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ABSTRACT 

 

The literature on personality disorders (PDs) is fraught with contradicting and unclear 

information on gender differences in prevalence and presentation. Although there are many 

potential explanations for this trend, there is a growing body of evidence to suggest that the 

discrepancies may be best explained by an over-reliance on self-reported information, sampling 

biases, and the tendency to assess PDs categorically rather than dimensionally. Self-reports offer 

only one perspective on PD symptoms and may be limited by the individual’s insight and their 

willingness to report. The inclusion of informant reports may offer a different, but valid and 

beneficial perspective.  Research to this point has shown that major differences can be observed 

across clinical, community, and other sample types and it may therefore also be beneficial to use 

carefully selected epidemiological samples in future studies. Furthermore, assessing PDs strictly 

categorically discounts important sub-threshold information. Dimensional assessment of PDs 

might reveal more meaningful and consistent trends.     

The current investigation attempted to provide clarity to this literature by analyzing 

PD features dimensionally in a representative epidemiological sample of adults from the St. 

Louis Personality and Aging Network study, using both self- and informant-reported 

perspectives. Analyses were conducted to examine whether or not differences in PDs can be 

explained by gender, perspective, or an interaction between the two.  
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1. INTRODUCTION  

 

 The following introduction section begins with an overview of Personality Disorders 

(PDs) that describes their history, current conceptualization in the Diagnostic and Statistical 

Manual of Mental Disorders, 5th Edition (DSM-5), and lists all of the symptoms that make up the 

diagnostic criteria for each of the ten PDs. The overview will also note general estimates of their 

prevalence in the population, then subsequently describe the many challenges in the assessment 

of PDs that may compromise the validity of these estimates. Two of the most prominent 

challenges in the assessment of PDs are over-reliance on self-report and poorly understood 

gender differences. In response to these challenges, the introduction will go on to describe the 

potential benefits of considering other perspectives, such as informant-reports, when assessing 

PD symptoms along with a summary of the results of studies that have done so. The introduction 

will then review the literature to this point on PDs as they relate to gender, including differences 

in prevalence and presentation as well as potential measurement bias. Finally, the introduction 

will explain how the current investigation can provide clarity to the literature through the use of 

both self- and informant reported data examined dimensionally across gender.   

 

Personality Disorders  

Attempts to systematically understand personality and its maladaptive variant, PDs, have 

been the subjects of scientific endeavors that extend as far back into history as ancient Greek and 

Chinese philosophy, and are still to this day part of an ongoing and rapidly developing 

investigation (Crocq, 2013). One of the most notable advancements in the history of these 

endeavors came from Emil Kraepelin near the start of the twentieth century. Kraepelin was 
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among the first to describe the interaction between normal personality and what we consider 

today to be abnormal personality pathology. He suggested that there is a meaningful overlap 

between overt pathological conditions and personal features that are encountered in normal 

people and that the difference between pathological and normal is gradual (Crocq, 2013). 

Kraeplin went on to publish definitions of four “psychopathic personalities” known as the born 

criminal, the irresolute (or weak-willed), the swindler (or pathological liars), and the 

pseudoquerulant (or the paranoid) (Kraepelin, 1904). In this early work, Kraepelin began to 

define personality types in a fashion similar to the diagnostic system we use today.  

Following Kraepelin’s and others’ work, maladaptive variants of personality were 

defined as parts of a formal diagnostic system when personality disorders (PDs) were included in 

Axis II of the Diagnostic and Statistical Manual of Mental Disorders, Third Edition (DSM-III; 

American Psychiatric Association, 1980). PDs in DSM-III were operationally defined as 

categorical personality types marked by the presence of a minimum number of maladaptive 

symptoms, or PD criteria. These PD criteria are used to characterize and diagnose PDs. This 

systemized standardization in the widely used diagnostic manual became a major catalyst for 

advancing the study of personality pathology (Blashfield & Intoccia, 2000). As the study of PDs 

has continued, PDs have remained a part of the DSM, which is now in its fifth edition (American 

Psychiatric Association, 2013).  

In the DSM-5, a PD is defined as “an enduring pattern of inner experience and behavior 

that deviates markedly from the expectations of the individual’s culture, is pervasive and 

inflexible, has an onset in adolescence or early adulthood, is stable over time, and leads to 

distress or impairment” (American Psychiatric Association, 2013, p. 645). Although individuals 

with PDs likely demonstrate symptoms in their childhood, a formal diagnosis of a PD is typically 
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not given until the individual is at least 18-years-old. This is due to the fact that personality 

develops over a lifetime, and assigning a diagnosis of a PD in such an early developmental stage 

may preemptively assign a diagnosis to symptoms that either disappear or substantially change 

as the individual grows and enters into adulthood. Notably, the definition also states that PDs are 

both pervasive and stable over time, which emphasizes the importance of measuring 

longstanding patterns of thinking, feeling, and behaving across the lifespan. Finally, the 

definition of PDs provided by the DSM-5 also explicitly describes them as leading “to distress or 

impairment” and thereby characterizes them as maladaptive. Most typically, PDs manifest as 

poorly defined self-concepts and problems when interacting with others.    

To describe and organize differences in personality pathology, the DSM-5 contains ten 

distinct PDs, which are organized into three different clusters (American Psychiatric Association, 

2013). Cluster A, the odd-eccentric cluster, includes paranoid PD, schizoid PD, and schizotypal 

PD. Cluster B, the dramatic-emotional cluster, includes antisocial PD, borderline PD, histrionic 

PD, and narcissistic PD. Cluster C, the anxious-fearful cluster, includes avoidant PD, dependent 

PD, and obsessive-compulsive PD. Research on the prevalence of PDs from each cluster has 

indicated that approximately 5.7% of people have a PD from Cluster A, 1.5% from Cluster B, 

and 6.0% from Cluster C (Lenzenweger, Lane, Loranger, & Kessler, 2007). Notably however, 

there is also substantial evidence indicating frequent co-occurrence among PDs (Lenzenweger et 

al., 2007; Stuart, Pfohl, Battaglia, Bellodi, et al., 1998). Further still, this clustering system has 

not been consistently validated and is useful only in limited research and educational situations.  

Unlike the clustering system, the specific criteria that make up each PD are frequently 

used in a variety of capacities and have become the defining features of the disorders. As such, 

the criteria are often a major focus in assessment, research, and treatment of PDs. The present 
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study is no exception to this, and therefore includes evaluations of all of the PD criteria from the 

perspectives of both selves and informants. Below is a description of each PD that lists the 

specific diagnostic criteria from the DSM-5 (American Psychiatric Association, 2013). Each 

description also contains some initial, albeit at times conflicting, information on the prevalence 

of the disorder.   

Paranoid PD. The defining features of Paranoid PD are a pattern of pervasive distrust 

and suspiciousness of others and a tendency to interpret their motives as malevolent (American 

Psychiatric Association, 2013). A person with paranoid PD is likely to form suspicions of others’ 

attempts to deceive, harm, or exploit them even in the absence of sufficient evidence to form this 

basis (Criterion 1). In their relationships they tend to both doubt trustworthiness of the other 

person (Criterion 2) and are reluctant to trust in or confide in others (Criterion 3). A person with 

Paranoid PD may be likely to read hidden threatening messages into benign events (Criterion 4), 

bear grudges (Criterion 5), and perceive attacks on their character and then angrily counterattack 

(Criterion 6). Finally, it is also not uncommon for an individual with Paranoid PD to suspect that 

their romantic partner has engaged in infidelity (Criterion 7). A diagnosis of Paranoid PD 

involves the endorsement of four or more of the listed criteria to be considered above the 

categorical threshold. Research on the prevalence of Paranoid PD using various samples suggests 

that it occurs in 2.3% (Lenzenweger et al., 2007), 4.4% (Grant et al., 2004), and 1.9% (Trull et 

al., 2010) of the general population.   

Schizoid PD. Schizoid PD involves a pattern of detachment from social relationships and 

a restricted range of emotional expression. A person with schizoid PD is likely to lack a desire 

for intimacy and close relationships (Criterion 1) and typically prefer solitary activities (Criterion 

2). Individuals with this disorder tend to have little interest in sexual experiences (Criterion 3), 
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take pleasure in very few activities (Criterion 4) and often have few, if any, close friends or 

confidants (Criterion 5). A person with schizoid PD is also typically indifferent toward the 

approval or criticism of others (Criterion 6) and rarely display any form of visible emotional 

reactivity (Criterion 7). A diagnosis of schizoid PD requires the presence of at least four of these 

seven criteria. The prevalence of schizoid PD in the general population has been estimated to 

range from 3.1% (Grant et al., 2004) to 4.9% (Lenzenweger et al., 2007).  

Schizotypal PD. Schizotypal PD is marked by acute discomfort in close relationships, 

cognitive or perceptual distortions, and eccentricities of behavior. A person with schizotypal PD 

is likely to experience ideas of reference (Criterion 1), odd beliefs (Criterion 2), unusual 

perceptual experiences (Criterion 3), odd thought and speech patterns (Criterion 4), and paranoid 

ideation (Criterion 5). The individual with this disorder may also demonstrate inappropriate or 

constricted affect (Criterion 6) and engage in eccentric and peculiar behaviors (Criterion 7). As a 

result, the individual with schizotypal PD is also likely to lack close friends and confidants 

(Criterion 8), and experience social anxiety associated with paranoid fears (Criterion 9). A 

diagnosis of schizotypal PD requires the presence of at least five or more of these nine criteria. It 

should be noted that the diagnosis of schizotypal PD requires that these behaviors do not occur 

exclusively during the course of schizophrenia, bipolar disorder, depressive disorder with 

psychotic features, or another psychotic disorder. The prevalence of schizotypal PD has been 

found to vary depending on sample types across settings. Community samples have indicated 

that the prevalence can range from 0.6% to 4.6% (Lenzenweger et al., 2007) while samples from 

clinical populations seem to indicate a somewhat lower prevalence ranging from 0% to 1.9% 

(Pulay et al., 2009).  
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Antisocial PD. Antisocial PD involves a pattern of disregard for, and violation of, the 

rights of others. A diagnosis of antisocial PD requires evidence of conduct disorder occurring 

before the individual is 15-years-old along with the presence of at least three or more of the 

following seven criteria. An individual with antisocial PD has repeatedly performed acts that are 

ground for arrest (Criterion 1) and often engages in deceitfulness, such as lying or conning, for 

their own personal benefit (Criterion 2). They often display impulsivity (Criterion 3), irritability 

and aggressiveness (Criterion 4), reckless disregard for safety (Criterion 5), irresponsibility 

(Criterion 6), and lack of remorse (Criterion 7). Antisocial PD is yet another PD that has varying 

estimates of prevalence, especially across sample type and gender. Some studies have indicated 

the prevalence of antisocial PD to be as low as 0.2%, while others have indicated it is near 3.3% 

(Goldstein et al., 2007; Lenzenweger et al., 2007; Torgersen et al., 2001). When observed in 

clinically severe samples of men with alcohol use disorder, the prevalence has been found to be 

greater than 70% (Bucholz et al., 2006). Similarly, prevalence estimates have been found to be 

higher in samples from clinics, prisons, and other forensic settings (Moran et al., 1999). Taken 

together, these findings suggest there are potential effects of both gender and sample type that 

must be considered when examining antisocial PD.  

Borderline PD. Borderline PD consists of unstable affect, problems in interpersonal 

relationships, impulsivity, and identity disturbances. A person with borderline PD is likely to 

make frantic efforts to avoid abandonment (Criterion 1), have unstable and intense relationships 

(Criterion 2), and have an unstable self-image (Criterion 3). They are also likely to engage in 

impulsive, self-harm behaviors (Criterion 4) and recurrent suicidal behavior (Criterion 5). Their 

mood is often characterized by unstable affect (Criterion 6), chronic feelings of emptiness 

(Criterion 7), intense anger (Criterion 8), and stress-related paranoia or dissociation (Criterion 9). 
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A diagnosis of borderline PD is assigned based on the presence of five or more of these nine 

criteria. The prevalence of borderline PD varies substantially depending on the characteristics of 

the sample. Studies have estimated the prevalence of borderline PD to be 1.6% (Torgersen, 

2009), 1.8% (Swartz, Blazer, George, & Winfield; 1990), 2.7% (Trull et al., 2010), and 5.9% 

(Grant et al., 2008). Prevalence estimates rise to 6% in primary care settings, 10% in outpatient 

mental health clinics, and to 20% in psychiatric inpatient units (Gunderson 2011; Gunderson & 

Links, 2008). In addition to these variations across clinical settings, the prevalence of borderline 

PD also varies depending on age group (Oltmanns & Balsis, 2011) and gender (Busch, Balsis, 

Morey, & Oltmanns, 2016; described in further detail below). Thus, borderline PD marks 

another PD that is in need of further research to better understand and clarify its prevalence.  

Histrionic PD. Histrionic PD is a pattern of excessive emotionality and attention seeking. 

A person with histrionic PD is likely to be uncomfortable when they are not the center of 

attention (Criterion 1). In their interactions with others, they often engage in inappropriate 

sexually seductive or provocative behavior (Criterion 2), display rapidly shifting and shallow 

expressions of emotions (Criterion 3), and use their physical appearance to draw attention 

(Criterion 4). An individual with this disorder may also be likely to have an excessively 

impressionistic style of speech (Criterion 5), show self-dramatization and theatricality (Criterion 

6), be highly suggestible (Criterion 7) and consider relationships to be more intimate than they 

actually are (Criterion 8). A diagnosis of histrionic PD requires the presence of at least five or 

more of these eight criteria. The prevalence of histrionic PD has been estimated to range from 

1.84% (Grant et al., 2004) to 2.1% (Nestadt, Romanoski, Cahal, & Merchant, 1990). Histrionic 

PD has traditionally been considered to be more common in females, but studies have also 

indicated that males and females are equally affected (Nestadt et al., 1990). Similarly to 
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antisocial PD and borderline PD, histrionic PD may be another PD that requires more research to 

better understand prevalence differences across gender. Failure to provide clarity in the 

understanding of these Cluster B PDs could lead to diagnostic inaccuracy that hinders treatment 

effectiveness. 

Narcissistic PD. Narcissistic PD is characterized by a pattern of grandiosity, need for 

admiration, and a lack of empathy. A diagnosis of narcissistic PD using the DSM-5 includes the 

presence of at least five of the following nine criteria: a grandiose sense of self-importance 

(Criterion 1), preoccupation with fantasies of their own success (Criterion 2), believes that he or 

she is more “special” than others (Criterion 3), demands of excessive admiration (Criterion 4), a 

sense of entitlement (Criterion 5), is interpersonally exploitative (Criterion 6), lacks empathy 

(Criterion 7), is often envious (Criterion 8), and displays arrogant  behaviors or attitudes 

(Criterion 9). Research on the prevalence of Narcissistic PD ranges from 0% to 6.2% in 

community samples (Dhawan, Kunik, Oldham, & Coverdale, 2010) and was estimated to be 

1.0% using an epidemiological sample (Trull et al., 2010). One potential explanation for these 

varying estimates is that the grandiosity and emphasis on positive self-presentation inherent in 

narcissistic PD make it difficult to assess and interpret the information uncovered in self-reports. 

If this is indeed the case, informant reports may offer an insightful perspective.  

Avoidant PD. Avoidant PD is a pattern of social inhibition, feelings of inadequacy, and 

hypersensitivity to negative evaluation. A person diagnosed with avoidant PD tends to avoid 

activities that involve interpersonal contact because of fears of criticism, disapproval, or rejection 

(Criterion 1). They also are typically unwilling to get involved with people unless they are sure 

they will be liked (Criterion 2). They commonly show restraint within intimate relationships 

(Criterion 3), are often preoccupied with thoughts of being rejected or criticized (Criterion 4), 
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and are inhibited in new interpersonal situations because of feelings of inadequacy (Criterion 5). 

A person with avoidant PD usually views themselves as socially inept, unappealing, or inferior 

(Criterion 6), and is unusually reluctant to take personal risks that may prove embarrassing 

(Criterion 7). A diagnosis of avoidant PD requires four or more of the seven listed criteria. The 

prevalence of avoidant PD in the general population has been estimated to be approximately 

2.4% (Grant et al., 2004).   

Dependent PD. Dependent PD is characterized by submissive behavior and an excessive 

need to be taken care of. A person with dependent PD tends to have difficulty making every day 

decisions (Criterion 1), needs others to assume responsibility for areas of their life (Criterion 2), 

has difficulty expressing disagreement because of fear of loss of support (Criterion 3), and has 

difficulty doing things on their own (Criterion 4). They may also go to excessive lengths to 

obtain nurturance and support (Criterion 5), feel helpless because of fears they cannot take care 

of themselves (Criterion 6), urgently seek another relationship when a relationship ends 

(Criterion 7), and be unrealistically preoccupied with fears of being left to take care of 

themselves (Criterion 8). A diagnosis of dependent PD requires the presence of five or more of 

these eight criteria. The prevalence of dependent PD in the general population has been 

estimated to be particularly low across multiple studies, at 0.49% (Grant et al., 2004) and 0.6% 

(Lenzenweger et al., 2007). In this way, dependent PD is one of the few PDs with consistent 

estimates of its prevalence.   

Obsessive-Compulsive PD. A diagnosis of obsessive-compulsive PD involves a pattern of 

preoccupation with orderliness, perfectionism, and control. A person with a diagnosis of 

obsessive-compulsive PD is likely to be preoccupied with details, rules, order, and organization 

to the extent that the major point of the activity is lost (Criterion 1). This person is also likely to 
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show perfectionism that interferes with task completion (Criterion 2) and be excessively devoted 

to work and productivity to the exclusion of leisure activities and friendship (Criterion 3). They 

may be overconscientious and inflexible (Criterion 4), unable to discard worthless objects 

(Criterion 5), and reluctant to delegate tasks (Criterion 6). An individual with this disorder may 

also be likely to adopt a miserly spending style (Criterion 7) and show rigidity and stubbornness 

(Criterion 8). A diagnosis of obsessive-compulsive PD requires the presence of at least four or 

more of these eight criteria. The prevalence of obsessive-compulsive disorder in the general 

population has been estimated to range from 2.1% to 7.9% (Grant et al. 2004; Lenzenweger et al. 

2007; Torgersen 2009).    

In addition to the 10 PDs, the DSM-5 also contains a “catch-all” diagnostic category 

known as PD Not-Otherwise-Specified (PD-NOS) for individuals with a personality pattern 

marked by the presence of symptoms of several different PDs, but not enough to meet criteria for 

any specific PD. PD-NOS can also at times be applied to individuals who are considered to 

exhibit symptoms of a PD that is not included in the DSM-5 (e.g., passive aggressive PD) 

(American Psychiatric Association, 2013).  

Prevalence. As can be seen above in the descriptions of each PD, the initial information 

on the prevalence of specific PDs is often unclear and presented as a large range. Estimates of 

the prevalence of PDs, both generally and specifically, have been found to vary based on 

measurement procedures, perspective of the assessment (e.g. self-report, informant report, 

clinician ratings), and sample characteristics. For example, some studies estimate the prevalence 

of PDs in the population to be as low as 4.4% (Coid, Yang, Tyrer, Roberts, & Ullrich, 2006) 

while others suggest that the prevalence may be as high as 13.4% (Torgersen, Kringlen, & 

Cramer, 2001) or even as high as 15% of all adults having at least one PD (Grant, Hasin, Stinson, 
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et al., 2004). There are also multiple studies that suggest the prevalence rate of PDs is about 9% 

in Western societies (Lenzenweger et al., Samuels et al., 2002; Trull, Jahng, Tomko, Wood, & 

Sher, 2010). When considering different sample characteristics, such as the difference between 

community and clinical samples, the ranges of estimates of the prevalence become even wider. 

In clinical settings prevalence rates of PDs are significantly higher, to such an extent that nearly 

one-third of individuals in a large clinical sample met diagnostic requirements for a PD 

(Zimmerman, Rothschild, Chelminski, 2005). The research on PDs to this point has shown that it 

is difficult to conclusively determine the prevalence of PDs. The body of literature on PD 

prevalence may potentially benefit from more research that examines PDs across multiple 

perspectives at once and uses carefully selected epidemiological, clinical, and community 

samples. 

Impairment. Maladaptive impairments in psychosocial functioning are integral to the 

definition of PDs. Beyond the maladaptive requirement inherent in each of the PDs themselves, 

PDs are also associated with impairments in functioning more broadly (Skodol, Gunderson, 

McGlashan et al., 2002). PDs are associated with comorbidity to a large number of other clinical 

diagnoses such as depression, anxiety, and substance use (e.g. Clark, 2007). Individuals with 

PDs are more likely than those without a PD to be separated, divorced, or never married (Drake 

& Vaillant, 1985; McGlashan, 1986; Modestin & Villiger, 1989; Nakao et al., 1992; Pfohl, 

Strangl, & Zimmerman, 1984; Shea, Glass, Pilkonis, Watkins, & Docherty, 1987; Torgersen, 

1984; Zimmerman & Coryell, 1989;). Similarly, individuals with PDs have been found to be 

more likely to have had periods of unemployment, more frequent job changes, and more periods 

of disability (Drake & Vaillant, 1985; McGlashan 1986; Modestin &Villiger, 1989; Paris, 

Brown, & Nowlis, 1987; Reich, Yates, & Nduaguba, 1989;).  A diagnosis of a PD or PDs has 
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also been associated with global functioning impairment (Drake & Vaillant, 1985; Herbert, 

Hope, & Bellack, 1992; Klass, DiNardo, & Barlow 1989; Levy et al., 1999; McGlashan 1983, 

1986; Mehlum et al., 1991; Nace, Davis, & Gaspari; 1991; Paris, Brown, & Nowlis, 1987; 

Plakun, Burkhardt, & Muller, 1985; Pope, et al., 1990; Turner et al., 1991), treatment utilization 

(Bender et al., 2001), increased use of medical resources (Powers, Strube, & Oltmanns, 2014), 

and suicide (Wasserman, 2016). Both the breadth and the severity of clinical impairments that 

result from PDs make the study of assessment and treatment of PDs imperative.  

 Stability. PDs have traditionally been considered to be stable over time, to such an extent 

that for decades they were placed on a separate axis (Axis II) in previous editions of the DSM to 

highlight the difference between them and the episodic disorders contained in Axis I (Grilo et al., 

1998). However, some research has indicated that aspects of PDs can improve over time 

(Bateman & Fonagy 2000, Morey & Meyer 2012, Zanarini et al. 2010), while other studies have 

indicated that aspects of PDs may actually worsen as individuals age (Cooper, Balsis, & 

Oltmanns, 2014). Regardless of the direction, this developing body of literature suggests that 

PDs may not be as stable and resistant to change as previously hypothesized. In a recent review 

of this complex issue, results from multiple longitudinal studies of PDs revealed that the stability 

of PDs may be influenced by multiple factors including the reliability of the instruments being 

used, the way stability is defined, and on how PD constructs are defined (Morey & Hopwood, 

2013). Similarly to conceptualizations of PD stability, new conceptualizations of how PDs 

should be defined are beginning to be raised, examined, and debated.        

