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”Here, Narcissus arrived, all hot and exhausted from hunting,
and sank to the ground. The place looked pleasant,
and here was a spring!
Thirsty for water, he started to drink, but soon grew thirsty
for something else. His being was suddenly overwhelmed
by a vision of beauty. He fell in love with an empty hope,
a shadow mistaken for substance. He gazed at himself in amazement,
limbs and expression as still as a statue of Párian marble.
Stretched on the grass, he saw twin stars, his own two eyes,
rippling curls like the locks of a god, Apollo or Bacchus,
cheeks as smooth as silk, an ivory neck and glorious
face with a mixture of blushing red and creamy whiteness.
All that his lovers adored, he worshipped in self-adoration.
Blindly rapt with desire for himself, he was votary and idol,
suitor and sweetheart, taper and fire- at one and the same time.
Those beautiful lips would implore a kiss, but as he bent forward
the pool would always betray him. He plunges his arms in the water
to clasp that ivory neck and finds himself clutching at no one.”

Narcissus and Echo, Metamorphoses, Ovid
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disturbances, during the initial clinical assessment for treatment. I wished to examine the use
of the Alternative Model for Personality Disorders, in this group of patients, to investigate if
this is a feasible model for discovering and understanding the narcissistic pathology.
Furthermore, I wished to illuminate the presence and expressions of shame, aggression and
perfectionism. I assumed that these psychological factors are present in this group of
patients, and that the knowledge of their presence, and the adequate consideration of these,
during therapeutic treatment, is of paramount importance in order to achieve remission of
depression. A literature review was performed to describe psychotherapeutic treatment
strategies of depression in patients with narcissistic disturbances. A clinical investigation
was performed to examine the use of relevant psychometric instruments and clinical
interviews. I hope that this study will inspire other clinicians to introduce relevant
psychometric instruments and clinical interviews, for the assessment of patients with
narcissistic disturbances. I also hope to illuminate important psychological factors, and to
inspire other clinicians to adequately address these themes during treatment.
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Guide to reading the thesis
The thesis is based on three empirical articles and one review, that explore personality
pathology, pattern of depressive symptoms and occurrence of shame, perfectionism and
aggression, in a sample of patients with Narcissistic Personality Disorder. The review
illuminates treatment of depressive symptoms in patients with narcissistic disturbances.
The first paper investigates the application of the Alternative Model for Personality
Disorders for DSM-5, for identifying and describing Narcissistic Personality Disorder.
The second paper investigates the application of the Newcastle Diagnostic Depression Scale,
when identifying characterological depression.
The third paper investigates the occurrence of shame, aggression and perfectionism in
depressed patients with or without Narcissistic Personality Disorder.
The review paper investigates the methods and considerations regarding psychotherapeutic
treatment of depressive symptoms in patients with Narcissistic Personality Disorder.
The first section is a presentation, outlining the underpinnings of narcissistic disturbances,
and the theoretical framework upon which the aims of the study were formulated.
The background section contains descriptions of historical considerations of the narcissism
concept, theoretical views on the origins and presentation of narcissistic pathology,
descriptions of clinical phenotypes, former and present diagnostic considerations, and
measures of narcissistic pathology.
The background section also contains views on the association between personality disorders
and depression, and the concept of characterological depression.
The next part of the background section describes the specific manifestations of depressive
symptoms in patients with narcissistic disturbances, and finally there is a section describing
the occurrence and manifestations of shame, aggression and perfectionism, in this group of
patients.
The second part of the thesis contains a description of the present study, including methods,
measures and statistical analysis.
The third part of the thesis is a section describing the results.
The fourth part of the thesis contains the discussion of the results.
The fifth part describes methodological considerations, discussing strengths and limitations
of the study.
The sixth part of the thesis contains the conclusions reached from the study.
The seventh parts discuss implications for clinical practice and further research.
The four papers are included in the form they had at the time of submission.
Lastly there is a section of supplementary material that may be of interest to the reader. This
material should not be considered as a part of the thesis, per se. The context in which they
have appeared are mentioned accordingly.
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Introduction
The concept of narcissism spins long treads back throughout the history of Western culture.
From the Greek myth of Narcissus and Echo, to the modern-day outrage and accusations
against celebrities and world leaders, narcissism pose an ever-present topic of interest and
source of fascination. As narcissism seems to be rapidly entering everyday language as a
derogatory term, it is becoming increasingly difficult to maintain a clear concept of
narcissism, as a potentially debilitating psychological condition. To shed light on the present
understanding of the notion, spanning from normal to pathological narcissism, it seems
timely and appropriate, to further explore the current diagnostic concept of narcissism.
Furthermore, it seems important to describe the plethora of clinical manifestations of the
narcissistic pathology and to address the specific challenges that may occur during the
diagnostic process, and the assessment for treatment. Illuminating the nuances of the
narcissistic pathology and describing the psychological factors and personality traits
coinciding with it, may serve to expand and complement the present knowledge and
understanding. Also, an investigation of these phenomenon, may elucidate the interplay of
different psychological affects, and whether they may contribute as precipitating factors, to
the development of co-occurring psychiatric conditions. This thesis will aim to explore the
diagnostic concept of narcissistic pathology, to describe and investigate the occurrence of
shame, aggression and perfectionism, and to describe any specific and recognizable pattern
of depressive symptoms in patients with narcissistic disturbances. Finally, it will outline the
present therapeutic strategies for treating depressive symptoms in narcissistic patients.

Aims of the Study
The present study was a cross sectional investigation, comparing two groups of depressed
patients from a clinical sample: one with no Personality Disorder, PD, and one with
Narcissistic Personality Disorder, NPD. The study was explorative in nature.
The aims of the present study were:
1. To investigate and describe patterns of personality pathology according to AMPD,
Criterion A and Criterion B, in the two groups
2. To investigate and describe characteristic patterns of depressive symptoms, by
comparing the two groups.
3. To investigate the difference in occurrence of internalized shame and self-esteem
between the two groups
4. To investigate the difference in occurrence of self-oriented perfectionism, otheroriented perfectionism and socially prescribed perfectionism, between the two groups
5. To investigate the difference in occurrence of physical aggression, verbal aggression,
anger and hostility, between the two groups
6. To investigate associations between shame, perfectionism and aggression
7. To perform a literature review of the psychotherapeutic treatment of depressive
symptoms in patients with narcissistic disturbances
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1. Background
1.1 Historical Background
Narcissism refers to the Greek myth of Narcissus, who perished while admiring his own
reflection in a forest lake. Narcissus died from self-neglect and unrequited love, as he longed
for an object he could not have. He fell in love with his reflection, not recognising it as the
mirror image of himself. The myth can be seen as depicting the death of the self, when
devoid of emotional nourishment, otherwise sustained through reciprocal relationships
(Ovid, Reburn 2004). The term was first introduced in psychiatric literature by Ellis (1898),
in the article:” Auto Eroticism: A psychological study”. Shortly thereafter, Näcke, used the
term narcissism, in his paper on sexual perversion from 1899 (Ellis 1898, Akhtar 1989,
1992, Millon 2011).
Freud first used the term narcissism, in a footnote from 1910, to his paper:” Three essays on
the theory of sexuality” from 1905, describing narcissism as being a phase in the
development of homosexuality. In 1914, Freud described the concepts of primary and
secondary narcissism, in his paper “On Narcissism”. Primary narcissism is understood as a
normal psychological stage in the child’s early development, encompassing the narcissistic
cathexes of one’s own person. Secondary narcissism however, was understood as a result of
defensive mechanisms, leading to the retraction of libido, from the object, to one’s own
person (Freud 1914/1957, Battegay 1985, Auerbach 1991).
In 1925, Waelder outlined the narcissistic characteristics as displaying: condescending
superiority, immense preoccupation with self-regard and a distinctive absence of concern for
others. In 1931 Freud further described the “narcissistic character type”, as a subject, whose
main interest is directed towards self-preservation, being independent, and not being open to
intimidation. In 1933 Wilhelm Reich described the phallic-narcissistic character, which he
viewed as being a sort of defence, warding off profound feelings of insecurity. In 1970
Pulver further described the clinical features of narcissism. In 1975, Stolorow proposed a
functional definition of narcissism (Akhtar 1989, 1992, Millon 2011). Kernberg described
the narcissistic pathology, when he introduced his theory of borderline personality
organisation, in 1967 (Kernberg 1967). During the following years Kernberg and Kohut,
who arrived at slightly discrepant clinical phenotypes of narcissism, discussed the concept
extensively. Kohut argued that narcissism was the result of an archaic body-mind self that
was undifferentiated and narcissistically walled off from objects. He viewed the narcissistic
personality as a result of developmental arrest (Kohut 1971). Kernberg described narcissism
as a defence against self-directed oral rage, paired with an inability to form sustainable
object relations, hence being a result of identity diffusion. This in turn facilitated the
formation of a grandiose, false self (Kernberg 1985).
1.2 Theories on Origin and Presentation of Narcissistic Pathology
In the following section, some of the seminal and important theories on the origins of
narcissistic disturbances will be mentioned.
1.2.1 Heinz Kohut (1913-1981)

Kohut was an Austrian born, American, Psychiatrist and Psychoanalyst. He assigned the
development of pathological narcissism to problems in early self-development. The normal
developmental sequence would be: initial undifferentiated libido, auto-eroticism, narcissism
and finally object-love. If the infant or child receives faulty empathic responses from
primary care-givers, it will employ narcissistic defences, to ward off feelings of inadequacy.
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These feelings may occur when the child does not have his or her archaic grandiose self,
mirrored by the parents, or when the child becomes overwhelmed by their own grandiose
self-expectations. This will result in developmental arrest, and the activation of narcissistic
defences. The narcissistic defence can take place by two forms of splitting, horizontal and
vertical.
The horizontal splitting involves the rejection of unacceptable self-objects, needs and
concerns. This is similar to repression. The individual is thus able to maintain an overt
display of grandiosity, denying any feelings of low self-esteem or shame. The horizontal
split leads to development of the grandiose character. There is an overt display of infantile
grandiosity, which is evolved from archaic, unfulfilled narcissistic needs, that are split off
early in childhood.
The vertical splitting uses denial and disavowal of needs. This allows the individual to
experience vulnerability and helplessness, which may alternate with feelings of
omnipotence. Individuals employing the vertical splitting, exhibit narcissistic vulnerability
as they maintain awareness of chronic feelings of emptiness, low self-esteem, and shame.
Kohut considered the vertical split to be consistent mild narcissistic disturbance, whereas the
horizontal split often resulted in severe narcissistic disturbances. Another understanding is
that the horizontal split reflects grandiose themes, and the vertical spilt reflect vulnerable
themes (Kohut 1971, Akhtar 1992, Cain 2008, Millon 2011, Pincus 2010).
Kohut regarded narcissistic disturbances as a result of developmental arrest or regression to
earlier points of fixation. The narcissist fails to progress through, or regresses to early
developmental stages of undifferentiated libido, auto-eroticism, narcissism and finally
object-love (Kohut 1971, Millon 2011).
Kohut believed that children develop along two primary dimensions, grandiose
exhibitionism and idealization. He considered this to be the normal development of the
narcissistic self, in which the idealized images of the parents and the self, become
differentiated and realistic. The successful development along the two trajectories requires
“optimal frustration” of the child, by the application of realistic demands by the parent. Both
excessively lenient and submissive parenting, as well as enmeshment by the primary caregiver, may lead to the development of narcissistic disturbances (Kohut 1971, 1977).
Kohut did not provide empirical criteria for narcissistic personality disorders, but maintained
a clinical focus, in which the central cue to understanding narcissistic disturbances, was the
nature of the occurring transferences. He described certain attitudes and behaviours as being
typical when employing the narcissistic defence: perverse fantasies or lack of interest in sex,
difficulties maintaining stable work relations and personal relationships, lack of humour,
impaired empathy, pathological lying and hypochondriacal preoccupations. They may
display overt grandiosity, exaggerated self-regard, demands for attention and overidealization of others. Perceived slights to the grandiose self may elicit increased coldness,
stilted speech and narcissistic rage (Kohut 1971, 1977, Akhtar 1992).
Kohut and Wolf, 1978, described five narcissistic personality types:
1. The mirror-hungry personalities, who is constantly compelled to evoke others’
admiration to counteract their inner sense of worthlessness
2. The ideal-hungry personalities, who are searching others who they can admire for
their skills, prestige or power, and from whom they can draw emotional sustenance
3. The alter-ego personalities, who need a relationship with someone conforming to
their own values and thus confirming the reality of their selves
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4. The merger-hungry personalities, who have relentless desire to control others in an
enactment for their need for inner structure
5. The contact-shunning personalities, who avoid social contact to combat their
powerful and frightening need for others
(Kohut 1978, Akhtar 1992 p56).
1.2.2 Otto Kernberg (1928-)

Otto Kernberg, is an Austrian born, American Psychiatrist and Psychoanalyst. He suggests
that narcissism develops as a result of pathological organisation of the self, ideal-self, and
ideal-objects. This pathological organisation may be the result of parents who are cold and
harsh towards a child, or who regard the child as being gifted or special. Kernberg’s model
of personality emerges from the post-Kleinian object-relational school of thought. Kernberg
emphasized the maturation of inner representations of self, and others, as being an important
factor in normal personality development. Kernberg proposed a model of personality
organization, in which NPD lies within the area called borderline personality organization
(Kernberg 1975, 1984).
Kernberg states that: “Normal narcissism derives from the integration of libidinally and
aggressively invested self-representations into a cohesive, normal self. Pathological
vicissitudes of aggression may determine failure of such an integration and corresponding
integration of object representations, with the subsequent development of pathological
object-relations and a pathological, grandiose self” (Kernberg 1975, p 246).
Hence, the narcissistic individual, libidinally invests in a false, grandiose self. The grandiose
self is developed from immature, and ideal, self-representations, combined with ideal objectrepresentations. Devalued or aggressively determined self- and object-representations, are
split off, or projected onto others. In this way, a pathological self, is constructed, resulting in
an unrealistic, grandiose self-image. The unsuccessful development of realistic and nuanced
inner representations of object-relations, results in identity diffusion (Kernberg 1975, 1984).
Kernberg regards the narcissistic pathology as manifesting a specific level of functioning,
ranging from mild to severe, with accompanying impairment of individual, relational and
social functioning. Patients with narcissistic disturbances display pathology within four main
areas:
1. Pathology of the self
2. Pathology of the relationship with others
3. Pathology of the super-ego
4. A basic self-state with a chronic sense of emptiness and boredom
(Kernberg 1970, 2001, 2007).
Kernberg understands dysregulated aggression as being a central core of the narcissistic
pathology. Oral rage stems from the inability to depend on “internalized good objects”. He
suggests that pathological narcissism ranges in severity as a function of the level of
aggression infused within the personality structure. As aggression increases, narcissistic
pathology increases, ranging from Narcissistic Personality Disorder, to malignant
narcissism, and finally, to psychopathy (Cain 2008, Kernberg 1975, 1984, 1994). A small
subgroup of patients with narcissistic disturbances express malignant narcissism. In this
manifestation, ego-syntonic grandiosity is combined with cruelty or sadism and severe
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paranoid traits. He proposes that malignant narcissism shows a deep level of super-ego
pathology, which is characterized by:
1. The absence of normal idealized super-ego precursors (idealized self and idealized
object representations) other than those integrated into the pathological grandiose self
2. The predominance of the earliest level of sadistic super-ego precursors, which
represent the only reliable internalized object representations available
3. The intrapsychic consolidation of a status quo in fantasy that permits survival when
the only reliable object representations available would seem to be of sadistic
enemies
(Kernberg 1984, p 297).
In short, the clinical impression of the patient with narcissistic disturbances is one of a
person with excessive self-absorption and need for admiration and validation from others.
Generally, there is little concern for others, but alongside this, intense feelings of envy. In
time, the patients usually reveal feelings of inferiority, and often oscillate between the
feelings of grandiosity and inferiority (Akhtar 1992, Kernberg 2007).
1.2.3 Theodore Millon (1928-2014)

Millon was an American Psychologist. Millon viewed the narcissistic pathology as
stemming from unrealistic over-evaluation from the parents, installing an enhanced selfimage in the child that cannot be sustained in the outer world. He outlined a theory of
personality pathology, as being expressed by degrees of conflict, deficiency, or overinvestment in one or more of the basic polarities of adaptation: The Pain-Pleasure Polarity,
the Active-Passive Polarity, the Self-Other Polarity or the Thinking-Feeling Polarity (Millon
2011, Pincus 2015). The narcissistic disturbances are characterized by relying on being
independent, on self, rather than others, as they believe maximum pleasure and minimum
pain is achieved by diminishing the significance of others. They turn passively to the high
status they have assigned themselves (Millon 2011). Patients with narcissistic disturbances
tend to:” over evaluate their personal worth, direct their affections towards themselves rather
than others, and expect that others will not only recognize, but cater to the high esteem, in
which narcissists hold themselves” (Millon 2011, p 376) Millon describes the following
features of NPD:
1. Inflated self-esteem
2. Interpersonal exploitativeness
3. Expansive imagination (Cognitive expansiveness)
4. Supercilious imperturbability (Insouciant temperament)
5. Deficient social conscience
(Millon 2011, p 386-7)
Millon proposed five subtypes of narcissistic personality disorder, based on blends with
other pathological personality styles. Four are considered to have grandiose themes, and one
as having a vulnerable theme.
1. The elitist narcissist, reflects overriding grandiose themes
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2. The amorous narcissist, blends narcissistic and histrionic characteristics, giving rise
to an erotic and seductive orientation
3. The fanatic narcissist, who display paranoid features
4. The unprincipled narcissist, who display antisocial features
5. The compensatory narcissist shows a blend of negativistic or avoidant characteristics,
resulting in an individual painfully aware of his or her inner emptiness. They seek to
fill this void by creating a covert illusion of superiority, and are prone to chronic
feelings of shame, humiliation, and anxiety.
(Cain 2008, Millon 2011).
There are many other theories on the origins of narcissistic disturbances, and to outline all of
them is beyond the scope of this thesis, but it seems important to very shortly mention the
following.
John Bowlby introduced the attachment theory. In this theory he states that in development,
tension reduction, is the basic motivational principle of the infantile life, and that the
formation of attachment is secondary to the satisfaction of oral drives. Abnormal patterns of
attachment may result in the development of narcissistic traits (Bowlby 1969, Auerbach
1991). In 1985, Stern proposed that, the basis of social referencing, is formed based on the
capacity of inter-subjective affective communication, as the core-self emerges in infancy.
During this stage, the parent’s ability to imitate the child’s nonverbal communication is
essential for the development of the child’s ability of emotional attunement. Severe or
pervasive misattunement, may cause the development of personality pathology, often of a
narcissistic nature (Auerbach 1991).
1.2.4 Clinical phenotypes of Narcissistic Pathology

In view of the aforementioned notions concerning diagnostic demarcation and comorbidity,
there are obvious challenges in coining NPD as a diagnosis. There has been much debate as
to whether NPD should be understood as having two or more phenotypic expression, or if
the expressions of the pathology, in fact vacillate between two polarities. Many clinicians
and researches have made extensive attempts to investigate and differentiate the plethora of
psychopathological symptoms encompassed in the spectrum of narcissistic disturbances.
Pincus et al (2010), noted several inconsistencies in the current conceptualization of
narcissism. These include: variants in describing its nature (normal or pathological), the
phenotype (grandiose or vulnerable), the expression (overt or covert) and the structure
(categorical, dimensional or prototypical) (Pincus 2010). The following section will consider
the different elements of the clinical presentations of narcissism, following this line of
thought.
1.2.4a The nature of narcissism

Normal narcissism is an essential constituent of human functioning and is seen as a
modulator and maintainer of self-esteem in mentally healthy individuals. Narcissism
contributes to maintain self-regard and self-preservation, to endorse reasonable entitlement
and competitiveness, and to ensure normal capacity of empathy and compassion, and hence
the ability to form enduring reciprocal relationships based on intimacy, tolerance and mutual
understanding and gratification (Ronningstam 1995, 1998, Kernberg, 1975, 2012). Both
normal and pathological narcissism are motivated by needs for admiration and recognition
but differ in the level of maturity of the regulatory mechanisms used to accomplish this.
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Pathological narcissism ensues when regulatory mechanisms are primitive and elicit
maladaptive strategies to obtain self-enhancement (Roche 2013). “Narcissism as a
theoretical term and a clinical condition, has gradually become differentiated as the clinical
term has been elaborated. On a clinical level narcissism is identified as a mode of selfesteem regulation, and this implies a close relationship between affect regulation, super-ego
functioning, interpersonal relations and cognitive functioning” (Ronningstam 1995).
The nature of narcissism hence allows for discrepancies in the internal versus the external
expressions. Even if there is a fragility in self-regulation and functioning, there may be a
strong self-protective reactivity, that is activated through a range of self-enhancing and selfserving behaviors and attitudes. In some instances, narcissistic pathology can therefore coexist with apparent high social or professional functioning (Ronningstam 2009, 2012).
However, in most cases, narcissistic disturbances will be accompanied by lost work capacity
and disrupted relationships due to hostility, lack of empathy, and detached or deceitful
behavior. Sometimes there may also be occasional violent or criminal acts. As a result of
this, narcissistic pathology can present itself with a variety of phenotypic expressions, from
overt interpersonal pretentiousness, assertiveness and arrogance, to covert and internal
insecurity manifesting as shyness and interpersonal hypersensitivity (Ronningstam 2009,
2012, Pincus 2009, 2010).
1.2.4b Phenotypes of narcissism

There is consensus regarding narcissism appearing with different clinical phenotypes. Some
argue for two distinctive phenotypes, others consider there are three or even more different
phenotypes (Cain 2008, Wink 1991, Morey 2012, Dickinson 2003). The following section
will mention some of the theories on the different phenotypes of NPD.
Russ et al (2008), identified three subtypes of NPD. The types were labeled
Grandiose/Malignant, Fragile and High Functioning/Exhibitionistic.
The Grandiose/Malignant type is characterized by manipulativeness, lack of remorse, pursuit
of power and control, feelings of privilege and exaggerated self-importance. They have low
self-reflective ability and tend to blame others for their problems. This subtype has the
highest rate of substance abuse and acts of violence.
Fragile narcissism is characterized by grandiosity that serves as a self-protective function. It
serves to ward off painful feelings of anxiety, inferiority, inadequacy and loneliness. When
the defensives strategy fails, feelings of inadequacy are often accompanied by rage. This
subtype seems to suffer the highest degree of internal suffering and show the highest
comorbidity rates, especially with depressive disorders and generalized anxiety disorders.
The High functioning/Exhibitionistic narcissism have an exaggerated sense of selfimportance, but are also articulate, outgoing and energetic. They often show good adaptive
functioning and show the lowest rates of comorbidity with other psychiatric disorders (Russ
2008).
Two subtypes of narcissistic pathology
Among the different clinical narcissistic phenotypes described, the most prominent types are
grandiose and vulnerable narcissism (Miller 2008, 2012, Ronningstam 2011, Erkoreka 2017,
Pincus 2010, Cain 2008).
Akhtar (1989/1992), has provided an overview of the two types, and have denoted them by
the overt and covert characteristics. Akhtar describes the clinical features in the following
way:
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1. Self-concept
Overt Characteristics:

Grandiosity; preoccupation with fantasies of outstanding
success; undue sense of uniqueness; feelings of entitlement;
seeming self-sufficiency seeming self-sufficiency

Covert characteristics: Inferiority; morose self-doubts; marked propensity toward
feeling ashamed; fragility; relentless search for glory and
power; marked sensitivity to criticism and realistic setbacks
2. Interpersonal Relations
Overt Characteristics:

Numerous but shallow relationships; intense need for tribute
from others; scorn for others, often masked by pseudo-humility;
Lack of empathy; inability to genuinely participate in group
activities, in family life; value children over

Covert Characteristics: Inability to genuinely depend on others and trust them; chronic
envy of others’ talents, possessions, and capacity for deep
object relations; lack of regard for generational boundaries;
disregard for other’ time; not answering letters

3. Social Adaptation
Overt characteristics:

Socially charming; often successful; consistent hard work done
mainly to seek admiration (pseudosublimation); intense
ambition; preoccupation with appearances

Covert characteristics: Nagging aimlessly; shallow vocational commitment; dilettante
like attitude; multiple but superficial interests; chronic
boredom; aesthetic taste often ill-informed and imitative

4. Love and Sexuality
Overt characteristics:

Marital instability; cold and greedy seductiveness; extramarital
affairs and promiscuity; uninhibited sexual life

Covert characteristics: Inability to remain in love; impaired capacity for viewing the
romantic partner as a separate individual with his/her own
interests, rights and values; inability to genuinely comprehend
the incest taboo; occasional sexual perversions
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5. Ethics, Standards
Overt characteristics:

Caricatured modesty; pretended contempt for money in real
life; idiosyncratically and unevenly moral; apparent enthusiasm
for sociopolitical affairs

Covert characteristics: Readiness to shift values to gain favor; pathological lying;
materialistic life-style; delinquent tendencies; inordinate ethic
and moral relativism; irreverence toward authority
6.Cognitive Style
Overt characteristics:

Impressively knowledgeable; decisive and opinionated; often
strikingly articulate; egocentric perception of reality; love of
language; fondness for shortcuts to acquisition of knowledge

Covert characteristics: Knowledge often limited to trivia (“headline intelligence”);
forgetful of details; impaired in the capacity to learn new skill
tendency to change meanings of reality when facing a threat to
self-esteem; language and speaking used to regulate self-esteem
(Akhtar, 1992, p 68-69)”.
Gabbard (2005), also describes two subtypes. He denotes these two clinical types: the
oblivious and the hypervigilant narcissist. He describes them in the following way:
The oblivious narcissist
1. Having no awareness of reactions of others
2. Being arrogant and aggressive
3. Being self-absorbed
4. Needs to be the centre of attention
5. Having “a sender but no receiver”
6. Being apparently impervious to having feelings hurt by others
The hypervigilant narcissist
1. Highly sensitive to the reactions of others
2. Inhibited, shy or even self-effacing
3. Directs attention to others rather than towards self
4. Shuns being the centre of attention
5. Listens to others carefully for evidence of slights or criticism
6. Has easily hurt feelings, is prone to feeling ashamed or humiliated.
(Gabbard, 2005 p 487)
Others that describe a dual polarity of narcissistic pathology are, Rosenfeldt, Broucek and
Cooper. Rosenfeldt denotes them the “thick-skinned” and the “thin-skinned” narcissist
(Rosenfeldt 1987). Broucek calls them egotistical and dissociative narcissists (Broucek
1982). Cooper also acknowledged the presence of two types, the shy narcissist and the
grandiose narcissist. He stressed the masochistic aspects of NPD and considered that
resorting to masochistic defences was a result of the intrinsic functioning of narcissistic
pathology. To pursue self-defeating, humiliating interpersonal interactions represents a
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defence mechanism that allows the individual to maintain inner grandiose fantasies, by
acknowledging that one is weak and helpless (Cooper 1998).
As mentioned above, some have argued that the main distinction lies between overt and
covert narcissism. However, Pincus et al (2010), argued that this is a matter of expression of
the pathology, and that the phenomenological distinction is indeed between grandiose and
vulnerable phenotypes (Pincus 2010). Grandiosity represents maladaptive and exploitative
self-enhancement strategies, entitled expectations, self-serving beliefs and a grandiose selfimage. Vulnerability reflects emotional dysregulation in response to disappointed
expectations, self-enhancement failures and dysregulated self-esteem (Pincus 2014, 2016).
Jauk et al (2017), found that grandiosity is correlated with extraversion, whereas
vulnerability is correlated with introversion. However, their investigation suggested that
grandiosity and vulnerability are not two distinct phenotypes, but rather different polar
aspects along the same dimension (Jauk 2017).
Stanton et al (2018), found that different personality features related to either grandiose or
vulnerable narcissism. Perfectionism and inadequacy related positively with vulnerable
narcissism and this type showed higher rates of comorbidity. Perfectionism, avoidance due
to shame and social judgment was unrelated to grandiose narcissism (Stanton 2018).
In the Psychodynamic Diagnostic Manual, PDM, the two subtypes of NPD are labeled
Arrogant/Entitled and Depressed/Depleted (PDM Task Force 2006).
In a recent review, Ackerman et al (2018), consider that narcissism is centered around a
basic core of entitlement, which manifests as one of two phenotypic expression, grandiose
and vulnerable. However, they consider that the expression of narcissism can vacillate back
and forth between these two polarities over time (Ackerman 2019, Jauk 2017).
1.2.4c Expressions of narcissism

Pincus (2010), argues that the notion of overt versus covert forms of narcissism, is a matter
of expression of the pathology, and the distinction between overt and covert expressions, is
therefore secondary to the phenotypic variation in grandiosity and vulnerability. The
different phenotypical types of narcissism might manifest both in overt and covert ways.
Furthermore, the expression may be different, at different times. Hence patients can express
both overt and covert grandiosity, as well as overt and covert vulnerability (Pincus 2010,
2013, 2014).
In the clinical encounter with patients with narcissistic disturbances, the initial impression
can vary a great deal. Some may exhibit the more typical expressions of narcissism, being
boastful, assertive and arrogant, others may appear friendly and complacent, some may
appear modest and unassuming, and still others may present themselves as perpetual failures,
constantly driven by grandiose, unattainable goals. At first glance, one can be shy and quiet,
another dominant, manipulative and aggressive and yet another charming and talkative.
Some patients successfully conceal their narcissistic aims, while others boastfully display
them. It is only upon deeper exploration into the makeup of the patient’s feelings and
attitudes, that the central core of grandiosity and self-esteem dysregulation may become
apparent (Ronningstam 2009).
1.2.4d Structure of narcissism

The current diagnostic conceptualization is mentioned in the previous section. The
diagnostic construct has changed according to the general trend, when considering
personality disorders, from a prototypical concept, to a categorical concept and lastly to a
hybrid categorical-dimensional concept. This will be outlined at depth in following sections.

23

1.2.5 Clinical presentation of narcissism according to Ronningstam

Elsa Ronningstam is a Swedish born, American Psychologist. She has studied and described
narcissistic pathology extensively during the last 30 years. According to Ronningstam:
“Normal narcissism refers to aspects of normal self-esteem regulation, whereas in
pathological narcissism, the self-esteem is disturbed and regulated through a distorted selfstructure with a pathological grandiose self. Narcissistic Personality Disorder is the
characterological constellation that sustains pathological self-esteem regulation”
(Ronningstam 1995).
Ronningstam emphasizes the clinical aspects that are important to consider when identifying
and treating patients with narcissistic disorders. She has summarised the various aspects in
the following way:
The clinical manifestations include mainly five areas of functioning;
1. Grandiosity
2. Interpersonal relations
3. Reactivity
4. Affect and mood swings
5. Social and moral adaptation
Grandiosity is reflected in a preoccupation with grandiose fantasies. This may be expressed
openly or may emerge upon further exploration. The themes may vary, and can concern
work- life, appearance, romantic relationships and so on. There is a prevailing inability to
maintain mutual relationships, as the narcissistic patient has impaired empathic ability, and
lacks concern of others. Relationships are characterized by the need of support and
admiration from others. Patients with narcissistic disturbances have vulnerable self-esteem
and may have intense negative reactions to the real or perceived slights of others. This may
activate narcissistic rage and elicit aggressive counter-attacks. Threats to self-esteem may
also provoke the onset of comorbid disorders, such as depression or substance abuse. The
social and moral adaptation is impaired, as their value system is usually corrupt, and they
show a disregard of rules. This is founded in their basic feeling of entitlement, and may be
accompanied by manipulative, deceitful, seductive and dishonest behaviour (Ronningstam
1995).
Impaired empathic functioning is a distinct but not specific trait for patient with NPD.
Research suggest that patients with narcissistic disturbances may in some cases have intact
empathic ability, but that they choose to dis-engage from others’ distress. This seems to arise
from the unwillingness to recognize or identify the feelings of others, rather than from the
inability to do so (Baskin-Sommers 2014). Factors that can influence empathic functioning
in narcissistic individuals include the following: Lack of motivation, curiosity or interest,
underdeveloped ability to distinguish self-other, being self-centred, having low affect
tolerance and experiencing emotional dysregulation when confronted with the feelings of
others, or having super-ego deficits.
The above-mentioned aspects are typical for the grandiose narcissist, but the “shy narcissist”
appears more sensitive, shy, inhibited, vulnerable, shame ridden and socially withdrawn. In
these individuals, the narcissistic activity is performed on a fantasy level. Any awareness of
the discrepancy between the grandiose fantasies and their actual level of functioning, is
accompanied by intense self-criticism, deep feelings of shame, fear of failure of living up to
grandiose aspirations and inability to appreciate their actual achievements. They may appear
to be more empathic but are in fact also unable to address the needs of others. The
hypersensitivity to the reactions of others, is due to fear of rejection and humiliation
(Ronningstam, 1995, 2009, 2011). Based on these clinical observations and comparison of
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previous measures, Ronningstam has developed Diagnostic Interview for Narcissism (DIN)
which can be used for diagnosing NPD (Ronningstam 1988, Gunderson 1990).
1.3 Self-report measures of Narcissistic Pathology
Many clinicians find that the current diagnostic outline of NPD is insufficient in capturing
the different phenotypes of narcissistic pathology, and therefore choose to rely on other
psychometric inventories (Pincus 2009, Maxwell 2011, Ronningstam 2012).
However, some studies have showed that it may be challenging sometimes to demonstrate
the narcissistic disturbances using self-report measures (Russ 2008, Pincus 2010). These
patients can sometimes show lack of self-awareness. For instance, when comparing self-and
informant-based measures, Cooper et al (2012), found that relevant informants (family, close
relation), reported a higher number of narcissistic features, than the patients themselves.
Informants who know the patient well, may be able to report symptoms that the patient may
be unwilling to admit or unable to perceive (Cooper 2012).
Many different psychometric instruments have been used to capture and define narcissistic
pathology: The Shedler-Westen Assessment Procedure, (SWAP-200) (Westen 1999, 2012),
Minnesota Multiphasic Personality Inventory (MMPI-PD), NPD scales (Wink 1991,
Hilsenroth 1996), Millon Clinical Multiaxial Inventory (MCMI-II) (Millon 1987),
Personality, Diagnostic Interview (PDQ/PDQ-4) (Hyler 1994), Dimensional Assessment of
Personality Pathology Basic questionnaire (DAPP) (Pincus 2010), Personality Assessment
Inventory (PAI) to mention some. Hilsenroth et al (1996), conducted a review, and found
that only a few of the measure showed convergent validity coefficients (Hilsenroth 1996).
When using the Five Factor Model (FFM), as a common point of comparison, it was
possible to grasp the complexity of the narcissism construct, and see how certain items in
different scales, are tapering underlying traits of neuroticism, extraversion and antagonism.
Grandiosity was identified as the core component, but also finding vulnerability to be a main
component of the narcissistic pathology (Samuel 2012).
1.3.1 Narcissistic Personality Inventory and Pathological Narcissism Inventory

Among instruments specifically constructed to measure narcissistic pathology, the
Narcissistic Personality Inventory (NPI) (Raskin &Hall 1979) and Pathological Narcissism
Inventory, PNI (Pincus 2009), are often used for research and clinical purposes.
The NPI was one of the first psychometric measures of narcissism and is based on the DSMIII description of NPD. Some research suggest that measures of narcissism obtained using
the NPI are mainly showing adaptive narcissism, or that it measures subclinical narcissism
(Cain 2008, Pincus 2009). NPI has positive correlations with self-esteem, negative
correlations with trait/state negative affect/neuroticism. Also, college students show higher
scores than patients in outpatient settings (Miller 2014). The NPI has a complex structure
composed of four factors: Leadership/Authority, Superiority/Arrogance, SelfAbsorption/Self-Admiration and Entitlement/Exploitation. Entitlement/Exploitation has been
found to be the only dimension measuring maladaptive traits, while the other three measure
adaptive traits (Dickinson 2003). Samuel et al (2012), however found NPI to be an
acceptable measure of narcissism (Samuel 2012). Miller (2014), argued that studies have
shown that NPI correlate with self- and interviewer- rated symptoms of NPD, and that it
generates a Five Factor Model profile. PNI however, was not found to have consistent
correlations with expert rating, neither for the grandiose or vulnerable subscales. Miller
argues that NPI is a good measure of narcissism, despite previous critique (Miller 2014).
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To develop a measure that would encompass the polarity of grandiose and vulnerable
narcissism, Pincus et al (2009), developed the Pathological Narcissism Inventory (PNI). It
was structured to include the vulnerable narcissistic features in the assessment, that until then
had not been included in other measures (Pincus 2009, 2010). Wright et al (2010),
considered that PNI was the only psychometric instrument to adequately measure vulnerable
and grandiose dimensions of narcissism (Wright 2010). Furthermore, it provides a
continuum from normal/adaptive narcissism to pathological narcissism (Cain 2008, Pincus
2009, 2010, 2013). PNI was constructed to assess both self- and informant-reported
expressions of overt and covert narcissism. Material to outline the questions were acquired
from review of the literature and clinical case reports from psychotherapists working with
patients with narcissistic disturbances (Pincus 2013). PNI contains seven subscales, that load
unto 2 dimensions, grandiosity and vulnerability. The grandiosity dimension contains the
following subscales: Exploitativeness, Grandiose Fantasy and Self-Sacrificing SelfEnhancement. The vulnerability domain contains the following subscales: Contingent Selfesteem, Hiding the Self, Devaluing and Entitlement Rage.
PNI measures of narcissism were found to correlate negatively with empathy and selfesteem, and positively with shame, interpersonal distress, aggression and borderline
personality organization. PNI grandiose scales were associated with domineering, intrusive,
vindictive and overly-nurturant interpersonal problems, and vulnerable scales were
associated with cold, socially-avoidant and exploitable interpersonal problems (Pincus
2009).
1.4 Diagnostic Considerations
1.4.1 DSM III to DSM-5

As mentioned earlier, the concept of narcissism has a long history, dating back to the turn of
the last century, by the seminal descriptions of narcissism by Ellis (1898) and later Freud
(1914/1957) (Roepke 2014).
Despite the continued interest of narcissism in psychiatry, Narcissistic Personality Disorder,
NPD, was first introduced as a mental disorder within Axis II in the 3rd edition of the
Diagnostic and Statistical Manual, DSM, in 1980 (APA 1980). Diagnostic criteria were
based on psychoanalytic literature and expert opinions. However, the construct was criticised
for only attending to the overt manifestations of narcissistic behaviour, and not addressing
the inner struggles and suffering of the individual with narcissistic disturbances
(Ronningstam 2010, Roepke 2014).
In DSM-III-R, the mixed polythetic-monothethic criteria, were replaced by polythetic
criteria only (APA 1987).
In DSM-IV overt, grandiose themes were emphasized, and the diagnostic construct was
comprised by nine criteria, involving four clinical domains; interpersonal, self-image,
cognitive and behavioural (APA 1994).
The current DSM-5, Section II retained the DSM-IV general Personality Disorder, PD,
criteria and the NPD criteria. The NPD diagnostic criteria are therefore identical with those
in DSM-IV (APA 2013).
1.4.2 The DSM-5 Section II category for Narcissistic Personality Disorder:

General Criteria: “A PD is an enduring pattern of inner experience and behavior that deviates
markedly from the expectations of the individual’s culture, is pervasive and inflexible, has
an onset in adolescence or early adulthood, is stable over time and leads to distress and
impairment” (APA 1994, p 629).
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Specific criteria for NPD:
“A pervasive pattern of grandiosity, need for admiration and lack of empathy”, and is
defined by the following nine criteria.
1. Grandiose sense of self importance
2. Preoccupation with fantasies of unlimited success, power, brilliance, beauty or
ideal love.
3. Belief in being special and unique and can only be understood by, or should be
associated with, other special or high-status people (or institutions)
4. Require excessive admiration
5. Sense of entitlement (i.e. unreasonable expectations of especially favourable
treatment or automatic compliance with his or her expectations)
6. Interpersonally exploitive (i.e. takes advantage of others to achieve his or her own
ends)
7. Lack of empathy (i.e. unwilling to recognize or identify the feelings and needs of
others)
8. Envious of others or believes others are envious of them
9. Arrogant, haughty behaviours or attitudes
(APA 2013).
1.4.3 DSM-5 Alternative Model for Personality Disorders, AMPD

A dimensional model of PD was proposed for DSM-5, as categorical PD diagnosis was
found to show high comorbidity, poor validity and low reliability (Krueger 2011a, 2011b,
Bender 2011, Morey 2011, Skodol 2012, Bach 2015). The proposed model is included in
Section III (“Emerging Measures and Models”) in DSM-5, as a research model, and a model
for clinical assessment of PD (Bach 2015, Roepke 2014, Skodol 2015). The new model is
empirically founded and is based on a Five Factor Model (FFM), understanding of
personality pathology (Krueger 2011a, 2011 b, Miller 2018).
The DSM-5 AMPD, assesses personality in terms of personality functioning (Criterion A)
and personality traits (Criterion B).
Personality functioning is assessed through a clinical interview and includes self-functioning
(identity and self-direction) and interpersonal functioning (empathy and intimacy) (Bender
2011, Thylstrup 2016). Each of the four domain comprises of three subdomains.
Identity contains:

1. The experience of oneself as a unique person
2. The stability of self-esteem, and the accuracy of self-appraisal
3. The ability to regulate a range of emotional experiences

Self-direction contains: 1. The pursuit of meaningful and coherent goals
2. The utilization of constructive and prosocial standards of
behavior
3. The ability to self-reflect
Empathy consists of:

1. The comprehension and appreciation of others’ experiences and
motivations
2. The tolerance of different perspectives
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3. The understanding of the effect of one’s own behavior on others
Intimacy is contains:

1. The depth and duration of relationships with others
2. The desire of and capacity for closeness

3. The mutuality of regard reflected in interpersonal behavior
The degree of impairment is scored from 0-4: no, some, moderate, severe and extreme
impairment. Each of the five levels are described by a short text, capturing psychological
features, typical of the respective level of impairment (Zimmermann 2015, Pincus 2018).
Criterion B, personality traits are assessed either by informant or self-report measures and
includes 5 trait domains and 25 trait facets. Each trait domain consists of three to six trait
facets. The five trait domains are: Negative Affectivity, Detachment, Antagonism,
Disinhibition and Psychoticism (Wright 2012, Skodol 2015, Miller 2018). The 25 trait facets
are mentioned in Paper 1, Table 3.
Criterion C involves pervasiveness across situations, Criterion D assesses persistence over
time, Criterion E assesses discrimination from other mental disorders, Criterion F considers
that symptoms are not attributable to the effects of substances, and Criterion G that
symptoms are not an expression of developmental stage or sociocultural environment
(Skodol 2014, Bach 2015).
The hybrid model combines the above-mentioned criteria, and from the patterns of traits
determine six specific personality disorders (Bender 2011, Hopwood 2012, Bach 2015,
Waugh 2017, Skodol 2012, 2015).
Criterion A can be understood as the “genus” of personality disorders, PD, what they have in
common, that distinguish them from healthy personality and other forms of
psychopathology. Criterion B can be understood as the “species” of PD, where particular
varieties can be profiles through maladaptive personality traits dimensions (Krueger 2012,
Waugh 2017, Pincus 2011).
The first step in the assessment is therefore to perform the SCID-AMPD-1, LPFS interview,
to assess Criterion A. At least 2 domains must have a score of 2 or higher. The second step is
to assess the presences of pathological personality traits, by administering the PID-5, as a
self-report, or informant-based scale. This will assess Criterion B. The third step is to apply
the A and B criteria to the six specific disorders included in AMPD (Skodol 2015).
1.4.4 NPD Diagnosis according to AMPD

The NPD diagnosis in DSM-IV, was to not considered to adequately reflect the clinical
observations regarding narcissistic pathology (Karterud 2010, Krueger 2011, Bender 2011).
The new proposed model is a hybrid categorical-dimensional approach, based on the
assessment of core elements of personality functioning and personality traits. The new model
for NPD is intended to be able to reflect both the grandiose and vulnerable aspects, as well as
the overt and covert presentations (Skodol 2014, Miller 2013, Pincus 2016).
The revised proposal for NPD, Criterion B, highlights two traits from the Antagonism
domain, as being central to reflect grandiose narcissism: Grandiosity and Attention Seeking
(Wright 2013, Fossati 2017).
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1.4.5 The DSM-5 section III Narcissistic Personality Disorder category:

Typical features of narcissistic personality disorder are variable and vulnerable self-esteem,
with attempts at regulation through attention and approval seeking, and either overt or covert
grandiosity. Characteristic difficulties are apparent in identity, self-direction, empathy and/or
intimacy, as described below, along with specific maladaptive traits in the domain of
Antagonism.
A: Moderate or greater impairment in personality functioning, manifest by characteristic
difficulties in two or more of the following areas:
1. Identity: Excessive reference to others for self-definition and self-esteem regulation;
exaggerated self-appraisal may be inflated or deflated or vacillate between extremes;
emotional regulation mirrors fluctuations in self-esteem.
2. Self-direction: Goal setting is based on gaining approval from others; personal
standards are unreasonably high in order to see oneself as exceptional, or too low
based on a sense of entitlement; often unaware of own motivations.
3. Empathy: Impaired ability to recognize or identify with the feelings and needs of
others; excessively attuned to the reactions of others, but only if perceived as relevant
to self; over- or underestimate of own effect on others
4. Intimacy: Relationships are largely superficial and exist to serve self-esteem
regulation; mutually constrained by little genuine interest in others’ experiences and
predominance of a need for personal gain.
B: Both of the following pathological personality traits:
1. Grandiosity: Feelings of entitlement, either overt or covert; self-centeredness; firmly
holding to the belief that one is better than others; condescending towards others.
2. Attention Seeking: Excessive attempts to attract and be the focus of the attention of
others: admiration seeking
Specifiers: Trait and personality functioning specifiers may be used to record additional
personality features, but are not required for the diagnosis:
Antagonism: Manipulativeness, Deceitfulness, Callousness
Negative Affectivity: Depressivity, Anxiousness

(APA 2013, p767-8)

Criterion B focuses mostly on grandiose narcissistic pathology. The core traits are
Grandiosity and Attention Seeking. Other traits that are found to have considerable
association to narcissistic grandiosity are: Deceitfulness, Manipulativeness, Hostility,
Callousness, Suspiciousness and Perceptual Dysregulation (Wright 2013, Miller 2013).
However, narcissistic vulnerability can be captured through the functional impairments
described in Criterion A, and seems to be expressed thought elevated scores on the Negative
Affectivity, Detachment, Disinhibition and Psychoticism domains (Wright 2013, Miller
2013). Vulnerable narcissism may also be expressed through elevated scores on the
following facets: Depressivity, Withdrawal, Anhedonia and Intimacy Avoidance (Skodol
2015, Miller 2013).
Different studies have assessed the correlations between NPD diagnosis and PID-5.
Skodol et al (2015) found the overall correlation between DSM-IV criterion counts and
DSM-5 diagnostic concept for NPD, to be 0.74 (Skodol 2015). Grandiosity (0.77) and
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Attention Seeking (0.54) have been found to be highly correlated with DSM-IV NPD
(Skodol 2014).
Yam (2014) investigated correlations between NPD and non-specified personality traits,
comparing SCID-5-PDQ and PID-5. There were significant correlations to the level of
0.001, with all facets, except Submissiveness. The following facets had a correlation higher
than 0.30: Anxiousness, Attention Seeking, Callousness, Deceitfulness, Eccentricity,
Emotional Lability, Grandiosity, Hostility, Impulsivity, Irresponsibility, Manipulativeness,
Perceptual Dysregulation, Perseveration, Rigid Perfectionism, Separation Insecurity,
Suspiciousness and Unusual Beliefs (Yam 2014).
Fossati et al (2017) found high correlations between grandiose and vulnerable narcissism the
following PID-5 facets: Grandiose narcissism was strongly correlated with: Anxiousness,
Emotional Lability, Hostility, Perseveration, Separation Insecurity, Submissiveness,
Depressivity, Suspiciousness, Attention seeking, Callousness, Deceitfulness, Grandiosity,
Manipulativeness, Impulsivity, Rigid perfectionism, Risk taking, Eccentricity and Unusual
beliefs. Vulnerable narcissism was strongly correlated with: Anxiousness, Emotional
Lability, Hostility, Perseveration, Restricted Affectivity, Separation Insecurity,
Submissiveness, Anhedonia, Depressivity, Suspiciousness, Withdrawal. Attention Seeking,
Callousness, Deceitfulness, Grandiosity, Manipulativeness, Distractibility, Impulsivity,
Rigid Perfectionism, Irresponsibility, Eccentricity, Perceptual dysregulation and Unusual
Beliefs (Fossati 2017).
Bach et al (2015), described the following facets being elevated at a moderate to high level,
in a patient with NPD, in a single case study: Emotional Lability, Restricted Affectivity,
Withdrawal, Anhedonia, Suspiciousness, Manipulativeness, Deceitfulness, Grandiosity,
Attention Seeking, Callousness, Hostility, Impulsivity, Irresponsibility, Risk Taking and
Eccentricity (Bach 2015).
1.4.5 International Classification of Disease (ICD)

In ICD-10 NPD was not a separate diagnostic category, but can be registered using the
diagnosis Other Personality Disorder, F60.8 (World Health Organization, 2016). The ICD11 has revised the classification of PD, focusing on core personality dysfunction, classifying
three levels of severity, as well as specifying one or more prominent trait domain qualifiers.
The previous ten categories of personality disorder are no longer a part of ICD-11. The
previous diagnosis of NPD, is presumed to be expressed by the ICD-11 trait domain
qualifiers of Dissociality and Negative Affectivity. The specific ICD-11 trait features are:
Grandiosity: “a sense of entitlement, believing they have many admirable qualities, that they
have or will achieve greatness, and that others should admire them” and Dysregulated Selfesteem: “involving envy of others’ abilities and indicators of success; the individual can
become overwrought over real or perceived slights or insults” (Bach 2018). As ICD-10 or
ICD-11 has not been used for diagnosing NPD, in this study, I will not discuss the use of
ICD classification further.
1.5 Prevalence of NPD and Comorbidity with other Personality Disorders
1.5.1 Prevalence

Torgersen (2012), performed a meta-analysis of personality disorder prevalence. The
prevalence varies from common to clinical population. In common populations, the range of
prevalence was found to be 0.0-4.4, with a mean of 0.8. In clinical populations the range of
NPD prevalence was 2.3-35.7, with a mean of 10.1 (Torgersen 2012). Furthermore,
Torgersen performed a metanalysis of the difference between life-time prevalence and point
prevalence. Here he found the ratio between point prevalence and cumulative prevalence to
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be 2.9 for NPD (Torgersen 2012). Torgersen et al (2001), performed a prevalence study of a
clinical population in Oslo, Norway, and found that the relative risk of having received
psychiatric treatment, showed a median of 51.0 for NPD. NPD was more frequent in men
(Torgersen 2012).
Stinson et al (2008), found the life-time prevalence of NPD, to be 6.2%. 7.7% for men and
4.8% for women, in the North American population. There was an inverse relationship with
age. Patients not being in a relationship were more likely to have NPD (Stinson 2008).
Ronningstam (2009), reported the following prevalence of NPD: General population 0-5.3%,
Clinical population 1.3-17%, Forensic population 6%, Outpatient private practice 8.5-20%,
Military setting 20% and Medical school, first year students 17% (Ronningstam 2009).
Karterud (2010), reported a prevalence of 0.8% in a psychiatric day clinic facility (Karterud
2010).
Measured prevalence of NPD vary greatly, according to setting and population (Roepke
2014). This may be an expression of narcissistic disorders expressing a vast functional range
(Ronningstam 2009). Also, many clinicians argue that the current diagnostic criteria do not
capture the full range of narcissistic pathology, and therefore prevalence studies do not
reflect the actual occurrence of narcissistic disturbances, to the same extent as they are
observed in patients (Ronningstam 2009, Pincus 2010, Skodol 2014). In short, prevalence
may be difficult to measure, as it varies because of many factors such as: type of sample,
method of assessment, theoretical orientation of the assessor, culture, age and gender
(Cooper 2012).
1.5.2 Comorbidity between NPD and other PDs

