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Summary Introduction

Methodology The prevalence of personality disorders in the general population has been
evaluated by two large-scale studies on two continents using two different

Results measurement tools based on two versions of the Diagnostic and Statistical
Manual of Mental Disorders (DSM). The NESARC (National Epidemiologic

Discussion Survey on Alcohol and Related Conditions) conducted in the United States
on 43,093 subjects indicates a prevalence of 14.8% based on the DSM-IV

Conclusion

(Grant et al., 2004) and the Torgersen study conducted in a European
capital (Oslo) on 2,053 subjects reveals a prevalence of 13.4% based on the
DSM-IIl (Torgersen et al., 2001). Group B personality disorders (narcissistic,
borderline, antisocial, histrionic) represent a significant proportion of the
disorders recorded, particularly in terms of prevalence, health care system
utilization and clinical impact (e.g.: suicide). While the results of these two
studies are similar in terms of overall prevalence, the numbers vary widely
for each of the group B disorders. Thus, the prevalence of narcissistic
personality disorder varies between 0.8% and 6.2%, that of borderline
personality disorder varies between 0.7% and 5.9%, that of antisocial
personality disorder ranges from 0.7% to 3.6% and that of histrionic
personality disorder is about 2% for both studies (Grant et al., 2008; Grant
et al., 2004; Stinsons et al., 2008; Torgersen et al., 2001). The prevalence of
personality disorders appears to be the same for both men and women, but
their service utilization can vary.

If we consider just borderline personality disorder, absence from work and
care represent a cost to society estimated at between $25,000 (van Asselt
et al., 2007) and $50,000 (Grant et al., 2008) per year and per patient (or
17,000 to 34,000 €). In medico-economic terms, the high prevalence and
the average annual cost associated with this condition underscore its major
impact on our health care system.

Québec
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Administrative databases make it possible to monitor
prevalence in populations that have accessed the health
care system and received a diagnosis. However, there
probably exists a gap between the actual prevalence and
the prevalence based on diagnoses recorded in
administrative databases. To our knowledge, only one
study compares the specificity and sensitivity of the
diagnoses of borderline personality disorder reported in
such databases with diagnoses based on a standardized
instrument (Comtois et al., 2014). It appears that, with
regard to administrative data, screening ability is low
(sensitivity was 15%) but diagnostic accuracy is
excellent (specificity was 97%). Thus, administrative
databases can be used to study personality disorders in
the general population, although overall prevalence is
underestimated as compared with data from
standardized instruments. These databases make it
possible to observe what is considered to be clinically
relevant by physicians evaluating patients in the health
care system.

Psychiatric mortality is another factor receiving
increasing attention. Several recent publications
(Nordentoft et al., 2013; Haye et al., 2013) maintain that
psychiatric mortality is especially high among patients
with a personality disorder. The years of life lost for these
patients, as compared to the general population, was
recently estimated to be as high as over 25 years
(Ajetunmobi et al., 2013). Moreover, a significant portion
(approximately 17%) of suicides appears to be
associated with a personality disorder (Arsenault-
Lapierre et al., 2004). However, suicides represent only a
portion of the excess mortality in this population, with
natural causes being cited particularly often (Ajetunmobi
et al., 2013; Nordentoft et al., 2013).

The use of medical services by this clientele is significant
in all areas (consultation and medication) (Horz et al.,
2010). Approximately 80% of these patients have been
hospitalized for psychiatric reasons. They often make
use of emergency services (Keuroghlian et al. 2013). This
use of health care services often involves both
psychiatric and physical aspects. The aim of this report
is to describe the use of administrative databases to
estimate the prevalence of diagnosed group B
personality disorders, along with service utilization and
mortality. This group will be compared to personality
disorders outside of group B and to serious or common
psychiatric conditions (schizophrenia, anxio-depressive

disorders) concerning which the INSPQ has already
published (Lesage et al., 2012).

