DIFINETION:
Personality disorder, formerly referred to as a Character Disorder is a class of mental disorders characterized by rigid and on-going patterns of thought and action (Cognitive modules). The underlying belief systems informing these patterns are referred to as fixed fantasies. The inflexibility and pervasiveness of these behavioral patterns often cause serious personal and social difficulties, as well as a general impairment of functioning.

Personality disorders are defined by the American Psychiatric Association (APA) as "an enduring pattern of inner experience and behavior that deviates markedly from the expectations of the culture of the individual who exhibits it".  These patterns, as noted, are inflexible and pervasive across many situations, due in large part to the fact that such behavior is ego-syntonic (i.e., the patterns are consistent with the ego integrity of the individual), and therefore, perceived to be appropriate by that individual. The onset of these patterns of behavior can typically be traced back to the beginning of adulthood, and, in rare instances, early adolescence. 

This definition allows significant deviance from societal norms, such as conscientious objection to a social regime, to be classified as a mental disorder. In the former Soviet Union and elsewhere this has been used to justify treatment of political dissidents as though they were psychologically disturbed. 

Personality disorders are also defined by the International Statistical Classification of Diseases and Related Health Problems (ICD-10) which is published by the World Health Organization. Personality disorders are categorized in ICD-10 Chapter V: Mental and behavioural disorders, specifically under Mental and behavioral disorders: 28F60-F69.29 Disorders of adult personality and behavior. It is seeking to develop an international diagnostic system. The ICD-10 has been structured in part to mesh the DSM's multiaxial system and diagnostic formats.
DSM-IV-TR criteria

Personality disorders are noted on Axis II of the Diagnostic and Statistical Manual of Mental Disorders, or DSM-IV-TR (fourth edition, text revision), of the American Psychiatric Association.

General diagnostic criteria

Diagnosis of a personality disorder must satisfy the following general criteria in addition to the specific criteria listed under the specific personality disorder under consideration.

A. 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 (perception and interpretation of self, others and events) 

2. affect (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 or consequence of another mental disorder.

F. The enduring pattern is not due to the direct physiological effects of a substance or a general medical condition such as head injury.

People under 18 years old who fit the criteria of a personality disorder are usually not diagnosed with such a disorder, although they may be diagnosed with a related disorder. In order to diagnose an individual under the age of 18 with a personality disorder, symptoms must be present for at least one year. Antisocial personality disorder, by definition, cannot be diagnosed at all in persons under 18.
Personality disorders first become apparent in adolescence or early adulthood.

List of personality disorders defined in the DSM
The DSM-IV lists ten personality disorders, grouped into three clusters. The DSM also contains a category for behavioral patterns that do not match these ten disorders, but nevertheless exhibit characteristics of a personality disorder. This category is labeled Personality Disorder NOS (Not Otherwise Specified).

Cluster A (odd or eccentric disorders)

· Paranoid personality disorder 

· Schizoid personality disorder 

· Schizotypal personality disorder 

Cluster B (dramatic, emotional, or erratic disorders)

· Antisocial personality disorder 

· Borderline personality disorder 

· Histrionic personality disorder 

· Narcissistic personality disorder 

Cluster C (anxious or fearful disorders)

· Avoidant personality disorder 

· Dependent personality disorder (not the same as Dysthymia) 

· Obsessive-compulsive personality disorder (not the same as Obsessive-compulsive disorder) 

Paranoid personality disorder
Paranoid personality disorder is a psychiatric diagnosis characterized by paranoia characterized by a pervasive and long-standing suspiciousness and generalized mistrust of others. (DSM-IV) For a person's personality to be considered a personality disorder, an enduring pattern of characteristic maladaptive behaviors, thinking and personality traits must be present from the onset of adolescence or early adulthood. Additionally, these behaviors, traits and thinking must be present to the extent that they cause significant difficulties in relationships, employment and other facets of functioning.

Those with paranoid personality disorder are hypersensitive, are easily slighted, and habitually relate to the world by vigilant scanning of the environment for clues or suggestions to validate their prejudicial ideas or biases. They tend to be guarded and suspicious and have quite constricted emotional lives. Their incapacity for meaningful emotional involvement and the general pattern of isolated withdrawal often lend a quality of schizoid isolation to their life experience. [1]
Differential diagnosis:

* Because of the surface similarities of the paranoia involved, it is important that the Paranoid Personality Disorder not be confused with paranoid schizophrenia, another totally different type of mental disorder where the patient has constant feelings of being watched, followed or persecuted.

Paranoid personality disorder is listed in the DSM-IV-TR as 301.00 Paranoid Personality Disorder.

According to the DSM-IV-TR, this disorder is characterized by a pervasive distrust and suspicion of others such that their motives are interpreted as malevolent, beginning by early adulthood and present in a variety of contexts, as indicated by four (or more) of the following:

· Suspects, without sufficient basis, that others are exploiting, harming, or deceiving him or her 

· Is preoccupied with unjustified doubts about the loyalty or trustworthiness of friends or associates 

· Is reluctant to confide in others because of unwarranted fear that the information will be used maliciously against him or her 

· Reads benign remarks or events as threatening or demeaning. 

· Persistently bears grudges, i.e., is unforgiving of insults, injuries, or slights 

· Perceives attacks on his or her character or reputation that are not apparent to others and is quick to react angrily or to counterattack 

· Has recurrent suspicions, without justification, regarding fidelity of spouse or sexual partner. 

The traits, behaviors and characteristics

· Do not occur exclusively during the course of a mood disorder accompanied by psychotic features nor other psychotic disorders. 

