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Background
Assessment of personality functioning in different stages of
psychotic disorders could provide valuable information on
psychopathology, course of illness and treatment planning, but
empirical data are sparse.

Aims
To investigate personality functioning and sense of self in indi-
viduals at ultra-high risk (UHR) for psychosis and with first-epi-
sode psychosis (FEP) in comparison with a clinical control group
of individuals with borderline personality disorder (BPD) and
healthy controls.

Method
In a cross-sectional design, we investigated personality func-
tioning (Structured Interview of Personality Organization, STIPO;
Level of Personality Functioning Scale, LPFS) and disturbances of
the basic self (Examination of Anomalous Self-Experience, EASE)
in 107 participants, comprising 24 individuals at UHR, 29 indivi-
duals with FEP, 27 individuals with BPD and 27 healthy controls.

Results
The UHR, FEP and BPD groups had moderate to severe deficits in
personality organisation (STIPO) comparedwith the healthy control
group. Self-functioning with its subdomain (facet) ‘self-direction’
(LPFS) was significantly worse in participants with manifest

psychosis (FEP) compared with those at-risk for psychosis (UHR).
The FEP group showed significantly worse overall personality
functioning than the UHR group and significantly higher levels of
self-disturbance (EASE) than the BPD group, with the UHR group
lying between these diagnostic groups. Hierarchical cluster
analysis based on the seven STIPO domains yielded three clusters
differing in level of personality functioning and self-disturbances.

Conclusions
Our data demonstrate that psychotic disorders are associated
with impaired personality functioning and self-disturbances.
Assessment of personality functioning can inform treatment
planning for patients at different stages of psychotic disorder.
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The interaction between psychosis and personality has been an area
of conceptual investigation since the times of Kraepelin, Bleuler and
Freud. Despite the potential relevance for aetiology, course of
illness, treatment planning and outcome, especially in at-risk
states and early psychosis, there is a scarcity of empirical research
into this complex relationship.1–4 Impaired personality functioning
and pathological personality traits, as for example captured in the
diagnosis of a cluster A personality disorder (paranoid, schizoid
and schizotypal), may be present before the onset of psychotic
illness and could be considered as a premorbid predisposition or
antecedents for psychotic disorders.2,4 Disturbances of the pre-reflect-
ive basic self have been considered to constitute the core characteristic
of schizophrenia in the continental European phenomenological trad-
ition.2,5,6 Furthermore, deterioration of personality functioning has
been linked to the progress of the psychotic process, affecting the
long-term outcome of schizophrenia.7,8 Meanwhile, psychosis-like
experiences have also been found in non-clinical samples,3

suggesting that psychotic symptoms may occur at all levels of
personality functioning and in different psychiatric disorders.9

These nosological and conceptual issues are also reflected in the
long-standing debate about the status of borderline personality
disorder (BPD) in relation to psychotic disorders,10 as psychotic
symptoms are known to be frequent in BPD11 and, in the form of

‘transient, stress-related paranoid ideation’ (DSM-5) or ‘psychotic-
like features’ (ICD-11), form part of the diagnostic criteria of
BPD.12 To clarify the diagnostic boundaries between these disorders
more detailed psychopathological investigations focusing on core
pathognomonic characteristics have been called for.10

Personality functioning

The publication of the new editions of the diagnostic classification
systems DSM-513 and ICD-1114 has sparked an increase in interest
in personality functioning in the area of personality disorder
research and beyond.15 Aspects of self (e.g. identity, self-worth,
accuracy of self-view, self-direction) and interpersonal functioning
(e.g. ability to develop and maintain close and mutually satisfying
relationships, ability to understand others’ perspectives and to
manage conflict in relationships) are now considered as core com-
ponents of personality disorders in the alternative model of person-
ality disorders (AMPD) of DSM-513 and ICD-11.14

These models of personality functioning in DSM-5 and ICD-11
converge with long-standing psychodynamic conceptualisations.16,17

One influential psychodynamic model to conceptualise personality
functioning16 comprises three basic levels: neurotic, borderline and
psychotic personality organisation. These levels of personality
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organisation are distinguished by differences in identity integration,
maturity of defence mechanisms, the capacity for reality testing,
and the integration of aggression and moral values. A neurotic level
of personality organisation is defined by an integrated identity, rela-
tively mature defence mechanisms, (e.g. anticipation) and intact
reality testing. Borderline personality organisation is characterised
by identity diffusion and the use of primitive defence mechanisms
(mainly splitting and projective identification) with intact capacity
for reality testing. Psychotic personality organisation shows worse
functioning in all domains (severe identity diffusion, extensive use
of primitive defence mechanisms) and impaired reality testing (corre-
sponding to a loss of differentiation between self and object
representations).18