Comorbidity was originally described by Feinstein in 1970 (Feinstein 1970) and was defined
as a distinct additional disorder to an already existing disorder. The concept of comorbidity
has been discussed, as it may not be possible to determine which is the pre-existing
condition, and some prefer the term co-occurrence. In the following the term comorbidity
will be used, but the conditions may also be considered as co-occurring (Widiger 2011).
NPD is known to be highly comorbid with other PDs. Morey et al, 1988, found that DSM-III
criteria for NPD were co-occurring with criteria for other PDs, to a larger extent than for
other PDs, where the criteria were clustered into the categories (Morey 1988).
Oldham et al (1992), found that comorbidity among DSM-III-R disorders, varied
significantly when repeating the interview after a short time, without any treatment
intervention. However, six pairs of disorders showed the highest comorbidity, three of these
pairs involved NPD (Oldham 1992). NPD has been found to have high comorbidity with
histrionic, borderline and antisocial PD (Krueger 2006, Morey 2011). Widiger et al (1991),
also found the highest comorbidity with antisocial and histrionic PD (Widiger 2011).
Gunderson et al (1995) found the rate of comorbidity of NPD with other PDs to exceed 50%
(Hörz-Sagstetter 2018).
Morey et al (1988) found the following comorbidity rates for NPD: 53.1% with histrionic
PD, 46% with BPD, 35.9% with avoidant PD and 35.9% with paranoid PD (Morey 1988).
Zimmerman et al (2005), found the highest comorbidity rates between NPD and Antisocial
PD (14%), Histrionic PD (13.2%), Schizotypal PD (11%), Paranoid PD (8.7%) and
Borderline PD (7.1%) (Zimmermann 2005).
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Stinson et al (2008), found the prevalence of NPD in patients with other PDs to be 20.2%.
The highest prevalence of NPD was found in patients with schizotypal PD (43.2%), paranoid
PD (21.8), borderline PD (38.9%), histrionic PD (32.4%), dependent PD (25%), avoidant PD
(18.4) and antisocial PD (18.9) (Stinson 2008).
1.5.2a NPD and Borderline PD

Comorbidity between NPD and BPD has been reported to range from 17%-80% (Diamond
2014). Stinson et al (2008) found the comorbidity of NPD and BPD to be 38.9%. Some
symptoms can be present in both patients with NPD and BPD, such as: general impulsivity,
relational difficulties, breakdown in capacity for work or emotional intimacy, and
parasuicidal behaviour. Patients with NPD make efforts to mask the fragmentation and
weakness of their identity under a fragile grandiose self, in contrast to patients with BPD,
who often express different aspects of their internal world spontaneously. Patients with NPD
have difficulties accepting dependent relationships, and show a lack of investment in
relations, engaging predominantly in exploitative or parasitic relationships. Also, patients
with NPD show fluctuations between feelings of inferiority and grandiosity (Kernberg
2013).
Pincus (2009), propose that patients with vulnerable NPD are more likely to present
borderline pathology (Pincus 2009). Karterud et al (2011), found low to moderate
correlations between NPD and BPD (Karterud 2011).
Ronningstam et al (1991), found that the DSM-III-R BPD criteria that differentiated BPD
from NPD were: “chronic intense feelings of emptiness or boredom”, “inappropriate intense
anger” and “devaluation/over idealization”. When investigating DSM-III-R NPD criteria,
results showed that three criteria differentiated NPD and BPD: “grandiose exaggeration”,
“grandiose fantasies” and “uniqueness” (Ronningstam 1991).
Plakun (1987), investigated correlations of DSM-III, BPD and NPD criteria, and found that
the BPD criteria not often present in NPD patients were: “chronic feelings of emptiness and
boredom” and “intolerance of being alone”. The NPD criteria not often present in BPD
patients were: “grandiose sense of self-importance”, “exhibitionism”, “entitlement” and
“lack of empathy”. Grandiosity was found to be the most predictive NPD criterion (Plakun
1987).
Holdwick (1998), compared DSM-IV BPD and NPD criteria and found that the only BPD
criteria not present in patient with NPD were: “frantic avoidance of abandonment”,
“impulsivity that is self-damaging” and “stress-related paranoia or dissociation”. The DSMIV NPD criteria not present in patients with BPD were: “thoughts of unlimited success,
power or ideal love”, “interpersonal exploitativeness” and “envy” (Holdwick 1998).
1.5.2b NPD and Paranoid PD

Joiner et al (2008), found that depressive symptoms induce paranoid symptoms in patients
with narcissistic disturbances. The study investigated the correlation between depression in
narcissistic individuals, and development of paranoid delusions. It was based on the
hypothesis that narcissistic individuals, when faced with severe emotional distress, often
develop major depressive episodes, often with paranoid delusions.
1.5.2c NPD and Antisocial PD

NPD and Antisocial PD (ASPD) are thought to have an overlapping symptomatology. The
most distinguishing feature of NPD compared to ASPD is found to be grandiosity, as NPD
patients more often show convictions of being unique and superior, and exaggeration of
talents. Factors that are similar between NPD and ASPD are: “preoccupation with grandiose
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fantasies”, “high belief in their own invulnerability”, “arrogance”, “need for attention”,
“entitlement”, “envy” and “sensitivity to criticism” (Gunderson 2001).
Holdwick (1998), compared DSM-IV NPD and ASPD criteria and found that the only ASPD
criteria not present in patient with NPD were: “irritability and aggressiveness” and
“disregard for safety of self or others” (Holdwick 1998).
1.5.2d NPD and Histrionic PD

Many of the DSM-III-R criteria for Histrionic PD (HPD), seem to indeed reflect narcissistic
functioning. These were: “overly concerned with attractiveness”, “being uncomfortable
when not the centre of attention”, “self-centred”, “no tolerance for delayed gratification” and
“seeking admiration and praise”. The two latter were hence deleted in DSM-IV, which
improved the differentiation between NPD and HPD (Widiger 2011).
1.6 Natural course and stability of Narcissistic Disturbances
Personality traits may tend to change in moderate but predictable ways along with
psychological development. Test-retest correlations on trait measures tend to increase and is
found to be 0.64 by the age of 30 (Dowgwillo 2018). Several studies have suggested that
NPD features change over time. Prospective longitudinal studies performed both in clinical
and in non-clinical populations have shown that NPD features decline with age. This effect
can be seen when the NPD features are considered dimensionally. The number of
participants meeting the NPD criteria was 50% after 3 years. Assessing patients using
MCMI, the stability coefficient was 0.68 over a 4-year period and 0.47 when assessing the
patients with diagnostic interview (Dowgwillo 2018).
Nedstadt et al (2010), found that the intra-class coefficients for NPD was only 0.10 over a
period of 12-18 years.
Dowgwillo et al (2018), found that over the course of 4 years, NPD features, along with
neuroticism, decreased and that conscientiousness increased.
In view of these observations, one may assume that narcissistic disturbances may decrease
over time. In this in line with the thought that life-events and minor defeats, posing
challenges to the grandiose self-image, may help diminish narcissistic features.
1.7 Cultural differences in manifestations of Narcissistic Features
From a cultural psychology perspective, it is considered obvious that narcissism has many
environmental and cultural antecedents. Narcissism may appear in cultures as well as in
individuals, but more importantly, narcissistic features may present themselves with different
phenotypic expression, according to the cultural roots or the regional culture, of the afflicted
individual (Twenge 2012). When considering pathological narcissism there seems to be a
cultural bias, in the description of narcissistic pathology. This may cause difficulties in
recognizing and describing narcissism in non-Western cultures (Ronningstam 2005). When
considering societal trends, there seems to be a drift toward a greater amount of narcissism in
many cultures. For example, this trend can be recognized in the USA, where types of baby
names become increasingly more individualistic and less common. A similar trend may be
observed in Norway, where newspapers were shown to use an increasing number of
individualistic and competitive words, and a decreasing amount of community and
obligation related words, during the last 40 years (Twenge). When performing community
investigation, regional differences in rates of narcissism were found. When using the NPI,
significantly higher rates of narcissism were found in the USA, than in Asia and the Middle
East, Europe and Canada showed rates in the middle. Chinese respondents however, scored
even higher than the respondents from the USA (Twenge 21012). Here it should be noted
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that NPI is thought to mainly measure grandiose expressions of narcissism. The intrapsychic experience of the self may vary in different cultures. Some cultures are more
individualistically oriented, and some are more collectivistically oriented. This may lead to
different pathologies of the self, developing along different trajectories, and manifest in
different ways (Warren 1996). For instance, the North American culture is highly
individualistic, and hence narcissistic disturbances often manifest in overt, exhibitionistic
ways. In contrast, The Japanese culture, is collectively and particularly family oriented. Here
narcissism will often be expressed in covert, vulnerable forms. In Japanese culture,
grandiosity and narcissism, cannot be openly expressed (Warren 1996). The Danish society
is largely group-based and collectively oriented. The “Law of Jante” characterized the
Danish values, strongly repressing individualistic tendencies, such as novelty of thought and
action, variety and spontaneity. The culture specific of Denmark, can be thought to foster
feelings of abandonment and narcissistic rage. With no window for expression, these
feelings are turned inward, which may lead to abandonment depression. In fact, it is more
socially acceptable to be depressed, than to be grandiose. In Denmark one will typically find
the covert and vulnerable narcissistic expression of narcissistic features (Warren 1996). In
the same manner, there are differences in shame-based expressions of anger in different
cultures. These may be accepted to lesser or greater extent in different cultures. Especially
Scandinavian cultures have low acceptances of expression of anger (Ronningstam 2005).
1.8 Narcissism and Depression
The co-occurrence of PD and depression is frequent, and several studies have suggested that
personality pathology increases the risk of depression (Widiger 2012, Bukh 2017, Friborg
2014). Zimmermann et al (2005), found high rates of PD among depressed patients, using
both patient rated instruments, and clinical interviews. Furthermore, it seems, that comorbid
PD, negatively affects outcomes of treatment for depression (Rosenbluth 2012).
The associations of the comorbidity of PD and depression can be understood in different
ways. The Dolan-Sewell model from 2001, proposes several models to describe possible
associations between personality and depression:
The independence model, states that depression and personality are two distinct conditions,
with completely independent causes.
The common cause model, states that personality and depression have a shared etiology,
arising from a common core liability.
The spectrum or subclinical model, states that the two conditions can be located on the same
continuum or spectrum of related disorders, in which one is prodromal, subclinical, or
attenuated manifestation of a common pathological process.
The predisposition or vulnerability model, states that when one condition occurs, it is a risk
factor for the development of the other.
The pathoplasty or exacerbation model, states that although the conditions are not causally
related, the presence of one condition influences the presentation, course, or outcome of the
other.
And lastly the complication/psychobiological model, states that residual effects associated
with one condition, which has remitted, influences the course or presentation of the other
(Widiger 2012, Klein 1993).
Similarly, Krueger and Markon (2006), proposed different possible patterns of association
and correlation between personality and depression: Associated Liabilities, Multiformity,
Causation, Independence and Multivariate.
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Associated Liabilities suggest that different liability factors may be correlated with each
other. No correlation implies randomness, perfect correlation implies that the co-occurring
disorders are variants of one disorder.
Multiformity suggest that liability factors are independent but that they may manifest
through multiple pathways. Together they lead to a comorbid condition.
Causation implies that the presence of a disorder, formerly known as Axis I or II, directly
causes the other. This causal relationship can be bidirectional.
Independence implies that a comorbid condition has its own liability factor, and in this way
represents a third distinct disorder, that is independent from the two.
Multivariate models show how complex diagram of how more than two disorders can
manifest (Widiger 2012).
1.8.1 Comorbidity between NPD and Depression

Depressive symptoms are often seen occurring in patients with narcissistic traits. However,
reported prevalence vary, and are often found to be lower than the clinical observations
would suggest. Ronningstam et al (1996), has estimated the prevalence of depressive
disorders in patients with Narcissistic Personality Disorder, NPD, to be 42-50%
(Ronningstam 1996). Stinson et al (2008), found the prevalence of mood disorders in
patients with NPD to be 28.6%. The prevalence of major depressive disorder was 9,6% in
patients with NPD.
Corruble et al (1995), made a review, and found the prevalence of major depression and cooccurring narcissism, to be less than 5%. Explanations of this unexpected low prevalence
could be methodological considerations, in the various included studies, such as, which
models that were chosen to describe depression and personality pathology (Corruble 1995).
When looking at NPD in patients with major depression however, the prevalence rates is
found to be 0-16% (Ronningstam 2005, Simonsen 2011). Stinson et al (2008), found the
prevalence of NPD among patients with lifetime mood disorders to be 17.4%.
Fava et al (1996), found that NPD was more prevalent (29.2%) among patients with early
onset major depression, compared to patients with late onset major depression.
1.8.2 Theories on the psychological origins of depression

According to the contemporary view on affective disorders, it is recognized that there are
several genetic and biological factors increasing the disposition towards affective disorders
(Kendler 2013). Despite this, theories and research still acknowledge the importance of the
psychological factors contributing to the onset of, and clinical manifestations of depression.
The following section will briefly mention some of the most common theories on the origin
of depression.
Freud (1917/1963), describe the dynamics of depression in “Mourning and Melancholia. He
states that early losses in childhood increases vulnerability to depression. Furthermore, he
considered that the self-depreciation commonly observed in depressed patients, was a result
of anger turned towards oneself. He conceptualized that anger is directed internally, because
the self has identified with the lost object. In “Ego and the Id” (1923/1961), he postulated
that the melancholic patients have superego deficits, and feels guilt over having shown
aggression towards loved ones (Freud 1917/1963).
Abraham (1924/1927) elaborated on Freud’s view; suggesting that depressed patients often
suffer a severe blow to their self-esteem during childhood. Depression in adulthood, is
precipitated by loss or disappointment, which reactivates feelings toward past and present
figures that have hurt the patient, through real or imagined, withdrawal of love (Abraham
1927).
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Klein (1940/1975), noted that manic defenses, such as omnipotence, denial, contempt and
idealization, develop in response to painful feelings arising from longing for the lost loveobject. These defenses serve to: rescue and restore the lost love-object, disavow the bad
internal objects and to deny dependency on love objects. Theses defenses will effectively
facilitate denial of any aggression or destructiveness towards others. The manic defense also
denotes a need to triumph over parents, which in turn may give rise to guilt and depression
(Gabbard 2005).
Bibring (1953), presented a fundamentally different theory on depression. He saw depression
as a primary affective state, unrelated to aggression turned inward. He proposed that
depressive states arise from the tension between ideals and reality. He mentioned three
highly invested narcissistic aspirations: to be worthy and loved, to be strong and superior and
to be good and loving. Hence the ego’s awareness of its actual or imagines inability to
measure up to these standards, or a severe blow to one’s self-esteem, produces depression
(Bibring 1953, Gabbard 2005).
Sandler and Joffe (1965), concluded from their study of children, that depression was
developed in response to experiences of loss, coupled with the feeling of being unable to do
anything about the loss. Thus, a feeling of loss, coupled with helplessness precipitated
depression (Gabbard 2005).
Bowlby (1969), noted that insecure attachment, caused children to view themselves as
unlovable, and they experienced the primary care-giver as being undependable and
abandoning. Therefore, in adult life, the individual may become depressed when faced with
loss, reactivating the feeling of being an unlovable and abandoned failure (Bowlby 1969).
Jacobson (1971), elaborated on Freud’s view, in that she proposed that the depressed patients
behaved as if they themselves, were the worthless, lost love-objects. Eventually, this bad
internal object, representing the lost external love-object, is transformed into a sadistic
superego. The depressed patient then becomes the victim of the superego, a helpless and
powerless child, who is tortured by a cruel, powerful “mother” (Jacobson 1971).
Beck postulates that certain pathological beliefs or attributional styles may be predisposing
factors or vulnerabilities to depression. These cognitive features are presumed to be stable
traits, and thus function as aspects of personality. There are two types of core beliefs
assumed to be related to depressive states: Sociotropy, in which the dysfunctional beliefs are
centered around the need for love and approval and Autonomy, characterized by
perfectionistic beliefs. Under certain circumstances these dysfunctional beliefs are activated,
resulting in depression (Klein 1993).
1.8.3 Characterological depression

Depression may appear in different forms, from major depression, as classified as a
psychiatric diagnosis, to depressive states or symptoms, arising from vulnerabilities in the
personality structure, also called characterological depression or characterologically based
dysthymic reactions.
Patients with NPD often suffer from characterologically based dysthymic reactions. These
states can be misinterpreted as major depression, but on closer look, the patterns of
symptoms are distinctively different. Major depression is known to have a symptom pattern
characterized by: dysthymia remaining stable over time during the depressive episode and a
clear time demarcation of depressive episode, bradyphrenia and anhedonia, ruminations are
occupied by self-accusatory feelings of guilt and suicidal ideation is stable and often severe,
but normally not accompanied by parasuicidal behaviour. Patients often withdraw socially
and are unable to receive gratification from external praise. Melancholic symptoms such as
diurnal variation of mood may be present. Patients with major depression exhibit
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neurovegetative symptoms such as: severe insomnia with consistent early wakening, loss of
appetite and weight loss, constipation, loss of libido possibly with accompanied impotence
in men. Women may experience suspension of menstrual periods. Patients may experience
heightened sensitivity to cold temperature. Prior to the depressive episode, there are not
usually reported precipitating stressful life-events. Major depression seems to be unrelated to
environmental triggers.
In patients with PD, depressive symptoms vary in presentations and time duration.
Dysthymic reactions usually last for a shorter time, and fluctuations from severe to absent,
within the same day, may occur. There is no reported time demarcation, and patients
frequently report “having been depressed all their life”. There are no neurovegetative
symptoms, and cognitive processes are not affected. The patients are still able to experience
an array of emotions. They often show a tendency to express angry, hostile and accusatory
feelings towards others, but not towards themselves. Suicidal ideation is often fluctuating
and can be triggered by external events. Suicidal ideation is often accompanied by
parasuicidal behaviour. Their mood is influenced by external environmental conditions.
These patients normally don’t withdraw socially, during dysthymic periods, but seek
alleviation through social contact. Their state is influenced by the immediate environment.
There is no diurnal variation and melancholic symptoms are absent. Neurovegetative
symptoms are also absent, as patients don’t report disruption of sleep, loss of appetite or
libido, nor sensitivity to cold temperature. Prior to the onset of dysthymic reactions,
precipitating stressful life-events are usually present, as the reactions seems to be triggered
by environmental conditions, activating intense emotional agitation (Kernberg 2013).
Blatt (1997) outline two different forms of depression. The anaclitic (dependent) depression
and the introjective (self-critical) depression. The anaclitic depression is characterized by
feelings of loneliness, helplessness and weakness, with a chronic fear of being abandoned or
rejected. Depression often elicit primitive defences, such as denial, or a desperate search for
substitutes. The introjected depression is characterized by feelings of unworthiness,
inferiority, failure and guilt. Depression often cause harsh self-scrutiny and a fear of
criticism, loss of loss of autonomy and control and loss of approval from others. Patients
with this form of depression are often described as being perfectionistic and competitive,
driven to achieve (Blatt 1997, 1998). The types of depression can also be called “the
dependent” depression, characterized by primary issues of loss and abandonment, and “the
introverted depression” in which the primary issues are failure, guilt and low feelings of selfworth (Anastosopoulos 2007).
Millon provides the following clinical description of depressive states in narcissistic
individuals: “Most typically we observe rapid shifts in the character of the depressive
symptomatology as narcissists succumb to their feelings of apathy and worthlessness, and
then abruptly seek to retrieve their grandiose self-confidence and reassert themselves. At one
time, they may express their depressive mood dramatically; at other times, in a cranky and
irritable manner; and yet another, in a dreamy, vague and philosophically abstract way. Not
untypically, narcissists will utilize their mood as a rationalization for their increasing
indecisiveness and failures. Here, the complaints are likely to be coloured with subtle
accusations and claims that others have not supported or cared for them, thus fostering their
growing sense of futility and ineffectuality. A struggle ensues between venting and curtailing
the rage felt towards others for being witness to their shame and humiliation. Depressively
toned hostility often serves to intimidate others, and it thereby functions as a form of
retribution or vengeance for their failure to rescue the narcissist from his or her own
deficiencies” (Millon, 2011, p 407).
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1.8.4 Depression in patients with Narcissistic Disturbances

Depressive symptoms are often what leads patients with narcissistic disturbances to seek
treatment (Ronningstam 2011, Erkoreka 2017). They are more likely to seek treatment when
they are in a vulnerable state (Pincus 2014). Depressive symptoms will often reflect their
usual characterological functioning, dominated by fluctuations in self-esteem and emotional
dysregulation. In these patients, signs of depression may be: self-criticism due to unfulfilled
perfectionistic standards, aggressive self-accusations, shame, a feeling of loss of internal
control, and fear of failure of meeting grandiose expectations. Often these inner experiences
will be masked by expressions of guilt or aggression. Seemingly paradoxical, one will often
observe that anxiety, perfectionism, chronic envy, shame and rage, boredom, emptiness,
emotional distress, and depressivity, vulnerable self-esteem and hypervigilance to others
perception of them, as well as fear of failure, and interpersonal vulnerability and feelings of
inadequacy and inferiority, co-occur with narcissistic personality functioning (Ronningstam
2011, 2013, Kernberg 2009, Tritt 2010). Patients with narcissistic disturbances or NPD are
particularly vulnerable to dysthymia and depression, when faced with repeated failures,
defeat or perceived social humiliation. The inability to match their grandiose self-image,
may cause them to succumb to feelings of uncertainty and experiences of shame, resulting in
loss of self-confidence and facilitating a process of self-disillusionment. This often occur
mid-life, when the discrepancies between the grandiose self-image and their actual
achievements become apparent (Kernberg 1975, 2009). Acute episodes of depression in
reaction to real or perceived slights, may be accompanied by suicidality. Suicidal fantasies
may serve to maintain a sense of internal control and to avoid intolerable feelings such as
hopelessness, shame, envy and rage (Ronningstam 2011, Maltsberger 2010, Anastosopoulos
2007).
As mentioned before, depressive symptoms are often related to vulnerable and
hypersensitive narcissistic functioning. Vulnerable and maladaptive narcissistic traits were
found to be positively associated with depressive symptoms by Tritt et al (2010), and by
Marcinko et al (2014). Tendencies to avoid narcissistic injury and sensitivity to potential
lack of admiration of others, were frequently reported by patients (Tritt 2010, Marcinko
2014). Avoidance of narcissistic injury and certain behavioral patterns such as hyperactivity
and competitiveness, accompanied by high social functioning, may for a while, protect
against depression (Ronningstam 2011, Tritt 2010).
According to Miller (1979), narcissism and depression are two polar expressions of the same
underlying features. “Behind manifest grandiosity, depression is constantly lurking, and
behind the depressive mood, there are often unconscious fantasies of grandiosity” (Miller
1979). The narcissistic features of depression and grandiosity are thought to be rooted in the
early mother-child relationship. The mother, or care-taker, is not able to mirror the child
relevantly, and unconsciously attaches a special narcissistic importance to the child,
investing her own narcissistic needs and dreams in the child. This results in a defective
individuation process. In adult life, both the depressed and the narcissistic individual are
compelled to fulfil the expectations of the introjected mother. The grandiose individual has
internalized the image of the is successful child, and the depressive individual has
internalized an image of failing to achieve the grandiose expectation. Depression can also
arise when grandiosity is broken down, following cessation of narcissistic affirmation from
external sources. The common characteristics of both individuals are: a false-self
organization, vulnerable self-esteem, high ego-ideal and narcissistic cathexes of objects
rather than of the self (Kitron 1994, Miller 1979).
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In summary, depressive states may show different clinical presentations, but some
underlying dynamics seems to be common, both in patient with and without narcissistic
disturbances.
1. Intolerable feelings of envy, shame and humiliation
2. Anger and aggression in relation to guilt and self-denigration, turned inward
3. Failure to support a demanding and perfectionistic super-ego
4. Failure to fulfil inner expectations, leading to states of helplessness and hopelessness
5. Feelings of abandonment, and longing for a real or imagined lost love-object
6. Failure of manic the defense with omnipotence, denial, devaluation and idealization,
can no longer ward off the internalized bad objects (specific for narcissistic patients)
1.9 Psychological affects and traits common in patients with Depression and
Narcissistic Disturbances
Shame and aggression are affects often described as being dysregulated in patients with
narcissistic disturbances (Morrison 1989, Kernberg 1975). Perfectionism is a trait often
considered to be present in these patients (Trumpeter 2006). These factors may also be
interlinked and are important in to consider in the diagnostic process, treatment planning and
psychotherapeutic treatment of patients with narcissistic disturbances.
1.9.1 Shame

The word shame stems from the Indo-European root “skam” or “skem”, which means to
conceal. The words skin and hide also originate from this root (Anastosopoulos 1997).
Shame can be understood as being related to different intrapsychic processes or as being
dependent on the context. Some understand shame as a defense against exhibitionistic or
grandiose wishes, or as a reaction to transgressions of cultural expectations, whereas others
understand shame as being an innate affect, present also in infants or even animals (Morrison
1989). To outline all the different theories on the origins and manifestations of shame is
beyond the scope of this context, but its relevance to the development or expressions of
narcissism will be explored in the following section.
At appropriate levels, shame can help promote socially and personally adaptive functioning,
and promotes awareness in interpersonal relationships, as it may foster modesty and concern,
and improve social standards as well as restrain socially unacceptable behaviors
(Ronningstam 2005).
Patients with depressive symptoms often report frequent feelings of shame and guilt, and
hence these are considered to be prominent affects in these patients. Shame and guilt
originate from different stages of the psychological development. Shame is linked with the
functions of the ego-ideal (ideal ego). The ego-ideal is formed at an early stage and is
dominated by fantasies of omnipotence. Guilt reflects super-ego functioning. The super-ego
is formed later on and develops in relation to real or imagined prohibitions. Failure to
respond to the demands and expectations of the super-ego, may result in feelings of guilt.
Dysfunction of the ego, super-ego and id, are also considered to play a part in developing
feelings of guilt. Therefore, the difference between shame and guilt can be captured by the
following statement: shame is thought to concern what one should have done, but did not do,
whereas guilt concerns what one should not have done, but did (Bleichmar 1996).
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Feelings of guilt are usually expressed in patients with depression, but feelings of shame are
often related to depression in patients with narcissistic disturbances (Anastosopoulos 2007,
1997, Bleichmar 1996). Guilt is considered to arise from transgressions, of the prohibitions
stated by the super-ego, whereas shame appears following shortcomings in living up to the
standards set by the ego-ideal (ideal self) (Wright 1989). Shame entails notions of how the
person perceive him or herself in the “eyes of the others”, whereas guilt arises from internal
moral evaluation (Pulcu 2014). Shame can be considered to be an early affect, related to the
self, before a stable self-object relation is established. Guilt on the other hand is an affect
implying a self-object relation of some stability. Patients with PD are considered to lack a
stable and cohesive experience of the self, an in accordance with this, it is a common
observation, that shame is a more prominent affect than guilt, in depressed patients with PD.
Shame is often associated with feelings of weakness, impotence, helplessness and loss of
control. Effective psychological defenses against this may be omnipotence and rage, as it is
often seen in patients with NPD (Mollon 1984).
Shame is often a reason for the experience of dysphoric affect in patients with NPD
(Broucek 1982).
Patients with high conscious grandiosity will often report less feelings of shame, whereas
patients expressing a vulnerable narcissistic pattern, often report having intense and
continuous feelings of shame.
However, some studies have found negative correlations between narcissism and shame
(Wright 1989, Watson 1996). These studies have often been performed using college
students rather than clinical populations. Furthermore, the participants in the study exhibited
predominantly grandiose narcissistic features (Wright 1989).
Wright et al (1989), and Hoblitzelle et al (1982), found that shame was strongly correlated
with depression.
When comparing patients with remitted depressive disorder to healthy controls, using fMRI
brain scans, Pulcu et al (2014), found that the group of patients with remitted depression, had
significantly higher response to shame than the control group. This supports the clinical
observation that shame plays an important role in the development of depressive disorders
(Pulcu 2014).
Trumbull (2003) proposes that shame can develop along various trajectories. For instance, if
shame is mobilized by narcissistic injury, it can activate aggressive behavior rather than
inducing depression (Trumbull 2003, Velotti 2018). The acute painful experience of shame
is often described as provoking aggression and fury. Shame-proneness has shown
associations to maladaptive responses to anger. Shame may elicit anger-arousal, self-directed
hostility, suspiciousness, resentment, irritability and a tendency to blame others for negative
events (Tangney 1992, 1996).
1.9.2 Perfectionism

Perfectionism is a complex trait involving ego-ideals and self-criticism. It is also involved in
affect regulation and cognitive appraisal of others. As it is associated with grandiosity, the
underlying theme in patients with narcissistic disturbances, patients with narcissistic
disturbances often struggle with maladjusted perfectionism. In these patients, perfectionism
serves to enhance self-esteem and self-presentations, but also to avoid painful feelings of
self-criticism or underlying feelings of shame and inferiority. Hence, it may can arise from
the fear of failing to meet these inner standards or expectations (Ronningstam 2013).
Perfectionism is a trait associated with various degrees of maladjustment or
psychopathology. However, it seems to be able to predict both adjustment and
maladjustment. Maladaptive perfectionism is often associated with the demands of others,
whereas self-oriented perfectionism might be a means to promote achievements of self-
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chosen standards (Trumpeter 2006). Maladaptive perfectionism is usually considered as
being a multidimensional personality trait. A common model is centered around three forms:
self-oriented, other-oriented, and socially prescribed perfectionism (Hewitt 1991).
Self-oriented perfectionism is structured around notion, that striving for perfection and being
perfect, is important. This leads to the development of unrealistically high standards and the
tendency of being self-critical when these expectations are not met.
Other-oriented perfectionism, on the other hand, is the expectation of others to be perfect.
One tends to be highly critical of others, if they fail to meet these expectations.
Socially prescribed perfectionism is the third type of perfectionism. This form of
perfectionism is characterized by the externally motivated beliefs, that others expect
perfection of them. There is also an assumption, that others will be highly critical if these
expectations are not met. There seems to be a large overlap between these three forms of
perfectionism (Hewitt 1991). The form of perfectionism that is thought to be most strongly
linked to narcissistic pathology, is the other-oriented perfectionism. The unrealistic
expectations of others are thought to arise from narcissistic grandiosity and entitlement
(Stoeber 2014). As perfectionism serves to enhance competitiveness, self-esteem and
grandiose self-presentations, it is thought to be related to narcissistic grandiosity.
Conforming to perfectionistic standards may help to sustain feelings of grandiosity, which
may serve to avoid painful feelings of self-criticism, inadequacy or inferiority. Perfectionism
can also in this way mask underlying feelings of shame.
There may be an excessive hypersensitivity to the expectations of others, as external
criticism may be experienced as a threat to their perfectionistic standards and the grandiose
self-image. Failure to meet unrealistic high standards, can evoke intense inner agony,
avoidance, feelings of inadequacy and depression (Ronningstam 2011, Dimaggio 2012).
They often experience over-identification with idealized others, and the failure of these
individuals to live up to their expectations, might be experienced as a direct threat to their
inner feeling of superiority (Ronningstam 2011). Nealis et al (2016), proposed that
narcissistic perfectionism is composed of a constellation including grandiosity, entitlement
and other-oriented perfectionism.
Studies have found associations between self-oriented perfectionism and narcissistic
disturbances (Hewitt 1991, Freudenstein 2012, Miller 2007).
Perfectionism is also considered to be a vulnerability factor for depression, and research with
multidimensional scales for perfectionism has revealed associations between depression and
aspects of perfectionism (Flett 2005, Miller 2007, Freudenstein 2012).
Freudenstein et al (2012), found that depression correlated positively with both self-oriented
perfectionism and socially prescribed perfectionism.
Hewitt et al (1996), demonstrated that self-oriented perfectionism could predict depression,
and that it was uniquely associated with chronic depression. Socially-prescribed
perfectionism was uniquely associated with current depressive symptoms (Hewitt 1996).
In line with this Enns et al (1999), found the strongest associated associating to socially
prescribed perfectionism, and the weakest association to other-oriented perfectionism, in
depressed patients.
Flett et al (2005), however found that both types were associated with depression.
Huprich et al (2008), found depressive symptoms positively correlated with three
dimensions of perfectionism: concern over mistakes, doubt about actions and parental
criticism (Huprich 2008).
Based on these observations, it seems that perfectionism may be a common trait in depressed
patients both with and without narcissistic disturbances.
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1.9.3 Aggression

There are many ways of understanding the nature and origin of aggression. For example,
Kernberg views aggression as an inborn affect, whereas Kohut sees it as a reaction,
secondary to frustration (Kernberg 2004). Kohut (1971), differentiates narcissistic rage from
assertiveness. Where the former is destructive aggression, the latter is accompanied by
interest, excitement and joy. Destructive aggression is thought to be linked to dysphoric
affects, such as fear, distress and hostility (Ornstein 1998, Kohut 1971).
Anger can be considered to arise from narcissistic perfectionism, and be manifested as
narcissistic rage, arising when grandiosity is threatened, and when others don’t meet their
entitled demands (Nealis 2016).
The narcissistic rage may elicit sadistic behavior, in which the anger is unleashed at the
frustrating other. This can be in the form of verbal or physical attacks or acts of revenge.
This may serve to enhance the persons sense of self-esteem or self-righteousness. In other
cases, the narcissistic rage, may be the motivation for masochistic or paranoid behavior.
Some manifestations of anger may be oriented towards the self, such as: depression, selfrecriminations and suicidality (Ornstein 1998).
Kernberg (1975), describe that patterns of rage may develop in childhood, as a response to
parental rejection. Narcissistic rage may be reactivated in the adult, if rejection from others is
perceived (Kernberg 1975).
Millon (2011), considered that narcissism arises from over-evaluation from the parents, with
an accompanying sense of entitlement. When others fail to confirm or respect this
entitlement, narcissistic rage ensues (Millon 2011).
Pincus et al (2009), consider entitlement rage to be a core component of the narcissistic
pathology. It emerges when others fail to meet their narcissistic needs. Patients with
narcissistic disturbances are known to be sensitive to the criticism and slights of others. They
often express high aggression when there is a perceived ego threat (Witte 2002, Fossati
2010). A relatively common assumption is that low self-esteem predicts aggression. These
assumptions have proven hard to verify using self-report measures (Bushman 2011).
Witte et al (2002), showed that entitlement and authority are positively correlated with anger
(Witte 2002).
Fossati demonstrated that narcissistic personality traits, were significantly associated with
aggression. Grandiose narcissism was significantly correlated with reactive and proactive
aggression, whereas vulnerable narcissism was found to be positively associated with
reactive aggression, but not with proactive aggression (Fossati 2010).
Kealy et al (2017), demonstrated that narcissistic features were positively associated with
angry and aggressive behaviors. The results were drawn from a community sample of men
(Kealy 2017).
Stucke et al (2002), demonstrated that high narcissism and low self-concept clarity, were
positively correlated with reactions of anger and aggression after failure. This study used a
bogus performance feedback on an intelligence test.
As mentioned in previous sections, anger is traditionally thought to be associated with
depression. Even if this concept may be a little oversimplified and maybe even outmoded,
nevertheless, anger seems to be an important source of conflict for patients prone to
depression, causing feelings of guilt and self-criticism. Difficulties in managing
disappointment and rejection, can cause anger to arise from these experiences, prompting
development of depression in patient with narcissistic vulnerability. Hence, anger can be
related to onset of depression, but also to persistence of depression (Busch 2009).
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2 The Present Study
2.1 Research Questions
No previous studies have been identified, which combine the elements of this investigation.
The study was therefore explorative in nature, and the following research questions were
examined:
2.1.1

Study 1: Personality Pathology and Patterns of Depressive Symptoms

1. According to AMPD, Criterion A and B, are there characteristic patterns of
personality pathology in the NPD group, when comparing to the No PD group?
2. How are the patterns of depressive symptoms presented in the two groups, and is
NDDS a good measure for identifying characterological depression?
3. Are LPFS and NDDS good predictors of personality pathology?
2.1.2

Study 2: Shame, Perfectionism and Aggression

1.
2.
3.
4.

Are there differences in the level of internalized shame between the two groups?
Are there differences in the level of self-esteem between the two groups?
Are there differences in the level of perfectionism between the two groups?
Are there differences in occurrence of the following forms of perfectionism:
Self-oriented perfectionism, Other-oriented perfectionism and Socially-prescribed
perfectionism, between the two groups?
5. Are there differences in the level of aggression, in the forms of: physical aggression,
verbal aggression, hostility and anger, between the two groups?
6. Are there any significant associations between shame, perfectionism and anger?
2.1.3

Study 3: Treatment of depressive symptoms in patients with narcissistic
disturbances

1. What psychotherapeutic strategies, for treating depressive symptoms in patients with
narcissistic disturbances, are identified, when performing a systematic literature search?
2.2 Method, Participants and Procedure
The present study was a cross sectional investigation, with a naturalistic consecutive design.
The sample was drawn from patients clinically referred for treatment at the Psychiatric
Outpatients Clinics for Non-Psychotic Disorders, in Holbæk and Slagelse, Region Zealand,
Denmark. All patients referred for treatment at the clinics between 01.08.2017 and
01.05.2018, were screened. They received the Structural Clinical Interview for DSM-5
Personality Disorder Questionnaire (SCID-5-PD-Q), and Becks Depression Inventory II,
(BDI-II).
2.2.1 Inclusion and Exclusion Criteria

The inclusion criteria were BDI-II>13 and NPD, or BDI-II>13 and no personality disorder,
No PD. Exclusion criteria were: other psychiatric disorder, assessed by M.I.N.I, or
personality disorder other than NPD.
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2.2.2 Screening

Participants were selected according to screening results and invited to participate in the
further assessment for eligibility for inclusion.
Participants answered the screening questions using a personalized link to an online survey.
The survey was performed using SurveyXact (SurveyXact.dk). Patients were contacted by
phone and were informed about the content and purpose of the study. After accepting the
conditions and planning an interview date, the patients received written information in
eBoks, a secure, personalized contact system, for the public sector in Denmark.
Patients eligible for inclusion were interviewed by a trained psychiatrist, the first author,
using Structural Clinical Interview for DSM-5 Personality Disorder (SCID-5-PD), and Mini
International Neuropsychiatric Interview (M.I.N.I.) According to this, included patients were
divided into two groups:
NPD Group: BDI-II >13 and NPD
No PD: BDI-II >13 and No PD
2.2.3 Included patients

Participants were interviewed using two interviews: First the Levels of Personality
Functioning Scale (LPFS) and then Newcastle Diagnostic Depression Scale (NDDS).
Participants completed the following self-report scales: Personality Inventory for DSM-5
(PID-5), Pathological Narcissism Inventory (PNI), Internalized Shame Scale (ISS),
Multidimensional Perfectionism Scale (MPS) and Buss Perry Aggression Questionnaire
(BPAQ). Self-report scales were completed using a personalized online survey.
Participants were informed that they were participating in a cross-sectional study, assessing
depressive symptoms, personality pathology and traits, and the occurrence of psychological
factors including shame, perfectionism, aggression and self-esteem. They were also
informed that the results would be used for research purposes only. The results were not
recorded in the patient file and did not affect their planned course of treatment. All
participants committed a written consent form before the interviews were conducted.
Patients did not receive any form of reimbursement. All data-collection was completed
before commencing treatment. The study was approved by the Danish Data Agency.

Part 1
Part 2
Part

• Referred patients screened, by completing SCID-5-PD and BDI-II

• Patients meeting the criteria are invited for interview
• Interviews assessing inclusion: SCID-5-PD and M.I.N.I

• Interviews for study: LPFS, Newcastle Diagnostic Depression Scale
• Patients complete self-reports: PID-5, PNI, MPS, ISS and BPAQ
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2.2 Measures
2.2.1 Screening and assessment of inclusion
2.2.1a Structural Clinical Interview for DSM-5 Personality Disorder Questionnaire (SCID-5-PDQ)

SCID-5-PD-Q is a 119 item self-report scale. It has a yes or no answer. It assesses the
possible presence of personality disorders, and screening results are used to determine which
patients should be further assesses by SCID-5-PD interview (Rogers 2003, APA 2013).
2.2.1b Structural Clinical Interview for DSM-5 Personality Disorder (SCID-5-PD)

SCID-5-PD is a 119 question, interview based semi-structured interview, used to diagnose
PDs according to DSM-5, Section II. The interviewer assesses the possible presence of PD
criterions and assess whether the criterion count is sufficient for fulfilling the criteria for the
various PD diagnosis (Rogers 2003, APA 2013).
2.2.1c Mini International Neuropsychiatric Interview (M.I.N.I.)

M.I.N.I. is a structured diagnostic interview, for DSM-IV and ICD-10 psychiatric disorders.
It includes 15 domains of psychiatric conditions. It is often used as a screening instrument
for the possible presence of psychiatric disorders. The instrument is found to be valid and
reliable (Sheehan 1998).
2.2.1d Becks Depression Inventory II (BDI-II)

BDI-II is a 21-question multiple-choice self-report inventory used for measuring the severity
of depression. Each answer is scored on a 4-point Likert scale, from 0 to 3. Higher sum score
indicate more severe depressive symptoms. Scores between 0-13 indicate minimal
depression. Score between 14-19 indicates mild depression. Score between 20-28 indicates
moderate depression. Score between 29-63 indicates severe depression (Beck 1988, Storch
2004).
2.2.2 Study 1: Personality Pathology and Patterns of Depressive Symptoms
2.2.2a Personality Inventory for DSM-5 (PID-5)

PID-5 is a 220 item self-report instrument on a 4-point Likert scale, from 0 to 3 (Often False,
Sometimes False, Sometimes True and Very True). PID-5 includes 25 trait facets. The facets
load onto 5 trait domains (Bach 2015, Krueger 2012, Pedersen 2013). The psychometric
properties of the Danish version of PID-5 have been verified in terms of internal consistency,
item-discrimination and replication of the higher order five factor structure (Bo 2016).
Median Cronbach’s alfa was found to be 0.86, ranging from 0.72 to 0.96 (Wright 2012).
Narcissistic features are found to be captured well by the PID-5 (Wright 2013).
2.2.2b SCID-5-AMPD-1, Levels of Personality Functioning Scale (LPFS)

LPFS assesses Criterion A of the DSM-5 AMPD. It is a semi-structured interview and
reflects the core dimension of personality pathology. It assesses impairments in the
capacities of self- and interpersonal functioning. Domains assessing functioning of the self
are: Identity and Self-Direction. Domains assessing interpersonal functioning are: Empathy
and Intimacy. The interview contains 12 questions, 3 for each of 4 the domains. Each
question is rated from 0 to 4, (no, some, moderate, severe and extreme impairment). Each
level contains a description of the characteristic pattern of functioning, and the interviewer
assesses the level according to interpretation of the answers to the interview questions. To
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meet Criterion A for a PD, at least 2 of the 4 domains must be rated at level 2 or higher
(Bender 2011, Morey 2011, Zimmermann 2012, Bach 2015). LPFS has exhibited acceptable
reliability (Zimmermann 2015).
2.2.2c Pathological Narcissism Inventory (PNI)

PNI is a 52-item self-report questionnaire on a 6-point Likert scale, rated from 0 to 5. It
yields two domains determined by the average of specific subdomains: The Grandiosity
domain includes: Exploitativeness, Grandiose Fantasy and Self-Sacrificing SelfEnhancement. The Vulnerability domain includes: Contingent Self-esteem, Hiding the Self,
Devaluing and Entitlement Rage. PNI is found valid using confirmatory factor analysis.
Thomas et al (2012), found PNI to demonstrate both convergent and discriminant validity for
both grandiose and vulnerable scales (Thomas 2012). Cronbach’s alfa coefficients were
found to be high, indicating acceptable internal consistency of the two scales and the
subscales. Cronbach’s alfa coefficient was found to be 0.95 for the total PNI score,
Coefficient alfas for the other scales range from 0.78 to 0.93 (Pincus 2009, 2013, Wright
2010).
2.2.2d Newcastle Diagnostic Depression Scale (NDDS)

NDDS is a 10-item interview-based scale, assessing depressive symptoms in 3 dimensions:
The stress related dimension, the symptom severity dimension and the endogenous
dimension (Carney 1965, 1972, Bech 2005). The scale yields a sum score between -2 and 12.
Scores from -2 to 5,5 indicate characterologically based depression and scores from 6 to 12
indicate endogenous depression/major depression. The scale is found to be reliable and valid.
In the interview performed, Item 3, Quality of depression, included questions regarding
neuro-vegetative symptoms, such as sleep, concentration and memory. The scale is
constructed specifically to assess the depression diagnosis, and not the severity of depression
(Bech 1998, 2005, Carney 1965). NDDS has shown construct validity with reference to the
Hamilton Depression Scale, and good inter-rater reliability (Davidson 1984).
2.2.3 Study 2: Shame, Perfectionism and Aggression
2.2.3a Internalized Shame Scale (ISS)

ISS, is a 30-item self-report instrument, rated on a 5-point Likert scale, ranging from 0-4
(Never, Seldom, Sometimes, Often, Almost Always). It measures internalized shame as a
single factor. The scale has 2 domains, shame and self-esteem. ISS is found to have internal
reliability, test-retest reliability and convergent validity (Cook 1994, Matos 2012, Davidson
1984). Reliability analysis show a Cronbach’s Alfa coefficient of 0.95 for the shame items,
and 0.96 for the self-esteem items (Cook 1994).
Interpretive guidelines indicate:
Shame: Low shame: Score less than 49
Frequent experience of shame: Score between 50 and 59
High shame: Score over 60
Self-esteem:
Poor self-esteem: Score under 18
Good self-esteem: Score over 18
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2.2.3b Multidimensional Perfectionism Scale (MPS)

MPS is a 45-item, self-report instrument, rated on a 7-point Likert scale, ranging from 1-7
(Disagree-Agree). It measures maladaptive perfectionism in three domains, Self-oriented
Perfectionism, Other-oriented Perfectionism, and Socially-prescribed Perfectionism. The
instrument is considered valid and reliable. Reliability analysis show a Cronbach’s Alfa
coefficient of 0.94 for self-oriented perfectionism, 0.82 for other-oriented perfectionism and
0.93 for socially prescribed perfectionism (Hewitt 2004, Trumpeter 2005).
2.2.3c Buss Perry Aggression Questionnaire (BPAQ)

BPAQ is a 29-item, self-report questionnaire rated on a 5-point Likert scale, ranging from 15 (Extremely uncharacteristic of me, somewhat uncharacteristic of me, neither
uncharacteristic nor characteristic of me, somewhat characteristic of me, extremely
characteristic of me). It measures attitudes toward aggressiveness and its expression in
everyday circumstances. It has 4 subscales; physical aggression, verbal aggression, anger,
and hostility (Buss 1992). The instrument is found to have test-retest reliability and to be
valid (Demirtas Madran 2013). Reliability analysis show a Cronbach’s Alfa coefficient of
0.92 for the full scale, 0.82 for the physical aggression domain, 0.73 for the verbal
aggression domain, 0.79 for the anger domain and 0.85 for the hostility domain (Buss 1992).
Interpretative guidelines:
Scale

Range

Men

Women

Physical aggression

9-45

24.3

17.9

Verbal aggression

5-25

15.2

13.5

Anger

7-35

17.0

16.7

Hostility

8-40

21.3

20.2

Total score

29-145

77.8

68.2

2.3 Statistical Analysis
Statistical Analysis was performed using the Statistical Package for the Social SciencesVersion 25.0 (SPSS, Inc., Chicago, USA). To examine between-group differences,
independent t-test was used, performing a bootstrap of 10,000 to adjust for skewed
distribution. Q-Q plots were used to check for gaussian distribution of data.
Post hoc analysis, to account for confounding variables, was performed using linear
regression. Bonferroni correction was performed. Logistic regression was performed for
relevant measures, to investigate for unique differences.
Correlations were examined using Pearson correlation coefficients, and internal
consistencies were assessed in terms of Cronbach’s alpha coefficients.
Effect size was calculated using Cohen’s d effect size. The following ranges were used:
d=0.2 small, d=0.5 medium and d=0.8 large.
To test for differences in age, gender, educational level, employment status and relationship
status, Fishers exact test was performed. Inter-rater reliability was investigated performing
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ICC, mean rating, absolute agreement, 2-way mixed-effects model. A statistician was
consulted for feedback, after the analyses had been performed.
2.3.1 Inter-rater Reliability

Inter rater reliability of the SCID-5-AMPD-1, LPFS was performed by video ratings.
Ratings were performed by 3 independent raters. Each of the raters performed 15 interviews,
and subsequently video rated 15 interviews from each of the other interviewers. 45 videos
were rated by 3 raters. Intra Class Correlations, ICC, were calculated based on a mean-rating
(K=3), absolute agreement, 2-way mixed-effects model (Christensen 2018, Garcia 2018,
Koo 2016). Results suggest acceptable inter-rater reliability. ICC for LPFS Total Sum was
0.93. ICC for the domains was: Identity .88, Self-direction .91. Empathy .92 and Intimacy
.91. Results for each item can be found in Table 7 and 8.
ICC was performed for SCID-5-PD interview during the pilot phase of the study. 15
interviews were video rated. Interviews were performed by 4 different raters. ICC was
calculated using mean rating, absolute agreement, one-way random method. ICC for total
SCID was 0.88. Results are presented in table 9.
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3. Results
3.1 Descriptive and demographic data
3.1.1 Sample characteristics

755 patients received the screening questionnaire containing SCID-5-PD-Q and BDI-II. The
response rate was 54%. 157 patients were found eligible for assessment for inclusion and
were invited for the inclusion interview. 40 patients were excluded for the following reasons:
15 not wishing to participate, 1 not having sufficient Danish language skills, 2 suffering
from other psychiatric disorder, 18 suffering from other personality disorder, 4 not fulfilling
the diagnostic criterion for NPD.
The final sample consisted of 117 patients. 56 in the No PD group, and 61 in the NPD group.
The number of participants completing the self-report scales, are noted in the relevant tables.
All participants were Caucasian with good Danish language skills.
Age: Mean (SD) age was 41.2 (13.5) in the No PD group and 32.5 (11.0) in the NPD group
(t= 3.8, p= 0.00). There was a significant difference in mean age between the two groups, the
No PD group being older.
Gender: There was no significant difference in gender distribution in the two groups.
However, more than 85% were female, in both groups (X2=0.03, p=0.85).
Employment status: There was a significant difference in employment status between the
two groups, the NPD group showing higher levels of unemployment (X2=12.38, p=0.05).
Educational level: There was a significant difference in educational level between the two
groups, as the No PD group had higher level of education (X2=14.23, p=0.001).
Relationship status: There was a significant difference in relationship status between the two
groups, as more participants from the No PD group were in relationships (X2=5.05, p=0.03).
Depression: The scores for level of depression, showed a significant difference between the
two groups (t=-2.04, p=0.04). The NPD group had an average BDI-II score of 33.2 (SD
10.4), and the No PD group had an average BDI-II score of 29.2 (SD 11.0). The depression
scores places both groups in the area indicating severe depression.
Table with demographic data can be found in Paper 2 (Table 1).
3.1.2 SCID-5-PD Criterion Counts

Mean (SD) SCID-5-PD criterion count for NPD was 0.34 (SD 0.64) in the No PD group and
6.8 (SD 1.36) in the NPD group. There was a significant difference between the two groups
(t=-33.42. p=0.00). Cohens d-effects size was large. Results for other PDs are presented in
table 2. Corrections for demographic factors, did not change the results.
Inter-rater reliability for SCID-5-PD interview was performed during the pilot study, prior to
the investigation. Further information regarding ICC can be found in the section on
Statistical Analysis. ICC for the total SCID-5-PD interview was .88. Results are presented in
Table 9.
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Table 1: SCID-5-PD Criterion Counts

PD

NO PD
(N=56)
Mean (SD)

NPD
(N=61)
Mean (SD)

t

p

d

Avoidant
Dependent
Obsessive
Paranoid
Schizotypal
Schizoid
Histrionic
Narcissistic
Borderline
Antisocial

1.4 (1.5)
.7 (.9)
1.1 (1.1)
.6 (1.0)
.3 (.6)
.1 (.5)
.1 (.3)
.3 (.6)
.7 (.9)
.2 (.5)

1.3 (1.2)
1.4 (1.5)
1.6 (1.2)
1.8 (1.1)
.6 (.9)
.2 (.4)
1.9 (1.7)
6.8 (1.4)
3.6 (1.8)
1.3 (1.6)

.71
-2.93
-2.59
-6.39
-1.96
-.27
-8.15
-33.42
-10.97
-4,.7

.48
.00**
.01*
.00**
.05*
.79
.00**
.00**
.00**
.00**

.08
.57
.44
1.15
.39
.22
1.46
6.00
2.03
.92

Note: ** p-value 0.001, * p-value 0.05

3.1.3 Correlations between SCID-5-PD Criterion Counts

Results regarding correlations between NPD and other SCID-5-PD criterions exhibited the
strongest correlations to Paranoid PD (0.54), Histrionic PD (0.64), Borderline PD (0.72) and
Antisocial PD (0.41). Other correlations between SCID-5-PD criterion counts in table 2.

