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xi

FOREWORD

Personality disorders (PDs) are among the most complex

aspects of human behavior to understand and manage.

When the vicissitudes of old age further complicate these dis-

orders, mental health clinicians are faced with immense chal-

lenges to their therapeutic skills.

Why is the diagnosis of PD especially important in old

age? Adaptation in late life is increasingly challenging, and as

this book so expertly describes, PD can impair adaptive capac-

ities in many ways. This impairment has many negative out-

comes such as association with several Axis I disorders that are

precipitated by or complicated by PD. The interpersonal mal-

adaptive patterns associated with PD in late life can be de-

structive to elders. In addition, certain maladaptive personality

traits such as undue pessimism, a tendency to helplessness,

and overreliance on supportive relationships with others—

so-called sociotropy—are associated with physiological reac-

tions that may produce severe consequences if they are 

unrecognized or untreated. These consequences may include

predisposition to depression associated with a rise in inflam-

matory markers such the interleukins, heart disease, and can-

cer. Although the cause-and-effect nature of these associations

is not yet well defined, there is enough data to suggest that 
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understanding and treating PD or trait disturbances could have

important physical and mental health benefits. Similarly, other

aspects of management of the problems of the elderly by care-

givers will be much more challenging in the presence of the pri-

mary problem of PD: the associated impairment of interpersonal

relationships. Elders, whose PD-based pathology compels them

to demean and reject those on whom they must rely, can pro-

voke rejection and abandonment at a time in their lives when

they are often most in need of practical support, care, and love.

The outcome can be disastrous. Even professional mental health

practitioners often shrink from the task of dealing with such pa-

tients knowing instinctively or from experience that the treat-

ment can be unrewarding, personally difficult, and complex.

To our rescue have come Segal, Coolidge, and Rosowsky,

who are just the seasoned authors we need to guide the profes-

sion into this challenging arena of diagnosis, assessment, and

treatment of PD in elders. Their important book synthesizes the

accumulated knowledge of personality and its disorders in late

life, combining the rigor of science with the sensitivity of that

indefinable, essential component of practice called clinical art.

As every practitioner of mental health care for older adults

will readily know from both experience and epidemiological

data, the old retain the capacity to express all the psychopathol-

ogy of the young including personality disorders. As is true for

other disorders, however, old age creates additional clinical fea-

tures that often obscure the immediate recognition of PD by the

clinician who is using criteria of diagnosis created for younger

patients. In old age, the many changes in health, intellectual

ability, physical capacity, and social circumstance all interact to

produce behaviors that, as the authors so well describe, mimic

PD; for example, the withdrawal of the schizoid or the clinging

neediness of the dependent personality. Similarly age-associated

alterations can induce behavioral changes that obscure an un-

derlying personality disorder such as diminishing the expression

of the drama of Cluster B symptoms.

In the arena of personality disorder, the iconoclastically in-

clined reader may question the utility of applying the Diagnostic
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and Statistical Manual of Mental Disorders (fourth edition, text re-

vision; DSM-IV-TR) criteria for PD to any age group. Thankfully,

this book refreshingly deals with diagnosis by recognizing both

the value of the formal criteria and the complexity of the issues.

The criteria for each PD diagnosis are well presented and then

thoroughly dissected from the perspective of diagnosis of the el-

derly patient using case histories to enliven the discussion. This

careful analysis, supported by clinical cases, should help the

framers of the next generation of DSM criteria specifically de-

fine age-appropriate criteria for PD.

Segal, Coolidge, and Rosowsky not only have established

an important clinical and heuristic base for the practical appli-

cation of PD diagnostic criteria to the elderly but have also

highlighted those areas where the clinician must be cautious in

applying the standard criteria to aging patients. This is espe-

cially true for the more dramatic personality disorders such as

the borderline.

The criteria of the DSM-IV-TR appropriately rely, wherever

possible, on the most observable behaviors to define diagnosis.

However, behavior is multidetermined especially in the elderly.

To understand the behaviors of personality disorders in elders,

the clinician must be guided to elicit the full range of factors

that influence behavioral expression—affect, cognition, inner

conflicts, and motivations must all be explored systematically

with each patient to accurately distinguish which behaviors

arise out of personality-based factors and which are precipitated

by other age-related problems such as brain pathology or phys-

ical limitations. In addition, the clinician must be able to gather

the longitudinal data to establish the early evidence in support

of habitual aspects of the behavior necessary for diagnosis of PD,

a sometimes challenging task when dealing with the lifelong

histories of elders. The authors have embraced the tangled diag-

nostic web and have begun to create a diagnostic map to guide

the clinician. Their approach also highlights those areas where

empirical and systematic data are lacking and need further re-

search, thereby implicitly suggesting a research agenda for in-

vestigating diagnosis of PD in elders in a targeted fashion.
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Empirical approaches to diagnosis are further strength-

ened by the thoughtful discussion of standardized PD diagnos-

tic instruments, emphasizing the strengths and weaknesses of

each and in particular emphasizing the utility or lack of it for

the elderly. All standardized instruments have the great advan-

tage of systematically eliciting data from the patient. But their

focused nature also imposes limitations that should lead to

cautious interpretation of results. Some instruments such as

the Structured Clinical Interview for DSM-IV (SCID-II) simply

offer a structured approach for defining the presence or ab-

sence of the symptoms used for making a DSM diagnosis. Oth-

ers such as the NEO Personality Inventory (NEO-PI) rely on a

theoretical base that arbitrarily restricts the features of human

behavior to predetermined categories. Standardized interviews

therefore are but one useful approach to understanding the di-

agnosis of PD in elders.

An important, but as yet unresolved, question is whether

maladaptive personality-based behavior can newly emerge in

late life. The authors usefully examine this ongoing debate.

Firm conclusions cannot be drawn based on the data at this

point in time, but clearly, behaviors can change and evolve in

late life. The clinician meeting the patient in a cross-sectional

fashion, must, among other possibilities, decide on the origin of

the symptoms. New, previously unexpressed behaviors can

arise when the patient’s prior capacity to deal with psychologi-

cal stress fails. Why might this occur? One possibility is that

age-associated life stressors such as loss and grief may selec-

tively assault the patient at points of long-standing personality-

based vulnerabilities that were dormant earlier in life when the

stresses of life required different strengths and capacities.

One of the most important aspects of this book is the care-

ful interweaving of detailed and well-described case histories.

Throughout, the reader is guided by comprehensive cases that

acknowledge the complexities of diagnosis and management.

The observational perspectives are integrated with the psycho-

logical, social, and psychodynamic. In addition, for each case,
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the authors address the challenge of effective management

strategies tailored to the needs of each type of PD. This by itself

is worth the price of the book.

The final section deals with the core of the matter for clini-

cians—what are we, the therapists, to do with these extremely

difficult patients; how do we help them? The answer derives

from the way in which the problems are conceptualized, and

here again Segal, Coolidge, and Rosowsky draw on their well-

honed clinical experience integrating it with the existing, and

admittedly small, pool of empirical data on effective outcomes.

Management of PD must deal with a disorder that has by defi-

nition been present for a long time, perhaps lifelong, and that

tends to permeate the fabric of the patient’s life. The clinician

therefore must be able to define and respond to those problems

that are amenable to intervention.

The authors recognize that treatment addresses the syndro-

mal (e.g., anxiety or depressive elements requiring medication)

and the less well-defined elements of behavioral disturbance.

They acknowledge the difficulties of trying to implement inten-

sive psychodynamically oriented techniques in this population

although the outcome data in this regard are scarce indeed.

Rather they appropriately combine in-depth understanding of

the patient and marry it to the most effective environmental,

cognitive, and behavioral interventions.

While therapeutic optimism is important in treating any

patient, the clinician must be realistic about the extent of

change that is possible in certain PDs and be prepared to accept

limited gains which, though small, may be significant to the pa-

tient’s life. In the process, the therapist often endures intensely

unpleasant interactions with these patients, who are renowned

for their ability to induce some rather untherapeutic feelings in

therapists. Therapy is often best when the therapist is highly

self-aware during treatment, thereby avoiding being driven

away by the patient or responding in an otherwise untherapeu-

tic manner. It is here that the depth of understanding of the psy-

chodynamics and thought patterns of these patients becomes
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crucial to management. Phenomenology alone will not equip

the therapist adequately.

This book is the best of its kind in the field of personality

disorder of the elderly. It is a landmark description of the state

of current knowledge and a wise guide to move the field for-

ward to the next phase of understanding and intervention.

JOEL SADAVOY, MD

University of Toronto and Mount Sinai Hospital Toronto
Toronto, Ontario, Canada
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PREFACE

The inspiration for this book comes out of our combined

experience over the past 20 to 30 plus years as teachers,

researchers, and clinicians. As teachers, we appreciate the ne-

cessity of educating our students to recognize when mental

health becomes mental illness and how this might present in

later life. Indeed, as the baby boomers move into later life and

increase the proportion of the population that is older, this

need becomes ever more pressing. The rate of mental illness

in the current cohort of older adults is high (estimated at

about 20%) and the boomers are bringing even higher rates

of illness and greater use of mental health services with them

to later life (Jeste et al., 1999). Many more trained specialists

in geropsychology are needed to meet the needs of older

adults now and in the coming decades (Qualls, Segal, Nor-

man, Niederehe, & Gallagher-Thompson, 2002).

As clinicians, we are called on to assess, diagnose, and

treat the spectrum of older adults who come to us for help.

They come for relief from suffering and for the hope that

their later years might be better, or at least less difficult.

The understanding of personality disorders is limited.

Our diagnostic criteria are often reductionistic and likely not

adequately relevant to many older adults given the unique
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context of later life. However, we do need to assess, under-

stand, and treat, and we do need a reasonable lens through

which to make sense of what presentations and problems we

see. Some areas within the field of clinical geropsychology are

better understood; there has been more research conducted and

more evidence-based treatments suggested especially for the

Axis I disorders. The Axis II disorders have always been in the

shadow of the Axis I disorders for a number of reasons. Perhaps

chief among these is their “reputation” of immutability as well

as the difficulty we have in truly understanding that the essence

of the individual, the personality, is the pathology. To this is

added the uncertainty about what are normal age-related

changes and what effect these might have on the personality, as

well as the implications of the historical moment.

Yet, it is critical, in our opinion, that clinicians and students

of clinical geropsychology achieve an understanding of the per-

sonality system as well as the symptoms and expressions of per-

sonality disorders in the older individual, and how such

expressions affect people and systems outside the individual.

We wrote this book with the hope of providing some of this

fundamental knowledge.

DANIEL L. SEGAL

FREDERICK L.COOLIDGE

Colorado Springs, Colorado

ERLENE ROSOWSKY

Needham, Massachusetts
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1
C h a p t e r

1

Introduction to Personality
Disorders and Aging

Perplexing. Vexing. Bedeviling. Frustrating. Confusing.

Maddening. Exasperating! These are just a few of the

words clinicians commonly use to describe their interac-

tions with patients who have a personality disorder. Now,

on top of this already challenging clinical situation, add

in the common stressors associated with aging: physical

declines, social losses, reduced independence, financial

stressors, and cognitive declines. Adults with personality

disorders are woefully ill prepared to meet these challenges

of aging. Their interpersonal worlds are characterized by

dysfunction, conflict, distance, or chaos, and they often lack

the necessary social support networks that help buffer

stress. Intrapsychically, they arrive at later life with lifelong

coping deficits and, in most cases, diminished self-esteem

due to a lifetime of problems and failures. They are often

defeated and demoralized. Sadly, they can often be de-

scribed as “surviving not thriving” with age. They are the

“problem” cases that cause considerable consternation on

the part of the clinician.

This synergistic combination of personality disorder

psychopathology with the stressors of aging creates a host of

unique clinical dilemmas. Older adults with a personality

disorder are some of the most difficult patients to under-

stand, evaluate, and treat effectively. And because older adults

with a personality disorder commonly experience comorbid

mental health problems, such as anxiety and depression, 
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treatment is predictably more complicated and less successful for

them.

We have written this book for clinicians and clinical stu-

dents interested in working with older patients and for others

who provide services for the difficult older person. Although

our professional training is in clinical psychology, we intend

this book for all mental health professionals who work with

older adults. Our impetus is to provide the reader with a greater

understanding of personality disorders within the context of

aging and to offer guidelines for assessment and intervention.

Our premise is that with increased understanding of this chal-

lenging clinical population, we can help personality disordered

older adults age more gracefully and successfully, and improve

their quality of life.

The Demographics of Aging

Traditionally, 65 years of age has been used as the demarcation

of old age or later life. This may be useful for demographic pur-

poses (e.g., to describe the number of older adults in the United

States) but it is also limiting because there are wide variations

in life experiences, physical challenges, psychological experi-

ences, and social opportunities between the “young-old” (usu-

ally defined as those between the ages of 65 and 74), the

“old-old” (between the ages of 75 and 84) and the “oldest-old”

(85 years of age and older). Regardless of the exact entry point

into old age, the demography of aging in the United States indi-

cates that this population is booming, and the trend is similar in

most regions around the globe.

As of 2001, almost 13% of the citizenry of the United

States was over age 65, representing 35 million people. By

2030, this number is expected to double to over 70 million rep-

resenting a noteworthy 20% of the population. The fastest

growing subpopulation of older adults is the oldest-old group,

who are also the frailest. The oldest-old group is projected to in-

crease from the current 4.4 million to 8.9 million by 2030 and
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to 19.4 million by 2050 (U.S. Bureau of Census, 2003). As of

2000, there were 70,000 centenarians in the United States—by

2050, this number is expected to increase by 10-fold to over

800,000. The aging of the massive baby boomer cohort is a main

reason for this bulge in the demographic profile of the United

States, but other important factors include decreased birth rates

and increased life expectancy (due to better health care, nutri-

tion, exercise, and medical treatments). The culmination of

these trends has generated a profound impact on modern soci-

ety—for the first time in human history, surviving into later life

is an expected part of the life cycle.

Mental Health and Aging: The Big Picture

With the reality of the greatly expanding aging population

comes pressing challenges to meet the physical and mental

health needs of this group. As the actual number of older

adults increases, so does the number of older adults with men-

tal health problems (even if prevalence rates for mental illness

remain static). Estimates indicate that about 20% of older

adults have a diagnosable mental disorder (Gatz & Smyer,

1992; Jeste et al., 1999). Physical illness and advanced age fur-

ther negatively impact these rates. Dementia is one of the most

serious and debilitating illnesses among older adults. Although

normal aging does not cause dementia, it is an age-related dis-

ease, which means that prevalence rates increase with advanc-

ing age. Conservative estimates suggest that 2% to 5% of

people over the age of 65 experience some kind of diagnosable

dementia, whereas about 20% of people over 85 suffer from

dementia. Rates of mild cognitive impairment (but not full-

blown diagnosable dementia) are even higher, affecting 25%

to 50% of those 85 years old and older (Bachman et al., 1992).

Depression is another common mental health problem in later

life, with an estimated 8% to 20% of older adults in the com-

munity experiencing significant depressive symptoms (Gur-

land, Cross, & Katz, 1996). Anxiety disorders are an even
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greater concern among older adults, with their prevalence esti-

mated to be more than double that of diagnosable affective dis-

orders (Regier, Narrow, & Rae, 1990).

A serious and unfortunate consequence of mental health

problems (most notably depression) is suicide, and contrary to

common perception, older adults have the highest suicide rate

of any age group (National Center for Health Statistics, 2000).

Older adults constitute about 13% of the population but com-

mit about 20% of all suicides. These alarmingly elevated num-

bers are due primarily to the exceptionally high rate of suicide

among older White males. Settings also impact rates of mental

disorders among older adults: Acute medical settings and long-

term care settings have particularly elevated rates, ranging from

40% to 50% in hospitals to 65% to 81% in nursing homes

(Burns et al., 1993; Lair & Lefkowitz, 1990). A troubling por-

tend for the near future is that the rates of mental illness are ex-

pected to increase even more because the baby boomers have

higher lifetime rates of mental illness and are expected to carry

these problems with them into later life (Jeste et al., 1999). This

baby boomer group also has a greater familiarity with mental

health services and a higher expectation for services that will

no doubt strain the psychotherapeutic community’s ability to

provide adequate help.

We have provided only a cursory overview of mental

health and aging as a context for our specific discussion of one

class of mental health disorder: personality disorders. But the

reader should appreciate that the field of geropsychology has

blossomed in the past 2 decades; as a consequence, several ex-

cellent books now provide solid overviews of mental health,

aging, and the fundamentals of clinical practice in geropsychol-

ogy (Duffy, 1999; Knight, 2004; Laidlaw, Thompson, Gallagher-

Thompson, & Dick-Siskin, 2003; Lichtenberg, 1998; Molinari,

2000; Nordhus, VandenBos, Berg, & Fromholt, 1998; Smyer &

Qualls, 1999; Zarit & Zarit, 1998). The interested reader is en-

couraged to seek out these resources.

Compared with the amount of research devoted to the cog-

nitive, mood, and anxiety disorders among older adults, person-

ality disorders and aging have received scant attention. This is
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surprising because personality disorders are among the most

problematic and debilitating of all mental health disorders, and

individuals with such problems have a particularly difficult

time negotiating the challenges associated with aging. Personal-

ity disorders are now better understood than ever before, but

their impact in later life has not yet been fully explored. Rates

of personality disorders in older adults will be discussed in de-

tail later, but between 10% and 13% of persons in the general

adult population are believed to suffer from a personality disor-

der (Casey, 2000; Weissman, 1993), and this rate is generally

stable across adulthood.

Overview of Personality and Personality Disorder

To introduce our examination of personality disorder, we need

to first understand the nature of personality. The term personal-
ity can be defined as an individual’s pattern of psychological

processes, including his or her motives, feelings, thoughts, be-

havioral patterns, and other major areas of psychological func-

tion. Personality is expressed through its influences on the

body, in conscious experience, and through social behavior

(Mayer, 2006). Thus, personality is roughly synonymous with

the major trends in an individual’s mental and behavioral func-

tioning, and as such is generally stable over time.

A classic approach to understanding personality is the trait

approach, which conceptualizes personality in terms of stable

features that describe a person across many different situations.

Many people are able to identify the major personality traits in

those whom they know well, and similarly many people can

identify and describe their own prominent personality traits.

What the trait approach emphasizes is one’s characteristic way

of thinking, feeling, and behaving across diverse life situations,

and not atypical ways one may act under especially unusual cir-

cumstances. We all have our moments when we do not act like

ourselves, but such moments would not define us at the trait

level unless those behaviors become persistent and pervasive.

To give some simple examples of trait descriptors—some people
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are characteristically shy, quiet, and reserved; whereas others

are typically outgoing, boisterous, and loud. Some are impul-

sive and churlish, whereas others are thoughtful and measured.

Some are caring and selfless, whereas others are cruel and in-

sensitive. Literally thousands of words can be used to describe

enduring personality traits; this is an area in the English lan-

guage where there is particularly great depth and breadth of

description.

All people have a mix of some personality traits that are

adaptive and others that are less than ideal. In psychologically

healthy individuals, however, the majority of personality traits

are positive ones that are adaptive and functional for the per-

son in everyday life, whereas the negative traits are displayed

either parsimoniously or appropriately. Not all individuals pos-

sess a generally adaptive personality style, but instead have

prominent maladaptive traits. Some people may be characteris-

tically untrusting, hostile, arrogant, ruthless, rigid, egocentric,

labile, shallow, aloof, fearful, or bizarre. Personality traits can

be dysfunctional in many ways, and where these dysfunctional

traits become rigid and inflexible impairing a person’s ability to

function successfully, then a personality disorder diagnosis may

be warranted.

According to the fourth edition, text revision of the Diag-
nostic and Statistical Manual of Mental Disorders (DSM-IV-TR;
American Psychiatric Association, 2000), a personality disorder

is “an enduring pattern of inner experience and behavior that

deviates markedly from the expectations of the individual’s cul-

ture, is pervasive and inflexible, has an onset in adolescence or

early adulthood, is stable over time, and leads to distress or im-

pairment” (p. 685). A part of the formal personality disorder

definition is that the traits have to be rigid, maladaptive, and

pervasive across a broad range of situations rather than as ex-

pectable reactions to particular life experiences or as a normal

part of a specific developmental stage. Adolescence, for exam-

ple, is a developmental stage frequently accompanied by in-

tense psychological turmoil, and as such, a personality disorder

diagnosis would not be warranted if the adolescent appears to
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be going through an expectable and typical developmental pro-

cess. An important caveat in the DSM-IV-TR is that, although the
definition of personality disorder requires an onset no later than early
adulthood, a person with a personality disorder may not be diagnosed
or treated until later life.

A possible explanation for this caveat is that the personal-

ity disordered individual may have presented clinically with

the more obvious and florid signs of a clinical disorder such as

anxiety, depression, eating disorder, or substance abuse, and

the underlying personality disorder features may not have

been examined as closely (Sadavoy & Fogel, 1992). Another

important factor is that, in some cases, personality traits can

be adaptive at one phase of life but become maladaptive at a

later developmental phase. For example, an extremely aloof

and reserved man might have functioned successfully in the

occupational area by choosing a job requiring little social inter-

action (e.g., a computer programmer who writes code at

home). He managed to live alone, was fiercely independent,

and had little use for others during much of his adult life.

Imagine the psychological challenges that he would face if, in

later life, he became physically frail and debilitated and subse-

quently was forced to move into an assisted living facility or a

nursing home where he had to cope with medical profession-

als, caregivers, and other residents. In this case, it would only

be after the person failed to adjust to his new living situation

that his personality traits would become apparent and viewed

as dysfunctional (and a personality disorder diagnosis given).

Thus, the context in which personality traits are expressed is

an extremely important concept in determining their relative

usefulness or hindrance. We return to this important idea later

in this book.

To conclude this section, we want to highlight the debili-

tating nature of personality disorders. According to Fabrega,

Ulrich, Pilkonis, and Mezzich (1991), nearly 80% of people

with personality disorders suffer from a concomitant Axis I dis-

order. Similarly, between one-half and two-thirds of psychi-

atric inpatients and outpatients meet the criteria for at least one
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personality disorder (O’Connor & Dyce, 2001). Thus, anyone

doing clinical work is likely to encounter personality disorders,

and it is therefore important that they be understood and care-

fully considered by the clinician.

History of the Personality Disorder Category

The earliest writings concerning personality disruption and

problems can be traced to the Greek physician Hippocrates

(460 B.C.–377 B.C.). He was also the first physician to postulate

that thoughts, ideas, and feelings come from the brain and not

the heart as Egyptian cultures had long proposed. Hippocrates

described four fundamental body fluids associated with specific

personality patterns (e.g., black bile is indicative of melancho-

lia). His theory was physiologically based, but he also associated

environmental features like climate and temperature with the

exacerbation or even creation of such personality traits as ag-

gression or gentleness (e.g., mild climates produce gentle races,

and climatic extremes arouse strong emotions and passions).

With the death of Aristotle in 322 B.C., Theophrastus

(372 B.C.–285 B.C.) was recognized as Aristotle’s preeminent

student, and he assumed direction of Aristotle’s teaching tradi-

tions. Theophrastus wrote on such topics as marriage, child rais-

ing, alcoholism, melancholy, epilepsy, and the effects of various

drugs on mental states. Interestingly, he also wrote about peo-

ple’s characters or temperaments. In his relatively short book

Characters, Theophrastus described 30 different characters or

personalities that were differentiated on the basis of such funda-

mental traits as bravery, aggression, passivity, trustworthiness,

friendliness, superstitious beliefs, and vanity. In Characters,
Theophrastus appears to have established the beginnings of

many of the concepts for modern personality disorders. The

Greek writer Homer, centuries earlier, had adopted a similar

stance by ascribing to some of his characters a single dominant

personality trait, such as the “brave Hector” or the “crafty

Ulysses.” Theophrastus went beyond Homer’s single master trait

by describing how an individual’s character might express itself
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in varied situations. Each of his 30 characters was typically

dominated by a single trait, but related traits were also de-

scribed. These traits were as diverse as lying, flattering, talka-

tiveness, cheapness, tactlessness, surliness, discontentedness,

and rudeness. His description of the cheap person (penurious)

overlaps with many of the general and associated features of the

modern Obsessive-Compulsive Personality Disorder: stinginess

with money, compliments, and affection; excessive devotion to

work; rigidity; and inflexibility. His character dominated by su-

perstitious beliefs may be a forerunner of the Schizotypal Per-

sonality Disorder; his lying character may herald the Antisocial

Personality Disorder; his flatterer may suggest the Narcissistic

Personality Disorder; and his discontented character may have

features of both Passive-Aggressive Personality Disorder and De-

pressive Personality Disorder.

In more modern times, an important advance in thinking

about personality problems was crafted by the English psychia-

trist James Prichard (1786–1848). He noted the distinction be-

tween antisocial behavior (e.g., lying, gambling, and drug use),

and other types of insanity more typically found in mental hos-

pitals. Prichard (1835) called this behavior “moral insanity” and

described its symptoms as including a perversion of feelings,

habits, morals, and impulses without any defects of intellect or

reasoning and without the presence of hallucinations.

This general category of disorders that Prichard described

would much later come to be known as character disorders and

still later as personality disorders. According to Millon (1981a),

the word character is derived from the Greek word for “engrav-

ing,” which was originally used to “signify distinctive features

that serve as the ‘mark’ of a person” (p. 7). This engraving im-

plies that the behaviors in question are deeply and permanently

imprinted so that change is unlikely or extremely difficult.

Until the early twentieth century, most character disorders re-

mained largely unstudied entities. Until the mid-twentieth cen-

tury, the bulk of personality disorder research was focused on

the “morally insane,” and the term psychopath (which is now

synonymous with Antisocial Personality Disorder) was used

predominately.
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Even more influential on the overall structure and nature of

current personality disorders has been the work of Kurt Schneider

(1923/1950) who first published his taxonomy in 1923. He her-

alded the present DSM Axis II perspective in many respects. First,

he did not view psychopathologic personalities (his term for personal-

ity disorders) as necessary precursors to other or more severe

mental disturbances but saw them as coexistent entities. This con-

tribution heralded the multiaxial diagnostic classification system

and separate diagnosis for personality disorders that was intro-

duced by the American Psychiatric Association in 1980 in DSM-III.
Second, he proposed that psychopathologic personalities devel-

oped in childhood and continued into adulthood consistent with

modern evidence. Third, he described 10 psychopathologic per-

sonalities commonly seen in psychiatric settings, many of which

have greatly influenced current personality disorder diagnoses,

such as his depressive personality (Depressive Personality Disor-

der), anankastic personality (Obsessive-Compulsive Personality

Disorder), attention-seeking personality (Histrionic Personality

Disorder), labile personality (Borderline Personality Disorder), and

the affectionless personality (Antisocial and Schizoid Personality

Disorders).

Modern Conceptualizations

The most modern tradition for the official diagnosis of personal-

ity disorders began in 1952 with the publication of the first edi-

tion of the DSM (American Psychiatric Association, 1952). The

descriptions for all 12 main types of personality disorder in the

DSM consisted of at most two paragraphs and typically four or

five sentences. A further advance was shown in the DSM-II
(American Psychiatric Association, 1968), which contained 10

major categories of mental disorders (up from 7 in the original

DSM). Section V was entitled “Personality Disorders and Cer-

tain Other Nonpsychotic Mental Disorders.” In the official cod-

ing system, number 301 was given to the 10 specific types of

personality disorders. The general description of personality
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disorders in DSM-II was brief (two sentences): “This group of

disorders is characterized by deeply ingrained maladaptive pat-

terns of behavior that are perceptibly different in quality from

psychotic and neurotic symptoms. Generally, these are lifelong

patterns, often recognizable by the time of adolescence or ear-

lier” (p. 41).

The diagnosis of personality disorders took the equivalent

of a quantum leap with the publication of DSM-III in 1980. The

entire manual nearly tripled in pages from 134 in DSM-II to 494

in DSM-III. The major evolution in DSM-III came in the form of

an innovative multiaxial approach, in which psychiatric diag-

nosis was divided into five separate axes or domains on which

information about several important areas of functioning are

recorded. Major clinical syndromes (e.g., Bipolar Disorder,

Panic Disorder, Schizophrenia, Alcohol Dependence) were to be

coded on Axis I, whereas Axis II was reserved for personality

disorders. Also, the number of types of personality disorders ex-

panded from 10 to 11.

Placement of personality disorders on Axis II had a pro-

found effect. Clinicians were now strongly encouraged to eval-

uate each of their patients for a personality disorder and to

appreciate the important role that personality style may play in

the development and maintenance of clinical disorders. Be-

cause many people seeking treatment for clinical disorders also

suffer from personality disorders or personality disorder fea-

tures, the need for psychometrically sound instruments to as-

sess personality disorders became obvious. In the DSM-III, there

was a revolutionary development in the descriptions and diag-

nosis of personality disorders. For the first time in the history of

diagnostic nomenclature, a specific list of numbered criteria

was presented for each personality disorder. To receive a per-

sonality disorder diagnosis, the patient had to meet a specified

minimum number of criteria. The set of criteria was considered

to be polythetic, indicating that no single criterion was consid-

ered to be essential or sine qua non.

The DSM-III also revised the formal definition of personal-

ity disorders:
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Personality traits are enduring patterns of perceiving, relating to, and

thinking about the environment and oneself, and are exhibited in

a wide range of important social and personal contexts. It is only 

when personality traits are inflexible and maladaptive and cause

either significant impairment in social or occupational functioning or

subjective distress that they constitute Personality Disorders. The man-

ifestations of Personality Disorders are generally recognizable by ado-

lescence or earlier and continue throughout most of adult life, though

they often become less obvious in middle or old age. (p. 305)

With the publication of DSM-III-R in 1987, the number of types

of personality disorders remained the same at 11, but an offi-

cial appendix was added to the manual. Appendix A intro-

duced two new personality disorders for research purposes; the 

Self-Defeating and the Sadistic Personality Disorders. With

the publication of DSM-IV in 1994, one personality disorder

(Passive-Aggressive) was dropped from Axis II, and it was

placed in an appendix along with a new personality disorder

for research, the Depressive Personality Disorder. The Self-

Defeating and the Sadistic Personality Disorders were dropped

altogether. The current manual, DSM-IV-TR, had no changes to

the list of personality disorders or the diagnostic criteria for the

disorders. There are 10 official personality disorders on Axis II,

with Passive-Aggressive and Depressive Personality Disorders

listed as criteria sets for further study in the Appendix. For

greater detail on the evolution of the personality disorder diag-

nostic category, the interested reader is referred to Coolidge

and Segal (1998).

The DSM-IV-TR Personality Disorders

In the DSM-IV-TR, the 10 standard personality disorders are or-

ganized into three superordinate clusters based on presumed

common underlying themes. Cluster A groups 3 disorders in

which individuals often appear odd or eccentric: Paranoid,

Schizoid, and Schizotypal Personality Disorders. Cluster B in-
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cludes 4 disorders in which individuals appear to be dramatic,

emotional, or erratic: Antisocial, Borderline, Histrionic, and Nar-

cissistic Personality Disorders. Cluster C contains 3 disorders in

which individuals often appear fearful or anxious: Avoidant, De-

pendent, and Obsessive-Compulsive Personality Disorders. Two

additional personality disorders are not grouped into the clusters

but instead are listed in an appendix of the DSM-IV-TR for further

empirical justification; these are the Depressive Personality Disor-

der and the Passive-Aggressive Personality Disorder (which is also

called the negativistic personality disorder). Importantly, a diag-

nosis called “Personality Disorder Not Otherwise Specified” is also

available for use and is assigned for cases in which the patient has

clear signs of a personality disorder but does not fit neatly into

one of the specific personality disorder categories (e.g., a patient

having three or four symptoms of two different personality disor-

ders but not meeting the threshold for either one).

The DSM-IV-TR provides specific diagnostic criteria for each

of the personality disorders, with criteria reflecting mostly be-

havioral manifestations of the disorder. The symptoms are listed

in order of diagnostic importance, and a specific number of

symptoms must be present to meet the threshold for diagnosis.

Like all disorders in the DSM-IV-TR, diagnosis is categorical. Sim-

ilar to Axis I, multiple disorders can be listed on Axis II as long

as the patient meets the diagnostic threshold for each one diag-

nosed. Dysfunctional personality features can also be listed on

Axis II when symptoms are noteworthy but below the diagnos-

tic threshold. Significant uses of defense mechanisms can also

be listed on Axis II although this technique appears uncommon

in clinical practice. Little reference to age is made in the features

of personality disorders with the exception that a personality

disorder requires onset no later than early adulthood.

Next, we provide a broad overview of each of the 10 stan-

dard personality disorders and the 2 personality disorders under

further review in the DSM-IV-TR. In subsequent discussions

(Chapters 2 to 5), we provide the full DSM-IV-TR diagnostic cri-

teria for each of the personality disorders, discuss potential

problems in applying the criteria to older persons, and include
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another additional but often neglected feature—the clinical pre-

sentation seen in the older adult (which in many cases differs

markedly from that seen in younger persons) and the typical

ways that specific personality disorders are affected by the com-

mon challenges associated with growing older (e.g., retirement,

widowhood, physical illness, changes in appearance, and in-

creased dependency).

The definitions of the personality disorders provided next

are adapted from the DSM-IV-TR:

Cluster A Personality Disorders

� Paranoid Personality Disorder: A pattern of pervasive distrust

and suspicion of others such that the motives of others are

perceived as malevolent

� Schizoid Personality Disorder: A pervasive pattern of detach-

ment from social relationships and a restricted range of

emotional expression

� Schizotypal Personality Disorder: A pervasive pattern of social

deficits marked by acute discomfort with close relation-

ships, as well as eccentric behavior and cognitive and per-

ceptual distortions

Cluster B Personality Disorders

� Antisocial Personality Disorder: A pervasive pattern of disre-

gard for, and violation of, societal norms and the rights of

others, as well as lack of empathy

� Borderline Personality Disorder: A pervasive pattern of insta-

bility in interpersonal relationships, self-image, and emo-

tions, as well as marked impulsivity

� Histrionic Personality Disorder: A pervasive pattern of exces-

sive emotionality and attention-seeking behavior, with

superficiality

� Narcissistic Personality Disorder: A pervasive pattern of

grandiosity, need for admiration, and lack of empathy and

compassion for others
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Cluster C Personality Disorders

� Avoidant Personality Disorder: A pervasive pattern of social

inhibition, low self-esteem, and hypersensitivity to nega-

tive evaluation

� Dependent Personality Disorder: A pervasive and excessive

need to be taken care of and a perception of being unable

to function without the help of others leading to submissive

and clinging behaviors

� Obsessive-Compulsive Personality Disorder: A pervasive pattern

of preoccupation with orderliness, perfection, and control

at the expense of flexibility, openness, and efficiency

DSM-IV-TR Appendix B Personality Disorders

� Depressive Personality Disorder: A pervasive pattern of de-

pressive cognitions, feelings, and behaviors

� Passive-Aggressive Personality Disorder: A pervasive pattern of

negative attitudes and passive resistance to demands for

performance in social and work situations

Challenges Associated with Personality Disorder Psychopathology

Besides causing significant problems for the person so afflicted,

personality disorders pose extensive difficulties to the mental

health clinician. It is fair to suggest that the personality dis-

orders are perceived as among the most challenging forms of

psychiatric illness. Some clinicians, in fact, attempt to avoid

treating them (Lewis & Appleby, 1988), although this is practi-

cally impossible. A complicating feature of personality disorders

is that by their very nature they are chronic conditions, which

can make treating clinicians feel ineffective and even hopeless.

Another important part of the challenge is that the person-

ality disorders differ from the clinical disorders (coded on Axis

I) in a fundamental way. In many cases, clinical disorders

are perceived as illnesses, sicknesses, or diseases that “happen
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to people.” In the case of depression, for example, a relatively

healthy person may experience a series of losses that temporar-

ily overwhelm his or her ability to cope, and classic signs of de-

pression may subsequently emerge (e.g., tearfulness, loss of

interest in activities, lethargy, sleep and appetite disturbance,

poor concentration). In this case, the person may then be diag-

nosed as suffering from major depression.

With treatment, the depression may remit and the person

might have the perception, “I was depressed before, but I am

not depressed now.” Because the person was not depressed

before the episode began and is no longer depressed after it

ends, it would be reasonable for the person to see the depres-

sion as an illness that came upon him or her and then went

away. The person might view the depression as having little to

do with him- or herself personally and to be the result of ex-

ternal factors such as overwhelming life stressors. In short,

being depressed can easily be distinguished from one’s normal

nondepressed state. This same type of “illness” analogy can

readily apply to a host of Axis I clinical disorders that seem

episodic in nature and are easily discriminated from one’s

normal functioning.

This distinction is not easily made with personality disor-

ders. Because personality disorders are defined by personality

traits that are labeled as maladaptive and inflexible, the disor-

ders in this category do not seem like illnesses that come from

outside the person (e.g., as in depression). Rather, what is

“wrong” is the person’s personality, which is not subject to easy

change. The personality disorder construct signifies a patholog-

ical development of the self, at the person’s core. As such, those

who endorse a disease model of mental illness find it difficult

to understand and conceptualize the nature and meaning of

personality disorders because the disease metaphor does not

readily apply.

This concept of personality disorders also affects those who

suffer from them. A classic hallmark of the category is that

those who have a personality disorder typically lack insight into

it or are unaware of having the disorder. Many people with a
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personality disorder perceive their symptoms as ego-syntonic
(meaning congruent with their self-image) in contrast to seeing

the symptoms as ego-dystonic or something outside the self to be

fought, altered, addressed, or gotten rid of by some means. An

unfortunate consequence of the poor insight associated with

the personality disorders is that most patients with a personality

disorder do not identify the need for treatment per se because

they do not see any signs of having a problem. In contrast, it is

axiomatic for individuals with a personality disorder to come to

treatment seeking relief for the overt signs of clinical disorders

they are also experiencing or for problems they are having with

others although they typically see little of their own role in the

conflict. Our case examples in the coming chapters emphasize

this ego-syntonic quality of personality disorder.

This distinction between the clinical disorders and the per-

sonality disorders is also made explicit by the DSM classification

system in which, as noted, the conditions are coded on differ-

ent axes as part of the multiaxial diagnostic format. Of course,

this division is artificial, as many Axis I disorders certainly rep-

resent problems at the level of personality. Dysthymia is defined

as chronic low-level depression that lasts for at least 2 years.

Pessimism is part of the common conceptualization of dys-

thymia although pessimism reflects a stable part of personality.

Anorexia Nervosa, an eating disorder, is another example of the

intermingling of clinical disorders and personality styles be-

cause anorexia is highly associated with perfectionism and a

strong need for control, both of which represent dimensions of

personality. Nonetheless, at present, clinical disorders and per-

sonality disorders are defined as separate diagnostic categories,

and an important outgrowth of this distinction is the high prob-

ability of comorbidity between the clinical disorders and the

personality disorders. This comorbidity is commonplace among

older and younger persons in the clinical setting and provides a

considerable challenge to the treating clinician.

An issue related to the distinction between Axis I clinical

disorders and Axis II personality disorders is the stability and

constancy of Axis II disorders. Defining hallmarks of Axis II
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conditions have been their presentation by early adulthood and

their stability. The maladaptive trait patterns for each of the per-

sonality disorders have been posited to endure through time

and across venues. This stability is the major distinguishing cri-

terion from Axis I conditions, which are suggested as being ad-

ventitious and episodic. It appears that, as Axis II disorders

become better understood (and, indeed, Axis I disorders), this

essential distinction is neither so clear nor pervasive. The chal-

lenge to what has clinically been accepted as a robust heuristic

comes from several sources of inquiry:

� Many Axis I conditions present early in life, are established

by young adulthood, become chronic, and do not remit fully

enough to no longer meet criteria for the diagnosis. Schizo-

phrenia is a good example of this (Shea & Yen, 2003).

� Although other Axis I conditions, such as mood and anxi-

ety disorders, present with distinct episodes, there are sub-

groups that go on to incomplete remissions or rapid cycling

so that the presence of the disorder, while not the degree of

symptom display, evidences significant stability (Judd

et al., 2002).

� The state of the Axis I condition can affect whether a per-

sonality disorder can be diagnosed (Shea & Yen, 2003).

During personality disorder assessment, clinicians must

evaluate the usual or typical personality functioning of the

patient, which may be impaired during a period of clinical

disturbance. A depressed patient who may be excessively

negative and hopeless during the mood episode is a good

example of this.

� The high comorbidity rate between Axis I and Axis II con-

ditions suggests that they may share the same predisposing

factors, be continuum phenomena, or are in some other

highly significant relationship (Shea & Yen, 2003).

� Looking at the Axis II disorders, there are data as well as

anecdotal evidence of change affecting the pattern of one’s

personality traits, thereby worsening or diminishing the de-

gree of the disorder to where it can or cannot be diagnosed
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as a formal personality disorder. Thus, the posited temporal

stability of the personality disorders has been questioned

(Shea et al., 2002).

� Important confounds inform the diagnosis. There is a ques-

tion of whether the diagnostic criteria for personality disor-

ders in general, or for specific personality disorders capture

the presentation of personality disorders in older adults,

missing the so-called “geriatric variants” of the disorders

(Rosowsky & Gurian, 1991; Sadavoy & Fogel, 1992; Segal,

Hersen, Van Hasselt, Silberman, & Roth, 1996). We return

to this theme later in the book.

A final challenge concerning the personality disorder cate-

gory is that sufferers (young and old) rarely present with the

signs and symptoms of just one personality disorder. Rather, a

person with one personality disorder is likely to present with

significant signs and symptoms of other personality disorders

(Oldham et al., 1992; Segal et al., 1996). Or a person may have

signs of several personality disorders but does not meet full di-

agnostic threshold for any one disorder. In most cases, occur-

rence of personality disorder features from more than one

personality disorder appears to be the rule rather than the ex-

ception across the life span. A part of the problem is that proto-

types of the personality disorders were created in the DSM
system to maximize discrimination among the types, although

this procedure has led to the impression that pure types are reg-

ularly seen in clinical practice, which they are not.

Conclusions

We want to highlight a final important point about personality

disorders: By their very nature, these disorders manifest as dis-

ruptions in the interpersonal sphere. All personality disorders

reflect interpersonal difficulties, and while their exact nature

will differ across the disorders, these social problems appear ro-

bust over the life course (Rosowsky & Gurian, 1991). Although

most people with a personality disorder do not see themselves



20 Chapter 1 Introduction to Personality Disorders and Aging

as having a problem, they almost always identify having prob-

lems relating to others in their social world (Rosowsky, 1999).

These others may include caregivers, neighbors, relatives, em-

ployers, and health care professionals, but the interpersonal

dysfunction is particularly enhanced in intimate relationships,

for example, with children, spouses, and romantic partners. We

are emphasizing this chronic and characteristic social impair-

ment because it becomes particularly salient for the aging indi-

vidual. Interpersonal problems affect sufferers in their ability to

handle stressors associated with growing older. There is a large

body of literature on the buffering effects of social support:

Close and supportive relationships can help people adjust to

and cope with difficult life experiences. But social problems

across much of adult life typically leave the personality disor-

dered older adult with little or no remaining social support at a

time in life when it is critically needed. This aspect of personal-

ity disorder makes patients particularly vulnerable to the chal-

lenges of aging. The social ineffectiveness of older adults with

personality disorders also affects their ability to form an appro-

priate therapeutic relationship with the mental health clinician.

Patients with personality disorders typically evoke strong feel-

ings in their clinicians (Rosowsky, 1999), just as they do with

other important people in their life. How clinicians use their

emotional reactions to the patient and how they understand

what the individual engenders in close relationships with others

are important parts of the diagnostic and treatment process, and

we return to this theme later in this book.

About This Book

In subsequent chapters, we provide a clinical description and

the official diagnostic criteria for personality disorders grouped

by the official clusters of the DSM-IV-TR. These include Cluster

A (Paranoid, Schizoid, and Schizotypal Personality Disorders; in

Chapter 2), Cluster B (Antisocial, Borderline, Histrionic, and

Narcissistic Personality Disorders; in Chapter 3), and Cluster C
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(Avoidant, Dependent, and Obsessive-Compulsive Personality

Disorders; in Chapter 4). Chapter 5 examines personality disor-

ders that have been part of the official diagnostic nomenclature

in previous versions of the DSM. In Chapters 2 through 5, we

discuss potential problems applying the diagnostic criteria for

the personality disorders to older adults, provide a theorized

pattern of each personality disorder in later life, examine the

potential impact of aging on each of the personality disorders,

and offer numerous extended case examples. We then present

information about epidemiology and common comorbid disor-

ders (Chapter 6); an analysis of theories of personality disorders

(Chapters 7 and 8), with special attention to the manner in

which aging is addressed in the theories; and an overview of as-

sessment issues (Chapter 9). We conclude with two chapters

that address intervention, including an overview of general is-

sues and models of intervention (Chapter 10) and a model of

goodness of fit (Chapter 11).
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The Odd and Eccentric (Cluster A)
Personality Disorders and Aging

In Chapters 2 through 5, we focus on a clinical description

of the specific personality disorders according to DSM con-

ceptualizations, organized by clusters (Cluster A in Chapter

2, Cluster B in Chapter 3, Cluster C in Chapter 4, and other

personality disorders in Chapter 5). The diagnostic criteria for

each personality disorder are reviewed with particular atten-

tion to possible age-biases, age-relevance, and problems with

the suitability of the criteria to older individuals. Theorized

patterns of the personality disorders in later life are discussed

in each chapter as well as the typical ways that they are af-

fected by common challenges associated with aging. Case ex-

amples are offered throughout. Age-related stressors are

addressed, including retirement, spousal loss, physical illness,

changes in appearance, and increased dependency. In Chap-

ter 6, we turn to the epidemiology of personality disorders

and the challenges of comorbidity.

The personality disorders described in these chapters

are listed in Table 2.1. Before turning our attention to the

personality disorders in Cluster A, we first examine the

applicability and age appropriateness of the DSM’s General

Diagnostic Criteria for personality disorders overall.
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Table 2.1 Personality Disorders Grouped by Clusters in the

DSM-IV-TR and Other Personality Disorder Conceptualizations

DSM-IV-TR Cluster A

Paranoid, Schizoid, and Schizotypal Personality Disorders

DSM-IV-TR Cluster B

Antisocial, Borderline, Histrionic, and Narcissistic Personality Disorders

DSM-IV-TR Cluster C

Avoidant, Dependent, and Obsessive-Compulsive Personality Disorders

Other Personality Disorders

Sadistic Personality Disorder (DSM-III-R Appendix A)

Self-Defeating Personality Disorder (DSM-III-R Appendix A)

Depressive Personality Disorder (DSM-IV-TR Appendix B)

Passive-Aggressive Personality Disorder (DSM-IV-TR Appendix B)

Adapted from Diagnostic and Statistical Manual of Mental Disorders, third edition, revised,

and fourth edition, text revision, by American Psychiatric Association, 1987 and 2000,

Washington, DC: Author.

General Diagnostic Criteria

The DSM-IV-TR (American Psychiatric Association, 2000) em-

bodies a pragmatic approach to diagnosis that intentionally

deemphasizes specific theoretical perspectives on psychopath-

ology. Rather, the approach focuses on making diagnoses in a

reliable and valid fashion, based largely on behaviorally opera-

tionalized criteria (Segal & Coolidge, 2003). Regarding person-

ality disorders, the first step in diagnosis is to gauge whether the

patient shows a broad pattern of personality problems that

meets a general diagnostic threshold. Only after the general cri-

teria are met should the clinician determine which specific per-

sonality disorder or personality disorders are present. 

The general criteria provided by DSM-IV-TR (American Psy-

chiatric Association, 2000) are listed in Table 2.2. Several fea-

tures from this description are informative. First, the

description of a personality disorder (Criterion A) begins with

an implicit definition of personality, this is, “an enduring pat-

tern of inner experience and behavior” in conjunction with

psychopathology in that the pattern “deviates markedly from
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Table 2.2 DSM-IV-TR General Diagnostic Criteria for a

Personality Disorder

A. An enduring pattern of inner experience and behavior that deviates markedly

from the expectations of the individual’s culture. This pattern is manifested

in two (or more) of the following areas:

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

and events)

(2) affectivity (i.e., the range, intensity, lability, and appropriateness of

emotional response)

(3) interpersonal functioning

(4) impulse control

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

personal and social situations.

C. The enduring pattern leads to clinically significant distress or impairment in

social, occupational, or other important areas of functioning.

D. The pattern is stable and of long duration, and its onset can be traced back at

least to adolescence or early adulthood.

E. The enduring pattern is not better accounted for as a manifestation of

consequence of another mental disorder.

F. The enduring pattern is not due to the direct physiological effects of a

substance (e.g., a drug of abuse, a medication) or a general medical condition

(e.g., head trauma).

Source: From Diagnostic and Statistical Manual of Mental Disorders, fourth edition, text revi-

sion, American Psychiatric Association, 2000, Washington, DC: Author. Copyright 2000

by American Psychiatric Association. Reprinted with permission.

the expectations of the individual’s culture.” Recognition of the

influence of culture was first introduced in DSM-III-R (Ameri-

can Psychiatric Association, 1987) and refined in DSM-IV
(American Psychiatric Association, 1994) and DSM-IV-TR. Fur-

ther, this pattern must be demonstrated in at least two impor-

tant areas of functioning, including one’s thinking patterns

(cognition), emotional reactions (affectivity), social relation-

ships (interpersonal functioning), or ability to moderate desires

(impulse control).

As implied in the definition, cultural sensitivity and an un-

derstanding of the nuances of the individual’s cultural frame of

reference are important in avoiding diagnostic mistakes, espe-

cially the overpathologizing of normal variations in beliefs and
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behaviors consistent with an individual’s culture (American

Psychiatric Association, 2000). Because cultures vary widely in

conceptions of selfhood, coping, and communication styles, ap-

plying personality disorder criteria across diverse cultures may

be particularly challenging (American Psychiatric Association,

2000). For example, an individual from a cultural group that

values interdependence and deference to others should not be

viewed as having a Dependent Personality Disorder in the clas-

sic sense. Some cultures value dramatic personal expressions,

not necessarily implying a histrionic personality. Two aging is-

sues regarding Criterion A are that emotions (both positive and

negative) typically become somewhat leveled or muted with

age, and people are generally less impulsive in later life. These

changes reflect normal aging, and therefore these aspects of Cri-

teria A do not apply well to some older people.

Other general criteria indicate that the personality pattern

must be inflexible and manifested in several areas of life (Crite-

rion B), the pattern leads to clinically meaningful distress or im-

pairment in the individual’s functioning (Criterion C), and the

pattern is relatively stable and can be traced back to adolescence

or early adulthood (Criterion D). The last two criteria are the

exclusionary rules included in almost all diagnoses. It must be

ascertained that the disordered (personality) pattern cannot be

better accounted for by another (primary) mental disorder (Cri-

terion E) or by the direct effects of a substance or an underlying

medical condition (Criterion F; American Psychiatric Associa-

tion, 2000).

Criterion D may be problematic among some older adults

because it can be difficult to identify exactly when a personality

disorder originated, and this problem is confounded even more

by the difficulties with retrospective reporting over many

decades. Finally, Criterion F may be problematic in an aging

context because older adults are likely to have health problems,

both chronic and acute, and to be taking medications for these

problems. Thus, diagnostic consideration must take into ac-

count the effects of physical illness and medications on one’s
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everyday functioning. In summary, it is apparent that some of

the General Diagnostic Criteria may fail to take into account

normal changes that are associated with the aging process and in

some cases fail to capture aspects of personality disorder pathol-

ogy as it is expressed in later life. With these general issues in

mind, we now examine several specific personality disorders.

Cluster A Personality Disorders: Paranoid, Schizoid,
and Schizotypal

The core thematic features of the personality disorders in Clus-

ter A include unusual, odd, eccentric, and sometimes even

bizarre personality features. Based on the odd nature of these

personality disorders, it should not be surprising that these pa-

tients are typically withdrawn and isolated and that there is a

link between Cluster A personality disorders and the psychotic

disorders, most notably Schizophrenia. Cluster A personality

disorders are more common in relatives of schizophrenics than

in the general population (O’Connor & Dyce, 2001). However,

individuals with Cluster A personality disorders are not bla-

tantly and persistently psychotic (or may not be psychotic at

all), and they generally maintain contact with reality. The DSM-
IV-TR diagnostic criteria for the three Cluster A disorders are

listed separately in the following subsections.

Paranoid Personality Disorder

Clinical Description
This disorder manifests itself as a pervasive pattern of distrust

and suspiciousness of others without appropriate or adequate

justification. People with this disorder easily perceive malevo-

lent, malicious, and deceitful intent in others and maintain the

suspicion that others are out to do them harm. They are easily

slighted and dwell on the loyalty and trustworthiness of others.
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The pervasiveness of suspicion is such that benign comments

by others or innocuous events are often interpreted as threat-

ening personal attacks. Their hypervigilance against attacks

from others results in the chronic scrutiny of others. During

such scrutiny, paranoid persons tend to find spurious evidence

to distrust others and, as a consequence, they typically feel

persecuted. The famous writer William S. Burroughs revealed

this tendency in his famous quote: “Paranoia means having all

the facts.”

People with Paranoid Personality Disorder often become

involved in hostile disputes and aggressive confrontations with

others. Counterattacks are common as a perceived way of self-

protection. Due to their chronic suspiciousness, people with

Paranoid Personality Disorder tend to neither confide in others

nor share personal information because doing so would open

them up for attack. They believe that they cannot openly or au-

thentically relate to others because anything that they share can

and will be used against them. They bear grudges and are fre-

quently obsessed with jealousy and perceived infidelity of ro-

mantic partners. Paranoid individuals often go through life

extremely isolated and alone. The very nature of the paranoid

person can be compounded by social isolation. Others tend to

recoil and to be leery of interacting with the cold and suspicious

paranoid person. Thus, their isolation intensifies their already

paranoid beliefs because they are not afforded the reassurance

and corrections that may happen in healthier relationships. Fur-

ther, paranoid individuals are highly vulnerable and feel that

they must constantly “keep their guard up” to prevent interper-

sonal exploitation. In many cases, their isolation can be ex-

treme. In one of our cases, a 67-year-old woman with Paranoid

Personality Disorder reported a lifetime history of never having

even one close friend or confidant due to her profound concern

that if she revealed personal information, the acquaintance

would use the knowledge to hurt the patient. She also avoided

sexual intimacy for the same reasons. Table 2.3 provides the

DSM-IV-TR diagnostic criteria for Paranoid Personality Disorder.
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Table 2.3 DSM-IV-TR Diagnostic Criteria for Paranoid

Personality Disorder (Code: 301.0)

A. A pervasive distrust and suspiciousness of others such that their motives are

interpreted as malevolent, beginning by early adulthood and presenting in a

variety of contexts, as indicated by four (or more) of the following:

(1) suspects, without sufficient basis, that others are exploiting, harming, or

deceiving him or her

(2) is preoccupied with unjustified doubts about the loyalty or

trustworthiness of friends or associates

(3) is reluctant to confide in others because of unwarranted fear that the

information will be used maliciously against him or her

(4) reads hidden demeaning or threatening meanings into benign remarks or

events

(5) persistently bears grudges, i.e., is unforgiving of insults, injuries, or slights

(6) perceives attacks on his or her character or reputation that are not

apparent to others and is quick to react angrily or to counterattack

(7) has recurrent suspicions, without justification, regarding fidelity of

spouse or sexual partner

B. Does not occur exclusively during the course of Schizophrenia, a Mood

Disorder With Psychotic Features, or another Psychotic Disorder and is not

due to the direct physiological effects of a general medical condition.

Source: From Diagnostic and Statistical Manual of Mental Disorders, fourth edition, text revi-

sion, American Psychiatric Association, 2000, Washington, DC: Author. Copyright 2000

by American Psychiatric Association. Reprinted with permission.

Potential Age-Bias of Criteria
Two Paranoid Personality Disorder criteria may be problematic

for older adults. Criterion A1 (suspects, without sufficient basis,

that others are exploiting, harming, or deceiving him or her)

may not apply well to some in later life because older adults

with certain risk factors (e.g., impaired physical or cognitive

status; family social isolation) are known to be at heightened

risk for elder abuse (Wolf, 1998). A further complication to this

issue is that older adults in the present cohort are increasingly

being targeted by unscrupulous people who are trying to scam

or swindle them. In these cases, it makes sense that older adults

should be more wary of others to reduce their risk of abuse. Cri-

terion A2 (is preoccupied with unjustified doubts about the
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loyalty or trustworthiness of friends or associates) may not fit as

well for those in later life who have to form new social connec-

tions to replace lifelong relationships that have been lost. In

many cases, new friendships may not have the same level of

trust and security as those forged over many years.

Theorized Pattern in Later Life and Possible Impact of Aging
The primary aging issues relevant to the paranoid type include

physical illness, sensory decline, and increased dependency. Re-

garding sensory impairments, older adults who experience de-

clines in hearing and vision may incorrectly think that others

are talking about them or threatening them in some way. Evi-

dence suggests that sensory deterioration is a primary cause of

certain psychiatric disorders, most notably late-onset paranoia

(Almeida, Forstl, Howard, & David, 1993). Among those with

Paranoid Personality Disorder, these types of sensory impair-

ments may make the underlying paranoia more pronounced.

The emergence of cognitive dysfunction due to a dementing ill-

ness may also trigger paranoid thinking or may worsen premor-

bid paranoid traits.

Increased dependency on others will also be problematic

for paranoid older adults who are not used to and are uncom-

fortable with accepting help from others. In cases where profes-

sionals (e.g., home health care workers) need to provide

services in the home, the paranoid person may react with dis-

trust and agitation due to perceiving the workers as being intru-

sive and untrustworthy, or deny them entry to the home

altogether. The paranoid person may voice complaints of being

abused, victimized, or taken advantage of, and the clinician

must carefully evaluate his or her concerns and the situation to

make sure that, in fact, no harmful acts are occurring. Because

older people with Paranoid Personality Disorder are often expe-

rienced as being distrustful, argumentative, and hostile, their

level of social support may be poor. Whereas they are likely to

be highly isolated, they are equally rejecting of needed social

support. In fact, Butler, Lewis, and Sunderland (1998) suggest

that the paranoid type has the most problems of all the person-
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ality disorders in later life, due to the loss of the few relation-

ships they may have developed earlier in life and the subse-

quent increasing isolation.

The Case of Albert: Paranoid Personality Disorder
Albert M. contacted the psychologist for an appointment stating, “I

think I am depressed and I’d like to get your opinion about this.”

The initial telephone intake conversation revealed that Albert was

72 years old and had recently experienced new physical health

changes in addition to his chronic health problems. He announced,

at the outset of the conversation, “You’ll have to speak slowly and

clearly. I have a hearing problem and even though I have one of

those phone adaptors, I have trouble hearing people who mumble or

talk too fast. I don’t trust this gizmo anyway. It never worked right.”

The psychologist, familiar with the more frequently occurring prob-

lems of older adults presenting to his outpatient practice, quickly

formulated a likely differential diagnosis. Albert could be presenting

with an adjustment disorder with depressed mood or perhaps he

was experiencing an episode of major depression. Quite possibly, his

health problems and/or medications prescribed to treat them were

contributing to his dysphoria as well.

On the day of the appointment, Albert arrived early. When the

clinician greeted him, it was apparent that Albert had been passing

the waiting time by carefully observing the physical space including

brochures and other reading materials set out for patients to peruse

and take home. He was reading the clinician’s credentials, framed

and hanging along a sidewall, when the psychologist ushered him

into the interview room.

The clinical interview began quite easily, although the psychol-

ogist noticed that Albert had difficulty sustaining eye contact, in-

stead glancing around the room, appearing to want to take it all in.

Albert was appropriately forthcoming about his chronic health

problems, including cataracts, hearing loss, and osteoarthritis, and

the medications he was currently taking. However, he was notice-

ably reluctant to describe the most recent health problem which

presumably had preceded his depression. When the clinician began

to inquire about his family of origin, Albert straightened himself in

his chair and challenged this line of questioning. “What do you need
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to know about that for? You’re going back a long ways, you know.”

The clinician was able to coax a little more information before Al-

bert resisted even more vigorously. “Look. I don’t like where this is

going. I don’t know what you’re getting at. I came to see you for

your opinion about my depression. I just need your opinion. Now

can you do that or not?”

The clinician agreed to go where Albert wanted, and returned

to guiding the interview toward clarifying the precise events that

led up to the patient seeking this appointment. The patient revealed

that 4 months earlier his primary care physician (PCP) noticed a

change in lung sounds, which was of concern. A chest film was or-

dered, and a suspicious shadow was noted. The PCP referred the pa-

tient to a pulmonary specialist for a consultation. Given Albert’s

age, medical history, and current condition (former smoker and

clinically obese), the specialist was also concerned and admitted Al-

bert to the hospital for further diagnostic refinement. The special-

ist’s diagnosis, as the patient told it, was that Albert had a

pulmonary embolism, which was serious and indeed life threaten-

ing. He would therefore start treatment immediately, even before

all the tests were completed.

Ultimately, on further evaluation, an embolism was ruled out.

The diagnosis then was made of a small calcification (the shadow

initially seen), which was a benign finding and had likely been there

a very long time. They attributed the change in the lung sounds his

PCP had noticed as a temporary sequela of a recent upper respira-

tory infection.

Immediately following his discharge from the hospital, Albert

felt greatly relieved that his life was not, after all, in jeopardy. But

then his thinking changed. “Don’t you think I know that these local

docs get something a little extra when they refer people to these

fancy specialists?” He caught himself and modified his tone. “I’ve

been with this doc for years, but you know I’m getting up there.

Who questions if there’s something new that’s not quite right? And

you know what hospitals get for every day someone’s in a bed there?

This specialist is on the hospital staff there. Don’t you think he has to

fill some of those beds, too? And you have to have a diagnosis to get

in, otherwise the insurance company won’t pay.” When asked how

he thought this might relate to his depression, Albert did make eye

contact, hard eye contact: “Who wouldn’t get depressed when they

thought they were going to die because some fancy doctor told them
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that so he could get the extra bucks? You’re darn right I got the de-

pression. They caused it and they’re going to pay for that.”

Albert divulged that he had engaged an attorney to sue both the

specialist and his primary care doctor. When asked how he felt about

severing the long-term relationship with his PCP, Albert responded,

“He was always nice enough; friendly. But to tell you the truth, I

never trusted the guy.” He let it slip that he had used this attorney

before for several lawsuits. He reported that instead of taking the law

into his own hands, it was far better to take the law to the lawyer’s

hands. “It’s a mean world out there, and if you don’t watch out and

take care of things, they can do real damage.”

The psychologist conducted the usual diagnostic interview and

determined that Albert was not experiencing an episode of major

depression. He didn’t meet DSM criteria for dysthymia or even for an

adjustment disorder. But he was angry and nearly delusional, and he

was seeking the psychologist’s confirmation of a clinical condition to

get back at his enemies, in this instance, the two physicians. He was

diagnosed on Axis II with Paranoid Personality Disorder.

One of the benchmarks of the paranoid personality is to mis-

perceive and misattribute others’ behaviors and reactions. In-

evitably, others are put on the defensive, further confirming their

guilt or at least their adversarial, frequently threatening, posture.

These personalities twist, misconstrue, and reconstruct reality in

an effort to confirm their idiosyncratic reality, ever scanning for

more support and confirming evidence. They do not trust the “sys-

tem” or others and they cannot be honest, especially in more inti-

mate relationships. Albert embraced many of the dominant

personality traits lying at the core of Paranoid Personality Disorder:

steely coldness while being controlling, humorless, intimidating,

critical, mistrustful, rageful, and uncompromising. They make very

difficult therapy patients. Understandably, they are suspicious of

directness and honesty and do not do well with confrontation.

They construe any interpretation that challenges or is even incon-

sistent with their own point of view as evidence of potential vic-

timization by the clinician. When enough such evidence is

accrued, the clinician is summarily relegated to the enemy camp,

and the helping relationship is over.

Interpersonal distance regulation is also a challenge for the

treating clinician. As those with Paranoid Personality Disorder main-

tain distance from the clinician, they mirror their disconnection and
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aloofness, thereby disallowing the necessary joining, or closeness,

necessary to achieve a therapeutic alliance. Moving too close will be

countered by their withdrawing, pulling away, intensifying an intel-

lectualization defense and becoming more critical and suspicious.

Some with this personality disorder will identify themselves as a pa-

tient and try to join with the clinician in a treatment dyad. If enough

trust (or more accurately the absence of distrust) is present, patients

can come to entertain the possibility of alternative interpretations

and meaning makings other than their own. But the tightly held, er-

roneous but self-confirming beliefs cannot be directly or too aggres-

sively challenged. To do so nearly guarantees the clinician will be

inducted into the camp of the “other,” with whom it is necessary to

keep up one’s guard.

Primary care physicians have an especially difficult time man-

aging these patients and quite likely dread seeing their names on the

day’s patient roster. These are among their most problematic pa-

tients. They can be difficult by demanding too much time, question-

ing the doctor’s questions, withholding information if they do not

trust the reason the doctor would need to know, and rejecting treat-

ment suggestions. Most of all, they feel distant to the physician,

aloof, with little capacity for empathy or mutual regard. Although

PCPs are sometimes impressively alert to the signs and symptoms of

Axis I disorders, personality disorders (which apply to approxi-

mately half of their difficult patients) are often missed and poorly

understood. This is especially so when they co-occur with an Axis I

disorder. Mental health clinicians can help their medical colleagues

to recognize likely personality disorders (or at least serious traits) as

well as to understand how these will inform the treatment and guide

its course without excessive frustration. Many individuals with per-

sonality disorders present with somatic complaints that often meet

criteria for an Axis I somatoform disorder, anxiety disorder, or alco-

hol or substance abuse condition.

