
PERSONALITY DISORDERS 

INTRODUCTION 

The te1m personality refers to enduring qualities of an individual that 
are sho,vn in his ·ways of behaving in a wide variety of circumstances. The word 
·personality ' is derived from the Greek term 'persona' means 'the person behind 
the mask-the real person' . 

Personality disorders result from abnormal behaviour when 
personality traits become abnormal, i.e. become inflexible and maladaptive & 
cause significant social or occupational impairment or significant subjective 
distress. These disorders are coded on axis II of the multi axial diagnostic system 
used by the APA. In ICDlO, they are listed under the section on Disorders of Adult 
Personality & Behaviour [F 6]. 

DEFINITION 



• The definition of abnormal personality given by ICD9 is as 
follows:-

An abnormal personality is one in which there are "deeply ingrained 
maladaptive patterns of behaviour recognizable by the time of adolescence or 
earlier & continuing through most of adult life. Because of this, the patient suffers 
or others have to suffer, and there is an adverse effect on the individual or on 
society". 

HISTORICAL PERSPECTIVES 

The concept of personality disorder has been described for 
thousands of years. In the fourth century B.C, Hippocrates concluded that all 
disease stemmed from an excess of or imbalance among four bodily humours
yellow bile, black bile, blood & phlegm. Hippocrates identified four fundamental 
personality styles that he concluded stemmed from excesses in the four humours:
the irritable & hostile choleric [yellow bile], the pessimistic melancholic [black 
bile], the overly optimistic & extraverted Sanguine[blood] and the apathetic 
phlegmatic [phlegm]. 

Within the profession of medicine, the first recognition that personality disorders, 
apart from psychosis, were cause for their own special concern was in 1801, with 
the recognition that an individual can behave irrationally even when the powers of 
intellect are intact. Nine teeth- century Psychiatrists embraced the term 'moral 
insanity', the concept which defines what we know today as personality disorders. 

Historically, individuals with personality disorders have been 
labelled as "bad" or " immoral" and as deviants in the range of normal personality 
dimensions. The events and sequences that result in pathology of the personality 
are complicated & difficult to unravel. Continued study is needed to facilitate 
understanding of this complex behavioural phenomenon. 

INCIDENCE 

The prevalence of personality disorders in the general population 
is 5-10%. Occurrence of mixed personality disorders is more common than a 
single personality disorder in an individual. 

CLASSIFICATION [ICDI0] 

F60- F69 DISORDERS OF ADULT PERSONALITY AND BEHAVIOUR 



• F60- Specific Personality Disorders 

F60.0- Paranoid Personality Disorder 

F60. l- Schizoid Personality Disorder 

F60.2- Dissocial Personality disorder 

F60.3- Emotional Unstable Personality Disorder 

F60.4- Histrionic Personality Disorder 

F60.5- Anankastic Personality Disorder 

F60.6- Anxious Personality Disorder 

F60.7- Dependent Personality Disorder 

F61- Mixed and other personality disorders 

F62- Enduring personality changes not attribute to brain damage & disease. 

F63- Habit & impulse disorders 

F64- Gender identity disorders 

F65- Disorders of sexual preference 

DSM IV CLASSIFICATION 

In DSMIV, personality disorders are coded on axis II and have been 
divided into three clusters:-

a) Cluster A [odd and eccentric]:- Paranoid, Schizoid, Schizotypal personality 
disorders 

b) Cluster B [ dramatic, emotional & erratic]:- Antisocial, histrionic, narcissistic 
personality disorders] 

c) Cluster C [anxious & fearful]:- Avoidant dependent & obsessive-
compulsive personality disorders. 

ETIOLOGY 

The exact cause of personality disorder is unknown; most likely, they 
represent a combination of genetic, biological social, psychological, 
developmental & environmental factors. 



• GENETIC FACTORS 

Genetic factors influence the biological basis of brain function as well 

as basic personality structure. Genetic predisposition can be responsible for a 

psychopathic personality. 

