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A BRIEF HISTORICAL INTRODUCTION

In this paper we aim to portray the evolution of tmderstanding, classification and diagnosis of
personality disorders. We analyze the charactesisii normal and abnormal personality in the
light of the debate about the nature of mentalrdists. A brief historical outline of the conceptua-

lization of personality disorders is followed bydascription of the evolution of contemporary

diagnostic systems. The limitations and problemthese systems are analyzed.
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Personality, normality and pathology

Millon (2004) defined personality as a complex eattof deeply embedded
psychological characteristics that are expressadmatically in almost every
area of psychological functioning. In this viewrgenality is conceived as the
patterning of characteristics across the whole imaif the person. Personality
would be the result of the interaction of enviromtaé factors (physical, social,
cultural) and temperament, the biological dispositioward certain behaviors.
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According to Millon (1969), there are three patlgibal characteristics of
personality disorders. Lack of resilience in theefaf stress is the first of these
pathological characteristics. While most peopleehearious coping strategies to
deal with stress, personality-disordered peopla tenrigidly apply the same
coping strategy, even when it is evident that #tiategy is not successful or is
even making matters worse. As a consequence, ¥eedé stress keeps increas-
ing, amplifying the vulnerability of the persongtdisordered person, creating
crisis situations and producing increasingly digtdmperceptions of social reality.

The second characteristic clearly relates to thet fone: personality-
-disordered people are inflexible. Normal persdgpdiiinctioning demands the
flexibility to adapt to different roles — in othesords, the wisdom to know when
to try and change the environment and when to amaghings as they are. When
the constraints imposed by the environment arengfranost people will con-
verge to similar behavior. Personality-disorderedge, by contrast, have few
alternative strategies, and they impose them ggiai conditions for which they
are not suited. The behavior of personality-discedepeople imposes very po-
werful constraints on the course of social intdoaict Because they cannot be
flexible, the environment must become even monglle. Crises arise when the
environment cannot be modified to match the rigiddf the personality-
disordered person. The opportunities for learniegv,nadaptive strategies are
further reduced, and the person’s life becomesdagsyable.

Because the afflicted person fails to change, ththglogical themes that
dominate his/her life tend to repeat as viciousleg. This is the third pathologi-
cal characteristic of personality disorders: sefgetuation. In Millon’s words,
“life becomes a bad one-act play that repeats ayainagain” (Millon, 2004).

A brief history
of the conceptualization of personality disorders

Clinical and scientific interests have contributedthe development of dif-
ferent research traditions in the field of persipaicademic psychologists typ-
ically focus on normative functioning, while psyatrists and clinical psycholo-
gists are interested in treating dysfunctions.

In his famousTraité, Philippe Pinel (1801) introduced the conceptrahie
sans délire'(mania without delusion) and speculated that ghhibe originated
by a deficient or ill-oriented upbringing of theilch or a perverse nature (Crocq,
2013). This inspired a disciple, Esquirol, to prepdhe construct ahonomanie
raisonnante a concept he found akin to Prichard’s “moral mgd (Berrios,
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1999; Crocq, 2013). Most of the cases commentedyothese psychiatrists re-
ferred to the behavior of individuals in conflicttivthe law, reflecting a forensic
interest for the psychiatric assessment and uraededitg of these problems.

By the beginning of the Z0century, Emil Kraepelin (1904) posited that the
limit between pathological and normal personalgygradual and arbitrary, and
determined by a faulty constitution. He describedrftypes of “psychopathic
personalities”: the born criminal, the irresoluteveeak-willed, the pathological
liars and swindlers, and the pseudoquerulants.cbheept of psychopathic per-
sonalities was elaborated upon by another Germgechjadrist, Kurt Schneider,
a researcher concerned about the reliability otlpmgric diagnoses. Schneider
(1923/1950) introduced several key concepts relategersonality disorders that
are still considered valid. He defined “psychopaithiersonalities as those indi-
viduals who suffer, or cause society to suffer,dose of their personality traits.
Abnormal personalities are thought to be largelyonm constitutions, but they
can evolve as a result of personal developmentutside influences (Crocq,
2013).

