ROLE OF PERSONALITY DISORDERS IN
PREDICTION OF ACHENBACH SYSTEM OF
EMPIRICALLY BASED ASSESSMENT OF
PROBLEM BEHAVIORS AMONG ADULTS

By

SAIRA KHAN

Dr. Muhammad Ajmal
National Institute of Psychology
Centre of Excellence
Quaid-i-Azam University
Islamabad-Pakistan
2020



ROLE OF PERSONALITY DISORDERS IN
PREDICTION OF ACHENBACH SYSTEM OF
EMPIRICALLY BASED ASSESSMENT OF
PROBLEM BEHAVIORS AMONG ADULTS

BY

SAIRA KHAN

A dissertation submitted to the

Dr. Muhammad Ajmal
National Institute of Psychology
Centre of Excellence
Quaid-i-Azam University, Islamabad

In partial fulfillment of the requirements for the degree of
DOCTOR OF PHILOSOPHY
IN
PSYCHOLOGY

2020
























CONTENTS

List of Abbreviations ..........cceceeueeversueennens i
LiSt Of TADIES cc.uuuereeiiriiiiiiiiitiitiitinticntinecsnessesssessssissessssssssessssssssssssassssssssases i1
List of Appendices........ccceeueeersunecsaneces Xvii
Acknoeledgements.........cooeeeseeesneenne Xviii
CHAPTER I.....ucuuivrriinnennecensaecssicsesssessscsessansssenns 1
INTRODUCTION....cuuiiiisuicsnicsensesssnssasssesssnssssssessssssssssssssssssssssssssssssssssssssssssssssssssass 1
Background of the Study ........ceeeeoiiiiiice s 1
Mental health research in PakiStan ...........cccccoociiiiiiiiiiniiiiiiceeee e 3
Personality and Personality DiSOTders ...........ccceeviieiiieniieeiienieeieeieeeieesee e 9
Cluster A Personality DiSOTAEr ........ccccuvieiiieeiiieiiieecieeeeeeee e 11
Prevalence of cluster A personality diSOTders..........ccceeuveevcuieerieeeniie e 13
Cluster B personality diSOTAErs.........ceeeuieriieriieniieiiienie ettt 15
Cluster C personality diSOTAET .........ccceeecveeiieeiiieriieeieenie et 20
Personality Disorder not otherwise specified (PD NOS)........ccccoeeveeviieinieennee. 24
Clinical Implication for the loss of multi-axial system...........cccccecervenirneniennenne 26
Issues with assessment of personality diSOrders...........ccceeeveevieerieeiiienieeieenieeennenn 28
COMOTDIAILY ..ottt ettt et e et e e b e eaeeenseesaeenseenns 29
Within Category Heterogeneity .........cccuvieeiiieeiieeeiieeeiie et 29

Continuity vs. Discontinuity of DSM (Dimensional vs. Categorical Approach) 30

Co-morbidity between personality disorders and other mental health problems .. 32

Patho-plastsic relationShIP ........ccueevieiiieiiieeieceece e 36
Spectrum RelationShips ........c.eeeeviiiiiiieiiie e 37
Etiological (Causal) relationShips ........ccceecvieeeciiieeiiiieciieeeee e 39
Personality Diathesis: a superior explanation than disorder............ccccceceveennnne. 40
Empirically based taXOnomies ...........ceeeueeriieriienieenieeieeseeeieeseeeveeseeeesreenseeenneas 41

A paradigm shift towards validation of empirically based tools across societies. . 45
Empirical researches testing eight syndrome model: Structure of ASR and Testing

the Eight-Syndrome Model across SOCIEHIES .......c.ceeveeriieriieriienieeiierie e 46



Understanding cross informant correlations for psychopathology ..........c..cccc...... 48
Correlation between different Informant reports for Problem behaviors ............ 48

Moderating role of gender, age and adaptive functioning in personality pathology,

internalizing and externalizing behavioral problems...........ccccoeeviieviiiiniiieiiieen, 50
Mental Health in PaKiStan ............ccocooiiiiiiiiiiiiiniieeeececcee e 52
Rationale of the Present StudY .......c.cooveeiieiiiiiiieiieieceeee et 61
CHAPTER IL.....uuoouuiriiiinnenninsensensuecssnssssssessssssssssssssssssssssssssssssssssssssssssssssssssassssssss 65
OBJECTIVES AND RESEARCH DESIGN 65
ODJECTIVES ..eenvieeiiieiieetteeit et ettt et e et e st e et e essteebeesabeenseesabeeseesnseenseesnseeseesasean 65
RESCATCH DESIZN....ccuviiiiieiiieeiieciieee ettt e e saeenneas 67
SHTUAY Lottt e et e e et e e et e e e e naeeenaeeennns 67
1181 | 2 SRR 67
Phase I: Establishing psychOmetric properties .........coceerveeruierieniieenieeieeneie e 67
Phase II: Establishing prevalence .............ccoceevieeiiieniieeiieiiecie e 68
Phase III: Establishing relationship (between PD and problem behavior) and
ErOUP AIfTETENCES ..o e 68
Phase IV: Moderation ANalySis ........ccceeriieriieriieniieiieeie et 68
INSTIUMENES. ...ttt 70
PrOCEAUIE ...t ettt sttt saeen 74
RESULES ...ttt sttt 80
DISCUSSION ....tiieiiiieeiiee ettt ettt e et e e et e e et e e e abeeessaeeesabeeessseeensseeesseeesseeennneens 90
(615 V2N g B D1 20 O 98
MAIN STUDY: OBJECTIVES AND RESEARCH DESIGN 98
ODBJECLIVES ..vveeiiieeeiiie et eeiee et e ettt e et e e taeeetaeeeteeeessaeesssaeessseeessseeessseeensseesnsseeanes 98
HYPOtRESES ... e e e e eaaee s 99
PrOCEAUIE ...ttt 101
Results for psychometric Properties.........cueeveereerieeriieerieenieeeieesiieereeseeeeveesneeens 103
Summary of FINAINGS......c.cooiiuiiiiiiieie et 121
Prevalence of ASR, ABCL, and ADP IV ... 122
Results for establishing correlation and prediction............coccevevvievienenieneenienne 139

CHAPTER YV Lottt 245



DISCUSSIONS ....covverrueernensannsnennne 245

Theoratical Contribution and Practical Contributions...............ccceueen.... 282
Limitations and SUg@eStIONS. ......ovterieinieeitt e eiee e enneeanss 288
CONCIUSION. .« . ettt e e e e e e e, 289
REFERENCES . ....oouttttttteeeeeeeeeeeeesesesesesessssssssssssssssssssssssss 291

APPENDICES.....ciiiiiiiiiiiiiiiiiiiiiiiiiitiiiiiiitiieietieietaeiecetaceacssasencnnes 328



ABCL
ADP IV
APA
ASEBA
ASPD
ASR

AVP

BFI

BHU

BPD

CD

CFA
CLPS
DAPP
DPD
DSM_V
DSM_IIT R
DSM
DSM IV
DSM IV-TR
ECA

EBP

FFM

GAD

GP

IPDE
ICD_10
MHA
NESAC

LIST OF ABBREVIATIONS

Adult Behvaior Checklist

Assessment of DSM IV Personality Disorders Questionnaire
American Psychiatric Association

Achenbach System of Empirically Based Assesment
Anti-Social Personality Disorder

Adult Self Report

Avoidant Personality Disorder

Big Five Inventory

Basic Health Units

Borderline Personality Disorder

Conduct Disorder

Confirmatory Factor Analysis

Collaborative Longitudinal Study of Personality Disorder
Dimensional Assessment of Personality Pathology
Dependent Personality Disorder

Diagnostic and Statistical Manual 5" Ed.

Diagnostic and Statistical Manual 3" Ed. Revised
Diagnostic and Statistical Manual

Diagnostic and Statistical Manual 4" Ed.

Diagnostic and Statistical Manual 4" Ed.

Epidemiological Catchment Area

Emotional Behavioral Problem

Five Factor Model

Generalized Anxiety Disorder

General Practitioner

International Personality Disorder Examination
International Classification of Diseases 10™ Ed.

Mental Health Act

National Epidemiological Survey on Alcohol and Related

Conditions



NHS
NOS-DE
NOS-PA
NGO’s
OCPD
PDS
PD-NOS
PTSD
RDOC
SNAP
UK
USA
WHO
WHO-AIMS

National Health Service

Not Otherwise Specified Depressive

Not Otherwise Specified Passive Aggressive
Non-Government Organizations

Obsessive Compulsive Personality Disorder
Personality Disorder

Personality Disorder Not Otherwise Specified
Post-Traumatic Stress Disorder

Research Domain Criteria

Schedule for Non-Adaptive Personality
United Kingdom

United States of America

World Health Organization

World Health Organization- Assessment Instrument for Mental

Health Systems

il



Table no
Table 1

Table 2

Table 3

Table 4
Table 5

Table 6

Table 7

Table 8

Table 9

Table 10

Table 11

Table 12

Table 13

LIST OF TABLES

Title

Relationship between Personality disorders and Other
Mental Illness

Review of Researches Conducted in Pakistan Aiming to
Understand PDs

Review of Researches Conducted in Pakistan Aiming to
Understand other Mental Health Problems

Translation and Adaptation Results of ASR & ABCL
Demographic Characteristics for Clinical (N = 50) & Non-
Clinical (N = 50) Sample

Descriptive Characteristics of all the Variables (ASR, ABCL,
& ADPIV) for Clinical (N = 50) & Non-Clinical (N = 50)
Sample

Correlation between Subscale of ASR (Syndrome) & ABCL
(Syndrome) for Clinical (N = 50) and Non-Clinical (N = 50)
Sample

Group Comparisons for Clinical (N = 50) and Non-Clinical
(N =50) Sample across all Study Variables

Correlation between Subscale of ASR (Syndrome) and
ADPIV for Clinical (N = 50) and Non-Clinical (N = 50)
Sample

Demographics Characteristics for Clinical (N = 408) and
Non-Clinical (N = 487) Sample

Confirmatory Factor Analysis for ASR and ABCL Eight
Syndrome Model across Clinical (N =487) and Non-Clinical
(N =408) Sample

Factor Loadings of ASR Eight Syndrome Model across
Clinical (N = 408) and Non-Clinical (N =487) Sample
Factor Loadings of ABCL Eight Syndrome Model across
Clinical (N = 408) and Non-Clinical (N =487) Sample

il

Page no

35

55

58

76
78

80

83

85

87

102

104

105

106



Table 14

Table 15

Table 16

Table 17

Table 18

Table 19

Table 20

Table 21

Table 22

Table 23

Table 24

Table 25

Table 26

Table 27

Confirmatory Factor Analysis for ADP IV across Clinical (N
= 408) and Non-Clinical (N = 487) Sample

Factor Loadings of ADP IV Cluster A across Clinical (N =
408) and Non-Clinical (N =487) Sample

Factor Loadings of ADP IV Cluster B across Clinical (N =
408) and Non-Clinical (N = 487) Sample

Factor Loadings of ADP IV Cluster C across Clinical (N =
408) and Non-Clinical (N =487) Sample

Factor Loadings of ADP IV NOS-Depressive across Clinical
(N =408) and Non-Clinical (N =487) Sample

Factor Loadings of ADP IV NOS Passive Aggressive across
Clinical (N = 408) and Non-Clinical (N = 487) Sample
Descriptive Characteristics of ASR, ABCL, and ADP IV for
Clinical (N = 408) and Non-Clinical (N =487) Sample
Convergent Evidence for Relationship between ASR and
ABCL Syndrome Based Scales across Clinical (N =408) and
Non-Clinical (N = 487) Sample

Convergent Evidence of Relationship between ASR
Adaptive Functioning Subscales with ASR Syndrome Based
Scales, and ADP 1V across Clinical (N = 408) and Non-
Clinical (N = 487) Sample

t test across Adaptive Functioning Scales of ASR for Clinical
(N =408) and Non-Clinical (N =487) Sample

t test on ASR, ABCL, and ADP IV across Clinical (N =408)
and Non-Clinical (N =487) Sample

Chi-square for ASR and ABCL across Clinical (N =408) and
Non-Clinical (N = 487) Sample

Chi-square for ADP IV across Clinical (N = 408) and Non-
Clinical (N = 487) Sample

Co-morbidities among Clusters of Personality Disorders for

Clinical (N = 408) and Non- Clinical (N = 487) Sample

107

108

109

110

111

111

113

117

118

119

120

123

125

126

v



Table 28

Table 29

Table 30

Table 31

Table 32

Table 33

Table 34

Table 35

Table 36

Table 37

Table 38

Chi-square for ASR and ABCL Syndrome based Scales
across Gender for Clinical (N = 408) and Non-Clinical (N =
487) Sample

Chi square Analysis for ADP IV across Gender for Clinical
(N =408) and Non-Clinical (N =487) Sample

Chi-square for ASR & ABCL Syndrome based Scales across
Age for Clinical (N = 408) and Non-Clinical (N = 487)
Sample

Chi-square for ADP IV across Age for Clinical (N =408) and
Non-Clinical (N = 487) Sample

Median Number Personality Disorder Symptoms in
subgroups of ASR Syndrome Based Scales among Clinical
(N =408) Sample

Median Number Personality Disorder Symptoms in
subgroups of ASR Syndrome Based Scales among Non-
Clinical (N = 487) Sample

Correlation between ASR Syndrome Based Scales and ADP
IV across Clinical (N=408) and Non-Clinical (N = 487)
Sample

Correlation between ABCL Syndrome Based Scales and
ADP IV across Clinical (N = 408) and Non-Clinical (N =
487) Sample

Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,
Passive Aggressive, & Total Clusters) for Anxious
Depressed Problems among Clinical Sample (N = 408)
Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,
Passive Aggressive, & Total Clusters) for Anxious
Depressed Problems among Non- Clinical Sample (N = 487)
Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,

127

130

132

134

137

138

140

141

143

144

146



Table 39

Table 40

Table 41

Table 42

Table 43

Table 44

Table 45

Table 46

Passive Aggressive, & Total Clusters) for Withdrawn
Problems among Clinical Sample (N = 408)

Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,
Passive Aggressive, & Total Clusters) for Withdrawn
Problems among Non-Clinical Sample (N = 487)

Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,
Passive Aggressive, & Total Clusters) for Somatic Problems
among Clinical Sample (N = 408)

Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,
Passive Aggressive, & Total Clusters) for Somatic Problems
among Non-Clinical Sample (N = 487)

Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,
Passive Aggressive, & Total Clusters) for Attention
Problems among Clinical Sample (N = 408)

Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,
Passive Aggressive, & Total Clusters) for Attention
Problems among Non-Clinical Sample (N = 487)

Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,
Passive Aggressive, & Total Clusters) for Thought Problems
among Clinical Sample (N = 408)

Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,
Passive Aggressive, & Total Clusters) for Thought Problems
among Non-Clinical Sample (N = 487)

Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,

147

149

150

151

153

154

155

156

vi



Table 47

Table 48

Table 49

Table 50

Table 51

Table 52

Table 53

Table 54

Passive Aggressive, & Total Clusters) for Aggressive
Behavior Problems among Clinical Sample (N = 408)
Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,
Passive Aggressive, & Total Clusters) for Aggressive
Behavior Problems among Non-Clinical Sample (N = 487)
Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,
Passive Aggressive, & Total Clusters) for Rule Breaking
Problems among Clinical Sample (N = 408)

Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,
Passive Aggressive, & Total Clusters) for Rule Breaking
Problems among Non-Clinical Sample (N = 487)

Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,
Passive Aggressive, & Total Clusters) for Intrusive
Behavioral Problems among Clinical Sample (N = 408)
Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,
Passive Aggressive, & Total Clusters) for Intrusive
Behavioral Problems among Non-Clinical Sample (N = 487)
Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,
Passive Aggressive, & Total Clusters) for Internalizing
Behavioral Problems among Clinical Sample (N = 408)
Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,
Passive Aggressive, & Total Clusters) for Internalizing
Behavioral Problems among Non-Clinical Sample (N = 487)
Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,

157

158

159

160

161

162

163

164

vii



Table 55

Table 56

Table 57

Table 58

Table 59

Table 60

Table 61

Passive Aggressive, & Total Clusters) for Externalizing
Behavioral Problems among Clinical Sample (N = 408)
Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,
Passive Aggressive, & Total Clusters) for Externalizing
Behavioral Problems among Non-Clinical Sample (N = 487)
Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,
Passive Aggressive, & Total Clusters) for Total Problem
Behavior among Clinical Sample (N = 408)

Stepwise Regression Analysis for Predictive Role of APIV
Scales (Cluster A, Cluster B, Cluster C, NOS Depressive,
Passive Aggressive, & Total Clusters) for Total Problem
Behavior among Non-Clinical Sample (N = 487)
Moderating Role of Adaptive Functioning for the
Relationship between Cluster A, B, C, and Total Cluster with
Internalizing, Externalizing, Thought, Attention, and Total
Problem Behavior across Clinical Sample (N = 408)
Moderating Role of Adaptive Functioning for the
Relationship between Cluster A, B, C, and Total Cluster with
Internalizing, Externalizing, Thought, Attention, and Total
Problem Behavior across Non-Clinical Sample (N = 487)
Moderating role of Gender for relationship between Clusters
(A, B, C, NOS Depressive, NOS Passive Aggressive, & Total
Clusters) and Internalizing, Internalizing, Thought,
Attention, annd Total Problem Behavior across Clinical
Sample (N = 408)

Moderating role of Gender for relationship between Clusters
(A, B, C, Nos Depressive, Nos, Passive Aggressive, & Total
Clusters) and Internalizing, Internalizing, Thought,
Attention, and Total Problems across Non-Clinical Sample

(N = 487)

165

166

167

170

180

186

196

viii



Table 62

Table 63

Table 64

Table 65

Table 66

Table 67

Table 68

Table 69

Table 70

Table 71

Table72

Table73

Moderating role of Age for relationship between Clusters (A,

Nos Depressive, Nos Passive Aggressive, & Total Clusters)

and Internalizing, Internalizing, Thought, Attention, and

Total Problems across Clinical Sample (N = 408)

Moderating role of Age for relationship between Clusters (A,

B, C, Nos Depressive, Nos, Passive Aggressive, and Total

Clusters) and Internalizing, Internalizing, Thought,

Attention, and Total Problems across Non-Clinical Sample

(N =487)

Group for Gender across Clinical (N = 408) annd Non-
N =487) Sample for all Study Variables

Group Comparison for Age across Clinical (N = 408) and

Non-Clinical (N = 487) Sample for all Study Variables

Group Comparisons for Gender across ASR Adaptive

Functioning of Clinical (N = 408) and Non-Clinical (N =

487) Sample

Group Comparison for Gender across Attempts of Suicide for

ABCL Syndrome based Scales of Clinical (N = 408) and

Non-Clinical (N =487) Sample

t test across Attempts of Suicide for ASR Adaptive

Functioning of Clinical Sample (N =4 08)

Mean Differences in ASR Syndrome based Scales across

Education on Clinical Sample (N = 408)

Mean Differences in ASR Syndrome based Scales across

Education on Clinical Sample (N = 408)

Mean Differences in ABCL Syndrome based Scales across

Education for Clinical Sample (N = 408)

Mean Differences in ABCL Syndrome across Education on

Non-Clinical Sample (N =487)

Mean Differences in ADPIV Scales across Education on

Clinical Sample (N = 408)

200

205

206

209

212

213

214

215

218

224

227

231

X



Table 74 Mean Differences in ADPIV Scales across Education on 232
Non-Clinical Sample (N = 487)



Figure 1
Figure 2
Figure 3
Figure 4
Figure 5
Figure 6
Figure 7
Figure 8
Figure 9
Figure 10
Figure 11

Figure 12

Figure 13

Figure 14

Figure 15

Figure 16

Figure 17

LIST OF FIGURES

Research Design and Study Description

Process of Translation

Prevalence of Problem Behaviors

Prevalence of Personality Disorder

Prevalence of Problem Behavior ASR across Gender
Prevalence of Problem Behavior ABCL across Gender
Prevalence of Personality Disorders across Gender
Prevalence of Problem Behaviors (ASR) across Age
Prevalence of Problem Behaviors (ABCL) across Age
Prevalence of Personality Disorders across Age

Interaction effect of mean adaptive functioning between
Cluster A PD and syndrome scale internalizing behavioral
problem among clinical sample

Interaction effect of mean adaptive functioning between
Cluster C PD and syndrome scale internalizing behavioral
problem among clinical sample

Interaction effect of mean adaptive functioning between
NOS-depressive PD and syndrome scale internalizing
behavioral problem among clinical sample

Interaction effect of mean adaptive functioning between
NOS-passive aggressive PD and syndrome scale
internalizing behavioral problem among clinical sample
Interaction effect of total mean adaptive between Cluster A
PD and syndrome scale externalizing problems among
clinical sample

Interaction effect of total mean adaptive between Cluster A
PD and attention problem among clinical sample
Interaction effect of total mean adaptive between Cluster B

PD and attention problem among clinical sample

69
75
124
125
129
129
131
133
134
135
172

172

173

173

174

175

175

Xi



Figure 18

Figure 19

Figure 20

Figure 21

Figure 22

Figure 23

Figure 24

Figure 25

Figure 26

Figure 27

Figure 28

Interaction effect of total mean adaptive between Cluster C
PD and attention problem by among clinical sample
Interaction effect of total mean adaptive between NOS-
depressive PD and attention problems among clinical
sample

Interaction effect of mean adaptive functioning between
NOS-passive aggressive PD and attention problem among
clinical sample

Interaction effect of mean adaptive functioning between
total clusters PD and attention problems among clinical
sample.

Interaction effect of mean adaptive functioning between
Cluster A PD and total problem behavior (ASR) among
clinical sample.

Interaction effect of mean adaptive functioning between
Cluster C PD and total problem behaviors (ASR) among
clinical sample.

Interaction effect of mean adaptive functioning between
NOS- Depressive PD and total problem behaviors (ASR)
among clinical sample

Interaction effect of mean adaptive functioning between
Cluster A PD and syndrome scale internalizing problem
among non-clinical sample

Interaction effect of mean adaptive functioning between
Cluster C PD and syndrome scale internalizing problem
among non-clinical sample

Interaction effect of mean adaptive functioning between
NOS-depressive PD and syndrome scale internalizing
problem among non-clinical sample

Interaction effect of mean adaptive functioning between
PD and syndrome scale

NOS-passive aggressive

internalizing problem among non-clinical sample

176

176

177

177

178

178

179

181

182

182

183

Xii



Figure 29

Figure 30

Figure 31

Figure 32

Figure 33

Figure 34

Figure 35

Figure 36

Figure 37

Figure 38

Interaction effect of mean adaptive functioning between
total Cluster PD and syndrome scale internalizing problem
among non-clinical sample

Interaction effect of mean adaptive functioning between
Cluster A PD and attention problem among non-clinical
sample

Interaction effect of mean adaptive functioning between
NOS-depressive PD and attention problem among non-
clinical sample

Interaction effect of mean adaptive functioning between
NOS-passive aggressive PD and attention problem among
non- clinical sample

Interaction effect of mean adaptive functioning between
total Cluster PD and attention problems among non-clinical
sample

Interaction effect of gender between cluster A PD and
syndrome scale internalizing behavioral problems among
clinical sample

Interaction effect of gender between cluster A PD and
syndrome scale internalizing behavioral problems among
clinical sample

Interaction effect of gender between cluster C PD and
syndrome scale internalizing behavioral problems among
clinical sample

Interaction effect of gender between total clusters PD and
syndrome scale internalizing behavioral problems among
clinical sample

Interaction effect of gender between NOS-passive
aggressive PD and syndrome scale internalizing behavioral

problems among clinical sample

183

184

184

185

185

189

189

190

190

190

Xiii



Figure 39

Figure 40

Figure 41

Figure 42

Figure 43

Figure 44

Figure 45

Figure 46

Figure 47

Figure 48

Figure 49

Figure 50

Figure 51

Figure 52

Interaction effect of gender between cluster B PD and
syndrome scale externalizing behavioral problems among
clinical sample

Interaction effect of gender between cluster A and attention
problems among clinical sample

Interaction effect of gender between cluster B and attention
problems among clinical sample

Interaction effect of gender between cluster C and attention
problems among clinical sample

Interaction effect of gender between total clusters and
attention problems among clinical sample

Interaction effect of gender between NOS depressive PD
and syndrome scale attention problems among clinical
sample

Interaction effect of gender between NOS passive
aggressive PD and attention problems among clinical
sample

Interaction effect of gender between cluster A and syndrome
scale total problems among clinical sample

Interaction effect of gender between cluster B and syndrome
scale total problems among clinical sample

Interaction effect of gender between cluster C and syndrome
scale total problems among clinical sample

Interaction effect of gender between total clusters and
syndrome scale total problems among clinical sample
Interaction effect of gender between NOS-passive
aggressive PD and syndrome scale total problems among
clinical sample

Interaction effect of gender between NOS-depressive PD
and syndrome scale total problems among clinical sample

Interaction effect of gender between total clusters and

thought problems among non-clinical sample

191

191

191

192

192

192

193

193

193

194

194

194

195

197

X1V



Figure 53

Figure 54

Figure 55

Figure 56

Figure 57

Figure 58

Figure 59

Figure 60

Figure 61

Figure 62

Figure 63

Figure 64

Figure 65

Figure 66
Figure 67

Interaction effect of gender between total clusters and
thought problems among non-clinical sample

Interaction effect of gender between total clusters and
thought problems among non-clinical sample

Interaction effect of gender between NOS depressive PD
and syndrome scale total problems among non-clinical
sample

Interaction effect of gender between NOS passive
aggressive PD and syndrome scale total problems among
non-clinical sample

Interaction effect of age between NOS-passive aggressive
PD and syndrome scale internalizing behavioral problem
among clinical sample

Interaction effect of age between Cluster A PD and
syndrome scale externalizing behavioral problem among
clinical sample

Interaction effect of age between Cluster C PD and
syndrome scale externalizing behavioral problem among
clinical sample

Interaction effect of age between NOS-passive aggressive
PD and syndrome scale externalizing behavioral problem
among non-clinical sample

Interaction effect of age between NOS-passive aggressive
PD and syndrome scale attention problem among clinical
sample

Interaction effect of age between NOS-passive aggressive
PD and syndrome scale total problem among clinical sample
Summary of Hypotheses 1, 2, and 3

Summary of Hypotheses 4, 5, and 6

Summary of Hypotheses 7 and 8

Summary of Hypotheses 9, 10, and 11

Summary of Hypotheses 12 and 13

198

198

199

199

202

202

203

203

203

204

238

239

240

241
242

XV



XVi

Figure 68 Summary of Hypotheses 14, 15, and 16 243
Figure 69 Summary of Hypotheses 17 244



Appendix A

Appendix B1
Appendix B2
Appendix B3
Appendix B4
Appendix C1
Appendix C2
Appendix C3
Appendix C4
Appendix D

Appendix E

Xvil

LIST OF APPENDICES

Agreement Achenbach System of Empirically Based Assessment
for Adults

Adult Self Report for Adults: English Version

Adult Behavior-Checklist for Adults: English Version
Assessment of DSM 1V Personality Disorder: English Version
Informed Consent: English Version

Informed Consent: Urdu Version

Adult Self Report for Adults: Urdu version

Adult Behavior-Checklist for Adults: Urdu Version
Assessment of DSM 1V Personality Disorder: Urdu Version
Item-Total Correlations

Personal Communication with Prof. Dr. Thomas Achenbach



xXviii

ACKNOWLEDGEMENTS

This thesis would not have been completed without the trust [ have in ALLAH
and his plans so I would like to pay my utmost gratitude to the Almighty for His

blessings and plans.

I have always believed that writing a dissertation is tough and challenging. But
after trying to complete it and writing this section of acknowledgement is even more
challenging. It’s forcing me to go through the journey and revisit all I went through
while doing this. I still remember the day when I went to my supervisor, Prof. Dr. Anila
Kamal and shared with her that I am afraid of working in clinical settings as I feel that
data collection would be tough. I was expecting that she will react, but to my surprise
she remained very composed and calm. I still remember her telling me that you will
learn a lot and your work will have practical implications. I would like to thank you for
giving me this opportunity to work under your supervision. If you would not have
convinced me on that day, I would have given up very easily. The way you have
supported me during this whole time and helped me complete my work is something |
will always be grateful for. Your guidance is unprecedented, and I will cherish the
number of times you pushed me to go beyond my comfort zone and explore the data
and do the changes in my draft. It would not have been possible without your constant

guidance and constructive feedback.

Though this journey has been tough but what kept me going was my belief that
what I am doing now is the toughest and things will get easier with time. But today
when I look back, every step was equally challenging and time consuming. As per my
understanding, the toughest part was to convince people to translate my research
instruments (which were lengthy). As soon as I finished translations, I felt a sense of
relief. But to open my eyes the next phase of pushing the committee members to finalize
my tools was yet another big challenge. I still remember the first day where in an hour
we were only able to finalize fifteen items. I would like to extend my gratitude to all
committee members especially Dr. Humaira Jami and Dr. Sobia Masood for providing
me valuable time and feedback. I would also like to thank Ms. Ramani Sunderji for
reviewing translations and providing me quick feedback so that I can proceed towards

data collection. I would also like to extend my gratitude to Prof. Dr. Thomas Achenbach



XiX

for reviewing my initial research proposal and agreeing for the collaboration which

helped me to develop an understanding of ASEBA.

Data collection for me was the time to face my fear. I took a team along for data
collection and visited many hospitals within Islamabad and Rawalpindi. The response
from hospital was nothing I had expected and I went through a lengthy process to
approach the hospital authorities for following the ethical protocols and permission. |
hope this process would be much smoother and quick for future researchers.
Nonetheless, I would like to thank all the hospital authorities and patients who took part
in my study. To my surprise people were willing to talk about their problems and this
is what motivated me to work hard for data collection. I would like to thank my team
members Ms. Sadaf Arif, Ms., Errum Rafique, and Ms. Tehreem for helping me out
during this phase. I still remember the time where we used to be at the hospital by 7
am. We used to anxiously wait for the patients to come in so that we can start the
process. We considered four forms a day as our most fruitful and constructive day.
Though interacting with patients and listening to their perception of illness was unique
but working in the hospital set up and seeing different patients going thorough tough
phases was very challenging and disturbing for all of us. There were so many days,
where while coming back home we were not able to talk to each other. But our

debriefing sessions in the evening helped us to join next day with same vigor and hope.

This lengthy phase of PhD has taught me few things but after all these years I
reckon that the moment you start believing nothing worse can happen now is the
moment of reality check. The moment of truth struck when you face something terrible
than the previous one. For me, it happened at the time of data collection for non-clinical
sample. This phase was tougher than collecting data from the clinical sample. As now
I was more dependent on the friends and colleagues for their help in data collection.
Although I was disappointed by the research culture and response form the people, but
I am thankful to the people who participated and spent their valuable time to respond
on a lengthy questionnaire. This piece of research dissertation would not have been
accomplished without your genuine response and cooperation. However, on a lighter
note for the people whom I considered my friends, I still long for that data which you

promised.



XX

I would like to thank my friends especially Ms. Rayna Sadia and Ms. Sadia
Huda for helping me out from the very first day of my Ph.D. I would never have
completed this without your support. Rayna, I will never forget the days that we have
spent together while trying to develop an understanding of data. You have been my
biggest support during the toughest days. I cannot even keep a count of sleepless nights
and mugs of tea that we have shared while analyzing my data and finalizing the results.
The fearful nights that we have spent before research progress monitoring while

formatting the drafts were tough. A nightmare that I don’t even want to look back.

I would like to extend my gratitude to my research group fellows for attending
my research seminars and for providing me with valuable feedback. I would also like
to express my sincere and humble thanks to my colleagues for guiding me on each step.
I would especially like to mention the continuous and valuable support provided by Dr.
Nelofar Kiran Rauf during all these years. Your words motivated and kept me on the
ground during the foggy days and I would not be able to pay back except expressing
my gratitude through these lines. Thank you for always keeping me motivated and
preparing me beforehand for the next step. The way you have guided me is marvelous.
I would also like to thank my students who kept on asking me about what my research.
I would like to mention that it is through your questions that I found logic and improved
my rationale over the period. Your queries framed my research questions and helped

me figure out few things about my study.

