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Introduction: An Overview

Around the turn of this century, “passive-aggressive personality disorder,” or “PAPD,” was fully accepted as being one among the true personality disorders. It was considered to be a valid, recognizable, reliably identifiable conglomerate of traits readily and accurately spotted by diverse clinicians each independently pinpointing its unique qualities while ignoring supposed artifacts that contaminated and confused some of the definitive, “official” models popular at the time. A specific identifiable syndrome, one that was essentially different from all the others, was believed to exist.

Then, in the past few years, the DSM-5 removed PAPD from its list of valid diagnostic entities,1 as Wetzler put it in a personal communication, relegating it to “the rubbish bin.”2

Currently, passive-aggressive personality disorder is not even referenced in the index of the DSM-5.3 (As many observers fail to note, it is still mentioned, albeit just once, and in passing, in the body of the DSM-5 text, where it appears under the rubric of two categories: “other specified personality disorder” and “unspecified personality disorder.”)

As the DSM-5 notes, these two categories are provided for two situations:

“The individual’s personality pattern meets the general criteria for a personality disorder, and traits of several different personality disorders are present, but the criteria for any specific personality disorder are not met;

The individual’s personality pattern meets the general criteria for a personality disorder, but the individual is considered to have a personality disorder that is not included in the DSM-5 classification (e.g., passive-aggressive personality disorder).”4

Currently, and as if in reply to the DSM-5, at least three groups of observers, Murphy and Oberlin, Wetzler and Jose, and Hopwood et al., seem to be leading a potent counterrevolution. Each strongly objects to the elimination of PAPD as a valid diagnostic entity. And each in his or her own way pushes for the reinstatement of PAPD as an official diagnosis:

One: Murphy and Oberlin. They note that “PAPD exists as an entity. This entity is characterized by anger and notable for the anger being expressed secretly—in an outwardly docile way.”5

Two: Wetzler and Jose. They assert that PAPD is “reliably diagnosed … fairly prevalent, and ha[s] good internal consistency … best identified by [the victim’s] own mounting frustration and anger.”6

Wetzler and Jose also describe and define PAPD as what they call a “crime of hostility, often through omission”7 and one accurately “reflect[ing in their anger styles] the specific form of hostility that passive-aggressive individuals manifest.”8

Their definition reflects the close “association between passive-aggression and antagonism [and between] passive-aggression [and] hostility”9 as manifest by “irritability, surliness, and angry reactions to minor slights [with] hostility … the only trait in the entire nomenclature at all related to passive-aggression.”10 “That PAPD [is] defined by a single underlying construct may well [be] an asset [for], in fact, defining a disorder as an extreme manifestation of a single trait [is] more in keeping with the general definition of PD [personality disorder] than most other definitions of personality pathology. Based on our review, we found that if the indirect expression of self-assertion or hostility [specifically the form of that hostility that passive-aggressive individuals manifest] was clearly defined [that led] to internal consistency values comparable if not superior to most PD diagnoses.”11

Three: Hopwood et al. These authors note that: “The [passive] aggressive construct is unidimensional, internally consistent, and reasonably stable [so that] overall, results support the construct validity of PAPD. Both genetic and environmental factors are present in the genesis of PAPD [with a] heritability of the disorder … estimated at .50 in school-age twins … associated with [specific pathognomonic environmental factors, including ineffective parenting behavior … as well as child abuse … harsh/aversive parenting … and neglect. [As well, PAPD] appears to have prevalence rates similar to other PDs in clinical and community samples, is more strongly associated with autonomy/agency than sociotropy/communion personality dimensions and [is not] considered a subtype of other PDs (e.g., narcissistic) … or a phenomenon that merely overlaps with other PDs.”12

