


HANDBOOK OF
DIAGNOSIS AND

TREATMENT OF DSM-IV-
TR PERSONALITY

DISORDERS
SECOND EDITION

by

Len Sperry, M.D., Ph.D.

BRUNNER-ROUTLEDGE
New York and Hove



Published in 2003 by
Brunner-Routledge
29 West 35th Street

New York, NY 10001
www.brunner-routledge.com

Published in Great Britain by
Brunner-Routledge

27 Church Road
Hove, East Sussex

BN3 2FA
www. brunner unner-routledge .co.uk

Copyright © 2003 by Len Sperry

Brunner-Routledge is an imprint of the Taylor & Francis Group.

This edition published in the Taylor & Francis e-Library, 2005.

“To purchase your own copy of this or any of Taylor & Francis or Routledge’s
collection of thousands of eBooks please go to www.eBookstore.tandf.co.uk.”

All rights reserved. No part of this book may be reprinted or reproduced or
utilized in any form or by any electronic, mechanical, or other means, now known

or hereafter invented, including photocopying and recording, or in any
information storage or retrieval system, without permission in writing from the

publishers.

Library of Congress Cataloging-in-Publication Data
Sperry, Len.

Handbook of diagnosis and treatment of DSM-IV-TR personality disorders/
by Len Sperry.– 2nd ed.

p.; cm.
Includes bibliographical references and indexes.

ISBN 0-415-93569-5 (hardback : alk. paper)
1. Personality disorders-Handbooks, manuals, etc.

[DNLM: 1. Personality Disorders—diagnosis. 2. Personality Disorders—therapy.
3. Personality Disorders—classification. WM 190

S751hc 2003] I. Title.

RC554.S68 2003

616.89–dc21
2003010495

ISBN 0-203-42708-4 Master e-book ISBN

ISBN 0-203-43909-0 (Adobe eReader Format)



Contents

 Foreword  v

 Preface  vii

Chapter 1. Personality Disorders: Trends in Clinical Practice
for a New Millennium

 1

Chapter 2. Antisocial Personality Disorder  37

Chapter 3. Avoidant Personality Disorder  58

Chapter 4. Borderline Personality Disorder  78

Chapter 5. Dependent Personality Disorder  108

Chapter 6. Histrionic Personality Disorder  129

Chapter 7. Narcissistic Personality Disorder  147

Chapter 8. Obsessive-Compulsive Personality Disorder  170

Chapter 9. Paranoid Personality Disorder  191

Chapter 10. Schizoid Personality Disorder  212

Chapter 11. Schizotypal Personality Disorder  231

References  249

Name Index  269

Subject Index  275



Foreword

This book is to be read by both clinical professionals and graduate students
alike. It is a thoughtful and practical reference text that readers will find
useful time and time again as they face the difficult-to-treat patients who
meet the criteria for personality disorders. Until two decades ago, the
position of these disorders occupied a peripheral, if not a strained place
in clinical psychology and psychiatry. The turn of events has been almost
startling, with the DSM-III and IV giving these disorders a major position,
via Axis II, in their innovative multiaxial model.

Trained as both a psychologist and a psychiatrist, Dr. Sperry is well
prepared to be a discerning and organized teacher of clinical diagnosis
and treatment. A sound and effective communicator, he presents
complex ideas in a clear, and easily understandable, fashion—a talent not
especially common among authors in this increasingly central clinical
field. His exposition and synthesis is most impressive.

Especially important, Sperry recognizes the significant advances that
have taken place in the field of personality disorders in the past decade,
hence justifying the updating of his well-received and widely read first
edition. Moreover, the increasing need for mental health services has
mounted astronomically, as people have become aware that their
psychological needs can raise havoc on their health, career, social
relationships, personal well-being, and creativity. No longer willing to
accept their discontents and the unhappiness that has visited them by
unkind circumstances, more people than ever are looking for competent
professional help. What has also become strikingly clear is that most
patients who seek assistance are suffering from the difficulties of long-
standing maladaptive attitudes and coping styles, essentially what have
come to be labeled personality disorders. What is needed are efficient
diagnostic tools that enable clinicians to quickly recognize problematic
character structures and a number of implementable, pragmatic, and
short-term modes for treatment. It is in achieving these goals that Dr.
Sperry’s text will prove most useful.