Last but not the least, I would like to thank my family members. Thank you for
backing me up and bearing my mood swings. Thank you for not complaining about my
absence in family events which I missed because of my work. Thank you for being kind
and patient. Before every seminar I used to tell my Ama to please pray for me. Your
prayers have kept me going. I would like to thank my younger brother Muhammad
Abdullah Khan for supporting me during the write up phase. Though your question
about finishing my degree was the most irritating question. But yes, sharing all the
challenges that I am facing gave me a sense of relief. Thank you for being an awesome

listener and a cool brother.

Saira Khan



XX1

ABSTRACT

Literature suggests that personality pathology plays a crucial role in onset and
maintenance of problem behaviors, yet they go undetected and are overshadowed by
other mental health problems or diseases. Despite of this agreement, personality
disorders are often not assessed properly at the time of initial assessment which leads
to minimal adherence to treatment and poor treatment outcomes. Keeping this in mind,
a prime objective of present study was to validate System of Empirically based
assessment (that includes: Adult Self Report and Adult Behavior Checklist) and DSM
IV Personality Disorder into Urdu language. The present study comprised of pilot study
and the main study. Employing the technique of convenience and purposive sampling
for the pilot study data was collected from clinical (N = 50, M = 33.92, SD = 12.84)
and non-clinical adults (N =50, M = 33.60, SD = 12.33) with age between 18-59 years.
The objectives were to explore psychometric properties and preliminary trends of
association between personality disorders and problem behaviors (assessed via Adult
Self Report). The main study was carried out on clinical (N = 408, M = 37.17, SD
=11.21) and non-clinical (N = 487, M = 33.81, SD = 11.74) samples with age ranges
between 18-59 years. Evidence of validity was furnished for both samples through
Confirmatory Factor Analysis, Mono-trait Multimethod Matrix, and contrasted group
validity. Psychometric properties of Adult Self Report (ASR; Achenbach & Rescorla,
2003), Adult Behavior Checklist (ABCL; Achenbach & Rescorla, 2003), and
Assessment of DSM IV Personality Disorders Questionnaire (ADPIV; Hassan, 2012)
were found satisfactory, therefore, further analysis including prevalence, predictive
relationship, and group differences were established. Prevalence indicated higher
problem behaviors across broad band scales (both internalizing and externalizing) in
clinical as compared to non-clinical sample. Across ADP IV, borderline personality
disorder was most prevalent among clinical sample whereas obsessive compulsive
personality disorder was most prevalent across non-clinical sample. Across gender for
both samples, non-significant differences were apparent across broad band scales of
internalizing behavioral problems whereas higher number of males had externalizing
behavioral problems. Across ADP IV for clinical sample, PDs were more prevalent
among males except for borderline personality disorder, Not Otherwise Specified
Depressive (NOS-DE) and Not Otherwise Specified Passive Aggressive personality
disorder (NOS-PA) in comparison to females. For non-clinical samples these
differences were non-significant. Across age, more individuals in late adulthood had
both internalizing and externalizing behavioral problems for clinical sample. However,
only externalizing behavioral problems were more prevalent in late adulthood for non-
clinical sample. Predictive relationship through stepwise regression were examined to
test the hypotheses across broadband and narrowband scales. Results indicated that for
both samples from cluster A paranoid and schizotypal PDs predicted internalizing
behavioral problems. However, for externalizing behavioral problems all three
disorders (schizotypal, paranoid, and schizoid) emerged as significant predictors for
clinical sample and only paranoid emerged as significant predictors for non-clinical
sample. Similarly, from Cluster B for clinical sample both borderline and narcissistic
PDs predicted internalizing behavioral problems and only borderline predicted it for
non-clinical sample. Additionally, externalizing behavioral problems were predicted by
antisocial and borderline for clinical sample whereas only anti-social predicted it for
non-clinical sample. From Cluster C, only dependent personality disorder predicted
internalizing behavioral problems for clinical sample whereas for non-clinical sample
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both dependent and avoidant predicted it. Both obsessive compulsive and dependent
predicted externalizing behavioral problems for clinical sample and only dependent
predicted it for non-clinical sample. In case of not otherwise specified PD for clinical
sample only not otherwise specified depressive predicted internalizing behavioral
problem whereas for non-clinical sample both not otherwise specified depressive and
not otherwise specified passive aggressive predicted it. Similarly, not otherwise
specified passive aggressive predicted externalizing behavioral problems for clinical
sample and for non-clinical sample not otherwise specified depressive predicted
externalizing behavioral problems. From these findings, it was apparent that paranoid,
borderline, and dependent personality disorders emerged as a common predictor for
both internalizing and externalizing behavioral problems across both samples.
Moderation analysis indicated that relationship between personality disorders and
problem behaviors (broad and narrow band) was buffered by adaptive functioning and
gender. In order to examine the group differences across demographic variables mean
differences were computed. These differences across gender for clinical sample
indicated that females scored higher on anxious depressed and somatic complaints
whereas males scored higher on aggressive, rule breaking, and intrusive behavioral
problems. Non-significant differences were apparent across withdrawn, thought, and
attention problems for clinical sample whereas for non-clinical sample only significant
mean difference was apparent across externalizing behavioral problem where males
scored higher. Across gender for ADP IV for clinical sample, males scored higher on
all PDs except for not otherwise specified dependent personality disorder where the
difference was non-significant. For non-clinical sample females scored higher on
paranoid, histrionic, avoidant, and dependent PDs. In case of both clinical and non-
clinical sample individuals with a history of suicide scored higher on ADP IV and
syndrome-based scales of ASR. The results of the study highlighted that both
personality pathology and problem behaviors could be best understood by incorporating
cultural perspective as the relationship pattern that emerged across both sample is in
line with the existing literature but the findings regarding prevalence and the group
differences can be attributed to the cultural context of Pakistan. To conclude personality
pathology plays a significant role in other psychopathologies and factors like age,
gender, education, and adaptive functioning play a crucial role in establishing a
comprehensive picture of psychopathology. Recommendations can be provided to
mental health practitioners and policy makers at government level for incorporating
personality pathology in overall assessment in order to enhance the system of
assessment in clinical settings.



Chapter 1
INTRODUCTION

Personality Disorders (PDs) are prevalent in both clinical and community samples but are
often remain unassessed as clinicians tend to devise treatment plans for the most pressing
problems with which the patient comes in. Therefore, it is important to detect PDs early,
as their presence lead to poor interpersonal relationships, premature death, suicide, and
create vulnerability for other problem behaviors as well. Researchers attribute this under-
diagnosis of PDs to the way they are conceptualized, operationalized, and assessed.
Moreover, the current approach of relying on diagnostic categories (categorical models)
rather than addressing the core components of PDs has resulted in clinical neglect.
Empirical evidences indicate that an alternate to this categorical model can be rating of
personality dysfunction on a dimension with one end representing normal personality and
other representing personality pathology (Howard, 2017; Tyrer, Reed, & Crawford, 2015;
Widiger, 2011). Though this issue prevails worldwide but is of central importance for
developing countries like Pakistan, where health systems are already overburdened.
Additionally, patients seeking treatment are diagnosed with labels of depression and
anxiety but the underlying comorbidity is grossly ignored. Realizing the limitation of this
practice of assessment researchers, worldwide, are inclined to shift towards empirically
driven approaches but clinicians are reluctant to adopt it. Keeping this in view, the present
study aims to provide an overall background of mental health system in Pakistan and
examine the role of personality disorder in prediction of Achenbach System of Empirically

based Assessment (ASEBA) of problem behaviors among clinical and non-clinical adults.

This Chapter will provide the background of the study, the importance of mental
health status in Pakistan by providing the relevant literature and will conclude with brief

aims and an overall view of this thesis.
Background of the Study

In Pakistan, psychiatric and psychological issues are still considered as a taboo
among the masses. Consequently, seeking psychiatric help and psychological assistance is
seen as stigma. People usually do not accept mental health problems as illness and even

those who have an understanding perceive that it will have serious social and occupational



consequences in the longer run (Najam, Chachar, & Mian, 2019). Additionally, mental
health cost billions to already struggling economy of Pakistan. For example, in 2006, the
economic burden of mental health in Pakistan was 250,483 million rupee, USD 4264.27
million (Malik & Khan, 2016). Government health departments allocates less than 1 % of
total health care expenditures to mental hospitals. Even these centers do not have a
preventive care setup and mostly the facilities are outdated. Due to this, by the time patient
approaches these hospitals, the critical time for accurate assessment and early intervention
is already lost (Sohail, Syed, & Rehman, 2017). These facts indicate that mental health
service system in Pakistan is not as well organized as compared to services provided in
high-income countries (like National Health Services: NHS, UK). In Pakistan, it comprises
of three key formal and informal sources. Formal sources include public sector hospitals
and community based inpatient units mainly run by Non-Governmental Organizations
(NGOs). Whereas, informal services include religious and faith healers (Karim, Saeed,
Rana, Mubbashar, & Jenkins, 2004). One of the major drawback of inpatients units is lack
of registration with a central body that leads to malpractices (Ali & Gul, 2018).

In addition to malpractice and low budget of hospitals for mental health services,
there are roughly 130 registered medical schools from where 15,000 to 20, 000 students
graduate each year (Karim et al., 2004). But due to lack of appropriate guidance and
exposure graduating students are unlikely to opt for psychiatry. Consequently, a total of
203.07 mental health care professionals are available (per 100,000 population) at mental
health services including both private and government hospitals. In outpatient facilities,
community based psychiatric inpatient facilities and mental hospitals, only 141, 187 and
14, psychiatrists are available, respectively. Thus, to conclude, currently, very few mental
health care professionals including psychiatrists (400), psychologists (478), social workers
(3,145), and occupational therapists (22) are providing services (Begum et al., 2019). This
is inclusive of those psychologists and social workers who have minimal 1 year of training

in mental health.

Among these figures, 1 to 20 % psychiatrists and psychologists immigrate to other
countries within the initial phase of their career because of burnout and poor managerial
systems. Moreover, there is minimal collaboration between psychiatrists and psychologists

in government set up (Najam et al., 2019). Furthermore, “mental gap” that indicates



discrepancy in number of people having mental disorders and number of people who can
access the needed mental health services is high in Pakistan which further leads to lack of

standardized ethical procedures for assessment and intervention.

To conclude, mental health system remained a challenging yet ignored area in
Pakistan. Paired with all these factors, terrorism, low mental health literacy,
unemployment, natural disasters like earthquakes and floods, socio-political environment,
and low literacy have posed serious threat to mental health of people living in Pakistan
(Kahlily, 2011). Though, Mental Health Act (MHA) was passed in 2011 to safeguard the
right of patients seeking treatment for psychiatric illnesses but due to lack of political will

and scarcity of resources, minimal improvement was apparent (Bashir, 2018).
Mental health research in Pakistan

A review conducted following the World Health Organization Assessment
Instrument for Mental Health Systems (WHO-AIMS, 2009), indicated that in five
psychiatric hospitals 400 psychiatrists’ practice in a country with 180 million people
(World Health Organization; WHO, 2009). It can be inferred that limited number of
psychiatrists and psychologists are hired which is evident from the fact that only one
psychiatrist is available at Basic Health Unit (BHU) for more than ten thousand people
(Choudhry et al., 2019; Begum et al., 2019). Additionally, paucity of literature exists
regarding quality of services provided and mental health facilities available in Pakistan.
Majority of individuals seeking treatment for mental health problems consult traditional

faith healers because of low literacy and poor health facilities available (Bashir, 2018).

The quality of services that are being provided also need to be analyzed. Limited
research has been conducted regarding type and quality of mental health services provided.
Psychologists are mostly not hired and in instances where they are present minimal input
is taken regarding assessment and designing of treatment plans (Anjum, Kamal, & Bilwani,
2019). Prescribing medicines is considered a sole way of dealing with mental health
problems (Bashir, 2018). Findings indicate that Benzodiazepines (75.3 %) are commonly
prescribed group of medicines for most mental health problems (Naqvi et al., 2012).
Relatively few general practioners are familiar (35.1%) with selective serotonin reuptake

inhibitors (SSRIs). Practices of psychological assessment at the time of intake and use of



psychotherapy in intervention is also not followed in psychiatric units run by government
(Anjum, Kamal, & Bilwani, 2019). Lack of time, training, motivation, patient overload,
burnout and patient’s financial constraints are leading reasons contributing to this practice

(Begum et al., 2019).

Adding on to the prior discussed conditions, limited researches aiming to assess the
quality of services provided in Pakistan indicate that General Practitioners (GPs) lack
knowledge regarding internationally followed criteria for diagnosis that includes
International Classification of Diseases (ICD-10) that includes criteria for even most
prevailing disorders like major depression and anxiety disorders. Surveys conducted for
assessment of knowledge and attitude regarding major depression indicate that more than
half of medical professional’s lack basic understanding of disorder, and have an
unfavorable attitude towards patients suffering from depression (Husain et al., 2007), and
only few are aware of standard procedures needed for assessment that leads to faulty
diagnosis (Begum et al., 2019). Additionally, due to lack of privacy in government setups,
patients are often reluctant to talk about their problems. Therefore, there is either little or
almost no concept of in-depth assessment and psychological therapies. Psychiatrists only

prescribe medicines for treatment (Bashir, 2018).

Within these conditions, getting a correct diagnosis and receiving treatment for it
is very rare which leads to poor outcomes. Under these circumstances, in most of the cases
the core symptoms that are addressed are the pressing problems with which the patient
comes in. Because of this the core diagnosis given to the patient is of depression or anxiety
(Beckwith, Moran, & Reilly, 2014). Factors that play a crucial role in onset and
maintenance of these problems including comorbid disorders, personality disorders,
adaptive functioning, and relationships with family and spouse remain grossly ignored.
With a change in procedures regarding assessment (which is discussed in detail in later
section) PDs are often ignored as they are not assessed properly. Because of this the core

diagnosis given to the patient is of depression or anxiety (Beckwith et al., 2014).

The problem of ignoring Personality disorders at the time of assessment is not only
limited to Pakistan. Rather empirical findings indicate that PDs has been and continues to

be a contested diagnosis (Sheldon & Krishnan, 2009; Tyrer, 2018). Though researches



agree to the fact that this diagnosis is critical and is of central importance because it plays
a key role in defining how the person is seen and how others relate to them. Despite of
strong empirical evidences, PDs are often ignored by clinicians at the time of assessment
which ultimately lead to poor treatment outcomes. This problem is not only limited to
Pakistan but prevails internationally, with a slight difference in underlying reason
(Beckwith et al., 2014). Overall, it can be attributed to three primary reasons (Tyrer, 2018)
(1) there might be a failure to accurately assess personality disorder due to lack of culturally
validated tools used for assessment of PDs. Moreover, indigenous practices in Pakistan
indicate that time constraints and patient overload contribute to health professional’s
reliance on unstructured interviews to understand mental health related problems. This
leads to lack of standardized procedures for assessment and consequently some disorders
are under recorded and some are over recorded. (ii) “Diagnostic avoidance” might exist
because of multiple reasons varying from the status of patient that includes belonging to a
special minority class or sub-group to stigmatization associated with personality disorders.
(i11) Most of times clinicians hold on to the “enduring” or “relatively permanent” view of
personality and find it trivial to assess personality as a factor that cannot be altered.
Additionally, the recent change of eliminating separate axis for PD (Axis II) complicates
the problem further. As, DSM V recommended not to use multi-axial system so, PDs must
compete with all other disorders (Newton-Howes, Mudler, & Tyrer, 2015). Keeping these
in mind the importance of standardized tools for the assessment of personality disorders
and to bridge the gap between clinician’s practices, standardized procedures need to be
adopted for accurate assessment of PD specifically. For this reason, one of the primary
objectives of present study is to test the factor structure of a tool that is used for assessment
of personality pathology and has been developed considering criteria delineated by DSM
IV (Assessment of DSM IV Personality Disorders Questionnaire; ADP-1V, Schotte et al.,
2004).

One of the most pertinent issues related to conceptualization of PDs is regarding
their nature i.e., either they are best assessed using categorical measures or dimensional
measures (Krueger, Watson, & Barlow, 2005). Empirical evidences (Krueger, Watson, &
Barlow, 2005) have established that dimensional models of personality disorder

assessment outclass categorical models, yet in practice clinicians use categorical model for



assessment of PDs. Though, in recent empirical literature a paradigm shift towards testing
dimensional models of PDs is evident but this has raised questions regarding nature of
other psychopathologies (like depression, anxiety etc.) as well. Additionally, if
dimensional models explain PDs better, than it’s important to test other psychopathologies

following dimensional procedures as well (Ryder, Sun, Dere, & Fung, 2014).

There is a growing consensus among researchers that all mental disorders exist on
dimensions not categories (Krueger & South, 2009). One of the promising systems that
incorporates this assumption and has been empirically tested across 29 different societies
is Achenbach System of Empirically based Assessment (ASEBA). This system considers
the issue of “comorbidity” and groups’ problem behaviors into two broad categories that
include internalizing behavioral problems and externalizing behavioral problems. Even the
DSM V has recognized the limitation of categorical system for not considering co-
morbidity providing support for empirically derived scales for accurate assessment of
psychopathology but most of published literature on adult psychopathology is based upon
traditional categorical models. With this research, an attempt is being made to test this two
of the scales assessing adult psychopathology Adult self-report (ASR; Achebach &
Rescorla, 2003) and adult behavior checklist (ABCL; Achebach & Rescorla, 2003) with

reference to Pakistani sample.

Taking this a step further and looking at patterns of interrelationship among the two
aspects of psychopathologies discussed above, empirical evidences have repeatedly
highlighted the relationship between PDs and other form of psychopathologies and various
models of relationship have been proposed (Widiger, 2011). Vulnerability model focuses
on the fact that maladaptive personality traits and PDs makes an individual prone to
maladaptive coping and faulty thought processes. Paired together, these factors, this can
lead to other mental health problems which were previously rated on Axis I. Thus, presence
of these traits creates a diathesis for development of other forms of psychopathologies. In
contrast, the complication model suggests that presence of Axis I disorders (i.e., other
psychopathologies) lead to development of PDs as the prior are responsible for maladaptive
personality. However, Spectrum model proposes that both PDs and other
psychopathologies share some common etiological factor and ultimately grow from the

same soil. Patho-plasticity model on the other hand considers the fact that presence of PD



along with any other psychopathology has a strong potential to alter the course of treatment.
If not considered, at the time of assessment, PDs can lead to poor adherence to treatment
and ultimately lead to poor treatment outcomes. Though all these models have been
thoroughly discussed in later section of this chapter, here it is important to establish that
assessment of both PDs and other mental health problems is important at the time of initial

assessment (Widiger, 2011).

In Pakistan, scant knowledge exists for their association. Even in other parts of the
world, the relationship has been explored with reference to few PDs for instance in clinical
with Borderline Personality Disorder (BPD) and Anti-Social Personality Disorder (ASPD)
in forensic settings (Howard, 2017). Rest of the personality disorders have been grossly
ignored and consequently, many PDs despite of limited evidence suggesting them as valid
constructs are being deleted in DSM V section III. It becomes important to conduct a
comprehensive research considering all PDs, as technically any research focusing on single
PD only needs to be questioned as there exists a high degree of “co-morbidity” between
personality disorders which cannot be ignored. So, the present research tries to address this
gap, by assessing all PDs and shows the predictive role of PDs in other forms of

psychopathologies/other mental disorders.

Similarly, when it comes to other mental disorders now commonly referred to as
“clinical syndromes” or “empirically based taxonomies” it is apparent that high degree of
co-morbidity-that cannot be accounted to chance factors exist among them, like PDs
(Crawford, Cohen, Skodol, Jeffery, Johnson, & Kasen, 2008). Empirical data also indicate
a more parsimonious structure based on unifying or common themes which categorical
systems of psychopathologies are not taking into account. Moreover, emerging theories are
indicating a shift towards “p factor” for instance existence of pathology factor, where
presence of one psychopathology makes an individual vulnerable to another
psychopathology as well (Caspi et al., 2014). Additionally, the ASEBA system that clusters
problems in to two broad categories of internalizing and externalizing behavioral problems
and eight narrow band problems (anxious depressed, withdrawn, somatic complaints,
thought problems, attention problems, rule breaking, and intrusive problems) indicate
positive relationship between both broad band scales and narrow band scales (Sokoli,

Bodinaku, Paco, Gjergji, & Cala, 2016). This further provides evidence of common



unifying underlying latent structure of these pathologies as they ultimately group together
to general psychopathology or total problem behavior. So, diagnosing these problems
categorically, which are dimensional can lead to poor treatment outcomes. It indicates the
dire need to expand and test these empirically driven models like ASEBA across societies
and to establish prevalence of these problematic behaviors along these new emerging

dimensions as this can add to understanding of these problems.

Past researchers have taken in to account this system of empirically based
taxonomies have adopted different methodologies limiting the generalizability of findings
(Achenbach, Ivanova, Rescorla, Turner, & Althoff, 2016). One of the key issues is limiting
the scope of study to either one of the two broad band scales for instance internalizing or
externalizing behavioral problems. In other cases, narrow band scales of thought and
attention problem has been grossly ignored. Though in clinical settings such studies are
relatively easier to manage but it poses challenge to testing the models across different
samples and cultures. This in return negatively impacts the research process making the
process of model testing for this empirically driven assessment difficult. So, researches
need to take in to account both narrow and broad band scales so that further evidences can
be furnished regarding replicability of findings. The present research has tried to

incorporate both broad and narrow band scales to address this identified gap.

Even employing both narrow and broad band scales of empirically based
assessment, another important question arises that who should provide information about
psychopathology. Most of the times, in clinical settings, self-report measures are used to
collect information form psychiatric patients and treatments are devised based on this
assessment. Additional evidences of validity gathered by other self-report measures
assessing similar construct (convergent validity). But in both cases information provider is
same, the patient. It has been argued that sole reliance on self-report measures raises
authenticity concerns of the findings. To deal with this concern, in some cases an additional
information regarding the problem is obtained from informants that might include friend,
spouse or any relative as well. Thus, comprehensive picture of the problem is based mostly
on information from the patient and the informant (Olino & Klein, 2015). However, this
process lacks standardization as relatively few informant-based tools are available that can

provide comparative information. ASEBA provides an additional benefit where



information regarding self can be obtained using self-report measure (Adult Self Report;
ASR in this case) and a comparative profile can be obtained on an equivalent informant
measure (Adult Behavior Checklist; ABCL in this case). The present study intends to use
both ASR and ABCL to draw a more comprehensive picture of psychopathology as
previous studies using both indicate a weak correlation between the two as both are based
upon subjective perceptions (Achenbach, 2006). So, it becomes important to test these
findings for collectivistic cultures as well to test whether these show coherence with

findings from individualistic cultures or not.

Addressing all the key components mentioned above the first part of introduction
revolves around the current understanding of DSM IV based PDs highlighting the key
criteria and prevalence rate of each across various demographic variables for instance
gender, age, clinical and non-clinical samples. Further, the second part addresses the
significant empirical issues related to assessment of personality disorders. The third part is
based upon the models explaining association between PDs and other mental health related
problems. Fourth part is based on paradigm shift in assessment of mental health and
highlights the importance of empirically based taxonomies with a special focus on ASEBA.
Fifth part is based upon the need to incorporate and compare informant related measures
with self-report measures. The last part of introduction relates all these problems to mental

health care system of Pakistan.
Personality and Personality Disorders

Personality has been recommended as a central construct in understanding clinical
psychology. It has not only central relevance to personality assessment, but it has also been
established that features of personality and mental illness are closely interlinked (Kotov,
Gamez, Schmidt, & Watson, 2010). Patterns of thoughts, affect, and behavior are central
features of defining personality and they affect the presentation of symptoms that are
referred to as “clinical presentations.” Since now, DSM has been closely linked with mental
health practice, but there is a dire need that DSM provides model of personality and other
mental health problems that are based on larger groupings and employ empirically based
assessment that can later help in better assessment and understanding of personality and

other mental health problems. It can also help in conceptualizing the way in which
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personality can become maladaptive or leads to other problematic behaviors and is referred
to as personality disorder or personality pathology (Achenbach, Ivanova, Rescorla, Turner,

& Althoft, 2016; Krueger, Hopwood, Wright, & Markon, 2014).

While assessing personality, considerable importance has been given to personality
traits. Personality traits whether adaptive or maladaptive, have been a key area of
researcher’s interest. They have a detrimental role in determining pattern of individual’s
life. These traits when present in maladaptive form lead to personality pathology. This
personality pathology, in combination with poor adaptive functioning create vulnerability
for many other mental health illnesses. So, it is important to identify these precursors of
psychopathology as early as possible so that interventions can be made accordingly (Paris,
1999). Despite of strong empirical evidences indicating this, in practice, clinicians often
do not assess personality even for adults seeking treatment for mental health illness (Tyrer,
2018). This concern becomes more pressing when it comes to developing countries like
Pakistan, where health systems are already overburdened. Though the research regarding
personality and personality pathology is at a budding stage, where only few researches
have taken initiative to understand how and why personality traits become maladaptive
(Hassan, 2012), but the later relationship regarding how these maladaptive traits create

vulnerability for other psychopathologies still needs to be understood.

As established in the earlier paragraph, personality pathology plays a central role
in determining manifestation of other problems. It becomes central to move towards the
issue of the way personality pathology is being operationalized and assessed. The prevalent
process of assessment is categorical but emerging body of literature is indicating that
dimensional models are adding valueable information and should be adopted for accurate
assessment (Tromp & Koot, 2010). This issue of dimensionality or categorical nature is
not only limited to personality pathology. It is also applicable to other mental health
disorders as well. Emerging evidences indicate that due to higher co-occurrence of mental
health problems it is appropriate to cluster them into larger group of problems such as
externalizing and internalizing behavioral problems rather than going for categorical

systems. (Achenbach et al., 2016; Krueger & South, 2009).
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Before discussing in detail, the issues regarding prevalent practices in detail, it is
imperative to develop an understanding of existing system. American Psychiatric
Association (APA) relying on categorical system states “DSM-IV is a categorical
classification that divides mental disorders into types based on criteria sets with defining
features” (American Psychiatric Association, 2000, pp. xxxi). PDs have been currently
grouped under three major clusters and have been 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, 2000,
pp- 633).

The current criteria delineated by APA are based upon the prototypes as explained
by mental health practitioners who have worked with individuals exhibiting personality
pathology (Sheets & Craighead, 2007). Based on similarities, DSM-IV-TR has classified
PDs into three major clusters. Each cluster further comprises of group of disorders that
share a common theme. Cluster A involves the common underlying theme of odd and
eccentric behavior. Cluster B is overly dramatic and emotional. Cluster C comprises of
disorders that involve anxiousness and fearfulness (American Psychiatric Association,
2000). An overview regarding disorders placed under each cluster, symptoms, prevalence,

and demographic differences across each have been summarized in the subsequent section.
Cluster A Personality Disorder

Cluster A includes schizoid, paranoid, and schizotypal PDs. The common features
of these are maladaptive social attachments and odd or egocentric behavioral patterns. This
group of disorders are more common in families who have a history of schizophrenia,
pointing to the possibility that these might be attributed to underlying genetic
predisposition (Esterberg, Goulding, & Walker, 2010).

Schizotypal personality disorder. Schizotypal PD features a pervasive pattern
of acute discomfort in close relationships and is marked by cognitive or perceptual
distortions and behavioral eccentricities. Criteria for these include ideas of reference that
are incorrect interpretations of events as having a particular and unusual meaning

specifically meant for the individual. These delusions of reference must here be
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differentiated from ideas of reference. Schizotypal PD is often characterized by having
magical thinking or odd beliefs that affect the patient’s behavior and deviate markedly from
cultural norms. These individuals may be superstitious and may believe in telepathy and
claim to have perceptual experiences like those of feeling someone’s presence who is not

actually there (American Psychiatric Association, 1994).

Odd speech and odd thinking are another feature of schizotypal PD. Overelaborated
or vague speech patterns that are stereotyped may be present. These patients may also
believe that people they work with constantly try to damage their reputation in front of
their supervisors and such people do not have close friendships or any confidants except
close relatives which leads to poor adaptive functioning. Most apparent reason for this is
their social anxiety, paranoid thoughts, and lack of trust. During social gatherings, people
with schizotypal PD tend to become tense with passage of time rather than relaxing and
mixing in. This leads to weird and stiff social interactions on their part. Appearance of the
individuals may seem constricted, odd, and peculiar due to above mentioned reasons

(American Psychiatric Association, 1994).

Paranoid personality disorder. Common characteristic of people with
Paranoid PD is pervasive distrust and being suspicious of others and considering their
motives vindictive. These traits begin to appear in early adulthood and consist of
maladaptive patterns of six wide ranged personality traits namely suspicion, antagonism,

autonomy, hyper vigilance, exceptional sensitivity and being rigid (DSM 1V, pp. 634).

The term paranoid implies not only paranoid thoughts or feelings; rather the
diagnosis implies an individual who lacks trust, is oversensitive towards criticism and
reacts with hostility to defend his/ her autonomy. These individuals seek examples to
reinforce and conform their maladaptive beliefs. They are consistently preoccupied with
beliefs that other people intend to cause them harm (Miller, Usada, Trull, Burr & Brown,
pp. 542). In addition to this, individuals with paranoid PD tend to exclude people from their
lives and are reluctant to make any conscious effort to cross check their beliefs.
Consequently, it is paired with poor adaptive functioning in terms of interpersonal
relationships. Paired together both these create a vulnerability for developing other

pathologies (Akhtar, 2019).
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Schizoid personality disorder. Schizoid PD is defined by a pervasive pattern
of being detached from social relationships and having a limited range of emotional
expression in interpersonal settings (DSM-1V; APA, 1994 p. 638). People with schizoid
PD don’t seem to enjoy any interpersonal contact or close relations and lack the ability to
derive pleasure from personal or romantic relationships as well. Their interest in intimate
sexual relations is also low and they are most likely to remain unmarried. Such individuals
have a better performance at jobs that require minimum interaction with other colleagues.
However, the interactions in which these individuals get involved in do not appear to give
them any level of pleasure (Triebwasser, Chemerinski, Roussos, & Siever, 2012). To sum
up, schizoid PD is a set of behaviors comprising of emotional detachment making the

individual socially isolated.

Prevalence of cluster A personality disorders.  Studies aimed at establishing
prevalence of personality disorders establish that variations exist in terms of prevalence of
PDs across settings for instance clinical and non-clinical, gender, age, and marital status
(Torgerson, Kringlen, & Cramer, 2001). Prevalence rates along with correlates for cluster

A disorder have been briefly summarized below.

Prevalence of schizotypal personality disorder. As per DSM 1V, Schizotypal
PD prevails in around 3% of the general population (APA, 1994). Additional studies have
found that prevalence rates of schizoid PDs are higher among inpatient settings (Widiger
& Trull, 1998). Lifetime prevalence of schizotypal personality disorder have been
estimated to be 3.9 % being more prevalent in males. Further it’s more prevalent in
separated, widowed, and divorced individuals. Traits of this disorder tend to get more
stable across age. Researches are consistent in confirming higher rate for Schizotypal PD

in men than in women (Pulay et al, 2008).

Prevalence of paranoid personality disorder. Since the revision of DSM III
and DSM III R, there has been seen an increase in the prevalence rate of paranoid PD
among clinical samples. Prevalence of paranoid PD has been found to be 3.3% in young
adults aged 18 to 21(Bernstein et al., 1993). According to DMS IV (1994) the rates of

Paranoid PD prevalence are 0.5 —2.5% in the general population while 10- 30% prevalence
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rates are reported in inpatient psychiatric population with 2-10% in the outpatient mental

health clinics (APA, pp. 636).

Paranoid PD is more common in males and much empirical evidence supports the
same. Many discrepancies prevail regarding prevalence of paranoid PD. A study conducted
in New Zealand on community sample indicated that 12.6 % of the sample demonstrated
paranoid features (Poulton et al., 2000). Another study following DSM III R criteria,
conducted on community sample in Oslo estimated that rates of paranoid PD to be 2.4%.
In addition to this people with high school education or less had more paranoid PD.
Similarly, presence of paranoid PD has been linked with problematic relationship with

spouse as well (Torgerson, Kriglen, & Cramer, 2001).

Prevalence of Schizoid personality disorder. Relatively less empirical
research has been done with reference to schizoid PD. Bernstein, Cohen, and Velez (1993)
assessed community-based sample of teenagers and 1.8% of them received the diagnosis
of schizoid PD. Following the criteria of DSM III R, a study conducted on community
sample in Oslo found the prevalence of schizoid PD to be 1.7 %. The study also found
schizoid to be more prevalent among men. Across age, older individuals had more schizoid

features (Torgerson, Kriglen, & Cramer, 2001).

