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1
 
 Personality Disorders Each of us has a repertoire of coping devices or defenses that allows us to maintain an equilibrium between our internal drives and the world around us. This repertoire is personality – the set of characteristics that defines the behavior, thoughts, and emotions of individuals. The characteristics become ingrained and dictate people’s lifestyles. In general, personality traits are viewed as the result of cultural and societal influences as well as the child-rearing practices of individual family. Recent studies in child development suggest that genetically determined temperamental factors also may be involved in personality development. Certain genetic characteristics may make the occurrence of a specific behavioral response more likely, thus leading to a specific personality style. When this stable pattern of response leads to problems, a personality disorder may exist. A personality disorder is present when personality traits are inflexible and maladaptive, causing either significant impairment in social or occupational functioning or subjective distress. Manifestations of a personality disorder are usually recognized by adolescence and continue into adulthood. However, symptoms may become less obvious in later years. A personality disorder is an enduring pattern of inner experience and behavior that differs markedly from the expectations of the individual's culture, is pervasive and inflexible, has an onset in adolescence or early adulthood, is stable over time, and leads to distress or impairment. Personality disorders are a long-standing and maladaptive pattern of perceiving and responding to other people and to stressful circumstances. Ten specific personality disorders are described in the DSM-IV. Because of the similarities in symptoms or traits, they are grouped into 3 clusters: cluster A, the odd or eccentric group, cluster B, the dramatic, emotional and erratic group, and cluster C, the anxious and fearful group. Pathophysiology: The origin of personality disorders is a matter of considerable controversy. Traditional thinking holds that these maladaptive patterns are the result of dysfunctional early environments that prevent the evolution of adaptive patterns of perception, response, and defense. A body of data points toward genetic and psychobiologic contributions to the symptomology of these disorders; however, the inconsistency of the data prevents authorities from drawing definite conclusions. Frequency: •
 
 In the US: Personality disorders affect 10-15% of the adult US population. Individuals may
 
 2 have more than one personality disorder. The following are prevalences for specific personality disorders in the general population: o
 
 Paranoid personality disorder - 0.5-2.5%
 
 o
 
 Schizotypal personality disorder - 3%
 
 o
 
 Antisocial personality disorder - 3% of men, 1% of women
 
 o
 
 Borderline personality disorder - 2%
 
 o
 
 Histrionic personality disorder - 2-3%
 
 o
 
 Narcissistic personality disorder - Less than 1%
 
 o
 
 Avoidant personality disorder - 0.5-1%
 
 o
 
 Obsessive-compulsive personality disorder - 1%
 
 Mortality/Morbidity: Patients with personality disorders are at higher risk than the general population for many psychiatric disorders. Mood disorders are a particular risk across all personality diagnoses. Some comorbidities are more specific to particular personality disorders and clusters. •
 
 Cluster A: Paranoid personality disorder may appear as a prodrome to delusional disorder or frank schizophrenia. These individuals are at risk for agoraphobia, major depression, obsessive-compulsive disorder, and substance abuse. Individuals with schizoid personality disorder may develop major depression. Patients with schizotypal personality disorder may develop brief psychotic disorder, schizophreniform disorder, or delusional disorder. At the time of diagnosis, 30-50% have concurrent major depression, and most have a history of at least one major depressive episode.
 
 •
 
 Cluster B: Antisocial personality disorder is associated with a risk for anxiety disorders, substance abuse, somatization disorder, and pathological gambling. Borderline personality disorder is associated with a risk for substance abuse, eating disorders (particularly bulimia), and posttraumatic stress disorder. Suicide is a particular risk in borderline patients. Histrionic personality disorder is associated particularly with somatoform disorders. People with narcissistic personality disorder are at risk for anorexia nervosa and substance abuse.
 
 •
 
 Cluster C: Avoidant personality disorder is associated with anxiety disorders (especially social phobia). Dependent personality disorder carries a risk for anxiety disorders and adjustment disorder. People with obsessive-compulsive personality disorder may be at risk for myocardial infarction because of their common type A lifestyles. They may also be at risk for anxiety disorders. Notably, they are probably not at increased risk for obsessive-compulsive disorder.
 
 3 Race: No differences in prevalence across the races have been noted. Sex: •
 
 Cluster A: Schizoid personality disorder is slightly more common in males than in females.
 
