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With better methods of iden-
tifying personality disor-
ders it is becoming in-

creasingly apparent that personality
disorder in secondary health care is a
significant clinical issue. Studies have
indicated that over half of patients
seen in community mental health
services have a personality disorder
when formally assessed (1). This pro-
portion increases to up to 90% of pa-
tients in specialist teams such as those
concerned with assertive outreach

(2). Despite these facts, personality
disorder is often poorly recognized,
and it is likely that underdiagnosis
prevents effective management strat-
egies from being implemented. Al-
though the standard conceptual view
of personality as having distinct cate-
gories of disorder is challenged from
several sources (3,4), there is wide-
spread agreement that, however it is
measured, personality pathology cre-
ates additional psychopathology, diffi-
culties in management, and social

dysfunction (5,6). The difficulties in-
clude the basic maintenance of ac-
commodation, nutrition, safety, and
self-care, as well as the ability to in-
teract successfully with others.

Measures of social dysfunction are
well established; they record prob-
lems in interpersonal functioning and
an inability to manage optimally with-
in current social structures (7). What
is not clear is how this dysfunction af-
fects the day-to-day running of spe-
cialist psychiatric services. It might be
expected that increased severity of
personality problems would lead to
an increase in social dysfunction be-
cause personality disorder impairs the
ability of people not only to function
within a social context but also to seek
help effectively. This has led some ex-
perts to advocate for assessing per-
sonality pathology with a severity ap-
proach rather than with the potential-
ly unstable categorical system in use
(8). The social dysfunction in combi-
nation with the difficulties in seeking
help has the potential to lead to
greater problems than the impact of
any axis I disorder, thus increasing the
need for community teams to recog-
nize and manage this problem more
effectively. This is in part a result of
the configuration of services, primari-
ly aimed toward axis I disorder.

A major problem with the manage-
ment of social dysfunction among
persons with personality disorder is
the difficulty that such patients have
in accessing the normal structures
that might be able to assist them in
society. These difficulties suggest that
other strategies need to be provided
to maximize function and quality of
life. Although pharmacological and
psychological interventions are avail-
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able (9,10), the former has a limited
evidence base and the latter is rarely
used outside of a research setting.
For many patients and clinicians, the
management of personality disorder
is as likely to focus on broader social,
environmental, and contextual issues
in the relief of primary symptoms
(11). This can only be done if person-
ality disorder is recognized adequate-
ly and a clear understanding of its im-
pact on functioning is reached.

The purpose of this study was to
test the null hypothesis that severity
of personality disorder does not affect
the objective or subjective social
functioning of patients in a psychi-
atric secondary care setting.

Methods
Sample
Data were collected between January
2001 and February 2002 in four ur-
ban centers in England as part of a
large survey examining drug or alco-
hol problems co-occurring with psy-
chiatric problems among patients
served by both community mental
health teams and alcohol and drug
services (12). The methodology of the
data collection is described fully else-
where (12). Briefly, a two-phase meth-
odology was used. In phase 1 a case-
load census identified the sampling
frame of all patients receiving psychi-
atric services. All key workers were
identified and sent a questionnaire to
complete. In phase 2, a total of 400
patients were selected at random to
be interviewed. All four of the com-
munity mental health teams studied
conformed to the accepted definition
of a community team (13). All pa-
tients were under the care of a con-
sultant psychiatrist and had a care co-
ordinator assigned to them. The in-
terview sample represented psychi-
atric patients in a secondary urban
care setting. Ethical approval for the
collection of data was provided by the
local research ethics committee cov-
ering each of the four study centers.
After complete description of the
study to the participants, written in-
formed consent was obtained.

Assessments
Assessments of both axis I and axis II
diagnoses were completed as well as
those for axis V (social functioning).