· Are not due to the direct physiological effects of a general medical condition. 
Schizoid personality disorder
characterized by a lack of interest in social relationships , a tendency towards a solitary lifestyle, secretiveness, and emotional coldness . SPD is reasonably rare compared with other personality disorders. Its prevalence is estimated at less than 1% of the general population.
DSM-IV-TR criteria

The DSM-IV-TR, a widely used manual for diagnosing mental disorders, defines schizoid personality disorder as:

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. 

DSM-IV, which is an earlier version of DSM-IV-TR, does say that a person with Schizoid Personality Disorder may feel sensitive to the opinions of others and may even feel lonely but can not do anything about the loneliness due to the disorder.

	Clinical Features Of Schizoid Personality Disorder

	
	Features

	Area
	Overt
	Covert

	Self-Concept
	· compliant 

· stoic 

· noncompetitive 

· self-sufficient 

· lacking assertiveness 

· feeling inferior and an outsider in life 
	· cynical 

· inauthentic 

· depersonalized 

· alternately feeling empty 

· robot-like and full of omnipotent, vengeful fantasies 

· hidden grandiosity 

	Interpersonal Relations
	· withdrawn 

· aloof 

· have few close friends 

· impervious to others' emotions 

· afraid of intimacy 
	· exquisitely sensitive 

· deeply curious about others 

· hungry for love 

· envious of others' spontaneity 

· intensely needy of involvement with others 

· capable of excitement with carefully selected intimates 

	Social Adaptation
	· prefer solitary occupational and recreational activities 

· marginal or eclectically sociable in groups 

· vulnerable to esoteric movements owing to a strong need to belong 

· tend to be lazy and indolent 
	· lack clarity of goals 

· weak ethnic affiliation 

· usually capable of steady work 

· sometimes quite creative and may make unique and original contributions 

· capable of passionate endurance in certain spheres of interest 

	Love and Sexuality
	· asexual, sometimes celibate 

· free of romantic interests 

· averse to sexual gossip and innuendo 
	· Secret voyeuristic and pornographic interests 

· vulnerable to erotomania 

· tendency towards compulsive masturbation and perversions 

	Ethics, Standards, and Ideals
	· idiosyncratic moral and political beliefs 

· tendency towards spiritual, mystical and para-psychological interests 
	· moral unevenness 

· occasionally strikingly amoral and vulnerable to odd crimes, at other times altruistically self sacrificing 

	Cognitive Style
	· absent-minded 

· engrossed in fantasy 

· vague and stilted speech 

· alternations between eloquence and inarticulateness 
	· autistic thinking 

· fluctuations between sharp contact with external reality and hyperreflectiveness about the self 

· autocentric use of language. 


Schizoid personality disorder and schizophrenia
There is also disagreement about the relationship between SPD and schizophrenia. Some argue that the two conditions are entirely unrelated except for the common etymology of their names from the Greek word “skhizein”, meaning "to split". In the case of schizoid personality disorder, the individual splits from others, while in schizophrenia, the individual splits from reality. Due to these differing usages, some psychiatrists argue that the term 'schizoid' should be changed .

Kalus believes that schizoids exhibit the negative symptoms that are associated with schizophrenia (affective flattening, alogia, anhedonia, and avolition), and that SPD may, in rare cases, be an indicator of the onset of the more serious disease.
Schizotypal personality disorder
Schizotypal personality disorder, or simply schizotypal disorder, is a personality disorder that is characterized by a need for social isolation, odd behavior and thinking, and often unconventional beliefs.

The schizotypal individual develops a fear of, strong objection to, or incapacity for social interaction, due to the sum of their past social experiences being negative in nature. As infants they do not learn how to interact with others, and as children and adults this inability quickly makes them a target for other people. Eventually, the individual learns (most often unconsciously) to see people as harmful and a source of negativity, suffering and ostracization. This leads to the development of "ideas of reference," in which the schizotypal individual believes that events are of special relevance to them or that benign events are somehow related to them (e.g., sees two people laughing and believes that the people are laughing at them). The individual may realize that their ideas of reference are irrational, but maintains them nonetheless. This exacerbates the individual's social anxiety, causing them to skew away from society and withdraw into their own world.

Diagnostic criteria (DSM-IV-TR)

The American Psychiatric Association's DSM-IV-TR, a widely used manual for diagnosing mental disorders, defines Schizotypal personality disorder as "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. Social anxiety that tends to be associated with paranoid fears rather than negative judgments about self 

Antisocial personality disorder
Antisocial personality disorder (APD) is a mental disorder defined by the American Psychiatric Association's Diagnostic and Statistical Manual: "The essential feature for the diagnosis is a pervasive pattern of disregard for, and violation of, the rights of others that begins in childhood or early adolescence and continues into adulthood .

Deceit and manipulation are considered essential features of the disorder. Therefore it is essential in making the diagnosis to collect material from sources other than the individual being diagnosed. Also, the individual must be age 18 or older as well as have a documented history of a conduct disorder before the age of 15 .
Relationship with other mental disorders:

Antisocial personality disorder is negatively correlated with all DSM-IV Axis I disorders except substance abuse disorders. Antisocial personality disorder is most strongly correlated with psychopathy .

The official stance of the American Psychiatric Association as presented in the DSM-IV-TR is that psychopathy and sociopathy are obsolete synonyms for antisocial personality disorder. The World Health Organization takes a similar stance in its ICD-10 by referring to psychopathy, sociopathy, antisocial personality, asocial personality, and amoral personality as synonyms for dissocial personality disorder.
Borderline personality disorder
Borderline personality disorder (DSM-IV Personality Disorders 301.83) (BPD) is a psychiatric diagnosis that describes a long-term disturbance of personality function. It is one of four related diagnoses classified as cluster B ("dramatic-erratic") personality disorders typified by disturbance in impulse control and emotional dysregulation, the others being narcissistic-, histrionic- and antisocial personality disorders.