A central part of the problem related to diagnosis seems to be that too many observers rely on a purely descriptive/behavioral approach to making the diagnosis, one based almost entirely on observed, manifest (clinical) features. This approach, by overlooking the central defining, dynamic issues that characterize this disorder, leads to much in the way of misdiagnosis, bungled causality, and improper treatment. As Fine, Overholser, and Berkoff note, “Vaillant has [properly] focused on the underlying dynamics of passive-aggression rather than the specific [behavioral manifestations of] P-A personality disorder.”13 Yet, paraphrasing Stricker, the diagnosis of Passive-Aggressive Personality Disorder “should be made not only on the basis of the manifest behavior but also on the basis of the dynamics of that behavior,”14 for dynamic issues tend to be more fundamental, and lead to greater pathognomonic differentiation, than do descriptive presentations.

The book to follow poses and attempts to answer three core questions, the answers to which help define passive-aggressive personality disorder, hopefully once again making it an officially recognized personality disorder, one that will reappear in any forthcoming DSM-6.

These three questions and their answers emphasize the underlying (suppressed) hostility that is at the heart of this syndrome. The goal here is this: to lead to what Wetzler and Jose call “internal consistency values comparable if not superior to most PD diagnoses [that] yet still apply to many patients.”15

These questions are:

One: Why do passive-aggressives get so angry? (The answer goes to determining the specific anger triggers that release the characteristic passive-aggressive angry response.)

Two: Why can’t (or won’t) passive-aggressives express their anger directly? (The answer goes to why, as Potter-Efron and Potter Efron state, the passive-aggressives view “anger as an enemy, something to avoid at all costs.”)16

Three: How exactly do passive-aggressives express what anger they can muster and feel they can reveal? (Such anger, as Potter-Efron and Potter-Efron suggest, goes into making up the specific anger styles that passive-aggressives select to express how angry they feel, however indirectly they express that anger, and however miniscule is the measure of the anger that they in the end allow to come through.)17

The questions themselves, along with their answers, tell us not only much about the characteristics of this disorder but also about how to help all those this disorders afflicts. (We hear ways to deal effectively with the submerged hostility that exists behind what appears to be the neutral to pleasant PAPD façade passive-aggressives manifest.)

Clinical Manifestations

Those who believe that a discrete passive-aggressive personality disorder exists mention the following as characteristic of this entity:

Passive-aggressives, in contradistinction to many other individuals with a personality disorder, such as passive-dependents, suppress their angry feelings, only to later come to express them, at least most of the time, obliquely (and only on rare occasions, directly). This oblique expression of anger generally occurs in the context of chronic hostility. Although often associated with a specific single grievance, oblique anger frequently requires no immediate provocation. In fact, the mechanism of deflection may break down in the face of direct provocation that, by acting as an especially potent trigger, opens the way to more overt (direct) forms of expression of anger.

Typical examples of oblique hostile expressions of anger include: preaching at others purportedly, but not actually, for their own good; excusing oneself by accusing others, and so making others feel guilty when the fault is one’s own; killing with kindness—being especially nice to one’s purported adversaries as a way to also hurt them by making them feel guilty (a variety of the Midas punishment where the passive-aggressive uses a positive gesture as a vehicle for a negative one, as did the patient who along with a Christmas card sent a letter detailing his complaints against the recipient speaking of improving relations by airing legitimate grievances); and bumbling behaviors in which an otherwise competent or well-coordinated person becomes ineffective, e.g., less than useful, or actually harmful, to another individual. In the same category, but more specifically retaliatory, are the actions of the patient who punished his therapist for the hypocrisy of demanding money in return for understanding by paying his therapy bill in meager installments, as it were, slowly starving the doctor; the obsessional passive-aggressive student who, angered by his teacher, responded not with a tirade but with a long incomprehensible essay that, he gloated, “made her writhe to read it”; the wife who replied to her husband’s boast that a painting he bought many years ago for $1,000 was now worth 50 times that amount by reminding him of the many similar bargains he had turned down over the same period, and by noting that in fact the painting was in an early style that the market had subsequently disowned; and the boss who, when displeased with an employee, would announce, “I have a bone to pick with you,” then keep the employee in suspense until a meeting took place, one that the boss deliberately scheduled to be a few, nervous-making, weeks away. In this category too is the man who was undergoing therapy three times a week who expressed his anger at his psychiatrist for taking an annual one-month vacation by resuming sessions with a former psychiatrist whom he had left some months before, even though the patient didn’t really need the interim support, and recognized that seeking it was actually counterproductive.