Methodology

Data sources

The results published in this report were produced using
data from linked administrative databases of the Régie
de I’'assurance maladie du Québec (RAMQ) and the
ministére de la Santé et des Services sociaux du Québec
(MSSS), which together form the Québec Integrated
Chronic Disease Surveillance System (QICDSS). These
databases consist of the health insurance registry, the
physician claims database, the hospitalization database,
and the vital statistics death database. The health
registry provides information on demographic data as
well as on periods of health insurance eligibility. The
physician claims database compiles all medical acts
billed to the RAMQ, while the hospitalization database
identifies the primary and secondary diagnoses
associated with each hospital admission. The codes of
the 9th revision of the International Classification of
Diseases (ICD-9) were used to code diagnoses in the
physicians claims database for the entire observation
period, as well as in the hospitalization database up until
March 31, 2006; since April 1, 2006, the codes of the
10t revision (ICD-10) have been used in the
hospitalization database. Causes of death for the
mortality analyses were extracted from the death
database.



Surveillance of Personality Disorders in Québec:

Prevalence, Mortality and Service Utilization Profile

Identification of cases and measurement of
prevalence and incidence

To be considered to be suffering from a personality
disorder (group B or non-group B), an individual must
have received, during a given year (April 1to March 31), a
diagnosis of a personality disorder recorded in the
physicians claims database or a primary diagnosis of a
personality disorder recorded in the hospitalization
database. For the cumulative prevalence, diagnoses
were included regardless of when they were

pronounced. The diagnostic codes associated with
personality disorders are as follows:

a) group B personality disorders (ICD-9 codes: 301.1;
301.3; 301.5; 301.7; 301.8; 301.9);

b) personality disorders not in group B (non-group B)
(ICD-9 codes: 301.0; 301.2; 301.4; 301.6).

The case definition was established by a group of
psychiatrists and psychologists, working in Québec, with
expertise in the management of patients with a
personality disorder. All of the codes selected
correspond to clinical entities included in or closely
related to group B, as defined in the DSM 5. Group B
was chosen based on clinical relevance (frequency,
severity, health care use, validated treatments) as
determined by the expert group. Formally, unspecified
personality disorder (301.9) is not included in group B.
Nevertheless, the expert group chose to include it in
group B rather than in non-group B disorders, to reflect
common practice within the province, in which, cases of
borderline personality disorder are generally billed to the
RAMQ with a 301.9 diagnosis code. This choice could
indicate a decrease in the specificity of case definitions,
and a corresponding increase in sensitivity. The same
applies for avoidant personality disorder (301.82) which
is part of group C according to the DSM (non-group B in

this study), but is included in the largest category of
other personality disorders (301.8) which are part of
group B. Finally the expert group chose to include
dysthymic personalities (301.1) and epileptoid
personalities (301.3) in group B because of their clinical
description. The former includes cyclothymia (301.13)
and the latter has no equivalent in the DSM.

Annual prevalence was the indicator selected to evaluate
the magnitude of personality disorders in the population.
Therefore, an individual must meet the inclusion criteria
for a given year to be considered a prevalent case of
diagnosed mental disorder. The choice to represent
personality disorder prevalence using annual prevalence
differs from the choice made for other chronic diseases,
such as diabetes, for which prevalence is calculated
cumulatively over a number of years. Lifetime prevalence
thus includes recent cases and long-standing cases,
whereas annual prevalence includes only individuals
having met the case definition during a given year.
Annual prevalence better represents the burden on
health care services, but less aptly demonstrates the
chronic and more widespread nature of this mental
disorder. The same choice was made by the INSPQ in its
first report on mental disorders (Lesage et al., 2012), and
by the Public Health Agency of Canada in its first report
on the surveillance of mental disorders (Public Health
Agency of Canada, 2015). However, lifetime prevalence
has also been calculated and will be presented.