Categorical and Dimensional Models of PDs. In the DSM-5, PDs are classified 

categorically, in that each disorder is either considered present or absent. However, there have 

been critiques of the categorical approach since it was first introduced in 1980 with the 
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publication of DSM-III (Frances, 1980; Frances 1982). Over the past four decades, a large body 

of research has grown that details problems with the categorical approach and presents evidence 

to suggest a dimensional approach may be more effective (reviewed in Morey, Benson, Busch, & 

Skodol, 2015; also see Haslam, Holland, & Kuppens, 2012; Trull & Durrett, 2005). First, 

reliability has been found to be lower for categorical approaches to assessing PDs as compared to 

dimensional approaches (Heumann & Morey, 1990). Second, there is extensive co-occurrence 

among PDs to the extent that most patients diagnosed with a PD meet criteria for more than one 

(Grant, Hasin, Stinson, Dawson, Chou, & Ruan, 2005; Zimmerman & Rothschild, 2005), making 

co-morbidity the rule rather than the exception. Additionally, there is heterogeneity within PD 

categories that can lead to cases in which two different individuals that meet criteria for the same 

PD may have wildly different presentations (Johansen, Karterud, Pedersen, Gude, & Falkum, 

2004). For example, in borderline PD five of nine features are needed to meet the diagnostic 

threshold, which means that mathematically there are 256 different ways to meet or exceed it. 

The categorical model groups all 256 of these different combinations into one diagnostic 

category, despite the fact that the presence of different symptoms are likely to lead to varying 

severities of the disorder and to different presentation. In fact, two patients with the same BPD 

diagnosis may have only one overlapping PD symptom.  

Along with heterogeneity within specific PDs, the current categorical model also 

frequently is unable to even provide a specific PD diagnosis. In a meta-analytical examination of 

the coverage of personality provided by the current categorical model it was revealed that PD-

NOS is actually the most common PD diagnosis assigned in clinical practice and among the most 

common PD diagnoses in research (Verheul & Widiger, 2004). Another issue raised with the 

current categorical model is that the creation of the diagnostic thresholds was somewhat arbitrary 
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and based on minimal empirical evidence (Widiger & Trull, 2007). This has potential 

implications in studies of the prevalence of PDs, in that PDs may be found to be more or less 

prevalent if different diagnostic thresholds are considered.  Furthermore, the different diagnostic 

thresholds and different combinations of PD criteria have been found to correspond to different 

levels of latent pathology (Balsis, Lowmaster, Cooper, & Benge, 2011). Given that individuals 

can have low, medium, or high degrees of severity of different PDs, imposing the use of a 

threshold discounts potentially important information across the entire continuum. In particular, 

combinations of subthreshold PD pathology have been found to be related to impairment (Skodol 

et al., 2005) and in some cases are even indicative of more latent PD severity than above 

threshold combinations (Cooper & Balsis, 2009; Cooper, Balsis, & Zimmerman, 2010).  

In response to these problematic findings, researchers put forth a dimensional model of 

PDs (Skodol, Clark, Bender, Krueger, Morey, Verhuel, et al., 2011) that has been included as an 

alternative model in Section III of the DSM-5 (American Psychiatric Association, 2013). The 

alternative model consists of a dimensional rating of overall personality functioning, a set of 25 

specific maladaptive trait facets, (e.g. Anxiousness, Emotional Lability, Submissiveness), and six 

retained PD categories along with the new PD-trait specified (PT-TS) diagnosis that replaces 

PD-NOS. This alternative dimensional model for the assessment of PDs is still newly developed, 

but already has accrued a large number of studies on its reliability, validity, and utility (Morey, 

Benson, Busch, & Skodol, 2015). In efforts to make alternative model information more 

accessible, researchers have developed methods for measuring the alternative model constructs 

using already established and routinely used measures such as the Minnesota Multiphasic 

Inventory, Second Edition (MMPI-2; Greene, 2000) and MMPI-2 Restructured Form (MMPI-2-

RF; Ben-Porath, 2012) as detailed by Sellbom, Anderson, & Bagby (2013) and the Personality 
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Assessment Inventory (PAI; Morey 1991) recently explored by Busch, Morey, & Hopwood 

(2017). These recent developments may allow for efficient, convenient, and reliable 

measurements of PDs as dimensional constructs.  

The problems described above in using a solely categorical approach along with the 

recent advancements in the field toward the use of a newly developed model places a heavy 

importance on assessing PDs dimensionally. Similarly, the benefits of more granular, 

dimensional assessments of PDs cannot be understated, including increased precision, making 

use of subthreshold data, and information on which features are present and to what degree of 

severity.  However, the decision passed down by the American Psychiatric Association to retain 

the categorical model of PDs, the decades of research on the categorical model to this point, and 

the practical limitations that come with dissemination of knowledge and training on a new model 

all indicate that there is still need for research that examines PDs according to the categorical 

model. All in all, the field’s current situation strongly emphasizes the need for research that can 

simultaneously measure PDs dimensionally and still be easily mapped on to the current 

categorical model of PDs.  

Challenges in the Assessment of Personality Disorders 

The field of personality psychopathology currently faces challenges that extend beyond 

how PDs are defined. Given the nature of these constructs and the fact that the field primarily 

relies on self-reported information, PDs are particularly difficult to assess relative to other 

disorders. Indeed past research has shown that there are many aspects of a person’s personality 

that they may be hesitant to endorse or unable to detect (Vazire, 2010), and this problem is likely 

to be even more pronounced in PDs, the extreme maladaptive variants. The most notable 

challenges in the assessment of PDs are limitations of the individual’s insight, their motivation or 
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willingness to report, and the egosyntonic (i.e. consistent with self-image) nature of many PD 

symptoms.  

The individual’s insight into their own PD related behaviors is often limited in that those 

with PDs may have an especially difficult time observing the ways in which their maladaptive 

personality features affect those around them (Carlson & Oltmanns, 2015; John & Robins, 1994; 

Oltmanns, & Strauss, 1998). The person may lack self-awareness or have “blind spots” in their 

personality makeup, such that they are unaware of their own personality features and are thus 

unable to report on them. For example, a person with borderline PD may indeed exhibit unstable 

affect marked by rapidly shifting emotions (Criterion 6) but lack the emotional awareness to 

recognize these rapid and frequent shifts in their mood as a persistent pattern. Furthermore, 

Thomas (1996) found that self-reported information from BPD patients can significantly vary 

alongside fluctuating moods to the extent that their insight may be compromised. Therefore, the 

individual’s insight into their own PD symptom expression may be subject to change based on 

their emotional state, memory capabilities, or a number of other contextual factors. As a result, 

self-reported information of PD features could be limited or distorted.  

Lack of insight and awareness is not the only factor that can distort self-reported 

information. It is also possible that the individual is motivated to portray themselves in an overly 

positive or negative light, then subsequently engages in impression management. Due to the 

pathological nature of PDs coupled with their social stigma, it is often desirable for individuals to 

(purposefully or unconsciously) present themselves as less pathological than they actually may 

be. In certain circumstances however, individuals may malinger PD pathology, such as when 

doing so could potentially lead to secondary gains. In a large meta-analysis, impression 

management was found to influence self-reported information to such an extent that it could be 
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said people often “provide different pictures” of their problems (Achenbach, Krukowski, 

Dumenci, & Ivanova, 2005; p. 370). The assessment of PDs may be improved in certain 

circumstances by including an informant who is less likely to be influenced my motivation to 

portray the target individual in any overly positive or negative light.  

Finally, the assessment of PDs is also made complicated by the egosyntonic nature of 

many of the symptoms that make them particularly likely to be overlooked or distorted 

(Kernberg, 1984). Egosyntonic describes symptoms that are consistent with the person’s self-

concept. For example, an individual with narcissistic PD may have a grandiose sense of self-

importance (Criterion 1), believe that he or she is more “special” than others (Criterion 3), and 

therefore demand excessive admiration (Criterion 4). From the individual’s perspective, their 

grandiosity, specialness, and the admiration they demand are all completely deserved and 

reasonable. Therefore, they would be unlikely to view these symptoms as problematic, excessive, 

or abnormal. Indeed past research has shown that narcissistic grandiosity is likely to affect an 

individual’s ability and willingness to accurately self-report on their own narcissistic symptoms 

(e.g. Raskin, Novacek, & Hogan, 1991). Rather than recognizing and accurately reporting on 

their symptoms, the individual with narcissitic PD may actually be more likely to view those 

around them as mistaken in some way for not recognizing their perceived positive qualities and 

providing them with admiration.  

Narcissistic PD is far from the only PD to contain egosyntonic symptoms. In fact all ten 

of the PDs contain egosyntonic symptoms to varying degrees. As another example, an individual 

with borderline PD may have particular difficulty reporting on their intense anger (Criterion 8), 

given that anger is often considered to be egosyntonic (Howells, 1998). The individual’s 

perception of the anger may be skewed to such an extent that they view their anger as an 
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appropriate response to the situation, rather than a disproportionately intense outburst. The 

egosyntonic nature of PD symptoms, along with the individual’s limited insight, and their 

willingness to accurately report on their PD symptoms strongly emphasize the need for 

considering other perspectives, such as informant reports.  

Personality Disorders and Perspective 

 Informant Reports. Informants who know the target individual well may be well-suited to 

providing information on the target’s PD symptoms without being hindered by the limitations of 

self-reports described above. First, the informant may be able to observe the target’s behaviors as 

they interact with them or with others. This perspective may grant the informant insight into how 

the targets potentially symptomatic behaviors impact others around them. Such information may 

oftentimes elude the target in self-reports. Second, the informant is less likely to be as personally 

invested in the results of the assessment as the target given that the results do not apply to them 

and secondary gains are less likely to apply to them. Therefore, informants may be less likely 

than selves to engage in either positive or negative impression management. Third, because the 

informants are reporting on PD symptoms that are not their own, they are less likely than selves 

to be ego-involved and influenced by egosyntonic symptoms.  

 Informant reports provide additional benefits beyond addressing the issues described 

above. For example, individuals with borderline PD are likely to experience affective instability 

(Criterion 6) that can interfere with self-reports (Thomas, 1996; Trull et al., 2008). Informants on 

the other hand, are less prone to intense affect compared to individuals with borderline PD 

features (Santangelo, Bohus, & Ebner-Priemer, 2014) and may in turn be able to provide a more 

stable perspective that is less influenced by emotional turbulence (Santangelo, Reinhard, et al., 

2014). Furthermore, in terms of emotional reactivity, it is also possible that selves have 
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significant affective reactions to item content (Sansone & Sansone, 2010), such as individuals 

with borderline PD becoming distressed if the item content contains unpleasant cognitions or 

emotions (Cheavens et al., 2005; Gratz, Rosenthal, Tull, Lejuuz, & Gunderson, 2006; Rosenthal 

et al., 2005). As the informants are not reporting on their own symptoms, the specific item 

content is at least one step removed from their own personal experience. This may allow them to 

respond without being as hindered by emotional reactivity as targets. This trend toward 

comparatively better reliability in informant reports seems to exist in broader contexts than just 

emotional reactivity. Meta-analytic reviews of literature on informant reports of PDs found data 

to suggest informant reports may be more reliable overall and their inclusion may improve the 

validity of diagnostic assessment (Achenbach, Krukowski, Dumenci, & Ivanova, 2005; Klonsky 

& Oltmanns, 2002).  

Informant reports however, like self-reports, are not without limitations. For example, 

informants may not know the target individual well enough to accurately report on certain 

symptoms. Similarly, they may only know the target individual in certain contexts and not be 

able to observe them in contexts their PD symptoms may typically manifest. Furthermore, while 

a major strength of self-reports is that they uniquely provide insight into the individual’s 

thoughts, intentions, feelings, and motivations (Mount, Barrick, & Strauss, 1994), informant 

reports on the other hand are unable to access this information. The strengths and weaknesses of 

each perspective suggest that the use of only a single method of assessment could yield an 

incomplete or biased understanding of an individual (Meyer et al., 2001). Studies have shown 

that both self-reports and informant reports provide a unique and at least partially valid 

perspective (Vazire & Mehl, 2008) and it would therefore be beneficial to include both 

perspectives when measuring PDs.  
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 Agreement of Self- and Informant Reports. When self- and informant reports have been 

assessed together, they have tended to show positive, yet very low, agreement (Carlson, Vazire, 

& Oltmanns, 2013; Clifton, Turkheimer, & Oltmanns, 2004, 2005; Klonsky & Oltmanns, 2002; 

Lawton, Shields, & Oltmanns, 2011; Miller, Pilkonis, & Clifton, 2005; Samuel & Widiger, 2010; 

Hyler, Rieder, Williams, Spitzer, Lyons, & Hendler, 1989). The differences in the strengths and 

weaknesses of each perspective likely account for much of this trend. Other contributing factors 

include the observability of certain traits and behaviors and how well the targets and informants 

know each other, in that increased observability (Funder & Doboroth, 1987) and more well-

acquainted dyads (Funder & Colvin, 1988) tend to lead to stronger agreement. Another 

contributing factor is the potential for each perspective to differently assess the latent PD 

continuum. This was recently explored by Balsis, Loehle-Conger, Busch, Ungredda, & Oltmanns 

(2017) using an Item Response Theory (IRT) analysis of the borderline PD continuum using both 

self- and informant reported information. This study revealed that informants reported on 

borderline PD symptoms with more precision and at lower levels of severity than did the targets. 

These findings with borderline PD may suggest that self- and informant reports of all PD 

symptoms may differ with respect to how they relate to the underlying latent dimension and at 

what degree of severity they each provide information.    

 Drawing Different Conclusions. If self- and informant reports both provide valid 

information, but also tend to show rather low agreement, it may be possible for each of them to 

provide different answers to the same questions. This can be explained by the fact that each 

perspective likely accounts for different amounts of the variance in each PD, with potentially 

different amounts of overlapping variance for each PD. Recent research has revealed that this is 

indeed the case; there are differences in the amount of variance each perspective accounts for in 
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the assessment of PDs. For example, Miller, Pilkonis, and Clifton (2005) found that the addition 

of informant-reported personality scores to self-reported personality scores accounted for an 

additional 8% to 20% of the overall variance in PD features. This means that each perspective 

may be partially valid, but has different access to information or different ability or willingness 

to report. These differences can potentially lead to each perspective drawing a different 

conclusion.  

The different conclusions that have been drawn on the amount of personality pathology a 

person exhibits are primary examples of this phenomenon. Informants have been found to reveal 

additional personality pathology (Klonsky, Oltmanns, & Turkheimer, 2002; Zimmerman et al., 

1986; Zimmerman, 1994) that selves were unwilling or unable to report on. These findings are 

further supported by IRT analyses which revealed that informants were more sensitive than 

selves when reporting on features of narcissistic PD (Cooper, Balsis, & Oltmanns, 2014) and 

borderline PD (Balsis, Loehle-Conger, Busch, Ungredda, & Oltmanns, 2017). However, there 

are also studies that have found no difference in levels of pathology reported, and others that 

have found that selves report more pathology than informants (e.g., Riso, Klein, Anderson, 

Ouimette, & Lizardi, 1994), so this trend may still require additional research. In either case, the 

potential for each perspective to suggest a target has different levels of PD pathology could lead 

a researcher or clinician to draw different conclusions about whether or not to assign a diagnosis 

of the disorder, what the overall prevalence of the disorder is, how to inform treatment planning 

and prognosis, and many other important clinically relevant questions.  

Personality Disorders and Gender 

 One of the primary areas in the study of PDs in which these clinically relevant questions 

are raised is in the relationship between PDs and gender. Are certain PDs more common for men 
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or women? Does the presentation of each disorder differ across gender? If the answers to these 

and other questions are yes, are the observed differences due to naturally occurring gender 

effects or to gender bias in our measurement and understanding of PDs? Obtaining the answers 

to these questions will require research on PDs that is specifically focused on examining the 

effects of gender.   

Prevalence Differences. Examinations of the prevalence of PDs across gender have 

produced conflicting and unclear results. Results from a large-scale meta-analysis suggests that 

the diagnoses of any PD, antisocial PD, and narcissistic PD were significantly more common in 

men than women (Trull et al., 2010). Meanwhile, paranoid PD, borderline PD, histrionic PD, 

avoidant PD, obsessive-compulsive PD, and dependent PD were found to be significantly more 

common in women than men (Trull, Jahng, Tomko, Wood, & Sher, 2010). However, these 

findings are both supported and contradicted by other studies. For example, Golomb, Fava, 

Abraham, and Rosenbaum (1995) found evidence to support that antisocial PD and narcissistic 

PD are more common in men, but found no evidence of higher prevalence for women in any of 

the PDs. This study utilized measures that incorporate both self-reported and clinician-rated 

information, which may suggest that these findings are not the result of mono-method 

limitations. The contradictions in these studies are part of a larger trend in which the prevalence 

of PDs across gender is consistently unclear across a large number of studies.  

The literature on borderline PD, the most heavily studied PD and one of the most heavily 

debated with regard to gender, can be reviewed to illustrate the enormity of this trend in gender 

differences in the prevalence of PDs. A number of studies indicate that borderline PD features 

are more commonly expressed by women (Akhtar, Byrne, & Doghramhi, 1986; Widiger & Trull, 

1993), while many others show no significant difference across gender (Bernstein et al., 1993; 
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Jackson & Burgess, 2000; Morey, Warner, & Boggs, 2002; Torgersen, Kringlen, & Cramer, 

2001; Zimmerman & Coryell, 1989). A few studies even indicate that borderline PD is more 

common in men (Barzega, Maina, Venturello, & Bogetto, 2001; Carter, Joyce, Mulder, Sullivan, 

& Luty, 1999; Henry & Cohen, 1983).  

Some researchers have posited that these discrepant findings may potentially be 

explained by selection bias in the samples used (Morey, Alexander, & Boggs, 2005). Selection 

bias is the distortion of the results of a study due to the atypical (non-generalizable) composition 

of the sample, and it has been shown to influence the results of borderline PD prevalence studies 

(Hartung & Widiger, 1998; Skodol & Bender, 2003). Results from multiple meta-analyses using 

clinical samples have found evidence to suggest that nearly 75% of those diagnosed with 

borderline PD are women (Akhtar et al., 1986; Widiger & Trull, 1993). However, the higher 

prevalence of women in these studies may be due at least in part to the fact that the clinical 

population is different from the population as a whole. Women may be more likely to seek 

treatment for example (Möller-Leimkühler, 2002), and it may follow in turn that a woman with 

borderline PD may be more likely to seek treatment than a man with borderline PD. This 

tendency could in theory lead to an overrepresentation of women with borderline PD and an 

underrepresentation of men with borderline PD in clinical populations. Focusing on only clinical 

samples is a valid approach to estimate the prevalence of borderline PD in a clinical population, 

but these findings may not generalize to the population as a whole. In contrast, no significant 

difference in the prevalence of borderline PD was found in four large studies using community 

samples with an average of over 3,000 participants per study, a wide representation of ages 18 

and over, and representation from various regions including New York (Bernstein et al., 1993), 

Iowa (Zimmerman & Coryell, 1989), Australia (Jackson & Burgess, 2000), and Norway 
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(Torgersen, Kringlen, & Cramer, 2001). This finding in non-clinical samples may suggest that 

borderline PD is equally prevalent in men and women who generally are not seeking treatment.  

These discrepant findings may potentially be better understood through the use of 

epidemiological samples such as the one used by Trull, Jahng, Tomko, Wood, and Sher (2010) 

which found that borderline PD was slightly more common in women. Such sample types 

include members of the community, individuals seeking treatment, and are carefully selected to 

represent the larger population on important demographics like gender and ethnicity. As a result, 

they may be more aptly suited to generalize to the population as a whole than a clinical or 

community sample alone. However, this study along with nearly all of those listed thus far and 

those examining the other PDs, utilized only one perspective, typically self-report, and defined 

prevalence using a categorical diagnostic threshold. As discussed in the sections above, there are 

major limitations to relying solely on self-report and defining PDs categorically ignores 

important subthreshold information. In sum, problems in sample selection and assessment 

techniques have made the true prevalence of borderline PD, and especially the prevalence of 

borderline PD across gender, unclear.  

These problems are not without consequence, as the inability to clearly establish the 

prevalence of a PD and its base rates within various populations can limit a clinician’s ability to 

make accurate predictions or sound clinical decisions (Meehl & Rosen, 1955). Therefore, it is 

imperative that future research on PDs involves concentrated efforts to involve carefully selected 

representative samples, dimensional representation of PDs, and well-validated assessment 

techniques across multiple perspectives.  

 Differences in Presentation. Along with the gender differences in prevalence, gender 

differences in presentation of each PD is a complex subject of research. One primary example of 
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this complexity can be observed in observed differences between antisocial PD and histrionic 

PD. Hamburger, Lilienfeld, and Hogben (1996) found that despite having the same underlying 

personality pathology predisposition (psychopathy, a construct related to both antisocial PD and 

histrionic PD) males and females exhibited very different patterns of presentation. Males tended 

to exhibit a pattern considered to be more stereotypically “masculine” and more consistent with a 

diagnosis of antisocial PD while females tended to exhibit a pattern considered to be more 

stereotypically “feminine” and more consistent with a diagnosis of histrionic PD. This trend also 

extends to clinicians, who have been found to not apply certain PD diagnoses (including 

histrionic and antisocial) equally to men and women (Garb, 1997). These findings potentially 

suggest that males and females may be inherently more likely to receive diagnoses of certain 

PDs, despite having similar or identical underlying personality pathology.    

One of the prevailing theories for why presentations of PD pathology tend to differ across 

gender is that different presentations are driven by the numerous effects of stereotypes on 

people’s attitudes, actions, and how those actions are interpreted. Stereotypes, as a part of gender 

schema theory (Bem, 1981), have been shown to directly influence attitudes (i.e. tendencies to 

view an entity with favor or disfavor) toward men and women in an already large and constantly 

growing body of literature (e.g. Eagly & Mladinic, 1989). Negative and positive attitudes toward 

the actions of men and women create conditioning cycles that reward and encourage certain 

expected behaviors, while simultaneously punishing and discouraging behaviors that go against 

the norm. In this way, men and women are essentially socialized to learn what they should and 

should not be, sometimes referred to as a prescriptive gender stereotype. A notable example of 

this phenomenon can be observed in assertiveness. Meta-analyses have revealed that men tend to 

be higher in assertiveness (Feingold, 1994). This finding is likely due in some large part to the 
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way men are socialized to be and expected to be more assertive and to the way women 

experience substantial backlash and negative evaluations when they act with agency that is not 

tempered with “sufficient” niceness according to prescriptive gender stereotypes (Rudman & 

Glick, 2001). Thus, the prescriptive stereotype that men should be assertive and women should 

not has established rewards and punishments that guide the difference in both the overall 

presence of assertiveness and how that assertiveness is received.   

The effects of prescriptive stereotypes have been shown to influence numerous constructs 

beyond assertiveness (Prentice & Carranza, 2002) and almost certainly have major effects on 

constructs central to PDs such as aggression and impulsivity. Indeed, initial research has 

revealed that gender stereotypes have a substantial effect on borderline PD in terms of the 

prevalence of the diagnosis, associated stigma, and stigmatizing practices of both the population 

and professionals (Bjorklund, 2006; Nehls, 1998). Similarly, researchers have shown that 

individuals tend to have gender-driven expectations surrounding symptoms of paranoid PD, 

antisocial PD, dependent PD, and histrionic PD (Rienzi & Scrams, 1991). These findings suggest 

that when the same PD criteria are endorsed in men and women, they are likely to be 

experienced differently across gender depending on the prescriptive gender stereotypes 

associated with them. These different experiences may have major effects on how the individual 

interacts with and is perceived by others as well how the individual seeks and receives treatment.  

