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Abstract

Background: Although personality disorders are common and consequential, they are largely ignored in geriatric
mental healthcare. We examined the relative contributions of different aspects of personality disorders and comorbid
mental disorders to the impairment of mental wellbeing in older adults.

Methods: Baseline data were used of 138 patients who participated in a randomized controlled trial on schema
therapy for geriatric mental health outpatients with a full or subthreshold cluster B or C personality disorder. Person-
ality was assessed according to both the categorical and dimensional model of DSM-5. Aspects of mental wellbe-
ing assessed were; psychological distress, positive mental health, subjective health, and life satisfaction. The current
study uses baseline data of the RCT to examine the associations between different aspects of personality pathology
and mental wellbeing by multivariate regression analysis, controlling for age, sex, level of education, and number of
chronic somatic illnesses.

Results: The vast majority of patients (79.0%) had one or more mental disorders in addition to personality disorder.
Personality pathology was responsible for the core of the mental health burden experienced by patients, and negated
the influence of co-occurring mental disorders when entered subsequently in multivariate analysis. Personality
dimensions proved to be highly predictive of mental wellbeing, and this contrasted with absence of influence of per-
sonality disorder diagnosis. Although the personality functioning dimensions — and in particular Identity integration
(large effect size with partial eta-squared =0.36) — were the primary predictors of mental wellbeing, personality trait
dimensions added significant predictive value to that (Disinhibition 0.25 and Negative affect 0.24).

Conclusions: Personality disorders seriously affect the mental wellbeing of patients, and this overshadows the
impact of comorbid mental disorders. In particular personality functioning and pathological traits of the Alternative
Model of Personality Disorders (AMPD) of DSM-5 contribute to this impact on mental wellbeing. Alertness for and
treatment of personality disorders in geriatric mental healthcare seems warranted.

Keywords: Personality disorders, Personality dimensions, Geriatric mental healthcare, Mental wellbeing, Disease
burden

Background
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a Bipolar disorder to 60% for those with a Dysthymic
disorder [1], and among patients with an anxiety disor-
der from 35% for those with Post-traumatic stress disor-
der to 52% for those with Obsessive compulsive disorder
[2]. Similar figures are found in studies among older per-
sons referred to specialized mental healthcare. Preva-
lence of at least one personality disorder ranges from 33
to 58% in these studies [3-5]. In general, about half of
the patients in outpatient mental healthcare have a per-
sonality disorder [6].

Comorbidity of personality disorders is not incon-
sequential. A review showed that the presence of a
comorbid personality disorder doubled the likelihood of
nonresponse to treatment for mood disorders [7]. Simi-
larly, a routine outcome monitoring study in older adults
showed that patients with depression and a comorbid
personality disorder were more likely to have a poor out-
come on functioning than patients without a comorbid
personality disorder [8].

Nevertheless, personality disorders are rarely the pri-
mary diagnosis for treatment in general or geriatric men-
tal healthcare [8, 9], and structured diagnostic interviews
identify significantly more personality disorders than are
noted by clinical diagnosis [10, 11]. There may be several
reasons for this. Tyrer and colleagues [12], for example,
notice that many people with personality disorders do
not recognize that they, and not others, are the cause of
interpersonal difficulties. In addition, they mention that
symptoms of comorbid mental disorders can at times be
more prominent than those of personality disorders and
can dominate the clinical picture [12]. With respect to
geriatric mental healthcare patients, it is further notable
that personality disorder phenomenology may change
over the lifespan, so that these disorders may have an
atypical — and often less pronounced—presentation in
older patients [13—16]. Finally, clinicians may be reluc-
tant to diagnose a personality disorder in older patients,
out of fear of misinterpreting normal or neurodegen-
erative changes associated with ageing and the stigma
attached to a personality disorder diagnosis [14, 17].

To paraphrase Tyrer and colleagues [12], a reasonable
question then for geriatric mental health practitioners
to ask is why they should take special notice of per-
sonality disorders, when these disorders are difficult to
assess and are associated with so many other disorders
that seem to be of higher priority to both the patient
and therapist? Apart from the above mentioned clini-
cal relevance of personality disorders for the treatment
outcome of comorbid mental disorders, the answer
lies in the burden of untreated personality disorder for
the patient. This burden may be expected to be high,
including a lowered quality of life, high levels of psy-
chological distress and a high suicide risk [18-22].
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On the other hand, the mental health burden may be
primarily determined by comorbid mental disorders
instead of the personality disorder. The present study,
therefore, examines the relative impact of personality
disorders and comorbid mental disorders on mental
wellbeing.

The conceptualization of personality pathology has
changed in the last decade from a focus on categori-
cal personality disorders to dimensional models. Major
examples of dimensional models are the Alternative
Model of Personality Disorders (AMPD) of the DSM-5
[23] and the ICD-11 [24]. Both distinguish an over-
all level of personality functioning (covering self and
interpersonal functioning), which indicates the overall
severity of personality pathology, and a constellation of
personality traits, which describe the stylistic expres-
sion of the personality pathology [11]. In this study we
will use the AMPD.

The aim of the current study is to examine which
aspects of personality pathology are most strongly
related to the mental wellbeing of geriatric mental
health outpatients with personality disorders. This will
clarify the need to address personality disorders, as well
as which aspects to address, in treatment of geriatric
mental health outpatients with (comorbid) personality
disorders. We aim to: (1) examine the relative impact of
personality pathology on mental wellbeing, in compari-
son with the contribution from comorbid mental dis-
orders, (2) test whether the dimensions of the AMPD
are more informative on mental wellbeing than the tra-
ditional categorical model of personality disorders, and
(3) test the assumption that the personality functioning
(‘severity’) dimension of the AMPD is more informative
than the (‘stylistic’) trait dimensions.

