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The Lost Years

By L.M.

My life began in a seemingly ordinary way. But it didn’t remain that way for long. I was born the second out of three girls into a strict European family where the motto was “yours is not to question why, yours is just to do or die.” The rules were strict and nonnegotiable. I was never permitted to show any anger or sadness. Ours was a family ruled by fear, with a splash of Catholic guilt to “straighten us out.” I learned early that the only way to survive was to follow the rules of authority without question, never express anger, and never ever let them see me cry. A great part of my early childhood went by in a blur. I never questioned them or told them no. They were the adults to be followed without argument. They told me that anything that happens under their roof stays there. It was a perfect breeding ground for a wide variety of emotional issues.

When I was young, my grandfather abused me. He called it playing big girl games. He said it was a way to prove that I loved him and that I was his little angel. Over the next several years his “games” continued.

In high school, when I was 14, my grandfather died. I remember this day even though most of my life was buried. I was supposed to babysit that night and was going to say good-bye to him. He had made comments about my body changing and that he wanted to see it. For the first time I said no. I ran away as the car that was picking me up honked. I felt relief that I could escape for the night. The next morning I got the phone call that my grandfather had been taken to the hospital. He had a massive heart attack and didn’t make it. I spent the next several years blaming myself for killing him by saying no to him. Shortly after, I had my first experience with the school psychologist.

It happened purely by accident. By this time I had started to make small scratches on the inside of my left arm. While in driver’s education, my teacher asked about the scratches on my arm. From where he was sitting, he had a good view. Panic set in. I thought, “What do I tell him? I can’t tell him the truth.” I said, “It’s nothing. I was playing in the woods and got scratched.” Before the day was over, I was called to the nurse’s office. I figured I would tell her the same thing that I told the teacher. She gave me some bullshit story that she wanted to see them to make sure that the scratches didn’t get infected. Next thing I know she is on the phone with the social worker, saying, “She’s here in the office, now—could you come by?” The social worker showed up and asked what had happened. She said that some people do this because they are being abused at home. She asked me if that was happening. I looked her in the eyes and said, “No. I was playing in the woods and got scratched.” She called the school psychologist into the room. My panic level was so high I felt like I was going to jump out of my skin. The room became blurry; I felt fuzzy. They said that they had to tell my parents about this. I pleaded with them not to. I choked on my fear and felt like I was going to throw up. I got up and tried to bolt. The social worker had moved in front of the door to block my exit. I yelled at her. “You bitch. Get out of my way.” She tried to grab my arm. I recoiled—it felt as though I had been burned. They gave me a choice. They would call my parents or I could tell them, as long as they called the nurse in the morning to prove that I had told them. I got her back later. After school, I stayed late. I tried to figure out how to tell my parents in a way that was all fluff and no substance. I couldn’t tell them the truth. They wouldn’t do anything, and I would be killed. Several years before my older sister told my parents about what our grandfather had been doing. They went into my grandparents’ kitchen and closed the door. I heard screaming coming from behind the door. I heard my grandfather being hit. After several minutes, my parents stormed out of the room right past me. Nothing was ever said about the “incident.” My parents continued to let him live in their home and never asked if he was still abusing me. He was, and they didn’t even bother to do anything to stop it. They handled this situation in the same way that they handled everything else. They beat the crap out of the guilty party and expected me to be happy about it. Why would I even bother trying to tell them the truth about what my grandfather did?

I was going out to the bus stop to take the late bus home, but there across the street was my mother’s van. I started to panic. Should I pretend that I didn’t see her? Should I just bite the bullet and tell her the bullshit story that I had concocted? I decided on the latter. She took me to the lake behind the school and asked, “Why would you do that? Haven’t your father and I always treated you three the same?” I told her that yes they had. I told her that I didn’t know why I had done that. I told her that it made me feel better. When I went back to school the next day, I hunted down the people that had lied to me. I told them exactly how I felt. “You lied to me. You expect me to tell you what is going on with me when you can’t even keep your mouth shut for one day? You expect me to trust you when you went back on your word? Think again.” A few weeks later, I stayed after school, as I had done so often, to avoid going home. I walked silently into the social worker’s office. I had just cut my hand with a piece of glass so that I could bleed on her newly washed floor. She must have heard something because she called out, “Hello … anyone there?” I didn’t answer. I just let my hand drip blood on her clean floor and walked out.

I wound up spending several hours sitting in the school shrink’s office. I looked him straight in the eyes and lied to him, saying, “Nothing is happening at home.” What was he going to do—beat an answer out of me? My father and mother already tried that. I didn’t even feel the physical pain anymore. I was so numb. There was no one who could hurt me any more than I had already been hurt. In my head, I would repeat, “You do not exist in my world. You can’t touch me.” I finally graduated from high school without having divulged my secret. I lost a lot of time. My memory was like Swiss cheese. I was accused of having done things or said things that I swore I had never done or said. Truth is, I didn’t remember most of my life. There were moments here and there, but nothing made sense. I felt as though a stranger was living my life and I had no control over what this person did or said.