Self-functioning and self-disorders

Another framework for the study of disturbances of self-functioning
(‘self-disturbances’) is provided by modern phenomenological
psychiatry, which distinguishes between different levels of self-
hood.19 The ‘basic self’ designates the fundamental level of selfhood
that is implied in the awareness that under normal conditions all
experiences are experienced as ‘my experience’ (first-person
quality of experience).20 The basic self is the prerequisite for the
higher-order ‘narrative self’, which designates language-involving
and autobiographical aspects of the self that are related to areas
such as habits, style and preferences.21 The presence of basic self-
disturbances has been shown to differentiate between schizophrenia
spectrum disorders and other psychotic disorders22 and they were
found to be temporally enduring, preceding and predicting the
onset of psychosis23 and persisting after remission of a psychotic
episode.19,20 Consequently, distortions of the basic self are again
included as defining features of schizophrenia in ICD-11.24

There are interesting points of convergence between the psycho-
dynamic approach to personality assessment and the phenomeno-
logical approach. The in-depth psychopathological evaluation of
the level of selfhood affected has been proposed as crucial for the dif-
ferential diagnosis between borderline personality disorder and
schizophrenia spectrum disorders.25 In this sense, identity diffusion,
a pathognomonic characteristic of borderline personality organisa-
tion, has been suggested to correspond to disturbances in higher
levels of selfhood, i.e. the ‘narrative’ self, but there are only prelim-
inary empirical data to support this hypothesis.21 Meanwhile, the
concept of psychotic personality organisation with a severe disor-
ganisation of identity should converge with disorders of the ‘basic’
self in schizophrenia spectrum disorders.

Aims

The investigation of personality functioning and self-disorders is of
particular interest in individuals at ultra-high risk for psychosis
(UHR) and in the early stages of psychosis. A careful assessment
of these aspects might provide valuable information on the transi-
tion from at-risk mental states to manifest psychosis and help in
identifying potential targets for specific treatment modalities.

Considering all the above, it was the aim of this research project
to investigate personality functioning and self-disorders in indivi-
duals at UHR for psychosis and with first-episode psychosis
(FEP) in comparison with a clinical control group of individuals
with borderline personality disorder (BPD) and a group of
healthy controls.

Given the scarcity of empirical studies on the topic, this study
was of a primarily exploratory nature. Deriving from mainly con-
ceptual considerations18 and some preliminary empirical evidence26

we hypothesised to find the most severe impairment in personality
functioning and basic self-disturbances in patients with manifest
psychotic disorders (FEP).

Method

Participants

Participants were recruited from the Department of Psychiatry
and Psychotherapy and the Department of Psychoanalysis and
Psychotherapy of the Medical University of Vienna and
from several psychiatric departments of hospitals situated in
Vienna and surroundings. The control group was recruited via
announcements.

All participants needed to meet the following inclusion criteria:
age ≥18 years, sufficient command of German and cognitive cap-
ability for an adequate understanding of the interviews. Exclusion
criteria were psychiatric symptoms due to any organic condition
or acute intoxication. Additional exclusion criteria for each study
group are listed below.

Out of 170 individuals who agreed to participate in the study
after initial information, 118 individuals completed all interview
appointments. Some individuals with very high psychotic
symptom scores (Positive and Negative Syndrome Scale (PANSS)
>95 points) were asked to postpone the interviews to wait for
symptom remission after antipsychotic treatment (see ‘Individuals
with first-episode psychosis’ below).

After data entry and verification, 11 participants were
excluded because of missing data on the main instruments
(Structured Clinical Interview for DSM-IV; Structured Interview
of Personality Organization; Level of Personality Functioning
Scale; Examination of Anomalous Self-Experience) or for not
fulfilling the inclusion/exclusion criteria (two participants did
not fulfil inclusion criteria owing to psychotic symptoms lasting
longer than 5 years, one participant was excluded owing to a
PANSS score >95 points, and one was excluded owing to a too
high Global Severity Index). Valid data of 107 participants
(24 UHR, 29 FEP, 27 BPD and 27 healthy controls) could finally
be included for statistical analyses.

The authors assert that all procedures contributing to this work
comply with the ethical standards of the relevant national and insti-
tutional committees on human experimentation and with the
Helsinki Declaration of 1975, as revised in 2008. All procedures
involving human subjects/patients were approved by the Ethics
Committee of the Medical University of Vienna (approval
number: 1116/2015). Written informed consent was obtained
from all participants.