The “somatic” conceptual world of Kraepelin’'s nasgy was criticized by
Karl Jaspers (1959, p. 853). “Faced with the varidassifications of personality
we get an impression of endlessness. Almost eveshfcontributor thinks he
has grasped the essentials of human nature”(p. A3&y almost a century of
the publication of hisGeneral psychopathologyhe opening statement of his
chapter on character remains valid. In his analgtdifferent approaches to the
study of personality, Jaspers distinguishes sevendks of classifications, based
on ideal types, on systems of personality structoren the observation of real
types. Based on those indicators, he distinguistiesrmal personalities that
appear as “extreme variations of human nature” fpamsonalities that are “ge-
nuinely ill, due to some additional process that teken place” (p. 439). Among
extreme variations of basic personality dispos#ijdme takes into consideration:
(a) temperament (sanguine, phlegmatic, euphorigredsive), will power, feel-
ing, and drive (psychopath, fanatic), which constitpersonality structure; (b)
variations in “psychic energy” (neurasthenic, psathnic) and variations in
self-reflection (hypochondriacs, hysteric and se$ecure personalities).

Kraepelin’s contemporary, Sigmund Freud, originagegew tradition in the
understanding of personality disorders. Psychoaimlyave a central role in the
emergence of psychopathology to early life eveng temained out of aware-
ness and were kept unconscious. It was SigmunddFfeith a 1908 paper on
character and anal eroticism), Karl Abraham, anth&ifn Reich who laid the
foundation of the psychoanalytic character typold¢@yocq, 2013). This was
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followed by Franz Alexander’s (1930) distinctiontdeen neurotic character and
symptom neuroses and by Reich’s (1945) psychoaocatgatment of personality
disorders.

Significant changes in psychoanalytic theory ledh® development of the
object relations approach, which emphasizes thatettternal world is known
through mental representations or internal workingdels (Bowlby, 1969).
These models are interpersonal in origin, beingrésailt of early interactions
with caregivers; they function as unconscious mestiaictures that organize
experience and are only partially accessible toscimus reflection. The main
exponent of this line of research in the field @frqonality is Otto Kernberg
(1967, 1984, 1996), who proposed a threefold diaasion of personality pa-
thology—neurotic, borderline, psychotic — representarying degrees of organ-
ization or cohesiveness in personality.

A comprehensive alternative to psychodynamic apgres to personality
was offered by cognitive-behavioral theories (Elli®962; Beck & Freeman,
1990; Linehan, 1993; Young, 1990). The behaviarat in this understanding of
personality emphasized the role of learning spedifhaviors and emotional
reactions and shaping them by their consequentescadgnitive part appreciates
the role of learning, but considers the way pee@pleode, transform, and retrieve
information about themselves and others as cetttnagrsonality (Heim & Wes-
ten, 2014). Cognitive-behavioral theories focus tba schemas (particularly
those that reflect early traumatic experiencesl@@wbme maladaptive) that lead
people to attend to specific aspects of reality smdnisinterpret information
(Beck & Freeman, 1990; Beck, Freeman, and Assa;i&@04; Young, Klosko,
& Weishaar, 2003). They also emphasize skills aathpetencies, including
emotion regulation (Linehan, 1993). According te tlognitive specificity hypo-
thesis, a set of disorder-specific cognitions naairg the dysfunctional cycle of
cognitions>emotions>behaviors (Beck et al., 2001). Such a cycle isotdld in
the diagnostic criteria of the disorder. Cognitared behavioral therapists share
the beliefs about learning as the basis of perggnalt also about the need to
measure and empirically test the hypothesized oactst One of the most popu-
lar self-assessment tools designed for measuringnsas in personality disor-
ders is the Personality Beliefs Questionnaire (PB&cgk et al., 2001) and the
Young Schema Questionnaire (YSQ; Young, 1998). Bwthdescribed in detalil
in this volume (Zawadzki, Popiel, Pragtowska, & Nean, 2017, pp. 355-372;
Staniszek & Popiel, 2017, pp. 401-427).

