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	 1

The first edition of the Psychodynamic Diagnostic Manual (PDM; PDM Task Force, 
2006) was published in an era of critical change in psychiatric nosology. This period 
began with the publication of the Diagnostic and Statistical Manual of Mental Dis-
orders, third edition (DSM-III; American Psychiatric Association, 1980), which 
embraced a shift from a psychoanalytically influenced, dimensional, inferential diag-
nostic system to a “neo-Kraepelinian,” descriptive, symptom-focused, multiaxial clas-
sification relying on present-versus-absent criteria sets for identifying discrete mental 
disorders.

This change was made deliberately, in part to remove psychoanalytic bias from 
the manual now that other theoretical orientations (e.g., behavioral, cognitive, family 
systems, humanistic, biological) had arisen. It was also intended to make certain kinds 
of outcome research easier: Discrete traits could be identified by researchers with lit-
tle clinical experience, whereas the previous classifications (DSM-I and DSM-II) had 
required significant clinical training to diagnose inferentially many syndromes. DSM-
IV (American Psychiatric Association, 1994) continued the neo-Kraepelinian trend, 
which has been further elaborated and expanded with DSM-5 (American Psychiatric 
Association, 2013). Each succeeding edition has included more disorders.

At the same time, the psychodynamic community needed to respond to those of its 
members who question the usefulness of any diagnostic system and who value qualita-
tive methodologies and clinical reports over quantitative research. The perception that 
analysts as a group devalue both diagnosis and systematic research has caused many 

Vittorio Lingiardi, MD    Nancy McWilliams, PhD
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to dismiss its theories and applications on the basis of an assumed lack of empirical 
evidence. Among the goals of the first PDM was to call attention to how much careful 
research supports psychoanalytic concepts and approaches.1

Like its predecessor, PDM-2 has been influenced by the power and clinical utility 
of psychodynamic diagnostic formulations such as Shapiro’s (1965) Neurotic Styles, 
Kernberg’s (1984) object relations model of personality pathology, McWilliams’s (e.g., 
2011a) contributions on diagnosis and case formulation, and the work of many psy-
choanalytic researchers. As in the first edition, we offer a diagnostic framework that 
characterizes an individual’s full range of functioning—the depth as well as the sur-
face of emotional, cognitive, interpersonal, and social patterns. We try to promote 
integration between nomothetic understanding and idiographic knowledge useful for 
case formulation and treatment planning, emphasizing individual variations as well as 
commonalities. We hope that this conceptualization will bring about improvements in 
the diagnosis and treatment of mental problems, and will permit a fuller understand-
ing of the development and functioning of the mind.

This diagnostic framework attempts a systematic description of healthy and dis-
ordered personality functioning; individual profiles of mental functioning (including, 
e.g., patterns of relating to others, comprehending and expressing feelings, coping with 
stress and anxiety, regulating impulses, observing one’s own emotions and behaviors, 
and forming moral judgments); and symptom patterns, including differences in each 
individual’s personal, subjective experience of symptoms and the related experience of 
treating clinicians.

Notwithstanding the advantages of the DSM and International Classification 
of Diseases (ICD) systems, often their classifications do not meet the needs of clini-
cians. Accordingly, PDM-2 adds a needed perspective on symptom patterns depicted 
in existing taxonomies, enabling clinicians to describe and categorize personality pat-
terns, related social and emotional capacities, unique mental profiles, and personal 
experiences of symptoms. In focusing on the full range of mental functioning, PDM-2 
aspires to be a “taxonomy of people” rather than a “taxonomy of disorders,” and it 
highlights the importance of considering who one is rather than what one has. Our 
ability to reduce the gap between a diagnostic process and mental illness in all its com-
plexity, and also the gap between science and practice, depends on communication 
and collaboration among researchers and clinicians. Hence PDM-2 is based on clinical 
knowledge as well as process–outcome research and other empirical work.

The rapidly advancing neuroscience field can be only as useful as our understand-
ing of the basic patterns of mental health and pathology, and of the functional nature 
of disorders. Describing such patterns accurately should eventually permit a greater 
understanding of etiology. Research on brain development suggests that patterns of 

1 The tension between research-oriented scholars and some in the psychoanalytic community continued 
after the publication of the first PDM. In 2009, Irwin Hoffman critiqued the document, suggesting that the 
“privileged status” accorded to systematic empirical research on psychoanalytic process and outcome is 
“unwarranted epistemologically” and “potentially damaging,” and that virtually any use of categorization 
in relation to patients is a “desiccation” of human experience. Hoffman viewed the PDM as merely giving 
lip service “to humanistic, existential respect for the uniqueness and limitless complexity of any person” 
(p. 1060). In response, Eagle and Wolitzky (2011) argued that human experience is not “desiccated” when 
researchers view it through a diagnostic lens and try to measure it; they suggested that a constructive way 
to bridge the gap between science and analytic work is to do better, more creative, and more ecologically 
valid research. Their position is shared by the authors of this document and by several psychodynamic 
authors involved in this discussion (for varying views, see, e.g., Aron, 2012; Fonagy, 2013; Hoffman, 
2012a, 2012b; Lingiardi, Holmqvist, & Safran, 2016; Safran, 2012; Vivona, 2012).
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emotional, social, and behavioral functioning involve many areas working together 
rather than in isolation, with important consequences for clinical psychological models 
of illness and psychotherapeutic change (Buchheim et al., 2012; Kandel, 1999; Schore, 
2014). Outcome studies point to the importance of dealing with the full complexity of 
emotional and social patterns. Numerous researchers (e.g., Høglend, 2014; Norcross, 
2011; Wampold & Imel, 2015) have concluded that the nature of the therapeutic rela-
tionship, reflecting interconnected aspects of mind and brain operating together in 
an interpersonal context, predicts outcome more robustly than any specific treatment 
approach or technique per se.

Westen, Novotny, and Thompson-Brenner (2004) found that treatments focusing 
on isolated symptoms or behaviors (rather than on personality, emotional themes, and 
interpersonal patterns) are not effective in sustaining even narrowly defined changes. 
In recent years, several reliable ways of measuring complex patterns of personal-
ity, emotion, and interpersonal processes—the active ingredients of the therapeutic 
relationship—have been developed. These include, among others, the Shedler–Westen 
Assessment Procedure (SWAP-200, Westen & Shedler, 1999a, 1999b; SWAP-II, 
Westen, Waller, Shedler, & Blagov, 2014), on which we have drawn extensively; the 
Structured Interview of Personality Organization (STIPO), developed by Kernberg’s 
group (Clarkin, Caligor, Stern, & Kernberg, 2004); the Operationalized Psychody-
namic Diagnosis (OPD) system (OPD Task Force, 2008; Zimmermann et al., 2012); 
and Blatt’s (2008) model of anaclitic and introjective personality configurations.

Two pertinent topics are the range of problems for which psychodynamic 
approaches are suitable, and the effectiveness of short- and long-term psychodynamic 
psychotherapies (Abbass, Town, & Driessen, 2012; Levy, Ablon, & Kächele, 2012; 
Norcross & Wampold, 2011). A number of recent reviews (e.g., de Maat et al., 2013; 
Fonagy, 2015; Leichsenring, Leweke, Klein, & Steinert, 2015) suggest that some 
psychodynamic treatments are more effective than short-term, manualized forms of 
cognitive-behavioral treatment (CBT), and that improvement after psychodynamic 
intervention tends to continue after the therapy ends (Shedler, 2010). In addition to 
alleviating symptoms, psychodynamically based therapies may improve overall emo-
tional and social functioning.

Like its predecessor, PDM-2 has been a collaborative effort among organizations 
of psychoanalytically oriented mental health professionals. The manual follows the 
format of denoting, for each chapter, two or three Editors and a pool of Consultants 
(clinicians and/or researchers with expertise relevant to that domain). The task of the 
Chapter Editors, according to guidelines we provided on how to structure each chap-
ter, was to plan and write their respective chapters, coordinating and integrating the 
texts, documents, critiques, and other materials provided by the Consultants. Final 
approval of chapters lay with us, the manual’s overall Editors.

Rationale for the PDM‑2 Classification System

A clinically useful classification of mental disorders must begin with a concept of 
healthy psychology. Mental health is more than simply the absence of symptoms. Just 
as healthy cardiac functioning cannot be defined as an absence of chest pain, healthy 
mental functioning is more than the absence of observable symptoms of psychopathol-
ogy. Attempts to depict deficiencies in mental health must consider deficits in many 
different capacities, including some that are not overt sources of dysfunction. For 
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example, as frightening as anxiety attacks can be, an inability to perceive and respond 
accurately to the emotional cues of others—a far more subtle and diffuse problem—
can be a more fundamental difficulty than periodic episodes of panic. A deficit in 
reading emotional cues can pervasively compromise relationships and thinking, and 
may itself be a source of anxiety.

That a concept of health is foundational for defining disorder may seem self-
evident, but our diagnostic procedures have not always proceeded accordingly. In 
recent decades, psychological problems have been defined primarily on the basis of 
observable symptoms and behaviors, with overall personality functioning and adapta-
tion mentioned only secondarily. But there is increasing evidence that to understand 
symptoms, we must know something about the person who hosts them (Westen, Gab-
bard, & Blagov, 2006), and that both mental health and psychopathology involve 
many subtle features of human functioning (e.g., affect tolerance, regulation, and 
expression; coping strategies and defenses; capacities for understanding self and oth-
ers; quality of relationships).

In the DSM and ICD systems, the whole person has been less visible than the 
disorder constructs on which researchers can find agreement. In descriptive psychi-
atric taxonomies, symptoms that may be etiologically or contextually interconnected 
are described as “comorbid,” as if they coexist more or less accidentally in the one 
person, much as a sinus infection and a broken toe might coexist (see Borsboom, 
2008). Assumptions about discrete, unrelated, comorbid conditions are rarely justified 
by clear genetic, biochemical, or neurophysiological distinctions between syndromes 
(Tyrer, Reed, & Crawford, 2015). The cutoff criteria for diagnosis are often arbitrary 
decisions of committees rather than conclusions drawn from the best scientific evi-
dence.

Oversimplifying mental phenomena in the service of consistency of description 
(reliability) and capacity to evaluate treatment (validity) may have compromised the 
laudable goal of a more scientifically sound understanding of mental health and pathol-
ogy. Ironically, given that current systems were expected to increase them, reliability 
and validity data for many DSM disorders are not strong (see Frances, 2013; Hum-
melen, Pedersen, Wilberg, & Karterud, 2015). The effort to construct an evidence-
based diagnostic system may have led to a tendency to make overly narrow observa-
tions, overstep existing evidence, and undermine the critical goal of classifying states 
of mental health and disorder according to their naturally occurring patterns.

We worry that mental health professionals have uncritically and prematurely 
adopted methods from other sciences, instead of developing empirical procedures 
appropriate to the complexity of the data in our field. It is time to adapt the methods to 
the phenomena rather than vice versa (Bornstein, 2015). Only an accurate description 
of psychological patterns can guide vital research on etiology, developmental path-
ways, prevention, and treatment. As the history of science attests (and as the American 
Psychological Association stated in its 2012 guidelines), scientific evidence includes 
and often begins with sound descriptions—that is, naturalistic observations such as 
case studies. Insufficient attention to this foundation of scientific knowledge, under 
the pressure of a narrow definition of what constitutes evidence (in the service of rapid 
quantification and replication), would tend to repeat rather than ameliorate the prob-
lems of current systems.

Efforts to complement current classifications with a fuller description of men-
tal health and illness must begin with a consensus of experts, based on disciplined 
clinical observations informed by accurate appraisal of existing and emerging research 
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(Kächele et al., 2006; Lingiardi, Gazzillo, & Waldron, 2010; Lingiardi, McWilliams, 
Bornstein, Gazzillo, & Gordon, 2015; Lingiardi, Shedler, & Gazzillo, 2006). Clini-
cally experienced observers make highly reliable and valid judgments if their observa-
tions and inferences are quantified with psychometrically sophisticated instruments 
(Westen & Weinberger, 2004).

We attempt to maintain a healthy tension between the goals of capturing the 
complexity of clinical phenomena (functional understanding) and developing criteria 
that can be reliably judged and employed in research (descriptive understanding). It 
is vital to embrace this tension by pursuing a stepwise approach in which complexity 
and clinical usefulness influence operational definitions and inform research, and vice 
versa. As clinicians and researchers, we strongly believe that a scientifically based sys-
tem begins with accurate recognition and description of complex clinical phenomena 
and builds gradually toward empirical validation.

Oversimplification, and favoring what is measurable over what is meaningful, do 
not operate in the service of either good science or sound practice. We are learning that 
when therapists apply manualized treatments to selected symptom clusters without 
addressing the complex person with the symptoms, and without attending to the thera-
peutic relationship, results are short-lived and remission rates are high. Fundamental 
psychological capacities involving the depth and range of relationships, feelings, and 
coping strategies do not show evidence of long-term change (Diener, Hilsenroth, & 
Weinberger, 2007; McWilliams, 2013; Westen et al., 2004). In some studies, these 
critical areas were not even measured—a contributing factor to “the outcome prob-
lem” (e.g., Strupp, 1963; Wampold, 2013; Westen et al., 2004).

Process-oriented research has shown that essential characteristics of the psycho-
therapeutic relationship as conceptualized by psychodynamic models (the therapeutic 
alliance, transference and countertransference phenomena, and stable characteristics 
of patient and therapist; see Betan, Heim, Zittel Conklin, & Westen, 2005; Bradley, 
Heim, & Westen, 2005; Colli, Tanzilli, Dimaggio, & Lingiardi, 2014; Fluckinger, Del 
Re, Wampold, Symonds, & Horvath, 2012) are more predictive of outcome than any 
designated treatment approach is.

Although depth psychologies have a long history of examining human function-
ing in a searching and comprehensive way, the diagnostic precision and usefulness of 
psychodynamic approaches have been compromised by at least two problems. First, 
in attempts to capture the range and subtlety of human experience, psychoanalytic 
accounts of mental processes have often been expressed in competing theories and 
metaphors, which have at times inspired more disagreement and controversy than 
consensus (Bornstein & Becker-Materro, 2011). Second, there has been difficulty dis-
tinguishing between speculative constructs on the one hand, and phenomena that can 
be observed or reasonably inferred on the other. Whereas the tradition of descriptive 
psychiatry has had a tendency to reify “disorder” categories, the psychoanalytic tradi-
tion has tended to reify theoretical constructs.

Recently, however, psychodynamically based treatments, especially for personal-
ity disorders (e.g., Bateman & Fonagy, 2009; Clarkin, Levy, Lenzenweger, & Kern-
berg, 2007), have been the subject of several meta-analyses attesting to their efficacy 
(see Fonagy, 2015; Leichsenring et al., 2015; Shedler, 2010). Moreover, since several 
empirical methods to quantify and analyze complex mental phenomena have been 
developed, depth psychology has been able to offer clear operational criteria for a more 
comprehensive range of human social and emotional conditions. The current challenge 
is to systematize these advances with clinical experience.
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PDM-2 diagnoses are “prototypic”; that is, they are not based on the idea that a 
diagnostic category can be accurately described as a compilation of symptoms (“poly-
thetic” diagnosis). Some PDM-2 sections refer to categories of psychopathology used 
in currently prevailing taxonomies. But unlike the DSM and ICD systems, the PDM-2 
system highlights patients’ internal experience of those conditions. Because mental 
health professionals deal daily with individuals’ subjectivity, they need a fuller descrip-
tion of their patients’ internal lives to do justice to understanding their distinctive 
experiences. Evidence suggests that when making diagnoses, clinicians tend to think 
in terms of prototypes, even as they speak in terms of categories (Bornstein, 2015). 
This manual attempts to capture the gestalt of human complexity by combining the 
precision of dimensional systems with the ease of categorical applications. It uses a 
multidimensional approach, as follows, to describe the intricacies of the patient’s over-
all functioning and ways of engaging in the therapeutic process.

•• Personality Syndromes—P Axis. The major organizing principles of the P Axis 
are the level of personality organization (i.e., a spectrum of personality functioning 
from healthy, through neurotic and borderline, to psychotic levels) and personality 
style or pattern (i.e., clinically familiar types that cross-cut levels of personality orga-
nization). In the Adulthood section (Part I), because symptoms or problems often can-
not be understood, assessed, or treated without an understanding of the personality 
patterns of the individual who has them, we have placed this dimension first. A person 
who fears relationships and avoids feelings will experience depression in markedly dif-
ferent ways from one who is fully engaged in relationships and emotions.

•• Profile of Mental Functioning—M Axis. The second dimension offers a detailed 
description of overall mental functioning (i.e., the capacities involved in overall psy-
chological health or pathology). It takes a more microscopic look at inner mental life, 
systematizing and operationalizing such capacities as information processing; impulse 
regulation; reflecting on one’s own and others’ mental states; forming and maintain-
ing relationships; experiencing, expressing, and understanding different emotions; 
regulating self-esteem; using coping strategies and defenses; adaptation and resiliency; 
forming internal standards; and giving coherence and meaning to personal experience.

•• Symptom Patterns: The Subjective Experience—S Axis. The third dimension 
takes as its starting point the DSM and ICD categories and depicts the affective states, 
cognitive processes, somatic experiences, and relational patterns most often associated 
with each. The S Axis presents symptom patterns in terms of patients’ most common 
personal experiences of their difficulties, and also in terms of clinicians’ typical sub-
jective responses to them. In addition, this axis includes descriptions of psychological 
experiences (e.g., conditions related to gender identity, sexual orientation, and minor-
ity status) that may require clinical attention.

The order of these axes varies by section. In adults, personality is evaluated before 
mental functioning, whereas the assessment of children, adolescents, and the elderly 
starts with their mental functioning. Our rationale for this inconsistency is that by 
adulthood, personality (Axis P) has become quite stable and usually requires primary 
clinical focus, whereas in children and adolescents, developmental issues (Axis M) 
typically take precedence in clinical evaluations over emerging personality patterns. 
Late in the life cycle, adaptation to various aspects of aging (Axis M) may again be 
more important to assess than personality trends. The multiaxial approach for the 
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Infancy and Early Childhood section (Part IV/Chapter 10) differs from the others 
because of the unique qualities of the first 3 years. It focuses on functional emotional 
developmental capacities, regulatory–sensory processing capacity, relational patterns 
and disorders, and other medical and neurological diagnoses.

Updating and Refining the Original PDM

The first edition of the PDM had three sections: (I) Adult Mental Health Disorders; 
(II) Child and Adolescent Mental Health Disorders (which included Infancy and Early 
Childhood Disorders); and (III) Conceptual and Research Foundations. Except with 
infants and preschoolers, clinicians were asked to assess each patient’s level of person-
ality organization and prevalent personality styles or disorders (P Axis); level of overall 
mental functioning (M Axis); and subjective experience of symptoms (S Axis).

The original PDM met with considerable success in the United States and Europe. 
On January 24, 2006, The New York Times reported positively on it. The manual also 
received some welcome in the clinical literature, as in a 2011 special issue of the Jour-
nal of Personality Assessment (see Bornstein, 2011; Huprich & Meyer, 2011; McWil-
liams, 2011b) and several favorable book reviews (e.g., Michels, 2007). In 2009, Paul 
Stepansky called the first PDM a “stunning success.” In the decade after its publica-
tion, several national symposia were held on the manual. An Italian translation was 
published in 2008. PDM’s influence has also been documented in Germany, Spain, 
Portugal, Turkey, France, and New Zealand (Del Corno & Lingiardi, 2012). In some 
countries (e.g., New Zealand), PDM diagnosis is accepted by governmental authorities 
who fund treatment. Gordon (2009) found that diverse psychotherapists evaluated 
the first PDM favorably, regardless of theoretical orientation. Participants in his study 
emphasized the value of its jargon-free language and usefulness in helping nonpsycho-
dynamic clinicians to formulate a clinically relevant diagnosis.

In The Pocket Guide to the DSM-5 Diagnostic Exam, Nussbaum (2013) states:

ICD-10 is focused on public health, whereas the Psychodynamic Diagnostic Manual 
(PDM) focuses on the psychological health and distress of a particular person. Several 
psychoanalytical groups joined together to create PDM as a complement to the descriptive 
systems of DSM-5 and ICD-10. Like DSM-5, PDM includes dimensions that cut across 
diagnostic categories, along with a thorough account of personality patterns and disor-
ders. PDM uses the DSM diagnostic categories but includes accounts of the internal expe-
rience of a person presenting for treatment. (pp. 243–244)

In October 2013, the American Psychoanalytic Association noted:

No two people with depression, bereavement, anxiety or any other mental illness or dis-
order will have the same potentials, needs for treatment or responses to efforts to help. 
Whether or not one finds great value in the descriptive diagnostic nomenclature exempli-
fied by the DSM-5, psychoanalytic diagnostic assessment is an essential complementary 
assessment pathway which aims to provide an understanding of each person in depth as 
a unique and complex individual and should be part of a thorough assessment of every 
patient. Even for psychiatric disorders with a strong biological basis, psychological factors 
contribute to the onset, worsening, and expression of illness. Psychological factors also 
influence how every patient engages in treatment; the quality of the therapeutic alliance 
has been shown to be the strongest predictor of outcome for illness in all modalities. For 
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information about a diagnostic framework that describes both the deeper and surface 
levels of symptom patterns, as well as an individual’s personality and emotional and social 
functioning, mental health professionals are referred to the Psychodynamic Diagnostic 
Manual. (apsa.org, October 2013, quoted in Lingiardi & McWilliams, 2015, p. 238)

Given the success of the first edition, and in response to feedback about its strengths 
and weaknesses, we decided to revise the original PDM to enhance its empirical rigor 
and clinical utility (see Clarkin, 2015; Gazzillo et al., 2015; Huprich et al., 2015; 
Lingiardi et al., 2015; Lingiardi & McWilliams, 2015). The PDM-2 project would 
never have been achieved without Stanley Greenspan (1941–2010), our Magellan who 
showed us the way; Nancy Greenspan, a devoted caretaker of her late husband’s leg-
acy, who gave the project her unfailingly helpful support; and Robert S. Wallerstein 
(1921–2014), our Honorary Chair until his death. One of his last letters mentioned his 
hopes for this manual: “I am happy that PDM will have an enduring life. . . . I do give 
you my very best wishes for a really successful job in continuing the legacy of PDM.”

PDM-2 is based on more systematic and empirical research than that which 
informed the first edition, especially as such research influences more operationalized 
descriptions of the different disorders. (Each chapter of the manual includes a Bibli-
ography, which provides not only the references specifically cited in the chapter text, 
but additional references on the topics covered in that chapter.) Seven task forces have 
helped to draft its six sections: (I) Adulthood, (II) Adolescence, (III) Childhood, (IV) 
Infancy and Early Childhood, (V) Later Life, and (VI) Assessment and Clinical Illus-
trations. Although this second edition preserves the main structure of the first PDM, 
it is characterized by several important changes and innovations.

In light of research since 2006 supporting the clinical utility of this concept, the 
P Axis now includes a psychotic level of personality organization. This axis has been 
integrated and reformulated according to theoretical, clinical, and research indica-
tions, including empirically sound measures such as the SWAP-200, SWAP-II, and 
SWAP-200—Adolescents. A borderline personality typological description has been 
added, while a dissociative personality type is no longer included (instead, the section 
on dissociative symptoms has been expanded). In the M Axis for Adulthood, we have 
increased the number of mental functions from 9 to 12. An assessment procedure with 
a Likert-style scale is associated with each mental function. The S Axis is integrated 
more closely with the DSM-5 and ICD-10 systems. In addition, we give a fuller expla-
nation of the rationale for the description of “affective states,” “cognitive patterns,” 
“somatic states,” and “relationship patterns.” This chapter more thoroughly depicts 
both the common subjective experiences of the patient and the likely countertransfer-
ence reactions of the clinician.

In PDM-2, we have separated the section on Adolescence (ages 12–19) from the 
section on Childhood (ages 4–11) because it seems clinically naive to use the same 
levels and patterns for describing the respective mental functioning of, say, a 4-year-
old and a 14-year-old. We have retained the recommendation to assess first on the 
M Axis, thus guiding the application of the P and S Axes. The section on Infancy 
and Early Childhood includes more detailed discussion of developmental lines and 
homotypic–heterotypic continuities of early infancy, childhood, adolescent, and adult 
psychopathology. We improve the definitions of the quality of primary relationships, 
emphasizing the evaluation of family systems and their characteristic relational pat-
terns, including attachment patterns and their possible connections to both psychopa-
thology and normative development.
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An innovation in PDM-2 is the section on Later Life—the first time such a focus 
has appeared in any major diagnostic manual. Given the paucity of psychodynamic 
studies on this life stage and its implications for psychological treatments, much of this 
section is based on clinical observation.

Finally, PDM-2 contains an Assessment and Clinical Illustrations section. The 
Psychodiagnostic Chart–2 (PDC-2) and the Psychodynamic Diagnostic Prototypes 
were derived from the original PDM; other measures were derived from prior stud-
ies. (The PDC-2 and versions of the PDC for different age groups are included in the 
Appendix to this manual.) The chapter within this section on Clinical Illustrations 
and PDM-2 Profiles is intended to help readers improve their formulations. Illustrative 
clinical vignettes appear elsewhere, but this final chapter includes five clinical cases 
illustrated according to the PDM-2 approach.

A substantial part of the first PDM involved articles solicited from leading psy-
chodynamic scholars. In PDM-2, we have chosen instead to integrate the voluminous 
empirical literature that supports psychodynamic therapy into the sections to which 
the respective studies apply.

Although psychodynamic practitioners will be more familiar with PDM-2 con-
cepts than clinicians of other orientations will be, we hope that this volume will be of 
interest to therapists trained in other traditions, including biological, CBT, emotion-
focused, family systems, and humanistic approaches. Future clinical practice is likely 
to be characterized by both diversity and integration of approaches. Consequently, we 
considered retitling PDM as the Psychological Diagnostic Manual, the Practitioner’s 
Diagnostic Manual, or the Psychotherapist’s Diagnostic Manual—but our publisher 
felt that because the title Psychodynamic Diagnostic Manual is already a “brand,” we 
would be confusing our readers. This may be, but we nevertheless emphasize both our 
respect for alternative terminologies and conceptualizations, and our effort to be help-
ful to therapists of diverse conceptual systems and therapeutic traditions. We believe 
that a more thorough diagnostic formulation can inform any treatment plan seeking 
to take the whole person into account. And we think that even fondly held ideas must 
be subject to potential disconfirmation. Hence we hope that this manual will be tested 
and improved in the years to come, as empirical researchers continue to investigate our 
assumptions, and clinicians continue to report on their applicability.

As teachers and supervisors, we realize every day how many young colleagues 
feel lost in a biomedical diagnostic world, and how keenly they feel the lack of a more 
psychologically articulated system. Without the dynamic, relational, and intersubjec-
tive aspects of diagnosing, the process stops making sense and becomes routinized and 
boring. It not only stresses clinicians’ professional identities, but also dims or distorts 
their abilities to detect and describe patients’ clinically salient characteristics and men-
tal functioning, resulting in jeopardizing the clinical relationship. One of our prime 
motives is thus to be useful to beginning therapists.
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Introduction

A model of personality is ultimately a form of map. Its purpose is to help users find 
their bearings, orient themselves with respect to recognizable landmarks, and navi-
gate. Different maps serve different purposes (e.g., road maps, topographical maps, 
political maps). The purposes of the P-Axis “map” of PDM-2 are to deepen clinical 
practitioners’ understanding of their patients and to help them navigate the terrain of 
treatment.

