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In Psalm 139, David acknowledges 
God’s role in shaping us and said, 
“For You formed my inward parts; 
You wove me in my mother’s womb. 

I will give thanks to You, for I am fear-
fully and wonderfully made; Wonderful 
are Your works, And my soul knows 
it very well. My frame was not hidden 
from You, When I was made in secret, 
And skillfully wrought in the depths of 
the earth…” (vs. 13-15, NASB).

Here, we see the Creator pouring 
Himself and His image joyfully and 
completely into His creation—a divine 
and holy design that, like so many 
other things He fashioned, repre-
sents unique, individual, and colorful 
reflections of His nature. Man was not 
created out of a one-of-a-kind, “cookie-
cutter” mold, but as a rich tapestry of 
features, appearances, gifts, talents, 
temperaments and, yes, personali-
ties. C.S. Lewis, in his book, Beyond 
Personality: The Christian Idea of God, 
posits a notion for personalities in God 
and God as the ultimate personality.

One’s personality relates to the 
individual differences between people 
in terms of their cognition, emotions, 
traits, and behaviors. It is regarded as 
a particular and enduring pattern that 
is developed over time and impacted 
by both genetic/biological (nature) and 
environmental/social factors (nurture)—
producing the true self. The degree to 
which either set of factors has the greater 
influence has been debated for centuries 
and something researchers continue to 
define and quantify. Twin studies have 
supported the notion that both herita-
bility and the environment equally affect 
personality development. A helpful 
metaphor might be as follows: genetics 
and biology determine what kind of car 
you are and the environment and social 
interactions determine how you will 
drive it.

The study of personality may 
have originated with the Greek physi-
cian, Hippocrates, and his theory of 
“four humours.” The model was based 
on the balance of bodily humours 
or substances that included yellow 
bile (the choleric personality), black 
bile (the melancholy personality), 
phlegm (the phlegmatic personality), 
and blood (the sanguine personality). 
Within the discipline of psychology, a 
construct having broad domains and 
often used in describing the person-
ality is known as The Big Five. The 
term and its dimensions are typically 
viewed as being on a continuum and 
are briefly summarized as follows: 1.) 
Openness to Experience (inventive/
curious vs. consistent/cautious); 2.) 

Conscientiousness (efficient/organized 
vs. easy-going/careless); 3.) Extraversion 
(outgoing/energetic vs. solitary/
reserved); 4.) Agreeableness (friendly/
compassionate vs. analytical/detached); 
and 5.) Neuroticism (sensitive/nervous 
vs. secure/confident). The acronym, 
OCEAN, is used when referring to 
this model and the concepts have been 
replicated in a variety of languages and 
cultures. While The Big Five Model 
enjoys a wide acceptance, it is not 
without its critics who argue certain 
descriptors are merely clustered together 
empirically, but no real underlying theo-
retical basis exists. There are numerous 
assessments designed to measure person-
ality types, such as the Myers-Briggs 
Type Indicator (MBTI), as well as those 

Created in the Image of God
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that measure psychopathology, like 
the Minnesota Multiphasic Personality 
Inventory (MMPI). 

The reality that we live in a broken 
world—one that impacts both biology 
and the environment—also allows for 
the existence of personality-related 
disorders. These disorders, as outlined 
in the DSM-5, tend to be inflexible and 
pervasive across a number of different 
circumstances and are primarily defined 
as mental and behavioral traits that differ 
from most societal norms and expecta-
tions. Christian counselors, life coaches, 
and caregivers frequently work with 
clients who may manifest symptoms of 
a personality disorder… and this issue of 
CCT seeks to explore and describe these 
concepts in an integrative way. 

There are several articles that take a 
more global look at the subject matter, 
including John Thomas’ review of 
the nature vs. nurture debate and its 

relationship to faith development. In 
looking deeper into the nature compo-
nent, Frederick DiBlasio addresses the 
neurobiology of personality disorders, 
while Gary Sibcy focuses on the social 
influences pertaining to intimacy-related 
factors. Eric Johnson brings a theo-
logical orientation to the discussion and 
the connection between one’s person-
ality and soul. Trauma experiences and 
the resulting detachment and disso-
ciation of the personality are discussed 
by Eric Scalise. Even our regular 
columnists used their space to speak 
on various personality-based themes. 
Finally, a number of articles describe 
specific personality disorders, such as 
Dependent Personality Disorder by 
Gregory Jantz, the “eccentric” group of 
personalities with Miriam Stark Parent, 
Borderline Personality Disorders with 
Marian Eberly, and antisocial individ-
uals by Linda Mintle.

At the beginning of this introduc-
tion, David speaks of our physical 
formation in Psalm 139. Corrie ten 
Boom, a Dutch Christian, Holocaust 
survivor and beloved author of The 
Hiding Place, penned her thoughts on 
the day-to-day transformation of having 
a relationship with God in what she 
referred to as the Tapestry Poem:

“My life is but a weaving between my God 
and me. I cannot choose the colors, He 
weaveth steadily. Oft’ times He weaveth 
sorrow; and I in foolish pride, forget He 
sees the upper and I the underside. Not ’til 
the loom is silent and the shuttles cease to 
fly, will God unroll the canvas and reveal 
the reason why. The dark threads are as 
needful in the weaver’s skillful hand, as the 
threads of gold and silver in the pattern 
He has planned. He knows. He loves. He 
cares. Nothing this truth can dim. He 
gives the very best to those who leave the 
choice to Him.” ✠
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Frederick A .  Di Blasio

Thoughts Toward  
Understanding the
Neurobiology 
of Personality 
Disorders

hristian counselors around the world vicariously and 
empathetically suffer with people as they witness 
mistreatment and abuse at the hands of acting-out family 
members, employers, and yes, even pastors and fellow 
church members. At other times, counselors work with 
individuals who, despite the counseling wisdom, seem 

to have magnetized attraction to trouble and self-sabotage. These tough cases 
typically involve personality disorders (PD) where symptoms often last a lifetime. 
About 10-20% of the general population has PD (Lenzenweger et al., 2008; 
Sadock & Sadock, 2007). When it comes to the clinical population of clients as 
a subset, the figure rises to nearly 50% (Sadock & Sadock, 2007; Zimmerman 
et al., 2005) and a significant portion of the remaining group need therapy to 
resolve the emotional issues created at the hands of family members with PD. 
My heart and prayers for decades have gone out to these troubled situations, 
asking God to explain, and I believe He has given a partial answer. 

C
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In one low-income family in the 1950s, both 
parents had severe PD that resulted in eight 
young children being physically and emotionally 
abused. It is to these two parents, who are my 
now deceased parents, that in love this article is 
dedicated. Now looking back with the eyes of 
a counselor and clinical professor, what stands 
out most for me is that my parents were very 
insecure and wanted to be understood and loved. 
Yet, because of their mostly unintentional, but 
nevertheless, offensive and cruel behavior, they 
seldom received the love and understanding 
from others that they craved. They were caught 
in a lonely vicious cycle of not learning how to 
negotiate in the give-and-take of love that is part 
of any relationship. Even as a child, I knew their 
brains experienced the world in abnormal ways. 

