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|v|Preface
         

         It has long been anticipated that the World Health Organization’s (2024) International Statistical Classification of Diseases (11th ed.; ICD-11) would introduce a fundamentally new dimensional classification
            of Personality Disorders, which eventually turned out to become a lengthy process
            characterised by controversies and postponements. It is never easy for humankind to
            agree on and adapt to new frameworks and procedures. So, it was hardly believable
            when the new ICD-11 approach was officially launched in 2022 for translation and implementation
            in World Health Organization member countries.
         

         Due to the aforementioned circumstances, we are convinced that the transition to the
            ICD-11 classification of Personality Disorders requires comprehensive preparation
            and retraining in clinical settings. Thus, we have decided to write this introductory
            book aimed at clinical practitioners as well as interested students and scholars.
         

         The process of writing this book has certainly benefited from our collaboration with
            people such as Michael B. First, Geoffrey M. Reed, W. John Livesley, Christopher J.
            Hopwood, Jared W. Keeley, Robert F. Krueger, Anthony Bateman, Joost Hutsebaut, Giancarlo
            Dimaggio, Lois W. Choi-Kain, Donna S. Bender, Peter Tyrer, Carla Sharp, Steven K.
            Huprich, Lee Anna Clark, and, last but definitely not least, Martin Sellbom and Roger
            Mulder.
         

         We also extend our gratitude to the European Society of the Study of Personality Disorders,
            the International Society for the Study of Personality Disorders, the British and
            Irish Group for the Study of Personality Disorders, and the Royal College of Psychiatrists
            for organising debates, workshops, and lectures on the ICD-11 classification of Personality
            Disorders. We particularly thank Sabine Herpertz, Giles Newton-Howes, Oliver Dale,
            Andrew M. Chanen, Babette Renneberg, Tennyson Lee, Ueli Kramer, and Michaela Swales.
         

         We also owe great thanks to our local Scandinavian collaborators, in particular Erik
            Simonsen who originally paved the way for our careers in the field of Personality
            Disorder research and clinical practice. Along these lines, we would like to acknowledge
            our professional home bases under the auspices of the Slagelse Psychiatric Hospital,
            Region Zealand; Stolpegaard Psychotherapy Centre in Gentofte, Capital Region; and
            the Institute for Personality Theory and Psychopathology.
         

         And last, we would like to thank our editors Lisa Bennett and Christian Aarestrup
            at Hogrefe for a very pleasant and helpful process of preparing this book.
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|1|Chapter 1
Background
         

         With the introduction of the World Health Organization’s (2024) Clinical Descriptions and Diagnostic Requirements for ICD-11 Mental, Behavioural and
               Neurodevelopmental Disorders there has been a paradigm shift in the way we understand and diagnose Personality
            Disorder. In this introductory chapter, we will describe the most important changes
            and their underlying clinical and scientific rationale as a starting point for the
            remaining chapters of the book.
         

         
The Purpose of This Book
         

         ICD-11’s classification of Personality Disorder can be said to contain significant
            changes that require fundamental retraining of professionals as well as restructuring
            of clinical practice in general. In an attempt to support this challenging process,
            we have chosen to write a book that we hope clinicians will find useful for this purpose.
            We recommend that readers use the book as a guide that can be consulted as needed
            and should not necessarily be read from start to finish. For example, clinicians may
            want to begin by reading the section “A Crash Course in the Clinical Use of Personality
            Functioning and Traits” in Chapter 2 to understand the clinical rationale for the new classification. Chapter 2 also includes extensive differential diagnostic guidelines, which may be helpful
            in clinical practice. Next, it can be beneficial to familiarise yourself with the
            different capacities and manifestations of personality functioning in Chapter 3, which form the basis for the crucial assessment and description of severity in Chapter 4. Furthermore, Chapter 5 can be used to gain an overview of the five trait domains that describe the style
            and expression of the patient’s personality disturbances. When considering treatment
            options, it may be helpful to consult Chapter 6 for specific suggestions described for each level of severity as well as different
            combinations of trait domains. In the book’s appendix, we have chosen to include extra
            features that may be useful (“nice to know”) but not absolutely necessary (“need to
            know”) to get started using the new classification.
         