Table 1 describes the types of personality disorders
associated with the various ICD-9 codes, and their
correspondence to the American DSM 5 classification.
Figure 1 indicates the relative importance of each code,
including the one for unspecified personality disorders
(301.9). The evolution over time is characterized by
remarkable stability.
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Figure 1 Annual prevalence of diagnosed personality disorders for each ICD-9%, Québec, 2000-2001 to
2011-2012
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Table 1 Correspondence of codes to diagnoses for ICD-9, ICD-10 and DSM 5 for each group in this study
(group B and non-group B)
ICD-9 code ICD-9 personality ICD-10 | ICD-10 personality DSM personality disorders
disorders code disorders
301.1 Dysthymic (affective)? F34.0 Cyclothymia
F34.1 Dysthymia
F60.89 O_ther specific personality
disorders
301.3 Epileptoid (explosive) F60.3 Emotionally unstable Borderline
personality disorder
301.5 Histrionic F60.4 eidoile Histrionic
Group B F68.12 | Factitious disorder
301.7 Sociopathic or asocial F60.2 Antisocial Antisocial
801.8 |5gq g1 |Other personality disorders | ey g1 | Narcissistic Narcissistic
301.82 F60.6 Avoidant Avoidant®
301.83 Fe0.3 | cmotionally unstable Borderline
personality disorder
301.9 Unspecified F60.9 Unspecified Unspecified
301.0 Paranoid F60.0 Paranoid Paranoid
301.2 |301.20 |Schizoid F60.1 Schizoid Schizoid
Non- . . .
group B 301.22 | Schizotypal F21 Schizotypal Schizotypal
301.4 Obsessive-compulsive F60.5 Obsessive-compulsive Obsessive-compulsive
301.6 Asthenic F60.7 Dependent Dependent
a: diagnosis considered by experts to belong to group B, without correspondence in the DSM.
b: Group C diagnosis according to the DSM (i.e., non-group B in this report).
Periods covered and comparisons Lack of information in the administrative database
concerning services rendered outside Québec could limit
The estimates obtained are based on longitudinal follow- the accuracy of interregional comparisons. In reality, the
up. The period of analysis begins on April 1, 2000 and bordering regions of Ontario or New Brunswick (for
ends on March 31, 2012. example, the Outaouais, Gaspésie-iles-de-la-Madeleine
and Abitibi-Témiscamingue regions), where a portion of
Comparisons over time and between regions were the population receives medical care in the neighbouring
carried out using age-adjusted measurements. These province, may contribute to an underestimation of

measurements were obtained using the direct prevalence measurements.
standardization method applied to the age structure of
the Québec population in 2001.
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Calculation of mortality

Abridged mortality tables based on the Chiang method
were used to calculate the life expectancies of persons
with mental disorders by five-year age groups; that is, 1-
4 years, 5-9 years, and so on up until 85 years and over
(Chiang, 1984). The life expectancy calculations were
based on mortality data recorded between April 2001
and March 2011. The analysis of causes of death takes
into account deaths occurring during a given year of
persons meeting the case definition during the same
year.

Overall excess mortality and excess mortality stratified
by main cause of death for persons with personality
disorders were calculated using age-adjusted mortality
rate ratios and are presented according to the status of
the person, either suffering or not suffering from a
personality disorder.

Definition of services

Service utilization profiles were structured according to
the place where services were rendered and the
specialty of the physician involved: family physician

(general practitioner), psychiatrist, or other specialist.
Information regarding service sites was collected in the
physicians’ claims database, which classifies institutions.
Consequently, private physicians’ offices have been
distinguished from public institutions and, within
hospitals, outpatient, emergency and psychiatric
consultations have been differentiated. Information on
the vocation of a hospital in which an individual stayed
derives from the hospitalization database.

Results

Prevalences of personality disorders

In 2011-2012, the diagnosed annual prevalence (number
of cases in one year) was about 3.6 per thousand
inhabitants. The level of prevalence varies according to
age and sex. The annual prevalence is 3.0 and 4.3 per
thousand inhabitants among men and women,
respectively. Additionally, in 2011-2012, the age groups
with the highest annual prevalence were those of

18-24 years and 25-39 years. Among women, the
18-24 years age group prevalence rate experienced
significant growth, increasing from almost 4/1000 in
2000-2001 to more than 6/1000 in 2011-2012.

