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Abstract
Objective  The aim of this study was to explore GPs’ views 
and experiences of managing patients with personality 
disorder (PD), and their views on the role of the Improving 
Access to Psychological Therapies (IAPT) programme as a 
support service.
Design  In-depth interviews, analysed thematically.
Participants  Fifteen GPs (7 women and 8 men) of varying 
age and clinical experience, working in practices that 
differed in terms of the socio-demographic characteristics 
of their patient populations.
Setting  Twelve general practices based in the West of 
England, UK.
Results  GPs described patients with PD as being 
challenging to work with and that this work required 
dedicated time and care. They described experiencing 
particular difficulty with monitoring their patient’s mental 
health, as well as having little knowledge about the 
efficacy or availability of treatments for their attenders 
with PD. They were aware that this patient population 
often experienced poor mental health and reported a 
propensity for them to fall into the gap between primary 
and secondary mental health services, leaving GPs with 
little choice but to improvise their own management plans, 
which occasionally involved funding third-sector treatment 
options. In terms of IAPT services’ role in managing these 
patients, GPs wanted shorter waiting times, better inter-
agency communication, more highly trained therapists and 
more treatment options for patients with PD. They also 
wanted the service to be able to ‘hold’ patients with PD in 
treatment over a longer period than currently offered.
Conclusions  Findings suggest that, overall, GPs did not 
consider National Health Service mental health services to 
offer an effective treatment for patients with PD. While they 
considered the IAPT programme to be a valuable service 
for patients with less complex mental health needs, such 
as depression and anxiety; they felt that the current 
service provision struggled to meet the needs of patients 
with more complex mental health needs, as exemplified by 
people with PD.

Background
People with personality disorder (PD) have 
pathological personality traits accompa-
nied by impairments in interpersonal func-
tioning.1 About 4% of the general population 
meet diagnostic criteria for PD;2 although 
prevalence is much higher among primary 

care attenders3 and mental health service 
users.4 PD is associated with poor physical 
and mental health, and substantial healthcare 
costs at the level of primary and secondary 
care.5–11 

The treatment of people with PD remains 
one of the most challenging areas in mental 
health, primarily because individuals with the 
disorder manifest their main problems when 
interacting with others, including health-
care practitioners. Indeed, research shows 
both clinicians and mental health workers 
find managing patients with PD difficult.12 13 
PD affects the practitioner–patient relation-
ship, as misunderstandings and difficult 
exchanges between patients and healthcare 
practitioners are not uncommon, and consis-
tency, clarity and forward planning are all 
important in managing the relationship.14 In 
fact, the term PD has often been used in a 
pejorative sense, as a diagnosis of exclusion. 
Consequently, attention to the condition has 
vacillated between attempts to dismiss it as a 
non-diagnosis, or to regard it as a specialist 
subject in psychiatry deemed outside the 

Strengths and limitations of this study

►► This is the first study to detail GPs’ views and expe-
riences of managing patients with personality dis-
order (PD), and their views on Improving Access to 
Psychological Therapies (IAPT) services in relation to 
meeting the mental health needs of these patients.

►► Data were collected using in-depth interviews that 
enabled GPs to raise issues that were salient to 
them.

►► The GPs interviewed were able to refer patients with 
PDs and depression to local IAPT services, but not all 
IAPT services in the UK accept these patients. Thus, 
our participants may have held views about the role 
of IAPT services that differ from those held by GPs 
working in other areas.

