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* Professor of psychiatryAccording to DSM-
5, PDs can be divided into three groups
on the basis of clinical similarities: group
A (paranoid, schizoid, and schizotypal),
group B (antisocial, borderline,

3 Clusters of Personality Disorders

N o 0dd : .
histrionic, and narcissistic), and group C Bizarre Dramatic Anxious
. . ; Erratic Fearful
(avoidant, dependent, and obsessive- Eccentric
compulsive). e

* Despite being among the most prevalent mental disorders in the general
population, affecting 10 to 23% of all persons, PDs continue to be under-
investigated, and large information gaps persist regarding their epidemiology.



* Having a comorbid PD impairs the outc

Personality Disorders

Cluster A

Magical thinking
Aloof and isolated
Metaphoric speech

Schizotypal

Paranoid

Schizoid

Suspicious
Cold
Humorless

Few friends
Loner
Indifferent to praise, criticism

Cluster B

Borderline

Antisocial

Histrionic

Narcissistic

Cluster C

Self destructive
Impulsive

Erratic emotions
Sexual

Extreme intensity
Always in a crisis

Breaks laws
No remorse or guilt
Appears friendly on surface

Impulsive

False emotions

Dramatic

Inappropriate sexual behavior
Center of attention

Can’'t apologize

Grandiose

Exploit others to fulfill own needs
Emotions are not erratic

Dependent

Avoidant

Obsessive-compulisive

Lack self confidence

Social withdrawal
Awkward & uncomfortable in social
situations

Perfectionist
Preoccupied with details, rules,
schedules



reasons:
* it affects treatment adherence negatively
* it hampers psychosocial and occupational functioning

* risk of developing additional axis | disorders



depression

 Comorbid PDs are frequent in patients with
depressive disorders and associated with a
range of clinically important indicators; such as
a higher burden of psychopathology, a longer-
lasting reduction in psychosocial and
occupational functioning, and a poorer

treatment response.
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* The degree of impairment may however covary with the type of PD, and is for
example more pronounced in schizotypal or borderline PDs than in obsessive

compulsive (OC-PD) or avoidant PDs



In MDD and DYS, cluster A PDs occurred less frequently than cluster
B PDs, while cluster C occurred most
often.

* In MDD, avoidant and borderline PDs
were the most frequent.

* In DYS, all cluster C PDs occurred
frequently; notably avoidant, then
dependent and OC-PD.




* Longer duration of a MDD was positively associated with more
comorbid PDs.



We found no clear associations
between age of onset and
comorbidity.

* An exception was observed for
dependent PD across both MDD
and DYS, indicating more PD
problems for patients having a later
debut of MDD or DYS. We have no
explanation of this relationship.




Assessments of eventual PDs should be part of the routines before
starting anti-depressive treatment.

* This seems especially important for patients having dysthymic
disorders due to the high comorbidity in this disorder.

* cluster C PDs and, in particular, avoidant PDs were more
pronounced in DYS.



Bipolar disorders

* Among the comorbidities of greater
impact in patients with BD are personality
disorders (PDs). Several studies have
shown that the co-occurrence of BD and
PD generates a negative impact on
response to treatment, increased suicidal
behavior, and reduced global functioning
in bipolar patients.




Table 2 Frequency of personality disorders in euthymic
bipolar patients

Personality disorder n (%)
Borderline 38 (10.1)
Histrionic 29 (7.7)
Obsessive-compulsive 28 (7.4)
Dependent 19 (5.0)
Narcissistic 17 (4.5)
Schizoid 11 (2.9)
Schizotypal 11 (2.9)
Avoidant 11 (2.9)
Paranoid 5 (1.3)
Antisocial 3 (0.8)
Not otherwise specified 7 (1.9)

Numbers and percentages do not add up to total amounts because
some subjects had more than one disorder.