Albert, however, told his PCP that he was depressed and that

this was a direct result of the trauma he endured secondary to the

erroneous (and negligently so, in his opinion) diagnosis. What the

PCP did not consider was how his patient made sense of the world

and interpreted events. In the mind of Albert, not only were the

doctors’ actions negligent, they were intentional and probably col-

laborative and in line with some greater medical scheme or scam.

The PCP took the patient’s self-diagnosis at his word, or perhaps felt
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the need for an outside professional to make sense of what was

going on. The PCP was probably feeling uncomfortable and a little

threatened. So he referred Albert to the psychologist for a clinical

opinion and diagnostic clarification.

During the consultation with the psychologist, Albert did not

lie about his symptoms, and he revealed his primitive character in a

number of ways. In this case, the patient was not seeking therapy

with the psychologist, but only his opinion. This is an important dis-

tinction, especially for patients with personality disorders. The psy-

chologist could not ethically diagnose a condition (in this case,

depression) that he did not believe existed, just because the patient

wanted this. Without challenging Albert’s belief system directly, and

provoking a head-on collision, the psychologist could consider the

following talking points: Join with Albert around his experience as

having been extremely unpleasant, even frightening, to really be-

lieve that much of it could not have been avoided. If it was not

avoided, then perhaps it was intentional (his irrational view). Or

perhaps it was because the doctors were especially caring and

thereby overly cautious (the competing view).

Either way (with the psychologist modeling how to hold both

competing views), it was clear that Albert had suffered, and his feel-

ings were understandably strong, whether they were feelings of sad-

ness, anxiety, or anger. It was generous of him to want to correct the

system so that others wouldn’t go though what he did (introducing

altruism as a mature defense). Using the law is certainly one way to

do this. It was important to help the client understand that his con-

victions, even his best intentions, would have a price. There would

be the price of legal fees and also the price of his own time and ef-

fort. There was also the price of letting go of the long-standing rela-

tionship with his doctor, who had been good enough for many years,

and had cared for him—maybe too well this one time. A lawsuit

would end their relationship, and Albert would need to decide how

much he wanted to pay out and pay back.

Finally, the clinician might suggest that sometimes short-term

psychotherapy can be useful. It can help patients sort out strong

feelings and decide on a course of action, while decreasing the

chances of a true clinical depression setting in. It would be up to Al-

bert to decide whether he could tolerate, perhaps even consider, the

feedback and perspective of the treating clinician.
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Schizoid Personality Disorder

Clinical Description
The hallmark features of this disorder are a complete detach-

ment from social relationships and restricted emotional re-

sponses to others. Such people are often perceived as aloof,

cold, detached, and emotionally flat, but most notably they

seem to have no desire for close relationships, and they tend to

have no connections with others outside of close family mem-

bers. In lay terms, they fit the classic profile of a “loner” or

“hermit,” who neither needs nor wants contact with others.

Their social detachment is often so acute that they seem im-

mune to the criticism or praise of others. They consistently pre-

fer and choose solitary activities, experience little or no

pleasure in life, and have minimal or no interest in sexual ac-

tivities with others.

As a result of their style, people with Schizoid Personality

Disorder lack close relationships. They are indifferent to the

emotional lives of others, seem oblivious to social nuances,

and rarely marry (although if they do marry, they tend to be

passive during the courtship and afterward). Schizoid individ-

uals may have a fantasy life that far exceeds their actual exis-

tence. Among schizoid older adults, it is important to

understand that their lack of relationships has been a lifelong

characteristic and is not simply a function of age-related

losses. Because people with schizoid features experience little

or no concern about their lack of relationships, they infre-

quently seek psychotherapy and experience little distress as

long as their fiercely independent style is not compromised.

They tend to resist help offered, especially when a relationship

would be involved. The extreme detachment of the schizoid

personality was demonstrated in one of our cases in which an

adult daughter of a schizoid father requested help to deal with

her father’s increasing aloofness, especially since the death of

his wife who had previously orchestrated his minimal social

contacts. According to the daughter, her father even expressed

objection to the family’s request for an annual phone call let-
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Table 2.4 DSM-IV-TR Diagnostic Criteria for Schizoid Personality

Disorder (Code: 301.20)

A. A pervasive pattern of detachment from social relationships and a restricted

range of expression of emotions in interpersonal settings, beginning by early

adulthood and present in a variety of contexts, as indicated by four (or more)

of the following:

(1) neither desires nor enjoys close relationships, including being part of a

family

(2) almost always chooses solitary activities

(3) has little, if any, interest in having sexual experiences with another person

(4) takes pleasure in few, if any, activities

(5) lacks close friends or confidants other than first-degree relatives

(6) appears indifferent to the praise or criticism of others

(7) shows emotional coldness, detachment, or flattened affectivity

B. Does not occur exclusively during the course of Schizophrenia, a Mood

Disorder with Psychotic Features, another Psychotic Disorder, or a Pervasive

Developmental Disorder and is not due to the direct physiological effects of a

general medical condition.

Source: From Diagnostic and Statistical Manual of Mental Disorders, fourth edition, text revi-

sion, American Psychiatric Association, 2000, Washington, DC: Author. Copyright 2000

by American Psychiatric Association. Reprinted with permission.

ting the family know where he is and how he is faring. Table

2.4 provides the DSM-IV-TR diagnostic criteria for Schizoid

Personality Disorder.

Potential Age-Bias of Criteria
Criterion A3 (has little, if any, interest in having sexual experi-

ences with another person) is inappropriate for many older

adults, not due to emerging schizoid tendencies, but rather due

to the lack of suitable partners as well as normal age-related de-

clines in libido among some older people. Criterion A5 (lacks

close friends or confidants other than first-degree relatives) may

also be problematic for older adults who have outlived their

friends and in their later years rely primarily on relationships

with their children. In fact, psychologist Laura Carstensen’s fa-

mous theory of socioemotional selectivity suggests that with

advancing age, many individuals reduce the range of their rela-

tionships to maximize the social and emotional rewards of the
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relationships and reduce risks associated with relationships

(Carstensen, 1987; also see Carstensen, Isaacowitz, & Charles,

1999). As such, older adults increasingly prefer to spend time

with people who are close to them, especially family members,

instead of meeting new people. Hearing impairment, which is

common in later life, can also restrict one’s social network, and

in these cases, reduced social contacts should not be perceived

as being due to maladaptive personality traits.

Finally, Criterion A7 (shows emotional coldness, detach-

ment, or flattened affectivity) may not fit well with older individ-

uals due to their enhanced abilities to (a) regulate their emotions,

(b) control the way they express their emotions, and (c) under-

stand their emotional experiences, each of which is a trend com-

monly associated with normal aging (Carstensen & Turk-Charles,

1994; Carstensen et al., 1999; Labouvie-Vief & Hakim-Larson,

1989; Lawton, Kleban, Rajagopal, & Dean, 1992).

Theorized Pattern in Later Life and Possible Impact of Aging
The aging issue most threatening to the schizoid type is the in-

creased dependency on others (usually due to loss of mobility,

loss of financial resources, and/or physical declines). Because

the older schizoid’s socially disconnected style is ego-syntonic,

it causes marked distress when the person must by necessity de-

pend on relationships with others for his or her care. Schizoid

people prefer to be alone and independent and will typically

react poorly if they must be in regular contact with others, for

example, in an assisted living situation or a nursing home.

Sensory decline is also an important issue especially as it

relates to reduced independence and the need for closer contact

with others. In contrast, retirement would not seem to be par-

ticularly challenging to the older schizoid. In fact, in cases

where the work environment precipitated contacts with other

people, retirement may be a welcome change in life. Widow-

hood may also be less stressful to the older schizoid because the

attachment to the marital partner likely was less intense com-

pared with healthier older adults, and the subsequent loss less

meaningful. The older schizoid’s grief over spousal loss is much
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more likely to occur for practical reasons such as the loss of a

cook or laundress than because of an emotional attachment

loss. Typically, the lifelong recluse becomes more reclusive with

advancing age for as long as the person can manage being alone

(i.e., until changes that often accompany aging require in-

creased contact with others).

The Case of Dom: Schizoid Personality Disorder
Dom D. came to the United States as a young boy, together with his

parents and two older brothers. They settled in a large metropolitan

area where his father worked as a skilled laborer in a factory and his

mother as a homemaker. Dom was an easy child for his over-

whelmed mother to raise. While she counted on her older sons to

ease her way in this new country, she relied on Dom to help her

with domestic chores, which he did dutifully, if not willingly. He did

not appear to anticipate or even to react to his mother’s expressions

of sadness or explosions of anger—but he did do what he was told

and never appeared especially concerned or moved to exhibit emo-

tional responses, whether of happiness, sadness, irritability, or anger.

He attended school regularly but was an indifferent student. He

did not relate to his teachers or to the other students. His work was

most often minimally executed, without any reflection of what he

thought or felt inside. On the playground, he typically stood off to

the side, not showing much interest in what the other children were

doing. It was as if the whole concept of play was extraneous and for-

eign to him. On those occasions when participation in team sports

was required, he was often the last one chosen to be on a team. This

was less because others viewed him uncoordinated (which he was

not), but more because he was unknown, making the other children

feel uncomfortable in his presence.

When he became a student in a large city high school, Dom be-

came even more invisible. When he dropped out of school shortly

after his 16th birthday, few noticed or cared. It was as if the enthu-

siasm, passion, and self-presence lacking in him was reflected in his

lack of connection to and effect on others.

His mother was aware that he was very different from her two

older boys. They were good students and had been energetic, ambi-

tious, and occasionally volatile adolescents. Each had moved on to
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a community college, and the eldest was completing a bachelor’s

degree at a university. After Dom dropped out of school, his

mother could no longer provide him with enough chores to keep

him from appearing idle to her. To complicate matters, he was not

willing to do things that required socializing, or even more than

the briefest communication with others. In time, she appealed to

her husband to use his connections through his job to provide

Dom with a position and a future.

The father knew very little about his sons. He had never been in-

volved with the children, leaving that to their mother. He worked very

hard, often doing double shifts at the factory, to support the family.

He considered his hard work to be good enough parenting. When he

allowed himself time for his own pleasure, it was with one or two

coworkers from the plant. He was neither abusive nor demanding of

his wife or sons, nor did he offer them much beyond financial sup-

port. He was both proud and resentful of his “college boy” sons, but

had never given thought to any alternatives. When he was made

aware that this same scenario would not apply to his third child, he

was perplexed. What did he know about this boy, this young man?

One thing he did know was that Dom was “good with his

hands” and naturally adept at electrical work. He seemed to have

great patience doing minor electrical repairs around the apartment.

The few books he borrowed from the library were manuals of cir-

cuitry and wiring that he would take off to his bedroom and read

over and over. His father spoke to someone he knew in the office at

work, and the company was able to hire Dom as an electrician ap-

prentice. Dom learned quickly. His work ethic was excellent. He

made no friends on the job, but just attended to his work. Fortu-

nately, the man assigned to train him made no demands on Dom to

be sociable; therefore, Dom’s lack of social skills did not have nega-

tive occupational consequences. For his boss’s part, he was happy to

train an extra pair of hands and relished the shared solitude.

Dom engaged in few activities outside of work. He rented his

own small apartment a short distance from where he had been

raised and lived there all his adult life. He saved his money, not be-

cause he had any plans or goals that it might support, but because

he did not especially want anything. His major personal expense

was on magazines related to his interest in gadgetry and electronics.

His living room was piled high with back issues of Popular Mechanics.
Dom’s hygiene and appearance were marginal. He looked “okay” for



Cluster A Personality Disorders: Paranoid, Schizoid, and Schizotypal 41

the machine shop at work (just barely), but was always a bit di-

sheveled in public. Dom did not appear to be someone a passerby or

fellow shopper would want to smile at or exchange pleasantries

with, and this suited him well.

His daily routine changed little over the years. During the work

week, he worked. On Sundays, he had dinner with his parents. After

they died, he took Sunday dinner with one or the other of his brothers

and their families. Dom never evidenced any sexual interest or desire to

create a family of his own. His nieces and nephews came to understand

Uncle Dom as a loner. He was not lonesome and not especially weird,

but he was remarkably detached—a solitary man living out his life.

Dom developed no bad health habits, as he pursued no pleas-

ures. He did not take up smoking or drinking, and his diet was plain

and simple. He walked to and from his work each day, and he

avoided doctors, beyond the cursory health checkups required by

the company. He remained at his job well into his 60s. One winter

morning as he left his apartment to head to work, he noticed a tin

can at the bottom of the building’s steps. As he went to pick it up, he

missed a step and tumbled in such a way as to incur severe com-

pound fractures of his pelvis and thigh. He was transported to the

hospital where he endured several surgical procedures to stabilize

the fractures. He was bedridden for a time, then wheelchair bound;

and ultimately he was transferred to a rehabilitation facility for in-

tensive physical therapy as well as the tincture of time. It was there

that his personality disorder became evident.

He was assigned a bed in a three-bed room, sharing the room

and the lavatory with two other men. He took the third bed, as the

other two men had already been at the facility for several weeks.

They had already struck up a nice friendship, offering one another

encouragement and considerable good-natured bantering. They

were eager to show the ropes to their new roommate and to welcome

him as a friend and fellow traveler though the rehabilitation process.

Dom had been sent to an excellent rehabilitation facility. The

physical therapists on staff were all dedicated and knowledgeable

professionals, offering good therapy and much encouragement.

They had many tricks and techniques to cajole the patients, fre-

quently older adults, past discomfort and fatigue to do the necessary

exercises and maintain a positive outlook. They welcomed Dom and

introduced him to the professional staff and their assistants, all of

whom warmly greeted and welcomed him.
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By Day 2, the social worker and the head dietician had visited

with Dom. The social worker tried to learn about what he enjoyed

and who was in his friendship and kinship network and might be

involved during his stay at the facility. The dietician also visited,

wanting to know his food preferences and what might make his ex-

perience in the dining room most agreeable.

By Day 3, a pleasant volunteer came to visit, introducing her-

self as “a friendly visitor.” The social worker had noted that Dom had

indicated no friends and a small family, and had notified the volun-

teer office. By Day 4, Dom refused to participate in his therapy, or to

go to the dining room for meals. By Day 5, he refused to get out of

bed, and screamed at the morning aide “Get the hell away from me!”

A mental health consultation was then ordered.

The consulting clinician read the record and interviewed a

number of staff before meeting with Dom. It became apparent that

the demands of the system were what had pushed Dom to the edge,

not the requirements and challenges of the physical therapies. Dom

was an absolute loner and did not have the skills nor the desire to get

close to others. He had been used to living alone, and his personal

space was violated by the accommodations in the facility. The

warmth and friendliness of the system functioned well, and the em-

ployees were respected and satisfied. This is admirable and generally

bodes well for patients, but it does not suit everyone. Dom was an

example of a poor fit with the environment.

The consultation plan was developed with three main goals:

1. The staff would deviate from the system’s culture and their

own need to offer patients warmth and support in addition

to direct care and physical therapy. They would understand

that their feelings of being ignored, dismissed, or not valued

did not reflect their deficiencies, but rather the personality

structure of this particular patient. Their good and compas-

sionate care was directly serving to exacerbate expressions

of Dom’s psychopathology. The consultant “introduced”

them to the person who was Dom, reviewed his history, and

identified his dominant personality traits. These traits in-

cluded being purpose driven and industrious, with marked

preferences for routine and minimal interpersonal involve-

ment. What had been toxic to Dom was staff attempts to

connect, express, or demand affect, touch, sustained prox-
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imity, and intimations of intimacy. He did not require praise

or encouragement and would prefer to keep this to a mini-

mum. His goal was the most expedient, least intrusive re-

turn to his former life. The staff discussed how this made

them feel, touching on how the richness of their work was

in large part derived from the interpersonal context. They

agreed that while they would try to understand Dom’s char-

acter, they were glad that most patients were not like him,

but rather thrived in their loving care.

2. The staff was asked to identify the specific goals that Dom

would ideally need to meet to be discharged to home. They

were also asked to design an ideal aftercare plan.

At the next meeting with the consultant and staff, each

goal was discussed and appraised as either being ideal/opti-

mal or absolutely necessary for his discharge. The “ab-

solutely necessary” goals were then each discussed in terms

of what minimal amount of interpersonal contact would be

required. The staff were creative in generating ideas. For ex-

ample, Dom would be set up with a piece of equipment to

do 30 repetitions. Typically, the therapist watches and cheers

the patient on, especially toward the end of the cycle when

weakened muscles become fatigued. Instead, Dom would

have a bell to ring when he had completed the repetitions,

and then the therapist would transfer him to the next ther-

apy activity. No coaching, cheering, praise, or even conver-

sation would be necessary.

The aftercare plan was discussed and reduced to a weekly

home visit rather than two per week, if Dom would contract

to document executing the assigned routine. The therapist

who paid home visits would be encouraged not to chat, but

only to go over the physical program, make the necessary

adjustments, review the documentation, and respond to any

questions Dom might have. No friendly visitors allowed!

3. Dom would agree to meet with the consultant to determine

how he and the facility could speed up his rehabilitation and

discharge to home. Dom would shower and dress and they

would meet in a private room where it would be quiet and

free of interruptions. They would sit at a table a reasonable

distance apart. The consultant would sit to the side to avoid
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direct eye contact with Dom when he looked up from his

notes from his sessions with the staff.

It was explained to Dom that the staff knew that he was a man

who was used to being on his own, by himself, and that this experi-

ence in the rehabilitation facility was a difficult one. There were a

lot of things that understandably bothered him. The staff was re-

sponsible for patient care and for getting patients back on their feet

as well and as quickly as possible. The consultant explained that he

had met with the staff to learn what exactly Dom needed to be able

to do before he could safely return home. They went over each of

the rehabilitation goals. It was then explained how each would be

addressed so as to not bother Dom any more than was necessary.

Dom was asked if he had any suggestions and if he would agree to

this contract. This procedure was carried out again with each of the

aftercare goals. Dom wanted to know how many weeks someone

would have to come to his house for therapy visits after he went

home. The consultant said that he would ask the staff and get back

to Dom with this information.

The final product was a brief, written contract signed by the Di-

rector of Nursing and Dom and witnessed by the consultant. Each

side kept up its half of the bargain, and Dom was discharged to his

home in a few weeks. The contract was able to serve the functions of

binding Dom’s acting out (in this case, an exacerbation of his ten-

dency to withdraw, isolate, and disallow interpersonal cooperation),

and unlinking the kindness culture of the facility from the necessary,

technical aspects of care.

Schizotypal Personality Disorder

Clinical Description
Individuals with this disorder are characterized as bizarre or ec-

centric with odd perceptions and cognitions. Their eccentricities

are typically not confined to an isolated area; rather, schizo-

typal people often combine a peculiar style of dress or appear-

ance, strange uses of language, unusual behaviors, and odd

thought patterns. Their hygiene may be also poor. As such,

schizotypal people are often identified easily and quickly by

others, even nonclinicians. The schizotypal type is the classic
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oddball often fitting the characterization from relatively early in

life as “marching to the beat of a different drummer.”

People with Schizotypal Personality Disorder experience

extreme discomfort with interpersonal relationships, lack close

friends or confidants apart from relatives, and appear socially

inept and withdrawn. They may be drifters and rarely date or

marry. They often have ideas of reference, peculiar supersti-

tions, and magical thinking that are so extreme as to be incon-

sistent with their culture or subculture. They may report beliefs

in magical powers such as clairvoyance or telepathy, bizarre

fantasies, and mystical experiences. Whereas some normal peo-

ple may endorse some of these beliefs, those held by the schizo-

typal are often more extreme and interfere with typical social

and occupational functioning. Perceptual and somatic distor-

tions are also common, but are not as extreme as those experi-

enced by people with a psychotic disorder. Importantly, people

with Schizotypal Personality Disorder do not evidence overt

psychosis and have less deterioration of their functioning,

which further discriminates the personality disorder from a

psychotic disorder.

Emotionally, people with Schizotypal Personality Disorder

are likely to show a restricted range of expression and in some

cases, inappropriate affect. They have high levels of social anxi-

ety with the themes of suspiciousness and paranoia contribut-

ing largely to the social deficits. Striking examples of unusual

thought processes and emotions were shown in one of our pa-

tients, an 80-year-old woman, who during a relatively non-

threatening part of the initial intake suddenly burst into tears

and sobbed uncontrollably for several minutes. When asked

what prompted her intense feelings, she replied that she was

not sad, but rather that her sister (who was her only close rela-

tionship and who was living in another state) was crying at that

very moment and the patient could always “feel her sister’s

feelings.” Later in the same interview, the patient began laugh-

ing hysterically and reported that “her sister was having a good

time” at that moment. Table 2.5 provides the DSM-IV-TR diag-

nostic criteria for Schizotypal Personality Disorder.
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Table 2.5 DSM-IV-TR, Diagnostic Criteria for Schizotypal

Personality Disorder (Code: 301.22)

A. A pervasive pattern of social and interpersonal deficits marked by acute

discomfort with, and reduced capacity for, close relationships as well as by

cognitive or perceptual distortions and eccentricities of behavior, beginning by

early adulthood and present in a variety of contexts, as indicated by five (or

more) of the following:

(1) ideas of reference (excluding delusions of reference)

(2) odd beliefs or magical thinking that influences behavior and is inconsistent

with subcultural norms (e.g., superstitiousness, belief in clairvoyance,

telepathy, or “sixth sense”; in children and adolescents, bizarre fantasies

or preoccupations)

(3) unusual perceptual experiences, including bodily illusions

(4) odd thinking and speech (e.g., vague, circumstantial, metaphorical,

overelaborate, or stereotyped)

(5) suspiciousness or paranoid ideation

(6) inappropriate or constricted affect

(7) behavior or appearance that is odd, eccentric, or peculiar

(8) lack of close friends or confidants other than first-degree relatives

(9) excessive social anxiety that does not diminish with familiarity and tends

to be associated with paranoid fears rather than negative judgments

about self

B. Does not occur exclusively during the course of Schizophrenia, a Mood

Disorder with Psychotic Features, another Psychotic Disorder, or a Pervasive

Developmental Disorder.

Source: From Diagnostic and Statistical Manual of Mental Disorders, fourth edition, text revi-

sion, American Psychiatric Association, 2000, Washington, DC: Author. Copyright 2000

by American Psychiatric Association. Reprinted with permission.

Potential Age-Bias of Criteria
Like the problems associated with criteria for Schizoid Person-

ality Disorder, Criterion A6 (inappropriate or constricted affect)

and Criterion A8 (lacks close friends or confidants other than

first-degree relatives) may confound normal aging with illness

because people become less affectively charged with age, and

they are more likely to experience catastrophic but real social

losses with advanced age, which can severely limit their social

network beyond immediate family.
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Theorized Pattern in Later Life and Possible Impact of Aging
Like the schizoid, the central aging issue for the schizotypal per-

sonality is increased dependency on others. Because of acute

social anxiety, older schizotypal patients will likely become agi-

tated if physical infirmities force them to endure relationships

with health care professionals, staff, and residents in congre-

gate living settings or long-term care facilities. Their bizarre be-

haviors and beliefs will likely make the schizotypal older adult

an easy target for social rejection in communal living settings.

Like the paranoid type, schizotypal older adults may react to de-

clines in hearing and vision by becoming even more paranoid

and suspicious, further lowering their social effectiveness.

Another aging issue affecting the Schizotypal Personality

Disorder has to do with the way people perceive bizarre behav-

iors in others across the life span. Among younger people, par-

ticularly adolescents, there is often a period when they try out

a host of beliefs and styles of dress and appearance, some of

which may be unusual or socially nonconforming. Some young

adults intensify their eccentricities as a way of expressing them-

selves and perhaps making a social statement. Picture a young

person with multiple body piercings, a Mohawk haircut, and

bright tattoos. Now imagine an 85-year-old man with the same

appearance. It is likely that his social standing would be greatly

diminished compared with that of the younger person.

A problem facing schizotypal older adults is that their ec-

centricities are often perceived as more pathological than

among younger adults. Individuals with this personality disor-

der are also at risk for being marginalized and discounted by

others, being easily dismissed due to the overt “weirdness.” One

of our patients, an elderly schizotypal woman, was easily iden-

tified by others as being unusual (e.g., she wore a large fur hat,

even indoors, and ill-fitting biker shorts). When she complained

to her family doctor about having miniseizures throughout the

day, he was dismissive, possibly attributing her experience to her

psychiatric disorder (he was very familiar with her history and

problems). Over time, her seizures worsened and played a role

in an accident in which she wrecked her car and injured herself
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and two passengers in the other car. Only after that accident was

a seizure disorder diagnosed and treated properly.

An interesting pattern is that of the older adult with Schizo-

typal Personality Disorder who is found by a visitor (e.g., utility

company worker, health department worker) to be living in a

deteriorating house (inside and out). Numerous neglected pets

often cause putrescent conditions (e.g., one of our patients had

40 uncaged ferrets who urinated and defecated throughout the

home). In the absence of an organic condition such as dementia

or a history of psychotic disorder, an older adult who has a con-

stellation of eccentricities (e.g., is unkempt, dressed inappropri-

ately, malodorous, suspicious, paranoid, bizarre, and has few

friends) likely is suffering from Schizotypal Personality Disorder.

Finally, a more optimistic view of aging and the Schizo-

typal Personality Disorder is offered by Butler et al. (1998) who

propose a context in which the schizotypal type may do some-

what better in later life. They suggest that because such individ-

uals are “insulated against the experiences of life” (p. 109), they

may be less unnerved about some of the isolation and difficul-

ties common in later life. However, these authors also note a

competing pattern of increased reclusivity and isolation with

age. We have seen this latter pattern in many cases, with the

detrimental consequence of increased bizarreness due to the

complete or near-complete lack of social contact.

The Case of Doreen: Schizotypal Personality Disorder
Doreen G. is a 68-year-old woman who has come to the attention of

mental health professionals only twice in her life. The first time was

early in high school when the teachers were concerned about the de-

gree of her introversion and lack of connection to her classmates,

and about her sometimes bizarre facial expressions, which did not

seem to match the events going on around her. She was a bit pecu-

liar and significantly withdrawn and detached. Her parents were

called into school to discuss these concerns, and apparently Doreen

(by her own report) told the teachers to “leave me alone. I am like

my Uncle Jake, and he needed to be left alone, too.” The school com-

plied, and Doreen was graduated from high school with her class;

still disconnected, somewhat peculiar, but left alone.
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She had been in the business curriculum in high school, and

after graduation she enrolled in a program to improve her general

office skills, which at that time included typing, filing, and basic

bookkeeping. She did not want to study shorthand because, as she

put it, “I don’t like sitting with someone for so long and having to

think about what they are saying and writing it all down.”

With the business program completed, she needed to get a job.

Doreen was still living at home with her parents; an older brother

had completed college and was living out of state on his own. Her

parents suggested that she try to get a job at a large insurance firm,

and her father was able to arrange a contact for her there. She got an

entry level office job and remained with that same company for over

20 years. During most of that time, she remained living at home

with her parents. Between ages 32 and 38, however, she lived by

herself in a small apartment near her work in the city. This period

marked her most independent level of functioning. At the end of

these 6 years, the rent increased to where she could no longer afford

it on her salary, so she returned home to her parents. When she was

just over 40, she lost her job at the insurance company because the

requirements, technologically and interpersonally, exceeded her

ability to perform. She says that she did not especially miss the job,

nor did she maintain contact with any coworkers.

She lived at home and says, “I did nothing for a while and it was

okay. My mother would take me out with her to see her friends, and

I didn’t like that, so I wanted another job.” Again her father knew

someone in management at a nearby chain supermarket and

arranged a job interview for Doreen. She accepted a job in the bak-

ery section working 20 hours per week. Her job consisted of moni-

toring the preparation orders and display stock. She was a reliable

and consistent worker, valued by the store. According to Doreen, her

“off hours” were mostly spent in solitary pursuits, except when her

mother “made me go on visits with her.” A few times during these

years, one or the other parent would suggest that Doreen join a

group (e.g., through their church), so that she might socialize with

others around her own age. Eventually, they gave up. She was in-

deed like her father’s older brother, Jake; an odd soul, disconnected

but “regular as a clock.” Doreen liked saying this about herself.

Her favorite activity was dancing to rock-and-roll music in her

bedroom with the stereo turned up “pretty loud” and watching her-

self “in the big mirror on the wall. I could feel like I was dancing in

this big ballroom and there were other dancers, too.”
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As her parents aged, and their health and level of functioning

began to decline, Doreen assumed more of the household tasks. “I

like cleaning, but not cooking. But someone has to do it.” Always

on the heavy side, Doreen became obese as the years went by. She

favored snack foods and eating out by herself, at local fast-food

restaurants. “I’m a burger and fry person.” Sometimes her father

would join her for lunch, but she says she liked it better when he did

not. “I don’t like talking when I’m eating.”

After her mother died, Doreen assumed the cooking duties for

herself and her father. She would accompany him regularly to visit

the cemetery where her mother was buried. She said “I didn’t like

that, but he made me go. I knew my mother wasn’t there.” When

asked where she believed her mother was, she looked away, smiled

slightly, and answered “I know, but I’m not saying.”

With the exception of a semiannual visit with her father to her

brother’s home, Doreen did not vary her routine. Her weight bal-

looned, and it became more difficult for her to walk any distance.

Despite her father’s pleas, she refused to see a doctor, stating, “I

don’t like doctors. They ask too many questions.”

When Doreen was in her mid-60s, her father died following a

sudden, massive stroke. Her brother invited her to move to an assisted

living complex near him, but she adamantly refused to make the

change. Her mobility became increasingly limited, and her food

choices worse and more stereotypic. She spent her days dancing, eating

“junk” food and watching television. Her brother now visited her, as

she could not travel by herself. During one such visit, about 3 years

following their father’s death, her brother realized that Doreen could

not continue to live alone. Despite her protests against leaving the

house or altering her familiar routine, he made arrangements for her

to move to an assisted living facility (ALF) near where he and his fam-

ily lived. Her brother, himself an older adult, cleaned and reconstituted

the house, which was in great disarray. He then sold the house, packed

his sister’s belongings, and accomplished the move. Doreen was most

concerned about moving her stereo and substantial record collection.

Although her brother had told the administration of the ALF

about Doreen’s peculiarities, they were not prepared for the experi-

ence of having her as a resident. Such facilities typically offer spe-

cific amenities well suited to older adults who have become less able

or less willing to continue responsibility for certain regular, domes-

tic chores. In addition, ALFs offer the older adult a community con-
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text, including activities and opportunities for socialization, thus ad-

dressing the common complaints of isolation and loneliness.

Housekeeping services were offered, and Doreen’s one-bedroom

apartment would be thoroughly cleaned once per week. This typi-

cally took the cleaners one to two hours, depending on the size of the

unit. Doreen’s unit was small, but it was always such a mess that the

cleaning staff needed to spend half a day cleaning it. Food remains

(garbage) were left all over the apartment, becoming odiferous and

attracting bugs. Her dirty clothing was left lying around as well, and

she used the laundry hamper to store her record albums. Sometimes

during the cleaning sessions, Doreen would become visibly agitated,

and dance in front of the cleaning staff, waving her fingers before

their faces as if trying to scare them off. The cleaning help com-

plained to the management and ultimately refused to enter her

apartment. Doreen accepted this as a victory.

Another ALF offering was two daily meals in the dining room,

breakfast and dinner. Dinner could be taken either at midday or in the

evening, as the resident chose. For the third meal, it was assumed that

the resident would prepare either lunch or a light dinner in the apart-

ment. After moving, Doreen quickly discovered several local fast-food

shops that would deliver. She became a frequent customer. The result

of this was that she grew even more obese, and her apartment was lit-

tered with cartons and take-out bags that she used to store music tapes.

That the ALF provided opportunities for companionship was

more than lost on Doreen; she ignored or avoided these efforts. During

the first several weeks, the dining room staff tried, as they did for all

new residents, to introduce her and seat her with others at meals, ob-

serving which pairings or groupings appeared to work best. Doreen

passively accepted being seated anywhere, with anyone. She voiced no

complaints. Other residents, however, did have complaints. Her eating

behavior was most unattractive. She made no attempt at conversation,

and between courses when she wasn’t eating, she would stare at her

tablemates, as if they could not see her stare. At times, she would be-

come engaged in a tune that was being played as background music,

and “dance” to it with her hands and fingers. Her odd behaviors, poor

manners, and nonexistent social skills ultimately led the other resi-

dents to ignore Doreen and to refuse being seated with her for meals.

The ALF repeatedly called her brother to meet with the staff

about his sister’s unacceptable behavior. His efforts to help were to

no avail. He bought her a new, larger clothes hamper, which she
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proceeded to use for storing more record albums. He bought a chest

to hold her music tapes, but she still preferred to keep them in bags

from the fast-food shops. He hired an outside cleaning service to

come in biweekly to preclean the apartment for the ALF cleaners.

Her untidiness easily kept pace with this new challenge.

Doreen was at the point of being evicted. A psychologist who had

consulted with the ALF in the past was called for a consultation to see

if there was a way Doreen could stay on as a resident. The psychologist

interviewed Doreen, her brother, the staff, and read her resident file.

Doreen’s diagnosis was Schizotypal Personality Disorder. The

major benchmarks of this personality disorder as exhibited by

Doreen included odd beliefs, bodily illusions, constricted affect,

alignment with paranormal phenomena, peculiar behaviors, and a

lack of interpersonal relationships. The absence of relationships re-

flected feedback from others who responded to her oddness in ways

that contributed to it and isolated her further. A paranoid thread

also ran underneath, and the inherent suspiciousness was effortful

and anxiety provoking, thereby reinforcing the wish to stay clear of

others or to behave as if they were not there.

The consultation challenge in this case was to ascertain what

the facility could offer and would accept that would enable a com-

promise between the facility and Doreen. What did each party want,

and what would each be willing to give to get it?

The facility wanted to maintain reasonable cleanliness in the

units and to avoid complaints by workers and residents. Doreen

wanted not to have to move again, to have the food she likes, access

to her music, and to not be required to socialize beyond a minimum,

other than with her brother. (She has always been comfortable with

his visits, and eagerly looks forward to them.)

A meeting was arranged with the psychologist, the ALF direc-

tor, the ALF social worker, and Doreen’s brother. The psychologist,

with information from her brother, gave a detailed overview of

Doreen’s history. He emphasized that when she had the roles and

relationships to buffer her, she did well. She held two jobs, each

for many years, and was regarded as a most reliable employee at

each. She was a very involved and responsible family member,

gradually assuming care and household responsibilities for her

parents, until one and then the other died. Because of technologi-

cal changes in her job requirements, she was let go; not an un-

usual experience for older adults these days. And finally, after
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living nearly her entire life in the same small town, she was

moved to a different living environment in a different state where

she had no landmarks for continuity, other than the visits from her

brother.

It is easy to identify Doreen’s weaknesses and limitations, but

the psychologist highlighted a number of her strengths, thereby re-

framing some of her maladaptive behaviors as adaptive. Four issues

were important to her and provided her with necessary continuity

to feel like herself, and the psychologist noted how Doreen managed

to secure them.

First, Doreen quickly learned where in the local area she

could order and have delivery of the foods she preferred. She not

only loved the food, but these were reminders, “transitional ob-

jects,” of her former life. Fast food was not only a comfort, but also

a constant. To remind her of this, to provide comfort to savor after

the food was gone, she kept the paper bags emblazoned with the

logos. Second, she nestled her other love, music, in these bags.

Third, while she did not have the social or communication skills to

state her strong preference to eat alone, and did not outwardly ob-

ject to being seated with others, she managed to behave in such a

way to get what she needed by having others withdraw from her.

She was able to keep her apartment “free of intruders” by making

it nearly impossible for the cleaners to work there. When they re-

doubled their efforts, she increased her bizarre behavior and

“warded them off.”

Finally, her limited affiliative needs are met by the one living

person whom she trusts and feels commutable and comfortable

with, her brother. His routine had been to visit Doreen every other

week; twice each month. She felt the need for more frequent visits

from her brother since moving to this new environment, which she

perceived as potentially threatening. She did not have the skill or

even a clear idea of what she felt she was missing and needed to ask

for. What frequently happens with personality disorders is that

such unformed thoughts and unnamed feelings get acted out.

Doreen acted out, misbehaved, and got her brother to be called in

by the facility, and therefore she was able to see him more fre-

quently. In addition, he brought her gifts, such as a new hamper for

her records.

A meeting was scheduled that included Doreen, the psycholo-

gist, the ALF director, the ALF social worker, and Doreen’s brother.
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A contract mutually developed at the meeting included the follow-

ing points:

� Doreen could remain at the ALF (recall, she did not want to

move again) if she kept the apartment clean of leftover food.

This was presented as a public health hazard, and neither the

facility nor she would want public health strangers snooping

around her apartment. She was asked to vacate the apartment

weekly while the cleaning people worked in her apartment. It

was explained that they liked to work alone, just as Doreen did.

And finally, she could order food as she liked and from where

she liked. But it would need to come through the front desk.

They would mark each delivery and Doreen would bring the

garbage in the delivery bags to the front desk for disposal after

the meal. If she did not comply, she would not be allowed to

order food from outside.

� From the facility’s end: They would be willing to be the fast-

food gatekeeper and monitor. They would allow the cleaning

staff to spend whatever reasonable time was needed to clean

her apartment; they would direct the dining room host to seat

Doreen by herself, stating that she preferred to eat alone and

was entitled to do so.

� The brother would agree to visit Doreen weekly, unless he had

been contacted by the facility with a problem related to this

contract.

� And finally, this same group would be reconvened regularly to

address problems and acknowledge successes. They agreed that

they were all equal players, and all would have a voice.
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The Dramatic, Emotional, and Erratic
(Cluster B) Personality Disorders and Aging

Cluster B Personality Disorders: Antisocial,
Borderline, Histrionic, and Narcissistic

The four personality disorders in Cluster B are grouped

together because they share similar core features of dra-

matic, theatrical, emotional, or erratic behavior, often with

intense interpersonal strife as a result. Compared with the

odd and withdrawn personality disorders in Cluster A, the

Cluster B personality disorders often present with tumul-

tuous and chaotic relationship histories and marked impul-

sivity. People with these personality disorders typically affect

others with whom they are in close relationships, sometimes

in highly destructive ways. The themes in psychotherapy

often center around interpersonal dissatisfaction, conflict,

and turmoil. One could argue that the antisocial type is a poor

fit for this particular cluster. Whereas the impulsivity of the

antisocial type matches that of the other disorders in this

grouping, especially the borderline type, the antisocial type is

set apart by the striking absence of most normal emotional re-

actions (with the exception of intense anger). In contrast, the

other three personality disorders in this assemblage are gen-

erally overly emotional and affective. The DSM-IV-TR diagnos-

tic criteria for the four Cluster B personality disorders are

described in the following subsections.
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Antisocial Personality Disorder

Clinical Description
As the term antisocial implies, individuals with this disorder are

“against society.” Indeed, the hallmark feature is a pervasive

pattern of disregard for, and failure to comply with, societal

norms. Among people with Antisocial Personality Disorder, the

rights of others are never a consideration, and when individuals

with this disorder hurt, deceive, manipulate, abuse, or victim-

ize others, they fail to experience remorse, guilt, or shame.

When caught, antisocial types may weep “crocodile tears” but

real feelings of remorse are notably absent, and they appear to

lack a conscience. People with Antisocial Personality Disorder

are often aggressive, ruthless, and interpersonally exploitative

with a poor sense of responsibility. They take what they want,

when they want it, with no regard for the impact that their ac-

tions have on others. They lack empathy and can be danger-

ously indifferent to the rights of others. Lying, cheating,

stealing, and fighting appear to be part of their nature. Societal

rules do not apply to them. In many cases, people with Anti-

social Personality Disorder commit criminal acts (often habitu-

ally), and as a consequence, the disorder is overrepresented in

prison populations (rates range from 30% to 70%; Widiger &

Rogers, 1989) and is responsible for a markedly disproportion-

ate amount of societal misery.

Other features of Antisocial Personality Disorder include a

host of impulsive, reckless, and erratic behaviors. In some cases,

the crimes these people commit seem aimless, random, or im-

pulsive. They appear not to be motivated by any rational pur-

pose, but rather are perversely impetuous. They typically show

an inability to learn from experience and to avoid negative con-

sequences. People with Antisocial Personality Disorder often

present as charming and ingratiating, and they are well skilled

at hiding their true intentions. As such, many victims are

known to have been misled and conned by the superficial

charm of antisocial criminals. Another feature is that they lack

a capacity to genuinely care about others. Their relationships,
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therefore, tend to be superficial, shallow, and exploitative. Oth-

ers are seen as objects to be manipulated and used for the anti-

social individual’s personal gain. They lack a capacity for love,

intimacy, and sustained attachment and are generally unre-

sponsive to trust, kindness, or affection. They lie shamelessly

and can easily take advantage of those who have trusted them.

Whereas the inner lives of people with Antisocial Personal-

ity Disorder are flat and emotionally empty, and their personal

suffering muted or nonexistent, contact with antisocial person-

alities may be dangerous because many of them are outright

criminals. A saying we have used illustrates the deceptive na-

ture of the antisocial: “The most dangerous criminals are not

those who break down your backdoor but those whom you let

in the front door.” An important diagnostic feature of Antisocial

Personality Disorder in the DSM-IV-TR is that it must have orig-

inated in childhood or early adolescence in the form of Conduct

Disorder, which is diagnosed on Axis I. Antisocial Personality

Disorder is diagnosed if the pattern continues into adulthood.

Historically, one of the earliest views of people with Antisocial

Personality Disorder was that they were morally insane. Other

descriptions of the disorder have included the terms sociopath,
psychopath, and dissocial personality. The term Antisocial Person-

ality Disorder became the official diagnostic label in the DSM-I.
Interestingly, the term psychopath still persists in popular

media and is often used synonymously by the public with the

term psychopathic killer (e.g., to describe notorious serial

killers such as Ted Bundy, John Wayne Gacy, Gary Gilmore,

and Charles Manson). Use of the term in these contexts gives

the false impression that all psychopaths are murderers. Table

3.1 lists the DSM-IV-TR diagnostic criteria for Antisocial Person-

ality Disorder.

Potential Age-Bias of Criteria
Two Antisocial Personality Disorder criteria seem to be prob-

lematic for older adults. Criterion 4 (irritability and aggres-

siveness, as indicated by repeated physical fights or assaults)
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Table 3.1 DSM-IV-TR Diagnostic Criteria for Antisocial

Personality Disorder (Code: 301.7)

A. There is a pervasive pattern of disregard for and violation of the rights of others

occurring since age 15 years, as indicated by three (or more) of the following:

(1) failure to conform to social norms with respect to lawful behaviors as

indicated by repeatedly performing acts that are grounds for arrest

(2) deceitfulness, as indicated by repeated lying, use of aliases, or conning

others for personal profit or pleasure

(3) impulsivity or failure to plan ahead

(4) irritability and aggressiveness, as indicated by repeated physical fights 

or assaults

(5) reckless disregard for safety of self or others

(6) consistent irresponsibility, as indicated by repeated failure to sustain

consistent work behavior or honor financial obligations

(7) lack of remorse, as indicated by being indifferent to or rationalizing

having hurt, mistreated, or stolen from another

B. The individual is at least age 18 years.

C. There is evidence of Conduct Disorder with onset before age 15 years.

D. The occurrence of antisocial behavior is not exclusively during the course of

Schizophrenia or a Manic Episode.

Source: From Diagnostic and Statistical Manual of Mental Disorders, fourth edition, text revi-

sion, American Psychiatric Association, 2000, Washington, DC: Author. Copyright 2000

by American Psychiatric Association. Reprinted with permission.

and Criterion 5 (reckless disregard for safety of self or other)

require physical strength and agility. It is likely that these ag-

gressive, impetuous, uncontrolled, and reckless behaviors di-

minish as the person’s stamina, impulsivity, and energy levels

decline naturally with age (Kroessler, 1990; Zarit & Zarit,

1998). For many persons, however, even externally imposed

limitations (e.g., jail) and age-related physical declines do not

assure that antisocial behavior will remit since the underlying

psychological processes are known to remain constant (a

point that is discussed further in Chapter 6). There is no rea-

son to think that empathy, genuine concern for the welfare of

others, and a conscience will meaningfully develop in people

with Antisocial Personality Disorder as a mere function of

growing older.
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Theorized Pattern in Later Life and Possible Impact of Aging
An important issue in the study of aging individuals with Anti-

social Personality Disorder is that some of them do not survive

into old age because of a lifestyle of risky behaviors. Substance

abuse often compounds the characteristic recklessness and im-

pulsivity of the antisocial type and can lead to early mortality.

Those who reach later life typically have poor social support

systems in place, with the exception of those who have inte-

grated into a “fellowship of thieves.” A pattern among some

aging individuals with Antisocial Personality Disorder is that

they have been rejected and completely cut off by family mem-

bers and peers who have had enough of the person’s deceitful,

manipulative, self-centered, and aggressive ways. In these

cases, each of the specific stressors of aging is likely to be diffi-

cult for aging antisocial individuals because they lack appropri-

ate supports. Perhaps most important, what one can expect to

see in the aging antisocial type is a person who is unlikely to be

acting out in the extreme and physical manner of his or her

youth, but the underlying psychological processes (e.g., lack of

concern for the welfare of others, deceitfulness, exploitative ap-

proach, emotional coldness, and irresponsibility) will likely re-

main (Harpur & Hare, 1994).

Physical disability, sensory decline, and cognitive impair-

ment can be particularly problematic for incarcerated older in-

dividuals with Antisocial Personality Disorder because their

limitations make them especially vulnerable to exploitation

from other prisoners. The prognosis for treating individuals

with this personality disorder is generally bleak across the life

span largely due to their limited personal distress and limited

awareness that something is wrong with their attitudes and be-

haviors. They tend to seek treatment only under duress from

others (e.g., court mandated) or when it is in their best interest

to do so (e.g., when applying for parole). Thus, should the aging

antisocial type seek therapy, it is important to fully explore and

understand the ulterior motives for seeking help. Because the

antisocial type has difficulty forming meaningful relationships

with others, it likely will be difficult to achieve any semblance
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of an honest, collaborative working relationship. Instead of

helping the patient develop empathy or concern for others, the

interventions might focus on helping the patient to think

through the consequences of his or her actions, plan construc-

tive behaviors (or minimize the extent of destructive behav-

iors), and discover strategies to stay out of trouble.

The Case of Mickey: Antisocial Personality Disorder
The ambulance doors opened, and the male figure on the stretcher

was flailing and fighting the attendants as they attempted to wheel

him into the emergency room. “Lie still, Mister. You’ll be okay.

Everything will be okay. Just take it easy.”

“You son of a bitch! Get me the hell out of here! Oh, crap, it

hurts. My chest hurts like hell.”

The new ER (emergency room) admission, now a patient, is a

71-year-old man named Mickey H. He has been transported to this

inner-city hospital from a nearby bar, where he is known as a regu-

lar. Late into the night, and after much drinking, things turned ugly

and an altercation began between Mickey and another man at the

bar. Blows were exchanged to the amusement of the other patrons.

Suddenly, Mickey let down his guard and clutched his chest. Crum-

pling to the floor, he hit his head on the metal base of the barstool. At

first his opponent and nearby onlookers thought “Old” Mick was

pulling a fast one on them, as he was known to do. But it soon be-

came apparent that his chest pains and falling to the floor were real.

At least the blood flowing from a gash to his forehead and down his

nose was real. So the police were called, and they in turn called for

the ambulance.

The ambulance attendants were no strangers to this bar. They

were called to it fairly regularly, especially late into weekend nights.

They were used to responding to near comatose patrons, and to those

who were surly and belligerent. They knew how to talk them down

while applying pressure to a wound and starting an IV line. They

were not, however, familiar with Mickey. While a regular at the bar,

he was not one of the emergency medical technicians’ (EMTs) regu-

lars. Mickey was known to throw a good punch and then walk away.

He could stay and fight if he had to, but he seldom had to. He was

savvy about who he took on. He took care of the cuts and bruises
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himself. He never clutched at his chest or got transported to the ER.

When he did go to the ER, it was under his own steam and for his

own purposes, either to get drugs or to avoid being followed or ap-

prehended. At those times, he would convincingly feign severe upper

abdomen pain and nausea, accurately describing the symptoms of

acute pancreatitis. Admitting to being alcoholic, he was rewarded

with IV pain relief. When the acute attack subsided, he was usually

discharged with a refillable prescription for a painkiller.

At other times he would present with severe signs of alcohol

withdrawal (delirium tremens) and win a hit with a benzodiazepine

and a prescription for the road, as he promised this time to follow up

with attendance at AA meetings.

Kicking and screaming, literally, Mickey announced his inten-

tion as he was being transferred from the stretcher to a gurney in the

ER. “Get me the hell out of here! Clean me up and get me the hell

out of here!” However, having collapsed at the bar and complained

of chest pains, facts the EMTs had conveyed to the ER staff, Mickey

would require a cardiac workup in addition to sutures for his lacer-

ations. It appeared he would also need to be detoxed.

He calmed down enough for the nurses to clean his wounds

and deliver an injection to assure he would stay calm. The attending

physician was then able to suture his head and face wounds. Mickey

was resting after the procedure, still under the effect of the medica-

tion, when it was decided to transfer him to a medical floor for a

thorough cardiac workup. He dozed through the transfer, and that

was the last of quiet and calm on the unit.

Mickey grew up in the city, born to a single mother who

worked, when she was able to work, as a hairdresser. She was ad-

dicted to street drugs and would spend her money on drugs as often

as on food. Hunger and malnourishment were constant companions

for her and her son. She often did not notice, but little Mickey did.

When times were especially rough for his mother, and she took off,

leaving her young child alone and unattended, her own mother

would take the boy in. A sick woman, a heavy smoker and chroni-

cally short of breath, Lil was not happy with her daughter’s lifestyle

nor with being too regularly burdened with rescuing her grandson.

Although she couldn’t run after him or watch him carefully, she did

at least provide enough food. So Mickey spent his early years be-

tween the two apartments; one with his mother and one with food.
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By the time he was in grade school he had developed a pattern of be-

haviors that defined him as a troubled kid and a school problem. He

was untrustworthy and lied excessively; he was aggressive and he

was destructive. He became the playground bully, beating up on

smaller kids, and threatening others, forcing them to be his accom-

plices. A natural leader, he would create opportunities for vandalism

and get others to go along with his ideas. When a street sign near the

school went missing, right or wrong, Mickey was the first one the

authorities suspected. If a kid were naive enough to show Mickey

money he had brought from home, he would be relieved of it in a

flash. If the child threatened to tell, Mickey would threaten to beat

him up. If the child then broke down and cried, Mickey would laugh

and walk off.

Perhaps most troubling was a behavior that the school did not

know about and that Mickey did not share with the other kids, but

did alone. If he came across an injured animal, or a baby animal sep-

arated from its littermates, he would take that animal to a special

spot in his neighborhood, a private alleyway with the unusual dis-

tinction of not being regularly used by people from the streets, and

he would set the little animal on fire. Killing it, watching it die a hor-

rible death, felt just about right to Mickey, just about how he felt in-

side. This was as close to empathy as Mickey would ever get.

By his early adolescence, Mickey was frequently truant from

school, and would run away from home, especially when he was

under Lil’s watch. The first few occasions she reported his absence to

the police, but over time, she stopped reporting these disappear-

ances. Mickey dropped out of school the day after his 16th birthday.

He got a job as a commercial cleaner and supplemented his paycheck

with money taken from Lil’s pocketbook after she cashed her Social

Security check. Thinking about his mother, and hating what she had

become, he stayed away from street drugs, but developed a taste for

alcohol and took up smoking, regularly relieving Lil of her smokes as

well as her cash.

Mickey also developed a taste for, and then an addiction to,

gambling of all sorts. This brought Mickey into a new network of as-

sociates, from the seamier side of the streets and from the organized

underworld. He was identified by them as a potentially useful char-

acter, who had no respect for property, person, or feelings, and who

disregarded rules and social convention. And if someone had to get
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hurt, that didn’t bother him either. He was in the job for the pay-

check and to do what he liked. A fairly good-looking guy, now with

cash in his pocket, he enjoyed the company of any number of

women. Smooth talking, he exploited them all for his own purposes,

taking their money and using them not only for sex but also for pro-

tection. When the law came looking for him, a woman would often

be his alibi. He had been with her at the time.

He didn’t drink on the job, but he did at night and bar brawls

became a regular social event. When, at some point in his 40s or 50s

(his memory was hazy and his reporting was unreliable), Mickey

began to supplement the alcohol with a little stuff, which was easily

procured through his work associates.

He remained remarkably healthy and his need for doctoring

was negligible. His major health problems were trauma related. He

believed, to the extent that he thought about the future at all, that

he would die on the streets, probably in a fight he had miscalculated

or by being blindsided in a payback act. When he did require medical

attention, such as to get an occasional antibiotic, he would use the

hospital ER as his private health center, pushing his way past others

to get at the head of the line. He always knew what he needed and

could size up the attending staff member quickly and swing into one

of his two dominant modes of getting it. He could act tough, cool,

and efficient, with the tacit message of “This is what we both know I

need. Give it to me and I’ll get out of your space and your face. You

wouldn’t want me in your face.” Or he’d turn on the charm and

wheedle what he needed out of the staff. When the staff member

was a woman, he knew how to sexualize the encounter or pull for a

maternal response or a rescue fantasy. He was highly skilled at as-

sessing situations quickly, and being who he needed to be.

This time, however, he could really be ill. The chest pains were

different for him and were probably real, but he would not cooper-

ate with the medical staff on the floor as they attempted to do a

cardiac workup. They had his name and hospital number, as well

as the information about the bar brawl, but that was it. He re-

sponded to their questions either with a caustic comment, an obvi-

ous lie, or the directive to “Get the hell away from me unless you’re

here to spring me from this place.” They were not able to deter-

mine how much he’d been drinking, what drugs he was currently

using, or any medical history that could possibly have implications
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for his heart. When asked about his parents’ health history, Mickey

snorted loudly and then looked away. The only procedure he would

cooperate with was the start of an IV to prevent the DTs, a condi-

tion he knew enough about to want to avoid, and the promise of a

drug infusion that he liked. He was verbally abusive to the pul-

monary resident, a gentle young fellow trying to explore possible

shortness of breath episodes. When the sedating drug would start

to wear off, Mickey would scream and become especially abusive

to the staff. It was a tough hour’s wait before the next drug dose

could be administered. Terms and phrases entered in his chart by

the nursing staff included “obnoxious,” “demanding”, “unreason-

able expectations,” “will not obey rules,” and “nasty to anyone try-

ing to help.” The institutional and individual countertransference

to this horrendously difficult patient was frustration, then anger,

and fantasies of how to get rid of him. It took all their collective

and individual will not to lose their temper or professional de-

meanor, and not to do bodily harm to Mickey. The staff responded

in a passive-aggressive way in not facilitating the workup either by

reducing the number of steps and procedures or by speeding up the

evaluation schedule. Ultimately Mickey left the hospital against

medical advice with an incomplete workup. It was never deter-

mined if his cardiac symptoms were in fact real, or another ruse to

end a bar brawl he was losing without losing face. This act also

would have the secondary gain of getting some legal and legitimate

drugs, at the taxpayers’ expense.

Mickey H. can be diagnosed with Antisocial Personality Disor-

der (ASPD). Individuals with this disorder consistently live outside

the law and social convention. They abuse and misuse others, typi-

cally without remorse. They behave as if without a conscience, ex-

pressing this through the lack of empathy, not feeling remorseful or

guilty when they hurt others. According to psychoanalytic theory,

the conscience (or superego) normally develops before 5 years of age

as the child resolves his (or her) Oedipal (or Electra) complex. Nego-

tiating this requires stable parents, at least a mother figure, who can

provide a safe holding environment for the conflict resolution and

superego development. The history of most antisocial characters is

noteworthy for the absence of such parental consistency and oppor-

tunity for healthy attachment.

Individuals with ASPD habitually lie, cheat, and steal, are ag-

gressive and impulsive, and live in the moment, with little or no
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thought of future consequences. A clinical assessment usually re-

veals the history of Conduct Disorder, beginning before the age of

15, and a stormy adolescence with significant disregard of social

norms and the feelings or well-being of others.

These individuals do not come into treatment voluntarily to

work on their personalities, but are frequently encountered in hos-

pital ERs and in prisons. Individuals with ASPD often experience

dysphoria, anxiety, and rage attacks, and they typically respond to

these affects by acting out or self-medicating with alcohol or drugs,

or both. Trying to take a reliable clinical history is nearly impossible

as these characters lie and withhold information to advance their

cause, whether to appear more frightening and dangerous or more

benign, bending the facts so that past behaviors can appear almost

reasonable. Individuals with ASPD may claim or fake an Axis I dis-

order as a “cover” for their antisocial exploits. However, comorbid

Axis I conditions are prevalent with ASPD, including Major Depres-

sion, Bipolar Disorder, Panic Disorder, and Posttraumatic Stress Dis-

order (PTSD). Mood disorders are especially likely to develop as the

individual reaches middle age. In addition, approximately 70% of

people diagnosed with ASPD have a comorbid alcohol or substance

use disorder (Black, 2001).

There is no treatment plan for Mickey H. because, once he has

left the hospital, he is no longer a patient of any one or of any sys-

tem. However, as long as he lives, he will be a member of society

where he will continue to disregard, and often flout, its rules. While

aware of the rules and laws, he does not feel they apply to him. If

you or a system is bothered by his behavior, according to Mickey

“then it’s your problem, not mine.” If he meets challenge or resist-

ance, he will fight back, and he can be dangerous. This is why indi-

viduals with ASPD make up such a high percentage of the recidivist

prisoner population.

Individuals with ASPD are no match for the average mental

health clinician. An adequate assessment is nearly impossible. As

they lie and do not cooperate with the process, a therapeutic al-

liance cannot be established. They lie easily because there is no con-

science to keep them from lying. Whatever comes out of their

mouth is their truth at the moment. It is also difficult to secure col-

lateral or informant data, as they typically do not have a history of

intimate or long-standing relationships, either personal or profes-

sional. Often their cohort is as socially impaired as they are. Even
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potentially treatable Axis I conditions are hard to diagnose as they

might be faking positive or faking negative to advance their own

agenda. Common agendas include securing controlled substances,

someone else’s money, or avoiding responsibility for their actions,

criminal culpability, and apprehension by authorities.

We know nothing about Mickey’s father. We do know some-

thing about his mother and certain features of ASPD can be seen in

her, if not the full disorder. Although the disorder is far more preva-

lent in men, it presents in women as well. Clinical evidence suggests

that there is a strong genetic contribution to this disorder. One major

study of twin pairs found that there is a 69% likelihood of a second

twin being diagnosable with ASPD if the first twin was so diagnosed

(Fu et al., 2002). A meta-analysis of twin and adoption studies of

the development of ASPD suggested that the disorder is more

strongly influenced by genetic than by environmental and social

learning factors (Rhee & Waldman, 2002).

Appropriate treatment options for Mickey H. are between

few and nonexistent. If he would agree, the next time he pre-

sented at the ER it might be helpful to transfer him from the hos-

pital to an inpatient facility specializing in the treatment of alcohol

and substance use disorders. He might agree to this if he needed a

safe haven at that time. It is doubtful he would cooperate with the

program, but it would be worth a try. He is reaching old age, and

some of these characters mellow a bit, becoming less hostile, vio-

lent, and impulsive. This could provide a window of opportunity

where a previously rejected treatment might now be accepted. An

inpatient setting would also enable a diagnosis of any Axis I condi-

tion and the implementation of reasonable treatment. Pharmaco-

logical treatment is very complicated for the individual with a

substance abuse history. Certainly the social factors that con-

tribute to and sustain his antisocial behaviors need to be identified

and environmental engineering strategies applied where feasible.

Are there socially acceptable ways for him to meet his needs? We

know that having a personality disorder means having a limited

and rigid repertoire of responses. Perhaps his being older might be

used to convince him that things aren’t going well for him now

and that they can go better and he can get more if he does things

differently. Then the challenge would be to help him learn how to

do this.
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Borderline Personality Disorder

Clinical Description
In trying to understand Borderline Personality Disorder, one may

wonder what is the “border” to which the name of the disorder

refers. Historically, and from a primarily psychoanalytic perspec-

tive, people with the disorder were theorized to be on the bound-

ary—the borderline—between neurosis and psychosis, reflecting

the severe nature of the syndrome (Stern, 1938/1986). Borderline

Personality Disorder has also been referred to as borderline person-
ality organization (Kernberg, 1975), pseudo-neurotic psychosis, and

pseudo-neurotic schizophrenia (Hoch, Cattell, Strahl, & Penness,

1962), suggesting that underneath the overt neurotic-like symp-

toms was a much more profound thought disturbance. The terms

also implied that people with the disorder often have the same

profound and deleterious effects on the family as a blatantly psy-

chotic person. In the original DSM (American Psychiatric Associa-

tion, 1952), the concept of borderline psychopathology was

officially named the “emotionally unstable personality,” which,

in our estimation, is a more accurate description of the core fea-

ture of the psychopathology (and is free of the psychoanalytic

connotations) than the current name Borderline Personality Dis-

order. In a sense, it is ironic that the name of the disorder is as un-

stable as the people who suffer from it.

Borderline Personality Disorder is notable for extreme in-

stability in interpersonal relationships, self-image, behaviors,

and emotions. Sufferers are also extremely impulsive, which

usually results in high risk, dangerous, and self-destructive be-

haviors, such as substance abuse, sexual promiscuity, reckless

driving, compulsive spending, shoplifting, gambling, eating

sprees, self-mutilation (e.g., cutting on the self but without the

intent of killing oneself) and suicidal threats and behaviors

(often with a history of multiple suicide attempts; Widiger &

Trull, 1992). The dangerous and chronic self-mutilating nature

of the borderline pathology was demonstrated by one of our pa-

tients, a 77-year-old woman, who blithely reported at intake

that she had “tried to kill herself 76 times in the past 5 years”
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and wanted help to “get the job done right.” She further 

reported a chronic history of parasuicidal and self-mutilating

behaviors since her teen years, having had over 30 psychiatric

hospitalizations and been treated by numerous outpatient clini-

cians, none of which were perceived by her as helpful.

People with Borderline Personality Disorder often feel

chronically bored or empty and are perceived by others as ma-

nipulative, mercurial, demanding, and exasperating. They have

a poorly defined or unclear sense of self and have the percep-

tion that they “do not know who they are” with concomitant

uncertainty about their values, goals, loyalties, and career aspi-

rations. There is little sense of meaning in life. Due to an often

intense emotional dysregulation, their moods shift rapidly. It is

common for the borderline individual to be angry, rageful, and

hostile. They tend to rely on splitting as a defense mechanism,

regarding themselves, the world, and others in black-or-white

terms (e.g., “all good” or “all bad”) and they can shift their per-

spective with alarming alacrity. This cognitive tendency toward

dichotomous, “black-or-white” thinking leads the borderline

individual to either idealize or demonize others. People with

Borderline Personality Disorder are known to have intense and

chaotic relationships: They can also be extraordinarily charm-

ing and tend to “suck people in” and then “spit them out” just as

rapidly. This chronic vacillation between the idealization and

devaluation of others often results in the severe and frequent

social rejection of the person with the disorder.

In the clinical setting, it is common for borderline patients

to present in a state of crisis, usually interpersonal in nature,

with volatile and changing moods demonstrated throughout

the session. Unsure of who they are at their core, and unable

to tolerate and regulate negative emotions internally, they

desperately seek the attention and support of others, and fran-

tically seek to avoid real or imagined abandonment. However,

because of a chronic inner conflict between fusion with others

and abandonment, they may easily reject or become hostile to-

ward the person whom they just pulled in closer, pushing the

person away only to demand his or her attention and nurtur-
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ance soon after, in a vicious cycle. Individuals with this disor-

der are typically experienced by others as compellingly painful

to relate to. An additional feature is that those with this disor-

der may have brief periods of paranoia or dissociation when

stressed, but otherwise their contact with reality is generally

well maintained.

People with Borderline Personality Disorder are typically

high users of psychiatric services (both inpatient and outpa-

tient; Serin & Marshall, 2003) and can be a drain on mental

health systems. Hollywood portrayals of Borderline Personality

Disorder have appeared in several popular films including Fatal
Attraction and Single White Female, demonstrating the often dra-

matic and severely dysfunctional nature of this disorder. Cer-

tainly, this disorder is among the more florid, provocative, and

evocative of the personality disorders, and the pathology can be

highly seductive. The DSM-IV-TR diagnostic criteria for Border-

line Personality Disorder are shown in Table 3.2.

Potential Age-Bias of Criteria
Several experts have suggested that Borderline Personality Dis-

order is the most difficult personality disorder to accurately

identify and diagnose in later life due to limitations in the diag-

nostic criteria to capture the manifestations of the disorder

among older adults. In fact, there is considerable debate

whether the disorder declines with age. Cross-sectional studies

documenting lower levels of Borderline Personality Disorder in

older versus younger persons (e.g., Coolidge, Burns, Nathan, &

Mull, 1992; Segal, Hook, & Coolidge, 2001) may indicate a

veridical decline in borderline symptomology across the life

span. A competing explanation, however, is that the diagnostic

criteria are inadequate in detecting manifestations or signs of

the disorder in older adults (Rosowsky & Gurian, 1991, 1992).