Table 2.: Correlations SCID-5-PD Criterion Counts
1.
2.
3.
4. 5.
6.
1.Avoidant
2.Dependent
.27
3. OCD
.20 .27
4. Paranoid
.14 .33 .24
5.Skizotypal
.40 .22 .20 .41
6. Skizoid
.29 -.06 -.02 .11 .35
7. Histrionic
-.15 .33 .06 .38 .12 -.07
8. Narcissistic -.13 .23 .21 .54 .25 .04
9. BPD
.01 .41 .30 .61 .29 .02
10.Antisocial .01 .12 .07 .29 .13 -.06

7.

8.

9.

.64
.58 .72
.29 .41 .51

Note: Correlations from 0.20 are significant at the 0.05 level, correlation from 0.24 are significant at the 0.001
level
3.1.4 SCID-5-PD Clusters

When looking at the clusters, there was a significant difference between the two groups,
regarding the mean criterion counts. Results are presented in table 3.
Correlations show the highest correlation between Cluster A and Cluster, 0.50. Correlations
between Cluster A and C was 0.40 and between B and C 0.20.
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Table 3: SCID-5-PD Clusters

Cluster A
Cluster B
Cluster C

No PD (56)
Mean (SD)
0.34 (.54)
0.33 (.38)
1.07 0.89)

NPD (61)
Mean SD
0.86 (.59)
3.37 (1.06)
1.41 (.89)

t
-4.99
-21.03
-2.09

p
.00**
.00**
.04*

Note: ** p value 0.001, * p value 0.05, Cluster A: contains Paranoid PD, Schizotypal PD and Schizoid PD,
Cluster B: contains Histrionic PD, Narcissistic PD, Borderline PD and Antisocial PD, Cluster C: contains
Avoidant PD, Dependent PD and Obsessive PD.

3.2 Study 1: Personality Pathology and Patterns of Depressive Symptoms
The aims were:
•
•

To investigate and describe patterns of personality pathology according to AMPD,
Criterion A and Criterion B, in the two groups
To investigate and describe characteristic patterns of depressive symptoms, by
comparing the two groups

3.2.1 SCID-5-AMPD-1, LPFS

There was a significant difference between the groups in the Level of Personality
Functioning. For the total sum, the No PD group had an average total sum of 0.7 (SD 0.40)
and the NPD group had a total sum of 2.7 (SD 0.6) (t=-20.88, p=0.00).
The domains were also significantly different, with the following results:
Identity: The No PD group had an average of 0.8 (SD 0.5) and the NPD group had an
average of 2.6 (SD 0.6), t=-18.81, p=0.00.
Self-direction: The no PD group had an average of 0.8 (SD 0.5) and the NPD group had an
average of 2.6 (SD 0.6), t=-18.81, p=0.00.
Empathy: The No PD group had an average of 0.5 (SD 0.5), and the NPD group had an
average of 2.6 (SD 0.6), t=-19.24, p=0.00.
Intimacy: The No PD group had an average of0.6 (SD 0.6), and the NPD group had an
average of 2.7 (SD0.7), t=-16.95, p=0.00.
Results remained unchanged when correcting for demographic factors, BPD criterion counts
and BDI-II score. LPFS was found to be a good predictor of personality pathology. ICC
showed good inter-rater reliability with a total ICC of 0.93. Further results for ICC, domains
and items are presented in table 6 and 7 respectively.
3.2.2 PID-5

There was a significant difference between the groups for all five domains and almost all
facets. Results are presented in Paper 1, Table 2 and 3.
Regarding domains and facets reflecting grandiose narcissism:
The Antagonism domain was significantly different in the two groups (t=-5.86, p=0.00),
with a mean of 0.3 (SD 0.3) in the No PD group, and a mean of 1.5 (SD 0.6) in the NPD
group.
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Regarding the facets, there was a significant difference between the groups in almost all the
facets.
Grandiosity was significantly different (t=-3.76, p=0.00), with a mean in the No PD group of
0.3 (SD 0.3), and a mean in the NPD group of 0.7 (SD 0.7).
Attention seeking was significantly different (t=-6.32, p=0.00), with a mean in the No PD
group of 0.5 (SD 0.5) and a mean in the NPD group of 1.3 (SD 0.7).
Facets also contained in the Antagonism domain, such as, manipulativeness, deceitfulness
and callousness were all significantly different in the two groups, to the 0.00 level. Means,
SD, t value, p value, and Cohens effect size, are presented in Paper 1, table 3.
When considering domains and facets reflecting vulnerable narcissism, there was a
significant difference between the groups in the Negative Affectivity domain (t=3.02,
p=0.00). The No PD group had a mean of 1.5 (SD 0.6) and the NPD group had a mean of 1.8
(SD 0.6).
When considering the facets related to the Negative Affectivity domain, depressivity and
anxiousness also showed a significant difference between the two groups.
Depressivity (t=-3.55, p=0.01), the No PD group had a mean of 1.1 (SD 0.6), and the NPD
group had a mean of 1.6 (SD 0.8).
Anxiousness (t=-2.40, p=0.02), the mean in the No PD group was 1.8 (SD 0.7) and in the
NPD group the mean was 2.1 (SD 0.5).
Corrections for age, gender, education level, employment status, severity of depression
(BDI-II score), and Borderline Personality Disorder, did not change the results.
When performing Bonferroni correction, severity of depression, was shown to have a
significant effect to the 0.001 significance level on the following facets: Anhedonia,
Anxiousness and Depressivity. Results with standardized beta coefficients are presented in
table 6.
The Cronbach’s alfa coefficients indicate adequate internal consistency for all the facets,
ranging from 0.79 to 0.93. Results for all domains and facets are presented in Paper 1, table
2 and 3, respectively.
3.2.3 Correlations between PID-5 and LPFS

Almost all correlation between PID-5 domains and facets and LPFS are significant.
Domains: When looking at the Antagonism domain, all LPFS domain are correlated to the
0.00 significance level, ranging from 0.44 to 0.50.
The Negative affectivity domain also exhibit correlations to the 0.00 significance level,
ranging from 0.28 to 0.32. The disinhibition and psychoticism domain show a higher
correlation to all LPFS domains, ranging from 0.50 to 0.58.
Facets: When considering the facets related to grandiose narcissism, Grandiosity and
Attention Seeking, Manipulativeness, Deceitfulness and Callousness: Grandiosity showed
the lowest correlation (0.29 to 0.33) and Deceitfulness and Callousness showed the highest
correlations (0.0.49 to 0.54). Attention Seeking showed correlations ranging from 0.41 to
0.47.

52

Considering facets related to vulnerable narcissism, Depressivity and Anxiousness,
Depressivity showed moderate correlations, 0.36 to 0.39 and Anxiousness showed low
correlations. Correlations are presented in table 5.
3.2.4 Correlations between PID-5 and SCID-5-PD Criterion Counts

Domains: NPD showed strong correlation with the Antagonism (0.58), Disinhibition (0.53)
and Psychoticism (0.47) domains.
Facets: Among the facets the highest correlations were found between NPD and: Hostility
(0.63), Suspiciousness (0.53), Attention Seeking (0.57), Callousness (0.58), Deceitfulness
(0.59), Manipulativeness ((0.57), Eccentricity (0.52), Impulsivity (0.48), Irresponsibility
(0.48), Perseveration (0.46), Restricted Affectivity (0.43), Risk Taking (0.43), and
Grandiosity (0.42).
Table 4: Correlations between PID-5 and SCID-5-PD Criterion Counts
An
Ax
De
El
Ho
Pe.
Ri.
Se.
Su.
Ss
Wi
Att
Cal
De.
Gr
Ma
Int
Re
Dis
Ec
Pe
Ris
Un
Im
Irr

AVPD
.23*
.11
.25*
.05
-.07
.07
.09
.11
.25**
.14
.40**
-.10
-.11
.03
-.09
-.13
.20*
.06
.13
.20*
.18
-.16
.07
-.05
.01

DPD
.09
.23*
.26**
.37**
.15
.20*
.12
.46**
.32**
.34**
.05
.23*
.05
.17
.06
.05
-.14
-.09
.16
.34**
.37**
.07
.30**
.26**
.27**

OPD
.18
.28**
.14
.22*
.11
.31**
.40**
.20*
.19*
.19*
.13
.10
.03
.12
.01
.05
-.02
.06
.08
.19*
.25*
-.18
.11
.10
010

PARPD
.22*
.12
.37**
.30**
.56**
.42**
.32**
.16
-.02
.51**
.35**
.24*
.45**
.36**
.24*
.39**
.13
.37**
.31**
.40**
.34**
.27**
.32**
.41**
.39**

STPD
.20*
.08
.26**
.14
.28**
.30**
.21*
.09
.11
.35**
.38**
.21*
.26**
.26**
.26**
.18
.18
.25*
.26**
.31**
.32**
.05
.31**
.28**
.18

SZPD
.17
-.06
.14
-.15
-.03
-.01
.06
-.19
.05
-.02
.28**
-.08
.03
.04**
-.00
.05
.17
.27**
-.03
-.05
-.03
-.01
-.10
-.08
-.13

HPD
.03
.07
.07
.35**
.42**
.22*
.08
.28**
.04
.31**
-.06
.61**
.40**
.48**
.38**
.53**
.03
.10
.21*
.43**
.24*
.42**
.30**
.47**
.35**

NPD
.21*
.16
.30**
.32**
.63**
.46**
.33**
.18
-.01
.53**
.29**
.57**
.58**
.59**
.42**
.57**
.17
.43**
.34**
.52**
.34**
.43**
.32**
.48**
.48**

BPD
.34**
.28**
.47**
.50**
.61**
.50**
.34**
.27**
.12
.61**
.37**
.42**
.51**
.48**
.24*
.42**
.13
.33
.44**
.67**
.48**
.38**
.41**
.56**
.55**

ASPD
.20
.10
.20*
.13
.37**
.33**
.19
.07
.08
.29**
.25*
.31**
.50**
.38**
.38**
.36**
.10
.38**
.32**
.42**
.33**
.34**
.36**
.25*
.43**

Ne
De
An
Dis
Ps

.11
.34**
-.07
.06
.18

.45**
-.01
.10
.28**
.39**

.28**
.11
.07
.08
.21*

.22*
.31**
.36**
.46**
.41**

.12
.31**
.26**
.30**
.36**

-.18
.26**
.03
-.01
-.08

.31**
-.00
.51**
.43**
.39**

.26**
.28**
.58**
.53**
.47**

.42**
.34**
.43**
.63**
.62**

.12
.23*
.41**
.39**
.44**

.17

.35**

.22*

.50**

.38**

-.02

.47**

.61**

.69**

.45**

PI

Note: ** p-value 0.001, * p-value 0.05 An: Anhedonia, Ax: Anxiousness, El: Emotional Lability, Ho: Hostility, Pe: Perseveration, Ri:
Rigid Perfectionism, Se: Separation Insecurity, Su: Submissiveness, Ss: Suspiciousness, Wi: Withdrawal, Att: Attention Seeking, Cal:
Callousness, Deceitfulness, Gr: Grandiosity, Ma: Manipulativeness, Int: Intimacy Avoidance, Re: Restricted Affectivity, Dis:
Distractibility, Ec: Eccentricity, Pe: Perceptual Dysregulation, Ris: Risk Taking, Im: Impulsivity, Irr: Irresponsibility, ne: Negative
Affectivity, De: Detachment, An: Antagonism, Dis: Disinhibition, Ps: Psychotisism, PI: PID Total, AVPD: Avoidant Personality Disorder,
DPD: Dependent PD, OPD: Obsessive PD, PARPD: Paranoid PD, STP, Skizotypal PD: Skizoid PD: HPD, Histrionic PD: NPD:
Narcissistic PD, BPD: Borderline PD, ASP: Antisocial PD
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Table 5: Correlations PID-5 and LPFS
PID-5

LPFS Global

LPFS Identity
.28**
.23*
.38**
.34**
.60**
.49**
.30**
.23*
.23**
.56**
.35**
.46**
.53**
.52**
.29**
.41**
.23*
.38**
.41**
.56**
.42**
.32**
.33**
.47**
.55**

LPFS Selfdirection
.32**
.23*
.37**
.28**
.58**
.46**
.28**
.20*
.07
.55**
.36**
.41**
.53**
.49**
.29**
.40**
.24*
.41**
.41**
.55**
.38**
.35**
.31**
.46**
.55**

LPFS
Empathy
.25**
.19
.36**
.29**
.59**
.45**
.29**
.21*
.08
.59**
.30**
.47**
.51**
.53**
.32**
.44**
.21*
.36**
.38**
.55**
.36**
.37**
.33**
.50**
.54**

LPFS
Intimacy
.32**
.58**
.39**
.29**
.58**
.48**
.31**
.19
.06
.62**
.58**
.41**
.54**
.54**
.33**
.47**
.27**
.44**
.39**
.56**
.39**
.34**
.32**
.46**
.55**

Anhedonia
Anxiousness
Depressivity
Emotion lability
Hostility
Perseveration
Rigid Perfectionism
Separation Insecurity
Submission
Suspiciousness
Withdrawal
Attention Seeking
Callousness
Deceitfulness
Grandiosity
Manipulativeness
Intimacy Avoidance
Restricted Affectivity
Distractibility
Eccentricity
Perseptual Dysregula.
Risk Taking
Unusual Beliefs
Impulsivity
Irresponsibility

.30**
.23*
.39**
.31**
.61**
.48**
.31**
.21*
.09
.60**
.36**
.45**
.54**
.54**
.32**
.44**
.24*
.41**
.41**
.58**
.40**
.36**
.33**
.49**
.56**

Negative Affectivity
Detachment
Antagonism
Disinhibition
Psychotisism

.30**
.37**
.48**
.59**
.52**

.32**
.36**
.45**
.58**
.52**

.28**
.37**
.44**
.57**
.50**

.28**
.31**
.48**
.57**
.50**

.29**
.40**
.50**
.57**
.51**

PID Total

.65**

.63**

.61**

.61**

.65**

Note: ** p-value 0.001, * p-value 0.0

3.2.5 PNI

The results for PNI revealed a significant difference between the two groups for the total
score (t=-6.56, p=0.00), the grandiosity (t=-5-96, p=0.00) and vulnerability (t=-6.08, p=0.00)
dimensions, as well as for all the subdomains.
The total score was 1.9 (SD 0.75) for the No PD group and 2.9 (SD 0.8) for the NPD group.
The grandiosity dimension showed a mean average score of 1.7 (SD 0.8) in the No PD
group, and a mean average score of 2.8 (SD 0.8) in the NPD group.
The vulnerability dimension showed a mean average score of 2.0 (SD 0.8) in the No PD
group and a mean average score of 3.0 (SD 0.9) in the NPD group.
The subdomains Contingent Self-Esteem (t=-4.99, p=0.00), Exploitativeness (t=-4.38,
p=0.00), Grandiose Fantasy (t=-6.15, p=0.00), Devaluing (t=-4.88, p=0.00) and Entitlement
Rage (t=-6.29, p=0.00), were all significantly different in the two groups.
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The Subdomains: Hiding the Self (t=-2.65, p=0.01) and Self-Sacrificing Self-Enhancement
(t=3.06, p=0.03), were also significantly different. Means, SD, t, p and Cohens d, are
presented in Paper 1, table 4.
Corrections for demographic factors, BDI-II score and BPD criterions, did not change the
results. The Cronbach’s alfa coefficients indicate adequate internal consistency for all the
subdomains, ranging from 0.79 to 0.88.
3.2.6 Correlations between PID-5 and PNI

When comparing PID-5 facets with the PNI domains, the NPD sample had a higher mean
score for Vulnerable Narcissism (3.0), than for Grandiose Narcissism (2.8).
Analysis of correlation showed strong and significant correlations between both Grandiose
Narcissism and Vulnerable Narcissism and the following facets respectively:
Grandiose Narcissism: Attention seeking (0.73), Grandiosity (0.42), Callousness (0.52),
Hostility (0.54), Deceitfulness (0.60), Manipulativeness (0.59), Irresponsibility (0.53),
Impulsivity (0.52), Suspiciousness (0.47), Eccentricity (0.50) Distractibility (0.46). .
Strong correlations with the grandiose scales were: Exploitativeness and Manipulativeness
(0.70), Exploitativeness and attention seeking (0.61), Grandiose Fantasy and Attention
Seeking (0.70). The highest correlation of the whole sample was between Grandiose
Narcissism and Attention Seeking.
Vulnerable Narcissism: Submissiveness (0.40), Depressivity (0.42), Separation Insecurity
(0.40), Emotional lability (0.48), Suspiciousness (0.65), Manipulativeness (0.42),
Deceitfulness (0.51), Hostility (0.59), Callousness (0.48), Attention Seeking (0.56),
Irresponsibility (0.53), Impulsivity (0.52), Distractibility (0.46), Perseveration (0.60),
Eccentricity (0.63) and Perceptual Dysregulation (0.40).
Strong correlations with the vulnerable scales were: Entitlement rage and Hostility (0.75),
Entitlement Rage and Deceitfulness (0.60), Entitlement Rage and Callousness (0.64) and
Entitlement Rage and Attention Seeking (0.68) 3.2.1 Newcastle Diagnostic Depression Scale
There was a significant difference between the groups (t=24.5, p=0.00). Mean score for the
No PD group was 7.3 (SD 1.6) and 0.7 (SD 1.3) in the NPD group. The Cohen’s effects size
was large, 4.6. When performing correction for demographic factors the results remained
unchanged. NDDS was found to be a good predictor of personality pathology.
3.2.7 Newcastle Diagnostic Depression Scale

There was a significant difference between the groups (t=24.5, p=0.00). Mean score for the
No PD group was 7.3 (SD 1.6) and 0.7 (SD 1.3) in the NPD group. The Cohen’s effects size
was large, 4.6. When performing correction for demographic factors the results remained
unchanged. NDDS was found to be a good predictor of personality pathology.
3.3 Study 2: Shame, Perfectionism and Aggression
The aims were:
•
•

To investigate the difference in occurrence of internalized shame and self-esteem
between the two groups
To investigate the difference in occurrence of self-oriented perfectionism, otheroriented perfectionism and socially prescribed perfectionism, between the two groups
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•
•

To investigate the difference in occurrence of physical aggression, verbal aggression,
anger and hostility, between the two groups
To investigate associations between shame, perfectionism and aggression in the
sample

3.3.1 ISS

There was a significant difference between the groups regarding shame (t=4.33. p=0.00) and
self-esteem (t=2.30, p=0.00). The NPD group rated significantly higher on the total sum of
ISS (Mean 70.2, SD 13.4) and the shame subscale (Mean 61.5, SD 17.4), and significantly
lower on the self-esteem subscale (8.7 SD 5.2). The scores for the NPD group indicate high
levels of shame. The scores for the No PD group indicate frequent experiences of shame.
Results are presented in Paper 2, table 2. When correction for age, gender, education level,
employment status and Borderline Personality Disorder, the results remained unchanged.
Severity of depression, measures by BDI-II, may affect the subscales of shame and selfesteem. Cronbach’s alfa coefficients indicate that that the ISS subscales had adequate
internal consistencies. All results are presented in Paper 2, Table 2.
3.3.2 MPS

There was a significant difference for the total sum of the MPS (t=2.95, p=0.00), for Selforiented perfectionism (t=2.65, p=0.01), and Socially-prescribed perfectionism (t=3.00,
p=0.00). The NPD group exhibiting higher levels of perfectionism on these scales. There
was no significant difference between the groups on the Other-oriented perfectionism
domain (t=1.43, p=0.16). Corrections for age, gender, education level, employment status,
severity of depression (BDI-II score), and Borderline Personality Disorder, did not change
the results.
Cronbach’s alfa coefficients ranged between 0.40 to 0.65 on the MPS subscales, and results
should therefore be interpreted with caution. Results are presented in Paper 2, Table 3.
3.3.3 BPAQ

The NPD group scored significantly higher on the total sum of BPAQ (6.22, p=.00), and on
all the subscales: Physical Aggression (t=5.28, p=0.00), Verbal Aggression (t=5.20, p=0.00),
Anger (t=4.86, p=0.00) and Hostility (t=5.66, p=0.00).
When correcting for demographic factors, severity of depression (BDI-II) and BPD Criterion
Counts, the results were not changed.
Cronbach’s alfa coefficients of the BPAQ showed adequate internal consistency for the
subscales of Physical Aggression, Verbal Aggression, and Hostility. The Anger subscale had
a Cronbach’s alfa coefficient of 0.59, and results based on this scale should therefore be
interpreted with caution. Results are presented in Paper 2, Table 4.
3.3.4 Correlations among Shame, Perfectionism and Aggression

The highest correlations were found between the following subscales: Self-oriented
Perfectionism and Shame (0.38), Other-oriented Perfectionism and Anger (0.31), Sociallyprescribed Perfectionism and Shame (0.41), Socially-prescribed Perfectionism and Physical
Aggression (0.30), Socially-prescribed Perfectionism and Anger (0.39), Shame and Physical
Aggression (0.33), Shame and Verbal Aggression (0.31). The highest correlation was found
between Shame and Anger (0.60). Results for all correlations can be found in Paper 2, table
5.
3.4 Supplementary tables
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Table 6: Standardized Beta coefficients for potential confounding variables
Instrument

Gender

Age

BPD

Group

Em.gp

Ed.gp

BDI

LPFS Global
Identity
Self-dir.
Empathy
Intimacy
NDDS
PNI CSE
PNI EXP
PNI SSSE
PNI HS
PNI GF
PNI DEV
PNI ER
PNI Grand
PNI Vuln
PNI Sum
MPS Self
MPS Other
MPS Social
MPS Sum
ISS Shame
ISS S-E
ISS Sum
RB Sum
BPAQ Sum
BPAQ P A
BPAQ V A
BPAQ Ang
BPAQ Hos
PID Anh.
PID Anx
PID Dep
PID em lab
PID Host
PID Pers
PID rig perf
PID sep in
PID sub
PID susp
PID with
PID att see
PID callou
PID decit
PID grand
PID manip
PID Int av
PID rest. af
PID Distr
PID eccent
PID perc d
PID Risk ta
PID Un bel

.38
.09
-.03
.09
.007
.01
.02
-.11
.24
.21
.06
.21
.18
.09
.25
.20
.09
.20
.21
.20
.20
-.10
.21
.02
.13
.15
.06
.19
.07
-.05
.07
.02
.24
.10
.13
.17
.06
.18
.08
-.09
.05
-.08
-.08
-.12
-.03
.08
-.21
.07
.14
-.02
-.12
-.04

-.59
-.08
-.08
-.04
-.03
.03
-.11
.005
-.15
-.09
-.20
-.16
-.26
-.16
-.19
-.19
.08
.08
.09
.10
-.04
.08
-.02
-.01
-.08
-.03
.06
-.16
-.14
.012
-.11
.02
-.13
-.23
-.15
-.12
-.31
-.13
-.23
-.04
-.14
-.13
-.13
-.08
-.05
.12
-.04
-.03
-.14
-.25
-.06
-.11

.16
.14
.13
.16
.20
-.00
.32
.16
.16
.38
.06
.35
.24
.15
.39
.32
-.11
.02
-.07
-.08
.42
-.44
.36
.40
.40
.30
.39
.33
.39
.33
.21
.48
.49
.36
.28
.12
.24
.15
.45
.37
.07
.34
.25
.04
.18
-.11
.12
.37
.56
.41
.22
.40

.84**
.81**
.79**
.83**
.81**
-.91**
.41**
.42**
.23
.16
.46**
.34
.42**
.47**
.43**
.47**
.30
.17
.33
.33
.30
-.09
.34**
.07
.47
.42**
.46**
.36**
.42**
.16
.16
.24
.26
.46**
.40**
.32
.06
-.04
.40**
.14
.53**
.39**
.47**
.32
.46**
.22
.32
.26
.45**
.24
.37**
.22

.03
.03
.04
.02
.03
.02
.13
.08
.14
.03
.10
.007
.10
.13
.09
.11
.10
-.05
.05
.05
.09
-.004
.11
.04
.16
.18
.10
.11
.15
-.02
.10
.05
-.02
.09
.10
.01
.07
.16
-.02
.06
.13
.02
.15
.01
.05
.21
.07
.10
.14
.13
.03
.07

-.12
-.08
-.15
-.11
-.12
.06
.03
-.01
-.07
-.16
.01
-.08
-.05
-.03
-.06
-.05
.13
-.04
.02
.06
-.03
.16
.02
-.22
-.15
-.18
-.10
-.08
-.14
.003
.17
-.12
.04
-.22
-.03
.02
-.01
.10
-.18
-.29
.05
-.27
-.07
.00
-.07
-.14
-.17
-.21
-.16
-.12
-.17
-.21

.01
-.02
.07
-.001
.007
.12
.07
-.21
.02
.11
.007
.09
.002
-.06
.08
.03
.08
.03
-.07
.02
.39**
-.35**
.36**
.36**
.009
.01
-.02
.10
-.04
.46**
.38**
.35**
.18
-.02
.14
.04
.09
.20
.02
.24
-.16
-.05
-.15
-.13
-.17
.11
.15
.18
.06
.14
-.16
-.04
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PID Impul
PID irres
PID neg aff
PID Detach
PID Antag
PID Disinh
PID Psych
PID total
BDI-II

.15
.10
.15
-.01
-.09
.14
.04
.07
.11

.06
-.12
-.25
.03
-.09
-.03
-.20
-.15
.05

.42
.35
.37
.23
.19
.47
.54
.51
.25

.48**
.38**
.19
.22
.46**
.47**
.36**
.49**
.16

.15
.07
.06
.11
.09
.13
.13
.15
.01

-.14
-.28
.08
-.19
-.06
-.25
-.19
-.17
-.16

-.08
.07
.23
.33
-.17
.05
.06
.14

Note: **=p value 0.001, *=p value 0.05, Em.gp: Employment group, Ed.GP Education Group, BDI: BDI-II,
LPFS: Levels of Personality Functioning Scale, Self-dir.: Self-Direction, NDDS: Newcastle Diagnostic
Depression Scale, PNI: Pathological Narcissism Inventory, CSE: Contingent Self-Esteem, EXP:
Exploitativeness, SSSE: Self-Sacrificing Self-Enhancement, HS: Hiding the Self, GF: Grandiose Fantasy, DEV:
Devaluating, ER: Entitlement rage, Grand: Sum Grandiose scales, Vuln: Sum Vulnerability, MPS:
Multidimensional Perfectionism Scale, Self: Self Oriented Perfectionism, Other: Other-oriented perfectionism,
Social: Socially Prescribed perfectionism, ISS: Internalized Shame Scale, S-E: Self-Esteem, BPAQ: Buss Perry
Aggression Questionnaire, PA: Physical Aggression, VA: Verbal Aggression, Ang: Anger, Hos: Hostility, PID:
Personality Inventory for DSM-5, Anh: Anhedonia, Anx: Anxiousness, Dep: Depressivity, Em lab: Emotional
Lability, Host: Hostility, Pers: Perseveration, Rig perf: Rigid Perfectionism, Sep in: Separation Insecurity,
Sub: Submissiveness, Susp: Suspiciousness, With: Withdrawal, Att see: Attention Seeking, Callou: Callousness,
decit: Deceitfulness, Grand: Grandiosity, Manip: Manipulativeness, Int av: Intimacy Avoidance, Rest af:
Restricted Affectivity, Distr: Distractibility, Eccent: Eccentricity, Perc d: Perceptual Dysregulation, Risk ta:
Risk Taking, Un bel: Unusual Beliefs, Impul: Impulsivity, Irres: Irresponsibility, neg aff: Negative Affectivity,
Detach: Detachment, Antag: Antagonism, Disinh: Disinhibition, Psych: Psychoticism,

Table 7: ICC LPFS Domains

LPFS Total Sum
Identity
Self-direction
Empathy
Intimacy

ICC

C.I. Lower

C.I. upper

.93
.88
.91
.92
.91

.87
.80
.85
.87
.85

.96
.93
.95
.96
.95

ICC

C.I. Lower

C.I. upper

.91
.86
.85
.87
.90
.83
.92
.88
.91
.90
.87
.85

.85
.77
.76
.77
.82
.72
.86
.80
.85
.83
.78
.76

.95
.92
.92
.92
.94
.90
.95
.93
.95
.94
.92
.92

Table 8: LPFS ICC Items

Identity-1
Identity-2
Identity-3
Self-direction-1
Self-direction-2
Self-direction-3
Empathy-1
Empathy-2
Empathy-3
Intimacy-1
Intimacy-2
Intimacy-3
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Table 9: ICC SCID Criterion Counts, from pilot study

SCID Category
Avoidant
Dependent
Obsessive
Paranoid
Schizotypal
Schizoid
Histrionic
Narcissistic
Borderline
Antisocial
Total ICC

ICC

C.I. Lower

C.I. upper

.85
.87
.54
.97
.81
.74
1.0
.99
1.0
1.0
.88

.58
.63
-.33
.92
.46
.23
1.0
.97
1.0
1.0

.95
.96
.84
.99
.94
.91
1.0
1.0
10.
1.0

3.4. Study 3: Treatment of depressive symptoms in patients with narcissistic
disturbances.
An electronic literature research was performed using Embase/Pubmed and PsychInfo from
Jan 1974 to December 2018.
The main results are presented in paper 4:
Psychotherapeutic treatment of depressive symptoms in patients with narcissistic
disturbances: A review
Fjermestad-Noll J, Ronningstam E., Bach B, Rosenbaum B., Storebø O.J., Simonsen E
The following search terms were used:
Table 10: Search terms review
Depression

Narcissism

depression
major depression
atypical depression
reactive depression

Narcissism
narcissistic pathology
narcissistic traits
narcissistic disturbance

treatment resistant depression
masked depression

narcissistic characteristic
narcissistic personality disorder

long term depression
depressive state
depressivity
late life depression
dysthymia

Psychotherapeutic
treatment
treatment outcome
treatment response
psychotherapy
psychodynamic
psychotherapy
psychiatric treatmentshort term
psychotherapy
intervention
therapeutic treatment
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melancholia
depressive episode
depressive symptoms
treatment resistant depression
The search yielded a total of 661 articles. Two independent authors screened the article
abstracts using the Covidence software (www.covidence.org).
77 article s were selected for full text review, performed by the first author. 23 articles were
selected for the review and a manual search retrieved 6 more articles. 29 articles were
included in the review.
The results are described at depth in paper 4. The following therapeutic traditions offered
detailed descriptions of psychotherapeutic interventions:
Alliance building a.m. Ronningstam
Ronningstam stresses the importance of alliance building with the narcissistic patient.
Narcissistic patients are known to drop-out of treatment prematurely. Disagreements and
impasses are common reasons for dropping out of treatment, however narcissistic
psychological functioning in itself, may also contribute to this (Ronningstam 2011,
Ronningstam 2012). Regardless of the type of treatment, two major challenges are known to
arise in the process of building an alliance with these patients. The first challenge is to
recognize the narcissistic character pathology, as the indication for therapy. The patient’s
reason for commencing the therapy may be another, for example depression. Acute
depressive reaction, crisis or other psychiatric conditions, formerly known as Axis 1
disorders, may mask the narcissistic features. Especially patients exhibiting the vulnerable
type of narcissism, may initially appear committed, interactive and cooperative. The second
challenge relates to the risk of misinterpreting or overreacting to the patient’s overt
narcissistic functioning, and to be able to apply alternative strategies that help identify the
patient’s internal processing. With narcissistic patients, it is important for the therapist to pay
attention to the countertransference, as a tool and a part of the process of building an
alliance.
It is paramount to have a flexible and patient approach to alliance building. Starting
with paying close attention to the patient’s motivational focus, clarification of the patient’s
experiences, and through that reach to a formulation of his or her problems, conflicts and
reasons for seeking treatment. Then attend to the patient’s aims, goals and attainable or
desired changes, and define a shared goal. In the early phases, one should take into
consideration the patient’s ability for self-reflection, affect tolerance and self-esteem
regulation. It is important not to challenge grandiose aspects of the pathology, and to always
remember that behind it, lies a frail self. The patient is not able to explore and challenge
feelings of shame, maladjusted perfectionism, or recognize their own aggression, until they
feel they have the acceptance and support of the therapist (Ronningstam 2011, Ronningstam
2012).
Psychoanalytic methods
In psychoanalytic therapy, the general method is based on the general analytic tool:
interpretations, transference analysis and technical neutrality. Psychoanalytic theory suggest
that some forms of depression may arise from narcissistic depletion, which lead to the
experience of object-loss. Compensation occur either by fusion with a self-object, fantasies
of a grandiose self, and mirror-transferences.
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Two types of depression due to a narcissistic disorder, are considered. These correspond to
the notion of vulnerable and grandiose narcissism respectively. The first one is characterized
by permanent low self-esteem, or by difficulties in sustaining a valued self-representation
and a cohesive self. This poor self-representation can make the subject feel impotent, and
incapable of attaining the object of desire, which is therefore considered to be lost. These
forms of depression are often chronic. The second type is found in individuals who are
incapable of depending on others. They display omnipotence and envy, and attack and
depreciate their object. These individuals show a defensive fusion of ideal-self, ideal objects
and self-images.
Aggression often plays a central role in their internal and external object relations. Due to the
consequences of this defensive pattern, the person avoids situations that may produce fear or
shame, become inhibited and renounce interpersonal contact. This results in loss of real-life
opportunities, and the sense of impotence in the fulfillment of wishes. This type of
depression is usually not chronic but occur as a response to challenging life circumstances
(Bleichmar 1996). Miller (1979) considers the stages of psychotherapy for the narcissistic
patient with depressive symptoms to be: unveiling of the masked grandiosity, systematic
analysis of the infantile grandiosity and its roots in the early mother-child relationship,
working through these stages through mourning the narcissistic illusory cathexes and lastly
the modulation and mitigation of the grandiose parts in the patient’s personality (Miller
1979, Kitron 1994).
Kohut and self-psychology
Narcissistic disturbances can be understood as omnipotent fantasies, ensuring, the prevention
of object-loss, and triumph over death. Later in life, difficulties in maintaining these
fantasies, and hence a cohesive self, may predispose to depression. At the core of this
depressive reaction lies narcissistic rage. When this rage is directed against the self, for
having failed in fulfilling the infantile omnipotent fantasies, it may further result in suicidal
ideation. Treatment for depression can therefore be understood as a search for the lost self,
through which a healthy form of narcissism may develop, and activate arrested or inhibited
ego functions. In this way, the patient develops a positive cathexis of the self, thus
preventing the self-destructions implicit in severe depression.
During the course of therapy, it is often necessary to work through regressions, in order to
access the archaic grandiose self-configuration. This configuration has until then, acted as a
defensive structure, guarding the patient from the pains and traumas of life. This allows for
accessing the patient’s psychological trauma, and reassessing them through a cohesive
positively cathected self. In cases where reliable nurturing has been lacking in early life, and
the patient is therefore lacking self-soothing ability, the goal in therapy may be to reactivate
a healthy self-to-self relationship through the empathic introspective mode of analytic
listening. This process may lead to a reparation of the inadequate appreciation of the self.
Slowly the self may become experienced as an integrated, valued and cohesive structure
(Weiner 1982).
Transference Focused Therapy (TFP)
TFP was developed for patients with severe personality disorders and is theoretically linked
to the post-Kleinian object relations school of thought (Diamond 2013). Patients with
borderline personality organization, including narcissistic patients, are considered to suffer
from identity diffusion. Identity diffusion is a syndrome consisting of chronic, stable
dysfunction of the subject-object dyad. The subject-object dyad is the integration of the
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concept of self, and the concept of significant others. This dysfunction is resulting from the
predominance of aggressive internalized object relations, instead of idealized ones. The ego
of these patients is fixated at the level of primitive dissociative or splitting mechanisms.
These are reinforced by other primitive defense operations with the dominance of repression,
projective identification, omnipotence and omnipotent control, devaluation, denial and
primitive idealization.
TFP is structured around strategies, tactics and technique. The strategy refers to the overall
long-term goals of the therapy, and their implementation in the transference analysis. The
tactics are the particular intervention in the therapy session. The technique refers to the
general, consistent application of technical instruments derived from psychoanalytic
technique (Diamond 2013). The overall strategy is to facilitate the reactivation of the patients
internalized split-off object relations, and through this, resolve the identity diffusion. The
therapeutic process involves three steps comprising of 1) observation of transferences and
countertransferences, 2) clarification and confrontation, and 3) interpretation. First the
therapist will engage in the transferences and countertransferences with the patient. The
reactivation of the dyad occurs with rapid role reversal in the transference. Second, the
therapist observes the interchange of the corresponding roles between the patient and the
therapist. Through clarification the therapist permits the patient, in time, to understand his
unconscious identification with the object representations. Finally, the therapist allows for
the interpretive linking of the mutually dissociated positive and negative transferences,
leading to the integration of the split-off, idealized and persecutory object representations.
This results in the resolution of the identity diffusion. Depressive symptoms in narcissistic
patient are understood as arising from the identity diffusion, and though therapy, as
described above, depressive symptoms remit (Kernberg 2008).
Group Analysis
From a group analytic perspective, depression in patients with narcissistic disturbances
understood in accordance with psychoanalytic theory. Depression is considered to stem from
a pronounced narcissistic depletion. Depression develops as the individual can no longer
make use of narcissistic libido investment. The patient is not able to cathex his own ego, id
and super-ego, nor the objects, narcissistically. The patient therefore experiences the ego and
the objects as alien. The patient tends to compensate by fusing with the object. Drives are
experienced as menacing, and the super-ego acts with archaic power over the patient.
Depressive patients with narcissistic deficiencies expect too much from the object, and hence
suffer from narcissistic and oral aggression, against the person who is unable to fulfill these
huge expectations. Aggression and disappointment are also turned against the ego, and thus,
the core of the depression, is the experience of object-loss. The psychotherapeutic approach
to these patients is therefore directed towards filling up the narcissistic deficiencies, through
interpreting the activity of the over-demanding archaic super-ego. This process is achieved
by the individual, through the group processes.
The group psychotherapy works through five phases: explorative contact, regression,
catharsis, insight and social learning. The work in the group occur at several levels: the
actual level of verbalized content, the transference level, the projective level, and on the
deepest archaic subconscious level. The “here and now” approach in the group serves to
disclose the group members’ patterns of behavior, and reveal their conscious and
unconscious conflicts, in their social relations. Typical manifestations in groups with
depressive patients are: difficulties in making contact in the explorative phase, dependency
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on the others with corresponding transferences, sibling rivalry in the regression phase and
verbalization of aggression, stemming from prior narcissistic injury. Going through these
phases during the course of group therapy, may eventually lead to catharsis and finally
insight. However, the last phase of social learning can sometimes be difficult to achieve, as
there seems to be a strong resistance against developing new, more self-assertive behavior
(Battegay 1977, 1985, 1989).
Schema Therapy
Young et al (2003) developed Schema Therapy because traditional Cognitive Behavioral
Therapy (CBT) was found to be insufficient in the treatment of patients with the more
complex and inflexible behavioral patterns characterizing PDs. The theory considers that
personality pathology originates from early maladaptive schemas (EMS), which are broad,
pervasive themes regarding oneself and one’s relationship with others. These are developed
during childhood, and elaborated throughout one’s lifetime, and are dysfunctional to a
significant degree. EMS are made up of emotional memories of past hurt, tragedy, fear,
abuse, neglect, unmet safety needs, abandonment or lack of normal human affection in
general. In addition to EMS, the psychotherapist must identify and work with modes, which
are viewed as ego-states that may include regressed child-like conditions, such as
overcompensating/defense coping, overcompliant/masochistic coping or internalized
punitive/demanding objects modes.
Patients with pronounced levels of EMS are more vulnerable to developing depression.
Individuals with both depression and narcissistic disturbances may typically have underlying
schemas of defectiveness, emotional deprivation, and entitlement/grandiosity. These
schemas may be activated in a fluctuating manner, so that the patient in one mode feels like a
shameful, defective, and lonely child, and a while later, an entitlement schema may activate
in order to cope with the shameful/defective/lonely child mode, in terms of an
overcompensating self-aggrandizing mode. In order to treat symptoms, one must identify
and work with the patient’s EMS in order to prevent the continued use of dysfunctional
overcompensating modes. At the same time, “healing” of underlying schemas are thought to
make long-term changes and prevent relapse of depression (Seavey 2012).
The following table provides summaries details of the included papers offering specific
directions:
Table 11:
Article

Therapy

Almon
d, R.,
(2004)

Psychoa
nalytic

Anastas Psychoa
opoulos nalytic

Case
material
Case report.
Individual
therapy:
40-year old
male,
duration 2
years

Observed factors

Therapeutic strategy

Narcissistic defense
maintains a feeling of selfsufficiency and
omnipotence
Projection of negative
affects
Perfectionism
Super-ego dysfunction

2 case
reports.

Shame vs guilt
Shame linked to self-ideal

Recognize the
resistance being enacted
in the transferencecountertransference
Confront omnipotent
fantasies
Interpret defense
strategies and methods
arising from childhood
Identify the type of
depression
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, D.
(2007)

Individual
therapy:
20-year old
male,
duration 2
years
16-year old
male,
duration 2
years

Guilt linked to super-ego
Origin of depression is
“narcissistic damage”

Anastas Psychoa
opoulos nalytic
, D.
(1997)

5 case
reports.
Individual
therapy:
16-year old
female
16-year old,
male
18-year old
female
14-year old
girl
19-year old
girl
Case report:
Analytic
group

Shame arising from a spilt
between ideal self-image
and real self
Shame has narcissistic
origins
Shame may give rise to
depression
Anger is often a defense
against feelings of shame

Battega
y R.
(1977)

Group
Analytic

Battega
y R.
(1985)

Psychoa
nalytic

Transference/countertra
nsference: recognize,
mechanisms in the
sibling parent
relationship, feelings of
guilt, anger, envy
Idealization and
devaluation of their
fathers
Narcissistic damage,
shame and early
defense mechanisms
Transference/countertra
nsference:
Recognize defenses
acting to protect from
feelings of shame
Recognize depressive
symptoms arising from
feelings of shame
Attain multiple versions
of the self-image, and
flexibility in the
regulation of selfesteem

Oral tendencies and
narcissistic desire to fuse
with the therapist and the
group
Depressive patients need
encouragement to express
their suffering verbally

Observe all expressions
of verbal and nonverbal communication
Observe the
multidimensional
transferences going on
in the group
Allow the group to
work, let the process be
group-centered, not
leader-centered
Expert
Compensatory
Recognize
opinion based mechanisms causing
compensatory
on
construction of a grandiose mechanisms and
experiences
self
defenses
from
Marked tendency of fusion Recognize and
psychoanalys with the self-object
verbalize the idealized
is
Idealized transference,
and fused image of the
mirror transference
therapist
No narcissistic libido at
Work towards the
disposal
patient’s recognition of
Super-ego dysfunction
his own unique self
Oral and narcissistic
Support the patient and
aggression towards objects acknowledge the
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expected to be
(unrealistically) close to
them

Battega
yR.
(1989)

Group
Analytic

Comparison
of outcome
Measured
with Bales’
Interaction
Process
Analysis
(BIPA).
Comparing a
group of
depressives
with a control
group
Duration: 7
sessions
measured.
Group
therapy
continued for
1 year

Depression is resulting
from narcissistic depletion
The depression group
showed;
Compensation for
narcissistic deficiency by
fusing with a self–object
Fantasies of a grandiose
self
Mirror transferences
Tendencies of fusion with
other group members
Results using BIPA,
showed that in the group
of depressives there was a
slowly improving positive
contact between the group
members. In the control
group, there were most
positive contact in the
beginning, and afterwards
no change.

anxieties arising when
the compensatory
defenses cease to exist
Aim at building up a
balanced self-function,
through transmuting
internalization of partial
objects (the therapist
and the outside world)
The group works by
moving through the 5
phases; 1. explorative
contact, 2. regression,
3. catharsis, 4. insight
and 5. social learning:
Depressive group:
1. Problems making
contact
2. Group members
develop dependency on
each other, sibling
rivalry and jealousy.
Expressed through
verbal aggression.
When verbalizing
aggression towards the
therapist, the fusion
ceases and the patient
moves into the catharsis
phase.
3. Patients are
stimulated to verbalize
their frustrations.
Having repeatedly
verbalized their
aggression, the patient
moves into the insight
phase.
4. Patients realize their
unrealistic expectations
of others, and
underestimation of
themselves (resolving
super-ego dysfunction).
5. Phase is difficult in
this group of patients,
as it entails the
recognition of
submission to an
archaic super-ego and a
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Bleich
mar, H.
B.
(1996)

Psychoa
nalytic

3 case
reports.
Individual
therapy:
45-year old
male
40-year old
female
22-year old
female

Kernbe
rg, O.
F.,
Yeoma
ns, F.
E.,
Clarkin
, J. F.,
&
Levy,
K. N.
(2008)

Transfer
ence
Focused
Therapy

2 case
reports.
Individual
therapy:
35-year old
female
26-year old
female

Kitron,
D.G.,
(1994)

Psychoa
nalytic

Ornstei
n, A.
(1998)

Psychoa
nalytic

Expert
opinion,
based on
clinical and
theoretical
writings of
various
analytic
authors
Case report.
Individual
therapy: 35year old
male,
duration 3
years

Pincus,
A. L.,
Cain,
N. M.,
&

Psychod
ynamic

3 case
reports.
Individual
therapy:

life pattern of
resignation
Depression as a reaction to Identify type of
the loss of a real or
depression
imagined object
Identify defenses in the
Depression arising from
form of aggression,
aggression
criticisms, envy and
Depression arising from
grandiosity
unsatisfied grandiose
Recognize
fantasies
transference/counterShame rather than guilt
transference
predominates narcissistic
Perform relevant
depression
interpretations
Identity diffusion
Strategy: facilitate the
Predominance of
reactivation of the
aggressive internalized
patients internalized
object-relations
split-off internalized
Primitive defense
object relations, and
mechanisms in the form of through this resolve the
repression, projective
identity diffusion.
identification,
Process involves three
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Wright,
A. G.
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(2014)
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duration 2
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40-year old
male
38-year old
male

Ronnin
gstam
E,
(2010)

Psychoa
nalytic

Case
vignette:
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Ronnin
gstam
E.,
(2012)
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nalytic

Case report.
Individual
therapy:
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exacerbated by
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entitled expectations.
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transference reactions
of anger,
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Yang,
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Case report.
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4. Discussion
In the discussion I will attempt to describe the specific qualities of the study population and
address whether the aims of the study were fulfilled. I will discuss if the results may offer
new knowledge that might be applicable in a clinical setting.
4.1 Sample characteristics
The participants in the study were all recruited from a clinical population. The patients were
referred for treatment at the Psychiatric Out-Patient Clinic for Non-Psychotic Disorders, in
Holbæk and Slagelse, Region Zealand, Denmark. From all the patients referred for
treatment, 94% had submitted personal information, including their phone number, and were
invited to complete the screening survey, using a personalized, secure SMS-link, connected
to SurveyXact (SurveyXact.dk). The response rate was 54%, which is considered to be a
satisfactory response rate. Based on this, I find that the patient sample in the study, is taken
from a representative clinical sample. The response rate is high enough to assume that there
is no bias, as to which type of patients having answered the screening survey. There was no
reimbursement, and participation had no effect on the planned course of treatment.
Therefore, response bias, due to expected positive or negative effects of participation, is
considered to be minimal. These factors contribute to the naturalistic design of the study, and
results are considered to be applicable to a similar patient population.
4.1.1 Demographic factors

The groups showed differences in age, as the No PD group was older. As mentioned earlier
in the background section, narcissistic pathology may decrease with age (Dowgwillo 2018,
Nedstadt 2010). This could suggest caution when interpreting results regarding narcissistic
features in the NPD group. However, linear regression, with Bonferroni correction was
performed in order to correct for this possible confounder, showing that the NPD group still
displayed significantly higher levels of narcissistic pathology.
The gender distribution was equal in the two groups, however, in both, more than 85% were
female. This probably reflects the general gender distribution of the patient populations at
the Out-Patient Clinics for Non-Psychotic Disorders, in Denmark. Without having empirical
data to confirm my assumption regarding the distribution of gender in the respective clinics,
this is my general impression, from being employed at such clinics for many years.
Corrections performed for gender, yielded no difference in the results. It is however, very
interesting that the population is mainly female, as literature often describe narcissistic
pathology in male subjects (Torgersen 2012). The patient population of the study is
comprised mainly of young female patients, and I find that this is exactly the patient
population with narcissistic disturbances, which I have encountered most frequently.
There was a significant difference between the groups concerning relationship status,
educational level and employment status. As might be expected, more patients in the NPD
group were unemployed, single and had a lower level of education. This may reflect the
challenges known to accompany personality disorder, with difficulties in sustaining
relationships, as well as long-time commitments in respect to work, and education. This
result may also reflect the difference in age between the two groups.
However, when correcting for these factors, the results remained unchanged.
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In conclusion, the results are considered to be representative of the general patient
population in Clinics for Non-Psychotic Disorders in Denmark. Therefore, the study will be
replicable, the results are considered to be generalizable, and the findings are applicable for
clinicians working in a similar clinical setting.
4.2 Study 1: Personality Pathology and Patterns of Depressive Symptoms
The first aim of the study was to investigate and describe patterns of personality pathology
according to AMPD, Criterion A and B, in the two groups.
The study assessed the aim by answering the following research questions:
1. According to AMPD, Criterion A and B, are there characteristic patterns of
personality pathology in the NPD group, when comparing to the No PD group?
2. Is LPFS a good predictor of personality pathology?
The most important results are presented and discussed in Paper 1:
“Narcissistic pathology according to the DSM-5 AMPD and Pathological Narcissism
Inventory in patients with Narcissistic Personality Disorder “,
Fjermestad-Noll, J., Ronningstam E., Bach B., Rosenbaum B., Simonsen E.
4.2.1 AMPD Criterion A and B

When assessing Criterion A I found that the results partly reflected previous finding
regarding the Levels of Personality Functioning.
The mean global score in the No PD group was 0.7, with domain scores ranging from 0.5 to
0.8. This is consistent with the descriptions by the original authors, that patients without PD,
are expected to score between 0 and 1 (Bender 2012, Wright 2013, Skodol 2014).
In the NPD group the mean global score was 2.7, the domain scores ranging from 2.6 to 2.7.
Patients with NPD are expected to exhibit the level of functioning outlined in Level 2
(Bender 2012).
Considering the relatively high number of BPD criterion counts present in the sample,
considerations as to if this could account for the average score being higher than expected,
were made. Patients with BPD generally have a personality functioning reflected in Level 3
(Bender 2012, Pincus 2018). However, corrections for BPD criterion counts did not change
the results.
SCID-5-AMPD-1, LPFS was found to be a good predictor for personality pathology.
Continuing to explore the sample, by looking into the results from PID-5, reflecting
Criterion B, the results were not as uniform as for Criterion A.
There was a significant difference between the groups for all the domains, and all facets,
except Separation Insecurity. In the following I will only account for the scores in the NPD
group.
When looking at the domains, surprisingly, the Negative Affectivity Domain (1.8), was more
prominent than the Antagonism Domain (1.5). Furthermore, it is noteworthy that the
Detachment and Disinhibition Domains were elevated to the same degree as the Antagonism
Domain.
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Regarding the facets, the results for the NPD group did not create a uniform, consistent
pattern. Attention Seeking (1.3) and Grandiosity (0.7), which are the pivotal facets for NPD,
were only moderately elevated.
The other facets contained in the Antagonism Domain, or previously found to be elevated in
patients with NPD: Manipulativeness (1.1), Deceitfulness (0.9), Callousness (0.7),
Suspiciousness (1.6), Hostility (1.6) and Perceptual Dysregulation (1.2), were all moderately
elevated.
Facets contained in the Negative Affectivity Domain, Depressivity (1.6), Anxiousness (2.1),
Withdrawal (1.6), Anhedonia (1.8) and Intimacy Avoidance (1.1), were also moderately
elevated. Anxiousness, Emotional Lability and Anhedonia were the most elevated facets.
These results point to a distribution of traits reflecting predominantly vulnerable narcissistic
functioning, rather than grandiose narcissistic functioning.
4.2.2 Narcissistic pathology measured by AMPD

