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Plan for talk
E The importance of epidemiology and particular challenges
for our field
F 3 recent themes on the impact of personality disorders
- on general health and life expectancy
- on future psychosocial functioning
- on the treatment of common mental disorder

B Personality disorder is key to understanding population
mental health =
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“The health outcomes of a group of individuals, including the
distribution of such outcomes within the group”

Kindig & Stoddart (2003) Am J Pub Health
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The importance of epidemiology

CASE DEFINITION
An instance of a disease, injury, or problem.
(OED)

20,000 cases of influenza’




Psychiatric diagnosis: impersonal,
imperfect and important
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Guides clinical decision making

Provides reassurance that someone’s problems are not
inexplicable and that they are not alone

Helps communicate information

Diagnoses can help to mobilise resources...



NIMH funding 2009-2013
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Bars represent pooled estimates in Smillions /year over 2009-2013

ADAPTED FROM: INSEL: “The anatomy of NIMH funding”:
http://www.nimh.nih.gov/funding/funding-strategy-for-research-grants/the-anatomy-of-nimh-funding.shtml



Challenge 1) The science doesn’t support categories

I:I-4 ..................................................................................................................................................................

What you’d expect.. 03 normal  disordered

The reality.. .

Neuroticism score
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Fig. | Percentage of the study population v total number of Paranoia Checklist items endorsed, with fitted

exponential curve.
Freeman et al, 2005



Personality Disorder - a pejorative label

Personality disorder is a concept like body
odour.... affected by constitution and environment,
a source of distress to both sufferer and society,
yvet imbued with ideas of degeneracy so that its
possession is also a personal criticism’ .

Tyrer & Ferguson (1988)



Challenge 2) Our terminology

The need to settle on a term which
- is scientifically robust
- is applied appropriately

- does not obfuscate (‘complex’, ‘challenging’ etc)
- helps us to develop and test new treatments
- helps mobilise resources to help people




Challenge 3) Defining ‘personality’ in a busy setting...
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Rapid and efficient screening....

BAITISH JOURRNAL OF FSTCHIATRY (2 80X),. 81, 2Z8-I12

Standardised Assessment of Personality -
Abbreviated Scale (SAPAS): preliminary validation

of a brief screen for personality disorder

PAUL MORAMN, MORVEMN LEESE, TENMNYSOM LEE, PAUL WALTERS,
GRAHAM THORMNICROFT and ANTHOMNYT MAMNMN

Backgroumnd Thereisanesdiorabrief
and simple screen for personality
dizarders that can be wsed in routine
pychiatric assessmments.

Alrmms  Totest the oonourrent walidity and
test —retest relia bty of a brief screen for
personality disorder.

Method Sty psychiatric patientswere
administered a briefacreening intervisw
for personality disorder. Onthe same day,
they were interviewed withan establshed
assesment for OSM -V personality
disarder. Three weeks |ater, the brief
sCreening interview was repeated inorder
toexarmine test—retest reliability:

Results A score of 3 onthe screening
interview correctly identified the
presence of DSM— |V personality dsorder
in 90% of participants. The sersitivity and
specificity were 034 and 0B85
respectively

Conclusions The study provides

oradi rhinar v e dence of the wsefulness of

Personality disorder can sgmificantly affect
the management and outeome of amocated
mental illnes (Patience eof al, 1995
Yonkers of af, 2000} An amemment of
personality status should thersfore ideally
form part of the mutme amesments
conducted by psychiatric teams (Moran ef
al, 2003; Tyer & Smmeads 2003)
Hurwever, ton often the asesment of per-
somality disorder remains one of dmdeal
judgement. Unfortunately, clinical disg-
nies are unrebiable (Mellsop ef al, 1982},
and although reliability can be mproved
by the we of standardmed sssecoments
these amesements are lengthy and require
i concentrate on witten questions. A boef
structured interview with the patient would
ovenome some of these problems pronvded
it comld be easly meorpomted mio a
standand peychiatric interview . This paper
reports on the prelimmary validation of a
bref structored interview for pesonaliy
disorders that is feamble for use n mutine
clinical astesment.

METHOD

wene interviewed on the hospital ward
The sample comssted of 34 women and
2% men, with a mean age of 43 yeam
[sd=15.%). The chmxcal dagnoses of the
smample were as follows: affective disorder
[n=215), anxiety disorder (m=11), eating
duonder (m=%), schizophrenia [#=%) and
drug or akeohol dependence (m—6].

Measures

Screening questionmaine

The screeming gquestonmaire consited of
eght dichotomously rated ntems taken from
the opening secmon of an informant-baszed
mterview, the Standardized Asmemment of
Pemonality (SAP) (Mann =f af, 1981
Filgrim & Mann, 19%); Pilgnm & 4,
1593}, The 5AP allvws an ICD-10 or
DEM-TV disgnosis of persomality disorder
to be made (World Health Onganization,
1%%4), Each of the eght questions from
the opening section of the SAP cornes pomnds
v a deseriptive statement about the person
and can be scomed 0 or 1 (see Appendix).
The scores on the eght tems can be added
together to prodoce a total score between O
amd §.

