IR TR

31

Disturbances of Self and Identity
in Personality Disorders
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Mr. B could fill a room with his presence. A
promising artist whose promise was not material-
izing rapidly enough for his taste, he came to psy-
chotherapy bitter, angry, and depressed at his life
circumstances. His field was not an easy one in
which to gain prominence, and he felt grossly un-
derappreciated. “I’'m a god,” he once said with ut-
ter earnestness, but no one seemed to acknowl-
edge his apotheosis. He wavered between this kind
of exalted view of himself and a despondent, se-
cret fear that perhaps be was not who he thought

- he was. In fact, he was typically most grandiose
~ when he was most threatened—when passed over

in some way, when he failed to receive expected
praise, and so forth. His ideal self—who he want-
ed (and in this case, thoroughly expected) to be—
was as unrealistic as his conscious views of him-
self. He wonld have been satisfied with nothing
but greatness, and when he feared that he might
2ot be recognized, he became filled with a sense
gf helpless, impotent rage.

t. B is a prototypic example of a narcissis-
personality disorder—someone who is
andiose, dismissing and devaluing of oth-

g5, envious, lacking in the capacity to put
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himself in another person’s mind and em-
pathize with the other’s feelings, and prone
to responding to failure or criticism with
rage and humiliation. Patients with person-
ality disorders provide a useful vantage
point on the self and identity, because many
personality disorders include disturbances
in self and identity at their core, and under-
standing what happens when self and iden-
tity go awry can provide insight into their
normal structure and function, just as un-
derstanding memory deficits in amnesic pa-
tients can provide insight into the structure
and function of memory.

We begin this chapter by briefly examin-
ing the multiple meanings of self, which we
later apply to personality disorders. Next
we consider some methodological issues of
particular relevance to studying aspects of
self in individuals for whom lack of self-
knowledge may be diagnostic. We then turn
to the clinical, theoretical, and empirical lit-
erature on disturbances in self and identity
in personality disorders. We conclude by ex-
amining the data on the etiology of those
disturbances.
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Domains of Self and Identity

Despite the considerable prominence en-
joyed by “the self” in psychological theory
and research over the past 20 years, in many
respects the self is a construct characterized
by identity confusion. Definitions of self
range from “the entire person from a psy-
chological perspective” (McCrae & Costa,
1982) to “what one ‘takes oneself to be’”
(Markus & Cross, 1990). Theorists often
use self-related terms interchangeably, such
as self and identity, or self and self-concept.

Here we briefly outline a set of distinc-
tions among “self-relevant” terms that re-
flect an effort to integrate social psychologi-
cal views of self with views of self that
emerged independently from clinical obser-
vation (Westen, 1985, 1992). These two
vantage points on the self have much to of-
fer one another because of their comple-
mentary strengths and weaknesses. Social
psychological research has profitably ap-
plied and adapted concepts and methods
from cognitive science to the domain of self,
and social psychologists routinely use meth-
ods that are replicable and allow causal in-
ference—hallmarks of cumulative science
that have often been absent from clinical
treatments of the self. The clinical setting, in
contrast, allows access to people’s views of
self over months or years and permits ex-
ploration of the complex, highly idiosyn-
cratic associative networks that constitute
self-experience in its naturalistic setting—
networks that influence the way people feel,
behave, and experience themselves in highly
self-relevant, emotion-laden situations.

The value of clinical concepts and data is
likely to become more apparent as re-
searchers increasingly view the self-concept
as having attitude-like properties—that is,
as representations that are associated with
affective and behavioral propensities. Many
of the characteristics now understood to
vary among attitudes—such as the extent to
which they are implicit or explicit; their
complexity and integration; their affective
valence, intensity, and ambivalence; and so
forth—have been central to clinical (partic-
ularly psychodynamic) descriptions of the
self. Indeed, research and clinical observa-
tion are converging on a set of propositions
about the self that would have been contro-
versial just a decade ago. For example, self-

representations have both conscious ang
unconscious (explicit and implicit) aspects
and, like attitudes toward other objects, exf
plicit views of self may be very different
(and sometimes opposite) from implicit
views. Further, it is now clear that many if
not most aspects of the self-concept are af.
fect laden and are associated with multiple
and often contradictory (ambivalent, or
more accurately, multivalent) affective eval.
uations that are differentially activated un-
der different circumstances.

For the purposes of this chapter, we offer
the following (telegraphic) distinctions
among several phenomena related to self,
beginning with the “self” itself. Although
psychologists have used the term to refer to
a variety of phenomena, we would likely do
well to hyphenate virtually every structure
or process for which we would like to re-
serve the word “self,” such as self-esteem,
self-reflection, or self-knowledge. If, for ex-
ample, we use the terms “self” and “self-
concept” interchangeably, as frequently oc-
curs in the literature, we confront a logical
inconsistency: If our self-concept is our con-
cept of our self, then our self-concept is, by
definition, our concept of our self-concept
(because self and self-concept are synony-
mous). This is surely not what we mean by
the self-concept (although people’s self-con-
cepts may include their understanding of the
way they see themselves—something absent
in many patients with personality disorders
who have trouble taking their own mental
processes as objects of thought and hence
distinguishing who they are from who they
think they are). Logically, the only coherent
(if psychologically unsatisfying) use of the
term is the colloquial definition of self as the
person—body, mental contents, attributes,
and the like. This is what we mean when we
say, “He was only thinking of himself,” or
“She has a negative view of herself” (West-
en, 1992, 1994a).

It follows that self-schemas or self-repre-
sentations are mental representations of the
self or person, which can be implicit or ex-
plicit. Contemporary thinking about the na-
ture of mental representations may be useful
in rethinking what we mean by self-schemas
or self-representations (for a review, see
Smith, 1998). From a connectionist point.of
view, a representation is not a static entity
but a potential for reactivation of a network




‘of units (metaphorically or literally inter-
reted as neurons) that have been previous-
activated together. Thus the particular
f <shape” of a person’s representations of self
at any given time (Sandler & Rosenblatt,
1962) will reflect the confluence of chroni-
cally activated networks (potentials for
reactivation of well-worn ways of viewing
the self) and recently activated networks
(thoughts, perceptions, etc.). Current and
recent experiences will activate and inhibit
particular views and experiences of self—
that is, they will make some views of self
more likely to influence thought, feeling,
and behavior. A connectionist model of self
would suggest that people have multiple
networks representing different aspects of
self active outside of awareness at any given
time, which collaborate and conflict in ways
that produce an explicit self-representation.
A clinically informed connectionist model
would add that networks that are active but
that do not find conscious representation
(whether because they simply do not reach
the requisite level of activation or because
they are actively inhibited from conscious-
ness) may nonetheless play a substantial
role in shaping people’s feelings and actions.
Further, virtually no representation of self is
free of emotional entailments (although
some representations, of course, have less of
an affective “charge” than others). If I be-
have aggressively toward someone and in-
terpret my act as assertive or as hostile, I
will have two very different feelings about
myself. Thus, if we were to integrate a con-
nectionist account with a similarly dynamic
view of affect regulation, we might suggest
that a person’s explicit representations of
self at any given time are likely to reflect
two simultaneous constraint satisfaction
processes: one designed to settie on a repre-
sentation based on goodness of fit to the
data, and the other designed to settle on a
representation that maximizes positive and
minimizes negative affect (Westen, 1994b,
1998, 1999).

The extent to which a representation of
self is distorted by emotional constraints (in
a moderately positive direction, as in most
people; in a strongly positive direction, as in
narcissists; or in a negative direction, as in
many depressed and personality-disordered
individuals with depressive dynamics)
should depend on the extent to which cog-

=
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nitive and emotional constraints are strong
or weak (that is, on whether the situation is
clear or ambiguous enough to allow multi-
ple attributions and whether different equi-
librated solutions would produce weak or
strong emotional responses). The degree to
which the person’s representation of self
“fits the facts” should also depend on per-
sonality variables such as the individual’s
tolerance for negative affects of different
kinds, ability to regulate self-esteem, and so
forth. In this view, “self-enhancement” is a
shorthand for an equilibration process by
which people regulate emotions such as
shame, guilt, anxiety, and pride in the con-
text of cognitive constraints on self-
representation that leave enough room for
alternative attributions and, hence, for mo-
tivated cognition.

