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Personality disorders Overview

Summary
Personality disorders are a relatively common, chronic pattern of perceptual and behavioral abnormalities.
These manifest as problems in at least two of the following domains: cognitive-perceptual, affect regulation,
interpersonal functioning, or impulse control.

Onset of symptoms in childhood/adolescence with stability over time.

Typical presentation involves comorbid disorders (more than one personality disorder or additional diagnoses
of depression, anxiety, somatoform, or substance use disorder).

Ongoing relationship with a primary care physician is essential but may be challenging to maintain.

Potential for self-harm must be monitored. There is also potential for social withdrawal.

Psychotherapy is indicated in most cases. Selective use of pharmacotherapy can provide added benefit.

Definition
Personality disorders refer to enduring patterns of thinking and feeling about oneself and others that
significantly and adversely affect how an individual functions in the various aspects of life.

In the Diagnostic and Statistical Manual of Mental Disorders, 5th edition text revision (DSM-5-TR), the
personality disorders fall into 10 distinct types: paranoid, schizoid, schizotypal, antisocial, borderline,
histrionic, narcissistic, avoidant, dependent, and obsessive-compulsive.[1] The International Classification of
Diseases (ICD-11) states that personality disorder is characterized by disturbances in functioning aspects of
the self (e.g., self-worth, accuracy of self-view) and/or interpersonal dysfunction. This disturbance manifests
in patterns of cognition, emotional experience, and maladaptive behavior, across a range of personal and
social situations, and is associated with significant distress or functional impairment.[2]

Personality disorders involve a chronic pattern of both internal perception and observable behavior in at
least two of the following four symptom domains: cognitive-perceptual, affect, interpersonal functioning, and
impulse control.[1] Personality disorders are associated with significant distress across these domains. 

Personality disorders have been categorized into three general categories or clusters: cluster A (odd/
eccentric); cluster B (dramatic); cluster C (anxious/fearful).[1]

In primary care settings, physicians are most likely to encounter patients with personality disorders in the
context of treating the patient for a comorbid condition. Anxiety disorders, mood disorders, and substance
use disorders are highly comorbid with personality disorders.[3]
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Epidemiology
Across studies in the US, prevalence rates for personality disorders range from 9% to 11.2%.[4] [5] One
large-scale community study utilizing a structured interview administered by trained lay interviewers obtained
a prevalence rate for any personality disorder of 14.79%.[6] However, in the second wave of this study,
with stricter criteria applied regarding level of distress or impairment, prevalence rate for any personality
disorder was 9.1%.[7] A 2018 systematic review looking at the prevalence of personality disorder in Western
populations found the rate to be 12.2%, although the reviewers did not find any studies that used DSM-5
criteria.[8]

Schizoid personality disorder is more common in men, with schizotypal personality disorder diagnosed
equally between men and women.[7] Antisocial personality disorder is more prevalent among men than
women; men were also found to have higher rates of disorders in clusters A (odd/eccentric) and B (dramatic)
compared with women.[4] [6] [9] The prevalence of borderline personality disorder (BPD) for adults in the US
is approximately 0.7% to 2.7%.[3] [10] [11] European studies have found higher prevalence rates of cluster
B disorders in the younger age group.[12] [13] Prevalence rates for the various clusters range from 1.5% for
cluster B to 6.0% for cluster C.[9]

Research is limited and inconsistent in terms of differential prevalence rates between various ethnic
groups.[6] [9] Application of the impairment criteria prevalence rates for having any personality disorder were
found to range from 5.31% for Asian/Native Hawaiian/other Pacific Islander, non-Hispanic people to 17.37%
for American Indian/Alaska Native, non-Hispanic people.[7] A review of 15 studies (with 5 considered to be
high quality) concluded that prevalence of personality disorder is lower among African-Americans compared
with white people, and that limited data preclude further conclusions.[14]

Prevalence of most personality disorders decreases with age.[4] [5] [6] [9]

People with personality disorders often have comorbid psychiatric disorders. Among patients with BPD,
lifetime prevalence of mood and anxiety disorders exceeds 80%. The lifetime prevalence of substance use
disorder is 78%.[3] Bipolar II disorder has been reported in 37% of patients with BPD; attention deficit-
hyperactivity disorder in 33%; post-traumatic stress disorder in 30%; and bipolar I disorder in 21%.[15]

Etiology
There is evidence for both environmental and genetic effects on the development of personality disorders;
however, the relative contribution of each is variable.[16] [17] [18] [19] [20] [21] [22]

One line of research has looked into brain changes in patients with personality disorders. The neurobiological
findings may be genetically determined, a direct cause of early emotional trauma, or a consequence of the
elevated activity of stress-associated neurobiological systems. Research has suggested a linkage between
early trauma and later neurobiological dysfunctions.[23] There is evidence to support a combined genetic-
environmental contribution to the development of specific aspects of personality disorders, such as emotional
instability and suicidal behavior.[24] [25]

A study of the genetic variants of the hypothalamus-pituitary-adrenal axis found a strong association between
childhood trauma and genetic polymorphisms in men and women with borderline personality disorder
(BPD).[26] Genetic factors and adverse childhood experiences may interact to affect brain development via
altered hormones and neuropeptides, increasing the risk of BPD.[11] [27] [28] [29] [30] It has been postulated
that adverse childhood experiences may modulate gene expression and lead to stable personality traits.[28]
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Personality disorders Theory

[29] [30] Although most clinicians believe that adverse childhood experiences such as physical, sexual, or
emotional abuse and neglect are more common in people with BPD, not all people diagnosed with BPD have
had such adverse childhood experiences.[31]

There is a familial predisposition of BPD with this disorder being more common in people with a family history
of BPD.[32] In one population-based Swedish study that included 1,851,755 participants, of whom 11,665
(0.6%) had a diagnosis of BPD according to the International Classification of Diseases (ICD-10), it was
estimated that the heritability of BPD was 46%; the remaining 54% of variance was explained by nonshared
environmental factors.[33] No single-nucleotide variants have been identified for BPD.[34]

Individuals with schizotypal personality disorder are more likely to have a first-degree relative with
schizophrenia or a schizophrenia-spectrum disorder. Schizotypal personality disorder has a stronger genetic
link with schizophrenia than schizoid personality disorder.[35] [36]

In a longitudinal study of children followed over 4.5 years after birth, it was found that exposure to maternal
stress in infancy sensitized the children’s pituitary-adrenal responses to subsequent stress exposure.[37]
Similarly, an investigation of exposure to prenatal adversities (i.e., tobacco use, alcohol consumption, anxiety,
and depression) found that exposure to increased stress in utero was associated with BPD in children 11 to
12 years later.[38]

Environmental factors that have been linked to development of personality disorders include: childhood
maltreatment, particularly a history of childhood physical abuse; sexual abuse; and neglect.[39] Individuals
who have experienced childhood abuse or neglect were found to be more than 4 times as likely as those
without such a history to be diagnosed with personality disorders.[39] However, results varied based on
whether the source of information was self-report or documented records from a time concurrent with the
events.[39] A cross-sectional study that compared self-reports of adults diagnosed with avoidant personality
disorder to those with social phobia found that avoidant personality disorder was highly correlated with
neglect and most pronounced for physical neglect.[40] A prospective study found higher rates of BPD in
children with histories of physical abuse or neglect (but not sexual abuse) compared with controls.[41]
However, when factors such as parental alcohol/drug use and employment status were considered, the
relationship between abuse and BPD was no longer significant, demonstrating the multifactorial nature of this
disorder.

Pathophysiology
Most studies of the biological bases of personality disorders have focused on schizotypal and BPD.[42]
Schizotypal personality disorder has been associated with movement abnormalities and minor physical
abnormalities not found in patients with other personality disorders or controls.[42] Studies also indicate
differences in neurobiological measures that distinguish patients with schizotypal personality disorder from
both control subjects and patients with schizophrenia.[42]

BPD has been associated with disruption in the serotonin (5-HT) system, disruption in the endogenous
opiate pathway (implicated in repeated nonsuicidal self-mutilation behavior), and altered functioning in areas
of the brain responsible for impulsive aggression and affective regulation.[42] Genetic studies have found
abnormalities of the 5-HT transporter, the tryptophan hydroxylase, as well as the 5-HT2A receptor gene.[43]

Connections between the prefrontal cortex and the amygdala are thought to play a key role in regulating
emotional and behavioral responses. Emotional dysregulation and impulsivity, which are common
manifestations of personality disorders, might be related to decreased prefrontal regulation and/or increased
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amygdala activation.[44] In a neurobiologic model of BPD, the most consistent finding was hyperactivity of
the amygdala but the role of the amygdala in this context remains unclear.[45] [46]

Dopaminergic activity is thought to be important in emotion, information processing, impulse control, and
cognition; hence a dopamine dysfunction theory has been proposed, which is derived from the reduction
of some symptoms in BPD with treatment of dopamine receptor antagonists.[47] The theory of dopamine
system involvement in BPD is also supported by the results of provocative challenges with amphetamine and
methylphenidate in people with the disorder.[47]

The role of the adrenergic nervous system has also been shown by dysfunction or dysregulations of the
hypothalamic-pituitary-adrenal axis.[26] [43]

Oxytocin has been proposed as a factor in BPD psychopathology due to its effects on empathy and
reward networks, affective regulation, and adaptive behavior.[48] The role of oxytocin in BPD is still under
investigation. However, some studies suggest that low levels of endogenous oxytocin are a factor and
dysregulations in the oxytocin system have been found in patients diagnosed with BPD.[49]

Classification
Diagnostic and statistical manual of mental disorders, 5th edition,
text revision (DSM-5-TR) classification of personality disorders[1]
Three clusters: cluster A (odd/eccentric); cluster B (dramatic); cluster C (anxious/fearful).

• Cluster A: schizoid, schizotypal, paranoid
• Cluster B: borderline, histrionic, antisocial, narcissistic
• Cluster C: avoidant, dependent, obsessive-compulsive

International statistical classification of diseases and related
health problems, 11th revision (ICD-11)[2]

• Mild personality disorders
• Moderate personality disorders
• Severe personality disorders

Personality difficulty refers to pronounced personality characteristics that may affect a patient’s interaction
with health services, but are not severe enough to warrant a diagnosis of personality disorder. Characteristics
of personality difficulty are only manifested at low intensity, or intermittently.[2]

Case history
Case history #1
A 22-year-old man presents to a family medicine center because he is concerned about feelings of
dizziness and weakness. His medical history is unremarkable and this is his first visit to the clinic. During
the interview, the physician notices the man's despondent facial expression and inquires about other
issues. He admits that he has not slept in 2 days because of tension in his relationship with his girlfriend,
who is visiting her family in another part of the country. She had seemed somewhat distant on the phone
with him, and he is concerned that she is spending time with her former boyfriend, who resides in the
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Personality disorders Theory

same town as her family. He asks for medication to help him sleep and, after a few minutes, opens up
to the physician about the mood swings that he has recently been experiencing. He admits that once
before, when he liked a girl and discovered that she was not interested in him, he became hopeless and
despondent. He acknowledged thinking that he did not want to live any more and that he would never
be able to find anyone, but he did not have thoughts of ending his own life at that time. Instead, he took
comfort from donating blood, as the sight of his own blood was extremely soothing to him, and he felt safe
in the controlled environment of the blood donation center. However, he states that this time the intensity
of his suffering is worse, and that he feels "alone in the world" and that even his friends are "out to get
him."

Other presentations
The range of personality disorders is wide, and the various personality disorders differ markedly in their
clinical presentations. Unlike other mental health conditions for which patients may seek assistance from
a primary care physician, patients with personality difficulties are unlikely to report that their "personality"
is the source of their suffering. Instead, patients with personality disorders may report symptoms of:
unremitting mood or anxiety disorder; substance use disorder; multiple medically unexplained symptoms;
or difficulties in interpersonal functioning. These may at times be manifest in challenging physician-patient
interactions. Attention to nonverbal manifestations, such as scars from self-injurious behavior, must also
be a focus of ongoing assessment. The primary care physician is unlikely to intervene directly to address
personality issues, but, through the establishment of an effective therapeutic relationship, may assist the
patient in improving the "index" symptoms that are causing him or her distress.