Comorbidity of Cluster A with other personality disorder. A challenging area of
research which has implications in assessment of PDs involves overlap among the
personality disorders defined by the DSM classification system. Many studies report high
overlap among the PDs defined in DSM. As evident by empirical evidence, DSM system
has elevated its interrater reliability (co-occurrence of assessment among two different
raters) however the diagnostic scheme may have some problems. For instance, most studies
on the inpatient setting verified that individuals diagnosed with paranoid PD also receive

additional diagnosis of PDs (Zimmerman, 1994).

Morey (1988) reported while addressing the problem of boundary of the disorder,
that 22% of 291 individuals in outpatient settings met the criteria for paranoid PD diagnosis
while undergoing treatment for other PDs. Individuals diagnosed with Paranoid PD were
often also diagnosed with borderline PD (48%), narcissistic PD (35.9%) and avoidant PD
(48.4%). Similarly, in review of DSM III R’s efficacy and performance 41% among
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paranoid PD, Borderline PD and avoidant PD were reported by Widiger and Trull (1998)
and a problematic co-occurrence of 38% among Schizoid PD, Borderline PD, Narcissistic
PD and Avoidant PD were not included in cluster A grouping, therefore indicating that PD

overlap is not limited to cluster.
Cluster B personality disorders

Cluster B comprises of histrionic, borderline, narcissistic and anti-social
personality disorder (French & Shrestha, 2020). From these borderline and antisocial
personality disorders have been studied extensively because of high prevalence rates.
Borderline PD has been found to be most prevalent among clinical sample among all other
PDs whereas anti-social personality disorder is more prevalent in forensic settings. Cluster
B is believed to be more complicated because of increased risk of suicide associated with
it (Tyrer, 2014). Empirical issues regarding each disorder from cluster B have been briefly

summarized below:

Histrionic personality disorder. In the fourth edition of APA’s DSM 1V, the
histrionic PD is defined as ‘‘a pervasive pattern of excessive emotionality and attention
seeking, beginning by early adulthood and present in a variety of contexts’” (APA, 1994,
pp. 657). The narrative description of the disorder includes “behavioral patterns
characterized by excitability, emotional instability, over-reactivity, and self-dramatization.
This self-dramatization is always attention-seeking and often seductive, whether the patient
is aware of its purpose or not. These personalities are also immature, self-centered, often

vain, and usually dependent on others. (APA, 1968, pp. 43)”.

One of the most pertinent criteria based on which diagnosis of histrionic PD is
made involves sexually seductive behavior and being uneasy in social situations where the
center of attention is elsewhere This further highlights the need for empirical testing of
criteria for histrionic PD, though researches are repeatedly suggesting for empirical testing

of criterion of histrionic PD (Widiger et al., 1995).

Blais, Hilsenroth, and Castlebury (1997) and Blais and Norman (1997) investigated
the preliminary researches on the DSM-1V criteria for histrionic personality disorder. They
indicated that the DSM-IV histrionic criteria set yielded a weak internal consistency, with

Cronbach’s alpha of .66, and many of the items correlated with narcissistic as well as
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borderline PD criteria. It was also reported that the unfocused speech and suggestibility
criteria did not correlate with the other histrionic criteria (Blais & Norman, 1997, pp. 175).
An improvement in the internal consistency of the histrionic PD criteria from .61 to .67
would be obtained by 9 randomly selected criterion of personality disorders. However,
weak correlation level was reported for the criteria related to discomfort when not being

the center of attention criterion and that of suggestibility.

Narecissistic personality disorder. Narcissistic personality disorder is defined
as a pervasive pattern of grandiosity, lack of empathy characterized by excessive need for
admiration, usually starting at early adulthood and is present in a variety of contexts. (APA,
1994, pp. 661). Important defining characteristics of narcissistic personality disorder
include inflated self-esteem and a sense of entitlement or grandiosity. Need to be praised
is also prevalent and is often comorbid with feelings of suspicion of intentions of others
(Young, 2003). Narcissistic personality disorder is often comorbid with other disorders
while also being associated with significant functional impairment and psychosocial

disability (Miller, Campbell, & Pilkonis, 2007).

Empirical evidences indicate that one of the least studied personality disorders has
been narcissistic PD (Caligor, Levy, & Yeomans, 2015). Consequently, there is a
considerable amount of confusion as far as reliability, validity and sensitivity of the
diagnostic criteria is concerned (Levy et al., 2009). Due to limited research narcissistic PD
was initially considered for omission from DSM V also, however; after the feedback from

clinicians the decision was reversed.

Borderline Personality Disorder. BPD is defined as dysregulation and a pattern
of instability in emotional, interpersonal cognitive as well as behavioral domains. In DSM
IV, a new criterion was added to cover the cognitive aspects that includes stressful,
paranoid ideas or dissociative symptoms according to DSM IV, 5 out of 9 criteria must be
present for diagnosis. These criteria were reset and rearranged by Linehan (1993) and Paris
(1999). BPD patients go through affective instability and emotional disturbance. Their
moods are highly affected by the environmental stimuli. Massive mood shifts may occur

during the course of a single day (Paris, 1999).
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Secondly, the BPD patients also experience difficulties in maintaining inter-
personal relationships. They tend to become easily involved with others, but their
relationships are stressful, intense, and often chaotic (Linehan, 1993). People with BPD
may report experiencing either being fully consumed by others or being completely
abandoned. They are oversensitive to rejection or abandonment. These fears cause great
difficulty in maintaining stable interpersonal relationships. As a result, complications in
relationships are very common among these individuals. Resultantly individuals with BPD
get involved in frantic efforts to prevent being abandoned which further exhausts them
emotionally (Paris, 1999). Self-destructive and impulsive behavior, which may manifest in
form of substance abuse, sexual promiscuity, overdosing, binge eating, and reckless
behavior, is considered as a maladaptive strategy for coping with the resulting dysphoric

affect present in BPD (Khan & Kamal, 2018; Linehan, 1993).

Anti-social personality disorder. The criteria for ASPD consist of a series of
items indexing a lifelong pattern of overt antisocial acts plus traits of impulsivity,
irritability, and remorselessness. ASPD is one of the most reliable of all diagnostic
categories (Coid, 2003), while its validity is often questioned. The diagnosis of ASPD is
based on robust scientific evidence identifying a group of individuals who display
antisocial behavior from a very young age that remains stable across the lifespan. This
population of persons with ASPD is heterogeneous, composed of distinct sub-types defined
by co-morbid disorders (De Brito & Hodgins, 2009, pp. 133). Empirical evidences have
repeatedly documented that presence of ASPD has been strongly linked up with criminal

offences.

Individuals, and most specifically males, with ASPD evidence elevated rates of
premature death that result largely from repeated engagement in reckless behaviors.
Researches give central importance to understanding correlates of Conduct disorder (CD)
to develop a better understanding of ASPD. The prevalence of CD increases as the level of
social deprivation of the child’s family increases (Green, Kern, & Heaton, 2004). So, it

becomes important to study the area of adaptive functioning in case of ASPD.

Prevalence of Cluster B personality disorders.  Differences have been

documented in prevalence pattern of cluster B PDs across age, gender, and type of sample
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(for instance clinical or non-clinical). Among cluster B PDs, BPD is one of the most
researched PD which is often attributed to its high prevalence in clinical sample. Similarly,
in forensic settings, ASPD is considered to be most researched. Minimal empirical
evidence exists regarding prevalence of histrionic and narcissistic PD. Findings regarding

prevalence of cluster B, have been briefly summarized below:

Prevalence of histrionic personality. Empirical evidence indicates presence of
histrionic PD to be 2 to 3 % in general population. Across gender, the study found it to be
more prevalent among females in comparison to males. However, this higher prevalence
among females can be attributed to biased assessment. Males are less likely to report the
symptoms of histrionic PD which can be a potential contributing reason for histrionic PD
among them. Role of education in relation to histrionic PDs have not been well established
(Nestad et al., 2008). Similarly, a study aimed at establishing the median prevalence of PDs
over a decade across different community samples found median prevalence of histrionic
PD to be 2.10. For this study the lowest prevalence was found to be for community sample
of New York using DSM III R criteria for assessment (Moldin & Erlenmeyer-Kimling,
1994) and the highest prevalence was found to be for 4.5 for Sweden using semi structured
interview schedule based on DSM III R criteria (Bodlund, Ekseliuss, & Lindstrom, 1993).
This study also found histrionic PD to be more prevalent among women (Torgerson,

Kringlen, & Cramer, 2001).

Findings by Zimmerman, Rothschild, and Chelminski (2005) indicate that despite
of high comorbidity among PDs, histrionic PD and avoidant PD are more likely to be
diagnosed alone among psychiatric outpatients. Following DSM 1V criteria, the study

established the prevalence rate of histrionic PDs to be 1 % among psychiatric outpatients.

Prevalence of narcissistic personality disorder. There is lack of research
regarding the prevalence of narcissistic PD. Limited empirical work aimed at establishing
the prevalence indicates that among clinical samples prevalence of narcissistic PD has been
reported to vary from 1 to 17%. Whereas for community sample prevalence has been found
to be around 5.3% (Ronningstam, 2009). Like this, prevalence has also been established as
low as 2% and as high as 16 % (APA, 1994). Risk factors associated with narcissistic PD
include sex (being male), age (young) and being single (Stinson et al., 2008).
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Another research carried out with Chinese clinical population aimed at establishing
the prevalence rate of narcissistic PD indicated its prevalence to be 4%. The study also
found it to be more common in males as compared to females. Additionally, individuals
with narcissistic PD had better levels of education as compared to individuals with other
disorders (Jiang et al., 2019). In comparison another study conducted with community
sample found the prevalence rate of narcissistic PD to be 2 % (Torgersen, Kringlen, &
Cramer, 2001). The study also aimed to review researches conducted to establish
prevalence over a past decade and found median prevalence of narcissistic PD to be 2% as
well. The lowest prevalence was documented to be 0 % conducted in lowa community
sample based on DSM III criteria whereas the highest prevalence was documented to be

5.3% conducted in Sweden based on DSM III criteria.

Prevalence of anti-social personality disorder. Zimmerman Rothschild, and
Chelminiski (2005), working with psychiatric outpatients found that 3.6 % had ASPD.
Among these 41.9 % patients had ASPD without any other comorbid PD. In contrast, a
comparison of prevalence across community samples over a period of ten decades found
median prevalence of ASPD to be .80. Lowest prevalence documented was 0.2 for
community sample of Germany using SCID II (Maier, Lichtermann, Minges, & Heun,
1992) whereas highest was recorded 3.3 for lowa based on DSM III criteria (Zimmerman,
1994). These studies also found ASPD to be more prevalent among males (Torgerson,

Kringlen, & Cramer, 2001).

Prevalence of borderline personality disorder. There has been an increase in
clinical interest in BPD over the last two decades which can mainly be attributed to a larger
number of individuals reporting to mental health clinics. National Comorbidity Survey,
several studies have indicated a 2% prevalence rate in the general population (Paris, 1999).
However, this has not been verified by the Epidemiological Catchment Area (ECA). In
clinical samples prevalence is greater and reaches about 11% (Widiger & Frances, 1989).
Going into a more sensitive sample, that of inpatient setting, the figure is elevated till 19%.
In samples where the individuals are diagnosed specifically and exclusively with PDs the
prevalence rate ranges from 30 to 60% (Widiger & Trull, 1993). This is in line with the
results indicating that BPD is one of the most common PDs in clinical studies (Hassan,

2012; Khan & Kamal, 2018).
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Various controversies exist around higher prevalence rates of BPD among women
when comparison is done across gender (Sansone & Sansone, 2011). A study by Becker
and Lamb (1994) confirmed the influence of this sex bias. In their study, surveys were
mailed to various mental health service providers who were asked to diagnose hypothetical
scenarios where a patient met the criteria either for Post-Traumatic Stress Disorder (PTSD)
or for BPD. Male and female cases were mailed half and half. Findings indicated that there
were more frequent female BPD diagnoses than male despite the scenarios being same for

both male and female cases.

Co-morbidity of Cluster B disorder with other personality disorders. Much
work with reference to cluster B personality disorders has been limited to BPD. Empirical
finding suggest comorbidity to be as high as 87% with other PDs in case of BPD. More
than half of patients with BPD had a paranoid PD (cluster A) and obsessive-compulsive
PD (cluster C) (Palomares et al., 2016). Another study found a strong association between
BPD and ASPD (both are cluster B disorders) (Howard, Khalifa, & Duggam, 2014).
Though there is paucity of literature with reference to histrionic PD, but minimal researches
conducted indicate that it is highly comorbid with BPD, narcissistic, and dependent PDs
(Candel & Turliuc, 2019). With reference to narcissistic PD a strong comorbidity has been
documented with histrionic, antisocial, obsessive compulsive and schizotypal PD
(Coolidge, Marle, Van Horn, & Segal, 2011). Thus, it can be concluded, that comorbidity

exists both within the cluster and outside the cluster as well.
Cluster C personality disorder

Cluster C comprises of avoidant (AVP), dependent (DPD) and obsessive
compulsive (OCPD) personality disorders. These have been paired together based on
shared feature of anxious and fearful dimeson (Fossati et al., 2006). Empirical evidences
suggest that despite of high prevalence, this cluster has been studied less in comparison to
cluster A and Cluster B (Gude & Vaglum, 2001). This further highlights the need that this
cluster need to be studied more as PDs are at a crossroad with respect to theory, research,

and conceptualization.

Obsessive-compulsive personality disorder. OCPD involve a persistent

pre-occupation with order, a pervasive desire to control and strive for perfectionism. It
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involves marked preoccupation with minor details, rules, giving structure to things,
scheduling, and constant standards of expectations. An overly conscientious attitude and
rigidity regarding moral values, cultural norms and strict adherence to religious beliefs is
also apparent. These patterns are pervasive and persistent to the extent that they start

interfering with daily schedules (Grant, Mooney, & Kushner, 2012).

Above discussed patters are consistent and not limited to a certain behavior. It
includes a rigid and perfectionistic set of thought regarding how certain things must be.
This rigidity is so apparent that it leads to difficulty in assigning tasks and duties to others.
Excessive devotion to work related activities is apparent in the form of self-limiting
perfectionism (American Psychiatric Association, 2000). Review of literature regarding
OCPD, indicates a dearth of literature where its relationship with other PDs has not been
studied much. Also, its role in other mental health problems has been grossly ignored

(Coles et al., 2008; Grant, Mooney, & Kushner, 2012).

Dependent personality disorder.  Dependent personality disorder (DPD) has
evolved from an abstract idea rooted in a historic and psychoanalytic context to a codified
diagnosis in the DSM-IV-TR (Disney, 2013). DPD usually involves “a pervasive pattern
of submissive and dependent behavior, beginning by early adulthood and present in a
variety of contexts” (p. 354). Five of the following nine criteria were to be met in order to
qualify for the diagnosis that included inability to make everyday decisions, allowing
others to make important decisions; agreeing with people even if they are thought to be
wrong; difficulty in initiating projects, performing unpleasant tasks to obtain the approval
of others, disliking being alone, feeling of devastation when close relationships end,
constant preoccupation with fears of abandonment; and being easily hurt by criticism or
disapproval. Empirical evidence indicates that minimal research has been done on DPD in
comparison to Cluster A and B PDs (Loas, Cormier, & Perez-Diaz, 2011). As a
consequence, DPD was also slated for deletion in DSM-V as proposed by Personality
Disorders Work Group. Despite of this, the American Psychiatric Association’s Board of

Trustees finally decided not to approve the proposed changes (Gudjonsson & Main, 2008).

Avoidant personality disorder. Avoidant personality disorder (AVP)

involves enduring patterns of excessive fear of negative evaluation paired with feelings of
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inadequacy. Both these features lead to avoidance of social situations (American
Psychiatric Association, 1994). In the light of criteria listed by DSM IV four out of total
seven symptoms should be present for diagnosis of AVP. The first criteria of AVP is
regarding avoidance of occupational activities that usually involves interaction with others.
This can also include limiting one’s interaction in educational setting leading to poor
academic functioning. This pattern needs to be differentiated from perfectionism which is
a core feature of obsessive-compulsive personality disorder, in which an individual avoids
working with others because of high standards of perfectionism that involves a set of core
belief that working in groups would lead to decline in productivity as others will not be
able to meet the set standards. The second criterion is regarding an enduring pattern of
unwillingness to get involved with others unless one is certain that they would like him/her.
Third criterion revolves around “restrain within intimate relationship” because of fear of
abandonment and rejection. Fourth criterion is regarding concerns of being ridiculed in
public situation. Fifth criterion in regarding feelings of inadequacy which leads of difficulty
in interpersonal relationships. The sixth criterion is regarding self-concept that involves
negative elements of inadequacy, inferiority and socially unacceptablility. The seventh
criterion is regarding reluctance to take any risk or taking part in any activity because of
underlying fear of failure. Presence of these symptoms create vulnerability for cognitive
errors leading to development of problems like anxiety, withdrawal, and anger. As the
prime concern evident is regarding avoidance, so this often leads to poor relationships

leading to lower levels of adaptive functioning.

Prevalence of Cluster C Personality Disorders. Differences  have  been
documented in prevalence pattern of Cluster C PDs across age, gender, and type of sample
(clinical or non-clinical). Among Cluster C PDs, dependent personality disorder is
considered to be one of the most researched PD which is often attributed to its high
prevalence in clinical sample. Findings regarding prevalence of cluster C, have been briefly

summarized below:

Prevalence of Obsessive-Compulsive personality disorder. Surveys by
Epidemiological Catchment Area (ECA) using DSM III criteria found OCPD prevalence
to be 1.7% among community sample (Nestadt et al., 2008). Prevalence rose to 2 % using

DSM III R criteria among community sample (Torgerson et al., 2001). A much higher
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prevalence rate of 7.8 % was found using DSM IV criteria among community sample
(Grant et al., 2004). Surveys by National Epidemiological Survey on Alcohol and Related
Conditions (NESARC) using DSM 1V criteria also found prevalence to be 7.9 % among
community sample. Prevalence rates for both males and females were 7.9 %. Across age
younger individuals were less likely to have OCPD. With reference to education an inverse
relation was apparent between years of education and OCPD (Grant, Mooney, & Kushner,
2012). Median prevalence of OCPD over a decade across community sample was found to
be 2.10 (Torgerson, Kringlen, & Cramer, 2001). Lowest prevalence was 0 % based on
DSM III R criteria in a community sample of New York. Whereas, the highest prevalence

was 9.3 % based on DSM III criteria in community sample of [owa.

With reference to clinical sample among patients with obsessive compulsive
disorder prevalence rate of OCPD was 22.9 % (Albert, Maina, Forner, & Bogetto, 2004).
Similarly, another study conducted on psychiatric outpatients found the prevalence of

OCPD to be 8.7 % (Zimmerman et al., 2005).

Prevalence of dependent personality disorder. Among community sample
prevalence rate of DPD was found to be 1.5 %. Similarly, median prevalence rate of DPD
was found to be 1.25 (Torgerson et al., 2001). Lowest prevalence rate of DPD using DSM
IIT R criteria was found to be 0.4 for a study conducted on a community sample in New
York. Whereas, highest prevalence rate was found to be 10.3 using DSM III criteria for a
study conducted on a community sample in Boston. Studies have been consistent in
reporting DPD to be more prevalent among females in comparison to males (Torgerson et
al., 2001). Critics have emphasized that high prevalence rates of DPD among females
represent clinician’s bias towards assessing the symptoms rather than real difference
(Anderson, Sankis, & Widiger, 2001). Few studies on the contrary have found no
difference (King, 2000). So, it is important to re-evaluate and reconsider these differences
to tests whether they are real or not. A study conducted on outpatients found the prevalence
rate of DPD to be 1.4 % (Zimmerman et al., 2005). Similarly, among a sample of patients
with major depressive disorder the prevalence rate for DPD was 37.11 % (Zheng et al.,

2019).
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Prevalence of Avoidant personality disorder. APD has a prevalence rate of
about 1 — 2% in the general population and is more common in the outpatient psychiatric
clinics where the rate becomes 10 — 20 % (Sanislow, Bartolini, & Zoloth, 2012). In a study,
based on a sample from a Norwagian community, APD was found to be most common PD
having a prevalence rate of 5% (Torgersen et al., 2001). In another study conducted in Oslo,
prevalence rate for APD was found to be 5 %. Like dependent personality disorder, APD
is also more prevalent in females as compared to males. Median prevalence of APD over
a decade across community sample was found to be 1.20 (Torgerson, Kringlen, & Cramer,
2001). Lowest prevalence rate was recorded using as 0 using DSM III criteria for Iowa
(Black et al., 1992). Whereas, highest prevalence rate was recorded to be 5.2 using DSM
III R criteria for New York (Klein et al., 1995). For clinical outpatient’s prevalence rate of
APD was found to be 14.7 % (Zimmerman et al., 2005). Similarly, among a sample of
patients with major depressive disorder the prevalence rate for DPD was 62.40 % (Zheng

etal., 2019).

Comorbidity of cluster C with other personality disorders. Disorders
from cluster C show significant overlap with other PDs especially from cluster C (Alden,
Judith, Laposa, Taylor, & Ryder, 2002). A substantial degree of overlap has been
documented between DPD, and other two disorders of Cluster C either avoidant or
obsessive-compulsive PD and even both (Disney, 2013). In contrast, few researchers have
found both APD and OCPD as precursors for DPD, again providing an evidence for
significant degree of overlap (Akman, Uguz, & Kaya, 2007). With reference to functional
impairment, individuals with DPD can manage their work in comparison to people with

avoidant personality disorder who are more likely to get unemployed (Disney, 2013).

In addition to this, disorders form Cluster C are likely to show comorbidity with
disorders from other clusters as well. (Disney, 2013). A strong correlation has been
observed between BPD and histrionic PDs from Cluster B (Gude & Vaglum, 2001). More

research is needed to understand reasons for this underlying comorbidity.
Personality Disorder not otherwise specified (PD NOS)

When the problems with inter and intrapersonal functioning are not addressed by

any specific PD criteria, the patient is diagnosed with personality disorder not otherwise
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specified (PD NOS) as per DSM and ICD. PD NOS is very common but quite a
complicated diagnosis. Both DSM and ICD define PDs as pervasive patterns of intra and
interpersonal malfunctioning. This criterion first made its appearance in the fourth DSM
edition to cover cases where there was a PD, but it was not accounted for by any of the
other subtypes. It has now become the most commonly diagnosed PD yet not much
understood in terms of dynamics and interplay with other mental health problems. As per
DSM 1V classification system it is further categorized into NOS depressive and NOS
passive aggressive PD (Johnson & Levy, 2017).

In a study by Pedersen et al. (2013) it was observed that among a sample of 1217
admitted day hospital patients over consecutive days, the avoidant and borderline PD
symptoms were both present in patients who received diagnosis of PD NOS and as
secondary diagnoses received avoidant and borderline PD. In a similar study, Godt (2007)
identified that among a sample of eating disorder patients who also had PD NOS there
existed several symptoms of avoidant and borderline PD. Horn et al. (2015) found out that
the criteria of cluster C disorders were distinctly apparent in their PD NOS sample. It may
be possible that high percentage of BPD and APD prevalence is a contributing factor for
the symptoms being increased in PD NOS. It is imperative to understand that in terms of
adaptive functioning, individuals with PD NOS show better functioning (Wilberg,
Humelen, Perdersen, & Karterud, 2008).

Prevalence rates of personality disorders NOS. Prevalence of PD NOS is
highly dependent on the sample, diagnostic tools and definition of the disorder used.
Generally, about 1- 4 % community-based samples are diagnosed with PD NOS while 20-
30% of all community PD diagnoses fall into PD NOS. This prevalence rate varies in
clinical samples based on the condition if the treatment is PD based or not. Within the PD
only samples almost 30% of diagnoses may fall in PD NOS. A study by Wilberg, Humelen,
Perdersen, and Karterud (2008), found PD NOS to the third most commonly diagnosed PD.
The absolute prevalence of PD NOS varies from 16 to 17 % in clinical outpatients. Verheul
and Widiger (2004) found the prevalence of PD NOS to be between 8 to 13 % among

clinical sample.
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Morey et al. (2003) suggested that the PD NOS form the lowest end of the severity
continuum and fall between individuals with OCPD and narcissistic PD. This data finding
is also supported by Feenstra et al. (2012). They found that severity of PD NO is lower in
diagnosed adolescents who presented with a higher reported life quality as compared to the

ones with other, non-PD and PD diagnoses.

As established in previous section much debate with reference to PDs is regarding
empirical testing and refinement and modification of diagnostic criteria over time. So, it
becomes important to test the factor structures specifically for tools based on DSM criteria.
In order to assess whether they are accurately depicting the problem or not. To address
these gaps in existing literature the present study aims to test the factor structure of DSM
based assessment tool ADP-IV. Secondly the study also aims to establish prevalence rates
of PDs in both clinical and non-clinical sample to enhance the understanding regarding
prevalence rates and demographic correlates of personality disorder with reference to
Pakistani sample. As paucity of literature exists regarding prevalence of PDs within
Pakistani culture consequently, they remain an unexplored area as minimal empirical
evidence exist with reference to PDs in Pakistani society. Similarly, it is important to
understand the way PDs are conceptualized and assessed internationally in the broader
context and in Pakistan specifically. As this will enable researchers to develop a better
understanding of the role that culture plays in the manifestation of problem behaviors in

PD:s.

Keeping all these factors in mind, it’s important to understand for accurate
assessment of PDs clinicians need to be sensitized about the clinical utility of diagnosing
PDs as it can alter the treatment course and can lead to better treatment adherence and
outcomes. Further, more research is needed on PDs other than BPD, so that dynamics of
these can be understood as well (Tyrer, 2018). Additionally, efforts need to be centred on
testing more tools for assessment of PDs can that standardized procedures can be adopted

for assessment.
Clinical Implication for the loss of multi-axial system

As established earlier, comprehensive assessment is a lengthy process and in

developing countries like Pakistan where health systems are already overburdened standard
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procedures for assessment are not used. Under these conditions, the amount of time spent
by a clinician in assessing the symptoms and making a diagnosis is very less. Usually, a
cross sectional assessment of symptoms is carried out and a diagnosis is made. The median
consultation time is 13.89 minutes against the expectation of 16.37 minutes (Qidwai,
Dhanani, & Khan, 2003). In such cases, if multi axial system of assessment is not there,
then it would be unlikely that PD would be prioritized over mental disorders (Newton-
Howes, Mulder, & Tyrer, 2015). Even though, it is empirically established that PDs if
present can alter the treatment outcome and assessing personality during initial assessment
pay off in the longer run. Clinicians are reluctant to diagnose PDs because of lack of
accurate assessment instruments and stigmatization associated with PD labels. In practice,
clinicians focus more on primary mental health problems that are exhibited in the form of
emotional and behavioral problems and ignore the diathesis factor which include PDs that

contribute to these conditions (Tyrer, 2018).

Though researchers working on personality pathology are not advocating that DSM
IV multi-axial system should be introduced again but they have concerns that this will
negatively affect the research on personality pathology (Newton-Howes, Mulder, & Tyrer,
2015). Because the prime focus of clinicians would be on designing strategies to improve
the primary diagnosis of emotional and behavioral problems. Because of this, psychiatric
patients would receive a treatment that would not address the co-morbid personality issues
which empirical evidences indicate would not be as effective as it would be if personality
has been assessed properly. So, there is a need to devise a system where personality
assessment of every psychiatric patient needs to be done along with assessment for other
pathologies. These efforts could include simplifying the method of personality assessment
that could involve more simple and accurate tools to assess personality pathology and
design methods to assess associated distress with it. It also includes sensitizing clinicians
about comorbidity between personality and other mental health problems. The gap between
research and clinical practice needs to be bridged (Tyrer et al., 2011; Tyrer, 2018). The
present study tries to fill this gap by using ADP IV, that asses both trait and distress
associated with it. In addition to this, both categorical and dimensional assessment can be

carried out. Before concluding the part of research on PDs it is important to develop an
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understanding of overall issues that prevail relying on DSM is system of classification for

PDs. The subsequent section will consider the key issues with assessment of PDs.
Issues with assessment of personality disorders

DSM-IV-TR (APA, 2000) ignored the critical relevance and importance of
personality in clinical settings. Like other mental health disorders, personality disorders
(PDs) were approached in a manner that was “categorical” and “polythetic” with “arbitrary
threshold” for diagnosis. While approaching disorders with categorical approach
researchers assume that disorders are, dichotomous in nature that means either they are
present, or they are absent. For example, dichotomous nature of borderline and anti-social
personality can be explained in terms of either a patient will have a disorder or not. By
“polythetic” DSM referred to different combination of symptoms receiving similar
diagnosis. A probable drawback of this approach was ignorance of cluster of symptoms
that were making up a particular PD. For example, eight diagnostic criteria’s have been
identified in patients with obsessive compulsive personality disorder (OCPD). Out of these
eight if four are present, the induvial meets the criteria for OCPD. Now an individual
having first four symptoms only was given the label of OCPD whereas, individual showing
the later four symptoms will also get the similar label. This leads to underestimation of
individual symptoms that are making up a particular disorder. Though there were some
changes in criteria from DSM III to DSM 1V, but no empirical basis was determined to
establish the arbitrary differences (Widiger & Samuel, 2005). Moreover, the issue of
“arbitrary threshold” received critical importance in recent times. Cooper and Balsis (2009)
found that for schizoid personality disorder cases where individual endorsed only three
symptoms rather than four required to make the diagnosis of disorder showed more

impairment and maladaptive patterns.

To conclude, it can be inferred that despite of vast available literature of personality
pathology over the past 30 years no empirical evidence was incorporated in classification
of PDs. 10 distinct PDs were proposed and retained despite of literature indicating it to be
flawed and broken (Krueger, Hopwood, Wright, &; Markon, 2014). They key problems
identified included “co-morbidity, with in category heterogeneity, and empirical continuity

versus dimensionality of specific PDs.” All these are briefly summarized below:
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Co-morbidity

Co-morbidity refers to phenomenon where two distinct and distinguishable
disorders (having distinct psycho-physiological patterns and etiological causes) tend to co-
occur in the same person more than what can be attributed to chance factors. Research on
PDs following DSM 1V categorical approach indicate that it is difficult to give a single
diagnosis of any one PD, the average diagnosis varies from 2.8 to 4.6 (Tyrer, 2018). These

practical issues highlighted for a dire need to major revision in existing criteria.

This not only made the process of diagnosis difficult but also added to difficulty in
planning of intervention and treatment. Like if an individual is having “quadri-morbid” PD
diagnostic profile, should he/she be given treatment for one or all four disorders. Limited
interventions have been done with reference to PDs as much work on PDs has been limited
to borderline personality disorder (BPD) because of its high prevalence in clinical samples
(Matusiewicz, Hopwood, Banducci, & Lejuez, 2010). Another complexity with reference
to PD lies with in co-morbidity which can be between disorders from similar clusters and
disorders from other clusters as well commonly referred to as with in cluster co-morbidity
and across cluster co-morbidity (Skodol et al., 2002). The present research aims to address
this by establishing prevalence, so that evidence could be furnished regarding comorbidity

and efforts could be made to incorporate this element in treatment.
Within Category Heterogeneity

Group of individuals who receive the diagnosis of PD in case of comorbidity
represent underlying heterogeneous combination of symptoms. Members of specific
category are heterogeneous because of co-morbid diagnosis. Heterogeneity is also evident
even if an individual meets criterion for single diagnostic label. Borderline personality
disorder has been studied most with reference to other PDs. So, the phenomenon of within
category heterogeneity has been best explained with reference to it. Six distinct patterns
have been identified among patients with BPD in term of symptom manifestation. Most
prominent of these manifestations include anti-social behavior, self-injurious behavior, and
recurrent history of suicide (Wright et al., 2013). Now all these patterns are different from
each other. It has been established that those who exhibit self-injurious behavior are less

likely to commit suicide. As this self-injurious behavior is a way of dealing with underlying
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emotional instability and a channel to vent out distress. Therefore, it reduces the chances
of suicide. Thus, individuals exhibiting this symptom are markedly different from ones
attempting suicide. This makes even the single diagnostic label of BPD heterogeneous. So,
co-morbidity along with marked differences among labels identified within single PD

poses a challenge to clinical utility (Skoldol et al., 2002).
Continuity vs. Discontinuity of DSM (Dimensional vs. Categorical Approach)

The categorical assessment and issues related to heterogeneity are equivalent to
categorizing into forced categories that does not actually exist and are even empirically
supported (Eaton, Kruger, South, Simms, & Clark, 2011). When empirical data is analyzed
using latent class and latent trait models and combining both these approaches (hybrid
models) evidence of continuous nature of PDs is more apparent and all models proposing
continuous nature of PDs indicate a better model fit (Krueger, Markon, Patrick & Iacono,
2005; Markon & Krueger, 2005). Evidences for discrete PD groups are scarce. Large-scale
epidemiological studies have employed both taxonomic and latent variable mixture
modeling approaches. Findings indicate that little evidences are available for discrete
nature of schizotypal disorders. In contrast, dimensional model has shown an overall better
model fit. The proposed dimensional structure has predicted intellectual functioning,

psychosis and treatment seeking better (Ahmed et al., 2016).