Borderline Bipolar
Personality Overlapping Disorders
Disorder Features

Fear of abandonment Sleep disturbance
Affective lability

Disproportionate anger

Unstable self-image Distinct euphoric and

Unstable relationships depressive states

Feelings of emptiness Suicidality

Risky behaviors Mood often stable
Mood often shaped by Impulsivity betwesh, episodes
interpersonal conflicts Delusions

Sustained mood shifts
Sudden and short-

lasting days/weeks
lived mood shifts



* Although cluster A disorders are the second most prevalent PDs in
the general population (1.6 to 6.2%), they are less frequent among
BD patients.

 antisocial PD was very infrequent in the studies included in our
review (0.79%), and seems to be more common in BD type | than in

type Il.

 the cluster C disorders, obsessive-compulsive PD is one of the most
common in both the general population (2.1 to 7.9%) and in BD
patients (7.4%).

* With respect to treatment, although antipsychotics and mood
stabilizers seem to improve global functioning in patients with
borderline and/or schizotypal PD, few studies have addressed



concurrent medical and psychological treatment in bipolar patients
with comorbid PD.

* In this context, lamotrigine and valproate may alleviate symptoms of
both BD and borderline PD, and psychoeducation seems useful as an
adjunctive treatment in the prophylaxis of BD with any comorbid PD.

e Stabilization of a mood episode should be followed by efficacious
adjunctive treatment for the PD, such as dialectical behavior therapy
or transference-focused therapy for borderline PD.



Anxiety Disorders

* As expected, the comorbidity rate of
cluster C PDs combined across all ADs

e As avoidance is one of the core symptoms
of a panic disorder, the avoidant PD is also
one of the most frequent comorbid PDs.
dependent PD is less common.

* The avoidant PD is the most frequently
occurring comorbid condition with social
phobia. The risk for developing a cluster C
PD increased markedly the earlier the




patients developed a social phobia disorder.



Social anxiety
disorder

Avoidant personality
disorder

Fear of one or more social
or performance situations

Exposure to situation
provokes anxiety

Fear recognised as
excessive

Feared situations are
avoided and interferes
with normal routine

Extreme shyness in social
situations

Hypersensitivity to
rejection

Highly self-conscious

Self-imposed social
isolation

Avoidant personality disorder VS. Social Anxiety

A key difference between these disorders is that
people with social anxiety mainly fear social
circumstances, while people with avoidant
personality disorder tend to fear close social

relationships.



* Cluster C PDs appears to be the most
prevalent in GAD, particularly the avoidant
and the OCD PD subtypes. Like for social
phobia, the avoidant PD also appear to be
the most relevant PD predicting a poorer
treatment outcome.

* A connection between PTSD and the axis Il disorders avoidant,
obsessivecompulsive and borderline PDs have been established, but
also with paranoid and schizotypal PDs.



OCD

 Comorbid personality psychopathology is not uncommon in OCD.
Personality disorders affect treatment outcomes of both
pharmacological and psychological treatments.

* OBSESSIVE-COMPULSIVE PERSONALITY DISORDER, SCHIZOTYPAL,
BORDERLINE, AVOIDANT, DEPENDENT are common comorbidities.

* Avoidant personality disorder is the second most common
comorbid personality disorder with OCD.

* The prevalence of schizotypal personality disorder (SPD) among
OCD patients is found to be as low as 1%.Although the prevalence is
low, up to half of OCD patients demonstrate some schizotypal traits.



Overlap of symptom domains between obsessive-compulsive and
related disorders, obsessive-compulsive personality disorder, and
schizotypal personality disorder



OCRD OCPD SPD

Perfectionism

Excessive list making
Orderliness

Hoarding

Magical thinking

Aggressive and sexual obsessions

Bodz' image disturbance -+ .

+ -, |mp|ies presence and absence respectively.

OCRD - Obsessive-compulsive and related disorders;

OCPD — Obsessive-compulsive personality disorder; SPD — Schizotypal
personality disorder

+ 4+ + + + +



* OCD comorbid with OCPD is associated with

a younger age of onset, a greater severity, &
poorer insight, higher comorbid depression ‘ ‘

or anxiety, and greater impairment in .
—
* Borderline PD was associated with poor p
outcome in one of the pharmacotherapy
studies with clomipramine. However, in a
larger prospective study with 5-year
followup, who were treated with either SRI ’ |
or CBT or a combination of both, BPD was

functioning.
not associated with poor course of illness.