Maintaining contact with patients with a personality disorder may be challenging because of the nature
of their difficulties, which undoubtedly will become salient in some way in the clinical encounter. These
difficulties may include: aloofness; somewhat strange behaviors or patterns of thinking; demonstrations
of affective dysregulation and self-mutilation; or clingy, anxious behavior with heavy reliance on the
physician to make decisions. Over time, such an effective relationship will facilitate medical management
of chronic conditions and potentially lead to improvements in health-related quality of life. It may also
indirectly offer the patient the opportunity to develop different ways of relating with others and thus
improve one of the core features of personality pathology.
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Approach
People with personality disorders rarely present to a primary care physician seeking relief from their
personality difficulties. They may have little or no insight into their personality issues. The comorbidity of
more than one personality disorder is common. The approach to diagnosis is focused on broad symptom
categories. These may be observable in physician-patient encounters or present in the patient's history,
whether obtained from the patient him/herself or from collateral sources of information.

Presentation in primary care
By definition, personality disorders involve significant difficulties in interpersonal interactions, with various
manifestations based on the disorder type or grouping. Thus the physician-patient relationship is likely
to be affected by these issues. Repeated encounters that a physician considers “difficult” may warrant
consideration of a personality disorder.[52] [53]

Additional presentations in primary care settings that may indicate the presence of significant personality
issues include:[53][54][55]

• Acute stress, inappropriate demands, disproportionate anger, rapid mood changes
• Scars or other markings on the skin indicative of self-mutilation
• Frequent involvement in arguments or altercations
• Turbulent and volatile relationships
• Chronic and unremitting mood or anxiety disorder symptom complaints
• Poor response to evidence-based treatments for other mental health conditions
• Problematic substance use
• Presence of multiple medically unexplained symptoms
• Presenting issues in children that may suggest a traumatic home environment  [CDC: Adverse

Childhood Experiences (ACE) study] (https://www.cdc.gov/violenceprevention/aces/about.html)
• Clinical encounter elicits strong emotional reactions in the clinician, or departure from usual clinical

practice (e.g., working outside expertise, change in prescribing practice).
Many of the symptoms of personality disorders can be grouped into the categories of:

• Cognitive-perceptual (rigidly held ideas, odd or strange thinking, misperceptions of others'
intentions)

• Affective dysregulation (mood and anxiety symptoms)
• Impulse dyscontrol (aggressive or self-harm behaviors, sexual promiscuity, problematic substance

use).
The various types of personality disorder are defined by the DSM-5-TR criteria. See Criteria .

Tests: screening interviews and self-report tools
Assessment of suicidality should be included in the clinical interview. Researchers have identified suicidal
desire, capability, and intent, and presence of buffers as the key variables to assess.[56] Tools are
available to assist primary care clinicians in the assessment of suicide.  [Suicide Prevention Resource
Center: suicide prevention toolkit for primary care practices] (http://www.sprc.org/settings/primary-care/
toolkit)

A brief screening interview test for personality disorder, the Standardized Assessment of Personality-
Abbreviated Scale (SAPAS) has been validated in psychiatric settings.[57] [58] It seems to be most useful
for identifying patients within clusters A and C, but less so for identifying patients within cluster B.[58]
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Personality disorders Diagnosis

The SAPAS was used in a large-scale study examining factors related to response to antidepressant
treatment, and personality dysfunction was found to have had a significant negative impact on treatment
response.[59] However, the SAPAS is not recommended for routine screening in primary care settings,
where prevalence of personality disorder is lower than in psychiatric settings.[57] Within the primary care
setting, it may be appropriate for use with patients who have comorbid psychiatric conditions, such as
anxiety or depression. The Structured Clinical Interview for DSM-5-TR Alternative Model for Personality
Disorders Version (SCID-5-AMPD) is a semi-structured interview for use by trained clinicians with a basic
knowledge of the concepts of personality disorders.

An analysis of three brief self-report tools concluded that the tools were strongly correlated with each
other, and also were best when used with more severe levels of personality pathology in psychiatric
samples.[60] The goal of a brief self-report screening tool for personality disorders may not be achievable
given the factors involved (for example, overlap between personality disorders, as well as comorbidity with
mood, anxiety, or psychotic disorders).[60]

Tests: screening for organic disorders
In cases when the patient presents with sudden personality changes, organic causes such as substance
use disorder, malignancy, or other general medical conditions must be excluded before a diagnosis of
personality disorder can be considered. Selective testing such as brain imaging (computed tomography
[CT] or magnetic resonance imaging [MRI]) and urine drug testing may be helpful in initial investigation of
these findings.

Tests: screening assessment for behaviors adversely affecting
health and comorbid psychiatric conditions
Many personality features are stable over time but present more prominently on an intermittent basis
and are considered the "target" symptoms for treatment efforts (e.g., the self-injurious behavior of an
individual with borderline personality disorder). While a complete diagnostic assessment of specific
personality disorders or traits typically occurs in specialty settings, primary care physicians can assess for
behaviors adversely impacting health status, suicidal ideation and plan, as well as anxiety and affective
symptoms that patients with personality disorders experience.[60] [61] Screening instruments that may be
helpful in this regard include:

• Primary Care Evaluation of Mental Disorders (PRIME-MD), a screen for the presence of a variety
of psychiatric disorders, including mood, anxiety, somatoform, and eating, as well as alcohol use/
dependence[62]

• Patient Health Questionnaire-9 (PHQ-9), which provides information on the severity of depressive
symptomatology including self-harm and suicidal ideation[63]  [Patient Health Questionnaire
PHQ-9] (https://www.thenationalcouncil.org/resources/patient-health-questionnaire-phq-9)

• Generalized Anxiety Disorder-7 (GAD-7), providing information on the severity of anxiety
symptomatology[64] [65]

• Mood Disorders Questionnaire, which screens for the presence of elevated mood states,
hypomania, and mania.[66]

Patients who screen positive for mood disorder, substance use disorder, history of deliberate self-harm,
and/or prior suicide attempt may be at greater suicide risk.[67]
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Specialist referrals
For a detailed assessment of personality disorder traits and their potential to impact the physician-
patient relationship and approach to medical care, primary care physicians should consider referral
to a mental health professional with specialty training in the assessment and treatment of people
with personality disorders. Structured interviewing and specific diagnostic instrument administration,
including the administration of psychological testing, may be carried out by such a professional. A
consulting psychologist or psychiatrist may use the Millon Clinical Multiaxial Inventory-III (MCMI-III) and
the Structured Clinical Interview for DSM-IV Axis II Personality Disorders instruments. Two disciplines,
clinical health psychology and consultation-liaison psychiatry, are particularly concerned with the interface
of mental and physical health and well-being, but many types of mental health providers are skilled in
this particular field. When consulting with the evaluating clinician, it is important to obtain information
on the evaluator's practice with regard to providing feedback to patients. This will allow the primary care
physician to address further patient questions regarding the evaluation in a manner that avoids potential
misunderstanding and miscommunication.

History and exam
Key diagnostic factors
paranoia (common)
• A cognitive-perceptual feature characteristic of personality disorders.
• Paranoid personality disorder patient: hidden meaning seen in neutral actions, may suspect harm or

deception by clinician, suspects infidelity in partner.
• Borderline personality disorder: paranoid thinking can emerge in response to stress.

odd thinking (common)
• A cognitive-perceptual feature characteristic of personality disorders.
• Schizotypal personality disorder: experiences ideas of reference, magical thinking.

restricted range of emotions (common)
• A mood feature characteristic of the affective dysregulation of personality disorders.
• Obsessive-compulsive personality disorder: prefers rational to emotional expression.
• Schizoid personality disorder: restricted range of emotion displayed; may delay seeking medical care

because of unwanted contact and may appear cold/indifferent.

anger and irritability (common)
• Mood symptoms characteristic of the affective dysregulation of personality disorders.
• Antisocial personality disorder: often appears irritable.
• Borderline personality disorder: episodic, intense anger states; may reflect history of trauma and mild

dissociation.
• Paranoid personality disorder: often appears angry.
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excessive emotionality and unstable mood states (common)
• Mood symptoms characteristic of the affective dysregulation of personality disorders.
• Borderline personality disorder: unstable and intense mood states often occurring in concert with

idealization and devaluation of others; chronic dysphoria is common.
• Histrionic personality disorder: superficial and excessive emotionality.

anxiety and tension (common)
• Anxiety symptoms characteristic of the affective dysregulation of personality disorders.
• Avoidant personality disorder: fearful of rejection, unlikely to disagree with physician, socially anxious.
• Dependent personality disorder: experiences significant difficulty when asked to engage in decision

making and tries to enlist others to take responsibility for health issues.
• Borderline personality disorder: fearful of rejection, separation, and abandonment.
• Histrionic personality disorder: becomes anxious with discussion of serious health issues or difficult

feelings.
• Obsessive-compulsive personality disorder: extreme concern about providing the "right" answers to

questions.
• Paranoid personality disorder: often appears tense, hypervigilant.
• Schizotypal and schizoid personality disorder: discomfort with social communication and physical

examination.

impulsive behaviors (common)
• Indicators of the impulse dyscontrol characteristic of personality disorders.
• Antisocial personality disorder: may appear cooperative and charming at first in an effort to obtain

desired outcome from clinician, but repeatedly acts with disregard for safety and rights of others with
irresponsibility and lack of remorse; violence and substance use are common.

• Borderline personality disorder: impulsive, recurrent self-destructive behaviors such as cutting,
substance use and drug overdose, sexual promiscuity.

grandiosity (common)
• A cognitive-perceptual feature characteristic of personality disorders.
• Narcissistic personality disorder: sense of self based on grandiosity and need for admiration,

interpersonally exploitative, has difficulty accepting diagnoses that challenge sense of self as infallible.
Often exists alongside intense degree of shame, rage in the face of humiliation.

evidence of self harm (e.g., scars, burns) (common)
• May be present.

Risk factors
Strong
history of abuse
• Childhood maltreatment, particularly a history of childhood physical abuse, sexual abuse, and neglect

is associated with development of personality disorders.[39] Individuals who have experienced
childhood abuse or neglect were found to be more than four times as likely as those without such a
history to be diagnosed with personality disorders.[39] One cross-sectional study that compared self-
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reports of adults diagnosed with avoidant personality disorder to those with social phobia found that
avoidant personality disorder was highly correlated with neglect, especially physical neglect.[40]

family history of schizophrenia
• Individuals with schizotypal personality disorder are more likely to have a first-degree relative with

schizophrenia or a schizophrenia-spectrum disorder. Schizotypal personality disorder has a stronger
genetic link with schizophrenia than schizoid personality disorder.[35] [36]

family history of borderline personality disorder (BPD)
• One population-based Swedish study that included 1,851,755 participants, of whom 11,665 (0.6%)

had a diagnosis of BPD according to the International Classification of Diseases (ICD-10), estimated
that the heritability of BPD was 46%; the remaining 54% of variance was explained by nonshared
environmental factors.[33]

negative parenting interactions
• Home environments characterized by harsh punishment and lack of parental affection are associated

with personality disorder into adulthood.[50]

emotional/disruptive disorder in childhood
• Disruptive behavior disorder in childhood is associated with a higher likelihood of having a cluster B

(dramatic) personality disorder than having another emotional disorder.
• For women, having an emotional disorder in childhood was associated with increased likelihood of

having a cluster C (anxious/fearful) personality disorder.[51]

Tests
1st test to order

Test Result
clinical interview

• People with personality disorders do not present to a primary care
physician seeking relief from their personality difficulties, and may
have little or no insight into their personality issues.

• Diagnosis will be focused on broad symptom categories that are
observable in physician-patient encounters or present in the patient's
history, whether obtained from the patient him/herself or from others
who know the patient (collateral sources).

• Further screening tests for the assessment of comorbid symptoms
may be helpful.