Methods

Study design

The present study uses baseline data from an ongoing
multi-centre randomized controlled trial [25], regard-
ing the (cost)effectiveness of group schema therapy
enriched with psychomotor therapy compared to treat-
ment as usual in specialized mental health care for
adults aged 60 years and over with a full or subthresh-
old cluster B or C personality disorder. Outcome meas-
ures were collected at baseline, 6, 12 and 18 months
follow up. A total of 145 older adults with a full or
subthreshold cluster B or C personality disorder were
recruited from eight participating specialized mental
health care organizations in the Netherlands. For the
current study, we use baseline data of this RCT to study
cross-sectional relations between personality pathology
and mental wellbeing.
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Study population

Older adults (60 years and older) treated by the par-
ticipating mental health care centres were screened for
eligibility for the study [25]. When the treatment pro-
vider suspected a personality disorder, the patient was
informed orally and in writing about the study. After
informed consent was given by the patients, eligibility
was formally evaluated by an appropriately qualified psy-
chologist. This evaluation was standardized and included
the Structured Clinical Interview for DSM-5 Personal-
ity Disorders (SCID-5-PD) [26]), a checklist with the
DSM-5 diagnostic criteria for a number of affective dis-
orders and a cognitive screening with the Montreal Cog-
nitive Assessment [27]. The DSM criterion threshold for
diagnosing a personality disorder in older patients has
been found to be too strict [13, 28, 29]. For that reason
we also included older patients falling short one content
criterion for a specific cluster B or C personality disor-
der, provided that they met the general diagnostic criteria
for a personality disorder (denoted here as ‘subthresh-
old personality disorder’). The specific inclusion criteria
for the study were: 1) age of 60 years or older; 2) full or
subthreshold cluster B or C personality disorder as con-
firmed by the SCID-5-PD; 3) mentally able to adhere to
the group schema therapy treatment schedule; and 4)
giving informed consent after having received oral and
written information. Exclusion criteria were: 1) having a
bipolar I disorder, psychosis, or substance use disorder
needing clinical detoxification, 2) an established neuro-
degenerative disorder, 3) cognitive impairment defined
as a sum score below 23 points on the MoCA, 4) having
received schema therapy in the previous year or during
the current illness episode, and 5) suicide risk interfer-
ing with adequate treatment delivery. All patients who
were eligible to participate and signed informed consent
were included in the study. Prior to treatment, all partici-
pants completed a broad baseline assessment including
self-report measures, a structured telephone interview
assessing socio-demographic characteristics, psychiatric
history, and medical resource use and costs in the past
3 months, and an experience sampling method to assess
mood variability by repeated momentary mood assess-
ments on a smartphone. Follow up assessments were
conducted at 6, 12 and 18 months after baseline. In the
present study, we only used baseline data.

Outcome measures

Mental wellbeing was assessed by the following set of
outcome measures: psychological distress, positive
mental health, subjective health, and life satisfaction.
These measures were assessed at baseline. Together the
measures comprise a broad conceptualization of mental
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wellbeing and the burden caused by mental health prob-
lems. It covers mental health complaints as well as the
experience of good mental health and resilience, and in
addition takes into account the impact that mental health
problems have on general feeling of health and satisfac-
tion with life as a whole.

Psychological distress

Psychological distress was assessed by the Brief Symptom
Inventory-53 item version (BSI-53), which is a shorter
version of the Symptom Checklist-90 (SCL-90) [30]. We
used the BSI-53 sum score, which reflects the overall
level of psychological distress experienced by the person
over the last week, with higher scores indicating more
distress. The BSI is well validated for older adults and is
preferred in this age group because it is shorter than the
SCL-90 [31].

Positive mental health

Positive mental health was assessed with the Warwick-
Edinburgh Mental Well-being Scale (WEMWBS) [32].
This scale focusses on mental health in contrast to mental
illness. Mental health and mental illness have been shown
to be related but distinct concepts [33], and reduction or
absence of mental illness does not necessarily imply good
mental health and wellbeing. The WEMWBS consists of
fourteen items covering positive affect, satisfying inter-
personal relationships and positive functioning. Items are
rated on a 5-point Likert scale assessing the frequency of
the positive feeling in the past two weeks. A single score
is calculated, with higher scores indicating more positive
mental health and wellbeing.

Subjective health

The Visual Analogue Scale (VAS) of the five level ver-
sion of the EuroQoL-5D (EQ-5D-5L) was used to assess
the respondent’s self-rated health [34]. The EQ-5D-5L is
a self-report questionnaire, covering five health dimen-
sions, which is primarily used for economic evaluation
of health interventions from a societal perspective. In
addition the EQ-5D-5L includes a VAS (EQ VAS), which
records the respondent’s self-rated health on a vertical
VAS from 0 to 100, where the endpoints are labelled ‘“The
best health you can imagine’ (100) and ‘“The worst health
you can imagine’ (0). For the present study, only the VAS
score was used.