Other personality maps, such as those included in the Diagnostic and Statisti-
cal Manual of Mental Disorders (currently DSM-5; American Psychiatric Associa-
tion, 2013) and the International Classification of Diseases (currently ICD-10; World 
Health Organization, 2000), serve different purposes. They have advantages and dis-
advantages, but clinical practitioners generally do not feel that they provide a level of 
psychological understanding sufficient to guide clinical treatment (e.g., Spitzer, First, 
Shedler, Westen, & Skodal, 2008). The P-Axis map is intended expressly for this pur-
pose.
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A fundamental difference between the DSM and ICD maps and the P-Axis map 
is that the former are taxonomies of disorders, whereas the latter is an effort to repre-
sent kinds of people (for further discussion of differences and of the rationale for the 
PDM-2 system, see Appendix 1.1 at the end of this chapter). It aims to promote clinical 
case formulation—that is, to help clinicians understand an individual’s difficulties in 
the larger context of personality functioning. Such an understanding can inform deci-
sions about whether and when psychotherapy may be helpful, and how to conduct it 
most effectively for a particular person. Case formulation is also clinically helpful for 
patients who are not in psychotherapy—for example, in helping clinicians understand 
and address treatment nonadherence, manage trauma or grief, or work effectively in 
rehabilitation settings. Although the concepts we present here may be most familiar to 
clinicians with psychodynamic backgrounds, our goal is to provide information that 
can deepen the understanding and enhance the effectiveness of clinicians of any theo-
retical orientation (Lingiardi & McWilliams, 2015).

The major organizing principles of the P Axis are (1) level of personality organi-
zation and (2) personality style or type. The former is a spectrum describing severity 
of personality dysfunction that ranges from healthy, through neurotic and borderline, 
to psychotic levels of personality organization. The latter represents clinically familiar 
personality styles or types that cross-cut levels of personality organization. The con-
cept of personality style does not inherently connote either health or pathology, but 
rather core psychological themes and organizing principles. By locating an individual 
patient with respect to level of organization and personality style, a clinician can begin 
to develop a case formulation psychologically rich enough to guide effective treatment.

Conceptualizing Personality

Personality is more about who one is than about what disorder one has. It comprises 
considerably more than what is readily observable via behavior alone; it subsumes a 
range of internal psychological processes (motives, fantasies, characteristic patterns of 
thought and feeling, ways of experiencing self and others, ways of coping and defend-
ing, etc.). Irrespective of overt “presenting problems,” many patients come to realize, as 
they participate in therapy, that their difficulties are inextricably tied up with who they 
are. They need their clinicians to comprehend something psychologically systemic that 
helps them understand why they are repeatedly vulnerable to certain kinds of suffering. 
Psychological problems are often complexly intertwined with personality, may be the 
flip side of a person’s strengths, and need to be appreciated in the context of the whole 
person, as well as the larger relational and cultural contexts in which the person is 
embedded. (Note that our use of the term “personality” subsumes what has historically 
been termed “character.” See Appendix 1.2 at the end of this chapter for definitions of 
“personality,” “character,” “temperament,” “traits,” “type,” “style,” and “defense.”)

For purposes of psychotherapy aimed at shifting something psychologically fun-
damental, understanding a person’s overall psychological makeup and developmental 
trajectories may ultimately be more important than classifying symptoms or master-
ing specific techniques (American Psychological Association, 2012; Norcross, 2011). 
Consequently, a skilled therapist conducting a clinical interview not only assesses the 
patient’s current symptoms and mental status, and evaluates the sociocultural con-
text of the immediate problem, but also tries to get a feel for the patient’s personal-
ity, including strengths, weaknesses, and major organizing themes. In psychotherapy 
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outcome studies, investigators are starting to attend to the role of personality differ-
ences (e.g., Blatt, 1990, 1992, 1993, 2008; Duncan, Miller, Wampold, & Hubble, 
2010; Gabbard, 2009a, 2009b; Horowitz et al., 1996; Roth & Fonagy, 2005; Westen, 
Novotny, & Thompson-Brenner, 2004)—an emphasis that is crucial to clinical practi-
tioners, but notably absent from most empirical research.

Personality Styles versus Personality Disorders

There is no hard and fast distinction between a personality type or style and a person-
ality disorder. All people have personality styles. The term “disorder” is a linguistic 
convenience for clinicians, denoting a degree of extremity or rigidity that causes sig-
nificant dysfunction, suffering, or impairment. One can have, for example, a narcis-
sistic personality style without having narcissistic personality disorder.

An essential consideration in diagnosing personality disorder is evidence that the 
person’s psychology causes significant distress to self or others, is of long duration, and 
is so much a part of the person’s experience that he or she cannot remember, or easily 
imagine, being different. Some individuals with personality pathology are unaware of, 
or unconcerned with, their problematic patterns and come to treatment at the urging 
of others. Some come on their own, often seeking treatment not for personality pat-
terns but for some more specific, circumscribed distress: anxiety, depression, eating 
disorders, somatic symptoms, addictions, phobias, self-harm, trauma, and relation-
ship problems, among others.

It is crucial to differentiate personality from symptom syndromes, organic brain 
syndromes, and psychotic spectrum disorders. Ritualized behavior, for example, may 
indicate an obsessive–compulsive disorder unrelated to personality, or may be one 
piece of evidence for a pervasive obsessive–compulsive personality disorder, or may 
express a psychotic delusion, or may be the result of an organic brain syndrome.

It is also vital to evaluate whether what appears to be a personality disorder is a 
response to ongoing situational stress. For example, a man who had no notable psy-
chological problems before leaving his homeland, but who has moved into a society 
whose language he does not speak, may appear paranoid, dependent, or otherwise 
disturbed in personality functioning (Akhtar, 2011). Under sufficient strain or trauma, 
any of us can look borderline or even psychotic. Hence it is not possible to diagnose 
a personality disorder without considering other possibilities that might explain the 
patient’s behavior.

Finally, individuals from cultures unfamiliar to the interviewer can be misunder-
stood as having personality disorders. Boundaries between normality and pathology 
are not fixed and universal; they vary, depending on cultural systems (Alarcón & 
Foulks, 1995a, 1995b; Kakar, 2008; Kitayama & Markus, 1999; Lewis-Fernández et 
al., 2014; Tummala-Narra, 2016).

Level of Personality Organization (Severity of Disturbance)

The Continuum of Personality Health

The recognition that personality health–disturbance is a dimension or continuum 
has evolved over decades of clinical observation and research. At the healthy end of 
the continuum are people who show good functioning in all or most domains. They 
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usually can engage in satisfying relationships, experience and understand a relatively 
full range of age-expected feelings and thoughts, function relatively flexibly when 
stressed by external events or internal conflict, maintain a relatively coherent sense of 
personal identity, express impulses in a manner appropriate to the situation, conduct 
themselves in accordance with internalized moral values, and neither suffer undue 
distress nor impose it on others.

At the severely disturbed end of the continuum are people who respond to dis-
tress in rigidly inflexible ways, for example, by relying on a restricted range of costly 
or maladaptive defenses, or have major and severe deficits in many of the domains 
described in the Summary of Basic Mental Functioning: M Axis (e.g., reality testing, 
self–object differentiation, affect regulation, attention, and learning; see Chapter 2, 
Table 2.1, pp. 118–119).

Historical Context of Levels of Personality Organization

By the end of the 19th century, psychiatric classification distinguished between two 
general types of problems: (1) “neurosis,” a term that may refer to either minor or 
major psychopathology in which the capacity to perceive reality is intact; and (2) 
“psychosis,” in which there is significant impairment in reality testing. In the ensuing 
decades, as clinicians slowly appreciated that many people suffer not from isolated 
symptoms but from issues that pervade their lives more totally, they also began to 
distinguish between “neurotic symptoms” and “neurotic character,” or what we now 
call “personality disorder.”

Throughout the 20th century, clinical writers began describing individuals who 
seemed too disturbed to be considered neurotic and yet too anchored in reality to 
be considered psychotic. Slowly, a “borderline” group was identified (Frosch, 1964; 
Knight, 1953; Main, 1957; Stern, 1938). The concept of a disturbance on the “bor-
der” between psychosis and neurosis was subsequently investigated empirically (e.g., 
Grinker, Werble, & Drye, 1968; Gunderson & Singer, 1975) and elaborated theoreti-
cally (e.g., Adler, 1985; Hartocollis, 1977; Kernberg, 1975, 1983, 1984; Masterson, 
1972, 1976; Stone, 1980, 1986).

Patients construed as psychologically organized on that border often fared badly 
in the kinds of treatments that were usually helpful to healthier patients. They would 
unexpectedly develop intense, problematic, and often rapidly shifting attitudes toward 
their therapists. Some who did not show psychotic tendencies outside therapy devel-
oped intractable “psychotic transferences” (e.g., they might experience their clinicians 
as omnipotently good or malevolently evil, or as exactly like persons from their past, 
and could not be persuaded otherwise).

A consensus gradually evolved that personality syndromes exist on a continuum 
of severity, from a comparatively healthy to a severely disturbed level. This continuum 
has been conventionally, if somewhat arbitrarily, divided into “healthy,” “neurotic,” 
“borderline,” and “psychotic” levels of personality organization.

Note that the term “borderline,” when used by psychodynamic clinicians to denote 
a level of personality organization, has a different meaning from the term “border-
line” as it used in the DSMs, in which only one specific variant of borderline personal-
ity organization has been labeled borderline personality disorder (for a discussion of 
subtypes and differences from complex trauma, see Lewis, Caputi, & Grenyer, 2012; 
Lewis & Grenyer, 2009). Our use of the term “borderline” is thus broader than that of 
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the DSMs and more consistent with the clinical observations that gave rise to the term 
and its widespread professional adoption.

Although each personality style can, in principle, exist at any level of organiza-
tion, some personality styles are more likely to be found at the healthier (e.g., neurotic) 
end of the severity spectrum, and some at the sicker (e.g., borderline, psychotic) end. 
For example, patients with hysterical or obsessional personality styles are more likely 
to be organized at a neurotic level of severity; those with paranoid or psychopathic 
styles are more likely to be organized at a borderline level.

The distinction between level of organization and personality style permits, for 
example, the identification of “quiet borderline” patients (Sherwood & Cohen, 1994), 
such as schizoid individuals who are psychologically organized at the borderline level 
of severity. In contrast, the DSM diagnosis of borderline personality disorder essen-
tially conflates borderline organization with histrionic personality disorder (and in 
the process renders the diagnostic categories of borderline personality disorder and 
histrionic personality disorder essentially empirically indistinguishable; see Shedler & 
Westen, 2004). We do refer, however, to research on borderline personality disorder 
that is based on the DSMs’ definitions, given the extensive empirical literature on the 
DSM-defined syndrome that has accrued since its inclusion in DSM-III in 1980.

Kernberg addressed the problem of discrepant uses of the term “borderline” by 
distinguishing between borderline personality disorder (the DSMs’ concept) and bor-
derline personality organization (the psychoanalytic concept). We adopt his solution 
here by describing a borderline level of personality organization, and additionally 
including borderline personality as a diagnosable P-Axis personality style or type. We 
recognize that the inclusion of borderline personality as a P-Axis personality style is 
an imperfect and inelegant solution, and is not fully consistent with the conceptual 
framework that we lay out in this chapter. However, given the extensive literature that 
exists on the DSMs’ construct of borderline personality disorder and its widespread 
clinical acceptance, we also felt it was necessary to include it.

Recent Findings on Level of Organization

Research indicates that some problems of patients in the borderline range have a 
genetic component. Twin studies suggest that in both men and women, genetic influ-
ences account for about 40% of the variance in the severity of borderline traits (e.g., 
Distel et al., 2008; Leichsenring, Leibing, Kruse, New, & Leweke, 2011; Torgersen et 
al., 2008). Indeed, genetic interpersonal hypersensitivity has been put forward as an 
endophenotype marker (Gunderson, 2007). Neuroimaging studies have revealed the 
functional neuroanatomy of borderline disorders that are associated with the hyper-
sensitivity, intolerance for aloneness, and attachment fears typical of patients in this 
broad diagnostic group (Buchheim et al., 2008; Fertuck et al., 2009; King-Casas et 
al., 2008).

Whereas past generations of psychoanalytic thinkers tended to view level of sever-
ity with fixation at, or regression to, a particular developmental challenge or stage, 
contemporary theorists understand personality pathology as reflecting a confluence 
of factors, including genetic heritability, temperament, early life experiences (e.g., 
trauma, neglect), and early attachments, among other factors. For a discussion of “bio-
psychosocial” models of personality, see, for example, Leichsenring and colleagues 
(2011) or Paris (1993).
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As suggested by the findings of Clarkin, Kernberg, and their colleagues (e.g., 
Clarkin et al., 2001; Clarkin, Levy, Lenzenweger, & Kernberg, 2004, 2007; Clarkin, 
Yeomans, & Kernberg, 1999), and Greenspan and his colleagues (e.g., Greenspan & 
Shanker, 2004), we recommend evaluating where an individual’s personality lies on 
the severity dimension by assessing the following domains, elaborated in Chapter 2:

  1.	 Capacity for regulation, attention, and learning
  2.	Capacity for affective range, communication, and understanding
  3.	Capacity for mentalization and reflective functioning
  4.	Capacity for differentiation and integration (identity)
  5.	Capacity for relationships and intimacy
  6.	Capacity for self-esteem regulation and quality of internal experience
  7.	 Capacity for impulse control and regulation
  8.	Capacity for defensive functioning
  9.	Capacity for adaptation, resiliency, and strength
10.	 Self-observing capacities (psychological mindedness)
11.	 Capacity to construct and use internal standards and ideals
12.	 Capacity for meaning and purpose

Chapter 2 describes a way of evaluating an individual’s mental functioning that is 
helpful for locating his or her personality in the healthy, neurotic, borderline, or psy-
chotic range.

Healthy Level of Organization

Psychopathology expresses the interaction of stressors and individual psychology. 
Some people who become symptomatic under stress have overall healthy personali-
ties, as assessed by the Summary of Basic Mental Functioning: M Axis (see Chapter 2, 
Table 2.1, pp. 118–119). They may have certain favored ways of coping, but they have 
enough flexibility to accommodate adequately to challenging realities (though not nec-
essarily to severe trauma, which can damage even people who may seem quite resilient; 
see Boulanger, 2007). We all have a characteristic style or flavor or type of personality, 
or a stable mixture of styles. For example, the fact that one has a consistently pessimis-
tic outlook is not a sufficient criterion for diagnosing depressive personality disorder.

Neurotic Level of Organization

Despite having many capacities at the high end of the M Axis, individuals with 
neurotic-level personality organizations are notable for their relative rigidity (Shap-
iro, 1965, 1981, 1989, 2002). That is, they tend to respond to certain stresses with 
a relatively restricted range of defenses and coping strategies. Common personality 
styles and disorders at this point on the severity continuum are depressive personality, 
hysteric personality (in evolving clinical language, “hysteric” has been used to denote 
a constellation of dynamics at the higher-functioning ranges, while “histrionic” has 
denoted those dynamics in the borderline and psychotic ranges), phobic personality, 
and obsessive–compulsive personality.

The pattern of suffering of an individual in one of these clusters tends to be 
restricted to a specific area, such as loss, rejection, and self-punitiveness in depressive 
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personality; issues of gender, sexuality, and power in hysteric–histrionic personality; 
and control issues in obsessive–compulsive personality. Individuals at the neurotic 
level of organization frequently experience their problems as involving inner discord 
or conflict. For example, they may feel sexual temptation, experienced as a wish in 
conflict with an internal prohibition, or they may find themselves recurrently angry 
and judgmental while simultaneously feeling that they are “overreacting.”

The maladaptive defensive patterns of individuals in the neurotic range may be 
limited to the area of their particular difficulty. For example, in contrast to patients 
organized at a borderline level of severity who use defenses that tend to distort real-
ity more globally (e.g., denial, splitting, projective identification, omnipotent control, 
severe dissociation), the rigid or problematic defenses of neurotic-level patients are 
more likely to concern one area—problems with authority, for example, rather than 
problems in all relationships. Outside their areas of difficulty, persons at the neurotic 
level may have a satisfactory work history, maintain good relations with others, toler-
ate dysphoric affects without taking impulsive or ill-considered actions, and be able 
and ready to collaborate in a therapy relationship.

Neurotic-level patients often have some perspective on their recurrent difficulties 
and can imagine how they would like to change, and they usually form adequate work-
ing alliances with their clinicians. In initial interviews, therapists tend to react to them 
comfortably, respectfully, sympathetically, and with the expectation of a collaborative 
partnership.

Borderline Level of Organization

People with borderline personality organization have difficulties with affect regula-
tion and are consequently vulnerable to extremes of overwhelming affect, including 
episodes of intense depression, anxiety, and rage. They may have recurrent relational 
difficulties; severe problems with emotional intimacy; problems with work; and prob-
lems with impulse regulation, including vulnerability to substance abuse and other 
addictive behaviors (gambling, shoplifting, binge eating, sexual compulsion, addic-
tion to video games or the internet, etc.). In periods of distress (e.g., when an attach-
ment relationship is threatened), they are also at greater risk for self-harm, including 
self-mutilation, sexual risk taking, accumulation of inordinate debt, and other self-
destructive activities (Bourke & Grenyer, 2010, 2013; Clarkin et al., 1999; Yeomans, 
Clarkin, & Kernberg, 2015).

Such behavior can reflect desperate efforts to regulate unbearable affect, fail-
ures in impulse regulation, or both. Generally speaking, individuals with personality 
pathology severe enough to warrant a DSM personality disorder diagnosis function at 
a borderline level of organization, irrespective of the specific DSM personality disorder 
diagnosis (e.g., Yeomans et al., 2015). The borderline level of personality organization 
can be divided into a higher level (toward the border with the neuroses), describing 
patients whose overall personality presentation is closer to a neurotic personality orga-
nization (Caligor, Kernberg, & Clarkin, 2007), and a lower level (toward the border 
with the psychoses), describing patients with more severe deficits (Clarkin et al., 2006; 
Kernberg, 1984). Patients with higher versus lower borderline levels of personality 
organization may require different therapeutic approaches—that is, more exploratory 
(i.e., interpretive, insight-oriented) treatments for higher-level patients, and more sup-
portive, capacity-building treatments for lower-level borderline patients.
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Clinicians whose descriptions of patients were studied with the Shedler–Westen 
Assessment Procedure (SWAP; Lingiardi, Shedler, & Gazzillo, 2006; Shedler, 2015; 
Westen & Shedler, 1999a, 1999b, 2007; Westen, Shedler, Bradley, & DeFife, 2012) 
have emphasized the affect and impulse regulation problems of individuals with bor-
derline personality organization. They comment on the extremity and rawness of 
these clients’ emotions, and also on their reliance on defenses that many scholars have 
termed “primitive,” “immature,” or “costly” (see, e.g., Cramer, 2006; Kernberg, 1984; 
Kramer, de Roten, Perry, & Despland, 2013; Laughlin, 1979; Perry & Cooper, 1989; 
Perry & Presniak, 2013; Perry, Presniak, & Olson, 2013; Vaillant, Bond, & Vaillant, 
1986). Given that neurotic-level individuals may also use primitive defenses under 
stress, it is arguable that what differentiates borderline from neurotic-level psychology 
may have more to do with the absence of mature defenses than with the presence of 
immature ones (McWilliams, 2011).

The most commonly noted costly or primitive defenses are splitting and projec-
tive identification. “Splitting” is the tendency to compartmentalize positive and nega-
tive perceptions and feelings, and consequently to view self and others in caricatured, 
black-or-white, all-good or all-bad categories (e.g., as heroes and rescuers, villains and 
abusers, or coldly indifferent witnesses to abuse). Splitting may involve viewing certain 
people as “all good” and others as “all bad,” or may involve alternating contradictory 
perceptions of the same person (e.g., Gairdner, 2002; Main, 1957).

A consequence of splitting is a failure to integrate disparate aspects of identity 
into a coherent whole. Consequently, patients whose personalities are organized at a 
borderline level show “identity diffusion”: Their attitudes, values, goals, and feelings 
about self are unstable and changing, and their self-perceptions can oscillate between 
polarized extremes. Such patients may look quite different on different occasions, 
as different compartmentalized aspects of identity emerge. For example, when feel-
ing good, they may appear blithely indifferent to the fact that they were suicidally 
depressed the prior week; when depressed, they may appear to have no access what-
ever to any positive feelings or self-perceptions.

“Projective identification” involves failing to recognize a disturbing aspect of 
one’s own personality, misattributing it to another person (e.g., the clinician), and 
then treating that person accordingly—until eventually evoking from the other person 
the feelings and attitudes that they have projected with such conviction. Clinicians 
on the receiving end of such projective identifications may feel such intense pressure 
to conform to the projections that their experience is one of having their minds taken 
over or “colonized” by something alien (Gabbard, 2009a).

Other defenses characteristic of persons in the borderline range include “denial” 
(ignoring or disregarding things that are disturbing, as if they did not exist); “with-
drawal” (into fantasy); indiscriminate forms of “introjection” (sometimes called 
“introjective identification”—the wholesale “taking in” of someone else’s character-
istics, attitudes, and even mannerisms); “omnipotent control” (treating another as an 
extension of oneself, with little recognition that the other person is a separate human 
being); “acting out” (repetitively living out an internal drama that cannot be remem-
bered, felt, or conceptualized); “somatization” (developing physical symptoms under 
stress); severe “dissociation” (incongruous disconnections between different aspects of 
experience, or shifts of self-states without any sense of the continuity of experience); 
“primitive idealization” (seeing another as all-good and larger than life, as a small 
child might see an admired adult); and “primitive devaluation” (seeing another as com-
pletely worthless, with no redeeming qualities whatever). Vaillant’s (1992) research 
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adds hypochondriacal concerns and passive aggression to the list of psychologically 
costly defenses that may signal a more severe personality disorder.

The division of defenses into “primitive” or “immature” versus “mature” or 
“higher-order,” despite still being somewhat underresearched, has become common 
in the literature on severe personality disorders and in empirical research on psycho-
logical defenses (e.g., Cramer, 2006, 2015; Di Giuseppe, Perry, Petraglia, Janzen, & 
Lingiardi, 2014; Drapeau, De Roten, Perry, & Despland, 2003; Hibbard & Porcer-
elli, 1998; Lingiardi, Lonati, Fossati, Vanzulli, & Maffei, 1999; Perry, 1990, 1993; 
Perry & Kardos, 1995; Perry, Kardos, & Pagano, 1993; Porcerelli, Cogan, Kamoo, & 
Miller, 2010; Porcerelli & Hibbard, 2004). (See the discussion of defenses in Appendix 
1.2 at the end of this chapter for more on this topic.)

In contrast to the benign compassion that patients with neurotic-level personality 
disorders tend to elicit in clinicians, patients with borderline organization, especially 
those at the lower level, evoke intense emotions that clinicians may struggle to contain 
and manage. Often these are negative—fear, confusion, helplessness, or hostility, for 
example; yet powerful rescue fantasies, sexual desire, and wishes to cure the patient 
by love are also common (Betan, Heim, Zittel Conklin, & Westen, 2005; Bourke & 
Grenyer, 2010; Colli, Tanzilli, Dimaggio, & Lingiardi, 2014; Dahl, Røssberg, Bøg-
wald, Gabbard, & Høglend, 2012; Gazzillo et al., 2015; Lingiardi, Tanzilli, & Colli, 
2015b; Røssberg, Karterud, Pedersen, & Friis, 2007). Patients with severe personal-
ity disorders tend to evoke strong tendencies in their therapists to act, often in ways 
incongruent with their professional roles. Clinicians may find themselves wanting to 
attack these patients or to cross professional boundaries to “save” them (Groves, 1978; 
Guthiel, 2005; Kernberg, 1984).

Psychotic Level of Organization

The traditional conceptualization of psychosis involves a break with reality. Some 
patients who have never had a diagnosed psychotic illness, or who have had episodes 
of psychosis from which they seem to recover quickly and completely, may nonetheless 
have psychotic features such as overgeneralized, concrete, or bizarre thinking; socially 
inappropriate behaviors; pervasive and severe annihilation anxiety; and the unshak-
able conviction that their own attributions about someone are correct, regardless of 
anything the other person may say or do. People with the most severe personality dis-
orders may impute their own thoughts and feelings to others, become convinced of the 
rightness of their most erroneous perceptions, and act on the basis of these perceptions. 
In response to terrifying anxieties, they may use primitive defenses such as psychotic 
denial, autistic withdrawal, distortion, delusional projection, fragmentation, and con-
cretization (Berney, De Roten, Beretta, Kramer, & Despland, 2014; Vaillant, 1971).

A psychotic level of personality organization implies identity diffusion, poor dif-
ferentiation between representations of self and others, poor discrimination between 
fantasy and external reality, reliance on primitive defenses, and severe deficits in real-
ity testing. An example of a person with psychotic personality organization would be 
a man who stalks his love object in the conviction that this person “really” loves him, 
despite all of the person’s protestations to the contrary. Such behavior demonstrates 
both a deficit in reality testing and a lack of differentiation between self and other.

Seasoned therapists have long reported that they understand their most disturbed 
patients to be organized at a psychotic level, even when those patients have never had 
a diagnosed psychotic illness. Clinical explorations that assume a psychotic range of 
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functioning include the writings of Bion (1967), Kernberg (1984), McWilliams (2015), 
Rosenfeld (1987), Steiner (1993, 2011), and others. In contrast, researchers have 
tended to think about psychosis in the framework of a medical model, as discrete ill-
nesses. Since the publication of the first PDM, the clinical utility of conceptualizing a 
psychotic range of personality functioning has gained additional research support (see 
Lingiardi, McWilliams, Bornstein, Gazzillo, & Gordon, 2015a). We note in this con-
nection that DSM-5 includes schizotypal personality disorder in both its “personality 
disorders” and its “schizophrenia spectrum and other psychotic disorders” chapters, 
suggesting that a similar clinical presentation may reflect a personality syndrome or a 
psychotic illness, or some combination of both (see also Chapter 3 of this manual on 
the S Axis).

Examples of individuals who may be usefully understood as functioning in the 
psychotic range include anorexic patients who are dangerously close to starvation, 
but who believe they are overweight; people with extreme compulsions (e.g., severe 
hoarding) who cling to their rituals and experience annihilation anxiety when asked 
to consider not acting on their compulsions; somatizing patients who regard their 
own bodies as sadistic persecutors; dissociative patients who cannot distinguish past 
trauma from present reality; patients with severe factitious disorders; and individuals 
who suffer from recurrent and severe paranoid reactions, even in the absence of hal-
lucinations or frank delusions. In all these instances, the patients’ “fixed ideas” are so 
absolute as to approach delusional proportions. Attempts to question the fixed beliefs 
often lead patients to react with anxiety and hostility or to experience their clinicians 
as dangerous.