►► The diagnosis of PD is usually made in secondary 
care and, it is possible that GPs were speaking about 
patients who did not have a formal diagnosis of PD.
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scope of mental illnesses, GPs might be expected to iden-
tify and treat.15

Primary care is the frontline of service delivery in the 
National Health Service, but how GPs should manage 
these patients remains unclear due to the lack of evidence 
about which treatment or management approach would 
be most effective.16 We also know very little about how 
GPs currently manage these patients as, to date, no study 
has explored their views and experiences of doing so. 
Clinicians and mental health workers find managing 
patients with PD difficult,12 13 and that GPs might view the 
management of PD as beyond the scope of primary care 
and requiring specialist services.15

The main referral option for GPs for patients with PD 
and depression is a referral to psychological services—via 
the Improving Access to Psychological Therapies (IAPT) 
programme. This programme was established in England 
in 2008 to improve patient access to psychological inter-
ventions, in particular to cognitive behavioural therapy 
(CBT). The programme was expanded in 2011 to include 
the treatment of individuals with depression and anxiety, 
and co-morbid PD,17 but this expansion was not accompa-
nied by additional training for IAPT practitioners in how 
to manage this complex patient group. It was also not 
accompanied by evidence supporting the effectiveness or 
feasibility of treating people with PD in this setting. Two 
recent national reports indicate that only 46.6% of those 
entering IAPT services achieve recovery status at the 
end of treatment,18 and there is evidence that variance 
in recovery status is partly explained by the presence of 
personality pathology.19

To determine how these patients should be managed, 
and whether primary care is a context within which this 
can be done, the aim of this study was to explore GPs’ 
views and experiences of managing patients with PD, 
and their views on the role of the IAPT programme as a 
support service.

Methods
Patient and public involvement
As part of a wider study aiming to identify the best treat-
ment for patients with PDs attending IAPT services, the 
study was discussed with three individuals diagnosed with 
PD. They provided feedback on the aims of the study, its 
design and study documents, including patient informa-
tion sheets and topic guides.

GP telephone interviews
GPs were informed about the study by two Central 
Research Networks (CRNs) based in the West of England 
between May 2017 and August 2017. The CRNs were 
asked to approach practices registered with them that 
varied in terms of the socio-demographic characteristics 
of their patient populations.

Sixty-four practices were approached and 19 agreed to 
take part. Within the 19 participating practices, 22 GPs 
agreed to be interviewed. From these, we purposefully 

sampled 15 GPs of varying age and gender, working 
within 12 practices that differed in terms of the socio-de-
mographic characteristics of their patient populations. 
Data collection continued until saturation of key themes 
was reached, that is no new themes were identified in the 
later interviews. The interviews were held by telephone, 
to encourage practitioner participation, and because 
well-planned telephone interviews can gather the same 
material as those held face-to-face.20

The interviews were conducted by an experienced qual-
itative researcher (Lydia French) who was not known to 
the study participants. A topic guide was used to ensure 
consistency across the interviews. The guide was based 
on the aims of the research, a review of relevant litera-
ture and the research team’s knowledge of PD and the 
IAPT programme. The guide included questions about 
GPs’ views and experiences of managing patients with 
PD, how they felt mental health services responded to the 
patient group, whether they thought it was appropriate 
for this patient group to be managed within IAPT services 
and what they thought an effective mental health service 
would need to offer these patients. The interviews were 
held between 01 May 2017  and 01 October 2017, and 
lasted between 20 and 30 min.

Data analysis
Data collection and analysis proceeded in parallel, so that 
insights from the initial interviews could inform later data 
collection. Interviews were audio-recorded, fully tran-
scribed and analysed thematically in accordance with the 
process outlined by Braun and Clarke21. Initially, Lydia 
French and Katrina Turner  independently read a sample 
of transcripts to identify emerging themes and to develop 
a preliminary coding frame. They then met to discuss 
their coding. Once the coding frame had been agreed, 
transcripts were uploaded to NVivo22 and electronically 
coded. The researchers then read and re-read data under 
each code to identify key themes and deviant cases.

Results
The characteristics of the 15 GPs interviewed are detailed 
in table 1. Below, themes relating to GPs’ views and expe-
riences of managing patients with PD are reported before 
their views on IAPT.

GPs’ experiences of managing patients with PD
Most GPs interviewed described patients with PD in 
negative terms, using adjectives, such as ‘dislikeable’ and 
‘manipulative’. They portrayed them as living chaotic 
lives with a history of substantial adversity across their 
lives, including child abuse, domestic violence and major 
financial difficulties.

