


Until recently, the standardization of diagnosis and assessment of per- 
sonality disorders has lagged considerably behind that for most other 
mental disorders. The IPDE is a new instrument which can produce 
through its two modules diagnoses in accordance with both ICD-10 and 
DSM-N criteria. The IPDE is a semistructured clinical interview that 
provides a means of arriving at the diagnosis of major categories of per- 
sonality disorders and of assessing personality traits in a standardized 
and reliable way. It is unique in that it secures reliable information in dif- 
ferent cultural settings. Written by leading international authorities, this 
volume forms an invaluable reference manual to the IPDE instrument. 
Its first section includes an overview of the results of the worldwide field 
trials of the interview and discussion of the current status of diagnosis 
and assessment research. The second section detailing the full interview 
schedule and scoring system for the instrument will further facilitate its 
use by both clinician and researcher. 
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Preface 

One of the major goals of the World Health Organization's (WHO) 
Mental Health Programme has been the development of a common lan- 
guage for worldwide use by psychiatrists and other mental health profes- 
sionals. The WHONIH Joint Project on Diagnosis and Classification of 
Mental Disorders, Alcohol- and Drug-related Problems is the most 
recent endeavour in this programme. It has developed a number of diag- 
nostic instruments for the assessment of mental disorders in different 
cultures and tested them for their cross-cultural applicability, reliability 
and 

One of these instruments, the Composite International Diagnostic 
Interview (CIDI)? is highly structured and intended for use by lay inter- 
viewers in epidemiological studies. Another, the Schedules for Clinical 
Assessment in Neuropsychiatry (SCAN),4 is a semi-structured interview 
for use by clinicians, i.e., those capable of making independent psychi- 
atric diagnoses. Since neither interview covers personality disorders, it 
was necessary to develop an instrument to assess them according to cri- 
teria in the latest classification systems. 

The new instrument, the International Personality Disorder 
Examination (IPDE), has been developed from the Personality Disorder 
Examination (PDE).5 which was modified for international use and com- 
patibility with the International Classification of Diseases, 10th revision 
(ICD-10). and the American Psychiatric Association Diagnostic and 
Statistical Manual of Mental Disorders, fourth edition (DSM-IV). The 
current version of the IPDE has been produced in two modules, one for 
ICD-10 and one for DSM-IV criteria for personality disorders. 

The IPDE was tested in a major international field trial at 14 centres in 
11 countries in North America, Europe, Africa and Asia. The primary 
objectives were to determine its cultural acceptability, user-friendliness, 
interrater reliability and temporal stability. In the course of the field uial 
a large body of data on personality disorders in different cultures was 
collected. This book describes the uial, and it also addresses several 
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related issues, including problems in the assessment of personality disor- 
ders and their rates, distribution and characteristics around the world. 
Tbe book also contains the ICD-10 module of IPDE; the DSM-N mod- 
ule of IPDE, without accompanying text describing its background and 
field trial, can be obtained from the American Psychiatric Press, Inc. 

Dr h a n d  W. Loranger 
Dr Aleksandar Janca 
Dr Norman Sartorius 
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Problems in the field of 
personality disorders 
Alv A. Dahl and Antonio Andreoli 

When the World Health OrganizationAJS Alcohol, Drug Abuse and 
Mental Health Administration (WHOIADAMHA) decided to conduct 
the International Pilot Study of Personality Disorders (IPSPD), they 
entered one of the most controversial fields of mental disorders. Many 
psychiatrists have doubted the validity of personality disorders (PDs) 
and their diagnostic reliability has been found to be very low. Theories 
of their etiology have implicated constitution, genes, brain abnormali- 
ties, bad morals, poor environment, and disturbed psychological devel- 
opment. There are no generally accepted treatments for PDs, and their 
long-term outcome is often unknown. Since the introduction of DSM-I11 
in 1980, however, empirical studies of PDs have flourished. The research 
has brought into focus many of the problems related to PDs. This chapter 
will describe some of them, and try to place the IPSPD and IPDE 
(International Personality Disorder Examination) within that context. 

Basic descriptions of personality 

Throughout history attempts have been made to identify the basic dimen- 
sions or categories that best define the essential similarities and differences 
among people. Hippocrates identified four basic temperaments based on 
the balance of the body fluids. The phrenologists stated that they were able 
to identify personality characteristics through the contour variations of the 
skull. Kretschmer and Sheldon described personality feanxes based on 
physique, and believed that these personality types predisposed to the 
major mental disorders. In 1908 Heyman and Wiersma statistically ana- 
lyzed the personality traits of a great number of ordinary people, and they 
found that personality could be described by three orihogonal factors. The 
study of basic personality dimensions was later promoted by Eysenck who 
identified three dimensions called neuroticism, extraversion, and psychoti- 
cism. Personality psychologists later expanded these to five dimensions 
('the big five'), adding conscientiousness and agreeableness.' 
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Psychoanalysis introduced a general theory of personality develop 
ment based on the solution of phase-specific drive conflicts during child- 
hood. From this emerged the oral, anal, and phallic-genital personality 
types. As psychoanalysis progressed from a focus on drive conflicts to 
tbe study of ego functions, object relations, and self-development, a 
more interpersonal view was taken to describe conflicts and defects in 
personality functioning. For example, various interpersonal wishes and 
fears characterize the personality types described by Smith Benjamim2 
Recently, a basic separation of temperament and character was proposed 
by Cloninger et al..' who stated that descriptive data about individual 
behaviour were insufficient to permit strong preferences among alterna- 
tive ways of summarizing personality traits. They proposed a general 
psychobiological model of personality based on three temperamental 
and four character dimensions. 

Deviant personalities, psychopathies, and personality disorders 

The problems in describing normal personality raise the fundamental 
question of what the difference is between normal and abnormal person- 
ality. Disorders of personality were described in the nineteenth century, 
along with such concepts as character, constitution, temperament, and 
self.4 Pinel. in 1801, described personalities that were deviant in their 
emotions. Prichard, in 1835, identified patients who violated social nonns 
as having 'moral insanity'. He raised the fundamental question, still very 
important in forensic psychiatry, of whether deviant personalities are mad 
or bad. In 1873, Koch described personality deviance in several domains 
as 'psychopathic inferiorities', thereby embracing the view of More1 that 
those with deviant personalities are inferior to normal people. The moral- 
istic attitude towards deviant personalities was based on this assumption, 
and a derogatory view of patients with PD is still quite common. 

From the very beginning PD was debated as a nosological entity, 
because of moral judgements about unacceptable personality traits, 
problems of their delimitation with normality, and the lack of guilt and 
remorse in many such patients. Because individuals with PD often did 
not consider themselves mentally ill, their diagnosis was less reliable 
than it was for many other mental disorders. 

SchneiderJ proposed the view that personality traits are continuously 
distributed, the extreme deviations of a trait being pathological, if the indi- 
vidual or society suffered because of them. His 10 types of PD illustrate 
the fundamental arbihariness of categorical classification of abnormal 
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personalities. However, Schneider's classification of personality disorders 
influenced the International Classification of Diseases ([CD) of the WH06 
and The Diagnostic and Statistical Manual (DSM) of the American 
Psychiatric Association7 (Table 1). However, the fact that new disorders 
were added and deleted with each edition, confirms the validity of L e ~ i s ' ~  
0bSe~ation. 'It is plain that Kraepeli found the classification of PD 
defeating, as he frankly admits. Successive editions of his textbook show 
him struggling with Little success, to cope with the task of shaping cate 
gories out of the rich variety of human character and conduct. His efforts 
and his failure are characteristic examples of the frustration which besets 
students of personality when they aim at precision.' 

Table 1. Classification of personality disorders 

Schneider (1923) ICDlO(1993) DSM-III-R (1987) 

Depressive 
Hyperthymic 
Fanatical 

Explosive 
Labile 
Affectionless 
Insecure: 

sensitive 
anancastic 

Asthenic 
Attention-seeking 

- 

- 

Paranoid 
Emotionally unstable: 

Impulsive type 
Borderline type 

Dissocial 

Anxious (avoidant) 
Anankastic 
Hypochondriasis* 
Histrionic 
Schizoid 
Dependent 
- 
- 

- 

Cyclothymia* 
Paranoid 

Explosive* 
Borderline 
Antisocial 

Avoidant 
Obsessive-compulsive 
Hypochondriasis* 
Histrionic 
Schizoid 
Dependent 
Schizotypal 
Narcissistic 
Passive aggressive 

*Located elsewhere in the classification 

The relation t o  normal personality 

Abnormal personality traits exist in milder forms in normal individuals. 
If the traits manifest themselves as inflexible responses to a broad range 
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of personal and social situations and result in considerable personal dis- 
tress or social disruption, they are called PD. They represent extreme or 
significant deviations from the way in which the average individual in a 
given culture perceives, thinks, feels, and relates to others. They are thus 
only quantitatively and not qualitatively different from normal personal- 
ity. However, the border between normal and abnormal personalities is 
difficult to draw. 

The relation to culture and sex 

Cultural diversity is a characteristic of human nature. Behavioural pat- 
terns considered normal in one culture are seen as deviant in another. To 
identify behavioural panerns that are deviant in all cultures is very diffi- 
cult. The PDs primarily reflect the views of Western European and North 
American psychiatry and they may not be equally applicable in other 
cultures. Role expectations and behaviour, also differ considerably 
between the sexes. Problems may arise if psychiatry defines personality 
deviance without considering social role expectations. 

Unknown personality traits and the use of informants 

Many individuals may be unaware of some of their personality traits and 
behavioural patterns. Therefore, an individual often can only provide 
limited information about him or herself. Heishe may also consciously 
try to deny certain socially undesirable personality traits. These prob- 
lems can pmially be solved by interviewing an informant who knows 
the individual well, but this is still not a standard procedure in the evalua- 
tion of PD. Sometimes informants describe PD-pathology that patients 
deny.9 When the accounts of the subject and the informant deviate, 
which source of information is more valid? A method of integrating 
information from such discrepant reports is needed. 

Separate axis and diagnostic criteria 

The DSM of Mental Disorders, Thiid Edition (DSM-m)' published by the 
American Psychiahic Association in 1980 made two innovations of major 
importance for the study of PDs. They were placed on a separate axis 
(Axis E), and explicit criteria provided guidelines for the diagnosis of each 
of the 11 PDs. The introduction of diagnostic criteria stimulated empirical 
research on the reliability of PDs and the optimal diagnostic criteria. 
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In DSM-111, PDs were defined by both mnnothetic and polythetic sets 
of criteria. Monothetic requires that all criteria be fulfilled, while poly- 
thetic requires patients to meet a certain number of the total criteria set, 
thus allowing some variation in the symptoms of patients with the same 
disorder. In DSM-111-R' all PDs were defined by sets of polythetic crite- 
ria. The number of criteria found in a patient can also be used as a dimen- 
sional rating of that PD. For each disorder a cut-off level for a positive 
diagnosis has been arbitrarily set. It has been shown9 that the interrater 
reliability of PD diagnoses is higher in samples of patients with more 
prototypical forms of a disorder. Following the publication of DSM-111 
there was considerable debate about the reliability and validity of certain 
criteria,1° and revisions were made in DSM-111-R and DSM-IV. 

'State-Trait' problems 

When DSM-111 separated the mental disorders into two axes, Axis I1 was 
reserved for disorders that, 'all share the features of generally having an 
onset in childhood or adolescence and usually persisting in a stable form 
(without periods of remission or exacerbation) into adult life. With only 
a few exceptions, these features are not present for Axis I disorders'.' 
However, sometimes certain Axis I disorders may begin early in life and 
produce changes in personality. Some PDs may also predispose to Axis I 
disorders. Some Axis I disorders change behaviour temporarily, and in a 
cross-sectional evaluation it is often difficult to determine if the patient's 
behaviour represents longstanding personality traits or symptoms of a 
current Axis I disorder, that will disappear with improvement in the dis- 
order (state). Confounding trait and state seems to be one of the main 
reasons clinicians sometimes over-diagnose PDs. They often do not ade- 
quately explore the duration of a behavioural pattern. Self-report instru- 
ments for diagnosing PDs are especially sensitive to this artifact, which 
may explain the high proportion of false positive PD diagnoses with 
such instruments. 

The IPDE requires a duration of at least five years, and onset before 
the age of 25 for abnormal personality traits. Loranger et al." demon- 
strated that the state-trait problem was negligible when the Personality 
Disorder Examination (PDE) was used by experienced clinicians. But 
Zimmerman, in his review of PD studies9 found that PD examinations 
during acute psychiatric states gave higher rates than after normalization 
of the Axis I disorder. If possible. a diagnosis of PD should be postponed 
if the patient is psychotic or severely depressed or anxious. Since PDs 
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concern a patient's long-term hnctioning, the PD diagnosis should be 
stable over time. Test-retest reliability studies of PDs show a falloff in 
reliability from initial to short-term and long-term e~amination.~ 

Categories and dimensions 

In practice many patients receive a diagnosis of several PDs at the same 
examination. This diagnostic overlap creates problems in defining 
homogeneous groups in psychiatric research. Although DSM-111-R out- 
lined three clusters of PDs. the eccentric, dramatic, and anxious, diag- 
nostic overlap is often found both within and across these clusters. One 
cause of diagnostic overlap is that similar diagnostic criteria are used to 
define several PDs. Multiple PD diagnoses are also caused by the use of 
arbitrary categories, which may not correspond to latent constructs or 
personality dimensions. In DSM-NI2 the overlap in criteria has been 
reduced to some extent. 

DSM and ICD have adopted a categorical classification system. They 
provide simplified abstractions which are easy to communicate, but 
important information about the patient is subsequently lost. A dimen- 
sional approach to PD classification, which locates patients along a set of 
dimensions, has obvious advantages, but none have been used yet in any 
nosology. Although a dimensional approach provides more information, 
it is more difficult to communicate. There also seems to be a lack of 
agreement regarding which dimensions to include, but this problem now 
seems closer to a solution.13 

Progress in the field of psychiatric diagnoses 

Although validation of psychiatric diagnoses is generally lacking, con- 
siderable progress has been made since the late 1980s.14 Diagnostic cri- 
teria for mental disorders have made diagnoses more reliable. This is 
particularly so, when used in combination with structured psychiatric 
interviews. Although several PD instruments have been developed 
recently, their transcultural validity is virtually unknown.15 Statistics 
have been developed which give a meaningful description of interrater 
reliability,16 and with the use of videotaped interviews patients can be 
diagnosed by trained clinicians all around the world. Because of this 
methodological progress, a study such as the ISPSD was indicated. Its 
objectives were to: determine the feasibilty of using a standardized semi- 
structured interview (IPDE) to identify and diagnose PDs in different 
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cultures; determine the intertater reliability of the IPDE in its various 
language versions; and investigate selected aspects of assessment, such 

as temporal stability. All of these objectives are essential to progress in 
the field of PD. 
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Review of diagnostic instruments for 
the assessment of personality 
disorders 
Armand W. Loranger 

This chapter is intended to acquaint the reader with most of the instru- 
ments specifically designed to diagnose the personality disorders (PDs). 
The review makes no pretense at completeness. Preference is given to 
interviews and inventories that have also been used by investigators 
other than the developers themselves. The International Personality 
Disorder Examination (IPDE) is not included, since most of this volume 
(see Part 11) is devoted to it. The account is mainly descriptive rather than 
analytical. For more of the latter, the interested reader will find 
Zimmennan's recent review especially informative.' 

There is an axiom in psychometrics that the more closely a test sam- 
ples the criterion it attempts to predict, the more valid it is likely to be. 
Historically, the identification and delineation of PDs has emerged pri- 
marily from clinical observation. Therefore, it should not be surprising if 
diagnoses based on semistructured clinical interviews approximate clini- 
cal diagnoses more than those based on self-administered inventories. 
The obvious limitation of the latter is their inability to provide the obser- 
vations, cross-examination, and judgement of the experienced clinician. 
Except for the dementias and mental retardation, there is nothing in the 
history of clinical psychological tests to warrant their being viewed as a 
close approximation to a psychiatric diagnosis. 

Self-administered tests, however, may be valuable as economical 
screening devices. The literahlre suggests that personality disorder inven- 
tories are especially prone to false-positive diagn~ses.~ Of course this is 
precisely what one expects from a screening instrument, where the main 
concern is to guard against an intolerable number of false-negatives. 
Because dimensional information is often used to supplement categorical 
PD diagnoses, inventories may also prove useful in estimating the extent 
to which an individual shares certain maladaptive traits with those who 
fulfil1 the categorical requirements for a particular type of PD. The esti- 
mates, however, are likely to be no more than moderately correlated with 
dimensional assessments based on semistructured clinical interviews. 
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Personality Disorder Interviews 

Diagnostic lntewiew for Borderlines (DIE) 

In the years immediately preceding the appearance of DSM-111, 
Gunderson and his colleagues developed an interview for the diagnosis 
of borderline personality disorder? The DIB was based on criteria quite 
similar to those ultimately adopted by the DSM-111. In its revised form 
(DELR)~ it consists of 186 questions divided into four sections: afFect. 
cognition, impulse action patterns, and interpersonal relationships. The 
information obtained fmm the questions is used to rate 22 statements 
that describe important features of borderline personality disorder. The 
scores are then algorithmically scaled to yield a total score of 0 to 10, 
with a recommended cutoff score of 8 required for the diagnosis. 
Typically, the interview takes between 45 minutes and 1 hour to com- 
plete. In the 1980s the original DIB was used in a large number of 
research investigations of borderline disorder. There is now a consider- 
able literature and, not surprisingly, it shows varying agreement with 
clinical and other methods of diagnosing borderline disorder. 

Structured Interview for DSM-Ill-R Personality Disorders (SIDP-RJ 

The revised form of the SIDP-R, developed by Pfohl and colleagues at 
the University of Iowa, is organized into 17 topically oriented sections, 
each containing about 10 questions.' At the end of every section there is 
a list of those DSM-111-R criteria that are to be rated as: not present (0). 
moderately present (l), or severely present (2). on the basis of the suh- 
ject's responses to the questions in the section. Brief descriptors serve as 
anchors in rating, and a score of either 1 or 2 is considered evidence that 
the criterion has been met. At the end of the interview there is a summary 
rating form with the criteria listed by PD. The interview usually takes 
between one and a half and two hours. 

When feasible the interviewer is expected to use information fmm 
other sources, including an informant interview based on some of the 
same questions. The authors have reported poor agreement between 
patient and informant regarding whether or not a PD is present 
(kap~a=.13).~ Other than the judgement of the interviewer. there are no 
specific guidelines for dealing with such conflicting information. 
Published data on interrater agreement in scoring the original version of 
the S D P  indicate that, in general, the reliability is quite satisfactory and 
comparable to that obtained with similar interviews? 
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Structured Clinical Interview for DSM-Ill-R (SCID-11) 

The SCID-I1 is a personality disorder module of the popular SCID.8 a 
diagnostic interview developed by Spitzer and colleagues that is 
intended to help the clinician make most DSM-111-R diagnoses. It differs 
from the main Axis 1 SCID interview, as well as from other PD inter- 
views. in that it is preceded by a 113-item personality questionnaire con- 
cerning the Axis 11 criteria. The purpose of this is to save interview time. 
Ordinarily the patient is interviewed only about those criteria that are 
acknowledged on the questionnaire. The interview itself is organized on 
a disorder by disorder basis, rather than around certain topics or domains 
of behaviour. The examiner is expected to use follow-up questions as 
needed and is encouraged to use other sources of information as well. As 
one proceeds through the interview, the individual criteria are scored as: 
absent ( l ) ,  subthreshold (Z), or threshold (3). The SCID-U. along with 
the parent SCID, has been the subject of a multicentre study of interrater 
reliability. Detailed results have yet to be published, but they are 
reported to be similar to those with the SIDP and the 1PDE.I It will be 
particularly important to determine the extent to which false-negative 
diagnoses may be expected as a consequence of the questionnaire-inter- 
view format that is unique to the SCID-11. 

Personality Assessment Schedule (PAS) 

The PAS which is in its fifth revision, was developed in England by 
Tyrer and his c o l l e a g ~ e s ~ - ~ ~  and has received limited use elsewhere. The 
interview inquires about 24 personality characteristics that are rated on a 
9-point scale at the conclusion. Reference is given to interviewing infor- 
mants rather than patients because they are thought to be in a better posi- 
tion to assess the social disruption caused by abnormal traits and to be 
free of the distortion produced by the current mental state. The interview 
is said to take about one hour to complete if both patient and informant 
are interviewed. 

The 24 personality attributes assessed by the schedule are pessimism, 
worthlessness, optimism, lability, anxiousness, suspiciousness, introspec- 
tion, shyness, aloofness, sensitivity, vulnerability, irritability, impulsive 
ness, aggression, callousness.. irresponsibility, childishness, 
resourcelessness, dependence, submissiveness, wnscientiousness, rigidity, 
eccentricity, and hypochondriasis. The authors used a cluster analysis of 
their data to identify four major types of abnormal personality: sociopathic, 
passive-dependent, anankastic, and schizoid. Nine subsidiary categories 
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also emerged: explosive (impulsive), sensitive aggressive, histrionic, 
asthenic, anxious, paranoid, hypochondriacal, dystbymic, and avoidant. 

Interrater agreement in rating the 24 amibutes on a dimensional scale 
is reported to be generally good, as has that for the diagnosis of a PDper 
se. Poor agreement, however, has been found between patients and infor- 
mants, and some studies have used an arbitraq and complicated set of 
guidelines to determine which information to use. 

The 24 personality dimensions on the PAS are neither described in 
detail nor defined by specific criteria. They are rated according to the 
degree of social impairment they produce. This is a departure from 
DSM-III-R and ICD-10, which include subjective distress as well as 
social impairment in the definition of a personality disorder, although 
both are not required for a diagnosis. The PAS mandates social impair- 
ment and is not directly concerned with subjective distress. The assump- 
tion is that if subjective distress is high enough to be indicative of a 
personality disorder, then marked social impairment will be present. The 
PAS also follows a hierarchical system of diagnosis that identities the 
disorder with the greatest social impairment as the primary one. 
Although the PAS was not developed to assess the PDs in DSM-III-R or 
ICD-10, it does provide algorithms for making diagnoses in those sys- 
tems. It is not known, however, whether the algorithms will identify the 
same cases as those interviews based on the criteria themselves. 

Standardized Assessment of Pe~~onality (SAP) 

The SAP1"s a short semisrmcmd interview developed by Pilgrim and 
Mann, and designed for use with a relative or close friend of a patient. It 
takes 10-15 minutes to administer. The informant is asked to describe 
the patient's personality prior to illness, and a series of probes explores 
specific areas of personality. Although it claims to assess PDs in the 
ICD-10 and DSM-III-R classification systems, it does not systematically 
survey the more than 100 criteria on which those two systems are based. 
It has had limited use so far, other than by its developers. 

Personality Disorder Inventories 

Millon Clinical Multiaxial Inventory (MCMI) 

The MCMI is unique in that it is based on the author's own theory of per- 
sonality and psychopathology and also claims to be congruent with the 
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DSM-111-R nosology. It is not considered suitable for use with normals. 
The latest version (MCMI-11)" consists of 175 true-false items aggre- 
gated in 20 clinical scales. These in turn are organized into three broad 
categories: persistent personality features, current symptom states, and 
levels of pathology. Norms for the test are based on several groups of 
normal subjects and numerous clinical samples. They include base rate 
scores calculated from prevalence data. The claim that it maps the 
domain of DSM-111 Axis I1 has been challenged and remains to be 
demonstrated."-18 Although more research on this subject needs to be 
done, efforts so far to establish a correspondence between the MCMI and 
the clinical diagnosis of PDs have been di~appointing.'~-~~ 

Personality Diagnostic Questionnaire (PDQ-R) 

In its revised form the PDQ-R is a 189-item true-false questionnaire 
developed by Hyler and ass~ciates.~' The content is keyed to the DSM- 
111-R personality disorders. One or more items are devoted to each Axis 
I1 criterion, and the wording is close to the criteria. For example, the bor- 
derline criterion, 'Inappropriate, intense anger or lack of control of 
anger,' is assessed by these two statements: 'I rarely get so angry that I 
lose control' (false) and 'I've often gotten into more real physical fights 
than most people' (true). A borderline diagnosis is given when the 
respondent answers at least one of the items that sample each of the five 
or more criteria required for the diagnosis in the DSM-111-R. 

As with the MCMI, studies have generally found a poor correspon- 
dence between the PDQ and personality diagnoses made by clinicians 
with and without semistructured inte~views.~'27 

Tridimensional Personality Questionnaire (TPQ) 

The TPQ,28 developed by Cloninger is a 100-item self-report inventory 
that measures three major personality dimensions: novelty seeking, harm 
avoidance, and reward dependence. The inventory is based on a theoreti- 
cal biosocial model that integrates neuroanatomical and neurophysiolog- 
ical constructs with learning styles and three personality dimensions. 
Normative data are based on a US sample of 1019 adults. The TPQ is 
available in a number of languages. 

Novelty seeking has four subscales: exploratoly excitability vs stoic 
rigidity (9 items), impulsiveness vs reflection (8 items), extravagance vs 
reserve (7 items), and disorderliness vs regimentation (10 items). Harm 
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avoidance has four subscales: anticipatory wony vs uninhibited opti- 
mism (10 items), fear of uncertainty vs confidence (7 items), shyness 
with s m g e r s  vs gregariousness (7 items), and fatigability and asthenia 
vs vigor (10 items). Reward dependence has four subscales: sentimental- 
ity vs insensitiveness (5 items), persistence vs irresoluteness (9 items), 
attachment vs detachment (11 items) and dependence vs independence 
(5 items). 

Temperament and Character inventory (TUJ 

As might have been anticipated, Cloninger discovered that certain tem- 
perament types occurred more frequently with some PDs. However, con- 
trary to his original expectation, individuals with extreme temperament 
profiles on the TPQ did not necessarily have PDs; indeed some were well 
adapted normals. Consequently, Cloninger subsequently invoked the 
additional mle of 'character' traits. According to his revised theoryB 
temperament, which now includes a fourth dimension, persistence, 
determines the type of PD, but character determines whether there will 
be a PD. The 226-item me-false TCI, enlarges the scope of the TPQ to 
measure the acquired self-concept character traits of self-directedness, 
cooperatives, and self-transcendence. Preliminary d a d 0  suggest that 
each type of PD in DSM-III-R is associated with a unique profile of 
scores on the TCI. Although the test has been promoted as an efficient 
guide to diagnosis and treatment, information is not yet available regard- 
ing the sensitivity and specificity of the TCI in identifying the individual 
DSM-III-R personality disorders, when they are diagnosed by clinicians 
using semistuctured interviews. 
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Epidemiology of DSM-Ill personality 
disorders in the community and in 
clinical populations 
lames H. Reich and Giovanni de Girolamo 

Although the early Greek philosophers wondered about the influence of 
personality on health, it is only recently that the epidemiology of person- 
ality disorders (PDs) has begun to be scientifically investigated. This is 
because we have now developed a number of standardized instruments 
to assess personality and PD in an empirical fashion. The first com- 
prehensive epidemiologic reviews in the English language have only 
been published since the mid-1980~. '~ The need for the epidemiological 
investigation of PD seems justified for several reasons: firstly, as seen 
in the most recent epidemiological surveys, PDs are frequent and 
have been found in different countries and sociocultural settings: 
secondly, PDs can seriously impair the life of the affected individual 
and can be highly disruptive to societies, communities. and families; 
thirdly, personality status is often a major predictive variable in 
determining the outcome of psychiatric disorders and the response to 
~ e a t m e n t . ~ . ~  

In this chapter we review the main epidemiological literature on PDs 
up to the end of 1993, focusing mainly on studies employing DSM-ILI or 
DSM-111-related measures of personality. Firstly community prevalence 
studies of PD will be reviewed. We then look at the prevalence of indi- 
vidual PDs in the community. Finally, we consider PDs in psychiatric 
populations. Many of the DSM-111 categories of PD have counterparts in 
the ICD-I0 classification; however, when this chapter was being written, 
there were no studies yet which directly employed ICD-10 criteria. For 
those interested in the literature prior to DSM-I11 and ICD-10. 
Nengebauer et al.' reviewed 20 epidemiological psychiatric studies car- 
ried out in Europe and North America since 1950. They found an aver- 
age prevalence rate for PD of 7%. However, their estimate included 
alcoholism and drug abuse among the PDs. A few years later Pemy and 
Vaillant8 suggested that between 5 and 15% of the adult population can 
be expected to manifest PDs. 

Four recently published studies ascertained the prevalence rate of PD 
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in community samples, and used assessment instruments specific for 
PD."'They will be briefly reviewed separately. 

In a random sample of 200 people selected from urban and mm1 com- 
munities and assessed with the Personality Assessment Schedule (PAS), 
a PD was found in 26 subjects (13%)? Explosive PD was the most com- 
mon type. There were no differences between urban and rural samples, 
or between men and women among the 16 (8%) identified as psychiatric 
cases on the Resent State Examination (PSE), more than half of whom 
also had a PD. Social functioning was worse in those with PD than in 
those with a normal personality, with no significant differences among 
the different categories of PD. 

Maier et al.1° surveyed an unscreened sample of 109 families for life- 
time diagnoses of both Axis I disorders and PD. Among 447 subjects 
who were personally interviewed with the Schedule for Affective 
Disorders and Schizophrenia-Lifetime Version (SADS-L) and the 
Structured Clinical Interview for DSM-III-R (SCID-U), they found rates 
of PD comparable to the other studies. The rate among males was 9.9% 
and among females 10.5%, and it was higher in younger than in older 
subjects. Significant associations between current Axis I disorders and 
PD were observed, in particular anxiety disorders with avoidant PD. and 
affective disorders with borderline PD. 

In a community sample of 235 adults surveyed with a self-adminis- 
tered instrument, the Personality Diagnostic Questionnaire (PDQ), 26 
were diagnosed as having a PD. yielding an age-adjusted prevalence of 
11.1%." A history of alcohol abuse, poor employment, and marital 
problems was more common in the group with PDs. The age and sex dis- 
tribution of the DSM-111 personality cluster traits was also assessed." 
Traits in the schizoid cluster were not associated with age, while those in 
the dramatic and the anxious clusters were. Women aged 31 to 40 and 
men aged 18 to 30 had the highest rate of PDs. Women aged 31 to 40 had 
a higher mean number of traits than their male counterpm, and also a 
corresponding increase in impairment. 

In a study by Zimmerman and Coryell, 697 relatives of psychiatric 
patients and healthy controls who were interviewed with the Structured 
Interview for Personality Disorders (SIPD) also took the PDQ.12 More 
had a PD according to the interview than the questionnaire (13.5% vs 
10.33%). Schizotypal, histrionic, antisocial and passive-aggressive were 
the most frequent diagnoses from the SIDP, while dependent PD and 
multiple diagnoses were more frequent using the PDQ. One conclusion 
from this study that is especially relevant to the present review, is that 
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questionnaire and interview assessments of PD generally show a poor 
concordance. Therefore, the type of assessment can strongly affect the 
rate of a disorder. 

To summarize, although different investigators have used different 
instmments and populations, the prevalence of PD ranged from 10.3% to 
13.5%. a highly consistent prevalence rate of PD in the community. The 
rate seems to vary with age. with a slight decrease in older age-groups. 
Urban populations and lower socioeconomic groups showed higher 
rates. Although the sex ratio is different for specific types of PD. the 
overall rates of PD are about equal for the two sexes. 

Community epidemiological studies of specified personality 
disorders 

Table 1 lists the prevalence rates for specific PDs. The majority of the 
estimates come From three s t ~ d i e s . l ~ , ~ ~ ~ ~  In addition, data on the preva- 
lence of some specified PDs have been reported by Baron et al.,14 who 
assessed 750 first-degree relatives of chronic schizophrenics (n = 376) 
and normal control probands (n = 374). They administered the subjects 
the SADS, the Schedule for Interviewing Borderlines (SIB) and addi- 
tional items to diagnose other specific PDs, for which the two interview 
schedules did not provide adequate coverage. 

Paranoid 

Reich er al.15 and Zimmerman and C ~ r y e l l ' ~  have found comparable 
rates, ranging from 0.4% to 0.8%. while Maier et ~ 1 . ' ~  found slightly 
higher rates, 1.8%. Baron et al.I4 found a significantly higher rate of 
paranoid PD among relatives of schizophrenic probands (7.3%) than 
among relatives of control probands (2.7%). This disorder seems to be 
more frequent among the members of the lower social classes. 

Schizoid 

Maier et a1.,I0 Reich et al..IS and Zimmennan and Coryelllz reported 
rates ranging from 0.4% to 0.9%. Baron er al.I4 reported a rate of 1.6% 
among relatives of schizophrenic probands and to no cases among rela- 
tives of control probands. 

Reich et al." and Zimmerman and C ~ r y e l l ' ~  reported rates of 3.0% and 
5.6% respectively, while Maier er al.l0 found a substantially lower rate 



Table l. Prevalence rates of specifiedpersonaliry disorders (PDs) in epidemiologic surveys or in relatives N 

Type of PD Author and Counhy Sample Assessment PD prevalence 
year of publication size method rate (96) 
(Ref. no.) 

Paranoid Baron et al., 1985 (14) USA 376* SIB, SADS 7.3* 
374** 2.7** 

Maier etal., 1992 (10) Germany 447 SCID 1.8 
Reich et al., 1989b (15) USA 235 PDQ 0.8 
Zimmerman & Coryell, 1990 (12) USA 697 PDQ 0.4 

SIPD 0.4 
Schizoid Baron etal., 1985 (14) USA 376* SIB, SADS 1.6* 

374** o** 
Maier etal., 1992 (10) Germany 447 SCID 0.4 
Reich etal., 1989b (15) USA 235 PDQ 0.8 
Zimmerman & Coryell, 1990 (12) USA 697 PDQ 0.9 

SIPD 0.7 
Schizotypal Baron et al., 1985 (14) USA 376* SIB, SADS 14.6* 

374** 2.1- 
Maier etal., 1992 (10) Germany 447 SCID 0.6 
Reich etal., 1989b (15) USA 235 PDQ 5.1 
Zimmerman & Coryell, 1990 (12) USA 697 PDQ 5.6 

SIPD3 3.0 
Histrionic Maier et al., 1992 (10) Germany 447 SCID 1.3 

Nestadt et al., 1990(16) USA 810 SPE 2.1 
Reichetal., 1989b (15) USA 235 PDQ 2.1 



Table l .  (conrd.) N 
N 

Type of PD Author and Country Sample Assessment PD prevalence 
year of publication size method rate (%) 
(Ref. no.) 

Zimmerman & Coryell, 1990 (1 2) USA 697 PDQ 2.7 
SIPD 3.0 

Narcissistic Maieretal., 1992 (10) Germany 447 SCID 0 
Reich eral., 1989b (15) USA 235 PDQ 0.4 
Zimmerman & Coryell, 1990 (12) USA 697 PDQ 0.4 

SIPD 0 
Borderline Baron etal., 1985 (14) USA 376* SIB, SADS 1.9* 

374** 1.6** 
Maier etal., 1992 (10) Germany 447 SCID 1.1 
Reich et al., 1989b ( l )  USA 235 PDQ l .3 
Swartz etal., 1990 (18) USA 1,541 DIBDIS 1.8 
Zimmerman & Coryell, 1990 (12) USA 697 PDQ 4.6 

SIPD 1.7 
Weissman & Myers, 1980 (17) USA 511 SADS-L 0.2 

Avoidant Baron eral., 1985 (14) USA 376' SIB, SADS 1.6* 
374** o** 

Maier er al., 1992 (10) Germany 447 SCID 1.1 
Reichetal., 1989b (15) USA 235 PDQ 0 
Zimmerman & Coryell, 1990 (12) USA 697 PDQ 0.4 

SIPD 1.3 
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(0.6%). The rates obtained with similar insmments such as the PDQ are 
strikingly similar despite differences in sample size, characteristics, and 
response rates. In the study by Baron et al.,I4 scbizotypal PD was 
remarkably more common among relatives of schizophrenic probands 
(14.6%) than among relatives of control probands (2.1%). This result 
provides additional support for the specific relationship between schizo- 
phrenia and schizotypal PD. 

Histrionic 

A study by Nestadt et a1.,I6 carried out at the Baltimore (USA) site of the 
Epidemiological Catchment Area Program (ECA), ascertained the 
prevalence of histrionic PD in the community. The authors found a 
prevalence of 2.1% in the general population, with virtually identical 
rates in men and women. No significant differences were found in terms 
of race and education, but the prevalence was significantly higher among 
separated and divorced persons. Moreover, 17% of the women with 
histrionic PD also had a depressive disorder, an increased rate of suicide 
attempts, and a fourfold increase in utilization of medical services. It 
should be noted that the study derived the diagnosis from instruments 
not originally intended to diagnose personality disorders. 

Reich et a1.l5 and Zimmerman and C~rye l l , '~  using the PDQ, found iden- 
tical rates (0.4%) of narcissistic disorder. No cases were found by Maier 
et al.'O with the SCID, or Zimmerman and Coryell12 with the SIPD. 

Borderline 

Borderline and antisocial, have been the most studied PDs. In 1975 
Weissman and Myers,17 in a survey carried out in New Haven (USA) 
among a sample of 51 1 subjects using the SADS-L and RDC, reported a 
rate of only 0.2%. However, this rate was derived from an instrument not 
designed to measure DSM-I11 borderline PD. 

Reich et al.ls reported a rate of 1.3% of borderline PD with the PDQ. 
Zimmennan and Coryelllz obtained rates of 1.7% with the SIPD and 
4.6% with the PDQ. The rate of 1.7% was similar to that (1.1%) reported 
by Maier et al.1° Borderlines, compared to those with other PDs, exhib- 
ited higher rates of alcohol, tobacco use, phobic disorders, suicide 
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attempts, and schizophrenia. The borderlines were also younger and 
less likely to be married. Those who did marry were likely to be divorced 
or separated. 

Swartz et a1.18 carried out a study among 1541 community subjects 
(19-55 years of age) at the North Carolina site of the ECA, using a 
diagnostic algorithm derived from the Diagnostic Interview Schedule 
(DIS). They found a rate of 1.8%, and the disorder was significantly 
more common among females, the widowed, and the unmarried. There 
was a trend towards an increase in the diagnosis in younger, non- 
white, urban, and poorer respondents. The highest rates were found 
in the 19 to 34 age range, with the rates declining with age. All border- 
line respondents had also a DIS DSM-IU, Axis I lifetime diagnosis. 
The borderline group included high users of such services, with 50% 
having had contact with out-patient mental health services in the pre- 
vious six months. However, the borderlines did not use general medical 
services more than the total population, and they had similar rates of 
utilization of out-patient general health services. Borderline PD was 
significantly related to a poor marital relationship, a higher rate of 
physical disability, job difficulties, alcohol abuse, and psychosexual 
problems. 

Although some believe there is a preponderance of females with bor- 
derline personality disorder, they do not always take into account preva- 
lence of females in the populations studied.19~" Two studies did not find 
a higher female p r e v a l e n ~ e . ~ ~ , ~ ~  

Antisocial is the most studied PD. Its prevalence has been assessed in 
large scale epidemiologic surveys, which employed standardized diag- 
nostic criteria (Table 2). 

In the ECA study, antisocial PD was investigated, and one month, six 
month, and lifetime prevalence rates of OS%, 1.2%. and 2.6% were 
found. There was a variation in the lifetime prevalence at three sites, 
ranging from 2.1% to 3.4%.23 The lifetime prevalence rate for males was 
significantly higher (4.5%) than for females (0.8%). and the disorder was 
found predominantly in those under the age of 45, urban residents, and 
those who did not complete high school. The male excess occurred in 
every age and ethnic group. Among those with no disorder in the past 
year, the average duration of the disorder was 19 years. Typically it 
appeared at the age of eight, with a variety of problems at home and in 
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school. Less than half of the diagnosed subjects had a significant record 
of arrest. Occupational problems were found in 94% of the sample, vio- 
lence in 85%. and severe marital difficulties in 67%. Some form of sub- 
stance abuse occurred in 84% of individuals with antisocial PD.w 
Associations with schizophrenia and mania were also found. 

In the Christchurcb Psychiatric Epidemiologic Study, carried out in 
New Zealand with a methodology similar to the ECA, six month and 
lifetime antisocial PD prevalence rates of 0.9% and 3.1% were found 
among a sample of 1498 adults, aged 18 to 64 years.2s Males showed 
antisocial PD more frequently than females for both the six month (1.3% 
vs 0.5%) and lifetime (4.2% vs 0.5%) prevalence, but the differences did 
not achieve statistical significance. The authors also studied the one-year 
recovery rate, defined as the percentage of persons who had ever met cri- 
teria for a DIS DSM-111 disorder but who had not experienced an episode 
or key symptoms of the disorder in the 12-months prior to the interview. 
The recovery rate for antisocial PD was 51.6%. However, it is possible 
that many recovered subjects were substance abusers, who no longer 
appeared personality disordered when abstinent. 

