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Abstract

An understanding of the mechanisms of personality development provides a systematic way to
promote health as an integrated state of physical, mental, social, and spiritual well-being.
Individual differences in personality are causal antecedents of the full range of psychopathology.
The maturation with integration of personality appears to be an important mechanism by which
diverse modalities of treatment promote wellness and reduce illness. First, the authors review the
relationship between personality and a wide range of psychiatric disorders. Second, the authors
evaluate the impact of character structure on a wide range of measures of well-being, including
positive emotions, negative emotions, life satisfaction, perceived social support, and perceived
health. Third, the authors describe a practical and inexpensive clinical method for facilitating the
maturation and integration of personality based on an understanding of the processes of human
thought, which underlie changes in personality and well-being.

The major problem limiting the effectiveness of mental health care is the failure to promote
well-being due to an excessive contemporary focus on deficits symptomatic of mental ill-
being. Our treatments focus on symptoms rather than on causes of dysfunction and fail to
promote healthy functioning. As a result, improvements in treatment are usually weak,
incomplete, and temporary, whether based on psychopharmacology or psychotherapy (1). In
contrast, randomized controlled trials of treatments designed to promote well-being have
been shown to reduce dropout, relapse, and recurrence rates compared with treatments for
symptoms of disorder (2—4). In addition, psychiatric care to promote well-being reduces the
stigma and increases recovery of mental health. In other words, mental health care appears
to be more effective than mental illness care.

An understanding of personality development provides a systematic way to promote health,
which can be defined as an integrated state of physical, mental, social, and spiritual well-
being, rather than merely the absence of disease or infirmity (5, 6). More specifically,
mental health has been described as “A state of well-being in which the person realizes and
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uses his or her own abilities, can cope with the normal stresses of life, can work
productively and fruitfully, and is able to contribute to his or her community” (6). This
definition of mental health corresponds closely to the description of maturity of personality,
particularly the character traits of self-directedness, cooperativeness, and self-transcendence,
which allow a person to work, love, and serve others. In fact, there is extensive data
indicating that individual differences in personality are causal antecedents contributing to
the full range of psychopathology (7).

Mental health professionals and educators use a wide variety of methods for the
development of character and well-being. The traditional mainstays of psychiatric treatment
have been various forms of pharmacotherapy and psychotherapy, but there are also many
other effective evidence-based treatments that promote greater mind-body awareness by
means of work on physical exercise, diet, sleep hygiene, deep breathing exercises, guided
imagery, muscular relaxation, or meditation (8-10). The effects of conventional and
alternative methods are often indistinguishable, suggesting that some common mechanism is
being influenced by complementary pathways (11). How do these diverse biological,
psychological, and social interventions influence well-being? One clear answer has been
given to this question by sages throughout history (1). Well-being and the integration of
personality depend fundamentally on self-awareness, as summarized in the Delphic
injunction to “Know Yourself.” Rather than relying on the authority of ancient sages,
however, here we will consider evidence to evaluate the possibility that character
development can be facilitated by diverse methods that enhance a person’s awareness of any
aspect of their being, including their body, thoughts, or psyche. To do so, we must evaluate
ways of measuring the different aspects of being and well-being. Each of these terms and
their aspects need to be clearly defined and measured in ways that can be implemented
efficiently in clinical practice, as we will describe in detail. We must also consider the
mechanisms by which increasing awareness may promote increased well-being and reduced
ill-being.

First, we review the relationship between personality and a wide range of psychiatric
disorders. Second, we evaluate the impact of character structure on a wide range of
measures of well-being, including positive emotions, negative emotions, life satisfaction,
perceived social support, and perceived health. Third, we describe a practical and
inexpensive clinical method for facilitating the maturation and integration of personality
based on an understanding of the processes of human thought, which underlie changes in
personality and well-being.

The complexity of personality and psychopathology

Remember that most psychopathology has a complex or multifactorial causation and that it
develops as a nonlinear dynamic system. This means that disorders depend on combinations
of multiple genetic and environmental variables and that the same factor may contribute to
many different disorders and that the same disorder may arise from interactions of different
sets of causes. The effect of a variable can be very different, depending on which other
variables it is combined with. As a result, we should not expect simple linear chains of
development from molecular variables to clinical syndromes, even though contrary claims
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are made frequently and just as frequently fail to be confirmed. Complexity of pathogenesis
is another way of talking about the “equifinality” and “multifinality” properties of
development observed consistently for personality and psychopathology (12, 13).

The complexity of personality and psychopathology has been amply confirmed by
etiological research. We have no laboratory tests for any psychiatric disorder. Genetic
variables, when found, have weak and inconsistent effects when evaluated one at a time
because their effects depend on other unmeasured genetic and environmental variables with
which they are combined. There are no algorithmic formulae or shortcuts for understanding
the complex biopsychosocial processes involved in the development of well-being and its
disorders.