Life satisfaction

Life satisfaction was assessed with Cantril’s ladder [35],
which is a single question to rate one’s current life situ-
ation on a scale ranging from 0 to 10, with 0 indicating
‘the worst possible life for you’ and 10 ‘the best possible
life for you! Life satisfaction is a conceptualization of
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subjective wellbeing which stresses the cognitive evalua-
tion of respondents of their life situation, in contrast to
their emotional evaluation, which covers feelings such as
happiness.

Determinants

To examine which aspects of personality pathology are
most strongly related with mental wellbeing in older
patients with personality disorders, and to compare this
with the impact of other mental disorders, the following
determinants were studied:

Personality functioning

The Severity Indices of Personality Functioning — Short
Form (SIPP-SF) [36] assesses five core domains of (mal)
adaptive personality functioning defined in the DSM-5
alternative dimensional personality disorders model,
namely: Identity integration, Self-control, Relational
functioning, Social concordance, and Responsibility.
The 60 items of the questionnaire consist of propositions
referring to the last three months, which are answered
on four-point Likert scales. The answers range from fully
agree to fully disagree, and domain scores are calculated
as mean item scores [37], where higher scores imply
more adaptive functioning. The construct validity of the
SIPP-SF was studied in older adults and the instrument
was found to be promising as a measure of impaired per-
sonality functioning in older adults [37, 38].

Pathological personality traits

Pathological personality traits are the second dimension
of the DSM-5 alternative dimensional model for person-
ality disorders (AMPD) and were assessed with the Per-
sonality Inventory for DSM-5 — Short Form (PID-5-SF)
[39]. The 100 items of the PID-5-SF cover the 25 patho-
logical personality trait facets (four items per facet) dis-
tinguished in the AMPD. These facets are combined to
obtain the five higher-order domain scores (Negative
affect, Detachment, Antagonism, Disinhibition, and Psy-
choticism), used in the current study. The items of the
PID-5-SF are rated on four-point Likert scales from 0
(very false or often false) to 3 (very true or often true).
Domain scores are computed as average item score, with
a higher score indicating a more prominent pathological
personality trait.

Personality disorders

Personality disorders were assessed with the Structured
Clinical Interview for DSM-5 personality disorders
(SCID-5-PD), according to the DSM-5 traditional cat-
egorical model of personality disorders [26]. The SCID-
5-PD was administered by an appropriately qualified
psychologist. Cluster B and C personality disorders were
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assessed, including subthreshold disorders, falling one
content criterion short (see 'Study population’ above).
Both individual disorders and number of disorders were
studied as determinants of mental wellbeing.

Comorbid mental disorders

Comorbid mental disorders were assessed with the aid of
a DSM-5 checklist. This checklist summarizes all DSM-5
criteria for the following disorders: Major depressive dis-
order, Persistent depressive disorder, Generalized anxi-
ety disorder, Panic disorder, Agoraphobia, Social anxiety
disorder, Posttraumatic stress disorder, Obsessive com-
pulsive disorder, Somatic symptom disorder, and Illness
anxiety disorder. At baseline, the treatment provider
checked which criteria were present, taking all available
information in the medical records of the patient into
account. Both individual disorders and number of disor-
ders were studied as determinants of mental wellbeing.

Covariates

To control for the influence of patient characteristics, the
following characteristics were assessed at baseline: age,
sex, level of education, and number of chronic somatic
illnesses.

Level of education

Level of education was assessed by highest education
completed and afterwards categorized into low (up to
lower secondary education), medium (vocational educa-
tion), and high (bachelor degree or higher).

Chronic somatic diseases

The presence of chronic somatic diseases was assessed by
self-report [40]. We inquired about the presence and cur-
rent treatment by a physician of, and use of medication
for, the following chronic diseases: chronic non-specific
lung disease, cardiac diseases, atherosclerotic disease of
the abdominal aorta or the arteries of the lower limb,
diabetes mellitus, cerebrovascular disease, osteoarthritis,
rheumatoid arthritis, malignant neoplasms, high blood
pressure, stomach ulcers, bowel disorders, liver disease,
epilepsy, allergies, thyroid disease, injuries, serious head
trauma, and other chronic diseases. The number of dis-
eases for which the person was currently being treated or
using medication for was assessed and used in this study.

Analyses

Three steps may be distinguished in the analyses, of
which the first two were preparatory for the main anal-
yses in step three. First, the demographic and baseline
characteristics of the study sample were described by
descriptive statistics. Second, it was examined whether
the four outcome measures of mental wellbeing indeed
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assess a common component. This was studied by the
inter-correlations between the measures and the extent
to which a single component explained the variance of
the original measures in principal component analysis.
Finally, the associations between different aspects of per-
sonality pathology and mental wellbeing were examined
by multivariate regression analysis, in which the different
measures of mental wellbeing (i.e. psychological distress,
positive mental health, subjective health, and life satis-
faction) were studied as a multivariate set of interrelated
outcomes. Only when a significant association between a
determinant and the set of outcome measures was found
in this multivariate analysis, were the associations of
that determinant with the individual outcome measures
tested in separate univariate analyses for each individual
outcome measure.

