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The importance of epidemiology and particular challenges 
for our field 

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 

Personality disorder is key to understanding population 
mental health 

Plan for talk 



“The health outcomes of a group of individuals, including the 
distribution of such outcomes within the group”  
      
    Kindig & Stoddart (2003) Am J Pub Health  

 
 
 

Health 
outcomes 

Determinants 

Interventions 





Determination of prevalence 

The importance of epidemiology 

 Determination of needs 

 Determination of co-morbidity 

 Determination of aetiology 

 Determination of effective treatments 

 
CASE DEFINITION 

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

 
’20,000 cases of influenza’ 

 
 

 



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… 
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Bars represent pooled estimates in $millions /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 

NIMH funding 2009-2013  



Challenge 1) The science doesn’t support categories 

What you’d expect.. 

The reality.. 

normal disordered 
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Freeman et al, 2005  



‘Personality disorder is a concept like body 
odour…. affected by constitution and environment, 
a source of distress to both sufferer and society, 
yet imbued with ideas of degeneracy so that its 
possession is also a personal criticism’. 
     
    Tyrer & Ferguson (1988) 

Personality Disorder  - a pejorative label 



 

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… 



Rapid and efficient screening…. 



Relative performance of PD screens 

SAPAS IPDS S-SCID PAS-Q NEO-FFI 

Sensitivity % 83 77 78 80 63 

Specificity % 80 85 78 82 35 

PPV % 80 83 78 81 48 

Correctly 

classified % 

81 81 78 80 49 

α coefficient 0.45 0.64 0.67 0.35 n/a 

Test-retest 

reliability 

0.89 0.87 0.94 0.94 n/a 

Adapted from: Germans et al, 2012. J Clin Psych. 73 (2); 165-173  



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 

 
 
 



54,00

56,00

58,00

60,00

62,00

64,00

66,00

0 1 2 3 4 5 6 7 8

GAF score 

SAPAS score 

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



http://content.digital.nhs.uk/catalogue/PUB21748 



“The good doctor, whether general 

practitioner or specialist, … 

studies the patient's personality as 

well as his disease.”   

   Sir Hugh 

Cairns 
Lancet 1949 

 

 

  

 

Impact on general health 



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?   

 

 





Weighted logistic regression of association between 
positive PD status and poor self-rated health 

Covariate 
 

Odds ratio 
(95% CI) 

Crude 4.0 (2.9-5.4)** 

Adj. for socio-dem 3.4 (2.5-4.8)** 

Adj. for socio-dem + BMI & exercise 3.3 (2.3-4.7)** 

Adj. for socio-dem + smoking 3.3 (2.3-4.6)** 

Adj. for socio-dem + drug & alcohol use 3.3 (2.3-4.7)** 

Adj. for socio-dem + longstanding illness 2.7 (1.9-3.9)** 

Adj. for socio-dem + anxiety & depression 1.9 (1.3-2.8)** 

Fully adjusted model 1.5 (1.0-2.3)* 

** p< 0.001; * p<0.05 

50% ↑ in odds 
of reporting 
poor health Fok, M.L. et al (2014). Personality disorder and self-rated health: a population-based 

cross-sectional survey. Journal of Personality Disorders. 

 

 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 
illnesses  - 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. 



 Alternative methodological explanations: 
 reporting bias – unlikely  
 reverse causality - possible 

 
 Common causal pathways – entirely possible 

 
 Are these isolated findings…? 

 
 



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 



http://onlinelibrary.wiley.com/doi/10.1111/obr.12415/epdf 



Impact of early adolescent psychiatric and personality disorder on 
long-term physical health: 20-year longitudinal follow-up study 

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 

1-in-5 GP attender met criteria for PD 
 
PD attenders more likely to: 
  
•  have psychological morbidity 
•  attend on emergency basis 
•  be frequent attenders 
•  x3 more expensive to manage than those without PD 
•  interaction between PD and depression significantly   
    predicted excess health costs 

 



Personality disorder & life expectancy 





SLaM BRC Case Register 

• 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 

SLAM electronic clinical records  

Anonym
ised 



Estimated life expectancy at birth of patients with personality disorder 

 

Fok et al, 2012. J Psychsom Res 73, 104-7 



SMRs for personality disorder by age groups 

Fok et al, 2012. J Psychsom Res 73, 104-7 



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 
 

“This marked increase in excess mortality 
casts a shadow over the issue of whether 

they are given the care they need.” 





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





Severity of PD + social difficulties 

Group vs. no PD; odds ratio 

Factor Personality 
difficulty 

Simple 
disorder 

Complex 
disorder 

Severe 
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 

Yang, Coid & Tyrer (2010).  Br J Psych. 197:193-199 



   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-
demographics 
 

1.6 (1.1-2.3) 5.7 (3.9-8.3) 9.5 (6.9-12.9) 

+ longstanding 
illnesses 
 

1.4 (1.0-2.1) 3.4 (2.2-5.3) 4.8 (3.3-6.9) 

+ substance use 
 

1.4 (1.0-2.1) 3.4 (2.2-5.3) 4.7 (3.3-6.8) 

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

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





Copyright © 2012 American Medical Association. All rights reserved. 