4




ADHD

 ADHD populations seem to be particularly
predisposed to the so-called Cluster B PDs APPrOX;m:teSvaa'enci Zg:ll)butlon
comprising narcissistic PD, borderline PD, of the Subtypes 0

antisocial PD, and histrionic PD.

0.9% @ Predominatly
Hyperactive-Impulsive

type

* the most frequent comorbid PD in was
borderline PD with 33.7%, followed by
narcissistic PD with 25.2%.

* The Combined-type presents with more
frequent and more severe comorbidity on
Axis Il than the other subtypes.

1.3% m Predominatly
Inattentive type

2.5% B Combined Type




e Antisocial PD is more frequent in the Htype compared with the I-type.



patients at clinical high risk
(CHR) for psychosis

* CHR patients have comorbid Schizotypal Personality Disorder
Schizotypal PD and Borderline PD, “UFO AIDER”

respectively. Unusual perceptions
. . . Friendless except for family
’ jc"Ch_|ZOtypy IS C(?nS'derEd to be an . Qdd beliefs, thinking, and speech
indicator of being prone to psychosis A
ff *' . '
and, therefore, a precursor to e e it
schizophreniaspectrum disorders. Doubts others - suspicious

Eccentric — appearance/behavior

* Borderline PD is typically associated  Reiuctant in social situations.
with psychosis-like symptoms, such Sl




as transient paranoid ideation or severe dissociation.

Eating Disorders

* Personality disorders (PDs) are highly
comorbid in both anorexia nervosa
(AN) and bulimia nervosa (BN) as more
than half of the patients have comorbid
PD diagnoses. For both disorders,
cluster C PDs are most frequent,
followed by clusters B, and A in
descending order.




* Borderline and avoidant PDs had the highest prevalence in any ED.



The pattern of the estimated mean

proportions was similar between AN
and BN.

* Both disorders yielded high
proportions of borderline and
avoidant PDs. For patients with AN,
obsessive compulsive PD was also
relatively frequent and significantly PRSI
higher than in BN.




substance use disorders

* 46 to 60 percent of the SUD patients have
at least one PD.

* Cluster C disorders were as prevalent as
Cluster B disorders. PD assessment of SUD
patients should not be limited to antisocial
and borderline PD.

e SUD patients with PDs were younger at the
onset of their first SUD and at admission;
used more illicit drugs; had more anxiety
disorders, particularly social phobia; had
more severe depressive symptoms; were more
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distressed; and less often attended work or
school.

Antisocial PD (16%) and borderline PD
(13%) were the most prevalent
disorders. Paranoid, avoidant,
obsessive compulsive, and PD NOS
were equally prevalent.

* Comparison of the prevalence of PDs
in male and female patients showed a
significant difference only in antisocial
PD. None of the female patients had
antisocial PD, but 24% of the males did.




physical comorbidities

e Cardiovascular disease:

* Significant and positive associations between younger
adults (less than 55 years) with PDs from Clusters A, B
and C, and CVDs. Cluster A PDs showed the strongest
positive association with CVD.

 Among older adults (more than 55 years), significant
and positive associations were observed for
borderline, dependent, and obsessive—compulsive
PDs, and CVD.

* There were also significant and positive associations for
the individual PDs: schizoid, schizotypal and CVD, and a
significant negative association for antisocial and CVD.




Arthritis:

« Significant and positive associations were
observed between Cluster A and C PDs and
arthritis among younger adults, and both
Cluster A and C PDs among older adults.

« borderline, and avoidant were each
significantly and positively associated with
arthritis. Significant and positive associations
were also seen with arthritis among younger
adults for obsessive— compulsive and schizoid,
and for both age groups for schizotypal.




Diabetes:

« the only PD Cluster to show a
significant association with
diabetes was Cluster A.

« schizotypal were significantly
associated with diabetes.

Gastrointestinal disease:




 there were significant and positive associations
between Gl diseases and Cluster A, B and C PDs.

« Cluster A PDs and specifically schizotypal PD
showed the strongest association with Gl
diseases across the lifespan

« With the exception of histrionic PD, there were
also significant and positive associations between all PDs and Gl
diseases.
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