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STATEMENT OF PRINCIPLES

The Adult Mental Health Strategy for Wales is underpinned by key principles: Equity, Efficiency, Empowerment and Effectiveness.

The model of care proposed in this document draws on these principles in setting out to improve access to appropriate mental health intervention, care and support services for people with a personality disorder.  It serves to ensure equity of access to services through a pathway that improves the efficiency of services to meet the needs of people with a personality disorder.  It draws on the existing evidence base ensuring that a range of empowering and effective services is available.

The vision statement in the strategy document states that “In taking forward one of the top three health priorities of the National Assembly, this Strategy sets out a bold and challenging vision for the future of mental health for the population of Wales.  This is a vision that holds at its heart people with mental health problems as valued and valuable citizens who have the right to access the same daily life opportunities within their communities as anyone else”.

It goes on to state that …”The current attitude and approach within services can often contribute to the disempowering and stigmatising views held by society.  All those involved in addressing mental health needs in Wales must raise expectations of the services with regard to the potential, value and abilities of people with mental health problems including severe mental illness”.

It is intended that the model of care outlined, will assist in realising this vision for people with a personality disorder, including those with highly complex, multiple difficulties.

EXECUTIVE SUMMARY

This paper has been produced by the National Public Health Service to support the Welsh Assembly in developing policy guidance on managing people with personality disorder.  It is a technical document and considers the epidemiology and evidence base for intervention and describes the service response needed to meet the needs of those with personality disorder. 

Personality disorder is characterised by a persistent, inflexible and limited range of attitudes and behaviours.  These may be inappropriate to the setting in which they are expressed and may deviate significantly from cultural expectations.  They may cause stress to, and disrupt the lives of those who have them and those with whom they come into contact1.  The terminology around personality disorder is controversial and it is unclear whether research or clinical descriptions are able to capture or reflect the experiences of people who are considered to have a disorder.  A diagnostic approach to classifying personality disorder implies clear cut categories, whilst the alternative dimensional approach assumes that disorder is at the extreme end of normal variation.

There is very little specialist provision for those with personality disorder in Wales.  The evidence base reviewed supports the use of psychological therapies but these are not widely available.  This means that current service responses may serve to exacerbate their problems.  A small number of individuals are referred to therapeutic communities outside Wales each year. For example in 2002-2003 Gwent Healthcare NHS Trust spent £633,354 on four placements.

The model of care described in this document is underpinned by the need for close working between the specialist personality disorder service and other service elements.  It is essential that an individual with personality disorder experiences an integrated service response.  The specialist element of the service is based on a model that would allow psychological therapies to be delivered at varying levels of intensity according to the needs of the patient. These range from low intensity delivery on a community basis to intense delivery on a residential basis.  The service model offers sufficient flexibility to allow it to take into account local factors such as the existing service and geography.

This document outlines the skills and training that would be required to support the integrated service model and suggests how the model might be evaluated.

This paper is the first stage in the process of ensuring that services in Wales address the needs of people with a personality disorder.  Amongst other issues that remain to be addressed it is likely that further work will be needed to establish a clearer picture of:

· the number of people in need of services
· the current service response
· the detail of how new services might be developed and integrated with existing services particularly the interface with forensic mental health, learning disability, child and adolescent mental health services, drug and alcohol services and the prison service
· the numbers and types of new staff that will be required and the training needs of existing staff
· how any new service should be evaluated.
This further work should be undertaken in conjunction with service providers and service users, their carers and dependents.

1.
Background

1.1
Purpose of the paper

This paper has been produced in response to a request from the Welsh Assembly for assistance in developing policy guidance for managing individuals with personality disorder.  Its purpose is to describe a process that will allow the health, social care and wellbeing needs of those in Wales with personality disorder to be identified and managed.  This has been done by means of a model of care that describes the service response required to meet the needs of those with personality disorder.  It covers the range of services from generic to specialist.  It sets out all the anticipated elements of care and support that should be provided by the multi disciplinary, multi agency team.  Where possible it sets out the likely time frame and outlines suggested outcome measures.  The model of care is based on the evidence of effective interventions where this is available.  

Terms used in this document may have different meanings in different contexts.  They have a particular meaning within the context of this document.  For this reason a glossary is included at appendix IV. 

1.2
Context 

A range of contextual issues will need to be taken into account when considering this paper:

· The model outlined is based on the best available evidence of interventions likely to be effective in managing individuals with personality disorder.  This is a rapidly developing area and the evidence base will need to be reviewed and updated.  Services for personality disorder will need to be able to respond to changes in the evidence base.

· The model recognises that for many personality disorder is seen as existing alongside other mental health problems, however it is primarily focused on those individuals for whom personality disorder is the main way of conceptualising their difficulties. 

· Across Wales there is considerable variation in local circumstances, for example whether the community is urban or rural, the nature of existing services, and the availability of and access to local expertise.  The proposed model has to be flexible enough to fit these local circumstances and attempts to outline an appropriate model without being over prescriptive. 

· The model does not address the issue of staffing or staff training in depth, nor does it look to identify roles for specific professions.  Rather it acknowledges some of the skills and capabilities that will be needed in managing this particular group of people.  People with these skills and capabilities, or the ability to develop them, may come from a range of professional backgrounds.  Those professions which have a key role in provision now or are likely to have in future are identified.

· The paper recognises the importance of risk management but the precise nature of this should be a local issue tailored to the venue, service and clientele, though influenced by wider guidelines.

· There are a number of other specialist services that will share boundaries with the personality disorder service.  These will include Child and Adolescent Mental Health, Adult Mental Health, Forensic and Secure Mental Health, Learning Disability, Drug and Alcohol Services and in some instances the Prison Service.  The boundaries between and integration of these services is of great importance and will need to be managed carefully within local circumstances.  In light of the emerging link between Personality Disorder and conduct disorder the boundary with CAMHS will be significant.  There will need to be consideration of how a service founded on adults supports specialist development in the other and vice versa.

1.3.
Personality and personality disorder

This section sets out the definitions of personality and personality disorder used in this paper.  It is recognised that other views and definitions could be used.

“In everyday usage, personality is a global evaluation of a person’s distinctive attributes (e.g. an ‘interesting’ personality). Personality traits describe regularities or consistencies of actions, thoughts or feelings. Traits are part of common language (e.g., “sociable”, “aggressive”, “energetic”), and are the basic elements in the study of personality. Traits are different from specific acts or temporary mood states because they indicate a tendency or disposition to behave a certain way in certain circumstances.  Further, traits describe average behaviour over many settings and occasions. To describe someone as “aggressive” implies only a stronger likelihood of aggressive behaviour in relevant situations, not that the person invariably behaves that way. Behaviour also depends on situations, social roles and norms, but dispositions influence the situations that people choose and create.”2 
Personality disorder is characterised by a persistent, inflexible and limited range of attitudes and behaviours. These attitudes and behaviours are defined as inappropriate to the setting in which they are expressed and deviate significantly from the expectations of the prevailing culture.  It is frequently this lack of congruence or fit with cultural or societal norms which leads to the identification of and difficulties named as, personality disorder.  The same individual characteristics can be adaptive in one situation or context whilst creating significant difficulties in another.  Those with a disorder present a very wide range in type and severity of problems.

“It is now widely accepted that personality disorders are variations or exaggerations of normal personality characteristics, and the integration of traditional psychiatric and psychological approaches to personality has accelerated in recent years”2,3,4  Despite this there is little consensus amongst the caring professions on how personality disorder should be defined or whether the term personality disorder is helpful1.  It is also unclear whether research or clinical descriptions are able to capture or reflect the experiences of people with personality disorder.  For these reasons this document does not limit its use of definitions to medical diagnoses such as those contained within the ICD -105 and DSM-IV6. Instead it will attempt to describe the needs of clients who may benefit from the model of care proposed in this document.

1.4.
Current management of personality disorder within Wales

The political interest in those labelled as having a ‘dangerous and severe personality disorder’ (DSPD) has inevitably highlighted the wider needs of all those with a personality disorder.  The term DSPD is a political rather than a clinical notion.  It has been used to describe the small group of individuals with personality disorder who are perceived as presenting a significant risk to the public.  It has not gained widespread acceptance amongst clinicians as a useful concept for considering the needs of this small group of individuals.  It is not the intention of this document to consider the needs of this group.   Consideration will need to be given at some point on how this group of people is managed in Wales along with the interface of those services with the wider personality disorder service.  The document is concerned with the wider needs of those with personality disorder.  Anecdotal evidence suggests that within Wales, the service response for this latter group of people is at best inadequate. 

Some individuals who might be considered to be personality disordered are able to obtain the care they need from primary care and social services departments.  There are however, individuals with particularly complex problems whose needs cannot be met within primary care and often cannot be met within current secondary care provision.  These will include some individuals with personality disorder and other mental health problems (including substance misuse).  

Within Wales there is little dedicated provision for those with personality disorder.  Patients may be transferred for specialist inpatient treatment in England.  Treatment of this nature is often lengthy and once patients are discharged home to Wales many local services are unlikely to have sufficient skills and resources to offer them continuing support.  If Wales were able to provide adequate specialist services transfer to England would become unnecessary.