I guess personality difficulties are those people who 
have a background that suggests sort of a chaotic 
or difficult lifestyle that have had presumably, diffi-
cult childhood, lots of drug changes, drug and alco-
hol misuse, they have chaotic lifestyles with lots of 
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terminations of pregnancies so often there’s a back-
ground to their behaviour really and I guess that kind 
of alerts you to the kind of person that you’re dealing 
with. GP 3, Male

GPs described consultations with patients who had 
PD as unpredictable, challenging and requiring careful 
management in terms of how they communicated with 
the patient and how regularly they saw the patient. 
They depicted them as having multiple, complex health 
complaints, which they often struggled to communicate 
with the GP.

I think they’re challenging, I try not to think of them 
as a problem group but you never really know where 
you are with them or what you are actually dealing 
with because they can be very bad at communicating 
the problem and because there are often lots of phys-
ical and mental health complaints it is hard to know 
where to begin and what to treat first. GP 11, Female

Challenging consultation behaviour
GPs reported patients with PD to be frequent attenders 
who were often unaware of the amount of practice 
time they required compared with other patients. They 
also described them as attending cyclically and typi-
cally at times of personal crisis, when other services had 
discharged them from care. Yet many GPs also described 
their patients with PD as regularly missing appointments 
and not engaging with health and social care services 
when referred for further investigation, treatment or 
support.

So, a classic example would be the lady I spoke about 
earlier. She doesn’t really engage in the mental health 
services that she’s offered so she has—she repeatedly 
presents to us, to A&E, calling the CRISIS team and 
then doesn’t engage in any of the package of help 
that she’s offered. She just seems to bounce from one 
crisis to the next, but I suppose that is the nature of 
the condition. GP 1, Female

As a consequence of this erratic attendance, GPs found 
it difficult to track patients’ health over the longer term, 
and to assess their level of risk.

It’s difficult. We end up having to assume that if there 
is a problem they will attend and if there isn’t they 
won’t. If a patient doesn’t turn up, which happens a 
lot, we really have no idea how they are or how at risk 
they might be. GP 7, Male

The challenge of treating in primary care
GPs described multiple challenges when trying to meet 
the needs of patients with PD, including having little 
knowledge about PD; having little knowledge about the 
efficacy or availability of talking therapies in primary and 
secondary care for patients with PD, and of not knowing 
which mental healthcare services to refer patients with 
PD for further treatment due to changing guidelines.

Referrals being knocked back and patients falling in the gaps 
between services
All the GPs interviewed described the propensity for 
patients with PD to fall in the gap between primary and 

Table 1  Socio-demographic description of the GPs interviewed in the study and their associated general practices