The relationship of personality and psychopathology

Personality traits are an important component of the complex development of the full range
of psychopathology but do not explain most of the variance in risk for psychiatric disorders.
The incomplete determination of psychopathology by personality is partly related to the
incompleteness of what is traditionally called personality. A fuller account of all aspects of a
person needs to include sexuality, physicality, emotionality, intellect, and spirituality in an
integrated developmental perspective (14). Furthermore, the development of psychiatric
disorders depends on internal and external variables that pull on the self, such as the
appropriateness of a person’s life style, goals, and values within the personal, social, and
cultural setting in which they live (15). We cannot separate the self or the whole person from
their family or culture any more than we can separate a person’s body and mind. Efforts to
do so result in “brainless” or “mindless” perspectives, which eventually lead to confusion
rather than understanding (16, 17).

As a result of such complexity, we must be modest about the extent to which personality
explains the etiology of psychopathology. Yet it is also clear that personality variables
contribute to most psychopathology and that the integration of personality allows such
improved adaptation that people can enjoy the way they have learned to live well with the
strengths that they always had or the abilities that they can acquire with experience or
treatment. This is the modest etiological but hopeful therapeutic claim that we think is
justified by what we know about personality development: Nearly all human beings have
enough capacity for self-awareness to allow them to learn how to live well—with
satisfaction, purpose, and a sense of meaning greater than their individual selves, even if
their self-awareness is initially limited. Some randomized controlled trials have been done to
directly support this claim using diverse methods to increase awareness of the body,
thoughts, and psyche of a person (2, 4, 8-11), but much more is needed before this claim can
be considered well-documented. Our limited knowledge of the science of well-being is a
well-known reality that every practicing psychiatrist already faces daily with each patient
encountered. What all mental health professionals need is a practical way to help people
make their lives better. So here we will review the facts that are available to guide such a
hopeful person-centered approach to well-being.
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The similarity of personality variants and major clinical syndromes

Psychiatrists have been divided by interest and training into schools that emphasize the
importance of major categories of illness, as described on axis | of DSM, or the development
of personality traits, as described on axis Il of DSM. Sometimes these distinctions have been
confounded with the belief that neurobiology or nature causes the major categories of
illness, whereas psychosocial development or nurture causes personality traits. The
dichotomies of nature or nurture, neurobiology or psychosocial development, and category
or trait are no longer scientifically tenable perspectives (17). The brain does not have centers
for different categories of illness; it is modular, with each module having functions that
participate in a variety of integrative processes in combination with other modules to allow
purposeful adaptation to internal and external events. These modules are extensively
interconnected, like the Internet, so that communication operates as a nonlinear dynamic
system with quantum-like properties (1). The dynamics of shifts in brain states is depicted in
Figure 1. The two brain states, A and B, in Figure 1 represent different configurations of a
person’s brain modules. The two brain states or configurations of personality differ in their
level of information content and well-being. These states are technically described as
“metastable”: a person can be stuck in the less well configuration A because the only way to
reach the more well configuration A is by temporarily giving up some of the advantages or
pleasures associated with configuration B. In clinical terms, people must face who they are
and recognize both the advantages and disadvantages of their current way of living and of
other potential attitudes toward life before they can change without self-defeating conflict.
As a result of such relative stability, configurations of traits can appear to be a categorical
disorder temporarily until they radically transform, usually in the flash of a moment of
insight leading to a change in outlook.

It is important for clinicians of all perspectives to recognize that there is substantial
similarity in diagnosis and treatment whether viewed through the lens of major clinical
syndromes, personality disorders, or the traits they share in common. The similarity between
major syndromes and personality disorders is illustrated in Table 1. Although it may seem
surprising to people accustomed to a biomedical model, even the major syndromes of
schizophrenia, bipolar disorder, and major depressive disorder are strongly influenced by
premorbid personality traits (18-21). As previously mentioned, temperament and character
may not explain all of the components of a clinical syndrome, but their contribution is
usually sufficient to effect recovery by understanding the personality configuration that led
to vulnerability to the disorder.

Personality configurations in psychopathological syndromes

The components of temperament and character that are most strongly associated with
different major psychiatric disorders are summarized in Table 2. A personality dimension is
only indicated as high (+) or low (=) when it is regularly observed and useful for therapeutic
intervention. The strongest effects are denoted as very high (++) or very low (- -). Table 2
gives the observations that are of practical utility for a clinician interested in diagnosis and
treatment, and more details are given in the references cited in the text.
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Schizophrenia

Extensive findings about temperament and character configurations contributing to
schizophrenia have recently been reviewed (21, 22). Perceptual aberrations and magical
thinking characterize the character configuration of low self-directedness and high self-
transcendence because such people have poor reality testing (i.e., low self-directedness)
combined with vivid fantasy (i.e., high self-transcendence). The full schizotypal or
disorganized character configuration also includes social intolerance, hostility, and distrust
(i.e., low cooperativeness). Schizophrenics also are asocial because they are both anxiety-
prone (i.e., high in harm avoidance) and emotionally aloof (i.e., low reward dependence). In
a study of schizophrenics and their non-psychotic siblings, asociality was found to be a
mediating variable leading to schizophrenia only when combined with schizotypal character
traits or with the neurocognitive deficits typical of schizophrenics, such as poor working
memory and low crystallized intelligence (21). More importantly, high self-directedness was
strongly correlated with the absence of neurocognitive deficits, such as low crystallized
intelligence, in the nonpsychotic siblings of schizophrenics, whereas it is not correlated with
intelligence in the general population. In other words, high self-directedness is protective
against neurocognitive deficits and psychosis in siblings of schizophrenics (21). High self-
directedness is also strongly associated with measures of well-being among schizophrenics
in treatment (23).

