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Objective: The comparable severities of cluster B personal-
ity disorders and schizophrenia are increasingly recognized.
The authors sought to compare the general medical
and psychiatric comorbid conditions and use of medical
services among individuals with one or both of these
disorders.

Methods: Data were collected from the linked health
administrative databases of Quebec’s universal health plan
in the Quebec Integrated Chronic Disease Surveillance Sys-
tem, which covers 99% of Quebec’s population. The study
cohort of 2016–2017 included almost 7.05 million people,
and the study covered the 1996–2017 period.

Results: Comorbid conditions were extremely prevalent in
the three groups studied—persons with cluster B personal-
ity disorders, schizophrenia, or both—compared with the
general population. People having both disorders had the
highest prevalence of comorbid conditions. Psychiatric

services were used more frequently by individuals in all
three groups than among those in the general population,
and use was especially high among people with both disor-
ders. Medical care service use was heterogeneous, with
patients with cluster B personality disorders using more
medical care services but fewer specialized outpatient
treatments and psychotherapy than those with schizophre-
nia or with both disorders.

Conclusions: The three cohorts had higher rates of comor-
bid conditions and health care service use than individuals
in the general population. Patients with cluster B personality
disorders used fewer psychiatric services than patients with
schizophrenia or with both disorders. One explanation for
this differencemay be that people with cluster B personality
disorders encounter more obstacles in accessing mental
health care services.
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Schizophrenia is considered the most severe psychiatric dis-
order, from both a clinical and a research point of view (1,
2). In contrast, cluster B personality disorders (e.g., narcissis-
tic, borderline, histrionic, and antisocial disorders) are not
always considered severe mental illnesses (3). This difference
might explain the asymmetric attention these personality dis-
orders have received by researchers and clinicians.This asym-
metry is reflected in the number of published research
studies: 3,127 studies for schizophrenia versus 613 for person-
ality disorders (4). Similar patterns can be seen for the medi-
cations approved for treatment of these mental illnesses (5).
Furthermore, in Quebec several evidence-based treatment
models for schizophrenia, such as first-onset programs or asser-
tive community treatment teams (6), have largely been imple-
mented, whereas similar models for treating people with
personality disorders have only recently been proposed (7).

The discrepancy in expenditures for research or treatment
of these two disorders is not proportional to their respective
prevalence. The prevalence of schizophrenia is around 0.7%
(8) and that of cluster B personality disorders about 3.3%

(9). In terms of excess mortality, schizophrenia has a stan-
dardized mortality ratio (SMR) of 2.6 (8), and cluster B
personality disorders have an SMRbetween 3.7 (female outpa-
tients) and 10.8 (female inpatients) (10). A recent Danish study
of linked health administrative databases of their complete
population reported a slightly higher SMR of 2.57 for schizo-
phrenia and 2.26 for personality disorders, compared with the

HIGHLIGHTS

• Patients with cluster B personality disorders, schizophrenia,
or both disorders had a high prevalence of general medical
and psychiatric comorbid conditions and used medical
and mental health services at high levels.

• Patients with cluster B personality disorders used more
medical services but received less psychotherapy than
those with schizophrenia and those with both disorders.

• Patients with cluster B personality disorders may face
higher barriers to accessing mental health care services.

1392 ps.psychiatryonline.org Psychiatric Services 72:12, December 2021

http://ps.psychiatryonline.org


general population (11). These observations indicate that peo-
ple with schizophrenia and cluster B personality disorders
experience a significant loss of life expectancy compared
with the general population (3, 12–14). In addition to the estab-
lished data showing reduced life expectancy, patients with
cluster B personality disorders have general medical and psy-
chiatric comorbid conditions that affect their quality of life
and functional status (15–17). Finally, cluster B personality dis-
orders are associated with high levels of mental health service
use (18–21) and with elevated societal costs (22). The societal
costs for cluster B personality disorders and schizophrenia are
similar in Europe, estimated at 40,441 euros (23) and 43,561
euros (24) per person per year, respectively.