The above multivariate regression analysis was used to
address the research questions of this study. It was tested
whether (1) personality pathology affects mental well-
being in addition to comorbid mental disorders, (2) the
dimensions of the AMPD are more informative about
mental wellbeing than the traditional categorical model
of personality disorders, and (3) the personality function-
ing dimensions of the AMPD are more informative than
the personality trait dimensions. This was done by enter-
ing blocks of determinants successively (i.e. hierarchi-
cally) into the analysis, with stepwise forward inclusion
of determinants within the blocks. The blocks of determi-
nants and order of entry were: (preliminary) forced entry
of all covariates to control for confounding, (1) comor-
bid mental disorders (individual disorders and number
of disorders), (2) the categorical personality disorders
(individual disorders and number of disorders), and (3)
the personality functioning and personality trait dimen-
sions of the AMPD. To check the assumption of additiv-
ity of the impacts of the different determinants on mental
wellbeing, we tested for interaction effects between the
number of comorbid mental disorder and personality
pathology (both the number of personality disorders and
the personality dimensions of the AMPD).

Multivariate regression analysis was performed with
the General Linear Model (GLM) Multivariate command
of SPSS [41]. Partial eta-squared was used as effect size
estimate for the strength of an association between a
determinant and outcome. For univariate outcomes this
statistic indicates the proportion of variance in the out-
come accounted for by the determinant, after the effects
of other independent variables in the model were par-
tialled out (i.e. excluded). For multivariate outcomes, the
statistic has an equivalent meaning of explained variance,
but then in multiple outcomes and taking their covari-
ance into account. A partial eta-squared around 0.06 is
considered to indicate a medium size effect and 0.14 or
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more a large effect [42]. The goodness of fit of the final
model was assessed for the univariate outcomes by
R-squared, showing the proportion of variance in the
univariate outcome accounted for by the set of independ-
ent variables included in the model. No comparable sta-
tistic is available for multivariate outcomes.

Because we also included subthreshold personality
disorders (falling one content criterion short for a full
diagnosis), we performed a sensitivity analysis to check
the findings of the hierarchical multivariate analysis for
personality disorder determinants (both individual disor-
ders and number of disorders) based on criteria for a full
diagnosis only.

Results

Study sample

Of the 145 participants in the RCT, four had missing data
on personality dimensions and three on mental wellbeing
measures, which left a sample of 138 participants for the
current study.

The demographic and clinical characteristics of the
study sample are presented in Table 1. The majority of
the participants were female (64.5%), and the age of the
participants ranged from 60 to 87 years (mean 68.4; SD
5.1). The educational level was relatively high; 38.4% of
the participants had a bachelor degree or higher. The
vast majority (79.0%) had one or more comorbid mental
disorders which primarily consisted of mood disorders
(25.4% Depressive disorder and 37.0% Persistent depres-
sive disorder), and further specific anxiety disorders
(13.0% Generalized anxiety disorder and 10.9% Social
anxiety disorder), and Post-traumatic stress disorder
(16.7%). The majority of participants had one or more
full personality disorders (n=92; 66.7%), the remain-
der (n=46) had one or more subthreshold personality
disorders.

Mental wellbeing

Principal component analysis showed that by default a
single component would be extracted, which explained
64.4% of the variance in the four outcome measures
and correlated strongly (0.79 or more) with the indi-
vidual measures. The scree plot of the analysis, how-
ever, showed that a two components solution would
also be possible. In this solution the second component
explained another 17.3% of the variance. After oblique
rotation of the two components with Oblimin, one of the
components mainly related to the two mental health out-
comes (Psychological distress and Positive mental health)
and the other to the more general outcomes (Subjective
health and Life satisfaction). The two components were,
however, strongly correlated (0.57), which confirmed
that a single component solution was most indicated.
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Table 1 Characteristics of the study sample (n=138) Table 1 (continued)

Patient characteristics Personality traits (PID-5-SF)

Age in years, mean (SD) 684 (5.1) Negative affect, mean (SD) 14 (0.6)

Female sex, n (%) 89 (64.5) Detachment, mean (SD) 1.1(0.6)

Educational level Antagonism, mean (SD) 0.3(04)
Low, n (%) 33(23.9) Disinhibition, mean (SD) 0.9(0.5)
Medium, n (%) 52(37.7) Psychoticism, mean (SD) 0.5(0.5)
High, n (%) 53(384)

Number of chronic diseases treated, mean (SD) 19(1.3)

Comorbid mental disorders Therefore, analysis of the four mental wellbeing outcome
Depressive disorder, n (%) 35(254) measures should be performed by multivariate analy-
Persistent depressive disorder, n (%) 51370)  Sis techniques in which the outcomes are considered
Social anxiety disorder, n (%) 15009  as clearly related. If a significant multivariate effect is
Panic disorder, n (%) 11 8.0) found, the subsequent univariate analyses may however
Agoraphobia, n (%) 201.4) be expected to show some differences between results for
General anxiety disorder, n (%) 18 (13.0) the two mental health outcomes on the one hand and for
Obsessive compulsive disorder, n (%) 6(43) the two more general outcomes on the other.

Post-traumatic stress disorder, n (%) 23(16.7)

Somatic symptom disorder, n (%) 9(6.5) Determinants of wellbeing

lliness anxiety disorder. n (%) 3022 Table 2 shows the uncontrolled associations of individual

None, n (%) 2021.0) determinants with the multivariate outcome measure,

Number of comorbid mental disorders, mean (SD) 13(10) and if significant, also with the univariate outcome meas-

Personality disorders (SCID-5-PD) ures. Eta-squared instead of partial eta-squared statis-
Avoidant PD tics are presented as effect size estimates, because there

Fully present, n (%) 49355 ~ are no other independent variables to partial out in the
Subthreshold, n (%) 20 (145) bivariate associations studied here.

