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Dependent Personality Disorder
DSM-5-TR 301.6 | ICD-10-CM F60.7

Pervasive excessive need to be cared for, producing submissive clinging behavior and disproportionate fear of
separation from early adulthood.

P R E VA L E N C E T Y P I CA L  O N S E T S E X  R AT I O C O U R S E

Everyday decisions about clothing, meals or appointments require repeated advice and
reassurance, and the patient defers even trivial choices to others.

Major life domains such as finances, housing and medical care are handed to a partner,
parent or clinician who is expected to take responsibility.

Disagreement is avoided because it risks losing support, so anger is denied and
resentment surfaces indirectly as somatic complaints or passivity.

Volunteering for unpleasant tasks to secure nurturance is common, as is tolerating
exploitation, infidelity or abuse rather than risking abandonment.

When a relationship ends the patient feels helpless and urgently seeks a replacement
source of care, often within days rather than months.

The presenting complaint is usually depression, anxiety or a crisis after separation; the
dependency pattern emerges only on collateral history.

Five or more of eight features are required, covering decision-making, delegation of
responsibility, difficulty disagreeing, and difficulty initiating projects.

Remaining features address extremes taken to obtain nurturance, discomfort when
alone, urgent replacement of lost relationships, and abandonment preoccupation.

Needs must be excessive relative to age and cultural norms, a qualifier that matters
where interdependence is socially expected and adaptive.

The pattern must be pervasive, present by early adulthood, and cause distress or
impairment rather than reflecting realistic dependency from illness.

The Section III model describes identity defined through others plus
submissiveness, separation insecurity and anxiousness trait facets.

Cluster C twin data give heritability around 27-35%, with dependent traits showing a
comparatively larger shared and unique environmental contribution.

Anxious, behaviorally inhibited temperament with high harm avoidance and high
reward dependence is the most consistent constitutional finding.

Serotonergic and oxytocinergic systems governing attachment and separation distress
are the leading candidates, though direct human data are scarce.

Childhood chronic illness, early separation anxiety and overprotective or authoritarian
parenting are the best-replicated developmental risk factors.

Disorder-specific imaging is essentially absent; mechanisms are inferred from the
attachment, separation anxiety and social pain literatures.

Physical sequelae are substantial: elevated injury from intimate partner violence, high
medical utilization and prominent somatic symptom burden.

Bowlby's anxious-preoccupied attachment maps closely onto the disorder, with
hyperactivating strategies that amplify distress to elicit caregiving.
Overprotection prevents competence from ever being tested, so self-efficacy never
develops and helplessness beliefs go permanently unchallenged.
Beck describes the core belief of helplessness paired with a compensatory strategy of
attaching to a stronger other who will supply judgment and safety.
Submissive behavior is negatively reinforced each time it averts conflict or
abandonment, which makes the pattern highly resistant to insight alone.
Bornstein reframes dependency as an active relationship-preserving strategy rather
than simple passivity, which explains persistent help-seeking energy.

Borderline personality disorder responds to abandonment with rage and devaluation,
whereas dependent patients appease and submit to preserve the tie.
Avoidant personality disorder withdraws to avoid anticipated rejection; dependent
patients pursue contact and cling to secure ongoing care.
Agoraphobia, panic disorder and depression can create secondary dependency, so
diagnose the trait pattern only outside episodes of state illness.

Comorbidity is high with major depression, anxiety disorders, somatic symptom
disorder, bulimia nervosa and alcohol use disorder.
Safety screening is mandatory for intimate partner violence, elder abuse and financial
exploitation, plus suicide risk in the weeks after a separation.

No medication treats the personality structure;
pharmacotherapy is limited to comorbid depressive
and anxiety disorders using standard agents.
Sertraline 50-200 mg/day or escitalopram 10-20
mg/day are reasonable first choices, with response
judged by function rather than reassurance sought.
Benzodiazepines are particularly hazardous here
because chemical dependency compounds
interpersonal dependency and is difficult to reverse.
Structure refills, visit intervals and between-session
contact explicitly, since unplanned calls and early
refills become a form of caregiving.
Review whether each agent improves autonomous
functioning, and deprescribe medications that mainly
serve as a symbolic connection to the prescriber.

CBT with assertiveness training and behavioral
experiments in independent decision-making is the
best-supported approach, usually 16-24 sessions.
Schema therapy addresses dependence,
incompetence and enmeshment schemas when brief
work stalls, typically over one to two years.
Short-term psychodynamic therapy with an explicit
time limit protects against therapy itself becoming the
dependent relationship.
Deliberately fade therapist direction: substitute
Socratic questioning for advice and require the patient
to generate options before any are discussed.
Group therapy supplies peer feedback and a diluted
transference; couples work is indicated when a
partner actively maintains the dependency.

Assign graded autonomy tasks such as managing
finances, booking one's own appointments, or
traveling alone, and review outcomes as behavioral
data.
Vocational rehabilitation, financial literacy training and
driving instruction target the practical skill gaps that
make independence feel impossible.
Build safety plans and involve advocacy services
where dependency keeps the patient in an abusive or
exploitative relationship.
Taper session frequency intentionally toward
termination rather than stopping abruptly, and name
the plan at the start of treatment.
Coordinate a single clinical home to prevent the
pattern of recruiting multiple providers, each of whom
is asked to take charge.

Treatment can become the dependency; time-limit it and fade direction from session one.
DPD clings to keep care; AvPD withdraws to avoid shame. Same fear, opposite strategy.
Screen every dependent patient for partner violence and financial exploitation.
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Mental Disorders (5th ed., text rev.; APA, 2022); criteria are paraphrased for instructional use and are not reproduced verbatim. Verify all citations against the original sources
before use in academic work, and confirm medication dosing against current prescribing information.
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