To further explore narcissistic pathology in the sample, the results from the PNI, as well as
correlations between PID-5 domains and facets and PNI domains, were interpreted.
There was a significant difference between the two groups on all measures of the PNI. Only
the results from the NPD group will be mentioned. After correcting for BPD pathology, the
results remained unchanged.
The first thing to note is that the patients scored higher on the Vulnerability subdomain (3.0)
than on the Grandiosity subdomain (2.8). The total PNI score (2.9), and the subdomain
scores, indicate relatively high levels of narcissistic pathology.
The two most elevated subscales were: Hiding the Self (3.6) and Self-Sacrificing SelfEnhancement (3.3). Both are scales contained in the Vulnerability subdomain.
When performing correlation analysis, for PID-5 and PNI, the facets that showed strongest
correlations with both vulnerable and grandiose narcissism were: Attention Seeking,
Callousness, Hostility, Deceitfulness, Manipulativeness, Irresponsibility, Impulsivity,
Suspiciousness, and Eccentricity. This is consistent with theories of problematic areas for the
patient with narcissistic disturbances.
Attention Seeking showed strong correlations with: Exploitativeness (0.61), Grandiose
Fantasy (0.70), Contingent Self-Esteem (0.55) and Entitlement Rage (0.68).
Grandiosity did not show quite as strong correlations, the highest being with:
Exploitativeness (0.48), Grandiose Fantasy (0.42) and Entitlement Rage (0.49).
The most striking correlations were between Manipulativeness and Exploitativeness (0.70)
and Suspiciousness and Devaluing (0.65). The very highest correlation was between the
Grandiosity Subdomain and Attention Seeking (0.73).
In summary, vulnerable narcissistic features seem to be predominant in the patient sample,
but when looking at the patterns of the grandiose features, these are connected to the other
facets that are expected to be present in patients with narcissistic disturbances. The
predominance of vulnerable features could be an expression of the current state of the
patients, as they all have depressive symptoms.
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In summary, AMPD gives a good and clinically useful picture of personality functioning.
LPFS reflect the general personality dysfunction, at the level of personality organization,
typical of patients with narcissistic disturbances. The multifaceted pattern of the personality
traits may reflect the complexity of the narcissistic dysfunction, that may be expressed by
different phenotypes.
The hybrid model of AMPD, with the combination of the dimensional model and the DSM-5
Section II categories, may not be a clinically feasible model, as it seems difficult to use PID5 for diagnosing NPD.
If considering only the dimensional aspect, PID-5 may functions well as a clinical tool,
providing a detailed and nuanced map of the personality pattern, and potential pathological
traits, in the individual patient.
The dimensional model has great value in a clinical setting, as it can guide the clinician
towards an effective way of treating the patient. In a therapeutic treatment setting, the
personality profile can aid as a guiding tool, when planning and performing the therapy.
4.2.3 Narcissism in the Scandinavian population

Based on previous clinical observations, I assumed that, in the Scandinavian population,
Vulnerable features of narcissism would be more prominent.
The results do indeed indicate this, as that the Vulnerable subscale of the PNI were more
elevated, and that facets within the Negative Affectivity Domain of the PID-5, were
expressed just as frequently, as facets within the Antagonism Domain. Furthermore,
Grandiosity as a facet was not very elevated.
In Scandinavian culture, there is social prejudice towards overt displays of grandiosity. The
“Law of Jante” was described by Axel Sandemose in 1933. This is a set of rules posed by
society, commanding that one shall never think more highly of oneself, than of others, or in
any way express self-enhancing notions. “The Law of Jante” was meant to be a critique of
the societal moral and suppression of individualism, but to this day, the Scandinavian
population will humorously recognize these statements, as partly forming the backbone of
the cultural norm (Sandemose 1933, Twenge 2012).
In line with this, it is my observation, that patients suffering from difficulties in regulating
self-esteem, resulting from a grandiose self-image, will seldom express the grandiosity
overtly. The grandiose inclinations will be expressed in more covert ways, for instance as:
-inner grandiose fantasies, often having a romantic nature,
-notions of sacrifice, taking pride in the amount of suffering one can endure,
-dramatic expression of symptoms, attempting to leave the impression of being more poorly
than they are,
-devaluation of the competence, interest and effort of the therapist,
-boastfully expressing their failures and,
-procrastinations in professional and academic pursuits.
Hostility is often expressed as subtle accusations, often regarding perceived slights or
insults, or sabotaging actions from others.
Detailed description of the vulnerable aspects of the narcissistic pathology are provided in
the background section. And I have often observed the clinical expression of narcissism in
this patient population, being consistent with this.
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In summary, the results support my clinical observation and assumption that vulnerable
narcissistic pathology may be more prominent in this kind of patient population, and that
narcissistic disturbances hence often are overlooked, or mistaken for other personality
pathology or psychiatric disorders. As most diagnostic instruments are developed by North
American researchers, they seem to not fully capture the essence of narcissistic pathology as
it is expressed in the Scandinavian patients.
4.2.4 Comorbidity with other Personality Disorders

In this study, patients fulfilling the criteria for other PDs were excluded. Therefore, one
cannot speak of comorbidity, per se, in this sample.
Even so, it is interesting to look at the average amount of SCID criterion counts for other
PDs, to see whether these resemble the comorbidity between NPD and other PDs, found in
previous studies.
In the No PD group, all SCID-5-PD criterion counts were well below diagnostic thresholds,
these results will therefore not be further commented on.
In the NPD group, the most frequent PD criterions were BPD, Paranoid PD and Histrionic
PD criterions. Correlations between NPD criterions and other PD criterion counts, also
showed the highest correlation with BPD, Paranoid PD and Histrionic PD. This may reflect
the findings of Oldham, Morey and Stinson (Oldham 1992, Morey 1998, Stinson 2008).
Results for the PID-5 trait facets, support the assumption, that personality traits contained in
these diagnostic categories, are in-deed present in patients with NPD. The results are
consistent with the observation of overlap between personality disorders categories (Oldham
1992).
The overlap was seen especially between PDs within Cluster B. In addition, there was
correlations with Paranoid PD. Seeing as the patients examined were in fact depressed, this
confirms the findings of Joiner, showing that depressive symptoms induce paranoid
symptoms in patients with NPD (Joiner 2008).
When performing an analysis comparing the three clusters, Cluster B was elevated in the
NPD group, as expected. Correlations between the clusters show highest correlations
between Cluster B and Cluster A. This is probably due to the relatively high degree of
features form the Paranoid PD category, in the NPD group.
The overlap of traits from the different PD categories, is known form many studies. These
are mentioned in the background section. Furthermore, it may reflect the different types of
narcissistic patients as they are described by Millon (2011). The elitist type, showing
grandiose features, and being the most common expression of NPD, the amorous type
having similarities with HPD, the fanatic type showing paranoid features, and being alike
Paranoid PD, and the unprincipled type having antisocial features and being alike the
Antisocial PD.
4.2.5 Characterological Depression

The second aim of the study was to investigate and describe characteristic patterns of
depressive symptoms, by comparing the two groups.
The study assessed the aim by answering the following research questions:
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1. How are the patterns of depressive symptoms presented in the two groups, and is
NDDS a good measure for identifying characterological depression?
2. Is NDDS a good predictor of personality pathology?
The most important results are presented and discussed in Paper 2:
“Characterological Depression in patients with Narcissistic Personality Disorder“
Fjermestad-Noll, J., Ronningstam E., Bach B., Rosenbaum B., Simonsen E.
In clinical practice, a well-known challenge, is that of recognizing personality pathology in
patients who are referred for treatment of depression. Most instruments assessing depression,
are used to rate the severity of depression, and not for diagnosing depression. The Newcastle
Diagnostic Depression Scale was designed specifically to differentiate between types of
depression, by identifying personality pathology in depressed patients (Carney 1965,
Davidson 1984). As mentioned in the background chapter, depressive symptoms in these
patients, are considered to be characterologically based dysthymic reactions, and not major
depression proper (Kernberg 2013). Using the Newcastle Diagnostic Depression Scale, the
groups were compared, to examine whether the patients could be differentiated, based on the
pattern of depressive symptoms.
Results showed a significant difference between the two groups, and that NDDS was a good
predictor of characterological depression.
The instrument offers a cut-off level, where scores between -2 and 5.5 indicate
characterological depression, and scores between 6 and 12 indicate major depression. In the
No PD group, the average score was 7.3 and in the NPD group the average score was 0.7.
The results point to the assumption that NDDS is an applicable instrument when assessing
personality pathology in depressed patients. Possible limitations are discussed in the section
on methodological considerations.
Furthermore, the results of the study support for the theory of characterological depression.
Narcissistic patients suffering from depression, exhibit the previously described pattern of
depressive symptoms. The pattern was characterized by lack of nerovegetative symptoms,
and there was no clear time demarcation, regarding the onset of the depressive episode. The
depression was described as not being stable over time, with considerable variation from day
to day, or within the same day. The degree of depressivity was greatly affected by
environmental factors, and life events. The patients could identify specific stressful lifeevents, taking place within the previous 6 months, before seeking treatment. The character of
the depressive thoughts were found to be different from the typical patterns of thought found
in depressed patients. The patients were preoccupied with hostile accusations against others,
and ruminations about lost opportunities due to others’ misdemeanors. They tended to blame
others for their set-backs, or even for becoming depressed. Suicidal ideation was unstable,
erratic and influenced by external events, sometimes seeming to serve as revenge, towards
significant-others. This is in sharp contrast to patients suffering from major depression,
where depressive symptoms are stable, with a predominance of neurovegetative symptoms,
where though patterns are dominated by self-accusatory ruminations and suicidal ideation is
stable and severe.
In conclusion, I found NDDS to be a very accurate and relevant instrument for
differentiating characterological depressions from major depression. However, applying the

74

instrument does require a certain amount of clinical experience, as well as knowledge of the
psychopathology of depression and personality disorders.
4.3 Study 2: Shame, Perfectionism and Aggression
The aims of the study were:
•
•
•
•

To investigate the difference in occurrence of internalized shame and self-esteem
between the two groups
To investigate the difference in occurrence of self-oriented perfectionism, otheroriented perfectionism and socially prescribed perfectionism, between the two groups
To investigate the difference in occurrence of physical aggression, verbal aggression,
anger and hostility, between the two groups
To investigate associations between shame, perfectionism and aggression in the
sample

The aims were assessed by answering the following research questions:
1.
2.
3.
4.

Are there differences in the level of internalized shame between the two groups?
Are there differences in the level of self-esteem between the two groups?
Are there differences in the level of perfectionism between the two groups?
Are there differences in occurrence of the following forms of perfectionism:
Self-oriented perfectionism, Other-oriented perfectionism and Socially-prescribed
perfectionism, between the two groups?
5. Are there differences in the level of aggression, in the forms of: physical aggression,
verbal aggression, hostility and anger, between the two groups?
6. Are there any significant associations between shame, perfectionism and anger?
The most important results are presented and discussed in Paper 3:
“Shame, Perfectionism, and Aggression in Depressive Patients with or without Narcissistic
Personality Disorder”, Fjermestad-Noll, J., Ronningstam E., Bach B., Rosenbaum B.,
Simonsen E.
4.3.1 Shame

The first aim of the study was to investigate the difference in occurrence of internalized
shame between the two groups.
There was a significant difference in shame between the two groups. The NPD group had
more elevated levels of shame than the No PD group. The results remained unchanged when
correcting for possible confounders. Furthermore, the ISS User’s Manual for ISS, indicates
that scores are not affected by demographic factors, such as age or gender (Cook 2001).
The findings were in line with previous studies, showing that shame was elevated in
depressed patients both with and without NPD (Morrison 1989, Broucek 1982, Hoblitzelle
1996, Pulcu 2014, Velotti 2018).
According to the ISS User’s Manual, scores between 50-59 indicates frequent experiences of
shame, and scores above 60 indicates high or extreme levels of shame (Cook 2001). The
NPD group had an average score of 70.2 and the No PD group had an average score of 58.3.
Therefore, levels of shame were elevated in both groups, which support the theories
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regarding shame being associated with both depression and NPD (Anastosopoulos 1997,
2007, Bleichmar 1996, Pulcu 2014).
The NPD group, displaying scores at the high end of the scale, are expected to exhibit
psychological defensive patterns, in order to avoid painful feelings of shame. This will often
be accompanied with a dysfunctional pattern of behavior, or pathological symptoms, such as
depression (Cook 2001, Morrison 1989).
Some previous studies have not found shame to be elevated in patients with NPD (Wright
1989, Watson 1996). These studies were performed using NPI, which is considered to
measure more adaptive forms of narcissism (Maxwell 2011). As the present study was
performed using a clinical sample, as well as the Cronbach’s coefficient indicating
acceptable internal consistency and the Cohen’s effect size being large, the results are
considered to be representative and valid.
As mentioned earlier, patients with NPD who seek treatment for depressive symptoms, are
more likely to be in a vulnerable state. Feelings of shame may therefore be expressed more
readily and be more accessible to the patients at this time (Ronningstam 2011, Tritt 2010,
Erkoreka 2017).
The depressed patients without NPD also reported frequent feelings of shame. However, in
line with previously mentioned theories, guilt is thought to be a more prominent affect in
these patients (Wright 1989). However, investigating this assumption was beyond the scope
of this study.
4.3.2 Self-Esteem

The second aim of the study was to investigate the difference in occurrence self-esteem
between the two groups.
Self-esteem was found to be low in both groups. There was a significant difference between
the two groups, with the NPD group having lower self-esteem than the No PD group. The
results remained unchanged when correcting for possible confounders.
According to the ISS User’s Manual, self-esteem scores less than 18, are considered to be
below average, when comparing to the general population (Cook 2001). The NPD group had
an average score of 8.7 and the No PD group had an average score of 10.8. Hence both
groups were well below expected self-esteem compared to the general population.
Hence, it seems reasonable to conclude that patients with NPD have very low self-esteem,
and that this is described as being typical for expressions of vulnerable narcissism.
As mentioned before, the results should be seen in the context that the patients are seeking
treatment, when they are in their most vulnerable state. Self-esteem may therefore be at the
very lowest point at this time (Ronningstam 2011, Tritt 2010, Erkoreka 2017).
In conclusion to these findings regarding shame and self-esteem; I find support for the
assumption that shame is a prominent affect particularly in patients with NPD, and that
shame may pose as a precipitating factor, prompting the development of depression or
depressive states.
In addition, the low self-esteem in the NPD group, supports the idea of vulnerable features,
are the most common expression of narcissistic pathology, in this type of patient population.
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4.3.3 Perfectionism

The next aim was to investigate the difference in occurrence of Self-oriented perfectionism,
Other-oriented perfectionism and Socially prescribed perfectionism, between the two groups.
There was a significant difference between the groups regarding Self-oriented perfectionism
and Socially-prescribed perfectionism. There was no significant difference regarding Otheroriented perfectionism. When correcting for confounding factors, the results remained
unchanged.
Cronbach’s alfa coefficients indicate low internal consistency, particularly for the Otheroriented perfectionism domain. Cohen’s effects size was large for the Self-oriented and
Socially-prescribed perfectionism, and medium for the Other-oriented perfectionism.
Results, particularly regarding Other-oriented perfectionism, should therefore be interpreted
with caution.
The results of the study do not fully conform with findings from previous studies.
The theory regarding the three types of perfectionism in these two patient categories,
describes the following expected manifestations of perfectionism:
•
•

Patients suffering from depression are expected to show elevated levels of Selforiented perfectionism and Socially- prescribed perfectionism (Hewitt 1991).
Patients with NPD are expected to show elevated levels of Other-oriented
perfectionism (Hewitt 1991).

The MPS Technical Manual provides t-scores for the normal population, according to age
and gender. When adjusting the raw scores, the following results were found:
In the NPD group: moderately elevated level of Self-oriented perfectionism, elevated levels
of Socially-prescribed perfectionism, and moderately elevated levels of Other-oriented
perfectionism.
Self-oriented perfectionism was moderately elevated, which is in line with previous studies
(Hewitt 1991, Freudenstein 2012, Miller 2007). Socially-prescribed perfectionism was
surprisingly found to be the most elevated form of perfectionism, and Other-oriented
perfectionism was not elevated, as expected (Nealis 2016, Stoeber 2014, Hewitt 1991, 1996).
In the No PD group levels of perfectionism were found to be: average (not elevated) for Selforiented perfectionism, moderately elevated for Socially-prescribed perfectionism and
moderately elevated for Other-oriented perfectionism (Hewitt 1991).
Elevated levels of self-oriented perfectionism in depressed patients, was found in previous
studies (Freudenstein 2012), but not in the present study. Similarly, Socially-prescribed
perfectionism was found to be elevated in depressed patents in previous studies
(Freudenstein 2012, Hewitt 1996, Enns 1999), but this was not confirmed by the present
study. Other-oriented perfectionism was not expected to be elevated (Enns 1999, Flett 2005),
but this was in found to be only moderately elevated in the present study.
In conclusion, when considering all three types of perfectionism and the total score for MPS,
scores are higher in the NPD group. This seems to point towards a tendency of perfectionism
being a common trait, with elevated levels of Self-oriented and Socially-prescribed
perfectionism, in patients with NPD. Taking into consideration the low internal consistency,
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results should be interpreted with caution. The results only partly reflect previously
mentioned theories (Ronningstam 2011, DiMaggio 2012).
Perfectionism is found to be more related to vulnerable, than to grandiose narcissism, and as
the sample display higher level of vulnerable narcissism, than of grandiose narcissism, one
would have expected more elevated levels of perfectionism (Stanton 2018).
The fact that Socially-prescribed perfectionism is the most elevated, could reflect cultural
conditions, or contemporary trends with increasing peer-pressure, maybe partly due to social
media.
Perfectionism is thought to sustains the grandiose self-image being the core of the
narcissistic pathology, as well as masking underlying feelings of shame. Even if
perfectionism is in-deed a factor to consider when treating these patients, it may not be as
prominent, or important as the other psychological factors investigated in this study.
4.3.4 Aggression

The next aim was to investigate the difference in occurrence of physical aggression, verbal
aggression, anger and hostility, between the two groups.
There was a significant difference between the total score of the BPAQ, and on all four
subdomains. When correcting for potential confounding factors, the results remained
unchanged. Cronbach’s alfa coefficients indicated adequate internal consistency for the
Physical aggression, Verbal aggression and Hostility domains, but was relatively low (0.59)
for the Anger domain. Results regarding the Anger domain should therefore be interpreted
with caution. Cohen’s effect size was large for the total sum, and for all four domains.
When looking at the interpretive guidelines for the BPAQ (Buss 1992), average scores for
males and females are provided. Average scores for females were generally lower than for
males. Even if the study population was 85% female, the NPD scores showed elevated levels
of aggression on all subdomains, even if comparing with average scores for males. Hence,
aggression scores in the NPD group were very elevated.
The No PD group only showed elevated levels of Anger, but due to low internal consistency
of this subdomain, the result is not conclusive. Theories would however suggest this
association (Busch 2009), but in the present study, this result can only be interpreted as a
tendency.
Overall, the results were in line with previous theories and studies (Kernberg 1975, 2004,
Millon 1981, Pincus 2009, Witte 2002, Fossati 2010, Kealy 2017, Stucke 2002). Aggression
in all four mentioned forms, were found to be elevated in the NPD group. The results are
further supported by the elevated score of the Hostility facet in PID-5.
The most surprising result was the elevated levels of Physical Aggression. Even if violence
and physical expressions of aggression are known to occur in patients with NPD, it is not the
most commonly described manifestation of narcissistic pathology.
Aggression, in all manifestations should therefore be considered when treating these
patients. For the clinician it is important to possess this knowledge to be able to establish a
good alliance with the patients, and not be surprise by expression of aggression, in the form
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of anger, hostility and verbal aggression. Physical manifestations of aggression, can of
course, under no circumstances be accepted in a clinical setting.
4.3.5 Associations between shame, perfectionism and aggression

The final aim was to investigate associations between shame, perfectionism and aggression
in the sample.
Previously mentioned theories point to associations between these three psychological
factors. Shame is often thought to be mobilized by experiences of narcissistic injury, which
may in turn, activate aggressive behavior (Trumbull 2003, Velotti 2018). Shame is also seen
to provoke aggression, fury, hostility and suspiciousness (Tangney 1992, 1996). Along the
same line of thought, omnipotence and rage, can be seen as a possible defense, against
feelings of shame (Mollon 1984). Perfectionism can also be considered a mechanism to
protect against, and mask, underlying feelings of shame (Ronningstam 2013). Furthermore,
anger is thought to sometimes arise from narcissistic perfectionism, when expected standards
are not met (Nealis 2016).
Shame, perfectionism and aggression seem to be interlinked, and a correlational analysis was
performed to explore this. The results showed that, shame showed a strong and significant
correlation with Self-oriented perfectionism, Socially prescribed perfectionism, Physical
aggression, Verbal aggression, Anger and Hostility.
Other significant correlations were found between Other-oriented perfectionism and Anger,
and between Socially-prescribed perfectionism and Anger. Considering the low internal
consistency of the Anger domain, and the Other-oriented perfectionism domain, this should
only be considered a tendency.
In conclusion, shame seems to be a core affect present in patient with NPD, and may act as a
pivotal factor, spurring the development of perfectionistic standards and provoking
responses of aggression, such as aggressive counter-attacks, that may be verbal or physical,
or feelings of hostility and anger. The interplay of these factors may also manifest in
different ways, as failed efforts to maintain self-oriented and socially-prescribed
perfectionistic standards, may cause elevated feelings of shame.
4.4 Study 3: Treatment of depressive symptoms in patients with narcissistic
disturbances
The aim of the study was to perform a literature review on the psychotherapeutic treatment
of depressive symptoms in patients with narcissistic disturbances.
This was investigated by answering the research question:
What psychotherapeutic strategies, for treating depressive symptoms in patients with
narcissistic disturbances, are described, when performing a systematic literature search?
The most important findings are presented in Paper 4:
“Psychotherapeutic treatment of depressive symptoms in patients with narcissistic
disturbances: A review”, Fjermestad-Noll, J., Ronningstam E., Bach B., Storebø O.J.,
Rosenbaum B., Simonsen E.
The bulk of literature retrieved for the review article, was mainly from the psychoanalytic
and psychodynamic traditions. The literature, both regarding, the occurrence of depressive
symptoms in narcissistic patients, as well as the psychotherapeutic treatment of these
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patients, from the Cognitive Behavioral Treatment, CBT, tradition was sparse. It was not
possible to identify outcomes studies, nor studies comparing methods of treatment.
Depressive symptoms in patients with narcissistic disturbances, should be understood as
originating from the narcissistic pathology, and hence being a characterologically based
dysthymic reaction (Ronningstam 2011, Millon 2011, Kernberg 2013).
Narcissistic grandiosity and depression can be seen as the two poles of the same continuum,
and following this thought, depression may be an expression of vulnerable features of
narcissism (Miller 1979, Kitron 1994, Pincus 2014).
In order to achieve remission of depressive symptoms in patients with narcissistic
disturbances, the narcissistic pathology, as well as accompanying psychological factors such
as: shame, perfectionism and aggression, should be considered (Ronningstam 2011, 2012,
2013).
When looking at the articles describing the treatment, regardless of the method of treatment,
it was possible to identify some common aspects, being of importance in order to achieve
remission of depressive symptoms in these patients.
The first point is, that in order to treat the depression in these patients, one must perform a
thorough assessment, and through this, recognize and identify the narcissistic origins of the
symptoms. It is essential to understand narcissistic pathology as a fundamental dysregulation
of self-esteem, which arises from a false grandiose self. The patient will typically display
features, stemming both from ego and super-ego dysfunction. Narcissistic pathology can
manifest in overt or covert ways, containing both grandiose or vulnerable aspects. In the
beginning the patient may only express one pole of the dimension, but alterations and
fluctuations are usually seen within the course of therapy (Pincus 2014).
Secondly, it is important to be patient, to avoid premature confrontations, and to conserve a
containing attitude towards possible displays of hostility and aggression. In this way, it is
possible to build a stable alliance with the patient. Failing to do so, will often result in
premature termination of treatment (Kernberg 2008, Ronningstam 2012, Bleichmar 1996).
Thirdly, during the course of treatment, there are some specific, potentially complicating
factors that often manifest. Many consider that there is a characteristic narcissistic resistance,
to treatment. The patient may initially appear to be cooperative and devoted, but over time,
struggle against profound involvement and commitment to therapy (Almond 2004).
Also, there are some specific types of transference and countertransference, often occurring
when treating these patients. Typical transferences are: idealized transferences and negative
transferences (Kernberg 2008, Bleichmar 1996, Yang 2003). Typical countertransferences
are: feeling devalued and incompetent as a therapist, impatience, feeling exploited, feeling
inhibited and fearful of offending the patient, boredom, contempt, loss of control and
subjugation. On the other hand, one may also feel idealization and admiration of the patient
(Pincus 2014, Gabbard 2009).
Finally, it is important to recognize and address accompanying and potentially complicating,
psychological factors. The psychological factors: shame, perfectionism and aggression, are
thoroughly described in previous sections. There seems to be consensus
about these psychological factors being common, and important to consider in depressed
patients with narcissistic disturbances. The recognition and adequate management of these
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factors is important for acquiring a positive treatment response, and to maintain a long-time
remission of depression.
In summary the most important considerations are: the recognition of the underlying
narcissistic pathology, the adequate management of narcissistic resistance, building an
alliance with the patient, and adequately managing specific transferences and
countertransferences occurring in therapy.

5. Methodological considerations
5.1 Strengths
The study was performed using a clinical sample. As many previous studies regarding
narcissism, are performed using college students, results collected from a clinical sample, is
thought to be more generalizable to a clinical setting. This naturalistic setting provides a
realistic picture of the clinical conditions and reality, that both patient sand clinician may
encounter.
The results were obtained using a combination of self-report instruments and clinical
interview. This is considered a strength, as interpreting the results, considering both types of
instruments, reduces the risk of interview-bias or report-bias as well as mono-method bias.
The interviewer, the first author, is a trained Psychiatrist and Group Analyst, with
approximately 15 years of clinical experience in Psychiatry. This clinical experience can be
considered a strength.
5.2 Limitations
5.2.1 Study design

The present study was performed using a cross-sectional design. When assessing personality
disorders, one single measurement can be inconclusive, as it not known whether the result is
showing a current state, or a more stable trait. Theories on the state-trait problem in
personality assessment, consider that, when the patient is in a dysphoric or depressed state,
there might be an answer bias, distorting the result. Follow-up studies can sometimes show
less pathological personality traits, if the patient is no longer depressed (Loranger 1991,
Hirschfeld 1983).
A second measure after completing treatment, may have showed a different result regarding
narcissistic features, but such an investigation was beyond the scope of this study.
5.2.2 Sample size

The sample size was relatively small. Even if results are thought to be valid using the present
sample size, a large sample size, for even more accurate results, would be preferred.
5.2.3 Psychometric instruments

Translation into Danish:
PID-5, LPFS, SCID-5-PD-Q, SCID-5-PD, M.I.N.I., BDI-II and BPAQ, already existed in a
Danish version. The translations are considered to be valid.
PNI, ISS and MPS, were translated into Danish. Translation was performed using the
following procedure:
Translation from English to Danish was performed independently by 2 authors.
Subsequently a consensus translation was performed by the two. Backtranslation into
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English was performed by a blinded, 3rd author. The backtranslation was reviewed and
approved by the original author.
Even if this procedure is recognized by other researchers, translation of psychometric
instruments will always pose a challenge (Simonsen 1990).
To capture the essence of psychopathology, one must always consider the cultural frame and
conditioning of the respondent. Even if an instrument is translated correctly, according to
linguistic standards, the semantic content may not be conveyed. The questions of the
respective instrument items may not capture the nuances in the language contributing to
accurate understanding of the items. Cultural difference may therefore not be accounted for.
Self-report measures
The use of self-report measures to capture narcissistic features have been discussed. Some
argue that the person is not aware of the narcissistic pathology and is not able to report it.
When comparing informant and patients’ answers, one found, that informants reported
higher rates of narcissistic pathology (Cooper 2012, Pincus 2010, Russ 2008).
However, these considerations were made, looking at patients displaying predominantly
grandiose features of narcissistic pathology. If the patient displays predominantly vulnerable
features, they may be more inclined to report psychopathological symptoms (Oltmann 1998,
Peselow 1992, Riso 1994, Dowson 1992).
5.2.4 Reliability

The main limitation of the study is that all interviews were performed by the same person,
the first author. There is therefore a risk of interviewer bias.
Regarding SCID interview before inclusion: The interviewer was blinded as to which group
the patient was expected to belong to, according to screening results.
In the pilot study, inter-rater reliability was performed. The primary interviewer showed an
ICC of 0.88.
The original proposal for the investigation suggested the use of more interviewers. However,
due to practical, structural and economic considerations, it was not possible to implement
this structure.
Regarding the NDDS: In this study, only one clinician, the first author, performed the rating.
Practical and economic considerations did not allow for a second rating by another clinician,
to assess inter-rater reliability. This may have resulted in interviewer bias.
However, before performing the interview I was blinded, regarding which group the patients
belonged to.
NDDS does not contain structured preconceived questions. It contains 10 items., and each
item contains a description of the specific depressive symptoms. There is a guide as to how
the clinician should rate the patient. This lack of clear operationalization of the instrument,
makes it less user friendly, and may result in low reliability.
Therefore, I constructed an interview manual with specific questions for each item, to ensure
all relevant areas were considered and accounted for. For instance, Item 3, regarding the
quality of depression, contained questions about neurovegetative symptoms, such as sleep,
appetite, libido, concentration and memory.
Reliability for SCID-5-AMPD-1, LPFS was found to be high, 0.93.
However, it is my impression that performing the interview requires clinical experience and
previous training in interview technique. The participants found many of the questions
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difficult, vague and impenetrable, and the execution required a lot of explanations, offering
examples to guide the patient. With the appropriate conditions, allowing for the time, and an
experienced clinician, the LPFS interview could be a very useful clinical tool.

6. Conclusion
In conclusion, I will summarize the finding and results of this study, considering the
strengths and limitations of the study.
Examination of the existing literature regarding narcissism, supports the notion, that the core
of the narcissistic disturbances, is an inability to regulate self-esteem. This is understood as
arising from the identity being structured around a false, grandiose self-image.
Narcissistic pathology can manifest in two distinct ways: as grandiose narcissism, or as
vulnerable/hypersensitive narcissism, and these two forms can be expressed both in overt
and covert ways.
Depressive states often occur in these patients, and even if the symptoms initially may
resemble major depression, on closer examination, one will discover that they manifest a
specific pattern of symptoms, often described as characterological depression.
The overall aims of the present study were
•
•
•

To describe narcissistic pathology and patterns of depressive symptoms
To identify and measure the occurrence of psychological factors: shame,
perfectionism and aggression, that may serve as predisposing factors for depression.
To perform a review of the existing literature regarding treatment of depressive
symptoms in patients with narcissistic disturbances

Detailed description of the interpretations can be found in the section containing the
discussion and describing clinical implications.
The following conclusions can be made:
1. The Alternative Model of Personality Disorders, AMPD, showed that the global level
of personality functioning in the NPD group, was between 2-3. The personality trait
profile showed a mix of both grandiose and vulnerable narcissistic features, with a
predominance of vulnerable features.
2. Depressed patients with NPD, generally display vulnerable narcissistic features,
accompanied by low self-esteem. Pathological Narcissism Inventory, PNI, is a
clinically useful instrument for identifying and measuring narcissistic pathology
3. Newcastle Diagnostic Depression Scale was found to be a good clinical instrument
for differentiating forms of depression and identifying characterologically based
depression.
4. Shame is very elevated in depressed patients with NPD, and moderately elevated in
depressed patients without PD.
5. Self-esteem is low both in depressed patients with NPD and without PD. Self-esteem
is significantly lower in depressed patients with NPD.
6. Perfectionism, in the form of self-oriented and socially prescribed perfectionism, is
elevated and may be a common trait in patients with NPD.
7. Aggression is elevated in patients with NPD, in the form of Physical aggression,
Verbal aggression, Hostility and Anger.
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8. There seems to be significant association between shame, aggression and
perfectionism in patients with NPD, as these psychological factors may represent
core affects in these patients
9. Shame, aggression and perfectionism may be predisposing factors for depression, in
patients with NPD
10. Positive treatment response, to psychotherapeutic treatment of depressive symptoms
in patients with narcissistic disturbances, require adequate knowledge of and
management of: different manifestations of narcissistic pathology, recognition of
underlying narcissistic pathology, specific complicating factors during assessment
and treatment, adequately addressing common psychological factors and adequately
dealing with specific transferences and countertransferences.

7. Implications for treatment and further research
7.1 Assessment and Clinical Utility
The present study was performed using a clinical sample. This makes the results
generalizable for a similar clinical sample. The present study was not very costly, and
required an estimated time of 3-4 hours, for the participants. The study will therefore be
replicable. In the following I will consider implications of the present study for other
clinicians and researchers.
The Alternative Model of Personality Disorders
The AMPD was found to be a useful clinical tool both in assessing the global level of
personality functioning and in order to create a nuanced personality profile, in order to better
understand the specific pathology of a patient.
Newcastle Diagnostic Depression Scale
NDDS was found to be a very useful instrument to differentiate and identify patients with
characterological depression. It is my impression that the interview is of great clinical value,
as recognizing personality pathology in depressed patients is a frequently encountered
challenge. However, applying the instrument does, in my opinion, require a certain amount
of knowledge of depressive symptomatology and clinical interview experience. The
instrument lacks a little utility, as it is not operationalized with preconceived questions.
Pathological Narcissism Inventory
PNI was found to be a good instrument for measuring narcissistic pathology, as it generates
measures of both grandiose and vulnerable narcissism. As vulnerable narcissism is
frequently manifested in Scandinavian patients, and especially in patients with depressive
symptoms, this is a good instrument to illuminate this. The instrument has a good Danish
translation and contains 52 items. It is therefore easy to administer and to score.

Assessment of Shame, Perfectionism and Aggression
Shame and aggression seem to be prominent affects in narcissistic patients. Identification of
these affects using the Internalized Shame Scale and The Buss Perry Aggression
Questionnaire could be useful for the clinician. Perfectionism was seen as a tendency, and
the Multidimensional Perfectionism Scale was not found to be accurate in measuring
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different forms of perfectionism these patients. Based on this, less emphasis should be put on
the identification of perfectionisms.
Being aware of the importance of shame and aggression, is considered to have an important
clinical value, as overlooking this, may cause premature termination of treatment.
Psychotherapeutic treatment of depression in patients with NPD
Shame and aggression are common affects in patient with NPD and may be precipitation
factors for depression. To achieve a good treatment response, it is important to address these
factors adequately. Shame and aggression are relevant themes to address during therapy.
Also, adequate knowledge of the various manifestations of narcissism, is necessary in order
to address this pathology during treatment. This thesis offers a nuances description of
narcissistic pathology, as it is presented in the Scandinavian, out-patient population. This
may be of great clinical utility to other therapists, as there are specific challenges related to
this group of patients.
7.3 Further research
Taking the results from the present study into consideration, the following areas require
more attention.
It would be good to repeat the study, using a larger patient population, to see if the results
remain unchanged. Other types of personality disorders could be investigated to determine if
they also display the same patterns of shame, aggression and perfectionism.
The study is inconclusive regarding the occurrence of perfectionism and perfectionistic traits
in patients with NPD. Therefore, further research, either collecting more data applying MPS,
or investigating perfectionism using other instruments, could illuminate this area.
The Newcastle Diagnostic Depression Scale could be an instrument with good clinical
utility. Assessment of this would require further research. Further studies should be
performed, to assess inter-rater reliability, and also a more operationalized version of the
interview would be preferred. Further studies could create an interview manual.
Also, it would be of great clinical utility to apply NDDS to patients with other types of
personality disorders.
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Concluding remarks
When trying to reach a conclusion, by gathering the observations from this study and all the
previous knowledge on the subject, it is compelling to yet again return to the Greek myth of
Narcissus and Echo. When conjuring up the image of the incredibly beautiful, young and
vital Narcissus, passionate and full of longing for the perfect union in love, yet slowly
wilting away at the shore of the forest lake, one is filled with empathic sadness and remorse.
The picture of the life-force gradually being drained from Narcissus, makes the internal
suffering of the narcissist, tangible. To fully understand the core of the narcissistic
conditions, it seems paramount to resonate with, and appreciate the immense loneliness
implicit in never being able to commit to reciprocal relationships. On the surface, what is
imminent is the results of the faulty self-esteem regulation, the boastful, self-sufficient and
exhibitionistic appearance. But when looking a little closer, within the confined and safe
space of psychotherapy, one will discover the insecure, anxious, childlike person, who is
struggling to become at peace with himself and find his place in the world. The narcissistic
individual is always afraid, that when trying to peek inside, or even taking a closer look, in
the mirror of confession, he might indeed find, that in fact there is nothing there. Like
Narcissus at the lake, he might be grasping at an ephemeral illusion. Only by embracing and
accepting this insecurity, and by containing the innate shame and aggression, and also
recognizing the suppressed anxiety of never attaining a firm and stable core, one may be able
to assist the narcissist on his journey towards a cohesive, content sense of himself.
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Summary English
Background
Narcissistic disturbances and Narcissistic Personality Disorder can be understood as a
pervasive inability of self-esteem regulation. This arises from identity being structured
around a false, grandiose self-image. Narcissistic pathology can manifest in two distinct
ways, as grandiose or vulnerable narcissism. Both grandiose and vulnerable features can be
expressed in overt or covert ways. Patients with Narcissistic Personality Disorder often
develop depressive symptoms, as a result of inadequate intrapsychic affect regulation and
interpersonal difficulties. Psychological affects such as shame and aggression, and
perfectionistic traits are considered to be prominent in these patients and may act as
predisposing factors for developing depression. Depressive states in these patients may
initially resemble major depression, but upon closer examination, the pattern of symptoms is
often found to be consistent with characterologically based dysthymic reactions, also called
characterological depression.
Objectives
The aims of the present study were to describe narcissistic pathology, using the Alternative
Model for Personality Disorders for DSM-5, and to identify the pattern of depressive
symptoms in these patients. Furthermore, the study aimed to measure the occurrence of
shame, aggression and perfectionism, that are important affects and traits in these patients.
Lastly, the aim was to make a review of the literature, regarding therapeutic treatment of
depressive symptoms, in patients with narcissistic disturbances.
Method
A cross-sectional investigation was performed at the Psychiatric Out-Patients Clinics for
Non-Psychotic Disorders, Holbæk and Slagelse, Region Zealand, Denmark. Referred
patients were screened using SCID-5-PD-Q and BDI-II. Patients eligible for inclusion were
interviewed using SCID-5-PD and M.I.N.I. Included patients were interviewed using Levels
of Personality Functioning Scale and Newcastle Diagnostic Depression Scale. They also
completed the following self-report measures: PID-5, Pathological Narcissism Inventory,
Internalized Shame Scale, Multidimensional Perfectionism Scale and Buss Perry Aggression
Questionnaire. Patients were divided into two groups: Depressed patients with Narcissistic
Personality Disorder and Depressed patients without Personality Disorder.
Results and conclusions
Results were obtained comparing the two groups and looking for correlations between the
different measures.
There were significant differences between the two groups on almost all measured
parameters, and the following conclusions were made:
The Alternative Model of Personality Disorders, AMPD, was not found to be a very accurate
instrument for identifying NPD, in this patient sample. The instrument can be used to create
an individual map of personality traits, that may be useful during treatment.
The Newcastle Diagnostic Depression Scale was found to clearly differentiate the two
groups, and is useful for identifying characterological depression, in this groups of patients.
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Patients with NPD and depression, generally display vulnerable narcissistic features,
accompanied by low self-esteem. Pathological Narcissism Inventory, PNI, is a good
instrument for measuring narcissistic pathology in this group of patients
Shame is elevated in patients with NPD. Perfectionism may be a common trait in patients
with NPD. Aggression is elevated in patients with NPD, manifesting as physical aggression,
verbal aggression, hostility and anger.
There seems to be a significant interplay between shame, aggression and perfectionism in
patients with NPD, as these psychological factors may represent core affects in these patients
Shame, aggression and perfectionism may pose as precipitation factors, prompting
development of depression in patients with NPD
The review identified the following aspects to be central in the psychotherapeutic treatment
of depressive symptoms in patients with narcissistic disturbances:
Adequate knowledge of narcissistic pathology and it’s manifestations, is essential for
recognizing the narcissistic pathology as being the cause of depressive symptoms.
Adequate management of narcissistic defenses and psychological factors as shame,
aggression and perfectionism is essential for building an alliance.
The stable alliance is important in order to prevent premature termination of treatment and
achieving positive treatment results.
Therapeutic treatment requires adequate knowledge and management of specific
transferences and counter transferences occurring during therapy.
Perspectives
The present study yielded useful, replicable and generalizable, clinical information regarding
narcissistic pathology, characterological depression and the occurrence of shame, aggression
and perfectionism in these patients. The review outlined different method for threating these
patients. Gaining more accurate and detailed knowledge in this area, call for further research
regarding the alternative model for personality Disorder and the Newcastle Diagnostic
Depression Scale.
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Resume Dansk
Baggrund
Narcissistiske forstyrrelser og Narcissistisk Personlighedsforstyrrelse kan forstås som en
gennemgående, manglende evne til at regulere selvfølelsen. Dette opstår med baggrund i
identitetens opbygning omkring et falskt, grandiost selv-billede. Narcissistisk patologi kan
manifestere sig på to måder, som grandios narcissisme eller som sårbar narcissisme. Både
grandiose og sårbare manifestationer kan udtrykke sig på åbenlyse og på skjulte måder.
Patienter med Narcissistisk Personligheds Forstyrrelse udvikler ofte depressive symptomer,
som et resultat af mangelfuld intrapsykisk regulering af følelser og interpersonelle
vanskeligheder. Psykologiske faktorer som skam og aggression samt personlighedstræk som
perfektionisme regnes for at være fremtrædende hos disse patienter, og kan muligvis udgøre
prædisponerende faktorer fora t udvikle depression. Depressive tilstande hos disse patienter
kan umiddelbart ligne depression, men ved nærmere undersøgelse vil man finde at
sammensætning og karakteren af de depressive symptomer, er samsvarende med
karakterologiske baseret dysthyme reaktioner, også kaldt karakterologisk depression.
Formål
Formålene med den aktuelle undersøgelse var at beskrive den narcissistiske patologi, ved at
benytte den Alternative Model for Personlighedsforstyrrelser for DSM-5, og at identificere
mønstre af depressive symptomer, i disse patienter. Yderligere, var formålet med
undersøgelsen at måle forekomsten af skam, aggression og perfektionisme, da disse vurderes
at udgøre vigtige følelser og træk hos disse patienter, og muligvis er disponerende faktorer
for udvikling af depression. Til sidst, var formålet at udføre et review studie af litteraturen,
angående den psykoterapeutiske behandling af depressive symptomer hos patienter med
narcissistiske forstyrrelser.
Metode
Et tværsnitsstudie blev gennemført ved Psykiatrisk Klinik Holbæk og Slagelse, Region
Sjælland, Danmark. Patienter henvist til behandling blev screenet med SCID-5-PD-Q og
BDI-II. Patienter der kvalificerede til inklusion, blev interviewet med SCID-5-PD og
M.I.N.I. Inkluderede patienter blev interviewet med Levels of Personality Functioning Scale
and Newcastle Diagnostic Depression Scale. Yderligere gennemførte de følgende selvrapporterings skalaer: PID-5, Pathological Narcissism Inventory, Internalized Shame Scale,
Multidimensional Perfectionism Scale and Buss Perry Aggression Questionnaire. Patienterne
blev opdelt i to grupper: Deprimerede patienter med Narcissistisk Personlighedsforstyrrelse
og deprimerede patienter uden Personlighedsforstyrrelse.
Resultater og Konklusion
Resultaterne blev opnået ved at sammenligne de to grupper og ved at undersøge for
korrelationer mellem de forskellige mål.
Der var signifikant forskel mellem de to grupper i forhold til næsten alle mål, og resultaterne
afstedkom de følgende konklusioner:
Den Alternative Model for Personlighedsforstyrrelser, var ikke et nøjagtigt instrument til at
identificere Narcissistisk personlighedsforstyrrelse, i denne patientgruppe. Instrumentet kan
dog benyttes til at lave et individuelt kort over psykopatologi, som kan være anvendeligt
under behandlingsforløbet.
Newcastle Diagnostic Depression Scale var et godt instrument til at adskille de to grupper,
og er nyttigt for at kunne genkende karakterologisk depression, i denne patientgruppe.
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Patienter med Narcissistisk Personlighedsforstyrrelse og depression, udviser generelt
overvejende sårbare narcissistiske træk, ledsaget af lavt selvværd. Pathological Narcissism
Inventory, PNI, er et godt instrument til at måle narcissistisk patologi i denne patientgruppe.
Der ses forhøjede niveauer af skam i patienter med NPD. Perfektionisme er muligvis et
almindelig træk hos patienter med NPD. Der ses forhøjede niveauer af aggression hos
patienter med NPD, som kan manifestere sig i form af, fysisk aggression, verbal aggression,
fjendtlighed og vrede
Der ser ud til at være et betydeligt samspil mellem skam, aggression og perfektionisme i
patienter med NPD, og disse psykologiske faktorer udgør muligvis kerne-følelser i denne
patientgruppe. Skam, aggression og perfektionisme kan være disponerende faktorer for
udviklingen af depression i patienter med NPD.
Reviewet identificerede de følgende aspekter som værende centrale ved den
psykoterapeutiske behandling af narcissistiske forstyrrelser:
Tilstrækkelig viden om narcissistisk psykopatologi og dens forskellige manifestationer, er
afgørende for at genkende den narcissistiske patologi som er årsagen til de depressive
symptomer.
Tilstrækkelig håndtering af narcissistiske forsvarsmetoder, samt psykologiske faktorer som
skam, aggression og perfektionisme, er afgørende for at kunne opnå en behandlings alliance.
En stabil behandlings alliance er vigtig for at undgå præmatur afslutning af behandlingen, og
for at opnå gode behandlingsresultater.
Terapeutisk behandling kræver tilstrækkelig viden om og håndtering af særlige former for
overføring og modoverføring som opstår under terapien.
Perspektiver
Dette studie bidrager med nyttig, replicerbar og generaliserbar, klinisk viden om narcissistisk
patologi, karakterologisk depression samt forekomsten af skam, aggression og
perfektionisme hos disse patienter. Reviewet giver et overblik over de forskellige
terapeutiske metoder for disse patienter. Mere forskning er påkrævet for at få mere nøjagtig
viden på dette område, i sær hvad angår den Alternative Model for
Personlighedsforstyrrelser, samt Newcastle Diagnostic Depression Scale.
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Abstract
Background: A hybrid model for identifying and diagnosing Narcissistic Personality
Disorder (NPD) has been proposed in DSM-5 Section III. The Alternative Model for
Personality Disorders (AMPD) is comprised of Criterion A, assessing the level of
personality functioning and Criterion B, assessing personality traits. Narcissistic pathology
manifests both as grandiose and vulnerable features, and the Pathological Narcissism
Inventory (PNI) provides a nuances profile of the distribution of these features. The aim of
this study was to compare measures of narcissistic pathology according to AMPD and PNI,
and to describe the predominant manifestations of narcissistic pathology in the study
population.
Method: Patients were assessed using SCID-AMPD Module 1 and Module 2, and PNI. Two
groups of depressed patients were compared, one with NPD and one without Personality
Disorder.
Results: There was a significant difference in the manifestation of narcissistic pathology
between the two groups. SCID-AMPD Module 1 showed a level of personality functioning
consistent with findings in previous studies. Module 2 showed a less accurate profile of
traits, with an overweight of traits considered to reflect vulnerable narcissistic functioning.
Results regarding PNI also showed a predominance of vulnerable features. Correlations
between SCID-AMPD Module 2 and PNI showed strongest correlation between vulnerable
narcissistic traits and features. The presentation of vulnerable pathology could be due to the
patient sample suffering from depression.
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Introduction
Models and Measures of Narcissistic Personality Pathology
The diagnostic construct for Narcissistic Personality Disorder (NPD) has been revised a
number of times, and because of low validity of the categorical NPD construct, a
dimensional model of NPD has been included in the Alternative Model of Personality
Disorders (AMPD) in DSM-5 Section III (Krueger et al. 2011, Bender et al. 2011, Bach et
al. 2015, Roepke & Vater 2014, Wright et al. 2012). The AMPD model assesses personality
pathology in terms of personality functioning (Criterion A) and personality traits (Criterion
B). Personality functioning is assessed through a clinical interview and includes selffunctioning (identity and self-direction) and interpersonal functioning (empathy and
intimacy). Personality traits may be assessed by informant or self-report measures as well as
structured interview, and includes 5 trait domains and 25 trait facets (Bender et al. 2011,
Bach et al. 2015, Waugh et al. 2017, Skodol et al. 2015). The clinical impression of NPD
goes beyond the features of NPD outlined in DSM-5 Section II (Wright et al. 2016). As only
few instruments are thought to capture narcissistic pathology, in the way it is observed in a
clinical treatment setting, instruments such as Pathological Narcissism Inventory (PNI) have
been developed (Pincus et al. 2009). Narcissistic pathology is thought to involve aspects of
both grandiosity and vulnerability, and pathology manifesting in these patients may oscillate
between these two poles (Miller et al. 2013). Narcissistic grandiosity and vulnerability can
each manifest both in overt and covert ways (Pincus 2011). Narcissistic vulnerability can be
understood as being centered around the same core disturbance: the inability to regulate
emotions, which in turn is caused by the organization of the personality around a false
grandiose self. If narcissistic patients are suffering from depression, vulnerable features are
often more prominent (Wright et al. 2013, Skodol et al. 2014, Ronningstam 2010).
The AMPD hybrid model highlights two trait facets (i.e., Criterion B) from the Antagonism
domain as being central for describing grandiose narcissism: Grandiosity and Attention
Seeking (Wright et al. 2013, Skodol et al. 2014). Other trait facets that may have
considerable association to narcissistic grandiosity are: Deceitfulness, Manipulativeness,
Hostility, Callousness, Suspiciousness, and Perceptual Dysregulation. Criterion B focuses
mostly on grandiose narcissistic pathology, in the proposed hybrid model. However, on the
other hand narcissistic vulnerability can be captured through the functional impairments
described in Criterion A, and also seems to be expressed through elevated scores on the
Negative Affectivity, Detachment, Disinhibition, and Psychoticism domains, and the facets
Depressivity and Anxiousness (Watters et al. 2018, Miller et al. 2013, Bender 2012, Wright
et al. 2013, Skodol et al. 2014).
Aims of the Study
The aims of the present study were to investigate differences between depressed patients
with NPD and depressed patients without PD in terms of AMPD features (Criteria A and B),
and to describe narcissistic pathology according to AMPD when comparing to PNI.
Method
Participants
The present study was a cross sectional study investigating two groups of depressed
patients, one with no PD and one with NPD. The clinical sample was drawn from two
psychiatric outpatient clinics for non-psychotic disorders in Denmark. Participants were
informed that they were participating in a study assessing depressive symptoms as well as
personality dysfunction and traits. Participants were informed that results would be used for
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research purposes only, and that results would not be recorded in the patient file, and
therefore it did not affect their planned course of treatment. All participants committed a
written consent form. Patients did not receive any form of reimbursement. All datacollection was completed before commencing treatment. The study was approved by the
Danish Data Agency.
Measures
Structural Clinical Interview for DSM-5 Personality Disorder Questionnaire (SCID5-SPQ), is a 119 item self-report scale, with a yes or no answer. It assesses the possible
presence of personality disorders, which can be further assesses by Structural Clinical
Interview for DSM-5 Personality Disorder SCID-5-PD interview (SCID-5-PD). SCID-5-PD
is a 119 question, interview based semi-structured interview, used to diagnose PDs according
to DSM-5 Section II (Rogers 2003, APA 2013).
Mini International Neuropsychiatric Interview (M.I.N.I.), is a short structured
diagnostic interview, for DSM-IV and ICD-10 psychiatric disorders. It includes 15 domains
of mental disorders. The instrument has been found to provide valid and reliable diagnoses
(Sheehan et al. 1998).
Beck Depression Inventory II, (BDI-II) is a 21-item self-report inventory used for
measuring the severity of depression. Each item is scored on a 4-point Likert scale, ranging
from 0 to 3. Higher scores indicate more severe depressive symptoms (Beck et al. 1988,
Storch 2004 et al.).
Personality Inventory for DSM-5 (PID-5; Krueger et al., 2012) is a 220 item selfreport instrument on a 4-point Likert scale ranging from 0 (Very False or Often False) to 3
(Very True or Often True). PID-5 includes 25 trait facets, that are organized into 5 trait
domains (Krueger et al., 2012). Narcissistic features have been found to be adequately
captured by the PID-5 trait facets of Grandiosity and Attention Seeking (Watters et al. 2018,
Wright et al. 2013). The psychometric properties of the Danish version of PID-5 have been
verified in terms of internal consistency, item-discrimination and replication of the higher
order five factor structure (Bo et al. 2016) and relevant continuity with DSM-5 Section II
PDs, including Narcissistic PD (Bach et al. 2017). In the present study, the Cronbach’s alfa
coefficients showed adequate internal consistency for all the facets, ranging from 0.79 to
0.93.
SCID-5-AMPD Module I was used to operationalize the Criterion A of the DSM-5
AMPD (i.e., LPFS). SCID-5-AMPD Module I, is a semi-structured interview, reflecting a
core dimension of personality pathology, assessing impairments in the capacities of self- and
interpersonal functioning. It contains 12 questions, 3 for each of the 4 domains. Identity and
Self-direction provide measures of self-functioning, and Empathy and Intimacy provide
measures of interpersonal-functioning. Each question is rated from 0 to 4 (i.e., none, some,
moderate, severe and extreme impairment). In order to meet the Criterion A threshold for a
PD diagnosis, at least 2 of the 4 domains must be rated at level 2 or higher (Bender et al.
2011, Morey et al. 2011). LPFS has exhibited acceptable reliability (Zimmermann et al.
2015, Buer Christensen et al. 2018). Inter-rater reliability for the present study was examined
by two independent raters of video-recorded interviews. A total of 45 interviews were rated
by 3 raters. Results showed acceptable inter-rater reliability. Intra Class Correlations (ICC)
was found to be .93 for the total sum. ICC for the domains was: Identity .88, Self-direction
.91, Empathy .92, and Intimacy .91.
Pathological Narcissism Inventory (PNI), is a 52-item self-report questionnaire on a
6-point Likert scale, rated from 0 to 5. The PNI yields two domains determined by the
average of specific subdomains: The Grandiosity domain includes: Exploitativeness,
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Grandiose Fantasy and Self-Sacrificing Self-Enhancement. The Vulnerability domain
includes: Contingent Self-esteem, Hiding the Self, Devaluing and Entitlement Rage (Pincus
et al. 2009, Pincus et al. 2013, Wright et al. 2010). In the present study, the Cronbach’s alfa
coefficients for PNI indicated an adequate internal consistency for all the subscales, ranging
from .79 to .88.
Procedure
All patients clinically referred for treatment at the clinics between 01.08.2017 and
01.05.2018 were screened using SCID-5-PD-Q and BDI-II. Participants were selected
according to screening results and invited to participate in the study. Patients eligible for
inclusion were interviewed by a trained psychiatrist (first author) using M.I.N.I. and SCID-5PD. All included participants were administered the PID-5, PNI and SCID-AMPD Module I.
The inclusion criteria were: BDI-II>13, and Narcissistic Personality Disorder (NPD) or no
Personality Disorder (No PD). Exclusion criteria were: other mental disorder assessed by
M.I.N.I, and/or personality disorder other than NPD.
Statistical Analysis
To examine between-group differences, independent t-test was employed, while
performing a bootstrap of 10,000 to adjust for skewed distribution. To test for differences in
educational level, employment status and relationship status, and chi-square tests were used.
Linear regression was performed to correct for possible confounding factors: age, gender,
relationship status, educational level, employment status, BDI-II scores and BPD Criterion
count scores. Bonferroni correction was performed. Logistic regression was performed. PNI,
and SCID-AMPD Module I, were included as dependent variables. The grouping variable of
NPD vs No PD served as the binary predictor variable. ICC estimates for LPFS were
calculated based on a mean-rating (K=3), absolute agreement, 2-way mixed-effects model.
Statistical analyses were performed using the Statistical Package for the Social SciencesVersion 25.0 (SPSS, Inc., Chicago, USA).
Results
Sample characteristics
The response-rate for the SCID-5-SPQ screening was 54% of the total number of
referred patients. There were 157 patients found eligible for inclusion of which 40 patients
were excluded for the following reasons: 1 not having sufficient Danish language skills, 2
having another mental disorder, 4 not fulfilling criterion for NPD, 18 having other dominant
personality disorder and 15 not wishing to participate. The final sample consisted of 117
patients, 56 in the No PD group, and 61 in the NPD group. This number of patients
completed the interview. The number of participants completing PID-5 and PNI are noted in
the tables 2, 3, and 4. All participants were Caucasian with good Danish language skills.
There was no significant difference in gender distribution between the groups (x2
=
.03, p=.85). In the No PD group 85.7% were female, and in the NPD group 86.9% were
female. There was a significant difference in age, the No PD group being older. Mean age in
the No PD group was 41.2 years (SD 13.5), and 32.5 (SD 11.0) in the NPD group, (t=3.81,
p=.00). There was a significant difference in relationship status, 69.6% being in a
relationship in the No PD group and 49.2% in the NPD group (x2=5.05 p=.03). There was a
significant difference in employment status between the two groups. In the No PD group
10.7% were unemployed, 55.4% on sick leave, 10.7% on disability pension, 1.8% om
disability employment, 1.8% retired and 19.6% employed. In the NPD group 19.7% were
unemployed, 49.2% were on sick leave, 3.3% were on disability pension, 9.8% were on
disability employment, 0% retired and 18% employed (x2=12.38 p=.05). Regarding
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educational level, there was a significant difference, the No PD group having higher level of
education (x2 14.23, p=.01). When correcting for demographic factors, the results remained
unchanged.
Mean BDI-II scores were 29.2 (SD 10.4) in the No PD group and 33.2 (SD 11.0) in
the NPD group (t=2.04, p=.04). Both groups being at the level of severe depression.
Mean SCID-5 NPD Criterion count was 6.8 in the NPD group (S.D. 1.36) and .34
(S.D. .64) in the No PD group.
For the SCID-AMPD Module I, results showed a significant group difference in
terms of global level of personality functioning, and within all four subdomains. Descriptive
statistics and Cohen’s d effects sizes are reported in Table 1. SCID-AMPD Module I was
found to be a good predictor of personality pathology.
Results for the PID-5 showed significant differences between the two groups for all
five domains. Means and Cohen’s effect size can be found in Table 2. Regarding the facets,
there was a significant difference between the groups in almost all the facets. Of particular
interest are the facets expected to show high scores in the NPD group: Grandiosity, Attention
Seeking, Manipulativeness, Deceitfulness and Callousness were all significantly different to
the level of p=.00. Mean scores and Cohens effects size can be found in table 3.
The results for PNI showed a significant difference between the two groups for the
total score, the grandiosity and vulnerability dimensions, as well as for all the PNI subscales.
The subdomains: contingent self-esteem, exploitativeness, grandiose fantasy, devaluing and
entitlement rage showed a p value of .00. The Cohen’s d effect size was large. Mean scores
and Cohen’s d effect estimates are presented in Table 4.
Correlations of PID-5 domains and facets with PNI domain scores were investigated,
to assess whether PID-5 accurately measures the narcissistic pathology. Results can be found
in table 5.
Discussion
The aims of the present study were in a clinical sample to investigate differences between
depressed patients with NPD and without PD in terms of AMPD features (Criteria A and B),
and to describe narcissistic pathology according to AMPD when comparing to PNI.
The sample is considered to be representative of this particular patient group in this kind of
clinical setting. Corrections were made for age, gender, relational status, employment status
and educational level, and did not change the results.
SCID-AMPD Module I was found to yield consistent results regarding the Level of
Personality Functioning. The results for Criterion A were in line with previous theories
regarding the Level of Personality Functioning, in patients with NPD (Bender 2012, Wright
et al. 2013, Skodol et al. 2014). SCID-5-AMPD Module I yielded a mean global value of 2.7
in the NPD group, and 0.7 in the No PD group. There was a significant difference between
the groups. Patients with NPD are generally expected to score at least 2 on average. All four
subdomains had a mean score above 2, and hence fulfilled the general criteria for a PD.
SCID-5-AMPD Module I was found to be a good predictor of personality pathology. This
indicates that SCID-AMPD Module 1 has good clinical utility.
The findings indicate that narcissistic pathology can be captured by applying the AMPD, but
this group of patients exhibited predominantly vulnerable narcissistic pathology. When
comparing the PID-5 scores with PNI scores, strong correlations were found between both
grandiose and vulnerable domain of the PNI, but the mean scores for PNI domains indicated
an overweight of vulnerable narcissistic features. This may explain the unexpected low
scores on the grandiosity facet of the PID-5.