Figure 2 Annual prevalence of group B personality disorders by age and sex, Québec, 2000-2001 and
2011-2012
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Figure 3 Lifetime prevalence of personality disorders in men (total, group B and non-group B) by year,
Québec, 2000-2001 to 2011-2012
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Figure 4 Lifetime prevalence of diagnosed personality disorders in women (total, group B and non-group B)
by year, Québec, 2000-2001 to 2011-2012
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Figures 3 and 4 report cumulative cases for the period
under observation (lifetime prevalence). Lifetime
prevalence appears to be increasing over time, with new
cases being treated consistently each year. A plateau in
prevalence has not yet been reached. It is worth

Table 2
health region, Québec, 2011-2012

Lifetime prevalence

observing that the group B phenomenon dominates the
full set of personality disorders, since removing the non-
group B makes almost no difference to the total, and this
is the case for men and for women.

Number and prevalence, adjusted annually and for lifetime, of group B personality disorders, by

Annual prevalence

Number Pr(?;’%'ggfe 95% Cl Number Pr(?;’i)'gg;’e 95% Cl
Bas-Saint-Laurent 6.005 30.0 29.2-30.8 825 4.4 4.1-4.7
Saguenay—Lac-St-Jean 7.230 26.6 25.9-27.2 1.105 4.2 3.9-4.4
Capitale-Nationale 22.280 314 31.0-31.8 3.060 4.4 4.3-4.6
Mauricie et Centre-du-Québec 14.200 29.0 28.5-29.5 2.120 4.5 4.3-4.7
Estrie 12.330 40.2 39.4-40.9 1.415 4.8 4.5-5.0
Montréal 46.125 24.5 24.3-24.7 6.135 3.3 3.2-34
Abitibi-Témiscamingue 3.225 22.5 21.7-23.3 360 2.6 2.3-2.9
Cobte-Nord 2.455 26.2 25.2-27.3 375 41 3.7-4.5
Gaspésie—Iles-de-la-Madeleine 2.440 26.2 25.1-27.3 350 4.0 3.6-4.4
Chaudiére-Appalaches 11.070 27.2 26.7-27.7 1.195 3.0 2.8-3.2
Laval 9.325 234 22.9-23.9 1.355 3.5 3.3-3.6
Lanaudiere 10.550 22.0 21.5-22.4 1.805 3.8 3.6-4.0
Laurentides 13.865 25.6 25.2-26.0 2.145 4.0 3.9-4.2
Montérégie 37.750 26.1 25.9-26.4 5.350 3.8 3.7-3.9
Québec 207.369 26.0 25.9-26.1 28.621 3.6 3.6-3.7

Table 2 presents the number of persons diagnosed with
a group B personality disorder as well as the lifetime and
annually adjusted prevalence by health region for
2011-2012. Confidence intervals of 95% enhance the
reliability of interpretations of regional variations.

Life expectancy at 20 years by sex is shown in Table 3.
Compared to the general population, the life expectancy
of persons treated with a group B personality disorder is
reduced by 13 years for men and 9 years for women.

This result is similar to that observed for patients with
schizophrenic disorders. Figure 5 compares the causes
of death for persons with and without group B
personality disorders. For those without a personality
disorder, cancer (33%) and circulatory diseases (28%)
are the two main causes. For the patient population with
a group B personality disorder, suicide is the leading
cause of death with more than 20%, followed by the
same two causes as for persons without a personality
disorder (cancer (19%) and circulatory diseases (19 %)).
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Mortality
Table 3 Life expectancy at age 20, by mental disorders and by sex based on mortality rates from
2001-2002 to 2011-2012
Life expectancy at age 20 (in years)
Men Women
Québec (general population) 59 64
Mental disorders 51 59
Anxio-depressive disorders 55 65
Schizophrenic disorders 48 54