The axis I diagnosis was obtained
from preliminary data provided by
key workers and confirmed with Op-
erational Criteria for Diagnosis (14)
on the basis of review of case notes.
Depressive symptoms were meas-
ured with the Montgomery-Asberg
Depression Rating Scale (15), anxiety
symptoms were assessed with the
Brief Scale for Anxiety (16), and total
psychopathology was assessed with
the Comprehensive Psychopathologi-
cal Rating Scale (17). Axis II diag-
noses were determined with the
Quick Personality Assessment Sched-
ule (PAS-Q) (18), a rapid and easily
applied form of the personality
schedule (19) that allows for categor-
ical and cluster diagnosis of personal-
ity disorder. Because there is some
debate about the relative value of in-
dividual diagnosis, severity of person-
ality disorder was also derived from
the PAS-Q according to the method
of Tyrer and Johnson (20). All of
these tools were used to assess the
impact of personality function on so-
cial functioning.

Social functioning was assessed in
two ways. First, an objective measure
of social need was obtained with the
Camberwell Assessment of Need
(CAN) (21). It measures the objec-
tive needs of patients across 22 do-
mains. The scores indicate whether a
need is met, partially met, or unmet,
and a larger score indicates a greater
level of unmet need. The Social
Functioning Questionnaire (SFQ)
(22) was used to provide a subjective
assessment of social functioning from
the patient’s perspective. It measures
eight domains of social functioning
on a Likert 4-point scale and gives a
total score between 0 and 24, with
higher scores indicating worse social
functioning.

Statistical analysis
The data set was analyzed with SPSS,
version 14.0. This program was used
to correlate personality disturbance
and its severity with factors associated
with social function. Spearman’s rho
and the Mann-Whitney U tests were
used to assess simple correlations be-
tween personality disorder, severity of
the disorder, axis I disorder, and social
outcome as measured by the CAN
and SFQ. Regression modeling was

used to account for potential con-
founding between axis I and axis II di-
agnoses. The statistical assumptions
of linear regression modeling were
assessed, and the data set conformed
to them. Because of the nature of de-
scriptive studies and the large data set
available to examine, the risk of a type
I error was overcome by using prede-
termined criteria for analysis and
clustering personality disorder into
clinically relevant groups (clusters A,
B, and C in DSM-IV). Statistical sig-
nificance at the p=.01 level was re-
quired to further minimize type I er-
ror because most data analysis did not
allow for statistical correcting (with
Bonferroni or other similar methods).

Results
The caseload census revealed 2,566
current patients (phase 1). All key
workers were sent a questionnaire to
complete; the response rate was 99%
(N=2,528). In phase 2, a total of 400
of these patients were selected at ran-
dom to be interviewed. A total of 282
patients (71%) agreed to be inter-
viewed. The major reason for nonre-
sponse was refusal by 66 patients
(17%). The interviewed patients were
included in this analysis. The general
demographic data are shown in Table
1. All participants except five (2%)
had at least one psychiatric diagnosis,
and there was significant overlap be-
tween axis I and axis II disorders.
Thirty-nine percent of patients had a
diagnosis of a personality disorder,
and many had two or more personali-
ty disorders. The most common axis I
diagnosis was schizophrenia (56%),
and almost one in four patients was
diagnosed as having major depression
(24%). The sample was predominant-
ly white (69%), and participants were
living in their own accommodation
(65%). Employment was uncommon,
with 10% of patients in paid employ-
ment. Only 7% had a formal career.

There was a close correlation be-
tween social dysfunction, social need,
and axis II diagnosis (Table 2). This
correlation was significant across per-
sonality disorder clusters A, B, and C.
This strong correlation was not found
with all axis I disorders. The presence
of a psychotic disorder did not have
an independent effect on objective
social functioning, and a diagnosis of
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a drug disorder was also not signifi-
cant for subjective functioning. A di-
agnosis of alcohol use disorder was
not related to social dysfunction on
any measure.

Because of the potential overlap
between diagnoses and the high co-
morbidity of personality disorders in
this sample, we used regression mod-
eling (both individual linear and mul-
tiple stepwise modeling) to assess the
independent impact of the various di-
agnoses on social dysfunction. This
approach allowed for estimation of
the individual variance of axis I and II
diagnoses on social dysfunction as
well as of the combined impact of
overall morbidity. We performed par-
allel analysis of the CAN and SFQ
data to provide the most comprehen-
sive analysis. The axis I diagnoses of
psychotic disorder, depression, anxi-
ety disorder, and alcohol dependence
and drug dependence were included
in this model together with severity of
personality disorder (Table 3).

