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Summary

The World Health Organization’s estimations indicate that about 50% of patients in well 
developed countries may not adhere to long-term therapies. In the field of psychiatry, drop-outs 
from psychiatric treatment are particularly important. Personality disorders are a significant 
part of this sphere.

Aim. The aim of this research was to empirically verify the hypothesis regarding the rela-
tion between comorbid personality disorders and drop-outs from treatment among patients

of psychiatric wards.
Method. This study was a prospective cohort study. 110 patients, hospitalized in 3 differ-

ent psychiatric wards, were included. Personality disorders were assessed with the Structured 
Clinical Interview For DSM-IV Personality Disorders (SCID-II). The research was financed 
by the Polish National Science Center (DEC-2011/01/N/NZ5/05364).

Results. The response rate was 89.1%. 72.56% of patients suffered from personality dis-
orders (SCID-II) (among them the most prevalent were: personality disorder – not otherwise 
specified – 40.7% and borderline personality disorder – 12.38%; 22.95% of patients dropped 
out from treatment). However, occurrence of personality disorders was not relevant for those 
drop-outs. On the other hand, relationships at the level of certain criteria of borderline per-
sonality disorders and passive-aggressive personality have been revealed. These relationships 
became stronger when considered from the perspective of differences in the organization of 
treatment at individual wards.

Conclusions. Some personality disorders may play an important role in drop-outs from 
psychiatric treatment. Presented results require further research.
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The word psychopathy (here: personality disorders) stands for psychic 
pain. (…) psychopath is a man, who suffers and (or) who makes 
others suffering; his psychopathic “spine” is directed at the same time 
inwards and outwards.

A. Kępiński, Psychopatie [1]

Introduction

Drop-outs from treatment and personality disorders

The World Health Organization’s estimations indicate that, about 50% of patients 
may not adhere to long-term therapies in well-developed countries [2]. That concerns 
not only psychiatry, but once the problem is more highlighted on its field, it may pro-
vide new procedures for treatments in other branches of medicine.

Drop-outs from psychiatric treatment are increasingly becoming a problem. Dif-
ferences in functioning between medical procedures may be multifactorial – groups 
of patients which do not adhere to treatment are not homogenic, neither clinically, 
nor in the perspective of personality or demography (psychosocial factors, as being 
under a lot of stress, are also important) [3–4]. Relationship between non-psychotic 
diagnoses like depression [5] or bipolar disorder [6] and personality disorders is being 
underlined (for personality disorders – see [7]). Growing number of published results 
support high prevalence and also relation between personality disorders and function-
ing in treatment procedures [8–12]. Personality disorders may be one of the factors 
predisposing to more intense use of psychiatric care [8, 9, 11, 13–16]. Yet, the question 
arises if this phenomenon is a result of occurrence of personality disorders themselves 
or is it more embedded in their multiplicity or severity? Personality disorders distort 
satisfying functioning in a close long-term relationship, that would involve deeper 
personality structures [17]. Attitude to one’s health, therapy, medications, doctor are 
examples of those.

Issue of types of personality disorders and organization of treatment

Tyrer [18] distinguished “treatment-seeking” and “treatment-rejecting” personality 
disorders. That would be respectively: group C (avoidant, dependent and obsessive-
compulsive personality disorder) and A (paranoid, schizoid and schizotypal), as organ-
ized in DSM-IV. Vuorilehto [16] pointed out, that the characteristics of patients in the 
face of personality disorders can differ between different psychiatric settings. Forms of 
treatment, most efficient in case of specific personality disorders and patient’s needs, 
are studied [19, 20].

Currently published results are not sufficient to create useful procedures for clini-
cal practitioners.
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Aim of the study

The aim of the presented research is to empirically verify the hypothesis regarding 
the relation between comorbid personality disorders and drop-outs from treatment, 
among patients in psychiatric hospitalizations. Kępinski’s psychopathic “spine” can 
cause suffering of patients and their relatives, undermining the possibility of benefiting 
from treatment, although its intensive use.