Group B personality disorders 46 55
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Figure 5 Proportion (%) of causes of death for persons suffering or not suffering from a group B personality
disorder, Québec, 2000-2009
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Figure 6 Rate ratio (suffering from group B personality disorder: not suffering) for causes of death by sex,
Québec, 2000-2009
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In Figure 6, the rate ratio indicates the mortality rate for suffering from group B personality disorders. Note that
each category of cause of death for persons suffering there is no diagnostic category for which this ratio is less
from group B personality disorders divided by that of than 1. In other words, for each category of death
persons not suffering from these disorders. A ratio of 1 (natural or unnatural, such as suicide), the mortality rate
means that mortality rates are comparable in the two is abnormally high (excess mortality) for the patient
groups (suffering vs. not suffering). A ratio greater than 1 population suffering from a group B personality disorder

means that the mortality rate is higher for persons as compared to those not suffering.
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Figure 7 Service utilization profile for persons suffering from a group B personality disorders,
anxio-depressive disorders and schizophrenia, Québec 2011-2012
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Figure 8 Hierarchical service utilization profile for persons suffering from a group B personality disorders,

anxio-depressive disorders and schizophrenia, Québec 2011 - 2012
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To establish and compare mental health services
utilization profiles, different situations were examined for
all persons diagnosed with group B personality
disorders, anxio-depressive disorders and schizophrenic
disorders. Comparison populations allow for
identification of the particularities associated with the
service utilization of each psychiatric population.

Specifically, the situations examined (Figure 7) were
where the patient:

= was seen by a family physician in his or her office;

= was seen by a psychiatrist as an outpatient;

= was seen in emergency department;

= was hospitalized;

= was seen by a medical specialist, other than a family

physician or a psychiatrist.

The hierarchical mental health services utilization profile
(Figure 8) allows for identification of the most significant
service (in terms of cost and intensity) received by a
patient in a given year. Thus, the roles of different mental
health professionals or services (first line family
physicians, psychiatrists, emergency and secondary
hospitalization) are ordered hierarchically as follows:

I. Hospitalization;

II. Emergency department;

lll. Psychiatrist, seen as an outpatient;
IV. Family physician, seen in office;

V. Other medical specialist.

For example, a person who was hospitalized during the
previous year is included only in the “hospitalization”
category, even if he or she was seen an emergency
department or in a family physician’s office.

As is the case for persons having been diagnosed with
schizophrenia, those with a group B personality disorder
have a heavy service utilization profile. In fact, nearly
50% of them had either been hospitalized or had visited
the emergency department during the year of their
diagnosis, and if outpatient visits to a psychiatrist are
included, the proportion of those having made use of a
specialized service climbs to 70% (Figure 8). In
comparison, almost 80% of people suffering from
schizophrenia and almost 30% of those with an anxio-
depressive disorder used specialized services. It can
also be observed that persons diagnosed with group B
personality disorders are heavy users of emergency
services (44%) exceeding even persons suffering from
schizophrenia (37 %).

Figure 9 shows the hierarchical mental health services
utilization profile of persons with group B personality
disorders by health region for the year 2011-2012. Note
that this profile differs little from one region to another.
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Figure 9

Hierarchical mental health services utilization profile for persons with group B personality

disorders by health region, Québec, 2011-2012
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Discussion

Group B personality disorders - a high
prevalence

The lifetime prevalence of diagnosed cases based on the
health administrative databases seems significantly
lower than that found by large-scale studies of the
general population. While the prevalence based on our
data approaches 2.5% for men and 3% for women, the
expected prevalence for the full set of personality
disorders is close to 14% (Grant et al., 2004; Torgersen
et al., 2001). The prevalences expected in the clinical
population (psychiatry), would also be higher, especially
those expected for the full set of personality disorders
(40%) (Newton-Howes et al., 2010), for group B
personality disorders (13%) and for unspecified
personality disorders (14%) (Zimmerman et al., 2005).
The studies referred to were carried out on the general
population, on samples ranging from a few hundred
cases to several tens of thousands, using different
instruments and different nosographic classifications.

The diversity of the methodologies used contributes to
the heterogeneity of their results.

These differences can be explained by several non-
exclusive causes. With respect to methodology, the
relatively short period of time covered in the database (a
little more than a decade) raises the possibility that the
entire phenomenon was not captured. A plateau does
not seem to have been reached for lifetime prevalences.
Other authors have also emphasized the quality of the
studies (in particular the NESARC) used for comparison,
which could be said to overestimate the phenomenon
(Paris, 2010).