As shown by the aforementioned Danish study (11), which
used national health administrative databases to compare
causes of increasedmortality rates, use of data from large pop-
ulation registers can provide a more complete picture of the
differences and similarities between schizophrenia and per-
sonality disorders in terms of comorbid conditions and med-
ical service use. In Canada, such a universal health plan is
administered by each province as part of a national universal
health system, offering free access to medical visits and hospi-
talizations (25). The administrative databases for health sur-
veillance and research are located in Quebec. The Quebec
Integrated Chronic Disease Surveillance System (QICDSS)
(26) is a data source that can be used to study comorbid
conditions and service use among individuals with cluster B
personality disorders or schizophrenia. Here,we sought to com-
pare the prevalence of general medical and psychiatric comor-
bid conditions and the use of health care services (including
psychotherapy by physicians) among patients with cluster B
personality disorders, schizophrenia, or both disorders, com-
pared with prevalence and use in the general population.

METHODS

Data Source and Population
Our method of data collection and analysis for cluster B per-
sonality disorders has been previously described (12). Like
other Canadian provinces, Quebec has a public managed
care system for health and social services. More than 99%
of nearly 8 million residents in Quebec are included in the
QICDSS (12). A quality study of the QICDSS (13) showed
that at least 95% of psychiatrists’ health care claims include
a diagnosis, and nearly 90% of all claims include one diagno-
sis. Since 1996, the QICDSS (26) links, by personal health
insurance numbers, five databases: physician claims, hospital-
ization, registration, death registry, and public drug plan.
Physicians’ claims for general health and psychiatric disorders
were registered with ICD-9 codes, whereas hospitalizations
were registeredwith ICD-10 codes that were released in 2006.

We conducted a population-based observational study of
Quebec residents ages $14 years who were insured under
the provincial health program (R�egie d’assurance maladie
du Qu�ebec) between April 1, 1996, andMarch 31, 2017. A initial
period of 5 years (from April 1, 1996, to March 21, 2001),

during which data were collected and not reported, was
used to ensure stability of the system by that time. QICDSS
databases contain open, dynamic, population, and administra-
tive data that are collected prospectively.

The database used for this study was designed to meet
administrative needs and might have had some flaws for
research purposes. For example, the database is updated regu-
larly, and slight differences in numbers for the groups analyzed
appeared over time. Since figures and tables were not created
from data collected at the same time, we note that very minor
differences appeared in the sample sizes of the cohorts.

Cases and Variables
A group composed of four psychiatrists (L.C., P.D., E.V., A.L.)
and one psychologist (Dr. Lise Laporte at the Department of
Psychiatry, McGill University) working within the Quebec
health care system with expertise in the treatment of person-
ality disorders prepared the case definitions. (All of the
experts worked in specialized programs across three different
administrative networks.) The case definition was obtained
via consensus after two multisite work sessions. The main
objective for the selectionwas to obtain themost clinically rel-
evant data. All selected ICD-9 codes were clinical indicators
included in or close to the construct of a cluster B personality
disorder. In short, this procedure transformed an ICD-9 diag-
nosis into aDSM category.We included all ICD diagnoses with
code 301.9 (personality disorder unspecified) as part of cluster
B because the expert group noted that this code is commonly
used to describe borderline personality disorder. Cluster B
personality disorders were defined as the presence of a diag-
nosis for this disorder (ICD-9 codes 3011, 3013, 3015, 3017,
3018, or 3019). For schizophrenia, ICD-9 code 295 was used
and its ICD-10 equivalent. Psychiatric disorders were those
designated by ICD-9 codes 290–319 and ICD-10 equivalents
as chosen by the Public Health Agency of Canada using the
Canadian Chronic Disease Surveillance System (26).

Prevalence rates represented rates of comorbid psychiatric
and other medical conditions for patients reported between
1996 and 2017. The definition of a psychiatric hospitalization
was any hospitalization in a psychiatric institute or having
received a psychiatric diagnosis in any acute care hospital
(ICD-9 codes 290–319). For emergency room visits, our indi-
cator was the average number of visits during a year. Psychi-
atric and nonpsychiatric visits were captured separately. We
also calculated themean annual number of psychiatric consul-
tations (by psychiatrists and family doctors) according to the
physician specialty recorded in the physician claim.