BIOLOGICAL FACTORS 

Some researchers suspect that poor regulation of the brain circuits that 

control emotion increases the risk for a personality disorder when combined with 

such factors as abuse, neglect or separation. For a biologically pre disposed person, 

the major developmental challenges of adolescence & early adulthood [ such as 

separation from the parents, identity & independence] may trigger a personality 

disorder. 

PSYCHO DYNAMIC THEORIES 

These theories propose that personality disorders stem from the 

deficiencies in ego & super ego development. These deficiencies may relate to 

mother-child relationships marked by unresponsiveness, over-protectiveness or 

early separation. 

OTHER FACTORS 

❖ Material deprivation, especially in antisocial personality 

❖ Borderline personalities are more likely to report physical & sexual abuse in 

childhood 
❖ Histrionic personality is said to occur as a result of failure to resolve oedipal 

complex & excessive use of repression as a mechanism of defence 

❖ Dependent personality may be due to fixation in the oral stage of 

development 
❖ Paranoid personality is due to the absence of trust, which results from lack 

of parental affection in child hood &persistent rejection by parents leading 

to low self-esteem. 

TYPES OF PERSONALITY DISORDERS 

PARANOID PERSONALITY DISORDER 

The DSM-IV-TR defines paranoid personality disorder as "a pervasive 

distrust and suspiciousness of others such that their motives are interpreted as 

malevolent, beginning by early adulthood & present in a variety of contexts". 



• ❖ Perceives attacks on his/her character or reputation that are not apparent to 

others & is quick to react angrily 
❖ Has recurrent suspicious, without justification, regarding fidelity of spouse 

or sexual partner 

2. Does not occur exclusively during the course of schizophrenia, a mood 
disorder with psychotic features or another psychotic disorder & is not due to 

the direct physiological effects of a general medical condition 

PRE DISPOSING FACTORS 

❖ Genetic studies have revealed a higher incidence of paranoid personality 

disorder among relatives of clients with schizophrenia than the general 
population. 

❖ Psychosocially, people with paranoid personality disorder may have been 

subjected to parental antagonism & harassment. They learned to perceive 
the world as harsh & unkind, a place ,calling for protective vigilance & 
mistrust. 

SCHIZOID PERSONALITY DISORDER 

Schizoid personality disorder is characterized primarily by a 
profound defect in the ability to form personal relationships & to respond to others 
in a meaningful, emotional way. These individuals display a lifelong pattern of 
social with drawl & their discomfort with human interaction is apparent. 
Prevalence of this disorder within the general population has been estimated at 
between 3-7 .5% significant no. of people within the disorder are never observed in 
a clinical setting. The gender ratio of the disorder is unknown, although it is 
diagnosed more frequently in men. 

CLINICAL PICTURE 

People with schizoid personality disorder exhibit the following signs 
& symptoms 

*Emotionally cold 

* Aloof l'-lD~ ~~ 

*Detached -~-fM ~ ~l'.v,·w,.Lclid 

*Homeless 



• ❖ Excessive social anxiety that does not diminish with paranoid fears rather 
than negative judgements about self 

ANTISOCIAL PERSONALITY DISORDER 

Antisocial personality disorder is a pattern of socially irresponsible, exploitative 
and guiltless behaviour that reflects a disregard for the rights of others. These 
individuals tend to fail conforming to the law, sustaining consistent employment 
and developing stable relationships. People with this disorder also tend to exploit 
and manipulate others for personal gain. It is one of the oldest and best researched 
of the personality disorders and has been included in all editions of the APA'S 
Diagnostic and Statistical Manual of Mental Disorders. In the United States, 
prevalence estimates range from 3% in men to about 1 % in women. The disorder 
is more common among the lower socio-economic classes & particularly so among 
highly mobile residents of impoverished urban areas. The ICDl0 identifies this 
disorder as dissocial personality disorder. 

