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“The much-anticipated new edition of Dr. Sperry's Handbook of the Diagnosis and Treatment of DSM-5-TR Personality Disorders is a critically needed volume for any mental health clinician working with personality disordered clients. It is evidence based, completely updated, and remarkably practical. This is one of those rare books that should be on the shelf of all mental health professionals and trainees. Dr. Sperry has offered the profession an important and much needed update to a now classic text.”

Thomas G. Plante, PhD, ABPP, is Professor at Santa Clara University and Emeritus Adjunct Professor in Psychiatry at Stanford University School of Medicine

“Uniquely trained as a psychologist and a psychiatrist with extensive clinical experience, Len Sperry MD, PhD is one of the top academic masters in the world in the diagnosis and treatment of personality disorders. That expertise along with his lifelong career as an educator, Len has the ability to frame cases and theory into a crystal-clear narrative for the reader in his latest edition making it a must read for all MH clinicians.”

Jon A. Lehrmann, MD, Chair and Charles E. Kubly Professor, Department of Psychiatry and Behavioral Medicine, Medical College of Wisconsin

“Sperry's 4th edition of the Handbook of the Diagnosis and Treatment of DSM-5-TR Personality Disorders effectively engages the latest theory and research in this vital and complex area of clinical practice. I consider this the essential volume on the topic because of Sperry's evidence-based insights about the full set of personality disorders integrated with a diverse range of practical treatment strategies. His case conceptualizations weave together the multi-faceted strengths of this approach and offer an excellent set of training tools. This is the key book on personality disorders to own.”

Steven J. Sandage, PhD, LP, Boston University




Handbook of Diagnosis and Treatment of DSM-5-TR Personality Disorders

The Handbook of Diagnosis and Treatment of DSM-5-TR Personality Disorders is a hands-on manual of the most current and effective, evidence-based assessment and treatment interventions for challenging disorders.

The beginning chapters describe several cutting-edge trends in the diagnosis, case conceptualization, and treatments. This is followed by specific chapters focusing on evidence-based diagnosis and treatment interventions for each of the ten DSM-5-TR personality disorders. Emphasized are the most recent developments from Cognitive Behavior Therapies, Dialectical Behavior Therapy, Mindfulness, Schema Therapy, Transference-Focused Psychotherapy, Mentalization-Based Treatment, and more. This fourth edition has been thoroughly updated throughout and includes new research for each chapter on DSM disorders. As in previous editions, extensive case material is used to illustrate key points of diagnosis and treatment.

This book provides essential knowledge and skills to health and mental health practitioners working with personality disordered clients, as well as to students in psychology, counseling, psychiatry, nursing, and social work programs.

Len Sperry, MD, PhD, is emeritus professor of clinical mental health counseling at Florida Atlantic University and clinical professor of psychiatry and behavioral medicine at the Medical College of Wisconsin. For more than five decades, he has treated, written about, and taught courses and workshops on the personality disorders. Among his 1,200+ professional publications are several articles, book chapters, and books on these disorders, including the recently published Highly Effective Therapy: Effecting Deep Change in in Counseling and Psychotherapy.
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Preface

Today, some 64 percent of those evaluated in clinical settings meet criteria for a personality disorder, as do 11 percent of the general public (Torgersen, 2021). These disorders can greatly disrupt an individual's work, family, and social relationships. Personality disorders are associated with high rates of family conflict, separation, divorce, child custody proceedings, job termination, homelessness, substance abuse, violence, and criminal behavior. Personality disorder complicates co-occurring medical conditions, as well as the prognosis of other mental disorders. They are associated with poor treatment compliance, increased use of medical and psychiatric services, and the likelihood of relapse and premature termination (Skodol, Bender, & Oldham, 2019; Skodol, 2021a). For clinicians, treating these disorders can be extraordinarily challenging, and sometimes exasperating.

The first edition of Handbook of Diagnosis and Treatment of the DSM-IV Personality Disorders (1995) broke new ground as the first single authored text to address the diagnosis, case conceptualization, and treatment of the DSM personality disorders. It differed from other personality disorder books by offering a brief but thorough, user-friendly resource for clinicians and trainees in planning and implementing effective treatment of these disorders. The second edition of Handbook of Diagnosis and Treatment of the DSM-IV-TR Personality Disorders (2003) incorporated additional resources for diagnosing, planning and implementing effective clinical interventions. The third edition of Handbook of Diagnosis and Treatment of the DSM-5 Personality Disorders (2016) introduced the Alternative Model for Personality Disorders as well as some new evidence-based treatment interventions and strategies. This coincided with the rise of the accountability era wherein clinicians were increasingly expected to provide evidence-based treatment to all their patients, including the personality-disordered.

This fourth edition of the Handbook of Diagnosis and Treatment of the DSM-5-TR Personality Disorders comes at a time when attitudes of clinicians about the treatability of the personality disorders are changing. This in itself is a welcome and necessary development. For perspective it is important to recall that for decades many clinicians and instructors assumed that most personality disorders were untreatable, and that even milder personality disorders might require years of intensive psychotherapy. This attitude held firm despite the results of a number of clinical trials demonstrating that shorter-term treatment were effective with severe personality disorders. Among these was the publication of a prospective study in 2010, which reported that 87 percent of nearly 300 individuals diagnosed and treated for Borderline Personality Disorder (BPD) over a ten-year period achieved symptom remission and 50 percent achieved total recovery (Zanarini, Frankenburg, Reich, & Fitzmaurice, 2010). Yet even clinicians who knew of the study tended to ignore or downplay its implications. The observation that “(t)herapeutic nihilism has yielded to widespread, but very inconsistent, use of the spectrum of potentially valuable treatment modalities” (Skodol, Bender, Gunderson, & Oldham, 2014, p. 868) was a chilling commentary.

For those who were skeptical about these ten-year follow-up statistics, it was harder to dismiss the 20-year follow-up data in which some 60 percent achieved recovery and for those who did not, it was due primarily to their inability to work or go to school on a full-time basis. Furthermore, recurrence of BPD was found to be relatively rare (Zanarini et al., 2018; Pucker, Temes, & Zanarini, 2019). Other studies have reported similar findings (Kvarstein et al., 2023). In short, effective treatment of what is arguably the most severe PD can no longer be ignored. This is a major development.

Another key development is the availability of more evidence-based personality disorders treatments and their impact on treatment outcomes, as well as increased training opportunities in these approaches. Accordingly, more clinicians are utilizing highly effective evidence-based treatments which increase the likelihood of successful treatment among individuals with these disorders.

Perhaps the most important development of all has been the increasing awareness and adoption of the dimensional model which is gradually replacing the DSM categorical model of personality disorders. Since ICD-11 has now embraced the dimensional model, it is not just American clinicians that are transitioning to this model. “Clinicians throughout the world are asked to utilize a dimensionalized method of diagnosis and assessment….The PD field is now embracing a dimensionalized approach to understanding personality pathology” (Huprich, 2022, p. 4). Given the importance of this model, a new chapter entitled “The Alternative Model for Personality Disorders” has been added to this edition.

This fourth edition describes these and other developments in the treatment of personality disorders. It focuses on how clinicians can increase their effectiveness and efficacy in working with personality-disordered individuals by adopting a focused and tailored treatment strategy. A basic premise underlying of this book is that the most effective treatment is tailored treatment that addresses the underlying maladaptive pattern as well as the degree of severity of the disorder.

It emphasizes the increasing applicability and effectiveness of a variety of evidence-based interventions with personality-disordered individuals. These include Cognitive Behavior Therapies, Dialectical Behavior Therapy, Cognitive Behavior Analysis System of Psychotherapy, Pattern-Focused Therapy, Mindfulness, Schema Therapy, Structured Treatment Interventions, Transference Focused Psychotherapy, Mentalization-Based Treatment, and Developmental Therapy.

The book is intended as a reader-friendly, “hands-on” manual for practicing clinicians as well as clinicians-in-training. It offers clinicians a hopeful perspective on the treatability of these disorders and provides highly effective diagnostic and treatment interventions for achieving positive treatment outcomes. My hope is that this revised edition will further foster an attitude of confidence and a measure of competence in clinicians when working with personality-disordered individuals, and that it will make a difference in their lives.