Some people with personality disorder may be provided with psychological therapy by some CMHTs but this is dependent on the staff skills and policies within individual CMHTs.  CMHTs are not resourced to cope with patients in severe crisis who are repeatedly harming themselves, although the advent of crisis resolution teams may go some way towards meeting this need.  Many are treated inadequately and inappropriately in Accident and Emergency departments through inpatient admission to general mental health services and by community mental health teams. These services, whilst meeting the individuals’ immediate needs, are unlikely to be able to address their fundamental problems and may actually exacerbate these. (It is worth noting that full implementation of the recent NICE guidance7 on self-harm might improve some aspects of care particularly in A & E departments). Some individuals will come to the attention of the criminal justice system (the police, the courts and the prison service.)  A few of these may need to be accommodated within the forensic mental health services, although at present there is little or no provision for those who are not also diagnosed with a serious mental illness such as Schizophrenia.  A significant number of people with a personality disorder are unlikely to find appropriate interventions within existing service models, although a relatively small group of patients with personality disorder will be offered appropriate interventions on an out-patient basis by clinical psychologists working within existing service models for forensic mental health.

2.
How this paper was produced

2.1
Literature review

Epidemiology

A considerable body of work is already available on the epidemiology and treatment of personality disorder.  In England the National Institute for Mental Health (NIMHE) published ‘Personality d

isorder: No longer a diagnosis of exclusion’ in 20038.  This best practice guidance was produced to facilitate the National Service Framework for Mental Health in England and several of the papers produced to support its development have been used in developing this document.  In particular the paper on the epidemiology of personality disorder written by Paul Moran1 and published in 2001 was used and supplemented with a literature review covering the years 2001 – 2004.  Details of the search strategy are included in appendix I. 

Evidence base for treatment

In addition to the background papers produced to support the NIMHE publication3, evidence underpinning the pathway is based on the available quality reviewed systematic reviews9,10,11 and supplemented by a literature search covering the years 2001 – 2004.  This search replicated the strategy used for the Home Office9 systematic review of treatments for severe personality disorder.  This search strategy is included at appendix I.  It is recognised that the evidence base in this area is developing and will need to be kept under review.

2.2
Expert group

A group of expert practitioners with experience of treating and working with individuals with personality disorders within general mental health services and knowledge of the services available elsewhere in the UK, informed and supported the production of this document.  In particular they designed the model of care.  Membership of this group is detailed in appendix II.

2.3
External reference group

Initial drafts were sent to the Welsh Assembly and an external reference group for comment.  The document was then revised in light of these comments.  Members of the external reference group are detailed in appendix II.

3.
Do we know how many people in Wales have personality disorder?

3.1
Defining personality disorder

Health professionals do not agree how personality disorder should be defined or whether the term personality disorder is actually useful.  Both the World Health Organisation5 and the American Psychiatric Association6 have produced definitions of personality disorder and interview schedules that are used to diagnose personality disorder (in accordance with these definitions)1. It is debatable whether any of these capture the lived experience of people defined as having personality disorder.  There is often disagreement between the different methods for describing and classifying personality disorder10.   There is agreement on some aspects such as the continuing nature of disorder, that it is usually continuous with conduct disorder in childhood and that it interferes with personal functioning.  Measuring the severity of personality disorder is currently unresolved, proxy measures such as burden on services, criminality and the impact of the individuals’ behaviour on others are often used10.

3.2
How common is personality disorder?

3.2.1 In the community

A review of the epidemiology of personality disorder1 reports the prevalence of unspecified personality disorder in the community as ranging from 10% to 13%.  This is largely supported by other recently published community studies11,12,13.

The ONS report of 200114 reports a noticeably lower community prevalence of 4.4% (5.4% in men, 3.4% in women).  This may be because the initial identification of personality disorder was not based on the diagnostic criteria used in other studies.

3.2.2 Primary care

Moran’s review1 reports prevalence in primary care between 10% and 30%.  The most recent study of morbidity statistics in general practice13 reported a consultation rate for personality disorder of 32 (per 10,000 person years at risk in England and Wales) compared with 280 for depressive disorder and 707 for neurotic disorder.  This suggests that those with personality disorder do not create a significant workload in primary care, but may be an effect of the way that the data is collected.  People with personality disorder frequently have other mental or physical health or social problems and GPs are unlikely to record personality disorder as the primary reason for consultation.  Given that the person seeking a consultation is highly unlikely to describe their difficulties as personality disorder, this category presents particular problems for this type of recording.

A study of borderline personality disorder in primary care, undertaken in the USA15, reported a prevalence of 6.4%.  Primary health care provision in the USA differs significantly from that in the UK and so it would be inappropriate to generalise from this study.  This study however found that borderline personality disorder was not recognised by primary care physicians and its authors suggest that this might underlie some difficult patient-doctor relationships. 

3.2.3 Secondary care
Individuals with personality disorder are common in secondary care populations.  Personality disorder may be the primary clinical problem or be construed as existing alongside other mental health problems.  Moran1 reports a range of secondary care studies and makes the following generalisations:

· The prevalence of personality disorders amongst psychiatric inpatients and outpatients is high, many studies report a prevalence greater than 50%

· Borderline personality disorder is the most researched and the most prevalent

· In inpatient populations with drug, alcohol and eating disorders reported prevalence figures have exceeded 70%

· Patients often meet the criteria for more than one category of personality disorder, this may be reflective of poor diagnostic validity of our current criteria.

A recent study of one CMHT caseload in South London16 found that 52% met the diagnostic criteria for personality disorder.  The sample is one from an inner city population, which limits its generalisability.  It identified high levels of co morbidity.  43% of patients with schizoaffective disorder met the criteria for personality disorder, 51% with a diagnosis of schizophrenia, 63% with a diagnosis of mania or bipolar affective disorder and 47% with depression. 

A recent assessment of the need for low secure provision in Mid and West Wales17 found that 33% of those assessed as needing low secure services had a primary diagnosis of personality disorder.

3.2.4 Tertiary care

No published data for the prevalence of personality disorder in Medium Secure settings are available.  Findings of an unpublished audit18 from the Caswell Clinic indicate that around 65% of the in-patients there have at least one Axis 2 diagnosis along with a diagnosis of mental illness.

Data from high security hospitals in England and Scotland19 (with Welsh patients being cared for in the English system) indicate that two thirds of patients meet the criteria for at least one personality disorder.  Thus the figures for medium and high security appear to be consistent.

3.2.5 Within the prison system

The prevalence of personality disorder (particularly antisocial personality disorder) is high amongst remand and sentenced prisoners.  The ONS survey of psychiatric morbidity amongst prisoners20 undertaken in 1995 found that 78% of male remand prisoners, 64% of male sentenced prisoners and 50% of female prisoners (remand and sentenced) met diagnostic criteria for personality disorder.

3.3
Implications for the community

Personality disorder, by definition has a significant impact on the individual, those around them and on wider society.  It is associated with suicide and self-harm.  Moran’s review1 suggests that between 47% and 77% of those who commit suicide are personality disordered.  Deliberate self-harm is a diagnostic feature of borderline personality disorder and there is some evidence that this is associated with other personality disorders.

Some individuals with personality disorder are prone to dangerous and impulsive behaviour.  It follows that the mortality rate amongst those with personality disorder may be higher than in the general population and that they may be more at risk of sudden or violent death1.

Some of those with personality disorder will be more prone to violent or criminal behaviour than the general population.  Criminal behaviour is relatively common in those with a diagnosis of antisocial personality disorder.

Moran1reports that those with personality disorder are frequent users of health services, that they ‘consume psychotropic medication excessively’ and display behaviour during consultation that is deemed ‘difficult’.  A diagnosis of personality disorder may also be a predictor of repeated episodes of inpatient psychiatric hospitalisation, the so called ‘revolving door syndrome’.  Equally it might be argued that repeated admissions contribute to the diagnosis of personality disorder being applied. 

It is likely that personality disorder has significant economic impact on the NHS although little data is available.  In Wales patients with personality disorder may be referred to therapeutic communities outside Wales.  Health care commissioners are currently paying between £77,000 and £150,000 per patient per annum for this.  (For example Gwent Healthcare NHS Trust referred 5 patients out of county in 2001- 2002 at a cost of £806,580 and 4 patients out of county in 2002-2003 costing £633,354).  Inpatient treatment of this nature often lasts more than one year and once patients are discharged home to Wales the local services are unlikely to have sufficient skills and resources to offer them continuing support. 

A recent cost-effectiveness analysis21 concluded that individuals with personality disorder are high users of health care resources especially mental health, ambulance and emergency services. 

3.4
Implications for service provision

The lack of validity, clarity and agreement inevitably means it is difficult to make meaningful statements about the epidemiology and management of those with personality disorder. A diagnosis of personality disorder is meaningless in itself as an indication of need for service.  It tells us very little about the difficulties faced by the individuals themselves and those in their lives.  The need therefore is to move toward more descriptive, dimensional systems for communicating with patients and professionals alike, about the nature and extent of the particular problems that need to be addressed.

