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The measurement of needs has
become increasingly impor-
tant to mental health profes-

sionals. For example, it is now recog-
nized that in the management of
schizophrenia, needs assessment is
complementary to clinical evaluation
(1). There is agreement on the im-
portance of capturing consumer per-
spectives on illness (2), and assess-
ment of need builds on the work of
Maslow (3), who described a “hierar-
chy of needs” extending from basic
physiological needs to “self-actualiza-
tion” needs.

In a mental health context, needs
include broad domains of health and
social functioning, which are neces-
sary to survive and prosper in the
community. Needs can be assessed
from different perspectives, includ-
ing staff, patient, or caregiver, and
have been differentiated into unmet
needs (current serious problems
whether or not help is given) and met
needs (no or moderate problems be-
cause of help given) (4). In the Unit-
ed Kingdom, the “ability to benefit”
from health care interventions is an
essential component of the U.K. De-

partment of Health’s definition of
need (5).

Internationally, the Camberwell
Assessment of Need (CAN) (4) is the
most widely used need assessment
(1,6–9), and studies using the CAN
suggest that a policy of actively as-
sessing and addressing patient-rated
unmet needs may lead to improved
quality of life (10). Nevertheless, sur-
veys with standardized assessments
have found high levels of unmet need
in populations of people with mental
illness (11,12), suggesting that needs
are sometimes overlooked by infor-
mal needs assessment (13). In addi-
tion, although community studies
consistently record high rates of psy-
chiatric disorders, it is not clear to
what extent these rates reflect the
met or unmet need for treatment
(14). This uncertainty is particularly
the case for personality disorders; re-
cent estimates of community preva-
lence in the United States are as high
as 15 percent (15).

Patients with personality disorders
certainly place a high demand on
health and social services (16–18).
One explanation for this high de-
mand might be that such patients
have a significantly greater number
of unmet needs. However, no studies
have examined the association be-
tween personality disorders and
need. We set out to examine the as-
sociation between unmet need and
personality disorders in a sample of
psychiatric inpatients from the Unit-
ed Kingdom. We tested the hypothe-
sis that among psychiatric inpatients,
the presence of a personality disor-
der would be independently associat-
ed with a significantly greater mean
number of unmet needs.
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Objective: This study sought to examine the association between unmet
need and personality disorders in a sample of psychiatric inpatients.
The authors tested the hypothesis that the presence of a personality dis-
order would be independently associated with a significantly greater
number of unmet needs. Methods: A total of 153 psychiatric inpatients
from four acute hospital wards serving an inner-city borough in Lon-
don, United Kingdom, received standardized assessments of need and
personality disorder by use of the Camberwell Assessment of Need
Short Assessment Schedule and Structured Clinical Interview for
DSM–IV Personality Disorders. Results: Fifty-four percent of the sam-
ple had a personality disorder. The presence of a personality disorder
was associated with greater unmet need. In multiple regression analy-
ses, after adjustment was made for the effects of all covariates, severity
of personality disorder was significantly associated with unmet need.
Personality disorder was significantly associated with greater need in
eight of 22 domains of need: self-care, psychotic symptoms, psychologi-
cal distress, risk to self, risk to others, alcohol use, sexual expression,
and budgeting. Conclusions: Personality disorder was found to be inde-
pendently associated with a greater level of unmet need among psychi-
atric inpatients. The study highlights for the first time the importance
of a comprehensive assessment of need for patients with personality dis-
orders. (Psychiatric Services 57:538–543, 2006)
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Methods
Sample
We followed standard data collection
protocols approved by the internal re-
view board of the Maudsley Hospital
research ethics committee. The study
was conducted across four mixed-sex,
general adult acute psychiatry wards
serving an inner-city borough of Lon-
don. The wards were divided be-
tween two hospital sites, and recruit-
ment took place between April and
August 2004. All inpatients during
the study period were eligible for in-
clusion. Patients who were unable to
complete an interview in English
were excluded, as were those too dis-
turbed to cooperate with a research
interview. Potential participants were
given written and verbal information
about the study, and written informed
consent was obtained. Each partici-
pant received £10 ($17.50) for taking
part in the study. A total of 345 people
were inpatients during the course of
the study. Over the study period, 97
patients left the wards before they
could be invited to participate, 15 pa-
tients did not speak sufficient Eng-
lish, and nine patients were too dis-
turbed, which left a potential pool of
224 patients, of whom 153 (68 per-
cent) took part in the study.