Details of GPs interviewed Details of GP practices

ID Gender Partner/salaried Age
Deprivation 
score1–10*

County of GP 
practice List size

1 Female Partner 40–50 8 Bristol 17 694

2 Female Partner 50+ 2 Bristol 8097

3 Male Partner 50+ 1 Bristol 10 343

4 Female Salaried 30–40 3 Bristol 7227

5 Female Partner 40–50 10 S Glos 14 515

6 Male Partner 50+

7 Male Partner 30–40 10 N Somerset 11 273

8 Male Partner 40–50

9 Female Salaried 40–50 9 N Somerset 16 133

10 Male Partner 50+ 10 Swindon 7100

11 Female Salaried 20–30

12 Male Salaried 30–40 8 Swindon 11 627

13 Male Partner 50+ 8 Somerset 3700

14 Male Partner 40–50 9 Somerset 8593

15 Female Partner 40–50 4 Somerset 14 000

*Deprivation score for the practice patient population where one indicates the most deprived patient population and 10 the least deprived.
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secondary mental health services. GPs described multiple 
instances of referring patients to secondary care mental 
health services only for the referral to be rejected by the 
service on grounds that the patient was not deemed to 
be ‘risky’ enough to warrant treatment by a community 
mental health team. GPs also described patients with 
PD and poor mental health being refused treatment by 
primary care mental health services, including IAPT, 
because the patient was deemed to be at too high a risk of 
suicide or serious self-harm to be taken on for treatment. 
Faced with this dilemma, several GPs described adopting 
a strategy of ‘writing-up’, or embellishing descriptions of 
a patient’s risk status in order to ensure that the patient 
was seen by secondary care services. On the other hand, 
faced with an overly cautious response from IAPT, several 
GPs described emphasising the patient’s more ‘agreeable’ 
mental health conditions, such as depression or anxiety, 
to maximise the chances of the patient being accepted 
into treatment.

You know if you mention PD there will be nowhere 
at all for them to go so I’m usually very careful not to 
put it down in their notes. I usually say depressed or 
a bit anxious. Something that won’t make them think 
the patient is risky. It’s about knowing the hoops that 
you’ve got to jump through. GP 4, Female

Other GPs described employing additional mental 
health nurses or therapists to work within the practice to 
treat patients with PD and depression, funding private 
specialist mental health services to support the practice, 
or of trying to find charitable mental health services that 
might be willing to accept patients with PD.

…so, if they fall into a particular box they can access 
counselling and ongoing support but the trick is try-
ing to find something that each person can fit into 
their box so that might be through a local church, it 
might be through the carers groups that we run here 
or the carer’s society so unfortunately some people 
fall through, they don’t meet any of the particular 
groups. GP 6, Male

However, despite these efforts, it was evident that the 
majority of GPs had developed their own ways of managing 
patients with PD. Many GPs described the importance 
of accepting that patients with PD need intensive, long-
term management and psychological support and that it 
is highly unlikely that any treatment alone will provide a 
solution or ‘quick fix’. All the GPs felt that it was impor-
tant to develop a good relationship with the patient and 
this was best done by setting clear boundaries with the 
patient about attendance and contacting the surgery, that 
is set a weekly or monthly date for the patient to see the 
same clinician. GPs also spoke of the value of consulting 
other mental health experts and meeting weekly with the 
practice team in order to discuss and agree on treatment 
plans or management techniques for the more complex 
PD patients.

GPs’ views on IAPT for patients with PD
Overall, GPs described IAPT as a useful service for patients 
with ‘simpler’ mental health conditions, such as mild to 
moderate depression or anxiety, who were willing and 
able to engage with treatment. However, when describing 
the helpfulness of IAPT for patients with PD and depres-
sion, GPs provided more negative accounts.

PD patients need a service that can ‘hold’ and manage long-
term risk
GPs felt IAPT services offered too few sessions, leaving 
patients feeling abandoned at the end of treatment with 
unresolved mental health problems. They felt it was 
important that any mental health service for patients with 
PD should be able to contain and ‘hold’ the patient in 
treatment for longer, to monitor the patients’ risk or self-
harm or suicide.

Ultimately, we just need a service that can hold these 
kinds of patients. Be there on the end of a telephone 
when they have a crisis, be a point of contact. My gut 
feeling would be that these patients are just more 
complicated, and they need a more in-depth thera-
peutic relationship with a psychologist on an on-go-
ing basis not six sessions of CBT. GP 15, Female

Patients with PD wait too long to be seen
GPs also described patients with PD as having to endure 
particularly long waits, before being seen—waiting times 
that often far exceeded those experienced by patients 
with other mental health problems. Indeed, several GPs 
described patients with PD having to wait over 12 months 
for treatment. They felt shortening waiting times would 
reduce the likelihood of mental health problems esca-
lating or patients disengaging from the health service 
altogether.