Community studies suggest prevalence is somewhere between 4.4% and 13.9%.  If these estimates are accurate a large number of people in Wales could be described as personality disordered.  Given that personality disorder is largely socially defined, that is identified by the difficulties in relationships experienced by those described in this way and those in relationship with them, this percentage is likely to reflect the numbers accessing public services of one kind or another; or those whom others think should be involved with services. 

Significant numbers of patients in secondary care are seen as personality disordered, the prevalence may be as high as 50%1.  This may be the primary problem but in many cases there will be other mental health difficulties.  Individuals in secondary care may be inappropriately treated and/or managed because of the way in which their problems have been conceptualised.  Many may be managed by substance misuse services.  This can be problematic if services do not take a holistic approach and develop formulations, which integrate all levels of difficulty experienced by the individual concerned.  The presence of individuals who might usefully be described as personality disordered in inpatient substance misuse services often causes problems for other service users and staff, if the complexity and nature of their difficulties is not properly understood and addressed.  Such difficulties in all social relationships are one of the key defining features of this group of patients.

With the current state of knowledge it is not possible to quantify the numbers of people in Wales who might be in need of or benefit from developments in personality disorder service provision.  In order to make progress in developing services for Wales a needs assessment might be considered. 

4.
The evidence base for treatment of personality disorder

4.1
Introduction

Establishing the evidence base for treatment of personality disorders is problematic.  The widely accepted ‘Gold Standard’ is the randomised controlled trial (RCT) although it is arguable whether this standard is ever appropriate when considering mental health interventions.  There is a need to consider the conceptual underpinnings of this type of approach and how this may clash with the concept of personality disorder itself.  Further there is a need to attend to guiding theoretical models, which offer useful principles for considering the management of this group of patients in the absence of definitive evidence about specific successful treatments.  In the case of personality disorder issues such as case identification, the impact of other mental health problems, the difficulty of randomisation and the problems of identifying appropriate outcome measures make a simple evidence-based medicine model difficult to apply.   Evidence is often only available from other types of studies (for example non randomised trials, cohort studies, case studies) and this limits the conclusions that can be drawn about treatment efficacy in a traditional sense.  When considering the outcome of interventions for personality disorder it is necessary to think in terms of modifying how the individual’s personality disorder is expressed in their behaviour rather than in terms of ‘curing’ the condition. 

In many studies no separation is made between consideration of the effects of different interventions and models for their delivery.  This means that to some extent the separation below of the evidence base into interventions and service models is artificial.

Service models and therapies other than those discussed here are being developed and these may be effective. The evidence base for the management of those with personality disorder is developing and will need to be kept under review.  This paper considers only those interventions that have already been scrutinised.  It is based on the published literature available in early 2004.

Where possible the evidence is classified according to the hierarchy of evidence adopted by the National Institute for Clinical Effectiveness (see appendix III).  The banding given intends to reflect the highest level of evidence available.

4.2
Co-morbidity

It is well recognised that people with personality disorder are more likely than the general population to suffer from other mental health problems particularly depression, anxiety disorders and substance misuse1.  This association raises several issues for both diagnosis and management.  Some of the diagnostic criteria for personality disorder and other psychiatric illnesses overlap so incorrect diagnosis may occur.  Individuals with co-morbidities will need treatment for their co-morbid disorders and management of their personality disorder, although the presence of personality disorder may complicate the treatment of co-morbid disorders1.  A conceptual approach that thinks in terms of continuums and dimensions and does not consider personality disorder to be an illness which someone has needs to be adopted.  The whole person with all their presenting problems needs to be formulated in a way in which intervention can begin at whichever point is possible and considered likely to be useful to the individual themselves and the professional.  It is not separate from other mental health problems identified but influences and is influenced by all of these experiences. 

4.3
Interventions

Interventions for which there is evidence of effectiveness are largely psychological or psychosocial.  The use of these terms is somewhat problematic.  They may mean different things to different practitioners.  In this context they are effectively interchangeable.  Psychosocial interventions may be seen as a blanket term for any intervention that emphasises the relationship between an individual’s psychological processes and their functioning in the broadest sense in the wider world.  The term therefore encompasses all psychological therapies.

The interventions that have been scrutinised are nursing interventions, cognitive behavioural therapy, dialectical behaviour therapy, psychodynamic psychotherapy and pharmacological interventions.

Therapeutic communities are both an intervention and a service model, for simplicity their effectiveness has been considered in the service model section. 

4.3.1 Psychosocial interventions

One systematic review was identified22.  This considered five studies of the effectiveness of nursing only interventions (treatment contract, nursing challenge, group therapy, cognitive behavioural therapy and emergency care contract).  The review found that the quality of these studies was poor and because of this did not provide evidence that supported the use of nursing only interventions.

4.3.2 Cognitive behavioural therapy (CBT)

The Home Office review9 concludes that there is evidence that CBT delivered in community and outpatient settings is effective in reducing self-harm in women with borderline personality disorder.  Outpatient CBT has shown some positive effect in reducing alcohol abuse in those with anti social personality disorder. 

Bateman and Tyrer23 conclude that currently the efficacy of CBT in the treatment of personality disorders is unknown. 

4.3.3 Dialectical behaviour therapy (DBT)

The Home office review9 reports that DBT has been shown to benefit self-harming women with borderline personality disorder.  DBT was developed specifically for treating this patient group and is aimed at reducing self-harm episodes. 

Bateman and Tyrer23 conclude that DBT has been shown to be effective in small-scale studies but the results are not generalisable because of the way in which DBT is targeted.  The long-term benefits of DBT are unclear, initial reduction in self-harm may not be maintained and it is unclear whether it is effective in other patient groups.

A recent Dutch24 study examined the effectiveness of DBT in a group of women with borderline personality disorder.  Some of the group had co-morbid substance abuse.  Although DBT was not more effective than treatment as usual in reducing substance abuse, the presence of substance abuse did not adversely affect the impact of DBT on borderline symptoms.

4.3.4 Cognitive analytical therapy (CAT)

Bateman and Tyrer23 report that although many are enthusiastic about the effectiveness of CAT, currently there is little evidence to support this.  They conclude that CAT is of unknown efficacy but may be of help to some patients.

4.3.5 Psychodynamic psychotherapy

The Home Office9 review identified six RCTs of psychodynamic psychotherapy in outpatient settings or with partial hospitalisation.  The review concludes that psychodynamic psychotherapy creates positive change in social adjustment and neurotic symptoms in outpatient settings but should be further explored as an inpatient treatment.  No difference was found between the effects of group or individual therapy.  The effects of psychodynamic psychotherapy on core features of personality disorder have yet to be demonstrated.

Bateman and Tyrer23 report that psychodynamic psychotherapy has been shown to be effective in small-scale studies but generalisability is limited by the nature of the samples studied. 

4.3.6 Pharmacological treatments

The Home Office review9 concluded that the evidence for pharmacological treatment is poor.  It reported that SSRI antidepressants may improve some of the symptoms of personality disorder and anger and that brofaramine (an MAOI) may improve avoidant personality disorder and help symptoms of social anxiety.  Brofaramine is not routinely used in the UK.

Bateman and Tyrer23 report that the effectiveness of antipsychotic medication has not been demonstrated.  They echo the Home Office review9, reporting that antidepressants have been shown to be effective in small-scale studies, but that these may not be widely generalisable because of the selection of the sample.  It is highly likely that antidepressants are effective in treating co-morbid depression but not the underlying personality disorder. 

Bateman and Tyrer23 also report that mood stabilisers such as lithium, carbamazepine and sodium valproate have not been shown to be effective. 

4.4
Service models

The essential difference between models is the intensity of intervention that is offered.  Residential models (therapeutic communities) provide the most intense intervention with less intensity offered by either day hospital or outpatient treatment.  The models where intervention is less intense allow the individual a greater degree of integration with society.

4.4.1 Therapeutic Communities

An international systematic review of the effectiveness of therapeutic communities in treating people with personality disorders and mentally disordered offenders25 concluded that there is strong evidence in support of their effectiveness for these client groups.  The review included a meta-analysis of RCTs.  The RCTs covered a range of types of community (secure and non-secure democratic and secure concept-based) suggesting that no one type of community was more effective than the others.  There is however considerable heterogeneity between the patient groups and the outcome measures used in the review, so although overall the results are encouraging it is difficult to apply them directly in developing service options.

The review by Bateman and Tyrer23 used to support the development of policy guidance in England8, reported that the efficacy of therapeutic communities had been demonstrated in small studies (<50 patients) and that the generalisability of this is uncertain.

The Home Office review9 concluded that overall therapeutic communities offer the most promising intervention for the treatment of personality disorder.  This review suggests that amongst the non-offending personality disordered population a combination of inpatient treatment with post-discharge follow up treatment may produce better outcomes in individuals with borderline personality disorder than inpatient treatment alone. 

A recently published study26 investigated the effectiveness of therapeutic community treatment for individuals with a diagnosis of anti-social personality disorder and substance abuse.  The study compared drug abuse treatment outcomes for individuals with and without a diagnosis of anti-social personality disorder and demonstrated that a diagnosis of anti-social personality disorder was not associated with poorer outcome.