Outcomes
Comorbid conditions. We identified comorbid conditions
using both physician claim and hospitalization files. An indi-
vidual was considered to have a comorbid condition if they
had a record with a diagnosis of a comorbid condition in
the physician claim file or in the hospital discharge report
between 1996 and 2017. The comorbid conditions reported
in Table 1 are thus cumulative for the year 2016–2017.
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TABLE 1. General medical and psychiatric comorbid conditions among people with diagnoses of cluster B personality disorders,
schizophrenia, or both disorders and the general populationa

Cluster B personality
disorders

(N5204,210)
Schizophrenia
(N570,705)

Cluster B personality
disorders and
schizophrenia
(N540,150)

General
population

(N56,686,820)

Comorbid condition
(ICD-9 code) N % 99% CI N % 99% CI N % 99% CI N % 99% CI

Psychiatric comorbid conditions and substance use disorders

Psychiatric disorders
except cluster B
personality disorders
(290–319)

194,165 95.1 94.5–95.6 70,380 99.5 98.6–100 40,140 100.0 98.7–100 3,423,265 51.2 51.1–51.3

Anxio-depressive disorders
(296, 300, 311, 313)

181,950 89.1 88.6–89.6 63,015 89.1 88.2–90.0 39,330 98.0 96.7–99.2 2,725,580 40.8 40.7–40.8

Affective psychoses (296) 64,525 31.6 31.3–31.9 33,600 47.5 46.9–48.2 28,730 71.6 70.5–72.7 243,245 3.6 3.6–3.7
Adjustment disorders (308,

309)
115,800 56.7 56.3–57.1 25,290 35.8 35.2–36.4 24,540 61.1 60.1–62.1 1,040,560 15.6 15.5–15.6

ADHD (314) 18,420 9.0 8.8–9.2 2,370 3.4 3.2–3.5 2,695 6.7 6.4–7.1 166,535 2.5 2.5–2.5
Developmental delay and

ASD (299, 315, 317–319)
8,370 4.1 4.0–4.2 5,460 7.7 7.5–8.0 5,280 13.2 12.7–13.6 64,660 1.0 1.0–1.0

Alcohol use disorder
(303.0, 303.9, 305.0)

41,375 20.3 20.0–20.5 19,820 28.0 27.5–28.5 19,730 49.1 48.2–50.0 223,095 3.3 3.3–3.4

Drug use disorders
(304.0–304.9,
305.2–305.7, 305.9)

52,180 25.6 25.3–25.8 16,735 23.7 23.2–24.1 20.030 49.9 49.0–50.8 184,865 2.8 2.7–2.8

General medical comorbid conditions

Infectious disorders
(000–139)

145,410 71.2 70.7–71.7 45,360 64.2 63.4–64.9 31,350 78.1 77.0–79.2 3,372,065 50.4 50.4–50.5

Tumors (140–239) 100,320 49.1 48.7–49.5 32,715 46.3 45.6–46.9 18,975 47.3 46.4–48.2 2,820,640 42.2 42.1–42.2
Endocrine system disorders

(240–279)
113,465 55.6 55.1–56.0 45,265 64.0 63.2–64.8 27,795 69.2 60.0–68.2 2,972,745 44.5 44.4–44.5

Diabetes (250) 33,355 16.3 16.1–16.6 16,900 23.9 23.4–24.4 9,930 24.7 24.1–25.4 867,565 13.0 12.9–13.0
Nervous system disorders

(320–389)
160,835 78.8 78.3–79.3 54,005 76.4 75.5–77.2 33,220 82.7 81.6–83.9 4,313,190 64.5 64.4–64.6

Alzheimer’s disease
(290–331)

12,080 5.9 5.8–6.1 8,355 11.8 11.5–12.2 5,105 12.7 12.3–13.2 173,055 2.6 2.6–2.6

CNS inflammatory illnesses
(320–327)

3,675 1.8 1.7–1.9 1,095 1.5 1.4–1.7 915 2.3 2.1–2.5 53,990 .8 .8–.8

CNS hereditary
degenerative diseases
(330–337)