Disturbances suffered by those with borderline personality disorder are wide-ranging. The general profile of the disorder typically includes a pervasive instability in mood, extreme "black and white" thinking, or "splitting", chaotic and unstable interpersonal relationships, self-image, identity, and behavior, as well as a disturbance in the individual's sense of self. In extreme cases, this disturbance in the sense of self can lead to periods of dissociation. These disturbances have a pervasive negative impact on many or all of the psychosocial facets of life. This includes the ability to maintain relationships in work, home, and social settings. Common comorbid conditions are "Axis I" disorders such as substance abuse, depression and other mood disorders. Attempted suicide and completed suicide are possible outcomes without proper care and effective therapy. Onset of symptoms typically occurs during adolescence or young adulthood, which persist for about a decade; while this period can be trying on the patient, their support system and their therapists, the majority of cases lessen in severity over time. The most consistent finding in the search for causation in the disorder is a history of childhood trauma (including child sexual abuse). although some researchers have suggested a genetic predisposition. Neurobiological research has highlighted some abnormalities in serotonin metabolism. The incidence has been calculated as 2% of the population, with women three times more likely to suffer the disorder.

The term borderline derives from Adolph Stern who in 1938 described the condition as being on the borderline between neurosis and psychosis. Because the term lacks specificity, there is an ongoing debate concerning whether this disorder should be renamed.

DSM-IV-TR criteria

The latest version of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR), the widely-used American Psychiatric Association guide for clinicians seeking to diagnose mental illnesses, defines Borderline Personality Disorder (BPD) as: "a pervasive pattern of instability of interpersonal relationships, self-image and affects, as well as marked impulsivity, beginning by early adulthood and present in a variety of contexts." BPD is classed on "Axis II", as an underlying pervasive or personality condition, rather than "Axis I" for more circumscribed mental disorders. A DSM diagnosis of BPD requires any five out of nine listed criteria to be present for a significant period of time. There are thus 256 different combinations of symptoms that could result in a diagnosis, of which 136 have been found in practice in one study. The criteria are:

1. Frantic efforts to avoid real or imagined abandonment. [Not including 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., promiscuous sex, eating disorders, binge eating, substance abuse, reckless driving). [Again, not including suicidal or self-mutilating behavior covered in Criterion 5] 

5. Recurrent suicidal behavior, gestures, threats, or self-mutilating behavior such as cutting, interfering with the healing of scars, or picking at oneself. 

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, worthlessness. 

8. Inappropriate 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 

Etiology
Researchers commonly believe that BPD results from a combination that can involve a traumatic childhood, a vulnerable temperament, and stressful maturational events during adolescence or adulthood Otto Kernberg formulated the theory of Borderline Personality based on a premise of failure to develop in childhood. There are, according to Kernberg, two developmental tasks an individual must accomplish, and, when one fails to accomplish a certain developmental task, this often corresponds with an increased risk in developing certain psychopathologies. Failing the first developmental task of psychic clarification of self and other, can result in an increased risk to develop varieties of psychosis. Not accomplishing the second task, overcoming splitting, results in an increased risk to develop a borderline personality.
 Histrionic personality disorder 

Histrionic personality disorder (HPD) is a personality disorder characterized by a pattern of excessive emotionality and attention-seeking, including an excessive need for approval and inappropriate seductiveness, usually beginning in early adulthood.

The essential feature of the histrionic personality disorder is an excessive pattern of emotionality and attention-seeking behavior. These individuals are lively, dramatic, enthusiastic, and flirtatious. They may be inappropriately sexually provocative, express strong emotions with an impressionistic style, and be easily influenced by others

The literature differentiates HPD according to gender. Women with HPD are described as self-centered, self-indulgent, and intensely dependent on others. 

They are emotionally labile and cling to others in the context of immature relationships. Females with HPD over-identify with others; they project their own unrealistic, fantasied intentions onto people with whom they are involved. They are emotionally shallow and have difficulty understanding others or themselves in any depth. Selection of marital or sexual partners is often highly inappropriate. Most all partners chosen will have symptoms of personality diseases far worse than their own. Women with HPD often tend to enter into abusive relationships with partners who increase in the abuse as time wears on. Pathology increases with the level of intimacy in relationships. Women with HPD may show inappropriate and intense anger. They may engage in self-mutilation and/or manipulative suicide threats as one aspect of general manipulative interpersonal behavior. Males with HPD usually present problems of identity crisis, disturbed relationships, and lack of impulse control. They have antisocial tendencies and are inclined to exploit physical symptoms. These men are emotionally immature, dramatic, and shallow. Both men and women with HPD engage in disinhibited behavior. People with this disorder are usually able to function at a high level and can be successful socially and at work. People with histrionic personality disorder usually have good social skills - but they tend to use these skills to manipulate other people and become the center of attention. Furthermore, histrionic personality disorder may affect a person's social or romantic relationships or their ability to cope with losses or failures. People with this disorder may seek treatment for depression when romantic relationships end, although this is by no means a feature exclusive to this disorder. They often fail to see their own personal situation realistically, instead tending to dramatize and exaggerate their difficulties. Responsibility for failure or disappointment is usually blamed on others. They may go through frequent job changes, as they become easily bored and have trouble dealing with frustration. Because they tend to crave novelty and excitement, they may place themselves in risky situations. All of these factors may lead to greater risk of developing depression.