Clinical Implications of the Severity Dimension for Psychotherapy

For seasoned therapists, a patient’s location on the severity dimension has important 
implications for treatment focus, level of therapist activity, explicitness of limit setting, 
frequency of sessions, and other aspects of intervention. Sometimes this adaptation to 
a patient is intuitive, and sometimes it reflects the therapists’ training to the effect that 
there is a continuum from exploratory to supportive treatment that correlates roughly 
with the level-of-organization dimension. The addition to PDM-2 of both a chapter 
on assessment tools (see Chapter 15) and a discussion of “Most Relevant Assessment 
Tools” for each capacity of the M Axis (see Chapter 2) has, among other aims, the goal 
of making it easier for clinicians to evaluate each patient’s overall level of functioning, 
along with particular strengths and weaknesses in more specific domains.

Certain inferences typically follow from an evaluation of the level of severity of 
personality disturbance. First, some caveats: We offer general recommendations for 
which many exceptions exist; they are not “rules.” These ranges lack clearly demar-
cated boundaries, and as many clinical writers have noted, even psychologically 
healthy individuals can look borderline or psychotic when they are seriously misun-
derstood or under severe stress. Ignorance of cultural differences can lead therapists 
to pathologize individuals whose behavior is unfamiliar but congruent with their own 
cultural norms. Finally, the unique qualities of a given patient may obviate common 
clinical wisdom about the implications of severity levels.

Individuals who are psychologically organized in the neurotic-to-healthy range 
tend to be helped by psychodynamic and psychoanalytic therapies that emphasize self-
understanding and insight (Grenyer, 2012; National Health and Medical Research 
Council, 2012; National Institute for Health and Clinical Excellence, 2009; Project 
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Air Strategy, 2015; Zanarini, 2009). They may also be helped by other approaches 
because their capacity to form a therapeutic alliance improves prognosis in any treat-
ment: It will increase the likelihood of their taking medication as prescribed when 
receiving pharmacological treatment, or the likelihood of their doing homework 
assignments for cognitive-behavioral treatment (CBT), or their willingness to experi-
ence and express the feelings evoked in emotion-focused therapy.

For those with a personality disorder, longer-term or open-ended therapy may 
provide significant help (Caligor et al., 2007). There is also evidence that short-term, 
highly focused psychodynamic treatments can have a beneficial effect (Abbass, 2015; 
Abbass et al., 2014; Abbass, Town, & Driessen, 2011; Town, Abbass, & Hardy, 2011), 
especially for those with prior long-term psychotherapy (Grenyer, Deane, & Lewis, 
2008). A therapist can ordinarily develop a reliable working alliance rather quickly 
with a neurotic-level patient and feel a sense of partnership with the person’s self-
observing capacity. Regressive responses tend to be contained within the therapy hour; 
that is, these patients may become aware of powerful and primitive feelings toward 
others, including their therapists, but at the end of a session can usually “pull them-
selves together” and resume normal functioning.

Transferences of less disturbed patients exist in the context of a person’s capacity 
to consider that certain reactions to a therapist are transferences. Thus they are usu-
ally addressable by the clinician without risking intolerable damage to the patient’s 
self-esteem. For example, an anxious woman experiences her therapist as if he or 
she were her mother; when the therapist points out such reactions, she feels more 
interested than hurt. Countertransference with higher-functioning people tends to be 
mild and is usually experienced by their therapists as more interesting than emotion-
ally disruptive (see also Gazzillo et al., 2015). Because less disturbed patients gener-
ally have adequate tolerance of anxiety and ambiguity, open-ended exploration tends 
to facilitate discovery, mastery, and progress, supporting their sense of agency and 
counteracting their chagrin about whatever they discover. Investigation of historical 
antecedents of their current feelings and behavior usually contributes to motivation 
and change.

Patients in the borderline range need therapeutic relationships that take into 
account their extreme anxiety, intense reactivity, potential for disorganizing regres-
sion, lack of self- and object constancy, and the profound fears that coexist with their 
deep needs for attachment. Patients in the borderline range are helped by clear limits 
and structure, and they usually need relatively actively engaged clinicians so they can 
develop a sense of the clinicians as “real persons” (hence neither the psychoanalytic 
couch nor long silences are usually helpful). Although patients with borderline psy-
chologies suffer painfully and may thus evoke from clinicians a wish to respond to 
their neediness with increased availability and special adaptations to their pain, efforts 
by therapists to extend themselves or make exceptions to an established treatment 
frame (e.g., to offer unusually long or frequent sessions, or to schedule appointments 
outside normal work periods, or to be available at any hour for emergencies) are usu-
ally counterproductive. Deviations from the therapy frame may induce unmanageable 
regressions and painful levels of emotional disorganization in patients, and may lead 
therapists to feel depleted or overburdened. In short, the treatment frame provides the 
safety and security needed for both parties to engage in the work of therapy.

Whatever treatment frame (in terms of session frequency, cost, length, etc.) is 
adopted by the two parties, the therapist should maintain it consistently and help the 
patient express negative feelings about its constraints. Many clinicians employ specific 



26	 I.  ADULTHOOD

contractual agreements about self-destructive acts, in which an ongoing treatment 
relationship is contingent on a patient’s ability to keep self-harming behaviors under 
control. A clinician must also be capable of sustaining his or her commitment to treat-
ment over a long period. Patients with borderline organization may be exquisitely 
sensitive to shifts in the tone of their therapists and may become terrified that they will 
be abandoned. Their most disturbing symptoms may come back at times of separation 
from their clinicians—and, ironically, during treatment crises caused by their begin-
ning to change for the better and to feel trust and hope in the therapeutic relationship 
(see also Bion, 1967; Grotstein, 2009; Rosenfeld, 1987).

The transferences of such patients tend to be intense and difficult for the patients 
to see as transferential. For example, a man sees his therapist as alternately negligent 
and controlling. When the clinician suggests that he is reacting as if the clinician had 
qualities like those of his mother, he may conclude, “Yes, it’s just my bad luck to have 
gotten a therapist exactly like her.” Often a borderline patient’s nonverbal behavior 
and a therapist’s countertransference reactions give more useful information than the 
patient’s verbal communications. Investigation of historical antecedents of the current 
behavior of a patient with borderline personality organization may not foster change; 
in fact, it may be used to rationalize not changing (e.g., “How could I possibly be dif-
ferent, given my screwed-up background?!”). Thus treatment should generally focus 
on the here-and-now, especially the ways in which the patient experiences the clinician 
(Grenyer, 2012; Stern et al., 1998).

Therapies that are helpful to patients with borderline organization tend to be 
active and structured, and to include affective expressiveness from both patients and 
clinicians (McCarthy, Mergenthaler, Schneider, & Grenyer, 2011). Because such 
patients often know that they provoke strong reactions in other people, and because 
they tend to interpret neutral stimuli with a negative attributional bias (Daros, Zakza-
nis & Ruocco, 2013), therapists who try to appear nonreactive can be experienced as 
insincere or dangerously out of touch.

Clinical theorists who have developed specific therapies for patients in the bor-
derline range (including those with DSM-diagnosed borderline personality disorder) 
include Peter Fonagy, John Gunderson, Otto Kernberg, Marsha Linehan, Giovanni 
Liotti, James Masterson, Russell Meares, Jeffrey Young, and their colleagues. 
Although their specific recommendations differ, all advise giving primary attention 
to the therapeutic relationship, contracting against self-destructive behaviors, clarify-
ing and respecting boundaries, educating patients about issues such as trauma and 
emotional regulation, keeping the focus on current challenges, and developing self-
reflective capacities. All are sensitive to the special vulnerability of people in this group 
to issues of separation; all note the need for therapists to tolerate strong countertrans-
ferences (especially feelings of helplessness and being overwhelmed); and most empha-
size the importance of clinicians’ having ongoing consultation and support.

Patients whose personalities are organized at the psychotic level need their clini-
cians to be especially respectful, conversational, and down-to-earth. Patience is also 
critical: For patients in this range, language may be impoverished, and narrative history 
reporting may be impaired (Carter & Grenyer, 2012). In traditional psychoanalytic 
thinking, individuals whose personalities were conceptualized as at a psychotic level 
of organization were seen as needing supportive rather than exploratory therapy—that 
is, treatments supporting ego functions and defenses, rather than seeking to loosen 
ego defenses (Federn, 1952). But, realistically, there are supportive elements in explor-
atory work and exploratory elements in supportive therapeutic relationships; and in 
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the clinical literature, efforts to demarcate the differences between supportive and 
exploratory therapies have been problematic (see Appelbaum, 2005, 2008; Hellerstein, 
Pinsker, Rosenthal, & Klee, 1994; Pinsker, 1997; Rockland, 1989).

We have observed, however, that clinicians experienced in working with patients 
with psychotic tendencies tend to answer questions, rather than acting blank or absti-
nent; to give advice; to normalize and contextualize patients’ distressing experiences; 
to identify triggers of their worst states of mind; to educate them about elements of 
emotion, cognition, and behavior about which they may be confused; and to disclose 
elements of their own personalities and experiences that may make patients feel both 
more fully understood and less “crazy.” They take pains to be experienced as “real 
persons” who are concerned, nonhumiliating, plain-spoken, and friendly (Atwood, 
2011; Garrett & Turkington, 2011; Karon & VandenBos, 1981; Lotterman, 1996, 
2015; Silver, 1989, 2003; Sullivan, 1962).

Such therapists are also attuned to the extreme degree of anxiety (e.g., annihila-
tion anxiety) with which patients at the psychotic level may suffer (see, e.g., Hurvich, 
2003; Porges, 2011). They may need to monitor medication compliance and find ways 
of reinforcing basic self-care. They identify their patients’ strengths and build on them, 
rather than encouraging an opening-up, uncovering attitude that may terrify these 
fragile persons. Their overall stance is authoritative enough that the patients feel safe 
in their care and reassured that the clinicians will not be destroyed by the patients’ 
pathology. At the same time, the clinicians convey profound respect and a deeply egali-
tarian attitude, so that the patients’ humiliation about symptoms (or even about simply 
needing help) can be minimized. They emphasize safety, and they focus on the issues 
of most concern to their patients, not necessarily those that strike the therapists them-
selves as most troubling (Garrett, 2012; Sullivan, 1953, 1962).

Further Comments on Personality Styles and Disorders

There are many ways to distinguish psychologically between one person and another. 
All of them are, of course, oversimplifications. Any clinician who gets to know a 
patient intimately finds that over time, that person no longer seems to fit a clear-cut 
diagnostic construct; the person’s individuality eventually becomes more salient. This 
is especially true for individuals at the healthier end of the severity spectrum, who 
commonly show mixes of personality styles. “Purer” examples of personality style are 
seen primarily at the “sicker” end of the severity continuum. Nevertheless, it is clini-
cally valuable to consider the predominant personality style or styles that best charac-
terize a person. Such an understanding can contextualize presenting complaints and 
symptoms and provide a preliminary map of the major “terrain features” of the per-
son’s internal landscape. The personality styles or syndromes (or “disorders,” where 
degree of dysfunction warrants the term) included in the P Axis represent a synthesis 
of empirical research, clinical knowledge, and theory accrued over generations of clini-
cal observation.

We cannot emphasize enough that the syndromes we describe are not distinct cat-
egories to which a patient does or does not “belong.” Rather, the descriptions are best 
understood as prototypes or “ideals” that an individual may approximate to a greater 
or lesser extent (see Shedler, 2015; Westen et al., 2012). In other words, personality 
syndromes are “fuzzy sets” or continua lacking clear-cut boundaries, and the degree 
to which any personality syndrome applies is always a dimension ranging from inap-
plicable or irrelevant to highly applicable.
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Because the syndromes included in the P Axis exist on a spectrum of severity 
from relatively healthy through severely disturbed, we generally avoid superimposing 
the term “disorder” on the descriptions and refer instead to personality “styles,” “pat-
terns,” “types,” or “syndromes,” using these terms interchangeably. That said, some 
of the syndromes are more commonly found in the healthier ranges of personality 
organization and others in the more disturbed ranges, as we have noted previously. 
For example, psychopathic individuals, whose defensive operations include omnipo-
tent control, projection, denial, and splitting (Meloy, 1997), are found mainly at the 
borderline and psychotic levels of personality organization (Gacono & Meloy, 1994). 
Personality syndromes characterized by less “costly” defenses (e.g., intellectualization 
in obsessive–compulsive personality) may be more commonly found in the neurotic 
range. Borderline personality disorder is a special case, as the syndrome is inherently 
linked to the borderline level of organization and necessarily indicates a level of dys-
function that warrants the term “disorder” (see the discussion on page 53).

Internalizing and Externalizing Spectra

Some personality syndromes are more similar to one another than to others. Various 
schemes exist to organize psychological syndromes and symptoms into superordinate 
constructs (e.g., the DSM has grouped personality pathology into “Clusters” A, B, and 
C). Based on both clinical and empirical recognitions, we list the P-Axis syndromes 
(with the exception of borderline personality disorder) in an order consistent with two 
empirically identified superordinate groupings or spectra, “internalizing” and “exter-
nalizing” (Westen et al., 2012). We consider first those personalities that are generally 
considered more internalizing (depressive, dependent, anxious–avoidant and phobic, 
obsessive–compulsive, somatizing, and schizoid) and subsequently those seen as more 
externalizing (hysteric–histrionic, narcissistic, paranoid, psychopathic, and sadistic).

Generally speaking, patients with internalizing-spectrum personality pathology 
suffer inwardly. They tend to blame themselves for their difficulties and are chroni-
cally vulnerable to depression or anxiety. Patients with externalizing-spectrum per-
sonality pathology are more likely to impose suffering on others (although some, nota-
bly those with hysteric–histrionic and narcissistic personalities, may experience a deep 
level of inner suffering as well). They tend to blame others for their difficulties and are 
more prone to anger and aggression. Borderline personality disorder cannot be readily 
subsumed under either spectrum. In contrast to either patients with stable internaliz-
ing or stable externalizing styles, patients with borderline personality disorder may be 
better described as “stably unstable” (Schmideberg, 1959), often oscillating between 
emotions characteristic of both internalizing and externalizing pathology (e.g., depres-
sion, anxiety, rage). (For further discussion of internalizing and externalizing spectra, 
see Westen et al., 2012.)

Consistent Personality Themes, Inconsistent Behavior

Clinical experience and research findings suggest that particular unconscious themes 
underlie personality styles and syndromes (e.g., Silberschatz, 2005; Weiss, 1993; Weiss, 
Sampson, & the Mount Zion Psychotherapy Research Group, 1986). These themes 
can produce behaviors that may appear inconsistent, but amount to different ways of 
expressing the same theme. For example, an obsessive–compulsive man, unconsciously 
preoccupied with the issue of control of aggression, may be either compulsively prompt 
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or regularly late, fastidiously neat in most areas yet improbably messy in some, ingra-
tiatingly compliant or stubbornly oppositional—depending on how, at the moment, 
he tries to solve the problem of feeling controlled by others. (See also the discussions 
of the terms “personality” and “character” in Appendix 1.2 at the end of this chapter.)

A woman with hysterical personality dynamics, unconsciously preoccupied with 
sexuality, gender, and their relationship to power, may be either promiscuous or inhib-
ited or both (e.g., highly seductive, but unresponsive or unsatisfied in actual sexual 
involvements because of unconscious fear or envy of her male partner’s perceived 
power). A person with a paranoid personality may alternate between feeling moved 
to attack others and being terrified of attack by others. Traits (e.g., neatness, sexual 
expressiveness, provocativeness in the examples above) often coexist with their seem-
ing opposites. Personality distinctions have more to do with differences in underly-
ing themes, schemas, or inner conflicts than with differences in behaviorally evinced 
traits, which may represent particular expressions of unconscious preoccupations 
(McWilliams, 2012).

P‑Axis Personality Syndromes

Depressive Personalities (Including Comments on Hypomanic Manifestations 
and Masochism)

Depressive personality may be the most common personality syndrome encountered 
in clinical practice (Shedler & Westen, 2004). Individuals with depressive personalities 
find little pleasure in life’s activities and are chronically vulnerable to painful affect, 
especially depression, guilt, shame, and feeling of inadequacy. They appear conflicted 
about experiencing pleasure, and appear to squelch or inhibit positive feelings such 
as joy, excitement, and pride. Predominant psychological themes center on internally 
arising attacks on the self (e.g., “aggression turned inward”), rejection and loss, or 
both.

Individuals with depressive personalities may be highly self-critical or self-
punitive, holding themselves to unrealistic standards and blaming themselves when 
things go wrong. They may fear rejection or abandonment, feel alone even in the 
presence of others, or have a pervasive sense that someone or something necessary for 
their well-being has been lost to them forever. Individuals with depressive personalities 
are often unaware of underlying anger and hostility. Depression, self-criticism, or self-
punitiveness often defend against an awareness of underlying aggression (for further 
description, see Westen et al., 2012).

Individuals with depressive personalities may or may not experience depressive 
mood states that reach the intensity of a diagnosable mood disorder. In addition, not 
all individuals who are chronically vulnerable to depressive symptoms have depressive 
personalities, organized around the motifs outlined above. Research has made it clear 
that there are multiple personality pathways to depression as a symptom syndrome 
(Huprich, DeFife, & Westen, 2014).

Some investigators who study affective disorders view the phenomena we dis-
cuss in this section primarily in terms of chronic mood disorder (e.g., recurring 
major depression and/or chronic subsyndromal depression; e.g., Gwirtsman, Blehar, 
McCullough, & Kocsis, 1997). Although mood disorders and depressive personality 
commonly co-occur, depressive personality can be differentiated from mood disorders 
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per se (see this chapter’s Appendix 1.2 for discussion). Personality is more constant, 
whereas mood disorders tend to be episodic, with acute periods and remissions. In the 
former, a clinician is struck by ingrained and repetitive personality themes that inten-
sify under stress. In the latter, the clinician is more impressed by vegetative symptoms 
(e.g., psychomotor retardation, appetite change, sleep disturbances, decreased sexual 
interest), the intensity of dysphoric affect, and the relative incongruence between the 
severity of mood disturbance and overall psychological functioning. Whereas antide-
pressant medications may help alleviate suffering in some patients with mood disor-
ders per se, they tend to be ineffective in ameliorating the self-punitiveness or rejection 
sensitivity of many people with depressive personality styles.

Blatt and his colleagues (Blatt, 2008; Blatt & Bers, 1993) distinguished between 
two kinds of depressive affect: “introjective” (called “melancholic” by early psycho-
analysts), characterized by self-criticism, self-punitiveness, and guilt; and “anaclitic,” 
characterized by sensitivity to loss and rejection, and feelings of emptiness, inade-
quacy, and shame.

Introjectively depressive individuals berate themselves for real or imagined short-
comings, and they respond to setbacks with the conviction that they are somehow to 
blame (a tendency that cognitive therapists have described in terms of “attributional 
style”; e.g., Peterson & Seligman, 1984). This readiness to blame themselves may be a 
residue of the familiar tendency of children in difficult family situations to deny that 
their caregivers are negligent, abusive, or fragile (ideas that are too frightening), but 
instead to ascribe their suffering to their own badness—something they can try to 
control. Thus introjectively inclined depressive people work hard to be “good,” but 
rarely succeed to their satisfaction.

Anaclitically depressive individuals are notable for their distress and disorganiza-
tion in the face of loss and separation. Their psychologies are organized around themes 
of relationship, affection, trust, intimacy, and warmth, or the lack thereof. They feel 
empty, lonely, incomplete, helpless, and weak rather than perfectionistic or excessively 
self-critical. They often complain of existential despair and the feeling that life is hol-
low and meaningless. Shedler (2015) and Westen and colleagues (2012) empirically 
identified a depressive personality syndrome in which both introjective and anaclitic 
features may be salient.

Countertransference to patients with depressive personalities, especially those at 
higher (e.g., neurotic) levels of organization, tends to be positive. Therapy sessions 
often feel cooperative and collaborative; patient and therapist often develop warm 
feelings toward one another; and clinicians often report feeling good about themselves 
and the work. They view these patients as “good” patients. The clinical challenge is 
recognizing that the positive feelings may stem from the very patterns the patient must 
change if the treatment is to have lasting benefit. More specifically, the therapist may 
feel good because the patient is recreating a pattern of subordinating his or her needs 
to those of others (in this case, those of the therapist), accepting responsibility and 
blame for the inevitable disappointments and frustrations that arise in the course of 
treatment, or defending against awareness of dissatisfaction or anger in the therapy 
relationship.

In treating a patient with a depressive personality, it is vital for the clinician to 
recognize and welcome the patient’s negative feelings, especially hostility and criti-
cism. Where self-critical and self-punitive (introjective) themes are salient, patients 
benefit from insight into the ways in which they defend against angry and critical feel-
ings toward others and direct them against themselves. Where preoccupations with 
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rejection and loss (anaclitic themes) are salient, patients benefit from the experience of 
having their perceived inadequacies and “badness” accepted within a relational con-
text. Where preoccupation with loss predominates, patients may need their clinicians’ 
help to mourn what has been lost, before they are able to invest emotionally in what 
life can offer in the present. Patients with depressive personalities thus benefit from 
both the interpretive and relational aspects of psychotherapy.

Hypomanic Defenses against Depressive Affect

The clinical literature also describes a phenomenon that has traditionally been termed 
“hypomanic personality,” in which driven, obligatory optimism and energy defend 
against underlying depressive themes. The term “hypomanic” easily gives rise to con-
fusion because the same term has been used to refer to different things: a defensive 
style (in the psychoanalytic literature) and one pole of bipolar mood disorder (in the 
psychiatric literature more generally).

The hypomanic personality, as traditionally conceived, is characterized by mild 
mood inflation, high energy, conspicuous absence of guilt, inflated self-esteem, vulner-
ability to substance abuse, and interpersonal wit and charm in the context of rather 
superficial relationships (Akhtar, 1992). The fact that these qualities are the polar 
opposites of those of depressive individuals has led some to propose that such a clini-
cal presentation necessarily reflects a bipolar diathesis, but we suggest that careful 
assessment may point to a bipolar etiology for some patients, and to a personality style 
for others. Where the behavior reflects a defensive style and not a subclinical bipolar 
mood disorder, interpretation leading to insight into its defensive function (e.g., “It 
seems like you use a lot of energy trying to avoid feeling sadness”) may pave the way to 
new solutions to old psychological problems. If instead it is an expression of a bipolar 
mood disorder, such interventions will accomplish little.

Therapists initially tend to find patients with hypomanic personalities captivat-
ing, but they may soon feel confused, overstimulated, irritatingly “entertained,” and 
distanced. Individuals with hypomanic personalities tend to be resistant to exploratory 
psychotherapy. In fact, they are hard to keep in treatment because of their tendency to 
bolt from relationships that elicit their feelings of dependency. They become uncon-
sciously terrified of being abandoned and may seek to master that fear by abandoning 
the other. Hypomanic personalities may exist at all levels of functioning. Depend-
ing on other psychological factors and circumstances, hypomanic defenses can be 
extremely “costly” or highly adaptive (or both).

Many therapists, after diagnosing a hypomanic personality style in a patient, call 
to the patient’s attention the lifetime pattern of abrupt flight from relationships that 
usually pervades the person’s history. They then try to preempt a similar flight from 
therapy by negotiating an agreement that the person will keep coming for a given num-
ber of sessions after any abrupt, unilateral decision by the patient to stop treatment. 
Therapy tends to be both slow and fraught with outbreaks of intense negative affect 
and worrisome enactments.

Differentiating Depressive from Masochistic Personality Dynamics

The psychoanalytic literature is rich in accounts of patients who behave in ways that 
seem strikingly antithetical to their own well-being and who appear unconsciously 
drawn to pain and suffering (“masochism”). On the surface, masochistic dynamics 
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may resemble depressive personality dynamics because of the salience of emotional 
pain in the clinical presentation. However, masochistic and depressive dynamics are 
different phenomena and often require different treatment approaches.

“Masochism” is not a unitary construct. The term has been used to refer to 
a range of phenomena that have different psychological origins and serve different 
psychological functions, with the common denominator of an apparent (unconscious) 
investment in suffering. Masochistic dynamics may be associated with a range of 
personality styles. A comprehensive discussion of masochism is beyond the scope of 
this chapter; here we simply note some variants that have been described in the clini-
cal literature, and provide citations for readers who wish to explore the topic in more 
depth.

On the basis of their frequent involvements (with intimates and with clinicians) in 
alternating dominance–submission or abuser–abused interactions, some writers (e.g., 
Brenner, 1959; Kernberg, 1991) have linked masochistic personalities with sadistic 
dynamics. Others have connected them with other types of personality dynamics: nar-
cissistic (e.g., Cooper, 1988; Glickauf-Hughes, 1997), dependent (Bornstein, 1993; 
Waska, 1997), and paranoid (Bak, 1946; Nydes, 1963). Below, we briefly describe 
a version of masochistic dynamics associated with dependent personality themes, 
another associated with narcissistic themes, and still another associated with a more 
paranoid orientation. All may involve disavowed sadistic elements.

The more anaclitic version of masochistic dynamics, which overlaps with depen-
dent personality, applies to patients who subordinate their needs to those of others and 
appear to view suffering as a precondition for maintaining an attachment relationship. 
The attachment relationship may be experienced as desperately needed; fear of losing 
the attachment overrides the patient’s concerns for his or her own safety and welfare. 
Beneath overt submissiveness, there is often an undercurrent of disavowed aggression, 
which the patient expresses in passive–aggressive ways that tend to trigger or provoke 
mistreatment from others (for empirical evidence, see the description of “dependent–
victimized personality” offered by Westen et al., 2012). At the more disturbed levels 
of personality organization, the patient may rely on projective identification to defend 
against awareness of his or her own sadism, while simultaneously inducing the other 
person to enact it.

The more introjective version of masochistic dynamics applies to patients who 
equate self-renunciation and suffering with virtue. In other words, the person’s self-
esteem is tied to self-deprivation or suffering: The more self-deprivation, the greater 
the person’s sense of importance and virtue. This pattern includes patients who self-
righteously seek to demonstrate that their suffering makes them morally superior to 
others (Reich’s [1933/1972] “masochistic character” or Reik’s [1941] “moral masoch-
ist”). Such “moral masochism” is not uncommon in people drawn to the so-called help-
ing professions, who attend to others’ needs while neglecting their own. Disavowed 
sadism may be revealed through intolerance (or outright aggression) toward others 
who do not share their moral values.

Another variant applies to patients who appear to hold the (unconscious) con-
viction that the world owes them compensation in proportion to their suffering (the 
“aggrieved pattern” of Millon & Grossman, 2007). To the extent that suffering secures 
imagined compensation and reward, such patients may be deeply invested in defeat-
ing their clinicians’ efforts to help (cf. the “help-rejecting complainer” of Frank et al., 
1952). The attitude that contemporary therapists tend to call “victim entitlement” 
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(“I’ve had a terrible life, so the world owes me”) often evokes irritated, judgmental, 
and even sadistic countertransferences. Clinicians can be helpful to the extent that 
they keep a focus on these patients’ need to grieve for past misfortunes and their capac-
ity to take responsibility for current choices, irrespective of their difficult histories. In 
the context of a solid alliance, a clinician can help a patient recognize the negative con-
sequences of efforts to convince the world that they have been wronged and to extract 
compensation in proportion to their grievances.

The more paranoid version of masochistic dynamics involves the conviction that 
something terrible is bound to happen. For example, some patients who experienced 
a childhood caregiver as envious and retaliatory may become paralyzed with anxiety, 
expecting to be attacked for any personal success. Unconsciously, they may seek to 
“get it over with” by provoking the attack they anticipate as inevitable. This pattern is 
identifiable by the relief that follows the self-destructive enactment. The pattern needs 
to be identified and worked through patiently in treatment, as such a patient can only 
slowly tolerate the anxiety behind the urge toward self-destructive action.

