
Personality disorder occurs in up to one-quarter of 
people attending primary care, usually co-occurring 
with other mental and physical health needs. 
Evidence-based practical support is first-line treatment, 
with referral of patients for more specialised 
treatments only when needed.

Personality disorder is both clinically important and 
treatable. Yet, it is unjustifiably considered by some to be 
a controversial and untreatable condition, meaning that 

it still suffers from a crisis of legitimacy in the healthcare system. 
Personality disorder is present in up to one-quarter of people 
attending primary care.1 It is a leading cause of burden of disease 
in all age groups, premature mortality and enduring functional 
impairments over subsequent decades.2-6 By any measure, per-
sonality disorder is a severe mental disorder that should not be 
overlooked or ignored.

Classification and diagnosis
The way we think about personality disorder has changed. 
Historically, personality disorder was thought to be comprised 
of multiple, discrete categories or diagnoses (e.g. borderline, 
narcissistic, antisocial). Three decades of research has failed to 
support this categorical model and has demonstrated instead 
that personality disorder is a singular construct.7 This has led 
to the publication of two contemporary (and similar) models of 
personality disorder in the International Classification of Diseases 
11th revision (ICD-11)8 and the Alternative Model for Personality 
Disorders (AMPD) in the Diagnostic and Statistical Manual of 
Mental Disorders, fifth edition (DSM-5).9  

These two models have strong empirical support and offer 
improvements in clinical utility. Both models emphasise that 
what is common to all forms of personality disorder are diffi-
culties in self-management (identity and self-direction) and 
interpersonal relationships (empathy and intimacy). Crucially, 
this approach identifies a clear, meaningful and changeable 
treatment target, namely self- and interpersonal functioning, 
and is potentially less stigmatising.10

The ICD-11 and DSM-5 AMPD follow a similar diagnostic 
process. First, personality disorder is assessed as being present 
and then second, rated as mild, moderate or severe. Personality 
disorder describes a person’s usual self. This long-standing 
pattern of difficulties in self- and interpersonal functioning 
differentiates personality disorder from the more episodic nature 
of mental state disorders, such as depression. For example, 
someone with personality disorder might present with enduring 
problems in a number of relationships, and express difficulty in 
regulating their emotions across a variety of situations (see Box 
and Table). Third, there is an optional process to describe the 
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‘flavour’ of personality disorder by using 
trait descriptors. For example, a clinician 
might specify the presence of negative 
affectivity to describe the tendency 
to experience a wide range of negative 
emotions, the frequency and intensity of 
which are disproportionate to the situa-
tion. The term borderline personality 
disorder (BPD) lives on in ICD-11 as a 
specifier, in part to provide continuity 
for mental health service providers and 
policymakers, while they adjust to the 
new dimensional model. Evidence indi-
cates that BPD is most representative of 
all personality disorders and the terms 
BPD and severe personality disorder are 
largely synonymous. This also means that 
many decades of research on BPD remains 
relevant to our understanding of person-
ality disorder. 

Aetiology
Contemporary aetiological theories 
identify genetic, biological and/or psycho-
logical vulnerabilities in areas such as 
emotion regulation, social cognition, or 
self and identity development that interact 
with the environment to disrupt healthy 
personality development.11 Importantly, 
none of these temperamental, biological 
and environmental risk factors is specific 
for personality disorder, and some or 
all aspects of the aetiological pathway 
are  shared with many other mental 
disorders.

The heritability of personality disor-
der is slightly greater than for major 
depression.12 Environmental risk factors 
include impairments in early maternal 
bonding, harsh or insensitive parenting, 
physical maltreatment and/or maternal 
negative expressed emotion, bullying 
victimisation, and concurrent or sub
sequent disruptions in self-control, 
mentalising, emotion regulation and 
self-representation. Although common 
among people with personality disorder, 
childhood adversity (such as abuse and 
neglect) is a nonspecific risk factor, asso-
ciated with almost every major mental 
disorder, and is neither necessary nor 

sufficient for the development of person-
ality disorder. About 30% of adults living 
with BPD report no childhood adversity, 
suggesting that there are both traumatic 
and nontraumatic pathways to developing 
the disorder.13

The neurobiology of personality dis-
order is less well understood, with 
research suggesting that (pre-)frontal 
regulatory deficits inhibit top-down 
control of emotions and impulses, which 
in turn lead to emotional dysregulation, 
impulsive risk-taking and self-harm 
behaviours.11 Alterations in the peripheral 
stress response systems and/or the 
hypothalamic–pituitary–adrenal axis in 
the aetiology of BPD might also be 
implicated. 