To not have a “normal” brain is something I 
understand, since academic learning disabilities 
caused me to have to work very hard throughout 
my life to achieve what seemed so effortless for 
others. Arduous and repetitive work allowed me 
to eventually earn decent grades and achieve-
ments. Becoming more competent over time, I 
relied on my strengths to get an abnormal brain 
to repetitively practice improving my weak-
nesses to a point where I achieved my desired 
goals. This required not trusting my natural 
and automatic thinking in certain areas of 
academics and speech. Although not knowing 
it at the time, I was using a God-given neuro-
logical fact—a brain can make up deficiencies 
and adapt by forming new pathways through a 
process called neuroplasticity. Neuroplasticity 
is the ability of human brains to form pathways 
and grow stronger through the use and stimu-
lation of brain neurons. When neurons are 
repetitively activated (fired) in a brain structure, 
a protein synthesis occurs (neurons getting fed 
so to speak) that strengthens them and they, in 
turn, literally “piggyback” onto one another to 
form permanent pathways (referred to as simply 

Neuroplasticity is the ability 
of human brains to form 
pathways and grow  
stronger through the use  
and stimulation of brain 
neurons. 
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plastic changes). Like plastic, the pathways are 
moldable but, once established, they become 
rigid. As neurologists like to say, “Neurons 
that fire together, wire together.” 

The hallmark of people with PD is 
that they frequently do not learn from the 
consequences of their behaviors. One day it 
dawned on me that some clients were having 
problems learning because they had what 
I have come to call emotional and interper-
sonal dyslexia (EID). The solution became 
obvious—just as with academic dyslexia, 
they had to avoid trusting their natural feel-
ings and thinking in certain emotional and 

interpersonal arenas and practice repeti-
tion of functional thinking and behavior as 
guided by a trusted counselor. As I witnessed 
Christian clients improving through this 
approach, I had a front row seat watching 
God transform them by the renewing of 
their minds (Romans 12:2). I believe the 
brain is neurologically/spiritually renewed as 
one draws closer to Him, and also practices 
and thinks upon self-control and love. 

Miraculously, our brains are designed by 
God to perform functions that allow us to 
walk in His ways and follow the example of 
Jesus, while at the same time have free will to 

The hallmark 
of people with 
PD is that they 
frequently 
do not learn 
from the 
consequences of 
their behaviors. 
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choose to love and serve Him. Humans have a limbic system that is found 
in the lower-ordered structures of the brain. Lower-ordered not only refers 
to the fact that they are in the lower part of the brain, but also indicates 
that its function is more basic and primary. One of the main set of struc-
tures in the limbic system is the amygdala, two small almond shape groups 
of nuclei that work in unison as the first responder to love, fear, survival, 
emotions, and pleasures. The amygdala communicates with most of the 
brain’s structures relatively directly. It does an array of functions, such as 
processing memories, stimulating our brainstem to move the body out of 
the path of danger and sending signals to the prefrontal cortex because of 
a pleasurable love feeling. Above the limbic system are the higher-ordered 
structures where much of our cognitive understanding of the world takes 
place and cognitive and automatic inhibitions emanate to control impulses 
in the lower-ordered structures.   

C
urrent neurological research is indicating that the 
brains of people with PD are different than normal 
(see DiBlasio et al., 2014 for more detailed infor-
mation). The initial evidence is mounting as the 
literature base is showing people with PD have 
slightly smaller brain structures, less gray matter, and 
more brain function problems when compared to 

normal controls (e.g., Carrasco et al., 2012; Díaz-Marsá et al., 2011; New 
et al., 2013; Goodman et al., 2011; O’Neill et al., 2013; Sato et al., 2012; 
Sundram et al. 2012). 

A primary area of PD neurological investigation reflects functional defi-
cits of the connections between the limbic system and the higher-ordered 
structures that inhibit dysfunctional responses and regulate self-control. 
For example, Kluetsch et al. (2012) found that when compared to normal 
controls, subjects with borderline PD had less effective connectivity in 
the brain structures that instinctively shift the brain from external stimuli 
to self-controlling internal thoughts. Therefore, a person with PD has a 
deficiency in the brain’s ability to control feelings and thoughts so that 
socially-appropriate responses and behaviors naturally result. Another study 
found that subjects with PD showed slower reaction times and higher acti-
vation in the amygdala than normal controls (Kraus-Utz et al., 2012). 

When active from a negative or threatening stimulus, the amygdala 
directly signals for the release of cortisol and adrenaline (the primary stress 
hormones). Cortisol begins to shut down certain brain functions so the 
brain can focus primarily on survival, while adrenaline provides a boost 
of energy to keep the brain on high emotional and physical survival alert. 
Without sufficient higher-ordered inhibitions and regulation, the amygdala 

can keep someone with PD in a self-protective 
emotional frenzy for longer periods of time. 
Interestingly, the military train their elite forces 
how to read and cognitively reduce the release of 
cortisol and adrenaline to keep them cognitively 
sharp and provide correct responses in highly-
charged, top-secret operations (the release of too 
much cortisol can result in faulty thinking and 
overreaction). On the other hand, when humans 
receive empathy, human touch or loving eye-
contact, the amygdala signals for the release of 
soothing oxytocin (the love/attachment/nurture 
hormone). People with PD live in a world that is 
flooded with cortisol and adrenaline and have a 
low release of oxytocin due to the lack of human 
love they receive and the steady existence of fear 
and insecurity.

With the recent advancement in imaging 
technology, researchers are able to track signaling 
within the neurons of the brain. The typical 
brain is thought to have 100 billion neurons that 
are intricately wired together. When a normal 
brain fires, signals (like electrical charges) shoot 
down a neuron and are carried across a synaptic 
gap by a neurotransmitter that delivers them to 
the adjacent neuron where the charges continue 
their journey. Like a garden hose without leaks 
carries water, the normal brain likewise contains 
the flow of charges so they reach their desti-
nations. Diffusion Tensor Imaging (an MRI 
method that allows the mapping of how mole-
cules are diffused in biological tissues) is showing 
that people with PD have leaks in their garden 
hoses resulting in the metaphoric “puddling” of 
signals outside of the neuro-pathway. Signals are 
not reaching their intended structures with the 
full force needed. However, treatment is hopeful 
because pathways can be created that mediate 
the dysfunction and get the job done over time 
and through neuroplasticity.

Alternatively, repetitive patterns of behavior 
that are sinful and dysfunctional can also 
produce negative plastic changes resulting in path-
ways that form to sharpen the person’s efficiency 
to engage in sinful thinking and behaviors. 
The lifetime longevity of PD might be partially 
explained by the “leaks” that go uncorrected and 
negative plastic changes that develop when sin 
is constantly repeated. Further, this may be part 
of the neurological explanation of how humans 
can get a debased (retrobated) mind leading to 
the spiritual death discussed in Romans 1:28. 

The initial evidence is mounting as the 
literature base is showing people with 
PD have slightly smaller brain structures, 
less gray matter, and more brain function 
problems when compared to normal 
controls.
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Readers are cautioned to remember that even 
when there is brain disability, biblically there 
is no temptation to sin that can overtake a 
person… and with every temptation comes 
a door of escape (1 Corinthians 10:13). Using 
neurological principles to change brain func-
tion can be one such door of escape. 

Treatment for PD starts by a gentle 
presentation of the diagnosis and an action 
plan. When counselors use a positive and 
empathic perspective by targeting client 
strengths and finding areas of admirable 
qualities, defenses are lowered providing 
opportunities to freely discuss the downside 
of symptoms. The fact that this approach 
views the emotional and interpersonal prob-
lems as a dyslexia, clients with PD become 

more approachable because their entire 
personal integrity has not been attacked 
and they have been genuinely valued by the 
counselor (valuing the people we meet is 
something we all should do for each other). 
Given that many famous and noteworthy 
people have overcome dyslexia in academic 
areas (e.g., Benjamin Franklin), an EID 
client can view the reframed treatment as 
embarking on a gallant mission to overcome 
a disability. Further, family members develop 
a fresh perspective and gain some empathy 
toward the person with PD and, thereby, 
become more motivated to demonstrate love, 
rather than fear, anger, and resentment. 