         As a general clarification for readers, we tend to use terms such as “personality
            dysfunction,” “personality difficulties,” and “personality disturbances” |2|interchangeably. These terms are not diagnostic entities as such but apply to human
            personality functioning in a broader sense. The official ICD-11 classification is
            explicitly and exclusively referred to in terms of “Personality Difficulty,” “Mild
            Personality Disorder,” “Moderate Personality Disorder,” and “Severe Personality Disorder”
            along with the five trait domain specifiers (i.e., Negative Affectivity, Detachment,
            Dissociality, Disinhibition, and Anankastia) and the Borderline pattern specifier.
         

         
Brief Introduction to ICD-11 Personality Disorder
         

         With ICD-11, Personality Disorder is described and diagnosed based on what it actually
            means to be a person, psychologically speaking, and in particular what it means to
            struggle with personality issues (Bender, 2019; Sharp & Wall, 2021; Tyrer et al., 2019). In short, ICD-11 guides us to diagnose Personality Difficulty and Personality Disorder
            based on general impairments in aspects of the self and interpersonal functioning,
            along with emotional, cognitive, and behavioural manifestations, as well as global
            psychosocial functioning and distress. Once these general aspects of personality functioning
            and manifestations are found to be present in the patient, the diagnosis can be further
            classified by severity (i.e., mild, moderate, severe) or the sub-diagnostic presence
            of Personality Difficulty. This can be further supplemented with a specification of
            one or more of the most prominent trait domains (i.e., Negative Affectivity, Detachment,
            Dissociality, Disinhibition, and Anankastia) in order to emphasise the individual
            expression of the diagnosis. Finally, there is also the option to further specify
            a code for a Borderline pattern when this can make a difference to the patient’s treatment.
            As shown in Table 1.1, only the first cluster of ICD-11 codes, that is, up to and including the severity
            levels, are generally used as the actual diagnoses, while the trait domains and Borderline
            pattern are only used as informative additional codes. With the World Health Organization’s (1992) International Statistical Classification of Diseases (10th ed.; ICD-10), clinicians applied 10 different types of Personality Disorder
            diagnoses, which in practice are completely equal in terms of severity. It is well
            known that several Personality Disorder types usually apply to the same patient (i.e.,
            co-occurrence). With ICD-11, the focus has instead shifted to categories of overall
            severity, while the style or typology can be described using trait domains (see examples
            in Appendix B). For a more concrete introduction, we refer to the section “Crash Course in the
            Clinical Use of Personality Functioning and Traits” in Chapter 2.
         

         
            
               |3|Table 1.1  Classification of Personality Disorder in ICD-10 and ICD-11
               

            

            
               
                  
                     	
                        ICD-10

                     
                     	
                        ICD-11

                     
                  

                  
                     	
                        Categories

                        60.0 Paranoid

                        60.1 Schizoid

                        60.2 Dissocial

                        60.3 Emotionally Unstable [Borderline]

                        60.4 Histrionic

                        60.5 Anankastic

                        60.6 Anxious [Avoidant]

                        60.7 Dependent

                        60.8 Other Specific Type

                        60.9 Unspecified

                        61.0 Mixed Type

                        Z73.1 Accentuation of Personality Traits (Sub-diagnostic)

                     
                     	
                        Personality Disorder

                        10.Z Severity Unspecified

                        Level of severity

                        50.7 Personality Difficulty (Sub-diagnostic)

                        10.0 Mild Personality Disorder
                        

                        10.1 Moderate Personality Disorder
                        

                        10.2 Severe Personality Disorder
                        

                        Additional specifier codes

                        11.0 Negative Affectivity

                        11.1 Detachment

                        11.2 Dissociality

                        11.3 Disinhibition 

                        11.4 Anankastia

                        11.5 Borderline pattern

                     
                  