I went away to college in Iowa, relieved that I could leave my family and escape several hundred miles away. I was hoping for a new start. Maybe I could stop cutting to relieve the pressure inside. Maybe I would not be so numb that the sting of a razor’s edge was the only thing that I could feel. Maybe I could crawl out of the fog that was always threatening to consume me. Maybe I wouldn’t have the dark emptiness inside. Maybe, just maybe, I would find someone that could understand why I felt so crazy inside. This hope didn’t last long—only a few weeks. I was back to cutting to feel real. I even went so far as to paint pictures in my own blood and hang them on my side of the dorm room. My dorm mate was not happy. She reported me to the director of the dorm. I couldn’t stop the stranger that was living my life from cutting. I just didn’t let anyone see the cuts. At around the same time, I had met a guy. He was nice enough at first. I thought that this is what every young woman did. I had never dated before this, so I didn’t know what to expect. He started pressuring me to have a sexual relationship. I told him I was a virgin, but he was confused that I knew how to physically please him. He never wanted to touch me because he thought that was “disgusting.” This only fed into the core beliefs that I had that my body is disgusting and had only one purpose: to be used. He asked me to dress up in revealing clothes, and pretend that I was sleeping so that he could pretend to sneak into the room and have his way with me. He wanted me to fight back. Sometimes he would tie me up before sex. I went along with it because I didn’t know that I could say “no.” He would say that I was his f#$* doll. It all seemed familiar—as though I had done this before. I couldn’t remember where or how.

During my sophomore year, I took a developmental psychology class. In this class, we were learning about using art to help children express their feelings. We also learned what would be considered to be red flags when children were in trouble or there was a possibility of abuse at home. I felt as though a train had hit me. I thought, “I have a lot of those signs in behavior and in my poetry.” I talked to the professor after class to find out ways to make sure that these behaviors were indeed red flags. I knew only that my parents used to beat me at home. I also knew that my grandfather had sometimes touched me inappropriately. I had no idea that this was only the tip of the truth.

My problem with cutting became increasingly worse. The cuts were never deep enough to make me feel like I was alive. I lived day to day in a fog, where nothing felt real. I called it my “unreal reality.” I also started to restrict food and purge when I did eat. In an effort to become less attractive to my boyfriend, I had lost 10 pounds in a few weeks. I wanted to be invisible. The cutting became so frequent, as did my desire to end the miserable existence that I had created. My first trip to a psych ward was a result of cutting too deeply. They were able to keep me there on 24-hour observation. They went through their standard questions. I lied to get out of there by telling them that I wasn’t trying to kill myself. I told them I didn’t know why I cut except that it made me feel more real. They finally let me out AMA (against medical advice). I had to follow up with the psychiatrist. I agreed to see him once a week. At some point, he tried to tell me that I had dissociated myself from my childhood experiences. That’s why I could not remember any of it. I told him that the reason I couldn’t remember was because there was nothing to remember. I had a small problem with food. I had a difficult time with remembering where I was sometimes. I forgot what I said sometimes or what I had done. I admitted that my parents treated me horribly while I was growing up. I also admitted that my grandfather had sometimes touched me inappropriately.

I spent the next 3 years in and out of the hospital because of cutting, suicide attempts, and my eating disorder. I had a difficult time concentrating, but somehow I managed to graduate from college. The worst part of it was that I lived every day like I was surrounded by a fog that kept trying to consume me. I felt as though I had rocks tied on my feet. They were so heavy that I could hardly move. I noticed that I found strange things appearing in my room. There were baby blankets, pacifiers, and an entire set of art supplies, to name a few. I know that I had not purchased them, so how did they get there? I never spoke of these things to anyone. How would I explain how they got there? I hid them from my boyfriend, and he never found out. I had been with the same person for 6 years. How would I tell him about my memory problems?

I had secretly started seeing an older woman. She seemed kind and nurturing. She never forced me to be sexual or do things that I didn’t want to do. I finally moved out of my boyfriend’s house and moved in with the older woman. During the 3-year relationship I had with her, I never once was afraid that I would wake up in the middle of the night with someone trying to have sex with me. It was quite the opposite. At first she was very kind. After several months, I felt like she was smothering me. I was constantly taking care of her and her house. I did all of the cleaning and cooking while working full-time. I became more involved with cutting and not eating. It was as though she was sucking all of the energy out of me. My weight dropped lower and lower. I stayed in the second bedroom with the door closed. I couldn’t stand to be touched. Every time anyone came near me, I would recoil. I felt as though someone had shocked or burned me. I finally had to quit my job at a day care center. I couldn’t lift the kids anymore, and my brain was not working properly. I could not concentrate at work and decided that it was not right to risk the welfare of the children that depended on me to keep them safe.

I quit therapy and decided I had nowhere to go. I could stay with this woman who sucked the life out of me, or I could go back to live with my parents and get treatment for my eating disorder. I knew somewhere inside that I would not survive much longer. The way I saw it, I had three choices: I could stay where I was at and wait to die, I could end it all quickly, or I could ask my parents for help. Some part of me did not want to die and fought to keep me alive. Somehow, I made the decision to ask my parents for help. Somehow, I got into treatment. I don’t regret that choice because I am physically and mentally healthier than I ever have been before. I am fortunate to have found the right therapist and the right treatment. I am convinced that I would not be alive had some higher power not intervened. I am choosing healthier relationships. The road is not always easy, and at times I find myself slipping into old habits. But, I am not there as long because I have been offered more effective ways of coping. I just need to make the decision to take the healthier path.
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Introduction

RANDY A. SANSONE, MD

JOHN L. LEVITT, PHD

The juncture between personality disorders and eating disorders truly remains one of the challenging frontiers in the eating disorders field. Almost all eating disorder clinicians have pondered this perplexing relationship and grappled with the treatment implications of working with patients with both eating and personality psychopathologies. We first attempted to globally explore this frontier in a special edition of the journal Eating Disorders: The Journal of Treatment and Prevention. It is not surprising that this special edition generated even more questions for us, which served as the impetus for this edited book on personality disorders and eating disorders.