Causes
The cause of this disorder is unknown but childhood events and genetics may both be involved. Histrionic Personality Disorder is more rarely diagnosed in men than in women; men with some quite similar symptoms are often diagnosed with antisocial personality disorder. However, some psychologists argue that it is more often diagnosed in women for the simple reason that attention-seeking and sexual forwardness are considered to be less socially acceptable for women than for men.

Risk Factors

Genetics
· Major character traits may be inherited 

· Other character traits due to a phenotypical combination of genetics and environment, including childhood experiences.
Diagnostic criteria (DSM-IV-TR = 304.50)

The Diagnostic and Statistical Manual of Mental Disorders, a widely used manual for diagnosing mental disorders, defines histrionic personality disorder as 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 in 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. 
Narcissistic personality disorder 

Narcissistic personality disorder (NPD), is a personality disorder defined by the Diagnostic and Statistical Manual of Mental Disorders (DSM IV-R), the diagnostic classification system used in the United States, as "a pervasive pattern of grandiosity, need for admiration, and a lack of empathy."
DSM Criteria

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 a grandiose sense of self-importance 

2. is preoccupied with fantasies of unlimited success, power, brilliance, beauty, or ideal love 

3. believes that he or she is "special" and unique 

4. requires excessive admiration 

5. has a sense of entitlement 

6. is interpersonally exploitative 

7. lacks empathy 

8. is often envious of others or believes others are envious of him or her 

Epidemiology
Lifetime prevalence is estimated at 1% in the general population and 2% to 16% in clinical populations. 50 to 75% of those with this diagnosis are men.

Avoidant personality disorder.

Avoidant personality disorder (APD or AvPD) or Anxious personality disorder (APD) is a personality disorder characterized by a pervasive pattern of social inhibition, feelings of inadequacy, extreme sensitivity to negative evaluation and avoidance of social interaction. People with avoidant personality disorder often consider themselves to be socially inept or personally unappealing, and avoid social interaction for fear of being ridiculed, humiliated, or disliked. They typically present themselves as loners and report feeling a sense of alienation from society.

Avoidant personality disorder usually is first noticed in early adulthood, and is associated with perceived or actual rejection by parent or peers during childhood. Whether the feeling of rejection is due to the extreme interpersonal monitoring attributed to people with the disorder is still disputed.

Diagnostic criteria (DSM-IV-TR)

The American Psychiatric Association's DSM-IV-TR, a widely used manual for diagnosing mental disorders, defines avoidant personality disorder as 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, ridiculed, or rejected 

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 

Avoidant personality disorder is often confused with antisocial personality disorder; clinically the term 'anti-social' denotes a disregard for society's norms and rules, not social inhibitions.

Dependent personality disorder 

Dependent personality disorder (DPD), formerly known as asthenic personality disorder, is a personality disorder that is characterized by a pervasive psychological dependence on other people. The difference between a 'dependent personality' and a 'dependent personality disorder' is somewhat subjective, which makes a diagnosis sensitive to cultural influences such as gender role expectations.

Clinical interest in dependent personality disorder has existed since Karl Abraham first described the oral character. As a disorder, the personality type first appeared in a War Department technical bulletin in 1945 and later in the first edition of the Diagnostic and Statistical Manual in 1952 (American Psychiatric Association, 1952) as a subtype of passive-aggressive personality disorder. Since then, a surprising number of studies have upheld the descriptive validity of dependent personality traits, viewed as submissiveness, oral character traits, oral dependence, or passive dependence, or as a constellation of both pathological and adaptive traits under the rubric dependency.

Diagnostic criteria (DSM-IV-TR)

The DSM-IV-TR, a widely used manual for diagnosing mental disorders, defines dependent personality disorder as 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 areas of his or her life 

3. Has difficulty expressing disagreement with others because of fear of loss of support or approval (this does not include realistic fears of retribution) 

4. Has difficulty initiating projects or doing things on his or her own (because of a 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 

Many cases of dependent also have roots to Obsessive-compulsive disorder, and instead of being afraid if they are alone when not in a relationship, tend to think everything is wrong.

Obsessive-compulsive personality disorder 
Obsessive compulsive personality disorder (OCPD), or anankastic personality disorder, is a personality disorder that is characterized by a general psychological inflexibility, rigid conformity to rules and procedures, perfectionism, moral code, and/or excessive orderliness.

Obsessive compulsive personality disorder (OCPD) is often confused with obsessive-compulsive disorder (OCD). This could be due to the more commonly known OCD and the similarities in name of the two disorders, however the mindsets are typically different and unrelated.

Those who are suffering from OCPD do not generally feel the need to repeatedly perform ritualistic actions, a common symptom of OCD. Instead, people with OCPD tend to stress perfectionism above all else, and feel anxious when they perceive that things are not "right".

People with OCPD may hoard money for future use, keep their home perfectly organized, or be anxious about delegating tasks for fear that they won't be completed correctly. There are four primary areas that cause anxiety for OCPD personalities: time, relationship, uncleanliness, and money. There are few moral gray areas for a person with fully developed OCPD; actions and beliefs are either completely right, or absolutely wrong. As might be expected, interpersonal relationships are difficult because of the excessive demands placed on friends, romantic partners and children.

Diagnostic criteria (DSM-IV-TR)

The DSM-IV-TR, a widely-used manual for diagnosing mental disorders, defines that for a patient to be diagnosed with obsessive-compulsive personality disorder, they must exhibit at least four of the following traits:

· Preoccupation with details, rules, lists, order, organization, or schedules to the extent that the major point of the activity is lost 

· Showing 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) 

· Excessive devotion to work and productivity to the exclusion of leisure activities and friendships (not accounted for by obvious economic necessity) 

· Being overconscientious, scrupulous, and inflexible about matters of morality, ethics, or values (not accounted for by cultural or religious identification) 

· Inability to discard worn-out or worthless objects even when they have no sentimental value 

· Reluctance to delegate tasks or to work with others unless they submit to exactly his or her way of doing things 

· Adopting a miserly spending style toward both self and others; money is viewed as something to be hoarded for future catastrophes 

· Shows rigidity and stubbornness 

It is important to note that while a person may exhibit any or all of the characteristics of a personality disorder, it is not diagnosed as a disorder unless the person has trouble leading a normal life due to these issues.