Dependent PD Significant associations with the multivariate outcome
Fully present, n (%) 1287) of mental wellbeing were found for: Number of chronic
Subthreshold, n 9%) 8(5.9) diseases, Post-traumatic stress disorder, Number of

Obsessive complsive PD comorbid mental disorders, and all dimensions of Per-
Fully present, n (%) 30217) sonality functioning and Pathological traits. None of the
Subthreshold, n (%) 21052) categorical personality disorder diagnoses, nor the num-

Histrionic PD ber of personality disorder diagnoses, were associated
Fully present, n (%) 1 07) with mental wellbeing. Medium effect sizes were found
Subthreshold, n (%) for Number of chronic diseases, Post-traumatic stress

Narcissistic PD disorder, Number of comorbid mental disorders, and the
Fully present, n (%) 409) Pathological trait f‘\ntagonism (eta-squared 0.08 to 0.12)
Subthreshold, n (%) 6 (44) and large effect sizes (eta-squared 0.18 to 0.50) for all

Borderline PD other dimensions of Personality functioning and Patho-
Fully present, n (%) 210152) logical tr.aits.. For all these de.ter.minan.ts except Number
Subthreshold, n (%) 190138) of chronic diseases, the associations with the two mental

Antisocial PD health outcomes were somewhat stronger than with the
Fully present,n (6 L 07) two more general o.utcor‘ne measures (eta-squared 0.05 t.o
subthreshold, n (%) L 07) Q.B7 for Psychological distress and 0.02 to (.).43. for Posi-

Number of PDs (Full or Subthreshold), mean (SD) 14007 tive mental health versus Q.O to.0.16 for Subjective health

- S ' and 0.0 to 0.17 for Life satisfaction).

Pe;s;;la;:z;rr;c;:;r\(;ns) (SIPP-SF) 3006 DeterrTlina.nts foun.d t.o be pred.ictive in the hierar§hi—
\dentity integration, mean (SD) 54000 cal multlvaflate prediction analysis of mental Wellbemg,
Responsibility, mean (SD) 15309 are shown in Ta.ble 3. Of the block of comorbid mental
Relational capacities, mean (SD) 2606 fhsord.er determinants, en.tered first to the model alrea‘dy
Social concordance, mean (50) 105 including the control variables, only the number of dis-

orders proved to be a significant determinant of men-
tal wellbeing, with a partial eta-squared of 0.12. Of the
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Table 2 Bivariate associations between predictors and multivariate outcome

Predictor Multivariate outcome Univariate outcomes
Mental wellbeing Psychological Positive mental Subjective health Satisfaction with life
distress health
Pillai'sTrace F p eta®? F p eta® F p eta2 F p eta? F p
eta?
Patient characteristics
Age 04 132 265
Female sex 01 049 744
Educational level 04° 124 275
Number of chronic diseases 09 312 017 04 545 021 .03 3.79 054 .08 11.66.001 .04 626 014
Comorbid mental disorders
Depressive disorder 02 049 743
Persistent DD 05 174 145
Social anxiety disorder 02 0.54 706
Panic disorder 04 143 228
Agoraphobia 02 080 .528
Generalized anxiety disorder 01 031 .868
oCb .06 215 078
PTSD 08 274 032 08 11.04 001 .04 532 023 02 238 126 02 271 102
Somatic symptom disorder 01 0.18 947
lliness anxiety disorder 04 148 211
Number of comorbid mental disorders 12 428 003 .11 16.87 .000 .06 888 003 02 276 099 02 312 .080
Personality disorders
Avoidant PD 03 1.04 390
Dependent PD 02 072 583
Obsessive Compulsive PD 03 115 335
Histrionic PD 04 118 322
Narcissistic PD 06 216 077
Borderline PD 04 1.52 200
Antisocial PD 03 106 377
Number of PDs 02 0.70 595
Personality functioning
Self-control 31 1446 000 .26 4743 000 .12 1871 .000 02 2.96 .088 01 067 417
Identity integration 50 3160 .000 .37 76.53 000 43 9869 .000 12 17.94.000 14 2165 .000
Responsibility 18 736 .000 .14 2260 000 .15 2324 .000 03 4.20.042 04 573 .018
Relational capacities 24 1048 .000 .18 2859 000 21 36.22 .000 .06 8.13.005 05 749 007
Social concordance 21 855 .000 .18 2807 000 .08 11.08 .001 02 2.11.149 .00 026 613
Personality traits
Negative affect 37 1899 000 .34 68.87 .000 .20 3231 .000 16 24.61.000 A7 26.87 .000
Detachment 39 2058 000 .29 5552 000 32 6243 .000 Rl 15.65.000 14 2233 .000
Antagonism 09 334 012 05 6.78 .010 .02 264 107 .00 0.09 .764 .00 059 442
Disinhibition 33 16.16 .000 .27 4965 000 .15 23.59 .000 .02 3.17.077 01 0.77 383
Psychoticism 25 1052 000 .22 3845 000 .09  13.71 .000 02 2.16.144 02 203 156

