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The Royal College of Psychiatrists in Scotland has identified personality disorder 
as a clinical and public mental health priority. We aim to promote education and 
awareness, and to campaign for service development in order to ensure the 
best possible outcomes for people with a personality disorder. We will achieve 
this through a 2-year campaign to raise awareness, identify areas of best clinical 
practice, make recommendations for change and break down barriers to effective 
care within and outside of our profession. 

Our full report on personality disorder in Scotland, including a good practice guide, is 
now available on our website. 

The publication of this report is intended to positively change attitudes of clinicians, the 
media and the wider public about the causes, prevalence and treatment of personality 
disorder. The report was put together by the Short Life Working Group on Personality 
Disorder whose membership includes representatives from faculties of RCPsych in 
Scotland, as well as others from various professional backgrounds and those with 
lived experience of the diagnosis. 

Personality disorder in 
Scotland: 
raising awareness,  
raising expectations,  
raising hope

This document will talk about personality disorder (PD) in general, as it is 
likely that many or all of the categories of personality disorder will disappear 
from the new International Classification of Diseases, in favour of an overall 
general category of “personality disorder”. 

This document will utilise the term borderline personality disorder (BPD), 
rather than “emotionally unstable PD”, as this is the term most commonly used 
in the public domain.

https://www.rcpsych.ac.uk/usefulresources/publications/collegereports/cr/cr214.aspx
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Why is personality disorder 
important?
Personality disorder (PD) is a common condition which is costly in terms of its 
impact on people’s lives and in terms of the health and wider social costs of 
functional impairment. People with a diagnosis of PD are generally not well served 
by mental health and other services. However, as stated in the 2003 report[1] on 
personality disorder by the National Institute of Mental Health, PD should be part of 
the legitimate business of mental health services. Despite recent improvements, it 
is not clear that this aim has been achieved. There also remains significant stigma 
around PD which needs to be challenged.

People with a diagnosis of PD are no less deserving of care than people with other 
mental disorders. Working in mental health means working with people with PD 
as this is a common condition, often present alongside other mental disorders 
but often not recognised or formally diagnosed. People are entitled to expect a 
collaborative process of reaching and discussing a diagnosis and formulation as a 
basis for planning appropriate care.

There is a lack of understanding among professionals and the public regarding 
PD. There are effective therapies for the treatment of PD and guidelines for good 
general psychiatric care. We want to ensure that people with a PD are treated 
with compassion, curiosity and empathy by healthcare staff. In all settings, staff 
knowledge, empathy and skills can be improved with training, support and 
appropriate supervision. We want to challenge the stigma around PD, both within 
staff groups and in the public perception of what personality disorder means. 

In this briefing we have provided facts about PD in the hope this will improve 
knowledge and awareness of this common condition.

What is personality disorder?

Personality disorder is usually defined as a deeply ingrained and enduring pattern 
of behaviour and inner experience. This affects thinking, feeling, interpersonal 
relationships and impulse control, and leads to significant functional impairment 
and distress. These patterns tend to affect all areas of life and functioning and tend 
to be inflexible and long lasting.[2][3]
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A simple definition of personality disorder can be summarised as the three Ps:

• Problematic (outside the norm for the society in which they live, a source of 
unhappiness for the person and to others, and to severely limit them in their lives)

• Persistent (a chronic condition over a long period of time, usually emerging in 
adolescence and continuing into adult life)

• Pervasive (there are difficulties in all areas of the person’s life, and how they 
react to the world around them. For example, work, family and relationship to 
sources of help may all be difficult). 

 
Consensus on how personality disorder develops

Most experts in the field subscribe to the biopsychosocial model for understanding 
the development of PD. 

This means that PD develops because of interactions between:

• biologically/genetically determined vulnerabilities 

• early experiences with significant others (attachment experiences)

• the role of social factors in buffering or intensifying problematic personality 
traits.

People with a diagnosis of personality disorder are more likely to have experienced 
a higher number of Adverse Childhood Experiences (ACEs), including childhood 
sexual abuse, inconsistent care and neglect.[7][8] It is important therefore that 
services for people with PD are trauma-informed, whilst also recognising that not 
all those with a PD diagnosis have had these experiences.

How common is personality disorder? 

The prevalence in the general population of all personality disorders is 6–10%.[4][5] 
In specialised psychiatric care, this figure is estimated to rise to more than 50%.[9] 
Community prevalence is equal between males and females, but there is a higher 
prevalence in females in the clinical population, perhaps due to increased help-seeking.

The prevalence in the general population of all personality disorders is 
6–10%.[4][5]

The prevalence of PD is estimated at up to 25%[6] of those in contact 
with primary care, and up to 50% of those in out-patient psychiatric 

contact.[9]
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Personality disorder is present in up to 50% of those in contact with specialist 
psychiatric services. However, it has been well described that there is significant 
under diagnosis of PD in these settings, with less than 8% of all psychiatric 
hospital admissions recorded as having a personality disorder.[5][10]

Co-morbidity with other mental disorders

In addition to the risk of self-harm and suicide, there is evidence a diagnosis of 
personality disorder is strongly associated with the diagnosis of other mental 
disorders, in particular anxiety disorders, affective disorders and substance misuse 
disorders.[4] Having a PD diagnosis also predicts a worse outcome and response to 
treatment, increases the risk of suicide in people with co-morbid mental disorders[11] 
and increases the risk of persistent and addictive drug use.[12]

Physical health and personality disorders

People with a diagnosis of personality disorder have higher morbidity and mortality 
rates than those without this diagnosis. This is due to higher self-harm and suicide 
risk, in addition to a higher incidence and mortality rate from cardiovascular and 
respiratory disease.[13][4]

Difficulties managing relationships with services and professionals may contribute to 
problems accessing appropriate help with physical health conditions, and the high 
prevalence of smoking and substance misuse are likely to be contributing factors.