Along with the differences in experience when individuals have endorsed the same 

criteria, gender differences in presentation of PDs can also occur with respect to which criteria 

are endorsed. Certain diagnostic criteria may be more readily endorsed or applied based on how 

they relate to cultural expectations and stereotypes. Furthermore, gender differences in 

presentation may occur in the likelihood for co-occurrence of other disorders. Different 
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comorbid disorders can have major influence on the overall presentation of the disorder and have 

numerous implications for treatment. An example of this gendered phenomenon can be seen in 

borderline PD, where men with borderline PD reported significantly more lifetime substance 

abuse disorders, antisocial personality, and more commonly met criteria for non-overlapping 

intermittent explosive disorder than did women (Zlotnick, Rothschild, & Zimmerman, 2002). In 

the same study, women with borderline PD reported significantly more lifetime eating disorders 

than did men with borderline PD. This is evidence to suggest that males and females with the 

same PD may have different likelihoods of presenting with certain other comorbid disorders. 

Interestingly, this study found no gender differences in degree of overall impairment. These 

results suggest that male and female patients with a PD, although equally distressed, may present 

with different patterns of co-morbid disorders brought on by the effects of gender stereotypes, 

attitudes, and expectations. 

Gender Bias. The preceding two sections have identified major differences in both the 

prevalence of PDs across gender as well as the differing presentation of PDs in men and women.   

There are many ways to interpret differential prevalence rates as a function of gender (Corbitt & 

Widiger, 1995). Some critics have argued that they are an artifact of gender bias (Caplan, 1995; 

Kaplan, 1983; Walker, 1994). These arguments can be similarly extended to offer potential 

explanations for differences in PD presentation. In the ongoing debate about the effects of gender 

bias on PDs, Widiger (1998) offered six potential ways in which gender bias may exist. Many of 

these have already been discussed (e.g. sampling of the population, diagnostic thresholds) but 

others, such as bias within the diagnostic criteria themselves based on the presence of gender 

related symptomatology, merit further examination.  
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 Initial research on this topic has revealed items on several of the most widely used PD 

instruments are biased in the sense that they are endorsed more easily by men than by women 

(Lindsay & Widiger, 1995). Similarly Morey, Warner, and Boggs (2002) found that gender 

differences reached significance for 9 of the 79 criteria. In this study, the participants also 

provided pathology ratings of the criteria. When a criterion was viewed as more problematic for 

one gender, it also tended to be reported as more prevalent in that gender. Gender bias was also 

found in three commonly used self-reported PD inventories by examining when the gender 

differences found either did not correlate or correlated negatively with dysfunction (Lindsay, 

Sankis, & Widiger, 2000). All of these studies provide further evidence for differences in the 

conceptualization of, assessment of, and presentation of PD criteria, particularly when it comes 

to how they relate to dysfunction and negative attitudes.  

 More recent research into this topic of gender bias has applied IRT techniques to evaluate 

the potential for differential item functioning (DIF). DIF in the context of this study by Jane, 

Oltmanns, South, and Turkheimer (2007) is a form of measurement bias in which men and 

women with equivalent levels of PD pathology endorsed the PD criteria-based items at different 

rates. The authors found evidence of DIF in six of the PD criteria. Four of these were more likely 

to be endorsed by men and had clear relations to stereotypically “masculine” behaviors (e.g. 

recklessness) whereas two were more likely to be endorsed by women and had less clear 

relations to stereotypically “feminine” behaviors (e.g. chooses solitary activities). The presence 

of DIF in this study lays a promising groundwork for the study of gender bias in PDs, but is a 

mono-method (this time structured clinical interview) study with problems related to differences 

in their samples that led the authors to conclude that the study “should be replicated in other, 
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more diverse samples” such as “an older sample, for whom PDs have become more stable” 

(p.174).  

Personality Disorders across Gender and Perspective 

 A recent study by Busch, Balsis, Morey, and Oltmanns (2016) examined gender 

differences of borderline PD in precisely the kind of sample of older adults called for by Jane et 

al. (2007). To ensure the sample was largely free from selection bias, the data for this study came 

from a carefully selected epidemiological sample of the St. Louis area that includes an accurate 

and proportional representation of men and women. This study also addressed issues associated 

with mono-method assessment by including both self- and informant reports. Importantly, this 

study also focused on the entire borderline PD dimension rather than providing only 

categorically defined diagnostic information, and therefore included subthreshold item-level 

information. The combination of these sampling and assessment techniques uniquely position 

this study to provide information that can answer questions raised throughout this review of 

literature.  

 The study revealed a significant interaction between gender and perspective, such that 

gender differences were found for self-report only in that men reported higher scores of 

borderline PD. Meanwhile, informant reports revealed no significant difference between genders. 

This finding suggests that whether one finds gender differences across the borderline PD 

continuum will depend on the perspective of the assessment , which further emphasizes the 

importance of including informant reports in future investigations. The criterion-level analyses 

also identified particular criteria that were found to have statistically significant interactions 

across gender and perspective: Efforts to avoid abandonment, identity disturbances, and 

impulsivity. For each of these items self-reports indicated that men were more likely to endorse 
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while informant reports indicated no difference. There was also a significant gender difference 

for the item designed to assess the intense anger criterion, in that both selves and informants 

were more likely to endorse this item for males. All findings summed together, this study 

provided the field of PD pathology with substantial, incremental clarity on borderline PD. 

Namely, information on how borderline PD is understood across self- and informant reports and 

what gender differences exist at both the global and criterion-level, from a sample that is aptly 

suited to generalize to the greater population.  

As a brief report however, the study does lacks certain potentially useful and important 

information. Chiefly, it is only a study of borderline PD. If these results were found in borderline 

PD, it stands to reason that applying these analyses to the remaining nine PDs would be similarly 

beneficial. The present study will do just that to provide more comprehensive information on all 

of the PDs. Furthermore, this initial study was unable to determine if the gender differences 

observed were due to measurement bias. The current investigation will include IRT based 

analyses of DIF to signal for this problem. These analyses could reveal which gender differences 

are the result of actual group differences and which are the result of issues in the way PDs are 

measured and understood. Additionally, the DIF analyses of gender could be extended to 

examine the potential for the existence of DIF across self- and informant reports. This 

examination across perspective could reveal differences in the way self- and informant reports 

assess each latent PD dimension. Finally, the original study examined the interaction between 

perspective and gender at the diagnostic level, criterion-level, and dimensional level. The present 

investigation will similarly examine PDs at each of these levels, and retain the benefits offered 

by dimensional assessment such as the inclusion of subthreshold information. In sum, the present 

study seeks to capitalize on these opportunities by examining all of the PDs across gender and 
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perspective using techniques in sampling, assessment, and statistics that are well-suited to 

addressing current limitations in the field of PD pathology.   
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2. METHODS  

Participants and Informants 

 Recruitment Procedures. Participants were drawn from the St. Louis Personality and 

Aging Network (SPAN) sample (Oltmanns & Gleason, 2011; Oltmanns et al., 2014). The sample 

is a longitudinal epidemiological sample formed through phone recruitment from the St. Louis, 

MO, USA metropolitan area. The target age for the study were individuals between 55-65 years 

of age. Potential participants were identified via a cross check between listed phone numbers and 

census records to determine eligible households. Phone calls and letters were used to recruit 

potential participants and 43% of the targeted individuals agreed to participate. To determine 

whether there was any response bias, non-responders were asked to complete the NEO-PI-R, a 

measure of the Five Factor Model of personality. Of the non-responders, 82 returned the 

personality measure; it was determined that the mean scores of responders and non-responders 

were “quite similar, if not exactly identical” (Oltmanns & Gleason, 2011, p. 158). Therefore, 

there was little evidence to suggest that there was sampling bias, at least on the basis of 

personality. Of the 1,630 adults who agreed to participate, all but 193 then provided an 

informant, leaving 1,437 participant and informant dyads. Due to a lack of complete information, 

77 dyads were not used in this study, leaving a final sample of 1,360 participant and informant 

dyads.  

 Informants were nominated by the participants. The participants were asked to identify 

someone who knows them well that they preferably live with. The participant was required to 

select someone that they talk to at least once per month and see in person at least once per year. 

These requirements were set in order to help ensure that the self-informant pairs were well-

acquainted and had a longstanding relationship. Participants were compensated $60 for 
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completing the baseline assessment, and the informants were compensated $30 for their 

participation in the baseline assessment.   

Participant Characteristics. An important goal of the SPAN study was to create an 

epidemiological sample to provide information on a variety of domains that is easily 

generalizable to the greater population. As an epidemiological sample, the demographic 

characteristics of the participants were intentionally selected to be consistent with estimates of 

the St. Louis area population. Thus, 55.6% (n = 756) of the participants identified as female. 

With regard to race, 67.9% (n = 923) identified as White, while 30.1% (n = 408) identified as 

Black, which is also consistent with census estimates of the St. Louis area population. As stated 

above, the participants were 55-65 years of age. This age range was targeted in the SPAN study 

to begin a longitudinal study of older adults that will examine important changes in aging across 

the domains of health, personality, and personality pathology among others. Given that PDs are 

considered to develop after the age of 18 and are longstanding patterns of behavior, the selection 

of older adults for the sample is beneficial in that if PD pathology exists within each participant 

it is likely to be well-developed and easily observed by both the participant and their informants 

across a significant period of time. The highest level of education achieved for 30.7% (n = 418) 

of the participants was graduating high school or equivalent, while the rest received some form 

of post-secondary education.  

Informant Characteristics. The participant-nominated informants were 68.5% (n = 756) 

female and 67.9% (n = 923) identified as White, while 30.1% (n = 408) identified as Black. Each 

informant was asked to identify their relationship to the participant. 49% (n = 666) of the 

informants were romantic partners of the participant, 27% (n = 367) were family members of the 

participant, and 22% (n = 299) were friends of the participant. Informants were slightly more 
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educated than participants in that 15.3% (n = 208) of the informants’ highest educational level 

was high school graduate or equivalent, while the rest received some form of post-secondary 

education. On average, the participants reported knowing their informant for more than 30 years. 

Just over half of the participants (52%, n = 707) reported that their informant knew them “better 

than anyone else”, while the remaining half reported that their informant knew them “very well” 

(42%, n = 571) or “fairly well” (6%, n = 82).  

Procedure 

 The baseline assessment for the participants involved the completion of a three-hour 

battery of assessment protocols. The participants were given the option of completing the 

protocols in person, online, or in some combination of the two. If the participant lived with their 

selected informant, the materials were sent home with the participant for the informant to 

complete. When this was not the case, the materials were either mailed to the informants or the 

informants completed the procedures online.  

Measures 

 The participants and informants completed additional measures beyond what is listed in 

this section. This includes the Computerized Diagnostic Interview Schedule for DSM-IV (C-

DIS-4; Robins & Helzer, 1994) and the RAND-36 Health Status Inventory (HSI; Hays, Prince-

Embury, & Chen, 1998) among others. Due to their lack of relevance to the current study, they 

are not described in detail below. See Oltmanns et al. (2014) for a complete list and explanation 

of all measures involved in the SPAN study. 

 Multisource Assessment of Personality Pathology (MAPP). The participants and 

informants were administered the MAPP (Oltmanns & Turkheimer, 2006). The MAPP is a self-

report and informant-report measure designed specifically to assess DSM-IV PDs from the 
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perspectives of multiple individuals. Items of the MAPP were written by translating the DSM-

IV-TR PD diagnostic criteria into lay language. Thus, each of the 81 items represents a PD 

symptom. The only exception to this is that one symptom of narcissistic PD (“is often envious of 

others or believes that others are envious of him or her”) was split into two MAPP items (“I think 

other people are jealous of me” and “I am jealous of other people”). Early research on the MAPP 

revealed that the measure has good test-retest reliability (Mdn = .81; Okada & Oltmanns, 2009) 

and has predictive validity in divorce (Disney, Weinstein, & Oltmanns, 2012) and early 

separation from the military (Fiedler, Oltmanns, & Turkheimer, 2004).   

 The items of the MAPP provide a description of each PD criterion and ask the 

participant or informant to rate how true each statement is of the participant with a score on a 

five-point Likert scale ranging from zero to four. A score of zero would indicate that the 

participant is “never like this” and a score of four would indicate that the participant is “always 

like this”. The items on the self-report version are identical to the items on the informant-report 

version with the exception of the pronouns (i.e., “I” on the self-report version was changed to 

“he/she”). The fact that the measures are nearly identical allows us to easily compare the results 

between self-report and informant-report measures. For the diagnostic and item-level categorical 

analyses described below, items were considered present if they received a score of 2 (“I am 

sometimes like this”) or more. 

Revised NEO Personality Inventory (NEO-PI-R). The NEO-PI-R (Costa & McCrae, 

1992) is a widely-used self-report inventory of “normal” personality from the perspective of the 

FFM of personality (neuroticism, extraversion, openness, agreeableness, and conscientiousness). 

The inventory consists of 240 items to which participants can respond on a five-point Likert 

scale ranging from 0 (“Strongly disagree”) to 2 (“Neutral”) to 4 (“Strongly agree”). Like with the 
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MAPP, the NEO-PI-R has a self-report and informant report version, written in first and third 

person, respectively. The body of literature on the NEO-PI-R suggests that the measure has 

strong reliability and validity (e.g. McCrae et al., 2011). In the initial SPAN study, the NEO-PI-

R was used to examine the potential for response bias differences among responders and non-

responders during the recruitment procedures (Oltmanns & Gleason, 2011). The authors 

concluded there were no significant differences between responders and non-responders on the 

basis of personality.  

Analyses 

Personality Disorders: Gender X Perspective. To examine whether differences exist 

when measuring PD criteria and PD severity across gender and perspective, a series of two by 

two ANOVAs were conducted. In these analyses, independent variables were Gender (male or 

female) and Perspective (self-report or informant report). The dependent variables were based on 

MAPP scores. The series of ANOVAs included analyses using the presence of a diagnosis, the 

total number of endorsed symptoms, and total MAPP scores. Borderline PD was excluded from 

some of the following analyses given that they were already conducted by Busch, Balsis, Morey, 

& Oltmanns (2016). In the following analyses, significant interactions indicate that observed 

differences in PD severity depend on both gender and perspective.  

Each of the 10 PDs were examined via two by two ANOVAs for Gender X Perspective 

interactions at three levels of granularity. The first was at the level of the diagnostic threshold by 

treating the syndrome as either present or absent based on the whether or not they met or 

exceeded the diagnostic requirements specified in the DSM-5 (American Psychiatric 

Association, 2013). At this level, one can examine whether receiving a diagnosis of a PD 

depended on the interaction between gender and perspective. The second was at the symptom 
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count level, in which the dependent variables of the two by two ANOVAs were the number of 

MAPP PD criteria items that are categorically endorsed (at a score of two or more). Analyses at 

this level revealed whether or not the likelihood of endorsing a symptom depended on the 

interaction between gender and perspective. The next level of analyses were two by two 

ANOVAs in which the dependent variables were the total MAPP score across all of the items of 

the PD in question. At this level, the analyses revealed whether or not one’s overall level of PD 

pathology depended on the interaction between gender and perspective. This more granular view 

allows for PD pathology to be examined with substantially more precision than the categorical 

analyses.  

Along with examinations of all specific PDs described above, it is also common in 

research and practice to examine overall personality psychopathology by considering all PD 

symptoms together. Thus, the two by two ANOVA was also conducted on overall PD 

symptomology at three levels. The first level was at the diagnostic level, in which a two by two 

ANOVA was conducted with the total number of PDs the participant met or exceeded the 

diagnostic threshold for as the dependent variable. At this level, the analysis revealed whether or 

not the person is diagnosed with a PD depended on the gender by perspective interaction. The 

second level analysis was a two by two ANOVA in which the dependent variable was the total 

number of symptoms that are categorically endorsed (at a score of two or more) across all PDs. 

The analysis at this level revealed whether or not the total number of symptoms a person 

endorsed depended on the gender by perspective interaction. PDs in the present study were also 

assessed as dimensional constructs, as measured by the multi-response option items written to 

represent the diagnostic criteria. At this level, a two by two ANOVA was conducted with total 

MAPP scores across all PDs as the dependent variable, and gender and perspective again as the 
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independent variables. This analysis offered a more precise examination of PD pathology and 

helped determine whether a person’s overall PD pathology depended on the gender by 

perspective interaction.  

Differential Item Functioning (DIF). The differences in severity for each PD across 

gender revealed in the above analyses may exist due to a form of measurement bias known as 

differential item functioning (DIF). DIF is a phenomenon in which individuals with the same 

latent trait level (θ), but different group membership, do not have the same probability of 

endorsing a test item. For example, a man and a woman could be more or less likely to endorse 

the same antisocial PD item, despite actually having similar levels of antisocial PD severity. In 

this example, the antisocial PD item is being measured differently across gender and is therefore 

indicative of measurement bias. The application of Item Response Theory (IRT), a family of 

models in which the probability of an item response is modeled as a function of the latent trait 

(θ) and one or more item parameters (Lord, 1980), can assess for the presence of DIF in PD 

items across gender. All ten of the PDs were subjected to the below IRT analyses to determine if 

the differences across gender were a result of DIF.  

 A key assumption of IRT is that the underlying latent construct is unidimensional. 

Researchers have recommended that multiple criteria be used in order to evaluate the number of 

factors and whether or not the assumption of unidimensionality was met (Gessaroli and De 

Champlain 1996; Fabrigar et al. 1999; Davison and Sireci, 2000). Thus, a series of exploratory 

factor analyses (EFAs) and confirmatory factor analyses (CFAs) were conducted on the MAPP 

items of each identified PD. The fit of the EFAs were evaluated using the ratio of first to second 

eigenvalues-greater than three rule (Lord, 1980; Lumsden, 1957, 1961), a technique that has 

been cited as commonly used in determining unidimensionality (Hattie 1984; Fabrigar et al. 
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1999; Russell 2002; Slocum-Gori & Zumbo, 2011). The fit of the CFAs were evaluated using the 

comparative fit index (CFI), the Tucker-Lewis index (TLI), and the root mean squared error of 

approximation (RMSEA). CFI/TLI values > .95, and RMSEA values < .06, suggest sufficient fit 

(Hu & Bentler, 1999). If a PD was found to have insufficient fit on either the EFAs or the CFAs 

and therefore not meet the requirements for unidimensionality, the IRT analyses were not 

conducted for that PD. 

   Once each PD latent continuum was defined, the items were analyzed using the IRT-

LR-DIF software program (IRTLRDIF; Thissen, 2001). IRT-LR-DIF is a statistical software 

application used to establish parameters for the items that define the latent continuum of interest 

and then test the extent to which individual candidate items index that latent continuum. 

Parameters were established using the 2 parameter logistic model (2PL; Birnbaum, 1968). The 

formula for the 2PL is below (with similar notation used in Baker, 2001):  

 

In Formula 1.1, the a parameter (discrimination) represents the strength of the association 

between a variable and the latent continuum (θ) and is equivalent to the slope of the item 

characteristic curve (ICC) at its inflection point. The a parameter in IRT denotes the degree to 

which an item provides distinction toward the latent construct, or more simply put in this 

context, indicates how strongly the item relates to its corresponding PD. A high a parameter on a 

PD item would indicate that the item is strongly related to the PD dimension, whereas a low a 

parameter would indicate the opposite. The b parameter (severity) indicates the θ value that 

corresponds to the inflection point. This θ value is the point on the latent continuum at which the 

probability of endorsing the item is equal to 50%. All other things equal, endorsement of high b 
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parameter items signifies greater severity than does the endorsement of lower b parameter items. 

Taken together, both parameters form a monotonically increasing function known as an ICC, 

which  reveals the probability that an item is endorsed at any given level of the latent continuum 

(Hambleton, Swanathan, & Rogers, 1991). 

 Once the ICCs were established, the a and b parameters were examined for DIF. To test 

for DIF, we carried out IRT-based likelihood-ratio DIF testing (Thissen, Steinberg, & Gerrard, 

1986) separately for each PD. This type of DIF testing involves statistically comparing IRT 

models with chi-square difference tests. The models differ with respect to their constraints. For 

each item, a model with item parameters constrained equal for males and females is compared 

with a model that permits item parameters to vary between groups (models are described more 

fully below). A Bonferroni correction was applied separately across all PD criteria for both sets 

of parameters (a and b) to reduce the chances of making a Type I error. 

 Each item was then analyzed using a 2PL model fitted with a and b parameters 

constrained equal for both groups, and with a and b parameters permitted to vary across gender. 

If the constraints significantly decreased the model fit, there was evidence of omnibus DIF for 

that item. For the items with evidence of omnibus DIF, follow-up tests in which a and then b 

parameters were constrained were conducted and compared to determine the nature of the DIF 

(a, b, or both). A significant difference between these models suggested significant DIF with 

respect to the a parameter. Then a test of b DIF was conducted in which a model with a and b 

constrained equal between groups was compared with the model with a constrained equal and b 

allowed to vary between groups. Significantly high levels of b DIF when comparing across 

gender indicate that the criteria are endorsed at different rates by males and females when 

controlling for degree of PD pathology.  
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Beyond these statistically significant differences, it is also important to consider the 

importance of clinical significance. To identify clinically significant differences in the b 

parameters, a clinically significant cut-off of at least .30 b was established, as has been done in 

previous research on DIF in PD criteria (Balsis et al., 2007). The presence of .30 b DIF means 

that for a particular criterion, members of one group must have .30 standard deviations more PD 

pathology than the other group before they endorse the item at the same rate as the other group 

(males and females or selves and informants). 

The final step in these analyses was to revisit the ANOVAs examining PDs across gender 

and perspective equipped with the information gathered from the IRT based analyses of DIF. In 

particular, the use of the person’s standing along the latent continuum (θ) could allow for an even 

more precise and granular examination than even what was provided by the total MAPP scores. 

Thus, another series of ANOVAs were conducted using the person’s standing on the latent 

continuum (θ) as the dependent variables. One ANOVA was conducted for each PD to determine 

whether or not a person’s standing along the latent continuum depends on gender and 

perspective, and one ANOVA was conducted across all PDs to determine whether or not a 

person’s standing along the entire PD pathology latent continuum depends on gender and 

perspective.  
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3. RESULTS  

 The following results are organized by PD, and each PD is presented in the same order as 

they are listed in the DSM-5. Each PD section contains a customary verbal description of the 

results and two tables, one for each split-half sample, that list the results of all of the ANOVAs 

across Gender and Perspective. Standard deviations are reported next to the corresponding means 

and each partial eta squared is reported next to each F statistic; both are in parentheses.  All 

analyses that were significant according to the 99% confidence interval (p < .01) have been 

marked by an asterisk (*). Analyses that were significant in both split-half samples have been 

bolded. Results that are consistent across samples (either significant or non-significant in both) 

are the only results that have been considered for interpretation. This requirement, in 

combination with the more stringent confidence interval, substantially limits the possibility of 

erroneous findings. Each PD section also contains a selection of figures that compare the means 

of self-reported and informant reported levels PD severity across gender. These figures were 

selected to highlight and display the more noteworthy findings relevant to each PD.   