CLINICAL PICTURE: 

In the DSM-I, antisocial behaviour was categorized as a 'sociopathic or 
psychopathic' reaction that was symptomatic of any of several underlying 
personality disorders. The DSM-II represented it as a distinct personality type. The 
DSM-IV-TR diagnostic criteria for anti-social disorder are as follows: 

A) A pervasive pattern of disregard for and violation of the rights of others 
occurring at the age of 1 Syrs, as indicated by 3 or more of the following: 
*Failure to conform to social norms with respect to lawful behaviours as, 
indicated by repeatedly performing acts that are grounds for arrest. 
*Deceitfulness, as indicated by repeated lying, use of alliances or conning 
others for personal profit or pleasure. 
*Impulsivity or failure to plan ahead. 

*Irritability and aggressiveness, as indicated by repeated physical fights or 
assaults. 
*Reckless disregard for safety of self or others. 
*Consistent irresponsibility, as indicated by being indifferent to or 
rationalizing having hurt, mistreated or stolen from another. 

B) Individual at least l 8yrs old. 

C) Evidence of conduct disorder with onset before the age of 15yrs. 



• D) Occurrence of antisocial behaviour is not exclusively during the course of 
schizophrenia or a manic episode. 

PREDISPOSING_E)\CJ ORS: 

Biological influences: The DSM-IV-TR reports that antisocial personality is more 
common among first degree biological relatives of those with the disorder than 
among the general population. Mannuzza and associates [ 1998] identified 
attention-deficit hyperactivity disorder and conduct disorder during pre puberty as 
predisposing factors to antisocial personality disorder. 

Family dynamics: Antisocial personality disorder frequently arises from a chronic 
home environment. Parental deprivation during the first 5yrs of life appears to be a 
critical predisposing factor in the development of antisocial personality disorder. 

1) Absence of parental discipline 
2) Extreme poverty 
3) Removal from the home. 
4) Growing up without parental figure of both sexes. 
5) Erratic and inconsistent methods of discipline 
6) Being rescued each time he or she is in trouble 
7) Maternal depression 
8) Several physical abuse in childhood 

BORDERLINE PERSONALITY DISORDER 

Borderline personality disorder is characterized by a pattern of intense 
and chaotic relationships, with affective instability and fluctuating attitudes 
towards other people. These individuals are impulsive, are directly & indirectly 
self-destructive, and lack a clear sense of identity. Prevalence estimates of 
borderline personality range from 2-3% of the population. It is the most common 
form of personality disorder, occurring in every culture. It is twice as common in 
women as in men. The ICD 10 identifies this disorder as emotionally unstable 
personality disorder. 

CLINICAL PICTURE: The term borderline personality disorder currently 
includes ambulatory schizophrenia and pseudo neurotic schizophrenia, which were 
earlier thought to be subtypes of schizophrenia. Individuals with 

Borderline personality always seems to be in a state of crisis. Their affect is one of 
extreme intensity and their behaviour reflects frequent changeability. These 



• PREDISrQ5!1'iG FACTORS 
1) Neurobiological corre lates have been proposed in the predisposition to 

histrionic personality disorders. This disorder may be associated with 
low basal dopaminergic activity. 

2) Heredity also may be a factor because the disorder is apparently more 
common among first-degree biological relatives of people with the 
disorder than in the general population. 

3) From a psychosocial perspective, the root cause ofthis disorder 
surrounds an unbounded mother relationship and an abusive paternal 
relationship. 

~.-\RCISSISTIC PERSONALITY DISORDER 

Persons with narcissistic personality disorder have an exaggerated sense of 
self-worth. They lack empathy and are hypersensitive to the evaluation of 
others. They believe that they have the inalienable right to receive special 
consideration and that their desire is justification for possessing whatever 
they seek. 

The DS\1-IV-TR [APA, 2000] estimates that the disorder occurs in 
2-16% of the c I inical population and less than 1 % of the general population. 
It is diagnosed more often in men than in women. 

CLINICAL PICTLRE 

Individuals with narcissistic disorder appear to lack humility, being 
overly self-centred and exploiting others to fulfil their own desires. The DSM-IV
TR diagnostic criteria for narcissistic personality disorder are as follows: 

A. A pervasive pattern of grandiosity, need for admiration and lack of empathy, 
beginning by earl) adulthood and present in a variety of contexts, as indicated by 5 
or more of the fo llowing: 

*Has a grandiose sense of self- importance. 