16,000 7.8 7.7–8.0 10,510 14.9 14.5–15.2 7,880 19.6 19.1–20.2 222,640 3.3 3.3–3.3

Other CNS syndromes
(330–337)

59,650 29.2 28.9–9.57 16,390 23.2 22.7–23.7 13,210 32.9 32.2–33.6 975,675 14.6 14.6–14.6

Epilepsy (345) 9,650 4.7 4.6–4.9 4,165 5.9 5.7–6.1 4,015 10.0 9.6–10.4 100,500 1.5 1.5–1.5
Peripheral nervous system

disorders (350–359)
48,625 23.8 23.5–24.1 12,530 17.7 17.3–18.1 8,875 22.1 21.5–22.7 984,920 14.7 14.7–14.8

Eye and annexes diseases
(360–379)

50,370 24.7 24.4–25.0 20,925 29.6 29.1–30.1 11,560 28.8 28.1–29.5 1,527,055 22.8 22.8–22.9

Ear and mastoid bone
disorders (380–389)

102,880 50.4 50.0–50.8 31,725 44.9 44.2–45.5 20,585 51.3 50.4–52.2 2,603,995 38.9 38.9–39.0

Cardiovascular disorders
(390–459)

123,525 60.5 60.0–60.9 44,520 63.0 62.2–63.7 27,090 67.5 66.4–68.5 3,308,025 49.5 49.4–49.5

Respiratory disorders
(460–519)

179,780 88.0 87.5–88.6 57,000 80.6 79.7–81.5 34,975 87.1 85.9–88.3 4,946,625 74.0 73.9–74.1

Digestive disorders
(520–579)

153,375 75.1 74.6–75.6 50,315 71.2 70.3–72.0 32,420 80.7 79.6–81.9 3,704,385 55.4 55.3–55.5

Genito-urinary disorders
(580–629)

154,330 75.6 75.1–76.1 47,770 67.6 66.8–68.4 29,465 73.4 72.3–74.5 4,073,885 60.9 60.8–61.0

Congenital disorders
(740–759)

32,735 16.0 15.8–16.3 9,630 13.6 13.3–14.0 7,045 17.5 17.0–18.1 686,200 10.3 10.2–10.3

Nervous system
abnormalities (742)

780 .4 .3–.4 280 .4 .3–.5 265 .7 .6–.8 9,520 .1 .1–.1

continued
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Psychiatric and nonpsychiatric hospitalizations. Admissions
to a psychiatric or general hospital with a main diagnosis of
a psychiatric disorder (ICD-10 codes F00–F99), which could
also be listed in the hospital discharge file, were considered
psychiatric hospitalizations. All other hospital admissions
were considered nonpsychiatric hospitalizations.

Emergency visits. Emergency visits were determined by physi-
cian claims recorded in an emergency department. The psychi-
atric emergency visits were the claims billed by physicians for a
psychiatric disorder diagnostic code (ICD-9 codes 290–319).

Psychiatric consultations and general practitioner and other
specialist visits. Physician claims by a psychiatrist or physi-
cian for a psychiatric disorder diagnostic code (ICD-9 codes
290–319) were considered psychiatric consultations. Physician
claims billed by a general practitioner with a diagnosis code
other than for psychiatric disorders were considered general
practitioner visits. Physician claims billed by a specialist other
than a psychiatrist with a diagnosis code other than for psychi-
atric disorders were considered other specialty visits.

Psychotherapy. Psychotherapy was determined with physi-
cian claims billed by a general practitioner or a psychiatrist
using a psychotherapy fee code.

Statistical Analyses
All service analyses were done on the cumulative impact of
personality disorders or schizophrenia (life time cases) among
individuals ages $14 years with a confidence interval (CI) of
99%.We then computed the mean annual number of psychi-
atric and nonpsychiatric hospitalizations. We also calculated
the average annual number of psychiatric consultations (by
psychiatrists and family physicians). We conducted all the
analyses using SAS Enterprise Guide, version 7.1. The govern-
ment organizations legally possessed the patient charts. The
Public Health Ethics Committee and the Quebec Commission
of Access to Information evaluated and approved the process
of access to the QICDSS data.