 •
 
 Cluster B: Antisocial personality disorder is 3 times more prevalent in men than in women. Borderline personality disorder is 3 times more common in women than in men. Of patients with narcissistic personality disorder, 50-75% are male.
 
 •
 
 Cluster C: Obsessive-compulsive personality disorder is diagnosed twice as often in men than in women.
 
 Age: Personality disorders generally should not be diagnosed in children and adolescents because personality development is not complete and symptomatic traits may not persist into adulthood. Because the criteria for diagnosis of personality disorders are closely related to behaviors of young and middle adulthood, DSM-IV diagnoses of personality disorders are notoriously unreliable in the elderly population. History: In general, patients with personality disorders have wide-ranging problems in social relationships and mood regulation. These problems have usually been present throughout adult life. These patients' patterns of perception, thought, and response are fixed and inflexible, although their behavior is often unpredictable. These patterns markedly deviate from their specific culture's expectations. To meet the DSM-IV threshold for clinical diagnosis, the pattern must result in clinically significant distress or impairment in social, occupational, or other important areas of functioning. Cluster A.
 
 The
 
 odd or
 
 eccentric group includes the paranoid, schizoid and schizotypal
 
 personality disorders. Affected individuals use the defense mechanism of projection and fantasy and may have a tendency toward psychotic thinking. ◊ Projection involves attributing to another person the thoughts or feelings of one’s own that are unacceptable ◊ Fantasy is the creation of an imaginary life with which the patient deals with loneliness. A fantasy can be quite elaborate and extensive. ◊ Paranoia is a feeling of being persecuted or treated unfairly by others. Paranoid patients may feel that others are talking about or making fun of them. Biologically, patients with cluster A personality disorders may have a vulnerability to cognitive
 
 4 disorganization when stressed.
 
 These disorders do not occur exclusively during the course of
 
 schizophrenia, which is a mood disorder with psychotic features, another psychotic disorder, or a pervasive developmental disorder. Paranoid personality disorder: Individuals with this disorder display pervasive distrust
 
 1.
 
 and suspiciousness. A pervasive and unwarranted suspicion and mistrust of people, hypersensitivity to others, and an inability to deal with feelings are characteristic. Individuals are neither psychotic nor schizophrenic. Although many paranoid individuals are careful observers and are often energetic and capable, they routinely misinterpret the actions of others as deliberately demeaning or threatening. Paranoid personality disorder is indicated by at least four of the following: a.
 
 Suspicion, without sufficient basis, of exploitation or deceitfulness on the part of others
 
 b.
 
 Preoccupation with unjustified doubts about the loyalty or trustworthiness of friends or
 
 associates c.
 
 Reluctance to confide in others because of unwarranted fear that the information will be used
 
 maliciously against himself d.
 
 Reading hidden demeaning or threatening meanings into benign remarks or events
 
 e.
 
 Persistently bearing grudges (i.e., unforgiving of insult, injuries, or slights)
 
 f.
 
 Perception of attacks on character or reputation that are not apparent to others, quick, angry
 
 reactions or counterattacking g.
 
 Recurrent suspicions, without justification, regarding fidelity of spouse or sexual partner
 
 The prevalence of paranoid personality disorder is unknown. People tend to group themselves in esoteric religions and pseudoscientific and quasipolitical groups. Groups of paranoid individuals who set themselves apart and see others as “the enemy” tend to provoke negative reactions from the outside, which reinforces their paranoid views. Causes:
 
 A genetic contribution to paranoid traits and a possible genetic link between this
 
 personality disorder and schizophrenia exist. Psychosocial theories implicate projection of negative internal feelings and parental modeling. 2.Schizoid personality disorder: This type of personality disorder is uncommon in clinical settings. A person with this disorder is markedly detached from others and has little desire for close relationships. This person's life is marked by little pleasure in activities. People with this disorder appear indifferent to the praise or criticism of others and often seem cold or aloof. This disorder is characterized by a pervasive pattern of detachment from social relationship and a restricted range of
 
 5 expression of emotions in interpersonal settings that begins by early adulthood. Because patients with schizoid personality disorder rarely seek treatment, the prevalence of this condition is unknown. Schizoid personality disorder is present in a variety of contexts, as indicated by at least four of following: a. No desire or enjoyment of close relationships, including being part of a family b. Choice of solitary activities (almost always) c.
 