• Specialist referral is required for a detailed assessment of personality
disorder traits.

symptoms dating from
adolescence/early
adulthood; not occurring
solely in the presence of
another disorder such as
depression or anxiety;
significant difficulties in
interpersonal interactions
may lead to suspected
diagnosis of personality
disorder
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Other tests to consider

Test Result
suicide risk screening questions

• There is inconclusive evidence for routine assessment of suicide risk
in primary care. Strongest suicide risk factors are: presence of mood
disorder, comorbid substance abuse, history of deliberate self-harm,
prior suicide attempt. Screening tools specific for suicide risk have not
been validated in primary care settings.[67]

positive or negative for
factors that indicate
increased suicide risk in
this patient population

Standardized Assessment of Personality-Abbreviated Scale
(SAPAS)

• A brief screening interview test for personality disorder, which has
been validated in psychiatric settings.[57] [58]

• Within the primary care setting, it may be appropriate for use with
patients who have comorbid psychiatric conditions, such as anxiety
or depression. However, it is not recommended for routine screening
in primary care settings, where prevalence of personality disorder is
lower than in psychiatric settings.[57]

may demonstrate positive
ratings for personality
disorder

Millon Clinical Multiaxial Inventory-III (MCMI-III)
• Commonly used instrument that may be used by a consulting

psychologist or psychiatrist following referral from primary care.

may demonstrate positive
ratings for personality
disorder

Structured Clinical Interview for DSM-5-TR Alternative Model for
Personality Disorders Version (SCID-5-AMPD)

• Semi-structured interview for use by trained clinicians with a basic
knowledge of the concepts of personality disorders. Formatted as
three independent modules: self and interpersonal functioning,
assessment of five pathological personality trait domains and their
corresponding 25 trait facets, assessment of six specific personality
disorders and Personality Disorder-Trait-Specified.

may demonstrate positive
ratings for components
of personality pathology
and/or personality
disorder

Structured Clinical Interview for DSM-5-TR Personality
Disorders

• Commonly used instrument that may be used by a consulting
psychologist or psychiatrist following referral from primary care.
Assesses the 10 DSM-5-TR Personality Disorders across Clusters
A, B, and C as well as Other Specified Personality Disorder. There is
also an optional self-report patient questionnaire.

may demonstrate positive
ratings for personality
disorder

MRI/CT scan of brain
• Ordered in cases of sudden appearance of one or more of the

following: cognitive-perceptual symptoms, affective dysregulation,
atypical features, or impulsive behavioral dyscontrol. An abnormal
result would indicate a need for further medical or neurologic testing.

normal in personality
disorder

urine drug screen
• Ordered in cases of one or more of the following: cognitive-

perceptual symptoms, affective dysregulation, or impulsive behavioral
dyscontrol. Personality disorder is not diagnosed if suggestive
symptoms occur only during times of active substance use.

positive result suggests
comorbid substance use
disorder diagnosis or
substance use disorder
in absence of personality
disorder
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Test Result
The Primary Care Evaluation of Mental Disorders (PRIME-MD)

• Administered in primary care settings for patients with the possibility
of comorbid axis I disorder(s).

• The test is comprised of a patient questionnaire followed by
clinician evaluation. It assesses for the presence of mood, anxiety,
somatoform, and eating disorders, as well as alcohol abuse/
dependence.[62]

normal or a result
suggesting the presence
of comorbid axis I
disorder(s)

Patient Health Questionnaire-9 (PHQ-9)
• Administered in primary care setting in patients with symptoms of

depression. Includes a question about suicide and self-harm.
• Test score interpretation: 5-9, minimal symptoms; 10-14, mild

symptoms; 15-19, moderate symptoms; 20 or greater, severe
symptoms.[63]  [Patient Health Questionnaire PHQ-9] (https://
www.thenationalcouncil.org/resources/patient-health-questionnaire-
phq-9)

• Personality disorder should be considered in patients for whom
depression scores do not improve with treatment.

score indicative of
depression severity

Mood Disorder Questionnaire
• Administered in primary care setting for patients with symptoms of

affective dysregulation or impulsive behavioral dyscontrol.
• Mood disorder screening score of 7 or more yields sensitivity of 0.73

and specificity of 0.90.[66]

normal or a result
suggestive of manic or
hypomanic symptoms

Generalized Anxiety Disorder-7 (GAD-7) and GAD-2
• Administered in primary care setting for patients with symptoms of

anxiety.
• A score of 8 on the GAD-7 or a score of 3 on the GAD-2 (first two

items of GAD-7) are suggestive of anxiety disorder.[64] [65]

score indicative of
anxiety severity

14 This PDF of the BMJ Best Practice topic is based on the web version that was last updated: Apr 02, 2025.
BMJ Best Practice topics are regularly updated and the most recent version of the topics
can be found on bestpractice.bmj.com . Use of this content is subject to our disclaimer (.

Use of this content is subject to our) . © BMJ Publishing Group Ltd 2025. All rights reserved.

https://www.thenationalcouncil.org/resources/patient-health-questionnaire-phq-9
https://www.thenationalcouncil.org/resources/patient-health-questionnaire-phq-9
https://www.thenationalcouncil.org/resources/patient-health-questionnaire-phq-9
https://bestpractice.bmj.com


Personality disorders Diagnosis

Differentials

Condition Differentiating signs /
symptoms

Differentiating tests

Mood disorders • Symptoms develop over
much shorter periods of time
and represent a change
in functioning; include
somatic symptoms, such
as insomnia, weight loss, or
psychomotor agitation.[1] In
patients with a personality
disorder, moods are usually
reactive, in reaction to
interpersonal events or
internal experiences.

• Consider personality
disorder as a comorbid
condition.

• Clinical interview.
• Use of DSM-5-TR criteria.[1]
• The Primary Care Evaluation

of Mental Disorders (PRIME-
MD) may indicate presence
of symptoms suggestive of
mood disorders.[62]

• Mood Disorder
Questionnaire may indicate
presence of symptoms
indicative of elevated mood
states (hypomania and
mania).[66]

• Patient Health
Questionnaire-9 (PHQ-9)
may indicate presence
of self-harm, suicidal
ideation.[63]  [Patient
Health Questionnaire
PHQ-9] (https://
www.thenationalcouncil.org/
resources/patient-health-
questionnaire-phq-9)

Psychotic disorders • Absence of persistent
delusions and hallucinations
in personality disorder.[1]
However, patients with
borderline personality
disorder may experience
transient paranoid ideation in
response to stress; patients
with schizotypal personality
disorder may experience
ideas of reference (but not
delusions), as well as odd
beliefs or magical thinking.[1]

• Consider personality
disorder as a comorbid
condition.

• Clinical interview.
• Use of DSM-5-TR criteria.[1]

Anxiety disorders • Social anxiety disorder can
be difficult to differentiate
from avoidant personality
disorder as many of the
symptoms overlap, and there
is controversy about whether
the two disorders are in fact
distinct. However, avoidant
personality disorder appears
to involve more generalized

• Clinical interview.
• Use of DSM-5-TR criteria.[1]
• Generalized Anxiety

Disorder-7 (GAD-7) or
GAD-2 may indicate
presence of symptoms
suggestive of anxiety
disorders.[64] [65]
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Condition Differentiating signs /
symptoms

Differentiating tests

impairment in multiple
spheres of functioning.

• Avoidance behavior
in agoraphobia is
circumscribed and in
relation to occurrence of
panic attacks (compared
with avoidant personality
disorder, in which avoidance
behavior is evident in a
variety of settings involving
interpersonal contact).

• Presence of obsessions
and compulsions in
obsessive-compulsive
disorder (compared with
obsessive-compulsive
personality disorder, where
perfectionistic traits are
apparent).

• Consider personality
disorder as a comorbid
condition.

Substance-use disorders • For antisocial personality
disorder diagnosis to
be given in addition to a
substance-related diagnosis,
antisocial personality
disorder symptoms must
have been present in
childhood (typically prior
to the establishment of
the substance-related
disorder) and continued into
adulthood.[1]

• Consider personality
disorder as a comorbid
condition.

• Urine drug screen.
• Clinical interview.
• Use of DSM-5-TR criteria.[1]
• The Primary Care Evaluation

of Mental Disorders (PRIME-
MD) may indicate presence
of symptoms suggestive of
alcohol use/dependence.[62]
[68]

Personality change due to
general medical condition

• Personality symptoms
represent a change from
baseline level of functioning
and are due to a direct
physiological cause (e.g.,
head trauma, endocrine
condition, or other conditions
involving the central nervous
system).[1]

• Physical or neurologic
exam may reveal features
suggestive of a specific
medical condition.

• Clinical interview with patient
and, if possible, collateral
source.

• Use of DSM-5-TR criteria.[1]
• Imaging (CT/MRI of brain),

neuropsychological testing,
or laboratory tests (e.g.,
thyroid function tests) may
have suggestive findings.
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Condition Differentiating signs /
symptoms

Differentiating tests

Sub-threshold personality
traits

• Traits that are not considered
rigid, maladaptive, stable,
and linked to impairment.

• Clinical interview.
• Use of DSM-5-TR criteria to

rule out personality disorder
diagnosis.[1]

Criteria
Schizotypal personality disorder (DSM-5-TR)
Social and interpersonal deficits marked by acute discomfort with and reduced capacity for close
relationships, accompanied by cognitive/perceptual distortions and eccentric behavior; may include ideas of
reference, odd thinking or speech, unusual perceptual experiences, social anxiety regardless of familiarity
with situation, suspiciousness or paranoid ideation, inappropriate or constricted affect.[1] This is classified
with the schizophrenia-spectrum disorders in ICD-11.[2]

Schizoid personality disorder (DSM-5-TR)
Pattern of detachment in social relationships and restricted emotional expression in interpersonal
interactions; solitary, indifferent toward others; affectively detached; little, if any, interest in having sexual
experiences with another person; lacks close friends and confidants (other than first degree relatives).[1]

Paranoid personality disorder (DSM-5-TR)
Distrust and suspiciousness of others, whose motives are viewed as malevolent; suspicious and bears
grudges; perceives threats in neutral events; preoccupied with unjustified doubts about the loyalty or
trustworthiness of friends or associated; reluctant to confide in others; recurrent suspicions (without
justification) about fidelity of a spouse/partner; perceives attacks on character/reputation that are not
apparent to others and is quick to react angrily or counterattack.[1]

Avoidant personality disorder (DSM-5-TR)
Social inhibition, feelings of inadequacy, hypersensitivity to negative evaluation; interpersonally inhibited
and extremely reluctant to take personal risks, even in occupational activities, due to fear of rejection; shows
restraint in intimate relationships due to fear of being shamed or ridiculed, views self as socially inept,
preoccupied with being criticized or rejected in social situations.[1]

Dependent personality disorder (DSM-5-TR)
Excessive need to be taken care of leading to submissive and clinging behavior; difficulty with decision
making in the absence of advice; fears solitude due to fear of inability to care for self; has difficulty
expressing disagreement with others; difficulty initiating projects or doing things on his or her own; urgently
seeks another relationship as a source of care and support when a close relationship ends.[1]

Obsessive-compulsive personality disorder (DSM-5-TR)
Preoccupation with orderliness, perfectionism, and mental/interpersonal control (and subsequent lack
of flexibility, openness, and efficiency); overconscientious, stubborn, and excessively devoted to work;
scrupulous and inflexible about matters of morality, ethics, and values; reluctant to delegate tasks or work
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with others; unless they conform to his/her style of doing things; rigid; unable to discard worthless or worn-
out objects even when they have no sentimental value; adopts a miserly spending style towards self and
others.[1]

Borderline personality disorder (DSM-5-TR)
Instability of interpersonal relationships, self-image, and affects, and impulsivity; intense anger and affective
instability; recurrent suicidal behavior/gestures; impulsive behavior with potential for self-harm; frantic efforts
to avoid real or imagined abandonment; chronic feelings of emptiness; affective instability due to a marked
reactivity of mood; inappropriate, intense anger, or difficulty controlling anger.[1]

Histrionic personality disorder (DSM-5-TR)
Excessive emotionality and attention-seeking; discomfort when not center of attention; shifting and shallow
expression of emotions; draws attention to self through physical appearance; superficial; style of speech is
impressionistic and lacks details; considers relationships to be more intimate than they actually are; easily
influenced by others or circumstances.[1]