Risk Factors

More women than men develop avoidant, borderline, dependent and paranoid personality disorders. Men are much more likely than women to have antisocial personality disorder and obsessive-compulsive personality disorder.
Other risk factors for personality disorders include:

· * A history of childhood verbal, physical or sexual abuse 

· * A family history of schizophrenia 

· * A family history of personality disorders 

· * A childhood head injury 

· * Being a young adult 

· * Being divorced, separated, widowed or never married 

· * Having low socioeconomic status 

Signs and symptoms

People with personality disorders commonly experience conflict and instability in many aspects of their lives, and most believe others are responsible for their problems.

Signs and symptoms of cluster A (odd, eccentric) personality disorders may include:

Paranoid personality disorder
· Belief that others are lying, cheating, exploiting or trying to harm you 

· Perception of hidden, malicious meaning in benign comments 

· Inability to work collaboratively with others 

· Emotional detachment 

· Hostility toward others 

Schizoid personality disorder
· Fantasizing 

· Extreme introversion 

· Emotional distance, even from family members 

· Fixation on your own thoughts and feelings 

· Emotional detachment 

Schizotypal personality disorder
· Indifference to and withdrawal from others 

· "Magical thinking" — the idea that you can influence people and events with your thoughts 

· Odd, elaborate style of dressing, speaking and interacting with others 

· Belief that messages are hidden for you in public speeches and displays 

· Suspicious or paranoid ideas 

Signs and symptoms of cluster B (dramatic, emotional) personality disorders may include:

Histrionic personality disorder
· Excessive sensitivity to others' approval 

· Attention-grabbing, often sexually provocative clothing and behavior 

· Excessive concern with your physical appearance 

· False sense of intimacy with others 

· Constant, sudden emotional shifts 

Narcissistic personality disorder
· Inflated sense of — and preoccupation with — your importance, achievements and talents 

· Constant attention-grabbing and admiration-seeking behavior 

· Inability to empathize with others 

· Excessive anger or shame in response to criticism 

· Manipulation of others to further your own desires 

Antisocial (formerly, sociopathic) personality disorder
· Chronic irresponsibility and unreliability 

· Lack of regard for the law and for others' rights 

· Persistent lying and stealing 

· Aggressive, often violent behavior 

· Lack of remorse for hurting others 

· Lack of concern for the safety of yourself and others 

Borderline personality disorder
· Difficulty controlling emotions or impulses 

· Frequent, dramatic changes in mood, opinions and plans 

· Stormy relationships involving frequent, intense anger and possibly physical fights 

· Fear of being alone despite a tendency to push people away 

· Feeling of emptiness inside 

· Suicide attempts or self-mutilation 

Signs and symptoms of cluster C (anxious, fearful) personality disorders may include:

Avoidant personality disorder
· Hypersensitivity to criticism or rejection 

· Self-imposed social isolation 

· Extreme shyness in social situations, though you strongly desire close relationships 

Dependent personality disorder
· Excessive dependence on others to meet your physical and emotional needs 

· Tolerance of poor, even abusive treatment in order to stay in relationships 

· Unwillingness to independently voice opinions, make decisions or initiate activities 

· Intense fear of being alone 

· Urgent need to start a new relationship when one has ended 

Obsessive-compulsive personality disorder
· Excessive concern with order, rules, schedules and lists 

· Perfectionism, often so pronounced that you can't complete tasks because your standards are impossible to meet 

· Inability to throw out even broken, worthless objects 

· Inability to share responsibility with others 

· Inflexibility about the "right" ethics, ideas and methods 

· Compulsive devotion to work at the expense of recreation and relationships 

· Financial stinginess 

· Discomfort with emotions and aspects of personal relationships that you can't control 

Obsessive-compulsive personality disorder is not the same as obsessive-compulsive disorder, an anxiety disorder that shares some symptoms but is more extreme and disabling.

The deference between personality and conduct disorders: according to course (Age)
Course of Conduct Disorder
The onset of conduct disorder may occur as early as age 5 or 6, but more usually occurs in late childhood or early adolescence; onset after the age of 16 years is rare (American Psychiatric Association, 1994).
Course of Personality Disorder
The feature of a personality disorder usually becomes recognizable during adolescence or early adult life.
Nursing Intervention 

Assessing: 

The physician or psychiatrist will make the medical diagnosis of a personality disorder. The role of the nurse is to help clients deal with the effects of the disorder. Personality is developed over years of learning to cope with the challenges of life. So, a client's personality itself is very resistant to change. As part of the treatment team, nurses encourage clients to begin or to continue psychotherapy (with nurse practitioner, psychologist, psychiatrist, clinical social worker, or other therapist on an outpatient basis). Nurses also assess the client's short-term needs related to the disorders of personality. These needs become apparent as the nurse assesses the client's functional ability, mental status, and interpersonal relationships. 

The nurse often gains information about clients' personality from their significant others. Because personality is so integral to a person's self-identity, individuals usually do not see abnormalities in their own personality. However, the disorders of personality covered in research are evident to those who are close to the client. A friend or family member may be of great help to the nurse in identifying how a client behaves or copes with problems at home. 