Assessments
The first author evaluated all partici-
pants. Sociodemographic data were
obtained. The Duke-UNC Function-
al Social Support Questionnaire (19)
was included, because we anticipated
that social support might confound an
association between personality dis-
orders and unmet need. The ques-
tionnaire measures social support by
using eight five-category Likert-for-
mat questions; possible scores range
from 8 to 40, with higher scores indi-
cating poor social support. The Cam-
berwell Assessment of Need Short
Assessment Schedule (CANSAS) (4)
assesses the presence of met and un-
met need in 22 health and social do-
mains (shown in Table 2). For each
domain, patient responses are scored
as unmet need (current serious prob-
lem, regardless of any help received),
met need (no or moderate problem
because of help given), no need, or
not disclosed. The summary unmet
need score is the number of domains

with an unmet need; it ranges from 0
to 22, with higher scores indicating
more unmet need.

The Alcohol Use Disorders Identi-
fication Test (AUDIT) (20) is a ten-
item screening test for alcohol use
disorders that covers the domains of
excessive alcohol intake, dependence,
and problems related to drinking. A
score between 0 and 40 is generated,
with scores of 8 or more indicating
harmful use of alcohol, and those of
16 or more indicating alcohol de-
pendence. Patients completed a
checklist about their use of nonpre-
scribed drugs over the previous 12
months.

The Structured Clinical Interview
for DSM–IV Personality Disorders
(SCID-II) (21) was administered.
The assessment of personality disor-
der took place at the end of the as-
sessment of needs, in order to mini-
mize the possibility that knowledge
of personality status would bias the
other clinical assessments. Patients
were grouped according to the pres-
ence or absence of any personality
disorder. In addition, the severity of
the personality disorder was rated on
the basis of Tyrer and Johnson’s crite-
ria (22). According to these criteria,
severity of personality disorder can
be grouped into one of four levels: no
personality disorder, personality dif-
ficulty, simple personality disorder
(either a single personality disorder
or multiple personality disorders
within the same cluster), and diffuse
personality disorder (two or more
personality disorders from different
clusters).

After the assessment, OPCRIT
(23) was used to review participants’
case records to generate an axis I di-
agnosis based on the current illness
episode (23).

Power calculation
The primary outcome variable in this
study was the mean number of unmet
needs. In a previous U.K. study,
Boardman and colleagues (24) re-
ported that the mean±SD number of
unmet needs in a sample of acutely
unwell psychiatric adult inpatients
was 5±3. A prestudy power calcula-
tion indicated that use of a total sam-
ple of 150 would permit detection of
a 2.5 unit increase (from 5 to 7.5) in

the mean number of unmet needs
among those with a personality disor-
der at the 5 percent level with a high
probability (power greater than 80
percent).

Statistical analysis
Analyses were performed with SPSS
(version 10) (25). A strategy for the
statistical analysis of the association
between personality disorder and un-
met need was drawn up before the
data were inspected. The data were
initially inspected to examine the
baseline characteristics of the study
sample. The statistical association be-
tween mean level of unmet need and
personality disorder was examined by
using a t test. Associations between
individual domains of need and per-
sonality disorder were examined by
using chi square tests and odds ratios.
Univariate associations between per-
sonality disorder and other baseline
measures, and between unmet need
and baseline measures, were exam-
ined by using chi square tests (cate-
gorical variables), t tests, one-way
analysis of variance (for normally dis-
tributed continuous variables), and
Mann-Whitney tests (for skewed
continuous variables). The associa-
tion between personality disorder
and unmet need was examined for
possible sources of confounding by
using stepwise linear regression
modeling. Covariates were included
in the model if they were significant-
ly associated with unmet need
(p<.05) on a priori grounds (age and
gender) or if the variable had previ-
ously been shown to be associated
with unmet need (8).

Results
No statistically significant differences
were found between the 153 partici-
pants and the 71 nonparticipants in
terms of age or gender. However,
compared with nonparticipants, a
greater proportion of participants
were voluntary patients as opposed to
involuntary inpatients (χ2=5.28, df=1,
p=.02). Participants were also more
likely to have shorter hospital stays
than nonparticipants (Mann-Whitney
U=1,728, p=.005).