After presentation and agreement on the 
diagnosis, the counselor attempts to use a 

With the recent 
advancement 
in imaging 
technology, 
researchers are 
able to track 
signaling within 
the neurons of 
the brain. 
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number of methods to assist in the development of plastic 
changes. It is beyond the scope of this article to review all 
of the specific treatment strategies. However, in addition to 
presenting and getting acceptance on the diagnosis from the 
client, there are two other strategies necessary to achieve so a 
more neurological therapeutic approach can begin. 

First, while constantly using clients’ strengths, counselors 
need to establish a therapeutic contract where willing clients 
agree not to trust certain feelings and thoughts. By doing so, 
clients are held accountable to practicing cognitive choices 
during emotional and stressful times. This act has two 
primary benefits: 1.) clients are avoiding reflexive signaling 
down old and well-established, negative neural pathways; 
and 2.) clients are firing neurons that can build needed 
connectedness and plastic changes from the amygdala to 
higher-ordered cognitive structures. Consistently avoiding 
immediate gratification of amygdala-motivated drives and 
putting cognitive assessment between feeling impulse and 
action can lead to new pathways to defeat impulsivity and 
lack of self-control. For a period of time, clients need to 
check with their counselor and a trusted Christian mentor 
concerning the reality of their emotional and interpersonal 
experience.

Second, achieving new pathways requires clients to have 
a 100% commitment to zero-based tolerance for the reflexive 
and old patterns of negative feelings and behavior. To this 
end, I encourage clients to have zero tolerance for allowing 
their brains to dwell on old ways so they can build new 
pathways. Putting off the old and putting on the new is a 
strong biblical concept (Ephesians 4:22-24). Interestingly, 
the commitment does not mean client perfection, but instead 
reflects an unwavering direction of the therapy.

However, one thing is for sure, if the therapeutic helping 
professions are to become more effective in treating our statis-
tically largest epidemic mental health problem, there must be 
an appropriate paradigm shift. Psychotherapy that is insight 
oriented and focuses on stimulating emotional catharsis is 
counterproductive for a brain that is not well-connected to 
higher-ordered functions and already overly amygdala-driven. 
Ironically, we have to learn from the consequences of decades 
of not effectively dealing with this population, as well as 
attempt new neurological therapeutic interventions. Further, 
we can no longer treat people with PD as having normal brains 
and automatically conclude their abusive and self-destructive 
behaviors are knowingly and entirely intentional. ✠

Frederick A. DiBlasio, Ph.D., LCSW-C, 
is an author, professor, researcher and therapist. He is 
recognized for his clinical work in forgiveness, personality 
disorders, and clinical intervention with Christian clients. 
Dr. DiBlasio is a professor of the School of Social Work at 
the University of Maryland. 
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P
Pam grew up in a spiritually strong and supportive home. 
For generations, her family was actively involved in church 
ministry. Desiring to be a missionary to Spain, Pam attended a 
Christian university where she met a man who would become 
her husband. Against the advice of both sets of parents, they 
married during their sophomore year. Dreams for a “happily 
ever after” life shattered only months into the marriage, 
resulting in Pam’s “breakdown” and inpatient hospitalization. 

The outcome was various medications and an exten-
sive aftercare program to treat her schizophrenia diagnosis. 
Demoralized and devastated, Pam’s emotions spiraled down-
ward until she was also depressed. No aspect of her marriage 
and life were unscathed. Tragically, a once vibrant faith metas-
tasized to gloomy lifelessness. Bewildered and in deep shame, 
she could not figure out what she did to deserve this punish-
ment. Pam’s melancholic faith offered no sustenance; in fact, it 
became detrimental.  

Tamara is the third of five children who were all raised 
by a single mother. Faith was nowhere to be found in their 
home. She described generations of her family as cold 
and controlling. Hardship has visited each member of her 
family—two brothers are incarcerated, while many of the 
others are addicted to drugs, unemployed or divorced… and 
her mother’s health is rapidly failing. As with Pam, Tamara’s 

John C.  Thomas

Personality 
and Faith 
Development
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life has been a gloomy existence. During her youth, 
she was sexually abused by her brothers and their 
friends. Tamara became sexually active at the age 
of 11 and soon became the “pass around” girl for 
the football and basketball teams. While attending 
college, her roommate, a committed Christian, 
invited her to a campus Christian organization. 
Embraced by community for about one year, 
Tamara eventually opened herself to Christ. Her 
conversion was evident and touched every part of 
her life. Tamara’s prior melancholia evolved into 
radiance and she finally seemed to be comfortable in 
her own skin.    

Pam and Tamara’s stories reflect the power of 
nature and nurture. Pam’s family of origin, and 
seemingly strong faith, failed to insulate her from the 
genetic vulnerability of schizophrenia. In its wake, 
her life and faith were disconsolate. It took three 
years for Pam to find stable ground upon which to 
rebuild her life, marriage, and faith. In contrast, the 
trajectory of Tamara’s life was redirected by circum-
stances. Never having stability, Tamara sought 
deeper meaning. As a young adult, she found it in a 
Christian group where she learned of Christ’s love. 
Pam and Tamara, with their unique physiological 
and psychological DNA, each experienced changes 
in their faith throughout their lifespans. Accordingly, 
this article considers personality and faith develop-
ment from a nature-nurture perspective.

Nature and Nurture
The question of whether heredity and physiological 
or environmental factors contribute more to human 
development has been a central debate in psychology 
for many decades. The controversy involves how 
much of people’s behavior is due to biology/genetics 
(nature) and how much is due to social/environ-
mental factors that occur throughout the lifespan 
(nurture), especially during the early childhood 
years. Whether nature or nurture is dominant in the 
shaping and developing of personality is not agreed 
upon. For researchers and practitioners alike, under-
standing the role that either plays in a particular 
characteristic is of greater concern.  

Practically speaking, the nature side of the 
debate includes a synergy of genetic, physi-
ological, and neurobiological capacities, processes 
and traits that are inherited from parents. Nature 
lays a template or foundation for the child’s life 
trajectory. In contrast, nurture is comprised of 
environmental influences such as early life experi-
ences, parents’ caregiving skills, social-economic 
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circumstances, family and peer relationships, traumas, and stressors among 
numerous others. A simple illustration is how a computer functions. The 
hardware and programs from the manufacturer equate to nature, whereas 
those added by the user represent nurture. One person might purchase a 
Mac® and another purchase a PC (related to nature), and two people could 
purchase the same computer but load additional (and different) programs.  

Over the course of time, the debate commuted from whether nature or 
nurture was at the heart of development, to what and how each contributes 
to it, as well as the interactions between them. In other words, multiple 
interlinking nature and nurture factors combine and interact to influence 
how each person develops. This dynamic interaction is captured by the 
phrase, “diathesis-stress,” referring to a genetic-environmental connection. 
The plasticity of the brain (nature) allows nurture’s influence, while it also 
exerts its own. The reciprocal relationship between nature and nurture is 
evident in the functional MRI studies associated with interpersonal neuro-
biology. To return to the computer analogy, programs and files added and 
created by the user may function well in the manufacturer’s design and 
installations or interfere with those processes. Just like a computer may 
not have the capacity or speed to run some programs, the nature factors of 
a person might not be able to process and make the best use of what has 
been uploaded. Due to nature, not everyone will be able to benefit from 
nurturing experiences. Moreover, the role of free will in the entire process 
adds another layer to the discussion.

Not only does a nature-nurture interaction exist for each individual, 
but the development of the person within the mother’s womb (nature) 
is impacted by how she lives her life and the choices made during preg-
nancy (nurture). For example, a child may be diagnosed with Fetal Alcohol 

According to 
God’s Word, 
faith’s potential 
is laid pre-birth 
and conceived 
and maintained 
within an 
environmental 
context of 
culture, family, 
friends, and life 
experiences. 

Syndrome if the mother drinks excessively 
throughout pregnancy. Even the womb is not 
free from the outside world.  