In developing a strategy for this volume, we intentionally sought to blend together two disciplines of experts—those anchored in the field of personality pathology and those anchored in the field of eating disorders. In doing so, we anticipated an elite volume consisting of a unique merger of talented and well-qualified experts in their respective fields. We believe that we have achieved this.

In the first chapter of this volume, Martina Jovev and Henry Jackson provide a robust introduction to personality conceptualization and the intricacies of personality disorder diagnosis. These authors dialogue categorical versus dimensional models of personality assessment, the difficulty of assessing maladaptiveness in Diagnostic and Statistical Manual of Mental Disorders Axis II disorders, and the role of cultural influences on personality. In the second chapter, we review the prevalence of personality disorders among those with eating disorders and provide a literature-review-based summary.

Chapters 3 and 4 explore some of the etiological issues related to personality disorders and eating disorders. Given that many Axis II disorders appear to have various degrees of genetic predisposition, the focus is on other aspects of etiology. Angela Favaro and Paolo Santonastaso discuss the intriguing coexistence of impulsive and compulsive personality traits in patients with eating disorders. We discuss the unfortunate role of childhood trauma as a risk factor for certain types of personality disorders, which in turn appear to function as subsequent risk factors for particular types of eating disorders.

Chapters 5 and 6 of this volume review patient assessment. Stephanie Stepp, Rebecca Schwartz, Marika Solhan, and Timothy Trull provide us with a unique overview of the available assessment tools for use in this comorbid population. Kelly Vitousek and Roxanna Stumpf deftly tackle the challenges of assessing personality functioning in acutely ill patients with eating disorders.

Based on the literature analysis in Chapter 2, the next three chapters provide the reader with an overview of the personality pathologies most commonly encountered in individuals with eating disorders—specifically, obsessive-compulsive, borderline, and avoidant personality disorders. Parinda Parikh and Katharine Halmi review obsessive-compulsive personality disorder, contrasting it with obsessive-compulsive disorder. We review borderline and avoidant personality disorders, emphasizing the potential adaptive roles of eating disorders in patients with these Axis II phenomena.

Justifiably, the largest section of this book is devoted to treatment. We wanted to provide the reader with various approaches to clinical intervention, and we have attempted to do so. However, with the exception of the suggested treatment strategies for borderline personality disorder, few of which are empirically supported, the clinical literature in this area is very sparse. Janice Russell begins this section by reviewing a multicomponent treatment strategy for the many patients with eating disorders that clinicians encounter with comorbid obsessive-compulsive personality traits or disorder. The next two chapters focus on the treatment of comorbid borderline personality disorder. Given that there are a variety of approaches to this Axis II disorder, we selected two approaches, because of space limitations. Specifically, John Levitt discusses the self-regulation approach, a well-rounded model for the treatment of this population. Lori Sansone and Randy Sansone discuss an eclectic approach to the treatment, which readily accommodates the various clinical variations observed in those with borderline personality disorder. As for those patients with comorbid avoidant personality disorder, because of the absolute dearth of information, Hendrik Hinrichsen and Glenn Waller literally introduce to the literature a treatment strategy. Finally, we finish with a discussion of a medication treatment strategy for eating disordered individuals with personality disorders.

The final chapter of this volume focuses on treatment outcome—an aspect of intervention that all clinicians yearn to know about. Specifically, what can clinicians realistically expect in terms of treatment outcome in this population? Kenneth Bruce and Howard Steiger adroitly and explicitly address this issue.

As we completed this project, we became poignantly aware that this is just the beginning. Patients with both eating disorders and personality disorders are truly an uncharted clinical frontier. Each author in this volume has been an explorer, trying to tease out a viable clinical path. We believe that they, the authors, have done a remarkable job in an area with little preexisting data. Although they have, we hope, cut an approximate path through this frontier, we clinicians remain explorers, as well, encountering an ever-changing landscape, trying to do the best that we can for our patients.


Note
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The concept of personality disorders (PDs) has existed for some time, although PDs have typically been considered as disorders of exclusion—that is, specifically to the exclusion of psychosis or neurosis (Jackson, 1998). However, the importance of PDs in clinical practice was dramatically emphasized with the inclusion of Axis II in the Diagnostic and Statistical Manual of Mental Disorders–Third Edition (DSM–III; American Psychiatric Association [APA], 1980). Since the advent of the DSM–III, PDs have been separated from the great majority of mental disorders and represented as distinct diagnostic categories on a distinct diagnostic axis (Axis II). This innovation has forced clinicians to think of PDs as (a) coexisting with Axis I disorders such as depression or panic disorder, (b) predisposing individuals toward developing specific Axis I disorders, (c) complicating Axis I presentations, and/or (d) complicating treatment response to Axis I disorders (i.e., interfering with or preventing treatment).

The Diagnostic and Statistical Manual of Mental Disorders–Fourth Edition (DSM–IV; APA, 1994, p. 629) operationalized the criteria for the various PDs and defined a PD as “an enduring pattern 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 adulthood, is stable over time and leads to distress or impairment.” This definition explicitly emphasizes notions of convergent validity, inflexibility, temporal stability, pervasiveness, maladaptiveness and impairment, and subjective distress.

