
personality pathology by especially talented and
attentive caretakers. Once these highly individual-
ized dynamics have had their main effects and an
individual has reached late adolescence or young
adulthood, his or her personality will usually have
been pretty well established. We know that this is
not an ironclad rule; there are “late bloomers,” and
high-impact life events can derail or reroute any of
us. How much we can change if we need to and
want to is variable, but change is possible.

TWENTIETH-CENTURY CONCEPTS OF
PERSONALITY PSYCHOPATHOLOGY

Personality pathology has been recognized in
most influential systems of classifying psy-
chopathology. The well-known contributions by
European pioneers of descriptive psychiatry such as
Kraepelin (1), Bleuler (2), Kretschmer (3), and
Schneider (4) had an important impact on early
twentieth-century American psychiatry. For the
most part, Kraepelin, Bleuler, and Kretschmer
described personality types or temperaments, such
as asthenic, autistic, schizoid, cyclothymic, or
cycloid, which were thought to be precursors or less
extreme forms of psychotic conditions such as
schizophrenia or manic-depressive illness—systems
that can clearly be seen as forerunners of the current
axis I/axis II “spectrum” models. Schneider, by con-
trast, described a set of “psychopathic personalities”
that he viewed as separate disorders co-occurring
with other psychiatric disorders. Although these
classical systems of descriptive psychopathology res-
onate strongly with the framework eventually
adopted by the American Psychiatric Association
(APA) and published in its Diagnostic and Statistical
Manual of Mental Disorders (DSM), they were
widely overshadowed in American psychiatry dur-
ing the mid-twentieth century by theory-based psy-
choanalytic concepts stimulated by the work of
Sigmund Freud and his followers.

Freud’s emphasis on the presence of a dynamic
unconscious—a realm that, by definition, is mostly
unavailable to conscious thought but a powerful
motivator of human behavior (key ingredients of his
topographical model)—was augmented by his well-
known tripartite structural theory, a conflict model

BRIEF HISTORICAL REVIEW

PERSONALITY TYPES AND PERSONALITY DISORDERS

Charting the history of efforts to understand per-
sonality types and differences among them would
involve exploring centuries of scholarly archives,
worldwide, on the varieties of human behavior. It is
human behavior, in the end, that serves as the most
valid measurable and observable benchmark of per-
sonality. In many important ways, we are what we
do. The “what” of personality is easier to come by
than the “why,” and each of us has a personality
style that is unique, almost like a fingerprint. At a
school reunion, recognition of classmates not seen
for decades derives as much from familiar behavior
as from physical appearance.

As to why we behave the way we do, we know
now that a fair amount of the reason relates to our
“hard wiring.” To varying degrees, heritable tem-
peraments that vary widely from one individual to
another determine the amazing range of behavior in
the newborn nursery, from cranky to placid. Each
individual’s temperament remains a key component
of that person’s developing personality, added to by
the shaping and molding influences of family, care-
takers, and environmental experiences. This process
is, we now know, bidirectional, so that the “inborn”
behavior of the infant can elicit behavior in parents
or caretakers that can in turn reinforce infant behav-
ior: placid, happy babies may elicit warm and nur-
turing behaviors; irritable babies may elicit
impatient and neglectful behaviors.

But even-tempered, easy-to-care-for babies can
have bad luck and land in a nonsupportive or even
abusive environment, which may set the stage for a
personality disorder, and difficult-to-care-for
babies can have good luck, protected from future

  337722 Summer 2005, Vol. III, No. 3 F O C U S T H E  J O U R NA L  O F  L I F E LO N G  L E A R N I N G  I N  P S YC H I AT RY

Personality
Disorders

John M. Oldham, M.D., M.S.

From the Department of Psychiatry and Behavioral Sciences, Medical University of South Carolina,
Charleston, South Carolina. Address reprint requests to Dr. Oldham, Chairman, Department of
Psychiatry and Behavioral Sciences, Medical University of South Carolina, 67 President Street,
Charleston, SC 29425; e-mail, oldhamj@musc.edu.

CCMMEE  FFiinnaanncciiaall  DDiisscclloossuurree
No disclosure of financial interests or affiliations to report.