All these models were produced by clinical researghmostly psychiatrists.
By contrast, academic personality psychologistditicnally studied nonclinical
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populations. They were more interested in the “radtrpersonality and, conse-
quently, devoted little attention in their theori@sabnormal personality or per-
sonality pathology. Thus, for many years the wordsnormative personality
theories and the theories personality pathologyneeketo follow parallel paths.
But it would be hard to believe that observatioosaerning normal behavior do
not apply to psychopathology when a simple exarionadf the history of the
biological roots of personality reveals that thexaept of temperament was ex-
tensively used by a physician (Hippocrates) to @&xpand name the psychopa-
thology of depression melancholia.

Psychobiological approaches

Robert Cloninger’s psychobiological model (2004% b&en one of the most
extensively researched views on personality. Hislehdries to account for the
variety of psychopathological states. As is usutil case with conceptions born
on the borders of disciplines, scholars may unmgtsi rediscover the wheel
or ignore a huge part of the accumulated knowledge. 7-factor model of per-
sonality proposed by Cloninger consists of TempergmHarm Avoidance,
Novelty SeekingReward Dependence, arikrsistence) and Character (Self-
-Directedness, Cooperativeness, Self-TranscendeScehe studies found that
temperament dimensions differentiate subtypes ofquality disorders — name-
ly, that antisocial personality disorder is asstedawith high scores on Novelty
Seeking (N) as well aslow scores on Harm Avoidafijeand Reward Depen-
dence (r) — and that some configurations of tréitelr, nHr, Nhr, and NHR)
increase the risk of immaturity (Cloninger, 2008, p1-43).

Similar conclusions can be drawn from the studyt@mperamental traits
measured according to the Regulatory Theory of Beament (RTT; Strelau,
1983) and personality disorders (Zawadzki, Roznwska, Nowocin, Popiel, &
Pragtowska, 2012). According to that study, allsp@ality disorders could be
classified either into a “weak” type of temperamécharacterized by low ca-
pacity for stimulation processing — involving CleistA, Cluster C, and border-
line personality disorders) or an into the “overstiated” type (characterized by
dysregulation of stimulation supply — Cluster Btismcial, histrionic, and nar-
cissistic personality disorders). However, the gtooluld not identify the specific
profile of relations of temperamental traits forckaof thelO personality disor-
ders described in DSM-IV. Nevertheless, clinicabrmaches underline the need
to consider temperamental traits in the psychopagjyoof borderline personality
disorder: either more specifically, as proposedViaysha Linehan (1993, p. 79)
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with reference to the RTT-based study by Eliasza®ra mere “unmeasurable
biological basis” (J. Young, 2006 — personal comitation), or in personality
psychopathology in general (Oldham, 2014).

The Big Five

One of the most common and mature models of pelispearucture isCosta
and Mc Crae’s Big Five (2005; see Zawadzki, 20@)e to its popularity, an
enormous amount of data in support of the modebleas gathered. The analys-
es performed by Asendorpf, Borkenau, Ostendorf, \doa Aken (2001) led to
the identification of three prototypic patternspefrsonality description (resilient,
overcontrolled, and undercontrolled) and indiceaedadaptive value of the con-
figuration of traits characterizing the resiliepp¢. The meta-analysis performed
by Saulsman and Page (2004) on the relationshipeagt personality traits and
personality disorders led to the identificationcblracteristic profiles reflecting
two clusters of personality disorders (in DSM-IVns, Cluster A + C and Clus-
ter B). In a synthesis of the abovementioned amalyand of his own studies,
Zawadzki (2009) found that personality disordersvshprofiles opposite to
the resilient type (0CEAN): either overcontrolled, Clusters A and C (OceaN),
or undercontrolled, as Cluster B (OcEaN). He codetuthat studies on norma-
tive personality indicate both sides of the coire &reas of good functioning de-
fined as adaptation possibilities within specifidtaral context, and the reverse:
the profiles of traits characterizing dysfunctidtfowever, it is too early to cele-
brate the integration of psychopathological andmaiive personality studies,
mainly because the Big Five model does not capheepecificity of personality
disorders.