Aside from actual self-representations of
this sort, people also have a multirude of de-
sired, feared, and ideal self-representations
associated with various affects (Higgins,
1990; Strauman, 1996; Westen, 19835,
1994b). Clinical experience suggests that
these representations may also be either im-
plicit or explicit. For example, many people
have strong fears of becoming like a parent
with whom they have attempted to disiden-
tify (see McWilliams, 1998), and they may
become guilty or angry when their behavior
resembles that of the parent, even though
they may not be consciously aware of why
they are feeling what they are feeling and
what provoked it. Reducing a discrepancy
between wished-for, feared, or ideal self-
representations and their corresponding ac-
tual self-representations leads to various
positive and negative affect states (e.g.,
guilt, shame, anxiety, embarrassment,
pride). Thus people are motivated to change
their actual self-representations to increase
their correspondence with desired or ideal
self-representations and to maximize their
discrepancy from feared representations.
They can do this by changing who they are
(e.g., behaving differently), altering their ac-
tual self-representations, or changing their
desires, wishes, or ideals for themselves.

When we ask research participants to de-
scribe themselves, we typically call on them
to access prototypic, explicit representa-
tions, which are what we usually mean by
the global term, “self-concept.” The same is
usually true when we ask them about their
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self-esteem, or affective valuation of the self.
People tend to have a general “level” of self-
esteem to which they gravitate, which is
usually loosely congruent with their proto-
typic self-concept. Self-esteem, in this sense,
is the affective component of the person’s
prototypic attitude toward the self. Even at
the level of explicit prototypes, however,
people have specific views of themselves
(e.g., of their abilities in different domains),
which are associated with different affective
evaluations (Harter, 1996).

In everyday life, on-line constructions of
self and associated feelings reflect in part
the activation of particular affect-laden
“potentials” (chronically activated net-
works), as well as discrepancies between
actual, feared, desired, and wished-for self-
representations. As a result, people experi-
ence fluctuations in self-esteem, as different
twists of the neural kaleidoscope lead to
novel but nonrandom patterns of self-expe-
rience. Of particular relevance in this regard
are relationship schemas, or self-with-other
representations, that are often involved in
the activation of specific views of self {Bald-
win, 1992; Ogilvie & Ashmore, 1991). For
a patient with a narcissistic personality dis-
order such as Mr. B, a perceived slight or
criticism, a representation of self with criti-
cal or dismissing other, is likely to activate
networks that represent a shamed or humil-
iated self, with the attendant affect (which
may or may not attain conscious expres-
sion). (On the activation of states of mind
that include representations and affects, see
Horowitz, 1998).

Thus far, we have described a number of
ways in which the person can take the self
as object—that is, we have focused on rep-
resentations of self. As James (1890/1918)
observed, however, the self as object is not
isomorphic with a person’s subjective sense
of self, or self as subject. This sense of self
includes (1) a sense of continuity of experi-
ence (sense of self as having continuity of
consciousness and memory over time); (2) a
sense of agency (sense of self as an active
agent of one’s actions); and (3) an experien-
tial sense of self as thinker and feeler of
one’s own thoughts (Westen, 1992). The
sense of self is rarely an object of reflection
and has received little empirical attention,
although it is central to many psychological
views of self and can become disrupted in

certain forms of psychopathology apd -
certain nonnormative experiences, suchs
sexual abuse (Westen, 1994a).
Identity is probably the broadest s
related concept, and it shares many aspe
of Markus’s “dynamic self-concept]
(Markus & Wurf, 1987). Most definitiong of
identity derive at least in part from Eriksog
(1963, 1968), who emphasized that identity
is both a highly personal construction, deve].
oped through the integration of varipys
identifications and disidentifications with
significant others and reference groups, and
a social construction, developed through in-
ternalization of roles and reflected appraisals
of others. Important components of identity
include (1) a sense of personal sameness or
continuity over time and across situations
(2) a sense of inner agency, (3) a comrniti
ment to certain self-representations as self-
defining, (4) a commitment to certain roles
as self-defining, (5) acknowledgement of
one’s role commitments and views of self by
significant others, (6) a commitment to a set
of core values and ideal self-standards, and
(7) and commitment to a worldview that
gives life meaning (Wilkinson-Ryan & West-
en, 2000). -
To summarize, we should be careful when
using the term “self” that we all have the
same processes in mind when using the:
same word. Some of the more psychologi
cally meaningful uses of the term may be
better denoted by more specific terms, now
tably “self-representation” (implicit and exx
plicit views of self), “self-esteem” (feelings.-
about the self), “sense of self” (experience
of continuity, consciousness, and agency)y -
and “identity” (commitment to aspects O
self as defining and meaningful over time). -

Assessing Domains of Self and Identity e

Equally important as definitional glarity is -
the question of how to operationalize these
constructs. The traditional way of measur-
ing self-relevant thoughts and feelings is via
self-report. For example, the most widely
used self-esteem scale, the Rosenberg Selfs.
Esteem Scale (SES; Rosenberg, 1965), con;
sists of 10 items that tap the indn{‘xdua%rs’
feelings of general self-worth (e.g., “All dn
all, I am inclined to feel I am a failur
Other measures, such as the Tennessee 2



: Concept Scale (TSCS; Roid & Fitts, 1994),
_ assess numerous specific domains of self-
* esteem, such as feelings about the social self

and physical self. Other instruments assess
highly specific domains of self-esteem (for a
review, see Byrne, 1996), such as the Sexual
Self-Esteem Scale (Gaynor & Underwood,
1995) and the Body Esteem Scale (BES;
Franzio & Shields, 1984),

From a clinical point of view, self-report
instruments such as these can be very useful
in tapping explicit, but not implicit, self-
esteem (Westen, 1985, 1991, 1992), a prob-
lem that has recently prompted develop-
ment of implicit measures that we suspect
are likely to revolutionize the literatures on
self and self-esteem (Devos & Banaji, Chap-
ter 8, this volume). Traditional self-report
measures rely on a set of largely implicit as-
sumptions that are problematic: (1) that
conscious and unconscious views of self are
similar; (2) that the representations activat-
ed when people are asked to describe explic-
it, prototypic aspects of self are the same
representations activated in everyday life
that guide relevant thought, feeling, and be-
havior; (3) that people have the expertise
and knowledge to report on dimensions of
self that may be subtle; and (4) that defen-
sive and self-presentation biases are either
minimal or can be detected using self-report
scales designed to detect bias. For example,
if Mr. B, described at the beginning of this
chapter, were to complete the Rosenberg
Self-Esteem Scale, he would almost certainly
strongly endorse many items indicative of
high self-esteem. Multiple sources of narra-
tive and behavioral data suggested, howev-
er, that Mr. B was at times filled with self-
doubt, feelings of inferiority, and abject
despair about himself—feelings that were
only consciously accessible to him in fleet-
ing moments under very specific circum-
stances. Even if an occasional item “caught”
some of these feelings, his score would be
difficult to distinguish from that of someone
with moderately high self-esteem who rated
every item a solid 4 out of 5, as opposed to
mostly 5s with an occasional 1 or 2.

An increasing body of data suggests that
the kind of defensive inflation of explicit
views of self characteristic of people such as
Mr. B can be measured reliably using obser-
vational methods such as narrative inter-
views or observation of behavior in groups
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and that this kind of defensive distortion of
self-representations comes at considerable
cost to the individual (not to mention those
around him or her). For example, Shedler,
Mayman, and Manis (1993) found that in-
dividuals who scored high on a self-report
measure of positive mental health but low
on a clinician-based assessment of the same
construct (assessed from participants’ earli-
est memories) showed higher levels of coro-
nary reactivity than both individuals with
genuinely good mental health and those
who acknowledged their distress (e.g., anxi-
ety). Colvin and Block (1994) have shown
that individuals described by neutral ob-
servers of their behavior as narcissistic suf-
fer in multiple ways interpersonally that are
not revealed by their self-reports.

Similarly, Robins and Beer (2001) found
that self-enhancement of personal abilities
can have short-term benefits but that people
who rely on substantial self-enhancement
ultimately experience less well-being and
show worse adaptation than people who
perceive themselves more accurately. In a
longitudinal study, along with completing
questionnaire measures of variables such as
narcissism and self-esteem, college freshmen
rated their expected academic performance
in college. The researchers then collected
data regarding their actual performance an-
nually until graduation. The investigators
operationalized academic self-enhancement
by computing the discrepancy between pri-
or academic performance (as measured by
high school GPA and SAT scores) and self-
reported performance. Students who self-
enhanced early in their academic careers
were more likely to disengage from acade-
mics over time, as reality failed to support
their inflated expectations, and were more
likely to drop out of school.