Though the phenomenon described in DSM are of central importance in defining
psychopathology but the relevance and consequences of following the criteria’s need to be
revisited. It has been found that individual only reporting one symptom of borderline
personality disorder at the time of psychiatric intake are more likely to show a history of
poor interpersonal relationships, poor performance at work due to mental health issues,
self-harm and suicidal ideation as compared to those exhibiting no symptom of borderline
personality disorder (Zimmerman, Chelminiski, Young, Dalrymple, & Martinez, 2013). It
can be inferred that though the frequency of symptoms in far below the minimum threshold
suggested by DSM-IV but the consequences are lethal and have lasting impact on
individual’s psychosocial functioning. This also highlights the dire need to move from
traditional committee decided approaches, which are categorical in nature to empirically

based taxonomies (Skodol, Morey, Bender, & Oldham, 2013).
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All these evidences led to adoption of more open and empirically driven approach
for the classification and revision of PDs, but it became increasingly conservative with time
(Krueger, Hopwood, Wright, & Markon, 2014). Therefore, two segregated and
distinguishable categories emerged in final DSM 5. Section II comprising of “diagnostic
and criterion codes” where again the focus is on traditional categorical approach and
Section III labeled as “emerging measures and codes”. This section incorporated the
empirical literature and provided a dimensional alternative to traditional categorical
assessment. The more dimensionally driven PD system in DSM V received extensive
criticism (Skodol et al., 2013). Consequently, though DSM task force proposed inclusion
of dimensional based PD model in Section II, but board of Trusties of American Psychiatric
Association out rejected it rightly. Therefore, dimensional model of PDs has been retained
in section III and categorical model has been reprinted essentially verbatim as proposed by
DSM 1V in section II. Only minor changes have been incorporated that includes the change
of PD not otherwise specified category to “unspecified or other specified PD” (Widiger &
Frances, 2002).

Dimensional models constantly outperform categorical models (Widiger &
Frances, 2002). Ignoring symptoms and relying on arbitrary threshold leads to loss of
potentially useful and critical information. Conceptualizing models of PDs based upon
dimensional models show better psychometrics and clinical utility (Verheul, 2005).
Clinical utility is defined as “the extent to which DSM assists clinical decision makers in
fulfilling the various clinical functions of a psychiatric classification system” (First et al.,
2004). The prevalent and widely used categorical system does not take into account this
factor. Growing body of empirical evidence is indicating that dimensional models like Five
Factor Model (FFM), Dimensional Assessment of Personality Pathology (DAPP), and
Schedule for Non-adaptive and Adaptive Personality (SNAP) yield better results in
comparison to categorical systems (Tackett, Silberschimdt, Krueger, & Sponheim, 2009).
Even with reference to Pakistan preliminary work has been done regarding establishing
relationships between FFM and DSM IV PDs, following dimensional scoring procedures

(Hassan, 2012).

In contrast categorical approach has received much criticism on issues related to

comorbidity and relying on compelling thresholds for diagnosis. Dimensional models in
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comparison provide a more comprehensive picture by considering the issue of maladaptive
variants by operationalizing PDs on a continuum. Despite of this clinicians rely heavily on
categorical approaches. Huprich and Bronstein (2007) critically evaluated the
methodological issues regarding categorical and dimensional models. Strong issues
regarding measurement were found in both each having its own advantages and
disadvantages for instance dimensional models are primarily based on self-reports that has
its own issues. Similarly, categorical models show problems with psychometrics and
clinical utility. Taking this into account, the present research aims to test ADP IV that

considers both issues simultaneously.

Empirical findings by Widiger and Costa (2002) regarding personality and
personality disorders have served as a corner stone in deciding the way PDs need to be
conceptualized. A step wise procedure has been recommended that at first level involves a
compressive assessment procedure using both personality and FFM. At level two the
element of impairment and distress need to be incorporated. At third level the element of
clinical significance (related to distress need to be established). Lastly, if a single category
is achieved than a step further should be taken at developing prototypes and refining
diagnostic (Widiger & Costa, 2002). Taking these steps as a guideline and taking it a step
further from the work that has been done till now, the present research aims to rely on the
algorithm of both trait and distress score across ADP IV and establishing prevalence.
Further it aims to explore how presence to these traits (assessed dimensionally) create

vulnerability for other problem behaviors.
Co-morbidity between personality disorders and other mental health problems

Researchers working on PDs believe that, the introduction of “multi-axial
nosological system” for diagnosis has led to increase the interest of researchers over the
past three decades regarding co-morbidity between PDs and mental disorders. Two
contradictory approaches have evolved over time. One suggests that there exists a great
degree of overlap between PDs and other mental health problems Moreover, there is little
empirical evidence to suggest that these two are separate. PDs and mental disorders have a
heritable component that leads to its enduring or stable nature. This inherent susceptibility

alters the mental state related to environmental stress in both cases. There are also
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evidences for gene environment interaction that occurs in both PD and other mental

disorders (Newton-Howes, Mulder, & Tyrer, 2015).

Another group of researchers believe that clustering mental disorder and PDs
together might lead to problems. As PDs are based on traits of individuals which are likely
to be enduring (relatively permanent) and lead to significant social and functional
impairment whereas mental disorders are manifestations that have a clear onset and end.
PDs are based upon the patterns of personality that are evident as early as 3 years of life
and remain consistent through adolescence and adulthood (Tyrer, 2018). So, with in this
context, personality needs to be understood in terms of “diathesis” that either makes an
individual more vulnerable to develop mental disorders or can alter the clinical course of
mental disorder. Researchers with this perspective claim that they must not be considered
same constructs. This understanding has been empirically supported by researches that
have been conducted on individuals with mental disorder only and individuals with mental
disorder comorbid with PD. Both prognosis and outcome for the comorbid PD group has
been poor (Tyrer, 2015). Based upon this, results of few empirical researches have been

summarized below:

Empirical evidence aiming at establishing prevalence of histrionic PDs across other
Axis I disorder indicated that among 384 patients with major depression only 5 (1.3 %)
had histrionic PD. Among 180 patients with generalized anxiety disorder only 1 (0.6%)
had histrionic PD. Whereas among 142 patients with panic disorder only 1 (0.7%) had
histrionic PD. Among 239 patients with social phobia 4 (1.7%) had histrionic PD. Among
92 with PTSD, 1 (1.1%) and among 85 alcohol disorder only 2 (2.4%) had histrionic PD

(Zimmerman at al., 2005).

A research conducted on psychiatric outpatients found prevalence of narcissistic
PD to be 2.3 %. Among 384 patients with diagnostic label of depression 7 (1.8%) patients
had comorbid narcissistic PD. Among 180 with diagnostic label of generalized anxiety
disorder 4 (2.2%) has narcissistic PD. Among 142 with diagnostic label of panic disorder
4 (2.8%) had narcissistic PD. Among 239 with social phobia 4 (1.7%) had narcissistic PD.
Among 92 with PTSD 3 (3.3 %) had narcissistic PD. Among 85 with alcohol disorders 5
(5.9%) had narcissistic PD (Zimmerman et al., 2005).
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For recording comorbidity between ASPD and other mental health disorders, a
study found that among 384 patients diagnosed with depression 11 (2.9 %) has ASPD.
Among 180 with diagnostic label of generalized anxiety disorder 6 (3.3 %) had ASPD.
Among 142 outpatients with panic disorder had 7 (4.9%) had ASPD. Among 239 with
social phobia 12 (5.0%) had ASPD. Among 92 with PTSD 9 (9.8%) had ASPD. Among
85 with alcohol disorders 9 (10.6%) had ASPD (Zimmerman et al., 2005)

For documenting comorbidity between BPD and other mental health problems the
study found that among 384 patients diagnosed with depression 47 (12.2 %) had BPD.
Among 180 with diagnostic label of generalized anxiety disorder 20 (11.1 %) had BPD.
Among 142 outpatients with panic disorder had 24 (16.9%) had BPD. Among 239 with
social phobia 44 (18.4 %) had BPD. Among 92 with PTSD 24 (26.1 %) had BPD. Among
85 with alcohol disorders 15 (17.6%) had BPD (Zimmerman et al., 2005).

For documenting comorbidity between OCPD and other mental health problems
the study found that among 384 patients diagnosed with depression 33 (8.6 %) had OCPD.
Among 180 with diagnostic label of generalized anxiety disorder 29 (16.1 %) had OCPD.
Among 142 outpatients with panic disorder had 19 (13.4 %) had OCPD. Among 239 with
social phobia 32 (13.4 %) had OCPD. Among 92 with PTSD 10 (10.9 %) had OCPD.
Among 85 with alcohol disorders 5 (5.9 %) had OCPD (Zimmerman et al., 2005).

For documenting comorbidity between DPD and other mental health problems the
study found that among 384 patients diagnosed with depression 11 (2.9 %) had DPD.
Among 180 with diagnostic label of generalized anxiety disorder 6 (3.3 %) had DPD.
Among 142 outpatients with panic disorder had 4 (2.8 %) had DPD. Among 239 with social
phobia 4 (1.7 %) had DPD. Among 92 with PTSD 2 (2.2 %) had DPD. Among 85 with
alcohol disorders 3 (3.5 %) had DPD (Zimmerman et al., 2005).

For documenting comorbidity between APD and other mental health problems the
study found that among 384 patients diagnosed with depression 78 (20.3 %) had APD.
Among 180 with diagnostic label of generalized anxiety disorder 47 (26.1 %) had APD.
Among 142 outpatients with panic disorder had 31 (21.8 %) had APD. Among 239 with
social phobia 108 (41.2 %) had APD. Among 92 with PTSD 24 (26.1 %) had APD. Among
85 with alcohol disorders 9 (10.6 %) had APD (Zimmerman et al., 2005).
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Dollen-Sewell, Kreuger, and Shea (2001) have proposed that between 66 to 96%
of patients having PD have mental illness as well. Similarly, 18 to 81 % of people having
mental illness have personality disorder as well. The presence of one personality disorder
at times increases the risk for presence of another personality disorder as well. The table
below summarizes findings from different empirical researches regarding relationship

between PDs and other mental health problems.
Table 1

Relationship between Personality Disorders and Other Mental Health Illness

Clusters Underlying Mental Illness Research References
Feature

Cluster A — Paranoid, Odd and Psychotic issues, Kendler, McGuire, Gruenberg,
Schizoid & Schizotypal Eccentric Schizophrenia, and Walsh (1995).

thought problems,

attention

problems
Cluster ~ B-  Antisocial, Dramatic, Substance Abuse, Grant et al. (2004). Rounsaville
Borderline, Histrionic, Emotional, and PTSD, attention etal. (1998)
Narcissistic Erratic problems

Cluster C  —Avoidant, Anxious and Phobia, GAD, Sheaand Yen (2003).

Dependent and Obsessive- Fearful Psycho-somatic Tyrer, Seivewright, Ferguson,

Compulsive Disorder disorders, Eating and Tyrer (1992)

related disorders

To conclude, it is important to understand that both PDs and mental health problems
are closely related. Further much research on personality pathology is focusing on
relationship between PDs and other categorical DSM based disorders. However, like PDs
many questions are being raised regarding accurate assessment of diagnostic models of
psychopathologies. An alternative that is being proposed is the model of empirically based
assessment procedures (Achenbach & Rescorla, 2003). It is important to further test this
relationship for emerging models of other psychopathologies that are empirically driven.

It is central to note that lack of understanding of role PDs in other problem is not only
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limited to Pakistan. Rather, it is prevalent in other parts of the world as well. So, the present
research would contribute not only with reference to Pakistani, but it will add to overall
understanding of the way both are being conceptualized internationally. So, the finidngs of
present research can be helpful for expanding the knowledge regarding empirical

assessment with reference to global literature.
Models of association between personality and psychopathology

Before moving further towards interrelationships between PDs and other mental
health problem it’s important to reflect on theoretical underpinnings that explain the
reasons of association between two. This part of introduction summarizes theories that
provide a probable reason of why and how PDs and other mental health problems are
related to one another. Review of empirical literature indicates that relationship between
personality and psychopathy can be explained in three possible ways. The first named
patho-plastic approach emphasizes that both personality and psychopathology can
influence each other. The second approach of spectrum relationship focuses on shared and
common etiological factors that contribute to development of disordered personality and
other forms of psychopathology. Finally, the third and emerging approach known as causal
effect focuses that there exists a causal relationship between these two i.e., one influencing

the development of other. All these approaches have been summarized below briefly.
Patho-plastsic relationship

Pathoplastic relationship focuses of bidirectional relationship between personality
and psychopathology. Pre-morbid personality influences the appearance of later
psychopathology, similarly co-morbid psychopathology can alter personality as well
(Widiger, 2011).

Pathoplastic effects of personality on psychopathology. Personality comprises
of thinking patterns, feelings and behaviors that have a defining role in determining the
way an individual relates with other people. Mental disorders on the other hand involve
significant impairments in areas of adaptive functioning that can include relationships with
friends, family at work. An underlying dysfunction in thinking pattern, feeling and
behavior i.e., personality can greatly influence later psychopathologies. Much work in this

domain has been carried out within the framework of Five Factor Model (FFM) of
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Personality (Widiger, 2011). Earlier researchers have explored and established the
predictive role of FFM in personality disorders. Where individuals scoring high on traits
like neuroticism are likely to develop cluster C personality disorders (Hassan, 2012). But

the relation of these disorders with other psychopathologies needs further exploration.

Explaining this, researchers have found that there exists a strong relationship
between trait of neuroticism and eating disorder for instance individuals scoring high on
neuroticism are likely to develop problems like eating disorders. Similarly, another well-
established relationship exists between conscientiousness, eating disorders and impulsive
behaviors. Those scoring high on conscientiousness, tend to be overly disciplined and are
likely to develop anorexia. In contrast those scoring low are likely to be impulsive and get

involved in binge eating followed by bulimia (Cassin & Ranson, 2005; Widiger, 2011).

Pathoplastic effect of psychopathology on personality. Clinicians usually
assess personality at the time of initial intake of patient. Researchers usually highlight that
this practice needs serious consideration as patients at the time of intake are usually
disturbed, anxious and depressed therefore they cannot accurately explain their there
thinking patterns and behaviors. This is further supported the notion, that once the primary
features of pathology get better, the descriptions of personality provided earlier also change

(Widiger, 2011).

Findings form empirical work of Collaborative Longitudinal Study of Personality
Disorders (CLPS) indicated that 14 % patients who met the criteria for BPD at the time of
intake showed significant betterment having no more than two symptoms just with in the
first six months. Though the findings have been questioned a lot to the extent of inaccurate
assessment of emotional distress at the level of intake (Gunderson, 2003). But what makes
assessment of PDs important at the time of intake of patients is the compelling evidence
that accurate assessment of these maladaptive traits is essential as they have the tendency

to impact treatment outcomes if left unassessed (Tyrer, 2018).
Spectrum Relationships

Spectrum relation questions the notion of recognizing PDs and other forms of
psychopathologies as distinct entity. This theory explains their relationship in terms of co-

existence along a common spectrum of functioning. Explaining this further, it considers
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PDs as manifestation of personality traits which tend to be maladaptive. It also considers
some PDs to have an earlier onset apparent in the form of chronic variation of another
mental disorder (Widiger, 2011). This approach focuses PDs as a spectrum with personality

and PDs on spectrum with other mental disorders. Both are briefly summarized below:

Personality disorders on a spectrum with personality. This approach takes in
to account the relationship between personality traits and PDs mostly relying on FFM. The
maladaptive variants of personality traits significantly affect PDs. OCPD for example is
considered a maladaptive variant of conscientiousness. Features of order, striving for
achievement, dutifulness, competence, and deliberation are defining features of
conscientiousness. The maladaptive variation of this is apparent in form of excessive
detailing, following rules and details, excessive devotion towards work and perfectionism
(O’ Connor, 2007; Widiger; 2011). This also supports the notion of assessing PDs
following a dimensional model as they are maladaptive variants of normal personality traits

(Krueger & Tackett, 2003).

Personality disorder on a spectrum with other mental disorders. This
approach led to abandonment of classification of personality disorders and resulted in
subsuming of PDs along with other mental disorder diagnosis for DSM V (First et al.,
2002). It resulted in major changings including but not limited to considering schizotypal
disorder on spectrum of schizophrenia keeping into account the shared neurobiological
factors in both cases. Similarly, a higher degree of overlap has been documented between
social phobia and avoidant personality disorder. OCPD is also being reconsidered in
framework of OCD and ASPD into variant of adult disruptive disorder. BPD is also being
considered in context of mood dysregulations. As narcissistic, histrionic, and dependent
PDs were not well integrated with other mental disorders so these were slated for deletion
in DSM V. Though researches repeatedly provide compelling evidence of these as valid

constructs.

These all-potential changes have serious consequences challenging this approach
once again. This reconceptualization of PDs along with other axis I disorders, is causing
potential neglect of PDs as maladaptive personality variant leading to under assessment of

PDs posing a serious threat to ways mental health problems are being treated (Tyrer, 2018;
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Widiger, 2011). Empirical evidences provide a very strong evidence that maladaptive
personality variants are not in form of isolated traits limited to one disorder or category
rather they tend to in the form of constellation of maladaptive traits that can be from one
PD or multiple PDs as well because of high degree of comorbidity. Labeling these
problematic behaviors as anxiety, depression or schizophrenia would not serve the purpose
rather it would make the treatment process ineffective. Even PDs that share similar
etiological factors with other mental disorders does not indicate that they are same, so it
becomes crucial to identify PD as distinct entity. Though schizotypal personality disorder
is classified together with schizophrenia in the new system, but it consistently has shown
stronger co-morbidity with other personality disorders rather than psychotic disorders. In
addition to these people with schizotypal personality disorder don’t develop schizophrenia
in most of cases. All these trends pose a serious challenge to new classification system of

PDs (Widiger, 2011).
Etiological (Causal) relationships

Researchers with an interest to study personality, personality disorder and
psychopathology are interested in understanding etiological relationship between these.
Evidences indicate that a bidirectional relationship exist, where PDs can influence other

psychopathologies and vice versa (Wdiger, 2011).

Causal effect of psychopathology on personality. Psychopathology can alter
personality by altering the way in which individual thinks, feels and behaves. Explaining
this further, researches argue that having a psychopathology like psychosis and major
depression can alter the personality and lead to PDs like dependent or schizotypal
personality disorders. The impact of psychopathology can be seen as a “scar” on
personality often referred to as personality change secondary to exposure of
psychopathology. Though International Classification of Disease (ICD), considers the scar
effect of psychopathology but no such system is available in case of DSM (Widiger, 2011).

Casual effect of personality on psychopathology. Most of emerging models
highlight the importance of vulnerability factors. Pre-morbid personality is considered to
create vulnerability to stress making an individual more prone to develop psychopathology.

One of the well-researched facets of personality in this neuroticism. Empirical evidence
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indicates that it positively predicts eating disorders, mood disorders, anxiety, and other
forms of psychopathology as well. This acts as “diathesis” or “stress”, increasing the
likelihood of both reactive and evocative interaction between person and environment.
Reactive reactions include experiencing high levels of distress that ultimately leads to
development of psychopathology. Evocative interaction occurs when this distress leads to
significant disruption in interpersonal relationships, financial situations and contribute to
poor decision making. Similarly, dependent personality traits also have a significant role
in onset of depression. Again, this can be reactive where these dependent traits lead to
significant insecurities and distress. It can be evocative when exhibition of these traits leads
to rejection and avoidance by others. Despite of increasing realization of dependent
personality disorder playing a key role in onset of depression it’s slated for deletion in

DSM 5 (Skodol et al., 2011; Widiger, 2011).
Personality Diathesis: a superior explanation than disorder

Three decades of extensive research on personality pathology have led researchers
to conclusion that PDs exhibit themselves in form of traits that manifest themselves early
in childhood and remain consistent during adolescents and adulthood. An alternative
explanation to this view, explains that these problematic traits are diathesis often referred
to as “vulnerability”. These make an individual more prone to develop other psychological
disorders or abnormal behaviors. The diathesis model proposes that diathesis not only
makes one more prone to develop problems but also increase the intensity of the problems
along with increasing the chances of reoccurrence of these disorders. Thus, this diathesis
or vulnerability factor is activated under any stressful situation and further precipitates
other psychological disorders. This vulnerability can be attributed to both genetic and
environmental factors. Further there can be an interaction between these too. Once these
vulnerability factors are there, they have the power to change the course of illness and are
important to be diagnosed as they lay a crucial role in onset and maintenance of other

psychological problems (Caspi at al., 2014; Tyrer, 2007).

The diathesis model of PD needs to be understood in terms of issues regarding
temporal stability. PDs overtime have shown little temporal stability (Clark & Harrison,
2001; Zimmerman, 1994). This temporal instability questions the notion of PD as
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“pervasive” or “ingrained” part of personality. Initially this instability has been attributed
to inaccuracy of instruments used for assessment (Loranger et al., 1991). Overtime, this
notion has changed. CLPS concluded that patients receiving treatment for four personality
disorders i.e., BPD, OCPD, APD, and schizotypal personality disorder showed consistent
improvement over a period of five years. Additionally, fewer than half met the criteria for
PDs in next two years (Shea & Yen, 2003). This lack of categorical diagnosis has also been

documented by many other researches (Seivewright, Salkovskis, & Green, 2004).

Diathesis model also elaborates this temporal instability. Expression of disorder
might be hidden initially, but it is manifested in the form of psychological problem which
might be triggered because of a distressing situation in life. During treatment, they show
an improvement which can be regarded as regression towards mean. Over the course of
treatment there can be an improvement because there can be changes in the external
environment that is acting a precipitating factor. When environmental adjustment is better,
personality problems would be exhibited in much lesser forms. But this does not assure
that problems would not reappear as they are closely tied to environmental factors (Tyrer
et al., 2003). Despite of improvements in terms of behavior, the social dysfunction
associated with PDs continue (Skodol et al., 2005). Despite of the fact that personality
functioning improves with treatment, but “vulnerability” remains there. This notion of
personality diathesis is not new. It has been recognized earlier as well in terms of
“personality accentuation” as proposed by Leonhard and “stress induced personality
disorder” as proposed by Reich (as cited in Tyrer, 2007). This diathesis is not limited to

selected situations of life but is pervasive.
Empirically based taxonomies

DSM V focuses on the fact that its time now to move from narrow categorical
classification categories of disorders to larger groupings. This also advocates a paradigm
shift from validating individual diagnostic criteria’s to designing and validation of
comprehensive tools for accurate assessment of broader categories of disorders
(Achenbach, 2006). DSM’s task force endorsement of moving towards internalizing and
externalizing behavioral problems reflects value this system can add into clinical practice

and research. As per DSM V task force “clustering of disorders according to what has been
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termed internalizing and externalizing factors represents an empirically supported
framework. Within both the internalizing group (representing disorders with prominent
anxiety, depressive, and somatic symptoms) and the externalizing group (representing
disorders with prominent impulsive, disruptive conduct, and substance use symptoms), the
sharing of genetic and environmental risk factors, as shown by twin studies, likely explains

much of the systematic comorbidities” (American Psychiatric Association, 2013, p. 131).

Insel et al. (2010) has also proposed an alternate model to traditional categorical
models of mental health problems referred to as “Research Domain Criteria” (RDoC).
RDoC is working with an objective to design dimensional tools for assessment of all forms
of psychopathology keeping in view both the neurobiological and behavioral aspects of
previous diagnostic labels. It also aims to develop an understanding of core common

factors that lead to high comorbidity among psychopathologies.

The term externalizing and internalizing behavioral problems are widely being
used to describe two broader groupings of behavioral, emotional, and social problems
(Achenbach et al., 2016). One of the empirically driven models derived based on statistical
approaches is Adult Self Report (ASR) for assessment of adult Psychopathology for adults
between the ages of 18-59 (Achenbach & Rescorla, 2003; Wittenborn, 1951). The approach
of grouping mental health problems based upon manifestation and nature of problems in to
two broad band categories that include externalizing and internalizing behavioral problems
has been adopted by many researchers (Kotov, Ruggero, Krueger, Watson, Yuan, &
Zimmerman, 2011). The pattern inherent to both problems is marked deviation from
socially acceptable behaviors. Externalizing behavioral problems include negative
behavior that is directed outwards and may include problems like defiance, anger,
impulsivity, and hyperactivity. Internalizing behavioral problems in contrast include
behaviors such as somatic problems, withdrawal, depression, and anxiety (Achenbach &
Edelbrock, 1978). Though these terms are more commonly used to refer to child’s
problematic behavior, but these patterns are apparent in adult psychopathology as well

(Bauermeister, So, Jensen, Krispin, & El Din, 2006).

Much research on understanding of adult psychopathology has been done on

traditional diagnostic categorical systems. Empirically based taxonomies have not been
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extensively explored with adults. Meta-analytical researches are indicating that even the
work with empirically based taxonomies on children has certain limitations. Most of the
studies have not reported the psychometric properties and validation procedures used for
empirically based tools (Achenbach et al., 2016). Other than this, despite of strong
empirical evidence that there exists a positive relation between the two broader categories
i.e., externalizing, and internalizing domains, researchers have solely focused on one
domain either internalizing or externalizing. A meta-analytical review of 693 studies
indicated that 500 studies (72.2%) reported data for both internalizing and externalizing
problems. Data were reported only for internalizing problems in 55 studies (7.9%) and only
for externalizing problems in 138 studies (19.9%). Data were reported for narrow-band
scales as well as for broad-band internalizing/externalizing scales in 104 studies (15.0%).
They have not considered both simultaneously. Within these broader labels even, the
narrow band scales have been ignored. Thought and attention problem have not been given
much emphasis (Achenbach et al., 2016). So, the present research aims to fill in the gap by
focusing on both broad band scales and narrow band scales for assessment of

psychopathology.

The similar argument of assessing both problem behaviors for same individual
rather than restricting it to one applies to narrow band scales (problem behaviors) as well.
Though with the introduction of DSM, there has been a boost in researchers following the
listed diagnostic criteria on single disorder, yet this explicit classification has grossly
ignored other mental health conditions associated with disorder (Achenbach et al., 2016).
Even DSM V is acknowledging this prime limitation, yet the process continues. As per

DSM V task force.

“The one plausible goal of identifying homogeneous populations for treatment and
research resulted in narrow diagnostic categories that did not capture clinical reality,
symptom heterogeneity within disorders, and significant sharing of symptoms across
multiple disorders. The historical aspiration of achieving diagnostic homogeneity by
progressive subtyping within disorder categories no longer is sensible (American

Psychiatric Association; APA, 2013, pp. 12).”
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Taking this system of broader classification, a step further DSM V acknowledges
the limitation that all possible combinations of disorders and pattern of comorbidity cannot
be considered yet grouping them together can help to understand and address comorbid
patterns more clearly and thus can aid in designing better intervention plans. This system
works more efficiently in comparison to prevalent categorical system. Further compelling
empirical findings are furnishing evidence that that these systems consider elements which

prior systems are not considering (Achenbach et al., 2016).

Empirical evidences are indicating that utility and effectiveness of this system is
not limited to broad band scales of internalizing and externalizing behavioral problems
rather it is equally applicable to narrow band scales. Differences need to be explored across
these narrow band scales as well, it might provide a more valuable and comprehensive
picture of problem behaviors. For instance, comparison across two narrow band scales,
aggressive behaviors (frequent fights, and threatening others) and rule breaking behaviors
(stealing and lying) that lie under the category of externalizing behavior can yet yield
unique information regarding way behaviors are expressed. Similarly thought and attention
problems (prevalent in schizophrenia and spectrum disorders) have remained unexplored
(Achenbach et al., 2016). The present research tries to cater these ignored narrow band

scales as well in addition to the broad band scales.

To conclude, it is imperative to understand that the practice of relying on
categorical diagnosis is not going to yield impressive results regarding intervention and
treatment in near future as well (Achenbach & Rescorla, 2001). Moving towards well
established systems that have items at the base which are systematically grouped to get
scores across narrow band scales and further grouping these to broad band scales and
ultimately getting a score for general psychopathology can aid in looking at the problem
from a broader perspective and will help to design better treatment and intervention plans.
With reference to Pakistan, the trend of relying on traditional categorical system is more
prevalent that is hindering the process of assessment. In addition to this, instruments (in
Urdu language) that are based on empirical assessment are also not available. Therefore,
clinicians are not familiar nor trained on these systems. To the best of researchers’
knowledge this research is first of its kind to translate, adapt and test the empirically driven

system for Pakistani society for adults.
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A paradigm shift towards validation of empirically based tools across societies.

As established earlier in this section, the trend of using empirically based
instruments is new for Pakistan. The most prevalent clinical practice is relying on
unstructured interviews. Interviews have been extensively used for diagnosis by clinicians
in psychopathology research. Now there is a paradigm shift towards use of standardized
instruments and rating scales for making comparison across societies easy. A trend towards
translation and adaption of tools and development of tools of international equivalence in
on the rise. Some of the methods proposed by theorist for development of tools of

international equivalence are summarized below.

Geisinger (1994) proposed that “substantial evidence of the comparability” of
translated or adapted instrument across original instrument is significant for conducting
assessment across different societies. Poortinga (1989) highlighted indicators such as
factor structure, correlations among scales and item difficulty to consider for cross-national
comparisons. Differences across cultures cannot be traced if instruments are used
invariantly across cultures. Van de Vijver and Poortinga (1997) differentiated between
“spurious cultural differences” and “valid group differences” while working on translated
and adapted instruments. Spurious cultural differences are expected due to bias in
instrument whereas valid group differences are referred to as impact. Furthermore, method
bias and item bias need to be given special consideration in cross-cultural studies. As some
formats or items are more likely to be endorsed either positively or negatively in one culture
as compared to other. Item bias or differential item functioning includes relation between
item scores and total scores varying across different cultures. So, it becomes extremely
important to test assessment tools across different cultures. Considering this, Ivanova et al.
(2014), tested Adult Self Report for assessment of adult psychopathology across 29
different societies. Similarly, for gathering information regarding collateral reports using
Adult Behavior Checklist, Ivanova et al. (2015), tested the factor structure across 18
societies. With this research an attempt is being made to adopt similar procedures and test

the factor structure of both ASR and ABCL for Pakistani society.

Butcher and Han (1996) proposed method of conducting Confirmatory Factor

Analysis (CFA). This can help in testing whether individual items are performing similarly
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or differently across cultures. They further proposed methods of comparing and correlating
scale scores. Leung and Bond (1989) proposed the method in which cumulative means are
calculated for variables/scores for societies and later individual correlation is computed for
variable or score of one society with overall Cumulative mean. Byrne and Campbell (1999)
highlighted that even if factor structures are same across societies still skewness, kurtosis

and response frequencies may vary.

Empirical researches testing eight syndrome model: Structure of ASR and Testing

the Eight-Syndrome Model across Societies

Adult Self Report (Achenbach & Rescorla, 2003) is a standardized instrument that
is used worldwide to assess adaptive functioning and problem behaviors of individuals
between the ages of 18 to 59 years. In terms of adaptive functioning, it provides information
related to relationship with friends, spouse, performance at work, and education setting. It
also considers any disability or physical handicap and its nature. It also takes in to account
any financial, educational, or family related concern faced by the individual. It caters
perception of individual about him/herself by probing about the positive qualities if
individual has any (Achenbach, 2009).

Both Adult Self Report (ASR) and Adult Behavior Checklist comprise of eight
narrow band scales which include anxious depressed, withdrawn, somatic complaints,
attention problems, thought problems, aggressive behavior problems, rule breaking and
intrusive problems. Three of these narrow band scales (anxious depressed, withdrawn, and
somatic complaints) are summed together to get a broad band scale of internalizing
behavioral problem. Similarly, the last three scales (aggressive behavior problems, rule
breaking, and intrusive problems) are summed together to get broad band scales of
externalizing behavioral problems. All the narrow band problem scales are summed
together to obtain total problem score for both ASR and ABCL respectively (Achenbach,
2009).