There are two major nosological systems that include PDs—the DSM and the International Classification of Diseases (ICD-10; World Health Organization, 1992). The DSM–IV (APA, 1994) identifies 10 distinct PDs and assigns them to three PD clusters: Cluster A (odd or eccentric: paranoid, schizoid, and schizotypal), Cluster B (dramatic or erratic: antisocial, borderline, histrionic, and narcissistic), and Cluster C (anxious or fearful: avoidant, dependent, and obsessive-compulsive). The ICD-10 (World Health Organization, 1992) identifies nine specific PDs that approximate the DSM system but does not group them into clusters (see Table 1.1). The present chapter focuses on research undertaken using the DSM PD rubrics.

Table 1.1 Comparison of the Classification Systems for Personality Disorders in the Diagnostic and Statistical Manual of Mental Disorders–Fourth Edition (DSM–IV) and International Classification of Diseases (10th ed.; ICD–10)
	
Diagnostic Criteria

	
DSM–IV
	
ICD–10

	
Diagnostic criteria for a personality disorder refer to behaviors or traits that are characteristic of the person’s recent and long-term functioning since early childhood.
	
Diagnostic criteria include a variety of conditions that indicate a person’s characteristic and enduring patterns of inner experience (cognition and affect) and behavior(s) that differ markedly from a culturally expected and accepted range.

	
Personality disorder describes a constellation of behaviors or traits that cause either significant impairment in social or occupational functioning or subjective distress.
	
	
Classification of Personality Disorder

	
DSM–IV
	
ICD–10

	
Cluster A
	
	
 Paranoid
	
Paranoid

	
 Schizoid
	
Schizoid

	
 Schizotypal
	
	
Cluster B
	
	
 Antisocial
	
Dissocial

	
 Borderline
	
emotionally unstable

	
 Histrionic
	
Histrionic

	
 Narcissistic
	
Other (Narcissistic)

	
Cluster C
	
	
 Avoidant
	
Anxious (Avoidant)

	
 Dependant
	
Dependant

	
 Obsessive-compulsive
	
Anankastic



Within the DSM system (APA, 1980, 1987, 1994) there are four assumptions about the nature of personality and PDs: (a) that there is a point of discontinuity between normal and abnormal personality, (b) that this point can be demarcated by satisfying a number of measurable criteria that are valid for all cases, (c) that there are qualitatively different and mutually exclusive “types” or “categories” of PDs, and (d) that the diagnostic criteria for any specific PD are polythetic, meaning that an individual needs to meet a specified number of stipulated criteria to attain a specific PD diagnosis but not necessarily all of the criteria or a specific combination of the stipulated criteria.

Practice Point

With the DSM classification system, a person with a specific PD, say, borderline personality disorder (BPD), may have a dissimilar presentation from a second person also diagnosed with BPD, because each person may have been accorded a different “constellation” of BPD criteria (i.e., a person needs to meet only any five out of nine BPD criteria to achieve a full diagnosis of BPD).



Chellenges to the DSM PD Concepts

There are a number of challenges or issues pertaining to the DSM PD categories, including the reliability of the DSM PD categories, the validity of the PD construct, the role of maladaptiveness in the conceptualization and diagnosis of PDs, the distinctness of criteria between different PD categories, and the development of measures to assess PDs.


The Reliability of the DSM PD Categories and the Validity of the PD Construct

Since the inception of the DSM–III (APA, 1980), the status of PDs as mental disorders has been questioned on two major grounds (e.g., Livesley, Jackson, & Schroeder, 1992; Schroeder & Livesley, 1991). The first issue is the reliability of Axis II diagnostic categories, and the second is a more fundamental concern about the validity of PDs as a distinct construct.

Despite operationalized diagnostic criteria, the categorical nature of the DSM PDs (APA, 1980, 1987, 1994) has been criticized for poor reliability among clinicians when used in unstructured interviews and only fair reliability across structured interviews (Perry, 1992). It has been proposed that the low reliability of the PD diagnoses and their associated co-occurrence with other PDs is due to the artificial nature of the PD categories. Although many individuals display evidence of personality dysfunction, only a few actually meet full diagnosable criteria and receive a categorical diagnosis. As such, the categorical judgments of the DSM system may result in a loss of information that may be vital to treatment planning (Kass, Skodol, Charles, Spitzer, & Williams, 1985) as well as compromise the reliability and validity of the PD diagnosis (Widiger, 1992).


Validity of PDs

In addition, the DSM system of categorizing PDs is challenging because of problems with multiple PD diagnoses and PD overlap. Empirical studies suggest that the average number of PD diagnoses per patient with PD appears to be closer to four rather than one (de Girolamo & Reich, 1993). Furthermore, the degree of similarity observed between the factor structures across personality disordered and non-personality disordered individuals provides evidence that particular dimensions of PDs are organized in a similar way in the two populations (Livesley et al., 1992; Schroeder & Livesley, 1991).

Such research indicates that there may not be a clear demarcation between one PD and the next. Thus, individual categories may fail to adequately capture the concept of a PD, resulting in a substantial overlap between the types of PDs, as well as a substantial number of multiple diagnoses (Skodol, Rosnick, Kellman, Oldham, & Hyler, 1988). Although on their own these studies do not oppose the categorical model, they do suggest that such a model may not adequately capture individual personality dysfunction with only one PD type and that the categorical system may force distinctions that may not otherwise exist (Widiger, 1993).