The nature of an axis I or axis II
diagnosis accounted for less than
half of the variance for each of these
social dysfunction measures. How-
ever, both measures also showed
that the greatest degree of variance
was accounted for by the diagnosis
of depression and more severe per-
sonality disorder. The CAN showed
a small but significantly independ-
ent effect for the presence of a drug
use diagnosis or psychotic disorder,
but neither model showed an inde-
pendent effect of social dysfunction
by alcohol diagnosis or anxiety disor-
der. Both models also showed a de-
gree of colinearity between the diag-
noses of personality disorder and
axis I disorder, suggesting that co-
morbid disorders contributed to
worse social dysfunction.

Discussion
This study attempted to dissect the
impact of mental and personality dis-
orders on the individual patient’s
ability to integrate fully with the so-
cial environment. Results showed
that both major depression and per-
sonality disorder had a significant
negative impact on social function-
ing, whereas the effects of other axis
I disorders generally became in-
significant when these factors were
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Demographic characteristics of 282 patients with axis I or axis II disorders who
were receiving secondary care services in an urban setting

Characteristic N %

General
Age (M±SD) 41±11.5
Male 160 57
White 194 69
Married or cohabiting 46 16

Psychiatrica

Any diagnosis 277 98
Schizophrenia 157 56
Major depression 68 24
Anxiety 52 18
Personality disorder 111 39

Cluster A 19 7
Cluster B 52 18
Cluster C 72 26

Alcohol dependence 9 3
Drug dependence 14 5
Inpatient 22 8
Comprehensive Psychopathology Rating Scale score (M±SD)b 22±15

Social
Age when patient’s education ceased (M±SD) 16±2
Higher education 83 29
Paid employment 29 10
Independent accommodation 182 65
Formal career 19 7
No children 214 76
Victim of assault 57 20
Suicide attempt 100 35
Social Functioning Questionnaire score (M±SD)c 8±5

a Many patients had two or more diagnoses.
b Possible scores range from 0 to 204, with higher scores indicating greater psychopathology. Scores

higher than 20 indicate severe psychopathology.
c Possible scores range from 0 to 24, with higher scores indicating worse social functioning. 
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Correlations of personality and mental disorders with scores on the Camberwell
Assessment of Need and the Social Functioning Questionnaire for 282 patients
with axis I or axis II disorders who were receiving secondary care services in
an urban setting

Camberwell Assessment Social Functioning
of Need Questionnaire

Disorder Test p Test p

Personality disorder
Typea –5.0 <.001 –7.0 <.001

Cluster A –3.0 .003 –3.0 .004
Cluster B –5.0 <.001 –4.0 <.001
Cluster C –3.0 <.001 –6.0 <.001

Severityb .3 <.001 .4 <.001
Major depression –7.0 <.001 –8.0 <.001
Psychotic disorder –2.0 ns –5.0 <.001
Anxiety disorder –6.0 <.001 –6.0 <.001
Alcohol dependence –2.0 ns –.9 ns
Drug dependence –3.0 <.001 –.2 ns

a Correlations between personality disorder and no personality disorder were calculated with the
Mann-Whitney U test (z score reported).

b Severity was calculated with Spearman’s rho (correlation coefficient reported).



taken into account. There are sever-
al possible explanations for these
findings: the disorders with no sig-
nificant association may have little
impact on social function, or the dis-
orders with no significant association
may create social dysfunction only
when co-occurring with personality
disorder, or the psychiatric disorder
itself may minimize the patient’s in-
sight as to social need (and possibly
that of an objective observer) when
need in fact exists, or the findings
may simply be due to chance.