RESULTS

Sample
The study cohort of 2016–2017 included 7.05 million people,
of whom 50.5% (N53,561,939) were women, with a mean

age of 47.6 years. The cluster B personality disorder group
had a mean age of 47.7 years and comprised 55.9%
(N5137,611) women, the schizophrenia group had a mean
age of 49.7 years and had 46.1% (N552,035) women, and
the cluster B personality disorder and schizophrenia group
had a mean age of 47.6 years and comprised 47.1% (N5
19,148) women.

Comorbid Conditions
All general medical and psychiatric comorbid conditions
recorded in the database were more common among people
living with cluster B personality disorders, schizophrenia, or
both disorders than among the general population (Table 1).
Prevalence rates were comparable in the three groups with
these clinical disorders. However, substance dependence
and developmental disorders (i.e., intellectual disability and
autism spectrum disorder) were more frequently reported
in the group with both cluster B personality disorders and
schizophrenia than among individuals in the two single-
disorder groups.

Hospitalizations
The rate of psychiatric hospitalizations was higher for a per-
son living with schizophrenia, or with both cluster B person-
ality disorders and schizophrenia, than for those with a
cluster B personality disorders alone (Figure 1). Nonpsychiat-
ric hospitalization rates among patients with cluster B person-
ality disorders were similar to those among the general
population but were significantly lower for those with schizo-
phrenia or both disorders than for those in the general
population.

Number of Hospitalization Days
Among those hospitalized, the age-adjusted mean number
of days per psychiatric hospitalization during 2016–2017
for cluster B personality disorders (12.0 days, 99% CI5
11.9–12.0) was very similar to that of the general population
(11.9 days, 99% CI511.9–12.0). Individuals with schizophrenia
alone had mean days per hospitalization (26.3, 99% CI5
26.2–26.4) that were significantly longer than those for
patients with both schizophrenia and cluster B personality
disorders (23.7, 99% CI523.6–23.8).

TABLE 1, continued

Cluster B personality
disorders

(N5204,210)
Schizophrenia
(N570,705)

Cluster B personality
disorders and
schizophrenia
(N540,150)

General
population

(N56,686,820)

Comorbid condition
(ICD-9 code) N % 99% CI N % 99% CI N % 99% CI N % 99% CI

Peripartum disorders
(764–779)

11,905 5.8 5.7–6.0 2,290 3.2 3.1–3.4 1,810 4.5 4.2–4.8 250,630 3.7 3.7–3.8

Traumas (800–999) 186,910 91.5 91.0–92.1 61,360 86.8 85.9–87.7 37,760 94.0 92.8–95.3 5,064,810 75.7 75.7–75.8

a ADHD, attention-deficit hyperactivity disorder; ASD, autism spectrum disorder; CNS, central nervous system.

CAILHOL ET AL.

Psychiatric Services 72:12, December 2021 ps.psychiatryonline.org 1395

http://ps.psychiatryonline.org


Emergency Services
Whereas the rate of psychiatric emergency department visits
was higher among patients in the schizophrenia group (11.2%,
99% CI510.8–11.6) than among those in the cluster B person-
ality disorders group (7.2%, 99% CI57.1–7.4), we observed the
opposite for nonpsychiatric emergency department visits
(29.1%, 99% CI528.6–29.8, and 33.9%, 99% CI533.6–34.2,
respectively) (Figure 2). Patients with both schizophrenia
and cluster B personality disorders had significantly more
emergency department visits for both psychiatric (20.8%,
99% CI520.1–21.6) and nonpsychiatric (41.8%, 99% CI5
40.9–42.8) reasons.

Outpatient Services
The use of outpatient services appeared to be higher for the
three groups with the clinical disorders than for the general
population (Figure 3). The level of service use was different
for psychiatric visits (the mean number of visits per year for
both schizophrenia and cluster B personality disorders,
schizophrenia, and cluster B personality disorders was 5.77,
99% CI55.73–5.81; 3.99, 99% CI53.97–4.02; and 0.87, 99%
CI50.86–0.87, respectively) than for visits with general prac-
titioners or other specialists (mean number of visits per year
for cluster B personality disorders, both schizophrenia and
cluster B personality disorders, and schizophrenia was 3.03,
99% CI53.02–3.04; 2.69, 99% CI52.67–2.72; and 2.23, 99%
CI52.22–2.25, respectively).

