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MA JA R ANGER , C A RO L I N E ME T HUEN , D E BOR AH RU T T E R , BHA R T I R AO AND P E T E R T Y R E R

Prevalence of personality disorder in the case-load
of an inner-city assertive outreach team

AIMS AND METHOD

The aim was to record the prevalence,
type and severity of personality dis-
order dealt with by an inner-city out-
reach team. Patients on the register
of an assertive outreach team were
approached and asked to give
informed consent for an informant
interview with their principal worker
to determine their personality status,

using the informant-based ICD-10
version of the PersonalityAssessment
Schedule.

RESULTS

Of the 73 patients, 62 (85%) of whom
had a psychotic diagnosis, 67 (92%)
had at least one personality disorder,
with 37 (51%) having complex or
severe personality disorders.

CLINICAL IMPLICATIONS

The findings suggest that the
National Service Framework require-
ments for assertive outreach teams
tend to select many patients with
comorbid personality disorder in
addition to other severe psychiatric
disorders.

The National Institute for Mental Health in England
(2003) has issued guidance for the development of
services for people with personality disorders; we
present here data that suggest that existing assertive
outreach teams might have a part to play in such
services.

Knowledge of the prevalence of personality disor-
ders in the community mental health teams is important
for identifying treatment needs and for provision of
psychiatric services. Personality disorder in people with
severe mental illness is associated with adverse conse-
quences, complicates treatment and worsens prognosis.
Personality disorder is common in medical services, with a
prevalence of around 30% in primary care attenders
(Moran et al, 2002), over 50% among in-patients (Casey,
2000) and around 50% in community mental health
teams (Keown et al, 2002).

Research in individuals with both severe mental
illness and personality disorder is problematic because it
is often difficult to separate symptoms caused by mental
illness from those due to a personality disorder. The other
consideration is that the presentation of psychiatric
symptoms could be transformed by the presence of
personality disorder. However, these difficulties can be
minimised if the patients are well known and there is
knowledge of function independent of major mental
disorder.

Method
All 74 patients who on 1 August 2002 were on the
register of an assertive outreach team were approached

for this project. The Paddington Outreach Rehabilitation
Team was set up by following strictly the requirements of
the National Service Framework (Department of Health,
1999). Patients were approached and asked to give
informed consent for an interview to take place with their
principal worker to find out more about their personality
status, using the informant-based ICD-10 version of the
Personality Assessment Schedule (PAS-I). The Personality
Assessment Schedule (PAS; Tyrer et al, 1979) is a semi-
structured trait-based interview, and the PAS-I version
(Merson et al, 1994; Tyrer, 2000) links trait description
with the ICD-10 operational criteria for individual
personality disorders. It is a two-stage interview: in stage
1 screening questions from the original PAS are asked,
and if an answer is positive, the rater moves to stage 2
where questions address the diagnostic guidelines for
each personality disorder. The scoring is based on the
degree of social dysfunction created by the personality
feature and includes the level of personality difficulty as a
sub-threshold category. For the purposes of the assess-
ment, all interviewees were required to have known the
patient for at least 3 years so that a comprehensive
picture of the patient’s main personality characteristics
was available.

In addition to the type of personality disorder, the
severity of the disorder was determined using a standard
method, with levels of ‘no personality disorder’, ‘person-
ality difficulty only’, ‘simple personality disorder’ (one or
more personality disorders in one of the three cluster
equivalents of DSM (flamboyant/dramatic, odd/eccentric
and anxious/fearful)), ‘complex personality disorder’
(personality disorders from more than one cluster) and
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‘severe personality disorder’ (complex personality disor-
ders which create widespread and severe disruption of
relationships, represent a threat to society and usually are
associated with risk of violence) all recorded (Tyrer &
Johnson, 1996; Tyrer, 2000, p. 129). A separate assess-
ment of whether the patients were willing to have treat-
ment separated those with type S (treatment-seeking)
from type R (treatment-rejecting) personality disorders
(Tyrer et al, 2003).

Results
Out of 74 patients, one refused to take part in the study.
The low refusal rate was associated with the reassurance
that no direct interviewing of the patients was needed.
Of the 73 patients included in the study, 41 had a primary
diagnosis of schizophrenia, 11 of bipolar disorder, 10 of
schizoaffective disorder, 10 of primary personality
disorder and 2 of unipolar depression. The interviews
took place between August and November 2002, with
53 principal workers interviewed by M.R., 15 by C.M. and
5 by D.R. Assessments with the PAS-I showed that 67
patients (92%) had at least one personality disorder, with
3 (4%) having personality difficulty and 3 (4%) having no
personality disturbance. Of the 67 patients with the
diagnosis of personality disorder, most (40) were men.

Table 1 shows the distribution of personality disorder
categories in the 67 patients identified as having a
personality disorder using the PAS-I. The PAS-I may
identify several personality disorders, but the one causing

the greatest social dysfunction is given primacy. Table 2
gives the distribution of personality disorders by severity.
Table 3 categorises the patients’ personality disorders into
type R (treatment-rejecting) and type S (treatment-
seeking). All comorbid personality disorders are included.
Analysis showed that the distribution of personality
disorders is not random: cluster C personality disorders
have an excess of type S personalities and clusters A and
B have an excess of type R personalities (w2=25.5, d.f.=8,
P=0.0013).

