consistently and non-
collusively, rather than to react. It can, I

appropriately,

believe, be both more effective and profes-
sionally more rewarding and could over-
come the reluctance of psychiatrists to take
responsibility for these neglected patients.
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I would like to offer three comments on
Kendell’s useful conceptual exploration of
personality disorder (Kendell, 2002). First,
reduced life expectancy, which Kendell
passes on to us, sceptically from Scadding,
as a core, defining feature of disorder is
implausible. As this criterion refers to
aggregate data about a social group, not a
claimed causal link about a particular indi-
vidual, it prompts an odd conclusion. For
example, both male gender and poverty
predict (reduced) longevity. Does this mean
that being male or poor are medical dis-
orders? Such a medicalisation of material
or existential disadvantage would surely
stretch a metaphor very thinly.

Second, a categorical diagnostic ap-
proach (disordered/non-disordered) makes
us a hostage to fortune when researching
interventions. If we are obliged to ask the
categorical question ‘is personality disorder
treatable?’, it will produce a predictably
ambiguous answer (Dolan & Coid, 1993).
From this flows an understandable ambiva-
lence about the willingness to ‘treat’ among
general psychiatrists (Cawthra & Gibb,
1998) and even among some forensic psy-
chiatrists (Cope, 1993). If we asked a differ-
ent sort of question, such as, ‘can we reduce
the re-offending rates of sex offenders using
this specific intervention’, we might get a
useful probabilistic answer about trying
to change some people who habitually of-
fend our moral order in a particular way.
For example, it is cost-effective to offer

psychological interventions (note: not
‘treatment’) to detained sex offenders as a
group, even though risk prediction at the
individual level remains problematic on
release.

Third, the ambiguities Kendell correctly
exposes about the relationship between
personality disorder and mental illness also
apply to the permeable boundary with nor-
mality. Common aspects of parliamentary
life (e.g. sexual and financial ‘sleaze’ and
the routine impression-management of
politicians), some sport (e.g. boxing and
hunting) and some private sexual activity
(e.g. consensual sadomasochism) overlap
strongly with DSM criteria for variants of
‘dramatic’ personality disorder. In my view,
this points to the logical superiority of a
dimensional over a categorical approach
(Pilgrim, 2001).

Readers may correctly spot that this
dimensional preference is predictable from
a psychologist, which highlights that the
‘nature’ of ‘personality disorder’ is bound
up with the constructs favoured by particu-
lar professional groups. However, Kendell,
a psychiatrist, also argues that a dimen-
sional view makes more sense (he calls
them ‘graded traits’) — suggesting that a
categorical approach has now failed us all,
both scientifically and pragmatically. The
category of personality disorder is not
inherent to those who gain the label, but
is a by-product of our professional dis-
course. A further indication of this point
is that whether a detected child molester
becomes a prisoner or a patient is a func-
tion of multi-party professional judge-
Thus, ‘personality disorder’ is
socially negotiated — it does not exist ‘out
there’ waiting to be discovered. If we go

ments.

looking, we find ‘it’, in vast amounts, via
circular psychiatric epidemiology (Kuller,
1999), particularly in prison populations.
In my view we should abandon the concept
of personality disorder altogether and ap-
praise whether and how society (not just
mental health professionals) can respond
correctively to the wide range of role/rule
violations it subsumes.
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Author’s reply: Dr Bennett’s, Dr Ryle’s
and Professor Pilgrim’s letters raise sev-
eral very different issues, which makes
it impossible for me to respond to, or
even comment upon, more than a few
of them.

Dr Bennett’s argument that the con-
cept of mental illness assumes an ‘abnorm-
ality of higher mental function’ and that
personality disorders ‘lack good-quality
evidence of altered higher mental function’
is essentially the same as Aubrey Lewis’s
contention that mental illness involves an
‘evident disturbance of part-function as
well as of general efficiency’, and that ‘un-
til the category (of psychopathic personal-
ity) is ... shown to be characterised by
specified abnormality of psychological
functions, it will not be possible to consid-
er those who fall within it to be unhealthy’
(Lewis, 1953). Lewis’s views had a con-
siderable influence on my generation of
psychiatrists but now, 50 years on, the
limitations of this criterion for distinguish-
ing between personality disorder and
mental illness are increasingly apparent,
mainly because of the evidence that some
personality disorders and some mental dis-
orders share the same genetic diathesis,
and are sometimes amenable to the same
treatments. As a result, confusion reigns.
The affective personality disorder of
ICD-9 has been replaced by two new men-
tal disorders, cyclothymia and dysthymia,
in ICD-10; schizotypal disorder is classed
as a personality disorder in DSM-IV but
with schizophrenia and delusional disor-
ders in ICD-10; and the authors of
DSM-IV wonder whether avoidant per-
sonality disorder may simply be an ‘alter-
native conceptualisation’ of generalised
social phobia.

Dr Ryle argues that the behaviour of
people identified as having ‘borderline
personality disorders’ is understandable
in the light of their childhood experience
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