Service users often describe difficulties interfacing with health professionals 
about physical health care needs, finding that they are often discriminated against 
because of their PD diagnosis. For example, being told that physical symptoms are 
“all in your head”.

Risk of self-harm and suicide

Personality disorders are associated with considerable morbidity, including a high 
rate of deliberate self-harm, and a considerable lifetime risk of completed suicide. 
It is estimated that 75% of people with borderline personality disorder engage in 
deliberate self-harm and lifetime suicide risk in borderline PD is estimated between 
8% and 10%, and in dissocial/antisocial personality disorder is estimated as 5%. 
Particular risk has been described around the time of first diagnosis.[14]

People with a diagnosis of PD have higher morbidity and mortality than 
those without this diagnosis. Life expectancy is 18–19 years shorter.[15]
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Socio-economic cost of personality disorder

A personality disorder diagnosis is also associated with significant functional 
impairment, including low educational achievement, low income, conflict at work 
and unemployment. Several studies have found significant loss of days of productive 
role functioning and social role functioning in people with a PD diagnosis. This 
functional impairment tends to persist over time and remains relatively resistant to 
treatment.[16]

Individuals with a diagnosis of PD utilise more general practice, medical and 
psychiatry services, than those without this diagnosis. Estimates of direct healthcare 
costs and indirect loss of functioning costs are greater than for depression and 
generalized anxiety disorder), and comparable to schizophrenia.[17]

The need for diagnosis

Making a diagnosis of personality disorder relies on an understanding of the 
person’s presentation over a significant period, and ideally with involvement of 
family, friends or others who know the individual well. There is a need to develop 
better understanding of PD and to reduce stigma, whilst acknowledging there are 
different views about this diagnosis. 

It could be considered discriminatory not to make a diagnosis, as this may prevent 
the individual from accessing appropriate information about the disorder, pathways 
to evidence-based care and treatment where available, and it leads to under-
representation of this mental health diagnosis in healthcare planning and policy.

It is essential to best care that staff have access to training on appropriate care and 
treatment for people with a diagnosis of PD, and for staff to engage in reflective 
practice. 

Diagnosis for young people

Making a diagnosis has the value of offering an explanatory framework for young 
people and those caring for them, and most importantly can support them in 
accessing effective therapeutic interventions. There are several studies showing that 
careful diagnosis and time-limited interventions can result in significant reduction in 
symptoms and suffering.[18]

Treatment and recovery

There are effective therapy models for the specialist treatment of people with 
personality disorders. There are common factors from these models which can be 
utilised by staff in all agencies in providing good general care. People are entitled 
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to expect a collaborative process of reaching and discussing a diagnosis which 
should include a formulation and plan for care. 

Recovery is possible. A 10-year prospective follow-up study showed that there was 
sustained remission (no longer meeting criteria for BPD for at least 4 years) for 30% 
of the sample at 4 years, rising to 50 % at 10 years’ follow-up. This demonstrates 
a more hopeful picture of the course of BPD over time.[19]

Available therapies and treatments

• Of all personality disorders, the evidence for efficacy of psychological therapy 
is strongest for BPD.[20][21]

• Although findings support a substantial role for psychotherapy in the treatment 
of people with BPD, this is not yet a very robust evidence base and more 
research is required. The current evidence supports:

 − Dialectical Behavioural Therapy (DBT)

 − Mentalization Based Therapy (MBT)

 − Systems Training for Emotional Predictability and Problem Solving 
(STEPPS)

 − Schema Focussed Therapy (SFT)

 − Transference Focussed Therapy (TFP).

• There are no medications licensed for the treatment of personality disorder.

• There is no evidence for the use of any specific medication for crisis 
management in personality disorder.

• There is no clear evidence for the benefit of long-term hospital admission, but 
services are required for those in crisis. 
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What will the Royal College of 
Psychiatrists in Scotland do 
over the next 2 years?

1. Challenge misconceptions and reduce stigma 
around personality disorders

• The College will campaign to improve knowledge and awareness of 
personality disorder through public and professional educational events, 
engagement with politicians and healthcare providers, and media liaison.

• By producing and disseminating materials about personality disorders 
the College will seek to draw additional awareness to the campaign.

2. Advocate for adequate funding and equal 
service provision for personality disorders 
across Scotland

• The College will engage with politicians and healthcare providers to lobby 
for inclusion of specific actions on personality disorder in the Mental Health 
Strategy.

• The College will encourage each health board to have a personality 
disorder lead and to include personality disorder in mental health plans, 
ensuring availability of both long-term treatment and crisis care.

• The College will promote the establishment of a Managed Clinical Network 
for personality disorder to co-ordinate development of equitable service 
provision across Scotland.

3. Promote best practice in service delivery 
across both primary and secondary care

• By producing and disseminating a report on personality disorder which 
includes a good practice guide, the College will promote best practice in 
service delivery. 

• The College will work jointly with the third sector, those with lived experience 
and the people who support them, to learn about their current and future 
expectations of care. 
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