Clinical onset and early 
intervention
Personality disorder has its clinical onset 
and peak prevalence in adolescence and 
early adulthood.14 Despite international 
consensus that personality disorder can 
be reliably diagnosed in young people 
(aged 12 to 25 years),14 many clinicians 
remain reluctant to diagnose personality 
disorder in people under 18 years of age. 
Withholding of the diagnosis and mis
diagnosis are common, meaning that 
appropriate treatment is often delayed, 
or  that inappropriate treatments are 
commenced, both of which can result in 
worsening of problems.

Early intervention in youth mental 
health refers to the stage of illness, rather 
than a person’s age or developmental 
period.15 Such clinical staging models 
acknowledge the dimensional nature of 
personality disorder, its co-occurrence 
with symptoms from other disorders 
(e.g.  depression or anxiety), and the 
distress and disruption that such psycho-
pathology can cause among young people, 
even before the threshold for a specific 
diagnosis has been reached.11 Features of 
personality disorder tend to become more 
accentuated from puberty onwards, 
peaking in young adulthood, before 
attenuating over time.16 However, this 

DIAGNOSING PERSONALITY 
DISORDER

Step 1. Determine the presence or 
absence of personality disorder
To confirm the presence of personality 
disorder, disturbances in cognition, 
emotions, behaviour and relationships 
must be:

•	 displayed across a range of situations 
and contexts

•	 associated with substantial distress  
or significant impairment in important 
areas of functioning (e.g. personal, 
family, social, educational, 
occupational)

•	 relatively stable across situations and 
over a period of years (i.e. part of the 
individual’s usual self)

•	 distinct from periods of another  
mental state disorder (e.g. depressive 
or manic episodes, periods of 
intoxication)

Step 2. If personality disorder is present, 
determine if the level of personality 
problems corresponds with mild, 
moderate or severe personality disorder 
(see Table)

Step 3. Assign trait domain qualifiers
This is an optional step that can be used 
to characterise the pattern of difficulties 
experienced by an individual. Several  
trait domain specifiers can be assigned  
if appropriate. The five trait domain 
qualifiers are:

•	 negative affectivity: a tendency to 
experience a wide range of negative 
emotions, the frequency and intensity 
of which are disproportionate to the 
situation

•	 detachment: a tendency to maintain 
social and emotional detachment

•	 dissociality: self-centeredness and  
lack of empathy, giving rise to disregard 
for the rights and feelings of others 

•	 disinhibition: a tendency to act rashly, 
based on immediate sensations, 
emotions or thoughts, without 
consideration of the potential adverse 
consequences

•	 anankastia: a narrow focus on rigid 
perfectionism, being excessively 
scrupulous, controlling one’s own and 
others’ behaviour and controlling 
situations to ensure conformity to 
these standards
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symptomatic improvement does not 
necessarily translate into improvements 
in functioning. Personality difficulties 
during this developmental epoch can 
significantly disrupt the transition into 
adulthood, interrupting essential skill 
acquisition and affecting adult social 
integration and role functioning.11

Treatment and management
Psychosocial intervention is the first-line 
treatment for personality disorder. 
Although medications are not indicated 
for people with personality disorder per 
se, they can be effective (and are often used) 
for those with common, co-occurring 
disorders, such as depression or anxiety. 
However, these are not a substitute for 
addressing the personality disorder itself. 
It is possible that poor depression treat-
ment outcomes in people with personality 
disorder are due to inadequate treatment 
of the depression.17

Specialised psychotherapies have been 
consistently shown to be more effective 
than treatment as usual for reducing 
symptom severity.18 No one psychotherapy 
appears to outperform the others (despite 
claims from some brand ambassadors). 
Although individual psychotherapies that 
are designed for treating personality 
disorder are effective, every GP knows 

that access to these services is difficult, 
and treatment is usually lengthy and 
costly.

