience difficulty regulating them, and rapidly
shift from one emotion to another (Putnam & Silk, 2005).

Development and Causes

The developmental course of BPD shows considerable variability, with
the most common pattern being one of chronic instability in early adult-
hood, including episodes of serious affective and impulsive dyscontrol
and high levels of mental health resource use. The greatest impairment
and highest risk of suicide occur in the young-adult years of individuals
with the disorder, gradually decreasing with age.

The prognosis for developing BPD is about five times more common
among first-degree biological relatives than in the general population. In
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addition, there is an increased familial risk for substance use disorders,
antisocial personality disorder, and depressive or bipolar disorders.

The largest twin study of borderline personality disorder, conducted
in 2000, found that 35 percent of individuals with an identical twin
diagnosed with BPD share the diagnosis, compared with only 7 percent
of fraternal twins, indicating that BPD and other personality disorders
are grounded in genetics.

An ongoing twin study in the Netherlands (Trull, 2008) included 711
pairs of siblings and 561 parents who were examined to identify the
location of genetic traits that influenced the development of BPD. It was
found that genetic material on chromosome 9 was linked to BPD, lead-
ing researchers to conclude that a major role in individual differences
of BPD features was played by genetic factors. From an earlier study,
the same researchers had concluded that 42 percent of variation in BPD
features was attributable to genetic factors and 58 percent was due to
environmental influences.

It is generally held that the interaction of biological and environmen-
tal risk factors reaches a certain critical level of brain dysfunction, which
makes the symptoms of BPD observable. This critical disturbance of
brain function can be brought about by a large amount of biological risk
requiring only a small amount of environmental risk, or low biological
risk coupled with high environmental risks, or intermediate levels of
both (Friedel, 2010).

Many people with BPD report a history of abuse and neglect, having
experienced traumatic life events, or having been exposed to unstable
relationships, and there is a strong relationship between child abuse,
especially child sexual abuse, and development of BPD. However, causa-
tion is still debated.

According to the results of some studies, family breakdown is a risk
factor for BPD. But the effects of specific forms of breakdown are not
consistent, with some studies reporting an increased incidence and oth-
ers finding no significant relationship.

Discussion regarding the core features of BPD includes Marsha Line-
han’s (1993) description of BPD in terms of interpersonal, behavioral,
cognitive, and self-dysregulation. She argues that emotional dysregula-
tion is the core feature of borderline pathology, while suggestions from
others point to impulsivity as the core feature (Links, Heslegrave, & van
Reekum, 1999).

Within the current framework, however, it has been stated that
deliberate self-harm and many other impulsive acts are secondary to
emotional dysregulation, as suggested earlier. In addition, many of the
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so-called impulsive acts are actually planned, as some patients appar-
ently anticipate when and how in the future they will harm themselves
next. Impulsivity seems to be a more complex concept than is generally
recognized (Parker & Bagby, 1997).

Studies have documented typical cases of BPD during adolescence,
but it is unknown whether patients with an onset in adolescence have
a better or worse course and prognosis than those with later onset.
Although it was once thought that “adolescent turmoil” does not pre-
sent a risk for adult psychopathology, current evidence indicates that it
does (Cicchetti & Rogosch, 2002).

Effects and Costs

The most severe risk related to BPD is suicide. It has been estimated that
as many as 75 percent of individuals with this affliction will attempt to
kill themselves at some point. As many as 10 percent eventually will take
their own lives.

Toward the end of the twentieth century, treating sources described
borderline patients as repeatedly cutting themselves, trying to hang
themselves, or overdosing. Treating staff were often stressed, psychia-
trists were frustrated and irritated, and other patients felt both trauma-
tized and neglected due to the hospital units’ management problems in
handling borderline patients (Dunn & Parry, 1997).

The name “borderline personality disorder” itself has created stigma
for those individuals who have been diagnosed with the disorder. Some
professionals have been avoiding working with people who have BPD
because of the difficulty in diagnosing the complex symptoms.

Patients’ behaviors, such as keeping their appointments erratically in
spite of repeatedly requiring emergency responses, often aroused nega-
tive feelings. These actions were not seen as part of a mental illness but
as attention-seeking or acting-out behaviors. In hospitals, BPD patients
were regarded as “help-rejecting complainers,” and at best, a diagnosis
of BPD was a statement of therapeutic pessimism.

At times, BPD has been mistaken for bipolar mood disorder, both in
name and symptoms. Some of the confusion is due to the similarity of
symptoms and because there is more information and public attention
focused on bipolar mood disorder. However, the mood swings for BPD
are more consistent than those for bipolar mood disorder, which tend
to occur in cycles or as the result of certain situations that have recently
occurred. With BPD, on the other hand, mood swings occur as part of
the person’s general pattern of behaviors rather than as result of situa-
tions and cycles (Dolecki, 2012).
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People afflicted with borderline personality disorder typically use a
high amount of health care resources; BPD is estimated to account for
20 percent of psychiatric hospitalizations.

In Society

Since the 1960s, the credibility of individuals with PD has been ques-
tioned, based on two main issues, dissociation episodes and lying, which
are both commonly believed to constitute key components of the dis-
order. A 1999 study reported decreased specificity of autobiographi-
cal memory in patients with BPD. Furthermore, the belief that lying
is a distinguishing characteristic of BPD can make a difference in the
quality of care that people with this diagnosis receive in the legal and
health care systems. Even within the mental health community, BPD can
be a stigmatizing diagnosis. Another defining characteristic of BPD—
manipulative behavior to obtain nurturance—has been assumed to be
intentional behavior. Thus, characteristics connected with the diagnosis
of BPD may contribute to stigmatizing the people living with the diag-
nosis. Additionally, dramatic portrayals of people with BPD in movies
and other forms of social media contribute to the stigma in the public
eye surrounding BPD.

Comparing traditional and modern societies, some researchers may
conclude that the conditions in traditional societies are not conducive to
the development of BPD because people who are unusually emotional
and impulsive will be contained by powerful social structures. However,
growing up in modern society can contain risk factors for encourag-
ing BPD. Everything in modern society encourages young individuals to
separate from parents and assigns importance to peer groups. If one’s
peers are experimenting with drugs or sex, one is likely to succumb to
that influence. Young individuals who are emotional and impulsive may
be trapped in a path that runs out of control. These characteristics give
BPD the foundation of a socially sensitive disorder, one whose preva-
lence changes with time and circumstances (Paris, 2008).

Up Close
Thirty-six-year-old Rachel became a patient at a mental health clinic
after ingesting a large amount of various pills in a serious suicide attempt.
Rachel bad difficulty getting along with her mother, who never
approved of her. After a secret marriage at a young age, Rachel’s new
husband died in a traffic accident, and Rachel’s pregnancy ended in a mis-
carriage. Obtaining employment in a veterinarian’s office, she returned
to her hometown without telling her parents about her marriage and
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pregnancy. She never entered into another romantic relationship with
a man but engaged in friendships with women, some of them being
intense. Although brief, Rachel’s intense mood swings led to breakups
with several of her female friends. Being hypersensitive to any type of
criticism, she invited it by complaining how incompetent she was in so
many areas of ber life. She never stopped blaming herself for losing the
baby after ber husband’s death. To her, this was evidence that she was not
strong enough to lead a normal woman’s life. But her depressed moods
were interrupted with livelier and almost giddy mood states when she
spent time with some of her female friends. At other times, she had some
angry outbursts at work, never toward any of the animals—rather, the
animals’ owners became the target of her fury. She blamed the own-
ers for many of the animals’ illnesses that brought them to the clinic.
After a while Rachel turned to alcohol to deal with her mood swings
at home. Her friends distanced themselves from Rachel because of her
argumentativeness.

Unfortunately, the alcohol use also loosened her inbibitions about
expressing anger at work. Her outbursts became more frequent until her
employer fired her. This was the point when she turned to suicide. She
had been evicted from her apartment due to her quarrelsome attitudes
toward her neighbors, who had united against her and convinced the
landlord to force her to move. With no job and no home, she was forced
to return to her now-widowed mother’s house. Rachel’s mother agreed
to let her live with her in exchange for taking care of the house and the
mother’s needs. In addition, Rachel’s mother insisted that Rachel get rid
of her beloved cat.

Initially, following her suicide attempt, Rachel had been diagnosed
with bipolar disorder. However, tests and her history made a diagnosis
of BPD more reasonable.

At Work

Individuals diagnosed with BPD often experience intense emotions,
making it difficult for them to control their focus and concentration. In
work situations these difficulties may lead to impaired job performance.

In general, BPD has been related to lower functioning and disability,
even when socioeconomic status, medical conditions, and psychiatric
problems were controlled. Furthermore, it is more common for females
with BPD to experience disabilities than for men with BPD.

The black-and-white thinking of people with BPD seems to find rein-
forcement in certain professional fields. Some of these fields might be in
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human industries, such as social work and clinical therapy, while others
might be in criminal justice fields, such as police officers, military offic-
ers, or prison guards. Generally, these fields entail positions and situa-
tions for power and control over others, being in the “good guy” role,
caring for others, or putting bad guys in their place (Dolecki, 2012).

However, people with BPD often experience difficulty focusing on
what they are supposed to be doing and may not get their work duties
done on time, leaving coworkers to pick up the slack, which leads to
resentment among the coworkers.

Up Close

Jane, a 29-year-old nurse, had been having problems with emotional
outbursts since adolescence, but she was able to remain employed in her
profession mainly by working night shifts. She had a few brief hospi-
talizations for suicide threats but always returned to her job and never
made a real suicide attempt. In nursing school, Jane had been one of the
best students. During that time, she was involved in many brief romantic
relationships. Some of ber partners were addicted to drugs, and some
even had criminal records. Their lifestyle, though quite different from
that of a nurse, was exciting to her and seemed to fit with her own emo-
tional instability.

Unfortunately, over the years her emotional outbursts began to occur
at work as well as in ber personal life. There were angry outbursts with
her colleagues, and on several occasions, she stormed off the ward in the
middle of the night. She lost ber job at the hospital, and her reputation
spread to other care centers. For a while she worked as a home care
nurse, taking care of private patients in their homes. Her anger flared up
again, and she finally had to be removed from a patient’s home by the
police, who were called by a family member of her patient.

Jane was lucky that the family did not press charges, but her nursing
career was over, and she applied for disability.

In Relationships

Individuals with BPD experience affective instability, which means
that their moods can change by the day or by the hour, and shifts from
depression to anger are particularly common, putting a lot of stress on
any relationship.

People with BPD can be very sensitive to the way they are treated
by others. It ranges from feeling gratitude and intense joy at perceived
expressions of kindness to anger or intense sadness at perceived criticism
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or hurtfulness. Their feelings about others can shift rapidly from love or
admiration to anger or dislike when disappointed or threatened with loss
of esteem in the eyes of someone they value or the threat of losing some-
one. This shift from idealizing others to devaluating them is sometimes
called splitting. Splitting, combined with intense mood disturbances can
undermine relationships with family, friends, and coworkers. Equally
rapid changes can occur in the person’s self-image.

Although they may strongly desire intimacy with others, people with
BPD tend to demonstrate insecure, avoidant, or ambivalent behaviors or
fearfully preoccupied attachment patterns in relationships. Quite often,
the world is viewed as dangerous and malevolent. Romantic relation-
ships are characterized by conflict and increased levels of chronic stress,
as well as by decreased satisfaction on the part of romantic partners. In
addition, people with BPD often have difficulty understanding their own
identity, such as not exactly knowing what they value, prefer, believe,
and enjoy. And they are often unsure about their long-term goals for
relationships and jobs, leading to feeling “empty” and “lost.”

It has been pointed out that in many ways, the traits and tempera-
ments linked to BPD run contrary to gender stereotypes about how men
should be. This may create shame in men with BPD. In order to save
face, these men may deny their insecurity and sensitivity and be willing
to accept a label of “antisocial personality,” “impulse control disorder,”
or “depression” because these disorders sound more manly than bor-
derline personality disorder. These “preferred” diagnoses can provide a
convenient “cover” for the real issues, and some clinicians have resorted
to use MBPD as a diagnostic unit for men afflicted with BPD (Nowinski,
2014).

Spouses of BPD patients often see themselves as walking on eggshells,
trying to please their partners and avoid arguments. “Being married to
someone with BPD is heaven one minute, hell the next,” according to the
spouse of a BPD patient (Mason & Kreger, 2010, p. 11).

Up Close

At age 32, Leonard was confronted by police as they attempted to
remove him from his home. Over the police officer’s voice, he could
hear Susan sob and vyell, “Take him out, please take him out of here!”
This was the second time the police had responded to a 911 call at this
location within the past 10 months. Today’s call had been in response
to Leonard’s violent outburst, which ended with him throwing a chair
across the living room, striking the wall next to the door. Susan told the
officer Leonard had aimed the chair at her when she was trying to leave
the room.
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Susan and Leonard shared a four-year turbulent relationship. It had
been immediate mutual attraction when they met at a friend’s wedding.
Their dating history started on the day of the friend’s wedding, and
six months later they held their own wedding. Leonard worked in an
accounting firm but did not seem very self-assured. However, he liked
it when Susan tried to build up bhis self-esteem by repeatedly telling him
that be was doing very well.

Apparently, Leonard had expected that Susan would spend all ber free
time with him, but Susan did not want to give up seeing ber friends from
time to time. Leonard did not hide bis disappointment, and sometimes,
upon her return home from an evening with ber friends, be tried to put
a guilt trip on ber, pointing out her negligence in considering the signifi-
cance of marriage. On one of those evenings, Susan decided to spend the
night in their little guest room instead of their bedroom. Leonard was
shocked. Several times during the night he got up and walked around
their apartment, mumbling and sighing. The next morning, Leonard
told Susan that he had not been able to sleep without her and that he
felt abandoned by her. Susan tried to reassure him that she loved him,
and she moved her nightgown back into the bedroom before she left
for work.

For a while, things were calm, until Susan decided to meet her friends
again right after work. By the time she came home, Leonard was pac-
ing the floor, accusing her of avoiding his phone calls. It turned out that
Susan had put her cell phone on silent when she was with ber friends,
and Leonard’s calls went to her voice mail. This time Leonard’s emotions
turned to anger. When Susan tried to evade his accusations by going to
the bathroom, Leonard grabbed her arms and stopped her from mov-
ing away, letting his angry voice filled with complaints and accusations
rain down on ber. She finally managed to get free from his grip and went
into the bathroom, locking the door behind her. After her shower she
went straight into the guest room and locked that door. Leonard banged
on the door for a while, yelling angrily, but finally gave up and went to
bed. He apologized the next morning. Leonard’s behavior became more
unstable, begging for love one moment but then, when his requests did
not bring immediate relief, turning to depression, anger, and then to vio-
lent outbursts until the time when Susan called 911.

Theory and Research

Among the stronger symptoms of borderline personality disorder is a
high sensitivity to rejection. The brain’s executive function seems to be
the mediating agent in the relationship between rejection sensitivity and
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BPD symptoms. A group of cognitive processes, such as planning, work-
ing memory, attention, and problem solving might be the mechanism
through which BPD symptoms are impacted by rejection sensitivity. As
demonstrated in a 2008 study, the relationship between an individual’s
rejection sensitivity and BPD symptoms was stronger when executive
function was lower, and, conversely, the relationship was weaker with
higher executive function. This would suggest that high executive func-
tion might help protect individuals with high rejection sensitivity against
the symptoms of BPD. Such findings could be useful when expressed
to the patient during treatment as a possibility for reducing the impact
of the disorder on the individual’s discomfort to some degree.

Findings of another study in 2012 implied that greater impulsivity in
people with BPD might be linked to problems in their working memory.

Two types of parental behavior—neglectful and overprotective—have
been associated with borderline personality disorder. Those studies were
based on retrospective recall of childhood events and, as such, may have
been biased by the effect of psychopathology. However, a community
study, which used more objective information about abuse and neglect
(court records), reported similar findings. In other studies 25-73 per-
cent of patients with borderline personality disorder reported severe
physical abuse.

The relationship between sexual abuse and borderline personality dis-
order has perhaps received the most attention. Upward of 70 percent of
patients reported a history of that type of abuse. These findings led to
the conclusion that trauma is a major etiological factor for borderline
personality disorder. Other evidence, however, does not support such a
conclusion. A meta-analysis of 21 studies involving 2,479 individuals
revealed only a moderate association between childhood sexual abuse
and borderline personality disorder. The conclusion of the literature
reviews suggested that about one-third of patients with borderline per-
sonality disorder reported severe abuse involving an incestuous perpe-
trator, severe sexual abuse, and high frequency or long duration.

It has been pointed out that empirical research revealing the broad
array of features delineating BPD meet the criteria for other personality
disorders as well. This convergence has been used to suggest that the
DSM-IV’s BPD is an artificially circumscribed category to distinguish
it from other diagnoses. Therefore, it appears that the disorder may be
more an indication of severe personality dysfunction than a distinct
diagnostic entity (Berkelowitz & Tarnopolsky, 1993).

Although most personality disorder research has focused on this cate-
gory, some criticism has been expressed, stating that as long as categories
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of mental disorder are based on clinical observation instead of on bio-
logical markers, such as blood tests or imaging findings, validity will
remain weak (Paris, 2008).

John Gunderson at McLean Hospital developed the Diagnostic Inter-
view for Borderline Patients (DIB), which was later revised by Mary
Zanarini (DIB-R) (Zanarini et al., 1989). It is a semistructured inter-
view assessing people’s conditions in the four domains of BPD pathol-
ogy (affective, cognitive, impulsive, and interpersonal). Each domain is
scored separately with a maximum score of 10, and 8/10 being the cutoff
for BPD.

Trait psychologists prefer dimensional models—constructs that
describe continuous variations over sharp categories—and within their
approach, BPD can be described through personality trait profiles rather
than as categories. Their most widely used measure is the five-factor
model of personality (FFM) (Costa & Widiger, 2001) which describes
personality on five broad dimensions: neuroticism, extraversion, open-
ness to experience, agreeableness, and conscientiousness. People with
BPD and other personality disorders tend to have high scores on neuroti-
cism and low scores on agreeableness and conscientiousness.

The fact that most personality disorders tend to be continuous with
normal personality traits is one of the main arguments in support of a
dimensional system, as research in community and clinical populations
usually doesn’t show any sharp separation between pathological and
normal personality traits (Livesley, Jang, & Vernon, 1998). The princi-
ple of continuity between traits and disorders is relevant to most of the
Axis II categories.

While dimensions are good for describing the traits that underlie BPD,
they cannot account for its symptoms, and the disorder cannot be under-
stood without understanding its trait domains (Paris, 2008).

Studies of comorbidity have shown that at some point in their lives,
75 percent of people with BPD meet criteria for mood disorders, espe-
cially major depression and bipolar I. Nearly 75 percent meet criteria for
an anxiety disorder, nearly 73 percent for substance abuse or depend-
ency, and about 40 percent for PTSD. It is noteworthy that less than half
of patients with BPD experience PTSD during their lives because it chal-
lenges the theory that BPD and PTSD are the same disorder.

The types of comorbid conditions in people with BPD show marked
gender differences—a higher percentage of females with BPD meet crite-
ria for PTSD and eating disorders, while criteria for substance-use disor-
ders are met by a higher percentage of males. Criteria for a diagnosis of
ADHD were met by 38 percent of participants with BPD in one study,
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and in another study, 6 of 41 participants (15%) met the criteria for an
autism spectrum disorder.

At some point in their lives, more than two-thirds of people diagnosed
with BPD also meet the criteria for another Axis II personality disorder.
For instance, in a 2008 study, the rate was 73.9 percent. The most com-
mon comorbid Axis II disorders, with a prevalence of 50.4 percent in
people with BPD, were Cluster A disorders, such as paranoid, schizoid,
and schizotypal personality disorder.

Comorbidity rates with other Cluster B personality disorders have an
overall prevalence of 49.2 percent in people with BPD, with narcissistic
being 38.9 percent, antisocial 13.7 percent, and histrionic 10.3 percent.

Research asking study participants to identify various emotional states
from observing human faces and their expressions found that some BPD
patients are unusually sensitive to facial expressions and are particularly
accurate in identifying negative emotions (Frank & Hoffman, 1986),
while other BPD patients were hypersensitive to faces expressing fear
(Wagner & Linehan, 1999), whereas still other BPD patients experi-
enced neutral faces as threatening; with the use of functional magnetic
resonance imaging, the research found that the responses were associ-
ated with increased reactivity in the amygdala (Donegan et al., 2003).

In a special study of men recruited through advertisements in an alter-
native newspaper, it was found that in most respects, men with BPD
were identical to women with the disorder; the only difference was that,
unlike females, 10 percent of the male sample was actively homosexual.

A study focusing on people aged 18 to 35 who committed suicide
revealed that one-third of this cohort suffered from BPD, and many of
the suicides were men who were not in treatment. A correlation between
separation or loss early in life and suicide completion was observed.
However, in a larger study involving 120 patients with BPD, 70 patients
who committed suicide did not confirm the finding of early loss as a
factor; instead, substance abuse seemed to be a predictor of completion.

Some studies have linked the development of personality disorders
with brain abnormalities, which can be identified by brain imaging tech-
niques. For instance, amygdala hyperactivity had been observed in some
cases of borderline personality disorder (Donegan et al., 2003).

It has been observed that in people with borderline personality dis-
order, the hippocampus is smaller, as it is in people with posttraumatic
stress disorder (PTSD), but unlike PTSD, in BPD the amygdala also tends
to be smaller. One study found unusually strong activity in the left amyg-
dalas of people with BPD when they experienced and saw displays of
negative emotions. As the amygdala generates all emotions—pleasant
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and unpleasant—this strong activity could explain the unusual strength
and longevity of sadness, fear, anger, and shame people with BPD experi-
ence and sense in others.

However, contrary to results of earlier studies, individuals with BPD
in another study were observed to show less activation in the amygdala
with increased negative emotionality than the control group, leading to
the explanation that people with BPD seem to be “set up” by their brains
to have strong emotional experiences in their lives.

Other brain abnormalities observed in people with BPD include less
activity in the prefrontal cortex upon recalling memories of abandonment
and elevated cortisol production, indicating a hyperactive hypothalamic-
pituitary-adrenal axis (HPA axis), causing people with BPD a greater
biological stress response, possibly explaining their greater vulnerability
to irritability. An increased cortisol production is also associated with a
greater risk of suicidal behavior.

A 2008 study comparing the brain function of BPD and non-BPD
individuals playing a competitive game showed lesser activity in the BPD
players’ anterior insula, the part of the brain that is involved in emo-
tional responses to all kinds of situations. Scientists speculate that this
demonstrates why people with BPD have problems with trust.

Another study, in 2009, used magnetic resonance imaging to demon-
strate that parts of the brain that were active in healthy people when
responding to disturbing emotional scenes were inactive in those with
BPD. This would indicate that people with BPD are not able to use
those parts of the brain to help regulate their emotions (like healthy
people do), and it may explain why their emotional responses are so
extreme.

Research published in 2013 has highlighted two patterns of brain
activity that may be causing the emotional dysregulation found in BPD.
There seems to be an increased activity in the brain circuits that, when
it is coupled with reduced activation of the brain circuits that normally
regulate these painful emotions, brings about an operative dysfunction
in the frontolimbic regions and is thus responsible for the experience
of heightened emotional discomfort. However, the specific regions vary
from individual to individual, requiring further analysis of more neuro-
imaging studies.

Thought suppression, or conscious attempts to avoid thinking cer-
tain thoughts, was found in a 2005 study to mediate the relationship
between emotional vulnerability and BPD symptoms, but a later study
indicated that the relationship between emotional vulnerability and BPD
symptoms is not necessarily mediated by thought processes. Instead,
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this study found that thought suppression influences the relationship
between an invalidating environment and BPD symptoms.

Other research suggests that opioids may play a role in some person-
ality disorders. For instance, a 2009 study found that people with BPD
had more receptors for opioids in the brain but lower levels of the chem-
icals themselves. Experts have speculated that the self-harm tendencies
of BPD patients may be a result of this imbalance.

Based on studies that have shown that people with BPD have an
increased capacity to read people’s facial expressions, researchers believe
that increased levels of oxytocin, a hormone stimulated by the pitui-
tary gland, may contribute to their heightened reaction to other people’s
moods or emotions. This ability to read the emotions of others may be
an asset in some work situations.

Many studies report that almost 25 percent of people diagnosed with
BPD are women; mental health professionals use this diagnosis more
frequently with women than with men, even when both sexes have the
same symptoms.

A 2010 brain imaging study confirmed research suggesting that peo-
ple with BPD process pain stimuli differently than people without per-
sonality disorders, giving new insight into the reasons behind cutting
and other self-harm behaviors common among BPD patients.

According to some theorists, one of the defense mechanisms employed
by borderline individuals is splitting. BPD persons learn to separate their
“good” selves from their “bad” selves, with the effect that the distance
between these two sources of identity becomes increasingly larger. The
“part objects” (good and bad) are psychological substitutes for the whole
person, who has both strengths and flaws. The idealized self exists in
stark contrast to the villainous bad self, who seems to have no redeeming
qualities. This delusional way of seeing oneself and the world develops
into a habit used to defend the person with BPD from rejection and
disappointment. In reality, however, this defense sets up the borderline
person for repeated disillusionment. As new people enter their lives, the
individuals with BPD first worship them as being perfect, but then, with
time, when they prove to have flaws, they devalue and reject them. At the
same time, individuals with BPD are not aware that their own selves are
split and that they cannot recognize significant portions of their person-
ality. And this makes self-improvement impossible (Bayer, 2000).

In a 2008 study of patients hospitalized for deliberate self-harm, 64
percent of those aged 45 to 74 and 58.5 percent of those aged 15 to 24
were found to have a personality disorder. The most common type of
personality disorder found in the younger group (28.6%) was BPD. As
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mentioned earlier, an estimated 65 to 75 percent of people with BPD
attempt suicide; roughly 10 percent succeed (Bjornlund, 2011).

Treatment

BPD is the most common personality disorder among people in treat-
ment; 30 to 60 percent of patients with personality disorders have a
diagnosis of BPD. However, there has been a history of resistance by
clinicians to making a diagnosis of BPD. This opposition may, in part,
reflect difficulties in treatment. As has been reasoned, BPD is highly
comorbid with other disorders, especially depression, and therefore, the
comorbidity should be treated rather than PBD (Paris, 2008).

About half of all BPD patients experience hallucinations (mostly audi-
tory) as well as other cognitive symptoms, such as subdelusional para-
noid feelings. These clinically important characteristics require specific
management (Yee, Korner, McSwiggan, Meares, & Stevenson 2005).

Currently, the treatment of choice for BPD is long-term psycho-
therapy, in particular, dialectical behavior therapy and psychodynamic
approaches; however, the effects are small. Randomized controlled tri-
als have shown that dialectical behavioral therapy (DBT), developed by
Marsha Linehan specifically to treat BPD, may be an effective treatment
modality. DBT and mentalization-based therapy (MBT), which share
many similarities, seem to be the most effective. DBT combines aspects
from several other treatment approaches with the key element of helping
patients accept themselves as they are. DBT integrates traditional cogni-
tive behavioral therapy (CBT) elements with mindfulness, acceptance,
and techniques to increase a person’s stress tolerance and emotional
control. According to some research, mindfulness meditation may bring
about favorable structural changes in brain structures that are associ-
ated with BPD. In addition, improvement in BPD-characteristic symp-
toms seems to have resulted from mindfulness-based interventions.

Early outcome research of BPD at Chicago’s Michael Reese Hospi-
tal and at McLean Hospital in Boston showed that five-year follow-up
assessments did not reflect any changes in the patients’ conditions.

The Chestnut Lodge study monitored a large number of patients,
establishing a reliable baseline diagnosis. Of the patients treated between
1950 and 1975 at Chestnut Lodge, a small private psychiatric hospi-
tal in Rockville, MD, specializing in long-term residential treatment, 72
percent were followed up an average of 15 years after the beginning of
their therapy. Most patients had improved significantly, with the mean
global assessment of functioning (GAF) score of 64, representing mild
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impairment. It was observed that the BPD patients functioned best in the
second decade after discharge. Only 3 percent of the patients had com-
mitted suicide (McGlasha, 1984; 1986).

In summary, although using different samples and methodology, four
studies published in the 1980s with the 15-year outcome of BPD patients
obtained almost identical results. Concerning the long-term risk of com-
pleted suicide, the 15-year studies showed greater improvement than the
earlier 5-year studies.

A 27-year follow-up study revealed a 10.3 percent rate of completed
suicide, with almost twice as many female patients as male patients
involved. The mean age at suicide was 37.3 years, which indicates that
suicide completions occur late in the course of the illness, even though
attempts at suicide commonly occur in patients in their 20s.

A randomized comparison of group therapy and individual psycho-
therapy for BPD patients, consisting of 25 sessions of weekly therapy,
followed by five biweekly sessions, showed that both conditions led to
significant improvement. During the first five sessions, approximately
30 percent of patients terminated group treatment. Although this rate is
lower than normally reported for treatments of personality disorder, it is
higher than usual for group therapy (Munroe-Blum & Marziali, 1995).

Medications used for personality disorders include antidepressants
for treating impulsivity and anticonvulsant drugs used for borderline
or histrionic patients to help them balance intense emotions and reduce
impulsive outbursts.

According to a 2010 review by the Cochrane collaboration, no medi-
cations demonstrate promise for the core symptoms of BPD, such as
chronic feelings of emptiness, identity disturbance, and abandonment,
although some medications may impact isolated symptoms associated
with BPD or some of the symptoms of comorbid conditions. A more
recent (2017) review, examining the evidence published since the 2010
review, stated that the evidence of effectiveness of medication for BPD
remains mixed and highly compromised by suboptimal study design.

Of the typical antipsychotic medications studied in connection with
BPD, haloperidol was found to possibly reduce anger, and flupenthixol
may reduce the likelihood of suicidal behavior. One trial found that
among the atypical antipsychotics, aripiprazole may be effective in
reducing interpersonal problems and impulsivity.

A 2009 review of BPD individuals’ treatment history revealed that
34 percent of those patients were initially misdiagnosed, and other data
indicate an average lapse of five years between the time when a per-
son reaches out for medical help and the time when BPD is accurately
diagnosed.
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A longitudinal study tracking the symptoms of people diagnosed with
BPD showed that 34.5 percent achieved remission within two years from
the beginning of the study. Within four years, remission was achieved by
49.4 percent of the participants, and 68.6 percent had achieved remis-
sion within six years. By the end of the study, 73.5 percent of the par-
ticipants were in remission. Furthermore, of those who recovered from
symptoms, only 5.9 percent experienced recurrences. Ten years from
baseline, in a later study (during a hospitalization of the subjects), 86
percent of patients were sustained in a stable recovery from symptoms.
But a 2005 study shows that 88 percent of BPD patients no longer met
the criteria for the disorder 10 years after they started treatment.
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CHAPTER 4

Dependent Personality Disorder

Symptoms, Diagnosis, and Incidence

A pervasive and excessive need to be taken care of, combined with cling-
ing behavior and fears of separation, which starts in early adulthood, is
the basic or essential feature of dependent personality disorder (DPD),
formerly known as asthenic personality disorder. The submissive and
dependent behaviors are attempts to elicit caregiving and are based on
the person’s self-perception of not being able to function adequately
without the help of others.

Having great difficulty making everyday decisions without excessive
advice and reassurance, people with DPD tend to be passive, allowing
other people to take the initiative and assume responsibility for most
areas of their lives. This need for assistance from others goes beyond
age-appropriate and situation-appropriate requests for help.

Fear of losing support or approval keeps individuals with DPD from
expressing disagreement with others, especially those they are depend-
ent on. Rather than risk losing the support of people they are dependent
on, individuals with this disorder will agree with issues even if they feel
the issues are wrong. Because of their lack of self-confidence, they have
difficulty initiating projects or doing things independently. Usually they
will wait for others to start a project, believing that others will be better
able to do it. Due to their dependence on others to handle their affairs,
people with this disorder will not learn the skills necessary for independ-
ent functioning, and thus they will perpetuate the path of dependency.
In their intent to ensure assistance, individuals with DPD may go to
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excessive lengths, to the point of volunteering for unpleasant tasks, if
they believe this will secure the needed support.

The end of a close relationship may lead those with the disorder to
urgently seek another relationship to continue to provide the care and
support they need, thus at times becoming quickly and indiscriminately
attached to another caregiving individual. Dependent people suffer from
low self-esteem and may belittle their own abilities. Consequently, pes-
simism and self-doubt are common among these individuals.

Firm evidence about the percentage of men and women who suffer
from this disorder is generally lacking, although in mental health clin-
ics, it is one of the most commonly encountered personality disorders,
occurring at approximately the same rate in men and in women.

Prevalence estimates of DPD based on a probability subsample from
Part IT of the National Comorbidity Survey Replication were 0.6 per-
cent, while data from the 2001-2002 National Epidemiologic Survey
on Alcohol and Related Conditions (NESARC) yielded prevalence esti-
mates of 0.49 percent. Another estimate suggests that approximately
1 percent of the general adult population suffers from DPD, with women
developing the problem more frequently than men (Torgersen, Kring-
len, & Cramer, 2001). One source reported a 0.6 percent occurrence of
DPD in women as compared to 0.4 percent in men (Beitz, 2006). Other
studies report similar occurrence rates among males and females, but
in clinical settings, this disorder has been diagnosed more frequently
in females than in males. However, according to some research, this is
largely due to behavioral differences in interviews and self-reporting
rather than an actual difference in prevalence between the sexes (Born-
stein, 1996).

Timeline

1913 Emil Kraepelin characterized the dependent individual as
“shiftless” in his book Psychiatrie: Ein Lebrbuch (Psychia-
try: A Textbook).

1923 K. Schneider referred to dependent persons as “weak-
willed” in Die psychopathischen Personlichkeiten (The
Psychopathic Personalities). This negative view was propa-
gated by early psychoanalytic theorists.

1927 K. Abraham wrote “The Influence of Oral Criticism on
Character Formation.”




Dependent Personality Disorder 69

1945 O. Fenichel wrote The Psychoanalytic Neurosis (New York,
NY: W. W. Norton).

1945 Karen Horney described dependent persons as having a
pervasive feeling of their own weakness and helplessness,
their self-esteem rising and falling with the approval and
disapproval of others.

1947 Erich Fromm provided a more articulate description of the
dependent personality.

1947 Harry Stack Sullivan described dependent persons as obe-
dient children of dominating parents.

History

The former name of this disorder was asthenic personality disorder,
from the Greek word astheneia, meaning weak, indicating a lack or loss
of strength.

Within classical psychoanalytic theory, the conceptualization of
dependency is directly related to Freud’s oral psychosexual stage of
development. It was thought that frustration or overgratification resulted
in an oral fixation and in an oral type of character, marked by feeling
dependent on others for nurturance and by behaviors representative of
the oral stage. The focus on a drive-based approach of dependency was
changed in later psychoanalytic theories to the recognition of the impor-
tance of early relationships and establishing separation from the early
caregivers. As the exchanges between the caregiver and the child become
internalized, the nature of these interactions becomes part of the con-
cepts of the self and others.

Many researchers—Kraepelin in 1913, Schneider in 1923, Abraham in
1927, Fenichel in 1945, and others—had discussed at length the clinical
implications of exaggerated dependency needs. Later theoreticians and
clinical researchers suggested that dependency may be a risk factor for
certain psychological disorders, hypothesizing links between dependency
and depression. But the concept of the dependent personality was given
only passing mention in the DSM-I. Actually, the DSM-I precursor of DPD
was a subtype of the passive-aggressive personality, identified as “passive-
aggressive personality, passive-dependent type.” Strangely enough, the
concept of the dependent personality received even less attention in the
DSM-II. Finally, researchers conceptualized exaggerated dependency
needs as a form of psychopathology in and of itself. It was not until the
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DSM-IIT and the DSM-ITIR that a full-fledged diagnostic category of
DPD was included. The nine symptoms required for a diagnosis of DPD
fall into two broad areas: behavioral and affective (Bornstein, 1993).

In the 1950s, some researchers suggested that exaggerated or unex-
pressed dependency needs would result in the individual’s risk for
physical illness. Alexander’s (1950) work on the psychodynamics of
psychosomatic disorders indicated that when the expression of depend-
ency needs or aggressive impulses was blocked, the individual faced the
risk for various physical illnesses. It was hypothesized that unexpressed
dependency needs would lead to persistent stimulation of the parasympa-
thetic nervous system, which, in turn, would increase the likelihood that
the person might develop disorders such as ulcers, colitis, and asthma.

Historically, the concept of dependency has been of interest to social
psychologists as well as to clinical psychologists, as social researchers
have conducted many studies focusing on the relationship of depend-
ency to interpersonal perceptions, beliefs, and behaviors. For instance,
social dependence has been defined as a situation where some other per-
son controls or possesses resources that the dependent person sees as
necessary for him- or herself (Strong et al., 1992).

Much like clinical psychologists, social psychologists tend to regard
dependency primarily in negative terms, viewing the dependent person
as mainly interested in avoiding responsibility and interpersonal conflict.
In exchange for their sense of helplessness, dependent persons try to
compensate by occupying a lower status or a follower position.

Development and Causes

The cause of DPD is not known, but it is believed to be a combination
of biological and developmental factors. For instance, people exposed
to authoritarian or overprotective parents, chronic physical illness, or
separation anxiety during childhood seem to be more likely to develop
dependent personality traits. In comparing DPD to other personality dis-
orders, some opinions indicate that DPD appears to be more environ-
mentally influenced (Bjornlund, 2011). However, a 2012 study estimated
that between 55 percent and 72 percent of the risk of the condition is
inherited from one’s parents (Gjerde et al., 2012).