In general, self-report instruments have
difficulty teasing apart genuine self-esteem
and associated representations of self from
impression management and self-deception
(Farnham, Greenwald, & Banaji, 1999).
Thus, in recent years, several researchers
have developed methods for assessing im-
plicit aspects of self-concept (e.g., Aidman,
1999; Bosson, Swann, & Pennebaker, 2000;
Greenwald & Farnham, 2000; Pelham &
Hetts, 1999). For example, Greenwald and
Farnham (2000) have adapted the Implicit
Associations  Test (IAT;  Greenwald,
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McGhee, & Schwartz, 1998) to measure
implicit self-esteem and self-concept. The
procedure rests on the premise that the
strength of association between pairs of
concepts and attributes (e.g., self~good, oth-
er-bad) is reflected in response latency.

Researchers have developed other meth-
ods of accessing implicit aspects of self as
well. Ogilvie and Ashmore (1991) devel-
oped a way of measuring self-with-other
representations that samples people’s explic-
it self-representations but avoids asking
them to make generalizations about pat-
terns in the way they represent themselves
across relationships. Participants rate them-
selves on a set of dimensions across numer-
ous relationships of their choosing (such as
relationships with a sibling, boss, parent,
etc.). A hierarchical-classes analysis reduces
the data to a small set of clusters of promi-
nent self-with-other themes, that is, ways
the person describes self with others that
appear to cut across a subset of relation-
ships. Although this method does not, strict-
ly speaking, measure implicit representa-
tions, it aggregates data within participants
in ways that capture implicit themes or per-
sonal constructs.

Westen and colleagues (Westen & Cohen,
1993; Westen & Muderrisoglu, 2001; West-
en & Shedler, 1999a, 1999b) have been ap-
proaching the measurement of aspects of
self through narrative methods. Their
method is predicated on the view that the
representations of self that influence
thought, feeling, and behavior in everyday
life, like many other personality processes,
are less likely to be revealed in participants’
answers to direct questions about them-
selves of the format, “Are you the kind of
person who . ..” than in their narrative de-
scriptions of their lives (and particularly of
emotionally meaningful interpersonal inter-
actions). The assumptions underlying this
method rest on clinical observation and on
research showing that this is, in fact, the
way clinicians of all theoretical persuasions
assess personality (Westen & Arkowitz-
Westen, 1998), as well as on the burgeoning
literature in cognitive neuroscience on the
pervasive role of implicit processes in
thought, feeling, and behavior.

In this view, by virtue of the “architec-
ture” of cognition, emotion, and motiva-
tion, people cannot be expected to report

what is implicit, even if their reports are
substantially biased by motives for self-pre.
sentation or self-esteem maintenance. Nog
should we expect that people without ey
pertise in personality assessment—namely’
participants themselves—should be yp;
formly the best observers of personality,
particularly in cases such as personality dis.
orders, in which lack of self-insight is diag-
nostic. In fact, self-report questionnaires *
and structured interviews have produced
poor validity coefficients in diagnosing per. -
sonality disorders such as narcissistic, para-
noid, and passive-aggressive (Perry, 1992),
(In fact, passive—aggressive personality dis-
order was deleted from the latest edition of
the DSM (American Psychiatric Associa-
tion, 1994), in part because it could not be
measured reliably by asking people to de-
scribe themselves.) In contrast, recent data
suggest that narrative-based assessment of
patients’ personality pathology produces
correlations between the treating clinician
and a pair of independent interviewers in
the range of r = .80 (Westen & Muder- -
risoglu, 2001). -
In describing these methods that rely less
on self-report, we do not mean to offer the =
simple view that self-reports are bad and
other forms of measurement are good.
Whether self-reports provide valid data
about aspects of self depends on the way
they are used. When used to assess people’s
explicit, prototypic views of self, well-con-
structed self-report instruments produce
valid data. To the extent that the aim is not
simply to know about people’s generaliza-
tions about themselves, however, the use of
self-report methods can become problemat-
ic. If the aim is to understand self-represen-
tations as they manifest in daily life (and,
presumably, as they affect thought, feeling,
and behavior), we might do well to rely less
on participants to aggregate their views over
time, essentially providing their explicit the-
ories about themselves. At the very least, we
might do well to ask them to describe what
they are thinking and feeling in situations
relevant to the domain of interest and to ag-
gregate these descriptions over time our
selves. Perhaps most important, when use
to assess people’s self-representations w1.th“
out qualifying by level of consciousness (im~
plicit or explicit), as has been the norm ¥
psychological research on aspects of se




& .clf-reports are likely to produce misleading
data for a substantial subset of individuals
" for whom discrepancies between implicit
and explicit views are as psychologically in-
teresting as their convergence (Westen,
1998).
Measurement of identity is another field
that has seen substantial progress in recent

cars. Based on Erikson’s theory, Marcia
(1966, 1980) devised a semistructured inter-
view to assess adolescents’ and adults’ levels
of commitment and exploration with regard
to occupational choices and ideological con-
cerns. Using the data from these interviews,
individuals can be reliably classified into
four identity statuses, which represent dif-
ferent levels of identity resolution: identity
achievement, moratorium, foreclosure, and
identity diffusion.

Identity achievement in Marcia’s system
represents the most mature level of identity
development. Individuals with this status
have explored and subsequently made com-
mitments to various occupational and ideo-
. logical choices. Moratorium is often a stage

" on the way to identity development, al-
though it may also represent a permanent
state of instability. In moratorium, the indi-
vidual explores various identity issues with-
out making any firm commitments. Individ-
uals with a foreclosed status have
prematurely settled on occupations and be-
liefs that others have prescribed for them,
without undertaking a period of explo-
ration or questioning. Individuals with this
status typically express black-and-white
views and lean toward an authoritarian
stance to the world. Identity diffusion, the
status most relevant to personality patholo-
gy, is not unusual in normal adolescence
and early adulthood. It describes those indi-
viduals who have not determined an ideo-
logical or occupational direction and who
may be characterized by social isolation,
withdrawal, and a lack of a sense of conti-
nuity over time. In a broader sense, identity
diffusion is Erikson’s term for the failure to
achieve an integrated sense of self. Identity
diffusion typically involves phenomena such
as a subjective sense of incoherence, inabili-
ty to commit to roles, and repeated shifts in
ideology. Marcia’s (1980) identity statuses
- have generated considerable research over
the past 20 years, documenting the relation-
ship between identity status and a range of
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theoretically related variables, such as per-
sonality (e.g., security-seeking; Kroger,
1995); attitudes (e.g., AIDS attitudes;
Moore & Barling, 1991); object relations
(Marcia, 1994); and level of integrative
complexity (Slugoski, Marcia, & Koopman,
1984).

To summarize, assessment of aspects of
self and identity is less straightforward than
it might appear and less straightforward
than has typically been the case, although
exciting new methodological developments
promise to change the way researchers mea-
sure and understand self-related processes.
Of particular importance is the develop-
ment of methods of assessing implicit self-
representations and implicit aspects of self-
esteem, which are especially important to
address in research with clinical popula-
tions, such as in patients with personality
disorders. Self-reports are likely to be ap-
propriate for some purposes and not for
others; for this reason, they should not be
the default in assessment. Self-reports are
most likely to be valid when (1) processes
being reported are available to introspec-
tion, such as behaviors and conscious phe-
nomenology; (2) processes being reported
do not require training, expertise, or norms
(e.g., “1 have high self-esteem” relative to
whom?} that lay observers may not have;
{3) domains being assessed do not have im-
plications for self-esteem and hence are less
likely to elicit defensive biases; and (4) do-
mains being assessed are only minimally rel-
evant with respect to social desirability, so
that self-presentation biases are less likely to
be engaged.

Self and Identity in Personality Disorders

Issues of self play a role in many forms of
psychopathology. People who are depressed
tend to have negative views of self. Individ-
uals with schizophrenia often have difficulty
representing key aspects of self at all and
distinguishing the most basic attributes of
self (thoughts, feelings, etc.) from those of
others. This is perhaps most apparent in au-
ditory hallucinations, in which individuals
with schizophrenia may mistake their own
psychological processes for someone else’s
voice. The most blatant form of identity dis-
turbance is found in dissociative identity
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disorder (DID; APA, 1994), formerly called
multiple personality disorder. In DID, the
patient’s identity consists of two or more
partial identities, sometimes called part-
selves or alters, that are “split off” and car-
ry out different functions. In this disorder,
usually the result of extreme sexual and/or
physical abuse in childhood (Lewis & Yea-
ger, 1994), the person may have no aware-
ness of actions carried out in one state while
in another, What distinguishes DID is not
only the fragmented identity in the Erikson-
ian sense but also profound deficits in the
sense of self—particularly the subjective ex-
perience of self as agent and as continuous
through time.