His approach goes beyond merely describing the simple content of
personality disorders. Dr. Sperry helps provide the reader with an



understanding of the underlying sources and treatment implications of
these disorders. The book will certainly assist those with considerable
clinical experience, but it will be especially appreciated by beginners who
will soon be introduced to clinical work with these problematic patients.
This text assists the novice clinician every step along the way, from initial
diagnostic contact to final treatment evaluation.

As Sperry points out, the realm of personality disorders has become
increasingly significant in psychotherapeutic practice; it now fills a space
that formerly focused solely on schizophrenia and affective psychosis.
Whereas these latter illnesses are present in only a small proportion of
patients seen by clinicians today, the dysfunctions of personality have
become omnipresent, whether one practices marital and family therapy,
forensics, behavioral medicine and health psychology, neuropsychology,
or any of the other main realms of outpatient work. Not unexpectedly,
the literature in this field has grown immensely and shortly will outstrip
all other areas of psychological and psychiatric practice in the coming
decade. If my own broad-ranging text Disorders of Personality has seen
some 30 printings in its two editions thus far, then Dr. Sperry’s current
volume will add further to the impressive growth and acceptance of
useful books in the field.

Sperry’s text adds meritoriously to the mental health field’s decision to
assign a key position to this highly prevalent realm of psychotherapeutic
practice. It is a noteworthy commendation of this work that his
publishers encouraged him to write a revision, a thorough and updated
text in a flourishing field of study.

-Theodore Millon, Ph.D., D.Sc.
Dean and Scientific Director,

Institute for Advanced Studies in Personology and Psychology 
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Preface

When the Handbook of Diagnosis and Treatment of DSM-IV Personality
Disorders was released in 1995, it was the first personality disorders book
based on DSM-IV to appear after the publication of DSM-IV. The
Handbook was unique in many respects. It was a reader-friendly, single-
authored text that offered a comprehensive and integrative approach to
the diagnosis and treatment of personality disorders. Rather than
focusing on a single treatment approach or modality, it basically covered
all the approaches and modalities: individual therapies, group therapy,
marital and family therapy, medication management, as well as
combined and integrative approaches.

Since the Handbook’s publication, a number of exciting and significant
developments involving personality disorders have emerged. Most
notable has been the increasing number of clinicians who are utilizing
effective and successful treatments for what were previously considered
untreatable disorders. The paradigm shift in clinicians’ attitudes about
the treatability of personality disorders was convincingly evident by the
late 1990s. This attitude change, reflected in the actual treatment
experience of many clinicians, involved a shift from a sense of dread and
hopelessness to one of hope and optimism that even the most difficult of
these disorders—including borderline personality disorder—are
becoming increasingly treatable with the newer, focused treatment
strategies and interventions.

In 2000, the American Psychiatric Association published the Diagnostic
and Statistical Manual of Mental Disorders, Fourth Edition Text Revision
(DSM-IV-TR). As the title suggests, the text and background information
supporting the DSM diagnostic categories were primarily revised, rather
than specific diagnostic criteria. The main justification for this new DSM
was that significant advances in both research and clinical practice had
occurred since 1994— the year DSM-IV was published—and this
warranted updating the text.

Because of these significant developments and advances in the diagnosis
and treatment of personality disorders, a revised edition of the Handbook
seemed inevitable. As with the first edition, the purpose of this revision



would be to synthesize the many new theories, approaches, and research
findings findings in a clinician-friendly handbook—that is, a
comprehensive yet succinct and practical manual that would also be
reader-friendly. I wanted to make this edition even more clinician-
friendly and reader-friendly by summarizing material in tables and
charts and by adding extra section headings to facilitate finding specific
information more quickly.