Individuals at ultra-high risk (UHR) for psychosis

The UHR participants were recruited from a specialised early psych-
osis unit where standard assessments include the 16-item
Prodromal Questionnaire (PQ-16), the Comprehensive
Assessment of At-Risk Mental States (CAARMS),27 laboratory
tests, electroencephalogram (EEG) and cranial magnetic resonance
imaging (MRI). The CAARMS interview allows for the identifica-
tion of three groups at UHR for psychosis: (a) an attenuated psych-
otic symptoms group; (b) a brief limited intermittent psychotic
symptoms group; and (c) a genetic risk and deteriorating state
group. In all three groups a significant decrease in psychosocial
functioning over the past year for a period of at least 1 month is
needed. In addition, the Schizophrenia Proneness Instrument,
Adult version (SPI-A)28 was administered to those individuals
who were suspected of having basic symptoms on clinical examin-
ation for the operationalised assessment of the cognitive-perceptual
(COPER) at-risk criterion and the cognitive disturbances
(COGDIS) high-risk criterion. Following recommendations of the
European Psychiatric Association, clinical high risk was identified
when fulfilling either UHR or COGDIS criteria or both.29
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Individuals with first-episode psychosis (FEP)

The FEP group comprised patients at first admission for a psychotic
episode (with a maximum duration of the presence of psychotic
symptoms of 5 years30) who were screened and diagnosed with
schizophrenia spectrum, schizoaffective or affective psychotic disor-
ders using the Structured Clinical Interview for DSM-IV Axis I
Disorders (SCID-I).31 Owing to the known diagnostic instability
of first-episode psychosis32 and the increasing recognition of the
dimensional nature of psychotic disorders33 we included both
affective and non-affective disorders in our FEP sample.34

Additionally, the Positive and Negative Syndrome Scale
(PANSS)35 was used to assess the acute severity of symptoms that
might affect the measurement of personality functioning.
Individuals with a score of more than 95 were classified as ‘currently
severely ill’ and excluded.

Individuals with borderline personality disorder (BPD)

The BPD control group borderline personality disorder was diag-
nosed via the SCID-II (Axis II disorders).31 The presence of a psych-
otic disorder was excluded by the application of SCID-I and patients
were screened for the risk of psychosis using the PQ-16.36

Healthy control group

The SCID-I and SCID-II31 were used to exclude any diagnosis of a
current psychiatric disorder and participants were excluded with a
Global Severity Index >0.32 on the Brief Symptom Inventory.37

Measures

All interviews were conducted by psychiatrists or clinical psycholo-
gists who were trained in administration of each interview and had
passed inter-rater reliability testing (intraclass correlation coeffi-
cient for the overall Structured Interview of Personality
Organization rating: 0.760).

Structured Interview of Personality Organization (STIPO)

The STIPO38 is grounded in Kernberg’s model of personality organ-
isation.16,17 The German version39 consists of 100 items, seven
domains and specific subdomains: 1 Identity, subdivided into 1A
Capacity to invest, 1B Sense of self (1B is further subdivided into
(a) Coherence and continuity, (b) Self valuation) and 1C Sense of
others; 2 Object relations, subdivided into 2A Interpersonal rela-
tionships, 2B Intimate relationships and sexuality and 2C Internal
working model of relationships; 3 Primitive defences; 4 Coping/
rigidity; 5 Aggression, subdivided into 5A Self-directed aggression
and 5B Other-directed aggression; 6 Moral values; and 7 Reality
testing and perceptual distortions. Each domain is rated on a five-
point scale from healthy functioning (1 point) to severe impairment
(5 points). Finally, the overall level of personality organisation is
assessed, ranging from a normal level to severely impaired person-
ality functioning: level 1, normal; 2, ‘neurotic 1’; 3, ‘neurotic 2’; 4,
‘borderline 1’; 5, ‘borderline 2’; and 6, ‘borderline 3’. Satisfactory
reliability and validity have been demonstrated.39,40

Level of Personality Functioning Scale (LPFS)

The LPFS41 is part of DSM-5, Section III (Emerging Measures and
Models)13 and it assesses personality functioning on a five-point
scale from healthy functioning (scored 0) to extreme impairment
(scored 4) in two domains, which are subdivided into four sub-
domains (facets): ‘Self-functioning’, with the subdomains ‘Identity’
and ‘Self-direction’; and ‘Interpersonal functioning’, with the sub-
domains ‘Empathy’ and ‘Intimacy’. The German version of the
LPFS has good psychometric properties42 and was rated on the
basis of the STIPO interviews.43