Len Sperry
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The first chapter of the first edition of Handbook of the Diagnosis and Treatment of DSM-IV Personality Disorders (Sperry, 1995) likened the paradigm shift occurring with the personality disorders beginning the early 1990s to the paradigm shift that already had occurred with the depressive disorders. Until the mid-1970s, many clinicians felt relatively ineffective in treating depressive disorders, and until the early 1990s, this same sentiment was shared by many clinicians about treating personality disorders. I insisted that such a paradigm shift involving the personality disorders would require a major change in the way clinicians conceptualize, assess, and treat these disorders. I predicted that while such a change in attitude and practice patterns might be resisted by some, most clinicians would respond to the challenge. Such a shift would mean relinquishing the then prevailing view that the personality disorders were essentially “untreatable” conditions. With some trepidation, I ended the chapter with a quote conveying the sentiment that clinicians might even come to consider that personality-disordered patients would “become our most welcome clients in the new century, clients who are deeply troubled, but whom we can help with confidence” (Clinical Psychiatry News, 1991, p. 26).

Some thirty years and three editions later, much has changed in clinician attitudes and practice patterns. Indeed, the paradigm has shifted. While not every clinician believes that they can help every personality-disordered individual “with confidence,” there is, nevertheless, an increasing consensus among clinicians that many patients can be helped with current treatment interventions, even those meeting DSM-5-TR criteria for Borderline Personality Disorder (Huprich, 2022a).

This chapter provides an introduction and overview to the diagnosis and treatment of the personality disorders. It begins with a description of changes in DSM-5-TR, emphasizing those involving the personality disorders. Next, it details several recent trends in diagnosis, treatment, and research. Finally, it concludes with an overview of the structure of Chapters 4–13.

DSM-5-TR and the Personality Disorders

While there were some minor changes in diagnoses and diagnostic criteria in DSM-5-TR, each diagnosis underwent a text revision for all disorders. This involved an added subsection entitled Associated Features and updates of subsections on prevalence, culture-related diagnostic issues, differential diagnoses, sex- and gender-related diagnostic issues, and development and course of the disorder (American Psychiatric Association, 2022).

Retained in DSM-5-TR is the earlier DSM definition of a personality disorder as an “enduring patterns of inner experience and behavior that deviates 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” (American Psychiatric Association, 2022, p. 733). While DSM-IV-TR diagnostic criteria have been retained, there has been some updating of descriptions of the various disorders. However, there is one notable change. The diagnosis of Personality Disorder Not Otherwise Specified (NOS) has been replaced with Other Specified Personality Disorder and Unspecified Personality Disorder (American Psychiatric Association, 2022, p. 778).


Alternative Model for Personality Disorders

So, what is this alternative model? Recognizing the many limitations of the categorical model of DSM-IV, the DSM-5 Personality Disorders Work Group proposed a dimensional model to replace the categorical model. That dimensional model has two primary criteria: personality functioning and pathological personality traits (American Psychiatric Association, 2022).

With this dimensional method, it is now possible to diagnose a personality disorder based on traits. The designation: “Personality Disorder- Trait Specified” is used. Another useful feature of the Alternative Model is that it can be used to assess personality functioning and traits, irrespective of whether or not a personality disorder is present (Cain & Mulay, 2022). This increases the clinical utility of the Alternative Model because it assists clinicians to identifying clients’ strengths in addition to deficits. Chapter 2 of this book provides a more detailed discussion of this Alternative Model.


Trends in the Diagnosis of Personality Disorders

Assessment and diagnosis is critical in effective treatment of the personality disorders (Dowgwillo, Molina & Forche, 2022; Sharp, Cano, Bo & Hutsebaut, 2022). This section describes a number of recent clinical and research trends that are and will continue to impact the assessment and diagnosis of personality disorders. These include: attachment styles, temperament, culture, emotional abuse and neglect, and functional impairment.

Attachment Styles and Personality Disorders

Attachment refers to the emotional bond that develops between child and parent or caregiver and subsequently influences the child's capacity to form mature intimate relationships in adulthood. It is an inborn system of the brain that influences and organizes motivational, emotional and memory process that involve care givers. The impact of the process of attachment on development cannot be underestimated since the “patterning and organization of attachment relationships during infancy is associated with characteristics processes of emotional regulation, social relatedness, access to autobiographical memory, and the development of self-reflection and narrative” (Siegel, 1999, p. 67).

Attachment researchers insist that early life relational deficits lead to both neurophysiological brain deficits as well as psychological deficits (Siegel, 1999). A sensitive and responsive parent helps grow the connections in the orbitofrontal cortex of the infant's brain by communicating—or “collaborating” with the baby, via eye contact, facial expression, gestures, tone of voice, and so on. The gurgling, smiling infant is picked up and “answered” by the parent's with a smiling and joyful expression and words. Or, the baby cries in pain or frustration and the parent soothes and consoles it, or calms down the overexcited child at bedtime. These routine and continuous interactions serve to stimulate the growth of synapses in the orbitofrontal cortex of the brain which enable children to modulate their frustration, rage, and fear, and to respond flexibly to others. Research indicates that securely attached children develop neural pathways for resilience. Even when their parents are upset or impatient, their brain's wiring “knows” from experience that they won’t be abandoned and will reconnect after the storm has passed. Unfortunately, children with insecure attachment styles do not experience such reciprocal parental attention, and consequently they tend to be more vulnerable to emotional assaults, i.e., they are less able to modulate rage and aggressive affects, calm and soothe their anxieties and sadness, as well as tolerate high levels of pleasure and excitement (Ainsworth et al., 1978). Needless to say, they are also less likely to correctly interpret others’ social cues because of deficits in their orbitofrontal cortex which further complicates interpersonal relationships.


Types of Attachment Styles

Distinct patterns or styles of attachment in early life tend to persist into adulthood (Main & Solomon, 1990; Bartholomew & Horowitz, 1991; Hazen & Shaver, 1990). Reflecting Bowlby's (1973) concept of working models of self and others, Bartholomew (1990) developed a four-category system of adult attachment that organizes a person's working models along two dimensions: (1) the distinction between self and others; and (2) valence—positive vs. negative evaluation. Based on these dimensions, Bartholomew derived four prototypical styles of adult attachment: The four attachment styles are: secure (positive view of self and others), preoccupied (negative view of self and others), dismissing (positive view of self, negative view of others), and fearful (negative view of self and others).

Subsequently, based on clinical experience, an additional style, the disorganized (fluctuating positive and negative views of self and others) style was added (Main and Solomon, 1990; Main and Goldwyn, 1998).

Accordingly, personality disorders can be viewed as the outcome of insecure working models that have become self-confirmatory. These working models of self and other have become relatively inflexible and closed to new information, and as a result, the individual experiences significant distress in social, occupational, and relational functioning. It is possible to characterize the various personality disorders in terms of this dimensional model of self and others. It should be noted that Bartholomew (1990) does not assume that “all individuals are expected to exhibit a single attachment style” (p. 162). Instead, these attachment styles are conceptual prototypes, and thus, it is more appropriate to view adult attachment in a multidimensional way, with individuals exhibiting one or more style types as predominant. Accordingly, the DSM-IV personality disorders can be categorized in the following adult attachment style designations (Lyddon & Sherry, 1999).

Preoccupied Attachment Style. The preoccupied attachment dimension is characterized by a sense of personal unworthiness and a positive evaluation of others. These individuals tend to be very externally oriented in their self-definitions. Personality disorders that seem to exemplify this adult attachment style include the dependent, obsessive-compulsive, and histrionic personality disorder.

Fearful Attachment Style. Individuals with a fearful attachment style exhibit a sense of personal unworthiness combined with an expectation that other people will be rejecting and untrustworthy. They trust neither their own internal cognitions or feelings nor other's intentions. While they believe themselves to be special and different from others, they guard against threats and unexpected circumstances since they cannot trust that others will protect them. The personality disorder most characteristic of such a fearful adult attachment style is the paranoid personality disorder.

Dismissing Attachment Style. Individuals with a dismissing attachment style are characterized by a sense of self that is worthy and positive as well as a low and negative evaluation of others which typically manifests as mistrust of others. Because they believe they are emotionally self-sufficient while other are emotionally unresponsive, they dismiss the need for friendship and contact with others. The personality disorder most characteristic of such a preoccupied and fearful adult attachment style is the schizoid personality disorder.

Preoccupied—Fearful Attachment Style. Individuals with a self-view that is negative and other- view that vacillates between positive and negative exhibit a composite preoccupied and fearful style of attachment. Their avoidance is based on the desire to be liked and accepted by others, while at the same time fearing of rejection and abandonment. The personality disorder most characteristic of such a preoccupied and fearful adult attachment style is the avoidant personality disorder.

Fearful—Dismissing Attachment Style. Individuals with a view of others that is negative and a self-view that vacillates between positive and negative exhibit a composite fearful–dismissing style of attachment. They tend to view themselves as special and entitled but are also mindful of their need for others who can potentially hurt them. Accordingly, they use others to meet their needs while being wary and dismissive of them. Personality disorders that are characterized by such a fearful-dismissing adult attachment style are the antisocial, narcissistic and schizotypal personality disorders.