Summer 2005, Vol. III, No. 3

impairment in social or occupational functioning
or with significant emotional distress needed treat-
ment for psychopathology that did not involve
frank psychosis or other syndromes characterized
by discrete, persistent symptom patterns such as
major depressive episodes, persistent anxiety, or
dementia. General clinical experience and wisdom
guided treatment recommendations for these
patients, at least for those who sought treatment.
Patients with paranoid, schizoid, or antisocial pat-
terns of thinking and behaving often did not seek
treatment. Others, however, often resembled
patients with symptom neuroses and did seek help
for problems ranging from self-destructive behav-
ior to chronic misery. The most severely and per-
sistently disabled of these patients were often
referred for intensive psychoanalytically oriented
long-term inpatient treatment (an option much
more available at that time than today). Other
patients, able to function outside of a hospital set-
ting and often hard to distinguish from patients
with neuroses, were referred for outpatient psycho-
analysis or intensive psychoanalytically oriented
psychotherapy. As Gunderson (6) described, the
fact that many such patients in psychoanalysis
regressed and seemed to get worse rather than
showing improvement in treatment was one factor
that contributed to the emerging concept of bor-
derline personality disorder, thought initially to be
in the border zone between the psychoses and the
neuroses. Patients in this general category included
some who had previously been labeled as suffering
from latent schizophrenia (2), ambulatory schizo-
phrenia (7), pseudoneurotic schizophrenia (8), psy-
chotic character (9), or “as-if ” personality (10).

These developments coincided with new
approaches emerging within the psychoanalytic
framework based on alternative theoretical models,
such as the British object relations school. New
conceptual frameworks, such as Kernberg’s model
of borderline personality organization (11) and
Kohut’s concept of the central importance of
empathic failure in the histories of narcissistic
patients (12), served as the basis for an intensive
psychodynamic treatment approach for selected
patients with personality disorders.

THE DSM SYSTEM

Personality disorders have been included in every
edition of the DSM. In 1943, the need for stan-
dardized psychiatric diagnosis in the context of
World War II drove the U.S. War Department to
develop Technical Bulletin 203, describing a psy-
choanalytically oriented system of terminology for
classifying mental illness precipitated by stress (13).

serving as the bedrock of his psychosexual theory of
pathology (5). Freud theorized that certain uncon-
scious sexual wishes or impulses (id) could threaten
to emerge into consciousness (ego), colliding whole-
sale with strict conscience-driven prohibitions
(superego), producing “signal” anxiety, precipitating
unconscious defense mechanisms and, when these
coping strategies proved insufficient, leading to
frank symptom formation. For the most part, this
system was proposed as explanatory for what were
called at the time the “symptom neuroses,” such as
hysterical neurosis or obsessive-compulsive neurosis.
During the 1940s, 1950s, and 1960s, these ideas
became dominant in American psychiatry, to be fol-
lowed later by interest in other psychoanalytic prin-
ciples, such as object relations theory.

Freud’s concentration on the symptom neuroses
involved the central notion of anxiety as the engine
that led to defense mechanisms and to symptom
formation, and as a critical factor motivating
patients to work hard in psychoanalysis to face
painful realizations and to tolerate stress within the
treatment itself (such as that involved in the “trans-
ference neurosis”). Less prominently articulated
were Freud’s notions of character pathology, but
generally, character disorders were seen to represent
“preoedipal” pathology. As such, patients with these
conditions were judged less likely to be motivated
to change. Instead of experiencing anxiety related to
the potential gratification of an unacceptable sexual
impulse, patients with “fixations” at the oral
dependent stage, for example, experienced anxiety
when not gratifying the impulse, in this case the
need to be fed. Relief of anxiety, then, could be
accomplished by some combination of real and
symbolic feeding—attention from a parent or par-
ent figure, or even alcohol or drug consumption.
Deprivation within the psychoanalytic situation,
then, inevitable by its very nature, could lead to the
patient’s flight and thus interrupted treatment.

In a way, social attitudes mirrored and extended
these beliefs so that although personality pathology
was well known, it was often thought to reflect
weakness of character or willfully offensive or
socially deviant behavior produced by faulty
upbringing rather than understood as “legitimate”
psychopathology. A good example of this view could
be seen in military psychiatry in the mid-1900s, in
which discharge from active duty for mental illness
with eligibility for disability and medical benefits did
not include the “character disorders” (or alcoholism
and substance abuse)—these conditions were seen as
“bad behavior” and led to administrative, nonmed-
ical separation from the military.

In spite of these common attitudes, clinicians
recognized that many patients with significant
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passive-aggressive, or compulsive personalities were
thought to show emotional distress and deteriora-
tion in functioning, and they were variably moti-
vated for and amenable to treatment. The category
of sociopathic personality disturbances reflected
what were generally seen as types of social deviance
at the time. It included antisocial reaction, dysso-
cial reaction, sexual deviation, and addiction (sub-
categorized into alcoholism and drug addiction).

The primary stimulus leading to the develop-
ment of the second edition of DSM was the publi-
cation of the eighth edition of the International
Classification of Diseases and the APA’s wish to
reconcile its diagnostic terminology with this inter-
national system. In the revision process, an effort
was made to move away from theory-derived diag-
noses and to attempt to reach consensus on the
main constellations of personality that were observ-
able, measurable, enduring, and consistent over
time. The earlier view that patients with personal-
ity disorders did not experience emotional distress
was discarded, as were the DSM-I subcategories of
personality pattern, personality trait, and socio-
pathic personality disturbances. One new personal-
ity disorder was added, called asthenic personality
disorder, only to be deleted in the third edition.

