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	1. Personality disorders in general

1.1. The definition of personality disorder
Personality disorders can be explained as the extreme, maladaptive manifestations of common personality traits, which cause difficulties in social behaviour, emotional functioning and the ability to control impulses.  Affected patients have a pervasive and chronic problem with perceiving and understanding themselves, other people and the world around them, which results in behavioural patterns that do not fit the cultural expectations in general.
1.2. Severity and epidemiology of personality disorders
The severity of personality disorders ranges from minor problems in one or two aspects of life, to  affecting every area of it (public and personal life, occupational functioning etc.) and causing potential self-injurious behaviour or heteroaggressive actions. Their prevalence in the general population is cc. 10 to 20% and 50% in patients with a concurrent psychiatric disorder.
1.3.  Medical care challanges 
Patient attendance can face difficulties due to personality disorders in every medical specialty.  They usually don’t seek help for the personality disorder itself, but require medical care in crisis situations or because of co-morbid conditions, like anxiety, mood disorders, substance abuse (alcohol, drug, medication) intoxication or withdrawal symptoms, self-harm, suicidal attempt or heteroaggressive behaviour. Their insight into the underlying cause of the above mentioned conditions –in this case personality disorder-is poor or absent, which results in the fact that they tend to reject proper care.

1.4. Types of personality disorders

According to DSM-V, the different types of personality disorders are grouped into three clusters- based on shared characteristics- and ten diagnostic categories.
1.4.1. Cluster A personality disorders

They include paranoid, schizotypal and schizoid personality disorders, which are rarely seen in the medical practice. Affected patients can be characterized by odd or eccentric behaviour. They usually avoid close relationships resulting in less medically recognised conflicts.  It is difficult to differentiate them from schizophrenia and autism based on the cross-sectional symptoms. In order to establish a firm differential diagnosis it is essential to know the anamnestic data from early childhood - including possible autism-specific symptoms - and to follow the progression of the disorder. All three personality disorders should be considered premorbid paranoid/schizoid/schizotypal personality disorders, if schizophrenia develops later on.
1.4.2. Cluster B personality disorders

Narcissistic, histrionic, antisocial and borderline personality disorders are included into this group, as they can all be described by dramatic, attention seeking, often unpredictable behaviour and emotional life. Borderline personality disorder is most commonly seen in the clinical practice, so we will discuss it separately.

Patients with narcissistic, histrionic and antisocial personality disorders tend to be egocentric, disregarding other people’s needs and feelings. In case of histrionic personality disorder patients have shallow, unstable emotions that they express in an exaggerated manner, constantly demanding attention and excitement. People with narcissistic personality disorder expect constant admiration and recognition of their achievements. They believe that they are special or more important than other people, from whom they often request unreasonable favours and of whom they often take advantage of.  In case of antisocial personality disorder people are usually involved in illegal activities and act immorally (stealing, lying, exploiting others) without feeling guilty. They are often aggressive and violate the rights of others.
1.4.3. Cluster C personality disorders

They include avoidant, dependent and obsessive-compulsive personality disorders, which share the characteristics of chronic anxiety, fearful thinking and negative or unstable self-image.

Patients with avoidant personality disorder feel inferior, unattractive, are sensitive to criticism and constantly fear disapproval. In social situations they act inhibited and shy, while trying to avoid new activities and people. Patients with obsessive-compulsive personality disorder are usually perceived by others as stubborn and rigid. They aim to do everything perfectly and are preoccupied with details, which often results in failing to finish a task in time.  They want to be in control of people and situations and it causes frustration to delegate tasks to others. Dependent personality disorder is characterised by fear of being alone and having to take care of oneself, while depending excessively on other people, even if one is treated badly or abused. They feel incompetent and lack the confidence to start new things on their own.
1.5. What are the challenges of examining and treating patients with a personality disorder?

· the patient-doctor relationship faces the same difficulties as their other relationships

· their insight of their condition is poor, because of which they can refuse to get proper help

· they can act excessively demanding, offensive or lecturing

· they can share intimate information about themselves within a rather short period of time that can be uncomfortable for the examiner

· they can have an odd, culturally or sexually provocative appearance

· they can have serious problems in many aspects of their lives, but still be outstanding in some roles (shouldn’t be misled by them)

· they don’t always tell the truth

· their behaviour can be divisive and manipulative

· their condition can evoke sympathy or attraction (always the pay attention to the ethical rules and boundaries of the patient-doctor relationship)

· patients with a personality disorder are usually, but not exceptionally young and often  appear to be completely healthy as opposed to other patients

Despite all of the above mentioned difficulties they should be treated according to the rules of medical practice.
1.6. Treatment of personality disorders
Their treatment is difficult and requires a lot of patience, tolerance and experience. Psychotherapy is inevitable to improve their condition, but medication can also be necessary for the symptoms of co-morbid psychiatric disorders.
2. Borderline personality disorder (BPD)
2.1. Examples

2.1.1. „When I’m alone at home, I just sit in one place for hours and feel completely numb. It feels like I’m hollow inside. I’m just waiting there for someone to come and cheer me up. Usually, it happens and for an hour or two it seems like everything is fine. But then something happens, even the smallest, stupidest thing and you are at the bottom again. Then I just want everybody to leave me alone and end this suffering once and for all.” J.K., 18 years old female patient