111

PID-5 as a measure of Criterion B traits showed a less accurate trait profile according to the
composition in the proposed AMPD hybrid model for NPD. The NPD group had
significantly higher scores on all expected trait facets, but also for many other trait facets,
that have not been previously described as being included in the narcissistic pathology. The
NPD subgroup yielded a higher score for the Negative Affectivity domain than for the
Antagonism domain. The facets of Depressivity and Anxiousness were also elevated. This
could be explained by the fact that participants in the NPD group had a higher PNI score on
Vulnerable Narcissism (VN) than for Grandiose Narcissism (GN). Accordingly, features of
Negative Affectivity are thought to reflect the vulnerable aspects of narcissism. When
considering the facets expected to express the presence of GN: Attention Seeking,
Grandiosity, Hostility, Callousness, Deceitfulness, and Manipulativeness, they were all
significantly different from the No PD group, but mean scores ranged from 0.7 to 1.6,
Grandiosity being low, and Hostility being high. The trait facets of Emotional Lability and
Anhedonia were also high in the NPD group.
When comparing these findings with the PNI scores, the NPD sample had a higher mean
score for VN (3.0) than for GN (2.8). There was a significant difference between the groups
between all the subdomains. When looking at the correlations between the PNI domains and
subdomains, and the PID-5 facets, there were strong and significant correlations between
both GN and VN and the following facets: Attention Seeking, Callousness, Hostility,
Deceitfulness, Manipulativeness, Irresponsibility, Impulsivity, Suspiciousness and
Eccentricity. The highest correlation of the whole sample was between Grandiose
Narcissism and Attention Seeking. Correlations between GN and VN and grandiosity were
significant but lower 0.42 and 0.30 respectively. These results are consistent with finding
from previous studies (Wright et al 2013).
In summary, there was a significant difference between the groups in personality pathology,
and narcissistic pathology. The narcissistic pathology was clearly captured by the SCIDAMPD Module 1, and the PNI. However, when applying the AMPD hybrid model to this
sample, the findings showed that it may be difficult using it to establish an NPD diagnosis.
The AMPD hybrid model for NPD largely recognizes grandiose narcissistic features, and
this sample manifested predominantly vulnerable narcissistic features. The participant all
suffered from depression, which may be an explanation of the predominance of vulnerable
narcissistic traits. In this study the narcissistic pathology seemed to be captured more
accurately using PNI, which encompasses both grandiose and vulnerable features. The
strength of the study is that it is performed on a clinical sample, giving it high clinical utility
in a similar clinical setting. The primary limitation of this study is the relatively small
sample size, which calls for further research using a similar study design in a larger study
population.
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Table 1: SCID-5-AMPD Module I

SCIDAMPD
Module I
Global Score
Identity
SelfDirection
Empathy
Intimacy

NO PD
(N=56)

NPD
(N=61)

Mean (SD)

Mean (SD)

t

p

Cohens
effect

.7 (.4)
.8 (.5)

2.7 (.6)
2.6 (.6)

-20.88
-18.81

.00**
.00**

3.9
3.3

.8 (.5)

2.6 (.6)

-18.81

.00**

3.3

.5 (.5)
.6 (.6)

2.6 (.6)
2.7 (.7)

-19.24
-16.95

.00**
.00**

3.8
3.1

Note: SCID-5-AMPD: Structural Clinical Interview for DSM-5- Alternative Model of Personality Disorders, *
p =0.05, ** p=0.00

Table 2: PID-5 Domains
NO PD

PID-5

NPD

(N=50)

(N=60)

Mean (SD)

Mean (SD)

t

p

Domains

Cohens
effect

Total Score

.9 (.3)

1.4 (.3)

-7.61

.00**

1.7

Negative

1.5 (.6)

1.8 (.6)

-3.02

.00**

.5

Detachment

1.2 (.5)

1.5 (.6)

-3.41

.00**

.5

Antagonism

.3 (.3)

1.5 (.6)

-5.86

.00**

1.2

Disinhibition

.8 (.4)

1.5 (.6)

-6.78

.00**

1.4

Psychoticism .6 (.4)

1.1 (.6)

-5.76

.00**

1.0

Affectivity

Note. PID-5 = Personality Inventory for DSM-5., * p =0.05, ** p=0.00
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Table 3: PID-5 Facets
NO PD
(N=50)

NPD
(N=60)

PID-5 Facets

Alfa

Mean (SD)

Mean (SD)

T

P

Anhedonia

.79
.84
.93
.84
.91
.80
.91

1.5 (.6)
1.8 (.7)
1.1 (.6)
1.5 (.6)
.8 (.5)
.9 (.5)
1.1 (.6)

1.8 (.5)
2.1 (.5)
1.6 (.8)
1.9 (.7)
1.6 (.7)
1.5 (.5)
1.6 (.7)

-2.66
-2.40
-3.55
-3.31
-7.22
-5.52
-3.90

.01*
.02*
.01*
.01*
.00**
.00**
.00**

Cohens
Effect
.6
.5
.6
.6
1.3
1.2
.8

.90

1.1 (.8)

1.4 (.9)

-1.85

.07

.4

.86
.82
.88
.88
.90
.90
.85
.88
.86

1.3 (.8)
.9 (.6)
1.2 (.7)
.5 (.5)
.2 (.3)
.3 (.3)
.3 (.3)
.4 (.4)
.8 (.6)

1.3 (.8)
1.6 (.6)
1.6 (.7)
1.3 (.7)
.7 (.6)
.9 (.7)
.7 (.7)
1.1 (.8)
1.1 (.9)

-.19
-6.10
-2.85
-6.32
-6.08
-6.33
-3.76
-5.51
-2.46

.90
.00**
.01*
.00**
.00**
.00**
.00**
.00**
.02*

.0
1.2
.6
.6
1.0
1.1
.7
1.1
.4

.77

.7 (.5)

1.3 (.7)

-4.79

.00**

1.0

.86
.94

1.3 (.6)
.7 (.5)

1.7 (.6)
1.5 (.7)

-3.78
-6.48

.00**
.00**

.7
1.3

.86

.6 (.4)

1.2 (.5)

-4.18

.00**

1.0

.84
.87
.89
.73

.8 (.4)
.5 (.5)
.8 (.6)
.5 (.4)

1.2 (.5)
.9 (.8)
1.6 (.8)
1.1 (.7)

-4.49
-3.30
-5.68
-6.09

.00**
.00**
.00**
.00**

.9
.6
1.1
1.0

Anxiousness
Depressivity
Emotional lability
Hostility
Perseveration
Rigid Perfectionism
Separation
Insecurity
Submissiveness
Suspiciousness
Withdrawal
Attention Seeking
Callousness
Deceitfulness
Grandiosity
Manipulativeness
Intimacy Avoidance
Restricted
Affectivity
Distractibility
Eccentricity
Perceptual
Dysregulation
Risk taking
Unusual Beliefs
Impulsivity

Irresponsibility
Note: PID-5=Personality Inventory for DSM-5: **p=.001, *p=.05
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Table 4. PNI Scores
NO PD
NPD
(N=50)
(N=59)
Mean (SD) Mean (SD) t

p

Total score

1.9 (.8)

2.9 (.8)

-6.56

.00**

Cohens
effect
1.3

Grandiosity
Vulnerability
Contingent selfesteem
Exploitativeness
Self-sacrificing
Selfenhancement
Hiding the self
Grandiose
fantasy
Devaluing
Entitlement
rage

.88

1.7 (.8)
2.0 (.8)
2.0 (1.0)

2.8 (.8)
3.0 (.9)
3.0 (2.4)

-5.96
-6.08
-4.99

.00**
.00**
.00**

1.2
1.2
1.0

.80
.80

1.2 (.8)
2.6 (1.2)

2.1 (1.3)
3.3 (1.2)

-4.38
-3.06

.00**
.03*

.8
.6

.79
.86

3.0 (1.1)
1.4 (1.0)

3.6 (1.0)
2.8 (1.3)

-2.65
-6.15

.01*
.00**

.5
1.2

.80
.90

1.6 (1.0)
1.4 (1.3)

2.6 (1.2)
2.7 (1.3)

-4.88
-6.29

.00**
.00**

1.0
1.2

PNI

Alfa

Note: PNI= Pathological Narcissism Inventory, **p=.001, *p=.05
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Table 5. Correlations between PID-5 and PNI

PNI
Grandiose Scales
Submissiveness
Depressivity
Separation insec.
Anxiousness
Emotional
lability
Suspiciousness
Restricted
affectivity
Withdrawal

EXP
-.15
.39**
.06
.44**
.05

SSSE
.30**
.16
.42**
.25**
.37**

GF
.25**
.17
.25**
.20*
.31**

.23*
.20*

.35**
.04

CSE
.44**
.39**
.43**
.44**
.48**

HS
.29**
.44**
.31**
.29**
.34**

DEV
.39**
.45**
.34**
.40**
.35**

.50** .47**
.24* .20*

.48**
.11

.47**
.31**

.65** .56** .65**
.32** .20* .26**

-.51
-.20

.06
.10

-.03
.02

.17
.07

.48**
.23*

.36** .06
.22* .01

.30**
.14

.34**
.70**
.57**
.46**
.49**
.61**

-.36
.32**
.32**
.31**
.185
.44**

.20*
.46**
.55**
.52**
.53**
.70**

.04
.59**
.60**
.54**
.51**
.73**

.34**
.33**
.43**
.40**
.31**
.55**

.30**
.15
.23*
.30**
.20*
.12

.33**
.32**
.35**
.47**
.42**
.37**

.15
.56**
.60**
.75**
.64**
.68**

.35**
.42**
.51**
.59**
.48**
.56**

.48**
.23*
.39**
.01
.16
.05

.13
.31**
.40**
.32**
.24*
.18

.42**
.48**
.54**
.31**
.45**
.19*

.42**
.53**
.52**
.46**
.38**
.19

.20*
.52**
.50**
.44**
.52**
.27**

.03
.27**
.24*
.37**
.45**
.40**

.21*
.34**
.39**
.38**
.55**
.47**

.49**
.51**
.50**
.31**
.43**
.25**

.30**
.53**
.52**
.46**
.60**
.39**

.38** .20*
.55** .50**
.36** .40**

.12
.55**
.35**

-.09
.41**
.35**

.15
.42** .20*
.53** .56** .63**
.37** .27** .40**

.35** .36**

.25**

.28**

.42** .28** .36**

-.13
Intimacy -.56

avoidance
Anhedonia
Manipulativeness
Deceitfulness
Hostility
Callousness
Attentionseeking
Grandiosity
Irresponsibility
Impulsivity
Distractibility
Perseveration
Rigid
perfectionism
Risk taking

.45** .13
.26** .33**
Perceptual- .01
.26**

Eccentricity

dysreg.
Unusual beliefs

PNI
Vulnerable Scales

.20*

.27**

SUMG
.20*
.11
.32**
.19*
.32**

ER
.16
.14
.19
.11
.35**

SUMV
.40**
.42**
.40**
.39**
.48**

Note: **Significant to the 0.001 level. *Significant to the 0.05 level. Correlations from 0,19 are significant at
the 0.05 level, and correlations from 0.25 are significant at the 0.001 level. PID-5: Personality Inventory for
DSM-5, PNI: = Pathological Narcissism Inventory
EXP: Exploitativeness, SSSE: Self-Sacrificing self-Enhancement, GF: Grandiose Fantasy, CSE, Contigent SelfEsteem, HS: Hiding the Self, DEV: Devaluing, ER: Entitlement Rage, SUMG: Sum Grandiosity, SUMV: Sum
Vulnerability
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Abstract

Background: Depressive symptoms often occur in patients with personality disorders. The
pattern of depressive symptoms is often distinctly different from major depression and can
be called characteriologically based dysthymic reaction/depression. This study aimed at
identifying the pattern of depression in patients with narcissistic Personality Disorder (NPD)
compared to a group of depressed patients without Personality Disorder (PD). The
Newcastle Diagnostic Depression Scale (NDDS) is a clinical instrument which differentiates
characterologically based depression from major depression.
Method: The study investigated patterns of depressive symptoms in two groups, one with
NPD and one without Personality Disorder (PD). The participants were interviewed using
the Newcastle Diagnostic Depression Scale.
Results: There was a significant difference between the groups, as the NPD group was in the
category of characterological depression. Based on these results NDDS is considered to be
an applicable instrument for identifying characterological depression and distinguishing it
from major depression.
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Introduction
Personality and Depression
Depression is known to frequently co-occur with Personality Disorder (PD), and
personality pathology is thought to increase the risk of major depression (Bukh et al. 2017,
Friborg et al. 2014, Widiger 2012). Zimmermann et al (2005) described high rates of PD
among depressed patients, and Rosenbluth (2012) found that comorbid PD affected the
outcome of treatment for depression negatively. Depressive symptoms often occur in
patients with narcissistic traits. Stinson et al. (2008) reported the prevalence of mood
disorders in patients with NPD to be 28.6%, and out of these, 9.6% had major depression.
Ronningstam (1996), when reviewing existing literature estimated the prevalence to be 4250% (Ronningstam 1996, Simonsen & Simonsen 2012). Corruble et al (1995) found a
prevalence of 5% of major depression and co-occurring narcissism. Fava et al. (1996)
investigated the occurrence of NPD in patients with early or late onset depression and found
that NPD was more prevalent (29.2%) among patients with early onset depression. When
reversing the perspective, the prevalence of NPD in patients with major depression was
found to be 0-16% (Ronningstam 1996). Stinson et al (2008) found a prevalence of 17.4% of
NPD in patients with lifetime mood disorders.
Major depression compared to characterologically based dysthymic reactions
Patients with NPD may often manifest characterologically based dysthymic reactions.
Failure to meet grandiose expectations may cause pessimism, passivity, emptiness, selfcriticism, disappointment, and futility (Yang & Huang 2004, Ronningstam 2010). This can
often be misinterpreted as major depression; however, the pattern of symptoms is
distinctively different. Patients with major depression show a symptom pattern characterized
by dysthymia that remains stable over time with a clear time demarcation of the depressive
episode. They suffer from bradyphrenia, anhedonia, and ruminations occupied with selfaccusatory feelings of guilt. Suicidal ideation is stable and severe and not accompanied by
parasuicidal behaviour. The patients have a tendency of social withdrawal. Diurnal variation
of mood is often present, and they present neurovegetative symptoms such as severe
insomnia with consistent early wakening, loss of appetite, weight loss, constipation, loss of
libido, possibly with accompanied impotence or suspension of menstrual periods. Prior to
the depressive episode there is usually no occurrence of precipitating stressful life-events.
Episodes of major depression seem rather unrelated to environmental triggers (Kernberg &
Yeomans 2013). In contrast, in patients with NPD, the depressive symptoms tend to vary in
presentation and time duration. Dysthymic reactions often last for a shorter period,
sometimes with fluctuations from severe to absent within the same day. The depressive
episode shows no time demarcation, and patients frequently report “having been depressed
all their life”. Cognitive processes are not affected, and the patients are able to experience an
array of emotions. Patients often have a tendency of expressing angry, hostile, and
accusatory feelings towards others, but not themselves. Suicidal ideation is fluctuating and
triggered by external events and is often accompanied by parasuicidal behaviour. There is no
social withdrawal, but on the contrary, alleviation through social contact. Melancholic
symptoms are absent, and patients show no diurnal variation. Neurovegetative symptoms are
absent. Precipitating stressful life-events are usually present prior to the onset of dysthymic
reaction, as the reactions seem to be triggered by environmental conditions, which activates
intense emotional agitation (Kernberg & Yeomans 2013).
An overview of the different
symptoms is included in Table 2.
Aim of the Study
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The aim of the present study was to investigate differences between depressed
patients with NPD and depressed patients without PD in order to identify patterns of
depressive symptoms.
Method
Procedure and Participants
Result were obtained from a cross-sectional investigation, comparing two groups of
depressed patients. One group had NPD and the other group had No PD. The study was
performed using a clinical sample, drawn from two separate psychiatric outpatient clinics for
non-psychotic disorders, in Denmark. The participants were informed about participating in
a study assessing types of depression and depressive symptoms in the context of personality
dysfunction. All data-collection was performed before commencing treatment. The
participants were informed that participation did not change their planned course of
treatment, and that they would not receive any form of reimbursement. All participants gave
their written consent. The study was approved by the Danish Data Agency.
The participants were all referred for treatment at the two clinics between 01.08.17 and
01.05.18. All referred patient received a personalized online survey link and were invited to
complete Structural Clinical Interview for DSM-5 Personality Disorder Questionnaire
(SCID-5-SPQ) and Beck Depression Inventory II (BDI-II). Dependent upon the results,
patients were selected, and invited to participate in the study. Inclusion was assessed by
Structural Clinical Interview for DSM-5 Personality Disorder (SCID-PD) and Mini
International Neuropsychiatric Interview (M.I.N.I.). Inclusion criteria were: BDI-II >13 and
NPD or BDI-II>13 and No PD. Patients were hence divided into two groups.
Exclusion criteria were: Personality disorder other than NPD, or other mental disorder as
assessed by M.I.N.I.
Included patients were interviewed using Newcastle Diagnostic Depression Scale (NDDS).
Measures
Structural Clinical Interview for DSM-5 Personality Disorder Questionnaire (SCID5-SPQ) is a multiple-choice self-report scale, with 119 items. Items have a yes or No answer.
SCID-5-SPQ is used to screen for the possible presence of PD, which is further assess by
SCID-PD (Rogers 2003, APA 2013).
Structural Clinical Interview for DSM-5 Personality Disorder SCID-5-PD interview
(SCID-5-PD) is a semi-structured interview used for diagnosing PD according to DSM-5. It
contains 119 interview rated questions (Rogers 2003, APA 2013).
Mini International Neuropsychiatric Interview (M.I.N.I.) is a diagnostic interview
used for investigating for mental disorders according to DSM-IV. The interview includes 15
domains of mental disorders (Sheehan et al. 1998).
Beck Depression Inventory II (BDI-II) is a self-report rating scale used for
determining the severity of depression. It contains 21 items, each scored on a 4-point Likert
scale, from 0 to 3. Scores between 0-13 indicate minimal depression, scores between 14-19
indicate mild depression, scores between 20.28 indicate moderate depression and scores
between 29-63 indicate severe depression (Beck et al. 1988, Storch et al. 2004).
Newcastle Diagnostic Depression Scale (NDDS) is a 10-item interview-based scale
assessing depressive symptoms in 3 dimensions; a stress related dimension (item 1, 2, 7 and
9), a symptom severity dimension (item 6 and 10), and an endogenous dimension (item 3, 4,
5 and 8) (Carney et al. 1965, Carney & Sheffield 1972, Bech 2005). Item 3, Quality of
depression, includes questions regarding neuro-vegetative symptoms, such as sleep,
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concentration and memory. The scale yields a sum score between - 2 and 12. Scores from -2
to 5,5 indicate characterologically based depression and scores from 6 to 12 indicate
endogenous depression/major depression (Bech et al. 1983, Bech et al. 2005). The items of
the interview and the scoring key are presented below. Items are assessed and scores as: 2=
present, 1=sometimes/less present, 0= not present.

No:
1.

Item
Personality Disorder

2:

Precipitating Stressful Life-events

3.

Quality of Depression

4.

Weight Loss

5.

Previous Episodes of Depression

6.

Psychomotor Activity

7.

Anxiety

8.

Nihilistic Delusions

9.

Accusing Others

10.

Feelings of Guilt

Assessment
2
1
0
2
1
0
2
1
0
2
1
0
2
1
0
2
1
0
2
1
0
2
1
0
2
1
0
2
1
0

Adjusted Value
0
0.5
1
0
1
2
1
0.5
0
2
1
0
1
0.5
0
2
1
0
-1
-0.5
0
2
1
0
-1
-0.5
0
1
0.5
0

Statistical Analysis
Independent t-test was performed to examine between group differences. Bootstrap of
10,000 was performed to adjust for skewed distribution. Chi-square test was performed to
examine for differences in educational level, employment status and relationship status. To
correct to possible confounding factors: age, gender, relationship status, educational level,
employment status, BDI-II scores and BPD Criterion count scores, linear regression was
performed. Logistic regression was performed with NDDS as dependent variable, group

124

serving as binary predictor variable. Statistical analyses were performed using the Statistical
Package for the Social Sciences Version 25.0 (SPSS, Inc., Chicago, USA).
Results
The initial screening with SCID-5-SPQ and BDI-II showed a response rate of 54% of
the total number of patients referred for treatment (755). The number of respondents found
eligible for further assessment was 157, and 117 patients were included in the study. There
were 40 patients excluded for the following reasons: suffering from other mental disorder
(2), suffering from other PD than NPD (18), not fulfilling diagnostic criteria for NPD (4),
not having sufficient Danish language skills (1) and not wishing to participate (15). There
were 56 patients in the No PD group and 61 patients in the NPD group. All participants were
Danish Citizens with good Danish language skills. Socio-demographic data is reported in
Table 1.
Measures for severity of depression yielded the following BDI-II Scores: In the No
PD group mean BDI-II score was 29.2 (SD10.4), and in the NPD group mean BDI-II score
was 33.2 (SD 11.0). Both groups were hence in the category of severe depression, but there
was a significant difference between the groups (t=2.04 and p=.04).
There was a significant difference in SCID NPD Criterion counts (t=-33.42 p=.00),
with a mean score of .34 (S.D. .64) in the No PD and 6.8 (SD 1.36) in the NPD group.
The scores for NDDS showed a significant difference between the groups (t=24.5,
p=0.00). Mean scores for the No PD group was 7.3 (1.6) and 0.7 (1.3) in the NPD group.
The Cohen’s effects size was large (d = 4.6). NDDS was found to be a good predictor of
patient group. Correction for confounding variable did not change the results.
Discussion
The aim of the present study was to investigate differences between depressed
patients with NPD and depressed patients without PD in order to identify patterns of
depressive symptoms, by applying the Newcastle Diagnostic Depression Scale. In this study,
when using the NDDS, there was a significant difference between the two groups. The
results concur with the initial concept of the construction of the NDDS, in that two distinct
patterns of Depressive symptoms can be identified. (Carney, Roth & Garside 1965).
The NPD group showed scores well within the category of characterologically based
depression. They had a depressive symptom pattern showing fluctuations of symptom
severity over time, and no clear demarcation of onset of current episode. The current episode
was in most cases precipitated by a stressful life-event. There were no melancholic
symptoms and no diurnal variation in symptoms. The thoughts were largely occupied with
accusatory feelings, and suicidal ideation was spontaneous, erratic, and often a response to
insults or defeats.
In the No PD group, average scores were well within the category of endogenous
depression/major depression. The depressive symptoms had a clear point of onset, and a
global and stable level of severity of dysthymia. The current episode was in most cases not
precipitated by a stressful life-event. There were melancholic symptoms in the form of
disturbances of sleep, appetite and libido. The thought pattern was largely filled with selfaccusatory ruminations and severe feelings of guilt. Suicidal ideation was stable and severe.
However, the results of the study should be interpreted with caution, considering the
following limitations. The sample size of the study was relatively small. Furthermore, the
interviewer (the first author) was not blinded as to which group the patient belonged to and
no inter-rater reliability was performed. This may affect the reliability of the results, as it
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may have caused interviewer bias. This calls for further research by repeating the
investigation in a similar clinical environment using a larger patient sample and employing
several raters.
As most depression scales are aimed at measuring severity of depression and not the type of
depression, there is the need for an instrument which can aid the clinicians in determining
the type of depression. The NDDS was initially developed as a clinical tool for
differentiation “endogenous depression” from “characterologically based depression”. There
was a recognition that patients with characterologically based depression did not benefit
from Electro Convulsive Treatment (ECT) (Carney et al 1972). In the same way, one may
expect that these patients will not benefit from receiving only psychopharmacological
treatment.
The results of the study point to an important area of further research as identifying
personality pathology in patients referred for treatment for depression, is a common
challenge in psychiatric clinics for non-psychotic disorders. Recognizing characterologically
based depression and distinguishing it from major depression is essential in order to be able
to offer relevant treatment for depressed patients, either in the form of pharmacological
treatment or therapeutic treatment, this distinction is of importance, in order to achieve
positive treatment response and long-term remission of depressive symptoms.
Table 1. Socio-demographic data

Age
Gender
In relationship
Single
Employment
Group 1
Employment
Group 2
Employment
Group 3
Employment
Group 4
Employment
Group 5
Employment
Group 6
Education Group
1
Education Group
2
Education Group
3

No PD
(N 56)
Mean (SD)
41.2 (13.5)
85.7% female
69.6 %
30.4%
10.7%

NPD
(N 61)
Mean (SD)
32.5 (11.0)
86.9% female
49.2%
50.8%
19.7%

55.4%

49.2%

10.7%

3.3%

1.8%

9.8%

1.8%

0%

19.6%

18%

28.6%

59.0%

37.5%

19.7%

32.1%

Significance p-value
test
t= 3.81
x2= .03

p=.00**
p=.85

x2=5.05

p=0.03*

x2=12.38

p=.05*

x2=14.23

p=.01**

18%
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Education Group
4

1.8%

3.3%

Note: * p=0.05, ** p=0.00, Employment Group 1: Unemployed, Employment Group 2: Sick
Leave, Employment Group 3: Disability Pension, Employment Group 4: Disability
Employment, Employment Group 5: Retired, Employment Group 6: Employed, Education
Group 1: Secondary School (9-10 Years), Education Group 2: High School/Vocational
School, Education Group 3: Short Graduate Education (3-4 Years), Education Group 4:
Long Graduate Education (5-6 Years)
Table 2. Depressive symptoms
Symptom

No PD

NPD

Dysthymia which is stable over time

Present

Absent

Bradyphrenia

Present

Absent

Self-accusatory ruminations

Present

Absent

Accusatory feeling towards others

Absent

Present

Hostility

Absent

Present

Stable and severe suicidal ideation

Present

Absent

Parasuicidal behavior

Absent

Present

Social withdrawal

Present

Absent

Precipitation stressful life-event

Absent

Present

Diurnal variation

Present

Absent

Severe insomnia

Present

Absent

Early wakening

Present

Absent

Loss of appetite

Present

Absent

Weight loss

Present

Absent

Constipation

Present

Absent

Impotence

Present

Absent

Suspension of menstrual period

Present

Absent
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Abstract
Background: Depressive symptoms are known to co-occur in patients with Narcissistic
Personality Disorder (NPD) and they often seek treatment for depressive symptoms when
being in a vulnerable state. From a psychodynamic perspective, shame and aggression are
affects known to be prominent in depressed patients both with and without NPD, and
perfectionism is a commonly observed trait. These factors may present precipitating factors
to the development of depressive symptoms. The study aimed to investigate the occurrence
of shame, aggression, and perfectionism by comparing two groups of patients with
depression, one with NPD and one without personality disorder (PD). Methods: The sample
consisted of 117 patients with depression, 61 with NPD and 56 without PD. All patients
showed levels of depressive symptomatology indicating severe depression. The patients
completed 3 questionnaires: The Internalized Shame Scale, The Multidimensional
Perfectionism Scale, and The Buss Perry Aggression Questionnaire. All patients completed
the questionnaires before commencing treatment. Results: There was a significant difference
in regard to shame and self-esteem, self-oriented perfectionism, socially prescribed
perfectionism, physical aggression, verbal aggression, anger and hostility. There was no
significant difference in the presentation of other-oriented perfectionism between the two
groups. There were significant correlations between certain subdomains of shame,
perfectionism, and aggression. Conclusions: The NPD group showed considerably elevated
levels of shame, considerably low levels of self-esteem, high levels of perfectionism and
considerably elevated levels of aggression. Patients with depression and no PD, showed
elevated levels of shame, socially prescribed perfectionism and low self-esteem. Shame and
aggression were found to be to be prominent affects in depressed patients with NPD, and
there is a tendency of perfectionism being a common trait. Shame, perfectionism and
aggression may therefore pose as precipitating factors for depression.
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Introduction
Symptoms of depression are known to co-occur in patients with Narcissistic
Personality Disorder, NPD. Ronningstam et al estimated the prevalence of depressive
disorders in patients with NPD, to be 42-50% (Ronningstam 1996). The depressive
symptoms can reflect their characterological functioning, which is dominated by fluctuations
in self-esteem, emotional dysregulation, and internal struggles to meet their grandiose ideals.
In these patients, depression can be spurred by shame, perfectionism, fear of failure, severe
self-criticism, and loss of internal control (Ronningstam 2011). These inner experiences are
often masked by guilt or aggression (Ronningstam 2011, 2013, Kernberg 2009, Velotti
2014). Narcissistic personality pathology can present itself with different clinical
phenotypes. The two major types described, are grandiose and vulnerable narcissism (Miller
2012, Gabbard 1989, Ronningstam 2011). Patients with vulnerable narcissism often show a
clinical pattern dominated by vulnerable self-esteem, hypervigilance to criticism, feelings of
inferiority and fear of failure of meeting unrealistic high ideals (Ronningstam 2011, Tritt
2010). Due to pervasive inner convictions of unclaimed potential, they are thought to be
more susceptible to developing depressive symptoms. Depressive symptoms are often seen
related to vulnerable and hypersensitive narcissistic functioning (Erkoreka 2017).
Relationship between Shame, Narcissism, and Depression
Guilt and shame are often seen to be prominent affects in patients with depressive
symptoms. Feelings of guilt are expressed in most cases of depression, but feelings of shame
are more often expressed in depressed patients with narcissistic disturbances.
(Anastasopoulos 2007, 1997, Bleichmar 1996). Guilt is considered to arise from
transgressions of the prohibitions stated by the super-ego, whereas shame arises from
shortcomings in living up to the standards set by the ego-ideal (ideal self) (Wright 1989).
Shame entails notions of “how I perceive myself in the eyes of others”, whereas guilt arises
from internal moral evaluation (Pulcu 2014). Patients without PDs are considered to have a
cohesive sense of self, whereas patients with PDs have disturbances in the structural
cohesiveness, the temporal stability of the experiences of the self, and lack of stability in the
positive affective self-representations. Shame can be considered an affect related to the self,
before a stable self-object relation is established, whereas guilt is an affect implying a selfobject relation of some stability. This is in line with the notion of guilt being associated with
depression in patients without personality disorder, and shame being more prominent in
depressed patients with NPD. Shame is often associated with feelings of helplessness,
impotence, weakness, and loss of control. Omnipotence and rage can therefore act as an
effective psychological defense against feelings of shame (Mollon 1984). Patients with
narcissistic disturbances are described as having a heightened vulnerability to shame
(Morrison 1989). Broucek (1982) considers shame to be a prominent affect in patients with
narcissistic disturbances, and that shame is the most common reason for dysphoric affect in
these patients (Broucek, 1982). Patients with high conscious grandiosity will generally report
less feelings of shame, whereas patients with a vulnerable narcissistic pattern will report
having intense continuous feelings of shame. Wright et al (1989) found that shame was
strongly correlated with depression, but that shame correlated negatively with narcissism
(Wright 1989). Watson et al (1996) also found an inverse correlation between shame and
narcissism (Watson 1996). In interpreting these results, one should note that both studies
were performed using college students rather than clinical populations. The participants in
the study presented dominantly grandiose narcissism, and hence might suppress feelings of
shame (Wright 1989). Hoblitzelle (1982) found that shame correlated significantly with
depression (Hoblitzelle 1982). Pulcu et al (2014), performed a study comparing patients with
remitted depressive disorder to healthy controls, using fMRI brain scans, and found that the
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group of patients with remitted depression, had significantly higher response to shame than
the control group. This supports the clinical observation that shame plays an important role
in the development of depressive disorders, both in patients with and without narcissistic
disturbances. Trumbull (2003) proposes that shame can take different trajectories. If
mobilized by narcissistic injury, shame can activate aggressive behavior rather than inducing
depression, as one may be compelled to counterattack (Trumbull 2003, Velotti 2018). The
acute painful experience of shame can motivate aggression and fury. Shame-proneness has
been found to be related to maladaptive responses to anger, with anger-arousal, self-directed
hostility, suspiciousness, resentment, irritability and a tendency to blame others for negative
events (Tangney 1992, 1996).
Relationship between Perfectionism, Narcissism, and Depression
Perfectionism is usually conceptualized in terms of pathology. However,
perfectionism seems to predict both adjustment as well as maladjustment. Maladaptive
perfectionism seems to be associated with meeting the demands of others, whereas selforiented perfectionism might promote achievements of self-chosen standards (Trumpeter
2006). Maladapted perfectionism has different aspects and is best considered as a
multidimensional personality trait. Hewitt and Flett (1991) constructed a model of
perfectionism differentiating three forms: self-oriented, other-oriented, and socially
prescribed perfectionism (Hewitt 1991). Self-oriented perfectionism is structured around the
inner belief, that striving for perfection and being perfect is important. This entails
unrealistically high standards and the tendency of being self-critical when these expectations
are not met. In contrast, other-oriented perfectionism is the expectation of others to be
perfect. This leads to a tendency of being highly critical of others, if they fail to meet these
expectations. Socially prescribed perfectionism concerns externally motivated beliefs, that
others expect perfection of them, and that others will be highly critical if these expectations
are not met. However, there seems to be a large overlap between these three forms of
perfectionism (Hewitt 1991). Other-oriented perfectionism has been thought to be linked to
narcissistic disturbances, as the unrealistic expectations of others arise from narcissistic
grandiosity and entitlement (Stoeber 2014). Perfectionism is closely related to grandiosity, as
perfectionism serves to enhance competitiveness, self-esteem and grandiose selfpresentations. Grandiosity can aid in avoiding painful feelings of self-criticism, inadequacy
or inferiority, and mask underlying feelings of shame. External criticism may be experienced
as a threat to their perfectionistic standards, and the grandiose self-image, which often results
in an excessive concern of and hypersensitivity to the expectations of others. When
perfectionism is motivated by unrealistic high standards, failure to meet these expectations
can evoke intense inner agony, avoidance, feelings of inadequacy and depression
(Ronningstam 2011, Dimaggio 2012). Self-oriented perfectionism is also found to be related
to narcissistic disturbances (Hewitt 1991). Freudenstein et al (2012) found that self-oriented
perfectionism correlated positively with narcissism. They also found that, and depression
correlated positively with both self-oriented perfectionism and socially prescribed
perfectionism. When considering the core of the narcissistic pathology, the false grandiose
self-image, it seems reasonable to expect an association with the self-oriented perfectionism.
Patients with narcissistic disturbances also seem inclined to impose these perfectionistic
standards on others, and hence demand that others submit to these standards. If these
expectations are not met, they often feel contempt for others and devaluate them (Nealis
2016, Ronningstam 2011). Nealis (2016) proposed that narcissistic perfectionism is
composed of a constellation of traits involving grandiosity, entitlement and other-oriented
perfectionism. Narcissistic individuals often suffer from over-identification with idealized
others, and the failure of these individuals, might be experienced as a direct threat to their
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inner feeling of superiority. Miller et al (2007) found that, recalled childhood peer
victimization, had a positive relationship with current socially prescribed and self-oriented
perfectionism. Hence, it seems that narcissistic injury may lead to maladjusted
perfectionism. Victims of this form of indirect aggression were also found to have more
depressive symptoms (Miller 2007). Perfectionism is seen as a vulnerability factor for
depression, and research with multidimensional scales for perfectionism has revealed
associations between depression and aspects of perfectionism (Flett 2005). Hewitt et al
(1996) found that self-oriented perfectionism could predict depression in depressed and nondepressed psychiatric patients and non-patients. Self-oriented perfectionism was uniquely
associated with chronic depression, and socially-prescribed perfectionism was uniquely
associated with current depressive symptoms (Hewitt 1996). Socially prescribed
perfectionism consistently seems to have the strongest association with depression, and
other-oriented perfectionism shows the weakest association to depression (Enns 1999). Flett
et al (2005) found that socially prescribed perfectionism and other-oriented perfectionism
was associated with depression (Flett 2005). Flett et al (2014) further confirmed a positive
correlation between both socially prescribed perfectionism and perfectionistic selfrepresentation, and depression. They found that the association between interpersonal
perfectionism and depressive symptoms was mediated by validation seeking and that
socially prescribed perfectionism interacted with high rejection sensitivity and predicted
depressive symptoms (Flett 2014). Huprich et al (2008) found that depressive symptoms
were positively correlated to three dimensions of perfectionism, concern over mistakes,
doubt about actions and parental criticism (Huprich 2008). Based on these observations, it
seems that perfectionism is a common trait in depressed patients both with and without
narcissistic disturbances. The present study was designed to investigate presence of the three
forms of perfectionism outlined in the Multidimensional Perfectionism Scale designed by
Hewitt and Flett.
Relationship between Aggression, Narcissism and Depression
The nature of aggression has been debated. Kernberg understands aggression as an
inborn affect, whereas Kohut sees it as a secondary reaction to frustration (Kernberg 2004).
In this context aggression will be understood as maladapted aggression which can manifest
in different forms. Particularly the manifestations of aggression as anger, hostility, physical
and verbal aggression, as outlined by Buss and Perry (1992) were of interest to the study
(Buss 1992). Anger is considered to be a common consequence of narcissistic perfectionism
and pathological narcissism. Narcissistic rage is considered to arise when grandiosity is
threatened or if others fail to meet their perfectionistic expectations or entitled demands
(Nealis 2016). Kernberg (1975) described patterns of rage developing in childhood, as a
response to parental rejection. Narcissistic rage is then reactivated in the adult when rejected
by others (Kernberg 1975). Millon (1981) however, considered that narcissism arises in
childhood from over-evaluation from the parents, installing a sense of entitlement. When
others fail to confirm this entitlement, narcissistic rage ensues (Millon 1981). Pincus et al
(2009) considered entitlement rage to be an important component of the narcissistic
pathology, emerging when others fail to meet their narcissistic needs. Patients with
narcissistic disturbances are especially sensitive to criticism and the slights of others, and
often express high aggression when there is a perceived ego threat (Witte 2002, Fossati
2010). Witte et al (2002) demonstrated that entitlement and authority were positively
correlated with anger (Witte 2002). Fossati showed that having narcissistic personality
features was significantly associated with aggression. Grandiose narcissism was significantly
correlated both with reactive and proactive aggression. Vulnerable narcissism was found to
be positively associated with reactive aggression, but not with proactive aggression. Patients
expressing predominantly grandiose features may be more prone to engage in proactive,
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instrumental aggression in order to manifest dominance and superiority (Fossati 2010).
Kealy et al (2017) demonstrated that having narcissistic features were positively associated
with angry and aggressive behaviors in a community sample of men (Kealy 2017). Stucke et
al (2002) showed that high narcissism and low self-concept clarity, were positively
correlated with reactions of anger and aggression after failure, in a study using bogus
performance feedback on an intelligence test. However, participants with low narcissism and
high self-concept clarity, showed feelings of depression, and no aggression, after failure
(Stucke 2002). Anger in depressed patients often stems from narcissistic vulnerability. Anger
may often arise in response to perceived criticism or rejection (Busch 2009). In
psychoanalytic literature, depression has often been understood as arising from “anger turned
inwards”. This concept may be a little oversimplified and maybe even outmoded, but
nevertheless, anger seem to be an important source of conflict for patients prone to
depression, causing feelings of guilt and self-criticism. Studies have suggested that
depressed patients manifest both outwardly directed anger and suppressed anger (Busch
2009). Difficulties in managing anger can be related both to depression onset and
persistence. Anger can arise from disappointments and rejection, and patients prone to
depression, seem to have a heightened sensitivity to these experiences. Anger arising from
these experiences may in many cases be directed towards the self (Busch 2009).
Aims of the Study
In view of the aforementioned theories and research related to shame, perfectionism, and
aggression, we aimed to investigate the presence and expressions of these factors in
depressed patients with or without narcissistic disturbances.
The present study was a cross sectional study comparing two groups from a clinical
sample. Both groups had depressive symptoms, one group had no Personality Disorder (No
PD) and one group had Narcissistic Personality Disorder (NPD). The study had the
following aims: To investigate the difference in occurrence of internalized shame, selfesteem, self-oriented perfectionism, other-oriented perfectionism, socially prescribed
perfectionism, physical aggression, verbal aggression, anger and hostility, between the two
groups. And to investigate associations between shame, perfectionism and aggression in the
sample. To the best of our knowledge is there is no other study investigating shame,
perfectionism and aggression in these patients in one study and according to this the study
was explorative in nature.