Oblique anger may consist either of anger expressed by omission, or anger expressed by commission, or both. Either form of expression may be justified by error or lofty motives, for both of these make a perfect cover for secret malicious intent.

Among familiar “sins” of omission (justified by “unintentional” error) are forgetting, commonly an anniversary; and Freudian slips involving such behavior as not hearing or overlooking.

An example of a “sin” of commission is verbal accident-proneness, one form of which is another classical Freudian slip behavior where one says the consciously unwanted thing because one either fails to perceive one’s (negative) motivating attitude or perceives it not in time, or mistakenly believes that attitude to have been concealable, with the individual remaining unaware of the implications of his or her actions or words—until awareness comes—only too late. Thus a psychiatrist, thanking his supervisor for helping him with an article, failed to recognize the secret death wish expressed when, his tongue slipping, he told the senior person, “I will be thankful to you until the day you die (italics supplied).”

Sins of commission (typically justified by lofty motives) include pseudoconcerns for the material, moral, or psychological interest/wellbeing of the victim and/or society. The subject might give disappointing gifts that however embody moral or esthetic values compatible with benevolent intentions, and dispense advice morally/theoretically unimpeachable but consciously or unconsciously clearly meant to have hurtful consequences, such as calling an author’s attention to a typo found in an already published manuscript “so that you, the author, can profit by not making the same mistake again.” Some forms of activism rely heavily on this form of expression and justify it retrospectively as innocent on the basis of its being philosophically and socially useful.

Some passive-aggressive behavior has cultural roots, especially in societies where inherently protest is frowned upon (the military, some bureaucracies, and some countries belong here).

In all its forms, expressing anger obliquely is generally motivated by a desire to wound while concealing the intention to do so, and even the existence of the anger itself from the objects of the anger (and sometimes from the angry subjects themselves). It is motivated as well by a desire to effectively provoke counteranger, and to do this so subtly that the victim, believing his or her negative response unjustified, assumes full blame and even sees the passive-aggressive individual not as the provocative agent but as the innocent victim of his or her, the actual victim’s, counter-maliciousness.

The content of the anger displays certain specific fingerprints. The typical passive-aggressive becomes angry about such oral matters as deprivation, for example, the feeling of not having enough of, or of being deprived of, something he or she needs; about such anal matters as being under the absolute control of others; and about such phallic matters as those related to comparative deprivation where the anger is provoked by issues related to competition.

When the content of the anger is about such fundamentally oral matters as rejection, the patient is also likely to be depressed. When the content of the anger is primarily about such fundamentally anal matters as being controlled (policed), or such derivatively anal matters as being neat, clean, timely, or thrifty, then obsessive-compulsive illness may be superimposed. When the content of the anger is primarily about such fundamentally phallic matters as castration, or such derivatively phallic matters as competition, seduction, or sexual rage/abandonment, then histrionic personality disorder may also be suspected.