Profound disturbances in aspects of self
also distinguish many forms of personality
disorder. For example, McWilliams (1994)
describes the self-representations of the
“paranoid self” as involving a polar opposi-
tion between an “impotent, humiliated, and
despised” self-image and an “omnipotent,
vindicated, triumphant one” (p. 214). Indi-
viduals with paranoid personality disorder
frequently maintain self-esteem through at-
tempts to thwart authority figures or insti-
tutions. Success in defying authority pro-
vides a sense of vindication and temporary
feelings of safety and moral righteousness.

What Are Personality Disorders?

Personality disturbances have captured the
attention of observers for much of recorded
history, beginning at least with Hippocrates’
and Galen’s efforts to link character styles
to biological variables (an approach recent-
ly brought back into currency by Cloninger;
Cloninger, Svrakic, Bayon, & Przybeck,
1999). Modern interest in personality
pathology emerged in the 19th century
when Prichard (1835) coined the term
“moral insanity” to describe deviant behav-
ior patterns in individuals whose reasoning
processes, unlike those of patients with psy-
chosis, remained intact. (This distinction re-
mains the basis of the “insanity defense,”
which is predicated on a view of people as
either capable or incapable of moral deci-
sion making based on the intactness of their
cognition.)

The concept of personality disorder
emerged in the 1930s and 1940s in the psy-
choanalytic literature, as clinicians and the-

orists discovered a class of patients Whof
problems seemed to lie less in circumscribg
symptoms (such as phobias or obsessiyq
compulsive thoughts and rituals) thap
their enduring ways of thinking, under
standing themselves and others, regulatip
their impulses and feelings, and interacﬁng
with other people (Kernberg, 1975; Reicl, -
1933). Coupled with similar observationg iﬁ
the early to mid-20th century by descriptive
psychiatrists of patients who seemed to haye
enduring melancholic traits or peculiarities
of thinking that did not quite cross the
threshold for psychosis, the concept of per-
sonality disorder found its way into the offj-
cial Diagnostic and Statistical Manugl of
Mental Disorders (DSM).

In the original version of the manual
(APA, 1952), the disorders presently termed
personality disorders (PDs) were grouped
under headings such as “personality pattern
disturbance” and “personality trait distur-
bance.” The major impetus to research on
PDs came with the publication of DSM-III ... .-
(APA, 1980), which introduced a multiaxia] -
system of diagnosis, including a separate .. ..
“axis” devoted primarily to PDs. The cur-
rent edition of the DSM (DSM-IV; APA,
1994) defines a personality disorder as “a
enduring pattern of inner experience an
behavior that deviates markedly from th
expectations of the individual’s culture, i
pervasive and inflexible, has an onset i
adolescence or early adulthood, is stable.
over time, and leads to distress or impair-
ment” (p. 629). The PDs include 10 disor-
ders, grouped into three thematic clusters
based loosely on factor-analytic research.
The odd or eccentric cluster (cluster A) in-
cludes schizotypal, schizoid, and paranoid
PDs. The three disorders share social pecu--
liarity and withdrawal, with varying degrees
and types of cognitive disturbance. The dra- *
matic, emotional, or erratic cluster (cluster
B) includes histrionic, borderline, narcissis-
tic, and antisocial PDs. These PDs share fea-
tures such as self-centeredness, impulsivity,
and difficulty empathizing with others’ ex-
perience. The anxious or fearful cluster.
(cluster C) includes obsessive-compulsive
avoidant, and dependent PDs. These disor
ders (particularly obsessive-compulsive) ar¢ .
less easily characterized by a single set ofts
shared features, although one central threa
is anxiety (warded off in obsessive-comp




sive individuals, expressing itself strongly in
social situations in avoidant individuals,
and tied to fears of separation and indepen-
dence in dependent patients).

To illustrate the diagnosis of the personal-
ity disorders, we use the example of narcis-
sistic personality disorder, an example of
which opened this chapter. Narcissistic per-
sonality disorder (NPD) is characterized by
a “pervasive pattern of grandiosity (in fan-
tasy or behavior), need for admiration, and
lack of empathy, beginning by early adult-
hood and present in a variety of contexts”
(APA, 1994, p. 661). NPD has nine criteria,
of which five are necessary to make the di-
agnosis: (1) has a grandiose sense of self-
importance; {2) is preoccupied with fan-
tasies of unlimited success, power, bril-
liance, beauty, or ideal love; (3) believes that
he or she is “special” and unique and can
only be understood by, or should associate
with, other special or high-status people {or
institutions); (4) requires excessive admira-
tion; (5) has a sense of entitlement; (6) is in-
terpersonally exploitative; (7) lacks empa-
thy, is unwilling to recognize or identify
with the feelings and needs of others; (§) is
often envious of others or believes that oth-
ers are envious of him or her; and (9) shows
arrogant, haughty behaviors or attitudes (p.
661).

The DSM-1V classification is not flawless,
and although substantially influenced by
empirical research, particularly since the in-
ception of DSM-III, it continues to face nu-
merous challenges. For example, many re-
searchers have argued that a dimensional
system would more accurately describe indi-
viduals with personality pathology than the
current categorical system, and the 10 diag-
noses included in the manual are highly
overlapping (Clark, Livesley, & Morey,
1997, Oldham et al.,, 1992; Westen &
Shedler, 2000; Widiger, 1993). Nonetheless,
the DSM-IV provides a rough map of the
terrain of personality disturbance that rep-
resents a significant advance over the babble
of personality descriptions that existed be-
fore some effort to standardize categories
and criteria.

Pathology of Self in Personality Disorders

The clinical literature offers a wealth of
phenomenological and theoretical descrip-
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tions of pathology of self in patients with
PDs, although empirical literature has only
more recently begun to emerge. The disor-
ders that have received the most attention
are borderline and narcissistic. This makes
considerable sense, given the central role of
self-pathology in both disorders: the identi-
ty confusion characteristic of borderline pa-
tients and the grandiosity characteristic of
narcissistic patients. We review, as well, the
empirical findings on other disorders for
which data are available.

Self and Identity in Borderline Pathology

Kernberg (1976, 1984) has provided the
most extensive theoretical and phenomeno-
logical description of borderline pathology.
Kernberg focuses on what he calls border-
line personality organization (BPO), which
he locates on a continuum between psychot-
ic and neurotic (by which he means relative-
ly high-functioning) forms of personality
structure. Patients with borderline personal-
ity organization lack the overt disturbances
in self and reality testing characteristic of
psychotic patients. However, they lack the
capacity to regulate impulses and emotion
and to understand the self and others in
ways that allow healthier people to love and
to work successfully. While similar in many
respects to the DSM-IV diagnosis of border-
line personality disorder (BPD), BPO is a
broader construct that encompasses a num-
ber of DSM-IV PDs in addition to BPD. For
Kernberg, patients with paranoid, schizoid,
schizotypal, and antisocial personality dis-
orders typically function at a borderline lev-
el, as do many patients with histrionic and
dependent personality disorders.