In the Edmonton (Canada) study 3258 randomly selected adult house- 
hold residents were interviewed with the DIS,Z2' and 33.8% of the pop 
ulation met criteria for one or more disorders at some time in their life. A 
prevalence rate of 3.7% (6.5% for males and 0.8% for females) was 
found for antisocial PD. The disorder showed the highest me in the age 
group 18-34, and among widowed, separated, and divorced subjects. 
The mean age of onset was 8 years for males and 9 years for females. All 
cases of antisocial personality had their onset before 20 years of age. 

In Taiwan the rates of antisocial personality were considerably lower, 
ranging from 0.03% in rural villages to 1.4% in metropolitan Tai~ei .2~ 
This was consistent with the lower rates of most DSM-III disorders at the 
Taiwan site. In a survey of 131 subjects living in an Indian village in the 
western US, who were administered the SADS-L, only one male and no 
female cases were f0und.2~ 

Lee et al.M performed a replication of the ECA study in the city of 
Seoul. Korea. They found a prevalence rate of antisocial personality dis- 
order of 2.08% in a community sample of 3134. As in other studies there 
was a higher prevalence in males than females (3.54% vs 0.78%). 
Another replication of the ECA studya1 in Hong Kong, gave a prevalence 
of antisocial personality disorder of 2.78% in males and 0.53% in 
females in a sample of 7229 subjects. Antisocial personality disorder 
was one of the four most prevalent mental disorders found in males. 
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Both Reich er al.Is and Zimmerman and Coryell,12 using the PDQ, 
found considerably lower rates, 0.4% and 0.9% respectively. However, the 
rates increased to 3.0% when interviews were used, suggesting that self- 
reports may underestimate antisocial personality. Maier et a1.,I0 however, 
using a structured interview, also found a low rate of 0.2% in Germany. 

Interesting results were obtained by Koegel et al.'2 in a survey canied 
out among 328 homeless individuals living in the inner city of Los 
Angeles, who were administered the DIS, modified for use with a home- 
less population. An overall lifetime rate of 20.8% of antisocial PD was 
found compared to a rate of 4.7% in the Los Angeles sample in the ECA 
study (N = 3055). The risk ratio of having antisocial PD in the homeless 
as compared to the ECA sample was 4.4. The difference in rates was 
even more striking when the six month prevalence rate was considered. 
The rate among the homeless was 17.4% compared to 0.8% in the ECA 
sample, for ariskratio of 21.8. 

To summarize, antisocial PD seems to have a prevalence of around 
3% in the general population, and to be more frequent among males than 
females, with sex ratios ranging from 2:l to 7:l. It is also more common 
among younger adults, those Living in urban areas, and the lower socioe- 
conomic classes. People with a diagnosis of antisocial PD are also high 
users of medical services. 

Reich et al.lS and Baron er al.,14 in their sample of relatives of normal 
probands, found no cases of avoidant personality (Table 1). Zimmerman 
and Coryell12 reported rates ranging from 0.4% (PDQ) to 1.3% (SIF'D). 
The rate reported by Maier er al.lo (1.1%) was comparable to that 
obtained by Zimmerman and Coryell12 and by Baron er ol.l4 (1.6%) 
among relatives of schizophrenic probands. 

Dependent 

Reich et al.15 and Zimmerman and C ~ r y e l l , ~ ~  using the PDQ, reported rates 
of 5.1% and 6.7% respectively (Table 1). However, the rates were lower 
when a structured interview was used (SIPD: 1.7%; SCID: 1 .6%).12,L0 

Compulsive 

The rates of compulsive disorder were comparable in two s t u d i e ~ l ~ . ~ ~  in 
which the PDQ was used (6.4%15 and 4.0%LZ). However, lower rates 
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were reported with structured interviews, 1.7% with the SIPDL2 and 
2.2% with the SCID.'OAnother study" carried out at the ECA Baltimore 
site, ascertained the prevalence of compulsive PD in the community. and 
found a prevalence of 1.7%. Males had a rate about five times higher 
than females. The disorder was also more frequent among white, highly 
educated, married, and employed subjects, and it was associated with 
anxiety disorders. However, the study derived the diagnosis from an 
interview originally not intended to diagnose PDs. This could mean that 
they identified adaptive obsessive-compulsive traits rather than a PD. 

Using the PDQ, Zimmerman and C~rye l l ' ~  found a low rate (0.4%), 
while Reich et al,15 in their study, which included only 235 subjects, 
found no cases. The rate was higher with an interview, suggesting that 
passive-aggressive persons may under-report on self-administered ques- 
tionnaires. 

Epidemiological studies carried out in psychlatric settings 

Table 3 lists the main prevalence studies of PD carried out in in-patient 
and out-patient psychiatric samples. 

To summarize, although the prevalence of PD among psychiahic out- 
patients and in-patients can be high, both in patients with only a PD and in 
those with an Axis I disorder (especially affective disorders), no final wn- 
clusion can be reached because the available sNdieS reported very different 
prevalence rates. The differences are probably due to differences in sam- 
pling, diagnostic criteria, assessment methods, availability of mental health 
services, prevalence of Axis I disorders, and sociocultural factors. Even 
when authors use ICD or DSM criteria, they may have done so in different 
ways. There are, however, some consistencies acmss studies. The most 
prevalent PD seems to be hoderline, both in in-patient and out-patient set- 
tings. The next most common FDs tend to be schiwtypal and histrionic. 
These three disorders are also characterized by the lowest social function- 
ing. They are especially common in in-patient settings, as theirsymptoma- 
tology often results in hospitaliition due to suicidal hehavim, substance 
abuse, and cognitive-perceptual abnormalities. In out-patient settings, 
dependent and passive-aggressive PDs are also common. 

In a study carried out among 2344 patients attending a public psychi- 
atric facility and having a DSM-111 diagnosis of PD, cluster B patients 



Table 3. Prevalence rates ofpersonality disorders (PDs) nmongpsychiatricpatienls 
W o 

Author and year Country Sample size Classification Assessment %with Remarks 
of publication and setting system insmunenm PD 

(Ref. "0.) 

Allan. 1991 (43) UK LOO out-patients RDC Clinical 5 Alcohol abusers intreaunent 
inrerview 

ALnaes & Torgensen, Nonvay 298 out-patients DSM-III SIPD 81 97% had an Axis I diagnosis; about half 
1988a (44.45) had an affective disorder 

Baer. cla1.. 1990(46) USA % out-patients DSM-I11 SIPD 52 Obsesdve-compulsivedisorden. 
Dependent and histrionic PDs wen the 
most cnnmon. Compulsive PD was 
found in only 6% of he samole. 

Berger, 1985 (35) Canada 486 out-patients DSM-III Clinical 39 
assessment 

Castaneda & Fmlco, USA 1583in-patienm DSM-JU Clinical 6.4 
1985 (47) assessment 

Chamey erol.. 1981 (48) USA IM)in-patients DSM-111 Clinical 61 
assessment 14 

23 

Cutting ernl.. 1986 (49) UK LOO in-patients RDC SAP 44 

Dowsongr Berries, UK 74 in- and DSM-UI-R PDQ-R - 
1991 (50) wt-palients 4.5 

Allpaients seen in aprivate psychiatric 
p~s~ticeover a period of five years 

Patients discharged from apsychiauic 
facility duxingone year; 101 received a 
primary diagnosis of PD 
64 unipolar nonmelancholic depressives 
66 unipolarmelpneholic depressives 
30 bipolardepressives 
IOOconwcutive admissions with major 
psychiatric disorders. The pmponion of 
patienm with PD was comparable ammlg 
different diagnosic p u p s  (depressives 
54%. schiwphrcnics 3946. mania 39%) 
Each paient had a m a n  numberof 
PD diarmoses. Borderline (62%) and - . . 
histrionic (61%) PDs were the most 
common. 
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all PD palients. 17.2% had =diagnosis of 

Pfohl etal.. l986 (67) USA 

Pilgrim & Mann. UK 

1990 (68) 
Pilkonis & Frank. USA 

1988 (69) 

Reich, 1987(21) USA 

Reieh & Tmughmn, USA 
1988(13) 

Ross etal.. 1988 (70) Canada 

Rounsaville rral.. USA 
199l(71) 

Shea et al.. 1990 (72) USA 

131 (in-patients) DSM-III 

17.0 (in-patients) ICDIO 

119 (out-patients) DSM-III 

88(a) DSM-IU 
82(b) 
40(a) 
501 (out-patients) DSM-III 

298 (in- and out-patients)DSM-IU-R 

239 (out-patients) DSM-ID 

SIPD 

SAP 

Hirscbfeld- 
Klerman 
Pasonality 
Battery, PAS 
SIPD 

p w  
MCMI 

SlDP 
SIPD 

p w  
DIS 

SADS 

PAF 

borderline PD. Schizoaffective disorders. 
major affective disorders, dysthymia. 
substance abuse were more eommon 

among PD pdents 
Hisbionic (30%) and borderline (29%) 
most common. 54% of the PD had two or 
more PDs 
First admissions inone year. Anxious and 
impulsive PDs most common. 
Patients with rocumntunipoli~ 
depression. Most common PDs were 
avoidmt (30.4%) and compulsive 
(18.6%) 
45% had a consensus diagnosis of PD. 
More women with histrionic PD and 
moremen with-oid, mmpulsive and 
antisocial PDs 
Panic patienrs assessed with Ihe SIPD 
Out-patienu assessed with the SIDP 
Nwmal mnmls  assessed with the PDQ 
M1 addicts. 47% hadadiagnosis of anti- 
social PD 
Cocaine abusers. 7.7% had a diagnosis of 
antisocial PD 
Majordepressives in theNIMH 
Treatment of Depression Collabo~ative 
Research Rogram. 57% of those with PD 
had adiagnosisof two m more PDs. 
Compulsive, avoidant, dependent and 
paranoid mast frequent diagnoses. 



Table 3. (contd) W P 

Author and year Country Sample sire Classification Assessment % wilh Remarks 
of publication and setting system instruments PD 
(Ref. no.) 

Tumerernl., 1991 (73) USA 68 (out-patients) DSM-III-R SCID-11 37 Patients with social phobia. Over 75% 
received subthreshold ratings for one or 
more PDs. Avoidant and obsessive PD 
most common. 

Tyrere1 al., 1983 (74) UK 316 (allout-patients ICD8 PAS 39.9 All patients had a diagnosis of neurosis. 
except l 2  pm) Anankastic personalily disorder was the 

most common 
Zanarini elal., 1987 (75) USA 43 (in-patients) DSM-Ill DIDP 81 97% of the PDs had two or more PDs. 

Borderline PD was most frequent (26%) 
Z i m m m e r o l . .  USA 66 (in-patients) DSM-U1 SIDP 57.6 Basedon patient interview 

1988 (76) 36.4 Based on informant interview 

Abbreviations: RDC, Research Diagnostic Criteria; DSM, Diagnostic and Statistical Manual of M e n d  Disorders; ICD, International Smistical Classification of 
Diseases Related Health Roblems: SIPD. SUuctured Interview far Personality Disorders; SAP, Standardized Assessment of Personalily; PDQ, Personality 
Diagnostic Ouestionnain: MGMI. Million Clinical Multiaxial Inventory; BSI. Borderline Syndrome Index; DIB, Diagnostic Interview for Bordelincs; SCID, 
structured Clinical Interviews for DSM; PDE, Personality  iso order ~xamination; PAS, ~ersonality Assessment Schedule; DIS, 
Diagnostic Interview Schedule; P M ,  Personality Assessment Form; DIDP, Diagnostic Interview for Personality Disorders. 
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were the most frequent and cluster A patients the least." There was 
highly significant demographic variation manifest across PD clusters. In 
the only study which investigated PD rates among those seen in a private 
psychiatric practice (N = 486). they were diagnosed in 39% of the 
patients seen.'= Borderline (9.7%) and obsessive-compulsive (8.2%) 
were the most frequently observed. 

Some studies have compared the hospital admission rates for PD over 
time, and they allow us to assess the impact of diagnostic changes. 
Mors36 has shown that in Denmark sex- and age-standardized rates of 
first-admitted borderlines significantly increased during the 16-year 
interval 197&85. There was no sex difference, but the age group 15-34 
especially contributed to the increase, which was particularly remarkable 
in urban areas, and might be explained in terms of a change in diagnostic 
habits. This hypothesis received support from another analysis of Danish 
admissions to psychiatric institutions in the years 1975. 1980, and 1985. 
In those years the increase in borderline diagnosis (5% to 20%) in men 
paralleled a decrease in the diagnosis of psychopathy (22% to 7%):' The 
authors suggest that those previously diagnosed as psychopathic 
deviants were subsequently labelled borderlines. The shift in diagnosis 
was less marked for females. 

This same phenomenon, i.e., a change in diagnostic practice has been 
studied at one of the largest university-affiliated psychiatric hospitals 
in the USAJ8 Comparing the diagnoses given to hospitalized patients in 
the last five years of the DSM-II era (N = 5143) with those given in the 
first five years of the DSM-I11 era (N = 5771). a marked increase was 
found in the diagnosis of PD, together with a decrease in the diagnosis of 
schizophrenia, and a corresponding increase in the diagnosis of affective 
disorders. The percentage of patients with a diagnosis of PD (19.1% to 
49.2%) increased more than twofold. The most frequent diagnostic 
categories employed since the introduction of the DSM-111 were 
atypicaUmixedlother PD (33%) and borderline (27%). Another study 
assessed the proportion of patients with PD among all hospitalized 
cases of non-psychotic mental disorders in military personnel in the US 
Navy from 1981-1984.39 The overall sample included 27,210 cases. 
Among them, 4581 (16.8%) had a PD as the primary diagnosis. In 
New Zealand a survey was made of all patients admitted to psychiatric 
hospitals over a seven year period with an ICD-9 primary diagnosis of 
personality disorders (N = 6447).40 Despite a decrease in the total num- 
ber of admissions, the relative totals for each personality disorder 
remained consistent. The most common diagnosis was an unspecified 
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PD. and it accounted for 45% of the total sample. The next most wm- 
mon was asthenic PD. 

In the US on a selected day in 1986, there were a total of 3893 persons 
under care in some in-patient psychiatric facility, with a primary diagno- 
sis of PD. This corresponded to 2.4% of the total number of in-patients 
on that date.41 In the same year there were 29,910 admissions with a pri- 
mary diagnosis of PD. 1.9% of all admissions. The median length of hos- 
pital stay for in-patients with a diagnosis of PD was nine days. Among 
all those under out-patient care on the same day, there were 81,731 or 
5.9% of the total, with a diagnosis of PD. In the same year 136,903 peo- 
ple or 6.4% were admitted to out-patient care with a PD diagnosis. 

The epidemiological findings in treated samples are especially impor- 
tant if we bear in mind that the presence of a PD among those suffering 
from other mental disorders can be a major predictor of the natural his- 
tory and treatment o~ tcome .~  

Conclusions 

The epidemiology of PDs has not received the same amount of attention 
as that of many other psychiatric disorders. In the last few years the situ- 
ation has changed, and we now have data on the prevalence of PD in the 
community and in psychiatric facilities. Community data come primarily 
from three s t u d i e ~ l ~ - ~ ~  with a total sample of about 1300 subjects from 
two countries, Germany and the US. There are excellent national and 
cross-national epidemiological data on antisocial personality disorder, 
based on the same diagnostic methods. There are almost no data on other 
PDs from countries other than Germany and the US. The lack of studies 
from developing countries is especially noteworthy because the role of 
sociocultural factors has yet to be determined. 

One important methodological problem is that some PDs have a very 
low prevalence rate. Consequently, epidemiological surveys carried out 
among the general population may require very large samples in order to 
identify a sufficient number of cases to study demographic correlates and 
the association of PD with other psychiatric disorders. 

Many of the PDs are at an early stage of construct validation. Further 
research should probably follow the general recommendations for vali- 
dating a psychiatric disorder. These include the need to delineate a pro- 
posed disorder from other disorders. Given the overlap of the PDs, this 
will be a challenging task. Another criterion is external validation, and 
there are a number of psychological tests and behavioural indicators that 
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might be used to establish conshuct validity. Biological markers will also 
be important in future research as another source of external validation. 

Another method of validation is to determine whether the course or 
natural history of PDs justifies their differentiation. Few such studies 
have been done, because of the time and wst  of prospective designs. hut 
longitudinal studies can pmvide information not available from cross- 
sectional ones. They could identify predictors of future PDs, modifying 
variables, and medical and social service needs. They also offer an 
opportunity to examine the effect of temperament as an important pre- 
disposing variable. Another issue that wuld be explored in this way is 
the temporal stability of PDs. Although as defined in the ICD-l0 and 
DSM-111, PDs are long-lasting disorders, very limited data are available 
regarding this. For this reason it would be worth investigating the epi- 
demiology of PDs in different age groups, as an indication of the course 
of PDs. Longitudinal studies will also provide evidence for the validity 
of the concept of PD as constant maladaptive behaviour across time and 
environmental circumstances." 

Finally, treatment response is also a validator. Although PDs are con- 
sidered stable and long lasting, it is possible that effective treatments will 
ultimately be developed, as with other psychiatric disorders, and treat- 
ment response could also be used to validate the different types of PD. 
There has been a remarkable advance in our understanding of the epi- 
demiology of PDs in the last few years. As this continues, we should bet- 
ter understand not only the PDs, but also other mental disorders. 

References 

l Casey, P.R Epidemiology of personality disorders. In Tyrer, P. (ed.) Personalily 
Disorders: Diagnosis. Management andcourse. London: Wrighf 1988. 

2 Metikangas, K.R. & Weissman, M.M. Epidemiology of DSM-111 Axis 11 person- 
ality disorders. In: Frances, A.J. & Hales, R.E. (eds), APA Annual Review, vol. 5. 
Psychiarry Update, pp. 258-78. Washington, DC: American Psychiauic Press. 
1986. 

3 Merikangas. K.R. Epidemiology of DSM-111 personality disorders. In Michels, 
R. er al., (eds.). Psychiatry, v01 3, pp 1-16. Philadelphia: Lippincott, 1989. 

4 Weissman, M.M. The epidemiology of personality disorders: A 1990 update. 
Journal ofPersonalily Disorders. 1993; 7.4462.  

5 Andrwli, A., Glessot, G., Aapro. N., Tricot, L. & Gognalons, M.Y. Personality 
disorders as a predictor of outcome. Joumal of Personality Disorders, 1989; 3: 
307-20. 

6 Reich. J.H. & Green, A.I. Effect of personality disorders on outcome of treat- 
ment. Joumal ofNewousandMenralDisease. 1991; 179: 74-82. 



38 J. H. Reich and G. de Girolamo 

7 Neugebauer, R.. Dohrenwend, B.P. & Dohrenwend, B.S. Formulation of 
hypotheses about the true prevalence of functional psychiatric disorders among 
adults in the US. In Dohrenwend, B.P., Dohrenwend, B.S., Gould, M.S., Link. 
B., Neugebauer, R. & Wunsch-Hilzir, R. (eds.). Mental Illness in rhe United 
States: Epidemiological Esrimares. pp. 5692.  New York: Praeger, 1980. 

8 Perry, C. & Vaillant, G.E. personality Disorders. In Kaghan, H.I., Sadock, B.J. 
(eds.). Comprehensive Texrbook of Psychiarry, pp. 1352-86. Baltimore: William 
& Wirekins, 1989. 

9 Casey, P.R. & Tyrer, P.J. Personality, functioning and symptomatology. Journal 
ofPsychiatricResearch. 1986; 20: 363-74. 

10 Maier, W., Lichtermann. D., Klingler. T. & Heun, R. Prevalences of personality 
disorders (DSM-III-R) in the community. Journal of Personality Disorders, 
1992; 6: 187-96. 

l 1  Reich, J., Boerstler, H., Yates, W. & Nduaguba, M. Utilization of medical 
resources in persons with DSM-I11 personality disorders in a community sample. 
International Journal of Psychiatry in Medicine, 1989a; 19: 1-9. 

12 Zimmennan, M. & Coryell, W.H. Diagnosing personality disorders in the com- 
munity. Archives of General Psychiarry, 1990; 47: 527-31. 

13 Reich, 1. & Troughton, E. Frequency of DSM-Ill personality disorders in 
patients with panic disorder: comparison with psychiatric and normal control 
subjects. Psychiarry Research, 1988; 26: 89-100. 

14 Baron. M., Gruen, R., Rainer, J.D., Kane, I., Asnis, L. & Lord, S. A family study 
of schizophrenic and normal control probands: Implications for the spectrum 
concept of schizophrenia. American Journal of Psychiarry, 1985; 142: 447-55. 

15 Reich, J.H., Yates, W. & Nduaguba, M. Prevalence of DSM-I11 personality dis- 
orders in thecommunity. SocialPsychiarry, 1989b: 24: 12-16. 

16 Nestadt. G., Romanoski, AI., Chahal. R., Merchant, A., Folstein, M.F., 
Gruenberg, E.M., & McHugb, P.R. An epidemiological study of histrionic per- 
sonality disorder. Psychological Medcine, 1990; 20: 413-22. 

17 Weissman. M.M. & Myers. J.K. Psychiatric disorders in a US community. Acta 
Psychiarrica Scandinavica, 1980: 62: 99-1 l l .  

l 8  Swartz, M,, Blazer. D.. George. L. & Winfield, I. Estimating the prevalence of 
borderline personality disorder in the community. Journal of Personality 
Disorders, 1990,4: 257-72. 

19 Akhtar. S., Byme, J.P. & Doghramji, K. The demographic profile of borderline 
personality disorder. Journalof Clinical Psychiarry, 1986: 47:196-198. 

20 Widiger, T.A. & Weissman. M.M. Epidemiology of borderline personality dis- 
order. Hospital and Community Psychiatry, 1991; 42: 1015-21. 

21 Reich, J. Sex distribution of DSM-I11 personality disorders in psychiatric out- 
patients. American JournalofPsychiarry, 1987; 144: 4854.  

22 Kass, F., Skodol, A.E., Charles, E., Spitzer, R.L. & Williams. J.B.W. Scaled rat- 
ings of DSM-I11 personality disorders. American Journal of Psychiarry, 1985: 
142: 627-30. 



39 Epidemiology of DSM-Ill PDs 

23 Robins. L., Tipp, J. & Przybeck, T. Antisocial personality. In Robins, L. & 
Regier. D.A. (eds.). Psychiatric Disorders in America The ECA Siudy, pp. 
258-90. New York: Free Press. 1991. 

24 Regier, D.A.. Farmer, M.E., Rae, D.S., Locke, B.Z., Keith, S.J., Judd, L.L. & 
Gwdwin, F.K. Comorbidity of menial disorders with alcohol and other drug 
abuse. JAMA, 1990,264: 251 1-18. 

25 Wells. E.]., Bushnell, I.A., Hornblow, A.R., loyce, P.R. & Oakley-Browne, 
M.A. Christchurch psychiatric epidemiology study. Part I: Methodology and 
lifetime prevalence for specific psychiatric disorders. Australian and New 
ZeolandJournal of Psychiatry. 1989; W: 315-26 

26 Bland, R.C.. Newman, S.C. & Om. H. Age of onset of psychiatric disorders. 
Acto Psychiarrica Scandimvica, 1988a; 77 (Suppl338): 43-9. 

27 Bland R.C.. Om. H. & Newman, S.C. Lifetime prevalence of psychiatric disorders 
in Edmonton. Acra Psychiarrica Scandimvica, 1988b; 77 (Supp1338): 24-32 

28 Hwu. H.G.. Yeh, E.K. & Chang, L.Y. Prevalence of psychiatric disorders in 
Taiwan defined by the Chinese Diagnostic Interview Schedule. Acta 
Psychiairica Scandinavica, 1989; 79: 13647. 

29 Kinzie, J.D., hung. P.K.. Boehnlein, I., Matsunaga, D., Johnson. R., Manson, 
S., Shore. J.H., Heinz, I. & Williams, M. Psychiatric epidemiology of an Indian 
village: A 19-year replication study. Journal of Nervous and Mental Disease. 
1992; 180: 33-9. 

30 Lee, C.K., Kw& Y.S., Yamamoto, I.. Rhee, H., Kim. Y.S., Han, J.H., Choi, J.O. 
& Lee, Y.H. Psychiatric Epidemiology in Korea, Pan I: Gender and Age 
Differences in Seoul. Journal ofNervous andMentalDisease, 19W). 178: 242-52. 

31 Chen. C., Wong, I., Lee. N., Chan-Ho, M., Lau, J.T. & Fung, M. The Shatin 
community mental health survey in Hong Kong. 11. Major findings. Archives of 
General Psychiatry. 1993; 50,125-33. 

32 Koegel. P,, Bumam, M.A.. & Fan; R.K. The prevalence of specific psychiatric 
disorders among homeless individuals in the inner city of Los Angeles. Archives 
of General Psychiatry, 1988; 45: 1085-92. 

33 Nestadt. G., Romanoski. AJ., Brown, C.H., Chahal, R., Men'hant, A., Folstein, 
M.F.. Gmenberg, E.M. & McHugh, P.R. DSM-III compulsive personality disor- 
der: An epidemiological survey. Psychological Medicine, 1991; 21: 461-71. 

34 Fabrega, H., Uhich, R., Pilkonis, P. & Mezzich. I. On the homogenity of person- 
ality disorder clusters. Comprehensiv@ Psychiatry. 1991; 32: 373-85. 

35 Berger, I. Private practice: The first five years. Canadian Journal of Psychiatry, 
1985; JO: 566-71. 

36 Mors, 0. Increasing incidence of borderline states in Denmark fmm 1970-1985. 
Acra Psychiairica Scandinavica. 1988; 77: 575-83. 

37 Simonsen, E. & Mellergard, M. Trends in the use of the borderline diagnosis in 
Denmark from 1975 to 1985. Journal ofPersomlity Disorders, 1988: 2: 102-8. 

38 Loranger, A.W. The impact of DSM-III on diagnostic practice in a University 
Hospital. Archives of General Psychiatry, 1990; 47: 672-5. 



40 J. H. Reich and G. de Girolamo 

39 Kilbourne, B., Goodman, J. & Hilton, S. Predicting personality disorder diag- 
noses of hospitalized navy personnel. Military Medicine, 1991: 156: 3547.  

40 Mulder, R.T. Personality disorders in New Zealand hospitals. Acta Psychiatrica 
Scandinavica, 1991; 84: 197-202. 

41 NIMH. Mental Health, United States, 1990. Manderscheid, R.W. & 
Sonnenschein, M.A. (eds.). DHHS Pub. No. (ADM) 9W1708. Washington: 
Superintendent of Documents. U.S., Government Printing Office, 1990. 

42 Rutter, M. Temperament, personality and personality disorder. British Journal of 
Psychiatry, 1987; 150: 443-58. 

43 Allan, C.A. Psychological symptoms, psychiatric disorder and alcohol depec- 
dence amongst men and women attending a community-based voluntary agency 
and an Alcohol Treatment Unit. British Joumnl ofAddiction. 1991; 86: 419-27. 

44 Alnaes, R. & Torgmen, S. The relationship between DSM-111 symptom disor- 
ders (Axis I) and personality disorders (Axis 11) in an outpatient population. Acta 
Psychiatrica Smndhvica,  1988a; 78: 485-92. 

45 Alnaes, R. & Torgersen, S. DSM-111 symptom disorders (Axis I) and personality 
disorders (Axis 11) in an Outpatient Population. Acta Psychiatrico Scandina~ica, 
1988b 783 348-55. 

46 Baer, L., Jenike, M.A., Ricciardi. J.N., Holland, A.D., Seymour, R.J.. 
Minichiello, W.E. & Bultolph, L. Standardized assessment of personality disor- 
ders in obsessive-compulsive disorder. Archives of General Psychiatry, 1990: 
47: 826. 

47 Castenada, R. & Franco, H. Sex and ethnic distribution of borderline personality 
disdorder in an inpatient sample. American Journal of Psychiatry, 1985; 142: 
1202-3. 

48 Charney. D.S.. Nelson, J.C. & Quinlan, D.M. Personality traits and disorder in 
depression. American Journalof Psychiatry, 1981: 138: 16014.  

49 Cutting. J.. Cowen. P.J., Mann, A.H. & Jenkins, R. Personality and psychosis: 
use of the standardized assessment of personality. Acta Psychiatrica 
Scandinavica, 1986; 73: 87-92. 

50 Dowson. J.H. & Berrios, G.E. Factor smcure of DSM-111-R personality disor- 
ders shown by self-report questionnaire: implications for classifying and assess- 
ing personality disorders. Acta Psychiatrica Scandinavica, 1991; 84: 555-60. 

51 Friedman, R.C., Amnoff MS., Clarkin, J.F., Corn. R. &Hun, S.W. History of 
suicidal behaviour in depressed borderline inpatients. America Journal of 
Psychiatry, 1983; 140: 1023-6. 

52 Fyer, M.R., Frances, A.J., Sulivan, T., H u n  S.W., Clarkin, J. Comorbidity ofbor- 
derline personality disorder. Archives of General Psychiatry, 1988: 45 348-52. 

53 Hyler, S.E. &Lyons, M. Factor analysis of the DSM-111 personality disorder 
clusters: a replication. Comprehensive Psychiatry. 1988; 29: 304-8. 

54 Jackson, H.J., Whiteside, H.L., Bates, G.W.. Bell, R., Rudd, R.P. & Edwards. J. 
Diagnosing personality disorders in psychiatric inpatients. Acta Psychiatrica 
Scandinavica, 1991; 83: 2W13 .  



4 1 Epidemiology of DSM-Ill PDs 

55 Kastrup, M. Who became revolving door patients? Findings from a nation-wide 
cohort of first time admiued psychiatric patients. Acta Psychiatrica 
Scandinavica, 1987: 76: 80-8. 

56 Kennedy, S.H., McVey, G. & Katz. R. Personality disorders in anorexia nervosa 
and bulimia nervosa. Journal of Psychiatry, Re&. 1990; 24: 259-9. 

57. Kroll. J., Sines L., Martin. K., Lari, S., Pyle, R. & Zander, J. Borderline personal- 
ity disorder: conshua validity of the concept. Archives of General Psychiatry, 
1981;38: 10214. 

58 Loranger, A.W., Lenzenweger, M.F.. Gartner, A.F., Susman, V.L., Henig, 1.. 
Zammit, G.K., Gartner, J.D., Abrams, R.C. & Young, R.C. Trait-state artifacts 
and the diagnosis of personality disorders. Archivesof GeneralPsychiatry. 1991; 
48: 720-8. 

59 McGlashan, T.H. The Chesmut Lodge Follow-up Study 111. Long-term outcome 

of borderline personalities. Archives of General Psychiatry, 1986: 43: 2&30. 
60 Mezzich. J.E., Coffman, G.A. & Goodpastor, S.M. A format for DSM-111 diag- 

nostic formulation: experience with 1.111 consecutive patients. American 
Journal of Psychiatry. 1982; 139: 5914. 

61 Mezzich, J.E., Ahn, C.W.. Fabrega, H. & Pilkonis, P.A. Patterns of psychiatric 
comorbidity in a large population presenting for care. In Maser ID, Cloninger 
CR. eds. Comorbidiry of Mood and Anriery Disorders, pp. 189-204. 
Washington: American Psychiatric Press, 1990. 

62 Nace, E.P., Davis, C.W. & Gaspari, J. Axis U Comohidity in substance abusers. 
American JournalofPsychiatry, 1991; 148: l1&20. 

63 Numberg, G.H., Raskin. M.. Levine, P.E., Pollack, S., Siegel, 0. & Prince, R. 
The comorbidity of borderline personality disorder and other DSM-III-R Axis I1 
personality disorders. American Journal of Psychiatry, 1991; 148: 1371-7. 

64 Nussbaum, D. & Rogers, R. Screening psychiatric patients for Axis I1 disorders. 
Canadian Journal of Psychiatry. 1992; 37: 65860. 

65 Oldham, J.M. & Skodol, A.E. Personality disorders in the public sector. Hospital 
andcommunity Psychiatry, 1991; 42: 481-7. 

66 Oldham, J.M., Skodol, A.E., Kellman, H.D., Hyler. S.E.. Rosnick, L. & 
Davies, M. Diagnosis of DSM-I11 personality disorders by two structured inter- 
views: patterns of comorbidity. American Journal of Psychiatry, 1992; 142: 
2 13-20. 

67 Pfohl, B., Coryell, W.. Zimmerman, M. & Stangl D. DSM-I11 personality disor- 
ders: Diagnostic overlap and inter consistency of individual DSM-111 criteria. 
ComprehensiveP~ychiatry, 1986: 27: 21-34. 

68 Pilgrim, I. & Mann, A. Use of the ICD-10 version of the standardized assessment 
of personality to determine the prevalence of personality disorder in psychiatric 
in-patients. Psychological Medicine, 1990; 20: 985-92. 

69 Pilkomis. P.A. &Frank, E. Personality pathology in recurrent depression: nature. 
prevalence, and relationship to treatment response. American Journal of 
Psychiatry. 1988; 145: 43541. 



42 J. H. Reich and G. de Girolamo 

70 Ross, H.E., Glaser. F.B. & Germanson, T. The prevalence of psychiatric disor- 
ders in patients with alcohol and other drug problems. Archives of Genarql 
Psychiatry. 1988: 45: 1023. 

71 Rounsaville, B.J., Anton, S.F., Carroll, K., Budde, D., P ~ s o f f ,  B.A. & Gawin, F. 
Psychiatric diagnoses of treatment-seeking cocaine abusers. Archives of General 
Psychiatry, 1991; 48: 43. 

72 Shea. M.T.. Pilkonis, P.A., Beckham, E. Collins, J.F., Elkins, l., Sorsky, S.M. & 
Docherty. J.P. Personality disorders and treatment outcome in the NIMH 
Treatment of Depression Collaborative Research Program. American Journal of 
Psychiatry, 1990; 147: 71 1-17. 

73 Turner, S.S., Beidel, D.C., Borden, J.W., Stanley, M.A. Br Jacob, R.G. Social 
Phobia: Axis I and I1 correlates. Journal of Abnormal Psychology, 1991; 100: 
1024.  

74 Tyrer. P,, Casey, P. &Gall. 1. Relationship between neurosis and personality dis- 
ader. British Journal ofPsychiatry. 1983; 142: 404-8. 

75 Zanarini, M.C., Frankenburg, F.R., Chauncey, D.L. & Gunderson, 1.G. The diag- 
nostic interview for personality disorders: Interrater and test-retest reliability. 
Comprehensive Psychiatry. 1987; 28: 467-80. 

76 Zimmerman, M,, Pfohl, B., Coryell, W., Stangl. D. & Coranthal, J.L.C. 
Diagnosing personality disorder in depressed patients. A comparison of patient 
informant interviews. Archives of GeneralPsychiafry. 1988; 45: 733-7. 



43 

Background and History 

International personality disorder 
examination (IPDE) 
Armand W. Loranger 

One of the aims of the World Health Organization (WHO) and US 
Alcohol, Drug Abuse and Mental Health Administration (ADAMHA) 
joint program on psychiatric diagnosis and classification was the devel- 
opment and standardization of diagnostic assessment instruments for use 
in clinical research around the world.' The International Personality 
Disorder Examination (IPDE) is a semistructured clinical interview ori- 
ginally designed to assess the personality disorders (PDs) in the ICD-1O2 
and DSM-In-R3 classification systems, and subsequently modified for 
compatibility with DSM-IV.4 

The IPDE is an outgrowth and adaptation for international use of the 
Personality Disorder Examination (PDE) (Loranger, 1988).' To facili- 
tate the development of the IPDE, beginning in 1985 several interna- 
tional workshops were convened. At these meetings WHO and 
ADAMHA officials, together with representatives of the international 
psychiatric community, discussed the fonnat of the interview, the word- 
ing of items, and the development of a scoring manual. Frequent revi- 
sions were made to reflect the experience of interviewers with trial 
versions. Investigators at the various centres involved in the field trial 
described in this volume translated the i n s m e n t  into the following lan- 
guages: Dutch, French, German, Hindi, Japanese, Kannada, Norwegian, 
Swahili, and Tamil. The translations were back-translated into English 
by a psychiatrist or psychologist who had not seen the original English 
version. Variations and pmblems in the back-translation were then 
reviewed with those who undertook the original translation, and correc- 
tions were made when indicated. Later, translations were made into 
other languages, including Danish, Italian, Spanish, Russian, and 
Estonian. Additional translations are contemplated. 

Particular problems arise when the interview is used with subjects 
who are illiterate and speak a regional or tribal dialect. Since written and 
spoken language ate quite different in such populations, the interviewer 
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must frequently depart from the literal text and improvise an equivalent 
question on the spot, in order to maintain communication with the sub  
ject. Although this is a potential source of error variance, the examiner's 
familiarity with the scope and meaning of the diagnostic criteria and with 
the intent of the original IPDE question, should keep such error within 
tolerable limits. 

Structure of the IPDE 

The IPDE is arranged in a format that attempts to provide the optimal 
balance between a spontaneous, natural clinical interview and the 
requirements of standardization and objectivity. At the beginning of the 
interview the subject is given the following instructions: 'The questions I 
am going to ask concern what you are like most of the time. I'm inter- 
ested in what has been typical of you throughout your life, and not just 
recently. If you have changed and your answers might have been differ- 
ent at some time in the past, be sure to let me know.' 

The questions flow in a natural sequence that is congenial to the clini- 
cian. They are arranged under six headings: work, self, interpersonal 
relationships, affects, reality testing, and impulse control. The headings 
are not only convenient labels, but they play an organizational or the- 
matic role. At times the overlapping nature of the six domains required a 
somewhat arbitrary allocation of questions. For efficiency and conve- 
nience sometimes a question extends beyond the scope of the section 
where it appean. For example, many obsessive-compulsive criteria are 
best assessed in the context of work functioning, but behaviour outside 
the realm of work is also considered, even though the questions appear in 
the 'work' sectionof the interview. 

The sections are usually introduced by open-ended inquiries that offer 
the subject an opportunity to discuss the topic as much as he chooses. 
This helps to develop a set for the questions that follow, and pmvides a 
transition from the focus of the previous section. Although they are not 
scored as such. these introductory remarks of the subject provide a back- 
ground against which to judge the clinical significance of some of the 
replies to the specific questions that follow. At times the comments also 
facilitate the task of the examiner in deciding whether to probe or pursue 
certain aspects of the subject's responses. 

The criterion and its number, together with the name of the disorder, 
appear above the questions designed to assess it. Since the questions are 
merely an attempt to get at the criterion, this serves to remind the exam- 
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iner what he is actually rating. When there is no major difference 
between an ICD and DSM criterion, they are assessed together by identi- 
cal questions. This occurs as often as possible to prevent the combined 
ICD-DSM version of the interview from becoming too long or unwieldy. 
Some criteria are followed by the designation partial. an indication that 
the item does not assess the entire criterion. This is done to preserve the 
topical focus of the interview. For example, it is more appropriate to 
inquire about an identity disorder in the sexual realm, when the subject 
of sex is being discussed, than to attempt to cover other manifestations of 
an identity disorder. such as uncertainty about values or career choice, at 
the same point in the interview. 

There appears to be no consensus about how long a behaviour should 
be present before it can be considered a personality trait. The IPDE 
has adopted the conservative convention that it should exist for a span 
of at least five years. Consideration was given to a three-year require- 
ment, but it was decided that might too frequently lead to confounding 
episodic mental illnesses or responses to unusual or special life sihla- 
tions with the more enduring behaviour associated with personality. 
Some may feel this is too exacting, especially when applied to adoles- 
cents. Since users of the IPDE will differ in their predilection for making 
PD diagnoses in adolescents. those who prefer a three-year requirement 
may adopt it for that age group. They should specify, however, that 
they have departed from the standard instructions. The use of anything 
less than a five-year timeframe with subjects over 20 years of age is 
discouraged. 