An important contribution of clinical psychology tioe history of personality
and personality psychopathology was the developrogpsychological testing
instruments and their application to the assessmwiepathology in clinical set-
tings (the “full-battery approach”). The focus &ig traditional approach was,
naturally, informed by the scientific context oktday — namely, the psychiatric
diagnostic system of the time and psychodynamatrnent approaches.

In contrast to the full-battery approach, the Misot@ Multiphasic Personal-
ity Inventory (MMPI), a self-report instrument, wéisst published in 1943 by
Hathaway and McKinley, with scales measuring saldinical syndromes of the
day, such as depression, hypochondriasis, schiegojghrand others. The MMPI
was called a personality test, reflecting an imtining of conceptions of clinical
syndromes and personality/personality pathologyeréstingly, only two of
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the original nine clinical scales actually assessauastructs akin to personality
traits or attributes (Scale 0, developed later, designed to assess social intro-
version).

Concerns about the validity of projective tests ted decrease in their use
for the assessment of personality. The focus moeedrds the development of
successors to the MMPI, reflecting the advancepsiychometric development
and more closely tied to the predominant diagnosggtem of the time, which
made a distinction between Axis | syndromes andsAkpersonality pathology.
An example of this kind of instruments is the Mill€linical Multiaxial Invento-
ry (MCMI; and subsequent versions, the MCMI-II aA&MI-I1I).

The historical role and importance attached todl@cal interview proce-
dure in psychiatry and also the advances achiewethé design of structured
interviews for other forms of psychopathology thybuhe 1970s led to the de-
velopment of semi-structured interviews that rdliadssess personality disorders
as described in the DSM and ICD systems, namelySB&-1l for DSM-IV
(First, Gibbon, Spitzer, Williams, & Benjamin, 199a@nd the International Per-
sonality Disorder Examination-ICD-10 (IPDE-ICD-10pranger, Janca, & Sar-
torius, 1997). The structured interview remainsatpdhe most accepted ap-
proach to the diagnosis of personality disordeitt) @ variety of reliable instru-
ments to choose from (although, as Giesen-BlooAantz underline further in
this volume, there is a need for self- assessnoeig that would be less demand-
ing in terms of training required and time needed dxamination, as well as
more sensitive to change).

Theodore Millon’s Model

Many of these traditions converged in the influehtnodel that Theodore
Millon began to develop in the 1960s. One of tHeeraaspects of this model is
its integrative perspective, reflected in its agperat accounting for both the
structure and the dynamics of personality. Alsdriés to combine a nomothetic
perspective (focusing on how needs, motives, tradsemas, and defenses relate
to one another) and an idiographic perspectiveh(aitocus on individual differ-
ences). Thus, the model combines personality prneést (a2 nomothetic perspec-
tive that would become very influential in the deyament of psychiatric diag-
nosis) and personality subtypes, a more idiograpliiempt at characterizing
personality (Millon, 1969; Cardenal, Sanchez, &Ditallo, 2007).

Millon’s model assumes a continuum between norgalitd personality pa-
thology. What we take to be normal personalityhis tlisplay of flexible, adap-
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tive behavior in a given context. Based on an dimhary perspective, perso-
nality is conceived as the more or less distinglesbf adaptive functioning that
a member of the species displays in his/her enment. But the question of the
tipping point between the (still adaptive) persigastyle and personalitydis-
order remains open (Oldham & Morris, 1994/2002; Popiel P&agtowska,
2006).

