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Background: Recent research suggests veterans are more likely 
to experience personality disorders (PDs) relative to the general 
population. However, due to longstanding stigma surrounding 
these conditions, research into the clinical and psychosocial 
needs of veterans with PDs has been greatly limited.
Methods: Data from a sample of 104,198 veterans receiving 
community-based, state-funded mental health services in 2022 
was used for this study. The dataset included demographic, 
comorbid clinical needs, and psychosocial outcome patterns 
among veterans with and without documented PD diagnoses.
Results: Among veterans in this sample, 2% had a diagnosed 
PD, with diagnoses most common among veterans who 

were White (risk ratio [RR], 1.11), non-Hispanic (RR, 1.03), 
aged ≥ 45 years (RR, 1.16-1.40), underemployed (RR, 2.00), 
nontraditionally housed (RR, 1.42), and also diagnosed with 
trauma-related (RR, 1.33), bipolar (RR, 1.56), and/or psychotic 
(RR, 1.15) disorders. Veterans receiving treatment in a state 
psychiatric hospital (RR, 3.05), community mental health 
facility (RR, 1.06), or judicial system setting (RR, 6.33) were 
also more likely to have a diagnosed PD. 
Conclusions: This study of a national sample of veterans 
receiving community-based, state-funded mental health care 
attests to the necessity for transdiagnostic treatment planning 
and care coordination for veterans with PDs.
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Personality disorders (PDs) are endur-
ing patterns of internal experience 
and behavior that differ from cultural 

norms and expectations, are inflexible and 
pervasive, have their onset in adolescence 
or early adulthood, and lead to distress or 
impairment. Ten PDs are included in the Di-
agnostic and Statistical Manual of Mental 
Disorders (Fifth Edition): paranoid, schiz-
oid, schizotypal, borderline, antisocial, his-
trionic, narcissistic, avoidant, dependent, 
and obsessive-compulsive.1 These disor-
ders impose a high burden on patients, 
families, health care systems, and broader 
economic systems.2,3 Up to 1 in 7 per-
sons in the community and 50% of those 
receiving outpatient mental health treat-
ment experience a PD.4,5 These conditions 
are associated with an increased risk of 
adverse events, including suicide attempt 
and death by suicide, criminal-legal involve-
ment, homelessness, substance use, un-
deremployment, relational issues, and high 
utilization of psychiatric services.6-9 PDs are 
routinely underassessed, underdocumented, 
and undertreated in clinical settings, and 
consistently receive less research funding 
than other, less prevalent forms of psycho-
pathology.10-12 As a result, there is limited 
understanding of clinical needs of individu-
als experiencing PDs. 

MILITARY VETERANS WITH 
PERSONALITY DISORDERS
Underacknowledgment of PDs and their as-
sociated difficulties may be especially pro-
nounced in veteran populations. Due to 
longstanding etiological theories that impli-
cate childhood trauma and adolescent onset 
in pathology development, PDs are tradition-
ally considered pre-existing conditions or 
developmental abnormalities by the US Depart-
ment of Defense and US Department of Veter-
ans Affairs (VA). As a result, PDs are therefore 
deemed incompatible with military service and 
ineligible for service-connected disability ben-
efits.13-15 Such determinations allowed PD pa-
thology to be used as grounds for discharge 
for 26,000 service members from 2001 to 2007, 
or 2.6% of total enlisted discharges during that  
period.13,15,16

Despite this structural discrimination, recent 
research suggests veterans may be more likely 
to experience PD pathology than the general 
population.17 For example, a 2021 epidemio-
logical survey in a community-based veteran 
sample found elevated rates of borderline, anti-
social, and schizotypal PDs (6%-13%).6 In con-
trast, only 0.8% to 5.0% of veteran electronic 
health records (EHRs) have a documented PD 
diagnosis.8,18,19 Such elevations in PD pathology 
within veteran samples imply either a dispro-
portionately high prevalence among enlistees 
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(and therefore missed during recruitment proce-
dures) or onset following military service, pos-
sibly due to exposure to traumatic events and/
or occupational stress.17 Due to the relative in-
fancy of research in this area and a lack of lon-
gitudinal studies, etiology and course of illness 
for personality pathology in veterans remains 
largely unclear. 

Structural underacknowledgment of PDs 
among military personnel has contributed to 
their underrepresentation in research on veteran 
populations. PD-focused research with veter-

ans is rare, despite a rapid increase in broader 
empirical attention paid to these conditions in 
nonveteran samples.20 A recent meta-analysis 
of veterans with PDs identified 27 studies that 
included basic prevalence statistics. PDs were 
rarely a primary focus for these studies, and 
most were limited to veterans seen in Veterans 
Health Administration (VHA) settings.17 The lit-
erature also paints a bleak picture, suggesting 
veterans who experience PDs are at higher risk 
for suicide attempt and death by suicide, crimi-
nal-legal involvement, and homelessness. They 

TABLE 1.  Characteristics of Veterans in the MH-CLD (N = 104,198)a

Demographic
No personality disorder 

diagnosis, No. (%)a
Personality disorder 
diagnosis, No. (%)a χ2

P  
value

Risk 
ratio

Sex 
   Male 
   Female

 
64,427 (63.2) 
37,469 (36.8)