Method

The presented study has epidemiological and organizational character; it is 
a prospective cohort research. Three units of the Department of Psychiatry, Wroclaw 
Medical University were included in the study: General Psychiatric Inpatient Unit, 
General Psychiatric Day-care Unit and Day-care Unit for Neurosis Treatment (with 
psychodynamic group psychotherapy). All units are co-educational. First two have 
diagnostic and therapeutic character. The inpatient unit runs diagnostics and mental 
disorders treatment, often in the case of therapeutic difficulties or drug resistance oc-
curring in the past. Most important here is biological treatment with psychoeducation 
for patients and their families, sociotherapy, elements of art therapy or psychotherapy. 
General psychiatric day-care unit concentrates on diagnostics (psychiatric and general-
medicine), pharmacotherapy and rehabilitation (individual and group psycho- and 
sociotherapy). Unit for neurosis treatment performs intensive 3-moths psychodynamic 
group psychotherapy not only for patients with anxiety disorders but also with per-
sonality disorders or psychogenic depression. This research is based on therapeutic 
programs which are used in the aforementioned institutions. This affects the possibility 
of generalization of the presented results (see [21]). At the same time, according to 
the author’s knowledge, this study is the first of its kind in Poland, and its goal is to 
provide initial results and plan further research. The multiplicity of personality aspects 
(as independent variable) was taken into account: groups of personality disorders (ac-
cording to DSM-IV [22]), categories, specific criteria and dimensions [23].

This study was financed by the Polish National Science Center (DEC-2011/01/N/
NZ5/05364) and approved by the Bioethics Committee at the Wroclaw Medical Uni-
versity.

Study sample

110 patients were invited to take part in this study. They were hospitalized 124 
times in 3  aforementioned psychiatric units (inpatient unit: n = 42, day-care unit: 
n = 37 and unit for neurosis treatment: n = 45). Data was collected by one researcher 
(psychologist and psychotherapist), professionally trained in using SCID-II [24]. This 
is a result of a compromise between the possibility of this study and a plan to fulfill 
international standards of appropriate training [24].

Participants were invited into the study after (consecutive) admissions to units. 
Among inclusion criteria were: age (18–65) and signed informed consent. Exclusion 
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criteria were as follows: refusal to participate in the research, lack of possibilities of 
informed consent (as the result of mental state), organic states or active psychosis.

Tools

Subsequent rigorous measures were used (in order of administration):
• Brief Psychiatric Rating Scale (BPRS) [25] allowed an initial psychopathological 

assessment of patients in the context of inclusion and exclusion criteria (24-item 
version [26]).

• Self-prepared interview concerning sociodemographic variables, based on the 
Composite International Diagnostic Interview (CIDI [27]).

• The Structured Clinical Interview For DSM-IV Personality Disorders (SCID-II, 
Polish version [23]) was used to assess groups, categories, dimensions and specific 
criteria for personality disorders. The tool is based on DSM-IV due to a lack of 
Polish structured interviews concerning personality disorders prepared for ICD. 
Since SCID-II requires collecting data from all possible sources [23], questions 
about observed personality pathology were also addressed to doctors working with 
patients (patients were informed in detail about these procedures).

• Self-prepared interview concerning treatment discontinuation based on CIDI. 
At the end of hospitalization both, patients and psychiatrists, were interviewed 
regardless of early termination or complement of hospitalization (if it was unable 
to obtain data from the patient, the interview was carried out only with doctors).

The presented research defines a drop-out from treatment as giving up therapy 
before the term, contrary to or without consulting it with the medical personnel. The 
definition used in this study did not encompass circumstances independent from therapy 
(e.g., giving up therapy as a consequence of an intervention of the patient’s relatives in 
a situation when such patient is completely dependent from them; death of a patient).

Statistical analysis

Descriptive statistics (mean values, standard deviations and 95% confidence in-
terval) were prepared for quantitative characters. Frequency analysis was performed 
using the χ2 test. T-test for independent samples or Mann-Whitney U test were used to 
compare two mean values. Comparisons of mean values between the three units were 
performed using the analysis of variance and the LSD test (Least Significant Differ-
ence). The relations between quantitative attributes were studied using the Pearson’s 
linear correlation coefficient. Their statistical significance was evaluated by means of 
the t-test. All hypotheses were verified at the level of alpha = 0.05. For more clarity, 
following categories of significance were established (the more stars, the more sig-
nificance): *: p = 0.05–0.01; **: p = 0.01–0.001; ***: p < 0.001. Sample size did not 
allow for multivariate analyses.
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Results

Study sample

Response rate in the whole research was 89.1%.
72.56% of the study sample were women (what would be associated with sampling), 

30.97% of participants were married, 37.16% had higher education, 39.09% were 
financially dependent on others (see [28 and 29]. The abovementioned characteristics 
did not differentiate patients who either suffered or did not suffer from personality dis-
orders. Because of small sizes of each group of patients analyses regarding categories 
of personality disorders were not possible at this point.

The strong relation of personality disorders and lack of employment should be 
underlined at this point (42.68% of patients with personality disorders, 16.13% of other 
patients, p = 0.004**). Similar results were published by other authors, especially in 
the case of borderline personality disorder [30]. Lower levels of employment were 
observed not only among psychiatric patients, but also among students suffering from 
personality pathology; some of those were participants of prospective studies who were 
observed for even 27 years. Only half of those people were employed, and among 
others – only half were satisfied with their current employment.