Disorganized Attachment Style. Individuals with a vacillating views of both self and others exhibit the disorganized attachment style. “Disorganize attachment develops from repeated experiences in which the caregiver appears frightened or frightening to the child” (Siegel, 1999, p. 117). This style is associated with dissociative symptomatology which increases their proneness to posttraumatic stress disorder. The borderline personality disorder is characterized by unstable personality structure that seems to shift among the various insecure attachment styles creating a disorganized profile.


Temperament and Personality Disorders

Like attachment, temperament is a construct that appears to have both research and clinical utility. Temperament refers to “the characteristic phenomena of an individual's emotional nature, including his susceptibility to emotional stimulation, his customary strengths and speed of response, the quality of his prevailing moods, and the peculiarities and fluctuation and intensity of moods; these phenomenon being regarded as dependent on constitutional makeup and therefore largely hereditary in origin” (Allport, 1937, p. 54). Although proposed over 60 years ago, Allport's definition is remarkably consistent with many contemporary formulations of the construct. Reflecting the clinician's view that temperament and attachment styles are related, temperament is viewed as “a filter of personality through which information is processed, attachments evolve, and emotions are experienced and expressed” (Graybar & Boutilier, 2002, p. 156).

While clinicians seem convinced that temperament influence attachment–and vice versa, researchers are still trying to clarify the exact nature of the relationship between the two constructs. This is largely part because both constructs represent different origins and different research agendas. While temperament represents a biological determinant of personality (nature), attachment style represents an environmental determinant of personality (nurture). As in other nature–nurture discussions, the relationship is seldom “either-or” but usually “both-and.” Currently, the research consensus seems to be that attachment and temperament are modestly related and that “both will influence the formation and expression of personality and self-concept as these are assembled during early childhood” (Vaughn & Bost, 1999, p. 221).

Temperamental traits and patterns are evident from birth. For instance, while some infants are quite sensitive to light and loud sounds, others are not; and while some are calm and placid, others are very active or very fussy. Three main temperament patterns are styles have been observed infants: easy (usually predictable and in a good mood), slow to warm (more likely to be resistant to attention and moody), and difficult (typically unpredictable and with irritable moods) (Thomas & Chess, 1977). A child's temperament tends to be reflected in adult patterns. For example, optimism and consistency of effort are more common in adults who have easy temperaments, while negativity and suspiciousness associated with the “difficult” temperament, and passivity and over dependency with the “slow to warm up” temperament. Several other temperament traits or descriptors have been identified in adults including: impulsivity, irritability, hypersensitivity to stimulation, reactivity, emotional lability, inhibition, reflectivity, mood constriction, hypervigilance, and intensity are noted.

Before 1980 personality disorders were typically conceptualized in “character language,” such as the oral character or obsessive character. Although there was a biological tradition in the study of personality that emphasized temperament, the psychological tradition that emphasized character was in vogue for most of the 20th century. Descriptions of personality disorders in DSM-I and DSM-II reflected this emphasis on character and psychodynamics. Within the psychoanalytic community, character reflected specific defense mechanisms. Accordingly, from a character perspective, the obsessive-compulsive personality would be characterized by the defenses of isolation of affect, intellectualization, and rationalization.

Currently, personality disorders are conceptualized in a broader perspective that include both character and temperament (Stone, 1993; Cloninger, 2005). Character refers to the learned, psychosocial influences on personality. Character forms largely because of the socialization process, particularly regarding cooperativeness, and the mirroring process that promotes the development of self-concept and a sense of purpose in life (i.e., self-transcendence and self-responsibility).


Temperament

Temperament refers to the innate, genetic, and constitutional influences on personality. Whereas character and schema reflect the psychological dimension of personality, temperament or trait (or style, as it is used synonymously in this book) reflects the biological dimension of personality. Cloninger (2005) contends that temperament has four biological dimensions (novelty-seeking, harm-avoidance, reward-dependence, and persistence), whereas character has three quantifiable dimensions (self directedness or self-responsibility, cooperativeness, and self-transcendence). Other researchers would describe impulsivity and aggressivity as additional dimensions of temperament (Costello, 1996). Another widely known of the temperament-based models is the Five Factor Model with its trait dimensions of netuoticsm ectrvesion, openiess, agreeableness, and conscientiousess (Cosata & McCrae, 1990). Section III of the DSM-5 provides a dimensional approach to the personality disorders that is based on these and other models. It consists of five temperament domains: negative affectivity, detachment, antagonism, disinhibition, and psychoticism (American Psychiatric Assocition, 2013). Accordingly, from a temperament perspective, the obsessive-compulsive personality would be characterized by inhibited emotional expression, behavioral inhibition, cognitive rigidity,and overconscientiousness.

Temperament and character can be assessed by interviews and self-report instruments. The relevance of distinguishing character and temperament for treatment planning is significant. Whereas insight-oriented psychotherapy might be focused on the character dimensions, psychotherapy can have little or no impact on temperament dimensions. However, the addition of focused skill training may sufficiently regulate or modulate temperament or style features such as emotional dysregulation, impulsivity, and distress intolerance.


Attachment, Temperament, Culture, and Personality Disorders

As already indicated, research strongly suggests that insecure attachment influences the development of personality disorders (Brennan & Shaver, 1998). But what about the influence of temperament and culture on the development of personality and personality disorders? Brennan and Shaver (1998) believe that the same environmental conditions that contribute to the development of insecure attachments and subsequently personality disorders, also interact with an individual's temperament. “In addition, cultural variations in the extent to which particular traits (e.g., independence, eccentricity) are also likely to result in cross-cultural differences in the expression of personality” (p. 868).

Unfortunately, there is currently little research on the cultural aspects of personality disorders to offer specific guidelines for clinical practice (Mulder, 2012). Nevertheless, DSM-5 does offer some general guidelines regarding diagnosis. It states that personality disorders “should not be confused with problems associated with acculturation following immigration or with the expression of habits, customs, or religious and political values based on the individual's cultural background or context…. It is useful for the clinician, especially when evaluating someone from a different background, to obtain additional information from informants who are familiar with the person's cultural background” (American Psychiatric Association, 2022, p. 736).


Neuroscience and Personality Disorders

Advances in neuroscience are increasing our understanding of the role of brain circuitry, neuroanatomy, and trauma in the regulation of normal and pathological behavior. Individual differences in the regulation and organization of cognitive processes, emotional reactivity, impulsivity, and anxiety can have a profound influence in the development of a personality disorder (Siever & Weinstein, 2009; Herpertz & Bertsch, 2022; Möhler, 2022).

Changes in brain circuitry have a particular impact. For example, low threshold for impulsive aggression is related to excessive amygdala reactivity, reduced prefrontal inhibition, and diminished serotonergic facilitation of prefrontal controls. Emotional instability may be mediated by excessive limbic reactivity in gabaminergic, glutamatergic, and cholinergic circuits, resulting in an increased sensitivity or reactivity to environmental and emotional stimuli seen in borderline, antisocial, histrionic, and narcissistic personality disorders. Disturbances in cognitive organization and information processing may contribute to being detached, out-of-sync with environment cues, and cognitive and perceptual distortions seen in paranoid, schizoid, and schizotypal personality disorders. A low threshold for anxiety may contribute to the worry and apprehensiveness seen in the avoidant, dependent, and obsessive compulsive personality disorders (MacNamara, Phan, Schmahl & Friedel, 2018).

Neuroanatomical research reports that the orbitofrontal cortex also plays a role in emotion regulation. Along with the anterior cingulate cortex, the orbitofrontal cortex inhibits aggression and has a regulatory influence on the amygdala by inhibition (Möhler, 2022; Herpertz & Bertsch, 2022). Mounting research also indicates how trauma, abuse, neglect, and adverse childhood experiences (ACE) influence the development of personality disorders. Trauma, particularly sexual abuse, physical abuse, and emotional neglect are significant factors. Up to 85 percent of patients with emotional instability reported childhood abuse, 70 percent report physical abuse, and 67 percent report sexual abuse (Möhler, 2022; Herpertz & Bertsch, 2022).

Most of the research on the neurobiological correlates on personality disorders has focused on four specific disorders. Additional information on these correlates is available for the antisocial personality disorders (Baliousis, Khalifa & Völlm, 2018), for the avoidant personality disorder (Wilberg & Silk, 2018), for the borderline personality disorder (Friedel, Schmahl & Distel, 2018), and for the schizotypal personality disorder (Rosell & Siever, 2018), but less so for the other six DSM personality disorders (McCommon, Sowislo, & Caligor, 2022). In short, individual differences in brain circuitry, neuroanatomy, and trauma significantly impact health and wellbeing. Not surprisingly, changes in individuals’ neurobiology influences not just their level of impairment, but also how they will respond to therapy (Siever & Weinstein, 2009; Herpertz & Bertsch, 2022).