 
1425 (64.8) 
773 (35.2)

χ2(1) = 2.38 .12  
1.03 
0.96

Race 
   Whiteb 

   Black/African Americanb 

   American Indian/Alaska Native 
   Asian 
   Native Hawaiian/Pacific Islander 
   Other/≥ 2 racesb

 
69,905 (70.6) 
19,187 (19.4) 

1101 (1.1) 
705 (0.7) 
201 (0.2) 

7863 (7.9)

 
1676 (78.2) 
325 (15.2) 

28 (1.3) 
10 (0.5) 
5 (0.2) 

100 (4.7)

χ2(5) = 67.56 < .01  
1.11 
0.78 
1.18 
0.71 
1.00 
0.59

Ethnicity 
   Non-Hispanicb 
   Hispanic 
     Puerto Ricanb 
     Mexican 
     Other

 
86,735 (90.0) 

1859 (1.9) 
686 (0.7) 

7122 (7.4)

 
1824 (92.5) 

11 (0.6) 
13 (0.7) 
123 (6.2)

χ2(3) = 24.02 < .01  
1.03 

0.32 
1.00 
0.84

Age, y 
   18-20b 

   21-24b 

   25-29b 
   30-34b 
   35-39 
   40-44 
   45-49b 
   50-54b 
   55-59b 
   60-64b 

   ≥ 65b

 
4242 (4.2) 
6209 (6.1) 
9401 (9.2) 

11,717 (11.5) 
10,948 (10.7) 

9499 (9.3) 
7966 (7.8) 
9023 (8.8) 

10,139 (9.9) 
9086 (8.9) 

13,767 (13.5)

 
28 (1.3) 
90 (4.1) 
160 (7.3) 
174 (7.9) 
211 (9.6) 
195 (8.9) 
210 (9.5) 
234 (10.6) 
279 (12.7) 
275 (12.5) 
345 (15.7)

χ2(10) = 164.77 < .01  
0.31 
0.67 
0.79 
0.69 
0.90 
0.96 
1.22 
1.20 
1.28 
1.40 
1.16

Highest education achieved 
   Special education 
   Grade 0-8b 
   Grade 9-11b 
   Grade 12 or GEDb 
   Posthigh school educationb

 
305 (0.3) 

3966 (4.5) 
10,732 (12.2) 
47,835 (54.5) 
25,004 (28.5)

 
3 (0.2) 
48 (2.9) 
161 (9.7) 
807 (48.7) 
637 (38.5)

χ2(4) = 85.63 < .01  
0.67 
0.64 
0.80 
0.89 
1.35

Marital status 
   Never marriedb 
   Currently marriedb 
   Separated 
   Divorced or widowedb

 
47,236 (53.8) 
17,736 (20.2) 

4944 (5.6) 
17,915 (20.4)

 
834 (46.5) 
322 (17.9) 
114 (6.4) 
524 (29.2)

χ2(3) = 89.81 < .01  
0.86 
0.89 
1.14 
1.43

Abbreviations: GED, general education diploma; MH-CLD, Mental Health-Client Level Data.
aCumulative percentages for sample may not equal 100 due to missing data. 
bStatistically significant (α < .01) posthoc bivariate comparison.
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also tend to experience more severe comorbid 
psychopathological symptoms and more often 
use high-intensity mental health services (eg, 
care within emergency departments or psychi-
atric inpatient settings) than veterans without 
PD pathology.6,8,18,19,21 However, PD pathology 
does not appear to impede the effectiveness 
of treatment for veterans.22-24 The implications 
of PD pathology on broader psychosocial func-
tioning and health care needs certify a need for 
additional research that examines patterns of 
personality pathology, particularly in veterans 
outside the VHA. 

METHODS
This study aims to enhance understanding of 
veterans affected by PDs and offer insight and 
guidance for treatment of these conditions in 
federal and nonfederal treatment settings. Pre-
vious research has been largely limited to VHA 
care-receiving samples; the longstanding stigma 
against PDs by the US military and VA may con-
tribute to biased diagnosis and documentation 
of PDs in these settings. A large sample of vet-
erans receiving community-based mental health 
care was therefore used to explore aims of the 
current study. This study specifically examined 

TABLE 2. Clinical and Psychosocial Outcomes for Veterans in the MH-CLD (N = 104,198)a

Demographic
No personality disorder 

diagnosis, No (%)a
Personality disorder 
diagnosis, No. (%)a χ2 P value Risk ratio

Disorder 
   Trauma or stressor-relatedb 
   Anxiety 
   Attention-deficit/hyperactivity 
   Conduct 
   Delirium/dementia 
   Bipolarb 
   Depressiveb 
   Oppositional defiant 
   Pervasive developmental 
   Schizophrenia or other psychoticb 
   Substance use

 
18,505 (18.1) 
14,903 (14.6) 

2212 (2.2) 
305 (0.3) 
659 (0.6) 

12,161 (11.9) 
31,621 (31.0) 

146 (0.1) 
280 (0.3) 

14,317 (14.0) 
5425 (5.3)