Methods
Participants and Procedure
The clinical sample was drawn from two psychiatric out-patient clinics in Denmark.
All patients clinically referred for treatment at the clinics between 01.08.2017 and
01.05.2018, were screened using Structural Clinical Interview for DSM-5 Personality
Disorder Questionnaire (SCID-5-PD-Q) and Becks Depression Inventory II, (BDI-II).
Participants were selected according to screening results and invited to participate in the
study. Participants answered the screening questions using a personalized link to an online
survey. Patients eligible for inclusion were interviewed by a trained psychiatrist, using
Structural Clinical Interview for DSM-5 Personality Disorder (SCID-5-PD) and Mini
International Neuropsychiatric Interview (M.I.N.I). The inclusion criteria were BDI-II>13
and Narcissistic Personality Disorder (NPD) or no personality disorder (No PD). Exclusion
criteria were: other psychiatric disorder, assessed by M.I.N.I, or personality disorder other
than NPD. Included patients completed self-report scales measuring shame, perfectionism
and aggression using a personalized online survey. Participants were informed that they were
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participating in a cross-sectional study, assessing depressive symptoms, personality
pathology and traits, and the occurrence of psychological factors including shame,
perfectionism, aggression and self-esteem. Participants were informed that results would be
used for research purposes only, and that results would not be recorded in the patient file and
would not affect their planned course of treatment. All participants committed a written
consent form. Patients did not receive any form of reimbursement. All data-collection was
completed before commencing treatment.
Measures
To asses eligibility for inclusion and personality pathology, Structural Clinical
Interview for DSM-5 Personality Disorder Questionnaire (SCID-5-PD-Q) and Structural
Clinical Interview for DSM-5 Personality Disorder (SCID-5-PD) were used. SCID-5-PD-Q
is a 119 item self-report scale, with a yes or no answer. It assesses the possible presence of
personality disorders, further assesses by SCID-5-PD interview (Rogers 2003). SCID-5-PD
is a 119 question, interview based semi-structured interview, used to diagnose PDs according
to DSM-5 (APA 2013).
Mini International Neuropsychiatric Interview (M.I.N.I.), is a short structured
diagnostic interview, for DSM-IV and ICD-10 psychiatric disorders. It includes 15 domains
of psychiatric conditions and is used as a screening instrument. The instrument is found to be
valid and reliable (Sheehan 1998).
Depressive symptoms were assessed using Becks Depression Inventory (BDI-II), is a
21-question multiple-choice self-report inventory used for measuring the severity of
depression. Each answer is scored on a 4-point Likert scale, from 0 to 3. Higher scores
indicate more severe depressive symptoms (Beck 1988, Storch 2004).
Shame was measured using the Internalized Shame Scale (ISS). ISS, is a 30-item
self-report Likert scale, on a 5-point scale, measuring internalized shame as a single factor.
The scale has 2 domains, shame and self-esteem. ISS is found to have internal reliability,
test-retest reliability and convergent validity (Cook 1994, Matos 2012). Reliability analysis
show a Cronbach’s Alfa coefficient of 0.95 for the shame items, and 0.96 for the self-esteem
items (Cook 1994).
Perfectionism was measure using Multidimensional Perfectionism Scale (MPS).
MPS, is a 45-item, self-report, Likert scale, on a 7-point scale, measuring maladaptive
perfectionism in three domains, Self-oriented Perfectionism, Other-oriented Perfectionism,
and Socially Prescribed Perfectionism. The instrument is considered valid and reliable.
Reliability analysis show a Cronbach’s Alfa coefficient of 0.94 for self-oriented
perfectionism, 0.82 for other-oriented perfectionism and 0.93 for socially prescribed
perfectionism (Hewitt 2004, Trumpeter 2005).
Aggression was measured using Buss Perry Aggression Questionnaire (BPAQ).
BPAQ is a 29-item, self-report questionnaire on a 5-point Likert scale measuring attitudes
toward aggressiveness and its expression in everyday circumstances. It has 4 subscales;
physical aggression, verbal aggression, anger, and hostility (Buss 1992). The instrument is
found to have inter-rater reliability, test-retest reliability and to be valid (Demirtas Madran
2013). Reliability analysis show a Cronbach’s Alfa coefficient of 0.92 for the full scale, 0.82
for the physical aggression domain, 0.73 for the verbal aggression domain, 0.79 for the anger
domain and 0.85 for the hostility domain (Buss 1992).
Statistical Analysis
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Statistical Analysis was performed using the Statistical Package for the Social
Sciences-Version 19.0 (SPSS, Inc., Chicago, USA). To examine between-group differences,
independent t-test was used, performing a bootstrap of 10,000 to adjust for skewed
distribution. Correlations were examined using Pearson correlation coefficients, and internal
consistencies were assessed through Cronbach’s alpha coefficients. Effect size was
calculated using Cohen’s d effect size. To test for differences in educational level,
employment status and relationship status, chi-square tests were used.
Results
Descriptive and demographic data are presented in Table 1.
Sample characteristics
558 patients received the screening questionnaire, SCID-5-PD-Q, the response rate was 54%.
157 patients were found eligible for inclusion. 40 patients were excluded for the following
reasons: 15 not wishing to participate, 1 not having sufficient Danish language skills, 2
having other psychiatric disorder, 18 having other dominant personality disorder, 4 not
fulfilling criterion for NPD. The final sample consisted of 117 patients. 56 in the No PD
group, and 61 in the NPD group. The number of participants completing ISS, MPS and
BPAQ are noted in the tables 2, 3 and 4. All participants were Caucasian with good Danish
language skills.
Mean (SD) age was 41.2 (13.5) in the No PD group and 32.5 (11.0) in the NPD group. Ttest, 3.81 (P 0.00), showed a significant difference in the mean age between the two groups,
the No PD group being older.
There was no significant difference in gender distribution in the two groups, with more than
85% being female in both groups.
There was a significant difference in employment status between the two groups, with the
NPD group showing higher levels of unemployment.
There was also a significant difference in educational level between the two groups, as the
No PD group had higher level of education.
There was a significant difference in relationship status between the two groups, as more
participants from the No PD group were in relationships.
The scores for depression showed a significant difference in level of depression between the
two groups, with the NPD group having an average BDI-II score of 33.2 (10.4) and the No
PD group having an average BDI-II score of 29.2 (11.0). The depression scores places both
groups in the area indicating severe depression.
Mean (SD) SCID-5-PD criterion count for NPD was 0.34 (0.64) in the No PD group and 6.8
(1.36) in the NPD group. Cronbach’s alfa and t-test differences are presented in tables 2, 3
and 4. Cronbach’s alfa coefficients indicate that that the ISS subscales had adequate internal
consistencies.
The t-tests revealed that the NPD group scores significantly higher on the total sum of ISS
and the shame subscale, and significantly lower on the self-esteem subscale. The Cohens
effect size was measured to be large for the total sum and the shame subscale, and medium
for the self-esteem subscale.
The t-test revealed significantly higher scores on the total sum score on the MPS, selforiented perfectionism, and socially prescribed perfectionism domains in the NPD group.
There was no significant difference between the groups on the other-oriented perfectionism
domain. Cohen’s effect size was found to be large for the total sum score, the self-oriented
perfectionism and socially prescribed perfectionism domains. Cohens effect size was found
to be medium for the other-oriented perfectionism domain. Cronbach’s alfa coefficients
ranged between 0.40 to 0.65 on the MPS subscales, and results should therefore be
interpreted with caution.
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The t-tests revealed that the NPD group scored significantly higher on the total sum of
BPAQ, and on all the subscales: physical aggression, verbal aggression, anger and hostility.
Cohen’s effect size was measured to be large for the total sum score and all subscales.
Cronbach’s alfa coefficients of the BPAQ showed adequate internal consistency for the
subscales of physical aggression, verbal aggression, and hostility. The anger subscale had a
Cronbach’s alfa coefficient of 0.59, and results based on this scale should therefore be
interpreted with caution.
Pearson correlations are presented in table 5. Correlations from 0.19 are significant at the
0.05 level and correlations from .31 are significant at the 0.001 level. The highest
correlations were found between the following subscales: self-oriented perfectionism and
shame (0.38), other-oriented perfectionism and anger (0.31), socially prescribed
perfectionism and shame (0.41), socially prescribed perfectionism and physical aggression
(0.30), socially prescribed perfectionism and anger (0.39), shame and physical aggression
(0.33), shame and verbal aggression (0.31) and the highest correlation was found between
shame and anger (0.60).
Discussion
The results of the study regarding shame were in line with previous studies,
confirming that measurements of shame were elevated in depressed patients both with and
without narcissistic disturbances (Morrison 1989, Broucek 1982, Wright 1989, Hoblitzelle
1996, Pulcu 2014, Velotti 2018). The results showed a significant difference in shame
between the two groups, shame being more elevated in patients with NPD. This contradicts
finding in earlier studies, where shame was not found to be elevated in patents with NPD
(Wright 1989, Watson 1996). However, these studies used The Narcissistic Personality
Inventory, which is considered to assess more adjusted forms of narcissism, rather than
pathological narcissism (Maxwell 2011). The present study was performed on a clinical
sample, in which all participant fulfilled the diagnostic criteria for NPD, with a mean NPD
criterion count score of 6.8. The Internalized Shame Scale User’s Manual (Cook 2001),
states that demographics such as age or gender does not influence the outcome of the
measure. Frequent feelings of internalized shame are considered to be experienced if the
score is above 50, and scores above 60 are considered to reflect very high or extreme levels
of shame (Cook 2001). In the No PD group, the mean total ISS score was 58.3, and in the
NPD group the mean total ISS score was 70.2. This indicates frequent and possibly
problematic feelings of internalized shame in the No PD group, and very high levels of
internalized shame in the NPD group. Scores above this level are considered to be
accompanied with psychological defensive patterns which may be dysfunctional or give rise
to psychopathological symptoms, such as depression (Cook 2001). The Cronbach’s
coefficient indicates acceptable internal consistency of the scale and the Cohen’s effect size
was large.
On account of these results is seems reasonable to assume that shame is a prominent affect in
depressed patients, both with and without narcissistic disturbances. Shame may be an
important precipitating factor in the development of depressive symptoms particularly in
patients with NPD. The high scores on ISS may reflect that the participants were taken from
a clinical sample. Patients with NPD often seek treatment when they are in a vulnerable
state, and feelings of shame may be more accessible to the patients at this time (Ronningstam
2011, Tritt 2010, Erkoreka 2017). The patients without PD also had elevated level of shame,
but significantly lower than the NPD group. This could be in line with theories of guilt being
a more prominent affect in these patient (Wright 1989). Examining for feelings of guilt
compared to feelings of shame, was beyond the scope of this study. Self-esteem was found
to be low in both groups. According to the ISS manual, self-esteem domain scores below 18,
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are considered to be below average for the general population (Cook 2001). In the No PD
group, the mean score was 10.8 and in the NPD group the mean score was 8.7. There was a
significant difference between the groups in the level of self-esteem, the NPD group showing
very low levels of self-esteem. The Cronbach’s coefficient indicates acceptable internal
consistency of the scale and the Cohen’s effect size was medium. Again, this is in line with
the assumption that these patients seek treatment when they are expressing vulnerable
narcissistic features (Ronningstam 2011, Tritt 2010, Erkoreka 2017). Shame showed high
correlations with a significance level of 0.001 to: self-oriented perfectionism, socially
prescribed perfectionism, physical aggression, verbal aggression, anger and hostility. Shame
may be a core affect giving rise to protective feelings of perfectionism, as well as facilitate
or elicit aggression in various forms.
The results of the study regarding perfectionism showed a significant difference in
the levels of self-oriented and socially prescribed perfectionism, but no significant difference
in other-oriented perfectionism. Internal consistency, indicated by Cronbach’s alfa
coefficients, were low, especially for the other-oriented perfectionism domain, and results
should therefore be considered with caution. Cohen’s effect size was high for the selforiented and socially prescribed perfectionism and medium for the other-oriented
perfectionism domain. The intrapersonal dimension of perfectionism, self-oriented
perfectionism was significantly higher in the NPD group. When adjusting the raw score to tscores for the normal population, adjusted for age and gender, as indicated by the MPS
Technical Manual (Hewitt 2004), this indicates moderate levels of perfectionism in the NPD
group, and average levels of perfectionism in the No PD group. Therefore, there seems to be
a tendency of higher levels of self-oriented perfectionism in the NPD group, but results do
not fully comply with findings in earlier studies (Hewitt 1991, Freudenstein 2012). Elevated
levels of self-oriented perfectionism in depressed patients was not found in this study, as
indicated by earlier research (Freudenstein et al., 2012). Socially prescribed perfectionism
was found to be significantly higher in the NPD group. When adjusting the raw score to tscores for the normal population, adjusted for age and gender, as indicated by the MPS
Technical Manual (Hewitt 2004), this indicates elevated levels of socially prescribed
perfectionism in the NPD group, and moderate levels of socially prescribed perfectionism in
the No PD group. The results do not fully reflect the findings in earlier studies, as levels of
socially prescribed perfectionism have often been found to be elevated in depressed patents
both with and without NPD (Freudenstein 2012). Other-oriented perfectionism was found to
be moderately elevated in both groups, when adjusting to community t-scores, but as
mentioned there was low internal consistency so results should be interpreted with much
caution. The study did not confirm earlier theories and studies finding elevated levels of
other-oriented perfectionism in patients with NPD (Nealis 2016, Stoeber 2014).
Perfectionism therefore seems to be a more prominent trait in depressed patients with NPD,
especially self-oriented and socially prescribed perfectionism, which is in line with former
theories (Ronningstam 2011, DiMaggio 2012). The strongest correlation between the
perfectionism and aggression subdomains, was found between other-oriented perfectionism
and anger, and between socially prescribed perfectionism and anger. This should be
considered a tendency due to the low internal consistency of the two measures.
The results regarding aggression was in line with previous theories and studies,
showing that aggression was elevated in the NPD group (Kernberg, 1975, 2004, Millon
1981, Pincus 2009, Witte 2002, Fossati 2010, Kealy 2017, Stucke 2002). There was a
significant difference between the two groups in the total score on the BPAQ, and on all four
subdomains. The internal consistency was found to be adequate for the physical aggression,
verbal aggression and hostility domains, but the Cronbach’s alfa was relatively low (0.59)
for the anger domain, and these results should therefore be considered with caution. The
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Cohen’s effect size was large for the total sum and all four domains. When comparing with
average scores, the NPD group had elevated scores on the total sum and all subdomains,
even if considering the average scores for males, which are higher than average scores for
females (Buss 1992). As the sample was comprised by more than 85% women, the scores
are considered to be very elevated. In the No PD group, the only score above average was
for the anger domain. This is in line with previous theories (Busch 2009), but results can
only be considered to represent a tendency, as internal consistency for this domain is low. In
view of these results is seems reasonable to assume that aggression in the forms of physical
aggression, verbal aggression, anger and hostility is much elevated in depressed patients with
NPD. There might be a tendency of elevated anger in depressed patients without personality
disorder, but results are not conclusive.
Conclusions
Based on the findings in the present study, it seems reasonable to believe that shame and
aggression comprise prominent affects in depressed patients with NPD. Shame also seems to
be elevated in depressed patients without personality disorder. Self-esteem is low in both
groups of patients. There may be a tendency towards perfectionism being a common trait in
patients with NPD, and socially prescribed perfectionism may be accentuated when patients
without personality disorder are in a current depressive state. Correlational analysis implies
that there may be some association between shame, perfectionism and aggression, and may
indicate an interplay between these factors. Failed efforts to maintain self-oriented and
socially prescribed perfectionistic standards may contribute to elevated feelings of shame.
Shame may reversely also spur the development of perfectionistic traits to act as a
psychological defense toward these feelings. Feelings of shame being activated in
interpersonal situations may elicit aggressive counter-attacks, that may be verbal or physical,
or can create feelings of hostility and anger. In patients with NPD, shame and aggression
may be factors precipitating depressive symptoms, when not managed relevantly. As patients
with NPD are inclined to seek treatment when they are in a vulnerable state, often
experiencing depressive symptoms, it seems important to consider, and adequately address
feelings of shame and aggression during treatment of these patients.

142

Table 1. Descriptive and demographic data
NO PD
(N=56)
Gender

NPD
(N=61)

SIGNIFICANCE
TEST AND P
VALUE

(48/8)
85.7% female

(53/8)
86.9% female

X2= .03 p=.85

Mean Age

41.2 (SD 13.5)

32.5 (SD 11.0)

t= 3.81 p=.00**

SCID NPD Criterion
Count
Mean BDI-II Score

0.34 (SD 0.64)

6.8 (SD 1.36)

t=-33.42 p=.00**

29.2 (SD 10.4)

33.2 (SD 11.0)

t=-2.04 p=.04*

In a Relationship
Single

(39) 69.6 %
(17) 30.4%

(30) 49.2%
(31) 50.8%

X2=5.05 p=0.03*

Employment Group 1
Unemployed
Employment Group 2
Sick Leave
Employment Group 3
Disability Pension
Employment Group 4
Disability Employment
Employment Group 5
Retired
Employment Group 6
Employed

(6) 10.7%

(12) 19.7%

(31) 55.4%

(30) 49.2%

(6) 10.7%

(2) 3.3%

(1) 1.8%

(6) 9.8%

(1) 1.8%

(0) 0%

(11) 19.6%

(11) 18%

Education Group 1,
Secondary School, 9-10
Years
Education Group 2
High School/Vocational
School
Education Group 3
Short Graduate
Education (3-4 Years)
Education Group 4
Long Graduate
Education (5-6 Years)

(16) 28.6%

(36) 59,0%

(21) 37.5%

(12) 19.7%

X2=12.38 p=.05*

X2=14.23 p=.01**
(18) 32.1%

(11) 18%

(1) 1.8%

(2) 3.3%

Note: Structural Clinical Interview for DSM-5 Personality Disorder Narcissistic Personality
Disorder, * p=.05, **p=.001

143

Table 2: ISS T-test results, Cronbach’s alfa and Cohens effect size

ISS
Total Score
Shame
Self-Esteem

Alfa

NO PD
(N=50)
Mean (SD)

NPD
(N=59)
Mean (SD)

t

p

.95
.89

58.3 (14.2)
47.5 (16.2)
10.8 (4.4)

70.2 (13.4)
61.5 (17.4)
8.7 (5.2)

4.50
4.33
2.30

.00**
.00**
.02*

Cohens
effect
0.87
0.84
0.44

Note: ISS: Internalized Shame Scale

Table 3: MPS T-test results, Cronbach’s alfa and Cohens effect size

MPS
Total score
Self-oriented
Other-oriented
Sociallyprescribed

NPD (N=57)

Alfa

NO PD
(N=49)
Mean (SD)

Mean (SD)

t

p

.65
0.46
.60

177.2 (23.5)
60.2 (11.0)
59.5 (8.9)
57.5 (9.9)

191.5 (26.1)
66.2 (12.1)
62.1 (9.5)
63.5 (10.3)

2.95
2.65
1.43
3.00

.00**
.01*
.16
.00**

Cohens
effect
.6
.5
.3
.6

Note: Multidimensional Perfectionism Scale
Table 4: BPAQ T-test results, Cronbach’s alfa and Cohens effect size

BPAQ
Total Score
Physical
Aggression
Verbal
Aggression
Anger
Hostility

Alfa

NO PD
(N=49)
Mean (SD)

NPD
(N=60)
Mean (SD)

t

p

.73

68.3 (16.6)
21.7 (6.0)

88.0 (17.4)
27.5 (5.3)

6.22
5.28

.00**
.00**

Cohens
effect
1.2
1.0

.73

11.5 (4.1)

23.5 (4.3)

5.20

.00**

1.0

.59
.83

19.5 (4.3)
15.8 (5.8)

23.5 (4.3)
22.4 (6.4)

4.86
5.66

.00**
.00**

.9
1,1

Note: Buss Perry Aggression Questionnaire
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Table 5. Bivariate associations among study variables
1.
2.
3.
4.
5.
6.
7.
8.
9.
10
11
12

MPS Self Oriented
MPS Other Oriented
MPS Socially Prescribed
MPS Total Sum
ISS Shame
ISS Self-esteem
ISS Total Sum
BPAQ Total Sum
BPAQ Physical Aggression
BPAQ Verbal Aggression
BPAQ Anger
BPAQ Hostility

1.

2.

3.

4.

5.

6.

7.

8.

9.

10

11

.47
.49
.83
.38
-.18
.40
.19
.15
.11
.23
.19

.51
.79
.26
-.15
.27
.18
.12
.04
.31
.17

.82
.41
-.23
.42
.34
.30
.27
.39
.27

.43
-.22
.45
.29
.23
.18
.37
.26

-.74
.98
.45
.33
.31
.60
.38

-.57
-.19
-.11
-.07
-.33
-.17

.49
.36
.36
.63
.41

.91
.88
.82
.91

.81
.62
.75

.62
.70

.70

Note. N = 105; MPS=Multidimensional Perfectionism Scale, ISS=Internalized Shame Scale, BPAQ=Buss
Perry Aggression Questionnaire. Correlations from .19 are significant at the 0.05 level and correlations from
.31 are significant at the 0.001 level.
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Abstract
This review sought to outline the common complicating and facilitating factors during
treatment of depressive symptoms in patients with narcissistic pathology, including various
specific treatment approaches. A systematic literature search was performed to identify
literature describing the co-occurrence of depressive symptoms and narcissistic pathology
along with psychotherapeutic considerations and methods used to treat depressive symptoms
in such patients. Theory and research suggest that depressive symptoms often co-occur with
narcissistic disturbances because depression may emerge when narcissistic defenses fail.
Narcissistic disturbances are thought to oscillate between grandiose and vulnerable features,
and patients often seek treatment when they are in the vulnerable state. Psychological factors
that are frequently dysregulated in these patients are shame, perfectionism and aggression.
These factors must therefore be recognized as a part of the narcissistic pathology, and should
particularly be considered in order to build a psychotherapeutic alliance with the patient, to
avoid premature termination of treatment, and to achieve a positive treatment response.
Psychotherapy must primarily target the underlying narcissistic disturbance, and not the
depressive symptoms per se. The review aims at outlining treatment approaches that may be
useful for clinicians.
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Introduction
Depressive symptoms are known to occur frequently in patients with narcissistic
disturbances. The onset of depression or depressive symptoms is often what leads patients
with narcissistic features to seek treatment (Erkoreka & Navarro 2017). The clinician may
find it challenging to recognize the underlying narcissistic pathology as it may be masked by
the depressive symptoms (Ronningstam 2011). Depressive symptoms in patients with
narcissistic disturbances often reflect their consistent characterological functioning, with
fluctuations in self-esteem, internal struggles and emotional dysregulation. Signs of
depressive symptoms in these patients may be an expression of self-criticism due to unmet
perfectionistic standards, aggressive self-attacks, shame, loss of internal control, and fear of
failure. These inner experiences can often be masked by guilt or aggression. Interpersonal
vulnerability, emotional distress, anxiety, feelings of inadequacy and depressivity, co-occur
with narcissistic personality functioning (Ronningstam 2011, Kernberg 2009). Vulnerable
and maladaptive narcissistic traits in particular, were found to be positively associated with
depressive symptoms by Tritt et al (2010) and by Marcinko et al (2014). The narcissistic
features and inner convictions of unclaimed potential are often thought to increase
vulnerability for depression or may result in a pervasive characterological depressive
functioning (Tritt et al 2010, Kealy et al. 2012). Certain behavioral patterns can, for a while,
protect against depression. These patterns are: hyperactivity and competitiveness,
accompanied by high social functioning. However, in middle aged and older narcissistic
patients, a form of depression characterized by meaninglessness, emptiness and ruminations
about lost opportunities, can be observed, as the patient begins to contemplate or realize the
negative self-undermining consequences of their interpersonal and behavioral patterns
(Ronningstam 2011, Kernberg 2009).
The psychotherapeutic treatment of this group of depressed patients often pose a
challenge to the therapist, and hence, a specific focus of therapy is required to achieve
remission of depressive symptoms (Ronningstam 2011). The psychotherapeutic methods
used are largely based on the theoretical and clinical understanding of the narcissistic
pathology, including the recognition of the specific pattern of depressive symptoms (Pincus
et al 2014). Furthermore, in these patients, psychological factors such as, shame,
perfectionism and aggression are often observed, and are thought to complicate the treatment
process (Ronningstam 2011, 2012). In order to elicit a positive treatment response, to
prevent re-occurrence of depression and to prevent premature termination of treatment, it is
important to have sufficient knowledge of the underpinnings of depression in these
individuals, and to adequately address the relevant psychological themes during the course
of treatment (Kernberg et al 2008, Ronningstam 2012, Bleichmar 1996).
The aims of the present literature review were to describe complicating factors to be
considered in the treatment of depressive symptoms in patients with narcissistic
disturbances, and to describe appropriate treatment strategies and methods.
The review aims at providing an overview of the current literature regarding the therapeutic
treatment of depressive symptoms in patients with pathological levels of narcissistic
disturbances. Based on a literature search, it has not been possible to identify previous
reviews on this topic. The initial purpose of the article was to integrate descriptions of
therapeutic strategies from many different therapeutic traditions. However, the limited body
of research identified in the literature search mainly comprised material related to the
psychoanalytic and psychodynamic tradition.
Method
A systematic electronic search on PubMed/Embase and PhycINFO, with publications from
Jan 1974 to December 2018 was performed, in order to identify clinically relevant articles.
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The keyword terms depression, narcissism and psychotherapeutic treatment had to be
included in the abstract for the text to be included. A total of 661 articles were selected for
abstract screening, which was performed by two independent authors who used the
Covidence software (www.covidence.org). Subsequently, 77 Articles were selected for full
text review, which was performed by the first author. Included articles had to contain
descriptions of psychotherapeutic treatment of depressive symptoms in patients with
narcissistic disturbances, or provide background information on the co-occurrence of
depressive symptoms and narcissistic disturbances. Articles not fulfilling these criteria were
excluded. Books and book chapters were excluded. Finally, 23 articles were selected for the
review. Next, a manual review of references in relevant papers was performed, yielding 6
more articles. A total of 29 articles were selected for the review. 5 articles provided only
background information, and 24 articles described the psychotherapeutic treatment of
patients with narcissistic disturbances. The articles specifically describing psychotherapeutic
interventions were: 14 case-reports, 2 expert opinions, and 1 outcome comparison. We
exclusively considered English articles.

Results
The articles retrieved for the review were found to emphasize many of the same issues
regarding the treatment of depressive symptoms in patients with narcissistic disturbances.
The results will contain two main sections, the first describes complicating factors during the
treatment, and the last section outlines commonalities and differences in therapeutic
strategies and methods.
The following complicating factors were often mentioned across the different traditions:
1. The challenge of identifying the narcissistic pathology, which may present itself with
different clinical phenotypes, and may be masked by the depressive symptoms
(Miller et al 2012, Gabbard 1989, 2009, Erkoreka & Navarra 2017).
2. The specific narcissistic resistance to treatment was considered to pose a frequently
encountered challenge (Almond 2004, Gabbard 2009).
3. The observation of co-occurring psychological factors such as shame, perfectionism
and aggression emerging during treatment (Anastasopoulos 2007, 1997, Bleichmar
1996, Ronningstam 2011, 2012, Gabbard 1989, 2009, Dimaggio & Attina 2012).
Factors complicating the therapeutic process
Specific factors that were recognized as posing challenges during the treatment of these
patients. Especially recognizing the narcissistic pathology when commencing treatment and
the specific narcissistic resistance to treatment were elaborated. Also, many articles stress the
specific challenge the therapist face when engaging in the therapeutic
Recognizing narcissistic pathology
Narcissistic pathology can be expressed as grandiose or vulnerable features. From a
clinical perspective, these two aspects are often seen to overlap and fluctuate. The
underlying mechanisms are the same, the maladaptive self-esteem regulation and the
emotional dysregulation, that occur when compensatory strategies fail to be successful
(Miller et al 2012, Marcinko et al 2014, Pincus et al 2014, Dimaggio & Attina 2012).
Grandiose features of narcissism are stressed in the diagnostic construct, and if the patient is
manifesting predominantly vulnerable features, the clinician may misinterpret the symptoms
as being major depression. Grandiose narcissism is characterized by overvalued, entitled
self-image with exploitative and exhibitionistic behaviors, whereas vulnerable narcissism is

153

seen as a frail self-image dominated by emptiness and emotional dysregulation, with a
tendency of interpersonal hypersensitivity and withdrawal (Pincus et al 2014). In a
therapeutic setting, the patient is often seeking treatment for depressive symptoms when they
are in the vulnerable state. However, as feelings of inadequacy, emptiness and inferiority are
addressed in therapy, the patient often start to express grandiose features, as a compensatory
strategy (Pincus et al 2014). Grandiosity and depression can be seen as representing two
polar expressions of the same underlying pathology, and depressive symptoms may be an
expression of vulnerable features of narcissism (Kitron 1994).
There seems to be much convergence across different therapeutic methods regarding the
importance of recognizing the narcissistic pathology.
In the psychoanalytic tradition two types of depression due to narcissistic disturbances are
often mentioned. The first one is a chronic type, characterized by permanent low self-esteem,
and difficulties in sustaining valued representations of the self and a feeling of a cohesive
self. The second type is found in individuals who are largely incapable of depending on
others. These patients often display omnipotence and envy and attack and depreciate others.
This description of the two types corresponds with the concept of vulnerable and grandiose
narcissism (Kitron 1994, Bleichmar 1996).
The psychodynamic traditions also consider that the underlying narcissistic pathology is
expressed in two major forms. However, the Transference Focused Therapy (TFP) method,
stresses that the core of the pathology is identity-diffusion, which is an inability to recognize
and differentiate feelings and reactions stemming from the self, from those present in others
(Kernberg et al 2008, Diamond & Meehan 2013).
These notions are also included in Metacognitive Therapy (MIT) considering that
narcissistic functioning fluctuate between the grandiose and vulnerable pole, and that
disorders such as depression often arise from the underlying narcissistic pathology. MIT
focuses mainly on how self-esteem alternates between hyper-valuing to self-derogation
(Dimaggio & Attina 2012, Dimaggio et al 2008).
Narcissistic resistance
Patients with narcissistic disturbances often present a specific pattern of resistance to
treatment. They will often actively fight off painful affects, as this installs a sense of control,
and helps them to suppress feelings of vulnerability. Upon commencing treatment, these
patients may initially convey the appearance of cooperativeness and earnestness. However,
despite their apparent devotion to treatment, they struggle against involvement with the
therapist. The patients may ignore the presence of the therapist, being totally absorbed in
their own thoughts. This will often provoke feelings of irritation or boredom in the therapist.
The patient will often, during the course of therapy, display the need to control or dominate
the therapeutic process. This can often be projected onto the therapist, so that the patient
express expectations of resistance or rejection by the therapist. In this way the patient may
try to suppress feelings of dependency on the therapist and may install a feeling of selfsufficiency. The defensive style of the narcissistic patient is seemingly highly adaptive and
rewarding, and the therapist’s challenge, is to find ways to engage the patient in a process
that leads to change (Almond 2004, Gabbard 2009).
Psychological factors influencing the therapeutic process
Shame, perfectionism and aggression are psychological factors that are often
encountered during the treatment of patients with narcissistic disturbances. They seem to be
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closely interlinked and can be expressed concurrently or separately during different phases
of the therapeutic process. In order to achieve remission of depressive symptoms it seems of
paramount importance to address these factors during therapy. These factors can also be seen
as being core areas of difficulty on the narcissistic patient (Ronningstam 2011, Kernberg
2009, Anastasopoulos 2007).
Shame is thought to be a core affect in the development of depression in narcissistic
patients. Feelings of guilt are expressed in most cases of depression, but feelings of shame
are more often expressed in patients with narcissistic disturbances (Anastasopoulos 2007,
1997, Bleichmar 1996, Dimaggio et al 2008). Shame represents the interphase, where one
becomes aware of the incompatible images of the self: the real image and the ideal image.
Shame therefore activates feelings of helplessness, hopelessness, passivity and confusion
(Anastasopoulos 1997). Shame may elicit rage against the undervalued self, the desire to
disappear, and fight or flight reactions. Feelings of shame can often emerge when the patient
becomes aware of megalomaniac fantasies of omnipotence, and feelings of shame can shield
the patient from the frustrations related to not being able to achieve them (Broucek 1982).
As a result of experiencing feelings of shame, in therapy, the patient will often manifest
primitive defense mechanisms such as projective identification, acting out, and denial
(Anastasopoulos 2007).
Perfectionism is a complex trait involving ideals and self-criticism, and it is also
involved in affect regulation and cognitive appraisal of others. Perfectionism is associated
with grandiosity, which is an underlying theme in patients with narcissistic disturbances. In
these patients, perfectionism serves to enhance self-esteem and self-presentations, but also to
avoid painful feelings of self-criticism or underlying feelings of shame and inferiority
(Dimaggio & Attina 2012). Patients with narcissistic disturbance are sensitive to external
criticism, which is experienced as a threat to their perfectionistic standards. When
perfectionism is driven by unrealistic high standards, failure to meet these expectations can
evoke intense inner agony, avoidance, feelings of inadequacy and depression. The patient
may also have a distorted sense of agency, that it is not aligned with actual competence and
may have unrealistic expectations of one’s own achievements, rooted in high inner standard
arising from the grandiose self-image. Perfectionism may therefore lead to a reluctance to
acknowledge one’s own imperfections, and consequently difficulties in building a positive
alliance with the therapist. The inability to disclose the distress related to imperfections can
cause treatment stalemate, disruption or even negative outcomes (Ronningstam 2011, 2012,
Gabbard 1989, 2009, Dimaggio & Attina 2012).
Aggression is often thought to be a causal agent in depression, but aggression can
also be a secondary phenomenon in response to rejection or criticism from others, generating
narcissistic rage in the patient (Bleichmar 1996, Dimaggio & Attina 2012). Narcissistic rage
can be expressed as sadistic behavior, where the person unleashes the rage at the frustrating
other, by the means of physical or verbal assaults. In such cases, aggression can serve the
function of enhancing the persons sense of self-esteem and self-righteousness. However,
narcissistic rage can also be the motive for paranoid and masochistic behavior, with quite
different kinds of psychopathological manifestations. Some manifestations are oriented at
others, such as withdrawal, rejection of others, holding grudges and collecting injustices.
Other manifestations are oriented at the self, such as: self-recriminations, depression, selfutilization and suicidal threats. The rage will temporarily enhance self-cohesion and
empower the self by warding off the offense perpetrated against the grandiose self (Ornstein
1998).
In a therapeutic setting, the aggression becomes evident, when the patient express hostility,
demand for perfect responsiveness and revenge towards the therapist. This will often prompt
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a countertransference reaction causing the therapist to unconsciously withdraw, in order to
distance themselves from such demands (Ornstein 1998).
Therapeutic methods for treatment of depressive symptoms in patients with narcissistic
disturbances
Many different therapeutic interventions have been proposed for the treatment of depressive
symptoms in patients with narcissistic disturbances. The following section will address
commonalities and differences across various therapeutic methods and try to identify point
of convergence and consensus.
Building an alliance with the patient
Narcissistic patients are known to often drop-out of treatment prematurely.
Disagreements and impasses are common reasons for dropping out of treatment, however
narcissistic psychological functioning in itself, may also contribute to this. Therefore, the
first step is to consider how one may build an alliance with the patient (Dimaggio et al 2006,
Dimaggio & Attina 2012, Ronningstam 2012, Kernberg et al 2008).
Regardless of the type of treatment, two major challenges are known to arise in the process
of building an alliance with these patients. The first challenge is to recognize the narcissistic
character pathology, as the indication for therapy. The second challenge relates to the risk of
misinterpreting or overreacting to the patient’s overt narcissistic functioning, and to be able
to apply alternative strategies that help identify the patient’s internal processing. With
narcissistic patients, it is important for the therapist to be flexible and patient, and to pay
attention to the countertransference, as a tool and a part of the process of building an
alliance. In the early phases, one should take into consideration the patient’s ability for selfreflection, affect tolerance and self-esteem regulation. It is important not to challenge
grandiose aspects of the pathology, and to always remember that behind it, lies a frail self.
The patient may not be able to explore and challenge feelings of shame, maladjusted
perfectionism, or recognize their own aggression, until they feel they have the acceptance
and support of the therapist (Ronningstam 2012, Dimaggio et al 2006, Dimaggio & Attina
2012, Kernberg et al 2008).
This concept of adequately addressing the challenges met when forming the therapeutic
alliance, are shared by different therapeutic traditions, including the Psychoanalytic, the
Psychodynamic and the Metacognitive tradition (Weiner & White 1982, Diamond &
Meehan 2013, Dimaggio et al 2006). The TFP approach begins by identifying the patients
motivational focus and clarifying the patient’s experiences, in order to reach a formulation of
the patients’ problems and based on this attaining a contract for the treatment, defining a
shared goal (Kernberg et al 2008, Diamond & Meehan 2013).
The Group Analytic tradition also recognized the difficulties in building the alliance, in that
the first phase of group therapy, the exploration phase, may be especially difficult, as groups
members struggle to make contact in this phase. In this group of patients, resistance to being
in contact with feelings of dependency is common (Battegay 1977,1985, 1989).
Working with transferences and countertransferences
The concept of transference and countertransferences is rooted in the psychoanalytic
and psychodynamic traditions but is largely recognized by other traditions. More broadly,
transference and countertransference, can be understood as the specific feelings and thought
being activates in the patient and therapist respectively, during therapy (Gabbard 2009).
In patients with depression and narcissistic disturbances, idealized and negative
transferences dominate. During the course of therapy, they are often seen to alternate
(Kernberg 2008, Bleichmar 1996, Yang & Huang 2003). The most common
countertransference reactions to grandiose and vulnerable narcissism include: feeling
devalued and incompetent, feeling impatient and feeling exploited. In addition, one may feel
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inhibited and fearful of offending the hypersensitive patient (Pincus et al 2014, Gabbard
2009). Other countertransferences reactions include: boredom, contempt, control and
subjugation, as well as idealization and admiration (Gabbard 2009).
The importance of addressing and understanding these processes are shared by the
Psychoanalytic traditions, and these processes form the basis of the later phase of
interpretations, which may lead the patient to alter their understanding of themselves
(Weiner & White 1982). The Psychodynamic traditions also consider transferences and
countertransferences as being at the core of the therapeutic process, and especially TFP is
centered around this. In TFP the therapist actively engages in this process, alternating roles,
in order to stimulate the process further. A process of clarification and confrontation then
follows, in which the therapist will help the patient to understand and recognize which parts
are stemming from the patient but being projected onto others. This further elicits
interpretation, in which the patient can build a more accurate representation of himself and
others (Kernberg et al 2008, Diamond & Meehan 2013).
The major difference between the Psychoanalytic and Psychodynamic methods, lie in
that the psychoanalyst will take a position of technical neutrality, whereas the
psychodynamic therapist will engage more actively in the exploration of the patient’s
narrative. This active engagement in the patient’s narrative is also share by the Schema
Therapy tradition. The stage of clarification is specific to the psychodynamic tradition.
The ideas are largely share by the Group Analytic tradition. The group psychotherapy
works through five phases: explorative contact, regression, catharsis, insight and social
learning. In the phase called the explorative contact, the members of the group are
encouraged to formulate an understanding of their respective narratives, this correspond to
building the alliance. The regression phase is corresponding to the process of transferences,
and the catharsis phase is corresponding to the clarifications phase, as it is found in the
psychodynamic tradition. The insight phase corresponds to the interpretation phase and
finally the social learning phase is where changes and alleviation of symptoms is achieved
(Battegay 1977, 1985, 1989).
Schema Therapy share some of the same ideas, by working with the actual content arising
during the therapeutic session. However, the concept of transference is not elaborated, but
specific to this therapeutic model is the concept of modes. Modes are understood as states
that may include regressed, child-like conditions, and elicit behavior that may be
overcompensating, over-compliant and masochistic or internalized and punitive (Seavey
2012).
In order to treat symptoms, one aims at identifying the underlying beliefs, called Early
Maladaptive Schemas, to prevent the continued use of dysfunctional modes. In this way
changing the underlying beliefs can make long term changes and alleviate and prevent
reoccurrence of depressive symptoms (Seavey & Moore 2012).
The Metacognitive Therapy tradition also recognizes the importance of working with
specific transferences and counter transferences. However, MIT, mainly focuses on the
vulnerability of the narcissistic patients, and by increasing their confidence and helping them
believe their efforts are meaningful, even if they don’t reach perfection, affects such as
aggression and shame, as well as depressive symptoms are diminished. MIT is structured
around two phases of therapy: the stage setting- and the promotion-phase (Dimaggio et al
2006, Dimaggio & Attina 2012).
Discussion
The initial purpose of the article was to identify articles stemming from many different
therapeutic traditions. However, when performing an electronic literature search, most
theories on the link between depressive symptoms and underlying narcissistic disturbances
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were found in the psychoanalytic and psychodynamic traditions. Literature from the
cognitive behavioral traditions were sparse. Also, no studies head-on comparing outcome
studies, using different treatment modalities were identified. It was not possible to find
articles describing outcome measures on depressive symptoms, before and after treatment,
for this group of patients. It calls for further research to illuminate this.
It seems reasonable to believe depressive symptoms may arise from underlying
narcissistic character pathology. Therefore, regardless of the chosen method of treatment, in
order to achieve the remission of depressive symptoms, one must first readily recognize and
understand, the narcissistic origins of the symptoms. The recognition of the narcissistic
pathology is also of paramount importance in order to build an alliance with the patient. An
adequate understanding of the vulnerability inherent in the narcissistic disturbances is
essential, as confrontations regarding the patient’s misconceptions of himself and others,
may cause premature drop-out or stalemate of treatment. Furthermore, in order to adequately
address the complexity of the narcissistic disturbances it is also essential to recognize and
manage feelings of shame and aggression surfacing during therapy, and also to help the
patient adjust their level of perfectionism (Ronningstam 2012, Dimaggio et al 2012, Weiner
& White 1982).
The therapeutic approaches differ somewhat according to the initial understanding of
the narcissistic pathology. The analytic traditions largely understand narcissistic disturbances
as stemming from narcissistic depletion, arising in childhood. Kohut considers narcissism as
being a result of developmental arrest, and aggression towards the self, as a result of
unrealistic high expectations of oneself, that cannot be met (Weiner & White 1982). Hence
the aim of therapy is to help the patient to develop a healthy form of narcissism, based on a
realistic image of oneself. This is achieved by working through regression and identifying
the image of the self, arising from childhood (Weiner & White 1982). In the same manner
the Group Analytic tradition, stressed the importance of regression, and identification of
over-demanding expectations, in order to fill up the narcissistic deficiencies (Battegay 1977,
1985, 1989).
Schema Therapy also recognizes the narcissistic pathology as stemming from early-life
experiences. Narcissistic pathology is understood as underlying themes of defectiveness and
emotional deprivation, but also themes of entitlement and grandiosity (Seavey & Moore
2012). Schema Therapy aims at identifying the underlying themes, called the Early
Maladaptive Schemas, and working through them by using various specific techniques, in
order to change them and achieve alleviation from depressive symptoms (Seavey & Moore
2012).
MIT considers narcissistic pathology as being rooted in dysfunctional self-states and
dysfunctional self-Other Schemas (Dimaggio & Attina 2012).
However, across the literature retrieved, there seems to be some point of convergence,
regardless of the chosen method of treatment.
First of all, the recognition of the narcissistic pathology being the cause of the depressive
symptoms is essential. The depressive symptoms can only remit, of the underlying cause is
the focus of treatment. In this process knowledge of the various manifestations of narcissistic
pathology, in particular the oscillation between grandiose and vulnerable features is
important (Pincus 2014).
Secondly, the process of building an alliance with the patient is challenging and requires a
patient, validating and supportive approach. Failing to invest the time in building a sound
alliance, will most often result in premature termination of the treatment (Kernberg 2008,
Ronningstam 2012, Bleichmar 1996).
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Thirdly, specific challenges in this group of patients is the resistance to treatment, and the
particular dynamics that arise from this. The patient may unconsciously struggle against
involvement and commitment to therapy, and the therapist must patiently waive this
resistance (Almond 2004).
Lastly, there is consensus upon some typical patterns of transferences occurring with these
patients. The therapist must be aware of these processes in order to help the patient achieve a
clear image of himself, and hence propel a new understanding of his inner dynamics and
preconceived ideas. In this way the patient can change the underlying narcissistic pathology
and achieve remission of depressive symptoms.

Conclusion
Based on the articles included in the review, there seems to be several major points of
convergence and consensus. There is consensus across the different traditions that depressive
symptoms in this group of patients are arising from the underlying narcissistic disturbances.
Hence treatment of depression in this group has to be aimed at the underlying narcissistic
pathology, in order to achieve remission of symptoms, and preferably prevent re-occurrence
of depression.
Furthermore, there is convergence regarding the observations of specific challenges met
when engaging in therapeutic treatment of these patients. These are the ability to recognize
the narcissistic pathology upon commencing treatment, adequately dealing with narcissistic
resistance and complicating factors such as shame, aggression and perfectionism, in order to
build an alliance with the patient.
Considering the treatment modalities, there are many points of convergence, even if each
tradition holds it’s own formulation and terminology when describing the method.
Regardless of method, the common considerations are to adequately deal with problems
arising from, or related to the narcissistic pathology, in order to prevent premature
termination of treatment. During the first phases of therapy, it is important not to challenge
the patient in pointing out the dysfunctional image of self and others, but to validate and
support the patient in his personal narrative. Only then, when the patient is feeling safe, the
vulnerability, shame, aggression, perfectionism and also grandiosity implicit in this disorder
can be addressed. By doing this and cultivating a patient and empathic attitude towards the
patient, the therapist can help the patient to understand the core of their problems, and
support the patient in making positive life changes based on this insight.
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Grandiosity and Narcissistic Disturbances in Analytic Group Therapy
Assignment for the Diploma in Group Analysis, January 2016
Jane Fjermestad-Noll
In my work with dynamic and analytic groups, I have encountered many manifestations of
grandiosity and narcissisms. I have often found that these themes and topics can be
particularly difficult to work with, accept and understand by the group and the conductor. I
therefore consider it an interesting and relevant topic for further exploration. This paper will
aim to describe the normal and pathological narcissistic manifestations in group therapy, and
to understand group dynamics arising when the group works with these topics. The scope of
this paper is not to describe treatment of narcissistic disturbances, but rather to discuss how
narcissistic themes are played out in the context and course of group therapy, and the
different manifestations of these, in terms of what topics and dynamics are activated in the
group.
Literature search was performed in the database Psych Info. The terms group analysis and
narcissism got 405 hits and grandiosity yielded 35 hits. Relevant journals were searched:
Group Analysis; narcissism yielded 181 hits and grandiosity 29 hits. Psyche and Logos;
narcissism got 17 hits and grandiosity 3 hits. Furthermore, a hand search in reference lists of
relevant related articles was performed.
Introduction
The concept of Narcissism is widely used in fiction, social psychology, psychology and
psychiatry. Narcissistic disturbances have been known and described in psychiatry thorough
the last century but was first captured as a diagnosis in DSM-III in 1980 (Ekselius 1994). In
spite of the wide use and recognition of the term both theoretical and clinically, there are
divergent opinions as to the origin of narcissism, the definition of narcissism and the
transition between normal and pathological narcissistic functioning.
Normal healthy narcissism refers to aspect of normal self-esteem regulation, whereas in
pathological narcissism, the self-esteem is disrupted and regulated by the means of a
distorted grandiose self. Narcissistic Personality Disorder, NPD, is the characterological
constellation that operates through this distorted pathological self-esteem regulation (Pincus
2010, 2014, Ronningstam 1995, 2010).
This paper will not deal with patients with NPD proper, treated in groups, but rather the
range of various narcissistic disturbances as they manifest in vivo, where different
individuals, and the group, expresses and shows narcissistic attitudes or traits. The focus is
not so much on the psychopathology or origin of these manifestations, but on how these can
be understood in terms of group dynamics.
Narcissistic disturbances should be understood as an inability to regulate self-esteem, where
the construction of a grandiose self, aids to build a fortress against a seemingly dangerous
and judging world. The grandiose self is then used to reflect the desirable and to deflect
unwanted images. Mechanisms of projection, idealization, devaluation and denial are
activated when any threat to the grandiose self is perceived. Furthermore, there seems to be
an excessive need for external praise and approval. Some of the most common
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manifestations of narcissism in interpersonal relationships are, aggression and rage, often
projected against others, shame that cannot be recognized and processed, envy of others,
feelings of omnipotence and grandiosity, idealization or devaluation of others, entitlement
and sometimes exploitation of others and self-centeredness. More covert forms of narcissism
can be seen as self-annihilation, inhibition and persistent narcissistic vulnerability, but these
manifestations are still on the background of a false grandiose self that is too vulnerable to
be challenged. Common for the forms is also that the person may find it difficult to
recognize these ego-synthonic traits, and often wishes to focus on, and seeks treatment for,
condition arising secondarily from the narcissistic disturbance, such as; depressive
symptoms, anxiety or substance use disorder (Pincus 2014, Gabbard 1998, Kernberg 1975,
1984, Kohut 1971, 1977, Ronningstam 2009, Huprich 2014).
Historical perspective
The term narcissism is taken from the Greek myth of Narcissus, who refused to be seduced
by the nymph Echo, and as punishment suffered the fate of falling in love with his own
mirror reflection. Hence, he pined away from self-neglect and unrequited love, staring at his
own reflection in a forest lake (Auerbach 1993). The term narcissism was first used in
psychiatric context by Ellis in 1899. He used the term in an article on autoeroticism. Näcke
also used the term in 1899 in an article on sexual perversions (Akhtar 1982, 1989, Millon
1981). Freud first used the term in 1910 in his article “Three essays on the theory of
sexuality”, where he describes narcissism as a predisposition toward homosexuality (Akhtar
1989). In 1914 Freud publishes “On Narcissism” in which he defines primary and secondary
narcissism, which are considered phases of normal ego development. Difficult transition in
these phases of development can give rise to pathological narcissism (Akhtar 1989,
Ronningstam 1995, Millon 1981). In 1925 Waelder describes the narcissistic personality
characteristics as being; condescending superiority, excessive focus on one’s own wellbeing,
and a striking lack of concern for others (Akhtar 1989). In 1939 Freud likewise described the
narcissistic character, as a person whose main interest is to protect one self, to be
independent of others, and to not be susceptible to the slights of others (Akhtar 1989). In
1933 Willem Reich described the narcissistic-phallic character that arises from a deep sense
of insecurity (Akhtar 1989). In the following years a number of psychiatrists described the
narcissistic character: Kohut in 1966, Kernberg in 1967, Bowlby in 1969, Pulver in 1970 and
Stolorow in 1975 (Akhtar 1989, Millon 1981).
Group Analytical Perspectives on Grandiosity and Narcissism
Grandiosity and narcissism have been commented on in many contexts, in Group Analytic
literature, as will be mentioned further on in this section. It seems relevant to mention some
of the fundamental group analytical notions in relation these terms, and these will also be
outlined for future reference.
Group Analytical Principles
• In group analytic treatment the focus is on the group-as-a-whole, without losing the
individual
• All participants are present, and actively engaged in the therapeutic work
• The therapist is the” first servant” of the group
• The processes in the group must be related to the psychological reality of the content,
not only to the actual manifested content
(Bion 1961, Foulkes 1946, Hinselwood 2007, Aagaard 1999).
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Therapeutic factors
• Socializing
• Mirroring
• Activation of the collective unconscious
• Exchange
(Foulkes 1948).
In other words, the therapeutic work in the group implies, resonating or identifying with
others’ experiences, seeing how others see oneself, and seeing aspects of oneself in others
and owning these. Activation of the collective unconscious includes pooling or condensing
associations arising from shared culture, language and pre-history. In this way members can
understand how much they have in common with each other. Exchange allows the group
members to receive and accept input and interpretations from the other group members
(Behr 2005, Karterud 1999, Lorentzen 2014, Rathbone 2012).
In groups where narcissistic disturbances are prevalent, it may affect the efficacy of these
factors. One way this may be expressed is the fear of isolation in the group, based on a sense
of identity loss that may ensue for a period where the therapeutic work helps the person lose
the grandiose self and replace it with a mature nuanced self-image (Pisani 1995).
Levels of Communication in the Group
Another important notion in Group Analytic treatment is that of the different levels of
communication in the group. Four levels of communication, are described:
• The actual level. This is the common-sense level, where factual events as well as
feelings can be described
• The transference level. The transferences in a group a multiple and simultaneous, and
the group is often perceived as a family
• The projective level. This is the level of projective identifications and of bodily and
mental images. The members or the group-as-a-whole may represent or personify
unconscious aspect of oneself, including body-image
• The primordial level. At this level archetypical images from the collective
unconscious are experienced
(Aagaard 1999).
These levels of communication can be present in the same group at various times. The group
moves through and in these levels, and individual members of the group may also experience
different communication levels, in the same group session. It should be noted that in the case
of severe narcissistic disturbances in individuals or at group level, a lot of the
communication is occurring at the projective level.
The Matrix
The matrix is a notion first described by Foulkes in 1946. The notion was elaborated several
times, but the definitions used from 1964 on, are most common. Here he states, “The matrix
is the hypothetical web of communication and relations in a given group. It is the common
shared foundation that ultimately give all event meaning and significance, and which all
communication and interpretation, verbal and non-verbal, rest upon” (Foulkes 1964,
Aagaard 1999). Furthermore, Foulkes describes the matrix as the network of all individual
mental processes, as the psychological medium in which they meet and interact, as the group
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network wherein all processes take place and can be defined, and as to meaning and impact
in time, space and intensity (Foulkes 1957, Aagaard 1994, Karterud 1999).
Any defined group has a matrix, and this can be perceived consciously or not by the group
members. Group dreams will often contain images or notions from the matrix, at other times,
often under pressure images from the matrix arise through the group’s associations. The
images will be indicators of what is present in the inner life of the group at that present time
(Aagaard 1994).
The foundation matrix places the group and individual in a larger context. The foundation
matrix consists of the cultural frame, the language, the history and the general notions of
consensus in and certain area or country, shared by the group (Aagaard 1994).
Manifestations and Interpretation of Grandiosity and Narcissism in Groups
The manifestations of grandiosity and narcissism in groups vary according to the group’s
present level of communication, the foundation matrix of the group and the dynamic matrix
of the group. As the inner life of a group is always dynamic, there may be different phases in
the course of a group development. Some, where archaic narcissistic dreams are welcomed
and shared, and other phases where these utterances provoke disgust, shame, aggression,
envy or rejection from the group.
In the case where one individual is consistently unemapthic, selfish with the time and
attention of the group, non-giving and non-receiving, in the group, the other members may
reject the person, and scapegoat mechanism may appear.
At other times a person can be the spokesperson on behalf of unrelished and inhibited
grandiose dreams in the other group members, and this may be welcomed, and allow for
positive enhancement of the work of the group or a group member.
Finally, the manifestations of narcissism may also vary in different cultural settings,
according to the psychological material present in the matrix, and how the social
unconscious is activated.
When interpreting reactions, responses and ramifications of the narcissistic manifestations,
these factors must always be considered.
The narcissism of minor differences
Freud mentions what he calls the narcissism of minor differences, in which he states that all
intimate relationships confront us with two fundamental aspects; there is a narcissistic injury
in the perception of even small differences between our self and others and, there is a
fundamental need to maintain cohesion within a community or group by displaying
aggression and contempt onto other groups who possess essentially minor differences
(Gabbard 1993).
Therefore, working in groups provide a unique opportunity to confront our narcissistic
predispositions, however small or great, and to develop a mature self-image through the
process of creating healthy cohesion in the therapy group. The process may go through
different phases, and act on all levels of communication, allowing the members to work
through even archaic and previously unconscious material, in the safe environment of the
group.
Developing the narcissistic Group-Self
In a therapy group, cohesion can only develop if the different members are able to extend
their own self, their narcissism, onto the others, and in this way forming a narcissistic groupself. As mentioned, in this process the different levels of communication are activated. From
the archaic level, with the tendency of each member expecting everyone to be equal, to the
projective level of object-relations, often eliciting projective identifications, especially of
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aggressions, and to the revival of the family symbiosis and their early identifications, on the
transference level (Battegay 2006).
The five phases of group development
The process of group development can be seen as moving along five phases: explorative
contact, regression, catharsis, insight and social learning.
In the explorative contact, narcissistic individuals may find difficulty entering into
relationships with the others, as the self is somewhat weak and fragmented, and is reliant on
external approval.
In the regression phase the participants have to overcome their anxieties in sharing with each
other, causing a feeling of solidarity and cohesion to develop between the group members,
seeking narcissistic fusion with each other. In the regression phase, narcissistic transferences
are common, unto the conductor or the other members. The most decisive dynamic though,
is unconscious, characterized by a reciprocal empathy, mirroring a narcissistic inclusion of
the members.
Catharsis is the phase where the group may express aggressions towards the conductor, when
he doesn’t fulfil their unconscious regressive desires. Hostile feelings may be brought to the
foreground, eliciting the next phase, insight.
The insight often comes after the narcissistic injury perceived by the group has been
verbalized or acted-out. This allows for consciously recognizing regressive tendencies,
projections and transferences.
In the final phase, of social learning, old patterns and habits are questioned, and maybe
changed, by the help of the mirroring and feedback from the group. Grandiose elements in
the personality may become more nuanced and realistic, resolving narcissistic issues in the
group and its members (Battegay 2006).
Overt and Covert expressions of grandiosity and narcissism
Grandiosity and narcissism manifest in overt and more covert forms. From idealization and
omnipotence, to aggression, devaluation and envy. Experiences of shame can be covert
expressions of narcissism. These elements will be considered in the following, along with
some considerations on how narcissism is expressed in the group dynamics, such as
transference, countertransference and mirroring.
Transferences, Mirroring and Malignant Mirroring
The healing processes taking place in the group are not only based on the dialogue and
exchange taking place at the actual level of communication, but the exchange taking place,
based on the transferences and counter-transferences occurring in the group (Freud 1912,
Nielsen 1996, Heinman 1950, 1969, Winnicott 1960). Foulkes fond there were two forms of
transference taking place in groups. Horizontal transference, to the other group members, or
vertical, from the members to the conductor. In the same manner countertransference may
manifest in two ways, the conductor may experience it from one member, or from the groupas-a-whole (Nilsen 1996). If the group communication is functioning on a deeper, less
conscious level, projective-identifications may occur frequently, and blur the therapeutic
process for the conductor or for the group members (Horwitz 1983, Ogden 1979). In this
way the narcissistic elements being played out in the group can evoke a number of different
themes in the group’s dynamic matrix. As mentioned earlier, some of the more common
ones are shame, aggression, envy, idealization or devaluation.
Another important notion in groups is that of mirroring. Mirror reactions typically occur
when a number of persons meet and interact. A person can see himself, or part of himself,
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often a repressed part of himself, reflected in the interaction of other group members. In this
way one may get to learn new aspects of oneself, and this multifaceted image, gives rise to a
nuanced, mature self-image. In this way the child’s emergence from narcissism, is prompted
by reflections coming from the outside, and help the child to differentiate between what he is
and what he is not (Pines 1982, Weinberg 2004, Zinkin 1983).
Even in the myth of Narcissus, the subject of mirroring is repeated twice. In sound, in the
form of Echo, being in love with Narcissus but rejected, and in vision, as Narcissus falls in
love with his reflected image. In the myth Narcissus dies when he recognizes his own image,
and in this way, one may say that the illusory self-image, Narcissus, dissolves when the true
self-image is reflected (Pines 1982, Weinberg 2004, Zinkin 1983).
Mirroring has two different aspects. One is interpersonal, and is based on communication in
the group, revealing undiscovered aspects of the self. This mirroring appears when we see
ourselves in the image of others. The second form is more archaic, and is based on resonance
taking place through the subtle reverberations of feelings occurring between the group
members (Nitsun 1998, Weinberg 2004).
In the case of benevolent mirroring, a person meets parts of herself that were forgotten, and
other parts that are more conscious or pre-conscious. He meets these in a more intensified
form, making them easier to recognize.
Benevolent mirroring can have the following properties:
• Empowerment, by fortifying a message, as more members of the group reflect back
the same image,
• Sharing, of a common experience in the group, which can make the recognition less
dangerous
• Mutuality, referring to the ability both to see but also to reflect for the others
(Weinberg 2004).
Narcissistic patients are sometimes described as “mirror-hungry”, as they need to have their
grandiosity empathically mirrored by the conductor. This may pose a challenge in the group,
if one person monopolizes the time, and the topics brought into play. This may elicit
responses of anger and hostility and scapegoat reactions may occur.
Malignant Mirroring
Processes of malignant mirroring may occur in groups. In this case a person comes into
contact with an unwanted repressed part of his self, the shadow or a sinister Double. This
dark Double can be seen as the duplicate self, the mirror image you cannot destroy without
destroying yourself, but which will destroy you unless you destroy it.
In a group, malignant mirroring may lead to a dynamic of consistent and unresolvable
hostility or fear evoked by a particular interacting between two members. The feelings
evoked by looking in the mirror of the other, cannot yet be recognized and processed,
resulting in an arrested development process. Malignant mirroring can also occur within the
idealized omnipotent domain, in which two group members may support and maintain each
other in infantile unrealistic fantasies (Zinkin 1983, 1992).
The group as a transitional object, from archaic fantasies to reality
In groups where, persons, or the whole group is functioning at the infantile narcissistic level,
primary processes, somatic phenomenon and archaic formations stemming from the
unconscious, will occur frequently, often resulting in regression and resistance (Rouchy
1982). Archaic positions correspond to the preconscious stages in the constitution of
identity. In working through the archaic conflicts and fantasies, the group can be seen as
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being a transitional object, linking the interior experiences with the reality of the external
world. On this level of communication, where projective identifications occur frequently, the
emotions and thoughts of the group member, can be conveyed to the others readily in the
form of non-verbal communication, such as body posture, mimicry, and proximity of bodies,
or chairs, looks, sighs, odors or respiratory rhythm. In this way the transference of emotion is
conveyed through regressive means of communication, such as projective identification
(Rouchy 1982).
Grandiosity, Omnipotence and Idealization
Omnipotence was first described by Freud in 1913 and 1921, as a characteristic of the
magical thinking of primitive cultures and of infantile thinking. He linked it to the state of
infantile narcissism and the hallucinatory gratification of desire under conditions of
frustration (Kernberg 1997).
Sartre expresses that mankind’s fundamental project is to be God. But this project to imitate
God is acted out in collusion between the rulers and the ruled, to result in mutually shared
dreams or delusions of omnipotence, contrary to reason and the limitations imposed by
reality (Lothane 1997).
The fantasy of “oneness” is constructed when we are infants, and venture into adult life, in
more or less processed form. According to Freud, Eros hold everything together in the
world, and cosmogonic Eros is the source of that force which makes for group cohesion, and
manifests itself as a dual love-bond, among the members of the group and between the group
as-a-whole and its leader (Lothane 1997).
In a group setting, the group may be subject to powerful collective illusions of an
omnipotent nature. This phenomenon on group level is elaborated and discussed in the
section on the narcissistic group-self and collective narcissism.
Dynamically, omnipotence is seen as a defense mechanism, and developmentally, it is
considered to be one of the most archaic modes of relating to oneself and others (Lothane
1997). Omnipotence has the function of increasing self-esteem, and to protect elements of
grandiosity embedded in the self-structure. Omnipotence is often seen as a need to feel
power and control and can sometimes be a defense against a feeling of helplessness (Almond
1997).
In groups the activation of omnipotence as a defense in the transference usually takes the
form of omnipotent control. This may pose a great challenge in maintaining a position of
technical neutrality, and not enact in projective counter identifications. In the case where the
conductor responds masochistically to the patient’s sadistic control, the aggressions may be
less overt in the transference. This may feel more comfortable at the time but will not help
the patient to work through his grandiose issues. One way to respond to it will be to reassess
and reassure the boundaries of the therapeutic relationship, the therapist must set limits to
protect the patient and the group (Kernberg 1997).
Clinical Example
On participating as a guest co-conductor in a group at a private Psychiatric Hospital on the
American East Coast, in a high-income area, I observed different reaction to grandiose ideas
as they came forth in the sessions. The participants of the group had mainly borderline and
narcissistic pathology. When a member of the group expressed a grandiose idea, for example
in one case, regarding wishes for future career planning, far from the level of education,
competence or previous experience of the person, the idea was applauded and encouraged by
the members of the group. They seemed to go into a mode of idealization, but at the same
time pacifying the person, and arresting all therapeutic work. However, if the dialogue fell
upon topic being potentially shameful and embarrassing, the conversation would stop, the