The first chapter has been completely revised and considerably
expanded. It details several exciting, cutting-edge trends in both
diagnosis and treatment. Diagnostic trends include the impact of
attachment styles in the etiology of personality disorders, and the
influence of temperament, culture, emotional abuse, and neglect. This
chapter also discusses the often unrecognized functional impairment
associated with these disorders. Currently, the DSM-V Personality and
Relational Disorders Workgroup is evaluating five dimensional
approaches to supplement or replace the current categorical models of
diagnosis. Accordingly, these dimensional diagnostic models—one of
which is likely to be the diagnostic schema adopted in DSM-IV—are brief
ly described. Treatment trends include the brain-behavior perspective,
the utilization of newer medications, treatment utilization, and new
interventions such as mindfulness, schema therapy, structured skill
intervention and cognitive coping therapy, and developmental therapy.

Chapters 2 through 11 profile each of the personality disorders with
regard to its characteristic triggering event, behavioral style, interpersonal
style, cognitive style, emotional style, temperament, attachment styles,
parental injunction, self-view, worldview, maladaptive schemas, optimal
diagnostic criterion, as well as its DSM-IV-TR description and diagnostic
criteria. Similarly, psychodynamic, biosocial, cognitive-behavioral,
interpersonal, and integrative-biopsychosocial clinical formulations and
case conceptualization are described. Assessment of personality disorder
is discussed in terms of interview behavior and rapport as well as
psychological testing data including MMPI-2, MCMI-III, TAT, and
Rorschach. Finally, treatment considerations for each disorder are
described. These include virtually all treatment approaches and
modalities: individual psychotherapy—that is, the various
psychodynamic, cognitive-behavioral, and interpersonal approaches—
group therapy; couples and family therapy; medication strategies; and
integrative and combined therapy interventions. 

Several noteworthy additions have been made to Chapter 4. These
include an overview and critique of the American Psychiatric
Association’s recently published Practice Guidelines for the Treatment of
Patients with Borderline Personality Disorder; a description of recent
research on the impact of early child abuse on the treatment process and
a discussion of choice of traumatic versus nontraumatic treatment
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pathways; the value of attachment theory and mindfulness skill training
in treatment; updates on dialectical behavior therapy and schema-focused
therapy; and the promise of structured skill training interventions and
cognitive coping therapy.

Practicing clinicians in psychiatry, clinical psychology, counseling
psychology, mental health counseling, marital and family therapy, and
psychiatric nursing—as well as those in training—should find specific
information and clinically useful tactics and strategies here to aid them in
diagnosing, formulating, planning, and implementing treatment with
personality-disordered individuals. It is my sincere hope and expectation
that this book will enrich your understanding as well as your treatment
outcomes.

—Len Sperry, February 2003 
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CHAPTER 1
Personality Disorders: Trends in Clinical

Practice for a New Millennium

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

Since then, it appears that much has changed in clinician attitudes and
practice patterns. Indeed, the paradigm seems to have shifted. While not
all clinicians feel that they can help every personality-disordered
individual with confidence, there is, nevertheless, an increasing
consensus among clinicians that many patients can be helped with
current treatment interventions, even those meeting DSM-IV-TR criteria
for borderline personality disorder.

This chapter provides an introduction to the diagnosis and treatment
of personality disorders. The main part of this chapter details several
exciting, cutting-edge trends in both diagnosis and treatment that are
further effecting this paradigm shift. Prior to detailing these trends, the
chapter begins by explaining the nature of the paradigm shift underway
in the conceptualization, assessment and diagnosis, and treatment of
personality disorders, as well as the basic premises underlying effective
treatment of these disorders; it also highlights the changes in DSM-IV-



TR. Finally, the chapter concludes by providing the reader with an
orientation and overview of the structure of Chapters 2 through 11.