Examination of Anomalous Self-Experience (EASE)

The EASE44 was designed for the examination of anomalous sub-
jective self-experiences, which are characteristic of schizophrenia
spectrum disorders and prodromal states of psychotic disorders.20

The EASE consists of 57 items in five domains: cognition and
stream of consciousness; self-awareness and presence; bodily
experiences; demarcation/transitivism; and existential reorienta-
tion. Each item is rated dichotomously (present/absent). Good to
excellent psychometric properties have been shown.45

Structured Clinical Interview for DSM-IV (SCID)

The SCID31 was used to diagnose psychiatric disorders according to
DSM-IV Axis I (SCID-I) and personality disorders according to
DSM-IV Axis II (SCID-II).

16-item Prodromal Questionnaire (PQ-16)

This self-report questionnaire is a brief version of the PQ46 for
routine screening for psychosis risk in general help-seeking popula-
tions. Cronbach’s alpha for the total PQ-16 score was 0.774.36

Statistics

Kolmogorov–Smirnov and Levene tests were employed to ensure
the normality and homogeneity of variances. Non-parametric
tests (Kruskal–Wallis tests, Mann-Whitney U-tests) were used for
the comparison of the non-normally distributed overall levels and
for all seven domains of the STIPO in the unrelated samples
(UHR, FEP, BPD and healthy controls). Results on the overall
EASE score were normally distributed and analysed using a one-
way analysis of variance (ANOVA). Post hoc analysis was carried
out using independent-sample t-tests. Adjustments for multiple
testing were done using the Benjamini–Hochberg procedure with
a false discovery rate of 15%. Relationships between STIPO and
LPFS or EASE total scores were assessed with Spearman’s rho cor-
relation coefficients (ρ).

An agglomerative hierarchical clustering technique was applied
to group the patients (UHR, FEP and BPD) according to the seven
STIPO domains, irrespective of psychiatric diagnosis (the healthy
control group was not included in the cluster analysis). Ward’s
minimum variance method, which has the highest accuracy of the
clustering methods,47 was used to combine pairs of clusters at
each step. It starts with each individual participant being one
cluster and continues until all clusters are combined into a single
cluster. Each new step is reached by minimising variance
using the sum of square index, respectively. Each of the 79
patients (one patient’s data had to be excluded due to partially
incomplete data) were placed in their own cluster and then progres-
sively clustered with others according to the STIPO domain. To
assess how the three patient groups would be distributed based on
the STIPO domains, we opted a priori for a three-cluster solution.

Analyses were carried out using SPSS 28.0 for MacOS.

Results

Sample characteristics

Basic demographic data are shown in Table 1.
The distribution of male and female participants was almost

equal in the UHR and FEP groups, but the gender distribution
was not balanced in the BPD and healthy control groups. An
equal distribution of levels of personality functioning and abnormal
self-experiences was observed in male and female participants with
FEP and UHR (P > 0.05).

Diagnoses according to DSM-IV48 are given in Table 2.
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Level of personality functioning
Structured Interview of Personality Organization (STIPO)

The groups differed significantly with respect to their overall level of
personality organisation (χ²(3) = 65.496, P < 0.001; Table 3).
Patients in the UHR (mean 4.29, s.d. = 0.908), BPD (mean 4.70,

s.d. = 0.542) and FEP groups (mean 4.83, s.d. = 1.002) showed inter-
mediate to severe impairment in overall personality functioning
compared with healthy controls (mean 1.63, s.d. = 0.565; for all
comparisons P < 0.001). Pairwise comparison further revealed a sig-
nificant difference in the level of personality functioning between
the UHR and FEP groups (U = 236.50, P = 0.037), with those in
the BPD group lying in between these groups but without significant
differences from the UHR (U = 233.50, P = 0.062) and FEP groups
(U = 346.50, P = 0.427).