Trends in the Treatment of Personality Disorders

Compared to conventional psychotherapy approached in the treatment of personality disorders, treatment methods today tend to be considerably more focused and effective (Huprich, 2022a). Many of these treatment approaches and intervention strategies are theory-based and have been researched in clinical trials in comparison with other treatment approaches and modalities (Huprich, 2022b). These include the Cognitive Behavior Therapies, Dialectical Behavior Therapy, Cognitive Behavior Analysis System of Psychotherapy, Pattern-Focused Psychotherapy, Mindfulness, Schema Therapy, Structured Treatment Interventions, Transference Focused Psychotherapy, Mentalization-Based Treatment, and Developmental Therapy.


Cognitive Behavior Therapies

For the past three decades, Behavior Therapy, Cognitive Therapy, and CBT were the treatment of choice for the psychosocial treatment of the personality disorders. While research did not consistently support the efficacy of these traditional approaches, it has for newer, more focused approaches such as Dialectic Behavior Therapy (DBT, Cognitive Behavior Analysis System of Psychotherapy (CBASP), and Mindfulness-Based Cognitive Therapy (MBCT). Interestingly, DBT, CBASP, and MBCT constitute what is being called the “third wave” of behavior therapy (Hayes, Follette, & Linehan, 2004).

The first wave refers to traditional behavior therapy, which endeavors to replace problematic behaviors with constructive ones through counterconditioning and reinforcement. Cognitive therapy is the second wave of behavior therapy. It works to modify problem behaviors by changing the thoughts that cause and perpetuate them. In the third wave, treatment tends to be more experiential and indirect and utilizes techniques such as mindfulness, dialectics, acceptance, values, and spirituality. More specifically, third wave approaches are characterized by “letting go of the attempts at problems solving, and instead standing back to see what it feels like to see the problems through the lens of non-reactivity, and to bring a kindly awareness to the difficulty” (Segal, Williams, Teasdale, & Williams, 2004, p. 55). Unlike the first and second wave, third wave approaches emphasize second-order change, i.e., basic change in structure and/or function, and are based on contextual assumptions including the primacy of the therapeutic relationship. These approaches appear to be particularly germane to treating personality disorders. Extended discussions of standard DBT and Radically Open DBT in the treatment of a wide range of personality disorders appears in Chapters 3 and selectively referenced in Chapters 4–11.


Dialectical Behavior Therapy

Originally developed for the treatment of borderline personality disorder (Linehan, 1993), Dialectical Behavior Therapy (DBT) has been modified and extended for use with other personality disorders as well as Axis I or symptom disorders such as mood disorders, anxiety disorders, eating disorders, and substance use disorders (Marra, 2005; Lynch & Cuper, 2012). DBT is an outgrowth of behavior therapy but is less cognitive than traditional CBT since DBT assumes that cognitions, per se, are less important than affect regulation (Nelson, Cawood, Suzuki, Chapman & Lusk, 2022). Accordingly, DBT places more emphasis on emotion regulation rather than maladaptive thought processes. While it recognizes that cognitions are a factor in behavior, they are not a necessary mediating factor. Rather, cognitions are more likely to serve as a way to make sense of behavior and emotional events after the fact (Marra, 2005).


Theory

There are numerous similarities between DBT and traditional CBT, particularly cognitive therapy. Both require a collaborative stance between client and therapist. Both utilize learning principles, analyze triggers and environmental prompts, explore schemas and emotions, and utilize modeling, homework, and imagery. Furthermore, both recognize the importance of empathic responding.

There are a number of differences between cognitive therapy and DBT in the treatment of personality disorders. Essentially, cognitive therapy posits that the same techniques used in eliciting and evaluating automatic thoughts during depression or anxiety disorders are used in treating personality disorders (Beck et aI., 2015). While cognitive therapy contends that dysfunctional feelings and behaviors are due to schemas that produce consistently biased judgments and a tendency to make cognitive errors through attributional bias, DBT focuses instead on how schemas are initially formed. Accordingly, therapists utilizing DBT explore schemas and the underlying dialectic conflicts that produced them rather than performing “collaborative experiments” to prove their limited usefulness. Rather than utilizing cognitive restructuring, the DBT therapist attempts to connect belief systems to underlying affect and need, and then assist clients to reinterpret their belief systems based upon greater awareness of their feelings and needs.

Instead of utilizing “guided discovery” to dispute and revise maladaptive beliefs, AYDBT analyzes both the affective and cognitive inference processes to determine how the schema was formed in the first place. This involves identifying deprivational emotional states in early development that could have produced fixation or perseveration and attentional constriction that could serve protection from threatening internal or external cues, as well as broadly examining the effects of negative reinforcement through emotional escape and avoidance strategies or inadequate psychological coping skills that could have been rewarded through the partial reinforcement effect (Marra, 2005, p. 141).

Finally, DBT differs from the cognitive therapy of personality disorders by adopting a nonpejorative interpretation of pathology. Instead, the DBT therapist sees behavior and strategy as operant behavior. Like others, the personality-disordered client is attempting to avoid harm and seek pleasure but has difficulty successfully obtaining the desired outcome, owing to the emotional vulnerability. Nevertheless, the DBT therapist assumes that inadequate compromises between competing and contradictory needs and desires form the basis of their personality structure and helps them achieve their needs in a non-pejorative way.


Treatment

Linehan (1993; 2015) specified four primary modes of treatment in DBT: individual therapy; skills training in a group, telephone contact, and therapist consultation (Linehan, 1993; 2015). While keeping within the overall model, group therapy and other modes of treatment may be added at the discretion of the therapist, providing the targets for that mode are clear and prioritized. The individual therapist is the primary therapist, and the main work of therapy is carried out in the individual therapy sessions. Between sessions the client should be offered telephone contact with the therapist, including out of hours telephone contact, although the therapist has the right to set clear limits on such contact. The purpose of telephone contact is not psychotherapy but rather to give the client help and support to clients to find ways of avoiding self-injury as well as for relationship repair where the client feels that she has damaged her relationship with her therapist and wants to put this right before the next session. To avoid reinforcing self-injury calls after the client has injured herself are not acceptable and, after ensuring her immediate safety, no further calls are allowed for the next twenty-four hours. DBT therapists are encouraged to participate regularly in therapist consultation groups. These groups provide both emotional support for therapists dealing with difficult clients as well as for ongoing training in DBT methods (Nelson, Cawood, Suzuki, Chapman, & Lusk, 2022).

Skills training is usually carried out in a group context, ideally by someone other than the individual therapist. In the skills training groups clients are taught skills considered relevant to the particular problems of personality-disordered individuals. There are four groups of skills: core mindfulness skills, interpersonal effectiveness skills, emotion modulation skills, and distress tolerance skills (Linehan, 2015).

Stages of Treatment. Following an initial period of pre-treatment involving assessment, commitment and orientation to therapy, DBT consists of four stages of treatment (Linehan, 2015). Stage 1 focuses on “severe behavioral dyscontrol.” The goal of this stage is to increase behavioral control and targets suicidal behaviors, self-harm, and severe therapy interfering like substance abuse. Stage 2 focuses on “quiet desperation” with the goal of increasing emotional experiencing in those dealing with issues like post-traumatic stress and other residual disorders not addressed in Stage 1. Stage 3 focuses on “problems of living.” The goal of this stage is to work through concerns of ordinary happiness and unhappiness. Stage 4 focuses on “incompleteness” where the work is on increasing the capacity for joy, freedom, and spiritual fulfillment. The targeted behaviors of each stage are brought under control before moving on to the next phase. Therapy at each stage is focused on the specific targets for that stage which are arranged in a definite hierarchy of relative importance.

Core Strategies. The core strategies in DBT are ‘validation’ and ‘problem solving’. Attempts to facilitate change are surrounded by interventions that validate clients’ behavior and responses in relation to the client's current life situation, and that demonstrate an understanding of their difficulties and suffering (Nelson, Cawood, Suzuki, Chapman & Lusk, 2022). Problem solving focuses on the establishment of necessary skills. Other treatment modalities include contingency management, cognitive therapy exposure-based therapies, and medication.