Reflecting on the lower prevalence of the disorder in older

adults, Rosowsky and Gurian (1991) have suggested that this

“could reflect more the lack of fit of our existing diagnostic

yardsticks than the lack of Borderline Personality Disorder in

old age. If there are individuals with Borderline Personality
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Table 3.2 DSM-IV-TR Diagnostic Criteria for Borderline

Personality Disorder (Code: 301.83)

A pervasive pattern of instability of interpersonal relationships, self-image, and

affects, and marked impulsivity beginning by early adulthood and present in a

variety of contexts, as indicated by five (or more) of the following:

(1) frantic efforts to avoid real or imagined abandonment. Note: Do not include

suicidal or self-mutilating behavior covered in Criterion 5

(2) a pattern of unstable and intense interpersonal relationships

characterized by alternating between extremes of idealization and

devaluation

(3) identity disturbance: markedly and persistently unstable self-image or

sense of self

(4) impulsivity in at least two areas that are potentially self-damaging (e.g.,

spending, sex, substance abuse, reckless driving, binge eating) Note: Do not

include suicidal or self-mutilating behavior covered in Criterion 5

(5) recurrent suicidal behavior, gestures, or threats, or self-mutilating

behavior

(6) affective instability due to a marked reactivity of mood (e.g., intense

episodic dysphoria, irritability, or anxiety usually lasting a few hours and

only rarely more than a few days)

(7) chronic feelings of emptiness

(8) inappropriate, intense anger or difficulty controlling anger (e.g., frequent

displays of temper, constant anger, recurrent physical fights)

(9) transient, stress-related paranoid ideation or severe dissociative symptoms

Source: From Diagnostic and Statistical Manual of Mental Disorders, fourth edition, text revi-

sion, American Psychiatric Association, 2000, Washington, DC: Author. Copyright 2000

by American Psychiatric Association. Reprinted with permission.

Disorder in old age, as clinicians know there are, then we need

to adapt our yardsticks to be able to identify them”

(pp. 39–40). Several of the specific DSM-IV-TR criteria seem

awkward or inappropriate in the context of later life and these

are discussed next.

Criterion 1 (frantic efforts to avoid real or imagined aban-

donment) makes little sense in the case of physically frail older

adults who must rely on care from others to meet their basic

needs. Abandonment in this context can have catastrophic con-

sequences, and as such, efforts to avoid it can reasonably reach

frenzied proportions. We have seen the pattern in which aging

individuals with Borderline Personality Disorder are extremely
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fearful of abandonment by their caregivers, constantly checking

in with them and upping the ante of dependency. Criterion 3

(identity disturbance) does not apply well in cases when, for

example, older adults (primarily women in the current cohort)

seek psychotherapy because their lifelong role as a caregiver (to

their spouse and children) no longer is necessary (e.g., after the

spouse has died and the children have left the family home). We

have seen many cases wherein older women in this situation

have felt as if they “do not know what to do with themselves”

and that they no longer have a strong sense of identity, direc-

tion, or purpose. What distinguishes this case from Borderline

Personality Disorder is that the struggle to define oneself makes

sense in the developmental context of role loss and does not re-

flect a core lifelong deficit in identity formation.

Criterion 4 (impulsivity in at least two areas that are po-

tentially self-damaging) and Criterion 5 (recurrent suicidal be-

havior, gestures, or threats, or self-mutilating behavior) may

also be a poor fit among older adults. As noted, impulsive be-

haviors naturally decline with advancing age. As such, some

aging individuals with Borderline Personality Disorder may not

show this particular sign. In an interesting study, Stevenson,

Meares, and Comerford (2003) did indeed find diminished im-

pulsivity in older patients with Borderline Personality Disorder

compared to younger patients with the disorder. Another issue

about these two criteria is that of mortality effects: People with

severe expressions of these dangerous behaviors are at in-

creased risk for early death. Thus, the lower prevalence rates in

cross-sectional studies may not reflect declines in the symptoms

over time but rather selective early mortality for some severe

cases. These particular symptoms are also of concern in the

clinical context as such behaviors in frail elderly can be fatal,

even if the person did not intend to hasten death.

Finally, Criterion 6 (affective instability due to a marked

reactivity of mood) and Criterion 8 (inappropriate, intense

anger or difficulty controlling anger) may not apply well to

some individuals in later life because of the natural tendency for

older adults to become better at regulating and controlling their

emotions. However, the available data suggest that, throughout
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the life span, affective instability and poorly controlled anger

continue to be diagnostic benchmarks. These two features seem

to be robust across the life span and effectively discriminate

Borderline Personality Disorder from other personality disor-

ders, even in later life (Rosowsky & Gurian, 1991).

Given the apparent problems with many (but not all) the

criteria for Borderline Personality Disorder, some later-life bor-

derlines will not be detected through routine application of the

current diagnostic criteria. This puts the mental health field in a

precarious catch-22 situation in forming a diagnosis: Disorders

are defined by the diagnostic criteria, but if the criteria do not

fit a particular group or subgroup (older adults in our exam-

ples), then those with proxy signs of the disorder cannot be for-

mally diagnosed with the disorder, preventing further study of

the phenomena and hampering treatment efforts. However,

there are ways around this issue. When a patient meets four of

the nine criteria for Borderline Personality Disorder (not five of

nine as is required for formal diagnosis), then Personality Disor-
der Not Otherwise Specified may be indicated if the symptoms are

pervasive and result in some impairment. A final point to un-

derstand is that because we treat people with problems (and not

problems per se, in a vacuum), treatment can logically proceed

and target the symptoms of personality pathology regardless of

whether any diagnostic threshold is met.

Theorized Pattern in Later Life and Possible Impact of Aging
As noted, selective premature mortality due to risky behaviors

and completed suicide serves to reduce rates of Borderline Per-

sonality Disorder in later life. Among those with this disorder in

later life, however, a commonly observed pattern is for some of

the symptoms to be significantly attenuated or “burned out”

over time. One can imagine that the intense rage, physical

fights, substance abuse, sexual acting out, self-mutilation, and

other impulsive and physically punishing and taxing behaviors

will be muted among many older adult sufferers. These behav-

iors seem to be either transcended or transmuted somewhere

between early adulthood and old age (Rosowsky & Gurian,
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1991). An example of a core symptom hypothesized to mani-

fest differently in later life is anorexia, which may be a substi-

tute for more obvious and provocative forms of self-mutilation

seen in younger patients. Other geriatric variants of self-

harming behaviors may include self-prescribed polypharmacy,

refusal of needed medical attention, or sabotage of medical care

(Rosowsky & Gurian, 1992). Changes in the phenomenology

of identity disturbance manifest in later life as an inability to

formulate future plans or pursue goal-directed behaviors

(Rosowsky & Gurian, 1992). In contrast to expressions of the

disorder likely to undergo age-related metamorphoses, some

symptoms may be expressed similarly throughout life. Indeed,

it seems unlikely that the effects of aging alone will have much

impact on Borderline Personality Disorder features including

chronic feelings of emptiness, unstable and intense interper-

sonal relationships, emotional lability, anger dyscontrol, and

the reliance on splitting and other primitive defenses. Without

intervention, these features will likely persist into later life. In

some cases, the symptoms may even become more pronounced.

Increased dependency is a particular challenge likely to im-

pact the aging individual with Borderline Personality Disorder.

Older adults with the disorder are known to cause havoc on

their move to assisted living facilities, rehabilitation hospitals,

or skilled nursing facilities. They may intensely attach them-

selves to unsuspecting residents only to turn against them in a

brief period. The borderline type is expert at turning people

against each other (including staff) and generally creating chaos

in relationships.

Older adults with this disorder will also likely have trouble

negotiating relationships with caregivers. We have often seen

the pattern where these individuals identify one or two profes-

sionals as the “good ones” and vehemently complain about and

reject help from others, the “bad ones.” To make matters worse,

their preferences may change abruptly, which can confuse and

anger the staff. Due to their underlying difficulties regulating

interpersonal distance, older adults with Borderline Personality

Disorder are also likely to struggle between wanting closeness
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and angrily rejecting it from caregiving staff. Another pattern

may be attempts at manipulation of caregiving staff by distorting

information about their past medical history or their compliance

with medical and rehabilitative regimens. Their angry entitle-

ment may serve to engender anger in the caregiving staff, or al-

ternatively, helpless frustration (Rosowsky & Gurian, 1992).

A final aging issue is that many older adults with Border-

line Personality Disorder come to later life with a minimal (or

nonexistent) social support network. Many of them have worn

out family members during a lifetime of crises and poor

boundaries. Thus, aging in general can be viewed as extremely

challenging for those with Borderline Personality Disorder. In-

dividuals with this personality pathology perhaps are the least

prepared to cope with the usual changes and stressors that ac-

company the late-life stage. Sadly, their relationships with

psychotherapists are at great risk for mirroring the unstable

and tumultuous patterns they enact with others. They are

likely to foster splitting and specialness, and evoke negative

countertransference reactions (Rosowsky & Gurian, 1991). A

general tenet for the clinician is to be a model of stability, nei-

ther moving in too close to rescue patients who appear help-

less and lost nor withdrawing and rejecting patients even

when they seem to be asking for it.

The Case of Lenore: Borderline Personality Disorder
The consultation request came as a message left on the psycholo-

gist’s answering machine, which began: “Hi, Doctor. This is Jane, the

nurse over at Ashton Manor. There’s a patient here whom I’d really

like you to see. Her name is Lenore, and if you can’t come and do

something with her soon, I’ll probably murder her.”

The psychologist was able to stop by the skilled nursing facility

on her way home, intending to look over the resident’s chart and to

set up an appointment for the assessment and consultation. As this

was late in the day, a new group of nurses and aides had arrived for

the evening shift. The charge nurse greeted the psychologist warmly

and asked whom she had come to see. When told the resident was

Lenore, and that the call to come in had seemed quite urgent, the

nurse responded incredulously: “Lenore? I don’t understand it. She
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hasn’t been here that long, but she seems to be a sweetie; no bother.

I don’t know why you’d be called in about her.”

The defense of splitting is central in the repertoire of those with

a personality disorder in Cluster B, especially for those with Border-

line Personality Disorder (BPD). The reality of the individual with

BPD is notable for affective and cognitive experiences and distor-

tions, which shift with remarkable alacrity to the extremes. There is

no gray. People and events are experienced as all good or all bad. The

splitting transcends multiple relationships and venues, typically

wreaking havoc.

Many, perhaps most, individuals who develop a personality dis-

order have themselves experienced a seriously disordered child-

hood. Lenore’s early history was no exception. She and her identical

twin sister, Maureen, were their parents’ only children, born when

their parents were in their late 30s, considerably older parents than

the norm in the 1920s.

Their parents had developed a strong relationship pattern over

the more than 12 years of their marriage. The pattern was dysfunc-

tional but comfortably familiar. Lenore’s father was tough and dis-

tant, having poor regard for women. While always holding a job, he

was a weekend drunk, becoming more argumentative and nasty as

the weekend progressed. Most of his ire was taken out on his wife,

but as the girls got older, they were included as objects of his frus-

tration and rage. Lenore’s mother would tolerate her husband’s

abuse, knowing that by Monday morning he would “clean up and fly

right” again. She tried intermittently to protect the girls, but mostly

she modeled helplessness and despair. On a few occasions when

Lenore’s father got especially out of control and the physical vio-

lence escalated, their mother took the twins to a cousin’s house

nearby for a day or two until the situation at home cooled off, at

which point they would return home. The tacit rule was that no one

would speak about their father’s drinking or abusive behavior, or

about the fear and inconsistency that permeated their lives. So the

girls came to act this out, each in a very different way.

When the twins reached adolescence and became visibly sexual

beings, their father’s rage would be as easily directed at them as at

their mother. As destructive as this was, by taking it, they felt they

were in some way protecting their mother in a way that she was

never able to protect them.

Lenore’s way of dealing with her internal anguish and the help-

less victimization at home was to run away, which she began doing
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at the age of 14. She would stay out of the house for 1 or 2 days, ul-

timately 3 or 4, and then return, tired and bruised, from the streets

or from her own hand. By this time she had started to smoke ciga-

rettes and to burn herself with the lit end. Her forearms and upper

arms were marked by blisters, receding into small red circles. This

behavior served as a release valve for her feelings of rage which

were often threatening to explode. Feeling pain was a way to stop

feeling pain.

When she was on the streets, she would engage in sex with

anyone who offered to buy her a meal, give her smokes or whiskey,

or tell her he loved her. When she would return home, her mother

would most often ignore her. At other times, she would yell hysteri-

cally, wailing about the worry and concern Lenore’s absence had

caused. These emotional outbursts would often follow an especially

brutal weekend at the hands of her husband.

Maureen’s way of handling her pain was very different from

her twin’s. She did not physically run away. Rather, she learned to

stay very still and not flinch, even when her father molested her,

which he came to do. But she ran away inside, withdrawing to a

point of dissociation, to a place where she felt no pain. In time, the

memories became blurred as though through gauze, and in yet more

time, vanished altogether. Intermittently she would refuse to eat,

starving herself with the magical promise of retreating into a little

child’s frame.

When Lenore was 17, she left home for the final time. She took

a job at a deli shop, waiting on tables and serving behind the

counter. She was intelligent and learned fast and was calmed by the

repetitive structure of the work. The older couple that owned the

shop liked Lenore and allowed her to occupy a room in an apart-

ment above the shop for little rent. And of course she was able to eat

very well at no cost. Occasionally she would feel the need to run,

and would stay out all night, but the couple was willing to indulge

her little slips as they increasingly came to count on her as an em-

ployee and a young all-around helper. On the occasions when they

would challenge her behavior, she would fly into a rage and

threaten to kill herself if they in any way implied that they might

dismiss her. Of course her threats kept them in line, precisely what

they were intended to do.

Lenore had many boyfriends, but none lasted. Initially she was

agreeable, actually quite charming to suitors, but in time they would
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say or do something to induce panic in her, which she would act out

in rage to save her life; accusing, threatening, and always inducing

chaos into the relationship. After several such episodes, most of her

lovers would cut and run, but one stayed. This was Jack, who came

to work as the short-order cook, in time becoming the manager and

ultimately the owner of the deli.

They courted briefly and were married. This began a relatively

settled period for Lenore. Her impulsivity, affective lability, and self-

harming behaviors became calmed in the steady presence of Jack

and their work together at the deli. Indeed, Lenore’s passionate and

enthusiastic tendencies were put to good use as the couple modern-

ized the deli and developed a thriving business. They had two chil-

dren, a girl and then a boy who died shortly after his birth. Lenore

would have no more babies after that. Her mothering was inconsis-

tent, alternating between being overly close and attentive, and being

remote and unavailable. Fortunately for their daughter, Jack’s tem-

peramental evenness served as a counterbalance to Lenore’s erratic

behaviors. Their daughter grew up well with the support of the

jovial ambience at the deli where she spent much of her childhood.

Lenore was stable until her twin’s suicide at age 35. Maureen

had been in and out of psychiatric institutions for much of her adult

life, leaving Lenore feeling painful survivor’s guilt, which over-

whelmed her when her twin died. Her profound grief was experi-

enced as blinding rage evolving into a psychosis, which was

transient and resolved quickly. She was hospitalized and received

shock treatments, which were a major psychiatric treatment at that

time. A lengthy stay in the hospital, and perhaps the treatments, ap-

peared to quiet her demons and to contain her. When she returned

home, she appeared thinner, weary, and noticeably less animated.

Things changed dramatically after her husband’s death and the

sale of the deli, which soon followed. Lenore’s somewhat subdued

demeanor now deteriorated significantly. She became irritable, crit-

ical, and demanding. She would call her daughter numerous times

during the day to complain about anything and everything, often di-

recting the conversation to provoke a squabble that she ended by

slamming down the receiver, or by accusing her daughter of not car-

ing and being unconcerned about her welfare. “What difference

does it make to you? You don’t care if I live or die.”

A smoker all her life, Lenore ultimately developed emphysema.

This, in addition to hypertension and coronary artery disease made
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her life become more circumscribed. She began to drink more in the

evenings alone, which did not mix well with either her multiple

medications or her impulsive tendencies. Lenore’s daughter, a career

woman in a responsible position, would visit her mother infre-

quently because the visits were marked by angry hostility, manipu-

lativeness, and veiled threats of self-harm. When, during one visit, it

became apparent that Lenore was at real risk, her daughter, through

the family physician, arranged for Lenore to be hospitalized for eval-

uation and stabilization. This was not a courtesy admission, as

Lenore actually was at risk. She was smoking while using oxygen,

was drinking alcohol abusively, and was not taking her medications

reliably. The hospital determined that because of hardening of the

arteries, her mental status was mildly compromised. This, in con-

junction with her aggressive outbursts and emotional lability, led to

the recommendation that she be discharged to a nursing home

where she could be monitored and provided a constant level of

skilled care. Lenore was furious but agreed to go for a while, actu-

ally feeling somewhat relieved to be spared the isolation of living

alone. At least in the nursing home there would be company and

new people to care for her and to love her.

Initially she was pleasant to the staff and other residents. She

would ask questions about their lives and expect that they would do

the same. But quickly events began to irritate her. She would become

angry if an aide cut her stories off or attention to her seemed too

brief. She became very aware of who among the staff were really in-

terested in her, and who didn’t like her and couldn’t wait to get away

from her. These quickly became the good guys and the bad guys.

Lenore became very jealous of other residents who, she per-

ceived, got more attention, better service, or more food than she did.

In time, this jealousy escalated to rage and acting out. Lenore began

to take food from these residents’ plates, resulting in her being

banned from the dining room for the next meal or the next day. Soon

she was eating most of her meals in her room. This made her even

more angry to the point where she would throw her food tray across

the room or, on one occasion, physically lash out at the dietary aide

when she came to remove Lenore’s tray.

Her favorite nurse and aide were on the same late afternoon

shift. For them, she had a smile and was charming. They were both

baffled by the report from the other shifts and did not agree with the

punishment of barring Lenore from the dining room. At mealtimes
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when they were on duty, Lenore was allowed to eat with the other

residents, who mostly ignored her and gave her wide berth.

Lenore demanded to be taken out several times a day for a cig-

arette break. This was an inconvenience to the nursing home as it

required that a staff member be assigned to Lenore to disconnect

her from the portable oxygen and accompany her to an outside,

screened-in area where smoking was permitted. Lenore was al-

lowed three such breaks each day. She would, in anticipation of

these, place herself in front of the nursing station and verbally,

loudly, harass the staff if they were a minute late to take her out-

side. While waiting, she would make lewd and derisive comments

to other residents who were speaking with staff at the station. She

was especially likely to pick on the more cognitively impaired resi-

dents, calling out terrible things to them. Her repeated verbal

abuse of one such resident—a gentle, meek woman favored by the

staff—became the active precipitant of the call for a consultation:

“If you can’t come and do something with her soon, I’ll probably

murder her.”

The consultant began by meeting with the staff to identify

Lenore’s problem behaviors, defined as those behaviors that were

most disturbing to the staff and caused most interference with her

care. Staff initially identified the following behaviors:

� She rarely had any visitors because her daughter disliked com-

ing to see her and was often angry at her mother for excessive,

angry phone calls. This put pressure on the staff to socialize

with her.

� She was a food stealer.

� She was verbally abusive to staff and to other residents.

� She yelled if her needs weren’t met immediately.

� She split the staff, so that they argued among themselves about

her care.

The next phase identified the antecedents and consequences of

these problem behaviors. When she got angry with staff, she placed

angry phone calls to her daughter. The consequences of this were

that Lenore’s daughter avoided visits and became angry with the

staff for not being more attentive to her mother and making sure
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Lenore didn’t make excessive calls at inappropriate times. The staff

then became angrier with Lenore and less likely to want to attend to

her. The maladaptive pattern was identified and discussed.

The next aspect of the consultation was to share Lenore’s story

(her personal history) to encourage staff to get to know her and how

she might feel and think. This knowledge would provide a context

for her behaviors, even the most irritating ones. What might be the

message of such behaviors? For example, stealing food might mean,

“I need to be fed. I’m hungry for attention and love. If you won’t

offer it, I’ll take it. I need sustenance to survive.”

The next aspect of the consultation served to explore the effect

of Lenore’s behaviors on the system of the nursing home. The staff

was encouraged to identify those resident traits that they most val-

ued, and alternatively those that made their jobs most difficult. How

did they feel about these residents? What was the effect of these

feelings on their behavior? The concept of splitting was discussed,

including its adaptive and maladaptive functions.

The consultation then moved toward an intervention/treat-

ment plan. The staff was asked to note everything that had been

tried with Lenore. The effect of these attempts was appraised as

either having helped, worsened, or had no effect at all on the behav-

ior. The tendency to do things over again, only more vigorously,

when not successful, was talked about as being universal. Under-

standing this opened up staff to trying something new and to discon-

tinuing responses to Lenore that had not been helpful in the past.

Last, the problem behaviors were reviewed and ranked in terms

of their negative effect. The questions to the staff about each specific

behavior were addressed. How would you know if this gets better?

How would improvement be identified?

These then become the intervention goals. Each goal was then

operationalized and its probability of success anticipated. A goal was

selected to work on and a treatment intervention was delineated

and agreed on. Staff understood that all staff had to be on board,

and that the response to Lenore’s behavior had to be consistent

among staff and across shifts. The first goal selected for Lenore was

food stealing.

The intervention was outlined as follows: Lenore would be

seated at a table with other residents who were sufficiently cogni-

tively intact to support appropriate socialization and conversation.

A staff member would sit at the table. The presence of a staff mem-
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ber would serve three functions: To model appropriate communal

dining skills (including eating off one’s own plate only, and asking

for extra food if desired), to facilitate conversation at the table, and

to talk with Lenore directly, asking her questions to draw out what

she could positively and literally bring to the table. When this was

successful (operationalized as 4 successive days with no food steal-

ing), the staff member would then just accompany Lenore to the

table and connect her conversationally with her dining mates. When

this was successful (a week without food-stealing incidents), the

staff member would then simply bring Lenore to the table, settle

her, and withdraw.

In addition, after each successful meal, the staff member

would give Lenore positive feedback, complimenting her on her be-

havior and rewarding her with a few extra minutes of conversation

and attention.

Although the intervention would be somewhat labor intensive

for the short term, all agreed that it would be worthwhile if success-

ful. A follow-up meeting with the consultant was scheduled to review

the effect of the intervention on Lenore’s behavior and on the staff.

The interventions for the other goals followed this same pat-

tern: goal selection, operationalization of its effectiveness, imple-

mentation, assessment, and feedback. With each achieved success,

the staff became more unified, proficient with the protocol, and

committed to behavioral interventions. Staff came to appreciate

that, especially with the more intractable personality disordered res-

idents, the greatest positive change is often most readily achieved

through a small change by the system.

Histrionic Personality Disorder

Clinical Description
The essential features of this personality disorder are excessive

emotionality and attention-seeking behavior. These individuals

are uncomfortable when not the center of attention and charac-

teristically engage in overly dramatic, excessive, exaggerated,

and affected emotional displays for which the primary goal is to

secure attention and admiration from others. They may present

themselves in a sexually seductive, flirtatious, and provocative
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manner and are concerned with their physical appearance.

Their dress and speech are often flamboyant to maximize the

attention they receive. They frequently have a long history of

drawing attention to themselves and of engaging in excited

emotional displays with overstated theatricality as if they are

playing to an audience. Their speech is often vague, excessively

impressionistic, and lacking in detail.

When they are not successful at maintaining the social

spotlight, people with Histrionic Personality Disorder typically

respond with anger and frustration. In the clinical setting, they

may try to sexually engage the clinician with dramatic stories

of their sexual escapades. In general, they try to sexualize the

professional relationship and keep it superficial. During the

early course of treatment, one of our older patients wore

provocative outfits to her sessions, flirted openly and regularly,

and shared details of her sexual prowess and current con-

quests. In later sessions, however, she revealed that she derived

little real joy from sex, had been celibate for several years, and

was scared of intimacy.

Underneath their bubbly, outgoing, and superficially

charming facade, people with Histrionic Personality Disorder

tend to be shallow, self-centered, and have a strong need for so-

cial approval. They are adept at forming new relationships and

often create positive first impressions, but lasting and deep rela-

tionships are less likely to occur. Their relationships usually

crumble because they turn out to be superficial, are one-sided,

and lack true intimacy. Their emotional expressions are shal-

low, frequently changing, and overblown. They often become

needy, dependent, childlike, and demanding with others, which

can result in their rejection. They are easy suggestible and influ-

enced by others, likely as an attempt to secure affection. Sadly,

they tend to perceive their relationships to be more intimate

than they actually are, and often provide exaggerated accounts

of their social successes. Their flamboyancy and superficial

charm were demonstrated by one of our patients, an elderly

woman, who had some occupational success as a greeter for a

large retail store. Whereas she described providing dramatic

and theatrical welcomes that reportedly thrilled visitors to the
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Table 3.3 DSM-IV-TR Diagnostic Criteria for Histrionic

Personality Disorder (Code: 301.50)

A pervasive pattern of excessive emotionality and attention seeking, beginning

by early adulthood and present in a variety of contexts, as indicated by five (or

more) of the following:

(1) is uncomfortable in situations in which he or she is not the center of

attention

(2) interaction with others is often characterized by inappropriate sexually

seductive or provocative behavior

(3) displays rapidly shifting and shallow expression of emotions

(4) consistently uses physical appearance to draw attention to self

(5) has a style of speech that is excessively impressionistic and lacking detail

(6) shows self-dramatization, theatricality, and exaggerated expression of

emotion

(7) is suggestible, i.e., easily influenced by others or circumstances

(8) considers relationships to be more intimate than they actually are

Source: From Diagnostic and Statistical Manual of Mental Disorders, fourth edition, text revi-

sion, American Psychiatric Association, 2000, Washington, DC: Author. Copyright 2000

by American Psychiatric Association. Reprinted with permission.

store, her social life, in reality, was replete with failed relation-

ships and superficiality. The DSM-IV-TR diagnostic criteria for

Histrionic Personality Disorder are shown in Table 3.3.

Potential Age-Bias of Criteria
Criterion 2 (interaction with others is often characterized by

inappropriate sexually seductive or provocative behavior) may

be a poor fit for many in later life because of the reduced num-

ber of potential sexual partners, especially among older

women who greatly outnumber older men. Nonetheless, older

adults may still meet this criterion if they are inappropriately

provocative and seductive despite any real intention of creating

a sexual relationship. Criterion 7 (is suggestible, that is, easily

influenced by others or circumstances) may be problematic es-

pecially when cognitive impairments are present (e.g., poor

planning and impaired judgment) and in cases where very frail

older adults do not have much actual control over their envi-

ronments. Being easily influenced (“going with the flow and

not causing any problems”) may, in fact, be encouraged and 
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rewarded in some long-term care settings. Care must be taken

to evaluate whether the suggestibility reflects a lifelong deficit

or is an expectable reaction to their present circumstances

(cognitive and social).

Theorized Pattern in Later Life and Possible Impact of Aging
Older adults with Histrionic Personality Disorder are often de-

scribed by their adult children as “acting like spoiled children.”

Their self-centeredness and shallowness do not appear to di-

minish with age. Older individuals with this disorder are partic-

ularly intolerant of the physical changes that come with age

(e.g., wrinkles, hair loss, sagging body parts) since their self-

worth is based largely on superficial characteristics such as

physical appearance. Because of their lifelong reliance on their

physical attributes to attract attention, older histrionics may re-

spond to normal physical changes by becoming excessive users

of plastic surgery and other antiaging techniques. One of our

older patients spent down her entire savings on surgery to pre-

vent becoming “an icky old lady.”

Similarly, we have seen many cases in which older individ-

uals with Histrionic Personality Disorder have a poor adjust-

ment to aging when their flirtatious and seductive style

becomes less rewarded. Comorbid depression frequently oc-

curs. Because seductiveness has been part of their social role for

so long, aging individuals with Histrionic Personality Disorder

are often baffled about how to relate to others without “attract-

ing them.” They often perceive the reductions in their sex ap-

peal as catastrophic because they have established little other

means to garner attention and affection from others.

Retirement may be a particular source of distress for the

older histrionic type especially if the person used the work en-

vironment as the stage on which to perform. In cases in which

the histrionic person married and maintained the relationship,

widowhood may be notably damaging because the individual

will have great difficulties cultivating new relationships and

sources of support. Increased dependency (due to physical or

cognitive problems) is likely to also result in significant prob-
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lems for the aging histrionic. Whereas they may be perceived

initially as warm, friendly, and entertaining by other residents

and caregiving staff, their self-centeredness will eventually be

discovered, resulting in negative responses and shunning. The

resulting petulance and irritability on the part of the histrionic

individual often makes matters worse.

The Case of Thelma: Histrionic Personality Disorder
Thelma E. swept into the office carrying a large blue shopping bag

from Tiffany’s in one hand and an oversized alligator handbag in the

other. Her petite frame was dwarfed by them. With a great sigh, she

unloaded her burden. Placing the bags on the floor, she scanned the

office, trying to decide which seat to claim, finally deciding on a

large recliner situated across from the therapist’s chair. She pro-

ceeded to push the chair closer to the therapist’s, sat down, pulled

the lever to extend the footrest, and began.

“Whew. I am so glad to be here. I absolutely need to talk with

someone. I’m having such problems and I’m driving my daughter

nuts. She was the one who told me I absolutely had to talk to some-

one. She’s tired of listening to me. She probably thinks I’m crazy.

Anyway, she can’t give me the advice I really need. But I’m counting

on you. I really don’t know what to do. I’m like a kid, but this is re-

ally serious.” She takes a breath and continues.

“I brought you pictures,” pointing to the blue bag on the floor,

“so you could see him. He’s really a doll. And maybe you can help

me understand what’s going on and tell me what I should do.”

Thelma is a 71-year-old woman who appears to be in her mid-

50s, and dresses as if she were in her 20s. She is very pretty in a doll-

like way. Her hair is an unnatural shade of red. She wears it sleek

and smooth with bangs just barely touching her eyebrows. When

she speaks, she often sweeps the bangs aside in a little girl gesture.

She bats her eyes and giggles, especially when she becomes excited

or anxious. Good genes, cosmetic surgeries, extravagant self-care,

and skill with makeup enable her youthful appearance. She and her

daughter, in her 40s, are typically taken to be sisters. This error is

consistently pleasing to Thelma.

Thelma, growing up, was always considered a dramatic child.

She was prone to tantrums, petulance, and great gushing tears at the

least provocation. She was also adorable. Her high spirit and passion
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were expressed with hugs and kisses that would make people feel

warmly toward her. As an adult, she came to give lavish gifts and to

acknowledge every event with cards and flowers. She was especially

fond of sending balloon bouquets when these were popular. Bal-

loons were favorites of hers as a child.

As a young child, Thelma lost her mother suddenly in an auto-

mobile accident. One night she went to bed and awoke the next

morning without a mother. Her father was overcome by grief fol-

lowing the loss of his wife and soothed himself by further throwing

himself into his work and consuming considerable alcohol at home

after work. Thelma was mostly cared for by her maternal grand-

mother. A nice and well-intentioned woman, she was dealing with

her own grief at the loss of her daughter. While she loved her grand-

daughter, she was also resentful at being called on to be responsible

for a child at this stage of her life.

As adorable and outgoing as Thelma appeared, underneath she

was a lonely little girl who was unattached at a deep level and terri-

bly fearful of again being abandoned by whomever she loved, as she

had been by her mother. To counter this she became more endearing

to engage the overt expressions of love, and more demanding, to test

that love. She danced, hugged, and tantrummed her way around the

hearts of others.

A second wounding abandonment came just as Thelma began

adolescence. Her father became involved with and then married a

divorced woman with a son 3 years older than Thelma. Bruce was a

lanky adolescent. He was as quiet and careful as Thelma was outgo-

ing and impulsive.

Thelma, hungry for the love and attention of a mother, tried to

get this from her stepmother by doing what she knew best how to

do: smile, prance, hug, and giggle, but to little avail. Her stepmother

was indifferent to Thelma’s charms, valuing instead the quiet cen-

teredness and studiousness of her son. She was in no way cruel to

Thelma, but mostly just tolerated her. When she did show positive

regard, it was for the benefit of her husband’s approval as she was

determined to make this second marriage work.

Thelma’s father was predictably oblivious to her presence, let

alone to her maturation. He was unaware of Thelma’s shift away

from him and his wife toward seeking the attention of her older

brother. Bruce was initially flustered by her attention and flirta-

tiousness, then engaged by it, and ultimately aroused.
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Thelma remains unclear about what actually transpired be-

tween her and her stepbrother. What is clear is that something did

transpire. Although the duration and precise specifics of their in-

volvement are vague in her memory, Thelma did get from Bruce

the love and attention she sought. She reports she was “a happy

teenager” and claims to have missed her brother very much 

when he went off to college, marking the end of their special 

relationship.

From this relationship, Thelma refined her skills at attracting

the attention of boys, and later men, to reassure herself that she

could procure the love she needed, and that the resources would

not be depleted. She was not an apt student, but completed a jun-

ior college course in retailing. She took a position after graduation

as an assistant manager of a cosmetics section in a department

store. She worked for only a few years before marrying a hard-

working, somewhat withdrawn, and slightly older man who

thought he had won the prize of his life with Thelma’s acceptance

of his marriage proposal.

Thelma was content being a housewife and staying at home to

raise her only child, a daughter, Elaine. She had a broad circle of

friends and was considered the life of parties, her own and others.

Her relationship with friends was, however, notable for her often

being in conflict with someone. Thelma would become furious at

any slight or mildly critical comment, and fly into a rage, talking

against one person to others, and calling the offending individual

and letting him or her have it. When the world turned mean and

ugly, Thelma turned to her husband for comfort and support, engag-

ing him as his little girl, weeping and trembling. He would respond,

soothe her panic, and, after the crisis had abated, she would return

to essentially ignoring him. He would await the next crisis, which

could be counted on to arise.

When her husband was in his mid-60s, he suffered a major

heart attack, and spent some months recovering in Florida. Thelma

felt chained to him during that period, unused to sustained proxim-

ity and not liking it. They owned a small condominium in Florida

that they had used during the winter months. Thelma would spend

most of the winter there, preferring the sun to the snow. Their pat-

tern was for her husband to join her for a 2-week vacation some-

time during the season. The rest of the time, they would stay in

contact by phone.
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Thelma quickly established herself at the center of the social

life of the Florida community. Playing tennis and bridge, she was a

welcome addition to the condo complex and the country club. She

was younger, and appeared even younger, than many of the resi-

dents. She was attractive and dressed provocatively. Thelma

aroused the jealousy of some of the women, and the attention of

some of the men.

Soon after her husband had recovered and returned to work

and their customary geographically separated relationship, Thelma

began an affair with a recently widowed man that continued over

several winter seasons. This was a secret from her husband, but not

from most others. When her lover found a new partner, and became

engaged to be married, he broke off the relationship with Thelma.

She became absolutely enraged, feeling at once both abandoned and

humiliated by the rejection. She had never considered that her lover

might, in time, want something more than a winter affair. Thelma

had her first major depressive episode around that time. She was

treated by her internist who prescribed initially a tricyclic anti-

depressant. As the episode resolved, she was prescribed an anxi-

olytic (described by Thelma as a “mother’s little helper”) that was

popular at the time. Psychotherapy or counseling was not suggested

to Thelma.

Other brief affairs followed. None were serious, but collectively

they served to reestablish Thelma’s confidence in her ability to at-

tract the attention of men and to heal her wounded self-esteem.

When her husband suffered a second heart attack, which he did not

survive, Thelma found herself a grieving wife and an available

widow. She sold the family home in the suburbs and bought a small

condo in the city. She sold the small condo in Florida and bought a

larger unit in the same community. At this point, she began to live

in Florida for 9 months of the year, and in the city for 3 months,

using it also for occasional weekends to visit her daughter, now mar-

ried and the mother of two children. Thelma did not envision herself

as a grandmother, but frequently sent the children gifts and cute

cards signed, “With love from Thelma.”

Life was easy. Thelma was sparkly and popular and had lots of

activity. Between tennis and bridge and dinner parties, she was busy

and content. Then she met a man at the club who, as she recounts,

“Just blew me away. He was so handsome. I got tongue-tied just

making small talk with him. I felt like a kid all over again.”
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His name was Mark, and he and his wife owned a condo in a

nearby community and had recently joined the country club. His

wife never appeared at the club. Thelma pursued Mark vigorously,

and soon they would be playing mixed doubles tennis and having

postgame and predinner drinks at the club bar.

In time, Thelma learned that Mark’s wife was seriously ill. She

was homebound and required 24-hour care. Mark had hired care for

her during the days and cared for her himself at night. Soon a sexual

affair developed. They would meet at Thelma’s home during the day.

As Mark was unavailable in the evening, Thelma maintained her

usual social network and activities. She says about Mark, “He’s the

love of my life. I waited all my life to really fall in love. He is so sexy,

and we like the same things. We even have the same favorite restau-

rant. We’re so perfect together. I just don’t get it.”

They kept in touch by phone during the summer months when

each lived in a different city, an airplane trip distance apart. During

the second summer, Mark’s wife died. Thelma says, “This put me in

a strange spot. I tried to be supportive. I sent him nice cards with

sweet messages, but he didn’t seem to want to talk to me. I started

having trouble even reaching him. I’d get the damn machine, and he

wouldn’t return some of my calls; most of my calls, really. First

when I heard she died, I thought that after a decent period we could

come out as a real couple. I knew we were perfect together. I

thought we’d get married. I’m not sure about that, but at least we’d

be a couple. We never talked about it, of course, because his wife

was still alive. But I knew he felt the same way I did. So I couldn’t

understand why he didn’t seem to want my support. I figured he

needed time. So I damn well gave him time, and then I really got

mad. So I left a few messages on the answering machine that I

shouldn’t have. He called me once and said for me to back off,

please. If I really cared, I would leave him alone for now. So I hung

on to that, for now like it was a lifeline.” At this point she broke into

tears and curled herself into a ball in the big recliner.

Thelma has presented with a lifelong pattern of thinking, feel-

ing, and behaving consistent with a diagnosis of Histrionic Personal-

ity Disorder (HPD). Her presentation, while reflecting the unique

contexts and relations of different life stages, continues to reflect

the pathology and causes her and others with whom she in relation-

ship considerable distress. Consider the following diagnostic criteria

for HPD, and how these are expressed by Thelma.
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She is melodramatic and requires being the center of attention.

Only when all eyes are on her, can she connect with others and,

even then, it is often for the purpose of attracting attention to herself

or endearing them to her.

Although not grossly inappropriate, her physical presentation

and clothing choices are patently seductive. As she has aged, her

sense of style, fashion, and makeup have not kept up. She continues

to dress and present herself in a flirtatious, overly youthful manner.

She is emotionally labile, shifting rapidly in her emotional ex-

pressions. Her face and body are hyperexpressive, continually in

motion exhibiting joy, sadness, disbelief, emotions easily read like

shifting sands. This is mirrored by her speech and language—color-

ful and notable for hyperbole.

Most relevant perhaps to her current crisis is a propensity to

imbue relationships with much greater intimacy and value than

is warranted.

The psychotherapy treatment plan needs to focus on considera-

tion of the specific stressor, or precipitant. In this case it is her per-

ceived rejection by Mark. The realities are that Thelma and Mark

have been in a sexual relationship for 2 years and that Mark’s wife

of more than 45 years has recently died. His relationship with

Thelma, while meeting his needs for companionship during this try-

ing stage of his own life, held no promises of future plans. He en-

joyed Thelma, they were easy and comfortable with each other and

enjoyed good times. However, Mark could not envision life beyond

his wife’s death, and certainly not what he might want in a life part-

ner at some future time.

Although never discussed directly with Mark, Thelma adopted

her fantasy as reality, and planned for the two of them to emerge as

a committed couple following a reasonable period after his wife’s

death. Until that time, Thelma envisioned herself as his life support;

waiting patiently in the wings until he was ready to come forth to

proclaim his love and fidelity. However, Mark did not behave in ac-

cordance with her fantasy script. His grief for his wife was real and

deep. Their relationship had been far more intimate than the one he

believed he could develop with Thelma.

Thelma responded to his rejection initially with anger and then

depression. She developed neurovegetative symptoms including loss

of appetite and weight, trouble sleeping, and loss of pleasure and ini-
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tiative. She was also tearful, and alternated between periods of agi-

tation and lethargy.

The treatment incorporated psychopharmacology. Her anxi-

olytic was gradually discontinued and an antidepressant medication

was introduced. Thelma was also prescribed a nonbenzodiazepine to

help her sleep. The aim of the talking therapy included four sequen-

tial segments.

The therapist would serve as a reliable presence for comfort and

support, and to diminish her sense of helplessness. This would en-

able Thelma to restore her self-esteem through reviewing past com-

petencies, strengths, and successful relationships.

To revisit the events leading to and comprising this crisis, as

both a specific occurrence and as an exemplar of a pattern, Thelma

would be encouraged to consider how she shifts fantasy to reality

and to achieve some appreciation of another’s phenomenology, in

this instance, Mark’s. She would be led to understand that while an-

other’s experience could affect her, it was not about her, and usually

not intended to hurt her.

Thelma would be coached around recognizing the different

depths and qualities of relationships, and how she might distinguish

between them. She would also be coached to recognize her escalat-

ing affect and check it against the reality of experience.

Another essential aspect of the treatment would be to help

Thelma achieve a sense of control when she feels her feelings are

controlling her behaviors. To that end, stress management tech-

niques would be introduced into the sessions and as lifestyle change

homework between sessions.

The frequency of the therapy sessions was established in accor-

dance with Thelma’s clinical needs, but the frame of the therapeutic

contract was held firm. This is especially important in work with pa-

tients with personality disorders. As her feelings of helplessness and

anxiety receded, her sense of self-cohesion and efficacy became re-

stored, and the between-session intervals were extended. In time,

she planned to return to Florida and a last session was scheduled.

Rather than a good-bye, a check-in visit was scheduled for during

the summer when she would next be in the area. At this time, she

would be able to report back to the therapist about how she was far-

ing and how she was using her new learning. At this time, she ap-

peared well and fit and said “I’m feeling like myself again, only
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better. Maybe a little more grown up. Anyway, thanks for your help.

You’ve been a doll.”

Narcissistic Personality Disorder

Clinical Description
The narcissistic personality is characterized by an exaggerated

or grandiose sense of self-importance and an illusion of being

unique or “special” that lead to feelings of entitlement. Such

persons overestimate their abilities, popularity, and power, fre-

quently coming across as self-centered, conceited, and boast-

ful. They are typically preoccupied with themselves and their

self-affirming fantasies of unlimited success, fame, intellectual

sophistication, power, and beauty. Sadly, their excessive self-

regard is equaled only by their cavernous misperception—they

think and expect that others should recognize their superiority,

special talents, and uniqueness. Underneath, it is presumed

that the narcissist feels inadequate and dependent, with fragile

self-esteem (Kernberg, 1975). The narcissistic type often re-

sponds to negative feedback with intense rage and attempts to

degrade those who were critical, presumably in an attempt to

bolster fragile self-esteem.

Another feature is that the narcissistic type has a strong

need to be admired by others and frequently fishes for compli-

ments. They also lack sensitivity and compassion for others

and have difficulty understanding the needs, feelings, and

perspectives of others. Interpersonally, they are exploitative,

chronically seeing others as unimportant and unworthy. As

such, they are prone to take advantage of others because they

see their own needs as primary. They choose to associate only

with the “best” doctors and the most gifted professionals and

peers. When they find themselves in situations where they are

not surrounded by people they perceive as being as special,

high status, and privileged as themselves, they respond with
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demeaning, arrogant, and haughty behaviors. Their entitle-

ment is often expressed as expecting especially favorable

treatment (without earning it) and having others comply with

their requests, no matter how unreasonable. They expect that

the world and others “owe them” without assuming reciprocal

responsibilities. As such, their near-total preoccupation with

themselves massively disturbs interpersonal relationships and

their occupational opportunities. The DVM-IV-TR diagnostic

criteria for Narcissistic Personality Disorder are shown in

Table 3.4.

Table 3.4 DSM-IV-TR Diagnostic Criteria for Narcissistic

Personality Disorder (Code: 301.81)

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

and lack of empathy, beginning by early adulthood and present in a variety of

contexts, as indicated by five (or more) of the following:

(1) has grandiose sense of self-importance (e.g., exaggerates achievements

and talents, expects to be recognized as superior without commensurate

achievements)

(2) is preoccupied with fantasies of unlimited success, power, brilliance,

beauty, or ideal love

(3) believes that he or she is “special” and unique and can only be understood

by, or should associated with, other special or high-status people (or

institutions)

(4) requires excessive admiration

(5) has a sense of entitlement, i.e., unreasonable expectations of especially

favorable treatment or automatic compliance with his or her expectations

(6) is interpersonally exploitative, i.e., takes advantage of others to achieve

his or her own ends

(7) lacks empathy: is unwilling to recognize or identify with the feelings and

needs of others

(8) is often envious of others or believes that others are envious of him or her

(9) shows arrogant, haughty behaviors or attitudes

Source: From Diagnostic and Statistical Manual of Mental Disorders, fourth edition, text revi-

sion, American Psychiatric Association, 2000, Washington, DC: Author. Copyright 2000

by American Psychiatric Association. Reprinted with permission.
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Potential Age-Bias of Criteria
Most of the criteria for Narcissistic Personality Disorder seem to

apply reasonably well in the later-life context although some

minor issues are worth noting. Criterion 6 (is interpersonally

exploitative, that is, takes advantage of others to achieve his or

her own ends) may be somewhat problematic because of the ac-

tual reductions in power and influence experienced by many in

later life, especially those who had high-powered occupations

from which they are removed. With real reductions in control

and power come reduced opportunities to exploit others, espe-

cially in work settings.

Criterion 8 (is often envious of others or believes that oth-

ers are envious of him or her) may also be somewhat concern-

ing, especially when the aging individual experiences serious

financial and health problems. In this context, common to later

life, being somewhat envious of others who are healthier and fi-

nancially secure would not be unreasonable. Conversely, older

adults still meet this criterion if they habitually think that oth-

ers are envious of them, especially if this belief lacks merit.

Sadly, there is little reason to think that the core features of the

disorder (exaggerated sense of self-importance, arrogance, need

for admiration, and limited capacity for empathy) will improve

simply as a result of aging.

Theorized Pattern in Later Life and Possible Impact of Aging
The narcissist type has a particularly poor prognosis with ad-

vancing age. In fact, a host of aging issues impinge negatively on

the individual with Narcissistic Personality Disorder. They

sometimes come to later life alone, isolated, and bitter about

their lack of success. One of our patients lamented, “Life never

gave me the special treats I deserved.” In other cases, they come

into old age with great histories of accomplishment, although

they often can no longer maintain that success. Alienation of

family members is common due to a lifetime of perceived cal-

lous disregard for and purposeful manipulation of others in

their family. Relationships with spouses and friends are usually
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impaired due to the narcissistic individual’s lifelong patterns of

being demanding, insensitive, and self-centered.

With advancing age, people with Narcissistic Personality

Disorder frequently suffer narcissistic injuries when they lose

power and prestige and receive messages from society that de-

value older persons. Aging narcissists typically cannot handle

usual, age-related changes in their appearance (e.g., hair loss,

wrinkles, shrinking muscle mass) because they perceive signs

of age as detracting from their superiority over others. Simi-

larly, physical illness and bodily deterioration impact the narcis-

sist’s view of the self as better than others and not subject to the

kinds of problems that many others experience. One of our

older narcissistic patients bemoaned in therapy that he

“thought he could beat aging” and became despondent when he

showed physical signs of aging and also developed a limp due to

severe arthritis.

Another problem is that the continuous streams of praise

required by the narcissist usually diminish with advancing age,

frequently leading to severe depression. This pattern is espe-

cially noteworthy in cases where the narcissistic person did

manage to achieve some measure of prestige and success in the

occupational sphere. At an earlier stage in life, the person may

have been bolstered by the ability to wield power over subordi-

nates and also to reap praise from them. With retirement, the

aging narcissist often begins to feel powerless and deflated, and

in reaction, responds with even greater demands for admiration

which often go unheeded. Imagine the loss of prestige and

power likely to be experienced by Donald Trump, who in later

life, will no longer be able to espouse his business acumen; fire

people on his television show, The Apprentice; and direct his

massive conglomeration.

Increased dependency on others also results in problems

for the narcissistic type. Throughout life, individuals with Nar-

cissistic Personality Disorder see themselves as a “cut above the

masses” and do not see the need for help or even collaboration

from others. Instead, others are seen as objects to be taken 
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advantage of. When narcissists find they need care and sup-

port from others (clearly indicating having lower social status),

rageful reactions are common that result in increased negative

feedback and further reductions in the sense of self.

In the clinical setting, it can be expected that therapy with

the older narcissistic patient will be challenging. Perhaps the

greatest issue is the patient’s perception that the problem re-

sides in other people who do not seem to recognize the patient’s

talents. A lifetime of relying on others’ admiration, respect, and

awe can be challenging to address. Another problem is that, sty-

listically, such patients devalue therapy and the therapist, so de-

velopment of an alliance is often thwarted. Narcissistic patients

often demand special consideration (e.g., seeing the therapist at

their convenience, reduced fees) and move from therapist to

therapist, trying to find one who is exceptionally well qualified

and unique to treat them, but forever being disappointed.

The Case of Blanche: Narcissistic Personality Disorder
Blanche E. is a 77-year-old woman who resides in a skilled nursing

facility (SNF), where she has been living for the past year and a half.

She is dependent on the staff for her full care. At this time, her only

independent functions are those involving the use of her hands,

with which she still has limited movement. She is cognitively intact,

however, and able to use her mind and her verbal skills to reach far

beyond the limited confines of her bed. Her sharp tongue has be-

come her weapon, with the effect to slash and cut down those who

provide her care. Her family has mostly been spared these attacks,

but they have also responded to their own conflicts and struggles

with Blanche.

A mental health consultation was requested because the facility

had run out of staff who were willing to care for Blanche. The head

nurse, in charge of staffing assignments, had exhausted her supply

of bargaining chips for her staff. Being assigned the care of Blanche

became not worth the value of whatever was being offered in ex-

change. Absenteeism and actual loss of staff became a major prob-

lem on this floor at the facility. An all-staff meeting was called, and

chief among the staff complaints was Blanche E. She had managed,
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despite being nearly bedbound, to shake up a historically solid and

well-functioning facility.

Blanche had been raised in an upper-middle-class family where

she was the fourth child but first, and only, daughter. She was ele-

vated to princess status at her birth. Her mother raised her to be a

miniature replica of herself, and her father unabashedly adored her.

Blanche was given everything. She seldom cried or complained as

her wishes were anticipated before they were expressed. Blanche re-

ports, “I walked late because my feet never touched the ground. I

was always carried around in someone’s arms.”

Her academic career in a small private girls’ day school was un-

remarkable. Although intelligent, she was never encouraged to work

hard at her studies. It was assumed that she would marry well and

that her husband would take over from where her father left off in

terms of financial care and adoration.

Blanche attended a prestigious private college, achieving admis-

sion not on the strength of her application, but rather on the strength

of family contacts and the promise of a major donation. Again her

academic record was unremarkable, but she graduated with a major

in general studies. This major was meant to provide young ladies

with a broad basic knowledge of history, literature, and the arts.

In addition, Blanche’s college years allowed her to further iden-

tify with young women of a high social class; those who descended

from fine lineage, which she did not. She came to understand their

experiences, their ways of thinking, feeling, and talking about life.

Not being the prettiest, fanciest, most intelligent, or athletic—not

standing out in any potentially competitive domain—Blanche was

acceptable in all. This position made her an ideal dear friend, which

Blanche became to many of her classmates.

College graduation ushered in the marriage season, and Blanche

was an honored attendant at many weddings. Much of her time was

spent shopping for the perfect dress or being fitted to an attendant’s

gown. Some she liked and others she loathed. But through this pro-

cess, she became highly knowledgeable about fashion for the fash-

ionable. Attendance and participation at these high society weddings

reinforced her keen observations of the structure and meaning of

these events to the participants.

Not especially romantic, she did, however, feel a pressure to

marry from her family and friends. Her one beau had been a fellow
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her age from her hometown. He had been smitten by Blanche since

their young teens. After college, he landed a job with an insurance

company where it was anticipated he would rise in the managerial

ranks. On Blanche’s 22nd birthday, he proposed to her and she ac-

cepted the proposal. Blanche put off looking for a position, as the

preparation for her wedding now consumed all of her time, and

much of her mother’s time. No detail was left unattended and each

was considered an important decision. Blanche’s recent experience

with many weddings allowed her to reflect on what worked well and

what did not. She gave far less attention to her marriage beyond the

wedding. She expected that there would be little real change in mov-

ing from her parents’ home to her own; from her father’s adoration

to her husband’s. The rest of life, she assumed, would simply unfold.

And it did. It unfolded and also developed; ultimately Blanche

would be able to take responsibility for much of how it evolved.

The facts that organized her life for the next many years were

the following. Her husband did not rise as far in the company as

expected. He came to be regarded as a solid midlevel manager

with no special creativity. He continued to adore Blanche; he put

her on a pedestal and catered to her every wish. For her part, she

was respectful and tolerant of his presence in her life. They had

two sons. Blanche was fond of them, but did not care to be re-

sponsible for their daily care. The household was thus run by

housekeepers and nannies. In time, the boys went off to boarding

school and ultimately to prestigious colleges. They are now each

married, with children and faring well. One lives nearby, the other

out of state.

When the boys were very young, Blanche decided to work out-

side the home for the first time in her life. She had her fill of club

work, and she knew she did not want to stay home and take on more

domestic responsibility. She also recognized that she was not being

included in the better social events of the society ladies. Although she

had the social skills to be included, she did not have the genealogy.

Her career began with work at the Ladies League Thrift Shoppe,

where society women came to donate their cast-off clothing. The

shop had been started by League volunteers, and the proceeds from

sales were donated to charity. College students were the major pur-

chasers of these goods, with the occasional young socialite needing a

fabulous gown for a special occasion. The Ladies League hired

Blanche as the manager, the shop’s only paid employee. She man-
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aged it successfully for 5 years, learning how to run a business and

making connections with the patrons. Blanche got to know them

well, along with the history of each dress and gown brought in—

what was in style, what made them select that gown, how frequently

it was worn, and the like.

She began to fantasize and then to think more actively about

setting up her own shop, which would carry special-occasion attire

for women. She knew that she had the skills and the connections to

make a go of it. She shared this idea with some of her most valued

patrons, and they encouraged Blanche to go ahead. Blanche be-

came more passionate about this and opened her shop, named

Blanche’s; it became the love of her life. She was the star and ev-

eryone around her sought her advice about clothing, certainly, but

also about entertainment ideas, people, places, and things. Her

photo often appeared in the Lifestyle or Society section of the

newspaper. The name Blanche became synonymous with haute

couture and social standing. She was gifted at finding just the right

gown to suit the occasion and the wearer. Her patrons used her as

their therapist, coach, and confidant. They eagerly awaited her re-

turn from the New York and Paris shows semiannually. And they

adored her.

Blanche had remarkable energy and retained youthful vigor

until her early 70s. Then she started to feel weak and fatigued. At

first she attributed this to aging, but in time sought medical atten-

tion as she was having increasing difficulty walking. On several oc-

casions she felt that her legs would buckle under her.

After an extensive medical workup by the very best doctors,

Blanche was diagnosed with a disease causing multiple spinal tu-

mors. Initially, these were addressed surgically, but inexorably pro-

gressive and irreversible cord damage occurred, with corresponding

motor impairment. Ultimately, Blanche came to need extensive

skilled care and was admitted to the SNF as a permanent resident.

Initially, she was charming and pleasant. Before long, however,

she began to be snippy to the aides as they cared for her. She would

lean on her call button repeatedly, and chastise the person who re-

sponded for being too slow, and for making her wait. If the person

explained that he or she was tending to another resident, Blanche

would become furious.

She remained fastidious about her nail care, demanding that

the manicurist who came to the facility take care of her first and
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only use a special polish. On one occasion when the manicurist had

run out of this particular polish, Blanche flew into a rage, verbally

assaulting and terrifying her.

She was equally imperious with the dietary staff. Nothing they

served was acceptable. Although the staff made efforts to meet her

demands, the SNF food could not measure up to Blanche’s discrimi-

nating palate.

Blanche’s personality disorder had been kept under wraps for

most of her life due to many favorable circumstances. However,

within the context of the SNF, and without the checks and bal-

ances of her gratifying career, her hostile edge became dominant

and her charming side had all but disappeared. She constantly be-

rated the aides, admonishing them for their ineptitude and igno-

rance, being fiercely demeaning. One after another of the aides

requested not to be assigned her care, and some flatly refused the

assignment.

The initial phase of the consultation included meetings with

Blanche to learn her story and to hear her side of the conflict. She

was pleased by the consultant’s attention. The fact that the

staff was so troubled by her situation that they called in a consul-

tant was consistent with her belief that she was a special resident.

She expressed a keen, and accurate, awareness that the staff was

avoiding her and that she was receiving less actual care than she had

received earlier. Her desire for more care and her belief that she was

entitled to it allowed the consultant to engage Blanche in a cooper-

ative effort to revive and revise the special care she deserved. She

was also able to endorse the fact that interacting with others was

very difficult for her. “Take, take, take. I can barely move, so what

can I give?”

The challenges of the consultation included how to reduce the

hostility felt by the staff so they would be open to a renewed treat-

ment contract with Blanche. To that end, the consultant told them

her story, and how she came to be the person she was. They were

led to an understanding of just how high she believed she was and

what this fall felt like to her. Her imperious behavior was reframed

as her way of reestablishing the hierarchy with which she felt most

familiar. If Blanche couldn’t raise the pedestal, then she would

lower the floor.
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Another challenge was how to enable the staff to reflect

Blanche’s specialness so that she would not feel the need to debase

them. They were asked what they could authentically admire

about Blanche, and they were able to identify her lovely finger-

nails, certain of her possessions, and her exciting social experi-

ences. It was requested that Blanche ask her family to bring in her

publicity scrapbooks of her career, including photos of her at many

glamorous events. The staff were encouraged to look through

these before beginning a care procedure and during it to talk with

Blanche about one of these wonderful occasions. This would allow

Blanche to feel that she was giving and not just taking during their

necessary interactions.

In long-term care facilities, photographs of the residents repre-

senting their preaged, preinfirm life often are affixed to the doors of

their rooms. This practice has several purposes, not least among

them being that they remind all who enter that the residents, in their

current condition, were at another time in a very different condition

and a different place in life.

In addition to a photograph of Blanche in a beautiful gown, look-

ing elegant and most special, a large business card was on her door:

Blanche E.,

Fashion Consultant

Social Events Planner

“Please Allow Me to Help You While You Help Me”

Blanche would always need much admiration from others, but

her grandiosity and lack of interest in the phenomenology often de-

nied her the very attention and mirroring of her specialness that she

desperately sought.

The results of this intervention were quite remarkable. The

staff, at first cautious and skeptical, but willing to try again, re-

sponded to the consultant’s request to select a page from the scrap-

book and ask Blanche about something in the picture while

carrying out the care procedure. Blanche was happy to reminisce,

and she offered colorful stories, often in dramatic detail, for at least

as long as the procedure lasted. Questions and comments from the

staff member followed quite naturally and each became engaged

with the other in a real way. Blanche felt validated that her experi-

ences and talents continued to have value. When her caregivers
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asked her advice about something in their own life, she was able to

make appropriate suggestions. In time, Blanche became one of the

staff’s favorite residents, assuming the special status she had always

believed befitted her.

There was a nice secondary gain to this as well. Blanche’s

family members visited more often and stayed longer during visits.

Her narcissistic needs now gratified, her charming self was allowed

to reemerge.
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The Fearful or Anxious (Cluster C)
Personality Disorders and Aging

Cluster C Personality Disorders: Avoidant,
Dependent, and Obsessive-Compulsive

The similarities of the three personality disorders in Clus-

ter C include underlying pervasive nervousness, anxiety,

or fearfulness. Compared with the erratic and impulsive per-

sonality disorders in Cluster B with their characteristic inter-

personal chaos, the Cluster C personality disorders often

present with debilitating indecision, social inhibition, and

avoidance. Based on the anxious nature of these personality

disorders, it should not be surprising that when sufferers seek

psychotherapy, they often do so to deal with their feelings of

fear and apprehension. Like the personality disorders dis-

cussed in the preceding chapters, individuals with Cluster C

personality disorders typically have little sense that their per-

sonality is maladaptive or part of the problem. Notably, there

has been less systematic research conducted on the personal-

ity disorders in Cluster C compared with those in Cluster A

(Schizotypal Personality Disorder in particular) and Cluster B

(Antisocial and Borderline Personality Disorders in particu-

lar; Paris, 2005), and even less research targeting Cluster C

personality disorders and older populations. An important

developmental finding is that the onset of the anxiety-based 
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(Cluster C) personality disorders may be seen very early in life.

Paris (1998) documented that unusually shy infants are at risk

for anxiety disorders (on Axis 1) and Cluster C personality dis-

orders as adults. The DSM-IV-TR diagnostic criteria for the three

Cluster C disorders are provided in the following subsections.

Avoidant Personality Disorder

Clinical Description
This disorder manifests itself as a pervasive pattern of social in-

hibition or intense shyness, coupled with a longing for relation-

ships. People with Avoidant Personality Disorder are extremely

sensitive about how others perceive them, and they are espe-

cially preoccupied with and afraid of social criticism or rejection.

As a consequence, they typically avoid entering into social situ-

ations in which they might be scrutinized or rejected. Cogni-

tively, they tend to exaggerate the risks associated with new

activities and people, and they are also prone to interpret com-

ments from others as critical—confirming and justifying their

fears. In essence, the avoidant type rejects others first to avoid

being rejected by them. As a consequence, they are often iso-

lated and lonely.

When they are in relationships with others (e.g., close rel-

atives), people with Avoidant Personality Disorder have strong

fears of being ridiculed and therefore are highly controlled, re-

served, and restrained. They often come across as self-effacing,

diffident, and uncertain. Their social anxiety is frequently pal-

pable and detected by others. Their shyness is fueled by power-

ful feelings of inadequacy and low self-esteem. They see

themselves as agonizingly socially inept, incompetent, inferior,

and unappealing to others, who surely will reject them if given

the opportunity. They further believe that they cannot cope

with the anxiety associated with social relationships, choosing

to avoid them instead. Prone to embarrassment, shame, and

feeling foolish, they steer clear of social opportunities.

Because the avoidant type is extremely detached and so-

cially isolated, this disorder can sometimes be confused with
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Table 4.1 DSM-IV-TR Diagnostic Criteria for Avoidant

Personality Disorder (Code: 301.82)

A pervasive pattern of social inhibition, feelings of inadequacy, and hypersensitivity

to negative evaluation, beginning by early adulthood and present in a variety of

contexts, as indicated by four (or more) of the following:

(1) avoids occupational activities that involve significant interpersonal

contact, because of fears of criticism, disapproval, or rejection

(2) is unwilling to get involved with people unless certain of being liked

(3) shows restraint within intimate relationships because of the fear of being

shamed or ridiculed

(4) is preoccupied with being criticized or rejected in social situations

(5) is inhibited in new interpersonal situations because of feelings of

inadequacy

(6) views self as socially inept, personally unappealing, or inferior to others

(7) is unusually reluctant to take personal risks or to engage in any new

activities because they may prove embarrassing

Source: From Diagnostic and Statistical Manual of Mental Disorders, fourth edition, text revi-

sion, American Psychiatric Association, 2000, Washington, DC: Author. Copyright 2000

by American Psychiatric Association. Reprinted with permission.

the schizoid type (in Cluster A), which shares many of these

same behaviors. However, there is an important distinction be-

tween the two personality disorders. Whereas schizoid individ-

uals prefer interpersonal distance and are comfortable with

isolation, avoidant individuals desperately want to be con-

nected to others, but their intense social anxiety and shyness

prevents this. Avoidant Personality Disorder is closely related to

social phobia (also called social anxiety disorder), coded on Axis

I. An example of social phobia is a person who is fearful of

speaking in public or of eating in front of other people, fueled

by fears that he or she will do something embarrassing. In fact,

many people with social phobia also meet the diagnosis for

Avoidant Personality Disorder, although the main distinction is

that the shyness and social anxiety are more pervasive and en-

during in the personality disorder than in social phobia. Table

4.1 lists the DSM-IV-TR diagnostic criteria for Avoidant Person-

ality Disorder.
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Potential Age-Bias of Criteria
Several criteria for Avoidant Personality Disorder seem to fit

poorly for older adults. Probably the most inappropriate is Cri-

terion 1 (avoids occupational activities that involve significant

interpersonal contact, because of fears of criticism, disapproval,

or rejection) because the vast majority of older adults are no

longer in the workforce and therefore detection of their avoid-

ance in this area makes little sense. We do not see a reason why

this criterion focuses explicitly on the avoidance of occupa-

tional activities, rather than on the avoidance of any type of ac-

tivity due to social fears, which more accurately describes the

avoidant type. An argument can also be made that Criterion 4

(is preoccupied with being criticized or rejected in social situa-

tions) may not necessarily reflect a personality defect but may

be a reasonable reaction for those in later life who experience

increased social rejection due to negative stereotypes about

aging and the rampant ageism in society.

Furthermore, Criterion 5 (is inhibited in new interpersonal

situations because of feelings of inadequacy) may be problemat-

ical for some older adults, especially when widows and widow-

ers reenter the dating world after being “out of the scene” for

many years. Feeling self-conscious and inhibited in this context

is reasonable and should not be viewed as a core personality

deficit. Finally, Criterion 7 (is unusually reluctant to take per-

sonal risks or to engage in any new activities because they may

prove embarrassing) may not apply well in the later-life con-

text, especially when physical problems experienced by some

older people (e.g., incontinence, hearing loss, requiring oxygen,

wearing a colostomy bag) may realistically be sources of poten-

tial embarrassment. In these cases, hesitance to engage in new

activities may be reasonable until the person has had a chance

to improve physically or to adjust psychologically to the infir-

mity if it cannot be treated medically.