The scores on the seven domains of the STIPO are shown in
Fig. 1. The distributions of the seven domains were not identical
between groups (χ²(3) = 31.609–63.522, P < 0.001). Although the
overall STIPO domain ‘Identity’ did not show any significant differ-
ences between the diagnostic groups, the subdomain ‘Sense of self –
coherence and continuity’ was significantly impaired in the FEP
compared with the UHR group (U = 224.00, P = 0.021) and in the
FEP compared with the BPD group (U = 274.00, P = 0.04). Object
relations (domain 2), especially the internal working model of rela-
tionships, were found to be significantly better in the UHR group
compared with the BPD (U = 206.50, P = 0.017), but no significant
differences were found between other groups. Primitive defences
were significantly more pronounced in participants with FEP than
those at UHR (U = 205.5, P = 0.009). Participants with BPD had
higher overall aggression scores compared with those at UHR (U
= 206.00, P = 0.026) and higher scores in aggression directed at
the self (U = 204.00, P = 0.003) and at others (U = 227.50, P =
0.009) compared with FEP individuals. Reality testing showed sig-
nificant differences between all diagnostic groups: FEP and BPD

Table 1 Demographic data

Participants

UHR FEP BPD Healthy controls

n 24 29 27 27
Female gender, n (%) 12 (50) 15 (51.7) 25 (92.6) 22 (81.5)
Age, years: mean (s.d.) 22.55 (2.97) 24.15 (3.70) 28.40 (6.49) 30.71 (11.68)
Treatment setting, n (%)

In-patient 14 (58.3) 26 (89.7) 18 (66.7)
Day patient 1 (3.4)
Out-patient 10 (41.7) 2 (6.9) 9 (33.3)
Non-treatment setting 27 (100)

Partnership, n (%) 7 (29.2) 8 (27.5) 12 (44.4) 22 (81.5)
Highest educational level, n (%)

Pre-secondary school 6 (25) 12 (41.3) 5 (18.4) 2 (7.4)
Secondary school 12 (50) 11 (37.9) 11 (40.7) 15 (55.6)
University 4 (16.7) 4 (13.8) 9 (33.3) 10 (37)

Employed or in training, n (%) 19 (66.7) 20 (68.9) 15 (48.1) 26 (96.3)
Psychopharmacotherapy, n (%) 20 (83.3) 29 (100) 21 (77.8) 0
Psychiatric treatment, n (%) 19 (79.2) 28 (96.6) 20 (74.1) 0
Psychotherapeutic treatment, n (%) 15 (62.5) 18 (62.1) 14 (51.9) 1 (3,7)

BPD, borderline personality disorder; FEP, first-episode psychosis; UHR, ultra-high risk for psychosis.

Table 2 Axis I and Axis II diagnoses according to DSM-IV

Participants, n (%)

UHR
(n = 24)

FEP
(n = 29)

BPD
(n = 27)

Healthy
controls
(n = 27)

Axis I
Any Axis I disorder 24 (100) 29 (100) 24 (78.5) 0
Bipolar I disorder– 0 7 (24.1) 1 (3.7) 0
Bipolar II disorder 3 (2.97) 0
Depressive disorder 14 (58.3) 13 (44.8) 16 (59.3) 0
Anxiety disorder 15 (62.5) 6 (20.7) 8 (29.6) 0
Phobia 9 (37.5) 7 (24.1) 6 (22.2) 0
Substance-related disorder 9 (37.5) 15 (51.7) 10 (37.0) 0
Eating disorder 3 (12.75) 2 (6.9) 7 (25.9) 0
Schizophrenia spectrum disorder 2 (8.3) 21 (72.4) 0 0
Psychotic disorder unspecified 0 1 (3.2) 0 0
Obsessive-compulsive disorder 3 (12.75) 4 (13.8) 1 (3.7) 0
Somatoform disorder 3 (12.75) 0 3 (11.1) 0
Developmental disorder 1 (4.2) 1 (3.4) 0 0
Axis II Personality disorders
Any Axis II disorder 17 (70.8) 19 (65.5) 27 (100) 0
Cluster A

Paranoid 3 (12.5) 6 (20.7) 4 (14.8) 0
Schizoid 1 (4.2) 4 (13.8) 0 0
Schizotypal 5 (20.8) 8 (27.6) 0 0

Cluster B
Antisocial 2 (8.3) 2 (6.9) 0 0
Borderline 5 (20.8) 1 (3.4) 27 (100) 0
Histrionic 1 (4.2) 1 (3.4) 1 (3.7) 0
Narcissistic 1 (4.2) 1 (3.4) 2 (7.4) 0

Cluster C
Avoidant 7 (29.2) 6 (20.7) 6 (22.2) 0
Dependent 4 (16.7) 4 (13.8) 2 (7.4) 0
Obsessive–compulsive 4 (16.7) 1 (3.4) 4 (14.8) 0

Other
Depressive 2 (8.4) 2 (6.9) 7 (25.9) 0
Negativistic 8 (33.4) 4 (13.8) 1 (3.7) 0

BPD, borderline personality disorder; FEP, first-episode psychosis; HC, healthy controls;
UHR, ultra-high risk for psychosis.