In Kernberg’s conceptualization, patholo-
gy of self is a hallmark of borderline pathol-
ogy. People with more adaptive forms of
personality organization can integrate con-
tradictory representations of the self and
others and can represent themselves as es-
sentially the same person across time and
situations, even though they recognize that
they may behave differently at different
times. In contrast, patients with BPO suffer
from a lack of integration of self-representa-
tions, for which Kernberg (1984) uses Frik-
son’s term, “identity diffusion” (Clarkin,
Kernberg, & Somavia, 1998; Kernberg,
1984). As outlined by Kernberg (1975,
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1984) and elaborated by Akhtar (1984,
1992), the identity diffusion seen in patients
with BPO consists of six basic clinical fea-
tures. The first involves contradictory char-
acter traits that produce representations of
self that are difficult to integrate. The pa-
tient may evidence gross contradictions in
behavior (e.g., behaving alternately in ways
that are prudish and promiscuous), percep-
tions of self (e.g., seeing the self as a com-
plete success or a total failure), or vocation-
al interests. These contradictions make it
difficult for the patient and others to get a
clear picture of the person as an integrated
person. The second feature is the temporal
discontinuity of the self, whereby the pa-
tient lacks a sense of the self as continuous
through time. The sense of “a life lived in
pieces” captures this experience (Pfeiffer,
1974). Third is a lack of authenticity, mani-
fest in a chameleon-like identity in which
the person changes who she is and perceives
herself to be depending on who she is
with—a phenomenon first described by
Deutsch (1942) as the “as-if” personality.
(We use the female pronoun here and the
male pronoun later in describing narcissistic
personality disorder as a convenience, re-
flecting the differential rates of the two dis-
orders in men and women.) Fourth are feel-
ings of emptiness and emotional numbing
that lead to feelings of inner deadness and
fears of being alone (because aloneness be-
comes nothingness if the self can only be de-
fined in relation to significant others). A
fifth feature is gender dysphoria, manifest in
opposite-gender behaviors and confusion
regarding choice of sexual partner and the
gender to which one belongs. The sixth fea-
ture is an inordinate ethnic and moral rela-
tivism, which involves a lack of stable val-
ues and cultural or ethnic affiliation. Similar
to the chameleon-like quality of the inau-
thentic self described previously, the pa-
tient’s beliefs and values may change along
with those of members of her social group.
Akhtar (1992) added a seventh clinical fea-
ture often observed in patients with identity
diffusion: disturbances in body image, seen
particularly in borderline patients with bu-
limia.

Focusing more specifically on borderline
personality disorder as defined in DSM-III
and DSM-IV, Westen and Cohen (1993)
summarized the most central components of

identity disturbance believed to characteriz,’
BPD as taken from the extant theoretica]
clinical, and empirical literatures. Their de.
scription resembles Kernberg’s (1975) and
Akhtar’s (1984) descriptions of BPO ij
many respects. It includes the following fea-
tures: (1) a lack of consistently invested
goals, values, ideals, and relationships; (2) 4
tendency to make temporary hyperinvest-
ments in roles, value systems, worldviews,
and relationships that ultimately break
down and lead to a sense of emptiness and
meaninglessness; (3) gross inconsistencies in
behavior over time and across situationg
that lead to a relatively accurate perception
of the self as lacking coherence; (4) difficul-
ty integrating multiple representations of
the self at any given time; (5) a lack of a co-
herent life narrative or sense of continuity
over time; and (6) a lack of continuity of re-
lationships that results in the loss of shared
memories that contribute to a coherent
sense of self over time. In terms of the dis-
tinctions with which we began, most of
these disturbances are disturbances in the
sense of self (the subjective experience of
agency and continuity over time} and identi-
ty, although borderline patients are also
prone to particular representations of self
(e.g., self as globally bad or loathsome;
Westen et al., 1992) and self-with-other par-
adigms (e.g., abandoned self-rejecting other,
victimized self-victimizing other; Nigg,
Lohr, Westen, Gold, & Silk, 1992). In addi-
tion, as emphasized by Kernberg (1984) and
supported by subsequent research {Baker,
Silk, Westen, Nigg, & Lohr, 1992}, border-
line patients tend to “split” their representa-
tions of self and others into good and bad
and to have difficulty forming coherent, in-
tegrated representations that incorporate
both positive and negative features in ways
that capture the realities of human personal-
ity.

Empirical research on identity distur-
bance in borderline personality disorder s
sparse. Taylor (1995) points out thaF the
DSM criterion that captures identity distur-
bance has proved one of the least reliable
criteria among the PDs, stemming largély
from the vagueness of the item (“identity
disturbance: markedly and persistently un-
stable self-image or sense of self” [DSM-IV;,
APA, 1994, p. 654]) and its nonspecificity
to BPD. In an effort to refine the concept of .

i
s
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E identity disturbance empirically, Wilkinson-
Ryan and Westen (2000) developed a 36-
item identity-disturbance instrument for
clinician report, based on clinical, theoreti-
cal, and empirical descriptions of identity
disturbance. Their aims were (1) to use fac-
tor analysis to identify whether identity dis-
turbance is a unitary construct; (2) to exam-
ine the relation between aspects of identity
disturbance and BPD; and (3) to assess the
extent to which borderline pathology inde-
pendently contributes to variance in identity
diffusion, holding constant a history of sex-
ual abuse. The role of sexual abuse is of sig-
nificance because between 50% and 75% of
patients with BPD report a history of sexual
abuse (see Zanarini, 1997) and because sex-
ual abuse is known to disrupt multiple as-
pects of self, leading to dissociation (and, in
extreme cases, dissociative identity disor-
der).

Using a practice research network ap-
proach, in which researchers quantify de-
scriptions of patients provided by a random
sample of clinicians using psychometric in-
struments designed for clinician report,
Wilkinson-Ryan and Westen (2000) found
identity disturbance to be a multidimension-
al construct consisting of four factors: role
absorption (tendency to define the self
based on a single role or label, such as
“adult child of an alcoholic”), painful inco-
herence (the patient’s subjective distress and
concern about lack of coherence), inconsis-
tency (objective inconsistency of behavior,
which the patient typically does not find
troubling), and lack of commitment (to
roles, values, and long-term relationships).
Three of the four factors distinguished bor-
derline patients from other patients in the
sample, including those with other PDs,
with painful incoherence most associated
with BPD. The lack of commitment factor
did not distinguish between patients with
BPD and patients with other forms of
pathology, casting doubt on its specificity as
a diagnostic criterion, despite its centrality
in the clinical construct. Although all fac-
tors also correlated with a history of sexual
abuse, regression analysis showed that BPD
diagnosis continued to predict identity dis-
turbance on all four dimensions when sexu-
al abuse history was held constant. Sexual
abuse history contributed independently to
only one identity disturbance factor, painful

incoherence, suggesting that the identity dis-
turbance seen in borderline patients is sui
generis and does not appear to be a conse-
quence of abuse history.

Self and Identity in Narcissistic
Personality Disorder

Although many of Kernberg’s major contri-
butions have been in the understanding of
borderline phenomena, his theories of nar-
cissistic disturbance contributed substantial-
ly to the development of the diagnosis of
NPD in DSM-III, just as they did to the bor-
derline diagnosis. According to Kernberg
(1984), whereas borderline patients lack an
integrated identity, narcissistic patients are
developmentally more advanced, in that
they have been able to develop a consistent
view of themselves. A core feature of their
pathology, however, lies in the view of self
that they need to construct to maintain self-
esteem, namely one that is grossly inflated.
According to Kernberg, not only are the
conscious self-representations of narcissistic
patients inflated but so also are the repre-
sentations that constitute their ideal self.
Actual and ideal self, in his view, exist in dy-
namic relation to one another: One reason
that narcissistic patients must maintain such
an idealized view of self is that they have a
correspondingly grandiose view of who they
should and must be, divergence from which
leads to tremendous feelings of shame, fail-
ure, and humiliation.

The concept of a grandiose self is central
to the theory of Heinz Kohut, one of the
other major theorists of narcissistic person-
ality pathology, whose ideas, like those of
Kernberg, contributed to the DSM diagno-
sis of NPD (Goldstein, 1985). Like many
other theorists, Kohut’s (1971, 1977) use of
the term “self” is inconsistent, sometimes
used to refer to all of personality and at oth-
er times limited to self-representations. His
main contribution, however, was his at-
tempt to describe the self as a core structure
at the heart of personality (hence the term
“self psychology,” which refers to the theo-
retical system he developed within psycho-
analysis).

The Kohutian self in this distinctive sense
is the nucleus of a person’s central ambi-
tions and ideals and the talents and skills
used to actualize them (Kohut, 1971; Wolf,




654 VI. PHYLOGENETIC AND ONTOLOGICAL DEVELOPMENT

1988). It develops through two pathways,
or what Kohut calls “poles” of the self,
which provide the basis for self-esteem. The
first is what he calls the grandiose self—an
idealized representation of self that emerges
in children through empathic mirroring by
their parents {“mommy, watch!”) and pro-
vides the nucleus for later ambitions and
strivings. The second he calls the idealized
parent imago—an idealized representation
of the parents, which provides the founda-
tion for ideals and standards for the self.
Parental mirroring allows the child to expe-
rience himself as reflected in the eyes of a
loving and admiring parent; idealizing a
parent or parents allows the child to identi-
fy with and become like an idealized other.
In the absence of adequate experiences with
parents who can mirror the child and serve
as appropriate targets of idealization (for
example, when the parents are self-involved
or abusive), the child’s self-structure cannot
develop, preventing the achievement of co-
hesion, vigor, and normal self-esteem
(which Kohut describes as “healthy narcis-
sism”). As a result, the child develops a dis-
order of the self, of which pathological nar-
cissism is a prototypic example.