A second line of criticism has questioned if PD categories represent diagnosable forms of abnormality. Widiger, Sanderson, and Warner (1986) suggested that the categorical diagnoses in the DSM do not appear to identify distinct classes of individuals and that these categories do not define discrete disorders. In support of this viewpoint, Livesley et al. (1992) found that the dimensions of PDs are organized in a similar way in “normal” and personality disordered populations (Livesley et al., 1992; Schroeder & Livesley, 1991).

Practice Point


There may not be clear distinctions between normal and abnormal personality. Thus, clinicians may not agree on the presence or absence of a PD. In addition, individuals may meet the criteria for more than one PD, and there may be overlap between the various PDs.




The Role of Maladaptiveness in the DSM

At the core of a DSM PD diagnosis is the concept of disordered functioning, which reflects the need for clinicians to assess the impact of personality styles on day-to-day life. The DSM–IV states that personality traits are diagnosed as a PD only when they are “inflexible, maladaptive, persisting and cause significant functional impairment or subjective distress” (APA, 1994, p. 630). The delineation of personality traits as being adaptive or maladaptive is essential, as it provides a large part of the justification for defining PDs as mental disorders.

Despite its importance, maladaptiveness has an ambiguous role in the DSM diagnostic system. First, it is not specifically included in all the criteria sets for individual PD diagnoses. For example, some of the individual criteria sets refer to social dysfunction, such as BPD (“a pattern of unstable and intense interpersonal relationships characterized by alternating between extremes of idealization and devaluation”; APA, 1994, p. 654). Yet other criteria sets include features that may not be directly considered as dysfunctional, as in avoidant PD (“unusually reluctant to take personal risks or to engage in any new activities because they may prove embarrassing”; APA, 1994, p. 665). Consequently, the primary diagnostic emphasis is often given to the number of traits satisfied rather than to determining if a set of traits results in significant maladaptiveness.

Second, the maladaptiveness criterion as stated in the DSM–IV offers little help in delineating PDs from normal personality traits. The DSM–IV even suggests that some personality traits may be adaptive in certain environments—“paranoid traits may be adaptive, particularly in threatening environments” (APA, 1994, p. 637). At the same time, the DSM noted, “Only when traits are inflexible, maladaptive, persisting and cause significant functional impairment or subjective distress do they constitute PDs” (APA, 1994, p. 630). However, the DSM does not provide specific criteria as a basis on which to judge particular descriptors as maladaptive. In reality, personality traits may be considered to be (a) inherently maladaptive, (b) maladaptive only above a certain level, and/or (c) maladaptive only in certain contexts. As such, at least part of the reason for the low reliability of the DSM diagnoses may be the inherent lack of an operationalized definition of maladaptiveness.

Practice Point

Despite its importance in the conceptualization of PDs in the DSM, maladaptiveness is not specifically included in all of the criteria for individual PD diagnoses, and the DSM offers little help in separating PDs from normal personality traits.




The Distinctiveness of Criteria From Different PD Categories

There appear to be high rates of co-occurrence and overlap among the PDs, which could be a consequence of confounding the components of personality style and disordered functioning in the current descriptors of PDs (Parker, 1997; Svanborg, Gustavsson, Mattila-Evenden, & Asberg, 1999). For example, overlap among individual PD categories will be found if they share certain behavioral features of disordered functioning (e.g., avoidance of social situations). In addition, criteria from two or more different PDs might lead to the same behavioral outcomes but may be attributed to different cognitive processes or intentions. For example, a person with BPD and a person with antisocial PD may both be unemployed (a behavioral outcome), but the individual with antisocial PD evinces “repeated failure to sustain consistent work behavior or honor financial obligations” (p. 650), whereas the unemployment for the person with BPD is “due to interpersonal problems, identity or impulsivity” (p. 654). The two criteria have different connotations. In the case of the person with antisocial PD, there is an implicit notion that the unemployment is due to active choice by the person, whereas in the case of the person with BPD, there is clearly the idea that the outcome is a consequence of the person’s psychopathology. Consequently, the observed co-occurrence between PD categories is not because they share a common personality style but rather because they share a dysfunctional behavioral component.

Practice Point

There are several problems with the current conceptualization of maladaptiveness in the PD literature:

	The current diagnostic criteria may not adequately capture the impairment and maladaptiveness associated with the PDs.

	The current tools used for diagnosing PDs do not adequately capture the maladaptive criteria needed for a PD diagnosis.

	The clinician’s opinion may or may not reflect the true level of maladaptiveness experienced by those persons who have the traits suggested in the diagnostic criteria.

	Lack of dysfunction may be associated with the social desirability of certain personality traits, such as being a perfectionist, which may be considered by the respondent, clinician, or society to be more socially desirable than being socially aloof.




Dimensional Models of PDs

There are several reasons for supporting the categorical conceptualization of PDs. It is a familiar system that has facilitated the conceptualization and communication regarding PDs. In addition, the increased focus on PDs has led to better clinical decisions and selection of more appropriate treatment. Nevertheless, there is limited empirical support for the grouping of PDs into clusters (Bell & Jackson, 1992) or for a clear distinction between one PD and another (Widiger et al., 1986). As a result, a number of researchers have proposed dimensional models of personality and PDs (e.g., Cloninger, 1987; Cloninger, Svrakic, & Przybeck, 1993; Costa & McCrae, 1992). According to this model, normal and abnormal persons share the same basic interpersonal styles, but individuals suffering from PDs can be conceptualized as a small subset of individuals who fall at the extreme end of personality dimensions.