There is some evidence that therapeutic community admission reduces subsequent use of general psychiatric services.  A small cohort study27 showed that this effect was still apparent three years post discharge.

4.4.3 Day hospital and outpatient treatment

The Home Office9 review found that psychodynamic day hospital programmes that offered highly structured programmes for treating ‘relatively’ poorly functioning self-harming individuals with a borderline personality disorder offer ‘some promising evidence of effectiveness’.

A recent Norwegian study28 assessed the impact of psychotherapeutic day hospitals.  1,010 patients with a diagnosis of personality disorder received intensive 18-week group oriented treatment consisting of a mixture of psychodynamic and behavioural groups.  Therapy ranged from 8 to 16.5 hours treatment a week.  24% of patients dropped out but those who completed the programme improved significantly on all outcome measures, these included measures of employment status, self-harm and re-hospitalisation.  The dose of therapy received had no significant impact on outcome.

A follow up study29 considered the effectiveness of weekly outpatient group psychotherapy for patients who had completed day treatment.  The improvements resulting from day treatment were maintained during outpatient therapy.  There were some further modest improvements in symptoms and inter-personal distress and some improvement in global functioning.  The average length of outpatient therapy was 24 months but 43% of patients terminated their therapy in what was described as ‘an irregular manner’.

4.4.4 Combined service models

A series of papers21, 30, 31, 32, 33, 34 comparing the effect of three treatment models demonstrate that brief inpatient therapeutic community treatment followed by outpatient psychodynamic psychotherapy is more effective than both long term residential therapeutic community treatment and general psychiatric treatment in the community on most measures.  Measures included self-harm, attempted suicide and readmission rates to general psychiatric wards.  Therapeutic community treatment and brief inpatient therapy followed by outpatient psychotherapy were reported as being more cost-effective than general psychiatric treatment21 and more effective in reducing health care costs.  The ‘step down’ programme was reported as being the most cost effective.  A further study31 showed that the superiority of the ‘step down’ programme was still apparent at 24 and 36 month follow up.

4.5
Summary of the evidence base

Figure 1. Summary of evidence of effectiveness of interventions

	Intervention
	Group
	Setting
	Outcome(s) achieved
	Grade of evidence

	Cognitive  behavioural therapy
	Women with BPD
	Inpatient

Outpatient

Community
	Reduction in levels of self harm
	B IIa

	
	Anti social personality disorder
	Outpatient
	Reduction in alcohol abuse
	B IIa

	Dialectical behaviour therapy
	Women with BPD
	1. Outpatient

2. High secure hospital
	Reduction in levels of self harm
	B III

	
	Women with BPD and co morbid substance abuse
	Day hospital and outpatient
	Reduction in levels of self harm
	B III

	Psychodynamic psychotherapy

(Group and individual)
	BPD, Dependent PD, mixed cluster B and C diagnoses
	1.Outpatient

2. Partial hospitalisation  and outpatient
	Improvements in neurotic symptoms and social adjustment
	A I

	
	Personality disorder – all types
	Brief inpatient TC and outpatient psychotherapy
	Reduction in self harm

Reduction in re-hospitalisation
	B IIa

	Pharmacological

SSRIs
	BPD
	Outpatient
	Improvement in PD symptoms

Reduction in anger
	B IIa


Figure 2. Summary of effectiveness of service models

	Model
	Intervention
	Group
	Outcomes
	Grade of evidence

	Therapeutic community
	Democratic, secure and  non-secure  and secure concept –based TCs
	All personality disorder diagnoses and mentally disorder offenders
	A range of outcomes achieved but varied between subjects and trials
	A I

	Psychotherapeutic Day Hospital
	18 weeks group oriented psychodynamic and behavioural therapy (8 to 16.5 hrs per week)
	All PD diagnoses
	Improvement in employment status

Reduction in self-harm

Reduction in re-hospitalisation
	B III

	Outpatient 
	Weekly group psychotherapy as a follow on from day hospital treatment
	All PD diagnoses
	Maintained improvement in employment status, reduction in self-harm,

reduction in re-hospitalisation
	B III


4.6
Implications for the model of care

The evidence base currently available on interventions to manage those with personality disorder supports the use of psychotherapeutic interventions. There is evidence that these may improve many of the problems experienced by those with personality disorder but currently no strong evidence base that suggests they are effective in reducing the core features (that is the underlying, enduring personality traits) of personality disorder.  Translating the evidence base into a service model is difficult because of the range of interventions, diagnoses and outcomes used in studies.  The available evidence however suggests intensive inpatient therapy such as that offered in therapeutic communities and outpatient therapy on a day hospital or weekly basis is effective in modifying how the individuals’ personality disorder is expressed in their behaviour.

4.7
What service users want

To inform the development of the NIMHE document ‘Personality disorder: No longer a diagnosis of exclusion’8 a series of initiatives were undertaken to elicit the views of service users with personality disorder. As part of this some focus groups were held with service users who were asked to identify features of services that they found helpful and unhelpful.  These were summarised in the background paper by Rex Haigh35.  They are set out in the boxes below and have been taken into consideration in the development of the model of care.

Helpful features for personality disorder services

	· Early intervention, before crisis point

· Specialist services, not part of general mental health

· Choice from a range of treatment options

· Individually tailored care

· Therapeutic optimism and high expectation

· Develop patients’ skills

· Fosters the use of creativity

· Respects strengths and weaknesses

· Good, clear communication

· Accepting, reliable, consistent

· Clear and negotiated treatment contracts
	· Focus on education and personal development

· Good assessment/treatment link

· Conducive environment

· Listens to feedback and has strong voice of service users

· Supportive peer networks

· Shared understanding of boundaries

· Appropriate follow up and continuing care

· Involves patients as experts

· Attitude of acceptance and sympathy

· Atmosphere of  “trust and truth”


Unhelpful features for personality disorder services

	· Availability determined by postcode

· Office hours only

· Lack of continuity of staff

· Staff without appropriate training

· Treatment decided only by funding/availability/diagnosis

· Inability to fulfil promises made

· Critical of expressed needs (e.g. crisis or respite)

· Staff respond only to behaviour

· Staff not interested in causes of behaviour
	· Dismissive or pessimistic attitudes

· Rigid adherence to a therapeutic model in cases where it becomes unhelpful

· Passing on information without knowing the person

· Long-term admissions

· Use of physical restraint and obtrusive levels of observation

· Inappropriate, automatic or forcible use of medication

· Withdrawal of conduct used as sanction


5.
The model of care

5.1
The current situation

The current situation with regard to the management of those people with personality disorder in Wales has been set out in section 1.3.  This highlighted the inadequacy of the existing service provision.  The evidence base highlights the need for access to psychological interventions.  Currently these are not widely available in Wales so the model of care needs to focus on how these might be provided.  People with personality disorder however have a range of needs and at an individual level these are likely to fluctuate with time and circumstances.  Because of this the specialist element of the pathway needs to be embedded within existing services.  To illustrate this, the four-tier structure originally constructed for Child and Adolescent Mental Health Services36 will be used to describe the framework in which the health and social care needs of those with personality disorder might be met.  The pathway will describe how individuals might move between the different levels of service and types of provision. 

5.2
Integration with other services

Good integration between the specialist personality disorder service, other health and social care services as well as other agencies that may be involved with the individual is of crucial importance.  A primary presenting problem for those with personality disorder is that they experience a lack of integration within themselves.  The service therefore must be integrated in relation to the needs of the individual and support the integration of the individuals’ internal world and their interaction with the wider world.  Exposure to a fragmented service or service response is likely to exacerbate their problems.

The integrated model is illustrated in figure 3.  The model uses the four-tier model first described in the Health Advisory Service thematic review of child and adolescent mental health services36.  A specialist personality disorder service alone will be unable to meet all the individuals’ needs. Integration is important at all levels but individuals who are being treated within the personality disorder service may need admission to acute psychiatric wards for management or to A&E if they self harm. At this level there is a specific need for clear protocols on how patients can be managed and how they move between the different services. 

The specialist personality disorder service might be described as an integrated service with boundaries.  This means that the personality disorder service itself needs to be delivered within a consistent physical and philosophical approach (see sections 4.6 and 5.3.2) as well as being integrated with other services.  Boundaries are important to ensure that there is clarity regarding the roles and responsibilities of the different services involved with those who are personality disordered.

5.2.1 The four tiers

The tiers may be seen as a continuum with an increasing intensity of intervention and level of specialisation.

Tier 1: Primary or direct contact services

This tier includes professionals such as GPs, social workers, voluntary sector workers and police officers.  These may be the first point of contact between the individual with personality disorder and health and social care services.  At this level care professionals need to be able to recognise when an individual may be personality disordered, what they can do to help support that individual and when and how to refer on to the next level.

This level requires support and training from the specialist personality disorder service.

Tier 2: Individual experts who can assess and manage simple problems

This level includes general mental health services, learning disability services and CMHTs.  Crisis resolution teams could also have an important role at this level and could be helpful in reducing unplanned admissions and A&E visits.  For this level practitioners will assess and manage relatively simple problems.  They will know how and when to make an onward referral to the specialist personality disorder service.  At this level the specialist personality disorder service will provide support and training for practitioners and clinical supervision for those managing individuals with personality disorder.  The service will also provide a comprehensive assessment of individuals with personality disorder referred on to them.  Where patients are subsequently referred back to tier two services following assessment the personality disorder service will provide comprehensive feedback on the assessment.