Social functioning at 10 years in the CLPS Study 
(from: Gunderson et al Arch Gen Psychiatry. 2011;68(8):827-837  

    
 



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

 Study of 290 former McLean Hospital inpatients with BPD  

 Followed-up every 2 years for 16 years 

  ‘Remission’ = no longer meeting criteria for BPD 

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

 

 

 



Copyright © American Psychiatric Association. 
All rights reserved. 

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 

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

 



Methodological problems 





Murdoch Childrens Research Institute, 

University of Melbourne 

Carolyn Coffey, Helena Romaniuk,  

Rohan Borschmann , George Patton 

 

Centre for Youth Mental Health 

University of Melbourne 

Andrew Chanen 

 

NDARC, University of NSW 

Louisa Degenhardt 



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 



Area: 228,000 km2 

Population: 4.5 million 

Capital: Melbourne 



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 

 



Adolescent phase       Adult phase

wave 1 wave 2 wave 3 wave 4 wave 5 wave 6 wave 7 wave 8 w ave 9 w ave10

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 29.1 yr 35.1 yr

n=898 n=1727 n=1697 n=1628 n=1575 n=1530 n=1601 n=1520 1501 1443

SAP

(friend

      Total intended sample = 1037( w1) + 995 (w2) = 2032 informant)

      96% (1943) of sample participated at least once in waves 1-6 n=1145

2 entry points 

 PD Outcomes 



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) 

• Axis I disorder: Composite International Diagnostic Interview 

 Depression 

 Anxiety  (GAD, social phobia, agoraphobia, panic) 

 

• Licit substances 

 Cigarette smoking, nicotine dependence 

 High risk alcohol, alcohol dependence 

 

• Illicit 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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No long- term relationship Separated/divorced 

OR 95% CI OR 95% CI 

Model 1 (unadjusted) 
 No pathology 
 Personality difficulty 
 Simple 
 Complex/severe 
    Joint p-value 

 
1 
1.16 
2.07 
2.50 
0.0001 

 
 

0.62 – 2.16 
1.36 – 3.16 
1.52 -4.13 

 
1 
1.26 
1.41 
1.97 
0.03 

 
 

0.75 – 2.14 
0.94 – 2.12 
1.19 – 3.25 

 

Model 2* 
 No pathology 
 Personality difficulty 
 Simple 
 Complex/severe 
    Joint p-value 

 
1 
1.15 
2.06 
2.36 
0.0002 

 
 

0.61 – 2.15 
1.35 – 3.14 
1.43 – 3.88 

 

 
1 
1.20 
1.34 
1.77 
0.1 

 
 

0.69  - 2.04 
0.84 – 1.93 
0.99 – 2.81 

Model 3 ** 
 No pathology 
 Personality difficulty 
 Simple 
 Complex/severe 
    Joint p-value 
 

 
1 
1.09 
1.83 
2.05 
0.006 

 
 

0.57 – 2.08 
1.18 – 2.83 
1.21 – 3.45 

 
1 
1.10 
1.16 
1.50 
0.5 

 
 

0.63 – 1.91 
0.75 – 1.80 
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 

OR 95% CI OR 95% CI 

Model 1 (unadjusted) 
 No pathology 
 Personality difficulty 
 Simple 
 Complex/severe 
    Joint p-value 

 
1 
2.73 
1.94 
3.01 
<0.0001 

 
 
1.52 – 4.93 
1.15 – 3.27 
1.66 – 5.46 

 
1 
2.34 
1.64 
2.83 
0.0002 

 
 
1.28 – 4.28 
1.01 – 2.65 
1.60 – 5.00 

Model 2 
 No pathology 
 Personality difficulty 
 Simple 
 Complex/severe 
    Joint p-value 

 
1 
2.59 
1.83 
2.75 
0.0003 

 
 
1.41 – 4.76 
1.08 – 3.10 
1.50 – 5.04 

 
1 
2.28 
1.59 
2.69 
0.0005 
 

 
 
1.24 – 4.19 
0.98 – 2.58 
1.52 – 4.79 

Model 3 
 No pathology 
 Personality difficulty 
 Simple 
 Complex/severe 
    Joint p-value 
 

 
1 
2.43 
1.52 
2.27 
0.007 

 
 
1.30 – 4.53 
0.88 – 2.64 
1.20 – 4.28 

 
1 
2.14 
1.33 
2.23 
0.009 

 
 