The mean±SD age of participants
was 39.1±11.1 years. Ninety-three
participants (61 percent) were male,
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and 106 participants (69 percent)
were single. Sixty-nine participants
(45 percent) were white, 64 (42 per-
cent) were black, and 20 participants
(13 percent) belonged to another
ethnic group. Sixty-three partici-
pants (41 percent) were living alone
before hospital admission. The me-
dian duration of illness was ten years,
with an interquartile range of four to
21 years. Ninety-one participants (60
percent) described being in regular
contact with a community mental
health team before their admission.
Fourteen participants (9 percent)
were in their first episode of contact
with psychiatric services. Partici-
pants’ mean±SD score on the Duke-
UNC Functional Social Support
Questionnaire was 22.1±8.2. The
mean number of unmet needs was
3.6±2.8.

In terms of axis I diagnoses, 40 par-
ticipants (26 percent) had a schizo-
phrenia-related disorder (schizophre-
nia, schizoaffective disorder, or schiz-
ophreniform disorder); 33 (22 per-
cent), delusional disorder; 31 (20 per-

PSYCHIATRIC SERVICES ♦ ps.psychiatryonline.org ♦ April 2006   Vol. 57   No. 4554400

TTaabbllee  11

Prevalence and severity of personality
disorders in a sample of 153 psychi-
atric inpatientsa

Variable N %

Personality disorder
Paranoid 37 24
Schizotypal 24 16
Schizoid 8 5
Histrionic 2 1
Narcissistic 16 11
Borderline 27 18
Antisocial 38 25
Avoidant 20 13
Dependent 10 7
Obsessive-compulsive 33 22

Diagnostic cluster
A 53 35
B 55 36
C 49 32

Any personality disorder 83 54
Severity of personality 
disorder

None 36 24
Personality difficulties 34 22
Simple personality disorder 36 24
Diffuse personality disorder 47 31

a The types of personality disorder sum to
more than 153 because many participants
with “any personality disorder,” satisfied cri-
teria for more than one category of personal-
ity disorder.

TTaabbllee  22

Likelihood of having unmet need among 153 psychiatric inpatients, by whether or
not they had a personality disorder

No personality Personality
disorder disorder 
(N=70) (N=83)

Domain of need N % N % OR 95% CI

Accommodation
No need 42 60 46 55 1
Need 28 40 37 45 1.21 .63–2.30

Food
No need 55 79 58 70 1
Need 15 21 25 30 1.58 .76–3.31

Home upkeep
No need 58 83 58 70 1
Need 12 17 25 30 2.08 .96–4.54

Self-care
No need 65 93 66 80 1
Need 5 7 17 20 3.35∗ 1.17–9.61

Daytime activity
No need 42 60 51 61 1
Need 28 40 32 39 .94 .49–1.81

Physical health
No need 49 70 47 57 1
Need 21 30 36 43 1.79 .91–3.50

Psychotic symptoms
No need 46 66 28 34 1
Need 24 34 53 64 3.63∗∗∗ 1.85–7.11
Not disclosed 0 — 2 2

Information about treatment
No need 45 64 44 53 1
Need 25 36 39 47 1.60 .83–3.06

Psychological distress
No need 39 56 32 39
Need 31 44 50 60 1.97∗ 1.03–3.76
Not disclosed 0 — 1 1

Risk to self
No need 55 79 48 58 1
Need 15 21 35 42 2.67∗∗ 1.30–5.48

Risk to others
No need 68 97 1 1 1
Need 1 1 67 81 15.22∗∗ 1.96–118.51
Not disclosed 1 1 1 1

Alcohol use
No need 63 90 64 77 1
Need 7 10 19 13 2.67∗ 1.05–6.80

Drug use
No need 66 94 72 87 1
Need 3 4 11 13 3.36 .90–12.58
Not disclosed 1 1 0 —

Company
No need 52 74 55 66 1
Need 18 26 28 34 1.47 .73–2.97

Intimate relationships
No need 56 80 60 72 1
Need 13 19 23 28 1.65 .76–3.57
Not disclosed 1 1 0 —

Sexual expression
No need 63 90 56 68 1
Need 7 10 25 30 4.02∗∗ 1.61–10.00
Not disclosed 0 — 2 2

Child care
No need 64 91 79 95 1
Need 5 7 3 4 .49 .11–2.11
Not disclosed 1 1 1 1

Basic education
No need 62 89 70 84 1

Continues on next page
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cent), psychosis not otherwise speci-
fied; and 37 (24 percent), affective
disorder (major depression, mania, or
hypomania). Twelve participants (8
percent) had no axis I diagnosis. On
the AUDIT questionnaire, 24 partici-
pants (16 percent) had scores indicat-
ing dependence on alcohol, 15 (10
percent) had scores indicating harm-
ful use of alcohol, and 114 (75 per-
cent) reported no alcohol misuse.
Seventy-four participants (48 per-
cent) had used nonprescribed drugs
in the year before recruitment; 64 (42
percent) admitted using cannabis, 19
(12 percent) had used crack cocaine,
13 (8 percent) had used other forms
of cocaine, and 15 (10 percent) had
used heroin.