 

Paranoid Personality Disorder 

  Findings from a two by two (Gender x Perspective) ANOVA of the paranoid PD 

dimension did not reveal a significant interaction across gender and perspective (Tables 1a and 

1b). There was a statistically significant main effect for perspective (see Figure 1), in that 

informants tended to report higher levels of paranoid PD severity than did selves, sample 1: F(1, 

687) = 48.62, p < .01 sample 2: F(1, 694) = 55.69, p < .01. This effect was also replicated at the 

level of total number of criteria endorsed, sample 1: F(1, 687) = 32.03, p < .01 sample 2: F(1, 

694) = 34.78, p < .01. Analyses of the individual items revealed that particular criteria had 
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statistically significant main effects for perspective. Informants, in all instances, reported higher 

levels of suspicion of harm, doubts of loyalty, reluctance to confide, tendency to bear grudges, 

and angry reactivity than was observed in self-report. This item-level information underscores 

these features as relevant in examinations of the mechanisms behind the overall trend in the data 

for informants to report higher levels of paranoid PD.  
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Table 1a  

Self vs. Informant Reported Paranoid Personality Disorder Severity across Gender (sample 1) 

Item  
Men 

n = 306 

Women 

n = 381 

F for 

Gender 

F for 

Perspective 

F for 

G X P 

1)  Suspects harm 
Self 

Informant 

.68 (.92) 

.80 (1.15) 

.51 (.89) 

.91 (1.16) 

.15  

(.00) 
25.10* 

(.04) 

7.18* 

(.01) 

2)  Doubts loyalty 
Self 

Informant 

.51 (.73) 

.67 (.94) 

.55 (.78) 

.70 (1.00) 

.48  

(.00) 
14.07* 

(.02) 

.00 

(.00) 

3)  Reluctance to confide 
Self 

Informant 

1.26 (1.14) 

1.44 (1.31) 

1.14 (1.05) 

1.35 (1.20) 

2.44 

(.00) 
9.62*   

(.01) 

.03 

(.00) 

4)  Threats perceived 
Self 

Informant 

1.16 (1.00) 

1.17 (1.11) 

1.06 (.90) 

1.29 (1.06) 

.04  

(.00) 

5.02     

(.01) 

4.48 

(.01) 

5)  Bears grudges 
Self 

Informant 

.59 (.81) 

.91 (1.01) 

.63 (.84) 

1.01 (1.22) 

1.34 

(.00) 
49.87* 

(.07) 

.31 

(.00) 

6)  Angrily reactive 
Self 

Informant 

.62 (.74) 

.96 (1.16) 

.69 (.77) 

.97 (1.16) 

.41  

(.00) 
42.16* 

(.06) 

.31 

(.00) 

7)  Suspects infidelity 
Self 

Informant 

.18 (.58) 

.29 (.73) 

.28 (.73) 

.35 (.81) 

3.58 

(.01) 

6.62     

(.01) 

.32 

(.00) 

Total 

 

Self 

Informant 

 

 

5.00 (3.48) 

6.24 (4.84) 

 

 

4.87 (3.57) 

6.59 (5.19) 

.18  

(.00) 
48.62* 

(.07) 

1.29 

(.00) 

Criteria Present 
Self 

Informant 

 

.43 (.95) 

.58 (.98) 

 

.35 (.74) 

.73 (1.14) 

.38  

(.00) 
32.03* 
(.05) 

5.71* 

(.01) 

Diagnostic Threshold 
Self 

Informant 

 

.02 (.15) 

.02 (.13) 

 

 

.01 (.07) 

.04 (.19) 

 

.03  

(.00) 

3.07     

(.00) 

7.12* 

(.01) 

Note. * = p < .01; Bold = significant in both split-half samples 
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Table 1b  

Self vs. Informant Reported Paranoid Personality Disorder Severity across Gender (sample 2) 

Item  
Men 

n = 302 

Women 

n = 392 

F for 

Gender 

F for 

Perspective 

F for 

G X P 

1)  Suspects harm 
Self 

Informant 

.68 (.93) 

.83 (1.10) 

.47 (.85) 

.86 (1.10) 

2.37 

(.00) 
31.56* 

(.04) 

6.25 

(.01) 

2)  Doubts loyalty 
Self 

Informant 

.67 (.92) 

.82 (1.12) 

.54 (.90) 

.72 (.99) 

3.61 

(.01) 
13.43* 

(.02) 

.08 

(.00) 

3)  Reluctance to confide 
Self 

Informant 

1.35 (1.17) 

1.41 (1.18) 

1.10 (1.05) 

1.42 (1.23) 

3.29 

(.01) 
10.61* 

(.02) 

4.90 

(.01) 

4)  Threats perceived 
Self 

Informant 

1.29 (1.05) 

1.18 (1.09) 

1.05 (.95) 

1.39 (1.10) 

.05  

(.00) 

5.21     

(.01) 

19.42* 

(.03) 

5)  Bears grudges 
Self 

Informant 

.80 (.99) 

1.06 (1.20) 

.61 (.87) 

.99 (1.17) 

3.93 

(.01) 
41.88* 

(.06) 

1.43 

(.00) 

6)  Angrily reactive 
Self 

Informant 

.70 (.81) 

1.08 (1.22) 

.62 (.72) 

.90 (1.08) 

5.61 

(.01) 
47.03* 

(.06) 

1.15 

(.00) 

7)  Suspects infidelity 
Self 

Informant 

.17 (.59) 

.25 (.67) 

.25 (.70) 

.42 (.88) 

7.82* 

(.01) 

14.06* 

(.02) 

1.51 

(.00) 

Total 

 

Self 

Informant 

 

 

5.66 (4.13) 

6.63 (5.28) 

 

 

4.65 (3.71) 

6.69 (5.02) 
2.79 

(.00) 
55.69* 

(.08) 

7.01* 

(.01) 

Criteria Present 
Self 

Informant 

 

.51 (.98) 

.74 (1.16) 

 

.34 (.71) 

.73 (1.24) 
1.98 

(.00) 
34.78* 

(.05) 

2.35 

(.00) 

Diagnostic Threshold 
Self 

Informant 

 

.03 (.16) 

.05 (.21) 

 

 

.01 (.07) 

.04 (.21) 

 

1.56 

(.00) 

10.47* 

(.02) 

.78 

(.00) 

Note. * = p < .01; Bold = significant in both split-half samples 
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Figure 1 

Self vs. Informant Reported Paranoid Personality Disorder Severity across Gender 

 

 

Note. PD = Personality Disorder, MAPP = Multisource Assessment of Personality 

Pathology. Solid line = self-report. Dashed line = informant report. Difference in gender: 

sample 1: [F(1,687) = .18, p > .01] sample 2:  [F(1,694) = 2.79, p > .01]. Difference in 

perspective:  sample 1: [F(1,687) = 48.62, p < .01] sample 2: [F(1,694) = 55.69, p < .01]. 

Interaction Gender X Perspective = sample 1: [F(1,687) = 1.29, p > .01] sample 2: 

[F(1,694) = 7.01, p > .01]. 



 

47 

 

Schizoid Personality Disorder 

  Findings from a two by two (Gender x Perspective) ANOVA of the schizoid PD 

dimension did not reveal a significant interaction across gender and perspective (Tables 2a and 

2b). There were however two notable statistically significant main effects for gender on two of 

the schizoid PD criteria and one main effect for perspective. Item level analyses revealed a 

gender difference for a lack of interest in sex (Figure 2), in that women and their informants 

produced higher scores than did men, sample 1: F(1,677) = 48.64, p < .01 sample 2:  F(1,676) = 

71.93, p < .01. A gender difference was also found for flattened affect (Figure 3), in that men 

and their informants produced higher scores than did women, sample 1: F(1,677) = 57.84, p < 

.01 sample 2:  F(1,676) = 13.50, p < .01. Along with the gender differences, a significant main 

effect was found for perspective for the schizoid PD criterion chooses solidarity. Targets self-

reported a higher tendency to choose solidarity than did their informants, sample 1: F(1,677) = 

22.48, p < .01 sample 2:  F(1,676) = 31.96, p < .01. These findings highlight that, even though 

there is no significant difference in the overall presentation of the disorder, particular schizoid 

PD criteria may have significant differences in gender or perspective to take into consideration in 

assessment and treatment.  
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Table 2a  

Self vs. Informant Reported Schizoid Personality Disorder Severity across Gender (sample 1) 

Item  
Men 

n = 290 

Women 

n = 387 

F for 

Gender 

F for 

Perspective 

F for 

G X P 

1)  No relationships 
Self 

Informant 

.60 (1.03) 

.68 (1.07) 

.55 (1.09) 

.51 (1.04) 

3.17   

(.01) 

.12       

(.00) 

1.09 

(.00) 

2)  Chooses solidarity 
Self 

Informant 

2.07 (.87) 

1.89 (.93) 

1.92 (.86) 

1.70 (.91) 

9.57*  

(.01) 
22.48*    

(.03) 

.23 

(.00) 

3)  No interest in sex 
Self 

Informant 

.87 (1.08) 

1.03 (1.22) 

1.43 (1.21) 

1.49 (1.35) 
48.64*   

(.07) 

3.21     

(.01) 

.83 

(.00) 

4)  Feels little pleasure 
Self 

Informant 

.45 (.81) 

.52 (.88) 

.31 (.63) 

.41 (.80) 

7.86*   

(.01) 

4.63     

(.01) 

.08  

(.00) 

5)  Lacks confidants 
Self 

Informant 

.94 (.98) 

.97 (1.09) 

.88 (1.07) 

.74 (1.07) 

5.61   

(.01) 

1.23     

(.00) 

2.47  

(.00) 

6)  Indifference to others 
Self 

Informant 

1.48 (1.18) 

1.55 (1.24) 

1.30 (1.08) 

1.25 (1.13) 

13.82*   

(.02) 

.02       

(.00) 

1.13  

(.00) 

7)  Flattened affect 
Self 

Informant 

1.37 (1.02) 

1.48 (1.19) 

.97 (1.01) 

.92 (1.07) 
57.84*   

(.08) 

.39        

(.00) 

2.20  

(.00) 

Total 

 

Self 

Informant 

 

 

8.20 (4.10) 

8.12 (4.63) 

 

 

7.68 (3.91) 

7.01 (4.30) 
10.05* 

(.02) 

3.36     

(.01) 

2.18 

(.00) 

Criteria Present 
Self 

Informant 

 

1.02 (1.08) 

1.15 (1.40) 

 

.88 (1.08) 

.90 (1.21) 
7.32* 

(.01) 

1.94     

(.00) 

.83 

(.00) 

Diagnostic Threshold 
Self 

Informant 

 

.03 (.18) 

.08 (.27) 

 

 

.03 (.18) 

.04 (.20) 

 

2.59  

(.00) 

6.03     

(.01) 

3.00 

(.04) 

Note. * = p < .01; Bold = significant in both split-half samples 
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Table 2b  

Self vs. Informant Reported Schizoid Personality Disorder Severity across Gender (sample 2) 

Item  
Men 

n = 307 

Women 

n = 369 

F for 

Gender 

F for 

Perspective 

F for 

G X P 

1)  No relationships 
Self 

Informant 

.59 (1.06) 

.58 (1.04) 

.52 (1.05) 

.39 (.88) 

5.18  

(.01) 

1.70     

(.00) 

1.54 

(.00) 

2)  Chooses solidarity 
Self 

Informant 

2.02 (.82) 

1.77 (.94) 

1.89 (.86) 

1.68 (.85) 

4.40  

(.01) 
31.96*    

(.05) 

.21  

(.00) 

3)  No interest in sex 
Self 

Informant 

.86 (1.08) 

.91 (1.18) 

1.41 (1.19) 

1.60 (1.40) 
71.93*   
(.10) 

4.00     

(.01) 

1.39  

(.00) 

4)  Feels little pleasure 
Self 

Informant 

.34 (.69) 

.36 (.67) 

.27 (.63) 

.44 (.77) 

.00   

(.00) 

8.07*     

(.01) 

4.30  

(.01) 

5)  Lacks confidants 
Self 

Informant 

.87 (1.03) 

.85 (1.09) 

.81 (1.03) 

.79 (1.01) 

1.19   

(.00) 

.11       

(.00) 

.00   

(.00) 

6)  Indifference to others 
Self 

Informant 

1.50 (1.10) 

1.45 (1.22) 

1.32 (.99) 

1.33 (1.12) 

6.04  

(.01) 

.07       

(.00) 

.29  

(.00) 

7)  Flattened affect 
Self 

Informant 

1.28 (.97) 

1.26 (1.20) 

.99 (.96) 

1.09 (1.06) 
13.50*   
(.02) 

.53       

(.00) 

1.09  

(.00) 

Total 

 

Self 

Informant 

 

 

7.92 (4.01) 

7.19 (4.10) 

 

 

7.53 (3.83) 

7.28 (3.87) 
.38  

(.00) 

6.64     

(.01) 

1.64 

(.00) 

Criteria Present 
Self 

Informant 

 

.88 (1.09) 

.89 (1.11) 

 

.79 (.98) 

.90 (1.12) 
.36   

(.00) 

1.46     

(.00) 

.93 

(.00) 

Diagnostic Threshold 
Self 

Informant 

 

.02 (.15) 

.04 (.20) 

 

 

.02 (.14) 

.03 (.18) 

 

.57  

(.00) 

3.36     

(.01) 

.11 

(.00) 

Note. * = p < .01; Bold = significant in both split-half samples 
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Figure 2 

Self vs. Informant Reported Schizoid Personality Disorder Severity across Gender: Criterion 3 

 

 

  

Note. PD = Personality Disorder, MAPP = Multisource Assessment of Personality 

Pathology. Solid line = self-report. Dashed line = informant report. Difference in gender: 

sample 1: [F(1,677) = 48.64, p < .01] sample 2:  [F(1,676) = 71.93, p < .01]. Difference 

in perspective:  sample 1: [F(1,677) = 3.21, p > .01] sample 2: [F(1,676) = 4.00, p > .01]. 

Interaction Gender X Perspective = sample 1: [F(1,677) = .83, p > .01] sample 2: 

[F(1,676) = 1.39, p > .01]. 
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Figure 3 

Self vs. Informant Reported Schizoid Personality Disorder Severity across Gender: Criterion 7 

 

 
  

Note. PD = Personality Disorder, MAPP = Multisource Assessment of Personality 

Pathology. Solid line = self-report. Dashed line = informant report. Difference in 

gender: sample 1: [F(1,677) = 57.84, p < .01] sample 2:  [F(1,676) = 13.50, p < .01]. 

Difference in perspective:  sample 1: [F(1,677) = .39, p > .01] sample 2: [F(1,676) = 

.53, p > .01]. Interaction Gender X Perspective = sample 1: [F(1,677) = 2.20, p > .01] 

sample 2: [F(1,676) = 1.09, p > .01]. 
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Schizotypal Personality Disorder 

  Findings from a two by two (Gender x Perspective) ANOVA of the schizotypal PD 

dimension revealed a significant interaction across gender and perspective, sample 1: F(1,672) = 

9.73, p < .01 sample 2: F(1,672) = 14.47, p < .01 (Tables 3a and 3b). Gender differences were 

found for self-report only, such that men produced higher scores on the schizotypal PD scale 

(sample 1: M = 5.48, SD = 3.96 sample 2: M = 5.33, SD = 4.24) than did women (sample 1: M = 

4.48, SD = 3.72 sample 2: M = 4.29, SD = 3.55). Meanwhile, informant report indicated no 

gender difference, Men sample 1: M = 5.61, SD = 4.29 sample 2: M = 5.19, SD = 4.19; Women, 

sample 1: M = 5.86, SD = 4.75 sample 2: M = 5.71, SD = 4.63. These discrepancies across 

both gender and perspective suggest that whether one finds gender differences across the 

schizotypal PD continuum will depend on the perspective of the assessment (see Figure 4). 

Criterion-level analyses revealed a statistically significant interaction across gender and 

perspective for paranoid ideation, sample 1: F(1,672) = 7.28, p < .01 sample 2: F(1,672) = 8.91, 

p < .01. The results for this item parallel the overall interaction: self-report tended to reveal a 

gender difference whereas informant report revealed relative stability across gender. This finding 

underscores paranoid ideation as a particularly relevant subject of inquiry for examinations of the 

mechanisms behind the overall trend in the data. There were also two statistically significant 

main effects that lacked a significant interaction. A gender difference was found for a lack of 

close friends, in that men and their informants produced higher scores than did women, sample 

1: F(1,672) = 27.46, p < .01 sample 2: F(1,672) = 13.47, p < .01. A significant main effect was 

also found for perspective for the schizotypal PD criterion unusual experiences. Informants 

reported a higher tendency to have unusual experiences than did selves, sample 1: F(1,672) = 

15.54, p < .01 sample 2: F(1,672) = 8.79, p < .01.  
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Table 3a  

Self vs. Informant Reported Schizotypal Personality Disorder Severity across Gender (sample 1) 

Item  
Men 

n = 289 

Women 

n = 383 

F for 

Gender 

F for 

Perspective 

F for 

G X P 

1)  Ideas of reference 
Self 

Informant 

.26 (.56) 

.22 (.50) 

.25 (.53) 

.37 (.68) 

3.93   

(.01) 

1.84     

(.00) 

7.54*  

(.01) 

2)  Odd beliefs 
Self 

Informant 

.31 (.67) 

.28 (.71) 

.33 (.66) 

.47 (.86) 

4.79   

(.01) 

2.79     

(.00) 

6.62   

(.01) 

3)  Unusual experiences 
Self 

Informant 

.93 (.88) 

1.00 (1.03) 

.73 (.88) 

1.05 (.98) 

1.73    

(.00) 
15.54*    

(.02) 

6.63  

(.01) 

4)  Odd thinking 
Self 

Informant 

1.41 (.98) 

1.46 (1.05) 

1.21 (.96) 

1.36 (.97) 

6.54  

(.01) 

3.48     

(.01) 

.95   

(.00) 

5)  Paranoid ideation 
Self 

Informant 

.58 (.93) 

.64 (.97) 

.37 (.74) 

.67 (.98) 

2.98  

(.00) 
15.56*    

(.02) 
7.28*  

(.01) 

6)  Inappropriate affect 
Self 

Informant 

.43 (.72) 

.37 (.66) 

.42 (.68) 

.53 (.81) 

3.75   

(.01) 

.34       

(.00) 

4.90  

(.01) 

7)  Eccentric behavior 
Self 

Informant 

.36 (.68) 

.35 (.75) 

.36 (.70) 

.35 (.78) 

.00   

(.00) 

.02       

(.00) 

.00  

(.00) 

8)  Lacks close friends 
Self 

Informant 

.72 (1.12) 

.92 (1.30) 

.42 (.93) 

.52 (1.00) 
27.46*    

(.04) 

9.21*      

(.01) 

.92   

(.00) 

9)  Social anxiety 
Self 

Informant 

.46 (.74) 

.37 (.64) 

.39 (.70) 

.54 (.80) 

1.15  

(.00) 

.58       

(.00) 

11.86*  

(.02) 

Total 

 

Self 

Informant 

 

 

5.48 (3.96) 

5.61 (4.29) 

 

 

4.48 (3.72) 

5.86 (4.75) 
2.14  

(.00) 
14.12*   

(.02) 
9.73*  

(.01) 

Criteria Present 
Self 

Informant 

 

.46 (.91) 

.58 (.93) 

 

.31 (.68) 

.54 (1.10) 
3.10  

(.01) 
15.12*    
(.02) 

1.80  

(.00) 

Diagnostic Threshold 
Self 

Informant 

 

.01 (.08) 

.00 (.06) 

 

 

.00 (.00) 

.01 (.11) 

 

.10  

(.00) 

1.28     

(.00) 

3.80  

(.01) 

Note. * = p < .01; Bold = significant in both split-half samples 
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Table 3b  

Self vs. Informant Reported Schizotypal Personality Disorder Severity across Gender (sample 2) 

Item  
Men 

n = 316 

Women 

n = 356 

F for 

Gender 

F for 

Perspective 

F for 

G X P 

1)  Ideas of reference 
Self 

Informant 

.22 (.52) 

.24 (.59) 

.23 (.57) 

.37 (.69) 

4.02   

(.01) 

7.11*     

(.01) 

3.27  

(.01) 

2)  Odd beliefs 
Self 

Informant 

.32 (.74) 

.25 (.64) 

.34 (.66) 

.51 (.92) 

11.06*  

(.02) 

1.75     

(.00) 

9.28*  

(.01) 

3)  Unusual experiences 
Self 

Informant 

.93 (.98) 

.98 (1.08) 

.73 (.89) 

.99 (1.00) 

3.02   

(.00) 
8.79*   

(.01) 

3.97   

(.01) 

4)  Odd thinking 
Self 

Informant 

1.41 (.99) 

1.42 (1.10) 

1.18 (.94) 

1.37 (1.05) 

5.36   

(.01) 

3.58      

(.01) 

3.35  

(.01) 

5)  Paranoid ideation 
Self 

Informant 

.47 (.80) 

.51 (.88) 

.34 (.71) 

.63 (.97) 

.00   

(.00) 
15.79*   

(.02) 
8.91*  

(.01) 

6)  Inappropriate affect 
Self 

Informant 

.41 (.71) 

.37 (.68) 

.35 (.61) 

.49 (.84) 

.55   

(.01) 

2.06     

(.00) 

6.56   

(.01) 

7)  Eccentric behavior 
Self 

Informant 

.35 (.69) 

.34 (.70) 

.29 (.62) 

.33 (.71) 

.86     

(.00) 

.12       

(.00) 

.68   

(.00) 

8)  Lacks close friends 
Self 

Informant 

.78 (1.16) 

.74 (1.13) 

.47 (.93) 

.58 (1.09) 
13.47*   

(.02) 

.47       

(.00) 

2.19  

(.00) 

9)  Social anxiety 
Self 

Informant 

.44 (.71) 

.35 (.69) 

.35 (.62) 

.44 (.77) 

.00   

(.00) 

.04       

(.00) 

6.49  

(.01) 

Total 

 

Self 

Informant 

 

 

5.33 (4.24) 

5.19 (4.19) 

 

 

4.29 (3.55) 

5.71 (4.63) 

1.13  

(.00) 
9.76*   

(.01) 
14.47*  

(.02) 

Criteria Present 
Self 

Informant 

 

.47 (1.05) 

.55 (.91) 

 

.30 (.73) 

.58 (1.04) 

1.43  

(.00) 
14.40*    
(.02) 

4.58  

(.01) 

Diagnostic Threshold 
Self 

Informant 

 

.01 (.11) 

.00 (.06) 

 

 

.00 (.05) 

.01 (.11) 

 

.04   

(.00) 

.01       

(.00) 

3.62  

(.01) 

Note. * = p < .01; Bold = significant in both split-half samples 
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Figure 4 

Self vs. Informant Reported Schizotypal Personality Disorder Severity across Gender 

 

  

Note. PD = Personality Disorder, MAPP = Multisource Assessment of Personality 

Pathology. Solid line = self-report. Dashed line = informant report. Difference in gender: 

sample 1: [F(1,672) = 2.14, p > .01] sample 2:  [F(1,672) = 1.13, p > .01]. Difference in 

perspective:  sample 1: [F(1,672) = 14.12, p < .01] sample 2: [F(1,672) = 9.76, p < 

.01]. Interaction Gender X Perspective = sample 1: [F(1,672) = 9.73, p < .01] sample 

2: [F(1,672) = 14.47, p < .01]. 
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Antisocial Personality Disorder 

  Findings from a two by two (Gender x Perspective) ANOVA of the antisocial PD 

dimension did not reveal a significant interaction across gender and perspective (Tables 4a and 