In terms of dimensional models, there is a growing literature that attempts to explain PDs in terms of the Neuroticism Extraversion Openess Personality Inventory (NEO PI) (Costa & McCrae, 1992) five-factor model. In this model, schizoid PD is defined in terms of low extraversion (i.e., introversion), whereas avoidant PD is defined in terms of low extraversion (i.e., introversion) and high neuroticism. Similarly, obsessive-compulsive PD is defined in terms of high conscientiousness. Although this approach may place PDs on a continuum with “normal” personality, the richness of the PD descriptions or diagnostics are not readily captured by the five-factor model. This may be resolved if the 30 facet scales are used instead of the five factors to map onto the 10 PDs of the DSM–IV. However, extensive mapping at the facet level is yet to occur.

To date, dimensional models have not been used in the formal diagnosis of personality pathology, and there is limited agreement among the dimensional theorists concerning the number and content of traits necessary to describe personality. This lack of agreement has contributed to the development and publication of many instruments to measure personality dimensions. Unfortunately, there are not many studies analyzing the convergent validity of these inventories.


Blended Models

One way of overcoming the problems associated with the categorical PD models would be to dimensionalize the DSM model. However, there are clear difficulties with this option. First is the difficulty of dimensionalizing the 79 PD criteria found in the DSM (i.e., of turning yes–no criteria into dimensional criteria), and second is the question of what it means to have to rate each patient on 79 criteria. What sense would one make of such a complicated profile?

Nonetheless, Oldham and Skodol (2000) created a system dimensionalizing the DSM PDs. In this system, both categorical and dimensional representations of the DSM PDs have stronger relationships to impairment and functioning in the domains of employment, social relationships with parents and friends, and global social adjustment than do the other dimensional models tested (Skodol et al., 2005). This suggests that the dimensional rating of traditional categorical criteria may be a good compromise in the ongoing debate regarding the use of categories versus dimensions.

Consider the following case illustration. A 26-year-old unmarried woman with BPD presents for long-term therapy, following a recent suicide attempt. The suicide attempt was precipitated by a relationship breakup. She has been referred to the Psychology Service by the hospital’s Accident and Emergency Department. She reports a history of self-harming behavior, affective instability, feelings of emptiness and boredom, sexual promiscuity, binge drinking (to modulate her moods), intense anger, and unstable relationships. Currently, she does not meet the criteria for an Axis I disorder, although she has been treated for major depression in the past. She completes the NEO (Costa & McCrae, 1992) for dimensional personality assessment. Results reveal high neuroticism scores, and this is found to be true on the constituent facets of the Neuroticism scale. However, she scores high on several facets of Openness, namely, openness to ideas, feelings, and aesthetics, and two facets of Agreeableness, namely, altruism and tender-mindedness. These can be viewed as assets and indicate strengths that the clinician can engage and use in therapy to explore new ways of dealing with the self-damaging behaviors and cognitions.

Practice Point


The dimensional model represents PDs on a continuum between normal and pathological behavior. It is less arbitrary and more informative, and it avoids multiple diagnoses and heterogeneous categories. Furthermore, it allows assessment and comparison of personality disordered and non–personality disordered individuals. However, there is no consensus among dimensional theorists, and a blended model may be most useful.



Other Issues in PDs


Temporal Stability of PDs

The appropriateness of diagnosing PDs in adolescents has often been debated (Bleiberg, 1994; Vito, Ladame, & Orlandini, 1999), both because of the fluid nature of personality in this age group and because of a concern about the impact of being labeled with a PD at such an early age. Both the DSM–IV and the ICD–10 diagnostic systems caution against PD diagnosis in adolescents and set arbitrary cutoff ages below which diagnosis is not recommended. Nevertheless, there is emerging evidence that PDs can be reliably diagnosed in adolescents, are valid, and have serious psychosocial consequences (e.g., Bernstein et al., 1993; Grilo et al., 1998).

Reviews of the stability of PDs in adult clinical populations (e.g., Grilo & McGlashan, 1999; Grilo, McGlashan, & Skodol, 2000) and community samples (e.g., Johnson et al., 1997) suggest that when using assessments based on interviews, most PDs have only moderate stability in adults, even when dimensional approaches are employed (Johnson et al., 1997). In contrast, moderate to high levels of stability have been found across the DSM clusters. For example, high levels of stability were found for Cluster B disorders in the Children in the Community Study (Bernstein et al., 1993; Johnson et al., 2000). This is consistent with the finding of no sudden increase in normal trait stability in the transition from the second decade to the third decade of life (Roberts & DelVecchio, 2000).

In clinical samples, the Yale Adolescent Follow-Up Study found low stability of categorical PDs over 2 years in adolescent inpatients (Mattanah, Becker, Levy, Edell, & McGlashan, 1995) and low to moderate stability for dimensional PD ratings (Grilo, Becker, Edell, & McGlashan, 2001), but participants’ mean age was less than 18 years at follow-up and there was a low rate of participant retention in the follow-up period. In contrast, Chanen et al. (2004) found that the 2-year stability of the global category of PD in an older adolescent sample is high, whereas the stability of dimensionally rated PDs appears to be similar to that found in young adults in a variety of settings, especially for some Cluster A and Cluster B PDs.

On balance, the literature on the stability of normal personality suggests no sudden change between the second and third decades of life. Studies in community and inpatient samples of adolescents do not suggest dramatic differences in patterns of stability to those in adults. It appears that enough stability occurs to justify diagnosis and treatment of PDs in adolescents presenting to clinical services.