Socialization practices regarding the expression of dependency needs
vary among different cultures according to gender differences. For
instance, it has been noted that dependency in adults seems to indicate a
level of immaturity (Ainsworth, 1969). Other assertions regard depend-
ency as devalued and pathologized and to be “linked with symbiosis,
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weakness, passivity, immaturity and is attributed to women, children,
and persons perceived as inadequately functioning” (Siegel, 1988,
p. 113). However, in other countries, such as Japan and India, both boys
and girls are encouraged to express dependency needs openly (Kob-
ayashi, 1989; Bloom, 1982).

Parenting behaviors and attitudes characterized by overprotectiveness
and authoritarianism tend to result in an increase of dependent traits in
their children. These parenting traits can limit the children from devel-
oping a sense of autonomy while teaching them that others are powerful
and competent (Simonelli & Parolin, 2017). It is important to note that
in general, parental behavior patterns such as permissiveness, conform-
ity, overprotectiveness, and authoritarianism, as well as abusiveness and
neglect, are associated with reinforcement of passive, dependent behav-
ior in children and with the discouragement of independent, autono-
mous functioning.

On the other hand, just as parental overprotectiveness and authoritar-
ianism can prevent children’s trial-and-error learning that is so impor-
tant for the development of their sense of self-confidence, so can parents’
unrealistic independence and achievement expectations result in the
child’s continuing to exhibit high levels of passive-dependent behavior
through the middle and late childhood years.

Studies assessing the relationship between dependency and popular-
ity in schoolchildren have produced highly consistent results. In every
study, dependency was associated with a lack of popularity and social
acceptance by the dependent child’s peers (Bornstein, 1993). So it would
appear that once the dependency roots have been established in the
child’s home environment, they are likely to continue through the years
of school and beyond.

Traits related to DPD, like most personality disorders, emerge in child-
hood. Findings from the NESARC study indicated that 18- to 29-year-
old individuals have a greater chance of developing DPD. Children and
adolescents with a history of physical illnesses and anxiety disorders
seem to be more susceptible to acquiring DPD (Nolen-Hoeksema, 2014).

Individuals who experience traumatic events early in life, such as
neglect and abuse or serious illness, can have an increased likelihood
of developing personality disorders, including DPD, later in life. This
is especially prevalent for those individuals who also experience great
interpersonal stress and poor social support (Simonelli & Parolin, 2017).

As suggested by a 2004 twin study, there is a heritability of 0.81 per-
cent for developing DPD. This is regarded as significant evidence that
this disorder runs in families (Coolidge, Thede, & Jang, 2014).
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Effects and Costs

Excessive dependence on others renders a person with DPD susceptible
to experiencing additional problems, such as depression, bipolar disor-
der, panic disorder, generalized anxiety disorder, bulimia, and social pho-
bia. The pessimism and lack of self-confidence experienced by people
with DPD keeps them from making decisions in their own best interest
and setting and achieving goals other than to be taken care of. In their
intimate relationships, individuals with DPD will leave major decisions
to their partners due to their fear of displeasing them and being aban-
doned by them. This will prevent them from achieving the fulfillment of
their own goals and wishes. In their role as parents, people with DPD
will most likely fail to be inspiring, self-confident, and competent exam-
ples for their children, and the risk of passing on their distressing condi-
tion to their children is significant as children tend to copy their parents’
behaviors, and they may incorporate the parents’ inability to function
adequately without the help of others into their own personalities.

Furthermore, the fear of being alone and abandoned leaves those
with DPD at risk of entering into and remaining in physically and/or
mentally abusive relationships due to their willingness to tolerate mis-
treatment from others rather than be abandoned by them. Furthermore,
an increased risk of suicide has been found among people with depend-
ent personality disorder (Chioqueta & Stiles, 2004).

As has been demonstrated in many correlational studies assessing the
relationship between individuals® dependency needs and the presence of
depression, there is a significant positive relationship between levels of
dependency and levels of depression. Thus, in addition to struggling with
the effects of DPD, sufferers may experience the additional pain associ-
ated with depression.

Furthermore, psychoanalytic theory hypothesizes that dependency
needs should be associated with a risk for obesity and a risk for eating
disorders because dependent individuals tend to rely on “oral” activities
to cope with the anxiety related to unfulfilled dependency needs.

Observations regarding the relationship of dependency to interper-
sonal sensitivity seem to indicate that as a group, dependent individuals
tend to be highly skilled at decoding subtle interpersonal cues (Masling,
Schiffner, & Shenfeld, 1980). Because the dependent person’s “core”
motivation is to obtain and maintain nurturant, supportive relation-
ships, good social skills should be associated with success in finding sup-
portive, helpful protectors. But, in turn, the presence of these protective
supporters recapitulate for the dependent person the earlier parent-child
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relationship that led to the dependency in the first place. Thus, the mere
presence of the new nurturant protector serves to reinforce the depend-
ent person’s “helpless” self-concept. And, as the dependent person with
less effective social skills will be less successful in obtaining supportive,
protective relationships, this in turn will lead to increased anxiety and
stress.

In Society

Social relations tend to be limited to those few people on whom the
individual is dependent. Any criticism and disapproval of people with
DPD will be taken as proof of their worthlessness, and they lose faith in
themselves and become even more dependent on others.

As individuals with DPD generally avoid taking on adult responsibili-
ties by acting passive and helpless, their social interactions will usually
occur while in the company of a spouse or friend. Otherwise, they might
be a shadow at the periphery of a gathering or attempting to find a
“rescuer” to hold on to. Others may feel uncomfortable in the presence
of those afflicted with DPD because their avoidance of expressing an
opinion (for fear of losing the support and approval of those around
them) leaves others with the impression they don’t really know the per-
son with DPD.

The dependent behaviors of people with DPD occur consistently
across different situations and settings, leading social perceivers to attrib-
ute the dependent behaviors to internal (dispositional) rather than to
external (situational) cues. And even in situations where an individual’s
dependent behavior is clearly caused by the event, perceivers will most
likely infer that the behavior reflects the person’s underlying depend-
ency needs. Therefore, regardless of the situation, the dependent person
will be viewed and treated by others in terms of the person’s “obvious”
dependency needs. Their easily recognizable dependency needs become
a social cue by which to recognize individuals with DPD.

Rather than risk losing the help of those to whom they look for guid-
ance, dependent individuals’ inability to function independently will
lead them to agree with things or situations that they feel are wrong.
The consequences could be costly.

Up Close
When it came time to apply for college, Amanda was at a loss. Most of
her friends and classmates had already made their choices and applied
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to various colleges in different states. But Amanda could not conceive of
leaving home. How would she be able to take care of her needs? How
would she decide what outfits to wear to different occasions? All ber
young life, she had relied on her mother and older sister, Eva, to guide
her in those matters. As Eva married her boyfriend soon after gradua-
tion from high school, Amanda could not count on her sister for advice
at college away from home. But Eva suggested that Amanda attend a
local community college for the next two years to prevent the need for
out-of-state tuition costs. As usual, Amanda was grateful to Eva for her
guidance. It was difficult enough to get used to a new educational envi-
ronment; at least she did not have to worry about having to live with
strangers, and she still had the help and guidance of her family.

Two years later, after graduation from community college, Amanda’s
anxiety rose to an unbearable level; she faced the same problem: how
could she function away from home? Again, Eva, a mother by now,
had the solution. Amanda could apply at the local hospital for bealth
care—related training. Again, Amanda followed Eva’s advice and became
increasingly more dependent on her. What would she do without her
older sister? Amanda asked berself. “Never leave her” was the obvious
answer. Again, her fears of leaving her home environment were rein-
forced, and she became a reliable employee at the hospital. In her free
time, Amanda helped her aging parents and spent time with Eva and her
growing family.

During adolescence, Amanda had discovered that eating helped her
cope with the increasing anxiety she experienced in any situation that
involved change or interactions with others except immediate family
members. As her body size increased, her chances of dating any of the
local boys and young men decreased. Even girlfriends seemed to have
less time to spend with Amanda. She feared that they did not want to
be seen with her, but she never confronted them about it; it was just too
embarrassing. Her increasing obesity made Amanda even more depend-
ent on her family. Her bouts with depression were dealt with through
the use of medication, easily obtained from some of the hospital’s physi-
cians. When Amanda’s mother died, leaving Amanda with her father in
the family home, Amanda was at a loss about assuming responsibility
for bim and herself. She expressed suicidal ideation to the physician who
provided the antidepressant medication. He, in turn, with Amanda’s per-
mission, communicated with Eva, who by now was the mother of three
lively children. During the family discussion, the decision was reached
to sell the old family home and add two bedrooms and a bathroom to
Eva’s current home to accommodate Amanda and their father. Thus,
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Amanda’s life became even more intertwined with her family’s life, leav-
ing no need for additional relationships except those of a superficial
nature within her job environment.

At Work

Many individuals with DPD will not begin tasks, because they believe
others could probably do better with those tasks. Even if they have the
ability to carry out a job, rather than perform the job activities inde-
pendently, they will often present themselves as inept. And by avoiding
challenges, they give up opportunities to learn more (Bayer, 2000). Their
difficulty with initiating projects or doing things on their own is due not
so much to a lack of motivation or energy but rather because of a lack of
self-confidence in their own judgment or abilities. Desperately wanting
the support of others, individuals with DPD will often volunteer to do
things (job tasks) that are unpleasant.

These individuals, feeling incapable of making decisions, may rely on
others, such as parents, in their contemplations what types of jobs to
apply and/or train for, with the result of entering employment they don’t
actually enjoy. And at times being unable to even make simple deci-
sions, such as whether or not to take an umbrella along or what to wear,
they may encounter difficulties making decisions about their job-related
wardrobe.

Of interest in work settings may be the results found when a peer
rather than a figure of authority functioned as experimenter in a verbal
conditioning study; an effect of dependency on responsiveness to verbal
reinforcement was obtained. As observed in other research, dependent
individuals are more responsive to figures of authority than peers in ver-
bal conditioning experiments (Cooperman & Child, 1971).

Up Close

As the youngest of three brothers, Richard had always been dependent
on his brothers for most decisions, such as what sports to participate
in, what teachers to like through his school years, even what types of
clothes and shoes to wear. His brothers had the answers to everything—
or so it seemed. In his senior year in high school, he even dated Joyce,
the younger sister of the girl his next older brother dated. Even though
his brothers teased him about wanting to be part of all their activities,
Richard swallowed his hurt feelings and insisted on hanging onto them.
Although Joyce agreed to be his prom date, she broke up with Rich-
ard soon after that because of his clinging bebhavior. And, as she said,
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their relationship was going to end anyway because she was planning to
attend college in a different state. Richard was heartbroken and clung
even tighter to his brothers.

He did not apply to any college, not even being sure of what bhis future
work life should look like. In the meantime, his oldest brother, Anthony,
had joined a local construction firm. What better opportunity for Rich-
ard than to join bis brother’s workplace? He was permitted to work
under his brother’s close supervision. Richard was grateful and followed
his brother’s every decision and order. Having his brother take on the
responsibility for Richard’s performance seemed to assure Richard’s
future life situation.

Anthony was ambitious and planned to have his own construction
company some day. He shared some of his dreams with Richard and
promised him that there would always be a place for Richard as long as
he remained loyal to Anthony.

Anthony, newly married and soon to be a father, had started on the
creation of his new home. It occurred to him that some of the company’s
materials seemed perfect for his future home. He enlisted Richard’s help
in appropriating various of the company’s building materials. Richard
was shocked; this was theft! But if Anthony needed those materials,
Richard had to make sure he got them. He could not let his brother
down; besides, Anthony would get him fired and abandon him if be did
not do what was expected of him. Richard could not conceive of a life
without Anthony’s guidance and support. Choosing between the loyalty
he owed his employer, the construction company, and the risk of aban-
donment by his brother, Richard sacrificed his obligations and responsi-
bility to his employer.

In Relationships

Although individuals with DPD try hard to please others, they often do
not have close, satisfying relationships in which their own needs are met
(Overholser, 1996). As stated earlier, individuals with DPD, with their
dependency on others, tend to have difficulty making the best decisions
for themselves because of their fear of losing the approval of those around
them. As part of their dependency, they tend to place the needs and opin-
ions of others above their own and engage in passive and clingy behavior,
which in long-term relationships can lead to stressful interactions.

In addition, people with DPD are often pessimistic in their outlook on
life. They tend to expect the worst out of situations and steadfastly hold
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onto the belief that the worst will happen. This pessimistic attitude can
destroy the overall mood in close relationships (Beitz, 2006).

Some researchers have hypothesized that in romantic relationships,
dependency would be associated with increased commitment because
the dependent person is very much concerned with maintaining close
ties to supportive, nurturing figures (Simpson & Gangestad, 1991). On
the other hand, if an important relationship ends, desperation to fill the
void overwhelms dependent personalities. They are frantic to find a new
friend or lover and often don’t choose carefully enough—and, hence,
end up in a disastrous new relationship. Because of their intense fear of
abandonment, individuals with DPD often show a willingness to toler-
ate mistreatment and abuse from others (Cleveland Clinic News and
More, 2017). On the other hand, their need for care and support can
lead to abusive behavior, intimidation, and violence in some men. This
kind of dependency may be reflected by a jealous man who abuses his
wife or partner. Dependent men are at risk of becoming abusers when
fearing that the partner is about to leave.

Thus, within relationships, dependency can be a risk factor for abu-
sive behavior in at least two ways. One of the risk factors reflects the
“social cue” aspect of dependency, such as dependency exhibited by
a nonworking spouse, while the other risk factor is connected to the
dependency needs of a potential abuser. In this way, both “provider” and
“providee” dependency may be involved in child, parental, and spousal
abuse (Bornstein, 1993).

Up Close

Growing up loved and protected by her parents and older brother, Cyn-
thia was not used to making decisions or assuming responsibilities for
more than her school attendance and which friends to play with. Her
father was a self-made business owner who enjoyed spoiling his family
with the rewards from his business. “What else is money for if not to
make your family bappy?” he used to say. Cynthia’s mother was pleased
with her husband’s position as the kind, generous head of the family.
Greg, the oldest child, was expected to take over the family business
when his father was ready to retire, and, as would be expected, be had a
close relationship with bis fatber.

Although not ambitious, Cynthia kept up with her schoolwork. She
always sat next to the same friends and was rarely seen alone. Cynthia’s
toys resembled those of her friends, and so did her clothes. It was one of
Cynthia’s ways to avoid expressing disagreement.
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Cynthia’s father jokingly described his family as consisting of two
beauties and two brains, with Cynthia’s mother and Cynthia being the
beauties.

When it came time for Cynthia to think about her professional future,
her mother suggested that she become a dental hygienist, which would
allow her to change her schedule to accommodate ber changing fam-
ily needs. This sounded like good advice as Cynthia had started dating
Mark, ber brother’s best friend.

Mark adored Cynthia, and during their marriage, he treated her in
many ways like ber father and brother had done. Cynthia found employ-
ment at a local dental office, and the young couple prepared to start a
family. Cynthia was two months pregnant when Mark died in an auto-
mobile accident on his way home from a business trip.

Cynthia was crushed. She could not move back in with her parents,
because they had already made commitments to move into a retirement
community in Florida. Greg, her brother, had married, and he and his
wife promised to help Cynthia in ber grief and adjustment to becoming
a single motbher.

Through ber work Cynthia met Harold, a pharmaceutical representa-
tive who paid regular visits to the dental office and other medical clinics
in the same office building. Harold was charming and attentive and con-
vinced Cynthia that meeting for a cup of coffee would be good for both
of them, as he still was working through some disappointment from his
divorce. Their meetings increased in frequency, and Harold eventually
disclosed that bhis feelings for Cynthia went deeper than friendship.

With her pregnancy progressing, Cynthia’s anxiety about the respon-
stbility of raising her child by herself increased. Harold proposed mar-
riage, suggesting to Cynthia that it would be best for the child and
Cynthia if they got married before the birth of the child, so that the child
would have two parents from the beginning. Later, when the child was
old enough to understand the situation, they would tell the child about
the real father. Although shocked at first, Cynthia agreed with Harold’s
proposal as a solution to her problem.

In a quiet ceremony, Cynthia and Harold got married before Cynthia
gave birth to her daughter. This marriage was different from ber first
marriage. Although—as before—her husband made all the decisions,
Harold’s personality was not as gentle as Mark’s had been. Harold’s
basic belief that men were the rulers of their families was strengthened
by the entitlement he felt for having saved Cynthia from the fate of being
a single parent. Cynthia did not dare express disagreement. She tried her
best to quietly fulfill Harold’s expectations, but her increasing anxiety
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impaired the quality of her chores at home as well as her performance
at her job. Harold’s expressions of disappointment in Cynthia’s perfor-
mance became stronger over time and finally included physical punish-
ment. Cynthia did not complain; she was afraid that Harold would leave
her. She did not even tell Greg about the abuse until the day Harold beat
her in front of ber little daughter, who started screaming hysterically and
would not stop.

Theory and Research

Psychodynamic theories suggest that unconscious emotional conflicts
and the unconscious defenses against them shape individuals’ personal-
ity traits. And it is thought that dependent personalities are defending
themselves against unconscious hostility. They feel the need to ward off
this emotion, which was originally directed against overbearing parents.
As a result, these individuals submit to others as a way to avoid showing
or even acknowledging anger.

Because the concept of dependency is of interest to researchers in many
different areas, numerous measures of dependency have been devel-
oped since the late 1940s. Among the different measures, interpersonal
dependency scales tend to utilize an objective format, requiring subjects
to respond to direct questions regarding dependent thoughts, feelings,
and behaviors. The test items in these scales consist of a series of self-
statements, with the majority employing a true-false format, although
a few of them use Likert-type ratings, asking subjects to declare which
statements in particular test items apply to them. In general, objective
interpersonal dependency measures have high face validity, meaning that
they are obviously tapping dependency-related traits.

On the other hand, objective oral dependency measures, while utilizing
the same self-statement format that the objective interpersonal depend-
ency measures do, require subjects to respond to questions regarding
preoccupation with food, eating, and other “oral” activities—because
they are closely tied to psychoanalytic theory—in addition to questions
concerned with dependent thoughts, feelings, and behaviors.

Both objective interpersonal and objective oral dependency scales
yield several dependency-related subscale scores in addition to a global
dependency score. Most of these subscales were developed using factor
analysis or cluster analysis.

In contrast to objective dependency scales, projective dependency
measures require individuals to respond to ambiguous stimuli, such as
inkblots or drawings. Individuals’ responses are scored by experimenters
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for either dependent or oral dependent content. The ambiguity inherent
in projective dependency measures can be seen as a strength because
subjects are not aware of the type of information the experimenter
plans to draw from their responses. Their low face validity makes pro-
jective dependency measures relatively immune from self-report and
self-representation biases. But there is a limitation. These scales gener-
ally provide only a single, global index of level of dependency. In addi-
tion, a number of interview and rating measures have been developed
(Bornstein, 1993).

Regarding the epigenesis of dependency, studies can be divided into
two areas. Several researchers have tested the psychoanalytic hypothesis
that childhood, adolescent, and adult dependency can be traced to feed-
ing and weaning experiences during infancy. Taking a somewhat broader
view, other researchers have examined the relationship between various
aspects of the parent-child relationship and later dependency.

One of the most important determinants of the specific form that
dependency strivings will take in males and females has been determined
to be sex-role socialization. Traditional sex-role socialization practices
lead men to express dependency needs indirectly—often turning to phys-
ical violence—and lead women to express dependency needs in a more
direct and overt manner.

The long-held assumption that women are more dependent than
men may require a closer look. It appears that the likelihood that sex
differences in dependency will surface in any given study is a func-
tion of the type of dependency measure used in that investigation. For
example, it was found that when self-report measures of dependency
are used, most studies examining gender differences in adult depend-
ency resulted in significantly higher levels of dependency in women
than in men. Schoolchildren also showed similar gender differences in
dependency with self-report measures. However, with the use of pro-
jective measures of dependency, researchers typically find that men
and women (and boys and girls) exhibit similar levels of dependency.
These patterns were found in both nonclinical subjects and psychiatric
patients (Bornstein, 1993).

As women in their self-reports seem to view themselves as more
dependent than men, the intuitive suggestion might indicate a cultural
basis, such as sex-role socialization. It is of interest that similar gender
differences on self-report dependency measures are found in American,
British, German, Japanese, and Indian subjects (Bornstein, 1993).

Studies that were assessing the relationship of dependency to sex-
role orientation revealed results that clearly support the hypothesis that
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the overt expression of dependency needs in both men and women is
a function of the degree to which individuals ascribe to traditional sex
roles.

Among studies focusing on various personality dimensions that predict
risk factors for physical illness, a correlation of .35 was found between
level of dependency assessed at age 20 and global physical illness ratings
obtained at age 50 (Vaillant, 1978). In general, research findings indi-
cate that level of dependency is at least as strong a predictor of risk for
physical illness as other theoretically related personality traits. Actually,
dependency may be a better risk predictor for disease than other traits.
But what is the mechanism by which dependency increases a person’s
risk for physical problems? Some hypotheses have focused on the likeli-
hood that dependency—when coupled with events in the environment
that activate feelings of helplessness and dependency—puts a person at
risk for a variety of physical illnesses. In other words, a type of “relation-
ship anxiety” may play a role in mediating the dependency-disease link
(Greenberg & Bornstein, 1988).

Important implications for a dependency-affiliation relationship
have emerged from a study involving 241 unmarried, monogamous
couples. Each subject provided three pieces of information: a self-
report of level of dependency, a rating of his or her commitment to
the relationship, and an estimate of his or her partner’s degree of
commitment to the relationship. The findings from this investigation
revealed that there was a significant positive correlation between level
of dependency and degree of commitment to the relationship in both
men and women. There was also a significant positive correlation
between level of dependency and estimates of the partner’s degree of
commitment to the relationship in men and in women. This means
that dependency is not only associated with increased commitment
in romantic relationships, but also that level of dependency predicts
subjects’ perception of their partner’s commitment to the relationship
(Simpson & Gangestad, 1991).

The outcomes of studies concerned with the dependency-help-seeking
relationship raised questions about how the behavior of dependent indi-
viduals might be affected when they are forced to work independently
while knowing that their performance would be evaluated by author-
ity figures. Experiments examining the relationship between dependency
and performance anxiety in laboratory problem-solving situations and
field studies investigating the relationship between dependency and aca-
demic performance revealed varying outcomes, but overall, they were
consistent with the hypothesis that dependency is associated with high
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levels of performance anxiety in laboratory settings when subjects are
required to work independently (Bornstein, 1993).

Focusing on dependency and academic performance, another study
used a mixed sample of 107 10th graders and found a strong relationship
between dependency and underachievement (Tesser & Blusiewicz, 1987).

Another aspect of dependency-related behavior of interest to research-
ers has been the link of dependency and treatment duration. Several stud-
ies have indicated that dependent individuals tend to remain in treatment
longer than do nondependent individuals. The underlying presumption
was that the dependent person is reluctant to give up the patient-caretaker
relationship. The effects of patient dependency to treatment duration
were statistically significant as long as the treatment consisted of inpa-
tient treatment at hospitals; but studies of the dependency-treatment
duration relationship in outpatients have yielded more mixed, inconclu-
sive findings (Bornstein, 1993).

It should be noted here that research on the developmental, social, and
clinical aspects of dependency has examined the effects of exaggerated
dependency needs on some other dimension of behavior and thereby
differs from research focusing on dependent personality disorder where
most studies are concerned with the prevalence of DPD in various sub-
ject groups, on the relationship of DPD to other psychological disorders,
and on the reliability of DPD symptoms and diagnoses.

Of interest regarding the theoretical basis of DPD is the Psychody-
namic Diagnostic Manual (PDM), which approaches DPD in a descrip-
tive, rather than prescriptive, sense. The PDM distinguishes between two
different types of dependent personality disorder: the passive-aggressive
and the counter-dependent types (Simonelli & Parolin, 2017).

The PDM-2 follows a prototypic approach, using empirical meas-
ures like the SWAP 200, a diagnostic tool developed with the goal of
overcoming certain limitations. In the context of the SWAP-200, DPD
is considered a clinical prototype rather than discrete symptoms, and it
provides composite description characteristic criteria, such as personal-
ity tendencies (Simonelli & Parolin, 2017). The PDM-2 approach was
influenced by a developmental and empirically grounded perspective and
is of particular interest when focusing on DPD, claiming that psychopa-
thology arises from distortions of two main coordinates of psychological
development, namely, the anaclitic/introjective and the relatedness/self-
definition dimensions (Simonelli & Parolin, 2017). The anaclitic per-
sonality organization in individuals exhibits difficulties in interpersonal
relatedness, whereas the introjective personality style is associated with
problems in self-definition (Simonelli & Parolin, 2017).
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According to behavioral and social learning theory, two kinds of
learning—conditioning and reinforcement—function in children’s devel-
opment of habits that constitute personality. Based on this model, chil-
dren who are rewarded for making excessive demands for care may
develop a dependent personality. Parents who are inconsistent may leave
children with the lesson that they cannot control their own lives.

Cognitive psychology explains dependency as a result of the way
people think about themselves and others. Dependent personalities tell
themselves that they are powerless, facing others who are powerful. A
study of psychiatric outpatients investigating the relationship within
Cluster C personality disorders and suicide attempts found that only
DPD was associated with suicide attempts (Chioqueta & Stiles, 2004).

Studies have reported strong relationships between people with DPD
and alcohol and drug problems, especially for men (Grant et al., 2004).
And over 50 percent of people with DPD showed comorbidity with
avoidant, obsessive-compulsive and/or borderline personality disorders,
according to a 2010 study (Bjornlund, 2011).

Signs of dependent personality can be observed in brief encounters
with strangers, according to a 2006 experiment. Nearly 100 women,
half of them psychology students and half of them recruited through an
advertisement, were asked to participate in improvised skits confront-
ing a waitress who had served the wrong order, a friend asking for a
personal loan, and a persistent door-to-door salesman. Observers, asked
to judge the women on how well they stood up for themselves, noted
that both dependent and avoidant personality traits were linked to low
assertiveness, but for different reasons. Women with dependent traits
were afraid they would not be liked, whereas the women with avoid-
ant personality traits regarded their own needs as unimportant (Leising,
Sporberg, & Rehbein, 2006).

Some types of personality disorders appear more vulnerable to being
victims of violence, as shown in a 2009 study. Researchers were explor-
ing whether people with DPD were at greater risk of being abused by
their spouse. They worked with a sample of 305 participants receiving
outpatient services for physical abuse and found that, indeed, people
with DPD suffered spousal abuse more often than people with other
personality disorders or people with no personality disorder (Bjornlund,
2011). But despite what has generally been assumed, studies have not
revealed a high rate of dependent personality among abused women.
Although many of these women exhibited dependent traits, it was mainly
due to their being terrorized, isolated, economically dependent, or wor-
ried about their children. However, when considering the most severely
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abused women as a separate group, there is some evidence that depend-
ent personality is more common. This may be because such women are
more vulnerable to begin with, or they may find it more difficult to leave
even when that would be the best choice for them (Harvard Mental
Health Letter, 2007).

Psychologist Theodore Millon conceived of five adult subtypes of
dependent personality disorder. According to this classification, any
dependent individual may exhibit none or one of the following sub-
types: disquieted-dependent, selfless-dependent, immature-dependent,
accommodating-dependent, and ineffectual-dependent. In their various
descriptions, the subtypes appear to share features of other personal-
ity disorders. For instance, the disquieted-dependent subtype includes
avoidant features, while the accommodating-dependent subtype includes
histrionic features, and the ineffectual-dependent subtype is thought to
share features with schizoid personality disorder (Millon, 2006).

There are also similarities between individuals with DPD and those
with borderline personality disorder, as both exhibit a fear of abandon-
ment (Murphy & Cowan, 2009).

Treatment

Many people with DPD do not seek out treatment, and those who do
will wait until the disorder starts to significantly interfere with their
daily lives. Usually that happens when the person’s coping resources
are stretched too thin to handle any stressful situations (Bressert,
2017). Generally, people with DPD are treated with psychotherapy
with the main goal of making individuals more independent and assist
them in forming healthy relationships with the people around them.
This usually requires improvement of the individuals’ self-esteem and
confidence.

Various types of psychotherapy are of help for this condition. In psy-
chodynamic therapy, patients are led to explore past relationships that
fostered dependent behavior, and they learn to understand how these are
reflected in internalized images of themselves and others, including the
therapist. Cognitive therapy is helpful in focusing on the patient’s think-
ing patterns, exposing and correcting unrealistic judgments based on
false underlying beliefs. Behavioral therapy would address the patient’s
behavior patterns, trying to alter cause-effect relationships and incen-
tives that promote compulsive care-seeking—all meant to help individ-
uals gain greater assertiveness and social skills. During the beginning
stages of therapy, patients may try to shift all responsibility for decisions
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and changes to the therapist. Joint therapy with family members can also
be helpful in resolving relational problems.

Recovery for any disorder depends on changing entrenched atti-
tudes and behaviors, and people often feel worse before they feel better.
Some disorders seem to be more resistant to treatment than others, and
research indicates that the elements of DPD may be particularly resistant
to change because human interdependence generally continues through-
out life for most. The goal of therapy is to reduce the exaggerated level
of helplessness that individuals with DPD exhibit. A therapist may be
able to help individuals just enough so that a personality disorder turns
into a personality type—polite, agreeable, respectful of others and their
opinions, disliking solitude, and preferring to be a follower rather than
a leader.

Medication is not necessarily used as a primary treatment for DPD,
but antidepressants, sedatives, and tranquilizers may be used in conjunc-
tion with other psychiatric conditions, such as depression and anxiety
disorder, but it does not treat the core problems caused by DPD.
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CHAPTER 5

Histrionic Personality Disorder

Symptoms, Diagnosis, and Incidence

Histrionic personality disorder (HPD) lies in the dramatic cluster of per-
sonality disorders. Its essential feature is a pervasive and excessive emo-
tionality and attention-seeking behavior, a pattern that starts in early
adulthood and is present in a variety of contexts.

People with HPD often exhibit lively, dramatic behaviors in order
to draw attention to themselves because they feel unappreciated and
uncomfortable when they are not the center of attention. Initially they
may charm new acquaintances with their enthusiasm or flirtatious-
ness, but with their continuous demand for attention, those qualities
lose their charm over time. In clinical settings, these individuals may
provide dramatic descriptions of their physical and psychological symp-
toms, they might bring gifts for the clinician, and overall exhibit flat-
tering behaviors. Their general appearance and behavior may often be
sexually provocative or seductive, not only when interacting with per-
sons they may have a romantic interest in but also in a wide variety of
interactions within social, occupational, and professional relationships.
Individuals with this disorder are overly concerned with their appear-
ance and expend excessive amounts of energy and money on clothes and
grooming—all with the goal to impress others with their appearance. It
has been observed that as they age, some people with HPD change their
seduction techniques to more maternal or paternal styles (Arthur, 2010).

The speech of those afflicted with HPD is often excessively impres-
sionistic without regard to detail. Though they express strong opinions
with dramatic flair, the underlying reasons may remain vague and dif-
fuse, lacking supporting facts and details in the emotionally exaggerated
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comments of those with HPD. Their excessive public displays of emo-
tion may become sources of embarrassment for friends and acquaint-
ances. But despite the excessive display, their emotions often appear to
be turned on and off too quickly to be deeply felt.

As individuals with HPD have a high degree of suggestibility, their
opinions and feelings are easily influenced by others and by current
trends or fads. Furthermore, they may be overly trusting, especially in
those who seem to be in a position to help them solve their problems.
They also often tend to regard relationships with others to be more inti-
mate than they really are.

The prevalence of HPD, based on data from the 2001-2002 National
Epidemiologic Survey on Alcohol and Related Conditions, has been esti-
mated to be 1.84 percent. Other estimates range from 1-3 percent to
2-3 percent within the general population, with about equal probability
among men and women. However, the way the characteristic traits are
expressed may vary depending on the person’s gender. For instance, men
with HPD may brag incessantly about their golf scores, while women
may express emotions in an excessive manner or dramatize themselves
by wearing the latest fashions (Bayer, 2000).

Although this disorder has been diagnosed more frequently in females
than in males in clinical settings, the sex ratio apparently is not signifi-
cantly different from the sex ratio of females to males within the respective
clinical setting. Yet other estimates state that typically at least two-thirds
of persons with HPD are female, although there are some exceptions
(Corbitt & Widiger, 1995). Other estimates indicate that HPD is diag-
nosed four times as frequently in women as in men (Seligman, 1984).

An estimated prevalence of 65 percent of HPD diagnoses in women
compared to 35 percent in men elicited the response that women are
generally over diagnosed due to potential biases to the point that even
healthy women are often automatically diagnosed with HPD (Kaplan,
1983). Another explanation for the over-diagnosing of HPD in women
may be that attention seeking and flirtation or sexual forwardness, traits
expressed by people with HPD, are less socially acceptable for women
than for men (Psychology Today, 2018).

It has been stated that HPD, while being associated with a distorted
self-image, is the only personality disorder to be explicitly related to
physical appearance (Kandola, 2017). Apparently, 10 to 15 percent of
those in substance abuse treatment settings have HPD. HPD has been
associated with alcoholism and with higher rates of somatization disor-
der, conversion disorder, and major depressive disorder as well as with
other personality disorders, such as borderline, narcissistic, antisocial,
and dependent personality disorders.
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Timeline

1900 BC First description of the mental disorder in
Ancient Egypt.

5th century BC Hippocrates was the first to use the term
hysteria.

12th century Trota of Salerno, a female medical practi-
tioner, included hysteria in the texts of the
Trotula.

17th century Thomas Willis introduces a new concept of
hysteria.

18th century Franz Mesmer treated patients suffering

from hysteria with his method, called mes-
merism (or animal magnetism).

19th century Jean-Martin Charcot studied effects of hyp-
nosis in hysteria.

Late 19th century  Sigmund Freud studied histrionic personal-
ity disorder in a psychological manner.

History

The word histrionic means “dramatic” or “theatrical” or “hysterical.”
Similar to ancient Egyptians, the ancient Greeks saw hysteria being
related to the uterus. Biological issues, such as the uterus movement in
the female body, were thought to be the cause of hysteria. Traditional
symptoms of hysteria are described in the Ebers Papyrus, the oldest med-
ical document.

Hippocrates believed hysteria was a disease within the movement of
the uterus. His theory that the uterus was prone to illness was based on
women’s bodies being cold and wet compared to men’s bodies, which
are warm and dry. This illness would happen to women especially when
they were deprived of sex. Hippocrates saw sex as the cleansing of the
body; overemotionality was due to sex deprivation.

In the 12th century, Trota of Salerno, a female medical practitioner
responsible for the texts of the Trotula discussing women’s diseases and
disorders, including hysteria, as understood during this time period.

During the Renaissance, the uterus was still used as explanation of
hysteria, and the concept of women’s inferiority to men was still pre-
sent. Hysteria continued to be the symbol for femininity (Tasca, Rapetti,
Carta, & Fadda, 2012).
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In the 17th century, Thomas Willis believed that the causes of hyste-
ria were not linked to the uterus of the female but rather to the brain
and nervous system. During the Age of Enlightenment (17th to 18th
century), the notion of hysteria was developed in a more scientific way,
especially neurologically. One of the new ideas formed during this time
was that hysteria is connected to the brain, and men could possess it,
too, not just women.

Charcot regarded hysteria as a neurological disease that is actually
quite common in men. Studies on Hysteria, the work of Sigmund Freud
and Josef Breuer, was a contribution to a psychoanalytic theory of hys-
teria, suggesting that hysteria was caused by a lack of libidinal evolution
(Tasca et al., 2012).

The results of Freud’s development of psychoanalytic theory led to
split concepts of hysteria. One concept was labeled “hysterical neurosis”
(also known as conversion disorder), and the other concept was called
“hysterical character” (currently known as histrionic personality disor-
der). These two concepts represent two separate and different ideas and
should not be confused with each other (Pfohl, 1994).

Hysterical personality, another name for HPD, has evolved in the past
400 years (Alam & Merskey, 1992). It first appeared in the DSM-II
under the name hysterical personality disorder. The change to the cur-
rent name, histrionic personality disorder, occurred in DSM-III, appar-
ently because of possible negative connotations to the roots of hysteria,
such as intense sexual expressions, demon possessions, and other similar
characteristics (Bakkevig & Sigmund, 2010).

HPD has gone through many changes. As one of the oldest docu-
mented medical disorders, hysteria in most of the writings has been
related to women, similar to today, where the epidemiology of HPD is
more prevalent in women and also more frequently diagnosed in women
(Sutker, 2002).

The overdiagnosing of women with this disorder is largely due to
Western culture. If men are bragging about their accomplishments, it is
considered to be part of being macho; but if a woman seeks the same
kind of attention, she most likely will be diagnosed with histrionic per-
sonality disorder (Lumen Learning, 2018).

Theodore Millon has identified six subtypes of histrionic personality
disorder: the appeasing, the vivacious, the tempestuous, the disingenu-
ous, the theatrical, and the infantile histrionic (Millon, 2004). Some of
the subtypes seem to include characteristics from other disorders.

Because of the apparent prevalence of histrionic personality disorder in
women, recommendations for re-evaluation of culturally constructed ideas
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around what is considered normal emotional behavior have been made.
The diagnostic approach classifies the behaviors of histrionic personality
disorder as “excessive,” considering it in reference to a social understand-
ing of normal emotionality (American Psychiatric Association).