Various multi-dimensional studies have been conducted using ASR to test the
eight-syndrome model. One such study was conducted by Ivanova et al. (2015) across 29
societies and findings indicated that in all societies the eight-syndrome model proposed

originally for the United States was confirmed. The primary fit indices showed a good



47

model fit and secondary indices were also in acceptable range. This study laid the
foundation for testing and conforming eight syndrome model in other societies as well.
Ivanova’s study was taken a step further by Rescorla et al. (2016) in refining the criteria
further and limiting the analysis to seventeen societies, further exploration was done. It
included testing the internal consistencies of ASR scales, determining the prevalence rate
of specific problems like suicide, and testing the influence of society, age, and gender on
syndrome scales. Results indicated consistency in mean scores on items of ASR across

societies.

It is imperative to consider that much work on internalizing and externalizing
behavioral problems in Pakistan has been done with of children and adolescents. They have
been collectively referred to as Emotional and Behavioral Problems (EBP). These issues
have been considered important for them, as it has been established that these concerns
have lasting consequences on an individual’s life that includes areas like academic
performance, ability to learn, issues related to substance use, likelihood to get involved in
violent behaviors and ultimately affect the social relationships. With reference to children
and adolescents, it has been established that that these problematic behaviors have different
manifestations at different age groups. Elaborating it further researchers argue that a
contradiction between an individual’s wishes or desires and societal demands could lead
to a state of distress. In toddlers it might be expressed in the form of difficult behavior,
whereas in preschoolers it might be expressed in the form of oppositional behavior, the
problem gets severe at late school age and is likely to be exhibited in the form of conduct

disorder (Nunes et al., 2013).

Later, in adulthood these problematic behaviors are exhibited in the form of
criminal activities referred to as delinquency. If not given proper attention in adulthood it
might increase the likelihood of getting involved in substance abuse. From this, it can be
inferred those problematic behaviors follow a longitudinal pattern and severity increase at
each successive stage if not treated properly. However, the manifestation of these
problematic behaviors in early adulthood and late adulthood might be different. Therefore,
there exists a paucity of literature regarding patterns of occurrence of these problematic
behaviors in adulthood. Taking this into account the present research aims to establish the

prevalence of these problem behaviors across different demographic variables including
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age, gender, and education. Moreover, this research also explores problem behaviors across
both clinical and non-clinical samples as well with an objective to explore differences and

similarities across these socio-demographic variables.
Understanding cross informant correlations for psychopathology

For accurate true for accurate assessment of mental illness, data can be obtained
from multiple respondents and information can be compared to develop better

understanding of problematic behavior across different situations (Achenbach, 2006).

Interviews have been widely used in clinical setting for assessment of problematic
behaviors. With the introduction of Diagnostic and Statistical Manual of Mental disorders
(DSM; American Psychiatric Association, APA, 1980) explicit criteria was defined for
diagnosis of a particular disorder. Clinicians modified the interviews and brought more
structure to it considering criteria defined by DSM. So, the concept of conducting
structured interview was introduced. Such interviews are referred to as respondent-based
interviews. This practice has since then been used with adults for assessment of
problematic behavior. When this procedure was applied on children, several problems were
observed. There was a difference in presentation of symptoms between different
individuals (parents, teacher, and children). Keeping in mind the emerging discrepancies
clinicians started questioning the consistency of reports obtained for adults as well

(Achenbach, 20006).
Correlation between different Informant reports for Problem behaviors

The extensive review of literature indicates scarcity of available researchers in the
field of adult psychopathology having employed the method of multi-informant data or
collateral reports (Achenbach, 2006).

Achenbach, Kurkowski, Dumenci, and Ivanova (2005) found that correlations
between ASR and collateral reports were found to be .44 for externalizing behavioral
problems and .43 for internalizing behavioral problems. Across instruments (whose items
differed), measuring similar kind of psychopathology the cross-information correlation
was .30. Furthermore, the average cross-informant correlation for reports obtained from

collaterals was .27.
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Rettew, Lynch, Achenbach, Sumenci, and Ivanova (2009), found that correlation
between DSM criteria for diagnosis and structured interviews conducted by clinicians
yielded an average agreement of 29% for adults. For children it was further reduced to 15
%. Meyer et al. (2001) found that setting DSM criteria the agreement between adult self-
report and informant report was funded to be 12 % only. These low figures further raised
question about the use of self-report as sole measure of pathology along with interpretation

of discrepancies appearing in collateral reports.

Getting information from collaterals rises certain questions. How information can
be obtained from collaterals. How many reports from collaterals need to be generated?
Where and how data should be obtained from collaterals. Furthermore, how many
collaterals would practically agree to provide data? Empirical evidence indicates that
getting information from collateral is a feasible and an effective alternative. Achenabach,
Newhouse, and Rescorla (2004) and Achenbach and Rescorla (2007) found in a survey
conducted following random sampling and using measures of Adult Self Report (ASR) that
94 % Collaterals agreed to fill in the collateral report. Similarly, for older version of same

test 90 % collaterals agreed to fill in the corresponding collateral report.

An added advantage of ASEBA is that graphical representation of data can make
comparison on each subscale easier and can highlight the discrepancy obtained between
both self-report, collateral report, and across different collateral reports as well. Probing
these differences can add to better understanding of the problem. Further research is needed
to elaborate and understand models for using and interpreting information obtained via

multiple informants (Achenbach, 2006).

In addition to developing an understanding of PDs, issues related to assessment of
PDs, and other problem behaviors it is equally important to develop an understanding of
variables that can potentially affect the relationship between PDs and problem behavior.
Next section of introduction provides details of variables that have potential to affect the

relationship between two.
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Moderating role of gender, age and adaptive functioning in personality pathology,

internalizing and externalizing behavioral problems

It has been established in earlier parts of this chapter that presence of PDs is likely
to create a vulnerability for other forms of psychopathologies or problem behaviors. Within
this context it becomes important to establish the role of factors that can possibly affect
this relationship. Some of the key factors across which differences are apparent include
gender, age, and adaptive functioning. This part of introduction aims to establish how these
variables can possibly affect the relationship between PDs and problem behaviors across

board band scales (externalizing and internalizing problems) and narrow band scales.

Empirical findings have reported inconsistent evidences regarding prevalence of
personality pathology across age and gender which is highly dependent on study settings
and sample characteristics (Holthausen & Habel, 2018; Lynam & Widiger, 2007). But
researches agree on the fact that both these are important variables with reference to PDs
(Coid et al., 2006). Many researchers conducted on clinical sample have found personality
disorders to be more prevalent among males in comparison to females (Gawda & Czubak,
2017; Samuels et al., 2002). Similarly, for syndrome-based scales, across broad band scales
researchers have been consistent that internalizing disorders tend to be more prevalent
among females whereas externalizing disorders are more prevalent among females. For
narrow band scales as well, similar differences have been recorded (Maschi, Morgen,

Bradley, & Hatcher, 2008).

Different plausible explanations have been given for these differences both at
cluster level in case of PDs and broad band scales in case of ASEBA. Mostly high
prevalence of PDs in cluster A among males is often attributed to exhibition of strong
aggressive behaviors paired with it (Torgersen et al., 2001). Similar reasons are given for
high prevalence of externalizing behavior problems among males. So, keeping in mind
these differences, it can be inferred that relationship between cluster A and externalizing
behavioral problems would be stronger in case of males in comparison to females. Keeping
this in view, another objective of present study is to test the moderating role of gender in
relationship between PDs and problem behaviors. From Cluster B, BPD is found to be

more prevalent in females while ASPD and narcissistic PD have been found to be more
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prevalent among males (Holthausen & Habe, 2018). Few researches have also established
non-significant gender differences across BPD and find it to be equally prevalent among
males and females (Silberschmidt, Lee, Zanarini, & Schulz, 2015). So, it becomes
important to test this the moderating role of gender for cluster B and problem behavior. For
cluster C, few researchers associate it with females as elements of anxiety and fearfulness
forming the core characteristics of this cluster are considered to be more associated with
females (Coid et al., 2006). But than a growing body of literature has focused that cluster
C is present among males and females, yet females are more likely to seek treatment for
this problem (Holthausen & Habe, 2018). Across community samples (non-clinical
samples) non-significant differences have been reported across gender for all PDs except
for anti-social PD which is more prevalent among males (Coid et al., 2006). Similarly, this
comparison across clinical and non-clinical samples can be a significant contribution as it
can help to establish that across different samples for sample variables whether impact of

these variables i.e., age and gender remains same or is there any difference.

Across age, group of researchers are of the opinion that as PDs refer to patterns of
behaviors that are relatively enduring, so they tend to remain consistent across age (Cohen
etal., 2005). Though presence of PDs might alter the course of other illnesses over a period,
so it is important to study the moderating role of age in relation between PDs and other
problem behaviors. As for ASEBA’s broad band scales, internalizing behavioral problems
tend to show an increase with age whereas externalizing behavioral problems tend to
decline with age (Chan, Dennis, & Funk, 2008). Few researchers have documented that
cluster B disorders tend to show a decline with increase in age, whereas cluster C disorders
tend to show an increase with increase in age (Coid et al., 2006; Oltmanns & Balsis, 2011).
So, it becomes important to study how both gender and age, effect the relationship between

PDs and other psychopathologies associated with it.

One of the key areas that needs to be assessed along with PDs is the extent of
severity is the area of adaptive functioning (Chanen, Jovev, Jackson, 2007). As PDs have
been strongly and consistently linked with functional impairments in terms of relationship
with friends, spouse, academic functioning, family functioning and relations with co-
workers (Coid et al., 2007). Based upon this it can be hypothesized that poor adaptive

functioning is likely to make the relation between PDs and other pathologies stronger.
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Thus, adaptive functioning is likely to buffer the relationship between PDs and other
psychopathologies with relation being strongest at level of low levels of adaptive

functioning.

Keeping in view crucial role of age, gender, and adaptive functioning in
consideration the study aims to test the moderating role of these variables across PDs and

other psychopathologies for both clinical and non-clinical sample.

Before establishing the relationship of the above-mentioned variables with in
Pakistani context, it’s important to develop a basic understanding of dynamics of Pakistani
society and culture. Reviewing the mental health system of Pakistan can be beneficial as it
can help in establishing why PDs remains a challenging area of research. Moreover, it will
be also helpful in understanding research gap where still in clinical practice categorical
diagnosis are given preference. The next part of introduction summarizes the importance
of personality disorders and need to shift towards empirically based system for Pakistani

society.
Mental Health in Pakistan

Pakistan is in South East Asia with a population over 140.7 million. Around 70 %
of the population reside in rural area. Presently its sixth most populous country and this
estimated that by 2050 it would be fourth most populous country (Ahmed, Enam, Igbal,
Murtaza, & Bashir, 2016). Several factors including poverty, poor economic conditions,
natural and manmade disasters, insecure neighborhoods, poor organization of institutions
and adverse life events have closely linked to rise in problematic behaviors among
adolescents and adults However, paucity of literature exists in linking these events with

mental health related outcomes.

With reference to population, overall male population is slightly higher than the
female population. More than 64 % of the population comprises of young individuals
between the ages of 18-35. Economic conditions of country are not good as 35 % of people
are living below the poverty line. Rate of unemployment is 5.9 %. Most of individuals live
in combined family system with average number of individuals residing being 6.5. Being
an Islamic state, most of the people practice this religion. Within this context, mental illness

is still considered as a stigma and people lack basic awareness about mental health



53

problems and its causes. Mostly people attribute mental illness to supernatural causes and
consult traditional healers. Both mental health professionals’ and traditional healers
provide mental health services. Limited number of psychiatrists and psychologists are
available for provision of mental health services. Under these circumstances’ prevalence

data regarding mental health problems is scarce (Karim at al., 2004).

Health care system of Pakistan comprises of primary and specialist care. A pyramid
exists in primary care with health houses lying at the bottom serving 1000 people or 200
households. These are connected to Basic Health Units (BHU) which cater 15000 to 20000
people. Three to five BHUs are grouped together to formulate Rural Health Centre. Further,
three to five of these are grouped to formulate Tehsil head quarter hospital which is further
connected with district hospital. The teaching hospitals lie at the top of pyramid. A female
member from community with at least one-year training serve at heath house. BHU on the
other hand comprises of one doctor, one female health visitor and 8 to 10 paramedic staff.
Rural health care center on the other hand has three doctors, one dentist, two female health
visitor, and 8 to 10 paramedic staff. Till this level no specialist psychiatric or psychological
care is available. Proper diagnosis and treatment of psychiatric illness and associated
psychological problems is completely missing which leads to poor handling of patients
with mental health problems. At Tehsil level medical, surgical, dental, and gynecological
specialists are available. They also have 10 medical officers, nurses and 30 paramedics.
Specialized pediatric and psychiatric services are available at District level hospital.
Psychologist and psychiatrists are available in all teaching hospitals, but they are in urban
settings only. Child and forensic psychologists are not available at all with in these set ups

(Karim at al., 2004).

Three mental asylums which are run by government are also there. In all, 2,154
psychiatric beds available in the general and teaching hospitals around the whole country.
Another 943 beds are available in the three psychiatric hospitals. There is no demarcation
or allocated beds marked for sub-specialties such as rehabilitation, substance abuse, child,
and adolescent psychiatry, forensic or old-age psychiatry, or personality disorder. In all
there are only 520 certified psychiatrists and 480 trained psychologists in Pakistan. To
conclude, the health system of Pakistan is overburdened, and mental health facilities are

only restricted to urban settings. Armed forces also provide mental health services in few
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broader cities but due to geographical location, financial and cultural constraints largely
these services remain inaccessible to rural population (Karim at al., 2004). Consequently,
they either go to traditional healers or must consult health care professionals practicing in
urban settings causing them financial constraints as well as adding disease burden. The

data of present study has been collected from district hospitals and teaching hospitals.

Keeping the above-mentioned context in mind, the importance of conducting
research on mental health problems in a country like Pakistan can be understood. There
exists a gap between different stakeholders when it comes to assessing and treating mental
health problems. Even psychiatrist and psychologists are not on the same page when it
comes to assessment and treatment of mental health problems. There also exists huge gap
between clinicians and researchers. Most of the tools that are being validated and used
extensively in research are not being used by clinicians treating mental health problems.
Diagnosis of mental health problems is mainly based on unstructured interviews and
medicines are mostly prescribed for treatment. Under such conditions data regarding

mortality, morbidity, and service use of the mentally ill is not readily available.

Though limited number of surveys conducted in 1996, 1997 and 2000 suggested
that the prevalence of depression in the general population was 12.5%—53% (Mumford et
al., 2000). In 1997, the prevalence of epilepsy was found to be 9—16 per 1,000. There are
no data for other psychiatric conditions among general population. With reference to
primary care units, presence of prevalence data regarding depression is the exception, with
a prevalence of 17%—-30% in primary care in 1995 and 1998. Records from secondary care
indicate prevalence of schizophrenia to be 8.1 among males and 6.1 among females, manic
depression to be 13.5 among males and 14.5 among females, depression to be 38.7 among
males and 43.3 among males, substance misuse to be 12.6 among males and 0 among
females and personality disorders to be 1.5 among males and 1.4 among females per 1000
individuals. The average days for hospitalization were 18.3, 18.94, 15.93, and 7.6
respectively. No data was available for average number of hospitalization days for
personality disorders (Karim at al., 2004). Considering these findings, an overview has
been given regarding some researches that have been conducted in Pakistan on PDs and

other mental health problems.
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Study and author Sample Si Prevalence /Finding Sampling Criteria Tools used Psychometrics Limitations
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Cross sectional Dimensions of Emotional
Maladaptive personality traits stud Maltreatment at Home, Personality Despite of large sample size, study has not reported psychometrics.
Batooland Adull 1000 diate b ional - I for DSM'V, P li N d E 1 f disorders h: b blished though i
. ults mediate between emotiona : nventory for , Personality ot reporte ven prevalence of disorders has not been established though it
Khalily 2019) convenience _ _ . _ ) _ _
maltreatment and Cluster B PD Diagnostic Questionnaire fourth employs a diagnostic tool of personality as well
sampling edition
Individuals high on traits of
) . ) neuroticism had more relapse Purposive -80 neuroticism, .
Hanif, Kliewer, Males with substance use Only two subscales of personality were used whereas other facets
. . 300 whereas individuals high on trait convenience Big Five Inventory (BFI) 8 . . o o .
and Riaz (2018) issue o . : showing strong relationship in empirical literature were ignored
of conscientiousness scored sampling conscientiousness
higher on recovery
Stud _ Cross sectional | nal P Jity Disord:
tudents appearing for s nternational Personality Disorder . . X
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Irfan et al. (2018)  medical entrance exams 1334 Examination (IPDE) screening ) ) )
anankastic .31% convenience . . . . interview .87 indices for validity were reported
[Aug, 2015-May2016] R questionnaire and interview
sampling
. Paranoid 26 %, schizoid 23 %,
Siddratulmuntaha, ) )
. . Anti-social 11 %, Borderline . .
Hussain and Community sample from L o Convenience Checklist was devised as per . . o
. o 3500 18 %, histrionic 14 %, narcissistic . o not reported Psychometrics were not reported, issue of comorbidity not addressed
Malik, (2018), five major cities . sampling criteria of DSM IV
) 17 %, Avoidant 25 %, Dependent
Pakistan
29 %
15 diagnosed patients with . Scale showed good concurrent Co-morbidity with other PDs was not ruled out during the
But, Mahmood, Two subscales emerged labelled Purposive o o . .
BPD for scale development, validity with ZAN-BPDS, more development phase of initial interview. Even later categorical
and Saleem . . . 15 as mood liability and insecure sampling o 73 & .86 . o o .
testing with 81 diagnosed . over non-significant gender assessment was carried out not taking in to account co-morbidity with
(2017) dependence technique

patients

differences were observed on BPD

other mental health problems
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Batool, Shehzadi,

Permissive parenting had positive
relationship with histrionic,

narcissistic, and Anti-social PD

Personality Diagnostic

Questionnaire, Permissive

All scales had

reliability greeter

Research only focused on four PDs i.e., histrionic, narcissistic, anti-

social and dependent PD. Other PDs which empirically exhibit strong

. . . . o . Convenience . o relationship with these have been ignored. Researchers have
Riaz, and Riaz University students 200 whereas authoritarian parenting . parenting style, Authoritarian than .70 (Exact . . o . . . .
. . . sampling . . mentioned translating Personality Diagnostic Questionnaire and using
(2017) had positive relation with parenting style, early maladaptive values not ) ) ) o . o .
) . it first times with Pakistani sample, yet no details of validity evidence
maladaptive schema and schemas mentioned)
. mentioned.
depressive PD
Anwar, Not established, Findings ) . o o
Convenience high co-morbidity has been observed between narcissism and other
Mahmood, and University students 155 indicated a that narcissism Narcissistic Personality Inventory alpha reliability .95
. . . . sampling PDs which was ignored in present study
Hanif (2016) positively predicted aggression
Prevalence not established, . . . Sample size was too small to draw conclusive evidence, prevalence
Comprehensive Diagnostic
Emotional abuse and neglect Purposive rates of PDs not established, Reliabilities of separate PDs not
Komal, Rizwan, . . o . Instrument for Personality alpha reliability .93 . o L
Drug addicts 50 predicted schizoid PD among convenience . . mentioned, even overall reliability was low (.51). Non-significant
and Safdar (2014) ) Disorder, Child Abuse and Neglect & .51 ) . .
drug users, Sexual abuse and sampling relationship was observed between abuse, neglect and BPD which has
Questionnaire, o
neglect predicted narcissistic PD been established earlier in many empirical researches.
Criminals scored higher on Factor structure has not been tested across two samples as both distinct
sychopathy as compared to non- urposive samples i.e. criminals and non-criminals were being compared. No
Sherdil and Criminals and Non- 76 & psy ) Py P ) puip p ) ) ¢ P
criminals, Males scored higher on convenience Psychopathy Scale (Urdu) 90 details regarding scale development mentioned, no specific controls
Kazmi (2016) criminals 124 . . . . . . .
psychopathy as compared to sampling regarding type of crime, relation with anti-social and other PD was
females mentioned as they do have relationship with psychopathy.
agreement for 1) emotionally
. o . unstable BPD 21 patients 2) . Phi coefficients for Though translation was carried out but factor structure was not
Haider et al., Psychiatric outpatient . . . Purposive ) o o )
. 30 Emotionally unstable impulsive ) IPDE based on ICD 10 interrater agreement  statistically tested, comorbidity was also not reported, sample size was
(2014) population Sampling

type 18 patients 3) agreement for

anankastic PD 16 patients

rating from .31 to 1

too small for generalizability of findings
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It is apparent from the empirical evidences cited above that in metal health the area of PDs
is at budding stage. Despite of much debate prevailing regarding categorical and dimensional
nature of PDs internationally (Trull & Widiger, 2013), In Pakistan there is lack of empirical
evidence about prevalence data regarding personality disorders. Though few researchers have
tested the role of personality traits in onset of mental disorders (Haasan, 2012; Hanif, Kliewer, &
Riaz, 2018) but when and how these traits become maladaptive and turn in to PDs creating
vulnerability for other mental health problems has been grossly ignored. Similarly, few researches
aiming to study PDs have either focused on one PD ignoring others, which again is in contradiction
with the fact that high degree of comorbidity exists within PDs as well. Most of the studies have
employed the technique of convenience sampling and have been conducted on community sample.
This again provides an evidence that with in clinical practice PDs are group of disorders that are
highly neglected. Though it has been established that presence of PDs can alter the course of illness
of other mental health disorders if not assessed and incorporated in treatment plans. When it comes
to tools that have been used for assessment of PDs, it’s apparent that most of the studies mentioned
above have not provided adequate details regarding psychometric properties. Keeping all this in
mind, research is needed to test existing instruments so that psychometric properties of these tools

can be established, and prevalence of PDs can be estimated.
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Study and author

Sample

Sample size

Prevalence/Finding

Sampling Criteria

Tools Psychometrics

Limitations

Siddratulmuntaha,

Community sample

) ) Depression 38%, anxiety 31 %, Stress 32 %, Adjustment Convenience Checklist was devised as Psychometrics were not reported, issue of
Hussain, and from five major 3500 not reported
33 %, sleep 38 %, Eating 30 %, Memory 36% sampling per criteria of DSM IV comorbidity not addressed
Malik (2018) cities
17 studies discussed prevalence, 11 discussed risk factors
20 studies associated with anxiety and depression, mean prevalence Systematic review of As it was meta-synthesis so there was no

Mirza and Jenkins

Systematic review

reviewed (sample

of anxiety and depression in community sample was

published literature -

Multiple including
Exact values not

uniformity in terms of tools used for

(2004) of published size ranged from 34 %. For women it ranged from 29-66 % whereas for 19 epidemiological interview schedules and ioned assessment and methods used for data
mentione
literature 113-2620) M = males it ranged from 10-33%. Risk factors included surveys and 1 case checklists collection. So, generalizability of findings
53941 female sex, less education, poor spousal relationship, control need consideration
being homemaker and financial difficulties.
15 urban
communities of Activities were
Karachi, were ) planned in Details of intervention is missing.
4 case studies o ) ) )
Ali, Lalani, and approached to Significant improvement was observed after community collaboration with a ) Moreover, numeric data showing pre-test
from 15 Not clearly mentioned Not reported
Charania (2015) improve mental . mental health interventions community-based and posttest comparisons are missing.
communities o . i
health and organization- 4 case Only 4 case studies have been mentioned
psychiatric studies
rehabilitation
31 % of sample had severe problems regarding
confidence, anxiety, being dysfunctional, and lack of
Saleem, . .
. self-regulation whereas 16 % reported these problems to Convenience .
Mahmood, and University students 1850 . . . Student Problem Checklist 95
Naz (2013) be very severe. Regarding gender females scored higher sampling
az

on all problems except for lack of self-regulation where

males scored higher as compared to females.
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Survey Questionnaire was

. 56 % of medical professionals reported that they have not ~ Purposive .
Naeem et al. Medical students ) . . developed but no details .
500 heard regarding symptoms of depression. Moreover, they convenience Not reported Psychometrics were not reported.
(2005) and doctors mentioned regarding scale
had negative attitude towards depressed patients sampling
development
43.7 % of students reported anxiety and 19.5 % reported
Rab, Mamdou, . depression, students residing in dormitories experience . Hospital Anxiety and Psychometrics were not reported, sample
. Medical students 87 . . Random sampling . Not reported o
and Nasir (2008) more anxiety and depression as compared to those Depression scale size is too small
residing in homes
Female students experience more anxiety. Non- Sample size was too small to draw
Khan, Haider, and . o . . . Convenience Hospital Anxiety and . . .
Medical students 110 significant differences were apparent on depression with ) . Not reported conclusive evidence, psychometric
Khokhar (2015) sampling Depression scale . ;
reference to gender properties also not mentioned
39.58 % had psychological disorder. Commonly reported .
Dawood, Khan, . o o . . . . Sample size was too small to draw
. . disorders were panic disorders, panic disorder with . . Screening Questionnaire ) . )
and Rashid Prisoners 48 . . . . Purposive sampling . Not reported conclusive evidence, psychometric
agoraphobia, post-traumatic stress disorder and major for Psychiatric Disorders ) ;
(2017) . properties also not mentioned
depression
. Community sample ) . ) . o .
Hussain and o Married males had better mental health scoring less on Convenience Psychometric properties including factor
from Gilgit 370 ) ) Mental health Inventory No reported )
Ahmed (2018) Bali psychological distress, depression, and anxiety. sampling structure has not been established
altistan
. Self-Rating Questionnaire, Despite of a very strong research design
. . Prevalence rate for depression was 44.4 % (CI 95 % 35.3 .
Hussain, Creed, Community sample . ) Personal Health and psychometrics have not been
-53.6). 25.5 % males and 57.5 % females had depression. Convenience
and Tomenson from Pakistani 259 . . . . Questionnaire, Psychiatric Not reported reported. Any other tool ruling out the
. Demographic correlates included less education, a greater ~ sampling o
(2000) Village ) . Assessment Schedule, The element of comorbidity has also been not
number of dependents and financial constraints. .
Life Events and considered.
Meta-analysis for . . . .
Ahmad, Enam, . . . Details regarding selection criteria and
studies over past ) . . Details of tools used in o o
Igbal, Murtaza, 10 studies Rates of depression vary from 20 to 60 % Meta-analysis Not reported methods used in different studies is

and Bashir (2016)

10 years in

Pakistan

studies missing

missing.
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Findings mentioned above indicate that within Pakistan mostly common researched
mental health problem is depression, yet empirical evidences indicate that even it is not
properly understood by clinicians leading to misdiagnosis and treatment. Despite of
researches, showing strong evidence of comorbidity with other problems like anxiety and
PDs, this has been ignored. Even accurate prevalence data is lacking. Several empirical
researches published in national journals have not provided evidence of psychometric
properties of tools used. Other mental problems have been grossly ignored and minimal
understanding exists with reference to them. So, it becomes important to study mental
health problems within Pakistani context employing tools that are psychometrically sound.
So, there is a dire need to conduct epidemiological studies that can help understand the
prevalence and comorbidity patterns apparent in both psychiatric patients’ and community

samples.

Moreover, researchers and clinicians all over the world are shifting towards
empirically based assessments but these are not being explored in Asian countries in
general and Pakistan in specific. There is a dire to test this emerging system of
classification. Researchers argue that increased prevalence of mental health problems pose
a serious challenge for low-income countries like Pakistan, where a low percentage of gross
income product is allocated to health facilities (Ahmed, Enam, Igbal, Murtaza, & Bashir,
2016). Although each disorder is unique in terms of manifestations of symptoms but
disorders that show variation across same dimension exhibit common etiological causes,
consequences, and treatment outcomes. Grouping of disorders in to broader dimension can
help in understanding the common co-occurring patterns often referred to as co-morbidity.

As well as it can aid in devising better assessment and treatment plans.

It can be inferred that despite of global efforts to develop an understanding of
problematic behaviors, very little is known about prevalence of these in developing
countries like Pakistan. This dearth of research is likely to impede policy development
regarding mental health problems. With this research, an attempt is being made to
contribute to this closure of knowledge gap by highlighting prevalence of mental health
problems in adults across different ages and gender with reference to a developing country

Pakistan.
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Rationale of the Present Study

Accurate assessment is considered essential for designing effective interventions
and treatment plans in clinical settings. Despite of strong agreement among researchers on
this notion, in practice, assessment is carried out for the most pressing problems with which
the patient comes in. This often ignores the features (for instance, personality pathology)
that are believed to play a significant role in the onset of these problems (Tyrer, 2018).
Personality disorders have a strong comorbidity with other mental health problems
(Widiger, 2011), and in many cases create “diathesis”, also represented as “vulnerability”,
for other mental health problems. Unassessed and poorly catered PDs at the time of initial
assessment could lead to poor treatment and its adherence. Hence, it is imperative to
understand the relationship between PDs and other mental health problems. Though this
issue prevails worldwide, but in developing countries like Pakistan, where the health care
system is already overburdened and mental health facilities are only restricted to urban
settings, this diagnostic neglect becomes more pressing (Javed, Khan, Nasar, & Rasheed,
2020). With this notion, the present study was designed to examine the relationship
between personality pathology and other mental health problems which were assessed

through ASEBA for adults.

Before assessing the relationship, it is essential to develop an understanding of the
prevalent practice (categorical) to assess psychopathology, which is a debatable concern
(Krueger & Markon, 2006). Relying on this approach, the core focus is on establishing a
minimum threshold of symptoms below which diagnosis is not made. For instance, in
borderline personality disorders, presence of three symptoms instead of four required to
make diagnosis lead to severe impairment like self-harm, suicidal behavior, employment

related issues and other areas of adaptive functioning (Krueger et al., 2014).

Despite of recognizing this issue in DSM 1V, and irrespective of the proposed
changes by DSM V task force the categorical nature of many DSM disorders has been
retained in section II of DSM V labelled as “diagnostic criteria and codes”. Based on
empirical evidences (factor and cluster analysis) mental disorders tend to co-occur at a rate

more than chance factors. Hence, empirically based classification systems speculate that if
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intelligence’s “g factor” exists a pathology “p factor” also exists. This calls for a revision
(moving away from categorical and towards dimensional) in the way both PDs and other

mental health problems are being conceptualized and assessed.

Most of the tools being used for clinical assessment in Pakistan have not reported
the procedures followed for standardization despite of empirical findings indicating
otherwise (Batool & Khaliliy, 2019). Therefore, it’s essential to furnish evidence of
construct validity for these instruments in Pakistan. To address this, the present research is
undertaken to translate and adapt a promising system for assessing adult psychopathology
(ASEBA) and validate ADP IV for Pakistani sample (clinical and non-clinical). Although
ASEBA have been explored extensively with children and adolescent globally, but
minimal work has been done with reference to adults in Pakistan. Both ASR and ABCL
are empirically driven assessment tools; uniquely assess psychopathology and considers
the issues of comorbidity among mental health problems. ADP 1V assess PDs following
both categorical and dimensional approach. Moreover, the present research attempts to
makes a comparison across both samples which can also aid in establishing contrasted
group validity for the instruments. Thus, the instruments of the present study are addressing
the key emerging concerns of empirical researches. To summarize, this research can help
in developing an understanding of psychopathology (empirically based taxonomies
proposed by Achenbach for adults) by testing the eight-syndrome model and structure of

personality disorders with respect to Pakistani context.

Another prime limitation of past researches as highlighted by Rescorla et al. (2016)
is extensive reliance on self- report measures. Reliance on informant report measures is
common to child psychopathology (globally as well as in Pakistan) whereas this aspect
lacks in adult psychopathology (with reference to Pakistan). Though researchers are
criticizing the sole use of self-report measure worldwide, but only few measures are
available for comparison of both self and collateral reports. This research is adding to
existing body of literature by providing evidence of convergent validity by using both self
and informant measures simultaneously to assess problem behaviors as pointed by Multi

trait multi method matrix (MTMM; Campbel & Fiske,1959).
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Keeping in mind, a memorandum of understanding was signed between National
Institute of Psychology, Quaid-i-Azam University Islamabad, and University
of Vermont, Research Center for Children, Youth, & Families, United States for translation
and adaptation of adult forms (ASR and ABCL into Urdu Language, details of MOU have
been attached in Appendices (see Appendix A). Hence, one of the prime objectives of the
research was to test the model proposed by Achenbach, Dumenci, and Rescorla (2003) that
addresses problem behavior on the issues of co-morbidity, heterogeneity, and discrete
versus continuous nature. Findings of the present research could help researchers to move
from prevalent categorical to emerging empirically based taxonomies that have proven to

be more representative of clinical psychopathology.