Table 1 shows the prevalence and
severity of personality disorder.

Of the 153 participants, 83 (54 per-
cent) met all DSM criteria for any
type of personality disorder (referred
to as any personality disorder in Table
1). Of these 83 participants, 36 (24
percent of the total sample) met Tyr-
er and Johnson’s criteria (22) for sim-
ple personality disorder, and 47 (31
percent) met Tyrer and Johnson’s cri-
teria for diffuse personality disorder.
Tyrer and Johnson define a diffuse
disorder as meeting all DSM criteria
for two or more personality disorders;

the two or more disorders must be
from different clusters.

The presence of a personality disor-
der was associated with more unmet
need (t=–3.83, df= 151, p<.001), but
no association with met need was
found. Participants with personality
disorders were also more likely to re-
port alcohol misuse (χ2=6.75, df=2,
p=.03) and use of nonprescribed
medication (χ2=12.43, df=1, p<.001).
No statistically significant associa-
tions were found between personality
disorder and any other sociodemo-
graphic or clinical variable.

Univariate associations between
personality disorder and individual
domains of need are presented in
Table 2. Personality disorder was sig-
nificantly associated with greater
need in eight of 22 domains of need:
self-care, psychotic symptoms, psy-
chological distress, risk to self, risk to
others, alcohol use, sexual expression,
and budgeting.

Unmet need was significantly asso-
ciated with being white (F=3.38, df=
2, 150, p=.04), being of no fixed
abode (F= 4.25, df=3, 149, p=.007),
misusing alcohol (F=9.92, df=2, 150,
p<.001), using nonprescribed drugs
(t=–2.75, df=151, p=.007), not having
regular contact with psychiatric serv-
ices before admission (t=2.79, df=

151, p=.006), and having poor social
support (F=10.83, df=1, 151, p=
.001). These variables were entered,
along with severity of personality dis-
order, age, gender and axis I diagno-
sis, into a stepwise linear regression
model of unmet need. The coeffi-
cients from the final regression mod-
el are shown in Table 3. Severity of
personality disorder remained signifi-
cantly associated with unmet need,
even after the analysis adjusted for
the effects of all covariates. The mod-
el was tested for an interaction be-
tween personality disorder and alco-
hol misuse, but no such interaction
was found.

Discussion
In this study, the presence of a per-
sonality disorder was robustly and in-
dependently associated with the
number of unmet needs. The associa-
tion was highly significant, and in a
linear regression model, the severity
of personality disorder was the
strongest predictor of unmet need.
Specific domains of need associated
with the presence of a personality dis-
order were self-care, psychotic symp-
toms, psychological distress, risk to
self, risk to others, alcohol use, sexual
expression, and budgeting.

The associations between personal-
ity disorder and need in the domains
of psychotic symptoms and psycho-
logical distress are consistent with re-
search showing that the presence of a
comorbid personality disorder can
make mental illness more resistant to
treatment (26–28). Personality disor-
der has been shown to be predictive
of future violence and suicidal behav-
ior in samples of persons with mental
disorders (29–31). Our additional
finding of a significant association be-
tween personality disorder and self-
reported need in the domains of risk
to self and others is consistent with
this previous research and highlights
the importance of thoroughly assess-
ing for a personality disorder as part
of the general risk assessment of all
adult psychiatric patients.