               
            

         

         
The Creation of a New Classification
         

         The now official ICD-11 classification of Personality Disorder was created through
            a lengthy and difficult process led by an international working group appointed by
            the World Health Organization (WHO). The working group was broadly constituted to
            ensure diverse expertise and geographical representation (Tyrer, 2005; Tyrer et al., 2019; Tyrer, Crawford, & Mulder, 2011). The original working group included Peter Tyrer (psychiatrist) from the UK, Mike
            Crawford (psychiatrist) from the UK, Roger Mulder (psychiatrist) from New Zealand,
            Roger Blashfield (psychologist) from the USA, Alireza Farnam (psychiatrist) from Iran,
            Andrea Fossati (psychologist) from Italy, Michaela Swales (psychologist) from Wales,
            Dusica Lecic-Tosevski (psychiatrist) from Serbia, David Ndetei (psychiatrist) from
            Kenya, Nestor Koldobsky (psychiatrist) from Argentina, and Lee Anna Clark (psychologist)
            from the USA.
         

         Since its launch over 30 years ago, the ICD-10 (“blue book”) has explicitly recognised
            the scientific and practical problems with the classification of Personality Disorder
            and pointed out a need for a new classification: “a new approach to the description
            of Personality Disorders is required” (World Health Organization, 1992, p. 20). At the same time, there has been broad agreement in the literature about
            these problems, while there has been less agreement about how to specifically address
            them (Clark, 2007; |4|Ekselius et al., 1993; Frances, 1980; Kiesler, 1986; Skodol et al., 2013; Tyrer & Alexander, 1979; Tyrer & Johnson, 1996; Widiger & Trull, 2007).
         

         This is where the WHO ICD-11 working group comes in. Based on a review of the literature,
            the working group concluded that the core of Personality Disorders lies in basic personality
            functioning, which can range from healthy functioning to severe dysfunction (Crawford et al., 2011). Based on this initial model, Personality Disorder was mainly defined as the degree
            of interpersonal dysfunction, that is, the impact on social roles and occupational
            functions, the “contact” with the patient, and interpersonal risk behaviours (Tyrer, Crawford, Mulder et al., 2011). In addition, stylistic characteristics could be specified using five trait domains
            that are broadly compatible with the “Big Five” (Mulder et al., 2011; Widiger & Simonsen, 2005). The first proposal for Personality Disorder in ICD-11 was commented on by several
            international researchers and clinical experts (Davidson, 2011). Several expressed concern about the loss of important knowledge within the traditional
            categories of Personality Disorder, particularly the diagnosis of Borderline Personality
            Disorder, while others pointed out problems with moving to a system without a priori
            evidence of increased clinical utility (Bateman, 2011). In addition to discussions in journals and at conferences, WHO also sought feedback
            from international members of the World Psychiatric Association and the International
            Union of Psychological Science. In parallel, the pillars of the draft in question
            were examined in a number of studies (Kim et al., 2014, 2015, 2016; Mulder et al., 2016; Tyrer et al., 2014).
         