 
529 (24.0) 
325 (14.8) 

46 (2.1) 
5 (0.2) 
15 (0.7) 

410 (18.6) 
561 (25.5) 

0 (0) 
5 (0.2) 

354 (16.1) 
133 (6.0)

 
χ2(1) = 50.09 
χ2(1) = 0.04 
χ2(1) = 0.06 
χ2(1) = 0.38 
χ2(1) = 0.04 
χ2(1) = 91.30 
χ2(1) = 30.68 
χ2(1) = 3.16 
χ2(1) = 0.18 
χ2(1) = 7.46 
χ2(1) = 2.24

 
< .01 
.84 
.80 
.54 
.84 

< .01 
< .01 
.08 
.67 

< .01 
.14

 
1.33 
1.01 
0.95 
0.67 
1.17 
1.56 
0.82 

– 
0.67 
1.15 
1.13

Mental health diagnoses 
   0 
   1b 
   2b 
   3b

 
17,496 (17.2) 
64,570 (63.3) 
15,549 (15.2) 

4382 (4.3)

 
0 (0) 

409 (18.6) 
991 (45.0) 
801 (36.5)

χ2(3) = 6734.41 < .01  
– 

0.29 
2.96 
8.49

Severe mental illness 70,413 (77.1) 1456 (77.9) χ2(1) = 0.54 .46 1.01

Substance use problemb 73,922 (78.2) 1175 (61.2) χ2(1) = 316.20 < .01 0.78

Treatment facility 
   State psychiatric hospitalb 
   Community-based programb 
   Residential program 
   Judicial institutionb 
   Other inpatient programb

 
9151 (1.9) 

89,940 (88.2) 
1436 (1.4) 
308 (0.3) 

14,836 (14.5)

 
127 (5.8) 

2065 (93.8) 
24 (1.1) 
41 (1.9) 
95 (4.3)

 
χ2(1) = 164.01 
χ2(1) = 66.37 
χ2(1) = 1.57 

χ2(1) = 157.23 
χ2(1) = 183.65

 
< .01 
.21 

< .01 
< .01 
< .01

 
3.05 
1.06 
0.79 
6.33 
0.30

Employment status 
   Full timeb 
   Part time 
   Full time/part time not differentiatedb 
   Unemployedb 
   Not in labor forceb

 
15,249 (20.0) 

6406 (8.4) 
275 (0.4) 

29,802 (39.0) 
24,691 (32.3)

 
215 (14.5) 
143 (9.7) 
12 (0.8) 

464 (31.3) 
647 (43.7)

χ2(4) = 112.24 < .01  
0.73 
1.15 
2.00 
0.80 
1.35

Residential status 
   Private residenceb 
   Homeless 
   Otherb

 
75,991 (84.8) 

7832 (8.7) 
5814 (6.5)

 
1568 (83.1) 

147 (7.8) 
173 (9.2)

χ2(2) = 22.83 < .01  
0.98 
0.90 
1.42

Abbreviations: MH-CLD, Mental Health Client-Level Data. 
aCumulative percentages for sample may not equal 100 due to missing data. 
bStatistically significant (α < .01) posthoc bivariate comparison.
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demographic patterns, diagnostic comorbidity, 
psychosocial outcomes, and treatment care set-
tings among veterans with and without a PD di-
agnosis. Consistent with previous research, we 
hypothesized that veterans with a PD diagnosis 
would have more severe mental health comor-
bidities, poorer psychosocial outcomes, and re-
ceive care in higher intensity settings relative to 
veterans without a diagnosis.

Data for the sample were drawn from the 
Mental Health Client-Level Data, a publicly avail-
able national dataset of nearly 7 million patients 
who received mental health treatment services 
provided or funded through state mental health 
agencies in 2022.25 The analytic sample included 
about 2.5 million patients for whom veteran sta-
tus and data around the presence or absence 
of a PD diagnosis were available. Of these pa-
tients, 104,198 were identified as veterans. Vet-
eran patients were identified as predominantly 
male (63%), White (71%), non-Hispanic (90%), 
and never married (54%).

Measures
The parent dataset included demographic, clin-
ical, and psychosocial outcome information re-
ported by treatment facilities to individual state 
administrative systems for each patient who re-
ceived services. To protect patient privacy, only 
nonprotected health information is included, 
and efforts were made throughout compilation 
of the parent dataset to ensure patient privacy 
(eg, limiting detail of information disseminated 
for public access). Because the parent dataset 
does not include protected health information, 
studies using these data are considered ex-
empt from institutional review board oversight.
Demographic information. This study re-
viewed veteran status, sex, race, ethnicity, 
age, education, and marital status. Veteran 
status was defined by whether the patient 
was aged ≥ 18 years and had previously 
served (but was not currently serving) in the 
military. Patients with a history of service in 
the National Guard or Military Reserves were 
only classified as veterans if they had been 
called or ordered to active duty while serv-
ing. Sex was operationalized dichotomously 
as male or female; no patients were identi-
fied as intersex, transgender, or other gen-
der identities. 
Clinical information. Up to 3 mental health di-
agnoses were reported for each patient and 
included the following disorders: personal-

ity, trauma and attention-deficit/hyperactivity, 
stressor, anxiety, conduct, delirium/dementia, 
bipolar, depressive, oppositional defiant, per-
vasive developmental, schizophrenia or other 
psychotic, and alcohol or substance use. Men-
tal health diagnosis categories were generated 
for the parent dataset by grouping diagnos-
tic codes corresponding to each category. To 
protect patient privacy, more detailed diagnos-
tic information was not available as part of the 
parent dataset. Although the American Psychi-
atric Association recognizes 10 distinct PDs, 
the exact nature of PD diagnoses was not in-
cluded within the parent dataset. PD diagnoses 
were coded to reflect the presence or absence 
of any such diagnosis.