ICD-10, DSM-IU-R, and DSM-N date the onset of the first manifes- 
tations of a PD to childhood, adolescence, or early adulthood. For that 
reason the IPDE takes the somewhat arbitrary position, that the require- 
ments for at least one criterion of a disorder must have been fulfilled 
prior to age 25, before that particular disorder can be diagnosed. Age 25 
years rather than an earlier age was selected to allow more informed 
and accurate judgments about many of the adult-oriented PD criteria. 
Clinical tradition notwithstanding, it is possible that personality trans- 
formations may occur in midlife or old age, and that a true PD may 
emerge de novo at that time. In the absence of empirical data. rather than 
encourage premature closure on the subject, there is provision in the 
IPDE for an optional late onset diagnosis. The interview also provides 
the option of making a past diagnosis in someone who previously met 
the requirements, but does not evidence the behaviour currently (past 
12 months). 
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Administration and scoring 

Much of the behaviour described in the criteria of ICD-10, DSM-HI-R, 
and DSM-IV exists on a continuum with normality. The IPDE scoring is 
based on the convention that a behaviour or trait may be absent or nor- 
mal (O), exaggerated or accentuated (l), and criterion level or pathologi- 
cal (2). A few criteria are not applicable to certain subjects, and are 
scored 'NA'. A '? scoring category is reserved for those rare occasions 
when a subject, despite encouragement, refuses to answer a question or 
states that betshe is unable to do so. It is not used to designate uncertainty 
on the part of the examiner about rating the item. 

No single formula was used in developing the guidelines in the scor- 
ing manual. They are based on interpretations of the criteria by the 
author of the instrument, and were revised after discussions with the 
clinicians who participated in the field trial. Clinical judgement, com- 
mon sense, and practical experience with the interview shaped the final 
version of the guidelines. The boxed text contains a sample item from 
the IPDE demonstrating the format, type of questions, and scoring 
guidelines. 

Initial replies of the subject that suggest a positive reply are rarely 
sufficient for scoring a criterion. They must be supplemented and sup- 
ported by convincing descriptions or examples. The examiner uses clini- 
cal judgement to determine the length of the descriptions and the number 
of examples. Although there is a standard set of probes, they must be 
augmented by an adequate clinical examination of the subject. 

The interviewer scores the IPDE itern-by-item, as he progresses 
through the interview. The scores are combined for diagnostic purposes 
at the conclusion of the interview. Although this may be done clerically 
using a set of step-by-step algorithmic directions, the most efficient 
method is to use a program especially designed for personal computers. 
It is written with operator prompts, and the user responds to questions 
regarding the task to be perFormed and the management of the data, 
which may be sent to a printer and saved in a disk file. The entire proce- 
dure takes 5 to 10 minutes. 

Scope of the IPDE 

The IPDE is not designed to survey the entire realm of personality. Its 
purpose is to identify those traits and behaviours that are relevant to an 
assessment of the criteria for personality disorders in the ICD-10 and 
DSM-IV classification systems. It neglects many neutral, positive, and 
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Sample of IPDE item 

The questions I am going to ask concern what you are like most of 
the time. I'm interested in what has been typical of you throughout 
your life, and not just recently. If you have changed and your 
answers might have been different at some time in the past, be sure 
to let me know. 

l. WORK 

If the subject has rarely or never worked, and is not a housewife (home- 
maker), student, or recent graduate, cirde NA for 1 and proceed to 2. 

I would like to begin by discussing your life at work (school). How well do you 
usually function in your work (at school)? 

What annoyances or problems keep occurring in your work (at school)? 

1. 0 1 2 ? 0 1 2 ? N A  
Is excessively devoted to work and productivity to the exclu- 
sion of leisure activities and lrlendships (not accounted for 
by obvious economic necessity) 
Obsessive Compulsive: 3 

Do you spend so much time working that you don't have any time left for any- 
thing else? 

If yes: Tell me about it. 

Do you spend so much time working that you (also) neglect other people? 
If yes: Tell me about it. 

The examiner should be alert to the use of rationalizations to 
defend the behaviour. The fact that work itself may be pleasurable 
to the subject should not influence the scoring. There is no require- 
ment that the subject actually enjoy the work, although that is 
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often the case. Personal ambition, high economic aspirations, or 
inefficient use of time, are unacceptable excuses. Exoneration due 
t o  economic necessity should be extended only when supported by 
convincing explanations. Allowance should be made for short-term, 
unusual circumstances, e.g., a physician in training who has little or 
no control over his work schedule. The same person would not be 
excused if he persisted in excessive involvement in his work or 
career. Avoidance of interpersonal relationships or leisure activities 
for reasons other than devotion to work is not within the scope of 
the criterion. 

2 Excessive devotion to work and productivity that usually prevents 
any significant pursuit of both leisure activities and interpersonal 
relationships. 

1 Excessive devotion to work and productivity that occasionally pre- 
vents any significant pursuit of both leisure activities and interper- 
sonal relationships. 

Excessive devotion t o  work and productivity that usually prevents 
any significant pursuit of either leisure activities or interpersonal 
relationships but not both. 

0 Denied or rarely or never leads to exclusion of leisure activities or 
interpersonal relationships. 

adaptive traits, because they are irrelevant to a PD assessment. I t  also 
does not cover other (Axis I )  mental disorders. There are instruments 
available for the evaluation of most of those conditions. We recommend 
their use prior to the IPDE, to provide the examiner with background 
information that i s  likely to enhance the reliability and validity of the 
questioning, probing, and scoring process. When i t  i s  not available fmm 
such an interview or from other sources, the IPDE examiner is expected 
to conduct a mental status examination and to take a psychiatric history. 

The IPDE examines every subject for the presence or absence of all 
the PD criteria. I t  also provides a dimensional score for every subject on 
each disorder, regardless of whether or not they fulfill the criteria for the 
disorder. This additional information supplements that based on categor- 
ical diagnosis alone. Because PDs often reflect the exaggerated presence 
of traits that are continuously distributed in the population at large, the 
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dimensional scores are not only useful to the clinician, but they also pro- 
vide the research investigator with greater reliability and more versatility 
in data analysis. 

Appropriate subjects 

The IPDE is not intended for subjects below the age of 18, although with 
slight modifications some investigators have found it useful with those 
as young as age 15. The interview is not appropriate for those with 
severe depression, psychosis, below-normal intelligence, or substantial 
cognitive impairment. Whether it should be used with patients in remis- 
sion from a chronic psychotic illness is somewhat problematic. For 
example. can one distinguish residual schizophrenia or the interepisodic 
manifestations of a bipolar disorder from a PD? A number of investiga- 
tors have found the IF'DE useful in studies of those disorders, and the 
decision is left to the discretion of the user. 

Limitations of the IPDE 

The IPDE is essentially a self-report instrument, and assumes that a per- 
son is capable of providing a valid description of disturbances in his per- 
sonality. However, an individual may be unaware of some of his traits. 
He may also be resistant to acknowledging behaviour, if it is socially 
undesirable or if he thinks its disclosure is likely to adversely affect his 
best interests. This is especially likely to occur in patients who wish to 
terminate treatment prematurely, or in those about to be discharged from 
a mental health facility. Others may exaggerate disturbances in their 
behaviour. This is sometimes observed in those who are frantically seek- 
ing help, or who are dissatisfied with their treatment or the amount of 
attention they are receiving. It may also be a reflection of certain person- 
ality traits. Although subjects may also feign traits or behaviour, particu- 
larly in compensation cases and some forensic and military situations, 
the IF'DE discourages this by requiring documentation with convincing 
examples, anecdotes, and descriptions. 

Patients in a dysphoric state may have a selective recall or distorted 
perception of some personality traits. They may also confuse them with 
the symptoms of another mental disorder. There is evidence that the 
interest may be resistant to such trait-state artifacts in patients with 
mild to moderate symptoms, but additional research is required on this 
important subject. When possible, some investigators may wish to 
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postpone the assessment until the symptoms of other mental disorders 
have remitted. 

In ordinary clinical practice a family member or close friend is often 
used as an additional source of information to offset the limitations of the 
self-report method. We have experimented with various procedures for 
augmenting the subject's responses on the IPDE with data from other 
sources. Failure to acknowledge a behaviour, particularly one that is 
especially frowned upon by others, is sometimes followed on the IPDE 
by such inquiries as, 'Have people told you that you're like that? 
Affirmative replies are then pursued with the question, 'Why do you 
think they've said that?' This approach can only be used selectively. If it 
were adopted in all situations where a behaviour has been denied, it 
would undermine the rapport between subject and examiner. 

We have also uied a parallel form of the interview in which an infor- 
mant was asked virtually the same questions about the patient. There 
were often discrepancies, and it was not always obvious who had pro- 
vided the more valid information. It proved difficult to formulate a set of 
practice guidelines stipulating the source to be used in scoring a particu- 
lar criterion. The problem is a complicated one, and a satisfactory resolu- 
tion awaits the availability of more empirical data on the subject, 
including attempts to identify those criteria that tend to produce discrep- 
ancies, and characteristics of the subject and informant that might be 
used to determine the preferred source of information. 

Meanwhile, the IPDE takes a practical approach to the informant 
problem with an additional scoring column for informant data. If the 
examiner has access to information from family. friends, mental health 
professionals, records, etc., that clearly contradicts the subject's 
responses regarding a particular criterion, then helshe may also score the 
criterion in the informant column provided two requirements are met. 
Firstly, helshe should have more confidence in that information than 
helshe does in the patient; and secondly, the other source must satisfy the 
identical scoring criteria that apply to the subject's response. Later. in 
entering ratings in the computer or transcribing them from the interview 
to the scoresheet, the scores based on the subject's report are bypassed in 
favour of those derived from the informant. 

Examiner Qualifications and Training 

The IPDE presupposes a thorough familiarity with the ICD-10 and 
DSM-111-R or DSM-IV classification systems of mental disorders, and 
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considerable training and experience in making psychiatric diagnoses. 
Like other semistructured clinical interviews, its reliability and validity 
are inseparable fmm the qualifications and training of the person using it. 
It is designed for experienced psychiatrists, clinical psychologists, and 
those with comparable training, who are capable of making independent 
psychiatric diagnoses without a semistructured interview. It is not 
intended for use by clinicians in the early phase of their training, or by 
research assistants, nurses, and medical or graduate students. Most clini- 
cians feel comfortable with the IPDE and achieve a basic pmficiency 
after giving about 10 interviews. Those who wish to obtain the optimal 
training are encouraged tn enrol1 in the course offered at the worldwide 
WHO training centres. 
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Experiences with the IPDE 
Alv A. Dahl and Antonio Andreoli 

Personality disorders (PDs) have been considered among the least reli- 
able diagnoses in psychiatry. When DSM-I11 PD diagnoses are made by 
clinicians, their reliability has proved to be rather poor.' The develop 
ment of struchued interviews for PD was, therefore. the natural next step 
in an effoa to improve reliability. Loranger et a1 .2.3 developed the 
Personality Disorder Examination (PDE) to fill that need. The IPDE 
evolved from the PDE, and includes the PDs in both ICD-10 and DSM- 
111-R. Its features are described elsewhere in this monograph. 

After the completion of the International Pilot Study of Personality 
Disorders (IPSPD), the interviewers completed a questionnaire about 
their experiences with the IPDE.4 At a meeting of investigators in 
Geneva in 1991, considerable time was devoted to issues raised by 
responses to the questionnaire. We will present the main findings and 
solutions chosen, since they reflect the dynamic process involved in the 
development of the final version of the IPDE. 

Some centres sent a common reply to the questionnaire, while others 
provided the responses of the individual interviewers. They revealed a 
variety of experiences and attitudes towards the inst~ument and the prob- 
lems in diagnosing PDs. They are reviewedquestion by question. 

What is your general impression of the IPDE? 

The overwhelming majority of the respondents found the IPDE to be a 
useful instrument for diagnosing PDs. One could perhaps argue that this 
was inflated, because they had a major investment in the instrument. But 
many of the sites had also tried other ways of diagnosing PDs in the ICD- 
9 and DSM-III classification systems, and they might simply have found 
the IPDE an effective way of doing it. Only minor modifications were 
suggested. 

In the IPSPD the mean time of the interviews was two hours and 
twenty minutes. About half of the participants found that it took too long. 
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The investigators considered three solutions: (1) to administer the inter- 
view in two sessions; (2) to create separate modules for the ICD-10 and 
DSM-III-R PDs; and (3) to screen cases with a questionnaire with a low 
rate of false-negatives, thereby eliminating interviews with subjects 
unlikely to have a PD diagnosis. 

Another question raised by some respondents concerned the duration 
of the behaviour used to define PD. ICD-10 and DSM-111-R do not spec- 
ify the exact duration of the abnormal behavioural patterns constituting 
PDs, but both classifications use the term 'long-term'. ICD-10 states that 
the abnormal behaviour 'is stable and of long duration, having its onset 
in late childhood or adolescence,' while DSM-III-R says that it is 'char- 
acteristic of the persons's recent (past year) and long-term functioning 
(generally since adolescence or early adulthood).' There is some dis- 
crepancy then between ICD-10 and DSM-III-R regarding the onset of 
the maladaptive behaviour. The IPDE solved these problems by requir- 
ing that the behaviour associated with almost all the diagnostic criteria 
be present for at least five years, and at least one of the criteria be evident 
before age 25, in order to diagnose that disorder. 

Concern was also expressed that a patient might have a disorder like 
depression that gives a distorted image of what heishe is usually like. A 
patient may also be unaware of some traits or unwilling to acknowledge 
them. The influence of depression is a well known problem in the evalu- 
ation of PD by self-report. A previous study with the PDE showed little 
influence of anxiety or depression on the categorical or dimensional 
assessment of PD.S It may be reasonable to conclude the same for IPDE 
if experienced clinicians carefully question the patients and use their 
clinical judgement. Severely depressed patients, however, might have 
difficulties in remembering their habitual state due to the effect of 
depression. An alternative solution is to postpone the PD examination 
until the patient is euthymic m to interview a relative. Lack of awareness 
or lying about unfavourable or less socially acceptable behaviour is a 
general problem in diagnosing mental disorders, and is not peculiar to 
stmcture.d interviews. Although the questions flow naturally, they pre- 
sume that the subject is attentive, of normal intelligence, and motivated. 

What are specific points with regard to applicability of IPDE in your 
culture? 

Before the study several interviewers were concerned that the IPDE 
might reflect North American attitudes and social and cultural norms 
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which may not be valid elsewhere. This criticism was not widespread, and 
ultimately the IPDE proved relevant across cultural and social settings. 

Some investigators noted some problems of applicability. A few men- 
tioned, e.g., that questions concerning reckless driving, and physical 
abuse of family members were problematic in their culture. Some high 
school education was probability necessary for an adequate understand- 
ing of the IPDE questions. And in some counvies the high rate of long- 
term unemployment made the questions related to work experience less 
meaningful. 

The following quotes illustrate experiences with the IPDE in different 
cultures: 

The pattern of occurrence of personality disorders is largely unexplored in the Indian context, and 
the IPDE may usher in empirical investigation into this area. 

Overall I am finding few problems of applicability of the IPDE to our culture of interest. Our sub- 
jects an mostly American urbanites who reside near the birthplace of the DSM-III-R itself. 
Therefore, one might expect that our subjects would share values and perspectives similar to those 
exemplified by the IPDE. This seems to be the case. 

Respondents who were not psychologically-minded had great difficulty with borderline questions 
about identity. Although patients suffering from mental subnormality were excluded, those 
respondents whose intelligence appeared to be at the lower end of normal had considerable diffi- 
culty with these concepts. In contrast, subjects from middle-class backgrounds pedormed much 
more satisfactorily. 

In French culture, people often answer not with specific examples, but more in tenns of: 'I feel 
this way.' 

It is my impression that the IPDE asks for a kind of psychological-mindedness or self-reflection 
which is often not found in Holland. I also think that the place of leisure activities and social rela- 
tions compared to work is somewhat different in our culture, which could lead to an overdiagnosis 
of obsessive-compulsive personality disorder. 

If there is need to shorten t h e  interview, please indicate t h e  sections 
tha t  can be omitted. 

All centres reported that the IPDE took a long time to administer, and the 
instrument can be shortened if only one of the two diagnostic systems is 
used. If only certain PDs need to be evaluated, it can also be shortened, 
but all PDs have to be examined to get complete differential diagnostic 
coverage. Several centres reported that they had not found any cases of 
DSM-III-R sadistic PD. and that the questions for that diagnosis could be 
omitted. It should be noted that in DSM-IV, sadistic, self-defeating, and 
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passive aggressive PDs have been deleted, and this will shorten the IPDE 
significantly. 

What do  you think about the validity of the information obtained by 
IPDE (as compared to your clinical judgement)? 

Most of the respondents reported that the validity of the IPDE was better 
than clinical judgement. Some patient denials and replies seemed doubt- 
ful to the examiners, and the IPDE does not allow clinical hunches. It 
may also be difficult to get valid answers to questions concerning items 
that are less socially desirable, e.g., the abuse of family members. The 
instrument assumes that the patient will be open and honest, but a num- 
ber of patients with apparent personality abnormalities did not receive an 
IPDE diagnosis. It was not clear whether these patients were deliberately 
denying characteristics, or they had no insight into their own behaviour. 

Do you think that the IPDE adequately coven information necessary 
t o  assess PDs? 

The overwhelming majority of the respondents believed that the IPDE 
provided enough information to assess the PDs in DSM-III-R and ICD-10. 
A smngth of the instrument is that it insures that all criteria are addressed. 
There is a question whether some of the questions are sufficient to elicit the 
necessary information. The impact of acute mental states may also be 
problematic, and needs to be assessed by examining the relationship with 
other mental disorders. To deal with this problem, the IPDE recommends 
the use of an Axis I instrument prior to the IPDE. to provide the examiner 
with the clinical information that is likely to enhance the reliability and 
validity of the questioning, probing, and scoring process. When it is not 
available from such an interview or from other sources, the IPDE exam- 
iner must obtain the information requested on the first page of the IPDE 
interview under the heading 'Background information'. Several respon- 
dents explicitly stated that information from an informant or from other 
sources was necessary for the diagnosis of PD. 

What is your view of the IPDE interview on giving the interviewer a 
sense of satisfaction of completion? 

Most respondents reported that they had comprehensively probed all the 
psychopathology of PDs. However, many also described a feeling of 
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relief after having finished the interview, because they had been through 
a long and tedious task. Several reported a feeling of frustration, since 
they had collected a Lot of information but did not know the diagnoses at 
the end of the interview. This required several additional minutes with a 
computer program, or even longer with the hand scoring algorithms. 

Conclusion 

A principal objective of the IPSPD was to field test and develop an inter- 
nationally acceptable structured interview for the DSM-III-R and ICD- 
10 PDs. After the project, considerable feedback on the experience with 
the IPDE was provided. This chapter provides examples of that process, 
including some of the criticism. In the best tradition of international col- 
laboration, these issues were discussed and acceptable solutions agreed 
upon by the participants in the study. The process persuaded us that the 
IPDE is an internationally acceptable structured interview for assessing 
the PDs in ICD-10, DSM-III-R, and now DSM-IV. 
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Field Trial 



Sampling, interviewers, interview 
procedures 
Werner Mombour 

Method of sample selection 

The subjects of the study were in-patients and out-patients enrolled in 14 
participating mental health facilities located in 11 countries in North 
America, Europe, Africa, and Asia (Table 1). The sites were selected to 
provide a broad representation of different nations, languages, and cul- 
tures. An additional consideration was the availability of experienced 
investigators with an interest in personality disorders. 

Each centre was asked to attempt to enter approximately 50 patients 
in the study. To adequately explore the diagnostic utility of the interview 
an effort was made at each site to attempt to include approximately 30 
patients with a personality disorder and 20 patients with a common men- 
tal disorder that was important in the differential diagnosis of personality 
disorders (PDs). The goal was to have an approximately equal represen- 
tation of patients of both sexes between the ages of 21 and 55. Sampling 
of consecutive admissions was not feasible, and cases were selected at 
the convenience of the investigators. All patients were screened by expe- 
rienced psychiarrists or clinical psychologists according to the following 
criteria. 

Exclusion c r i t e ~  

Clinical evidence of toxic or organic brain disease. 
Moderate to profound mental retardation. 
Language or other communication difficulties preventing adequate 
assessment. 
Alcohol- or drug-use likely to prevent an adequate examination. 
Delusional disorders, acute transient, or other florid psychotic states. 
Evidence that personality functioning may have been significantly 
changed by another psychiatric disorder, e.g., psychosis. 
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Table 1. Sires of Internafional Personalily Disorder Examination freld trial 

Center Country Institution 

Bangalore India National Institute of Mental Health and Neuro Sciences 
Geneva Switzerland Institutions Universitaires de Psychiahie-Genkve 
Leiden Netherlands Rijksuniversiteit te Leiden 
London United Kingdom Institute of Psychiatly 
Luxembourg Luxembourg Centre Hospitalier de Luxembourg 
Munich Germany Max-PlanckInstitut fUr Psychiatric 

Newenklinik der Universi~t Munchen 
Bezirkskrankenhaus Kaufbeuren 

Nairobi Kenya KenyattaNational Hospital 
New York United States Comell Medical Center 
Nottingham United Kingdom Stonebridge Research Centre 
Oslo Norway Universitetet i Oslo, Psychiauisk Institutt 
Tokyo Japan Keio University School of Medicine 
Vienna Austria Psychiatrische Universitatsklinik 

The presence of a common mental disorder important in the differential 
diagnosis of PDs 

Evidence of the following longstanding and persistent pattern of sympto- 
matology and behavior which in the context of the given culture is con- 
sidered an abnormality of personality due to the presence oE 

(a) Markedly disharmonious attitudes and behavior usually involving sev- 
eral areas of functioning. e.g.. affectivity, arousal, impulse control, ways 
of perceiving and thinking. and styles of relating to others. 

(b) The abnormal behavior is enduring and not limited to episodes of mental 
illness. 

(C) The abnormal behavior pattern is pervasive and clearly maladaptive to a 
broad range of personal and social situations. 

(d) The above manifestations generally appear during childhood or adoles- 
cence and continue into adulthood. 

(e) The disorder is of sufficient severity to lead to considerable personal dis- 
tress and/or the disorder is usually, but not invariably, associated with 
significant impairment in occupational and social performance. 



The screening clinicians utilized all available information on the 
patients and when necessary conducted their own interview. They sum- 
marized this information on a standard form that included a clinical diag- 
nosis according to both their local practice and ICD-10. 

IPDE training 

Each centre (with the exception of Nairobi, where only one interviewer 
was available in addition to the screening personnel), mined at least two 
psychiatrists or clinical psychologists in the administration of the IPDE. 
The initial training consisted of a two-day workshop conducted at each 
centre by the developer of the instrument and co-ordinator of the project 
(AW Loranger). These training sessions made extensive use of video- 
taped demonstration interviews. Thereafter the principal investigator at 
each centre assumed responsibility for the training. Each interviewer was 
required to complete a minimum of 10 practice interviews before partici- 
pating in the study. Scoring practices were also monitored during the 
study by circulating several videotaped interviews conducted in English. 

IPDE intewiews 

To determine the interrater reliability of the IPDE, at each site an attempt 
was made to have 10 of the IPDE interviews observed and independently 
rated by another clinician. An effort was also made to have 25 of the 
patients at each centre reinterviewed with the IPDE by the same clinician 
several months later. The clinicians who conducted and observed the 
IPDE interviews were unaware of the diagnostic conclusions of the 
screening clinicians. 

Clinical evaluation 

The IPDE interviewer also conducted a general clinical evaluation of the 
patient. At several centers this included information derived from the 
following semistructured interviews: Diagnostic Interview Schedule 
(D1S)-Leiden (The Netherlands); Schedule for Affective Disorders and 
Schizophrenia (SADS-L)-London (UK); and Structured Interview for 
DSM-III-R (SC1D)-New York (USA), Nottingham (UK), Oslo 
(Noway), Tokyo (Japan). After the completion of the IPDE. the inter- 
viewer summarized all of this information on a Clinical Evaluation 
Form. 



Description of centres participating in 
the IPDE field trial 
Aleksandar Janca and Charles Pull 

Bangalore 

Bangalore has been the capital of the southem Indian state of Kamataka 
(formerly Mysore) since 1830. The name comes from the word 'ben- 
dalalwm,' which means 'village of boiled grains' in the Kannada lan- 
guage. It is the fifth largest city in India. with about four million 
inhabitants consisting primarily of three cultural and linguistic groups: 
Kannada, Telugu, and Tamil. Bangalore was the headquarters of the 
British administration until 1881, and Britain retained its colonial and 
military presence there until independence in 1947. The city has an old 
seaion and several surrounding modem suburbs with many parks, wide 
streets, and a sprawl of military cantonments to the east. Often called the 
Garden City of India because of its salubrious climate, but more recently 
its rapid industrialization has also earned it the sobriquet, Silicon City. 
The National Institute of Mental Health and Neuro Sciences 

(NIMHANS) is the largest mental health institution in the area and the 
largest postgraduate training centre in the country. It was established in 
1974 as an autonomous institution, that amalgamated the Mental 
Hospital and the All India Institute of Mental Health. There are 24 
depamnents grouped into three major sections: behavioural sciences. 
basic sciences and neurosciences. There is an 805-bed hospital with pro- 
vision for 650 psychiatric and 155 neurological and neurosurgical 
patients. There is a multidisciplinary approach. which integrates service, 
training, and research in mental health and the neurosciences. 

The Department of Psychiauy of NIMHANS has collaborated with 
the Division of Mental Health of the World Health Organization (WHO) 
for more than a decade. The collaboration has been particularly success- 
ful regarding the diagnosis and assessment of mental disorders and their 
culture-specific characteristics. Research investigators in the department 
have translated several diagnostic instruments developed by WHO into 
Kannada, Tamil, and Hindi, and participated in their field trials. The 
Institute serves as a WHO training and reference centre for the 
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Composite International Diagnostic Interview (CIDI), Schedule for 
Clinical Assessment in Neuropsychiatry (SCAN), and International 
Personality Disorder Examination (IPDE). In the IPDE field trial 
NIMHANS also served as a co-ordinating centre for several other insti- 
tutions from which subjects were recruited. These were King George's 
Medical College, Lucknow: Institute of Psychiatry. Madurai; Madurai 
Medical College, Madurai; Jawaharial Institute of Postgraduate Medical 
Education and Research, Ponchidemy; K.E.M. Hospital, Bombay; 
Madras Medical College, Madras: and G. S. Medical College, Bombay. 

Geneva 

Geneva, the capital of the Canton of Geneva, is situated between the 
Alps and Jura mountains where the RhBne river emerges from Lake 
Geneva. Earlier in its history it was the centre of the Calvinist 
Reformation, and today it is a centre of commerce, trade, banking, and 
insurance. Geneva is the Eumpean headquarters of the United Nations 
and its related divisions, as well as the home of many other international 
organizations. It is an international city, two-thirds of whose inhabitants 
are recent immigrants about equally divided between those from other 
Swiss cantons and foreigners From all over the world. 

Three public health institutions affiliated with the Department of 
Psychiatry of Geneva University Medical School provide mental health 
care to the adult population. Care is also provided by the emergency 
room of Geneva General Hospital and by approximately 160 private 
practitioners. 

This study was conducted at the out-patient department of the Eaux- 
Vives Psychiatric Centre, which is responsible for a residential area with 
a population of about 115,000. There are specialized out-patient clinics 
for schizophrenia and mood and personality disorders, and a walk-in 
clinic for emergency psychiatric care. The out-patient department treats 
about 300 chronic and 500 new patients a year. Two-thirds of new 
admissions have severe anxiety, mood or stress-related disorders, and 
the remainder present with psychotic and depressive disorders. 

The Eaux-Vives Psychiatric Centre is also a teaching institution affili- 
ated with the Department of Psychiatry of Geneva University and the 
Clinique de Psychiatrie Generale I. The Centre has developed a research 
program focused on crisis intervention in acute patients, personality dis- 
orders (PDs) as predictors of outcome, and the cognitive functioning of 
patients with borderline PD and major depression. 
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LeidenlDelft 

Leiden is situated at the confluence of the Old and New Rhine rivers in 
the western Netherlands. It was first mentioned in ALI 922 as a holding of 
the Utrecht diocese. It developed around a twelfth-century castle and 
received its name (Lugdunum Batavomm) in the sixteenth cennuy from 
Janus Dousa. a statesman and defender against the Spaniards. The 
University of Leiden was founded in 1575 and the city became a centre 
of Dutch Reformed theology, science and medicine. It is the birthplace 
of many famous Dutch painters including Rembrandt. Jan van Goyen, 
and Jan Steen. 

The Department of Clinical and Health Psychology at the University 
of Leiden and the St. Joris Psychiatric Hospital in Delft participated in 
the study. Delft is a small city between Rotterdam and the Hague, 
famous for its handmade faience delftware. All subjects of the study 
were from St. Joris. 

London 

London is the largest pon, and commercial and culhlral centre of Great 
Britain and its Commonwealth. Pounded by the Romans as Londinium, 
it experienced tremendous gmwth in trade and population at the end of 
the sixteenth century. Today it is one of the major centres of interna- 
tional trade and finance, and a tourist attraction for visitors from all over 
the world. Its museums, theatres and other cultural institutions make it 
one of the cultural capitals of the world. 

The Bethlem Royal and the Maudsley Hospital, known informally as 
the Joint Hospital, have treated the mentally ill for more than 600 years. 
Today the Joint Hospital is administered as a postgraduate teaching hos- 
pital. and with the Institute of Psychiatry make up a tripartite organiza- 
tion commonly referred to as the Maudsley. The out-patient department 
serves some 3000 new attenders each year, representing all the psychi- 
atric disorders. The hospital is responsible for a local catchment area in 
south-east London, south Southwark. In collaboration with the Institute 
of Psychiatry, the hospital has a wide range of specialty units, including 
those devoted to forensic psychiatry, alcoholism and the addictions, eat- 
ing disorders, epilepsy, child and adolescent psychiatry, and neumpsy- 
chiatry. It is also a refenal centre for specialist services for patients from 
all over the country. The Institute of Psychiatry is affiliated with the 
University of London and offers advanced training for psychiaaists, psy- 
chologists, neumlogists, and other scientific and paramedical workers. It 
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also conducts pioneering research to advance the understanding and 
treatment of mental illness. 

Luxembourg 

The City of Luxembourg (meaning 'little fortress') was built as a fortress 
on a plateau above the Alzette river, and was a natural defensive position 
for the Romans and later the Franks. Today scenic parks have replaced 
earlier fortifications on the western fringe of the old town. The city is an 
important financial centre and hosts several agencies of the European 
Community. There are highly diversified industries concentrated in the 
suburbs. 

The Centre Hospitalier de Luxembourg is a general public hospital 
with a number of specialty departments. The Department of Psychiatry is 
one of the most active French-speaking WHO collaborating centres. It 
has been involved in many WHO research projects on the diagnosis, 
classification, and assessment of mental disorders. It has co-ordinated 
and tested the ICD-10 diagnostic criteria as well as numerous insm- 
ments developed by WHO. The hospital also serves as a training and ref- 
erence centre for the Composite International Diagnostic Interview 
(CIDI), Schedules for Clinical Assessment in Neuropsychiaay (SCAN), 
and the International Personality Disorder Examination (IPDE). In addi- 
tion to its use in the present study. the IPDE is used in the routine assess- 
ment of in-patients and out-patients with indications of a PD. 

Munich 

Munich is the capital of Bavaria and the third largest city in Germany. It 
traces its origin to an eighth century Benedictine monastery. Located on 
the Isar river it was founded in 1157 by Henry the Lion, Duke of Bavaria, 
who granted the monks the right to establish a marketplace (Mlinchen 
means 'home of the monks'). Modem Munich is a city of great cultural 
and industrial importance, a major convention and financial centre, and 
one of the Largest wholesale markets in Europe. Munich was represented 
in this study by the Mm-Planck Instihlte for Psychiatry and the 
Department of Psychiatry of the University of Munich. A small number 
of patients from the Kaufbeuren mental hospital outside of Munich were 
also included. 

The Mm-Planck Institute for Psychiatry is a research institute for psy- 
chiatry and related basic sciences, and a 120-bed hospital. There are more 
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than 1000 impatient admissions a year, and an out-patient department 
serving about 2000 psychiatric and 2000 neurological patients annually. 
The in-patient department consists of an intensive care unit (locked 
ward), several open wards, a crisis intervention ward, and a neurological 
ward. C m n t  research is focused on biological psychiatry, including 
neuroendocrinology and molecular genetics. There is also a great interest 
in the diagnosis and assessment of psychiatric disorders. The Institute has 
translated and tested a number of WHO diagnostic inshuments. 

The Department of Psychiatry of the University of Munich has an out- 
standing histoty dating hack to Emil Kraepelin. It is now a part of the 
Munich Faculty of Clinical Medicine and comprises a 208 bed hospital, 
out-patient clinic, day and night clinics, and several affiliated department. 
Its staff comprises more than 300 professionals, including 97 physicians, 
psychologists, psychotherapists, and biochemists. The in-patient service 
cares for the inhabitants of Munich and its surrounding areas, and also 
admits patients from Upper and Lower Bavaria. It has 10 wards, including 
a research unit and one for the treatment of addiction. The out-patient 
department provides comprehensive care that includes a 24-hour emer- 
gency and liaism consultation service to the other hospitals of the Faculty 
of Clinical Medicine in Munich. There are also departments of neuro- 
chemistry, experimental and clinical psychology, psychotherapy and psy- 
chosomatic~, neurophysiology and EEG, and forensic psychiatry. Patients 
are predominantly from working class backgrounds, but all socioeco- 
nomic groups are represented. 'hey  include mostly those with anxiety. 
depression, ahistory of suicide attempts, and personality disorders. 

Nairobi 

Nairobi is the capital of Kenya and one of the main Wading centres in 
East Africa. The city was established at the end of the nineteenth century 
as a colonial railway settlement. It got its name from a waterhole known 
to the Masai people as Enkare Nairobi (cold water). 

The city attracted many migrants from various parts of rural Kenya 
and became one of the largest cities in tropical Africa. It is the principal 
industrial centre in the country and the railway is the largest single indus- 
trial employer. 

The study in Nairobi was conducted at three sites: Kenyatta National 
Hospital. Mathan Mental Hospital and the University of Nairobi 
Students' Health Centre. The Kenyatta National Hospital is the largest 
public hospital in the city of Nairobi and the majority of subjects for this 



66 A. Janca and C. Pull 

study were recruited from there. The Mathan Mental Hospital is the 
largest in-patient facility in Nairobi with 1500 beds, most of which are 
occupied by patients with psychotic symptoms. It also has a 200-bed 
secure unit which houses mostly forensic cases. The University 
Students' Health centre provides medical services to students of the 
University of Nairobi and has about 40 admissions a week of cases with 
some psychological pmblems. 

Patients of these institutions represent a whole range of sociodem* 
graphic strata, although the majority belong to the working class. Most 
of the patients from the forensic unit of the Mathan Mental Hospital 
manifest some PD characteristics, while the patients from the other sites 
most commonly show mixed anxiety and depressive symptomatology, 
often with a history of suicide attempts. 

New YorkMlhite Plains 

In 1609 Henry Hudson, an Englishman employed by the Dutch to search 
for a new mute to the Indies, sailed his vessel Half Moon up the river that 
now bears his name. In 1626 the Dutch East India Company established a 
trading post on the present site of Manhattan, which they purchased from 
the natives for 60 guilders. It came under English rule in 1664 when 
Charles II seized it from the Dutch and gave it to the Duke of York. 
Situated on the Atlantic Ocean with one of the finest harbours in the world, 
in the nineteenth and early twentieth century New York was the gateway 
for most European immigrants to the US. Today, the city and its suburban 
communities has a population of more than 10 million, and is the financial, 
commercial and cultural capital of the US. With its unique ethnic mosaic it 
is arguably the most exciting and vibrant city in the world. 

The New York Hospital and its affiliated Comell University Medical 
College comprise The New York Hospital-Comell Medical Center, a 
world-renowned medical resource for patient care, research, education 
and training. Chartered by King George 111 in 1771, it has accepted men- 
tally ill patients since it opened in 1791 at the conclusion of the American 
Revolutionary War. The Department of Psychiatry maintains the Payne 
Whitney Clinic, a 100-bed facility adjacent to the main hospital in 
Manhattan, and the Westchester Division, a 3Wbed hospital situated in a 
200 acre park-like setting in suburban White Plains, where it has been 
located since 1894. Today White Plains has approximately 50,000 resi- 
dents, and is a thriving shopping area and business community housing 
the offices and headquarters of many leading companies. It is also the 
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governmental seat of Westchester County with its population of almost 
one million. 

The Department of Psychiatry treats more than 10,000 patients a year 
in its in-patient and specialized ambulatory care programs. The patients 
represent the entire range of mental disorders, and reRect the ethnic and 
socioeconomic diversity of the region. The department has over 680 full- 
and part-time faculty members, who in addition to their clinical and edu- 
cational responsibilities also conduct research on many of the biological 
and psychosocial topics on the frontier of modem psychiatry. 

Nottingham 

The city of Nottingham was established in the sixth century AD by the 
Anglo-Saxons who colonized the area by the River Trent and gave the 
settlement the name of Snotingaham (the 'ham' or village of Snot's peo- 
ple). Nottingham, the county town of Nottinghamshire, lies at the heart 
of the East Midlands coalfields and has extensive rail, road, and air con- 
nections with the rest of the United Kingdom and Europe. The popula- 
tion of the city and adjacent boroughs is approximately 650,000. 
Nottingham has two universities and is the centre for a wide range of 
artistic and cultural activities. 

Nottingham's psychiatric services are divided into six catchment 
areas, each of which has a local mental health centre and an associated 
admission ward of 20 beds in one of two hospitals located in the north 
and south of the city. Patients in the study were selected from one of 
these sectors (East and Carlton), which has a resident population of 
78,000 between the ages of 16 and 65. Those who required the services 
of the district-wide drug and alcohol unit or the rehabilitation and spe- 
cialized psychotherapy units were not included. 

All the psychiatric services of the East and Carlton sector are commu- 
nity based, with the exception of the admission ward. The psychiatric 
team is staffed by 1.5 consultant psychiatrists, three resident psychia- 
trists, one occupational therapist five community psychiatric nurses, and 
four psychiatric social workers. The team operates from a purpose-built 
base which is located in the heart of the sector. It maintains very close 
links with the local community and is the first port-of-call for residents 
16-65 years of age with mental disorders. There is no significant private 
practice in the area. Most psychiatric referrals are received from 53 pri- 
mary care physicians in the sector. A smaller propoltion are referred 
from social services, housing, and other agencies. The catchment area is 
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located in part of the inner city and is subject to very high levels of social 
deprivation and unemployment compared to the rest of the city. 

Oslo 

Oslo, founded in about 1050 by King Harald Hardaake, lies at the head 
of Oslo Fjord in the southeastern part of the country. After it was 
destroyed by fire in 1624, Christian IV of Denmark and Noway built a 
new town farther west under the walls of the Akershus fortress, and 
called it Christiania. The population grew in the nineteenth century 
partly because of the absorption of surrounding municipalities, and it 
replaced Bergen as Noway's largest and most influential city. It was 
renamed Oslo in 1925 and today is Noway's capital, largest city, and 
home of its leading cultural institutions. Oslo also has the largest and 
busiest harbour in the wuntly, and is the centre of Norwegian trade. 
banking, shipping and industry. 

The study was conducted at the Psychiatrisk klinik, Vinderen, a clinic 
affiliated with the Department of Psychiaay of the University of Oslo. 
The clinic has primary responsibility for providing psychiatric services 
to approximately 80,000 inhabitants of sector-D west. This includes 
mostly the more affluent parts of the city, where psychiatric morbidity is 
less than elsewhere. The Psychiatrisk klinik works closely with general 
practitioners and the general hospital in the sector. 

Tokyo 

Tokyo lies on the Pacific wast of central Honshu Island. It has been 
inhabited since ancient times and was originally named Edo. It was 
renamed Tokyo ('eastern capital') in the nineteenth century. Today it is 
the capital of Japan and has a population of 12 million. It is the commer- 
cial, financial, and cultural centre of the nation. The locus of predomi- 
nantly light and labour-intensive industries, Tokyo is also a 
transportation and international traffic centre. 

The Keio University Hospital is located in Shinjuku-ku in the centre 
of Tokyo, surrounded by the beautiful garden of the Meiji Shrine and the 
Shinjuku Imperial Garden. It was established in 1917 under the leader- 
ship of Yukichi Pukuzawa, the founder of Keio University, and 
Shibasabum Kitasato, the first dean of the School of Medicine. The hos- 
pital is affiliated with the Keio University School of Medicine, which 
was established in 1917 as part of the Keio Gijuku University founded in 
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1854. The hospital has gained a national reputation as one of the best 
medical centres in Japan. It has 1071 beds and serves over 3500 out- 
patients daily, more than 300 of whom are physician requests for consul- 
tations. Most patients are from the Tokyo area, but many come from 
elsewhere in the country. 