Moreover, health administrative databases reflect under-
detection, when compared with standardized evaluations
of the population. Based on a study by Comtois
(Comtois et al., 2014), projections would indicate that the
algorithm used in this report captures 2 cases of group B
personality disorder for every 10 that are actually present
in the population. This order of magnitude, in fact,
corresponds to the difference between the prevalence
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observed in this report and that found by Grant’s study
of the general population (Grant et al., 2004).

The particularity of a health administrative database is
that it only captures diagnoses given three conditions:

1) that the user has had contact with the health care
system, 2) that the disorder is detected and a diagnosis
given, and 3) that the diagnosis of a personality disorder
is considered to be the dominant clinical diagnosis.
However, clinical co-morbidities are very high in this
population and may be seen and reported as the
dominant clinical manifestation when a diagnosis is
coded. For example, a client with a substance abuse and
a personality disorder may be coded only for substance
abuse, and thus the condition defined as a personality
disorder would not be recorded. This means that the
users captured by our method are those whose
diagnosis of a personality disorder was considered
primary. As compared with the annual prevalence, the
cumulative prevalence partially corrects for under-
reporting by reporting all cases, regardless of the time of
diagnosis. Pragmatically, the cases included under
annual prevalence probably represent the cases of
personality disorder considered to be the most severe by
physicians, from among all cases.

Apart from issues relating to sufferers’ access to care
and to physicians’ assessment of the relevance of a
diagnosis, other phenomena help explain the difference
between the observed prevalence and the prevalence
reported in studies of the general population: inadequate
training, stigma associated with the diagnosis, strictly
psychological therapeutic approaches that do not
involve medical intervention or a view of the problem as
hopeless, and thus not requiring diagnosis. The impact
of these factors is not measurable in our data.

The difference observed between group B and non-
group B disorders, in terms of prevalence, can be
explained by the greater service utilization of persons in
group B (externalizing behaviours), rather than by a real
difference in prevalence.

Excess mortality among persons with
group B personality disorders - re-
evaluating the notion of severity

The severity of a medical condition is judged, in
particular, by its impact on mortality. The loss of
between 9 and 13 years of life, depending on sex,
compared to the general population, gives a measure of
the impact of this condition. According to this criterion,
group B personality disorders represent a condition as
severe as schizophrenia and probably more severe than
diabetes (reduced life expectancy at birth of 10 to 11
years; Public Health Agency of Canada, 2011).

Calculation of life expectancy is based on a cross-
sectional method. Life expectancy at age 20 is therefore
that which would be expected if individuals of age 20
were subject throughout their lives to levels observed in
the current mortality table. In order to obtain more robust
estimates, life expectancy calculations were based on
mortality data observed over a 10-year period, from 2001
to 2010 inclusively. For each age stratum, active treated
cases are defined as those of individuals having been
diagnosed with a personality disorder during a given
year. Use of a cross-sectional method calls for caution in
the interpretation of the measured life expectancy at age
20 of persons with identified personality disorders. In
fact, this measurement represents the average number
of life years remaining beyond age 20 for individuals
subject to the mortality conditions of cases treated and
active during the period under study.

The results from these Québec data appear to be lower
than those of the data emerging in the international
literature, which place the years of life lost at a range
between 13 and 25 on average (Ajetunmobi et al. 2013;
Nordentoft et al., 2013). However, these results are
based on patients admitted to psychiatric care and not
on those contacting the full range of health care services,
as with the Québec results. Additionally, the excess
mortality of men with a personality disorder has been
reported to be greater than that of women with the same
mental disorder (Hoye et al., 2013).

The effect of gender was especially observable in
relation to two causes, namely suicide (predominantly
women) and organic brain syndromes (predominantly
men). It is possible that men with group B personality
disorders who develop dementia are more frequently
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directed toward the health care system, their
environment being less able to support them with this
added co-morbidity. It is also likely that the personality
changes accompanying the onset of dementia lead to
the diagnosis of a personality disorder for men. This may
be a consequence of addictive behaviours or of an
increased risk of injury. Men with group B personality
disorders are, in fact, more likely to engage in thrill-
seeking behaviour than women.