By the mid-1970s, greater emphasis was placed
on increasing the reliability of all diagnoses, and,
whenever possible, diagnostic criteria that were
observable and measurable were developed to
define each diagnosis. A multiaxial system was
introduced in DSM-III. Disorders classified on axis
I included those generally seen as episodic, charac-
terized by exacerbations and remissions, such as
psychoses, mood disorders, and anxiety disorders.
Axis II included the personality disorders as well as
mental retardation; both groups were seen to com-
prise early-onset, persistent conditions, but mental
retardation was understood to be “biological” in
origin, in contrast to the personality disorders,
which were generally regarded as “psychological” in
origin. The stated reason for placing the personal-
ity disorders on axis II was to ensure that “consid-
eration is given to the possible presence of disorders
that are frequently overlooked when attention is
directed to the usually more florid Axis I disorders”
(DSM-III, p. 23). It is generally agreed that the
decision to place the personality disorders on axis II
has led to greater recognition of the personality dis-
orders and has stimulated extensive research and
progress in our understanding of these conditions.

As shown in Figure 1, the DSM-II diagnoses of
inadequate personality disorder and asthenic per-
sonality disorder were discontinued in DSM-III.
The diagnosis of explosive personality disorder was
changed to intermittent explosive disorder, and

APA charged its Committee on Nomenclature and
Statistics to solicit expert opinion and to develop a
diagnostic manual that would codify and standard-
ize psychiatric diagnoses. This diagnostic system
became the framework for the first edition of
DSM (1952). DSM-I was widely used and under-
went revisions over the years, leading to DSM-II
(1968), DSM-III (1980), DSM-III-R (1987),
DSM-IV (1994), and DSM-IV-TR (2000). Figure
1 (14) depicts the ontogeny of diagnostic terms rel-
evant to the personality disorders from DSM-I
through DSM-IV (DSM-IV-TR involved only text
revisions but used the same diagnostic terms as
DSM-IV).

Although not explicit in the narrative text, the
first edition of DSM reflected the general view of
personality disorders at the time, elements of which
persist to the present. Generally, personality disor-
ders were viewed as more or less permanent pat-
terns of behavior and human interaction that were
established by early adulthood and were unlikely to
change throughout the life cycle. Thorny issues
such as how to differentiate personality disorders
from personality styles or traits, which remain
actively debated today, were clearly identified at the
time. Personality disorders were contrasted with
the symptom neuroses in a number of ways; in par-
ticular, the neuroses were characterized by anxiety
and distress, whereas the personality disorders were
often “egosyntonic,” hence not recognized by those
who had them. Even today, we hear descriptions of
some personality disorders as “externalizing,” that
is, disorders in which the patient disavows any
problem but blames all discomfort on the real or
perceived unreasonableness of others. Notions of
personality psychopathology still resonate with
concepts such as those of Reich (15), who
described defensive “character armor” as a lifetime
protective shield.

In DSM-I, personality disorders were generally
viewed as deficit conditions reflecting partial devel-
opmental arrests or distortions in development sec-
ondary to inadequate or pathological early
caretaking. The personality disorders were grouped
primarily into “personality pattern disturbances,”
“personality trait disturbances,” and “sociopathic
personality disturbances.” Personality pattern dis-
turbances were viewed as the most entrenched con-
ditions, likely to be recalcitrant to change, even
with treatment. These included inadequate person-
ality, schizoid personality, cyclothymic personality,
and paranoid personality. Personality trait distur-
bances were thought to be less pervasive and dis-
abling, so that in the absence of stress these patients
could function relatively well. Under significant
stress, however, patients with emotionally unstable,
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vious notion that patients called “borderline” were
on the border between the psychoses and the neu-
roses, the criteria defining borderline personality
disorder in DSM-III emphasized emotional dysreg-
ulation, unstable interpersonal relationships, and
loss of impulse control more than cognitive distor-
tions and marginal reality testing, which were more
characteristic of schizotypal personality disorder.
Among the many scholars whose work greatly
influenced and shaped our understanding of bor-
derline pathology were Kernberg (11) and
Gunderson (6, 16). Although concepts of narcis-
sism had been described by Freud, Reich, and oth-
ers, the essence of the current views of narcissistic
personality disorder emerged from the work of
Millon (17), Kohut (12), and Kernberg (11).