Most research on NPD of relevance to
self has examined the diagnostic efficiency
of various diagnostic criteria. The results of
these studies generally support the centrality
of grandiose representations and grandiose
fantasies as defining features of narcissistic
patients (Gunderson, Ronningstam, &
Smith, 1995). In two studies not limited to
DSM criteria, Westen and Shedler (1999a;
Shedler & Westen, 1998) used a personality
pathology Q-sort with a large national sam-
ple of patients with PDs to examine the psy-
chological characteristics of patients diag-
nosed with different PDs. Both studies
produced similar findings; we describe here
the larger study (N = 530) with the most re-
cent version of the Q-sort (Westen &
Shedler, 1999a). The following items related
to self were among the 20 most highly
ranked (i.e., highly descriptive) items out of
the 200 items in the instrument in an aggre-
gate description of patients diagnosed by
their treating clinicians with NPD: has an
exaggerated sense of self-importance; tends
to feel mistreated, misunderstood, or vic-
timized; and expects self to be “perfect” (an
item that supports Kernberg’s view of the

narcissistic patient’s exaggerated ideal salgg
When the investigators ignored clinicjan
DSM-1V diagnoses and instead derived gig
agnostic prototypes empirically using Q-fac;
tor analysis (a clustering technique), the
narcissistic cluster that emerged included
the following items among those most de
scriptive: has fantasies of unlimited success - -
power, beauty, talent, brilliance, and s(;
forth; has an exaggerated sense of self;
mportance; expects self to be “perfect”.
tends to feel false or fraudulent; and has ;
disturbed or distorted body image (sees self
as unattractive, grotesque, disgusting, etc,;
Westen & Shedler, 1999b). Interestingly,
this empirically derived prototype included
not only the manifestly grandiose self-repre-
sentations, fantasied self-representations,
and ideal self-representations of narcissistic
patients but also some of their underlying
fears about themselves, such as feelings of
fraudulence and unattractiveness. We are
unaware of self-report studies similarly
finding such fears to be characteristic of the
explicit prototypic views of self reported by
narcissistic patients. The discrepancy be-
tween self- and observer reports corrobo-
rates theoretical assertions that implicit and
explicit representations may be very differ-
ent in narcissistic patients (e.g., Westen,
1990), with the latter primarily reflecting
overt grandiosity and the former reflecting
both grandiose ideal self-representations
and dreaded devalued (feared) representa-
tions of self.

Other Research on Self and Identity

Disturbance in Personality Disordlers

Empirical literature relating to self in other
personality disorders is limited. Two recent
studies have linked self-esteem to PD diag- -
nosis or PD traits (Sinha & Watson, 1997
Watson, 1998). These studies found .that )
low self-esteem was a significant predictor
of 7 of 11 PD diagnoses and showed the
strongest association with borderline per- .
sonality disorder, avoidant personality dis- h
order, dependent personality disordes, and
obsessive—compulsive personality dlsorder-
The link to self-esteem makes sense in light
of depressive and self-doubting dynamics
seen clinically in patients with many PDS;
particularly those found in these studies 4@
have low self-esteem. :
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Research using Benjamin’s (1974, 1996a,
1996b) Structural Analysis of Social Behav-
jor (SASB) is also relevant to issues of self in
PDs. The SASB is a three-dimensional cir-
cumplex model with three surfaces that pro-
vides a sophisticated method of assessing
complex interpersonal and intrapersonal
processes. Of particular relevance is one
surface of the SASB, called the “introject
circumplex,” which captures the way an in-
dividual treats him- or herself. It is so
named because of the assumption that inter-
nalized (introjected) treatment by significant
others shapes the self-concept and associat-
ed ways of “interacting” with oneself, a
view amply supported by research {Ben-
jamin, 1974, 1996a). One axis of the intro-
ject circumplex represents the attachment
dimension (in this case, attachment to self),
with end points of self-Jove and self-hate.
Although systematic work with samples of
patients with PDs remains to be done, Ben-
jamin has recently offered an extensive ap-
plication of the SASB to the study and treat-
ment of PDs (1993, 1996a, 1996b), and
research on the introject surface is likely to
provide useful information on self-esteem
and self-abuse in patients with PD.

Etiology of Self Pathology in
Personality Disorders

As with most forms of psychopathology,
prime etiological variables include genetic
influences, environmental events, and
gene—environment interactions and transac-
tions. Here we provide a brief overview of
three areas of research of relevance to the
etiology of PDs that have particular implica-
tions for the origins of self-disturbance: be-
havior genetics, attachment, and trauma.

Behavior Genelics

The vast majority of behavior-genetic stud-
ies of personality have focused on normal
personality traits, such as those that make
up the Five-Factor Model (Widiger & Trull,
1992) and Eysenck’s (1967, 1981) three-
factor model (extraversion, neuroticism,
and psychoticism). These studies have gen-
erally shown moderate to large heritability
for a range of personality traits, from 30%
to 60% (Livesley, Jang, Jackson, & Vernon,
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1993; Plomin & Caspi, 1999). The most
frequently studied traits, extraversion and
neuroticism, have produced heritability esti-
mates of 54% to 74%, and of 42% to 64%,
respectively (Eysenck, 1990). When mea-
sures other than self-report are used, heri-
tability estimates decrease somewhat but re-
main within the moderate range (e.g.,
Plomin & Caspi, 1999).

Compared to research on normal person-
ality traits, studies of the heritability of PDs
have been rare (see Nigg & Goldsmith,
1994). The most common design has been
family studies, in which researchers begin
with the PD proband and then assess other
family members. The major limitation of
this method is that familial aggregation of
disorders can support either genetic or envi-
ronmental causes. Hence, twin and adop-
tion studies tend to provide more definitive
data.

A number of family, twin, and adoption
studies have focused on the genetic basis of
PDs, although the majority of these studies
have examined only a subset of the DSM
PDs, particularly schizotypal, antisocial,
and borderline personality disorders. These
disorders appear to reflect a continuum of
heritability, with schizotypal most strongly
linked to genetic influences, antisocial
linked both to environmental and genetic
variables, and borderline showing the small-
est estimates of heritability.

Research on the heritability of schizotyp-
al personality disorder provides the clearest
evidence of a genetic component to a per-
sonality disorder. (Schizotypal personality
disorder is defined by criteria such as odd
beliefs or magical thinking, unusual percep-
tual experiences, odd thinking and speech,
suspiciousness, inappropriate or constricted
affect, and behavior or appearance that is
odd or eccentric.) Early observers of schizo-
phrenia (e.g., Bleuler, 1911/1950; Krae-
pelin, 1896/1919) often noted peculiarities
in language and behavior among the rela-
tives of their schizophrenic patients. Bleuler
called this presentation “latent schizophre-
nia” and considered it to be a less severe
and more widespread form of schizophre-
nia. Further research info the constellation
of symptoms characteristic of relatives of
schizophrenic patients ultimately resulted in
the creation of the DSM diagnosis of schizo-
typal personality disorder (SPD; Spitzer, En-
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dicott, & Gibbon, 1979). A genetic relation-
ship between schizophrenia and SPD is now
well established (Kendler & Walsh, 1995;
Lenzenweger, 1998). For example, using
data from the Roscommon Family Study,
Kendler and his colleagues (e.g., Kendler et
al., 1993; Kendler, McGuire, Gruenberg, &
Walsh, 1995; Kendler & Walsh, 1993)
found a significant familial relationship be-
tween SPD and schizophrenia. Torgersen
(1984) found that 33% (7 of 21) of identi-
cal co-twins had SPD, whereas only 4% (1
of 23) of fraternal co-twins shared the diag-
nosis.

Antisocial personality disorder, in con-
trast, appears to have both genetic and envi-
ronmental roots, as documented in adop-
tion studies (Cadoret, Yates, Troughton,
Woodworth, & Stewart, 1995). An adult
adoptee whose biological parent had an ar-
rest record for antisocial behavior is four
times more likely to have problems with ag-
gressive behavior than a person without a
biological vulnerability. At the same time, a
person whose adoptive parent had antiso-
cial personality disorder is more than three
times more likely to develop the disorder,
regardless of biological history.