An explomtory analysi of the SAP
ratings of a sample of 33 primary care
attenders [Moman et al, 2001; Rendu e af,
2002} showed that the total soore omn thees
eght official probe tems satdfactonly pre-
dicted the final SAP diagnosis of personality
disonder obtained after more detailed gues-
tioming of the imformant: area under the
curve [ADC)=07% 55% CI 0L74=0084.
The performance of thee eght tems
suggested that they might also act 2 a
patient-based sreen for a dagwss of



Relative performance of PD screens

Sensitivity % 83 77 78 80 63
Specificity % 80 85 78 82 35
PPV % 80 83 78 81 48
Correctly 81 81 /8 80 49
classified %

a coefficient 0.45 0.64 0.67 0.35 n/a
Test-retest 0.89 0.87 0.94 0.94 n/a
reliability

Adapted from: Germans et al, 2012. J Clin Psych. 73 (2); 16



UTILITY OF SAPAS

SAPAS score predicts drop-out from specialist treatment
(Crawford et al, 2009)

SAPAS score independently associated with non-response
to antidepressant treatment (Gorwood et al, 2010)

SAPAS captures variance unique to PD, rather than just
extremes of general disposition (Ball et al, 2016)

Adopted by large scale surveys of psychiatric morbidity in
England and Denmark



SAPAS significantly correlates with global functioning
(Hesse et al, 2008)

GAF score
66,00

64,00 \
62,00 \

60,00

58,00
56,00 \VQ

54,00

SAPAS score



Figure 7B: Screen positive for any personality disorder (SAPAS),
by age and sex
Base: all adults
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Impact on general health

J. chron. Dis. 1964, Vol. 17, pp, 265-276. Pergamon Press Ltd, Printed in Great Britain

A PROSPECTIVE STUDY OF THE RELATIONSHIP
BETWEEN PERSONALITY AND CORONARY
HEART DISEASE*

A. M. OstreLp, M.D.1, B. Z. Lesovits, Ph.D.f, R. B. SHEKELLE, Ph.D.§
and O. Paur, M.D Y

University of Illinois College of Medicine; Roosevelt University, Chicago;
Northwestern University School of Medicine

(Received 5 April 1963)



The link between PD and general health

Cross sectional survey of 1700 randomly selected individuals
within Southwark and Lambeth

Personality dysfunction as measured by SAPAS

Outcome of interest — self-rated health
“How is your health in general? @ ®
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» People screening positively for personality disorder are
more likely to report poor general health

» Sub-threshold symptoms of personality disorder are
independently associated with poor self-rated health

» People screening positively for personality disorder are
more likely to report having multiple longstanding
ilinesses - backpain, migraine, arthritis, asthma

Fok, M.L. et al (2014). Personality disorder and self-rated health: a population-

based cross-sectional survey. Journal of Personality Disorders.



WHY?

€ Alternative methodological explanations:
reporting bias — unlikely
reverse causality - possible

€ Common causal pathways — entirely possible

€ Are these isolated findings...?



Personality Disorders: Theory, Research, and Treatment © 2015 American Psychological Association
1949-2715/15/812.00  http://dx.doi.org/10.1037/per0000148

Population Prevalence of Personality Disorder and Associations With
Physical Health Comorbidities and Health Care Service Utilization:
A Review

Shae E. Quirk and Michael Berk Andrew M. Chanen
Deakin University, IMPACT Strategic Research Centre Orygen, the National Centre of Excellence in Youth Mental
Health, Melbourne, Australia and The University of Melbourne

Heli Koivumaa-Honkanen Sharon L. Brennan-Olsen
Institute of Clinical Medicine, University of Eastern Finland, Deakin University, IMPACT Strategic Research Centre, and
and Kuopio University Hospital, Kuopio, Finland Institute for Health and Ageing, Australian Catholic University
Julie A. Pasco Lana J. Williams
Deakin University, IMPACT Strategic Research Centre, and The Deakin University, IMPACT Strategic Research Centre

University of Melbourne

Personality disorder (PD), outcomes of diverse comorbid physical health conditions, and the associated
burden on health service resources have seldom been studied at a population level. Consequently, there
is limited evidence that might inform a public health approach to managing PD and associated mental and
physical disability. A review was conducted of population-based studies examining the prevalence of PD
and associations between physical comorbidities and service utilization. The prevalence of any PDs were
common (4.4% —21.5%) among populations spanning England, Wales, Scotland, Western Europe,
Norway, Australia, and the United States. Preliminary evidence supports associations between PDs from
Clusters A and B and physical comorbidities, namely cardiovascular diseases and arthritis. PD appears
to increase health care utilization, particularly in primary care. In order to facilitate rational population
health planning, further population studies are required.

https://www.researchgate.net/profile/Andrew_Chanen/publication/282874164_Population_Prevalence_of_Personality_Disorder_and_Associations_With_Physical_Health_Comorbidities_and_Health_Care_Service_Utilization_A_Review/links/56253ba908aeabddac91c90c.pdf



obesity reviews doi: 10.1111/obr.12415

Obesity Comorbidity

Personality disorders and obesity: a systematic review

G. Gerlach,' S. Loeber® and S. Herpertz'

'Depariment of Psychosomatic Medicine and Sl.ilI"I"II"I'IHI'?.II

Psychotherapy, LWL University Hospital, Ruhr - Background: Studies demonstrate an association between personality traits and