THE NEW PARADIGM IN PERSONALITY
DISORDERS

What factors have been contributing to the paradigm shift in the
diagnosis and treatment of personality disorders within the past 10
years? Primarily these factors include a broader conceptualization,
improved assessment methods and diagnostic criteria, and focused,
potent treatment methods for personality disorders. More specifically,
personality disorders are now being conceptualized to include the
neurobiological and temperament dimensions addition to the personality
or character dimension. Neurobiological and bio-social formulations of
personality disorder have attracted considerable attention and have
generated a considerable amount of research. Millon (Millon & Davis,
2000) and Cloninger (1987, 2000; Cloninger, Svrakic, & Przybeck, 1993)
hypothesize that temperament and neurotransmitters greatly influence
personality development and functioning. Cloninger and colleagues
(1993, 2000) describe personality as the influence of character and
temperament wherein temperament refers to the innate genetic and
constitutional influences on personality, and character refers to the
learned psychosocial influences on personality. Cloninger hypothesizes
that temperament has formed measurable biological subtracts: novel-
seeking, harm avoidance, reward dependence, and persistence; character
has three quantifiable factors: self-directedness, cooperativeness, and self-
transcendence. He believes that personality style reflects the individual’s
temperament factors plus positive or high scores on the three character
factors. On the other hand, personality disorders reflect negative or low
scores on the three character factors.

The Five-Factor Model (FFM) has become the most prominent of the
contemporary psychological models of personality disorders. FFM
describes personality dimensionally in terms of the factors of
agreeableness, conscientiousness, neuroticism, extroversion, and
openness (Costa & McCrae, 1990,1992).

Stone (1993) describes a “grand unified theory” of personality
disorders. Basically, this unified theory interdigitates the Five-Factor
Model—a psychological model—and Cloninger’s Seven-Factor Model—a
biosocial model. This unified theory is essentially a biopsychosocial
theory of personality disorders. In addition to these research-based
theories and models, there are a number of different clinical formulations
of personality disorders (Beck, Freeman, & Associates, 1990; Benjamin,
1993; Gabbard, 1990).

2 DIAGNOSIS AND TREATMENT OF DSM-IV-TR PERSONALITY DISORDERS



In the past, criteria for the assessment of personality disorders were
somewhat primitive. DSM-I subdivided personality disorders into five
headings: personality pattern disturbance, personality trait disturbance,
sociopathic personality disturbance, special symptom reactions, and
transient situational personality disorders. DSM-II, which appeared in
1968, eliminated the subheadings and streamlined the number of
personality disorders. The descriptions were not based on clinical trials.
Although brief descriptions of each disorder were given, diagnostic
criteria were not provided. Furthermore, there was no clear distinction
made between symptom disorders (Axis I) and personality disorders
(Axis II).

This lack of specificity further reinforced some mistaken convictions
about personality disorders. A striking example is obsessive-compulsive
disorder and obsessive-compulsive personality disorder. Before DSM-III,
little or no distinction was made between these disorders for which there
is now consensus that there is relatively little overlap (Jenike, 1991). Yet
some still fail or hesitate to make this distinction, referring to both as
aspects of the “obsessive personality” (Salzman, 1980). Perhaps this
harkens back to Freud’s case description of the Rat Man in which both
obsessive-compulsive disorder and obsessive-compulsive personality
disorder were present (Francis, Clarkin, & Perry, 1984). The implication
was that both are essentially the same, so treatment should be the same
for both disorders. Jenike (1991) notes that the concurrence of obsessive-
compulsive disorder in patients with obsessive-compulsive personality
disorder is small, probably less than 15 to 18 percent. Currently, the DSM-
V Planning Group on Personality and Relational Disorders is considering
major changes regarding the diagnosis of the Axis II disorders.

In the past, assessment of personality disorder was by clinical interview
and inferred from standardized personality inventories such as the
MMPI. Today, there are a number of formal measures of personality
disorders. Some are theory and research based, such as Millon’s MCMI-
III (1994) and Cloninger’s Temperament Character Inventory (TCI;
Cloninger et al., 1993). Others are research-based self-report instruments
such as the Personality Disorder Inventory (PDI) and the Personality
Disorders Questionnaire-Revised (PDQ-R). There are a number of
semistructured schedules available, such as the Structured Clinical
Interview for DSM-III-R Personality Disorders (SCID-II). Although
methodological issues have been raised about these assessment devices,
they have served both the clinician and the researcher well (Zimmerman,
1994).