Lastly, nature and nurture are goal-directed—
what genetic factors set in motion, environment 
uses as raw material to develop the person. Both 
genetics and environment impose their will 
through direct and indirect forces. Consider Pam 
and Tamara: how would their lives be different 
if Pam was born to her biological parents, but 
raised by Tamara’s… or vice versa? How might 
this have impacted their life experiences and 
development of faith? How might life experi-
ences have altered their neurobiology? How 
might Tamara’s brain begin and continue to 
transform as she grows in her faith in Christ? 
How would Pam’s life have been different had 
genetics not predisposed her to schizophrenia?

The fact that we are fearfully and wonder-
fully made might also indicate the dynamic 
relationship between nature and nurture is 
beyond the scope of human thought and 
empirical inquiry. The bottom line is that the 
complex interaction of genetic predispositions 
and environmental influences are impossible 
to disentangle. Thankfully, neither nature nor 
nurture ultimately define destiny.  

Faith Development
Faith is a subject of much professional thought 
(cf. Fowler, 1981; Kirkpatrick & Shaver, 1990; 
Lonergan, 1972) and interest. Though many 
definitions exist, the construct simply refers to 
a set of beliefs and actions that operate without 
proof; a means of knowing that is distinct from 
empiricism. It involves a trust and devotion to 
its ideals and typically fosters dependence upon 
an other of some kind. Though linked to reli-
gious involvement, it is distinct and transcends 
any faith community. Faith is intrapersonal 
(emotions, cognitions, behavior, and will) and 
interpersonal (with God and others). From the 
complex interactions of nature-nurture, faith 
expands, restricts, progresses, evolves, and even 
falters over the lifespan.  

According to God’s Word, faith’s potential 
is laid pre-birth and conceived and maintained 
within an environmental context of culture, 
family, friends, and life experiences. The starting 
place for faith is in the realm of nature. Since 
the fruit debacle in the Garden of Eden, sin has 
been inextricably knit into every person’s DNA. 
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From the moment of conception, the 
newly forming human has a sin nature 
that will impact every aspect of person-
ality and faith development. Yet, human 
beings are also made in the image of 
God (cf. Genesis 1:27), who fearfully 
and wonderfully fashions each life (cf. 
Psalm 139:13-16). We are a composite 
of divinity and earthliness. Our Creator 
has set eternity in each heart (nature; 
cf. Ecclesiastes 3:11) that prompts a 
longing for other connection (nurture). 
Blaise Pascal, a 17th century French 
philosopher and mathematician, framed 
it in this manner:  

… there was once in man a true 
happiness of which there now remain 
to him only the mark and empty trace, 
which he in vain tries to fill from all 
his surroundings, seeking from things 
absent the help he does not obtain 
in things present? But these are all 
inadequate, because the infinite abyss 
can only be filled by an infinite and 
immutable object, that is to say, only by 
God Himself (Trotter, 1958).  
From a baby’s first breath in the 

physical world, heredity is fused with sin 
in a dynamic existence with everything 
around the child. Nevertheless, the 
child’s life is programed at some point 
in development to prompt an aware-
ness that something special is needed 
to give life meaning. Whether the 
person will come to depend upon God 
through faith or a “god” of his making 
links both nature (a thirst to seek God) 
and nurture (an awakening of a hole 
to fill). Tamara was well acquainted 
with a gnawing in her soul that was at 
least blunted when she encountered the 
community of Christians. In contrast, 
Pam had numbed her longing so it 
would not be felt. 

Fowler (1981) has been one of the 
leading theorists on faith development. 
He asserted that faith is a universal 
human concern that seeks meaning. 
Fowler’s belief tied faith and life together 
in both the present and eternal. From 
this foundation, he conceptualized 
six stages of faith development plus 

Early Warning Signs for Personality 
Problems in Children
Personality disorders typically become apparent 
in adolescence or early adulthood. Children, 
however, may exhibit the signs of a budding 
personality disorder. Personality problems are often 
complex reflections of nature and nurture variables. 
Moreover, the particular signs of an emerging 
personality problem are hard to detect since 
there are various manifestations and 10 different 
disorders.  

The following are early warning signs that a child 
might be developing personality problems. These 
signs would need to be exhibited in a variety of 
settings and contexts:

n	L ack of a secure attachment to parents/
caregivers

n	 Difficulty establishing or maintaining friends  
in school

n	 Difficulty playing or relating to others
n	 Breaking close friendships
n	 Seeming distressed or alienated
n	 Rigid or inflexible
n	 Changes in behavior
n	 Behavioral disinhibition (e.g., aggression, 

bullying, impulsivity, stealing)
n	 Refusal to cooperate with authority
n	 Provocation of others
n	 Chronic procrastination
n	 Perfectionism
n	 Emotional dysregulation
n	 A family history of personality problems and 

disorders
n	 Maltreatment
n	 Parents/caregivers have diminished capacity to 

effectively parent

What Do I Do Next?
n	 Have the child evaluated by an appropriately 

trained professional
n	 Consider family history and other nature factors 

in concert with family of origin and early life 
experiences

n	 Find a counselor trained to deal with the 
particular issues

n	 Educate the parents/caregivers on effective 
parenting strategies 

n	 Coordinate efforts between parents, school, 
church workers, etc.
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A dialectic is defined as “a cognitive process 
through which potentially contradictory 
facts (a thesis and an anti-thesis) are harmo-
nized by discovering a more fundamental 
truth (a synthesis) from which both facts 
arise” (Linehan, 1993). In DBT, the dialectic 
emphasizes working effectively with the 
tension between freedom and control. The 
goal of DBT is to seek to find the balance 
between two opposing viewpoints: implying 
balanced, synthesized responses between 
emotional, cognitive and behavioral extremes. 
DBT functions on the premise that one is 
continually in a process of change and instills 
belief in the patient’s capability for change. 
This is an especially significant concept when 

treating BPD, where self-defeating beliefs 
reign supreme.

BPD is defined and characterized by the 
following features most often seen in the 
difficult-to-treat contingent of the patient 
populace: emotional instability; problems 
with anger; unstable relationships; efforts to 
avoid loss; suicidal threats and parasuicidal 
behavior; self-damaging, impulsive behaviors 
such as drug and alcohol abuse; cognitive 
disturbances; chronic emptiness and an 
unstable self-image. In brief, BPD is charac-
terized by a highly mood-dependent style of 
doing life and, as such, results in great heart-
ache and suffering, often self-inflicted. 

DBT is based heavily on the bio-social 
theory of emotion-dysregulation (as a result of 
genetics or trauma) giving recognition to the 
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Borderline Personality 
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Dialectical Behavioral Therapy (DBT) is a highly utilitarian and comprehensive cognitive-behavioral 
form of therapy introduced in the early 1990s (Linehan, 1993) as a treatment for those suffering 
from parasuicidal tendencies and later found effectiveness with Borderline Personality Disorder 
(BPD). DBT is uniquely suited to those suffering with BPD because it is based on a central 
dialectic of change and acceptance: concepts that can create particular cognitive and behavioral 
disturbance in BPD. This dialectic of change refers to opposing forces that create a synthesis, 
emphasizing the and or both as opposed to either.
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In brief, BPD is characterized by a 

highly mood-dependent style of doing life and, as such, 

results in great heartache and suffering, often self-inflicted.
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physical and emotional components of chronic distress. Those who demon-
strate the following patterns benefit from DBT: 1.) inability to regulate 
their emotions when necessary due to a very high sensitivity to emotional 
stimuli; and 2.) potentially distorted informational processing that can lead 
to disorganized thinking and impulsive decision making. 