1.15 – 3.99 
0.81 – 2.20 
1.24 – 4.01 



DAILY SMOKING ALCOHOL DEPENDENCE 

OR 95% CI OR 95% CI 

Model 1 (unadjusted) 
 No pathology 
 Personality difficulty 
 Simple 
 Complex/severe 
    Joint p-value 

 
1 
1.60 
2.01 
2.81 
<0.0001 

 
 
0.88 – 2.90 
1.28 – 3.16 
1.69 – 4.68 

 
1 
0.99 
1.33 
2.89 
0.01 

 
 
0.38 – 2.53 
0.72 – 2.48 
1.52 – 5.50 

Model 2 
 No pathology 
 Personality difficulty 
 Simple 
 Complex/severe 
    Joint p-value 

 
1 
1.54 
1.83 
2.30 
0.003 

 
 
0.82 – 2.89 
1.15 – 2.90 
1.35 – 3.94 

 
1 
0.97 
1.27 
2.44 
0.05 

 
 
0.37 – 2.53 
0.68 – 2.35 
1.25 – 4.73 

Model 3 
 No pathology 
 Personality difficulty 
 Simple 
 Complex/severe 
    Joint p-value 
 

 
1 
1.32 
1.60 
1.81 
0.14 

 
 
0.64 – 2.74 
0.91 – 2.81 
0.97 – 3.40 

 
1 
0.89 
1.11 
2.29 
0.11 

 
 
0.33 – 2.43 
0.59 – 2.10 
1.14 – 4.61 



CONCLUSIONS 

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

 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 

 





ADVERSE EFFECT 



NULL EFFECT 

 
 
 

UNCERTAINTY 
 
 
 



 Established in England in 2008 to improve access to 
psychological interventions for depression and anxiety 

 
 Single point of access for evidence-based psychological 

treatments for mild-moderate anxiety or depression (CBT) 
 

 1 million referrals/year ~ 50% enter treatment 
 

 Stepped care: high (up to 20 sessions) or  
low intensity (6-10 sessions) 

 
 ‘Recovery’ = moving from case  non-case  

 
 46% achieve recovery (2015/16) 

 



 IAPT 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? 





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 

 

 



Population and setting 



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 

r= 0.4; p < 0.001 



Regression model examining predictors of depression at end of treatment 

Independent variable Beta p-value 95% CI 

Gender -0.01 0.71 - 1.1, 0.75 

Age 0.07 0.03 -0.00, 0.08 

N of sessions -0.22 <0.001 -0.3, -0.17 

Baseline PHQ-9 score 0.49 <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 0.02 0.04, 0.56 

Adj. R2 = 0.35;  R2 change estimate  (ΔR2) = 0.005; p = 0.02 



Relationship between SAPAS score and anxiety at last session 

r= 0.4; p < 0.001 



Regression model examining predictors of anxiety at end of treatment 

Independent variable Beta p-value 95% CI 

Gender -0.00 0.91 -0.85, 0.75 

Age 0.06 0.07 -0.00, 0.1 

N of sessions -0.22 <0.001 -0.26, - 0.15 

Baseline PHQ-9 score 0.25 <0.001 0.14, 0.32 

Baseline GAD-7 score 0.26 <0.001 0.19, 0.39  

Baseline W&SAS score 0.05 0.22 -0.02, 0.08 

SAPAS 0.11 0.003 0.12, 0.57 

Adj. R2 = 0.32;   ΔR2 = 0.009; p = 0.003 



Relationship between SAPAS score and functioning at last session 

r= 0.3; p < 0.001 



Regression model examining predictors of functioning at end of treatment 

Independent variable Beta p-value 95% CI 

Gender 0.01 0.85 -1.1, 1.4 

Age 0.03 0.36 -0.03, 0.07 

N of sessions -0.14 < 0.001 -0.3, -0.11 

Baseline PHQ-9 score 0.30 < 0.001 0.31, 0.59 

Baseline GAD-7 score -0.07 0.1 -0.29, 0.03 

Baseline W&SAS score 0.39 < 0.001 0.33, 0.48 

SAPAS 0.07 0.03 0.03, 0.73 

Adj. R2 = 0.35;   ΔR2 = 0.004; p = 0.03 



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? 

 



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 
 

Implications 



Major epidemiological findings 
 

 People with personality disorder experience major 
health and social disadvantages 

 The reduced life expectancy of people with 
personality disorder 

 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 
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Whiteford et al (2013): http://dx.doi.org/10.1016/S0140-6736(13)61611-6 

 
 

 
 
 

BUT WHERE IS  
PERSONALITY DISORDER 

 IN THIS STORY? 
 
 
 

 



“Personality disorder deserves recognition as an independent and direct 
contributor to and moderator of population mental and physical health, 
alongside mental state disorders.” 



Thank you for listening 
 
 

paul.moran@bristol.ac.uk 
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