The use of a mnemonic to remember the characteristics of histri-
onic personality disorder has been suggested (Pinkofsky, 1997), with
the shortened phrase “PRAISE ME” representing the following traits:
Provocative (or seductive) behavior. Relationships are considered more
intimate than they actually are. Attention seeking. Influenced easily by
others or circumstances. Speech (style) wants to impress; lacks detail.
Emotional lability; shallowness. Makeup; physical appearance is used to
draw attention to self. Exaggerated emotions; theatrical.

Development and Causes

In psychoanalytic theory, a series of psychosexual stages of development
determines an individual’s later psychological development. According
to early psychoanalysts, the genital phase, Freud’s fifth or last stage of
psychosexual development, was thought to be a determinant of HPD.
But later psychoanalysts viewed the oral phase, Freud’s first stage of
psychosexual development, as a more important determinant of HPD.
There is agreement among most psychoanalysts that a traumatic child-
hood contributes to the development of HPD. Some theorists suggest
that disapproval in the early mother-child relationship may result in
more severe HPD cases.

Freud’s theory also suggests that people use various defense mecha-
nisms to cope with conflict and reduce anxiety. In the case of individuals
with HPD, the severity of the maladaptive defense mechanisms differs
with the severity of the disorder. For instance, patients with more severe
impairment may use the defense mechanisms of repression, denial, and
even dissociation (Lumen Learning, 2018).

Social and biological factors contribute to the development of person-
ality, according to biosocial models in psychology and biosocial learning
models. They suggest that individuals may develop HPD as a result of
inconsistent interpersonal reinforcement offered by parents; for exam-
ple, individuals with HPD may have learned to get what they want from
others by drawing attention to themselves.

Studies of specific cultures having high rates of HPD would suggest
social and cultural causes of HPD.

Many mental health professionals believe that both learned and
inherited factors have an impact on the development of HPD. A genetic
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susceptibility for the disorder is indicated by the tendency to run in fami-
lies. However, it may also be that the child of a parent with HPD is just
repeating learned behavior. Other environmental factors involved in a
particular case might include a lack of criticism or punishment when
a child misbehaves. Furthermore, unpredictable parental attention may
lead to confusion in the child’s mind about what types of behavior are
acceptable and which ones are unacceptable (WebMD, 2018).

The development of HPD may reflect a complicated interaction of
biological predisposition and environmental responses. The traits of
extroversion and emotional expressiveness, which are basic to the char-
acter of individuals with HPD, are recognized as having biological com-
ponents. It is thought that these factors interact with a lack of caregiver
attention during the child’s formative years and eventually lead to the
development of attention-grabbing strategies and shallow interaction
that would elicit attention and connection (Lumen Learning, 2018).

Some family history studies have observed that histrionic personal-
ity disorder as well as borderline and antisocial personality disorders
tend to run in families, although it is not clear whether this is due to
genetic or environmental factors. A predisposition could be a factor as
to why some people are diagnosed with HPD. It is not known, however,
whether or not the disorder is influenced by any biological compound or
is genetically inheritable (Nolen-Hoeksema, 2014).

In psychoanalytic theory, authoritarian or distant parental attitudes
(mainly the mother), along with conditional love based on expectations
the child can never fulfill, are thought to be the precipitating factors
(Bienenfeld, 2006). It was Freud’s belief that lustfulness was a projec-
tion of an individual’s lack of ability to love unconditionally and to
develop mentally to maturity, leaving such individuals emotionally shal-
low (Pfohl, 1995). Traumatic experiences, such as the death of a close
relative during childhood or divorce of one’s parents, might be reasons
for the inability to love.

Most people with HPD also have other mental disorders, such as
antisocial, dependent, borderline, and narcissistic personality disorders
(Hales & Yudofski, 2003), as well as depression, anxiety, panic, and
somatoform disorders, including attachment disorder.

HPD usually begins by the late teens or early 20s. In the beginning
stages of this disorder, the individual may seem simply a little scattered,
a little shallow, and a bit self-centered. But as the disorder continues its
path, the person with HPD exhibits far greater than the normal amounts
of all these traits. As is the case with most personality disorders, HPD
typically will decrease in intensity with age. Many who suffer from it
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will experience few of the most extreme symptoms by the time they are
in their 40s or 50s.

Effects and Costs

HPD typically develops during adolescence and may have a negative
effect on the person’s capacity to function in social, occupational, or aca-
demic settings, resulting in failing to excel at school or maintain employ-
ment later in life (Kandola, 2017). Thus, left untreated, the disorder can
cause problems in people’s personal as well as professional lives.

Histrionic individuals are often described as overly theatrical. Unless
they are the center of attention, they feel uncomfortable, disappointed—
even angry—and may become flirtatious or provocative to achieve the
desired attention. If their attempts fail, temper tantrums may follow in
their disappointment.

Individuals with HPD may crave excitement, new things, and new
experiences, which may lead to risky situations and eventually to
increased depression. Another area of vulnerability for those afflicted
with HPD is their suggestibility. In their exaggerated need for atten-
tion, they may gravitate toward a person they perceive to be important.
When aligning themselves with such a person, histrionic individuals
may readily follow that person’s suggestions. This characteristic may also
render them susceptible to scams by experienced “con men” (Dobbert,
2007).

Individuals with HPD tend to look for multiple people for attention
within the social and romantic spheres. This may lead to marital prob-
lems due to jealousy and lack of trust from the other party, increasing the
risk for divorce or separation (Disney, Weinstein, & Oltmanns, 2012).
It may also affect their ability to cope with failures or losses and may
lead to clinical depression. It is not uncommon for histrionic individuals,
when unable to secure the desired attention, to become depressed, and
they are actually at increased risk of suicide attempts.

In summary, histrionic individuals put themselves at risk of distress
and disappointment when their theatrical attempts to gain the atten-
tion of those around them fail to bring the desired results. In despera-
tion, they may step up their attempts to a more radical level, only to
be shunned by those whose acknowledgment they seek. Finally, suicide
attempts—often as theatrical as their other attention-seeking attempts—
may follow in the expression of their disappointment. Usually, the sui-
cide attempts are not valid attempts to kill themselves but a last effort
to be acknowledged. Unfortunately for them, their ill-fated attempts at
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gaining attention result in more pain and disappointment. Furthermore,
sometimes suicide occurs as result of unanticipated circumstances when
all that was intended was a gesture.

In Society

People with HPD demand the role of “life of the party” with self-focused
interests and conversation. They insist on being the center of attention
in any group of people and may become uncomfortable, or even angry,
when they are not receiving the desired acknowledgement. At other
times, they may use their good social skills to manipulate others into
acknowledging them and making them the center of attention (Cleveland
Clinic, 2011). Generally, people with this disorder are able to function
quite adequately in social settings, but at times they may embarrass their
friends and acquaintances with public displays of affection or flattery,
often embracing casual acquaintances with excessive ardor, or they may
sob uncontrollably over minor sentimental situations. Their excessively
impressionistic speech may at first captivate the attention of a listener,
but the emotional style of their speech lacks congruity with the content,
which is often lacking in detail. People observing those emotional dis-
plays may think that the histrionic individuals are faking these emotions
because they are turned on and off so quickly. On the other hand, his-
trionic individuals are highly suggestible and easily influenced by others.
They turn toward authority and powerful people, expecting their help
while adopting their conventions and following their ideas, without nec-
essarily following those ideas to the same depth as the authority figure.

People with an enviable social standing or fame constitute especially
attractive targets to histrionic individuals, who hope to absorb some of
the glamour for themselves just by being in the same room with them. In
addition, at a later time, the situation can always be reported in the most
glorious terms to the friends and acquaintances of the histrionic per-
son. For people with this disorder, their self-esteem is dependent on the
approval of others and does not grow from a true feeling of self-worth;
therefore, it would seem logical for histrionics to associate with people
of higher social standing because their approval would weigh in heavier
on the self-esteem of the individual with HPD.

Often people with this disorder have strained or impaired relationships
with same-sex friends because their sexually provocative interpersonal
style may appear a threat to their friends’ relationships. Furthermore,
they may alienate friends with demands for constant attention (Bressert,

2016).
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Histrionics become easily bored by routine activities. Their source of
stimulation is in the novelty of experiences. Thus, long-term relation-
ships are often neglected in favor of new friends. In the end, the histri-
onic individual often feels deserted; the new friends may become boring
while previous stable friends have left the relationship due to the histri-
onic person’s neglect of them (Bayer, 2000).

Up Close
All through bhis college years, Harlan had been the center of his group
of friends. He participated in sports and took speech and acting classes
along with bis major in history. He hadn’t decided whether he wanted
to become a history professor or an actor. His father leaned strongly in
the direction of history teacher. But Harlan was attractive and charm-
ing enough to make it as an actor, he thought. He dressed carefully so as
to emphasize his attractive features. Perhaps his studies in history could
qualify and enable him to play the roles of historically important men,
Harlan thought. Although most of the time, be displayed a healthy self-
confidence, inwardly he was not as strongly convinced of his abilities as
he might have wanted to be. But the admiration of his friends helped,
and that’s why be tried so hard to get it. If he was not the center of what-
ever was going on, he worried, got bored, and became moody. There was
nobody he could talk to at those times because be did not have any real
close friends. Most of his social interactions occurred on a superficial level.
Harlan made sure he dated only the prettiest girls. It was important
that bis friends and classmates always envied him in addition to the
admiration. His romantic relationships did not last long, because he
was usually more interested in himself than in the young girl who was
with him at the time. Women served a decorative purpose, just as his

clothes did.

At Work

People with HPD may do relatively well in jobs that value and require
imagination and creativity, but they will probably encounter difficulty
with tasks that demand logical or analytical thinking. In addition, these
individuals have a low tolerance for frustration and are easily bored by
routine, often starting projects without finishing them or skipping from
one event to another. As they crave novelty, stimulation, and excitement,
they tend to become bored easily with their usual routine and frustrated
by situations that involve delayed gratification. Frequent job changes
may be the result.
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Furthermore, histrionic people are lively, dramatic, vivacious, enthusi-
astic, and flirtatious. This combination can make the work place interest-
ing and might even serve to increase productivity through enthusiasm;
however, the flirtatiousness and overdramatic behaviors may also be
disruptive to the work atmosphere and lead to rivalries among cowork-
ers. In addition, the histrionic person’s attention-seeking behavior may
introduce an atmosphere of competition and even envy into the work
situation, which may be disruptive in the overall work process.

Up Close

This morning Lynn spent more time than usual getting ready for work.
She always dressed very carefully, making sure that the outfit chosen for
the day made her blue eyes look even bluer and made her skin shimmer
like pearls. Today was even more important because her boss had asked
her to set time aside for a meeting. It would be a difficult meeting; Lynn
had heard that there had been a work-related complaint about her. All
the more reason to look as attractive as possible. It was almost an auto-
matic reflex: whenever there were any problems, it was important that
she look ber best in an almost seductive way.

Lynn was intelligent and capable of performing her job as program
manager, except that she got bored easily, and in trying to make work or
her environment more exciting, she at times lost track of the individual
parts along the complicated overall process of production. Lynn was not
always aware when one of the workers in her team overlooked a step
in the process or made a less-than-optimal decision. Usually, when the
mistake was discovered, Lynn did not besitate to blame the coworker
for his or her forgetfulness or lack of expertise in handling the required
details. Whatever the unfortunate situation turned out to be, it was never
Lynn’s fault. This was because she was usually thinking of the next pro-
ject that might come her way. Newness made everything more exciting
for Lynn.

The other part of Lynn’s bebavior that caused problems was her out-
rageous flirtatiousness. Every male employee and supervisor had experi-
enced it. Some liked it—at least in the beginning—others were amused,
and still others felt threatened, as if Lynn were trying to trick them into
a dangerous situation where they might become victimized in some way.
While Lynn joked and smiled flirtatiously, for some the work atmos-
phere around her became tense. And the other female employees did not
like Lynn’s seductive bebhavior toward the male employees, either.

It was no secret that Lynn had been divorced twice, and both times
her husbands had complained about her being attracted to other men.
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In Relationships

Histrionics’ need to be at the center of attention in whatever event they
are participating in may lead them to assign more significance than is
actually justified to any relationship they are engaged in. Some of the
people in those situations may be appalled by the exaggerated famili-
arity, while others may take advantage of the intimacy offered by the
histrionic individual.

Mere acquaintances apparently become “best friends,” as signaled by
the histrionic person’s behavior. Flirtatious or superficial romantic rela-
tionships may precipitate the delusion of deeply intimate associations in
their minds, although in reality, they may have difficulty achieving true
emotional intimacy in romantic relationships. They often act out a role,
such as being a “princess” or a “victim” in their relationships with others.
On one level, they may attempt to control their partner through emo-
tional manipulation or seductiveness, while on another level, they may
display a strong dependency on their partner (Bressert, 2016). Histrionic
individuals’ cognitive style is often superficial and lacking detail, which
may not be conducive to the development of meaningful relationships.

Furthermore, while in a marriage or serious romantic relationship,
the histrionic’s flirtatious behaviors with others, possibly rivals (because
those with HPD are more likely to look for multiple people for atten-
tion), may lead to divorce or dissolution of the relationship because the
partner becomes tired of the apparent ongoing “competition” with the
targets of the histrionic person’s seductive behaviors. The histrionic per-
son’s self-centered attitude and lack of true concern for others may often
leave partners of individuals with HPD with disappointment and the
wish to exit the relationship.

Up Close

Melissa was facing her third divorce. Her marriages as well as ber dating
relationships were always of short duration. She was hungry for excite-
ment, and being intimately involved with the same person became bor-
ing after a while, especially as Melissa had no real passion that gave her
life meaning and that she could share with another person. Her ver-
bal interchanges with others were lively but superficial and somewhat
ambiguous, punctuated with smiles and expressive gestures.

Although she often acted seductively and wanted the man’s sexual
desire, she was not that interested in the physical part of sex. Always
being attractive took work as well as some money; she didn’t want all
that to be disarranged by the groping hands of a man. Men usually
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misinterpreted ber flirtatious and seductive behavior only to become
disappointed after dating her for a while or being married to her. And
Melissa could not allow them to stray and find with another woman
what they bhad originally wanted from her—not while they were associ-
ated with ber.

Melissa’s life had become the perfect recipe for relationship breakups.
The periods between relationships became longer and more frequent
over time, and the depression that often filled those periods became
stronger with every breakup. There had been a few suicide threats and
even attempts over the years. Would this latest divorce be the trigger for
another suicide attempt?

Theory and Research

A twin study conducted by the department of psychology at Oslo Uni-
versity explored possible correlations between genetics and Cluster B per-
sonality disorders. Using a test sample of 221 twins (92 monozygotic and
129 dizygotic twins), researchers interviewed the twins with the Struc-
tured Clinical Interview for DSM-III-R Personality Disorders (SCID-II). It
was concluded that a correlation coefficient of 0.67 for HPD and genetic
components indicated strong hereditary factors (Torgersen, 2000).

Another study, exploring “bright-side” Big Five Personality trait cor-
relates of a “dark-side” personality disorder, namely hysterical personal-
ity disorder, included more than 5,000 British adult subjects completing
the Neuroticism Extraversion Openness Personality Inventory Revised.
The instrument measures the Big Five Personality factors at the Domain
(Super Factor) and the Facet (Factor) level as well as the Hogan Devel-
opment Survey (HDS), which includes a measure of HPD, exclusively
called “Colourful” in the HDS terminology. Many of the associations
between these “bright-” and “dark-” side individual difference variables
were confirmed by correlation and regression results. The Colourful
(HPD) score from the HDS was the criterion variable in all analyses.
Colourful individuals are high on Extraversion and Openness but also
on Stable and Disagreeable. The factor analysis identified Assertive-
ness and Immodesty as being particularly characteristic of that type.
Previous work on HPD, using different population groups and different
measures, was confirmed by this study, showing that personality traits
are predictable and correlated with various personality disorders (Furn-
ham, 2014).

Observations of a strong correlation between neurotransmitter func-
tion and Cluster B personality disorders such as HPD were reported
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in some studies. Individuals diagnosed with HPD seem to have highly
responsive noradrenergic systems being responsible for the synthesis,
storage, and release of the neurotransmitter norepinephrine. In general,
high levels of norepinephrine lead to anxiety-proneness, dependence,
and high sociability. Neurotransmitters communicate impulses from one
nerve cell to another in the brain, and these impulses dictate behavior.
The tendency toward an excessively emotional reaction to rejection—a
trait that is common among HPD patients—may thus be attributed to
a malfunction of catecholamines, a group of neurotransmitters (Lumen
Learning, 2018).

A study regarding dependency needs in individuals diagnosed with
HPD and DPD, using a Rorschach scale and a self-report inventory to
measure dependency needs in HPD, found statistically significant corre-
lation between HPD and high levels of tacit dependency needs. Women
scored significantly higher than men on the interpersonal dependence
inventory but seemed equal to men on the Rorschach scale, which also
measured dependency needs. Self-report may also contribute to the
higher diagnosis of HPD in women. There could be the expression of a
strong cultural component in this as men are often socialized to mask
such expressions of needs and emotions.

In addition, it was observed that dependency needs of the HPD indi-
viduals may be masked due to denial, displacement, and repression in a
subconscious attempt to keep those needs out of their awareness (Born-
stein, 1998).

Some researchers have expressed the opinion that many symptoms
defining HPD in the DSM are exaggerations of traditional feminine
behaviors. The findings from a peer and self-review study showed that
femininity was correlated with histrionic, dependent, and narcissistic
personality disorders (Klonsky et al., 2002).

There seems to be a strong gender bias among the psychological com-
munity relating to diagnosis in that women are much more frequently
diagnosed with this disorder than men. Some studies have been con-
ducted to explore such biases. In one study it was observed that in com-
parison to sex-unspecified vignettes, there was a high correlation with
sex-specified vignettes and a tendency for clinicians to diagnose females
as HPD and males with narcissistic personality disorder (Erickson, 2002).

For instance, when researchers randomly selected 354 psychologists
and presented them with one of nine possible case histories, which
reflected symptoms of HPD and ASPD, the clients in the case histories
were described as male, female, or androgynous. The results showed a
statistically significant gender bias within the diagnosis of personality
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disorders with a high tendency for female clients to be diagnosed as
having HPD and for male clients to be diagnosed as ASPD (Ford &
Widiger, 1989).

In another study, cited by Ford & Widiger (1989), 175 mental health
professionals were presented with case histories consisting of mixed
symptoms of both HPD and ASPD. It was found that female portrayed
clients were diagnosed with HPD 76 percent of the time and ASPD 22
percent of the time. Male portrayed clients were diagnosed HPD 49 per-
cent of the time and ASPD 41 percent of the time. The results reflected a
tendency for therapists to perceive women as histrionic personalities and
men as antisocial personalities—even when the patients exhibit identical
symptoms.

The majority of observations regarding gender bias in personality dis-
orders seems to indicate that when symptoms are identical, clinicians are
more likely to diagnose HPD in women than in men and ASPD in men
than in women (Garb, 1997; Morey, Alexander, & Boggs, 2005).

With the mention of histrionic personality disorder, there is usually a
significant focus on its prevalent diagnosis in women compared to men
as well as on its stereotypical criteria. This prompted a study, conducted
by June Sprock (2000), published in the Journal of Psychopathology and
Behavioral Assessment, involving a group of first- and second-year psy-
chology students, who were separated into three different groups. The
students were instructed to view the different criteria in the DSM-III-R
and the DSM-IV and create three behavioral examples for the gender
they were assigned or a neutral condition. The list was edited before it
was sent to a group of psychiatrists and psychologists for their responses.
Not surprisingly, feminine behaviors were rated more representative
of HPD and somewhat more representative of the histrionic criteria
than masculine behaviors, suggesting that the feminine sex role is more
strongly associated with the label than the criteria. These results seem to
provide a possible explanation for the higher rates of HPD in women.

Based on the notion of response modulation hypotheses of psychopa-
thy, Cale and Lilienfeld (2002) explored the association between psy-
chopathic, HPD, and ASPD features and performance on laboratory
measures of passive avoidance errors and interference effects. Seventy-
five theater actors were instructed to complete self-report questionnaires
and two laboratory measures of response modulation, and peers com-
pleted questionnaires concerning the participants’ personality disorder
features.

The results showed only weak and inconsistent support for the
hypotheses that HPD is a female-typed variant of psychopathy and that
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ASPD is a male-typed variant of psychopathy. In contrast to previous
observations, scores on response modulation tasks were not significantly
related to psychopathy or to either HPD or ASPD.

In conjunction with the Epidemiological Catchment Area (ECA) sur-
vey conducted in Baltimore, Maryland, a two-stage probability sample
of people in the community was developed with a full psychiatric exami-
nation using DSM-III criteria for HPD. The results reflected that this
condition can be diagnosed reliably and that it is a valid construct with
a prevalence of 2.1 percent in the general population, with males and
females being equally affected. This would suggest that previous reports
of an increased prevalence in women were expressions of ascertainment
bias found in hospital-based studies. The diagnosis is associated with
clear evidence of disturbance in the emotional, behavioral, and social
areas. Individuals with this disorder appear to use health care facilities
more frequently than do other people (Nestadt, Romanoski, Chahal, &
Merchant, 2009).

A suggestion from one theory points toward a possible relationship
between HPD and ASPD. Research found that two-thirds of patients
who had been diagnosed with HPD also met criteria similar to those of
ASPD (Barlow & Durand, 2005).

According to the Encyclopedia of Mental Disorders, HPD is seen
mainly in men and women with above average physical appearances.
It was suggested by some research that the connection between HPD
and physical appearance holds for women but not necessarily for men.
However, both women and men with HPD have a strong need to be the
center of attention.

Also, HPD may be diagnosed more frequently in Hispanic and Latin
American cultures and less frequently in Asian cultures, but more
research is needed on the effects of culture upon the symptoms of HPD
(Lumen Learning, 2018).

A study comparing a sample of women with HPD to an adequately
matched sample of women without HPD (aged 24-31 years), using
various measures, found women with HPD to have significantly lower
sexual assertiveness, greater erotophobic attitudes toward sex, lower
self-esteem, and greater marital dissatisfaction than the women without
HPD. In addition, the women in the HPD group were found to expe-
rience significantly greater sexual preoccupation, lower sexual desire,
more sexual boredom, greater orgasmic dysfunction, and a greater likeli-
hood to enter into extramarital affairs than their counterparts. Despite
these findings, the histrionic women reflected a higher sexual esteem.
This pattern of sexual behavior noted among histrionic women seems
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to be consistent with behaviors exhibited in sexual narcissism (Apt &
Hurlbert, 1994).

Concerned with the effectiveness of treatment with people with HPD,
Kellett (2007) employed cognitive analytic therapy (CAT) in the treat-
ment of a single case consisting of 24 CAT sessions and a 6-month follow-
up period of four sessions. Data were collected to establish a baseline for
HPD symptoms. Treatment outcome was judged according to the degree
to which the key variables were reduced throughout the course of treat-
ment. In addition, measurements were taken for positive changes that
withstood the test of time after treatment. The following variables were
measured daily: strong need to be noticed on a particular day, being
focused on appearance on a particular day, being flirty on a particular
day, feeling empty, and feeling like a child. The client’s responses were
measured on a scale from zero to nine. Furthermore, for reporting on
those specified variables, the client was given a self-report measure of
psychological functioning. This was administered at the onset of treat-
ment, at termination, and again at the time of the final follow-up session.

The results of this case study presented statistically significant improve-
ments in three of the five focal points for change. They were preoccupa-
tion with physical appearance, feelings of emptiness and feeling like a
child inside.

At the onset of termination of the case study, problematic symptoms
were exacerbated, most likely due to separation anxiety experienced by
the patient, but over the long term and time withstanding, there was a
reduction in problematic psychological functioning related to depression
and personality integration.

Overall, there is no significant treatment research available for HPD.
Two meta-analyses regarding psychotherapeutic treatments for person-
ality disorders in general suggest that these conditions respond to both
psychodynamic therapy and cognitive-behavioral therapy, but none of
the included studies focused on HPD specifically. Most of the literature
about this diagnostic entity has been written from a psychodynamic/
psychoanalytic point of view. The lack of rigorously designed treatment
trials on HPD leaves therapists to rely on accumulated clinical wisdom
regarding the treatment of these patients.

Treatment

The recommended form of treatment for HPD is psychotherapy. Usu-
ally those who enter treatment do so because of symptoms of depres-
sion associated with dissolved romantic relationships rather than for an
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awareness of any histrionic symptoms related to the personality disorder.
Therapy can be challenging because individuals with HPD may exagger-
ate their symptoms or ability to function. Also, they may be emotionally
needy and challenge the boundaries set up by the therapist. Therapists’
demonstration of empathy, understanding, appreciation, and willingness
to listen may serve to reinforce the clients’ symptoms of the disorder.

Unlike people who suffer from other personality disorders, those with
HPD tend to seek treatment much quicker and exaggerate their symp-
toms and difficulty in functioning, although they seem to enter treatment
at a more mature age, generally in their early 40s. In addition, because
they are so emotionally needy, they are often reluctant to terminate
treatment. Theoretical orientations most widely used in the treatment
of HPD are psychodynamic and psychoanalytic approaches. Insight-
and cognitive-oriented therapy approaches are considered by some to
be ineffective in treatment of this disorder and should be avoided. The
reasoning is that people with this disorder often are unable to examine
realistically unconscious motivations and their own thoughts. As with
BPD, because of the symptoms of their disorder, individuals with HPD
may find themselves discriminated against by mental health profession-
als (Bressert, 2017).

In some experts’ opinions group and family therapy approaches are
generally not recommended for HPD clients because these individuals
will often attempt to draw attention to themselves and exaggerate their
actions and responses (Bressert, 2017).

Medication is not helpful in affecting the personality disorder, but medi-
cation may be used to help with the patient’s depression that may fol-
low disappointments. Treatment for HPD itself involves psychotherapy
including cognitive therapy. Individual and group psychotherapy are likely
choices to help patients recognize and confront their tendency to manipu-
late others and to find alternative ways to gain the reassurance they want.

Little research has been conducted regarding the actual effectiveness
of treatment, leaving most emphasis on studying case histories (Kellett,
2007). Attempting to develop a treatment plan for HPD, a researcher
divided it into three phases. The first stage consisted of stabilization, fol-
lowed by the modification of communication techniques and style, and
then finished with the modification of the client’s interpersonal patterns,
schemes, and reactions.

One of the most popular methods for assessing personality disorders
is the unstructured self-inventory report. But with histrionic clients,
there is the disadvantage of distortion in character, self-presentation,
and self-image as rendered by the client. Most projective testing depends
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less on the ability or willingness of the individual to provide an accurate
self-description, but there is only limited empirical evidence about the
use of projective testing to assess HPD. Another preferred method is a
semistructured interview, which tends to be more objective, systematic,
replicable, and comprehensive (Sutker, 2002).

As a particular treatment approach for HPD, functional analytic
psychotherapy is a way of identifying interpersonal problems with the
patient as these problems occur, in session or out of session. The initial
goals of functional analytic psychotherapy are determined by the thera-
pist and include behaviors that fit the client’s needs for improvement.
The fact that the therapist directly addresses the patterns of behavior
as they unfold in the session marks the difference between functional
analytic psychotherapy and traditional psychotherapy.

Patients’ in-session behaviors are considered to be examples of their
patterns of poor interpersonal communication. The therapist must
respond to the patients’ behaviors and give feedback about how the
behavior is affecting the therapeutic relationship during that time. In
addition, the therapist assists clients with HPD by denoting behaviors
that occur outside of treatment, the so-called “Outside Problems,” hope-
fully leading to “Outside Improvements.” In these sessions, a certain set
of dialogue or script—called coding client and therapist bebhavior—can
be utilized to provide clients with insight on their behaviors and reason-
ing (Callaghan, Summers, & Weidman, 2003).

The Functional Ideographic Assessment Template (FIAT) is another
treatment example besides coding, used as a way to generalize the clini-
cal processes of functional analytic psychotherapy. The template’s pur-
pose is to represent the behaviors that are a focus for this treatment.
With it, therapists can create a common language to achieve stable and
accurate communication results (Callaghan et al., 2003).

References

Alam, C. M., & Merskey, H. (1992). The development of hysterical per-
sonality. History of Psychiatry, 3(10), 135-165.

Apt, C., & Hurlbert, D. E. (1994). The sexual attitudes, behavior, and
relationships of women with histrionic personality disorder. Journal
of Sex & Marital Therapy, 20(2), 125-134.

Arthur, M. (2010). Histrionic personality disorder: Description, inci-
dence, risk factors, causes, associated conditions, diagnosis, signs and
symptoms and treatment. Health.am. Retrieved November 15, 2018,
from http://www.health.am/psy/histrionic-personality-disorder/


http://www.health.am/psy/histrionic-personality-disorder/

Histrionic Personality Disorder 107

Bakkevig, J. E.,, & Sigmund, K. (2010). Is the diagnostic and statistical man-
ual of mental disorders, fourth edition, histrionic personality disorder
category a valid construct? Comprehensive Psychiatry, 51(5),462-470.

Barlow, D. H., & Durand, V. M. (2005). Personality disorders. In Abnor-
mal psychology: An integrative approach (4th ed., pp. 443-444). Bel-
mont, CA: Thomson Wadsworth.

Bayer, L. (2000). Personality disorders. Philadelphia, PA: Chelsea House
Publishers.

Bienenfeld, D. (2007). Personality disorders. Psychiatric Annals, 37(2),
posted February 1, 2007, healio.com.

Bornstein, R. (1998). Implicit and self-attributed dependency needs in
dependent and histrionic personality disorders. Journal of Personality
Assessment, 71(1), 1-14.

Bressert, S. (2016). Histrionic personality disorder symptoms. Psych
Central. Retrieved August 2, 2017, from https://psychcentral.com
/disorders/histrionic-personality-disorder-symptoms/

Bressert, S. (2017). Histrionic personality disorder treatment. Psych
Central. Retrieved February 2, 2018, from https:/psychcentral.com
/disorders/histrionic-personality-disorder/treatment/

Cale, E. M., & Lilienfeld, S. O. (2002). Histrionic personality disorder
and antisocial personality disorder: Sex-differentiated manifestations
of psychopathy? Journal of Personality Disorders, 16(1), 52-72.

Callaghan, G. M., Summers, C. J., & Weidman, M. (2003). The treat-
ment of histrionic and narcissistic personality disorder behaviors: A
single-subject demonstration of clinical improvement using functional
analytic psychotherapy. Journal of Contemporary Psychotherapy,
33(4), 321-339.

Cleveland Clinic. (2011). Histrionic personality disorder. Retrieved from
http://www.clevelandclinic.org/health/health-info/docs/3700/3795
.asp?index=9743

Corbitt, E., & Widiger, T. (1995). Sex differences among the personal-
ity disorders: An exploration of the data. Clinical Psychology: Science
and Practice, 2(3), 225-238.

Disney, K. L., Weinstein, Y., & Oltmanns, T. E. (2012). Personality disor-
der symptoms are differentially related to divorce frequency. Journal
of Family Psychology, 26(6), 959-965.

Dobbert, D. L. (2007). Understanding personality disorders: An intro-
duction. Westport, CT: Praeger Publishers.

Erickson, K. (2002). Psychologist gender and sex bias in diagnosing histri-
onic and narcissistic personality disorders. Dissertation Abstracts Inter-
national: Section B: The Sciences and Engineering, 62(10-B), 4781.


https://psychcentral.com/disorders/histrionic-personality-disorder-symptoms/
https://psychcentral.com/disorders/histrionic-personality-disorder/treatment/
http://www.clevelandclinic.org/health/health-info/docs/3700/3795.asp?index=9743
http://www.clevelandclinic.org/health/health-info/docs/3700/3795.asp?index=9743
https://psychcentral.com/disorders/histrionic-personality-disorder-symptoms/
https://psychcentral.com/disorders/histrionic-personality-disorder/treatment/
http://healio.com

108 Personality Disorders

Ford, M., & Widiger, T. (1989). Sex bias in the diagnosis of histrionic
and antisocial personality disorders. Journal of Consulting and Clini-
cal Psychology, 57(2), 301-305.

Furnham, A. (2014). A bright side, facet analysis of histrionic personal-
ity disorder: The relationship between the HDS Colourful factor and
the NEO-PI-R facets in a large adult sample. The Journal of Social
Psychology, 154(6), 527-536.

Garb, H. N. (1997). Race bias, social class bias and gender bias in clini-
cal judgment. Clinical Psychology: Science & Practice, 4, 99-120.

Hales, E., & Yudofsky, J. A. (Eds.). (2003). The American Psychiatric
Press textbook of psychiatry. Washington, D.C.: American Psychiatric
Publishing.

Histrionic Personality Disorder. (1994). In Diagnostic and statistical
manual of mental disorders DSM-IV (p. 667). Washington, D.C.:
American Psychiatric Association.

Kandola, A. (2017). Histrionic personality disorder: Symptoms and
diagnosis. Medical News Today. Retrieved February 4, 2018, from
https://www.medicalnewstoday.com/articles/320485.php

Kaplan, M. (1983). A woman’s view on DSM-III. (PDF). American Psy-
chologist, 38(7), 786-792.

Kellett, S. (2007). A time series evaluation of the treatment of histrionic
personality disorder with cognitive analytic therapy. Psychology and
Psychotherapy: Theory, Research and Practice, 80, 389-405.

Klonsky, E. D., Jane, J. S., Turkheimer, E., & Oltmanns, T. E. (2002). Gen-
der role and personality disorders. Journal of Personality Disorders,
16(5), 464-476.

Lumen Learning. (2018). Histrionic personality disorder. Retrieved
June 21, 2018, from https://courses.lumenlearning.com/abnormal
psychology/chapter/histrionic-personality-disorder-2/

Millon, T. (2004). Personality disorders in modern life. Hoboken, NJ:
John Wiley & Sons.

Morey, L. C., Alexander, G. M., & Boggs, C. (2005). Gender and person-
ality disorder. In J. M. Oldham, A. E. Skodol, & D. S. Bender (Eds.),
Textbook of personality disorders (pp. 541-554). Washington, D.C.:
American Psychiatric Publishing.

Nestadt, G., Romanoski, A. J., Chahal, R., & Merchant, A. (2009). An
epidemiological study of histrionic personality disorder. doi:10.1017/
$003329100017724

Nolen-Hoeksema, S. (2014). Personality disorders. In Abnormal Psy-
chology (6th ed., pp. 266-267). New York, NY: McGraw-Hill.


https://www.medicalnewstoday.com/articles/320485.php
https://courses.lumenlearning.com/abnormalpsychology/chapter/histrionic-personality-disorder-2/
https://courses.lumenlearning.com/abnormalpsychology/chapter/histrionic-personality-disorder-2/

Histrionic Personality Disorder 109

Pfohl, B., Personality disorder work group (1995). Histrionic person-
ality disorder. In Diagnostic and statistical manual of mental disor-
ders, DSM IV (pp. 655-658). Washington, D.C.: American Psychiatric
Association.

Pinkofsky, H. B. (1997). Mnemonics for DSM-IV personality disorders.
Psychiatric Services, 48(9), 1197-1198.

Psychology Today. (2018). Histrionic personality disorder. Retrieved
March 6,2018, from https://www.psychologytoday.com/us/conditions
/histrionic-personality-disorder

Seligman, M. E. P. (1984). Abnormal psychology. New York, NY: W. W.
Norton & Company.

Sprock, J. (2000). Gender-typed behavioral examples of histrionic per-
sonality disorder. Journal of Psychopathology and Behavioral Assess-
ment, 22(2), 107-122.

Sutker, P. B. (2002). Histrionic, narcissistic, and dependent personality
disorders. Comprehensive handbook of psychopathology (3rd ed.,
pp. 513-514). New York, NY: Kluwer Academic.

Tasca, C., Rapetti, M., Carta, M. G., & Fadda, B. (2012). Women and
hysteria in the history of mental health. Clinical Practice & Epidemi-
ology in Mental Health, 8, 110-119.

Torgersen, L., Olen, S., Onstad, E., Tambs, K., Svenn, S., Per
Anders, L., . . ., Kristian, E. (2000). A twin study of personality disor-
ders. Comprebensive Psychiatric Journal, 41(6), 416-425.

WebMD. (2018). Mental health and histrionic personality disorder.
Symptoms, causes, treatments. Retrieved June 21, 2018, from https://
www.webmd.com/mental-health/histrionic-personality-disorder#1


https://www.psychologytoday.com/us/conditions/histrionic-personality-disorder
https://www.webmd.com/mental-health/histrionic-personality-disorder#1
https://www.webmd.com/mental-health/histrionic-personality-disorder#1
https://www.psychologytoday.com/us/conditions/histrionic-personality-disorder




CHAPTER 6

Narcissistic Personality Disorder

Symptoms, Diagnosis, and Incidence

The essential feature of narcissistic personality disorder (NPD) is consid-
ered to be a pervasive pattern of grandiosity, need for admiration, and
a general lack of empathy for others and their discomfort. This pattern
appears by early adulthood and is present in a variety of contexts.

In their grandiose sense of self-importance, individuals with NPD gen-
erally overestimate their own abilities and inflate their accomplishments
to the point of being boastful and pretentious. In the inflated judgments
of their own accomplishments and preoccupied with fantasies of unlim-
ited success, power, and brilliance, they expect praise from others for
their contributions and ruminate about “long overdue” admiration if the
praise does not arrive.

Considering themselves to be unique, special, or superior, people with
NPD may feel that only similarly unique or superior individuals can
understand them and their special needs. Their insistence on only asso-
ciating with equally special people may endow some of their acquaint-
ances with elevated status just because they accept them conditionally,
with the condition being eternal admiration.