Patients with depressive personality dynamics generally benefit from their clini-
cians’ sympathetic care and concern. In contrast, it is generally unwise to be too explic-
itly sympathetic or generous when dealing with masochistic dynamics. Explicit com-
passion and generosity may reinforce a patient’s unconscious conviction that suffering 
is the best or only route to connection, or may provoke self-destructive enactments in 
a patient who experiences guilt for accepting care that feels undeserved. Instead, tact-
ful confrontation about the patient’s own contributions to his or her difficulties can 
stimulate curiosity about the meaning of self-defeating patterns.

Finally, patients with masochistic personality dynamics may hold the unconscious 
conviction that their clinicians are interested in them only because they are suffering; 
such belief s can pose a powerful barrier to getting well. A clinician can help a patient 
become aware of such unconscious expectations, as well as help the patient recognize 
and feel that the clinician’s (and others’) interest and attention are not contingent on 
his or her suffering.

KEY FEATURES

Contributing constitutional–maturational patterns: Possible genetic predisposi-
tion to depression.

Central tension/preoccupation: Self-criticism and self-punitiveness, or preoccu-
pation with relatedness and loss (or both).

Central affects: Sadness, guilt, shame.

Characteristic pathogenic belief about self: “There is something essentially bad 
or inadequate about me,” “Someone or something necessary for well-being has 
been irretrievably lost.”

Characteristic pathogenic belief about others: “People who really get to know 
me will reject me.”

Central ways of defending: Introjection, reversal, idealization of others, devalu-
ation of self.
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Dependent Personalities

Some people come to therapy because their personalities are characterized centrally by 
excessive dependency needs. Because individuals with severely dependent psychologies 
may find themselves unable to leave relationships that are exploitive or even abusive, 
such phenomena have sometimes been called “self-defeating” or “masochistic” (see 
the previous discussion of masochistic dynamics). The categories of “inadequate” and 
“infantile” personality in earlier taxonomies connote roughly the same construct as 
our use of the term “dependent personality.”

Individuals who are characterologically overdependent are found at all levels of 
severity. They define themselves mainly in relation to others, and seek security and 
satisfaction predominantly in interpersonal contexts (“I am fine as long as everything 
is OK with my husband”). Psychological symptoms may appear when something 
goes wrong in a primary attachment relationship. At the neurotic level, people with 
dependent personality may seek treatment in midlife or later, after a bereavement or 
divorce, or after retirement confronts them with the absence of a context in which 
rules and expectations are clear. At the borderline and psychotic levels, dependent 
patients may become dysregulated when expected to depend on their own resources 
and may use costly defenses, such as somatization and acting out, in desperate bids 
to elicit care.

Overly dependent individuals may feel ineffectual when left to themselves. They 
tend to regard others as powerful and effective. Organizing their lives with a view 
to maintaining nurturing relationships in which they are submissive, they may feel 
contented when they have successfully developed such a relationship and acutely dis-
tressed when they have not. Emotional preoccupations include performance anxiety 
and fears of criticism and abandonment (Bornstein, 1993). People with dependent per-
sonalities tend to feel weak and powerless, to be passive and nonassertive, and to be 
easily influenced by others. They often appear naive. They may feel worthless and have 
difficulties in expressing anger. In therapy, which they may enter readily, they may be 
compliant to a fault. They tend to idealize their therapists, ask for advice, and seek 
reassurances that they are “good patients.” In attempts to become special, they may 
try to “read” their therapists and meet the clinicians’ assumed needs. Some insist, even 
after being informed about professional boundaries, on offering favors and bringing 
gifts.

Bornstein (1993, 2005) has conducted the only comprehensive empirical exami-
nation of pathological dependency known to us. His findings suggest that it may arise 
from any or all of the following: overprotective and/or authoritarian parenting, gender 
role socialization, and cultural attitudes about achievement versus relatedness. Par-
ticipants in his studies demonstrated “relationship-facilitating self-presentation strate-
gies” such as ingratiation, supplication, exemplification, self-promotion, and intimi-
dation. Although popular prejudice assumes that female patients are more likely than 
males to be excessively dependent, Bornstein notes that women may simply be more 
willing to acknowledge dependent longings.

Contemporary feminist psychoanalysts (see, among others, Benjamin, 1988, 
1995; Chodorow, 1994, 1999; Dimen, 2003; Dimen & Goldner, 2002, 2012) have 
criticized Freudian theories about female sexuality for normalizing the devaluation 
of femininity and the normal relational orientation of women. They argue that this 
masculinist bias has fueled cultural prejudice toward women and gender stereotypes. 
In addition to being sensitive to this issue, clinicians should recognize that different 



�Personality Syndromes—P Axis	 35

cultures have different conceptions of how much dependency is “too much.” A diag-
nosis of dependent personality disorder should always consider the cultural context.

Clinicians’ countertransference with excessively dependent patients, especially 
those who are notably self-defeating, is typically benign at first, then increasingly 
characterized by irritation and a sense of burden. A patient with a dependent person-
ality may devise unconscious tests (Bugas & Silberschatz, 2000; Weiss, 1993) to see 
whether the clinician supports the patient’s nascent strivings toward autonomy, or 
basks in the patient’s invitation to take on the role of expert and advisor. It is impor-
tant that the clinician resist seduction into the role of expert authority, encourage the 
patient toward autonomous functioning, and contain the patient’s anxieties that arise 
in the process. Although clinicians treating patients with dependent personalities may 
be tempted to collude in avoiding negative affect, if they make room for the patients’ 
anger and other more aggressive feelings, they may facilitate the patients’ ultimate 
sense of personal agency and pride in accomplishment.

An important variant of dependent psychology is a passive–aggressive pattern, 
in which the patient’s relationships are characterized by hostile dependency. Passive–
aggressive individuals define themselves in relation to others, but with a negative 
valence (e.g., “I’m the husband of that bitch”). Because they locate themselves psy-
chologically in opposition to others, it is hard for them to conceive of and to pur-
sue their own autonomous goals. Like paranoid patients, they may attack to preempt 
expected attacks by others, but do so indirectly. Their indirect, underlying aggres-
sion often triggers mistreatment from others, perpetuating a vicious cycle: Underlying 
anger and resentment lead to passive–aggressive behavior, triggering aggression and 
mistreatment from others, which in turn fuel more anger and resentment. This self-
perpetuating pattern reinforces the core conviction that anger must not be experienced 
or expressed directly.

It is therapeutically challenging to connect with a person who responds passive–
aggressively to efforts to connect. The clinician needs a sense of humor as a counter-
poise to the feelings of impatience and exasperation that the patient is likely to evoke. 
Negative feelings arise quickly in treatment, and power struggles are a risk to avoid. 
Sometimes stunningly naive about the hostility they exude, passive–aggressive patients 
need help naming their negative feelings and differentiating verbal from behavioral 
expressions of anger. To avoid activating their oppositionality, which may take the 
form of sabotaging any outcome their clinicians seems to desire, the clinicians should 
take care not to seem highly invested in their progress. Instead, clinicians need to take 
their provocations and inconsistencies in stride, keeping the therapy focused on the 
price the patients pay for passive–aggressive acts.

Finally, there is a counterdependent version of dependent psychology. Bornstein 
(1993) describes a continuum from maladaptive dependency (submissiveness) through 
healthy interdependency (connectedness) to inflexible independence (unconnected 
detachment). Some individuals at the inflexibly independent end of that spectrum have 
powerful dependent longings that they keep out of awareness via denial and reaction 
formation. They thus have what amount to dependent personality dynamics masked 
by denial and pseudoindependence. In their relationships, they may define themselves 
as the ones on whom others depend, and they may pride themselves on being able to 
take care of themselves.

Counterdependent individuals may look askance at expressions of need and may 
regard evidence of emotional vulnerability in themselves or others with scorn. It is 
probable that their childhood attachment style would have been measured as avoidant. 
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Often they have some secret area of dependency (on a substance, a partner, a men-
tor, an ideology); some have a tendency toward illness or injury that gives them a 
“legitimate” reason to be cared for by others. Like counterphobic individuals, coun-
terdependent individuals seldom seek psychotherapy but may be pushed into it by part-
ners who feel starved for genuine emotional intimacy. In treatment, they need help 
to accept their dependent needs as normal aspects of being human before they can 
develop a healthy balance between connectedness and separateness. Therapists who 
tolerate their defensive protestations about their independence long enough to develop 
a therapeutic alliance report that when the counterdependent defenses are given up, 
a period of mourning for early and unmet dependent needs then ensues, followed by 
more genuine autonomy.

KEY FEATURES

Central constitutional–maturational patterns: Unknown.

Central tension/preoccupation: Keeping versus losing relationships.

Characteristic pathogenic belief about self: “I am inadequate, needy, impotent” 
(including its conscious converse in passive–aggressive and counterdependent 
individuals).

Characteristic pathogenic belief about others: “Others are powerful, and I need 
(but may resent) their care.”

Central ways of defending: Regression, reversal, avoidance, somatization.

Anxious–Avoidant and Phobic Personalities

Many individuals currently diagnosed with Generalized Anxiety Disorder as defined 
in the DSMs are perhaps better understood as having a personality style in which anxi-
ety is the psychologically organizing experience. As with depressive psychologies, this 
construct is controversial, as some scholars prefer to locate any chronic anxiety on a 
mood spectrum rather than a personality spectrum (see also the discussion of the anxi-
ety disorders in Chapter 3 on the S Axis, pp. 164–168). Although avoidant personality 
disorder does appear in the DSMs, the work of Shedler and Westen (2004) suggests that 
there is a somewhat broader spectrum in which anxiety dominates the personality. In 
the first PDM, we described phobic personalities as separate from anxious personali-
ties, but in response to the research based on the SWAP (e.g., Shedler, 2015; Westen 
et al., 2012), and in an effort to emphasize overall continuities rather than artificially 
discrete subtypes of personality configuration, we are including anxious, avoidant, and 
phobic in one general anxiety cluster and depicting specific differences here.

Characterological anxiety is found in the neurotic through the borderline ranges. 
At the psychotic level, individuals with anxiety-driven psychologies become so filled 
with dread that they depend on primitive externalizing defenses. The overall psycholo-
gies of such patients may be better understood as overlapping with the paranoid area.

In the higher-functioning ranges, patients with an anxious personality structure 
appear at first to be either hysterical (hence the old diagnosis of “anxiety hysteria”) 
or obsessional, depending on how they attempt to deal with their pervasive sense of 
fear. Unlike individuals with hysterical or obsessional psychologies, however, they are 



�Personality Syndromes—P Axis	 37

chronically aware of their anxiety because their efforts at defense fail to keep their 
apprehensiveness out of consciousness. Phobic and avoidant patients attach these anxi-
eties to specific objects or situations, from which they try to stay away; other charac-
terologically anxious individuals experience a free-floating, global sense of anxiety, 
with no idea what frightens them.

Phobic and avoidant patients can be shy and reserved, tend to feel inferior and 
inadequate, indecisive, and inhibited, and may have difficulties in recognizing and 
describing their feelings. Contemporary cognitive theorists emphasize how such 
patients show difficulties in identifying their anxiety-charged thoughts, connecting 
them to their environmental triggers, mastering them, and assuming a “decentered” 
perspective on the anxiety-inducing situations.

Long clinical experience has identified several different kinds of anxiety that 
seem universal among human beings, including “separation anxiety” (fear of losing an 
attachment object), “castration anxiety” (fear of damage to the body, especially sexual 
mutilation), “moral anxiety” (dread of violating one’s core values), and “annihilation 
anxiety.” Annihilation anxiety can involve either a terror of fragmentation and conse-
quent loss of the sense of self (cf. Kohut’s [1977] concept of “disintegration anxiety”) 
or a terror of destruction based on prior traumatic experience. In contrast to patients 
in whom one of these types of anxiety tends to predominate, these different subjective 
experiences of anxiety may all be discernible in patients whose anxiety is incapacitat-
ing enough for them to be diagnosed with a personality disorder.

In general, the more disturbed the anxious person’s level of personality orga-
nization, the more likely it is that annihilation anxiety dominates the clinical pic-
ture (Hurvich, 2003). Research confirms that these characterological anxieties have 
a developmental trajectory, impede treatment progress, and, most important, require 
a deeper form of therapy than the traditional exposure therapies that are often cited 
as “empirically supported” approaches to treating anxiety (Boulanger, 2007; Kirsten, 
Grenyer, Wagner, & Manicavasagar, 2008).

The proximal source of characterological anxiety may lie in affective dysregu-
lation (Schore, 2003) and consequent failure to have developed coping strategies or 
defenses that mitigate normal developmental fears. Individuals with anxious person-
alities often report having had primary caregivers who, because of the caregivers’ own 
anxiety, could not adequately comfort them or convey a sense of security or support 
a sense of agency. Mikulincer and Shaver (2012, 2016) note that most people with 
characterological anxiety would probably have been identifiable in early childhood as 
having an anxious attachment style. Their research suggests that despite the continuity 
of attachment style across the lifespan, insecure attachment styles may slowly change 
toward more secure attachment in the context of a long, devoted relationship, particu-
larly intensive psychotherapy (cf. Sroufe, 2005).

Countertransference with chronically anxious patients may include a responsive 
anxiety, including, with those at the borderline or psychotic level, a degree of anni-
hilation anxiety intense enough to make their therapists feel overwhelmed and hence 
impelled to step outside the therapeutic role to “do” something to offer relief to the 
patients. Preliminary research findings suggest that clinicians working with anxious 
patients tend to develop both parental and disengaged feelings, while specifically pho-
bic patients tend to elicit mainly parental affects (Colli et al., 2014; Gazzillo et al., 
2015; Gordon et al., 2016). In therapy, anxious patients may connect in a submis-
sive, apprehensive way, asking for relief. Because of the unbearable nature of anxious 
affect, they often come to treatment already addicted to antianxiety drugs. Although 
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clinicians may be tempted to offer chemical relief based on countertransferential 
parental feelings, the risk of addiction suggests that for people with characterological 
anxiety, one should prescribe anxiolytic medications with great caution.

Especially in characterologically phobic patients, who may want to believe that as 
long as they keep away from certain dangers they are safe, there tends to be a degree 
of magical thinking that their therapists will have a formula to resolve the anxiety 
without the patients’ having to face it. Anxious patients tend to feel small, inadequate, 
and threatened when alone, and they deal with such feelings by trying to elicit protec-
tion from those to whom they impute power. It is vital that their clinicians not act out 
a rescue fantasy, but, instead, encourage phobic patients toward graduated exposures 
to feared objects and situations (Sadock & Sadock, 2008; Weinberger, 2014).

A therapist should maintain confidence in a patient’s own capacities to tolerate 
and reduce anxiety. It is important also to try to help the patient give words to previ-
ously inchoate states of feeling (Stern, 1997). Many anxious patients are both verbally 
and behaviorally avoidant, changing the subject whenever anything disturbing enters 
their consciousness. When they make sweeping proclamations of danger, they should 
be pressed for details (“And then what would happen?”) and asked for specific fanta-
sies. Once there is a secure therapeutic alliance, phobic patients need to face what they 
fear. Exposure and response prevention treatments, as well as education in mindful-
ness and meditative disciplines (Wallin, 2007), may be useful adjuncts to understand-
ing, naming, and mastering previously unformulated emotional states.

Relatively infrequently, therapists see characterologically counterphobic patients. 
Their rarity in clinical caseloads may be due to their avoidance of vulnerable acts such 
as asking for help. They may, however, come for treatment when urged by a partner 
or in the aftermath of traumatic events. Counterphobic individuals are psychologically 
organized around defenses against their fears. They may seek out dangerous situa-
tions, thrive on risk, and have a reputation for unnerving calm in the face of peril. 
Having disowned and projected their own anxieties, they evoke anxious countertrans-
ferences in therapists, who see the realistic dangers in their risk taking. It is critical to 
work slowly with them and to tolerate their bravado for some time before beginning to 
push them to acknowledge even normal fear, much less neurotic anxiety. In all patients 
for whom anxiety is pervasive, there may be a period in treatment in which they suf-
fer a depressive reaction to giving up some of the magical ideas that accompany their 
anxiety-driven psychology.

KEY FEATURES

Contributing constitutional–maturational patterns: Possible anxious or timid 
disposition.

Central tension/preoccupation: Safety versus danger.

Characteristic pathogenic belief about self: “I am in constant danger that I must 
somehow elude.”

Characteristic pathogenic belief about others: “Others are sources of either 
unimagined dangers or magical protection.”

Central ways of defending: Symbolization, displacement, avoidance, rationaliza-
tion; inchoate anxieties may mask more upsetting specific anxieties (i.e., anxiety 
itself may be defensive).



�Personality Syndromes—P Axis	 39

Obsessive–Compulsive Personalities

Individuals with obsessive–compulsive personalities are emotionally constricted and 
regimented. They prefer to operate as if emotions were irrelevant and to defend against 
threatening emotions and desires through rigidity, regimentation, and intellectualiza-
tion. They tend to be excessively concerned with rules, procedures, order, organiza-
tion, schedules, and so on, and may be excessively devoted to work and “productiv-
ity” to the detriment of leisure and relationships. They rely on intellectualization as a 
defense and tend to see themselves as logical and rational, uninfluenced by emotion. 
Asked how they feel, they are likely to describe what they think. They tend to think 
in abstractions or become preoccupied with details. Beneath an “orderly” and regi-
mented exterior, they are preoccupied with underlying issues of control, and caught 
in an unconscious conflict between feeling that they must submit to others’ demands 
(which elicits rage and shame) or rebel and defy them (which elicits anxiety and fear 
of retaliation). Rigidity, order, and intellectualization defend against awareness of the 
underlying conflict and the emotions that accompany it.

Central to an obsessive–compulsive psychology is a resistance to feeling “out of 
control.” This issue may originate in early struggles with caregivers/authority figures. 
Freud (1913) became impressed with the similarity of the stubborn, punctilious, and 
hoarding tendencies of the obsessive–compulsive adult to a resistant child’s response to 
toilet training—a leap that captured the imagination of his contemporaries and gave 
us the word “anal” as a descriptor of this psychology. He associated a tendency toward 
this character style with high levels of temperamental aggressiveness, which may make 
toilet training a struggle, but which also may intensify any situation in which a child 
is required to exert control over impulses and desires (eating, sexuality, general obedi-
ence). Parents with controlling tendencies may contribute to this character style and to 
its characteristic conflicts between giving versus withholding, generosity versus self-
ishness, and compliant submission versus oppositional defiance.

People with obsessive–compulsive personalities, evocatively described by Reich 
(1933/1972) as “living machines,” seem to have identified with caregivers who 
expected them to be more grown-up than was possible at their age. They regard 
expressions of most affects as “immature,” they overvalue rationality, and they suf-
fer humiliation when they feel they have acted childishly. Only when an emotion is 
logically defensible or morally justified—for example, righteous anger—do they find 
it acceptable.

Psychoanalytic scholarship (Fisher & Greenberg, 1985; Salzman, 1980; Shap-
iro, 1965) suggests that people with obsessive–compulsive personality styles fear that 
their impulses, especially their aggressive urges, will get out of control. Most obses-
sive thoughts and compulsive actions involve efforts to undo or counteract impulses 
toward destructiveness, greed, and messiness. Because guilt over unacceptable wishes 
is severe, the conscience of a pathologically obsessive–compulsive person is famously 
rigid and punitive. Self-criticism is harsh; such individuals hold themselves (and others) 
to ideal standards. They follow rules literally, get lost in details, and postpone making 
decisions because they want to make the perfect one. They are scrupulous to a fault, 
but may have trouble relaxing, joking, and being intimate.

Although obsessive and compulsive qualities express similar unconscious preoc-
cupations and hence appear together, some people exhibit obsessional features with 
little compulsivity, while others exhibit compulsive features with little obsessional-
ity. Obsessive people are chronically “in their heads”: thinking, reasoning, judging, 
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doubting. Compulsive souls are chronically “doing and undoing”: cleaning, collect-
ing, perfecting. Obsessive patients are ruminative and cerebral; their self-esteem may 
depend on thinking. Compulsive individuals tend to be busy, meticulous, perfectionis-
tic; their self-esteem depends on doing.

In therapy, an individual with an obsessive–compulsive personality may try hard 
to be cooperative but covertly resist the therapist’s efforts to explore the patient’s affec-
tive world. The patient may become subtly oppositional, expressing unconscious oppo-
sition by coming late, forgetting to pay, and prefacing responses to the therapist’s com-
ments with “Yes, but . . . ” The person may interrupt and talk over the therapist. To 
the clinician, the relationship may feel subtly (on not so subtly) like an ongoing power 
struggle. As the patient insists on tendentious argument rather than more authentic 
emotional engagement, the therapist may become impatient and exasperated. Effec-
tive therapy requires sustained and patient exploration of those aspects of personality 
that individuals with obsessive–compulsive personalities otherwise spend inordinate 
energy trying to subdue.

KEY FEATURES

Contributing constitutional–maturational patterns: Possible aggressivity, irrita-
bility, orderliness.

Central tension/preoccupation: Submission to versus rebellion against control-
ling authority.

Central affects: Anger, guilt, shame, fear.

Characteristic pathogenic belief about self: “Most feelings are dangerous and 
must be controlled.”

Characteristic pathogenic belief about others: “Others are less precise and in 
control than I am, so I have to control what they do and resist being controlled 
by them.”

Central ways of defending: Isolation of affect, reaction formation, intellectual-
izing, moralizing, undoing.

Schizoid Personalities

The term “schizoid” may be among the more confusing in the clinical literature 
because the same term has been used to describe markedly different psychologies. 
Individuals who receive a DSM diagnosis of schizoid personality disorder are most 
often characterized by severe deficits in basic psychological resources and capacities. 
Some may have subsyndromal schizophrenia spectrum disorders in which “negative 
symptoms” predominate (e.g., affective flattening, impoverished speech and thought). 
There is evidence (e.g., Lenzenweger, Clarkin, Kernberg, & Foelsch, 2001) that the 
more schizotypal the patient’s presentation, the more grave the level of severity (we 
view schizotypy as a trait common in schizoid psychologies and not as a type of per-
sonality). Westen and colleagues (2012) empirically identified a grouping of patients in 
a clinical sample that they labeled “schizoid–schizotypal,” characterized by “pervasive 
impoverishments, and peculiarities in, interpersonal relationships, emotional experi-
ence, and thought processes” (p. 280).
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Although this deficit-based version of “schizoid” may be more familiar to clini-
cians, psychoanalytic writers have observed and described a different psychology to 
which they have also applied the term “schizoid.” Individuals with this version of a 
schizoid personality style are not characterized by the kind of inner impoverishment 
of thought and feeling that is typically associated with the DSM diagnosis, and their 
psychological makeup may be better understood (at least in part) as conflict-based 
rather than solely deficit-based. Here we focus on the less familiar personality syn-
drome described by psychoanalytic writers, and simply note that the term “schizoid” 
has been used differently in the broader clinical (especially psychiatric) literature.

Individuals with schizoid personality styles easily feel in danger of being engulfed, 
enmeshed, controlled, intruded upon, overstimulated, and traumatized—dangers that 
they associate with becoming involved with other people (Klein, 1946). They may 
appear notably detached, or they may behave in a socially appropriate way while pri-
vately attending more to their inner world than to the surrounding world of human 
beings (Fairbairn, 1952). Some schizoid individuals withdraw into solitary environ-
ments and even hermit-like reclusiveness; others retreat in more psychological ways to 
the fantasy life in their minds (Winnicott, 1971).

Although seriously schizoid individuals, especially those with schizotypy, may 
appear indifferent to social acceptance or rejection, to the extent of having eccentrici-
ties that serve to put others off, this apparent indifference may have more to do with 
establishing a tolerable level of space between themselves and others than with igno-
rance of social expectations; in this way, they differ significantly from individuals on 
the autism spectrum (Ridenour, 2014). The clinical literature is mixed about whether 
to view schizoid psychology from the perspective of conflict (between closeness and 
distance needs) or from that of deficit (developmental arrest that precluded the achieve-
ment of interpersonal relatedness). We suspect that both kinds of schizoid psychologies 
can be found across the health-to-illness spectrum, with the more conflicted version 
characterizing schizoid individuals in the higher-functioning ranges.

Schizoid individuals are often seen as loners and tend to be more comfortable by 
themselves than with others. At the same time, they may feel a deep yearning for close-
ness and have elaborate fantasies about emotional and sexual intimacy (Doidge, 2001; 
Guntrip, 1969; Seinfeld, 1991). They can be startlingly aware of features of their inner 
lives that tend to be unconscious in individuals with other kinds of personality, and 
they consequently may be perplexed when they find that others are unaware of aspects 
of themselves that, to the schizoid persons, seem obvious. Although some schizoid 
people seem content in their isolation, there is often a longing for intimacy that their 
avoidant defenses conceal (Shedler & Westen, 2004).

The DSM generalization that people diagnosed as schizoid rarely experience 
strong emotions is not supported by clinical experience or research (Shedler & Westen, 
2004). Some schizoid individuals feel pain of an intensity so excruciating as to require 
their defensive detachment in order to endure it. They may seldom feel strong pleasur-
able emotions, however. Moreover, if they have a low-level borderline or a psychotic 
personality organization, they may show signs of thought disorder, persecutory anxi-
eties, and concrete thinking.

Schizoid individuals may do well in therapies that both allow emotional intimacy 
and respect their need for sufficient interpersonal space (Khan, 1974; Ridenour, 2014). 
They may communicate their concerns most intimately and comfortably via metaphor 
and emotionally meaningful references to literature, the arts, and areas in which they 
have a passionate solo interest, whether in abstract realms such as theology or in 
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more prosaic pursuits such as video games. In some cases, particularly those in which 
their schizoid qualities seem to express a core deficit in relating rather than a conflict 
around relating, they may not be consciously aware of the psychological meaning of 
these communications. People with this type of schizoid psychology—in particular, 
those at a borderline level of personality organization—may show evidence of severe 
deficits in making sense of their own and other people’s behaviors.

KEY FEATURES

Contributing constitutional–maturational patterns: Highly sensitive, shy, easily 
overstimulated; possibly vulnerable to psychosis.

Central tension/preoccupation: Fear of closeness versus longing for closeness.

Central affects: General emotional pain when overstimulated; affects so powerful 
that these persons feel they must suppress them.

Characteristic pathogenic belief about self: “Dependency and love are danger-
ous.”

Characteristic pathogenic belief about others: “The social world is impinging, 
dangerously engulfing.”

Central ways of defending: Withdrawal, both physically and into fantasy and 
idiosyncratic preoccupations.