DBT includes an emphasis on the problems associated with this pattern 
of mood-dependent problem solving. As such, DBT gives more than just a 
cursory nod to the invalidating environment as a causal effect in emotional 
disturbance. This modality addresses contributing bio-social factors of 
influence through education and coping strategies, as well as introducing 
change and acceptance concepts.

In recent years, the use of DBT in multiple clinical trials and extensive 
research history has supported its effectiveness across a variety of diag-
nostic categories, including substance abuse disorders, post-traumatic stress 
disorders, and eating disorders to name a few (Linehan et al. 2006). This 
evidence-based treatment has received considerable attention from practi-
tioners, specifically for the skills training component as is reflected in the 
research literature (Robins & Chapman, 2004).

Treatment delivery options vary; however, 
DBT was originally designed for use in a team 
environment involving modalities of individual 
therapy, group skills training, coaching-phone 
sessions as needed in between sessions, and peri-
odic consultation meetings with the treatment 
team. Practitioners receive specialized training and 
certification in DBT. Although DBT has been 
adapted for use in various settings and contexts, 
the group skills component is the foremost 
element to be utilized. The teaching and practice 
of new skills to regulate and enhance one’s ability 
to control emotions can increase the capacity 
to tolerate distress without the consequential 
self-destructive reaction. Group Skills training 
includes several behavioral strategies in the 
context of increasing mindful awareness (medita-
tion) and quieting the over-stimulated brain.

All too often, treatment for BPD fails. Why 
is this? Emotions may be so dysregulated that 
patients cannot tolerate the inevitable distress 
of counseling. Ambivalence about changing 
their behaviors must be acknowledged and 
discussed. Therapists must have an ability to be 
both compassionate and sophisticated in their 
ability to see these clients as fearful of change 
and lacking the skills to create a new reality for 
themselves. In many cases, it is the therapist who 
encounters countertransference problems. This 
scenario may lead to transitioning the client to 
yet another therapist, resulting in the patient 
facing abandonment issues once again. DBT 
treats both of these likelihoods as resources are 
given to the therapist and patient alike. The 
unique blend of principles and skills in DBT 
lends itself well to the successful treatment of 
those suffering with BPD.

DBT has five core areas of function: 
1.	 Enhancement of individual capabilities (skills 

training in mindfulness, emotion regula-
tion, interpersonal effectiveness, and distress 
tolerance)

2.	 Improving motivation (individual therapy to 
target the hindrance to decreased motivation)

3.	 Generalization of acquired skills to 
promote adaptability in new environments 
(“coaching” between sessions)

4.	 Environment restructuring (may involve 
family therapy to address system patterns)

5.	 Improvement of therapist capabilities (case 
consultations, meetings with patient and the 
treatment team)
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Mindfulness
One concept within DBT has created controversy in the Christian practice 
community since its inception in 1993. The incorporation of Mindfulness 
concepts, and accompanying behavioral strategies, has been a stumbling 
block for many practitioners in the Christian faith.

The concept and techniques of mindfulness in DBT were originally 
derived from Buddhist meditative practices. Mindfulness in DBT is 
viewed as: observing, describing, participating, giving focused attention 
to doing one thing well at a time, considering what is effective, and then 
acting on what is necessary to be effective. The focus of mindfulness in 
DBT is to develop the ability to accept and tolerate powerful emotions 
that may interfere with desired change. None of the aforementioned skills 
are necessarily in contrast to Christian thought, belief or practice. This 
expression of mindfulness is utilized in several modern models of psycho-
therapy, including Acceptance and Commitment Therapy (ACT) and 
DBT, both based on cognitive behavioral constructs and influenced by 
Eastern religious conceptualizations. Although it is important to recognize 
that no metaphysical or particular religious practices are taught in DBT, 
the orientation of the term creates pause.

Students of world religions recognize the term “mindfulness” as 
being derived from Buddhism: Right mindfulness is the 7th noble truth 
of the eight-fold path of Buddhism. This concept refers to an open-
ness and acceptance of one’s inner world. This path may be linked to 
being “non-judging” about what one may find there and, as such, is 
juxtaposed to the Christian practice of self-examination or, more impor-
tantly, petitioning God to search the soul within and reveal the truth (Psalm 
139:23-24). Consequently, the Christian discipline of repentance and 
confession is often the outcome of thinking about right and wrong “mind-
fully”—becoming aware of one’s inner thoughts, motives and choices in 
relationship to the righteousness of God (I John 1:9). It calls one to an 
intentional acknowledgment of his or her sin before Jesus Christ, and 
receiving forgiveness through His atoning blood. Clearly, these definitions 
of the term “mindful” are divergent one from another and have different 
implications altogether (Colossians 2:8). 

As Christian practitioners, this is not the first time (and it will not be 
the last) therapists have encountered challenges like this one. Since its 
beginning, DBT has been empirically proven to be an effective form of 
psychotherapy with a multitude of serious disorders. This is not surprising 
because it is primarily based on cognitive-behavioral principles. However, 

… the use of DBT in 
multiple clinical trials 
and extensive research 
history has supported its 
effectiveness across a variety 
of diagnostic categories, 
including substance abuse 
disorders, post-traumatic 
stress disorders, and eating 
disorders to name a few.

one of the main tenets of the therapeutic process 
in DBT includes techniques that are juxtaposed 
to the biblical understanding of mindfulness 
(having the mind of Christ). This is an impor-
tant and significant distinction. 

So, what is a Christian therapist to do? Shall 
we toss out all of DBT because it has been influ-
enced by Buddhist thought? Abraham Maslow 
was not a Christian… shall we throw out his 
hierarchy of needs? What shall we do with 
Erik Erikson’s theory of identity and psycho-
social development… or countless others who 
have made valuable contributions to the field 
of behavioral health? As believers, we look to 
Scripture for guidance when these dilemmas 
occur. 

“… but test everything that is said. Hold on 
to what is good” (I Thessalonians 5:21, NLT).

“See to it that no one takes you captive 
through philosophy and empty deception, 
according to the tradition of men, according to 
the elementary principles of the world, rather 
than according to Christ” (Colossians 2:8, 
NASB).

“But if any of you lacks wisdom, let him ask 
of God, who gives to all generously and without 
reproach, and it will be given to him” (James 1:5, 
NASB).

“Where there is no guidance the people fall, 
but in abundance of counselors there is victory” 
(Proverbs 11:14, NASB).

The concept of mindfulness in the Buddhist 
tradition does not pass the test for Christian 
practitioners. Rather than declaring DBT 
invalid, consider possible opportunities for 
modification. Exploring this further, the concept 
can be scrubbed and a new concept may replace 
it, such as a reflection on having the mind of 



28	 christian counseling today   Vol. 21  no. 3

S

Christ (instead of the Buddhist understanding of mindfulness) and being 
thoughtful about aligning one’s heart and mind and choices with the truth 
of the Bible: the Word of God. If one does modify DBT from its original 
form, this should be stated outright in accordance with ethical practice, as 
is done with CBT, IPT and other models of psychotherapy when altered 
from the original understanding.

As Christ-centered therapists, we adhere to the belief that it is Jesus 
Christ who brings about healing; that we are vessels or conduits in that 
process (John 15:5). Christ-centered therapy will incorporate the best of 
therapeutic approaches and strategies for change, while adhering to scrip-
tural principles.