2 Pillai’s trace =.072 and eta squared =.036

personality disorders entered subsequently, none of the
disorders nor the number of disorders added significantly
to the prediction of mental wellbeing. From the block of
personality dimensions considered last, the personality
functioning dimension Identity integration was added
first to the model, followed by the personality pathol-
ogy dimensions Disinhibition and Negative affect. In
the final model, the partial eta-squared for the number

of comorbid mental disorders had dropped to 0.01 and
was no longer significant, while the partial eta-squared
for Identity integration was 0.36, for Disinhibition 0.25,
and for Negative affect 0.24. In particular, a higher score
on Identity integration predicted more positive men-
tal health (partial eta-squared 0.31), but also less psy-
chological distress (0.18), better subjective health (0.05)
and more satisfaction with life (0.08). For Disinhibition
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and Negative affect, a higher score was associated with
more psychological distress (partial eta-squared 0.18
for Disinhibition and 0.20 for Negative affect). A higher
score on Negative affect in addition predicted less posi-
tive mental health (0.04), poorer subjective health (0.10)
and less satisfaction with life (0.11). The goodness-of-
fit of the final model (not shown in the table) was bet-
ter for the mental health outcomes Psychological distress
(R-squared =0.66) and Positive mental health (0.57) than
for the more general outcomes Subjective health (0.31)
and Life satisfaction (0.29). No significant interaction
effects were found between the number of comorbid
mental disorders and personality pathology (i.e. number
of personality disorders and personality dimensions of
the AMPD); all p>0.10.

When only fully present personality disorders were
considered in the sensitivity analysis (See table in Addi-
tional File 1), the number of personality disorders was
found to add to the predictive power of number of
comorbid mental disorders, and the presence of an
Avoidant personality disorder also proved to add to that
marginally (p=0.04). The number of personality disor-
ders showed a partial eta-squared of 0.11 with mental
wellbeing and an Avoidant personality disorder of 0.08.
Number of personality disorders remained significant
(with partial eta-squared of 0.09) after inclusion of the
personality dimensions (which again consisted of Iden-
tity integration with eta-squared 0.31, Disinhibition 0.24,
and Negative affect 0.22), but an Avoidant personality
disorder was no longer significant (p=0.19). Number of
personality disorders was in particular related to worse
subjective health (p =0.02), with a partial eta-squared of
0.05.

Discussion

This study examined the impact of personality pathology
on mental wellbeing of geriatric psychiatric outpatients
with a full or subthreshold cluster B or C personality
disorder. The study shows that in these patients men-
tal wellbeing is primarily determined by the personal-
ity functioning and personality trait dimensions of the
AMPD. These dimensions (with the exception maybe of
the personality trait Antagonism) are strongly related to
mental wellbeing, showing large effect sizes both before
and after correction for confounders and psychiatric
diagnoses (i.e. comorbid mental disorders as well as cate-
gorical personality diagnoses). Within these dimensions,
the personality functioning domain of Identity inte-
gration proves to be of primary importance for mental
wellbeing, but closely followed by the personality traits
Disinhibition and Negative affect, which show substan-
tial additional predictive value for the level of mental
wellbeing of patients. The other personality functioning
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and personality trait dimensions (with the exception of
Antagonism) are strongly related to mental wellbeing,
but their predictive value for mental wellbeing proves —
at least in this study — to overlap with the three primary
dimensions mentioned above.

Regarding our specific research questions, we first saw
that personality pathology is responsible for the core
of mental health burden experienced by the patients,
of whom the vast majority (79.0%) also suffered from
other mental disorders. Once confounding factors were
controlled for, only the Number of comorbid mental
disorders contributed to the prediction of mental well-
being, and this predictive power was lost when person-
ality pathology was added to the prediction. Hence, our
question regarding the need for geriatric mental health
practitioners to take heed of personality pathology in
addition to comorbid mental disorders, may be answered
confirmatively with great conviction. Personality pathol-
ogy seriously affects mental wellbeing and overshadows
the impact of comorbid mental disorders, if present. This
adds to the established negative influence of personality
pathology on the effectiveness of treatment for comorbid
mental disorders, noted in the Introduction [7, 8]. There-
fore, also in geriatric mental health care, presence of per-
sonality pathology should be checked and scrutinized if
present.

Second, we found that in our study sample of patients
who all had a full or subthreshold personality disor-
der, the personality dimensions of the AMPD are highly
predictive of mental wellbeing. This contrasted with the
absence of any influence of personality disorder diag-
nosis on mental wellbeing. Of course, the latter may be
partly due to restriction of range, as all participants had
a personality disorder, and patients with a specific per-
sonality disorder diagnosis were therefore compared
to patients with at least one other (full or subthreshold)
personality disorder. However, the number of personality
disorders diagnosed for the person was not found to be
predictive of mental wellbeing either. Therefore, it may be
concluded that within patients with serious personality
pathology, the personality dimensions of the AMPD are
much more informative about mental health burden than
the traditional categorical model of personality disorder
diagnosis (or — as seen above — comorbid mental disorder
diagnosis). This underscores the validity of the AMPD
model of personality pathology but is also of clinical rel-
evance, as personality dimension scores may facilitate
the targeting of personality treatment to the individual
patient needs [43, 44]. Hopwood [43], for example, sug-
gests that level of personality dysfunction may be used
to indicate level of risk (e.g. for self-harm or treatment
disengagement), prognosis, and intensity of treatment
required, and may in addition be used as a common
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outcome measure to monitor treatment progress. Com-
mon factors identified in psychotherapy research, such as
empathy, therapeutic alliance and expectancy effects, are
recommended for targeting personality dysfunction [43].
Pathological traits, on the other hand, specify the patient-
specific personality problems and should be addresses by
targeted, theory-specific techniques, after the hierarchi-
cally organized traits have been disentangled to identify
the specific trait facets underlying the maladaptive trait
domain scores [43].