         But the concerns and objections continued. In December 2016, representatives from
            the European Society for the Study of Personality Disorders wrote a letter addressed
            to the person responsible for the chapter on mental disorders in ICD-11, Geoffrey
            M. Reed. In the letter, the society expressed concern about the current proposal and
            requested that it be rejected by WHO. A rewritten version of the letter was later
            published by a number of researchers and clinical experts associated with the European
            Society for the Study of Personality Disorders, the North American Society for the
            Study of Personality Disorders, and the International Society for the Study of Personality
            Disorders (Herpertz et al., 2017). A significant part of the problem was the fact that the previous proposal completely
            excluded the borderline diagnosis from the classification, as well as concerns that
            the new model could lead to a loss of valuable knowledge rooted in the traditional
            categories. Among other things, it was argued that patients with a borderline diagnosis
            could risk not receiving evidence-based care and lose goodwill if their diagnosis
            was no longer included in the classification. Based on subsequent meetings in Heidelberg
            in 2017 with representatives from the WHO working group and representatives from the
            International Society for the |5|Study of Personality Disorders, the European Society for the Study of Personality
            Disorders, and the North American Society for the Study of Personality Disorders,
            it was decided to adjust the ICD-11 classification to address significant aspects
            of the criticism. First and foremost, the option to code a Borderline pattern was
            added as an optional specifier that may be coded only after having diagnosed and coded
            severity and trait domains. Another significant change was that the diagnostic features
            for the Borderline pattern were no longer those known from ICD-10 – emotionally unstable
            Personality Disorder, borderline type – but instead a slight revision of the criteria
            in the American Psychiatric Association’s (2013) Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5) classification. In addition to the inclusion of the borderline pattern, the working
            group also decided that the ICD-11 model should include a more exhaustive description
            of self-functioning on par with interpersonal functioning, which had previously been
            the primary focus (Huprich, 2020; Huprich et al., 2018; Reed, 2018).
         

         It may be important to be aware of the fact that if you read empirical literature
            about ICD-11 Personality Disorders published before 2017, findings may be based on
            previous proposals for the classification and thus be outdated compared to the now
            official version.
         

         At the time of writing, there seems to be growing international acceptance and interest
            in the new ICD-11 approach (Chanen et al., 2022; Prevolnik Rupel et al., 2021; Sharp & Oldham, 2023; Widiger et al., 2024). It is expected that European countries will be first movers in implementing the
            system (Bach et al., 2022).
         

         
Leaving the Traditional Categories
         

         Where previously we have classified Personality Disorder based on categories of distinct
            types (e.g., avoidant, borderline, dependent), we now have to get used to classifying
            based on levels of severity (mild, moderate, severe). This continuum from mild to
            severe is also referred to as a dimensional approach because it is a dimension of severity. In contrast to ICD-10’s and DSM-5’s
            focus on “counting criteria” for each type of Personality Disorder (i.e., polythetic
            approach), the ICD-11 will focus on general diagnostic requirements and features of
            Personality Disorder (see Table 1.1).
         

         This change should be seen in light of the fact that WHO, based on 30 years of research,
            has sought to do away with criteria-based diagnostics, where diagnoses are defined
            somewhat rigidly based on a given number of |6|criteria met with a fixed, but pseudo-accurate threshold. For example, ICD-10’s diagnostic
            criteria for F60.5 Anankastic Personality Disorder means that two people can fulfil
            the criteria for the diagnosis without having a single symptom in common. In everyday
            life, two people may actually experience the disorder very differently based on the
            individual composition of criteria met (e.g., doubt and caution in one and rigidity
            and stubbornness in the other). This is one of the reasons why ICD-11’s diagnostic
            descriptions are not as definitive or fixed in language but can be flexibly applied
            to better match the diverse clinical reality that exists.
         

         Understanding a diagnosis as distinct from other diagnoses is particularly meaningful
            for medical conditions. A broken leg is different from appendicitis, heart disease
            is different from kidney disease, and the treatments for such different conditions
            will often be very different (e.g., surgery or medication).
         

         Diagnoses for mental disorders do not describe such well-defined diseases or syndromes
            with a clear separation between cause (e.g., viral infection) and symptoms (e.g.,
            cough). Knowledge about the exact causes of mental disorders, including Personality
            Disorders, is still very limited, which is why it is not so easy to separate cause
            and symptom. The multifactorial origin of mental disorders means that any particular
            risk factor (e.g., a specific adverse event) may lead to different or no disorder
            (multifinality), and that different risk factors may lead to the same disorder (equifinality).
            In other words, we cannot reliably link the diagnosis to specific causes (e.g., trauma)
            or solutions (e.g., therapy). This issue is well recognised in the classification
            of mental disorders in general but is arguably particularly pronounced when it comes
            to Personality Disorder (Kendler et al., 2011).
         