Practicing DBT. The provision of DBT therapy is easier to accomplish in an inpatient, partial hospitalization or residential treatment setting rather than in outpatient practice. The reason is that as described by Linehan (1993), DBT is best implemented with a treatment team in which one therapist provides psychosocial skill training, another provides individual therapy, others can provide a consultation function, and the therapists have access to a therapist consultation group for support. Recently, Marra (2005) has offered suggestions to adapt DBT treatment in private practice settings. While he recommends that skills training be provided by another therapist, he offers guidelines when that is not possible. Nevertheless, he encourages any private practice clinician who anticipates utilizing DBT to have access to a psychotherapy consultant if involvement in a therapist consultation group is not possible.

Research Support. Finally, empirical support exists for the effectiveness of DBT. Several randomized controlled trials that evaluate the overall effectiveness of a comprehensive DBT treatment have been published (Linehan et al., 1991; Koons et al., 2001; Linehan et al., 2002; Verheul et al., 2003; Bohus et al., 2003; Linehan et al., 2006). When evaluated against treatment-as-usual control conditions, DBT was superior. While most of this research focused on borderline personality disorders in females, some studies modified DBT for use in other populations and in various settings. These include studies with adolescents and adults in inpatient and forensic settings with various disorders including binge eating disorder, bulimia, anorexia nervosa, chronic depression, and other personality disorders. However, there is very little research on the use of DBT with males or minorities (Lynch & Cuper, 2012).


Cognitive Behavior Analysis System of Psychotherapy

Cognitive Behavior Analysis System of Psychotherapy (CBASP) is a form of CBT that was developed by McCullough (2000) and further elaborated (McCullough, Schramm, & Penberthy, 2015). Basic to this approach is a situational analysis which combines behavioral, cognitive and interpersonal methods to help clients focus on the consequences of their behavior and to use problem solving for resolving both personal and interpersonal difficulties. CBASP was initially targeted for the treatment of clients with chronic depression. A national, multi-site study launched CBASP as an effective treatment. Clients who met criteria for chronic unipolar depression, usually meeting criteria for both major depressive disorder and dysthymic disorder, were randomly assigned to one of three treatment groups: medication only (nefazodone with the trade name of Serzone), psychotherapy (CBASP) only, or a combination of medication and CBASP. While clients in all three treatment conditions improved significantly, those receiving the combined treatment improved the most. Over the 12-week study period, 55 percent of the medication-only group reported a positive response, and 52 percent of the CBASP-only group experienced a treatment response, whereas 85 percent of those who took both medication and received CBASP had a positive response to treatment (Keller et al., 2000).


Theory

A basic assumption of CBASP is that clients can learn to analyze specific life situations and then manage daily stressors on their own. The basic premise of CBASP is simple and straightforward: a therapist assists clients to discover why they did not obtain a desired outcome by evaluating their problematic thoughts and behaviors. In short, therapists assist clients in determining which thoughts and behaviors have gotten in the way of achieving what they wanted. Since there is often a mismatch between what a client wants and what actually occurs in the client's life, the CBASP approach can be utilized with a variety of distressing problems and presentations ranging from child behavior problems and couple's conflict to anxiety disorders and personality disorders, including borderline personality disorder (Driscoll, Cukrowicz, Reardon, & Joiner, 2004). Interestingly, McCullough (2002) noted his reservations to utilizing CBASP with adults with severe borderline personality disorder, particularly those with comorbid chronic depression.


Treatment

The overall goal of CBASP treatment is to identify the discrepancy between what clients want to happen in a particular situation and what has happened or is actually happening. By examining their specific circumstances, clients gradually discover problematic themes and patterns in their lives as well as ways in which they can achieve what is desired.

There are two phases in CBASP treatment: elicitation and remediation. The elicitation phase consists of six steps which are framed by specific questions: How would you describe the situation? How did you interpret the situation? Specifically, what did you do and what did you say? What did you want to get out of the situation, i.e., what was your desired outcome? What was the actual outcome of this situation? And, finally: Did you get what you wanted?

During the remediation phase, behaviors and interpretations or cognitions are targeted for changed and revised so that the client's new behaviors and cognitions will contribute and result in their desired outcome. First, each of the client's interpretations of the situation is assessed to determine whether it helped or hindered the achievement of the desired outcome. Next, each of the client's behaviors is similarly analyzed to determine whether or not it helped or hindered in the attainment of the desired outcome (Driscoll, Cukrowicz, Reardon, & Joiner, 2004).

A modified version of this approach (Sperry, 2005, 2006, 2014) is particularly useful in working with personality-disordered individuals, particularly those who are assessed as low in learning from experiences. Such individuals have not had sufficient experience in learning from their mistakes because they too often engage in emotional thinking rather than in consequential thinking. This modified intervention strategy works by increasing consequential thinking. It focuses the individual's attention on the link between how their negative or self-defeating thoughts and behaviors result in the negative consequence (actual outcome) they end up with instead of the desired outcome that they really want. The strategy includes nine steps which begin with a cognitive and a behavioral analysis and proceed to processing their interpretations and behaviors in terms of their desired outcome or consequence.


Pattern-Focused Therapy

Pattern-Focused Therapy was developed by Len Sperry (Sperry, 2016; 2021). It is derived from Biopsychosocial Therapy which emphasizes pattern identification and pattern change (Sperry, 1998, 2000, 2006), Cognitive Behavioral Analysis System of Psychotherapy (CBASP) (McCullough, 2000), and Motivational Interviewing (MI) (Miller & Rollnick, 2002). Both CBASP and MI are identified as empirically supported treatments by the Society of Clinical Psychology (Division 12) of the American Psychological Association.


Theory

Pattern is the predicable, consistent, and self-perpetuating style and manner in which individuals think, feel, act, cope, and defend themselves (Sperry, Brill, Howard, & Grissom, 1996; Sperry, 2006). Patterns can be maladaptive or adaptive. Maladaptive patterns tend to be inflexible, ineffective and inappropriate, and cause symptoms, impairment in personal and relational functioning, and chronic dissatisfaction (Sperry, 2010). If such a pattern is sufficiently distressing or impairing it can be diagnosed as a personality disorder. In contrast, an adaptive pattern reflects a personality style that is flexible, appropriate, and effective, and is reflective of personal and interpersonal competence (Sperry & Sperry, 2020).

Pattern-Focused Therapy is based on four premises. The first is that individuals unwittingly develop a self-perpetuating, maladaptive pattern of functioning and relating to others. Subsequently, this pattern underlies the client's presenting issues. The second premise is that pattern change is an essential component of evidence-based practice. The third premise is that effective treatment involves a change process in which the client and practitioner collaborate to identify the maladaptive pattern, break it, and replace it with a more adaptive pattern. At least two outcomes result from this change process: resolution of the client's presenting issue and increased well-being and (Sperry & Sperry, 2020). The fourth premise is that replacing non-productive thinking and behaviors with more productive ones, is likely to effectively and quickly lead to therapeutic change than might otherwise occur with directly restructuring cognitions or modifying behavior.


Practice

Pattern–Focused Therapy begins with establishing a collaborative relationship and educating the client in the basic premises of this approach. Central to the assessment and case conceptualization process is the identification of the maladaptive pattern, and then planning treatment that focuses on pattern change. Other key factors considered in planning treatment are level of readiness for change, severity, skill deficits, and strengths and protective factors (Sperry, 2021).

A basic therapeutic strategy in the change process is to analyze problematic situations reported by clients in terms of their maladaptive pattern. Clients are first asked to describe the situation and their resulting interpretations (thoughts) and behaviors. Then, they are queried about their expected outcome in contrast to the actual one that resulted. As therapy begins, clients inevitably report that they did not achieve their expected outcome. Parenthetically, a marker of subsequent therapeutic change is that clients increasingly experience, as a result of shifting to a more adaptive pattern, when they are achieving their expected outcome. They are then asked about their interpretation and if each helped or hurt them in getting what they expected. If not, they are asked what alternative interpretations would have helped them achieve. Their reported behaviors are analyzed as to whether they helped or hurt in achieving their expected outcome. If not, the focus is on identifying alternative behavior which could achieve that end. Finally, the client's level of importance of changing the maladaptive pattern and level of confidence in doing so are assessed and therapeutically processed.

In short, this therapeutic strategy focuses on identifying and changing a maladaptive pattern to a more adaptive one primarily by replacing the non-productive interpretations and behaviors that underlie the maladaptive pattern (Sperry, 2021). Other modalities including cognitive restructuring, behavioral activation, exposure, skills training, reframing, interpretation, etc., might also be employed as adjunctive treatments.