In contrast to schizotypal and antsocial
personality disorders, research on the be-
havioral genetics of BPD has yielded much
less evidence of heritability. Modest degrees
of familiality have emerged in several stud-
ies (e.g., Reich, 1989); however, the bulk of
the evidence does not support genetic expla-
nations (Dahl, 1993; Nigg & Goldsmith,
1994). For example, Torgerson (1984), in
the only twin study on borderline PD, failed
* to find evidence for the genetic transmission
of the disorder, aithough the sample was rel-
atively small. However, some authors (e.g.,
Nigg & Goldsmith, 1994; Widiger & Allen,
1994) have suggested that the personality
trait neuroticism, which is highly heritable,
is at the core of many borderline features
(e.g., negative affect and sensitivity to
stress). Further, other components of BPD
have shown substantial heritability, includ-
ing one of particular importance for our
present purposes—problems with identity
(Livesley et al., 1993).

Although behavioral genetic data are
proving increasingly important in under-
standing the etiology of personality disor-
ders (e.g., Livesley, Jang, & Vernon, 1998),
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their relevance to aspects of self remains un-
clear. With some notable exceptions, studies
have not examined self-representationg
sense of self, identity, or other related Conj
structs. Nevertheless, to the extent that ope
can take personality self-descriptions as 2
mixture of relatively accurate descriptions
of personality and as self-representations
(“theories™ of the self; Epstein, 1973), they
are likely to provide at least indirect data on
the heritability of some aspects of self. Fur-
ther, because traits such as neuroticism are
likely to be accompanied by particular kinds
of self-representations (e.g., negative views
of self), then aspects of self can be pre-
sumed, like other personality traits, to range
in heritability, with most showing moderate
heritability.

Attachment

An environmental variable that has proven
robust as a predictor of various forms of
personality pathology is attachment history.
Bowlby (1969, 1973) defined attachment as
a behavioral system designed to provide
proximity to attachment figures, who en-
sure the protection and hence the survival of
offspring. The balance between proximity,
which is essential for survival, and distance,
which is necessary over time for explo-
ration, is achieved behaviorally and is regu-
lated by an “internal organization” that in-
cludes representations of the self and
attachment figures. According to Bowlby,
the major determinant of the quality of the
child’s attachment is the caregiver’s ability
to respect the child’s desire for a secure base
while facilitating his or her exploratory be-
haviors and remaining available to offer the
child fove and care when needed (Bowlby,
1977). Provided these conditions are met,
the child is likely to develop a secure attach-
ment characterized by “a representational
model of himself as being both able to help
himself and as worthy of being helped”
(1977, p. 206). Subsequent research has
supported the central role of maternal sensi-
tivity or attunement in the development of
secure “internal working models” of rela-
tionships in infancy (e.g., De Wolff & van
IJzendoorn, 1997).

Ainsworth, Blehar, Waters, and Wall
(1978) devised the Strange Situation to
identify the attachment patterns of infants.

|
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This method involves brief separations of
caregiver and infant and observation of the
infant’s reactions, particularly during re-
union periods. Two-thirds of infants show
secure attachment, meaning that they show
distress when separated and pleasure on re-
union. Insecure infants exhibit either resis-
tant-ambivalent or avoidant attachment
styles. Resistant-ambivalent infants experi-
ence their caregiver as unable consistently to
meet their needs, resulting in considerable
separation anxiety, a reluctance to explore
their surroundings because of preoccupa-
tion with the caregiver, and alternations be-
tween clinging and resistant behavior. In
contrast, infants experiencing repeated re-
jection by their caregivers when seeking to
have their needs met tend to develop an
avoidant style. As a result, they typically
deny their need for love and emotional sup-
port and adopt an outwardly self-sufficient
style; in the Strange Situation such infants
will show little outward concern regarding
the coming and going of the caregiver. More
recently, a fourth type of attachment has
been identified as disorganized (Main &
Solomon, 1990). The disorganized pattern
usually results from chronic neglect or
abuse (Cicchetti, Toth, & Lynch, 1995) and
is indicated by confused and disoriented be-
havior when the infant reunites with the
caregiver. The child may appear frightened
in the caregiver’s presence and be very diffi-
cult to soothe.

A quantum leap forward in linking infant
attachment to later outcomes came with the
development of the Adult Attachment Inter-
view (AAI; George, Kaplan, & Main,
1985), which was devised to assess the at-
tachment status of adults through an analy-
sis of narrative accounts of important at-
tachment relationships during childhood.
The AAI vyields four primary attachment
classifications that closely parallel the infant
attachment styles: autonomous (secure), dis-
missing (avoidant), preoccupied (resistant),
and unresolved (disorganized).

Given the extent to which many PDs are
disorders of attachment at core (e.g., the so-
cial distancing of schizoid and avoidant pa-
tients; the detachment of antisocial patients;
the unstable, disorganized attachments of
patients with BPD), attachment history and
attachment status are of obvious relevance
to the development of PDs and of related

disturbances of self (see, e.g., Nakash-
Eisikovits, Dutra, & Westen, in press). For
example, Rosenstein and Horowitz (1996)
assessed the attachment status of adolescent
inpatients and found strong associations be-
tween a dismissing attachment style and the
presence of conduct disorder, substance
abuse, narcissistic personality disorder, anti-
social personality disorder, and self-reported
narcissistic, antisocial and paranoid traits.
In contrast, adolescents with a more preoc-
cupied attachment style were more likely to
have a mood disorder, obsessive-compulsive
personality disorder, histrionic personality
disorder, borderline personality disorder, or
schizotypal personality disorder, and self-
reported avoidant, anxious, and dysthymic
traits. Other research suggests that adult pa-
tients with BPD (Fonagy et al., 1996) and
adults who were hospitalized as adolescents
for severe personality pathology (Allen,
Hauser, & Borman-Spurrell, 1996), are like-
ly to be classified as “unresolved” using the
AAL These individuals tend to have inco-
herent internal working models of both self
and others.

Fonagy and colleagues have studied se-
vere personality disorders, primarily BPD,
from an attachment perspective, focusmg
on the development of what they call men-
talization (e.g., Fonagy, Target, & Gergely,
2000). Mentalization involves the capacity
to understand one’s own and others’ mental
states, such as thoughts, wishes, beliefs, and
feelings. A hallmark of mentalization is the
ability to attribute beliefs, desires, and other
mental states to others that are based nei-
ther on one’s own beliefs and desires nor on
simple physical realities. In other words, it
refers to the capacity to imagine another
person’s mental experience, which is crucial
in understanding and predicting their ac-
tions. Development of this capacity depends
on the responses of caregivers, who both
make inferences about and help clarify the
contents of the child’s mind and allow the
child to explore the mind of the caregiver.
This process provides the child with reflect-
ed appraisals of self, while simultaneously
providing important information about the
mental states of other people. Secure attach-
ment to the caregiver should both reflect
and facilitate this process.

Fonagy and colleagues (1996) have oper-
ationalized mentalizing capacity as assessed
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from AAI narratives and have used these
data to study the relation between parents’
mentalization ability and the attachment
status of their children. Compared with
low-mentalizing parents, parents scoring in
the higher range of mentalizing capacity
were three to four times more likely to have
securely attached children (Fonagy, Steele,
Moran, Steele, & Higgitt, 1991). Painful
and traumatic experiences can lead people
to shut down their internal worlds, a reac-
tion already apparent by the preschool years
in maltreated children (Cicchetti, 1991).
Thus parents who are low in mentalizing
may be transmitting this characteristic di-
rectly to their infants through social learn-
ing processes or by reproducing in their be-
havior some of the same parenting practices
(such as abuse or neglect) that led them as
children to close their minds to their own
and others’ mental states.

Fonagy’s research on mentalizing dove-
tails with research on the understanding of
social causality in adult and adolescent pa-
tients with BPD. Borderline patients show
significantly lower levels of understanding
of causality in the social world than patients
with other psychiatric disorders (e.g., major
depression), as assessed from narratives
such as early memories (similar to the AAI)
and Thematic Apperception Test stories
{e.g., Westen, Ludolph, Misle, Ruffins, &
Block, 1990). Thus the stories they tell
show less attention to people’s internal
states, less coherence, and more unex-
plained or peculiar transitions.

Research on mentalizing is relevant to
questions about self and identity because
the complexity and depth of representations
of others tend to correlate highly with the
complexity and depth of representations of
self (Bornstein & O’Neill, 1992; Leigh,
Westen, Barends, & Mendel, 1992; Levy,
Blatt, & Shaver, 1998). Thus children who
learn to avoid thinking about other
minds—either because of their own mal-
treatment or because they have learned to
avoid thinking about mental states from
their parents, who themselves were mal-
treated—are unlikely to form complex,
multifaceted representations of self. They
are also less likely to have the kind of com-
forting, comfortable, and appropriately
mirroring interactions with caregivers that
help children develop positive self-esteem

and to internalize methods of self—soothin
and self-regulation that help people regulate
their self-esteem.