The present research further investigates the relationship between PDs and problem
behavior by examining the moderating role of adaptive functioning including family
functioning. This has been the key area of researcher’s interest who tends to develop an
understanding of etiological causes of disorders. It has already been studied in
understanding impulsive behaviors, drug use, and eating disorders (Cheng, Chen, Chen, &
Jenkins, 2000; Oldham, 2006). In addition to this, this research aims to test the additional
moderating role of demographic variables i.e., age and gender in relationship between PDS
and syndrome-based scales of ASEBA. The individual’s socio-demographic variables play
an important role in psychopathology and has also been emphasized by different scholars
(Seltzer, Shattuck, Abbeduto, Greenberg, 2004; Zablotsky, Boswel, & Smith, 2012). PDs
have been found to be more prevalent among males in comparison to females. But these
differences have been mostly explored with one sample at a time i.e., either clinical or
community/non-clinical sample. It’s important to assess these with both samples so that a
comprehensive picture can be drawn. Pakistan is a multicultural and multiethnic society
and to understand the social, cultural, and familial background present research can aid in

devising better intervention plans.

To conclude, the comparative methodology of the present research supplements the
previous findings by testing the factor structures, prevalence, relationships, demographic

differences across both clinical and non-clinical sample. In terms of practical implication
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from public health perspective, incorporation of both samples would foster the challenges

posed by the personality pathology to individuals in specific and to society in general.
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Chapter 11

OBJECTIVES AND RESEARCH DESIGN

The following chapter provides research objectives as well as an overview of the

research design for the present study. This chapter entails the instrument details to provide

a clear understanding of the eight-syndrome model and personality disorders with respect

to their respective tools used to measure them.

Below are the objectives of the present study:

Objectives

The presents study aimed at exploring the role of personality disorders in prediction

of Achenbach system of empirically based assessment among clinical and non-clinical

groups of adults. More specifically the present research has been planned to achieve

following objectives.

1.

Translation and validation of Adult Self Report (ASR) and Adult Behavior
Checklist (ABCL).

To compare multi-informant data (self-report and Informant report) on ASR and
ABCL for both clinical and non-clinical sample.

To establish prevalence across broad band (externalizing, internalizing and total
behavioral problems) and narrow band (anxious depressed, withdrawn, somatic
complaints, thought problems, attention problems, rule breaking, aggressive
behavior, and intrusive) problems among adults on ASR (self-report measure) and
ABCL (informant measure) for clinical and non-clinical sample.

To establish prevalence of personality disorders (for ADP IV) among adults in
clinical and non-clinical sample.

To explore the predictive role of personality disorders across broad and narrow
band problems among clinical and non-clinical sample.

To explore the effect of demographic variables (age, gender, and education) on

study variables among clinical and non-clinical sample.
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Research Design

The present research comprised of two studies i.e. Study I and Study II.
Study I

Study I further comprised of two phases. In first phase translation of study tools

was carried out. In second phase pilot testing of instruments was done.
Translation of instrument

In first phase Adult Self Report (ASR) and Adult Behavior Checklist (ABCL) were
translated into Urdu language. Afterwards back translation into English language was done

and feedback was taken from authors before finalization of both instruments.
Pilot testing

To pre-test the instruments, pilot testing was carried out on clinical (n = 50) and
non-clinical (n = 50) sample. Contrasted group validity was established by comparing
clinical and non-clinical sample on ASR, ABCL, and ADPIV by employing ¢ test. Further
evidence of convergent validity was established by comparing information obtained on
self-report (ASR) and informant measure (ABCL). Internal consistency of scales was
established by computing alpha reliabilities for ASR, ABCL, and ADP IV scales. Further
a preliminary trend analysis of relationship between PDs and problem behavior was carried

out by computing correlation.
Study II

Study II, main study, comprised of four phases and further analysis were carried
out across both Clinical (N = 408) and Non-Clinical (N = 487) samples in these phases.

All these phases are discussed in detail in the subsequent sections.
Phase I: Establishing psychometric properties

The major objective of Phase I of study II was to establish psychometric properties
of ASR, ABCL, and ADP IV. To achieve this objective, evidence was furnished for
construct validity and CFA was carried out. Proposed eight syndrome model was tested for
ASR and ABCL. Further evidence of convergent validity was established by computing

correlation between ASR and ABCL scales as these Urdu versions are being used for
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Pakistani sample for the first time. The DSM IV proposed cluster structure of personality
disorder was also tested as this scale has previously been translated and used with Pakistani
sample (Hassan, 2012). Further contrasted group validity was established by using ¢ test
for comparison of ASR, ABCL, and ADP IV.

Evidence of internal consistency was established by computing Cronbach alpha

reliability for ASR, ABCL, and ADP IV scales and sub-scales.
Phase Il: Establishing prevalence

Prevalence was established across ASR and ABCL for narrow band problems
(anxious, depressed, withdrawn, somatic complaints, thought problems, attention problems,
rule breaking, aggressive behavior, and intrusive problems) and broad band scales
(internalizing, externalizing, and total problem behavior). Across ADP IV prevalence was
also established for all twelve PDs along with Cluster A, B, and C. In addition to this,

prevalence was also established across age and gender.

Phase I11: Establishing relationship (between PD and problem behavior) and group
differences

To establish the relationship between PDs and problem behavior (including both
narrow and broad band scales of ASR and ABCL) correlation was computed. Later,
predictive role of each cluster of PDs was established for broad band scales of internalizing
and externalizing problem behavior as well as for narrow band scales (thought and attention
problems). Moreover, the relationship of adaptive functioning with PDs and ADP IV was
established and differences across demographic variables (age, education, and gender) for

ASR, ABCL, and ADP IV were also explored.
Phase 1V: Moderation Analysis

Moderating role of adaptive functioning, age, and gender in relation between PD
clusters and Problem behaviors that include broad band scale of internalizing, externalizing
behavioral problems, and narrow band scale (thought and attention problem) was

established in this phase.

Conclusion
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This Chapter outlined the methodology of the present research. The methodology
included translation, adaptation, and pilot testing in the study 1. Study II incorporated the
main analysis including the construct validation through CFA, and hypotheses testing via

differentanalysis (relationships, group differences, and moderation analysis).

The research design has been graphically represented in Figure 1.
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Figure 1. Research Design and Study Description
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Chapter 111

Study I: Translation, Adaptation (ASR & ABCL), and Pilot Study

Previous chapter provides an illustration of the overall research design, and this
Chapter will examine Study I in detail. Phase I of the study entails translation and
adaptation of ASR and ABCL into Urdu. The present study used Urdu version of ADP IV
(Hassan, 2012); hence, it was not translated in this phase. Phase II of the study comprise

of pilot testing of the study I.
Following are the objectives of Study I:
Objectives

1. To translate and adapt Adult Self Report (ASR) and Adult Behavior Checklist
(ABCL).

2. To pre-test translated measures (ASR and ABCL) establish psychometric
properties and conduct preliminary analysis to understand the emerging trends of

all study variables across clinical and non-clinical samples.

As mentioned in Chapter II, Study I comprised to two phases. In the first phase
translation and adaption of ASR and ABCL was carried out whereas in the second phase
initial review of the instruments was carried out along with pilot testing. Before discussing
the process of translation and adaptation details of study measures has been summarized

below.
Instruments
Following measures were used to assess study variables.

Adult Self-Report (ASR). The ASR is revision and modification of Young Adult
self-report (YASR), which provides norms for ages 18 to 30. It provides in-depth
information about adaptive functioning in the areas like friendships, occupational
functioning, relationship with spouse, and other family members. It also caters the
emotional, behavioral, and social problems of the respondents. The responses are rated as

0 = not true, 1 = somewhat or sometimes true and 2 = very often or often true based upon
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preceding 6 months (Achenbach & Rescorla, 2003). Syndrome based scoring and adaptive

functioning scales of has been explained below.

Syndrome based scoring. 99 items contribute to the overall eight-syndrome
model and includes: narrow band scales (anxious depressed: 18 items, withdrawn: 9 items,
somatic complaints: 12 items, thought problems: 10 items, attention problem: 15 items,
rule breaking behavior: 14 items, aggressive behavior: 15 items, and intrusive problems: 6
items). The first three narrow band scales (anxious depressed, withdrawn, and somatic
complaints) are grouped together to formulate broad band scale of internalizing behavioral
problems. The last three narrow band scales (rule breaking, aggressive problem, and
intrusive problems) are grouped together and formulate broad band scale of externalizing
behavioral problems. Both attention problems and thought problems are retained as
separate problem behaviors. These all subscales are summed together to get total problem
score. The reliability of narrow abnd scales ranged from .51 to .88 whereas for broadband
scales it ranged from .93 to .97. High score on each subscale indicates higher presence of
that problem behavior and vice versa (Achenbach & Rescorla, 2003). The details of scales

and items has been summarized in Appendices (see Appendix B1).

Adaptive Functioning scales. ASR further consists of five subscales
assessing individuals mean adaptive functioning. It includes subscale of friends (4 items),
spouse (8 items), family (5 items), job (8 items), and education (5 items). The scoring of
these scales 1s based upon computation of mean scores. High score on each subscale
represents better adaptive functioning in the respective domain and vice versa. Similarly,
cumulative high mean score represents higher level of adaptive functioning and vice versa

(Achenbach & Rescorla, 2003).

The Adult Behavior Checklist (ABCL). The ABCL is a revision of Young
Adult Behavior Checklist (YABCL), which was previously normed for the ages 18-30.
ABCL provides information about demographics, information about adult relationships
with friends and relationship with spouse. Like ASR, it also caters the areas of emotional,
behavioral, and social functioning of an individual. The responses are rated as 0 = not true,
1 = somewhat or sometimes true and 2 = very often or often true based upon preceding 6

months.
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Syndrome based scoring. 99 items contribute the overall eight syndrome
model. These are labelled as narrow band scales which include anxious depressed (14
items), withdrawn (9 items), somatic complaints (9 items), thought problems (9 items),
attention problem (17 items), and rule breaking behavior (13 items), aggressive behavior
(16 items) and intrusive problems (6 items). The first three narrow band scales that include
anxious depressed, withdrawn, and somatic complaints are grouped together and formulate
internalizing behavioral problems. The later three narrow band scales that include rule
breaking, aggressive problem and intrusive problems are grouped together to formulate
externalizing behavioral problems. Both attention problems and thought problems are
retained as separate problem behaviors. These all subscales are summed together to get
total problem score. High score on each subscale indicates higher presence of that problem
behavior and vice versa The reliability of narrow abnd scales ranged from .70 to .90
whereas for broadband scales it ranged from .92 to .97 (Achenbach & Rescorla, 2003). The

details of scales and items has been summarized in Appendices (see Appendix B1).

Adaptive Functioning scales. It further consists of two subscales assessing
individuals adaptive functioning. It includes subscale of friends (4 items) and spouse (8
items) as reported by informant. Higher score on each represents higher level of adaptive

functioning.

Personality Disorders. The present study utilizes the Assessment of DSM-
IV Personality Disorders Questionnaire (ADP-1V). It provides both dimensional and
categorical score. Categorical score aids in identifying personality disorder and its relative
standing in either of the cluster. ADP IV employs diagnostic algorithm, which identify the
presence of symptom for a disorder. In present study T >5 & D >1 (that includes trait score
greater than 5 and distress score greater than 1) algorithm is used to identify the diagnostic
criteria according to DSM-IV-TR specified symptom threshold for disorder (Schotte et al.,
1998). It consists of 94 items. The scale categorizes individuals with Cluster A disorders
including Paranoid (7 items), Schizoid (7 items) and Schizotypal personality disorders (9
items), Cluster B including Borderline (10 items), Histrionic (8 items), narcissistic (9 items)
and anti-social personality disorder (8 items) and Cluster C including dependent (8 items),
Obsessive compulsive (8 items) and avoidant personality disorder (7 items). It also retains

two not otherwise specified Passive aggressive (7 items) and depressive personality
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disorders (7 items). The reliability of individual PDs ranged from .65 to .87, whereas, at
cluster level it ranged from .86 to .90. For dimensional scoring higher score on respective
subscale and scale represent higher presence of that particular trait (Schotte et al., 2004).

The details of scales and items has been summarized in Appendices (see Appendix B3).
Phase I: Translation and adaptation of ASR and ABCL

The phase I of the present study involved translation and adaptation of ASR and
ABCL.

Stage I: Translation and Adaptation of ASEBA Forms (Achenbach & Rescorla, 2003)

English Version

For the assessment of adaptive functioning, behavioral, emotional, and social
problems among clinical and non-clinical groups the Achenbach System of Empirically
based Assessment (ASEBA) were used. These instruments have been translated in many
languages (Achenbach & Rescorla, 2015) hence, by using them, one can quickly obtain
standardized quantitative data on a broad spectrum of adaptive functioning strengths and
problems. ASR and ABCL are parallel forms that facilitate comparisons between people’s
perception of their own behavior and other’s people perception of their functioning. In
terms of adaptive functioning, it provides information related to relationship with friends,

spouse, performance at work, and education setting (Achenbach, 2009).
Procedure

In the present study ASR and ABCL for the ages 18-59 were translated in Urdu and
adapted in Pakistani context. After the formal permission of the author, the English version

of these scales were translated into Urdu. Following steps were undertaken in this regard.

Step 1: Selection of translators. Team of translators was selected keeping in view
their education (at least post-graduate), proficiency in both source and target language
(bilingual), and technical knowledge of the subject (psychology and linguistic). Forward
translation design was used in order to minimize the drawbacks of design, the translators
were selected keeping in view the above-mentioned criteria. Five translators were selected

(three PhD scholars in psychology, one practicing clinical psychologist, and one PhD
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linguistic). Instructions regarding purpose and process were given both in verbal and

written form to the individual team members.

Step 2:Process of translation. Individual translation and feedback were
received from all the members of the team. After compilation of the translated versions of
each instrument a team of expert judges were approached for the selection of best translated

item.

Step 3:Judges expert opinion. The team constituted four members (one
professor in psychology and three PhD scholars) were proficient in bilingual and were
subject matter experts. The committee reviewed all the translations and selected the best

item.

Step 4:Back translation. To examine the compatibility of the translated (Urdu)
with the original (English) version, items of both ASR and ABCL were back translated and
a team of three individuals were selected as mentioned in Step 1. These members were not

involved in forward translation.

Step S:Judges expert opinion. Four expert opinions were taken from one
professor and Ph.D. scholars to review the back translations. Once finalized original and

backward translations were shared with authors for further feedback.



Graphical representation of the translation procedure is represented below.

Results

English Versions of ASR & ABCL
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Selection of Translators

Bilingual
At least Post-graduate
Knowledge of the Subject

l

Judges Expert Opinion

One professor in Psychology
Three Ph.D. scholars

Reviewed the forward
translations & selected best
items

Back translations were
reviewed by the judges

Back translations for the
compatibility by three translators

Back translations & Original was shared with the author

Figure 2. Process of Translation

Brief description of the adaptations is mentioned in the Table 4. Broadly the

changes are grouped into cultural, technical, and language / phrase expression. Only one

cultural change was observed and adopted in the translation was marital status. In adaptive

functioning scale assessing relationship with spouse the phrase of spouse/partner has been

used in original version. Keeping in view the Pakistani society and cultural norms only

spouse was retained. For technical change, equivalence was established in term of names

of educational degrees and are mentioned in Table 4. Lastly, most of the changes are

categorized under language / phrase expressions. Some examples of these changes are

summarized in the table below.



76

Table 4
Translation & Adaptation Results of ASR and ABCL
. ASR ABCL
Adaptations Original Adaptations Original Adaptations Remarks
Cyltural: Spouse / Partner Spouse was retained ) | Same as ASR Same as ASR Partnerg are not culturally
Marital Status Slg Sk appropriate
Item 13: (confused or Lost in thoughts ; Same as ASR “In fog” not commonly used in
’ g ra -Usr Sy OGS PN f . .
in fog) AgSeAge 05 ”Ff > .AC:J w6 | Same as ASR PENPAI Pakistani context
1@ wsisbrz o

Expression &

Item 28: I get badly
along with my family

I have difficulty in getting along with my
family
JSEuGe o Ore oS sdupdabe SONF £ aza
e~y

Item 28: Gets along
badly with family

He has difficulty in getting along

with the family
B /18 S poadame e

L~

Negative connotations attach to
the word “badly ” rather than
highlighting difficulty

Item 34: I feel that
others are out to get
over me

1 feel that others are ready to get over me
A0E JRTe o B I g sore 2 AT
ol ade S (B

Item 34: feels that
others are out to get
him/her

Feels that others are ready to get
him/her

O ot A~ A4S g

syl @ S 05w T e

“Out to get me” has different
connotations in Urdu.

Item 36: I accidently get

T accidently get hurt a lot

Item 36: gets hurt a

Gets hurt a lot

“Accident prone” is

. ident- SRS € 3n (5 9m W segp 3 w5 ident- S (g5 3a W segpt 5 adlcs Som .
Language: hurt a lot, accident DISUESDIEr ¢ sr s sn D 50507 ) 445%4 g lot, accident-prone Gl (2 (258 90 W sespg ) Adls Fne uncommon expression
Phrase prone usr R/ Iy OIS kS
Ttem 42: T would rather I prefer to be alone rather than with other Ttem 42: would rather Pl.'efer to be alone rather than ) )
be alone than with people / be alone than with with other people Would rather be” not a
10, Sldgter sSaaddore <85S 5d om0 g /1 xS e S (b 5S U5 common expression
others - e- .| others .
U~ du)&_ud 204 L/\‘ﬁ‘—l)‘s

Item 68: I scream or I scream or shout a lot Item 68: screams or He screams or shouts a lot “velling / screaming”

yell a lot -0~ [ Bz g Al o | yells a lot e~ [ 100z g M) Cna considered similar

Item 74: I show off or I show off or act up Item 74: Showing off =~ He Shows off or acts up inii)(;v:(r)lgi ;ﬁzuslzglilrlltzrally

-us~red) | Py > ual g gla i WA/ s > wal gl gl . .
Clown usresdls NV s . pSopuzoseld s o | or Clowning s/ Vs £ S Fuseld slagsa iudgmental connotation)
. Too much irritable / depressed / restless “Sulking” not used in Urdu

Item 113: sulks a lot e 5 s 5k 1 5k Sack aald Cand NA NA Language
Technical: . . Illiterate, primary, middle, matric, .
Educational ?tlcgh School diploma intermediate, graduation, masters, and Same as ASR Same as ASR za;rré?;f:ri;ifucatlonal degree

Level

above
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Step 6: Pre-test of instruments. Hambleton, Merenda, and Spillberger (2004)
suggested that all translated and adapted instruments should be pre-tested to assess the
cultural meaning, understanding and item comprehension. Keeping in mind, the translated
instruments were reviewed by researcher and then administered on five individuals
between the ages of 18-59. All of them reported that instruments are easy to comprehend

and culturally appropriate.

After the translation and adaptations of ASR and ABCL, pilot testing was carried
out in the phase II to examine the psychometric properties and emerging trends of all study

variables across both samples.
Phase II: Pilot Testing
Objectives. Pilot Study was carried out with an objective to:

1. Establish psychometric properties by determining internal consistency, contrasted
group validity across all study variables, and convergent validity of ASR and
ABCL.

2. Study the relationship between personality pathology and problem behaviors (both

narrow and broad band) across both samples.

Sample. Employing the technique of purposive convenience sampling, data was
collected from 50 clinical and 50 non-clinical adults. The sampling criteria was age
between 18-59 years, and the age range was further grouped into two categories (1) 18-35,
early adulthood and (2) 36-59, late adulthood. These age groups were based on
Achenbach’s normative data for ASR and ABCL (Achenbach & Rescorla, 2003).
However, due to the nature of the sample, the study had separate inclusion criteria for both
samples. Psychiatric judgement for cognitive stability was considered as an inclusion
criterion for clinical sample but it was assured that the individual is not taking any
psychiatric medicine at least for the past two years for non-clinical sample. Additionally,
for ASR (self-report) and ABCL (collateral report), it was assured that the data was
provided by the relative of the person (for whom ASR is being filled) at least for the past

six months.

The details of sample characteristics for pilot study are given below in Table 5.
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Table 5
Demographic Characteristics for Clinical (N = 50) and Non-Clinical (N=50) Sample

Demographics Clinical Demographics Non-Clinical
(%) f (%)
Gender
Male 28 (56) Male 18 (36)
Female 22 (44) Female 32 (64)
Age
18-35 36 (72) 18-35 33 (66)
36-59 14 (28) 36-59 17 (34)
Education
Never Went to School 5(10) Never Went to School 10 (20)
Primary 5(10) Primary 8 (16)
Middle 8 (10) Middle 8 (16)
Matric 18(36) Matric 11(22)
Intermediate 8 (16) Intermediate 8 (16)
Graduation 6 (10) Graduation 5(10)
Marital Status

Single 19 (38) Single 17 (34)
Married but not Married but not living 5(10)
living with Spouse 6 (12) with Spouse
Married living with 22 (44) Married living with 25 (50)
Spouse Spouse
Divorced 1(2) Divorced 0(0)
Widowed 24 Widowed 3(5

Table 5 indicates the sample distribution across demographic variables. The

distribution further caters that number of males were higher among clinical and number of
females were higher in non-clinical. However, much differences were not apparent in terms

of frequencies of other demographics across both samples.

Procedure. After seeking formal permission from hospital administrations of Islamabad
and Rawalpindi, data was collected from outpatient services of Pakistan Institute of
Medical Sciences, Military Hospital, Capital Development Authority, and Benazir Bhutto
hospital for clinical sample. However, community was approached for non-clinical sample.
Participants were formally briefed about the purpose of the study and informed consent
was sought from them. Individuals were assured about the confidentiality of their
responses, and that their data would only be used for research purpose. For the clinical

sample, items were read to the individuals and their responses were marked. For non-

clinical sample, in cases where individuals were educated questionnaires were given to the
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respondents and were instructed to mark any item that they think is either difficult to
comprehend or culturally inappropriate. However, in cases where individuals were not
educated similar pattern was followed as stated for clinical sample. The respondents gave
no specific feedback regarding items except that the questionnaires were lengthy. At the

end, participants were thanked for their cooperation.
Results

To establish psychometric properties for the pilot study, descriptive statistics,
Cronbach alpha and correlation coefficients were computed. The details of each analysis

are mentioned in the subsequent tables.
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Table 6
Descriptive Characteristics of all the Variables (ASR, ABCL, & ADPIV) for Clinical (N = 50) and Non-Clinical (N = 50) Sample
a M(SD) Range Skewness Kurtosis
Variables Ci Noncli Cli. Non-Cli por. At A ai oo o
Adult Self Report (ASR) Syndrome Based Scales and Subscales
Anxious / Dep. 18 .90 .86 22.3(9.36) 9.31 (6.73) 0-36 1-36 0-24 -53 57 -.85 -.64
Withdrawn 9 .78 .64 10.18 (4.86) 4.16 (3.06) 0-18 0-18 0-11 -.24 .86 -1.04 -33
Somatic Comp. 12 .78 .89 13.62 (5.47) 4.98 (5.69) 0-24 3-23 0-20 -.38 1.35 -1.07 74
Thought Problem 10 .70 71 5.74 (4.34) 3.13(2.92) 0-20 0-16 0-12 .76 1.5 -23 1.75
Attention Problem 15 .88 .85 15.52 (8.24) 6.40 (5.58) 0-30 0-30 0-23 -15 1.17 -17 1.08
Aggressive. Beh 15 .87 .85 16.16 (7.54) 6.75 (5.61) 0-30 0-30 0-21 -.03 1.06 -.67 .36
Rule Breaking. Beh 14 .85 77 6.44 (6.43) 2.65 (3.34) 0-28 0-22 0-16 1.23 2.49 26 4.82
Intrusive 6 .58 .69 2.96 (2.62) 2.27(2.29) 0-12 0-10 0-10 .76 1.55 -.16 2.69
Internalizing. Beh 39 .93 91 46.1 (17.19) 18.36 (12.79) 0-78 7-71 1-48 -47 .83 -.88 -42
Externalizing. Beh. 35 91 .89 25.56 (14.2) 11.96 (9.88) 0-70 0-60 0-42 .87 1.22 24 1.04
Total Problem Scr. 120 .96 .96 109.06 (42.94)  49.12 (32.18) 0-240 31-200  5-130 .09 81 -.56 .05
Adult Behavior Checklist (ABCL) Syndrome Based Scales and Subscales
Anxious / Dep. 14 93 .88 18.62 (8.68) 6.96 (6.14) 0-28 0-28 0-20 -.58 .76 -1.07 =75
Withdrawn 9 .81 71 9.55(4.92) 4.11(3.33) 0-18 0-18 0-13 -41 .97 -95 26
Somatic Comp. 9 75 .80 10.18 (4.13) 3.52(3.84) 0-18 0-16 0-14 -70 1.33 -52 91
Thought Problem 9 77 .76 5.74 (4.66) 2.09 (2.87) 0-18 0-16 0-12 .50 2.1 -.69 4.75
Attention Problem 17 .90 .85 18.18 (9.31) 6.44 (6.04) 0-34 0-34 0-21 -26 73 -1.07 -.61
Aggressive. Beh. 16 .88 .88 17.06 (8.04) 6.54 (6.35) 0-32 0-32 0-27 -.03 1.35 -24 1.57
Rule Breaking 13 .89 74 6.49 (6.74) 2.50 (3.20) 0-26 0-24 0-14 1.22 2.14 72 3.63
Intrusive 6 71 .66 393.11) 2.04 (2.15) 0-12 0-12 0-10 .63 1.76 -43 3.51
Externalizing. Beh. 35 .93 91 38.47 (15.93) 11.36 (10.37) 0-70 0-66 0-39 .67 1.31 -.01 1.23
Internalizing. Beh. 32 .94 91 27.47 (15.75) 14.28 (11.39) 0-64 2-57 1-41 =77 75 -76 -70
Total Problem. Scr. 112 97 97 105.77 (46.34)  43.38 (33.51) 0-224 11-197  2-108 -.08 .57 -.63 -1.07
Assessment of DSM 1V Personality Disorders (ADP IV) Questionnaire
Paranoid 7 .81 .65 2.36 (2.24) 1.54 (1.64) 7-49 7-49 7-42 78 .85 -.48 -51
Schizoid 7 .64 .64 2.42 (1.8) 1.27 (1.51) 7-49 7-49 7-35 30 1.57 -74 3.30
Schizotypal 9 71 61 2.8(2.26) 1.57 (1.65) 9-63 9-63 9-40 74 1.33 -39 1.95
Cluster A 23 .87 .84 7.58 (5.32) 4.50 (4.23) 23-161 23-161  23-105 47 1.13 -.62 91

Continued..
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a M(SD) Range Skewness Kurtosis
. Act
Variables K Gl Non-cli Cli. Non-Cli Pot. At Non-  cl  Nem- o Non-
Cli. Cli. Cli Cli.
Anti-social 8 .70 .39 1.52 (1.69) .80 (1.03) 8-56 8-56 8-32 1.2 1.24 1.02 91
Borderline 11 .79 72 4.02 (2.38) 1.89 (1.89) 11-77 11-77 11-70 -20 .76 -91 =30
Histrionic 8 49 .59 1.48 (1.31) 1.34 (1.41) 8-56 8-56 8-49 .83 91 -.04 .14
Narcissism 9 .67 .67 1.88 (1.89) 1.54 (1.67) 9-63 9-63 9-35 1.22 1.4 1.22 2.04
Cluster B 36 .86 .85 8.9(5.5) 5.43 (4.83) 36-252 36-252  36-210 31 .89 -.51 .49
Avoidant 7 72 .55 2.44 (2.04) 1.43 (1.46) 7-49 7-49 7-35 .70 .80 -.37 -22
Dependent 8 .55 75 2.4 (1.7) 1.94 (2.00) 8-56 8-56 8-40 48 1.12 -41 31
Obsessive Comp. 8 .68 .63 2.06 (1.89) 2.45 (1.90) 8-56 8-56 8-40 .69 .81 -.34 21
Cluster C 23 .82 .82 6.94 (4.58) 5.89 (4.40) 23-161 23-161  23-140 15 78 -1.06 .88
Total Clusters 82 .93 .93 6.94 (4.58) 15.98 (12.35) 82-574 82-574  82-525 12 .65 -.61 -.16
NOS- Depressive 7 .82 .70 3.36 (2.24) 1.27 (1.59) 7-49 7-49 7-21 -27 1.41 -1.90 1.35
Passive Aggressive 7 52 53 2.48 (1.63) 1.10 (1.27) 7-49 7-49 7-28 .70 1.31 -1.58 1.4

Note. Cli. = Clinical; Non-Cli. = Non-Clinical; Pot = Potential; Act. = Actual; Beh = Behavior; Dep = Depression; Comp = Complaints; Scr = Score.
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Table 6 displays the descriptive statistics (along with Mean, Standard Deviation,
Range, Skewness, and Kurtosis) of all the scales and subscales of the study for clinical and
non-clinical sample of adults. With exception of rule breaking behavior for non-clinical
sample, values of skewness and kurtosis are with in range indicating that data is normally
distributed for ASR. For ABCL, except for thought, rule breaking and intrusive subscales
all values are with the range providing evidence for normality of data. For ADP IV, except
for schizoid PD all values of skewness and kurtosis are within normal range. The overall
reliability of subscales of ASR ranged from .58 to .90. Lowest reliability (.58) was
observed for subscale of intrusive problem for clinical sample. For non-clinical sample
reliability ranged from .64 to .91. Lowest reliability was observed for withdrawn behavioral
problem. For ABCL, reliability of syndrome-based scale ranged from .71 to .93. Whereas,
for non-clinical sample the reliability of syndrome-based scales ranged from .66 to .91.
Lowest reliability (.66) was observed for intrusive behavior problem. For ADP IV
reliability estimates ranged from .49 to .81 for clinical sample. Low reliabilities were
apparent for sub-scales of schizoid, histrionic and passive aggressive PDs. For non-clinical
sample these values ranged from .39 to .75 for subscales. Paranoid (.65), schizoid (.64),
schizotypal (.61), antisocial (.39), histrionic (.59), avoidant (.55) and passive aggressive
(.53) PD had low estimates. One of the probable reasons assumed for these low reliabilities
could be small sample size. In addition to this the main problem of low reliabilities was
with subscales. For ASR and ABCL, broad band scales of internalizing, externalizing and
total problem behavior had good reliability estimates. Similarly, For ADP IV, at broader
level of Cluster A, B, C, and total clusters reliability estimates were good. To an extent
these findings are in line with previous studies (Magai, Malik, & Koot, 2018; Smits, Van
der Ark, & Conjin, 2018) indicating the as these scales are based upon DSM’s criteria often
derived from information taken by patients at the time of intake, so they represent low to
moderate internal consistencies. It was however decided to explore these values in main

study with larger sample size.