Narcissistic personality disorder (DSM-5-TR)
Grandiosity (in fantasy and behavior), need for admiration, lack of empathy; views self as "special" and
needs to be admired; unwilling to recognize feelings of others; is arrogant and interpersonally exploitative;
lacks empathy; often envious of others and believes that others are envious of him or her.[1]

Antisocial personality disorder (DSM-5-TR)
Disregard for and violation of rights of others occurring since age 15; impulsivity; deceitfulness; lack of
remorse; engages in acts that are illegal or show disrespect for social norms; irritability and aggressiveness,
as indicated by repeated physical fights or assaults; reckless disregard for safety of others; fails to sustain
consistent work behavior or honor financial obligations.[1]

Other specified personality disorder/unspecified personality
disorder (DSM-5-TR)
Symptoms characteristic of a personality disorder are present and cause clinically significant distress or
impairment in social, occupational, or other important areas, but do not meet the full criteria for any of the
disorders in the personality disorders class. If the clinician chooses to communicate the specific reason
that the presentation does not meet the criteria for any specific personality disorder (e.g. "mixed personality
features"), the diagnosis is other specific personality disorder. If the clinician does not choose to specify a
reason that the criteria are not met for a specific personality disorder, the diagnosis is unspecified personality
disorder. This may include presentations where there is insufficient information to make a more specific
diagnosis.[1]

Alternative DSM-5-TR model for personality disorders
An alternative model has been proposed for diagnosis and classification of personality disorders. Using the
alternative model, personality disorders are characterized by impairments in personality functioning and
pathological personality traits. The alternative model was developed because, in the established model,
symptoms frequently meet the criteria for more than one personality disorder, and individuals do not tend to
present with patterns of symptoms that correspond to one, and only one, personality disorder.[1]

Antisocial, avoidant, borderline, narcissistic, obsessive compulsive, and schizotypal personality disorders
may be derived from this model.[1]
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Using the alternative model, the essential features of a personality disorder are:

• Moderate or greater impairment in personality (self/interpersonal) functioning
• One or more pathological personality traits
• The impairments in personality functioning and the individual’s personality trait expression are relative

inflexible and pervasive across a broad range of social situations
• The impairments in personality functioning and the individual's personality trait expression are

relatively stable across time, with onsets that can be traced back to at least adolescence or early
adulthood

• The impairments in personality functioning and the individual's personality trait expression are not
better explained by another mental disorder

• The impairments in personality functioning and the individual's personality trait expression are not
solely attributable to the physiological effects of a substance or another medical condition (e.g., severe
head trauma)

• The impairments in personality functioning and the individual's personality trait expression are not
better understood as normal for an individual's developmental stage or sociocultural environment.

Although the transition to an alternative model for diagnosing personality disorders is supported by the
research, the literature regarding treatment is still predominantly focused on the categorical approach. The
highest-quality evidence for various treatments concerns borderline personality disorder (BPD), which is
the most frequently diagnosed personality disorder in clinical settings and the most extensively researched
personality disorder. There is also support for the notion that BPD represents features of personality
dysfunction that are shared across all manifestations of personality disorder.[69] The categorical approach to
the classification of personality disorders will be utilized in this monograph.

International Classification of Diseases (ICD-11)[2]
ICD-11 departs from the categorical model of personality disorders. Diagnosis has three components:[2] [53]

• Identify the presence of a core problem in self and interpersonal functioning
• Classify the level of severity
• Identify the main traits and whether a borderline pattern exists

A core problem in self and interpersonal functioning is indicated by:

• An enduring disturbance characterized by problems in functioning of aspects of the self (e.g., identity,
self-worth, accuracy of self-view, self-direction), and/or interpersonal dysfunction (e.g., ability to
develop and maintain close and mutually satisfying relationships, ability to understand others’
perspectives and to manage conflict in relationships).

• The disturbance has persisted over an extended period of time (e.g., lasting 2 years or more).
• The disturbance is manifest in patterns of cognition, emotional experience, emotional expression, and

behavior that are maladaptive (e.g., inflexible or poorly regulated).
• The disturbance is manifest across a range of personal and social situations (i.e., is not limited to

specific relationships or social roles), though it may be consistently evoked by particular types of
circumstances and not others.

• The symptoms are not due to the direct effects of a drug or substance, including withdrawal effects,
and are not better accounted for by another mental disorder, a disease of the nervous system, or
another medical condition.

• The disturbance is associated with substantial distress or significant impairment in personal, family,
social, educational, occupational, or other important areas of functioning.

• Personality disorder should not be diagnosed if the patterns of behavior characterizing the personality
disturbance are developmentally appropriate (e.g., problems related to establishing an independent
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self-identity during adolescence) or can be explained primarily by social or cultural factors, including
sociopolitical conflict.

Trait domain qualifiers describe the most prominent characteristics that contribute to the personality
disturbance:

• Negative affectivity: experiences a broad range of negative emotions with a frequency and intensity out
of proportion to the situation; emotional lability and poor emotion regulation; negativistic attitudes; low
self-esteem and self-confidence; mistrustfulness

• Detachment: tendency to maintain interpersonal and social distance; social detachment; emotional
detachment

• Dissociality: disregard for the rights and feelings of others; self-centeredness, lack of empathy
• Disinhibition: acts rashly based on immediate external or internal stimuli, without consideration of

potential negative consequences; impulsivity; distractibility; irresponsibility; recklessness; lack of
planning

• Anankastia: a narrow focus on own rigid standards of perfection and of rights and wrong, and on
controlling own and others’ behaviors and controlling situations to ensure these standards are met;
perfectionism; emotional and behavioral constraint

• Borderline pattern: frantic efforts to avoid real or imagined abandonment; a pattern of unstable and
intense interpersonal relationships, which may be characterized by vacillations between idealization
and devaluation, typically associated with both strong desire for and fear of closeness and intimacy;
identity disturbance, manifested in markedly and persistently unstable self-image or sense of self; a
tendency to act rashly in states of high negative affect, leading to potentially self-damaging behaviors
(e.g., risky sexual behavior, reckless driving, excessive alcohol or substance use, binge eating);
recurrent episodes of self-harm (e.g., suicide attempts or gestures, self-mutilation); emotional
instability due to marked reactivity of mood-fluctuations of mood may be triggered either internally
(e.g., by one’s own thoughts) or by external events and the individual experiences intense dysphoric
mood states, which typically last for a few hours but may last for up to several days; chronic feelings of
emptiness; inappropriate intense anger or difficulty controlling anger manifested in frequent displays of
temper (e.g., yelling or screaming, throwing or breaking things, getting into physical fights); transient
dissociative symptoms or psychotic-like features (e.g., brief hallucinations, paranoia) in situations of
high affective arousal.
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Approach
Establishment of a stable, supportive physician-patient relationship lies at the core of the approach to
managing patients with personality disorders in a primary care setting.[53] The use of techniques specific to
the prominent personality traits demonstrated by the individual patient can assist in forming and maintaining
such a relationship. Psychotherapy and other psychosocial interventions are useful treatment modalities for
a great number of these patients. Such treatments can assist patients in working through relationship issues,
confronting fears, coping with trauma, dealing with troubling and dysfunctional thoughts, and acquiring skills
necessary to lead a more satisfying and healthy life.

Psychotropic medication treatment can be utilized selectively to address problematic thoughts, moods,
and behaviors that significantly impair the patient or place those in their immediate environment at risk.
Substance use disorder, particularly alcohol use, is fairly common in these patients. It needs to be identified
early and addressed through specific treatment interventions, as it leads to further medical and psychiatric
morbidity for these patients.

Relationship with primary care physician
Given the interpersonal concerns of patients with personality disorders, the establishment of a
physician-patient relationship that is maintained over time poses a particular challenge. The primacy
of the physician-patient relationship and how to establish and maintain it have been discussed in
the literature.[70] [71] Allowing more time for consults and seeing one clinician consistently may be
beneficial.[53]

The referral to a mental health provider should be made with great care and presented to the patient
as a consultation for a symptom that he/she agrees is troubling, such as anxiety, depression, a lifestyle
modification concern, or a functional impairment. The physician should emphasize that the patient
will continue to follow up with him or her after the consultation, and that referral to the specialist does
not suggest termination of care or abandonment. The importance of the therapeutic alliance between
patient and physician, and the importance of collaboration in care between treatment providers, has been
emphasized.[72] The referral decision is best approached in a collaborative manner with the patient,
incorporating his/her motivation, preferences, and concerns into the resulting plan of care.

Acute management
A significant challenge confronting primary care physicians in the treatment of patients with personality
disorders involves management of acute/emergent situations. There is very little randomized controlled
trial (RCT)‐based evidence to inform the management of acute crises in people diagnosed with borderline
personality disorder (BPD).[73] However, there are general guidelines:

Self-harm, suicidal ideation, or potential for harm to children

• When patients express suicidal ideation or the wish to engage in self-harm, partial hospitalization,
intensive day treatment, or, in cases where imminent risk is a concern, inpatient admission (either
voluntary or involuntary) are the usual treatment options. Patients in need of this high-level,
structured treatment may present with: severe disturbances of thinking, mood, and/or impulse
control; aggression; hopelessness; extremely poor judgment. See Suicide risk mitigation .

• While most studies have focused on BPD and risk for suicide, suicidal behavior in other personality
disorders has also been studied.[72] [74] [75] [76]
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• It is imperative that close communication take place between providers of acute psychiatric
services and the primary care physician.

• Suicide risk is much higher when personality disorder is comorbid with substance use disorder and/
or major depression.

• Primary care providers may also be concerned about parenting skills in patients with personality
disorders; significant support will be required for them to manage children. Steps must be taken
within the primary care provider's legal jurisdiction in cases of suicidality and aggression to protect
the children in such homes.

Substance use

• Patients with acute alcohol or other substance intoxication or highly problematic substance use
may require inpatient hospitalization for detoxification and subsequent monitoring. This may be
particularly necessary for patients with a history of self-injurious behavior or highly impulsive
behavior.

• Those with histories of complicated substance withdrawal or serious comorbid medical conditions
would also be considered for inpatient substance use treatment. This treatment can occur
concurrently with psychiatric stabilization.

• Following the period of inpatient treatment, referral to a residential or intensive outpatient substance
use disorder treatment program, including a 12-step program such as Alcoholics Anonymous (AA)
or Narcotics Anonymous (NA), will provide for continuity of care.

• As with referral for acute psychiatric services, it is very important that clear and timely
communication take place between the primary care physician and the substance use treatment
program staff.

Ongoing management: physician-patient relationship
For all patients with personality disorders, the foundation of treatment is the physician-patient relationship.
The interpersonal sensitivities of individuals with personality disorders varies substantially. However, all
patients will benefit from a consistent and stable relationship, characterized by clear communication and
well-established boundaries. Other communication strategies are recommended based on the identified
personality disorder and are listed here. They can be applied in all patient interactions, whether focusing
on management of disease or improvement in lifestyle.

• Cluster A: odd/eccentric

• Paranoid, schizoid, schizotypal personality disorders: straightforward communication,
unintrusive style; display interest in those concerns patient does share.

• Cluster B: dramatic

• BPD: simple communication with clear and consistent boundaries, calm demeanor in
response to inevitable crises, preparation of patient for any changes in care arrangements
(such as coverage during vacation), coordination of care with other treatment providers in
order to avoid patient use of splitting (a defense mechanism where the patient views others
as all good or all bad; it can lead to disagreements among those treating the patient). In
addition, consider having a practice protocol with regard to after-hours coverage and use of
e-mail communication.

• Antisocial personality disorder: simple, straightforward communication; clear and consistent
boundaries; exercise caution when prescribing controlled substances due to the potential for
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illegal use. In addition, be aware of tendencies of these patients to be less than truthful and
to disregard rules.

• Histrionic personality disorder: maintain professional distance, provide reassurance, address
seductive behaviors in straightforward manner while maintaining a professional boundary.