Mindfulness

Mindfulness is a form of awareness in which an individual can focus on thoughts, feelings and experiences in the present moment with an attitude of acceptance and without analysis or judgement. The practice of mindfulness can diffuse negativity, aggression and compulsivity without suppressing emotions or indulging them (Marlatt & Kristeller, 1999). While mindfulness derives from the Buddhist tradition, it has recently been incorporated into medicine and psychotherapy. Since it is associated with developing an awareness of alternative perspectives and reducing habitual response patterns, mindfulness has been proposed as a common factor across various therapeutic systems (Martin, 1997). Linehan (2015) describes the application of mindfulness techniques as a way of integrating acceptance into psychotherapy, emphasizing its association with intentional rather than automatic information processing as well as the non-judging, non-evaluative nature of mindfulness attention. Not surprisingly, mindfulness is incorporated into Linehan's dialectical behavior therapy of borderline personality disorder. Recently, mindfulness approaches have been incorporated in several cognitive and cognitive behavioral treatment interventions including depression (Teasdale, Segal & Williams 2000; Segal, Williams, & Teasdale, 2002), substance abuse (Marlatt, 1994), borderline personality disorder Linehan,1994), panic disorder (Kabat-Zinn et al., 1992), binge eating (Kristeller & Hallet, in press), generalized anxiety disorder (Roemer & Orsillo, 2002), and obsessive compulsive disorder (Schwartz & Begley, 2002). There is mounting research evidence that mindfulness is effective in these disorders as well as medical conditions such as stroke and Tourette's syndrome (Schwartz & Begley, 2002). The extent to which mindfulness has become the core strategy in Teasdale's approach to depression and other disorders is reflected in the name of his approach: “mindfulness-based cognitive therapy” (Teasdale, Segal, & Williams 2000). It is also interesting to note that Young, Klosko and Weishaar's Schema Therapy (2003) has incorporated mindfulness as a key strategy in the treatment of personality disorders.


Schema Therapy

Schema Therapy is an elaboration of cognitive therapy that has been developed by Young (1990; 1999; 2003) specifically for personality disorders, and other difficult individual and couples problems. It integrates elements of Adlerian psychology, behavior therapy, object relations, and gestalt therapy into a systematic approach to treatment. Recently, it has incorporated mindfulness for clients sensitive to the spiritual dimension.

The most basic concept in Schema Therapy is an Early Maladaptive Schema (Farrell & Shaw, 2022). Schemas are defined as broad, pervasive themes regarding one's view of self and of others that were developed during childhood and elaborated throughout one's lifetime. They are enduring and self-defeating patterns that typically begin early in life, although they can also form in adulthood, cause negative/dysfunctional thoughts and feelings, and interfere with accomplishing goals and meetings one's needs. These schemas are perpetuated behaviorally through the coping styles of schema maintenance, schema avoidance, and schema compensation. (Young, 1999).

Young (1999; 2003) has identified 18 schemas. Schemas develop in childhood from an interplay between the child's innate temperament, and the child's ongoing damaging experiences with parents, siblings, or peers. Because they begin early in life, schemas become familiar and thus comfortable. We distort our view of the events in our lives in order to maintain the validity of our schemas. Schemas may remain dormant until they are activated by situations relevant to that particular schema.

These schemas are arranged into five broad developmental categories of schemas called schema domains. Each of the domains represents an important component of a child's core needs. Schemas interfere with the child's attempts to get the core needs met within each domain. Table 1.1 provides a capsule description of these schemas and domains.


Table 1.1 Maladaptive Schemas and Schema Domains


	Disconnection and Rejection


	Abandonment/instability: The belief that significant others will not or cannot provide reliable and stable support.


	Mistrust/Abuse: The belief that others will abuse, humiliate, cheat, lie, manipulate, or take advantage.


	Emotional deprivation: The belief that one's desire for emotional support will not be met by others.


	Defectiveness/Shame: The belief that one is defective, bad, unwanted, or inferior in important respects


	Social Isolation/Alienation: The belief that one is alienated, different from others, or not part of any group.








	Impaired Autonomy and Performance


	Dependence/Incompetence: The belief that one is unable to competently everyday responsibilities without considerable help from others.


	Vulnerability to Harm or Illness: The exaggerated fear that imminent catastrophe will strike at any time and that one will be unable to prevent it.


	Enmeshment/Undeveloped Self: The belief that one must be emotional close with others at the expense of full individuation or normal social development.


	Failure: The belief that one will inevitably fail or is fundamentally inadequate in achieving one's goals.








	Impaired Limits


	Entitlement/Grandiosity: The belief that one is superior to others and not bound by the rules and norms that govern normal social interaction.


	Insufficient Self-Control/Self-Discipline: The belief that one is incapable of self-control and frustration tolerance.








	Other-Directedness


	Subjugation: The belief that one's desires, needs, and feelings must be suppressed in order to meet the needs of others and avoid retaliation or criticism.


	Self-Sacrifice: The belief that one must meet the needs of others at the expense of one's own gratification.


	Approval-Seeking/Recognition-Seeking: The belief that one must constantly seek to belong and be accepted at the expense of developing a true sense of self.








	Overvigilance and Inhibition


	Negativity/Pessimism: A pervasive, lifelong focus on the negative aspects of life while minimizing the positive and optimistic aspects.


	Emotional inhibition: The excessive inhibition of spontaneous action, feeling, or communication—usually to avoid disapproval by others, feelings of shame, or losing control of one's impulses.


	Unrelenting Standards/Hypercriticalness: The belief that striving to meet unrealistically high standards of performance is essential to be accepted and to avoid criticism.


	Punitiveness: The belief that others should be harshly punished for making errors.










Schema Therapy involves identifying maladaptive schemas, deciding on the appropriate level of change, and planning interventions to effect this level or degree of change. Differing levels of schema change are noted: schema reconstruction, schema modification, interpretation and schema camouflage. Schema reconstruction, i.e., maladaptive replacing the schema with a more functional one, is the most extensive level of transformation and often involves long-term treatment, whereas schema camouflage is the least extensive and may be more appropriate goal in shorter-term treatment (Young, 1999; 2003; Farrell & Shaw, 2022).


Structured Treatment Interventions

Unlike schemas that reflect the psychological dimension of personality, temperament, i.e., the innate, genetic, and constitutional aspect of personality reflects its biological dimension. Temperament plays an important role in the regulation and dysregulation of an individual's affective, behavioral and cognitive styles (Sperry & Sperry, 2016). While research shows that medication can modulate or normalize dysregulated behaviors, a similar modulating effect has also been noted for social skills training (Lieberman, DeRisi & Mueser, 1989). Thus, it appears that social skills training is a relatively potent bottom-up treatment strategy for normalizing such limbic system mediated behaviors as impulsivity, aggressivity, and mood lability, to name a few. Sperry (2015) contends that personality-disordered individuals typically exhibit significant skill deficits, and that structured skill training interventions are useful and necessary in successful treatment of moderate to severe personality disorders. Skill deficits can be reversed by the acquisition of requisite in individual and group sessions through practice via modeling, coaching, role-playing, and graded task assignment. Sixteen structured intervention strategies for modifying a personality-disordered individual's affective, behavioral and cognitive temperament styles are described and illustrated in Cognitive Behavior Therapy of DSM-5 Personality Disorders, Third Edition (Sperry & Sperry, 2016). Table 1.2 lists these interventions. An extended description and illustration of these and other ultra brief cognitive behavioral interventions is provided in Sperry and Binensztok (2019).


Table 1.2 Structured Treatment Interventions


	

	Anger Management Training


	Anxiety Management Training


	Assertiveness Training


	Distress Tolerance Training


	Emotional Regulation Training


	Empathy Training


	Impulse Control Training


	Interpersonal Skills Training


	Limit Setting


	Mindfulness Training


	Problem Solving Training


	Radical Openness Skills Training


	Self-Management Training


	Sensitivity Reduction Training


	Symptom Management Training


	Thought Stopping








	 






Transference-Focused Psychotherapy

Transference Focused Psychotherapy (TFP) was developed by Otto Kernberg, M.D. and associates (Clarkin, Yeomans, & Kernberg, 2015) for the treatment of personality disorder, but initially for Borderline Personality Disorder. It is a highly structured, manualized, evidence-based treatment approach (Levy, Yeomans, & Spina, 2022).


Theory

TFP emerged in response to the failure of psychoanalysis to treat personality disorders. While psychoanalysis benefited some individuals, it was not helpful for those with severe personality disorders. In fact, many with personality disorders appeared to worsen with psychoanalysis. Instead of concluding that the treatment method itself might be the cause, many concluded that personality disorders were untreatable. The developers of TFP challenged this belief and went on to modify and tailor the traditional psychoanalytic methods to severe personality disorders.