Somatizing Personalities

Psychiatrists and other physicians are more likely than other therapists to have recur-
rently somatizing patients in their caseloads. A cluster of individuals whose problems 
are chronically expressed in bodily difficulties did not emerge from the research con-
ducted by Shedler (2015) and Westen and colleagues (2012) using the SWAP instru-
ment, perhaps because it was conducted mainly by sampling from the caseloads of 
psychologists and psychiatrists (i.e., patient populations that have identified their dif-
ficulties as mental, rather than medical, health problems). In the first PDM, we pos-
ited a somatizing personality disorder, and we retain our sense of the value of this 
construct—but, as with depressive psychologies, some scholars see this kind of clinical 
presentation as outside the personality spectrum. Still, therapists frequently deal with 
individuals for whom somatic difficulties are their primary concerns and their main 
expressions of psychological pain, and so we feel it is important to comment on this 
group. Somatization and somatic preoccupations are common throughout the severity 
dimension but become particularly difficult to treat in the borderline range, where ill-
ness may interfere gravely with the continuity of treatment, and in the psychotic range, 
where psychotic preoccupations may be expressed as somatic delusions.

There is scant empirical literature on characterological somatization. Investiga-
tion of the psychological aspects of a person’s chronic and medically confounding 
bodily complaints is complicated by the likelihood that some individuals diagnosed 
as defensively somatizing have an undiagnosed illness, such as an autoimmune or 
infectious disease, that explains their physical preoccupations. Clinically, it is hard 
to tell whether the self-involved, complaining style common among those with inex-
plicable, intractable ailments represents preexisting personality characteristics or the 
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psychological consequences of chronic physical discomfort (MacKinnon & Michels, 
1971; MacKinnon, Michels, & Buckley, 2006).

Notwithstanding this problem, clinical experience suggests the existence of a per-
sonality tilt toward expressing dysphoria in bodily complaints (McDougall, 1989). 
Some somatizing patients may present a confusing combination of hypochondriacal 
preoccupations, diagnosable physical illness known to be stress-related, and bodily 
symptoms that express ideas and affects too painful to put into words (“conversion 
reactions”). Often a somatizing patient consults a psychotherapist reluctantly and in 
desperation, at the urging of a series of defeated medical specialists. The patient who is 
“sent” to therapy in this way may arrive in a resentful, defensive state of mind. Addic-
tion to prescribed pain medications is a common complication.

Although there is some overlap between the two kinds of suffering, individu-
als who somatize should be differentiated from those with hypochondriasis—a more 
severe condition characterized by excessive concern with the body; exaggerated fears 
of physical illness; a low threshold of physical discomfort; rituals related to bodily 
concerns; and the substitution of a preoccupation with the body for meaningful, in-
depth relationships with other individuals. In intensive psychotherapy, patients with 
hypochondriacal tendencies may become paranoid when the therapist tries to explore 
transference reactions.

Somatizing patients are notable for their “alexithymia” (McDougall, 1989; Sif-
neos, 1973), or the inability to express emotions verbally. Although the connection 
between somatization and difficulty putting feelings into words is not necessarily pres-
ent in all somatizing patients, clinicians have reported this observation frequently. It 
is also inferable from research with toddlers and young children. Greenspan (1992), 
for example, found that children who cannot verbalize feelings tend either to act out 
or to somatize. Marty and M’Uzan (1963) described somatizing patients as using la 
pensée opératoire or “operational thinking,” meaning that they were strikingly devoid 
of fantasy, incapable of symbolic expression, and invested more in “things” than in 
products of the imagination. Their preoccupations tend to be concrete and repetitive 
(Joyce, Fujiwara, Cristall, Ruddy, & Ogrodniczuk, 2013).

Presumably, early caregivers of somatizing patients failed to foster a capacity to 
represent feelings, leaving their bodies to convey what their minds could not (cf. van 
der Kolk, 1994). Their alexithymia makes talk therapy difficult, but also vital for their 
improvement. Although they may have once received some secondary gain from the 
sick role, the pain they suffer is real and debilitating, and in adulthood there is very 
little that is rewarding about their psychology, unless they are invested in maintaining 
a legally disabled status.

Their sense of self tends to be fragile; they may feel unentitled and powerless. Indi-
viduals who somatize chronically often report that they feel repeatedly unheard—no 
doubt partly because listeners tune out defensively as their efforts to help are frustrated, 
but possibly also because of early experiences with caregivers who failed to respond 
to their communications. With professionals, they may act both helpless and oppo-
sitional. The unvoiced hatred that interviewers often feel from somatizing patients, 
especially those in the borderline range, may result from their repeated experience of 
being treated as annoying complainers and given the message “It’s all in your head.” 
In addition, their inner working model of relatedness may require them to be ill as a 
condition of being cared about by someone important to them.

Common countertransferences to somatizing patients may include feelings of futil-
ity, impatience, and irritation. Boredom, inner deadness, and disengagement are also 
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not uncommon. Treatment of individuals with somatizing tendencies is difficult and 
requires patience with their inarticulateness and negativity. Empathic acknowledg-
ment that their suffering is real is critical; otherwise, they may feel accused of malin-
gering. Because any movement toward emotional expression is stressful for them, they 
frequently become ill and cancel appointments just when their therapists begin to see 
progress. Central to their improvement is their therapists’ tactful encouragement to 
feel, name, and accept their emotional states.

KEY FEATURES

Contributing constitutional–maturational patterns: Possible physical fragility, 
early sickliness; some clinical reports of early physical and/or sexual abuse.

Central tension/preoccupation: Integrity versus fragmentation of bodily self.

Central affects: Global distress; inferred rage; alexithymia prevents acknowledg-
ment of emotion.

Characteristic pathogenic belief about self: “I am fragile, vulnerable, in danger 
of dying.”

Characteristic pathogenic belief about others: “Others are powerful, healthy, 
and indifferent.”

Central ways of defending: Somatization, regression.

Hysteric–Histrionic Personalities

Individuals with hysteric–histrionic personality styles are preoccupied with gender, 
sexuality, and their relation to power. Unconsciously, they see their own sex as weak, 
defective, or inferior, and the opposite sex as powerful, exciting, frightening, and envi-
able (Horowitz, 1991, 1997; McWilliams, 2011). With respect to outward behavior, 
they typically come across as flamboyant, attention-seeking, and seductive (although 
a subset may, paradoxically, strike clinicians as curiously naive, conventional, and 
inhibited). Before DSM-III introduced the diagnosis of histrionic personality disor-
der, most psychoanalytic thinkers used the term “hysteric” for neurotically organized 
people with these personality dynamics, and “histrionic” or “hysteroid” for those in 
the borderline and psychotic ranges. The DSM diagnosis of borderline personality dis-
order essentially depicts hysteric–histrionic personality organized at a borderline level 
of severity (cf. Zetzel, 1968).

Individuals with hysteric–histrionic personalities tend to seek power via seduc-
tiveness toward persons of the overvalued gender (“pseudohypersexuality”). Such 
use (or misuse) of sexuality has a defensive function, serving to ward off feelings of 
weakness, defectiveness, or fearfulness, and to gain a sense of power or conquest over 
the exciting (but envied and frightening) opposite sex. Sexual intimacy, however, is 
a source of conflict because of unconscious shame about one’s gendered body and 
fears of being damaged by the more powerful other. People with hysteric–histrionic 
psychologies often flaunt their sexuality in an exhibitionistic way, in an unconscious 
effort to counteract unconscious shame and fear (although some are sexually avoidant 
or unresponsive). Many observers have noted that hysteric–histrionic psychologies are 
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more common in cultures with strict, hierarchical gender roles. Cultural factors influ-
ence the nature of hysterical expression. For example, in Western societies, hysteric–
histrionic individuals are more likely to dramatize, while those in cultures that try to 
control the sexuality of people of their gender are apt to be inhibited—as were the 
“hysterics” with whom Freud originally worked in post-Victorian Vienna.

Clinical experience suggests that heterosexual individuals who grow up disap-
pointed by a same-sex parent and overstimulated by an opposite-sex parent may 
develop hysteric–histrionic personality styles. Thus women with hysteric–histrionic 
personality dynamics tend to describe their mothers as cold, depressed, or inept, and 
their fathers as larger than life. An opposite-sex caregiver may have been seductive or 
sexually inappropriate, sometimes to the point of molestation.

Patients with hysteric–histrionic personalities fear overstimulation, much as 
schizoid patients do, but from inside rather than from outside. Their own feelings and 
desires evoke anxiety. The dread of being overwhelmed by affect may be expressed in 
a self-dramatizing way of speaking, as if emotion is being unconsciously derided by 
being exaggerated. Cognitive style may be impressionistic (Shapiro, 1965), as these 
persons prefer not to look too closely at details for fear of seeing and knowing too 
much. Medically inexplicable physical symptoms expressing dissociated conflicts 
(conversion) may be present. Behavior, especially sexual behavior, may be impulsive or 
driven, yet regarded by these persons as unrelated to identifiable internal states. Like 
narcissistic individuals, patients with hysteric–histrionic personalities may compete 
for attention that reassures them of their value, but their exhibitionistic and competi-
tive qualities are limited to the realm of sexuality and gender. Outside that arena, they 
may be capable of warm and stable attachments.

When both parties are heterosexual, high-functioning (neurotic-level) female 
patients with hysteric personality dynamics may charm and captivate male therapists, 
at least initially, but annoy female therapists (although this pattern is not universal). 
For neurotic-level male patients with these dynamics, the reverse is true. As treatment 
progresses, clinicians’ own conflicts and discomfort around issues of gender, power, 
and sexuality may emerge. Therapists whose gender is devalued may feel irritated and 
demeaned; those whose gender is overvalued may initially feel narcissistically inflated 
(but may later come to feel manipulated or played). At the borderline level, histrionic 
patients tend to evoke fear and exasperation, as their intense unconscious anxiety 
impels them to act out rather than talk. With a therapist of the gender they see as 
powerful, they may be flagrantly seductive in ways therapists experience as alarming 
and disturbing.

A patient with hysteric–histrionic personality dynamics can benefit from both the 
relational and interpretive (exploratory) aspects of psychotherapy. The therapy rela-
tionship constitutes a new and different kind of relationship, one in which a therapist 
of the overvalued gender is neither seductive nor seducible, and a therapist of the under-
valued gender is neither competitive with the patient nor powerless and ineffectual. The 
dependability and emotional availability of the therapist, and the safety and stability 
of the therapeutic frame, provide a context for self-examination and interpretation in 
which the patient can gain insight into conflicts around gender, power, and sexual-
ity. Neurotically organized patients with hysteric–histrionic personality styles respond 
well to the interpretive or insight-oriented aspects of therapy; treatment of patients 
organized at the at the borderline level may require more deliberate handling of bound-
ary issues, confrontation about destructive enactments, and explicit psychoeducation.
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KEY FEATURES

Contributing constitutional–maturational patterns: Possible sensitivity, socio-
philia.

Central tension/preoccupation: Gender and power; unconscious devaluation of 
own gender/envy and fear of opposite gender.

Central affects: Fear, shame, guilt (over competition).

Characteristic pathogenic belief about self: “There is something problematic 
with my gender and its meaning.”

Characteristic pathogenic belief about others: “The world is best understood in 
terms of gender binaries and gender conflicts.”

Central ways of defending: Repression, regression, conversion, sexualization, 
acting out.

Narcissistic Personalities

Individuals with problematic narcissistic preoccupations exist along a continuum of 
severity, from the neurotic through the psychotic level of organization. Toward the 
neurotic end of the spectrum, narcissistic individuals may be socially appropriate, 
personally successful, charming, and (although somewhat deficient in the capacity 
for intimacy) reasonably well adapted to their family circumstances, work, and inter-
ests. In contrast, people with narcissistic personalities at the more pathological levels, 
whether or not they are personally successful, suffer from identity diffusion (often 
concealed by a grandiose self-presentation), lack an inner-directed morality, and may 
behave in ways that are highly destructive and toxic to others. Kernberg (1984) char-
acterizes the most problematic type of narcissistic individual as suffused with “malig-
nant narcissism” (i.e., narcissism blended with sadistic aggression)—a condition that 
he places on a continuum with the frankly psychopathic personality (Meltzer, 1973; 
Rosenfeld, 1987).

The characteristic subjective experience of narcissistic individuals is a sense of 
inner emptiness and meaninglessness that requires recurrent infusions of external 
affirmation of their importance and value. Narcissistic individuals who succeed in 
extracting such affirmation in the form of status, admiration, wealth, or success may 
feel an internal elation, behave in a grandiose and arrogant manner, evince a sense 
of entitlement, and treat others (especially those perceived as of lower status) with 
contempt. When the environment fails to provide such evidence, narcissistic individu-
als may feel depressed, ashamed, and envious of those who succeed in attaining the 
status that they lack. They often fantasize about unlimited success, beauty, glory, and 
power, and their lack of real pleasure in either work or love can be painful to wit-
ness. Given these considerations, they would belong on the introjective end of Blatt’s 
(2008) continuum because their patterns reflect attempts to establish and maintain 
a sense of self and their preoccupations with issues of autonomy, control, self-worth, 
and identity.

The DSMs’ narcissistic personality disorder describes the more grandiose or arro-
gant version of narcissistic personality (first described by Reich, 1933/1972, as the 
“phallic narcissistic character”). It omits from consideration the many persons who 
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come to therapists feeling shy and ashamed, avoiding relationships, and looking dif-
fident. Although often less successful than arrogant individuals with this psychology, 
they are internally preoccupied with grandiose fantasies.

Rosenfeld (1987) distinguished between the “thick-skinned” and “thin-skinned” 
narcissist; Akhtar (1989) between the “overt” and “covert” (shy) patient; Gabbard 
(1989) between the “oblivious” and the “hypervigilant” types; Masterson (1993) 
between the “exhibitionistic” and “closet” types; and Pincus and colleagues (Pincus, 
Cain, & Wright, 2014; Pincus & Roche, 2011) between the “grandiose” and “vulner-
able” ones. Russ, Shedler, Bradley, and Westen (2008) identified three subtypes of 
narcissistic patients, labeled “grandiose/malignant,” “fragile,” and “high-functioning/
exhibitionistic”; they described the last subtype as notable for grandiosity, attention 
seeking, and seductive or provocative attitudes, but also for significant psychological 
strengths. Patients with narcissistic concerns who are not in a position to act arro-
gantly may demand that the therapist teach them how to be “normal” or “popular,” 
complaining that they want what more fortunate people have. Narcissistic individuals 
frequently have hypochondriacal preoccupations and somatic complaints.

Recently, attachment and mentalization in patients with comorbid narcissistic 
and borderline personality disorders have been extensively addressed by Diamond and 
colleagues (2013, 2014). This literature suggests that narcissistic people have insecure 
attachment styles (both attachment anxiety and avoidance) that may result from early 
relationships with others that are confusing, unpredictable, and full of hidden agendas 
(cf. Diamond et al., 2014; Fossati, Feeney, Pincus, Borroni, & Maffei, 2015; Kealy, 
Ogrodniczuk, Joyce, Steinberg, & Piper, 2013; Miller, 1979/1981). Under such cir-
cumstances, children may respond by divesting themselves of meaningful emotional 
investment in others and becoming preoccupied instead with their selves and their 
bodily integrity.

Individuals with narcissistic personalities spend considerable energy evaluating 
their status relative to that of others. They tend to defend their wounded self-esteem 
through a combination of idealizing and devaluing others (Bradley, Heim, & Westen, 
2005). When they idealize someone, they feel more special or important by virtue of 
their association with that person; when they devalue someone, they feel superior. 
Therapists who work with such individuals tend to feel unreasonably idealized, unrea-
sonably devalued, or simply disregarded. Effects on the therapists may include bore-
dom, detachment, distraction (daydreaming, inability to focus attention or to track 
therapeutic dialogue), mild irritation, impatience, and the feeling that they are invisible 
(Colli et al., 2014). They may also, especially if the wounds to these patients’ self-
esteem are apparent, have parental feelings (Gazzillo et al., 2015; Gordon et al., 2016). 
Gabbard (2009b) noted that a narcissistic patient, especially one of the grandiose and 
overt type, can be experienced “as speaking ‘at’ instead of ‘to’ the therapist, leaving 
him/her unable to emotionally invest in the therapeutic relationship and to be a real 
‘participant observer’ ” (p. 528).

The clinical literature on narcissistic personality disorder includes diverse specu-
lations about etiology and consequently diverse treatment recommendations. Kohut 
(1971, 1977) emphasized empathic attunement and exploration of the therapist’s inev-
itable empathic failures, and described periods in treatment when the patient ideal-
izes the analyst, treating him or her as a perfect and all-powerful parent figure (the 
“idealizing transference”). He felt that during these times, the primary challenge for 
the therapist is to resist the temptation to confront this pattern too quickly. Kernberg 
(1975, 1984), on the other hand, has recommended the tactful but systematic exposure 
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of defenses against shame, envy, and normal dependency. Contemporary practitio-
ners are more likely to adopt an integrated approach to working with narcissistic 
individuals—confronting defenses when they are salient, and empathically attuning to 
underlying hurt and vulnerability when those feelings are accessible.

Narcissistic envy can create a subtle fear of progress in therapy (because improve-
ment would reveal that there was originally something to improve), whereas the ideal-
ization puts pressure on the therapist to be brilliant (but not so brilliant as to threaten 
the patient’s intelligence by comparison). Progress may thus be slow, but any improve-
ment for a patient with a narcissistic psychology is valuable for both the patient and 
those who relate to him or her. Like persons whose character structure is more psy-
chopathic, narcissistic people may be easier to help in therapy in midlife or later, when 
their investments in beauty, fame, wealth, and power have been disappointed, and 
when they have run into realistic limits on their grandiosity.

KEY FEATURES

Contributing constitutional–maturational patterns: No clear data.

Central tension/preoccupation: Inflation versus deflation of self-esteem.

Central affects: Shame, humiliation, contempt, envy.

Characteristic pathogenic belief about self: “I need to be perfect to feel OK.”

Characteristic pathogenic belief about others: “Others enjoy riches, beauty, 
power, and fame; the more of those I have, the better I will feel.”

Central ways of defending: Idealization, devaluation.

Paranoid Personalities

Individuals who are so recurrently or chronically paranoid that they have a diagnos-
able personality disorder are found mainly in the borderline and psychotic ranges. 
Paranoid psychologies are characterized by unbearable affects, impulses, and ideas 
that are disavowed and attributed to others, and are then viewed with fear and/or 
outrage. They occupy the introjective, self-definition end of Blatt’s continuum from 
relatedness to self-definition.

Projected feelings may include hostility, as in the common paranoid conviction 
that one is being persecuted by hostile others; dependency, as in the sense of being 
deliberately rendered humiliatingly dependent by others; and attraction, as in the belief 
that others have sexual designs on the self or on the people to whom one is attached 
(e.g., in the common phenomenon of paranoid jealousy or the syndrome of erotoma-
nia). Other painful affects, such as hatred, envy, shame, contempt, disgust, and fear, 
may also be disowned and projected. Although paranoia is described in somewhat 
one-dimensional ways in the DSMs, persons with paranoid psychologies may have 
complex subjective experiences organized around their terror to trust.

Because pathologically paranoid individuals tend to have histories marked by felt 
shame and humiliation (Gilbert, Boxall, Cheung, & Irons, 2005; Meissner, 1978), 
they expect to be humiliated by others and may attack first in order to spare them-
selves the agony of waiting for the inevitable attack from outside. Their expectation of 
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mistreatment creates the suspiciousness and hypervigilance for which they are noted—
attitudes that tend to evoke the hostile and humiliating responses they fear. Their 
personality is defensively organized around the themes of danger and power (either the 
persecutory power of others or the megalomanic power of the self).

Paranoid patients tend to have more or less mild thought disorders and trou-
ble conceiving that thoughts are different from actions—a belief that may stem from 
childhoods in which they were (or felt) criticized for their real or presumed attitudes, 
as if feelings are equivalent to action. Some clinical reports (Bonime, 1979; Stern, 
1989) suggest that they have experienced a parent as seductive or manipulative and 
are consequently alert to the danger of being seduced and exploited by the therapist 
and others. They may exist in anxious conflict between feeling panicky when alone 
(afraid that they will be damaged by an unexpected attack, and/or afraid that their 
destructive fantasies will damage or have already damaged others) and anxious in 
relationships (afraid that they will be used and destroyed by the agendas of others). 
Finally, paranoid people have severe difficulties putting themselves in others’ shoes 
and examining experiences from such a perspective; that is, they have problems in 
“cognitive decentration” (Dimaggio & Semerari, 2004).

Clinical experience attests to the rigidity of the pathologically paranoid person 
(Shapiro, 1981). A therapist’s countertransference may be strong, mirroring feelings 
that the paranoid person disowns and projects, such as helplessness, fright, and a sense 
of being criticized when the patient expresses only the angry aspects of his or her emo-
tional reaction and shows no fear or vulnerability. Such reactions also occur in other 
people interacting with paranoid individuals.

The clinical literature emphasizes the importance of maintaining a patient, 
matter-of-factly respectful attitude; the communication of a sense of strength (lest a 
paranoid patient worry unconsciously that his or her negative affects could destroy the 
therapist); a willingness to respond with factual information when the patient raises 
questions (lest the patient feel evaded or toyed with); and attending to the patient’s 
private conviction that aggression, dependency, and sexual desire—and the verbal 
expressions of any of these strivings—are inherently dangerous. It is best not to be too 
warm and solicitous, as such attitudes may stimulate a terror of regression and fuel 
suspicions about why the therapist is “really” being so nice.

KEY FEATURES

Contributing constitutional–maturational patterns: Possibly irritable/aggres-
sive.

Central tension/preoccupation: Attacking versus being attacked by humiliating 
others.

Central affects: Fear, rage, shame, contempt.

Characteristic pathogenic belief about self: “I am in constant danger.”

Characteristic pathogenic belief about others: “The world is full of potential 
attackers and users.”

Central ways of defending: Projection, projective identification, denial, reaction 
formation.
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Psychopathic Personalities

We prefer the earlier term “psychopathic” (Cleckley, 1941; Hare, 1991; Meloy, 1988, 
1997) to the current “antisocial.” Many people with psychopathic personalities are 
not obviously antisocial; that is, they are not observably at odds with social norms. In 
fact, many people with psychopathic personalities are able to pursue their agendas in 
contexts of social approval and even admiration. In some occupations, psychopathic 
behavior is rewarded (e.g., in the world of high-stakes finance, as journalistic coverage 
of the events leading to the 2008–2009 U.S. economic collapse exposed). Although 
many psychopathic individuals run into trouble with authorities, some are quite adept 
at evading accountability for the damage they do to others.

Once referred to as having “moral insanity” (Prichard, 1835), individuals with 
psychopathic personalities are commonly found in the borderline to the psychotic 
range of severity (Gacano & Meloy, 1994). Their characteristic orientation is toward 
seeking power for its own sake. They take pleasure in duping and manipulating others 
(Bursten, 1973). Deutsch’s (1955) classic concept of the “impostor” fits within the psy-
chopathic realm. Although the stereotype of antisocial personality involves aggression 
and violence, clinical writings over many decades (beginning with Henderson, 1939) 
have also noted more passive, parasitic versions of psychopathy, such as the person 
who operates a scam or Ponzi scheme within a relational matrix.

Psychopathic people feel anxiety less frequently and intensely than others (Ogloff 
& Wong, 1990; Zuckerman, 1999). People with diagnosed antisocial personality dis-
order have a higher-than-normal craving for stimulation and may seek it addictively 
(Raine, Venables, & Williams, 1990; Vitacco & Rogers, 2001). Psychopathic individ-
uals lack the empathy and the moral center of gravity that, in people of other person-
ality types, tames the striving for power and directs it toward socially valuable ends.

Psychopathic individuals may be charming and even charismatic, and they may 
read others’ emotional states with great accuracy (Dolan & Fullam, 2004). They may 
be hyperacutely aware of their surroundings, but think and act from a self-referential 
stance and for egoistic purposes. Their own emotional life tends to be impoverished, 
and their expressed affect is often insincere and intended to manipulate. Their affec-
tive connection to others is minimal; they typically lose interest in people they see as 
no longer useful. They cannot describe their emotional reactions with any depth or 
nuance. Their indifference to the feelings and needs of others, including their char-
acteristic lack of remorse after harming others, may reflect a grave disorder of early 
attachment. Neglect, abuse, addiction, chaotic undependability in caregivers, and pro-
foundly bad fits between a child’s temperament and those of responsible adults have 
been associated with later psychopathy, but there also appear to be temperamental 
contributing factors.

Therapists working with psychopathic individuals may find themselves feeling 
initially charmed and then deeply disturbed. They lack the usual sense of emotional 
connection and may find themselves feeling uncharacteristically apprehensive, jittery, 
or even “under the thumb” of their psychopathic patients—all countertransferences 
that are highly informative. Recent empirical studies have identified clinicians’ emo-
tional reactions of being criticized and overwhelmed while working with psychopathic 
patients (Colli et al., 2014; Gazzillo et al., 2015). Any known history of violence in a 
patient that coexists with these distressing emotional reactions should impel a thera-
pist to give first consideration to issues of his or her own safety.
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Treatment in which therapists persistently try to reach out sympathetically may 
come to grief with psychopathic patients, who regard kindness as signs of weakness. It 
is possible, however, to have a therapeutic influence on many psychopathic individu-
als if their clinicians convey a powerful presence, behave with scrupulous integrity, 
and recognize that these patients’ motivations revolve primarily around the desire for 
power. The prospects for any therapeutic influence are better if a psychopathic indi-
vidual has reached midlife or later, and has thus felt a decline in physical power and 
encountered limits to omnipotent strivings.

KEY FEATURES

Contributing constitutional–maturational patterns: Possible congenital aggres-
siveness, high threshold for emotional stimulation.

Central tension/preoccupation: Manipulating versus fear of being manipulated.

Central affects: Rage, envy.

Characteristic pathogenic belief about self: “I can do whatever I want.”

Characteristic pathogenic belief about others: “Everyone is selfish, manipulative, 
dishonorable, and/or weak.”

Central ways of defending: Reaching for omnipotent control.

Sadistic Personalities

Sadistic personality organization is found mainly at the borderline or psychotic level 
and is organized around the theme of domination. Internally, the sadistic person 
may experience deadness and affective sterility, which are relieved by inflicting pain 
and humiliation—in fantasy and often in reality. The diagnosis of sadistic personal-
ity disorder was listed as a provisional category in DSM-III-TR but disappeared in 
DSM-IV; yet, as Meloy (1997, p. 631) noted, “burning the map does not eliminate 
the territory.” The reasons for the removal of this syndrome from the DSM are not 
clear, but may have included a concern that there is considerable overlap between 
sadistic and antisocial psychopathology. Yet, despite the fact that sadism and psy-
chopathy are highly related (Holt, Meloy, & Strack, 1999), they are not identical. 
Not all psychopathic people are notably sadistic, nor are all sadistic people psycho-
pathic.

Except for studies of criminal sexual sadism, there has been very little empirical 
research on sadistic personality patterns or disorders. Millon (1996) offers one of the 
few comprehensive accounts in the literature. Sadistic individuals are seen mainly in 
forensic settings, in which professionals may confront numerous people whose over-
riding motivation involves controlling, subjugating, and forcing pain and humiliation 
on others. Sadistic personality is readily recognizable. Meloy (1997) cites the man 
who smiles broadly and shamelessly while recounting his battering of his wife, and 
the child “who does not angrily kick a pet, but instead tortures animals with detached 
pleasure” (p.  632). In the search for total control over another—a project Fromm 
(1973, p.  323) called the turning of “impotence into omnipotence”—the sadistic 
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person always chooses as a target those who are subordinate, weaker, and compara-
tively powerless (Shapiro, 1981).