University, Bochum, Germany, and obesity as well as their prognostic influence on weight course. In contrast, only
“Department of Clinical Psychology and few studies have investigated the association between personality disorders (PDs)
Psychotherapy, Otto-Frigdrich-University of and ﬂbgsitj.'_
Bamberg, Bamberg, Germany Objective: The present review summarizes through a comprehensive and critical
evaluation the results of 68 studies identified by database research (PubMed and
Received 16 December 2015, revised 22 PsycINFO) covering the last 35 years that investigated the association between
February 2016, accepted 14 March 2016 PDs, overweight and obesity as well as the predictive value of PDs for the develop-
ment of obesity and the effectiveness of weight reduction treatments.
Address for comespondence: Prof. S Losber,  Results: Adults with any PD have a higher risk of obesity. In the female general
Pn.D., Departiment of Clinical Psychology and  population, there is an association between avoidant or antisocial PD and severe
Fsychotherapy, Otto-Friedrich-University of obesity. Further, women with paranoid or schizotypal PD have a higher risk of
Bamberg, Markusplatz 3, 96047 Bamberg, obesity. Clinical studies including foremost female participants showed a higher

http://onlinelibrary.wiley.com/doi/10.1111/0br.12415/epdf



Impact of early adolescent psychiatric and personality disorder on
long-term physical health: 20-year longitudinal follow-up study
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Chen et al. Psychological Medicine, Volume 39,Issue 5, May 2009, pp. 865-874
COPYRIGHT: © Cambridge University Press 2008
DOI: http://dx.doi.org/10.1017/S0033291708004182



https://www.cambridge.org/core/journals/psychological-medicine/volume/journal-psm-volume-39/8A04909395201DF757B6D9378D903F9A
https://www.cambridge.org/core/journals/psychological-medicine/issue/journal-psm-volume-39-issue-5/50E2865D118E6496FC45CD98A3860B73
https://www.cambridge.org/core/journals/psychological-medicine/issue/journal-psm-volume-39-issue-5/50E2865D118E6496FC45CD98A3860B73
http://dx.doi.org/10.1017/S0033291708004182
http://dx.doi.org/10.1017/S0033291708004182

Costs to health services
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_.| 1-in-5 GP attender met criteria for PD

PD attenders more likely to:

- ®* have psychological morbidity

. * attend on emergency basis

i1 e be frequent attenders

=1 » x3 more expensive to manage than those without PD
1+ interaction between PD and depression significantly

predicted excess health costs




Personality disorder & life expectancy
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SLaM BRC Case Register

SLAM electronic clinical records

e Across all SLaM services: inpatient, outpatient, CMHTs, liaison services,
forensic, old age, CAMHS, LD

* Anonymised database derived from electronic clinical record system

* Over 200,000 patient records




Estimated life expectancy at birth of patients with personality disorder
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Fok et al, 2012. J Psychsom Res 73, 104-7
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The British lournal of Psychiatry
BJPSVCh 1-7. doi: 10.1192/bjp.bp.114. 149583

Excess cause-specific mortality in in-patient-treated
individuals with personality disorder:
25-year nationwide population-based study*

Emma Bjdrkenstam, Charlotte Bjérkenstam, Herman Holm, Bengt Gerdin and Lisa Ekselius

Background

Although personality disorders are associated with increased
owerall mortality, less is known about cause of death and
personality type.

Aims
To determine causes of mortality in ICD personality
disorders.

Method

Based on data from Swedish natiorwide registers, individuals
admitted to hospital with a primary diagnosis of personality
disorder between 1987 and 2011 were followed with respect
to mortality until 31 December 2011. Standardised mortality
ratios (SMRs) with 95% confidence intervals and underlying
causes of death were calculated

Results
All-cause SMRs were increased, overall and in all clusters, for
natural as well as unnatural causes of death. The overall

SMR was &1 in women and 5.0 in men, as high as previously
reported for anorexia nervosa, with higher rates in cluster B
and mixed/other personality disorders. The SMR for suicide
was 34 5 in women and 16.0 in men for cluster B disorders.
Somatic and psychiatric comorbidity increased SMRs.

Conclusions

The SMR was substantially increased for all personality
disorder clusters. Thus, there was an increased premature
mortality risk for all personality disorders, irrespective of
category.

Declaration of interest

H.H. has participated on an advisory board for Janssen-Cilag
AB. LE participates on advisory boards for H. Lundbeck A/S
and Eli Lilly Sweden AB.

Copyright and usage
© The Royal College of Psychiatrists 2015.

“This marked increase in excess mortality
casts a shadow over the issue of whether
they are given the care they need.”

All cause mortality
Men: 6.1
Women: 5.0

Unnatural causes
Suicide
Men: 16.4
Women 32.8

Natural causes
Infections
Men: 10.7

Women: 8.6




(38.6%), blood glucose (25.2%) and blood cholesterol (20.7%) were less likely to be recorded. Interventions
were not given to all those requiring them. Compared to people with schizophrenia, a lower proportion had ev-
idence of assessment of smoking, illicit drug use, blood glucose and blood lipid levels. Smoking cessation advice
was more likely to be offered to people with schizophrenia (difference =29.4%, 95% Cl=12.5 t0 44.7).