A substance use problem designation was 
also provided for patients according to vari-
ous identification methods, including substance 
use disorder (SUD) diagnosis, substance use 
screening results, enrollment in a substance use 
program, substance use survey, service claims 
information, and other related sources of infor-
mation. A severe mental illness or serious emo-
tional disturbance designation was provided for 
patients meeting state definitions of these des-
ignations. Context(s) of service provision were 
coded as inpatient state psychiatric hospital, 
community-based program, residential treat-
ment center, judicial institution, or other psychi-
atric inpatient setting. 
Psychosocial outcome information. Patient em-
ployment and residential status were also in-
cluded in analyses. Each reflected status at the 
time of discharge from services or end of re-
porting period; employment status was only 
provided for patients receiving treatment in 
community-based programs. 

Data Analysis
Descriptive statistics and χ2 analyses were 
used to compare demographic, clinical, and 
psychosocial outcome variables between 
patients with and without PD diagnoses. 
These analyses were calculated for both the 
104,198 veterans and the 2,222,306 nonvet-
erans aged ≥ 18 years in the dataset. Given 
the sample size, a conservative α of .01 was 
used to determine statistical significance.

RESULTS
In this sample of persons receiving state-
funded mental health care, veterans were sig-
nificantly less likely than nonveterans to have a 
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documented PD diagnosis (2.1% vs 3.6%, χ2[1] 
= 647.49; P < .01). PD diagnoses were more 
common among White (risk ratio [RR], 1.11), 
non-Hispanic (RR, 1.03) veterans who were in 
middle to late adulthood (RR, 1.16-1.40), more 
educated (RR, 1.35), and divorced or widowed 
(RR, 1.43), and less common among Black/
African American (RR, 0.78) or Puerto Rican 
(RR, 0.32) veterans who were in early adult-
hood (RR, 0.31-0.79), less educated (RR, 0.64-
0.89), and currently married (RR, 0.89) or never 
married (RR, 0.86). Veteran men and women 
were equally likely to have a PD diagnosis (RR, 
1.03) (Table 1). Among nonveterans, men were 
less likely than women to have a PD diagno-
sis (RR, 0.79), and PD diagnoses were most 
common among persons in middle adult-
hood (RR, 1.06-1.15) (eAppendix 1 available at 
doi:10.12788/fp.0572).

Veterans with a PD diagnosis were more 
likely than those without a diagnosis to have 
more diagnoses (RR, 2.96-8.49) and to have 
comorbid trauma or related stressor (RR, 
1.33), or bipolar (RR, 1.56) or psychotic (RR, 
1.15) disorder diagnoses, but less likely to 
have comorbid depressive disorder (RR, 0.82). 
Although veterans with and without a PD di-
agnosis were similarly likely to have a comor-
bid SUD (RR, 1.13), those with a PD diagnosis 
were significantly less likely to be assigned a 
substance use problem designation (RR, 0.78). 
PD diagnosis was also more common among 
veterans who received services in state psy-
chiatric hospitals (RR, 3.05), community-based 
clinics (RR, 1.06), and judicial institutions (RR, 
6.33) and less common among those who re-
ceived services in other psychiatric inpatient 
settings (RR, 0.30). No differences were ob-
served for residential treatment settings (RR, 
0.79). Among nonveterans, a PD diagnosis 
was associated with slightly greater odds of 
a substance use designation (RR, 1.03) (eAp-
pendix 2, available at doi:10.12788/fp.0572).

Veterans with a PD diagnosis were also less 
likely to have full-time employment (RR, 0.73) 
and more likely to have undifferentiated em-
ployment (RR, 2.00) or to be removed from the 
labor force (RR, 1.35). Veterans with a PD di-
agnosis were also more likely to reside in 
nontraditional living conditions (RR, 1.42) 
and less likely to be residing in a private resi-
dence (RR, 0.98), compared with those with-
out PD diagnosis. The rates of homelessness 
were similar for veterans with and without a 

PD diagnosis (RR, 0.90) (Table 2). These pat-
terns were similar among nonveterans.

DISCUSSION
This study examined the rate and correlates of 
PD diagnosis among a large, community-based 
sample of veterans receiving state-funded 
mental health care. About 2% of veterans in 
this sample had a PD diagnosis, with diagno-
ses more common among veterans who were 
White, non-Hispanic, aged ≥ 45 years, with 
higher education, divorced or widowed, also 
diagnosed with trauma-related, bipolar, and/or 
psychotic disorders, underemployed, nontradi-
tionally housed, and receiving treatment in state 
psychiatric hospital, community-based clinic, or 
judicial system settings. 