In large part, these assessment measures reflect the increasingly
differentiated criteria of DSM-III, DSM-III-R, and DSM-IV. DSM-III
subdivided 11 personality disorders into three clusters: odd, dramatic,
and anxious, DSM-III-R maintained the essential features of DSM-III but
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added sadistic and self-defeating personality disorders to Appendix B.
DSM-IV further differentiated criteria and dropped self-defeating and
sadistic personality disorders. It relegated passive-aggressive personality
disorder to the category personality disorder-not otherwise specified
(NOS), as well as depressive personality disorder, which joined passive-
aggressive personality disorder in Appendix B of DSM-IV.

In the past, the treatment of personality disorders was largely the
domain of psychodynamic approaches. Psychoanalysis and long-term
psychoanalytically oriented psychotherapy were considered the treatment
of choice (Stone, 1993). The goal of treatment was to change character
structure. Unfortunately, outcomes were mixed even among patients
adjudged amenable to treatment. For the most part, clinicians utilizing a
traditional exploratory approach adopted a neutral and passive stance
and primarily utilized clarification and interpretation strategies.

Treatment methods were also changing, with interventions becoming
more focused and structured, and with clinicians taking a more active
role in the treatment. Many of these treatment approaches and
intervention strategies are theory based and have been researched in
clinical trials in comparison with other treatment approaches or other
modalities such as medication, group therapy, and family therapy. The
cognitive therapy approach, the interpersonal psychotherapy approach
(Benjamin, 1993), and some psychodynamic approaches have been
specifically modified for the treatment of personality-disordered
individuals.

Furthermore, I emphasized that psychopharmacological research on
treatment of selected personality disorders was expanding rapidly. Prior
to the paradigm shift, the consensus among clinicians was that
medication did not and could not treat personality disorders, per se, but
rather concurrent Axis I conditions or target symptoms such as insomnia.
This view has changed markedly. Based on investigations of the
biological correlates of personality disorders, Siever and Davis (1991)
proposed a psychobiological treatment model that has been of
inestimable clinical and research value. Essentially, Siever and Davis
believe that psychopharmacological treatment can and should be directed
to basic dimensions that underlie the personality. The dimensions are
cognitive/perceptual organizations, especially for the schizotypal and
passive disorders, for which low-dose neuroleptics might be useful;
impulsivity and aggression in the borderline and antisocial, for which
serotonin blockers can be useful; affective instability for borderline and
histrionic personalities, for which cyclic antidepressants or serotonin
blockers may be useful; and anxiety/inhibition, particularly in avoidant
personalty disorder, for which serotonin blockers and MAOI agents may
be useful.

4 DIAGNOSIS AND TREATMENT OF DSM-IV-TR PERSONALITY DISORDERS



It was also noted that research was increasingly suggestive that
effective treatment of personality disorders involved combining treatment
modalities and integrating treatment approaches. Stone (1993) suggests
combining three approaches. He notes that supportive interventions are
particularly useful in fostering a therapeutic alliance and should be
augmented by psychoanalytic interventions, which are useful in
resolving negative transferences at the outset of treatment, and cognitive
behavioral interventions, which are useful in the development of new
attitudes and habits. Winer and Pollock (1989) and Stone (1993) also
recommend combing medication with individual and group modalities
for personality-disordered individuals. This prescription to integrate
various approaches, as well as to combine treatment modalities, would
have been considered heretical as recently as the late 1990s. Now,
integrating and combining treatments is an emerging consensus that
reflects the immensity of the paradigm shift.

EFFECTIVE TREATMENT OF PERSONALITY
DISORDERS: BASIC PREMISES

The 1995 edition articulated four basic premises that were considered
essential to achieving effective treatment outcomes with personality
disorders. The passage of time has reinforced their clinical utility. An
additional premise on treatment tailoring has been added.

Premise 1: Personality disorders are best
conceptualized in integrative and biopsychosocial

terms, and the more effective treatment will reflect this
biopsychosocial perspective.

