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Learning Objectives

 Define personality disorders and identify the essential features of the 3 
personality clusters 

 Understand the prevalence and etiology of personality disorders 

 Demonstrate understanding of working in clinical setting with patients with 
personality disorders

 Identify key interpersonal and communication strategies that help develop a good 
working relationship with patients

What are Personality Disorders? 

 The essential features of a personality disorder are impairments in personality 
(self and interpersonal) functioning and the presence of pathological personality 
traits. To diagnose a personality disorder, the following criteria must be met: 

 Significant impairments in self (identity or self-direction) and interpersonal (empathy 
or intimacy) functioning. 

 The impairments are relatively stable across time and consistent across situations. 

 The impairments are not better understood as normative for the individual’s 
developmental stage or socio- cultural environment. 

 The impairments are not solely due to the direct physiological effects of a substance
(e.g., a drug of abuse, medication) or a general medical condition (e.g., severe head 
trauma). 
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What are Personality Disorders?

“I always felt different from others and had no sense of belonging anywhere. My life 
was always chaotic, as were my feelings – never consistent or stable, but changeable 
and unpredictable. I felt like an outcast of society – undeserving of anything. I secretly 
longed for a better way of life, but didn’t know how to achieve it and lacked 
confidence that I could change. ”

Personality Clusters

 10 recognized disorders grouped into three clusters based on their most 
salient characteristics

Cluster A—odd or eccentric, social 
withdrawal and deviant social 
functioning

Paranoid 
Pervasive pattern of mistrust and 
suspiciousness
Begins in early adulthood
Presents in a variety of contexts

Schizoid
Detachment from social relationships
Restricted range of emotional expressions

Schizotypal
Social and interpersonal deficits
Cognitive or perceptual distortions and 
eccentricities

Cluster B—dramatic, emotional, or 
erratic, difficulties with impulse 
control 

Antisocial 
Disregard for rights of others
Violation of rights of others
Lack of remorse for wrongdoing
Lack of empathy

Borderline
Instability of interpersonal relationships, 
self-image, and affects 
Marked impulsivity

Histrionic 
Excessive emotionality
Attention-seeking behavior

Narcissistic
Grandiosity
Need for admiration

Cluster C—anxious or fearful, 
sensitivity to social rejection, 
preoccupation with conformity 

Avoidant 
Social inhibition
Feelings of inadequacy
Hypersensitivity to criticism

Dependent 
Excessive need to be taken care of
Submissive behavior
Fear of separation

Obsessive-compulsive 
Preoccupation with orderliness and 
perfectionism
Mental and interpersonal control

Paranoid PD (Cluster A)

 A persistent distrust and suspiciousness of others

 Unjustified suspicion that other people are exploiting, injuring, or deceiving them

 Preoccupation with unjustified doubts about the reliability of their friends and co-
workers

 Reluctance to confide in others lest the information be used against them

 Misinterpretation of benign remarks or events as having hidden belittling, hostile, 
or threatening meaning

 Holding of grudges for insults, injuries, or slights

 Readiness to think that their character or reputation has been attacked and 
quickness to react angrily or to counterattack

 Recurrent, unjustified suspicions that their spouse or partner is unfaithful
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Schizoid PD (Cluster A)

 Detachment from and general disinterest in social relationships

 Limited expression of emotions in interpersonal interactions

 No desire for or enjoyment of close relationships, including those with family 
members

 Strong preference for solitary activities

 Little, if any, interest in sexual activity with another person

 Enjoyment of few, if any, activities

 Lack of close friends or confidants, except possibly 1st-degree relatives

 Apparent indifference to the praise or criticism of others

 Emotional coldness, detachment, or flattened affect

Schizotypal PD (Cluster A)

 A persistent pattern of intense discomfort with and decreased capacity for close 
relationships

 Cognitive or perceptual distortions and eccentricities of behavior

 Ideas of reference (notions that everyday occurrences have special meaning or significance 
personally intended for or directed to themselves) but not delusions of reference (which are 
similar but held with greater conviction)

 Odd beliefs or magical thinking (eg, believing in clairvoyance, telepathy, or a sixth sense; 
being preoccupied with paranormal phenomena)

 Unusual perceptual experiences (eg, hearing a voice whispering their name)

 Odd thought and speech (eg, that is vague, metaphorical, excessively elaborate, or 
stereotyped)