Conclusion — Physical health is under-assessed and under-treated in patients with personality disorder. Medical
staff must do more to help tackle increased morbidity among this group. Copyright © 2015 John Wiley & Sons, Lid.



Impact on future psychosocial function

From: https://margiewarrell.com/facing-uncertainty/



What do existing
cross-sectional studies tell us?



Severity of PD + social difficulties

Group vs. no PD; odds ratio

Factor Personality | Simple Complex |Severe

difficulty disorder |disorder |disorder
School, expelled 1.00 1.26 1.65 9.56
Sexually abused 1.61 2.31 3.55 5.60
Homeless 1.43 1.72 2.29 8.83
Ever convicted 1.22 1.67 2.11 10.6
Problem with police 1.27 1.71 2.12 5.73
Unemployed 1.23 1.61 2.15 6.42




Weighted associations between PD, Anxiety/Depression (AD) and co-morbid
PD & AD, with receipt of disability benefits in Great Britain

PD AD Co-morbid PD + AD
Adjusted
covariates
age + sex 1.7 (1.2-2.4) | 5.8 (4.1-8.4) 10.9 (8.2-14.6)
+ socio- 1.6 (1.1-2.3) | 5.7 (3.9-8.3) 9.5 (6.9-12.9)
demographics
+ longstanding 1.4 (1.0-2.1) | 3.4 (2.2-5.3) 4.8 (3.3-6.9)
illnesses
+ substance use | 1.4 (1.0-2.1) | 3.4 (2.2-5.3) 4.7 (3.3-6.8)

Knudsen et al (2012) Psychological Medicine, Volume 42 / Issue 12 /, pp 2631 2640



What do existing cohort
studies tell us?



Social functioning at 10 years in the CLPS Study

(from: Gunderson et al Arch Gen Psychiatry. 2011;68(8):827-837

Mean GAF Score

Mean GSA Score
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Copyright © 2012 American Medical Association. All rights reserved.




McLean Study of Adult Development
(Zanarini et al, 2003)

I Study of 290 former McLean Hospital inpatients with BPD
¥ Followed-up every 2 years for 16 years
F ‘Remission’ = no longer meeting criteria for BPD

I ‘Recovery’ = GAF score>=61: able to work, at least one
sustaining relationship



From: Attainment and Stability of Sustained Symptomatic Remission and Recovery Among Patients With
Borderline Personality Disorder and Axis II Comparison Subjects: A 16-Year Prospective Follow-Up

Study
Am J Psychiatry. 2012;169(5):476-483. doi:10.1176/appi.ajp.2011.11101550
Borderline Personality Disorder Other Personality Disorders
M 2-Year Remission M 2-Year Remission
M 2-Year Recovery [l 2-Year Recovery
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80
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= 50
24
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2-Year 4-Year 6-Year 8-Year 10-Year 12-Year 14-Year 16-Year
Follow-Up Evaluation

Time to Remissions and Recoveries Lasting at Least 2 Years Among Patients With Borderline Personality Disorder and
Comparison Subjects With Other Axis II Disorders

Copyright © American Psychiatric Association.
All rights reserved.



Methodological problems

[ Studies of clinical populations with high levels of
functional impairment and co-morbidity

] Studies have not looked at all forms of PD

J Have not looked at severity of PD

Is personality disorder
really associated with an increased
risk of future problems?

8 Question
P ,everyl'hing

‘ .



The influence of personality disorder on the future mental
health and social adjustment of young adults:
a population-based, longitudinal cohort study

Paul Moran, Helena Romaniuk, Carolyn Coffey, Andrew Chanen, Lovisa Degenhardt, Rohan Barschmann, George C Patton

Summary

Background Existing knowledge about the consequences of personality disorders is substantially derived from the
study of clinical populations. To gain a fuller understanding of the disease burden associated with personality
disorders, we report their long-term mental health and social consequences in a large population-based sample of
young adulis.

Methods We used data from a population-based, ten-wave cohort study of a stratified random sample of non-
treatment-seeking young adults recruited from Victoria, Australia, between Aug 20, 1992, and March 3, 2014. The
population sample was originally recruited in adolescence: here we report the analysis of data collected from
wave 8 (participants aged 24-25 years) and wave 10 (participants aged 34-35 years). Presence and severity of
personality disorder were assessed at age 24 years with a semi-structured, informant-based interview (the
Standardised Assessment of Personality). At age 35 years, participants were assessed on the occurrence of the
following outcomes: major depressive disorder, anxiety disorder, smoking and alcohol consumption, illicit
substance use, ever having separated from a long-term partner or been divorced, not currently in a relationship,
not currently in paid employment, and in receipt of government welfare. We used multiple imputation to address
potentially biased estimates resulting from the reduction of the analysis sample to participants who had completed
both survey waves. The imputation dataset contained 1635 individuals.