As mentioned above, Millon’s work would have a $figant impact on the
development of psychiatric diagnosis, as can beeajgted in the evolution of
the Diagnostic and statistical manual of mental disosdef the American Psy-
chiatric Association.

THE DSM AND ICD SYSTEMS

The first edition of the Diagnostic and Statistiddhnual of the American
Psychiatric Association (DSM) was the result ofragess that began with the
military need for standardized psychiatric diagsose the context of World
War Il (Oldham, 2014). After the US War Departmpraduced a psychoanalyti-
cally-oriented document for the classification oémtal disorders in 1943, the
American Psychiatric Association charged its Corteriton Nomenclature and
Statistics to develop a diagnostic manual. Thist fadition of the DSM manual
(1952) provided four categories of psychiatric dilgw: (a) disturbances of pat-
tern; (b) disturbances of traits; (c) disturbanoédrive, control, and relation-
ships; and (d) sociopathic disturbances. Againstroon lore, this reflects the
fact that personality pathology was taken into aotdrom the very first edition
of the DSM. Generally, personality disorders weramed as rather permanent
patterns of behavior and human interaction thaevestablished by early adult-
hood and were unlikely to change throughout treedifcle. They were conceived
as deficit conditions, reflecting partial arrestsdistortions in development that
were the consequence of pathological early camgal®ldham, 2014). Personal-
ity pattern disturbances were conceived as thelilesly to change, while a more
optimistic view was held for personality trait digbances. The sociopathic cate-
gory was generically destined to behaviors relaesbcial deviation (from anti-
social behavior to addiction).

The main reason for the development of the secdaliibe of the manual
was the publication of the"8edition of the International Classification of Bis
eases (ICD) by the World Health Organization in 2,96ith the American Psy-
chiatric Association desiring to reconcile its diagtic terminology with the



PERSONALITY DISORDERS: A BRIEF HISTORICAL INTRODUGQDN 273

international system of the time. This led to arpbasis on trying to reach con-
sensus on observable, measurable, enduring catistetl of personality, moving
away from theory-driven perspectives. Also, theaideat personality-disordered
people do not experience emotional distress waadaveed, as were the four
categories of DSM-I. The categories included irs thecond version of the ma-
nual were: inadequate, paranoid, cyclothymic, smtiz hysterical, passive-
aggressive, obsessive-compulsive, explosive, anitis@and asthenic personality
disorders. The last of these was an inclusion Waild not be retained in the
next edition of the manual.

The 1970s were marked by a strong concern fordhability of psychiatric
diagnoses. The neo-Kraepelinian revolution in Acemi psychiatry led to an
“atheoretical approach” — one that was supposdzetabove parochial interests
and closely linked to explicit criteria, often iarins of observable behavior that
could be reliably assessed. Some critics (Lezenm&d&arkin, 2005) remarked
that the issue of reliability was conflated witlathof the atheoretical approach,
but clearly the focus was on generating a diagoaststem that would be both
reliable and useful for all theoretical approacaed mental health professionals.

A multiaxial evaluation system was introduced tvauld survive many edi-
tions to be dropped in the last version of the D@Mis | included disorders
conceived of as “episodic,” whereas Axis Il wasergsd for personality disord-
ers (considered to have a psychological origin) spetific developmental prob-
lems (considered to be biologically caused).

These changes to the diagnostic system led toaedse in the interest and
research in the field of personality disorders. Jbhernal of Personality Disord-
ers and the International Society for the Study ofsBaality Disorders were
established in this fertile period (Lezenweger &®In, 2005). The explosive
personality disorder and the cyclothymic persopaliisorders of the previous
edition were renamed and moved to Axis |, whilenasic personality disorder
was removed, as mentioned above. The schizoid @ategas split into three
more specific categories, and two new categoriae \added: borderline perso-
nality disorder and narcissistic personality disord