The Department of Neuropsychiatry has 31 beds, 200 annual admis- 
sions, and a 30- to 40-day length of stay. Most patients have mood, neu- 
rotic, or eating disorders. The out-patient department has 10 new 
admissions daily and cares for 180-200 patients. The depaament has a 
reputation as a centre for both psychotherapy and pharmacotherapy. The 
majority of patients are middle class and come from urban or suburban 
m, although some are referred from all over the country. As a teaching 
hospital it trains 10-15 new residents a year. It has kained almost 500 psy- 
chiatrists, about 10 per-cent of those in Japan. The facility also has a long 
history of research, pdcularly in p s y c h o p ~ o l o g y ,  psychoimmunol- 
ogy, p ~ y c h ~ n ~ l o g y ,  and the quality of life of psychiatric patients. 

Vienna 

Vienna is the capital of Austria and home of 1.5 million people, nearly 
one-fifth of the country's population. It is located on the Danube river 
and is a gateway between western and eastem Europe. The mainstays of 
its economy are trade and industry. It is a city of vast cultural achieve- 
ment, renowned for its baroque architecture and musical tradition. It was 
home to Haydn, Mozart, Beethoven, Schubefi, Brahms, J. Strauss, 
Mahler, and Sch6nberg. Vienna was the seat of the Austro-Hungarian 
Empire until the beginning of the twentieth century, and the various 
states of the former empire have had a significant cultural and ethnic 
influence on this city. 

This study was conducted in the Depaament of Psychiatry of the 
University of Vienna, part of a large university hospital located in the 
centre of the city. There are wards for general psychiatric and psy- 
chotherapeutic treatment. There is a small day hospital and an out- 
patient clinic that treats approximately 5OM) patients annually. They are 
referred from all districts of Vienna and to a lesser extent from the east- 
em pan of Austria. The national social insurance system insures free 
access to the hospital to the entire population. The subjects were 
recruited for the study from the out-patient clinic and psychotherapeutic 
wards. One patient was included from the day hospital. 
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Armand W. Loranger 

Course of the field trial 

The first patients entered the study in April 1988 and the last subject was 
examined in December 1990. All record forms were returned to the pro- 
ject coordinator (AW Loranger), who verified them for completeness 
and contacted the centers regarding missing data or apparent m r s  in 
recording. The information was then entered in a computer at the 
ADAMHA data processing facility at Rockville, Maryland. In August 
1991 the investigators met at the World Health Organization (WHO) 
headquarters in Geneva to review the results of the data analysis. At the 
meeting they also discussed the replies to a questionnaire that bad been 
sent to all of the interviewers about the strengths and limitations of the 
IPDE, including its user friendliness, cultural relevance, and apparent 
clinical validity. 

Patient sample 

At the conclusion of the study, 716 patients had been examined, 243 
reexamined, and 141 of the IPDE interviews rated by an obsewer. The 
average interval between the initial and repeat IPDE examinations was 
six months, with approximately 85% of the repetitions occurring 
between two months and one year. Table 1 provides the sample sizes of 
the subjects at each centre. together with the number of IPDE examiners. 
Table 2 contains information about the educational level of the patients. 
Their clinical ICD-l0 diagnoses, exclusive of personality disorders 
(PDs). are presented in Table 3. 

Personality disorder diagnoses 

The IPDE personality disorder diagnoses in the DSM-UI-R and ICD-10 
systems are presented in Table 4. For the 243 subjects who were exam- 
ined on two occasions, the diagnoses are based on the initial interview. 
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Table 1. Sample sizes and IPDEfild trial centres 3 

Patients 
IPDE 

Cih, Centre Examiners Male Female In-patient Out-patient 

Bangalore 
Geneva 
Leiden 
London 
Luxembourg 
Munich 

Nairobi 
New York 
Nottingham 
Oslo 
Tokyo 
Vienna 
Total 

National Institute of Mental Health and Neum Sciences 
Institutions Universitaires de Psychiahie-Gedve 
Rijksuniversiteit te Leiden 
Institute of Psychiatry 
Centre Hospitalier de Luxembourg 
Max-Planck-Institut f i r  Psychiahie 
Nervenklinik der Universitit Miinchen 
Bezirkskrankenhaus Kaufbeuren 
Kenyatta National Hospital 
ComeU Medical Center 
Stonebridge Research Centre 
Univenitetet i Oslo Psychiatrisk Institutt 
Keio University School of Medicine 
Psychiarrische Universitatsklinik 
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Table 2. Educational level ofpatients at each centre 

Percentage of centre sample 
Site years of education 

c5 6-12 13-15 216 

Bangalore 2.2 42.2 35.6 20.0 
Geneva 0 58.1 19.4 16.1 
Leiden 1.5 60.0 30.8 7.7 
London 11.5 50.0 21.2 9.6 
Luxembourg 2.0 58.0 32.0 8.0 
Munich 0.9 64.6 22.1 12.4 
Nairobi 32.0 61.3 6.5 0 
New York 1.0 17.0 43.0 38.0 
Nottingham 2.0 86.0 6.0 4.0 
Oslo 0 64.6 20.8 14.6 
Tokyo 0 32.1 23.2 44.7 
Vienna 0 62.0 32.0 6.0 

Tables A. 1 to A.12 in the Appendix list the IPDE diagnoses at each indi- 
vidual centre. Table 5 presents the frequencies with which the specific 
DSM-111-R disorders occurred in the same patients. Table 6 provides the 
same information for the ICD-10 disorders. 

IPDE interrater reliability and temporal stability 

Intraclass correlation coefficients1 were used to measure the 
examiner-observer agreement in scoring each of the 157 items on the 
IPDE, and their stability from the initial to repeat examinations. Since 
stability is influenced by the interrater agreement in scoring a single 
interview, correlations with a correction for attenuationZ are included 
with the stability coefficients, to provide a more accurate estimate of sta- 
bility per se. Table 7 summarizes these correlations. Tables A.13 and 
A.14 in the Appendix present the measures of interrater reliability and 
stability for each PD criterion in DSM-111-R and ICD-10, together with 
the frequency of occurrence of the criterion in the sample of 716 
patients. 
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Table 3. ICD-I0 Disorders exclusive ofpersonalily disorders (N=696)' 

ICDlO disorder No. of patients 
(%) 

Substance use (15.4) 
Schizophrenia and delusional 

schizophrenia (2.3) 
persistent delusional(0.6) 
acute and transient psychotic (0.7) 
schizoaffective (0.3) 

Mood (affective) 
manic episode (0.1) 
bipolar (3.7) 
depressive episode (9.9) 
recurrent depressive (8.9) 
persistent mood (12.0) 
other mood (0.2) 

Neurotic, stress related, somatoform 
phobic anxiety (6.2) 
other anxiety (13.6) 
obsessivecompulsive (6.5) 
reaction to severe stress and adjustment (5.9) 
dissociative (1.0) 
somatoform (2.6) 
other (0.7) 

Physiological disturbances 
eating (6.6) 
nonorganic sleep (0.3) 
sexual dysfunction (0.3) 
personality disorder only (32.8) 

'Includes multiple diagnoses in some patients. Diagnoses not available for 20 Nairobi 
patients. 

Intraclass correlation coefficients were also used to measure the 
examiner-observer agreement regarding the dimensional scores. 
the number of criteria met on each disorder, and their stability from 
the initial to repeat examinations. These correlations are presented in 
Table 8. 
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Table 4. IPDE DSM-111-R and ICD-I0 diagnoses (N=716JS 

DSM-111-R personality disorder No. of patients (%) 

Paranoid 
Schizoid 
Schizotypal 
Obsessive-compulsive 
Histrionic 
Dependent 
Antisocial 
Narcissistic 
Avoidant 
Borderline 
Passive aggressive 
Sadistic 
Self defeating 
'Not otherwise specified 
Any personality disorder 

ICD-I0 personality disorder No. of patients (%) 

Paranoid 
Schizoid 
Dissocial 
Emotionally unstable 

impulsive 
borderline 

Histrionic 
Anankastic 
Anxious 
Dependent 
"Other 
Any personality disorder 

'Personality disorder diagnoses include patients with more than one type of personality 
disorder. 
+Did not fulfill diagnostic criteria for any specific personality disorder, but met 10 or 
more of the 1 10 DSM-111-R personality disorder criteria. 
*Did not fulfill diagnostic criteria for any specific personality disorder, but met l 0  or 
more of the 56 ICD-I0 personality disorder criteria. 
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Table 5. Frequency of CO-occurrence of DSM-111-R personality disorders in patients 
with apersonaliry disorder (N=366) 

PAR SCD SCT ASP BOR HIS NAR AV0 DEP OBC PAS SAD SFD 

PAR 
SCD 
S f f  
ASP 
BOR 
HIS 
NAR 
AV0 
DEP 
OBC 
PAS 
SAD 
SFD 

Abbreviations: PAR, paranoid; SD, schizoid; SCT, schizotypal, ASP, antisocial, BOR, 
borderline; HIS, histrionic; NAR, narcissistic; AVO, avoidant; DEP. dependent; OBC, 
obsessive-compulsive; PAS, passive aggressive; SAD, sadistic; SFD, self-defeating. 

Table 6. Frequency of CO-occurrence of ICD-lOper~o~li ty  disorders in patients with a 
personality disorder (N=283) 

PAR SCD DIS IMP BOR HIS ANA ANX DEP 

PAR 
SCD 
DIS 
IMP 
BOR 
HIS 
ANA 
ANX 
DEP 

Abbreviations: PAR, paranoid; SCD. schizoid; DIS, dissocial; IMP, impulsive; BOR, 
borderline; HIS, histrionic; ANA, anankastic; ANX, anxious; DEP, dependent. 
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Table 7. Interrater reliability and temporal stability of 1571PDE items 

Interater reliability (N=141) Temporal stability (N=243) 
Intraclass 
R No. of Items % Cumu1.B No of Items % Cumul. % 

0.90-1.00 13 8.3 0 (2) 0 (1.3) 
0.80-0.89 72 45.9 54.2 2 (13) 1.3 (8.3) 1.3 (9.6) 
0.70-0.79 52 33.1 87.3 14 (42) 8.9 (26.8) 10.2 (36.3) 
0.6&0.69 12 7.6 94.9 62 (62) 39.5 (39.5) 49.7 (75.8) 
0.50-0.59 4 2.5 97.4 53 (27) 33.8 (17.2) 83.4 (93.0) 
0.40-0.49 1 0.6 98.0 19 (5) 12.1 (3.2) 95.5(96.2) 
~ 0 . 4 0  3 1.3 7 (6) 4.5 (3.8) 

Kappa' was used to measure the interrater agreement and tem- 
poral stability of the PD diagnoses. Because of its instability in samples 
with an infrequent number of cases of a disorder, the recommendation 
was followed that it be calculated only when the prevalence of a disorder 
is at least 5%.4 To provide more opportunities for the calculation of 
kappa, it was also determined by combining definite and probable diag- 
noses. The IPDE assigns a probable diagnosis when a subject meets one 
criterion less than the number required for the diagnosis. An overall 
weighted kappa was also determined for all PDs, including those with a 
base rate of less than 5%. It was calculated by weighing each category of 
PDs by the total number of cases assigned a diagnosis in that category by 
either rater, regardless of whether or not the raters agreed about the diag- 
nosis. The numerator is the sum of the product of the diagnostic weight 
and kappa for each disorder; the denominator is the sum of the weights. 
The kappa values are presented in Table 9. 
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Table 8. Interrater reliability andtempoml stabiliry of IPDE number ofcriteria met and 
dimensional scores* 

No. of criteria met Dimensional score 

Disorder Interrater Temporal Intennter Temporal 
reliability stability+ reliability stability' 
(N=1411 m 2 4 3 1  (N=1411 (N=2431 

DSM-111-R 
Paranoid 
Schizoid 
Schizotypal 
Obsessive-compulsive 
Histrionic 
Dependent 
Antisocial 
Narcissistic 
Avoidant 
Borderline 
Passive aggressive 
Sadistic 
Self-defeating 

ICD-l0 
Paranoid 
Schizoid 
Dissocial 
Emotionally unstable 

impulsive 
borderline 

Hishi~nic 
Anankastic 
Anxious 
Dependent 

'Average interval between test and retest (temporal stability) was six months. 
'For temporal stability, data in parentheses are corrected for auenuation. 
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Table 9. Interrater agreement (K), temporal stabiliry (K), and base rate (8) oflPDE 
DSM-111-R and ICD-l0 diagnoses' 

Disorder 
Intenater Agreement 

(N=141) 
Temporal Stability 

N=243 
- 

Definite Definitekobable 

DSM-III-R 
Paranoid . .. (5%) 
Schizoid .. . (3%) 
Schizotypal . . . (1%) 
Obsessive compulsive . . . (2%) 
Histrionic .34 (6%) 
dependent .70 (5%) 
Antisocial . . . (5%) 
Narcissistic . . . (1%) 
Avoidant .71 (10%) 
Borderline .80 (10%) 
Passive aggressive . . . (2%) 
Sadistic . . . (1%) 
Self-defeating . . . (0%) 
Any specific .59 (27%) 

personality disorder 

Overall Weighted Kappa .S7 

ICD-l0 
Paranoid . . . (2%) 
Schizoid . . . (1%) 
Dissocial . . . (4%) 
Emotionally unstable 

impulsive . . . (4%) 
borderline .76 (12%) 

Histrionic . . . (3%) 
Anankastic . . . (2%) 
Anxious .72 (11%) 
Dependent . . . (4%) 
Any specific .64 (25%) 

personality disorder 

Overall Weighted Kappa .65 

Definite DefinitelProbable 

'Kaooa calculated onlv when base rate 25% accord in^ to both raters; base rates in Table . 
are means of both rateis. Average interval between test and retest (temporal stability) 
was six months. Probable diagnosis assigned when patient met one criterion less than 
required number. 
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This investigation represents the first attempt to assess personality disor- 
ders (PDs) worldwide with contemporary methods of diagnosis. The 
semistructured i n m i e w  (International Personality Disorder 
Examination-IPDE), developed within the World Health Organization 
(WHO) program on diagnosis and classification, was designed to assess 
PDs within the framework and guidelines of two distinct but overlapping 
classification systems. DSM-111-R, which was intended for use in the 
US, is primarily the product of American psychiatric opinion, while 
ICD-10, which is meant for worldwide use, reflects the views and needs 
of the international psychiahic community. 

lnterrater Agreement 

To provide a valid diagnosis an inseument must first demonstrate a rea- 
sonable degree of interrater reliability. An international test of reliability 
such as the present one involves patients fmm a wide variety of national 
and cultural settings, who speak many different languages. The examin- 
ers also consist of a large number of psychiatrists and clinical psychole 
gists Wained at many different facilities amund the world. Therefore, this 
was an unusually exacting test of reliability to which no other interview 
for PDs has ever been subjected. The results, nevertheless, compare quite 
favourably with published reports on semistructured interviews that are 
used to diagnose the psychoses, mood, anxiety. and substance use disor- 
ders. Such comparisons, of c o w ,  must be viewed as rough approxima- 
tions. There are obvious differences in the heterogeneity of the patient 
samples. the base rates of the individual disorders. as weU as variations in 
the methods used to measure reliability. Furthermore, many of these stud- 
ies have been conducted within one facility only, and rarely have they 
been undertaken outside the nation in which the interview was developed. 

With these caveats in mind, we compared the results of the present 
study with those of the SCID Axis I field trial.' That study involved 390 
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patients at four locations in the US and one in Germany. The median 
kappa values for those individual disorders with a base rate of at least 5% 
were 0.64 for current diagnoses and 0.68 for lifetime diagnoses. In the 
present field trial, the median kappa values for the individual PDs (diag- 
nosis definite) with base rates of at least five per cent were 0.70 in DSM- 
m-R and 0.72 in ICD-10. The overall weighted kappa values in the 
SCID study were 0.61 for current diagnoses and 0.68 for lifetime diag- 
noses. In the present study, the overall weighted kappa values for the 
definite diagnoses of the specific PDs were 0.57 in DSM-III-R and 0.65 
in ICD-10. The median kappa values for an JPDE diagnosis that was def- 
inite or probable were 0.73 for DSM-III-R and 0.77 for ICD-10. The cor- 
responding weighted kappa values for a diagnosis that was definite or 
probable were 0.65 for DSM-111-R and 0.72 for ICD-10. The SCID study 
did not identify probable cases. 

The SCID study involved a test-retest design in which the interview 
was administered by different examiners at least one day but no more 
than two weeks apart. This is likely to result in lower reliabilities tban 
when an examiner and observer rate the same interview, as in the present 
study. A similar test-retest design was not employed in the present 
study. because one of its objectives was to determine temporal stability 
over an extended period. There are practical and methodological con- 
straints associated with the too frequent repetition of a lengthy interview. 

The IPDE also fared well compared with other criteria-based inter- 
views for PDs that have been developed in recent However, 
reports of large-scale reliability studies conducted outside of the facili- 
ties where these other interviews were developed are rare or non-exis- 
tent. The other interviews also differ from the IPDE in several ways. 
They do not provide coverage of ICD-10; they are not available in so 
many languages; and they do not have a detailed, item-by-item scoring 
manual. 

Temporal stability 

The term 'personality' refers to an individual's usual or characteristic 
rather than transient or situational behaviour. Therefore, a PD instrument 
should not only demonstrate interrater reliability, but it should also have 
temporal stability. Before imputing a particular criterion to a subject, the 
IPDE requires a minimal duration of five years, including some m d e s -  
tation during the current year (past 12 months). Since the patients in the 
study were examined after an average interval of six months, temporal 
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stability required that they provide essentially similar information on 
both occasions. The only exceptions were patients who might have failed 
to manifest the behaviour in both segments of the non-overlapping por- 
tions of the previous 12 months, or the rare patient who might have fallen 
a few months short of meeting the five-year requirement at the time of 
the initial interview. Naturally. these patients would adversely affect the 
measurement of stability. The determination of temporal stability is also 
influenced by the less-than-perfect reliability associated with the single 
administration of an instnunent. Adjustments for that affect on the stabil- 
ity of the individual items, the number of criteria met, and the dimen- 
sional scores, were made by calculating additional correlations with a 
correction for attenuation. 

There are comparatively few r e p o d s  on the temporal stability of the 
semistructured interviews that are used to make lifetime diagnoses of 
the psychoses, mood. anxiety. and substance use disorders. Table 1 

Table 1 Temporal stabilify of SADS-L diugnoses' 

Andreasen Bromet Fendrich Rice Rice 
et al." et al.s et aL6 et al.' et 01 .~  

Disorder (N=50) (N=391) (N=69) (N=50) (N=1669) 

Major depression 
Mania 
Hypomania 
Generalized anxiety 
Phobic 
Separation anxiety 
Panic 
Obsessive-compulsive 
Alcoholism 
m g  use 
Substance abuse 
Any diagnosis 

'SADS-L indicates Schedule for Affective Disorders and Schizophrenia-Lifetime ver- 
sion. All coefficients are k values except the study by Andreasen et al.,' which r e p o d  
intraclass correlation. FourS4 of the five studies involved longer time intervals than did 
one4 study. The time frame for those fow studies were 18 months and 2.5, and 6 years, 
respectively. 
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summarizes them for one popular instrument, the Schedule for Affective 
Disorders and Schizophrenia-Lifetime version (SADS-L). The findings 
indicate moderate, but at times disappointing, stabilities that are not con- 
sistently superior to many of those obtained in this study with the PDs. It 
should be noted, however, that four of the five studies involved longer 
time intervals than six months. The one study within that timeframe 
reported a kappa of 0.63 for the presence or absence of any SADS-L 
diagnosis. This compares with 0.62 in DSM-III-R and 0.59 in ICD-10 
for the presence or absence of any specific PD on the IPDE. The studies 
in Table 1 did not repon an overall weighted kappa, thus precluding 
comparisons based on that statistic. Another potentially relevant differ- 
ence is that in most of these studies, the initial and repeat interviews were 
conducted by different interviewers. One study,s however, did not find 
significant differences in stability when the same and different inter- 
viewers were used, another study6repmed an inconsistent effect. 

There is very little literature on the temporal stability of criteria-based 
PDs diagnosed with semistructured interviews. There appear to be only 
three studies that involved more than a brief test-retest interval. One was 
based on an early trial version of the PDE? which is no longer extant. 
The other twolO.'l reported on the stability of the Structured Interview for 
DSM-111 Personality Disorders (SIDP). Pfohl et repeated the SIDP 
in 36 depressed inpatients after 6 to 12 months. The kappa values, which 
ranged from 0.16 to 0.84, are problematic because of the small sample 
sizes of the individual disorders. Similar findings were obtained by van 
den Brink in the Netherlands." 

The belief that interviewers are perfectly interchangeable would seem 
naive in view of the potential influence that the age, sex, and personality 
of an i n t e ~ e w e r  might have on the information provided by a subject. 
The assumption made by those who use semistructured interviews is that 
such factors ordinarily are not a major source of error. In planning the 
present study, consideration was given to a design in which half of the 
interviews would be repeated by the same examiner and half by a differ- 
ent examiner. This would have helped to determine how much the inter- 
viewers themselves, in addition to their rating decisions, contributed to 
the instability of the measures. However. concerns about scheduling and 
the availability of interviewers influenced the decision to use the same 
interviewers whenever possible. As a result, 93% of the interviews were 
given by the same examiner on both occasions. 

A second interview, whether conducted by the same or a different 
person, may be contaminated by the experience of the first interview. 
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Repetitions can lead to boredom and decreased motivation. Patients may 
also believe that the interviews are no longer for their benefit but for that 
of the examiner. Repetitions can also produce fantasies that the inter- 
viewer is dissatisfied with the previous interview or is checking on the 
consistency of the responses. Patients may also refrain from providing as 
many positive replies as previously because of a heightened awareness 
that these invite further probing and prolong the interview. Elsewhere,12 
I have argued that the problem of attempting to measure the precise 
degree to which interviewers are interchangeable is reminiscent of the 
Heisenberg principle in physics: one cannot measure the phenomenon 
without somehow tampering with it in the process. 

Another source of temporal instability is the possibility that patients 
in a dysphoric state may have a selective recall or distorted perception of 
certain personality traits. They may also confuse them with the symp- 
toms of another (Axis I) mental disorder. An earlier version of the PDE 
proved resistant to changes in symptoms of anxiety and depression 
during the course of treatment? In that study, the majority of patients 
had mood or anxiety disorders of mild to moderate severity. The finding 
has since been replicated with the DSM-III-R component of the IPDE 
(Loranger & Lenzenweger, 1992 unpublished). There is, however, a 
contradictory report based on a group of depressed patients treated 
with cognitive therapy.13 That study used an earlier version of the PDE 
and the authors failed to specify the professional status and training 
of the interviewers, a potentially relevant variable. It may require an 
experienced psychiatrist or clinical psychologist to distinguish personal- 
ity traits from transient pathological mental states and the symptoms 
of other disorders. The reliability and validity of the IPDE, like that of 
any semistructured inteniew, cannot he judged apart from the qualifica- 
tions of the interviewers. At times, semistructured interviews have 
assumed a mystique of their own. and that caveat all too often ignored. 
The IPDE is intended for use by those who have the clinical sophistica- 
tion and training required to make psychiatric diagnoses independently, 
i.e., without a semistructured interview. This is not to imply that the 
IPDE or any other PD interview is necessarily impervious to the influ- 
ence of abnormal mental states, particularly those characterized by 
severe symptoms. We are encouraged. however, by the evidence that 
some clinical states do not appear to invalidate the assessment of person- 
ality. In any event, no attempt was made to determine the extent to which 
trait-state artifacts may have affected the stability of the IPDE in the 
present study. 
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Categories and dimensions 

The prevailing systems of disease classification are categoric. They define 
the features of disorders, and ideally the categories have points of rarity 
with normality and other disorders. Although such nosologies sometimes 
fall short of the ideal, their value as shorthand forms of communication 
accounts for their widespread acceptance. However, proponents of what 
has come to be known as the 'dimensional' approach question the applic- 
ability of the categorical method to personality disorders.14 One argument 
is that if PDs are not truly dichotomous in nature, reliability should 
improve with the use of dimensions because their measurement would 
incorporate more information than that provided by categories alone. 

Critics sometimes overlook the fact that categories and dimensions 
need not be mutually exclusive, witness their harmonious coexistence in 
the classification of mental retardation and hypertension. Following that 
tradition, the IPDE was designed to provide categorical diagnoses and 
dimensional scores based on the categories. The results of the present 
study demonstrate the favorable effect of these scores on the reliability 
of the IPDE. This is illustrated, e.g., by paranoid personality, the dis- 
order with the least stability. Although the DSM-111-R kappa was only 
.24, the stability of the paranoid dimensional score was 0.68 (0.74 with 
correction for attenuation). The stability of all of the DSM-III-R dimen- 
sional scores ranged from 0.68 to 0.92 (0.74 to 0.95 corrected), with a 
median of 0.77 (0.83 corrected). The corresponding correlations for the 
ICD-10 dimensions ranged from 0.65 to 0.86 (0.71 to 0.90 corrected). 
with amedian of 0.77 (0.82 corrected). 

These findings provide a striking example of the advantage of supple- 
menting a categorical conclusion about the presence or absence of a spe- 
cific PD with dimensional information about the traits that underlie the 
decision-making process. The IPDE dimensional scores include infor- 
mation about accentuated normal traits below the threshold required for 
a PD. A measure based on pathological traits alone consists of the num- 
ber of criteria that a patient meets on a particular disorder. Table 8 (see 
chapter 'Results') reveals that this coarser measure is almost invariably 
associated with lower reliabilities than the dimensional scores, although 
thedifferences are not usually great. 

Clinical acceptability and validity of the IPDE 

At the conclusion of the study, a questionnaire concerning the IPDE was 
completed by all of the inte~ewers and discussed at length at the meeting 
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of principal investigators in Geneva. The only significant reservation 
about the interview shared by a majority of the interviewers concerned 
its length. This was a necessary consequence of the decision to systemat- 
ically inquire about all of the PD criteria in the ICDIO and DSM-In-R 
classification systems. The mean length of the interview was 2 hours 20 
minutes, and there was considerable variation around that figure. If a 
patient acknowledged many criteria, the subsequent inquiry for confir- 
matory examples and anecdotes prolonged the interview. If few of the 
behaviors were endorsed, then the IPDE went comparatively rapidly. If 
it became evident that the interview was likely to exceed more than one 
and a half to two hours, an effort was made to administer it in more than 
one sitting to prevent erosion of the quality of the interview from fatigue 
or boredom. 

To offset the concern about the length of the interview and to make it 
more acceptable to a wider range of clinicians and investigators, it was 
decided to issue it in modules and to update the DSM-111-R component 
to conform to DSM-N. While the longer version of the IPDE assesses 
all of the disorders in ICD-10 and DSM-IV, separate modules are avail- 
able for those who wish to l i t  the examination to only one of the two 
classification systems. Those concerned with only certain selected disor- 
ders within one of the two systems can also restrict the interview to those 
items relevant to the disorders of interest to them. 

A self-administered screening version of the IPDE is also available. It 
is not intended to substitute for the interview, because the literature 
indicates that PD inventories and i n t e ~ e w s  do not provide equivalent 
diagnoses. The screening inventory merely makes it possible to avoid 
interviewing those who are unlikely to receive a PD diagnosis on the 
interview. A field trial was undertaken with an early screening version 
of the DSM-In-R module in a sample of 258 university ~tudents.'~ The 
inventory produced few false-negative cases vis-d-vis the interview, 
but as expected it yielded a high rate of false-positives. Of course, 
the low literacy rate in some nations precludes its use with certain 
populations. 

Whereas reliability refers to the consistency with which a diagnosis is 
made, validity refers to the accuracy of the diagnosis. The problems 
associated with establishing the validity of either an ordinary clinical 
interview or a semistructured one such as the IPDE are formidable. What 
should one use as the 'gold standard? It would be. meaningless to vali- 
date the IPDE against clinical diagnosis without first having established 
the reliability if not the validity of the clinicians themselves. If clinical 
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diagnosis, as usually practiced. was 'as good as gold,' there would be no 
need to improve it with semistructured interviews. 

A common practice is to invoke construct validity by demonstrating 
that a diagnosis agrees with that based on other interviews or inventories. 
However, this has restricted meaning, because the instruments usually 
sample identical content and often employ similar methods. The use of 
the so-called LEAD standard (Longitudinal, Expert, and All Data)16 is 
also not without its problems. It is unlikely that many uue 'experts* have 
the time or inclination to want to conduct a thorough examination and 
prolonged study of a large enough sample of patients to provide ade- 
quate representation of the various PDs and the differential diagnostic 
problems commonly encountered in ordinary clinical practice. The 
experts would also have to adhere to the same definition of a PD and 
diagnostic criteria, or there would he obvious artifactually based discrep- 
ancies. Inevitably the experts would also have to demonstrate how much 
they agree with one another. 

The ultimate validation of the IPDE may prove to be a pragmatic one. 
Does the interview provide more replicahle and useful answers to ques- 
tions about etiology, course, and treatment than the assessments obtained 
from clinicians without benefit of the IPDE? The expectation is that it 
has the potential for doing so, because it is more likely to insure compre- 
hensive, standardized coverage of the information required for a diagno- 
sis. In theory the results of the examination should also be more 
generalizable and exportable than the clinical consensus of a panel of 
experts at one particular facility. 

There are obvious cultural variations in what is considered maladap 
tive behaviour. Understandably one might question whether the PD 
criteria of DSM-111-R, which were developed for use in the US, are rele- 
vant or meaningful (valid) in other cultures. One might also wonder 
whether the ICD-10 criteria, which were designed for worldwide use, 
might be unduly influenced by Westem psychiatric tradition. In the study 
no attempt was made to change the criteria themselves, in order to 
accommodate a particular culture. However, the clinicians were 
instructed to judge the meaning of the behaviour in the context of their 
culture. This did not prove to be a common occurrence. Examples 
include the DSM-111-R criteria pertaining to monogamous relationships 
(antisocial) and harsh treatment of spouses and children (sadistic). 
Surprisingly, the investigators at the various centresexpressed few reser- 
vations about the applicability of either DSM-111-R or ICD-10 in their 
own nations. 
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Frequency of personality disorder types 

The study had a very limited and specific objective, namely, to deter- 
mine the reliability, stability, and clinical and cultural acceptability of a 
particular diagnostic instrument designed for worldwide use. In the 
absence of any prior evidence that PDs wuld be reliably and meaning- 
fully assessed on a worldwide basis, it would have been premature and 
ill-advised to have broadened the scope of the project. The development 
of an acceptable instrument for case identification was a necessary pre- 
requisite to any attempt at international wllaborative or comparative 
studies of the PDs. The study was not intended to be an epidemiological 
survey of residents in the community or those under treatment. The sam- 
pling did not involve consecutive admissions, and there are obviously 
different thresholds associated with the request for mental health care in 
different cultures. Therefore, it would be imprudent to make t w  much of 
variations in the frequency with which the individual disorders were 
diagnosed at the various centres. 

It is noteworthy, however, that most of the specific personality dis- 
orders in the two classification systems were observed in the 11 nations 
represented in the study. It is also of some interest that the two most fre- 
quently diagnosed types in the sample as a whole are disorders that were 
not included in either ICD-9 or DSM-11. They are borderline (DSM-III- 
R) or emotionally unstable, borderline type (ICD-10). and avoidant 
(DSM-III-R) or anxious (ICD-10). At least one case of these two dis- 
orders occurred at every centre with the exception of Bangalore, which 
did not report an avoidant diagnosis. 

Two controversial disorders, sadistic and self-defeating, are not 
included in ICD-10, were relegated to the appendix of DSM-III-R, and 
do not appear at all in DSM-IV. Both were among the three least fre- 
quent diagnoses in the entire sample. Interestingly, the third, narcissistic, 
was not included in DSM-11 and is still not recognized in ICD-10. It 
occurred in only 1.3% of patients in the study. This contrasts with pas- 
sive-aggressive, which is not included in either ICD-10 or DSM-N but 
was diagnosed in 5% of study patients and appeared in all centers except 
Bangalore. 

CO-occurrence of mental disorders in the same patient 

Not only did the majority of patients have other mental disorders in addi- 
tion to PDs, but many also had more than one type of PD. Of the 366 
patients with a DSM-111-R personality disorder diagnosis, 11 1 (30.3%) 
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had more than one personality disorder, including 55 (15.0%) with two, 
32 (8.7%) with three, and 24 (6.6%) with more than three disorders. Of 
the 283 patients with an ICD-l0 personality disorder diagnosis, 96 
(33.9%) had more than one type of disorder, including 57 (20.1%) with 
two, 27 (9.5%) with three, and 12 (4.2%) with more than three disorders. 

What are the implications of a patient having more than one form of 
mental disorder, particularly more than one type of PD? In some 
instances this may merely reflect the fact that twoor more disorders share 
similar symptoms or diagnostic criteria. For example, s u b s m e  abuse 
may be indicative of p r  impulse control. a characteristic of antisocial, 
emotionally unstable or borderline PD. Similarly, social withdrawal is a 
diagnostic criterion shared by both schizoid and avoidant PDs. Another 
implication may be pmgnostic or therapeutic, with one disorder modify- 
ing the course or outcome of another. There is evidence, for example, that 
depression is less responsive to treatment, when accompanied by a PD. 
Comorbidity may also be a consequence of the fact that two disorders 
share similar etiologies. Finally, at times comorbidity may also he an 
indication of a defective or less thanoptimal classification system. 

A fundamental problem in interpreting the meaning of the comorbid- 
ity findings from various sNdies, including this one, is that they are 
markedly influenced by the base rates of the disorders in the sample. 
These in turn are a function of the admission practices of the facilities 
from which the patients are drawn, not to mention the selection biases 
for inclusion in the studies themselves. Ideally, comorbidity should he 
determined from epidemiological studies based on probability samples 
from the community. Unfortunately these rarely if ever include a suffi- 
cient number of cases of most disorders, to provide definitive informa- 
tion about the hue CO-occurrence rates of the disorders in question. 

ICD-10 and DSM-IICR 

As previously noted, ICD-10 and DSM-111-R are different but overlap- 
ping classification systems. There are slight differences in nomenclature: 
anankastidobsessive-compulsive, anxious/avoidant, and dissociaUanti- 
social. In ICD-10 borderline and impulsive are viewed as subtypes of 
emotionally unstable; schiwtypal is located with schizophrenia and 
delusional disorders; and narcissistic, passive-aggressive, and the two 
disorders in the appendix of DSM-111-R, sadistic and self-defeating, do 
not appear. There are also several significant differences in the criteria in 
the two systems and some minor variations in their wording. Except for 
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emotionally unstable, ICD-10 requires four of seven criteria for a diag- 
nosis; and except for antisocial, DSM-III-R requires four or five from a 
list that varies from seven to nine criteria. Although there are fewer dif- 
ferences between ICD-10 and DSM-IV, many still remain. 

A more detailed comparison of ICD-10, DSM-III-R, and DSM-lV is 
beyond the scope of this chapter. However, mention should be made of 
the extent to which ICD-10 and DSM-III-R tended to produce similar 
results in the present study. Within the limitations imposed by the sam- 
ple sizes of the individual disorders, no statistically significant (pc.05) 
differences were observed in the base rates with which the correspond- 
ing specific PDs were diagnosed in the overall sample of 716 patients. 
There was a trend, albeit statistically not significant, for DSM-III-R to 
identify more cases of antisocial, paranoid, and histrionic behaviour and 
for ICD-I0 to diagnose more cases of anxioudavoidant behaviour. Both 
systems provide a residual category for cases judged to have a PD that 
does not meet the requirements for any of the specific types. There is no 
method of identifying these patients without invoking some arbitrary 
standard. The IPDE assigns a residual diagnosis to anyone who does not 
meet the requirements for a specific disorder, but nevertheless accumu- 
lates 10 or more criteria €mm the various disorders. There are more 
opportunities to obtain the diagnosis in DSM-III-R than in ICD-10 
because the former has l l 0  criteria and the latter only 56. It is not sur- 
prising, then, that approximately twice as many patients received a non- 
specific diagnosis of PD in DSM-III-R as in ICD-I0 (12.8% vs 6.8%). 

This, of course, does not address the question of whether the two clas- 
sification systems actually identified the same patients as having a partic- 
ular disorder. That can be determined by the kappa statistic, particularly 
for those disorders with a prevalence of at least 5%. There are only two 
of them; the kappas are 0.66 (borderline) and 0.52 (anxiouslavoidant), 
evidence of moderate but far €mm perfect agreement. With the distribu- 
tion of cases in the sample of 716 patients, these kappas were associated 
with 92% agreement regarding the diagnosis of borderline and 89% for 
anxioudavoidant. The kappa values for the remaining disorders should 
be viewed as relatively unstable because of the base rate problem. They 
range from 0.32 (dissocial) to 0.61 (anankastidobsessive-compulsive), 
with a median of 0.52. The DSM-III-R and ICD-10 comparisons should 
not be a f f d  by the less-than-perfect interrater reliability of the IPDE 
since the same examiner conducted the interview and rated the informa- 
tion on which the ICD-l0 and DSM-111-R diagnoses for a padcular 
patient were based. 
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The substantial disagreement regarding the dissocial and antisocial 
diagnoses is not entirely unexpected considering the different 
approaches the two classification systems have taken regarding the dis- 
order. The DSM-111-R emphasized lawbreaking and criminal acts, while 
ICD-10 is more concerned with generic concepts such as lack of em- 
pathy, inability to profit from experience, and inability to maintain 
enduring relationships. 

It is also possible to judge the overall agreement between DSM-111-R 
and ICD-l0 for the eight disorders they share in common. This can be 
done by calculating an overall weighted kappa based on all of these dis- 
orders, regardless of whether they meet the criterion of a S 8  base rate. 
That kappa is .S4, an indication of only moderate agreement. There 
appears to be sufficient disagreement regarding the cases of personality 
disorders identified by ICD-I0 and DSM-111-R to justify the prior deci- 
sion of the WHOIADAMHA (US Alcohol, Drug Abuse and Mental 
Health Administration) steering committee to develop an instrument that 
would accommodate both classification systems. The two, however, pro- 
vide roughly similar interrater agreement and temporal stability when 
assessed by the IPDE. 