Findings For the 1520 participants in wave 8, 1145 (75%) informant interviews for personality disorder in these
participants took place. At age 24 years, 305 (27%) of the observed sample had either personality difficulties or
personality disorder. At age 24 vears, in the imputed analysis sample, the severity of personality disorder was
associated with the absence of a degree or vocational qualification (adjusted odds ratio [aOR] for the effect of
complex and severe personality disorder vs no personality disorder 1.76, 95% CI 1.11-2.76), receipt of welfare
(2-52, 1-33—4.78), the presence of common mental disorders (1-77, 1.08-2.90), and cigarette smoking (2-01,
1-29-3.14). At age 35 years, severity of personality disorder was independently associated with not being in a
relationship (aOR for the effect of complex and severe personality disorder vs no personality disorder or personality
difficulty 2.05, 95% CI 1.21-3.45), increased odds of an anxiety disorder (2.27, 1.2-4.28), and major depression
(2-23,1-24-4.01).

Lancet Psychiatry 2016

Published Online

June 31, 2016

bt cbe o .org/ 10,1016/
52215-0366{16)30029-3

See Online/Comment
bty e ddod.org/ 10,1016/
52215-0366{16)30084-0
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UK {F Moran MD); Ginical
Epidemiology and Blostatistics
Unit and Department of
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Our aim

To determine whether, in the general population,
there is an independent association between
personality disorder and:

- future mental health

- substance use

- social difficulties
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Victoria Adolescent Health Cohort Study“
10-wave cohort study of health in young people

living in Victoria, Australia

Representative sample of adolescents derived
from 2-stage (cluster) sampling procedure:

- Stage 1: 45 schools randomly selected

- Stage 2: a single intact class was selected at
random from each participating school B

prevention programs. More recently, we have focussed ;;i - m !
&

on how teenage experiences, health and lifestyles may




PD Outcomes

Adolescent phase Adult phase
< <
wave 1 wave 2 wave 3 wave 4 wave 5 wave 6 wave 7 wave 8 wave 9 wavell
1992 1993 1993 1994 1994 1995 1998 2001/03 2006/08 2012/13
14.9yr 15.5y 15.9yr 16.4yr 16.8yr 17.4yr 20.7yr 24.1yr 29.1yr 35.1yr
n=898 n=1727 n=1697 n=1628 n=1575 n=1530 n=1601 n:i520 1501 1443
T T SAP
2 entry points (friend
Total intended sample = 1037( w1) + 995 (w2) = 2032 informant)
96% (1943) of sample participated at least once in waves 1-6 n=1145




Baseline (age 24 yrs) measures

Parental divorce/separation

School qualifications

Common mental disorder: GHQ-12

Alcohol diary

Cigarette smoking

Use of illicit substances

Personality disorder: Standardised Assessment of Personality



5 levels of severity:

(0) No personality disturbance

(1) Personality difficulty (one criterion less
than the threshold for PD)

(2) Simple PD (in one DSM cluster only)
(3) Complex PD (2+ PDs in >1 cluster)

(4) Severe PD (2+ personality disorders in >1 DSM
cluster with one being ASPD).




Outcomes (age 35 yrs)

e Axis | disorder: Composite International Diagnostic Interview
Depression
Anxiety (GAD, social phobia, agoraphobia, panic)

* Licit substances
Cigarette smoking, nicotine dependence
High risk alcohol, alcohol dependence

* lllicit substances
Cannabis, amphetamines, cocaine, designer drugs



Outcomes (age 35 yrs)

* Social difficulties
- ever separated/divorced from long-term partner (> 2 yrs)
- not currently in relationship
- in receipt of welfare benefits

‘Multiple social difficulties’ = 2 + difficulties



Analysis of the imputed datasets

* N=1635

* 3 models for each outcome
model 1 = unadjusted
model 2 = adjusted for sex + baseline social measures
model 3 = model 2 + prior mental health + substance use
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Not in a relationship at 35 yrs, by PD severity at 24 yrs
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Multiple social problems at 35 yrs, by PD severity at 24 yrs
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Depressive disorder at 35 yrs, by PD severity at 24 yrs
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Simple PD

Complex &
Severe PD
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Alcohol dependence at 35 yrs, by PD severity at 24 yrs

No disturbance
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Simple PD

Complex &
Severe PD



No long- term relationship

Separated/divorced

Joint p-value

0.006

05 )

OR 95% Ci OR 95% ClI
Model 1 (unadjusted)
No pathology 1 1
Personality difficulty | 1.16 0.62-2.16 1.26 0.75-2.14
Simple 2.07 ﬁ 1.36 - 3.16 1.41 0.94-2.12
Complex/severe 2.50 1.52 -4.13 1.97 1.19-3.25
Joint p-value 0.0001 0.03
Model 2*
No pathology 1 1
Personality difficulty | 1.15 0.61-2.15 1.20 0.69 -2.04
Simple 2.06 ﬁ 1.35-3.14 1.34 0.84-1.93
Complex/severe 2.36 1.43 -3.88 1.77 0.99-2.81
Joint p-value 0.0002 0.1
Model 3 **
No pathology 1 1
Personality difficulty | 1.09 0.57-2.08 1.10 0.63-1.91
Simple 1.83 ﬁ 1.18 —2.83 1.16 0.75-1.80
Complex/severe 1.21-3.45 1.50 0.88 —2.55