In 1987, a revised edition of the DSM-IIl was pshkd, with input from re-
searchers and clinicians, upholding the same mlieias the original version,
identifying reliable diagnostic categories that gvboth clinically-useful and con-
sistent with research. There were no significaminges in the personality disor-
ders section. All of them were defined by polytbetiiteria sets. Two provisional
categories were included: sadistic personality rdisoand self-defeating perso-
nality disorder, but none of them would survive tiext revision of the DSM.
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The significant increase in research in the field to a considerable amount
of empirical data that was used for the revisiorihaf section in DSM-1V, pub-
lished in 1994. General diagnostic criteria for g@ysonality disorder were in-
cluded in the manual for the first time, includiagrly onset, pervasiveness, in-
flexibility and long duration, albeit as a resuft expert consensus rather than
empirical research. The categories and dimensiangalnization of the personali-
ty disorders of DSM-III-R were maintained, with tlexception of passive-
aggressive personality disorder, which was incluie8ippendix B, where cate-
gories for further study were listed. It was rendnfaegativistic personality
disorder” and its criteria were revised becauser theevious definitions were
considered too generic. A rather controversial esgive personality disorder
was also included in Appendix B and presented fisrdnt from either passive-
-aggressive personality disorder or Axis | dysthyutisorder.

The next revision took place in 2000, but it wassthyoaimed at updating in-
formation and revising the texts accompanying tlagmbses, as indicated by the
acronym DSM-IV-TR (text revision).

Although the empirical support of DSM-IV was coresidbly stronger than
that of previous editions, a number of problemshwifte categorical approach
became evident from the very publication of thetesys A number of important
questions remained unanswered, and many importabtgms were not solved.
The issues of dimensions versus categories ledheated debate, mostly pre-
sented as a matter of choice between incompatisiems. Of course, the cate-
gorical approach, based on the idea of discontinug central to the neo-
Kraepelinian perspective, but certainly not with@stproblems, and these were
probably the most evident in the field of persayadiisorders. The three clusters
of DSM-IV — A (odd and eccentric personalities),(@amatic, emotional, and
erratic personalities), and C (anxious and fegokrisonalities) — were certainly
dimensional in nature.

Also, clinical practice revealed a clear tendentyglinicians to give single
diagnoses of personality disorder, while reseaadetl on semi-structured inter-
views shows that clients normally meet criteria tioo or three personality dis-
orders (Oldham, Skodal, & Kellman, 1992; Shedlem&sten, 2004; Widiger
et al., 1991).

In order to address this state of affairs, the Acagr Psychiatric Association
(APA) and the National Institute of Mental HealtiliH) convened a series of
research conferences to develop an agenda for emaoghision of the DSM,
which would become DSM-5. Distinguished researcihaised a number of im-
portant criticisms, highlighting that the DSM-IVstgm failed to fulfill the basic
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objectives of facilitating communication betweeinidians and researchers and
of fostering advances in the management of theselittons. The benefits of
dimensional approaches for characterizing persinataits were also hig-
hlighted and backed by a systematic revision oftladl existing dimensional
models of personality pathology (notably the fivendins of the Big Five; Clo-
ninger’s psychobiological seven-dimensional modelesley’s four-factor mod-
el, consisting of emotional dysregulation, dissbbighavior, inhibitedness, and
compulsivity; Clark and Watson’s three-factor moasimprising negative affec-
tivity, positive affectivity, and constraint; theterpersonal circumplex dimen-
sions of agency and communion; and the three pi@art i.e., self-other, active-
-passive, and pleasure-pain, proposed by MillomllT& Widiger, 2013).
A workgroup on the topic was established by the ARfer prolonged debate,
a hybrid dimensional and categorical system wapgsed for DSM-5.