Increasing evidence suggests that 
structured clinical care, involving less 
complex individual sessions, is as effec-
tive as brand name therapies. This 
approach, including ‘good clinical care’ 
in young people and ‘general psychiatric 
management’ in adults, uses psycho
education, practical case management 
and problem solving, and has been shown 
to improve outcomes in individuals 
with personality disorder.19,20 A recent 
18-month clinical trial involving young 
people with severe personality disorder 
found that individual psychotherapy was 
not superior to pragmatic treatment 
(including time-limited clinical case man-
agement and treatment of co-occurring 
problems), which did not involve any 
individual psychotherapy, for improving 
psychosocial functioning and interper-
sonal problems, as well as depression and 
suicidal thoughts.21 This trial provides 
proof of concept for a treatment that 
might be suitable for implementation 
in  primary care, where most people 
with personality disorder present for 
help. Arguably, this is what GPs have 
always done, but this trial suggests 
that GP-delivered, structured, considered 

and practical clinical care is not a ‘stop 
gap’ treatment while waiting for specialist 
services. Rather, it is effective manage-
ment for people with personality disor-
der, mitigating the issue of restricted 
availability of services and allowing more 
people access to appropriate and timely 
care. 

Families 
Although family environment is implicated 
in the aetiology of personality disorder, it 
is scientifically unwarranted and clinically 
misguided to reductively blame and 
alienate families, as this often exacerbates 
problems, especially by disenfranchising 
families from treatment. If present, evi-
dence suggests that family environmental 
problems are often multigenerational and 
that families of people with personality 
disorder also experience high levels of 
distress and negative experiences of care
giving.22-24 Families and others who care for 
people with personality disorder are often 
important supporters of people with 
personality disorder, and potential allies 
in care planning. Early family engagement 
and psychoeducation are important com-
ponents of treatment planning. Needless 
to say, if family violence or other forms of 
abuse are present, this must be swiftly 
acted upon.

TABLE. A GUIDE TO RATING SEVERITY OF PERSONALITY DISORDER*

Domain Mild personality disorder Moderate personality disorder Severe personality disorder

Self-functioning Disturbances affect some areas 
of personality functioning, but not 
others

Disturbances affect multiple areas 
of personality functioning, however, 
some areas may be less affected

Disturbances in the sense of self are so 
severe that the individual may have no 
sense of who they are

Interpersonal 
functioning

Problems in many interpersonal 
relationships and/or social and 
occupational roles, but some of 
these can be maintained

Marked problems in most 
interpersonal relationships and 
most social and occupational roles 
are affected

Serious problems in almost all interpersonal 
relationships, and severely compromised 
ability or willingness to perform social and 
occupational roles

Harm to self or 
others

Usually not associated Sometimes associated Often associated

Other functioning May be associated with 
substantial distress or impairment 
in limited or circumscribed areas 
of functioning

Associated with marked impairment 
in important areas of functioning, 
although functioning in circumscribed 
areas may be maintained

Associated with severe impairment in all or 
almost all areas of life

* Modified from Bach B, First MB. BMC Psychiatry 2018; 18: 351.8
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Ignorance, prejudice and 
discrimination
Stigma (comprising ignorance, prejudice 
and discrimination) is perhaps the greatest 
barrier to improving the lives of people 
with personality disorder. Unfortunately, 
this is most often enacted by healthcare 
professionals, especially mental health cli-
nicians, who have more negative attitudes 
towards people with personality disorder 
than towards those with other mental dis-
orders.13,25 Misinformation and outdated 
beliefs regarding the aetiology and treata-
bility of people with personality disorder 
need to be challenged in our own practice 
and among colleagues. Sometimes, stigma 
is implicit in the focus on the name of the 
disorder, especially the term BPD, episte-
mological concerns about personality 
disorder itself or whether intervention is 
even justifiable.26,27 We contend that these 
problems are not unique to personality 
disorder, and we argue for reforming 
clinical cultures, so that open, honest and 
evidence-based dialogue can be achieved. 
The aim of this is to dispel damaging myths 
about personality disorder and to instil 
hope among those living with the disorder 
and those who care for and about them. 
All healthcare professionals, people with 
personality disorder and those who care 
for and support them should have a stake 
in this conversation.

Conclusion
Personality disorder is common in pri-
mary care. Despite the associated distress, 
persistent functional impairment and 
premature mortality, appropriate and timely 
treatment is inaccessible for most people. 
Adopting the new ICD-11 and DSM-5 
AMPD diagnostic systems might improve 
the rate of diagnosis and treatment of 
people with personality disorder in pri-
mary care settings. Evidence increasingly 
points to the effectiveness of practical, 
scalable models of care that include 
psychoeducation, practical support and 
attention to co-occurring mental and phys-
ical health conditions. These treatments 
can improve the lives of people with 

personality disorder. Reforming clinical 
cultures to speak out against bigotry in all 
its forms, and to be welcoming and adapt-
able to the needs of people with personality 
disorder is a challenge that every health-
care professional should embrace. �   MT
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