…the wait is part of the problem. If it was something 
a bit sooner, the ball had just started to roll and they 
get their psychological therapy fairly quickly you 
would maybe find it easier to get them to engage and 
problems wouldn’t escalate as they have a tendency 
to do. GP 7, Male

IAPT does not engage patients with PD due to pressures on 
the service
Interviewees felt that due to the very large numbers of 
patients referred to IAPT services, these services did 
not actively try to engage patients with PD in therapy. 
This was particularly problematic for this group, as 
GPs felt these patients were sensitive to rejection and 
needed encouragement to stay engaged with services. 
Furthermore, GPs felt that in order to manage referral 
numbers, IAPT was increasingly offering patients 
‘group therapy’ rather than ‘one-to-one therapy’. 
Most of the interviewees felt this would not appeal to 
patients with PD, who, they felt, may not want to share 
their feelings in a group setting. Indeed, many of the 
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GPs described the difficulty they had experienced in 
getting patients to take up the offer of group therapy. 
Nevertheless, one GP considered ‘group therapy’ to 
be helpful, as the group format could lend valuable 
social support to the patient and counteract feelings 
of isolation in the context of their distress.

GPs want better communication with IAPT
More than half of the GPs interviewed reported only 
hearing from IAPT when their patient had not engaged 
in the service. Many of the GPs felt that good communi-
cation between a mental health service for patients and 
the GP was essential within a ‘shared care’ framework, 
and this was particularly pertinent for PD patients who 
often had multiple health problems requiring input from 
multiple agencies.

We get very little feedback from the talk therapies 
team as to how they felt things went. We obvious-
ly get the feedback oh they attended six out of the 
seven sessions or you know, initially they seem very 
depressed, but you never get a feedback as to how 
treatment is going. It’s important I feel because if the 
service works closely with you it helps you to support 
the patient better. Added to which many of these pa-
tients have other health complaints and better com-
munication can only lead to better treatment. GP 1, 
Female

The need for skilled therapists
GPs felt that there were not enough trained staff within 
IAPT who could manage more complex patients. This was 
reported as resulting in patients being turned away.

I get people rejected all the time. So, I had a girl yes-
terday who was rejected because her mental health 
needs were too complicated. She is complicated, and 
she’s got risk going on and they won’t see her because 
the therapists aren’t really trained to cope with risky 
patients, don’t really know how to manage her. GP 
10, Male

GPs want better treatments for patients with PD
While most GPs expressed having little knowledge about 
how best to treat patients with PD, many felt that CBT was 
‘simply not designed for this patient group and highly unlikely 
to be effective due to their short term, inflexible nature’ (GP 2, 
Female). Indeed, across the interviews, it was clear that 
GPs thought the most effective treatment for this patient 
group would be one that allowed patients time to speak 
about past experiences.

…to my mind these patients need listening to. They 
have often been through so much in their lives and 
they need to lay it all out on the table and be heard 
for the first time. I feel it is an important part of their 
recovery that they are able to talk about the things 
that have happened to them. GP 10, Male

GPs also thought  that the treatment given needed to 
help patients with PD gain mastery over their emotions 
and relationships with others. GPs described it as neces-
sary for any potential therapy to ‘educate’ and ‘up-skill’ 
the patient in managing their emotional and behavioural 
responses to other people and life events.

Discussion
The findings from our study suggest that GPs find patients 
with PD challenging, akin to Groves’ notion of the 
‘hateful patient’ that he considers fill clinicians with dread 
(1978).23 This finding is supported by previous research 
that shows both clinicians and mental health workers find 
managing patients with PD difficult.12 14 GPs in our study 
also reported patients with PD to be time-consuming to 
manage. There is a paucity of research concerning the 
management of PD in primary care. However, findings by 
Dubovsky and Kiefer,24 who explored the management of 
borderline PD in primary care, suggest that the doctor–
patient relationship can be greatly improved if the physi-
cian has a good understanding of the disorder and good 
communication with all  the providers involved in the 
patient’s care.

Moreover, the evidence base for the effective treatment 
of PD is insufficient.15 16 It is, therefore, unsurprising that 
GPs reported having little knowledge about PD or being 
able to effectively treat it. GPs also considered patients 
with PD to have complex health and social needs, mani-
festing in challenging consultations that required careful 
management.