Tier 3: Teams of specialists managing complex problems

This is the level at which specialist teams such as those managing eating disorders and substance abuse operate.  CAMHS services will operate at this level and liaison with personality disorder services will be important as many of those with personality disorder will have had conduct and emotional disorders during childhood, transition to adult services will need to be addressed.  The specialist personality disorder community and day service operate at tier three.  At this level advice and support would be provided across the tier and there would also be a protocol for crosswise referral.

Tier 4: Highly specialist and intensive care

This is the level at which highly complex problems will be managed.  Services at this level will include forensic services and the residential personality disorder service.  Again at this level there is an expectation that advice and support would be provided across the tier and that there will be a crosswise referral protocol.

Figure 3: Integrated Service Model for Personality Disorder




TIER 1




TIER 2


TIER 3





TIER 4

©NPHS 2005  

5.3
Specialist Personality Disorder Provision

The specialist element of the pathway will focus on the provision of psychological and psychosocial interventions.

5.3.1 Psychological and psychosocial interventions

The ability of any patient to benefit from this type of treatment depends on their capacity and willingness to engage with the service.  As in any other service area engagement is essential in achieving good outcomes.  Some individuals with personality disorder may pose a serious risk to themselves or others.  In this case it will be necessary to manage this risk, even in some cases without the cooperation of the individual for example by using the Mental Health Act.  Where this is necessary, psychological and psychosocial interventions should remain available to such individuals as part of a package of care.  Such a model currently exists within the provision of the tertiary forensic mental health services. 

It is necessary to think in terms of modifying how the individual’s personality disorder is expressed in their behaviour rather than in terms of ‘curing’ the personality disorder.  Psychological and psychosocial interventions may be appropriate for individuals with long term or protracted difficulties that have become ingrained into patterns of behaviour or experiences that do not tend to improve sufficiently or for very long with standard psychiatric treatment.  Presenting problems will include:

· recurrent deliberate self harm

· various, often fluctuating, symptoms of clinical depression and anxiety

· eating disturbances

· interpersonal problems, including violence and sexual offending

· substance abuse

· behavioural difficulties, including criminal offences

· somatic symptoms without physical pathology.

Many individuals with a personality disorder will have other mental health problems.  Inclusion will be predicated on the individual’s ability to benefit from the service offered and decisions about this will be based on an initial assessment.  Those likely to benefit would need to:

· accept that the problem lies within themselves 

· desire change

· have the capacity to develop the recognition that they have the primary responsibility for that change.

For some individuals these types of interventions would be inappropriate. These would be individuals assessed as unwilling or unable to engage with psychological or psychosocial interventions, particularly regarding the potential to be able to learn to work reflectively and to be able to function safely in interpersonal terms.  For example those with profound learning disabilities would be unlikely to benefit from psychotherapy.  

For others the situation is less clear.  Personality disorder is an enduring problem and the difficulties associated with it may be exacerbated by particular circumstances.  The symptoms of any co morbid mental illness may also fluctuate with circumstances and/or treatment.  These factors, along with many others, will affect an individual’s ability and willingness to engage with psychological or psychosocial interventions at any given point in time.  This means there would be a need for reassessment for those assessed as unable to benefit. 

The specialist service will need to acknowledge that it shares the responsibility for the interaction between itself and service users.  It should do as much as possible to facilitate engagement and to accommodate the difficulties inherent in personality disorder.  Attempts should be made to continue to support those who are assessed as unable to engage with psychological or psychosocial interventions.  Support might be directly provided by the specialist personality disorder service or from the other services included in figure 3.

The interventions and the overall model of care will be for adults.  It is likely that majority of patients who could benefit will be under 40 years of age but those over the age of 40 would not be excluded.

5.3.2 Common features of effective psychological interventions

Bateman and Tyrer23 have set out some common features of effective psychological interventions.

· They tend to be well structured

· They devote effort to collaboration and engagement

· They have a clear focus. This may be a problem behaviour such as self harm or an aspect of interpersonal relationship patterns

· The various elements of the treatment fit together in a way that is understood by the patient and the therapist

· They tend to be relatively long term

· They encourage a powerful attachment relationship between the therapist and patient enabling the therapist to adopt a relatively active rather than passive stance

· They tend to be well integrated with other services available to the patient

The specialist element of the personality disorder service needs to encompass these features.

5.3.3 Underlying principles of the specialist service

Consistency

Individuals with personality disorders are often highly sensitive and reactive to inconsistency.  This creates problems in their treatment and may prevent their fundamental problems being tackled.  To minimise inconsistency there is a need to restrict the numbers of therapists treating each patient and for clarity about each practitioners role and responsibilities and the responsibilities of the patient.  Consistency is likely to be maximised using a specialist team approach but the team needs to be cohesive so will need good support, effective clinical supervision and good communication.  Where the individual has a range of needs that will be met by other services, for example general mental health or Social Services, there again needs to be clarity on respective roles and responsibilities.  The Care Programme Approach should help to support this.

Constancy

Changes of therapists should be avoided wherever this is possible.  It will minimise the possibility of inconsistency.  It is also a particular issue in the treatment of borderline personality disorder.  Changes of therapist may serve to replicate the pattern of loss and despair that are common features of the relationships of those with BPD.

Clear negotiated treatment package

This is important in avoiding inconsistency.  Treatment goals should be agreed between the patient and the practitioners treating them and there should be scope for these to be renegotiated where appropriate.  The treatment package should set boundaries for the patient but will also empower them to be active in and take responsibility for their own treatment.

Effective communication

This is vital at all levels.  Within the specialist service it will promote a cohesive therapeutic structure.  It will avoid inconsistency within the specialist service, at the boundaries between the specialist service and other services and between the patient and practitioner.

Comprehensive specialist assessment

A comprehensive assessment is needed to ensure that there is a detailed formulation of each individual’s problems so that appropriate therapeutic interventions are identified and that realistic goals are set.  Risk assessment will be an essential element of assessment.

Strong user feedback/involvement

User involvement is essential to ensure that the service remains responsive to user needs.It also promotes democratisation, responsibility and empowerment

5.3.4 Core elements of the specialist service

In order to provide a comprehensive specialist personality disorder service a variety of treatment options will be needed.  A range of elements will be needed each providing a different intensity of treatment with a consequent different level of integration with society.  The detailed structure of the service and how it should be provided could vary depending on local circumstances; for example the availability of psychological therapies, the existing structure and policies of local services and geographical access.  Paragraphs 5.3.5 to 5.3.7 describe how a specialist service might be structured.  Whatever the local structure, individuals with personality disorder will need equity of access to each service element described here.

A personality disorder service would need to be able to provide or have access to community provision, a comprehensive day service and an intensive residential facility.  These should be regarded as a continuum; the community element providing the least intensive treatment and the most integration with society and the therapeutic community providing the most intensive treatment and least integration.  Individuals might require intervention from one, two or all elements of the service.  They might move between the elements in any order according to their needs at a particular time.  The flow chart in figure 4 (page 30) sets out these elements and indicates the patient pathway.

5.3.5 Community Service Provision

This element of the service will have a range of functions.  The most critical will be to integrate the existing services working with the patient as well as ensuring the integration of the various elements of the specialist personality disorder service experienced by the patient.  The community based workers will have a role as both a route in and a route out of other elements of the service.  Referrals to the specialist personality disorder service will undergo initial assessment by the workers from this aspect of the service.  These workers will have a significant role in preparing people for treatment especially in attempting to engage those who may experience difficulty in engaging with services.  The service will provide support to and work closely with other workers working with the client (for example CMHTs, Social Services) and with the clients carers and family.  The service will be able to provide psychosocial interventions (under previously agreed protocols) either as a stand-alone service or a route into or out of other service elements.  It will have a role in the follow up and continuing care of patients particularly ongoing monitoring and evaluation of their progress.

This part of the service will have an essential role in training and supporting others (for example primary care, CMHTs, general mental health services, A&E and ambulance staff).

It is important to note that workers in this part of the service will be less protected than those working in other elements of the personality disorder service.  Careful attention will need to be given to the risks inherent in this.  In order to prevent over extension of these workers there is a need for clarity about the boundaries of their roles, their specific functions and the expectations placed on them by other workers and other services.  Good clinical supervision will be essential.  Clinical supervision could be undertaken with workers from other services supporting this client group. 

Community Service Role Summary

· Initial assessment of all referrals with clear and comprehensive feedback to the referrer and patient

· Psychosocial interventions

· Contact and support for patients undergoing treatment by day service

· Involvement in delivery of the day programme to support communication, continuity and consistency

· Support and training for other workers and other services

· Continuing care, ongoing monitoring and evaluation of patients within an agreed timeframe

· Preparation for inpatient treatment
5.3.6 Day Service

The day service will provide a mini programme similar to that provided in the intensive residential facility.  It will need to be very structured with defined links with the residential and community elements of the service.  The day service might provide treatment before and/or after treatment in the residential facility.  Where a comprehensive day service is accessible many individuals will not require admission to the inpatient service. 

