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Narcissistic Personality Disorder 

In Greek mythology, there’s a hunter by the name of Narcissus. He was a beautiful man 

with many admirers, except it was soon found that he simply couldn’t return the feelings. As 

people fell in love with him, he could only express great disdain and contempt towards them. He 

pushed many away, including the—most notable—nymph named Echo. As she tried to embrace 

him, he neglected her, and she roamed the woods desperately for the rest of her life until wilting 

away. Upon learning what had happened, the goddess Nemesis punished Narcissus. He was led 

to a river where he instantly fell in love with his own reflection. As time passed, he learned that 

it was himself he’d fallen for, and so he died in despair by the water once realizing his love 

would not materialize. While it is a short, dramatized myth, it’s worth mentioning that many 

aspects of this story illustrate both the internal and external effects of Narcissistic Personality 

Disorder (NPD). NPD is considered a “dramatic” disorder which admittedly is a crude analysis. 

The fifth Diagnostic and Statistical Manual of Mental Disorders (DSM-V) characterizes NPD by 

its symptoms of grandiosity, arrogance, anger, manipulative and/or exploitative behavior, lack of 

empathy, desperate need for attention and praise, and fantasies of unlimited power (Gonzales & 

Clark, 2013). However, while individuals with NPD are generally “convinced of their own great 

success, power, or beauty,” it is crucial to understand that many of them actually experience 

shifts between extremely high and low self-esteem (Comer, 2014, 421; Bushman et al., 2009, 

1233-47). It’s emphasized that while they may “react [to others] with cold indifference,” they 
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may still “become extremely pessimistic and filled with depression” (Comer, 2014, 422). In fact, 

they typically have a variety of other co-occurring issues, such as: low distress tolerance, 

interpersonal dysfunction, maladaptive externalized behaviors (e.g. substance abuse, suicide, 

etc.), maladaptive internalizations (e.g. anxiety, depression, etc.), and difficulty receiving 

treatment (Ennis et al., 2017, 156-65). When the topic arises, people—especially in the United 

States—often center in on the harsh emotional abuse that others face when in relationships with 

said individuals (with NPD). However, this approach doesn’t address the ultimate issue at hand 

and, inevitably, leads to large-scale stigmatization and oppression. As is already well-known, 

stigma only hurts one’s access to treatment by making them hide their disorder from society 

and/or preventing them from getting properly diagnosed in the first place. Deeming the 

individual “abusive” and “narcissistic” may be true (for some), but the descriptors do not 

adequately capture the whole story. In fact, the term “narcissist” is used way too often and 

(generally) always in a negative context. The fact is neglected that people with NPD, while on a 

scale of low-functioning to high-functioning, suffer immeasurably either way. However, it’s not 

only societal ignorance that is an issue but clinical ignorance as well. There simply isn’t enough 

research on NPD to begin with which is clearly outlined in the DSM-V’s lacking explanation and 

description. The aforementioned symptoms of NPD (e.g. manipulation, unempathetic, greedy for 

attention, etc.) arguably victimize the individual and subject them to societal abuse as well as 

internal shame. When people hear of the disorder and read the symptoms over, they typically 

picture someone who is intentionally evil and only means others harm; this simply hasn’t been 

found to be one-hundred percent true. They may have a hard time empathizing with people and 

putting others’ needs over their own, but it’s this lack of empathy that drives their behaviors. It’s 

currently being debated by researchers whether the lack of empathy is due to neurobiological 
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malfunctions or insufficient relationships in childhood, or both. Neither of these factors are 

within the control of the individual, therefore, the behavior can’t necessarily be voluntary. 

Admittedly, NPD can be difficult to diagnose before adulthood because “narcissistic-type 

behaviors and thoughts are common and normal among teenagers and do not usually lead to 

adult narcissism” (Comer, 2014, 422). As adolescents grow into adults, their brains mature along 

with their emotional management and empathetic capabilities (Narcissistic personality disorder, 

2016). As time progresses, and many adolescents don’t receive treatment, it’s likely that the 

diagnosis gets worse into adulthood, making it harder to treat overall. Also, most people are 

diagnosed while in treatment for a completely separate disorder, which is usually found to be 

depression (Comer, 2014, 424). This is why it is debated whether 1% of adults actually display 

NPD or, alternatively, if more people should be diagnosed and simply aren’t getting professional 

attention. Additionally, there is no certain cause. In the last thirty years, personality disorders 

have gained more professional interest, however, NPD has acquired far less attention than the 

others (e.g. Borderline Personality Disorder). It is worth mentioning that the existing research 

has been conducted predominantly by psychological theorists as opposed to biological, 

neurological, and sociocultural theorists. A byproduct of this is that the most common treatment 

consists of psychotherapy in many different variations, which all have had little success (Comer, 

2014, 424). Despite this finding, the treatment is still the first resort. NPD has been proven to be 

“one of the most difficult disorders to treat,” and it could likely be because the fundamental 

research is basically nonexistent (Comer, 2014, 424). The most prominent therapists that treat 