Table 3 Structured Interview of Personality Organization (STIPO) level
of personality functioning in the four different groups (n = 107)

STIPO level

UHR
(n = 24),
n (%)

FEP
(n = 29),
n (%)

BPD
(n = 27),
n (%)

Healthy
controls

(n = 27), n (%)

1 normal 11 (40.7)
2 neurotic 1 15 (55.6)
3 neurotic 2 5 (20.8) 3 (10.3) 1 (3.7)
4 borderline 1 9 (37.5) 8 (27.6) 9 (33.3)
5 borderline 2 8 (33.3) 9 (31.0) 17 (63.0)
6 borderline 3 2 (8.3) 9 (31.0) 1 (3.7)

BPD, borderline personality disorder; FEP, first-episode psychosis; UHR, ultra-high risk
for psychosis.
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(U = 83.50, P < 0.001); FEP and UHR (U = 140.50, P < 0.001); and
UHR and BPD (U = 194.50, P = 0.015).

Level of Personality Functioning Scale (LPFS)

Mean levels of personality functioning are shown in Fig. 2. The dis-
tribution of the four subdomains of the LPFS were not identical
across all groups (χ²(3) = 37.726–50.754, P < 0.001). All patient
groups showed significantly more impairment, with higher scores
in all four subdomains compared with healthy controls
(P = 0.001). Self-direction was significantly better in the UHR com-
pared with the FEP group (U = 156.00, P = 0.011) and the BDP

group (U = 138.00, P = 0.026). Empathy was significantly higher
in individuals at UHR than in those with BPD (U = 140.50,
P = 0.033), but no significant differences between groups were
found for identity and intimacy.

Level of self-disorders

The FEP group showed the highest level of self-disturbance as mea-
sured by the EASE (mean 21.21, s.d. = 8.187), whereas the BPD
group showed the lowest level (mean 14.71, s.d. = 7.357), with the
UHR group in between (mean 17.08, s.d. = 6.953). Group differ-
ences in self-disturbances were significant between FEP and BPD
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Fig. 1 Bar chart of the Structured Interview of Personality Organization (STIPO) domains for all groups.

Mean values for the STIPO domains (range 1–5) with standard deviations shown as error barswith 95% confidential intervals are displayed. BPD, borderline personality disorder; FEP,
first-episode psychosis; HC, healthy controls; UHR, ultra-high risk for psychosis.
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(P < 0.019), as well as between all diagnostic groups and healthy
controls (P > 0.001).

The relationship between levels of personality
functioning and basic self-disorders

Correlation analysis showed significant large positive correlations of
the LPFS domains with the STIPO domains ‘Identity’ and ‘Object
relations’ (ρ = 0.738 to ρ = 0.858, P < 0.001, n = 95).

Moderate to large positive correlations of EASE total score with
all STIPO domains and STIPO total score were found (ρ = 0.392–
0.763, P < 0.001; highest correlations with STIPO domain ‘Reality
testing’ and total score).

Clustering of patients according to personality
functioning

The hierarchical cluster analysis of the three patient groups (FEP,
UHR, BPD) based on the seven STIPO domains revealed that the
greatest increase in heterogeneity is reached with a two-cluster
solution, and the next highest with a three-cluster solution
(Supplementary Fig. 4, available at https://dx.doi.org/10.1192/bjo.
2023.530). These three clusters differed significantly with respect
to overall level of personality functioning (χ²(2) = 42.596,
P < 0.001). Cluster 1 includes patients with only moderate impair-
ment in overall personality functioning (mean 3.94; s.d. = 0.63).
Cluster 2 includes patients with slightly better functioning (mean
4.78, s.d. = 0.42) and cluster 3 shows those with the most severe
impairment in personality functioning (mean 5.48, s.d. = 0.68)
(for more detailed results for the STIPO domains see
Supplementary Table 4). Regarding the distribution of the diagnos-
tic groups, more than half of the UHR participants could be found in
cluster 1, while about two-thirds of participants with BPD were
grouped in cluster 2, and more than half of FEP participants in
cluster 3 (Fig. 3). Significant differences between clusters were
also found in relation to mean EASE scores (F(2,74) = 5.187,
P = 0.008). High levels of basic self-disorders were found in
cluster 1 (mean 19.33, s.d. = 9.17) and cluster 3 (mean 20.57,
s.d. = 5.77), whereas cluster 2 showed significantly lower levels
(mean 14.08, s.d. = 6.68).