Mood disorders

Patients with major depressive disorders and their siblings have a personality structure
different from that of healthy control subjects and their siblings (18). Study of people with
major depression and their siblings has allowed a rigorous evaluation of the heritable trait
effects of personality as well as the extent to which they are influenced by mood states. The
causal importance of personality in major depression can be tested in a sibling study because
both personality and major depression are heritable. In the families of patients with major
depression, the Temperament and Character Inventory (TCI) personality traits are all
moderately heritable (18), just as they are in samples of healthy people in the general
population (24). Likewise the risk of major depression was increased in the siblings of
patients with depression compared with the siblings of healthy control subjects. The current
level of depressed mood was correlated with high harm avoidance, low novelty seeking, and
low self-directedness, indicating some state effect of mood on self-reports of personality.
People with past histories of recurrent depression had particularly high harm avoidance
scores, suggesting severity of predisposition and/or scarring from past episodes. Well
siblings of patients with depression who have never had depression were lower in harm
avoidance, higher in novelty seeking and reward dependence, and lower in cooperativeness.
Persistence, cooperativeness, and self-transcendence did not influence the risk of depression
in siblings. Other studies confirm the strong impact of high harm avoidance and low self-
directedness on risk of depression (25-27). Higher harm avoidance scores reduce the
response to antidepressant drugs, so that treatment responses are poorer and slower, and
outcomes are worse at 6 and 18 months (28-30). Higher harm avoidance is associated with
earlier onset, a greater number of past depressive episodes, and higher future recurrence
risks (20, 29, 31, 32). Temperament configuration influences drug response and can be used
to guide choice of drug, dosage, and adjunctive medications according to some studies (33,
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34). Both tricyclic antidepressants and selective serotonin reuptake inhibitors reduce harm
avoidance scores, which mediates a reduction in depression (30, 34, 35). Lowering harm
avoidance increases serotonergic activity (30, 36) and enhances connectivity between the
amygdala and the anterior cingulate cortex, which serves as a crossroads to enable emotional
regulation, cognitive planning, and purposeful activity (37). Antidepressants and cognitive
behavior therapy both increase self-directedness, which protects against relapse over the
long term (31).

Patients with bipolar disorder have a personality structure different from that of those with
unipolar depression or healthy control subjects. In terms of temperament, people with mania
are higher in both novelty seeking and harm avoidance than are control subjects, whereas
those with unipolar depression are usually higher only in harm avoidance (19, 38, 39) unless
they have some comorbid feature such as substance abuse or suicide attempts (20, 40). The
strong association of novelty seeking with bipolar disorder in adults is also observed in
milder variants such as hyperthymia or cyclothymia (41, 42) and in prepubertal and
adolescent bipolar disorder (43, 44). The full personality profile is usually made up of a
sensitive (NHR) or explosive (NHr) temperament and a cyclothymic (sCT) or disorganized
(scT) character, which are associated with emotional lability and immaturity, respectively.
(In the personality profile, lower case letter refer to low scores and capital letters refer to
high scores for the following traits: N, novelty seeking; H, harm avoidance; R, reward
dependence; S, self-directedness; C, cooperativeness; T, self-transcendence.) Unfortunately,
it is impossible to disentangle the effects of mood state on reporting in the absence of a
sibling study in which mood is measured. When patients with euthymic bipolar disorder
have been studied, they have consistently been found to have low persistence (45, 46), but
sometimes also high harm avoidance (47) or low novelty seeking (46). However, high
novelty seeking predicts a failure to recover euthymia in prospective studies (48, 49), so
those who recover to stable euthymia may differ in their antecedent personality traits.
Findings about comorbidity also indicate that bipolar disorder cannot be considered as a
homogeneous category: bipolar patients with comorbid anxiety have higher harm avoidance
and lower self-directedness than other bipolar patients, and bipolar patients with comorbid
alcoholism have lower persistence (19). In summary, people with low persistence (i.e.,
easily discouraged and frustrated) or both harm avoidance and novelty seeking (i.e.,
conflicting needs for security and excitement) are vulnerable to bipolar disorder, particularly
when their character is immature so that they cannot regulate their emotional conflicts,
frustration, and disappointments.

Anxiety disorders

High harm avoidance is a strong and sensitive predictor of the presence and severity of
anxiety disorders in adult and child psychiatric patients and in the general population (50—
55), but not everyone with high harm avoidance develops a clinical anxiety disorder (53).
Essentially, high harm avoidance increases a person’s sensitivity to and difficulty coping
with the impact of negative life events (56-58). For example, high harm avoidance
augments startle responses when a person’s prestimulus outlook is negative, whereas low
harm avoidance reduces startle responses when a person’s prestimulus outlook is positive
(59, 60). As a result of differences in sensitivity to internal and external events, the form of
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any clinical disorder depends not only on harm avoidance but also on other personality traits
that influence the perception of life events (1, 61).