 Suspicions or paranoid thoughts

 Incongruous or limited affect

 Odd, eccentric, or peculiar behavior and/or appearance

 Lack of close friends or confidants, except for 1st-degree relatives

 Excessive social anxiety that does not lessen with familiarity and is related mainly to 
paranoid fears

Antisocial PD (Cluster B)

 A persistent disregard for the rights of others

 Disregarding the law, indicated by repeatedly committing acts that are grounds for arrest

 Being deceitful, indicated by lying repeatedly, using aliases, or conning others for personal 
gain or pleasure

 Acting impulsively or not planning ahead

 Being easily provoked or aggressive, indicated by constantly getting into physical fights or 
assaulting others

 Recklessly disregarding their safety or the safety of others

 Consistently acting irresponsibly, indicated by quitting a job with no plans for another one or 
not paying bills

 Not feeling remorse, indicated by indifference to or rationalization of hurting or mistreating 
others

 Also, patients must have evidence that a Conduct Disorder has been present before 
age 15 years. Antisocial personality disorder is diagnosed only in people ≥ 18 years.



2/3/2023

4

Borderline PD (Cluster B)
 A persistent pattern of unstable relationships, self-image, and emotions (ie, 

emotional dysregulation) and pronounced impulsivity

 Desperate efforts to avoid abandonment (actual or imagined)

 Unstable, intense relationships that alternate between idealizing and devaluing the 
other person

 An unstable self-image or sense of self

 Impulsivity (eg, unsafe sex, binge eating, reckless driving)

 Repeated suicidal behavior, gestures, or threats or self-mutilation

 Rapid changes in mood, lasting usually only a few hours and rarely more than a few days

 Persistent feelings of emptiness

 Inappropriately intense anger or problems controlling anger

 Temporary paranoid thoughts or severe dissociative symptoms triggered by stress

Histrionic PD (Cluster B)

 A persistent pattern of excessive emotionality and attention seeking

 Discomfort when they are not the center of attention

 Interaction with others that is inappropriately sexually seductive or provocative

 Rapidly shifting and shallow expression of emotions

 Consistent use of physical appearance to call attention to themselves

 Speech that is extremely impressionistic and vague

 Self-dramatization, theatricality, and extravagant expression of emotion

 Suggestibility (easily influenced by others or situations)

 Interpretation of relationships as more intimate than they are

Narcissistic PD (Cluster B)

 A pervasive pattern of grandiosity (in fantasy or behavior), need for admiration, lack 
of empathy 

 Grandiose sense of self-importance (e.g. exaggerates achievements and talents, 
expects to be recognized as superior without commensurate achievements)

 Preoccupied with fantasies of unlimited success, power, brilliance or beauty

 Believes he is special and can only be understood or should associate with other 
special or high status people

 Requires excessive admiration

 Has a sense of entitlement

 Is interpersonally exploitative

 Lacks empathy
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Avoidant PD (Cluster C)

 A persistent pattern of avoiding social contact, feeling inadequate, and being 
hypersensitive to criticism and rejection

 Avoidance of job-related activities that involve interpersonal contact because they 
fear that they will be criticized or rejected or that people will disapprove of them

 Unwillingness to get involved with people unless they are sure of being liked

 Reserve in close relationships because they fear ridicule or humiliation

 Preoccupation with being criticized or rejected in social situations

 Inhibition in new social situations because they feel inadequate

 A view of self as socially incompetent, unappealing, or inferior to others

 Reluctance to take personal risks or participate in any new activity because they 
may be embarrassed

Dependent PD (Cluster C)

 A persistent, excessive need to be taken of, resulting in submissiveness and 
clinging

 Difficulty making daily decisions without an inordinate amount of advice and 
reassurance from other people

 A need to have others be responsible for most important aspects of their life

 Difficulty expressing disagreement with others because they fear loss of support or 
approval

 Difficulty starting projects on their own because they are not confident in their 
judgment and/or abilities (not because they lack motivation or energy)

 Willingness to go to great lengths (eg, do unpleasant tasks) to obtain support from 
others

 Feelings of discomfort or helplessness when they are alone because they fear they 
cannot take of themselves

 An urgent need to establish a new relationship with someone who will provide care 
and support when a close relationship ends