Psychotherapies
The mean number of annual visits with psychiatrists for psy-
chotherapy services was 0.02 (99% CI50.02–0.02) for the
general population, 0.22 (99% CI50.21–0.22) for patients
with cluster B personality disorders, 0.58 (99% CI50.57–
0.59) for patients with schizophrenia, and 0.96 (99% CI5
0.95–0.98) for patients with both disorders in 2016–2017
(Figure 4).

DISCUSSION

In a previous study, we estimated the prevalence of cluster B
personality disorders for the province of Quebec as well as
service use, excess rates, and causes of death (12).We found
lower life expectancy among patients with cluster B personal-
ity disorders than among patients with schizophrenia, espe-
cially due to suicide but also for all other causes of death
(12). To our knowledge, this study is the first to provide infor-
mation on the combination of cluster B personality disorders
and schizophrenia. We not only further substantiated the
severity of these two disorders, separately and combined,
but also their associations with patterns of service use and
comorbid psychiatric and other medical conditions.

First, levels of psychiatric comorbid conditions were quite
high among individuals in the three clinical groups compared
with the levels of these conditions in the general population,
but they were especially high among those having both disor-
ders. Only attention-deficit hyperactivity disorder was more
highly represented in the groupwith cluster B personality dis-
orders than in the other two clinical groups. General medical
conditions, such as neurological pathologies (i.e., epilepsy,
neurodegenerative illnesses, and neurocognitive disorders),
were more represented in all three clinical groups.

Second, and similarly, the use of psychiatric services (hos-
pitalizations, emergency room visits, psychotherapy, and con-
sultation visits) was more frequent in all three groups than in
the general population, but it was highest among individuals
with both disorders. Surprisingly, those with cluster B person-
ality disorders used far less psychiatric outpatient services and
psychotherapies than did patients with schizophrenia or both
disorders.The patterns of service use for general medical care

FIGURE 2. Annual emergency department visits for psychiatric
and nonpsychiatric reasons among people with cluster B
personality disorders (PDs), schizophrenia, or both, compared
with the general populationa
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a Emergency department visits in 2016–2017 in Quebec among people
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group.

FIGURE 1. Annual prevalence of psychiatric and nonpsychiatric
admissions among people with diagnoses of cluster B
personality disorders (PDs), schizophrenia, or both disorders,
compared with the general populationa
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a Prevalence of hospital admissions in 2016–2017 in Quebec among
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between 1996 and 2016. Ns indicate the number of persons in each
group.
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were also heterogeneous among the three groups. Patients
with cluster B personality disorders used more medical care
services than those with schizophrenia or both disorders. A
possible explanation is that patients with cluster B personality
disorders are less welcomed in regular psychiatric services
than in the other health services available freely in Quebec’s
managed care system.

However,when psychiatric and general medical care serv-
ices were combined, a clear pattern emerged with respect to
severity of diagnoses: the prevalence rates of comorbid condi-
tions and patterns of service use were higher in the combined
disorders group than for schizophrenia and cluster B person-
ality disorders alone. Alternatively, when we focused on the
severity of general health conditions, the order was modified,
with cluster B personality disorders having the highest sever-
ity, followed by schizophrenia.These observations on the high
rates of general medical comorbid conditions among those
with cluster B personality disorders converge with a large
body of work (16), revealing that nonsuicide-related mortality
and morbidity rates are higher in this population (3, 12, 27). In
addition to the severity conferred by the higher than expected
level of general medical comorbid conditions, we can better
understand the feeling of being overwhelmed among those
with cluster B personality disorders as reported by family doc-
tors in an Australian survey (28).The combination of increased
general medical conditions and reduction in well-being would
partially explain the high level of service use in both popula-
tions (21).