Viewing personality disorders simply from a psychosocial or
characterological perspective has serious limitations (Stone, 1993).
Similarly, viewing personality disorders as basically biological or
temperamental is limiting. On the other hand, there is considerable
research and clinical support for viewing personality disorders from the
perspective of character and temperament. Such a biopsychosocial or
integrative clinical formulation should be reflected in a treatment plan
that is biopsychosocially focused.

Premise 2: Assessing treatability or amenability to
treatment is critical to maximizing treatment planning

and outcomes.

Treatability is a function of a patient’s readiness and level of functioning.
Patient readiness refers to the individual patient’s motivation for and
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expectations for treatment outcomes, as well as past history of treatment
compliance and success at efforts to change habits and behavior patterns.
Level of functioning can be operationalized in terms of the Global
Assessment of Functioning Scale (GAF) of Axis IV. High functioning
refers to a score of about 65. Moderate functioning refers to a score of 45
to 65. Low functioning refers to a score below 45.

Stone (1993) suggests that personality disorders lend themselves to a
three-category classification with regard to treatability: (1) high
amenability: includes dependent, histrionic, obsessive-compulsive,
avoidant, and depressive personality disorders; (2) intermediate
amenability: includes narcissistic, borderline, and schizotypal personality
disorders; (3) low amenability: includes paranoid, passive-aggressive,
schizoid, and antisocial personality disorders. Stone adds that since
patients show mixtures of various personalty traits, prognosis is largely
dependent on the degree to which traits of the disorders in the third
category are present. Prognosis also depends in part on the prominence of
the psychobiological dimensions described by Siever and Davis (1991):
cognitive/perceptual disorganization; impulsivity/aggression; affective
inability or anxiety/inhibition. To the extent that dimensions such as
impulsivity or anxiety respond to medication, concurrent psychosocial
intervention efforts should be facilitated.

Premise 3: Effective treatment of personality disorders
is tailored treatment.

The effectiveness of treatment outcomes is largely a function of how well
treatment is tailored to the particular needs, circumstances, expectations,
and overall level of functioning of the individual. Tailoring refers to
modifying or adapting a particular modality and/or therapeutic
approach to the patient’s needs, styles, and expectations. 

A sartorial analogy might help distinguish between combining,
integrating, and tailoring. An adult could go into a clothing store to
purchase a gray business suit. The individual could randomly choose a
suit from the rack and there would be a small chance of it fitting perfectly,
but more likely it would be a poor fit. The individual whose size is
usually 38 short could look through the racks and try on 38 short, which
might fit quite well but still needs minor fitting work by a tailor—partial
tailoring. Of course, the individual could also go to a store for a fitting
and have a suit completely custom made—total tailoring. The suit could
be pure wool or pure silk, or it could be a blend of wool and silk. This
blended fabric would be analogous to integrating treatment. Analogous
to combined treatment would be purchasing a blue sports jacket that
might be worn with the pants of the gray suit for a more casual look. In

6 DIAGNOSIS AND TREATMENT OF DSM-IV-TR PERSONALITY DISORDERS



short, there can be no one-size-fits-all protocols for successful treatment of
personality disorders.

The more treatment can be tailored to specific client factors, the more
likely it is to be ef fective, and tailoring involves much more than simply
matching a treatment method to a specific personality disorder.
Therefore, it is impossible for any article or book to provide a definitive
all-treatment protocol for all personality disorders or even one specific
disorder. That being said, it is possible to offer some generalizations about
which treatment methods are more likely to be effective with specific
personality disorders. Mindful of these generalizations and based on an
integrative assessment including treatability and amenability to
treatment, the clinician can then tailor treatment to the individual’s
unique circumstances, needs, and expectations.

Generally speaking, individuals with antisocial, borderline, and
histrionic personalities need more confrontation, whereas those with
avoidant, dependent, and obsessive-compulsive personalities need more
reassurance. For the most part, insight-oriented therapy tends to be more
appropriate for individuals with high motivation and fairly high
functioning. Furthermore, such therapy appears to achieve better
outcomes with less severe forms of narcissistic and obsessive-compulsive
personality (Sperry, 1999).