         Until the introduction of ICD-11, the diagnosis of Personality Disorder has been based
            on a categorical understanding with a total of eight specific types, in addition to
            the possibility of diagnosing “Other specific personality disorder” (e.g., narcissistic
            or passive-aggressive) or an unspecified or mixed type. As mentioned, over the past
            30–40 years, research has documented significant problems with a categorical classification
            of Personality Disorders (Frances, 1980; Skodol, 2014; Widiger & Trull, 2007), which we briefly summarise in the following four sections.
         

         
Extensive Diagnostic Overlap
         

         When patients are systematically screened for ICD-10 Personality Disorder, the most
            common picture is that they fulfil criteria for at least two or more Personality Disorders
            simultaneously. In particular, the borderline |7|diagnosis co-occurs with virtually all other types of Personality Disorder (Karterud et al., 2003). This suggests that there are a number of characteristics or problems that cut across
            the different diagnoses. The ICD-11 does not allow for co-occurrence among different
            Personality Disorder diagnoses as it is simply not possible to have two different
            levels of severity at the same time (e.g., having a Mild and a Severe Personality
            Disorder at the same time). Thus, the starting point is that people with Personality
            Disorder struggle with a number of the same general problems (e.g., self-esteem, relationship
            issues, and emotion regulation), and that the diverse and overlapping presence of
            these problems is not a matter of what has traditionally been called co-occurrence
            or “co-morbidity,” but rather is an expression of different degrees and manifestations
            of one and the same fundamental disorder.
         

         
Heterogeneity Within Diagnostic Categories
         

         With a number of defined criteria and a set threshold for how many criteria must be
            met, Personality Disorders in ICD-10 and DSM-5 can be combined in hundreds of ways.
            As a result, individuals with the same diagnosis can be very different, which can
            cause problems both in pointing to a clear-cut treatment model and in identifying
            specific causal relationships. In practice, two people may fulfil the diagnostic criteria
            for an Anankastic Personality Disorder without having a single symptom in common.
            With ICD-11, it is possible to describe this heterogeneity more systematically, both
            in terms of overall severity and specific trait expressions. For example, there will
            be a significant difference between a person who is characterised by Negative Affectivity
            alone and a person who has prominent traits of both Negative Affectivity and Disinhibition
            (see Chapters 5 and 6).
         

         
Pseudo-Accurate Diagnostic Thresholds
         

         The ICD-10 and DSM-5 diagnostic approach specifies a number of criteria that must
            be met in order to make a diagnosis (e.g., four out of seven criteria for Avoidant
            Personality Disorder). However, a key problem here is that these thresholds have generally
            not been empirically determined or the scientific foundation is questionable. This
            means that there is no significant difference between people who fulfil four or five
            criteria for Borderline Personality Disorder. In addition to the problems with the
            arbitrary threshold, it is also clear that the categorical understanding, where a
            given phenomenon is either |8|present or not, involves a significant loss of information. For example, extensive
            sub-diagnostic data are lost when reducing the information to either “disordered”
            or “healthy.” With ICD-11, the clinician decides whether personality functioning is
            disturbed to a mild, moderate, or severe degree and the clinician is also allowed
            to specify sub-diagnostic Personality Difficulty. This is not determined on the basis
            of a fixed number of criteria, but instead depends on a global assessment, which can
            be thought of as a “matching process” in which the clinician compares phenomenological
            descriptions with the diagnostic features and examples for Mild, Moderate, and Severe
            Personality Disorder, respectively. This diagnostic process thus has more in common
            with a holistic identification of a “gestalt” or “prototype.” Anything else in this
            context would be considered pseudo-accurate, meaning something that sounds precise
            on the surface but, in reality, covers a wide spectrum of diversity. Interestingly,
            research indicates that a severity continuum rather than a categorical Personality
            Disorder diagnosis creates less public stigma (Stricker et al., 2024).
         