Practice Point

The PD construct is just as stable in adolescents as it is in adults, thus justifying intervention in adolescents presenting to clinical services for personality-based problems.




The Role of Culture

Culture may exert manifold influences on personality and PDs. First, culture may play a role in the shaping of personality and PDs, thus increasing their ultimate incidence and prevalence in a community. Paris (1998) labeled this the “cohort effect.” The only empirical data in this regard are for antisocial PD, which has doubled in the United States since World War II (Kessler et al., 1994). A number of major authorities in the area (e.g., Millon & Davis, 1996; Paris, 1998) have argued that BPD has also increased in frequency in U.S. society since the 1950s because of rapid technological changes, the breakdown of the family unit, and the unavailability of potentially reparative figures such as extended family members who now need to work. Another factor leading to the increase in PDs may be parental psychopathology (e.g., substance use, depression), which may have increased over time. Add to this mix the role of pernicious role models in the entertainment industry and the disrepute of formerly respected reparative organizations such as the church. The preceding examples illustrate how PD rates may change over time within a single nation because of sociological changes.

Do specific PDs differ among cultures or nations? One reason to suspect cross-cultural differences is that certain personality traits that underpin PDs may be greatly admired and encouraged in certain nations. Paris (1998) argued that traditional societies are more likely to favor dependency traits as this ensures greater cohesion within the social group and binds them together in terms of mutual obligations; in such societies, there is less tolerance of deviancy. On the other hand, Western societies may reward narcissism and individuality, placing less importance on dependency.

There are few data to support cross-cultural differences in the prevalence rates of PDs (Paris, 1998). However, Paris (1998) noted the rates of antisocial PD are lower in Japan and Taiwan compared to South Korea and argued that this is because family cohesion and loyalty is stronger and more strongly encouraged in Japan and Taiwan. Obsessive-compulsive PD demonstrated the highest prevalence of all PDs in a national epidemiological study in Australia (Jackson & Burgess, 2004) and was associated with the lowest levels of disability (Jackson & Burgess, 2004; Skodol et al., 2002). Researchers might speculate that the high conscientiousness underpinning obsessive-compulsive PD might be advantageous in a Western society such as Australia.

In contrast, in war-torn countries (e.g., parts of Africa) where populations have been consistently ravaged and brutalized for many generations, the rates of antisocial PD may be higher than in other safer and secure countries. Individuals with this disorder are more likely to (a) have lost family members such as parents, (b) have experienced loss of nuclear and extended family cohesion, (c) have survived conflict, and (d) assume leadership positions in a lawless society—in some cases, to be in charge of genocidal activities and/or to model and reward others for antisocial behaviors (e.g., disregarding the rights of others, lying, stealing, cheating, lacking empathy, seeking sensation, engaging in brutality and sadism). Of course, there could be a genetic–adaptive component to this, whereby those with antisocial PD characteristics are more likely to survive over others and pass on their genes to offspring.

There may also be differences across cultures in the recognition and detection of PDs, as well as the labeling of them as abnormal. In some cases, it may be that exuberant sexual displays, a focus on the self, and the desire to be the center of attention are not labeled as histrionic but seen as normal (e.g., in Western countries). As Paris (1998) stated, “When personality profiles correspond to social expectations, certain traits may not be considered pathological unless they seriously interfere with functioning” (p. 289). An individual may be deviant on a particular personality dimension but may find an “ecological niche” (Parker, 1997) and not necessarily demonstrate disordered functioning. For instance, a person with histrionic PD may function well at work but not in personal relationships, whereas a person with dependent PD may function well at home but less well at work.

A final point pertains to whether certain subcultures within a single society “promote,” “encourage,” or “attract” people with certain specific PDs. For example, being narcissistic and histrionic might be career-enhancing attributes within the entertainment industry. Can one persevere and succeed as an actor or actress without having the characteristics of narcissism or histrionicity? The ecological niche argument is that people with such characteristics might be well suited to acting but would not be so well suited to working in another occupation.

Practice Point

Rapid change and social disintegration may lead to higher rates of PDs over time. Particular cultures and subcultures may favor certain personality traits. Individuals may find an ecological niche where their deviant personality traits are supported or even encouraged.




Axis I and Axis II Comorbidity

One of the major threads of research activity stimulated by the DSM has been the relationship between Axis I and Axis II disorders. An extensive literature examining Axis I–Axis II comorbidity is now available, and this is soundly reviewed by Bank and Silk (2001). However, continuing to focus on a specific PD at the global level (e.g., obsessive-compulsive PD) may be too gross a level to further our understanding of the relationship of personality to Axis I disorders such as depression or anorexia nervosa. The relationship is more likely to exist at a lower level, that is, at a trait or combinatorial trait level.

There are at least five possible ways of thinking about the relationships between Axis I and Axis II conditions. One model is that a given personality trait, for instance perfectionism, is a risk factor for an Axis I disorder such as depression and takes temporal precedence over it. Using these same examples, a second model is that both perfectionism and depression have independent origins—that is, their own distinct and unique etiologies—and emerge independently and potentially contemporaneously of each another. A third model is that, like the second model, perfectionism and depression have independent, or at least somewhat independent, origins but have a pathoplastic effect on each other—that is, they become mutually intertwined and difficult to disentangle from each other. This model could be relatively silent with regard to the origins of both perfectionism and depression but is clearly relevant to course, as the argument might be that the combination of depression and perfectionism exacerbates the dysfunctionality of the person and diverts their potential developmental trajectory if the person is young. A fourth model is that both depression and PD have a common underlying predisposition—for example, a latent trait called perfectionism. A fifth model is that a latent trait independently gives rise to both depression and PD, although this latent trait is yet to be identified and labeled.