 Unrealistic preoccupation with fears of being left to take care of themselves

Obsessive Compulsive PD (Cluster C)
 A persistent pattern of preoccupation with order, perfectionism, and control of self, 

others, and situations

 Preoccupation with details, rules, schedules, organization, and lists

 A striving to do something perfectly that interferes with completion of the task

 Excessive devotion to work and productivity (not due to financial necessity), resulting in 
neglect of leisure activities and friends

 Excessive conscientiousness, fastidiousness, and inflexibility regarding ethical and moral 
issues and values

 Unwillingness to throw out worn-out or worthless objects, even those with no sentimental 
value

 Reluctance to delegate or work with other people unless those people agree to do things 
exactly as the patients want

 A miserly approach to spending for themselves and others because they see money as 
something to be saved for future disasters

 Rigidity and stubbornness
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Prevalence and Etiology

Why should we look for Personality 
Disorders? 

 They are common! Prevalence estimated between 2-6% of the adult 
population in the United States has a personality disorder (much higher in 
inpatient and outpatient mental health settings) 

 Recognizing personality disorders can guide your approach to them 

 Identifying a personality disorder allows you to assess for comorbidities 
including other psychiatric disorders and suicide risk

 Bipolar, MDD most common co-occurring mood issues (31%, 32%) 

 Phobia, GAD, PTSD most common anxiety-based disorders (37%, 35%, 39%)

 Associated with high rates of physical and mental disability 

Paris. J. 2010 Estimating the prevalence of personality disorders in the community. J personal dis, 24(4):405-411
Grant BF, Chou SP, Goldstein RB, et al. Prevalence, Correlates, Disability, and Comorbidity of DSM- IV Borderline Personality Disorder: Results from the Wave 2 
National Epidemiologic Survey on Alcohol and Related Conditions. The Journal of clinical psychiatry. 2008;69(4):533-545. 

Prevalence 

 OCPD             2%  

 Paranoid        2%

 Antisocial      1-4%

 Schizoid         1%?

 Schizotypical 1%

 Avoidant 1-2%

 Histrionic       2%

 Borderline     2-3%

 Dependent    0.5%

 Narcissistic  .5-1%

Torgerson, S.2009 The nature and nurture of personality disorders.  Scan J psychol 50:624-632
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Etiology 

 Likely multi-factorial like almost all other psychiatric diagnoses.  

 Genetic and environmental factors 

 Genetics

 Some gene studies have isolated genes that may be linked with OCD and OCPD

 Genes specifically linked to aggression, anxiety and fear 

 Environmental

 Childhood sexual, verbal abuse and trauma, chaotic home environment have been shown 
to increase likelihood of development of PD

Heritability of Personality Disorders

Personality disorder Mean 
Paranoid 0.34
Schizoid 0.43
Schizotypal 0.54
Antisocial 0.41
Borderline 0.61
Histrionic 0.59
Narcissistic 0.56
Avoidant 0.42
Dependent 0.56
Obsessive-compulsive 0.60

Torgerson, S, et al 2000 A twin study of personality disorders. Comp psych 41:416-425
Coolidge F et al. 2001 Heritability of personality disorders in childhood: A preliminary investigation. J person dis 15:33-40

Cultural Influences?

 Studies have found that in Norway compared to US, Germany and UK avoidant 
personality 3-4X more prevalent, dependent personality 2-3X more prevalent 
and schizoid is 2X more prevalent. Borderline is <½ as frequent and antisocial 
is ½ has prevalent. 

 Pattern exhibits increased internalization personality disorders are prevalent 
and externalization disorders are rarer.

Torgerson, S.2009 The nature and nurture of personality disorders.  Scan J psychol 50:624-632
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Neuroimaging and Psychopathy

 Study by Blair found persons with psychopathic tendencies showed decreased 
amygdala and orbitofrontal cortex responses to emotionally provocative 
stimuli which the author felt was suggestive of difficulties with basic forms of 
emotional learning and decision making.

Blair R. 2010 Neuroimaging of psychopathy and antisocial behavior: a targeted review. Curr Pysch Res 
Feb;12(1):76-82

Treatment

 Can reduce symptomatology, improve social and interpersonal functioning, 
reduce frequency of maladaptive behaviors and decrease hospitalizations.