*Is preoccupied with fantasies of unlimited success, power, brilliance, 
beauty or other idea l loYe. 



• *Believes that he or sh · , . d • d e 1s special' an umque an can only be understood by or should associate ·th h . • h * . . w1 , ot er special or h1g -status people. Reqmres excessive admiration 
*Has a sense of entitlement 
*I . 

s interpersonally exploitative [takes advantage of others to achieve his or her own ends] 

*Lacks empathy, is unwilling to recognize or identify with the feelings & needs of others. 

*Is often envious of others or believes that others are envious of him or her. 
*Shows arrogant, haughty behaviours or attitudes. 

PREDISPOSING FACTORS 
Several psychodynamic theories exist regarding the predisposition to narcissistic personality disorder. Gunderson [1994] suggest that as children, these individuals have had their fears, failures or dependency needs responded to with criticism, neglect. They grow up with contempt for these behaviours in themselves & others 
and are unable to view others as sources of comfort and support. Mark [2002] 
suggests that the parents of individuals with narcissistic personality disorder were over-demanding, perfectionistic, and critical and they placed unrealistic 
expectations on the child. Children model their parent's behaviour giving way to 
the adult narcissist. Mark [2002] also suggests that the parents may have subjected the child to physical or emotional abuse or neglect. 

A VOIDANT PERSONALITY DISORDER 

The individual with avoidant personality disorder is extremely sensitive to 
rejection and because of this may lead a socially withdrawn life .It is not that he or she is asocial, in fact, there may be a strong desire for companionship. The 
extreme shyness & and fear of rejection, however, creates need for unusually 
strong guarantees of uncritical acceptance. Prevalence of the disorder in the 
general population is between 0.5% and it appears to be equally common in men 
and women. 
CLINICAL PICTURE: Individuals with this disorder are awkward and 

uncomfortable in social situations. From a distance, others perceive them as timid, 
withdrawn or perhaps cold & strange. Those who have closer relationships with 
them, however, soon learn of their sensitiveness, touchiness, evasiveness and 
mistrustful qualities. 



., 
*Psycho soc ia 1 ly depe d . d . . f: h . ' n ency 1s fostere mm ancy w en stimulation and 
nurturance are experienced exclusively from one source, to the exclusion of 
all others . 

OBSES_$JV E-CQMP l)L_SIVE PERSONALITY DISORDER 
Individuals with obses;-ive-compulsive personality disorder are very 

serious and !'orm:1 l and h:1\·e difficulty expressing emotions. They are overly 
disciplined , per lt'ct io11 i~tic and preoccupied with rules. They are inflexible 
about the way in which things must be done and have a devotion to 
productiv ity at the exc lusion of personal pleasure. An intense fear of making 
mistakes leads to di flic ulty with decision making. The disorder is relatively 
commo n and occurs more often in men than in women. In the family 
constell ation. it appears to be the most common in oldest children. 
CLINICAL PICTU RE: - Individuals with obsessive-compulsive personality 
disorder are inflex ible and lack spontaneity. They are very meticulous and 
work dili gernl y & pat iently at tasks that require accuracy and discipline. 

The DS~1- l \"-TR diagnostic criteria for obsessive-compulsive 
personality di sord t>r ~u-~ as !<J I lows:-

A) A pervasive p3lle rn or pr~occupation with orderliness, perfectionism ,and 
mental and interpersonal control, at the expense of flexibility, openness, & 
efficiency, beginning by early adulthood and present in a variety of contexts, 
as indicated b\' 4 or more of the following 

*Is preoccupied \\ it h deta il s, rules, lists, order, and organization or schedules to 
the extent that the major point of the activity is lost. 

*Shows perfect ionism that interferes with task completion. 

*Is excessi ve ly devoted to work and productivity to the exclusion of leisure 
activities and fril'nd shi ps. 

*Is over con~c ic:lll ious. ~c rnpulous, and inflexible about matters of morality, 
ethics or value~. 

*Is unable to di scard worn-out or worthless objects even when they have no 
sentimental va lue. 