Passive aggression, to an extent depending on how it is specifically defined, tends to overlap diagnostically with other personality disorders creating “mixed personality disorder.” In large measure, this is because passive-aggression and other, related, personality disorders use many of the same anger-concealing defenses. These include: turning around on the self, also characteristic of depression; and selective abstraction, also characteristic of psychopathy (where the intent is to buffalo others by eliminating information that goes contrary to a point one wants to make, omitting/avoiding certain deep yet valid truths in order to selectively refer to only one or a few of these truths, and generally to their insignificant minor valid elements. Also frequently active are admixtures of avoidance, where interpersonal removal is chosen as a primary protective mechanism; reaction formation, where one says and does the opposite of what one means, e.g., using such mechanisms of irony as “killing with kindness” as typified by oily overconcern; regression, as in becoming childish to disavow adult responsibility, say by citing so-called “can’t-be-helped” developmental fixation; rationalization, as when the intellect spins to justify emotional action and reaction; the citing of social approval (PC correctness) to prove one’s rationality; compromise formation where two opposing ideas are forged into one that expresses both while emphasizing neither; and denial directed to developing a “not-me, not-ever” stance in regard to one’s past and likely future beliefs and actions.

Hafter-Gray, in a personal communication, suggests that the core defense is an action-level defense coming earlier in development before one has achieved a capacity to symbolize (so that the person cannot express his or her feelings in words because of developmental failure—poor constitutional endowment, inappropriate parenting, or massive trauma—especially when a current out-front situation is too dangerous to allow free expression of one’s thoughts and feelings).18

In conclusion, because anger restraints of a defensive nature play a significant role in the psychogenesis of disorders other than passive-aggression, sneaky anger is found to be characteristic of diverse disorders, so that its presence alone does not automatically equate with the diagnosis of PAPD, or any other specific, diagnosis. Also, while all passive-aggressives hold back their anger in some way and for the same reasons, not all passive-aggressives hold back their anger in quite the same way, and so different passive-aggressives express their anger in different ways, that is, they do so by the use of different anger styles.

It is also true that whatever category they fall into, passive-aggressives treat themselves in much the same way as they treat others. It is, in other words, an error to assume that this is only an alloplastic disorder (where others get hurt), and not one that is autoplastic (where the only one to suffer is oneself). That is, patients who express anger at others are ultimately often, according to Reich, as masochistic as they are sadistic.19

Alloplastic or autoplastic, while the objects of the anger differ among passive-aggressives, similarity of purpose and method are retained. To illustrate, many passive-aggressives effectively express anger at themselves by depriving themselves via various methods of relational self-denial. This is illustrated by a patient who was a main object of his own anger. Since he felt guilty about having made too much money, he appeased his unreasonable conscience placating his sense of guilt by masochistically taking arduous subway trips instead of cab rides, which he could easily afford, to get to work. Of course, without this being his prime purpose, he also involved other people simultaneously. In his case, the public transportation in town was so bad that when he relied on it he could always expect to be late for work, that way, at one and the same time, inconveniencing not only himself but also, by his being late, annoying his coworkers and simultaneously annoying his boss.

Some passive-aggressives go contrary to the classic belief and express anger directly. This happens when what Benjamin calls an “inside ball of anger”20 explodes as defenses break down, and do so with a great impact on individual relationships. Here the mechanisms of indirect expression of anger become invalidated, as subtle defiance no longer suffices. When defenses break down and the patient gives way to rage, then overt rage, which may be verbalized, or with difficulty controlled by transformative acting-out, is more likely to occur than the characteristic oblique anger (associated with specific external provocation). The rage can also occur seemingly spontaneously, taking the form of verbalized temper tantrums that are essentially releases, sometimes pleasurable, of a general sense of pent-up aggression. If the object of the behavior retaliates in kind, so much the better, for now the victim’s response is used to go back to justify the initial attack (diminishing the patient’s guilt), and in any case results in a set-to which subsequently affords the patient the fullest scope for expression of what anger remains to be verbalized.

In many instances, patients express and control their anger simultaneously leading to “seething.” Seething is one form of the many anger styles that, as discussed further in Chapter 6, characterize one of the different types of passive-aggressive expression of anger (the different anger styles).

Finally, passive-aggressive behavior is normal under some circumstances. This, however, doesn’t mean that PAPD should be diagnosed only when it is manifest in certain contexts and there should be so many stipulations that one seems to warrant eliminating the diagnosis entirely. When the technique of deflecting anger is consciously used as a means of sparing another, the usage, being largely empathic, is also less passive-aggressive than normative, and may not even be indicative of a personality disorder.