 If the personality disorder is ego-syntonic (eg. Antisocial and Narcissistic) it 
will be hard to engage the patient in treatment

Medication Management

 SSRIs may reduce depressive sxs, impulsiveness, rumination and may enhance 
a sense of well being

 Low dose neuroleptics and mood stabilizers can may be effective in 
modulating affective stability

Treatment

Psychotherapy

 For Borderline PD, Dialectical Behavior Therapy (DBT) by Marsha Linehan, 
Schema-focused therapy, transference-focused therapy and Mentalization-
based treatment have all been found to be effective.

 DBT which focuses on modulation of affect, tolerance of distress and 
acceptance is considered the gold standard for therapy for borderline 
personality disorder

 Therapy for other disorders limited to a small number of open labeled trials 
and case studies. These findings have been positive.
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Working in Healthcare with Patients 
with Personality Disorders

Personality Disorders are NOT…

 All suicidal patients

 All patients you dislike

 All patients who reject help

 All somaticizing patients

Physicians’ Views on Working with 
patients with Personality Disorders

 Describe patients as “dislikeable” and “manipulative”

 Describe consultations with patients who had PD as unpredictable, 
challenging, and requiring careful management of what and how they 
communicate

 Patients are usually viewed as having multiple, complex health complaints 

 Express  frustration that many patients do not follow up with mental health 
consultations

 Express anger, helplessness, disgust, betrayal and dismay at the patient’s 
repetitive behaviors (e.g. self-destructive behaviors, self-mutilation, suicidal 
acts)

French, L., Moran, P., Wiles, N., Kessler, D., & Turner, K.M.. BMJ Open 2019; 9:e026616.
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Interpersonal Dynamics with Treatment 
Teams

 Splitting

 Internal conflict between good/bad projected onto others; may lead to division within 
the treatment team

 Abandonment fears

 Can lead to acting out behaviors when provider is perceived as absent or rejecting

 Hypersensitivity to feedback 

 Can lead to over-cautiousness toward the patient by the provider, excessive diagnostic 
testing, fears of sharing recommendations 

 Simultaneous help-seeking and help-rejecting

 Can lead to frustration and confusion on the part of the provider 

Case of Anne

 Anne, a 35 year old Caucasian woman, presents for an initial outpatient 
primary care visit. 

 CC: Recurrent headaches 

 HPI: Uncertain when headaches began; dissatisfying experience with prior 
PCP. 

 Reports significant disruption in her life related to headaches 

 Prior Medical History: depression; anxiety; lower back pain; inconsistent 
menstrual cycle 

 After your initial visit, Anne thanks you profusely, saying you’re the first 
provider who really ‘gets’ her 

Anne returns..

 Anne returns one month later for a follow up visit 

 She does not address the headaches; instead, she is in emotional distress and 
describes problems in her relationship with her psychiatrist. She is requesting 
that you take over her anti-anxiety medication. Her thinking is characterized 
by extremes and she seems overwhelmed by her emotions. When you attempt 
to discuss referral back to her psychiatrist, she angrily accuses you of being 
complicit with the psychiatrist. 

 After your visit, Anne calls several times per week with vague questions and 
requests. She also sends an apology note about your recent visit. 
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Case of Michelle

 Michelle was a 22yo C F with cystic fibrosis who was referred to our center for 
consideration of lung transplantation

 Came from an outside CF center where she knew the entire team from age 3

 Was distrustful of the team to start

 Became more apparent that she was splitting between several of the team 
members, which added to her sense of alienation and belief that the team did 
not have her best interests at heart

 Became hostile towards nursing staff, asking endless questions about 
procedures and disrupting work flow, denying entry to some nurses and 
requesting others

 Family decided to get risk management involved 

How might one work with a patient like 
this?

 Many of these strategies have been adopted from the work of Marsha Linehan
and Dialectical Behavior Therapy for BPD

 Acceptance of the patient(non-judgmentally) while maintaining appropriate limits 
and promoting change 

Linehan MM. Cognitive-Behavioral Treatment of Borderline Personality Disorder. New York, NY: The Guilford Press; 1993. 

Interpersonal Strategies

 Warm, supportive, non-judgmental

 Validate emotional experience

 Empathic listening

 Provide reassuring structure and routine 

 Avoiding attempts to stop self-destructive behaviors through engagement in 
power struggles

 Power struggles usually force patients into punitive consequences such as forced 
restraints, seclusion, forced medications
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Communication Strategies

 Distortions are common; can be reduced by avoiding jargon and checking for 
understanding 

 Modify unrealistic expectations about provider’s ability to solve problems 

 Name emotions and reflect patient’s feeling 

 Summarize the patient’s concerns; offer frequent reflections of patient’s 
viewpoint to clarify 

Haas, L. J., Leiser, J. P., Magill, M. K., & Sanyer, O. N. (2005). Management of the difficult patient. Am Fam Physician, 72(10), 2063-8. 