*Is reluctant to Je lcg:1tc tasks or to work with others unless they submit to 
exactly his or her way of do ing others . 



* Adopts a mi scrh spe 1 nc ing sty le towards self and others. 
*Shows rigid it\ and Sl Lil)l . · )Otnness. 

PREDISPOSING £'ACTORS:-

. . . .In thc psychonn:il ytic:11 view, the parenting style in which the md1v1dual \.\ 1th obsl' -; i\ . · · · · · ::, e-llH11pul s1vc personality disorder was reared is one of over contro l ·1 h1..·,c n 11. , 111 1 . h'ld 
1. h . · • , . , 1.. " 1.·\ pcct t 1c1r c 1 ren to 1ve up tot eir standards of conduct and comk 11 , 11 ti · 1- 1 . " . . . . ' •~m I t 1cy do not. Praise 1or positive behaviours 1s bestowed on th1..· ~ . .-hil t.lren " 1th much less frequency than punishment for undesirable ht·hn\ iours. 

f_ASSlVE- \Ci(.~RI \ SI \ ' \ i>I RSON/\1 \TY DlSORDER 
-1 l11..· I)~ \ 1-1 , . - 1 R lk!i11 1..· ~ thi s disorder as a pervasive pattern of negativistic attituc.k~ ,md p.1:--::-- i\ c rl'sistance to demands for adequate performance in social and occupationa l ::- ituutions that begins by early adulthood and occurs in a variety o f cont~, t .It appl' Ms to be a relatively common syndrome although no statistics ex ist th,H s;pe1ks tu it:; prevalence. 

CLINIC AL Pll' 1 l Rl : 

Passi , l' -Jggress i, t' individuals feel cheated and unappreciated. They believe that lire h ,1-., been t,nkind to them and they express envy & resentment over the 'ea::-~ lit'~· · 1h.11 th1.: ~ 1)-:n.:c i,·c: others having. 
The DS\1- 1 \- 'IR di~1g11 usti c criteria for passive-aggressive personality disorder are as follo,,s: -

/\ p~rvasi vt pattern of negativistic at 
Attitu,k s and pa._._ ivc n:\ i-; t~111ce to demands for adequate performance, beginn ing b} ea rl y adultl1 (lud Hnd present in a variety of contexts. as indicated by 4 or mNc of thL: fo ll() wing 

*Passively n:"i~ts ru l l1ll i11L! rout i11 c social and occupational tasks. 
*Complc1i 11 , 01 b,:1ng 11 11, u,11.1,.- r'- tood and appreciated by others. 
*Is sul le n and :11gu 111L· 11 1 :\1\ l' . 



(I 
*Unreasonably critic· izes and scorns authority. 
*V. 

Oices exaggerated and persistent complaints of personal misfortune. 

* Alterations between ho t' l d f' d 'b . s I e e ence an contn utton. 
B) Does not occur exclu · 1 J • • • • ' sivc Y ounng maJor depressive episodes and is not better accounted for by dys thymic di sorder. 

PREDISPOSINCi FACTORS 

*Co~tradi_c~ory parental attitudes and behaviour are implicated in the 
predisposition to passive- aggressive personality disorder. 

TREATMENT MOJtALlI!J:S 

PSYCHOPHARMACOLOG Y 

Psychopharmaco logy may be helpful in some instances. Although 
those drugs have no effect in the direct treatment of the disorder itself, some 
symptomatic rel ief can be achi eved . 

* Anti psychoti c medi cations ,m:: helpful in the experienced by clients with 
paranoid, schizotypal and borderline personality disorders. 

*Carbamazepine & mono amine oxidase inhibitors have been successful in 
decreasing impulsively & self-destructive acts. 

* Antipsychotics are also used in improvement in illusions, ideas of reference, 
paranoid thinking, anxiety & hostili ty in some clients. 

*The selecti ve se rotonin reuptake inhibitors fluoxetine, sertraline & have been 
successful in regarding anger, impulsiveness & mood instability in clients with 
borderline personality. 

*Lithium carbonate & propranolol may be useful for violent episodes observed in 
clients with anti social personality disorder. 