Among the subject groups, the most prevalent diagnosis were personality disorders, 
most frequently (p = 0.000***) observed among patients of neurosis treatment unit 
(Tab. 1). Next: anxiety disorders and affective disorders (most frequently observed 
among patients of stationary unit; respectively: p = 0.018*, p = 0.003**).

Personality disorders

According to SCID-II, 72.56% of the study participants suffered from personality 
disorders. These results are comparable international reports, however, this value is 
much higher than suggested by few Polish studies. The most prevalent were: unspecified 
(40.7%), borderline (12.38%), narcissistic (4.42%), histrionic, passive-aggressive (both 
3.53%), schizoid and dependent (2.56%) personality disorders. No case of schizotypal 
and antisocial personality disorder was reported. No differences concerning categories 
and groups of personality disorders were observed between units. 40% of patients 
diagnosed with mood disorder (by psychiatrists – at the end of hospitalization), also 
suffered from personality disorder (according to SCID-II). That concerned 60.63% of 
patients with anxiety disorders.

Drop-outs from treatment

22.95% of patients dropped out from treatment. This figure includes: 9.83% of 
patients discharged due to braking the unit’s regulations and 13.11% of patients who 
resigned from therapy. These patients spent, on average, 56.91 (±28.76) days in psy-
chiatric units (3-months treatment program at the Unit for Neurosis Treatment must 
be noted).
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In our research the occurrence of personality disorders was not important for 
drop-outs from treatment. Again – due to the size of the sample specific categories of 
personality disorders were not analyzed at this point. However, some of the specific 
personality disorders criteria were important at this point:

Table 1. Relationship between criterion 6. of passive-aggressive personality disorder 
and drop-out from treatment

p = 0.005** “Voices exaggerated and persistent complaints of personal 
misfortune”

Treatment discontinuation NO YES
YES 16 8
% 17.02% 47.05%
NO 78 9
% 82.97% 52.94%
Total 94 17

Table 2. Relationship between criterion 3. of borderline personality disorder and drop-out 
from treatment

p = 0.026* “Identity diffusion”
Treatment discontinuation NO YES
YES 10 14
% 14.70% 32.55%
NO 58 29
% 85.29% 67.44%
Total 68 43

These personality aspects – identity diffusion and exaggerated and persistent 
complaints of personal misfortune – may be significant for identifying patients, which 
may not complete therapy.

Considering differences between settings in particular psychiatric units revealed 
stronger relationships.

Differences between psychiatric settings

Unit for Neurosis Treatment

Treatment at the Unit for Neurosis Treatment has not revealed any relations between 
personality aspects and drop-outs from treatment.
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General day-care unit

Drop-outs from treatment at the general day-care unit were significantly related 
to dimension of borderline and passive-aggressive personality (number of fulfilled 
criteria for the specific category of personality disorders [23]).

Table 3. Mean values (and standard deviations) for dimensions of borderline and passive-
aggressive personality and drop-outs from treatment – general day-care unit

Personality disorder
Borderline: p = 0.013* Passive-aggressive: p = 0.029*

Treatment discontinuation Mean n Mean n
YES 2.5±2.61 12 1.58±1.56 12
NO 0.7±1.26 20 0.65±0.74 20
Total 1.37±2.04 32 1±1.19 32

Furthermore, the more sever was the borderline personality dimension, the less 
time patients spent at the unit (r = -0.42; p = 0.041*; n = 33). Likewise – patients who 
exhibited different forms of suicide tendencies (as a borderline personality criterion): 
were hospitalized on average for 31.5±24.07 days compared with 59.62±23.38 in the 
case of patients who did not meet this borderline criteria (p = 0.012*; n = 33).

General inpatient unit

The obsessive-compulsive dimension was correlated with the number of days spent 
in this unit: r = 0.51; p = 0.001**; n = 36. Similar correlation was also revealed for 
the criteria of overconscientiousness, scrupulousness (obsessive-compulsive person-
ality criteria): those patients were hospitalized on average for 74.42±47.03 days (in 
comparison with other patients who were hospitalized on average for 33.2±19.11 (p = 
0.000***, n = 36). Those results are coherent with previously published studies which 
indicated that dimensions of disordered personalities were correlated with the reduced 
time spent in psychiatric hospitalizations. This relation was independent from clinical 
diagnoses. The only exception was the obsessive-compulsive dimension, associated 
with longer hospitalizations [13]. That could result from compulsive scrupulousness 
of those patients.