Theorized Pattern in Later Life and Possible Impact of Aging
Some degree of social anxiety is experienced by most people.

During adolescence, social discomfort is typical, although it
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tends to diminish as people mature and become more comfort-

able with themselves. It is particularly sad when intense social

inhibition persists into later life because it seems as if the in-

tensely shy older person has missed out on the normal develop-

mental pathway to social poise and confidence experienced by

many of his or her peers. It is also sad to see older adults so

lonely and disconnected, primarily due to their own internal

struggles, especially at a phase in life when social networks typ-

ically are smaller but more selective and meaningful than they

are earlier in life (Lang & Carstensen, 1994). A distinction to be

made here is among older adults who are isolated by adverse

circumstances in later life but who have not had a lifelong pat-

tern of social inhibition, older adults who are alone by choice

and able to enjoy their solitude, and older adults who are iso-

lated but desperately lonely, too shy to seek warmth and com-

fort from others. Clinicians should assess whether the isolation

is due to adventitious circumstances (e.g., losses, illness),

choice, or lifelong traits of shyness, timidity, and inhibition (the

latter being indicative of personality pathology).

Older adults with Avoidant Personality Disorder are partic-

ularly vulnerable to the social losses that are commonly a part

of later life (e.g., death of marital partners, friends, and peers;

migration of children), because their networks are generally

constricted. Although avoidant individuals may have been in-

volved in relationships with a small number of friends or family

members earlier in life, they have great trouble replacing rela-

tionships that they have lost. Because they are hesitant to try to

meet new people or engage in new activities unless they are

“guaranteed” of being liked, they may become an annoyance to

social directors of diverse communal living settings. Avoidant

individuals often come to later life lonely, anxious, and fright-

ened, and they can easily become more alone and frightened as

their limited networks inevitably shrink.

Another pattern is that of older adults with this disorder

who do not apply for or accept needed social or supportive ser-

vices due to their fears of being evaluated and found wanting.

One of our patients, a 67-year-old diabetic woman, refused a
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physical rehabilitation strategy of swimming in a pool because

she was afraid of having to interact with the other swimmers

and fearful of being rejected. When individuals with this disor-

der present for psychotherapy, a potential complication is that

they easily become overly dependent on the clinician and too

eager to please the clinician. Interventions that bolster social

skills and assertiveness can help patients deepen relationships

outside the safety of the therapy relationship and reduce their

social isolation.

The Case of Sara: Avoidant Personality Disorder
Sara J. is a 78-year-old woman who has been living independently

in a senior housing complex for the past 5 years. She has been a

nearly invisible resident, but has recently come to the attention of

the management. It is felt that she now needs to move into the as-

sisted living area as she has rapidly progressing macular degenera-

tion resulting in near blindness and is in need of assistance with

daily activities. Sara has not been able to handle the prospect of the

transfer well. She has become extraordinarily anxious and has had

to be transported to the Emergency Room of a local hospital several

times with complaints of dizziness and shortness of breath. On each

admission, she was evaluated thoroughly by the hospital staff, who

determined that anxiety and panic were at the root of her somatic

distress. They gave her a prescription for an anxiolytic and she was

returned to her apartment. The manager spoke with Sara and con-

vinced her that talking to a counselor would be helpful and that she

would benefit from the support around her need to move and ad-

justment to her failing vision. Embarrassed after this most recent

trip to the ER, Sara consented and allowed the manager to arrange

an appointment with a mental health clinician.

For Sara, any move was frightening. She had never moved far

from the town where she had been raised. She was always comfort-

able with things staying the same, and very uncomfortable with

change. Sara was the only child of parents who had her late in life

after having given up hope of having children. Sara’s mother had

three prior pregnancies resulting in two miscarriages and the birth

of a stillborn boy 6 years before Sara was born. After this last tragic

loss, the parents stopped trying to conceive, but along came an un-
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expected and uncomplicated pregnancy. Sara was of average size,

healthy, and achieved normal developmental milestones. Her

mother, however, was terribly frightened that something bad would

befall her only child and dedicated herself to protecting Sara from

anything, or anyone, that could possibly cause her daughter harm.

“Please be careful. You might hurt yourself. Are you sure you’re all

right?” were always in the verbal background of Sara’s childhood. It

was more than just the words. Sara’s mother was palpably anxious

about virtually everything. She was always doing battle with hidden

germs and hidden enemies that could threaten her child’s life. When

Sara ventured outdoors to play with a neighborhood child, her

mother would call her in after a brief period: “Sara. Come in now.

You’ve had enough germs for the day.” Other children were never

invited into the house. So Sara became a very shy, timid, and super-

cautious little girl, raised as a companion to her equally shy, timid,

and anxiety-ridden mother.

Sara’s relationship with her father was different. He was a

physician in the town, respected by his patients, serving them tire-

lessly, usually at the price of being unavailable to his family. He had

never recovered from the loss of his baby boy. He had dreamed of a

son to follow him into medicine and some day to take over his prac-

tice. Sara, the timid little soul, was far from the son of his dreams.

Besides she was her mother’s mirror image and ally; there was little

room for him in their lives. He felt angry, and Sara, meek, self-

effacing, and socially awkward, became the magnet for his sarcasm

and caustic comments. As she started developing physically in ado-

lescence, he would delight in teasing her to the point of humiliation;

then she would run from the room in tears.

During adolescence, Sara became even more shy. This coupled

with the expectable awkwardness of teenage years, made Sara spend

considerable time thinking about how to avoid interaction with oth-

ers. She knew that anyone would quickly discern that she was dif-

ferent and ineffective and would ridicule her. The best she could

hope for was to try to be invisible, except with her mother and aun-

ties, who were a lot like her and intuitively understood how she felt.

But Sara also spent considerable time longing to be like the

other girls in school; to have their confidence, to know how to act

and what to say. She developed one friend, Nancy, but Nancy had

other friends, too, and asked Sara that although they were good

friends to please not hang on her all the time. On the days when
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Nancy was with other girls after school, Sara would walk home

alone. She knew a special way home that took a little longer, but

none of the other kids took that route, so she wouldn’t have to see

them or speak to them. When Nancy developed crushes on boys,

Sara was finally, totally, out of her league, and their friendship

silently ended. If she couldn’t talk to girls, she surely could not talk

to boys. All she knew about men, and therefore boys, was that they

could tease, reduce her to hideous blushing and tears, and cause un-

bearable embarrassment.

After high school, Sara declined the opportunity to go away to

college. Rather, she chose to take an entry-level job in the account-

ing division of a company in town and to take business courses at

night at the community college. She completed a degree after 8

years and was promoted in her job. All this time, she lived at home

with her parents. What little social life she had was around extended

family, and even there she would decline the invitation if the event

was to be too large or bustling, or at the last moment develop some

somatic ailment that kept her at home. She did love the movies,

however, and would see every film that came to town. It was

through the movies that Sara developed a rich inner fantasy life in

which she was socially adept, charming, graceful, and above all

could never be hurt by anyone.

When her parents died, she remained in the house, and her life

changed very little. She did miss talking with her mother, one of the

few people with whom she had ever felt comfortable. She never re-

called blushing or needing to flee from her mother. She missed her

father, too, a little. He had become softer in his old age, and she

found finally that she could talk with him. He had stopped being

angry that she was who she was and not who she wasn’t.

Sara’s life was overall quiet and peaceful. By avoiding all but

the most superficial and necessary contacts with others, she was

able to keep her anxiety under control. In time she supplemented

the movies with television dramas to feed her fantasies. She became

very attached to characters in the shows and mourned their loss

when a series would end. They had become her family, friends, and

lovers. They accepted her uncritically.

There came the time when the old house needed extensive,

costly repairs, and Sara decided to sell it, applying for an apartment

in the nearby senior housing complex that offered both independent

and assisted living units. When her name rose to the top of the list
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for an independent apartment, she became overwhelmed by the

prospect of moving, and turned it down. Her name was subse-

quently placed at the bottom of the list, but she was told that the

next offer would need to be accepted. Two years later, she was again

called and told that a unit had become available. This time Sara ac-

cepted the offer.

A cousin helped her with the move, which was less painful

than she had anticipated. Her new apartment was clean and quiet,

and mercifully, no welcoming committee greeted her. She was able

to move, settle in, and become comfortably invisible. The weekly ac-

tivities calendar went unread. She smiled and said hello to residents

she saw in the hallway. Otherwise, she maintained her solitary life

much as it had been before. She continued to drive to the shops and

services she was familiar with, as necessary, until her eyesight began

to deteriorate. She consulted a specialist, but the news was not good.

He predicted a rapid visual decline and advised Sara to plan to move

into the assisted living and also to work with a specialist in adaptive

equipment for the visually handicapped. Sara arranged for this

woman to visit her in her home, but felt that the specialist was very

critical of her and maybe thought she was exaggerating the degree of

her impairment. It took Sara an hour to stop trembling after the

woman left, and she did not arrange for another visit.

Sara was lost without her car. She was not willing to join other

residents in the shopping van, a semiweekly excursion that was both

practical and social. She muddled through as best she could by call-

ing and having things delivered until even using the telephone be-

came a challenge. There were times when she had little to eat in her

refrigerator. She tried hard to keep bad thoughts from her mind, but

her heart would race and sometimes she felt like she could not

breathe. When this happened, she called 911.

The first step in the treatment plan was the environmental en-

gineering phase that involved Sara’s moving from her apartment

into an assisted living unit. She trusted the housing manager and her

cousin, so these would be the two people to ease the transition and

shepherd Sara through the move. Once she was settled in, the man-

ager arranged to introduce Sara to one resident who would be her

tablemate in the dining room. This resident had been handpicked for

the role. Her name was Mona and she was quiet, centered, and ac-

cepting. Mona was happy to have been chosen to help with the new,

shy resident. The manager also facilitated an introduction between
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Sara and her primary home health aide. The third critical introduc-

tion was to the counselor who was available to meet with Sara in

her apartment.

Sara can clearly be diagnosed with Avoidant Personality Disor-

der (APD), meeting most of the diagnostic criteria. As far back as she

can remember, she has suffered from feeling inadequate and always

at risk of being negatively evaluated by others. She has assiduously

avoided all but the most necessary, or superficial, interpersonal rela-

tionships beyond her immediate family. To others, Sara has ap-

peared shy and quiet; frequently she went unnoticed. Sara would

carefully avoid new situations whenever possible. She was risk aver-

sive, less because of the inherent danger of an experience, more so

because of the danger of being criticized by others. She could not

bear being scrutinized and found wanting.

When she was young, she actively longed for a pure, uncritical

relationship, but the unmet longing dissipated with the years. She

came to repress such thoughts because they increased her anxiety. It

was far safer to project her yearning onto cinema characters, weav-

ing these into an elaborate fantasy life. This parallel life, however,

was highly dependent on her vision. When this began to fail, Sara

was losing not only her ability to function independently, but also

her most intimate relationships.

Three overarching goals were established for Sara’s therapy.

The first was the most external and therefore the least likely to meet

resistance from Sara. This included the concrete steps to support

Sara’s transition into assisted living, and make it her new home. The

second would be to create and support a minimal number of impor-

tant relationships in her new setting; initially the manager, her aide,

and Mona. Her past relationship with her film family would need to

be validated and accepted honestly and uncritically. Sara would

need to trust that the therapist would understand and respect her

fantasy life. It had served Sara well over many years, and it was im-

perative that the therapist would acknowledge how difficult it must

be to give that up and risk new relationships with people in an un-

scripted universe.

Her treatment plan would initially offer immediate sympto-

matic relief for her anxiety. A psychopharmacologist would likely

prescribe an SSRI as a first-line medication, one with an antianxiety

property. More traditional antianxiety medications, notably the ben-

zodiazepines, are not well suited to older adults, especially as a long-
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term treatment. Relaxation training would also helpful for anxiety

management.

Cognitive-behavioral therapy would be a most appropriate

treatment. This would incorporate social skills training, a behavioral

hierarchy, and cognitive restructuring. The social skills training

component would redress a highly impoverished history of social

interactions, consistent with APD. The training exercises would be

designed to be specific to Sara’s current social needs (e.g., assertive-

ness training with aides and other residents). A direct focus on nec-

essary but anxiety-provoking situations would be most effective.

Change occurs when need surpasses resistance and where success is

naturally reinforced.

Cognitive therapy would enable Sara to revisit significant past

experiences where she has misinterpreted responses as being critical

or has overvalued their meaning. Sara’s dominant cognitive distor-

tions would be gently identified and addressed. She would be taught

to check out meaning and entertain alternative meanings. This could

be achieved organically within the therapy, using the therapy as a

microcosm of the outside world, with the essential caveat that the

therapeutic encounter must be couched in absolute safety and trust,

necessary for the achievement of the alliance. Even so, Sara can be

expected to test the therapist, and to be hypervigilant around any

perceived slight or critical judgment. These instances of mispercep-

tion and excessive sensitivity can be used to deepen and advance the

therapy and the alliance. However, if not recognized and addressed,

they could also damage the therapeutic relationship, possibly leading

Sara to reject the therapist before being rejected herself. The ulti-

mate goal is to enable Sara to trust a few people enough to reduce

the conflict between her need for the mutual interdependence her

condition requires and her need to avoid the attention of others.

Dependent Personality Disorder

Clinical Description
Individuals with this disorder have an excessive need to be

taken care of by others. As such, they are characteristically sub-

missive, clinging, and needy, ever fearful of being alone. They

are reluctant to make even minor decisions, relinquishing this
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responsibility to others or only doing so after receiving exces-

sive advice and reassurance. Chronically feeling inadequate, de-

pendent individuals desperately need others to assume

responsibility for them. They lack confidence in their abilities

and have difficulty initiating tasks or doing things indepen-

dently. Although often characterized as passive and indecisive,

people with this disorder are not without their own opinions or

beliefs, but if challenged, they will quickly retreat to prevent

the loss of support or approval.

Individuals with Dependent Personality Disorder can be

excessively self-sacrificing, willing to take on onerous or de-

meaning tasks as a way to secure the affection of others. In

many cases, they are taken advantage of by others, yet they tol-

erate mistreatment and often remain in unhealthy or abusive

relationships because their fear of being alone overrides their

desire to be treated decently. They are also likely to be

unassertive and unwilling to make demands on others, seeing

themselves as not worthy of expressing themselves and also

fearing disapproval. Their predominant self-perception is that

of being helpless and unable to negotiate life successfully with-

out assistance. As a result, people with this disorder typically

are preoccupied with maintaining relationships and experience

a constant overwhelming fear of being abandoned or cast off to

fend for themselves.

When important relationships end, dependent individuals

will go to great lengths to secure another supportive relationship

as quickly as possible. Their fear of being alone outweighs their

fear of rejection. (This ability to seek out new relationships at all

costs contrasts starkly with the avoidant type who goes to great

lengths not to seek out relationships.) Finally, the dependent in-

dividual tends to consider other people as being more important

and competent than he or she is, responding by appeasing others

and acting submissively. Table 4.2 lists the DSM-IV-TR diagnostic

criteria for Dependent Personality Disorder.

Potential Age-Bias of Criteria
Two criteria for Dependent Personality Disorder may be prob-

lematical in the later-life context, especially where a dementing
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Table 4.2 DSM-IV-TR Diagnostic Criteria for Dependent

Personality Disorder (Code: 301.6)

A pervasive and excessive need to be taken care of that leads to submissive and

clinging behavior and fears of separation, beginning by early adulthood and

present in a variety of contexts, as indicated by five (or more) of the following:

(1) has difficulty making everyday decisions without an excessive amount of

advice and reassurance from others

(2) needs others to assume responsibility for most major area of his or her life

(3) has difficulty expressing disagreement with others because of fear of loss

of support or approval. Note: Do not include realistic fears of retribution

(4) has difficulty initiating projects or doing things on his or her own 

(because of lack of self-confidence in judgment or abilities rather than a

lack of motivation or energy)

(5) goes to excessive lengths to obtain nurturance and support from others,

to the point of volunteering to do things that are unpleasant

(6) feels uncomfortable or helpless when alone because of exaggerated fears

of being unable to care for himself or herself

(7) urgently seeks another relationship as a source of care and support when

a close relationship ends

(8) is unrealistically preoccupied with fears of being left to take care of himself

or herself

Source: From Diagnostic and Statistical Manual of Mental Disorders, fourth edition, text revi-

sion, American Psychiatric Association, 2000, Washington, DC: Author. Copyright 2000

by American Psychiatric Association. Reprinted with permission.

illness is present. Older persons with cognitive impairment may

show deficits in their abilities to make reasonable decisions for

themselves, display previously held good judgment, and initiate

constructive behaviors (lack of initiation is a classic sign of

frontal lobe impairment). In these cases, it would be incorrect

to conclude that the person has met the threshold for Criterion

1 (has difficulty making everyday decisions without an exces-

sive amount of advice and reassurance from others) and Crite-

rion 4 (has difficulty initiating projects or doing things on his or

her own [because of lack of self-confidence in judgment or

abilities rather than a lack of motivation or energy]), especially

if these behaviors are not lifelong traits or can be accounted for

by organic changes in the brain.

Criterion 6 (feels uncomfortable or helpless when alone be-

cause of exaggerated fears of being unable to care for himself or
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herself) and Criterion 8 (is unrealistically preoccupied with

fears of being left to take care of himself or herself) may not

apply well in situations where the older person is extremely frail

or disabled and has significant anxieties about being left alone

and not receiving adequate care and support from others. At

issue here is how reasonable the person’s fears and concerns are.

If the fears about having to care for oneself are not exaggerated

or unrealistic, then it would be incorrect to see the person as ex-

hibiting traits of Dependent Personality Disorder. If the fears are

excessive and disproportionate (even in physically frail older

adults), then dependency may be a core issue for the person.

Theorized Pattern in Later Life and Possible Impact of Aging
The most onerous age-related stressor among individuals with de-

pendent personality is widowhood. Severe problems are likely to

arise for the dependent older person whose spouse dies, leaving

the person in the threatening (and unfamiliar) position of having

to depend on him- or herself. After such a loss, dependent older

adults commonly appear helpless, unable to perform the most

mundane functions after decades of relying excessively on their

partners. Feeling lost and vulnerable, these older adults often turn

to their adult children to fill the void left by the deceased spouse

on whom they depended. In many cases, their excessive needi-

ness quickly becomes burdensome and arduous, frequently lead-

ing to their children feeling overwhelmed and annoyed.

A dramatic example of this pattern was observed in one of

our patients, a 74-year-old woman, whose husband had died

several months before the consultation. One of the patient’s

daughters reported that the patient was unable to change out of

her pajamas in the morning because her husband was no longer

there to tell her which outfit to wear. On taking the patient gro-

cery shopping, the daughter discovered that she was unable to

make even basic decisions (e.g., which cereal to buy). Although

her name had been on the checkbook for many years, it also be-

came apparent that the patient did not know how to write a

check, and a stack of unpaid bills accumulated in her house.

The children in this family had been aware that for many years
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their father had taken care of their mother, but they did not re-

alize the degree of her dependency until after he died.

Older persons with Dependent Personality Disorder are

also likely to actively seek out and overly rely on other support-

ive individuals and services, easily becoming burdensome. Fac-

ing retirement, the older adult with Dependent Personality

Disorder may welcome the occurrence and the concomitant

freedom from those responsibilities. In contrast to the other

personality disorders we have already discussed, increased de-

pendency is not particularly challenging for the aging depend-

ent type. In fact, quite the contrary, the dependent type may

enjoy such opportunities for greater dependence in later life,

relishing increased opportunities to receive the care and nur-

turance of others. A key distinction to make is between older

adults who are dependent on others due to unfortunate life cir-

cumstances (e.g., illness) and those whose dependence is exces-

sive to the current situation.

The Case of Toby: Dependent Personality Disorder
Toby L.’s husband called the psychologist to schedule an appoint-

ment. “I don’t know if you want to see us together or just my wife.

She’s driving me absolutely crazy. I love her, but I’m really at the end

of my rope here. She’s crying in the next room even while I’m call-

ing you.” An appointment was set for the couple to come in. The cli-

nician intended to meet with them together to identify if this would

become a couples therapy case or an individual case, and, if so, who

would be the identified patient.

Mel and Toby L., a couple in their late 70s, appeared early for

their appointment, both rising as one to greet the therapist when she

met them in the waiting area. She noted that on entering the office,

Mr. L. sat on the sofa first, and then his wife sat beside him. She was

smiling a sad smile and holding his hand. Mr. L. looked weary and ir-

ritated. He was not smiling.

Mr. L. answered the therapist’s questions for the couple and

was the narrator of their story. When the therapist pointedly di-

rected a question to Mrs. L., she would look at her husband for per-

mission to talk. Her brief comments were followed by a glance
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toward him seeking his approval. Typically, he would clarify or offer

some revision of what his wife had just said.

The couple had been married for over 50 years and had raised

two daughters. Both of their daughters were married and lived not

too far away. Toby and Mel were devoted to their three school-age

grandchildren. Their daughters were in good marriages and gener-

ally doing well. At this time, the extended family did not appear to

contribute to the couple’s distress. However, the older daughter had

been increasingly setting limits on her mother’s demands and intru-

sions into her own privacy. Toby not only would insist on knowing

how to reach her daughter in an emergency when she made a busi-

ness trip, but also would call her daughter on her cell phone to make

sure the plane landed safely each time she left and returned from a

trip. Toby carried around with her a calendar of when each child

(and grandchild) would be away, where they were staying, and how

they could be reached. The daughter refused to comply when her

mother started requesting the name of the carrier and the flight

number stating, “I want to listen to the news on your travel days.”

What led to Mel’s call of distress was that his wife began to in-

sist that he take her grocery shopping and drive her to and from the

hairdresser’s. The absolute red flag was when Toby began to insist

that Mel accompany her on lunch dates with her women friends.

Toby would proclaim, “I need you to keep up the conversation. I just

can’t do it alone. I’m not up to it, and you’re so good at chitchat.”

When asked if there were any other events or behaviors he ex-

perienced as particularly disturbing, Mel responded that Toby’s con-

stant illnesses and complaints led to so many doctor visits that there

was little time for anything else, especially because Toby’s energy

level was low. “If you look at our calendar, there’s not a day when

we don’t have some doctor or lab appointment, or physical therapy

appointment, and almost all of them are for her. Toby carries a cal-

endar for all those appointments, too. And a notebook. You have no

idea how many different doctors she sees.”

At that point, Toby hesitantly spoke up: “I see them because I’m

sick and can’t take most medicines so they don’t know what to do

with me. Most of them start out being nice, but I guess I discourage

them, and I’ve got to have someone there to call, and they have to

get back to me, too.” The therapist could hear a note of panic creep-

ing into Toby’s voice.
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“And another thing that really gets to me,” Mel went on, “I just

don’t understand it. Toby was a professional, a teacher’s teacher,

and she wasn’t clinging to anyone’s coattails, as far as I know. I

don’t know what is happening here, but it’s not good for her, and

it’s not good for me.” As his anger became apparent, Toby began

quietly to weep.

Toby L. was born and raised in a small midwestern town into

one of very few Jewish families. Her father owned a store in the cen-

ter of town selling blue jeans and work gear. He was a quiet but

friendly man devoted to his customers, who in turn, were devoted

to him. Business was steady and good. Toby had one brother, 4 years

her senior, who was raised and primed to take over the store some-

day. The family was close and tight, perhaps as protection against

the outside, feeling somewhat different from their neighbors. Toby

adored her brother. He grew to be tall and good-looking, was a pop-

ular fellow and good at sports. With her father working in the store

long hours and her mother running the house and functioning as the

store’s bookkeeper, Toby and her brother spent much time together.

He effectively was an auxiliary parent to her, and shepherded Toby

through many of the trials of growing up.

Toby was always a frail child, prone to catching everything, and

needing much rest. She was not especially pretty and not at all ath-

letic. She was, however, highly intelligent, and much of the atten-

tion she received at home and at school rewarded this. She was the

smart one but also the fragile one.

When Toby’s brother graduated from high school, World War II

was being waged. He enlisted in the U.S. Army, which was the patri-

otic thing to do, with the intention of returning home after the war

to work with his father in the store. He would probably marry his

high-school sweetheart and raise a family in that same town. How-

ever, he never returned from the war. He was killed in action. Toby’s

mother became a Gold Star Mother, devoted herself to his memory,

and idealized his role as a soldier. Toby’s father died 6 months after

his son was killed. And his father, Toby’s beloved Papa, died soon

after. Within 1 year, Toby had lost her grandfather, father, and

brother, who were collectively her anchor, support, and strength.

She was 19 years old and in college that year. She would never re-

turn to the family home, and she would never again trust that those

she depended on would stay safe and return if they went away.
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Toby completed college and went directly on to graduate school

to earn an advanced degree in education, specializing in curriculum

development. At the university, she met a nice fellow student who

was charmed by her intelligence, much superior to his own, in com-

bination with a wispy physical presentation. A big guy with a big

heart, he quickly fell in love with Toby and took her under his wing.

He would drop her off at school each morning and pick her up at the

end of the day. In time she learned to drive, albeit cautiously. They

married, and after her first daughter was born, Toby gave up work to

devote herself to her husband and their little family. Only when

both girls were through school did Toby return to work, joining the

faculty of a nearby teacher’s college.

Toby’s life had two tracks, home and work. At work, she was

well respected by her colleagues as well as her students. Somewhat

dour and humorless, she was not a beloved teacher, but rather a re-

spected one, being approachable, conscientious, and consistent.

At home, she was competent but always doubting this. She

would watch how others did things. She would ask for directions

and assistance just to reassure herself that what she was doing was

right. She would solicit her husband’s advice about most every-

thing, but ultimately came to resent his self-confidence, which she

equated with competence, comparatively diminishing her own.

When her resentment came to consciousness, at times she would

fantasize about divorcing Mel, or that he would die and she could

be on her own. Then she would feel very anxious and nearly panic

because she knew deep down that she could not make it on her

own. She believed that without his help and guidance, she really

couldn’t get by in the world.

Around this time, in her late 40s, Toby developed a strange col-

lection of symptoms. She became terribly fatigued, lost her appetite

and subsequently significant weight, and often felt sweaty and

tremulous. She could barely manage to go to work. When she came

home, she went to bed. Her husband took over the household chores

to allow his wife to rest. She went from one doctor to another, but

none could determine the cause of her illness. Many medications

were prescribed. Toby tried them all, to no avail. She could not tol-

erate their side effects and frequently stopped taking the medication

after only one or two doses. There was one pill she could tolerate,

however, and she came to depend on it. That was a benzodiazepine,

which she took before bed to help her sleep, and sometimes a half
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during the day if she felt especially shaky. This pattern continued

over the years. Toby never increased the dosage, but she was never

willing to discontinue the drug. A further development during this

period was her increased awareness of her husband’s presence and

accessibility, especially when she felt ill or in distress. Always con-

cerned about where he was going and how long he would be gone,

she now experienced a cycle of great apprehension followed by re-

lief when he returned, accompanied by symptoms of autonomic

nervous system arousal and recovery.

Toby meets the criteria for a diagnosis of Dependent Personality

Disorder. She is submissive, clingy, and profoundly fearful of separa-

tion from those on whom she depends. The facts of autonomy and

functional independence in an isolated life sphere do not challenge

her internalized identity as a passive and timid soul who cannot

function without the help of others. Typically, there is a person or

two who is internalized as the dependent person’s leader. If the

leader is lost, the individual with a dependent personality must find

a replacement. Toby’s brother, father, and grandfather came to be re-

placed by Mel, whom she relied on for decision making, advice, and

reassurance. He served as her protector and guide. She always would

need someone on whom to depend, and she would need constant

reassurance that this person would be accessible and available. We

heard echoes of that when Toby reported that, no matter whether

the doctors could help her, she absolutely needed to know that they

were there for her.

Frequently, the genesis of this personality disorder includes

some life event that triggered a fear of loss or abandonment by the

person on whom the child or young adult depended, as happened

dramatically in Toby’s life. Having been excessively or seriously ill

during childhood also adds to the probability that this personality

disorder will develop, especially when the label of being a fragile

child is applied and independence is discouraged. The message such

children get from the family is one of inability to care for themselves

and trust that someone will always be there to guide them and care

for them. The dominant ego defenses include idealization (of the

protector/leader) and reaction formation (to avoid conflict and anxi-

ety emanating from a fear of abandonment).

Comorbid anxiety disorders are often present in individuals

with Dependent Personality Disorder as they are inherently anxious

and fearful. Their internalized anger, with feelings of resentment
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and profound inadequacy, puts them into great conflict. They cannot

risk confrontation and alienation from those on whom they depend

and induce in themselves great suffering when even contemplating

this. Their help-seeking and reassurance-seeking behavior can be

annoying, but to their protector, this behavior, at least originally,

often is gratifying. It is frequently the case, as with Mel and Toby,

that what began as a match made in heaven only shifted to living

hell when there was a significant change in the system. In this in-

stance, the change was inherent in the aging process. Mel developed

a few age-related health problems that were minor, but nonetheless

were terrifying intimations of mortality to Toby. Toby also was

aging, and was not able to tolerate the usual age-related aches and

pains. In addition to an Axis II diagnosis of DPD, she also meets the

criteria for an Axis I diagnosis of Undifferentiated Somatoform Dis-

order. She presents with complaints of fatigue, gastrointestinal dis-

turbances, loss of appetite, and multiple aches and pains that have

persisted for years, cause significant distress, and impair her daily

functioning. This also increases her clinging and reassurance-seeking

behavior, along with her desperate need to be able to contact and ac-

cess those on whom she depends.

A treatment plan was developed to include four aspects: phar-

macological, individual, couple, and group therapies. The pharma-

cology aspect would suggest a selective serotonin reuptake inhibitor

(SSRI) as a first-line medication to reduce the anxiety and treat a

probable underlying dysthymia. It would be explained to Toby that

this medication was in a different class of drugs from those she had

tried before and that it was very well tolerated. Because of her spe-

cial sensitivity to medications and intolerance of any somatic

change, the medication would be introduced and raised to treatment

level very slowly, and she would have frequent scheduled contact

with the pharmacologist to report her sensations and receive sup-

port and encouragement to remain on the medication long enough

to give it a chance. As trust in the pharmacologist developed, Toby

would be gradually weaned off the benzodiazepine. The SSRI also

works on anxiety symptoms, is not addicting, and does not have the

side effects of benzodiazepines, which are especially dangerous for

older adults.

The individual therapy would be a combination of cognitive,

behavioral, and supportive psychotherapies, overall a pragmatic ap-
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proach. The therapeutic alliance would need to engage Toby’s trust

and also allow and tolerate the initial transfer of dependency. It also

would need to provide a context that could reduce her anxious de-

pendency without denying her the secondary gains of this personal-

ity disorder, including the protection and attention of her husband.

This will be a real challenge, and the clinician can expect to be tested

for accessibility. The main goal would be to reduce the depen-

dency/clinging behaviors, but not to eliminate them. A secondary

goal would be to link the secondary gains of the unwanted behav-

iors to the new (less dependent) behaviors. For example, she could

be coached to share with her husband her successes, rather than her

ineptitudes and deficiencies, and gain his attention and support in

that way. She could join her husband on an errand or an outing and

offer to drive him. Toby would also be led to understand how she

has come to respond with anxiety to the anticipation or fear of

aloneness. She would be encouraged to identify the thoughts that

lead to the anxiety, her dependency worries, and how many of her

dependent behaviors are attempts to reduce this anxiety. Might

there be other ways to achieve that? Stress reduction and relaxation

training techniques could be introduced at this point.

The couple therapy should be interspersed with the individual

therapy, to direct and support positive changes. Their strengths as a

couple would be validated and valued. Toby would need to be reas-

sured that should she become less dependent (or more indepen-

dent), she would not risk her husband’s disapproval and thereby

increase her fear of his abandonment (equated with less attention

and less protection). As she is so concerned about his health and

well-being (to ensure his availability), she could be encouraged to

understand that allowing him greater breathing room is better for

him and therefore for her. For his part, Mel could be coached how

best to support his wife’s reduced expressions of dependency and re-

inforce her (relatively) independent behaviors through his greater

recognition, attention, and positive regard.

In time, Toby could be transitioned to group therapy. Again,

the goal would be to engage and support her independence while

accepting the help that becomes necessary as one ages. An older

woman’s empowerment group would be a good choice at this point.

A caution certainly would be the effect that ensuing change would

have on the couple. It is therefore important that the couple’s
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therapy continue, at least intermittently, to monitor their adapta-

tion to changes that occur.

Obsessive-Compulsive Personality Disorder

Clinical Description
This disorder is characterized by a preoccupation with rules, de-

tails, organization, orderliness, and internal and external con-

trol. People with Obsessive-Compulsive Personality Disorder

are highly perfectionistic, and they apply their overly strict

standards to their own behavior and that of others. This preoc-

cupation with details, lists, schedules, routines, organization,

and perfectionism is so engrossing that the major point of the

activity or project often becomes obscured, “lost in the details.”

They are paragons of rigidity, inflexibility, scrupulosity, and in-

efficiency. They tend to be stubborn, rigid, serious, exacting, in-

terpersonally formal, overly conscientious, and moral. Their

pervasively rigid, moralistic, and uncompromising style nega-

tively impacts their interpersonal relationships.

Often described by others as workaholics, people with this

disorder forgo pleasurable activities and friendships for the sake

of productivity. Ironically, their productivity often suffers be-

cause the point of many activities is lost among the rules, regula-

tions, lists, and schedules to which they scrupulously and

conscientiously adhere. Delegation of responsibility or work to

others is unheard of, usually for fear that the task will not be

completed their way (the right way). Individuals with this disor-

der are controlled and controlling. They are emotionally con-

stricted and have trouble expressing affection. They prefer an

intellectualized and logical approach to life and relationships, de-

void of spontaneity, creativity, and joy. They demand that others

submit to their wishes and have a hard time considering alterna-

tive points of view. They frequently hoard their money, posses-

sions, and feelings and are stingy in their spending on themselves.

They are also unable to get rid of worthless objects. A vivid

metaphor for this type of pathology is that sufferers “do not see
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the forest for the trees.” Often, their preoccupation with the de-

tails, rules, and regulations leaves them unable to perceive the

broader context, forever failing to appreciate the “big picture.”

A distinction should be made between this personality dis-

order and Obsessive-Compulsive Disorder (OCD), which is an

anxiety disorder coded on Axis 1. Individuals with Obsessive-

Compulsive Personality Disorder typically do not have true ob-

sessions (intrusive thoughts that flood the person’s mind) or

compulsions (behaviors that the person feels compelled to per-

form, usually to counter their obsessional thoughts) that define

OCD. Moreover, those with the personality disorder are not

typically anxiety ridden, although they are scrupulous, punctil-

ious, assiduous, and meticulous.

Obsessive-Compulsive Personality Disorder is a particu-

larly good illustration of the dimensional nature of personal-

ity traits and the distinction between “style” and “disorder”

(discussed in detail in Chapter 11). In many contexts, some

obsessive-compulsive behavior is highly adaptive. The traits of

being organized, setting high standards for performance,

being punctual, and committed to work are highly valued in

professional life. A question we have posed to students dur-

ing training is “Who would not want their neurosurgeon to be

exacting and perfectionistic during their surgery, making sure

everything is completed perfectly?” As obsessive-compulsive

traits become more pronounced, pervasive, and central, how-

ever, performance and productivity begin to suffer because

the person’s rigidity and perfectionism become paralyzing.

Like many of the personality disorders, a little bit of some of

the traits can be adaptive. Once the traits move to the extreme

end of the continuum, they result in dysfunction and impair-

ment, conceptualized as a shift from style to disorder. Table

4.3 shows the DSM-IV-TR diagnostic criteria for Obsessive-

Compulsive Personality Disorder.

Potential Age-Bias of Criteria
Compared with the other personality disorders, Obsessive-

Compulsive Personality Disorder seems to have the least
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deficiency in terms of criteria likely to be problematical in

their application and relevance to individuals in later life. On

the surface, Criterion 3 (is excessively devoted to work and

productivity to the exclusion of leisure activities and friend-

ships) may not be appropriate in the late-life context because

older adults have lower formal employment rates than

younger and middle-aged adults. In defense of this criterion,

however, the terms work and productivity do not necessarily

imply being in a paid position, so sharp criticism of this crite-

rion may not be justified.

A more reasonable critique, however, may be directed at

Criterion 7 (adopts a miserly spending style toward both self

Table 4.3 DSM-IV-TR Diagnostic Criteria for Obsessive-

Compulsive Personality Disorder (Code: 301.4)

A pervasive pattern of preoccupation with orderliness, perfectionism, and

mental and interpersonal control, at the expense of flexibility, openness, and

efficiency, beginning by early adulthood and present in a variety of contexts,

as indicated by four (or more) of the following:

(1) is preoccupied with details, rules, lists, order, organization, or schedules

to the extent that the major point of the activity is lost

(2) shows perfectionism that interferes with task completion (e.g., is unable

to complete a project because his or her own overly strict standards are

not met)

(3) is excessively devoted to work and productivity to the exclusion of

leisure activities and friendships (not accounted for by obvious economic

necessity)

(4) is overconscientious, scrupulous, and inflexible about matters of

morality, ethics, or values (not accounted for by cultural or religious

identification)

(5) is unable to discard worn-out or worthless objects even when they have

no sentimental value

(6) is reluctant to delegate tasks or to work with others unless they submit

to exactly his or her way of doing things

(7) adopts a miserly spending style toward both self and others; money is

viewed as something to be hoarded for future catastrophes

(8) shows rigidity and stubbornness

Source: From Diagnostic and Statistical Manual of Mental Disorders, fourth edition, text revi-

sion, American Psychiatric Association, 2000, Washington, DC: Author. Copyright 2000

by American Psychiatric Association. Reprinted with permission.
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and others; money is viewed as something to be hoarded for

future catastrophes). This criterion may be problematical

among some older adults, given that financial pressures are

common among older people (with poverty being especially

common among older women and minorities) and therefore,

having to be cautious with savings makes good sense. Another

mitigating circumstance about the present cohort of older

adults is that many current 80- and 90-year-olds were children

of the Great Depression in the 1930s, and many were indelibly

marked with concerns over food and possessions, supporting a

cohort effect for this criterion. To the extent that an older per-

son’s concern about finances and thrifty spending habits are

reasonable and contextually valid, it would be less likely to be

a sign of an obsessive-compulsive personality. Lifelong stingi-

ness, especially when money has not been in short supply, is

more indicative of this type of personality pathology.

Theorized Pattern in Later Life and Possible Impact of Aging
Older people are often stereotyped as being rigid, which is a

hallmark feature of Obsessive-Compulsive Personality Disorder.

Indeed, popular but pejorative characterizations of aging are

that older people typically become set in their ways and have

“hardening of the attitudes.” In contrast, there is little evidence

that older adults become more rigid in personality as a function

of normal aging. Where increased rigidity is observed, it is usu-

ally an understandable reaction to physical or emotional threats

or crises. A related point is that older people, in general, are not

any more resistant to change than younger people, despite the

popularity of this myth. In fact, the ability to adapt depends

more on lifelong traits of either flexibility or inflexibility than

on anything inherent in later life (Butler et al., 1998). These

caveats having been said, old age may be a particularly chal-

lenging phase of life for older adults with Obsessive-Compulsive

Personality Disorder.

Increased dependency on others is likely to be an espe-

cially difficult stressor for obsessive-compulsive older adults.

Their lifelong pattern of doing things their own way makes
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them resistant to change and unable to tolerate needing help

from others. Believing there is only one way to accomplish

tasks, they have a great deal of difficulty in being flexible with

lost or reduced physical and cognitive functions. One of our pa-

tients, a physically ill 80-year-old man recently admitted to a

skilled nursing facility, bemoaned that he could no longer enact

his lifelong motto, “My way or the highway,” when dealing

with his doctors, physical therapists, and the nursing home

staff. Older adults with Obsessive-Compulsive Personality Dis-

order may resent or be offended when offered help, which they

interpret as a statement that they are not in complete control.

When receiving help becomes inevitable, obsessive-compulsive

older adults may react with catastrophic depression.

Another potential stressor is retirement. Older individuals

with Obsessive-Compulsive Personality Disorder are likely to

cope poorly with retirement, especially where they have had

occupational success and have come to define their identity

largely through their work role and accompanying prestige and

status. Although they are resistant to and uncomfortable with

change, retirement brings about a host of new routines that

they must painstakingly develop. This often leads obsessive-

compulsive older adults to experience a great deal of distress. It

is hard for them to enjoy the fruits of their labors and relax. To

do so would be perceived as a waste of time.

Another pattern is that the problem of hoarding useless

items often becomes more evident in later life. One of our older

patients with Obsessive-Compulsive Personality Disorder habit-

ually collected newspapers and magazines, unable to discard

them even after having read them. Over many years, the stacks

became so large that it became nearly impossible to move from

room to room except for a small path that he kept clear. Fur-

thermore, his basement was overflowing with old papers, and

his garage was mostly filled with useless, broken appliances

(e.g., toasters, blenders, microwave ovens) that he refused to

discard even after buying new ones. His thought process, seen

by him as reasonable, was “You never know when you might

need them.” There are other, organic, reasons contributing to
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hoarding (such as dementia), and these possibilities should be

considered as well.

A further problem facing older adults with Obsessive-

Compulsive Personality Disorder is that they typically do not

have adequate social support networks in place. A lifetime of

devotion to work and productivity, rather than to the develop-

ment of relationships and interests, coupled with emotional

coldness and distance, typically leaves these individuals with-

out many supportive relationships. Depression is a common

emotional reaction when aging obsessive-compulsive types re-

alize that their lifelong devotion to order and schedules has

prevented them from achieving connections and meaningful

relationships, even with family members. Because they lack

appropriate supports, all the vicissitudes of aging are likely to

be compounded in their impact.

We conclude this section by briefly noting a potentially

adaptive function of the obsessive-compulsive personality style

that we have seen in a few cases. Older adults who conscien-

tiously take care of themselves, stick to an active daily regimen,

and keep busy with many details may derive some benefit. One

of our elderly patients (with obsessive-compulsive personality

features) scrupulously adhered to an exercise routine (bike rid-

ing and weight lifting) that kept him in terrific physical shape

for much of his life. He experienced difficulties, however, when

fatigue caused by cancer and his chemotherapy prevented him

from exercising as much as he had previously.

The Case of Louis: Obsessive-Compulsive
Personality Disorder
Louis M. was referred to the psychologist by his internist who had

cared for Louis and his wife for many years. The physician lived in

the same town and knew Louis not only as a patient but also as an

active resident of the community. Louis’s name was frequently cited

in the town’s weekly newspaper. He was outspoken, relied on well-

documented facts, and had served over the years as a town select-

man and chairman of the town’s project development committee.
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His civic activities were in addition to his vocation as an attorney

specializing in tax law. He was a partner in a prestigious law practice

in the city, his being the only ethnic name on the roster, a distinction

of which he was proud.

Louis was born the second of two sons to immigrant parents

who lived in the Italian district in a large metropolitan area. His fa-

ther, Luigi, worked as a gardener for the diocese, putting in long

hours in backbreaking work. Although he enjoyed working with his

hands in the soil, Luigi desperately wanted his sons not to follow

him in his line of work, but to get an education and make something

of themselves. To this end, he and his wife were extremely frugal,

saving their money only to spend on their sons. Louis’s mother was

a pious, devout, and fearful woman. She harbored a great, quiet

anger, her life governed by duty and sin. She raised her sons to be

clean of body, heart, and mind, and to repent and pray away any

transgressions. The brothers, both handsome and intelligent boys,

grew to be fiercely competitive, jockeying for position within the

family, seeing who could be the best behaved in their parents’ eyes.

When one or the other did something bad, the other brother would

make certain to let their mother and father know about it. The trans-

gression would then be met with a punishment. Most often, while

they were young, this meant Luigi removing his belt and meting out

a few whips across the erring boy’s back and buttocks to make sure

that the wrongdoing was never repeated, and to get the devil out of

the boy’s soul.

Louis learned early that cleanliness was next to godliness and

that godliness was the most valued virtue. He learned to be excep-

tionally neat and to live his life according to the rules. When there

was no rule to fit an occasion, Louis would create one, until there

were many rules he needed to follow. If he did not follow them, he

would feel uncomfortable, worried, and frightened. Louis did not

like change. He liked things just the way they were, to remain in

order, and to be predictable. As a little boy, he learned to polish his

shoes and would line them up along the closet floor with the toes

evenly aligned. His brother would torment him by disturbing the

order or alignment of the shoes. Although their parents would not

indulge fussiness in their children’s eating behavior (“Eat what

you’re served and be grateful for it”), Louis would insist that the dif-

ferent foods on his plate be kept separate and not touching. At

school, his desk always received the teacher’s compliments for tidi-
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ness. Louis was held up as a model for the other students, who paid

him back by taunting him on the playground. In his desk, as with

his closet and dinner plate, all the items were kept separate and per-

fectly aligned. The homework he turned in was impeccably neat. If

there was one crossed-out word, one erasure, Louis would do it over

again until he achieved a final, perfect product.

Louis’s propensity toward perfection, strong work ethic, and

dedicated avoidance of sin led others to describe him as being some-

what dour, with a peculiar intensity. They also recognized that these

same characteristics would likely ensure his success in life and

would carry him far.

After high school, Louis earned a full academic scholarship to a

Catholic university out of state, which afforded him a fine education

as well as permission to leave his parents without committing the sin

of going against their wishes. He made a few friends at college, but

mostly he concentrated on his studies with an eye toward law

school. Earning a near-perfect grade point average, Louis went di-

rectly on to law school following graduation. He was able to avoid

military service due to mild scoliosis, a condition that did not limit

his activities but that earned him a rejection from the military.

He completed law school at age 24, and moved back to the city

where his parents lived, sharing an apartment with another fellow

also just beginning a law career. Louis assumed a position as a law

clerk with an old and honorable firm specializing in tax law. Al-

though now living on his own, he continued to have dinner with

his parents at least once a week. When he was 27, his clerkship

completed, and his law career effectively launched, Louis proposed

marriage to Marie, the young woman he had been courting over

the previous year. Marie, 4 years Louis’s junior, was a beauty, with

thick, flaxen hair and the bluest of blue eyes. Trained as a legal sec-

retary, she worked for the law firm next door to Louis’s office. She

saw him daily, and while deferential to attorneys, she one day got

the courage to ask Louis if he would like to join her for a short walk

after lunch. Flattered, he agreed, and so their relationship was

launched, culminating in marriage the following year. It was not a

highly romantic relationship, as Louis was stilted in expressing any-

thing that suggested weakness or a lack of control, and he kept his

emotions tightly wrapped. But Marie was an expressive, warm

young woman who idealized Louis and believed that his ever-

present cool head was a hallmark of great intelligence and maturity.
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Two major changes in Louis’s life contributed to the expression

of psychopathology and increased distress. One was his retirement

from the law practice, and the other was the development of hyper-

tension and cardiovascular disease leading to his discontinuing

community activities. Together, these effectively created a double

retirement. Subsequently, Louis manifested several problematic be-

haviors. He developed sleep difficulties and began to grossly

overeat, gaining considerable weight, which added to his medical

morbidity. Now at home for most of the day, he became watchful of

Marie and sharply critical of her every move, lashing out at her for

not doing things the right way or for being sloppy. On one occasion,

he swept the contents of a kitchen cabinet onto the floor in a pique

of anger after discovering that Marie had not securely replaced the

cap on a peanut butter jar. Typically, Louis’s temper outbursts were

followed by his verbal self-flagellation and compulsive overeating.

“I am so bad. You should have never married me. I’m a horrible,

bad person, Look at me: A sick, fat old man. I don’t know why you

don’t hate me.”

Individuals with Obsessive-Compulsive Personality Disorder

(OCPD) structure their lives around a triad of orderliness, perfec-

tion, and control, which is expressed both internally and interper-

sonally. Dedication to this triad limits their flexibility, efficiency, and

ability to compromise or to change course, even when indicated.

Their characteristic overattention to detail means sacrificing regard

for the big picture. They often lose sight of the purpose of an activity

or project, instead getting bogged down in the details of its organiza-

tion and plans.

Their strict reliance on rules is frequently imposed on others.

They can therefore be very difficult people to please, to work for,

and to live with. In Louis’s case, he was fortunate to have had a

long-term secretary/office manager at work who shared many of

his OC traits. In addition, she was socially adept and able to run in-

terference for him with clients who were at risk of annoying Louis

and thereby causing an inappropriate show of temper. Things were

very different at home, however, with a wife who was a big-picture

person, governed more by intuition and empathy than by rules and

intellectualization.

As exemplified by Louis, individuals with OCPD often experi-

ence marked distress when they cannot gratify their perfectionist

tendencies and need to embrace excellence as the exclusive stan-
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dard. Those with OCPD are typically devoted to work, often are re-

garded as workaholics, and are intense and overly conscientious

about whatever task they undertake. It is easy to see how this devo-

tion to productivity and fastidious attention to detail can take the

pleasure out of even a pleasurable activity.

The essence of OCPD, a need to maintain control, is accompa-

nied by several erroneous beliefs that support the disorder. These be-

liefs include that perfection is attainable, that negative events can be

avoided if rules are followed, and that the head must govern the

heart. While often attracted to their opposite, a personality with a

more histrionic style, they tend to become intolerant of those who

allow emotions to reign over clear thought. They consider such indi-

viduals to be out of control and thus in need of being controlled.

They are often perceived by others as being stilted, especially in the

affective domain, which is inherently unfettered by rules. Often re-

spected by others because they are honest as the day is long and per-

fectly fair, they rely on morals as codified rules, which are

immutable and unbendable.

Being profoundly rule-governed, when those with OCPD cannot

apply a rule, they tend to become overwhelmed by anxiety and, cogni-

tively, by doubt and uncertainty. It can be difficult for them to make a

decision, as they are prone to anguish over the pros and cons attending

any choice, becoming immobilized by indecision as no decision is con-

sidered perfect or without risk. These same traits and tendencies, how-

ever, enable many with OCPD to be high achievers. Consistent with

the prototypical Type A personality, they can be hostile, competitive,

and time urgent, but ultimately the master of the universe.

Following several transient ischemic attacks portending an ac-

tual stroke, Louis did indeed suffer a cerebrovascular accident

(CVA), which was mild but nonetheless resulted in a hospitalization

of several days’ duration. During this time, his physician was able to

reach Louis and explain that his life—both its quantity and qual-

ity—was in jeopardy if he did not make some changes. Louis will-

ingly participated in the hospital’s cardiac rehabilitation program,

which included exercise, nutrition, and stress management compo-

nents. He declined the opportunity to join a support group with

other patients, but did accept his physician’s referral to meet pri-

vately with a psychologist.

It is important to understand that people with OCPD are likely

to resist accepting psychological treatment, as they consider that this
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places them in a one-down position relative to the therapist. This,

then, harkens a loss of control, which they fear at their core. An ad-

visable approach to establishing a therapeutic alliance is to join the

patient at the level of the head, rather than the heart, and to rein-

force the concept of the treatment as a collaborative venture, always

under the patient’s control.

After Louis’s individual psychotherapy got underway, and the

alliance was well established, couples therapy was suggested to

Louis and Marie. The goals for this were threefold: improve their

communication and positive connection; reduce the expressions of

Louis’s displaced anger and need to control; and enable each spouse

to come to know, and relate to, the other as they are now.
The individual treatment plan incorporated four types of ther-

apy: Pharmacological, Cognitive-Behavioral, Psychodynamic, and

Supportive. For Louis, the first order of (therapeutic) business was

to treat an underlying depression. This was presented to him in

terms of a biological deregulation requiring chemical correction, es-

pecially because he would otherwise regard depression as a moral

weakness. He was started on a course of SSRIs and had a favorable

response. The medication helped him by decreasing his worries, ob-

sessive ruminations, and compulsive eating. The same medication

has anxiolytic properties as well as serving as an antidepressant. Al-

though Louis said he did not feel any different on the medication,

his wife reported that he was distinctly less irritable and less likely to

explode. Over time, she also reported that he was much less likely to

walk around saying nasty things about himself. About this, Louis al-

most concurred, allowing that maybe it was true.

Cognitive-behavioral therapy addressed his worries and anxiety

through identifying and testing Louis’s underlying maladaptive core

beliefs. These included his excessive sense of responsibility, his belief

that there is only one way of doing something, that truth is objec-

tive, and that less than perfect control is equated with chaos.

Biofeedback was also added to his treatment plan. Louis did

very well with this stress reduction technique, especially well suited

to his OC tendencies.

The psychodynamic modality worked on uncovering histori-

cally significant material and on linking and labeling Louis’s history

of experience with emotions.

The greatest focus was on the material that most strongly in-

formed the development of Louis’s dysfunctional core beliefs. These
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included the emotional neglect by his parents, singularly focused on

earning a living and bringing up the boys right; the psychological

torment by his brother when their sibling rivalry turned sadistic; the

instilled fear of a punitive God; and the danger inherent in normal

human weakness.

With OCPD, the most common defense mechanisms are isola-

tion of affect (doing), undoing, and reaction formation. For Louis,

isolation of affect was dominant. It was evident when he spoke of

his father whipping him “for my own good” when he was a child

seen as transgressing a rule. Louis recounted these episodes without

memory of the way they made him feel (terrified, ashamed, etc.).

The role of the therapist then is to become (model) the voice of af-

fect and to encourage the connection between the feeling and expe-

rience. Once the more distal linkages are made, Louis is encouraged

to make these connections with current experiences. For example,

when his wife makes plans for them to dine out with friends, for

him to recognize that he feels anxious because he believes he will

lose control and eat unhealthily or excessively. The next step is to

work to identify actions he can take to avoid this behavior and thus

prevent the anxiety from escalating.

Supportive psychotherapy included reinforcing Louis’s compli-

ance with his nutritional and exercise regimens, including a psy-

choeducational component addressing the connection between

mind and body (and between feelings and behaviors).

In psychotherapy with those with OCPD, the transference is

often reflected through ways the patient attempts to secure control

in the relationship. This can be expressed directly though his chal-

lenging the therapist or opposing interpretations or assignments.

Even gentle inquiry can be misperceived as the therapist’s attempt

to achieve control. It can also be expressed in more veiled ways,

such as through setting and changing appointments, requiring the

therapist to accommodate the patient.

The countertransference in working with those with personal-

ity disorders in general is likely to be powerful. With the individual

with OCPD, boredom is frequently experienced, as the patient is

typically humorless and wedded to the cognitive. His presentations

lack playfulness, spontaneity, and the affective coloration that so en-

riches and enlivens a therapy. This paucity of emotional tone can,

over time, lead to feelings of impatience for the patient to finally “get

it,” and a temptation to advance the therapy too hard, too soon.
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The most central belief contributing to the OCPD pathology is

that of order and perfection as being obtainable if only the rules are

followed. They strive mightily to reach the Holy Grail of Perfection.

They overvalue themselves while undervaluing others, as few others

are seen as maintaining their level of anticipation of contingencies

and attention to detail. Above all, they value achievement and pro-

ductivity and leave little time for relaxing and letting down their

guard. Although often highly intelligent, they lack psychological-

mindedness and insight; they cannot entertain the point of view of

others, where this differs from their own. Their way is the right way.

Their truth is the only truth.

Having an OCPD is time consuming, labor intensive, and not

much fun. Although hard to live with or work for, these individuals

are always hardest on themselves. They are most fearful of loss of

control and of the threat of needing to be dependent. It is easy then

to understand how this personality disorder can be especially chal-

lenged and threatened by the vicissitudes of old age. Louis func-

tioned well during his industrious, workaholic years. He became

distressed and symptomatic when he lost the foci for his dominant

personality traits on retirement from work and development of

health problems that limited his activities.
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Other Personality Disorders and Aging:
Sadistic, Self-Defeating, Depressive,
Passive-Aggressive, and Inadequate

In Chapters 2, 3, and 4, we examined the 10 standard per-

sonality disorders in the DSM-IV-TR. In this chapter, we dis-

cuss several other patterns of personality disorder pathology

that were described in previous versions of the DSM. As in the

earlier chapters, we provide a clinical description, discuss pos-

sible problems with the diagnostic criteria for older people, and

describe how the disorders might be manifested in later life. It

would be a mistake to conclude that these disorders are not as

important or relevant simply because they are not part of the

official classification system. In fact, most of the disorders we

describe in this chapter have a long and rich clinical tradition,

and patients with these patterns do present for help in clinical

practice. The debates about official classification usually center

around whether these other personality disorders are discrete

diagnostic entities (not variations of the standard personality

disorders) and disagreements about how to define and opera-

tionalize the criteria for these personality disorders.

Whereas the DSM-III contained elaborate appendixes,

none were devoted to additional or speculative personality

disorders. In 1987, the publication of DSM-III-R began a new

tradition—the use of the appendixes to introduce new or 
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speculative syndromes and personality disorders for study and

perhaps validation. DSM-III-R’s Appendix A: Proposed Diagnostic
Categories Needing Further Study included two (the Sadistic Per-

sonality Disorder and Self-Defeating Personality Disorder).

DSM-IV and DSM-IV-TR continued this tradition in Appendix B:

Criteria Sets and Axes Provided for Further Study in which two per-

sonality disorders were added (one new [Depressive Personality

Disorder] and one [Passive-Aggressive Personality Disorder]

that was previously listed on Axis II in DSM-III-R). In the cur-

rent manual, both Sadistic Personality Disorder and Self-

Defeating Personality Disorder were dropped from the

appendix. The diagnostic criteria for the four personality disor-

ders discussed in this chapter are provided separately in the fol-

lowing sections.

Personality Disorders in DSM-III-R Appendix A and  in 
DSM-IV-TR Appendix B

In this section, the Sadistic and Self-Defeating Personality Disor-

ders from DSM-III-R Appendix A and the Depressive and Passive-

Aggressive Personality Disorders from DSM-IV-TR Appendix B are

discussed with emphasis on their prominent features, potential

inadequacy of the diagnostic criteria for geriatric variants of the

disorders, and impact of aging on their expressions.

Sadistic Personality Disorder: DSM-III-R Appendix A

Clinical Description
People with Sadistic Personality Disorder are pervasively cruel,

demeaning, and verbally and physically aggressive in most of

their relationships. The sadistic behavior is typically more evi-

dent when the sadistic individual is in a position of power, as in

the role of a father, mother, or uncle, or in occupational settings

as a boss or in any position where there are subordinates. In

contrast, individuals with Sadistic Personality Disorder often

manage to contain their behavior when they are in subordinate

positions, at least toward the person in the position of power
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over them. Sadistic individuals take pleasure in the suffering of

others, including animals. Like the antisocial personality, lying

is frequent, but the sadistic personality lies with the intent of in-

flicting pain on others and not merely to achieve some other

goal. Although the DSM-III-R indicated that the pattern must be

evident by adulthood, numerous studies have found the onset

of sadistic behavior as early as childhood.

Individuals with Sadistic Personality Disorder often use

physical violence and cruelty to establish their dominance and

complete control in a relationship. An excellent example of

such a person was Martin Burney (played by Patrick Bergin) in

the 1991 movie, Sleeping with the Enemy. Laura Burney (played

by Julia Roberts) looks to be a happily and wonderfully married

woman. However, we discover that Martin is a highly threaten-

ing, abusive, and brutally controlling husband. Laura comes to

live in constant fear of his pervasively tyrannical behavior.

The sadistic person’s threatening behavior will often esca-

late to interpersonal violence if he or she thinks that the per-

son being subordinated is resisting control or is no longer

intimidated. It is thought that there may be nonviolent forms

of Sadistic Personality Disorder, that is, those individuals may

not resort to physical violence in relationships although they

may still be psychologically abusive, and they still may harbor

deep fascinations for weapons of violence, torture, and litera-

ture and media with such themes (Millon & Davis, 2000). No-

tably, a diagnosis is not typically given if the sadistic behavior

has been directed toward only a single individual, like a

spouse, nor should it be given if the behavior is exhibited solely

for purposes of sexual arousal (a diagnosis of Sexual Sadism

should be given in such cases although it is highly debatable

whether a comorbid diagnosis of Sadistic Personality Disorder

should not also be given).

Millon and Davis (2000) have proposed four types of Sadis-

tic Personality Disorder: explosive, spineless, enforcing, and

tyrannical. Explosive sadistics react suddenly with verbal abuse

and violence. It appears as if they reach a threshold of tolerance,

and then respond rapidly and violently against what they con-

sider “safe” targets, that is, ones that cannot retaliate. Millon and
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Davis hypothesize that explosive sadistic types are hypersensi-

tive to any hint of betrayal by those with whom they have rela-

tionships, and they explode with rage when their feelings of

humiliation reach intolerable levels. In this regard, they may

also have features of borderline personality disorder.

In contrast, spineless sadistics have predominately avoidant

personality disorder features. These individuals are essentially

highly insecure, and they have a “strike first” attitude to

counter their insecurities and feelings of powerlessness. Millon

and Davis (2000) propose that people who join hate groups

often have the spineless type of Sadistic Personality Disorder.

They also hypothesize that spineless types take out their aggres-

sion and hostility on especially defenseless or helpless targets.

According to Millon and Davis (2000), the enforcing

Sadistic Personality Disorder type has obsessive-compulsive

personality disorder features. They sublimate their hostility by

enforcing rules, often in a demanding and authoritarian man-

ner, that allows no dissent or even rational objection. They

may see themselves as defenders of justice and correctness, but

it often is a mask to hide their basically cruel and hostile na-

ture. They may be typified by the “hanging” judge and the

“mean” cop. A milder version of this type was seen by one of

us in therapy. This patient reported “compliance problems”

with his spouse, and for an example said his wife resisted his

demands that she face all cans and boxes in the pantry with

the labels outward. He said he was trying to get her to under-

stand that her labeling problem was only a symptom of her

general inability to become a good wife. He went to great

lengths in therapy to justify his demands on his spouse. Ironi-

cally, he sought therapy not for himself but to help him man-

age his wife better.

Tyrannical sadistic types have depressive and paranoid per-

sonality disorder features. Millon and Davis (2000) propose that

they are perhaps the most frightening and pathological of all

four types. Tyrannical types are cruel and absolutely inhumane.

They often instigate and carry out the most verbally and physi-

cally abusive sadistic acts on other people and animals, and they
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Table 5.1 Diagnostic Criteria for Sadistic Personality Disorder

(DSM-III-R, Appendix A)

A. A pervasive pattern of cruel, demeaning, and aggressive behavior, beginning

by early adulthood, as indicated by the repeated occurrence of at least four of

the following:

(1) has used physical cruelty or violence for the purpose of establishing

dominance in a relationship (not merely to achieve some noninterpersonal

goal, such as striking someone in order to rob him or her)

(2) humiliates or demeans people in the presence of others

(3) has treated or disciplined someone under his or her control unusually

harshly, e.g., a child, student, prisoner, or patient

(4) is amused by, or takes pleasure in, the psychological or physical suffering

of others (including animals)

(5) has lied for the purpose of harming or inflicting pain on others (not

merely to achieve some other goal)

(6) gets other people to do what he or she wants by frightening them

(through intimidation or even terror)

(7) restricts the autonomy of people with whom he or she has a close

relationship, e.g., will not let spouse leave the house unaccompanied or

permit teen-age daughter to attend social functions

(8) is fascinated by violence, weapons, martial arts, injury, or torture

B. The behavior in A has not been directed toward only one person (e.g., spouse,

one child) and has not been solely for the purpose of sexual arousal (as in

Sexual Sadism).

Source: From Diagnostic and Statistical Manual of Mental Disorders, third edition, revised, Amer-

ican Psychiatric Association, 1987, Washington, DC: Author. Copyright 1987 by American

Psychiatric Association. Reprinted with permission.

will also direct others to carry out these horrible acts. There

have been numerous world dictators who have exhibited these

traits, such as Joseph Stalin, Adolf Hitler, and more recently Pol

Pot and the Khmer Rouge movement.

Like most other personality disorders, persons with Sadistic

Personality Disorder typically do not see any problems with

their behavior (and, in fact, usually see the positive outcomes of

getting what they want). As consequence, treatment is particu-

larly difficult with this personality disorder. The longer one has

exhibited these behaviors and the longer symptoms have gone

uncorrected, the more difficult therapy becomes. Table 5.1 lists

the diagnostic criteria for Sadistic Personality Disorder.
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Potential Age-Bias of Criteria
Criterion A1 (has used physical cruelty or violence for the pur-

pose of establishing dominance in a relationship) is likely prob-

lematic due to decreased physical strength and stamina associated

with normal aging. However, emotional cruelty seems to know

no age limits, so this particular symptom may be acted out in

proxy fashion especially among frail sadistics. Additionally, a

common pattern with aging is to have fewer social relationships.

Along with reduced interpersonal contacts due to retirement,

these contextual factors may restrict the sample of safe or helpless

targets for aging sadistic individuals. The sadistic criteria that in-

volve dominance relationships (parent-child, boss-worker) may

indeed be no longer applicable throughout the life span.

Theorized Pattern in Later Life and Possible Impact of Aging
In our experience, it is likely that most Sadistic Personality Dis-

order traits persist as people age. Indeed, pathologically mean

people do not become nice simply as a function of age. Whereas

the sadistic criteria that involve physical domination may be

somewhat less appropriate for older persons, the general sadis-

tic demeanor and pattern of cruelty often persists throughout

the life span. Thus, aging may restrict some physical expres-

sions and symptoms of the Sadistic Personality Disorder, yet the

overall cruel and demeaning behaviors remain. Age by itself,

however, does not preclude physically sadistic acts. One of us

consulted on a case where the husband, in his late 70s, was

continuing to rape his wife, who was helpless with dementia

and profoundly frail, until she ended up in the hospital.