Only a fraction of those who abuse others are characterologically sadistic. 
Although many people strike out when they feel provoked or attacked, sadistic people 
tend to inflict their tortures with a dispassionate calm (perhaps originally a defense 
against being overwhelmed by rage). Thus forensic scientists distinguish between 
“affective” (catathymic) and “predatory” violence (e.g., Serin, 1991). The hallmark 
of sadism is the emotional detachment or guiltless enthusiasm with which domination 
and control are pursued. This detachment, which may include the systematic, step-
by-step preparation of a sadistic scenario, has the effect (and probably expresses the 
intent) of dehumanizing the other (Bollas, 1995). Although it is likely that all individu-
als with sadistic personality disorder are sadistic in their preferred expressions of sexu-
ality, many people whose sexual fantasies or enactments involve sadistic themes are 
not sadistic generally and so cannot be considered to have the personality syndrome.

Professionals interviewing sadistic individuals typically report feelings of visceral 
disturbance, vague uneasiness, intimidation, “creepiness,” and being overwhelmed by 
strong negative feelings. Meloy (1997) mentions goose bumps, the feeling of one’s hair 
standing on end, and other atavistic reactions to a predator–prey situation. Because 
sadistic individuals are mendacious (Stone, 1993) and may enjoy tormenting their 
interviewers by lying or by withholding verbal descriptions of their sadistic preoccu-
pations, such countertransferences may be a prime indication of underlying sadism. A 
therapist should always take seriously disturbing reactions of this sort, as indicating 
the need for more thorough assessment and a treatment plan that takes into account 
the person’s possible dangerousness.

We know of no reports of successful psychotherapy for characterological sadism. 
Stone (1993, 2009), who has carefully analyzed biographical accounts of murderers, 
considers the sadistic individuals he has studied to be beyond the reach of therapy. The 
attachment deficit manifested by treating other beings as objects to toy with rather 
than subjects to respect may preclude developing the capacity for a therapeutic alli-
ance. In addition, the pleasure in sadistic acts, especially orgiastic pleasure in sexual 
sadism, may be so reinforcing that efforts to reduce the sadistic pattern are futile. 
Still, accurate diagnosis of sadistic personality has significant implications for making 
recommendations to judicial officers, reducing opportunities for harm, helping people 
affected by sadistic persons, and allocating resources realistically.

KEY FEATURES

Contributing constitutional–maturational pattern: Unknown.

Central tension/preoccupation: Suffering indignity/inflicting such suffering.

Central affects: Cold hatred, contempt, pleasure (sadistic glee).

Characteristic pathogenic belief about self: “I am entitled to hurt and humiliate 
others.”

Characteristic pathogenic belief about others: “Others exist as objects for my 
domination.”

Central ways of defending: Detachment, omnipotent control, reversal, enactment.
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Borderline Personalities

In the first PDM, we used the term “borderline” to refer only to a clinically inferred level 
of personality organization. Since its publication, the concept of a specific borderline 
type of personality disorder, defined by DSM criteria, has become so pervasive that we 
now follow Kernberg’s solution of discriminating between borderline personality orga-
nization and borderline personality disorder. In addition, Shedler (2015) and Westen 
and colleagues (2012) have found that clinicians identify a construct of borderline-
dysregulated personality disorder that overlaps with both the DSM diagnostic construct 
of borderline personality disorder and Kernberg’s concept of borderline organization.

In attachment research, scholars have identified a relevant disorganized/disori-
ented or “type D” insecure attachment style (e.g., Fonagy, Target, & Gergely, 2000; 
Liotti, 2004; Liotti, Pasquini, & Cirricone, 2000; Main & Solomon, 1986). This pat-
tern is characterized by chronic, long-term difficulties in tolerating and regulating 
affect, and involves regarding attachment figures (such as therapists) as both objects 
of safety and objects of fear, causing them to be treated with confusing combinations 
of desperate clinging, hostile attack, and dissociative-like states of detachment. Neuro-
scientific research (Fertuck, Lenzenweger, Hoermann, & Stanley, 2006; van der Kolk, 
2003) indicates that early trauma can damage the capacities for executive control (and 
thus affective regulation).

Efforts to understand the psychologies of people with borderline personalities span 
decades and have been undertaken from many perspectives. The concept has always 
been seen as complex and multifaceted. Scholars have viewed borderline personality in 
terms of reliance on splitting, projective identification, and other highly costly defenses 
(Kernberg, 1967, 1984); problems in psychiatric management (Gunderson & Singer, 
1975; Main, 1957; Skodol, Gunderson, et al., 2002a; Skodol, Siever, et al., 2002b); 
disorganized attachment (Fonagy et al., 2000; Holmes, 2004; Liotti, 2004); inability 
to mentalize (to recognize internal states in self and others that underlie behaviors) and 
regulate affect (Fonagy, Gergely, Jurist, & Target, 2002); and inability to experience 
continuity of self and others (Bromberg, 1998; Chefetz, 2015; Meares, 2012).

In regard to etiology, there is evidence for a genetic vulnerability (Kernberg & 
Caligor, 2005; Paris, 1993; Siever & Davis, 1991; Stone, 1980; Torgersen, 2000), for 
origins in an early attachment disorder (Guidano & Liotti, 1983), for developmen-
tal arrest (Bateman & Fonagy, 2004; Fonagy et al., 2002; Masterson, 1972, 1976, 
1988), and for the effects of severe relational trauma (Meares, 2012). The relative 
weight of each of these factors varies from person to person. Individuals with border-
line personality disorder are notoriously difficult patients, partly because they may 
challenge ordinary therapeutic limits and evoke intense countertransference reactions, 
and partly because they require modification of the treatment models in which many 
therapists are trained.

Patients with borderline personality disorder feel emotions that easily spiral out 
of control and reach extremes of intensity, compromising their capacity for adaptive 
functioning. They tend to catastrophize, and they consequently require the presence 
of another person to help regulate their affect and be soothed. When the relationship 
with this other person becomes closer, however, they feel easily controlled or engulfed, 
and at the same time feel a deep fear of being rejected and abandoned. This inner tur-
moil disposes them to misunderstand the attitudes and behaviors of others as signs of 
present or future rejection and abandonment.
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Such patients tend to have difficulties in connecting their own actions and feelings 
with what they think and with what is happening. They have trouble understanding 
other people’s behaviors, intentions, desires, and emotions (i.e., failures in mentaliza-
tion), often misinterpreting them via projection, or taking it for granted that others 
think and feel as they do. They have difficulties in putting themselves in other people’s 
shoes and taking their perspectives. As a consequence, they tend to see other people in a 
binary (good or bad) and egocentric way. They may be naive, with a tendency to develop 
stereotypical explanations of their own and other people’s behaviors, intentions, and 
desires; or they may be unduly suspicious, developing interpretations of these experi-
ences that are so convoluted that they lose connection with the experiences themselves.

They additionally have difficulties in feeling a sense of continuity in their own 
experience. They may shift from one affect to another, from one self-representation 
to another, and from one self-state to another, without noticing the inconsistencies 
between these different affects, representations, and states. As a consequence, they 
may feel disoriented by their own behavior and may disorient people who are interact-
ing with them. They tend to stir up in others emotions similar to those they are expe-
riencing and/or emotions that they disavow in themselves.

They tend to feel an inner “void” and may enter into dissociated, trance-like states 
of consciousness. They may use self-mutilating behavior to soothe themselves. Often 
they report that these self-harming acts make them feel alive or reconnected with their 
bodies. They may make suicide threats or gestures for this reason, or, alternatively, 
to attract other people’s attention or to manipulate them (or both). They may behave 
sexually or aggressively when their attachment needs are stirred up. They may often 
(but not always) be impulsive, and they tend to have trouble making and maintaining 
long-lasting, gratifying close relationships and stable, satisfying work lives.

The general recommendations in this manual for working with individuals in the 
borderline range of severity apply to those with diagnosable borderline personality dis-
order. To our knowledge, all approaches to helping an individual with borderline per-
sonality disorder emphasize the centrality of the working alliance and the importance 
of repairing it when it is damaged; the critical role of boundaries and the therapist’s 
willingness to tolerate the patient’s rage and hurt when boundaries are maintained; the 
discouragement of regression; the expectation of intensity; the inevitability of either–or 
dilemmas; the importance of the patient’s sense of the therapist as an affectively genuine 
person; and the development of capacities for self-reflection, mentalization, or mindful-
ness. They also emphasize the need for ongoing clinical supervision and consultation.

Interestingly, psychoanalytic theorists who have written about the treatment of 
borderline personality disorder emphasize how their treatments deviate from standard 
psychoanalytic treatments (e.g., Bateman & Fonagy, 2004; Clarkin et al., 2006; Kern-
berg, 1989; Masterson, 1976, 1983), and cognitive-behavioral therapists emphasize 
how their treatments deviate from standard CBT (e.g., Linehan, 1993; Young, Klosko, 
& Weishaar, 2003).

KEY FEATURES

Contributing constitutional–maturational patterns: Congenital difficulties with 
affect regulation, intensity, aggression, capacity to be soothed.

Central tension/preoccupation: Self-cohesion versus fragmentation; engulfing 
attachment versus abandonment despair.
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Central affects: Intense affects generally, especially rage, shame, and fear.

Characteristic pathogenic belief about self: “I don’t know who I am; I inhabit 
dissociated self-states rather than having a sense of continuity.”

Characteristic pathogenic belief about others: “Others are one-dimensional and 
defined by their effects on me, rather than by a sense of their complex individual 
psychology.”

Central ways of defending: Splitting, projective identification, denial, dissocia-
tion, acting out, and other primitive defenses.
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APPENDIX 1.1

Comparison of PDM-2 with Other Diagnostic Systems

As noted at the beginning of this chapter, the PDM-2 classification system serves different 
purposes from those of the American Psychiatric Association’s DSM system and the World 
Health Organization’s ICD system. It is intended to provide a deeper clinical understand-
ing for purposes of case formulation and treatment planning, especially when psycho-
therapy is a reasonable treatment recommendation.

The DSM and ICD systems have been geared to the reliability of their designated 
categories for research purposes; for purposes of comparing researched populations across 
different samples, sites, and theoretical frameworks within which researchers operate; 
for billing and insurance reimbursement purposes, to distinguish between what is and is 
not covered by insurance programs; for epidemiological purposes; and for selected treat-
ment purposes (e.g., to facilitate psychopharmacological decision making). Our diagnostic 
approach is geared toward individualized case formulation and treatment planning for 
therapies that attempt to address the full range and depth of a person’s psychological 
experience.

The DSM and ICD taxonomies continue to offer a largely categorical (present–absent) 
approach to diagnosis. PDM-2 diagnoses, in contrast, are meant to refer to spectra or 
continua. Some personality patterns or syndromes exist on a spectrum that ranges from 
a “normal” or healthy level of functioning, through neurotic and borderline ranges, into 
thought-disordered functioning and frank psychosis. Others, such as paranoid and sadistic 
psychologies, are found mainly in the borderline and psychotic ranges.

Clinical theorizing has viewed many conditions, including personality patterns (the P 
Axis) and overall mental functioning (the M Axis), as existing on continua rather than as 
mutually exclusive categories. For example, hysterical and obsessional styles have some-
times been construed as two ends of a polarity (Shapiro, 1965; Sullivan, 1956). A spectrum 
that runs from schizoid to paranoid psychologies can be described (Klein, 1946); another 
has been described as connecting depressive and masochistic orientations (Kernberg, 
1988). Narcissistic and psychopathic personalities can be formulated on a continuum of 
severity of incapacity to care about others (Gacono & Meloy, 1988; Kernberg, 1992, 2014; 
Meloy, 1988). Interestingly, in response to critiques of prior DSMs to the effect that per-
sonality disorders are dimensional, the members of the DSM-5 Personality and Personality 
Disorders Work Group attempted to reclassify personality pathology via a dimensional 
trait model. Although their recommendations were eventually rejected (perhaps because 
trait models, even dimensional ones, may fail to capture thematic personality differences; 
see McWilliams, 2012), they survive in an appendix of DSM-5.

As there are numerous lenses through which types and disorders of personality can 
be viewed, theorists and researchers have suggested many different ways to conceptual-
ize them. In academic personality psychology, there is a vast literature on the “five-factor 
model” (Markon, Krueger, & Watson, 2005; McCrae & Costa, 2003; Singer, 2005; Widi-
ger & Costa, 2002), which focuses on the factor-analytically derived traits of extraversion, 
neuroticism, openness to experience, agreeableness, and conscientiousness. The “alterna-
tive DSM-5 model” for personality disorders relies heavily on that model (Samuel & Widi-
ger, 2008; Saulsman & Page, 2004; Trull, 2012). Diagnosis involves (1) an assessment 
of the level of impairment in personality functioning (including disturbances in self or 
interpersonal functioning); and (2) an evaluation of pathological personality traits (orga-
nized in five broad domains—negative affective, detachment, antagonism, disinhibition, 
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and psychoticism—with 25 trait “facets”). This approach allows one to derive a person-
ality pathology classification that includes antisocial, avoidant, borderline, narcissistic, 
obsessive–compulsive, and schizotypal disorders, or, in cases in which a personality dis-
order is considered present but the criteria for any specific psychopathological picture are 
not met, a diagnosis of personality disorder—trait specified (PD-TS).

Our classification system, which has been influenced by both scientific researchers 
and observant practitioners, derives more from the clinical psychological and psychiatric 
traditions. It is a dimensional system, but in contrast to the DSM-5 alternative model, it 
emphasizes groupings that reflect underlying psychological themes and tensions rather 
than discussed discrete, variable-centered (vs. person-centered) trait dimensions. In the 
clinical literature, such themes have been variously discussed  as “internalized object rela-
tions” (Fairbairn, 1952), “repetitive structures” (French, 1958), “inner working models” 
(Bowlby, 1969), “nuclear conflicts” (Malan, 1976), “representations of internalizations 
that have been generalized” (Stern, 1985), “fundamental and repetitive emotional struc-
tures” (Dahl, 1988), “internal relational models” (Aron, 1991), “nuclear scenes” (Tom-
kins, 1995), “emotion schemas” (Bucci, 1997), “core conflictual relationship themes” 
(Luborsky & Crits-Cristoph, 1996), “implicit relational knowing” (Lyons-Ruth, 1999), 
“personal schemes” (Horowitz, 1998), and “individual schemas” (Young et al., 2003).

The DSM system is intended to be noninferential: It is constructed to put symptoms 
and attributes that people have in common into the same diagnostic compartments, with-
out imputations of underlying mental processes or meaning. In fact, the intent of the fram-
ers of recent editions of DSM, beginning with DSM-III, was to be atheoretical—that is, 
to describe phenomena without assuming any overarching theory of mental functioning 
(American Psychiatric Association, 1980, 1987, 1994, 2000, 2013). Moreover, because 
DSM-III was intended to be more useful to researchers in psychopathology than its prede-
cessors had been, its syndromes were described in terms of noninferential, present-versus-
absent criteria sets that can be easily noted by a nonclinician.

This “neo-Kraepelinian” model (Compton & Guze, 1995; Feighner et al., 1972; Kler-
man, 1978; Sanders, 2011) has made it easier for mental health professionals to talk across 
differences of theoretical orientation, and it has made randomized controlled trials of dif-
ferent approaches to specific categories of psychopathology easier to conduct. But it has 
not been so useful to therapists, who have typically preferred more dimensional, infer-
ential, and contextual diagnostic approaches. Our intent, in the various dimensions that 
constitute our nosological array, is to describe human problems dimensionally and to infer 
meanings, as best we can discern them, of observed phenomena: symptoms, behaviors, 
traits, affects, attitudes, thoughts, fantasies, and so on—the full range of human mental 
functioning.

One classification system cannot capture all the ways in which human beings vary 
along clinically relevant dimensions. But because of its significance for therapeutic choices, 
we have put primary emphasis here on what Kernberg (1984) has called the “severity 
dimension” in personality pathology. Readers interested in other psychodynamic ways of 
construing individual differences in personality and psychopathology are encouraged to 
look into Operationalized Psychodynamic Diagnosis (OPD; Cierpka et al., 2007; OPD 
Task Force, 2008), which includes axes for traditional DSM and ICD categories and other 
axes to capture the severity of relationship, conflict, and structural characterological psy-
chopathology from a psychodynamic perspective.

In recent editions of DSM, some personality syndromes and disorders known to ther-
apists have been omitted because they are not commonly seen in ordinary clinical prac-
tice (e.g., individuals with sadistic or counterdependent personalities, respectively, tend to 
avoid mental health treatment) and/or because there has been little empirical investiga-
tion of them (e.g., although depressive personality disorder is common, it was excluded 
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from DSM-III and subsequent editions on the basis of insufficient research; see Hirschfeld, 
1991; Kernberg, 1984). Rather than omitting underresearched disorders, we include those 
on which there is broad clinical agreement in the hope that future research will refine our 
formulations. In PDM-2, we have also tried to synthesize and simplify—thus resisting the 
temptation to keep generating ever more diagnostic entities, as seems to have happened 
in DSM-5. Accordingly, we have been less definitive and categorical about variants and 
subtypes of personality.

DSM categories of personality attempt to describe distinct clusters of symptoms and 
attributes, but “in nature,” their discrete disorders frequently overlap in part with the clus-
ters of symptoms and attributes of other DSM categories. Thus it has been conventional in 
recent decades to put an individual’s difficulties into two (or more) illness categories and to 
describe the person as suffering from two (or more) “comorbid” illnesses. In contrast, we 
emphasize, for each individual, one coherent and meaningful organization of personality, 
which can represent a unique set of recurrent concerns or a particular admixture of the 
defining characteristics of two or more personality organizations and symptom patterns. 
Robert Michels (personal communication to the P-Axis chairs, July 14, 2014) describes an 
image that may speak for many scholars of personality:

I think of a multidimensional conceptual space of personality and personality disorders with 
each individual a point. Many points are distributed diffusely, but there are some clusters—
these are the specific types. I would emphasize, however, that many (most?) individuals are near 
but not in a cluster, while others are not near any cluster. It is clinically helpful to identify a 
nearby cluster if there is one, but important to recognize that there often is not.

Although psychodynamically oriented practitioners will be more familiar with PDM 
concepts than clinicians of other theoretical orientations, we hope that this volume will be 
of use to a broad range of clinicians. We wish to emphasize both our respect for alternative 
terminologies and conceptualizations and our effort to be helpful to therapists of diverse 
conceptual systems and therapeutic traditions.
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APPENDIX 1.2

Definitions of Relevant Terms and Concepts

For purposes of our classification, it may be useful to define the boundaries of the word 
“personality,” especially in comparison to “character” and “temperament.” Similarly, we 
attempt a conceptual comparison of the terms “style,” “trait,” and “type,” and comment 
on the meaning of “defense” as it has been used in clinical practice and research. We 
emphasize that these concepts, and the nuances that differentiate them, are products of 
Western intellectual and medical traditions; as such, they have some limitations that we 
address later.

Personality

We define “personality” as relatively stable ways of thinking, feeling, behaving, and relat-
ing to others. In this context, “thinking” encompasses not only one’s belief systems and 
ways of making sense of self and others, but also one’s moral values and personal ideals. 
Each of us has a set of individual assumptions and templates by which we try to under-
stand our experience; a set of values and ways of pursuing what we see as valuable; a per-
sonal repertoire of familiar emotions and ways of handling them; and some characteristic 
patterns of behaving, especially in our personal relationships. “Personality” denotes one 
person’s type of adaptation and lifestyle—the pattern that has resulted from the conver-
gence of constitutional factors, development, and social and cultural experience. Some 
of these processes are conscious and experienced as voluntary; others are unconscious, 
automatic, and not readily accessible via introspection (in currently popular terminology, 
they are “implicit”).

We use the terms “personality” and “character” (see below) essentially synonymously, 
but the terms have different etymologies. “Personality” derives from persona, the social 
mask in theater (see, e.g., Allport, 1937); “character” has traditionally referred to etched 
mental structure. In other words, “personality” historically referred to observed phenom-
enology, “character” to the inferred mental interior. With the advent of DSM-III and its 
disavowal of theory, the term “personality” largely supplanted the term “character” in 
the clinical literature. We follow contemporary convention in using “personality” as the 
umbrella term, subsuming the historical concepts of both “personality” and “character.”

Although the term implies significant components of stability and continuity, person-
ality is not fixed and immutable; it evolves throughout the lifespan. Moreover, what we 
describe as “stable” is often not continually expressed in behavior. Rather, what are stable 
are the underlying psychological patterns and organizing themes, the expression of which 
is contingent on specific circumstances. For example, individuals with narcissistic person-
ality pathology may become enraged and aggressive in response to feeling slighted, but 
may be cooperative, affable, and even empathic when feeling secure and appreciated. Like-
wise, individuals with a borderline personality organization may engage in self-harm (such 
as self-cutting and parasuicidality) when an attachment relationship is threatened, but 
may function relatively stably when feeling secure in an attachment relationship. In other 
words, what are stable are not necessarily behaviors per se, but psychological propensi-
ties that may be activated or dormant at a given juncture. The study of personality thus 
requires attention to both nomothetic elements (individual differences in traits, features, 
ways of acting, etc., that can be meaningfully studied and discussed vis-à-vis a population) 
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and idiographic ones (psychological features, experiences, and meanings that apply to a 
specific individual, and that cannot meaningfully be described vis-à-vis a population).

Temperament

“Temperament” refers to constitutional components of the personality—in particular, to 
the relatively stable dispositions that are present from birth (Kagan, 1994; Thomas, Chess, 
& Birch, 1968). Most of these aspects of self-experience and self-expression are genetically 
or epigenetically determined, but some immutable aspects of temperament may result from 
intrauterine events with lifelong consequences, such as prenatal exposure to high levels of 
maternal stress hormones (Panksepp, 2001).

Character

“Character” derives from the ancient Greek kharássein (“to engrave, to trace, to inscribe”). 
This term indicates the set of distinctive characteristics of an individual, his or her “brand.” 
The term was widely used by early psychoanalysts (e.g., Abraham) in reference to the 
theory of psychosexual development and fixation (oral, anal, phallic, or genital character). 
Reich (1933/1972) used the term as we would generally use “personality” today. In con-
temporary, everyday usage, however, “character” tends to imply either morality, as in “She 
is a person of the finest character,” or eccentricity, as in “He is quite a character!” The 
latter usage notably implies uniqueness, rather than inclusion in a cluster.

Traits

“Traits” are relatively narrow-band psychological attributes that can be studied on a popu-
lation basis, such that individuals can be located on a continuum (i.e., described as “low” 
or “high” on a trait) relative to a population or normative reference sample. Concepts such 
as “agreeableness” or “conscientiousness” are examples of traits. The five-factor model is 
widely used, especially in academic psychology, as a trait-based method of understanding 
people and locating them on well-researched dimensions relative to other people. Traits 
occur in a wide spectrum of social and personal contexts. The concept of “trait” var-
ies with theoretical context and usually denotes stability. Recent cognitive-interactionist 
voices have urged the elimination of the essentialism once suggested by the term, and have 
asked that we consider such phenomena as “under construction”—in other words, as vari-
able moderators of the personality that mediate one’s relationship with the environment. 
Despite the variability of their manifestations in different populations, some trait concepts 
emerge reliably in transcultural research.

Type of Personality

The term “type” may describe a complex but recognizable configuration of multiple inter-
related psychological and behavioral characteristics that describes clusters of people. The 
term connotes a recognizable general pattern of functioning without implying psychopa-
thology. Jung (1921/1971, p. 612) defined “type” as the “characteristic pattern of a general 
attitude that recurs in many individual shapes.” In everyday language, this connotation 
is preserved in the notion of “Type A” versus “Type B” individuals (Horney, 1950; Leary, 
1957) or in expressions such as “He’s the controlling type.”
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Style of Personality

“Style” is similar to “type,” in that it deliberately avoids imputing psychopathology to a 
recognizable pattern. It is often used to denote a type of personality that is not problematic 
enough to warrant the term “disorder.” For example, a woman with an obsessional “style” 
has relatively adaptive traits and defenses that, in their extreme and maladaptive forms, 
characterize obsessive personality disorder. In other words, she has an obsessive personal-
ity, but not an obsessive personality disorder. The term “style” has been used extensively, 
including in several editions of DSM, to describe a more or less stable and “everyday” 
configuration of the personality of an individual.

Shapiro (1965), whose work originally popularized this usage, noted the “styles of 
functioning as a matrix for specific traits or symptoms” which are “presumably, slow to 
change, and, therefore, guarantee not only an individual’s consistency, but also his relative 
stability over long periods of time” (p.  4). More recently, probably because of its non-
pathologizing connotation, the notion of “style” has also been applied to measured attach-
ment patterns (e.g., “This child has an avoidant attachment style”).

Defenses

The term “defenses” refers to the characteristic ways in which we protect ourselves from 
psychological threats and aversive affect states, and attempt to maintain psychological 
equilibrium and homeostasis in the face of challenges and hardships. In contrast to “cop-
ing” mechanisms, defenses operate in a mostly automatic manner, partially or wholly out 
of awareness. In the historical context of psychoanalytic drive or conflict theory, defenses 
arise from inner or intrapsychic conflict: the interplay of needs, impulses, or desires on the 
one hand and prohibitions or painful realities that oppose them on the other.

Everyone has a repertoire of defensive processes, which may be more or less adaptive 
versus costly. There are more “mature” or adaptive defenses (such as humor, altruism, 
sublimation, and suppression) that contribute to effective functioning, and less adaptive 
defenses (such as denial, acting out, projective identification, and splitting) that are psy-
chologically costly and may significantly disrupt effective functioning. The less mature 
defenses involve conspicuous levels of distortion of self, others, or external reality (Cramer, 
2015; Perry, 1990, 2014; Vaillant, 1992).

“Defensive style” is intertwined with personality. Pervasive, rigid, and/or intense use 
of maladaptive defenses underlies both symptom formation and personality disturbances 
severe enough to be termed “disorders” (Hilsenroth, Callahan, & Eudell, 2003; Kramer et 
al., 2013; Lingiardi et al., 1999; Perry, 2001; Perry & Høglend, 1998; Perry & Presniak, 
2013; Perry et al., 2013).

The Anaclitic–Introjective Polarity 
(Relatedness vs. Self‑Definition)

The “anaclitic–introjective” (or “relatedness vs. self-definition”) dimension refers to the 
two-polarities model of personality proposed by Blatt and colleagues (Blatt, 2008; Blatt 
& Blass, 1990; Blatt & Luyten, 2010), in which personality evolves through a dialectic 
interaction between these two fundamental psychological coordinates. It overlaps con-
ceptually with the dimension of extraverted/extratensive/externalizing–introverted/intro-
tensive/internalizing and many similar polarities (e.g., Jung’s [1921/1971] introversion–
extraversion, Bakan’s [1966] and Pincus’s [2005] communion–agency, Beck’s [1983] 
sociotropic–autonomous dimension, McAdams’s [1988] relationship–independence, 
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Spiegel & Spiegel’s [1978] Nietzsche-inspired Dionysian–Apollonian dimension, and 
Westen et al.’s [2012] internalizing–externalizing personality disorders).