Except for obsessive-compulsive disorder (OCD), which is quite distinct in terms of
personality, there is much overlap among the other anxiety disorders in both symptoms and
personality configurations. Generalized anxiety disorder is most often associated with only
high harm avoidance, whereas panic disorder and social anxiety disorder are somewhat more
likely to occur in people who are both high in harm avoidance and low in novelty seeking
(32, 62). In addition, people with social anxiety disorder are also unlikely to be average in
reward dependence—they are likely to be either high in reward dependence (so that they are
avoidant and rejection-sensitive) or low in reward dependence (so that they are cautious and
aloof). Of course, any of these temperament profiles can be associated with weak
development of character traits, particularly low self-directedness, which is moderately
correlated with high harm avoidance (62-64). Patients who are higher in character
development have pure anxiety disorders that respond better to antidepressants or cognitive
therapy than those with less character development (63, 65).

Obsessive-compulsive disorder (OCD) has a distinct personality configuration compared
with that of healthy control subjects and of those with other anxiety disorders. Adult and
child patients with OCD and their first-degree relatives have a methodical temperament with
very much higher harm avoidance, lower novelty seeking, and lower reward dependence
(designated as an nHr temperament profile) compared with healthy control subjects and
first-degree relatives of control subjects (66, 67) and are high in persistence (68). In terms of
character, patients with OCD usually are low in self-directedness and cooperativeness (65,
69, 70). Personality traits are differentially associated with severity and type of symptoms
among patients with OCD: greater symptom severity is correlated with low self-directedness
and low cooperativeness, whereas hoarding is associated with higher persistence and/or
higher harm avoidance (69-72). Patients with chronic fatigue syndrome have a premorbid
personality configuration similar to that seen in OCD except that they are not likely to be
low in reward dependence (73).

Substance dependence

High novelty seeking and low self-directedness are the two personality traits most
consistently associated with alcohol and drug abuse. High novelty seeking involves
impulsive thrill-seeking and experimentation with new things, such as experimenting with
alcohol, cigarettes, or recreational drugs at an early age (74-77). Low self-directedness is
just as strongly associated with substance abuse because it involves inadequate executive
control of a person’s emotional drives (78). Thus, both high novelty seeking and low self-
directedness contribute to difficulty inhibiting, delaying, or otherwise controlling impulsive
behaviors, such as substance abuse, pathological gambling, or binging (79-82).

Novelty seeking interacts with other personality and familial variables in influencing the
development of alcohol abuse (74). If a person has one or more alcohol-dependent parents,
then high novelty seeking is an even stronger predictor of alcohol dependence in the child
than if the child had no alcoholic parent (83). On the other hand, low novelty seeking
protects children from developing alcoholism if they have alcoholic parents. Essentially
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novelty seeking serves as a nonlinear moderator of the familial risk of alcoholism, like an
intrinsic ability to either expose a person to risk (if novelty seeking is high) or to protect
them from risk (if novelty seeking is low).

Likewise the risk of alcohol abuse is increased if a person is extremely high or extremely
low in harm avoidance or extremely high or extremely low in reward dependence, but the
overall effects of novelty seeking and self-directedness are predominant in most
circumstances (74). The overall effect of the extreme deviations of harm avoidance and
reward dependence are missed if only group averages are compared. Nevertheless, if
individuals low in novelty seeking begin to use alcohol to cope with stress, they may
become dependent, particularly if they are high in harm avoidance and/or low in self-
directedness, as often occurs in people who begin to drink during a depressive episode.

The impact of social pressure and cultural attitudes on substance dependence is particularly
evident in the changing relationships between personality and cigarette smoking over the
past 50 years. Initiation of regular cigarette smoking is usually associated with high novelty
seeking combined with high persistence and low reward dependence (84, 85). Some people
initiate smoking to relieve anxiety if they are high in harm avoidance and want to relieve
negative affect or stress. Likewise, the withdrawal from cigarettes in regular smokers is not
a consistent physiological syndrome, but one that depends substantially on personality.
Smokers high in novelty seeking experience greater abstinence-induced increases in nicotine
withdrawal, negative affect, and cigarette craving than smokers low in novelty seeking. In
contrast, smokers high in harm avoidance report greater abstinence-induced increases in
negative affect and urges to smoke to relieve stress (84). Reward dependence is not
associated with abstinence effects. Cessation of cigarette smoking is strongly moderated by
character traits, so that individuals who are highly self-directed are much more likely to
succeed in quitting smoking when they decide to do so. In people born before 1950,
cigarette smoking was a prosocial behavior and was correlated with high cooperativeness,
particularly in men. However, when some people began to regard smoking as an antisocial
behavior, it became correlated with low self-directedness and low cooperativeness, as is
seen in many people born after 1950 (78). This example illustrates the importance of
understanding psychopathology as the expression of dysfunction in a complex dynamic
system regulating biopsychosocial adaptation (15). Personality assessment provides a
systematic way to understand the motives of a person and the internal and external
influences that pull on the self in an ever-changing biological, social, and cultural context.
Adequate clinical understanding of mental disorders requires awareness of the meaning of
desires, feelings, relationships, and events in relation to the goals and values of a person and
the collective expectations of the society within which the person functions.