We have also seen some cases in which the sadistic behav-

iors seem to exacerbate as the older person’s phenomenal and

real world shrinks, for example, to those who provide physical

assistance, that is, nursing staff and caretakers and other resi-

dents. When the aging individual with Sadistic Personality Dis-

order moves to a congregate living or long-term care facility, the

targets for their abuse increase. Their old predilections for hu-

miliating and demeaning people in front of others may persist,

as well as their well-practiced penchants for taking pleasure in
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the suffering and misery of those around them. They make take

secret delight in obstructing the work of their caretakers, med-

ical professionals, mental health professionals, and their own

family members. They may similarly take pleasure in the mis-

fortunes and deteriorations in the health of fellow residents.

Self-Defeating Personality Disorder: DSM-III-R

Appendix A

Clinical Description
The basic pattern of the Self-Defeating Personality Disorder in-

volves behaviors that undermine the person’s ability to be suc-

cessful, happy, and healthy in a wide variety of contexts.

Self-defeating people are habitually attracted to people who in-

variably disappoint them, hurt them, or make them suffer. They

typically reject or avoid pleasurable experiences. They typically

fail to accomplish tasks that are critical to their own success

(despite the ability to be successful at such tasks) such as edu-

cational goals and objectives in occupational settings. They also

resist and render useless efforts by others to help them be suc-

cessful, and they tend to invoke angry or rejecting responses

from others, yet later report that they feel demoralized, hurt,

and disappointed by how others have responded. They usually

rationalize their self-defeating behavior, and they may argue ve-

hemently with their therapists about the justification for their

actions. One of our patients in her 6th year of a 2-year master’s

program, argued vociferously that finishing her program sym-

bolically represented death (in part because she was a diabetic).

She clung to her rationalization despite pleas from her therapist

and family and despite evidence from standardized tests (she

scored in the 95th percentile on the Graduate Record Examina-

tion) that she had the ability to complete her degree program.

Ironically, she also devoted her time to a research professor who

was not supervising her thesis and who did not pay her. The lat-

ter behavior also met an official criterion of the Self-Defeating

Personality Disorder diagnosis: engages in excessive self-

sacrifice, not solicited by the recipient of the sacrifice.



144 Chapter 5 Other Personality Disorders and Aging

One of us also performed an intake on a 58-year-old

woman about to undergo gastric surgery. As she recalled her

husbands from her first three marriages, all of whom she re-

ported as abusive alcoholics, she blithely exclaimed, “it seems

like there’s a pattern here.” When asked about her current hus-

band, she dismissively said, “Oh, he’s an alcoholic.” Despite the

possibility that her definition of alcoholism may have been

overly broad, the possibility that she has been chronically at-

tracted to abusive men or people harmful to her was likely. In

therapy, such patients may readily comply with initial requests

of the therapists and also may initially make insightful com-

ments about their past behaviors. However, with time, the ther-

apists usually come to realize the difficulties that self-defeating

persons make for themselves and the myriad ways they manage

to disrupt and prevent real therapeutic success.

After the apparent establishment of solid and trusting rap-

port with their therapist, self-defeating personality disordered pa-

tients may start to make special demands and then react with

noticeable anger and disappointment when their unrealistic re-

quests are not met. In therapy, these patients may also engage in a

“yes, but” game, as they come up with reasons for maintaining

unhealthy behaviors. The therapist’s attempt to subtly suggest

more assertive and successful modes of behaving are often met

with sometimes subtle and sometimes blatant refusal. These in-

teractions often mirror their social and family interactions as well,

where offers of assistance are also met with rejection, despite

clear needs for the help and assistance. Not surprisingly, people

with Self-Defeating Personality Disorder very often do not com-

ply or agree with treatment plans but are adept at sabotaging

them to confirm that “nothing helps.” Table 5.2 lists the DSM-IV-
TR diagnostic criteria for Self-Defeating Personality Disorder.

Potential Age-Bias of Criteria
Some of the possibilities for meeting Self-Defeating Personality

Disorder criteria may be curtailed with the aging process, such as

there may be fewer opportunities to undermine occupational and

educational goals. These situations, where the older person may
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Table 5.2 Diagnostic Criteria for Self-Defeating Personality

Disorder (DSM-III-R, Appendix A)

A. A pervasive pattern of self-defeating behavior, beginning by early adulthood

and present in a variety of contexts. The person may often avoid or undermine

pleasurable experiences, be drawn to situations or relationships in which he or

she will suffer, and prevent others from helping him or her, as indicated by at

least five of the following:

(1) chooses people and situations that lead to disappointment, failure, or

mistreatment even when better options are clearly available

(2) rejects or renders ineffective the attempts of others to help him or her

(3) following positive personal events (e.g., new achievement), responds with

depression, guilty, or a behavior that produces pain (e.g., an accident)

(4) incites angry or rejecting responses from others and then feels hurt,

defeated, or humiliated (e.g., makes fun of spouse in public, provoking an

angry retort, then feels devastated)

(5) rejects opportunities for pleasure, or is reluctant to acknowledge enjoying

himself or herself (despite having adequate social skills and the capacity

for pleasure)

(6) fails to accomplish tasks crucial to his or her personal objectives despite

demonstrated ability to do so, e.g., helps fellow students write papers, but

is unable to write his or her own

(7) is uninterested in or rejects people who consistently treat him or her well,

e.g., is unattracted to caring sexual partners

(8) engages in excessive self-sacrifice that is unsolicited by the intended

recipients of the sacrifice

B. The behaviors in A do not occur exclusively in response to, or in anticipation

of, being physically, sexually, or psychologically abused.

C. The behaviors in A do not occur only when the person is depressed

Source: From Diagnostic and Statistical Manual of Mental Disorders, third edition, revised, Amer-

ican Psychiatric Association, 1987, Washington, DC: Author. Copyright 1987 by American

Psychiatric Association. Reprinted with permission.

have been clever at disrupting or failing when younger, no longer

seem as relevant. Although most of the other symptoms of the

disorder arguably would not seem to be impacted much by aging,

the manifestations of the disorder can be affected by aging.

Theorized Pattern in Later Life and Possible Impact of Aging
One pattern we have observed is that older people with Self-

Defeating Personality Disorder create inappropriate excuses as
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they age such as “I’m far too old for that” when they are not,

and “I could never do that at my age,” while many people are

successful at their age in such endeavors. Older persons who

have long had Self-Defeating Personality Disorder features

have the opportunity to exhibit these traits as they age, espe-

cially as their actual needs for physical or instrumental assis-

tance increase. One of our patients, who broke her hip at 85

years old, insisted that she could return to her home without

any outside help, yet complained vehemently to her adult chil-

dren that she was being neglected. Her adult children reported

her consistent efforts at thwarting their good intentions: They

offered to pay for maid service—her reply, “they’ll steal from

me”; they wanted to provide food service—“they all have

lousy food”; they tried to set up therapy—“they just want your

money.” Whereas being successful at deflecting help may be a

lifelong trait, opportunities to render help ineffective often

present with greater frequency in later life, and as such, these

traits may become more obvious.

Although opportunities to choose people and situations

that may be unhealthy or unsuccessful may diminish somewhat

as people age (due to lowered social opportunities), the limited

available opportunities are typically met with chronic and well

practiced self-defeating behaviors. Whatever successes these

patients experience are still met with depression, guilt, or psy-

chosomatic ailments. Whatever pleasures they are offered are

met with scorn, rejection, reluctance, and disinterest. When-

ever they meet kind and supportive caregivers, doctors, or ac-

quaintances, they are uninterested, instead seeking out people

likely to be rejecting. One of our older patients reported in ther-

apy the mantra that he was “born to fail,” which he habitually

made come true.

Another common pattern is that of the aging martyr who

has sacrificed herself throughout her life, often accompanied

with bitterness and regret. The consequences of such martyr-

dom often become more pronounced in later life. One of our

patients had a long history of giving large sums of money to a
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heroin-addicted daughter who chronically refused treatment.

During middle age when the patient was working, she could

afford these contributions, but in later life she lost her home

and could not afford her own basic necessities, yet continued

the pattern of giving money to her daughter (despite knowing

the daughter would buy drugs with the money). The lifelong

martyr knows no role except suffering, so therapy, with its pur-

pose to reduce suffering, can be antithetical to this style and

very difficult.

As noted, some of the opportunities for self-defeating indi-

viduals to exhibit their behavior in later life may be diminished

(especially educational and occupational areas). Thus, clini-

cians who follow the DSM criteria strictly may find that a pa-

tient fails to meet 5 of the 8 Self-Defeating Personality Disorder

criteria, despite a high likelihood of the presence of the disor-

der. At these times, it may be important for clinicians to keep in

mind the current DSM’s warning that the criteria are only

meant to be a general guide to clinical practice. The criteria are

not to be used in cookbook fashion. It is, of course, important

that clinicians are aware of all the criteria for a particular diag-

nosis and the threshold for its application (e.g., must meet 5 of

8 criteria) to avoid inappropriate and idiosyncratic diagnoses.

However, the DSM notes that limitations of the classification

system must be recognized and that all individuals who, for ex-

ample, meet 5 of the 8 criteria for the Self-Defeating Personal-

ity Disorder will not all be alike in the expression of their

self-defeating behaviors. The DSM-IV-TR specifically states that

“the exercise of clinical judgment may justify giving a certain

diagnosis to an individual even though the clinical presenta-

tion falls just short of meeting the full criteria for the diagnosis

as long as the symptoms that are present are persistent and se-

vere” (p. xxxii). Thus, when an older person persistently en-

gages in unambiguous self-defeating behaviors across diverse

situations (e.g., with family, peers, doctors, or caregivers), a di-

agnosis of Self-Defeating Personality Disorder becomes likely,

especially given a prior history for such behavior.
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Depressive Personality Disorder: DSM-IV-TR

Appendix B

Clinical Description
The appearance of the Depressive Personality Disorder in DSM-IV
was not unheralded (Coolidge & Segal, 1998). The DSM-II, pub-

lished in 1968, had at least two personality disorders with many

of the features of Depressive Personality Disorder. Whereas the

cyclothymic personality included many of the same depressive

symptoms as the current depressive personality, the symptoms

alternated with periods of elation in the cyclothymic type. But

the worry, pessimism, and general sense of futility are nearly

identical to current criteria. The DSM-II also included the as-

thenic personality, with such symptoms as lack of enthusiasm

and marked incapacity for enjoyment. The latter symptom is

nearly identical to a feature listed in DSM-IV-TR for the Depres-

sive Personality Disorder, and the lack of enthusiasm symptom is

similar to other currently listed features.

The central feature of Depressive Personality Disorder is a

pervasive pattern of depressive, pessimistic cognitions and behav-

iors beginning by early adulthood. The negativism of the individ-

ual is thought to be a chronic and unremitting trait and not

limited to transient states, nor are the symptoms thought to be

elicited only in response to depressing news or events in the indi-

vidual’s life. The person’s mood is characterized by a general

sense of gloom and joylessness. There is not necessarily a sense of

apprehension, as that would connote the person anticipates dread

or catastrophe in the near future. With the depressive personality

type, it is as if they know dread and catastrophe are certain, so

there is no need for apprehension. Their gloominess pervades

their sense of self and extends to others. They have a very low

self-esteem and a pervasive sense of worthlessness. This describes

the individual who experiences life through a gray filter.

People with Depressive Personality Disorder seek out oth-

ers who would reinforce their lowly self-image and avoid those

who argue with them and try to bolster their negative percep-

tions. This choice of others might also maintain and perpetuate

the person’s negative self-image and would do little to counter
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Table 5.3 Research Criteria for Depressive Personality Disorder

(DSM-IV-TR, Appendix B)

A. A pervasive pattern of depressive cognitions and behaviors beginning by early

adulthood and present in a variety of contexts, as indicated by five (or more)

of the following:

(1) usual mood is dominated by dejection, gloominess, cheerlessness,

joylessness, unhappiness

(2) self-concept centers around beliefs or inadequacy, worthlessness, and low

self-esteem

(3) is critical, blaming, and derogatory toward self

(4) is brooding and given to worry

(5) is negativistic, critical, and judgmental toward others

(6) is pessimistic

(7) is prone to feeling guilty or remorseful

B. Does not occur exclusively during Major Depressive Episodes and is not better

accounted for by Dysthymic Disorder.

Source: From Diagnostic and Statistical Manual of Mental Disorders, fourth edition, text revi-

sion, American Psychiatric Association, 2000, Washington, DC: Author. Copyright 2000

by American Psychiatric Association. Reprinted with permission.

or ameliorate their overly negativistic worldview. These people

might even join groups of other individuals who share their

pessimistic views, such as end-of-the-world cults, although

many depressive people are prone to isolation. Their cheerless-

ness and unhappiness tend to drive others away. When inter-

viewed, patients with Depressive Personality Disorder are often

critical of their own behavior and self-derogatory. They freely

admit their feelings of guilt and remorse for their current state

of affairs. As noted, these negative feelings would also extend to

others, so no one would escape their negativistic and critical

evaluations and judgmental scrutiny. Some evidence suggests

that these chronic depressive traits are heritable and begin be-

fore early adulthood (e.g., Coolidge, Thede, & Jang, 2001). Table

5.3 lists the DSM-IV-TR diagnostic criteria for Depressive Per-

sonality Disorder.

Potential Age-Bias of Criteria
Because most of the symptoms of the depressive type center

around negative mood states and pessimistic, critical attitudes
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(and not behaviors that require high energy or stamina), there

is little reason to think that older adults would not manifest the

symptoms as they are delineated in the manual. One possible

diagnostic bias may occur in cases when others incorrectly view

the older person’s gloominess and negativity as a normal part of

aging and not recognize it as part of a lifelong pathological pat-

tern of pessimism and unhappiness.

Theorized Pattern in Later Life and Possible Impact of Aging
The aging process is challenging enough, so one can imagine

the outcome of a characteristically dour and self-flagellating

person. Little is definitively known about the depressive per-

sonality type in general, and even less knowledge is available

about the effects of aging. Nonetheless, we see two possibilities

for the depressive type. The counterintuitive hypothesis might

be that people with Depressive Personality Disorder are likely

to do as well as anyone else as they age because any of the neg-

ative effects of aging might be seen as confirming their lifelong

held suspicions that life is a gloomy and cheerless place and

continues to be so: “You work hard and then you die.” The neg-

ative events that have been created by older depressive patients

as a consequence of their self- and other-critical behaviors ap-

pear to them as a constant, which in contrast to psychologically

healthier older adults does not necessarily suddenly upset or

surprise the depressive patients. Poor treatment, neglectful

care, deteriorating health, and ageism may be seen as some-

thing the aging depressive patient expected and anticipated. In

contrast, the other hypothesis is that many of the symptoms of

the Depressive Personality Disorder might exacerbate as a reac-

tion to some of the “slings and arrows” that physical and men-

tal declines bring with advanced age. Thus, it is possible for

features of Depressive Personality Disorder to be more promi-

nent in the elderly when they have not been blatantly charac-

teristic earlier in life.

To some extent, people prone to Depressive Personality

Disorder features may have their full-blown symptoms kept at
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subclinical levels by their spouses or occupations. Because

mentally healthy adults are able to keep a balanced perspective

about the benefits and vagaries of life, people with depressive

tendencies may be propped up by those in their lives with

healthier attitudes and perspectives. These situations may be

the opposite of folie à deux. The depressive spouse shares the

positive illusions of the healthy spouse, a pattern we label as

joie à deux. In the situation where the healthy spouse dies first,

the depressive person may then revert to more natural depres-

sive traits and symptoms. Although it may appear that the de-

pressive symptoms arose only as a function of the death of the

spouse, in reality they have been suspended in a subclinical

state by the healthier attitudes of the other spouse. Clinicians

may wish to probe depressive patients carefully in such cir-

cumstances and interview other family members should these

suspicions arise.

Retirement may also exacerbate Depressive Personality

Disorder traits, as there are often many naturally positive as-

pects to one’s job or occupation. Those fortunate to have had re-

warding job positions and occupations may have had their

depressive traits kept at bay by raises, attitudes of healthy

coworkers, and other benefits from jobs with self-actualizing

potential. With the free time and loss of prestige that often ac-

company retirement, depressive tendencies may intensify.

Passive-Aggressive Personality Disorder: DSM-IV-TR

Appendix B

Clinical Description
The Passive-Aggressive Personality Disorder has been in the

DSM since its inception in 1952. Only in 1994 with the advent of

DSM-IV was the Passive-Aggressive Personality Disorder re-

moved from Axis II and placed in an appendix. The reasons for

its drop in diagnostic status are uncertain; however, Appendix B

of DSM-IV-TR is intended to foster research that may result in a

refinement of the diagnosis and its criteria, so it is possible the

type may reappear in revised form in future versions of the DSM.
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A major problem is immediately evident from an examina-

tion of the criteria for the two personality disorders in the ap-

pendix of DSM-IV-TR (depressive and passive-aggressive). The

Passive-Aggressive Personality Disorder’s alternate label is Neg-
ativistic Personality Disorder yet none of the 7 criteria lists nega-

tivism as a symptom. Negativism, however, is listed as Criterion

5 for the Depressive Personality Disorder. This anomaly is cer-

tain to cause some confusion in the minds of clinicians and re-

searchers who may either be attempting to use the criteria to

diagnose either of these disorders or to research potential simi-

larities and differences between the two disorders. Indeed, con-

cerns about construct validity may be one of the reasons the

passive-aggressive type was dropped from the official list.

The first DSM noted that Passive-Aggressive Personality

Disorder was characterized by three types: passive-dependent,

aggressive, and passive-aggressive. The passive-dependent type

has seemingly evolved into the current Dependent Personality

Disorder because the first version of the DSM listed feelings of

helplessness, indecisiveness, and a tendency to cling childlike to

a parentlike figure. The aggressive type appears to share many

symptoms of the modern Borderline Personality Disorder such

as temper tantrums, recurrent anger, irritability, and destructive

behavior. It is the third, passive-aggressive type, that appears to

have evolved into the modern Passive-Aggressive Personality

Disorder with historical and current features of stubbornness,

procrastination, inefficiency, and passive obstructivism.

Most conceptualizations of passive-aggressive individuals

suggest that the issue of autonomy versus external control is

paramount. They begin to counter their resentment to any re-

striction of their free will with passive resistance to fulfill even

routine social and occupational demands. Ironically, they often

feel misunderstood and unappreciated by others and feel they

have been unfairly singled out for more than their fair share of

the work when the opposite is often true. They will even balk at

being asked to do less than their fair share, although they do not

view it that way. Thus, they are frequently scornful and critical

of authority figures and easily become sullen and argumenta-
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Table 5.4 Research Criteria for Passive-Aggressive Personality

Disorder (DSM-IV-TR, Appendix B)

A. A pervasive pattern of negativistic attitudes and passive resistance to demands

for adequate performance, beginning by early adulthood and present in a

variety of contexts, as indicated by four (or more) of the following:

(1) passively resists fulfilling routine social and occupational tasks

(2) complains of being misunderstood and unappreciated by others

(3) is sullen and argumentative

(4) unreasonably criticizes and scorns authority

(5) expresses envy and resentment toward those apparently more fortunate

(6) voices exaggerated and persistent complaints of personal misfortune

(7) alternates between hostile defiance and contrition

B. Does not occur exclusively during Major Depressive Episodes and is not better

accounted for by Dysthymic Disorder.

Source: From Diagnostic and Statistical Manual of Mental Disorders, fourth edition, text revi-

sion, American Psychiatric Association, 2000, Washington, DC: Author. Copyright 2000

by American Psychiatric Association. Reprinted with permission.

tive when given any task. They are highly envious of others and

resent it when others seem to have any good fortune. They tend

to complain bitterly to others about their own personal misfor-

tunes and can exaggerate their hardships to gain sympathy,

which they then exploit. They also vacillate between their auto-

matic defiance reactions and later become contrite and penitent

about their initial behavior. Table 5.4 lists the DSM-IV-TR diag-

nostic criteria for Passive-Aggressive Personality Disorder.

Potential Age-Bias of Criteria
Because symptoms of the passive-aggressive type mostly in-

volve negative mood states, verbal behavioral patterns (e.g.,

voices complaints, is argumentative, expresses resentment),

and the absence of productive behaviors (passively resists ful-

filling tasks), it appears that aging per se would not impact the

expression of the symptoms. Criterion 5 (expresses envy and

resentment toward those apparently more fortunate) may be

more easily met among older adults who have experienced the

most severe losses with age and are, in fact, less fortunate than

most around them. Finally, whereas occupational opportunities
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to display passive-aggressive behaviors may be reduced some-

what with advancing age, the passive-aggressive individual’s

opportunities to display resistant behavior in relationships with

family, peers, and health care professionals are likely to remain

abundant. New demands that appear in the context of aging

will likely serve to heighten passive-aggressive reactions.

Theorized Pattern in Later Life and Possible Impact of Aging
A particular challenge for the passive-aggressive person will be

increased dependence on health care systems and other institu-

tional organizations. Passive-aggressive behaviors are likely to

become more evident as the aging person becomes more re-

liant on others and is forced to meet the expectations of doc-

tors, caregivers, and congregate living staff. Whereas family

members may have long learned to deal with the passive resist-

ance and stubbornness of these individuals, for example by

withdrawal, care providers who work with these older persons

might be more likely to confront directly such behavior than

family members, fostering even greater resistance. The frail

passive-aggressive older adult will likely have noteworthy dif-

ficulty complying with medication and physical rehabilitation

regimes, deriving some degree of power or control by passively

failing to comply and making others irritated or perplexed.

As noted throughout this book, many of the stressors that

often accompany aging such as physical illness or disability, re-

duced independence, sensory and cognitive declines, changes

in physical appearance, social losses, and financial pressures,

frequently serve to exacerbate underlying personality disorder

features and traits. The Passive-Aggressive Personality Disorder

is probably among the most likely of the personality disorders

to become more apparent during the aging process, as the loss

of autonomy that often accompanies aging heightens the am-

bivalence that fuels passive-aggressive traits. Given a far-from-

perfect health care system, it seems probable that those who

have a history of trouble dealing with external authority fig-

ures will have additional problems as they age and become in-

creasing more reliant on those systems.
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Inadequate Personality Disorder—A Manifestation of
Frontal Lobe Syndrome?

An interesting personality disorder that appeared in the DSM-II
in 1968 but was dropped as a diagnostic category in 1980 with

the publication of DSM-III is the Inadequate Personality Disor-

der. Despite its diagnostic disappearance, we have found it re-

mains clinically relevant and useful in a later life context, and

thus we include it in this chapter.

Inadequate Personality Disorder

Clinical Description
The Inadequate Personality Disorder description in DSM-II in-

cluded ineffectual responses to any physical, intellectual, social,

or emotional demands placed on the individual. Despite the lack

of any real physical or intellectual deficits, these patients appear

poorly adapted to their environment, are inept, have poor judg-

ment, are socially unstable, lack physical and emotional stamina,

and chronically cannot cope with everyday stress and strain. De-

tailed, behaviorally specific criteria were not provided for any of

the disorders in DSM-II.
Our hypothesis is that the inadequate personality disor-

der may be alternately conceptualized (and labeled) as

the frontal lobe syndrome. Whereas there is no official DSM
frontal lobe syndrome, a substantial literature supports many

consistent behavioral correlates of frontal lobe damage and

dysfunction (see Miller & Cummings, 1999; also see Gaz-

zaniga, Ivry, & Mangun, 2002, for reviews of this literature).

There is also provocative evidence that indecisiveness, inept-

ness, and social misjudgments not only occur after brain in-

sult and injury but may even be highly heritable in the

normal population (Coolidge, Thede, & Young, 2000) and

possess a bivariate heritability with some personality disor-

ders (Coolidge, Thede, & Jang, 2004). First, we briefly de-

scribe some of the characteristics of the frontal lobe

syndrome, and then explain how these symptoms may form
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a reliable grouping of inadequate behaviors without the pres-

ence of brain injury or damage.

Since Phineas Gage suffered a severe frontal lobe head in-

jury in 1848 as the result of an iron tamping rod passing

through the front section of his skull, scientists have associated

personality change to frontal lobe injuries. Gage’s personality

changes included childishness, erratic behavior, and a definite

fall from his position of responsibility (as foreman of a railroad

crew) to, sadly, a circus sideshow performer. Within 5 or so

decades of Gage’s injury, the first frontal lobotomies were being

performed that resulted in apathy (if not death) in formerly vi-

olent psychiatric patients. In other words, it became well known

that frontal lobe insult would reliably result in dramatically re-

duced spontaneity, creativity, and general social effectiveness.

By the middle of the twentieth century, the behaviors asso-

ciated with frontal lobe function and dysfunction became known

as the executive functions of the frontal lobes, and they included the

ability to inhibit, plan, organize, strategize, and very impor-

tantly, maintain and attain goals. Evidence from a study of twins

has suggested that these functions might be highly heritable in

normal populations (Coolidge, Thede, et al. 2000). Executive

functions were also found to be normally distributed in the pop-

ulation. In other words, some people would be extraordinarily

able to plan, organize, strategize, and attain their goals, whereas

others would be unable to navigate adequately in society despite

adequate intelligence and memory abilities. A subsequent study

(Coolidge, Thede, et al., 2004) demonstrated that the executive

functions were not only heritable but quite probably shared a

common genetic origin with particular personality traits that re-

sulted in personal and social disruption. They found that inher-

ited executive dysfunction would result in personality disorders

associated with chronic difficulties in making everyday deci-

sions, inattention to important or relevant stimuli, repeated poor

judgments and choices, inadequate planning and organization,

and inflexibility. In summary, many of the features of the archaic

inadequate personality disorder from DSM-II appear to mimic pa-

tients with frontal lobe insult and injuries. Moreover, it now ap-
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pears that there is normal variation in the cluster of these behav-

iors without any evidence of frontal lobe injury or disease. Thus,

the validity of a diagnosis of Inadequate Personality Disorder may

be empirically and theoretically justified. Features of this type

are certainly seen in clinical practice with individuals simply un-

able to cope with the demands of the late-life stage.

Potential Age-Bias of Criteria
Because the Inadequate Personality Disorder diagnosis was

dropped from DSM-III in 1980 and because no criteria were listed

for it in DSM-II (only a short list of common features), there is lit-

tle room to examine potential problems with the disorder.

Throughout our clinical experiences, however, we have found pa-

tients who seem to meet the original picture for Inadequate Per-

sonality Disorder in DSM-II or at least show some features of the

disorder. The reader should note that it is entirely justified to use

the DSM-IV-TR diagnosis 301.9 Personality Disorder Not Otherwise
Specified for those persons whose behavior does not meet criteria

for any specific personality disorder yet whose behavior is chronic

and causes significant distress or impairment in their current so-

cial milieu, such as would be seen by the inadequate type.

Theorized Pattern in Later Life and Possible Impact of Aging
The pattern we have seen clinically on several occasions is for the

person with features of this disorder to become more inadequate

and dysfunctional in later life. Indeed, the cognitive and physical

declines associated with normal aging seem, in some cases, to

further limit the effectiveness of patients who have a lifetime his-

tory of marginal social and occupational functioning. One of our

patients, a 76-year-old woman, had a long history of psychiatric

problems labeled as “depression.” She dropped out of high school

because she “could not handle” the stress associated with aca-

demic assignments. She married after a brief courtship and had

three children. Despite not ever having a job outside the home

(her husband supported the family), the patient reportedly had

minimal responsibilities for cooking, cleaning, managing the

household, and raising the children. A sister of the husband
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largely assumed these duties for the family, although with some

resentment. The patient told a story of being “taken care of” by

her husband (and after his death, by her children) and achieved

only a minimal amount of social success throughout life. Her

later years were characterized by even greater despondency and

helplessness, especially in adjusting to a new community after a

daughter moved the patient to be nearer to her.

It might be expected that the inadequate personality type

would have drifted from job to job that appeared to be obvi-

ously below their intellectual capabilities. Their occupation,

should their job history be relatively stable, might also be far

beneath what would appear to be their potential. The patient’s

indecisiveness might also extend to interpersonal issues such as

the choice of friends and even self-concept. It would not be sur-

prising that such patients would have dim or nonexistent views

of their place in the world and who they were and are. They

would not have been expected to have led creative or spectacu-

larly successful lives. These inadequacies might even become

more apparent should the person have married someone far

more competent and achieving; on that person’s death, it might

be expected that the person with Inadequate Personality Disor-

der might be unable to attain even minimal self-sufficiency

(e.g., paying the bills, shopping, cooking, and cleaning). This

pattern was evident in our example.

Because there is reasonable evidence that this general cluster

of inadequate and insufficient behaviors might have a strongly

heritable basis, traditional psychotherapies might have a weak

impact on the patient’s ultimate prognosis. A lifetime of failure is

difficult to overcome in later life. Cognitive, reasoning, and intel-

lectual declines that accompany the normal aging process might

well be much more pronounced in the inadequate personality

disordered patient. Should this diagnosis be suspected in an older

patient, it will be important for the clinician to provide greater

structure than is typical with most older patients. Behavioral

treatment approaches may be more beneficial to the patient than

traditional insight-oriented therapies, with an emphasis on sup-

port, encouragement, and arrangements for resources.
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Epidemiology and Comorbidity

In this chapter, we discuss the epidemiology and comorbidity

of the personality disorders with special emphasis on later

life. In the mental health field, epidemiology is defined as the study

of the frequency and distribution of psychiatric disorders in a

population. Epidemiological research is crucial to the under-

standing of rates of disorders as well as how they vary according

to social, cultural, and individual factors (e.g., socioeconomic sta-

tus, ethnicity, religion, gender, age). Psychiatric epidemiology

typically focuses on the following primary variables:

� Prevalence refers to the proportion of a population that has a

disorder at any point in time. Prevalence data for most men-

tal disorders are summarized in the text of the DSM-IV-TR.

� Incidence refers to the number of new cases of a disorder

that occur in a specific period (1 year is a common inci-

dence cycle). Notably, incidence and prevalence are re-

lated: As incidence for any mental disorder increases (or

decreases) over time, there will be a corresponding increase

(or decrease) in the prevalence of the disorder, although

this will be much more gradual.

� Risk factors refer to conditions or variables that, if present,

increase the likelihood of developing a disorder. For exam-

ple, childhood adversity (e.g., sexual abuse, chaotic family

environment) has been studied as a potential risk factor for

a host of personality disorders.
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Comorbidity relates to the expressions of psychopathology

and can be defined as the co-occurrence of two (or more) men-

tal or physical disorders. Comorbidity is a particularly common

occurrence among the personality disorders (McGlashan et al.,

2000; Skodol et al., 1999; Zweig, 2003). They are frequently co-

morbid with each other as well as with diverse clinical disorders

on Axis I. This fact often creates diagnostic confusion and com-

plicates intervention.

Epidemiology of Personality Disorders in Later Adult Life

There is a small but growing body of literature about the epi-

demiology of personality disorders among older persons. No-

tably, there are fewer studies with older persons than with

younger persons. Reported rates for the personality disorders

are far more inconsistent and controversial than estimates for

more widely studied disorders among older persons, such as

schizophrenia, dementia, or major depression. Such inconsis-

tencies likely highlight the difficulty clinicians and researchers

have in accurately diagnosing personality disorders among

older adults (Agronin, 1994). Prevalence estimates for person-

ality disorders are also known to vary widely due to such fac-

tors as differing methodologies, sampling techniques, diagnostic

measures, and diagnostic criteria. Another important diagnostic

issue in prevalence rates is the tendency among older adults to

self-report more personality disorder symptoms when com-

pared with the observations of clinicians (Abrams & Horowitz,

1996). Finally, any prevalence rate can be no more precise than

the arbitrary cutoff point between personality traits and per-

sonality disorder—the typical distinction depends on the degree

of impairment required for a diagnosis (Paris, 2005).

Community and Psychiatric Samples

Surveys conducted in the 1980s found prevalence rates for

personality disorders in the older adult community ranging

from as low as 2.8% to as high as 11.0% (Cohen, 1990).
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Agronin (1994) presented a review of some early epidemi-

ological studies in various European older adult communities

and described prevalence rates of 1.8% to 6.0%. However, he

noted that many of the diagnoses would not conform to mod-

ern DSM-IV personality disorder criteria. Weissman (1993)

presented somewhat higher estimates of the total lifetime

prevalence rates for personality disorders in the general popu-

lation, ranging from 10% to 13%.

Ames and Molinari (1994) administered a structured in-

terview to 200 community-living older adults (mean age = 72

years), and found a 13.0% prevalence rate. They also noted

that, due to the nature of their convenience sample at a senior

center, Dependent Personality Disorder may have been over-

reported, whereas Schizoid and Avoidant Personality Disor-

ders may have been underreported. When they compared

these rates with a sample of 797 younger adults given the

same structured interview, they found a prevalence rate of

17.9%. Cohen et al. (1994) used a semistructured psychiatric

examination to study personality disorders in a community-

dwelling sample of 810 people. They found that older adults

(defined in their study as 55 years old and older) had a 10.5%

personality disorder prevalence rate, whereas younger people

had a 6.6% rate. Another finding was that Antisocial and

Histrionic Personality Disorders were both much less preva-

lent in the older than in the younger subjects. Segal, Hersen,

et al. (1998) administered the self-report Personality Diagnos-

tic Questionnaire-Revised (PDQ-R) to 189 community-

dwelling older adults (mean age = 76 years) and found that

63.0% of the respondents met criteria for at least one person-

ality disorder diagnosis. They proposed that their high preva-

lence rate was likely an artifact of the PDQ self-report measure

which is known to be overly sensitive to pathology. This is dis-

cussed further in Chapter 9. The high prevalence also possibly

reflects that sample participants were attending a senior center

and, as such, may have been more likely to seek out this kind

of social service because of existing personality and interper-

sonal problems.
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To evaluate the prevalence issue from a statistical perspec-

tive, Abrams and Horowitz (1996) conducted a meta-analysis of

11 studies of prevalence rates in older adults (defined as age 50

years old and older) from 1980 through 1994 and reported an

overall rate of 10% with a range from 6% to 33%. Interest-

ingly, in the three studies that also included under-50 age

groups, the overall prevalence for personality disorders was

higher among the younger groups at 21% with a range from

17% to 30%. However, in all three studies there was no signif-

icant difference in the rate of personality disorders between

younger and older adults. Abrams and Horowitz also found no

gender differences in their older group and, contrary to their

expectations, greater prevalence rates were found in outpatient

or community settings than in inpatient settings. They also

found consensus methods, defined as agreement among a num-

ber of clinicians, and chart reviews to yield higher rates of per-

sonality disorders compared with structured interviews.

Our recent empirical research (Coolidge, Segal, & Rosowsky,

2006) on a sample of 681 purportedly normal and healthy, 

community-dwelling adults ages 18 to 89 revealed that an older

group (N = 114; age range = 60 to 89 years) had a prevalence

rate of 11% (13 of 114 participants) for at least one personality

disorder scale on the self-report form of the Coolidge Axis II In-

ventory (CATI; Coolidge, 2000). These rates are almost identical

to those reported by Abrams and Horowitz (1996; older persons’

prevalence rates = 10% and 11%, theirs and ours, respectively;

younger groups’ prevalence rates = 21% and 20%, theirs and

ours, respectively).

A number of studies have also reported prevalence rates

among older adults in mental health settings. In a retrospective

chart review of a mixed sample of inpatient and outpatient

older persons, Mezzich, Fabrega, Coffman, and Glavin (1987)

found that 5.1% had a personality disorder diagnosis. Casey

and Schrodt (1989) reviewed charts of 100 consecutive admis-

sions to a geriatric psychiatry unit and found that 7% received

a diagnosis of personality disorder that was determined by psy-

chiatrist ratings. In a larger retrospective study, Fogel and West-

lake (1990) ascertained the prevalence of personality disorders
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in 2,332 older inpatients suffering from major depression.

Again, diagnoses were assigned by attending psychiatrists, and

the results indicated a 15.8% personality disorder rate. Among

older inpatients, Molinari, Ames, and Essa (1994) found a 33%

prevalence rate based on clinical interviews that increased to

58% when structured interviews were used. Among depressed

older adult psychiatric inpatients, Molinari and Marmion

(1995) reported a 63% prevalence rate. Among older inpatient

veterans, Kenan et al. (2000) found a 55% prevalence rate.

It is important to note that the prevalence rates for person-

ality disorders in cases where an Axis I diagnosis may have been

the precipitating factor in an outpatient or inpatient admission

may be greatly underestimated. As explained later in this chap-

ter, some clinicians may focus on signs and symptoms that are

more obviously manifested and noted (e.g., mood, anxiety, and

somatoform disorders). In some cases, the underlying maladap-

tive personality traits may be overlooked. Nevertheless, despite

some diagnostic barriers among younger and older personality

disordered individuals, some studies have documented high

prevalence rates of personality disorders in clinical settings

serving adults of all ages. Turkhat (1990) found that approxi-

mately 50% of clients seeking psychotherapy services have a di-

agnosable personality disorder, whereas Jackson et al. (1991)

documented that 67% of patients in a state mental hospital had

at least one personality disorder.

Although personality disorders among long-term-care resi-

dents have been infrequently studied, some older studies pro-

vide interesting data. Teeter, Garetz, Miller, and Heiland (1976)

reported that almost 11% of nursing home residents had a per-

sonality disorder diagnosis, and Margo, Robinson, and Corea

(1980) found that 15% of referrals to nursing homes were for

personality problems.

The Debate about Stability versus Change for 
the Personality Disorders

Whereas the extant cross-sectional data suggest some tendency

for personality disorders overall to be less prevalent in older
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persons, a different issue is the stability or change in personal-

ity disorder signs and symptoms across the life span. Definitive

data are lacking about this issue, and in fact, there is some con-

troversy in the geropsychological literature about whether per-

sonality disorders decline or mellow with advancing age

(Coolidge et al., 1992; Molinari, Kunik, Snow-Turek, Deleon, &

Williams, 1999; Segal & Coolidge, 1998; Segal, Hersen, Van

Hasselt, Silberman, & Roth, 1996; Segal et al., 2001). The DSM-
IV (American Psychiatric Association, 1994) was the first ver-

sion of the manual to include a specific section (along with

cultural and gender topics) on the developmental issue of aging

in the diagnosis of personality disorders. This trend was contin-

ued in DSM-IV-TR. Regarding their course, the DSM-IV-TR states:

[B]y definition, a Personality Disorder is an enduring pattern of think-

ing, feeling, and behaving that is relatively stable over time. Some types

of Personality Disorders (notably Antisocial and Borderline Personality

Disorders) tend to become less evident or to remit with age, whereas

this appears to be less true for some other types (e.g., Obsessive-

Compulsive and Schizotypal Personality Disorders). (p. 688)

A commonly held belief is that Cluster B personality disor-

ders burn out by middle age, whereas disorders in Clusters A

and C show little improvement over time (Paris, 2005). An un-

derstanding of the underlying dimensions tapped by the clusters

may explain this hypothesis. Trait impulsivity and erratic forms

of acting out associated with the Cluster B personality disorders

are more likely to decline with advancing age than the cognitive

peculiarities and anxiety/fearfulness that typify the personality

disorders in Clusters A and C, respectively.

In contrast to the notions of decline or stability of personal-

ity disorders, several researchers have suggested that, in some

cases, personality disorders (most notably Borderline and

Obsessive-Compulsive) may actually worsen or exacerbate in

later life (Rose, Soares, & Joseph, 1993; Rosowsky & Gurian,

1991, 1992; Siegel & Small, 1986; Segal et al., 2001). Due to the

heterogeneity of individuals with personality disorders, each of
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these patterns (burnout and stability) may be true for different

individuals with the same personality disorder. We have noted a

third possibility in many patients: Personality disorder symp-

toms are most pronounced during early adult life, decline in

middle age, and then become exacerbated again in later life (the

“reverse-J curve”), especially in response to age-related stres-

sors. This trend was first noted in a classic community study of

personality traits, although categorical personality disorders

were not evaluated (Reich, Nduaguba, & Yates, 1988). The

prevalence of dramatic and (to a lesser extent) anxious person-

ality disorder traits declined up to 60 years of age, with a slight

upturn in later years. In contrast, odd or eccentric traits did not

change with age.

In another early cross-sectional study, Coolidge et al.

(1992) examined age differences in personality disorders be-

tween a sample of community-dwelling older adults (age range

= 61 to 78 years) and younger adults (age range = 16 to 58

years) with the self-report form of the CATI (Coolidge & Mer-

win, 1992). Results showed that the older adults were signifi-

cantly higher on the schizoid and obsessive-compulsive scales

than the younger adults; there were no age differences on

the dependent and avoidant scales; and younger adults were

higher on the remaining scales (antisocial, borderline, histrionic,

narcissistic, paranoid, passive-aggressive, schizotypal, sadistic,

and self-defeating). These results of age-related elevations for

obsessive-compulsive and schizoid scales were replicated with

larger samples (Segal et al., 2001). In a similar cross-sectional

study using the self-report Millon Clinical Multiaxial Inventory

(MCMI; Millon, 1981b), Molinari et al. (1999) also reported a

higher rate of Obsessive-Compulsive Personality Disorder in

older versus younger psychiatric inpatients, but they did not find

any age effect for Schizoid Personality Disorder. Rather, the

older inpatients were higher than younger inpatients on the de-

pendent personality scale. Finally, Kenan et al. (2000) reported

that among inpatient veterans, older adults obtained a lower fre-

quency (55%) of personality disorder diagnoses than middle-

aged adults (69%), who in turn were lower than young adults
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(76%). For specific personality disorders, younger patients were

more likely to receive a diagnosis of Borderline Personality Dis-

order than older patients, but older patients were more likely to

receive a diagnosis of Narcissistic Personality Disorder than

younger patients.

Tyrer (1988) has offered another perspective with which to

understand the types of changes likely to be seen in the person-

ality disorders over time. He suggests that mature forms of per-

sonality disorder such as obsessive-compulsive, paranoid,

schizoid, and schizotypal will likely remain stable with age,

whereas the more immature or flamboyant forms of personality

disorders such as antisocial, borderline, histrionic, and narcissis-

tic will likely decrease with age. His categorizations have gar-

nered some empirical support (described earlier in the

cross-sectional studies) and there is certainly some anecdotal

support for his observations. The social functioning of many of

our older adult patients (particularly those with Cluster B per-

sonality disorders), appears improved compared with the se-

vere interpersonal and occupational difficulties characteristic of

their earlier years. Some of these patients have shown the pat-

tern of their symptoms becoming muted or burned out in later

life. Conversely, we have seen just as many patients with the

opposite pattern—symptoms of their personality disorder

pathology become exacerbated or hardened in later life, usually

in reaction to the accumulation of age-related losses or stressors

associated with aging (described in Chapters 2 to 5), and in

cases in which traits adaptive at one point in life become mal-

adaptive in the later life context (described in Chapter 10).

If true age changes for some personality disorders are con-

firmed with further research, intriguing questions emerge:

Why do some personality disorders decline with age while oth-

ers intensify? Are such changes simply artifacts of age-related

changes in activity level, impulsivity, and sociability? Or does

evidence of change represent inadequate diagnostic criteria for

detecting geriatric variants of the disorders and poor measure-

ment of some personality disorders in the aged (Agronin &

Maletta, 2000)? Another possibility hints at an organic phe-

nomenon: To what extent do the abnormal behavioral changes
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associated with aging reflect underlying changes in neural sub-

strate, hormonal, or chemical neurotransmitter functioning in

the brain? Systematic research is necessary to clarify clinical

manifestations and develop clearer profiles of each personality

disorder in the aged. Longitudinal studies following personality

disordered individuals into later life are needed to assess true

age-changes over time in symptoms of personality disorders

(and not age-differences in symptoms that are detected by

cross-sectional studies).

It is expected that the Collaborative Longitudinal Person-

ality Disorders study (McGlashan et al., 2000), which is in pro-

cess, will yield valuable and rich data on the natural course of

personality disorders. As we have emphasized and described

earlier, some symptoms are robust, some appear in muted form

in the aged, and some are irrelevant. To the extent that these

observations are empirically validated, the development of

elder-specific diagnostic criteria will become more pressing. At

the present moment, however, when evaluating and diagnos-

ing personality disorders among older people, clinicians are en-

couraged to recognize and be sensitive to potential age-biases

in the DSM system.

Establishing prevalence rates for the personality disorders

and their course across the life span is not a simple task. Preva-

lence rates vary as a function of the mean age and age range of

the sample, where the sample was gathered (e.g., community-

dwelling, inpatient psychiatric, outpatient psychiatric), the cri-

teria used (e.g., different versions of the DSM, ICD-10), the

measurement device (e.g., self-report, structured interview,

psychiatric examination), and the nature of the cutoff between

traits and disorder. Whereas the National Institute of Mental

Health Epidemiological Catchment Area (ECA) programs

(Krupnick et al., 1996) were successful at providing quality epi-

demiological data for many mental disorders, the personality

disorders were not included for study (with the exception of

Antisocial Personality Disorder).

Although cross-sectional studies that have examined per-

sonality disorders are intriguing and suggest a general diminu-

tion of most types of personality disorders together with an
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intensification of a few personality disorders in later life, defin-

itive research about the long-term course of individual person-

ality disorders is lacking. Important research issues include

whether these differential cross-sectional rates are a reflection

of true changes in personality disorders across the life span

(through longitudinal studies), whether these differing rates are

an artifact of some kind of measurement bias (such as clinical

diagnostic bias, self-report bias, or poor suitability of some crite-

ria among older persons) or cohort effects, and whether there

are differences in subthreshold cases across the adult life course

(subthreshold means that the person meets some but not enough

of the DSM criteria for an official personality disorder diagno-

sis). To provide the substantive data desired by researchers in

the field requires large-scale longitudinal studies with stan-

dardized, objective, and validated diagnostic instruments to in-

vestigate the prevalence of the full-range personality disorder in

later life and to address in a rigorous manner the questions

about age-related changes. Such studies are infrequently con-

ducted, largely due to pragmatic concerns (e.g., time involved

and cost). Instead, longitudinal studies of a few specific person-

ality disorders have been completed and are discussed later in

this chapter.

Epidemiology and Gender

Another important epidemiological issue concerns the extent to

which gender differentially affects the prevalence of personality

disorders among older adults. According to the DSM-IV-TR, three

personality disorders (borderline, dependent, and histrionic) are

more prevalent in females, and six personality disorders (anti-

social, paranoid, schizoid, schizotypal, narcissistic, and obsessive-

compulsive) are more prevalent in males. Sadistic Personality

Disorder was also thought to be more common in males, whereas

Self-Defeating Personality Disorder was thought to be more

prevalent in females. No information was provided by the DSM
for the Passive-Aggressive Personality Disorder regarding gender.

Finally, the Depressive Personality Disorder was thought to occur

with equal frequency in both genders.
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It is unclear to what extent these gender differences apply

to older individuals because most studies from which these data

are summarized did not include older adults. At least one study

of community-dwelling older persons (Segal, Hersen, et al.,

1998) failed to find support for the claims in DSM-IV regarding

gender differences for the personality disorders. Instead, results

suggested that older females were more likely to be diagnosed

with Avoidant and Schizoid Personality Disorders compared

with older males. No gender differences were identified for the

remaining personality disorder diagnoses. Our recent study

(Coolidge et al., 2006) of 114 older adults (31 males, 83 fe-

males) generally supported the Segal, Hersen, et al. (1998) find-

ings regarding limited gender differences for most of the

personality disorders, at least in community samples. We found

only two significant elevations for males compared with fe-

males. They were on the antisocial and sadistic personality

scales and both had moderate effect sizes. On the 12 other per-

sonality disorder scales, there were no significant differences

between the genders.

Course and Prognosis for the Personality Disorders

In general, we would not expect a dramatic diminution of per-

sonality disorders over time because personality disorders, de

facto, are robust and not expected to change greatly. Given re-

cent evidence for their heritability (Coolidge, Thede, et al.,

2001; Torgersen et al., 2000) and the DSM-IV-TR definition of

personality disorders as enduring patterns of inner experience

and external behaviors that are pervasive, inflexible, and stable

over time, their chronicity is not surprising. Much more has

been written about two specific personality disorders (anti-

social and borderline) than the others.

One of the first outcome studies of Antisocial Personality

Disorder was performed by Robins (1966). In a 5-year follow-

up of 82 adults diagnosed with Antisocial Personality Disorder,

she found that 61% showed no improvement and 5% had com-

mitted suicide. In another study with a 5-year follow-up inter-

val, Maddocks (1970) found that 80% of 59 antisocial men had
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not improved. Black, Baumgard, Bell, and Kao (1995) further

demonstrated the morbidity associated with the Antisocial Per-

sonality Disorder diagnosis, as nearly 24% were found to be

dead after varying follow-up intervals of 16 to 45 years. Of

course, some of these deaths might have been expected over a

period as long as 45 years; however, the study also points to the

dangers of interpreting course, outcome, or prognosis from

cross-sectional studies.

We noted earlier in several cross-sectional studies that the

mean level of antisocial behavior is significantly diminished in

older groups. As just noted, a contributing factor is selective

mortality: The core and associated features of the antisocial per-

sonality disorder, including drug abuse, impulsivity, aggressive-

ness, and novelty-seeking, will over many years lead some to a

premature death. Besides selective mortality, an important

question is: To what extent does personality change explain the

lower rates of criminality in later life? In a classic study using a

large sample (Harpur & Hare, 1994), male offenders ranging in

age from 16 to 70 years were assessed with the Hare Psychopa-

thy Checklist, which has two factors. The primary findings were

that scores on Factor 2 (largely measuring socially deviant be-

haviors, impulsivity, and sensation-seeking) decreased sharply

with age, whereas scores on Factor 1 (largely measuring affec-

tive and interpersonal features) remained stable. These findings

provide evidence that the core personality traits associated with

the antisocial personality (e.g., manipulativeness, callousness,

egocentricity, and incapacity to experience empathy, guilt, and

remorse) remain constant across the life span although the

overt behavioral expressions dramatically decrease with age.

Paris (2003) has similarly noted that a lessening of impul-

sive and erratic behaviors over the course of a lifetime does not

mean that the antisocial individual is cured or has grown out of

the diagnosis. The underlying psychopathology is likely to re-

main present even though some of the behavioral manifesta-

tions are likely to change with advancing age. Although Paris

noted that in later life people with Antisocial Personality Disor-

der are less likely to commit violent crimes or be as physically
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dangerous, they often remain very difficult people. In fact, an

emerging crisis facing the prison system is the growing number

of older prisoners, some whom have “aged-in-place” in prison

and others who have entered (or reentered) the system in later

adulthood (Aday, 2003).

A diagnosis of Borderline Personality Disorder also has a

generally poor prognostic implication. There have been strong

suggestions of a history of childhood trauma as a precipitating

event for the development of this disorder (e.g., Millon & Davis,

1996). However, not all borderline patients have a history of

trauma and not all individuals with trauma develop the disor-

der. Also, many personality disordered patients other than Bor-

derline Personality Disorder do have trauma history as well as

do adults without a personality disorder. Early traumatic brain

injury as a precursor in Borderline Personality Disorder has also

been proposed (e.g., van Reekum, 1993). Similar to the finding

regarding childhood physical and sexual abuse, some borderline

patients have a history of brain injury, but others do not

(Coolidge, Segal, Stewart, & Ellett, 2000). Millon and Davis

concluded that there are likely many paths to the development

of the Borderline Personality Disorder, and for all the personal-

ity disorders. One of these factors for the borderline type is ge-

netics. Coolidge, Thede, et al. (2001) found a correlation of .70

for borderline traits in 70 monozygotic twin pairs and a correla-

tion of .39 for these traits in 42 dizygotic twin pairs. The overall

heritability of the Borderline Personality Disorder was 76%.

In Perry’s (1993) review of the course of personality disor-

ders, Borderline Personality Disorder was the most widely stud-

ied. The major findings are summarized as follows. An important

caveat, however, is that because most of the reviewed studies fo-

cused on younger and middle-aged adults, extrapolations into

later life are unknown:

� An average of 6.1% (range 3% to 9%) of individuals with

Borderline Personality Disorder died by suicide in an aver-

age of 7.2 years of follow-up. Suicide was less common

among the other personality disorders.
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� The greatest risk for suicide was in the immediate 1 to 2

years after initial diagnosis.

� The natural history is suggestive of some at least some re-

mission. At 10-year and 15-year follow-up, 52% and 33%,

respectively, remain with a definite or probable diagnosis

of Borderline Personality Disorder. This is not to suggest

that the remitted cases are cured, but rather that the pa-

tients no longer meet the diagnostic threshold although

they are likely to continue experiencing several residual

symptoms and can still have significant functional impair-

ment. In fact, the average psychosocial impairment was

moderate after a mean of 9.5 years of follow-up.

In studies of schizoid adolescents and young adults, Wolff

(1995) found that a strong majority are still diagnosed schizoid

and/or schizotypal in follow-up periods of up to a decade after

initial diagnosis. However, she used a broad definition of

schizoid behavior that often included aberrant thinking and

intense focus on single ideas or subjects. The latter two symp-

toms are more suggestive of Schizotypal Personality Disorder

and Asperger’s syndrome, respectively. Nonetheless, Wolff’s

studies seem to confirm the suspicion that Schizoid Personal-

ity Disorder (and/or Schizotypal Personality Disorder) tend to

be chronic and unremitting from late adolescence at least into

early adulthood.

Studies of the long-term outcome and course of other

personality disorders such as histrionic, narcissistic, obsessive-

compulsive, avoidant, and dependent are sparse. Paris (2003) is

one of the few researchers to address the outcomes of these other

personality disorders even if he relied primarily on clinical stud-

ies and cross-sectional data. Paris postulated that older histrionic

patients are likely to draw attention to themselves through so-

matic and hypochondriacal complaints rather than with their

customary sexual seductiveness and physical charms. In some

cases, they may become overreliant on cosmetic surgery as a

consequence of their overestimation of physical attractiveness

and their quest for youthfulness. It also seems likely that the su-

perficiality of their emotional and social attachments is likely to
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become more distressing and ego-dystonic as they find them-

selves less capable of managing others and obtaining attention

through physical attractiveness and seductiveness, especially

from those people who are much younger than they are.

Paris (2003) and Kernberg (1976) also speculated about

the course of Narcissistic Personality Disorder, suggesting that

some narcissists may become more interested in therapy as they

age. Their charming, bold, manipulative, and self-assured style

may become less rewarded with advancing age. As their profes-

sional and familial powers over others diminish with retirement

and other aspects of advanced aging (e.g., sensory losses), and

as their physical prowess declines, it seems likely that they will

seek attention, power, and reinforcement through relationships

with their therapist and other professionals who fill their need

for attention. It may also be predicted that as their disappoint-

ments with their customary search for accolades and valuation

of their worth by others diminishes with age, individuals with

Narcissistic Personality Disorder might become significantly de-

pressed and anxious, and like aging individuals with Histrionic

Personality Disorder, they may exhibit somatic and hypochon-

driacal complaints.

In the few studies of the course of Cluster C personality dis-

orders (avoidant, obsessive-compulsive, dependent), Seivewright,

Tyrer, and Johnson (2002) and Tyrer and Seivewright (2000)

over a 12-year follow-up found that most of these patients did not

improve with age. In fact, they found that their tendency toward

anxiety and strong need for control tended to increase over time.

The data from Reich et al. (1988) are also suggestive of a slight in-

crease in anxious personality disorder traits in later life. Finally,

as noted later in this chapter, patients with Cluster C personality

disorders are prone to experience a diverse array of comorbid Axis

I disorders, with anxiety, mood, and somatoform disorders partic-

ularly common.

In summary, it is relatively common for clinicians to offer

somewhat bleak prognoses for the personality disorders, but the

picture does not necessarily have to be this grim. First, many in-

roads are being made into the psychopharmacological treatment

of personality disorders (Soloff, 1998), particularly targeting
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the cognitive/perceptual, emotional, and impulse dyscontrol

symptoms associated with the disorders. There are also many

partially successful medications for the anxious, depressive, and

obsessive manifestations of personality disorder symptomatol-

ogy. These medications do not in any sense cure the underlying

personality disorder or character structure. They can, however,

remove barriers to psychotherapy so that standard psychothera-

peutic techniques (e.g., cognitive-behavioral, psychodynamic

approaches) may be more likely to succeed. Second, new and

innovative psychotherapies are continually being developed in

psychology, some specifically targeting personality disorders

(Linehan, 1993; Millon, 1999). Although it still seems unlikely

that the higher-order factors (e.g., temperaments) that help

shape personality disorders will be dramatically or radically

changed, the expressions of these temperaments can sometimes

be reformed, massaged, sublimated, or reexpressed in ways that

are less troubling for the patients and their families, including

those in later life. Traits can also be redirected to more adaptive

contexts, a concept demonstrated in several of our case exam-

ples presented in earlier chapters. And, although groups of people
with personality disorders may on average show little change

over time, the potential for individuals to change, adapt, and

grow over time is much greater.

As for the stability of personality traits over time, individu-

als differ in the degree to which their attributes and behaviors

are enduring and pervasive. Millon and Grossman (2006) note:

“[E]ach individual displays this durability and pervasiveness

only in certain of his or her characteristics; that is, each of us

possesses a limited number of attributes that are resistant to

changing times and situational influences, whereas other of our

attributes are more readily modified” (p. 16). Furthermore,

traits, whether adaptive or maladaptive, only have a probabilis-

tic influence on behavior. People who possess any trait are not

unfailingly consistent in expressing it (Costa & McCrae, 2006).

Applying this concept to individuals with personality disorders,

Pincus (2005) states, “Clearly, these patients do not walk

around like robots emitting the same behaviors over and over
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again regardless of the situation (or interpersonal situation)”

(p. 133). The fluctuation of personality disorder symptomology

can inform psychotherapeutic intervention—strategies can take

advantage of stable periods and work to reestablish adaptive

functioning during particular times of deterioration or crisis

(Pincus, 2005).

Comorbidity: General Issues

The comorbidity of personality disorders with other psychiatric

disorders and with other personality disorders presents a special

challenge and problem for clinicians and researchers. Since the

multiaxial system was created, the DSM has inadvertently put

personality disorders in a somewhat secondary status by placing

them on Axis II, an afterthought to an Axis I assessment. It has

even been suggested that clinicians have long been trained to

focus on Axis I pathology, as if it is more important than identi-

fying Axis II personality disorders (e.g., Paris, 2003). Paris has

also noted that it is all too common to see a diagnosis on Axis I or

multiple diagnoses on Axis I with the notation, 799.9 Diagnosis
Deferred on Axis II. Yet, whereas Axis I anxiety attacks or depres-

sive episodes may be relatively transitory, all the personality dis-

orders are characterized by their chronicity and pervasive impact

on the individual’s life. Thus, focusing diagnosis and subsequent

treatment plans on adventitious, episodic Axis I pathologies

without consideration of patients’ special vulnerabilities due to

their poorly developed personality structures is a mistake, one

that invites psychotherapeutic failure.

The mounting evidence suggests that the consequences of

failing to identify and attend to personality disorders among

older patients are steep, including a lengthier therapy, more fre-

quent treatment failures, and unnecessary complications to the

therapeutic relationship (Sadavoy, 1999). A further complica-

tion is that because older patients have likely exhibited their

dysfunctional personality traits for much of their adult life (and

in some cases may have benefited from their interpersonal
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style), it is increasingly likely that they will not view their per-

sonality as part of the problem and may not even be cognizant

of any personality pathology. Many problems that occasion a

mental health evaluation in personality disordered older per-

sons may be overshadowed by the signs and symptoms of an

Axis I pathology, such as depressive episodes, anxiety problems,

or somatoform disorders. Perhaps even worse, the problems

may be seen as stemming directly from Axis III medical prob-

lems rather than being identified as manifestations of an under-

lying personality disturbance.

There is a confluence of factors for many clinicians’ reluc-

tance to diagnose personality disorders, particularly in older

persons. Some prominent reasons include the lack of aware-

ness of the problem in the older cohort (Kroessler, 1990) and

the poor fit of some diagnostic criteria among older adults

(Rosowsky & Gurian, 1991). Another reason for the reluctance

of clinicians to diagnose personality disorders may be the nega-

tive connotations associated with them such as their chronic-

ity, their immalleable genetic temperamental basis, and their

generally poor prognoses. For some clinicians, a personality

disorder diagnosis perhaps means admitting defeat before even

beginning therapy (e.g., Paris, 2003), and the prognosis might

seem even more hopeless in the face of advancing age. As dis-

cussed later in this book, it is critically important for clinicians

to be aware of Axis II personality disorders and their traits or

features and include them in the case formulation and treat-

ment planning.

Comorbidity of Personality Disorders with Clinical
Disorders and with other Personality Disorders

The comorbidity of Axis II personality disorders with Axis I

clinical syndromes is common (Sadavoy, 1999; Zweig, 2003).

Table 6.1 presents a list of possibilities based on our clinical

experience, research, and suggestions provided in the text

of the DSM-IV-TR. In one of our previous studies (Coolidge,

Janitell, & Griego, 1994) in a sample of 83 community-

dwelling older adults (M age = 70 years; range = 60 to 92
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(continued)

Table 6.1 Axis II Personality Disorders with Likely Comorbid

Axis I and Axis II Disorders in Older Adults

Axis II Personality

Disorders

Axis I Clinical

Syndromes

Axis II Personality

Disorders

Antisocial Substance-Related Disorders

Schizophrenia and other

Psychotic Disorders

Mood Disorders

Sexual Disorders

Impulse Control Disorders

Sadistic

Borderline

Paranoid

Passive-Aggressive

Schizotypal

Narcissistic

Self-Defeating

Avoidant Mood Disorders

Anxiety Disorders

Somatoform Disorders

Eating Disorders

Dependent

Depressive

Passive-Aggressive

Schizotypal

Obsessive-Compulsive

Self-Defeating

Borderline Substance-Related Disorders

Schizophrenia and other

Psychotic Disorders

Mood Disorders

Sexual Disorders

Impulse Control Disorders

Passive-Aggressive

Depressive

Self-Defeating

Dependent

Antisocial

Paranoid

Dependent Mood Disorders

Anxiety Disorders

Somatoform Disorders

Eating Disorders

Passive-Aggressive

Avoidant

Self-Defeating

Borderline

Depressive

Depressive Mood Disorders

Anxiety Disorders

Somatoform Disorders

Eating Disorders

Borderline

Self-Defeating

Passive-Aggressive

Dependent

Avoidant

Histrionic Mood Disorders

Anxiety Disorders

Sexual Disorders

Impulse Control Disorders

Somatoform Disorders

Eating Disorders

Narcissistic

Borderline

Dependent

Passive-Aggressive



178 Chapter 6 Epidemiology and Comorbidity

Table 6.1 (Continued)

Axis II Personality

Disorders

Axis I Clinical

Syndromes

Axis II Personality

Disorders

Narcissistic Mood Disorders

Anxiety Disorders

Substance-Related Disorders

Antisocial

Sadistic

Borderline

Histrionic

Paranoid

Obsessive-Compulsive Obsessive-Compulsive

Disorder

Mood Disorders

Eating Disorders

Depressive

Avoidant

Self-Defeating

Schizoid

Dependent

Paranoid

Narcissistic

Paranoid Substance-Related Disorders

Schizophrenia and other

Psychotic Disorders

Mood Disorders

Sexual Disorders

Anxiety Disorders

Obsessive-Compulsive

Disorder

Narcissistic

Sadistic

Schizoid

Schizotypal

Borderline

Avoidant

Passive-Aggressive Mood Disorders

Anxiety Disorders

Somatoform Disorders

Oppositional Defiant

Disorder

Borderline

Histrionic

Paranoid

Depressive

Dependent

Antisocial

Avoidant

Sadistic Schizophrenia and other

Psychotic Disorders

Mood Disorders

Sexual Disorders

Anxiety Disorders

Antisocial

Paranoid

Narcissistic

Passive-Aggressive

Schizotypal

Schizoid Schizophrenia and other

Psychotic Disorders

Mood Disorders

Schizotypal

Avoidant

Obsessive-Compulsive

Paranoid
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Table 6.1 (Continued)

Axis II Personality

Disorders

Axis I Clinical

Syndromes

Axis II Personality

Disorders

Schizotypal Schizophrenia and other

Psychotic Disorders

Mood Disorders

Anxiety Disorders

Paranoid

Schizoid

Passive-Aggressive

Self-Defeating

Avoidant

Borderline

Self-Defeating Mood Disorders

Somatoform Disorders

Anxiety Disorders

Passive-Aggressive

Depressive

Borderline

Dependent

Paranoid

Schizotypal

Avoidant

years), we found that depression (as measured by Beck’s De-

pression Inventory) and anxiety (as measured by Spiel-

berger’s State-Trait Anxiety Scale) were highly comorbid

with personality disorders as an aggregate. We found that

18% of the sample met the criteria for at least one personal-

ity disorder (self-report form of the CATI), 25% were mildly,

moderately, or severely depressed, and 16% were moder-

ately to severely anxious (trait anxiety). We concluded that

there is a danger for clinicians to focus their diagnoses on

symptoms that can be medicated or treated in a short course

of psychotherapy instead of on the more chronic manifesta-

tions of personality disorders, the latter of which are more

likely to have a pervasive effect on the individual’s function-

ing and remain unabated if not targeted directly.