cyclothymic personality disorder was renamed
cyclothymic disorder; both of these diagnoses were
moved to axis I. Schizoid personality disorder was
thought to be too broad a category in DSM-II, and
it was unpacked into three personality disorders:
schizoid personality disorder, reflecting “loners”
who are uninterested in close personal relation-
ships; schizotypal personality disorder, understood
to be on the schizophrenia spectrum of disorders
and characterized by eccentric beliefs and nontra-
ditional behavior; and avoidant personality disor-
der, typified by self-imposed interpersonal isolation
driven by self-consciousness and anxiety. Two new
personality disorder diagnoses were added in
DSM-III: borderline personality disorder and nar-
cissistic personality disorder. In contrast to the pre-
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Figure 1. Ontogeny of Personality Disorder Classification

Source: Skodol AE: Classification, assessment, and differential diagnosis of personality disorders. Journal of Practical Psychiatry and Behavioral Health 1997; 3:261–274



DSM-IV was developed after an extensive
process of literature review, data analysis, field tri-
als, and feedback from the profession. Because of
the increase in research stimulated by the criteria-
based multiaxial system of DSM-III, a substantial
body of evidence existed to guide the DSM-IV
process. As a result, the threshold for approval of
revisions for DSM-IV was higher than those used
for DSM-III and DSM-III-R. Diagnostic cate-
gories and dimensional organization of the person-
ality disorders into clusters remained the same in
DSM-IV as in DSM-III-R, with the exception of
the relocation of passive-aggressive personality dis-
order from the “official” diagnostic list to Appendix
B, “Criteria Sets and Axes Provided for Further
Study.” Passive-aggressive personality disorder, as
defined by DSM-III and DSM-III-R, was thought
to be too unidimensional and generic; it was tenta-
tively retitled “negativistic personality disorder,”
and the criteria were revised. In addition, the two
provisional axis II diagnoses in DSM-III-R, self-
defeating personality disorder and sadistic person-
ality disorder, were dropped, reflecting insufficient
research data and clinical consensus to support
their retention. One other personality disorder,
depressive personality disorder, was proposed and
added to Appendix B. Although substantially con-
troversial, this provisional diagnosis was proposed
as a pessimistic cognitive style; its validity and its
distinction from passive-aggressive personality dis-
order on axis II or dysthymic disorder on axis I,
however, remain to be established.

DSM-IV-TR, published in 2000, did not change
the diagnostic terms or criteria of DSM-IV. The
intent of DSM-IV-TR was to revise the descriptive
narrative text accompanying each diagnosis, when it
seemed indicated, to update the information pro-
vided. Only minimal revisions were made in the text
material accompanying the personality disorders.

BASIC CONCEPTS

DEFINITION OF A PERSONALITY DISORDER

DSM-IV introduced, for the first time, a set of
general diagnostic criteria for any personality disor-
der (Table 1), underscoring qualities such as early
onset; the primary, enduring and cross-situational
nature of the pathology; and the presence of emo-
tional distress or impairment in social or occupa-
tional functioning. Although this effort to specify the
generic components of all personality disorders has
been helpful, the definition is relatively nonspecific
and could apply to many axis I disorders as well, such
as dysthymia and even schizophrenia. In fact, DSM-

DSM-III-R was published in 1987 after an inten-
sive revision process involving widely solicited input
from researchers and clinicians. It was based on
principles similar to those articulated in DSM-III,
such as assuring reliable diagnostic categories that
were clinically useful and consistent with research
findings and minimizing reliance on theory. Efforts
were made for diagnoses to be “descriptive” and to
require a minimum of inference, although the
introductory text of DSM-III-R acknowledged that
for some disorders, “particularly the Personality
Disorders, the criteria require much more inference
on the part of the observer” (DSM-III-R, p. xxiii).
No changes were made in DSM-III-R diagnostic
categories of personality disorders, although some
adjustments were made in certain criteria sets, for
example, making them uniformly polythetic instead
of defining some personality disorders with mono-
thetic criteria sets (e.g., dependent personality dis-
order) and others with polythetic criteria sets (e.g.,
borderline personality disorder). In addition, two
personality disorders were included in Appendix A,
“Proposed Diagnostic Categories Needing Further
Study”: self-defeating personality disorder and
sadistic personality disorder, based on clinical rec-
ommendations to the DSM-III-R personality disor-
der subcommittee. These diagnoses were considered
provisional, pending further review and research.
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Table 1. DSM-IV-TR General Diagnostic
Criteria for a Personality Disorder
A. An enduring pattern of inner experience and behavior that deviates

markedly from the expectations of the individual’s culture. This pat-
tern is manifested in two (or more) of the following areas:

(1) cognition (i.e., ways of perceiving and interpreting self, other
people, and events)

(2) affectivity (i.e., the range, intensity, lability, and appropriate-
ness of emotional response)

(3) interpersonal functioning

(4) impulse control

B. The enduring pattern is inflexible and pervasive across a broad
range of personal and social situations.

C. The enduring pattern leads to clinically significant distress or
impairment in social, occupational, or other important areas of func-
tioning.

D. The pattern is stable and of long duration, and its onset can be
traced back at least to adolescence or early adulthood.