Measure, Measure and Measure Again
So the question is… does DBT square with Scripture? Does any traditional 
model of psychotherapy completely square with Scripture? The answer is an 
emphatic, “Of course not!” It never has… and why should we ever expect 
it to? We may, at times, see similarities in conceptual thought and prac-
tice. However, that said, we are called to sift and weigh as Christians and 
therapists. Do we not take the underlying fundamentals of various models 
that square well and adapt them? The list of models that have been through 
the “squaring” process is very long. This practice is to be applauded and 
encouraged. It is exciting and reassuring to know therapists and researchers, 
who are also Christians, have taken the time to carefully put a secular 
psychological model through the rigors of analysis. This requires a tremen-
dous amount of time, study, research and discernment. I have done this 
with DBT to the best of my ability and have shared some of my discoveries 
here. However, as offensive as this practice of integration may be to some 
(Christians and non-Christians alike), there will always be great challenges 
before any therapists who are also believers in Christ: 
n	 To rightly divide the Word of God in their counseling, writing and 

teaching
n	 To measure correctly the theoretical frameworks, conceptualizations 

and models before them (systems theory, CBT, trauma theories, etc.) 
Christian therapists must learn to “take the best (that squares with 

Scripture) and leave the rest.” This means practicing the discipline to pray 
and study, search the Scriptures, and take materials and questions to other 
trusted Christian practitioners for counsel on the subject. As a result, thera-
pists may find themselves using an adapted form of a model such as DBT. 

Core principles of DBT congruent with Scripture include: 
n	 Validation—countering invalidation and instilling hope (I 

Thessalonians 2:16-17; 3:5)
n	 Acceptance vs. Change
n	 Responsibility (patients may have caused all of their problems, but need 

to solve them anyway… we do this with God’s help)
n	 Contingency Management (use of natural and logical consequences, 

sinful choices have logical outcomes—Romans 6:13-14, 23; Matthew 
25:14-30)

n	 Change with Cognitive Restructuring (Romans 12:1-2; Philippians 
4:6-9; Proverbs 3:5-6; Ezekiel 36:26)

n	 Dealing with Therapy Interference (calling to responsible Godly living, 
repentance and forgiveness—Romans 7:15; Psalm 51:10, 139:23-24)

In summary, why consider DBT as a treatment 
for BPD? DBT has had empirically-demon-
strated outcomes for 20 years with randomized 
controlled trials. It focuses on helping people 
control their own thinking, choices and behavior 
(CBT emphasis), while taking into account 
trauma effects and invalidating environmental 
effects. In fact, DBT may be the first form of 
therapy empirically demonstrated to be effec-
tive with BPD (meta-analysis found that BPD 
reached moderate effects with DBT). DBT is 
easy to use and understand for both the client 
and therapist. The approach does not teach any 
specific form of Buddhism, though it is influ-
enced by Buddhist thought. It seems much of 
DBT can be used without violating scriptural 
teachings and enhanced by the influence of the 
Christian practitioner. DBT encourages the use 
of thoughtfulness and meditation, which can 
draw many to consider a life with Christ. As 
Christian practitioners, we carefully measure 
and scratch what we must, but also do not need 
to walk in fear of new psychotherapies that 
may emerge in the future. After all, there is no 
real threat, Buddha has been long dead. Jesus is 
RISEN! ✠

Marian C. Eberly, R.N., LCSW, 
Ph.D. (candidate), BCPCC, is a 
charter member of the AACC and serves 
the community of Phoenix, Arizona, 
in private practice where she focuses on 
adolescents, family and marital therapy. 

She has more than 25 years of clinical expertise with eating 
and anxiety disorders. Marian is a nationally-known speaker, 
author, and behavioral health consultant.
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Gregory L.  Jant z

From the beginning, human beings were made to exist within relationships. 
Each of us has a deeply felt need to experience the love, acceptance and 
approval of others. We satisfy this need by looking to family, friends, and 
even those with whom we work. These relationships add to our lives. In 
Dependent Personality Disorder (DPD), relationships do not add to life; 
relationships become life.

i need 
you

A functional person says: I need you to help define who I am. 
A dependent person says: I need you to define who I am. The 
key word difference between those two statements is help, and 
the key concept is control. While functional people ask others 
to help define who they are, they retain control over their 
identities. Dependent people do not; they give over control of 
their identities to others. 

Dependent Personality Disorder is a persistent need to 
be taken care of by others, out of fear of abandonment, with 
recognizable traits and behaviors such as:1

n	 Difficulty making routine decisions without input, reas-
surance, and advice from others.

n	 Requiring others to assume responsibilities which they 
should be attending to.

n	 Fear of disagreeing with others and risking disapproval.
n	 Difficulty starting projects without support from others.
n	 Excessive need to obtain nurturance and support from 

others, even allowing others to impose themselves rather 
than risk rejection or disapproval.

n	 Feeling vulnerable and helpless when alone.
n	 Desperately seeking another relationship when one ends.
n	 Unrealistic preoccupation with being left alone and 

unable to care for themselves (American Psychiatric 
Association, 2013).
(In the DSM-5, the DSM-IV criteria for personality  

disorders were retained,2 after revisions to this section 
were debated and, ultimately, rejected. Under DSM-IV, a 
precipitating event or condition might propel a person into 
treatment. For example, a major depressive episode would 
appear under Axis I, with DPD listed under Axis II. With 
DSM-5, Axes I-III combine, removing the barriers between 
precipitating events or symptoms and their underlying causes. 
Section III of DSM-5 outlines an alternative approach for 
personality disorders, evaluating typical impairments with 
pathological traits. This alternative approach is presented in 
DSM-5 for review and study, but was not formally adopted.)3

Dependent 
Personality 
Disorder
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In Dependent 
Personality Disorder 
(DPD), relationships 
do not add to life; 
relationships 
become life.
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In DPD, normal 
psychological 
changes that 
should manifest 
independence in 
adolescence or 
early adulthood do 
not. This natural 
transition to 
independence is 
met with clinically 
significant distress.

There does not appear to be consensus over 
what causes DPD. One therapeutic view holds 
a biopsychosocial connection. In this orienta-
tion, a genetic predisposition toward heightened 
anxiety may be coupled with learned dependent 
coping strategies, stemming from a maladap-
tive attachment style.4 In other words, people 
who are highly anxious may learn dependency 
growing up within a chaotic family structure. 
Another therapeutic view holds a stronger social 
component, with DPD linked to an overbearing 
or controlling parent/caregiver.

What does seem to have consensus is tracing 
DPD back to adolescence or early adulthood. In 
DPD, normal psychological changes that should 

manifest independence in adolescence or early 
adulthood do not. This natural transition to 
independence is met with clinically significant 
distress. If the primary relationship providing 
safety is disrupted, such as to a parent, the 
person will seek out a surrogate relationship to 
provide direction, authority and safety, even if 
that relationship comes with physical, psycho-
logical or emotional risk.

Regardless of the precise etiology, DPD can 
be diagnosed through behaviors that are repeti-
tive, rigid, non-productive, and debilitating. 
There are a few important qualifiers to consider 
when diagnosing DPD. The effects of substance 
abuse or a physical cause, such as a chronic 
illness or an incapacitating injury, should be 
factored. A cultural and/or gender filter should 
be used for symptoms and behaviors. For 
example, different cultures may view living at 
home with a parent long into adulthood differ-
ently. Deferring to a parent or other authority 
figure as a mature individual may be considered 
acceptable, and even expected, in one culture, 
while looked upon as abnormal in another. 
Various cultures have different gender expecta-
tions that may need to be evaluated in light of 
dependent behavior.

As counselors looking at a mental health 
disorder, we sometimes long to point to a single 
cause, with a single “cure.” We know, though, 
that psychological disorders can have a variety 
of root causes. I tend toward the biopsychoso-
cial view of DPD. For years, I have promoted a 
whole-person approach to treating mental health 
disorders. From this perspective, people and 
the disorders they bring are an amalgamation 
of emotional, physical, relational, and spiritual 
components.

Emotional Factors: DPD creates deep 
emotional distress and anxiety. When another 
person is interpreted as safety, then separa-
tion provokes the trauma of unsafety. Even the 
thought of being apart creates panic and pain. 
People with DPD traits spend much of their time 
and energy devoted to caring for, and remaining 
with, others. Because their focus so often is on 
others, they may subconsciously justify focusing 
on themselves through a perceived crisis, esca-
lating their emotions even further.