NPD are generally either of the Psychodynamic or the Cognitive study. Psychodynamic 

therapists try to help these individuals “recognize and work through their basic insecurities and 

defenses” (Comer, 2014, 424). Cognitive therapists, on the other hand, put focus on the self-
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centered nature of the client, “try to redirect the clients’ focus onto the opinions of others, get 

them to interpret criticism more rationally, increase their ability to empathize, and change their 

all-or-nothing notions” (Comer, 2014, 424). It could be debated that both paths would be better 

suited as a two-dimensional treatment option. This is because it’s important to validate the 

underlying insecurities that hypothetically produce the defense mechanisms in place, as well as 

teach them how to effectively function with others. Another reason that these treatments may be 

failing is because these individuals may have a faulty neurobiological mechanism that doesn’t 

allow them to empathize. Talk-therapy has the potential to work its way into a person’s psyche, 

but it will never be sufficient when it comes to the physical brain. Further research may ask that 

clinicians and psychiatrists take different steps.Aside from the one-dimensional nature of 

treatment, one of the biggest problems is in regard to the individual being treated. They often 

can’t accept their weaknesses, “incorporate feedback from others,” or see how their behavior 

affects others, and typically express overt defensiveness in the form of consistent denial and 

degradation (Comer, 2014, 424; Faust, 2013, 199-212). People with NPD often don’t even want 

to admit to their diagnosis to begin with; this is likely because the description in itself has 

acquired the aforementioned undesirable accompanying image of “abusive,” “evil,” and without 

hope. These individuals typically fear social depravation and embarrassment and think very 

highly of themselves (Comer, 2014, 422), so it makes sense that they wouldn’t want to accept 

being defined in such a way. Asking people to redefine themselves as “evil” as opposed to “the 

best” is asking them to turn their reality inside out. Questioning their reality is a matter of 

questioning their state of mind which is a large pill to swallow. It’s said that during treatment, 

patients may revert to defense mechanisms that bring their recovery to a halt. They may “try to 

manipulate the therapist into supporting their sense of superiority” and/or “project their 
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grandiose attitudes onto their therapists and develop a love-hate stance towards them” (Comer, 

2014, 424). These phenomena make it hard to know whether the client is always being honest or 

simply playing games with the therapist. This is why it typically takes well-versed professionals 

to break through the illusion of perfect mental health and to the individual. Additionally, if the 

client doesn’t know how to feel about the therapist, they may abruptly discontinue treatment 

which happens very often with those suffering NPD. It’s important to remember that these 

people suffer immensely and have a hard time truly relating to others. So, opening up and 

accepting their false reality is a huge task. They tend to “play mental games” with others, not 

because they are voluntarily evil, but because they are physically and/or psychologically built to 

be the way they are. 

As mentioned earlier, the existing research with a focus on NPD is not adequate. And 

many of the more recent ideas involve speculation at the hands of data compilation as opposed to 

the thorough conduction and repetition of research. However, of those ideas, some interesting 

ones emphasize: a positive therapeutic alliance as crucial for treatment, reactive physiological 

responses, and neurological self-reward deficits. As previously stated, treatment for individuals 

with NPD is generally one-on-one psychotherapy in a variety of cognitive-behavioral and 

psychoanalytic formats. The efficacy of each of these treatments has yet to be proven, however, 

it has been found that the clinician must utilize and foster a positive therapeutic alliance. This 

means that it’s crucial they move at the pace of the client, emphasizing acceptance and a clear 

anti-aggressive stance. It’s crucial for the individual to have a safe and positive relationship with 

the clinician, so that they can eventually openly accept their diagnosis, open up about underlying 

thoughts, feelings and behaviors, and hopefully commit to change for themselves. This can be a 

particularly challenging task, but it’s necessary for any improvement. Without a positive 
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therapeutic alliance, psychotherapy for individuals with NPD goes nowhere. One may pose the 

question, “how is this different from the needs of others (with different disorders) in 

psychotherapy?” Well, the answer is tricky. For other disorders, a therapeutic alliance is also 

necessary, but some clients can survive without one that is unbreakable. Whereas, those with 

NPD most likely will not engage or stick around for long in a therapeutic relationship that lacks 

this quality because they (typically) excessively test the clinician’s boundaries. They need to 

know their therapist is dependable through-and-through. Recent neurobiological advances have 

shown different pathways of the brain being under and/or over-stimulated and thus are either a 

cause or result of NPD. It has been found that despite the general portrayal of nonchalance, 

people with NPD actually experience “excessive physiological responses (e.g. cortisol and 

cardiovascular reactivity) to socially threatening situations” (Cascio et al., 2015, 335-41). In fact, 

even in “everyday low threat situations, their stress hormones are higher than people scoring low 

in narcissism” (Cascio et al., 2015, 335-41). This evidence exemplifies their focus and fear of 

any slight social rejection. It also lays grounds for the hypothesis that individuals may be more 

susceptible to NPD if they are emotionally reactive. The most prevalent NPD theories state that 

inadequate—excessively harsh/cold or excessively nurturing—parental relationships inhibit the 

learning of emotional regulation skills. In connection with heightened reactivity, the lack of this 

particular skill set could be a recipe for disaster and therefore lead to NPD in specific 