Trauma

Attachment and trauma tend to be strong]

associated, or at least interdependent (Allen,
Coyne, & Huntoon, 1998; van der Kolk,
1987). The presence of trauma often sug-
gests a problematic attachment history,
whereas problematic attachment, partici)-
larly disorganized or unresolved attachment
status, usually signals the presence of prior
trauma. As with problematic attachment,
traumatic experiences may have profound
effects on multiple aspects of self and identi-
ty, depending on the type of trauma (e.g.,
physical and sexual abuse, combat experi-
ences, assault, motor vehicle accidents) and
variables such as severity and frequency of
the trauma and the age of the victim at the
time of the traumatic event or events.

Physical and sexual abuse of children are
among the most common forms of child-
hood trauma. Childhood trauma, particu-
larly sexual abuse, may have profound ef-
fects on the development of self and identity
in survivors. For example, dissociation in
many sexual abuse survivors disrupts the
organization of self-representations and the
continuous sense of selfthood over time and
across situations, contributing to an im-
paired sense of identity (Davies & Frawley,
1994; Westen, 1994a).

Self-esteem also suffers, as children often
blame themselves for the abuse out of a de-
sire to avoid having to regard the world
(and/or an attachment figure who abuses
them) as malevolent and unsafe. Numerous
studies of both clinical and nonclinical sam-
ples of survivors of child sexual abuse have
identified self-esteem as a key area affected
by the abuse experience (Bolger, Patterson,
& Kupersmidt, 1998; Brayden, Deitrich-
Maclean, Dietrich, & Sherrod, 1995;
Kendall-Tackett, Williams, & Finkelhor,
1993; Romano & Deluca, 2001). Finkel-
hor and Browne (1985) developed a model
of sexual abuse-related trauma that pro-
posed four dynamics that account for the ef-
fects of the trauma, including stigmatiza-
tion, betrayal by a trusted person,
powerlessness, and traumatic sexpallzat{on
(which refers to the child’s sexuality having
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been shaped in a developmentally inappro-
priate. way as a result of the abuse). Al-
though all four have implications for the de-
velopment of self and identity, the dynamics
of stigmatization and powerlessness may
have the most impact on the victim’s self-
esteemn.

Sexual abuse survivors also frequently ex-
perience feelings of self-blame, either inter-
nalized from being blamed by significant
others or internally generated as a way to
attain a sense of control over the future and
a hope of redeeming the self by changing or
atoning in some way. Recent studies (Cof-
fey, Leitenberg, Henning, Turner, & Ben-
nett, 1996; Hazzard, Celano, Gould, Lawry,
& Webb, 1995; Liem & Boudewyn, 1999)
find that self-blame for abuse in both chil-
dren and adults who were sexually abused
as children is a strong predictor of current
psychological distress, such that individuals
with high scores on measures of self-blame
also show elevations on measures such as
the Brief Symptom Inventory (Derogatis &
Melisaratos, 1983) and the Beck Depression
Inventory (Beck, Ward, Mendelson, Mock,
& Erbaugh, 1961).

The effects of early abuse on aspects of
self can be seen as early as these dimensions
of self can be measured. In self-recognition
studies, maltreated toddlers frequently dis-
play neutral or negative affect on recogni-
tion of themselves in the mirror, suggesting
feelings of shame or badness (Cicchetti,
1991). From an attachment perspective,
childhood sexual abuse is likely to have a
substantial impact on internal working
models of self and relationships, particular-
ly when the abuser was an attachment fig-
ure or when attachment figures either did
not protect the child or did not respond in
protective and nonblaming ways following
disclosure.

Research has demonstrated clear links be-
tween trauma and the development of per-
sonality disorders, most notably borderline
and antisocial personality disorder, al-
though links to specific aspects of self and
identity are yet to be studied. Childhood
trauma, particularly sexual abuse, has been
linked to BPD in a number of studies (Her-
man & van der Kolk, 1989; Westen et al.,
1990; Zanarini, 1997). Although early trau-
ma is likely to have particularly profound
effects on the development of a sense of self

and identity through its impact on subse-
quent development, later traumatic events
also affect functioning in these domains. For
example, self-related disturbances have been
observed in combat veterans from the Viet-
nam War (Brende, 1982, 1983). During
war, some soldiers dissociate, particularly
when committing or observing atrocities,
and the requisites of war often encourage
the loss of a sense of personal agency. Some
of these experiences later persist as symp-
toms of posttraumatic stress and related dis-
orders. Experiences of adult rape can also
affect the sense of personal agency and can
reduce self-esteem through feelings of self-
blame (Ullman, 1997).

Using data from the Children in the Com-
munity Study, a community-based, prospec-
tive longitudinal study conducted in upstate
New York beginning in the 1970s, several
studies have provided evidence for a link
between child abuse and neglect and later
development of PDs. Participants with a
documented history of maltreatment in
childhood were more than four times more
likely to have received a PD diagnosis dur-
ing early adulthood than their nonabused
peers, and different types of maltreatment
{e.g., neglect, sexual abuse, physical abuse)
showed differential relationships with Axis
II PDs (Johnson, Cohen, Brown, Smailes, &
Bernstein, 1999). A history of neglect was
associated with greater risk of symptoms of
antisocial, borderline, narcissistic, avoidant,
passive—aggressive, and schizotypal person-
ality disorder. Sexual abuse history was
associated with a higher incidence of symp-
toms of borderline, histrionic, and depres-
sive personality disorder. Physical abuse his-
tory was associated with increased risk for
symptoms of antisocial, borderline, depen-
dent, depressive, passive-aggressive, and
schizoid personality disorder.

To summarize, if research on the etiology
of PDs is in its infancy, research on the etiol-
ogy of self pathology in PDs is probably
best described as embryonic. Data on be-
havioral genetics and attachment relation-
ships provide suggestive evidence for the in-
fluence of both biology and early experience
on the subsequent development of self-relat-
ed pathology in personality disorders. Chil-
dren who are temperamentally high on neg-
ative affect (neuroticism) are likely to be
more vulnerable to negative self-evaluation,
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and children with disrupted or abusive at-
tachment relationships tend to have difficul-
ty forming complex and accurate represen-
tations of their own minds, which may
inhibit identity formation and make self-
regulation through self-reflection more diffi-
cult. Data on the influence of traumatic ex-
periences such as sexual abuse provide more
direct evidence of a link between childhood
experience and self-related pathology, with
pervasive impact of trauma on domains
such as self-esteem. Adolescent and adult
experiences (such as rape) no doubt can
substantially influence domains of self as
well, although at least theoretically, the im-
pact of such experiences should generally be
less pervasive and more readily treatable,
particularly for individuals without a prior
traumatic history.

Conclusion

As we have suggested throughout this chap-
ter, personality disorders provide a poten-
tially important vantage point for studying
self and identity, but much of the empirical
landscape remains to be developed. Clinical
observation points to a number of phenom-
ena that can substantially enrich our under-
standing of the normal development and
functioning of aspects of self, such as:

1. Dissociation, which has implications for
the sense of agency and continuity at the
core of the sense of self

2. Contradictory or alternating self-repre-
sentations, as seen in BPD, which have
implications for the organization of self-
representations and the way people gain
control over the activation of representa-
tions

3. Grandiose and unrealistic actual and
ideal sclf-representations, as seen in
NPD, which have implications for theo-
ries of possible selves and mental health
(e.g., the extent to which positive illu-
sions may have a curvilinear relation
with mental health)

4. Substantial divergences between implicit
and explicit self-esteem and implicit and
explicit self-representations, as seen in
narcissistic and antisocial personality
disorders, which have implications for
the understanding of attitudinal aspects

of self-representation and for the role of
affect regulation and self-esteem regula-
tion in personality

5. Difficulty maintaining commitment to
values, standards, and roles, as in BPD,
which has implications for the under-
standing of how people normally estah.
lish and maintain identity.

Collaborations between social and clinica]
psychologists are likely to prove particular-
ly useful, allowing researchers to apply
methods and concepts from each subdisci-
pline to the samples and phenomena that
have traditionally been defined as the ter-
rain of the other, to test the limits of each
approach, and to forge integrations be-
tween them.
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