• Narcissistic personality disorder: acknowledge the patient as special, convey self-confidence
in interactions, avoid power struggles.

• Cluster C: anxious

• Avoidant personality disorder: avoid critical comments, reinforce appropriate help-seeking
behaviors.

• Dependent personality disorder: tolerate repeated requests for reassurance; provide helpful
resources and support patient self-efficacy; schedule primary care visits at regular, pre-
established times (such as monthly) rather than as unscheduled visits prompted by the
emergence of new symptom complaints.

• Obsessive-compulsive personality disorder: provide information about conditions/treatments
without extended discussion; avoid power struggles. In addition, encourage limited
information-seeking on the internet and through other resources while reinforcing other
interests (those that support functional, non-illness-related behaviors).

Ongoing management: psychotherapy
The other standard element of treatment for personality disorders, psychotherapy, has been
demonstrated to reduce symptoms of personality disorder.[69] [77] Research on its effectiveness for this
condition has been hampered by a number of factors, including: the use of multiple outcome measures
with no recognized standard measure(s); the need to have treatment implemented by a provider other
than the originator of the treatment intervention; the need for longer-term follow-up; and the primary focus
on BPD.[78] [79]

The following forms of psychotherapy have had positive outcomes for patients with personality disorder.

• Cluster A: odd/eccentric

• Due to difficulties connecting with others, patients with this type of personality disorder
may be reluctant to seek treatment for emotional concerns. For patients with symptoms of
substance use disorder, referral for assessment may be indicated.

• Cluster B: dramatic

• BPD: evidence-based treatments include (dialectical behavior therapy [DBT], mentalization-
based therapy [MBT], and transference-focused psychotherapy [TFP]) and key components
of effective treatment, including the need for a primary clinician who supports the patient,
who addresses suicidal threats and acts, who is self-aware, and who provides a well-
defined therapeutic structure.[80] [81] Borderline disorder is the only personality disorder
for which there is one Cochrane review concluding that despite limitations, psychotherapy is
considered an effective treatment for this condition.[77]

• Other promising interventions include schema-focused therapy. This is a therapy that
combines cognitive behavioral therapy (CBT) techniques with dynamic psychotherapy
approaches (interpreting patient thoughts and behaviors) and mindfulness skills. Manual-
assisted cognitive behavioral therapy (MACT) for self-harm and suicidal ideation is also
used. This is a short-term (several session) approach combining CBT techniques with
relevant informational booklets that reinforce these techniques and introduce the patient

M
A

NAG
EM

EN
T

This PDF of the BMJ Best Practice topic is based on the web version that was last updated: Apr 02, 2025.
BMJ Best Practice topics are regularly updated and the most recent version of the topics
can be found on bestpractice.bmj.com . Use of this content is subject to our disclaimer (.

Use of this content is subject to our) . © BMJ Publishing Group Ltd 2025. All rights reserved.

23

https://bestpractice.bmj.com


Personality disorders Management
M

A
NA

G
EM

EN
T

to concepts used in DBT. One systematic review comparing the efficacy of four treatment
models for BPD (MBT, TFP, DBT, and schema-focused therapy [SFT]) found all four models
effective in treating BPD (or, at least, some aspects), with a level of efficacy that varies
depending on the parameter considered. The study authors state "according to criteria of
the American Psychiatric Association for empirically-validated treatments, TFP, DBT, and
SFT can be considered well-established treatments for BPD, while MBT meets the criteria for
probably-efficacious treatment".[81] Psychoanalytically oriented partial hospitalization may
also be used.[78]

• Antisocial personality disorder: contingency management treatment (a behavioral therapy
where adaptive behaviors are rewarded) may be used. There is also some evidence for
schema-focused therapy and DBT. Research focusing on key symptoms is needed.[82]
A review concluded that cognitive behavioral therapy implemented in a residential setting
was more effective at reducing criminal behavior than standard treatment, but was no more
effective than other treatment modalities.[83]

• For patients with symptoms of substance use disorder, referral for assessment may be
indicated.

• Cluster C: anxious

• Avoidant personality disorder: CBT is indicated.[78]
• Cognitive behavioral, psychodynamic, and social skills training are effective.[84]
• For patients with symptoms of substance use disorder, referral for assessment may be

indicated.
• Personality disorder not otherwise specified (mixed personality disorder)

• Short-term dynamic psychotherapy, short-term psychodynamic supportive psychotherapy
plus antidepressants, or DBT may be used.[85] [86]

• Brief adaptive psychotherapy, a dynamic approach where a therapist works with the patient
to identify and change maladaptive beliefs and behaviors in the context of the therapeutic
relationship, may be indicated.

• For patients with symptoms of substance use disorder, referral for assessment is indicated.
These treatments will typically be delivered by those with specialized training. The primary care physician
can provide significant support for the patient participating in such treatments by maintaining a high level
of interest in their progress and offering supportive comments and observations during the office visit. The
back-and-forth dialogue with the provider of such care can be highly informative for both professionals
and help each to adjust their patient approach over time.

Ongoing management: pharmacotherapy
Research in the area of pharmacotherapy for personality disorders is fraught with difficulties. These
include (but are not limited to): almost exclusive focus on BPD, with little attention to the others; and
substantial deficiencies in research designs, including lack of power and limited time frame for both
treatment duration and follow-up.[87] The situation is complicated by the fact that drugs are used very
frequently in the treatment of BPD despite the scarcity of evidence for their use.[88] [89] Many patients
present with problems related to self-harm and suicidality, which makes prescribing problematic, and the
side effects of drugs chosen can be substantial.

Cluster A: odd/eccentric
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• Overall, there is a striking paucity of pharmacotherapy studies for schizoid and paranoid personality
disorders.

• Similarities between schizotypal, schizoid, and paranoid personality disorders with schizophrenia-
related disorders in regards to phenomenology and biology have provided the rationale for the use
of antipsychotic medication in this cluster. Studies suggest that low-dose antipsychotics targeting
psychotic-like symptoms and general functioning may be effective.[90] [91]

• An evidence-based practice requires weighing risk of extrapyramidal side effects or tardive
dyskinesia with first-generation antipsychotics versus risk of metabolic syndrome with second-
generation antipsychotics versus potential benefits.[89]

• The clinical trials for schizotypal disorder have been complicated by comorbidity with other
psychiatric disorders as well as other personality disorders. Most early RCTs on BPD have included
patients with schizotypal disorder due to conceptual issues.[90] [92] [93]

• Antidepressants may help self-injurious behavior and depressive and psychotic-like symptoms, as
suggested by some open-label studies.[94] [95]

Cluster B: dramatic

• The majority of pharmacotherapy research on personality disorders has focused on BPD. Clinicians
need to exercise caution in attempting to apply research findings to severely ill patients with BPD,
because most of the studies recruit only outpatients, who were then further excluded if they were
suicidal or had made a recent suicide attempt. In addition, most studies have small sample sizes
and high dropout rates, particularly if the studies lasted for more than 6 months. In most of the
studies, high placebo response rates occur. Therefore open-label trials need to be interpreted with
great caution.

• One Cochrane review found that no pharmacologic therapy seems effective in specifically treating
BPD pathology.[96]

• The UK NICE guidelines on BPD state that drug treatment should not be used specifically for BPD
or for the individual symptoms or behavior associated with the disorder (e.g., repeated self-harm,
marked emotional instability, risk-taking behavior, and transient psychotic symptoms).[97] However,
the NICE guidelines also suggest that drug treatment may be considered in the overall treatment of
comorbid conditions in patients with personality disorders.[97]

• Mood stabilizers, such as lithium, and anticonvulsants (e.g., topiramate, divalproex sodium,
lamotrigine) may have some effectiveness in treating impulsivity and aggression in BPD. Mood
stabilizers and anticonvulsants have demonstrated a moderate effect in treating depression in
BPD.[98] [99] However, a 2018 two-arm, double-blind, placebo-controlled individually randomized
trial of lamotrigine versus placebo showed that the addition of lamotrigine to the usual care
of people with BPD was not clinically effective and did not provide a cost-effective use of
resources.[100] Patients need to be closely monitored because many patients tolerate these
medications poorly, which also limits the titration of the medications. Although impulsivity and
aggression may be responsive to these treatments, there is a paucity of evidence that interpersonal
and identity disturbances are improved.

• Many patients presenting to the primary care physician will have BPD, and may engage in risky
sexual activity and may become pregnant. Therefore, the possibility of teratogenicity should be
considered.

• For antisocial personality disorder, evidence-based pharmacotherapy is mostly restricted
to treatment of impulsive aggression.[101] Lithium may improve serious rule infractions in
prisoners.[102] Phenytoin has been associated with fewer aggressive acts and decreased tension-
anxiety and depressive symptoms in prisoners.[103] Improvements in aggression appeared to
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be limited to impulsive not instrumental aggression. Even though there is some evidence for
the usefulness of these medications, the studies are too methodologically weak to base any
recommendations upon.[101] The UK NICE guidelines on antisocial personality disorder state that
pharmacologic interventions should not be routinely used for the treatment of antisocial personality
disorder or associated behaviors of aggression, anger, and impulsivity.[104]

• There is no evidence to support any pharmacotherapy recommendations in narcissistic and
histrionic personality disorders.

Cluster C: anxious

• Avoidant personality disorder is a common personality disorder, and it is the disorder most
studied of the cluster C personality disorders.[105] However, no RCTs have been published
of drug treatment of patients satisfying the full criteria of any cluster C personality disorder.
Avoidant personality disorder is often a comorbid condition in patients with a variety of axis I
anxiety disorders.[106] It has been recommended that clinicians should extrapolate from data
that are primarily related to anxiety disorders to apply treatment strategies that have primarily
been developed for social phobia.[107] Patients with avoidant personality disorder have shown a
favorable response to venlafaxine and the selective serotonin-reuptake inhibitors (SSRIs). However,
sertraline may have less effectiveness if the symptoms began in childhood.[108]

• Gabapentin and pregabalin have demonstrated some efficacy in social phobia and may benefit
patients with avoidant personality disorder.[109] [110]

• Reversible monoamine oxidase inhibitors (MAOIs), such as moclobemide, have support for their
use.

• Phenelzine, if used, requires great caution regarding serious risks and side effects.
• The other personality disorders in this cluster, obsessive-compulsive personality disorder and

dependent personality disorder, have insufficient evidence to recommend any pharmacotherapy.
Multiple features of different personality disorders

• Patients with mixtures of significant symptoms (cognitive-perceptual, affective-dysregulation,
impulse-dyscontrol, and substance use) are commonly encountered.

• Complex pharmacological interventions may be necessary to address these symptoms.
Consultation with a psychiatrist is recommended if benzodiazepines, stimulants, opioids, or
psychotropic drugs with lethal overdose potential (tricyclic and MAOI antidepressants, lithium) are
being prescribed or considered for use.

• Psychiatric consultation may also be prudent for patients with poor symptom response to initial
medication interventions, those whose psychiatric symptoms are escalating in severity, and those
who are on a complicated regimen incorporating multiple psychotropic agents.

Symptom-targeted psychopharmacology

DSM-5-TR has a greater emphasis on a dimensional diagnostic approach to personality disorders
than did DSM-IV. This translates into an emphasis on targeting pharmacotherapeutic interventions to
symptom dimensions common to a variety of current axis II diagnoses. In addition, symptom-targeted
psychopharmacology has been previously recommended for the treatment of personality disorders.[87]
[111] [112] However, a meta-analysis raised significant questions regarding previously suggested
algorithms for pharmacologic treatment of severe personality disorders. It found that antipsychotics
had a moderate effect on cognitive-perceptual symptoms, and a moderate-to-large effect on anger.[99]
Antidepressants, however, evidenced no significant effect on impulsive-behavioral dyscontrol and
depressed mood, but had a small but significant effect on anxiety and anger. Mood stabilizers had a very
large effect on impulsive-behavioral dyscontrol and anger, a large effect on anxiety, but a moderate effect
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on depressed mood. The effect of antidepressants on global functioning was negligible.[99] One review
has recommended that clinicians should use omega-3, anticonvulsants, and atypical antipsychotic agents
in treating specific DSM-5 BPD traits, notably disinhibition, antagonism, and some aspects of negative
affectivity.[113]

A meta-analysis found that many antidepressant agents have some evidence for effectiveness in the
treatment of patients with BPD.[114] However, the available studies suffer from serious methodological
limitations. Further controlled trials of antidepressant agents versus placebo or active agents are required,
including larger samples and using longer durations of treatments, in order to confirm current indications
for pharmacotherapy of patients with BPD.