4b). There was however a statistically significant main effect for gender (Figure 5), in that males 

and their informants reported more antisocial PD severity than did women, sample 1: F(1,699) = 

20.63, p < .01 sample 2:  F(1,691) = 29.47, p < .01. Criterion-level analyses revealed that this 

overall gender difference appears to be primarily driven by the antisocial PD criteria found to 

have a significant main effect for gender. Namely, males and their informants reported higher 

rates of deceitfulness, recklessness, and lack of remorse than did women (see tables 4a and 4b for 

values). These consistent gender differences are potentially informative for developing our 

understanding of antisocial PD as it relates to gender. Along with the gender differences, a 

significant main effect for perspective was found for the antisocial PD criteria 

irritability/aggression and lack of remorse (see Tables 4a and 4b for values). Informants reported 

higher irritability/aggression and lack of remorse than did selves, which raises inquiry about the 

potential for selves to miss, underestimate, or intentionally conceal their aggressive and callous 

behaviors.   
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Table 4a  

Self vs. Informant Reported Antisocial Personality Disorder Severity across Gender (sample 1) 

Item  
Men 

n = 306 

Women 

n = 393 

F for 

Gender 

F for 

Perspective 

F for 

G X P 

1)  Law-breaking behavior 
Self 

Informant 

.05 (.30) 

.08 (.41) 

.01 (.13) 

.03 (.25) 

7.68*   

(.01) 

3.04     

(.00) 

.69  

(.00) 

2)  Deceitfulness 
Self 

Informant 

.65 (.79) 

.66 (.94) 

.49 (.66) 

.50 (.80) 
12.02*    

(.02) 

.09       

(.00) 

.01  

(.00) 

3)  Impulsivity 
Self 

Informant 

1.13 (.80) 

1.03 (.98) 

1.10 (.83) 

.94 (.99) 

1.30   

(.00) 

8.61*     

(.01) 

.47  

(.00) 

4)  Irritability/Aggression 
Self 

Informant 

.19 (.55) 

.42 (.82) 

.13 (.37) 

.39 (.78) 

1.35  

(.00) 
55.34*      

(.07) 

.13  

(.00) 

5)  Recklessness 
Self 

Informant 

.76 (.96) 

.67 (.94) 

.41 (.73) 

.52 (.90) 
21.70*   

(.03) 

.07       

(.00) 

5.78  

(.01) 

6)  Irresponsibility 
Self 

Informant 

.42 (.67) 

.48 (.78) 

.40 (.66) 

.41 (.78) 

1.04   

(.00) 

1.33      

(.00) 

.49   

(.00) 

7)  Lack of remorse 
Self 

Informant 

.86 (.95) 

.97 (1.17) 

.60 (.86) 

.82 (1.08) 
13.64*    

(.02) 
10.07*      

(.01) 

1.09   

(.00) 

Total 

 

Self 

Informant 

 

 

4.05 (2.86) 

4.33 (3.57) 

 

 

3.15 (2.22) 

3.62 (3.38) 
20.63*  

(.03) 

6.28     

(.01) 

.43  

(.00) 

Criteria Present 
Self 

Informant 

 

.27 (.68) 

.42 (.84) 

 

.14 (.38) 

.33 (.73) 
8.88*  

(.01) 
25.37*    
(.04) 

.33  

(.00) 

Diagnostic Threshold 
Self 

Informant 

 

.01 (.11) 

.04 (.20) 

 

 

.00 (.00) 

.02 (.15) 

 

4.76  

(.01) 
13.95*  

(.02) 

.22 

(.00) 

Note. * = p < .01; Bold = significant in both split-half samples 
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Table 4b  

Self vs. Informant Reported Antisocial Personality Disorder Severity across Gender (sample 2) 

Item  
Men 

n = 309 

Women 

n = 382 

F for 

Gender 

F for 

Perspective 

F for 

G X P 

1)  Law-breaking behavior 
Self 

Informant 

.06 (.35) 

.07 (.41) 

.01 (.17) 

.03 (.25) 

6.37   

(.01) 

.94       

(.00) 

.33  

(.00) 

2)  Deceitfulness 
Self 

Informant 

.76 (.95) 

.70 (.98) 

.42 (.60) 

.52 (.84) 
31.08*   

(.01) 

.16       

(.00) 

3.27  

(.01) 

3)  Impulsivity 
Self 

Informant 

1.01 (.85) 

1.13 (.99) 

1.08 (.81) 

.98 (.90) 

.57  

(.00) 

.07       

(.00) 

6.16  

(.01) 

4)  Irritability/Aggression 
Self 

Informant 

.21 (.55) 

.43 (.83) 

.13 (.39) 

.33 (.74) 

5.19   

(.01) 
46.48*      

(.06) 

.12  

(.00) 

5)  Recklessness 
Self 

Informant 

.68 (.91) 

.68 (1.02) 

.45 (.76) 

.55 (.89) 
11.28*   

(.02) 

1.45        

(.00) 

1.45  

(.00) 

6)  Irresponsibility 
Self 

Informant 

.42 (.71) 

.49 (.83) 

.36 (.64) 

.40 (.80) 

2.43   

(.00) 

2.40      

(.00) 

.14   

(.00) 

7)  Lack of remorse 
Self 

Informant 

.94 (1.06) 

1.11 (1.26) 

.58 (.82) 

.86 (1.10) 
26.95*     

(.04) 
15.58*      

(.02) 

.90  

(.00) 

Total 

 

Self 

Informant 

 

 

4.09 (2.88) 

4.61 (3.74) 

 

 

3.04 (2.15) 

3.68 (3.28) 
29.47*   

(.04) 

16.19*  

(.02) 

.17  

(.00) 

Criteria Present 
Self 

Informant 

 

.33 (.65) 

.50 (.93) 

 

.14 (.39) 

.34 (.78) 
18.82*  

(.03) 
28.71*    
(.04) 

.17  

(.00) 

Diagnostic Threshold 
Self 

Informant 

 

.01 (.11) 

.05 (.22) 

 

 

.00 (.05) 

.03 (.18) 

 

2.74  

(.00) 
16.66*    

(.02) 

.19  

(.00) 

Note. * = p < .01; Bold = significant in both split-half samples 
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Figure 5 

Self vs. Informant Reported Antisocial Personality Disorder Severity across Gender 

 

 
  

Note. PD = Personality Disorder, MAPP = Multisource Assessment of Personality 

Pathology. Solid line = self-report. Dashed line = informant report. Difference in gender: 

sample 1: [F(1,699) = 20.63, p < .01] sample 2:  [F(1,691) = 29.47, p < .01]. Difference in 

perspective:  sample 1: [F(1,699) = 6.28, p > .01] sample 2: [F(1,691) = 16.19, p < .01]. 

Interaction Gender X Perspective = sample 1: [F(1,699) = 9.73, p > .43] sample 2: [F(1,691) 

= .17, p > .01]. 



 

60 

 

Borderline Personality Disorder 

  Findings from a two by two (Gender x Perspective) ANOVA of the borderline PD 

dimension revealed a significant interaction across gender and perspective, sample 1: F(1,694) = 

13.10, p < .01 sample 2: F(1,693) = 9.20, p < .01 (Tables 5a and 5b). Gender differences were 

found for self-report only, such that men produced higher scores on the borderline PD scale 

(sample 1: M = 4.45, SD = 3.82 sample 2: M = 4.66 , SD = 3.63) than did women (sample 1: M = 

3.22, SD = 3.28 sample 2: M = 3.21, SD = 3.19). Meanwhile, informant report indicated no 

gender difference, Men sample 1: M = 5.08, SD = 4.76 sample 2: M = 4.92, SD = 4.39; Women, 

sample 1: M = 5.29, SD = 5.28 sample 2: M = 4.66, SD = 4.82. These discrepancies across both 

gender and perspective suggest that whether one finds gender differences across the borderline 

PD continuum will depend on the perspective of the assessment (see Figure 6).   

Criterion-level analyses revealed a statistically significant interaction across gender and 

perspective for avoiding abandonment, sample 1: F(1,694) = 18.22, p < .01 sample 2: F(1,693) = 

29.13, p < .01. The results for this item parallel the overall interaction: self-report tended to 

reveal a gender difference whereas informant report revealed relative stability across gender (see 

Figure 7). This finding underscores avoiding abandonment as a particularly relevant subject of 

inquiry for examinations of the mechanisms behind the overall trend in the data. There were also 

multiple statistically significant main effects for gender and perspective (see Tables 5a and 5b for 

values). A gender difference was found for impulsivity (see Figure 8), in that men and their  
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informants produced higher scores than did women, sample 1: F(1,694) = 7.83, p < .01 sample 

2: F(1,693) = 19.74, p < .01. Significant main effects were also found for perspective for six of 

the borderline PD criteria: unstable relationships, identity disturbance, affective instability, 

emptiness, intense anger, and transient paranoia. Informants, in nearly all instances, reported 

higher levels of severity than did selves. The only exception to this was identity disturbance, 

where selves reported higher levels of identity related distress and instability than did their 

informants.  
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Table 5a  

Self vs. Informant Reported Borderline Personality Disorder Severity across Gender (sample 1) 

Item  
Men 

n = 302 

Women 

n = 392 

F for 

Gender 

F for 

Perspective 

F for 

G X P 

1)  Avoids abandonment 
Self 

Informant 

1.28 (1.38) 

1.26 (1.33) 

.62 (.95) 

1.17 (1.29) 
31.09*   

(.04) 

16.15*     

(.03) 
18.22*  

(.02) 

2)  Unstable relationships 
Self 

Informant 

.17 (.43) 

.35 (.75) 

.23 (.57) 

.44 (.82) 

3.57   

(.01) 
36.02*     

(.05) 

.17  

(.00) 

3)  Identity disturbance 
Self 

Informant 

.69 (.71) 

.50 (.70) 

.67 (.70) 

.62 (.78) 

1.43  

(.00) 
9.76*     

(.01)  

3.28  

(.01) 

4)  Impulsivity 
Self 

Informant 

.54 (.75) 

.43 (.75) 

.30 (.58) 

.42 (.86) 
7.83*  

(.01) 

.05       

(.00) 

10.83* 

(.02) 

5)  Suicidal behavior 
Self 

Informant 

.10 (.36) 

.10 (.40) 

.09 (.35) 

.09 (.42) 

.08    

(.00) 

.02       

(.00) 

.01   

(.00) 

6)  Affect instability 
Self 

Informant 

.54 (.82) 

.85 (1.09) 

.48 (.77) 

.93 (1.12) 

.05   

(.00) 
73.27*     

(.10) 

2.61   

(.00) 

7)  Chronic emptiness 
Self 

Informant 

.46 (.78) 

.55 (.85) 

.38 (.66) 

.56 (.87) 

.40  

(.00) 
13.30*     

(.02) 

1.39  

(.00) 

8)  Intense anger 
Self 

Informant 

.40 (.68) 

.55 (.83) 

.25 (.52) 

.55 (.87) 

3.10  

(.00) 
41.26*     

(.06) 

3.98 

(.01) 

9)  Transient paranoia 
Self 

Informant 

.28 (.67) 

.49 (.88) 

.20 (.56) 

.51 (.92) 

.59  

(.00) 
46.46*     

(.06) 

1.67  

(.00) 

Total 

 

Self 

Informant 

 

 

4.45 (3.82) 

5.08 (4.76) 

 

 

3.22 (3.28) 

5.29 (5.28) 
3.62  

(.00) 
46.67*     
(.06) 

13.10*  

(.02) 

Criteria Present 
Self 

Informant 

 

.38 (.80) 

.51 (.98) 

 

.15 (.51) 

.58 (1.19) 
2.56  

(.00) 
38.96*     

(.05) 

11.14*  

(.02) 

Diagnostic Threshold 
Self 

Informant 

 

.01 (.10) 

.01 (.12) 

 

 

.00 (.05) 

.03 (.16) 

 

.14   

(.00) 

5.16      

(.01) 

2.89  

(.00) 

Note. * = p < .01; Bold = significant in both split-half samples 
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Table 5b  

Self vs. Informant Reported Borderline Personality Disorder Severity across Gender (sample 2) 

Item  
Men 

n = 315 

Women 

n = 378 

F for 

Gender 

F for 

Perspective 

F for 

G X P 

1)  Avoids abandonment 
Self 

Informant 

1.40 (1.40) 

1.17 (1.33) 

.57 (.97) 

1.01 (1.24) 
49.29*   

(.07) 

3.07     

(.00) 
29.13*  

(.04) 

2)  Unstable relationships 
Self 

Informant 

.23 (.54) 

.33 (.70) 

.22 (.56) 

.40 (.82) 

.83  

(.00) 
16.26*     

(.02) 

1.20  

(.00) 

3)  Identity disturbance 
Self 

Informant 

.82 (.78) 

.49 (.72) 

.63 (.73) 

.56 (.79) 

2.04  

(.00) 
26.22*     

(.04) 

11.35*  

(.02) 

4)  Impulsivity 
Self 

Informant 

.57 (.78) 

.49 (.88) 

.33 (.63) 

.35 (.74) 
19.74*  

(.03) 

.65       

(.00) 

1.69   

(.00) 

5)  Suicidal behavior 
Self 

Informant 

.06 (.32) 

.06 (.26) 

.10 (.41) 

.10 (.43) 

3.23  

(.00) 

.01       

(.00) 

.01  

(.00) 

6)  Affect instability 
Self 

Informant 

.50 (.71) 

.79 (1.02) 

.53 (.80) 

.87 (1.05) 

1.09    

(.00) 
54.54*      

(.07) 

.36  

(.00) 

7)  Chronic emptiness 
Self 

Informant 

.40 (.69) 

.53 (.81) 

.37 (.67) 

.55 (.86) 

.01  

(.00) 
18.07*      

(.03) 

.42  

(.00) 

8)  Intense anger 
Self 

Informant 

.40 (.66) 

.62 (.98) 

.27 (.56) 

.42 (.82) 

13.85*  

(.02) 
23.70*     

(.03) 

1.03  

(.00) 

9)  Transient paranoia 
Self 

Informant 

.28 (.65) 

.43 (.85) 

.19 (.52) 

.40 (.80) 

1.91  

(.00) 
26.15*   

(.04) 

.69  

(.00) 

Total 

 

Self 

Informant 

 

 

4.66 (3.63) 

4.92 (4.39) 

 

 

3.21 (3.19) 

4.66 (4.82) 
12.51*   

(.02) 
19.07*     

(.03) 
9.20*  

(.01) 

Criteria Present 
Self 

Informant 

 

.38 (.73) 

.52 (.94) 

 

.18 (.56) 

.48 (.98) 
7.07*   

(.01) 
38.96*  

(.04) 

3.79  

(.01) 

Diagnostic Threshold 
Self 

Informant 

 

.00 (.06) 

.01 (.10) 

 

.00 (.00) 

.01 (.11) 
.00   

(.00) 

5.10       

(.01) 

.63   

(.00) 

Note. * = p < .01; Bold = significant in both split-half samples 
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Figure 6 

Self vs. Informant Reported Borderline Personality Disorder Severity across Gender 

 

 
  

Note. PD = Personality Disorder, MAPP = Multisource Assessment of Personality 

Pathology. Solid line = self-report. Dashed line = informant report. Difference in gender: 

sample 1: [F(1,694) = 3.62, p > .01] sample 2:  [F(1,693) = 12.51, p < .01]. Difference in 

perspective:  sample 1: [F(1,694) = 46.67, p < .01] sample 2: [F(1,693) = 19.07, p < .01]. 

Interaction Gender X Perspective = sample 1: [F(1,694) = 13.10, p < .01] sample 2: 

[F(1,693) = 9.20, p < .01]. 
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Figure 7 

Self vs. Informant Reported Borderline Personality Disorder Severity across Gender: Criterion 1 

 

 
 

  Note. PD = Personality Disorder, MAPP = Multisource Assessment of Personality 

Pathology. Solid line = self-report. Dashed line = informant report. Difference in 

gender: sample 1: [F(1,694) = 31.09, p < .01] sample 2:  [F(1,693) = 49.29, p < .01]. 
Difference in perspective:  sample 1: [F(1,694) = 16.15, p < .01] sample 2: [F(1,693) 

= 3.07, p > .01]. Interaction Gender X Perspective = sample 1: [F(1,694) = 18.22, p 

< .01] sample 2: [F(1,693) = 29.13, p > .01]. 
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Figure 8 

Self vs. Informant Reported Borderline Personality Disorder Severity across Gender: Criterion 4 

 

 
  

Note. PD = Personality Disorder, MAPP = Multisource Assessment of Personality 

Pathology. Solid line = self-report. Dashed line = informant report. Difference in gender: 

sample 1: [F(1,694) = 7.83, p < .01] sample 2:  [F(1,693) = 19.74, p < .01]. Difference 

in perspective:  sample 1: [F(1,694) = .05, p > .01] sample 2: [F(1,693) = .65, p > .01]. 

Interaction Gender X Perspective = sample 1: [F(1,694) = 10.83, p < .01] sample 2: 

[F(1,693) = 1.69, p > .01]. 
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Histrionic Personality Disorder 

  Findings from a two by two (Gender x Perspective) ANOVA of the histrionic PD 

dimension did not reveal a significant interaction across gender and perspective (Tables 6a and 

6b). There were however two notable statistically significant main effects. Item level analyses 

revealed a gender difference for flirtatiousness (Figure 9), in that men and their informants 

produced higher scores than did women, sample 1: F(1,698) = 26.63, p < .01 sample 2:  F(1,690) 

= 36.96, p < .01. A significant main effect was also found for perspective for the histrionic PD 

criterion self-dramatization (Figure 10). Informants reported a higher occurrence of self-

dramatization than targets did about themselves, sample 1: F(1,698) = 9.21, p < .01 sample 2: 

F(1,690) = 7.79, p < .01.  
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Table 6a  

Self vs. Informant Reported Histrionic Personality Disorder Severity across Gender (sample 1) 

Item  
Men 

n = 308 

Women 

n = 390 

F for 

Gender 

F for 

Perspective 

F for 

G X P 

1)  Attention-seeking 
Self 

Informant 

.54 (.84) 

.57 (.88) 

.37 (.67) 

.54 (.93) 

3.96    

(.01) 

6.30      

(.01) 

2.71  

(.00) 

2)  Flirtatiousness 
Self 

Informant 

.72 (.97) 

.61 (.89) 

.35 (.65) 

.46 (.82) 
26.63*  

(.04) 

.00       

(.00) 

8.96  

(.01) 

3)  rapid/shallow emotions 
Self 

Informant 

1.27 (.95) 

1.37 (1.14) 

1.39 (1.00) 

1.59 (1.20) 

7.86*     

(.01) 

7.04*     

(.01) 

.69  

(.00) 

4)  Uses body for attention 
Self 

Informant 

.51 (.80) 

.37 (.73) 

.49 (.75) 

.49 (.85) 

1.26   

(.00) 

3.37     

(.01) 

3.13   

(.00) 

5)  Impressionistic speech 
Self 

Informant 

.83 (.82) 

.91 (.96) 

.86 (.86) 

.92 (1.01) 

.08   

(.00) 

1.99      

(.00) 

.07  

(.00) 

6)  Self-dramatization 
Self 

Informant 

.94 (.90) 

.96 (1.08) 

.83 (.87) 

1.11 (1.06) 

.07   

(.00) 
9.21*   

(.01) 

6.91*  

(.01) 

7)  Suggestibility 
Self 

Informant 

.69 (.77) 

.60 (.85) 

.64 (.73) 

.65 (.87) 

.01  

(.00) 

1.22     

(.00) 

1.86  

(.00) 

8)  Intimacy assumptions 
Self 

Informant 

.85 (.93) 

.73 (.94) 

.85 (.93) 

.85 (1.02) 

.92   

(.00) 

1.81     

(.00) 

1.97  

(.00) 

Total 

 

Self 

Informant 

 

 

6.36 (4.16) 

6.13 (4.33) 

 

 

5.78 (3.56) 

6.59 (4.77) 
.06  

(.00) 

2.06      

(.00) 

6.65  

(.01) 

Criteria Present 
Self 

Informant 

 

.45 (.98) 

.60 (.98) 

 

.36 (.74) 

.73 (1.13) 
.14  

(.00) 
30.33*   

(.04) 

5.45 

(.01) 

Diagnostic Threshold 
Self 

Informant 

 

.02 (.13) 

.01 (.10) 

 

 

.00 (.05) 

.01 (.09) 

 

2.52   

(.00) 

.02       

(.00) 

1.35  

(.00) 

Note. * = p < .01; Bold = significant in both split-half samples 
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Table 6b  

Self vs. Informant Reported Histrionic Personality Disorder Severity across Gender (sample 2) 

Item  
Men 

n = 319 

Women 

n = 371 

F for 

Gender 

F for 

Perspective 

F for 

G X P 

1)  Attention-seeking 
Self 

Informant 

.48 (.76) 

.73 (1.07) 

.34 (.59) 

.64 (.99) 

5.26   

(.01) 

42.49*     

(.06) 

.40  

(.00) 

2)  Flirtatiousness 
Self 

Informant 

.81 (.98) 

.70 (1.02) 

.40 (.69) 

.47 (.81) 
36.96*   

(.05) 

.26       

(.00) 

4.53 

(.01) 

3)  rapid/shallow emotions 
Self 

Informant 

1.41 (1.09) 

1.34 (1.13) 

1.35 (.96) 

1.54 (1.15) 

1.31   

(.00) 

1.11     

(.00) 

5.57  

(.01) 

4)  Uses body for attention 
Self 

Informant 

.48 (.73) 

.47 (.87) 

.46 (.70) 

.57 (.94) 

.78   

(.00) 

1.60     

(.00) 

2.27  

(.00) 

5)  Impressionistic speech 
Self 

Informant 

.88 (.83) 

1.01 (1.07) 

.73 (.81) 

.98 (1.00) 

2.90   

(.00) 

15.10*    

(.02) 

1.46  

(.00) 

6)  Self-dramatization 
Self 

Informant 

1.01 (.95) 

1.02 (1.12) 

.85 (.90) 

1.12 (1.08) 

.16    

(.00) 
7.79*     

(.01) 

6.47  

(.01) 

7)  Suggestibility 
Self 

Informant 

.64 (.78) 

.63 (.88) 

.64 (.70) 

.71 (.86) 

.77   

(.00) 

.60       

(.00) 

1.01  

(.00) 

8)  Intimacy assumptions 
Self 

Informant 

.72 (.88) 

.74 (.99) 

.73 (.87) 

.95 (1.05) 

3.55   

(.01) 

7.36*    

(.01) 

4.62  

(.01) 

Total 

 

Self 

Informant 

 

 

6.41 (3.99) 

6.63 (4.76) 

 

 

5.50 (3.48) 

6.98 (4.95) 
1.19  

(.00) 

17.30*  

(.03) 

9.51*  

(.01) 

Criteria Present 
Self 

Informant 

 

.50 (.97) 

.75 (1.18) 

 

.33 (.70) 

.77 (1.26) 
1.77   

(.00) 
41.42*   

(.06) 

3.23  

(.01) 

Diagnostic Threshold 
Self 

Informant 

 

.01 (.10) 

.01 (.10) 

 

 

.00 (.00) 

.02 (.15) 

 

.00   

(.00) 

4.86     

(.01) 

2.70   

(.00) 

Note. * = p < .01; Bold = significant in both split-half samples 
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Figure 9 

Self vs. Informant Reported Histrionic Personality Disorder Severity across Gender: Criterion 2 

 

 
  

Note. PD = Personality Disorder, MAPP = Multisource Assessment of Personality 

Pathology. Solid line = self-report. Dashed line = informant report. Difference in 

gender: sample 1: [F(1,698) = 26.63, p < .01] sample 2:  [F(1,690) = 36.96, p < .01]. 
Difference in perspective:  sample 1: [F(1,698) = .00, p > .01] sample 2: [F(1,690) = .26, 

p > .01]. Interaction Gender X Perspective = sample 1: [F(1,698) = 8.96, p > .01] sample 

2: [F(1,690) = 4.53, p > .01]. 
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Figure 10 

Self vs. Informant Reported Histrionic Personality Disorder Severity across Gender: Criterion 6

 
 

  

Note. PD = Personality Disorder, MAPP = Multisource Assessment of Personality 

Pathology. Solid line = self-report. Dashed line = informant report. Difference in 

gender: sample 1: [F(1,698) = .07, p > .01] sample 2:  [F(1,690) = .16, p > .01]. 