169

topic silenced, and the gazes directed towards the floor, until someone would talk about
something more pleasant. This observation was fundamentally different, if not opposite of
reactions to similar statements in groups in Scandinavia. I noted that maybe the cultural
differences and the differences in the typical dynamic matrix in each case may be in play.

Aggression, Anti-group and Scapegoat dynamics
Aggression is one of the common defense reaction seen when group members are confronted
with perceived criticism. Aggression can manifest in the group in the form of anger, hostility
or rivalry between members (Nitsun 1996). A frequent cause of hostility in-group dynamics
is narcissistic injury. In the case of narcissistic injury, a person feels he suffers an attack on
his self-esteem. The setting of the therapy group provides a great threat to a person with
vulnerable self-esteem, especially in the early phases of the group’s development (Gans
2010).
Typical manifestations of hostility in the group may be:
• self-confrontation through others
• attacking traits in other group members that are found inacceptable in oneself
• sibling rivalry
• transference
• premature termination
(Nitsun 1996).
Another manifestation of hostility is scapegoating. Scapegoating occurs when one group
member repeatedly is the object of criticism of the group, creating a negative focus that is
difficult to resolve. The scapegoat will often feel uncomfortable, experiencing heightened
anxiety and resentment about the group, resulting in a breakdown, or withdrawal (Nitsun
1996). Scapegoating reawakens in its victim some of the most painful childhood memories,
of being ganged-up, taunted, embarrassed and humiliated, shamed and excluded. This
inadvertedly begins to affect the sufferers’ self-esteem (Gans 2010).
The Anti-group is a broad term describing the destructive aspect of groups that threatens the
integrity of the group and the therapeutic development. The concept of anti-group
encompasses several areas of dissonance in groups, such as resistance to participation in
groups linked to fear and dislike of groups, and hostility and anger arising in the group, not
only threatening interpersonal cohesion but directed destructively at the group itself and
spiraling destructive processes in the group that cannot be contained. When this manifest the
creative work of the group is counterbalanced by the oppositional forces of anti-group in
individuals, sub-groups or the group-as-a-whole (Nitsun 1996).
Anti-group is not a static state but should be seen as forming a complementary relationship
with the creative forces in the group. The anti-group can represent a turning point in the
group, and if the group succeeds in working through it, may help the group to reach a more
mature level of dialogue and interpretations (Nitsun 1996). Anti-group may express itself in
overt or more covert forms. Indirect expressions of the anti-group may be dropouts, irregular
attendance or scapegoating (Nitsun 1996).
Kohut distinguishes two types of aggression, competitive aggression aimed at removing
obstacles, and narcissistic rage, aimed at objects that are perceived as threatening to the self
(Kieffer 2003).
Narcissistic rage distinguishes itself from other form of aggression, in that it is centered on
revenge, righting wrongs or undoing a painful humiliation, and often the rage seems to go on
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ceaselessly. Often the narcissistic rage is triggered by shameful experiences or upon
reactivation of earlier shameful experiences, conscious or not (Wolf 2009).
In persons where narcissistic rage is a prominent feature of their personality, treatment in
groups might pose a great challenge. The lack of empathy normally displayed by narcissistic
persons in groups, may leave them vulnerable to being attacked or even ostracized by the
group. Scapegoat dynamics will often arise, reactivating painful memories of scapegoating
in the peer-group or family (Kieffer 2003).
Revenge may be a manifestation of aggressions in the group, if a member feels rejected or
wronged by another group member or the conductor. Denial of shame, as well as aggression,
may prevent people to move from revenge to forgiveness. The ability to forgive means to be
able to work interpersonally, recovering from narcissistic injury (Van Noort 2003).
Groups that develop a cohesive group identity or group self can also be vulnerable to
narcissistic rage. Idealization of a charismatic leader, and projection of rage towards outside
objects are frequent, an example could be juvenile delinquent gangs etc. In a clinical setting
the conductor may observe activation of mild states of narcissistic rage in response to
disruption in the group self-object matrix, for example upon entry of a new member,
conductors vacation, or premature ending of the group (Kieffer 2003).
Shame
Shame and narcissism are closely linked, as narcissistic individuals often are shame-prone,
and find it difficult to process feelings of shame. Also, all perceived narcissistic injuries are
likely to awaken feelings of shame, as may confrontation with unconscious archaic
grandiose dreams.
Shame can be considered to span a continuum, from the healthy, bearable shame that help us
regulate behavior in the service of preserving self-esteem, values and personal relations, to
the pathological manifestations of shame often elicited in narcissistically vulnerable persons
(Gans 2010, Rustomjee 2009).
Shame often exists in dynamic tension with its opposite emotion, pride. Where guilt is often
a response to a thought or an action, shame connotes a more pervasive self-condemnation.
Shame often originates from an evaluation of one’s ambitions, when they fail to meet these
expectations (Gans 2010, Rathbone 2012).
In the case of a narcissistically vulnerable person, this evaluation is avoided, as this might
threaten the grandiose self. The person might try to escape from the unbearable feelings of
shame by divulging in omnipotent fantasies, or the pursuit of uniqueness and perfection
(Rathbone 2012, Rustomjee 2009). I
In other cases, suppressed shame can lead to the development of, or maintaining depression
(Montgomery 2006). Feelings of shame are often experienced as helplessness, impotence,
weakness and loss of control (Montgomery 2006).
Shame can also be experiences at the somatic level, if it is not yet processed at the mental
level. Early experiences of shame from infancy or early childhood, may be reactivated, and
produce uncomfortable bodily sensations or tensions, even psychosomatic illness. Bringing
awareness to the body may help the person to recognize and work through difficult material
regarding shame. The realm concerning the body seems to correspond to the projective level
of communication (Hadar 2008).
Feelings of shame are often projected onto other members of the group, or people or
institutions outside the group. For instance, when failing to achieve a goal, a person might
perseverate on who is to blame, often feeling they are victim of circumstance or ill will.
Outbursts of narcissistic rage may be expressions of underlying shame.
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Defenses against shame can be the use of projection, intellectualization, reaction-formation,
isolation, devaluation, identification with the aggressor and idealization (Gans 2010).
In the setting of group therapy there are two conditions that may increase the feelings of
shame, the heightened self-consciousness, and the presence of others. Some specific
defenses arising on group level when confronted with shame are
• focusing on themes that stress similarities among members
• generating feelings of scorn and disdain
• avoiding here-and-now material
• inducing guilt
• transference reactions
• preserving the illusion of the conductor’s infallibility
(Gans 2010).
Narcissistic individuals often project their deep feelings of unacceptability onto the
conductor. The denial of their yearning for love and attention, may assume a variety of
transferences, serving to protect against unwanted feelings of shame and inferiority.
Some transference patterns that often indicate hidden shame are:
•
•
•
•
•

self-sufficiency
certainty of being loved by the conductor
futility, not believing in ever being loved by the conductor
irresistible performance in the group
denied greed, not admitting wanting the conductor all to oneself
(Gans 2010).

Groups seem to be an ideal arena to resolve and repair issues of shame. When working with
shame issues, it is often necessary to help the group work through initial denial or
indifference and through experience of conflict or even rage, to reach a stage of final
acceptance and integration of shame. In this process the individual member may find a
natural position in the dialectic between group identity, and shame-avoidance and individual
identity, the universal narcissistic desire for uniqueness (Rathbone 2012).

Clinical Example
The patient, K, is male, in his mid-forties. He is divorced after a lengthy marriage, in which
the couple has four children. The marriage ended six years ago, and he is currently
establishing a new relationship. This is the first enduring relationship since the divorce. He
has a University level education and is successful in his professional life. He reports a
history of an unsafe and unwanting home environment, being the middle one out of three
boys, with a distanced mother and a strict, unpredictable punitive and verbally abusive
father.
Upon entering the group, he was largely concerned with issues stemming from grandiose
ideas. After a welcoming beginning where the group eagerly participated in his elaborations,
the often too self-centered notions, with a striking lack of concern or empathy for the other
person being described, slowly changed the response of the group, which more and more
often fell silent, or in some cases there was an unnaturally quick validation from the others
or glances at the conductors. The group soon stopped challenging K’s notions, as these
advances where always rejected. Some of the statements he would bring forth would often
seem to induce aggression, shame, envy and idealization in the group.
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In one case K talked about how he did not really like his children. He claimed that all the
while he was married, they would only listen to their mother and heed her advice, and he felt
they had no respect for him, and never appreciated his initiatives. So, to be honest, he said,
he had very few positive feelings towards them, apart from the youngest, a daughter, who
somehow seemed more interested in his stories, and appreciated it when he helped her with
her homework. He also described his children in a unemapthic way, not being concerned
with what they may need from a father, but with what a father needs from his children. This
episode caused the group to fall silent, all the members looked at the floor, the conductors at
each other. And then as K moved on to talk about his girlfriend, the group seemed relieved,
and eager to change the topic. As a conductor, this observation led me to interpret the
nonverbal response of the group as being one of shame, as the story made them resonate
with feelings of shame, or feeling shame on behalf of K. In order to deal with the shame, it
seemed to retreat and retract from the group interplay, to hide behind half-closed eyes, and
passively wait for the discomfort to pass.
At other times K would use humoristic devaluation, which seemed to activate the latent
aggressions in the group, which lively participated in feelings of unfairness, being
excessively judging towards outside persons not known to the group. For instance, when
describing a person at work being envious at him, he introduced an episode taking place,
where he started with a long derogating description of this person, whom he, by the way,
didn’t like. The example was one in which K aggressively retaliated when he perceived,
something he interpreted, as a hidden criticism from a colleague. The colleague said jokingly
at the coffee machine,” don’t you have better things to do than drinking coffee?” to which K
made a snappy reply, rejecting the criticism and turning it toward the other one. It was used
as an example of how he paid heed to his self-respect, demanding the respect of others, and
the group responded by applauding the reaction of the patient, expressing envy and stating
they wished they could be in the same way.
K also spent a lot of time talking about his past marriage, in which he felt excessively abused
and unwanted. He stated that his ex-wife had only ever wanted a sperm donor, who could
also make some money, and that he knew she had never cared about him. He said he had
proof, as he had heard her say dismissing things about him, which she then immediately
denied when he repeated them. She had never been clear in stating her needs, only to set
traps for him so that she could claim not to be pleased or satisfied in the relationship, as he
never fulfilled her needs. He said she consciously turned the children against him, not by
actually saying bad things about him, but by ignoring his suggestions or efforts, so that the
children would also become indifferent towards him. In the beginning where he expressed
how abused he felt by being in a relationship where there was no love for him, and also no
sexual contact, the group was very sympathetic towards this, and validated his feelings of
rejection and loneliness. However, as the same stories ensued, the responses tapered off, less
questions were asked about the topic from group members which seemed to wait for him to
finish and punish him with silence. In these cases, the silent, passive response of the group
seemed to imply that these issues awakened latent aggression in the group. There was no
direct expression of this verbally, but the lack of engagement and non-response of the group
was experienced aggressive.
Other situations where the narcissistic disturbances of K were evident, was in responding to
other persons problems. Another man in the group spoke about how he felt painfully
inhibited in his personal and social life, and that he feared his wife would, or already had
grown tired of him, because of his withholding nature and lack of spontaneity. K responded
briskly, that he always made sure to come up with all sorts of crazy, spontaneous stuff, like
turning the bedroom into a mysterious love cave, while his girlfriend was in the restroom for
five minutes or planning other spectacular surprises. The other man fell silent, the gaze
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diverted towards the floor, unresponsive, while K continued to talk about his merits as a fun
boyfriend. At this point it was pointed out by one of the conductors that this advice could be
difficult to use for the other patient, as he seemed to have some different experiences. And
the group encouraged the other man to elaborate his difficulties. K fell silent, but on repeated
occasions he would try to identify with this man’s problems, stating so clearly, but then
describing an entirely different problem. After K had been in the group for a few months, it
had become customary to allow for his talking time without any direct communication of
dissatisfaction in this regard. However, two of the former stable group members began
attending irregularly, and one prematurely dropped out a month prior to final termination of
the group. In the final group session, he made some reflections about his progress in the
course of the treatment, stating he had decided to pursue a new therapy group, feeling he had
unveiled some important issues regarding his male identity and relational dynamics. He
somehow, “en passant” stated, that he had a special relationship to death, he always found
refuge in. And upon asking him to elaborate this, he said he felt he always had this
opportunity to punish the others for not really appreciating him and seeing him as he really
was. This aggressive outburst was ignored by the group, who spent the last session reflecting
on the topics of the loss of the mother’s love, unreciprocated love in relationships, the pain
of loneliness and longing for oneness. Interestingly, the group did not at any point comment
that one of the conductors, me, was quite visibly pregnant.

The concept of Narcissistic Group-Self and Collective Narcissism
In some therapy groups a narcissistic group-self may emerge. Patients may become so
fascinated by their own group, that the whole group may develop grandiose fantasies
regarding the group. If the group stays in this stage for a long time, the therapeutic work will
suffer, as such a group will form a closed circle, leading the members away from social
reality. Group members may extend their narcissistic libido onto the other group members,
and a regressive phase may ensue in which the member(s) long for fusion with the other
group members and/or the conductor.
In a more ideal case, a group feeling can be developed where the group members maintain
their individuality and can shift their narcissism onto others. In case of development of a
narcissistic group self, the togetherness feeling does not arise from an active identification
process, but from an extension of one’s narcissism onto the other group members (Battergay
1976).
The narcissistic group self is concerned primarily with the idealizing modes of the
narcissistic defense. The therapeutic group may feel that it is better that other groups,
omnipotent fantasies about the group may develop, for instance that the group should be
together until death do them part, or it may foster aggressive attitudes or behavior towards
people outside the group. In these groups one often sees mirror transference, in which the
members feel they are reinforced by individuals being similar to them (Kohut 1971, Zavala
2009).
The development of a narcissistic group self is considered a normal process in the early
regressive phases of group formation, but this phase should be replaced by more mature
nuanced group dynamics. The danger of a group staying in the narcissistic group self, is to
lose contact with the outside reality, difficulties interacting with each other within the group.
Ideally, identification as an active ego-performance replaces the primary fantasies of fusion
(Battegay 1976).
This in-group idealization can also be denoted collective narcissism (Zavala 2009). This
particular “in-group love” is found to increase aggression and derogation towards all that is
considered “out-group”. Zavala performed a study of this group phenomenon, and found that
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in groups with collective narcissism, out-group hostility and derogation was significantly
higher than in groups where non-narcissistic in-group positivity prevails. However, Zavala
also found that collective narcissism is a predictor of intergroup hostility, when intergroup
threats are perceived. This may suggest that a group with a narcissistic group-self, may not
only dwell in the positive, idealized area of narcissism, but may be subject to sudden shifts
towards hostility towards other group members, if the collective narcissistic group selfimage is challenged (Zavala 2009, 2011, 2012).
Clinical example
The patient is a man in his early twenties, M. He is single, working as a Security Guard at a
mall. His main problems upon entering the group where centered around a sense of
loneliness, and a wish to establish a reciprocal romantic relationship, and also a more
stimulating social life. He has recently ended treatment in a Cognitive Behavioral Group,
focused on management of anger and temperament issues. He had worked diligently, and
achieved significant results, with a positive effect on his close social relations and work
relations. In the beginning he would always speak in a loud, convincing and lecturing
manner. His statements were proclaimed in order to demonstrate for the group what values
he stood for. The tone was matter-of-factly, and he was not interested in further discussion or
questions on the topics. The group followed course and listened politely as he finished his
tirades, often of difficult and politically charged topics. He was a member of the national
socialist party, often considered a neo-Nazi organization. Topics like racial purity and ultranationalistic attitudes, of wanting to throw all non-Danes out of the country, were often
presented. The group listened silently but looked at the conductors to intervene or change the
topic. He found a strong alliance in this Nazis group, especially as the local leader was a
strong charismatic figure, whom he found to be the perfect role model. He had lost his father
suddenly to a heart attack, five years prior, in his late teens, and found a substitute father
figure in the local party leader. He clearly stated that he felt this group of people alone saw
the truth and held the key to how our country and future could be saved. He considered all
other people to be ignorant, and that knowing the truth also made him and his peers superior
to others. This can be seen as a classic case of collective narcissism, where the self-esteem of
M was founded largely on the identity of belonging to this political group. He presented
brash statements about how women should be, and that they should accept him as he was. He
commented on the fact that often initially able to establish contact to women, they often
turned on their heel and fled, upon entering his house and saw the swastika Nazi emblem
flag decorating the entire end wall of the living room. Even if he thought that is was just as
well they left, it they couldn’t handle the truth, he recognized that some might take it the
wrong way, and he regretted not having the chance to speak with them and explain himself.
During the time of participation in the group, M become more and more open to questions
from the validating conductors, and after a while from the other group members. He was
able to work through and talk about the pain and longing connected to the death of his father,
and to give and receive feedback from the others hence actively profiting from the mirroring
processes. He became less and less dominant and aggressive, and showed great courage and
patience in trying to understand how others might see him. Once he became excessively
aggravated over an exchange of opinions with one of the other group members, and left the
group in a fury, slamming the door, in order to return 15 minutes later, still steaming hot
with fury, but calming himself and apologizing humbly to the group for reacting immaturely
and rashly. As the therapeutic period drew to an end, he had established a must firmer sense
of self, with stable and consistent self-esteem. He was no longer involved with the nationalist
party, and he was establishing a relationship with a girl for whom he had much respect and
admiration. He had profited from the mirroring and transference of the group, and
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established a more nuanced self-image allowing for shame, weakness and that less than
perfect. This new more stable self-image replaced the infantile grandiose self-image, and the
collective narcissistic self-image.
Narcissism and resistance to groups
It is a common observation that narcissistic individuals often have resistance to entering
therapy groups. To be engulfed in a group might challenge the sense of entitlement and
superiority, the mirroring from the other group members might not be desired, and there
might be a lack of interest in engaging in the therapeutic process of the other members.
Bernstein proposes that all resistance, even the ultimate resistance to dying may have its
roots in narcissism (Bernstein 1999). Freud relates narcissism to power and love, derivatives
of Thanatos and Eros, and also propose that groups are held together by libidinal ties. The
healing power of a therapy group resides in these ties, and the processing of all emotional
and verbal encounters that occur within the group (Freud 1921, Bernstein 1999).
Narcissism can be destructive to therapeutic groups when it interferes with love for others,
love being a derivate of Eros, the force that binds beings together. Groups can empower their
members, reducing fear, fear being a derivate of Thanatos. Fear is usually disruptive of
group cohesion. In order to fully profit from group therapy, the members need to overcome
their infantile narcissism, and learn to endure and enjoy the reciprocal libidinal bonds of
mature interpersonal exchange (Bernstein 1999).
The Group as a Mother
Some groups may come to form a nurturing, mothering environment, which may allow for
regression, and the processing of archaic dreams and fantasies. This can be an important
process, as long as the group from their progresses to more mature and nuanced exchanges.
Just like the phase where the child recognizes the independent subjectivity of the mother, the
members of the group need to understand the individuality of all the group members, in
order to fully engage in and profit from the mirroring processes taking place in the group
(Curk 2007, Nitsun 1996).
Clinical example
In a trainee group one of the members S, expressed, quite spontaneous in a session where the
group spirits seemed to be high, and there was a substitute conductor, a seemingly archaic
grandiose wish that he would one day be a fictional author! The enthusiasm was not coerced
by the group, who seemed not even to hear the statement, even when he underlined it, “I
know I will be good! Really good!” In the memory of the group echoed the memory and
knowledge that another member of the group had in fact, straight out of high school, been
offered a place at the national author school, accepting only 5 students a year, and normally
significantly older candidates. She had in fact turned the offer down, to pursue a career as a
nurse. However, the holding safe environment of the group, allowed S to engage in an
infantile grandiose wish, and dare to share the wonderful feeling of the dream, even for a
brief moment.
The Group Conductor
Even when maintaining neutrality, the conductor is not a blank screen, but represents a
powerful presence, whose subjectivity is perceived and benefited from, by the group. The
dynamic features evolving around the conductor’s personality is always present, but not
always articulated consciously or publicly (Billow 2011).
The conductor is often, over time, confronted with his own narcissism in the group. In the
case where narcissistic traits are in fact prominent, or in the case of Narcissistic Personality
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Disorder per se, the conductor may indeed inflict distress or damage to the group, using it to
fulfil his own narcissistic needs (Horwitz 2000, Pepper 1991).
As this is more rarely the case, we will focus on the more common manifestations of
narcissism in the conductor.
The presence of the other group members, as oppose to in individual therapy, who witness
the therapist’s interaction with other group members, and their influence on the process, will
normally increase the therapist’s narcissistic vulnerability. The conductor needs to find a
balance in the well of idealized and devalued transferences or projection, and to stay even
more lucid in order to maintain a neutral state (Horwitz 2000).
The conductors of analytic groups need to transcend their narcissism and the temptation to
overestimate their power and accept that the patients healing in the group is induced by the
analytic process rather than the charms of their person (Bernstein 1999).
Conductors with marked narcissistic vulnerability will often find it difficult to tolerate
negative transference, criticism and devaluations, and will often communicate their
unhappiness with these, to the group, for example by avoiding confronting acting-out in the
patient, or in general avoid behavior that may elicit negative responses from the patient. It is
very important the conductor avoids facilitating scapegoating of a patient, by expressing
contempt or disapproval (Horwitz 2000).
A narcissistic conductor often expect the patients to somehow comply with their unflawed
self-image, by being” good” patients showing results of the therapy, according to the
therapists expectations (Horwitz 2000).
However more benign form of narcissism may even further the therapeutic process.
Allowing oneself to be the target of the patients’ transference will normally stimulate some
degree of grandiosity in the conductor, as long as this is dealt with consciously, it does not
pose a threat, but install a positive expectation both in the group and the conductor.
In the case of idealized transference, there are some common responses, one is that of
premature interpretation of the transference, in order to resolve the discomfort experienced
by the therapist, which means encouraging patients to take back projection prematurely.
In some cases, the conductor may believe in the transference, leaving them uninterpreted. In
other cases, the conductor may fear being ridiculed by the group in attempting to interpret
positive transference, eliciting responses such as “why do you think you are that important?”
etc., and this may prevent the conductor from making theses interpretations (Horwitz 2000).
Conductors with relatively mild narcissistic vulnerability, may function well until the group
begins to impose pressure, or stress on the conductor by eliciting negative transferences.
Anger and hostility are often expressed indirectly by acting out or displacement of affect
from the conductor to other group members. Such reactions in the group may mobilize fears
of failure, concerns of humiliation, and may elicit negative countertransference reactions or
the conductor withdrawing emotionally from the group (Horwitz 2000).
Finally, in the case where the conductor struggles with his own narcissistic issues, he may
overact to the patient’s narcissism, being prone to excessively or prematurely confront theses
aspects (Horwitz 2000).
Clinical example
When conducting a dynamic group, in which I was the only conductor, I experienced strong
idealized transferences from the group. In particular one male member L, of the group was
very consistent in offering complimenting comments and idealized remarks about me. When
I announced once, a year into the treatment, that the group would have a break for two
weeks, as I was going away partly on a job-related matter, partly on holiday, He erupted”
Oh, I know it! She is going to America!” with the glee and admiration of an impressed
young boy. The idealization somehow spread around the group, which was compliant, stable
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and polite. All aggressions were projected outside, often at other public institutions, such as
the communal social welfare offices. Even if I tried to discourage this, the group, being a
dependence group at that time, would again and again try to place me in an omniscient
position, appealing for interpretations, or explanation of their ailments or symptoms.
However, after some time, as the group started to dialogue more with each other, slowly
becoming more independent, the idealization of the group shifted onto C, the youngest of the
group, and until around that time, the most silent member. She was a girl in her late teens,
not being able to finish high school, she had retreated into a life filled with computer games
and being strictly limited by a number of compulsive rituals. She suffered social anxiety
attacks and spend most of her time at her parents’ house where she lived, only having one
girlfriend who occasionally visited the house. Further examination revealed transient
psychotic episodes of a senso-illusory and tactile hallucinatory nature. She was found to
have schizotypal personality disorder, and a low dosage antipsychotic was prescribed. She
found the group to be profitable and continued, on her own request, the treatment. In the
beginning she was aloof and disengaged during the sessions. Stating a few but very firm
ideas about how she saw the world, proclaiming herself to be a nihilist, but not decidedly
suicidal. She felt generally depressed, and found joy only from a certain computer game, and
Manga drawing, at which she was quite apt. She slowly started engaging the dialogue of the
group, finding it increasingly stimulating to be encouraged and complimented by the group.
The group found great investment in dreaming of C’s bright future, as they discovered she
had many hidden talents. C was firmly invested in her infantile narcissistic self-image and
conveyed this to the group in the way she spoke of her talents. She wanted to be a performer,
a trade not really existing anymore, but which she had tried at a children’s talent show she
had attended as a child, while living as an expat in a third world country. The group
embraced this pleasant grandiose fantasy of the success of C as a great artist of some kind,
maybe a cartoonist, and gradually the work propelled C to take steps to plan for a realistic
future, starting with moving out of her parents’ house and finishing high school. The group
seemed to work through C, allowing the group members to process their infantile narcissism,
and move on to more constructive solutions to their problems. The idealization of me, the
conductor sub seeded, and small subtle burst of aggression aimed at me came forth,
especially as the ending of the time of the treatment was drawing near. At one point as a side
comment, as the group were admiring C’s appearance, L said under his breath, but loud
enough for the group to hear” you always look stunning with your big eyes and lovely open
face, not a small pointy mousy face like the conductors”. The remarked was not commented
on, but for me showed there was courage to dismiss the conductor and be free. The group
was starting to feel independent, and confident to act and respond in a number of different
ways, and to experience different emotional states. At this time the group started to rebel
against me, breaking boundaries by coming before time and beginning the conversation
before I entered the room and started the group, and also by not respecting my statement that
the group was ended for this time, and just continuing talking. The unruliness seemed to be
an expression of the growing independence of the group and marking a new stage in the
groups’ development.
Concluding remarks
Grandiosity and narcissistic elements can be seen to manifest on a continuum from normal
regulation of self-esteem to pathological manifestations. The setting of the analytic therapy
group seems to offer an ideal opportunity for working through and resolving narcissistic
issues, allowing these repressed and unconscious processes to endure the light of
consciousness. Grandiose elements seem to be deeply embedded in our archaic matrix,
representing deep and important dreams and ambitions. Just as our narcissism can stall our
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endeavors by the misattunement arising between our own and the worlds perspective, the
grandiose dreams may also propel our ambitions, allowing for growth and fulfillment. When
narcissistic element presents themselves in groups they may take many forms and shapes,
most commonly those of idealized omnipotence, masked shame or aggressive devaluations
allowing for the occurrence of anti-group phenomenon. In any case these manifestations can
be seen as potentially healing, if they are handled in the correct way by the conductor,
allowing the group members to profit and in time enjoy, all the true self reflections arising in
the groups’ hall of mirrors.
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Kapitel 18

BEHANDLING AF PATOLOGISK
NARCISSISME OG NARCISSISTISK
PERSONLIGHEDS- FORSTYRRELSE
Af Jane Fjermestad Noll

Narcissismebegrebet er hyppigt anvendt både i skønlitteratur, socialpsykologi, psykologi og
psykiatri. Narcissistiske forstyrrelser har været kendt og beskrevet i psykiatrien gennem et
århundrede og blev første gang afgrænset diagnostisk som Narcissistic Personality Disorder
(NPD) i DSM-III i 1980. På trods af en bred anvendelse af begrebet både teoretisk og klinisk
er der delte meninger om narcissismens opståen, definition og afgrænsning mod
normalområdet. De diagnostiske kriterier er blevet kritiseret for ikke at favne spændvidden
og variationen af de kliniske fænotyper. Beskrivelsen synes heller ikke at tage højde for den
underliggende sårbarhed og hypersensitivitet. Normal narcissisme refererer til aspekter af
normal selvfølelses- regulering, hvorimod selvfølelsen ved patologisk narcissisme er
forstyrret og reguleret gennem en forvrænget selvstruktur med et patologisk grandiost selv.
Narcissistiske forstyrrelser kan være til stede i varierende grad og vise sig på et eller flere
intrapsykiske og relationelle områder. Enkelte kan således f.eks. være hæmmet i deres
livsførelse af perfektionisme funderet i en grandios selvopfattelse, men ellers være i stand til
at opretholde almindelige nære relationer. Patologisk narcissisme kan derfor forstås som et
kontinuum strækkende sig fra at have narcissistiske træk til at opfylde de diagnostiske
kriterier for NPD. De personer de falder inden for NPD-kategorien, vil ligeledes variere i
sværhedsgrad, hvor den alvorligste type kaldes malign narcissisme (Pincus et al., 2010,
2014; Ronningstam, 1995, 2010; Kernberg, 1975, 1984).
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De fleste af de behandlingsformer, der anvendes for narcissistiske forstyrrelser, er baseret på
klinisk empiri og teorier udledt af kliniske erfaringer.
En gennemgående opfattelse af de narcissistiske problematikker er, at den normale
narcissisme har den funktion at understøtte vores stræben efter mestring og perfektion samt
at opretholde et sundt og virkelighedstro eller realistisk selvbillede. Patologisk narcissisme
repræsenterer en mangelfuld regulering af selvfølelsen, hvor et grandiost selvbillede
beskytter det sårbare selv. Det kommer til udtryk som grandiositet og udnyttelse af andre, og
at man søger tilflugt i forestillinger af omnipotens eller benægter at have brug for andre. I
andre tilfælde kan patologisk narcissisme give sig udtryk i mere skjulte former, hvor der
tegner sig et billede af selvudslettelse, inhibition og kronisk narcissistisk sårbarhed. Mange
søger behandling for komorbid lidelse som depression, angst eller misbrug, og gennem
udredning af disse vanskeligheder bliver den bagvedliggende og tilgrundliggende
narcissistiske forstyrrelse synlig. Den narcissistiske struktur kan vanskeliggøre den
psykoterapeutiske behandling, og mange patienter påbegynder terapiforløb flere gange,
inden det lykkes at gennemføre og få effekt af terapi (Pincus et al., 2014; Diamond et al.,
2011, Gabbard, 2005; Kernberg, 1975, 1984: Kohut, 1971, 1977; Ronningstam, 2009, Wink,
1991).
I det første møde med personen med narcissistiske forstyrrelser kan terapeuten have svært
ved at genkende den narcissistiske patologi af flere grunde. Personen kan have et højt
funktionsniveau på særlige områder og fremstå selvsikker og kompetent, personens indre
sårbarhed kan være godt gemt væk under og skjult af en række beskyttende, selvhævdende
holdninger eller adfærd, og den narcissistiske patologi kan have mange forskellige kliniske
udtryksformer. Den narcissistiske forstyrrelse kan have afstedkommet vanskeligheder i
arbejdslivet, fjendtlighed og distance i parforhold, bitterhed over uopfyldte ønsker og
ambitioner eller kriminelle handlinger. Narcissistiske forstyrrelser kan forekomme samtidig
med andre psykiske lidelser og kan være forstærket eller skjult af misbrug, affektiv lidelse
el- ler suicidalitet. Yderligere kan personen med narcissistisk personlighedsforstyrrelse være
vævende og have svært ved at formulere ønsket om eller formålet med behandlingen
(Ronningstam, 2012).
Klinisk eksempel
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Det følgende kliniske eksempel kan brugers til at illustrere det indledende billede af en
person med narcissistisk personlighedsforstyrrelse og vil blive benyttet senere til at illustrere
faser af et terapeutisk forløb.
Klinisk eksempel Hr. A
Hr. A. var en gift mand midt i trediverne med tre børn mellem 2 og 6 år. For nylig havde han
mistet sit arbejde og var tvunget til at erklære sig personlig konkurs. Han blev henvist til
behandling for angst og depressive symptomer. Hr. A. fortalte om problemer i form af
panikangst, søvnløshed, vekslende perioder med over- eller underspisning, periodisk
misbrug, depressive episoder og suicidale tilskyndelser, der havde stået på gennem flere år.
Han havde set flere psykiatere helt tilbage fra teenagealderen med henblik på behandling for
depression og angst, men alle forløb var blevet afsluttet tidligt, og han var aldrig blevet
udredt for personlighedsforstyrrelse. Hr. A. voksede op i en kernefamilie med to ældre
søstre, indtil forældrene blev skilt, da han var teenager. Efter forældrenes skilsmisse fik han
et nært forhold til sin morfar. På trods af vanskelighederne var han relativt velfungerende
med en universitetsuddannelse inden for business og senere en ledende stilling inden for sit
fagområde. Ved første session spørger terapeuten ind til, hvorfor han er kommet, hvortil han
svarer, at han ønsker, at verden kunne være et bedre sted at leve. Terapeuten bringer
spørgsmålet tilbage til et fokus på Hr. A. specifikt, og efter en længere udspørgen kommer
det frem, at han er der, fordi hans kone har truet med at forlade han, hvis han ikke går i
behandling, samt at svigerfaderen, som familien bor hos aktuelt, truer med at smide ham ud,
hvis han ikke går i behandling (Ronningstam, 2012).

Historisk perspektiv på det teoretiske og kliniske narcissismebegreb
Ordet narcissisme er hentet fra den græske myte om Narcissus, der afviste at lade sig forføre
af nymfen Echo og som straf blev forelsket i sit spejlbillede. Narcissus døde, mens han
stirrede på sin egen refleksion i en skovsø, dvs. han døde af selvneglekt og ulykkelig
kærlighed, idet han visnede væk, mens han længedes efter forening med sit spejlbillede.
Myten kan forstås på flere måder, men et aspekt kan være, at selvet lider eller dør i mangel
på den omsorg og følelsesmæssige næring, der udgår fra gensidige forhold (Auerbach, 1993;
Ronningstam, 1995; Karterud et al., 2010).
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Termen narcissisme blev første gang anvendt i psykiatrisk litteratur af den engelske
psykiater Havelock Ellis i 1899. Han benyttede begrebet i en artikel om autoeroticisme. Den
tyske psykiater Paul Näcke benyttede ligeledes termen i en artikel om seksuel perversion i
1899 (Akhtar, 1982, 1989; Millon, 1981). Sigmund Freud benyttede termen narcissisme
første gang i 1910 i en fodnote til hans udgivelse Three Essays on the Theory of Sexuality.
Her beskrives narcissisme som en forløber til udvikling af homoseksualitet. I 1914 udgav
Freud On Narcissism, hvor han definerede primær og sekundær narcissisme. Freud
betragtede den primære narcissisme som et normalt udviklingstrin, hvor den libidinøse
investering i selvet finder sted som en del af dannelsen af egostrukturen. Dette kaldes
egolibido. Efterfølgende opstår objektlibido. Sekundær narcissisme er, når objektlibido
bliver ført tilbage til egoet, og det er således en moden form af den primære narcissisme.
Primær og sekundær narcissisme anses som faser i den normale personlighedsudvikling,
men vanskeligheder i overgangen mellem de to faser kan føre til udvikling af patologisk
narcissisme (Akhtar, 1989; Ronningstam, 1995; Auerbach, 1993; Karterud et al., 2010;
Millon 1981). I 1925 beskrev Waelder de narcissistiske personlighedskarakteristika som
nedladende overlegenhed, overdreven optagethed af eget velbefindende og en slående
mangel på omtanke for andre. I 1931 beskrev Freud igen den narcissistiske karaktertype som
en person, hvis hovedinteresse er at beskytte sig selv, være uafhængig og ikke være
modtagelig for fornærmelser. I 1933 beskrev Wilhelm Reich den falliske-narcissistiske
karakter, der opstår som et forsvar mod en dyb følelse af usikkerhed, og i de følgende år blev
der fremsat flere teorier og beskrivelser af den narcissistiske karakter, f.eks. Kohut i 1966,
Kernberg i 1967, Pulver i 1970 og Stolorow i 1975 (Akhtar, 1989; Millon, 1981). Bowlby
beskriver desuden i sin tilknytningsteori, at unormale tilknytningsmønstre kan føre til
udviklingen af patologisk narcissisme (Bowlby, 1969). Det kliniske narcissismebegreb og de
psykopatologiske teorier bag blev diskuteret meget gennem halvfjerdserne og firserne. Især
Kohut og Kernberg kom til at udgøre to poler. Kohut så narcissisme som en standset
udvikling hos en ellers psykisk rask person, mens Kernberg opfattede narcissisme som et
for- svar mod oral vrede rettet mod selvet sat sammen med manglende evne til at danne
objektrelationer som resultat af identitetsdiffusion med deraf følgende dannelse af et falsk
grandiost selv. I senere år har man diskuteret, om de to klinikeres forskellige holdninger var
udtryk for, at de behandlede patientpopulationer med meget forskellig symptombyrde og
funktionsniveau (Akhtar, 1989; Auerbach, 1993; Ronningstam, 1995; Kernberg, 1975, 1984;
Kohut, 1971, 1977).
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Diagnosen narcissistisk personlighedsforstyrrelse i DSM
Siden inklusionen af narcissistisk personlighedsforstyrrelse i DSM-III i 1980, har diagnosens
kriterier været omdiskuteret, ligesom diagnosens validitet og reliabilitet har været anfægtet
(Russ et al., 2008; Ronningstam, 2009, 2011b; Shedler & Westen, 2004; Westen & Shedler,
1999, Cain et al., 2008; Huprich, 2014). Kriterierne synes ikke at favne spændvidden af de
kliniske manifestationer, og der har været diskussion om, hvorvidt NPD skulle ses som en
selvstændig kategori eller som et syndrom, der ses ved flere andre personlighedsforstyrrelser
(Karterud et al., 2010; Akhtar, 1989). I DSM-IV konstruerede man en fænomenologisk
kategorial diagnose bestående af ni kriterier inden for fire kliniske områder: interpersonelt,
selvforståelse, kognition og adfærd (Millon, 1981; American Psychiatric Association, 1994).
En dimensional model blev foreslået for DSM-5, hvor man ser på graden af
personlighedsforstyrrelse inden for en dimension samt de bagvedliggende personlighedstræk
(se kapitel 5). Da der ikke kunne opnås enighed om en ny model inden færdiggørelsen af
DSM-5 i maj 2013, blev den tidligere model fra DSM-IV fastholdt, og den nye model er
inkludereret som appendiks.
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Den uoverensstemmelse, der har været om den teoretiske og den kliniske opfattelse, er
således genstand for fortsat diskussion og undersøgelse, bl.a. ved yderligere forskning i
anvendelsen af diagnostiske psykometriske instrumenter og kliniske interview (Shedler &
Westen, 2004; Westen & Shed- ler, 1999; Dickinson & Pincus, 2003; Ronningstam, 2009,
2010, 2011b, 2013; Cain et al., 2008; Bender et al., 2011; Krueger et al., 2012; Morey et al.,
2011; American Psychiatric Association, 1994, 2013).

Diskrepans mellem diagnose og klinisk fænotype
Gennem de seneste ti år, har mange forskere og klinikere kommenteret diskrepansen mellem
de diagnostiske termer og de klinisk observerede psykiske symptomer. I epidemiologiske
studier finder man en lavere prævalens af NPD, end man ville forvente ud fra klinisk erfaring
(Kringlen et al., 2001; Zimmermann et al., 2005; Morey 1988; Pincus et al., 2014; Cain et
al., 2008; Dhawan et al., 2010). Prævalensrater i ikkekliniske populationer er fundet at ligge
mellem 0 og 6,2 % (Dahwan et al., 2010; Ronningstam, 2011b). I kliniske populationer har
man fundet fra 1 % til 5 % med diagnosen (Kringlen et al., 2001; Stinson, 2008).
Flere påpeger, at de diagnostiske kriterier er utilstrækkelige til at beskrive den narcissistiske
patient, da der optræder mange kliniske fænotyper. De nuværende diagnostiske kriterier
synes at beskrive den mere ekstroverte, tilsyneladende selvsikre og arrogante narcissist, men
skønnes ikke at kunne fange den introverte, undvigende og stille narcissist (Huprich, 2014;
Westen & Shedler, 1999; Shedler & Westen, 2004; Dickinson & Pincus, 2003;
Ronningstam, 2009, 2010, 2011b; Cain et al., 2008; Wink 1991; Gabbard, 2005). Ud over at
der skønnes at være mindst to væsentligt forskellige fænotypiske manifestationer af
narcissisme, synes DSM-kriterierne ikke at adressere den underliggende sårbarhed, der er
beskyttet af det grandiose selv (Pincus et al., 2009, 2014; Ronningstam, 2010). Der er i
kliniske og forskningsmæssige kredse bred enighed om, at der findes i hvert fald to
væsentligt forskellige kliniske fænotyper af narcissisme: den grandiose og den stille, men
fælles for begge er det grandiose selv og den narcissistiske sårbarhed (Ellison et al., 2013;
Pincus et al., 2014).

Implikationer for behandling
Da der ikke findes diagnostisk konsensus, er de fleste behandlingsformer for narcissisme
udviklet med baggrund i teoretiske betragtninger og klinisk empiri. De bagvedliggende
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modeller for forståelse af personlighedens udvikling og udvikling af personlighedspatologi
danner grundlaget for den terapeutiske metode (Ronningstam, 1995, 2011a). I de indledende
faser af terapeutisk behandling synes det ved mange andre lidelser at være gavnligt at
tydelig- gøre patientens symptomer ved at fortælle om, og gennemgå den aktuelle diagnose
med patienten. Dette tjener ofte til, at personen føler sig set og forstået af terapeuten. Den
nuværende NPD-diagnose synes dog ikke altid at fange det kliniske billede, og en
gennemgang af diagnosen kan i mange tilfælde have den modsatte effekt, altså at personen
ikke kan genkende sig selv eller sine vanskeligheder i beskrivelsen, eller at personen
reagerer med vrede protester eller skamfuld tilbagetrækning (Ronningstam, 2012).

Narcissisme og komorbiditet
Narcissistisk patologi ses ofte sammen med anden psykiatrisk lidelse, mest almindeligt
bipolar og unipolar depression, angstlidelser og misbrug (Simonsen & Simonsen, 2011;
Pepper et al., 1995; Stinson et al., 2008; Ronningstam, 1996).
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Der er ligeledes komorbiditet med andre personlighedsforstyrrelser. 40 % af patienter med
NPD opfylder også kriterierne for antisocial personligheds- forstyrrelse og/eller histrionisk
personlighedsforstyrrelse (Widiger, 2011). I kliniske sammenhænge bemærker man tit
personlighedsforstyrrelse (Kernberg, 1984, 1975; Ronningstam, 2014; Plakun, 1987).
Komorbid psykiatrisk lidelse har en stor betydning ved behandling af NPD. Da mange søger
behandling for komorbid lidelse som depression eller misbrug, er det først i løbet af
behandlingsforløbet, at man stiller diagnosen NPD. I de fleste andre tilfælde med
personlighedsforstyrrelse og komorbid lidelse vil man forvente, at den komorbide lidelse,
f.eks. depression, vil forstærke symptomerne på personlighedsforstyrrelse, men man ser ofte
det modsatte mønster hos patienter med NPD. Depressive symptomer kan eksempelvis
maskere og sløre den narcissistiske patologi, således at personen ikke fremstår
selvhævdende, selvsikker og arrogant i mødet med behandleren. Man vil dog efterhånden
genkende et mønster, hvor patienten vender problemer og aggression udad, giver andre
skylden og føler sig svigtet eller forrådt, i stedet for det billede med skyldfølelse og
selvbebrejdelser, man almindeligvis ser ved depression. Hvis man retter den terapeutiske
behandling mod den komorbide lidelse, kan det være vanskeligt at få effekt af behandlingen,
da den deprimerede person med narcissistisk forstyrrelse ikke har gavn af de samme
interventioner som en, der udelukkende er deprimeret. Det er derfor vigtig at tilrettelægge
behandlingen således, at man kan adressere den aktuelle komorbide lidelse i behandlingen,
samtidig med at man tager højde for den narcissistiske sårbarhed og modstand, der følger
med. I nogle tilfælde er det nødvendig eller relevant med medikamentel behandling for at
reducere symptomerne, således at et terapeutisk arbejde bliver mulig (Ronningstam, 2012,
2013, Widiger, 2011; Stinson et al., 2008).