Sociodemographic variables

For sociodemographic variables, parallel analyses were conducted. None of the 
relationships between demographic variables and drop-outs from treatment or the 
time of hospitalization were significant at ***: p < 0.001. No relations were found 
for psychiatric diagnosis at the end of hospitalizations and drop-outs from treatment.
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Discussion

Presented research points to higher occurrence rates of personality disorders in 
psychiatric units, than other Polish sources would suggest [31–33]. The most frequently 
diagnosed disorder was borderline personality disorder, regardless the psychiatric unit. 
This can reflect frequent redirecting of these patients to hospitals. The fact that the study 
lacks examples of schizotypal and antisocial personality disorder raises questions: is it 
because of real low prevalence, study design or rejecting treatment (what would agree 
with other author’s studies [18])? This issue may be ground for further analyses. High 
prevalence rate of unspecified personality disorders (40.7%) may reflect difficulties 
that clinicians face in everyday practice (related to diagnosis, but also to the issue that 
existing classifications tend to miss personality problems). At the same time it seems 
that there is a number of patients, who may not benefit from psychiatric hospitalizations. 
Additional description of observed personality pathology seems even more important. 
It should be emphasized, that it is possible, that high prevalence rates in current study 
result from specific tendency to diagnose personality disorders, especially borderline 
personality disorder, in the units included in the study. Though, it would have to be 
observed in all psychiatric units included in this research and additionally – in the case 
of the researcher administering SCID-II. The comparison of presented results with data 
from other psychiatric centers would be interesting in this perspective.

No differences in drop-outs from treatment were found between groups of patients 
with and without personality disorders (assessed using SCIDI-II). Presented results call 
for further research. On one hand, they may confirm clinical intuition. For example, 
maintaining that any category of personality disorders increase the risk for treatment 
drop-out can be reductive. At the same time – this result can be a statistical consequence 
of small sample size (type II error). This research is a one-institution study, what further 
limits the possibility for generalization of the presented data.

Relationship between personality disorders and drop-outs occurred when variety 
of personality disorders, personality aspects (dimensions, categories) and psychiatric 
settings were taken into account. Regardless of psychiatric unit single criteria of bor-
derline and passive-aggressive personality disorder (respectively: identity disturbance 
and exaggerated and persistent complaints of personal misfortune) were associated 
with higher risk for drop-out from therapy. This result is consistent with reports pub-
lished by other researchers: borderline and passive-aggressive personality disorders 
may increase the risk of drop-outs from psychiatric treatments – both in day-care and 
inpatient units [24, 35]. Studying of specific personality mechanisms may provide 
important information allowing for understanding of the therapeutic phenomenon. This 
issue needs further research. Primarily due to the limitations of present study described 
above. The obtained results suggest that psychodynamic group psychotherapy can be 
the most adequate treatment for patients with personality problems. Further studies 
are also required here, especially those taking into account the clinical picture of psy-
chopathology of patients qualified for therapy in this particular unit. Further research 
should also enable pointing to the character of additional therapeutic help for patients 
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who, due to personality problems, may not benefit from treatment procedures in the 
psychiatric units.

Before we have publish this report, the American Psychiatric Association prepared 
a new version of the classification – DSM-5 [35]. Although the present study is based 
on DSM-IV it does not seem to have lost any of its relevance (basic version of DSM-V 
maintains 10 categories of personality disorders presented in DSM-IV with possibility 
to add descriptions of observed personality traits).

Finally, there is a question: are personality aspects, that can be important for course 
of the treatment, easy to assess with existing personality measures? SCID-II can be 
a useful instrument, although it is time consuming and needs special training.

Limitations

This research, although high response rate, has a lot of limitations in generaliza-
tion of results. Small study sample (n =110) in the context of number of personality 
disorders categories. This may have a consequence in lack of relationship between the 
occurrence of personality disorders and drop-outs from treatment.

This was a one-institution study, conduct by one researcher.
Future studies should take into account the whole spectrum of the patient’s psycho-

pathology. Three units included in the study differ significantly in terms of treatment 
procedures; qualification of patents was not random.

Conclusions and implications

Personality pathology may be significant in the context of drop-outs from treat-
ment in psychiatric units. In particular borderline and passive-aggressive personality 
mechanisms should be taken into account. Further research should focus on identifying 
the nature of additional therapeutic support.

Patients with personality pathology seem to be treated differently, dependently 
on form of personality disorder. Schizotypal and antisocial patients may not benefit 
enough from psychiatric hospitalizations.

Personality disorders may be much more prevalent than psychiatric diagnoses 
suggest. It may reveal real diagnostic difficulties and should be taken carefully into 
account. In case of unspecified personality disorders, the description of the observed 
personality traits should be provided.
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