 Little, if any, interest in having sexual experiences with another person
 
 d. Enjoyment of few, if any, activities e. Lack of close friends or confidants other than first-degree relatives f.
 
 Apparent indifference to the praise or criticism of others
 
 g. Emotional coldness, detachment, or flattened affect 3.Schizotypal personality disorder: The central features of this disorder are pervasive patterns of “strange” or “odd” thought, perception, and behavior. These peculiarities are not so severe that they can be termed schizophrenic, and there is no history of psychotic episodes. A pervasive pattern of social and interpersonal deficits marked by acute discomfort with, and reduced capacity for, close relationships is indicative. Cognitive or perceptual distortions and eccentricities of behavior also occur. Schizotypal personality disorder is indicated by the presence of at least five of the following: a.
 
 Ideas of reference (i.e., believing that public messages are directed personally at them)
 
 b.
 
 Odd beliefs or magical thinking that influence behavior and are inconsistent with subcultural
 
 norms (e.g., belief in superstitions, clairvoyance, telepathy, or “sixth sense”, in children and adolescents, bizarre fantasies or preoccupations) c.
 
 Idiosyncratic perceptual experiences or bodily illusions
 
 d.
 
 Odd thinking and speech (e.g., vague, circumstantial, metaphorical, overelaborate, or
 
 stereotyped speech) e.
 
 Suspiciousness or paranoid ideation
 
 f.
 
 Inappropriate or constricted affect
 
 g. Behavior or appearance that is odd, eccentric or peculiar h. Lack of close friends or confidants other than first-degree relatives i.
 
 Excessive social anxiety that does not diminish with familiarity and tends to be associated with
 
 paranoid fears rather than negative judgments about self Several studies indicate that 3% of the population has this disorder. The problems posed by treating patients with schizotypal personality disorder and a medical or surgical illness are similar to those encountered with schizoid patients. Schizotypal individuals tend to put off cavergives. Illness
 
 6 threatens their isolation. Cluster B. The dramatic, emotional and erratic group includes histrionic, narcissistic, antisocial, and borderline personality disorders. Affected individuals tend to use certain defense mechanisms such as dissociation, denial, splitting, and acting out. ◊ Dissociation involves the “forgetting” of unpleasant feelings and associations. It is the unconscious splitting off of some mental processes and behavior from the normal or conscious awareness of the individual. When extreme, this can lead to multiple or disorganized personalities. ◊ Denial is closely associated with dissociation. In denial, patients refuse to acknowledge a thought, feeling, or wish but are unaware of doing so. ◊ Splitting, often seen in patients with borderline personalities, occurs when these individuals view other persons as “all good” or “all bad”. Affected patients cannot experience an ambivalent relationship and cannot even be ambivalent in regard to their own self-image. ◊ Acting out involves the actual motor expression of a thought or feeling that is intolerable to a patient, this can involve both aggressive and sexual behavior. Patients with these types of personality disorders may be biologically vulnerable to stress (i.e., a tendency to low cortical arousal causes them to easily overstimulate) and a wide variation of autonomic and motor activities. Thus, a psychobiologic pattern may develop, which increases the potential for acting out that is not associated with any particular anxiety. Mood disorders are common and may be the chief complaint. Somatization disorder is associated with histrionic personality disorder. 4.Antisocial personality disorder: Individuals with antisocial personality disorder display a pervasive pattern of disregard for and violation of the rights of others and the rules of society. Individuals have a history of continuous and chronic antisocial behavior in which the rights of others are violated. ◊ The essential defect is one of character structure in which affected individuals are seemingly unable to control their impulses and postpone immediate gratification. ◊ Affected individuals lack sensitivity to the feelings of others. They are egocentric, selfish, and excessively demanding, in addition, they are usually free of anxiety, remorse, and quilt. ◊ Violation of the law and customs of the local community is characteristic. The terms “sociopath” and “psychopath” have been applied to individuals with particularly deviant
 