* Model 2 = sex, parental divorce, education, welfare receipt

** Model 3 = model 2 + w8 mental health and substance use




ANXIETY DISORDER DEPRESSIVE DISORDER

Joint p-value

0.009

OR 95% Cl OR 95% Ci
Model 1 (unadjusted)
No pathology 1 1
Personality difficulty | 2.73 1.52-4.93 2.34 1.28-4.28
Simple 1.94 1.15-3.27 1.64 1.01-2.65
Complex/severe 3.01 1.66 —-5.46 2.83 1.60-5.00
Joint p-value <0.0001 0.0002
Model 2
No pathology 1 1
Personality difficulty | 2.59 1.41-4.76 2.28 1.24-4.19
Simple 1.83 1.08 - 3.10 1.59 0.98 —2.58
Complex/severe 2.75 1.50-5.04 2.69 1.52-4.79
Joint p-value 0.0003 0.0005
Model 3
No pathology 1 1
Personality difficulty | 2.43 1.30-4.53 2.14 1.15-3.99
Simple 1.52 0.88 —2.64 1.33 0.81-2.20
Complex/severe 1.20-4.28 2.23 1.24-4.01




DAILY SMOKING ALCOHOL DEPENDENCE

OR 95% Cl OR 95% Ci
Model 1 (unadjusted)
No pathology 1 1
Personality difficulty | 1.60 0.88-2.90 0.99 0.38-2.53
Simple 2.01 1.28 -3.16 1.33 0.72-2.48
Complex/severe 2.81 1.69 —4.68 2.89 1.52 -5.50
Joint p-value <0.0001 0.01
Model 2
No pathology 1 1
Personality difficulty | 1.54 0.82-2.89 0.97 0.37-2.53
Simple 1.83 1.15-2.90 1.27 0.68-2.35
Complex/severe 2.30 1.35-3.94 2.44 1.25-4.73
Joint p-value 0.003 0.05
Model 3
No pathology 1 1
Personality difficulty | 1.32 0.64 -2.74 0.89 0.33-2.43
Simple 1.60 0.91-2.81 1.11 0.59-2.10
Complex/severe 1.81 0.97 -3.40 2.29 1.14-4.61
Joint p-value (@ @




CONCLUSIONS

d In the general population, PD severity predicts the future
occurrence of major depression, anxiety + relational
problems

(d These effects are independent of previous patterns of
substance use and prior depression/anxiety

( Future trajectories for substance misuse are best predicted
by prior substance use, not by the presence of PD



Impact of personality disorder
on the treatment of
common mental disorder
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Personality disorder and the outcome
of depression: meta-analysis of published studies
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Background There s conflicting

REVIEW ARTICLE

systematic review. Papers were selected
if: (a) written in English; (b) participants
were assessed for both depression and per-
sonality disorder using a scale published
i a peer-reviewed journal; (c) the popu-
lation studied was aged at least 18 years;
(d) assessment of outcome of depression
was at keast 3 weeks after initial assessment,
this being considered the minimum time

for pomse. Both
trials were included and there were no

R in the peychiseric i o,
chid lity disorder i

s q

with regard to type of treatment
or its durati

P bout the infh o

per Y

depressive disorders.

Aims Meta-analyss of studiesinwhicha

with 3 poor outcome in depression have
recently been challenged (Brieger et al,
2002; Mulder, 2002), This i an important
clinical issue that seeds to be resolved and
we judged that there have now been suf-

Exclusion criteria

Studies that examined personality using a
dimensional scale were excluded, a5 these
could not be compared directly with
those in which a categorical diagnosss of
personality disorder was made.

Medline, Clinhal and Psychinfo were
warched online from 1966, 1982
and 1882, respectively. The terms
DEPRESSION, MENTAL ILINESS and
PERSONALITY DISORDER were entered
N ki Al 1

categorical asessment of personality ficient high-quality studies to emable a
disorder or no personality disorder was definitive answer 10 be obtained from a
ade in pecple with depressive disorders, review. Before the introduction
" dout 4 of DSM-III {American Psychiatric Asocia-
e .( ynck tion, 1980) there were few studies examin-
remvered) abo determined ing the influence of persomality disorder
: the outcome of depression, although
Method Sstemancelectronicsearch O

of the lneramure for relevant publications M"‘“"""""Tﬂ"“:“_‘,“:
Hand searches of journdl of Affective treatment (Sargant, 1966) and follow-up
Disorders and recent reviews, with studies supported this (Greer & Cawley,
(e Sy 1966). However, both before and since

z Z the introduction of DSM-IL, p i
R problems have been ‘aﬁd in some
. "ﬂ‘ using self-rating questionnaires in
Results Camfupevw\dcy ) which pencasikty abnemmelity s amessed
M. depr dimensionally (Eysenck, 1959; Eysenck &
with a doubling ofthe risk of a poor Bmlm;ml”ﬂ.m

model OR=2.18,95%.C1 1 70-2.80), a
robust finding maintained withonly
Hamilton-type depression criteria at
outcome (OR=2.20,95% Cl1.61-301) All

et
t

therapy (ECT) showed this poor
and the ECT group I

comstruct (Livesley, 1991), in dlinical prac-
tice decisions are dichotomows and are
gl ¢ g o

METHOD

The aim of the meta-analysis was to exam-
ine all sudies of owtcome in depressive

P
and personality disorder is associated with
a poorer outtome than depression alone.
Declaration of interest PTand T
belong toa UK Medical Research Council
Cocperative Group (Mencog) ing
mental health interventions. PT. s Editor
dhmmdmnm

disorders in which: (a) Lty disosder
was asessed formally and (b) outcome
was recorded either using standard rating
scales, such as the Hamilton Rating Scale
for Depression (HRSD; Hamilton, 1960)
or another measure, such as clinical
judgement.