Physical Factors: Whenever a person 
undergoes long-term distress, panic and pain, 
there are physical effects. As sometimes happens 
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jJeremy has been in and out of trouble most of 
his life. Diagnosed with conduct disorder as a 
child, Jeremy’s parents divorced when he was 
three-years-old after years of violent and turbu-
lent fighting. His father was a raging alcoholic 
and his mother severely depressed, in and out of 
psychiatric hospitals. 

Often left to fend for himself, Jeremy joined 
a gang at the age of 11. What followed was years 
of arrests, substance abuse and chaotic relation-
ships. A consummate rule breaker, Jeremy was 
reckless, deceitful and impulsive. His girlfriend 
described him as a psychopath who would 
exploit anything and anyone to get his way. She 
had had enough of his constant blaming and 
irresponsibility. Unless he got help, she was done 
with their turbulent relationship. 

Jeremy, now 22, was someone who failed 
to conform to the rules of society. His reckless 
behavior, lack of empathy, arrogance, unstable 
interpersonal relationships, total disregard for 
the consequences of his behavior and superficial 
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charm led the therapist to diagnose him with Antisocial Personality 
Disorder (ASPD). Years of deviating from the norm, being deceitful, 
impulsive, aggressive, irritable, reckless regarding the safety of others, and 
showing no remorse for any of his actions made relationships difficult and 
unstable. His longstanding and enduring patterns of behavior were charac-
teristic of antisocial personality disorder. It took more than a girlfriend to 
threaten him with abandonment before he would ever walk into a thera-
pist’s office. Jeremy, like others who share his diagnosis, does not perceive 
his behavior as abnormal and had to be court ordered into therapy after 
being picked up on theft charges. 

Most likely, Jeremy is a combination of biological, genetic, social and 
psychological factors that were then shaped by his environment. Specific 
unhealthy coping skills were reinforced. Viding, Blair, Moffitt, and 
Plomin (2005) found evidence that aggressive antisocial behavior could 
be hardwired in the brain and then exacerbated by life circumstances and 
negative interactions.1 However, there is hope that this gene-environment 
interaction can be moderated through early life parenting interactions and 
improved social conditions. 

When it comes to disputes in his interpersonal relationships, Jeremy 
represents high conflict people whose patterns of behavior make matters 
worse rather than better. Conflict is usually viewed as a personal assault by 
these individuals. Typically, their thinking is rigid and emotions are not 
managed. They blame, which is not exactly the necessary trait for working 
things out. It is rare for them to care if they harm others and act in lawless 

Working with
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ways. In fact, more than 70% of people with antisocial personality disorder 
can be found in prisons and substance abuse clinics.2 

With ASPD, conflict is escalated, making it more difficult to ever 
resolve issues. It is not based so much on an issue, but on who the person 
is and the patterns of behavior that have developed. When this is the case, 
problems can erupt anytime, anywhere. 

Actions and consequences of high conflict people are not connected 
because there is little insight into behavior. Much energy goes into 
attacking others rather than reflecting on their own actions. Extreme 
action follows intense emotions—yelling, controlling, saying disrespectful 
things, the silent treatment, spreading rumors, hitting, stalking, threat-
ening if you do not agree, and lying. The core social skills of honesty, 
respect and responsibility are missing. People with ASPD do not cooperate 
well and are often hostile and callous to the feelings of others. 

High-conflict people push others away, sabotaging their desire for satis-
fying relationships. Most of this is driven by trying to control and dominate. 
Blaming leads to feeling stronger and creates a false sense of safety. This 
enduring pattern makes conflict resolution difficult because they are not 
looking to solve problems, but rather blame or hurt the other person. 

Treatment
Intervention is difficult because of the externalizing of problems and 
tendency for these patients to drop out of treatment. When the going gets 
tough, they get going—out of therapy and relationships. 

One important goal is to help ASPD people see that they are creating 
their own problems in relationships and hold distorted views about them-
selves. Others do not see them the way they see themselves. Since people 
with ASPD have a low tolerance for frustration and distrust of people, 

interpersonal effectiveness work is often slow 
and difficult. If the person with ASPD becomes 
hostile or verbally abusive, the therapist must 
confront calmly and be specific about the 
behavior. Tell the person to stop bullying or 
belittling and talk about the issue without the 
abuse. Be specific about the behavior. Safety is a 
concern, and the high-conflict person needs to 
know that there will be consequences for abusive 
behavior.

Antisocial personality disorders may 
benefit from anger management and contin-
gency management therapy when dealing with 
interpersonal issues. Both of these approaches 
help connect action to consequences, a neces-
sary component of treatment. Another goal is 
to decrease verbal and physical aggression and 
reward progress toward prosocial behavior. 

In terms of conflict, identify the person 
involved (who); ask what he or she did or did not 
do; ask how the antisocial person responded; ask 
if that response helped the outcome; and finally, 
ask what part might the ASPD have played to 
trigger the problem. Once you have this infor-
mation, focus on developing life skills that could 
better help conflict. 

Treatment of ASPD appears grim in terms 
of prognosis, but the application of Cognitive 
Behavioral Therapy (CBT) is showing some 
reduction in symptoms (e.g., delinquency, 
criminal behavior, etc.).3 The goal is to target the 
dysfunctional underlying beliefs associated with 
aggression, criminal behavior and self-damaging 
behavior. 

From a Christian perspective, the ASPD 
person is no different than anyone else. He or 
she is in need of the recognition that all have 
sinned and come short of the glory of God and 
are in need of salvation and repentance. The 
transformation by Christ in a person’s life gives 
hope to changing, enduring patterns of behavior. 

Actions and consequences of 
high conflict people are not 
connected because there is 
little insight into behavior. 
Much energy goes into attacking 
others rather than reflecting 
on their own actions. 
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P
ersonality development can be a multifaceted construct 
involving both biological/genetic and social/environmental 
factors—the age old nature vs. nurture debate. Many 
researchers believe that due to the biogenetic component, 
aspects of the personality remain somewhat static and 
unchangeable once an individual’s basic structure is fully 

formed. However, new discoveries in the study of trauma, particularly 
during early childhood, expand the conversation when it comes to this 
domain. Severe trauma has been shown to have a wide impact on the 
development of various psychological problems and personality variables, 
especially as it pertains to one’s awareness of reality.

The concept of a “nervous breakdown” is not new and can represent a 
range of mental illnesses or give the impression that someone “snapped” 
as a result of extreme pressure, stress or trauma. Research suggests that 
as many as one third of all Americans have felt on the verge of a nervous 
breakdown at some point in their lives. However, the term is more popular 
than clinical, in that people often seek to avoid the negative stigmatization 
and stereotypes that are frequently associated with certain diagnoses. 
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This particular clinical area is often 
confusing, even to trained professionals, 
because distinguishing between diag-
noses on the schizophrenia spectrum, 
Dissociative Identity Disorder (DID) and 
other personality disorders, is challenging. 
With the release of the DSM-5 two years 
ago, diagnostic categories were moved 
from a multiaxial to a single axis system, 
thereby removing the previous boundaries 
that existed between personality and other 
mental disorders. The presence of some 
personality disorders (Paranoid, Histrionic, 
Narcissistic, Schizotypal and Borderline) 
can increase the risk for manifesting related 
symptoms. Since there are a number of 
syndromes (personality or trauma-based) 
that may encompass psychotic or detach-
ment features—including the ability for 
certain drugs (e.g., hallucinogens, such as 
LSD) and physiological problems (e.g., 
brain injury or tumors) to produce the 
same effects—an accurate diagnosis is 
essential for effective intervention strate-
gies to be implemented. This helps avoid 
unnecessary delays in appropriate treatment 
for what could be a serious, underlying 
problem.