GPs also felt that the needs of these patients were not 
being fully met either by themselves or by IAPT services. 
GPs were particularly frustrated by the propensity for 
patients with PD and poor mental health to fall in the gap 
between primary and secondary mental health services, 
leaving them with full responsibility for care and treat-
ment of these patients. Indeed, GPs’ accounts point to 
the absence of a mental health service that could ‘hold’ 
and provide long-term risk management for patients with 
PD. This perhaps reflects the current changing organisa-
tion of healthcare, which according to Bateman et al.25 has 
resulted in the closure of inpatient services in secondary 
care and the delivery of ever shorter, more infrequent 
treatments being delivered in primary care.

While the government has expanded the scope of 
IAPT services to include the treatment of individuals with 
depression and co-morbid PD,17 some IAPT providers 
refuse to treat this patient group on the grounds that they 
deem the patient’s mental health to be too serious and/
or complex for them to be able to safely and effectively 
treat them. According to the findings of our study, the net 
effect of this has been that GPs end up having to either 
encourage enthusiasm for a referral, by stressing the 
patient’s simpler problems, or, when faced with a rejected 
referral for a patient needing treatment, writing-up, or 
embellishing descriptions of patients’ risk status in order 
to ensure the patient is seen by secondary care services. 
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Our findings also show that when patients with PD fall in 
the gap between these two services, GPs are faced with 
sourcing alternative treatment providers privately or in 
the third sector.

Findings from this study also suggest that GPs wanted 
IAPT services to offer more specialised treatments for 
patients with PD and depression in order to see improved 
treatment outcomes. Indeed, a recent study of over 1000 
IAPT attenders found that the presence of personality 
difficulties at baseline in patients with depression inde-
pendently predicted smaller treatment gains and lower 
likelihood of recovery at the end of the  treatment.26 
These findings were not explained by differential treat-
ment drop-out, differences in severity of depression/
anxiety at the beginning of treatment or by differences 
in the number of sessions attended.26 They, therefore, 
suggest that if IAPT services are to treat patients with 
depression and/or anxiety and co-morbid PD, there is a 
need for them to provide a more personalised treatment 
to this patient group to achieve the same treatment gains 
experienced by patients without personality pathology.

Study strengths and weaknesses
This is the first study to detail GPs’ views and experiences 
of managing patients with PD, and their views on IAPT 
services in relation to meeting the mental health needs of 
these patients. Data were collected using in-depth inter-
views that enabled GPs to raise issues that were salient to 
them. The GPs interviewed were able to refer patients 
with PDs and co-morbid depression and/or anxiety to 
local IAPT services, but not all IAPT services in the UK 
accept these patients. Thus, our participants may have 
held views about the role of IAPT services that differ from 
those held by GPs working in other areas. GPs recruited 
to the study worked in practices based in the West of 
England. The majority of GPs interviewed were based in 
practices serving relatively affluent patient populations. 
This might limit the generalisability of our findings; 
although there were no clear differences between the 
accounts given by GPs based in these practices and those 
based in practices serving more deprived patient popula-
tions, suggesting our findings were robust. Nonetheless, 
many of the key findings were evident across all the inter-
views, suggesting that they may be relevant to other GPs, 
and data saturation was reached. As GPs do not formally 
diagnose patients with PD, it may have been that during 
the interviews they talked about patients who they viewed 
as having this condition, but who did not have a formal 
diagnosis.

Conclusions and implications
GPs consider patients with PD to have complex needs 
manifesting in challenging consultations that require 
careful management. GPs also report finding it diffi-
cult to monitor patients’ mental health and risk of self-
harm. Our findings also suggest that GPs do not consider 
IAPT services as able to effectively treat patients with 
depression and/or anxiety and co-morbid PD, and more 

specifically designed treatments, delivered by skilled 
therapists, are needed. Patients with PD have a propen-
sity to fall between primary and secondary care services, 
and currently, it seems no health service is able to ‘hold’ 
and provide long-term risk management for this patient 
group. As such, GPs are currently having to support the 
treatments needs of this patient group with limited guid-
ance on how best to treat them.
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