Treatment providers should exercise caution in practicing polypharmacy and/or escalating treatment
doses in patients with personality disorders due to insufficient evidence for efficacy and considerable risk
of adverse effects.[79]

The possibility of teratogenicity should be considered for any of the drugs used. Of particular
note, valproic acid and its derivatives may cause major congenital malformations, including
neurodevelopmental disorders and neural tube defects, after in utero exposure.

• These agents must not be used in female patients of childbearing potential unless other options are
unsuitable, there is a pregnancy prevention program in place, and certain conditions are met

• Precautionary measures may also be required in male patients owing to a potential risk that use
in the 3 months leading up to conception may increase the likelihood of neurodevelopmental
disorders in their children

• Regulations and precautionary measures for female and male patients may vary between
countries, with some countries taking a more heightened precautionary stance, and you should
consult your local guidance for more information.

In some countries, it is also recommended that topiramate should only be used in women of childbearing
potential if there is a pregnancy prevention program in place.

Case consultation and physician self-care
Given the many challenges posed by working with personality-disordered patients, activities for
physicians such as ongoing case consultation with a colleague, or participation in a Balint group 
[American Balint Society] (http://americanbalintsociety.org)  or a similar forum for providers in which
difficult cases can be discussed, are likely to maintain physician well-being, improve effectiveness in
working with these patients, and enhance professional quality of life.
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Treatment algorithm overview
Please note that formulations/routes and doses may differ between drug names and brands, drug
formularies, or locations. Treatment recommendations are specific to patient groups: see disclaimer

Acute ( summary )
at risk for harming self or others, or
unable to attend to basic self-needs

1st partial hospitalization or inpatient
hospitalization referral

with substance use
disorder

plus referral for assessment
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Ongoing ( summary )
cluster A (odd/eccentric): non-life-
threatening

paranoid, schizoid, or
schizotypal

1st patient communication and relationship
management strategies

adjunct low-dose antipsychotics

adjunct antidepressants

adjunct substance use disorder treatment program
referral

cluster B (dramatic): non-life-
threatening

borderline 1st patient communication and relationship
management strategies

plus psychotherapy

adjunct mood stabilizers or anticonvulsants

adjunct substance use disorder treatment program
referral

narcissistic 1st patient communication and relationship
management strategies

adjunct substance use disorder treatment program
referral

histrionic 1st patient communication and relationship
management strategies

adjunct substance use disorder treatment program
referral

antisocial 1st patient communication and relationship
management strategies

adjunct psychotherapy

adjunct substance use disorder treatment program
referral

cluster C (anxious): non-life-
threatening

avoidant 1st patient communication and relationship
management strategies

plus psychotherapy

adjunct pharmacotherapy

adjunct substance use disorder treatment program
referral
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Ongoing ( summary )
dependent 1st patient communication and relationship

management strategies

plus psychotherapy

adjunct substance use disorder treatment program
referral

obsessive-compulsive 1st patient communication and relationship
management strategies

plus psychotherapy

adjunct substance use disorder treatment program
referral

multiple features of different
personality disorders: non-life-
threatening

1st complex pharmacotherapy + psychiatric
referral

adjunct substance use disorder treatment program
referral
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Treatment algorithm
Please note that formulations/routes and doses may differ between drug names and brands, drug
formularies, or locations. Treatment recommendations are specific to patient groups: see disclaimer

Acute
at risk for harming self or others, or
unable to attend to basic self-needs

at risk for harming self or
others, or unable to attend to
basic self-needs

1st partial hospitalization or inpatient
hospitalization referral

» Patients in need of this high-level, structured
treatment may present with: severe disturbances
of thinking, mood, and/or impulse control;
aggression; hopelessness; extremely poor
judgment.

» Inpatient hospitalization may need to take
place on an involuntary basis.

» It is imperative that close communication take
place between providers of acute psychiatric
services and the primary care physician. See
Suicide risk mitigation .

with substance use
disorder

plus referral for assessment

Treatment recommended for ALL patients in
selected patient group

» Patients with acute alcohol or other substance
intoxication and/or highly problematic substance
use patterns may require inpatient treatment
for detoxification and subsequent monitoring.
This may be particularly necessary for patients
with a history of self-injurious behavior or
impulsive behavioral dyscontrol. Those with
histories of complicated substance withdrawal
or serious comorbid medical conditions warrant
consideration for inpatient treatment.

» This treatment can occur concurrently with
psychiatric stabilization.

» Following the period of inpatient treatment,
referral to a residential or intensive outpatient
substance use disorder treatment program,
including a 12-step program such as Alcoholics
Anonymous or Narcotics Anonymous, will
provide for continuity of care.
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Ongoing
cluster A (odd/eccentric): non-life-
threatening

paranoid, schizoid, or
schizotypal

1st patient communication and relationship
management strategies

» Establishment of a stable, supportive
physician-patient relationship lies at the core
of the approach to managing personality-
disordered patients.

» Communication that is straightforward with an
unintrusive style is recommended in this group.
The physician should display interest in those
concerns that the patient is willing to share.

» Dearth of research precludes conclusions
about efficacy of psychotherapy; therefore, a
trusting relationship with primary care physician
can be particularly important.

adjunct low-dose antipsychotics

Treatment recommended for SOME patients in
selected patient group

Primary options

» aripiprazole: 2.5 to 5 mg orally once daily
initially, increase by 5-10 mg/day increments
at weekly intervals according to response,
maximum 30 mg/day

OR

» haloperidol: 1-2 mg orally every 6-8 hours

OR

» perphenazine: 2-4 mg orally every 6-8
hours

» There is a striking paucity of pharmacotherapy
studies for schizoid and paranoid personality
disorders. Many patients with personality
disorders present with problems related to self-
harm and suicidality, which makes prescribing
problematic, and the side effects can be
substantial. These are important factors when
pharmacotherapy is being considered.

» Antipsychotics have some usefulness in
reducing psychotic-like symptoms in the
treatment of schizotypal personality disorder.[90]
[91]
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Ongoing
» First-generation antipsychotic agents (e.g.,
haloperidol, perphenazine) are associated with
hyperprolactinemia and early (akathisia and
parkinsonism) and late (tardive dyskinesia)
movement abnormalities, as well as the
neuroleptic malignant syndrome. A careful
consideration of the risks versus the benefits
needs to be performed for individual patients.

» Second-generation antipsychotics (e.g.,
aripiprazole) are associated with the metabolic
syndrome and are not free of the same risks as
first-generation antipsychotics: acute and tardive
movement disorders and neuroleptic malignant
syndrome.

adjunct antidepressants

Treatment recommended for SOME patients in
selected patient group

Primary options

» fluoxetine: 10 mg orally once daily initially,
increase by 10 mg/day increments at weekly
intervals according to response, maximum 80
mg/day

OR

» sertraline: 25 mg orally once daily initially,
increase by 25 mg/day increments at weekly
intervals according to response, maximum
200 mg/day

OR

» venlafaxine: 37.5 to 75 mg orally (extended-
release) once daily initially, increase by
75 mg/day increments at weekly intervals
according to response, maximum 225 mg/day

» There is a striking paucity of pharmacotherapy
studies for schizoid and paranoid personality
disorders. Many patients with personality
disorders present with problems related to self-
harm and suicidality, which makes prescribing
problematic, and the side effects can be
substantial. These are important factors when
pharmacotherapy is being considered.

» Antidepressants may help self-injurious
behavior and depressive and psychotic-like
symptoms, as suggested by some open-label
studies.[94] [95]

adjunct substance use disorder treatment program
referral
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Ongoing
Treatment recommended for SOME patients in
selected patient group

» Ideally, referral can be made to a treatment
program that is multimodal in nature with
medical, psychiatric, psychological, counseling,
and skill-training components available, as
indicated. Additionally, encouragement to attend
12-step program meetings (e.g., Alcoholics
Anonymous [AA] or Narcotics Anonymous [NA])
is indicated.

» For promotion of abstinence from substances,
pharmacotherapy may be employed.

» Where access to specialty substance
use disorder treatment is limited, primary
care physicians can utilize behavioral
counseling interventions and indicated
pharmacotherapies.[68] [115]

cluster B (dramatic): non-life-
threatening

borderline 1st patient communication and relationship
management strategies

» Establishment of a stable, supportive
physician-patient relationship lies at the core
of the approach to managing personality-
disordered patients.

» Simple communication with clear and
consistent boundaries is recommended.
Physicians should have a calm demeanor in
response to inevitable crises, and prepare the
patient for any changes in care arrangements
(such as coverage during vacation). Agreement
with the patient about crisis management
(commitment to treatment) is important.[116]

» There should be coordination of care with
other treatment providers in order to avoid
patient use of splitting (a defense mechanism
where the patient views others as all good or all
bad; it can lead to disagreements among those
treating the patient).

» A practice protocol with regard to after-hours
coverage and use of e-mail communication may
be considered.

plus psychotherapy

Treatment recommended for ALL patients in
selected patient group

» Borderline disorder is the only personality
disorder for which there is a Cochrane
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review concluding that despite limitations,
psychotherapy is considered an effective
treatment for this condition.[77]

» Evidence-based therapies for borderline
personality disorder are: mentalization-
based therapy; transference-focused therapy;
dialectical behavior therapy; and general
psychiatric management.[80]

adjunct mood stabilizers or anticonvulsants

Treatment recommended for SOME patients in
selected patient group

Primary options

» topiramate: 25 mg orally once or twice daily
initially, increase by 25-50 mg/day increments
at weekly intervals according to response,
maximum 400 mg/day given in 2 divided
doses

OR

» divalproex sodium: 250-500 mg/day orally
(immediate-release) given in 2-3 divided
doses initially, increase by 250-500 mg/day
increments at weekly intervals according to
response, maximum 2500 mg/day

OR

» lithium: 150 mg orally (immediate-release)
twice daily initially, increase by 150-300 mg/
day increments every 3-5 days according to
response, maximum 1500 mg/day

Secondary options

» lamotrigine: 25 mg orally once daily for
weeks 1 and 2, followed by 50 mg once daily
for weeks 3 and 4, followed by 100 mg once
daily for week 5, may increase to maximum
of 200 mg/day given in 2 divided doses
beginning week 6

» There is paucity of evidence concerning
pharmacotherapy for personality disorder. Many
patients with personality disorders present with
problems related to self-harm and suicidality,
which makes prescribing problematic, and
the side effects can be substantial. These
are important factors when pharmacotherapy
is being considered. People with borderline
personality disorder may also engage in risky
sexual activity and may become pregnant.
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Ongoing
Therefore, the possibility of teratogenicity should
be considered for any drugs used.

» The UK National Institute for Health and Care
Excellence (NICE) guidelines on borderline
personality disorder state that drug treatment
should not be used specifically for borderline
personality disorder or for the individual
symptoms or behavior associated with the
disorder (e.g., repeated self-harm, marked
emotional instability, risk-taking behavior, and
transient psychotic symptoms).[97] However,
the NICE guidelines also suggest that drug
treatment may be considered in the overall
treatment of comorbid conditions in patients with
personality disorders.[97]

» Mood stabilizers, such as lithium, and
anticonvulsants (e.g., topiramate, divalproex
sodium, lamotrigine), may have some
effectiveness in treating impulsivity and
aggression in borderline personality disorder.
Mood stabilizers and anticonvulsants have
demonstrated a moderate effect in treating
depression in borderline personality disorder.[98]
[99] However, a 2018 two-arm, double-blind,
placebo-controlled individually randomized
trial of lamotrigine versus placebo showed that
the addition of lamotrigine to the usual care of
people with borderline personality disorder was
not clinically effective and did not provide a cost-
effective use of resources.[100]

» Patients need to be closely monitored because
many patients tolerate these medications poorly,
which also limits the titration of the medications.
Although impulsivity and aggression may be
responsive to these treatments, there is a
paucity of evidence that interpersonal and
identity disturbances are improved.