Inclusion criteria
Inclusion criteria were broad 1o ensure

no part i Pap

accrual of isformation for

of the inclusion eriteria read in full.

In addition, 3 hand search of the Jour-
nal of Affective Disorders was carried out
by G.N,-H, This served & an aondit of the
cnline search and provided additional
sources of information. All relevant review
articles were also examined dosely for dig-
ble studies, especially thos by McGlashan
(1987), Reich & Green (1991), Reich &
Vasile (1993), Shea et al (1992), Thardi &
Craighead (1995), Corruble of ol (1996),
Drecmen & Amez (1998) and Mulder
(2002). The ‘grey’ kterature was not
examined as it was considered unlikely to
provide further data.

when possible) were drawn up for each
paper, cither by direct extraction from
published tables and text (including asso-

2% 2 tables were cross-checked against all
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Personality disorders dimensionally, only Cluster C A poorer
of personality pathology was modest relative to that of baseline panic disorder severity.

Predictors of treatment outcome

The present study investigated the influence of personality pathology assessed both and
categorically on acute clinical response to group cognitive-behavioral treatment in a large sample of
panic disorder patients (N « 173) meeting DSMIIl-R criteria for panic disorder with or without agora-
phobia. Nearly one-third of the sample met for one or more personality disorders, with the majority
meeting for a Cluster C diagnosis. Patients with one or more
higher baseline and higher post treatment scores across multiple indices of panic disorder severity
compared to those without personality disorders. After controlling for panic disorder severity at baseline,
the presence of both Cluster C and Cluster A Pers-Ds predicted a poorer outcome, whereas when asse ssed
the

© 2011 Published by Elsevier Ltd,

1. Introduction

Panic disorder Is frequently complicated by the presence of both
psychiatric comorbidity (Brown et al, 1995) and non-psychiatric
medical comorbidity (Schmidt et al., 1996) In terms of psychiatric
comorbidity, as many as 70% of patients with panic disorder present
with co-occurring psychiatric diagnoses (Reich and h

(Slaap and den Boer, 2001) and psychosocialtreatments(Milrod et al,
2007; Reich and Green, 1991; mh and Vasile, 1993), Althoush not
studied ally, lysfunction may negatively affect
treatment outcome mmulh its poennd influence on other moder-
ators of treatment outcome such as patient drop-out (Grilo, Money,
Barlow, Goddard. Gorman, Hofm. et al 1998), i with
(Schmidt and Woolaw:/-ﬂklml 2000). the

1988). The high rate of comorbidity in panic disorder has natu-
rally led to evaluation of the effects of co-occurring conditions on
treatment outcome.

Cog (CBT)h, efficacy in
the nemm of p.lnic disorder (Barlow et al,, 2000; Clark et al.,
1994; Gould et al, 1995; 2008) foll

i dlhnce.u- ivation for treatment (Persons et al, 1988),
The ofa rbid lity disorder as d
either structured interview (i.e, SCID Il) or questionnaire has been
shown to predict ( et al, 2006;
Noyes et al, 1990; Reich, 1988) 0' relapse upon medication

(BT, many patients continue to display mldual lymptomn
requiring some to seek out additional treatment (Brown and
Barlow, 1995). Consequently, identifying factors that predict
apoor response to CBT is an important research goal for optimizing
the clinical management of panic disorder (Wolfe and Maser, 1994),

Personality disorder comorbidity is frequently cited as a factor

disc (Green and Curtis, 1988). Despite the claim that
patients displaying comorbid Axis Il pathology respond less favor-
ably to cognitive-behavioral treatment (Mennin and Heimberg,
2000), evidence from controlled prospective studies is inconclu-
sive, This is due to the small number of prospective studies and the
significant methodological limitations of the existing studies e,
small sample size, use of questionnaires to assess personality

ly and failure to control for baseline severity of Axis |

in poor P t both ph. p

# This rescarch was funded by National Institute of Mental Health Grant MHM-
600-203.
* Corresponding author, Tel.: +512 560 4100; fax: +512 4716572,
E-mail address; telch@austinutexas.edu (M. Telch).
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pathology (Dreessen and Arntz, 1998; Shear et al., 1994).

Of the prospective studies investigating the linkage between
Pers-D bidity and response in panic disorder, three
published studies have investigated the effects of Pers-D pathology
(as by clinical interview) on panic pati
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= (d Established in England in 2008 to improve access to
— psychological interventions for depression and anxiety
mp

Hom (] Single point of access for evidence-based psychological

S treatments for mild-moderate anxiety or depression (CBT)

annou

FIN d 1 million referrals/year ~ 50% enter treatment
Sah (d Stepped care: high (up to 20 sessions) or
e low intensity (6-10 sessions)

Altcma

| 'lease

your o d ‘Recovery’ = moving from case =» non-case

d 46% achieve recovery (2015/16)

Reli

Improving Access to Psychological Therapies is an NHS programme rclling out
services across England offering interventions approvad by the National Institute of

Hezlth and Clinical Excellence (NICE) for treating people with depression and anxiety