More specifically, relatedness and self-definition are involved in the development 
of the capacity to establish and maintain, respectively, (1) reciprocal, meaningful, and 
satisfying relationships and (2) a coherent, realistic, differentiated, and positive sense of 
self. These two developmental processes influence each other; well-functioning personal-
ity organization expresses comfort at both ends of the spectrum. In contrast, personality 
pathology is characterized by a defensive and exaggerated emphasis on one developmental 
dimension at the expense of the other. The various personality disorders can be organized 
into two basic configurations: one focused around issues of relatedness (“anaclitic”) and 
the other focused around issues of self-definition (“introjective”) (Luyten & Blatt, 2013). 
This conceptualization seems to have influenced the alternative DSM-5 model for per-
sonality disorders discussed in Appendix 1.1, whose criterion A for the diagnosis of per-
sonality disorder is moderate or severe impairment in self and interpersonal functioning 
(Bender, Morey, & Skodol, 2011).

Blatt’s polarity has been found to discriminate between patients at all levels of psy-
chological health and to have vital implications for the understanding and treatment of 
depression, personality disorders, and other psychopathologies (Blatt, 2004, 2008; Blatt 
& Zuroff, 1992; Fertuck, Bucci, Blatt, & Ford, 2004; Morse, Robins & Gittes-Fox, 
2002; Ouimette, Klein, Anderson, Riso, & Lizardi, 1994). For example, there is emerg-
ing research evidence that supportive–expressive therapies work better with patients with 
anaclitic psychologies, at least initially, whereas interpretive interventions are preferable 
for those with introjective personality structures (Blatt, 2006; Blatt, Zuroff, Hawley, & 
Auerbach, 2010).
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Introduction

This chapter describes 12 categories of basic mental functions that can help clinicians 
capture the complexity and individuality of each patient. We provide descriptions of 
different levels of psychological functioning and adaptation, ranging from more com-
promised to more functional, along with descriptors that allow a clinician to rate a 
patient in each capacity. Clinical utility demands that both adaptive and maladaptive 
functioning be taken into account in order to plan the most effective and well-rounded 
therapeutic interventions, anticipate challenges that may arise during treatment, delin-
eate therapeutic goals, and evaluate treatment progress.

While the P Axis encourages clinicians to think about both overall functioning 
and specific personality patterns/disorders, the M Axis encourages them to consider 
and assess particular areas of mental functioning. The P Axis captures the level of 
personality functioning and a patient’s fit within a prototype, and the M Axis comple-
mentarily fleshes out the specific functions that contribute to the patient’s personal-
ity organization. Consider, for example, two patients, both of whom have borderline 
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organizations. One may have a borderline organization because of his or her cognitive 
schemas and/or frequent use of immature defenses, whereas the other has a borderline 
organization associated with poor interpersonal functioning, poor self-integration, 
and use of midlevel defenses. Even though both have an ostensibly similar personality 
organization, the M Axis helps the clinician flesh out at a granular level the mecha-
nisms that contribute to and shape the overarching organization for each patient.

The M-Axis domains are built on a wide range of psychodynamic, cognitive, 
and developmental models, as well as on research related to these frameworks. The 
inclusion of multiple models allows for an in-depth approach to personality, clinical 
symptoms, and the therapeutic process. Although DSM diagnoses have been useful for 
research purposes, and provide a common vocabulary for mental health profession-
als, they are not written to encourage further thinking about an individual’s overall 
personality functioning, the underlying psychological dynamics, or the therapeutic 
process and therapeutic relationship.

Compared to those in the first edition of the manual, the PDM-2 labels and 
descriptions of mental functioning included in this chapter have been revised and 
reformulated in a clinician-friendly, empirically grounded, and assessment-relevant 
way. We have also introduced an assessment procedure (see Table 2.1, pp. 118–119) 
whereby a clinician can indicate on a 5-point scale the level at which each mental func-
tion is articulated in a patient (descriptors for key characteristics of levels of function-
ing 5, 3, and 1 are provided for each mental function). Moreover, the M Axis explicitly 
conceptualizes personality and mental functioning as resulting from the integration 
of nature (temperament, genetic predisposition, basic underlying traits) and nurture 
(learning, experience, attachment style, cultural and social context). We try to make 
this integration clear in our descriptions of different mental capacities, clarifying the 
complex nature of what is being conceptualized in each domain, so that the work of 
streamlining the assessment of such complex phenomena might continue.

The 12 M-Axis capacities are conceptualized with two fundamental questions in 
mind: (1) Which processes are being assessed in each capacity? (2) How can these pro-
cesses be systematically and practically assessed to facilitate psychotherapy? In addi-
tion, to provide a better understanding of the underlying constructions of the capaci-
ties, we link each description to relevant clinical and empirical literature.

Although the PDM-2 M Axis articulates mental functioning in 12 distinct capaci-
ties, it is important to recognize that—although conceptually distinct—these capaci-
ties are not completely separate. Mental functioning should be conceptualized as a 
unified, integrated set of processes—a totality, a unicum—that operationally can be 
divided into contiguous categories, in the Aristotelian sense. As the ensuing defini-
tions illustrate, these 12 capacities cover a variety of areas and a broad array of psy-
chological processes. By necessity, some overlap exists. Despite the inherent overlap 
among certain capacities, each category highlights a critical, unique feature of mental 
functioning that cannot be completely accounted for by other capacities. Although no 
profile or set of scores can capture the full richness of each person’s mental life—as 
Virginia Woolf wryly observed, “It is no use trying to sum people up”—the following 
12 crucial areas can be schematically grouped into four domains:

•	 Cognitive and affective processes
  1.	 Capacity for regulation, attention, and learning
  2.	Capacity for affective range, communication, and understanding
  3.	Capacity for mentalization and reflective functioning
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•	 Identity and relationships
  4.	Capacity for differentiation and integration (identity)
  5.	Capacity for relationships and intimacy
  6.	Capacity for self-esteem regulation and quality of internal experience

•	 Defense and coping
  7.	 Capacity for impulse control and regulation
  8.	Capacity for defensive functioning
  9.	Capacity for adaptation, resiliency, and strength

•	 Self-awareness and self-direction
10.	 Self-observing capacities (psychological mindedness)
11.	 Capacity to construct and use internal standards and ideals
12.	 Capacity for meaning and purpose

Definitions of the 12 M‑Axis Capacities

The capacity for regulation, attention, and learning includes fundamental processes 
that enable human beings to attend to and process information (both internal and 
external), regulate their attentional focus, divide their attention as needed to carry out 
multiple tasks simultaneously, filter extraneous information from consciousness when 
appropriate, and learn from their experiences.

The capacity for affective range, communication, and understanding reflects 
a person’s ability to experience, express, and comprehend the full range of pre-
representational and representational patterns of affects in ways that are appropriate 
for a particular situation and consistent with the expectations and norms of the per-
son’s cultural milieu. This capacity also reflects the individual’s ability to symbolize 
affectively meaningful experience (i.e., to represent it mentally rather than in somatic 
or behavioral form) and to verbalize affect states appropriately. Impairments in this 
domain, when pronounced, may be reflected in alexithymic tendencies in the patient.

The capacity for mentalization and reflective functioning concerns the individ-
ual’s ability to infer and reflect on his or her own mental states as well as those of 
others, and to use this capacity in personal and social interactions. Mentalization is 
a form of mental activity that is considered imaginative (because when we mentalize, 
we are “imagining” what others think or feel); it is primarily preconscious (typically 
occurring outside the focus of attention) and aimed at understanding and interpreting 
the behavior of self and others in terms of mental states (e.g., needs, desires, feelings, 
beliefs, goals, intentions, and motivations). This capacity enables the individual to use 
ideas to experience, describe, and express internal life; to regulate affects and develop a 
coherent sense of self; and to make accurate inferences regarding others’ mental states. 
Mentalization is supported by several related cognitive skills, including an understand-
ing of emotional states and the ability to think implicitly about others’ states of mind. 
The construct of reflective functioning represents the operationalization of the capacity 
to mentalize—the way, in other words, that we measure mentalization.

The capacity for differentiation and integration involves the ability to distinguish 
self from other, fantasy from reality, internal representations from external objects and 
circumstances, and present from past and future, and to make connections between 
these elements without confounding them. It specifically reflects the ability to con-
struct and maintain a differentiated, realistic, coherent, complex representation of self 
(identity) and others, and to connect these pools of representations.
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The capacity for relationships and intimacy reflects the depth, range, and con-
sistency (i.e., stability) of the person’s relationships and ability to adjust interpersonal 
distance–closeness as needed for different relationships, in line with cultural expec-
tations. Healthy interpersonal relatedness reflects not only the degree to which the 
individual has stable, mutually satisfying relationships, but also the quality of the 
person’s internalized object relations—mental representations of self, other people, 
and self–other interactions. This capacity includes the person’s sexuality as reflected 
in awareness of desires and emotions, ability to engage in pleasurable sexual fantasies 
and activities, and ability to blend sexuality with emotional intimacy. Just as “quality 
of internal experience” is an index of confidence and self-esteem, “capacity for rela-
tionships and intimacy” is an index of relatedness.

The capacity for self-esteem regulation and quality of internal experience cap-
tures the level of confidence and self-regard that characterizes an individual’s rela-
tionship to self, others, and the larger world. Optimal functioning in this capacity 
involves balance, with self-confidence and self-esteem based on reality-based percep-
tions of one’s positive features and accomplishments, being neither unrealistically high 
nor unrealistically low. This capacity also includes the degree to which the individual 
experiences a sense of internal control, self-efficacy, and agency.

The capacity for impulse control and regulation reflects the individual’s ability to 
modulate impulses and express them in adaptive, culture-appropriate ways. Deficien-
cies in this capacity may lead to unmodulated expression of impulses (impulsivity) or 
rigid overcontrol of impulses (inhibition), with concomitant affective constriction. High 
functioning in this capacity involves the ability to tolerate frustration, when appropri-
ate or necessary, and to recognize and describe impulses as a means of self-regulation.

The capacity for defensive functioning highlights the ways the individual attempts 
to cope with and express wishes, affect, and other inner experience, along with the 
ability to modulate anxiety resulting from internal conflict, external challenge, or 
threat to self without excessive distortion in self-perception and reality testing, and 
without making excessive use of acting out. High functioning in this area enables the 
person to use defenses effectively, with only modest distortion in reality testing; lower 
functioning in this area involves a less effective defense style and greater distortion.

The capacity for adaptation, resiliency, and strength reflects the person’s ability 
to adjust to unexpected events and changing circumstances, and the ability to cope 
effectively and creatively when confronted with uncertainty, loss, stress, and chal-
lenge. Such adjustment is not equivalent to uncritical or conformist adaptation to 
expectations, but reflects a mindful choice about how best to respond. This capacity 
may include individual strengths, such as empathy and sensitivity to others’ needs and 
feelings, capacity to recognize alternative viewpoints, and appropriate assertiveness. 
When optimal, it enables one to transcend obstacles and turn setbacks into opportuni-
ties for growth and positive change.

Self-observing capacities (psychological mindedness) concern the individual’s 
ability to observe his or her own internal life mindfully and realistically and use this 
information adaptively. This capacity also reflects the degree to which the person can 
be introspective—the degree to which he or she shows an inherent interest in better 
self-understanding.

The capacity to construct and use internal standards and ideals is an index of 
the personal sense of morality. The capacity to formulate internal values and ideals 
reflects a consideration of one’s self in the context of one’s culture, and the ability to 
make mindful decisions based on a set of coherent, flexible, and internally consistent 
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underlying moral principles. High functioning in this domain requires that one’s moral 
reasoning be based not only on a set of cohesive core principles, but also on an aware-
ness of the impact of one’s moral decisions on others.

The capacity for meaning and purpose reflects the individual’s ability to construct 
a personal narrative that gives coherence and meaning to personal choices, a sense of 
directedness and purpose, a concern for succeeding generations, and a spirituality 
(not necessarily expressed as traditional religiosity) that imbues one’s life with mean-
ing. High functioning for this capacity entails the ability to think beyond immediate 
concerns to consider the broader implications of one’s attitudes, beliefs, and behaviors.

Empirically Grounded Assessment of M‑Axis Capacities

A growing body of research demonstrates that it is possible to assess these 12 com-
ponents of mental functioning. To facilitate clinically useful diagnosis and case con-
ceptualization, assessment of M-Axis capacities must yield practically applicable 
results with utility for diagnostic formulation, treatment planning, and treatment 
implementation, usable by clinicians across orientations. Thus, for each capacity, we 
provide a list of well-validated clinical tools that can aid in assessment. In general, 
we favor clinician-rated and performance-based assessment measures, but in many 
cases self-reports can complement and enrich the data obtained via clinician-rated and 
performance-based scales.

These lists of well-validated assessment tools include the following, among others:

•	 The Adult Attachment Interview (AAI; George, Kaplan, & Main, 1985; Main, 
Goldwyn, & Hesse, 2002), the Adult Attachment Projective (AAP; George & 
West, 2012; George, West, & Pettem, 1997; Jones-Mason, Allen, Hamilton, 
& Weiss, 2015), and the Reflective Functioning Scale (RFS; Fonagy, Target, 
Steele, & Steele, 1998).

•	 The Defense Mechanism Rating Scales (DMRS; Perry, 1990).
•	 The Object Relations Inventory (ORI) and the Differentiation–Relatedness 

Scale (D-RS) (Blatt & Auerbach, 2001; Blatt, Auerbach, & Levy, 1997; Blatt, 
Stayner, Auerbach, & Behrends, 1996; Diamond, Kaslow, Coonerty, & Blatt, 
1990; Huprich, Auerbach, Porcerelli, & Bupp, 2016).

•	 The Severity Indices of Personality Problems–118 (SIPP-118; Verheul et al., 2008).
•	 The Shedler–Westen Assessment Procedure–200 (SWAP-200; Westen & Shed-

ler, 1999a, 1999b), and the related Personality Health Index (PHI, which 
provides a single overall index of personality functioning) and RADIO Index 
(which delineates an individual’s strengths and difficulties within five key 
domains of personality functioning: reality testing, affect regulation and tol-
erance, defensive organization, identity integration, and object relations; see 
Waldron et al., 2011).

•	 The Social Cognition and Object Relations Scale (SCORS; Stein, Hilsenroth, 
Slavin-Mulford, & Pinsker, 2011; Westen, 1995; Westen, Lohr, Silk, & Kerber, 
1985).

•	 The Structured Interview of Personality Organization (STIPO; Clarkin, 
Caligor, Stern, & Kernberg, 2004; Stern et al., 2010).

•	 The Wechsler Adult Intelligence Scale—Fourth Edition (WAIS-IV; Wechsler, 
2008).
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In addition to these measures, the Rorschach Inkblot Test, scored and interpreted 
by using Exner’s Comprehensive System (Exner, 2003) or the Rorschach Performance 
Assessment System (Meyer, Viglione, Mihura, Erard, & Erdberg, 2011), allows the 
clinician to assess various components of personality, psychological capacities, and 
cognitive performance. A description of the Rorschach can be found in Chapter 15 
of this manual (pp. 930–932). Administration requires at least 1 hour; scoring and 
interpretation require approximately 2 additional hours. Despite its relevance for the 
assessment of most of the 12 M-Axis capacities, we have opted not to include spe-
cific descriptions of the most relevant Rorschach categories for each mental capacity 
because its administration, scoring, and interpretation are quite complex and require 
considerable formal training and experience.

To obtain a more nuanced and detailed picture of a patient’s functioning in each 
capacity, these empirically validated assessment instruments can and should be inte-
grated with information obtained in other ways (e.g., clinical interview, life history 
records, reports from individuals who are familiar with the patient). For a broader 
array of assessment instruments and strategies for integrating information derived 
from these instruments, see Chapter 15.

1. Capacity for Regulation, Attention, and Learning

The capacity for regulation, attention, and learning encompasses the range of consti-
tutional and maturational contributions to an individual’s overall psychological func-
tioning, as manifested in the domains of auditory processing and language, visual–
spatial processing, motor planning and sequencing, and sensory modulation. Other 
processes involved in this capacity include executive functioning, attention, intelli-
gence, processing of affective and social cues, and memory in its various forms (short- 
and long-term, semantic, autobiographical/episodic, and implicit/nondeclarative). 
Taken together, these mental functions enable people to attend to and process internal 
and external information, regulate the experience of self and the environment, filter 
extraneous input from consciousness when appropriate, and learn from their experi-
ences to enhance adaptation and coping.

In rating this capacity, one should note that variations in genetic predisposition, 
temperament, and neurobiological substrates of regulation, attention, and learning are 
modified by a person’s social and emotional context throughout development, begin-
ning with early child–caregiver interactions. The individual develops characteristic 
predispositions and biases in attention and executive functioning as a result of these 
(and other) early experiences, and these predispositions and biases will be evident in 
how he or she interacts with others and the external environment later in life. More-
over, this capacity can be influenced by affect states the individual is experiencing at 
the moment (anxiety, distress, fear, etc.), so performance may vary across situations 
and settings.

This capacity differs somewhat from others on the M Axis, in that ratings of the 
patient’s functioning in this domain are strengthened by (and in some cases require) 
external corroboration. Although the clinician’s initial conclusions about the patient’s 
capacity for regulation, attention, and learning may be based primarily on self-report 
and referral data, when difficulties are documented in the patient’s file, in life history 
records, or by knowledgeable informants (e.g., a sibling or partner), confidence in the 
accuracy of the patient’s report is increased.



�Profile of Mental Functioning—M Axis	 81

Rating Scale

For this and each of the other M-Axis capacities, a 5-point rating scale, in which each 
mental function can be assessed from 5 to 1, is provided in Table 2.1 at the end of the 
chapter. Descriptions of the anchor points for levels 5, 3, and 1 for each capacity are 
provided in the text.

5.	 The individual is appropriately focused, well organized, and able to adapt and learn 
from experience, even under stress. There is a good ability to express thoughts, 
affects, and other inner experiences, both verbally and nonverbally. Memory, atten-
tion, and executive function are all functioning at a high level, and well integrated.

3.	 The individual is generally focused, organized, and able to adapt and learn when 
motivated. When not fully engaged, the person may show a moderate decline from 
customary functioning. Even when functioning optimally, the individual at this 
level can attend and focus only for relatively short periods and to a limited degree. 
Under stress, there may be a significant decline, with emergence of problems in 
language, information processing, and/or executive function.

1.	 The individual’s attention is fleeting, and he or she is generally incapable of remain-
ing focused, organized, and attentive. The person may have difficulty adapting to 
the environment and learning from experience, and may be self-absorbed, lethar-
gic, or passive. Learning capacity is severely limited by one or more processing dif-
ficulties. Verbal expressions may be compromised, impoverished, or peculiar.

Most Relevant Assessment Tools

A broad array of assessment tools are relevant to assessing regulation, attention, and 
learning. Among the most important are measures of (1) intelligence; (2) working 
memory and autobiographical/episodic memory; (3) neuropsychological functioning; 
(4) learning capacity and learning disability (e.g., focus, concentration); (5) attention 
regulation and its deficits (including indices of dissociative symptoms); and (6) execu-
tive function (sequencing, attentional filtering, etc.).

Formal assessment of regulation, attention, and learning differs somewhat from 
evaluating other M-Axis capacities, in that many clinicians are not fully trained in 
administering and interpreting cognitive and neuropsychological tests. Moreover, 
many such measures are revised and updated frequently, requiring continued retrain-
ing. We recommend that clinicians with appropriate background and experience 
administer and score cognitive and neuropsychological tests that fall within their areas 
of competence. When more specialized interpretation is required, a patient should be 
referred to an appropriately trained neuropsychologist for more advanced assessment.

The tests described below are examples of measures that may be useful in assess-
ing regulation, attention, and learning; they are not meant to constitute a comprehen-
sive or definitive list.

Wechsler Adult Intelligence Scale—Fourth Edition

The Wechsler Adult Intelligence Scale—Fourth Edition (WAIS-IV; Wechsler, 2008) is 
the most widely used intelligence test. Normed on individuals ages 16–90, it includes 
verbal comprehension, with subtests of similarities (abstract, associative, and categori-
cal reasoning, and verbal concept formation), vocabulary (word knowledge, language 
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development, long-term memory), information (factual knowledge) and comprehen-
sion (judgment, knowledge of conventions, standards of behavior); perceptual rea-
soning, with subtests of block design (nonverbal concept formation and reasoning), 
matrix reasoning (broad visual intelligence, classification, and spatial ability), visual 
puzzles (nonverbal reasoning), picture completion (visual perception and organization, 
concentration, visual recognition), and figure weights (analogical reasoning, inductive 
and deductive logic, quantitative reasoning); working memory, with subtests of digit 
span (rote learning, memory, attention, mental manipulation, visual–spatial imag-
ing), arithmetic (attention and concentration, mental alertness, short-term memory, 
numerical reasoning, long-term memory) and letter–number sequencing (attention 
and concentration, memory span, short-term auditory memory); and processing speed, 
with subtests of symbol search (attention and concentration), coding (learning, visual–
motor coordination, visual perception), and cancellation (attention and concentration). 
Administration requires about an hour; coding and summarizing take about 2 hours.

Modified Mini‑Mental State Examination

The Modified Mini-Mental State Examination (3MS; Teng & Chui, 1987) is a brief 
mental status exam that extends the original Mini-Mental State Examination (MMSE; 
Folstein, Folstein, & McHugh, 1975). It provides a brief screening assessment of key 
areas of cognitive functioning, including attention, short-term memory, orientation, 
and some basic executive tasks. The 3MS is not intended to serve as a replacement for 
more extensive neuropsychological testing batteries; rather, it provides clinicians with 
an easy way to screen for areas of gross cognitive impairment.

Montreal Cognitive Assessment

The Montreal Cognitive Assessment (MoCA; Nasreddine et al., 2005) is a 10-minute, 
30-point, validated cognitive screening test developed to detect mild cognitive impair-
ment in patients scoring between 24 and 30 points on the MMSE. Compared to the 
MMSE, the MoCA uses more numerous and demanding tasks to assess executive func-
tion, higher-level language abilities, memory, and complex visual–spatial processing.

Conners Continuous Performance Test

The Conners Continuous Performance Test (CPT; Conners, 2008; Conners & Multi-
Health Systems Staff, 2000) is a task-oriented computerized test tapping constructs 
associated with distractibility, selective attention, and impulse control. By indexing the 
respondent’s performance in areas of inattentiveness, impulsivity, sustained attention, 
and vigilance, the Conners CPT can be useful in helping diagnose attention-deficit/
hyperactivity disorder (ADHD) and other neurological conditions related to attention. 
The Conners CPT 3 provides objective information about an individual’s performance 
in attention tasks, complementing information obtained from rating scales.

Wisconsin Card Sorting Test

The Wisconsin Card Sorting Test (WCST; Berg, 1948; Grant & Berg, 1948) is a widely 
used neuropsychological measure of multiple cognitive skills usually referred to as 
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“executive functions,” with particular attention to decision making and problem solv-
ing. The participant’s task is to sort two sets of 64 response cards on the basis of 
shapes, colors, and numbers, which change during the course of sorting. Participants 
must infer the correct sorting principles through limited feedback from the experi-
menter, who says only whether the sorting is correct or incorrect. Scores may be tallied 
along several dimensions, but the number of categories achieved and the number of 
perseverative errors are the most commonly reported outcomes (Rhodes, 2004).

Barkley Deficits in Executive Functioning Scale

The Barkley Deficits in Executive Functioning Scale (BDEFS; Barkley, 2014) evalu-
ates dimensions of adult executive functioning. The 89-item version assesses executive 
problems within five domains: time management problems, organizational problems, 
self-restraint problems, self-motivation problems, and emotion regulation problems. 
Participants rate each item on a 1–4 Likert scale (never, sometimes, often, very often).

Rivermead Behavioural Memory Test—Third Edition

The Rivermead Behavioural Memory Test—Third Edition (RBMT-3; Wilson, Cock-
burn, Baddeley, & Hiorns, 1989; Wilson et al., 2008) tests short-term and long-term 
memory for verbal and spatial information, as well as prospective memory (i.e., 
remembering to do something in the future), visual memory, and memory of faces. It 
has the following subtests: names, belonging, appointment, pictures, immediate story, 
delayed story, faces, immediate route, delayed route, immediate message, delayed mes-
sage, orientation, and date. The RBMT-3 includes new subtests designed to assess 
the ability to acquire skills and adds a separate measure of implicit memory. Because 
it simulates everyday tasks, the RBMT-3 is regarded as an “ecological memory bat-
tery.” Some studies have found it a valid and reliable tool to detect memory deficits in 
patients with different neuropsychological profiles, including those with brain injury 
(Makatura, Lam, Leahy, Castillo, & Kalpakjian, 1999), epilepsy (Pérez & Godoy, 
1998), Alzheimer’s disease (Cockburn & Keene, 2001), and age-related brain changes 
(Ostrosky-Solis, Jaime, & Ardila, 1998). Retest stability and interrater reliability are 
good (Wilson et al., 1989).

Benton Visual Retention Test

The Benton Visual Retention Test (BVRT; Benton, 1974) is a well-established neu-
rodiagnostic instrument that assesses visual recall, perception, and constructional 
ability (Strauss, Sherman, & Spreen, 2006). Performance involves visual–motor 
response, visual–spatial perception and retention, visual and verbal conceptualization, 
and immediate memory span (Lezak, Howieson, Bigler, & Tranel, 2012). There are 
multiple administration formats for the BVRT, each measuring a different aspect of 
perceptual–motor functioning (Strauss et al., 2006). All formats use cards containing 
geometric and abstract figures, which the examinee must either construct or recog-
nize. Both the most frequently used and the lesser-used format test visual memory. 
Each card is exposed for 10 seconds, after which the examinee draws the figure(s) 
from immediate memory. In the multiple-choice format (BVRT-MC), stimulus cards 
are used with four-choice response cards to measure recognition memory.
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Behavioural Assessment of the Dysexecutive Syndrome

The Behavioural Assessment of the Dysexecutive Syndrome (BADS; Wilson, Alder-
man, Burgess, Emslie, & Evans, 1996) is designed to predict “everyday problems aris-
ing from the dysexecutive syndrome” (Wilson et al., 1996, p. 4) and to evaluate dis-
orders of planning, organization, problem solving, and attention. The dysexecutive 
syndrome is a major area of cognitive deficit that may impede functional recovery and 
the ability to respond to rehabilitation programs. Four subtests measure problem solv-
ing, organizing, and planning; conventional scheduling system; supervisory attention 
system; and assessing real-life behaviors. It is designed to find both general and spe-
cific executive deficits. The significant correlation of the BADS and most of its subtests 
with the standard executive tests indicates that it has adequate concurrent validity. In 
terms of construct validity, it is comparable to standard executive tests in discriminat-
ing between individuals with and without brain damage (Norris & Tate, 2000).

Stroop Color and Word Test

The Stroop Color and Word Test (Golden & Freshwater, 2002; Jensen & Rohwer, 
1966; Stroop, 1935) is used to determine a person’s capacity to direct attention toward 
relevant information while inhibiting irrelevant information. The time between presen-
tation of the stimulus and behavioral response is measured. There are several test vari-
ants in common clinical use, with differences in number of subtasks, type and number 
of stimuli, times for the task, and scoring procedures. The most widely used version 
consists of three trials, each with 100 items, presented across 5 columns of 20 items.