 7 antisocial personalities. ◊ Personality disorders are considered lifelong conditions, and the signs of conduct disorder must be present in adolescence. The criteria for conduct disorder should be met. ◊ Persons who use illegal substances satisfy many of the criteria of antisocial personality disorder as a result of their pursuit of these substances. However, the diagnosis of antisocial personality disorder is not appropriate if the only diagnostic criteria are all drug related and the patients shows some remorse about victimizing others. Factors indicative of antisocial personality disorder include: a. Current age of 18 years or older b. Evidence of a conduct disorder with onset before age 15 c. A pervasive pattern of disregard for and violation of the rights of others occurring since age 15, as indicated by at least 3 of the following:  Failure to conform to social norms with respect to lawful behaviors as indicated by repeatedly performing acts that are grounds for arrest  Irritability and aggressiveness, as indicated by repeated physical fights or assaults  Consistent irresponsibility, as indicated by repeated failure to sustain consistent work behavior or honor financial obligations  Impulsivity or failure to plan ahead  Deceitfulness, as indicated by repeated lying, use of aliases, or conning others for personal profit or pleasure  Reckless disregard for safety of self or others  Lack of remorse, as indicated by being indifferent to or rationalizing having hurt, mistreated, or stolen from another person d. Antisocial behavior that does not occur exclusively during the course of schizophrenia or a manic episode. 5.Borderline personality disorder: The central feature of borderline personality disorder is a pervasive pattern of unstable and intense interpersonal relationships, self-perception, and moods. Impulse control is markedly impaired. Transiently, such patients may appear psychotic because of the intensity of their distortions. Borderline personality disorder is one of the most commonly overused diagnoses in DSM-IV. Diagnostic criteria require at least 5 of the following features: 
 
 Frantic efforts to avoid expected abandonment
 
 
 
 Unstable and intense interpersonal relationships characterized by alternating
 
 8 between 
 
 extremes
 
 of idealization and devaluation
 
 Identity disturbance, that is, markedly and persistently disturbed, distorted, or unstable self-image or sense of self
 
 
 
 Impulsivity in at least 2 areas that are potentially self-damaging (eg, sex, substance abuse, reckless driving)
 
 
 
 Recurrent suicidal behaviors or threats or self-mutilation behavior
 
 
 
 Affective instability due to a marked reactivity of mood
 
 
 
 Chronic feelings of emptiness
 
 
 
 Inappropriate and intense anger or lack of control of anger
 
 
 
 Transient paranoia or dissociation
 
 This disorder may be present in 1-2 % of the population. The diagnosis is made twice as frequently in women. Of the individuals with this diagnosis 90 % also have one of other psychiatric diagnosis and 40 % have two other diagnoses. 6.Histrionic personality disorder: Patients with histrionic personality disorder display excessive emotionality and attention-seeking behavior. They are quite dramatic and often sexually provocative or seductive. Their emotions are labile. In clinical settings, their tendency to vague and impressionistic speech is often highlighted. The disorder was formerly called “hysterical personality”, but that term was discarded because of the many meanings of the word “hysterical”. A pervasive pattern of excessive emotionality and attention seeking that begins by early adulthood and is present in a variety of contexts is characteristic. Histrionic personality disorder is indicated by at least 5 of the following: •
 
 Feeling of discomfort in situations in which she is not the center of attention
 
 •
 
 Interaction with others that is often characterized as inappropriately sexually seductive of provocative
 
 •
 
 Insincere affect (i.e., display of rapidly shifting and shallow expression of emotions)
 
 •
 
 Consistent use of physical appearance to draw attention to herself
 
 •
 
 Speech that is excessively impressionistic and lacking in detail
 
 •
 
 Self-dramatization, with a theatrical and exaggerated expression of emotion
 
 •
 
 Suggestibility (i.e., easily influenced by others or circumstances)
 
 •
 
 Exaggeration of importance of relationships and acquaintances
 
 The prevalence of histrionic personality disorder is not known with certainty. The condition, which is thought to be common, is diagnosed in women much more often than in men. Men who exhibit
 
 9 similar behavior patterns are often diagnosed as narcissistic. 7.Narcissistic personality disorder: Individuals have a grandiose sense of their own importance but are also extremely sensitive to criticism. They have little ability to empathize with others, and they are more concerned about appearance than substance. Narcissistic patients have a pervasive pattern of grandiosity, need for admiration, and lack of empathy that begins in early adulthood and is present in a variety of contexts.
 