Conclusions 

The IPDE was administered by 58 psychiatrists and clinical psychol* 
gists to 716 patients in 11 counhies in North America, Europe, Africa, 
and Asia. The interview demonstrated an interrater reliability and tem- 
poral stability roughly similar to instruments used to diagnose the psy- 
choses, mood, anxiety, and substance use disorders. Experienced 
clinicians also found the instrument user friendly, c~lNt'dly relevant, 
and clinically meaningful. By providing a standard method of diagnosis 
and case identification, the IPDE should stimulate international PD 
research, and facilitate comparisons of the results of such worldwide 
investigations. 
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Table A l Personaliry disorder diagnoses-Bangalore, India (N=47) 

No. (%) of patients 

IPDE Diagnosis Definite DefinitetProbable 

DSM-III-R 
Paranoid 1 (2.1) 1 (2.1) 
Schizoid 2 (4.3) 2 (4.3) 
Schizotypal 9 (19.1) 9 (19.1) 
Obsessive-compulsive 0 (0.0) 0 (0.0) 
Histrionic 1 (2.1) 1 (2.1) 
Dependent 0 (0.0) 0 (0.0) 
Antisocial 3 (6.4) 3 (6.4) 
Narcissistic 0 (0.0) 0 (0.0) 
Avoidant 0 (0.0) 0 (0.0) 
Borderline 7 (14.9) S (17.0) 
Passive-aggressive 0 (0.0) 0 (0.0) 
Sadistic 0 (0.0) 0 (0.0) 
Self-defeating 0 (0.0) 0 (0.0) 

ICD- I0 
Paranoid 0 (0.0) 0 (0.0) 
Schizoid 1 (2.1) 1 (2.1) 
Dissocial 0 (0.0) 0 (0.0) 
Emotionally unstable 

impulsive 2 (4.3) 2 (4.3) 
borderline 2 (4.3) 2 (4.3) 

Histrionic 0 (0.0) 0 (0.0) 
Anankastic 0 (0.0) 0 (0.0) 
Anxious 0 (0.0) 1 (2.1) 
Dependent 0 (0.0) 0 (0.0) 

* 
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Table A2 Persomlity disorder diagnosesG@n@va. Switzerland (N=32) 

No. (%)of patients 

IPDE Diagnosis Definite DefiniteIProbable 

DSM-Ill-R 
Paranoid 0 (0.0) 1 (3.1) 
Schizoid 0 (0.0) 1 (3.1) 
Schimtypal 0 (0.0) 1 (3.1) 
Obsessiv~ompulsive 1 (3.1) 2 (6.2) 
Histrionic 1 (3.1) 3 (9.3) 
Dependent 0 (0.0) 1 (3.1) 
Antisocial 0 (0.0) 1 (3.1) 
Narcissistic 0 (0.0) 0 (0.0) 
Avoidant 1 (3.1) 5 (15.6) 
Borderline 4 (12.5) 8 (25.0) 
Passive-aggressive 2 (6.2) 4 (12.5) 
Sadistic 0 (0.0) 0 (0.0) 
self-defeating 0 (0.0) 3 (9.3) 

ICD-l0 
Paranoid 0 (0.0) 1 (3.1) 
Schizoid 0 (0.0) 0 (0.0) 
Dissocial 0 (0.0) 0 (0.0) 
Emotionally unstable 

impulsive 0 (0.0) 0 (0.0) 
borderline 5 (15.6) 6 (18.8) 

Histrionic 0 (0.0) 1 (3.1) 
Anankastic 0 (0.0) 2 (6.2) 
Anxiws S (15.6) 5 (15.6) 
Dependent 1 (3.1) 6 (18.8) 
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Table A3 Personality disorder diagnoses-Leiden, Netherlands (N=65) 

No. (%)of patients 

IPDE Diagnosis Definite Definitefiobable 

DSM-III-R 
Paranoid 6 (9.2) 11 (16.9) 
Schizoid 1 (1.5) 5 (7.7) 
Schizotypal 2 (3.1) 2 (3.1) 
Obsessive-compulsive 3 (4.6) 5 (7.7) 
Histrionic 3 (4.6) 7 (10.8) 
Dependent 5 (7.7) 8 (12.3) 
Antisocial 2 (3.1) 3 (4.6) 
Narcissistic 0 (0.0) 4 (6.2) 
Avoidant 7 (10.8) 2 (18.5) 
Borderline 9 (13.8) 15 (23.1) 
Passiveaggressive 1 (1.5) 3 (4.6) 
Sadistic 0 (0.0) 2 (3.1) 
Self-defeating 1 (1.5) 4 (6.2) 

ICD-I0 
Paranoid 1 (1.5) 4 (6.2) 
Schizoid 1 (1.5) 4 (6.2) 
Dissocial 2 (3.1) 2 (3.1) 
Emotionally unstable 

impulsive 1 (1.5) 4 (6.2) 
borderline 8 (12.3) 11 (16.9) 

Histrionic 1 (1.5) 2 (3.1) 
Anankastic 4 (6.2) l 0  (15.4) 
Anxious 9 (13.8) 18 (27.7) 
Dependent 2 (3.1) 7 (10.8) 

l 
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Table A4 Personality disorder diagnoses-londo~ UK (N=52) 

No. (96) of patients 

IPDE Diagnosis Definite DefinitelPmbable 

DSM-Ill-R 
Paranoid 5 (9.6) 8 (15.4) 
Schizoid 1 (1.9) 2 (3.9) 
Schimtypal 3 (5.8) 5 (9.6) 
Obsessive+ompulsive 1 (1.9) 1 (1.9) 
Histrionic 3 (5.8) 7 (13.5) 
Dependent 0 (0.0) 3 (5.8) 
Antisocial 9 (17.3) l 0  (19.2) 
Narcissistic 0 (0.0) 2 (3.9) 
Avoidant 8 (15.4) 16 (30.8) 
Borderline 10 (19.2) 13 (25.0) 
Passive-aggressive 3 (5.8) 5 (9.6) 
Sadistic 1 (1.9) 2 (3.9) 
Self-defeating 0 (0.0) 2 (3.9) 

ICD-10 
Paranoid 3 (5.8) 8 (15.4) 
Schizoid 0 (0.0) 2 (3.9) 
Dissocial 2 (3.9) 5 (9.6) 
Emotionally unstable 

impulsive 5 (9.6) 8 (15.4) 
borderline 12 (23.1) 13 (25.0) 

Histrionic 1 (1.9) 5 (9.6) 
Anankastic 1 (1.9) 3 (5.8) 
Anxious 13 (25.0) 23 (44.2) 
Dependent 1 (1.9) 4 (7.7) 
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Table A5 Personality disorder diagnoses-Luxembourg (N=52J 

No. (8) of patients 

IPDE Diagnosis Definite Definitelprobable 

DSM-III-R 
Paranoid 3 (5.8) 8 (15.4) 
Schizoid 2 (3.8) 5 (9.6) 
Schiwtypal 1 (1.9) 2 (3.8) 
Obsessive-compulsive 2 (3.8) 5 (9.6) 
Histrionic 4 (7.7) 9 (17.3) 
Dependent 5 (9.6) 6 (11.5) 
Antisocial 1 (1.9) 1 (1.9) 
Narcissistic 0 (0.0) 2 (3.8) 
Avoidant 8 (15.4) 3 (25.0) 
Borderline 8 (15.4) 10 (19.2) 
Passive-aggressive 2 (3.8) 2 (3.8) 
Sadistic 0 (0.0) 0 (0.0) 
Self-defeating 0 (0.0) 1 (1.9) 

ICD-l0 
Paranoid 3 (5.8) 4 (7.7) 
Schizoid 2 (3.8) 3 (5.8) 
Dissocial 1 (1.9) 1 (1.9) 
Emotionally unstable 

impulsive 4 (7.7) 6 (11.5) 
borderline 11 (21.2) 13 (25.0) 

Histrionic 2 (3.8) 6 (11.5) 
Anankastic 4 (7.7) 6 (11.5) 
Anxious 13 (25.0) 17 (32.7) 
Dependent 2 (3.8) 8 (15.4) 

1 
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Table A6 Personaliry disorder diagnoses-Munich G e m y  (N-113) 

No. (%) of patients 

IPDE Diagnosis Definite Definitelhbable 

DSM-111-R 
Paranoid 12 (10.6) 25 (22.1) 
Schizoid 4 (3.5) 9 (8.0) 
Schizotypal 1 (0.9) 3 (2.6) 
Obsessive-compulsive 5 (4.4) 15 (13.3) 
Histrionic 15 (13.3) 20 (17.7) 
Dependent 7 (6.2) 17 (15.0) 
Antisocial 6 (5.3) 9 (8.0) 
Narcissistic 4 (3.5) 9 (8.0) 
Avoidant 14 (12.4) 25 (22.1) 
Borderline 22 (19.5) 28 (24.8) 
Passive-aggressive 6 (5.3) 9 (8.0) 
Sadistic 0 (0.0) 3 (2.6) 
Self-defeating 0 (0.0) 2 (1.8) 

ICD-l0 
Paranoid 5 (4.4) 12 (10.6) 
Schizoid 2 (1.8) 5 (4.5) 
Dissocial 2 (1.8) 6 (5.3) 
Emotionally unstable 

impulsive 8 (7.1) 15 (13.3) 
borderline 20 (17.7) 26 (23.0) 

Histrionic 11 (9.7) 18 (15.9) 
Anankastic 6 (5.3) 14 (12.4) 
Anxious 15 (13.3) 28 (24.8) 
Dependent 10 (8.8) 23 (20.4) 
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Table A7 Personality disorder diagnoses-Nairobi, Kenya (N=50) 

No. (%)of patients 

IPDE Diagnosis Definite Definite~Probable 

DSM-III-R 
Paranoid 2 (4.0) 3 (6.0) 
Schizoid 6 (12.0) 11 (22.0) 
Schizotypal 4 (8.0) 7 (14.0) 
Obsessive~ompulsive 3 (6.0) 4 (8.0) 
Histrionic 4 (8.0) 5 (10.0) 
Dependent 3 (6.0) 5 (10.0) 
Antisocial 8 (16.0) 11 (22.0) 
Narcissistic 0 (0.0) 2 (4.0) 
Avoidant 7 (14.0) 12 (24.0) 
Borderline 0 (0.0) 5 (10.0) 
Passive-aggressive 12 (24.0) 16 (32.0) 
Sadistic 1 (2.0) 1 (2.0) 
Self-defeating 0 (0.0) 0 (0.0) 

ICD-l0 
Paranoid 2 (4.0) 4 (8.0) 
Schizoid 5 (10.0) 8 (16.0) 
Dissocial 5 (10.0) 7 (14.0) 
Emotionally unstable 

impulsive 2 (4.0) 4 (8.0) 
borderline 4 (8.0) 5 (10.0) 

Histrionic 5 (10.0) 7 (14.0) 
Anankastic 3 (6.0) 4 (8.0) 
Anxious 8 (16.0) 11 (22.0) 
Dependent 3 (6.0) 5 (10.0) 
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Table SA Personaliry disorderdiagnoses-New York, USA (N=lOOJ 

No. (%)of patients 

IPDE Diagnosis DefinitelProbable 

DSM-III-R 
Paranoid 2 (2.0) 6 (6.0) 
Schizoid 1 (1.0) 3 (3.0) 
Schiwtypal 1 (1.0) 2 (2.0) 
Obsessive-compulsive 0 (0.0) 1 (1.0) 
Histrionic 8 (8.0) 17 (17.0) 
Dependent 2 (2.0) 7 (7.0) 
Antisocial 2 (2.0) 5 (5.0) 
Narcissistic 2 (2.0) 8 (8.0) 
Avoidant 7 (7.0) 13 (13.0) 
Borderline 15 (15.0) 20 (20.0) 
Passiv~aggressive 5 (5.0) l0 (10.0) 
Sadistic 0 (0.0) Z (2.0) 
Self-defeating 1 (1.0) 6 (6.0) 

ICD-l0 
Paranoid 0 (0.0) 4 (4.0) 
Schiwid 0 (0.0) 2 (2.0) 

4 (4.0) 6 (6.0) 
I Ebi:::~b unstable ' impulsive 1 (1.0) 4 (4.0) 
1 borderline 16 (16.0) 19 (19.0) 

Hisvionic 3 (3.0) 9 (9.0) 
Anankastic 1 (1.0) 4 (4.0) 
Anxious l0 (10.0) 14 (14.0) 
Dependent 1 (1.0) 7 (7.0) 
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Table A9 Personality disorder diagnoses-Noninghum, UK (N=50) 

No. (%)of patients 

IPDE Diagnosis Definite DefiniteIRobable 

DSM-III-R 
Paranoid 5 (10.0) 8 (16.0) 
Schizoid 3 (6.0) 4 (8.0) 
Schizotypal 1 (2.0) 2 (4.0) 
Obsessive-compulsive 1 (2.0) 1 (2.0) 
Histrionic 2 (4.0) 3 (6.0) 
Dependent 1 (2.0) 3 (6.0) 
Antisocial 3 (6.0) 9 (18.0) 
Narcissistic 0 (0.0) 0 (0.0) 
Avoidant 4 (8.0) 8 (16.0) 
Borderline 5 (10.0) 6 (12.0) 
Passive-aggressive 1 (2.0) 2 (4.0) 
Sadistic 0 (0.0) 0 (0.0) 
Self-defeating 1 (2.0) 1 (2.0) 

ICD-l0 
Paranoid 
Schizoid 
Dissocial 
Emotionally unstable 

impulsive 
borderline 

Histrionic 
Anankastic 
Anxious 
Dependent 



Table A10 Personality disorder diagnoses-Oslo. Nonvay (N=48) 

No. (S) of patients 

IPDE Diagnosis Definite Definitehbable 

DSM-III-R 
Paranoid 2 (4.2) 6 (12.5) 
Schizoid 0 (0.0) 0 (0.0) 
Schizotypal 1 (2.1) 1 (2.1) 
Obsessive-compulsive 1 (2.1) 2 (4.2) 
Histrionic 4 (8.3) 7 (14.6) 
Dependent 4 (8.3) 8 (16.7) 
Antisocial 5 (10.4) 9 (18.8) 
Narcissistic 1 (2.1) 1 (2.1) 
Avoidant 5 (10.4) 9 (18.8) 
Borderline l0 (20.8) 16 (39.6) 
Passive-aggressive 1 (2.1) 1 (2.1) 
Sadistic 0 (0.0) 2 (4.2) 
Self-defeating 2 (4.2) 2 (4.2) 

ICD-I0 
Paranoid 0 (0.0) 8 (16.7) 
Schizoid 0 (0.0) 0 (0.0) 
Dissocial 1 (2.1) 1 (2.1) 
Emotionally unstable 

impulsive 4 (8.3) 5 (10.4) 
borderline 11 (22.9) 13 (27.1) 

Histrionic 4 (8.3) 6 (12.5) 
Anankastic 3 (6.3) 7 (14.6) 
Anxious 7 (14.6) 13 (27.1) 
Dependent S (10.4) 8 (16.7) 
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Table AI l Personaliry disorder diagnoses-Tokyo, Japan (N=57) 

No. (8) of patients 

IPDE Diagnosis Definite DefiniteRrobable 

DSM-111-R 
Paranoid 
Schizoid 
Schizotypal 
Obsessive-compulsive 
Histrionic 
Dependent 
Antisocial 
Narcissistic 
Avoidant 
Borderline 
Passive-aggressive 
Sadistic 
Self-defeating 

ZCD-10 
Paranoid 
Schizoid 
Dissocial 
Emotionally unstable 

impulsive 
borderline 

Histrionic 
Anankastic 
Anxious 
Dependent 
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Table A12 Personality disorder diagnoses-Vienna, Austria (N=50) 

No. (S) of patients 

IPDE Diagnosis Definite DefiniteIProbable 

DSM-111-R 
Paranoid 2 (4.0) 2 (4.0) 
Schizoid 1 (2.0) 3 (6.0) 
Schiwtypal 2 (4.0) 3 (6.0) 
Obsessive-compulsive 3 (6.0) 6 (12.0) 
Histrionic 4 (8.0) l0 (20.0) 
Dependent 4 (8.0) 12 (24.0) 
Antisocial 2 (4.0) 5 (10.0) 
Narcissistic 1 (2.0) 1 (2.0) 
Avoidant 12 (24.0) 18 (36.0) 
Borderline 10 (20.0) 14 (28.0) 
Passive-aggressive 2 (4.0) 4 (8.0) 
Sadistic 0 (0.0) 1 (2.0) 
Self-defeating 4 (8.0) 7 (14.0) 

ICD-l0 
Paranoid 1 (2.0) 4 (8.0) 
Schiwid 0 (0.0) 2 (4.0) 
Dissocial 4 (8.0) 8 (16.0) 
Emotionally unstable 

impulsive 4 (8.0) 5 (10.0) 
borderline l0 (20.0) 10 (20.0) 

Histrionic 2 (4.0) 6 (12.0) 
Anankastic 1 (2.0) 9 (18.0) 
Anxious 12 (24.0) 19 (38.0) 
Dependent 7 (14.0) 11 (22.0) 
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Table A13 Frequency of occurrence, interrater reliabilify and stabilify of DSM-111-R 
criteria 

Frequency of Reliability Stability 
occurrence (W) (R) (R) 

Criterion N=726 N=151 N=243' 

Paranoid 
1 10 .70 .56 (.67) 
2 16 .79 .59 (.66) 
3 12 .81 .S4 (.60) 
4 21 .79 .56 (.63) 
5 13 .75 .31 (.36) 
6 17 .77 .49 (.56) 
7 8 .77 .62 (.71) 

Schizoid 
1 6 .7 1 .39 (.46) 
2 21 .83 .68 (.75) 
3 5 .74 .38 (A) 
4 9 .76 .49 (56) 
5 2 .33 .36 (.63) 
6 22 .77 .63 (.72) 
7 4 .57 .m (30) 

Schizorypal 
1 18 .83 .63 (.69) 
2 23 .86 .70 (.75) 
3 10 .78 .66 (.75) 
4 9 .86 .m (.64) 
5 2 .32 .63 (1.1) 
6 22 .77 .63 (.72) 
7 2 .79 .65 (.73) 
8 3 .68 .64 (.78) 
9 4 .72 .60 (.71) 

Antisocial 
B 1 14 .86 .85 (.91) 
B2 9 .87 .74 (30) 
B3 8 .82 .77 (35) 
B4 3 1.00 .51 (.51) 
B5 1 00 .47 (0) 
B6 3 .74 .S9 (.69) 



Table A13 (con?) 

Frequency of Reliability Stability 

Criterion 

B7 
B8 

1 B9 
' B10 

B11 
B 12 
C1 
C2 
C3 
c4 
C5 
C6 
C7 
C8 
C9 
C10 

Borderline 
1 
2 
3 
4 
5 
6 
7 
8 

Histrionic 
1 
2 
3 
4 
5 
6 
7 
8 

occurrence (%) 
N=726 
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Table A 13 (cont) 

Frequency of Reliability Stability 
occurrence (%) (R) (R) 

Criterion N=726 N=151 N=243' 

Narcissistic 
l 23 .74 .61 (.71) 
2 10 .85 .54 (39) 
3 7 .61 .S1 (.65) 
4 12 .77 .56 (64) 
5 12 .74 .56 (.65) 
6 6 .74 .55 (64) 
7 12 .83 .S6 (.61) 
8 7 .89 .58 (.62) 
9 8 .89 .52 (.SS) 

Avoidant 
l 33 .82 .63 (69) 
2 22 .77 .63 (.72) 
3 20 .80 .48 (.54) 
4 17 .89 .56 (.59) 
5 18 .69 .58 (.70) 
6 21 .9 1 .70 (.74) 
7 13 .71 .50 (.60) 

Dependent 
1 11 .86 .S2 (.56) 
2 10 .87 .57 (.61) 
3 7 .84 .41 (.45) 
4 10 .89 .65 (69) 
5 8 .62 .69 (.87) 
6 14 .90 .45 (.47) 
7 24 .87 .47 (.SO) 
8 18 .91 .SO (.53) 
9 33 .82 .63 (.69) 

Obsessive-compulsive 
1 15 .90 .48 (SO) 
2 10 .84 .57 (.62) 
3 14 .78 .58 (.66) 
4 13 .90 .53 (.56) 
5 23 .78 .62 (.70) 
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Table A13 (cont) 

Frequency of Reliability Stability 
occurrence (%) (R) (R) 

Criterion N=726 N=151 N=243* 

6 10 .76 .S5 (.63) 
7 19 .82 0 (0) 
8 4 .72 .54 (64) 
9 10 .l35 .71 (.77) 

Passive-aggressive 
1 
2 
3 
4 
5 
6 
7 
8 
9 

Sadistic 
1 
2 
3 
4 
5 
6 
7 
8 

Self-&fearing 
1 14 .88 .67 (.71) 
2 15 .80 .S1 (.57) 
3 6 .83 .62 (.68) 
4 8 .73 .S9 (.69) 
5 7 .48 .46 (.67) 
6 12 .80 .56 (.63) 
7 7 .81 .61 (.68) 
8 12 .61 .56 (.72) 

*For temporal stability data in parentheses are corrected for anentuation 
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Table A14 Frequency of occurrence, interrater reliability and stability of ICD-l0 
criteria 

Frequency of Reliability Stability 
Criterion IPDE Occurrence (%) (R) (R) 

Item N=726 N=151 N=243' 

Paranoid 
1 90 20 .79 .48 (.54) 
2 82 21 .79 .56 (.63) 
3 85,157 7 .7 1 .58 (.69) 
4 67 I l .79 .56 (.63) 
5 119 8 .77 .62 (.71) 
6 86 18 .83 .63 (.69) 
7 121 5 .75 .55 (.M) 

Schizoid 
1 96 6 .69 .45 (.54) 
2 93,101,155 10 .72 .30 (.35) 
3 87 2 .33 .36 (.63) 
4 114 9 .76 .49 (.56) 
5 45.51 18 .78 .66 (.75) 
6 48 22 .77 .63 (.72) 
7 154 2 .32 .63 (1.1) 

Dissocial 
1 63 7 .89 .S8 (.62) 
2 136 15 .84 .73 (.80) 
3 50 12 .66 .60 (.74) 
4 34,129 17 .80 .65 (.73) 
5 137,139 9 .78 .60 (.68) 
6 138 10 .81 .S8 (.M) 
7 98 15 .86 .64 (.69) 

Impulsive 
1 125 17 .82 .64 (.71) 
2 124 16 .85 .68 (.74) 
3 106 28 .84 .59 (64 
4 99,116 13 .67 .64 (.78) 
5 100 15 .81 .57 .63) 
6 66 11 .79 .68 (.76) 
7 27 17 .80 .62 (.69) 
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Table A14 (cont.) 

Frequency of Reliability Stability 
Criterion IF'DE Occurrence (So) 0() (R) 

Item N=726 N=151 N=243' 

Histrionic 
1 94 10 .9 1 .75 (.79) 
2 28 14 .90 .53 (.56) 
3 105 18 .79 .60 (.68) 
4 35 16 .76 .62 (.71) 
5 38.88 23 .80 .57 (.64) 
6 1.33 12 .83 .M (.59) 
7 62 10 .85 .M (.59) 

Anonkartic 
1 23 23 .78 .62 (.70) 
2 2.34 12 .86 .52 (.56) 
3 1.33 12 .83 .54 (.59) 
4 93 19 .82 0 (0) 
5 60 14 .78 .58 (.66) 
6 108 16 .75 .47 (.54) 
7 31 9 .78 .63 (.71) 

Anxious 
1 107 32 .88 .62 (.66) 
2 30 28 .85 .67 (.73) 
3 40 20 .90 .60 (.63) 
4 56,88 29 .86 .62 (.69) 
5 55 20 .80 .48 (.M) 
6 111 13 .71 .SO (.59) 
7 110 22 .83 .57 (.63) 

Dependent 
1 24 10 .87 .57 (.61) 
2 76 26 .81 .60 (.67) 
3 75 18 .88 .49 (.52) 
4 29 14 .81 .65 (.72) 
5 104,112 16 .W .48 (.50) 
6 57 24 .87 .47 (.50) 
7 25 14 .84 .64 (.70) 

'For temporal stability data in parentheses are corrected for attentuation 
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Manual 

History of the IPDE 

One of the aims of the World Health Organization (WHO) and US 
National Institutes of Health (NIH) joint program on psychiatric diagn* 
sis and classification is the development and standardization of diagnos- 
tic assessment instruments for use in clinical research around the world.' 
The IPDE is a semistructured clinical interview developed within that 
program, and designed to assess the personality disorders in the ICD-10 
and DSM-IV classification systems. 

The IPDE is an outgrowth and modification for international use of 
the Personality Disorder Examination (PDE).2 To facilitate the develop- 
ment of the IPDE, beginning in 1985 several workshops were convened. 
At these meetings representatives of the international psychiatric com- 
munity discussed the format of the interview, the wording of items, and 
the development of a scoring manual. Translations were undeaaken and 
frequent revisions made to reflect the experience of interviewers with 
trial versions. Finally, a field trial was undertaken in 1988 and 1989 at 14 
participating centres in 11 countries in North America, Europe, Africa, 
and Asia.'A 

In August 1991 the principal investigators in the field trial met at 
WHO headquarters in Geneva to discuss the results and the experience 
of the interviewers with the IPDE. This resulted in some minor revisions 
of existing items. Subsequently additional modifications were made to 
accommodate the transition from DSM-III-R to DSM-IV. To offset con- 
cerns about the length of the interview, and to make it more acceptable to 
a wider range of clinicians and investigators, it was decided to issue the 
IPDE in modules. The complete interview would assess all of the disor- 
ders in both ICD-10 and DSM-IV. Separate modules would also be 
available for those who wished to limit the examination to one of the two 
classification systems. 
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ICD-10 and DSM-IV 

DSM-Ns was designed for use in the US and is primarily the product of 
American psychiatric opinion. ICD-1O6 is intended for use throughout 
the world and reflects the views and needs of the international psychi- 
atric community. The two are different but overlapping classification 
systems. There are slight differences in nomenclature: anankasticlobses- 
sive-compulsive, anxioudavoidant, and dissocial/antisocial. In ICD-10, 
borderline and impulsive are viewed as subtypes of emotionally unsta- 
ble, schizotypal is located with schizophrenia and delusional disorders, 
and narcissistic is not included. There are also some differences in the 
criteria required for various diagnoses. The IPDE field trial demon- 
strated that there was sufficient disagreement regarding the cases identi- 
fied as personality disorders in DSM-UI-R and ICD-10 to require the 
administration of the entire IPDE if one wished to make diagnoses in 
both systems. 

Translations of the IPDE 

Investigators at the various centres involved in the field trial have trans- 
lated the instrument into the following languages: Dutch, French, 
German, Hindi, Japanese, Kannada, Norwegian, Swahili, and Tamil. 
Translations have also been made into other languages, including 
Danish, Estonian. Greek, Italian, Russian, and Spanish. Additional trans- 
lations are contemplated. The translations were backtranslated into 
English by a psychiatrist or psychologist who had not seen the original 
English version. Variations and problems in the back-translation were 
then reviewed with those who undertook the original translation, and 
corrections were made when indicated. 

Particular pmblems can arise when a semistructured interview like 
the IPDE is used with subjects who are illiterate and speak a regional 
or tribal dialect. Since written and spoken language are quite different 
in such populations, the interviewer must frequently depart fmm the 
literal text and improvise an equivalent question on the spot, in order 
to maintain communication with the subject. Although this is a 
potential source of error variance, the examiner's familiarity with 
the scope and meaning of the diagnostic criteria and with the intent of 
the original IPDE question, should keep such error within tolerable 
limits. 
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Struchlre of the IPDE 

The IPDE is arranged in a format that attempts to provide the optimal 
balance between a spontaneous, natural clinical interview and the 
requirements of standardization and objectivity. At the beginning of the 
interview the subject is given the following instructions: 'The questions I 
am going to ask concern what you are like most of the time. I'm inter- 
ested in what has been typical of you throughout your life, and not just 
recently. If you have changed and your answers might have been differ- 
ent at some time in the past, be sure to let me know.' 

The questions flow in a natural sequence that is congenial to the clini- 
cian. They are arranged under six headings: work, self, interpersonal 
relationships, affects. reality testing, and impulse control. The headings 
are not only convenient labels. but they play an organizational or the- 
matic role. At times the overlapping nature of the six domains required a 
somewhat arbitrary allocation of questions. For efficiency and conve- 
nience sometimes a question extends beyond the scope of the section 
where it appears. For example, many anankastic criteria are best 
assessed in the context of work functioning, but behaviour outside the 
realm of work is also considered, even though the questions appear in the 
'Work' section of the interview. 

The sections are usually introduced by open-ended inquiries that offer 
subjects an opportunity to discuss the topic as much as they choose. This 
helps to develop a set for the questions that follow, and provides a transi- 
tion from the focus of the previous section. Although they are not scored 
as such, these introductory remarks of the subject provide a background 
against which to judge the clinical significance of some of the replies to 
the specific questions that follow. At times the comments also facilitate 
the task of the examiner in deciding whether to probe or pursue certain 
aspects of the subject's responses. 

The criterion and its number, together with the name of the ICD-10 
disorder, appear above the questions designed to assess it. Since the 
questions are merely an attempt to get at the criterion, this serves to 
remind the examiners what they are actually rating. Some criteria are fol- 
lowed by the designation panial, an indication that the item does not 
assess the entire criterion. This is done to preserve the topical focus of 
the interview. For example, it is more appropriate to inquire about an 
identity disorder in the sexual realm, when the subject of sex is being dis- 
cussed, than to attempt to cover other manifestations of an identity disor- 
der, such as uncertainty about values or career choice at the same point in 
the interview. There appears to be no consensus about exactly how long 
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a behaviour should be present before it can be considered a personality 
trait. ICD-10 states that it should be stable and of long duration. 
Therefore, we have adopted the somewhat conservative convention that 
it should exist for a span of at least five years. Consideration was given to 
a three-year requirement, but it was decided that might too frequently 
lead to confounding episodic mental illnesses or responses to unusual or 
special life situations with the more enduring behaviour associated with 
personality. Some may feel this is too exacting. especially when applied 
to adolescents or young adults. S i  users of the IPDE will differ in 
their predilection for making personality disorder diagnoses in adoles- 
cents, those who prefer a three-year requirement may adopt it for that 
age group. They should specify, however, that they have departed from 
the standard instructions. The use of anything less than a five-year time- 
frame with subjects over 20 years of age is discouraged. 

ICDlO dates the onset of the first manifestations of a personality dis- 
order to late childhood or adolescence. For that reason we have taken the 
somewhat arbitrary position, that the requirements for at least one crite- 
rion of a disorder must have been fulfilled prior to age 25, before that 
pdcu la r  disorder can be diagnosed. Age 25 years rather than an earlier 
age was selected to allow more informed and accurate judgements about 
many of the adult-oriented personality disorder criteria. 

Clinical tradition notwithstanding, it is possible that personality trans- 
formations may occur in midlife or old age, and that a hue personality 
disorder may emerge de novo at that time. In the absence of empirical 
data, rather than encourage premature closure on the subject we have 
made pmvision in the IPDE for an optional late onset diagnosis. We 
have also provided the option of making a past diagnosis in someone 
who previously met the requirements, but has not done so during the past 
year(l2 months). 

Scope of the IPDE 

The IF'DE is not designed to survey the entire realm of personality. Its 
purpose is to identify those traits and behaviours that are relevant to an 
assessment of the criteria for personality disorders in the ICD-10 and 
DSM-IV classification systems. It neglects many neutral, positive, and 
adaptive traits, because they are irrelevant to a personality disorder 
assessment. It also does not cover other mental disodm, because there 
are instruments available for them. We recommend their use prior to the 
IF'DE, to provide the examiner with clinical and historical information 
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that is likely to enhance the reliability and validity of the questioning, 
probing, and scoring process. When it is not available from such an inter- 
view or from other sources, the IPDE examiner should obtain that infor- 
mation from the subject at the beginning of the interview (under 
'Background information'). 

The IPDE ICD- 10 Module examines every subject for the presence or 
absence of all the ICD-I0 personality disorder criteria. It also provides a 
dimensional score for all subjects on each disorder, regardless of 
whether or not they fulfil1 the criteria for the disorder. This additional 
information supplements that based on categorical diagnosis alone. 
Because personality disorders often reflect the exaggerated presence of 
traits that are continuously distributed in the population at large, the 
dimensional scores are not only useful to the clinician, but they also pm- 
vide the research investigator with greater reliability and more versatility 
in data analysis. 

Appropriate subjects 

The IPDE is not intended for subjects below the age of 18, although with 
slight modifications some investigators have found it useful with those 
as young as age 15. The interview is not appropriate for those with 
severe depression, psychosis, below-normal intelligence, or substantial 
cognitive impairment. Whether it should be used with patients in remis- 
sion from a chronic psychotic illness is problematic. For example, can 
one distinguish residual schizophrenia or the interepisodic manifesta- 
tions of manic-depression from a personality disorder? A number of 
investigators have found the IPDE useful in studies of those disorders, 
and the decision is left to the user. 

Limitations of the IPDE 

The IPDE is essentially a self-report instrument, and assumes that sub- 
jects are capable of providing valid descriptions of disturbances in their 
personality. However, individuals may be unaware of some of their 
traits. They may also be resistant to acknowledging behaviour, if it is 
socially undesirable or if its disclosure is likely to adversely affect what 
they believe to be their best interest. This is especially likely to occur in 
patients who wish to terminate treatment prematurely, or in those about 
to be discharged from a mental health facility. Others may exaggerate 
disturbances in their behaviour. This is sometimes observed in those who 



119 Limitations of the IPDE 

are frantically seeking help, or who are dissatisfied with their treatment 
or the amount of attention they are receiving. It may also be a reflection 
of certain personality traits. Although subjects may also feign waits or 
behaviour, particularly in compensation cases and some forensic and 
military situations, the IPDE discourages this by requiring documenta- 
tion with convincing examples, anecdotes, and descriptions. 

Patients in a dysphoric state may have a selective recall or distorted 
perception of some of their behaviour. They may also confuse normal 
and abnormal personality traits with the symptoms of a mental disorder. 
There is evidence' that the PDE was resistant to changes in the symp 
toms of anxiety and depression that occurred during the course of treat- 
ment, when those symptoms were of mild to moderate severity. This is 
not to imply that some clinical states, particularly those accompanied by 
severe symptoms, do not invalidate the assessment of personality. 
Additional research is required on this important subject. When possible, 
some investigators may wish to postpone the assessment until the symp- 
toms of other mental disorders have remitted. 

In ordinary clinical practice, a family member or close friend is often 
used as an additional source of information to offset the limitations of the 
self-repon method. We have experimented with various procedures for 
augmenting the subject's responses on the IPDE with data from other 
sources. Failure to acknowledge a behaviour, particularly one that is 
especially frowned upon by others, is sometimes followed on the IPDE 
by such inquiries as, 'Have people told you that you're like that?' 
Affirmative replies are then pursued with the question, "Why do you 
think they've said that?" This approach can only be used selectively. If it 
were adopted in all situations where a behaviour has been denied, it 
would undermine the rapport between subject and examiner. 

We have also hied a parallel form of the interview in which an infor- 
mant was asked viltually the same questions about the patient. There 
were often discrepancies, and it was not always obvious who had pro- 
vided the more valid information. It proved difficult to formulate a set of 
practical guidelines that stipulate the source that should be used in scar- 
ing a particular criterion. The problem is a complicated one, and a satis- 
factory resolution awaits the availability of more empirical dam on the 
subject. Future studies may help identify those criteria that tend to pm- 
duce discrepancies, and the characteristics of suhjects and informants 
that might be used to determine the preferred source of information. 

Meanwhile, we have adopted a practical, provisional solution to the 
informant pmblem. The IPDE has a second scoring column for informant 
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data. If examiners have access to information from family, friends, men- 
tal health professionals, records, etc., that clearly contradicts a subject's 
responses regarding a particular criterion, then they may score the crite- 
rion in the informant column provided two requirements are met. Firstly, 
they should have more confidence in that information than they do in the 
subject; and secondly, the other source must satisfy the identical scoring 
guidelines that apply to the subject's response. Later, in entering ratings 
in the computer or transcribing them from the interview to the score- 
sheet, the scores based on the subject's report are bypassed in favour of 
those derived from the informant. 

While it is necessary to administer the PDE with knowledge of a sub- 
ject's psychiatric history and current mental state, the examiner should 
avoid making detailed inquiries about the subject's personality prior to the 
interview. It is probably not advisable to confront subjects during the inter- 
view with discrepancies between their accounts and information obtained 
from others. Making them aware of the discrepancies could adversely 
affect rapport, and also create discord between the subject and informant. 

Examiner qualifications and training 

The IPDE ICD-l0 Module presupposes a thorough familiarity with the 
ICD-10 classification system of mental disorders, and considerable train- 
ing and experience in making psychiatric diagnoses. Like any semistruc- 
tured clinical interview, its reliability and validity are inseparable from 
the qualifications and training of the person using it. It is designed for 
experienced psychiatrists, clinical psychologists, and those with compa- 
rable training, who are capable of making independent psychiatric diag- 
noses without a semistructured i n t e ~ e w .  It is not intended for use by 
clinicians in the early phase of their training, or by research assistants, 
nurses, and medical or graduate students. 

The first step in training to use the P D E  is to study the interview and 
manual very thoroughly. Before the basics are mastered. the interview 
should be administered to several subjects primarily to get a 'feel' for it, 
and to make the instructions in this manual and the scoring guidelines 
more meaningful. Then the neophyte should examine a series of patients, 
following the instructions and scoring guidelines as closely as possible. 
This is best done with a colleague, someone who has already mastered 
the instrument or is also learning how to use it. These practice interviews 
should be followed by a critique, and a discussion of any problems in 
administration and scoring. Most clinicians will feel comfortable with 
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the IPDE and have achieved a basic proficiency after having given about 
10 interviews. As they examine more patients, they will find themselves 
making less use of the guides for questioning and scoring, but occasional 
reference to them is to be expected even by the seasoned examiner. We 
strongly recommend that those who wish to obtain the optimal training 
in the use of the IPDE, enrol1 in the course offered at one of the world- 
wide WHO training centres. 

Administration of the IPDE 

If the interview should take more than one to one and a half hours, there 
is danger that the examiner will not pursue responses with the same alert- 
ness and thomugbness, and that the subject's replies will become briefer 
and more perfunctory. In those circumstances the interview should be 
given on more than one occasion, if possible. However, interruptions in 
the middle of a section should be avoided. 

The IPDE can only be administered properly when the examiner con- 
ducts an adequate clinical examination of the subject with appropriate 
probing to solicit examples, anecdotes, and additional details. This 
requires a thorough knowledge of the scope and meaning of each crite- 
rion and a c o r n  application of the scoring guidelines. Ultimately. 
many of these become familiar to examiners, and there is no need town- 
stantly refer to them during the interview. 

Initial replies of the subject that suggest a positive rating are m l y  
sufficient for scoring a criterion. They must be supplemented and sup- 
posed by convincing descriptions or examples. Examiners must use 
their clinical judgement to determine the length of the descriptions and 
the number of examples that are required. When in doubt, they should 
always ask for more rather than less. However, they should avoid 'lead- 
ing the witness,' or being influenced by a 'halo' effect. For example, if 
the subject has already met three of the required four criteria for a diag- 
nosis, the examples regarding a possible fourtb criterion should not be 
viewed any differently than if the subject had previously not met any cri- 
terion. Interviewers should not hesitate to tactfully inquire about appar- 
ent contradictions in responses. Although the examiners should score the 
interview as they go along, they should c o m t  the scoring of an earlier 
item, when subsequent information elicited during the interview requires 
it. Recording the subject's responses verbatim is not required, but it can 
pmvide a permanent record of a considerable amount of useful informa- 
tion, that is not conveyed by diagnoses or dimensional scores alone. 
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Scoring conventions 

Much of the behaviour described in the ICD-10 personality disorder cri- 
teria exists on a continuum with normality. The IPDE scoring is based on 
the convention that a behaviour or trait may be absent or normal (0). 
exaggerated or accentuated (l), and criterion level or pathological (2). A 
few items are not applicable to some subjects, and they are scored 'NA'. 
The '? scoring category is reserved for occasions when subjects, despite 
encouragement, refuse to answer a question or state that they are unable 
to do so. It is not used to designate uncertainty on the part of the exam- 
iner about rating the item. 

If the behaviour or trait has not been present for a timespan of at least five 
years it does not receive a positive score, even though it meets all the 
requirements concerning frequency, intensity, subjective distress, and 
social or occupational impairment. A positive score (except 'past') is also 
not given when the behaviour has not occurred at all during the past year 
(12 months). The only exceptions to the past year (12 months) rule are 
those behaviours that occur relatively infrequently. yet have considerable 
clinical significance. Those items (10, 15,26,34.55,59,60,61) are desig- 
nated by an asterisk next to the item number on the interview schedule. 
However. they too must have occurred at least once during the past five 
years to receive a positive scm.  Otherwise, like other items that meet all 
the requirements except past year ( l2 months), they should be scored 'past'. 

Age at onset 

The IPDE requires that behaviour indicative of at least one criterion of a 
personality disorder be present prior to age 25, before that particulardis- 
order can be diagnosed. The remaining criteria for the disorder may 
become evident after age 25, pmvided the requirement of five years 
duration is met. This rule exists for each individual disorder. However, 
when a subject meets all the requirements for a diagnosis except that 
regarding onset by age 25, an optional diagnosis may be recorded with 
the designation, 'late onset'. 

Timefmrne and ageat onsetprobes 

The examiner must use a predetermined set of probes to determine 
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whether a subject has met the duration and age at onset requirements. 
The pmbes may be selected to fit the particular responses and criteria, 
and may be varied to avoid monotony or stereotypy. Ordinarily examin- 
ers should devise their own probes only when the subject does not pro- 
vide adequate replies to the recommended ones. It is not necessary to ask 
subjects whether the behaviour has occurred during the past year. The 
assumption is that it has or they would either not have reported it, or 
noted that a change had taken place, since they are reminded to do so 
several times during the course of the inteniew. Of course, if examiners 
have reason to doubt that it has occurred during the past year, then they 
shouldquestion the subject about it. 

Duration and age aI onsetprobes 

How long have you been like that? 
How long has that been going on? 
How long have youbeen that way? 
When did that start? 
How old were you when that began? 
At what age did that start? 
Have you been that way for a long time? 

Frequency 

Scoring usually requires a knowledge of the frequency with which the 
subject manifests the behaviour, because it is often one of the grounds 
for distinguishing scores of 'W, 'l', '2'. Some IPDE questions contain 
frequency information, e.g., 'Do you otien change from your usual mood 
to feeling very irritable, etc.?' This should mtbe  relied upon to establish 
the actual frequency. Replies acknowledging the presence of the behav- 
iour associated with the criterion require that the examiner ask how often 
it occurs by using one of the predetermined frequency probes. The sole 
exception is when subjects spontaneously supply the frequency in their 
replies. 