Eating disorders

Eating disorders provide well-defined clinical subgroups of individuals, who differ
objectively in their weight, subjective features such as body image, and patterns of behavior
such as restrictive dieting, binging, and/or purging. Temperament and character traits have
been extensively studied in eating disorders and show strong utility for both differential
diagnosis and treatment planning (86-88). High harm avoidance and low self-directedness
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are typical characteristics shared by all groups of patients with eating disorders compared
with healthy control subjects, both before and after recovery (88). Restrictor anorexic
individuals are perfectionistic and have high harm avoidance, high persistence, and
relatively higher self-directedness compared with patients with other eating disorders. In
contrast, binging bulimic individuals have approach-avoidance conflicts and are high in
harm avoidance and novelty seeking along with lower self-directedness and lower
cooperativeness (89-94). Anorexic individuals who also binge or purge are most like
bulimic individuals in personality but may be high in persistence like restrictive anorectic
patients (87, 93, 94). Likewise obese patients, whether they have food binges or not, are
usually like normal-weight bulimic individuals in that they are high in harm avoidance and
novelty seeking and low in self-directedness (80, 81). Not all patients with anorexia have the
restrictive pattern with high persistence, however; some anorexic individuals are withdrawn
and avoidant without enthusiasm for eating, as in individuals who are high in harm
avoidance (H) and low in novelty seeking (n), combined with a depressive character
structure [low in all three characters (sct)] (95). Hence the structure of personality can reveal
more than the subdivision of eating disorders according to weight and eating behaviors
alone. The temperament and character traits appear to have a causal role in the pathogenesis
of eating disorders because they are heritable, expressed early in development, moderately
stable throughout life, not explained by mood or metabolic status, and present before
treatment and after recovery (86, 88).

The role of each personality trait in eating disorders has been examined in relation to
different attitudes toward eating and weight. High novelty seeking is correlated with
impulsivity and disinhibition, whereas low self-directedness is related to overall restraint in
eating and susceptibility to hunger (96). Low self-directedness is the strongest predictor of
severity of vomiting in bulimic individuals (97). People with both low self-directedness and
high self-transcendence are prone to excessive fantasy and seem to be particularly reactive
and susceptible to unrealistic societal messages about slenderness (96).

Temperament and character are also important predictors of prognosis in prospective
longitudinal studies. Cognitive behavior therapy in bulimic individuals resulted in a
reduction of harm avoidance and an elevation of self-directedness compared with
pretreatment, but the values for the bulimic individuals continued to differ from the values
for healthy control subjects (86, 88). High self-directedness at intake predicts rapid
improvement with cognitive behavior therapy and sustained recovery at 1 year in bulimic
individuals (86). Dropout rates from brief psychotherapy are high for patients with eating
disorders who have borderline features, including high novelty seeking, high harm
avoidance, low reward dependence (NHr) and disorganized character traits of low self-
directedness, low cooperativeness, and high self-transcendence (scT) (98). Mature character
development greatly facilitates treatment by helping with the emotional regulation of anger
and frustration (99). Anorexic patients who are high in both self-directedness and
cooperativeness at intake are more likely to recover fully with cognitive behavior therapy,
whereas those who do not improve are higher in harm avoidance and lower in self-
directedness (100). High self-directedness and high persistence are also strong predictors of
sustained weight loss in morbidly obese people after gastric banding (101, 102).
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These findings about the role of personality in the differential diagnosis and treatment of
psychopathology indicate that the assessment of personality provides more information than
is available from efforts to subdivide patients into categorical groups. The clinical
syndromes remain useful because the same personality profile may lead to different
problems under different conditions. Yet the personality configurations add much
information to help in understanding the pathogenesis of the disorder, in prognostication of
outcome, and in planning effective treatment interventions that are individually tailored to
the patient’s resources and interests.

Anticipating and understanding comorbidity

Remember that personality traits occur in all possible combinations, whereas clinicians are
accustomed to thinking as if a person has only one basic diagnosis. In fact, we know that
there is extensive overlap among the major clinical syndromes, so that having a mood
disorder or schizophrenia does not provide any protection from having other disorders. The
phenomenon of comorbidity has revealed the fundamental inadequacy of categorical
diagnosis (103). Once a clinician realizes that the syndromes are not mutually exclusive
diseases and that they actually share many functional components, then the clinical utility of
multidimensional personality assessment becomes clear. Our diagnostic and treatment
processes are greatly facilitated by having a way to understand the patterns of comorbidity
that we observe in people by knowing what their personality structure is. Once we know the
personality structure, we can often anticipate what other problems individuals may have
even if they did not volunteer the information in their initial presenting complaints.