TFP is based on object relations theory which contends that infants form internal representations of themselves (“self”) and others (“objects”). Typically, these “objects” are early caregivers. These early self-object representations are connected to each other through a dominant affect or feeling. In early stages of infant development, it is posited that positively toned, self-object representations develop separately from negative-toned representations. According to Kernberg, healthy adult personality development requires these split-off, positively and negatively toned object representations to become integrated into a single, cohesive whole. On the other hand, when good and bad representations remain split-off and separate, a disintegrated personality organization, or personality disorder, is likely to result.

Once formed, these object relationship pairs (dyads) serve as a map or template by which later relationships can be understood and enacted. Such internalized object relations are thought to later play out in the individual's life in important relationships. To the extent that an individual has an accurate map or template, a healthy and accurate understanding of future relationships is available. In contrast, when the individual has an inaccurate, “split-off” and polarized map or template, interpersonal problems result. This also applies to the relationship with a therapist. Accordingly, the therapist is able to identify the nature of the problem and its repair (Levy, Yeomans & Spina, 2022).


Treatment

In Transference-Focused Psychotherapy (TFP) the relationship that forms between the therapist and patient is the mechanism of change. This means that the therapeutic relationship itself provides the means to identify and then correct the problematic personality structure. The goal is to provide patients with a corrected template of relationships. This correction becomes possible through the process of “transference” which occurs because the patient draws upon the faulty relationship template formed during childhood. As transference occurs during therapy sessions, the therapist uses this experience as a framework for identifying, understanding, and updating these internal representations or templates. As TFP therapists recognize this transference, they assist patients to understand and to modify these internal representations.

The primary goal of TFP is to assist patients in achieving a corrective emotional experience by means of the therapeutic relationship (Levy, Yeomans, & Spina, 2022). The therapist seeks to create an empathic and soothing relational climate that enables patients to directly experience painful, contradictory, and ambivalent feelings toward the therapist. In this safe and comforting setting, patients learns to confront and tolerate the disturbing feelings that emerge when the chaotic and split-off, self-object representations are activated. This ability to tolerate these highly uncomfortable feelings was not possible as an infant or child. The purpose of this process is to assist the patient to integrate split-off representations of self-and-other into a cohesive whole. The ultimate goal of TFP is identity integration.

TFP differs from the traditional psychoanalytic treatment, in several ways. For one, there is a very specific agenda and therapy contract. The contract addresses the boundaries of the treatment, such as frequency and duration of sessions, phone calls, and procedures when crises arise. The therapist is not simply a passive listener, but instead takes on a very active role in the therapy, asking pointed, clarifying questions, and challenging self-destructive or other negative behaviors. Of particular note is that the focus of treatment is on here-and-now, relational problems. Such a focus helps patients make connections between their present relationship with the therapist, and the current problems they experience with other relationships in their life (Levy, Yeomans, & Spina, 2022).

Furthermore, patients are expected to develop a meaningful and productive life outside of therapy by finding a job, engaging in volunteer work, or continuing in school. Typically, therapy sessions are 45 minutes long and meet twice weekly. When indicated, group treatment or involvement in a 12-step program may be recommended.


Mentalization-Based Treatment

Mentalization-Based Treatment (MBT) was developed by Anthony Bateman and Peter Fonagy for the treatment of personality disorders, particularly for Borderline Personality Disorder (Bateman & Fonagy, 2007; 2009; Bateman, 2022).


Theory

MBT is primarily based on attachment theory wherein the basic premise is that infants have an inborn need to seek closeness with their caregiver. When distressed an infant's attachment behaviors (e.g., smiling, clinging, crying) are activated in an order to elicit the response of soothing from a caregiver. How the caregivers respond greatly influences the development of the child's basic sense of security. Over time, children develop an internal working model of relationships based on their interactions with caregivers, and this model influences other important relationships later in life (Bateman, 2022).

To the extent caregivers respond appropriately in soothing and comforting the child, a secure attachment is formed. As a result of secure attachments, children learn to self-soothe and self-regulate their emotions as they model their caregiver's comforting responses. To the extent the caregivers fail to respond appropriately, an insecure attachment is formed, and the child is less likely to engage in self-soothing and self-regulating behaviors.

Mentalization is the ability to reflect upon, and to understand one's own state of mind. It is the insightful understanding of what and why one is feeling. Mentalization develop because of the caregiver's empathic and insightful response to a child's distress. It is learned through the experience of a secure attachment.

Mentalization is a critical coping skill necessary for effective emotional regulation. For all practical purposes, mentalizing is like hitting the “pause” button. For example, the experience of a powerful negative feeling is usually coupled with an intense urge to act or respond. The ability to briefly tolerate that powerful feeling and to reflect on it can effectively deter one from acting on that intense urge. Since the defining characteristic of a personality disorder is relational difficulties, personality-disordered individuals typically have deficits in these critical skills. A basic premise of MBT is that mentalization must be learned to correct relational difficulties. Accordingly, a basic goal of MBT therapy is to increase the capacity for mentalization. necessary skill (Bateman, 2022).


Treatment

Typically, this is how MBT therapy works. It begins with the development of a warm and empathic therapeutic alliance which provides the context for learning the skill of mentalization. Then, the therapist actively encourages the patient to reflect upon current relational interactions. This includes interactions within therapy sessions. The mind of the patient becomes the focus of treatment in that patients come to know and understand what their minds are thinking. They also learn to identify and label the feelings associated with what they are thinking. They learn to evaluate errors and misjudgments in themselves and others that have led to negative consequences. Usually, individuals sessions are scheduled on a weekly basis as are group sessions in which group members learn from one another (Bateman, 2022).


Developmental Therapy

As increasing numbers of individuals seek or demand that psychotherapy help them to improve personal, relational or professional performance, in other words, to become more fully functioning, therapists and focused therapies will rise to the occasion. The developmental focus in psychotherapy that begin to emerge in the 1960s and 70s (Blocher, 1974; Shostrum, 1976) and was subsequently eclipsed is now being retrieved (Cortright, 1997; Blocher, 2000; Sperry, 2002; 2016). Such a developmentally focused approach conceptualizes an individual's needs and concerns on a continuum ranging from pathological states to growth states.

The developmental perspective is particularly compatible with the treatment of personality disorders, in that it conceptualizes problem-oriented and growth-oriented needs and views in dimensional rather than in categorical terms, i.e., on a continuum from the low to high level of functioning: disordered, adequate, and optimal functioning (Sperry, 2002).Such a developmental–dimensional perspective is superior to the current DSM-5-TR categorical distinction between pathological functioning vs. normal functioning or optimal functioning. While it is true that third party payers may not easily be convinced that it is immediately in their best interest to reimburse for therapy that focuses on optimal functioning, such a developmental–dimensional conceptualization can serve to not only guide therapists’ decisions for optimizing treatment but also to guide outcomes research on the cost-effectiveness of such treatment. A brief overview of these three levels of functioning for each of the ten personality styles–disorders are presented in Table 1.3.


Table 1.3 Developmental Levels of Personality: Optimal, Adequate, and Disordered


	OBSESSIVE

	



	Optimal


	Conscientious but spontaneous individuals who balance personal integrity with generosity, hopefulness, and kindness




	Adequate


	Less perfectionism and rigidity in tasks and relationships with some degree of emotional involvement




	Disordered

	Perfectionism and feeling avoidance that interferes with task completion and relationships; overly rigid thinking and attitudes; pessimistic and stingy




	HISTRIONIC

	



	Optimal


	Having found the love they seek within themselves, they are altruistic and giving without expecting reciprocity




	Adequate


	While fun loving and often impulsive, they can delay gratification and be emotionally appropriate much of the time




	Disordered

	Uncomfortable in situations in which he or she is not the center of attention




	NARCISSISTIC

	



	Optimal

	Energetic and self-assured without expecting special treatment or privilege




	Adequate


	Confident, yet emotionally vulnerable, and favor special treatment or privilege




	Disordered

	Manifests a grandiose sense of self-importance and demand special privilege




	AVOIDANT

	



	Optimal


	While sensitive to interpersonal cues and possessing a keen intuition about others, they are nonetheless respectful and compassionate toward others




	Adequate


	Maintain a reserved demeanor around others, because they are sensitive and concerned about others’ opinion of them




	Disordered

	Avoid social and work-related activities that involve significant interpersonal contact because of fear of criticism, disapproval, or rejection




	SCHIZOID

	



	Optimal


	Deeply grounded in themselves, they are emotionally connected to the world




	Adequate


	Reasonably comfortable being around others, provided there are limited demands for intimacy or emotional connectedness




	Disordered

	Neither desires nor enjoys close relationships




	DEPENDENT

	



	Optimal


	May seek out the opinions and advice of others when making major decisions, but the decisions they make are ultimately their own




	Adequate


	Have the capacity to be responsible and make decisions, but still seek out and rely on others for help and advice




	Disordered

	Need others to assume responsibility for most major areas of their life




	ANTISOCIAL

	



	Optimal


	Have the gift of gab and easily befriend others, although they may not offer much depth to these relationships




	Adequate


	Earn respect by acting honorably and with compassion, by using power constructively, and by promoting worthwhile causes




	Disordered

	Exhibit aggressive, impulsive, self-serving and irresponsible behavior




	BORDERLINE

	



	Optimal


	Sensitive, introspective, and impressionable individuals who are very comfortable with their feelings and inner impulses




	Adequate


	They quickly and easily engage in relationships and are sometimes hurt and rejected in the process




	Disordered

	Display frantic efforts to avoid real or imagined rejection and abandonment




	SCHIZOTYPAL

	



	Optimal


	Possess the unique capacity to view situations and life differently so as to benefits others




	Adequate


	Immersed in the unique and unusual, irrespective of whether it has any socially redeeming value.