Frequency probes 

How often are you like that? 
How often does that happen? 
How often do you behave l i e  that? 
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Recording the scores 

Required scoring 

Immediately after questioning the subject about a pdcular item, the 
examiner records the score in thefirst column. The second column is never 
used during the interview itself. It is reserved for information from infor- 
mants or records, when it is discrepant with the interview data, and the rater 
has more confidence in that than in the subject. The information, however, 
is subject to the same scoring guidelines as the subject's responses. 

If the subject does not meet the requirements stipulated in the manual 
for a positive score (1 or 2). the rater places a circle around 'W. If the 
subject meets all the requirements for a positive score ( l  or 2). including 
onset prior to age 25. the rater circles the appropriate number ( l  or 2). If 
the subject meets all the requirements for a positive score except age at 
onset, the rater underlines the appropriate number (1 or 2). If subjects 
insist they are unable to answer a question or refuse to do so, the rater 
places a circle around '?. If the criterion does not apply to the subject, 
the rater places a circle around 'NA'. 

optional scoring 

If examiners wish to record a personality disorder that was present in the 
past, but no longer exists. they must use an additional set of scoring nota- 
tions in certain very specific situations. If a subject meets all the require- 
ments for a positive score, including that of five years duration and age at 
onset before 25, but has not displayed the behaviour at all during the past 
year (12 months), the rater should place an 'X' through the appropriate 
number (1 or 2). If a subject meets all the requirements for a positive 
score, including that of five years duration, except that onset has 
occurred afte~ age 25, and the behaviour has not been present at all dur- 
ing the past year (12 months). the rater should underline the 'X'. It is 
important to remember that asterisked items (10, 15.26, 34.55.59.60. 
61) are exempt from the requirement that they occur during the past 12 
months. Therefore, those exempt items should be scored 'past' only 
when they occurred prior to but not during the past five years; othenvise 
they satisfy the requirements for a current disorder. 

Computer scoring 

The IPDE diagnoses and dimensional scores are determined after the 
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completion of the interview. The most efficient method is to use the 
computer scoring program*. The scores from the interview schedule or 
answer sheet are entered directly into a personal computer. The program 
is written with operator prompts, and the user responds to questions 
regarding the task to be performed and the management of the data, 
which may be sent to a printer and saved in a disk file. The entire proce- 
dure takes approximately 10 minutes. 

The printout provides the following information for each ICD-10 dis- 
order: criteria present or absent; number of criteria met; diagnosis - defi- 
nite, probable (one criterion less than the required number), negative, 
late onset (optional). past (optional); dimensional score; and number of 
criteria based on informants. The criteria met by the subject are also 
printed verbatim. 

The IPDE program will execute properly under either the BASICA 
program supplied with IBM PCs or GWBASIC supplied with MS-DOS, 
PC compatible systems. and requires a 2.0 or greater version of DOS. It 
is supplied on a single 360K diskette with accompanying software. The 
diskette also has a short batch file for installation on a hard disk drive. 

Handscoring 

The IF'DE may also be handscored by clerical personnel. All of the 
scores are transcribed onto summary scoresheets that contain stepby- 
step algorithmic directions. 

Frequently asked questions about the administration of the IPDE 

Q. Do I ask every subject all of the questions on the IF'DE? 
A. Ask every question that is flush with the left-hand margin unless d i  

otherwise. Indented questions preceded by 'If Yes' or 'If No' are asked 
if the subject provides the appropriate response. When an indented ques- 
tion is asked, be sure to include any subsequent questions that are 
aligned with it. 

Q. Should the questions be asked verbatim? 
A. Yes. Do not change the wording or embellish the question with your own 

comments, a common e m r  of beginners. 

* The IPDE Comprcr Scoring Ro- for ICD-10 Diagnoses can k obtained Emm ihe 
Division of Mental Health and Rcvenlion of Sub- Abuse, World Health 
Organization. CH-l21 I Geneva 27. Switzerland. 
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Q. What do you do when subjects misunderstand a question or say that they 
do not understand it? 

A. Rephrase the question in your own words, so that you approximate the 
intent of the original question. In doing so be mindful of the criterion 
assessed by the question. 

Q. Is it necessary to ask a question, if the subject has already provided the 
answer in response to a previous question? 

A. Never assume that you know the answer, because of a response to a simi- 
lar or related question. However, if the subject has already provided suf- 
ficient information, so that nothing would he gained from asking the 
question, and you are confident about scoring it, then it need not be 
asked. If you require more information or additional details, ask the 
question with an allusion to the subject's previous reference to it. 

Q. Do you score the subject's report, or base the score on your clinical 
impression? 

A. Score the report, except in those rare instances when directed otherwise. 
If the response appears to contradict a previous comment, ask the subject 
to explain the apparent contradiction. 

Q. Suppose the subject's behaviour during the interview seems to contradict 
the reply to a question? For example, the subject reports that he or she is 
rarely angry, yet displays obvious anger during the interview. 

A. Ask the subject to reconcile the apparent contradiction. This may lead to 
a revision of the previous response. If it does not, then score the response 
and not the behaviour during the interview. Remember, the latter may 
not be representative of the way the subject has been during the previous 
five years, particularly if he or she is currently in a dysphoric mental 
state. Of course, informant information is particularly useful in situations 
like this. 

Q. At the end of the interview several criteria are rated entirely on the basis 
of the subject's behaviour during the interview. Isn't this inconsistent 
with the use of a five-year timeframe in the remainder of the interview? 

A. Those criteria cannot be adequately assessed by self-repoa. Admittedly 
the features could be present during the interview without necessarily 
being characteristic of the subject. They also may not surface during the 
interview, yet be evident at other times. There is no other practical way 
of judging the presence or absence of these particular criteria, except to 
rely on informant information. 
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Q. What about the criteria that are exempt from the 'past year' (12 months) 
requirement? 

A. The behaviour must have occurred at least once during the last five 
years. If it only occurred prior to the last five years, those employing the 
optional scoring for a 'past' personality disorder would score it posi- 
tively, using the appropriate notation. 

Q. If I elect to score a criterion as 'past', must I determine whether it over- 
laps in time with the other criteria that are scored positively for that dis- 
order? 

A. No. That would make the scoring too unwieldy, because the examiner 
would have to note the timeframe next to all positive ratings. The subject 
might also have difficulty recalling whether the behaviour associated 
with the various criteria overlapped in time. 

Q. Affirmative answers to questions that take the form, 'Have people told 
you that you're like that?,' are followed by. 'Why do you think they've 
said that?' How should replies to these follow-up questions be handled? 

A. Request examples. anecdotes, and descriptions. After any necessary 
probing, score the item according to the usual guidelines. 

Q. What if subjects endorse a trait or behaviour, but say that they are unable 
to provide examples? 

A. If despite encouragement they persist in saying so, then a positive score 
should not be given. This will result in occasional false-negative ratings, 
hut experience suggests that to deviate from the rule would probably lead 
to an unacceptable number of false-positive ratings. If subjects really 
have the trait to a clinically meaningful degree, they should be able to 
provide anecdotes or examples. 

Abbreviating the IPDE 

This module of the IPDE is designed to assess all of the personality dis- 
orders in ICD-10, and the interview should be administered in its entirety 
whenever possible. Because of time constraints some users may be 
unable to give the complete interview to all subjects; others may be inter- 
ested in only certain specific disorders. In those situations two options 
are available. 

The first option is to omit the items that do not pertain to the disorders 
of interest. In doing so, however, the examiner should always be sure to 
include the introductory, open-ended questions at the beginning of each 
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section, if there are questions in that section that pertain to the disorders 
that are being assessed. 

The second option is to use the self-administered 'IPDE Screening 
Questionnaire' to eliminate subjects who are unlikely to have a person- 
ality disorder or the particular disorders of interest. The screen is 
expected to produce a considerable number of false-positive but rela- 
tively few false-negative cases vis-a-vis the interview. The rates of 
case misidentification, however, are likely to vary considerably depend- 
ing on the baserates of the disorders in the population in which it is 
employed. 

It is especially important to recognize that personality disorder ques- 
tionnaires and semistructured clinical interviews are not interchange- 
able.8 Therefore, under no circumstances should the 'IPDE Screening 
Questionnaire' be used to make a psychiatric diagnosis. Nor should it be 
used to calculate dimensional scores, with the expectation that they will 
be equivalent to those based on the IPDE itself. 

Reliability and validity of the IPDE 

The interrater agreement and temporal stability of the IPDE were studied 
at 14 clinical facilities in 11 countries in North America, Europe, Africa, 
and Asia. The field trial employed 58 psychiatrists and clinical psycholo- 
gists as interviewers and observers of 716 patients. The reliability and 
stability of the IPDE were roughly similar to what has been reported with 
instruments used to diagnose the psychoses, mood, anxiety, and sub- 
stance use disorders? 

Establishing the validity of semistructured clinical interviews has 
proved to be a more elusive undertaking, because of the absence of an 
acceptable gold standard. The use of clinical consensus as that standard 
is problematic without information about the reliability and validity of 
the clinicians themselves. The advantage of semistructured interviews 
like the IPDE, is that they have a certain procedural validity that makes 
their conclusions more readily exportable, and less susceptible to institu- 
tional and regional biases. In theory, they provide clinicians and investi- 
gators with a more uniform method of case identification, and thus 
facilitate the comparison and replication of research findings. It was the 
opinion of most of the clinicians who participated in the field trial, that 
the IPDE was a useful and essentially valid method of assessing person- 
ality disorders for research purposes. 
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ICD-10 criteria and corresponding 
IPDE items 

Paranoid personality disorder 

At least four of the following must be present: 

excessive sensitivity to setbacks and rebuffs 38 
tendency to bear grudges persistently, e.g. refural to forgive insults, injuries. 
or slights 34 
suspiciousness and a pervasive tendency to distort experience by misconstru- 
ing the neutral or friendly actions of others as hostile or contemptuous 35 
a combative and tenacious sense of personal rights out of keeping with the 
actual situation 31 
recurrent suspicions, without justification, regarding sexual fidelity of spouse 
or sexual partner 55 
persistent self-referential attitude, associated particularly with excessive self- 
importance 36 
preoccupation with unsubstantiated "conspiratorial" explanations of events 
either immediate to the patient or in the world at large 57 

Schizoid personality disorder 

At least four of the following criteria must be present: 

few, if any, activities provide pleasure 42 
display of emotional coldness, detachment, or flattened affectivity 67 
limited capacity to express either warm, tender feelings or anger toward oth- 
ers 39.44 
an appearance of indifference to either praise or criticism 37 
little interest in having sexual experiences with another person (taking into 
account age) 53 
consistent choice of solitary activities 22 
excessive preoccupation with fantasyand introspection 18 
no desire for, or possession of, any close friends or confiding relationship (or 
only one) 19 
marked insensitivity to prevailing social norms and conventions; disregard for 
such norms and conventions is unintentional 66 

F60.2 Dissocial personality disorder 

At least three of the following must be present: 

(1) callous unconcern for the feelings of others 29 
(2) gross and persistent attitude of irresponsibility and disregard for social norms. 

rules, and obligations 61 
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(3) incapacity to maintain enduring relationships, though with no difficulty in 
establishing them 20 

(4) very low tolerance to frustration and a low threshold for discharge of aggres- 
sion. including violence 15.60 

(5) incapacity to experience guilt, or to profit from adverse experience, particu- 
larly punishment 62. 64 

(6) marked proneness to blame others, or to offer plausible rationalizations for 
the behaviour that has brought the individual into conflict with society 63 

F60.3 Emotionally unstable personality disorder 

F60.30 impulsive type 

At least three of the following must be present, one of which must be (2): 

(1) marked tendency toact unexpectedly and without consideration of the conse- 
quences 58 

(2) marked tendency to quarrelsome behaviour and to conflicts with others, espe- 
cially when impulsive actsarethwarted or criticized 30 

(3) liability to outbursts of anger or violence, with inability to control the result- 
ing behavioural explosions 43 

(4) difficulty in maintaining any course of action that offers no immediate reward 
l 1  

(5) unstableand capricious mood 50 

F60.31 Borderline type 

At least three of the symptoms mentioned in Impulsive type (F60.30) must be 
present, with at leasttwo of the following in addition: 

(1) disturbances in and uncertainty about self-image, aims, and internal prefer- 
ences (including sexual) 5,6,7,25,56 

(2) liability to become involved in Intense and unstable relationships, often lead- 
ing to emotional crises 26 

(3) excessive effortsto avoid abandonment 48 
(4) recurrent threatsor acts of self-harm 59 
(5) chronic feelings of emptiness 45 

F60.4 Histrionic personality disorders 

At least four of the following must be present: 

(1) self-dramatization, theatricality, or exaggerated expression of emotions 40 
(2) suggestibility(the individual is easily influenced by others or by circumstances) 

12 
(3) shallow and labile affectivity 49 
(4) continual seeking for excitement and activities in which the individual is the 

centre of attention 16.41 
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(5) inappropriate seductiveness in appearance or behaviour 54 
(6) over-concern with physical attractiveness 17 

F60.5 Anankastic personality disorder 

Note: This disorder is often referred to as obsessiveiompulsive personality dis- 
order. 
At least four of the following must be present: 

feelings of excessive doubt and caution 9 
preoccupation with details, rules, lists, order, organization, or schedule 3 
perfectionism that interferes with task completion 2 
excessive conscientiousness and scrupulousness 14 
undue preoccupation with productivity to the exclusion of pleasure and inter- 
personal relationships 1 
excessive pedantryand adherence to social conventions 65 
rigidity and stubbornness 28 
unreasonable insistence by the individual that others submit to exactly his or 
her way of doing things, or unreasonable reluctance to allow others to do 
things 27 

F60.6 Anxious [avoidant] personality disorder 

At least four o f  the following must be present: 

( 0  persistent and pervasive feelings of tension and apprehension 52 
(2) belief that one is socially inept, personally unappealing, or inferior to others 

13 
(3) excessive preoccupation with being criticized or rejected in social situations 

24 
(4) unwillingness to become involved with people unlesscertainof being liked 23 
(5) restrictions in lifestyle because of need for physical security 51 
(6) avoidance of social or occupational activities that involve significant interper- 

sonal contact, because of fear of criticism, disapproval, or rejection 4.21 

F60.7 Dependent personality disorder 

At least four of the following must be present: 

(1) encouraging or allowing others to make most of one's important life decisions 
10 

(2) subordination of one's own needs to those of others on whom one is depen- 
dent and undue compliance with their wishes 33 

(3) unwillingness to make even reasonable demands on the people one depends 
on 32 

(4) feeling uncomfortable or helpless when alone, because of exaggerated fears 
of inability to care for oneself 46 
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(S) preoccupation with fears of being left tocare for oneself 47 
(6) limited ca~acitv to make evewdav decisions without an excessive amount of . . . . 

advice and reassurance from others 8 

F60.9 Personality disorder unspecified 

The IPDE assigns this diagnosis (definite) when someone fulfills 10 or more cri- 
teria from the various personality disorders, but does not meet the require- 
ments for the diagnosis (definite) of any specific disorder. It asslgnr thls 
diagnosis (probable) when someone futfills 9 criteria from the various penon- 
aiity disorders, but does not meet the requirements for the diagnosis (definite 
or probable) of any rpecificdisorder. 
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IPDE ICD-10 module screening 
questionnaire 

Last Name First Name Middle I. Date 

Directions 

1 The purpose of this questionnaire is to  learn what type of person you have 
been during the p a n  f ive years. 

2 Please do not skip any items. If you are not sure of an answer, select the one- 
TRUE or FALSE-which is more likely to  be correct. There is no time limit, 
but do not spend too much time thinking about the answer to any single 
statement. 

3 When the answer is TRUE, circle the letter T. When the answer is FALSE, 
circle the letter F. 
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I usually get fun and enjoyment out of life. 
I don't react well when someone offends me 
I'm not fussy about little details. 
I can't decide what kind of person I want to be. 
I show my feelings for everyone to see. 
I let others make my big decisions for me. 
I usually feel tenseor nervous. 
I almost never get angry about anything. 
I go to extremes t o  try t o  keep people from leaving me. 
I'm a very cautious person. 
I've never been arrested. 
People think I'm cold and detached. 
I get intovery intense relationships that don't last. 
Most people are fair and honest with me. 
I find it hard to disagree with people if I depend on them a lot. 
I feel awkwardor out of place in srxial situations. 
I'm too easily influenced by what goes on around me. 
I usually feel bad when I hurt or mistreat someone. 
I argue or fightwhen peopletry to stop me from doing what I want. 
At times I've refused t o  hold a job, even when I was expected to. 
When I'm praised or criticized I don't show others my reaction. 
I've held grudges against people for years. 
I spend too much time trying to do things perfectly. 
People often make fun of me behind my back. 
I've never threatened suicide or injured myself on purpose. 
My feelings are like the weather; they'realways changing. 
I fight for my rights even when it annoys people. 
I like to dressso I stand out in a crowd. 
I will lie or con someone H it serves my purpose. 
I don't stick wlth a plan if I don't get results right away. 
I have little or no desire to have sex with anyone. 
People think I'm toostrict about rules and regulations. 
I usually feel uncomfortableor helpless when I'm alone. 
I won't get involved with people until I'm certain they like me. 
I would rather not be the centre of attention. 
I think my spouse (or lover) may be unfaithful to me. 
Sometimes I get m angry I break or smash things. 
I've had close friendshipsthat lasted a long time. 
I worrya lot that people may not like me. 
i often feel "empty" inside. 
I work m hard I don't have time left for anything else. 
I worry about being left alone and having to care for myself. 
A lot of thingsseem dangerousto me that don't bother most people. 
I have a reputation for being aflirt. 
I don't ask favorsfrom people I depend on a lot. 
I prefer activities that I can do by myself. 
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47 1 lose my temper and get into physical fights. T F 
48 People think I'm too stiff or formal. T F 
49 1 often seek advice or reassurance about everyday decisions. T F 
50 1 keep to myself even when there are other people around. T F 
51 It's hard for me to stay out of trouble. T F 
52 I'm convinced there's a conspiracy behind many things in the world. T F 
53 I'm very moody. T F 
54 R's hard for me to get used to a new way of doing things. T F 
55 Most peoplethink I'm a strange person. T F 
56 1 take chances and do recklersthings. T F 
57 Everyone needs a friend or two to be happy. T F 
58 I'm more interested in my own thoughts than what goeson around me. T F 
59 1 usually trytoget people to do things my way. T F 



IPDE ICD-10 module screening 
questionnaire scoring summary 

Last Name First Name Middle I. Date 

1 Circle the item numbers not followed by F, i f  they were answeredTrue. 
2 Circle the remaining item numbers (those followed by F), i f  they were 

anwered Falre. 
3 If three or more items from a disorder are circled, the subject has failed the 

screen for that disorder, and should be interviewed. Clinicians and investiga- 
tors may wish to adopt lower or higher screening standards, depending on 
the nature of the sample, and the relative importance to them of errors of 
sensitivity (falsenegative cases) vs. specificity (false-positive cases). The screen 
should not be used t o  make a diagnosis or to calculate a dimensional score for 
a pemnalitydisorder. 

FW.O Paranoid: 
FW.1 khizoid: 
FW.2 Dissocial: 
FW.30 Impulsive: 
FW.31 Borderline: 
FW.4 Histrionic: 
F60.5 Anankastic: 
FW.6 Anxious: 
F60.7 Dependent: 
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IPDE ICD-10 module* interview schedule 
Last Name First Name Middle l. Sex: M F 

Examiner Date(%) Time Required for Interview 

Background information 
Optional if already known 

How old are you? 

Are you married? 
If no: Were you ever married? 

Do you have any children? 

Are your parents living? 
If yes: How old are they? 
If no: When did they die? 

Do you have brothers or sisters? 
If yes: How old are they? 

With whom do you live? 

How far along did you go in school? 

At what age did you finish xhool? 

What is your occupation? 

Have you had other occupations during your life? 
If yes: What? 

Tell me briefly why you are lherelin the hospitaltin treatmenu. 

Have you ever sought professional help for personal problems or a mental disorder at any 
(other) time in your life? 

If yes: Tell me about it. 

* Copies of the lPDE ICD-I0 Module can be obtained from the Division of Mcnlal Health 
and Revention of Substance Abuse. World Health Organization. CH-I211 Geneva 27, 
Switzerland. 
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The questions i am going to ask concern what you are like most of the time. I'm interested in 
what has been typical of you throughout your life and not just recently. If you have changed 
and your answers might have been different at some time in the past, besure to let me know. 

I. Work 

If the subject has rarely or never wor*ed, and k not a houvwifelhomb 
maker, studant or rixent graduate, circle NA for l and p r o c d  to 2. 

I would like to begin by discussing your life at work (school). How well do you usually function 
In your work (at school)? 

What annoyances or problems keepoccurring in your work (at school)? 

l. 0 1 2 7 N A  0 1 2  
Undue prroccupatlon w l th  produdlvity to the exclusion of pleasure 
and interpersonal relationships 
Anankastic: 5 

Do you spend so much time working that you don't have time left for anything else? 
If yer Tell me about it. 

Do you spend so much time working that you (also) neglect other people? 
If yes:Tell me about it. 

The examiner should be alert to the use of rationalizations to defend the 
behaviour. The fact that work itself may be pleasurable to the subject should 
not influence the scoring. There is no requirement that the subject actually 
enjoy the work, although that i s  often the case. Personal ambition, high eco- 
nomic aspirations, or inefficient use of time, are also unacceptable excuses. 
Exoneration due to economic necessity should be extended only when sup- 
ported by convincing explanations. Allowanceshwld be made for short-term, 
unusual circumstances, e.g.. physicians in tralnlng who have little or m, con- 
trol over their work schedule. Avoidance of interpersonal relationships or 
leisure activities for reasons other than devotion to work i s  not within the 
scope of the criterion. 

2 Undue preoccupation with work that usually prevents any significant pursuit 
of both leisure activities and interpersonal relationships. 

1 Undue preoccupation with work that occasionally prevents any significant 
pursuit of both leisureactivitiesand interpersonal relationships. 

Undue preoccupation with work that usually prevents any significant pursuit 
of either leisure activities or interpersonal relationships but not both. 

0 Denied or rarely or never leads to exclusion of leisure activities or interper- 
sonal relationships. 
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2. 0 1 2 7  0 1 2  
Perfectionism that interferns w i th  task completion 
Anankanic: 3 

Are you moreof a perfectionist than almost anyone you know? 

If yes: Does it slow you down a lot or prevent you from getting things done on time7 

If yes: Tell me about it. 

Many subjects view themselves as perfectionistic, but do not have the trait to 
a pronounced degree or to the extent that it significantly interferes with their 
functioning. It is particularly Important to verify that there is an effect on t a t  
completion or productivity. 

Z Perfectionism frequently prevents the completion of work, or interferes with 
productivity. 

1 Perfectionism occasionally prevents the completion of work, or interferes with 
productivity. 

0 Denied, rarely or never prevents the completion of work, or interferer with 
productivity. 
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3. 0 1 2 7  0 1 2  
Pmxwpa t l on  with details, rules, l is ts  order. organization, or 
schedule 
Anankastic: 2 

Are you fussy about little details? 
If yes: Do you spend much more time on them than you really have to? 

If p: Does that prevent you from getting as much work done as you're expected to do? 

If y e s  Tell me about it. 

Do you spend so much time wheduling or organizing things that you don't have time left to 
do the job you're really supposed to do? 
If yes: Tell me about it. 

The subject is so concerned with the method or details of accomplishing a task 
or objective, that they almort become an end in themselves, consuming much 
more time and effort than is necessaty, and thereby preventing the task from 
being accomplished, or markedly prolonging the time required t o  achieve the 
objective. The subject need not display all of the features enumerated in the 
criterion. 

2 Convincing evidence supported by examples that the behaviour frequently 
interferes with reasonable expectations of productivity. 

1 Convincing evidence supported by examples that the behaviour occasionally 
interferes with reasonable expectations of productivity. 

0 Denied, rare, orthe consequences are insignificant. 
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4. O 1 2 I N A  0 1 2  
Avoidance of occupational activities that involve significant 
interpersonal mntact, because of fear o f  criticism, disapproval, or 
rejection 
Anxious [avoidant]: 6 (partial) 

Do you usually try to avoid jobs or things you have to do at work(school), that bring you into 
contact with other people? 
If yes: Give me some examples. 

Why do you think you do that? 

The criterion is not so readily applicable to housewives/homemakers and ordi- 
narily should be scored NA with them. They have an opp-artunity to qualify on 
the other half of the criterion (21, avoidance of social activities). "Significant 
interpersonal contact" in this conten means that the subject would likely be 
engaged in conversation with others. It does not refer to the mere physical 
presence of others in the same building or work area. The reason for the 
avoidance must be fear of criticism, disapproval or rejection. 

2 Almost always avoids jobs orwork(rchool) assignmentsthat involve significant 
interpersonal contact. Subject provides one or more of these as the primary 
reason: fear of criticism, disapproval or rejection. 

l Often avoids jobs or work(school) assignments that involve significant inter- 
personal contact. Subject provides one or more of these as the primary reawn: 
fear of criticism, disapproval or rejection. 

Almost always avoids jobs or work(xhool) assignments that involve significant 
interpersonal contact. Subject acknowledges one or more of the three rea- 
sons, but insists that they are notthe primary reason. 

0 Denied, infrequent, not supported by convincing examples, or avoidance is  
due to other reasons. 
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II. SELF 

Now let me ask some questions about the kind of person you are. 

~ o w w o u l d  you describe your personality? 

Have you always been like that? 
lf no: When did youchange? 

What were you like before? 

5. 0 1 2 7  0 1 2  
Disturbances in and unartainty ab& self-image 
Emotionally unstable; Borderline type: l (partial) 

Do you think one of your problems is that you're not sure what kind of person you are? 
If ye% HOW does that affect your life? 

Do you behave as though you don't know what to expect of yourself? 
If yes: Are you so different with different people or in different situations that you don't 
behave like the same person? 
If yes: Give me some examples. 

If no: Haveothers told you that you're like that7 
If yes: Why do you think they've said that? 

In this context 'uncertainty about self-image" may manifest itself in different 
ways, any one of which, if obviously present i s  sufficient for a positive score. 
Subjects may be uncertain about what kind of person they are, because their 
behaviour i s  so different at various times or with different people, that they 
do not knowwhat to expect of themself.Their behaviour may be inconsistent 
erratic, or contradictory. Or they may bechameleon-like and take on the iden- 
tity or personality of the particular person they are with at the moment. It i s  
not necessary that subjects acknowledge or be aware that this is the source of 
distress or problem. Strikingly different behaviour or  vie^ of oneself con- 
fined to discrete episodes of illness are not within the scope of the criterion. 
However, changes in self-image or erratic behaviour indicative of an inconsis- 
tent sense of self, may be counted when they occur in conjunction with 
chronic anxlety or chronic depression. 

2 Obvious and well documented persistent uncertainty about self-image, as 
described above. 

1 Probable but less well documented persistent uncertainty about self-image, as 
described above. 

0 Absent, doubtful, or not well supported by examples. 
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6. O l Z ?  0 1 2  
Disturbances in and unmrtainty about aims 
Emotionally unstable: Borderline type: l (partial) 

What would you like to accomplish during your life? 

Do your ideas about this change often? 
If yes:Tell meabout it. 

Not asked of housewiveshomemakers, adolescents, students, and those who have 
never or almost never worked. 
Do you often wonder whether you've made the right choice of job or career? 
If y e s  How does that affect you? 

Asked only o f  housewiverlhomemakers. 
Do you often wonder whether you've made the right choice in becoming a housewife/homc 
maker? 
If yes: How does that affect you? 

A d o l e ~ e n t s ~  students, and more  who have never or almost never worked. 
Have you made up your mind about what kind of job or career you would like to have? 
If no: How doer that affect you? 

The requirements for this criterion may be fulfilled in any one of several dif- 
ferent ways. Subjects may report that they cannot decide about their 
long-term goals or career choice, and that this has an obvious effect on the 
way they lead their life. They may deny that they are uncertain about them, 
but it may be obvious from their behaviour, which is characterized by persis- 
tently erratic or fluctuating consideration or selection of strikingly different 
careers or long-term goals. Persons 30 years of age or older who have not 
embarked on a career path (when one is  available to them), or insist that they 
have no idea at all about what their long-term goals are, should receive a 

not usually given to them. 

l 
score of 2. The criterion should be scored conservatively with adole~entr and , 

2 Obvious and well documented persistent uncertainty about long-term goals 
or career choice. 

i 
1 Probable but less well documented or persistent uncertainty about long-term , 

goals or career choice. 

0 Absent. doubtful, or not supported by convincing examples. 
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7. 0 1 2 7  0 1 2  
Dirturban- in and uncertainty about internal prafennccr 
Emot io~ l ly  unrtable; Borderline type: l (partial) 

Do you have troubledeciding what's important in life? 
If ya: How doesthat affect you orthe way you live your life? 

Do you have trouble deciding what's moralb right and wrong? 
M yes: How does that affect you or the way you live your life? 

In this context "internal preferences' refers both to i s u n  of ethicsand moral- 
ity ('right and wrong") and to values (what is important in life). For a positive 
score both are not required. Subjects may qualify for either in two ways. They 
may report that they are so uncertain about internal preferences, that it 
causes subjective distress or problems in social or occupational functioning. Or 
they may. with or without acknowledgment or awareness of any uncertainty, 
demonstrate the phenomenon by extremely erratic or inconsistent behaviour 
indicative of uncertain valuer. 

2 Obvious and well documented persistent uncertainty about internal prefer- 
ences as described abwe. 

l Probable but less well documented or persistent uncertainty about internal 
preferencesas described above. 

0 Absent, doubtful, or notwell supported by examples. 
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8. 0 1 2 1  0 1 2  
Limited capacity to make everyday decisions wlthout an excessive 
amount of advice and reassurance from others 
Dependent: 6 

Are you usually able to make ordinary, everyday decisions without asking others for advice or 
reassurance? 
If no: Give mesome examples. 

Indecisiveness not associated with the need for advice or reassurance is not 
within the scope of the criterion, which concerns ordinary, everyday, types of 
decisions, and is not meant to include unusual, special, or major decisions. The 
essence of the criterion is the inability to make these ordinary decisions with- 
out seeking advice or confirmation from others. Both elements, advice and 
reassurance, are not required. 

2 Frequently depends on others for an excessive amount of advice or reassur- 
ance before making decisions about ordinary matters, so that the decisions 
are not otherwise made. 

l Occasionally depends on others for an excessive amount of advice or reassur- 
ance before making decisions about ordinary matters, so that the decisions 
are not otherwise made. 

0 Denied, rare, or examples not convincing. 
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9. 0 1 2 1  0 1 2  
Feelings of excessive douM and caution 
Anankastic: 1 

Do you have a lot of doubts about things? 
if yes: Does that upset you or cause any problems for you7 

If yes: Tell me about it. 

Are you very cautious and afraid of making a mistake? 
If yes: Does that bother you orcause any problems for you? 

If yes: Give me some examples of what you mean. 

If the preceding item (8) was scored 1 or 2, the subject should be questioned 
carefully t o  establish that the reason for the excessive doubt is not solely the 
dependent's need for advice and reassurance from others. Caution is reflected 
by exceptional concern about making a mistake. Caution limited to concerns 
about physical security is not within the xope of the criterion. For a 2 %ore 
there must be evidence of both doubt and caution, and indications that they 
are sometimes a source of distress or problems. 

2 Frequently shorn excessive doubt and caution, and this sometimes causes dis- 
tress or problems in social or occupational functioning. 

1 Frequently shows excessive doubt or caution, but not both, and this rome- 
times causes distress or problems in social or occupational functioning. 

Occasionally shows excessive doubt and caution, and this sometimes causes 
distress or problems in social or mcupational functioning. 

0 Denied, rare, or examples unconvincing. 
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.10. 0 1 2 ?  0 1 2  
Encouraging o r  allowing 0th- t o  make most o f  one's important l i fe 
decisions 
Dependent: 1  

Do you let other people take charge of your life for you? 
If yes  Tell me about it. 

Do you let them make your important decisions for you? 
If yas: What decisions have they made for you? 

The essence of the criterion is that one encourages or allows others to assume 
responsibility for most major areas of one's life, such as decisions about the 
selection of schools, occupation, place of employment, spouse, friends, place 
of residence, etc. Merely seeking advice or reassurance is not within the scope 
of the criterion. The subject must abdicate responsibility for the decisions and 
leave them for others to make. The criterion should be applied conse~atively 
to those under 25 years of age. Allowance should also be made for obvious 
ethnic and cultural factors. 

2  Has allowed others to make several important decisions in at least two differ- 
ent areas of life. 

1 Has allowed others to make at least two major decisions in one or more areas 
of life. 

0  Denied or examples unconvincing. 
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11. 0 1 2 7  0 1 1  
Difficulty in maintaining any course of action that offerr n o  immedi- 
ate reward 
Emotionally unstable; Impulsivetype: 4 

Do you have trouble sticking with a plan or course of action, i f you don't get something out of 
it right away? 
I t  yes: Does that ever wuse problems for you or get you into trouble7 

If F: Give me some examples. 

This refers to impatience and lack of perseverance when there is no immedi- 
ate reward. To be scored positively there must be evidence from convincing 
examples that this results in subjective distress or problems in social or occupa- 
tional functioning. Impatience associated with the pursuit of minor, everyday 
mattenis not within the scope of the criterion. 

2 Frequently has difficulty maintaining any course of action that offers no 
immediate reward. This sometimer causes subjective distress or problem in 
social or occupational functioning. 

l Occasionally has difficulty maintaining any course of action that offers no 
immediate reward. This sometimes causes subjective distress or problems in 
social or occupational functioning. 
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12. 0 1 2 7  D 1 2  
Suggestibility (the individual is easily influenced by others or by  
circumstances) 
Histrionic: 2 

Are you easily influenced by other people's suggestions? 
If yes: Do you ever go along with suggestions that get you into trouble? 

I f  yes: Give me some examples. 

Are you easily influenced by what's going on around you? 
If yes: Does that ever get you into trouble? 

If yes: Give me some examples. 

The essence of the criterion is the ease and frequency with which one's behav- 
iour is influenced by the conditions around one, or by the ideas and opinions 
of others rather than one's own. It is scored positively only if there are con- 
vincing examples that this suggestibility sometimes causes social or occupa- 
tional problems. 

2 Is frequently suggestible. This sometimes causes social or occupational 
problems. 

1 Is occasionally suggestible. This sometimes causes social or occupational 
problems. 

0 Denied, rare, or examples unconvincing. 



151 lntewiew schedule 

13. 0 1 2 ?  0 1 2  
Belief that one is d a l l y  inep t  personally unappealing, o r  inferior t o  
&hem 
Anxious [avoidant]: 2 

Do you feel awkward or out of place in social situations? 
If ye% Give me some examples of what you mean. 

Do you believe that people find you uninteresting or unappealing? 
If yes: Tell me about it. 

Do you feel inferiorto most people? 
If yes: Why do you believe that? 

Whether or not one is really socially inept, personally unappealing, or inferior 
to others is irrelevant. What counts i s  one's beliefs. All three aspects of the cri- 
terion are not reouired. It is ~articularlv imoortant to determine whether the 
beliefs are confined to isolated episodk of mental illness, in which case they 
are not scored as present. 

2 Almost always feels socially inept, unappealing, or inferior to others 

1 Often feels socially inept, unappealing, or inferiorto others 

0 Denied, rare, confined to isolated episodes of mental illness, or not supported 
by convincing examples 
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14. 0 1 2 ?  0 1 2  
Excessive conscientiousness and scrupulousness 
Anankastic: 4 

Are morals and ethics much more important to you than they are to most people? 
If yes: Including people from your own background or religion? 
If yes: Give me some examples of what you mean. 

Are you (also)very concerned about rules and regulations? 
If yes: Give me some examples. 

Are you so strict or conscientious that you spend a lot of time worrying whether you have bro- 
ken any rules or done something wrong? 
If yes: Give me some examples. 

If no: Have people accused you of being too strict or rigid about what's right and wrong? 
If yes: Why do you think they've said that? 

it is not uncommon for people to viewthemselves as conxientious or subscrib- 
ing to a higher morality than others. This is insufficient grounds for a positive 
rating. There must be evidence of an excessive concern about rules, ethics, 
morality, or matters of right and wrong. This may express itself in extreme 
rigidity and inflexibility about such matters, undue concern or preoccupation 
with doing what is right or excessive worrying about having broken rules or 
done something immoral or unethical. It is not necessary that subjeN impme 
their scrupulosity or rigidity on others. It is particularly important to view the 
subjects' behaviour within the context of their cultural background and reli- 
gious beliefs or allegiances. Religious individuals should be judged in relation 
to others of the same sect, and scored positively only if members of the same 
religion would also view them as scrupulous or inflexible. The criterion should 
not be scored positively if the behaviour i s  present only during isolated 
episodes of depression or obsessive-compulsive disorder. 

2 Usually i s  overconscientious, scrupulous, and inflexible about matters of 
morality, ethics, or values. 

1 Occasionally is overconscientious, xrupulous, and inflexible about matters of 
morality, ethics, or values. 

0 Denied, rare, confined to isolated episodes of depression or obsessive-compul- 
sive disorder, or not supported by convincing examples. 
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*15. 0 1 2 7  0 1 2  
V q  l ow to lerana to frustration 
Dissocial: 4 (partial) 

Do you ever feel very frustrated or angrywhen you don't get what you want right away7 
If yes: When that happens does it ever cause problems for you or get you intotrouble7 

If yes: Give mesome examples. 

Subjects must indicate that they experience annoyance or anger when they 
cannot get what they want right away or haw to wait too long for it. In order 
for the criterion to be scored positively the feeling of frunratlon must lead to 
behaviour that causes problems or gets the subject into trouble. The mere 
exprience of anger or frustration is insufficient for a positive score. 

2  Actions frequently directed toward obtaining immediate satisfaction, and 
feels frustrated when not immediately gratified. This sometimes leads to 
behaviour that causes social or occupational problems. 

1 Actions occasionally directed toward obtaining immediate satisfaction, and 
feels frustrated when not immediately gratified. This sometimes leads to 
behaviour that caurer social or occupational problems. 

0  Denied, rare, does not cause social or occupational problems, or examples 
unconvincing. 



154 Interview schedule 

16. 0 1 2 ?  0 1 2  
Continual seeking for activities in which the individual is the centre 
of attention 
Histrionic: 4 (partial) 

Do you ever have a strong need to be the centre of attention? 
If yes: Tell meabout it. 

How do you feel when you're not the centre of attention? 

If no: Have people ever said you need to be the centre of attention? 
If yes: Why do you think they've said that? 

It is normal to desire a certain amount of attention. The criterion refers 
only to t h ~ e  who have an almost insatiable need for it. This is manifest by the 
frequency with which they pursue behaviourr that are intended to ensure 
that they are the centre of attention, and the dixomfort of one form or 
another that they experience when too much time elapses without their 
receiving the attention they crave. The criterion is not scored 2 unless the sub- 
ject acknowledges dixomfort or distress, when theattention is  not received. 

Frequently has a very strong need to be the centre of attention. When the 
need is not gratified, there is sometimes an experience of considerable dis- 
comfort or distress. 

1 Frequently has a very strong need to be the centre of attention. When the 
need is  not gratified, there is rarely or never an experience of considerable 
discomfort or distress. 

Occasionally has a very strong need to be the centre of attention. When the 
need is not gratified, there is sometimes an experience of considerable dir- 
comfort or distress. 

0 Denied, the need for attention is reasonable, or the examples are unconvinc- 
ing. 
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17. 0 1 2 7  0 1 2  
Over-umcern wi th  physical attractiveness 
Hinrionic 6 

How important t o  you is your physical appearance? 

Do you like to dress- that you stand out in a crowd? 

Do you ever try to use your physical appearance to attract attention? 
M yes: Tell me more about it. 

In rating this criterion also consider subject's appearance during interview. 

The essence of the criterion is the use of one's physical appearanceas a means 
of drawing attention to oneself. Denial of the behaviour and obvious mani- 
festation of it in the interview may be ured as the basis for a poritive rating. 
including a score of 2 if it is very striking and not due to hypomania. 

2 Frequently uses phyrical appearance to draw attention toself. 

Denied but very striking in interview. 

1 Occasionally uses physical appearance to draw attention to self. 

Denied but somewhat present in interview 

0 Rarely or never uses physical appearance to draw attention toself. 
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18. 0 1 2 ?  0 1 2  
Excessive preoccupation with fantasy and introspection 
Schizoid: 7 

Do you get much more enjoyment from daydreaming than you do from real life? 
If yes: Tell me about it. 