Ultra-high risk (UHR) and borderline personality disorder
(BPD) interaction

Eight individuals with BPD had elevated PQ-16 scores, which might
point to an at-risk mental state for psychosis, but no significant dif-
ference in STIPO overall scores and domains were found compared
with participants with BPD without elevated PQ-16 scores. No dif-
ferences in overall STIPO-rated personality functioning were found
between UHR individuals with comorbid BPD (n = 6) and without
comorbid BPD (n = 18), but UHR individuals without comorbid
BPD showed a better identity integration (P = 0.015), with a better
sense of others (P = 0.018) and lower scores for primitive defences
(P = 0.015) compared with UHR individuals with comorbid BPD.

Discussion

Level of personality functioning

Our results demonstrate that psychosis spectrum disorders are asso-
ciated with impaired personality functioning. Both UHR and FEP
individuals were found to have moderate to severe deficits in per-
sonality functioning as measured by the STIPO and the LPFS
when compared with healthy controls. Furthermore, individuals
with manifest psychosis (FEP) showed significantly worse overall
personality functioning than individuals at risk for psychosis

(UHR), confirming previous data on personality functioning in
different stages of psychotic disorders.26

Our results show no significant differences between individuals
at risk for or with psychosis (UHR/FEP) and individuals with BPD
in the overall level of personality functioning. The hypothesis
derived from psychodynamic theory that individuals on the psych-
osis spectrum (UHR and FEP) have a psychotic personality organ-
isation which is characterised by more impaired personality
functioning in all domains (severe identity diffusion, extensive
use of primitive defence mechanisms) and impaired reality
testing (corresponding to a loss of differentiation between self
and object representations) compared with individuals on the bor-
derline disorder spectrum, who have a borderline personality
organisation with less severely impaired personality functioning,
could therefore not be confirmed in our sample.18,49 These
results might reflect dimensional variations of severity within
psychotic disorders and BPD.50 In ICD-11, the distinction
between schizophrenia and ultra-high risk of psychosis (e.g. schizo-
typal disorder) is based on the intensity of symptoms, and severe
personality disorders (e.g. low borderline level) can also have
psychotic features (transient dissociative or psychosis-like symp-
toms).50 The BPD sample in this study was mainly recruited
from in-patient settings, suggesting a severely ill sample,51 which
is reflected in comparatively low levels of personality functioning
(mean 4.70, s.d. = 0.542) and relatively high levels of self-disorders
(EASE: mean 14.71, s.d. = 7.357).

Domains of personality functioning

The pattern of personality functioning on the LPFS and the seven
domains of the STIPO points to several noteworthy differences
between the diagnostic groups.

The UHR group showed better self-functioning (self-direction)
than the BPD and FEP groups. A higher quality of object relations
with better internal working models of relationships and more
empathy was also found in the UHR compared with the BPD
group. Additionally, UHR individuals without comorbid BPD
showed a better identity integration with a better sense of others
and less use of primitive defences compared with UHR individuals
with comorbid BPD. Furthermore, our results show a significantly
higher level of aggression directed against self and others in partici-
pants with BPD compared with those at UHR and with FEP. These
results contradict the stereotype that psychosis is associated with a
greater degree of violence.52 Psychoanalytic object relations theory
characterises borderline personality organisation as having deficien-
cies in developing an integrated view of self and significant others as
well as developmental difficulties in integrating and modulating
aggressive impulses, leading to the observable deficits in object rela-
tions.17 The problems in interpersonal relationships appear to be
pathognomonic for BPD and according to our results apparently
not specific for UHR individuals. Interestingly, a recent study
argues that psychotic symptoms are also common in people with
clinically diagnosed BPD53 and other studies found that the
comorbidity with BPD diagnoses or BPD features did not influence
the risk of short-term transition to psychosis in UHR patients.54 The
domain of primitive defences was more pronounced in participants
with FEP than in those at UHR. According to psychodynamic the-
oretical and empirical findings, the more extensive use of primitive
defences such as projective identification, splitting or primitive
denial characterises the defence structure in manifest psychosis.55

Not surprisingly, significant differences were found in reality
testing and perceptual distortions between the FEP and all other
groups as well as between the UHR and BPD groups, with the
loss of reality testing being a cardinal aspect of psychotic
functioning.18
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Self-disorders