Difference in perspective:  sample 1: [F(1,698) = 9.21, p < .01] sample 2: [F(1,690) 

= 7.79, p < .01]. Interaction Gender X Perspective = sample 1: [F(1,698) = 6.91, p < 

.01] sample 2: [F(1,690) = 6.47, p > .01]. 
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Narcissistic Personality Disorder 

  Findings from a two by two (Gender x Perspective) ANOVA of the narcissistic PD 

dimension did not reveal a significant interaction across gender and perspective (Tables 7a and 

7b). There was a statistically significant main effect for perspective (see Figure 11), in that 

informants tended to report higher levels of narcissistic PD severity than did selves, sample 1: 

F(1,690) = 18.21, p < .01 sample 2: F(1,684) = 42.89, p < .01. This effect was replicated at the 

level of total number of criteria endorsed, sample 1: F(1,690) = 59.07, p < .01 sample 2: 

F(1,684) = 57.67, p < .01. Furthermore, the effect was also replicated at the diagnostic threshold 

level, treating the syndrome as present or absent, sample 1: F(1,690) = 11.78, p < .01 sample 2: 

F(1,684) = 24.01, p < .01. These results suggest that one may draw an entirely different 

conclusion about a person’s level of narcissism depending upon the perspective of the 

assessment.  

 Analyses of the individual items revealed that particular criteria had statistically 

significant main effects for gender or perspective. Informants, in all instances, reported higher 

levels of grandiosity, uniqueness beliefs, entitlement, exploitative behaviors, and enviousness, 

than was observed in self-report (see Tables 7a and 7b for values). Two narcissistic PD criteria 

also had significant main effects for gender: lacking in empathy and arrogant behaviors. In both 

cases, men and their informants reported more severely lacking empathy and more frequently 

displaying arrogant behaviors than did women (see Tables 7a and 7b for values).  
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Table 7a  

Self vs. Informant Reported Narcissistic Personality Disorder Severity across Gender (sample 1) 

Item  
Men 

n = 304 

Women 

n = 386 

F for 

Gender 

F for 

Perspective 

F for 

G X P 

1)  Grandiosity 
Self 

Informant 

.49 (.82) 

.54 (.80) 

.31 (.61) 

.51 (.90) 

5.12  

(.01) 
10.41*  

(.02) 

3.53  

(.01) 

2)  Fantasies of success 
Self 

Informant 

.68 (.79) 

.66 (.91) 

.58 (.76) 

.64 (.82) 

1.60  

(.00) 

.24       

(.00) 

.96  

(.00) 

3)  Uniqueness beliefs 
Self 

Informant 

.32 (.67) 

.43 (.82) 

.26 (.64) 

.47 (.89) 

.02   

(.00) 
17.03*    

(.02) 

1.61  

(.00) 

4)  Requires admiration 
Self 

Informant 

1.17 (.97) 

1.34 (1.15) 

1.25 (1.00) 

1.34 (1.19) 

.33    

(.00) 

6.11     

(.01) 

.69  

(.00) 

5)  Entitlement 
Self 

Informant 

.42 (.68) 

.69 (.92) 

.39 (.68) 

.63 (1.00) 

.74   

(.00) 
38.77*     

(.05) 

.10 

(.00) 

6)  Exploitative 
Self 

Informant 

.21 (.52) 

.36 (.72) 

.11 (.39) 

.37 (.81) 

3.15    

(.00) 
40.84*   

(.06) 

3.15  

(.01) 

7)  Lacks empathy 
Self 

Informant 

1.21 (.94) 

1.15 (1.09) 

1.09 (.88) 

.91 (.96) 
10.18*    

(.02) 

5.61     

(.01) 

1.36  

(.00) 

8)  Envious 
Self 

Informant 

.03 (.16) 

.04 (.20) 

.01 (.11) 

.06 (.24) 

.09   

(.00) 
11.22*     

(.02) 

2.80   

(.00) 

9)  Arrogant behaviors 
Self 

Informant 

.84 (.95) 

.87 (1.02) 

.59 (.83) 

.80 (1.05) 
7.80*     

(.01) 

5.76     

(.01) 

3.24  

(.01) 

Total 

 

Self 

Informant 

 

 

7.38 (4.71) 

8.26 (5.90) 

 

 

6.48 (4.22) 

7.91 (6.56) 

3.88   

(.01) 
18.21*     
(.03) 

1.03  

(.00) 

Criteria Present 
Self 

Informant 

 

.48 (.83) 

.82 (1.17) 

 

.35 (.66) 

.78 (1.23) 

2.14   

(.00) 
59.07*     

(.08) 

.63  

(.00) 

Diagnostic Threshold 
Self 

Informant 

 

.00 (.00) 

.02 (.13) 

 

 

.00 (.05) 

.03 (.16) 

 

1.09   

(.00) 
11.78*    

(.02) 

.35   

(.00) 

Note. * = p < .01; Bold = significant in both split-half samples 

 

  



 

74 

 

Table 7b  

Self vs. Informant Reported Narcissistic Personality Disorder Severity across Gender (sample 2) 

Item  
Men 

n = 310 

Women 

n = 374 

F for 

Gender 

F for 

Perspective 

F for 

G X P 

1)  Grandiosity 
Self 

Informant 

.60 (.91) 

.73 (1.10) 

.29 (.57) 

.44 (.85) 

37.09*  

(.05) 
10.75*   

(.02) 

.11 

(.00) 

2)  Fantasies of success 
Self 

Informant 

.59 (.79) 

.64 (.92) 

.48 (.69) 

.68 (.87) 

.44  

(.00) 

10.33*   

(.02) 

3.96  

(.01) 

3)  Uniqueness beliefs 
Self 

Informant 

.35 (.76) 

.40 (.85) 

.19 (.52) 

.43 (.85) 

2.38   

(.00) 
248.37*    

(.02) 

2.38  

(.01) 

4)  Requires admiration 
Self 

Informant 

1.35 (1.04) 

1.50 (1.34) 

1.14 (.90) 

1.44 (1.24) 

4.13   

(.01) 

14.93*   

(.02) 

1.90  

(.00) 

5)  Entitlement 
Self 

Informant 

.40 (.67) 

.86 (1.11) 

.31 (.64) 

.67 (.97) 

8.50*   

(.01) 
77.11*    

(.10) 

1.22  

(.00) 

6)  Exploitative 
Self 

Informant 

.25 (.60) 

.43 (.86) 

.07 (.31) 

.39 (.86) 

7.63*   

(.01) 
50.07*   

(.07) 

4.28  

(.01) 

7)  Lacks empathy 
Self 

Informant 

1.22 (.96) 

1.24 (1.13) 

1.00 (.94) 

.96 (.99) 
20.77*    

(.03) 

.02       

(.00) 

.38   

(.00) 

8)  Envious 
Self 

Informant 

.03 (.16) 

.06 (.28) 

.02 (.13) 

.07 (.29) 

.00   

(.00) 
16.60*   

(.02) 

.71  

(.00) 

9)  Arrogant behaviors 
Self 

Informant 

.87 (.94) 

.93 (1.09) 

.56 (.80) 

.80 (1.01) 
16.71*   

(.02) 

8.90*   

(.01) 

3.83  

(.01) 

Total 

 

Self 

Informant 

 

 

7.80 (5.00) 

9.25 (7.40) 

 

 

5.75 (3.88) 

8.31 (6.81) 
20.06*  

(.03) 
42.89*   

(.06) 

3.28  

(.01) 

Criteria Present 
Self 

Informant 

 

.61 (.98) 

1.07 (1.54) 

 

.29 (.63) 

.79 (1.40) 
20.50*    

(.03) 
57.67*    

(.08) 

.11  

(.00) 

Diagnostic Threshold 
Self 

Informant 

 

.01 (.08) 

.05 (.22) 

 

 

.00 (.05) 

.04 (.20) 

 

.84   

(.00) 
24.01*    

(.03) 

.21  

(.00) 

Note. * = p < .01; Bold = significant in both split-half samples 
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Figure 11 

Self vs. Informant Reported Narcissistic Personality Disorder Severity across Gender 

 

 
  

Note. PD = Personality Disorder, MAPP = Multisource Assessment of Personality 

Pathology. Solid line = self-report. Dashed line = informant report. Difference in 

gender: sample 1: [F(1,690) = 3.88, p > .01] sample 2:  [F(1,684) = 20.06, p < .01]. 

Difference in perspective:  sample 1: [F(1,690) = 18.21, p < .01] sample 2: 

[F(1,684) = 42.89, p < .01]. Interaction Gender X Perspective = sample 1: [F(1,690) = 

1.03, p > .01] sample 2: [F(1,684) = 3.28, p > .01]. 
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Avoidant Personality Disorder 

  Findings from a two by two (Gender x Perspective) ANOVA of the avoidant PD 

dimension did not reveal a significant interaction across gender and perspective (Tables 8a and 

8b). There was one statistically significant main effects for perspective. A significant main effect 

was found for perspective for the avoidant PD criterion feelings of inadequacy (Figure 12). 

Targets self-reported a higher tendency to have feelings of inadequacy than did their informants, 

sample 1: F(1,701) = 57.04, p < .01 sample 2: F(1,705) = 29.35, p < .01.   
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Table 8a  

Self vs. Informant Reported Avoidant Personality Disorder Severity across Gender (sample 1) 

Item  
Men 

n = 308 

Women 

n = 393 

F for 

Gender 

F for 

Perspective 

F for 

G X P 

1)  Avoids interactions 
Self 

Informant 

.29 (.62) 

.26 (.64) 

.31 (.74) 

.28 (.63) 

.48   

(.00) 

.83       

(.00) 

.01  

(.00) 

2)  Needs acceptance 
Self 

Informant 

.50 (.77) 

.46 (.80) 

.47 (.77) 

.48 (.83) 

.05   

(.00) 

.19       

(.00) 

.40  

(.00) 

3)  Restraint with others 
Self 

Informant 

.34 (.65) 

.31 (.68) 

.36 (.70) 

.31 (.63) 

.07   

(.00) 

1.29      

(.00) 

.03  

(.00) 

4)  Fears rejection 
Self 

Informant 

73 (90) 

.81 (1.01) 

.84 (.92) 

.94 (1.02) 

4.16    

(.01) 

3.52     

(.01) 

.05  

(.00) 

5)  Feelings of inadequacy 
Self 

Informant 

.95 (1.06) 

.58 (.91) 

.96 (1.03) 

.63 (.97) 

.27   

(.00) 
57.04*      

(.08) 

.14  

(.00) 

6)  Views self as inferior 
Self 

Informant 

.93 (.90) 

.75 (.93) 

.98 (.95) 

.89 (1.03) 

2.82  

(.00) 

9.00*    

(.01) 

.75  

(.00) 

7)  Reluctance toward risk 
Self 

Informant 

.89 (.87) 

.64 (.83) 

.84 (.84) 

.73 (.85) 

.15   

(.00) 

16.98*   

(.02) 

2.80  

(.00) 

Total 

 

Self 

Informant 

 

 

4.63 (3.92) 

3.81 (4.03) 

 

 

4.76 (4.17) 

4.25 (4.26) 
1.34  

(.00) 

12.74*   

(.02) 

.73  

(.00) 

Criteria Present 
Self 

Informant 

 

.31 (.80) 

.31 (.80) 

 

.34 (.89) 

.37 (.85) 
1.00   

(.00) 

.17       

(.00) 

.11  

(.00) 

Diagnostic Threshold 
Self 

Informant 

 

.02 (.13) 

.02 (.13) 

 

 

.02 (.15) 

.02 (.13) 

 

.30   

(.00) 

.13       

(.00) 

.13   

(.00) 

Note. * = p < .01; Bold = significant in both split-half samples 
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Table 8b  

Self vs. Informant Reported Avoidant Personality Disorder Severity across Gender (sample 2) 

Item  
Men 

n = 322 

Women 

n = 383 

F for 

Gender 

F for 

Perspective 

F for 

G X P 

1)  Avoids interactions 
Self 

Informant 

.24 (.58) 

.28 (.62) 

.24 (.56) 

.32 (.70) 

.24   

(.00) 

3.22     

(.01) 

.27   

(.00) 

2)  Needs acceptance 
Self 

Informant 

.43 (.76) 

.41 (.81) 

.36 (.64) 

.50 (.79) 

.10  

(.00) 

2.32     

(.00) 

4.32   

(.01) 

3)  Restraint with others 
Self 

Informant 

.30 (.60) 

.29 (.68) 

.26 (.60) 

.35 (.68) 

.05   

(.00) 

1.40     

(.00) 

3.13   

(.00) 

4)  Fears rejection 
Self 

Informant 

.69 (.87) 

.83 (1.07) 

.77 (.89) 

1.03 (1.04) 

5.41  

(.01) 

19.21*   

(.03) 

1.76  

(.00) 

5)  Feelings of inadequacy 
Self 

Informant 

.83 (1.01) 

.48 (.83) 

.84 (1.02) 

.71 (.96) 

4.06  

(.01) 
29.35*   

(.04) 

5.85  

(.01) 

6)  Views self as inferior 
Self 

Informant 

.92 (.92) 

.70 (.94) 

.91 (.94) 

.96 (1.01) 

4.74   

(.01) 

3.48     

(.01) 

.9.14*  

(.01) 

7)  Reluctance toward risk 
Self 

Informant 

.84 (.86) 

.67 (.88) 

.73 (.80) 

.80 (.96) 

.04    

(.00) 

1.19     

(.00) 

7.73*  

(.01)  

Total 

 

Self 

Informant 

 

 

4.26 (3.87) 

3.67 (3.97) 

 

 

4.10 (3.78) 

4.67 (4.38) 
3.01   

(.00) 

.01       

(.00) 

9.95*  

(.01) 

Criteria Present 
Self 

Informant 

 

.26 (.80) 

.35 (.82) 

 

.28 (.81) 

.43 (.96) 
1.07   

(.00) 

8.03*   

(.01) 

.70  

(.00) 

Diagnostic Threshold 
Self 

Informant 

 

.02 (.15) 

.01 (.10) 

 

 

.02 (.12) 

.02 (.15) 

 

.34   

(.00) 

.10       

(.00) 

2.02   

(.00) 

Note. * = p < .01; Bold = significant in both split-half samples 
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Figure 12 

Self vs. Informant Reported Avoidant Personality Disorder Severity across Gender: Criterion 5 

 

 
 

  
Note. PD = Personality Disorder, MAPP = Multisource Assessment of 

Personality Pathology. Solid line = self-report. Dashed line = informant report. 

Difference in gender: sample 1: [F(1,701) = .27, p > .01] sample 2:  [F(1,705) = 

4.06, p > .01]. Difference in perspective:  sample 1: [F(1,701) = 57.04, p < 

.01] sample 2: [F(1,705) = 29.35, p < .01]. Interaction Gender X Perspective = 

sample 1: [F(1,701) = .14, p > .01] sample 2: [F(1,705) = 5.85, p > .01]. 
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Dependent Personality Disorder 

  Findings from a two by two (Gender x Perspective) ANOVA of the dependent PD 

dimension did not reveal a significant interaction across gender and perspective (Tables 9a and 

9b). There was a statistically significant main effect for perspective, in that informants tended to 

report higher levels of dependent PD severity than did selves, sample 1: F(1,691) = 9.26, p < .01 

sample 2:  F(1,689) = 38.54, p < .01. This effect was also replicated at the level of total number 

of criteria endorsed, sample 1: F(1,691) = 17.54, p < .01 sample 2:  F(1,689) = 37.27, p < .01. 

These findings underscore the importance of including informant perspectives to potentially 

detect dependent behaviors that selves may be unable or unwilling to report on.  

  Analyses of the individual items revealed that particular criteria had statistically 

significant main effects for gender or perspective. Informants, in all instances, reported higher 

levels of problems with decision making, diffusion of responsibility, requirements of nurturance, 

feelings of helplessness when alone, and fears of abandonment (see Tables 9a and 9b for values). 

Two dependent PD criteria also had significant main effects for gender: substantially increased 

need for relationships and fears of abandonment. Men and their informants reported more 

severely needing relationships than did women (Figure 13). On the other hand, women and their 

informants reported more severe fears of abandonment than did men (Figure 14). These findings 

potentially shed light on the ways men and women tend to differ in their presentation and 

experience of dependent PD.  
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Table 9a  

Self vs. Informant Reported Dependent Personality Disorder Severity across Gender (sample 1) 

Item  
Men 

n = 300 

Women 

n = 391 

F for 

Gender 

F for 

Perspective 

F for 

G X P 

1)  Decision problems 
Self 

Informant 

.35 (.67) 

.39 (.69) 

.31 (.64) 

.48 (.81) 

.35   

(.00) 
8.76*   

(.01) 

3.01  

(.00) 

2)  Diffuses responsibility 
Self 

Informant 

.42 (.70) 

.62 (.99) 

.44 (.68) 

.46 (.78) 

2.39  

(.00) 
9.10*   

(.01) 

6.43  

(.01) 

3)  Inability to disagree 
Self 

Informant 

.49 (.73) 

.38 (.70) 

.58 (.85) 

.49 (.78) 

4.91   

(.01) 

6.98*   

(.01) 

.10  

(.00) 

4)  Fear of independence 
Self 

Informant 

.31 (.60) 

.33 (.62) 

.32 (.59) 

.34 (.70) 

.09   

(.00) 

.24       

(.00) 

.01  

(.00) 

5)  Requires nurturance 
Self 

Informant 

.12 (.44) 

.20 (.59) 

.11 (.40) 

.18 (.55) 

.41  

(.00) 
7.61*   

(.01) 

.01  

(.00) 

6)  Feels helpless alone 
Self 

Informant 

.17 (.54) 

.27 (.60) 

.22 (.51) 

.39 (.77) 

5.74  

(.01) 
19.66*   

(.03) 

1.29  

(.00) 

7)  Requires relationships 
Self 

Informant 

.71 (.97) 

.63 (1.05) 

.28 (.62) 

.32 (.67) 
58.47*   

(.08) 

.22       

(.00) 

2.13  

(.00) 

8)  Fears of abandonment 
Self 

Informant 

.38 (.71) 

.53 (.89) 

.56 (.82) 

.79 (1.07) 
16.84*   

(.02) 
20.61*   

(.03) 

.92  

(.00) 

Total 

 

Self 

Informant 

 

 

2.95 (3.20) 

3.34 (3.84) 

 

 

2.81 (3.07) 

3.44 (3.96) 
.01  

(.00) 
9.26*   

(.01) 

.47  

(.00) 

Criteria Present 
Self 

Informant 

 

.18 (.57) 

.31 (.72) 

 

.15 (.52) 

.29 (.78) 
.45  

(.00) 
17.54*   

(.03) 

.00   

(.00) 

Diagnostic Threshold 
Self 

Informant 

 

.00 (.06) 

.01 (.08) 

 

 

.00 (.00) 

.01 (.07) 

 

.56   

(.00) 

1.67     

(.00) 

.07  

(.00) 

Note. * = p < .01; Bold = significant in both split-half samples 
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Table 9b  

Self vs. Informant Reported Dependent Personality Disorder Severity across Gender (sample 2) 

Item  
Men 

n = 313 

Women 

n = 376 

F for 

Gender 

F for 

Perspective 

F for 

G X P 

1)  Decision problems 
Self 

Informant 

.35 (.66) 

.41 (.76) 

.30 (.57) 

.47 (.79) 

.02  

(.00) 
10.17*   

(.02) 

2.37 

(.00) 

2)  Diffuses responsibility 
Self 

Informant 

.43 (.69) 

.63 (.95) 

.37 (.62) 

.55 (.87) 

2.14  

(.00) 
24.62*   

(.04) 

.17 

(.00) 

3)  Inability to disagree 
Self 

Informant 

.44 (.70) 

.41 (.78) 

.54 (.79) 

.61 (.85) 

10.70*   

(.02) 

.23       

(.00) 

1.48 

(.00) 

4)  Fear of independence 
Self 

Informant 

.26 (.57) 

.37 (.77) 

.29 (.56) 

.41 (.79) 

.76   

(.00) 

11.66*   

(.02) 

.04  

(.00) 

5)  Requires nurturance 
Self 

Informant 

.16 (.53) 

.28 (.76) 

.05 (.23) 

.24 (.66) 

5.80   

(.01) 
28.19*   

(.04) 

1.75  

(.00) 

6)  Feels helpless alone 
Self 

Informant 

.12 (.41) 

.34 (.75) 

.19 (.48) 

.43 (.75) 

4.60   

(.01) 
55.60*   

(.08) 

.25  

(.00) 

7)  Requires relationships 
Self 

Informant 

.67 (.98) 

.59 (1.11) 

.26 (.58) 

.40 (.83) 
34.28*  

(.05) 

.71       

(.00) 

6.44  

(.01) 

8)  Fears of abandonment 
Self 

Informant 

.42 (.76) 

.59 (.97) 

.52 (.86) 

.88 (1.07) 
12.33*   

(.02) 
33.96*   

(.05) 

4.38 

(.01) 

Total 

 

Self 

Informant 

 

 

2.86 (3.15) 

3.62 (4.55) 

 

 

2.51 (2.88) 

3.98 (4.35) 
.00   

(.00) 
38.54*   

(.05) 

.3.80  

(.01) 

Criteria Present 
Self 

Informant 

 

.17 (.51) 

.41 (1.01) 

 

.13 (.47) 

.35 (.86) 
1.28  

(.00) 
37.27*   

(.05) 

.03   

(.00) 

Diagnostic Threshold 
Self 

Informant 

 

.00 (.00) 

.01 (.11) 

 

 

.00 (.05) 

.01 (.09) 

 

.07   

(.00) 

4.84     

(.01)  

.82  

(.00) 

Note. * = p < .01; Bold = significant in both split-half samples 
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Figure 13 

Self vs. Informant Reported Dependent Personality Disorder Severity across Gender: Criterion 7 

 

 
 

  
Note. PD = Personality Disorder, MAPP = Multisource Assessment of Personality 

Pathology. Solid line = self-report. Dashed line = informant report. Difference in 

gender: sample 1: [F(1,691) = 58.47, p < .01] sample 2:  [F(1,689) = 34.28, p < .01]. 