2.1.2. „I was fine with everything, I often did dangerous things, it didn’t matter. I wasn’t thinking about the next day, not even the next minute and I didn’t care what others thought. I wanted to feel pain and wanted them hurt me, because I thought I deserved it and the pain felt relieving.” L.K., 21 years old female patient
2.2. Characteristics and symptoms
In the clinical practice we usually encounter patients with borderline personality disorder due to a crisis situation, substance abuse or co-morbid psychiatric disorders. The most typical characteristics are the following:

· instability

· impulsiveness

· excessiveness 
which being present chronically results in the high suicidal risk associated with the disorder. 
Excessiveness and instability describes BPD patient’s personal relationships, as well as their self-image, self-evaluation and mood. Instability means that all the before mentioned are highly dependent on the momentary environmental factors. Self-image can be affected by negative emotions in such an extreme way, that the patients regard themselves as being unlovable, unworthy and even guilty, deserving punishment. This causes almost unbearable tension and a lot of suffering. To relieve the emotional pain and to punish themselves they harm themselves, for e.g. by cutting, biting, scratching, burning their skin or exhibiting self-injurious and risky behaviour, like substance abuse (alcohol, drugs, medication), having unsafe sex, speeding etc. Because of the fact that they usually lack solid plans for the future and have a chronic feeling of being empty, suicidal risk is a real and everyday problem with BPD patients. 

2.3. Aetiology 
Researchers found evidence that genetic, developmental neurological, neurobiological factors and certain structural brain variations can be associated with borderline personality disorder, but the pathological aspects of the early socialization, family life and psychological development play a major role in the development of the disorder. The typical family environment is unpredictable and the parents are usually emotionally unavailable or even repulsive. Approximately, 60-80% of BPD patients suffered some kind of trauma or abuse (physical, sexual, emotional) in their childhood. Their typical defence mechanisms are splitting and projective identification.
2.4. Patients with borderline personality disorder usually seek medical help for:
· constant conflicts with their family members

· relationship crises

· impaired functioning at school or at work

· substance abuse
· mood disorders
· eating disorders

· suicidal attempts
2.4.1. It’s not unusual that they are admitted to the health care system because of an emergency situation and need:
· toxicological care: intoxication, pharmacological suicidal attempts

· surgical or traumatological care: self-injurious behaviour, violent suicidal attempts
2.4.2. Acute psychiatric treatment can be necessary in case of:
· the potential risk of a suicide attempt

· an acute psychotic episode due to excessive psychological stress or substance abuse
2.5. The difficulties of treating patients with borderline personality disorder
It can be challenging to avoid being emotionally affected when treating BPD patients. It’s easy to feel sorry for the amount of suffering that they deal with on a daily basis. On the contrary, their behaviour can be disagreeable or shocking, causing dislike or rejection from the medical staff. It’s important to know that the personality traits and behaviour that cause problems in the doctor-patient relationship are the same as the ones that lead to conflicts in their personal life.

2.6. Diagnosis
Diagnosis is based on the presence of the typical symptoms that cause a chronic impairment of the patients’ occupational and social functioning. Psychological tests (MMPI, SCID-II) can be used to confirm the diagnosis. 

2.7. Treatment
The treatment of borderline personality disorder, just like that of any other personality disorder, requires a lot of patience, tolerance and experience.  

2.7.1. Psychotherapy
Psychotherapy represents the core of the treatment.
According to most recent studies, beside short-term psychotherapy, that can be effective particularly in crisis situations, complex, long-term psychotherapy including personal therapy as well is inevitable during the treatment of borderline personality disorder:
· it can aim to teach affect regulation skills to avoid self-harming behaviour and suicide attempts (DBT, Dialectical Behaviour Therapy),
· it can focus on mentalization abilities, that is helping to discover and understand mental states (emotions, desires, goals, plans, motivations) of the patient and others properly (MBT, Mentalisation Based Therapy),
·  it can be used to change cognitive schemas, integrate schema modes, develop new behavioural strategies with the aim to help patients to express and satisfy their basic needs in culturally accepted ways. (Young’s Schema Therapy),
· it can help to find alternative interpersonal strategies (interpersonal therapy)
· it can focus on the understanding of object relation dyads (other-affect-self, for example persecuting other-fear-persecuted self), the conflict between dyads (doctor-patient relationship: helping-doctor-trust-cared patient dyad versus humiliating-doctor-shame-ashamed-patient dyad), integrating the object relation dyads, helping to develop more mature defence mechanism. (TFP, transference-focused psychotherapy)
· BPD patients have a lot of problems with different severity levels. At the beginning of each session the therapist should examine, that from the so-called priority list –listed below- what are present at that particular meeting. During the session the most serious problem should be discussed.

· TFP priorities in order of severity:

1. Suicidal and self-destructive behaviors

2. Homicidal impulses or actions; threatening the therapist

3. Lying or withholding of information

4. Poor attendance at therapy sessions

5. Substance abuse

6. Coming to sessions in an altered state of consciousness

7. Uncontrolled eating disorder

8. Excessive telephone calls or other intrusions into the therapist’s life

9. Not paying the fee, or arranging to be unable to pay

10. Seeing more than one therapist simultaneously

11. Wasting time in session; trivialization

12. Problems created external to the sessions that obstruct the conduct of the therapy
13. A chronically passive lifestyle that, although not immediately threatening, would defeat any therapeutic effort toward change in favor of the continued secondary gain of illness
2.7.2. Pharmacotherapy

Administering medication can be necessary because of:

· co-morbid mood disorders

· impulse control problems

· problems due to substance abuse

· in a crisis situation

· in an acute psychotic state
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