Practice Point

The relationship between PD and an Axis I disorder(s) may not be straightforward. There may be at least five possible models of the relationship between them.




Comorbidity Between PDs and Eating Disorders

Highly variable rates of comorbidity, ranging from 21% to 97%, have been reported for the presence of any PD in patients with a range of eating disorder diagnoses (Skodol et al., 1993; Vitousek & Manke, 1994). Conversely, high prevalence rates for eating disorders have been reported for patients with PDs (Dolan, Evans, & Norton, 1994). The majority of studies in the area of eating disorders and PDs have been undertaken in bulimia nervosa, where borderline PD has been found to be the most common PD, with a prevalence rate of about 31% (Cassin & von Ranson, 2005), although prevalence rates range from 2% to higher than 50% (Skodol et al., 1993). Although research examining personality traits in patients with bulimia has often found these patients to be extroverted, histrionic, and affectively unstable, traits associated with anorexia nervosa such as perfectionism, shyness, and compliance have also emerged in studies (Cassin & von Ranson, 2005; Vitousek & Manke, 1994). The most frequent PD among individuals with anorexia nervosa is avoidant PD, at about 53%, followed by dependent (37%), obsessive-compulsive (33%), and borderline (29%) PDs (Cassin & von Ranson, 2005).

Interpreting comorbidity between eating disorders and PDs is complex partly because of the extensive comorbidity of anorexic and bulimic subtypes with one another and in part because of the multiple possible meanings and causes of comorbidity (see Lilienfeld, Waldman, & Israel, 1994). Moreover, although certain personality traits are associated with specific eating disordered behavior, many of these traits are the polar opposites (for instance, extroversion and shyness). Interestingly, PD (global category) is more likely to be diagnosed in patients who have a lifetime history of DSM–IV anorexia nervosa, binge eating/purging type, or who have concurrent symptoms of both disorders rather than patients with either bulimia or anorexia nervosa, restricting type. In addition, the PD diagnosis is equally likely to be in Cluster B or Cluster C (Herzog, Keller, Lavori, Kenny, & Sacks, 1992). In other words, these individuals are more likely to show severe and widespread pathology and to be more impaired than patients with either anorexia, restricting type, alone, or bulimia, alone.

Westen and Harnden-Fischer (2001) offered several possible reasons for the comorbidity between eating disorders and PDs. First, the comorbidity between eating disorders and PDs could reflect random co-occurrence, such that patients have a random chance of having the two disorders. However, the low probability of such high rates of cooccurrence between these disorders, which have relatively low base rates in the general population, suggests that the possibility of random co-occurrence is unlikely.

Second, the comorbidity between eating disorders and PDs could reflect symptomatic expressions of personality pathology. A third similar explanation for the comorbidity between eating disorders and PDs suggests that there might be a common pathology underlying multiple phenotypically distinct disorders—that is, a common genetic or environmental diathesis might underlie both eating disorders and PDs. Both of these hypotheses have some limited empirical support (Skodol et al., 1993).

One possible explanation for the substantial inconsistency across studies, as well as the comorbidity between eating disorder categories, is that eating disorder categories may be linked to heterogeneous personality factors (Sohlberg & Strober, 1994)—that is, more than one type of personality structure may generate or contribute to the symptoms of each eating disorder.

Some evidence for this possibility comes from the studies separating bulimic individuals into “multi-impulsive” versus “uni-impulsive” subtypes (Lacey & Evans, 1986). Multi-impulsive persons with bulimia display several impulsive behaviors (e.g., stealing, substance abuse) in addition to binge eating, whereas uni-impulsive patients have binge eating as their only symptom or behavior that could be described as impulsive. Studies have shown that multi-impulsive bulimic individuals have significantly greater rates of BPD and mood disorders than uni-impulsive bulimic individuals (Fichter, Quadflieg, & Rief, 1994). Thus, these two groups may represent very different kinds of patients, even though the eating disorder symptoms of patients with multi-impulsive bulimia with comorbid BPD do not typically differ from those of their uni-impulsive counterparts without comorbid BPD.

Westen and Harnden-Fischer (2001) argued that classifying patients with eating disorders by eating symptoms alone groups together patients with anorexic symptoms who are high functioning and self-critical with those who are highly disturbed, constricted, and avoidant. It also groups together patients with bulimic symptoms who are high functioning and self-critical with those who are highly disturbed, impulsive, and emotionally dysregulated. These authors conclude that Axis I symptoms are a useful component, but only one component, in the accurate diagnosis of eating disorders.

To summarize, the general classification of anorexia and bulimia nervosa as Axis I disorders only may not readily differentiate between subtypes that differ in personality, etiology, or function of symptoms. The grouping together of heterogeneous subgroups, such as patients who are highly impulsive with those who are not impulsive or those who are even highly constricted, could not only produce inconsistent findings across studies but also conceal clinically relevant information about etiology, prognosis, or treatment response.




Summery and Conclusion

Our current conceptualization of PDs has been limited by incorporating aspects of both personality and disorder, which hail from two contrasting clinical views.
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