	Disordered

	Exhibit odd, eccentric or peculiar behavior, thinking and speech




	PARANOID

	



	Optimal


	Highly observant and discerning, they can defend themselves without losing control or becoming aggressive




	Adequate


	Thin-skinned, they are rather sensitive to and hurt by criticism




	Disordered

	Suspicious, without sufficient basis, that others are exploiting, harming, or deceiving them






A protocol for conducting developmental therapy focused on increasing optimal functioning is described by Sperry (2002; 2016). Other developmental approaches for fostering optimal functioning have been described by Cortright (1997) and Blocher (2000).


Medication Strategies

Traditionally, the use of medication in the treatment of personality disorders was viewed as limited. Medication tended to be utilized only for a concurrent clinical disorder such as Bipolar Disorder or a target symptom like insomnia. This view is rapidly changing. Today, a growing number of psychopharmacologists believe that psychopharmacological treatment can and should be directed to basic dimensions that underlie the personality. Psychopharmacological research on treatment of selected personality disorders has grown rapidly in the past few years (Reich, 2002; Sperry, 2003; Marin, Foster, & Goodman, 2022). Until recently, medication treatment of personality-disordered individuals has been largely empirical, that is largely trial and error. The reason is that there are still no specific drug treatments for DSM-5-TR personality disorders except for avoidantm borderline, and schizotypal personality disorder (Silk & Fuerino, 2012; Black, Zanarini, Romine, Shaw, Allen, & Schulz, 2014).


Combined and Collaborative Treatment

There is growing consensus, among all segments of the mental health community, that effective treatment of the personality disorders involves combining treatment modalities and integrating treatment approaches (Sperry, 2006; Winkeller & Schlesinger, 2021). In many treatment centers, this means individual therapy is combined with group therapy or psychoeducation groups, and it may include medication or other modalities. Combining medication with individual and group modalities tends to increase effectiveness. Such efforts to integrate various approaches, as well as to combine treatment modalities, would have been considered heretical just a few years ago. Now, integrating and combining treatments is an emerging consensus that reflects the immensity of the “paradigm shift” that is occurring (Beitman, 2003; Sperry, 2003).



Trends in Personality Disorders Research and Training

This section evaluates the trend and developments in both research and clinical training. Overall, following the publication of the DSM-5 Alternative Model of Personality Disorders in 2013 research on personality disorders began to increase. However, training of students and clinicians in the assessment, diagnosis, and treatment of the personality disorders in both graduate programs and clinic sites did not appear to increase appreciably.

Research

Then, “personality disorder (PD) research was poised to become the vanguard of psychopathology science in an era marked by the profound influence of personality on psychiatric taxonomy, driven by transformative changes in PD diagnosis…However, today, the field presents a stagnant panorama, marked by a conspicuous lack of advancement in methodologies, conceptual frameworks, and consequential implications for therapeutic interventions” (Hopwood, Kaurin, & Pincus, 2024). Fueling the apprehension and pessimism of Hopwood and associates are two factors. First, is the lack of appeal that PD research has for young clinical scientists largely because of narrow research focus and outdated methodology. Second is the perceived limited clinical relevance of current research. (Hopwood, Kaurin, & Pincus, 2024). There are some recommended courses of action for reversing this downward trend.

The first is that future research focus and methodology would do well to “incorporate the most recent insights in the field of personality pathology development. These consist of a more comprehensive, integrative, and lifespan-informed view of personality pathology that explains the development of personality pathology and how it interdigitates with other common forms of mental illness. We suggest tailored methodological techniques that match the complexity of non- linear and reciprocal personality development, as well as interventions that focus on specific features and patterns of personality pathology that arise at different developmental epochs” (Johnson & Vanwoerden, 2021, p. 7). These authors believe that the field is “at the cusp of a new era in understanding PD development that will open the door to effective prevention efforts that stave off the burden of PDs earlier in life” (Johnson & Vanwoerden, 2021, p. 7).


Training

As to the matter of training graduate students and practicing clinicians in the effective assessment, diagnosis, case conceptualization, and treatment implementation of the personality disorders, it appears that little progress has been forthcoming. While clinicians in the past decades have become less pessimistic about the treatability of patients with personality disorders, training has neither increased nor appreciably improved. Although it is no longer common for instructors to tell students “Borderline Personality Disorder is untreatable” instructors seem more focused on teaching interventions and strategies for common symptom disorders like depression, anxiety, and PTSD than interventions and strategies for personality disorders. Such teaching too often reflects the structure of the textbooks used by these instructors, in which the Personality Disorder is placed near the end the textbook after the symptom disorders. This is how the DSM-5-TR is structured. Because I believe that patients’ personality and personality pathology inform their clinical presentation, the chapter in my psychopathology textbooks on personality disorders comes before the symptom disorder.

Commenting on the importance of training students and clinicians in the effective treatment of personality disorders, Johnson and Vanwoerden (2021) concluded:


Unfortunately, personality disorder treatment and research are not commonly taught among training programs. Given the prevalence of PDs and their costliness to society, further training and education of clinicians regarding PDs might reduce stigma, alleviate burnout, improve early detection and intervention, and lessen the overall burden of PDs on individuals, carers, healthcare providers, and society at large.

(Johnson & Vanwoerden, 2021, p. 6)



Training research suggests that education and training must be multifaceted meaning that it occurs in graduate training and supervision as well as targeting trainees and practitioners at clinic sites. This means instituting policies and practice that modify a training program's and clinic's culture to foster positive attitudes and provide clinicians with the clinical skills and administrative support to utilize effective treatment interventions with personality-disordered patients (Klein, Fairweather & Lawn, 2022). More specifically, “this review suggest that education and training as a stand-alone strategy is unlikely to be sufficient to instill adequate and sustained changes in health practitioners’ attitudes and practice in BPD. Rather, a system-wide approach to tackling structural stigma at both the macro- and micro-levels of institutions is required, including implementing coordinated and targeted changes to organizational leadership approaches, policies, culture, and practices” (Klein, Fairweather, & Lawn, 2022, p. 16). Although this research focused on BPD, the findings are applicable to other personality disorders.

So, it is not just about whether an instructor is committed and prepared to teach students how to accurately diagnose, conceptualize cases, and implement tailored treatment with personality-disordered individuals, it is as much about the training program's culture, commitment, and support of faculty who provide this instruction. Such system dynamics are powerful. Similarly, these system dynamics are operative at clinic sites, which will either encourage and support clinicians and trainees to competently and effectively collaborate with personality-disordered patients to effect needed change in their lives.



Structure of Subsequent Chapters

Each chapter is divided into five major sections: overview, description, case conceptualization, assessment, and treatment. The overview section provides a brief historical sketch of the disorder including its evolution in DSM. It also reports an incidence/prevalence data on the disorder.

The section on Description provides an extensive discussion of the particular personality disorder in biopsychosocial terms. Emphasized are aspects of temperament such as cognitive style, emotional style, behavioral style, and interpersonal style. To assist the clinician in both establishing whether the presentation is one of disorder or style, and what the profile of successful treatment of the disorder would look like, descriptions, characteristic features and case examples of both the personality style and disorder are provided. Included are DSM-5-TR descriptions, prototypic descriptions, and prevalence data. Case conceptualizations can be thought of in terms of diagnostic, clinical, cultural, and treatment formulations (Sperry, Gudeman, Blackwell, & Faulkner, 1992; Sperry & Sperry, 2020). This section represents a diagnostic formulation of the disorder.

The next section contains five different case conceptualizations of the disorder.
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