The sense of entitlement in individuals afflicted with this disorder, com-
bined with a lack of sensitivity to the needs of others, may result in their
exploitation—conscious or not—of those around them. Although their
self-esteem is usually fragile, their sense of entitlement seems designed
to make up for it. The exaggerated focus on their own concerns may
render individuals with NPD impatient and contemptuous with others
who talk about their own problems, classifying those problems as signs
of vulnerability or weakness. The often arrogant and haughty behaviors
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characteristic of people with narcissistic personality express the snobbish,
disdainful, or patronizing attitudes they hold toward those around them.

Based on DSM-IV definitions, prevalence estimates for NPD range
from O percent to 6.2 percent in community samples; about 50 percent
to 75 percent of those diagnosed with narcissistic personality disorder
are male. It has been suggested that the disorder’s underreporting within
criminal populations indicates a significantly higher percentage of males
with the disorder than generally estimated (Dobbert, 2007).

It is believed that about 1 percent of all people are affected by the
disorder at some point in their lives (Sederer, 2009). The previously
observed higher frequency of NPD occurring in males than in females
appears to be a continuing trend, and young people are affected more
than older people (Caligor, Levy, & Yeomans, 2015). The disorder usu-
ally develops in adolescence or early adulthood, At times children or
adolescents may exhibit some traits similar to those of NPD, but these
traits may be transient and therefore do not meet the criteria for a diag-
nosis of the disorder (Mayo Clinic Staff, 2014).

In the World Health Organization’s (WHO) International Statistical
Classification of Diseases and Related Health Problems 10th Revision
ICD-10, narcissistic personality disorder is listed under Other specific
personality disorder.

Timeline

1898 British psychologist Havelock Ellis used the story of Nar-
cissus to describe pathological self-absorption.

1914 Sigmund Freud offered a psychological discussion “On
Narcissism.”

1925 Robert Waelder first described the personality disorder.

1960s Kohut and Kernberg suggested clinical strategies for using
psychoanalytic psychotherapy with NPD patients.

1967 Kernberg introduced the term narcissistic personality
structure.

1968 The current name came into use, proposed by Heinz Kohut.

History

The term “narcissism” to describe excessive vanity goes back to Narcis-
sus, a mythological Greek youth who became infatuated with his own
reflection in a lake. In popular culture, the condition of narcissistic per-
sonality disorder has been called megalomania (Parens, 2015).
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Sigmund Freud commented on the neurotic’s sense of omnipotence,
regarding as a frank acknowledgment of the old megalomania of
infancy, a megalomania that is essentially of an infantile nature and will
be sacrificed to social considerations as development proceeds. Similarly,
Edmund Bergler believed megalomania to be normal in the child; it may
be reactivated later in life by gambling (Bergler, 1975). In Otto Fenichel’s
opinion, those individuals who react in later life with denial to narcissis-
tic hurt, experience a regression to the megalomania of childhood (Fen-
ichel, 1945).

As Freud regarded megalomania as an obstacle to psychoanalysis, in
the second half of the 20th century object relations theory, officials both
in the United States and among British Kleinians were reconsidering
megalomania as a defense mechanism that might be potentially accessi-
ble for therapy. This approach would seem to be based on Heinz Kohut’s
view of narcissistic megalomania as an aspect of normal development, in
contrast to Kernberg’s consideration of such grandiosity as a pathologi-
cal development distortion (Hughes, 2004).

NPD was first described by Robert Waelder, but the current name for
the condition came into use in 1968 (O’Donohue, 2007). Reportedly, in
December of 2010, it had been announced by the New York Times that
the American Psychiatric Association might drop NPD as a recognized
personality disorder in the next edition of the Diagnostic and Statistical
Manual of Mental Disorders (DSM) (Goodman & Leff, 2012). How-
ever, whatever the considerations were at the time for possibly deleting
the disorder, it is still represented in the DSM-S5.

Narcissism has been considered by some to be a condition of the privi-
leged. Theodore Millon and Roger Davis in their book Personality Dis-
orders in Modern Life describe pathological narcissism as a condition of
the royals and the wealthy (Goodman & Leff, 2012).

Theodore Millon suggested the following five subtypes of NPD: The
unprincipled narcissist is characterized by pathological lying and delib-
erate deception in order to obtain narcissistic supply (the admiration of
others). The amorous narcissist is obsessed with erotica and seduction.
Sex and sex appeal are used as tools and weapons to gain control and
power. The compensatory narcissist makes use of the narcissistic supply
in order to compensate for overwhelming feelings of inadequacy and low
self-esteem. The elitist narcissist shares the characteristics of the phallic
narcissist, who is consumed with the external aspects of a superior man-
hood and is part of another classification system. But in contrast to the
phallic narcissist, the class of elitist narcissists is not exclusively male
(Goodman & Leff, 2012). And the fanatic narcissists are quite paranoid
and believe that they are gods. Extreme delusions of grandeur are their
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weapons to fight their poor self-esteem. However, since there are few
pure variants of any of the subtypes, they are not recognized in the ICD
or DSM (Millon, 1996).

Another suggestion of subtypes of narcissistic personality disorder
came from Will Titshaw, who identified the following three: pure narcis-
sists, with mainly just NPD characteristics; attention narcissists, who
also have histrionic features; and beyond the rules narcissists, who have
antisocial features. These subtypes are also not officially recognized in
any editions of the DSM or the ICD.

Development and Causes

The causes of NPD are not known, but experts suggest a biopsychoso-
cial model of causation, indicating that a combination of environmental,
social, genetic, and neurobiological factors is likely to play a role in the
development. No single factor is responsible for the disorder; rather, it
is thought that the complex and intertwined nature of all the considered
factors is important. There is some evidence that NPD is heritable as it
is more likely for individuals to develop it if there is a family history of
the disorder, thus presenting a slightly increased risk for this disorder to
be “passed down” to children (Paris, 2014).

Some authors believe that there is a relationship between NPD and the
loss or absence of a strong father figure—that is, a father who is either
physically or emotionally absent. Or the father may be condescending
and critical, leaving the child with a lack of self-esteem, which the child
later compensates for by exaggerating his or her own importance with a
false sense of self-worth (Goodman & Leff, 2012).

Studies have indicated that narcissistic responses to stress and trauma
may have a genetic basis, but there are additional factors at play. The
potential for NPD may be in the genes, but environmental or other fac-
tors may be needed to set the disorder in motion. On the other hand,
approximately two-thirds of the children of parents who were previ-
ously diagnosed with NPD have NPD themselves, according to some
research (Goodman & Leff, 2012).

Researchers have established a list of factors that may promote the
development of NPD. These include an oversensitive temperament;
excessive admiration, praise, or criticism; overindulgences and overval-
uation by parents or family members; severe emotional abuse; unpre-
dictable or unreliable caregiving; learning manipulative behaviors from
others; and valuing by parents in order to regulate the narcissistic indi-
vidual’s self-esteem (Groopman & Cooper, 2006). Cultural factors are
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also believed to influence the prevalence of NPD, as the traits seem to be
more common in modern societies than in traditional ones (Paris, 2014).

Effects and Costs

Narcissists don’t only lack empathy for others—they take advantage of
others for their own ends. Such exploitative relationships may take many
forms. They do not consider the losses or pain they inflict on others.
Much of the emotional and material costs occur because NPD individu-
als can be very persuasive in getting what they want, and their victims
often cannot believe that anyone could really be so cold and cruel.

As part of their strong beliefs in their own uniqueness and entitlement,
many narcissists become addicted gamblers, expecting their friends and
families to bail them out and cover their losses, even though the family
members cannot afford to do so.

Narcissists” exaggerated need for attention and admiration may actu-
ally function as a risk factor for depression. At times, when the desired
admiration fails to be available, the narcissist’s disappointment may be
as exaggerated as the original need for attention had been. Thus, depres-
sion becomes the price the narcissist often pays for the desired atten-
tion. In addition, narcissists’ need for admiration can be interpreted as a
dependency trait, and for many of them, drugs and alcohol may become
a way to protect themselves from the harsh reality that they are not
always the center of attention and admiration.

Drugs preferred by narcissists are those that stimulate their inflated
sense of self and give them a feeling of euphoria and vitality and also
fight feelings of disappointment and depression. One drug that provides
all this is cocaine, and cocaine abuse is common among people with
NPD (Goodman & Leff, 2012).

People who are in love with themselves tend to hate everyone else. For
instance, in cases of racism and religious intolerance, narcissists are able
to project all the qualities they despise onto the hated group, which leaves
the narcissists with the “pure” selves they can love. The list of hated
groups can include any religious sect, any race, minority, or nationality—
except the ones the narcissists belong to (Grunberger, 1989).

As people with NPD have great difficulty tolerating criticism or defeat,
they may be left feeling humiliated or empty upon experiencing an
“injury” in the form of criticism or rejection (Psychology Today, 2017).

Narcissists’ greatest vulnerability is a weak sense of self and the fear
that others will see that. Theirs is a very thin, brittle facade of confi-
dence and superiority. Once this thin veneer is punctured, narcissistic
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individuals may take things very personally, and they may hold onto
resentments for a very long time. With only minor disappointments, nar-
cissists may come up swinging, but when hit by a major blow to their
self-concept, they may become totally deflated. They may even become
suicidal (Hatch, 2017).

The greatest threat for people with NPD is the possibility of suicide
because suicide attempts can arise quickly and without warning in those
people (Links, Gould, & Ratnayake, 2003). The reason may be a sudden
injury to the person’s self-esteem.

In Society

As individuals with NPD are feeding their beliefs in their own impor-
tance and grandiosity from the admiration of those around them, they
are only too eager to be socially involved—at least, on a superficial basis.
Due to their lack of empathy, many of their social relationships remain
on the superficial level.

NPD individuals’ preoccupation with their own intelligence, success,
and attractiveness tends to interfere with social interactions over longer
periods of time because others do not appreciate, or tolerate for long,
those competitive and admiration-demanding behaviors. In general,
there seem to be two types of people with NPD: those who are outgoing
in social situations and those who are not outgoing (Wink, 1991).

People with this disorder may frequently express their snobbish, dis-
dainful, or patronizing attitudes when interacting with sales personnel in
stores, food servers in restaurants, and many other public situations by
complaining about the clumsy behavior, the rudeness, or stupidity of the
people trying to complete their orders (Bressert, 2016).

Much like people with histrionic personality disorder, individuals
with NPD crave attention from those around them, and they, too, may
exaggerate the depth of their interpersonal relationships. But they are
more likely to stress their friends’ high social status. And persons with
NPD are not just satisfied with attention, they expect to receive praise
and admiration for their uniqueness and superiority (Bayer, 2000).

As they expect to be held in high esteem by others, they also believe that
their specialness can only be truly understood and recognized by privi-
leged people with social distinction. People with NPD firmly believe that
they are entitled to special treatment. They expect to be seated at a special
table in a restaurant, even though they did not bother making reserva-
tions. They will find something wrong with the meal and treat the server
as second-class citizen, leaving a meager or no tip. The physicians they
trust with their health issues have to be specialists in their field. They will



Narcissistic Personality Disorder 117

attempt to join the most prestigious country club their income will allow.
If they are not accepted into the prestigious country club, or they cannot
afford to reside in the most affluent neighborhoods, they try to hide their
failure by denigrating the neighborhood or the country club for being
snobbish (Dobbert, 2007). While striving for the recognition of the social
elite, narcissistic individuals will often behave in condescending or even
offensive ways toward those who do not occupy the elevated social ranks.

The narcissists’ sense of entitlement makes it easy for them to jus-
tify their exploitation of personal acquaintances and friends to their
own advantage. Their assumed entitlement to the exploitation of those
around them operates in every part of the narcissist’s life.

It has been observed that narcissists tend to routinely use propaganda
techniques to control, confuse, and manipulate others (Neuharth, 2017).
The following is a list of some techniques used by narcissists:

Ad Hominem: From the Latin meaning “toward the man,” this is an
attempt to shift the conversation to questioning the other person’s
character or level of knowledge, thereby distracting from the topic
and putting the other person on the defensive.

Glittering Generalities: Narcissists are in love with their words and
use glowing statements describing themselves and their behaviors
without providing evidence.

The Big Lie: Their lies are so outrageous that others don’t even know
where to begin in refuting them.

Intentional Vagueness: Being so vague in their statements so that they
are meaningless or open to multiple interpretations.

Exaggerating and Minimizing: Most narcissists are extremely image
conscious, so they minimize the negative parts of their actions and
exaggerate when describing their grandiose personas.

Repetition: By endlessly repeating a word or phrase, narcissistic indi-
viduals sidetrack discussions. The goal is that if they say something
often enough, others may finally start believing it.

Scapegoating: This is one of narcissists’ favorite tactics: falsely blam-
ing one person for a group’s problems.

The basis for all these and other propaganda tactics is distortion of nor-
mal thinking and behavior for the purpose of misleading and exploiting
others (Neuharth, 2017).

Up Close
Rita was the undisputed princess. Her parents, although not divorced,
were separated, and her mother had taken in a foster child about two
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years younger than Rita. The child payments from Rita’s father, the
money for Marion, the foster child, and additional money from the
working mother of another neighborhood child, who was supervised by
Marion, the foster child, allowed Mrs. Weimer to stay at home and raise
both girls. Mr. Weimer drove a taxi for a living and did not spend much
time with bis estranged wife or with Rita.

Although Marion was the younger of the two girls, she was the one to
help with all the chores around the house. Rita did not have to lift a finger.
The neighborhood children liked Marion but would rather not play with
Rita; she was too bossy and wanted everything to go her way. Whenever
there was a fight among the children, Rita would tell her mother the story
but switch her and Marion’s roles in the children’s upheaval; it was always
Marion’s fault. Marion could not defend herself because Rita threatened
her that Mrs. Weimer would trade Marion for another foster child, a bet-
ter one. Marion was too scared to risk another placement, which might
even be worse for ber, so she accepted Rita’s power and suffered ber abuse.

It did not help that Marion was a very pretty girl, much prettier than
Rita. Rita could not allow that. She saw to it that Marion got to wear
the ugliest hand-me-down clothing they could find. Sometimes, when
Marion fell asleep, being exhausted from all the chores she had to do,
Rita sneaked up and cut Marion’s hair in the strangest pattern, telling
her mother that Marion had done it herself to get attention. As Rita was
not used to doing any work, her school performance was mediocre, and
she barely graduated from high school. Mr. Weimer let it be known that
child support for Rita would soon come to an end.

For a couple of years, Rita worked as a salesperson, but her personality
traits were not conducive to that career. Rita expected to be treated as the
star salesperson, making the most money and being admired by her less suc-
cessful coworkers. Her unfriendly and haughty bebavior with the custom-
ers, however, led to complaints, and she never lasted long in any of her jobs.
But she never tired of blaming others for her failures. Finally she decided
to become a bartender. It was easier to collect good tips by flirting with the
male customers. And the bars she worked at usually did not have any other
female bartenders, so the element of competition was not as obvious in this
setting. She embarked upon a few ill-fated romantic relationships, with her
disappointments leading to overeating and bouts with depression.

At Work

People with NPD are often charming and smart enough to do their jobs
well in the beginning, but they soon get bored, and then they look for
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excitement. Changing their work routine may cause trouble, because
they are not invested in the details and will try to blame coworkers for
the problems. When a supervisor doesn’t accept the blaming explana-
tions, the person with NPD might sabotage coworkers’ products, setting
up traps for them and making it appear as if other coworkers set the
traps, thus pitting one against another.

Narcissistic people do not do anything nice for others out of the kind-
ness of their hearts—they don’t have the empathy that that requires.
Instead, they help out only to get more back in return. By getting posi-
tive feedback for gestures of seeming kindness, they verify that they are
special.

Many people with NPD have the talent and credentials to function
successfully in prestigious and powerful positions. Their pervasive social
manner and charisma encourage casual business acquaintances. And
they don’t have to develop close relationships with anyone in the work
situation. As pointed out by organizational psychologists, people with
NPD are able to make necessary, tough business decisions without being
bothered by emotions others would experience, such as sadness, empa-
thy, or guilt.

Interestingly, a study about personality traits reported that politicians,
clergy, and librarians scored highest on traits for authority and lead-
ership, but they also had the highest scores in total narcissism values
(Goodman & Leff, 2012).

Being part of a work group, the narcissistic worker proclaims the
group’s accomplishments to be his or her own achievements. With-
out his or her knowledge and skills, the group would have failed in its
production.

Their sense of entitlement leads people with NPD to exploit colleagues
in the work setting as they climb the corporate ladder. To meet their
goals, narcissists don’t mind stepping on others on the ladder to success.
And if need be, they may not shy away from starting unfavorable rumors
about those who are in competition with them (Dobbert, 2007).

Despite their self-perceived power and abilities, people with NPD are
often lazy or feel above the need to show productivity in work activi-
ties. It is easier to fantasize about great achievements than to actually
produce them in reality. They prefer their grandiose self-concepts in
daydreams over realistic self-evaluations. This type of approach in the
work setting will usually not reward the narcissistic individuals with the
elevated and powerful positions they expect or demand to be function-
ing in. Therefore, in the workplace, narcissists often seethe with anger
and resentment. Because the gap between their grandiose flights of fancy
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and reality is so great, they develop resentment, rage, and even persecu-
tory delusions. In addition, they are extremely envious and try to destroy
what they think to be the sources of their frustration, A successful boss, a
popular coworker, a skilled employee—all become targets of the narcis-
sist’s competition and envy (Bjornlund, 2011).

Up Close

John, the older of two brothers, was intelligent, reasonably good look-
ing, artistic, and had some charm. He made himself and everybody else,
including bis parents and his younger brother, believe that he was the
one with the greatest potential. He only had a few friends, and they had
to be willing to admire his brilliance and superior talents.

Although highly overrated by John, his intelligence allowed him
to enter a promising career in the field of technology. He spent much
time with his expensive technical toys and his musical instruments but
expanded less energy on his work activities. However, he needed fre-
quent raises in his salary to pay for the tools and toys be felt entitled to
own. When his supervisor’s performance ratings of Jobhn did not match
John’s own ratings, he blamed the supervisor for not being intelligent
enough to recognize John’s brilliance and superior performance. Sadly,
the supervisor was just an ordinary man who somehow had made it up
the ladder due to lucky circumstances or dishonest maneuvers.

According to John’s beliefs, the supervisor, naturally, collected all the
support he needed from John’s coworkers, who envied him and talked
about him behind his back.

As Jobn bhad a tendency to express his dissatisfaction with his super-
visor, frequent job changes were required. Strangely, all his supervisors
seemed to come from the same mold. But, needing the money for his
livelihood and his expensive toys, John was able to hold on to jobs, giv-
ing a less-than-stellar performance and using his energies for his hobbies
and technical adventures.

Divorced after a disappointing marriage, John moved into a comfort-
able condominium with all his treasures. Unfortunately, his neighbors, to
whom he seldom spoke because they were mostly just ordinary people,
did not have any appreciation for the piano concerts he treated them to
during late evening hours. How dare they demand bhe restrict his musical
extravaganzas to the hours before 10:00 p.m.? They should have praised
and thanked him for sharing his superior talents with them. Unfortunately
for John, the law was on the side of his neighbors, the ordinary people.

Despite his difficulty interacting with supervisors, coworkers, neigh-
bors, and others, John was able to keep some level of employment until
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he could retire with an adequate pension. At that time he left the con-
dominium and moved into a small house out in the countryside, where
he could indulge in his treasured activities without the distraction from
friends, neighbors, and family. Not a bad life after all—in his opinion.

In Relationships

Due to the behavioral characteristics of people with NPD, it is often
difficult to maintain romantic relationships (Campbell & Foster, 2002).
Their inability to accept criticism of any kind and their demand for con-
tinuing admiration and attention put a heavy burden on any intimate
relationship. In addition, they may vent to their spouses their anger and
disappointment over their colleagues’ treatment of them at work and
their supervisors’ lack of understanding of the narcissist’s grandiose
achievements and contributions to the workplace, expecting their part-
ners to soothe the wounds to their self-esteem and rebuild their exag-
gerated self-confidence. However, when the spouse or partner is in need
of emotional comforting, the narcissistic partner will rarely be avail-
able because he or she might just be involved in another awe-inspiring
project.

For people with NPD, any emotional interaction or any connection
requiring an emotional commitment is doomed to failure. Surrounding
themselves with people who will feed their narcissistic supply, they can-
not express any real feelings of attachment or commitment and are thus
unable to become part of a real friendship or love relationship. Partners
of narcissistic individuals cannot afford to have or express their own
opinions, because only the narcissists’ opinions count; they alone have
all the knowledge and are always right. And they will not forgive or
forget any slight. Thus, relationships with narcissistic persons tend to be
one-sided—physical, verbal, mental, financial, or emotional.

Within any type of relationship, four cycles of abuse—initiated and
carried out by a narcissistic person—can be observed. As soon as the
narcissistic person feels threatened, he or she embarks upon some sort
of abusive behavior toward the person who appears to be responsible
for the threat. Once the abuse cycle is in process, the individual with
NPD will describe the victim’s defensive behavior as evidence for that
person’s bad intentions, making him- or herself appear to be the victim.
As soon as the real victim gives up in confusion, the narcissistic person
feels empowered. Almost any perceived threat will trigger the abusive
reactions within the narcissist, who will then turn the tables and assume
the victim role that functions as justification to demonstrate his or her
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rightness or superiority, leading to increased power and control (Ham-
mond, 2018).

The narcissists’ strong belief in their own entitlement finds its expres-
sion in intimate relationships as well as in other parts of the narcissists’
lives. Their willingness to share their lives with spouses or significant
others entitles them to live in a smoothly functioning environment with-
out their participation in making it so. It entitles them to sexual activity
of their choosing at any time, and any concerns of a narcissistic person
require immediate and undivided attention.

As many individuals with NPD are preoccupied with fantasies of
unlimited success, brilliance, beauty, or even ideal love, their partners
in close or intimate relationship most likely experience a rollercoaster
of highs and lows in their daily lives with a narcissist. Consequences of
unrealistic expectations of brilliance, power, and success in work situa-
tions will be aired at home, and more often than not, the partner’s love
for the narcissist does not match the level of ideal love fantasized or
demanded by the narcissist.

Many narcissists tend to frequently behave seductively even to ran-
dom people like compulsive seducers. They may believe that their worth
is based on their looks, charm, and their ability to be sexually attractive
to others (Hatch, 2017). Even if they are not actually cheating, this exag-
gerated seductiveness will introduce stress and problems into the narcis-
sist’s relationship with the intimate partner.

Narcissists have been described as living in a bubble surrounded by
their own reflection (Goodman & Leff, 2012). There is no room for any-
body else within the bubble.

Up Close

Because Martin believed that he was a special person, born to lead and
guide the average people around him to a higher level, he also believed
that he was the perfect lover. Secretly, some doubts sneaked in regarding
his sexual performance after a few young women had broken up with
him. To restore his beliefs in his special talents as a lover, he convinced
himself that these pretty young women just did not recognize his stel-
lar romantic performance. Then he decided to bestow bis attention and
amorous pursuits on some plain, overlooked young (and not-so-young)
women. To give them a taste of the ecstasy of a perfect romance, he
was on his most charming behavior for a while, lavishing his attention
on them. He was generous with his sexual favors without wasting time
inquiring what they might like. He knew he was entitled to their undy-
ing devotion in return. But when the women—after some initial happy
excitement—returned to a lower level of excitement in the expression of
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their sexual satisfaction, Martin was disappointed in the lack of grati-
tude expressed by them and decided to withdraw bis generosity.

Theory and Research

The many similarities between narcissistic and paranoid personal-
ity disorders have made their distinction particularly difficult in some
researchers’ opinions. Individuals with both types of disorders are ambi-
tious, driven, haughty, and exhibit “narcissistic rage” when their pride
is injured. Developmentally, in both disorders, there are evidences of
an arrested separation-individuation, distorted Oedipus complex, and
a less-than-optimal latency and adolescent passage. On a psychostruc-
tural basis, subtle identity diffusion, often masked by an overzealous
but shallow vocational commitment, are noticeable in both disorders.
At some point it was even thought that cases with combined narcissis-
tic and paranoid features may be more common than their pure types
(Akhtar, 1990). However, when this overlap is not strong, the two con-
ditions show many differences. Individuals with NPD do not exhibit
the pervasive mistrust, litigiousness, and self-righteous indignation of
the paranoid personality. Narcissists tend to hide their discomfort with
spontaneity by crafty socialization, and cognitively, they display absent-
mindedness and lofty disregard for detail (Akhtar & Thomson, 1982).

According to studies on the occurrence of personality disorders in
twins, there seems to be a moderate to high degree of heritability for
NPD (Reichborn-Kjennerud, 2010). However, the specific genes and
gene interactions contributing to the cause have not been identified.

Based on the heritable traits and gender research, males with first-
degree biological relatives—most likely their fathers—diagnosed with
NPD have a higher likelihood of developing the same disorder (Dob-
bert, 2007). Suggestions from developmental psychologists indicate that
young people, especially young males, may develop NPD by observing
diagnosed narcissists modeling the symptomatic behaviors. In order to
understand the rewards or consequences associated with certain behav-
iors, it is not necessary to experience them directly. Individuals learn
behaviors by watching others perform the behaviors. If they like the con-
sequences of the behavior, they are quite likely to imitate that behavior
and adopt it for their own use (Bandura, 1977).

Although there has been little research about the neurological basis
of NPD, recent research has identified a structural abnormality in
the brains of individuals with NPD. In particular, there seems to be a
smaller volume of gray matter in the left anterior insula (Schulze et al.,
2013). Similarly, another study has detected reduced gray matter in the
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prefrontal cortex (Nenadic et al., 2015). The brain regions identified in
those studies are related to the traits of empathy, compassion, emotional
regulation, and cognitive functioning. These findings seem to indicate
that NPD is linked to a compromised capacity for empathy and emo-
tional regulation (Ronningstam, 2011).

A Norwegian study suggested that narcissism should be conceived as
personality dimensions relevant to the whole range of personality disor-
ders rather than as a distinct diagnostic category (Karterud, 2011). Another
conclusion, based on examination of the literature on the disorder, sug-
gested an apparent nosological inconsistency, indicating that its considera-
tion as a trait domain needed further research (Alarcon & Sarabia, 2012).

A 20085 British study revealed significant elements of antisocial and
narcissistic personality disorder among senior executives in the business
sector (Bjornlund, 2011).

Theoretical considerations have focused on the split at the core of
the narcissist’s identity. Although people with NPD employ grandiose
pretensions about themselves, their self-esteem is usually quite fragile,
based on a secret self-image of helplessness and impotence. As a bulwark
against this fragile self-image, which they fear is the more accurate pic-
ture, individuals with NPD have invented the “superman” representation
of themselves. To compensate for this lesser self, which the narcissists
secretly regard with shame, they invent their enormously inflated self-
images. To make this attempted compensation more convincing even to
themselves, narcissists have to manipulate other people into recognizing
their grander selves (Bayer, 2000).

The defense mechanism of “splitting” in the narcissistic personality is
considered to be similar to what is seen in the borderline personality. But
there is a difference between the two types of splitting. The inner split in
the borderline personality is more profound, and, unlike in the narcis-
sistic personality, it brings with it alienation and rage (Restak, 1982).

For narcissistic individuals, feelings of inferiority and incompetence
are among the most difficult to tolerate because of their shamefulness,
and they are the most urgent to hide. Therefore, in order to protect the
self from rejection, narcissistic individuals attempt to escape them by
presenting a grandiose self and hiding the weaker self (Morrison, 1989).

Apparently, studies regarding the prevalence of NPD have found that
rates of NPD are higher for young adults and for those individuals who
were divorced, separated, or widowed than for the never married. In
addition, significant cultural differences have been observed with black
men and black and Hispanic women, reflecting higher rates of NPD in
these groups than in Hispanic men and whites of both genders (Good-

man & Leff, 2012).
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Cultural trends in certain societal regions seem to contribute to the
risk of developing NPD, according to social learning theorists. For
instance, media centered on celebrities rather than on average people,
importance placed on status and position, choice of leaders with empha-
sis on appearance and personality, and the weakening of religious and
social institutions as part of traditional family life may lead to what has
been called “acquired situational narcissism” affecting adults as a result
of social successes, individuals who are always in the limelight, receiving
special attention and recognition (Goodman & Leff, 2012).

This seems to be reflected by a study performed at the Keck School
of Medicine, University of Southern California, which surveyed 200
celebrities using the Narcissistic Personality Inventory (NPI). As pub-
lished in the Journal of Research in Personality, on average, celebrities
scored 17.84 on the NPI, which is about 17 percent higher than the
general public—with females scoring significantly higher than males. Of
additional interest is that the research showed little or no relationship
between the celebrities’ NPI scores and the number of years they had
been in show business. This finding was interpreted to mean that it is not
show business and fame that led to narcissism, but rather that the indi-
viduals probably had narcissistic tendencies before they became famous
(Goodman & Leff, 2012).

Recent theories have pointed to the influence of culture, socializa-
tions, lifestyle, pressures, and the media as influences that affect person-
ality development in an overwhelming way—even as people grow into
their 20s and beyond. And as pointed out by the Association for Body
Image Disordered Eating (ABIDE), the average U.S. citizen is exposed to
5,000 advertising messages on a daily basis. Most of these messages are
images of beautiful people with perfect bodies, enjoying the finer things
in life. These messages are not only linked to eating disorders, they often
provide a blueprint for the false images of perfection created by people
with NPD.

People with NPD crave instant gratification, and digital technology
seems to have been invented just for them. Cell phones provide the
means to create a self-centered environment for oneself by only inter-
acting with those peers whom one can rely on to feed one’s narcissistic
tendencies. The various social network sites can be easily manipulated
for building a network of fans and followers by screening out those
individuals who hold different opinions from those of the narcissist. On
those social networking sites, the narcissist can be the center of his or her
world, reflecting it nonstop to the circle of admirers. Narcissists are sus-
ceptible to developing Internet addiction. In a recent study, two-thirds
of young participants stated that as a whole, their generation was more
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overconfident, more narcissistic, and more needy for instant gratification
and attention than those of their parents’ and earlier generations (Good-
man & Leff, 2012).

There has been some controversy questioning the actual existence of a
distinct emotional disorder to be called “narcissism” or NPD, and there
was a suggestion to remove NPD from the diagnostic literature as a sep-
arate personality disorder because many psychological disorders have
a degree of narcissism in them. This led to confusion about NPD being
the same as or being a type of schizophrenia. A study designed to show
that NPD was a separate condition from schizophrenia involved a group
of patients hospitalized and treated for a diagnosis of NPD, comparing
them to a group of patients hospitalized for schizophrenia in terms of
therapy effectiveness and clinical outcomes. The conclusion, based on
the results, was that NPD constitutes a valid diagnostic entity, distinct
from schizophrenia (Goodman & Leff, 2012).

Many people seem to believe that there is a narcissistic epidemic in
the United States, starting with the so-called “me decade” of the 1970s,
when admiring oneself came to be equated with success in life. This idea
turned into something like a movement in the 1980s and 1990s, becom-
ing the age of entitlement. Using statistics, some point out that based
on changes in averages, narcissism has reached an epidemic. The level
of change in narcissistic traits in today’s population—as opposed to the
early 2000s—represents a classic bell curve, with small changes at the
middle (the average) and much greater changes at the ends. Looking
at the top of the bell, the average person is only somewhat narcissistic,
although noticeably more so now than a decade ago. However, at the
high end of the bell curve, there are now three to four times as many
people diagnosed with NPD than there were a decade ago, indicating
that there are many more highly narcissistic people with us now than
one or two decades ago (Goodman & Leff, 2012).

According to some research, NPD tends to be exhibited more often in
people with higher education and in certain professions. For instance, a
study of personality traits published in the journal Current Psychology
noted that the highest scores on traits for leadership and authority, but
also the highest scores in total narcissism values, were obtained by politi-
cians, clergy, and librarians.

Treatment

Historically speaking, for many years it was believed that it was nearly
impossible to treat people with NPD, but although it is very difficult
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to convince someone with NPD to change his or her behavior, it is not
impossible (Goodman & Leff, 2012).

In the 1960s, the conventional wisdom of the time was challenged
by Heinz Kohut and Otto Kernberg, who outlined clinical procedures
for using psychoanalytic psychotherapy with clients with NPD that
they claimed were effective in treating the disorder. Contemporary
treatment modalities typically involve transference-focused, metacogni-
tive, and schema-focused therapies. Treatment of symptoms related to
comorbid disorders with psychopharmaceuticals might provide some
improvement. But, according to Elsa Ronningstam from Harvard Medi-
cal School, “alliance building and engaging the patient’s sense of agency
and reflective ability are essential for change in pathological narcissism”
(Ronningstam, 2016, p. 11).

Treatments of NPD have not been well studied, and many people
afflicted with the condition frequently do not consider themselves to have a
problem. If they do enter treatment, it may be for another complaint, such
as depression or substance use disorder—or at the insistence of relatives.
Because of their extremely positive self-image, they fail to recognize their
behavior as inappropriate (Caligor, Levy, & Yeomans, 2015). They resist
the notion that they could be damaged in any way. Thus, because people
with NPD exhibit grandiosity and defensiveness, treatment can be chal-
lenging. However, individual and group psychotherapy may be useful in
helping them relate to others in a healthier and more compassionate way.

Several therapy approaches have been suggested as effective ways
of treating NPD, including mentalization-based, transference-focused,
and schema-focused psychotherapies (Psychology Today, 2017). Heinz
Kohut and Otto Kernberg in the 1960s claimed their clinical strategies
for using psychoanalytic psychotherapy with NPD clients. Contempo-
rary treatment approaches involve transference-focused, metacognitive,
and schema-focused therapies.

Medications may be prescribed to relieve specific troubling and
debilitating symptoms. Some of the SSRI (selective serotonin reuptake
inhibitors) class of antidepressants, such as Prozac, may actually tend to
increase narcissistic traits. As the neurotransmitter serotonin regulates
mood and levels of positive emotions, stimulating normal positive emo-
tions, it may at the same time also stimulate the false feelings of superior-
ity typical of people with NPD (Goodman & Leff, 2012).

Psychopharmaceuticals may be useful in the relief of symptoms related
to comorbid disorders, but alliance-building and engaging the patient’s
sense of agency and reflective ability are necessary for change to occur
(Ronningstam, 2016). As mentioned earlier, people with NPD do not
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acknowledge having problems, instead believing that everybody else is
to blame for whatever problems arise. If—for whatever reason—they
enter therapy, their attitude makes psychotherapy difficult because they
fear that making changes in themselves would represent an admission of
their imperfection.

One published account of therapy describes a male patient who admit-
ted that he had never really loved anyone, even though he had been in
a number of romantic relationships. Apparently, he felt some guilt over
having for years let others love him without reciprocating the feeling.
But whenever this topic came up in therapy, the client would fall asleep
in order to hide from his shame (Bach, 1985).

However, in spite of these difficulties, psychotherapy seems to be the
preferred method for dealing with narcissism. In fact, family or group
therapy can at times be helpful because the narcissist’s difficulties dealing
with other people become evident immediately in such settings, although
ultimately, individual psychotherapy may be necessary for uncovering
dramatic childhood events that might have prompted the development
of the individual’s elaborate defense system (Bayer, 2000).
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CHAPTER 7

Obsessive-Compulsive Personality
Disorder

Symptoms, Diagnosis, and Incidence

As the name implies, people who suffer from obsessive-compulsive per-
sonality disorder (OCPD) are plagued with thoughts or ideas that stay
in their minds and are difficult to dismiss. On the other hand, compul-
sion refers to a type of behavior that the individual feels driven to per-
form. This personality disorder should not be confused with the more
serious anxiety condition called obsessive-compulsive disorder (OCD).
Strictly speaking, individuals with OCPD do not have any one identifi-
able obsession or compulsion but rather tend to be utter perfectionists,
insisting that everything must be done in certain ways. They are unlikely
to compromise (Bayer, 2000).

Although unusual, it is possible for an individual to suffer from
both disorders, particularly in extreme cases of hoarding behavior. For
instance, in cases of animal hoarding, it has been reported that the peo-
ple involved appear to have symptoms of both OCD and OCPD (mind-
disorders.com, 2018).

A preoccupation with orderliness, perfectionism, and interpersonal
control at the expense of flexibility and efficiency make up the essential
feature of OCPD, which usually starts in early adulthood. Painstaking
attention to rules, trivial details, schedules, and procedures are among
the tools people with OCPD employ in attempting to remain in control.
Their repeated checking for possible errors may become annoying to
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those around them due to delays and inconveniences resulting from this
behavior.

People with OCPD are high achievers with a sense of urgency about
their actions. If other people interfere with their rigid routines, they may
become very upset and may not be able to express their anger directly
because they consider feelings like anxiety or frustration more appropri-
ate than anger. Rather than expressing their angry feelings, they may
ruminate for hours about the situation, thereby increasing the level of
their frustration.

Individuals with OCPD usually exhibit excessive devotion to work—
often to the exclusion of leisure activities and interaction with friends—
which is not necessarily dictated by economic necessity. Even on
vacations, they may take along something to work on to avoid “wasting
time.” Play becomes a structured task, and hobbies are approached as
serious tasks that demand careful planning and organization to be mas-
tered perfectly. In addition, people with OCPD are reluctant to delegate
tasks or work together with others.

Regarding matters of morality, ethics, or values, individuals with
OCPD are inflexible and conscientious, forcing themselves and others to
uphold rigid moral principles and the strictest standards of performance.
They defer to authority and rules, insisting on literal compliance without
regard for extenuating circumstances.