Our epidemiological data converge with a field of research
on the common vulnerabilities (genetic, neurotoxic, and envi-
ronmental), linking mental health with neurological and gen-
eral medical conditions (29, 30). Traditional nosography has
distinguished the two disorders for centuries (31). Clinically,
this approach often leads to efforts to distinguish the two dis-
orders rather than to consider them as appearing in combina-
tion (32). However, the two disorders may clinically co-occur,
for example, when patients with personality disorders may
present with auditory hallucinations (33) or with executive
functioning or memory difficulties (34); these patients may
also be treated with antipsychotic medications (35). The
results in this study indicate that clinicians judge the comor-
bidity between the two disorders to be frequent and that it
is a marker of increased disorder severity. Therapeutic and
organizational strategies remain to be determined and should
be organized in view of this clinical reality.

This study had various limitations. In particular, the diag-
noses were not established with standardized questionnaires.
Nonetheless, at least one study has compared results from
administrative databases with findings from epidemiological
studies, enabling us to conclude that such databases, despite
having a weak sensitivity, can yield data with a strong specif-
icity for personality disorders (36). It is indeed possible that
the population captured in this study represents the patients
with themost severe cluster B personality disorders in contact
with specialist and general health services. The cohort in this
study corresponded to a subgroup of patients in contact with

medical services and for whom a personality disorder is rec-
ognized as a problem serious enough to merit a diagnosis.
More importantly, this study did not allow us to note the activ-
ities of psychologists and other mental health workers,
whether in private clinics or in the local community health
clinics, because such clinical activities are not captured by
the QICDSS. Last, when the analyses were controlled for
sex, we could not obtain other confounding factors such as
socioeconomic status or age.

We can add other points of comparison with existing data
in the literature documenting higher health care service use
among those with cluster B personality disorders compared
with control populations (12, 20, 37). Patients with schizo-
phrenia are known to have the highest level of service use
(11). Our data show that the severities of the schizophrenia

FIGURE 4. Mean number of psychotherapy sessions among
people with diagnoses of cluster B personality disorders (PDs),
schizophrenia, or both disorders, compared with the general
populationa
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FIGURE 3. Annual psychiatric, nonpsychiatric specialist, and
general practitioner visits among people with diagnoses of
cluster B personality disorders (PDs), schizophrenia, or both,
compared with the general populationa
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and cluster B personality disorders can be similar.We should
therefore expect a similar pattern of psychiatric service use.
The differences we observed here could be explained by his-
torical aspects, such as schizophrenia being traditionally con-
sidered by some clinicians as a more severe illness and
therefore more important in psychiatric settings. Other differ-
ences may arise from relatively new data supporting the treat-
ability of borderline personality disorder through various
psychotherapies or schizophrenia’s response to pharmacolog-
ical treatments, which are the focus of medical and financial
attention. Mostly, we are acutely aware of the overwhelming
stigma (38, 39) associated with cluster B personality disorders
and how this stigma and problems in health care organization
can interfere in all aspects of health care for patients with
these disorders. In all cases, none of the above hypotheses
can justify the status quo of a discrepancy in health care pro-
vision for individuals with cluster B personality disorders
compared with those with schizophrenia. Continued study
of health care models, practices, and financing for patients
is needed.

This study had multiple strengths. Notably, it had signifi-
cant power of scale because we used data from an entire pop-
ulation in a Canadian province. Second, the findings of this
study have both clinical and economical relevance because
we inquired about diagnoses that require significant levels
of care and thereby affect the overall health care budget.
This study also reflects the complex reality of clinical practice
more accurately than previous epidemiological population
surveys or tertiary care clinic registers.

CONCLUSIONS

The results of this study highlight a variety of critical perspec-
tives on clinical care of people with cluster B personality dis-
orders. Our findings reinforce the similarities in disorder
severities in terms of comorbid conditions and service use
not only of cluster B personality disorders and schizophrenia
separately but also of the two disorders combined. Individuals
with both schizophrenia and cluster B personality disorders
are not usually considered in formal studies of interventions
or therapeutics. Moreover, despite the high severity of their
mental disorder (i.e., mortality, including suicide, and general
medical comorbid conditions), patients with cluster B person-
ality disorders appear to receive less treatment overall than do
patients with similarly severe disorders.
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