For example, the TCI profile allows clear prediction of what comorbid syndromes are
present in people presenting with any diagnosis, such as a major depressive disorder or
bipolar disorder (19, 50, 104). If persons presenting with a mood disorder has high harm
avoidance, which they usually do, then they are likely to have comorbid anxiety and
somatization. If patients with major depression have high novelty seeking, they are likely to
have comorbid syndromes associated with poor impulse control such as substance
dependence, bulimia, binge eating, or pathological gambling. And vice versa, if patients
with depression has substance dependence we should investigate whether they are high in
novelty seeking. If patients with major depression are low in cooperativeness, we can
anticipate that they will have problems with hostility or suspiciousness. The structure of
personality forms a clear scaffold on which we can systematically organize our thinking
about the functional interactions that occur over the course of people’s lives as they shape
and adapt to an ever-changing internal and external environment. We can see that every
component of personality is always important in adapting rather than trying to oversimplify
human motivation by reducing it to a fuzzy set of idealized categories that are really
metastable configurations of dynamic functional processes by which people seek health and
happiness with more or less success (105).

Personality and well-being

In addition to understanding the relationship of personality to psychopathology, a mental
health professional also needs to understand the relationship of personality to health as a
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state of physical, mental, social, and spiritual well-being (6). To proceed scientifically, we
must be able to measure these aspects of well-being in a reliable way. We studied
personality with the TCI and related it to well-validated measures of well-being in 1,102
consecutive community volunteers from the Sharon region of Israel (106). The measures of
well-being we used were the Positive and Negative Affect Scale (107), the Satisfaction with
Life Scale (108), and the Multidimensional Perceived Social Support Scale (109). Perceived
health was also rated on a five-point Likert scale based on the item “How would you rate
your health over the past 30 days?” from the 12-item General Health Questionnaire (110).
Table 3 summarizes the correlations among these measures. Positive and negative affectivity
were largely uncorrelated (r=—0.09), which reminds us that the presence of positive affect
(i.e., happiness) is not at all the same as the absence of negative affect (i.e., not being
depressed or upset). Scores for life satisfaction, perceived social support, and perceived
health were weakly but positively correlated with one another (r=+0.23—+0.31), so we
formed a Composite Health Index (CHI) as the mean of these three measures. Table 3 shows
that each measure of health was strongly correlated with the CHI (r=+0.7-+0.8). These
findings show that health and happiness are correlated but made up of distinguishable
components of physical, mental, and social well-being, as suggested by the World Health
Organization definition of health (WHO, 1946).

Next we began to consider the way a person’s character profile influenced these components
of well-being. From prior work reviewed in the preceding section, we knew that recovery
from mental disorders in prospective treatment studies involved greater maturity or
adaptability of TCI character traits. In contrast, measures of well-being have little
relationship to temperament traits except for harm avoidance (111). Prior work had
suggested that a gradient in adaptiveness of character could be described along an
approximate gradient shown in Figure 2 from the creative character (designated as SCT)
with high self-directedness, high cooperativeness, and high self-transcendence to the
depressive character (designated as sct) with low self-directedness, low cooperativeness, and
low self-transcendence. Therefore, we sought to evaluate the relationship between character
configuration and well-being for each of the measures of well-being in Table 3.

Overall results are summarized in Table 2 for well-being in a format that parallels that for
mental disorders. We will consider each of the measures in sequence to describe the way
each character trait has distinct functional effects while interacting with the other traits.

First, let’s consider the relationship of character structure to the differences between
individuals in negative affect (“unhappy”), as depicted in Figure 2. All four character
configurations with high self-directedness had less negative affect than those with lower
self-directedness, demonstrating a strong association of self-directedness with lower
negative affect. Cooperativeness had a weak association when self-transcendence was high:
higher cooperativeness was associated with lower negative affect in the contrast between
moody and disorganized profiles (SCT versus scT) and between creative and fanatical
profiles (SCT versus ScT). Self-transcendence was not associated with lower negative affect
in any contrast.
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The interactions of character dimensions on positive affect, depicted in Figure 3, were
different from those observed for negative affect. Higher self-transcendence was
consistently associated with higher positive affect for each of the four possible
configurations of self-directedness and cooperativeness (SCT versus SCt, ScT versus Sct,
sCT versus sCt, and scT versus sct). Likewise, higher self-directedness was consistently
associated with higher positive affect for each of the possible configurations of the other two
characters. The association of higher cooperativeness with positive affect was also highly
significant when self-directedness was low: higher cooperativeness was associated with
higher positive affect than lower cooperativeness in the contrast of moody versus
disorganized profiles (sCT versus scT) and for dependent versus depressive profiles (sCt
versus sct). When self-directedness was high, higher cooperativeness was weakly associated
with higher positive affect (SCt versus Sct and SCT versus ScT). In other words, the
association of character profiles with positive affect was dependent on specific combinations
of traits.

Likewise we evaluated the relationship between character profiles and the other measures of
well-being shown in Figure 4. Profiles with higher self-directedness were again consistently
associated with better life satisfaction, perceived social support, and perceived health than
those with lower self-directedness. In addition, profiles with higher cooperativeness were
associated with greater perceived social support than those with lower cooperativeness.

Another way to recognize the impact of character structure is to examine the proportion of
people with each configuration who are in the top sixth and the bottom sixth of the
population in overall health as measured by the CHI. Figure 5 illustrates the strong impact of
self-directedness on health.