Individuals with certain personality pathology, such as schizoid and
schizotypal personality, find it difficult to tolerate emotional probing or a
taxing personal relationship with a therapist. Nevertheless, they can
respond better to behavioral, coping-oriented, and supportive therapy.
Similarly, avoidant personalities tend to be responsive to supportive
efforts initially. Only then can they be expected to respond to challenges
and new situations (Millon & Davis, 2000). Cognitive therapy can be
helpful in analyzing their fears of rejection and humiliation.

Initially, the treatment with obsessive-compulsive personalities should
focus on feeling expression over intellectual discussion of their concerns.
Often, cognitive therapy is helpful in altering their rigid thinking and
obsessional worrying. In addition, relaxation training can aid in reducing
tension and compulsive mental strivings. Both psychodynamic and
cognitive therapies can be useful in moderating the irrational thinking
and excessive emotional reactions common in histrionic personalities.
Group and couples therapy may show individuals how their behavior
affects others. On the other hand, group therapy usually requires too
much self-revelation for paranoid personalities. Furthermore, these
individuals often find behavior therapy difficult to tolerate because they
are reluctant to take instructions from anyone. The therapist should
preserve a cool and respectful relationship with the patient, not
challenging or interpreting paranoid ideas but understanding and
sympathizing with the underlying feelings (Millon & Davis, 2000).
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Individuals with antisocial personalities need to be shown the
limitations of the way they respond to the world. They must learn how to
weigh the advantages and disadvantages of their actions, partly by being
made to understand that there will be clear and consistent consequences
(Cloninger, 1999). But they rarely agree to treatment except under
coercion, and they may use psychotherapy as another way to exercise
their powers of deceit and manipulation.

Finally, individuals with borderline personalities can create complex
difficult situations in treatment. For instance, they may provoke crises
with suicide attempts and other self-destructive behavior, or they have
had multiple treatments with different clinicians and rejected many or all
of them. Sometimes these individuals need confrontation and limit
setting, whereas other times they need comfort and affection. Group
therapy may prove helpful by providing less emotionally intense
relationships with those who are not in a position of authority. Yet
borderline individuals can resent sharing a therapist— that is, the group
therapist—and dislike being exposed to other group members’ feelings.
Nevertheless, a group component has been shown to be an integral part
of some treatment approaches developed specif ically for borderline
personality-disordered individuals, such as dialectic behavior therapy
(Linehan, 1993a).

Premise 4: The lower the level of treatability, the more
combining and integrating of treatment modalities and

approaches is needed.

Confirming clinical experience, research is now documenting that
personality disorders are a significant source of psychiatric morbidity and
lead to more functional impairment than major depression (Skodol et al.,
2002). Often, low levels of functional impairment are suggestive of low
treatability and in dicative of the need for combining treatment
modalities and approaches. There has been increasing interest in
combined therapies and integrative treatment. This follows a long period
of time in which clinicians were skeptical or even hostile about
combining two modalities such as individual psychotherapy and group
therapy, or medication and psychoanalytic psychotherapy. However,
research and clinical practice reveal several advantages for combined
therapeutic modalities. These include additive and even synergistic
treatment effects, diluting unworkably intense transference relationships,
and rapid symptom relief (Francis, Clarkin, & Perry, 1984).

In short, combined treatment refers to adding modalities, such as
individual, group, couple, or family, either concurrently or sequentially,
while integrative treatment refers to the blending of different treatment
approaches or orientation, such as psychodynamic, cognitive, behavioral,
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interpersonal, and so on. Combining treatment modalities is also referred
to as multimodal treatment. Finally, tailored treatment refers to specific
ways of customizing treatment modalities and/or therapeutic
approaches to fit the unique needs, cognitive and emotional styles, and
treatment expectations of the patient.