People with this disorder tend to be stingy and hoard money. They
also have great difficulties discarding objects that are no longer needed
because there could be a time in the future when they could be useful
again. And they may adopt a standard of living that is far below their
actual financial means. As rigidity and stubbornness are main charac-
teristics of OCPD, people with this disorder have difficulty compromis-
ing with the ideas of others because there is only one “correct” way
for things to be done. It is problematic for them to acknowledge the
viewpoint of others, and they are unwilling to consider changes in their
opinions as well as their behavior.

OCPD is one of the most frequently occurring personality disorders
in the general population with an estimated prevalence range of 2.1 per-
cent to 7.9 percent and 8 percent to 9 percent among psychiatric out-
patients. Other estimates suggest that approximately 1 percent of the
general population is affected by the disorder (Bayer, 2000). Results of
systemic studies indicate that OCPD tends to be diagnosed about twice
as often in males than in females. Some research appears to link this dis-
proportion to gender stereotyping in that men have greater permission
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from general Western culture to act in stubborn, withholding, and con-
trolling ways. The cultural permission, while encouraging men to behave
in controlling ways, may also serve to “camouflage” this condition in
men. In other words, the prevalence rate of OCPD in men may even be
higher than estimates reflect.

Starting in the teen years or early 20s, OCPD is currently the most
prevalent neurotic character structure, partly because the disorder
makes it possible for people to achieve the illusion of safety in an uncer-
tain world (Salzman, 1968). A large U.S. study reported a prevalence
rate of 7.9 percent, making OCPD the most common personality dis-
order. The data evaluation regarding the prevalence, sociodemographic
correlates, and disability of 7 of the 10 DSM-IV personality disorders
revealed OCPD to be the most prevalent personality disorder in the gen-
eral public (contradicting other information), with no sex differences
being observed. Regarding its role in prediction of disability, OCPD was
inconsistently related to disability (Grant et al., 2004).

Some traits of OCPD may seem to occur in other personality disor-
ders; for example, a person with narcissistic personality disorder may
be preoccupied with perfection and show a stingy and critical attitude
toward others. In general, narcissists are generous with themselves, but
people with OCPD are self-critical and reluctant to spend money even
on themselves. Similarly, individuals with schizoid personality disorder,
who lack a fundamental capacity for intimacy, may resemble someone
with OCPD in being very formal and detached in interactions with oth-
ers. What is different is that a person with OCPD may be awkward in
emotional situations but is still able to experience caring and may actu-
ally long for close relationships.

Timeline

1908 Sigmund Freud named what is now known as obsessive-
compulsive personality disorder “anal retention character.”

History

OCPD has a lengthy history, tracing back to the beginnings of psychol-
ogy. It has appeared in every edition of the DSM. Sigmund Freud identi-
fied the main characteristics of the personality type as a preoccupation
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with orderliness, parsimony (frugality), and obstinacy (stubbornness
and rigidity). The concept agrees with his theory of psychosexual
development.

When OCPD was first included in DSM-II, it was largely based on
Freud’s notion of the obsessive personality or anal-erotic character style
exemplified by orderliness, parsimony, and obstinacy.

OCPD’s Anankastikos diagnostic criteria (the World Health Organi-
zation’s ICD-10 uses the term anankastic personality disorder; derived
from the Greek word Anankastikos: “compulsion”) have undergone
considerable changes with each DSM modification. For example, two
criteria listed in the DSM-III-R, constrained expression of affection and
indecisiveness, were discontinued in the DSM-IV. This occurred mainly
as a result of reviews of the empirical literature, which found that these
traits did not contain internal consistency. Research regarding charac-
teristics of OCPD and its core features has been ongoing since the early
1990s, including the tendency for it to run in families, along with eating
disorders.

In the DSM-IV, OCPD is classified as a Cluster C personality disorder
although there had been a dispute about OCPD’s categorization as an
Axis II anxiety disorder. It seemed more appropriate for OCPD to be
presented alongside OC spectrum disorders including OCD, compulsive
hoarding, body dysmorphic disorder, trichotillomania, compulsive skin
picking, tic disorders, autistic disorders, and eating disorders (Fineberg,
Sharma, Sivakumaran, Sahakian, & Chamberlain, 2007).

There has been a note of criticism regarding the inclusion of OCPD
as a Cluster C disorder. The findings of a 2007 study indicated that
OCPD is etiologically distinct from avoidant and dependent personality
disorders, thereby suggesting that OCPD is incorrectly categorized as a
Cluster C disorder (Reichborn-Kjennerud et al., 2007).

The DSM-IV tried to distinguish between OCPD and OCD by focus-
ing on the absence of obsessive and compulsive traits in OCPD, but OC
personality traits are easily mistaken for abnormal cognitions consid-
ered to be basic to OCD. Parts of self-directed perfectionism, such as
believing a perfect solution is commendable, discomfort if things are
believed to have been done incompletely, and questioning whether one’s
actions were performed correctly, have also been suggested as enduring
features of OCD. And in DSM-1V field trials, a majority of OCD patients
stated they were unsure whether their obsessive-compulsive symptoms
really were unreasonable (Foa et al., 1995).

In 2004, Theodore Millon identified the following five subtypes of the
compulsive personality: perfectionism, inflexibility, rule-bound, doubt
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and cautiousness, and order and symmetry; any compulsive personality
may exhibit one or more of them (Millon, 2004).

Development and Causes

Individuals with OCPD are thought to have not experienced a success-
ful separation-individuation process and to have not acquired self- and
object-constancy. According to the psychoanalytical view, their problem
seems to develop from oedipal-phase difficulties.

Others suggest that the need for control may stem from traumatic
losses early in life, such as the death of a parent. The powerlessness in
averting this past tragedy may drive those with an obsessive-compulsive
personality to rule or control as much as possible within their present
reality (Bayer, 2000).

Several theories suggest that people with OCPD may have been raised
by controlling or overprotective parents. Or, as children, they may have
been harshly punished and may have developed OCPD traits as a coping
mechanism to avoid punishment by trying to be obedient and “perfect”
(Van Noppen, 2010).

According to some research, people with OCPD appear to have been
raised by parents who punished them for every transgression of a rule,
no matter how minor, and rewarded them for almost nothing. This treat-
ment leaves children unable to safely develop or express a sense of joy,
spontaneity, or independent thought, and they develop the symptoms of
OCPD as a strategy for avoiding punishment. This type of upbringing
may lead children to suppress the anger they feel toward their parents.
Acting outwardly in an obedient manner, they may be polite toward
authority figures, but at the same time, they may treat younger children
or those they regard as their inferiors harshly. So far, genetic contribu-
tions to OCPD have not been well documented. It is possible, however,
that cultural influences may play a part in the development of OCPD.
Highly authoritarian and rule-bound cultures may encourage child-
rearing practices that contribute to the development of OCPD. Similarly,
some religions and professions require exactness as well as careful atten-
tion to rules in their members. However, there is reason for caution: as
such information is becoming easily accessible to the general public, it
is not surprising to see some parents of individuals with OCPD taking
extreme offense to it (Mind Disorders, 2018).

The exact cause of OCPD is not known, but there are several the-
ories about the possible causes. Most professionals subscribe to a
biopsychosocial model of causation, with no single factor having the
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sole responsibility. Instead, it seems that it is the complex and likely
intertwined nature of all three factors that is important. There are also
indications that there is a slightly increased risk for this disorder to be
“passed down” to the next generation (Bressert, 2017).

OCPD is a distinct disorder from OCD, and the relationship between
the two disorders is contentious. Some studies report high comorbid-
ity rates between the two disorders. They may also share outside simi-
larities, such as rigid and ritual-like behaviors. Furthermore, orderliness,
hoarding, and a need for symmetry and organization are often found
in people with either disorder. But the attitudes toward these behaviors
differ between people afflicted with either of the behaviors. People with
OCD do not want these behaviors and regard them as unhealthy, as
the product of anxiety-inducing and involuntary thoughts. For people
with OCPD, on the other hand, these behaviors are egosyntonic (per-
ceived by the subject as rational and desirable), like being the result of
a strong adherence to routines, natural inclination toward cautiousness,
or a wish to achieve perfection.

Persons affected by OCPD often find it difficult to relax, always fear-
ing that time is running out for their activities and feeling that more
effort is needed to achieve their goals. Their planning of activities down
to the minute is a manifestation of the compulsive tendency to keep
control over their environment and their dislike of unpredictable events
that they cannot control.

Effects and Costs

Some OCPD patients have an obsessive need for cleanliness, often com-
bined with an obsessive preoccupation for tidiness. This obsessive ten-
dency could make their daily lives quite difficult. Even though this type
of obsessive behavior can bring about a sense of “controlling personal
anxiety,” tension might continue to exist. On the other hand, people
with OCPD might tend to not organize things; they might become com-
pulsive hoarders, and they could be hindered by the amount of clutter
that they still plan to organize at some point in the future. In reality,
OCPD patients might not ever do obsessive cleaning and organizing as
they become busier with their workload, which might turn their stress to
anxiety (Jefferys & Moore, 2008).

OCPD’s main symptoms of preoccupation with remembering past
events, attending to minor detail, excessive compliance with existing
social customs and rules, unwarranted compulsion to note-taking or
list-making, and rigidly holding on to beliefs or showing unreasonable
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degrees of perfectionism could eventually interfere with completing the
task at hand.

The symptoms of OCPD may cause different levels of distress for var-
ying periods of time (transient, acute, or chronic), interfering with the
person’s occupational, social, and romantic life. The social isolation and
difficulty with handling anger that are common in people with OCPD
may lead to depression and anxiety later in life. People with OCPD fre-
quently lean toward general pessimism or depression, which, at times,
can become so serious that suicide becomes a risk (Pinto, 2014).

A distinctive aspect of OCPD, in comparison with most mental disor-
ders, is its inconsistent relationship with psychosocial functioning. While
OCPD can interfere significantly with social and romantic relationships,
it has also been shown to relate positively with educational attainment,
career success, and wealth (Samuel & Griffin, 2015).

In Society

People with OCPD regard their moral dictates to be unquestionably
superior to their instinctual desires and to the moral dictates of most
other people. They believe that others should behave as they do. When
others don’t follow the rules, or if they have to wait in line for some-
thing, people with this disorder get upset or angry. But they usually don’t
express their anger in constructive ways; instead, they tend to ruminate
about the reason for the anger. Generally, emotions are expressed by
individuals with OCPD in a stylized, stilted fashion.

In situations without clearly defined rules, those with OCPD are often
anxious because they are afraid that they might make a mistake and get
punished for it. People afflicted with this disorder may have difficulty
learning a new route to a familiar place.

An additional characteristic of this personality disorder is stinginess
or miserliness, often combined with an inability to throw away worn-
out or useless items, leading to the person suffering from “pack rat”
behavior.

People diagnosed with OCPD often come across to others as difficult and
demanding. Interestingly, their rigid expectations of others are also applied
to themselves, as they are just as intolerant of their own shortcomings.
They feel forced to present a consistent facade of propriety and control.

Up Close
Nancy, the scheduling manager in the service department of a local auto-
mobile dealership, was extremely efficient and extremely slim. One of
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the many perfectionist aspects of her life involved a rigid eating ritual.
At the end of a meal, her plate was never empty; there was always at
least one bite of food left. Nancy praised herself for every food item she
did not put into ber mouth. In fact, the leftover food items were more
gratifying to her than the food she ate. Eating all the items on her plate
would make ber fear that she might go for a second belping and eventu-
ally lose control to the point where she could not stop eating ever again.

Observing Nancy’s mealtime bebavior, most people thought it was
her way of keeping herself on a strict diet. Nancy’s slim figure seemed to
be a confirmation of that notion, but that was only part of the reason.
Actually, Nancy’s rigid eating behavior was in response to her mother’s
controlling behavior, when she made Nancy eat all the food on ber plate
whether she was hungry or not. No excuse to leave some food on her
plate was accepted by her mother, who often made Nancy sit alone at
the dinner table for hours until the last morsel was gone. At first, Nancy
had tried to hide some of the unwanted food items under the rug, but
her mother detected the food and made her eat it right then and there,
with some hairs or threads from the rug sticking to the food. The punish-
ment worked. After a vomiting spell later that evening, Nancy emptied
her plate at every meal, leaving no crumbs or bites behind. She did not
openly rebel against her mother’s rules, realizing her mother’s power,
which was a result of her father’s frequent business travels. Nancy felt
lonely; she would have wanted to bond with her father, but his absences
kept him from being a regular family member. In addition, her younger
sister, Susan, was their mother’s favorite. The mother frequently cooked
Susan’s favorite dishes because they were also her favorite food items,
and both made a big scene enjoying them. Nancy felt like an outsider. As
she did not dare express ber anger openly, she managed to get some secret
satisfaction from silently criticizing her mother’s plump figure. Inwardly,
she judged her mother harshly for not being disciplined enough to keep
a slim and trim figure.

Growing up emotionally detached from family members; while hid-
ing her seething anger under a camouflage of obedience, Nancy’s main
source of reward was the unvoiced criticism of her mother. And the
strong, silent criticism of overweight people remained with her for the
rest of her life.

At Work

People with OCDP often do not attain the level of professional achieve-
ment that might be predicted on the basis of their talents and abilities,
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because their rigidity and stubbornness make them poor “team players”
Or SUpervisors.

OCPD usually interferes with interpersonal relationships, but it can
make work functioning more efficient. It is not the job itself that is
impacted by the disorder but rather the relationship with coworkers, or
even employers, that might be strained.

The perfectionism and self-imposed high standards of performance
that individuals with OCPD adopt for their lives can create stressful situ-
ations not only within their families but also in many work situations as
their colleagues and supervisors become increasingly concerned about
missed deadlines. They might be described as conscientious workers, but
they often have difficulties finishing projects on time because they must
follow their own step-by-step procedures or repeatedly revise what they
are working on. And unless they can control the quality of what others
do, they have problems delegating work to others.

People with OCPD are known for being very controlling and bossy
toward other people, especially subordinates. Their insistence that there
is only one way (their way) to perform a chore or do a job often leads
to strained work situations and may result in an attitude of passive-
aggressiveness in their coworkers and subordinates. They cannot allow
anyone—including themselves—to bend any rules. Their attitudes
toward their own superiors or supervisors, however, depend on whether
they respect them as authorities. Individuals with OCPD are usually very
courteous to those superiors they respect, but they can be quite resistant
to or contemptuous of those they do not respect (Mind Disorders, 2018).

Work environments may reward OCPD individuals’ conscientious-
ness and attention to detail, but they do not show much spontaneity or
imagination. In fact, when immediate action is required, they may feel
paralyzed and overwhelmed by trying to make decisions without con-
crete guidelines. As they expect their colleagues to stick to detailed rules,
they often perform poorly in jobs that require flexibility and the ability
to compromise. Even when individuals with OCPD are behind schedule,
delegating work to others makes them feel uncomfortable because the
others may not do the job “properly.” Often, people with OCPD get so
lost in the finer parts of a task that they can’t see the bigger picture.

Up Close

Betty did not like surprises; she needed to know the plans for the day
so she could perform ber activities according to plan and as perfectly as
possible. Directions had to be simple and clear so they could be followed
to the letter. There was little or no room for change. Consistency was her
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security blanket, which she was not willing to surrender. Some of Beity’s
friends thought ber career choice was a poor choice—whoever heard
of an obsessive-compulsive beautician? Beauticians were thought to be
style-changing free spirits. They had to keep up with the fashion trends
of the day. Betty agreed; she knew she had to accommodate changing
times and their expression in changing hairstyles, but within the chang-
ing expressions, certain rules still prevailed. For instance, each step in
the process of haircutting, styling, and coloring needed to be performed
with perfection, just as was the case with every step in other aspects of
the beautifying process. And Betty had learned each step to perfection.

To cope with alterations required by the changing fashion trends,
Betty surrounded her work station with photographs of models whose
hairstyles reflected the current trends. Those of Betty’s customers who
did not have their own style ideas were asked to choose from among the
photographs.

Over time, the customers of the beauty parlor were divided into three
groups. One group insisted on being served by Betty with a hairstyle
they had felt comfortable with for years. The second group also appre-
ciated Betty’s work, but they were willing to make their choice of hair-
style from the photographs. The customers in the third group refused
to get close to Betty. They were the people who wanted to be creative
and request changes while their heads were engaged in the beautifying
process. Overall, it worked out well because there was enough work left
for the other beauticians, and Betty’s customers could rest assured they
would leave the beauty parlor looking exactly the same as they had on
previous visits.

In Relationships

Individuals with OCPD often experience a moderate level of profes-
sional success, but their relationships with friends, spouses, or children
may be strained due to their combination of emotional detachment and
controlling behaviors.

Interpersonally, the person with OCPD is capable of concern and
mutuality in relationships but may encounter difficulty living with a new
roommate or spouse. Family members of people with this disorder often
feel criticized and controlled by individuals with OCPD. Expressions of
tender feelings make people with OCPD feel uncomfortable, and they
tend to avoid relatives and friends who are more emotionally expressive.

Their strict and ungenerous approach to life limits their ability to
relax, and they find it difficult to release their need for control. Many



Obsessive-Compulsive Personality Disorder 141

OCPD sufferers bring office work along on vacations without considera-
tion for their spouses’ disappointment. Not surprisingly, this combina-
tion of characteristics puts a strain on their interpersonal relationships
and can lead to a lonely existence.

With OCPD patients, perception of their own and others’ actions and
beliefs tends to be polarized into “right” or “wrong,” with little or no
margin between the two. This could produce strain on interpersonal
relationships with occasional frustration leading to disinhibition, which
can turn into anger and even varying degrees of violence (Villemarette-
Pittman, Stanford, Greve, Houston, & Mathias, 2004).

Up Close

Bruno had a difficult time getting used to living by himself again. A little
more than two months ago, Cynthia had moved out of their house into
a lovely condominium a couple of miles away. It was the second mar-
riage for both of them. Bruno, at 39 years of age, experienced a mixture
of emotions: sadness about Cynthia’s move mixed in with anger and
disappointment as he walked through the half-empty house, stopping
at the twins’ bedroom. The girls lived with their mother but spent some
weekends and vacations with him and Cynthia. How would he explain
this change of living separately but still being married to each other to
his daughters?

Cynthia’s reason for the move was—as she stated it—“Let’s see if we
can save this marriage.”

“How can you think of saving a marriage by moving out?” Bruno
asked in surprise.

“I feel like your rules—that everything needs to be done in a certain
way, and every item needs to be put in its defined space—are strangling
my love for you. Instead of looking forward to our being together after
work and on weekends, I find myself worrying if everything is in its right
place,” Cynthia explained.

“I only want what’s best and most efficient in our busy lives,” Bruno
defended himself, indicating that he knew what was best for both of
them.

“Living in two different places would eliminate my worry and your
concerns. We could just visit with each other and enjoy each other’s com-
pany without any other responsibility about how the household is func-
tioning,” Cynthia explained again.

Even if Bruno accepted this physical separation, Cynthia knew that
a lot still depended on Bruno’s bebhavior. Would he be able to be in her
condominium without changing some of the furniture or decorative
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items? Would he be able to relax in her place to the point that both of
them could enjoy the other’s company? She hoped so, and she was will-
ing to give this new experiment plenty of time.

Theory and Research

A study, partly funded by the National Institutes of Health, investigated
the biological basis for both compulsive and impulsive personality dis-
orders (Stein et al., 1996). Along with other study participants, the study
compared the lives of two men, who resembled one another in several
significant ways; behavioral as well as biochemical parallels were identi-
fied. It was found that the participants had chemical differences in their
neurotransmitters that distinguished them from the general population.
The observed chemical differences correlated with the number of com-
pulsive traits exhibited in their lives. Focusing on the neurotransmitter
serotonin, the researchers noted an indication that the patients’ destruc-
tive behavior patterns were connected with abnormalities in their sero-
tonin levels. Whether such biological differences are present at birth or if
people’s experience also cause chemical changes in the brain is unknown.

A 2014 study about differences between OCPD and OCD found that
samples afflicted with OCPD, regardless of the presence of comorbid
OCD, are more rigid in behavior and have greater delayed gratification
than either those suffering from OCD or healthy control samples (Pinto,
2014). Delayed gratification is a measure of self-control, expressing the
person’s capacity to suppress the impulse to pursue more immediate
gratification in order to gain greater rewards in the future.

Recent studies using DSM-IV criteria persistently reported high rates
of OCPD in persons with OCD, with an approximate range of 23 per-
cent to 32 percent in individuals with OCD. Some data suggest a pos-
sible specificity in the link between OCD and OCPD. OCPD rates are
consistently higher in individuals with OCD than in healthy population
controls using DSM-IV criteria (Pinto, Eisen, Mancebo, & Rasmussen,
2008).

While individuals with OCD are able to realize that their unwanted
thoughts and ideas are unreasonable, people with OCPD are convinced
that their way is the right and best way. This is a reason people with
OCPD don’t believe they need treatment. They believe that if everyone
else conformed to their strict rules, everything would be fine.

Significant similarities overlap between OCPD and Asperger’s syn-
drome (Gillberg & Billstedt, 2000), including the list-making, inflex-
ible adherence to rules, and obsessive aspects of Asperger’s syndrome.
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However, Asperger’s syndrome can be distinguished from OCPD by
affective behaviors, more impaired social skills, difficulties with theory
of mind (a general capacity to consider others’ beliefs), and intense
intellectual interests—for instance, an ability to recall every aspect of a
hobby (Fitzgerald & Corvin, 2001). A 2009 study involving adult autis-
tic participants revealed that 40 percent of those diagnosed with Asper-
ger’s syndrome met the diagnostic requirements for a comorbid OCPD
diagnosis (Hofvander et al., 2009).

A consistent linkage between OCPD and eating disorders, especially
anorexia nervosa, has been observed. Various studies have reported dif-
ferent incidence rates of OCPD among eating disorders. This may in part
reflect differences in the methodology used in different studies, as well as
the difficulties of diagnosing personality disorders (Halmi, 2005a).

Regardless of the prevalence of OCPD among eating disordered sam-
ples, OCPD’s presence and overcontrolled quality seem to be positively
correlated with a range of complications in eating disorders, as opposed
to impulsive features (those linked with histrionic personality disorder),
which predict better outcomes from treatment (Lilenfeld, 2006). Predic-
tions with comorbid OCPD include more severe anorexic symptoms,
worse remission rates (Crane, 2007), and the presence of aggravating
behaviors, such as compulsive exercising.

A spectrum of childhood traits, reflecting obsessive-compulsive person-
ality in adult women with eating disorders, was examined retrospectively
to assess the predictive value of the traits for developing eating disorders
(Anderluh, Tchanturia, Rabe-Hesketh, & Treasure, 2003). The study
included 44 women with anorexia nervosa, 28 women with bulimia ner-
vosa, and 28 healthy female comparison subjects. All were assessed with
an interview instrument asking them to recall whether they had experi-
enced some types of childhood behavior indicative of traits associated
with OCPD. In addition, the subjects completed a self-report inventory
of OCD symptoms. Results showed that childhood OCPD traits had
a high predictive value for the development of eating disorders. Those
subjects with eating disorders who reported perfectionism and rigidity
in childhood had significantly higher rates of OCPD and OCD comor-
bidity later in life, compared with eating disorder subjects who did not
report those traits. It was concluded that traits reflecting OCPD evident
in childhood appear to be significant risk factors for the development of
eating disorders. They may represent markers of a broader phenotype for
a specific subgroup of patients with anorexia nervosa.

Another important OCPD trait, perfectionism, has been linked with
anorexia nervosa for decades. Anorexic women’s incessant striving for
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thinness is a manifestation of this trait, which features an insistence
upon meeting unattainably high standards of performance. In addition
to perfectionism, other OCPD traits have been noted in the childhoods
of individuals with eating disorders in significantly greater frequency
than among control samples, including among their sisters who were
not affected. Similar to individuals afflicted with OCPD, people with
anorexia and bulimia also appear to have a greater need for order and
symmetry in their activities and environments, something that is also
observed in connection with OCD (Serpell, 2002). Individuals afflicted
with eating disorders seem to be less likely to develop the multiobject
obsessions and compulsions of those with classic OCD, who gener-
ally self-report symptoms related to a multitude of themes. In contrast,
the symptoms of both, people with anorexia and bulimia, seem to be
more restricted to symmetry and orderliness concerns, similar to what
has been observed in samples afflicted with comorbid OCPD and OCD
rather than just OCD (Lochner et al., 2011).

In a study involving two samples—one with both restrictive anorexia
and OCD and another with OCD without an eating disorder—those
with comorbid anorexia and OCD were more likely to be diagnosed
with OCPD than those from the sample with OCD only (38.1% vs.
8.7%; Halmi, 2005b). Another sample including anorexic bingers and
normal-weight bulimics showed that all three eating-disordered groups
were more likely to develop symptoms surrounding order and symmetry
than the OCD-only group.

Inflexibility and overattention to detail, additional OCPD traits, have
also been found in cognitive testing of anorexics. Compared to healthy
controls, this group will display average to above average performance
in tests requiring accuracy (Southgate, 2008) but poorly on tests requir-
ing mental flexibility and the ability to integrate details of information
into a bigger narrative (Van Autreve, 2013).

Both non-eating-disordered OCPD and anorexic study samples also
shared the trait of increased self-control, that is, an above-average ability
to delay gratification in the interest of a greater good to be received in
the future (Steinglass, 2012).

A similar experiment involved four non-eating-disordered samples—
one with OCPD only, another with OCD only, a third afflicted with both
OCPD and OCD, and a sample of healthy controls. Delayed gratification
was pronounced in the OCPD group only and not in the other samples.
In fact, delayed gratification was highly correlated with the severity of
OCPD. In other words, the greater the capacity to delay gratification in
individuals afflicted with OCPD, the more impairing the disorder. Many
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psychiatric disorders—like substance abuse, for example—may involve
impulse deregulation; OCPD and anorexia nervosa are the only disor-
ders shown to bring about the opposite quality: excessive self-control
(Pinto, 2014).

A close genetic link between OCPD and anorexia has been found in
some family studies comparing three sets of women for a variety of psy-
chiatric diagnoses. One group was suffering from the restricting type of
anorexia nervosa, another from bulimia nervosa, and a control group of
women without an eating disorder plus their respective relatives unaf-
fected by eating disorders. A much higher incidence of OCPD was found
among anorexics and their relatives than in the control samples and
their own relatives. In addition, the rates of OCPD among relatives of
anorexics with that personality disorder and those without it were about
the same. This indicates a shared familial transmission of anorexia and
OCPD. Bulimics and their relatives did not show elevated rates of OCPD
(Lilenfeld, 1998).

A similarly intended study also reported much higher incidence of
OCPD among relatives of restrictive anorexics than among relatives of
a normal control group. Along with diagnoses of OCD and general-
ized anxiety disorder, OCPD was the one that most clearly distinguished
between the two groups (Strober, 2007).

Comparing the levels of psychosocial functioning in patients with
schizotypal, borderline, avoidant, or obsessive-compulsive personality
disorder and patients with major depressive disorder and no personal-
ity disorder, a study revealed that OCPD was associated with the least
overall functional impairment among the personality disorders (Skodol
et al., 2002).

Although a defining feature of personality disorder is an enduring pat-
tern of inner experience and behavior that is stable over time, some stud-
ies have demonstrated considerable diagnostic instability of personality
disorders, even over short intervals. In order to determine the stability of
impairment in psychosocial functioning in patients with four different
personality disorders in contrast to patients with major depressive disor-
der only (MDD and no PD) over a 2-year period, 600 treatment-seeking
or treated patients were recruited and assigned to one of five diagnostic
groups (schizotypal personality disorder, borderline personality disorder,
avoidant personality disorder, obsessive-compulsive personality disor-
der, or major depressive disorder with no personality disorder), based
on the results of semistructured interview assessments and self-report
measures. Results obtained at baseline and at three follow-up assess-
ments showed significant improvement in psychosocial functioning in
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only three of seven domains of functioning, and this was largely the
result of improvements in the MDD-no-PD group. Patients with OCPD
or BPD showed no improvement in functioning overall. Impairment in
social relationships seemed stable in patients with personality disorders
(Skodol et al., 2005).

Comparing the two Skodol et al. studies, it is interesting to note that in
the earlier (2002) study, individuals with OCPD showed the least over-
all functional impairment among the personality disorders, whereas in
the later (2005) study, OCPD (and most personality disorders) showed
no improvement in functioning; the main source in improvement was
within the MDD patients. Thus, both studies seem to attest to the stabil-
ity of functional impairment within OCPD.

Using attachment theory as a framework to elucidate the interper-
sonal dysfunction characteristic of OCPD, a study assessed attachment
security and personality disorders in adult inpatients with severe mental
illness. It was found that the group of individuals with OCPD (n = 61)
showed greater attachment avoidance than the control group (n = 61).
The avoidance was predominantly apparent with fearful attachment,
the most insecure attachment style. The findings confirmed the severity
of impairment in interpersonal functioning and attachment avoidance,
which is characteristic of people with OCPD. The results suggest that
interpersonal functioning constitutes a viable treatment target, along
with more classical features of OCPD such as perfectionism and obses-
siveness in task performance (Wiltgen et al., 2015).

Another study with OCPD inpatients compared rates of clinically sig-
nificant and reliable change in psychopathology and global function-
ing, prevalence of clinical deterioration, and rates of symptom remission
among adult patients with OCPD (n = 52) and well-matched inpatients
with other personality disorders (n = 56) and patients with no personal-
ity disorder (n = 53). The results revealed that the OCPD patients were
admitted to treatment with higher rates of depression, anxiety, difficulty
with emotion regulation, and nonacceptance of emotional experience
than the inpatient control groups. While OCPD patients responded to
treatment at a similar rate as did the inpatient controls, they experienced
lower rates of anxiety remission upon discharge. Post hoc analyses indi-
cate that individuals meeting OCPD stubbornness and rigidity criteria
were nine times more likely to report moderate to severe anxiety at dis-
charge. In conclusion, the study showed that overall, OCPD inpatients
benefit from intensive multimodal psychiatric treatment, but upon dis-
charge, they experience more anxiety than patients without personality
disorders (Smith, Shepard, Wiltgen, Rufino, & Fowler, 2017).
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Treatment

Learning to find satisfaction in life through close relationships with oth-
ers and recreational outlets, instead of only through work-related activi-
ties, can significantly enrich the OCPD patient’s life. Specific training in
relaxation techniques may help OCPD patients who have the so-called
“Type A” characteristics of competitiveness, time urgency, and preoccu-
pation with work. However, the development of a therapeutic alliance
with an OCPD patient may be difficult because the patient enters ther-
apy with a powerful need to control the situation (and the therapist), a
reluctance to trust others, and a tendency to doubt just about everything
connected with the therapy situation. The therapist needs to be alert to
the patient’s defenses against genuine change. Gaining a level of com-
mitment to the therapeutic process from the patient is a difficult task for
any therapist.

Treatment for OCPD includes psychotherapy, cognitive behavioral
therapy, behavior therapy, or self-help. Cognitive analytic therapy is an
effective form of behavior therapy. But treatment can be complicated if
individuals don’t accept that they have OCPD, or if they believe that their
thoughts or behaviors are correct and therefore should not be changed.

For many years, medications for OCPD and other personality disor-
ders were considered to be ineffective because they do not directly affect
the underlying causes of the disorder. But more recent studies indicate
that treatment with specific drugs may be a useful adjunct to psychother-
apy. While medication alone is generally not indicated for this disorder,
selective serotonin reuptake inhibitors (SSRIs) may be useful in addition
to psychotherapy by helping individuals to be less bogged down with
minor details, and it may also lessen their rigidity and compulsiveness.
Although this method of symptom control may not “cure” the underly-
ing personality disorder, medication does enable some OCPD patients to
function with less distress.

Long-term psychotherapy focusing directly on the patient’s rigid
beliefs and inflexible behavior has been observed to be helpful in treating
obsessive-compulsive patients. Although antianxiety drugs have been
used with OCPD, caution is advised because of the chronicity of the
disorder, which may lead to medication dependency.

Individuals with OCPD are three times more likely to receive individ-
ual psychotherapy than people with major depressive disorder (Bender
et al., 2006). There are few large-scale studies involving people afflicted
with OCPD, but reports suggest that treatment can help, leading to
greater insight into how someone’s OCPD symptoms affect others. Often



148 Personality Disorders

it takes the threat of the loss of a relationship or job to motivate people
with OCPD to seek treatment. If motivated to change, psychotherapy
holds much promise (Van Noppen, 2010).

Because OCPD sufferers, unlike people with OCD, tend to view their
compulsive behaviors as voluntary, they are in a better condition to con-
sider change, especially as they come to fully recognize the personal and
interpersonal costs of their disorder (Mind Disorders, 2018).
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CHAPTER 8

Paranoid Personality Disorder

Symptoms, Diagnosis, and Incidence

A pattern of pervasive distrust and suspiciousness of others constitutes
the essential feature of paranoid personality disorder (PPD), according
to DSM-5. The motives of others are generally interpreted by people
with PPD to be malevolent. Beginning in early adulthood, this pattern is
present in a variety of contexts.

Even in the absence of evidence to support their negative expectations,
there is always the assumption that people will exploit them, harm them,
or deceive them. People with PPD do not need evidence to firmly believe
that others are plotting against them and will attack them suddenly
without reason. Unjustified doubts about the loyalty or trustworthiness
of their friends and acquaintances preoccupy the minds of individuals
with this disorder. But this is not a psychotic disorder.

Their overriding pervasive suspiciousness does not allow individuals
with PPD to confide in or become close to others because they are afraid
that whatever information they share with others will be used against
them. Even offers of help from others may be viewed by the individual
with PPD as an act of criticism, indicating that the individual is not com-
petent to take care of him- or herself.

With all the distrust and negative interpretations of others’ behav-
ior and intentions, it is not surprising that people afflicted with PPD
are unwilling to forgive others their perceived insults and bear grudges
for long periods of time. Anger and jealousy are common reactions to
their expected and/or misinterpreted evaluation of those around them.



154 Personality Disorders

Individuals with PDP are suspicious of people in virtually all situations
in their personal and professional lives.

Because of their lack of trust in others, individuals with PPD have
an excessive need for self-sufficiency and autonomy. They want to be
in control not only over their own destinies but also over those around
them. This excessive need for control leads to stressful situations in their
personal lives and especially in work situations. In addition, thinly hid-
den, unrealistic grandiose fantasies related to issues of power and rank
often lead to the development of negative stereotypes of others, particu-
larly those from groups different from their own.

In response to stress, individuals with this disorder may experience
very brief psychotic episodes, and in some instances, PPD may develop
into delusional disorder or become a precursor to the paranoid type of
schizophrenia.

Data from the National Epidemiologic Survey on Alcohol and
Related Conditions suggest a prevalence of PPD of 4.4 percent, while
an estimate based on a probability subsample from Part II of the
National Comorbidity Survey Replication points to a prevalence of
2.3 percent. In clinical samples, PPD appears to be more commonly
diagnosed in males than in females. The estimate of people afflicted
with this disorder within the general population ranges from 0.5 to
2.5 percent, again, with males more commonly afflicted than females
(Internet Mental Health, 2018). Interestingly, another estimate sug-
gested that nearly 4 percent of the general population seems to strug-
gle with the disorder, but with women reporting the problem more
frequently than men (Grant et al., 2004). It is not known whether the
changes are due to elapsed time or whether there are other reasons for
the discrepancy.

PPD often first appears in childhood or adolescence. It may manifest
itself as solitary behavior, poor relations with peers, social anxiety, and
hypersensitivity as well as underachievement in school, idiosyncratic fan-
tasies, or peculiar thoughts and language. But it is not commonly diag-
nosed in childhood or adolescence, because in the developing individual,
personality traits change with maturation. Generally, this disorder is not
diagnosed when another psychotic disorder, such as schizophrenia or a
bipolar or depressive disorder with psychotic features, has already been
diagnosed in a person (Bressert, 2017).

The World Health Organization’s ICD-10 PPD classification includes
expansive paranoid, fanatic, querulant, and sensitive PPD types but
excludes delusional disorder and schizophrenia.
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Timeline

1893 French psychiatrist V. Magnan distinguished between two
categories of paranoid psychosis.

1905 Emil Kraepelin described a pseudo-querulous personality
type, who is always ready to find a grievance.

1908 Eugen Bleuler described “contentious psychopathy.”

1911 Freud related paranoid tendencies to the repudiation of
latent homosexuality through projection.

1921 Kraepelin expanded his earlier description of a “fragile per-
sonality” and renamed it paranoid personality.

1924 Bleuler described the conditions “contentious psychopath”
or “paranoid constitution” and emphasized the character-
istic triad of suspiciousness, grandiosity, and feelings of
persecution.

1927 Kretschmer emphasized the sensitive inner core of the
paranoid-prone personality.

1940s Jaspers described “self-insecure personalities” bearing a
close resemblance to paranoid personality disorder.

1950 Kurt Schneider described a condition of “fanatic
psychopaths.”

1961 Shepherd provided a thorough profile of paranoid person-
ality disorder.

1965 Shapiro identified two types of paranoid personality: “fur-
tive, constricted, apprehensively suspicious individuals and
rigidly arrogant, more aggressively suspicious, megalo-
manic ones” (p. 54).

1981 Millon divided the features of paranoid personality into
four categories (obdurate, fanatic, querulous, insular, and
malignant paranoid subtypes).

History

Perhaps one of the earliest portrayals of PPD in the psychiatric literature
was provided by the French psychiatrist V. Magnan in 1893 when he dif-
ferentiated paranoid psychoses into two categories, “chronic delusional
state of systematic evolution” and the “delusional states of the degener-
ates.” He further divided the second category into three subtypes: par-
anoia associated with mental defect, chronic delusional states with a
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good long-term prognosis, and the delusional states of degeneracy. The
third condition was characterized by sudden onset, clouded sensorium,
affective coloring, and rapid remission. In Magnan’s opinion, such short-
lasting paranoid development had its foundation in a constitutional
degeneracy or a “fragile personality” that exhibited idiosyncratic think-
ing, hypochondria, undue sensitivity, suspiciousness, and referential
thinking (Akhtar, 1990).