Diagnosing, Planning, and implementing: 

Table….. * Provides common nursing diagnoses for people with specific personality disorders, divided by cluster. 

	COMMON NURSING DIAGNOSES FOR PEOPLE WITH PERSONALITY DISORDERS

	CLUSTER A: ODD-ECCENTRIC DISORDERS

· Defensive coping 

· Disturbed thought processes 

· Impaired social interaction 
	CLUSTER B: DRAMATIC-EMOTIONAL  DISORDERS

· Risk for other-directed violence 

· Ineffective coping 

· Noncompliance (specify)

· Impaired social interaction  
	CLUSTER C: ANXIOUS-FEARFUL  DISORDERS

· Chronic Low self-esteem 

· Social isolation 

· Ineffective coping 

	Schizoid and Schizotypal personality disorders

· Impaired social interaction 

· Chronic low self-esteem 

· Disturbed thought processes  
	Borderline personality disorder 

· Risk for self mutilation 

· Risk for other directed violence 

· Ineffective coping 

· Noncompliance (specify)

· Chronic low self-esteem 

· Risk for suicide 

· Social isolation 
	Dependent personality disorder 

· Ineffective coping 

· Chronic low self-esteem 

· Impaired social interaction 

· Social isolation 

· Powerlessness 

	
	Historic personality disorder 

· Ineffective coping 

· Chronic low self-esteem 

· Impaired social interaction 
	Obsessive-compulsive personality disorder 

· Anxiety 

· Impaired social interaction 

· Ineffective coping 


Paranoid Personality Disorder 

Our first case is Peter, who has paranoid personality disorder. He is going to have surgery and he thinks the surgeon might kill him. He thinks the nurse might try to give him another client's medications. The question is about how the nurse can make it possible for the staff to provide care for this client while decreasing his level of stress. 

· Remember that people with paranoid personality are very aware of who has the power. The nurse may need to ask the surgeon to reassure this client that she will take good care of him. 

· Do not ignore the client's suspicion about medications, but do not overemphasize the fears of the client, either. If the client is requesting complicated confirmation that the medications are his, the nurse should respectfully and briefly reassure him that they are the correct medications, but not engage in any elaborate unnecessary plans. His suspiciousness about the medications is common in people with his disorder. It may be enough to tell the client confidently that the nurse checked these medications personally, and they are accurate. The nurse could bring the medications still wrapped in their individual dose wrappers to reassure the client that they are his medications. When the reason for a client that they are his medications. When the reason for a client's suspiciousness is paranoia, excessive and elaborate proof (bringing in the client's chart with every medication, calling the pharmacist, etc.) does not really help. 

Approach this client with a matter-of-fact, professional attitude. This client will not respond to a friendly approach by the nurse, and may even see friendliness as weakness.
· Reassure the client that he will be safe and that the staff is making every effort to provide accurate, quality care for him. The nurse's confidence may be reassuring to the client. People with paranoia seem to be aggressive, but their feelings are often fear and insecurity. 

Schizoid personality disorder: 

Our client in this case is Sid, who has Schizotypal personality disorder. He is in the emergency department after a bus accident and the nurse wonders why his affect is so flat. Is he in shock, or is he always like this? 

· If possible, enlist the help of family in understanding the client. Sid is unlikely to have enough insight into his own personality to explain to the nurse why he does not express emotions. His brother, who is in the emergency department with him, is probably the best source of information about his usual behavior. When the brother tells the nurse that Sid has always been like this, the nurse can be reassured that his affect is not due to the acute situation, but is due to his personality. 

· Ask if client would like help with problems related to the personality disorder. Sid is in the hospital for a cut on his arm, not for treatment of his personality. The nurse may ask if he would like help with any other problems; if so, he can be given a referral. If not, he can be discharged when his laceration is treated. 

Schizotypal Personality Disorder: 

Sylvia lives in a long-term care facility and has Schizotypal Personality Disorder. She has some eccentric behaviors that don’t bother her, but the others residents avoid her. She thinks people are stealing her things and that she can find thieves by looking in their eyes. The question is "What can the nurse do to make this client socialize more and be more comfortable in the facility?" 

· Provide low-stress opportunities for Sylvia to be with other people, such as eating at a table with others at mealtime. This client does not really want to socialize with other people, but the nurse knows that some contacts with other people is important for mental health. It would be unrealistic for the nurse to expect Sylvia to do lots of socializing with other residents; this is not in her nature. 

· Provide some social skills training, such as asking her life she would like to wear her necklaces around her neck instead of over her ears. If she dresses and behaves in ways that the other residents accept, she may be more accepted. The nurse should not take the idea of conformity too far, however, (people have a right to self expression). This concept is best used when a client's appearance is frightening or disagreeable to others and the client wants to interact with people more. 

· Find out if people really are stealing from the client. (Just because she is always suspicious does not mean that her suspicions are always unfounded). If this is a distortion of thinking, reassure her that no theft has occurred. An example of a helpful comment by the nurse might be; "See, Sylvia, here is your diamond tiara, nobody took it." An example of a not-so-helpful comment by the nurse would be; "Sylvia, you are so suspicious. Nobody is staling your things." 

Antisocial Personality Disorder: 

Andrew has Antisocial Personality Disorder. He was in a motoer vehicle crash in which he killed a pedestrian. He has multiple fractures and has an order for prn pain medication. The nurses are upset and angry at each other. Some sympathize with him and think he needs nurturing; others think he is manipulating the staff. What is the nurse to do? 

This situation (where client has staff upset and angry at each other) is more common than you may realize. 