The observed rate of PD diagnosis in this 
study aligns with what is typically observed 
in VHA EHRs.8,18,19 However, the rate is nota-
bly lower than prevalence estimates for psy-
chiatric outpatient settings (about 50%) and 
in meta-analyses of prevalence among veter-
ans (0.8%-23% for each of the 10 PDs).4,17,26 
Longstanding stigma against PDs may con-
tribute to underdiagnosis. For example, many 
clinicians are concerned that documenta-
tion or disclosure of a PD will interfere with 
the patient’s ability to access treatment due 
to stigma and discrimination.27,28 These fears 
are not unfounded; even among clinicians, 
PDs are commonly considered untreatable, 
and many individuals with PDs are denied ac-
cess to evidence-based treatments due to the 
diagnosis.29 In a 2016 survey of community 
psychiatrists, nearly 1 in 4 reported that they 
avoid taking patients with a borderline PD di-
agnosis in their caseloads.28 To date, no stud-
ies have been conducted to explore clinicians’ 
willingness to accept patients with other PDs 
or, specifically, among veterans.

Despite such widespread stigma, research 
suggests clinicians' negative attitudes toward 
PDs can be decreased through antistigma 
campaigns.30 However, it remains unclear if 
such efforts also contribute to an increase in 
clinicians’ willingness to document PD diagno-
ses. Without accurate identification and docu-
mentation, the field’s understanding of PDs will 
remain limited.

In the current study, veterans with PD di-
agnoses tended to present with more 
complex and severe psychiatric comorbid-
ities compared to veterans without such  
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diagnoses. Observed comorbidity of PDs (par-
ticularly borderline PD) with trauma-related 
and bipolar disorders is well established.8 Con-
versely, co-occurring personality and psychotic 
disorders—which comprise 16% of veter-
ans with a PD diagnosis in the sample in this 
study—are not consistently examined in the 
literature. A 2022 examination of veterans re-
ceiving VHA care suggested 12% and 13% 
of those with a PD diagnosis documented in 
their EHR also had documented schizophre-
nia or another psychotic disorder, respec-
tively. PD diagnoses were associated with 
6.88- and 9.80-fold increases in risk for comor-
bid schizophrenia and other psychotic disor-
der diagnoses, respectively.8 Similarly, a recent 
longitudinal study of nearly 2 million Swedish 
individuals suggested borderline PD is specifi-
cally associated with a > 24-times greater risk 
of having a comorbid psychotic disorder.31 It 
is therefore possible that the comorbidity be-
tween personality and psychotic disorders is 
quite common despite its relative lack of atten-
tion in empirical research.

Veterans with PD diagnoses in this study 
were also more likely to experience substan-
dard housing, employment challenges, and re-
ceive treatment through judicial institutions than 
those without a PD diagnosis. Such findings are 
consistent with previous research demonstrating 
the substantial psychosocial challenges associ-
ated with PD diagnosis, even after controlling for 
comorbid conditions.7,9 Veterans with PDs may 
benefit from specialized case management and 
support to facilitate stable housing and employ-
ment and to mitigate the risk of judicial involve-
ment. Some research suggests veterans with 
PDs may be less likely to gain competitive em-
ployment after participating in VA therapeutic 
and supportive employment services programs, 
suggesting standard programming may be less 
suitable for this population.32 Similarly, other re-
search suggests individuals with PDs may bene-
fit more from specialized, intensive services than 
standard clinical case management.33 Future re-
search may therefore benefit from clarifying the 
degree to which adaptations to standard pro-
gramming could yield beneficial effects for per-
sons with PD diagnoses. 

Implications
Cumulatively, the results of this study at-
test to the necessity for transdiagnos-
tic treatment planning that includes close 

collaboration between psychotherapeutic, 
pharmacological, and case management ser-
vices. Some psychotherapy models for PDs, 
such as dialectical behavior therapy (DBT), 
which includes a combination of group skills 
training, individual therapy, as-needed phone 
coaching, and therapist consultation, may be 
successfully adapted to include this collabo-
ration.34-36 However, implementation of such 
comprehensive programming often requires 
extensive clinician training and coordina-
tion of resources, which poses implementa-
tion challenges.37-39 In 2021, the VHA began 
large-scale implementation of PD-specific 
psychotherapy for veterans with recent sui-
cidal self-directed violence and borderline 
PD, including DBT, though to date results 
remain unclear.40 Generalist approaches, 
such as good psychiatr ic management 
(GPM), which emphasizes emotional valida-
tion, practical problem solving, realistic goal 
setting, and relationship functioning within 
the context of standard care appointments, 
may be more easily implemented in com-
munity care settings due to lesser training 
and resource requirements and can also be 
adapted to include needed elements of care 
coordination.41,42 Both DBT and GPM were 
initially developed for the treatment of bor-
derline PD. Although DBT has also demon-
strated some effectiveness in the treatment 
of antisocial PD, potential applications of 
DBT and GPM to other PDs remain largely 
underdeveloped.43-46