circumstances. Another new neurological finding is that individuals exhibiting grandiose 

narcissism have “reduced white matter between brain regions that, [together, promote] self-

esteem” (Chester et al., 2016, 1036-40). These brain regions run along the frontostriatal tract 

which is a neural pathway that connects the frontal lobes to the basal ganglia. They are in charge 

of monitoring and mediating motor, cognitive, and behavioral functions. This means that 
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information-intake/manipulation, perceptions, behavior control, adaptation to changes, and 

decision-making are all factors that are dependent on the frontostriatal circuits’ functioning. In 

elaboration, if a person has minimal white matter (i.e. their brain is underdeveloped) along the 

frontostriatal tract, their potential for a healthy self-esteem is inhibited. This study also “[paints] 

a picture of narcissists as seeking positive self-related experiences in a similar fashion to 

sensation-seekers who crave excitement as a compensation for their internally dull mental states” 

(Chester et al., 2016, 1036-40). When one can’t effectively manage their own self-esteem, they 

may resort to obtaining the praise and attention of others at any cost which is a direct symptom 

of NPD. These individuals strive to be at the center of attention because they genuinely believe 

the delusion that they are truly worthy of said attention. Generally, it is found that beneath this 

delusion is the underlying desire to feel better about themselves/increase their self-esteem. All in 

all, heightened stress hormones along with the inability to self-regulate emotions and maintain a 

high self-esteem all contribute to NPD. 

In Korea, there’s a combination of two words—jeong and han—that symbolizes 

narcissism and depression, what it entails (e.g. suffering), as well as the ways in which it forms. 

Jeong is defined as “mutual love” and “interpersonal communion.” To many Koreans, jeong is 

the spiritual connection that draws one to their loved ones despite any adverse events. Whereas, 

han is the “relational consequence of sin…experienced by the victimized” and “it arises when 

personal relatedness is neglected and disconnected” (Ka, 2010, 221-31). In other words, jeong-

han results from an interpersonal relationship that has been marked by victimization, emotional 

neglect, and depravity. Ka theorizes that jeong-han begins with inadequate jeong in early 

childhood, meaning that children who live with parents that are incapable of empathy and don’t 

provide adequate affection and/or attention will most likely develop jeong-han. When a child 
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lacks a “strong, cohesive self-structure,” they end up with a “weak sense and structure of the 

self” along with an intense attachment to others (Ka, 2010, 221-31). In explanation, the idea is 

that humans have both primary and secondary emotions. We all share primary emotions (e.g. joy, 

fear, sadness, and anger), and when we—along with our primary emotions—interact with our 

cultures, we inadvertently form secondary emotions (e.g. shame, guilt, courage, friendship, and 

jeong-han). This is an intersectional perspective consisting of sociocultural, cognitive, and 

behavioral aspects that emphasize the power that interpersonal learning and social conditioning 

have on our emotions as well as our personality formation. Unlike America’s Narcissistic 

Personality Disorder diagnosis, jeong-han is a socially accepted and understood concept. Their 

culture defines it as an interpersonal let-down as opposed to a “disorder” that is mostly 

understood in judgmental terms. They effectively take the blame off of the struggling individual 

and promote cultural and social responsibility over individual shame. Treatment is therefore 

more accessible and less stigmatized. On the other hand, despite their differences, NPD and 

jeong-han have one defining similarity: they both are hypothesized as (partially) resulting from 

an insufficient parent-child relationship. Some of the leading views in America involve a 

persistent emphasis on the occurrence of coldness and neglect towards the child. They express 

how some children in these circumstances are forced to resort to specific defense mechanisms 

that contribute to NPD. They might “repeatedly [tell] themselves that they are actually perfect 

and desirable” and “[seek] admiration from others” to fill the hole that their parents left. They 

may use “the grandiose self-image as a way...to convince themselves that they are totally self-

sufficient and without need for warm relationships with their parents or anyone else” (Comer, 

2014, 422). As different as the concepts may seem initially, they appear to be of the same mold. 

The ways in which the general societies perceive and handle the disorder remain very different, 
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however. One lasting criticism and challenge of this theory from Korea is that it is states a 

definite. This limits the possibility of future findings that could show how NPD or jeong-han is 

not just dependent on the person’s early life but also on neurobiological and hereditary factors. It 

may be difficult to adjust and modify the theory because it is engrained into their language and 

way of living. This could unintentionally hurt the people who need more than a cognitive-

behavioral approach to treatment. 

Narcissistic Personality Disorder can be seen through many lenses. To many, it is a 

disorder bread from intentional evil, relational suffering, hyperarousal, and/or underdevelopment 

(of the brain). In America and in other places, it is unfortunately difficult to have because the 

people of society and professionals at large do not fully understand how it comes about and what 

it encompasses. Almost no one can comprehend their situation which makes it harder for people 

with NPD to live comfortable lives and seek out help for the issues that cause such discomfort. 

This leaves them at a severe disadvantage, hated/feared by many once discovered, and in 

desperate search of a seemingly impossible happiness. There is much that is left unknown, but 

with further research and social normalization, stigma should lessen, and resources should grow. 
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