The mortality rates for various causes of death are
significantly higher among patients with a group B
personality disorder, compared to the rest of the
population. The risk of suicide is generally the focus of
special attention, with good cause. It accounts for a
major portion of mortality in this population.
Nevertheless, the significance of causes of death
associated with a physical medical cause must be
mentioned. Thus, an approach centered on suicide
prevention is required to combat the excess mortality
related to this illness, but management including, as with
schizophrenia, attention to living habits and physical co-
morbidities would improve life expectancy (Lesage et al.,
2015).

With regard to suicide, the significant difference in the
suicide rate ratio of the two sexes should also be
stressed. It may be surprising to see that the suicide rate
ratio is higher for women than for men, given that
surveillance data indicates that, in Québec, four times as
many men commit suicide as women (Gagné & St-
Laurent, 2010). It must be understood that the rate ratios
presented here are calculated for each sex, and
represent the increased risk of death as compared to
women and men with no diagnosed mental disorder.

The medical services utilization profile of
persons with group B personality disorders
- an initial observation

During a given year, visits to a family physician remain
the main service used by persons suffering from a group
B personality disorders. First line medical services thus
seem to respond to 80% of the service needs of those
with a personality disorder who use the system. In this
respect, their profile is similar to that of those with anxio-
depressive disorders (Lesage et al., 2012). However,
when we consider the use of other, more intensive or
more specialized services (psychiatry, hospitalization and

emergency), their profile is comparable to that of patients
with schizophrenic disorders. Thus, this group of
patients appears to have a service utilization profile
similar to that of those with other disorders. Specifically,
they demonstrate a strong propensity to use primary
care services, like those with anxio-depressive disorders,
but also a strong movement toward specialist services,
like those with schizophrenia. It can be observed,
moreover, that they are among the heaviest users of
emergency services.

These profiles are congruent with observed data
reported in the literature which indicates heavy use of
hospitalization and emergency services (Zanarini et al.,
2004). They also underline the gap between actual
practices and international recommendations, which
promote ambulatory management as opposed to
hospital programs. This inadequacy can be explained by
the scarcity of care programs devoted to this clientele.
Best practices indicate that the effective treatment of
borderline personality disorder requires the use of
specialized and specific programs. In their absence,
patients turn instead to other programs or to general
psychiatric care which tends to result in heavy and
inadequate use of services (Fallon, 2003).

Thus, there is reason to believe that although the system
responds adequately through the distribution of primary
care and specialist services, the small number of
specialized programs offered increases inadequate
utilization of specialist resources. However, it should be
noted that our study does not capture differences in the
organizational structure of each sector (in some regions,
the primary care services manage care for individuals
with a personality disorder, whereas in others, this is
done by the specialist and sometimes the specific
programs). This point to a potential avenue for improving
the organization of health care in this area. This would be
in addition to raising awareness of personality disorders
among professionals and in the general population.

Aims could include providing evaluated services as
required, favouring a proper match and collaboration
between the individual and the various service providers,
and developing an appropriate support plan that
promotes the recovery of these individuals while
preventing their regression (raising the individual’s
awareness of personality disorders to prompt
acknowledgement and motivation to seek treatment, and
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raising awareness among health and social services
professionals concerning the importance of proper
service alignment and of the essential therapeutic
framework).

Conclusion

Group B personality disorders represent a common
psychiatric condition. Their mortality rate classifies them
among chronic disorders, both psychiatric and physical,
with very high case fatality (Lesage et al., 2012; Lesage
et al., 2015). Moreover, and notably, the excess mortality
associated with this psychopathology does not take into
account the psychological suffering experienced by the
persons afflicted, or their relatives, or the impact
experienced on the level of psychosocial functioning.
The severity of this psychiatric condition quite evidently
influences the service utilization profile of those who
suffer from it, and this profile closely resembles that of
persons with schizophrenic disorders. Given the context
of the seriousness of this condition, the service utilization
profiles reveal a lack of alignment with international
recommendations, calling into question not the amount
of resources devoted to such disorders, but rather the
failure to channel those resources into specialized
programs. It remains to be demonstrated that such
specialized programming can significantly improve the
symptoms, quality of life and life expectancy of persons
with group B personality disorders.
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