There are no widely accepted medica-
tions for the treatment of PDs. Pharma-
cotherapy for these conditions typically 
consists of individualized approaches in-
formed by personal experience that attempt 
to balance targeting of specific symptoms 
while minimizing polypharmacy and poten-
tial risks (eg, overdose or addiction).47,48 
Despite this, pharmacotherapy is often con-
sidered a necessary component in the treat-
ment of bipolar and psychotic disorders, 
both common comorbidities of PDs found 
in veterans in this study.49,50 Careful con-
sideration of complex comorbidities and 
pharmacotherapy needs is warranted in the 
treatment of veterans with PDs. Future re-
search may benefit from clarifying clinical 
guidelines around pharmacotherapy, partic-
ularly for observed comorbidities of PDs to 
trauma, bipolar, and psychotic disorders.
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It is important to note the discrepancies in 
the results of this study surrounding patient 
substance use. The results suggest a negli-
gible or inverse association between the like-
lihood of a PD diagnosis and difficulties with 
substance use among the veterans in this 
study. However, the unexpectedly low rate 
of SUD diagnoses (< 6%) suggests that they 
were likely underdocumented. Research sug-
gests a strong association between person-
ality and SUDs in both veteran and civilian 
samples.6,51 Results suggesting a lower prev-
alence of substance use difficulties among 
treatment-seeking veterans with PDs should 
be interpreted with great caution.

Demographically, PD diagnoses were more 
common among veterans who were White, 
non-Hispanic, and aged ≥ 45 years, and less 
common among veterans who were Black/
African American, mixed/unspecified race, 
Puerto Rican or other non-Mexican Hispanic 
ethnicity, or aged < 35 years. No significant 
sex-based differences were observed. These 
patterns are consistent with research sug-
gesting individuals who identify as Black may 
be less likely than individuals who identify as 
White to report PD symptoms, meet criteria 
for a PD, and have a PD diagnosed even when 
it is warranted.52

The findings observed in this study with 
respect to age, however, are notably incon-
sistent with the literature. Previous research 
typically suggests a negative association be-
tween age and PD pathology; however, a 2020 
review of PDs in older adults by Penders et 
al suggests a prevalence of 11% to 15% in 
this population.53,54 Research into PDs most 
often focuses on adolescent and early adult-
hood developmental periods, limiting insight 
into the phenomenology of PDs in middle to 
late adulthood.55 Further, most research into 
PDs among geriatric populations has fo-
cused on psychometric assessment rather 
than practical treatment guidance.54 How-
ever, in this study, elevated risk for PD diag-
noses was salient throughout middle to late 
adulthood among veterans; similar, albeit less 
pronounced patterns were also observed 
for elevated risk of PD diagnosis in middle 
adulthood among nonveterans. Such find-
ings suggest clarifying the phenomenology 
and treatment needs of individuals with PDs in 
middle to late adulthood may have particularly 
salient implications for the mental health care 

of veterans affected by these conditions. As 
the veteran population advances in age, these 
needs will present unique challenges if health 
care systems are unprepared to effectively ad-
dress them. 

Limitations
This study is character ized by several 
strengths, most notably its use of a large da-
taset recently collected on a national scale. 
Few studies outside of the VHA system in-
clude samples of > 100,000 treatment-seeking 
veterans collected on a national scale. Never-
theless, results should be understood within 
the context of several methodological limi-
tations. However, the dataset was limited to 
the first 3 diagnoses documented in patients’ 
EHRs, and many patients had no listed diag-
noses. Patients with complex comorbidities 
may have > 3 diagnoses; for these individuals, 
data provided an incomplete picture of clini-
cal presentation. This is especially relevant for 
individuals with PDs, who tend to meet cri-
teria for a range of comorbid conditions.8,10 
The now dated practice of listing PDs on Axis 
II also increases the chance of clinicians list-
ing PDs after conditions traditionally listed on 
Axis I (eg, major depressive disorder) in pa-
tient charts.56 This study’s inclusion of only the 
first 3 listed diagnoses likely underestimated 
true PD diagnosis prevalence.

The results of this study must be interpreted 
as reflecting the prevalence and correlates of re-
ceiving a PD diagnosis rather than meeting diag-
nostic criteria for a PD. Relatedly, PD diagnoses 
were reported as a single construct, limiting in-
sight into prevalence and correlates of individ-
ual PD diagnoses (eg, borderline vs paranoid 
PDs). Meta-analyses estimates suggest PD prev-
alence among veterans is likely much higher than 
observed in this study.17 Stigma continues to 
discourage clinicians from documenting and dis-
closing PD diagnoses even when warranted.27,28 
Continued research should aim to clarify condi-
tions (eg, patient presentation, stigma, or institu-
tional culture) contributing to documentation of 
PD diagnoses. Given the cross-sectional nature 
of this study, results cannot speak to longitudinal 
treatment outcomes or prognosis of persons re-
ceiving a PD diagnosis. 