Do you (also) prefer to be alone with your own thoughts, rather than involved with other peo- 
ple or with what's going on around you? 
If ye+: Tell me about it. 

This concerns a detachment from the outer world in favor of one's own inner 
mental life. In order to be scored 2  subjects should make it very clear that they 
overwhelmingly prefer or enjoy being alone with their own thoughts and 
imagination, rather than involved with other people and with what is going 
on in the world around them. 

2 Overwhelmingly prefers to spend time with own thoughtr or imagination. 
rather than with other people and with what is going on in environment. 

1 Prefers, but not overwhelmingly so, to spend time with own thoughts or 
imagination rather than with other people and with what is going on in envi- 
ronment. 

0  Denied, acknowledged but not supported by subject's description, or fantasy 
life and introspective reselve are not prominent. 



Ill. INTERPERSONAL RELATIONSHIPS 

Now I would like to talk to you about the people in your life. Remember I'm interested in what 
has been typical of you throughout your life and not just recently, but i f you have changed 
and are different from the way you used to be, be sure to let me know. 

Who are the mod important people in your life? 

In what way are they important? 

During your life what kind of problems or difficulties have you had getting along with other 
people? 

19. O I Z ?  0 1 2  
No desire for, or possession of. any close friends or confiding relatlon- 
ships (or only one) 
Schizoid: 8 

Do you have any close friends or people you confide in? 
If yes:Tell me about them. 

If no: Would you like to? 
If yes  Tell me about it. 
If M: Is there anyone you have ever been close to or confided in? 
If yes: Tell me about it. 

The criterion also requires no desire for close friendships or confiding relation 
ships, and not merely their absence from one's life. 

2 Neither desires nor has any close friends or confidants (or only one). 

l Probably neither desires nor has any close friends or confidants (or only one). 
but there is some doubt about this based on the subject's uncertainty or 
description of the natureof the friendships. 

0 Denied or description unconvincing. 
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20. O 1 2 N A  0 1 2  
Incapacity to maintain enduring relationships, though wi th  n o  diff i- 
culty in establishing them 
Dissocial: 3 

If 19 was scored 2, clrcle NA and go t o  21. 

How long have these reiationships lasted? 

To he scored positively there should be convincing evidence from examples 
that the subject has an inability to sustain friendships and relationships with 
others, excluding family members. In this context a spouse is not considered a 
family member. Not scored positively are those who claim never to establish 
friendships or relationships in the first place (NA), and those who through 
misfortune or events beyond their control (deaths, illness, moving, etc.) report 
the interruption of many reiationships. Five years is considered evidence of an 
enduring relationship. 

2  The subject has never maintained an enduring or iongstanding relationship 
with anyone (excluding family members) since the completion of childhood. 

1 The subject has maintained an enduring or longstanding relationship with 
only one person (excluding family members) since the completion of 

childhood. 

Examples suggest the likelihood that the subject has never maintained an 
enduring or longstanding relationship (excluding family members) since the 
completion of childhood, but they are less than totally convincing. 

0  Denied, not supported by examples, or due to circumstances beyond the sub- 
ject's controL 
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21. 0 1 2 7  0 1 2  
Avoidance of social activities that involve significant interpersonal 
contact because of fear of criticism. disapproval, o r  rejection 
Anxious Iavoidantl: 6 (partial) 

Some people almost always keep to themselves and rarely socialize. Are you like that? 
If yes: Tell me more about it. 

Why do you think you behave like that? 

For a positive score there must be evidence of an obvious avoidance of joint 
leisure activities, social visits, parties, or participation in community, civic, or 
other organizations. Social contacts at work or with one's family do not 
exempt one from meeting the criterion. The reason for the avoidance mud be 
fear of criticism, disapproval or rejection. 

2 Almost alwavs avoids social activities (outside of familv or work) that involve 
significant interpersonal contact. Subject provides one or more of these as the 
primary reason: fear of criticism, disapproval or rejection. 

l Often avoids social activities (outside of family or work) that involve signifi- 
cant interpersonal contact. Subject provides one or more of these as the pri- 
mary reason: fear of criticism, disapproval or rejection. 

Almost always avoids social activities (outside of family or work) that involve 
significant interpersonal contact. Subject acknowledges one or more of the 
three reasons, but insists that they are not the primary reasons. 

0 Denied, infrequent not supported by convincing examples, or avoidance is  
due to other reasons. 
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22. 0 1 2 ?  0 1 2  
Consistent choice of solItaly activities 
Schizoid: 6 

Do you almost always choose the kind of activities that you can do ail by yourself rather than 
with other people? 
If yes: Give mesome examples. 

For a xore of 2  there must be compelling evidence from examples that sub- 
jects almost always select activities (occupational and leisure) thatthey can do 
alone. The mere preference for such activities is insufficient. It must be acted 
on. Those who almost always choose solitary leisure activities but claim that 
their job occasionally prevents them from choosing solitary occupational 
activities should receive a score of 2. 

2 Almost always chooses solitary occupational and leisure activities. 

Almost always chooses solitary occupational and leisure activities, except occa- 
sionally when the nature of the job prevents it. 

1 Often chooses solitary occupational and leisure activities 

0  Denied or examples unconvincing. 
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23. 0 1 2 7  0 1 2  
Unwllllngness t o  become involved w i th  people unless certaln of 
being l iked 
Anxious [avoidant]: 4 

Are you willing toget involved with people when you're not sure they really like you? 
If no: Does that affect you or theway you live your life7 

If yes:Tell me about it. 

Many people acknowledge this tendency, but that i s  insufficient for a positive 
score. For a score of 2 the subject's description mud make it clear that it has a 
significant impact, e.g.. missing out on opportunities for potential friendships 
and relationships. 

2 Usually unwilling to become involved with people unless certain of being 
liked, and this has an obvious effect on friendshipsand relationships. 

1 Occasionally unwilling to become involved with people unlesscenain of being 
liked, and this has someeffect on friendships and relationships. 

0 Denied, rare, or not supported by description. 
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24. 0 1 2 ?  0 1 2  
Excessive preoccupation with being criticized or rejected in social 
situations 
Anxious [avoidant]: 3 

Do you spend a lot of time worrying about whether people like you? 
If yes: Are you afraid they'll criticize or rejecf you when you're around them? 
If yes: How much does this bother you? 

There i s  an inclination for subjects to confuse an ordinary, understandable 
concern about criticism or rejection in social situations with an excessive pre- 
occupation. It is particularly important that acknowledgement of the behav- 
iour be supported by convincing examples indicating that the concern is  well 
beyond that experienced by most people in similar circumstances. 

2 Frequently i s  concerned about being criticized or rejected in social situations. 

1 Occasionally is concerned about being criticized or rejected in social situa- 
tions. 

0 Denied, rare, or not supported by convincing examples. 
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25. 0 1 2 7  0 1 2  
Disburtances in and uncertainty about internal preferences 
Emotionally unstable; Borderline type: l (partial) 

Do you have a lot of trouble deciding what type of friends you should have? 
If yes: Doesthat have an effect on your lifeor cause any problemsfor you? 

If yes: Give me some examples. 

Does the kind of people you have as friends keep changing? 
If yes:Tell me about it. 

This aspect of the criterion Is met when subjects report that they are so uncer- 
tain about what type of friends they desire, that this causes significant distress 
or problems in their relations with others. A positive score is also given when 
subjedr describes frequent or erratic changes in the type of friends they have. 
even if they don't acknowledge uncertainty about type of friends to have. 
Doubt about whether to have a particular person as a friend is not within the 
scope of the criterion, unless it is a particular instance of the more general 
uncertainty about the type of friends to have. 

2 Obvious and well documented persistent uncertainty about type of friends to 
have, as described above. 

l Probable but less well documented persistent uncertainty about type of 
friends to have, as described above. 

0 Absent, doubtful, or not well documented by examples. 
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*26. 0 1 2  ? 0 1 2  
Liability to become involved in intense and unstable relationships 
otten leading t o  emotional crises 
Emotionally unstable; Borderline type: 2 

Do you get into intense and stormy relationships with other people with lots of ups and 
downs? I mean where your feelings about them run "hot" and "cold." or change from one 
extreme t o  the other. 
If yes: In those relationships do you often find yourself alternating between admiring and 
despising the same person? 
If yes: Give me some examples. 

In how many different relationships has this happened? 

For a positive score three features must be present: instability, strong feelings, 
and alternation between overidealization and devaluation. The latter does 
not require continuous switching from overidealization to devaluation. if the 
other requirements are met, it does not matter whether the behaviour is con- 
fined to specific types of relationships, e.g., those with parents, members of 
the opposite sex, etc. 

2 Examples illustrating a pattern of unstable and intense relationships (more 
than one or two) characterized by alternating between the extremes of 
overidealization and devaluation. 

1  Examples illustrating that one or two relationships were unstable, intense and 
characterized by alternating between the extremes of overidealization and 
devaluation. 

0  Denied or not supported by convincing examples. 
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27. 0 1 2  ? 0 1 2  
Unreasonable lmhtence by the Individual that otherr submit to 
exactly his or har way oi doing things, or unreasonable reluctance to 
allow othm to do things 
Anankanic:: 8 

Do you often insistthat people do things exactly your way? 
if yes: Does tha tcaw any problemsforyou or for others? 

If yes: Tell me about it. 

Are you reluctant to let people do things, because you're convinced that they won't do them 
yourway? 
If PS: Does that causeany problems for you or forthem? 
If yes:Tell me about it. 

For a positive scorethe behaviour must cause subjective distress or problems. 

2 Frequent insistence that others submit to exactly his or her way of doing 
things This sometimes causes subjective distress or problems. 

Frequent unreasonable reluctance to allow others to do things because of the 
conviction that they will not do them correctly. This sometimes causes subjec- 
tive distress or problems. 

1 Occasional insistence that others submit to exactly his or her way of doing 
things. This sometimescauses subjective distress or problems. 

Occasional unreasonable reluctance to allow others to do things because of 
theconviction thatthey will not do them correctly. This sometimes causes sub- 
jective distress or problems. 

0 Denied, does not cause distress or problems, or not supported by convincing 
exam~les. 
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28. 0 1 2 ?  0 1 2  
R i g i d i i  and stubbornness 
Anankastic: 7 

Are you very stubborn and set in your ways? 
If yes: Give merome examples of what you mean. 

Does this upset you or cause any problems? 

If no: Have people ever accused you of being that way? 
I f  yes: Why do you think they have? 

Resistance to the suggestions and views of others, and a reluctance to change 
one's ways under rearonable pressure from others to do so, should be taken as 
evidence of rigidity and stubbornness. For a positive score there should be 
indications that this sometimes leads to subjective distress or social or occupa- 
tional problems. 

2 Frequent rigidity and stubbornness that sometimes leads to subjective distress 
or social or occupational problems. 

l Occasional rigidity and stubbornness that sometimes leads to subjective dis- 
tress or social or occupational problems. 

0 Denied, not associated with subjective distress or social or occupational prob- 
lems. 
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29. 0 1 2 ?  0 1 2  
Callous unconcern forthe feellngs of othen  
Dissocial: 1 

Some people are not tooconcerned about other people'sfeelings. Are you like that? 
If yes: Tell me moreabout it. 

If no: Has anyone evertold you that you're notconcerned about other people's feelings? 
If yes: Why do you think they'vesaid that? 

Many callous people may be unaware of it or fail to acknowledge it. 
Therefore, It is particularly important to adequately pursue the reasons for 
any accusations by others. 

2 Usually is not concerned about the feelings of others. 
1 Often is notconcerned aboutthe feelings of others. 
0 Denied, infrequent, or not supported by examples. 
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30. 0 1 2 ?  0 1 2  
Marked tendency to quarrelsome behaviour and to conflict. w i th  oth- 
ers, especially when irnpulsivm act. are thwarted or criticized 
Emotionally unstable; Impulsive type: 2 

Do you have a habit of getting into arguments and disagreements? 
If yes: When are you likely to behave like that? 

Give me some examples. 

If no: Have people told you that you argue or disagree too much? 
If yes: Why do you think they have? 

To receive a positive score there must be evidence from examples that the 
quarrelsome behaviour and conflicts occur especially when the subject's 
impulsive acts are prevented, condemned, or criticized. 

2 Frequently engages in quarrelsome behaviour and conflicts with others, espe- 
cially when impulsive acts are prevented, condemned, or criticized. 

l Occasionally engages in quarrelsome behaviour and conflicts with others. 
especially when impulsive acts are prevented, condemned, or criticized. 

Frequently engages in quarrelsome behaviour and conflicts with others, but 
not especially in relation to impulsive acts. 

0 Denied, rare, not in relation to impulsive acts. or not suppomed by convincing 
examples. 

I 
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31. 0 1 2 ?  0 1 2  
A combative and tenacious wnse of p e m a l  rights out of keeping 
with the actual situation 
Paranoid: 4 

Do you insist on standing up for your rights? 
If yes: Do you do this even when it means getting into a confrontation and arguing about 
something that many people would ignore? 

If yes: Give me some examples. 

If no: Have people accused you of being like that? 
If yes: Why do you think they have? 

Argumentative or disagreeable behaviour is not within the scope of the 
criterion, unless it occurs within the context of subjects' defending in an 
exaggerated or inappropriate fashion what they perceive to be their rights. 

2 Frequently displays a combative and tenacious sense of personal rights out of 
keeping with the actual situation. 

l Occasionally displays a combative and tenacious wnse of personal rights out 
of keeping with the actual situation. 

0 Denied, rare, or not supponed by convincing examples. 
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32. O 1 2 7 N A  0 1 2  
Unwillingness t o  make even reasonable demands on the people one 
depends o n  
Dependent: 3 

Do you depend a lot on some people? 
If no: Score 32 and 33 NA, and go to 34. 
If yes: Do you ask them to  help you or do things for you? 

Tell me about it. 

This refers specifically to reasonable demands on the people the subject 
depends on, e.g.. spouse, parents, adult offspring, lover, friends, etc. It does 
not include such behaviour when it occurs with an employer, or outride the 
context of dependent relationships. 

2 Usually unwilling to make even reasonable demands on the people the sub- 
jectdepends on. 

1 Occasionally unwilling to make even reasonable demands on the people the 
subject depends on. 

0 Denied, rare, or not supported by convincing examples. 
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33. O 1 2 ? N A  0 1 2  
Subordination o f  one's own nmeds t o  those of others on whom one is 
dependent and unduecompliance w i th  theirwishes 
Dependent: 2 

When you depend a lot on another person, do you give in too easily to what that person 
wants? 
If p c  Give me some examples of what you mean. 

Do you almost always put that person's needs ahead of your own? 
If y.r: Tell me about it. 

As with the preceding item (32) this appliesonly to behaviour that occurs with 
those on whom the subject is dependent e.g., spouse, parents, adult off- 
spring, lover, friends, etc. It does not include such behaviour when it occurs 
with an employer, or outside the context of dependent reiationships. 

2 Frequently subordinates own needs to those on whom subject is dependent 
or unduly complieswith theirwishes. 

1 Occasionally subordinates own needs to those on whom subject is dependent, 
or unduly complies with their wishes. 

0 Denied, rare, or not supported by convincing examples. 



How long did you continue to act that way? 

Has this ever happened with anyone else? 
If yes: With how many people? 
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*34. 0 1 2 ?  0 1 2  
Tendency to bear grudges persistently. e.g.. n fusa l  to forgive insults 
injuries, w slights 
Paranoid: 2 

Have you ever held a grudge ortaken a long time to forgive someone? 
If yes: Tell me about it. 

Did you try to avoid or refuse to talk to the person? 

As evidence of a grudge the subjed should either try to avoid or refuse to 
speak to the person for more than a year. For a %ore of 2 there should be evi- 
dence of grudges against more than one or two people. The examples should 
establish that the reaction is obviously disproportionate. For example, a 
grudge against a parent responsible for child abuse or incest would not war- 
rant a positivescore. 

2 Has born persistent grudges, i.e., has been unforgiving of insults, injuries, or 
slights against several people. 

1 Has born persistent grudges, i.e., has been unforgiving of insults, injuries, or 
slights against one ortwo people. 

0 Denied or not supported by example 
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35. 0 1 2 ?  0 1 2  
Suspiciousness and a pewasiva tendency to distort axperimce by m i 5  
wnstrulng the neutral or friendly actions ot others as hostile or con- 
temptuous 
Paranoid: 3 

Has it been your experience that people often try to use you or take advantage of you? 
If yes: Give mesome examples. 

Has anyone ever deliberately tried to harm you, ruin your reputation, or make life difficult for 
YOU? 
If yes: Give mesome examples. 

In ratlng this criterion also consider subject's behaviour during intewiaw. 

Affirmative replies to the questions that assess this criterion require consider- 
able probing and judgment on the part of the examiner, becaure there must 
be an assessment of the polsible reality basis of the subject's reported experi- 
ences. Too much emphasis should not be given to accounts of isolated lnci- 
dents. The focus should be on identifying a characteristic attitude on the part 
of the subjen suggesting an orientation or set toward the expectation of 
exploitation or harm. The subject's approach t o  the interview itself may be 
taken into consideration in the scoring, but should never be the sole basis for 
a score of 2. 

2 Frequently expects, without sufficient basis, to be exploited or harmed by 
others. 

l Occasionally expectr. without sufficient basis, to be exploited or harmed by 
others. 

Denied, but evident in intervlew. 

0 Denied, rare, or not supponed by convincing examples. 
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36. 0 1 2 ?  0 1 2  
Persistent selfreferential attitude. a s d a t e d  particularly with e x c o  
sive self-importance 
Paranoid: 6 

When you enter a room full of people do you often wonder whether they might be talking 
about you, or even making unflattering remarks about you? 
If yes: Give me some examples. 

When you're in a public place or walking down the street, do you often wonder whether peo- 
ple might be looking at you, talking about you, or even making fun of you? 
If yes: Give me some examples. 

It i s  not uncommon for people to experience fleeting self-referential ideas 
when they first enter a large social gathering, particularly one involving unfa- 
miliar people. Such behaviour should not be considered within the scope of 
the criterion. There should be indications that the ideas are more than 
momentary. If it appears that they may be of delusional proportions, the sub- 
ject should be questioned carefully, since deiusionsof reference are excluded. 

2 Frequently experiences ideas of reference. 

1 Occasionally experiences ideas of reference. 

0 Denied, rare, not supported by convincing examples, or delusional in nature. 



IV. AFFECTS 

Now i am going to ask some questions about your feelings. Again I'm interested in the way 
you have been most of your life and not just recently. i f  you have changed and are different 
from the way you used to be, be sure t o  let me know. 

How do you usually feel? 

How do you usually feel deep down inside? 

What problems do you have with your feelings? 

37. 0 1 2 7  0 1 2  
An appearanu of indifference to either praise or criticism 
Schizoid: 4 

When you're praiwd, do you show any reaction x, that the people around you know how you 
feel? 
If yas:Tell me about it. 

What about when you're criticized? 
If yes:Tell me about it. 

For a positive score subjects must report the absence of any overt reaction, so 
that observers might conclude that they are indifferent to the praise or criti- 
cism. Apparent indifference to both praise and criticism is not required. 

2 Almost always gives the appearance of being indifferent to praiseor criticism. 

1 Often gives the appearance of being indifferent to praise or criticism. 

0 Denied, does not occur often, or not supported by subject's account. 
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38. 0 1 2 ?  0 1 2  
Excessive sensitivity to setbacks and rebutfs 
Paranoid: l 

Are you easily slighted or offended? 
If ye,:Tell meabout it. 

When you are slighted or offended, do you sometimes have too strong a reaction? 
ll yes: Give mesome examples. 

How do you react when things don't go your way? 

For a positive wore the subject's examples should establish the presence of a 
characteristic inclination toward being slighted in situations where most peo- 
ple would not especially feel that way; or of reacting excessively to actual 
slights. This may occur as a consequence of what others say or fail to say, or 
what they do or fail to do. For a 2 score there must also be evidence of similar 
behaviour in response tosetbacks, i.e., things not going one's way. 

2 Frequently is easily slighted, or reacts excessively to actual slights. Also dis- 
plays similar behaviour in response to setbacks. 

1 Occasionally is easily slighted, or reacts excessively to actual slights. Also d i r  
playssimilar behaviour in response to setbacks. 

Frequently is easily slighted, or reacts excessively to actual slights, but not to 
setbacks. 

Frequently reacts excessively to setbacks, but not slights. 

0 Denied, rare, or not supported by convincing examples. 
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39. 0 1 2 ?  0 1 2  
Limited capacity t o  express wann, tender fecllngs towards others 
Schizoid: 3 (partial) 

Some people rarely show affection ortalk about it. Are you like that? 
If yr:Tell me about it. 

W no: Have people told you that you're not affectionate? 
If yes: Why do you think they'vesaid that? 

Warmth, tenderness, or affection are the only emotions within the scope of 
the criterion, which concerns their display or expression, not the subjective 
experience of them. 

2 Claims to rarely or never express affection. 

1 Claims to occasionally express affection. 

0 Frequently expresses affection. 
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40. 0 1 2 ?  0 1 2  
Self-dramatization theatricality, o r  exaggerated expression of 
emotions 
Histrionic: 1 

Do you almost always show your feelings in a very obvious way for others to see? 
If yes: Do you ever get carried away and exaggerate the way you feel? 

If yes: Give me some examples. 

Have people told you that you're dramatic? 
I f  yes: Why do you think they've raid that? 

in rating this criterion also consider subject's behaviwr during interview. 

Subjects should be questioned very closely if they acknowledge self-dramati- 
zation, but show no signs of it during the interview. Strikingly obvious theatri- 
cality or frequent exaggerated expression of emotions during the interview 
may justify a positive rating, including a score of 2, even if the subject denies 
the behaviour, provided there is no reason to suspect hypomania. 

2 Acknowledges with supponing examples frequent self-dramatization and 
exaggerated expression of emotion, or displays it during the interview in an 
obvious and striking way. 

1 Acknowledges with supporting examples occasional self.dramatization and 
exaggerated expression of emotion, or displays it to a limited degree during 
the interview. 

0 Denied, rare, or not supported by convincing examples or behaviour during 
the interview. 
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41. 0 1 2 1  0 1 2  
Continual seeking for excitement 
Histrionic: 4 (partial) 

Do you need a lot of excitement in your life? 
If ycr Tell me more about it. 

Does needing excitement ever cause problems for you? 
If yes: Give mesome examples. 

Proneness t o  boredom without obvious seeking of excitement is not within 
the scope of the criterion. For a positive xore there should be evidence that 
the search for exciting forms of behaviour sometimes causes problems for the 
subject. 

2 Frequently seeks excitement. This leads to the pursuit of exciting forms of 
behaviour that sometimes cause problems far the subject 

1 Occasionally seeks excitement. This leads to the pursuit of exciting forms of 
behaviour that sometimes cause problems forthe subject. 

0 Denied, not supported by subject's description, or rarely or never leads to 
exciting forms of behaviour that cause problems for the subject. 
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42. 0 1 2 ?  0 1 2  
Few, if any, activities provide pleasure 
Schizoid: 1  

Are there any activities that you enjoy? 
If yes: Tell me about them. 

If no: Tell me more about it. 

it is particularly important to establish that the anhedonia is not limited to 
episodes of depression. Positive ratings should alro not be given to those with 
dysthymia or persistent depression. 

2  Claims to rarely, i f  ever, experience pleasure or joy. 

1  Claims not to experience pleasure or joy most of the time. 

0 Denied, infrequent due to depression, or not supported by subject's dexrip- 
tion. 
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43. 0 1 2 7  0 1 2  
Liability to outbursts of anger M violence. w i th  inability to control 
the resulting behavioural exploaims 
Emotionally unstable; Impulsive type: 3 

Do you sometimes get angrier than you should, or feel veryangry without agood reason? 
If yes: Glve me some examples. 

If no: Have people evertold you that you're a very angry person? 
If yes: Why do you think they'vesaid that7 

Do you ever lose your temper and have tantrums or angry outbursts? 
If ye% Do you yell and scream in an uncontrolled way? 

H yes: Give me some examples. 

Do you everthrow. break, or smash things? 
If y e :  Give me some exampier. 

Do you ever hit or assault people? 
H yes: Give me some examples. 

The subjective experience of intense anger or psychodynamically inferred 
anger are not within the scope of the criterion. The anger must be either inap 
propriate, or intense and uncontrolled. Overt verbal or physical displays of 
anger are required. 

2 Frequently verbally displays inappropriate or intense, uncontrolled anger. 

Occasionally indulges in extreme physical displays of inappropriate or intense. 
uncontrolled anger. 

1 Occasionally verbally displays inappropriate or intenre. uncontrolled anger. 

On one or two occasions indulged in extreme physical displays of inappropri- 
ate or intense, uncontrolled anger. 

0 Denied. 
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44. 0 1 2 ?  0 1 2  
Limited capacity to express anger towards others 
Schizoid: 3 (partial) 

If 43 is scored 1 or 2, score 44 0 and go to 45. 

When you're angry with someone, do you show it so that the person isaware of it? 
Tell me more about it 

This concerns the expression or display and oot the experience of anger 
toward others. 

2 Claims to almost never express anger toward others, so that they are aware of 
it. 

1 Claims to rarely express anger toward others, so that they are aware of it. 

0 Expresses anger toward others or claim not supported by subject's account. 
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45. 0 1 2 ?  0 1 2  
Chronic fw l ings of ernptimss 
Emotionally unstable; Borderline type: 5 

Do you often feel empty inside? 
If yer: Does that upset you or cause any problems for you? 

If yes: Tell me about it. 

For a positive score there must be evidence that the emptiness isobviously dis- 
tressing to the subject or leads to maladaptive behaviour. e.g.. substance 
abuse, seif-mutilation, suicidal gestures, impulsive sexual activity, etc. 

2 Frequent feelings of emptiness that are obviously distressing or sometimes 
lead to maladaptive behaviour. 

1 Occasional feelings of emptiness that are obviously distressing or sometimes 
lead to maladaptive behaviour. 

0 Denied, rare, or not arsoclated with obvious distress or maladaptive behav- 
iour. 



184 lnte~iew schedule 

46. 0 1 2 7  0 1 2  
Feeling uncomfortable o r  helpless when alone, because o f  
exaggerated fears o f  inability to can for oneself 
Dependent: 4 

How do you usually feel when you're alone? 

If subjact reports uncomfortable or helpless feelings: 
How much of a problem is that? How much does it actually bother you? 

Why do you think you feel that way? 

For a positive score subjects must experience significant and obvious discom- 
fort or helplessness when alone, or provide convincing examples that they go 
to great lengths to avoid being alone. The reason for this must be a fear of 
being unable to care for oneself. A feeling of loneliness as such does not 
receive a positive score. 

2 Frequently feels very uncomfortable or helpless when alone, because of exag- 
gerated fear of inability to care for oneself. 

1 Occasionally feels very uncomfortable or helpless when alone, because of 
exaggerated fear of inability tocare for oneself. 

0 Denied. rare, feelings insignificant, not supported by subject's description, or 
solely for other reasons, e.g.. loneliness. 

i 
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47. 0 1 2 7  0 1 2  
Preoccupation wi th  fears of being leff to care for oneself 
Dependent: 5 

Do you spend a lot of time worrying about the possibility that you may be left alone and have 
to care for yourself? 
If yas: Tell me about it. 

The criterion refers to a fear and not the actual event. An occasional or tran- 
sient concern is not within the scope of the criterion. There must be a long- 
standing preoccupation, not limited to an episode of illness. Positive wores 
should not be given if the preoccupation Is due to special circumstances, such 
as those created by the serious illness or impending death of another, or the 
absence of other support systems, such as might occur in an elderly person 
with nosurviving friendsor family members. 

2 Frequent unrealistic preoccupation with fears of being left to care for one- 
self. 

1  Occasional unrealistic preoccupation with fears of being left to care for one- 
self. 

0  Denied, rare, not supported by subject's description, or the fears have a defi- 
nite basis in reality. 
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48. 0 1 2 ?  0 1 2  
Excessive efforts t o  avold abandonment 
Emotionally unstable; Borderline type: 3 

Do you ever find yourself frantically trying to stop someone close to you from leaving you? 
If yes: Give me some examples. 

Unlike the previous Dependent item (47). which concerns preoccupation with 
fears of being left alone to care for oneself, this has to do with efforts on the 
part of the subject to avoid real or imagined abandonment. The efforts should 
be associated with obvious feelings of anxiety or agitation. 

2 Frequent franticefforts to avoid real or imagined abandonment. 

1 Occasional franticefforts to avoid real or imagined abandonment. 

0 Denied, rare, occurs only in association with suicidal or self-mutilating behav- 
iour, or not supported by examples. 

~ 
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49. 0 1 2 1  0 1 2  
Shallow and labile atfectivity 
Histrionic: 3 

Do your feelings often change vety suddenly and unexpectedly, sometimes for no obvious rea- 
son? 
If yes: Give me some examples. 

Has anyone ever accused you of being a shallow person? 
If yes: Why do you think they have? 

In rating this criterion also consider subject's behaviour during interview. 

Unlike the next item (50). the emotions involved are not necessarily negative 
ones, such as anxiety, depression, and irritability, but may include enthusiasm, 
warmth, joy, etc. Denial of the behaviour and display of it in the interview is 
insufficient for a score of 2. Do not give a positive rating when the behaviour 
i s  due toa bipolar disorder. 

2 Frequently displays rapidly shifting and shallow expression of emotions. 

1 Occasionally displays rapidly shifting and shallow expression of emotions 

Denied, but definitely displayed during interview. 

0 Denied, rare, not supported by convincing examples, or due to a bipolar disor- 
der. 
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50. 0 1 2 ?  0 1 2  
Unstable and capricious mood 
Emotionally unstable; Impulsive type: 5 

Do you often change from your usual mood to feeling very irritable, very depressed, or very 
nervous? 
If yes: When that happens how long do you usually stay that way? 

Give me some examples of what it's like when you're feeling that way. 

The subject need not report instability of all three moods: depression, irritabil- 
ity, and anxiety. For a positive score the description and examples should 
establish that the mood changes are not only frequent and shortlived (a few 
hours or days), but also of some intensity. 

2 Frequently experiences affective instability. 

1 Occasionally experiences affective instability. 

0 Denied, rare, or not supported by examples. 

! 

I 

! 

l 
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51. 0 1 2 ?  0 1 2  
Restrictions in lifestyle because of need for physical security 
Anxious [avoidant]: 5 

Some people have a verystrong need to feel safe from physical harm. That may affect the way 
they live their lives or prevent them from doing a lot of things. Are you like that? 
If yms: Give me some examples. 

The restrictions on the way subjects live their life becaure of the need for 
physical security may involve a variety of areas: social, leisure, and occupa- 
tional. A positive score requires documentation wlth obvious examples. Vague 
generalities are insufficient. 

2 The need for physical security has an obvious effect on the subject's lifestyle as 
reflected by convincing examples from different areasof life. 

1 The need for physical security has a definite but less extensive effect on the 
subject's lifestyle. 

0 Denied, insignificant. or not supponed by convincing examples. 
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52. 0 1 2 ?  0 1 2  
Persistent and pervasive feelings o f  tension and apprehension 
Anxious [avoidant]: 1 

Do you almost always feel tense or nervous? 
If yes: How much of an effect does it have on your life? 

Give me some examples. 

Are you the kind of person who is always worrying that something bad or unpleasant i s  going 
to happen? 
If yes: Is it very hard for you to get those thoughts out of your mind? 
If yes: How much of an effect does being a worrier have on your life? 

A positive rating should not be given if the tension and apprehension are lim- 
ited to isolated episodes of depressive, anxiety, phobic, panic, or obsessive- 
compulsive disorderr. However, those with chronic anxiety disorders fall I 
within the scope of the criterion. There must be convincing evidence that both I 
tension and apprehension have an obvious effect on the subject's life. 

2 Frequent experience of persistent and pervasive feelings of both tension and 
I 

apprehension with an obvious effect on the subject's life. 

1 Frequent experience of persistent and pervasive feelings of either tension or 
apprehension (but not both), with an obvious effect on the subject's life. 

i 
Occasional experience of persistent and pervasive feelings of both tension and 
apprehension with an obvious effect on the subject's life. 

0 Denied, rare, confined to episodic anxiety or depressive disorders, does not 

i 
have an obvious effect on the subject's life, or not supported by subject's 
description. I 
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53. 0 1 2 1  0 1 2  
Little interest in having sexual expariences with another person 
(taking in to  account age) 
Schizoid: 5 

The examiner should exercise disuotion about inquiring about sexual behaviour in 
certain cultures. When  this might b. inapproprlath the i tem should b. scored ? 

Now a few questions about your sexual behaviour. There are some people who have little or 
no desire to have sexual experienceswith another penon. Are you like that? 
If yas: Tell me about it. 

The lack of sexual interest or desireshould be longstanding and not due to old 
age or to physical or mental illness, including depression. Allowance should 
also be made forthe possible effect of certain medications. 

2 Almost never has any desire to have sexual experiences with another person. 

1 Much of the time has no desire to have sexual experiences with another per- 
son. 

0 Denied, does not occur much of the time, explicable by age, physical or mental 
illness, medications, or not supported by subject's description. 
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54. 0 1 2 ?  0 1 2  
Inappropriate seductiveness in appearance o r  behaviour 
Histrionic: 5 

he examiner should exercise discretion about inquiring about sexual behaviour in 
certain cultures. When this might be inappropriate. the Item should be scored 7. 

Do you ever find yourself dressing or behaving in a sexually seductive way? 
If yes: What kind of things do you do? 

Have you ever been told that what you do is inappropriate? 
If yes: Tell me about it. 

If no: Have you ever been told that you do? 
If yes: Why do you think people have said that? 

In rating criterion also consider subject's appearance or behaviour during inteniew. 

For a score of 2 the subject must provide examples of obviously inappropriate 

may influence the rating, and may be sufficient for a score of 2, if it is not due 
I seductiveness. The subject's appearance or behaviour during the interview , 

to hypomania. 

2 Frequently inappropriately sexually seductive in appearance or behaviour. 

Obviously inappropriately seductive in appearance or behaviour during the 

i 
interview. 

I 
1 Occasionally inappropriately sexually seductive in appearance or behaviour. 

Frequently either somewhat flirtatious or seductive in appearance or behav- 
iour, but rarely inappropriately so. 

Somewhat inappropriately seductive in appearance or behaviour during the 
interview. 

0 Denied, insignificant, or not supported by subject's description. 



193 Interview schedule 

.55. 0 1 2 ?  0 1 2  
Recumnt suspicions, without justification, regarding sexual fidelity 
of spouse or sexual partner 
Paranoid: 5 

lhe examiner should exmlse  dkue t ion  about inquiring about sexual behaviour in 
certain cultures. Where this might be inappropriate, the Item should be scored ? 

Asked only of those who have nevw been married. 
Have you ever had sexual relations with anyone? 
If no: Circle NA and go t o  56. 

Have you ever been concerned about whether a sexual partner was unfaithful to you? 
If yes:Tell me about it. 

For a score of 2 there should be admission of more than brief, transient con- 
cerns about the sexual fidelity of one's spouse or partner. Subjects who admit 
to frequent suspicions, but who insist that it is justified, should be questioned 
very carefully. When in doubt about the possible reality basis of their account, 
the criterion should not be scored positively, unless there is evidence from 
other sources that the suspicions are pathological. 

2 On a number of different occasions or with a number of different partners 
wasobviously very concerned about fidelity, with no apparent justification. 

1 On one or two occasions was obviously very concerned about fidelity, with no 
apparent justification. 

0 Denied. rare, insignificant or not supported by subject's account. 
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56. 0 1 2 1  0 1 2  
Disturbances in and uncertainty about internal preferences 
(including sexual) 
Emotionally unstable; Borderline type: 1 (partial) 

The examiner should exercise discretion about inquiring about sexual behaviour in 
certain cultures. Where this might be inappropriate. the i tem should be scored 1 

Have you ever been uncertain whether you prefer a sexual relationship with a man or a 
woman? 
I f  yes: Tell me about it. 

Does this ever upset you or cause any problems for you? 
If yes: Tell me about it. 

Homosexuality or bisexuality as such are not within the scope of the criterion 
unless they are associated with significant doubt or uncertainty about one's 
sexual orientation. This doubt or uncertainty causes subjective distress or 
problems with others. 

2 Has considerable doubt or uncertainty about sexual orientation. This fre- 
quently causes subjective distrers. 

1 Has considerable doubt or uncertainty about sexual orientation. This some- 
times causes subjective distress. 

0 Denied, rare, does not cause subjective distress, or not supported by subject's 
account. 

j 
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Now a question about some of your beliefs. 

Preoccupation w i th  unsubstantiated "conspiratorial" explanations of 
events either irnrndiat. t o  tha matient o r  in the world a t  large - 
Paranoid: 7 

Do you spend time thinking about the possibility that there may be some kind of conspiracy 
going on around you or in the world at large? 
If yes: Does this bother you or have any effect on your life? 

If yes: Tell me about it. 

This should be scored conservatively. Passing suspicions or abrtract ideas with 
little or no impact on the subject's behaviour are not within the xope of the 
criterion. For a positive score there should be a definite preoccupation that 
either produces emotional distress or has an obvious influence on the subject's 
behaviour. If people rather than events are the focus of the "conspiracy". 
then more than one person must be involved, and there must be mmmunica- 
tion between or among them. 

2 Often preoccupied with unsubstantiated conspiratorial explanations. This 
sometimes produces emotional distress or has an obvious influence on the 
subject's behaviour. 

1 Occasionally preoccupied with unsubstantiated conspiratorial explana- 
tions. This sometimes produces emotional distress or has an obvious influence 
on thesubject's behaviour. 

0 Denied, rare, does not cause distress or influence behaviour, or not supported 
by subject's description. 
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VI. IMPULSE CONTROL 

I'm going to conclude the interview with s o m  questions about impulsive and irresponsible 
behaviour. Have there been times when your behaviour hasn't conformed to what you believe 
or have been taught is right? 
If y e r  Tell meabout it. 

58. 0 1 2 1  0 1 2  
Marksd tendency t o  act unexpectedly and without consideration o f  
the consequences 
Emotionally unstable; Impulsive type: 1 

Some people have a habit of doing things suddenly or unexpectedly without giving any 
thought towhat might happen. Are you like that? 
If yes: What kind of things have you done? 

This refers to the consequences of acting suddenly and unexpectedly on 
impulse. It is scored positively only if the subject can produce convincing 
examples of problems that have arisen or could have arisen as a result of this 
tendency 

2 Frequently acts suddenly and unexpectedly on impulse. This sometimes causes 
problems or could cause problems. 

1 Occasionally acts suddenly and unexpectedly on impulse. This sometimes 
causes problems or could cause problems. 

0 Denied, rare, or not supported by convincing examples, 
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*ss. 0 1 2 ?  0 1 2  
Recurrent threats o r  acts of selfharm 
Emotionally unstable; Borderline type: 4 

Have you ever threatened to commit suicide? 
If v.r: How manv times? 

Tell me about it 

Have you ever actually made a suicide attempt or gesture? 
If yes: How many times? 

Tell me about it. 

Have you ever deliberately cut yourself, smashed your fist through a window, burned yourself, 
or hurt yourself in someotherway (not counting suicideattempts or gestured? 
If yes: Tell me about it. 

The mere sharing of one's suicidal thoughts with another person does not 
ordinarily constitute a threat. There must be communication of an intent to 
commit suicide. The motive for making the threat is irrelevant. Suicidal ges- 
tures are counted whether or not they were serious or accompanied by a gen- 
uine wish t o  die. Acts of self-harm include wrist cutting, deliberately breaking 
glass with one's body, burning oneself, headbanging, and other deliberate 
fonnsof self-injuy of a nonsuicidal nature. 

2 On several occasions engaged in suicidal threats, gestures, or acts of self-harm. 

1 Onceor twice engaged in suicidal threats, gestures, or actsof self-harm. 

0 Denied. 
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*60. 0 1 2 ?  0 1 2  
A low threshold for d i s chaw  o f  aggression.including violence 
Dissocial: 4 (partial) 

Have you ever hit or physically abused anyone in your family? 
It yes: How many times? 

Tell me about it 

Have you ever hit anyone (else) or been in any (other) fights? 
If yes: How many times? 

Tell me about it. 

Do not count aggression or violence associated with legitimate efforts at 
defending oneself or others. Alcohol and drugs are not exonerating factors. 

2 Several times has been involved in physical fights, assaults, or physical abuse 
of others. 

l Once or twice has been involved in physical fights, assaults, or physical abuse 
of others. 