After establishing the internal consistency, evidence of convergent validity was
furnished for pilot study by computing Pearson correlation between ASR and ABCL as

both scales measure similar constructs.
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Table 7
Correlation between Subscale of ASR (Syndrome) and ABCL (Syndrome) for Clinical (N = 50) and Non-Clinical (N = 50) Sample
1 2 3 4 5 6 7 8 9 0 11 12 13 14 15 16 17 18 19 20 21 22
1 - 56 57 350 35 .06 .09 19 A5 747 487 21 300 .10 547 46 617 637 797 23 747 587
2 .64™ - ST 457 647 .06 21 .28 23 86 .63 30" 36" .10 .46 467 517 .89 497 317 757 .64”
3 .63 547 - g1 897 27 527 66" .59 89" 84" 577 62" .32 .63 .69 .90 .58 .66 .58 .84 82"
4 537 66 517 - ST 437 737 827 79 64T 897 71T .68 317 487 .83 .66 417 417 .68 .60 .78
5 .54" 50" .66 41 - 330 437 517 507 67 75 350 377 17 617 48 44 457 417 34" 50" 55T
6 .05 22 35" 25 45T - 417 64 78 A8 56 .67 497 757 357 507 .19 .06 .08 .70 15 517
7 30° 407 58" 48" 46™ 26 - 47 817 397 727 597 757 28" 39 64T .52 .15 23 637 387 617
8 .38 497 657 55" .68 .63 .54 - 96" 517 .87 .89 .79™ .60 57T 77T 617 .22 307 .88 .47 .80
9 29 46" 65T 52" 65T 84" 63 92" - 457 86 .86 .80 .65 .53 .76 .54 .18 25 887 417 77
10 .82 80" 91" .65 .69 .28 557 .68 .60™ - 827 48 547 24 647 66 .82 .83 72" 497 927 82"
11 .66 777 83 77 757 54T 63*%* 89 86"  .89™ - JTT7TT 487 69T 847 76 56T 547 787 747 917
12 .19 24 457 40 35° 59" 29 82 74 42 66T - 81" .67 47 80" 54" 26 26 .97 .44 83"
13 .20 30° .49™  39° 33" 27 5T 517 527 43" 517 597 - 527 8T 719 65T 377 38 .88 .57 84"
4 00 15 35 21 33 76 22 .64 70" 26 49 70" 49" - 43" 43" 300 13 16 78" 24 56"
15 .28 310 59" 26 57 527 .25 707 .67 517 66 74T 55T .68 - 577607 437 61T 547 62 73T
16 .13 367 437 69 26 43 39" 60" .59 41 657 77 717 61T 53T - 697 507 497 797 .66 .90
17 33 28 70" 32° 40" 39" 34" 57 54T 58™ 60" 72 54T 48" 68" 58 - 59 4T 57 91 .84™
18 717 80" .64™ 66" .58 .18 A8 577 48" 81 77 537 53 25 557 527 57T - 607 29" .85 .67
19 637 38 49" 33" 24 -06 .10 20 .11 .56 42" 34" 24 01 32" 29 66T .60 - 30" .84 .66"
20 .17 27 517 417 390 65T 417 79" 79" 44™ 68T 93" 77T 84" 81 82™ .70 527 27 - 48" 85"
21 567 507 74T 48" 48" 27 390 577 51T 73 707 68T 55T 370 .65 .60™ .94 79" 81 65T - 84

22 34° 40" .67 537 53 517 45 77t 73 60" 79" 917 73" 70™ .82 84™ 87" .68 .56 .93 86" -
Note. Bold = Clinical Sample; 1 = Intrusive; 2 = Rule Breaking; 3 = Aggressive; 4 = Attention Problem; 5 = Thought Problem; 6 = Somatic Complaints; 7 =
Withdrawn; 8 = Anxious/Depresses; 9 = Internalizing; 10 = Externalizing; 11 = Problem Score; 12 = Anxious/Depressed ABCL; 13 = Withdrawn ABCL; 14 =
Somatic ABCL; 15 = Thought ABCL; 16 = Attention ABCL; 17 = Aggressive ABCL; 18 = Rule Breaking ABCL; 19 = Intrusive ABCL; 20 = Internalizing ABCL;
21 = Externalizing ABCL; 22 =Problem Score.

*p <.05, **p <.001.
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Table 7 describes the relationship between narrow band scales of ASR and narrow
band scales of ABCL for both clinical and non-clinical samples. It indicates relationship
between broad band scales of ASR and ABCL for both clinical and non-clinical samples.
Findings indicate that a significant positive relationship was observed between narrow
band scales ranging from .61 to .90 for clinical sample. For nonclinical sample it ranged
from .52 to .82. For broad band scales as well, significant positive relationship was
observed ranging from .88 to .92 for clinical sample and .73 to .79 for non-clinical sample.
From these, evidence of convergent validity is evident between ASR and ABCL for both

clinical and non-clinical samples which are in expected direction.

To provide evidence for contrasted group validity, ¢ test was carried out for ASR
syndrome-based scales, ABCL syndrome-based scales and ADP IV for both clinical and

non-clinical samples.
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Table 8
Group Comparisons for Clinical (N = 50) and Non-Clinical (N = 50) Sample across all
Study Variables

Clinical Non-Clinical 0
Variables (n=50) (n=50) 9y p 95% CI Cohen’s
M(SD) M(SD) LL UL d
Adult Self Report (ASR) Syndrome Based Subscales
Anxious / Dep. 22.3(9.36) 9.31 (6.73) 7.92 .00 9.34 16.25 2.09
Withdrawn 10.18 (4.86) 4.16 (3.06) 7.14 .00 435 7.7 1.23
Somatic Comp. 13.62 (5.47) 4.98 (5.69) 7.67 .00 6.4 10.88 2.05
Thought Problem 5.74 (4.34) 3.13(2.92) 346 .00 111 411 .60
Attention Problem 15.52 (8.24) 6.4 (5.58) 6.15 .00 6.18 12.07 1.57
Aggressive. Beh 16.16 (7.54) 6.75 (5.61 698 .00 6.74 12.09 1.43
Rule Breaking. 6.44 (6.43) 2.65(3.34) 358 .00 1.68 5.89 a7
Intrusive 2.96 (2.62) 2.27(2.29) 141 .16 -29 1.68
Internalizing. Beh 46.1 (17.19) 18.36 (12.79) 8.78 .00 21.46 34.01 2.31
Externalizing. Beh. 25.56 (14.19) 11.96 (9.88) 5.36 .00 8.57 18.64 1.00
Total Problem 109.06 (42.94) 49.13 (32.18) 7.33 .00 43.69 76.18 2.44
Adult Behavior Checklist (ABCL) Syndrome Based Subscales
Anxious / Dep. 18.63 (8.68) 6.96 (6.14) 7.52 .00 8.59 14.76 1.87
Withdrawn 9.55(4.92) 4.11 (3.33) 6.22 .00 3.7 7.18 1.10
Somatic Comp. 10.18 (4.13) 3.52(3.84) 816 .00 504 828 1.78
Thought Problem 5.74 (4.66) 2.09 (2.87) 458 .00 207 524 .85
Attention Problem 18.18 (9.31) 6.44 (6.04) 7.08 .00 845 15.03 1.92
Aggressive. Beh. 17.06 (8.04) 6.54 (6.35) 7.07 .00 7.56 13.47 1.49
Rule Breaking 6.49 (6.74) 2.50 (3.20) 3.65 .00 1.82 5.16 .60
Intrusive 3.90 (3.11) 2.04 (2.15) 3.43 .00 0.78 2.93 58
Externalizing. Beh. 27.47 (15.75) 11.36 (10.38) 5.75 .00 10.54 21.67 1.80
Internalizing. Beh. 38.47 (15.94) 14.28 (11.39) 827 .00 1838 30 1.83
Total Problem. 105.77 (46.34) 43.38 (33.51) 6.89 .00 4437 804 2.40
Assessment of DSM IV Personality Disorders (ADP IV) Questionnaire

Paranoid 2.36 (2.24) 1.54 (1.64) 2.09 .04 .04 1.59 25
Schizoid 2.42 (1.79) 1.27 (1.51) 3.46 .00 49 1.82 .64
Schizotypal 2.8 (2.26) 1.57 (1.65) 3.03 .00 42 2.03 .65
Cluster A 7.58 (5.32) 4.5 (4.23) 312 .00 112 504 .88
Anti-social 1.52 (1.69) .8(1.03) 2.57 .01 .16 1.28 24
Borderline 4.02 (2.38) 1.89 (1.89) 486 .00 126 299 1.24
Histrionic 1.48 (1.31) 1.34 (1.41) S1 .61 -40 .68 .08
Narcissism 1.88 (1.89) 1.54 (1.67) .92 36 0 -39 1.06 20
Cluster B 8.9 (5.49) 5.43 (4.83) 3.23 .00 34 5.6 .63
Avoidant 2.44 (2.04) 1.43 (1.46) 2.83 .00 .30 1.72 .29
Dependent 2.40 (1.70) 1.94 (2.00) 124 22 -.28 1.2 .29
Obsessive Comp. 2.06 (1.89) 2.45 (1.91) 1.01 31 -1.15 .37 -.20
Cluster C 6.94 (4.58) 5.89 (4.41) 1.14 26 -78 287 .32
Total Clusters 23.61 (13.48) 15.98 (12.35) 278 .00 218 13.09 .85
NOS- Depressive 3.36 (2.24) 1.27 (1.59) 536 .00 132 2.87 .28
Passive Aggressive 2.48 (1.63) 1.11 (1.27) 4.6 .00 78 1.97 .85

Note. Dep. = Depressive; Beh. = Behavior; Comp. = Compulsive; CI = Confidence Interval; LL = Lower
Level; UL = Upper Level.
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Table 8 displays mean differences for both samples. For both ASR and ABCL
Syndrome based scale i.e., both broad and narrow band scales, clinical sample scored
higher as compared to non-clinical sample. Except for narrow band scale of intrusive
problem for ASR, where non-significant difference was observed. For ADP IV as well,
clinical sample scored higher on individual PDs except for histrionic, dependent, obsessive

compulsive, and overall cluster C where these differences were non-significant.

In order to establish, relationship between personality pathology and behavioral
problems, correlation was computed across both broad band scales i.e. internalizing and
externalizing behavioral problems and narrow band scales i.e. anxious depressed,
withdrawn, somatic complaints, rule breaking behavior, aggressive behavior and intrusive

behavioral problems.
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Table 9
Correlation between Subscale of ASR (Syndrome) and ADPIV for Clinical (N = 50) and Non-Clinical (N = 50) Sample

1 2 3 4 5 6 7 8 9 10 1 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27
1 - 56° 570 35 35 06 .09 .19 15 747 48" 457 29 29° 547 34 21 23 15 .04 33 417 44" 25 420 06 28
2 3" - 5T 45" 647 06 21 28 23 86" 637 57° 26 .21 817 48" 22 A8 .14 290 487 427 580 377 527 09 377
363" 53T - 1T 59T 27 527 667 597 89" 847 51° .18 .06 527 507 02 -08 .12 16 .23 300 35 21 33 297 407
4 533" 66T 50 - 5TT 437 73T 827 797 64T 897 46T 35 297 407 397 02 -15 347 387 18 437 24 377 407 49" 387
5547 50 66T 41T - 33 437 51T 507 677 75T 55+ 21 297 637 51 20 19 407 447 307 437 537 477 54T 360 467
6 05 22 35 25 450 - 41" 64" 787 U8 560 6 .09 21 .01 25 .06 -15 .23 34 03 22 .07 26 22 48" .29
7300 39" 58T 48" 450 26 - 4T 817 397 M7 34 45" 31" a3 31" 08 -16 310 28 .1 43 09 300 32 s 417
8 38" 49" 64T 55T 68T 2 530 - 96" 51T 877 37 360 26 23 507 07 -23 437 477 16 397 19 457 407 64" 44"
9 29 46T 64T 51T 65T 83T 63" 927 . 45T 867 35 38" 300 .16 447 04 -22 387 447 13 407 15 417 387 64" 447
10 82" 80" 91" 64" 69" 28 547 68" 607 - .82% 617 27 I8 4% 557 13 .09 .16 .24 407 437 537 32 49" 21 437
165" 767 83" 767 74" 53" 637 88" 86" .89 - 57T 397 32 sS4 577 06 -07 377 447 300 517 407 46T 53T 537 517
1223 27 59" 25 54" 63" 55T 68 75T 53 2" - 477 587 677 657 25 32 33 407 477 807 657 48" 75¢ 377 68"
1307 07 29 27 38" 46" 50" 41" 54T 22 36 53" - 737 45% 557 23 23 51T 54T 477 84T 517 627 767 557 56T
14290 17 45 370 53 34T 58T 34T 49" 40T 46" 62" 2" - 38" 457 18 24 447 497 32 897 44" 51T 07 467 547
15 43" 40" 46" 28 40" 43 41" 407 49" 50" 50" 47" 29" 477 - 65T 320 22 32 470 52% 59T 74T 83T 1t 28 49¢
16 29 28 54" 32" 46" 54T 38 617 69" 477 60" 58" 36" 48 50" - 37 29" 48" 67" 617 657 827 717 83" 550 73
17 49" 41" 44" 350 34 09 32 25 26 .50 50" 290 14 48 47" 51t - 70" 22 36 35 26 747 377 53¢ 23 38"
18 437 35 44" 370 340 39" 55 36T 497 477 48 47T 47T 65T 51M 41T 48" - 20 297 310 32 700 3190 S1% 01 32
19 17 10 24 14 36" 300 437 49" 507 26 34 50" .68 59T 26 397 14 42% - 77" 290 507 43" 86" 66" 627 35
20 33 477 48T 65T 47T SAT 41T 68T 70T 52 73T 49 50T 46 49 70 347 48" 49T - 407 567 .62 89" 78" 64" .50
20 22 04 25 30 30" 467 32" 300 44T 19 30 41T 66" 687 36" 587 28 48 44T 54T - 497 617 69" 687 .17 467
22 22 20 517 34 577 567 637 54T 69" 45T 58" 84T 86" 917 477 537 34" 597 69" 55T 67" - .63 637 877 547 707
23 54T 46T 607 41T 49" 51T 537 56T 64T 627 66T .60 43T 70" 767 81T 79 78 42" 667 58" 64T - 67" 89" 38" 67"
24 29 26 40" 477 46T 527 45T 60T 66T 39T 57T 55T 76 727 46T 69" 34" 55T 4T 85T 82" 78" 68" - 877 597 537
25 40" 40" 59" 48" 58" 63" 59" 677 77" 59T 71" 75 74" 88T 677 78" 53 73" 8™ 79" 78" 89 88" " . 59" 73"
26 23 14 60" 25 53% 68T 36" 74T 76T 477 60" 75" 38T 44T 44T 68T 30" 370 41 57T 50 60 61" 61t 70" - .63
27 26 16 .55 28 637 647 39" 66 72" 43" 60" 677 50" 64T 50T 757 42" 42 44" 64" 63" 70" 68" 70" 78" 78 -

Note. Bold = Clinical Sample; 1 = Intrusive; 2 = Rule Breaking; 3 = Aggressive; 4 = Attention Problem; 5 = Thought Problem; 6 = Somatic Complaints; 7 = Withdrawn; 8 =
Anxious/Depresses; 9 = Internalizing; 10 = Externalizing; 11 = Problem Score; 12 = Paranoid; 13 = Schizoid; 14 = Schizotypal; 15 = Anti-social; 16 = Borderline; 17 =
Histrionic; 18 = Narcissism; 19 = Avoidant; 20 = Dependent; 21 = Obsessive Compulsive; 22 = Cluster A; 23 = Cluster B; 24 = Cluster C; 25 = Total Cluster; 26 = NOS-
Depressive; 27 = Passive Aggressive.

*p < .05, **p < .001.
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Table 9 displays the correlation between ASR syndrome-based scales and ADP IV
for both samples. Cluster A is significantly and positively related with broad band scales

of internalizing and externalizing behavioral problems for both samples.

At individual PD level, significant positive relationship is apparent between
paranoid PD and all other narrow band scales except for somatic complaints. For non-
clinical sample, positive relationship is evident between paranoid PD and all narrow band
scales except for intrusive, rule breaking and attention problems. Schizoid PD has positive
relationship only with intrusive, attention problems, withdrawn, and anxious/depressed
narrow band scales for clinical sample. For non-clinical sample a positive relation is
apparent between schizoid PD and narrow band scales of aggressive, thought problem,
somatic complaints, with drawn, and anxious depressed behavioral problems. For
schizotypal PD positive relationship is evident among all narrow band scales of ASR
except for rule breaking, aggressive, thought problems, and anxious depressed behavioral
problems in case of clinical sample. For non-clinical sample schizotypal PD has significant

positive relationship with all narrow band scales except for rule breaking behaviors.

In case of clinical sample, non-significant relationship is apparent between Cluster
B and broad band scales of internalizing whereas relationship externalizing behavioral
problems was positive and significant. For non-clinical sample this relation was positive

and significant.

For Specific PDs of Cluster B, anti-social and borderline PD have significant and
positive relationship with all narrow band scales except for somatic and withdrawn
behavioral problem. Only exception to this is anxious depressed, which has significant
relation only with BPD. Relationship of histrionic and narcissistic PDs are non-significant.
For non-clinical sample except for attention problems, a positive relation is evident
between anti-social PD and all narrow band scales of ASR. For borderline PD except for
rule breaking significant positive relation is apparent for all narrow band PDs. For
histrionic PD, a significant positive relationship is apparent for all narrow band scales
except for somatic complaints and anxious depressed problems. Narcissistic PD has

significant positive relationship with all narrow band scales of ASR.
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Cluster C has positive relationship with broad band scales of internalizing and
externalizing behavioral problems for both samples. At the level of individual PDs, for
clinical sample avoidant PD has significant and positive relationship with attention
problems, thought problems, withdrawn, and anxious/depressed. For non-clinical sample,
positive relationship is evident for thought Problems, somatic complaints, withdrawn and
anxious/depressed behavioral problems. Dependent PD has significant positive
relationship with all narrow band ASR scales except for intrusive and aggressive
behavioral problem in case of clinical sample. In contrast, for non-clinical sample a positive
relationship is apparent between Dependent PD and all narrow band ASR scales. Obsessive
compulsive personality disorder also exhibits significant positive relationship with
intrusive, rule breaking, and thought problems for clinical sample. For non-clinical sample,
positive relationship is observed for thought problems, somatic complaints, withdrawn, and

anxious depressed behavioral problem.

For NOS depressive PD significant positive relationship is apparent between all
narrow-band scales except for intrusive and rule breaking behavior in of clinical sample.
Similarly, for NOS passive aggressive PD significant positive relationship is apparent
between all narrow band scales except for somatic complaints in case of clinical sample.
For non-clinical sample NOS depressive PD significant positive relationship is apparent
between anxious depressed, with drawn, somatic complaints, thought problems, and
aggressive behavioral problems. For NOS passive aggressive PD significant positive
relationship is apparent between all narrow band scales except for attention problem,

intrusive and rule breaking behaviors.

Findings regarding Clusters from PD and board band scales of ASR i.e.,
internalizing and externalizing behavioral problems are in line with existing literature
except Cluster B in case of clinical sample where non-significant relationship is apparent
between Cluster B and both broad band scales. At the level of individual PDs as well few
non-significant relationships (as specified above) with narrow band scales of ASR are not
in expected direction. But keeping in view the limited sample size of pilot study further

exploration would be done in main study.
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Summary of Pilot Study Findings

The results of pilot study established psychometrics of all the scales (ASR, ABCL,
and ADPIV). Furthermore, the convergent and contrasted group validity was established
by comparing scores of ASR and ABCL and computing ¢ test respectively across both
sample. The initial trend of the data further indicated the positive relationship between
ADP IV (Cluster level) and ASR (broad band scales). These results established that
increase in the PDs would enhance problem behaviors among the adults of both samples.
These analysis highlights that the indigenous translated versions could be further analysed

for main study.
Discussion

Pilot study was carried out with prime objectives to establish psychometric
properties and develop an understanding of relationship trends between PDs and problem
behaviors with a smaller sample of clinical (N = 50) and non-clinical (N = 50) before the

main study.

In order to estimate internal consistency of study measures Cronbach alpha was
computed. Findings indicated that satisfactory reliabilities for all scales of the study. It can
be inferred that the broad band scales (internalizing, externalizing, and total problem) had
good to excellent reliabilities whereas the eight narrow band scales had reliabilities ranging
from low to excellent. For ADP IV, as well at the levels of clusters, reliability was good
but at individual PDs level reliability was low. One of the key reasons for low reliability in
this case can be attributed to small sample size (Bujang, Omar, & Baharum, 2018; Button
et al., 2013; Samuels, 2015). In addition to this, in almost all cases subscales had less
reliability for instance; intrusive behavioral problem in both ASR and ABCL has 6 items.
A study conducted in Central Kenya on adolescents using parallel measures i.e., youth self-
report and child behavioral checklist had similar findings of relatively low Cronbach
coefficients for narrow band scales (Magai, Malik, & Koot, 2018). Diverse reasons can
contribute to low internal consistency like number of items in subscales and homogeneity
in responses (Smits et al., 2018). For clinical scales, one of the common practices is relying
on pre-defined criteria of psychological constructs, which leads to scales that are often

homogenous, and though exhibit replicable factor structure but are less internally
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consistent that ultimately effects the predictive validity of scales as well (Smits et al.,
2018). Considering all these reasons, it was decided to explore this further, with an
independent and larger sample size to get a better understanding of underlying reasons

behind it.
Correlation between ASR (syndrome) and ABCL for both samples

As established in chapter I, Urdu version of ASR and ABCL were used for the first
time with Pakistani sample. So, two approaches were used to furnish evidence of validity
at this preliminary stage. One was based on establishing contrasted group validity by
comparing both narrow and broad band scales across clinical and non-clinical sample and
other approach was based upon classical method of multi trait multi method matrix
proposed by Campbell and Fiske (1959) aimed at establishing the convergent evidence of
validity.

Findings indicated that for both ASR and ABCL, across narrow and broad band
scales, clinical sample scored higher as compared to non-clinical samples except for
intrusive problems. Except for narrow band scale of intrusive behavioral problem, findings
are consistent with existing body of literature. Newton-Howes et al. (2010) confirmed that
clinical sample scores higher on problematic behaviors as compared to non-clinical sample.
Various epidemiological studies aiming to establish prevalence of problem behaviors also
confirm the differences in pathology between clinical and non-clinical samples (Henry &

Crawford, 2005). This furnishes an evidence for contrasted group validity.

Following the guidelines of multi trait multi method matrix proposed by Campbell
and Fiske (1959) aimed at establishing the convergent evidence of validity, mono-trait
hetero-method (MTHM) correlations were computed. The data obtained from self-report
via ASR and informant report via ABCL were compared across broad bands and narrow
bands. As suggested by O'Leary-Kelly and Vokurka (1998), value of correlation was
significant and different from zero. For broad band scales values of correlation were .88
and .79 for internalizing behavioral problems and .92 and .73 for externalizing behavioral
problems for both clinical and non-clinical sample. For narrow band scales values ranged
from .61 to .90 for clinical sample and .52 to .82 for non-clinical sample. Based upon this

it can be inferred that both scales i.e., ASR and ABCL were assessing similar constructs
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thus providing an evidence of convergent validity. The low to moderate values obtained
for narrow band scales are also consistent with previous literature. Meta-analytical studies
by Achenbach, Krukowski, Dumenci, and Ivanova (2005) revealed a moderate to low
correlation between self-report measures and informant measures. They attribute these
differences to differences in perception of problems by different individuals. Moreover,
researchers argue that different individuals provide diverse information and these
differences help in developing a comprehensive picture of the problem (Achenbach, 2006).

Exploration of this trend is further needed in main study.

In order to establish contrasted group validity, #-test was conducted across clinical
and non-clinical sample for ADP IV as well. Significant mean differences were observed
at cluster level, where clinical sample scored higher on cluster A and cluster B in
comparison to non-clinical sample. Non-significant differences were apparent on cluster
C. At the level of individual PDs, clinical sample scored higher on paranoid, schizoid,
schizotypal, anti-social, borderline, and avoidant PDs as compared to non-clinical sample.
These findings are in line with existing literature. Banerjee, Gibbon, & Huband (2009)
argue that personality disorders prevail less in community samples i.e., non-clinical
samples and more in clinical setting. Non-significant differences were evident for
histrionic, narcissistic, obsessive compulsive PDs which need further exploration in main
study. But keeping in view the studies aiming to establish prevalence and socio-
demographic differences where such differences are apparent the sample of the pilot study

was too less to reach a conclusive decision.
Relationship between Cluster A and ASR Syndrome based scales Scale

To find out the relationship between Cluster A and ASR syndrome-based scale
Pearson Product Moment correlation was computed. In case of broad band scale cluster A
had positive relation with both internalizing and externalizing behavioral problems. As
mentioned earlier (Table 9), at the level of narrow band scales differences were apparent
in both clinical and non-clinical samples regarding relationship with cluster A. Taking into
account the smaller sample size of pilot study, findings of present research are in line with
existing body of literature (Lee, 2017; Tyrer, Gunderson, Lyons, & Mauricio, 1997).

Cluster A is marked by presence of odd and eccentric behaviors. A strong relationship is
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evident between Cluster A and internalizing behavioral problems like depression in
previous researches as well (George, Russell, Piontak, & Odgers, 2017). As presence of
cluster A increases the likelihood of relapse in case of depression as well in case of clinical
samples. It is attributed to the fact that presence of cluster A features acts as risk factor
making individuals more prone to problems like mood disturbance which is a central
feature of internalizing behavioral problem. Cluster A has been documented to play a
predictive role in onset of affective and mood disorders as well (Kendler, McGuire,
Gruenberg, & Walsh, 1995). Furthermore, despite of taking anti-depressant medicine,
cluster A presence increase the likelihood of increased perception of stress leading to
significant impairment (Candrian et al., 2008; George et al., 2017). Similarly, presence of
cluster A in general and paranoid PD in specific has been found to be a strong predictor of
aggression which is a key feature of externalizing behavior problems (Berman, Fallon, &
Coccaro, 1998). Studies with clinical sample specifically indicate that cluster A emerge as
a strong predictor of aggressive behaviors (Lee, 2017). Presence of cluster A is likely to
create problems in interpretation of stimuli in surroundings that lead to exaggerated
expression of emotions often apparent in the form of externalizing behavioral problems

(Gracie et al., 2007).
Relationship between Cluster B and ASR Syndrome Scale

One of the most researched disorder in comparison to all other disorders is cluster
B disorders. Within this, two disorders i.e., anti-social personality disorder and borderline
personality disorder have received much attention. With respect to broad band scales a
significant positive relation of cluster B was apparent with internalizing and externalizing
behavioral problem in case of non-clinical sample. Whereas for clinical sample this relation
was non-significant in case of internalizing behavioral problem but significant in case of
externalizing behavioral problem. With reference to narrow band scales (as summarized in
table 5) different trends were apparent for both clinical and non-clinical samples. In case
of clinical sample borderline personality disorder had significant positive relationship with
all narrow band scales except for somatic complaints and withdrawn behavior problem.
Similarly, for anti-social personality disorder, significant relationship was apparent with
all narrow band scales except for somatic, withdrawn and anxious depressed problems.

Both narcissistic and histrionic PD had non-significant relationship with all narrow band
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scales in case of clinical sample. For non-clinical sample anti-social personality disorder
had significant positive relationship with all narrow band scales except for attention
problems. Similarly, borderline personality disorder had significant positive relationship
with all narrow band scales except for Rule breaking behavior. Both histrionic and
narcissistic personality disorder had positive relationship with all narrow band scales
except for somatic complaints (where histrionic and anxious depressed PD had non-

significant relationship).

With few exceptions that can be attribute to smaller sample size and need further
exploration in main study most of the findings were in line with existing literature. With
reference to cluster B and broad band scales, previous findings also confirm a positive
association between the two. Cluster B has been strongly linked with problems like
depression and anxiety that constitute internalizing behavioral problems (George et al.,
2017). Presence of features of cluster B create vulnerability, where an individual gets
overly sensitive to environmental events and perceives them as threating or as source of
potential harm to self. As a consequence, this puts an individual at risk of developing
internalizing behavioral problems. Similar reasons have been given with reference to
borderline personality disorder which has been strongly linked with depression
(Palihawadana, Broadbear, & Rao, 2019). Presence of BPD makes prognosis for
depression poor as it alters the course of illness by aggravating feelings of emptiness, self-
destructiveness and self-criticism (Lepine, Chignon, & Teherani, 1993). Presence of cluster
B has also been linked with behavioral disinhibitions, harming to self and others, acting
out tendencies and behavioral disinhibitions which contribute to externalizing behavioral
problems (Hayward & Moran, 2007). Researchers associate these with cluster B in general
and anti-social personality disorder in particular. Researchers even argue that comorbidity
among two is so high that it might be attributed to criterion overlap between the two
(Rounsaville, Kranzler, & Ball, 1998). Similarly, a strong relationship has been
documented between cluster B and rule breaking behaviors which is attributed to the
feature of impulsivity associated with cluster B (Tyrer, Gunderson, Lyons, & Mauricio,

1997).

Relationship between Cluster C and ASR Syndrome Scale
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Among all clusters, cluster C had a positive relationship with broad band scale of
internalizing and externalizing behavioral problems for both clinical and non-clinical
samples. With reference to narrow band scales differences in relationship were observed.
For clinical sample, cluster C had positive relationship with rule breaking, attention
problem, thought problems, with drawn, and anxious/depressed behavioral problems.
Whereas for non-clinical sample except for rule breaking behavior, cluster C had a positive

relationship with narrow band ASR Syndrome based subscales.

With exceptions of non-significant relationships (highlighted in table 5) findings
were in line with existing literature. Cluster C has been closely linked with patterns like
anxiety, depression, somatic complaints, and with-drawn behaviors (Tyrer, Gunderson,
Lyons, & Mauricio, 1997). The syndrome-based models are well established empirically
yet they are not being commonly employed in clinical settings. For this reason, many
researches in the field of clinical psychology have been carried out using disorders
described by DSM. Findings indicate that avoidant personality disorder is closely linked
with generalized anxiety disorder (again falling on spectrum of internalizing behavioral
problems) (Noyes, 2001). Similarly, cluster C is closely linked with panic disorder,
specifically dependent personality disorder has shown strong positive relationship with
panic disorder (Noyes et al., 2001; Sanderson et al., 1994). Both dependent and avoidant
PD have been closely linked with agoraphobia (Hoffart, Thornes, & Hedley, 1995), thus
providing a link of association between cluster C and internalizing behavioral problems.
Researches have attributed this relationship to “social inhibition”, “emotional
guardedness” and “impairment” which cluster C, PD in general and avoidant PD in specific
makes an individual prone to, which further increases the chances of developing these
problems that cluster under the broader category of internalizing problems (Marques et al.,
2012; Verges et al., 2014). Others attribute the association between the two to criterion

overlap (Widiger, 1992).

Another significant finding was regarding positive association between Cluster C
and broad band scale of externalizing behavioral problems. Though this association is
relatively not explored much as cluster C mostly in context of problems like anxiety,
phobias, and depression (Verges et al., 2014). One of the probable reasons for this positive

relationship is the common feature of “anger and hostility” underlying both (Lizardi;
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Dervic, Grunebaum, Burke, Mann, Oquendo, 2007; Fava & Rosenbaum, 1998). Though
presence of cluster C traits is likely to make an individual more likely to develop
internalizing behavioral problems, but a high degree of comorbidity has been documented
between internalizing and externalizing behavioral problems as well (Willner, Gatzke-
Kopp & Bray, 2016). So, it can be inferred that presence of Cluster C traits creates
vulnerabilities that lead to common vulnerability factors putting an individual at risk of
developing both internalizing add externalizing behavioral problems (Yong, Fleming,

McCarty, & Catalano, 2014).

In addition to this, looking at pattern of relationships apparat between PDs, some
additional conclusions can be drawn. Significant positive relationship was apparent
between PDs both at cluster level i.e., Cluster A, B, C, and at the level of individual PDs
providing an evidence that high co-morbidity exists in case of PDs. This is consistent and
one of the most interesting emerging area in research on personality disorders (Banerjee,
Gibbon, & Huband, 2009). Previous researchers refer PDs as set of common conditions
that continue for a prolonged course and are associated with lesser outcomes in multiple
areas of individual’s life. Therefore, the presence of one problematic feature makes an
individual vulnerable to develop problems in other areas as well. Consequently, PDs tend
to have diffused patterns of co-occurrences. It indicates that a person diagnosed with one
PD is at risk of developing other PDs and other dysfunctional personality traits and mental
health problems as well. Keeping in account the co-morbidities Tyrer and Johnson (1996)
coined the terms of simple PDs, Complex PDs, and Severe PDs. Simple PDs refers to
presence of one Personality disorder and leads to relatively better treatment outcomes.
Complex on the other hand refers to two or more PDs from different clusters. Severe PD
refers to condition where multiple disorders from different clusters are present and they

lead to societal disturbance at a gross level.
Conclusion

It can be concluded that findings with reference to PDs at cluster level and broad
band scales were in line with existing literature (including reliabilities, evidences for
validity, and relationships between PDs and problem behaviors). Whereas, at the level of

individual PDs and narrow band scales few reliabilities were low and non-significant
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differences and relationships were also apparent. Keeping in view these findings, it was
decided to explore these aspects more in main study with larger sample for both clinical

and non-clinical groups.
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Chapter IV

Main Study: Objectives and Research Design

This Chapter intends to examine the relationship between personality disorders,

ASR, and ABCL. To do so, following objectives were formulated.
Objectives

1. To validate the Urdu versions of ASR and ABCL.

a. To test the factor structure of ASR and ABCL for both samples.

b. To establish evidence of convergent validity by comparing information
across ASR (self-report) and ABCL (Informant report using Mono-Trait
Multi-Method Matrix; MTMM) for both samples.

c. To establish evidence for contrasted group validity by comparison across
narrow and broad band scales of ASR and ABCL for both samples.