The original categories of DSM-IV were maintainedSection Il of the new
manual, while the dimensional system was place&eéntion Ill. This model
comprises six specific personality disorders (safyjzal, antisocial, borderline,
narcissistic, avoidant, and obsessive-compulsplels a seventh diagnosis, that
of personality disorder-trait specific. This catggallows for the description of
individual trait profiles of clients who do not fevany of the six disorders.
Pathological personality traits are grouped int@ fdomains that reflect the ex-
isting dimensional approaches. The new system ialdodes another dimen-
sional aspect, that of level of impairment in faaoing, which is of obvious
clinical relevance in two areas: self and interpeed. The main areas of person-
ality assessment according to DSM-5 are depictedignre 1 (a more detailed
description of DSM-5 model as well as the propasfathe questionnaire de-
signed for the assessment of the traits accoraind3M-5 has been provided by
Strus et al., 2017, further on in this volume).

Regardless of the diagnostic system, patients mdtiderline personality dis-
order (BPD) tend to be the most problematic for taehealth professionals.
This is due to the complexity of clinical picturghronic course and suicidality,
and high comorbidity with other disorders, which ame reliable diagnosis
enabling sensitive assessment of changes (in these®f treatment) seems es-
sential. The checklist for BPD is described by Blamtz, and Schouten in this
volume, and the DSM-5 approach to the BPD diagriesikstrated in Figure 2.
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B: PATHOLOGICAL PERSONALITY TRAITS: FACETS & DOMAINS
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Figure 1.DSM-5 alternative model of personality disorders.
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Figure 2.Borderline personality disorder according to DSMHi&raative model.
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The diagnosis of personality disorder accordin@8M-I1V and ICD-10 was
very similar, except for the way of coding persayadisorders on Axis Il in the
multiaxial DSM system, which “forced” psychologisis consider personality
disorder in each patient with an Axis | problem.t Bmpirical evidence would
not support the polythetic categorical system. Muweg, according to Tyrer
(Tyrer et al., 2011; Tyrer, Reed, & Crawford, 2018)ly borderline, antisocial,
and mixed personality disorders were responsibte9#6 of PD diagnoses,
and specific categorical diagnoses other than bliméepersonality disorder and
personality disorder ‘NOS’ (not otherwise specijfiegtre very rarely used.

This led not only to the abandonment of the muiléibgystem in DSM-5, but
also to radical changes in the proposed ICD-11€Tet al., 2011; Tyrer et al.,
2015).The ICD-11 proposal emphasizes the severity ofqmadity disturbance
and does not attempt to preserve the traditionedgpellity disorder categories.
Consequently, the only category is personality rdieo as such, described by
three degrees of severity, in the recent past:,mildderate, and severe person-
ality disorder. According to the ICD-11 proposakdeébed by Tyrer et al. (2015)
the diagnosis starts with establishing whether ghtent satisfies the general
definition of personality disorder (no significatttanges compared to previous
diagnoses of personality disorder). The second istép identify the severity of
personality disturbance. The third step is a dpton of severity according to
five domain traits. These traits show which of thain facets of personality are
the most prominent in the individual. Only one diimm@nancastic features) is
different from DSM-5). ICD-11 proposal is plannexitie published in 2017. It
tends to be a “practitioner friendly"diagnostic | that enables to quickly
assess the presence of PD, leaving the assessineloimains to specialists
(Tyrer et. al., 2015). The future will show whethemwill be published in the
proposed way and to what extent it will be an inweraent.

However, the problems and limitations of the DSMteyn led some re-
searchers (Insel et al., 2010) to search for ater@& classification systems that
would be better based in biology and less dependerdlinical judgment (the
Research Domain Criteria). The main assumptiorisfdpproach — that mental
disorders are essentially disorders of the bravoald make them more compat-
ible with neurobiological perspectives on persdgadiuch as those proposed by
Cloninger (Cloninger, Svrakic, & Przybeck, 1993&iever (Siever & Davies,
1991), but also at odds with more psychologicahtegrative approaches. Some
researchers (Hofmann, 2014) have proposed a cothbistem of classification,
one that would be the result of empirical data ejmgy from both the advances
in the understanding of neurobiology and empincaksed cognitive-behavioral
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psychopathology. The future will tell how produetiand influential this research
paradigm and classification systems prove to be.
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