Boundary Setting

 Clearly communicate and enforce your personal limits 

 When setting limits for the patient, do so by tailoring them to each person’s 
unique issues (“One size Fits all” does not work here)

 Be aware of your emotional reaction to the patient (anger, over-
protectiveness) 

 Be alert to deviations from your usual way of practicing (long appointments, 
after hours calls, etc) 

 Suicidal statements will be taken seriously 

 Avoid creating reinforcements of unwanted behavior

Linehan MM. Cognitive-Behavioral Treatment of Borderline Personality Disorder. New York, NY: The Guilford Press; 1993. 

American Psychiatric Association. (2001). Practice guideline for the treatment of patients with borderline personality disorder. American 
Psychiatric Pub. 

Coordinated Care

 Get releases early in treatment for other providers 

 During physical exams and especially pelvic exams, consider having another 
provider present 
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Risk Management

 Assess suicidal risk directly 

 Address patient’s tendency to use vague language in an empathic way. E.g. “You 
say you may not see me at the next appointment— can you tell me more about 
what you mean?” 

 Consider using an empirically supported model to guide clinical decision 
making (e.g., the Collaborative Assessment and Management of Suicidality) 

 Distinguish between suicidal behaviors and non-suicidal self-injury 

 Increase level of care based on suicidal risk (e.g., referral to outpatient 
therapy/psychiatry; intensive outpatient; or inpatient treatment) 

Jobes, D. A. (2012). The Collaborative Assessment and Management of Suicidality (CAMS): an evolving evidence-based clinical approach to 
suicidal risk. Suicide and Life-Threatening Behavior, 42(6), 640-653.

www.cams-care.com

Making a Referral 

 Use patient’s frame for understanding problems when making 
recommendations (“This is not abandonment”)

 Instill hope for improvement

 If possible, make a referral to a specific provider that you may have a 
relationship with as this would maintain continuity for the patient

Case of Anne

 Taking a warm, empathic approach to discussion of her need to see a 
psychiatrist 

I’m aware of how much you’ve been suffering and I want you to know that there 
are options that can help. Can we spend time today talking about some ways of 
getting you additional support? I want to continue to be here for you, too, and 
will work closely with everyone on your team to make sure you are getting good 
care. 

 She felt reassured to know we would continue to be liaisons with her mental 
health team. We also discussed Dialectical Behavior Therapy to learn coping 
skills to manage and tolerate distress and referral was made to provider 
within the Loyola network
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Case of Michelle

 Despite efforts to build a strong therapeutic relationship, Michelle and her 
family continued to worsen in their trust of the team

 Showed limited insight into their behaviors and attempts to improve this were 
met with resistance

 Alienated doctors and nursing staff, refused to let specific nurses enter her 
room

 Patient Relations became involved at one point

 Decided to transfer their care to another center

Practice Question
 JS is a 45yo M who comes to see you to establish care in your primary care clinic. 

In the interview he notes he has to be very careful about what he eats because 
“certain foods I can feel work against my system, I can feel them as they are 
integrated into my body”. He also notes he tries to be careful about what he says 
“because words have power…they can change the way of things”. You elicit the 
following information: He has very few friends and limited social contact. He 
denies any auditory or visual hallucinations, no other thought dysregulation
reported. He speaks in a vague way, and affect is constricted. His appearance is 
striking because he is wearing all yellow, including his shoes, belt, hat and 
earrings, stating, “yellow is the color that energizes me”. 

Which answer BEST predicts patient’s diagnosis?

 Schizophrenia

 Mood disorder with psychotic features

 Schizotypal Personality Disorder

 Borderline Personality Disorder

Take Home Points

 Personality Disorders are common in the general population, and therefore in 
your practice

 Identifying personality disordered patients informs how best to work and 
develop therapeutic alliances with them

 Fostering an environment of trust, respect and collaboration with patients 
with personality disorders will allow for better practice of medicine 

 Utilizing a multidisciplinary approach to treatment will be in the best 
interests of these patients
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Questions?