E. The enduring pattern is not better accounted for as a manifestation
or consequence of another mental disorder.

F. The enduring pattern is not due to the direct physiological effects of
a substance (e.g., a drug of abuse, a medication) or a general med-
ical condition (e.g., head trauma).
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either, notions of tallness or shortness may vary
among different cultures, and all gradations of
height exist along a continuum.

We know, of course, that the DSM system is
referred to as categorical and is contrasted to any
number of systems referred to as dimensional, such
as the interpersonal circumplex (20–22), the three-
factor model (23), several four-factor models
(24–28), the “Big Five” (29), and the seven-factor
model (30). Although the concept of discontinuity
is implied by a categorical system, clinicians do not
necessarily think in such dichotomous terms.
Thresholds defining disease categories, including
physical diseases such as hypertension, are in fact
somewhat arbitrary, and this is certainly the case
with the personality disorders. In addition, the
polythetic criteria sets for the DSM-IV-TR person-
ality disorders contain an element of dimensional-
ity; one patient may just meet the threshold and
another may meet all criteria, presumably reflecting
a more extreme version of the disorder. Widiger
(31, 32) and Widiger and Sanderson (33) suggested
that this inherent dimensionality in our existing sys-
tem could be usefully operationalized by stratifying
each personality disorder into subcategories of
“absent, traits, subthreshold, threshold, moderate,
and extreme,” according to the number of criteria
met. Certainly if an individual is one criterion short
of being diagnosed as having a personality disorder,
clinicians do not necessarily assume that there is no
element of the disorder present; instead, prudent
clinicians would understand that features of the dis-
order need to be recognized if present and may need
attention (34).

Prominent among the issues regarding the use of
a categorical system for the personality disorders are
that many of the categorical diagnoses are quite het-
erogeneous, that there is no clear differentiation
between normal functioning and pathology, and
that there is an extensive amount of overlap of many
specific criteria across different diagnoses, so that a
careful systematic evaluation for all personality dis-
orders in a given patient quite frequently results in
extensive diagnostic co-occurrence on axis II.

CLINICAL EVALUATION

Any comprehensive clinical evaluation of a
patient should include potential axis II personality
disorder pathology. Before a systematic exploration
of the possible presence of personality disorder cat-
egorical diagnoses is conducted, a general assess-
ment should be made to determine whether the
generic elements of a personality disorder are pres-
ent—pervasiveness across time and circumstances,
producing clinically significant impairment in

IV-TR states that it “may be particularly difficult
(and not particularly useful) to distinguish
Personality Disorders from those Axis I disorders
(e.g., Dysthymic Disorder) that have an early onset
and a chronic, relatively stable course. Some
Personality Disorders may have a ‘spectrum’ relation-
ship to particular Axis I conditions (e.g., Schizotypal
Personality Disorder with Schizophrenia; Avoidant
Personality Disorder with Social Phobia) based on
phenomenological or biological similarities or
familial aggregation” (p. 688).

Livesley (18) and Livesley and Jang (19) pro-
posed that the two key ingredients of a revised def-
inition for personality disorder might be chronic
interpersonal difficulties and problems with a sense
of self, notions consistent with Kernberg’s umbrella
concept of borderline personality organization (11)
that encompasses many of the DSM-IV personality
disorder categories and also consistent with earlier
concepts of personality pathology (4). Livesley (18)
proposed a working definition for personality dis-
order as a “tripartite failure involving 3 separate but
interrelated realms of functioning: self-system,
familial or kinship relationships, and societal or
group relationships” (p. 141). This proposed revi-
sion was suggested as one that could more readily
be translated into reliable measures and that derives
from an understanding of the “functions of normal
personality.” While this definition conceptually
links personality pathology with normal personal-
ity traits and emphasizes dimensional continuity,
how readily measurable a “failure in a self-system”
would be seems unclear. More important, this pro-
posed definition could be applied to major axis I
conditions such as schizophrenia, unless one added
the third criterion for borderline personality orga-
nization described by Kernberg (11), namely,
maintenance of reality testing.

Whether the current generic personality disorder
definition is retained or a new one such as that
described above were to be adopted, there would
still be a need for specified types of personality dis-
orders, either retaining or modifying the existing
categories or replacing them with selected dimen-
sions. In either case, criteria defining the types
would be needed.