The possibility of a chance finding
is unlikely but cannot be completely
dismissed. Although the danger of a
type I error was minimized by limit-
ing the number of analyses, testing a
priori hypotheses, and increasing the
level of significance to p=.01, there
remains the possibility that some of
the significant associations could have
occurred by chance. Similarly, the
possibility that many axis I disorders
have no social impact whatsoever is
highly unlikely. Individual correla-
tions of diagnosis and social function-
ing suggest that there was an associa-
tion between axis I disorder and so-
cial dysfunction. The literature sup-
ports the presumed negative impact
of alcohol use disorders (23), anxiety
disorders (24), psychotic disorders
(25), and drug use disorders (26) in
patients’ lives. This study’s findings
highlight that this association is also

true of personality disorders, whether
measured globally, by diagnostic clus-
ters, or by severity. Although some
psychiatric disorders may diminish
the ability of a patient to understand
the extent to which his or her disor-
der, particularly chronic psychosis,
contributes to social dysfunction, the
structure of the CAN compensates
for this by including objective meas-
ures carried out by key workers. Re-
gression modeling of the impact of
mental disorder on the CAN scores
compared with the SFQ scores in-
deed showed a broader range of ef-
fects of mental disorder, although
both alcohol use disorders and anxi-
ety disorders had no significant im-
pact in this analysis.

Because these data are based on a
cross-sectional survey, they provide
associative information only, a “snap-
shot” of the association between per-
sonality disorder, axis I disorder, and
social functioning. No formal treat-
ment for personality disorder was giv-
en, and all participants received only
standard community treatment. Al-
though these limitations mean that
caution is needed in interpreting the
results, they also represent a prag-
matic picture of personality disorder
and its effects in standard, everyday
practice.

Our interpretation of these findings
is that the social dysfunction associat-
ed with alcohol and drug use disor-

ders, psychosis, and anxiety disorders
is generally well recognized by com-
munity mental health teams, and its
impact is likely to be minimized.
However, the social consequences of
depression and personality disorder
are more resistant to standard care.
Chronic depression (which may be a
reflection of depression and comor-
bid personality disorder in which the
personality disorder is unrecognized)
is difficult to manage effectively and
is associated with deterioration of so-
cial function (27). This may also be
true of personality pathology and may
contribute to difficulties with inter-
personal engagement and pervasive
problems in integrating into a com-
munity. The evidence of colinearity of
these diagnoses (comorbidity with
each component exerting an inde-
pendent downward effect) is in line
with recent reviews showing that the
outcome in depression with personal-
ity disorder is worse than that of de-
pression alone (28).

Conclusions
The results of this study stress the im-
portance of effective recognition and
management of personality disorders
because they are significantly associ-
ated with social dysfunction. They
further highlight the independent
contributions of personality disorder
and depression to social dysfunction
when both disorders are present and
gives additional reasons why person-
ality status should not be ignored.
Despite the focus on axis I disorders
in specialist psychiatric care, social
dysfunction remains a problem in de-
pression, particularly in the presence
of comorbid personality pathology.
The findings also suggest that novel
approaches to improving social func-
tioning by addressing the needs of pa-
tients with personality disorder would
be an appropriate way forward. Al-
though several approaches are avail-
able (29–31), the ideal application for
each remains to be determined.
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Multivariate regression analysis of scores on the Camberwell Assessment of
Need and the Social Functioning Questionnaire for 282 patients with axis I or
axis II disorders who were receiving secondary care services in an urban setting

Proportion (%)
of total 

Measure and variable B SE β p variance (R2)a

Camberwell Assessment of Needb

Personality disorder 1.4 .4 .2 <.001 14%
Major depression .5 .1 .5 <.001 29%
Drug dependence 3.6 1.1 .2 <.001 5%
Psychotic disorder 1.6 .6 .1 .05 2%

Social Functioning Questionnairec

Personality disorder 1.6 .3 .2 <.001 20%
Major depression .5 .1 .5 <.001 36%

a Variance is explained by axis I and axis II disorders. Individual R2 values were derived from the cu-
mulative R2 in neighboring models and are not additive because there is some colinearity between
variables.

b Anxiety disorder and alcohol use disorder were eliminated from the model. 
c Anxiety disorder, drug dependence, alcohol dependence, and psychotic disorder were eliminated

from the model.
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