Despite its large sample size and national 
representation, the sampling strategy of this 
study could have contributed to idiosyncra-
sies in the dataset. Restriction of data to the 
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persons receiving state-funded mental health 
services introduces a notable bias to the com-
position of the sample, which is likely com-
prised of a disproportionately high number of 
Medicaid recipients, students, and individu-
als with chronic illnesses and underrepresen-
tation of persons who pay for mental health 
services using private insurance or private pay 
arrangements. As such, although socioeco-
nomic information was not provided within 
this dataset, one can presume a generally 
lower socioeconomic status among study par-
ticipants compared to the community at large. 
This study also included a proportionally small 
sample of veterans (3.6% compared to about 
6.2% in the broader US population), suggest-
ing veterans may have been underrepresented 
or underidentified in surveyed mental health 
care settings.57 This study also did not include 
data around service in active-duty military, na-
tional guard, or military reserves; a greater 
proportion of the sample likely had a history of 
military service than was represented by vet-
eran status designation. Further, the propor-
tionally high sample of individuals with severe 
mental illness suggests a likely overrepresen-
tation of such conditions in surveyed settings. 

Institutional differences in the practice of 
assigning diagnoses likely limited statistical 
power to detect potentially meaningful associ-
ations and effects. Structural influences, such 
as stigma and institutional culture, may have 
notable effects on documentation practices, 
particularly for PDs. Future research should 
aim to replicate observed associations using 
more controlled diagnostic procedures. 

Lastly, even with the use of a more conser-
vative α and a focus on effect sizes to guide 
interpretation of results, use of multiple bivar-
iate analyses can be presumed to have in-
creased the likelihood of type I error. Given the 
limited prior research in this area, an explor-
atory approach to statistical analysis was con-
sidered warranted to maximize opportunity for 
identifying areas in need of additional empiri-
cal attention. Continued research using more 
conservative statistical approaches (eg, multi-
variate analyses) is needed to determine repli-
cability and generalizability of observed results. 

CONCLUSIONS
This study examined the prevalence and cor-
relates of PD diagnoses in a national sample 
of veterans receiving community-based, state-

funded mental health care. About 2% received 
a PD diagnosis, with diagnoses most com-
mon among veterans who were White, non-
Hispanic, aged ≥ 45 years, also diagnosed with 
trauma-based, bipolar, and/or psychotic disor-
ders, underemployed, nontraditionally housed, 
and receiving treatment in a state psychiatric 
hospital or judicial system setting. The results 
attest to a necessity for transdiagnostic treat-
ment planning and care coordination for this 
population, with particular attention to psycho-
social stressors.
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eAPPENDIX 1. Nonveteran Demographicsa (N = 2,222,306)

Demographic
No personality disorder  

diagnosis, No. (%)a
Personality disorder 
diagnosis, No. (%)a χ2

P  
value

Risk 
ratio

Sex 
   Maleb 
   Femaleb

 
973,000 (45.5) 

1,166,690 (54.5)

 
28,704 (35.9) 
51,256 (64.1)

χ2(1) = 2,854.32 < .01  
0.79 
1.18

Race 
   Whiteb 

   Black/African Americanb 

   American Indian/Alaska Nativeb 
   Asianb 
   Native Hawaiian/Pacific Islanderb 
   Other/≥ 2 racesb

 
1,298,176 (66.5) 
443,743 (22.7) 
38,648 (2.0) 
20,617 (1.1) 
4411 (0.2) 

147,830 (7.6)

 
56,443 (73.3) 
14,085 (18.3) 

789 (1.0) 
496 (0.6) 
89 (0.1) 

5130 (6.7)

χ2(5) = 1,751.44 < .01  
1.10 
0.81 
0.50 
0.55 
0.50 
0.88

Ethnicity 
   Non-Hispanic/Latinob 
   Puerto Ricanb 
   Mexicanb 
   Other Hispanic/Latinob

 
1,672,810 (85.5) 

20,043 (1.0) 
24370 (1.2) 

238,466 (12.2)

 
68,242 (91.0) 

473 (0.6) 
629 (0.8) 
5687 (7.6)

χ2(3) = 1,735.56 < .01  
1.06 
0.60 
0.67 
0.62

Age, y 
   18-20b 

   21-24b 

   25-29b 
   30-34b 
   35-39 
   40-44b 
   45-49b 
   50-54b 
   55-59b 
   60-64b 

   ≥ 65b

 
138,351 (6.5) 
171,121 (8.0) 

244,515 (11.4) 
266,716 (12.5) 
236,659 (11.0) 
209,064 (9.8) 
172,072 (8.0) 
181,020 (8.4) 
182,291 (8.5) 
152,018 (7.1) 

188,437 (13.5)

 
2841 (3.5) 
6141 (7.7) 
8831 (11.0) 
9620 (12.0) 
8818 (11.0) 
8652 (10.8) 
7402 (9.2) 
7783 (9.7) 
7673 (9.6) 
6023 (7.5) 
6258 (7.8)

χ2(11) = 1642.81 < .01  
0.54 
0.96 
0.96 
0.96 
1.00 
1.10 
1.15 
1.15 
1.13 
1.06 
0.89

Education 
   Special educationb 
   Grade 0-8b 
   Grade 9-11 
   Grade 12 or GED 
   Higher than grade 12b

 
27,225 (1.7) 