· Understand your own attitude and behave professionally. Sometimes it can be frustrating to work with people with personality disorders. When nurses realize that the client's behavior is related to a personality disorder, and not an intentional effort to aggravate the staff, it is easier for the nurse to be objective. 

· In charting, provide specific, objective observations and avoid judgmental comments. This note is clear: "The client stated: 'I am the kind of the world and you are all fired. You are a bunch of lazy dogs." This note is not clear: "The client rudely insulted the staff,,." The chart of this client may be used in court because he broke the law before he was admitted to the hospital. Sometimes nurses' assessments and comments in charts are used to help the court decide whether a client is legally competent to stand trial. Charting can also be used to document the quality of a client's care.

Borderline Personality Disorder: 

Barbara is a 22-year-old woman with Borderline Personality Disorder. She had an overreaction to a small frustration. The police brought her to the psychiatric hospital. She ahs scars on her left arm from self-injury. She tells the nurse that she feels like cutting herself to release the pressure she feels. What can the nurse do to decrease the risk that she will cut herself now and when she goes home? 

· Ask the client how she got the scars. She will probably say that they are the result of cutting herself. They are on her left arm, and she is probably right-handed. This suggest that she regularly use self-mutilation as a coping mechanism. 

· Help the client identify early internal cues of distress (such as pounding heart, sense of uneasiness, nervousness) (Linehan, 1993). Identifying the symptoms of distress early can allow the client time to respond in an adaptive way. 

· Write the cues of distress listed by the client on a card and give it to the client (or the client can write the list on a card herself). The client can refer to the card later in a time of distress. 

· Teach the client skills for tolerating a stressful event.

· Write the coping skills on the back of the symptom car so the client will have everything available when a distressing situation arises. The client is to identify when the feelings suggesting distress are beginning. Then, the client uses to the coping skills that go with Wise mind ACCEPTS. 

Linehan (1993) also proposed the Five Senses Exercise to help people who have used half-harm for coping to find more enduring and adaptive ways to comfort themselves. The Five Senses Exercise follows: 

1- Vision (for example, go outside and look at the stars or flowers or autumn leaves) 

2- Hearing (for example, listen to beautiful or invigorating music or the sounds of nature or the city).

3- Smell (for example,  light a scented candle, boil a cinnamon stick in water). 

4- Taste (for example, drink a soothing, warm non-alcoholic drink) 

5- Touch (for example, take a hot bubble bath, pet your dog or cat, get a message) 

6- Tell all clients who have thoughts about self mutilation, self-injury, or suicide to notify the staff if they fell like hurting themselves while they are in the hospital. An agreement to notify staff of thoughts of self harm is called a "no self-harm contract." Some nurses write out a statement for the client to sign that says, "I promise that if I feel like hurting myself I will tell the staff before I do it." The idea is that the client is stating that she is in control of her/his own behavior and will try not to hurt self. When the client does tell the nurse of these feelings, the nurse will begin with encouraging the client to talk about and examine the feelings that led to the self-harm thinking. Alternatives to self-harm are then discussed. After the talking if the client still feels like harming self, the nurse will consult the treatment team. Antianxiety medication or other interventions may be indicated. 

Histrionic Personality Disorder: 

Hester is a 30-year-old woman with Histrionic Personality Disorder. She feels like having a sexually transmitted disease is "the worst think that has even happened." The question is about how the nurse can help Hester cope with this stressful situation. 

It is true that having an STD is not a good think, but it is not really the worst thing that ever happened. This is a thought distortion, which is a common occurrence in this disorder. People tend to exaggerate the severity of their problems and the grandeur of their triumphs. They tend to take a kernel of truth and use it to paint a whole picture that is not founded in reality. 

Narcissistic Personality Disorder: 

Our client here is Nate, who has Narcissistic Personality Disorder. He is hospitalized after surgery and he thinks that the world revolves around him. He is making may unreasonable demands for special treatment (a feature of his disorder). He demands that only the charge nurse or surgeon take his blood pressure and wants the chief of surgery to do his nursing care. How can the nurse respectfully set appropriate limits for this client? 

Nate is experiencing a thought distortion. He thinks that he is the most important client and that the hospital should change to cater to him. It would be good for Nate to understand that although he is important, every client is important. The chief of surgery and the charge nurse have their own responsibilities, which do not include doing his nursing care. The chief of surgery would probably not know how to do his nursing care anyway. 

· In a matter-of-fact and professional manner, the nurse must tell Nate that the nursing assistant is the one who takes blood pressure in this hospital. She is the most experienced person at this job and takes an accurate measurement. Ruth the nurse will be caring for him and if he has any questions, Ruth will be glad to answer them. The surgeon will visit once each day for approximately 10 minutes. If he has any questions for the surgeon, they can be asked them. This communication is clear, professional, caring, and contains the information the client needs. An overly friendly attitude with this client might suggest weakness to the client. The client needs a confident approach in order for him to trust that the nurse has the authority to decide what to do. 

· Repeat the message calmly if necessary. Do not take this client's criticism personally. The nurse is setting reasonable limits. Catering to this client's every whim would be more than a full-time job. The role of the nurse is to provide professional care for this and all clients, not to be a friend to them. His criticism is related to this disorder, not to the nurse's competence. 

Avoidant Personality Disorder: 

Our client in this case is Andrea, who has Avoidant Personality Disorder. She was injured in a bicycling accident and is in pain. She never asks for pain medication or anything else. How can the nurse assess this client's pain and keep her comfortable? 

· Establish a trusting relationship. When possible, a consistent nurse should be assigned to this client. Andrea has such low self-esteem that she is unable to ask the nurse to help her. When she trusts the nurse she will be more likely to express her feelings and needs openly. 