Finally, although the personality functioning dimen-
sions — and in particular Identity integration — are the
primary predictors of mental wellbeing, personality trait
dimensions proved to provide additional — i.e. unique—
predictive value too. This indicates that personality
functioning is a good indicator of personality pathol-
ogy severity (when operationalized as impact on mental
wellbeing) but that pathological personality traits add
to that. Such incremental validity of personality traits
to personality functioning was also found in studies
which operationalized severity of personality pathol-
ogy by impact on psychosocial functioning instead of
mental wellbeing [45, 46], or on psychological distress
specifically [47]. In our study, all traits except Antago-
nism were strongly related to mental wellbeing. Disin-
hibition and Negative affect were the traits which were
entered successively to Identity integration in the pre-
diction model, but this may be a chance finding, since
other traits showed comparable bivariate associations
with mental wellbeing (see Table 2). Our results show
that the notion in the AMPD that the personality func-
tioning dimensions capture the overall severity of per-
sonality pathology and the personality trait dimensions
the stylistic expression of the personality pathology
(see for example [11, 43]), is too simple. Both groups of
dimensions independently contribute to the impact of
personality pathology on mental wellbeing, and hence
to personality pathology severity. The AMPD was devel-
oped on the notion that all personality disorders share
core elements of maladaptive personality functioning,
in addition to some specific pathological personal-
ity traits. These core elements of personality function-
ing refer to adaptive capacities, which are expected to
develop over the person’s life course, and include the
capacities to exert control over impulses and emotions,
to respect and value oneself and others, and to develop
and maintain intimate relationships [36]. Insufficient
development of these capacities is expected to capture
the level of maladaptive functioning due to personal-
ity pathology, and personality traits are not expected
to add to that level. It may, therefore, be important to
distinguish between ‘level’ and ‘severity’ of personal-
ity pathology. Personality functioning may determine
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the level of personality pathology but not its severity
in terms of mental health burden. Different types of
personality pathology may share the same level of per-
sonality pathology, but may differ in how burdensome
they are for the individual. In this study, Antagonism,
for example, was not found to be appreciably related to
mental wellbeing, in contrast to the other personality
trait dimensions of the AMPD. Both from a theoreti-
cal and clinical point of view, it may be of considerable
interest to study differences in how people experience
different types of personality pathology.

Regarding the individual mental wellbeing outcomes,
psychopathology — and in particular the personal-
ity dimensions — were found to be more closely related
to the mental health outcomes (Psychological distress
and Positive mental health) than to the more general
outcomes (Subjective health and Life satisfaction). The
principal predictor of mental wellbeing, Identity inte-
gration, for example, showed a bivariate association
with Psychological distress with an eta-squared of 0.37
(which corresponds with a correlation r of 0.61) and of
0.43 (r=0.66) with Positive mental health, compared to
0.12 (r=0.35) with Subjective health and 0.14 (r=0.37)
with Life satisfaction. One exception may be the person-
ality trait dimension of Negative affect, which showed
a less clear difference between its bivariate associations
with the mental health outcomes (Psychological distress
eta-squared of 0.34; r=0.58 and Positive mental health
0.20; r=0.45) compared to the more general outcomes
(Subjective health 0.16; r=0.40 and Life satisfaction
0.17; r=0.41). These latter, relatively strong, associa-
tions with the more general outcomes may be the reason
why Negative affect was one of the two personality trait
dimensions which proved to have additional predictive
value for mental wellbeing next to the personality func-
tioning dimension of Identity integration. This may also
be an important element to understand why personality
trait dimensions prove to assess more than the stylistic
expression of the personality pathology and also contrib-
ute independently to the level of personality pathology
severity. Taken together, however, the psychopathologi-
cal predictors studied here predicted the mental health
outcomes better than the more general outcomes, with
proportions of variance explained (R-squared) by the
combined predictors of 0.66 for Psychological distress
and 0.57 for Positive mental health, compared to 0.31
for Subjective health and 0.29 for Life satisfaction. This
corroborates our expectation from the principal com-
ponent analysis that somewhat different results could
be expected for the mental health outcomes compared
to the more general outcomes, due to the possible two
components solution distinguishing these two groups of
mental wellbeing outcomes.
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Identity integration was found to be the princi-
pal determinant of the impact of personality pathol-
ogy on mental wellbeing. This personality functioning
dimension refers to “the capacity to see oneself and
one’s own life as stable, integrated, and purposive” [48],
and addresses impairments in self functioning, which
together with impairments in interpersonal functioning
are thought to constitute problems in personality func-
tioning common to all personality disorders. Our study
underscores the importance of adequate concepts of self
as stable and worthwhile, and one’s life as purposeful
for mental wellbeing. Identity integration explained half
of the variance in mental wellbeing in bivariate analysis
(eta-squared =0.50) and more than one third (partial eta-
squared = 0.36) of the variance not explained by the other
predictors in the multivariate prediction model.

Disinhibition and Negative affect proved to add predic-
tive value for mental wellbeing. These personality trait
dimensions refer to an “Orientation toward immediate
gratification, leading to impulsive behaviour driven by
current thoughts, feelings and external stimuli, without
regard for past learning or consideration of future conse-
quences” and “Frequent and intense experiences of high
levels of a wide range of negative emotions (e.g., anxiety,
depression, guilt/shame, worry, anger) and their behav-
ioural (e.g., self-harm) and interpersonal (e.g., depend-
ency) manifestations’, respectively [23]. These traits may
seriously affect mental wellbeing and explained about
a quarter (partial eta-squared=0.25 and 0.24, respec-
tively) of the variance in mental wellbeing not explained
by other predictors in the multivariate prediction model.
Negative affect specifically proved to be the personality
characteristic most closely related to the more general
mental wellbeing outcomes of Subjective health and Life
satisfaction, both in the bivariate and multivariate analy-
ses, showing correlations with these outcomes of 0.40
and 0.41, respectively.