The precise nature and location of the service might be dictated by local factors but also by the ease of access to an intensive residential facility.  If access is relatively easy only low intensity might be needed.  If access is difficult the decision might be that the intensive day service would be better than admission to a distant residential facility.  For example in a very rural area a peripatetic day service could be provided.  The number of days the individual will need to attend will reflect the need to deliver an identified intensity of treatment.  Currently there appears to be no evidence on which to base such decisions so this will depend on the ease of access for the patient and a decision about ‘what will be enough’.  The purpose is to:

· affect change

· contain the individual emotionally and safely.

The minimum will be the amount that it is believed will deliver this.  The boundaries between the service elements are of necessity ‘fuzzy’.  The sufficiency of the service input at any level may depend on what else is available locally.

Role Summary

· Assessment

· Mini programme, structured, time limited (but may be lengthy), psychological and psychosocial interventions
· Increased emphasis on integration and containment
· Stand alone service plus treatment before and after inpatient admission

· Support and training for other workers and other services

· Continuing care, ongoing monitoring and evaluation of patients within an agreed timeframe

· Evaluation and research

· Preparation for inpatient treatment

5.3.7 Intensive Residential Facility

The precise role of this service might vary depending on its nature and location, for example it might be a local (trust level) or national provision.  Critical mass will be important when considering its location, as the numbers requiring this level of intervention in each locality are likely to be quite low.  It is likely that admissions to the residential service will be lengthy so issues such as child care, employment and housing will need to be addressed and discharge will need careful management.

The intensive facility may need to adopt an overarching theoretical framework. to guide its therapeutic approach and the nature of the interventions delivered.  For example a facility that adopted a psychodynamic approach would acknowledge the role of unconscious processes in the delivery of interventions as well as using the framework to understand the interpersonal processes within the facility (i.e. explaining and understanding the behaviour displayed within the facility and the motivation for this behaviour.  This includes staff and residents).  The advantage of a single theoretical framework is that it can support group coherence in a situation where there is likely to be considerable discord.  A disadvantage could be that it limits the flexibility and responsiveness of the service to the demands of the client group and could also seriously limit recruitment opportunities if there is only a small available pool of those trained to work within this specific theoretical framework.  Knowledge of a range of models could also aid communication with other parts of the service where a wide range of models and approaches are likely to exist.  As has been previously stated the need is for a structured and coherent service and it would be possible for this to be provided by a service drawing on elements from more than one theoretical framework. 

Role Summary

· Assessment – trial admission
· Intensive treatment
· Maintaining integration and liaison with other services
· Evaluation and research
· Clinical supervision (including that for staff working in the other service elements)
· Training 
· Advice and support 
· Support and training for other workers and other services

· Planning for client reintegration
5.3.8 User Support Network

The specialist personality disorder service should encourage, aid and assist the setting up of a user support network.  Families and carers could be involved in this network; however provision for their differing needs will also need to be taken into account.  The user network would provide:

· a crisis network that feeds back into the therapeutic process

· service users with systems for contacting each other

· a user network providing advocacy and feedback allowing service users involvement in the service and a role in shaping it.

5.3.9 Assessment

Referral to the specialist services will be from a variety of sources.  The response to receiving a referral will see members of the team meeting with the person referred to make a decision as to the appropriate level for them to be within the service.  This needs to be on the basis of a structured, open and effective assessment procedure.

A combination of self report instruments and semi-structured interview is suggested as having the best evidence base currently in personality disorder assessment.  However the process of assessment is more than establishing a diagnosis, as the development of individualised goals and a treatment plan to achieve them lies at the heart of this process.  This requires the development of a formulation for that individual person that puts their experiences and behaviour into a contextual and explanatory framework.  This wider process will aid the decision as to the likelihood that the person will benefit from input from the specialist service and whether acceptance is appropriate.  An integral part of this process is the assessment of any co-morbid condition the person may have.

Assessment at this level will include three major elements.

Psychosocial Assessment

This is likely to be undertaken by a combination of psychologist and social worker or others specifically trained in psychosocial models.  It will be a full functional assessment of how the individual reacts with the environment and will encompass issues such as the individual’s ability to self care and their housing, travel, financial and child care needs.

Therapy Assessment

Undertaken by a clinical or counselling psychologist who has a multi-model training in psychotherapeutic models or by a psychotherapist trained to UKCP (or equivalent) registration levels in one of the 3 mainstream psychotherapeutic models (i.e. cognitive-behavioural, systemic or psychodynamic.)  Knowledge of personality disorder would need to lie behind this.  This assessment will look at the individual’s capacity to benefit, or their ability to develop the capacity to benefit from psychotherapeutic interventions. 

Mental Health Assessment

Undertaken by a psychiatrist.

If the individual goes to the intensive residential facility there will be further assessment including a trial period in the community.

If individual assessed as unlikely to benefit from the input of the personality disorder service at that time they might be referred back to CMHT with recommendations for their management. The CMHT would have the monitoring role with support from the community based aspect of the service.

Risk Assessment

It is recognised that good risk assessment will be essential if individuals are to move appropriately and safely through the different tiers of the services set out in figure 3.  This should include a specific assessment of the risk of harm that the individual may present to themselves or others.  There is a rapidly expanding literature on both actuarial, structured clinical and clinical risk assessment and a range of tools and measures are available.  The precise nature of this assessment should be a local issue tailored to the venue, service and clientele, but these should be influenced and guided by wider knowledge.  Broad agreement across the tiers of the service and a shared understanding of the tools and methods used is essential to ensure effective management as well as assessment of risk.
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5.4
Skills and training required to support the integrated service model

This paper does not set out to address the issue of staffing or staff training in depth, nor does it identify roles for specific professions.  Rather it acknowledges some of the skills and capabilities that will be needed in managing this particular group of people.  People with these skills and capabilities, or the ability to develop them, may come from a range of professional backgrounds.  There will need to be an identification of the numbers and current roles of those already in the workforce who are likely to possess this expertise already together with identifying those likely to be interested and able to develop this expertise.  The recent document from the DOH38 “Organising and delivering psychological therapies” and the Personality disorder capabilities framework developed by NIHME39 will be useful in developing job profiles and training programmes.

Skills and training will need consideration at two levels i.e. the skills and training needed to develop the specialist personality disorder service and those needed to support the integrated model.  The Personality disorder capabilities framework developed by NIHME39 sets out the competencies that might be needed at different levels of service provision and these could be mapped to the four tiers.

5.4.1 Specialist personality disorder service

Practitioner Characteristics

As stated earlier in the document ‘the model does not address the issue of staffing or staff training in depth’, however a number of general points relating to this issue can be made.

Bateman and Tyrer23 have discussed the characteristics that are essential for practitioners working with people with personality disorder.  They note that in order for interventions to be effective a therapeutic relationship needs to develop between the practitioner and the patient.  They recognise that in developing this relationship certain attributes in the mental health practitioner are likely to be important arguing that ‘At the very least the mental health professional has to retain the capacity to be steady, skilful and competent despite provocation, anxiety and pressure to transgress boundaries’.

The specialist teams will need to have available the range of skills required to work within the underlying principles outlined in this document, to provide the core services described.  This can only be done within a multidisciplinary context.  Indeed the willingness and a capability to work closely and collaboratively with team colleagues will be an essential personal characteristic for all staff.

The team members will need to have demonstrated that they have the skills necessary to undertake the various tasks in their area of responsibility within the service (e.g. assessment for intervention, provision of psychological therapy, support, supervision and training for other staff, etc.).  Work needs to be done to provide clarity in regard to the training and qualifications that will be required for staff providing the various elements of the service.  Some of these core skills can be found within the training of professionals currently working in the helping services, though few have specialist training in working with this particular group.  Consideration needs to be given to developing and making available appropriate post graduate training for working with these clients.

Difficulties with interpersonal issues lie at the centre of personality disorder.  Thus it is inevitable that staff working to develop therapeutic relationships with people from this group will have special personal demands placed upon them.  Whilst one of their roles will be to provide supervision to staff in the wider service working with this client group, it needs to be acknowledged that supervision of the staff working in the personality disorder service will be an essential part of its structure.  This process assists in the maintenance of clear interpersonal boundaries.

A further area of development will require the service to look at providing opportunities for service users to input into the continuing development and training of staff skills. 

5.5
Evaluating the Personality Disorder Service

Section 5.3.9 suggested an outline structure for the assessment of individuals being considered for the personality disorder service.  The basis of the evaluation of the effectiveness of this service comes from a good assessment undertaken at an individual patient level using reliable and validated assessment scales and instruments.  In addition there needs to be a careful formulation of individual goals, as a part of the care planning, backed up, in time, by an assessment of the extent to which they have been met.  The precise tests, instruments or information used, both pre and post intervention, will depend upon the questions needing answers and the nature of the people accepted into the service.  The decision on this will need to be determined by the people directly involved.  Below are some approaches to assessment that could be used.
5.5.1 Assessment Approaches
· Interview based assessment of symptomatology.