         
Unspecified Diagnosis and General Underdiagnosis of Personality Disorder
         

         Several studies have shown that unspecified Personality Disorder is the most commonly
            made diagnosis besides Borderline and Dissocial Personality Disorder (Pedersen & Simonsen, 2014; Tyrer et al., 2019). This diagnosis is inherently inadequate on its own, as it simply specifies that
            something is wrong, but does not indicate the degree or nature of the problem. It
            can carry a significant risk of stigmatisation and has little guiding potential for
            both the clinician and the diagnosed person. With ICD-11, it is still possible to
            diagnose Personality Disorder without specifying the severity. In this case, however,
            it must still be confirmed that the general diagnostic requirements are met (see “General
            Diagnostic Requirements” in Chapter 2). In many countries the problems with the categorical diagnosis of Personality Disorder,
            including the inability to tier and specify the diagnosis, have led to Personality
            Difficulty and Disorders generally being underdiagnosed and actually occurring with
            decreasing frequency. For example, in Danish mental health services the diagnosis
            is made for approximately 10–12% of patients (Pedersen & Simonsen, 2014), while international research suggests that it is present in more than half of psychiatric
            patients (Alnæs & Torgersen, 1988; Beckwith et al., 2014). This can be seen as particularly problematic in relation to an ideal of adequate
            and tailored treatment.
         

         
|9|Focus on Clinical Utility
         

         An important overall aim of ICD-11 has been to increase the clinical utility of the
            classification (Reed, 2010), which is particularly relevant for the rather complex area of Personality Disorders
            (Bach & First, 2018; Pan & Wang, 2024). Clinical utility can be described as the “third pillar” of diagnostic classification,
            alongside reliability and validity. There is not complete agreement on all components
            of the definition of clinical utility, but most definitions emphasise the practical
            aspects, that is, the extent to which a diagnosis is easy to use and, not least, easy
            to communicate to others, whether it is the person being diagnosed or colleagues,
            relatives, or carers. In addition, clinical utility often emphasises the extent to
            which the diagnosis is useful in clinical decision-making processes and provides useful
            information about the prognosis of the disorder. Studies have shown that clinicians
            are generally in favour of a dimensional approach to diagnoses (Bernstein et al. 2007; Brown et al., 2023; Evans et al., 2013; Morey & Hopwood, 2019; Reed et al., 2011). For example, Reed and colleagues (2011) found that two out of three psychiatrists prefer a system that is flexible and guiding
            rather than based on strict criteria for diagnoses. In addition, they found that up
            to 90% of psychiatrists favour a significantly fewer number of diagnoses (with around
            100 diagnoses rated as the most useful), and that around 70% of psychiatrists believe
            that diagnoses should incorporate dimensional components. A similar pattern was found
            among psychologists from around the world (Evans et al., 2013).
         

         A Danish study has shown that professionals generally find the ICD-11 classification
            of Personality Disorders more clinically useful than ICD-10, at least in terms of
            treatment planning, communication with patients, and ease of use (Hansen et al., 2019). However, for communicating with other professionals or describing the patient’s
            personality as a whole, there were no significant differences in usability. A similar
            pattern was found in a study among psychiatrists and psychologists in New Zealand
            (Brown et al., 2023).
         

         Describing and understanding psychopathology on a continuum of severity provides the
            best opportunities for more precise and individualised treatment, such as adjusting
            the treatment dose according to the severity of the disorder (Hopwood et al., 2020). In addition, research also shows that a dimensional understanding of mental disorders
            may reduce the tendency for stigmatising attitudes among people working with assessment
            and treatment of people with Personality Disorders (Peter et al., 2021; Stricker et al., 2024).
         