DIMENSIONAL VERSUS CATEGORICAL

Dimensional structure implies continuity,
whereas categorical structure implies discontinuity.
For example, being pregnant is a categorical con-
cept (either a woman is pregnant or she is not, even
though we speak of how “far along” she is), whereas
being tall or short might better be conceptualized
dimensionally, since there is no exact definition of
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Clinical Interview for DSM-IV Axis II Personality
Disorders (SCID-II) (42); the Structured Interview
for DSM-IV Personality Disorders (SIDP-IV) (43);
the Personality Disorder Examination (PDE) (44) or
its successor, the International Personality Disorder
Examination (IPDE) (45); and the Diagnostic
Interview for DSM-IV Personality Disorders
(DIPD-IV) (46). A number of self-report question-
naires have also been developed, such as the Millon
Clinical Multiaxial Inventory–III (MCMI-III) (47),
the Minnesota Multiphasic Personality Inventory–
Personality Disorder Scales (MMPI-PD) (48), and
the Personality Diagnostic Questionnaire-4 (PDQ-
4) (49), but these generally have high sensitivity and
low specificity and generate significant numbers of
false positives; nonetheless, they can be quite useful
as initial screening instruments.

EPIDEMIOLOGY

Large-scale epidemiological studies of the DSM-
defined personality disorders are limited in number.
In earlier broad studies, such as the Epidemiologic
Catchment Area (ECA) study (50) and the more
recent prevalence study of DSM-III psychiatric dis-
orders in the United States (51), interview methods
assessed only antisocial personality disorder among
the personality disorders. A large population-based
study carried out in Norway by Torgersen et al. (52)
using careful methodology revealed an overall
prevalence of any DSM-III-R personality disorder
of 13.1%, a figure remarkably close to the estimate
of 10%–13% previously proposed largely on the
basis of clinical populations (53). More recently,
Torgersen (54) reviewed the literature and identi-
fied eight studies, including that of his own group,
that used a reasonable methodology, even though
most were smaller studies of subjects not necessarily
representative of the general population, such as
family members of identified patients. He tabulated
these studies for comparison purposes, and the
overall personality disorder prevalence, averaged
among all eight studies, was 12.3%, with a range of
10% to 14.3%, among the studies with adequate
sample sizes. Some interesting differences in preva-
lences of specific disorders suggest different degrees
of genetic loading in different parts of the world.
This factor could account, for example, for the high
prevalence (5.0%) of avoidant personality disorder
in the large Norwegian sample, perhaps reflecting
the somewhat isolative and reserved Nordic tem-
perament (55).

In general, in clinical populations, patients with
dependent, borderline, obsessive-compulsive,
avoidant, and schizotypal personality disorders are
overrepresented, and patients with antisocial,

social or occupational functioning, and so on, as
indicated in Table 1. Clinicians should have a gen-
eral familiarity with the DSM-IV-TR personality
disorder cluster system, along with prototypical
features of each of the personality disorder cate-
gories. Generally, clinicians zero in on predomi-
nant patterns of personality disturbance, such as
cognitive eccentricity, socially isolative behavior,
impulsivity, mood dysregulation, or anxiety-driven
patterns of behavior. If strong evidence suggests the
presence of one of the most disabling personality
disorders, such as schizotypal personality disorder,
borderline personality disorder, or antisocial per-
sonality disorder, it is common for the clinician to
explore such possibilities more thoroughly. Often,
if persuasive evidence exists for any single personal-
ity disorder, that disorder is listed as the axis II
diagnosis, and systematic exploration for the pres-
ence of other, coexisting personality disorders is not
carried out. Studies of clinical practice patterns
reveal that clinicians generally assign only one axis
II diagnosis (35), whereas systematic studies of
clinical populations using semistructured inter-
views generally reveal multiple axis II diagnoses
and significant traits in individuals who have
pathology on axis II (36–39). How significantly
such a clinical approximation method, which
mainly identifies the most prominent “heavy hit-
ter” personality disorder, influences treatment
planning is not clear. DSM-IV-TR includes a diag-
nostic category, personality disorder not otherwise
specified, intended to be used when the clinician
believes that a patient has a personality disorder
that causes significant impairment in functioning,
but the patient does not meet the diagnostic
threshold for any specific personality disorder. This
diagnosis has been reported to be the single most
frequently used diagnosis in clinical practice (40),
although it is not clear whether it is being used
appropriately (41).

Evaluation of axis II pathology is usually carried
out by direct questioning of the patient, although, as
mentioned above, at least some of these disorders are
characterized by their “externalizing” nature, involv-
ing defensive denial by the patient of the pathology
in question. Semistructured clinical research inter-
views have dealt with this in various ways, such as
asking not only what the patient believes but what
others have told the patient or by requiring that
another informant who knows the patient well be
interviewed as well. When personality pathology is
suspected as a major source of the clinical symptom-
atology, semistructured interviews can be used in
clinical work for a more standardized and compre-
hensive evaluation of axis II. Among the most widely
used semistructured interviews are the Structured

  337788 Summer 2005, Vol. III, No. 3 F O C U S T H E  J O U R NA L  O F  L I F E LO N G  L E A R N I N G  I N  P S YC H I AT RY

OLDHAM



Summer 2005, Vol. III, No. 3

suasive that it represents partial penetrance of the
schizophrenia phenotype (61, 62). Other personal-
ity disorders that have been shown to have familial
transmission and genetic loading are antisocial per-
sonality disorder (63, 64) and borderline personal-
ity disorder (55, 65–67).