Schizophrenia, a severe mental illness 
involving chronic or recurrent psychotic 
episodes, is predominantly characterized 
by hallucinations and delusions. Contrary 
to a frequent misconception, people with 
schizophrenia do not have multiple person-
alities (an earlier description for DID). 
Delusions are the most common symptom 
in schizophrenic adults, while hallucina-
tions (particularly those that are auditory) 
present in about half the people with the 
illness.

Delusions are marked by a set of false 
beliefs in which individuals misinterpret 
their experiences or what they perceive 
to be going on in the environment. The 
focus of the delusion can revolve around 
different themes such as: 1.) the notion 
one is being purposely tormented and 
persecuted, 2) when there are unfounded 
somatic complaints, or 3) having an 
abnormal sense of grandiosity. A delusion 
of reference describes a person who avidly 
believes certain statements, gestures, news 
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stories or other environmental cues are expressly 
being directed at him or her in order to produce 
a loss of control over the mind and/or body. The 
two most common themes in this category are 
“thought withdrawal” (the belief that thoughts 
have been unwillingly removed by some outside 
force) and “thought insertion” (the belief that 
one’s thoughts and actions are being directed or 
manipulated externally).

Hallucinations, like delusions, represent 
completely unfounded or mistaken impres-
sions that have no basis in reality, but occur 
in a person’s sensory modalities. This includes 
hallucinations that are auditory, visual, olfactory 
(referring to the sense of smell), gustatory (refer-
ring to the sense of taste), and tactile (referring to 
the sense of touch). However, auditory halluci-
nations, often described as “hearing voices,” are 
significantly more frequent than any of the other 
sensory distortions. It is possible for someone 
experiencing a psychotic episode to hear more 
than one voice conversing simultaneously. 
However, a distinguishing feature for auditory 
hallucinations is that the voices are perceived as 
being “external” to the person hearing them. This 
is in contrast to individuals diagnosed with DID, 
where the voices are described as “internal.”

Complex trauma, first described by Dr. 
Judith Herman, professor of clinical psychiatry 

Severe trauma has been shown to have a wide impact on 
the development of various psychological problems and 
personality variables, especially as it pertains to one’s 
awareness of reality.
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at Harvard Medical School, generally refers to 
multiple traumatic stressors that involve direct 
harm and are interpersonal; that is, they tend to 
be premeditated, planned, and caused by other 
humans. We now know the brain is not as rigid 
as once believed, but pliable (defined by the 
term, plasticity) and can change its structure and 
function in response to lived experiences. When 
someone is repeatedly exposed to traumatic 
stress, disruptions can occur in brain functions 
and structures, endocrinological and immuno-
logical function, and central and autonomic 
nervous system arousal. Recent research suggests 
that for younger children, neuro-psychological 
development is actually altered which, in turn, 
can shift learning patterns, behavior, belief 
systems, cognition, self-identity, and social skills.

Dissociation can be viewed as a defense 
against pain, and the process of integration 
relates to addressing painful memories, as well 
as restoration of the core personality. Additional 
personalities, or “alters,” are formed when an 
experience is traumatic enough, as a preferred 
method of coping and internalization, and some-
times as part of intentional cultic and occultic 
practice in conjunction with ritualistic abuse. 
Some level of amnesia is usually present for 
significant periods of time. Systemically, these 
alters want to maintain stability, equilibrium, 
and safety. People have the memory of the mind, 
the memory of emotions, the memory of the 
body, and the human will. When all four are 
broken, the result can be dissociation.

These dissociated states are not necessarily 
mature personalities that have fully developed 
as much as they represent a broader and more 
disjointed sense of identity. Even though the 
rate of DID in the general population is small 
(.01-1%), the vast majority of individuals who 
develop the disorder (over 90%) have docu-
mented personal histories that include recurring, 
overwhelming, and often life-threatening 
traumatic experiences at a vulnerable stage of 
childhood (typically before age nine). Making 
the diagnosis usually takes time because the 
complexity of symptoms and overlap (comor-
bidity) with other psychiatric diagnoses may 
slow discovery. 

Whenever someone is experiencing a break 
from reality, the first priority is to ensure that 
he or she, as well as any others who may be 
present, is safe. Self-injury, suicide attempts, and 

assaultiveness are common behavioral responses 
and care should be exercised so no one is harmed. 
This may necessitate a call to emergency services, 
the police department or other mental health 
professionals who are capable of advising and/or 
assisting in the process. Hospitalization may be 
required for both safety and further evaluation.

While there are no established psychotropic 
treatments for DID, medication for co-occurring 
disorders, such as depression, may be utilized. 
This makes psychologically-based approaches, 
especially talk therapy, an effective protocol. The 
benefits of psychotherapy include the ability 
to explore, monitor, and manage stress levels; 
process traumatic events and major losses in one’s 
life; make needed lifestyle adjustments; develop 
effective coping strategies; address any cogni-
tive and/or spiritual distortions; and assist family 
members in their own awareness and concerns. 

Christian counselors must use discern-
ment and wisdom in working with these clients. 
Man’s fallen human condition, natural and 
complex traumatic experiences, sinful abuse and 
other atrocities perpetrated upon the innocent, 
demonic activity and spiritual warfare are all 
present-day realities that can twist and distort the 
true perception of reality, especially the reality 
of who God is, the power of the resurrection, 
and the comfort and peace that are available 
through Him. “Therefore, since we have a great 
high priest who has passed through the heavens, 
Jesus the Son of God, let us hold fast our 
confession…. Therefore let us draw near with 
confidence to the throne of grace, so that we may 
receive mercy and find grace to help in time of 
need” (Hebrews 4:14, 16, NASB). ✠
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THE 
ECCENtRICS
PARANOID, SCHIZOID AND 
SCHIZOTYpAL PERsONALITIEs

Billy is introducing his new 5th grade friend to the 
neighborhood. “Watch out for that house. Mr. Smith lives 
alone there and you don’t want to cross him. Just last week 
he yelled at the meter reader and accused him of stealing his 
power. He’s always angry and thinks people are out to get him. 
Everyone avoids him as much as possible. My dad said he 
once sued the police department for harassment just because 
they drive down our street a lot! He’s not like my Uncle Joe, 
although Uncle Joe is a bit strange as well. He lives by himself 
down the block from us, but we rarely ever see him. He’s my 
mom’s brother and she says he was always a ‘loner,’ even as a 
kid. He comes for dinner once in a while and it’s usually a real 
downer. He doesn’t say much or seem to care about anything. 
He �xes computers for some company, but he works at home 
and just mails things back and forth. Mom says he doesn’t 
really engage with people, but at least he isn’t angry all the 
time like Mr. Smith.” 

Overview and Features  
What Billy is describing to his friend are two individuals who 
struggle with personality issues related to the Cluster A set of 
disorders in the Diagnostic and Statistical Manual for Mental 
Disorders, 5th edition (DSM-5). Such individuals are often 
described as odd and eccentric. Many neighborhoods and 
families have a “Mr. Smith’” or an “Uncle Joe” marginally 
functioning in their midst. 

Individuals diagnosed with personality disorders display 
an enduring, rigid pattern of dysfunctional behaviors and 
inner experiences that persist across time and circumstances. 
Personality Disorders (PD) are determined based on categor-
ical groupings of problematic personality symptoms and traits. 
The DSM-5 includes three personality disorders in Cluster A: 
Paranoid, Schizoid and Schizotypal. For these disorders, traits 
focus on extreme suspiciousness, social isolation and peculiar 
ways of thinking and behaving.

Paranoid Personality Disorder  is categorized by a 
pattern of distrust and suspiciousness of others without regard 