      

   
      

|11|Chapter 2
General Diagnostic Practice
         

         In this chapter, we attempt to cover all the essentials for clinicians in connection
            with using the new classification. The chapter begins with a crash course in how the
            basic concepts of “personality functioning” and “trait domains” can be applied in
            practice. We then focus on the general diagnostic requirements, distinguishing between
            “disorder” and sub-diagnostic “difficulty.” Finally, a number of important differential
            diagnostic considerations and developmental aspects are discussed, as well as how
            to deal with co-occurring mental disorders.
         

         
Crash Course in the Clinical Use of Personality Functioning and Trait Domains
         

         Understanding a patient’s personality can be the key to a deeper and more comprehensive
            conceptualization and treatment of their mental health problems. Using the ICD-11
            classification of Personality Disorder and Related Traits, we take as our starting
            point a set of core human capacities that underpin mental health. Regardless of the
            diagnostic framework or therapeutic approach, treatment can be organised using these
            psychological capacities and manifestations, which together are called personality
            functioning (see Table 2.1).
         

         For example, most clinicians will recognise how patients’ problematic ways of seeing
            themselves and others will manifest in the therapeutic relationship. Sometimes we
            may be unsure of how best to interact with the patient in a meaningful way, and their
            needs may seem overwhelming or confusing to us. We may feel pressured to overstep
            our own professional boundaries and become too invested in the patient’s problems
            and behaviours. Depending on our theoretical frame of understanding, we may refer
            to such common phenomena as transference and countertransference, therapeutic resistance,
            “chemistry,” therapy-interfering behaviour, therapeutic rapport, and alliance rupture.
            For example, we may experience moments where we are unable to think clearly |12|and our emotional reactions cloud our judgement and decisions. We can get caught in
            counterproductive interactions that we do not know how to get out of, or, worse, do
            not even realise we are in. We can get caught up in power struggles characterised
            by themes of dominance and submissiveness. At times, the clinician perceives a distance
            towards the patient or an urge to say “pull yourself together” or to overprotect and
            carry the patient through life. These types of experiences in the clinician can often
            reflect important aspects about the patient’s self and interpersonal functioning and
            recognising them may be crucial in helping clinicians build a functioning alliance
            and adjust their therapeutic approach, which is usually a prerequisite for effective
            treatment.
         

         
            
               Table 2.1   Abbreviated overview of aspects that contribute to the assessment of personality functioning
               

            

            
               
                  
                     	
                        Personality functioning

                     
                  

                  
                     	
                        Aspects of the self

                     
                     	
                        Interpersonal functioning

                     
                  

                  
                     	
                        
                           	
                              Sense of identity (too loose or fixed)

                           

                           	
                              Self-esteem (inflated or deflated)

                           

                           	
                              Self-perception (strengths and weaknesses)

                           

                           	
                              Self-direction (too weak or rigid)

                           

                        

                     
                     	
                        
                           	
                              Engagement in relationships (avoidance or desperation)

                           

                           	
                              Perspective-taking (too little or too much)

                           

                           	
                              Mutuality in relationships (give and take)

                           

                           	
                              Conflict management (submissive or aggressive)

                           

                        

                     
                  

                  
                     	
                        Manifestations

                     
                  

                  
                     	
                        
                           
                              
                                 
                                    	
                                       Emotional

                                    
                                    	
                                       Cognitive

                                    
                                    	
                                       Behaviour

                                    
                                 

                                 
                                    	
                                       
                                          	
                                             Experience and expression

                                          

                                          	
                                             Over- or underreactive

                                          

                                          	
                                             Recognising own emotions

                                          

                                       

                                    
                                    	
                                       
                                          	
                                             Reality testing

                                          

                                          	
                                             Decision making

                                          

                                          	
                                             Stability and flexibility of beliefs

                                          

                                       

                                    
                                    	
                                       
                                          	
                                             Too little/much self-control

                                          

                                          	
                                             Harm to self

                                          

                                          	
                                             Harm to others

                                          

                                       

                                    
                                 

                              
                           

                        

                     
                  

                  
                     	
                        Global psychosocial impairment and/or distress

                     
                  