 Narcissistic personality disorder is indicated by at least 5 of the
 
 following: •
 
 A grandiose sense of self-importance (e.g., exaggeration of achievements and talents, expectation for recognition as superior without commensurate achievements)
 
 •
 
 Preoccupation with fantasies of unlimited success, power, brilliance, beauty, or ideal love
 
 •
 
 Belief that she is “special” and unique and can only be understood by, or should associate with, other special or high-status people (or institutions)
 
 •
 
 Requirement for excessive admiration
 
 •
 
 A
 
 sense of entitlement (i.e., unreasonable expectations of especially favorable
 
 treatment or automatic compliance with her views) •
 
 Behavior that is interpersonally exploitative (i.e., takes advantage of others as a means to achieve her own ends)
 
 •
 
 Lack of empathy (i.e., unwilling to recognize or identify with the feelings and needs of others)
 
 •
 
 Jealousy or belief that others are envious of her
 
 •
 
 Arrogance, demonstration of haughty behavior or attitude
 
 Cluster C. The anxious and fearful group includes avoidant, dependent, and obsessive-compulsive personalities. Affected individuals use defense mechanisms of isolation, passive aggression, and hypochondriasis. ◊ Isolation occurs when an unacceptable feeling, act, or idea is separated from the associated emotion. Patients are orderly and controlled and can speak of events in their lives without feeling. ◊ Passive aggression occurs when resistant is indirect and often turned against the self. Thus, failing examinations, clownish conduct, and procrastinating are aspects of passiveaggressive behavior. ◊ Hypochondriasis is often present in patients with personality disorders, particularly in
 
 10 dependent,
 
 passive-aggressive
 
 patients. Biologically, these patients may have a
 
 tendency toward higher levels of cortical arousal and an increase in motor inhibition. Thus, stressful stimuli may lead to high anxiety or affective arousal. Twin studies have demonstrated some genetic factors in the development of cluster C personality disorders. For example, obsessive-compulsive traits are more common in monozygotic twins than in dizygotic twins. Patients with obsessive-compulsive disorder are not at increased risk for obsessivecompulsive personality disorder and vice versa. 8.Avoidant personality disorder: Avoidant patients are generally very shy. They display a pattern of social inhibition, feelings of inadequacy, and hypersensitivity to rejection. Unlike patients with schizoid personality disorder, they actually desire relationships with others but are paralyzed by their fear and sensitivity into social isolation. A pervasive pattern of social inhibition, feelings of inadequacy, and hypersensitivity to negative evaluation that began by early adulthood is indicative. Avoidant personality disorder, which is present in a variety of contexts, is indicated by at least 4 of the following: •
 
 Avoidance of occupational activities that involve significant interpersonal contact, because of fears of criticism, disapproval, or rejection
 
 •
 
 Unwillingness to become involved with people unless certain of being liked
 
 •
 
 Restraint in intimate relationships because of fear of being shamed or ridiculed
 
 •
 
 Preoccupation with worry about being criticized or rejected in social situations
 
 •
 
 Inhibition in new interpersonal situations because of feelings of inadequacy
 
 •
 
 Belief that he is socially inept, personally unappealing, or inferior to others
 
 •
 
 Unusual reluctance to take personal risks or engage in any new activities because they may prove embarrassing
 
 9.Dependent personality disorder: While many people exhibit dependent behaviors and traits, people with dependent personality disorder have an excessive need to be taken care of that results in submissive and clinging behavior, regardless of consequences. These passive individuals allow others to direct their lives because they are unable to do so themselves. Other people such as spouses or parents make all the major life decisions, including where to live and what type of employment to obtain. The needs of dependent individuals are placed secondary to those of the people on whom they depend to avoid any possibility of having to be self-reliant. The dependent persons lack self-confidence and see themselves as helpless or stupid. Some authorities believe that the presence of this disorder depends to a large extent on cultural roles. Diagnosis requires at least 5
 
 11 of the following features: •
 
 Inability to make everyday decisions without an
 
 excessive amount of advice and reassurance from others •
 
 Need for others to assume responsibility for most
 
 major areas of the person's life •
 
 Difficulty expressing disagreement with others
 
 because of fear of loss of support or approval •
 
 Difficulty initiating projects or doing things on his
 
 own because of lack of confidence •
 
 Goes to excessive lengths to obtain nurturance
 
 and support from others, to the point of volunteering to do things that are unpleasant •
 