Another description of a pseudo-querulous, self-absorbed, sensi-
tive, irritable, obstinate, and litigious personality type was offered by
Kraepelin in 1905, which he renamed paranoid personality in 1921. In
his more detailed description, Kraepelin characterized such individuals
as feeling unjustly treated by everyone and seeing themselves as the
objects of hostility, interference, and oppression. Persons with paranoid
personality were observed to be chronically irritable and behaving in
a boastful, impatient, and obstinate manner. Kraepelin noted another
contradiction in paranoid personalities: as they stubbornly hold on to
their unusual beliefs and ideas, they frequently accept every piece of
gossip as the truth. He further observed that paranoid personalities
were often encountered in individuals who later developed paranoid
psychosis. Certain traits, like suspiciousness and hostility, were con-
sidered by other writers to predispose people to developing delusional
illnesses, such as “late paraphrenias” of old age (Bernstein, Useda, &
Siever, 1995).

In describing conditions he called “contentious psychopathy” or
“paranoid constitution,” Bleuler (1908) emphasized the characteristic
triad of suspiciousness, grandiosity, and feelings of persecution and the
absence of real delusions in individuals afflicted with this condition.
The sensitive inner core of the paranoid-prone personality was empha-
sized by Kretschmer (1927), explaining that these individuals feel shy
and inadequate, but at the same time, they hold an attitude of entitle-
ment. Their failures are attributed to the intrigues of others, but secretly,
they blame their own inadequacy. There is a constant internal tension
between feelings of self-importance and experiencing the world around
them as unappreciative and humiliating (Akhtar, 1990).

During the 1940s the German phenomenologist Jaspers gave a descrip-
tion of “self-insecure personalities” that bears a close resemblance to
PPD. Jaspers’s (1949) explanation was that these individuals lead a life
of inner humiliation resulting from outside experiences and their inter-
pretation of them.

Using the term “psychopath” as the equivalent of the current term
“personality disorder,” Kurt Schneider in 1950 described a group of
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individuals under the designation “fanatic psychopaths.” The fanatic
psychopaths consisted of two types, one being combative and the other
eccentric. Individuals of the combative type exhibited quarrelsome and
litigious behavior, complaining bitterly, and seeking justice. Eccentric-
type psychopaths were passive and secretive but harbored suspicious
and false assumptions about others. Similarly, Leonhard in 1959 empha-
sized that paranoid individuals attribute any of their failures to the ill
will of others, while at the same time overvaluing their own abilities and
competencies.

In addition to Shepherd’s (1961) provision of a thorough profile of
PPD, Polatin in 1975 suggested a description of individuals with par-
anoid personality disorder as rigid, suspicious, watchful, self-centered
and selfish and added that these individuals also tend to be arrogant,
secretive, critical, humorless, and inconsiderate. These characteristics
are often covered by a facade of affability, which may shatter easily
when there is a difference of opinion to disclose the underlying mistrust,
authoritarianism, and hate.

Textbook descriptions of paranoid personality during the 1970s
appeared to be relatively uniform, but some provided greater clarity than
others. Two types of paranoid personality were distinguished by others:
the sensitive type, which was considered to be characterized by subdued
resentment and cynicism, and the querulant paranoid type, which was
expressed in open defiance and litigiousness (Hamilton, 1974). Another
frequently noted aspect was what seemed to be contradictions in the
paranoid makeup, such as the paranoid individual’s “contradictory
pride and lack of self-confidence” (Slater & Roth, 1977, p. 149). Simi-
larly, the coexistence of feelings of superiority and inferiority were noted
(Salzman, 1974) as well as the paranoid individual’s overt stubbornness
and hidden self-doubt (Stanton, 1978).

PPD did not receive much attention during the 1980s. Theodore Mil-
lon was probably the most significant contributor of this decade. In
1981 he divided the features of PPD into four categories: (1) behavioral
characteristics of vigilance, abrasive irritability, and counterattack;
(2) complaints indicating oversensitivity, social isolation, and mistrust;
(3) the dynamics of denying personal insecurities, attributing them to
others and self-inflation through grandiose fantasies; and (4) coping
style of detesting dependence and hostile distancing of oneself from oth-
ers (Akhtar, 1990).

Like other investigators, Millon noted that “the confidence and pride
of paranoids cloak but a hollow shell . .. [and their] ... arrogant pose of
autonomy rests on insecure footings” (1981, p. 383).
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Paranoid personality disorder had been included in all previous ver-
sions of the DSM and is currently listed in the DSM-S5.

Development and Causes

Paranoid personality disorder may be observable as early as in child-
hood or adolescence with poor peer relationships, social anxiety, hyper-
sensitivity, idiosyncratic fantasies, and peculiar thoughts and language
on the part of the sufferer. Even as children, they may appear to be “odd”
or eccentric and may attract teasing.

A strong connection between sadomasochism and paranoid psycho-
pathology was noted by Freud, pointing out that individuals who harbor
unconscious beating fantasies often develop sensitivity and irritability
toward persons whom they can include in the class of fathers. In his later
writings, Freud (1922) mentioned three factors that were important in
the genesis of paranoid pathology: an initial aggressive disposition, early
experiences of threat to survival, and an aggression toward the mother
during the preoedipal phase of development.

In Kleinian thinking, the paranoid-schizoid position is considered
to be the developmental basis for all severe character pathology; it is
the earliest constellation of infantile object relations. Characteristic of
the first six months of life, this position is capable of later activation
and may become a habitual personality style. Threatened from within
by inborn aggression, the infantile ego resorts to projection that, in
turn, creates persecutory anxiety, which is defended against by split-
ting, denial, and primitive idealization (Klein, 1932). Through splitting,
the “good” and “bad” objects are kept apart; the good objects will be
introjected and identified with by the individual, whereas the bad objects
are projected onto others.

The role of the external environment in the development of paranoid
traits was emphasized by Winnicott (1953), who suggested that the
infant experiences any interference with his being as a nuisance. Birth
itself is a template for disturbance. Unless the mother—in addition to
satisfying the infant’s basic needs—provides an unobtrusive presence in
the background where the infant can somehow process the various expe-
riences, anxiety, inner withdrawal, and diminution of psychic freedom
will follow. Later on such a child will display suspiciousness, lack of
playfulness, and preoccupation with fantasies of cruelty. Social isola-
tion, persecutory dreams, overtly paranoid fantasies, and sadomasochis-
tic sexual concerns will be added to the clinical picture with the onset of
adolescence.



Paranoid Personality Disorder 159

Erikson (1950) also thought that paranoid trends had their genesis in
overwhelming frustration during infancy, which would impede the devel-
opment of basic trust. The lack of confidence that develops is followed
by increasing helplessness, pessimism, and feelings of shame and doubt.

Other authors (e.g., Cameron, 1963) explain that many individuals
with PPD had actually been treated cruelly during early childhood and,
as a result, internalized sadistic attitudes toward themselves and others.
Similarly, it was observed that paranoid individuals often had grown
up in families with overt cruelty and bickering between parents. Thus,
a markedly sadomasochistic family atmosphere, often focusing on par-
ents’ marital infidelity, can be expected to set the stage for the develop-
ment of the child’s own sadism. Similarly, Jacobson (1971) observed that
paranoid individuals had grown up in families that expressed cruel and
arguing behaviors, as mentioned by Cameron and others.

Another opinion was expressed in the suggestion that paranoid per-
sonality was actually a subtype of narcissistic personality. The funda-
mental dynamic issue in paranoid personalities was thought to be their
powerful unconscious longing for a reunion with the infantile parental
objects (Bursten, 1973). Such longing was thought to stir up homosexual
and incestuous fears as well as a dread of the dissolution of the self.

An association of paranoid personality with borderline personality
organization or a “lower-level” character pathology was suggested by
Kernberg (1975). Superego integration seems to be minimal at this point
in the character organization, and the function of the ego is impaired.
Kernberg also pointed out that narcissistic and PPD features may coex-
ist. When that is the case, the decision regarding the dominant character
constellation depends on the quality of prevalent object relations. While
the paranoid individual’s characteristics include being aloof, cold, and
suspicious, they do not include the envy and exploitation demonstrated
by narcissistic individuals.

Psychoanalytic views include Freud’s attention to—among others—
three important factors in the genesis of paranoid pathology, such as
an initial aggressive disposition, actual early experiences of threat to
survival, and aggression toward the mother during the preoedipal phase
of development, while Melanie Klein (1932) regarded the “paranoid-
schizoid position” as the earliest developmental constellation of infan-
tile object relations. Psychosocial theories point to parental modeling
and implicate projection of negative internal feelings, whereas cognitive
theorists believe that the disorder is a result of an underlying belief that
other people are unfriendly in combination with a lack of self-awareness
(Beck & Freeman, 1990).
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PPD is found more frequently among families in which close rela-
tives have chronic schizophrenia than in the general population, sug-
gesting the importance of heredity. The National Institute of Mental
Health reports that PPD is found more often in families with a history
of psychotic disorder like schizophrenia, indicating genetic factors; how-
ever, the individual’s upbringing and experience are significant factors
in determining the onset of the illness, according to most psychologists
(Bayer, 2000).

The ultimate paranoid picture in adulthood is considered to be the
result of a complex interplay of innate disposition, actual threats to sur-
vival during childhood, impaired object relations, and subsequent struc-
tural defects and defensive elaborations (Blum, 1981).

Effects and Costs

Although people with PPD are usually unable to acknowledge their own
negative feelings toward others, they do not generally lose touch with
reality.

Considering the fact that the main characteristic of paranoid person-
ality disorder is a pattern of pervasive distrust and suspiciousness of
others, combined with self-centered, critical, and arrogant behaviors, it
is not difficult to understand that the greatest impact of the disorder
will be in the afflicted individuals’ interactions with others. As para-
noid individuals remain distant in social interactions because of their
distrust of others’ motivations, those others involved in the situation
may feel uncomfortable or offended by the aloof, critical, and often self-
aggrandizing attitudes of those diagnosed with PPD.

In addition, the observed discrepancies between the inner world of
people with PPD and their outer persona may be confusing to others
around them. The condition seems to be characterized by several aspects,
such as a profound mistrust with naive gullibility, hidden inferiority with
arrogant demandingness, internal sensitivity with apparent emotional
coldness, and hypervigilant attention with failure to comprehend the
whole picture. Unable to understand these contradictions, others around
them may refrain from getting to know the paranoid individual.

Therefore, the characteristics associated with PPD may produce a life
with varying degrees of social isolation for those afflicted with the dis-
order. Even within romantic relationships, as well as within the circle of
family life, intimacy and emotional closeness are usually lacking as para-
noid individuals are reluctant to confide in others. Furthermore, their
exaggerated need for self-sufficiency (brought on by their general distrust
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of others) will prevent paranoid individuals from seeking or requesting
help—even if they desperately need the help. They distance themselves
even from those who are truly concerned and interested in helping.

In response to stress, individuals with PPD can experience very brief
psychotic episodes, lasting minutes to hours. If long-lasting, the disor-
der may develop into delusional disorder or schizophrenia. There is also
a greater-than-average risk of experiencing major depressive disorder,
agoraphobia, social anxiety disorder, obsessive-compulsive disorder, or
alcohol and substance-related disorders for people with PPD.

Individuals with PPD may have other conditions that can feed into
their PPD. Depression and anxiety, for instance, can affect a person’s
mood. Mood changes then can make PPD sufferers more likely to feel
paranoid and isolated (Martel, 2017).

Eventually, PPD leads to considerable distress as it impairs the suf-
ferer’s function and success in social and professional settings; however,
this may not happen until the person reaches his or her 40s or later
(Healthy Place, 2016).

In Society

When considering the symptoms characteristic of PPD, it is not difficult
to understand that persons afflicted with this disorder have difficulties
getting along with others. Their suspiciousness, hypervigilance, sarcasm,
self-centeredness, and inability to accept criticism or others’ opinions
give rise to stressful situations within families and among friends, neigh-
bors, and coworkers. Their distrust of others often induces them to seek
control over others. In spite of often being very critical of others, they do
not accept criticism of themselves, and they do not tolerate ambiguities.
The suspiciousness they experience most of the time may lead individu-
als suffering from PPD to develop negative stereotypes about others,
which can express itself in racial, ethnic, or religious prejudice.

Their combative and suspicious nature may elicit a hostile response in
other people, which the paranoid individuals then use to confirm their
original negative expectations. They will not confide in people—even if
they prove to be trustworthy—for fear of being exploited or betrayed.
Their frequent misinterpretations of others’ harmless comments and
behaviors will build up and lead them to harbor unfounded resentment
for an unreasonable length of time (Psychology Today, 2018).

People with PPD may behave in hostile or stubborn ways and may use
sarcasm, which often elicits a hostile response from others—which, in
turn, may seem to confirm their original suspiciousness (Martel, 2017).



162 Personality Disorders

At times a facade of affability may hide the rigid, critical, arrogant,
and humorless attitudes of those suffering from PPD, but when there
is a difference of opinion, the facade shatters, exposing the underlying
mistrust and authoritarianism and allowing rage to reign.

These individuals’ reduced capacity for meaningful emotional involve-
ment and the pattern of their isolated withdrawals may lend a quality of
schizoid isolation to their lives.

Up Close

Life with Tom was not easy; Harriet had learned over the years that
Tom’s suspiciousness knew no end. He always explained his unrelenting
hypervigilance with the lessons he had learned in his professional life
as an insurance adjuster. In his experience, everybody exaggerated any
damage done to them, at other times accusing others of causing an acci-
dent or dangerous situation that had actually been their fault. Harriet
was sad that they had no friends in the neighborhood. Although she was
a friendly person, no neighbor woman invited Harriet for coffee or any
kind of neighborhood meeting.

Tom’s outward expressions of distrust, the high fence around his
property with the big gate and “no trespassing” signs, the always tightly
closed garage door, and the bright lights at night kept most people away.
In fact, when walking along the neighborbood streets, people would
cross over to the other side before coming to Tom’s property. There was
a constant battle with the company that had the contract for the neigh-
borhood’s garbage collection. A thrown or dented garbage can inspired a
written complaint to the company, with a copy sent to the mayor’s office.

On Halloween evening, Tom would sometimes wash bis car in the
driveway, discouraging any children from coming up and asking for
treats because they knew they might well be hit by a stream of cold
water. When the car did not need washing, Tom sat on the front porch
with a rifle in his lap. He said it was not loaded, but nobody tried to
take his word for it. However, on some Halloween nights, Tom paid a
price for his hostility when a few of the older children, armed with raw
eggs and ripe tomatoes, attacked his house late at night. They were never
caught, and it did not happen every year, but it was enough to keep
Tom’s suspicion and hostile bebhavior going.

Ower the years, Harriet had learned to deal with Tom’s lack of trust
in ber own way. As she did not hold a job—Tom disapproved of women
working in close proximity to men—she liked to go shopping when
her children were in high school. But Tom did not approve of shop-
ping beyond the food shopping for the family’s meals, either. To avoid
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arguments, Harriet devised her own little schemes. One of her maneu-
vers was to chop up onions and bacon in a frying pan before leaving on
her shopping trip. Shortly before Tom’s return from work, Harriet raced
home, exchanged her coat for a pretty apron, and turned the stove on
full blast to fill the house with the smell of bacon and onions, as if she
had been sweating all day over the stove. When Tom opened the door,
Harriet greeted him, inviting him to sit down and relax with a cup of
coffee (previously prepared) and tell her about his day while she put
the “finishing touches” on their dinner. It worked for many decades
until Tom retired from bis job. He never found out why he drank cof-
fee before dinner, although his daughter Jennifer knew; her mother had
told ber.

At Work

In many life settings, but especially in competitive work settings, peo-
ple with PPD are preoccupied with trustworthiness, which they usually
find lacking in their colleagues, subordinates, and bosses. In addition,
their hypervigilance in scrutinizing the actions of others, combined with
their hostile, aloof, and secretive behaviors, gives rise to an unfriendly,
stressful, and mutually suspicious work atmosphere. Their lack of trust
in others leads to an excessive need to be self-sufficient and the strong
desire to have control over those around them (Bressert, 2017). Com-
bined with their inability to accept criticism, these characteristics will
not work well with members of work teams. As they overvalue their
own abilities, paranoid individuals are ambitious, driven, and extremely
sensitive to criticism. Their fears of betrayal are often counterbalanced
by grandiose fantasies and obsessions with power and rank, which may
lead them to expect special privileges. When those expectations remain
unfulfilled, colleagues are blamed for unfair competition, and supervi-
sors may be suspected of acting with malevolent intentions toward the
paranoid personality.

Despite the chronic anxiety many paranoid individuals experience,
they retain a sufficient amount of unimpaired ego functions, such as
sharpness of observation, a tendency toward hair-splitting, and a rich
vocabulary. Many are eloquent speakers, but their primitive defense
operations center around splitting, denial, and projective identifica-
tion. Their defenses remain infiltrated with disavowed drive deriva-
tives, and paranoid individuals unconsciously gain some sadistic
pleasure in situations that they consciously register as only persecu-
tory (Heimann, 1952).
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Up Close

At 6:00 p.m., Bruce decided that he would have just enough time to go
through his coworker’s desk to check on the secret work papers Paul had
taken from him and copied before placing them back in the left bottom
drawer of Bruce’s desk. Bruce could tell that the papers had been moved and
arranged differently from the way he kept them. The cleaning crew would
arrive around 7:30 p.m. All the employees on this floor seemed to have left
for the day. Bruce was determined to not only retrieve the copies Paul had
made but also to leave a small mousetrap under some sheets of paper in
Paul’s drawer. With any luck, Paul might get his finger snapped in the trap. If
that did not happen, the presence of the trap would tell Paul that his crime
had been detected. Bruce hoped that this would happen during working
hours when Bruce and some of their coworkers could witness the scene.

Bruce was proud of the level of his intellectual abilities, and he was
convinced that his colleagues envied him and wanted him to fail in the
special project that had been assigned to him. This was his chance to
confront everyone with his intelligence and capability. He was about to
design and work out a sophisticated solution to the new project. Every-
body would take notice of him. But it was not easy to protect his brain-
child from the curiosity and envy of his colleagues. They talked about
him behind his back and made fun of him because he had not achieved
the doctoral degree that most of them claimed to hold. This was a sore
subject for Bruce. After a very promising start in graduate school, he
was dismissed from the university before he could earn a Ph.D. degree
in electronic engineering. The reason for the dismissal was that Bruce
had accused some of his classmates of stealing his ideas and using some
of them in their own papers. Unfortunately, already distrustful of most
people, Bruce was easy to anger, and he expressed his negative feelings in
a somewhat explosive manner. According to Bruce, the two accused stu-
dents had been able to hear when Bruce told his only remaining friend
and classmate about his ideas and discoveries.

The results of the investigation did not reveal any evidence supporting
Bruce’s suspicions, and, in turn, the two accused graduate students com-
plained to the president of the university. The result was Bruce’s immediate
dismissal with the warning that if he attempted to enter another university,
the reason for his dismissal would be communicated to that university.

His future was ruined, and, not surprisingly, his suspicions and hostile
vigilance grew in frequency and strength. Unfortunately, at the same
time, he craved acknowledgment and praise for bis intellectual abilities,
and from time to time, be disclosed some of his ideas to those around
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him. However, with or without praise from those who heard about bhis
greatness, it also reinforced his suspiciousness and feelings of persecu-
tion, because now that people knew about his specialness, they would
soon dislike and punish him for it.

In Relationships

In a study of morbid jealousy, a detailed profile of PPD was provided by
Shepherd in 1961. These individuals constantly felt mistreated. In their
minds they accumulated trivial incidents in order to furnish proof for
their accusations.

Individuals with PPD are difficult to get along with, and they often
have problems with close relationships. Most of their relationships are
filled with conflicts because they tend to always question the loyalties of
others. Any deviation from 100 percent loyalty is interpreted as betrayal
and will result in damaged relationships. Their lack of trust in others
leads individuals with this disorder to fear intimacy, and when involved
in intimate relationships, the partner usually has to prove his or her
loyalty over and over again. As found in a study of jealousy, people
with PPD seem to experience constant conflict with their spouses. Their
excessive suspiciousness may be expressed in overt argumentativeness,
in recurrent complaining, or by quiet, hostile aloofness. Their hyper-
vigilance regarding potential threats and anticipated infidelity may lead
them to act in a guarded, secretive, or devious manner or to subject the
partner to frequent and lengthy interrogations. They often appear to be
“cold” and lacking in tender feelings. They guard against loving and
being loved. These distrustful and argumentative behaviors lead to dis-
solved partnerships and marriages ending in divorce (Dobbert, 2007).

Another description of paranoid personality points out that often, the
presentation of conflict cases is made by a depressed, masochistic wife
who can no longer tolerate the situation at home. In such cases, the hus-
band usually has a paranoid personality and is resistant to treatment.
The core of the personality organization in such cases is thought to con-
sist of displacement of responsibility through projection, suspiciousness,
defensive grandiosity, rigid conviction about one’s beliefs, and concern
over autonomy.

Up Close
Jennifer was driven by basic distrust and a need for perfection. On the
surface, it seemed that she was happily married to Larry, who adored ber,
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and doing a good job of raising their son. From Tom, ber father, she had
learned that one had to be vigilant about other people’s motives—ithey
were only too happy to betray others and take advantage of a trusting
soul. Jennifer was constantly worried that other women would seduce
Larry, who was not only good-looking but also successful in bis career.
Jennifer, who adbered to a strict diet, having only coffee and cigarettes
for lunch, had no close female friends. Her interactions with females
were restricted to superficial work-related exchanges in the doctor’s
office where she worked part-time and visits with her mother. Occasion-
ally, Lisa, an attractive female cousin and her husband, would visit with
Jennifer’s family on some holidays. But Jennifer did not trust Lisa, either,
and did not encourage the visits. Actually, Jennifer and Larry had met
through Lisa, who worked for the same company as Larry did. Jennifer
thought that Larry saw enough of bher attractive cousin during the week
at work. Having Lisa come to their house or visiting Lisa’s home might
amount to Larry having overexposure to Lisa.

Although Larry never gave her any reason to think that he was inter-
ested in having an affair with Lisa or any other woman, Jennifer could
not control her suspicion, at times inquiring how often during the day
he would meet Lisa at work. Jennifer could not relax and let go of her
distrust because she knew from her father’s teaching that people could
not be trusted, and she also knew that even people as hyperalert about
betrayal as her father could be fooled. After all, Jennifer knew how
Harriett, her mother, had trained Tom to start his evening meal with a
cup of coffee or two in order to remain ignorant of her shopping sprees.
So in the end, whatever stories about betrayal and dishonesty Jennifer
learned from bher father found confirmation in her mother’s behavior,
who resorted to these relatively harmless schemes to make her own life
with Tom and bhis paranoid personality disorder somewbhat easier.

Theory and Research

Observations reported in the literature seem to indicate that subtle para-
noid tendencies can be recognized in individuals from early childhood
onward. These tendencies may gather further expressive coloration
during adolescence before evolving into the full-blown picture of adult
PPD. But further investigation will be needed (Conlon, 1984).
According to descriptive psychiatry literature, paranoid personality is
genetically and phenomenologically related either to paranoia (“delusional
disorder”) or paranoid schizophrenia. The condition is characterized by
the contradictory presence of (1) severe mistrust with naive gullibility,



Paranoid Personality Disorder 167

(2) arrogant demandingness with hidden inferiority, (3) emotional cold-
ness with marked sensitivity, (4) superficial asexuality with vulnerability
to erotomania, (5) moralistic stance with potentially corrupt attitudes,
and (6) extremely vigilant attention with inability to see the whole pic-
ture. This discrepancy between the outer persona and the inner world of
the paranoid individual was noted by many authors and seemed to con-
firm the basic nature of the divided self of such a person (Akhtar, 1990).

During the 1980s, research efforts paid more attention to paranoid
psychoses than to PPD. And when PPD was addressed, the focus usually
remained on its potential relationship with paranoid schizophrenia or
paranoid disorders but not on its phenomenological details. Even major
reviews of personality literature paid little attention to the paranoid
type, indicating that the condition has been understudied. For instance,
a computer search of personality disorder literature from 1985 to 1988
yielded more than 1,200 citations, but not one was specifically address-
ing the phenomenology of PPD.

Experts emphasize the need to distinguish PPD from paranoid schizo-
phrenia, reactive or acute paranoid disorders, and paranoia or “delu-
sional disorder” (Akhtar, 1990). However, the psychiatric literature seems
to indicate that PPD has a genetic and phenomenological relationship
either to paranoia (“delusional disorder”) or paranoid schizophrenia.

The line of demarcation between paranoia or “delusional disorder”
and paranoid personality disorder is not easy to draw. The course of
both disorders shows few changes; there are few exacerbations and few
remissions. Intellectual and occupational functioning appear generally
preserved in both disorders. In both disorders the content of paranoid
complaints centers on marriage, plots, and being unfairly treated. The
difference between paranoia and PPD seems to be one of a quantitative
character (Stanton, 1978).

Some evidence indicates that a genetic contribution to paranoid traits
and a possible genetic link between this personality disorder and schizo-
phrenia exist. A large, long-term Norwegian study revealed PPD to be
modestly heritable and to share a portion of its genetic and environmen-
tal risk factors with the other Cluster A personality disorders, schizoid
and schizotypal (Kendler et al., 2006). A study investigating environ-
mental influences found that adults who were subjected to verbal abuse
in childhood were more than three times as likely to be diagnosed with
paranoid or other (Cluster C) personality disorders as were adults who
had no history of abuse. Abused or neglected children seem particularly
vulnerable to paranoid and other personality disorders that reflect dif-
ficulties with trust, safety, and stability.
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Other observations have led to suggestions of a subclassification within
PPD. Authors proposed two subtypes: the first, a stronger, actively defi-
ant, openly angry, and litigious type; and the second, a weaker, passive,
secretive, and cynically brooding type. The former appears to have some
similarities with narcissistic personality, whereas the latter seems to have
a kinship with schizoid personality. While those linkages may make phe-
nomenological and theoretical sense, it may also just be a matter of vary-
ing levels of social functioning manifested by individual patients rather
than a matter of subtypes. Another explanation offered to account for
the difference was the thought that the two paranoid styles are gender-
related. The blatantly defiant picture may be more frequent among men,
while the silently resentful outcome may be seen more often among
women.

There has also been a focus of some theoretical considerations on
the similarities and differences between PPD and obsessive-compulsive
personality disorder, arguing that their similarities are as critical as their
differences. Individuals with both disorders share a dislike for surprises
and prefer order and predictability in their lives (Shapiro, 1965). How-
ever, unlike obsessive-compulsive individuals who know that the pres-
sure to conform comes from within themselves, those with PPD view
such demands as unjustified and coming from external sources. And
they consciously plot against their imagined enemies. Compulsives rebel
against their internalized moral authority in subtle, unconscious, and
disguised ways, whereas paranoid individuals plot consciously against
their imagined enemies (Fenichel, 1946).

On a cognitive level, compulsive individuals are overinclusive, but
the paranoid individual’s style is a narrowly focused, biased attention
(Meissner, 1978). Where the compulsive individual is chronically inde-
cisive and doubt-ridden, the paranoid is smugly self-assured. And on
an interpersonal basis, compulsives are capable of concern and mutu-
ality, but paranoid individuals view everyone with jealous mistrust
(Volkan, 1976). There are also differences in the developmental back-
grounds of the two conditions. Compulsives usually have had a success-
ful separation-individuation process and have acquired self- and object
constancy (Mahler, Pine, & Bergman, 1975), with problems arising from
oedipal-phase difficulties that are regressively substituted by anal-phase
metaphors. On the other hand, paranoid individuals had much actual
pre-oedipal trauma, an unsuccessful separation-individuation, and a
lack of self- and other-constancy (Akhtar & Byrne, 1983).

The many similarities between paranoid and narcissistic personality
disorders make their distinction particularly difficult, and it may even
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be that cases with combined paranoid and narcissistic features are more
common than their pure types (Millon, 1981).

Early descriptive psychiatrists have commented on the overlap
between paranoid and antisocial personality disorders (Conlon, 1984).
But although a developmental, psychostructural, and dynamic overlap
may indeed exist between the two conditions, it is important to remem-
ber that individuals with PPD lack the chronicity of antisocial behavior
(Reid, 1985).

The outcome of paranoid personality during middle and old age is
perhaps better known. Studies of the presence of personality disorders
in the elderly have suggested that paranoid individuals often make better
adjustments to aging than their psychopathology would initially pre-
dict. Apparently, the fighting stance of paranoid personalities remains
active insofar as failure is never their own. They have to singlehandedly
continue their combat with the world at large, making life a diverting
struggle against dangerous forces from the outside, leaving little time for
despair and depression (Bergman, 1978).

Most authors have noted a discrepancy between the inner world of
the person with paranoid personality disorder and his or her outer per-
sona. As mentioned earlier, it seems that the condition is characterized
by several contradictions, such as the coexistence of feelings of supe-
riority and inferiority, the presence of profound mistrust with naive
gullibility, hidden inferiority with arrogant demandingness, internal
sensitivity with apparent emotional coldness, superficial asexuality
with vulnerability to erotomania, and vigilant attention with inabil-
ity to see the whole picture (Akhtar, 1990). It is thought that their
fears may be counterbalanced by grandiose fantasies, obsessions with
power and rank, and a simplistic, black-and-white view of the world
(Bayer, 2000).

Attempting to synthesize developmental, dynamic, and descriptive fea-
tures of PPD, some authors consider the discrepancy between the outer
persona and the inner world of the afflicted person to be a more impor-
tant feature than the usual focus on the classical triad of suspicious-
ness, feelings of persecution, and grandiosity. This frequently observed
pervasive split involves the characteristics of self-concept, object rela-
tions, affects, morality, sexuality, and cognitive style. On the outside,
paranoid individuals are arrogant, demanding, mistrustful, driven, mor-
alistic, unromantic, and vigilant toward the surrounding environment.
But internally they are frightened, timid, inconsiderate, self-doubting,
gullible, vulnerable to erotomania, and unable to cognitively grasp the
totality of events. It is argued that such a conceptualization would be
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beneficial because it combines descriptive and psychodynamic observa-
tions and correlates the behavioral and psychostructural (developmen-
tal) aspects of the paranoid personality pathology. In addition, it would
provide help in diagnostically distinguishing paranoid from other related
personality disorders.

Treatment

Treatment for paranoid personality disorder exists in the form of psy-
chotherapy and medication. The prognosis for significant improvement
depends on the person’s commitment to lifelong treatment. Individuals
who accept treatment can hold down jobs and maintain healthy rela-
tionships, but they must be willing to continue treatment throughout
their lifetimes, because there is no cure for PPD. The symptoms of the
disorder will continue but can be managed with care and support (Mar-
tel, 2017).

Treatment can be challenging because individuals with PPD have
intense suspicion and mistrust of others, including psychotherapists. The
trust to be established by the mental health professional should enable
the patient to confide in the professional and believe and accept that
they have a disorder. Often, people with PPD do not believe that their
behavior is abnormal. To them it may seem completely rational to be
suspicious of others.

Many individuals with PPD don’t consider treatment. In general, peo-
ple with personality disorders often do not seek out treatment until the
disorder significantly interferes with their lives, which usually happens
when their coping resources are stretched too thin to deal with stress or
other life events (Bressert, 2017).

It has been observed that fewer than one in three adults with a per-
sonality disorder seek treatment. And although both psychotherapy and
medication have been used in treating people with PPD, psychotherapy
has not been very successful in most cases, mainly due to the signifi-
cant distrust issue that is part of the condition. Treatment with antipsy-
chotic medications such as risperidone or olanzapine, antidepressants,
or antianxiety medication may be helpful for patients in overcoming
some of the disorder’s symptoms.

Other healthcare professionals discourage the use of medication for
people with PPD because medications may contribute to a heightened
sense of suspicion that can ultimately lead to the patient’s withdrawal
from therapy. However, for the treatment of specific conditions of the
disorder, such as severe anxiety or delusions when these symptoms start
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to interfere with normal functioning, medications may be useful. In
cases of severe anxiety or agitation, an antianxiety agent, such as diaz-
epam, would be appropriate to prescribe. Antipsychotic medication—if
the patient experiences severe agitation or delusional thinking—may be
used for very brief intervals (Psychology Today, 2018).

Overall, most patients with this disorder experience symptoms for the
duration of their lifetime and require consistent longtime, often inten-
sive, therapy.
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CHAPTER 9

Schizoid Personality Disorder

Symptoms, Diagnosis, and Incidence

The DSM-S lists as essential feature of schizoid personality disorder
(SPD) a pervasive pattern of detachment from social relationships and
a restricted range of emotional expressions in interpersonal settings.
Beginning in early adulthood, this pattern can be observed in a variety
of contexts. Individuals with SPD do not seem interested in developing
close relationships or intimacy with others. Neither do they appear to
derive satisfaction from being part of a family or other social group. They
would rather spend time by themselves than with other people. Appear-
ing socially isolated, they prefer solitary activities or hobbies to interact-
ing with others. At times called “loners” by others, they prefer to involve
themselves in mechanical tasks, computer or mathematical games, and
abstract concepts, experiencing very little pleasure from sensory, bodily,
or interpersonal experiences, such as walking on a beach at sunset or
having sex. They usually do not have close friends or confidants.

Individuals with schizoid personality disorder appear not to be both-
ered by what others may think of them, and they seem indifferent to
approval or criticism of others. They often do not respond appropri-
ately to social cues and may be oblivious to the normal subtleties of
social interaction. They rarely reciprocate gestures or facial expressions,
such as smiles, displaying a “bland” exterior without visible emotional
reactivity. According to their own reports, they rarely experience strong
emotions and often display a constricted affect, appearing cold and
aloof. They seem to have few goals and may just drift through life with-
out definite directions. They usually don’t date or marry.
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In people with SPD, there seems to be a discrepancy between cognition
and emotion that characterizes all aspects of their mental life, leading to
a concomitant uncertainty about their experiences and to an impover-
ished self-concept. As a result, many of these individuals fail to develop a
coherent sense of direction and purpose in life. They show an insensitiv-
ity to social norms and conventions.

Although SPD is not the same as schizophrenia or schizotypal per-
sonality disorder, some evidence exists of links and shared genetic risk
between SPD, other Cluster A personality disorders, and schizophrenia.
Therefore, SPD is considered to be a “schizophrenia-like personality dis-
order” (Esterberg, 2010).

Another running theme for people with SPD is suicide, although they
are not likely to actually attempt it. The idea of suicide functions like a
driving force against the person’s schizoid defenses (Masterson & Klein,
1995).

It has been argued that the definition of SPD is flawed due to cul-
tural bias. Furthermore, it has been suggested that SPD does not consti-
tute a mental disorder but is simply an avoidant attachment style that
requires more distant emotional proximity (Panagiotis, 2012). If this is
true, many of the problematic reactions exhibited by these individuals
in social situations may be partly accounted for by the judgments com-
monly imposed on people with these characteristics.

Under stress, some individuals with SPD features may occasionally
experience brief episodes of reactive psychosis. In terms of comorbidity,
the personality disorders that most frequently co-occur are schizotypal,
paranoid, and avoidant personality disorders (Ekleberry, 2008). Alex-
ithymia, the inability to identify and describe emotions, seems to have a
strong relationship with SPD, but they do not constitute the same condi-
tion (Coolidge, 2012).

The substitution of a nonhuman object for a human object is a defense
action of people with SPD, which often establishes a trace of a personal
feeling about the relationship. According to the object relations view, drug
use and alcoholism reinforce the fantasy of linkage with an internal object
while enabling the addict to be indifferent to the external object world,
which makes addiction a schizoid and symbiotic defense (Seinfeld, 1991).

The single most egosyntonic drug for individuals with SPD may be
marijuana because it permits a detached state of fantasy and distance
from others. It also provides a richer internal experience than these indi-
viduals can normally create for themselves, and it reduces an internal
sense of emptiness and failure to participate in life. In addition, readily
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available and safe to obtain, alcohol is another obvious drug of choice
for these individuals. People are likely to use these substances in isola-
tion for the effect on internal processes (Ekleberry, 2008).

In clinical settings, schizoid personality disorder is uncommon. An
estimate based on a probability subsample from Part II of the National
Comorbidity Survey Replication mentions a prevalence of 4.9 percent,
while data from the 2001-2002 National Epidemiologic Survey on Alco-
hol and Related Conditions suggests a 3.1 percent prevalence of schizoid
personality disorder. It is diagnosed slightly more often in males and
may cause more impairment in them. Overall, this personality disorder
is rare.

Timeline

1908 Eugen Bleuler coined the word schizoid.

1910 August Hoch introduced a similar concept, the “shut-in”
personality.

1925 Ernst Kretschmer coined the term schizothyme for former
schizoid people.

1926 Early account of “schizoid psychopathology” provided by
Russian psychiatrist Dr. Grunya Sukhareva about a group
of children resembling today’s SPD and Aspergers.

1933 Pyotr Gannushkin also included Schizoids and Dreamers in
his detailed typology of personality types.

1940 Ronald Fairbairn presented seminal work on the schizoid
personality, describing “schizoid exhibitionism,” among
other characteristics.

2013 Psychiatrist Salman Akhtar provided a clinical case study of
a schizoid man as an illustration of his phenomenological
profile.