                  
                     	
                        Personal, family, social, educational, employment, or other significant functioning

                     
                  

               
            

         

         A concrete example of a clinical issue might be a patient whose impaired or dysregulated
            self-esteem is the driving force behind an unhealthy dependency on recognition from
            others or an inner self-criticism that leads to perfectionism, stress, anxiousness,
            and sadness. Compromised self-esteem can |13|also underlie an overt sense of shame or overcompensatory self-aggrandisement. People
            with this kind of personality dysfunction may tend to avoid others because being around
            them triggers feelings of inadequacy, or they may use another type of avoidance behaviour,
            such as drugs or aggression, to keep their own feelings or other people at a distance.
            Most people who work in clinical practice encounter people with these kinds of personality
            issues.
         

         As a consequence of difficulties related to aspects of the self, patients may have
            problems with the way they perceive and relate to other people. For example, their
            idea of what others think may be driven by their own sense of inferiority or self-insecurities.
            To put it simply, what really belongs to the person is wrongly attributed to someone
            else. In practice, this can manifest itself as a tendency to feel critically observed
            by other people and a belief that others think negatively about you. In general, such
            patterns can cause a lot of confusion in communicating with other people, including
            relationships with healthcare professionals. The patient may be trapped in a dogmatic,
            distrustful, or hostile perception, which can include being vigilant for any sign
            that we do not like them, wish to hurt them, or abandon them (e.g., when we are late
            or have to cancel an appointment). If we as practitioners do not have a language for
            such issues, we can end up enacting or becoming exactly what the patient fears in
            the treatment process.
         

         Due to the above-mentioned dysfunctions in aspects of the self and relationships with
            other people, the patient will typically also have problems with their emotional life.
            Specifically, this can be problems with containing and regulating the difficult emotions
            that arise when a negative view of oneself and other people is a controlling factor.
            Some patients tend to disconnect themselves from difficult emotions so they cannot
            feel or “listen” to them. Others may be prone to becoming overwhelmed by the emotions
            and react with aggression, impulsive self-destructive behaviour, or self-harm. There
            may also be a lack of ability to recognise difficult emotions or acknowledge unwanted
            emotions (e.g., sadness or anger), which is probably familiar to many professionals
            under the term Alexithymia. The latter can result in the patient being unaware of
            the thoughts and feelings behind their own destructive actions, and they struggle
            to express their emotional states in a healthy way. Such aspects of disordered personality
            functioning tend to perpetuate the patient’s problems and complicate treatment.
         

         
Alignment with Psychotherapy Models
         

         The naturally intertwined aspects of self and interpersonal functioning will be obvious
            to many clinicians. Psychodynamic clinicians may think of |14|internal models of self and others (e.g., object relations), whereas proponents of
            cognitive behavioural therapy may link it to the patient’s core beliefs about self
            and others. For example, a patient may hold negative beliefs about the self (“I am
            inferior and stupid”), which play out interpersonally (“I must avoid other people
            so they don’t realise how useless I am”). Thus, using cognitive behavioural therapy
            to modify the patient’s negative core beliefs can also be expected to promote both
            a healthier self and better interpersonal functioning. Similarly, mentalisation-based
            therapy works to strengthen the patient’s ability to understand mental states in themselves
            and others. Schema therapy can focus on early developed schemas in relation to oneself
            (e.g., “I am defective”) and other people (e.g., “others will let me down or mistreat
            me”) as well as various self-states (“modes”) of activated schemas and coping responses.
            In emotion-focused therapy, the focus is on emotions as the key to self-understanding
            along with patterns of interpersonal interaction. In intensive short-term dynamic
            psychotherapy, anxieties about inner conflicts and emotions (aspects of the self)
            and about relationships and intimacy (interpersonal functioning) are typically addressed.
            Finally, proponents of dialectical behavioural therapy can facilitate similar processes
            by working on the patient’s self-regulation and relationship skills.
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