 Feelings of discomfort or helplessness when
 
 alone because of exaggerated fears of being unable to care for himself •
 
 Urgent seeking of another relationship as a
 
 source of care and support when a close relationship ends •
 
 Unrealistic preoccupation with fears of being left
 
 to take care of himself Children who have a chronic physical illness or who have had separation anxiety may be at risk for this disorder in adulthood. The diagnosis is more frequent in women and youngest children. 10.Obsessive-compulsive personality disorder: People with obsessive-compulsive personality disorder are markedly preoccupied with orderliness, perfectionism, and control. They lack flexibility or openness. Their preoccupations interfere with their efficiency despite their focus on tasks. They are often scrupulous and inflexible about matters of morality, ethics, and values to a point beyond cultural norms. They are often stingy as well as stubborn. Individuals with obsessive-compulsive personality disorder display a pervasive pattern of preoccupation with orderliness, perfectionism, and environmental and interpersonal control, at the expense of flexibility, openness, and efficiency. This behavior begins by early adulthood and is present in a variety of contexts, as indicated by at least 4 of the following: •
 
 Preoccupation with details, rules, lists, order, organization, or schedules to the extent that the major point of the activity is lost
 
 •
 
 Perfectionism that interferes with task completion (e.g., inability to complete a project because one’s own overly strict standards are not met)
 
 12 •
 
 Excessive devotion to work and
 
 productivity to the exclusion of leisure activities
 
 and friendships (not accounted for by obvious economic necessity) •
 
 Overconscientiousness, scrupulousness, and inflexibility about matters of morality, ethics, or values (not accounted for by cultural or religious identification)
 
 •
 
 Inability to discard worn-out or worthless objects even when they have no sentimental value
 
 •
 
 Reluctance to delegate tasks or to work with others unless they submit to exactly his way of doing things
 
 •
 
 Adoption of a miserly spending style toward both herself and others (money is viewed as something to be hoarded for future catastrophes)
 
 •
 
 Rigidity and stubbornness
 
 People with this disorder have few friends. They are difficult to live with and tend to drive people away. They may do very well in jobs that require detail and precision with little personal interaction. This disorder is more common in men, although the prevalence is not known with certainty.
 
 Physical: No specific physical findings are associated with any personality disorders. Physical examination may reveal findings related to the consequences and sequelae of various personality disorders. •
 
 Patients (particularly those with cluster B disorders) may show signs of prior suicide attempts or stigmata of substance abuse.
 
 •
 
 Substance abuse is a common comorbidity and may be reflected in the physical stigmata of alcoholism or drug abuse.
 
 •
 
 Suicide attempts may leave scars from self-inflicted wounds.
 
 •
 
 Mental status findings o
 
 Patients with histrionic personality disorder may display la belle indifférence, a seemingly indifferent detachment while describing dramatic physical symptoms.
 
 o
 
 A hostile attitude is typical of patients with antisocial personality disorder.
 
 13 o
 
 Patients with cluster B personality
 
 disorders,
 
 particularly
 
 borderline
 
 personality
 
 disorder, frequently display affective lability. o
 
 Patients with paranoid personality disorder voice persecutory ideation without the formal thought disorder observed in schizophrenia.
 
 o
 
 Patients with schizotypal personality disorder speak with odd or idiosyncratic use of language.
 
 Medical Care: Psychotherapy is at the core of care for personality disorders. Because personality disorders produce symptoms as a result of poor or limited coping skills, psychotherapy aims to improve perceptions of and responses to social and environmental stressors. •
 
 Psychodynamic psychotherapy examines the ways that patients perceive events, based on the assumption that perceptions are shaped by early life experiences. Psychotherapy aims to identify perceptual distortions and their historical sources and to facilitate the development of more adaptive modes of perception and response. Treatment is usually extended over a course of several years at a frequency from several times a week to once a month.
 
 •
 
 Cognitive therapy (also called cognitive behavior therapy [CBT]) is based on the idea that cognitive errors based on long-standing beliefs influence the meaning attached to interpersonal events. This very active form of therapy identifies the distortions and engages the patient in efforts to reformulate perceptions and behaviors. This therapy is typically limited to episodes of 6-20 weeks, once weekly. In the case of personality disorders, episodes of therapy are repeated often over the course of years.
 
 •
 
 Interpersonal therapy (IPT) conceives of patients' difficulties resulting from a limited range of interpersonal problems including such issues as role definition and grief. Current problems are interpreted narrowly through the screen of these formulations, and solutions are framed in interpersonal terms. Therapy is usually weekly for a period of 6-20 sessions. Though empirically validated for anxiety and depression, IPT is not widely practiced, and therapists conversant in the technique are difficult to locate.
 