Once considered controversial, psychoanalytically oriented therapy
combined with other modalities is now being advocated by dynamically
oriented clinicians. Winer and Pollack (1989) indicate that combined
treatment—insight-oriented individual sessions with medication, group
or family therapy—is particularly valuable in cases of personality
disorders.

Treatment delivered in combination can have an additive, and
sometimes synergistic, effect. It is becoming more evident that different
treatment approaches are differentially effective in resolving different
types of symptom clusters. For example, in major depression, medication
is more effective in remitting vegetative symptoms, while psychotherapy
is better at improving interpersonal relations and cognitive symptoms
(Frances, Clarkin, & Perry, 1984). Furthermore, the additive effect of
medication and psychotherapy has been established for both major
depression (Rush & Hollon, 1991) and agoraphobia (Greist & Jefferson,
1992).

What are the indications and contraindications for these various
modalities? A working knowledge of these are probably more necessary
for clinicians working with personality disorders than for Axis I
disorders. Francis, Perry, and Clarkin (1984) detail the relative indication,
relative contraindication, and enabling factors for three treatment
modalities: individual, group, and family/marital. The reader is referred
to their excellent discussion and summary table.

These authors also discuss a very basic question that needs to be asked
every time a clinician considers offering treatment to a personality-
disordered individual: Is treatment advisable or would no treatment be
the preferred recommendation? The “no treatment option” may be the
treatment of choice for individuals who have had negative therapeutic
reactions or who have made little or no progress in the course of
interminable therapy.

Francis, Perry, and Clarkin (1984) offer specific criteria for making the
treatment versus no treatment recommendation. They also note that
patients were ten times more likely to initiate “no treatment” decisions
than were clinicians to offer this option.

While combined treatment refers to combining different modalities of
treatment (i.e., individual, group, marital and family therapy, day
treatment, or inpatient) either concurrently or sequentially, integrative or
tailoring treatment is different. Integrative treatment refers to blending
various treatment approaches (i.e., psychodynamic, cognitive,
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behavioral, interpersonal, and medication). Several researchers have
advocated integrative treatment for treatment of borderline personality
disorder (Stone, 1992; Linehan, 1993). Cognitive-behavior therapy
represents the integration of two therapeutic approaches: cognitive
therapy and behavior therapy. The specific type of cognitive-behavior
therapy developed by Linehan, dialectal behavior therapy, is an
integration of various cognitive-behavioral intervention strategies and
Zen practice (Heard & Linehan, 1994). Stone (1992) prescribes blending
psychoanalytic, behavioral, cognitive, and medication intervention or
approaches.

The higher the patient’s treatability—that is, level of functioning and
treatment readiness—the less immediacy there may be to combining and
blending most of the modalities and approaches. On the other hand, the
lower the functioning, the more modalities and approaches will need to
be combined and blended.

This premise may seem quite demanding of the clinician’s professional
resources. It is. Not every clinician is suited for working with all
personalitydisordered individuals, particularly those with low
amenability to treatment. Specialized training and supervision in the
utilization of various approaches is needed in the treatment of
personality disorders. It is not being suggested that clinicians should or
must also be trained in the various treatment modalities. Obviously,
referral to group or family therapy or other treatment modalities beyond
the clinician’s competence is a reasonable option.

Premise 5: The basic goal of treatment is to facilitate
movement from personality-disordered functioning to

personality-style functioning.

Treatment goals can be thought of in terms of levels. The first level
involves symptoms. The second level involves personality features that
are related to environment and are modifiable. The third level involves
personality features that are related to character. The fourth level
involves personality functions related to temperament. Treatment of
levels one and two is relatively straightforward. Medication or
behavioral treatments like exposure may quickly remit symptoms of
personality. Psychotherapeutic interventions of various approaches and
modalities can often be useful at level three. But they may not be, as in
the case of rule-breaking behavior of the antisocial individual. Level four
is temperament and human nature and is not easily changed.

Stone (1993) uses the analogy of the cabinet maker and carpenter to
describe this level of treatment. The clinician working with personality-
disordered individuals is not a carpenter who rebuilds a structure, but is
rather like a cabinet maker who sands down and takes the rough edges
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