CYP |




Dm Department
of Health

Talking therapies:
A four-year plan of action

A supporting document to No health
without mental health: A cross-
government mental health outcomes

strategy for people of all ages

= TAPT services will have
a substantial role in the
management of people
with personality disorder

= Assuming prevalence
of 4% = 40,000 people
with personality
disorder/yr

= Do personality
difficulties effect
response to treatment?
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Accepted 14 july 2015 status on outcome in a large 1APT service. We hypothesised that the presence of probable personality

disorder would adversely affect treatment response.
Method: We used a prmospective cohort design to study a consecutive sample of individuals (n = 1249,
Results: Higher scores on a screening measure for personality disorder were associated with poorer
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Anxiety severity nor number of treatment sessions. The presence of personality difficulties independently pre-
Treatment ouiCome dicted reduced absolute change on all outcome measures.

Cognitive behaviour therapy Conclusions: The presence of co-morbid personality difficulties adversely affects treatment outcome
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among individuals attending for treatment in an LAPT service. There is a need to routinely assess for the
presence of personality difficulties on all individuals referred to 1APT services. This information will
provide important prognostic data and could lead to the provision of more effective, personalised
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Methods

® Aim
To examine whether the likely presence of PD independently predicts
treatment outcomes in a large IAPT service

® Design
" Prospective cohort study

= Data extracted from IAPTus for all individuals who initially attended
Jan 2012 —Jan 2013 and who had a PD rating (n=1249)

= 1005/1249 (81%) had end of treatment ratings






Measures

Depression: Patient Health Questionnaire-9 (PHQ-9)
Anxiety: Generalised Anxiety Disorder Assessment (GAD-7)
Impairment: Work & Social Adjustment Scale (W&SAS)
Personality difficulties: SAPAS



Relationship between SAPAS score and depression at last session

RZ Linear = 0.075
30

259

204

157

PHQ9 last score

r=0.4; p < 0.001

107

I
0o 2.00 4.00 5.00 8.00
SAPAS total score



Regression model examining predictors of depression at end of treatment

Independent variable m 95% ClI

Gender -0.01 -1.1,0.75

Age @ 0.03 -0.00, 0.08
N of sessions @ <0.001 -0.3,-0.17

Baseline PHQ-9 score <0.001 0.43, 0.63

Baseline GAD-7 score 0.00 0.95 -0.11,0.12

Baseline W&SAS score 0.07 0.06 -0.00, 0.11

SAPAS 0.08 0.04, 0.56

Adj. R2 = 0.35; R2change estimate (AR?) = 0.005; p = 0.02




Relationship between SAPAS score and anxiety at last session

RZ Linear = 0.090

13

r=0.4; p < 0.001

107

GAD7T last score
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Regression model examining predictors of anxiety at end of treatment

Independent variable m 95% ClI

Gender -0.00 -0.85, 0.75

Age 0.06 0.07 -0.00, 0.1

N of sessions <0.001 -0.26, - 0.15
Baseline PHQ-9 score <0.001 0.14, 0.32
Baseline GAD-7 score <0.001 0.19, 0.39

Baseline W&SAS score 0.05 0.22 -0.02, 0.08

SAPAS 0.12, 0.57

Adj. R? = 0.32; AR? = 0.009; p = 0.003




Relationship between SAPAS score and functioning at last session

R Linear = 0.068

304
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r=0.3; p< 0.001
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107

I
0o 200 400 &.00 5.00
SAPAS total score



Regression model examining predictors of functioning at end of treatment

Independent variable m 95% ClI

Gender
Age 0.03
N of sessions
Baseline PHQ-9 score
Baseline GAD-7 score -0.07
Baseline W&SAS score

SAPAS

Adj. R? = 0.35; AR? = 0.004; p = 0.03

0.36
<0.001
<0.001

0.1

<0.001

-1.1,14
-0.03, 0.07
-0.3,-0.11
0.31, 0.59
-0.29, 0.03
0.33,0.48

0.03,0.73



Main findings
Personality dysfunction independently predicts

® Higher levels of anxiety, depression and functional
impairment at the end of treatment

® Less clinical change

® Less recovery at end of treatment



Conclusions

® The presence of personality difficulties is an
important prognostic indicator in the IAPT
population (1 million referrals/yr)

® Mechanism unclear:

- increased drop-out? X
- sicker at baseline? X

- dynamic issues?

- more complex alliance?



Implications

® Personality screening could provide valuable prognostic
data regarding therapy outcomes

® Personality screening could also help shape more
personalized, effective, brief psychological treatment

- more focus on core beliefs vs. automatic thoughts
- more consideration of issues around endings
- more consideration of alliance/relational issues



Major epidemiological findings

J People with personality disorder experience major
health and social disadvantages

[ The reduced life expectancy of people with
personality disorder

1 The failure of CBT to help some people with common

mental disorder is in part attributable to personality
disorder

Personality disorder is key to
understanding population health



BUT WHERE IS

PERSONALITY DISORDER
IN THIS STORY?

Whiteford et al (2013): http://dx.doi.org/10.1016/S0140-6736(13)61611-6
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“Personality disorder deserves recognition as an independent and direct

contributor to and moderator of population mental and physical health,
alongside mental state disorders.”
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