For all determinants studied we assumed that their
effects on mental wellbeing were additive, i.e. independ-
ent of each other. We checked this for the main deter-
minants of this study, i.e. number of comorbid mental
disorders and personality pathology (both number of
personality disorders and personality dimensions of the
AMPD). No significant interactions were found. We
therefore conclude that there is no indication that the
impact of comorbid mental disorders on mental wellbe-
ing is dependent on the extent of personality pathology,
nor the other way around.

Study strengths and limitations

This is the first study on the impact of personality pathol-
ogy on mental wellbeing in a large sample of geriatric
mental health outpatients. It addressed the impact of
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personality disorders, as well as personality functioning
and personality trait dimensions.

The study’s main limitation is its restriction to patients
with a confirmed (full or subthreshold) personality dis-
order, who in addition agreed to participate in a rand-
omized controlled trial on treatment for their personality
disorder. Therefore, all included patients will have expe-
rienced at least a minimum level of disease burden from
their personality pathology, and this may have affected
the relative impact of personality pathology and comor-
bid mental disorders found. In addition, we excluded
patients with a comorbid severe current mental illness, an
established neurodegenerative disorder, cognitive impair-
ment, or high suicide risk. This too will have reduced the
relative impact of comorbid mental disorders to that of
personality pathology on mental wellbeing. However,
the vast majority of patients studied (79.0%) did experi-
enced comorbid mental disorders, and the epidemiologi-
cal studies reviewed in the Introduction showed that up
to half of geriatric mental outpatients may be expected to
have personality disorders, albeit often undetected and
untreated. Comorbidity of mental disorders and person-
ality disorders may therefore be expected to be the rule
rather than the exception. Future studies should, how-
ever, clarify the generalizability of our study findings to
geriatric mental health outpatients more broadly.

The inclusion criteria for the study in addition led to
a restriction in range of personality pathology studied.
Only patients with at least one full or subthreshold per-
sonality disorder, and thus a minimum level of maladap-
tive personality functioning and traits, were included.
This may have reduced the strength of the associations
between personality pathology and mental wellbeing,
as persons without the specific personality disorder or
dimension examined will always have had personality
pathology on another dimension or disorder. The com-
parison group never included persons without personal-
ity pathology, which reduces the strength of associations
of personality pathology with other variables. Nonethe-
less, strong associations were found between personality
dimensions and mental wellbeing. This underscores the
potency of these associations.

The associations of comorbid mental disorders with
mental wellbeing may have been underestimated because
we did not assess the severity of these individual disor-
ders, but only their presence and number. This may have
resulted in an underestimation of the disease burden
of these comorbid mental disorders and hence of their
impact on mental wellbeing.

Another limitation is that cross-sectional stud-
ies can’t establish causal pathways. An association
between personality pathology and mental wellbeing
does not necessarily mean that personality pathology
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impairs mental wellbeing, or the other way around. It
only means that both are related. The terms ‘determi-
nant’ and ‘impact, as employed in this text, are used
in the statistical sense, as indicating the presence and
strength of an association.

Finally, we deliberately deviated from DSM-5 criteria
for a personality disorder, and also included patients with
a subthreshold personality disorder (falling one content
criterion short, provided that they met the general criteria
for a personality disorder) in the randomized controlled
trial on schema therapy and the current study. This may
have affected the associations of personality disorders
with mental wellbeing. Our sensitivity analysis showed
that — contrary to the main analysis which also included
patients with a subthreshold personality disorder — num-
ber of full personality disorders added predictive value for
mental wellbeing to comorbid mental disorders, which
remained significant after inclusion of personality dimen-
sion in the prediction model. This indeed suggests that
the association between personality disorders and mental
wellbeing was reduced by including patients with a sub-
threshold disorder in the group with, compared to includ-
ing them in the group without, a ‘personality disorder:
Our considerations to include subthreshold personality
based on empirical evidence in older patients [13, 28, 29],
may therefore be questioned and our findings underscore
the need to study the adequacy of personality disorder
criteria in older patients further. Inclusion of patients
with a subthreshold personality disorder did, however, not
affect the main findings of our study. The impact on men-
tal wellbeing of personality dimensions was considerably
larger than of personality disorders.

Conclusions

Our study showed that personality pathology may seri-
ously affect mental wellbeing of geriatric mental health
outpatients, in addition to any comorbid mental disor-
ders. Personality disorder diagnoses do not constitute
good indicators of this mental health burden, in contrast
to the personality dimensions of the AMPD. Assessing
severity of personality pathology merely by personal-
ity functioning dimensions, as suggested in the AMPD,
would however be incorrect. Pathological personality
traits may add significant mental health burden to the
personality functioning dimensions.

Personality pathology should be seriously addressed in
geriatric mental healthcare. The prevalence of personal-
ity disorders is known to be high in this setting, and the
current study shows that personality pathology may con-
stitute a great burden on mental wellbeing. Alertness for
and treatment of personality disorders in geriatric mental
healthcare seems warranted.
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