» The possibility of teratogenicity should be
considered for any of the drugs used. Of
particular note, valproic acid and its derivatives
may cause major congenital malformations,
including neurodevelopmental disorders and
neural tube defects, after in utero exposure.
These agents must not be used in female
patients of childbearing potential unless other
options are unsuitable, there is a pregnancy
prevention program in place, and certain
conditions are met. Precautionary measures
may also be required in male patients owing
to a potential risk that use in the 3 months
leading up to conception may increase the
likelihood of neurodevelopmental disorders in
their children. Regulations and precautionary
measures for female and male patients may
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vary between countries, with some countries
taking a more heightened precautionary stance,
and you should consult your local guidance for
more information. In some countries, it is also
recommended that topiramate should only be
used in women of childbearing potential if there
is a pregnancy prevention program in place.

adjunct substance use disorder treatment program
referral

Treatment recommended for SOME patients in
selected patient group

» Ideally, referral can be made to a treatment
program that is multimodal in nature with
medical, psychiatric, psychological, counseling,
and skill-training components available, as
indicated. Additionally, encouragement to attend
12-step program meetings (e.g., Alcoholics
Anonymous [AA] or Narcotics Anonymous [NA])
is indicated.

» For promotion of abstinence from substances,
pharmacotherapy may be employed.

» Where access to specialty substance
use disorder treatment is limited, primary
care physicians can utilize behavioral
counseling interventions and indicated
pharmacotherapies.[68] [115]

narcissistic 1st patient communication and relationship
management strategies

» Establishment of a stable, supportive
physician-patient relationship lies at the core
of the approach to managing personality-
disordered patients.

» Recommended communication between
physician and patient includes acknowledging
the patient as special, conveying self-confidence
in interactions, and avoiding power struggles.

» Most psychotherapy studies focus on
borderline personality disorder only, and this is
an acknowledged weakness in the literature.

» There is no evidence to support any
pharmacotherapy recommendations in
narcissistic personality disorder.

adjunct substance use disorder treatment program
referral

Treatment recommended for SOME patients in
selected patient group

» Ideally, referral can be made to a treatment
program that is multimodal in nature with
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Ongoing
medical, psychiatric, psychological, counseling,
and skill-training components available, as
indicated. Additionally, encouragement to attend
12-step program meetings (e.g., Alcoholics
Anonymous [AA] or Narcotics Anonymous [NA])
is indicated.

» For promotion of abstinence from substances,
pharmacotherapy may be employed.

» Where access to specialty substance
use disorder treatment is limited, primary
care physicians can utilize behavioral
counseling interventions and indicated
pharmacotherapies.[68] [115]

histrionic 1st patient communication and relationship
management strategies

» Establishment of a stable, supportive
physician-patient relationship lies at the core
of the approach to managing personality-
disordered patients.

» Recommended communication between
physician and patient includes maintaining
professional distance, providing reassurance,
addressing seductive behaviors in a
straightforward manner while maintaining a
professional boundary.

» Most psychotherapy studies focus on
borderline personality disorder only, and this is
an acknowledged weakness in the literature.

» There is no evidence to support any
pharmacotherapy recommendations in histrionic
personality disorder.

adjunct substance use disorder treatment program
referral

Treatment recommended for SOME patients in
selected patient group

» Ideally, referral can be made to a treatment
program that is multimodal in nature with
medical, psychiatric, psychological, counseling,
and skill-training components available, as
indicated. Additionally, encouragement to attend
12-step program meetings (e.g., Alcoholics
Anonymous [AA] or Narcotics Anonymous [NA])
is indicated.

» For promotion of abstinence from substances,
pharmacotherapy may be employed.

» Where access to specialty substance
use disorder treatment is limited, primary
care physicians can utilize behavioral
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Ongoing
counseling interventions and indicated
pharmacotherapies.[68] [115]

antisocial 1st patient communication and relationship
management strategies

» Establishment of a stable, supportive
physician-patient relationship lies at the core
of the approach to managing personality-
disordered patients.

» Simple, straightforward communication
between physician and patient is recommended,
with clear and consistent boundaries. Caution
should be exercised when prescribing controlled
substances due to the potential for illegal use.
In addition, the physician should be aware of
tendencies of these patients to be less than
truthful and to disregard rules.

adjunct psychotherapy

Treatment recommended for SOME patients in
selected patient group

» Contingency management treatment (a
behavioral therapy where adaptive behaviors are
rewarded) may be used. Research focusing on
key symptoms is needed.[117]

» A review concluded that cognitive behavioral
therapy (CBT) implemented in a residential
setting was more effective at reducing criminal
behavior than standard treatment, but was
no more effective than other treatment
modalities.[83]

adjunct substance use disorder treatment program
referral

Treatment recommended for SOME patients in
selected patient group

» Ideally, referral can be made to a treatment
program that is multimodal in nature with
medical, psychiatric, psychological, counseling,
and skill-training components available, as
indicated. Additionally, encouragement to attend
12-step program meetings (e.g., Alcoholics
Anonymous [AA] or Narcotics Anonymous [NA])
is indicated.

» For promotion of abstinence from substances,
pharmacotherapy may be employed.

» Where access to specialty substance
use disorder treatment is limited, primary
care physicians can utilize behavioral
counseling interventions and indicated
pharmacotherapies.[68] [115]
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Ongoing
cluster C (anxious): non-life-
threatening

avoidant 1st patient communication and relationship
management strategies

» Establishment of a stable, supportive
physician-patient relationship lies at the core
of the approach to managing personality-
disordered patients.

» Physicians should take care to avoid critical
comments and reinforce appropriate help-
seeking behaviors.

plus psychotherapy

Treatment recommended for ALL patients in
selected patient group

» Social skills training results in most
improvement at follow-up.[84]

» There are conflictual results regarding the
relative efficacy of other treatments. However,
cognitive behavioral therapy (CBT) and
psychodynamic approaches have also been
found to be effective.[84]

adjunct pharmacotherapy

Treatment recommended for SOME patients in
selected patient group

Primary options

» fluoxetine: 10 mg orally once daily initially,
increase by 10 mg/day increments at weekly
intervals according to response, maximum 80
mg/day

OR

» sertraline: 25 mg orally once daily initially,
increase by 25 mg/day increments at weekly
intervals according to response, maximum
200 mg/day

OR

» venlafaxine: 37.5 to 75 mg orally (extended-
release) once daily initially, increase by
75 mg/day increments at weekly intervals
according to response, maximum 225 mg/day

Secondary options
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Ongoing
» gabapentin: 300 mg orally three times daily
initially, increase according to response,
maximum 1800 mg/day

OR

» pregabalin: 75 mg orally twice daily initially,
increase according to response, maximum
600 mg/day

Tertiary options

» phenelzine: 15 mg orally three times daily
initially, increase according to response,
maximum 90 mg/day

» There is paucity of evidence concerning
pharmacotherapy for personality disorder. Many
patients with personality disorders present with
problems related to self-harm and suicidality,
which makes prescribing problematic, and
the side effects can be substantial. These are
important factors when pharmacotherapy is
being considered.

» Patients with avoidant personality disorder
have shown a favorable response to venlafaxine
and the selective serotonin-reuptake inhibitors
(SSRIs). However, sertraline may have less
effectiveness if the symptoms began in
childhood.[108]

» The above listed medications would be
first-line options due to their favorable side-
effect profile. Gabapentin and pregabalin have
demonstrated some efficacy in social phobia and
may benefit patients with avoidant personality
disorder.[109] [110]

» Reversible monoamine oxidase inhibitors
(MAOIs), such as moclobemide, have support for
their use. Reversible MAOIs are not available in
the US.

» Phenelzine, if used, requires great caution
regarding serious risks and side effects.

» The use of any combination of these
medications is not recommended due to
potential dangerous drug interactions, such as
serotonin syndrome, and also due to lack of
efficacy data.

adjunct substance use disorder treatment program
referral

Treatment recommended for SOME patients in
selected patient group
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» Ideally, referral can be made to a treatment
program that is multimodal in nature with
medical, psychiatric, psychological, counseling,
and skill-training components available, as
indicated. Additionally, encouragement to attend
12-step program meetings (e.g., Alcoholics
Anonymous [AA] or Narcotics Anonymous [NA])
is indicated.

» For promotion of abstinence from substances,
pharmacotherapy may be employed.

» Where access to specialty substance
use disorder treatment is limited, primary
care physicians can utilize behavioral
counseling interventions and indicated
pharmacotherapies.[68] [115]

dependent 1st patient communication and relationship
management strategies

» Establishment of a stable, supportive
physician-patient relationship lies at the core
of the approach to managing personality-
disordered patients.

» Physicians should tolerate repeated requests
for reassurance; provide helpful resources and
support patient self-efficacy; and schedule
primary care visits at regular, pre-established
times (such as monthly) rather than as
unscheduled visits prompted by the emergence
of new symptom complaints.

» There is insufficient evidence to recommend
any pharmacotherapy for dependent personality
disorder.

plus psychotherapy

Treatment recommended for ALL patients in
selected patient group

» Social skills training results in most
improvement at follow-up.[84]

» There are conflictual results regarding the
relative efficacy of other treatments. However,
cognitive behavioral therapy (CBT) and
psychodynamic approaches have also been
found to be effective.[84]

adjunct substance use disorder treatment program
referral

Treatment recommended for SOME patients in
selected patient group

» Ideally, referral can be made to a treatment
program that is multimodal in nature with
medical, psychiatric, psychological, counseling,
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Ongoing
and skill-training components available, as
indicated. Additionally, encouragement to attend
12-step program meetings (e.g., Alcoholics
Anonymous [AA] or Narcotics Anonymous [NA])
is indicated.

» For promotion of abstinence from substances,
pharmacotherapy may be employed.

» Where access to specialty substance
use disorder treatment is limited, primary
care physicians can utilize behavioral
counseling interventions and indicated
pharmacotherapies.[68] [115]

obsessive-compulsive 1st patient communication and relationship
management strategies

» Establishment of a stable, supportive
physician-patient relationship lies at the core
of the approach to managing personality-
disordered patients.

» Physicians should provide information
about conditions/treatments without extended
discussion; power struggles should be avoided.

» Limited information-seeking on the internet and
through other resources while reinforcing other
interests (those that support functional, non-
illness-related behaviors) could be encouraged.

» There is insufficient evidence to recommend
any pharmacotherapy for obsessive-compulsive
personality disorder.

plus psychotherapy

Treatment recommended for ALL patients in
selected patient group

» Social skills training results in most
improvement at follow-up.[84]

» There are conflictual results regarding the
relative efficacy of other treatments. However,
cognitive behavioral therapy (CBT) and
psychodynamic approaches have also been
found to be effective.[84]

adjunct substance use disorder treatment program
referral

Treatment recommended for SOME patients in
selected patient group

» Ideally, referral can be made to a treatment
program that is multimodal in nature with
medical, psychiatric, psychological, counseling,
and skill-training components available, as
indicated. Additionally, encouragement to attend
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12-step program meetings (e.g., Alcoholics
Anonymous [AA] or Narcotics Anonymous [NA])
is indicated.

» For promotion of abstinence from substances,
pharmacotherapy may be employed.

» Where access to specialty substance
use disorder treatment is limited, primary
care physicians can utilize behavioral
counseling interventions and indicated
pharmacotherapies.[68] [115]

multiple features of different
personality disorders: non-life-
threatening

1st complex pharmacotherapy + psychiatric
referral

» Patients with mixtures of significant symptoms
(cognitive-perceptual, affective-dysregulation,
impulse-dyscontrol, and substance abuse) are
commonly encountered.

» Complex pharmacologic interventions may be
necessary to address these symptoms. Many
patients with personality disorders present with
problems related to self-harm and suicidality,
which makes prescribing problematic, and
the side effects can be substantial. These are
important factors when pharmacotherapy is
being considered.