Psykoterapeutisk behandling af patologisk narcissisme og NPD
Narcissistiske forstyrrelser anses ofte for at være nogle af de sværeste kliniske
problematikker at behandle. Medikamentel intervention kan afhjælpe nogle af de komorbide
lidelser, men ikke den grundlæggende narcissistiske patologi. Terapeutiske strategier til
behandling af narcissisme er beskrevet inden for de mest anvendte terapeutiske metoder. De
beskriver forskellig til- gang, men fælles er den særlige udfordring for terapeuten, der ofte
oplever at komme i berøring med følelser af inkompetence, at kede sig og at blive kritiseret,
nedgjort, modarbejdet og afvist af patienten – eller i andre tilfælde kraftig idealisering
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(Pincus et al., 2014; Ellison et al., 2013; Diamond et al., 2011; Kohut, 1971, 1977). Da det
skønnes for omfattende at gennemgå alle behandlingsformer, har jeg valgt at beskrive nogle
af de terapiformer, der hyppigst anvendes i Danmark, Nordeuropa og Nordamerika aktuelt.
Andre relevante behandlingsformer, der kan nævnes, er mentaliseringsbaseret terapi (MBT)
(se også kapitel 14), metakognitiv interpersonel terapi (MIT) (se kapitel 17), psykodynamisk
korttidsterapi og gruppeanalytisk terapi.

Psykoanalytiske behandlingsmetoder
Kohut og selvpsykologi
I 1966 udgav den amerikanske psykiater Heinz Kohut Forms and Transformations of
Narcissism og i 1968 The Psychoanalytical Treatment of Narcissistic Personality Disorders.
Kohut tager udgangspunkt i Freuds teori om narcissisme, og i 1971 gennemgår han de
kliniske implikationer i monografien Analysis of the Self (i: Ornstein, 1998).
Kohuts Personlighedsteori
Kohut beskriver udviklingen af barnets primære narcissisme ud fra Freuds teori om libido.
Han beskriver narcissistiske forstyrrelser som en form for hæmmet udvikling, afstedkommet
af moderens mangelfulde omsorg for barnet. Han angiver, at selvet konstrueres ud fra to
poler, der udgør det bi- polare selv. De to poler er det grandiose selv og det idealiserede
forældre-imago. Ved normal udvikling vil det tidlige grandiose selv transformeres til sunde
ambitioner, der er personligt udviklende, hvilket bidrager til evnen til at regulere selvfølelsen
og føle glæde ved fysiske og mentale erfaringer. Det idealiserede forældre-imago bliver
transformeret til indre værdier og idea- ler, der bidrager til at opretholde en følelse af indre
balance, når ens livsudfoldelser er i overensstemmelse med de indre idealer. Gennem
optimal frustration, oplevet i mødet med omverdenen, danner barnet selvobjekter, der udgør
de indre repræsentationer af en selv og andre. Arkaiske selvobjektrepræsentationer udvikler
sig normalt til modne selvobjekter (Ornstein, 1998; Lieberman, 2013). Kohut tager således
udgangspunkt i narcissistiske forstyrrelser som værende deficit i den ellers normale
udvikling af selvet kombineret med en for lidt glædesfyldt og tilfredsstillende oplevelse af
sig selv (Gabbard, 1998; Ornstein, 1998). Kohut så narcissistiske forstyrrelser som en form
for umodent, ikkeudviklet selvværd (Lieberman, 2013).
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Overføringsmønstre og behandling
Kohuts behandlingsmodel bekender sig til klassisk analytisk metode, idet den tager
udgangspunkt i frie associationer og tolkninger med udgangspunkt i den overføring, der
finder sted. Kohut beskriver tre typiske mønstre for overføring i den terapeutiske relation: 1)
spejlingsoverføring, hvor patienten ønsker, at terapeuten skal tjene som et ekko eller et spejl,
der passivt kan fungere som modtager. Dette mønster opstår, idet patienten forsøger at
beskytte det sårbare selv, der således ikke udfordres, 2) den idealiserede overføring, hvor
patienten tør knytte sig til terapeuten, der ses som en alvidende omnipotent skikkelse og 3)
tvillinge- eller alter ego-overføring. Denne overføring tjener til at validere patientens
opfattelse af sig selv. Ved at have en oplevelse af, at terapeuten synes det samme, bekender
sig til det samme og derfor er som patienten, beskytter dette mønster patienten mod følelser
af mindreværd, skam eller misundelse (Ornstein, 1998).
Terapeuten forsøger så empatisk som mulig at sætte sig ind i patients subjektive oplevelse. I
begyndelsen accepteres arkaisk, umoden logik og de dominerende træk, der manifesteres i
terapien. Grandiositet, omnipotens, sadomasochisme eller narcissistisk vrede udgør den
arkaiske matrix, der arbejdes der ud fra. Tolkningsprocessen tager således ofte udgangspunkt
i denne matrix snarere end i indholdet i det terapeutiske materiale. Gennem den type
overføring, der opstår på baggrund af patientens indre opfattelser og billeder af sig selv og
omverdenen, synliggøres patientens psykopatologiske mønstre, og der arbejdes mod at
udvikle nye handlemønstre (Ornstein, 1998). Selve analysen forløber efter en tretrinsproces.
Først forsøger terapeuten at identificere patientens generelle forsvar. Efterfølgende tillader
man overføringen at finde sted, og til sidst er der en empatisk udveksling mellem patienten
og terapeuten, der hjælper patienten til at genkende sine uhensigtsmæssige mønstre. Det er et
centralt element i behandlingen, at overføring finder sted og kan genkendes. Kohut så den
succesfulde behandling ikke som værende løsningen af et problem, men snarere som
opbygning af modstandskraft og opnåelsen af vitalitet og meningsfuldhed i livet (Lieberman,
2013).

Ronningstam
Den amerikanske psykolog Elsa Ronningstam har gennem sit mangeårige terapeutiske virke
arbejdet overvejende med borderline og narcissistiske patienter ud fra en analytisk ramme.
Hun har deltaget aktivt i debatten om NPD-diagnosen og har pointeret, at den nuværende
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diagnose er mangelfuld med hensyn til at give en klinisk beskrivelse af patienten.
Ronningstam beskriver det kliniske udtryk, hvordan man stiller diagnosen, og hvordan man
tilrettelægger den terapeutiske proces og opnår en alliance med patienten (Ronningstam &
Gunderson, 1988; Ronningstam, 2009, 2012, 2013).
Ronningstam påpeger, at de nuværende diagnostiske kriterier kan virke misvisende,
forvirrende og sågar afstandsskabende i det initiale møde med den narcissistiske patient. Ved
andre psykiatriske lidelser som f.eks. depression, kan en diagnostisk gennemgang øge
patientens forståelse af sin lidelse og befordre, at patienten oplever sig forstået. Personen
med narcissistisk forstyrrelse vil oftest ved begyndelsen af behandlingen stille sig
uforstående og ikke kunne genkende sine problemer i de beskrevne kriterier. Ofte vil det
være mest hensigtsmæssig først at gå ind i denne dialog med patienten på et senere tidspunkt
i behandlingen (Ronningstam, 2009, 2011b, 2012).
Kliniske manifestation og identificering af narcissistiske forstyrrelser
De følgende faktorer kan sløre den kliniske manifestation og vanskeliggøre den diagnostiske
proces. Nogle mennesker med NPD er højtfungerende personer med en opfattelse af
selvsikkerhed og kompetence og kan desuden have særlige talenter eller sociale evner. Der
er samtidig en sårbarhed i reguleringen af selvfølelsen, der er præget af letvakte følelser,
f.eks. hurtig til at reagere med vrede og irritation over for andre samt tendens til
selvforherligelse og selvcentrerede handlinger. Der er en række kliniske fænotyper
strækkende sig fra tydelig interpersonel arrogance og selvsikkerhed til indre usikkerhed,
generthed og emotionel overfølsomhed. Hele spektret kan bi- drage til nedsat kapacitet inden
for arbejdslivet, fjendtlighed og svækkede relationer, bitterhed, svigefuld og uærlig adfærd
og nogle gange kriminelle handlinger. Der kan som nævnt og af samme grund optræde
komorbid lidelse som depression, PTSD, misbrug og suicidalitet (Ronningstam &
Maltsberger, 1998, Ronninstam, 2011a, 2012).
De kliniske symptomer manifesteres på såvel det intrapsykiske som det interpersonelle
område. Symptomerne genkendes ved et billede præ- get af grandiositet, letvakte og stærke
følelsesreaktioner, humørsvingninger og vanskeligheder med social og moralsk tilpasning
(Ronningstam, 1995, 2013).
Særlige terapeutiske udfordringer
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I tilrettelæggelsen af terapien er det vigtig først at tage højde for den for- skel, der kan være
mellem patientens ydre fremtoning og indre oplevelse af sig selv. Patienten er ofte garderet
og overfølsom og bliver let provoke- ret og krænket i mødet med terapeuten. Gennem den
diagnostiske proces opfordres og hjælpes patienten til at formulere sit eget livs narrativ.
Dette hjælper terapeuten til at identificere og afklare patientens egen opfattelse af sine
vanskeligheder og bidrager til at udforme en plan for og et mål med behandlingen. I den
første fase skal man arbejde med at identificere, på hvilke områder og på hvilken måde
grandiositeten kommer til udtryk. Grandiositeten er ofte associeret med egoidealer og
perfektionisme, der kan optræde sammen med overdrevne og urealistiske forventninger.
Nogle patienter er socialt engagerede og afhængige, da det er andres beundring, der
opretholder grandiositeten, andre patienter er socialt isolerede og opretholder grandiositeten
ved ikke at udfordre den. En tredje type manifestation kan være med omvendt fortegn, dvs.
at grandiositeten måles i evnen til at lide, og dermed kommer den til udtryk gennem
masochisme eller martyrium. I alle tilfælde er det vigtigt at se grandiositeten som en slags
psykisk forsvar og være tilbageholdende med at udfordre den, indtil der er opnået en god
terapeutisk alliance.
Faktorer, der kan vanskeliggøre processen med at opbygge en alliance, er perfektionisme og
overlegenhed og andre overdrevne bestræbelser, be- grænset evne til eller ønske om at
afdække eller undersøge psykologisk og følelsesmæssigt materiale, skam og frygt for at
skulle opleve intimiderende eller ødelæggende afsløringer samt en forventning om, at ville
blive anklaget, bebrejdet og devalueret af terapeuten (Ronningstam, 2012, 2014).
Læderet empati er en vanskelighed, man ofte støder ind i hos narcissistiske individer. Man
har fundet, at patienter med NPD er i stand til kognitivt at være empatiske, men at den
emotionelle empati kan være fraværende. Der kan dog ses svingende empatisk evne
afhængig af, hvor motiveret patienten er til at leve sig ind i en given situation. Personer med
NPD føler ofte overvejende empati med noget, de finder positivt ved andre, som de kan
identificere sig med. Man vil se, at personen med narcissistisk forstyrrelse gerne lytter
empatisk til fortællinger om succes i arbejdslivet eller i romantiske forhold, men ikke ønsker
at beskæftige sig med vanskelige temaer som økonomiske vanskeligheder, sygdom eller sorg
(Baskin-Sommers et al., 2014).
Den terapeutiske alliance
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Det første skridt består i at afdække, hvorfor patienten har søgt behandling. Nogle gange er
det ultimativer eller krav fra arbejdsgiver eller familie, der bringer patienten i behandling, og
det kan være svært at identificere kerne- problematikkerne. Den første fase består i at
identificere vanskelige områder og formulere en terapeutisk kontrakt (Ronningstam, 2012).
Klinisk eksempel, Hr. A.
Efter at Hr. A. havde fortalt, at han følte sig presset af sin familie til at søge behandling,
spurgte terapeuten ind til, hvordan han selv forstod sine vanskeligheder. I de følgende
sessioner kunne Hr. A. begynde at beskrive sin indre tilstand af følelsesmæssig smerte og
forvirring, og hvor svært det var for ham at tage sig af sine børn og sine huslige pligter.
Han oplevede familiens krav overvældende, og han følte sig kritiseret, utilstrækkelig og
misforstået. Han fortalte om hyppige skænderier med sin hustru og svigerfar, og at han
reagerede med at tage over til en kammerats lejlighed for at drikke øl og se film. Han
udtrykte en nihilistisk holdning. Han syntes, han var værdiløs, og han forventede at miste
alt, hvad han havde arbejdet for. Han syntes, han var et offer for andres dumheder, men
kunne andre gange opleve sig selv nærmest som en karismatisk guru, som andre så op til.
Det skal bemærkes, at Hr. A. fremstod som en imponerende mand, veltalende,
humoristisk, flot og selvsikker. Hans indre billede af sig selv var således gennemgående
fragmenteret, inkonsistent og svingende, hvilket vidner om brud og fluktuation i
egostrukturen (Ronningstam, 2012).
Opbygning af en alliance involverer, at man arbejder med patientens brud og fluktuationer i
egostrukturen, som samtidig er påvirket af indre, intersubjektive, og ydre faktorer. I den
indledende fase bruger man tid på at lade patienten konstruere et narrativ om sit liv, og
gennem det kliniske interview og personens opfattelse af sig selv kan man blive opmærksom
på den psykiske struktur med de svagheder og styrker, der er. Man kan blive opmærksom på
brud i egostrukturen ved at observere, om der er spring i almindelig logik, f.eks. ved
dobbeltmoralske holdninger, og ved at afdække, om der er mange brud i personens
livshistorie, eksempelvis med venner, kærester eller i arbejdslivet, eller andre forhold, der
har et usammenhængende, springende udtryk. Faktorer, der altid skal tages højde for, er misbrug, perfektionisme, komorbid personlighedsforstyrrelse eller suicidalitet. I begyndelsen af
behandlingen udviser patienten oftest en vis modvilje mod behandlingen og har en tendens
til at provokere, kontrollere og aflede terapeuten. Dette skal imødekommes af en terapeutisk
holdning og tilgang, der er baseret på respektfuldhed, vedholdenhed og opmærksomhed på
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det, patienten kommunikerer, og hvor terapeuten forbliver tro, målrettet og
handlingsfokuseret over for den initiale terapeutiske kontrakt (Ronningstam, 2012). De
terapeutiske interventioner skal tilrettelægges efter fremgangen i forløbet og består af
validering, psykoedukation, afklaring (clarification), undersøgelse (exploration) og til sidst
tolkning. For at kunne ind i tolkninger af materialet skal der være en god solid alliance.
Strategier for at opbygge en terapeutisk alliance med patienten med NPD er følgende:
identificer patientens egen forståelse af sine problemer og grunden til at søge behandling.
Støt eller hjælp patienten til at danne et sammenhængende nar- rativ omkring sine indre
oplevelser. Opbyg en gensidig forståelse af forventningerne mellem patient og behandler.
Fokuser på patientens divergerende og uforenelige oplevelser af sig selv og andre. Hjælp
patienten til at danne meningsfulde formuleringer om sine problemer, såsom overlegenhed
og selvhævdende strategier, følelser af mindreværd og faktorer, der fører til tab af
selvfølelse, og forsøg at blive klar over de faktiske kompetencer, styrker og muligheder.
Derefter kan man gradvis fokusere på patientens kritik og overføring, der almindeligvis
kommer i form af vrede, skuffelse og hævn (Ronningstam, 2012, 2013).
Klinisk Eksempel Hr A.
Efter den første fase af behandlingen, hvor terapeuten ved hjælp af validering,
psykoedukation og afklaring hjalp Hr. A. med at danne et mere sammenhængende
narrativ om sit liv, begyndte arbejdet med at undersøge de indre konflikter. Terapeuten
påpegede et par af de inkonsistente opfattelser, patienten havde af sig selv – fra
kompetent medarbejder og værdsat ven til uduelig som far og ægtemand. Hr. A. begyndte
i denne fase at devaluere behandlingen og mente, at ingen i verden kunne hjælpe ham.
Terapeuten stod denne fase igennem med fortsat validering, og efter fire måneders
behandling fortalte Hr. A. om oplevelser af nederlag. Han begyndte også̊ at kunne
genkende sine faktiske kompetencer og udtrykke sin usikkerhed, sårbarhed og frygt
(Ronningstam, 2012).
Ronningstam lægger stor vægt på effekten og værdien af realitetskorrigerende livserfaringer.
Hun påpeger, at succes i arbejdet, det at blive for- ældre eller at indgå̊ i et gensidigt
parforhold eller i andre tilfælde vanskelige livserfaringer som at miste arbejde, formue,
ægtefælde eller blive ramt af sygdom kan hjælpe til at etablere et perspektiv, hvor personen
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er i stand til at integrere oplevelser af nederlag og på den måde få et mere realistiskfunderet
selvbillede (Ronningstam, 2011a, 2012, 2014).

Psykodynamiske metoder
Klinisk Eksempel Hr. A
Yderligere en måned inde i forløbet – og efter fem måneders terapi ,begyndte Hr. A. at
reflektere over sig selv og sit liv på en ny måde. Han fortalte, at han lige siden
barndommen havde haft en usikkerhed og en nagende følelse af, at verden ville komme til
en ende. Selvom han gjorde alt, hvad han kunne, og gjorde alle ting rigtigt, så var det,
som om tingene altid blev forkerte. Han spurgte på dette tidspunkt terapeuten, om han led
af NPD. Sammen kunne de genkende hans store vanskeligheder med at regulere sin
selvfølelse og med, at han følte sig voldsomt ramt af kritik. Han så, at han oftest i disse
situationer reagerede med vrede og samtidig følte sig håbløs. Til sidst kunne han forstå,
hvordan han gennem livet havde beskyttet sig mod disse ubehagelige følelser ved at
gemme sig bag et grandiost selvbillede og placere sine problemer hos andre. Han forstod
ligeledes, at dette mønster havde rødder tilbage til barndommen og reflekterede over
betydningen af, at hans far havde været hård, afstraffende og krævende og sjælden havde
gi- vet ham ros. Han forstod, at han havde et idealiseret billede af sin morfar og målte sit
værd i hans anerkendelse. Gennem en gradvis proces begyndte Hr. A. at acceptere
realiteterne, som de var, med de begrænsninger og de mu- ligheder, der var. Han
arbejdede henimod at få en ny ansættelse, forbedre sit ægteskab og blive en mere
nærværende far for sine børn. Hr. A.’s angst og depressive symptomer blev gradvis
reduceret og remitterede delvist (Ronningstam, 2012).

Kernbergs Personlighedsteori
Den amerikanske psykiater Otto Kernbergs personlighedsteori tager udgangspunkt i
dannelsen af objektrelationsdyader, altså subjekt-objekt- repræsentationer med en
affektfarvning. Objektrelationsdyader dannes gennem følelsesmæssigt ladede interpersonelle
oplevelser. Disse er internaliserede i løbet af den tidlige udvikling og er med til at organisere
ens perception af sig selv og andre. I starten er subjekt- og objekt-repræsentationerne spaltet
i positivt eller negativt farvede enheder. I den normale udvikling nuanceres
repræsentationerne til integrerede positive og negative selv- og objekt-repræsentationer.
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Således opnår personen en tilstand af integreret identitet, hvor de indre repræsentationer
besidder en fleksibel spændvidde af karakteristika og nuancerede følelser. Personer med
narcissistiske forstyrrelser, der ikke opnår denne psykologiske tilstand af integration, kan
for- blive organiseret på borderline niveau med en stort indre split mellem idealiserede,
positive og devaluerede, negative indre repræsentationer. Herved opretholdes et falskt
grandiost selvbillede, der giver personen en følelse af helhed, men som hæmmer
mentaliseringsevnen og præger de interpersonelle relationer. Kernberg inddeler graden af
personlighedsforstyrrelse i et kontinuum strækkende sig fra normal gennem neurotisk og
borderline til psykotisk organisering. Narcissistiske patienter er oftest organiseret på
borderline niveau, men kan også ses neurotisk – og mindre hyppigt – psykotisk organiseret
(Kernberg, 1975, 1984; Diamond, et al., 2011).
Kernberg beskriver fire områder af personligheden, der i varierende grad kan være
dysfungerende ved narcissistisk personlighedsforstyrrelse: 1) patologi af selvet med
konstruktionen af et falskt, grandiost selv, 2) patologi i relationer, der ses ved misundelse,
selvhævdelse, udnyttelse og manglende tillid i relationer samt mangelfuld empati, 3)
patologi af overjeget, der hæmmer evnen til at føle sorg og til at være i kontakt med skam. I
nogle tilfælde optræder det primitive, straffende, sadistiske overjeg i form af
selvmordsimpulser eller –handlinger og 4) en kronisk tilstand af tomhed, der i nogle tilfælde
afstedkommer spændingssøgende adfærd eller misbrug (Kernberg, 1975, 1984, 2007, 2014).
Kernberg beskriver som nævnt, at der findes forskellige manifestationer af narcissistisk
patologi afhængig af personlighedens organiseringsniveau. Det kliniske billede udtrykker sig
ved tre sværhedsgrader. Den mildeste er den neurotiske, og i disse tilfælde kan det nogen
gange være tilstrækkeligt at arbejde med de forbigående, tidsbegrænsede psykiske lidelser
som depression eller angst frem for med personlighedsforstyrrelsen. Disse personer fungerer
tilsyneladende godt på overfladen, men oplever gennemgående vanskeligheder eller
utilfredshed i nære relationer eller i arbejdsmæssige forhold. Dernæst beskrives borderline
niveauet med den tidligere beskrevne dynamik, og som Kernberg deler i højt- eller
lavtfungerende borderline niveau Til sidst beskriver han narcissistiske
personlighedsforstyrrelser med antisociale træk. Som en nærmest egen kategori beskriver
han malign narcissisme, hvor der i tillæg til personlighedsforstyrrelsen ses svær antisocial
adfærd, betydelige paranoide træk og egosynton aggression (Kernberg, 1975, 1984, 2007,
2014).
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Tranference Focused Therapy
I tråd med Kernbergs personlighedsteori udviklede man på the Personality Disorder Institute,
PDI, ved Weil Medical College of Cornell en manualiseret psykodynamisk psykoterapi
kaldet Transference Focused Therapy (TFP) (Diamond et al., 2011). Metoden er udviklet i
forbindelse med arbejdet med en klinisk population af patienter med borderline og
narcissistiske forstyrrelser, der var personlighedsorganiseret på neurotisk eller borderline
niveau. TFP er specielt udviklet til patienter organiseret på borderline niveau (Diamond et
al., 2011; Stern et al., 2013).
Terapeutiske udfordringer
Den terapeutiske tilgang skal tilrettelægges afhængigt af, hvilket niveau patienten er
organiseret på personlighedsmæssigt, og hvilken type overføring der oftest finder sted.
Overføringen kan variere fra normal/neurotisk, stabil overføring til fluktuerende ved
borderline organisering og eventuelt garderet og paranoid ved antisociale elementer
(Kernberg, 2014). Patienter med NPD kan blive selvskadende eller suicidale i løbet af det
terapeutiske forløb, hvis det narcissistiske forsvar udfordres for hurtigt. Suicidaliteten er
sjældent impulsiv, men opleves snarere planlagt og beregnende, ofte uden hensyn til
pårørende eller terapeuten. I tilfælde af parasuicidal adfærd kan terapeuten opleve at blive
bebrejdet for selvmordsforsøget. I svære tilfælde kan selvmord have karakter af hævn.
Kernberg beskriver, at adfærden repræsenterer aggression vendt mod livet selv og er et
forsøg på at opnå̊ en indre følelse af omnipotens ved at selv kunne råde over livet og døden
(Kernberg, 2014; Ronningstam & Maltsberger, 1998).
I det terapeutiske forløb beskrives følgende typiske mønstre af overføring: idealisering af
terapeuten, devaluering af terapeuten, misundelse over for terapeuten, afhængighed af
terapeuten, spejling og eventuel mistænksomhed over for terapeuten (Kernberg, 1984, 2007,
2014). I terapeutisk arbejde med narcissistiske patienter forventes det, at man støder ind i en
varierende grad af narcissistisk modstand. Terapeutens evne til empati og indlevelse kan
vække følelser af misundelse og true det grandiose selv ved at bringe patienten i kontakt med
en indre følelse af usikkerhed og tomhed. Patienten vil indledningsvis derfor ofte være
skeptisk og afvisende over for terapeuten, især hvis terapeuten forsøger tolkning eller åben
undersøgelse af patientens materiale (Diamond et al., 2011; Kernberg, 1984, 2007, 2014).
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Kontrakt for terapien
Den første fase af terapien handler om at forhandle en kontrakt, der definerer rammerne.
Dette kan være alt fra frekvens af sessioner og betaling til ophør med misbrug eller
selvskadende adfærd. Kontrakten bidrager til at understøtte idéen om, at patientens
livsaktiviteter og dagligdag er en del af behandlingsforløbet, og terapeuten kan således aktivt
inddrage og arbejde med adfærd, der finder sted uden for terapirummet, men som findes
terapi- forstyrrende, eksempelvis misbrug eller selvskadende adfærd (Diamond et al., 2011;
Stern et al., 2013).
At definere den dominerende objekt-relation
En vigtig del af arbejdet med TFP er at beskrive de indre objektrelations- dyader, der bliver
aktiveret i overføringen i terapien, når de manifesterer sig i relation til terapeuten. Således
bliver patienten opmærksom på sine indre scenarier og den måde, de farver oplevelsen af
samspillet med andre på. For en narcissistisk patient vil en typisk aktiveret dyade eller
objekt- relation være det omnipotente grandiose selv og den insignifikante devaluerede
anden. Den initiale identificering af denne dyade er vanskelig for den narcissistiske patient,
da det er angstfyldt at indtage en observerende afstand fra det grandiose selv for at udforske
andre dele af en selv. Det kan bringe patienten i kontakt med følelser af svaghed, sårbarhed
og skam og true med at ødelægge det grandiose selvbillede. Patienter med skjult narcissisme
er i kontakt med den samme dyade, men har svært ved at frigøre sig fra den insignifikante
devaluerede del af dyaden, der beskytter patienten mod undertrykte grandiose ønsker og
drømme (Gabbard, 2005). I det ind- ledende arbejde identificerer man, hvilken pol af dyaden
der er aktiveret. Uafhængigt af hvilken pol af dyaden der er aktiveret, præges den indledende
fase af tolkningsprocessen af aktivering af følelser som skam, misundelse og frygt for
afhængighed. Dette kan bedst håndteres ved at benytte terapeutcentrerede tolkninger for at
hjælpe patienten til at være i kontakt med disse følelser og lære at identificere dem uden at
skulle udfordre det grandiose forsvar. Terapeuten undlader at påpege projektionerne eller
trække sammenligninger til patientens tidligere livserfaringer og udforsker i stedet
interesseret her og nu-indholdet sammen med patienten. Terapeuten kan på denne måde være
et eksempel på, hvordan man kan udholde disse følelser uden at miste identitetsmæssig
integritet (Diamond et al., 2011; Kernberg, 1984, 2007, 2014; Stern et al., 2013).
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At arbejde med ombytning af roller
Den næste fase af terapien er ombytning af rollerne for at tillade patienten at komme i
kontakt med de undertrykte sider af selvet, der ellers er skjult bag det grandiose selv. Denne
fase kan være svær for den narcissistiske patient, da patienten generelt er rigidt forankret i
den omnipotente del af objektrelationsdyaden. Arbejdet med overføringen kan være
yderligere vanskeliggjort, hvis patienten nægter at anerkende eller investere i forholdet til
terapeuten. Terapeuten skal i denne fase arbejde aktivt med at opbygge en alliance med
patienten, inden man udfordrer det grandiose selvbillede med tolkninger, der hjælper
patienten til at genkende de devaluerede, afspaltede negative følelser som sine egne
(Diamond et al., 2011; Kernberg, 1984, 2007; Stern et al., 2013).
Identificering af dissociation og splittelse af de dominante objektrelationer: Analyse af det
grandiose selv
Efter at have arbejdet med ombytning af roller i den dominante dyade er det næste trin i
tolkningen at belyse, hvordan de to poler af dyaden opleves som adskilte, uforenelige
aspekter. Oftest er der et split mellem aggressivt ladede objektrelationer associeret med had
og frustration og idealiserede objektrelationer relateret til tilfredsstillelse. Den nye,
alternative dyade rummer et selv, der er tilknyttet en oprigtigt interesseret anden. Gennem
den terapeutiske relation, der har tjent som eksempel på dette, fatter patienten mod til selv at
danne gensidige relationer. Når den terapeutiske alliance er opnået, kan terapien benyttes
som et trygt sted at udforske og være i kontakt med den dybereliggende angst, der har
nødvendiggjort tilflugten i grandiositeten. De temaer, der ofte kommer i spil, er frygt for at
blive forladt og for at vise sig at være betydningsløs eller angst for udslettelse, hvis man tillader sig selv at blive afhængig af en anden i en gensidig relation. Nogen gange vil man
gennem det terapeutiske arbejde sammen kunne afdække og gennemarbejde de tidligere
oplevelser, der ligger til grund for dannelsen af objektrelationsdyaden (Diamond et al., 2011;
Kernberg, 1984, 2007; Stern et al., 2013).

Gabbard
Den amerikanske psykiater Glen O. Gabbard er endnu en af de erfarne klinikere, der
indgående har beskrevet NPD og behandling af den. Han arbejder også ud fra en
psykodynamisk teoretisk model og behandlingsmetode. Gabbard beskriver to kliniske
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subtyper af narcissisme: „the oblivious“ og „the hypervigilant“, dvs. den ligeglade,
uopmærksomme, arrogante og den overopmærksomme narcissist. Den første subtype
beskrives som en person, der er uden opmærksomhed på andres reaktioner, arrogant,
aggressiv og selvoptaget, og som ønsker at være i centrum for opmærksomhed, har en
„afsender“, men ingen „modtager“ og tilsyneladende er ligeglad med at støde og såre andre.
Den overopmærksomme subtype beskrives med en anden profil, nemlig som overfølsom
over for andres reaktioner, hæmmet, genert og selvudslettende. Personen fører
opmærksomheden over på andre frem for på sig selv, bryder sig ikke om at være centrum for
opmærksomhed, lytter altid efter skjult kritik eller misbilligelse fra andre og føler sig nemt
og ofte stødt, skamfuld eller ydmyget (Gabbard, 1998).
Gabbards arbejde baserer sig overvejende på den psykodynamiske behandlingsmetode og
tager afsæt i arbejdet med overføring og modoverføring. De typiske modoverføringer, som
terapeuten oplever, er f.eks. kedsomhed, manglende tro på metoden og manglende tiltro til
egne evner som terapeut. Patienten oplever ofte ikke terapeuten som et nuanceret individ
med følelser og reaktioner, men som en modtagende skærm eller robot eller som en automat,
der kan spytte tolkninger af patientens materiale ud. Der er oftest ringe øjenkontakt og
gennemgående afvisning af terapeutens tolkninger. Den manglende tilknytning reflekterer
patientens angst og forbehold over for at udvikle afhængighed og en tæt relation til andre.
Der udvises for- agt over for terapeuten. Patienten synes at ringeagte alle terapeutens forslag
og anstrengelser. Dette er resultatet af projektion af vanskelige følelser som skam,
ydmygelse eller misundelse over i terapeuten. Terapeuten udfordres i sin tro på metoden og
på sine evner til at hjælpe patienten. Med modsat for- tegn, men i samme dimension ses der
idealisering af terapeuten. Dette ses ofte i de indledende faser og tilvejebringer en følelse af
at spejle sig i terapeuten, igen for at undgå̊ kontakt med konfliktfyldt psykologisk materiale.
Omnipotent kontrol ses i form af patientens trang til og forsøg på at kontrollere og bestemme
over terapeuten og terapiens rammer. Der ses hyppige rammebrud som f.eks. udeblivelse og
manglende punktlighed. Ved at forsøge at kontrollere terapeuten bibeholdes en symbiotisk
oplevelse af relationen, og patienten undgår at blive konfronteret med oplevelsen af
adskillelse mellem subjekt og objekt. I nogle tilfælde formår patienten at imponere
terapeuten med sin charmerende og underholdende facon. Terapeuten oplever modoverføring i form af beundring eller sågar misundelse. Denne overføring vil i de fleste
tilfælde passivisere og gøre terapeuten handlingslammet, således at det terapeutiske arbejde
går i stå (Gabbard, 1998, 2005, 2013).
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Kognitive behandlingsmetoder
Kognitiv Adfærdsterapi (KAT)
Den amerikanske psykiater Aron T. Beck er grundlægger af kognitiv terapi.
Arbejdsmodellen for kognitiv adfærdsterapi (KAT) er at hjælpe patienter med NPD til at
identificere og respondere på deres misforståelser, hæmmede eller begrænsede evne til
problemløsning, kognitive forvrængninger, negative automatiske tanker, maladaptive
skemaer samt misopfattelser. Der fokuseres på fire områder af kognition og adfærd:
kognition, affekt/følelser, miljø og adfærd. Et centralt begreb er skemata, der er de indre
forståelser, der påvirker ens adfærd og affekt i særlige retninger og skaber mening i
opfattelsen af verden. Skemata er ikke isolerede enheder, men arbejder sammen, og kan
optræde i forskellige sammensætninger. NPD-patienters anskuelse af den kognitive triade
(selv, verden og fremtiden) er farvet af selv- refererende skemata. Ofte ses der ringe
forståelse af sig selv og egne motiver (Freeman & Fox, 2013).
Beck beskriver, at personer med narcissistisk personlighedsforstyrrelse som regel henvender
sig med relationelle problemer eller med henblik på behandling for komorbide lidelser som
depression (Cukrowitz et al., 2011). Behandlingen indledes med en grundig assessment af
personens opfattelse af sig selv og sine vanskeligheder. Gennem denne proces arbejder man
på at opnå en samarbejdsalliance. Den terapeutiske alliance anses for at inde- holde
behandlingsplan, behandlingsmål samt enighed om disse mål. Det pointeres, at der opnås en
bedre alliance på kortere tid, hvis man arbejder med i stedet for imod patientens patologi. Et
eksempel på dette kunne være, at terapeuten sammen med patienten undersøger, hvordan
ændring af en særlig form for adfærd kan være en fordel. Der er nævnt ni særlige punk- ter,
når man laver behandlingsplanen: Målene for behandlingen skal være realistiske,
behandlingen skal være rimeligt fast tilrettelagt med hensyn til frekvens og varighed, der
skal arbejdes hierarkisk og i rækkefølge med terapiens mål, behandlingsmålene skal være
inden for patientens rækkevidde, de terapeutiske mål skal være velbeskrevne, terapeuten skal
benytte hele patientens emotionelle, adfærdsmæssige og kognitive repertoire, patienten skal
samtykke i behandlingsmålene, og behandlingsmålene skal ses som værdifulde for patienten.
Endelig skal terapeuten være indstillet på og villig til at sætte grænser for patienten og
komme med passende feedback (Fre- eman & Fox, 2013).
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Skematerapi
Skematerapi er oprindeligt udviklet af Jeffrey Young til behandling af personlighedsforstyrrelser. Skema terapi inkluderer og udvider rammen for KAT ved at
integrere elementer fra gestaltterapi, objektrelationsteori, psykodynamisk terapi og
emotionsfokuseret terapi (se kapitel 16).
Patienter med narcissistiske forstyrrelser har ofte modstand mod at komme i berøring med
deres sårbarhed. Denne modvilje skyldes i nogle tilfælde, at de er blevet presset af partner,
familie eller arbejdsgiver til at søge behandling (Behary & Dieckmann, 2011, 2013; Young
& Flanagan, 1998). Behandlingen med skematerapi forløber i to faser: assessment og
forandring. I assessmentfasen identificeres og aktiveres de relevante maladaptive skemaer
gennem anamneseoptagelse med fokus på vanskeligheder i barndommen og ungdommen. De
følgende dele inddrages: psykoedukation om skema og modes og coping, analyse af
resultater fra Young Schema Questionnaire, aktivering af skemaer gennem visualisering,
dialog og stoleøvelser samt observation af mønstrene i den terapeutiske relation.
Forandringsfasen består af anvendelse af teknikker til forandring for at modificere de
relevante skemaer hos patienten. Man benytter fire typer intervention: kognitive
interventioner, eksperimentelle teknikker, den terapeutiske relation og at bryde
adfærdsmønstre (Young & Flanagan, 1998).
De to hovedformer for narcissistisk personlighed har forskellige skemaer, modes og coping.
Den første type rummer som regel ydmyget/mindreværdigt barn eller ensomt barn-mode,
hvilket fører til overkompenserende coping, selvovervurderende mode. De underliggende
skemaer er oftest defekthed/forkerthed og mangel på kærlig kontakt. Den anden type rummer
et særstatus-skema, der giver anledning til et impulsivt/forkælet barn-mode, og bag facaden
findes der oftest et ensomt barn-mode. Som coping benyttes tit dulmende skjold med adfærd
som eksempelvis misbrug eller promiskuitet (Behary & Dieckmann, 2011, 2013; Young &
Flanagan, 1998).
Det overordnede behandlingsmål er at svække det selvovervurderende modus og det
selvhævdende modus, således at det ensomme barn-modus kan blive tilgængeligt. Når det
ensomme barn er tilgængeligt kan „re-parenting“ finde sted, først i terapien og efterfølgende
i relationer i patientens liv. De terapeutiske tilgange, der anvendes, er: grænsesætning og
empatisk kon- frontation (Behary & Dieckmann, 2011, 2013; Young & Flanagan, 1998).
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Der er tre typiske forhindringer for dannelsen af en behandlingsalliance med patienten: 1)
patienten er ikke enig i eller ser ikke værdien af målene for behandlingen. Dette gælder især
mål som øget empati eller omsorg for andre, 2) patienten mener, at terapeuten er
inkompetent, og 3) patienten ønsker ikke sin grandiositet udfordret. Det er derfor vigtigt at
have et eller flere forhandlingsmidler, man kan benytte for at motivere patienten (Young &
Flanagan, 1998).
Den eksperimentelle del af terapien arbejder med at hjælpe patienten med at komme i
kontakt med, opleve og udholde følelser som svigt, defekter eller tomhed og at forstå disse
ud fra de tre skema modes (ydmyget/mindre- værdigt barn-mode, impulsivt/forkælet barnmode og ensomt barn-mode). Hvert modus tildeles en visuel repræsentation, og disse modes
interagerer med hinanden og går i dialog med hinanden. Gennem denne vekselvirkning og
undersøgelse af de tre modes, stiles der mod, at patienten opnår at skabe et voksent
omsorgsgivende billede, der kan tage vare på det ensomme barn (Young & Flanagan, 1998).
Ved at genkende de automatiske tanker, der bliver udløst i vanskelige situationer, lærer
patienten i den kognitive del af arbejdet at observere og identificere sine typiske
tankemønstre i de tre modes. Den narcissistiske patient hjælpes til at identificere og korrigere
de kognitive forvrængninger, der reflekteres af deres automatiske tanker, f.eks. kan et mål
være at genkende sort-hvid-tænkning. Gennem en række af sådanne undersøgelser kan man
måske til sidst udfordre patientens grandiose forestillinger og forventninger (Young&
Flanagan, 1998).
Den adfærdsændrende del af arbejdet består i at gennemføre konkrete aftalte opgaver, der
træner patienten i det, der er vanskeligt. Et eksempel kunne være at tilbringe længere tid
sammen med personer for at danne ven- skab eller parforhold i stedet for at indgå i
overfladiske relationer. Langsomt kan patienten måske også finde sig tilfreds ved at være en
af mængden i stedet for at altid skulle have en særposition (Young & Flanagan, 1998).
Dialektisk adfærdsterapi (DAT) er en terapiform udviklet af Marsha Linehan til behandling
af borderline personlighedsforstyrrelse (se kapitel 15). Da der er stort overlap i
symptomatologien og hyppig komorbiditet mellem NPD og borderline
personlighedsforstyrrelse, har man tilpasset DAT- behandlingen til patienter med NPD og
narcissistiske problematikker. DAT er bygget på den underliggende antagelse, at emotionel
dysregulering er kernen i borderline personlighedsforstyrrelse. DAT-behandling kan derfor
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bedst benyttes til at hjælpe narcissistiske patienter, der oplever dysregulering af følelser.
Grundlæggende arbejder man med dialektikken mellem accept og forandring. Patienterne
hjælpes til at acceptere og udholde deres følelser og trænes i at reagere adfærdsmæssigt
anderledes i følelsesmæssigt udfordrende situationer (Reed-Knight & Fischer, 2011).
DAT består af individuelle terapisessioner, færdighedstræningsgruppesessioner,
telefonkontakt til terapeut og kontakt til anden læge i tilfælde af farmakologisk behandling.
Der læres og benyttes ligeledes mindfulnessøvelser for at øge opmærksomhed på og accept
af tanker og følelser. Forløbet indeholder således moduler bestående af
følelsesreguleringsfærdigheder, hold ud-færdigheder, relationsfærdigheder og mindfulness.
Den terapeutiske holdning er validerende, men udfordrer patientens dysfunktionelle
opfattelser og adfærd. Der lægges vægt på vigtigheden af jævnlig supervision af
terapeuterne. Den første fase består af assessment og forpligtelse (commitment). Der er
tradition for, at man giver feedback efter assessment og diskuterer diagnosen. Der lægges
vægt på at have en indlevende og ikkedømmende holdning. Det skønnes vigtigt i
behandlingen af narcissistiske problematikker, at man er i stand til at operationalisere de
narcissistiske karakteristika, som de manifesterer sig i form af såvel tanker som adfærd. Man
følger efterfølgende behandlingskonceptet ved at udfylde dagbogsskema og
færdighedsdagbog. Det anbefales at finde relevante psykometriske spørgeskemaer og benytte
dem ved begyndelse, i løbet af og ved afslutningen af forløbet for at monitorere fremgang
ved behandlingen (Reed-Knight & Fischer, 2011).
Afrunding
På trods af over hundrede års interesse for og forskning i narcissismebegrebet er der
stadigvæk mange forskellige opfattelser af patologien og tilsvarende mange terapeutiske
tilgange. Diskussionen om diagnosens afgrænsning synes at være et centralt element, der
bidrager til disse forskelle. Yderligere er det vanskeligt at udføre præcis forskning i denne
patientgruppe, da man traditionelt benytter diagnostiske kriterier for at sikre repræsentativitet
i en patientsample, men disse kriterier er utilstrækkelige. Aktuelt mangler der tilstrækkelig
forskning i form af outcome-studier til at afgøre, hvilke terapeutiske interventioner eller
andre terapeutiske elementer der er effektive ved narcissistiske forstyrrelser. På trods af de
ovenfor nævnte forskelle sy- nes der i gennemgangen af de forskellige tilgange og metoder
at være nogle elementer, der er fælles for dem alle. Det drejer sig om: vigtigheden af at
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foretage en grundig assessment af patientens personlighedspatologiske profil og patientens
egen opfattelse af sine vanskeligheder, inden behandlingen påbegyndes; vigtigheden af at
kunne opnå en terapeutisk alliance og kunne udvise tålmodighed og empati med patienten,
især i den første fase; vigtig- heden af at terapeuten er i stand til at udholde og forholde sig
upåvirket af patientens kritiske, udfordrende og nedgørende – eller forførende og
idealiserende – holdning og adfærd. Dernæst kan behandleren bekende sig til en metode eller
benytte en integrativ model, afhængig af vedkommendes uddannelse og erfaring og
patientens personlighedspatologi. Behandlingens mål skønnes af alle teoretikere at være:
remission af komorbid lidelse og reduktion eller ophør af narcissistisk patologi, der
manifesterer sig i det intrapsykiske og interpersonelle domæne. Det væsentligste
behandlingsmål er således en bedre regulering af selvfølelsen med afsæt i et intakt og
realistisk selvbillede, bedre regulering af følelser samt modne relationer baseret på
gensidighed, oprigtighed og empatisk indlevelse.
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Commentary
Narcissistic biographies third age selftranscendence abilities. Commentary
JANE FJERMESTAD NOLL AND BENT ROSENBAUM, Copenhagen, Denmark
Is the preoccupation with religion and paranormal convictions a way of salvaging the
narcissistic self-esteem, and can loneliness, the lack of family influences the patients
orientation towards mysticism?
I find that the two cases elegantly and uniformly describe a fairly common trajectory of
narcissistic disturbance into old age. I will attempt to address the two previously mentioned
questions in the first part of the commentary. We notice how the grandiose self is gradually
failing to ward off feelings of vulnerability and low self-esteem, as the loss of youth and beauty
leaves the fragile self, unprotected. And, hence, it is very plausible that the patients have been
attracted to religion and mysticism as a new way of maintaining the sense of omnipotence and
superiority (Kernberg, 1985; Ronningstam, 2010a,2010b) and thus defending themselves
against the unbearable pain of feelings of being alone, left out or disappearing from the
scenarios where they can be mirrored in a positive way.
Narcissistic personalities are often preoccupied with desires for invulnerability, infiniteness
and immortality (Akhtar, 1992), and this may evoke a need for religious affiliation in later life,
when external sources of narcissistic gratification may be diminished or exhausted. Kernberg,
2008 describes how the narcissistic patients often refuse to acknowledge the objective passing
of time, clinging to the subjective experience of not aging and time not passing, in order to
avoid corrective disillusionment of being invulnerable to the passing of time, and the
emergence of old age. Also, the lack of intimate relationships, results in an empty inner world,
depleted of emotionally deep and meaningful experiences, in turn condenses, the
retrospectively the experience of time (Kernberg, 2008). The conviction of possessing
paranormal abilities in ways of premonitions and healing could represent new expressions of
omnipotence, supporting the grandiose self-image.
Maybe the newfound interest in mysticism could be an expression of the two patients entering
into a quasi-oedipal phase, as an attempt to rework basic oedipal conflicts. Kohut, 1977
elaborates on Freud’s theory of the oedipal conflict, and argues that in so forth the classical
theory of drives and objects explains a lot about the child’s oedipal experiences; it falls short in
providing an adequate framework for those experiences that relate to the development of the
self. Kohut argues that in light of the task of building and maintaining a cohesive nuclear self,
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the oedipal conflict may develop along two possible trajectories. It may lead to the emotional
retreat from the conflicts and anxieties of the oedipal period, leading to the chronic adoption of
defensively held narcissistic positions, and in the obverse, the mortification to which the child
is exposed by feeling that his self is fragmenting or lacking in vitality may lead him to the
chronic adoption of a defensively held oedipal position. In the classical formulation of the
oedipal conflict, the repression of the desires for the heterogenital object is an important factor
in the form and content of the id, and the internalized imago of the hated homogenital rival play
a role in the form and content of the superego, establishing the ability of the psychic apparatus
to deal with the conflict by instituting effective autoplastic changes. However, this process
requires that the archaic structures are firmly walled off from the ego, and hence the presence
of a firm self is a precondition for the experience of the oedipus complex. There- fore, patients
with a primary narcissistic disturbance sometimes enter into the oedipal phase in late life for
the first time and not as a revival of repressed oedipal conflict. Kohut describes, that in the case
of a consolidation of a formerly fragmented narcissistic self, the experience of the oedipal
conflict is joyous and invigorating, allowing the restoration of the self. In the case where
structural narcissistic disturbance of the self that cannot be redeemed by an oedipal phase de
novo, a quasi- oedipal period may ensue, not allowing the patient at accessing the oedipal
conflict, and experience coherence of the self. This may precipitate episodes of depression or
other psychiatric symptoms (Kohut, 1977; Sandage & Moe, 2011).
The two cases leave the impression that the patients have not undergone a harmonious oedipal
development, entering into a quasi-oedipal conflict in old age. Even if both patients are
described as still being preoccupied with their physical appearance and their attractive pull on
men, the newfound interest in spirituality could represent an attempt to transcend or bypass
the painful realization of an unsuccessful oedipal conflict. The interest in spirituality and
transpersonal phenomenon could allow a form of emotional bypass of the obvious failure
through the lifetime of establishing and maintaining satisfactory relationships with the
opposite sex. The Pentecostal notions of unity with God through receiving the divine grace
could represent an ultimate libidinal cathexis for these patients. The seemingly false security of
an all encompassing , and accepting divinity could allow the patients to avoid coming into
contact with basic conflicts arising from the id and the superego, the former by denying desires
of the flesh and sublimating these into the comfort of spiritual unity with God, and the latter by
avoiding the scrutiny of the superego, by adopting a set of values in the religious doctrine,
which may act as an externalized superego.
Patient M. has never sustained long-term inti- mate relationships, for reasons understood by
her- self filtered through her narcissistic defense of idealization of her own abilities and
attractiveness and the devaluation of the suitor’s qualities. The case reports, of her being
unable to form a reciprocal relationship, are on the basis of mutual respect and consideration,
as she is exploitative and self- centered in relation to the partner. The case describes as
childhood environment enabling her to firmly establish and maintain her archaic im- ages of
herself, as a child of extraordinary beauty and competence whose birth was heralded by angels.
But it leaves no impression of her parents as being involved, attentive and caring, and her
attitude towards her father’s suicide leaves an impression of an idealized and intellectualized
defence reaction, leaving no room for common reactions as grief, anger or desolation.
Patient H’s story is more nuanced regarding the familiar relations but leaves an impression of
an un- balanced dynamic between the parents. The mother is described as being sociable and
dominant and the father being distant and submissive. She de- scribes herself as being
dominant in her marriage, and one has the impression of her engaging in the relationship only
to the extent engagement is on her own terms.
Could they be suffering from schizotypal disorder?
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In the two cases, there are elements congruent with symptomatology frequently manifested in
patients with schizotypal disorder, such as reduced capacity to form close relationships,
preoccupation with paranormal phenomenon and ideas of reference, consistent with magical
thinking. There could also be a discrete sign of paranoid ideation. Both narcissistic personality
disorder and schizotypal disorder have a high prevalence of co-occurring depression (Fava et
al., 2002).
However, the lack of temporal stability over the lifetime, and the lack of former interest in
mysti- cism, as well as no signs of long-term disordered self-experience, (Raballo & Parnas,
2011) speaks against the assumption of the patient suffering primarily from schizotypal
disorder. The previous mentioned seems to support a narcissistic dysfunction, because of the
motivational elements. The lack of close relationships seems to reflect the patients sense of
entitlement and attempt to only be associated to people of importance, and reflect the inability
to form reciprocal relationships, in that the relational style is exploitative, opportunistic and
reflects the patients sense of entitlement. Furthermore, the social withdrawal seems to act as a
defense against the fear of having imperfections or flaws revealed (DSM-5, Akhtar, 1992;
Gabbard, 2005).
The notions of abilities of premonition and healing could well be congruent with subcultural
beliefs. In the case of patient M, the ideas are aligned with the basic assumptions of the
Pentecostal tradition, but in the case of patient H. there is no mention of affiliation with a
specific religious tradition. In both cases, however, these ideas seem to support the need to
sustain the grandiose self-image and the sense of omnipotence rather than supporting a wish
for new subcultural affiliation (DSM-5).
The patients are reported as having no cognitive dysfunction or perceptual distortions, as is
frequently seen in patients with schizotypal disorder (DSM-5).
Did the grandiose narcissism become vulnerable narcissism with aging, or because they are
single women?
Clinical literature stresses the importance of recognizing clinical subtypes of narcissistic
pathology (Maxwell, Donnellan, Hopwood, & Ackerman, 2010; Russ, Shedler, Bradley, &
Westen, 2008). The phenotypic presentations, range from overt interpersonal pretentiousness,
arrogance and assertiveness to covert and internal insecurity, shyness and hypersensitivity
(Dickinson & Pincus, 2003; Ronningstam, 2012). However, these are under- stood as being
different manifestations of the same underlying pathology, the dysregulated self-esteem.
Grandiosity seems to be an important common defense strategy in both types, although
manifesting differently. In the overt narcissist, there are obvious displays of feelings of
superiority especially in inter- personal relations. In the covert narcissist, these grandiose
fantasies are enacted in the intrapsychic dimension in terms of grandiose fantasies of talent,
success and ideal romantic relationships (Gabbard, 2005; Ronningstam, 2010a, 2010b; Wink,
1991). I find that the description of the two women indeed reveal continuous grandiose
distortions of the self -image throughout the lifetime, both in the relational area and in the
intrapsychic dimension. I do not believe the external manifestation of the narcissism has
changed from overt to covert, as I find both patients described as being overtly grandiose also
in late life and during the depressive episode. Research suggest that covert narcissist may be
more prone to depression, but also support the fact that overt narcissist can also develop
depression, especially in relation to the loss of external factors such as loss of status,
admiration or social recognition, as is seen in both cases (Cooper, 1998; Ronningstam, 2011).
Could there be a connection between the con- temporary social orientation towards spirituality
and the patient’s paranormal preoccupation and magical thinking?
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In answering to this question, I would like to stress that some cultural differences may make it
difficult to give a precise answer. I believe there is a cultural difference from the Scandinavian
culture to which I am a native and the Romanian one. To my knowledge, all alternative and
new-age religion was banned in the communist era, and hence interest in spiritual areas may
be a relatively new trend, emerging over the last 20years. In Scandinavia, the interest in
mysticism and spirituality has been a common trend since the late 60s and could not be
considered a contemporary social orientation. However, if this is the case in Romania, it would
further support the observation of the narcissistic pathology, as the patients choose a modern,
trendy and still somewhat unique arena to enact their narcissistic pathology.
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