2. Capacity for Affective Range, Communication, 
and Understanding

The second capacity reflects the ability to experience, comprehend, and express affects 
in a way that is appropriate to a particular situation and consistent with one’s cultural 
milieu. Clinicians should consider all three of this capacity’s components. “Affective 
range” is the capacity to experience a wide range of affects and emotions, including 
positive as well as negative states, in varying degrees of intensity. “Affective communi-
cation” is the ability to communicate affective experience effectively and adaptively to 
other people through different modalities (i.e., verbal, nonverbal). It includes the qual-
ity of expression, intentional or unintentional, of inner emotional experiences (i.e., if 
the expression of affects and emotions is appropriate in quality and intensity to the 
situation at hand; if the affects are particularly variable or labile). “Affective under-
standing” is the ability to recognize one’s own emotions and to read and interpret oth-
ers’ emotional communications (verbal, nonverbal) in adaptive, empathic, responsive, 
and relationship-facilitating ways. Very low functioning in this domain can lead to dif-
ficulties in identifying, differentiating, and communicating feelings, a lack of imagina-
tion, and a constricted, externally oriented thinking style (i.e., alexithymic tendencies).

This capacity, largely influenced by early infant–caregiver interactions, is related 
to social cognition insofar as it allows a person to understand, act on, and benefit from 
interpersonal interactions. Some individuals may be relatively strong in one compo-
nent but weak in another. Individual differences in this capacity can be due in part to 
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cultural background, norms, and experience. In general, these unique patterns should 
be captured in the narrative characterizing the person.

Rating Scale

5.	 Individuals at this level can use, express, communicate, and understand a wide 
range of subtle emotions effectively. They can decipher and respond to most emo-
tional signals flexibly and accurately, even under stress (e.g., safety vs. danger, 
approval vs. disapproval, acceptance vs. rejection, respect vs. disdain). Affective 
communication almost always seems appropriate in quality and intensity to the 
situation experienced in the moment.

3.	 Individuals at this level seem to experience and communicate a constricted range of 
emotional states, and/or show difficulty experiencing specific affects (e.g., anger). 
They decipher others’ emotional states with difficulty and may respond to emo-
tional signals in a dysregulated and asynchronous way, especially when challenged 
or stressed. Or they may express emotions in an inadequate way, disproportionate 
to situations and social expectations.

1.	 Individuals at this level show mostly fragmented, chaotic emotional expressions, 
or convey little emotion at all (e.g., they may be unable to show facial expression, 
modulate vocal tone, or maintain body posture appropriate to the situation). Low 
functioning in this capacity may involve distortion of others’ emotional signals 
(e.g., misreading cues and therefore feeling suspicious, mistreated, unloved, angry, 
etc.), and/or difficulty identifying feelings and distinguishing them from bodily 
sensations. Affective responses may be perceived by others as odd or incongruous.

Most Relevant Assessment Tools

Shedler–Westen Assessment Procedure–200

The Shedler–Westen Assessment Procedure–200 (SWAP-200; Westen & Shedler, 
1999a, 1999b) is described in Chapter 15. Along with the Personality Health Index 
(PHI) and the RADIO Index, the SWAP-200 is useful for M-Axis assessment (Por-
cerelli, Cogan, & Bambery, 2011). The capacity for affective range, communication, 
and understanding is covered by the following items: 12. Emotions tend to spiral out 
of control, leading to extremes of anxiety, sadness, rage, excitement, etc.; 57. Tends 
to feel guilty; 74. Expresses emotion in exaggerated and theatrical ways; 106. Tends 
to express affect appropriate in quality and intensity to the situation at hand; 126. 
Appears to have a limited or constricted range of emotions; 131. Has difficulty allow-
ing self to experience strong pleasurable emotions (e.g., excitement, joy, pride); 144. 
Tends to see self as logical and rational, uninfluenced by emotion; prefers to operate as 
if emotions were irrelevant or inconsequential; 157. Tends to become irrational when 
strong emotions are stirred up; may show a noticeable decline from customary level of 
functioning; and 191. Emotions tend to change rapidly and unpredictably.

Social Cognition and Object Relations Scale

The Social Cognition and Object Relations Scale (SCORS; Stein, Hilsenroth, Slavin-
Mulford, & Pinsker, 2011; Westen, 1995; Westen, Lohr, Silk, & Kerber, 1985) 
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contains multiple scales on which cognitive and affective dimensions of object rela-
tions are rated based on narrative data (such as the Thematic Apperception Test; Stein 
et al., 2014). The original SCORS has four scales; the first revision, a Q-sort version 
(SCORS-Q; Westen, 1995), has five; and the most recent, the SCORS Global Rating 
Method (SCORS-G; Stein et al., 2011), has eight. Particularly relevant to this capacity 
is the scale assessing “affective quality of representations,” which can be used to code 
affective components of respondent narratives related to affective communication. Cli-
nicians rate examinees’ narratives and note their expectations of how others will affect 
them emotionally, how others experience the respondent emotionally, and how they 
typically conceptualize the affective experiences of others.

Affective Regulation and Experience Q‑sort‑Questionnaire Version

The Affective Regulation and Experience Q-sort-Questionnaire Version (AREQ-QV; 
Westen, Muderrisoglu, Fowler, Shedler, & Koren, 1997) is a 98-item questionnaire 
in which experienced clinicians rate patients on components of affective experience 
and regulation. Written to minimize jargon, enabling reliable description of subtle 
processes across judges, items were derived from research and theoretical literatures 
and from the item content of self-report questionnaires on affect. They assess explicit 
cognitive coping strategies, behavioral strategies for regulating affects (e.g., drug use), 
and implicit affect regulation strategies (defenses) in relatively straightforward, behav-
ioral language (Zittel-Conklin, Bradley, & Westen, 2006).

Affective Communication Questionnaire

The Affective Communication Questionnaire (ACQ; Meehan, 2004; Meehan, Levy, 
& Clarkin, 2012) is a 28-item self-report measure asking therapists to rate patients on 
how much they felt enlivened and engaged by them, the nature of affect in sessions, 
and the degree to which patients imbued language with affect. Each statement is rated 
from 1 (not true) to 5 (very true), reflecting how well it characterized the therapeutic 
work. Items were derived from clinical and empirical literatures on implicit commu-
nication of affect in therapy (i.e., Bucci, 1997; Kernberg, 1984). Designed to evaluate 
co-created affective experience, and written to be unambiguous to therapists of all 
orientations, the ACQ evaluates how both patient and therapist feel, think, and act.

Levels of Emotional Awareness Scale

The Levels of Emotional Awareness Scale (LEAS; Lane & Garfield, 2005; Lane, Quin-
lan, Schwartz, Walker, & Zeitlin, 1990) is a written-performance tool assessing the 
ability to give complex descriptions of emotional experience in self and others; the 
scale differentiates between explicit (conscious) and implicit (unconscious) levels of 
emotional awareness (Lane & Schwartz, 1987). Respondents are asked to describe 
their anticipated feelings and those of another person in each of 20 two-person sce-
narios of emotion-evoking interactions. A glossary links affect-related words to appro-
priate levels. The LEAS has a maximum score of 100; scores between 0 and 20 indi-
cate level 1, and scores between 81 and 100 indicate level 5. Normative data from 
a U.S. community sample demonstrated good psychometric properties (Lane et al., 
1990). Since hand scoring is time-consuming, Barchard, Bajgar, Duncan, and Lane 
(2010) have developed and validated a computer scoring system. Using the 4 items 
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of the original 20 with the highest discrimination, Subic-Wrana, Beutel, Brahler, and 
Stobel-Richter (2014) created a short form. Internal consistency of this version of the 
LEAS was adequate (Cronbach’s alpha of .67) and correlated strongly with the origi-
nal 20-item version (r = .85).

Positive and Negative Affective Schedule—Expanded Form

The Positive and Negative Affective Schedule—Expanded Form (PANAS-X; Watson 
& Clark, 1994) is a 60-item self-report questionnaire, an expanded version of the 
original PANAS (Watson, Clark, & Tellegen, 1988; see also Leue & Beaducel, 2011). 
The PANAS-X measures two original higher-order scales (PA—Positive Affect and 
NA—Negative Affect) and 11 specific affects: fear, sadness, guilt, hostility, shyness, 
fatigue, surprise, joviality, self-assurance, attentiveness, and serenity. Test items con-
sist of single mood descriptors. Respondents rate the extent to which they have had 
these feelings within a specified period, using a scale from 1 (very slightly or not at all) 
to 5 (very much). Research supports the PANAS-X as a measure of short-term affect 
and notes its sensitivity to fluctuations in external and internal conditions (Hussong 
& Hicks, 2003).

State–Trait Emotion Measure

The State–Trait Emotion Measure (STEM; Levine et al., 2011) evaluates five positive 
and five negative emotions: affection, anger, anxiety, attentiveness/energy, content-
ment, envy, guilt/shame, joy, pride, and sadness. The definitions of these emotions are 
based on numerous sources. Several potential situations are provided within which 
each emotion might arise. Respondents are asked to state the extent to which they 
felt each emotion both at a particular time (state) and generally (trait) on a 10-point 
scale, with anchors denoting levels of intensity. Higher-order emotions are measured 
by summing positive and negative emotions, respectively, for state and trait indicators. 
Cronbach’s alpha reliabilities for summed scales are .83 (state) and .86 (trait) for the 
positive emotions and .63 (state) and .65 (trait) for the negative emotions.

Affective Neuroscience Personality Scales

The Affective Neuroscience Personality Scales (ANPS; Davis & Panksepp, 2011; Davis, 
Panksepp, & Normansell, 2003) is a 112-item self-report measure of behavioral cor-
relates of six primary neural affective systems identified in animal models (play, seek-
ing, care, fear, anger, and sadness), plus a seventh construct (spirituality) without an a 
priori neural basis. Each subscale consists of 14 items in the form of statements repre-
senting facets of primary affective tendencies. A number of filler items check validity 
and social desirability. Psychometric properties are good (Davis et al., 2003), and the 
ANPS has been validated clinically (Savitz, van der Merwe, & Ramesar, 2008).

Empathy Quotient

The Empathy Quotient (EQ; Baron-Cohen & Wheelwright, 2004) is a 60-item ques-
tionnaire (there is also a shorter, 40-item version) assessing empathy in adults. Explic-
itly designed for clinical applications, it is sensitive to lack of empathy as a feature of 
psychopathology. Responses are given on a 4-point scale from “strongly agree” to 
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“strongly disagree.” Participants receive 0 for a “nonempathic” response, whatever the 
magnitude, and for an “empathic response” a 1 or 2, depending on the strength of the 
reply. Items are augmented by 20 filler items that distract respondents from a relentless 
focus on empathy. Preliminary studies suggest good reliability and validity (Allison, 
Baron-Cohen, Wheelwright, Stone, & Muncer, 2011; Lawrence, Shaw, Baker, Baron-
Cohen, & David, 2004).

Emotion Regulation Questionnaire

The Emotion Regulation Questionnaire (ERQ; Gross & John, 2003) is a 10-item self-
report measure of habitual expressive suppression (4 items) and reappraisal (6 items) 
strategies for emotion regulation. Items are rated on a Likert scale from 1 (strongly 
disagree) to 7 (strongly agree). Sample questions include “I control my emotions by 
changing the way I think about the situation I’m in” (reappraisal) and “I control my 
emotions by not expressing them” (suppression). Internal consistency has been ade-
quate and consistent across studies (Melka, Lancaster, Bryant, & Rodriguez, 2011; 
Spaapen, Waters, Brummer, Stopa, & Bucks, 2014; Wiltink et al., 2011).

Difficulties in Emotion Regulation Scale

The Difficulties in Emotion Regulation Scale (DERS; Gratz & Roemer, 2004) is a 
36-item self-report measure providing a comprehensive assessment of overall emotion 
dysregulation and six specific dimensions: nonacceptance of negative emotions, dif-
ficulties engaging in goal-directed behaviors when distressed, difficulties controlling 
impulsive behaviors when distressed, limited access to effective emotion regulation 
strategies, lack of emotional awareness, and lack of emotional clarity. Items are rated 
from 1 (almost never, 0–10%) to 5 (almost always, 91–100%), yielding a total from 
36 to 180, with higher scores indicating greater degrees of impairment in emotion 
regulation. The DERS has excellent internal consistency and good test–retest reli-
ability (Fowler et al., 2014). It is used extensively in psychiatric research as a predic-
tor of psychopathology, in treatment trials as a mediator variable, and as a primary 
outcome variable.

3. Capacity for Mentalization and Reflective Functioning

“Mentalization”—the ability to infer and reflect on one’s own and others’ mental 
states—is a form of mental activity considered to be imaginative (because when we 
mentalize, we are “imagining” what others think or feel). Mentalization is primarily 
preconscious, typically occurring outside the focus of attention, and aims at under-
standing and interpreting the behavior of self and others in terms of mental states 
(e.g., needs, desires, feelings, beliefs, goals, intentions, and motivations). This capacity 
enables individuals to use ideas to experience, describe, and express internal life; to 
regulate their own affects and develop a coherent sense of self; and to make accurate 
inferences regarding the mental states of others. It allows them to distinguish between 
internal and external reality and between mental and emotional processes and real-
world interactions. Mentalization is supported by several cognitive skills, including 
understanding of emotional states and the ability to think implicitly about others’ 
states of mind. Allen, Fonagy, and Bateman (2008) have described mentalization as a 
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means through which we “keep in mind the mind,” “understand misunderstandings,” 
“see [ourselves] from the outside and the other from the inside,” and “[attribute] a 
quality of mind to things or develop a mental perspective” (p. 3). The construct of 
reflective functioning represents the operationalization of the capacity to mentalize—
the way, in other words, that we measure mentalization.

The capacity for mentalization and reflective functioning reflects the ability to 
symbolize affectively meaningful experience (i.e., to organize experience via mental 
representation rather than somatically or behaviorally), and to use this experience 
effectively both for self-regulation and in interpersonal interactions. It may be appar-
ent in verbal behavior but can also be manifested in more subtle and indirect ways, 
nonverbally and via the body. The capacity to represent experience—a crucial aspect 
of mentalization—enables individuals to use ideas to experience, describe, and express 
internal life and to make accurate inferences regarding the mental states of others.

The foundation for mentalization and reflective functioning is laid early in life, as 
dyadic interactions with caregivers are encoded and internalized. The “psychological 
self” develops as a child experiences a caregiver who thinks of the child as an indi-
vidual with mental states. Thus the capacity to develop a mentalizing stance depends 
greatly on parental mentalizing capacities. The parents must be able to take the child’s 
perspective and, appreciating the inherent separateness of minds populated by differ-
ent contents, treat the child as a “psychological agent” whose actions are motivated by 
mental states. This parental capacity includes the ability to make sense of the infant’s 
powerful affect states and other aspects of his or her nonverbally expressed internal 
world.

Parents who cannot reflect empathically on the inner experience of their child and 
respond accordingly deprive the child of a nuclear psychological experience necessary 
to build a cohesive sense of self. Highly maladaptive caregiving (e.g., a mother with 
borderline personality organization) can foster severe distortions in mentalizing abil-
ity, including hypermentalization (overinterpretive mental state reasoning) or vulner-
ability to breakdowns in mentalizing capacity, especially under stress. Attuned care-
giving, in contrast, fosters the elaboration, differentiation, and integration of affective 
self-states, setting the stage for the capacity to experience one’s own and others’ sub-
jectivity. Awareness that other people accurately attend to and respond to one’s experi-
ence gradually builds in the infant the ability to reflect on these experiences through 
using language (i.e., private and shared symbols), and ultimately increases the capacity 
for mentalization.

Rating Scale

5.	 Individuals at this level can comprehend and reflect on internal mental states (e.g., 
emotions, thoughts, desires, and needs) and understand, even when challenged or 
distressed, internal experiences that underlie others’ actions and reactions. They 
are highly capable of distinguishing inner from outer reality; have psychological 
insight into their own motives, affects, and behaviors; and can think about self and 
others in subtle and sophisticated ways. They also show a capacity to construct 
representations of internal mental states using both overt and subtle cues (e.g., 
arousal, behavior, context). Emotions are experienced and represented in complex 
and nuanced ways, in the context of social-emotional relationships and behavior 
patterns. Internal representations are used to modulate and inhibit impulses and to 
allow adaptive, appropriate expression of impulses.
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3.	 Individuals at this level are generally able to understand and reflect on their own 
behavior and reactions in terms of mental states (e.g., needs, desires, feelings); to 
infer others’ internal experiences from behavioral and contextual cues; and to con-
struct and use internal representations to experience a cohesive sense of self and 
others. In situations of conflict or intensity, however, there is a notable decline from 
usual levels of awareness of mental states of self and others, with difficulties in per-
ceiving and representing emotions in the moment. They may have a limited ability 
to elaborate on a feeling in its own right, and tend toward external justifications; 
wishes and feelings may be acted out (i.e., in impulsive behavior) or somatized (e.g., 
“My stomach hurts”).

1.	 Individuals at this level are unable to infer, understand, or reflect upon their own 
affective experiences or to symbolize others’ mental states. They have severe dif-
ficulties distinguishing between internal and external reality and between men-
tal and emotional processes and real-world interactions; it seems that what exists 
in the mind must exist “out there,” and vice versa. They often misunderstand, 
misinterpret, or are confused by others’ actions and reactions, and are generally 
unable to represent emotions as they are being experienced. They remain embed-
ded in the affect, unable to express the experience in words or to regulate affective 
states effectively. When functioning in this capacity is extremely low, there is no 
experience of connection between internal experiences and possibilities for self-
observation; especially under stress, the self may be experienced as incoherent, 
depleted, or altogether absent.

Most Relevant Assessment Tools

Reflective Functioning Scale

The Reflective Functioning Scale (RFS; Fonagy, Target, Steele, & Steele, 1998) is a 
quantified index of the ability to mentalize applied to transcripts of the Adult Attach-
ment Interview (AAI; George, Kaplan, & Main, 1985). AAI questions are divided into 
two groups: (1) “permit questions,” which allow the speaker to demonstrate reflective 
capacities, and (2) “demand questions,” which require a reflective response. Answers 
are evaluated by whether they contain markers of an appreciation of mental func-
tioning. Statements must be specific (not generic), refer to identifiable mental states, 
involve an example that relates to the attachment, and refer to self–other interactions. 
Reflective functioning is rated on a scale with scores from –1 to +9. The RFS can 
also be used to measure reflective functioning in parents, via the Parent Development 
Interview (PDI; Aber, Slade, Berger, Bresgi, & Kaplan, 1985; Slade, 2005), a semi
structured clinical interview examining parents’ representations of their children, of 
themselves as parents, and of their relationships with their children.

Shedler–Westen Assessment Procedure–200

In the SWAP-200 (Westen & Shedler, 1999a, 1999b), mentalization and reflective 
functioning are covered by the following items: 29. Has difficulty making sense of 
other people’s behavior; often misunderstands, misinterprets, or is confused by oth-
ers’ actions and reactions; 41. Appears unable to describe important others in a way 
that conveys a sense of who they are as people; descriptions of others come across as 
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two-dimensional and lacking in richness; 87. Is quick to assume that others wish to 
harm or take advantage of him or her; tends to perceive malevolent intentions in others’ 
words and actions; 105. Tends to avoid confiding in others for fear of betrayal; expects 
things s/he says or does will be used against him or her; 148. Has little psychological 
insight into own motives, behavior, etc.; is unable to consider alternate interpretations 
of his/her experiences; 183. Is psychologically insightful; is able to understand self and 
others in subtle and sophisticated ways.

SWAP Insight Scale

The authors of the SWAP Insight Scale (SIS; Lehmann & Hilsenroth, 2011) identified 
six SWAP-200 items as optimal in assessing patient insight, with a Cronbach’s alpha 
of .78. The construct validity of the SIS was based on independent videotape ratings 
of the Capacity for Dynamic Process Scale, specifically the items “appears introspec-
tive” and “manifests insight.” Authors also examined the relationship between SIS rat-
ings and independent clinical videotape ratings of the SCORS-G, specifically ratings 
of “complexity of representations” and “social causality.” Results showed significant 
positive correlations between SIS scores and all five criterion measures; partial cor-
relations showed that even when the effects of global psychiatric severity were con-
trolled for, the SIS was significantly related to independent clinical videotape ratings 
of patients’ insight. Relevant SIS items include the following: 75 (R). Tends to think 
in concrete terms and interpret things in overly literal ways; has limited ability to 
appreciate metaphor, analogy, or nuance; 82. Is capable of hearing information that is 
emotionally threatening (i.e., that challenges cherished beliefs, perceptions, and self-
perceptions) and can use and benefit from it; 89. Appears to have come to terms with 
painful experiences from the past; has found meaning in and grown from such experi-
ences; 111. Has the capacity to recognize alternative viewpoints, even in matters that 
stir up strong feelings; 148 (R). Has little psychological insight into own motives, 
behavior, etc.; is unable to consider alternate interpretations of his/her experiences; 
183. Is psychologically insightful; is able to understand self and others in subtle and 
sophisticated ways.

Parental Embodied Mentalizing

Parental Embodied Mentalizing (PEM; Shai & Belsky, 2011; Shai & Fonagy, 2013) 
is a coding system for video-recorded parent–infant interaction, designed to assess 
the parental capacity for embodied mentalizing and parental ability to repair dyadic 
interactive misattunement. “Parental embodied mentalizing” is described as a parent’s 
capacity to (1) implicitly conceive, comprehend, and extrapolate the infant’s mental 
states (such as wishes, desires, or preferences) from the infant’s whole-body kines-
thetic expressions and (2) adjust his or her own kinesthetic patterns accordingly. The 
PEM focuses exclusively on the quality of dynamic, moment-to-moment changes in 
whole-body kinesthetic patterns during parent–infant dyadic interactions. Assess-
ment involves considering several kinesthetic qualities reflecting mental states that an 
observer can reliably interpret: “Directionality” refers to the direction of movement 
in relation to the individual’s body center; “tension flow” to sequences of fluency and 
restraint of the muscles reflecting pleasure or distress/discomfort; and “tempo” to the 
pulse of movement within a time unit.



92	 I.  ADULTHOOD

4. Capacity for Differentiation and Integration (Identity)

The capacity for differentiation and integration involves the ability to distinguish self 
from other, fantasy from reality, internal objects and representations from external 
objects and circumstances, and present from past and future, and to delineate connec-
tions between these elements without confounding them. It reflects the ability to con-
struct and maintain a differentiated, realistic, coherent, and nuanced representation of 
self (identity) and other people, and to connect these internalized representations in a 
manner that facilitates adaptation and functioning.

A core feature of the capacity for differentiation and integration is the ability to 
construct and maintain a realistic and coherent identity in relation to another. High 
levels of this capacity imply that a person can organize and manage complex role 
demands and affects; low levels imply constriction and oversimplification of experience 
or confusion between self and others, fantasy and reality, and past, present, and future. 
High levels of the capacity typically result in openness to novel experience and the 
accompanying ability to shift flexibly or adjust in a complex, ambiguous environment.

Rating Scale

5.	 Individuals at this level can appreciate the separateness and relatedness of different 
affect states, motives, and wishes of self and others, even when these are nuanced 
and ambiguous, and can organize experience and social-emotional demands over 
time (i.e., past, present, future) and across contexts with contrasting role demands 
(e.g., relating to a spouse versus a parent). They can interact with an increasingly 
complex and demanding environment while using defenses and coping resources 
with adequate stability, flexibility, and spontaneity.

3.	 Individuals at this level can differentiate and integrate experience, but with some 
constriction and oversimplification, especially under stress. Strong emotions or 
wishes, both general and context specific, can lead to the temporary fragmentation 
or polarization (all-or-nothing extremes) of internal experience. Capacities for dif-
ferentiation and integration are limited to a few emotional realms (e.g., superficial 
relationships). Challenges outside these areas often lead to diminished functioning 
and impaired coping.

1.	 At this level, internal experience is fragmented or rigidly compartmentalized and 
oversimplified most of the time; in extreme cases, it may be detached from external 
context, and self and other may be confused. There is little ability to move through 
a range of emotional states either autonomously or in interactions with others with-
out intense anxiety (sometimes expressed as guilt or shame), acting out, or reliance 
on maladaptive defenses (e.g., severe splitting and dissociation), with concomitant 
impairment in reality testing.

Most Relevant Assessment Tools

Differentiation–Relatedness Scale

The Differentiation–Relatedness Scale (D-RS; Blatt, Stayner, Auerbach, & Behrends, 
1996; Diamond, Blatt, Stayner, & Kaslow, 1991) identifies two fundamental dimensions 
of self–other representations: “differentiation of self from others,” implying a percep-
tion of self as consolidated, integrated, and individualized; and “mature relationality,” 
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understood as the ability to integrate one’s self with others within interpersonal rela-
tionships. These two independent yet interrelated lines of psychological development 
are each evaluated with a global score from 1 to 10. A score of 1 or 2 indicates lack of 
differentiation between self and other. Increasing points acknowledge the use of mir-
roring (3), self–other idealization or denigration (4), and oscillation between idealiza-
tion and denigration poles (5). A more differentiated and related sense of self and other 
is captured in 6 and 7. Scores of 8 and 9 indicate that self and other are empathically 
related, with increasing acknowledgment of mutually reinforcing relationships. A score 
of 10 indicates an integrated construction of self and other in empathic and reciprocal 
relationships; these representations reflect conscious acknowledgment that the rela-
tionship between self and other is evolving through an intersubjective process.

Scales of Psychological Capacities

The Scales of Psychological Capacities (SPC; DeWitt, Hartley, Rosenberg, Zilberg, 
& Wallerstein, 1991; Wallerstein, 1996) is a set of expert-rated scales designed to 
measure a series of constructions defined as “psychological abilities.” The third abil-
ity, “organization of the self,” may help evaluate the capacity for differentiation and 
integration. Subscales rate the range from integrity to fragmentation in the sense of 
agency and from integrity to fragmentation in the integration of self.

Object Relations Inventory

The Object Relations Inventory (ORI; Blatt, Auerbach, & Levy, 1997; Blatt et al., 
1996; Huprich, Auerbach, Porcerelli, & Bupp, 2016) is designed to evaluate relation-
ships with others and their internal representations. It consists of three tools that can be 
applied to the answers provided to performance-based tests (narrative and Rorschach), 
as well as to reports of preconscious memories and dream tales. The clinician assesses 
the conceptual level of the descriptions of self and other; levels of differentiation–
relationality in those descriptions; and thematic qualitative dimensions in the descrip-
tions of meaningful others.

Shedler–Westen Assessment Procedure–200

In the SWAP-200 (Westen & Shedler, 1999a, 1999b), differentiation and integra-
tion are covered by the following items: 10. Feels some important other has a special, 
almost magical ability to understand his/her innermost thoughts and feelings (e.g., 
may imagine rapport is so perfect that ordinary efforts at communication are superflu-
ous); 15. Lacks a stable image of who s/he is or would like to become (e.g., attitudes, 
values, goals, or feelings about self may be unstable and changing); 38. Tends to feel 
s/he is not his/her true self with others; tends to feel false or fraudulent; 47. Is unsure 
whether s/he is heterosexual, homosexual, or bisexual; 89. Appears to have come to 
terms with painful experiences from the past; has found meaning in, and grown from 
such experiences; 92. Is articulate; can express self well in words.

Social Cognition and Object Relations Scale

The SCORS (Stein, Hilsenroth, Slavin-Mulford, & Pinsker, 2011; Westen, 1995; 
Westen, Lohr, Silk, & Kerber, 1985) taps areas demonstrated to be useful for assessing 