125,716 (7.7) 
290,583 (17.7) 
772,327 (47.1) 
422,844 (25.8)

 
524 (0.8) 
3109 (4.8) 

11,536 (17.8) 
30,277 (46.8) 
19,217 (29.7)

χ2(4) = 1320.16 < .01  
0.47 
0.62 
1.01 
0.99 
1.14

Marital status 
   Never marriedb 
   Currently marriedb 
   Separatedb 
   Divorced or widowedb

 
1,095,945 (64.1) 
257,730 (15.1) 
83,663 (4.9) 

273,617 (16.0)

 
38,119 (59.5) 
8945 (14.0) 
3661 (5.7) 

13,387 (20.9)

χ2(3) = 1253.22 < .01  
0.93 
0.93 
1.16 
1.31

aCumulative percentages for sample may not equal 100 due to missing data. 
bStatistically significant (α < .01) posthoc bivariate.
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eAPPENDIX 2. Nonveteran Clinical and Psychosocial Outcomesa (N = 2,222,306)

Demographic
No personality disorder 

diagnosis, No (%)a
Personality disorder 
diagnosis, No. (%)a χ2

P  
value

Risk 
ratio

Disorder 
   Trauma or stressor-relatedb 
   Anxietyb 
   Attention-deficit/hyperactivityb 
   Conductb 
   Delirium/dementiab 
   Bipolarb 
   Depressiveb 
   Oppositional defiantb 
   Pervasive developmentalb 
   Schizophrenia or other psychoticb 
   Substance useb

 
378,734 (17.7) 
486,407 (22.7) 
94,504 (4.4) 
14,300 (0.7) 
9828 (0.5) 

304,558 (14.2) 
666,2531 (31.1) 

13,493 (0.6) 
25806 (1.2) 

336,443 (15.7) 
197,054 (9.2)

 
18,281 (22.8) 
16,743 (20.9) 

2351 (2.9) 
316 (0.4) 
216 (0.3) 

18,797 (23.5) 
23,862 (29.8) 

143 (0.2) 
317 (0.4) 

12,893 (16.1) 
4342 (5.4)

 
χ2(1) = 1400.15 
χ2(1) = 140.76 
χ2(1) = 402.29 
χ2(1) = 87.84 
χ2(1) = 61.20 

χ2(1) = 5329.74 
χ2(1) = 59.84 
χ2(1) = 257.57 
χ2(1) = 434.25 
χ2(1) = 9.44 

χ2(1) = 1333.35

 
< .01 
< .01 
< .01 
< .01 
< .01 
< .01 
< .01 
< .01 
< .01 
< .01 
< .01

 
1.29 
0.92 
0.66 
0.57 
0.60 
1.65 
0.96 
0.33 
0.33 
1.03 
0.59

Mental health diagnoses 
   0 
   1b 
   2b 
   3b

 
235,432 (11.0) 

1,158,183 (54.1) 
578,732 (27.0) 
169,917 (7.9)

 
0 (0) 

9110 (11.4) 
34,985 (43.7) 
35,947 (44.9)

χ2(3) = 6734.41 < .01  
NA 

0.29 
2.96 
8.49

SMI or SED 1,377,328 (70.2) 62,519 (81.7) χ2(1) = 4684.67 < .01 1.16

Substance use problem 1,026,7902 (51.9) 39,566 (53.2) χ2(1) = 49.92 < .01 1.03

Treatment facility 
   State psychiatric hospital 
   Community-based program 
   Residential program 
   Judicial institution 
   Other inpatient program

 
43,235 (2.0) 

2,052,027 (95.8) 
20,327 (0.9) 
10,198 (0.5) 

107,571 (5.0)

 
3672 (4.6) 

76,830 (96.0) 
701 (0.9) 
1603 (2.0) 
2659 (3.3)

 
χ2(1) = 2465.37 
χ2(1) = 7.61 
χ2(1) = 4.40 

χ2(1) = 3404.62 
χ2(1) = 472.67

 
< .01 
< .01 
.04 

< .01 
< .01

 
2.30 
1.00 
1.00 
4.00 
0.66

Employment status 
   Full timeb 
   Part timeb 
   Full time/part time not differentiatedb 
   Unemployedb 
   Not in labor forceb

 
228,510 (15.9) 
146,221 (10.2) 
14,700 (1.0) 

510,583 (35.5) 
539,035 (37.5)

 
6831 (11.2) 
6342 (10.4) 

874 (1.4) 
19,726 (32.3) 
27,237 (44.6)

χ2(4) = 1881.09 < .01  
0.70 
1.02 
1.40 
0.91 
1.19

Residential status 
   Private residenceb 
   Homeless 
   Otherb

 
1,521,969 (87.1) 

98,134 (5.6) 
126,890 (7.3)

 
60.459 (85.1) 

3979 (5.6) 
6589 (9.3)

χ2(2) = 408.19 < .01  
0.98 
1.00 
1.27

Abbreviations: SED, serious emotional disturbance; SMI, severe mental illness. 
aCumulative percentages for sample may not equal 100 due to missing data. 
bStatistically significant (α < .01) posthoc bivariate comparison. 