Discussion
To the best of our knowledge this is the first epidemio-
logical study examining the prevalence of personality
disorder in clients of an assertive outreach team. The high
prevalence (92%) may not be generalisable, as the team
concerned has an atypical inner-city clientele and an
interest in personality disorders. The possibility that
chronic illness might be interpreted as personality
disorder cannot be excluded, as this could be a source of
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Table 1. Distribution of personality disorder categories

Patients with disorder (%)

Personality group Primary n (%) Secondary n (%) Gender ratio (M:F)

Odd/eccentric group
Paranoid 9 (13) 28 (16) 2:1
Schizoid 11 (16) 18 (11) 1.7:1

Flamboyant/dramatic/erratic group
Dissocial 15 (22) 22 (13) 2.75:1
Histrionic 2 (3) 25 (15) 1:1
Impulsive 18 (27) 37 (22) 1:1
Borderline 3 (4.5) 9 (5) 1:2

Anxious/fearful group
Anxious 1 (1.5) 10 (6) 0:1
Anankastic 3 (4.5) 8 (4.7) 3:0
Dependent 5 (7.5) 13 (7.6) 1:4

Table 2. Distribution of personality disorders by severity

Personality severity n (%)

No personality disorder 3 ( 4)
Personality difficulty 3 (4)
Personality disorder (simple) 30 (41)
Personality disorder (complex) 30 (41)
Personality disorder (severe) 7 (10)

AfterTyrer & Johnson (1996),Tyrer (2000).

Table 3. Treatment-rejecting (type R) and treatment-seeking (type
S) personality disorders

Personality disorder Type R (%) n Type S (%) n

ParanoidA 25 (89) 3 (11)
SchizoidA 17 (94) 1 (6)
DissocialB 18 (82) 14 (18)
ImpulsiveB 27 (73) 10 (27)
BorderlineB 6 (67) 3 (33)
HistrionicB 15 (60) 10 (40)
AnankasticC 5 (50) 5 (50)
AnxiousC 3 (37) 5 (63)
DependentC 5 (38) 8 (62)

All disorders 121 (71.2) 49 (28.8)

AIncluded under clusterA personality disorders

B Included under cluster B personality disorders

C Included under cluster C personality disorderes
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error (Tyrer et al, 1983). However, the requirement that all
those being interviewed must have extensive knowledge
of the patient reduced the possibility of false positives. It
is also relevant that in a previous study of the case-load
of a community mental health team (Keown et al, 2002),
52% of patients were found to have a personality
disorder, and it might be expected that a higher
proportion would be found in an assertive outreach
team. Some assertive outreach teams exclude those with
personality disorder from their case-load, but this would
be difficult to do in an inner-city area. The findings
suggest that the skills brought to assertive outreach
might well be suitable in setting up the nucleus of a
dedicated service for this group of patients when
planning new developments.

The results also suggest that some of the special
features required for eligibility for an assertive outreach
team - difficulty in engagement, frequent admissions
and crisis presentation, antipathy to intervention - might
be at least as much a consequence of a personality
disorder as of a resistant mental illness. The distinction
between type R and type S disorders may be valuable in
clinical practice, particularly for those contemplating
treatment of patients who have a diagnosis of personality
disorder, but the requirements of an assertive outreach
team probably lead to a bias towards type R personalities.

Declaration of interest
None.

References
CASEY, P. (2000) The epidemiology of
personality disorders. In Personality
Disorders: Diagnosis, Management
and Course (2nd edn) (ed. P.Tyrer),
pp.71-79. London: Arnold.

DEPARTMENT OF HEALTH (1999) A
National Service Framework for Mental
Health. London: Department of Health.

KEOWN, P., HOLLOWAY, F. & KUIPERS,
E. (2002) The prevalence of personality
disorders, psychotic disorders and
affective disorders amongst the
patients seen by a community mental
health team in London. Social
Psychiatry and Psychiatric
Epidemiology, 37, 225-229.

MERSON, S.,TYRER, P., DUKE, P., et al
(1994) Interrater reliability of KD^10
guidelines for the diagnosis of
personality disorders. Journal of
Personality Disorders, 8, 89^95.

MORAN, P., JENKINS, R.,TYLEE, A., et al
(2002) The prevalence of personality
disorder among UK primary care
attenders. Acta Psychiatrica
Scandinavica,102, 52-57.

NATIONAL INSTITUTE FORMENTAL
HEALTH INENGLAND (2003)Personality

Disorder: No Longer a Diagnosis of
Exclusion. Leeds: NIMHE.

TYRER, P. (2000) Personality
Assessment Schedule: PAS-I (ICD-10
version). In Personality Disorders:
Diagnosis, Management and Course
(ed. P.Tyrer), pp. 160-180. London:
Arnold.

TYRER, P. & JOHNSON,T. (1996)
Establishing the severity of personality
disorder. American Journal of
Psychiatry,153,1593-1597.

TYRER, P. & SEIVEWRIGHT, H. (2000)
Studies of outcome. In Personality
Disorders: Diagnosis, Management
and Course (2nd edn) (ed. P.Tyrer), pp.
119^136. London: Arnold.

TYRER, P., STRAUSS, J. & CICCHETTI, D.
(1983) Temporal reliability of personality
in psychiatric patients. Psychological
Medicine,13, 393-398.

TYRER, P., MITCHARD, S., METHUEN,
C., et al (2003) Treatment-rejecting
and treatment-seeking personality
disorders: Type R and Type S.
Journal of Personality Disorders, 17,
265-270.

Maja Ranger Academic Specialist Registrar, Department of Psychological Med-
icine, Imperial College, London, Caroline Methuen Specialist Registrar,
Central NorthWest London Mental Health NHS Trust, London, Deborah
Rutter Research Associate, Imperial College, London, Bharti Rao Assistant
Statistician, Imperial College, London, PeterTyrer Professor, Department
of Psychological Medicine, Imperial College, St Dunstan’s Road, LondonW6 8RP

Ranger et al Prevalence of personality disorder

original
papers

443
https://doi.org/10.1192/pb.28.12.441 Published online by Cambridge University Press

https://doi.org/10.1192/pb.28.12.441