0 Denied, or required by job or to defend someone or oneself. 

I 

l 



199 Interview schedule 

.61. O l Z ? N A  0 1 2  
Gross and persistent attitude of irresponsibility and disng.rd for 
social norms, rules. and obligations 
Dissocial: 2 

Have you ever been unemployed? 
If yes: For how long? 

Why? 

Have you ever trawled from place to place without a job or definite purpose or clear idea of 
when the travel would end? 
If yes: Tell me about it. 

Have you ever defaulted on debts or failed to honor financial obligations? 
If y ~ T e l l  me about it. 

Have you ever failed to provide financial support for other members of your family, when you 
were expected to do so? 
If yes:Tell me about it. 

Asked only of those with children. 
Haw you ever failed to take adequatecare of your children, or neglected their safety or physi- 
cal well-being? 
H yes: Tell me about it. 

If no: Has anyone ever accused you of any of those things? 
If yes: Why do you think they have? 

Asked only of males who have been separated or divorced. 
Have you ever failed t o  provide alimony (financial maintenance) or child support payments 
when you were expected to? 
H yes: Tell me about it. 

Are you inclined t o  lie if it serves your purpore? 
If yes: Give me some examples. 

If no: Have peopleaccused you of lying or not telling the truth? 
H yes: Why do you think they have? 
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Have you ever used an alias? 
If yes: Why? 

Have you ever "conned" anyone? 
If yes: Tell me about it. 

Do you evertake unnecessary chances and risk harm or injury to  yourself or others? 
I f  yes: Tell me about it. 

Have you ever driven a car while you were intoxicated with alcohol or drugs? 
If yes: How many times? 

Tell meabout it. 

Have you ever been stopped by the police for speeding or reckless driving (when you were not 
intoxicated with alcohol or drugs)? 
If yes: How many times? 

Tell me about it. 

Have you ever been arrested? 
If yes: For what? 

Have you ever done anything (else) that you could have been arrested for, i f  you had been 
caught? 
If y e s  What? 

This criterion is rated based on the application of clinical judgment to  the 
replies t o  the questions. 

2 Convincing evidence of gross and persistent behaviour indicative of irrespon- 
sibility and disregard for rocial norms, rules, and obligations. 

1 Suggestive but less than convincing evidence of gross and persistent behav- 
iour indicative of irresponsibility and disregard for social norms, rules, and 
obligations. 

0 No evidence or insufficient evidence for a positive rating. 
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62. O 1 2 7 N A  0 1 2  
Incapacity to experience guilt 
Dirrocial: 5 (partial) 

~f 60 and 61 a n  both scmd 0, scon 62-64 NA. and go to 65. 

How do you feel about (<He behaviour acknowledged In Items 60 and 61)? 

Do you think you were justified in behaving thatway? 

This criterion is rated based on a consideration of the history of dissocial 
behaviour viewed in conjunction with replies to questions regarding remorse 
or guilt. The examiner should cross-examine the subject closely t o  verify the 
authenticity of any alleged remorse or guilt. Regret because of the conse- 
quences for oneself, e.g., imprisonment, is not remorse. The rating should ulti- 
mately be based on the application of clinical judgment to all of this 
information. 

I 2 Convincing evidence that the subjecl lacks remorse or the capacity to experi- 

! ence guilt. 

1 Probable but less than convincing evidence that the subject lacks remorse or 
the capacityto experience guilt. 

0 Appears to experience appropriate remorse or demonstrates the capacity to 
experience guilt. 

I 
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63. 0 1 2 ? N A  0 1 2  
Marked proneneu to Mame others, or to offer plausible ratlonalizations for  the 
behavlourthat has brought the individual into conflict w i th  society 

Dissocial: 6 

Why do you think you behaved that way? 

B. s u n  to confront subject w i th  al l  areas and examples o f  dissocial behaviour. 

The criterion is rated based on a consideration of the history of dissocial 
behaviour viewed in conjunction with the explanations of the behaviour 
offered by the subject. The examiner should cross-examine and confront the 
subject when necessary, to determine the validity of any anempts to blame 
others, or the plausibility of explanations for the behaviour. The rating is  ulti- 
mately based on the application of clinical judgment toall of this information. 

2 Convincing evidence that the subject is prone to blame others or to offer 
rationalizations for the dissocial behaviour. 

l Probable but less than convincing evidence that the subject is prone to blame 
others or to offer rationalizations for the dissocial behaviour. 

0 Appears not to blame others or to offer rationalizations for the dissocial 
behaviour. 
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64. O 1 2 7 N A  0 1 2  
Incapacity to profit from adverse experience, partlcululy puniahnwnt 
Disrocial: 5 (partial) 

The criterion is rated based on the application of clinical judgment to all of 
the information obtained in the interview that is relevant to the subject's his- 
tory of dissocial behaviour. 

2 Convincing evidence that the subject i s  unable to prof i  from experience, par- 
ticularly punishment. 

l Probable but less than convincing evidence that the subject i s  unable to profit 
from experience, particularly punishment. 

0 Appearsto profit from experience, particularly punishment. 
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Rate the following criteria a t  the condusion o f  the interview. Assign 
a score o f  2  when the behaviour was present and obviously clinically 
significant. Score 1  if it was present but of uncertain clinical signifi- 
cance. 

65. 0 1 2 ?  0 1 2  
Excersive pedanby and adherence to social conventions 
Anankastic: 6 

Rate ostentatious displays of learning and excessive formality in relating to 
interviewer. 

66. 0 1 2 ?  0 1 2  
Marked insensitivity to prevailing social norms and conventions; 
disregard fw such norms and conventions is unintentional 
Schizoid: 9 

Rate such phenomena as unkempt appearance, bizarre dress, unusual man- 
nerisms, and talking to oneself. When in doubt about the p~s i b l e  role of 
depression or intentionally rebellious or nonconformist behaviour, do not 
score 2. 

67. 0 1 2 )  0 1 2  
Display of emotional coldness, detachment, o r  flattened affectivity 
Schizoid: 2 

, 

! 
Rate unchanging facial expression, monotonous or unvarying vocal inflection. 
lack of expressive gestures, maintenance of a rigid, unchanging posture, poor 
eye contact, lack of apparent interest in examiner, failure to smile when i 
almost everyone would. When in doubt about the presence or significance of 
these phenomena, including the possible role of psychotropic medications or 
depression, do not score 2. 
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Subject Informant Subiect Informant 
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IPDE ICD-10 module 
handscoring algorithms and 
summary scoresheet 

Directions 

Transcribe the scores from the IPDE interview schedule or answer sheet to the 
scoresheet as follows: 

1. Follow the item sequence on the scoresheet not the interview. 
2. i f  there i s  a score based on informants always transcribe it instead of the score 

recorded during the interview. Identify an informant score on the scoresheets 
by placing it in I l .  

3. If you used the optional X and L( notation for recording past personality disor- 
ders, transcribe all such scores as 0 regardless of the actual score recorded on 
the interview schedule or answer sheet. 

4. Enter scores of 0. 7, NA, and circled scores of 1 and 2 in the first column (<25), 
and underlined scores of 1 and 2 in the second column (2 25). 

5. Begin by transcribing the scores for F60.O Paranoid. Then follow the instruc- 
tions on the scoresheets. 

I 

I 

l 
I 

l 
i 

I 
I 
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I F60.0 Paranoid 

Criteria Items Onset 

( l )  Excessive sensitivity to setbacks and rebuffs 38 -- 
(2) Tendency t o  bear grudges persistently 34 -- 
(3) Suspiciousness and tendency to distort 35 -- 
(4) Combative, tenacious sense of perronal rights 31 -- 
(S) Suspiciousness regarding sexual fidelity 55 -- 
(6) Self-imponant self-referential attitude 36 -- 
(7) Preoccupation with conspiratorial explanations 57 -- 

l Diagnosis: Definite Probable Negative 
Number o f  Criteria Met Dimensional Score 

I 
Number of Criteria Based o n  lnformant(s) 

I 1. Count the number of xores in [ l ,  and enter the total after Number of Criteria 

i Basedon Infonnant(s). 
2. I f  there is no positive score (1 or 2) in column 1, enter 0 after Number of 

Criteria Met and Dimensional Score, check Diagnosis Negative, and go to next 

I disorder, F60.1 Schizoid. 
3. Add the scorer in columns 1 and 2, and enter the sum after Dimensional Score. 

I 4. If there is  no score of 2 in column 1, enter 0 after Number of Criteria Met, 
I check DiagnosisNegative. and go to next disorder. F60.1 Schizoid. 

5. Count the number of 2s in columns 1 and 2, and enter the number after 
Number o f  Criteria Met. 

6. If the number of criteria met is less than 3, check Diagnosis Negative, and go 
to nextdisorder, F60.1 Schizoid. 

7. If the number of criteria met 2 4, check Diagnosis Definite, and go to next dis- 
order, FW.1 Schizoid. 

8. Check DiagnosisPmbable, and go to next disorder. F60.1 Schizoid. 
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F60.1 Schizoid 

Criteria Items Onset 

~ - -  

( l )  Few, if any, activities provide pleasure 
(2) Emotional coldness or flattened affectivity 
(3) Limited capacity to express tender feelings and anger 
(4) Appearance of indifference to praise or criticism 
(5) Little interest in sexual experiences with another 
(6) Constance choice of solitary activities 
(7) Preoccupation with fantasy and introspection 
(8) No desire for or possession of close friends 
(9) Insensitivity to social norms and conventions 

Diagnosis: Definite Probable Negative 
Number of Criteria Met Dimensional Score 
Number o f  Criteria Based on lnformant(s) 

1. Count the number of scores in [ 1, and enter the total after Number o f  Criteria 
Basedon Informant(s). 

2. If there is no positive score (1 or 2) in column 1, enter 0 after Number of 
Criteria Met and Dimensional Score, check Diagnosis Negative, and go to next 
disorder, F60.2 Dissocial. 

3. Add the scores in columns l and 2, and enter the sum after DimensionalScore. 
4. If there is no score of 2 in column 1, enter 0 after Number of Criteria Met. 

check Diagnosis Negative, and go to neM disorder. F60.2 Dissocial. 
5. Count the number of 2s in columns l and 2, and enter the number 

after Number o f  Criteria Met. 
6. If the number of criteria met is less than 3, check Diagnosis Negative, and go 

to nextdisorder, F60.2 Dissocial. 
7. if the number of criteria met r 4, check Diagnosis Definite, and go to next dis- 

order, F60.2 Dissocial. 
8. Check Diagnosis Probable, and go to next disorder, F60.1 Dissocial. 

+ 39+44=4, score 2 39=1.44=0, score 0 
39+44=3, score 2 39=0.44=1, score 0 
39=1,44=1, score 1 39=0,44=0, score 0 

When combining the partial components of criterion (3), it is only necessary 
that one of the items occurs in the past 12 months and before age 25 years. 
for the score to be entered in the <25column. 
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F60.2 Dissocial 

Criteria Items Onset 

(1) Callous unconcern for feelings of others 29 -- 
(2) lrresponsibilityand disregard for social norms 61 -- 
(3) lncapacityto maintain enduring relationships 20 -- 
(4) Low tolerance to frustration; aggressiveness * -- 
(S) No guilt and abilityto profit from experience tt -- 
(6) Marked proneness to rationalize behaviour 63 -- 

Diagnosis: Definite Probable Negative 
N u m h  of Criteria Met Dimensional Score 
Number of Criteria Barecl on lnformant(s) 

Count the number of scores in I], and enter the total after Number of Criteria 
Basedon Informantfs). 
If there is  no positive score (1 or 2) in column 1, enter 0 after Number of 
Criteria Met and Dimensional Score, check Diagnosis Negative. and go to next 
disorder, FW.30 Emotionally Unstable, ImpulsiveType. 
Add the scores in columns 1 and 2, and enter the sum after DimensionalScore. 
I f  there is no score of 2 in column 1, enter 0 after Number of Criteria Met, 
check Diagnosis Negative, and go to next disorder, F60.30 Emotionally 
Unstable, ImpulslveType. 
Count the number of 2s in columns 1 and 2, and enter the number 
after Number o f  Criteria Met. 
If the number of criteria met i s  less than 2, check Diagnosis Negative, and go 
to nextdisorder, F60.30 Emotionally Unstable, ImpulsiveType. 
If the number of criteria met 2 3, check Diagnarir Definite, and go to next dis- 
order. F60.30 Emotionally Unstable, ImpulsiveType. 
Check Diagnosis Probable, and go to next disorder, F60.30 Emotionally 
Unrtable, ImpulsiveType. 

15+60A-, score 2 ** 62+64=4, score 2 
15+60=3, score l 62+64-3. score 1 
15+6052, score 1 62+64=2, score 1 
15+60=1, score0 62+64=1. score 0 
15+60=0, score 0 62+64=0, wore 0 

When combining the partial componentr of criteria (4) and (S), it is  only neces- 
sary that one item occurs in the past 12 months and before age 25 years, for 
thescore to be entered in the <25 column. 
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F60.30 Emtionally Unstable, ImpulsiveType 

Criteria Items Onset 

<25 225 

(1) Acts unexpectedly 58 -- 
(2) Quarrelsome when thwarted or criticized 30 -- 
(3) Liability to outbursts of anger or violence 43 -- 
(4) Not persistent when no immediate reward l 1  -- 
(S) Unstable and capricious mood 50 -- 

Diagnosis: Definite Probable Negative 
Number of Criteria Met Dimensional Score 
Number of Criteria B a s d  on lnformant(s) 

1. Count the number of scores in [ 1, and enter the total after Number o f  Criteria 
Basedon lnformant(s). 

2. If there is no positive score (1 or 2) in column 1, enter 0 after Number of 
Criteria Met and Dimensional Score, check Diagnosis Negative, and go to next 
disorder. FW.31 Emotionally Unstable, Borderline type. 

3. Add the scores in columns l and 2, and enter the sum after Dimensionalscore. 
4. If there is no score of 2 in column 1, enter 0 after Number of Criteria Met, 

check Diagnosis Negative, and go to next disorder. F60.31 Emotionally 
Unstable. Borderline type. 

5. Count the number of 2s in columns 1 and 2, and enter the number 
after Number o f  Criteria Met. 

6. If item 30 is not scored 2, check Diagnosis Negative, and go to next disorder, 
FW.31 Emotionally Unstable. Borderline type. 

7. If the number of criteria met is less than 2, check Diagnosis Negative, and go 
to next disorder, F60.31 Emotionally Unstable, BorderlineType. 

8. If the number of criteria met 2 3, check Diagnosis Definite, and go to next dir- 
order. F60.31 Emotionally Unstable. Borderline type. 

9. Check Diagnosis Probable, and go to next disorder, F60.31 Emotionally 
Unstable, Borderlinetype. 
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F60.31 Emotionally Unstable, BorderlineType 

Criteria Items Onset 

(l) Acts unexpectedly 
(2) Quarrelsome when thwarted or criticized 
(3) Liability to anger or violence 
(4) Not persistent when no Immediate reward 
(5) Unstableandcapricious mood 
(6) Uncertainty about self-image, aims, etc 
(7) Intense and unstable relationships 
(8) Excessive efforts to avoid abandonment 
(9) Recurrent threats or acts of self-harm 
(10) Chronic feelings of emptiness 

Diagnosis: Definite Probable Negative 
Number of Crlterla Met  Dimensional Scae 
Number of Criteria hsed on lnfonnant(s) 

Count the number of scores in [ 1, and enter the total after Number o f  Criteria 
Based on lnformant(s). 
If there is no positive score (1 or 2) in column 1, enter 0 after Number of 
Criteria Met and Dimensional Score, check Diagnosis Negative, and go to next 
disorder, F601  Histrionic. 
Add the xores in columns 1 and 2, and enter the sum after Dimensional Score. 
If there is no uore of 2 in column 1, enter 0 after Number o f  Criteria Met, 
check Diagnosis Negative, and go to next disorder. F60.4 Histrionic. 
Count the number of 2s in columns 1 and 2, and enter the number 
after Number o f  Criteria Met. 
If the number of criteria 1-5 met 2 3 and the number of criteria 6-10 met > 2. 
check Diagnosis Definite, and go to next disorder, F60.4 Histrionic. 
If the number of criteria 1-5 met is less than 2 and the number of criteria 6-10 
met is less than 2, check Diagnosis Negative, and go to next disorder. F60.4 
Histrionic. 
Check Diagnosis Probable, and go to next disorder. F60.4 Histrionic. 

5.6.7.25. 56 
two or more xores of 2, score 2 
one xore of 2, xore 1 
no xores of 2, but sum 2 3, score 1 
all others, score 0 

When combining the partial components of criterion 6, it is only necessary 
that one item occurs in the past 12 months and before age 25 years, for the 
scoreto be entered in the c25 column. 
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F60.4 Histrionic 

Criteria Items Onset 

<25 ?25 

(1) Self-dramatization, exaggerated emotional display 40 -- 
(2) Suggestibility, easily influenced 12 -- 
(3) Shallow and labileaffectivity 49 -- 
(4) Seeks excitement and attention -- 
(S) Inappropriate seductiveness in appearance or behaviour 54 -- 
(6) Over concern with physical attractiveness 17 -- 

Diagnosis: Definite Probable Negative 
Number of Criteria M a  Mmemional Score 
Number of Crlterla Based o n  lnforrnant(s) 

l .  Count the number of scores in [ 1, and enter the total after Number of Criteria 
Based on InformantlsJ. 

2. If there is no positive xore (1 or 2) in column 1, enter 0 after Number of 
Criteria Met and Dimensional Score, check Diagnosis Negative, and go to next 
disorder. FW.5 Anankastic. 

3. Add the scores in columns l and 2, and enter the sum after DimensionalScore. 
4. If there is no xore of 2 in column 1, enter 0 after Number of Criteria Met, 

check Diagnosis Negative, and go to next disorder, F60.5 Anankastic. 
S. Count the number of 2s in columns 1 and 2, and enter the number after 

Number of  Criteria Met. 
6. If the number of criteria met is less than 3, check Diagnosis Negative, and go 

I 
to nextdisorder. F60.5 Anankastic. 

7. If the number of criteria met 2 4, check Diagnosis Definite, and go to next dis- , 

order. F60.5 Anankastic. 
8. Check Diagnosis Probable, and go to next disorder. F60.5 Anankastic. 

* 16+41=4. score 2 
16+41=3, score 1 
16+41=2, score l 
16+41=1, score0 
16+41=0, score 0 ! 

When combining the partial components of criterion (4), it i s  only necessary 
that one item occurs in the past 12 months and before age 25 years, for the a 

score to be entered in the <2S column. 
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F60.5 Anankastic 

Criteria Onset 

(l) Excessivedoubt and caution 
(2) Preoccupation with detail 
(3) Perfectionism 
(4) Excessive conscientiousness and scrupulousness 
(5) Undue preoccupation with productivity 
(6) Pedantry and conventionality 
(7) Rigidity and stubbwnness 
(8) Insi*etenceon doing things own way 

Diagnosis: Definite Probable Negative 
Number of Criteria Met Dimensional Score 
N u m h  of Crltaria on infonnant(s) 

Count the number of scores in [ 1, and enter the total after Number of Criteria 
Basedon fnformanffs). 
If there is  no positive score (1 or 2) in column 1, enter 0 after Number of 
Criteria Met and Dimensional Score, check Diagnosis Negative, and go to next 
disorder, FW.6 Anxious. 
Add the scores in columns l and 2, and enter the sum after DimensionalSEore. 
I f  there is no score of 2 in column 1, enter 0 after Number of Criteria Met, 
check Diagnosis Negative, and go to next dirorder, FW.6 Anxious. 
Count the number of 2s in columns 1 and 2, and enter the number after 
Number o f  Criteria Met. 
If the number of criteria met i s  less than 3, check Diagnosis Negative, and go 
t o  next disorder, F60.6 Anxious. 
If the number of criteria met r 4, check Diagnosis Definite, and go to next dis- 
order, F60.6 Anxious. 
Check Diagnosis hobable, and go to next disorder. F60.6 Anxious. 
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F60.6 Anxious [avoidant] 

Criteria Items Onset 

(1) Persistent pervasive feelings of tension 52 -- 
(2) Feels socially inept and inferior 13 -- 
(3) Preoccupied with criticism or rejection 24 -- 
(4) Social avoidance if doesn't feel liked 23 -- 
(S) Need for security restricts lifestyle 51 -- 
(6) Social avoidancedue to fear of rejection -- 

Diagnosis: Definite Probable Negative 
Number of Criteria Met  Di-ioml Score 
Number of Criteria Based on lnformant(s) 

Count the number of scores in [ 1, and enter the total after Number o f  Criteria 
Basedon Informant(s). 
If there is no positive score (1 or 2) in column 1, enter 0 after Number o f  
Criteria Met and Dimensional Score, check Diagnosis Negative, and go to next 
disorder. F60.7 Dependent. 
Add the scores in columns 1 and 2, and enter the sum after DimensionalScore. 
If there is no score of 2 in column 1, enter 0 after Number of Criteria Met, 
check Diagnosis Negative, and goto next disorder, F60.7 Dependent. 
Count the number of 2s in columns 1 and 2, and enter the number after 
Number of Criteria Met. 
If the number of criteria met i s  lea than 3. check Diagnosis Negative, and go 
to next disorder. F60.7 Dependent. 
If the number of criteria met 24, check Diagnosis Definite, and go to next dis- 
order, F60.7 Dependent. 
Check DiagnosisPmbable, and goto next disorder, F60.7 Dependent. 

* 4+21=4. score 2 
4+21=3. score 1 
4+21=2, score l 
4+21=1. score0 
4+21=0, score 0 

When combining the partial components of criterion (6). it i s  only necessary 
that one item occurs in the past 12 months and before age 25 years, for the 
score to be entered in the c25 column. 
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F60.7 Dependent 

Criteria Items Onret 

c25 225 

( l )  Allowing othersto makeone's important decisions 10 -- 
(2) Subordinates own needs tothoseon whom dependent 33 -- 
(3) Unwilling to demand from those on whom dependent 32 -- 
(4) Uncomfortable or helpless when alone 46 -- 
(5) Feanabandonment 47 -- 
(6) Needs excessive advice and reassurance 8 -- 

Diagnosis: Definite Probable Negative 
N u m k r  of Ulterfs M e t  Dimemional  con 
N u m k r  of Clitaria 6ased on Intormat(.) 

1. Count the number of scores in [ 1, and enter the total after Number of Criteria 
Basedon Informant(s). 

2. If there is no positive score (1 or 2) in column 1, enter 0 after Number of 
Criteria Met and Dimensional Scare, check Diagnosis Negative, and to go next 
disorder, F60.9 Personality Disorder. Unspecified. 

3. Add the scores In columns 1 and 2, and enter the sum after DimensionalScore. 
4. If there is no score of 2 in column 1, enter 0 after Number o f  Criteria Met, 

check Diagnosis Negative, and go to next disorder, F60.9 Penonality Disorder, 
Unspecified. 

5. Count the number of 2s in columns 1 and 2, and enter the number after 
Number o f  Criteria Met. 

6. If the number of criteria met i s  less than 3. check Diagnosis Negative, and go 
to nextdisorder, F60.9 Personality Disorder, Unspecified. 

7. If the number of criteria met 2 4, check Diagnosis Definite, and either fill out 
thesummary Scoresheet, or go to the optional diagnoses. 

8. Check Diagnosis Probable, and go to next disorder. F60.9 Personality Disorder. 
Unspecified. 
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F60.9 Personality Disorder, Unspecified 

Diagnosis: Definite Probable Negative 
Number o f  Criteria Met Dimensional Score 
Number o f  Criteria Based on lnfonnant(s) 

1. If there is a Definite Diagnosis for any specific personality disorder, check 
Diagnosis Negative, and either fill out the Summary Scoresheet, or go to the 
optional diagnoses. 

2. Add the number of scores entered after Number of Criteria Based on 
lnformant(s) on the scoresheets for the specific disorders, excluding Impulsive 
disorder, and enter the total after Number of Criteria Basedon lnfonnant(s). 

3. Add the number of criteria entered after Numberof Criteria Meton the score- 
sheets for the specific disorders, excluding impulsive disorder. and enter the 
total after Number o f  Criteria Met. 

4. If the number of criteria met is less than 9, check Diagnosis Negative, and 
eitherfill out the Summary Scoresheet or go to the optional diagnoses. 

5. If the number of criteria met 2 10, check Diagnosis Definite, and either fill out 
thesummary Scoresheet, or go to the optional diagnoses. 

6. Check Diagnosis Probable, and either fill out the Summary Scoresheet, or go 
to optional diagnoses. 
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l Optional 

Past Personality Disordea 

Follow these steps with each disorder (except Emotionally Unstable and 
Unspecified) with no current Definite diagnosis: 

1. Transcribe all the 2 scores recorded on the interview schedule or answer sheet 
with the X or X notation, by placing an X or X through the corresponding 
number in the ltems column of the scoresheet for the disorder. Do not enter 
thescores in either column 1 (onset <25) orcolumn 2 (onset225). 

2. If there are no 2 scores with an X or X notation, enter 0 in Table 1 under 
Number Criteria Met, and go to next disorder. 

3. If the number recorded next to Number of Criteria Met on the scoresheet is 0. 
and there is no 2 score with an X (not 19 notation, enter 0 in Table l under 
Number Criteria Met, and go to next disorder. 

4. Count the number of 2 scores with an X or X in the ltems column of the score- 
sheet, add the number recorded next to Number of Criteria Met on the score- 
sheet, and enter the sum inTable 1 under Numbercriteria Met. 

5. If the sum is r than the number in parenthesis, check Diagnosis Definite, and 
goto next disorder. 

6. If the sum is one less than the number in parenthesis, check Diagnosis 
Probable. 

7. Go to next disorder. 

Past Emotionally Unstable Disorder, lmpulsive Type 
If there is  a current Definite diagnosis of lmpulsive, go t o  Past Borderline dis- 
order. 
Transcribe all the 2 scores recorded on the interview schedule or answer sheet 
wlth the X or X notatlon by placing an X orxthrough the corresponding num- 
ber in the ltems column of the lmpulsive xoresheet. Do notenter the scores in 
eithercolumn 1 (onset <25) or column 2 (onset 225). 
If there are no lmpulsive 2 xores with an X or X notation, enter 0 in Table 1 
under Number Criteria Met, and go to Past Borderline disorder. 
If the number recorded next to Number o f  Criteria Met on the lmpulsive s o r e  
sheet i s  0, and there is no lmpulsive 2 score with an X (not M notation, enter 0 
in Table 1 under Number Criteria Met, and go to Past Borderlinedisorder. 
Count the number of 2 scores with an X or X In the Items column of the 
lmpulsive scoresheet add the number recorded next to Number of Criteria 
Met on the scoresheet and enter the sum in Table 1 under Number Criteria 
Met. 
If the sum is less than 2, go to Past Borderline disorder. 
I f  item 30 is not scored 2 and has noXor X notation in the items column, go to 
Past Borderline disorder. 
If the number of criteria met r 3, check Diagnosis Definite, and go to Past 
Borderline disorder. 
Check Diagnosis Probable and go to Past Borderline disorder. 
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Past Emotionally Unstable Disorder, Borderline Type 
1. If there is a current Definite diagnosis of Borderline, either fill out the 

Summary Scoresheet, or go to Late Onsetdisorders. 
2. Transcribe all the 2 scores recorded on the interview schedule or answer sheet 

with the X or X notation by placing an X or X through the corresponding num- 
ber in the ltems column of the Borderline scoresheet. Do not enter the scores 
in either column 1 (onset <25) or column 2 (onset 225). 

3. i f  there are no Borderline 2 scores with an X or X notation, enter 0 in Table 1 
under Number Criteria Met, and go to Past Unspecified disorder. 

4. If the number recorded next to Number of Criteria Met on the Borderline 
scoresheet i s  0, and there is  no Borderline 2 score with an X (not L() notation. 
enter 0 in Table 1 under Number Criteria Met, and go to Past Unspecified dis- 
order. 

5. Count the number of 2 scores with an X or X notation in the Items column of 
the Borderline scoresheet add the number recorded next to Number of 
Criteria Met on the scoresheet, and enter the sum in Table 1 under Number 
Criteria Met. 

6. If the number of criteria 1-5 met is less than 2 and the number of criteria 6-10 
met is less than 2, go to Past Unspecified disorder. 

7. If the number of criteria 1-5 met 23 and the number of criteria 6-10 met 22. , 
check Diagnosis Definite, and either fill out the Summary Scoresheet or go to 
Late Onset disorders. 

8. Check Diagnosis Probable, and go to Past Unspecified disorder. 

Past Unspecified Disorder 
1. If there is a Definite diagnosis (current or past) for any personality disorder, , 

either fill out the Summary Scoresheet or go to Late Onset disorders. 
2. Add the numbers in Table 1 under Number Criteria Met, excluding Impulsive 

disorder, and enter the sum nextto Unspecified. 
3. If the sum is less than 9, either fill out the Summary Scoresheet or go to Late 

Onset disorders. 
4. i f  the sum 210, check Diagnosis Definite, and either fill out the Summary 

Scoresheet or go to Late Onset disorders. 
5. Check Diagnosis Probable, and either fill out the Summary Scoresheet or go to 

Late Onset disorders. 
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Table 1 

Number 
Criteria Diagnosis Diagnosis 

Met Definite Probable 

Paranoid ....... (4) ......................................... 
Schizoid ........ (4) ..................................... 
Dissocial ........ (3) ...................................... 

...... Emotionally Unstable, Impulsive type 
..... Emotionally Unstable, Bordedinetype 

Histrionic ...... (4) ......................................... 
Anankastic .... (4) ..................................... 
Anxious ......... (4) ...................... ... ........... 
Dependent ... (4) ......................................... 
Unspecified ........................... .. .............. 
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Optional 

Late Onset Personality Disorders 

Follow these steps with each disorder (except Emotionally Unstable and 
Unspecified) with no Definite diagnosis (current or past) and no score of 2 in 
column 1 (onsetc25) of the scoresheet for the disorder: 

1. Count the number of 2 scores in column 2 (onset 225) of the scoresheet, and 
enterthe number in Table 2 under Number Criteria Met. 

2. i f  the number of criteria met > the number in parenthesis, check Diagnosis 
Definite, and go to next disorder. 

3. If the number of criteria met is one less than the number in parenthesis, check 
Diagnosis Probable. 

4. Go to next disorder. 

Late Onset Emotionally Unstable Disorder, Impulsive Type 
1. If there is a Definite diagnosis (current or past) of impulsive, go to Late Onset 

Borderline disorder. 
2. If there i s  a score of 2 in column 1 (onset <25) of the impulsive scoresheet go 

to Late Onset Borderline disorder. 
3. i f  there is no score of 2 in column 2 (onset 225) of the lmpuisive scoresheet, go ! 

to Late Onset Borderline disorder. 
! 

4. Count the number of 2 scores in column 2 (onset 2 5 )  of the lmpulsive score- 
sheet, and enter the number in Table 2 under Number Criteria Met. I 

5. If Item 30 is not scored 2 in either onset column (<25 or 225), go to Late Onset , 
Borderline disorder. I 

6. if the number of crtteria met is less than 2, go to Late Onset Borderline disor- 
der. 

7. If the number of criteria met 23, check Diagnosis Definite, and go to Late 
Onset Borderline disorder. 

8. Check DiagnosisProbabie, and go to Late Onset Borderline disorder. 

Late Onset Emotionally Unstable Disorder, Borderline Type 
1. If there Is a Definite diagnosis (current or past) of Borderline, go to Late Onset 

Unspecified disorder. 
2. If there is a score of 2 in column 1 (onset d 5 )  of the Borderline scoresheet, go 

to Late Onset Unspecified disorder. 
3. If there is  no score of 2 in column 2 (onset 225) of the Borderline scoresheet. 

go to Late Onset Unspecified disorder. 
4. Count the number of 2 scores in column 2 (onset 2 5 )  of the Borderline score- 

sheet, and enterthe number in Table 2 under Number Criteria Met. 
5. If the number of criteria 1-5 met i s  less than 2 and the number of criteria 6-10 

met is less than 2, go to Late Onset Unspecified disorder. 
6. If the number of criteria 1-5 met 23 and the number of criteria 6-10 met 22. 

check DiagnosisDefinite, and fill out the Summary Scoresheet. 
7. Check Diagnosis Probable, and go to Late Onset Unspecified Disorder. 
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Late Onset Personality Disorder, Unspecified 
1. If there is a Definite Diagnosis for any specific personality disorder (current or 

past), check Diagnosis Negative, and fill out the Summary Scoresheet. 
2. Add the number of scores entered after Number o f  Criteria Based on 

Informantls) on the scoresheets for the specific disorders, excluding Impulsive 
disorder, and enter the total after Number o f  Criteria Basedon lnformant(s). 

3. Add the number of criteria entered after Number o f  Criteria Met on the score- 
sheets for the specific dirorders, excluding Impulsive disorder, and enter the 
total after Number of  Criteria Met. 

4. If the number of criteria met i s  less than 9, check Diagnosis Negative, and fill 
out the Summary Scoresheet. 

5. If the number of criteria met 210, check Diagnosis Definite, and fill out the 
Summary Scoresheet. 

6. Check Diagnosishobable, and fill out the Summary Scoresheet. 

Table 2 

Number 
Criteria Diagnosis Diagnosis 

Met Definite Probable 

F60.0 Paranoid ....... (4) ......................................... - - 
F60.1 Schizoid ........ (4) ....................................... p 
F60.2 Dissocial ........ (3) ......................................... p p 
F60.30 Emotionally Unstable, Impulsive type ...... - 
F60.31 Emotionally Unstable, Borderline type..... 
F60.4 Histrionic ...... (4) ....................................... 
F60.5 Anankastic .... (4) ...................................... - p 
F60.6 Anxious ......... (4) ................... .. ................ - 
F60.7 DependentJ4) ........................................ . . 
F60.9 Unspec~fred .................................... .... ........ p p 



IPDE ICD-10 module summary scoresheet 
Last Name First Name Middle Initial 

Sex: Age: Marital Status: 

Education: Occupation: 

Examiner Date(s) Time Required for Interview 

Summary 

Number Dimensional Diagnosis Confidence 
CriteriaMet Score Definite Probable Negative Rating 

Paranoid 
Schizoid 
Disrocial 
Emotionally unstable 
Impulsive type 
Emotionally unstable 
Borderline type 
Histrionic 
Anankastic 
Anxious 
Dependent 
Unspecified 

For each disorder check one: Definite. Probable, or Negative. If using the 
optional scoring, indicate next to the check mark, when a Definite or Probable 
diagnosis is pan, late onset, or past late onset. 

Rate your level of confidence (l=High, 2=Moderate, 3sLow) in the validity of 
every diagnostic decision, using your clinical judgment the IPDE interview. 
and other information when available. 



Index 

agreeableness 3 
Axis 1 disorders 7.19 
Axis 11 disorders 7 

conscientiousness 3 

Diagnostic and Statistical Manual, The @SM) 5 . 6 7  
diagnostic inteniew for borderlines 11 
diagnostic insmunenu 10-15 
dimensions 84 
DSM-III-R 88-90 
DSM-III personality disorder 74 (table) 

epidemiology 18-37 
psychiatric settings 29-37 

frequency of occurrence, interrater reliability, stability 104-7 (table) 
antisoeial 104-5 (table) 
avoidant 106 (table) 
borderline 105 
histrionic 105 
narcissistic 106 
obsessive compulsive 106-7 (table) 
paranoid 104 (table) 
passiveaggressive 107 (table) 
sadistic 107 (table) 
schizoid 104'(tablk) 
schizotv~al 104 
self-defeating 107 (table) 

DSM-N 115 

extraversion 5 

ICD (International Classification of Disease) 5 
lCPlO74 (table), 8&90, 1 l8  

frequency of occumnce, interrater reliability, stability 108-9 
anankastic 109 
anxious 109 
dependent 109 
dissocial108 
histrionic 109 
impulsive 108 
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paranoid 108 
schizoid 108 

ICD-I0 disorders exclusive of personality disorders 73 (table) 
frequecy of CO-occumnce with IPDE 73 (table) 
item lacation 13&3 

anankastic 132 
anxious (avoidant) 132 
dependent 132 
dissocial 130-1 
emotionally unstable 13 1 
histrionic 131 
paranoid 130 
schizoid 130 
unspecified 133 

ICD-I0 module answer sheet 205 
ICD-I0 module handscoring algorithms 2 6 2 1  
ICD-I0 module interview schedule 138-204 

affects 175-94 
impulse control 196204 
interpersonal relationships 157 
reality testing 195 
self 14S56 
work 13942 

ICD- I0 module screening questionnaire scoring 134-6 
summary 137 

ICD-I0 module summary scoresheet 2 6 2 1  
International Personality Disorder Examination (IPDE) 3,7,8-9,43-56 

abbreviating 127-8 
adequacy 55 
administration 121 
applicability to personal culture 53-4 
appropriate subjects 49,118 
categories 84 
centres participating in field Vial 61-9 

Bangalore 61-2 
Delfl63 
Leiden 63 
London 6 N  
Luxembourg 64 
Munich 6 4 5  
Nairobi 65-6 
New YorklWhite Plains 6 7  
Nottingham 67-8 
Oslo 68 
Tokyo 68-9 
Vienna 69 

clinical acceptability 84-6 
clinical evaluation 60 
dimensions 84 
educational level of patients 72 (table) 
examiner qualificationltraining 12&1 
field h id  course 70 

I 
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field trial results 70-8 
field trial sites 59 (table) 
frequency of co-occurrence of DSM-III-R personaltiy disorders 75 (table) 
general impression 52-3 
history 114 
ICD- I0 see ICD-10 
interrater agreement 79-80 
interrater agreement, temporal stability of IPDE DSM-III-R ICD-I0 

diagnoses 78 (table) 
interraIer reliability 726, 77 (table) 
interviewer's satisfaction 55-6 
interviews 60 
item sample 47 
late onset diagnosis 117 
limitations 49-50, 118-20 
persona& disorder diagnoses 70-2 
questions about adrmnislration 125-7 
reliability 128 
sampling 5&60,70.73 (table) 

exclusion criteria 58 
inclusion criteria 59-60 

scope 117-18 
scoring conventions 122-5 

age at onset L22 
age at onset probes 122-3 
duration 122,123 
frequency 123 
frequency probes 123 
timeframe probes 122-3 

scoring recording 1 2 4 5  
computer 124-5 
hand 125 
optional l24 
required 124 

self-administered 10,85 
shortened intewiew, omitted sections 54-5 
suucture 116-17 
temporal stability 72,76 (table), 77 (table), 8&3 
training 60 
translations 43.115 
validity 55, W, 128 

International Pilot Study of Personality Disorder (IPSPD) 3 

hppa 76,78 (table), 84,89 

LEAD standard 86 

Millon Clinical Multiaxial Inventory (MCMI) 13-14 

neuroticism 3 
personality 3-7 

basic descriptions 3 4  
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Personalily Assessment Schedule (PAS) 12-13 
Personalily Diagnostic Questionnaire (PDQ) 14, 19 
personality disorders 3.52 

antisocial (dissocial) 25-8 
borderline 2 6 5  
categories 8 
classification 5 (table) 
compulsive 23 (table) 
w-occurrence of mental disorders 87-8 
dependent 23 (table) 
diagnosis see personality disorder diagnosis 
dimensions 8 
epidemiology l 8  
frequency 87 
hisvionic 21 (table). 24 
narcissistic 24 
paranoid 20.21 (table) 
passive-aggressive 23 (table), 29 
prevalence rates 21-2 (table) 
relation to normal personality 5 4  
sadistic 87 
schizoid 20.21 (table) 
schizotypal2&1,2l (table) 
self-defeating 87 

personality disorder diagnoses 92-103 
Bangalore 92 (table) 
Geneva 93 (table) 
Leiden 94 (table) 
London 95 ( a l e )  
Luxembourg 96 (table) 
Munich 97 (table) 
Nairobi 98 (table) 
New York 99 (table) 
Nottingham 100 (table) 
Oslo 101 (table) 
Tokyo 102 (table) 
Vienna 103 (table) 

Present State Examination (PSE) 19 
psychiatric diagnoses, progress in validation 8-9 
psychotism 5 

Schedule for Affective Disorders and Schizophrenia-Lifetime Version 
(SADS-L) 19 

self-administered tests 10,85 
Standardized Assessment of Personality (SAP) l3 
state-trait problems 7-8 
Structured Clinical Interview for DSM-III-R (SCID-11) 12, 19 
Structured Interview for DSM-III-R Personality Disorders (SIDP-R) 11 
Structured Interview for Personality Disorder (SIPD) 19.82 
Temperament and Character Inventory (TCI) 15 
Tridimensional Personality Questionnaire (TPQ) 1 6 1 5  

7 
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