» Consultation with a psychiatrist is
recommended if benzodiazepines, stimulants,
opioids, or psychotropic drugs with lethal
overdose potential (tricyclic and monoamine
oxidase inhibitor [MAOI] antidepressants, lithium)
are being prescribed or considered for use.

» Psychiatric consultation may also be prudent
for patients with poor symptom response to
initial medication interventions, those whose
psychiatric symptoms are escalating in severity,
and those who are on a complicated regimen
incorporating multiple psychotropic agents.

adjunct substance use disorder treatment program
referral

Treatment recommended for SOME patients in
selected patient group

» Ideally, referral can be made to a treatment
program that is multimodal in nature with
medical, psychiatric, psychological, counseling,
and skill-training components available, as
indicated. Additionally, encouragement to attend
12-step program meetings (e.g., Alcoholics

44 This PDF of the BMJ Best Practice topic is based on the web version that was last updated: Apr 02, 2025.
BMJ Best Practice topics are regularly updated and the most recent version of the topics
can be found on bestpractice.bmj.com . Use of this content is subject to our disclaimer (.

Use of this content is subject to our) . © BMJ Publishing Group Ltd 2025. All rights reserved.

https://bestpractice.bmj.com


Personality disorders Management

Ongoing
Anonymous [AA] or Narcotics Anonymous [NA])
is indicated.

» For promotion of abstinence from substances,
pharmacotherapy may be employed.

» Where access to specialty substance
use disorder treatment is limited, primary
care physicians can utilize behavioral
counseling interventions and indicated
pharmacotherapies.[68] [115]
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Emerging
Repetitive transcranial magnetic stimulation (rTMS)
There are preliminary studies (mostly case series) on the use of rTMS over the right or left dorsolateral
prefrontal cortex suggesting global improvement in severity and symptoms of borderline personality disorder,
particularly in impulsiveness, affective instability, and anger.[118] However, more systematic studies are
needed.

Transcranial direct current stimulation (tDCS)
One study of tDCS compared excitatory stimulation of the right dorsolateral prefrontal cortex with sham
stimulation. There was no difference in the cognitive control of negative stimuli in people with borderline
personality disorder.[119] Further research is needed to understand the specific role of tDCS in borderline
personality disorder and in personality disorders in general.

New areas of research
Future research on the effects of oxytocin, vasopressin, and opioids with regard to social attachment and
interpersonal trust may produce novel pharmacologic agents. More work is needed in order to further
understand the neurobiology of these conditions and the underlying neural mechanisms for the various
features within each disorder.

Secondary prevention
Physicians can provide effective behavioral counseling for conditions that are likely to be impacted by
personality disorder symptoms, such as substance use or important lifestyle issues (diet and exercise, risk-
taking behaviors, smoking). For patients with personality disorders who are also parents, counseling can
be provided to enhance family communication and parenting; patients who see family physicians can be
offered the opportunity to have a family counseling session in the context of routine medical care. Primary
care physicians who offer integrated medical care with attention to psychosocial issues can assist patients in
moderating the influence of personality disorder-related symptoms on their overall health status.

Patient discussions
In order to develop and maintain an effective treatment relationship, advise patients to select one primary
care physician, who will be identified as their "PCP" in a facility that is considered a "medical home."
The parameters of the medical practice, such as hours of operation of the clinic site, contact information,
and after-hours availability of their physician or his/her designated substitute, and protocol with regard to
use of e-mail communication should be specified at the onset of the relationship. Regarding their health
care, patients should be encouraged to be involved as active participants in establishing and achieving
treatment goals, including those related to lifestyle modification and chronic disease management.
Patients and families should be assisted to locate support organizations within their communities. 
[National Alliance on Mental Illness] (https://www.nami.org)  Poor social functioning is a complication of
personality disorder, and the establishment of positive social supports is a desirable goal, particularly for
patients with children and those who have chronic medical conditions.

The possibility of teratogenicity should be considered for any of the drugs used in the treatment of
personality disorders, and the risks and benefits discussed with the patient. Of particular note, valproic
acid and its derivatives may cause major congenital malformations, including neurodevelopmental
disorders and neural tube defects, after in utero exposure.
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• These agents must not be used in female patients of childbearing potential unless other options are

unsuitable, there is a pregnancy prevention program in place, and certain conditions are met
• Precautionary measures may also be required in male patients owing to a potential risk that use

in the 3 months leading up to conception may increase the likelihood of neurodevelopmental
disorders in their children

• Regulations and precautionary measures for female and male patients may vary between
countries, with some countries taking a more heightened precautionary stance, and you should
consult your local guidance for more information.

In some countries, it is also recommended that topiramate should only be used in women of childbearing
potential if there is a pregnancy prevention program in place.
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Monitoring
Monitoring
It is important to establish and maintain a physician-patient relationship, which may prove to be
challenging for treatment providers.[53] In order to facilitate diagnosis and treatment, referral to a mental
health professional with experience in treating patients with personality disorders will be necessary.
Effective communication between treatment providers is essential in order to facilitate coordination of
care and to prevent disruptions that result from poor communication. Ideally, patient follow-up visits are
scheduled based on the management of comorbid conditions, either psychological or medical, and not
based on personality disorder-related symptom exacerbation alone.

Complications

Complications Timeframe Likelihood
self-harm long term high

Cutting and burning are common self-harm behaviors.

May be present in more than 70% of patients with borderline personality disorder.

Associated with psychiatric comorbidity, including depressive disorders and bulimia nervosa.

impairment in social functioning long term high

The 10-year course of borderline personality disorder is characterized by severe and persistent impairment
in social functioning.[122]

suicide long term low

Lifetime risk of completed suicide in patients with borderline personality disorder is 10%.[72] [123]

High lethality of suicide attempts is associated with comorbid post-traumatic stress disorder, affective
disorders, phobia, antisocial personality disorder, substance use disorder, schizotypal personality disorder,
and anorexia nervosa.[72] [123] [124]

History of neglect and abuse common.[124]

A review concluded that long-term psychotherapy, particularly dialectical behavior therapy and
mentalization-based psychotherapy, has been demonstrated to be effective in reducing suicide attempts
and parasuicidal behavior.[125] Both treatments have several components in common, and future research
is needed to assess their efficacy.[125]

Prognosis

Prognosis
Longitudinal studies have questioned the stable nature of personality disorder symptoms over time. For
example, in one study of 290 inpatients with borderline personality disorder, 88% achieved remission; factors
were identified to predict an earlier time to remission, including the absence of childhood sexual abuse.[120]

48 This PDF of the BMJ Best Practice topic is based on the web version that was last updated: Apr 02, 2025.
BMJ Best Practice topics are regularly updated and the most recent version of the topics
can be found on bestpractice.bmj.com . Use of this content is subject to our disclaimer (.

Use of this content is subject to our) . © BMJ Publishing Group Ltd 2025. All rights reserved.

https://bestpractice.bmj.com


Personality disorders Follow up
Some have suggested symptoms may attenuate with age. Symptoms are often exacerbated in response to
stressors. Personality disorders have been shown to respond to treatment, particularly if relatively intensive
treatment is provided over an extended time-frame.[121] The 10-year course of borderline personality
disorder is also characterized by severe and persistent impairment in social functioning.[122]

Impact of diagnosis
Care must be exercised in both establishing and documenting personality disorder diagnosis, because of the
meaning and social stigma associated with this diagnosis.
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Treatment guidelines

International

World Federation of Societies of Biological Psychiatry (WFSBP) guidelines
for biological treatment of personality disorders (https://www.wfsbp.org/
educational-activities/wfsbp-treatment-guidelines-and-consensus-papers)  
[107]
Published by: World Federation of Societies of Biological Psychiatry Last published: 2007

Antisocial personality disorder: prevention and management (https://
www.nice.org.uk/guidance/CG77)   [104]
Published by: National Institute for Health and Care Excellence (UK) Last published: 2013

Borderline personality disorder: recognition and management (https://
www.nice.org.uk/guidance/CG78)   [97]
Published by: National Institute for Health and Care Excellence (UK) Last published: 2009
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Online resources

1. CDC: Adverse Childhood Experiences (ACE) study (https://www.cdc.gov/violenceprevention/aces/
about.html)  (external link)

2. Suicide Prevention Resource Center: suicide prevention toolkit for primary care practices (http://
www.sprc.org/settings/primary-care/toolkit)  (external link)

3. Patient Health Questionnaire PHQ-9 (https://www.thenationalcouncil.org/resources/patient-health-
questionnaire-phq-9)  (external link)

4. American Balint Society (http://americanbalintsociety.org)  (external link)

5. National Alliance on Mental Illness (https://www.nami.org)  (external link)
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Disclaimer
BMJ Best Practice is intended for licensed medical professionals. BMJ Publishing Group Ltd (BMJ) does not
advocate or endorse the use of any drug or therapy contained within this publication nor does it diagnose
patients. As a medical professional you retain full responsibility for the care and treatment of your patients
and you should use your own clinical judgement and expertise when using this product.

This content is not intended to cover all possible diagnosis methods, treatments, follow up, drugs and any
contraindications or side effects. In addition, since such standards and practices in medicine change as
new data become available, you should consult a variety of sources. We strongly recommend that you
independently verify specified diagnosis, treatments and follow-up and ensure it is appropriate for your
patient within your region. In addition, with respect to prescription medication, you are advised to check the
product information sheet accompanying each drug to verify conditions of use and identify any changes in
dosage schedule or contraindications, particularly if the drug to be administered is new, infrequently used, or
has a narrow therapeutic range. You must always check that drugs referenced are licensed for the specified
use and at the specified doses in your region.

Information included in BMJ Best Practice is provided on an “as is” basis without any representations,
conditions or warranties that it is accurate and up to date. BMJ and its licensors and licensees assume no
responsibility for any aspect of treatment administered to any patients with the aid of this information. To
the fullest extent permitted by law, BMJ and its licensors and licensees shall not incur any liability, including
without limitation, liability for damages, arising from the content. All conditions, warranties and other terms
which might otherwise be implied by the law including, without limitation, the warranties of satisfactory
quality, fitness for a particular purpose, use of reasonable care and skill and non-infringement of proprietary
rights are excluded.

Where BMJ Best Practice has been translated into a language other than English, BMJ does not warrant the
accuracy and reliability of the translations or the content provided by third parties (including but not limited to
local regulations, clinical guidelines, terminology, drug names and drug dosages). BMJ is not responsible for
any errors and omissions arising from translation and adaptation or otherwise.Where BMJ Best Practice lists
drug names, it does so by recommended International Nonproprietary Names (rINNs) only. It is possible that
certain drug formularies might refer to the same drugs using different names.

Please note that recommended formulations and doses may differ between drug databases drug names and
brands, drug formularies, or locations. A local drug formulary should always be consulted for full prescribing
information.

Treatment recommendations in BMJ Best Practice are specific to patient groups. Care is advised when
selecting the integrated drug formulary as some treatment recommendations are for adults only, and external
links to a paediatric formulary do not necessarily advocate use in children (and vice-versa). Always check
that you have selected the correct drug formulary for your patient.

Where your version of BMJ Best Practice does not integrate with a local drug formulary, you should consult
a local pharmaceutical database for comprehensive drug information including contraindications, drug
interactions, and alternative dosing before prescribing.

Interpretation of numbers

Regardless of the language in which the content is displayed, numerals are displayed according to the
original English-language numerical separator standard. For example 4 digit numbers shall not include a
comma nor a decimal point; numbers of 5 or more digits shall include commas; and numbers stated to be
less than 1 shall be depicted using decimal points. See Figure 1 below for an explanatory table.

BMJ accepts no responsibility for misinterpretation of numbers which comply with this stated numerical
separator standard.

This approach is in line with the guidance of the International Bureau of Weights and Measures Service.

Figure 1 – BMJ Best Practice Numeral Style
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5-digit numerals: 10,000

4-digit numerals: 1000

numerals < 1: 0.25

Our full website and application terms and conditions can be found here: Website Terms and Conditions.
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