As summarized in Table 2, high self-directedness is consistently associated with all our
measures of well-being: lower negative affect, higher positive affect, greater life
satisfaction, greater perceived social support, and better health. Accordingly, highly self-
directed people are typically described as hopeful. Cooperativeness is associated with
greater social well-being as measured by perceived social support. Accordingly, highly
cooperative people are typically described as loving. Self-transcendence is associated with
greater positive affect, so self-transcendent people are often described as exuberant or
joyful. Self-directedness has pervasive importance for the development of well-being, but
each aspect of character makes a unique contribution.

These results in a general community sample confirm the results of work reviewed in the
prior section showing that character development has a crucial role in recovery from ill-
being and the development of well-being. How then can character and well-being be
systematically developed?

A psychobiological approach to the cultivation of well-being

Today many psychiatrists have limited time for psychotherapy, but nevertheless there is a
great unmet need for ways to help facilitate character development. Personality assessment
methods such as the TCI do enhance a clinician’s practice by promoting a person-centered
therapeutic dialogue (112). However, additional methods need to be integrated with
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personality assessment to promote character development and well-being in a systematic
way. We are proposing use of a multi-method psychoeducational course developed by C. R.
Cloninger in consultation with the Anthropedia Foundation for the purpose of promoting
growth in self-awareness (2). The course, available on a set of DVDs (Anthropedia, http://
anthropedia.org) integrates experiences and practices that promote growth in self-awareness
with evidence-based techniques from a wide variety of therapeutic approaches (cognitive-
behavioral, person-centered, psychodynamic, logotherapy, well-being therapy, positive
psychology, and others) and engages patients in practices that stimulate the development of
the prefrontal cortex and lead to well-being (1, 2). The course combines assessment of
temperament and character with a self-directed exploration of personal well-being.

The course contains five distinct modules or sections (Table 4). In the first module, a patient
takes the TCI along with other brief measures of emotionality and life satisfaction to provide
a baseline assessment and to stimulate reflection (107, 108). The patient reflects on what has
provided lasting personal satisfaction in the past to improve his or her self-knowledge and
become more likely to work toward satisfying goals. This self-exploration can help motivate
the patient for constructive change, as well as help to establish a therapeutic alliance (112-
115). Self-observation about attitudes characteristic of well-being (1) and related evidence-
based exercises that promote satisfaction, such as practicing acts of kindness, suggest ways
for the patient to begin to know himself or herself better (116). Functional brain imaging
shows that such exercises activate the medial and anterior prefrontal cortex (Brodmann areas
8, 9, and 10), which is implicated in self-aware processes characteristic of self-directedness,
cooperativeness, and self-transcendence (1, 117-120).

The second part of the course requires the patient to examine the steps of thought to
understand the processes of thought that can lead to greater life satisfaction (Table 5). This
extends cognitive-behavioral descriptions of thought to recognize the three major systems of
learning and memory that have evolved in the long evolutionary history of human beings
(14, 121). Once patients have begun to reflect on and identify what they find satisfying and
to realize that their current habits of thinking may be interfering with their health and
happiness, modules three to five of the course provide meditations and exercises to help
patients activate their prefrontal cortex so that they can be more aware. Each exercise builds
on the other but focuses on a different aspect of the being and a different system of learning.
Specifically, patients first learn a simple meditation for relaxing the body and calming the
emotional brain and then observing their own flow of thoughts to understand without
judging or blaming. With this introduction, most people can begin to experience
mindfulness and let go of judging and blaming (1, 122, 123). Then the next two modules
help to enhance this natural ability.

A second meditation is introduced to stimulate perception using all five senses in a way that
is harmonious and joyful. Such voluntary activation of integrative sensory processing is
designed to facilitate the perception of unity and harmony, which activates the medial and
anterior prefrontal cortex and facilitates the development of rational intuition and emotional
regulation. Use of rational intuition without judging or blaming is associated with
deactivation of dorsolateral prefrontal cortex along with activation of the medial and anterior
prefrontal cortex (124). Syntactical functions of self-aware consciousness, such as the
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perception of harmony and improvisation in music (124, 125), depend on the maturity of the
late-myelinating terminal association areas in prefrontal, inferior temporal, and inferior
parietal cortex (126, 127). Accordingly, patients are encouraged to practice integrative
sensory awareness exercises regularly in a wide variety of their daily activities to promote
the perception of unity and connectedness while acting spontaneously, as well as to reduce
feelings of loneliness and isolation.

The final meditation focuses on deepening awareness of one’s outlook on life, which is the
backdrop that colors a person’s perceptions. The ability to shift outlook on situations or
temporal viewpoint is a function of contextual “mental time travel” that depends on self-
awareness (124, 128). Enhanced awareness of one’s outlook and its triggers helps a person
become free of the momentum of past conditioning and attitudes, thereby facilitating self-
transformation. Essentially the meditations provide exercises that instill calm and awareness
of each of the three steps in thought. Each meditation helps in this process until a person is
aware of all the steps in thought, which reduces his or her vulnerability to unnecessary
conflict and dissatisfaction, as described in more detail elsewhere (1, 112).