History

The prefix schizo derives from the Greek word meaning “split,” but
neither schizophrenia nor schizoid (or schizotypal) personality disorder
refer to what is commonly called a split personality.

Eugen Bleuler used the term schizoid to designate a human tendency
to direct attention toward one’s inner life, away from the external world.
The concept is akin to introversion in that it was not thought of in terms
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of psychopathology. Bleuler called the exaggeration of this tendency the
“schizoid personality” (Akhtar, 1987). His description of these person-
alities was that they are “comfortably dull and at the same time sensitive,
people who in a narrow manner pursue vague purposes”; and similarly,
characteristics of Hoch’s “shut-in” personality included among others
reticence, reclusiveness, shyness, and a preference for living in a fantasy
world (Livesley & West, 1986).

Emil Kraepelin (1919), the father of present-day psychiatry, mentioned
childhood precursors of some types of schizophrenia, such as a quiet,
shy, and retiring disposition, especially in boys. Girls seemed to show
sensitiveness, excitability, irritability, and self-willedness (Wolff, 1995).

The Swiss psychiatrist Eugen Bleuler described people who were shut-
in, suspicious, sensitive, comfortably dull, and pursuing vague purposes
as “schizoid.”

Ernst Kretschmer (1925) described schizoid or “schizothyme” peo-
ple, as he called them, as being unsociable, oversensitive, stubborn,
pedantic, and also cold and lacking in “affective resonance.” “A certain
unreasonableness” and inaccessibility to argument, with preconceived
notions and superstitions, were characteristics included by others. It
was thought that some schizoid individuals may turn to vegetarian-
ism and fanatical outdoor activities and become people who shut their
ears to reason, becoming completely absorbed in some idea (Essen-
Moeller, 1946).

A report published in 1926 is perhaps the first account of schizoid
children. The report consisted of six case studies at the hospital school
of the Moscow psychoneurological children’s inpatient department. The
six boys ranged in age from 2 to 14 years and had been unlike other
children since early childhood. They were solitary, excessively sensitive,
yet superficial in their responses to others. Five of the boys were of above
average intelligence, several came from gifted families, and their parents
seemed to have similar traits. The Russian psychiatrist Dr. Grunya
Sukhareva’s diagnosis of these children was “schizoid personality disor-
der of childhood,” thinking they were like Kretschmer’s schizoid types in
that they had an inborn predisposition to an unusual personality. While
these cases shared some characteristics of schizophrenia, their course
was different from that of schizophrenia patients; they showed no dete-
rioration as they grew older (Wolff, 1995).

Kraepelin and others noticed some similarity between the features
of SPD and the symptoms of schizophrenia. They confirmed the high
prevalence of schizoid personality in the past histories of schizophrenic
patients and in their biological relatives.
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Originally, the concept of the schizoid character, as developed by Ernst
Kretschmer, consisted of an amalgamation of avoidant, schizotypal, and
schizoid traits. Finally, in 1980, with the work of Theodore Millon, the
schizoid character was split into three personality disorders—what are
now schizoid, schizotypal, and avoidant personality disorders. Since
then the debate has been ongoing about whether that is accurate or if
perhaps these traits are different expressions of the same personality
disorder (Livesley & West, 1986).

It was Theodore Millon who restricted the term schizoid to only those
personalities who are lacking the capacity to establish social relation-
ships with others, characterizing their way of thinking as being vague
and empty and of at times having impaired perceptual scanning. This
may be the reason for some people with SPD to miss the fine details of
life (Beck & Freeman, 1990). In Millon’s opinion, SPD is different from
other personality disorders because it is the personality disorder with-
out a personality. This may be due to the current diagnostic criteria as
they describe SPD only in terms of an absence of certain traits, which
results in a “deficit syndrome” or a “vacuum.” The fact that the crite-
ria mention only what is lacking, instead of delineating the presence of
something, makes it difficult to describe and to research such a concept
(Millon, 2004).

The architects of DSM-III attempted to subdivide and sharpen the
boundaries of its heterogeneous diagnosis of SPD by adding schizotypal
and paranoid personality disorders to the “odd” cluster and moving
avoidant personality disorder to the “anxious” cluster, which resulted in
a narrowing of the SPD diagnosis, raising additional questions about its
diagnostic boundaries and about whether the diagnosis is a valid sepa-
rate entity (Mittal, Kalus, Bernstein, & Siever, 2007).

There has also been another suggestion that two different disorders
would give a better representation of SPD. One of these would be an
affect-constricted disorder (belonging to schizotypal personality disor-
der) and the other being a seclusive disorder (belonging to avoidant per-
sonality disorder). Other voices have called for the removal of the SPD
category from future editions of the DSM and replacing it with a dimen-
sional model (Skodol, 2011).

In the more recent diagnostic classifications, the meaning of schizoid
personality disorder has become more restricted, and a new category,
schizotypal personality disorder, has been formed for personality char-
acteristics previously subsumed under the term schizoid.

Of interest to note is that the DSM-S classification schizoid personal-
ity disorder lists seven diagnostic criteria, whereas the Classification of
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Mental and Behavioural Disorders of ICD-10 lists nine diagnostic crite-
ria. Nine criteria of the schizoid personality were also suggested by Harry
Guntrip, with one of them being narcissism (Masterson & Klein, 1995,
pp. 13-23). The description of Guntrip’s nine characteristics would clar-
ify some differences between the traditional DSM profile of SPD and the
traditional informed object relations view (Masterson & Klein, 1995).

Development and Causes

There are many theories regarding the possible causes for SPD, and most
professionals subscribe to a biopsychosocial model of causation.

SPD is more likely to be observed in people whose relatives have
schizophrenia or SPD. As suggested by some evidence, there are shared
genetic and environmental risk factors among the Cluster A personality
disorders, and there is an increased occurrence of SPD in relatives of
people with schizophrenia and schizotypal personality disorder (Ester-
berg, 2010).

As suggested by the findings of twin studies with SPD traits, such as
low sociability and low warmth, these traits seem to be inherited. Herit-
ability estimates of SPD range from 50 percent to 59 percent (Blaney,
2014). Other research and clinical work with children and teenagers
with schizoid symptoms have indicated a constitutional—probably
genetic—basis in schizoid personality (Wolff, 1995). Additionally, the
involvement of biological factors may be indicated by the link between
SPD and being underweight (Mather, 2008). Other risk factors for being
afflicted with mental disorders and contributing to the development of
schizoid personality disorder include prenatal caloric malnutrition, pre-
mature birth, and low birth weight. And those individuals who have
experienced traumatic brain injury may also be at risk of developing
schizoid-like personality traits (Abel, 2010; Martens, 2010; Brigham
Young University, 2014).

The solitariness, poor relationships, and underachievement in school
that mark individuals with SPD may first be noticeable in childhood and
adolescence, emphasizing their difference and making them subject to
teasing.

Effects and Costs

Social consequences of inappropriate responses, family disruptions, loss
of employment and housing—all are sometimes the costs of suffering
from schizoid personality disorder.
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Schizoid individuals’ lack of desire to be in a close relationship or even
be part of a family usually results in an impoverished emotional life. Fur-
thermore, as they also do not take pleasure in many activities, their lives
may be less productive than would seem normal and healthy.

Because of their lack of meaningful communication with other people,
those who are diagnosed with SPD are unable to develop accurate impres-
sions of how well they get along with others. As they are challenged to
achieve self-awareness of the impact of their own actions in social situations,
their self-image becomes empty, making them feel unreal (Laing, 1965).

A significant part of the schizoid person’s withdrawal from the world
is a pathological reliance on fantasizing, combined with a preoccupation
with inner experiences. In this way, fantasy becomes a core component
of the “self in exile”—a complicated process that facilitates the indi-
vidual’s withdrawal (Masterson & Klein, 1995). Fantasy can be viewed
as a relationship with the world and with others by proxy. Being a sub-
stitute relationship, it is characterized by idealized, defensive and com-
pensatory mechanisms. This fantasy system, or substitute relationship, is
self-contained within the individual and free from the dangers and anxi-
eties normally associated with emotional connections to real people and
situations. The fantasy permits schizoid individuals to feel connected (to
internal objects), but still free from the imprisonment in relationships
(Masterson & Klein, 1995; Laing, 1965; Winnicott, 2012).

Schizoid people’s preference to remain alone and detached may cause
their need for sex to be less than that of those who do not suffer from
SPD. They sometimes appear sexually apathetic; although they do not
typically suffer from anorgasmia, they may feel that their personal space
is violated with sexual activities. Masturbation or sexual abstinence
appears preferable to the emotional closeness they would have to toler-
ate when having sex (Nannarello, 1953).

Although individuals with SPD appear to prefer leading a solitary
existence with solitary activities, there may be a high price to pay for this
preference. As research has shown, social isolation and loneliness may
pose greater public health hazards than obesity, and they significantly
increase the risk for premature mortality (Wood, 2017).

Due to their lack of interest in social relationships, individuals with
SPD who lack financial resources may be at a greater risk for homeless-
ness than other people without this disorder (Rouff, 2000). Actually,
there is a high rate of SPD and other Cluster A personality disorders (up
to 92%) among homeless people (Connolly, 2008).

It has been speculated that schizoid personality disorder may have
links to creativity as observed in a study including two samples of college
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students (7 = 40 each) drawn from a larger sample (N = 188). The stu-
dents were identified as either high creative or low creative, based on
their performance on five measures of creativity. Following their perfor-
mances they participated in a videotaped semi-structured interview. The
video recordings were assessed as to the utilization of 15 ego defense
styles. Thirteen of the 15 ego defense styles showed statistically signifi-
cant mean differences, with high creatives scoring higher on schizoid
characteristics (Domino et al., 2002).

In Society

People with SPD rarely function as interactive parts of society. They are
not interested in seeking social contacts. Rarely are they concerned about
receiving either approval or criticism from others (Rasmussen, 2005).

Due to their withdrawn, self-absorbed, and socially inept behaviors,
their existence can be understood to occur only at the periphery of
society. Their detachment and general lack of reciprocity with gestures,
smiles, or facial expressions tend to characterize social interaction and
communication as awkward, uncomfortable, and strange. As people in
general expect others to express some opinions and emotions, the per-
son with SPD, in his or her indifference to others’ thoughts and feelings,
appears to be a member of a different and unknown culture, like some-
one from outer space.

The lack of social and emotional responsiveness of individuals with
SPD is often irritating to others, who then tend to being even more intru-
sive, demanding a response. This is an important aspect in therapy ses-
sions because it may lead to the patient’s further withdrawal from the
therapist.

Underlying the lack of responsiveness is a fear of closeness. People
with this disorder perceive others as intrusive. Their boundary prob-
lems occur as feelings of vulnerability in interpersonal encounters. Their
response is to withdraw into a “shell” of their own making.

Lack of responsiveness or restricted expression go hand-in-hand with
intimacy problems. As emotions establish bonds, it is difficult to be close
to someone who does not express feelings. Therefore, the schizoid per-
son’s reluctance to exhibit emotions ensures that nobody will come close
enough—emotionally and mentally—to really get to know the schizoid
person. Many people with SPD are also secretive because they feel vul-
nerable and exposed when any information about them is revealed to
others (Fairbairn, 1952). They may go so far as to refuse to introduce
close relatives or friends to other people they know for fear that these
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relatives will be sources of information about the schizoid person. Also,
the impression those relatives would make on others might give them
details about the schizoid individual for which they could judge or criti-
cize the schizoid person.

Schizoid individuals may have particular difficulty expressing anger,
even when they are directly provoked. They often react passively to
adverse circumstances and have trouble responding appropriately to
important life events. This often gives others the impression that the
schizoid person lacks emotion. Often their lives seem to be without
direction, and they may appear to drift in their goals.

It is possible for people with SPD to form relationships with others
based on intellectual, physical, occupational, or recreational activities
as long as there is no need or request for emotional intimacy, because
schizoid individuals “prefer to make relationships on their own terms
and not in terms of the impulses of other people.” If they cannot attain
that, they prefer isolation (Winnicott, 2008, p. 73).

Up Close
Marianne, a single woman in her late 20s, had always been a solitary per-
son, which at times she camouflaged by participating in team activities,
although she was never a real member of the team. It was just one of
the many activities and interests she pursued but never carried to comple-
tion. This tendency characterized most of Marianne’s life. Whenever she
embarked upon a new interest, her mother would ask her, “Are you going
to finish this one for a change?” Her mother’s question did not lead Mari-
anne to change except for trying not to tell her mother about any further
endeavors. This became easier when Marianne moved into her own apart-
ment in another town about 250 miles from home where she had found
employment as a clerk in a bank. She did not mind the superficial contact
with customers and coworkers but stayed away from any more meaningful
relationships. Her dating history played out on an equally superficial basis.

However, underneath this seemingly uneventful facade, Marianne
developed a secret life. Though she found any prolonged romantic rela-
tionship too intrusive and restrictive, she felt an urge and curiosity about
sex. From time to time Marianne by herself ventured out into one of the
town’s bars. The clothes she wore on these outings were quite different
in style and colors from those she wore to work or other regular activi-
ties. She used similar differences in her hairstyles and makeup, creating
something like two different versions of herself.

It usually did not take long after entering the bar for Marianne to find
a man inviting her to a drink or two, including spending the evening.



184 Personality Disorders

Marianne never took any of the men to her place; all the sexual encoun-
ters took place either in the man’s home or in a hotel. Although Mari-
anne was certainly intelligent enough to understand the risks she faced
engaging in the activities of her secret life, the confrontation with emo-
tional openness and disclosure of her innermost personality that would
be expected in a normal romantic relationship were too disturbing to
even consider. As might be expected, after some time, Marianne had to
admit to berself that one of the risks bad caught up with her: she had
contracted a sexually transmitted disease.

At Work

Among the list of symptoms that characterize this disorder, the individu-
al’s preference for solitary activities, enjoyment of few activities, indiffer-
ence to praise or criticism, and emotional detachment are the ones that
will most likely interfere with the development of mutually satisfying
work relationships.

Occupationally, people with SPD are impaired in work situations
because of their inability to interact with coworkers. Most of them are
unable to participate in friendly banter with colleagues or otherwise
cooperate in team efforts (Bayer, 2000). Therefore, they would be more
appropriately placed with computer work or individually performed
mechanical tasks, except for their lack of goal-directedness, which may
require more intense supervision than is usual in most workplaces.

As schizoid individuals tend to hide their emotions, presumably to
avoid social contact and being known by others, many of them are at the
same time hypersensitive. If these inhibited individuals experience dis-
comfort in intrusive relationships, their reaction is withdrawal—actual
social withdrawal or creation of a facade behind which to hide the real
self. As the need for hiding or withdrawal increases, the individual finds
it more and more difficult to access his or her real self, which bestows a
lack of authenticity upon the individual’s experiences (Livesley, 2003).
This, in turn, may lead to difficulties with self-direction. Nothing seems
worth pursuing; tentative goals fall by the wayside if they are presenting
any hurdles. A general passivity creates problems with the schizoid indi-
vidual’s ability to accomplish or complete tasks, not only in the personal
life sphere but even more so in work situations.

In addition, their indifference to criticism or approval may prevent the
development of a mutually successful work setting because supervisors
and coworkers are left without tools to regulate or improve the schizoid
individual’s productivity if interpersonal communication is required.
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Up Close
It was six days before bis 33rd birthday when Noab lost his job—again. It
was his second job loss this year, and there bhad been several in years past.
It wasn’t that Noabh was not intelligent enough to perform his job duties
as a truck driver making deliveries for a local company. And he had no
difficulty interacting with others on a superficial level. Noah was a reliable
employee, always on time to start the day’s deliveries—as long as every-
thing went according to schedule. Problems arose when sudden changes
in the schedule or the locations for deliveries required Noah to make deci-
sions about how best to handle those changes. Debating within himself
on how to accommodate the required changes, Noab felt stressed out and
unable to make a decision. Often he told himself that he needed to rest
his mind before deciding on any new approach, and, almost as often, he
wasted enough time with bis indecision that in the end the deliveries were
late or, even worse, impossible to carry out because there was nobody left
to receive or accept them at their points of destination. The frequency of
sudden changes in established routines was not high, but the consequences
of Noabh’s prolonged decision process made them quite noticeable.

Now Noah was confronted with the need to call Susan, his ex-wife,
and explain why bis child support payment was going to be late again.

It had been a brief marriage. Susan and Noah had met in their church
group as both had volunteered time to help with some of the community
events that the church sponsored. Susan had felt comfortable with Noah
because he seemed to respect her personal space, never coming too close
(physically or emotionally) to her during any of their interactions. Their
dating activities occurred mostly in connection with some church events.
Noah appeared respectful and protective of Susan’s state of virginity and
refrained from initiating sexual advances. After their wedding they had
sex a few times, but Noah did not seem interested or appear to derive
much pleasure from it. But it was enough to get Susan pregnant. After
the birth of their little daughter, sexual activity did not become more
frequent, and Susan, feeling unloved, finally left Noabh.

Noabh felt sadness over the loss of bis family, but even the sadness did
not feel like his own. It was more like he observed some other person
going through the end of a marriage.

In Relationships

Individuals with SPD don’t seem to derive any pleasure from being part
of a family or other social group and refrain as much as possible from any
social participation. They seem to experience acute discomfort in close
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relationships. Being oblivious to the interests, emotions, and opinions
of others, schizoid individuals appear cold and aloof, rarely expressing
feelings like joy or anger. As they remain strangers to those around them,
intimacy cannot develop. Furthermore, the low interest in sexual activi-
ties and the reduced pleasure experienced from sensory, bodily, or erotic
activity induces the schizoid individual to avoid intimacy or even the
presence of others and engage in solitary activities or hobbies instead.

Restricted expression is consistent with intimacy problems experi-
enced by people with SPD; many of them are secretive because they
feel exposed and vulnerable if they reveal information about themselves.
They usually are excessively self-reliant and avoid care- or help-seeking
behavior because it requires contact with other people.

Individuals with SPD exhibit oversensitivity regarding their own ideas
and feelings while at the same time being insensitive to the feelings of oth-
ers. This combination does not contribute to harmonious relationships.
Due to their lack of social skills and their lack of desire for intimacy and
for sexual experiences, individuals with SPD have few friendships, date
infrequently, and often do not marry (Bressert, 2017).

Up Close

By their eighth wedding anniversary, Ralph had learned the procedures
that would get him through the event: loading flowers, chocolate, and
a bottle of wine into his shopping cart at the local supermarket and
making reservations for an early dinner at their favorite restaurant that
featured a huge food buffet. It had to be an early dinner because Ralph
worked nights, servicing the computer systems at a hospital chain. Some-
times he had to travel during the day to another part of the state where
one of the hospitals was located. What Ralph liked best about his job
was that he was not required to interact much with people. Early in bis
life, in high school, he developed an interest in computers. The computer
understood him—not like in school, when be had asked the teacher a
question about something he didn’t understand. The teacher acted like
he did not understand Ralph’s question, and some of his classmates
snickered. Ralph never asked again. He didn’t make or seem to need any
friends. His grades in high school were mediocre, except for mathemat-
ics, which be liked. After graduation from high school, he managed to
get into the community college and embarked upon a career in informa-
tion technology. He never dated and did not seem interested in a sexual
relationship—at least not with another person. Secretly, he indulged in
watching pornography and masturbating. The idea of sharing the inti-
macy of his thoughts and body with anyone scared him.
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After the completion of his training, be obtained the job he was still
working at. Working night shifts was not only convenient because of the
minimal interactions he had to face with others, it also came in handy
when he married Julie, a distant cousin who had come to visit with bis
parents. And she stayed long enough to get herself a job as a bookkeeper
at one of the local banks.

As Ralph found out later, the reason for Julie’s visit had been that her
father had sexually abused her for several years, and Ralph’s parenis
agreed to have Julie live with them so she would be removed from the
unbealthy situation without many people knowing the reason behind it.
Probably as a result of the years of sexual abuse, Julie did not experience
any desire for sex, and she hated to have her body touched.

Ralph and Julie seemed to be made for each other. It was a safe mar-
riage. Except for weekends, Ralph and Julie spent only a couple of hours
together, since she worked during the day and Ralph spent most nights
at his job. During the day, when he had the home to himself, he could
indulge in watching pornography without becoming anxious about Jul-
ie’s presence. On special occasions, such as their anniversary, they could
squeeze in a short early dinner for celebration.

Ralph’s parents were somewhat disappointed when over the years
there was no sign of grandchildren.

Theory and Research

In an early study of 500 consecutive child-guidance clinic attendees, 75
were labeled as “schizoid,” reflecting a schizoid cluster comprising char-
acteristics such as fantastic thinking, daydreaming, lack of concentra-
tion, carelessness, and regression toward infantile behavior. But these
children came from socioeconomically superior families and had no
adverse background factors to account for their difficulties (Jenkins &
Glickman, 1946).

Comparing personality disorders and Myers-Briggs Type Indicator
types in a University of Colorado Springs (2001) study, it was found that
SPD had a significant correlation with the Introverted (I) and Thinking
(T) preferences.

According to the AARP Loneliness Study, there is evidence that social
isolation and loneliness increase the risk for premature mortality. The
study involved data from two meta-analyses. The first involved 148
studies, representing more than 300,000 participants, and revealed that
greater social connection is associated with a 50 percent reduced risk for
premature mortality. The second meta-analysis included 70 studies with
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more than 3.4 million participants primarily from North America but
also from Europe, Asia, and Australia. The focus was on the role that
factors such as social isolation, loneliness, or living alone might have on
mortality. It was found that all three factors had equal and significant
effects on the risk of premature death—effects that were equal to or
exceeded the effects of other well-accepted risk factors (Wood, 2017).

Research has shown that there appears to be a strong link between
schizoid personality disorder and the development of other problems,
such as schizophrenia (Rodriguez & DeChavez, 2000) and homelessness
(Rouff, 2000). Similarly, observations of depressed patients undergoing
a 6-month treatment with fluoxetine revealed that the presence of symp-
toms of schizoid personality disorder was associated with poorer out-
come of treatment (Mulder, Joyce, Frampton, Luty, & Sullivan, 2006).

A study investigating the possibility of a specific link between Cluster
A comorbidity and increased stress appraisal in depressed patients indi-
cated that the persistent pattern of detachment from social relationships
resulting in emotional coldness so characteristic of schizoid personality
disorder might be the connection (Candrian et al., 2008).

Studies on the schizoid personality have developed along two different
paths: the “descriptive psychiatry” tradition, which focuses on overtly
observable behavioral and describable symptoms (with its clearest expo-
sition in the DSM-5), and the “dynamic psychiatry” tradition, which
includes the exploration of covert or unconscious motivations and
character structure as elaborated by classic psychoanalysts and object-
relations theory.

The descriptive tradition had its start with Ernst Kretschmer’s descrip-
tion of observable schizoid behaviors, which organized into three groups
of characteristics (Kretschmer, 1931):

—_

unsociability, quietness, reservedness, seriousness, eccentricity,

2. timidity, shyness with feelings, sensitivity, nervousness, excitability,
fondness of nature and books,

3. pliability, kindliness, honesty, indifference, silence, cold emotional

attitudes.

These characteristics were the precursors of the DSM-III partitioning
of the schizoid character into three distinct personality disorders: schi-
zotypal, avoidant, and schizoid. However, Kretschmer did not intend to
divide these behaviors into isolated characteristics but rather conceived
of them as being simultaneously present as varying potentials in schizoid
individuals. In Kretschmer’s opinion, the majority of schizoids are not
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either oversensitive or cold, but they are oversensitive and cold “at the
same time” in different relative proportions, tending to move along these
dimensions from one behavior to the other (Kretschmer, 1931).

The second path, that of dynamic psychiatry, started with observa-
tions by Eugen Bleuler (1924), who observed that the schizoid person
and schizoid pathology were not different entities (Masterson & Klein,
1995). Then Fairbairn delineated four central schizoid themes:

1. the need to regulate interpersonal distance as a central focus of
concern,

2. the ability to mobilize self-reliance and self-preservative defenses,

3. a pervasive tension between the anxiety-laden need for attachment
and the defensive need for distance that is expressed in observable
behavior as indifference, and

4. an overvaluation of the inner world at the expense of the outer
world.

Following Fairbairn, the dynamic psychiatry tradition has continued to
explore the schizoid character.

Withdrawal or detachment from others, a characteristic feature of
schizoid pathology, apparently may appear either in “classic” or “secret”
form. In the classic form, it matches the typical description of the schiz-
oid personality as described in the DSM-5. But just as often, it may be
a hidden internal state. In other words, what appears on the surface,
the objective observation, may not match the internal subjective world
of the schizoid individual. As early as 1940, Fairbairn recognized and
described the phenomenon of “schizoid exhibitionism,” in which the
schizoid individual can express feeling and can make what appear to be
impressive social contacts but, in reality, gives nothing and loses noth-
ing because he or she is playing a part. The real personality remains
uninvolved below the surface. According to Fairbairn, the person dis-
owns the part that is played by him or her while the schizoid individual
seeks to preserve his or her personality intact and free from compromise
(Fairbairn, 1952). Some researchers have given descriptions of SPD indi-
viduals who would apparently “enjoy” public speaking engagements but
experienced great difficulty during breaks when the audience members
would attempt to engage them emotionally (Seinfeld, 1991).

The sometimes sexually apathetic behavior of individuals with SPD—
while not leading to systematic research efforts—has aroused theoretical
thinking attempting to explain the phenomenon. It has been described
how some married schizoid individuals may embark upon “secret sexual
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affairs” as attempts to reduce the quantity of emotional intimacy within
a single relationship (Guntrip, 1969). As pointed out by Karen Hor-
ney (1999), the schizoid person’s sexual resignation carries the appeal of
freedom; sex may be excluded from a permanent relationship because
it feels too intimate, but instead, the person’s sexual needs are satisfied
with a stranger. On the other hand, the individual may restrict a relation-
ship to only sexual activities without sharing other experiences with the
partner (Horney, 1999). As an example of what Jeffrey Seinfeld (1991)
called “schizoid hunger,” behaviors that actually reflect sexual promiscu-
ity may be used by a schizoid woman secretly visiting bars to meet men
for the purpose of obtaining impersonal sexual gratification, which seem
to alleviate her feelings of hunger and emptiness, as described in the Up
Close vignette “In Society.”

Contrary to the proposition that schizoid individuals are either sexual
or asexual, other suggestions indicated that both these forces may be
present in individuals, despite their rather opposite aims (Akhtar, 1987).

Based on a clinical case study of a schizoid man, psychiatrist Salman
Akhtar developed a phenomenological profile of SPD in which classic
and contemporary views are synthesized with psychoanalytic observa-
tions. The clinical features of the profile involve six areas of psychosocial
functioning, which are organized by “overt” and “covert” manifesta-
tions. The meanings of “overt” and “covert” here do not classify them
as different subtypes but as traits that may occur simultaneously within
one single individual. These designations do not suggest that they are
conscious or unconscious, but they denote seemingly contradictory
aspects that are phenomenologically easily discernable. This method of
organizing symptomatology emphasizes the centrality of splitting and
identity confusion in SPD (Akhtar, 1987).

A clinically accurate picture of schizoid sexuality is expected to
include the overt signs of asexuality, occasional celibacy, absence of
romantic interests, and aversion to sexual gossip and innuendo, as well
as covert manifestations, such as secret voyeuristic and pornographic
interests, vulnerability to erotomania, and a tendency toward perver-
sion. However, none of these characteristics necessarily applies to all
people with SPD.

Upon reviewing information from relevant publications and from
databases of personality disorders study groups regarding psychometric
characteristics of SPD, it was noted that comparatively little evidence
exists for the validity and reliability of SPD as a separate, multifac-
eted personality disorder. There was some contention that the group of
patients termed “schizoid” actually represented two distinct groups, an
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“affect constricted” group, who might fit better within schizotypal per-
sonality disorder, and a “seclusive” group, who might better be subsumed
within avoidant personality disorder. The research-based justification
for retaining SPD as an independent diagnosis is sparse (Triebwasser,
Chemerinski, Roussos, & Siever, 2012).

Other researchers also have voiced concerns about distinguishing
schizoid personality disorder from other phenomenologically simi-
lar personality disorders in Cluster A and from avoidant personality
disorder (Mittal et al., 2007). Additional investigations are needed to
determine whether SPD is part of the schizophrenia spectrum. Further
research should incorporate biological markers (e.g., deviant smooth eye
tracking, attention deficits) that have been observed in schizotypal per-
sonality disorder and schizophrenia.

Treatment

Not much research has been done regarding the treatment of schizoid
personality disorder, partly because individuals with this diagnosis typi-
cally do not experience their social isolation as a problem, and they
don’t compete with or envy people who enjoy close relationships.

An individual therapy plan that can establish a long-term level of
trust may be of benefit in some cases of SPD by providing patients with
an outlet for transforming their false perceptions of friendships into
authentic relationships. Very gradually, individual psychotherapy may
bring about the formation of a true relationship between the patient and
therapist. However, in general, long-term psychotherapy is not recom-
mended because of its poor treatment outcomes and the costs inherent
in lengthy therapy. Instead, it is recommended that therapy focus on
simple treatment goals to alleviate current troubling concerns or stress-
ors within the individual’s life. Cognitive restructuring may be a way to
address some types of clear, irrational thoughts that are influencing the
patient’s behaviors in negative ways. However, it is important to clearly
define the therapeutic plan at the onset of treatment. Group therapy,
generally a potentially effective treatment modality, is not considered
to be a good initial treatment, because at first, patients would tend to
withdraw from the group. But if they were to remain, they might grow
participatory as the level of discomfort gradually decreases (Psychol-
ogy Today, 2017). Another vehicle for treatment might be in the form
of socialization groups and educational strategies in which people with
SPD identify their positive and negative emotions. Such identifiers could
help individuals to learn about their own emotions and the emotions
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they elicit from others and to experience the common emotions with
other people with whom they relate on some basis.

Yet another source suggests that treatment of SPD typically involves
long-term psychotherapy with an experienced therapist, and prescrip-
tion of medication may help with specific troubling and debilitating
symptoms (Bressert, 2017). There has been some concern that for the
most part, psychotherapy alone has not been effective with this condi-
tion. Thus, in some instances, medication can be beneficial in bringing
some symptoms under control, so psychotherapy can assist the individ-
ual in his or her daily life.

The schizoid patient may not have many symptoms that can be
addressed with medication. But antianxiety drugs may be of some help
in dealing with the tension they often experience. Additionally, low-dose
antipsychotics may reduce distorted thoughts and depression. A careful
choice of medication may be helpful in having patients function well in the
everyday world. Over the past several decades, drug therapy has been help-
ful in reducing hospital stays for the disorder. But overall, SPD is very rare
in clinical settings; most physicians seldom come across it (Bayer, 2000).

Because SPD is a poorly studied disorder with little clinical data avail-
able, the effectiveness of psychotherapeutic and pharmacological treat-
ments for the disorder have yet to be empirically and systematically
investigated (MedlinePlus, 2014).
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CHAPTER 10

Schizotypal Personality Disorder

Symptoms, Diagnosis, and Incidence

Schizotypal personality disorder’s essential features have been described
as a pervasive pattern of social and interpersonal deficits, accompanied
by acute discomfort with, and reduced capacity for, close relationships
as well as by cognitive or perceptual distortions and eccentricities of
behavior. Beginning in early adulthood, this pattern is present in a vari-
ety of contexts (DSM-V, 2013).

Schizotypal personality disorder (STPD) is the most impairing disor-
der in Cluster A (“odd or eccentric disorders”; Comer & Comer, 2017).
It occupies the middle of a spectrum of related disorders, with schizoid
personality disorder being on the milder end and schizophrenia on the
more severe end. It is thought that these disorders are probably biologi-
cally related and share similar genetic vulnerabilities.

Individuals suffering from this disorder often experience cognitive and
perceptual distortions as well as eccentricities in their everyday behavior.
Their difficulty in thinking and perceiving like other people intensifies
their desire to avoid human interaction (Bayer, 2000).

Individuals with STPD often tend to incorrectly interpret casual inci-
dents and external events as having an unusual meaning for them (ideas
of reference). They may be superstitious or preoccupied with paranormal
phenomena that are not part of their subculture. The feeling of special
powers may lead them to believe that they can read others’ thoughts or
sense events before they actually happen, along with having the power
to control others, either directly or indirectly, through complying with
magical rituals. The speech of those with STPD is often digressive or
vague, including unusual or idiosyncratic phrasing and construction.
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Their verbal responses can be either overly concrete or overly abstract,
with words or concepts sometimes being applied in unusual ways.

People with this disorder are often suspicious, believing some peo-
ple (colleagues or personal acquaintances) are trying to undermine their
reputation with others. Individuals with STPD are frequently considered
odd or eccentric due to their unusual mannerisms, an unkempt manner
of dress, and inattention to the usual conventions.

In general, interpersonal relatedness seems problematic for people
with STPD due to their discomfort in relating to other people. As a result,
they have no or just a few close friends or confidants other than first-
degree relatives. They are usually anxious in social situations, especially
those involving unfamiliar people; and because their anxiety seems to
be associated with suspiciousness regarding other people’s motives, the
anxiety remains even as time goes on and their acquaintances become
more familiar. The schizotypal person does not become more relaxed
with passing time.

At times schizotypal individuals interpret situations as being strange or
having unusual meaning for them. They often seek medical attention for
anxiety or depression instead of their personality disorder (DSM-5,2013).

Reported prevalence rates in community studies of STPD range from
0.6 percent in Norwegian samples to 4.6 percent in a U.S. community
sample. In clinical populations the prevalence of STPD seems to be infre-
quent (0%-1.9%), with a higher estimated prevalence in the general
population (3.9%), according to the National Epidemiologic Survey
on Alcohol and Related Conditions, whereas the DSM-IV reported a
lower—almost 3 percent—occurrence within the general population.
STPD may be slightly more common in males than in females. It can
first appear in childhood or adolescence as strange fantasies, social anxi-
ety, hypersensitivity, or other odd behavior. Together with other Cluster
A personality disorders, STPD is also quite common among homeless
people (Connolly, 2008).

STPD often co-occurs with major depressive disorder, dysthymia, and
generalized social phobia (Adams & Sutker, 2001). It also can sometimes
co-occur with obsessive-compulsive disorder, where it can adversely
affect treatment outcome. The list of personality disorders that co-occur
most often with STPD includes schizoid, paranoid, avoidant, and bor-
derline personality disorders (Tasman et al., 2008).

STPD’s high rate of comorbidity with other personality disorders may
be due to overlapping criteria with other personality disorders, such as
avoidant personality disorder, paranoid personality disorder, and bor-
derline personality disorder (McGlashan et al., 2000).
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The World Health Organization’s ICD-10—using the name schizo-
typal disorder—has classified STPD as a clinical disorder associated with
schizophrenia, rather than a personality disorder as in DSM-5.

Timeline

1956 Sandor Rado coined the term schizotype as an abbreviation
of schizophrenic phenotype.

2004 Theodore Millon identified two subtypes of schizotypal
personality disorder.

History

American psychiatrist Sandor Rado first suggested the term schizotype
for the behavioral and psychodynamic expression of a genetic predispo-
sition to schizophrenia. He thought that people genetically predisposed
to schizophrenia might be stable in their adaptation to life. He labeled
them schizoid in the sense that Kraepelin and Bleuler used the term.
Rado applied the term schizotypal if such predisposed people displayed
more florid symptoms.

Since then, the term schizotypy has been used for the personality
disorder that shows the clearest genetic relationship to schizophrenia,
although it is often associated with schizoid and paranoid personality
disorders. It is the personality disorder most often found in close rela-
tives of schizophrenic patients.

Attempting to provide a historical perspective on the DSM-III con-
cept of STPD, it was pointed out that the conceptualization of this
diagnostic entity was influenced by two major traditions (Kendler,
1985). One of these approaches, the familial approach, underlines the
characteristic traits found in the deviant but nonpsychotic relatives
of schizophrenics. The focus of the second, the clinical approach, was
on patients who seem to demonstrate the fundamental symptoms of
schizophrenia—however, without psychotic symptoms or severe person-
ality deterioration. Reviewing these two traditions, it was determined
that they are similar in some regards, but there are also important dif-
ferences in their views regarding the characteristics of the true “schi-
zotype.” Both of these traditions can be expected to influence relevant
research efforts in this general area, as for example, the Danish Adoption
Studies linked to the development of the DSM-III criteria for schizotypal
personality.
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Theodore Millon (2004) proposed two subtypes of STPD: insipid schi-
zotypal, which is thought to be a structural exaggeration of the passive-
detached pattern, including schizoid, depressive, and dependent features;
and timorous schizotypal, which is viewed as a structural exaggeration
of the active-detached pattern, including avoidant and negativistic fea-
tures. Any individual with STPD may exhibit either one of the somewhat
different subtypes.

The ICD-10 calls this disorder schizotypal disorder and equates it
with “latent” or “borderline” schizophrenia rather than with personality
disorders.

Development and Causes

Although there are many theories about the possible causes of STPD,
many professionals seem to prescribe to a biopsychosocial model of
causation (Bressert, 2017). Others consider STPD to be a “schizophre-
nia spectrum” disorder. Schizophrenia is considered to have a genetic
basis, which, in turn, suggests that STPD shares the same genetic etiol-
ogy (Nigg & Goldsmith, 1994).

Occurrence rates of this disorder are much higher in relatives of indi-
viduals with schizophrenia than in the relatives of people with other
mental illnesses or in those without mentally ill relatives. Being consid-
ered an “extended phenotype” schizotypal personality disorder can be
an aid to geneticists tracking the familial or genetic transmission of the
genes that are implicated in schizophrenia (Fogelson et al., 2007). In
addition, there seems to be a genetic connection of STPD to mood disor-
ders, particularly depression (Comer & Comer, 2017).