In other clinical studies, Kunik et al. (1993) evaluated de-

pressed older adult inpatients and found that 24% also had a

comorbid personality disorder diagnosis. Similarly, Thompson,

Gallagher, and Czirr (1988) reported that 33% of depressed

older adults participating in a psychotherapy outcome study
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were comorbidly diagnosed with a personality disorder. Moli-

nari and Marmion (1995) used a structured personality disor-

der scale to assess personality disorders in elderly patients with

mood disorders, reporting a 63% comorbidity rate. Similarly,

personality disorders were commonly comorbid among older

(58%) and younger (66%) adults suffering with a chronic men-

tal illness (Coolidge, Segal, Pointer, et al., 2000). In one of the

few studies of personality disorders among older persons with

clinically significant anxiety, Coolidge, Segal, Hook, and Stew-

art (2000) found that 61% met criteria for at least one personal-

ity disorder. This latter finding converges with Sadavoy’s (1999)

impression that because personality disordered individuals

likely have difficulty modulating their worry, intense anxiety

can be triggered. The primary effect of a comorbid personality

disorder in a patient with diverse types of clinical disorders is

that treatment will be more complicated, longer, and less effec-

tive than in similar patients without personality disorder

pathology. We examine this issue more fully later in this book.

Regarding the comorbidity of personality disorders with

other personality disorders, our study (Coolidge et al., 2006) of

community-dwelling people over 60 years of age (total N =

114) demonstrated that those with at least one clinical person-

ality disorder elevation, 27% (4 of 11 participants) had two

or more personality disorders. In contrast, the younger sample

(N = 512; age range = 18 to 50) had a 20% prevalence rate (104

out of 512 participants) of at least one clinically elevated per-

sonality disorder scale. Approximately 47% (53 of 114 partici-

pants) of those with at least one clinically elevated personality

disorder scale had two or more personality disorder scales.

Many studies have recorded the comorbidity of personality

with other personality disorders in younger populations (e.g.,

McGlashan et al., 2000; Oldham et al., 1992), and there is no

reason to think this pattern will change dramatically as a mere

function of growing older. It is even possible for the comorbid-

ity to become worse in later life, especially in cases in which

previously adaptive styles and behaviors become maladaptive

over time and vulnerabilities, previously hidden, become un-
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covered. The presence of a dementing illness in individuals with

a personality disorder warrants other special considerations.

Personality Disorders and Dementia

Perhaps the ultimate overarching task in late life is that of life

review; looking back over one’s life, reflecting on it, and making

meaning from the journey. Erik Erikson’s (1963) influential de-

velopmental theory posited a conflict between ego integrity and

despair, with the successful outcome being the achievement of

wisdom. As clinicians, we recognize that there can be many

hurdles along the way. Wisdom might be a possible outcome,

but simply becoming old does not guarantee its achievement.

There are certain essential requirements to negotiate this

developmental task. One is an adequately intact cognitive infra-

structure to support the process of life review. This assumes a

degree of memory intactness, as well as the capability of ab-

stract reasoning, judgment, and insight. As a dementing illness

progresses, the capability for this becomes progressively limited

and ultimately lost.

Another requirement is a characterological infrastructure

that supports and enables the ability to take one’s self—one’s

life—as object, to reflect on and analyze it. This requires that

the individual is capable of both achieving an internal focus and

tolerating the affect this engenders. The individual with a per-

sonality disorder who also has dementia is thus doubly, and

synergistically, compromised.

Normal aging of the brain does not greatly alter one’s per-

sonality, but organic brain disease does. When brain pathology

serves to alter one’s premorbid personality, the individual can

present with what appears to be a personality disorder and al-

most meet criteria for a diagnosis. However, for a diagnosis of a

personality disorder, the traits need to be present by early

adulthood. Although the diagnosis can be difficult, the tempo-

ral factor is key.

When an individual with a personality disorder develops de-

mentia, the effect can be to increase the degree of the personality
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disorder, to decrease it, or to neutralize (or cancel) it. The de-

mentia process causes changes in premorbid personality in gen-

eral. Personality changes often occur even before the dementia is

diagnosed, and typically appear to correspond with the progres-

sion of the dementia. In general, dementia tends to induce an in-

crease in self-centeredness and a decrease in flexibility. The latter

can increase the maladaptive expressions of a personality disor-

der. The self-centeredness (reflecting increasing difficulty in cre-

ating novel responses and set-shifting) can also exacerbate

premorbid personality traits, especially those defining Cluster B

personality disorders. Paranoia and schizophrenic-type with-

drawal are also frequently observed.

As the dementia progresses, generally the individual’s per-

sonality is perceived, and described by family members, as

being less than prior to the onset of the dementia. The individual

is described as being less outgoing, less assertive, less task fo-

cused, and less conscientious than he had been historically.

(Unfortunately, hostility often appears to hold up as a stable,

dementia-resistant trait.) Caregivers frequently report that the

personality changes in the individual with dementia are experi-

enced as more burdensome than the memory deficits or the

physical requirements of the caregiving (Williams, Briggs, &

Coleman, 1995).

How might we understand the relationship between de-

mentia and personality changes? They can reflect the actual de-

generation of discrete areas of the brain (e.g., the hippocampus)

and association areas. They can reflect the effects of coexisting

medical conditions or medications the individual is taking. Thy-

roid dysregulation and poorly controlled diabetes, for example,

can have significant effects on the personality. Steroids and

psychotropic medications, often prescribed to older adults, can

induce marked personality changes. The organic brain pathol-

ogy can exaggerate premorbid personality traits such as repeti-

tion and perseveration superimposed on the individual with

Obsessive-Compulsive Personality Disorder. What is less often

considered, but highly relevant, is the effect of feedback from

others as experienced by the dementing brain. Consider how a

predisposition to paranoid suspiciousness and distrust, anxiety,
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or dependency can be enhanced, or unmasked, as the dementia

declares itself and progresses.

Conclusions

Why is the study of epidemiology and comorbidity of personal-

ity disorders so important in later adult life? Clinicians have

historically been reluctant to diagnose personality disorders for

a confluence of reasons. Regardless of the age of the patient,

part of the resistance may stem from the very concept of per-

sonality disorders. Because their defining characteristics include

pervasive, maladaptive, and inflexible behaviors that cause sig-

nificant impairment and distress and are generally stable over
time, clinicians may consciously avoid making personality disor-

der diagnoses because of negative connotations, bleak prog-

noses, and fiscal disincentives. Prior to 1980, another problem

was that there were neither specific criteria for the personality

disorders nor a specific threshold for their diagnosis (e.g., 5 of 8

criteria must be met for a diagnosis). With the advent of the

multiaxial DSM-III in 1980, polythetic criteria and an overall di-

agnostic threshold were specified. Placing personality disorders

on Axis II, however, inadvertently separated them from other

clinical syndromes and relegated them to a secondary status,

leading to the often used demarcation, 799.9 Diagnosis Deferred
on Axis II. Ironically, a diagnosis of mental retardation is also

currently placed on Axis II, with the inference that both of

these classes of syndromes (mental retardation and personality

disorders) become evident by adolescence or much earlier and

have a chronic and unremitting life course.

We have also highlighted the dangers in overemphasizing

the Axis I disorders at the expense of minimizing or ignoring

personality-based factors. The identification of comorbid Axis I

disorders is important, but if these symptoms are largely

caused by the underlying personality pathology, then the med-

ications and psychotherapies targeting overt manifestations are

unlikely to make major inroads into the pervasive disruption in

the person’s life. With an appropriate diagnosis on Axis II for
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these patients, therapeutic changes are more likely, especially if

the medications for their depression, anxiety, or aberrant

thinking make them more amenable to psychotherapeutic in-

terventions. With creative and innovative therapies being in-

troduced frequently in clinical psychology and coupled with

empirically tested and well-honed older therapies, the progno-

sis for the personality disorders could likely be more sanguine.

The recognition that personality disorders often occur co-

morbidly not only with Axis I clinical syndromes but also with

other personality disorders is important because clinicians must

resist the inclination to settle on single personality disorder di-

agnosis without examining the near equally likely circumstance

that two or more personality disorders may coexist. We have

presented in Table 6.1 the most likely occurring comorbid Axis

I clinical syndromes and Axis II personality disorders with each

personality disorder. We have also listed the comorbid personal-

ity disorders in decreasing likelihood of their comorbidity (based

on our empirical study, Coolidge et al., 2006) where this evi-

dence was available.

Finally, we reemphasize a major point of our discussion.

Despite the overall high probability that medication, psy-

chotherapy, or their combination will not change genetically de-

termined temperaments underlying personality disorders, these

interventions can be highly successful in changing the behav-

ioral manifestations of personality disorders such that signifi-

cant improvements can take place in the patients’ and their

families’ lives. Even after a lifetime of the disruptive behaviors

and difficult relationships that are associated with personality

disorders, older adults can be as amenable to treatment as

younger adults. It is for these reasons that the greater recogni-

tion and understanding of the prevalence and comorbidity of

personality disorders in later adult life are important. We

strongly encourage further research in these areas.
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7
C h a p t e r

Theories of Personality Disorders:
Cognitive, Psychoanalytic, 

and Interpersonal

It has been said that there is nothing more practical than a

good theory. It was Albert Einstein who stated that “It is

the theory that decides what we can observe.” These ideas

can be applied to our understanding of theoretical approaches

to psychopathology and psychological treatment.

The role of theory in clinical practice simply cannot be

understated. Early in the treatment process, the clinician must

begin to develop a coherent case conceptualization (com-

monly called a case formulation). Although there is no uni-

versal approach to this process, the formulation can generally

be described as the clinician’s theoretical analysis of the cur-

rent case, typically addressing the questions: What has caused

the person’s present difficulties (symptoms) to develop? And

what maintains those symptoms? The formulation is thus a

set of educated hypotheses about the etiology of the person’s

problems, which must be grounded in defined theories of the

particular disorder or clinical construct of interest.

The case formulation is crucial because it drives treatment:

It helps the clinician think critically about the interventions

that should be applied and those that should not. Throughout

treatment, the case formulation is often revised and reconsid-

ered depending on how the patient is responding. We firmly be-

lieve that without a case formulation, treatment is likely going

to fail, and this is especially true with personality disorders. 
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Since publication of DSM-III, in 1980, when the personality disor-

ders were placed on Axis II (separate from the clinical syndromes),

personality disorder research has undergone unprecedented

growth in the breadth and quantity of empirical studies and in

studies that have attempted to account for the etiology and origins

of personality disorders.

Etiological theories of personality disorders are nearly as

numerous as the paradigms that attempt to describe behavior in

general psychology. Focusing on five major paradigms, which

have contributed strongly to the advancement of knowledge

after decades of personality disorder research, we speculate

about possible applications of these paradigms to aging individ-

uals. In this chapter, we examine the cognitive, psychoanalytic,

and interpersonal models, which are all prominent psychologi-

cally based perspectives for personality disorders. Each of these

seeks explanations for personality disorders in the immediate

phenomenological and social world of an individual. In Chapter

8, we discuss two prominent biological theories of personality

disorders (the evolutionary and neurobiological paradigms).

Cognitive Theories of Personality Disorders

It may be useful to define what is meant by the various terms

cognitive theory, behaviorism, cognitive therapy, and cognitive-
behavioral therapy (CBT). Theories of cognition are as old as the

original foundations of psychology. Cognitive psychology was

originally the study of internal mental processes. Wilhelm

Wundt, a German psychologist and arguably the founder of

psychology, used a method, in 1879, called introspection in

which his subjects would be asked to reflect inwardly on their

thought processes and respond outwardly with their observa-

tions. Hermann Ebbinghaus, also a German psychologist and

Wundt’s contemporary, published seminal experimental stud-

ies of learning and memory beginning in 1885. For approxi-

mately the next 4 or 5 decades, these studies would be

subsumed under the rubric experimental psychology.
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Beginning in the 1920s, John Watson, an American psy-

chologist, founded the theory of behaviorism, which formally

rejected Wundt’s method of introspection, psychoanalysis, and

any theory or practice that addressed unobservable or unmea-

sureable traits or processes. Watson and behaviorism’s subse-

quent proponents, like American psychologist B. F. Skinner,

argued that psychology could only advance scientifically if it

confined itself to observable behaviors that can be readily

measured or counted. Skinner maintained this uncompromis-

ing stance until his death in 1990. He is considered to be the

progenitor of operant conditioning, which holds that an organ-

ism’s behaviors can be created and controlled by contingent

reinforcement and punishment. Behaviorism had also earlier

adopted the work of Russian physiologist Ivan Pavlov

(1849–1936) who observed that natural behaviors (like fear)

could be brought under control by new (novel) stimuli. The

study of these procedures was called classical conditioning. Op-

erant and classical conditioning became the two main theoret-

ical pillars of behaviorism, although role modeling and

imitation were added later.

However, there was growing discontent with the behavior-

ism paradigm because important mental processes such as lan-

guage and grammar production, attitudes, beliefs, and desires

were all largely ignored or considered unscientific endeavors by

radical behaviorists. Eventually, their harsh stance led to the 

development of the broader discipline, cognitive psychology,

which reembraced the study of internal mental processes and

broadened to include learning and memory, intellect, attention,

perception, reasoning, problem solving, creativity, as well as

mental representations and symbols. More recently, many in

this paradigm have recognized that the empirical methods and

experimental designs of cognitive psychology have great appli-

cation to the study of any mental state, its representations, and

such processes as the manifest productions of introspection and

phenomenology. Perhaps most important, these practitioners

developed a set of techniques and strategies to aid in the treat-

ment of psychological distress and mental disorders.
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Cognitive Therapy Basics

Cognitive therapy is a type of short-term psychotherapy that in-

volves the recognition of distorted, illogical, or unhealthy

thoughts with the goal of replacing them with less distorted and

more logical and adaptive ones. The approach was typified in

the 1950s and 1960s by Albert Ellis, who created Rational Emo-

tive Behavioral Therapy, and Aaron T. Beck, who claims the

specific rubric Cognitive Therapy. With the adoption of many of

the behavioral techniques applied to psychopathological behav-

iors (e.g., use of homework assignments, trying out and evalu-

ating new behaviors, role-playing and behavioral rehearsal,

exposure strategies, and using positive and negative reinforce-

ment to increase adaptive behaviors) in the cognitive therapy

paradigm, the term cognitive-behavioral therapy became the more

general term in the field. Indeed, the overlap between cognitive

therapy and cognitive-behavioral therapy is great.

Beck, Ellis, and other cognitive-behavioral therapy pro-

ponents make similar suppositions. For example, these ap-

proaches assume that an individual’s thinking and thought

patterns are intimately connected to his or her feelings and

behaviors. The theory suggests that an event, in and of itself,

is not the cause of an emotional response, but rather it is how

the individual interprets or perceives that event (i.e., cognitive

processes) that causes an emotional reaction. Consider the

death of a loved one as an example. It might be assumed that

this death would automatically make someone sad and de-

spondent, but that is not always the case. An older person

who has died of a long, painful, and debilitating disease might

not provoke the same feelings in their respective loved ones as

would the death of a young healthy person in the prime of

life. Indeed, in this example, whether we experience relief or

intense despair depends on the meaning that we attach to the

death. Thus, according to the theory, our attitudes and beliefs

about an event give rise to our emotions and not the events

themselves. It should be emphasized that this central concept

is by no means a recent one: Centuries ago, Phrygian Stoic
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philosopher Epictetus (circa 101 A.D.) expressed his view in

The Enchiridion, stating that “Men are disturbed not by things,

but by the view which they take of them” (Epictetus,

c. 101/1955). Modern-day cognitive theorists embrace this

ancient notion that our thoughts profoundly influence our af-

fect and behavior. Two important corollaries to this central

tenet are that (1) cognitions can be monitored and changed

and (2) by changing our thinking patterns or our attitudes or

perspectives about an event, we can exert desirable changes

in emotions and behaviors, even in situations in which we

have little or no control over the external precipitant (Dobson

& Dozois, 2001).

Cognitive-behavioral therapy is a time-limited approach

and is considered a short-term psychotherapy, particularly in

contrast to much longer treatments such as psychoanalysis or

Jungian therapy. Cognitive-behavioral therapy is highly in-

structional and patients are frequently given homework as-

signments outside of the therapy sessions, which can also

shorten the therapeutic process. Cognitive-behavioral therapy

is also more akin to those who practice behavioral therapy in

that, although the therapeutic relationship is deemed impor-

tant to therapeutic outcomes, the relationship itself is not

seen as the primary curative factor. Cognitive-behavioral

therapists do believe in a trusting relationship between thera-

pist and patient; however, they believe that a successful ther-

apeutic outcome occurs when their patients learn to identify

unhealthy thinking patterns and then alter their thoughts ac-

cordingly. Cognitive-behavioral therapists, therefore, empha-

size the recognition of irrational and harmful thinking and

the learning of self-counseling skills. The therapist and patient

set goals collaboratively and then monitor progress toward

the goals. Cognitive-behavioral therapists listen, encourage,

and help patients learn and apply methods to challenge nega-

tive thinking, whereas the patient’s role is to express concerns

and implement the self-counseling techniques learned in

treatment.
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Application to Personality Disorders

Pretzer and Beck (1996) believe that cognitive therapy has

particular value in the treatment of personality disorders. In-

terestingly, Beck is one of the very few theorists to offer an

ultimate explanation for personality disorders from an evolu-

tionary perspective and also to offer specific therapeutic in-

terventions for their amelioration. Beck’s theorizing follows

the traditional evolutionary explanations (which are ex-

panded on in Chapter 8). Simply put, Beck (1992) theorizes

that the origins of many modern personality disorders devel-

oped from specific conditions in the ancestral environment

that are now maladaptive in the present environment. He la-

beled these behaviors, which were successful in the ancestral

environment, primeval strategies. For example, persons with

Antisocial Personality Disorder exhibit the primeval strategy

of predation. Persons with the Histrionic Personality Disorder

exhibit the primeval strategy of exhibitionism. Obsessive-

compulsive persons exhibit the primeval strategies of creating

rituals and order. However, understanding personality disor-

ders from a primeval perspective does not obviate the need

for interventions or make these interventions any less suc-

cessful. It does, however, provide a greater theoretical per-

spective for the understanding of personality disorders,

emphasizing that something about the exhibited behavior has

some possible adaptive function, at least at some point in the

past. Whether the distant past or the more recent past (i.e.,

childhood) is a greater influence on the dysfunctional behav-

ior is an important point of debate.

Pretzer and Beck (1996) noted that persons with personal-

ity disorders pose significant problems for therapists because

the pervasiveness, chronicity, and range of their symptoms

often make their problems difficult to conceptualize clearly. Be-

cause cognitive-behavioral techniques are problem focused,

Pretzer and Beck note that they may be used to alleviate cur-

rent stress and to accomplish deeper changes necessary for fu-

ture successes.
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As noted earlier, cognitive therapies are theoretically

based on a phenomenological paradigm—that events them-

selves do not directly cause our emotions but rather that emo-

tions are caused by our attitudes and reaction to those events.

In practice, cognitive therapy is highly pragmatic and strongly

emphasizes individualized effective treatments. This ap-

proach hypothesizes common underlying misperceptions in

people (of all ages) with personality disorders. The identifica-

tion of the patient’s particular misperceptions is crucial for

cognitive therapy to proceed. Commonly occurring misper-

ceptions include (a) all-or-none thinking (i.e., seeing per-

sonal qualities or situations in absolutist black-and-white

terms, and failing to see the shades of gray in between), (b)

catastrophizing (i.e., perceiving negative events as intolerable

catastrophes—making mountains out of molehills), (c) label-

ing (e.g., attaching a global label to oneself, “I am a loser,” in-

stead of referring to a specific action or event, “I did not

handle that particular situation very well”), (d) magnifica-

tion and minimization (i.e., exaggerating the importance of

negative characteristics and experiences while discounting

the importance of positive characteristics and experiences),

(e) personalization (i.e., assuming one is the cause of an

event when other factors are also responsible), and (f)

“should” statements (using should and have-to statements to

provide motivation or to control behavior).

Underlying these specific logical errors or cognitive distor-

tions are schemas or core beliefs held by people that influence

their perceptions and thoughts at the conscious level. Schemas

are often expressed as unconditional evaluations about the self

and others, including beliefs that “I am incompetent,” “I am de-

fective,” “I am unlovable,” “I am special,” “Others are hurtful

and not to be trusted,” “Others need to take care of me,” and

“Others must love and admire me.” Schemas are generally

thought to be formed early in life and tend to persist if no con-

scious effort is made to identify, examine, and challenge them

(Dozois, Frewen, & Covin, 2006). Some examples of cognitive
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distortions and schema relevant to personality disorder pathol-

ogy include:

� An individual with Paranoid Personality Disorder is prone

to habitually and chronically perceive others as deceitful,

abusive, and threatening.

� An individual with Borderline Personality Disorder is prone

to sort people into categories of either “all good” or “all bad.”

� An individual with Histrionic Personality Disorder often

labels what another might consider a minor hassle as a real

threat and also perceives him or herself as lacking the re-

sources to cope.

� An individual with Obsessive-Compulsive Personality Dis-

order tends to be a slave to “shoulds” and “oughts,” which he

and others must fastidiously and uncompromisingly adhere.

� An individual with Dependent Personality Disorder sees

herself as weak, incompetent, and inadequate, requiring

constant reassurance, nurturance, and direction.

A cognitive therapist will evaluate his or her patient for

their specific misperceptions, attitudes, assumptions, schemas,

and interpersonal strategies and generally use a different inter-

vention strategy with each type of personality disorder and per-

son with a specific type of personality disorder (Beck, Freeman,

& Associates, 2003).

Many cognitive therapists have developed empirically

tested approaches for dealing with the various personality dis-

order groupings. For example, cognitive-behavioral therapist

Marsha Linehan has developed an approach specifically for

treating the Borderline Personality Disorder, called dialectical

behavior therapy (DBT), which is discussed in Chapter 10.

Other cognitive-behavioral interventions have been developed

for the full spectrum of personality disorders (Beck et al.,

2003; Pretzer & Beck, 1996; Young, 1999; Young, Klosko, &

Weshaar, 2003) although empirical support is in the nascent

stages. Interestingly, Young’s approach has a developmental

perspective in which he delineates five different unhealthy de-
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velopmental environments in which a child might be raised,

each of which contributes to creation of a discernable number

of distinctive core beliefs, called Early Maladaptive Schemas.

Research should address the question of whether (or to what

extent) these core beliefs remain constant or change through-

out the life span.

Cognitive therapies have done little to address specifi-

cally the issues associated with aging and personality disor-

ders, although some cognitive therapists have begun to

address general aging issues that may have some application

to older persons with personality disorders (e.g., Reinecke &

Clark, 2004). The individualized treatment approaches that

cognitive-behavioral therapists have developed should, how-

ever, adapt well to the unique challenges that older persons

with personality disorders present. An excellent reference for

CBT approaches with older adults has recently been pub-

lished (Laidlaw et al., 2003), and although the book focuses

largely on treating clinical disorders and problems, some

strategies can apply directly to the treatment of personality

disorders among older adults.

Psychoanalytic Theories of Personality Disorders

Psychoanalytic accounts of the origins, diagnosis, and treatment

of personality disorders fit well into the contemporary research

and literature of personality disorders. When Freud (1899/1913)

originally conceived of psychoanalysis, he grounded it firmly in

the sciences of his time, particularly the work of Charles Darwin.

Although Freud did not specifically elaborate on the effects of

natural selection and Darwinian processes for normal and abnor-

mal psyches, he recognized the effects instincts and tempera-

ments had on the developing and adult personality structure and

afforded them a central status. To his credit, he also recognized

the importance of environmental features interacting with these

instincts and temperaments to produce long-lasting psychologi-

cal effects. Thus, in Freudian theory, early childhood experiences
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and parenting styles interact with heritable factors and, there-

fore, play dominant roles in the final form of the adult psyche.

Freud can also be credited with developing some of the

earliest theoretical foundations of personality disorders such as

the Dependent, Passive-Aggressive, Borderline, Narcissistic,

Histrionic, and Obsessive-Compulsive Personality Disorders.

Besides their instinctual bases, he viewed these personality dis-

orders as emerging from unsuccessful resolutions of the psycho-

sexual stages of development he posited. We now examine the

psychoanalytic concepts relevant to the formation and mainte-

nance of these and other personality disorders.

Provinces and Instincts of the Psyche

Freud’s three provinces of the psyche (i.e., ego, id, and super-

ego) are all household names. He postulated that they per-

formed their functions through a form of psychic energy

derived directly from instincts. He defined an instinct as an in-

born and innately compelling directive in psychological

processes rooted in organic or biological determinants. Later in

his life, Freud divided instincts into two categories: life and

death. Life instincts become mental representatives of all bod-

ily needs, which require satisfaction through survival and re-

production (better known as the sex instinct). The life instincts’

principal agent is the ego, and according to Freud, the ego

owed its very existence to the need for satisfying bodily needs

and making realistic transactions with the environment. The

ego also transforms or sublimates death instincts that serve the

ends of life rather than the ends of death. All life instincts are

driven by a very well-known form of psychic energy—the li-

bido (although earlier in his writings he proposed the libido de-

noted only sexual energy).

Freud apparently developed his notion of death instincts

based on the terrible destructions of World War I and through

his very realistic fears of future destruction through another

world war. His notion of a death instinct was, however, entirely

consistent with his core idea that behavior consisted of innate

and environmental stimuli. Death instincts, therefore, were
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built into living matter in the very earliest transmutations of in-

organic forms into life forms. The goal of the death instinct was

ultimately to return matter into its inorganic, lifeless form.

While writing The Future of an Illusion, he even vilified any

benevolent Providence and the beginning of any kind of higher

existence after death (Freud, 1928). The goal of the death in-

stinct for Freud was extinction.

Neuroses, Psychoses, and Personality Disorders

Freud called his earliest conception of neurosis neurasthenia,
and he saw all neurasthenias as rooted in sexual difficulties.

Later, he differentiated the neurasthenias into different types,

such as anxiety, hysteria, melancholia, narcissistic, obses-

sional, sexual, and war neuroses. He maintained that neu-

roses had no specific etiologic factor but that their nucleus,

regardless of neurotic type, was the Oedipal conflict (or pre-

sumably Electra conflict for women) during the phallic stage.

Neurotics, in general, had the common symptom of anxiety,

either manifest or latent. When DSM-III adopted a more be-

havioral approach than the formerly psychoanalytically based

DSM-II, it dropped the specific term neurosis but not the essen-

tial idea that a group of disorders had at their core the symp-

tom of anxiety. Notably, some of Freud’s other neuroses were

later categorized by the DSM as personality disorders, such as

narcissistic (Narcissistic Personality Disorder), obsessional

(Obsessive-Compulsive Personality Disorder), and melancho-

lia (Depressive Personality Disorder). In summary, many of

Freud’s neurotic types serve as clear prototypes for modern

personality disorders.

Freud’s conception of psychosis also plays a fundamental

role in modern psychoanalytic interpretations of the more se-

vere personality disorders: Schizoid, Schizotypal, Borderline,

and Paranoid Personality Disorders. Contemporary psychoan-

alysts (e.g., Kernberg, 1996) view psychoses as a crisis in

identity fusion and diffusion in the integration of self and

others. There is a prominence of primitive ego defenses such
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as projection, denial, and omnipotence. In high affective

states, there is a severe loss of reality testing often resulting in

a lack of differentiation between self and object representa-

tions. A splitting often occurs under these conditions to pro-

tect psychotic persons from their perceived chaotic and

aggressive conditions. According to Kernberg, the current

cluster of symptoms of the Borderline Personality Disorder

typifies the psychotic personality organization.

Kernberg (1996) has attempted to classify modern per-

sonality disorders into psychoanalytic schema. He views the

interrelationships among personality disorders as varying

along several continua. First, personality disorders may vary

from mild to extreme severity. He considered Obsessive-

Compulsive and Depressive Personality Disorders in the

mildest category and characteristic of the neurotic personal-

ity organization. The Dependent, Histrionic, and Narcissistic

(some of the better functioning narcissists) Personality Disor-

ders were considered by Kernberg to be more severe than

mild but less severe than extreme, and he considered them to

be in the “high” borderline personality organization. Kern-

berg viewed the Paranoid, Schizoid, Schizotypal, Borderline,

Antisocial, and Narcissistic (some of the more malignant nar-

cissists) Personality Disorders in the “low” borderline person-

ality organization. By high personality organization he

meant that these people could achieve some satisfactory so-

cial and occupational adaptational levels, whereas people in

the low category more often could not.

Kernberg (1996) views one of the benefits of psychoana-

lytic conceptions of personality disorders as allowing a combi-

nation of both the categorical and dimensional criteria, such as

viewing modern personality disorders as groups of categories

along a severity dimension. Kernberg also argues that psycho-

analytic theory also has the advantage of viewing personality

disorders from a developmental perspective in that varying lev-

els of temperamental affective and aggressive states interact

with parents and culture to shape the ultimate expressive

symptomatology of personality disorders.
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Psychoanalytic Theory and Aging

Freudian theory is preeminently a theory of early childhood, yet

given many of Freud’s adult life experiences, this is somewhat

ironic. From about 4 years before the publication of Interpreta-
tion of Dreams in 1899, Freud began describing himself as old in

letters to his friend Wilhelm Fliess (even though Freud was only

40 at the time). He became very depressed and remained so for

years after the death of his aged father Jacob in 1896. Nearing

the age of 60, Freud agonized over the fate of his adult sons in

World War I. Thus, throughout his later adult life, he struggled

with his feelings of being old and unproductive. Nevertheless,

psychoanalytic theory and Freud’s own psychoanalytic practice

with young and older adults always kept its clinical eye toward

early childhood as the root of any adult problem.

Formally, at least, Freud did address at least one theoretical

aspect of aging—death. As noted earlier, he did hypothesize a

death instinct, thanatos, and clearly mocked those who held be-

liefs of life after death, a beneficent divine Providence, and the

belief that eventually good is rewarded and evil is punished. For

Freud, belief in a god or gods and other religious ideas were

formed through the ego defense of reaction formation in the

face of what he viewed as the crushingly superior force of na-

ture. In his own life, particularly over the last 2 decades while

he suffered greatly from jaw cancer, he nevertheless remained

stoic and productive, even if he remained highly self-critical. It

is perhaps unfortunate that Freud and psychoanalytic theory

did not formally address the issues that aging and death pose for

adjusted and maladjusted persons.

A Brief Note about the Humanistic Approach

In contrast to the more conflict-based and mechanistic infra-

structure of the psychoanalytic theories, the humanistic theory

describes the individual’s innate drive to achieve more evolved

developmental trajectories, including affective, cognitive, inter-

personal, and behavioral domains. This theory perhaps speaks

more to personality resilience than pathology. Abraham Maslow
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(1954), for example, posited a sequence of needs and motiva-

tions, the meeting of which served to organize the individual.

These ranged from the most basic (i.e., life supporting) through

the most highly evolved (i.e., altruism, actualization, and self-

transcendence). Due to the emphasis on positive development,

this approach offers little theoretical clarification of the person-

ality disorders, although it remains a popular force in promoting

warm, encouraging, and authentic relationships, which are

viewed as essential features of most psychotherapies (for clinical

and personality disorders alike).

Interpersonal Theories of Personality Disorders

Interpersonal theories tend to have a broad theoretical perspec-

tive, including interactions with others and the effects that cul-

ture, gender, and environmental factors have on the individual

psyche and outward behavior. Such theorists as Harry Stack

Sullivan, Abraham Maslow, Carl Rogers, Sidney Jourard, Timo-

thy Leary, and Lorna Smith Benjamin may be good representa-

tives for aspects of interpersonal theories, but psychoanalyst

Karen Horney developed one of the premier, time-tested, inter-

personal theories. Her theory addressed the continuum of psy-

chologically healthy and unhealthy as well as cultural and

gender issues, yet her simple language allowed easy access by

nonprofessionals. Furthermore, one of Horney’s biographers

(Paris, 1994) described that what Horney wrote of as neuroses
should now best be conceived of as modern personality disor-

ders. For our exposition, we focus on Horney’s model.

Karen Horney was born in Germany on September 16,

1885. She was trained as a medical doctor and underwent psy-

choanalysis herself with Karl Abraham who was a close friend

and associate of Freud. From 1915 to 1932, she worked as a

psychoanalyst in private practice and later taught and practiced

psychoanalysis at the Berlin Psychoanalytic Institute. She

moved to the United States to direct the Chicago Institute for

Psychoanalysis and then moved to New York City in 1934 to
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practice and teach at the New School for Social Research. She is

best remembered for a number of creative and insightful books,

The Neurotic Personality of Our Time (1937), New Ways in Psycho-
analysis (1939), Our Inner Conflicts (1945), Neurosis and Human
Growth (1950), Feminine Psychology (a collection of her writings

published posthumously, 1967), and Final Lectures (1987).

Because of her strong objections to some traditional

Freudian ideas, such as inherited temperaments, penis envy,

and the death instinct, she was expelled from the New York Psy-

choanalytic Institute in 1941. She then cofounded her own

group, the Association for the Advancement of Psychoanalysis.

She expanded her ideas far beyond the borders of traditional

psychoanalysis and also had interests in Zen and oriental

philosophies. She died in New York City on December 4, 1952,

at the age of 67.

Horney’s Interpersonal View of the Personality,
Personality Disorders, and the Basic Conflict

Horney’s major disagreement with traditional Freudian theory

was over the Freudian concept of instincts in personality devel-

opment and the genesis of psychopathology. Horney thought

that environmental, social, and family relationships played a

much stronger role in the development of the normal and ab-

normal personality than did Freud. Central to her thinking was

the concept of a basic conflict or basic anxiety, which Horney

(1945) defined as:

the feeling a child has of being isolated and helpless in a potentially

hostile world. A wide range of adverse factors in the environment can

produce this insecurity in a child: direct or indirect domination, indif-

ference, erratic behavior, lack of respect for the child’s individual

needs, lack of real guidance, disparaging attitudes, too much admira-

tion or the absence of it, lack of reliable warmth, having too much or

too little responsibility, overprotection, isolation from other children,

injustice, discrimination, unkept promises, hostile atmosphere, and so

on and so on. (p. 41)
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To cope with these environmental disturbances, Horney

thought that all children would develop ways of coping along

three dimensions: a child can move toward people (Compliant

type), against them (Aggressive type), or away from them (De-

tached type). She further postulated that the three ways of cop-

ing are not mutually exclusive, such that a child may use two or

more ways of coping at the same time. Given particular envi-

ronmental circumstances, a child may come to rely on one way

of coping, and this style might become their predominant mode

of behaving. Horney thought these predominant modes crystal-

lized into neurotic trends, resulting in one of the three neurotic

types: Compliant, Aggressive, or Detached.

Horney’s Description of Types

Compliant Type (Moving toward People)
Compliant types have a strong and compulsive need for affec-

tion, approval, belonging, and human intimacy. They need a

partner on whom they can regularly rely for help, protection,

and guidance. Their urge to satisfy these compulsions is so

strong that they often forget what their own real feelings are be-

cause they become so sensitive to their partner’s feelings. They

become so unselfish and self-sacrificing that they have a

warped view of their own needs and feelings. They are so com-

pliant and overconsiderate that they tend to see everyone as

trustworthy and nice when, in fact, some people are not. This

discrepancy frequently leads Compliant types into disappoint-

ment, failure, and a deepening sense of insecurity. They become

unassertive, uncritical, unable to make even reasonable de-

mands on others, and unable to strive for and achieve their own

personal goals. Of the Compliant type, Horney (1945) wrote:

Also, because his life is altogether oriented toward others, his inhibi-

tions often prevent him from doing things for himself or enjoying

things by himself. This may reach a point where any experience not

shared with someone—whether a meal, a show, music, nature—be-
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comes meaningless. Needless to say, such a rigid restriction on enjoy-

ment not only impoverishes life but makes dependence on others all the

greater. (p. 53)

Horney summarized the Compliant type as having some of

these essential characteristics: pervasive feelings of weakness

and helplessness and a strong tendency to subordinate oneself

to someone else, which leads to inferiority, and a strong de-

pendence on others, including rating oneself completely by

what other people think. In the modern diagnostic system

(DSM-IV-TR), Horney’s Compliant type is similar to the Depen-

dent Personality Disorder and the Self-Defeating Personality

Disorder (from the DSM-III-R).

Aggressive Type (Moving against People)
Horney saw Aggressive types as viewing all people as hostile, so

they adopt a “tough” appearing life stance. Interestingly, Horney

thought that Aggressive types were exacerbations of the Dar-

winian concept where only the fittest survive and the strong an-

nihilate the weak. Aggressive types, therefore, see it as essential

that they pursue only their self-interests and learn to control

and manipulate others. Horney believed that the Aggressive

type’s other neurotic features, such as compliance needs or de-

tachment needs, might ultimately shape their outward behavior.

For example, if an Aggressive type also had strong compliant

features, their outward behavior might use indirect methods

such as being oversolicitous or getting others obligated to recip-

rocate. If an Aggressive type is concurrently inclined toward de-

tachment, they will also be inclined to indirect methods rather

than open domination or aggression, because the latter brings

them into uncomfortable contact with others.

Horney proposed that Aggressive types also have a strong

need to excel, to be successful, and to be acknowledged by oth-

ers as powerful, dominant, and supreme. In this respect, the

Aggressive type is as dependent on others as is the Compliant

type. Aggressive types need others to affirm their supremacy.
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They need to exploit and manipulate others. Feelings are

viewed as a weakness. Love is mostly irrelevant. An Aggressive

type will more typically marry to improve their social standing,

prestige, or wealth. They also have great difficulty admitting 

to any weaknesses or fears. Horney thought they were con-

sequently likely to find “drastic” ways of attempting to con-

trol their fears. For example, Aggressive type parents might

throw their children in the water, in a sink-or-swim attitude, to

teach their children to swim. Some Aggressive types practice

putting their fingers over a flame to teach themselves to over-

come pain and the fear of pain.

Although Aggressive types appear to be fearless and un-

inhibited, Horney thought they actually were as inhibited as

the Compliant type. The Aggressive type’s inhibitions center

about the expression of emotion, forming friendships, love,

sympathy, and empathy. They become highly contemptuous

of those who do share their emotions, because Horney

thought that Aggressive types are actually highly ambivalent

about the expression of emotions. They despise its free ex-

pression in others because they view it as a sign of weakness

(that they themselves might still possess), yet its expression

leaves others vulnerable, which Aggressive types should wel-

come. Horney thought the resulting inner struggle left the Ag-

gressive type as conflicted and confronted by their basic

anxiety as any of the other major neurotic types. The Aggres-

sive neurotic trend is present to a great extent in the modern

Antisocial Personality Disorder (e.g., in their hostile affect),

Paranoid Personality Disorder (e.g., in their emotional cold-

ness and brutal rationality), Borderline Personality Disorder

(e.g., in their intense anger), and the Narcissistic Personality

Disorder (e.g., in their desire for power and manipulation of

others). Indeed, empirical support for the relationships be-

tween Horney’s neurotic types and personality disorders and

their features has recently been reported (Coolidge, Moor, Ya-

mazaki, Stewart, & Segal, 2001; Coolidge, Segal, Benight, &

Danielian, 2004).
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Detached Type (Moving Away from People)
Horney proposed that this neurotic trend did not just involve an

estrangement from other people but also an alienation from

oneself. As Horney (1945) wrote:

that is a numbness to emotional experience, an uncertainty as to

what one is, what one loves, hates, desires, hopes, fears, resents,

believes. . . .

Detached persons can be quite like the zombies of Haitian lore—

dead, but revived by witchcraft: they can work and function like live

persons, but there is no life in them. (p. 74)

Horney thought that Detached types strive both con-

sciously and unconsciously to distance themselves from others,

particularly in regard to any emotional ties or bonds, including

loving, fighting, cooperation, or competition. She thought they

also have a strong need to be self-sufficient, and one way to re-

duce their reliance on others is to reduce their general wants

and needs. Horney (1945) wrote:

He is inclined to restrict his eating, drinking, and living habits and

keeps them on a scale that will not require him to spend too much time

or energy in earning the money to pay for them. He may bitterly resent

illness, considering it a humiliation because it forces him to depend on

others. (p. 76)

Detached types were also thought to have a strong need for

privacy. They prefer to work alone, live alone, and even eat

alone. Horney believed that Detached types express a kind of

hypersensitivity to any kind of obligation or coercion, no matter

how subtle. For example, she proposed that Detached types

might even resist the physical pressure of such things as “col-

lars, neckties, girdles, shoes.” In the current DSM-IV-TR, the

Schizoid Personality Disorder has many of the same features as

Horney’s Detached type.
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The Resolution of Neurotic Conflict

Horney did not think these neurotic trends could be changed

simply by evasion, willpower, rational thinking, or coercion,

but she did think they could be changed through psychoanaly-

sis. An analyst might help a patient to discover the roots and

conditions that brought that patient’s particular personality

dimensions into existence. Horney thought that the overall

goals of therapy would vary depending on the patient’s partic-

ular expression of their conflicts. However, she thought that

patients must learn to assume responsibility for themselves

and feel active and responsible for their decisions and the con-

sequences of those decisions. Patients should also develop an

inner independence, which might involve establishing their

own hierarchy of values and apply these values to their own

lives. Ultimately, patients would come to develop spontaneity

of feeling where they would become aware and alive with

feeling; they also develop the ability to express these feelings

yet have a feeling of voluntary control over them. Finally, Hor-

ney proposed that the most comprehensive formulation of a

goal of therapy should be wholeheartedness. Horney (1945)

wrote:

to be without pretense, to be emotionally sincere, to be able to put the

whole of oneself into one’s feelings, one’s work, one’s beliefs. (p. 242)

Horney, Feminist Psychology, and Humanism

Although Horney is most often associated with the psychology

of feminism, by the mid-1930s, she had evolved into a more

general humanist. She became interested in the liberation of

both sexes and less concerned with the study of their differ-

ences. In 1935, she delivered the following public lecture:

First of all we need to understand that there are no unalterable quali-

ties of inferiority of our sex due to laws of God or nature. Our limita-

tions are, for the greater part, culturally and socially conditioned. Men
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who have lived under the same conditions for a long time have devel-

oped similar attitudes and shortcomings.

Once and for all we should stop bothering about what is feminine

and what is not. Such concerns only undermine our energies. Stan-

dards of masculinity and femininity are artificial standards. All we def-

initely know at present about sex differences is that we do not know

what they are. Scientific differences between the two sexes certainly

exist, but we shall never be able to discover what they are until we have

first developed our potentialities as human beings. Paradoxical as it

may sound, we shall find out about these differences only if we forget

about them.

In the meantime what we can do is to work together for the full

development of the human personalities of all for the sake of general

welfare. (as cited in Paris, 1994, p. 238)

Horney, Aging, and Personality Disorders

As noted earlier, Horney’s neurotic types are now best described

as personality disorders. She did not directly address changes as a

function of aging in her three personality types or three person-

ality dimensions. However, she did address the interpersonal

issue of aging for the two sexes and thought that women suffered

more greatly than men as a function of aging because of a cul-

tural bias toward the erotic attractiveness associated with youth-

fulness. She thought men who were frightened and depressed by

the prospects of becoming middle aged could be considered ab-

normal, because that was an unusual response compared to

men’s typical responses to middle age. However, for women, she

felt it was a more common response because of society’s empha-

sis on youthful physical attractiveness; Horney found this natural

outcome abhorrent and that an age-phobia was “pathetic.” In

women, it was even more pernicious for two reasons: First, aging

fears in women stifle their development when they are younger

and create great insecurity; ironically, this is when they are seen

as physically attractive by their cultures. Second, as women age

into their 30s and 40s, these anxieties and depression about aging
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create an unnecessary and unhealthy jealousy between mothers

and daughters that frequently spoils their relationships.

Horney emphasized that aging is a problem for both men

and women, but that it becomes an increasingly desperate prob-

lem if either gender holds youth and erotic attractiveness as

chief values. She felt all people would suffer the loss if the im-

portant qualities of maturity like poise, independence, auton-

omy of judgment, and wisdom were not core societal and

personal values. If society’s core values remain youth and at-

tractiveness, according to Horney, beginning in people’s 20s, in-

security begins to rob people of their worth, and she considered

insecurity the greatest evil of her time and culture.

Conclusions

In this chapter, we have reviewed the cognitive, psychoana-

lytic, and interpersonal paradigms of personality disorders

and aging. Cognitive theories of personality disorders tend to

be framed through individuals’ phenomenological world, yet

their treatment of personality disorders tends to be grounded

in precise behavioral assessment techniques. Thus, cognitive-

behavioral assessment and interventions are ideally suited to

aging persons with personality disorders. The assessments 

and interventions are not yet uniquely developed for groups

of older persons with personality disorders, as cognitive-

behavioral theorists have done for some personality disorder

types like the borderline category. However, because of the

emphasis on the individual phenomenological world of any

person with a personality disorder, the special issues associ-

ated with aging can be appropriately assessed and treated.

Psychoanalytic theorists have also tended to ignore the par-

ticular challenges that aging poses for people with personality

disorders. In general, psychoanalytic thought has always fo-

cused itself on childhood roots for adult personality problems.

Freud generally ignored aging issues from his psychoanalytic

perspective; ironically, he appeared to suffer greatly from his
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own aging issues, and he appeared to view himself as old well

before his time. Kernberg, a contemporary psychoanalytic the-

orist, proposes that psychoanalysis still has much to offer in the

diagnosis and treatment of personality disorders. The main

techniques of psychoanalysis—free association, dream analysis,

and the interpretation of the transference reaction—would still

be highly appropriate to some of the issues of older persons

with personality disorders.

Horney’s interpersonal theory of neurotic types (i.e., per-

sonality disorders) perhaps addressed issues of aging more di-

rectly than the other two theories in this chapter. Horney also

saw that two aging issues, a cultural bias toward the erotic at-

tractiveness associated with youthfulness and the dependent

emphasis of qualities associated with maturity, like poise, inde-

pendence, autonomy of judgment, and wisdom, as critical to

the mental health and growth of women. She recognized that

both sexes had to be liberated at the same time to have the full

development of all human personalities.

We have also seen that each of these major theories of per-

sonality disorders presented in this chapter tend to be some-

what deficient when addressing many of the specifics of

personality disorders and aging. One argument could be made

in their favor and that is general personality trait research has

shown an overriding stability of most traits, including some tra-

ditionally abnormal ones such as neuroticism and psychoticism

(e.g., Heatherton & Weinberger, 1994). However, research has

also shown that individual variation in personality traits and

disorders tends to be large, exceeding well-known influences on

the personality, such as gender, by a factor of 30.

Regarding theories of personality, one size does not fit all. We

continue to struggle to arrive at a unified theory that supports

our understanding of the origin, maintenance, and presentation

of personality pathology. Old theories each contribute, and must

be integrated, but cannot stand alone, perhaps especially as they

relate to older adults. For this population, we need to consider co-

hort and historical moments juxtaposed to developmental stages.

The current stage and context need also to be considered in the
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theoretical analysis. What is being asked of the personality so that

it presents as disordered?

Finally, we want to emphasize the point that personality

disorders appear to be a final expression of many factors, in-

cluding significant genetic and constitutional factors, which we

address in Chapter 8. Studies of heritability support the exis-

tence of infrastructure factors. Psychodynamic factors and early

environments also play an important role in shaping personal-

ity (healthy and disordered). From very early in life, a history

of neglect, abandonment, inconsistent and fragile attachments,

trauma, and abuse can lead to disordered styles of relating to

the others and the world. Whereas most of the research in this

area has focused on Borderline Personality Disorder showing

that people with borderline personality are likely to have had

early trauma experiences (Stone, 1993), it is likely that diverse

unhealthy, unduly stressful, chaotic, or abusive early environ-

ments often play at least some role in the formation of each spe-

cific type of personality disorder.

Because a theoretical understanding of the older personality-

disordered patient is crucial for guiding interventions, let’s recon-

sider the quotes offered at the beginning of this chapter. As

Einstein suggested, a theory is limiting if we adhere dogmatically

to one particular perspective and all that we “see” is “filtered

through the particular lens” of that theory: Some important de-

tails of the case may be overlooked or not given appropriate

weight. We therefore encourage clinicians to become well versed

in a variety of theoretical perspectives, knowing that the ability to

look at older patients and their problems from different vantage

points can be very useful.
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Theories of Personality Disorders:
Evolutionary and Neurobiological

Theories may provide ultimate or proximal explanations

for behavior, particularly in the evolutionary paradigm.

Ultimate explanations attempt to understand behavior based

on our long evolutionary history in our remote ancestral en-

vironments. Proximal explanations seek understanding in

our immediate biological and social environments. In this

chapter, we examine both ultimate and proximal biological

explanations for personality disorders (the evolutionary and

neurobiological theories, respectively). These biological theo-

ries are perhaps most useful in providing foundations for un-

derstanding the origins of personality disorders but they are

less useful for the purposes of case conceptualization and in-

forming treatment.

Evolutionary Theories of Personality Disorders

Current evolutionary psychologists have drawn heavily from

the earlier theory of sociobiology as expounded by E. O. Wil-

son in his influential 1975 book. Wilson based the premise of

sociobiology on Charles Darwin’s book Origin of the Species
published in 1859. Darwin’s central thesis revolved around
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the process of natural selection, which Darwin once summa-

rized as “multiply, vary, let the strongest live and the weakest

die.” Yet, Darwin’s theory could not readily explain behaviors

such as altruism, particularly in cases where the altruistic or-

ganism died in the process. For example, Darwin was puzzled

by a group of insects that produced no descendants. How

could a whole caste of ants be sterile? He vaguely suspected

that it had something to do with the survival of the whole

family of ants, all of the castes. Darwin likened it to making a

well-flavored soup where the individual contributions are lost,

although he worried that his failure to explain the phenome-

non would be fatal to his whole theory.

Basic Concepts of Evolutionary Theory

Sociobiology came to posit at least three mechanisms to ac-

count for such altruistic behaviors: (1) kin selection, (2) kin al-

truism, and (3) reciprocal altruism. Kin selection proposes that

survival be examined from the point of view of the gene: There

are numerous examples in the animal kingdom where an or-

ganism sounds a warning call or in one way or another exposes

itself to a predator. These acts are typically labeled altruistic, be-

cause it appears that the organism is unselfishly concerned with

the welfare of others, even to its own detriment. Sociobiologists

prefer to label it a selfish act because that organism is simply

helping exact copies of its own genes to survive and propagate.

Furthermore, the term kin selection implies that the organism is

more likely to commit this act when the other organisms are

highly related to it and less likely when they are distantly re-

lated or not related. Thus, altruistic acts are more likely when

the relationships are parent-child, sibling-sibling, cousins, dis-

tant relatives, strangers, and different species, in decreasing

order of probability.

When an organism sounds a warning call even if it has not

yet reproduced itself, its close relatives may survive to repro-

duce. Thus, the gene for self-sacrifice will survive, probably in

at least half, if not more, of the organism’s siblings. The life of
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the self-sacrificial animal is short but not that much shorter (in

evolutionary time) than those animals that survive. However,

the gene for self-sacrifice will survive for a long time, perhaps

millions of years, because this gene is ultimately selfish. By

perishing at the right time, copies of itself will survive and

flourish.

Evolutionary psychologists, thus distinguish between kin
altruism (i.e., offering to help relatives) and true altruism, or

their preferred label reciprocal altruism (i.e., helping someone

unrelated). Thus, nepotism (i.e., people in power giving jobs to

their relatives) has a biological basis according to evolutionary

psychologists. The concept of kin altruism allows us to explain

Darwin’s dilemma about the sterile ants. If the sterile ants spent

their time helping fertile ants to survive and reproduce (and

they do), some of the genes of the sterile ants would also sur-

vive in the survival machines of the fertile ants.

Reciprocal altruism (i.e., good deeds done for nonrelatives)

is viewed by evolutionary psychologists as simply another form

of genetic selfishness, based on the idea that humans who coop-

erate with one another are more likely to survive than those

who do not. In the ancestral environment, it may have meant

that those humans who cooperated in a hunt were more likely

to have been successful than solo hunters, and those humans

who protected their families in a larger group were more likely

to survive from an attack than solo families. Thus, it is no small

irony that the Golden Rule is also the basis for reciprocal altru-

ism: Do unto others as you would have them do unto you. Re-

ciprocal altruism invokes doing a favor for a nonrelative because

they may return the favor. Because reciprocal altruism may

have played such a central role in the survival of the ancestral

families in securing protection and food, it is not surprising that

evolutionary psychologists have strongly emphasized its role.

Evolutionary psychologists emphasize that natural selec-

tion typically favors a predominant behavioral pattern yet al-

lows alternative or dissimilar patterns to develop and persist.

These patterns (both the predominant and alternatives) are

called evolutionary stable strategies (ESS). They further purport
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that an optimal and stable ratio develops between the predomi-

nant and alternative patterns. In our original example, this

means that the ratio of fertile ants to sterile ants develops and

stabilizes over time. If the population of ants became domi-

nated by the sterile ants, it would create an inherently unstable

structure and would more than likely become extinct.

To explain further the development of ESS, British biolo-

gist John Maynard Smith coined the term frequency-dependent se-
lection. Frequency-dependent selection states that the value of a

trait will decrease as its frequency in the population increases.

In practice, this means that natural selection places an upper

limit on the predominance of any trait, which allows for an al-

ternative and usually dissimilar behavioral trait. To relate this

concept to personality disorders, evolutionary psychologists

would posit that people with Antisocial Personality Disorder

traits could persist in the gene pool as an alternative pattern to

the predominant pattern of a culture’s members practicing kin

altruism and reciprocal altruism. However, it could not be a

predominant pattern because not everyone, nor even a major-

ity of societal members, could practice cheating and neglectful

parenting and have that culture survive. From this basic foun-

dation of evolutionary theory, we now examine clusters of per-

sonality disorders from an evolutionary psychology perspective;

Recall, however, the evolutionary approach can be most useful

in understanding the origins of dysfunctional personality traits

in society, not the specific causes of personality disorder in any

one individual.

Application to Antisocial, Histrionic, Narcissistic,
Dependent, and Avoidant Personality Disorders

Evolutionary psychologists speculate that this seemingly dis-

parate group of personality disorders might have developed in

the ancestral environment because of varying ESS with regard

to status hierarchies (which are characteristic of nearly all pri-

mates). A status hierarchy implies that organisms living in
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groups fall along a continuum from dominant to submissive. By

evaluating the success of fighting or submitting, individuals

maximize their outcomes for obtaining mates, food, or other re-

sources. It is thought that some inherent genetic predispositions

drive people to their natural place in a group status hierarchy.

For example, inheriting an above average tendency for aggres-

sion and a below average tendency for avoiding harm might

place an organism closer toward the dominant end of the status

hierarchy. Those with the opposite tendencies would be closer

to the submissive end of the status hierarchy. By not challenging

every other organism for a place in the status hierarchy, organ-

isms are able to maximize their resources, in part, by not wast-

ing them on unnecessary competition.

Evolutionary psychologists propose that individuals with

either Antisocial Personality Disorder or Histrionic Personality

Disorder “cheat” their way into the status hierarchy. For exam-

ple, the antisocial person disregards and violates the rights of

others with chronic patterns of aggression, deceitfulness, irre-

sponsibility, and a lack of remorse. The DSM-IV-TR states that its

prevalence rate is 3% in males and 1% in females, and these

rates are relatively invariant across the world. Evolutionary psy-

chologists suspect that antisocial persons often steal the re-

sources of others rather than earn them by their place in the

status hierarchy. Antisocial men may fake their parental invest-

ment so as to fool women into thinking they will be stable fathers

when they will not be. Antisocial women may fool men who are

actually high in parental investment to impregnate them despite

the women’s lack of commitment to the relationship or the chil-

dren. In both cases, antisocial genes are passed on.

Individuals with Histrionic Personality Disorder also

“cheat” their way into the status hierarchy but by different

strategies. Histrionic people are excessively emotional, flam-

boyant, and attention-seeking, and this pattern occurs more

frequently in females. By exaggerating their sexuality, they

attract spouses. By exaggerating their needs and wants

through excessive emotional displays, they gain resources

they would not ordinarily gain in the hierarchy.
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Evolutionary psychologists propose that even in the ances-

tral environments (say 100,000 years ago) natural selection

may have begun to favor the one man-one woman reproductive

dyad. Yet, frequency-dependent selection allowed the develop-

ment of some alternative forms. Some men, perhaps with natu-

ral predilections against hard work, parental investment, and

faithfulness found it easier to steal resources rather than earn

them. Some found it easier to force or trick women into sex:

The greater their abilities to aggress against, deceive, or mislead

others, the greater their success at reproduction. In the ancestral

environment, abandoning a pregnant woman may not have

been as successful a reproductive strategy as staying with her

and providing her and the child with resources. However, aban-

doning 5 or 10 pregnant women may still allow a few of the re-

sulting children to survive to reproductive age, ensuring the

survival of antisocial genes. A population might never be able to

support 50% of its members being antisocial, because too many

children would likely be abandoned and not reach reproductive

age themselves. Such a population would perish quickly. How-

ever, frequency-dependent selection would have allowed some

stable percentage, such as our present 3% and 1% antisocial

prevalence rates for males and females, respectively.

With regard to the Antisocial Personality Disorder, evolu-

tionary psychologists might postulate that natural selection

places a lower upper limit on women than it does on men. They

base this difference on men and women’s differing reproductive

strategies. A woman who abandons her child shortly after birth

has less chance of passing on her genes than a man who aban-

dons his child shortly after birth. A woman’s strategy of promis-

cuity and child abandonment must not have been successful in

the ancestral environment. Nonetheless, an alternative ESS of

Antisocial Personality Disorder has persisted in women but

only at about one-third the prevalence rate for men.

Thus, the modern DSM Antisocial Personality Disorder cri-

teria of deceitfulness, irresponsibility, and a lack of remorse all

had useful consequences for reproduction. Deceitfulness allows



Evolutionary Theories of Personality Disorders 215

antisocial men to steal others’ resources, to impregnate other

men’s mates, and to have that man raise that child as his own.

Their irresponsibility and lack of remorse allows them to aban-

don their children without hesitation. The latter is also true of

antisocial women, although it appears to be a much less suc-

cessful evolutionary strategy in women. The emotions (primar-

ily guilt and sympathy) that evolved to prevent cheating either

did not develop or were diminished to the extent that they did

not prevent cheating. Women with antisocial and histrionic

traits may have used their deceitfulness to deceive men high in

parental investment into thinking they would be good and

faithful mates and mothers. Their irresponsibility and lack of re-

morse would also allow them to leave their children with a man

with high parental investment. Indeed, some men, but not all,

may be successful at raising these abandoned children to repro-

ductive age, thus passing on the antisocial and histrionic genes

of the mothers.

People with features of Narcissistic Personality Disorder are

perhaps, on the surface, more clearly related to ancestral status

hierarchies than the other disorders in this group. Narcissistic

persons are attracted to power, have a high need for admiration,

and lack empathy. They often abuse people whom they feel are

beneath them, especially if these attacks also build up the nar-

cissist. They often exaggerate their own successes while they

denigrate or greatly envy the successes of others. The basis of

the Narcissistic Personality Disorder is one of status and its

maintenance. They are also seen as cheaters by evolutionary

psychologists because their self-centeredness and lack of empa-

thy means that they will take advantage of others and be poor

reciprocators.

The Dependent Personality Disorder and Avoidant Per-

sonality Disorder can also be viewed as disorders of the ances-

tral status hierarchy. Dependent persons are known to make

excessive attachments to another person in the status hierar-

chy. Through their exceptional submissiveness, they avoid all

the dangers of competition in the hierarchy. A negative
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consequence of this strategy, however, is that they are subject

to abuse and domination by their partner. A similar pattern is

seen among avoidant persons. They actively avoid social situ-

ations and competition. They should not necessarily be seen

as submissive, however, because they choose not to partici-

pate in the status hierarchy. Theoretically, this means that

they must maintain and survive without the benefits of the

group, and although it is a low frequency solution, it survives

and persists, nonetheless, in modern societies.

Application to Borderline Personality Disorder

The DSM-IV-TR states that people with Borderline Personality

Disorder have a chronic pattern of instability in interpersonal

relationships, impulsivity, intense anger, suicidal attempts, and

stress-related dissociative episodes. Borderline Personality Dis-

order has an early adult onset, and may occur three times more

in females than males. On the surface, it appears that individu-

als with these features would not have much reproductive suc-

cess. However, according to the DSM-IV-TR, its prevalence rate is

about 2% in general populations throughout the world, 10% of

all patients in outpatient settings, 20% among psychiatric inpa-

tients, and 30% to 60% of all patients with a suspected person-

ality disorder. Thus, it is a relatively common personality

disorder despite this array of seemingly negative elements.

One reason for its persistence from an evolutionary per-

spective may be that, although Borderline Personality Disorder

may be highly heritable, an adult onset in contemporary society

might have meant that in the ancestral environment reproduc-

tion might have taken place at a much earlier age. Thus, this

array of features may not have yet been present when that indi-

vidual was selecting a mate or attempting to keep a mate. From

this perspective, Borderline Personality Disorder symptoms may

not have had any particular evolutionary value but they did not

hinder reproduction because of their later adult onset in the an-

cestral environment. Indeed, this explanation might be true for
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most, if not all, of the personality disorders. Their adult onset

might not have hindered early (e.g., adolescent) reproduction.

However, the consistency of the cluster of symptoms in the Bor-

derline Personality Disorder and other impulsive types appears

to require another explanation.

One possibility for the general impulsivity in affectivity,

cognition, and behavior in the Borderline Personality Disorder

may reside in the nature of impulsivity itself: Impulsivity in

the ancestral environment might have had some positive con-

sequences (e.g., Jensen et al., 1997). Jensen et al. postulated

that ancestral environments might have varied along several

continua including safe versus not safe, resource-rich versus

resource-impoverished, and time-optional versus time-

critical. In environments that were unsafe, impoverished, and

time-critical, they argued that humans’ survival may have de-

pended on hypervigilance, rapid-scanning, quickness to fight

or flee, and motorically high activity (e.g., to forage or move to

a warmer climate). Jensen et al. reasoned that not all environ-

ments may have been harsh and not all individuals would

have needed these extreme symptoms. However, they hypoth-

esized that in the harshest environments, traits that allowed

some individuals to fight or flee quickly and to be “response-

ready” may have ensured the survival of group members who

were more docile or placid. Again, frequency-dependent se-

lection might have allowed such “deviant” behavior but also

placed an upper limit on its prevalence.

A seemingly tougher symptom to explain from an evolu-

tionary perspective is suicidal behavior common among people

with Borderline Personality Disorder. One proposed explana-

tion is based on the supposition that depression and low self-

esteem have some latent adaptive value. For example, when

failing in an attempt to obtain a mate or resource through com-

petition, individuals may temporarily suspend aggressive be-

haviors, allowing them to reevaluate their behavioral goals and

strategies, perhaps resulting in greater success in later endeav-

ors. This time-out period may also allow individuals to lower
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their expectations resulting in fewer disappointments and un-

successful and dangerous challenges in the status hierarchy.

Lowered expectations and a drop in the status hierarchy may

also result in self-protection because that individual may be

less likely to be perceived as a threat by more dominant indi-

viduals. Regarding actual suicidal behavior, Torgersen (1994)

has suggested that suicidal acts among the extremely de-

pressed, terminally ill, or some aged persons are a form of kin

altruism—with their death, siblings, and close genetic relatives

have more resources.

Application to Paranoid Personality Disorder

According to the DSM-IV-TR, people with Paranoid Personality

Disorder are hypervigilant, distrustful, suspicious, and patho-

logically jealous. As noted, Jensen et al. (1997) hypothesized

that hypervigilance might have been adaptive in ancestral envi-

ronments where conditions were unsafe, there were few re-

sources, and time was of the essence. They further proposed

that such “response ready” individuals would be at an advan-

tage over more contemplative or phlegmatic individuals, partic-

ularly in primitive battlefield situations.

For males in the ancestral environment, distrustfulness,

suspicion, and jealousy might have been of adaptive value in

reproductive relationships to help ensure that any resulting

children from a sexual union were from that male and not

some other male. From a female’s perspective, these same traits

might have helped to ensure that a male mate did not share

precious resources with other females. Because these personal-

ity disorder traits seem to be highly heritable (and additive), in-

dividual differences in the magnitude of these traits is to be

expected. The Paranoid Personality Disorder is also one of the

more prevalent personality disorders, thus, perhaps reinforcing

the notion of the value of hypervigilance and jealousy in the

ancestral environment.

Some evolutionary psychologists (e.g., Stevens & Price,

1996) even argue that the paranoid disposition is a trait that all

humans share to some extent. They postulate that life has al-
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ways taught us to expect trouble. They hypothesize that typical

social interactions keep our suspicions at bay and reinforce our

trust in others. In those individuals where their paranoid pre-

dispositions are higher than normal, their paranoia and suspi-

ciousness further isolates them from social interactions that

might otherwise ameliorate their paranoid tendencies.

Application to Schizoid, Schizotypal, and Avoidant
Personality Disorders

Individuals with Schizoid Personality Disorder are highly de-

tached from nearly all social relationships and have a restricted

range of emotions in interpersonal interactions. A schizoid

person is the quintessential loner, who appears aloof, cold, and

remote to others. Even when pressed into relationships, they

do not appear to enjoy them, including sexual interactions. In-

dividuals with Schizotypal Personality Disorder share two of

the same criteria as the Schizoid Personality Disorder: (1) con-

stricted affect and (2) a lack of close confidants. Like schizoid

persons, schizotypal persons have serious social and interper-

sonal difficulties. Unlike schizoid persons, schizotypal persons

have in addition eccentricities in their thinking and reasoning,

such that they find highly personal meanings in meaningless

events (ideas of reference) and have odd beliefs and speech or

magical thinking. Like the Schizoid and Schizotypal Personal-

ity Disorders, individuals with Avoidant Personality Disorder

are also socially inhibited. Avoidant Personality Disorder traits

also include negative evaluations of self and great restraint in

social and interpersonal relationships, which are both longed

for and feared.