The association of personality dis-
order with greater need in the do-
mains of self-care (difficulties in
keeping clean and tidy), sexual ex-
pression (dissatisfaction with sex life),
and budgeting (problems in the daily
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TTaabbllee  22

Continued from previous page

No personality Personality
disorder disorder 
(N=70) (N=83)

Domain of need N % N % OR 95% CI

Need 8 11 13 16 1.44 .56–3.70
Telephone access or use

No need 60 86 70 84 1
Need 10 14 13 16 1.11 .46–2.72

Transport use
No need 54 77 59 71 1
Need 16 23 23 28 1.32 .63–2.75
Not disclosed 0 — 1 1

Budgeting
No need 59 84 55 66 1
Need 10 14 28 34 3.00∗∗ 1.34–6.75
Not disclosed 1 1 0 —

Benefits
No need 33 47 46 55 1
Need 37 53 37 45 .72 .38–1.36

∗p<.05
∗∗p<.01

∗∗∗p<.001
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management of finances) has not pre-
viously been demonstrated, and these
areas are rarely identified as priorities
for assessment or intervention in psy-
chiatric treatment settings. This study
identified their specific importance
among persons with personality dis-
orders, and attention should be given
to ensuring that they are routinely
considered in the management of in-
dividual patients as well as in needs-
based service planning.

Numerous studies have examined
the prevalence of personality disor-
ders in psychiatric hospital popula-
tions, although no previous study has
examined the association between
personality disorder and needs. Simi-
larly, previous psychiatric surveys of
need have tended to concentrate on
populations of psychotic patients and
have not examined the service needs
of patients with personality disorders.
The overall prevalence of personality
disorder in this study was 54 percent.
It is difficult to compare this figure
with prevalence estimates from previ-
ous studies of personality disorder
from the United States or indeed the
United Kingdom because of differ-
ences in sampling strategy, diagnostic
criteria, and assessment methods. In
addition, changes in service provision
in the United Kingdom, character-
ized by a reduction in availability of
inpatient beds, are likely to have con-
tributed to a concentration of the
most complex cases in hospitals, with
consequent changes in the inpatient
prevalence of personality disorder
over time.

This study had important limita-
tions. Ninety-seven patients left the
wards before they could be asked to

participate in the study, which high-
lights the mobility of the acute psy-
chiatric inpatient population in the
United Kingdom and also raises the
possibility of selection bias. Never-
theless, 68 percent of those ap-
proached agreed to participate. Al-
though there were no significant dif-
ferences between participants and
nonparticipants with regard to age or
gender, the nonparticipants may have
differed on other characteristics,
which we were unable to determine.
As in other studies of personality dis-
order that have been conducted in
acutely ill populations, the diagnosis
of a personality disorder may have
been biased by abnormal mental
state at the time of assessment (32).
The association between personality
disorder and need in the domain of
psychotic symptoms may reflect this
bias. Furthermore, such bias is likely
to exaggerate the strength of some of
the detected associations, because
psychopathology is known to be asso-
ciated with need in the domains of
psychological distress, risk to self,
and risk to others (1). Nevertheless,
recent evidence indicates that al-
though the diagnostic status of pa-
tients with personality disorders may
change significantly over time, func-
tional status improves less signifi-
cantly (33). Such findings add weight
to the argument that the needs of pa-
tients with personality disorders
should be assessed early in the treat-
ment process, as was the case in this
study. In order to reduce the possi-
bility of knowledge of personality dis-
order status biasing the assessment of
needs, we conducted the assessment
of personality after the assessment of

need. However, it is possible that
knowledge of needs status biased our
assessment of personality.

Finally, we did not assess the level
of services actually provided to our
participants and so were unable to de-
termine whether the unmet needs
identified by our participants were
known to service providers. Further-
more, it is unknown whether the
presence of a personality disorder is
associated with systematic differ-
ences in the perception of need. Oth-
er research has shown that staff and
service users may give different ac-
counts of need (34,35), and therefore
future research in this area should
aim to incorporate the perspectives of
both staff and users.

Conclusions
In this study, personality disorder was
associated with greater levels of un-
met need among psychiatric inpa-
tients, specifically in the domains of
self-care, psychotic symptoms, psy-
chological distress, risk to self, risk to
others, alcohol use, sexual expression,
and budgeting. Clinically, these find-
ings highlight for the first time the
importance of a comprehensive as-
sessment of need among patients
with personality disorders. Further-
more, the association between per-
sonality disorder and risk to self and
others means that assessment of per-
sonality disorders provides important
information for the management of
risk. From a research perspective, our
findings suggest that future epidemi-
ologic studies of personality disorder
should incorporate measures of need.
The findings need to be replicated in
other countries, and it also remains to
be seen whether these findings in an
inpatient population generalize to
persons who receive care in commu-
nity settings.
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