The practice of most psychiatrists and mental health professionals often permits only short
visits and limited time for psychotherapy. The availability of materials such as the Know
Yourself course and assessment methods such as the TCI can help to enhance what clinicians
can do in their office and help patients by having access to materials that intensify and
elevate their clinical experience. We welcome communication and suggestions about how
we can further assist you to incorporate a person-centered approach to well-being in your
own clinical work.
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Figure 1.
The Nonlinear Dynamics of Shifts in Brain States Differing in Level of Well-being or

Integration of Information Content.
(Reproduced with Permission of the Washington University Center for Well-Being.)
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Figure 2.
Variation in Negative Affect as a Function of Character Profile.
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Figure 3.
Variation in Positive Affect as a Function of Character Profile.
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Figure 4.
Variation in Life Satisfaction, Perceived Health, and Perceived Social Support as a Function

of Character Profile.

Focus (Am Psychiatr Publ). Author manuscript; available in PMC 2015 June 30.



1duosnue Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnuey Joyiny

Cloninger et al.

SCT SCt ScT Sct sCT sCt scT sct

Figure 5.

H % best
B % worst

Page 25

Comparison of Percentage of People in Each Character Configuration Who are in the Top

One-sixth (“Best Health”) and Bottom One-sixth (“Worst Health™) of the Total Israeli

Sample on the CHI.
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Table 1

Phenotypic Similarity between Major Clinical Syndromes and Personality Disorders

Page 26

Axis | Disorders: Major Variant

Axis 11 Disorders: Minor Variants  Shared Traits of Personality and Emotionality

Schizophrenia spectrum

Schizoid PD
Schizotypal PD

Anxiety-proneness, aloofness, magical thinking

Delusional disorder

Paranoid PD

Suspiciousness

Major depression

Depressive PD
Borderline PD

Proneness to depressed mood; proneness to self-destruction

Cyclothymia
Bipolar disorder
Mania

Narcissistic PD
Histrionic PD
Antisocial PD

Mood swings; impulsivity

Obsessive-compulsive disorder

Obsessive-compulsive PD

Hypochondriasis; inflexibility

Social phobia

Avoidant PD

Shyness; avoidant behavior

Panic disorder with agoraphobia

Dependent PD

Dependency

PD, personality disorder.
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Table 4
The Know Yourself Course
Main Content
Part 1 . Examines prior experiences with the major ingredients of lasting satisfaction
Explorin
Perpsonaligty . Measures temperament and character by administering TCI and measures of well-being
. Suggests exercises to promote the experience of satisfaction, like acts of kindness
Part 2 . Examines the steps in thought
Understanding . . i i
Thought . Explains how understanding thought allows greater satisfaction
. Suggests exercises to reduce stress and experience greater well-being by understanding thought, like acts of
hope
Parts 3-5 . Teaches a meditation technique to promote relaxation of body and mind and to experience mindfulness
Psychobiological . . .
Exercises . Suggests ways to enhance well-being by relaxation and mindfulness

. Teaches the “Union with Nature” meditation

. Describes development of perception in the five special senses

. Suggests practices to activate the rational brain and to alleviate loneliness and isolation
. Focuses on awareness of your outlook on life

. Explains how to use your intuition rationally and flexibly

(Anthropedia Foundation, 2009)
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Functional Properties, Information Processing, and Awareness of the Three Major Steps in Thought in Self-

aware Consciousness

Step in Thought (Functional
Properties)

Information Processing

Conditions for Awareness

Step 1 — The Initial Perception
(Colored by outlook, triggered
by myriad internal and external
cues, subliminal branding, or
other powerful social
situations)

Episodic Learning — Pre-verbal intuitions direct
attention and organize responses schematically
according to one’s outlook. These colored and
biased responses are experienced as a perception
in self-aware consciousness. Sometimes called
apperception.

Meta-perception — Usually initial perception is largely
unconscious but it is more accessible in contemplation
and self-observation of specific situations, which
allows perception of shifts in your own outlook and
awareness of the triggers of those shifts and their
perceptual biases

Step 2 — Words (Logical,
algorithmic, but supposed facts
and propositions are dependent
on biases and assumptions
inherent in the outlook and
initial perception)

Semantic Learning — Verbal labels are produced
as interpretations based on the outlook and
perception of events in context, sometimes
modified by logical rules of inference or social
and cultural influences in semantic learning.

Meta-cognition — The interpretive process and retrieval
of labels may be subconscious or it may be conscious
and declared, and is accessible in states of mindfulness
without judging or blaming

Step 3 — Automatisms
(Alogical, determined by
emotional drives and past

according to degree of habit
formation)

conditioning varying in strength

Behavioral Conditioning — The words start to
function automatically to produce associatively
conditioned feelings and actions. Their repetition
leads to further conditioning of habits.

Relaxation — Automatic conditioned responses are
prelogical and rooted in past conditions, so they may be
inappropriate or self-defeating in the present. These
feelings may be quieted by relaxation and letting go.

(Adapted from Cloninger, 2004 and Know Yourself, Anthropedia Foundation, 2009)

Focus (Am Psychiatr Publ). Author manuscript; available in PMC 2015 June 30.