Difference in perspective:  sample 1: [F(1,691) = .22, p > .01] sample 2: [F(1,689) = 

57.04, p > .01]. Interaction Gender X Perspective = sample 1: [F(1,691) = 2.13, p > 

.01] sample 2: [F(1,689) = 6.44, p > .01]. 
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Figure 14 

Self vs. Informant Reported Dependent Personality Disorder Severity across Gender: Criterion 8 

 

 
  

Note. PD = Personality Disorder, MAPP = Multisource Assessment of Personality 

Pathology. Solid line = self-report. Dashed line = informant report. Difference in 

gender: sample 1: [F(1,691) = 16.84, p < .01] sample 2:  [F(1,689) = 12.33, p < .01]. 

Difference in perspective:  sample 1: [F(1,691) = 20.61, p < .01] sample 2: [F(1,689) 

= 33.96, p < .01]. Interaction Gender X Perspective = sample 1: [F(1,691) = .92, p > .01] 

sample 2: [F(1,689) = 4.38, p > .01]. 
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Obsessive Compulsive Personality Disorder 

  Findings from a two by two (Gender x Perspective) ANOVA of the obsessive 

compulsive PD dimension did not reveal a significant interaction across gender and perspective 

(Tables 10a and 10b). There was a statistically significant main effect for perspective (Figure 

15), in that informants tended to report higher levels of obsessive compulsive PD severity than 

did selves, sample 1: F(1,693) = 55.61, p < .01 sample 2: F(1,689) = 53.82, p < .01. This effect 

was replicated at the level of total number of criteria endorsed, sample 1: F(1,693) = 120.32, p < 

.01 sample 2: F(1,689) = 100.03, p < .01. Furthermore, the effect was also replicated at the 

diagnostic threshold level, treating the syndrome as present or absent, sample 1: F(1,693) = 

16.65, p < .01 sample 2: F(1,689) = 24.30, p < .01. These results suggest that one may draw an 

entirely different conclusion about a person’s obsessive compulsive PD severity, including 

whether or not they meet criteria for the diagnosis, depending upon the perspective of the 

assessment.  

  Analyses of the individual items revealed that particular criteria had statistically 

significant main effects for gender or perspective. Informants, in all instances, reported higher 

preoccupation with details, inflexibility, hoarding, and stubbornness than did selves (see Tables 

10a and 10b for values). Stubbornness was reported to be more severe for men and their 

informants than for women, sample 1: F(1,693) = 9.39, p < .01 sample 2: F(1,689) = 25.78, p < 

.01.  

 

  



 

86 

 

Table 10a  

Self vs. Informant Reported Obsessive-Compulsive Personality Disorder Severity across Gender 

(sample 1) 

Item  
Men 

n = 306 

Women 

n = 387 

F for 

Gender 

F for 

Perspective 

F for 

G X P 

1)  Preoccupied by details 
Self 

Informant 

1.24 (1.05) 

1.39 (1.25) 

1.18 (1.10) 

1.61 (1.34) 

1.61  

(.00) 
23.56*  

(.03) 

5.55  

(.01) 

2)  Perfectionism 
Self 

Informant 

.87 (.95) 

.94 (1.06) 

.88 (.94) 

.87 (1.08) 

.20    

(.00) 

.38       

(.00) 

.60  

(.00) 

3)  Excessively productive 
Self 

Informant 

.82 (.92) 

.87 (1.06) 

.58 (.83) 

.79 (1.08) 

7.56*   

(.01) 

7.20*   

(.01) 

2.89  

(.00) 

4)  Inflexible 
Self 

Informant 

1.61 (1.16) 

2.20 (1.35) 

1.63 (1.18) 

2.49 (1.28) 

4.50  

(.01) 
134.02*  

(.16) 

4.87  

(.01) 

5)  Hoards useless objects 
Self 

Informant 

1.24 (1.23) 

1.40 (1.39) 

1.09 (1.13) 

1.45 (1.34) 

.34  

(.00) 
19.64*   

(.03) 

2.79  

(.00) 

6)  Reluctant to delegate  
Self 

Informant 

1.14 (.90) 

1.06 (1.04) 

1.07 (.94) 

1.11 (1.11) 

.05   

(.00) 

.10       

(.00) 

1.20  

(.00) 

7)  Miserly spending style 
Self 

Informant 

.1.56 (1.14) 

1.70 (1.30) 

1.27 (1.09) 

1.47 (1.30) 

12.94*  

(.02) 

8.43*   

(.01) 

.23  

(.00) 

8)  Stubbornness 
Self 

Informant 

1.40 (.95) 

1.53 (1.08) 

1.15 (.86) 

1.41 (1.20) 
9.39*   

(.01) 
13.88*   

(.02) 

1.54  

(.00) 

Total 

 

Self 

Informant 

 

 

9.87 (4.49) 

11.08 (5.00) 

 

 

8.86 (4.49) 

11.20 (5.14) 
2.55   

(.00) 
55.61*   

(.07) 

5.71 

(.01) 

Criteria Present 
Self 

Informant 

 

1.15 (1.32) 

1.76 (1.48) 

 

.93 (1.20) 

1.84 (1.50) 
.79  

(.00) 
120.32*  

(.15) 

5.01 

(.01) 

Diagnostic Threshold 
Self 

Informant 

 

.07 (.26) 

.12 (.33) 

 

 

.05 (.22) 

.13 (.33) 

 

.21  

(.00) 
16.63*   

(.02) 

.73  

(.00) 

Note. * = p < .01; Bold = significant in both split-half samples 
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Table 10b  

Self vs. Informant Reported Obsessive-Compulsive Personality Disorder Severity across Gender 

(sample 2) 

Item  
Men 

n = 317 

Women 

n = 372 

F for 

Gender 

F for 

Perspective 

F for 

G X P 

1)  Preoccupied by details 
Self 

Informant 

1.25 (1.00) 

1.32 (1.27) 

1.17 (1.08) 

1.55 (1.25) 

1.22  

(.00) 
15.55*   

(.02) 

7.71*   

(.01) 

2)  Perfectionism 
Self 

Informant 

.95 (.97) 

.92 (1.11) 

.71 (.87) 

.78 (.95) 

10.95*    

(.02) 

.22       

(.00) 

1.01  

(.00) 

3)  Excessively productive 
Self 

Informant 

.78 (.93) 

.83 (1.05) 

.62 (.84) 

.72 (.97) 

5.82    

(.00) 

2.61     

(.00) 

.14  

(.00) 

4)  Inflexible 
Self 

Informant 

1.82 (1.23) 

2.20 (1.28) 

1.55 (1.14) 

2.27 (1.34) 

1.76  

(.00) 
75.47*  

(.10) 

7.40*  

(.01) 

5)  Hoards useless objects 
Self 

Informant 

1.21 (1.20) 

1.48 (1.38) 

.99 (1.14) 

1.45 (1.31) 

2.47  

(.00) 
44.68*  

(.06) 

3.16  

(.01) 

6)  Reluctant to delegate  
Self 

Informant 

1.11 (.97) 

1.02 (1.10) 

1.09 (.95) 

1.17 (1.01) 

1.39   

(.00) 

.03       

(.00) 

2.62  

(.00) 

7)  Miserly spending style 
Self 

Informant 

.1.53 (1.13) 

1.50 (1.32) 

1.31 (1.08) 

1.60 (1.25) 

.80   

(.00) 

5.21     

(.01) 

7.78*  

(.01) 

8)  Stubbornness 
Self 

Informant 

1.41 (.95) 

1.62 (1.17) 

1.07 (.87) 

1.36 (1.07) 
25.78*   

(.04) 
25.78*   

(.04) 

.68  

(.00) 

Total 

 

Self 

Informant 

 

 

10.06 (4.52) 

10.90 (5.02) 

 

 

8.52 (4.25) 

10.90 

(4.67) 

7.76*  

(.02) 
53.82*  

(.07) 

12.42*  

(.02) 

Criteria Present 
Self 

Informant 

 

1.26 (1.40) 

1.80 (1.58) 

 

.86 (1.15) 

1.65 (1.42) 
11.14*  

(.02) 
100.03*  

(.13) 

3.35  

(.01) 

Diagnostic Threshold 
Self 

Informant 

 

.07 (.26) 

.14 (.34) 

 

 

.03 (.18) 

.11 (.31) 

 

3.82  

(.01) 
24.30*  

(.03) 

.19  

(.00) 

Note. * = p < .01; Bold = significant in both split-half samples 

 

  



 

88 

 

Figure 15 

Self vs. Informant Reported Obsessive Compulsive Personality Disorder Severity across Gender 

 

 
  

Note. PD = Personality Disorder, MAPP = Multisource Assessment of Personality 

Pathology. Solid line = self-report. Dashed line = informant report. Difference in 

gender: sample 1: [F(1,693) = 2.55, p > .01] sample 2:  [F(1,689) = 7.76, p < .01]. 

Difference in perspective:  sample 1: [F(1,693) = 55.61, p < .01] sample 2: 

[F(1,689) = 53.82, p < .01]. Interaction Gender X Perspective = sample 1: [F(1,693) = 

5.71, p > .01] sample 2: [F(1,689) = 12.42, p < .01]. 
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Differential Item Functioning Analyses 

  IRT analyses of DIF rest on the assumption that items on a scale are unidimensional. It 

has been recommended that this assumption is evaluated using multiple criteria (Gessaroli and 

De Champlain 1996; Fabrigar et al. 1999; Davison and Sireci, 2000). Thus, a series of EFAs 

were first conducted using the ratio of the first and second eigenvalues as an index of 

unidimensionality (Lord, 1980; Lumsden, 1957, 1961). If the ratio of the first to second 

eigenvalue was greater than three, the PD would be considered reasonably unidimensional. This 

ratio of first to second eigenvalues-greater than three rule has been cited as commonly applied in 

reviews of the literature on testing of unidimensionality (Slocum-Gori & Zumbo, 2011). The 

results of the EFAs for all of the PDs along with the ratios of the first to second eigenvalue are 

presented below in Table 11. Nine of the ten PDs did not have ratios larger than three, and were 

therefore not considered to be sufficiently unidimensional. This finding is consistent with many 

studies in the previous literature that have suggested PDs are potentially multidimensional (e.g. 

Chmielewski & Watson, 2008). If the EFAs revealed sufficient fit, the PDs would have been 

subjected to a series of CFAs that evaluate unidimensionality using the guidelines outlined by Hu 

and Bentler (1999), which have been critiqued for noted challenges with regard to fitting 

personality questionnaire data (Heene et al., 2011; Marsh, 2004; Marsh et al., 2009). The only 

PD that the EFAs revealed to have sufficient unidimensionality was Avoidant PD. Avoidant PD 

had no significant differences across gender (Tables 8a and 8b). Given that only one PD with no 

gender related significant differences was found to be sufficiently unidimensional, the remaining 

IRT analyses of DIF across gender were not conducted in the present study.   
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Table 11 

Summary of Exploratory Factor Analysis Results for Personality Disorders 

 Eigenvalues  

Personality Disorder Factor 1  Factor 2 Ratio 

Paranoid 2.60 .95 2.74 

Schizoid  2.25 1.04 2.16 

Schizotypal 2.80 1.16 2.41 

Antisocial 1.80 1.08 1.67 

Borderline 2.97 1.01 2.94 

Histrionic 2.60 1.07 2.43 

Narcissistic 2.82 .98 2.88 

Avoidant 3.34 .75 4.45 

Dependent 2.97 .99 3.00 

Obsessive Compulsive 2.41 .99 2.43 

Note: maximum likelihood extraction method. 
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Table 12  

Summary of Self vs. Informant Reported PD Severity across Gender for all PDs 

 

Personality Disorder 

 

 

F for Gender 

 

 

F for Perspective 

 

 

F for Gender X 

Perspective 

 

Paranoid 
.18 (.00),  

2.79 (.00) 
48.62* (.07),  

55.69* (.08) 

1.29 (.00),  

7.01* (.01) 

Schizoid 
10.05* (.02),  

.38 (.00) 

3.36 (.01),  

6.64 (.01) 

2.18 (.00),  

1.64 (.00) 

Schizotypal 
2.14 (.00),  

1.13 (.00) 
14.12* (.02),  

9.76* (.01) 

9.73* (.01),  

14.47* (.02) 

Antisocial 
20.63* (.03),  

29.47* (.04) 

6.28 (.01),  

16.19* (.02) 

.43 (.00),  

.17 (.00) 

Borderline 
3.62 (.00),  

12.51* (.02) 
46.67* (.06),  

19.07* (.03) 

13.10* (.02),  

9.20* (.01) 

Histrionic 
.06 (.00),  

1.19 (.00) 

2.06 (.00),  

17.30* (.03) 

6.65 (.01),  

9.51* (.01) 

Narcissistic 
3.88 (.01),  

20.06* (.03) 
18.21* (.03),  

42.89* (.06) 

1.03 (.00),  

3.28 (.01) 

Avoidant 
1.34 (.00),  

3.01 (.00) 

12.74* (.02),  

.01 (.00) 

.73 (.00),  

9.95* (.01) 

Dependent 
.01 (.00),  

.00 (.00) 
9.26* (.01),  

38.54* (.05) 

.47 (.00),  

3.80 (.01) 

Obsessive 

Compulsive 

2.55 (.00),  

7.76* (.02) 
55.61* (.07),  

53.82* (.07) 

5.71 (.01),  

12.42* (.02) 

Note. * = p < .01; Bold = significant in both split-half samples 
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4. DISCUSSION 

The literature on PDs lacks clarity on gender differences in prevalence and presentation 

due to over-reliance on self-report, which is limited by the individual’s insight and willingness to 

report, and to a tendency to only consider PDs categorically rather than dimensionally, which 

lacks precision and discounts potentially important subthreshold information. The current 

investigation attempted to provide clarity to this literature by analyzing PD features both 

categorically and dimensionally using both self- and informant reported perspectives. Given that 

sampling biases have been found to distort measurements of PD pathology as they relate to 

gender (e.g. Morey, Alexander, & Boggs, 2005; Widiger, 1998), the present study used an 

epidemiological sample that was carefully selected to accurately represent the gender and racial 

proportions of the greater population it was drawn from. The results of this study aim to inform 

the body of literature on PDs by providing information on the prevalence of PDs across gender, 

identifying particular symptoms that may be experienced at different rates and different 

severities across gender, and by comparing the information provided by self- and informant 

reports. The implications of these results for the assessment and treatment of PDs are discussed 

in both research and treatment contexts.   

Summary of Findings 

 See Table 12. Overall, two PDs (borderline and schizotypal) revealed a significant 

interaction across gender and perspective. These results suggest that finding a gender difference 

between males and females for severity of borderline PD or schizotypal PD would depend upon 

whether one considers the self-report or informant report perspective. The direction and 

magnitude of these differences will be discussed in the respective sections below, along with 

their broader implications.  
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 Six of the ten PDs (paranoid, schizotypal, borderline, narcissistic, dependent, and 

obsessive compulsive) had a significant main effect of perspective. These findings suggest that 

the PD severity a target is experiencing and willing and able to report on may be substantially 

different than what their informants who know them well would report. This difference tended to 

be that informants would report higher scores than selves, with some notable exceptions in the 

opposite direction. Given this trend, and as the broader literature would suggest (e.g. Dowson, 

1992), the assessment of PDs may be particularly vulnerable to nondisclosure, underreporting, or 

outright denial of PD symptoms. Therefore, the results of the present study underscore the 

importance of considering both self and informant reports.  

 Antisocial PD was the only PD that had a significant main effect of gender on overall 

severity. Unlike the gender differences found in borderline PD and schizotypal PD mentioned 

above and described in their sections below, the gender difference found for antisocial PD was 

consistent across both self- and informant report. The direction, magnitude, and broader 

implications for this finding will be described in the antisocial PD section below. Interestingly, 

despite only one of the PDs showing a significant main effect of gender in terms of overall 

severity, a hefty proportion of the individual PD criteria did show significant differences across 

gender. Thus, even the PDs that appear to be broadly gender neutral may have meaningful 

gender differences in the criteria that make up the disorder. Each of the PD criteria that contain a 

gender difference will be described below in its respective PD section. The ability to highlight 

these specific gender differences is borne from considering the PDs both dimensionally and 

categorically, and is a call for the field to more regularly engage in this practice.      

Paranoid PD. In terms of overall severity of paranoid PD, informant reports indicated 

greater overall severity than did self-reports. In terms of the number of paranoid PD criteria 
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present, informants again reported significantly more than did selves. Interestingly however, 

when considering the diagnostic threshold, the results trended toward, though never reached, a 

significant difference between the number of target individuals reported to meet or exceed the 

diagnostic threshold according to selves and informants. These findings potentially suggest that 

the existing prevalence estimates for paranoid PD, which are mainly based on self-report and 

mainly considered at the level of the diagnostic threshold, may actually be underestimates of the 

prevalence of paranoid PD symptoms and the severity of paranoid PD related pathology.  

Consistent with these findings, existing studies that have also considered PDs 

dimensionally have similarly found that selves tend to describe themselves as less paranoid than 

their peer informants indicate (Clifton, Turkheimer, & Oltmanns, 2004). The present study 

examined each of the specific paranoid PD criteria, and can therefore provide information that 

speaks to which of the criteria drive this difference between selves and informants. Five of the 

seven paranoid PD criteria (the individual suspects harm, doubts loyalty, has a reluctance to 

confide, bears grudges, and is angrily reactive) revealed a significant difference across 

perspective. The two largest discrepancies between self and informant report were seen in 

bearing grudges and angry reactivity. That informants seem to be most sensitive to these two 

criteria is perhaps unsurprising, given that if the individual were to bear grudges or react angrily 

it would likely be with their informant, the person who has known them well and regularly 

interacted with them for over thirty years. 

The results of the present study suggest that the assessment of paranoid PD in research 

and practice may benefit from the inclusion of informant reports and dimensional representations 

of the construct. Without these considerations, a clinician or researcher tasked with assessing 

paranoia may be at risk for missing easily denied symptoms or discounting rather important 
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subthreshold information. For example, a clinician leading a group therapy treatment for anxiety 

may want to screen for paranoid PD to ensure that those with it receive more appropriate 

treatment and that the group process is not derailed from treating symptoms of anxiety to instead 

treating symptoms of paranoia. If they consider only self-report and place their cut-score at the 

diagnostic threshold (as the majority of existing prevalence studies have), they may miss 

substantial undiagnosed, untreated, and highly severe paranoid PD pathology. The inclusion of 

informant reports, which seem to offer greater sensitivity, along with specifically examining the 

severity of each of the paranoid PD criteria that may jeopardize the group process in treatment 

(e.g. angry reactivity) would afford the clinician greater precision in their measurement.        

Schizoid PD. No significant differences were found across gender or perspective for 

overall schizoid PD severity. There were however three notable differences within the specific 

criteria. First, both women and their informants indicated that they are more likely to have no 

interest in sex (Criterion 3) than what men and their informants reported. This finding is 

consistent with the broader literature on gender differences in sex drive, as evidenced by a large, 

methodologically diverse, meta-analytic study that concluded “men have a stronger sex drive 

than women” (Baumeister, Catanese, & Vohs, 2001, p. 263). The authors of this article went on 

to describe numerous biological and cultural factors that may contribute to this gender 

difference. This suggests that there is a prescriptive stereotype that men should be highly 

interested in sex and women either should be to a lesser degree or even potentially should not be. 

One way this seems to be culturally conditioned is through value based judgments. Research on 

perceptions of sexuality in men and women has shown that women are often disproportionately 

rated more negatively than men for similar sexual behaviors and tendencies (Levesque, 

Vichesky, Simmons, Wicke, & Lipe, 2007). Thus, it is quite possible that the assessment of this 
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particular schizoid PD symptom is confounded by the existence of this biologically and 

culturally driven prescriptive stereotype. If a woman endorses this item, no interest in sex, is she 

responding in a way that is consistent with a true gender difference, consistent with a prescriptive 

stereotype that is culturally reinforced, or indicative of the schizoid PD related dissociation and 

disinterest the item is aimed at? Similarly, are men with this schizoid PD symptom more likely to 

deny this symptom and feign interest in sex in order to fit the prescriptive stereotype? As of yet, 

it is unclear to what degree actual gender differences and prescriptive stereotypes influence the 

assessment of this schizoid PD symptom and future research may be necessary. The results of the 

present study provide context for these future inquiries by indicating that both selves and their 

informants seem to maintain a consistent perspective on this item, and that the gender difference 

seems to exist only at the criterion-level rather than in the overall disorder.  

 Criterion 7, flattened affect, revealed a gender difference in a similar fashion, though in 

the opposite direction: men and their informants reported significantly more flattened affect than 

did women and their informants. Research on emotional expression has shown that men have a 

tendency to report less emotional expression than women, even when there was no significant 

difference in their averaged momentary ratings of emotion (Barrett, Robin, Pietromonaco, & 

Eyssell, 1998). This suggests that there may be a gender based prescriptive stereotype that men 

should be less emotionally expressive than women, and that this prescriptive stereotype has 

already been shown to affect self-reports. The present study has revealed that informants tend to 

report on male and female emotional expression similarly to selves. In combination, these studies 

suggest that this symptom of schizoid PD may require behaviorally based assessments of 

emotional expression in order to compare actual gender differences.   
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 The gender differences found within the schizoid PD criteria are potentially informative 

on the differences in presentation in the disorder. Even though there appears to be no gender 

difference in how likely men and women are to have schizoid PD, the results of the present study 

indicate that men and women are more likely to present with certain criteria at different 

severities and frequency. A clinician providing treatment for schizoid PD may find that men are 

more likely to describe having a flat and restricted affect and that women are more likely to 

describe having no interest in sex. Awareness of these tendencies may help the clinician 

contextualize the presenting symptoms within the individual’s reporting style and the cultural 

factors that may be at play.   

 The third and final difference found in the schizoid PD analyses was that both male and 

female selves reported a higher tendency to choose solidarity than did their informants. This 

makes sense, in that the choice toward solidarity is likely one made internally and then acted 

upon without others involved. Although the informants may at times notice their absence, it 

would seem that selves are more aware of their own choice toward solidarity while informants 

may not always see the choice or may make other interpretations for the solidarity (e.g. it’s not 

that they chose solidarity, I did). This finding would suggest that self-reports are more likely to 

detect the person’s reasoning behind and motivations for choosing solidarity, and should 

continue to be relied upon in the assessment of schizoid PD.  

Schizotypal PD. The results regarding schizotypal PD revealed a significant interaction 

across gender and perspective, in that schizotypal PD severity across gender differed based on 

whether one considered the self- or informant report perspective. Specifically, men relative to 

women more strongly endorsed schizotypal PD features. However, informants indicated no 

significant differences across target gender. This finding potentially suggests that the internal 
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experiences and expectations associated with schizotypal PD are different than the externally 

observed experiences and expectations. Internally, men and women appear to have either a true 

gender difference in the severity and frequency they experience schizotypal PD symptoms in that 

men describe more distress in both categories, or men and women have a different ability to 

report on their similar symptoms. Their informants on the other hand, seem to observe 

schizotypal PD in a rather consistent way regardless of the target’s gender. This additional 

perspective may prove useful developing a more comprehensive understanding of schizotypal 

PD. Given that schizotypal PD is one of the lesser studied and more poorly understood PDs, this 

is particularly important.    

  The dimensional analyses included in this study allow us to examine which criteria were 

primarily involved in driving this interaction. Unusual experiences, paranoid ideation, and lacks 

close friends all had significant main effects. Men and their informants reported that they tend to 

lack close friends to a greater degree than women and their informants reported. This finding is 

consistent with another large sample of older adults (age range: 50-95) that revealed women tend 

to have larger social support networks (Antonucci & Akiyama, 1987). Notably, this study also 

found that the quality of social support was far more related to well-being than the quantity. 