Personality Traits

The above discussion of PAPD doesn’t fully apply to what are called “passive-aggressive traits.” The trait of passive-aggression describes a behavior without referencing a full disorder. As a trait, passive-aggression is universally accepted as a formulation describing a discrete behavior/behavioral constellation, and few if any observers deny that passive-aggressive personality traits exist in the real world, where they become manifest as interpersonal transactions of a given specificity. These disturb life, and on occasion even end it prematurely. An example of a passive-aggressive trait might be obstructionism. Here too, important dynamic considerations apply, for obstructionism due to OCPD vacillation resulting from uncertainty is not the same thing, and so doesn’t have the same diagnostic implication, as obstructionism due to suppressed anger toward others. As Bowles notes, the trait of “ ‘stubbornness’ [can be put down] to either a lack of effort [or] to purposeful sabotage.”21

Therapy

There are many viable diverse approaches to psychotherapy with passive-aggressive patients. What these all have in common are: welcoming, encouraging, understanding of the (passive-aggressive) process, the imparting of hope, the relieving of guilt, helping with organizing and restructuring one’s schedule/life, and therapeutic/empathic enhancement (of affected others) to help them avoid setting off a hair-triggered passive-aggressive emotional response on their own part.

As much as possible, the specific therapeutic approaches taken should be geared precisely to the psychological complexion of the passive-aggressive individual in treatment. Some passive-aggressives (masochistic and OCPD passives-aggressives among them) respond to approaches that emphasize guilt reduction, while others (psychopathic/hypomanic passive-aggressives) may benefit the most from approaches that emphasize the institution of self-control. Some passive-aggressives respond effectively to insight therapy while others, perhaps those less intellectually oriented, respond better to behavioral (action-oriented) approaches. All approaches that emphasize understanding and improving interpersonal relationships with the goal of helping one feel less lost, alone, and afraid, are potentially helpful.

Many passive-aggressives do better with a noncritical therapist, one who avoids putting the patient down by emphasizing the more positive elements of the passive-aggressive patient’s thoughts and actions—e.g., you are not a bad person even though you are too anxious and afraid, seemingly for your own good, to be anything but too nice in many or all of your relationships.

Unlike those many other forms of therapy which are intentionally meant to be self-enhancing, therapy for passive-aggressives should, at least sometimes/partially, be focused on discouraging the free expression of aspects of the true self. This is because for the passive-aggressive patient, self-realization often works against self-improvement. Indeed, the reverse of this approach pertains for the many passive-aggressives who do best with therapists who tell them to keep negativity inside and display only their more socially acceptable, less peevish, sides, as, for example, to as much as possible reduce displays of anger and resentment that distract from their basic nobility.

Too many passives-aggressives, having become overly eager to sacrifice togetherness on the altar of the satisfaction of immediate emotional discharge, willingly relinquish being loved just in order to be triumphant—via allowing themselves to accept and validate all their knee-jerk (instinctual, e.g., angry) responses. They willingly gratify their need to express their anger sneakily as they refuse to alter spontaneous responses out of appropriate concern for what might happen next. As a result, for this, more than almost any other kind of patient, self-mastery, not self-expression, often involving the conscious installation of self-control, is for them the royal road to self-improvement, especially in the important realm of the enhancement of their relationships with others.

Also, for passive-aggressives, some forms of therapy are problematical because they are manipulative, and as such perceived to be excessively trivial. In the realm of the excessively trivial, passive-aggressives generally disfavor as possibly ineffective such manipulations as “get a watermelon and thinking of it as your mother hack it up into little pieces.” For such individuals, seriously intellectually oriented approaches such as cognitive therapy tend to hold the most appeal, and so stand the best chance of being effective.
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