 •
 
 Group psychotherapy allows interpersonal psychopathology to display itself among peer patients, whose feedback is used by the therapist to identify and correct maladaptive ideas, communication, and behavior. Sessions are usually once weekly over a course that may range form several months to years.
 
 14 •
 
 Dialectical behavior therapy (DBT): This is
 
 a skills-based therapy (developed by Marsha
 
 Linehan, PhD) that can be used in both individual and group formats. It has been applied to borderline personality disorder. The emphasis of this manual-based therapy is on the development of coping skills to improve affective stability and impulse control and on reducing self-harmful behavior. This treatment is also being used with other cluster B personality disorders to reduce impulsive behavior. Consultations: The primary care physician should usually consider psychiatric consultation for patients with personality disorders because the ongoing psychiatric care that patients require is not readily provided in the primary care setting. Medications are in no way curative for any personality disorder. They should be viewed as an adjunct to psychotherapy so that the patient may productively engage in psychotherapy. The focus is on treatment of symptom clusters such as cognitive-perceptual symptoms, affective dysregulation, and impulsive-behavioral dyscontrol. These symptoms may complicate almost all personality disorders to varying degrees, but all of them have been noted in borderline personality disorder. The strongest evidence for pharmacologic treatment of personality disorders has been for borderline personality disorder, but even this is based on a fairly small database of studies. Antidepressants are most often prescribed for a limited time in patients with serious depressive episodes lasting longer than a few weeks. Because of overdose risk, tricyclic antidepressants and monoamine oxidase inhibitors are usually not prescribed for patients with personality disorders. The selective serotonin reuptake inhibitors and newer antidepressants are safe and reasonably effective. However, because the depression of most patients with personality disorders stems from their limited range of coping capacities, antidepressants are usually less effective than in patients with uncomplicated major depression. Anticonvulsants useful in stabilizing the affective extremes in patients with bipolar disorder but are less effective for that purpose in patients with personality disorders. They have some demonstrated efficacy in suppressing impulsive and particularly aggressive behavior in patients with personality disorder. Some personality disorders produce transient psychotic periods (especially borderline personality disorder), while others (eg, schizotypal personality disorder) feature chronic idiosyncratic ideation of nearly psychotic proportions. Response to antipsychotics is less dramatic than in true psychotic Axis
 
 15 I disorders, but symptoms such as anxiety, hostility, and sensitivity to rejection may be reduced. Antipsychotics are typically used for a short time while the symptoms are active.
 
 The atypical
 
 antipsychotics have almost completely replaced the traditional neuroleptics because of their safety margin, but neurologic risks (including tardive dyskinesia and neuroleptic malignant syndrome) are never absent. Risperidone and olanzapine are described here; however, quetiapine and ziprasidone may also be used. No evidence indicates that any of these has superior efficacy, and each one may have advantages and disadvantages from the standpoint of adverse effects. Further Inpatient Care: •
 
 Criteria for hospitalization of patients with personality disorders are generally the same as for patients with Axis I psychiatric disorders: imminent danger to self or others, inability to care for basic needs, or psychosocial stressors overwhelming the patient's capacity to cope.
 
 •
 
 Because the underlying disorder remains basically unchanged by inpatient interventions, length of stay should be minimized to avoid dependency that subverts recovery from the circumstances prompting the hospitalization.
 
 •
 
 Short stays may be used to stabilize environmental factors, adjust medication regimen, and/or implement short-term psychotherapeutic intervention.
 
 Further Outpatient Care: •
 
 All patients hospitalized for manifestations of personality disorders should be referred for follow-up psychotherapy or counseling.
 
 Complications: •
 
 Suicide
 
 •
 
 Substance abuse
 
 •
 
 Accidental injury
 
 •
 
 Depression
 
 •
 
 Homicide - A potential complication, particularly in paranoid and antisocial personality disorders
 
 16 Prognosis: •
 
 Personality disorders are lifelong conditions.
 
 •
 
 Attributes of cluster A and B personality disorders tend to become less severe and intense in middle age and late life.
 
 •
 
 Patients with cluster B personality disorders are particularly susceptible to problems of substance abuse, impulse control, and suicidal behavior, which may shorten their lives.
 
 •
 
 Cluster C characteristics tend to become exaggerated in later life.
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