Some individuals who are either forced into seclusion (by

the death of their family) or who socially or interpersonally

withdraw for other reasons may function at least semi-normally

by themselves; sometimes they even do original work on their

own. One factor for that success might be that their seclusion

may foster conditions that allow or generate creativity and orig-

inality (e.g., fewer social or emotional distractions).
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Another factor is that diseases (particularly fatal ones) may

have been transmitted more readily with increasing social inter-

action. A schizoid, schizotypal, or avoidant individual in the an-

cestral environment, who reluctantly participated in social or

sexual unions, might have been subsequently much less suscep-

tible to diseases that were socially transmitted. It might also be

possible that the restricted emotional expressions in these indi-

viduals (having “poker faces”) would make them less vulnerable

to manipulation and being taken advantage of when engaging in

reciprocal altruistic acts.

In summary, evolutionary psychologists believe that per-

sonality disorders persist because of frequency-dependent se-

lection. Behavior traits that do not predominate and have rather

low prevalence rates survive because individuals with these

traits found adaptive niches in the ancestral environment.

Evolutionary psychologists have not yet directly addressed

the issue of personality disorders and aging, but numerous gen-

eral evolutionary theories of aging exist. Kirkwood (2000) sug-

gested that aging and senescence were the price humans paid

for their evolutionary success. Indeed, our somatic cells age

while our genes have the potential to be immortal. Bouchard

and Loehlin (2001) observed that evolutionary psychologists,

although addressing the evolutionary adaptiveness of personal-

ity disorder traits in the ancestral environment, have not yet ad-

equately studied personality disorders in the evolutionary

perspective in regards to aging.

Neurobiological Theories of Personality Disorders

Evolutionary psychologists’ explanations for current behavior

based on the evolution of behavior in time-distant ancestral en-

vironments are said to be ultimate explanations. They use the

word ultimate in the primary sense of furthest back in time, re-

mote, or distant. Neurobiological theories of behavior are said

to be proximal explanations, in the sense that they are closely

and directly linked to our current biological functioning. From

a proximal neurobiological perspective, the present evidence
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that personality disorders have a neurobiological basis is beyond

question. Debates now center on such issues as the extent of

the contribution of genes to personality disordered behavior

and the malleability and limits to the amelioration of personal-

ity disorders. Also of question are what particular interventions

are necessary for changing personality disordered behavior and

whether these interventions change across the life span.

Now let us explore the parameters of what is meant by a bi-

ological basis for a personality disorder. The major parameter

for a biological basis of any behavior is genes. Genes are actually

locations along chromosomes, which are structures inside the

nucleus of cells. A particular gene location consists of a double

strand of deoxyribonucleic acid (DNA), which is made up of

only four amino acids—adenine, thymine, cytosine, and gua-

nine. These amino acids accomplish two main tasks: First, their

own replication (and thus, survival of the greater organism);

second, the coding of larger protein molecules, which in turn

control nearly all other functions of living organisms, including

such basic tasks as respiration, heart rate, blood pressure, and

digestion and such higher level functions as survival, intellec-

tual endeavors, and personality traits.

Heredity patterns focus on the different forms of genes

called alleles. A person’s specific combination of alleles is called

a genotype. The observed behavior of an individual as a result of

his or her genotype is called a phenotype. There are at least three

major forms of genotypic transfer: (1) major dominant gene

transmission, (2) recessive gene transmission, and (3) additive

gene transmission. There are also other genetic reasons for par-

ticular phenotypes that are not transmitted from parents to

their children such as new mutations (that can subsequently be

heritable) and changes in chromosomes (e.g., extra chromo-

somes or repeated DNA sequences).

One of the most well-known examples of a pathological

phenotype due to a major dominant gene is Huntington’s dis-

ease (HD). This progressive dementing disorder causes major

dysfunction in intellectual and memory processing and eventu-

ally death. Huntington’s disease is caused by a single dominant
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allele. These individuals inherit one dominant allele (coding for

the disease) and one normal (but recessive) allele. Because the

two alleles each split during reproduction, the children of HD

individuals have a 50-50 chance of inheriting the dominant al-

lele, thus 50% of the children of an HD parent will inherit HD.

The second major form of genetic transmission is due to

two recessive alleles that can only express themselves in the

presence of an alike, recessive, but pathological allele. If a per-

son carries only one pathological recessive allele, this person

will not have a noticeable pathological phenotype; however, by

definition, they are called carriers of the disease. Reproduction

with another carrier will result in a 25% likelihood that their

children will exhibit the pathological phenotype, a 50% likeli-

hood that their children will be carriers of the disease, and a

25% likelihood that their children will neither exhibit the phe-

notype nor be a carrier for the disease. It is estimated that over

1,500 diseases or pathological conditions are caused by reces-

sive alleles.

The third form of genetic transmission is less well known

than the other two but accounts for millions of phenotypic

traits, diseases, and conditions. This form is called additive ge-
netic transmission, which involves multiples genes (i.e., poly-

genic; see DeFries, McGuffin, McClearn, & Plomin, 2000, for

an overview of genetic transmission). Most complex human

traits, both physical (e.g., height) and psychological (e.g., intel-

ligence), are thought to be influenced by multiple genes. These

phenotypic traits are typically measured quantitatively along

some scale or dimension. Interestingly, their measurements in

large groups of people often produces a normal distribution

(i.e., a bell-shaped curve) with most people scoring in the mid-

dle of the dimension and fewer people toward either end of the

scale. For quantitative phenotypic traits with a polygenic

cause, it is not often easy to identify a point along the scale

where individuals above a certain point are said to be patho-

logical and individuals below that point are not. Nonetheless,

personality disorder research conventionally measures person-

ality disorders dimensionally yet often treats them as discrete

groups or categories (Millon & Davis, 2000).
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Thus, personality disorders likely have a heritable poly-

genic basis, which is at least as strong as other influences. The

two most traditional experimental sources for the evidence of

the heritability of complex human traits such as personality dis-

orders comes from (1) family studies where the number of af-

fected individuals is traced in single families over generations

and (2) twin studies of identical (monozygotic or MZ) and fra-

ternal (dizygotic or DZ) twins. In twin studies, if a trait is more

alike (i.e., has greater concordance) in MZ twins than in DZ

twins, the trait is thought to have a genetic basis. The concor-

dance rates are measured with correlation coefficients (r)
where a coefficient of 1.00 indicates that a pair of twins (or two

individuals) are absolutely the same on a trait, 0.00 indicates no

relationship whatsoever between the twins, and −1.00 indicates

that the twins are exactly opposite on the trait. Thus, in twin

studies, a genetic influence is indicated where the MZ twin cor-

relation is greater than the DZ twin correlation. The MZ corre-

lation value has been used as a rough estimate of proportional

influence of genes to the variability in that trait. For example, if

a trait has a correlation of .62 in a group of MZ twins and a cor-

relation of .25 in a group of DZ twins, the overall heritability of

the trait can be estimated to be .62, thus 62% of the variability

in the trait may be due to heritable influences. It is also impor-

tant to note a common error in the interpretation of the heri-

tability coefficient. A trait that is said to have a heritability of

.62 does not mean that 62% of the trait is heritable. It does

mean that in this polygenic trait, 62% of the variability of indi-

vidual scores when measured on the trait is attributed to ge-

netic influences.

Whereas most personality disorders have long been noted

to run in families (e.g., Millon & Davis, 2000), the evidence for

their heritable basis from twin studies has only recently been

empirically demonstrated. The first of these was an adult twin

study by Torgersen et al. (2000) who interviewed 92 MZ twin

pairs and 129 DZ pairs using a structured interview for person-

ality disorders. They found a median heritability correlation of

.59 for 10 personality disorders ranging from .79 for Narcissistic

Personality Disorder to .28 for Avoidant Personality Disorder.
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Coolidge et al. (2001), in a study of 70 MZ twin pairs and 35 DZ

twin pairs of children ranging from 5 to 17 years old, used a

parent-as-respondent inventory (Coolidge Personality and

Neuropsychological Inventory; Coolidge, Thede, Stewart, &

Segal, 2002) designed to assess the 12 personality disorders and

their features from DSM-IV-TR. They found a median heritabil-

ity correlation of .75 for the 12 personality disorders with a

range of .81 for Dependent Personality Disorder to .50 for the

Paranoid and Passive-Aggressive Personality Disorders.

In a provocative article, Turkheimer (2000) proposed three

laws of behavior genetics relating to polygenic causes. The first

law is that multiple sources of evidence appear to show that all

complex human behavior is heritable, at least to some extent.

The second law is that the effect of genes on our behavior is

usually greater than the effect of our common family influ-

ences (i.e., shared environment). The third law states that a sub-

stantial portion of the variation in complex behavioral traits is

not accounted for by the effects of genes or family influences

(i.e., nonshared environment). The two twin studies previously

cited (Coolidge et al., 2001; Torgersen et al., 2000) appear to

follow all three of Turkheimer’s laws. All of the personality dis-

orders appear to be at least somewhat heritable and some ap-

pear to be highly heritable, thus outstripping the impact of any

shared or nonshared environmental influences. Typical twin

study analyses include an estimate of the overall heritability of

a trait, the relative differential influence of genes, the family

environment in which the twins are raised (i.e., shared envi-

ronment), and the unique experiences to which each twin

might individually be exposed (i.e., nonshared environment).

The latter statistical estimates are made using a technique

known as structural equation modeling (see Neale & Cardon,

1992, for additional details). Both the Torgersen et al. and

Coolidge et al. studies found that the predominant heritability

model was one that included only additive genetic influences

and unique or nonshared influences. Surprisingly, the effects of

a family’s influence on the formation of a personality disorder

appeared to be the least influential.
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Let’s examine Turkheimer’s third law with regard to these

previously mentioned personality disorder studies: A substan-

tial portion of the variation in personality disorder traits is not

accounted for by the effects of genes or family influences. Ge-

netic researchers label this factor the nonshared environmen-

tal influence, and it accounts for the reason siblings and twins

are different although raised in the same family. The entire

system in which a complex trait arises is characterized by a

high degree of interactivity. This means that genes and envi-

ronmental influences will interact with other genes and envi-

ronmental influences to make simple interpretations of these

separate factors almost absurd. For example, whereas a per-

sonality disorder might have nearly equally heritable and envi-

ronmental contributions, particular genetic influences might

predispose an individual to select a particular environment

that affects the expression of that and other genetic and envi-

ronmental influences.

Although all three sources of influence are involved in this

interactivity, the interpretation of the nonshared environmen-

tal influences present a particularly thorny problem to psychol-

ogists, particularly in light of Turkheimer’s third law. However,

it does not mean that what a family teaches a child does not

matter or does not affect the child’s later adult personality. It

may, however, indicate how siblings can be different despite

being raised in the same family because the unique individual

environments of each child and that child’s peers may be a

more potent cause of the later developmental outcomes of the

child than the shared ones. However, the results of a meta-

analysis of a plethora of studies designed to objectively assess

these unique experiences of individuals are daunting. The

meta-analysis revealed that nonshared environmental influ-

ences are exceedingly difficult to assess and quantify (e.g.,

Turkheimer & Waldron, 2000). Indeed, the results have been la-

beled the gloomy hypothesis, suggesting it may be the nonshared

environmental influences that are too unique, unsystematic,

capricious, and/or serendipitous to measure quantitatively—

although we are likely to hear about these unique influences
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from our patients during treatment. Because of a high degree of

interactivity between genetic and environmental influences,

these unsystematic nonshared environmental influences are

exposed to equally unsystematic genetic processes.

For psychologists interested in personality disorders, this

may mean that additive genetic factors have the greatest influ-

ence on the formation of personality disorders. This may obvi-

ate some guilt in the family members or parents of individuals

with personality disorders, but it clearly stops there. So what if

a personality disorder has a genetic basis? Until highly success-

ful biochemical genetic treatments or other biochemical inter-

ventions are developed, therapists are left to guess what the

individual nonshared environmental factors might be in the

formation of a particular personality disorder in an individual.

Currently, there is no acceptable quantitative method for esti-

mating these influences, leaving the assessment of these influ-

ences to the therapist’s intuitions. It also leaves the necessity of

these evaluations to a successful therapeutic outcome to the in-

tuition and training experiences of the therapist. But the results

of these neurobiological studies are not totally in vain. Prelimi-

nary data suggests that personality disorders are heritable (at

least to some degree), but demonstrating a strong genetic basis

does not invalidate or negate attempts to explain familial, envi-

ronmental, and intrapsychic features that promote and main-

tain personality disorders. Indeed, as is true for most mental

disorders, an inclusive biopsychosocial model is most appropri-

ate for understanding the origins of the personality disorders,

and, perhaps most importantly, for informing interventions.

Conclusions

In this chapter, evolutionary theories of personality disorders

strive to provide ultimate explanations for personality disorders

and they view the behavior of personality disordered individuals

as having persisted from adaptations to the ancestral environ-

ments. These behaviors, which may have had adaptive value in
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the ancestral environment, have become maladaptive in the

current environment. We have also seen that aging and senes-

cence are viewed as the price humans have paid for their evolu-

tionary success. Evolutionary psychologists’ primary theoretical

concerns focus on reproductive success and various acts of altru-

ism. Although there are evolutionary theories of aging, evolu-

tionary theorists have yet to address specifically how aging and

personality disorders may relate in an evolutionary perspective.

From a neurobiological perspective, there is a strong con-

tribution of genetic factors in the creation and maintenance of

most personality disorders. Unique environmental factors may

play an important but apparently secondary role in the proxi-

mal origins of personality disorders. The gloomy hypothesis

suggested that these unique environmental factors may be too

unsystematic, as of yet, to assess in their relationship to per-

sonality disorders. Perhaps, surprisingly, the least influential

factor in personality disorders is that of shared environmental

influence—that is, the effects of being raised in the same family

as our siblings. This is not to suggest that family influences,

family values, and early childhood experiences do not play any

role in the creation of personality disorders; however, the cur-

rent research suggests that our genetic predispositions and

unique experiences play greater roles. Much more work, both

theoretical and empirical, needs to be done in this area. Repli-

cation of twin studies with larger samples assessed with com-

prehensive structured interviews for personality disorders is

one important avenue.
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Assessment

Assessment is a key component of any psychotherapeutic

undertaking. Without an accurate and thorough un-

derstanding of the nature of the patient’s problems, it may be

difficult for the clinician to conceptualize the case, select tar-

gets for treatment (done collaboratively with the patient if

possible), and develop a treatment plan. We view assessment

as part of the treatment process, not as a separate clinical task

to be completed as a precursor to treatment. Assessment

should be considered an ongoing process in which hypothe-

ses are continually being developed, tested, and refined as

treatment progresses.

Identification and assessment of personality disorders is

critical because they exert significant clinical impact and need

to be incorporated into the treatment planning (Dougherty,

1999; Millon & Davis, 2000; Paris, 2003; Rosowsky &

Dougherty, 1998; Rosowsky, Dougherty, Johnson, & Gurian,

1997). We concur with Paris who concluded that “early diag-

nosis of a personality disorder has a great clinical advantage.

If you know this much about a patient, you will not be sur-

prised when he or she presents treatment difficulties or fails

to respond to methods that are effective for others. You can

also adjust your expectations to chronicity” (p. x).
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Compared to Axis I clinical disorders, the assessment of

personality disorders is known to be particularly challenging

and fraught with difficulty. Clinicians and researchers alike

have struggled with their ability to accurately diagnose person-

ality disorders and distinguish one personality disorder from an-

other (Coolidge & Segal, 1998; Westen & Shedler, 2000;

Widiger, 2005). Unfortunately, this process tends to be even

more complicated among older individuals (Dougherty, 1999;

Sadavoy, 1996; Sadavoy & Fogel, 1992). The criteria sets for the

personality disorders simply do not fit older adults as well as

younger adults (Agronin & Maletta, 2000; Rosowsky & Gurian,

1991). As we described earlier, some clinicians may not think to

diagnose personality disorders in their older patients, despite

evidence of having “difficult” patients on their caseloads.

Another important issue concerns the reliability of person-

ality disorder diagnoses. In general, reliability of measurement

refers to consistency, replicability, or stability (Segal & Coolidge,

2006). In psychiatric diagnosis, reliability refers to the extent of

agreement between clinicians concerning the presence or ab-

sence of particular disorders, which is often called inter-rater

reliability. Reliability is highly important because if different

clinicians cannot agree on specific diagnoses, those diagnostic

categories are, at best, of limited value and, at worst, virtually

meaningless (Segal & Coolidge, 2003).

Notably, inter-rater reliability has historically been poor for

the personality disorders (see Mellsop, Varghese, Joshua, &

Hicks, 1982; Spitzer, Forman, & Nee, 1979) although diagnostic

practices have improved in recent years. Nonetheless, research

has documented lower reliability rates for the personality disor-

ders compared to almost all of the major Axis I disorders such

as Major Depression, Panic Disorder, and Schizophrenia

(Grove, 1987). Poor reliability of diagnosis for the personality

disorders is a problem across the life span. An important con-

tributing factor to unreliability has to do with the actual diag-

nostic criteria for the personality disorders because many of the

criteria lack behavioral anchors (thus requiring some level of

judgment on the part of the clinician), the criteria sets lack a
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mechanism for specifying severity in diagnostic categories, and

some criteria overlap among different personality disorders

(Zweig & Hillman, 1999). Another source of unreliability is that

patients rarely present with the classic homogenous signs of

one particular personality disorder; rather, it is common for

them to have some signs and features of several personality dis-

orders (Oldham et al., 1992; Paris, 2005). This is also true

across the life span, which makes accurate diagnosis of person-

ality disorder difficult at any age.

An important point to emphasize about the assessment of

personality disorders is that it cannot be conducted “in a vac-

uum.” A full evaluation of episodic clinical disorders and the pa-

tient’s current mental state should be a part of the comprehensive

assessment. Given that the report or description of enduring per-

sonality characteristics can be seriously compromised in a patient

who is experiencing acute psychopathology or distress, this is not

surprising. And the presence of some clinical disorders can exac-

erbate the patient’s typical personality. Indeed, the aim of all per-

sonality assessment measures is to rate the respondent’s typical,

habitual, and lifelong personal functioning rather than acute,

temporary, or ephemeral states. Making the distinction between

“state” versus “trait” is an important part of the diagnostic pro-

cess, one which has significant implications for case formulation

and intervention.

Thorough and careful assessment has long been a hallmark

of geropsychological practice (Qualls & Segal, 2003; Segal,

Coolidge, & Hersen, 1998), a development which was necessi-

tated by the types of complex cases commonly seen in clinical

practice. Older adults presenting for mental health treatment

are much more likely than younger adults to have significant

comorbid health issues, real catastrophic losses (e.g., death of a

spouse), complicated histories, and numerous other psychoso-

cial stressors. Older adults are also less familiar with psycholog-

ical testing and assessment, which can make them anxious and

fearful about the process and perhaps unmotivated to cooper-

ate. All of these issues complicate the assessment of personality

problems among older adults. In this chapter, we discuss five
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primary elements that should be considered pieces of a thor-

ough assessment of personality disorders among older patients:

(1) chart/records review, (2) clinical interview of the patient,

(3) interview with informants, (4) self-report objective person-

ality inventories, and (5) semi-structured interviews. For each

approach, we identify and discuss issues and challenges in eval-

uating older adults. Before proceeding, we want to emphasize

that an understanding of the patient’s normal and maladaptive

personality traits is critical to the therapeutic process. Mental

health clinicians do not treat disorders or problems; rather, we

treat people with disorders and problems and, thus, an under-

standing of the person we are treating is essential.

Chart/Records Review

In some clinical contexts in which older patients may be evalu-

ated (e.g., nursing homes and rehabilitation hospitals), charts or

records may be available. In long-term care settings in which

patients have had lengthy stays, these charts may be volumi-

nous. In cases where records are accessible, it behooves the cli-

nician to thoroughly examine them as part of the assessment

process. A review of such records may show important behav-

ioral patterns of the patient that are observed by members of

the treatment team. Such patterns may give clues to personality

disorder features shown by the patient, especially if the same

traits are seen by different professionals. For example, passive

and helpless behaviors might be noted by nursing staff and ac-

tivity directors, suggesting a dependent personality style. Ag-

gressive, haughty, and indignant behaviors in another resident

may point to the presence of narcissistic, borderline, or paranoid

features. Noncompliance with treatment may be due to several

factors (e.g., cognitive impairment or depression), but it may

also indicate personality pathology (e.g., passive aggressive or

antisocial traits), and this possibility should be explored.

Records from mental health professionals who have previ-

ously treated the patient can also be important sources of as-
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sessment data. Due to the chronicity and severity of their prob-

lems, many personality disordered older adults have received

treatment at an earlier point in life; in some cases, they have

had multiple experiences with psychotherapy. It is crucial to ask

patients about their past treatment history, and if the patient

has previously consulted a mental health professional, the clini-

cian should ask the patient to sign a “release of information”

form so that records can be requested by the present clinician

and released by the former clinician. This task is often easier

said than done. It has been our experience that many older

adults with personality disorders refuse to grant permission to

request records. In essence, they are telling the clinician at the

outset of treatment that they will not cooperate with treatment

despite their desperate need for assistance. We recommend that

the reasons for their refusal be gently explored, and this may

give some noteworthy clues to the type of personality disorder

present.

Should treatment records be obtained, they should be care-

fully reviewed with particular emphasis on diagnostic formula-

tions (which should be examined closely in the present case)

and on identifying aspects of the prior treatment(s) that seemed

particularly effective (if any exist) and particularly ineffective

(usually some ineffective aspects will be apparent). At a simplis-

tic level, a long history of multiple treatment failures, especially

those indicated by the patient dropping out of treatment prema-

turely and having consistent difficulties forming a bond with

the clinician, should point to the possibility of an underlying

personality disorder. Understanding what did and did not work

in previous treatment may also be valuable in orchestrating cur-

rent treatment. Specifically, if a particular type of intervention

seemed effective (e.g., activity planning or challenging negative

self-statements), the clinician may strive to recreate these as-

pects (so the clinician does not have to “reinvent the wheel”).

Conversely, aspects of treatment that previously were ineffec-

tive should be avoided (so as to not “reinvent a flat tire”). Hy-

pothesis and hunches about the patient’s psychopathology

generated from a review of charts or records should be followed
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up during conversations with the patient, and this topic is dis-

cussed next.

The Clinical Interview of the Patient

When meeting an older patient for the first time, the clinician

often forms some preliminary impressions of the patient as a

person. How does the person come across? Is he or she formal

or relaxed? Aggressive or shy? Entertaining or bland? Patently

bizarre or seemingly ordinary? Does the patient take some ini-

tiative in the session or passively wait for the clinician to pro-

vide the structure? These initial impressions and clinical

intuitions are followed up on during the clinical interview in

which the clinician strives to gather important data about the

patient’s problems and the patient as a person.

An important part of the clinical interview is to take a

thorough history of the patient. One issue is that older adults

with a diagnosis of a personality disorder typically have a long

and complicated history of problems and conflicts. One positive

aspect of this is that clinicians are often presented with a wealth

of information from which to raise diagnostic hypotheses. Pat-

terns of interpersonal difficulties sometimes emerge, which can

help the clinician pinpoint the specific nature of personality dis-

order pathology. The negative aspect to a long history of prob-

lems is that it takes a great deal of time, energy, and focus to

sort through without becoming overwhelmed. Older patients

with personality pathology may also have difficulty accurately

reporting on their behaviors from many decades ago in part be-

cause of the long interval and in part because of inaccurate at-

tention to historical detail and compromised self-perceptions.

In some cases, the personality disorder pathology is quickly

noticeable during the interview. For example, some narcissistic

patients are demanding, immediately challenging of the thera-

pist’s professional qualifications and ability to understand their

unique problems, and they tend to brag. One of our patients, a

narcissistic older man, started the intake session by reporting
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that he had terminated prematurely several recent consulta-

tions with other psychologists when he realized that he was

“smarter” than the clinicians and was wasting his time with in-

ferior people. Another one of our patients began the consulta-

tion by offering his professional resume in exchange for one of

ours. Most people with Schizotypal Personality Disorder are

also easy to identify—their unusual dress and language and

their palpable social discomfort are immediately noticeable.

Some other examples include: histrionic patients who make an

immediate impression with their provocative and flamboyant

behavior, dramatic dress, and overly emotional presentation;

paranoid patients who are brazenly distrustful and defensive

during the interview; and dependent patients who are helpless

and sycophantic. It is important for clinicians to monitor their

emotional reactions to the patient because this often gives valu-

able diagnostic clues and helps clinicians to understand the

types of feelings and reactions that the patient probably engen-

ders in others in the patient’s life. We return to this important

concept of countertransference later.

In other cases, however, it is not as easy to identify the dys-

functional personality. During the interview, the patient may

focus excessively on symptoms of an Axis I disorder. Consider,

for example, a patient who can speak at length about his or her

severe depression and physical problems but not reveal much

about him- or herself as a person. One way to investigate po-

tential personality disorder pathology is to specifically focus the

interview on the patient’s functioning in the social arena. By

asking the patient to describe his or her relationships with sig-

nificant others, friends, and family members over time, the so-

cial impairment associated with a personality disorder often

becomes apparent. It is important to understand if the social

dysfunction is of a long-standing and pervasive nature, which is

required for a personality disorder diagnosis, or if it is merely a

transient, even expectable, reaction to social losses and current

stressors. Consider the example of an older woman who pres-

ents with severe loneliness, isolation, and apathy. If the evalua-

tion reveals that her loneliness is due to the recent death of her
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husband and her subsequent relocation to an assisted living fa-

cility away from many lifelong friends in her old neighborhood,

the possibility of personality pathology is less likely. However, if

the evaluation reveals a lifetime history of alienating others, the

prospect of a personality disorder becomes more likely. To the

extent that the history reveals social problems that have been

recurrent or consistent throughout much of adult life, a per-

sonality disorder is probable.

Another strategy to detect personality disorder pathology

among older adults is to evaluate the extent to which specific

“triggers” exacerbate the patient’s emotional distress. Triggers

refer to specific social circumstances that habitually cause prob-

lems for the patient. Examples of common triggers include: sit-

uations in which the person has to fend for him- or herself and

cannot rely on others, having to deal with authority figures,

needing to ask for help, needing to cooperate with medical pro-

fessionals, having to be assertive with family members or care

professionals, reacting to abandonment (whether real or per-

ceived), and social rejection. It can be enlightening to ask pa-

tients if their emotional symptoms (e.g., depression or anxiety)

tend to develop or worsen after specific social stressors. To the

extent that psychological symptoms and problems are related to

chronic deficiencies in managing interpersonal relationships, a

personality disorder diagnosis is likely.

The assessment of how an individual copes can also reveal

clues about his or her personality organization. Most patients

who seek psychotherapy do so because their ability to cope has

been temporarily outstripped or overwhelmed. In some cases,

the person’s ability to cope is shored up with treatment and no

further intervention is required. However, people with person-

ality disorders tend to have significant and chronic deficits in their
usual coping strategies, and they show patterns of ineffective cop-

ing throughout much of the life course. Thus, when patients

present with a long-standing pattern of poor coping, especially

with minor or typical challenges associated with life, then a

personality disorder should be suspected. Problems with coping
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in one particular instance (e.g., an older man overwhelmed by

the death of his spouse of 60 years) can be expected and easily

understood. Problems with coping that seem pervasive and

chronic are often signs of a personality disorder.

Another potentially challenging assessment issue relates to

the extent to which the personality disorder symptoms have

been “hidden” for much of adult life. As noted earlier, it is likely

that most cases of personality disorder in later life reflect the

continuation of the same disorder from earlier adulthood into

old age. In these instances, the clear and consistent pattern of

dysfunction can be readily understood. However, other cases of

personality disorder may appear to be new in later life, and

these can perhaps be conceptualized as representing a deterio-

ration of more adaptive personality traits in vulnerable older

adults, likely due to an accumulation of stressors in old age. In

these instances, the older patient does not present with a long

history of interpersonal problems or with a pattern of regress-

ing after specific social triggers. Essentially, the personality

pathology has been hidden or contained by significant others in

the person’s life who compensated for the person’s difficulties

and prevented any real dysfunction or distress from occurring.

This so-called invisibility of some personality disorders is exam-

ined further in Chapter 10.

A final issue regarding the clinical interview with older pa-

tients is that all psychosocial data gathered during the interview

must be viewed in the context of physical health. The nature,

severity, and impact of the patient’s current medical illnesses

should be thoroughly assessed by the clinician. This information

is vitally important because many medical problems, some

common to older adults, are known to cause psychiatric condi-

tions (American Psychiatric Association, 2000). In some cases,

older adults present with exacerbations or deteriorations in

their personality traits due to a dementing illness. According to

Zarit and Zarit (1998), common personality changes associated

with dementia include increased aggressiveness, anger, impul-

sivity, disinhibition, dependency, and apathy. Besides dementia,
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Table 9.1 Neurological Diseases, Insults, and Other General

Medical Conditions Known to Cause Personality Changes

Head trauma

Environmental toxicants (e.g., lead, cadmium, mercury, ethanol)

Brain tumor

Dementia

Cerebrovascular disease/Stroke

Huntington’s disease

Epilepsy

Systemic lupus erythematosus

Pernicious anemia

Endocrine conditions (e.g., hypothyroidism, hypoadrenocorticism,

hyperadrenocorticism)

Infections (e.g., meningitis, encephalitis)

however, a host of neurological and other medical conditions

are known to cause personality changes and these are summa-

rized in Table 9.1. If there is no evidence of dysfunctional per-

sonality traits through much of adult life, or if the negative

personality traits are caused by an underlying organic illness, a

personality diagnosis is not warranted. In these cases, a more

appropriate DSM-IV-TR diagnostic option is Personality Change

Due to a General Medical Condition.

It is also imperative to assess the patient’s use of medica-

tions because many medications commonly taken by older

adults are known to cause psychological symptoms. For exam-

ple, some antihypertensive drugs and steroids can induce de-

pressive symptoms, some stimulants and steroids can cause

maniclike symptoms, and some analgesics, bronchodilators, and

anticonvulsants can cause anxiety symptoms (American Psy-

chiatric Association, 2000). Because older adults consume a dis-

proportionate amount of prescribed and over the counter

medications (due to age-related increases in the frequency of

many chronic medical conditions), they are at increased risk for

adverse drug effects. Detrimental consequences can occur be-

cause of harmful drug interactions and the build-up of medica-

tion in the body due to slower metabolization rates associated
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with normal aging. Older adults are encouraged to bring a com-

plete listing of medications to the clinical interview, both pre-

scribed and over the counter. An alternative strategy is for the

patient to bring in the bottles of current medications from

which the clinician can compile a listing (the “brown-bag” re-

view). Due to the significant effects that medical illness and

medications can have on psychological functioning, a referral

for a thorough medical workup is always indicated if the patient

has not recently been medically evaluated.

Interview with Informants

As an adjunct to interviews with the patient, collateral inter-

views with people who know the patient well may be enlight-

ening. Informants may be spouses, children, other family

members, health care providers, or professionals from the pa-

tient’s living setting (e.g., assisted living or nursing home staff).

Individuals who have regular contact with the patient can offer

a unique perspective because they see the patient in varied so-

cial contexts and, in some cases, they may have known the pa-

tient for many years and can speak about lifelong patterns of

behavior, the longitudinal course of the disorder, and degree of

social impairment in the patient. Thus, informants can provide

valuable diagnostic data (especially longitudinal observations)

that can help resolve the state/trait distinction about specific

criterion behaviors. Often, it is advisable to interview the pa-

tient and the close informant conjointly. Rather than hearing

about troublesome interactions from the patient or the inform-

ant, the clinician can directly observe the interactional patterns in

the consulting room, and this can be enlightening. As an exam-

ple, in an individual interview, one of our older male patients

came across as aggressive and angry. During a conjoint inter-

view with his wife, however, the patient appeared more docile

and timorous and was deferential to his wife during the meet-

ing. Because personality disorder symptoms can ebb and flow
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over time and can be amplified or dampened when certain peo-

ple are around (e.g., the patient’s spouse or children; Mroczek,

Hurt, & Berman, 1999), assessment of the patient in multiple

contexts and across different occasions is necessary.

Another advantage of collateral interviews is that patients

with personality disorders tend to lack insight into their own

maladaptive personality traits (Paris, 2003) and distort facts

about their strengths and limitations. Personality-disordered

patients are typically unaware of having a mental illness,

whereas significant others are often acutely aware of the pa-

tient’s problems. It is common that the patient’s self-report of

the problem may not match the report from others, and as such,

clinicians must evaluate all sources of data to make their own

judgments. A final advantage to interviewing significant others

is that the patient’s level of social support can be evaluated and,

if appropriate, significant others may be involved in the treat-

ment process.

In cases where it is unclear from the clinical and/or collat-

eral interview if the patient has significant features of a person-

ality disorder, or in cases where it is probable that the patient

has significant personality dysfunction but it is not clear which

specific personality disorder might be present, further assess-

ment using standardized measures is advisable.

Self-Report Objective Personality Instruments

Clinical psychology has a long and rich tradition of assessing di-

mensions of personality using self-report personality tests

(Segal & Coolidge, 2004). Several popular multiscale instru-

ments have been designed specifically for the assessment of

personality traits and personality disorders among adult re-

spondents. At present, there is no specific inventory designed

for older adults. The current instruments can be appropriately

used with older adults, although some modifications and con-

siderations are necessary. One issue is that older persons (espe-

cially those in the oldest-old cohort) are less familiar and
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experienced with taking psychological tests, so we recommend

that the purpose of personality testing be carefully explained

to older patients to reduce anxiety about and resistance to the

process (e.g., “this test will tell us about you as a person, which

will be very helpful as we proceed with treatment together”).

Routinely encouraging the respondent to be honest and coop-

erative with the assessment process is also advised. Because the

popular personality inventories are all lengthy, fatigue can also

be a problem with older patients. It is important for clinicians

to monitor the patient and, if necessary, break the testing ses-

sion up into smaller sessions.

An important benefit of some self-report inventories is that

they provide standardized scores for a multitude of DSM-based

personality disorders. By looking at the relative elevations of the

personality disorder scales, diagnostic hypotheses can be devel-

oped that should be further evaluated during subsequent clini-

cal interviews or semi-structured interviews with the patient.

Other advantages are that the inventories are unaffected by ex-

aminer biases and they provide a glimpse of the patient’s in-

trapsychic world from the patient’s perspective. A common

limitation of the inventories is that they are tied to the diagnos-

tic criteria in the DSM, and as we described earlier, some criteria

for the personality disorders do not apply well to older people.

Limitations in the diagnostic criteria reflect important limita-

tions of the assessment instruments, especially as they are ad-

ministered to older adults. Another general concern is that

people afflicted with personality disorders often have difficulty

perceiving themselves and their behaviors objectively, and as a

consequence, accurate self-identification of problems may be

difficult (Dougherty, 1999).

Although many personality disorder instruments are avail-

able to the clinician and researcher, a review of all of them is be-

yond the scope of this chapter. With these caveats in mind, we

now provide a description of three popular multiscale self-report

personality disorder instruments: the Millon Clinical Multiaxial

Inventory-III, the Personality Diagnostic Questionnaire-4+, and

the Coolidge Axis II Inventory. Personality disorders covered by



242 Chapter 9 Assessment

Table 9.2 Personality Disorders Covered by the SCID-II, IPDE, SIDP-IV, PDI-IV,

DIPD-IV, MCMI-III, PDQ-4+, and CATI

Semi-Structured Interview Self-Report Inventory

Personality Disorders SCID-II IPDE SIDP-IV PDI-IV DIPD-IV MCMI PDQ CATI

Cluster A

Paranoid X X X X X X X X

Schizoid X X X X X X X X

Schizotypal X X X X X X X X

Cluster B

Antisocial X X X X X X X X

Borderline X X X X X X X X

Histrionic X X X X X X X X

Narcissistic X X X X X X X X

Cluster C

Avoidant X X X X X X X X

Dependent X X X X X X X X

Obsessive-Compulsive X X X X X Xa X X

Other Personality Disorders

Mixed or Personality Disorder NOS X X X NO NO NO NO NO

Sadistic (DSM-III-R) NO NO NO NO NO Xa NO X

Self-Defeating (DSM-III-R) NO NO X NO NO X NO X

Depressive (DSM-IV-TR Appendix B) X NO X X X X X X

Negativisticb (DSM-IV-TR Appendix B) X NO X X X X X X

a In the MCMI-III, Obsessive-Compulsive is called Compulsive; Sadistic is called Aggressive/Sadistic.
b Negativistic = Negativistic [Passive-Aggressive].

these instruments are reported in Table 9.2. We also describe the

Minnesota Multiphasic Personality Inventory-2 (MMPI-2) as

well as a popular dimensional measure of normal personality,

the Revised NEO Personality Inventory. Although the MMPI-2

and the NEO are not personality disorder instruments per se,

they both can be useful in understanding maladaptive personal-

ity traits.

Millon Clinical Multiaxial Inventory-III

One of the most widely acclaimed leaders in the personality dis-

order field is Theodore Millon who in the late 1970s began de-

veloping one of the first standardized self-report measures of
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personality disorders called the Millon Clinical Multiaxial In-

ventory (MCMI; Millon, 1983). The MCMI was created to eval-

uate personality disorders according to Millon’s own theory of

personality psychopathology, but it was generally consistent

with DSM-III conceptualizations of personality disorders. The

MCMI was subsequently revised and renamed the MCMI-II

(Millon, 1987) to match changes in Millon’s theory and changes

in the DSM-III-R. The most current version is the MCMI-III

(Millon, Davis, & Millon, 1997), which is largely aligned with

DSM-IV, although there are some subtle differences in concep-

tualizations of some personality disorders.

The MCMI-III is a 175-item, true-false, self-report inven-

tory that is widely used in research and clinical activities for the

assessment of personality disorders and clinical syndromes. The

Axis II (personality disorder) scales are linked to Millon’s com-

prehensive theory of personality, which is anchored broadly

and firmly to evolutionary theory. In contrast, the Axis I (clini-

cal disorder) scales are not explicitly derived from Millon’s the-

ory and essentially represent DSM constructs.

The MCMI-III includes 11 Clinical Personality Patterns

scales: Schizoid, Avoidant, Depressive, Dependent, Histrionic,

Narcissistic, Antisocial, Aggressive/Sadistic, Compulsive, Nega-

tivistic (Passive-Aggressive), and Self-Defeating Personality Dis-

order. Three Severe Personality Pathology scales are also

included and these are: Schizotypal, Borderline, and Paranoid

Personality Disorder. Each represent more advanced stages of

personality pathology with episodes of psychosis. Additionally,

7 Clinical Syndromes scales (Axis I related) are provided, cover-

ing moderate clinical presentations (e.g., Anxiety, Somatoform,

Dysthymia, Alcohol Dependence) whereas 3 Severe Syndromes

scales denote more serious clinical disorders (Thought Disorder,

Major Depression, and Delusional Disorder). The MCMI-III has

a Validity Index (3 items of an improbable nature) and 3 Modi-

fying Indices (Disclosure, Desirability, and Debasement) de-

signed to detect deviant test-tasking attitudes defensiveness or

exaggeration of problems (Millon et al., 1997).

An important component of the MCMI-III is that it is de-

signed for adults being seen in mental health settings and, thus,
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should not be used in nonclinical populations or distorted re-

sults will emerge. Specifically, the test will likely severely over-

pathologize if given in nonclinical settings. Administration is

either by paper and pencil or computer administered. The

MCMI-III must be computer scored during which raw scores for

each scale are converted into Base Rate scores, which differ by

gender (Millon et al., 1997). The MCMI’s have been the focus of

over 500 research publications and the MCMI-III ranks among

the most widely used testing instruments in clinical practice.

The MCMI-III has a wealth of data supporting its psychometric

properties (see recent review by Millon & Meagher, 2004). At

present, Millon has no plans to develop an MCMI-IV.

Personality Diagnostic Questionnaire-Fourth Edition Plus

The Personality Diagnostic Questionnaire has been through

several revisions since its inception and the latest edition is

called the Personality Diagnostic Questionnaire—Fourth Edi-

tion Plus (PDQ-4+; Hyler, 1994), which is consistent with the

DSM-IV. The PDQ-4+ assesses the 10 standard personality disor-

ders in the DSM-IV and the “plus” indicates that the measure

also assesses Passive-Aggressive Personality Disorder and De-

pressive Personality Disorder in Appendix B of the DSM-IV. The

PDQ-4+ contains 99 self-report, true-false items and takes

about 30 minutes to complete. It has two validity scales: the Too

Good scale measures underreporting of pathological personality

traits, whereas the Suspect Questionnaire scale detects lying

and random responding.

Due to the excess number of false positives associated with

earlier versions of the measure, an optional Clinical Signifi-

cance scale was designed for the PDQ-4+ to help the clinician

assess whether the abnormal traits endorsed by the respondent

(a) meet the diagnostic threshold for causing distress or impair-

ment in the person’s life, (b) are both pervasive and persistent,

and (c) are not due to a current Axis I condition (Bagby & Far-

volden, 2004).

The PDQ-4+ has a limited theoretical foundation. Rather, it

was designed to be directly linked to the DSM-IV and, conse-
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quently, each item on the measure corresponds to a single

DSM-IV diagnostic criterion for a personality disorder. A “true”

response to each item indicates that it is to be scored as patho-

logical (and there are no reverse-scored items; Hyler, 1994).

Scores are summed to indicate the number of criteria endorsed

for each personality disorder, which can be used for tentative

diagnosis. In addition, a total score consisting of the sum of all

pathological items endorsed can be generated. This total score

is an index of overall personality dysfunction (Hyler, 1994).

Due to its simplicity, the PDQ-4+ can be hand scored although

computer administration and scoring are available. The mea-

sure can be used in both normal and clinical populations and

provides both dimensional and categorical scores for the disor-

ders. Regarding psychometric properties of the PDQ-4+, the

primary concerns seems to be a high false-positive rate and

poor validity of the validity scales (Bagby & Farvolden, 2004).

However, the measure does seem to have a low false-negative

rate. As such, the measure is probably best viewed as a screen-

ing instrument in which tentative diagnoses must be followed

up by more comprehensive patient assessment. Due to the low

false-negative rate, PDQ-4+ might be helpful in ruling out per-

sonality disorders. Notably, there is no manual for the PDQ-4+

(which is problematic) and there are no imminent plans to re-

vise the measure.

Coolidge Axis II Inventory

The Coolidge Axis II Inventory (CATI; Coolidge, 2000; Coolidge

& Merwin, 1992) is a 225-item, self-report inventory designed

and revised to assess personality disorders and many clinical

disorders according to the specific diagnostic criteria of DSM-IV-
TR. Items are answered on a 4-point Likert scale ranging from

strongly false to strongly true. The CATI measures all 10 per-

sonality disorders in the main text of the DSM-IV-TR but it also

covers the Passive-Aggressive and Depressive Personality Disor-

ders in the appendix of the DSM-IV-TR and the Sadistic and Self-

Defeating Personality Disorders from the appendix of DSM-III-R.
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Items on each personality disorder scale were designed to cover

a specific diagnostic criterion from the DSM, thus the CATI is es-

sentially atheoretical by design. Validity scales include a 3-item

scale to detect random responding and a 97-item scale to detect

denial and defensiveness, called the Tendency to Deny Blatant

Psychopathology.

Like the MCMI-III, the CATI also provides assessment for

many Axis I scales. These include: Depression, Anxiety, Schizo-

phrenia, and Posttraumatic Stress Disorder. The DSM-IV-TR Per-

sonality Change Due to a General Medical Condition is also

evaluated, with scales measuring each of the five subtypes: Ap-

athy, Disinhibition, Emotional Lability, Aggression, and Para-

noia. A unique feature of the CATI is that it has an 18-item

neuropsychological dysfunction scale for assessing neuropsy-

chological symptoms of brain disease, trauma, and dysfunction,

with three subscales assessing language and speech dysfunc-

tion, memory and concentration difficulties, and neurosomatic

complaints related to brain dysfunction. The CATI also includes

a 16-item executive functions of the frontal lobe scale with

three subscales measuring poor planning, decision-making dif-

ficulty, and task incompletion. Two other features of the CATI

make it distinctive. First, a significant-other version of test is

available so that informants can rate the clinical and personality

disorder features of a person being evaluated (Coolidge, Burns,

& Mooney, 1995). As noted earlier, informants may be able to

identify abnormal personality traits of which the patient is un-

aware. Second, a parent-rated version of the CATI is available

to assess personality disorders and neuropsychological prob-

lems in children and adolescents (ages 5 to 17 years; Coolidge

et al., 2002).

Administration of the CATI is either by paper and pencil or

computer administered. Scoring must be done by computer

(the CATI and its software are available to researchers for free).

Raw scores on all CATI scales are translated into T-scores (with

a mean of 50 and a standard deviation of 10) based on a nor-

mative sample of 1700 adults. According to the CATI manual, T-

scores above 70 are indicative of the likely presence of the
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particular disorder. Provision of standardized scores is impor-

tant because elevations on the individual personality disorder

scales can be compared against each other. Also, the large nor-

mative data base from which standard scores are created helps

reduce the problem of false positives. Indeed, a respondent

must score at least two standard deviations above the mean to

be considered to meet the diagnostic threshold. The CATI can be

used in both normal and clinical populations because it views

personality disorders as dimensional in nature. The CATI has

been used in over 100 research publications and the psychome-

tric properties appear strong.

Minnesota Multiphasic Personality Inventory-2

The Minnesota Multiphasic Personality Inventory-2 (MMPI-2;

Butcher, Dahlstrom, Graham, Tellegen, & Kaemmer, 1989) is

unarguably the most widely used self-report measure of adult

psychopathology and personality. In the original MMPI, Hath-

away and McKinley (1943) revolutionized the field of personal-

ity assessment by creating the inventory through the novel

empirical method at that time called criterion-keying. In criterion-

keying, an item was assigned to a scale if it effectively discrimi-

nated a criterion group (e.g., people with clinical depression)

from the normative sample (e.g., healthy relatives of patients at

the University of Minnesota hospitals). To create the MMPI-2,

the original MMPI was significantly revised and restandardized

on 2,600 individuals who were generally representative of the

U.S. Census. Although the sample included persons up to 85

years of age, older adults were somewhat underrepresented

(about 5% of the sample; Graham, 2006).

The MMPI-2 contains 10 clinical scales, 15 content

scales, many supplemental scales, and several validity scales.

The standard clinical scales include Hs (Hypochondriasis), D

(Depression), Hy (Hysteria), Pd (Psychopathic Deviate), Mf

(Masculinity-Femininity), Pa (Paranoia), Pt (Psychasthenia),

Sc (Schizophrenia), Ma (Hypomania), and Si (Social Intro-

version) scales. The primary validity scales include L (Lie, 
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intended to detect those claiming excessive virtues), K (De-

fensiveness, designed as an indicator of the tendency to deny

psychopathology), and F (Infrequency, intended to detect ex-

aggerated symptom endorsement). Other validity scales for

the MMPI-2 include Back F (Fb), Faking Psychopathology

F(p), Variable Response Inconsistency (VRIN), True Response

Inconsistency (TRIN), and Superlative Self-Assessment (S)

scales. On the clinical scales, older adults tend to obtain

higher scores on scales Hs (Hypochondriasis), D (Depression),

Hy (Hysteria), and Si (Social Introversion) and lower scores

on scales Pd (Psychopathic Deviate), and Ma (Hypomania).

According to Graham (2006), these elevations probably do

not indicate greater psychopathology among older persons

but rather reflect biological maturation and age-graded

changes in health problems and energy levels.

Administration is either by paper and pencil or by com-

puter. The MMPI-2 can be hand scored but, due to the com-

plexity and time required, computer scoring is most common.

Audiocassette versions are available, which can accommodate

those with vision problems or physical disabilities. Raw scores

on each scale are converted into T-scores, with 65 and above in-

dicating the clinical range. The MMPI-2 has been translated

into 22 languages and is widely used in cross-cultural research.

MMPI-related publications since the 1940s are approaching

14,000 and, as such, an enormous database provides psychome-

tric support for the measure (see recent review by Butcher,

Atlis, & Hahn, 2004).

Because the MMPI-2 is a measure of symptom profiles,

Axis I disorders, and personality traits, it is not intended as a

formal measure of DSM-based personality disorders. As can be

seen from the standard scales, only 1 of the 10 scales (Psycho-

pathic Deviate) is an overt measure of personality pathology

(Antisocial Personality Disorder). Although researchers have

derived personality disorder scales (Morey, Waugh, & Blash-

field, 1985) from the original MMPI items, use of these derived

scales in clinical practice is uncommon; they have not been up-

dated since their initial creation nor validated with older adults
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specifically. Thus, although the MMPI-2 can be helpful in un-

derstanding the psychopathology of the younger or older pa-

tient, its application for personality disorder assessment is more

limited.

NEO Personality Inventory-Revised

A famous historical and current debate in psychology concerns

the number of dimensions that most accurately describe the

broadest themes in individual differences in personality. For ex-

ample, famous psychologists Raymond B. Cattell (1946) derived

16 primary dimensions from factor analytical techniques,

whereas Hans Eysenck (1960) proposed that trait descriptors

can be subsumed under two ubiquitous factors he called Neu-

roticism and Extraversion. A competing and popular model of

personality called the Big-Five suggests that there are five su-

perordinate factors: Neuroticism, Extraversion, Openness to Ex-

perience, Agreeableness, and Conscientiousness. These

domains are operationalized and measured by the NEO Person-

ality Inventory-Revised (NEO PI-R; Costa & McCrae, 1992).

The NEO PI-R is comprised of 243 self-report items rated on

a 5-point scale. It measures the five global factors as well as six

facets for each domain. Specifically, the facets for Neuroticism

are anxiety, hostility, depression, self-consciousness, impulsive-

ness, and vulnerability. Facets for Extraversion are warmth, gre-

gariousness, assertiveness, activity, excitement-seeking, and

positive emotions. Facets for Openness to Experience are fan-

tasy, aesthetics, feelings, actions, ideas, and values. Facets for

Agreeableness are trust, modesty, compliance, altruism,

straightforwardness, and tender-mindedness. Facets for Consci-

entiousness are competence, self-discipline, achievement-

striving, dutifulness, order, and deliberation. As can be seen, the

five domains provide a general description of personality,

whereas facet scales allow more detailed analysis.

Items on the NEO PI-R assess diverse aspects of traits in-

cluding patterns of thoughts, feelings, and actions. The factors

and facets are all scored dimensionally so that an individual
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may score anywhere on the continuum from low to high on

each scale. The NEO PI-R includes 3 validity items and can gen-

erally be completed in about 40 minutes. In addition to the self-

report format, an observer report version is available in which

the target person is rated by others. The NEO PI-R can be hand

scored or computer scored. The Big-Five model and its mea-

surement with the NEO PI-R have been evaluated in an impres-

sive array of cross-sectional, longitudinal, and cross-cultural

studies using diverse clinical and nonclinical populations (for a

full review, see Costa & McCrae, 2006). An advantage of using

the NEO PI-R is that it offers an alternative approach to the cat-

egorical distinction of normality versus abnormality. A disad-

vantage is that the NEO PI-R is not a direct measure of

personality disorders, although Widiger, Costa, and McCrae

(2002) suggest that an understanding of personality pathology

can be guided by general personality traits.

Application of Personality Inventories with Older Adults

The MCMI-III, PDQ-4+, CATI, MMPI-2, and NEO PI-R have all

been widely used in clinical research and practice with diverse

types of individuals, including older adults. One issue is that

older persons with visual impairments may have difficulty

reading items in the administration booklets, and big print ver-

sions of the tests or audiocassette versions should be used when

available. A common limitation of the personality disorder in-

ventories (i.e., MCMI-III, PDQ-4+, or CATI) as they apply to

older adults is that they are all essentially tied to DSM criteria,

which may not necessarily capture the unique presentation of

some personality disorders in later life. Another significant

source of concern with use of these instruments among older

adults is that test items may be perceived and interpreted differ-

ently by older respondents compared to younger ones due to

generational changes in language use, different educational ex-

periences, or age-graded shifts in the relevance of DSM criteria

(Mroczek et al., 1999).

The clinician should also be aware of some general prob-

lems associated with using self-report personality disorder
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inventories as isolated or stand-alone instruments in clinical

practice, including the higher number of false-positive diag-

noses and the concern that results, may be more state de-

pendent compared to structured interviews. Advantages of

self-report inventories include that they are easy to adminis-

ter and take less time and clinical expertise than structured

interviews. Whereas a significant amount of research has ex-

amined the application of the MMPI-2 and NEO PI-R across

the adult life span, the limited number of studies applying

the MCMI-III, PDQ-4+, and CATI to older populations repre-

sents a serious gap in the research literature. Much research

is required to establish relevant cutoff scores for these mea-

sures with older adult respondents, perhaps by comparing

self-report data to that generated by semi-structured inter-

views. Perhaps the best conclusion to be drawn is that self-

report inventories can be very useful for the screening of

personality disorders among older adults. However, diagnos-

tic hypotheses must be confirmed by other assessment data,

typically an interview assessment.

Semi-Structured Clinical Interviews

Over the past 3 decades, numerous structured and semi-

structured diagnostic interviews have been created to assist

with the differential diagnosis of all standard Axis II personal-

ity disorders and all major Axis I clinical syndromes. During

such an interview, diagnostic criteria are comprehensively as-

sessed through a consistently applied set of questions and re-

sponses that are coded in a replicable fashion. Structured and

semi-structured interviews have become widely used in clini-

cal, research, and training applications often serving as the

gold standard for diagnosis in these settings. These interviews

are an important development in the mental health field be-

cause, when used appropriately, they provide a standardized,

scientific, systematic, comprehensive, and quantitative ap-

proach to the evaluation of mental disorders (Segal, Coolidge,

O’Riley, & Heinz, 2006). This has served to enhance diagnostic
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reliability and validity, especially for the personality disorders

(Segal et al., 2006).

The major interviews that focus on a wide range of person-

ality disorders include the Structured Interview for DSM-IV Per-

sonality, the International Personality Disorder Examination,

the Structured Clinical Interview for DSM-IV Axis II Personality

Disorders, the Personality Disorder Inventory-IV, and the Diag-

nostic Interview for DSM-IV Personality Disorders. These mea-

sures are all closely aligned with the DSM-IV system and have a

semi-structured format, which means that although the initial

questions for each personality disorder criteria are specified and

asked verbatim to the respondent, the clinician has substantial

latitude to follow up on responses. For example, the inter-

viewer may modify existing questions and even devise new

questions to more accurately rate the diagnostic criteria. Due to

the semi-structured format of these interviews (in contrast to a

fully structured format), clinical experience and knowledge of

psychopathology are required for competent administration; lay

professionals cannot administer them (for further information

about diverse structured interview approaches, the interested

reader is referred to a comprehensive text by Rogers, 2001).

Next, we describe each Axis II instrument and conclude

with some thoughts about their application with older adults.

Personality disorders covered by the current version of each in-

strument are presented in Table 9.2.

Structured Interview for DSM-IV Personality

The Structured Interview for DSM-IV Personality (SIDP-IV;

Pfohl, Blum, & Zimmerman, 1997) covers 14 DSM-IV Axis II

diagnoses, including the 10 standard personality disorders,

Mixed Personality Disorder, as well as Self-Defeating, Depres-

sive, and Negativistic Personality Disorders. Pfohl et al. (1997)

recommend that prior to administering the SIDP-IV, a full eval-

uation of episodic clinical disorders is required. Interestingly,

the SIDP-IV does not cover personality problems on a disorder-

by-disorder basis. Rather, DSM-IV personality disorder criteria
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are reflected in items that are grouped according to 10 “topical

sections” that reflect a different dimension of personality func-

tioning, and these include: interests and activities, work style,

close relationships, social relationships, emotions, observa-

tional criteria, self-perception, perception of others, stress and

anger, and social conformity (Pfohl et al., 1997). It should be

noted that these categories are not scored or rated. Rather, they

reflect broad areas of personal functioning under which per-

sonality disorder items can logically be subsumed.

For the most part, each SIDP-IV question corresponds to a

unique DSM-IV Axis II criterion. An attractive feature of the in-

strument is that the specific DSM-IV criterion associated with

each question is provided for interviewers to easily see and ref-

erence. All questions are typically administered to the patient

and there are no skip-out options. Most questions are conversa-

tional in tone and open ended to encourage respondents to talk

about their usual behaviors and long-term functioning. Respon-

dents are specifically instructed to focus on their typical or ha-

bitual behavior when answering each question, and they are

prompted to “remember what you are like when you are your

usual self.” Based on the responses, each criterion is rated on a

scale with four anchor points. A rating of “0” indicates that the

criterion was not present, “1” corresponds to a subthreshold

level where there is some evidence of the trait but it is not suffi-

ciently prominent, “2” refers to the criterion being present for

most of the past 5 years, and “3” signifies a strongly present and

debilitating level. The SIDP-IV requires that a trait be prominent

for most of the last 5 years to be considered a part of the re-

spondent’s personality. This 5-year rule helps ensure that the

particular personality characteristic is stable and of a long dura-

tion as required by the General Diagnostic Criteria for a Person-

ality Disorder described in DSM-IV.
A strong point of the organizational format by personality

dimensions (rather than by disorders) is that data for specific di-

agnoses are minimized until final ratings have been collated on

the summary sheet. This feature can potentially reduce inter-

viewer biases, such as the halo effect or changing thresholds, if
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it is obvious that a patient needs to meet one additional criteria

to make the diagnosis. Chart records and collateral information

from those who know the patient well (when available) can be

considered in the ratings of items, and final ratings are made

after all sources of information are considered. Ratings are then

transcribed onto a summary sheet that lists each criterion or-

ganized by personality disorder, and formal diagnoses are as-

signed. As required by the DSM, diagnoses are made only if the

minimum number of criteria (or threshold) has been met for

that particular disorder.

Minimum qualifications for competent administration

consist of an interviewer with an undergraduate degree in the

social sciences and 6 months experience with diagnostic inter-

viewing. Moreover, 1 additional month of specialized training

and practice with the SIDP is required to become a competent

interviewer (Pfohl et al., 1997). Administrators are required to

possess an understanding of manifest psychopathology and the

typical presentation and course of Axis I and II disorders. Train-

ing tapes and workshop information are available from the in-

strument authors. Overall, 60 to 90 minutes are needed for the

patient interview, 20 minutes for interview of significant in-

formants, and approximately 20 minutes to fill out the sum-

mary score sheet.

International Personality Disorder Examination

The International Personality Disorder Examination (IPDE; Lo-

ranger, 1999) is an extensive-semi-structured diagnostic inter-

view to evaluate personality disorders according to both the

DSM-IV and International Classification of Diseases, 10th edi-

tion (ICD-10) classification systems. Impetus for the creation of

the IPDE came from the World Health Organization and the

U.S. Alcohol, Drug Abuse, and Mental Health Administration in

their joint effort aimed at producing a standardized assessment

instrument to measure personality disorders on a worldwide

basis. As such, the IPDE is the only personality disorder inter-

view based on worldwide field trials. The IPDE manual contains
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the interview questions to assess either the DSM-IV or the ICD-10
personality disorders. The two IPDE modules (DSM-IV and ICD-
10) contain both a self-administered screening questionnaire

and a semi-structured interview booklet with scoring materials.

The IPDE Interview Modules contain questions, each re-

flecting a personality disorder criteria, that are grouped into six

thematic headings: work, self, interpersonal relationships, af-

fects, reality testing, and impulse control (Loranger, 1999). Like

the SIDP-IV, disorders are not covered on a one-by-one basis. As

such, the intent of the evaluation is less transparent. Another

similarity is that respondents are encouraged to report their

typical or usual functioning rather than their personality func-

tioning during times of acute psychiatric illness. Prior to the

structured interview, a screening of Axis I conditions and the

respondent’s personal history is recommended.

The IPDE sections typically begin with open-ended

prompts to encourage respondents to elaborate about them-

selves in a less structured fashion. In each module, specific

questions are asked to evaluate each personality disorder crite-

rion. For each question, the corresponding personality disorder

and the specific diagnostic criterion are listed with precise scor-

ing guidelines.

The IPDE requires that a trait be prominent during the past

5 years to be considered a part of the respondent’s personality.

When a respondent acknowledges a particular trait, interview-

ers follow up by asking for examples and anecdotes to clarify

the trait or behavior, gauge the impact of the trait on the per-

son’s functioning, and substantiate the rating. Items may also be

rated based on observation of the respondent’s behavior during

the session. To supplement self-report, interview of informants

is also encouraged.

Each criterion is rated on a scale with the following defini-

tions: “0” indicates that the behavior or trait is absent or within

normal limits, “1” refers to accentuated degree of the trait, “2”

signifies criterion level or pathological, and “?” indicates the re-

spondent refuses or is unable to answer. Comprehensive item-

by-item scoring guidelines are provided in the manual (Loranger,
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1999). At the end of the interview, final impressions are

recorded on a summary score sheet. Ratings are then collated by

hand or computer. The ultimate output is extensive including:

presence or absence of each criterion, number of criteria met for

each disorder, a dimensional score (i.e., sum of individual scores

for each criteria for each disorder), and a categorical diagnosis

(i.e., definite, probable, or negative; Loranger, 1999).

The IPDE is intended to be administered by experienced

clinicians, such as psychologists and psychiatrists, who have

also received specific training in the use of the IPDE. Such

training typically involves a workshop with demonstration

videotapes, discussions, and practice. Average administration

time is 90 minutes. Ample evidence of reliability and validity of

the IPDE has been documented (Loranger et al., 1994; Lor-

anger, 1999). Due to the instrument’s ties to the DSM-IV and

ICD-10 classification systems and adoption by the WHO, the

IPDE is widely used for international and cross-cultural investi-

gations of personality pathology.

Structured Clinical Interview for DSM-IV Axis II
Personality Disorders

The Structured Clinical Interview for DSM-IV Axis II Personal-

ity Disorders (SCID-II; First, Gibbon, Spitzer, Williams, & Ben-

jamin, 1997) was developed to complement the widely used

Axis I version of the SCID (First, Spitzer, Gibbon, & Williams,

1997). The SCID-II has semi-structured format (like the Axis I

version) but it covers the 10 standard DSM-IV Axis II personal-

ity disorders, as well as Personality Disorder Not Otherwise

Specified, and Depressive Personality Disorder and Passive-

Aggressive Personality Disorder from DSM-IV Appendix B (see

Table 9.2). The Axis I SCID is commonly administered prior to

personality disorder assessment so that the patient’s mental

state can be considered.

In contrast to the SIDP-IV and IPDE, the SCID-II has a

modular approach in which the personality disorders are as-

sessed one at a time. This design is a strength of the SCID-II be-

cause administration can be customized easily to meet the
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unique needs of the user. For example, the interview can be

shortened or lengthened to include only those disorders of in-

terest and the order of modules can be altered. The format and

sequence of the SCID-II was designed to approximate the flow

of experienced diagnostic interviewers.

A useful feature of the SCID-II is that it includes a self-

report Personality Questionnaire, which is a 119-item self-

report, forced choice yes/no screening component that can be

administered prior to the interview portion and takes about 20

minutes. The purpose of the Personality Questionnaire is to re-

duce overall administration time because only those items that

are scored in the pathological direction are further evaluated

during the structured interview portion. During the structured

interview component, the pathologically endorsed screening

responses are further pursued to ascertain whether the symp-

toms are actually experienced at clinically significant levels.

The SCID-II has many open-ended prompts that encourage re-

spondents to elaborate freely about their symptoms. At times,

open-ended prompts are followed by closed-ended questions to

fully clarify a particular personality disorder symptom. Consis-

tent with its strong link to DSM-IV, the formal diagnostic criteria

are printed on the interview page permitting interviewers to

see the criteria to which SCID-II questions pertain.

During the interview, responses are coded as follows: “?” =

inadequate information, “1” = absent or false, “2” = subthresh-

old, and “3” = threshold or true. Each personality disorder is as-

sessed completely and diagnoses are made before proceeding to

the next disorder. Clinicians who administer the SCID-II are ex-

pected to use their clinical judgment to clarify responses, gently

challenge inconsistencies, and ask for additional information as

required to rate accurately each criterion. Collection of diagnos-

tic information from ancillary sources is permitted. Complete

administration of the SCID-II typically takes less than 1 hour.

The SCID-II is optimally administered by trained clinicians.

Training in administration includes carefully reading the admin-

istration booklet and score sheet, viewing videotape training

materials that are available from the SCID-II authors, and con-

ducting role-played practice administrations with extensive
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feedback discussions. The psychometric properties of the SCID-

II are strong, and the interested reader is referred to First and

Gibbon (2004) for a comprehensive review. For more informa-

tion on the SCID-I and SCID-II, the interested reader may visit

the SCID web site: www.scid4.org.

Personality Disorder Interview-IV

The Personality Disorder Interview-IV (PDI-IV; Widiger, Mangine,

Corbitt, Ellis, & Thomas, 1995) is a semi-structured interview for

the assessment of the 10 standard personality disorders in the

DSM-IV as well as the two proposed personality disorders (Passive-

Aggressive and Depressive) presented in the DSM-IV appendix.

The PDI-IV is appropriate for respondents ages 18 years and older

and administration time is about 90 to 120 minutes.

A unique feature of the PDI-IV is that it is available in two

separate versions, each with its own interview booklet. The

PDI-IV Personality Disorders Interview Booklet arranges the di-

agnostic criteria and corresponding questions by personality

disorder. The Thematic Content Areas Interview Booklet organ-

izes the criteria and questions by thematic content. The nine

topical areas are: attitudes toward self, attitudes toward others,

security of comfort with others, friendships and relationships,

conflicts and disagreements, work and leisure, social norms,

mood, and appearance and perception. Notably, the questions

for each diagnostic criterion are the same in each interview

form, but the organization is different. The modular approach

easily lends itself to focused and rapid assessment of particular

personality disorders of interest to the researcher or clinician. A

screening questionnaire is not provided for the PDI-IV.