· Symptom/Problem questionnaires.

· Co-morbid symptomatology assessment.

· Needs based assessment.

· User centred instruments.

· Social and interpersonal functioning.

· Schema based assessments.

· Frequency/Intensity of specific behaviours (e.g. self harm, GP attendances, etc.).

· Partner/Carer questionnaires and instruments.

Each approach has its own strengths and weaknesses, so being able to use more than one methodology will increase the robustness of the assessment.  Also seeking the same or similar information from different sources will increase the validity and may make it apparent when impression management is an issue.

6. Conclusion

This paper has been produced to support the Welsh Assembly in developing its policy on the management of individuals with personality disorders.  It has discussed the difficulties inherent in the use of the term ‘personality disorder’ from a range of perspectives.  These include the limitations of this diagnosis in terms of its ability to reflect the experiences of those who are labelled with it, the heterogeneity of those considered to have personality disorder in terms of their needs and problems and the difficulty this heterogeneity presents in developing a good evidence based approach to treatment.  The paper outlines the likely number of people in Wales who may have personality disorder and some of the problems currently experienced with their management.  The evidence base for treatment has been summarised and a model of care based on this is described.  The paper emphases the need for an integrated service response in meeting the needs of those with personality disorder and how this should be underpinned by close working between the specialist and generic services.

This paper is the first stage in the process of ensuring that services in Wales address the needs of people with personality disorder.  Amongst other issues that remain to be addressed it is likely that further work will be needed to establish a clearer picture of:

· the number of people in need of services
· the current service response
· the detail of how new services might be developed and integrated with existing services the interface with forensic mental health, learning disability, child and adolescent mental health services, alcohol and drug services and the prison service
· the numbers and types of new staff that will be required and the training needs of existing staff
· how any new service should be evaluated.
This further work should be undertaken in conjunction with service providers and users.
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APPENDIX I SEARCH STRATEGIES

	EPIDEMIOLOGY

	MEDLINE from 2001 to 2004 using the following MeSH headings (limited to human and English Language) 

ACP Journal Club, CCTR, CDSR, DARE, AMED, British Nursing Index, CINAHL, EMBASE, HMIC, PsycINFO from 2001 to 2004 

	explode personality disorders or explode antisocial personality disorder or explode borderline personality disorder or explode compulsive personality disorder or explode dependent personality disorder or explode histrionic personality disorder or explode hysteria or explode paranoid personality disorder or explode passive-aggressive personality disorder or explode schizoid personality disorder or explode schizotypal personality disorder OR

	sociopath.mp OR
	

	psychopath.mp OR
	

	psychopathic.mp OR
	

	psychopaths.mp OR
	

	psychopathy.mp OR
	

	multiple personality.mp or explode multiple personality disorder OR

	borderline behavio?r.mp OR
	

	multiple behavio?r.mp OR
	

	antisocial behavio?r.mp OR
	

	affective behavio?r.mp OR
	

	paranoid behavio?r.mp OR
	

	narcissistic behavio?r.mp OR
	

	schizoid behavio?r.mp OR
	

	schizotypal behavio?r.mp OR
	

	avoidant behavio?r.mp OR
	

	self defeating behavio?r.mp OR
	

	sadistic behavio?r.mp OR
	

	anxious behavio?r.mp OR
	

	dissocial behavio?r.mp OR
	

	emotionally unstable behavio?r.mp  OR 

	asthenic behavio?r.mp OR
	

	hysterical behavio?r.mp OR
	

	anankastic behavio?r.mp OR
	

	hysterical behavio?r.mp OR
	

	explosive behavio?r.mp OR
	

	dependent behavio?r.mp OR
	

	compulsive behavio?r.mp OR
	

	passive aggressive behavio?r.mp OR
	

	passive-aggressive.personalit$.mp OR

	borderline personalit$.mp OR
	

	self defeating personalit$.mp OR
	

	sadistic personalit$.mp OR
	

	avoidant personalit$.mp OR
	

	anxious personalit$.mp OR
	

	multiple personalit$.mp OR
	


	emotionally unstable personalit$.mp OR

	dissocial personalit$.mp OR
	

	asthenic personalit$.mp OR
	

	hysterical personalit$.mp OR
	

	anankastic personalit$.mp OR
	

	affective personalit$.mp OR
	

	explosive personalit$.mp OR
	

	antisocial personalit$.mp OR
	

	paranoid personalit$.mp OR
	

	narcissistic personalit$.mp OR
	

	schizoid personalit$.mp OR
	

	schizotypal personalit$.mp OR
	

	histrionic personalit$.mp OR
	

	compulsive personalit$.mp OR
	

	dependant personalit$.mp OR
	

	passive aggressive personalit$.mp OR

	AND
	

	epidemiology OR
	

	explode epidemiologic studies or explode epidemiologic measurements or explode epidemiologic research design or explode epidemiologic factors or explode epidemiological methods or explode epidemiologic.mp OR

	epidemiological.mp OR
	

	classification.mp OR
	

	population OR
	

	populations.mp OR
	

	population studies.mp OR
	

	explode cohort studies or cohort.mp OR

	number or numbers or numeric or numerical.mp OR

	prevalence.mp or explode prevalence OR

	incidence.mp or explode incidence OR

	survey or surveys.mp OR
	

	statistics or statisitical.mp OR
	


	TREATMENT EFFECTIVENESS

	MEDLINE from 2001 to 2004 using the following MeSH headings (limited to human and English Language) 

PsycINFO, CINAHL, CDSR, ACP Journal Club, Dare, CCTR from 2001 to 2004

	explode personality disorders or explode antisocial personality disorder or explode borderline personality disorder or explode compulsive personality disorder or explode dependent personality disorder or explode histrionic personality disorder or explode hysteria or explode paranoid personality disorder or explode passive-aggressive personality disorder or explode schizoid personality disorder or explode schizotypal personality disorder OR

	sociopath.mp OR
	

	psychopath.mp OR
	

	psychopathic.mp OR
	

	psychopaths.mp OR
	

	psychopathy.mp OR
	

	multiple personality.mp or explode multiple personality disorder OR

	borderline behavio?r.mp OR
	

	multiple behavio?r.mp OR
	

	antisocial behavio?r.mp OR
	

	affective behavio?r.mp OR
	

	paranoid behavio?r.mp OR
	

	narcissistic behavio?r.mp OR
	

	schizoid behavio?r.mp OR
	

	schizotypal behavio?r.mp OR
	

	avoidant behavio?r.mp OR
	

	self defeating behavio?r.mp OR
	

	sadistic behavio?r.mp OR
	

	anxious behavio?r.mp OR
	

	dissocial behavio?r.mp OR
	

	emotionally unstable behavio?r.mp  OR 

	asthenic behavio?r.mp OR
	

	hysterical behavio?r.mp OR
	

	anankastic behavio?r.mp OR
	

	hysterical behavio?r.mp OR
	

	explosive behavio?r.mp OR
	

	dependent behavio?r.mp OR
	

	compulsive behavio?r.mp OR
	

	passive aggressive behavio?r.mp OR
	

	passive-aggressive.personalit$.mp OR

	borderline personalit$.mp OR
	

	self defeating personalit$.mp OR
	

	sadistic personalit$.mp OR
	

	avoidant personalit$.mp OR
	

	anxious personalit$.mp OR
	

	multiple personalit$.mp OR
	

	emotionally unstable personalit$.mp OR

	dissocial personalit$.mp OR
	


	asthenic personalit$.mp OR
	

	hysterical personalit$.mp OR
	

	anankastic personalit$.mp OR
	

	affective personalit$.mp OR
	

	explosive personalit$.mp OR
	

	antisocial personalit$.mp OR
	

	paranoid personalit$.mp OR
	

	narcissistic personalit$.mp OR
	

	schizoid personalit$.mp OR
	

	schizotypal personalit$.mp OR
	

	histrionic personalit$.mp OR
	

	compulsive personalit$.mp OR
	

	dependant personalit$.mp OR
	

	passive aggressive personalit$.mp OR

	AND
	

	explode therapeutics or therapeutics.mp OR

	explode behaviour therapy or behavior therapy or therapy.mp or explode cognitive therapy or explode drug therapy or explode psychoanalytic therapy or explode family therapy OR

	treatment.mp OR
	

	“therapy.mp OR
	

	outcome.mp OR
	

	recidivism.mp OR
	

	rehabilitation.mp or explode rehabilitation OR

	rehabilit$.mp OR

	program$.mp OR

	evaluation studies or explode evaluation studies OR

	evaluation.mp OR

	re-offend$.mp OR
	

	risk management.mp or explode risk management OR

	explode risk OR

	behavio$r change.mp OR

	drug therapy.mp or explode drug therapy OR

	pharmacotherapy.mp or explode pharmacotherapy

	psychothera$.mp

	explode psychotherapy

	explode psychosurgery or psychosurgery.mp

	psychiatric treatment.mp


The following websites were also searched:

Cochrane Library: www.update-software.com/cochrane

NICE:   http://www.nice.org.uk

Health Evidence Bulletins – Wales http://nww.wales.nhs.uk/hebw

Effectiveness matters http://www.york.ac.uk/crd/em.htm

Bandolier http://www.jr2.ox.ac.uk:80/Bandolier/

Effective Health Care Bulletins: http://www.york.ac.uk/crd/ehcb.htm

National Electronic Library for Health: http://www.nelh.nhs.uk

NHS Centre for Reviews and Dissemination: http://www.york.ac.uk/inst/crd

Royal College of Psychiatrists: http://www.rcplondon.ac.uk
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APPENDIX III EVIDENCE GRADING SCHEME

The evidence of effectiveness was classified according to an accepted hierarchy of evidence. This is set out below. The grading scheme is based on the scheme developed by the Clinical Outcomes Group of the NHS Executive (1996)

	Level
	Type of evidence
	Grade
	Evidence

	I
	Evidence obtained from a single randomised controlled trial or a meta-analysis of randomised controlled trials
	A
	At least one randomised controlled trial as part of a body of literature of overall good quality and consistency addressing the specific recommendation (evidence level 1) without extrapolation

	IIa

IIb

III
	Evidence obtained from at least one well designed controlled study without randomisation

Evidence obtained from at least one other well-designed quasi-experimental study

Evidence obtained from well-designed non-experimental descriptive studies, such as comparative studies, correlation studies and case-control studies
	B
	Well-conducted clinical studies but no randomised clinical trials on the topic of the recommendation (evidence levels II or II); or extrapolated from level I evidence

	IV
	Evidence obtained fro expert committee reports or opinion and/or clinical experience or respected authorities
	C
	Expert committee reports or opinions and/or clinical experiences of respected authorities (evidence level IV) or extrapolated from level I or II evidence. The grading indicates that directly applicable clinical studies of good quality are absent or not readily available.

	Adapted from Eccles M, Mason J. How to develop cost-conscious guidelines. Health Technol Assess 2001; 5 (16).

NHS Executive. Clinical Guidelines. Using clinical guidelines to improve patient care within the NHS. London: DOH; 1996.


APPENDIX IV GLOSSARY

Antisocial personality disorder

The DSM IV classification defines this as people who exhibit a pattern of antisocial and irresponsible behaviour that begins in childhood and persists into adulthood. As adults this type of behaviour often brings the individual into contact with the police and justice system. Their behaviour may include harassment of others, stealing and damaging property. They tend to be irritable and aggressive and may become involved in violence.

Avoidant personality disorder

The DSM IV classification defines this as those who show a persistent pattern of social discomfort and timidity. Such individuals are reluctant to enter social relationships unless they feel there is a guarantee of uncritical acceptance. Consequently individuals with a personality disorder rarely have close friends despite having a strong desire for affection.

Borderline personality disorder

The DSM IV classification describes those with a borderline personality disorder as showing a pervasive pattern of instability of their self-image, interpersonal relationships and mood. In particular interpersonal relationships are unstable and intense and they may fluctuate between the extremes of idealisation and devaluation. They often exhibit fear of being alone and will make great efforts to avoid real or imagined abandonment. Their mood may be extremely labile with marked shifts that may last a few hours. They may exhibit inappropriate anger, impulsive behaviour is common, this may include self-harm

Bio-psychosocial model

This is a model that attempts to explain health or ill health by considering the individual within the context of their environment. In the context of personality disorder this means that biological, psychological and social factors should be considered in formulating an individuals problems and developing appropriate interventions.

Clinical supervision

This is a process designed to help clinicians improve their practice and deal productively with the stresses that are an inevitable part of their caring role, particularly where these involve complex and frequently stressful interpersonal relationships. It is a formal arrangement and allows practitioners to regularly discuss their clinical work with more experienced or suitably trained colleagues. The process will involve reflecting on their practice in order to learn from experience and improve competence.

In psychotherapy supervision refers to a supportive and tutorial relationship with a more experienced therapist. It should be an integral part of practice. It is essential that the therapist feels able to discuss any difficulties and anxieties arising from practice.

Cognitive behavioural therapy

Cognitive-Behavioural Therapy (CBT) is a psychological intervention. It combines cognitive therapy, which can modify or eliminate unwanted thoughts and beliefs, and behavioural therapy, which aims to help the individual change their behaviour in response to those thoughts. CBT is based on the assumption that most unwanted thinking patterns, emotional and behavioural reactions are learned. Cognitive techniques (such as challenging negative automatic thoughts) and behavioural techniques (such as graded exposure and relaxation techniques) are used to relieve symptoms by changing negative thoughts, beliefs and behaviour. The aim is to identify the thinking that is causing the unwanted feelings and behaviours and to enable learning to replace this thinking with thoughts that lead to a more desirable response. 

Cognitive analytical therapy

Cognitive analytical therapy involves therapist and client working together by looking what has prevented change in the past in order to gain a better understanding of how to move forward. It focuses on discovering how problems have evolved and how the methods devised to cope with them may be ineffective. It aims to enable clients to gain an understanding of how the difficulties they experience may be made worse by their usual coping mechanisms. Problems are understood in the light of the clients’ personal history and life experience. How coping procedures originated needs to be recognised so that they can be adapted and improved. Plans to bring about change are then developed using the clients’ own strengths and weaknesses.

Complex Problems

A decision that a problem is complex is based on its complexity, the level of risk it presents, the level of interference with social functioning, its persistence and the level of requirement for specialist skills to manage it.

Dialectical behaviour therapy

Is based on the idea that some individuals react abnormality to emotional stimulation. Their initial arousal is more rapid than is usual, peaks at a higher level and takes longer to return to baseline. The reasons for this are unclear they may relate to the environment in which the individual was brought up or to some underlying biological factor, or to some interaction of these. Such individuals are unable to cope with their extreme emotional lability, DBT aims to equip them with the skills to do this.

Psychodynamic psychotherapy

This focuses on the feelings that individuals have about other people, particularly their family, and people they are close to. The treatment involves discussing past experiences and how these may have led to present circumstances. It also helps individuals to see how their past experience affects their life now and helps them to express these feelings to their therapist. This approach uses the basic assumption that everyone has an unconscious mind and that feelings held there are often too painful to be faced. Because of this defences are developed as a protective mechanism, for example denial. This approach assumes that these defences are faulty. It aims to get the patient to bring these feelings to the surface so that they can be experienced and understood. The understanding gained frees the person to make choices about what happens in the future. This may involve quite brief therapy for specific difficulties, but where problems are long standing, treatment may mean attending regular sessions over many months. 

Interrater reliability

The property of producing equivalent results when used by different raters on different occasions
Psychological interventions

In this context this term is used as a blanket term encompassing all those interventions that might be termed ‘talking therapies’ but not including counselling. In this context it includes cognitive behaviour therapy, psychoanalytic therapies, psychodynamic psychotherapy, dialectical behavioural therapy. With regard to the evidence base the term psychological intervention often includes psychosocial interventions as many studies group these together.

Psychosocial interventions

Psychosocial interventions emphasise understanding the relationships between an individuals psychological processes and their functioning in the broadest sense in the wider world. This understanding is then used to influence positive and desirable changes in both domains. For example, a person may have difficulties and distress in relation to food – preparation, eating etc. that reflect their self-image. Psychosocial interventions would focus on understanding theses issues and placing them in a real world context – how can cooking and nutritional needs be met? How can the individual find a way of coping with the distress evoked around these. Can more useable, less dangerous means of expression and ‘working with’ be found? What factors (e.g. company, expectation, skills training) can be used to affect the experience? How can they experiment with their assumptions  - how can these be tested in the real world? Formal psychotherapy can be used to understand the psychological, emotional significance of these. Psychosocial interventions can be used to help the individual to approach the task in a psychologically intelligent manner.

Psychotherapy

This is a blanket term used to encompass all those interventions that involve  ‘talking treatments’. There are many different types of including psychodynamic psychotherapy, behavioural psychotherapy, cognitive therapy and family and marital therapy.
Schizotypal personality disorder

The DSM IV classification defines people with this type of personality disorder as being characterised by exhibiting a pervasive pattern of indifference to social relationships. They have little enjoyment of or desire for such relationships and tend to be loners have no (or only one) close friends. They appear cold, aloof and show only a restricted range of affects. 

SSRIs

Selective serotonin reuptake inhibitors are one of the most commonly prescribed antidepressants. They can increase the amount of serotonin in the brain. Serotonin is active in those parts of the brain that control mood and thinking. Levels of serotonin have been shown to be lower in the brains of those suffering from depression

Therapeutic community

Therapeutic communities have been described as complex psychosocial interventions. They offer a communal, often residential, setting within which individuals can explore their emotional, behavioural and psychological responses in a challenging social context made up of their peers.  They are founded on the principles of democratisation, permissiveness, communalism and reality confrontation. Residents are expected to accept the authority of the community. Authority is exercised through democratic voting. The community provides a tolerant setting and its residents are able to express and work through their own difficulties and those of other community members. Therapeutic communities need to be able to empower residents, to enable them to participate fully, to give them a sense of belonging (attachment), a feeling of safety (containment), and provide an open environment within which can express themselves.

Therapeutic milieu

The therapeutic environment
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