*For the client with avoidant pt: rso11ality disorder, anxiolytics are sometimes 
helpful. 



,. 
* Antidepressants are such . . . client "f . ct· as se rtralme & paroxetme may be useful with these s i panic isorder develops. 

PSYCHOLOGICAL THERAPIES 

INTERPERSONAL PSYCHOTHERAPY 

. . Dep_ending on the therapeutic goals, interpersonal psychotherapy with personality disorders is 'th b . f & . 1. . d . . e1 er ne time- imite or it may involve long-term explorator" psych th . . . . . ; 0 eiapy. It may be particularly appropnate because perso~ahty d_isorders largely reflect problem in interpersonal style. It is suggested 
for clients with paranoid, schizoid, borderline, dependent, narcissistic & 
obsessive-compulsive personal ily disorders. 

PSYCHOANAL YTlCAL PSYCHOTHERAPY 

It has been the treatment of choice for disorder. Treatment focuses on the unconscious motivation for seeking total satisfaction from others & for being unable to commit onese l r· Lu a sLable, meaningful relationship. 
GROUP THERAPY 

It helps patients improve interaction skills in addition to gaining an understanding of how they are perceived by others. Patients can learn how they 
are perceived by others. Patients can learn how to ventilate anxiety & trust others in a safe environment. Problem-solving methods can be practiced within the 
group to resolve community issues. 

INDIVIDUAL THERAPY 

It helps patients gain insight into their thinking & behaviour. Ways can 
be explored for them to modify their behaviour to a more functional level. 

COGNITIVE/BEHAVIOURAL THERAPY 

Behavioural strategies offer reinforcement for positive change. 
Social skills training & asse1tiveness training teach alternative ways to deal with frustration. Cognitive strategies help the client recognize & correct inaccurate 
internal mental schemata. lt may be useful for obsessive-compulsive, passive
aggressive, antisocial & avoidant personality disorders. 

OCCUPATIONAL THERAPY 
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OccL t· • . . ipa Hi11: il ti 1l: rapy allows the patients to increase their level of funct10111n g so that th l · · ey >eci.m1e more independent. Task skills can also be evaluated & enhanced by th ese ~t-:tivi ::,•\ . 

RECREATION T\ IERAPY 

. . . ~<.ecreation therapy can assist patients to ventilate fee]ing.s & increase social1zatt on skill s. 

*Interaction & guidance by Lher:1
1 
,:. ;t ,: :.11 provide patients with constructive ways 

to deal with anger & other se lf-deslru l•t; ve behaviours. 

NURSING M/\N A(iLMLN'f 

NURSING DIAGNOSIS 

*Risk for self-mutilation related lu 11:tr..: 11 tal emotional deprivation [unreso]ved 
fears of abandonment] 

*Dysfunctional grieving related tu nrnternal deprivation during rapprochement 
phase of development, evidenced by depressed mood acting-out behaviours. 

*Impaired social interaction reL.,,-.:1..I tu ,:xtreme fears of abandonment & 
engulfment evidenced by alternaLing clinging & distancing behaviours . 

*Disturbed persona l identity rel ,1 t•~d Lu under developed ego evidenced by feelings 
of depersonali zatio 11 & der1..:al isati0i 1. 

* Anxiety related to unconscious c u 11 l i :cLs based on fear of abandonment evidenced 
by transient psychotic symplom~. 

*Chronic low self-esteem related Lu i. t lack of positive feedback evidenced by 
manipulation of others & inabil it_•/ Lu lul erate being alone. 

NURSING INTER VENT10NS 

1. Risk for self-mulilation related tu p~1rental emotional deprivation. 

Objective: .. Client ,.v iii not harn 1 .,:!,·. 

Nursing __ In ~~r_v_en l i_<J 1'.:'. _ _ _ _ _ _ _ _____ R_a_t_io_n_a_le _____ ----1 t------
*Observe cli ent's lx:ha viour To ensure client's safety. 
frequently. 
*Secure a verbal contract from cL ..:1 1L 
that he/she wil I seek out a staff 

Discussing feelings of self-harm with a 
, trusted individual provides a degree of 