Having a family history of mental illness constitutes a risk factor for
developing STPD. People who have first-degree relatives with schizo-
typal symptoms (schizotypy) can be as much as 50 percent more likely
to develop schizotypy compared to people without that family history.
Those who have a close relative with schizophrenia may also be more
likely to develop STPD and to experience symptoms of similar sever-
ity to their schizophrenic relative. Also, medical conditions such as epi-
lepsy can be a predisposing factor to developing schizotypy as an adult
(WebMed, 2017).

STPD is the personality disorder found in the closest relatives of
schizophrenic patients, more often in identical twins than in nonidenti-
cal twins of schizophrenic patients. Also, it occurs more often in biologi-
cal rather than in the adoptive parents of schizophrenics (McGuffin &
Thapar, 1992).
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Evidence shows that the Cluster A group of schizotypal, schizoid, and
paranoid personality disorders are all biologically related to schizophre-
nia (Varma & Sharma, 1993). Evidence also suggests that parenting
styles, early separation, and trauma/maltreatment history can lead to the
development of schizotypal traits (Anglina, Cohenab, & Chena, 2008).
The risk of developing STPD is increased by such occurrences as neglect
or abuse, trauma, or family dysfunction during childhood. In general,
children learn to interpret social cues over time and respond appropri-
ately, but for unknown reasons, for people with this disorder, this pro-
cess does not work well (Mayo Clinic Staff, 2012).

It has been observed that children raised by schizophrenic parents
have a greater probability of developing STPD than children raised by
parents without a mental impairment. The process of developing the
disorder has been described with the child observing and emulating the
schizophrenic parent’s behavior. And it is equally likely that the schizo-
phrenic parent would encourage the development of the child’s “magi-
cal” paranormal belief because the parent is convinced that the child
possesses these paranormal skills. This developmental process of magi-
cal thinking is further illustrated when contemplating situations where
evangelistic children allegedly can heal by laying on of hands. Possibly
being raised by a schizophrenic parent, the child is told that he or she
possesses special powers. Reinforcing the child’s beliefs in the possession
of these paranormal skills at the same time reinforces the schizophrenic
parent’s delusions regarding the child’s possession of these skills. The
combination of modeled behavior and reinforced beliefs predispose the
child’s development of STPD (Dobbert, 2007).

Among possible social risk factors for developing the suspiciousness
and unusual perceptive symptoms of STPD are birth during the winter or
summer, higher birth order, being the victim of childhood physical or sex-
ual abuse, or having a lower family socioeconomic status during child-
hood. Apparently, it has also been found to occur more often in black
women compared to other women, independent of socioeconomic fac-
tors. Parents who have difficulty communicating or who tend to engage
in magical thinking, such as purporting what their children are thinking,
also may present risk factors for children growing up to develop STPD.
Still other risk factors apparently have been noted with children who
use marijuana for the first time before 14 years of age or who have been
prematurely placed in the role of an adult (WebMed, 2017).

If people with STPD are intellectually gifted, they may strive toward
achievements, and this may be helpful in compensating for their emo-
tional deficiencies (Rado, 1954).
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Effects and Costs

The social consequences of a serious mental disorder like STPD, a disor-
der that affects a person’s ability to function in social and occupational
settings, can be calamitous. A common attention impairment in various
degrees characterizing STPD could serve as a marker of biological sus-
ceptibility to STPD. The reason for this occurrence is that an individual
having difficulty with taking in information may face problems in com-
plicated social situations where interpersonal cues and attentive com-
munications are essential for quality interaction. Eventually, this might
cause the individual to withdraw from most social interactions, leading
to asociality (Lees Roitman et al., 1997).

Schizotypal individuals’ perceptual alterations may include hearing
someone whispering his or her name even though no other person is pre-
sent. Rising paranoid ideation might make the schizotypal person fear
that fellow employees are secretly talking and laughing about him or
her, which would likely lead to difficulties at work and eventually loss of
his or her job. Additionally, schizotypal persons usually do not respond
properly to interpersonal cues (Bayer, 2000). They may avoid eye con-
tact, appear unkempt, exhibit unusual mannerisms, or dress inappropri-
ately. These characteristics are not only provoking negative judgment in
social situations but in work settings as well.

The tension, anxiety, and suspicion people with STPD experience in
so many of their interactions with others may eventually lead to depres-
sion. If severely depressed for a long period of time, transient psychotic
episodes can occur. In clinical settings, between 30 percent and 50 per-
cent of schizotypal patients have also been diagnosed as suffering from
a major depressive disorder (Bayer, 2000). Many individuals having
this personality disorder in addition to another mental disorder were
observed to be less responsive to treatment.

It has been found that individuals with STPD who use methampheta-
mine are at great risk of developing permanent psychosis (Chen et al.,
2005).

STPD can easily be confused with schizophrenia, a severe mental ill-
ness. But while people with STPD may experience brief psychotic epi-
sodes with hallucinations or delusions, these episodes are less frequent,
prolonged, or intense than in schizophrenia. Another important distinc-
tion can be seen in the fact that individuals with STPD usually can be
made aware of the difference between their distorted ideas and reality.
Those suffering from schizophrenia generally cannot be swayed away
from their delusions (Mayo Clinic, 2017a).
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Factors most likely beneficial in reducing the symptoms of this dis-
order are positive relationships with friends and family and a sense of
achievement at school, work, and in extracurricular activities (Mayo
Clinic, 2017b).

In Society

People with STPD, much like schizoid patients, do not respond properly
to interpersonal cues. They appear stiff or rigid emotionally and exhibit
eccentric behavior that does not fit in with the rest of society. They may
look unkempt or dress inappropriately, ignore social conventions, avoid
eye contact, or display unusual mannerisms (Wood, 2010). Individuals
with this disorder also tend to have markedly illogical thinking, with
odd beliefs or unusual ideas that are not consistent with prevailing ideas
held by the general public. In addition, they may report unusual percep-
tions or strange body experiences that other people might have difficulty
comprehending.

STPD shares many similarities with schizoid personality disorder;
most notably among them is the inability to initiate or maintain rela-
tionships (both friendly and romantic). However, there is a difference
between the two disorders when it comes to the reason for the relation-
ship difficulties: schizotypal individuals avoid social interaction because
of a deep-seated fear or distrust of people, while schizoid individuals are
not interested in forming relationships because they have no desire to
share their time with others.

Considering some of the diagnostic criteria for STPD, such as odd
thinking and speech, ideas of reference, odd beliefs or magical thinking,
suspiciousness or paranoid thinking, inappropriate or constricted affect,
odd or eccentric appearance or behavior, and excessive social anxiety,
among others, it is not difficult to understand that these individuals
experience significant problems in interactions with others and that they
would rather avoid any such experiences.

“Unabomber” Ted Kaczynski is believed to be an extreme example
of STPD. For almost two decades, his eccentric beliefs of protecting the
world led him to send homemade pipe bombs to academic and business
leaders in the computer and technology fields (Diamond, 2008).

Up Close
Carole’s mother is worried because 19-year-old Carole is withdrawn and
seems to have no real friends. Carole does not talk much, and when she
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does, her poor social skills become apparent. Also, her mind seems to
be operating on the periphery of any social interaction, as if she does
not quite understand the exact content of conversations. She did not do
well in school, partly due to her high anxiety and partly because of her
unusual behaviors. Currently Carole is enrolled in a vocational school,
trying to find out what work activities she could perform in the future.
But here, again, she has great difficulty “fitting in.”

Most of Carole’s free time is spent on the computer, playing online
games, making up somewhat bizarre stories about herself when interact-
ing with others in chat rooms, and visiting Web sites that advertise para-
normal research and experiences. Carole steadfastly believes in ghosts,
and from time to time, she reports hearing strange noises.

Carole’s bebavior reminds her mother of her own sister, who has been
diagnosed with schizophrenia. Will Carole end up like her aunt? ber
mother worries.

At Work

The eccentric behaviors and odd speech exhibited by people with STPD
can be expected to lead to distraction and misunderstandings in most
work situations. Combined with these individuals’ suspiciousness and
inappropriate display of feelings, it is not difficult to foresee difficulties
in the work place. And, in turn, schizotypal people’s tendency toward
“magical thinking” not only impacts their perceptions of reality but also
may lead to cognitive distortion and misinterpretations of their environ-
ment as well as their coworkers’ behaviors.

Routine interactions at work may be very awkward and anxiety pro-
voking for schizotypal individuals. However, they may be more capable
of performing jobs that are well structured and require little, if any, social
interaction. It would also be helpful if a job supervisor could under-
stand and accommodate the person’s eccentricities (Harvard Medical
School, 2013).

Their excessive social anxiety does not diminish with familiarity and
tends to be associated with paranoid fears rather than with negative
judgments about oneself. That means that over time, the anxiety of those
with STPD about their coworkers remains as high as if they just met for
the first time. And if there is any negativity associated with interactions,
individuals with STPD do not look at themselves or their behavior as
a possible reason for any negative aspects; their suspicion toward the
other person increases immediately (Bressert, 2017).
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Up Close

It took Nathan several years to find a job he was able to hold for longer
than a month. He grew up as an only child and spent much time by
himself after school as both his parents worked. He developed a peculiar
way of talking, and the other children at school teased him, which made
him angry, but usually he was too afraid to express it openly because he
interpreted their teasing as more severely threatening than it actually
was. Nathan hated school and tried to play sick as often as he could
get away with. Although of average intelligence, Nathan’s grades were
pitiful, mainly because of his many absences. He barely graduated from
high school.

During the time he spent alone at home, Nathan learned to fix himself
snacks and sandwiches, developing an interest in cooking. Fortunately,
the local community college offered a program leading to a certificate
in culinary arts. Nathan managed to be accepted provisionally because
of his poor high school standing. His social skills had not improved,
and he remained a loner through the time of his community college
attendance. An added difficulty arose from Nathan’s tendency to at times
insist on making up his own recipes instead of following the teacher’s
instructions.

Animportant part of the culinary program consisted of a practical expe-
rience, an apprenticeship at local restaurants. Each student was assigned
to a hotel or restaurant for this practicum. Nathan’s occupational path
did not survive the apprenticeship. After several weeks of spending this
part of his education at a mid-class restaurant, the owner complained to
the community college, terminating Nathan’s apprenticeship. According
to the complaint, Nathan seemed to have difficulty understanding parts
of the culinary processes—at times, when not closely observed, chang-
ing the course of cooking events, turning the planned menu items into
haphazard culinary expressions. In addition, he had problems commu-
nicating with the rest of the staff in comprebensible ways. As Nathan’s
admission to the community college had been on a provisional basis, the
apprenticeship failure led straight to Nathan’s dismissal from the com-
munity college.

Nathan’s next ill-fated attempt at finding a workplace was to apply
as a server in a local fast-food restaurant. Although it was not difficult
to expect another failure, considering Nathan’s poor social skills, be still
did not want to let go of his culinary interests and apparently hoped for
another chance in this area. In fact, he tried several short-lived jobs at
different restaurants before finally giving up.
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He applied at local warehouses, where his physical strength was an
asset. But sooner or later, he ran into difficulties with coworkers because
of his eccentric way of communication or occasional outbursts of anger.
Wherever be worked, he remained a loner, never associating with cow-
orkers during breaks because he did not trust anyone.

His parents were concerned. Nathan’s mother saw some of bis father’s
poor communication skills and tendency to withdraw from others in
Nathan’s personality. As she recognized those traits in the two men in
her family, she remembered seeing a commercial on TV, advertising the
services of a truck driver training organization. She prepared herself with
paper and pencil for the next time the commercial came on the air and
wrote down the information. She shared the information with her hus-
band but not with Nathan. She needed to check out the business before
telling Nathan about it and applying for the training. As a result of this
process Nathan became a long-distance truck driver with a steady route
and minimal required verbal communication.

In Relationships

Individuals with STPD typically have few, if any, close friends, and they
feel nervous around strangers, but they may marry and maintain jobs.
However, the extreme discomfort experienced by schizotypal individuals
within close relationships will most often not permit the development of
intimacy and openness. For some, their difficulty with creating close rela-
tionships is related to their eccentric habits. And as emotional closeness
does not increase with familiarity and passage of time, there is little hope
that a marital relationship with a schizotypal partner would develop the
level of closeness other spouses in normal marriages strive for.

Experts’ repeated mention of schizotypal individuals’ lack of close
friends or confidants other than first-degree relatives would seem to
make it impossible for them to enter into or remain for long in an inti-
mate romantic relationship, as passage of time apparently does not
increase the level of personal openness of the schizotypal individual.

Up Close

This was moving day for 34-year-old Donald. His wife, Janet, moved out
a week ago and filed for divorce, The condominium was nice but too big
for him, and Janet did not want to stay in town. In ber disappointment
about their marriage, she decided on a big geographical move. Don-
ald was moving back to his mother’s home; it seemed like a reasonable
solution.
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Janet’s complaint was mostly about Donald’s emotional coldness.
After the initial attraction, she did not know how to relate to him. He
did not express warm feelings and did not tell her much about himself.
It was difficult to know what be liked. His work in information technol-
ogy seemed to explain Donald’s fascination with computers. He not only
spent his work hours with them but most of his time at home, too.

When he had to travel on business, Donald never called Janet at home
to find out how she felt and how she spent her time. Janet felt lonely and
neglected; she missed the intimacy she had expected to find in her mar-
riage. And she could not imagine raising children with Donald.

Theory and Research

STPD is thought to be influenced by biology, psychology, and social and
cultural factors. Social anxiety and isolation are core elements of this
disorder. Researchers suggest that this personality disorder may share
some genetic basis with schizophrenia.

Biological influences indicate a genetic vulnerability for schizophrenia
but without the biological or environmental stresses present in that dis-
order. Social/cultural influences can be seen in the preference for social
isolation, excessive social anxiety, and lack of social skills. Psychological
influences include unusual beliefs, behavior, or dress; the belief that insig-
nificant events are personally relevant (“ideas of reference”); reduced or
lack of emotional expression; and symptoms of major depressive dis-
order. All these influences are thought to combine for the development
of STPD.

In order to provide an instrument for the assessment of STPD that
would address all nine schizotypal traits, the Schizotypal Personality
Disorder Questionnaire (SPQ) was developed as a self-report scale, mod-
eled on the relevant DSM-III-R criteria. The questionnaire, consisting of
nine subscales, was evaluated for effectiveness in a study involving two
samples of normal subjects (n = 302 and n = 195) to test the replicability
of findings (Raine, 1991).

The SPQ was found to have high sampling validity, high internal reli-
ability (0.91), test-retest reliability (0.82), convergent validity (0.59 to
0.81), discriminant validity and criterion validity (0.63, 0.68). The find-
ings were replicated across samples. Fifty-five percent of subjects scoring
in the top 10 percent of SPQ scores had a clinical diagnosis of STPD. The
results would indicate the SPQ’s usefulness in screening for STPD in the
general population as well as in researching the correlates of individual
schizotypal traits.
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Some information-processing measures serve as biological markers
for schizophrenia, and they can also help in defining the boundaries of
schizophrenia. Prepulse inhibition and habituation of the blink reflex
component of startle, which are believed to reflect an individual’s abil-
ity to screen out or “gate” irrelevant sensory stimuli, are impaired in
patients with schizophrenia. It was hypothesized that individuals with
STPD would show a loss of sensorimotor gating, reflected by impaired
prepulse inhibition of the human startle response, and that they would
show deficits in startle habituation consistent with the deficits observed
in patients with schizophrenia (Cadenhead, Geyer, & Braff, 1993).

To test the hypotheses, prepulse inhibition and habituation were
assessed in 12 men and 4 women who met DSM-III-R criteria for STPD
and in 22 normal comparison subjects. The results revealed that patients
with STPD had deficits in acoustic prepulse inhibition and habituation
similar to the deficits seen in patients with schizophrenia. There were no
differences noted between patients with STPD and normal subjects in
the latency from acoustic startle stimuli to a response, but latency facili-
tation was produced by the prepulse in both groups.

The investigators concluded that this pattern of changes in amplitude
and latency of the startle response suggests that individuals with STPD
perceive the prepulse stimuli but still show deficient sensorimotor gating
of amplitude. These findings demonstrate the importance of startle pre-
pulse inhibition and startle habituation as biological markers for schizo-
phreniform spectrum disorders.

In a later study, researchers hypothesized that nonschizophrenic rela-
tives of patients with schizophrenia would also have prepulse inhibition
deficits, which would indicate a genetically transmitted susceptibility
to sensorimotor gating deficits (Cadenhead, Swerdlow, Shafer, Diaz, &
Braff, 2000b). In this study 23 patients with schizophrenia, 34 relatives
of schizophrenic patients, 11 individuals with STPD, and 25 comparison
subjects were assessed in an acoustic startle paradigm. The eye-blink
component of the startle response was evaluated bilaterally through
electromyographic recordings of orbicularis oculi. Reduced prepulse
inhibition was observed in patients with schizophrenia, their relatives,
and subjects with STPD relative to the comparison subjects. These defi-
cits were more evident in measures of right eye-blink prepulse inhibition.
The comparison subjects demonstrated greater right versus left eye-blink
prepulse inhibition, while the probands, their relatives, and subjects with
STPD showed less asymmetry of prepulse inhibition.

It was concluded that the data suggested a genetically transmitted
deficit in prepulse inhibition (sensorimotor gating) in patients with
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schizophrenia spectrum disorders, including individuals with STPD and
relatives of patients with schizophrenia. In addition, the reduced pre-
pulse inhibition in subjects with STPD indicated that prepulse inhibition
is a potentially useful neurobiological marker for intermediate pheno-
types of schizophrenia spectrum disorders.

Individuals in the schizophrenia spectrum have difficulties with atten-
tion, cognition, and information processing. It is possible to assess the
functions of attention and information processing by testing suppression
of the P50 event-related potential. The amplitude of the P50 wave is
measured in response to each of two auditory clicks. In normal individu-
als, the P50 wave following the second click is suppressed or “gated.”
But in schizophrenic patients and their relatives, there is less suppression
of the second P50 wave. There is a high heritability for deficits in P50
suppression, and it shows a linkage to the alpha-7 subunit of the nico-
tinic cholinergic receptor gene in families with schizophrenia, suggesting
that deficits in P50 suppression are trait markers for gating abnormali-
ties in schizophrenia spectrum subjects.

It has been noted that schizotypal individuals have deficits in sensori-
motor gating as measured by prepulse inhibition, but P50 sensory gat-
ing in individuals with schizotypal personality disorder has not been
reported yet (Cadenhead, Light, Geyer, & Braff, 2000a). In a study
involving 26 individuals with STPD and 23 normal subjects, P50 sup-
pression was assessed through auditory conditioning and testing. The
results showed that the individuals with STPD had significantly less P50
suppression than the normal subjects. It was concluded that individu-
als with STPD may have trait-linked sensory gating deficits, similar to
those in patients with schizophrenia and their relatives. Because sensory
gating deficits were observed in those subjects without overt psychotic
symptoms, it seems likely that these deficits represent a core cognitive
dysfunction of the schizophrenia spectrum (Cadenhead et al., 2000a).

Clues to the question of diagnostic boundaries of schizophrenic spec-
trum categories were found in the aggregation of disorders in families
identified by a schizophrenic disorder proband (index case). The Danish
Adoption Studies provided quasi-experimental evidence for the range
of expression of a putative schizophrenic spectrum disorder, which was
later denoted STPD in DSM-III-R (Squires-Wheeler, Skodol, Bassett, &
Erlenmeyer-Kimling, 1989). The hypothesis had been that such schizo-
phrenic spectrum categories have a genetic relationship to schizophrenic
disorder and, therefore, form a continuum with schizophrenia in terms
of etiology and pathogenesis. In order to be able to make meaningful use
of such spectrum categories in genetic analyses (e.g., linkage analysis), it
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is necessary for rates of spectrum traits and disorder in normal control
and in psychiatric control populations to be known.

Three offspring groups (ages 18-29) defined by parental diagnoses,
including schizophrenic disorder (n = 90), affective disorder (n = 79),
and no parental disorder (n = 161), were used to assess the rate of DSM-
III-R schizotypal traits and disorder. Trained social workers and psy-
chologists conducted the assessment. The rates of three, four, and five
schizotypal features were evaluated in the offspring with parental psy-
chiatric disorder in contrast to the offspring with no parental psychiatric
disorder. Because the rates between the offspring of the schizophrenic
disorder parental group and the offspring of the affective disorder
parental group did not differ significantly, support for the assumption of
diagnostic specificity for those categories was not confirmed.

Questions about the relationship between schizophrenia and STPD
as defined in DSM-III prompted another independent analysis of the
Copenhagen Sample of the Danish Adoption Study of Schizophrenia
(Kendler, Gruenberg, & Strauss, 1981). As the interviews of relatives
from the study were independently and blindly reevaluated (as described
in the above article), it was found that the prevalence of STPD was sig-
nificantly higher in the biological relatives of the schizophrenic adoptees
than in the biological relatives of matched controls and was low and
equal in the two groups of adoptive relatives. Compared with “border-
line” and uncertain borderline schizophrenia, the criteria for STPD were
more specific but less sensitive in identifying biologic relatives of schizo-
phrenics. As demonstrated in this sample, STPD appears to have a strong
genetic, but no familial-environmental relationship to schizophrenia.
These results constitute a validation of the diagnosis of STPD.

Although STPD aggregates in relatives of schizophrenic probands,
researchers have raised the issue that the criteria for this disorder may
not be optimal either in describing the dimensions of schizotypal phe-
nomena or in identifying those with a high familial liability to schizo-
phrenia (Kendler et al., 1995). As part of the Roscommon Family Study,
an epidemiologically based family study of major psychiatric disorders
conducted in the west of Ireland, researchers examined 25 individual
schizotypal symptoms and signs through the use of structured personal
interviews with 1,544 first-degree relatives (without chronic psychosis
or mental retardation) of five proband groups: schizophrenia; other non-
affective psychoses; psychotic affective illness; nonpsychotic affective ill-
ness; and matched, unscreened controls.

The following seven meaningful schizotypal factors were obtained:
negative schizotypy, positive schizotypy, borderline symptoms, social
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dysfunction, avoidant symptoms, odd speech, and suspicious behavior.
Except for borderline symptoms, all these factors significantly discrim-
inated relatives of schizophrenic probands from relatives of controls.
Schizotypal factors differed in their specificity. In addition, three of the
four most predictive schizotypal factors significantly discriminated rela-
tives of probands with other nonaffective psychoses from relatives of
controls.

The researchers considered “schizotypy” to be a complex, multidi-
mensional construct, whose various dimensions differ widely both in
degree and specificity with which they reflect the familial liability to
schizophrenia.

Investigations into the type and nature of personality disorders among
biological relatives of schizophrenic probands involved a total of 176
nonschizophrenic co-twins and other first-degree relatives of schizo-
phrenic probands in comparison to 101 co-twins and first-degree rela-
tives of probands with major depression. It was found that schizotypal
personality disorders were more common and histrionic personality
disorders less common among the biological relatives of schizophrenic
probands than among relatives of probands with major depression. Fur-
thermore, the so-called “negative” schizotypal criteria like odd speech,
inappropriate affect, and odd behavior, as well as excessive social anxiety,
were significantly more common among the relatives of schizophrenic
probands. The so-called “positive” schizotypal criteria were partly,
but not statistically significantly, more common among the relatives of
probands with major depression. The differences in frequencies of the
negative criteria between monozygotic co-twins, dizygotic co-twins, and
other first-degree relatives of schizophrenic probands were insignificant.
It was concluded that DSM-III-R schizotypal disorder is defined by a set
of criteria that partly describe a “true” schizophrenia-related personality
disorder and partly features that are not specific for relatives of schizo-
phrenic probands. In addition, the genetic relationship between schizo-
phrenia and “true” STPD appears weak. A marker of a possible genetic
link between the disorders may be excessive social anxiety (Torgersen,
Onstad, Skre, Edvardsen, & Kringlen, 1993).

Earlier evidence suggests that personality disorders include a signifi-
cant genetic component as most of the early studies explored the dis-
order’s frequency in the relatives of individuals diagnosed with Cluster
A disorders (as well as borderline and antisocial personality disorders).
However, the assumption of a genetic basis is not conclusive because
family studies cannot disentangle genetic and environmental factors
because either one of them—or a combination of both—could account
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for the disorder’s increased incidence in the relatives of affected indi-
viduals. Furthermore, psychosocial theories of causation also predict an
increased occurrence in family members. Twin or adoption studies are
needed to separate genetic and environmental contributing factors. Twin
studies are the vehicle to provide convincing evidence for a genetic basis
to personality disorders. However, in general, the focus of these twin
studies has been on personality traits rather than on personality disor-
ders (Livesley, 2001).

In an evaluation of 29 obsessive-compulsive patients for behavior
therapy, 10 of them (35%) had Axis II diagnosis of STPD. Of the patients
without the diagnosis of STPD, 16 (84%) improved at least moderately
with either behavior therapy alone or a combination of behavior ther-
apy and pharmacotherapy. Among the STPD group, only one (10%)
improved with the same treatment. This difference was highly signifi-
cant, emphasizing the level of impairments within the patient groups
(Minichiello, 1987).

Some individuals with STPD may develop schizophrenia, but the
majority do not (Raine, 2006). As STPD symptomatology has been
studied longitudinally in several community samples, the results do not
suggest any significant likelihood of the development of schizophrenia
(Gooding, Tallent, & Matts, 2005).

Many studies show that individuals with STPD score similar to indi-
viduals with schizophrenia on a very wide range of neuropsychological
tests. Also, cognitive deficits in patients with STPD are quite similar to,
but not the same as, those in patients with schizophrenia, thus agreeing
with the observations of a 2004 study, which reported neurological evi-
dence that did not completely support the notion that STPD is simply an
attenuated form of schizophrenia (Haznedar et al., 2004).

In a cohort of patients with major depressive disorder undergoing
a 6-month treatment, it was found that the presence of symptoms of
STPD was linked to poorer treatment outcome (Mulder, Joyce, Framp-
ton, Luty, & Sullivan, 2006).

In a study comparing psychosocial functioning in patients with schi-
zotypal, borderline, avoidant, or obsessive-compulsive personality disor-
der; patients with major depressive disorder; and no personality disorder,
it was hypothesized that the degree of associated functional impairment
would differ among the personality disorders and that patients with
severe (i.e., schizotypal or borderline) personality disorders would show
more functional impairment than patients with less severe (i.e., avoidant
or obsessive-compulsive) personality disorders or with major depressive

disorder (Skodol et al., 2002).



Schizotypal Personality Disorder 213

A comparison of the mean levels of impairment in psychosocial func-
tioning during the month before intake for the different patient groups
revealed that patients with STPD and borderline personality disorder
consistently exhibited greater functional impairment than patients with
obsessive-compulsive disorder or major depressive disorder.

On self-report measures regarding impairment for the two weeks
before assessment, the results were consistent with the interview ratings.
Patients with STPD and borderline personality disorder rated themselves
as significantly more impaired on all individual domains of functioning
and overall than those with obsessive-compulsive personality disorder
and major depressive disorder. Patients with avoidant personality disor-
der were in the intermediate range.

Individuals with Cluster A personality disorder (paranoid, schizoid,
and schizotypal) have a 10 times greater chance of having three or more
Axis I disorders than individuals without a personality disorder (Bjorn-
lund, 2011).

A study investigating the effect of comorbid personality disorders
on the perceived stress in depressed patients suggested that individuals
with STPD prototypically exhibit a pervasive pattern of social and inter-
personal deficits characterized by discomfort with close relationships,
which might function as a specific link between Cluster A comorbidity
and stress appraisal (Candrian et al., 2008).

Comparing personality disorders and Myers-Briggs Type Indicator
types in a University of Colorado, Colorado Springs study found that
STPD had a significant correlation with the Introverted (I), Intuitive (N),
Thinking (T), and Perceiving (P) preferences.

Treatment

In cases where a person’s symptoms are mild to moderate, he or she may
be able to adjust with relatively little support. Those with more severe
problems, however, may have more than average difficulty maintaining
a job or living independently, and they may need more support from
family members. Those who are severely afflicted with the disorder may
need hospitalization to provide therapy and improve socialization. They
do not often show significant progress, and some think that treatment
goals should focus on helping patients establish a satisfying solitary
existence.

There are no medications approved by the Food and Drug Adminis-
tration specifically for the treatment of STPD, but antipsychotics, mood
stabilizers, antidepressants, or antianxiety drugs may be prescribed to
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help relieve certain symptoms that are easily observable (Mayo Clinic,
2017b). For instance, illogical thinking can be treated with antipsychotic
medications, usually in low doses, whereas depression or anxiety might
respond to antidepressant or antianxiety medications (Harvard Medical
School, 2013).

Although STPD may be one of the easiest personality disorders to
identify, it is also one of the most difficult to treat with psychotherapy,
according to Theodore Millon (2004). STPD patients may be able to
benefit from behavioral modification, a cognitive-behavioral treatment
approach, allowing them to understand how their thoughts and behav-
iors affect each other and remedy some of the bizarre thoughts and
behaviors. Of particular importance is the improvement of social skills
in addressing the long-standing social deficits that accompany STPD.
Two effective methods of treatment are recognizing abnormalities by
watching videotapes and meeting with a therapist to improve speech
habits.

Unless groups are well structured and supportive, group therapy is not
recommended for people suffering from STPD because the statements
and references made by various group members it could lead to loose,
tangential ideation within the individual with STPD (Livesley, 2001).

For schizotypal patients with predominant paranoid ideation, sup-
port is especially important because they usually have great difficulties
even in highly structured groups. As mentioned above, in a clinical set-
ting, these individuals are rarely seen for STPD-related reasons; mostly it
occurs as a comorbid finding with other mental disorders. In cases where
patients with STPD are prescribed medication, they are often the same
drugs used to treat patients with schizophrenia, including traditional
neuroleptics (Livesley, 2001). As mentioned earlier, antipsychotic medi-
cations in low doses can be helpful; through the careful choice of medi-
cations, many schizotypal patients are able to function adequately in the
everyday world. And mainly because of drug therapy, the hospitalization
length for such disorders has been greatly reduced (Bayer, 2000).

For people suffering from STPD, comprehensive treatment is crucial
for symptom alleviation and for finding a path toward recovery. Formal
treatment systems may be enhanced by consumer help programs, fam-
ily self-help, advocacy, and services for housing as well as vocational
assistance—all supplementing the formal treatment system. Treatment
for this disorder is most effective when family members are involved
and supportive. Many of these services are operated by mental health
service recipients. The logic behind this arrangement is that those using
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the system might be especially effective in reaching out to those in need
(Psychology Today, 2017).
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Glossary

anxiety

A feeling of fear, uneasiness, and worry, often generalized, not focused.
An overreaction to a situation. Anxiety disorder: An individual experi-
ences anxiety regularly.

attachment

Any form of behavior that results in a person attaining or retaining prox-
imity to some preferred individual, who is usually conceived as stronger
and/or wiser.

bias in psychiatric diagnosis

Gender differences in psychiatric diagnosis. Possible reasons: (a) Some
methodological artifacts can potentially produce differential base rates
of a particular disorder in men and women, even when in reality men
and women show comparable base rates of the disorder. (b) Bias on the
part of clinicians might produce differential rates of false positive (or
false negative) diagnoses for a particular disorder in men and women,
resulting in an overestimate of sex differences in the occurrence of that
disorder. (c) The nature of the diagnostic criteria themselves—the symp-
tom criteria for a particular disorder may be constructed in such a way
that the disorder will inevitably be over- or underdiagnosed in men or
women (Bornstein, R. F. 1993, The dependent personality. New York,
NY: The Guilford Press).
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causal

A direct relationship between events, behavior, or stimuli where intro-
ducing one results in the other occurring.

causality

The relationship between one act and its consequence; the necessary
results of the actions of one entity on another.

cluster

In psychology, one of three general categories of personality disorders—
Cluster A (odd, bizarre, eccentric); Cluster B (dramatic, erratic); Cluster
C (anxious, fearful).

comorbid/comorbidity

The simultaneous presence of two or more conditions or diseases in the
same person.

construct

Generally, a hypothetical entity (such as intelligence) treated as though
actually in existence.

defense mechanism

Response, typically unconscious, by which the ego is protected from
anxiety, guilt, shame, or loss of pride.

denial

Defensive refusal to recognize external reality, emotional reactions, or
motive.

depersonalization

A feeling of being disengaged from one’s surroundings.

differential diagnosis

Considering all possible diagnostic categories that might be compatible
with what is known about an individual’s abnormality and its development.
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epidemiology

Affecting, or tending to affect, many individuals within a population.

epigenesis

The notion that for an individual, there are preplanned stages of
development.

fundamental distribution error

Social perceivers tend to overemphasize dispositional interpretations of
others’ behavior, even in the face of evidence indicating that situational
pressures played a role in determining the behavior in question.

hypervigilance

An increased awareness of a person’s surroundings and being constantly
tense or on guard.

incidence

Rate of occurrence of new cases of a given condition in a given time period.

individuation

The process of becoming differentiated as an individual.

monozygotic twins

Twins developed from a single ovum—identical twins.

nosology

Systematic classification of disease.

paraphrenia

General term meaning abnormal, insane, psychotic thinking.

person perception

The way individuals think about, approve, and assess other individuals.
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personality disorder

An enduring pattern of inner experience and behavior that deviates from
the norm of the individual’s culture. The pattern is seen in two or more
of the following areas: cognition, affect, interpersonal functioning, or
impulse control. The enduring pattern is inflexible and pervasive across
a broad range of personal and social situations, beginning in the teenage
years or early adulthood.

phenomenology

The study of the development of human consciousness and self-awareness
as a preface of philosophy. The description of the formal structure of
the objects of awareness and of awareness itself in abstraction from any
claims concerning existence.

phobia

Strong fear of an unreasonable or irrational type.

physiognomy

The study of the personality as a function of the appearance of the body,
especially the face.

preconscious

Area of the mind where memories exist, which can be brought readily to
awareness; in between the unconscious and the conscious.

prevalence

The total frequency of a given condition at a particular moment in time.

prognosis

Prediction of the course and outcome of a disorder.

projection

Attributing certain aspects of self to others without awareness.
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psychopathology

Abnormal, maladaptive behavior or mental activity.

rationalization

A plausible explanation for some behavior that comes after the decision
or the act, but not the real reason.

recidivism

Repeated or habitual relapse.

reinforcement

Strengthening various behavioral responses through rewards.

splitting

Dichotomizing, such as the distinction between the good self and the

bad self.

symbol

Distinguished from a sign; a “living” symbol expresses something rel-
atively unknown to consciousness that is pregnant with meaning that
cannot be characterized in any other way; formulates an essential,
unconscious factor, not something already conventionally known.

symptom

A manifestation of an illness or emotional disturbance.

trait

Any more-or-less permanent aspect or characteristic of an individual; a
person’s reliably consistent ways of operating.

unconscious

That portion of the psyche of which one is unaware and that contains
desires and drives.
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Resource Web Sites and Organizations

American Psychological Association (APA), www.apa.org
Based in Washington, D.C., the American Psychological Association is a
scientific and professional organization that represents psychology in the
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United States. It is the largest association of psychologists worldwide. Its
mission is to advance the creation, communication, and application of
psychological knowledge to benefit society and improve people’s lives.

BetterHelp, https://www.betterhelp.com/advice/personality-disorder
/what-is

This organization provides a description of each disorder with symp-
toms, diagnosis, treatment plan, statistics, and online connection with a
licensed therapist.

International Society for Mental Health Online (ISMHO), www.ismho
.org

An international community exploring and promoting mental health in
the digital age. Its members include students, teachers, researchers, clini-
cal practitioners, and others interested in using Internet technologies to
sustain positive mental health.

Mayo Clinic, https://www.mayoclinic.org/diseases-conditions/personality
-disorders/symptoms-causes/syc

This site provides information on diseases and conditions, Mayo Clinic
campuses, symptoms, patient and visitor guide, doctor and medical staff,
“contact us.”

Mental Health America (MHA), www.nmha.org/gov/information/get
-info/personality-disorders

MHA is one of the country’s leading nonprofits dedicated to helping
people live emotionally healthier lives.

National Alliance on Mental Illness, www.nami.org

As the nation’s largest grassroots mental health organization, it is dedi-
cated to improving the lives of persons living with serious mental ill-
ness, along with their families, through advocacy, research, support, and
education.

National Association for Cognitive-Behavioral Therapists (NACBT),
www.nacbt.org

The leading organization dedicated exclusively to supporting, teaching,
and developing cognitive-behavioral therapy and those who practice it.
Laypeople can direct many questions about CBT to the site and request
information on how to find a CBT therapist in their area.

National Institute of Mental Health (NIMH), www.nimh.gov

The mission of NIMH is to transform the understanding and treatment
of mental illnesses through basic and clinical research, paving the way
for prevention, recovery, and cure.
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Psych Central, https://psychcentral.com/disorders/, and J. Grohol, http://
psychcentral.com

Information about different conditions and disorders, drugs, current
news, and research and books about mental health, online screening tests
for certain disorders, and relationship questions. There is an “Ask the
Therapist” section, a community discussion board, and “The Exhausted
Woman” blog.

http://psychcentral.com/resources
A comprehensive guide to mental and emotional resources for sufferers
and their families, featuring hundreds of links and informative articles.

Psychology Today, https://www.psychologytoday.com/conditions/

Find profiles of therapists, support groups, and books. This site offers
the latest from the world of psychology, behavioral research, practical
guidance, and basics information.

ScienceDirect, http://www.sciencedirect.com
Information about journals, articles, and book chapters.
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