In the PDI-IV administration book, questions for the assess-

ment of each of the 94 individual personality disorder diagnostic

criteria are presented. Direct instructions to interviewers, as well

as prompts and suggestions for follow-up questions, are included

in each booklet. Space is provided for recording responses to each

question. Each criterion is cross-referenced to the DSM-IV. During

administration, each criterion is rated on the following 3-point



Semi-Structured Clinical Interviews 259

scale: “0” indicates not present, “1” indicates present at a clinically

significant level, and “2” indicates present to a more severe or sub-

stantial degree. A particular strength of the PDI-IV is its compre-

hensive manual (Widiger et al., 1995) which extensively discusses

the history and rationale for each diagnostic question as well as

problems that often arise in the assessment of each criterion.

After the interview is completed, the clinician summarizes

the responses to individual PDI-IV criteria and plots the overall di-

mensional profile in a booklet. According to the manual, this pro-

file may help clinicians to rank multiple diagnoses by order of

importance and to identify characteristics in the respondent that

are relevant to psychopathology and treatment. Notably, the out-

put provided is both a dimensional rating for each personality dis-

order as well as a categorical rating. Reliability and validity data,

as summarized in the manual (Widiger et al., 1995), are solid.

Diagnostic Interview for DSM-IV Personality Disorders

The Diagnostic Interview for DSM-IV Personality Disorders

(DIPD-IV; Zanarini, Frankenburg, Sickel, & Yong, 1996) is a

semi-structured interview designed to assess the presence or ab-

sence of the 10 standard DSM-IV personality disorders as well as

Passive-Aggressive Personality Disorder and Depressive Person-

ality Disorder in the DSM-IV appendix. Before personality assess-

ment, a full screening for Axis I disorders is recommended.

Additionally, an assessment of the respondent’s general function-

ing (e.g., in the areas of work, school, and social life) is advised

before administration of the DIPD-IV (Zanarini et al., 1996).

The interview is conducted on a disorder-by-disorder basis.

The interview contains 108 sets of questions each designed to

assess a specific DSM-IV personality disorder diagnostic crite-

rion. The DSM-IV criterion is provided in bold below each set of

questions for easy cross-reference. The initial question for each

criterion typically has a yes-no format which is followed up by

open-ended questions to more fully explore the experiences of

the patients. Patients are informed that the interview pertains

to the past 2 years of their life and that the interviewer wants to
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learn about the thoughts, feelings, and behaviors that have been

typical for them during the 2-year period. Whereas patients are

the sole source of information for rating most of the diagnostic

criteria, behavior exhibited during the interview is valued and

may override patient self-report if there are contradictions.

Probing on the part of the administrator is encouraged if re-

sponses appear incomplete or untrue.

Each diagnostic criterion is rated on the following scale: “0”

indicates absent or clinically insignificant, “1” indicates present

but of uncertain clinical significance, “2” indicates present and

clinically significant, and “NA” indicated not applicable. After

all 108 criteria are rated, final categorical diagnosis for each

personality disorder is made based on the number of criteria

met. The final output is recorded as “2” indicting “yes” or met

full criteria, “1” indicating “subthreshold” (one less than re-

quired number of criteria), or “0” indicating “no.”

Information about administration and scoring of the DIPD-IV

is relatively sparse, at least compared to the other Axis II inter-

views. The training requirements include at minimum a bachelor’s

degree, at least 1 year of clinical experience with personality-

disordered patients, and several training interviews in which the

person observes skilled administrators and then administers the in-

terview. Administration time is typically about 90 minutes. Most

notably, the DIPD-IV has been chosen as the primary diagnostic

measure for personality disorders in the Collaborative Longitudi-

nal Personality Disorders Study which is a large, multisite,

prospective naturalistic longitudinal study of personality disorders

and comorbid mental health problems.

Application of Semi-Structured Interviews
with Older Adults

Each of the semi-structured interviews has been subjected to

extensive empirical evaluation, but their use has been most

common among adult respondents. The literature regarding

specific application of these instruments with older adults is rel-

atively sparse. A few clinical reports have provided evidence
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that they can be successfully applied to older adults (e.g.,

Abrams, Alexopoulos, & Young, 1987; Abrams, Rosendahl,

Card, & Alexopoulos, 1994; Schneider, Zemansky, Bender, &

Sloane, 1992; Thompson et al., 1988). However, larger reliabil-

ity and validity studies are warranted, especially with more di-

verse older adult populations (e.g., medical patients, minorities,

or psychiatric inpatients).

Several additional concerns about the application of these

semi-structured interviews with older adults should be noted. A

common feature among the interviews is that respondents are

encouraged to describe their “typical or usual” functioning rather

than their possibly altered personality functioning during times

of acute psychiatric illness. During the course of the interview,

respondents are sometimes asked to describe their behaviors at

different points in time, possibly spanning several decades. Such

distinctions may be difficult for some older patients to make

given their longer histories and the normal cognitive changes as-

sociated with aging. In cases where cognitive impairment or a

dementing illness is apparent, the task is further complicated.

Another problem with the utilization of structured inter-

views with older patients is the length of time required for

completion. With young patients, administration time for the

various interviews typically ranges from 1 to 3 hours. However,

administration may take considerably longer with older pa-

tients. One reason for this is that older individuals simply have

more extensive and complicated histories to review. Some

older people also require breaks that may not be needed by

younger people: Many older adults fatigue more quickly, and

this must be monitored because their responses may become

less accurate or rich if they become inattentive or unmotivated.

Older adults typically perform their best when given frequent

opportunities to stretch, take a brief walk, rest, or use the bath-

room. Sometimes, it may be helpful to divide the interview ses-

sion into several shorter sessions. The length of time required

for full administration of structured interviews with older

adults impacts the viability of using these instruments in rou-

tine clinical practice.
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Sensory impairments can also affect the interview evalua-

tion. Older persons with hearing difficulties may misunder-

stand parts of the query or fail to answer the question entirely.

It is often helpful to sit closer to the older patient, face him or

her directly, speak slowly and clearly, and reduce background

noise in the evaluation room. Lastly, some older adults may re-

spond negatively to the structure imposed by the interviews. In

these cases, it is advisable to spend more time developing rap-

port; reflect more feelings during the interview; allow for more

elaboration, venting, and storytelling from the patient about

troublesome symptoms or experiences; and explain the pur-

pose and format of the structured interview. Judicious amounts

of flexibility and sensitivity are needed during the structured

interview with older adults, and this is especially important

when personality disorder pathology is also present.

Despite the potential concerns we have noted, semi-

structured interviews can and should have an important place

in the assessment process. For example, a semi-structured in-

terview may be used with all patients at the beginning of treat-

ment, or it may be administered after a more unstructured

clinical interview or self-report objective personality inventory

is completed. As noted previously, this requires a significant

investment in time and expertise. Using sections of an inter-

view to clarify specific diagnostic hypotheses generated from a

clinical interview or a self-report inventory (e.g., only the Bor-

derline Personality Disorder module of the SCID-II may be ad-

ministered to enable a more comprehensive evaluation of the

borderline pathology) is a less time-consuming option. With

their premium on diagnostic reliability and comprehensive as-

sessment of criteria, structured interviews can be valuable re-

sources for the geropsychological clinician and researcher.

Conclusions

In this chapter, we provided an overarching process for the clin-

ical assessment of personality disorder pathology among older
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adults. We described several strategies and examined potential

complications with older patients. We offered these guideposts

with an important theme in mind: Accurate patient assessment

is crucial for case formulation and subsequent treatment plan-

ning. We concur with the astute observation reported by

Mroczek et al. (1999) that “there is a uniqueness about person-

ality disorders in late life that warrants special measurement”

(p. 136). Diverse combinations of the approaches and instru-

ments we suggested, in conjunction with a thorough assess-

ment of episodic mental disorders and attention to the unique

context of aging and coexisting medical conditions, will likely

provide the rich clinical data that can propel the treatment pro-

cess with older patients.
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Treatment: General Issues and Models

When considering treatment for the individual with a

personality disorder in older age, what is it that we

treat? This is an especially relevant question, because the

“personality” is the essence of the individual. As clinicians, we

treat individuals who are in distress and pain, hoping to im-

prove their quality of life. When an older person comes to us

for treatment, what they have been doing, thinking, and feel-

ing for many years no longer works for them. We interpret

their distress to mean that what they are being asked to han-

dle is outstripping their ability to cope; changes occurred in

themselves that now prevent them from responding as they

have formerly. At times, older adults are required to cope with

problems or situations with which they have not had experi-

ence or for which they lack adequate resources. For example,

after losing a spouse, they might be on their own for the first

time in their lives. They might enter a new community or

need to make new friends and establish a social network for

the first time in many years. As their lifelong ways of coping

no longer work for them, they become even more distressed,

function even less well, and their behavior worsens. This vi-

cious cycle typically makes intervention quite challenging.
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Core Features of Personality Disorder Affecting Treatment

The core features of individuals with personality disorders are

(a) their reliance on primitive defenses, (b) the rigidity of their

character structure and limited affective repertoire, and (c) the

effect they have on people with whom they are in close rela-

tionship. These features are robust and appear to last a lifetime.

Each is discussed next.

Reliance on Primitive Defenses

Decreased autonomy and increased mutual interdependence are

both normal and expectable as people grow old. In older age,

people come to need and rely more on others, need more actual

care, and need to cooperate more with this care. Interdepen-

dence and cooperation requires the ability to relate reasonably

well to others and to be able to tolerate a degree of intimacy.

Being hardy, flexible, and resilient relies on more mature de-

fenses, such as altruism and humor, and the ability to change.

Individuals with personality disorders present with profound

limitations in these areas. They rely on immature defenses such

as repression, denial, and projection. They are vulnerable rather

than hardy, rigid rather than flexible—and they have difficulty

considering themselves as agents of change; to them, “things”

(over which they do not perceive they have much control) just

happen. This is why the challenges of aging are so problematic

for them, and why they are typically poor candidates for psycho-

logical treatments, despite their desperate need.

Understanding these constraints, and recognizing the real

and many challenges of aging, it becomes clear that the older in-

dividual with a personality disorder is at significant risk of ex-

periencing increased distress and failures in functioning. They

may become aware of the need to make a change, but do not

know how to go about doing this; generally, they are not people

for whom change is congruent or comfortable. Older adults

with a personality disorder seek help only when they perceive

that change is inevitable, their needs are unmet, or they are be-
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coming increasingly distressed or developing a mental illness.

Thus, responding in their usual ways (i.e., resisting change) no

longer works for them. In their schema, others are perceived as

responsible for their distress, and they typically expect others,

or the world, to change for them.

Rigidity of Character Structure and Limited Repertoire

Another core feature of personality disorder is the individual’s

“Johnny-one-note” quality regarding perceptions, point of

view, affect, and behavior. This means that anything that elicits

a strong response is experienced as one dominant affect or cog-

nition: All perceptions are colored by the filter of this theme.

For some, the cognitive theme is “suspicion.” Thus, people and

experiences are perceived as threats or potential threats unless

proven otherwise. For others, all affect is experienced in the

spectrum of “anger,” ranging from frustration and annoyance to

outright rage. For yet others, relationships are experienced as

“hierarchical and judgmental,” with the individual always being

found wanting. Historically, a dominant affective filter colors

their response to others, defining interpersonal relationships as

limited or absent, strange or strained, inconsistent or unreliable,

disconnected or fused, subordinate or dominant, protective or

dangerous. As a consequence, these older adults tell a history of

difficult or limited relationships with others.

Effect on Others

Another robust feature is the strong effect those with a per-

sonality disorder have on others. This effect is not a response

to their pathology but rather is indicative or pathognomic of

their pathology. The older individual with a personality disor-

der has the same effect on others, and on the contexts of care,

as does the younger individual with a personality disorder.

Context refers here to where they are living, working, living

their lives, and who is actively in their lives in these venues.

Individuals who as younger adults leave us feeling ineffective

and hopeless may evoke these same feelings in us when they
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are older. Individuals who when younger leave us feeling ma-

nipulated and angry may continue to have this effect when

they are older. The presenting problem may be different (or

maybe not), but our response to the individual will be re-

markably consistent. Recognition and identification of this ef-

fect can be used diagnostically, and will be addressed further

in a discussion of countertransference.

Course of Personality Disorders

Studies and anecdotal reports suggest that the natural course of

some personality disorders evidences little change over the life

course, whereas others have a more fluctuating course or show

marked improvement. As noted earlier, the more dramatic pre-

sentations of the Cluster B personality disorders often become

less florid in old age. This can be understood in a number of

ways. For example, this might reflect selective mortality,

whether those with greater pathology die earlier, either

through sequelae of risky behaviors or perhaps from actual

suicide. Cases may not be recognized because they may not

meet diagnostic criteria, showing instead proxy signs and

symptoms more appropriate to the late-life context (Rosowsky

& Gurian, 1992). The more withdrawn and anxious personal-

ity disorder (Clusters A and C) appear to change little over the

life course (Livesley, 2004).

Some changes reflect biological maturation. This includes

actual brain changes as well as changes in the total organism.

For example, impulsivity and the more dramatic and histrionic

behaviors take considerable energy, which becomes dimin-

ished with age.

Routes into Treatment

Older adults with a personality disorder who seek professional

help generally present for symptom relief or to address a spe-

cific problem. The problem often reflects interpersonal conflict.

They frequently come to treatment secondary to the loss of au-



Routes into Treatment 269

tonomy and control or on the strong suggestion of another per-

son on whom they must depend (e.g., an adult child, a housing

manager, or a primary care physician; Kean, Hoey, & Pinals,

2004). They do not generally self-refer for psychotherapy be-

cause their psychopathology is experienced as syntonic.

Other catalysts to their presenting to treatment include

usual, age-related events (i.e., physiological and socioenviron-

mental), as well as special events engendered by their person-

ality disorder (Kean et al., 2004). Usual physiologic changes

include illness (both chronic and acute), weakening, general

slowing, sensory decrements, reduced energy and stamina,

and functional decline. Socioenvironmental changes include

losses of significant roles and relationships, context changes,

and changes in tasks that are required of them. In addition,

there exist stage-appropriate existential catalysts, which may

develop from an awareness of mortality and concerns about

death and legacy.

Role changes and changes in their relationship network

also often serve as catalysts. Changes in health status, especially

an awareness of a life-threatening condition, can serve to acti-

vate, or reactivate, maladaptive behaviors. These potential cata-

lysts, which lead the patient to present for treatment, all indicate

that the stressor has outstripped the individual’s ability to effec-

tively cope. Frequently, the level of distress escalates after the

loss of a significant person who served specific functions rela-

tive to the personality disordered individual and affected the ac-

tual symptom presentation of the personality pathology.

Let’s consider three major types of these functions: buffer-

ing, bolstering, and binding. Recognizing and understanding

these functions offers great significance for the treatment plan.

If a function that limited the expression of pathology is lost, an

effective treatment plan would be wise to introduce compensa-

tory or substitute measures whenever possible.

Function of Buffering

Some individuals serve to buffer, or run interference between

the individual and the rest of the world. For example, a wife
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might serve to interface on her husband’s behalf in social en-

counters and thereby protect him from feedback or responses

that might feed into his propensity toward suspiciousness. His

Cluster A personality disorder (e.g., Paranoid Personality Disor-

der) would thus seldom be triggered or exposed. Another fre-

quently observed example is that of the individual with

Dependent Personality Disorder who is directed as to how to re-

spond to life’s challenges and problems by a dominant and con-

trolling spouse. It is not unusual that dysfunctional behaviors

become revealed after the loss of the spouse. The degree of the

manifestations of a personality disorder often surprise other

family members who were unaware of the function served by

the lost spouse.

Function of Bolstering

The individual who bolsters serves to shore up (i.e., potentiate

and reinforce) the adaptive traits of the individual with a per-

sonality disorder, thereby reducing the expression of maladap-

tive traits. An example of this would be offering positive

reinforcement to the individual with Avoidant Personality Dis-

order for attending and participating in activities at a local sen-

ior center. If the person in his world who has served the

functions of supporting, encouraging, or “bringing out the best”

is lost, the expression of his personality disorder can be ex-

pected to become more apparent.

Another example of bolstering is the individual with Nar-

cissistic Personality Disorder who is naturally limited in his ca-

pability to work mutually with others. Modeling and coaching

can shape his efforts in a group project: His adaptive skills at

being charming, perhaps, and definitely seeking the recognition

of others, can be appropriately directed.

Function of Binding

The function of binding refers to the inhibition of the more mal-

adaptive behaviors of the individual with a personality disorder.



An Essential Caveat 271

With the loss of another who has served this function, it is un-

derstandable that the personality disorder will become more

apparent or reappear after a comparatively quiescent phase. For

example, someone in a close relationship with an individual

with Borderline or Narcissistic Personality Disorder may recog-

nize the early warning signs of a rageful explosion and know

how to be able to ward these off. Another example might be an

adult woman who assists her mother with Avoidant Personality

Disorder, disallowing (“binding”) the maladaptive fearful and

avoidant tendencies by being with her for initial contacts with

others, and progressively withdrawing unreasonable support.

These critical functions of buffering, bolstering, and bind-

ing can be served by roles as well as relationships. For example,

a job which relies on the individual’s marked obsessional traits,

when lost, might well leave these same traits undirected and

unutilized, and the obsessionality then becomes maladaptive

(by degree or object). The trait itself is not maladaptive, but the

trait is applied in a maladaptive manner (by degree or object).

This concept has important implications for treatment plan-

ning, and is discussed more fully in Chapter 11.

An Essential Caveat

It is recognized that a personality disorder, while affected by

aging, does not disappear in old age (Sadavoy, 1987, 1996; Sa-

davoy & Fogel, 1992). The personality disorder reflects a life-

long pattern, which is applied to situations across time, task,

role, venue, and relationships. Although the specific expres-

sions of the personality disorder might change, the core vulner-

ability does not. Throughout life, the individual continues to be

more sensitive and vulnerable to the stresses of life than his or

her nonpersonality disordered counterpart. Even so, there has

been relatively little research addressing personality disorders

in old age (Agronin & Maletta, 2000), and even less addressing

its treatment. Most studies of personality disorders have in-

cluded younger individuals, with older adults being underrep-

resented in the sample or not represented at all. Thus, much of
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what we know and practice with this clinical population may

neither be accurate nor appropriate for older adults.

Goals of Treatment

Research findings suggest that many forms of treatment of per-

sonality disorders can be equally effective. The guiding princi-

ple is the recognition of a personality disorder as being chronic

and as defining the essence of the individual. The aim of treat-

ment then is not to cure but rather to reduce distress and im-

prove function. Livesley (2004) has proposed four principles as

inherent to personality disorders, each of which needs to be

considered in the treatment plan:

1. A personality disorder is central and involves all aspects of the

personality structure. Therefore, an effective treatment plan

must incorporate a range of interventions and not just be a re-

sponse to a specific problem. An implication of this is that the

treatment indicated is typically long-term rather than brief.

2. There exist core features common to all personality disor-

ders and other features common to specific personality dis-

orders. Therefore, treatment needs to incorporate strategies

to manage the personality disorder as a general psycho-

pathology and to offer customized strategies to address the

more specific and idiosyncratic manifestations of specific

personality disorders.

3. A personality disorder reflects a biopsychosocial etiology.

Therefore, interventions need to reflect multiple contribut-

ing factors, with the overarching goals of reducing distress

and facilitating adaptation and functionality.

4. Adventitious stressors (“psychosocial adversity”; p. 574)

impact the personality system and those with personality

disorders are especially vulnerable. Therefore, the treat-

ment also needs to address the consequences of these par-

ticular stressors. Recall that exaggerated responses to

stressors are pathognomic of a personality disorder.
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Therapy needs to be reasonable, realistic, and practical

(Paris, 2003). What is reasonable and what is not? The individ-

ual cannot be recreated or reinvented. His life story cannot be

rewritten, and his defensive structure should not be disman-

tled. This is not because it cannot be done, but because disman-

tling implies the possibility of him being left without defenses

(maladaptive or otherwise), being defenseless, at a stage in life

where he may not have the necessary self-resources or time to

allow a reconstruction of character. The process of treatment

includes assessing the personality traits of the individual, and

identifying which are adaptive and which are maladaptive,

with the referent(s) of both being clearly identified. These ref-

erents elucidate the specific threats and challenges the individ-

ual faces, how they are met by his personality traits, and how

they may directly contribute to the distress he experiences.

These referents can be at the level of the context or system (e.g.,

when the individual is a patient in a hospital), the level of a

group (e.g., a member of a senior center or a family), or the

level of a dyad (e.g., in relationship with a spouse or child).

The referent can also refer to a specific task required of the

individual for him or her to be appraised as functioning accept-

ably or adaptively. For example, an individual moving into an as-

sisted living facility after living independently in her own home is

now required to regularly participate in a residents’ group,

where she is expected to voice her concerns and complaints. If

she has an Avoidant Personality Disorder, this could be painfully

difficult for her. Another example might be a man with Schizoid

Personality Disorder who must share a room with other men in a

rehabilitation facility. He would likely feel highly anxious with

this degree of unfamiliar intimacy and infringement on his per-

sonal space. This could be acted out in ways that would interfere

with the tasks involved in his rehabilitation program (e.g., refus-

ing group activities or even leaving the program prematurely).

Therapy needs to also identify and address which charac-

teristics or traits of the individual might be adaptive to his cur-

rent circumstances, and include these in the treatment plan. In

other words, it is important to put adaptive traits to use. Doing
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so serves several functions. Using “adaptive” traits (i.e., giving

them a job) reduces the expression of less desirable traits, re-

specting the concept of reciprocal inhibition. It is always useful

to reinforce healthy narcissism, in other words, to make certain

the individual has an opportunity to express and is rewarded

for expressing that which he most values in himself. Enhancing

the positive (or nonmaladaptive) traits increases the probability

that the individual will receive positive rather than negative

feedback from the environment. It also reduces the strength of

the stressor and thereby reduces the challenge to the individ-

ual’s resiliency.

Any treatment should of necessity be a combination of ap-

proaches and strategies to best address the individual’s symp-

toms, her relationship with others, and the context of care.

Treatment needs to be clearly relevant to what the individual

understands as having a negative impact on her life. If the indi-

vidual does not understand the relationship between this dis-

tress and the treatment offered, she will not sign up for the

treatment, or she will sabotage it.

Treatment needs to respect both internal and external indi-

vidual resources. Internal resources may include time, interest,

energy, and money. External resources may include the support

and encouragement offered by others. Treatment must appear to

be wise to the individual—operationalized as concrete, appropri-

ate, and doable. It also needs to appear to have a low requirement

for change and a high probability of achieving the desired results.

Treatment must be perceived as being moderately novel: It

must fall somewhere between the appraisal that “I’ve tried it and

it doesn’t work” and “This is too strange. It doesn’t feel at all

comfortable to me.” Treatment above all must be seen as being

worth the effort to make the required change. The clinician

should be aware that change is difficult for people in general and

that change may be particularly hard for personality disordered

older adults who have used their rigid approach to coping and

problem solving for many years, so helping the patient see the

potential benefit to change is important. And the benefit must be

to the patient, and not merely to other’s in the patient’s life.
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Invisibility of Personality Disorders

Personality disorders are often omitted from a diagnostic formu-

lation, and therefore are not addressed in a treatment plan.

There are several ways to understand this omission. There is the

assumption that an Axis II disorder is not treatable because it de-

scribes the pathology of the individual’s characterological infra-

structure, which, it is assumed, cannot be significantly altered.

Personality disorder diagnoses are often used as pejorative

labels, which serve to close off treatment options. For example,

the label “Borderline” is frequently clinical shorthand for a pot-

pourri of negative countertransference reactions to the pa-

tient’s manipulative and rageful tendencies and noncompliance

with treatment.

There are also fiscal disincentives to treating Axis II condi-

tions. Many managed care products discourage what might be

lengthy and difficult treatments in favor of highly specific foci

for short term treatments. The individual with a personality dis-

order diagnosis or diagnoses, in the absence of a diagnosable

Axis I condition, can be disallowed authorization for more than

minimal treatment.

What (Little) Is Known

Although scant research has examined psychological treat-

ments specifically for older adults with personality disorders,

some has looked at the treatment of personality disorders of

mixed ages, with younger adults being the most heavily repre-

sented. The findings can be summarized as follows:

� Those with personality disorders being treated for Axis I

disorders have a more complicated course and a poorer

outcome than those without personality disorders (Bro-

daty et al., 1993; Devanand, 2002; Shea & Yen, 2003; Shea

et al., 1990; Stek, Van Exel, Van Tilburg, Westendorf, &

Beekman, 2002).
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� Those with personality disorders develop Axis I disorders

earlier in life; have more symptoms, more severe symp-

toms, longer episodes; and relapse more frequently than

those without personality disorders (Abrams, Alexopoulos,

Spielman, Klausner, & Kakuma, 2001; Devanand et al.,

2000; Fava, Bouffides, Pava, & Rosenbaum, 1996; Trapler

& Blackfield, 2001).

� All psychotherapies have been found to be more difficult to

conduct when a personality disorder is present, and these

patients respond less positively to any intervention or

treatment (Agronin & Maletta, 2000; Sadavoy, 1999;

Thompson et al., 1988).

� After treatment, those with a personality disorder evidence

greater residual/continued negative effect on their level of

functioning and quality of life (Abrams et al., 2001; Con-

dello, Padoani, Uguzzoni, Caon, & DeLeo, 2003). This is es-

pecially observed in those individuals with more than one

personality disorder diagnosis (Condello et al., 2003).

Comorbidity of Axis I and Axis II Disorders

Those with a personality disorder are selectively at greater risk

of developing an Axis I disorder, especially mood, anxiety, and

somatization disorders (Zweig, 2003). As discussed earlier, we

know that Axis I and II disorders commonly coexist in about

20% to 75% of patients (DeLeo, Scocco, & Meneghel, 1999;

Oldham, 2001; Widiger & Seidlitz, 2002). Comorbid depression

is especially prevalent, with approximately 15% to 30% of

older adults diagnosed with depression also having a comorbid

personality disorder (Devanand, 2002; Kunik et al., 1994).

Most of the personality disorders fall into Cluster C (Abrams

et al., 1987, 1994; Devanand, 2002; Kean et al., 2004).

The age of onset of the depression appears to relate to the

probability of comorbidity. Patients who have early onset de-

pression are more likely to have a comorbid personality disor-
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der than those with late onset depression (Devanand, 2002;

Kunik et al., 1994).

Those diagnosed with a personality disorder have also

been shown to have a higher rate of anxiety disorders. General-

ized Anxiety Disorder, the most prevalent anxiety disorder

among older adults, has been shown to have a high comorbid-

ity with personality disorders, specifically with Cluster C per-

sonality disorders (Coolidge, Segal, et al., 2000; Kean et al.,

2004).

Understanding the Comorbidity

A number of hypotheses have been suggested to account for

the high comorbidity rate. Each hypothesis aligns with certain

theoretical orientations to psychopathology and suggests,

accordingly, what might be the appropriate treatment (De-

vanand, 2002).

The “predisposition hypothesis” posits that one condition

(either the Axis I or Axis II condition) predisposes the individ-

ual to develop the “other” condition. This corresponds well to

theories of genetic loading, or diathesis, with regard to the de-

velopment of psychopathology.

The “subclinical or prodrome hypothesis” posits that the

personality disorder is a prodrome of the Axis I disorder, both of

which share a common biogenetic substrate—having a person-

ality disorder puts the individual selectively at risk for develop-

ing an Axis I condition. A possible flaw with this hypothesis

relates to a temporal concern. How can we account for the pre-

sentation of a mood or anxiety disorder in childhood, before the

Axis II condition becomes evident?

The “life events hypothesis” suggests that stressors early in

life (e.g., attachment insults or trauma) lead to the develop-

ment of both Axis I and Axis II disorders, especially mood disor-

ders. This is consistent with a psychodynamic orientation.

The “scarring hypothesis” suggests that, with severe and

recurring Axis I episodes, a scarring of the personality occurs,

which results in the development of a personality disorder.
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Again, this raises a temporal concern. Current diagnosis criteria

require the personality disorder to be established by adulthood,

and many individuals with a personality disorder do not have

an Axis I episode until later. Have we missed identifying earlier

Axis I episodes—specifically, symptoms of mood and anxiety

disorders in childhood or adolescence?

Perhaps, the hypothesis with the greatest support (at least

anecdotally) is the “modifier/pathoplasty hypothesis.” This sug-

gests that, with the high comorbidity rate of Axis I and Axis II

disorders, each one modifies the expression of the other. This

hypothesis recognizes the bidirectionality and the interrelated-

ness (not causality) of both types of clinical conditions, albeit

this process is not yet well understood. This hypothesis also sup-

ports the likelihood that Axis II personality disorders and Axis I

clinical disorders share common aspects of psychopathology

(Shea & Yen, 2003).

Treatments and Therapies

Treatments and therapies can include somatic treatments,

psychotherapy, environmental engineering, psychoeduca-

tional interventions, communication training and skills-

development programs.

Somatic Treatments

In this section we examine biologically based interventions and

discuss potential applications and issues with older adult patients.

Electroconvulsive Therapy
Electroconvulsive therapy (ECT) has been a highly controver-

sial intervention for many years, but it is the treatment of

choice for severe recalcitrant depression, which has not re-

sponded to psychological and pharmacological approaches.

Electroconvulsive therapy may also be used in cases of severe

depression where treatment must work quickly and when it
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cannot wait for drug therapy to become effective (e.g., with the

catatonic or suicidal patient). There have been a number of

studies of ECT with patients with Borderline Personality Disor-

der, but not specifically in older patients (DeBattista & Meuller,

2001). Electroconvulsive therapy is generally found to be a

good, effective treatment that appears to treat the depression

but which does not have a significant effect on the underlying

personality disorder condition. Another study has suggested

that those with comorbid personality disorder have a poorer

outcome, especially those with a Cluster B personality disorder,

and have a higher relapse rate of the depression (Sareen, Enns,

& Guertin, 2000). Although there are some well-supported

benefits of ECT, its use is especially problematic with older

adults because some common side effects of the treatment with

older adults include falls, confusion, and cardiovascular prob-

lems (Sackeim, 1994). Electroconvulsive therapy also can pro-

duce memory problems, and there is controversy about

whether these effects are more serious and chronic among older

adults. Caution is advised due to the chance of accentuated cog-

nitive problems among older people treated with ECT.

Pharmacotherapy
The purposes of pharmacotherapy are twofold: (1) to reduce se-

lective maladaptive signs and symptoms of the personality dis-

order and (2) to treat any comorbid psychopathology. Drugs are

not used to directly treat the underlying personality disorder.

Medications are often used adjunctively to other forms of

treatment and are aimed at specific targets, including anxiety,

depression, agitation, impulsivity, affective lability, and tran-

sient psychosis.

Among the challenges to pharmacotherapy with this popu-

lation is the likelihood that the prescribing physician may not

know that the patient has a personality disorder, what this

means, and what effect this might have on their treatment. In

addition, there are special and significant challenges to the

pharmacotherapy of older adults with personality disorders,
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which reflects our understanding of personality disorders and

old age. First, it is generally acknowledged that there is likely an

underlying biologic vulnerability to personality disorders

(Cloninger, Surakic, & Przybeck, 1993; Siever & Davis, 1991).

We also recognize that brain changes occur in old age, which

increase the brain’s vulnerability. Therefore, the older adult

with a personality disorder may be selectively at risk for the ex-

pression of psychopathology. Second, those with a personality

disorder may not be as compliant, or reliably compliant, with

medication regimens, which may also be true for older adults in

general who have more conditions for which medications are

prescribed. Third, there may be cognitive and fiscal concerns

further compromising their compliance. Fourth, there is also

the risk of polypharmacy and synergistic drug interactions with

older adults taking multiple medications. Finally, age-related

changes in the pharmacokinetics and pharmacodynamics make

prescribing complex and challenging.

Specific personality disorders can be expected to present

specific challenges to the prescribing clinician. For example,

someone with Dependent Personality Disorder might not ade-

quately question the doctor, or seek a second opinion, even

when one is indicated. Someone with Obsessive-Compulsive

Personality Disorder might be overly demanding, seeking more

information than is necessary, and might rule out potentially

helpful medications. Those with Paranoid Personality Disorder

might be excessively suspicious about why the medication was

being suggested; who was engineering this, and why?

Cluster B presents its own special challenges. For exam-

ple, among individuals with Narcissistic Personality Disorder,

their propensity toward specialness and special sensitivity

could result in reporting peculiar or excessive side effects to

medications. Others may do doctor shopping, and not be forth-

right about what drugs they use or the providers with whom

they are involved. This could lead to unintentional polyphar-

macy or intentional drug abuse and self-harming behaviors

(Kean et al., 2004).
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Effectiveness of Pharmacotherapy
Pharmacological studies have examined the efficacy of atypical

antipsychotics, selective serotonin reuptake inhibitors (SSRIs),

and antiepileptics (Markovitz, 2004). There have been few con-

trolled trials conducted, and most trials have focused on the

Cluster B disorders, usually Borderline Personality Disorder,

with scant representation of older adults.

In general, the conclusions of these studies suggest that

(a) drugs can be helpful for the reduction of certain symptoms

and behavioral traits (e.g., aggression or impulsivity); (b) co-

morbid Axis I conditions (e.g., depression, anxiety) can be

helped with appropriate medications, and (c) combinations of

drugs are likely indicated and will achieve a better treatment

outcome.

The message is, that while drugs can help the symptom ex-

pression of a personality disorder, there is no evidence that they

can directly treat (or cure) the personality disorder. However

(and this is an important point), if the expressions of a person-

ality disorder are ameliorated, the response by others to the in-

dividual will be altered, and therefore the patient’s life will be

altered and the quality of life improved. This indirect effect

often justifies drug (or any) therapy.

Psychological Treatments

Few studies have addressed the efficacy of psychological treat-

ment where personality disorder pathology is the main focus,

and fewer still have included significant numbers of older

adults in the samples. Most often studies have focused on per-

sonality disorder with a comorbid Axis I condition, using mixed

ages with older adults underrepresented or not represented at

all. There are a number of ways this can be understood.

Younger adults with a personality disorder are typically more

florid and more acute in their presentation; they present for

mental health treatment more readily than older adults; they do

not have the medical confounds that older adults present in
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terms of multiple medical conditions, taking multiple medica-

tions, and thus are “cleaner” subjects to study. In the following

sections we describe several popular psychotherapeutic ap-

proaches to personality disorders and identify challenges with

older adult patients.

Psychodynamic Psychotherapy
Long-term psychodynamic psychotherapy has historically been

the mainstay treatment for the more severe personality disor-

ders, with poor response overall. This has not been shown to be

especially effective in the treatment of personality disorders.

Many individuals with a personality disorder are not able to tol-

erate the intervention mainstays of analytically based treat-

ments. For example, confrontation and interpretation could be

experienced as a paranoid threat by those in Cluster A, as a

threat of narcissistic injury or of abandonment for those in

Cluster B, or as intimating rejection and withdrawal of support

for those in Cluster C.

In general, those older adults with a personality disorder

are also not well suited to the stage-appropriate tasks of

life review and self-reflection (Solomon, Falette, & Stevens,

1982). They have great difficulty identifying or tolerating

affect; they are prone to acting it out or in rather than being

able to bring affect to conscious awareness and to consider

it objectively. Also, the individual often has had a long

history replete with failure and conflict, so encouraging a

deep and meaningful review may be harmful rather than

helpful.

Cognitive-Behavioral Psychotherapy
Cognitive-behavioral therapy perhaps is the most appro-

priate treatment for older adults with personality disorders 

(Goisman, 1999). Primarily, this is because it does not target

the characterological infrastructure but rather focuses on the

symptoms and goals jointly arrived at by patient and clini-
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cian. The cognitive aspect can help the individual get past a

fixed, egocentric point of view, thereby enabling an ex-

panded repertoire of behavioral options (DeLeo et al., 1999).

For this to occur, a therapeutic alliance, which is often an

elusive goal with this population, needs to be established.

The probability of it being successfully achieved, among

other factors, relates to the agreement on therapy goals and

acceptance of a partnership (working alliance) to meet those

goals. Patient strengths are identified and used to effect posi-

tive change. Cognitive-behavioral therapy techniques have

been shown to be effective in the treatment of anxiety, de-

pression, impulsivity, aggression, and affective lability condi-

tions and behaviors, which often accompany the personality

disorder.

Interpersonal Psychotherapy
Interpersonal psychotherapy (IPT) is a directive treatment

model that uses dynamic, cognitive, and behavioral tech-

niques to modify maladaptive relationship patterns. Inter-

personal Psychotherapy was developed as a short-term

treatment model for depression, and has been shown to be

effective with this clinical population. The model has 

recently been adapted specifically for older adults (see Hin-

richsen & Clougherty, 2006). However, it has not been stud-

ied as a treatment modality for older adults with a

personality disorder, with or without comorbid depression.

One study reported on an adaptation of IPT for use with

young adults with Borderline Personality Disorder, which

suggested some success (Weissman, Markowitz, & Klerman,

2000). The focus with IPT is on the interpersonal context, at

the juncture at which most problems (and stress) occur; this

is especially problematic for the individual with a personality

disorder. The adaptation for use with Borderline Personality

Disorder adds to the original protocol an additional focus on

self-image.
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Dialectical Behavior Therapy
Dialectical behavior therapy (DBT) has received considerable at-

tention and has been shown to be an effective treatment for per-

sonality disorder, specifically for Borderline Personality Disorder

(for a thorough review, see Robins & Chapman, 2004; also

Scheel, 2000). Its efficacy with older adults is beginning to get

research attention. Dialectical behavior therapy is a cognitive-

behavioral treatment model based on biosocial theory with the

premise that personality disorder symptoms reflect biological ir-

regularities (Shearin & Linehan, 1994). The treatment is multi-

focused and uses individual and group modalities. Dialectical

behavior therapy incorporates problem-solving strategies, stress

reduction techniques, and attention to the relationship between

the individual and the environment.

The DBT model teaches and coaches problem-focused

techniques and includes skills training for the purposes of re-

ducing or eliminating maladaptive responses and replacing

them with more adaptive responses. Boundaries, including clin-

ical boundaries, are clearly delineated and protected. The train-

ing is hierarchical and progressive, consistent with behavioral

models in general.

As noted, most of the DBT studies have focused on younger

personality disorder populations. Ongoing research studies

(Lynch, Morse, Mendelson, & Rubins, 2003) are evaluating the

efficacy of DBT with older adults with a personality disorder

and comorbid depression. Findings to date have shown DBT to

be more effective than treatment as usual, typically pharmaco-

logical treatment, in a number of ways including improvement

in adaptive coping, decreased reactivity, decreased self-critical

behavior, and decreased feelings of hopelessness. Dialectical be-

havior therapy is a skills-based approach, and as such, there is

no reason to think it should not apply well to older adults.

Countertransference

Countertransference refers to the emotional responses of a cli-

nician to a patient. These responses have their origins in early
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relationships, most usually in relationships with one’s parents,

and which responses promote the reactivation of primitive de-

fenses. Countertransference reactions are neither inherently

bad nor good; they just are. Recognition and consideration of the

countertransference offers clinical utility in a number of ways.

Countertransference can contribute significantly to the di-

agnostic refinement. The feelings and behaviors evoked in the

clinician by the patient can be used to suggest and clarify a clin-

ical diagnosis. Consider the “feeling” of being scrutinized, of

being suspect, which is often evoked through interaction with

an individual with Paranoid Personality Disorder.

The countertransferential experience enables insight into

the phenomenology of the individual. How the clinician feels

when with this individual, often reflects (mirrors) what the pa-

tient feels. For example, it is not unusual to feel the incipient

rage of a person with Borderline Personality Disorder when

they are talking about a relationship that triggers their anger

dyscontrol.

Countertransference can serve as a microcosm of the pa-

tient’s universe. As is true for all therapies, the therapy session

represents and reflects the experiences the patient has outside

of the session. This can help clarify the diagnosis. For example,

the individual with Dependent Personality Disorder will act out

the dependency in the session and the countertransference re-

actions might initially include feelings of competence and

power, but develop over time to feeling drained and, ultimately,

even useless and helpless.

The countertransference can suggest treatment options. It

is the wise and experienced clinician who is able to identify the

countertransference reactions, to utilize these diagnostically to

better understand the phenomenology of the patient, and to

choose the type and goals of the treatment based, at least in

part, on the countertransference. For example, the individual

who increasingly receives home care services, and feels dis-

tressed by the lack of control, can be coached and supported in

adaptive ways to engage and interact with the helpers.

Managing the countertransference in clinical work with

those with personality disorders is known to be exceptionally
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challenging. The countertransference reactions are characteris-

tically reactive and intense. This is because individuals with a

personality disorder often present clinically in crisis and with a

history of frequent crises. They often demand urgent or exces-

sive attention from the clinician and often lack awareness or re-

spect for the feelings of others, including the clinician. When

their needs are not adequately or promptly met, their symptoms

and maladaptive behaviors are likely to escalate and intensify.

Countertransference feelings can be positive or negative.

On the positive side are feelings of protectiveness, heightened

self-esteem, specialness, and omnipotence. Negative feelings

might include feelings of frustration, rage, depletion, or help-

lessness. These can contribute to considerable stress in the ther-

apist and might result in the therapist acting out—behaving in a

way that is a departure from his or her usual way of functioning

as a clinician. The countertransference can impact the therapy

in significant ways, including the development of a therapeutic

impasse, a breach of the therapeutic alliance, and premature

termination of the therapy.

Managing the countertransference in clinical work with

personality disordered patients is a challenge, and supervision

and consultation is highly recommended. Certain problem

areas frequently emerge in work with the patient population

and require clinical management attention.

Distance regulation refers to the clinician’s ability to main-

tain an appropriate distance in the clinical relationship for the

treatment to be effective. Personality disorders make maintain-

ing this distance difficult. For example, the aloof and arelational

stance of the Schizoid Personality Disorder interferes, and often

precludes, the establishment of a therapeutic alliance. In an-

other example, the affective lability of the Borderline Personal-

ity Disorder often is mirrored by a “distance lability” in

relationship with the clinician, vacillating between becoming

too close or too far apart.

Boundary management refers to the challenges to the clini-

cian’s ability to maintain the boundaries of the treatment. For

example, the patient delays leaving the treatment room at the
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end of the session or contacts the clinician repeatedly between

sessions. Clinical boundaries are frequently challenged, and

sabotaged, by patients with Cluster B personality disorders, and

also by those with Dependent Personality Disorder who seek

excessive direction and reassurance.

Professional perspective is addressed through ongoing edu-

cation around treatments which are best suited to which pa-

tient, keeping up with current thinking in the field, and

awareness of what are (or are not) clinically realistic expecta-

tions of treatment. Supervision is mandatory in managing coun-

tertransference, especially in work with personality disordered

patients. The clinician’s personal therapy is also valuable.

Care of the care provider cannot be overemphasized. The

more difficult the patient, the more the clinician’s usual way of

practicing clinical work is challenged by the patient’s psycho-

pathology and the more self-care is indicated.

Guideposts for Treatment Planning and Goal Setting

One general guidepost is that the more severe the personality

pathology and the more poorly the individual is functioning, the

more appropriate it is that the therapy/intervention be directed

at the level of the environment. The obverse also bears stating.

The more intact and highly functioning is the individual, the

more appropriate are therapies directed at the deeper level of

the individual, including the more psychodynamic therapies.

When considering treatment planning, a seminal question

is: Where in the individual or the system can I anticipate the least re-
sistance and the greatest openness to positive change?

The assessment of personality disorders was addressed in

Chapter 9. To summarize, the basic elements need to include:

chart review, clinical interview of the patient, interview with

informants (e.g., from the family or the setting), and standard-

ized assessment measures (e.g., personality inventories and

structured interviews). Assessment rules of thumb lead to the

diagnosis of treatable conditions, determination of the baselines
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of the patient’s usual level of functioning, highest level of func-

tioning, and the trajectory and rate of change. 

Goal setting determines the course for the treatment and

informs the options to be considered. In thinking about treat-

ment goals, the critical questions include: Whose goal is it?

Does the patient support the goal? Does the patient support

how the goal is to be reached? Is the goal feasible for this patient

at this time? How will the clinician and patient know that the

goal has been reached? Will reaching the goal expose another

problem?

Understanding the Phenomenology of Personality Disorders and
Helping Guide Treatment

These thoughts are offered as creative guidelines to help the cli-

nician better understand the experience of the individual and to

aid in the selection of treatment options.

Patterns of Attachment

Four patterns of attachment have been described which typify

the individual’s usual position in relationship with others.

Secure Pattern
This pattern takes the form of the individual valuing both him-

self and others positively. It is suggested as being consistent

with a normal, healthy personality.

Fearful Pattern
This pattern takes the form of the individual valuing herself

and others negatively. This is suggested as being consistent

with Paranoid, Schizotypal, and Obsessive-Compulsive Person-

ality Disorders.
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Preoccupied Pattern
This pattern takes the form of the individual valuing himself

negatively and others positively. This is suggested as being con-

sistent with Avoidant, Dependent, Histrionic, and Borderline

Personality Disorders.

Dismissive Pattern
This pattern takes the form of the individual valuing herself pos-

itively and others negatively. This is suggested as being consistent

with Narcissistic, Antisocial, and Schizoid Personality Disorders.

Inside and Outside Feeders

Another way to understand the phenomenology of the individ-

ual is by identifying the dominant source of self-confirming

sustenance. The parameters of this hypothetical continuum de-

note, at one end, individuals who are predominantly self-

confirming (inside feeders), and, at the other extreme, those

who are predominantly dependent on external confirmation

(outside feeders).

Inside feeders require and prefer little feedback from outside

themselves. They tend to be discomforted by too much connec-

tion or regard; they tend not to seek it and often resist it. If it is

pressed on them, their maladaptive expressions can be ex-

pected to become worse. The notion of inside feeder is sug-

gested as being consistent with Paranoid, Schizoid, Schizotypal,

Avoidant, and Obsessive-Compulsive Personality Disorders.

Outside feeders need a great deal of feedback, direction, and

confirmation from others (the outside). This is suggested as

being consistent with Histrionic, Narcissistic, Borderline, Anti-

social, and Dependent Personality Disorders. When they are de-

nied or limited in this source of sustenance, the maladaptive

expressions of the personality disorder can be expected to be-

come worse. This is often the response to frequently occurring

events in old age, such as retirement and the need to move into

assisted housing, among other changes, which reduce the

amount of feedback they can receive.
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Rules of Personality Disorders

Actual rules to govern the expression of any personality—disor-

dered or not disordered—do not exist. However, those with per-

sonality disorders often behave as if there were such rules. The

behaviors are especially challenging to clinical work. Identify-

ing these rules can help in treatment planning and in the antic-

ipation of resistances and therapeutic openings:

Rule 1: The personality disorder is ego-syntonic. No matter

how adaptive or maladaptive, the individual’s personality

feels right—it “feels like me.” The notions of homeostasis

and constancy are in support of the ego-syntonic quality of

the personality.

Rule 2: The problem is externalized. The sources of distress

resulting from the Axis II condition emanate from a refer-

ent outside of the individual. The world or others are prob-

lematic, not “me.”

Rule 3: The response repertoire is closed to change. The in-

dividual with a personality disorder has difficulty experi-

encing himself as an agent of change. His or her response

repertoire (i.e., feelings, cognitions, and behaviors) is nar-

row and inflexible.

Illusion of Uniqueness

In contrast to a patient being more open to recognizing and ac-

cepting an Axis I diagnosis, the personality disorder is so much

a part of the fiber of who an individual is (i.e., the pattern is

ego-syntonic) that there is great resistance to acknowledging it

as psychopathology. Each individual experiences him- or her-

self as unique. It is a challenge to be able to take an individ-

ual’s personality as object, and subject it to clinical diagnosis

and treatment, especially so for the older adult with a person-

ality disorder.
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Among the most challenging patients to diagnose and treat

is an older individual with a personality disorder who, in some

cases, had a relatively quiescent phase at midlife. As noted, the

personality pathology can be expected to become exaggerated

as the individual faces the many challenges of aging (Sadavoy,

1987, 1996) and the individual’s core vulnerabilities revealed.

The hallmark of a personality disorder is the difficulty people

have as they are in a close relationship with others, or as they

avoid such relationships. In older age, people need to be able to

establish and maintain connections with others to increasingly

permit and enable mutual interdependence. How successfully

this is accomplished often informs whether the personality is

experienced by others as a disorder or rather as the individual’s

distinctive style. This important distinction, and its implications

for treatment are addressed in Chapter 11.
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The “Goodness of Fit” Model and
Its Implications for Treatment

There exists an important distinction between a personal-

ity style and a personality disorder. A personality style

does not cause significant distress nor does it interfere gener-

ally with occupational or social functioning, whereas a per-

sonality disorder does have these effects. We can consider

personality disorders according to a categorical or dimen-

sional perspective. The categorical perspective posits that the

disorder is either present or absent in an individual. That is,

even if certain criteria are present in an individual, unless a

threshold number of criteria are met and for the prescribed

period of time, the disorder cannot be diagnosed, and thus is

not present. The dimensional model of personality alterna-

tively suggests that personality traits are, in and of them-

selves, neither adaptive nor maladaptive; neither are they

normal nor pathological. Rather, these traits are presumed to

be possessed by everyone, albeit differing in expression or

degree and reflecting the synergy of multiple traits. The dif-

ference in whether a composite of traits, or trait profile, de-

fines a style or a disorder often depends on variables that exist

outside the individual. The dimensional model of personality

allows each trait to be envisioned as lying along a continuum, 
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which assumes its presence and describes its relative quantity.

Although personality as a construct implies compelling stability,

the profile of individual traits, its expression, and whether it be-

comes identified as a “style” or a “disorder” is informed by an

equally compelling capacity for change. This potential for flexi-

bility has significant and special relevance to the care of indi-

viduals with personality disorders.

Stage models of psychosocial development consider the

context in which the personality is expressed. Developmental

theorists additionally have emphasized the relevance of stage-

related tasks—what the individual is being asked to do at spe-

cific stages of psychosocial development (see Erikson, 1982;

Kegan, 1982; Levinson, Darrow, Klein, Levinson, & McKee,

1978). Successful adaptation can thus be defined as the suc-

cessful negotiation of the psychosocial tasks required at each

life stage. Using context and tasks, including roles and rela-

tionships, as referents, an individual may be diagnosed with a

personality disorder at one stage in life, yet not be so diag-

nosed while at another stage, even as he or she exhibits the same
personality trait profile.

The individual with a personality disorder, because of a

limited response repertoire and lack of response flexibility,

often has great difficulty in negotiating novel tasks. This is espe-

cially relevant to the older adult. For example, the loss of a

spouse may mean that the individual needs to learn and per-

form tasks that the lost spouse had historically performed.

Someone with a Dependent Personality Disorder might become

overwhelmed and flooded with anxiety at the prospect of doing

things alone without support and direction. Conversely, the

move from one’s home to a more institutionalized setting (e.g.,

an assisted living facility) can mean being freed from assuming

responsibility for certain instrumental activities of daily living.

Control is a reciprocal of responsibility. Assuming responsibility

is threatening to the dependent personality, whereas loss of

control is threatening to the obsessive-compulsive personality.

A change in the individual’s context provides a novel frame

for the expression of his personality traits. He will be asked to

be successful at new or different tasks and can be expected to
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meet them in a way that is usual for him, consistent with his

personality style. Or she will be asked to perform different

roles, and will also do this in a way that is usual for her, consis-

tent with her personality style. The prevailing directives here

are those of homeostasis and self-constancy.
Homeostasis refers to the tendency of the individual to re-

turn to a baseline of functioning, to what feels right and com-

fortable to him or her. It is the process of reequilibration toward

an individual’s center. This process is naturally upset when an

individual is thrown off his or her center by a change perceived

as significant, whether the change required is initiated from in

or outside the individual.

Older adults are called on to make many changes in re-

sponse to changes in their health, functional status, and social

and occupational domains. These many requirements for

change have been referred to as the vicissitudes of old age as

well as the meaning of the slogan “old age is not for sissies.”

However, also in older age, an individual’s ability to regulate,

self-correct, and re-center is also challenged. Resources such as

energy, money, and time might become limited. On the other

side of the equation are the qualities of wisdom, including the

strength of survivorship and the ability to draw from and gener-

alize from past experience. Well-functioning, psychologically

healthy individuals at any age have a “deep bench”—a broad

repertoire of responses to apply to novel situations—as well as

the ability to choose and apply those which are most appropriate.
Those with personality disorders, however, have both a narrow

repertoire of responses and also are impaired in their ability to

identify appropriate responses. These deficiencies are reflected

in problems with affect regulation, distance regulation, core

vulnerabilities, and reliance on primitive defenses (discussed

earlier in Chapter 10).

Self-constancy refers to the need, throughout life, to do

whatever it takes to continue to “feel like me.” This need to feel

like oneself is a response to the question raised often by frus-

trated care providers or others in close relationship with the in-

dividual with a personality disorder: “If he sees how angry he

makes people by being that way, and how they avoid him, why
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doesn’t he stop doing that?” We offer two responses to this type

of inquiry. First, if what an individual “does” (i.e., thinks, acts,

or feels) does not achieve what it is intended to, the tendency is

for him or her to do it again and again, but louder, faster, and/or

harder. Second, even if the behavior is met with an objectively

negative response, it is the response that an individual usually

gets and therefore it “feels like me” and reinforces their self-

constancy, which is especially needed during times of change.

Intimate relationships with others both reflect and affect

the expression of personality pathology. Any change or loss

of others who have performed significant functions for the

individual with a personality disorder is likely to be reflected

through an exaggeration of his or her maladaptive traits.

Having functioned as “auxiliary selves,” these significant

others attenuated the expression of the personality disorder

in three major ways. First, they may have served to bind the

expression of pathology (e.g., by distracting an individual

from acting out his distress). Second, they may have served

as a buffer between the individual and others, thereby reduc-

ing the opportunity for the display of pathology. This func-

tion offers a secondary gain of reducing the feedback

(reinforcement) of the maladaptive traits. Third, they may

have served to bolster the individual’s more adaptive traits,

thereby selectively inhibiting the expression of the reciprocal

maladaptive ones (see Chapter 10 for an elaboration on these

functions).

“Goodness of Fit” Model

“Goodness of fit” (GOF) is suggested here as describing the rela-

tionship between the patient (i.e., client or resident) to the care

provider or context of care. Four premises are proposed as un-

derlying the GOF model:

1. Each personality trait lies along a continuum where, by its

point on this continuum, it can be identified as suggesting

a personality style or a disorder.
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2. The composite of these traits establishes a personality trait

profile, or template, which can be identified as suggesting

a personality style or a disorder.

3. The clinician or care provider, or context of care, favor cer-

tain personality traits and devalue certain others. Those

that are valued are moved along the continuum toward the

style pole, whereas those that are devalued, or negatively

regarded, are moved toward the disorder pole.

4. The GOF between the individual and the provider or con-

text of care affects whether a person is diagnosed with a

personality disorder and the type of treatment offered.

Trait Template

Table 11.1 offers the trait template as a means to understand

goodness of fit.

As can be seen in the template, an opportunity is provided

for the clinician to list the personality traits that he or she values

and the traits that are particularly valued by the system of care

in which the patient participates. The second and third columns

provide space for describing traits of the clinician’s ideal pa-

tient(s) and traits of difficult patient(s). When using the trait

template, consider the following issues:

� List the dominant personality traits that are valued by your

system of care or self.

� List the dominant personality traits that describe your (the

system’s) favorite patients.

� List the dominant personality traits that describe your (the

system’s) most difficult patients.

� What do you recognize about the GOF between these

two templates?

The examples that follow illustrate how the template works

at the levels of the institutional system and the individual.
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Table 11.1 The Trait Template as a Means to Understand Goodness of Fit

Trait Template

Traits Valued by the

Institutional System

or Clinician

Traits Describing Ideal

(Favored) Older

Adult Patient(s)

Traits Describing

Difficult Older

Adult Patient(s)
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Institutional Example: A Prototypical Skilled Nursing Facility
Three dominant personality traits are suggested as being central to

what defines the ideal nursing home resident. These traits address

(a) the degree of the resident’s characteristic dependency; (b) how

much he or she reflects what is “usual and expectable” for a person

of that age, gender, and location; and (c) how comfortable that per-

son is functioning as a member of a highly interactive community.

The “fit” to that system can be identified by first noting

where along each trait continuum the individual would be ex-

pected to fall (marked by X) and then noting where along the

continuum the trait is most valued by the system (marked by

Y). The alignment of X and Y indicate the “goodness of fit” be-

tween the individual and the system:

Autonomous.....................X................Y ............Dependent

Individualistic............................................XY ...Conventional

Private...................X....................................Y ...Public

In this example, the resident (X) would likely be a reason-

able fit with the system. However, certain problems might be

anticipated. For example, he might need more privacy than the

institution generally provides and his need for autonomy and

self-control may also not be adequately met. His tendency to-

ward conventional ways of thinking and being would be highly

adaptive to the system as this trait is one that is highly valued.

The clinician’s individual psychodynamics also affect the

movement of the patient between personality style and disorder.

This is addressed in countertransference especially to those with

difficult personalities. These emotional responses raised in a cli-

nician by a patient have their origins in early relationships, most

typically with one’s parents. These responses become reactivated

and then are reflected in what we “do” (i.e., think, act, or feel) in

response to the encounter. These reactions can be positive or

negative, but, either way, they affect how we respond to and treat

the individual. Examples of positive countertransference include

parental and protective feelings, heightened self-esteem, a feel-

ing of specialness, and the development of rescue fantasies. For

example, the feeling that we can be the one to help a dependent
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personality take more responsibility for her actions and achieve

greater courage of her convictions is satisfying. We feel that we

can repair the characterological fault line where others before us

could not, even when we know we cannot. Additional confounds

in treating the older adult with a personality disorder are the

emotional reactions evoked in us because of the patient’s age.

Professionals are not immune to ageist contributions to counter-

transference.

Examples of negative countertransference with difficult

personalities are legend, including feelings of frustration, fear,

powerlessness, rage, and the engendering of fantasies of retalia-

tion and escape. As with treating younger people with person-

ality disorders, the mental health clinician is especially likely to

experience powerful reactions to the personality disordered pa-

tient of any age because powerful reactions are engendered in

the patient. The key here is to recall that the reactions evoked in

us are often pathognomonic of the personality disorder itself.

The manifestation of the personality disorder requires a refer-

ent, whether this is task, context, or relationship, and the clini-

cian provides the opportunity for an intimate relationship.

Powerful feelings are one way to diagnose the disorder, as are

the experience and performance of our professional work in

ways that are a departure from our norm.

Consider the “pull” of the individual with a dependent per-

sonality for us to go beyond suggesting ways in which she might

help herself to actively coaching and directing her every step of

the way. Consider the “pull” of the hostile narcissistic personal-

ity to deny him the attention and feedback he desperately seeks.

It is very difficult to express positive regard when we feel

vengeful. Finally, consider the unusual level of worry and con-

cern experienced about the individual with Borderline Person-

ality Disorder who is hinting at self-harm or possibly suicide.

Individual Example
Whether the system of care refers to an individual or to an ac-

tual system, the underlying premise of GOF remains the same.

That is that each “system” favors certain personality traits and
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devalues others. For example, a visiting nurse is assigned home

visits to an elderly man with brittle diabetes. The nurse is re-

sponsible for evaluating him and for designing his treatment

plan, monitoring the responses, and making any indicated

changes. Her patient is “managing his levels” with outstanding

attention to detail, thereby making her job very easy. He is fas-

tidious with his record keeping, the recording of his diet, time of

his meals, time and dose of all medications, as well as noting the

effects of any changes in the regimen. He is clearly likely to be-

come a favorite patient of this nurse. However, if this same man

were to become a resident in a skilled nursing facility, his ap-

praisal may be very different. He could be expected to micro-

manage the staff at every turn. No institution could be so

unvaryingly precise in the timing of medication distribution or

in attention to the intricate details of his status and responses.

At best, he would be perceived as an annoyance by staff. He

would likely come to be regarded as “difficult” when his anger

and anxiety escalated in response to his lack of control and the

institution’s inattention to detail, which had historically served

to inhibit his internal experience of distress and outward ex-

pression of pathology. In time, he likely would be diagnosed

with Obsessive-Compulsive Personality Disorder.

Utility of a Personality Trait Model

Next, we offer several uses of the personality trait model, espe-

cially in predicting problems an individual may have, under-

standing these problems, and guiding intervention strategies.

Predictive Value
This model calls attention to the probability of problems occur-

ring for a given individual in a specific setting or situation. Con-

sider an older man who is extremely needful of privacy and

intolerant of interpersonal closeness (a schizoid personality).

He finds himself in a rehabilitation facility, sleeping in a room

with multiple other patients, dining in a large communal dining

hall, having physical therapy with many others around him,
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and being required to participate in group sessions. It can be

anticipated that he will appear more pathological—the degree

of his personality disorder will increase.

Interpretive Value
This refers to the value of the model in being able to increase an

understanding of why certain expressions of an individual’s

personality are maladaptive in a specific context or relative to a

specific task (i.e., a less “good fit”). For example, an older

woman with Avoidant Personality Disorder would feel put at

risk if forced into a new group setting. Her dominant traits in-

clude an aversion to public exposure, resulting in the feeling

that she is being judged and will fail the scrutiny of others. It is

understandable that any way she perceives being asked to per-

form or reveal herself would be toxic to her, and she would

likely experience even greater distress.

Planning Value
This refers to the utility of the model to inform and guide treat-

ment and care plan options. For example, the individual who

thrives on considerable attention from others (and acts out if he

or she doesn’t get it) would likely do better (i.e., appear less dis-

ordered) in an environment where his or her behaviors were

observed and affirming feedback was liberally given. Unlike the

dependent personality who requires continual feedback for re-

assurance and direction, and unlike the schizoid personality

who avoids such feedback, the narcissistic character thrives on

this and needs this to reinforce his or her sense of self.

Implications of the Goodness of Fit Model 
for Designing a Treatment Plan

As we have highlighted in earlier chapters, older adults with

personality disorders in general are likely to have problems fit-

ting into formal institutions such as hospitals, rehabilitation fa-

cilities, and skilled nursing facilities. Generally, the more formal
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the institution, the more rigid the template defining the person-

ality traits of those favored by the system. The staff working in

these institutions also reflect this template for them to be valued

by the system. Thus the GOF model can be conceptualized as

one of parallel processes, identifying the favored/devalued

worker as well as the favored/devalued patient (resident).

Informal systems, by comparison, are generally better able

to tolerate greater deviance in the template than are the formal

systems. This allows the patients (residents) more degrees of

freedom before they are diagnosed with pathology. These infor-

mal systems (e.g., church groups, neighbors, or kinship net-

works) are thus less likely to identify a personality disorder in

favor of accepting the individual’s personality style.

The goals for treatment include what should be included as

well as what should not be included. What should not be in-

cluded is a goal to restructure the individual’s personality. What

should be included, generally, is whatever it is that can be antic-

ipated to ease his or her way at this point in life and, more

specifically, whatever it is that can be anticipated to enable him

or her to secure and accept what help is indicated.

The purposes of treatment include the relief of symptoms,

the accommodation of necessary change, the tolerance of inter-

dependence, and the support of healthy narcissism. To conclude

this chapter, we offer several guiding questions for psychother-

apeutic work.

The first question to guide the treatment plan is: Where is
the pain? For the older adult with a personality disorder, the

pain often lies between the individual and the system (or indi-

vidual) providing care.

The next guiding question is: Where might we enter the system to
maximally reduce distress (pain) and minimally meet resistance? How

might the system be asked to accommodate the patient (resident),

and how might the patient (resident) be asked to accommodate

the system? This is not suggesting an adversarial stance. Rather,

the goal is to relieve distress, which is being experienced by both.

The next question is: What is the smallest movement, amount of
change, required to reduce the distress?
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The final question is: How would this change be recognized?
To address the guiding questions, consider these possible

treatment/intervention options:

� Change the demand on the individual to be more congruent with
his style. For example, can the system be flexible in chang-

ing the demand that “men must wear ties and jackets in the

dining room” so that the individual(s) whose identity is “a

casual guy” or someone who challenges dress codes on

principle will not get into a regular struggle with staff at

mealtime? Can the physical therapy department allow the

individual with strong privacy needs to do her exercises in

her room or in the PT room when others besides the thera-

pist are not around?

� Put the dominant, positive traits to work. It frequently appears

that difficult older adults become more difficult when their

dominant traits become “unemployed.” The intervention

then suggests putting these traits back to work in an adap-

tive way or, at least, in a less maladaptive way. Recall the

man with Obsessive-Compulsive Personality Disorder

being cared for at home by a visiting nurse. His dominant

traits were put to work in that setting and the “fit” was ex-

cellent. This changed when the man was placed in a facility

where these same traits were now tolerated and became

unemployed resulting in a poor fit in that setting. The mes-

sage is, where possible, to put the dominant traits to use in

a positive way.

� Inhibit the expression of the negative traits. This can be accom-

plished in two ways. One way is to avoid “fanning the

flames” by what is done, or not done, to provoke the individ-

ual. This refers to the strong reactions individuals with per-

sonality disorders can induce in us, indeed in entire systems.

The use of supervision and consultation can be helpful for

purposes of processing and assisting our self-monitoring so

that we are less likely to act out their psychopathology or to

punish them for it.
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� Provide what “went missing” and has been identified as the pre-
cipitant in the escalation or worsening of their condition. Often

this harkens to the loss of someone in their life who had

served the functions of buffering, bolstering, or binding for

them. The interventions suggested then are to address the

loss and to resupply the function in some way that fits the

current situation.
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