Studies of the neurobiology of temperament gen-
erally focus on dimensions of behavior, such as
impulsivity or aggression, rather than on specific
personality disorders themselves (68). Such an
approach has, for example, clarified the role of
serotonin in regulating impulsive aggressive behav-
ior in patients with personality disorders, perhaps
especially in males, such as those with borderline
personality disorder or antisocial personality disor-
der (67, 69).

Within the cluster A personality disorders, neu-
robiological studies have focused largely on
patients with schizotypal personality disorder, who
show cognitive impairment, structural abnormali-
ties, particularly in the temporal cortex, and sub-
dued dopaminergic activity, clarifying the nature of
this personality disorder as a “schizophrenia spec-
trum disorder” (70, 71).

Studies of cluster B personality disorders have
focused primarily on borderline personality disor-
der and antisocial personality disorder. Patients
with these disorders demonstrate serotonin dys-
function in connection with impulsive aggression
(69). Patients with antisocial personality disorder
show decreased prefrontal gray matter volume (72)
and increased white matter volume in the corpus
callosum (73), perhaps at least partially accounting
for deficits in functioning such as affect control
and decision making. Brain imaging studies of
patients with borderline personality disorder have
been inconsistent and difficult to replicate,
although most studies suggest reduced volume in
limbic structures, particularly the hippocampus
and amygdala (74, 75).

Cluster C personality disorders are generally con-
strued to be on the anxiety spectrum and to have
neurobiological substrates that in some ways
resemble the axis I anxiety disorders. In particular,
it is unclear how distinct avoidant personality dis-
order is from generalized social phobia. Low levels
of dopaminergic activity may characterize some
cluster C personality disorders as well as axis I anx-
iety disorders, but more work is needed on the neu-
robiology of these personality disorders (69).

TREATMENT

As clinical populations become better defined,
new and more rigorous treatment studies are being
carried out, with increasingly promising results. No

schizoid, and paranoid personality disorders are
underrepresented (54). Higher prevalences are gen-
erally seen in less-educated populations living in
congested urban areas. Men more commonly have
schizoid, antisocial, or obsessive-compulsive per-
sonality disorders, and women more commonly
have dependent or histrionic personality disorders.
Careful epidemiological studies are clarifying and
correcting some misperceptions common in the
clinical literature. For example, borderline personal-
ity disorder is relatively evenly distributed among
men and women, and the personality disorders
characterized by introversion or social isolation are
more common than generally recognized (54). New
data from wave 1 of the National Epidemiologic
Survey on Alcohol and Related Conditions indicate
that 28.6% of patients with current alcohol use
have at least one personality disorder (56), although
it is unclear how well the personality disorder
assessment method used in this survey correlates
with the usual semistructured axis II interviews.

ETIOLOGY AND NEUROBIOLOGY

One of the truly exciting aspects of psychiatry
today is the explosion of knowledge and technol-
ogy in the neurosciences, making the former “black
box” of the brain more and more transparent.
Mapping the human genome paved the way for
new gene-finding technologies that are being put
to work to tackle the complex psychiatric disorders,
including the personality disorders. New studies
involving animal models are providing important
hints about the genetic loci driving certain behav-
ior types, such as attachment and bonding behav-
ior (57). Brain imaging studies are allowing
researchers to zero in on malfunctioning areas of
the brain in specific personality disorders, and rel-
evant alterations in neurotransmitter levels and
functioning are being identified.

Definitive information about specific genetic
defects contributing to the personality disorders is
still a long way away, as it is for many complex psy-
chiatric disorders, although the central relevance of
gene-environment interaction is well accepted for
the personality disorders (58). Suggested locations
on specific genes that may contribute to tempera-
ment dimensions referred to as novelty seeking
(59) and reward dependence (60) are being tenta-
tively identified, which may well play a role in
selected personality disorders.

Overall, personality types and disorders include
many heritable dimensions embedded in complex,
mutually influencing genetic and environmental
systems. Schizotypal personality disorder has been
studied particularly closely, and the evidence is per-
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longer are the personality disorders automatically
swept into the “hopeless cases” bin. Refining and
identifying effective treatment for the personality
disorders is particularly important, since they are
characterized by significant levels of disability (66,
76), which may be quite persistent (77). Psychiatric
treatment of patients with personality disorders
involves the following basic principles (78):

1. Since the personality disorders comprise a
heterogeneous group of different disorders,
no single treatment can be recommended for
them all.

2. Particularly in psychiatrically hospitalized pop-
ulations, patients frequently have multiple
coexisting axis II conditions as well as comor-
bid axis I and axis II conditions (38, 79); treat-
ment must address all concurrent diagnoses.