· Offer this client medication frequently if it seems that she is in pain. Pain management is a critical priority. 

· Help the client practice asking for what she needs,  giving positive reinforcement when she asks for something. Correct the client when she says she does not deserve help. This client could benefit from a discussion of her thought distortion (that she does not deserve help). Practicing nee behavior (asking for help) can encourage the client to continue this behavior. 

Dependent Personality Disorder: 

David is the ideal client. Watch out for this. He has dependent personality disorder and expects others to make all his decisions for him. He plans to let his mother decide what job he does and what he wears to school. He always does what the nurse asks without question. He needs to have a daily dressing change at home and he wants his mother to do it. How can the nurse promote his independence? 

· Begin by suggesting to the client, without his mother present, that it would be appropriate for him to do his own dressing change. He could even be allowed time to think about it. If he agrees, the nurse could team him how using the three-step teaching process: The nurse demonstrates; nurse helps client do it; client does it alone. This is a growth opportunity for the client. 

· If necessary, teach the mother to do the dressing change. The priority is that the dressing will be changed. Although the nurse wants this client to change his dependent behavior, clients only change their behavioral when THEY want to do so. 

Obsessive-Compulsive Personality Disorder: 

Our last client is Oscar, who has Obsessive Compulsive Personality Disorder. He has a new total hip replacement, and yet he is up and about in his room cleaning, dusting, and straightening. What should the nurse do about this behavior? 

· Make certain that Oscar has all the information he needs to ambulate safely. He will follow the rules if he understands them. 

· Provide medication to keep this pain under control. It is often difficult to get clients out of bed after surgery to ambulate and move around to decrease their risks of deep vein thrombosis, pneumonia, and skin breakdown. Oscar is up and taking car of his potential risks of immobility, but he is likely to be in pain. 

· Reassure Oscar that the housekeeper will mop, so he will not need to work on the floor. It would be unrealistic to try to change his whole personality, which is the foundation for the cleaning behavior. If he is in no distress a result of his behavior, the nurse should not try to control it. 

· Give the client choices about his care whenever possible. Choice, such as those relating to daily activities (when to bathe, meal choices, when to ambulate, where to put his items at the bedsides, etc.) can help the client have a sense of control. A sense of control can decrease anxiety. 

Evaluating: 

The desired outcomes for clients with personality disorders relate to resolving the effects these disorders have on clients. Nurses will intervene based on the individual client's needs, and determine whether the client experiences the following effects as a result of the interventions. The client will demonstrate: 

· Effective, adaptive coping behavior

· No harm to self or others 

· Adequate sleep to feel rested during the day 

· Appropriate interactions with other people 

· Making positive statement about self 

· Taking initiative to solve problems 

· Following unit rules 

· Asking for help directly and appropriately 

· Reality-based thinking 

A client's personality is a stable way the client responds to the world. It is difficult to change. The most successful nursing interventions will be based on realistic, practical, attainable goals. 

Nursing Process Care Plan: 

Client with Borderline Personality Disorder: as a case >>

Brenda Bacon is a 23-yeard-old-female client admitted to the short-stay unit for multiple lacerations she received when she ran through a glass doors. She seems to be a very passionate person, who expresses her concerns loudly and with emotion. She told the admitting nurse that she ran through the door because her boyfriend was planning to leave her and she could not stand it. The client was seeing a psychiatrist and a therapist regularly for Borderline Personality Disorder, but stopped treatment because "It wasn’t helping." 

Assessment: 

Ms. Bacon's lacerations on her head, shoulders, and right knee are sutured, and the dressings are clean and dry. On admission the chart says that she was loud and emotional. Now she is quiet and expressing remorse for her impulsive behavior. She states that she is worthless, and that her boyfriend is too good to deserve such a terrible person. She is right-handed and has multiple healed laceration scars on her left arm. When the nurse asked about them, Brenda stated, "Sometimes I have to curt myself to know that I'm alive. Sometimes I do it to stop the stress." When it was time for the nurse's shift to end, Brenda cried and begged the nurse not to leave her like everyone else has. 

Diagnosis: 

· Risk for Self-Directed Violence 

· Ineffective Coping 

· Impaired Skin Integrity 

Expected Outcomes: 

The client will: 

· Not harm herself. 

· Notify the nurse when she feels increasing stress, or when she feels like cutting herself. 

· Express her feelings  to the nurse 

· List adaptive coping methods that she could use during stress. 

· Keep lacerations clean and dry. 

· Display timely healing of lacerations. 

Planning and Implementation: 

· Assign consistent staff to this client, and have consistent expectations for behavior. 

· Show client how to contact nurse. 

· Teach client to call nurse when she is feeling stressed, so the nurse can talk with her about adaptive coping, to avoid self-injury. 

· Actively listen to the client's concerns. 

· Help client list alternative healthy coping mechanisms that are realistic for her. 

· Teach basic wound healing information (have good nutrition, keep lesions clean and dry). 

Evaluation: 

Brenda was hospitalized for 2 days. During that time she had several angry outbursts at staff members when she perceived that her needs were not being met. She had long discussion with the nurse about her feelings and abuse history. She did not injure herself while she was in the hospital. Her boyfriend decided to say with her because she needs him so badly. Her lacerations healed well. 

Critical Thinking in the Nursing Process: 

1- The nurse suggested that Brenda try listening to music when she feels stressed. Brenda found this to be helpful. Will this resolve her problem with ineffective coping? 

2- The nurse believes that Brenda should return to therapy for the personality disorder. What can the nurse do to ensure that this will happen? 

3- When Brenda said, "You won't give me more medication, I hate you! Give me another nurse," what response by the nurse is the best for Brenda? 

___________________________________________________________________________
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