Moderate to high levels of self-disorders as measured by the EASE
were found in all diagnostic groups. Participants with manifest
psychosis (FEP) showed significantly higher levels of disturbance
of the basic self than those with non-psychotic disorders
(BPD). The extent of self-disorders in UHR patients was intermedi-
ate between that of patients with BPD and with FEP. Like our study,
recent reviews22,24 also found more self-disorders in UHR groups
compared with healthy controls. Our results empirically support
the hypothesis that the level of self affected in psychosis is more
‘basic’ as measured by the EASE than the higher-level identity dis-
turbances pathognomonic for BPD as measured by the overall
STIPO domain ‘Identity’, which would correspond to disturbances
of the ‘narrative self’.25 Notably, the STIPO subdomain ‘Sense of self
– coherence and continuity’, which covers more ‘basic’ aspects of the
self such as the consistency of the sense of self in different social
situations and over time, did show significant differences between
the FEP and BPD groups. Nevertheless, with a mean score of
14.71 on the EASE, the BPD group showed remarkably high
levels of basic self-disturbance, given recent data that point to a
very high specificity for the presence of a schizophrenia spectrum
disorder for EASE scores >11.56 In this sense, it has been argued
that people with BPD with high levels of self-disturbance might
be better classified as belonging on the schizophrenia spec-
trum.10,53,57 However, it could alternatively be argued that the
EASEmight not effectively discriminate between severe identity dis-
turbances seen in low-level BPD patients and in schizophrenia spec-
trum disorders. The assessment of the nature of self- or identity-
disturbances thus is of great diagnostic and clinical importance
and the sole reliance on self-reports seems to be insufficient for
these purposes,58 underlining the need for careful and thorough
psychopathological investigations.25

Cluster analysis

The hierarchical cluster analysis based on the seven STIPO domains
yielded three clusters that differed significantly in terms of both
overall level of personality functioning and self-disturbances.
Cluster analysis identified a group of individuals with FEP have a
significantly higher level of personality functioning, pointing to
the above-mentioned dimensional variations within a diagnostic
category. It seems that psychotic disorders can occur with all

levels of personality functioning, from a high level to very severe
impairment. Furthermore, cluster analysis showed some UHR par-
ticipants to be more closely related to participants with BPD who
had rather severe impairment in personality functioning but only
little basic self-disturbance and intact reality testing, whereas
others aggregated together with the higher-functioning FEP partici-
pants who had more anomalous self-experiences and deficits in
reality testing.

The period at ultra-high risk and the first 5 years after the onset
of psychosis are a critical periods during which early interventions
can potentially significantly influencing the course of illness.59

Awareness of the importance and effectiveness of psychotherapeutic
and other interventions that incorporate related concepts (e.g.
metacognitive insight and reflection therapy60) for people with
psychosis spectrum disorders is growing.60–62 The differential diag-
nosis between a schizophrenia spectrum disorder and BPD is often
challenging and existing structured interviews might not adequately
capture the core psychopathological phenomena that allow an
accurate diagnosis to be made.53,57 To improve the differential diag-
nosis, a comprehensive diagnostic evaluation in early detection
should include the assessment of personality functioning and self-
disorders. This might also help to identify focuses for psychothera-
peutic treatment and provide a clinically meaningful measure of
therapeutic change.60–62

Limitations

Limitations of the current study include its cross-sectional design
and the relatively small sample, which was due to the time-consuming
assessment procedures. The FEP group in our study included both
affective and non-affective FEP, even though there is evidence that
self-disorders are more common in schizophrenia than in affective
psychosis.22 Personality functioning assessment (STIPO/LPFS)
covered the previous 5 years, which may be too long to capture
recent loss of personality functioning due to the onset of psychotic
experiences in the UHR and FEP samples. Self-disorders (as mea-
sured with the EASE) do not reflect ‘psychosis’ but schizophrenia
(susceptibility). Nevertheless, in this study the EASE was not able
to distinguish sufficiently between low-grade borderline personality
organisation and schizophrenia susceptibility.

Further longitudinal studies are needed to investigate the
complex relationship between personality pathology and psychotic
disorders, including the predictive value of impairments in
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Fig. 3 Bar chart of the distribution (%) of diagnostic groups in the three clusters derived from the cluster analysis based on the seven Structured
Interview of Personality Organization domains.

BPD, borderline personality disorder; FEP, first-episode psychosis; UHR, ultra-high risk for psychosis.
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personality functioning and self-disorders for identifying UHR indi-
viduals who eventually develop a psychotic disorder and for the
development of personality functioning over time in psychotic
disorders.
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