3. Psychotherapy (individual, group, and fam-
ily) and pharmacotherapy should be consid-
ered in treatment planning for the personality
disorders.

4. The personality disorders differ in the degree
to which they produce subjective distress as
well as in the degree to which they produce sig-
nificant impairment in social or occupational
functioning. As a result, there are great varia-
tions in patients’ motivation for treatment.

5. In general, the cluster A disorders, though they
often involve significant impairment in func-
tioning, involve either mistrust or interper-
sonal aversion, and patients with these
disorders do not frequently present for psychi-
atric treatment. However, they may be per-
suaded to seek treatment by a concerned friend
or family member.

6. Cluster B disorders are extremely diverse,
from highly dysfunctional patients with anti-
social personality disorder who rarely seek
treatment unless they are seeking relief from
legal problems or are forced into treatment by
the criminal justice system, to higher-func-
tioning histrionic patients who may experi-
ence unhappiness and dissatisfaction but may
not feel any need for treatment. Narcissistic
patients generally do not recognize or
acknowledge their pathology and usually
enter treatment only at the insistence of
someone else. In this group of disorders, by
far the most frequently treated patients are
those with borderline personality disorder,
since they usually experience great distress
and have severe impairment in functioning.

7. Patients with disorders in cluster C not infre-
quently seek help. In the case of avoidant per-
sonality disorder, this need is often related to
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persistent social anxiety. Worry about work
performance and difficulties in intimate rela-
tionships may bring someone with obsessive-
compulsive personality disorder to treatment,
and concern about being abandoned may
motivate an individual with dependent per-
sonality disorder to seek help.

8. In all cases, treatment decisions should be
guided primarily by the predominant, present-
ing problems of the patient. When symptoms
such as anxiety, depression, impulsivity, sub-
stance abuse, or cognitive and perceptual diffi-
culties predominate, psychopharmacological
approaches may be indicated in combination
with ongoing psychotherapy. In other cases,
where repetitive self-defeating or unfulfilling
patterns of behavior are more prominent, tar-
geted forms of time-limited psychotherapy,
longer-term psychodynamic psychotherapy, or
psychoanalysis may be indicated.

It has been well established that patients with per-
sonality disorders utilize multiple forms of psy-
chosocial and psychopharmacological treatment
extensively (80). Too often, the treatment histories
of patients with personality disorders suggest erratic
“polytherapy,” that is, overloading highly sympto-
matic patients with multiple treatment efforts with-
out an evidence-based road map. Increasingly, as the
personality disorders are better understood,
thoughtful treatment strategies are emerging. In
particular, an evidence-based practice guideline has
been developed for borderline personality disorder
(81), which recommends psychotherapy as the pri-
mary or core treatment, combined with symptom-
targeted adjunctive pharmacotherapy. Randomized
controlled trials have shown that a number of dif-
ferent types of psychotherapy are effective for
patients with borderline personality disorder, such
as dialectical behavior therapy (82) and psychody-
namic psychotherapy (83, 84). In addition, new
and promising treatments are being studied, such as
transference-focused psychotherapy (85) and sys-
tems training for emotional predictability and prob-
lem solving (86). Among other psychotherapies of
interest are cognitive behavior therapy (87), inter-
personal psychotherapy (88), and schema-based
therapy (89). Refinement of the most effective way
to combine psychotherapy with pharmacotherapy
continues to be quite important (90). It is increas-
ingly clear that careful and systematic application of
many types of psychotherapy can be effective (91),
and the choice of type of therapy depends on vari-
ables such as therapist training and preference,
patient preference, patient motivation, and nature
of the personality psychopathology in question.
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FUTURE DIRECTIONS

There is a general consensus, at least in the United
States, that the placement of the personality disor-
ders on axis II has stimulated research and focused
clinical and educational attention on these disabling
conditions. However, there is growing debate about
the continued appropriateness of maintaining the
personality disorders on a separate axis in future edi-
tions of the DSM and whether a dimensional or a
categorical system of classification is preferable. As
new knowledge about the personality disorders has
rapidly accumulated, these controversies take their
places among many ongoing constructive dialogues,
such as the relationship of normal personality to per-
sonality disorder, the pros and cons of polythetic cri-
teria sets, how to determine the appropriate number
of criteria for the threshold required for each diag-
nosis, which personality disorder categories have
construct validity, which dimensions best cover the
scope of normal and abnormal personality, and oth-
ers (92). Emerging data from the Collaborative
Personality Disorders Study raise substantive ques-
tions about some of our assumptions about the per-
sonality disorders, for example, that they are
enduring and stable over time and across situations
(93, 94). Many of these discussions overlap with and
inform each other, and steady progress in our under-
standing and treatment of these disabling disorders
can be anticipated.
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