Given the assumption of the pathological nature of this item as it relates to schizotypal PD, it is 

likely important to consider both the quantity and quality of social support a person has in order 

determine the degree of distress involved in a person’s or an informant’s endorsement of this 

item.  

The findings for the paranoid ideation schizotypal PD criterion mirror the findings for 

paranoid PD. In both instances, informants were more sensitive to and more able to readily 

report on paranoia. This consistency suggests that paranoia as a broader construct is vulnerable 
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to underreporting, denial of symptoms, or lack of insight when considering self-report. Given 

that paranoia inherently includes a distortion of the person’s perspective, this limitation seems to 

be most likely driven by the person’s insight and awareness of their own symptoms. Informants 

however, presumably are able to maintain a more balanced and reality-based perspective, and 

seem to be able to offer useful information in the assessment of paranoid PD, schizotypal PD, 

and paranoia more broadly considered.  

Antisocial PD. A significant main effect was found for antisocial PD such that males and 

their informants reported greater antisocial PD severity than did females and their informants. 

This gender difference is consistent with results of other epidemiological samples (e.g. Trull et 

al., 2010). In addition to providing support through replication, the present study uniquely offers 

two important contributions to the literature on antisocial PD: dimensional assessment of the 

disorder and each of the specific criteria along with informant reported information.  

Dimensional assessment of each of the specific criteria revealed which symptoms of 

antisocial PD drove the observed gender difference between males and females. Males and their 

informants reported higher rates of deceitfulness (Criterion 2), recklessness (Criterion 5), and 

lack of remorse (Criterion 7) than did women. These findings indicate these three criteria are 

particularly relevant to gender, and may provide further understanding of antisocial PD 

presentation. One more note with regard to gender in the current sample is that law-breaking 

behavior (Criterion 1) was significantly different in one sample and trended toward significance 

in the other. Therefore, this result was not considered significant. Given that the incidence of 

law-breaking behavior was quite low in this sample, it is quite possible that forensic samples, 

which tend to be disproportionately male and far more likely to include law-breaking behaviors, 

would show a significant difference. How substantially different epidemiological community 
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samples are from forensic samples is an open empirical question, particularly with regard to law-

breaking behaviors.   

 Differences between self- and informant reported perspectives were also found for 

specific antisocial PD criteria. Informants for both men and women reported significantly more 

irritability/aggression (Criterion 4) and lack of remorse (Criterion 7) than selves admitted to. 

This makes good sense in that informants who have known the target well for a long time are 

likely targets for their irritability/aggression and likely to readily observe when the target does 

not show remorse. These results suggest that these are symptoms of antisocial PD that are 

particularly vulnerable to underreporting in self-reports. Informant reports may be particularly 

useful in assessing these criteria. For example, a forensic psychologist conducting an assessment 

of antisocial PD in a prison setting or for court proceedings may be highly interested in assessing 

the individual’s aggression and lack of remorse to aid in risk assessment and legal decision-

making. Including informant reports, which have been shown in this study to be more sensitive 

to these criteria, may limit the potential for false-negatives brought on by denial or minimization 

of symptoms that can exist in self-report. Given the high consequence nature of such a situation, 

the psychologist should also guard against potential overreporting from certain informants by 

considering multiple informants and gathering corroborating information from multiple sources 

(e.g. criminal record, behaviors during incarceration).   

Borderline PD. The relative level of borderline PD severity across gender differed based 

on whether one considered the self-report or informant report perspective. Specifically, men 

relative to women more strongly endorsed borderline PD features. However, informants 

indicated no significant differences across target gender. The dimensional, criterion-level, 

analyses conducted in this study allow for examination of which criteria are primarily 
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responsible for driving this interaction. First, men reported that they are making more distressed 

and potentially manipulative efforts to avoid abandonment (Criterion 1) than women, but their 

informants reported no gender difference. Analyzing how BPD symptoms function across 

perspective and gender in this way opens new avenues for inquiry, specifically by considering 

findings from studies that have not considered both variables together. For example, attachment, 

in as much as it is captured by this item “avoids abandonment,” differed across perspective and 

gender. This trend raises empirical questions about whether findings from well-conducted 

attachment studies (e.g., Choi-Kain, Fitzmaurice, Zanarini, Laverdière, & Gunderson, 2009) or 

other studies that rely largely on self-reported information collapsed across gender would differ 

if additional perspectives and gender were considered. 

 A second gender difference found for borderline PD criteria was in the impulsivity 

symptom (Criterion 4). Here again, men reported having more impulsivity than did women. This 

time however, informants and self-reports were in agreement and both suggested impulsivity was 

more common in males. This finding is consistent with the broader borderline PD literature 

(Sansone & Sansone, 2011). Interestingly, the impulsivity item in antisocial PD did not reveal a 

gender difference. Impulsivity as a construct is similar across both PDs, but has a specific bend 

towards particular symptomology in each. Impulsivity as it relates to borderline PD involves a 

degree of self-harm, whereas impulsivity as it relates to antisocial PD more specifically 

emphasizes a failure to plan ahead. The present study then suggests that impulsivity may be a 

gender neutral symptom in antisocial PD, and therefore gender may have little effect on a 

person’s tendency to plan ahead properly, whereas impulsivity is affected by gender according to 

both selves and informants in borderline PD. Overall, these findings suggest that tendencies 

toward impulsive self-harm are more common in men. This is corroborated by evidence from a 
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recent cross-national study that found serious suicidal attempts were rated significantly more 

frequently in males than females (Freeman et al., 2017).  

 The analyses of borderline PD also revealed significant main effects across perspective. 

Unstable relationships (Criterion 2), affect instability (Criterion 6), chronic emptiness (Criterion 

7), intense anger (Criterion 8), and transient paranoia (Criterion 9) were all rated as significantly 

higher by informants relative to selves. Individuals with borderline PD pathology related to 

unstable relationships and affective instability have actually already been shown in previous 

research to be compromised in their ability to provide accurate and consistent self-reported 

information regarding these symptoms (Thomas, 1996). The results of the present study reveal 

that informants may be particularly useful in assessing these symptoms by providing a more 

stable and less ego-involved perspective. Notably, anger and paranoia in borderline PD were 

once again underreported by selves compared to their informants, just as they were in paranoid 

PD and schizotypal PD. This consistent finding emphasizes once more that PD symptoms related 

to paranoia and anger may be particularly vulnerable to inaccurate or distorted reporting, and 

should therefore be assessed across multiple perspectives.   

Not all of the borderline PD with significant effects across perspective were in the same 

direction however. Selves reported greater distress related to identity disturbance (Criterion 3) 

than did informants. This observed difference across different sources of assessment dovetails 

nicely with findings from Hopwood and colleagues (2008), who compared self-reported and 

interview assessments of borderline PD and also found that in certain instances the two 

perspectives provided different information about borderline PD features. In particular, self-

report provided greater predictive validity than clinical interviews regarding experiential 

symptoms, such as identity disturbance. In the present study, self-reported identity disturbance 
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was more strongly endorsed than was informant-reported identity disturbance. This finding 

supports the notion that the assessment of this particular feature is significantly influenced by 

perspective, now having been shown to be different in both a clinical and an epidemiological 

sample, and across self-report, interview, and informant-report perspectives 

Histrionic PD. Analyses of the histrionic PD dimension did not reveal a significant 

interaction across gender and perspective. This finding calls into question previous research on 

histrionic PD as it relates to gender, that has traditionally considered histrionic PD to be more 

common in females. The present study, along with existing studies (Nestadt et al., 1990), have 

indicated that males and females are equally affected. These results call for future research that 

examines potentially gendered perceptions and expectations of selves, informants, and clinicians.  

Although there was no overall interaction, there were two notable statistically significant 

main effects. Men and their informants reported significantly more flirtatiousness than did 

females and their informants. Recent research has shown that it is important to consider what 

specific behaviors are being assessed in flirtatiousness. McCormick and Jones (2015) examined 

gender differences in flirting and found that women were more likely to engage in positive facial 

expressions, brief touching, and grooming gestures whereas men were more likely to engage in 

intimate touching. This may suggest that flirtatiousness as it relates to histrionic PD (as measured 

by this item of the MAPP) is most likely capturing intimate touching aspects of flirtatiousness.  

A significant main effect was also found for perspective for the histrionic PD criterion 

self-dramatization, in that informants reported a higher occurrence of self-dramatization than 

targets reported having themselves. This finding potentially indicates that selves have a 

diminished capacity to recognize or accurately report on when they are being overly dramatic. 

Given the egosyntonic nature of this symptom, it is perhaps unsurprising that selves would 
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underreport. The self would be more likely to view their overly dramatic behaviors as accurate 

and appropriate for the situation according to their perspective. Given the results of this study 

and that informants who know the person well would be likely to be part of the audience for 

these self-dramatizing behaviors, informant reported information could prove to be particularly 

useful in assessing self-dramatization in histrionic PD. 

Narcissistic PD. Analyses of narcissistic PD did not reveal a significant interaction across 

gender and perspective. There were however, multiple significant main effects across gender and 

perspective individually. Most notably, informants reported significantly more narcissistic PD 

pathology than did selves at the level of total severity, criteria present, and at the diagnostic 

threshold. The criterion level analyses revealed that grandiosity (Criterion 1), beliefs of 

uniqueness (Criterion 3), entitlement (Criterion 5), exploitative tendencies (Criterion 6), and 

enviousness (Criterion 8) were all reported as higher by informants relative to selves. Narcissism 

and the symptoms it is made up of inherently involve a degree of distorted self-perception, and 

this distorted self-perception has been shown to compromise self-reports. Past research has 

shown that symptoms of narcissistic PD, such as grandiosity, often can prevent individuals from 

willingly and accurately providing self-reported information (e.g. Raskin, Novacek, & Hogan, 

1991). Therefore, the findings of the present study call into question the validity of prevalence 

studies that have relied solely on self-reported information in assessing narcissistic PD, as they 

are quite likely underestimates of the true prevalence.  

There were also notable differences across gender in narcissistic PD. Both men and their 

informants indicated that men are more likely than women to display arrogant behaviors 

(Criterion 9) and lack empathy (Criterion 7). This gender difference related to empathy has also 

been shown in previous research (e.g. Gault & Sabini, 2000; Lennon & Eisenberg, 1987; 
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Macaskill et al., 2002), and has been shown to be driven by motivation rather than ability (Klein 

& Hodges, 2001). This evidence suggests that there is potentially a prescriptive stereotype that 

women should be empathic and that men either should be to a lesser degree or should not be, and 

that the rewards and punishments associated with adhering or not adhering to the stereotype are 

highly motivating. For example, if a man displays empathy and is ridiculed as “soft” by his 

peers, he is highly unlikely to feel motivated to continue displaying empathy and may even 

become motivated to portray himself as lacking in empathy. Given the importance of empathy in 

successful interpersonal relationships, the results of this study highlight the need for clinicians to 

divert special attention to growing their client’s capacity for and practice of empathy, particularly 

in men that may be culturally motivated or pressured to maintain a lack of empathy.  

Avoidant PD. Avoidant PD was remarkably consistent across gender and perspective. 

Only one significant difference emerged. These findings suggest that avoidant PD seems to be 

rather consistently measured across self- and informant reports, especially relative to other PDs. 

The one exception was in feelings of inadequacy (Criterion 5), in that targets rated themselves as 

more distressed than did their informants. Given that feelings of inadequacy are primarily 

experienced internally, and that an avoidant individual may be particularly unlikely to share 

these feelings, these findings potentially suggest that informants may lack access to and therefore 

be unable to detect feelings of inadequacy that selves are internally experiencing. 

Dependent PD. There was no significant interaction across gender and perspective for 

dependent PD. There was however a significant main effect of perspective, in that informants 

reported significantly more dependent PD pathology and more criteria present than did selves. 

This finding was driven primarily by informants indicating greater severity in decision making 

problems (Criterion 1), diffusion of responsibility (Criterion 2), requiring nurturance (Criterion 
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5), feeling helpless alone (Criterion 6), and fear of abandonment (Criterion 8). This finding 

across perspective makes some sense, since if the individual were to diffuse responsibility or 

require nurturance, their informant who knows them well would likely be one of the people they 

regularly rely on. Therefore, assessment of dependent PD, may require the use of informant 

reports to understand the full extent of the person’s dependence on others.  

 There were also two significant main effects across gender for two dependent PD criteria. 

Men and their informants reported that they more strongly require relationships (Criterion 7). 

Women and their informants indicated that they have greater fears of abandonment (Criterion 8). 

The inconsistency in the direction of these directions is interesting, especially in light of the 

borderline PD gender differences in efforts to avoid abandonment. Men reported a stronger need 

for relationships, and making more efforts to avoid abandonment, but curiously reported less fear 

of actual abandonment, which would be a plausible motivator for these trends. A large meta-

analytic review found that women are more likely than men to report and experience greater fear, 

and provided supporting evidence from a broad range of relevant etiological factors including 

gender role socialization (McLean & Anderson, 2009). Informants also indicated that their male 

targets were experiencing more fear of abandonment than they themselves indicated. All findings 

in the present study and broader literature taken together, this gender difference in abandonment 

in dependent PD and borderline PD may be best explained by men not wanting to admit to their 

fear. Thus, when assessing dependent PD in men it is likely particularly important to consider 

informant reports and clinical interviews in order to detect fear of abandonment that they may 

not be readily able or willing to report on.  

Obsessive Compulsive PD. One immediately apparent finding related to obsessive 

compulsive PD is that both selves and informants reported notably higher levels of severity for 
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this PD relative to the others. This is perhaps driven by cultural values that place importance on 

and normalize obsessive compulsive tendencies. For example, attention to detail and productivity 

are positive and highly valued qualities that closely resemble their more pathological versions in 

preoccupation with detail (Criterion 1), perfectionism (Criterion 2), and excessive productivity 

(Criterion 3). It is unclear how well both selves and informants can distinguish between what is 

normal and healthy vs. abnormal and disordered, and this could potentially have led to 

overreporting in symptoms of obsessive compulsive PD. Therefore, global differences in 

prevalence and severity in obsessive compulsive PD relative to other PDs should at the very least 

be interpreted with some caution.  

Informants reported significantly more overall pathology, a greater number of criteria 

endorsed, and that more individuals met criteria for a diagnosis of obsessive compulsive PD than 

did selves. This finding was primarily driven by differences in which informants reported greater 

preoccupation with details (Criterion 1), inflexibility (Criterion 4), hoarding of useless objects 

(Criterion 5), and stubbornness (Criterion 8). This finding suggests that even in obsessive 

compulsive PD, which may lack clarity between normal and pathological in such a way that 

overreporting may be somewhat incentivized, informants still provide more sensitivity and may 

still have ability and willingness to report on symptoms selves may not. Quite notably, the 

largest of these differences was in inflexibility. This makes some sense, in that from the 

perspective of the self, their inflexibility would be egosyntonic (e.g. “I’m right, so I won’t 

change my mind”) and they would therefore be unlikely to view such inflexibility as problematic 

or pathological. Informants on the other hand, may be less ego invested and able to more clearly 

see when the person’s inability to change or adapt causes them problems.  
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There was also one gender difference, in that both men and their informants indicated 

that men are more likely to be stubborn (Criterion 8). This finding may be particularly relevant to 

clinicians treating individuals with obsessive compulsive PD. Stubbornness is likely to interfere 

with treatment gains, limit the client’s willingness or ability to change, and could even 

potentially create points of conflict between the client and therapist. The results of the present 

study suggest that all clinicians should be aware of and attend to this potential stubbornness in 

their treatment, and that it may be significantly more likely to occur in their male clients. This 

awareness could allow the clinician to more appropriately treatment plan as well as more quickly 

recognize and react to potential stalls or ruptures brought on by stubbornness. An interesting area 

of future research could also examine the best ways to address stubbornness in treatment as well 

as what potential gender effects of the client or therapist may exist in this process.  

Clinical Implications 

 Clinical implications specific to each personality disorder have been discussed in the 

corresponding sections above. More broadly speaking, the results of the study offer multiple 

opportunities for clinicians to improve their practice. First, the inclusion of informant reports 

offer clinicians increased ability to detect PD symptoms. This could be useful in settings where 

screening for PD pathology may be particularly important. It is not uncommon for clinicians to 

screen for PD pathology in group therapy settings where an individual with a PD would be better 

suited to individual therapy. When these screens are conducted, clinicians typically use only self-

report. However, as the results of the present study indicate, the inclusion of informant reports 

would greatly increase the clinician’s ability to detect PD symptoms and effectively screen. 

Along with screening, this increased ability to detect PD symptoms would be similarly useful for 
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clinicians providing individual therapy or selecting individuals for group therapy (e.g. a clinician 

assessing borderline PD symptoms for a Dialectical Behavior Therapy group).  

 Second, the present study demonstrates the importance of assessing PDs dimensionally. 

Only observing PDs categorically could potentially cause a clinician to miss or disregard 

important subthreshold symptoms. If a patient presents with subthreshold symptoms of 

narcissistic PD, those symptoms are more than likely going to influence treatment. The present 

study demonstrates how a clinician could move their assessments and case formulation toward 

dimensional assessment.  

 Finally, the present study offers important information on clinical base rates of PDs using 

a large epidemiological sample. Understanding how common each PD and certain PD symptoms 

are will allow a clinician to more accurately compare their client with the broader population. 

Importantly, this study provides this information across gender to allow the clinician to compare 

to norms that are gender appropriate for their client, as well as provides this information 

dimensionally for each symptom rather than just stating how common the diagnosis is. 

Additionally, these data are particularly well-equipped to examine PD pathology in older adults, 

and may offer unique understanding for clinicians engaged with this population.   

Limitations and Future Directions 

There are several limitations of this study. First and foremost, the PDs did not 

demonstrate sufficient unidimensionality for the proposed IRT analyses. This unfortunate result 

prohibits this study from assessing measurement bias as was initially proposed. Had these 

analyses been conducted, it could have identified which significant findings are due to 

measurement bias and which findings reflect actual differences in gender or perspective. As it 

stands, the study reliably identifies these differences, which does both add to the literature and 
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offer practical applications as described above, but it does not specifically examine measurement 

bias. The use of other PD measures that involve a larger number of items or that were created 

within an IRT framework, could potentially help future studies achieve sufficient 

unidimensionality. It should also be considered however that PDs are in actuality 

multidimensional, as previous research has suggested (e.g. Chmielewski & Watson, 2008), and 

therefore may be constructs that are simply not well suited to IRT analyses. An interesting 

related endeavor could be to examine the unidimensionality of PDs using the trait-based 

alternative model in Section III of the DSM-5, to see if this more recent conceptualization of PDs 

can be more readily adapted to IRT analyses, and in turn shed light on the issue of potential 

measurement bias that may exist in PDs.   

The fact that participants selected their own informant, whom they reported knowing for 

longer than 30 years on average, is potentially both a strength and a weakness of the current 

study. It could be a strength, in that the average duration of these relationships assures that the 

informants most likely knew the participants very well and could base their responses on years of 

evidence. On the other hand, the fact that the self-selected informants had known the targets for 

so long could be a limitation in that they may have had biases that affected their reporting 

(Leising, Erbs, & Fritz, 2010; Oltmanns & Turkheimer, 2006). The extent to which the number 

of years acquainted affects self- and informant report ratings is an empirical question that could 

be examined in future studies.  

Another potential limitation involves the nature of the sample, which was limited to 

individuals aged 55 to 64 years. It is not clear whether these results would generalize to younger 

samples. Although the generalizability to younger samples remains unknown, results highlight 

the importance of using multiple assessment perspectives and considering gender differences 
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when assessing PD features in adults approaching later life, which is an important time to assess 

PD pathology (Oltmanns & Balsis, 2011). At the same time, there is a trend suggesting that as 

age increases, the likelihood that a person endorses PD symptoms decreases (Paris & Zweig-

Frank, 2001), and so the findings here might underestimate the endorsement found in younger 

populations. To complement these findings, future studies should seek to replicate the methods 

used in this study within other sample types, particularly clinical samples and younger 

populations 

Further, to have an epidemiologically accurate sample of a medium-sized U.S. city for 

the specified age range is a strong point of the study. However, this does also invite some 

potential limitations. First, it is possible that these results from a mainly urban sample do not 

generalize well to rural areas. Second, the sample is only drawn from the U.S., and it is therefore 

unclear how well the results will generalize to the global population. McCrae & Terracciano 

(2005) conducted research using self- and informant reports of normal personality and found that 

the American report structure was clearly replicated in most cultures and at least recognizable in 

all. This may suggest that the results of the present study, particularly the differences across 

perspective, can safely be considered generalizable. However, the authors also noted that the 

gender differences they found tended to be largest in western cultures, and therefore gender 

differences in the present study should be generalized with some caution.   

 Yet another limitation of this study is in how gender was defined. The author has made it 

abundantly clear that dimensional assessment of PDs is important, beneficial, and preferred. Yet, 

gender in the present study was only measured categorically, by participants self-identifying as 

either male or female. This creates several problems. First, it is not clear whether participants 

responded based on their sex (determined by biology) or their gender (determined by identity). 
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Although these are matched in a vast majority of the population, the present study cannot 

determine if and how the gender differences found apply to say transsexual individuals, or others 

not well represented by this binary choice. Second, gender is only measured categorically, in that 

participants selected that they were male or female, rather than dimensionally which could offer 

useful information. If the individuals could have indicated the degree to which they feel both 

masculine and feminine, the present study could have potentially shed light on how gender as a 

construct relates to PD pathology rather than gender as simply a group standing. This more 

granular approach could offer insight into how gender identification in males or females (e.g. a 

person who would score high on both the masculine and feminine dimension) could relate to 

different expression of PD pathology. One final note related to measurement of gender is that the 

present study did not collect any data on the participant’s own gender schemas, stereotype 

awareness, or gender ideology. Future studies that measure gender in these ways and collect this 

information could provide more clear understanding of the gender differences in PDs.  

Conclusions 

Despite these limitations, the study provides meaningful information about gender 

differences in PDs, at both the diagnostic and criterion levels, with a well-selected 

epidemiological sample assessed using two important and contrasting perspectives. Differences 

in perspective generally indicated that informant reports tend to be more sensitive to PD 

pathology, and that they may be more readily able and willing to report on symptoms that selves 

lack the insight or willingness to report on. Thus, informant reports may be useful for researchers 

aiming to develop a more full understanding of PD pathology. Similarly, clinicians may make 

use of this added specificity in assessment, screening, and treatment contexts. Gender differences 

were found for schizotypal PD, borderline PD, and antisocial PD, along with information on 
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which criteria are specifically involved in driving these gender differences and how they relate to 

differences in the overall presentation of the PD in men and women. The dimensional and 

criterion-level assessments within the study also revealed that even PDs that appear to be broadly 

gender neutral can contain meaningful gender differences in certain criteria. These results can be 

directly used by clinicians to generate empirically driven expectations for their clients and 

treatment plan accordingly. Future research efforts to quantify and understand the amount of PD 

severity across gender would ideally incorporate multiple techniques and limit selection bias, 

thus increasing the amount of relevant information gathered, and delineate factors that might lead 

to different estimates of gender distributions. The addition of this and similarly structured studies 

to the current body of literature can uncover information that has historically been understudied, 

discover and define trends underlying past conclusions, and generate a substantial body of data 

that is well suited to generalize to the population as a whole. 
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