2. To validate Urdu version of ADP —IV.

a. To test the factor structure of ADP IV for both samples.

b. To establish evidence for contrasted group validity by comparing both
samples at cluster level and individual PDs across ADP IV.

3. To establish prevalence across broad band problems (externalizing, internalizing,
and total problem behavior) and narrow band problems (anxious depressed,
withdrawn, somatic complaints, thought problems, attention problems, rule
breaking, aggressive behavior, and intrusive problems) among adults on ASR and
ABCL for both samples.

4. To explore the prevalence of personality disorders among adults across both
samples.

5. To examine differences across broad band problems (internalizing, externalizing,
and total problem behavior) and across narrow band problems (anxious depressed,
withdrawn, somatic complaints, thought problems, attention problems, rule
breaking, aggressive behavior, and intrusive problems) among adults on ASR and

ABCL both samples.
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To examine differences across personality pathology among adults across both
samples.

To explore the relationship between personality disorders and broad band problems
(internalizing, externalizing, and total problem behavior) and narrow band
problems (anxious depressed, withdrawn, somatic complaints, thought problems,
attention problems, rule breaking, aggressive behavior, and intrusive problems) of
ASR among adults for both samples.

To test the moderating role of gender, age, and adaptive functioning in relation
between personality disorders and broad band problems (internalizing,
externalizing, and total problem behaviors) and narrow band problems (thought and
attention) of ASR across both samples.

To explore the role of demographic variables (age, gender, suicide attempts, and

education) across study variables for both samples.

In order to meet the objectives stated above, hypotheses were formulated based on

the literature in Chapter 1. All the hypotheses cover predictive role of PDs for problem

behaviors and group differences.

Hypotheses

1.

Clinical sample will score higher on broad band scales (internalizing, externalizing,
and total problem behavior), narrow band scales (anxious depressed, withdrawn,
somatic complaints, thought problems, attention problem, rule breaking, aggressive
behavior, and intrusive behavior problem) of ASR and ABCL, and personality
disorders as compared to non-clinical sample.

There will be a positive relationship on scores obtained on broad band scales
(internalizing, externalizing, and total problem behavior) and narrow band scales
(anxious depressed, withdrawn, somatic complaints, thought problems, attention
problem, rule breaking, aggressive behavior, and intrusive behavior problem)
across ASR and ABCL for both samples.

Paranoid, schizoid, and schizotypal personality disorders (Cluster A) will positively
predict broad band scales of ASR (internalizing, externalizing, and total problem

behavior) for both samples.
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11.

12.
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From Cluster B anti-social and borderline personality disorders will positively
predict broad band scales of ASR (internalizing, externalizing, and total problem
behavior for both samples.

From Cluster C, dependent personality disorders will positively predict broad band
scales of ASR (internalizing, externalizing, and total problem behavior for both
samples.

Paranoid, schizoid, and schizotypal personality disorders (Cluster A) will positively
predict two narrow band scales of ASR (attention and thought problems) for both
samples.

Borderline personality disorder and antisocial personality disorder of cluster B will
positively predict all narrow band scales of ASR (anxious depressed, withdrawn,
somatic complaints, thought problems, attention problems, rule breaking,
aggressive behavior, and intrusive behavioral problems) for both samples.
Dependent personality disorder of Cluster C will positively predict all narrow band
scales of ASR (anxious depressed, withdrawn, somatic complaints, thought
problems, attention problems, rule breaking, aggressive behavior, and intrusive
behavioral problems) for both samples.

Males will score higher on broad band syndrome scale of ASR and ABCL
(externalizing behavioral problems) and narrow band scales (aggressive behavior,
rule breaking, intrusive behavioral problem) as compared to females for both
samples.

Females will score higher on broad band syndrome scale of ASR and ABCL
(internalizing behavioral problems) and narrow band scales (anxious depressed,
withdrawn behavior, and somatic complaints) of ASR and ABCL as compared to
males for clinical sample.

Males will score higher on personality disorders as compared to females for clinical
sample.

Young adults will score higher on broadband scale of externalizing behavioral
problem (for both ASR and ABCL) and narrow band scales of aggressive, rule
breaking, and intrusive behavioral problems as compared to late adults for both

samples.
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13. Late adults will score higher on broad band scale of internalizing behavioral
problems (for both ASR and ABCL) as compared to young adults on both samples.

14. Young adults will score higher on anti-social personality disorder of ADP IV as
compared to late adults for both samples.

15. Individuals with lower level of education will score higher on broad band scales
(internalizing, externalizing, and problem behavior) of ASR and ABCL as
compared to individuals with higher level of education for both samples.

16. Individuals with lower level of education will score higher on narrow band scales
(anxious depressed, withdrawn, somatic complaints, thought problems, attention
problem, rule breaking, aggressive behavior, and intrusive behavior problems) on
ASR and ABCL as compared to individuals with higher level of education for both
samples.

17. Individuals with a previous history of suicide will score higher on Problem behavior
(narrow and broad band, for both ASR and ABCL) and personality disorders (at

individual and cluster level).
Instruments

Details of the instruments (ASR, ABCL, and ADP 1V) used in the study have been
mentioned in Chapter II (page number, 69-72).

Sample

Employing the technique of purposive convenience sampling, data was collected
from clinical (N =408, M =37.17, SD = 11.21) and non-clinical (N =487, M = 33.81, SD
= 11.74) sample with age ranges between 18-59 years. Inclusion criteria for the main study

was like pilot study (see Chapter III, page number, 76)

Procedure

The study participants were provided with both verbal and written information
explaining the objectives of the study and their right to anonymity and confidentiality.
Participants were asked to sign informed and written consent. After seeking formal
permission from hospital administration data was collected from outpatient departments of
hospitals of Islamabad and Rawalpindi. Clinical data was obtained from Psychiatric units

of Pakistan Institute of Medical Sciences, Military Hospital, Capital Development
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Authority Hospital, and Punjab institute of Mental Health. However, community was
approached for non-clinical sample. Participants were formally briefed about the purpose
of the study and informed consent was sought from them. Individuals were assured about
the confidentiality of their responses. Rest of the procedure for illiterate individuals was
similar to the pilot study (see Chapter III, page number, 72). Following the ethical protocal,
findings were shared with the non-clinical sample. It was ensured that proper referral
(which included the counseling services of National Institite of Psychology, from where
ethical approval of present research was undertaken) was provided for the individauls
whose score was within the range of borderline and clinical for the non-clinical sample. In

order to assess the demographic characteristics of the sample frequencies and percentages

were computed.

Table 10

Demographics Characteristics for Clinical (N = 408) and Non-Clinical (N = 487) Sample

Clinical Non-Clinical
Demographics [ (%) f(%)
(N =408) (N=487)
Gender
Male 235 (57.59) 274 (56.3)
Female 173 (42.40) 213 (43.7)
Age
18-35 204 (50) 349 (71.7)
36-59 204 (50) 138 (28.3)
Education
Never Went to School 72 (17.6) 109 (22.4)
Primary 73 (17.8) 53 (10.9)
Matric 96 (23.52) 134 (27.5)
Intermediate 58 (14.21) 82 (16.8)
Graduation 53 (12.99) 72 (14.8)
Masters/M.Phil. & Above 56 (13.7) 37 (7.6)
Marital Status
Never Married/Single 88 (21.56) 232 (47.6)
Married living with Spouse 272 (66.66) 191 (39.2)
Married but not living with
Spouse/Divorced/Widowed 48 (11.76) 64(13.14)
Any Psychiatric medication
Yes 408 (100) -
No - 487 (100)
Past Suicide Attempt

Not Attempted 249 (61) 435 (89.3)
Attempted 159 (39) 52 (10.7)
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Table 10 indicates the demographic distribution across both samples. Not much
differences were apparent in terms of gender and education. However, individuals in early
adulthood were higher in non-clinical and late adulthood was higher in clinical sample.
Similarly, married individuals living with spouse had higher percentage in clinical and
single individual had higher percentage in non-clinical sample. Lastly, 10.7 % of non-
clinical sample reported attempt of suicide which is quite higher considering the nature of

the group. In contrast, 39% reported suicide attempt for clinical adults.
Results for psychometric properties

In order to furnish evidence for the construct validity of the measure (objective 1
& 2) following analysis were carried out. To account for the non-normal distribution of
data WLSMYV was used as an estimator (Muthen & Muthen, 1998). Confirmatory Factor
Aanalysis (CFA) was carried out with an objective to identify and test the eight-syndrome
model initially derived from the factor analyses of self-ratings of behavioral, emotional,
and social problems (Achenbach & Rescorla, 2003) of adults on both clinical and non-
clinical sample. The prior statistical assumption that a sample greater 200 provides enough
power to test the factor structure was taken as a general guide for estimating the sample
power (Hoe, 2008; Kyriazos, 2018). Using Mplus, eight factors were identified including
anxious depressed, withdrawn, somatic, thought problems, attention problems, aggressive
behaviors, rule breaking and intrusive behavioral problems. All problems were derived as
latent variables (factors) and their respective items were considered observed variables. .25

was considered a criterion for acceptable factor loadings (Field, 2009, Ivanova et al., 2014).

CFA were analyzed using two levels of Fit Indices that includes Absolute Fit
Indices and Comparative Baseline Index. Absolute fit indices imply that how well a model
fits without any comparison with the other model, it has been considered as basic indication
that how well an already established theory fits the existing data. The indices include chi-
square test and Root Mean square Error of Approximation (RMSEA) (Joreskog & Sorbom,
1993). Considering work of Yu and Muthen (2002), RMSEA was selected as primary index
of model fit as it is considered as a best performing model fit index for WLSMV. The value
of RMSEA between .05-.07 indicate good to moderate model fit for ordered categorical

variables. On the other hand, comparative fit indices measure chi-square in comparison to
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baseline model and assumes that all variables are uncorrelated. These indices involve
Tucker-Lewis Coefficient (TLI) and Comparative Fit Indices (CFI). For present analysis,
these indicators were considered secondary to RMSEA. However, Hu and Bentler (1999)
considered CFI and TLI values greater than .95 as indicator of good fit, but Marsh et al.
(2004) considered it to be too stringent for complex factors models in applied research. So,
a less stringent criteria of .80 to .90 was considered to indicate acceptable model fit, and >

.90 to indicate good model fit (Ivanova et al., 2014).

The eight-syndrome model proposed by Achenbach and Rescorla (2003) for ASR
and ABCL was tested. Following the proposed assumptions all factors were modeled as
first order correlated factors, with no hierarchical relation between the factors assumed. In
order to analyze the validity of ASR and ABCL Urdu Version, CFA was carried out for
both samples using MPlus. The model fit indices for both scales and samples are
represented in Table 11. However, the factor loadings of both scales are represented in
separate tables (Table 12 &13 respectively).

Table 11

Confirmatory Factor Analysis for ASR and ABCL Eight Syndrome Model across Clinical
(N = 487) and Non-Clinical (N = 408) Sample

Scales Sample TLI CFI RMSEA
ASR Non-Clinical .90 .90 .02
Clinical .94 .94 .03
ABCL Non-Clinical .87 .89 .03
Clinical .93 .93 .04

Table 11 indicates good model fit indices in case of ASR for both clinical (RMSEA
=.02, CFI = .90, & TLI = .90) and non-clinical (RMSEA = .03, CFI = .94, & TLI = .94)

sample.

Similarly, acceptable to good model fit indices were observed for ABCL across
clinical (RMSEA =.04, CFI = .93, & TLI = .93) and non-clinical (RMSEA =.03, CFI = .89,
& TLI = .87) samples. As RMSEA was taken as primary index of model fit (Ru & Muthen,
2002) for the present study, so fit indices for non-clinical sample were taken as acceptable
fit. In case of ASR, the factors loadings of narrow band scales ranged between .31 to .98
accounting for 9 % to 97 % for both samples. The details of the factor loadings and variance

of ASR are in Table 12. For ABCL, the factor loadings of narrow band scales ranged
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between .25 to .98 accounting for 6 % to 97 % for both samples. The details of the factor

loadings and variance for ABCL are represented in Table 13.

Table 12
Factor Loadings of ASR Eight Syndrome Model across Clinical (N = 408) and Non-
Clinical (N = 487) Sample

Non. Cli  Clinical Non. Cli  Clinical
Items Statements B (R 5 (RY Items Statements 5 (R B (R)
Anxious Depressed 116 Easily Upset 71 ((50) .88 (.78)
12 Lonely .69 (.48) .83 (.69) 118. Impatient 48 (23) .64 (.40)
13 Confused 75 (.56) .89 (.80) Rule Breaking
14 Cries a lot .59 (.35) .79 (.62) 6 Uses Drugs .51(.26) .63 (.40)
22 Worries about future .58 (.33) .64 (41) 20 Damages own things .59 (.33) .93 (.86)
31 Fears doing bad .61 (.37) .82 (.67) 23 Breaks rules .62 (.39) .81 (.66)
33 Feels unloved .75 (.56) .82 (.68) 26 Lacks guilt A7 (22) 51(.27)
34 Others out to get him/her .66 (.44) 73 ((53) 39 Bad friends .57 (.32) .60 (.36)
35 Feels worthless .69 (.48) .80 (.62) 41 Impulsive .59 (.35) 79 (.63)
45 Nervous, tense 73 (.53) .88 (.76) 43 Lying, cheating .64 (41) .54 (.29)
47 lacks self-Confidence .52 (.27) .50 (.24) 76 Irresponsible .63 (.40) 78 (.61)
50 Fearful, anxious 73 (.53) .94 (.89) 82 Steals .82 (.68) 71(.51)
52 Feels too guilty 45 (.20) 71 ((50) 90 Gets drunk .62 (.38) .66 (.44)
71 Self-Conscious 39 (.15) .56 (31) 92 Trouble with law .84 (.70) 67 (.45)
91 Suicidal thoughts 72 (.53) 73 (.54) 114 Fails to pay debt .64 (41) 78 (.60)
103 Unhappy, sad .81 (.66) .94 (.89) 117 Trouble with law 151 7151
107 Can’t succeed 72 (.52) 92 (.84) 112 Fails to pat debts .51.(.30) 72 (.52)
112 Worries .54 (.30) .68 (.47) Intrusive
113 Worries about 1/s with opp. sex .63 (.39) .56 (31) 07 Brags .53 (.28) .60 (.36)
Withdrawn 19 Demands attention .60 (.37) .85 (.58)
25 Doesn’t get along .66 (.44) .89 (.74) 74 Showing off .63 (.40) 40 (16)
30 Poor relations with opp. sex 44 (.19) 43 (.19) 93 Talks too much .31 (.09) 71 (.51)
42 Rather be alone .59 (.39) 79 (.62) 94 teases a lot .60 (.36) .62 (.39)
48 Not liked 1 (51 .64 (42) 104 Loud .59 (395) .68 (.47)
60 S60 Enjoys little .58 (.34) .81 (.66) Attention Problems
65 Refuses to talk 72 (.52) .88 (.78) 01 Forgetful 35(.12) A48 (.23)
67 Trouble making friends .63 (.40) .85 (.73) 08 Can’t concentrate .51 (.26) 77 (.60)
69 Secretive 35(.12) 43 (.18) 11 Too dependent .64 (.41) .80 (.63)
111 Withdrawn .61 (.37) 77 (.59) 17 Daydreams .54 (.29) A48 (.24)
Thought Problems 53 Trouble Planning .68 (.47) .86 (.73)
9 Can’t get mind off thoughts 46 (21) .65 (.43) 59 Fails to finish .65 (.42) 85(.72)
18 Harms self .69 (.48) .76 (.58) 61 Poor work .67 (.40) .88 (.77)
36 Accident-prone .85(.72) 78 (.61) 64 Trouble setting .67 (.45) .85(.72)
40 Hears sounds, voices .90 (.81) .62 (.39) 78 Trouble making dec. .59 (.39) 72 (.52)
46 Twitching 74 (.55) .66 (.44) 101 Skips job 57 (32) 73 (.56)
63 Prefers older people .59 (34) 33 (1D 102 Lacks energy .62 (.38) .85(.72)
66 Repeats acts 75 (.56) 43 (.18) 105 Disorganized .62 (.38) 77 (A7)
70 Sees things .61 (.15) A48 (.23) 108 Loses Things 57 (.33) .80 (.64)
84 Strange behavior .76 (.58) .80 (.65) 119 Not good at details .57 (.33) 77 ((59)
85 Strange ideas .66 (44) .62 (.39) 121 Late for appointment 44 (20) 48 (23)
Aggressive Behavior Somatic Problems
3 Argues 34 (.11 45 (.20) 51 Feels dizzy .85(.72) 98 (.97)
5 Blames others 58 (.33) .64 (41) 54 Tired without reason .92 (.58) .88 (.78)
16 Mean to others .68 (.46) .67 (.45) S6a Aches, pain .81 (.31) .87 (.76)
28 Gets along badly with family .68 (.46) .87 (.76) 56b Headaches .68 (.57) 79 (.62)
37 Gets in fights .60 (.36) 72 ((52) 56¢ Nausea, feels sick 92 (.57) .76 (.59)
55 Mood swings .58 (.33) .67 (.44) 56d Eye Problems .80 (.43) 32(.14)
57 Attacks people .70 (.50) 71 (.50) 56¢ Skin Problems .67 (.31) 43 (.19)
68 Screams a lot .61 (.38) .71 (.50) 56f Stomach-aches .70 ((33) 74 ((54)
81 Changeable behavior .60 (.36) .82 (.69) 56g Vomiting .88 (.53) .89 (.78)
86 Stubborn, Irritable .70 (.46) 87 (.77) 56h Heart pounding .90 (.55) .82 (.68)
87 Mood changes .68 (146) .90 (.79) 561 Numbness 94 (.61) 87 (.75)
95 Hot temper .58 (.33) .82 (.67) 100 Trouble Sleeping .75 (.39) .57 (.50)
97 Threatens people .70 (.50) 71 (.50)
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Factor Loadings of ABCL Eight Syndrome Model across Clinical (N = 408) and Non-
Clinical (N = 487) Sample
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Items Statements Non. Cli_Clinical Items Statements Non. Cli_Clinical
B(R) B(R) B(R) _BR)
Anxious Depressed Rule Breaking
12 Lonely .55 (.30) .59 (.395) 06 Uses drugs 18 (.61) .38 (.09)
14 Cries a lot .59 (.35) 49 (.23) 23 Breaks Rules .30 (.09) 98 (.97)
31 Fears doing bad .25 (.06) 46 (.21) 26 Lacks guilt .82 (.68) 91 (.82)
33 Feels unloved .62 (.38) .69 (.47) 39 Bad Friends 73 (.57) .56 ((31)
34 Others out to get her .57 (.30) .56 (.31) 41 Impulsive .75 (.07) .85 (.74)
35 Feels worthless 72 (.57) 49 (24) 43 Lying, Cheating .26 (.07) .89 (.79)
45 Nervous, tense .63 (.32) .84 (.70) 76 Irresponsible .55 (.44) .81 (.65)
47 Lacks self-confidence .57 (.36) .60 (.35) 82 Steals .66 (.30) .82 (.67)
50 Fearful, anxious 44 (.23) .60 (.36) 90 Gets Drunk .61 (.37) .67 (44)
52 Feels too guilty 44 (.20) .89 (079) 92 Trouble with the law 42 (.17) 71 (.50)
71 Self-conscious 73 (.54) .88 (\77) 114 Fails to pay debt 72 (.52) .25 (.06)
103 Unhappy, sad .69 (.49) 91 (.83) 117 Trouble managing money .53 (.28) 34 (.12)
107 Can’t succeed .79 (.60) .81 (.66) 122 Trouble keeping job .61 (.37) 72 (.52)
112 Worries .67 (.46) .29 (.08) Intrusive
Withdrawn 07 Brags .65 (.42) .82 (.66)
25 Doesn’t get along .26 (.06) 72 (.52) 19 Demands attention 75 (.57) .29 (.08)
30 Poor relations with opposite sex .71 (.51) .65 (.43) 74 Showing off, Clowning .82 (.68) .88 (.78)
42 Rather be alone .62 (.38) 78 (.55) 93 Talks too much .82 (.67) 48 (.25)
48 Not liked 77 (.59) 78 (61) 94 Teases a lot 18 (.62) .83 (.77)
60 Enjoys little .55 (.27) .89 (79) 104 Loud .58 (.34) .38 (.09)
65 Refuses to talk 71 (.38) .88 (\77) Attention Problems
67 Trouble making friends 72 (.51) .67 (.45) 01 Forgetful 73 (.54) .82 (.67)
69 Secretive 49 (.26) 75 (.57) 08 Can’t concentrate 79 (.63) .29 (.08)
111 Withdrawn .68 (.50) .79 (.62) 11 Too dependent .51 (.26) .88 (.77)
Thought Problems 13 Confused .54 (.29) 48 (.25)
9 Can’t get mind off thoughts .54 (.29) .95 (.90) 17 Daydreams .76 (.57) .83 (.68)
18 Harms self .76 (.58) .54 (30) 53 Trouble planning 77 (.59) 38 (.14)
40 Hears sounds, voices .59 (.35) 74 ((54) 59 Fails to finish .56 (.32) .82 (.66)
66 Repeats acts .66 (.44) 73 ((54) 61 Poor work performance .70 (.50) .66 (.44)
70 Sees things .54 (.29) 72 (51) 64 Trouble setting priorities .70 (.50) .32 (.10)
80 Stares blankly 35(.12) .55 (.30) 78 Trouble making decisions .29 (.08) 40 (.16)
84 Strange behavior 45 (.20) .28 (.08) 96 Lacks initiative .68 (.46) 47 (22)
85 Strange ideas .66 (.44) .86 (.75) 101 Skips job 45 (.20) .62 (.38)
91 Suicidal thoughts .66 (.44) .58 (.34) 102 Lacks energy .51 (.26) .25 (.06)
Aggressive Behavior 105 Disorganized .29 (.08) .36 (.13)
03 Argues .25 (.06) .87 (.75) 108 Loses things 74 (.55) .25 (.06)
05 Blames others .65 (.42) .87 (.76) 119 Not good at details .68 (.47) .38 (.46)
16 Mean to others .76 (.59) .84 (.70) 121 Late for appointments .61 (37) 72 (.52)
28 Gets along badly with family .64 (41) 73 ((54) Somatic Complaints
37 Gets in to fights .70 (.50) .66 (.44) 51 Feels dizzy .62 (.39) .81 (.64)
55 Mood swings .57 (.33) .66 (.43) 54 Tired without reason .66 (.44) 3111
57 Attacks people .70 (.50) .60 (.37) S6a Aches, pains .81 (.67) .76 (.78)
68 Screams a lot .60 (.36) .54 (.29) 56b Headaches .62 (.38) .89 (.78)
81 Changeable behavior .78 (.62) 77 (.59) 56¢ Nausea, feels sick .84 (.71) .66 (.43)
86 Stubborn, sullen, irritable .55 (.30) .81 (.66) 56d Eye problems 84 (.71) 79 (43)
87 Mood changes .60 (.36) .54 (.29) S56e Skin problems .69 (.48) 75 (.56)
95 Hot tempered 77 (.60) 91 (.82) S6f Stomach-aches .92 (.86) .66 (.44)
97 Threatens people .76 (.59) .88 (.78) 56g Vomiting .82 (.67) .90 (.81)
113 Sulks .68 (.46) .62 (.39)
116 Easily upset 77 (.59) .57 (.32)
118 Impatient .51(.26) .69 (.48)

Based upon the values of fit indices (Table 11) and factor loadings of ASR and

ABCL (Table 12 &13 respectively), it can be inferred that for both samples’ values

indicated a good model fit thus providing evidence for confirmation of eight-syndrome

factor structure for ASR and ABCL.
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In order to analyze the validity of ADP-IV Urdu Version, CFA was carried out on
both samples using Mplus. CFA was carried out with an objective to identify and test the
DSM 1V criteria of Personality Disorders in ADP IV Urdu Version. Using Mplus, five
factors were identified separately including the three clusters and two NOS categories
separately. All personality disorders were derived as latent variables (factors) and their
respective items were considered observed variables. .25 was considered a criterion for
acceptable factor loadings (Field, 2009). Rest of the criterion for model fit indices were

similar to ASR and ABCL (as mentioned earlier).

Table 14
Confirmatory Factor Analysis for ADP IV across Clinical (N = 408) and Non-Clinical (N
=487) Sample
ADP IV Model TLI CFI RMSEA
Cluster A Non-Clinical .94 .94 .05
Clinical 91 .92 .04
Cluster B Non-Clinical 93 93 .04
Clinical 91 91 .03
Cluster C Non-Clinical 91 92 .05
Clinical .92 93 .03
NOS-Dependent Non-Clinical .96 .98 .06
Clinical 97 .98 .06
NOS-Passive Non-Clinical .96 .97 .04
Aggressive Clinical .94 .96 .05

Table 14 indicates fit indices of CFA models of ADP IV Urdu Version for both
samples. For Cluster A, model fit indices indicate a good model fit for clinical (RMSEA =
.04, CFI = 92, & TLI = .91) and non-clinical (RMSEA = .05, CFI = 94 & TLI = .94)

samples.

For Cluster B, model fit also indices indicates a good model fit for both clinical
(RMSEA = .03, CFI = .91, & TLI = .91) and non-clinical (RMSEA = .04, CFI= .93, & TLI
=.93) samples.

For Cluster C, model fit indicates a good model fit for clinical (RMSEA = .03, CFI
=.93, and TLI = .92) and non-clinical (RMSEA = .05, CFI = .92, and TLI = .91)

NOS-Depressive PD also indicates a good fit for clinical (RMSEA = .06, CFI = .98
and TLI = .97) as well as non-clinical (RMSEA = .06, CFI = .98, and TLI = .96).
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Similarly, NOS passive aggressive PD, also indicates a good model fit for clinical
(RMSEA = .05, CFI = .96, and TLI = .94) and non-clinical (RMSEA = .04, CFI = .97, and
TLI = .96) sample.

Factor loadings across all clusters of ADP IV are summarized in subsequent tables
(Table 15, 16, 17, 18, & 19). For Cluster A, factor loadings ranged from .26 to .69
accounting for 6 % to 47 % across both samples (see Table 15). For Cluster B, factor
loadings ranged from .32 to .67 accounting for 10 % to 45 % across both samples (see
Table 16). For Cluster C, factor loadings ranged from .34 to .70 accounting for 11 % to
49 % across both samples (see Table 17).

Table 15
Factor Loadings of ADP IV Cluster A across Clinical (N = 408) and Non-Clinical (N =
487) Sample

Non-Clinical (N = 487) Clinical (N = 408)
S.no Scale / Items B (K B (R
Paranoid Personality Disorder
1. T1 .53 (:29) .58 (.34)
2. T13 .57 (.33) 58 (.34)
3. T25 .39 (.15) 35(.12)
4. T37 .63 (.40) J1(.51)
5. T49 .63 (.39) .62 (.38)
6. To61 .50 (.25) 46 (21)
7. T73 .63 (.40) .56 (.32)
Schizoid Personality Disorder
8. T2 46 (.21) 42 (17)
9. T14 .63 (.40) .59 (.35)
10. T26 .26 (.06) 28 (.07)
11. T38 .50 (.26) 43 (.19)
12. T50 .26 (.06) 31 (.09)
13. T62 41 (.16) 48 (.23)
14. T74 .58 (.33) .53 (:28)
Schizotypal Personality Disorder
15. T3 47 (.22) 45 (.21)
16. T15 41 (.17) 42 (.17)
17. T27 .54 (.30) .54 (.29)
18. T39 .53 (.28) A48 (.23)
19. T51 .69 (.47) .69 (.47)
20. T63 .60 (.36) .63 (.39)
21. T75 .67 (.44) .66 (.43)
22. T50 27 (.07) 47 (31)

23. T85 .62 (.38) 59 (.34)
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Factor Loadings of ADP 1V Cluster B across Clinical (N = 408) and Non-Clinical (N =

487) Sample
Non-Clinical (N =487)  Clinical (N = 408)
S.no Scale / Item 5 (R 5 (R
Anti-Social Personality Disorder
1 T4 46 (.22) 43 (.18)
2 T16 .56 (.32) .55 (.30)
3 T28 61 (.37) .60 (.36)
4 T40 .63 (.40) .62 (.39)
5 T52 .65 (.43) .60 (.36)
6 T64 .60 (.36) 60 (.35)
7 T76 .55 (.30) 56 (.31)
8 T86 63 (.39) 57 (.32)
Borderline Personality Disorder
9 T5 35 (.13) 32 (.10)
10 T17 .56 (.32) 52 (.27)
11 T29 67 (.45) .61 (.37)
12 T41 58 (.34) 52 (.27)
13 T53 53 (.29) 51(.26)
14 Te65 .67 (.45) .62 (.39)
15 T77 62 (.39) .61 (.38)
16  T87 61 (.37) 57(.32)
17 T92 .60 (.35) .59 (.35)
18  T9%4 .63 (.40) .58 (.34)
Histrionic Personality Disorder
19 Té6 41 (.18) 35(.12)
20 TI18 A48 (.24) .50 (.25)
21 T30 .65 (.43) .60 (.36)
22 T42 58 (.34) .55 (.30)
23 T54 58 (.34) 57 (.23)
24 T66 64 (41) 64 (41)
25 T78 A48 (.23) 45 (.20)
26  T88 49 (.24) 47 (22)
Narcissistic Personality Disorder
27 T7 A2 (.17) 45 (.20)
28 TI19 .60 (.36) .60 (.36)
29  T31 52(27) 56 (.32)
30 T43 65 (.42) .63 (.40)
31 T55 55(.31) .53 (.28)
32 Te67 .55 (.30) 51(.26)
33 T79 35(.12) 33 (.10)
34 T89 .55 (.30) 52 (.27)
35 T93 33 (.11 33 (.11




Table 17

110

Factor Loadings of ADP 1V Cluster C across Clinical (N = 408) and Non-Clinical (N =

487) Sample
$.no Scale / Item Non-Clinical (N = 487) Clinical (N = 408)
B (R B (R
Avoidant Personality Disorder
1 T8 .56 (.31) .59 (.35)
2 T20 S1(.19) 49 (.24)
3 T32 45 (.29) 44 (.19)
4 T44 S1.(.45) 52 (.27)
5 T56 .66 (.43) .66 (.44)
6 T68 .54 (.29) .54 (.29)
7 T80 52 (.27) .50 (.25)
Dependent Personality Disorder
8 T9 41 (.17) 34 (.11)
9 T21 43 (.26) 44 (.19)
10 T33 54.(.21) 47 (.22)
11 T45 .67 (.44) .70 (149)
12 T57 .60 (.36) 57 (.33)
13 T69 .55 (.30) .50 (.26)
14 T81 46 (.21) 35 (.12)
15 T90 49 (.24) 46 (.24)
Obsessive Compulsive Personality Disorder

16 T10 A7 (.23) 47 (.22)
17 T22 51 (.20) 49 (.22)
18 T34 46 (.26) 45 (.20)
19 T46 S51.(.43) S1(.27)
20 T58 39 (.16) 36 (.13)
21 T70 47 (.22) A48 (.22)
22 T82 52 (.27) .52 (.28)
23 T91 .62 (.39) .59 (.35)

Lastly, factor loadings of both NOS depressive and passive aggressive PDs are

mentioned in Table 18 and 19 respectively. For NOS- depressive, factor loadings ranged

from .52 to .81 accounting for 27 % to 68 % across both samples (see Table 18). For NOS-

passive aggressive factor loadings ranged from .37 to .76 accounting for 14 % to 58 %

across both samples (see Table 19).



111

Table 18
Factor Loadings of ADP IV NOS-Depressive across Clinical (N = 408) and Non-Clinical
(N = 487) Sample

S.no Items Non-Clinical (N =487) Clinical (N =408)
B (R) B (R)
1 T11 .67 (.45) .64 (.41)
2 T23 75 (.57) 74 (.54)
3 T35 72 (.53) 73 (.53)
4 T47 .81 (.66) .79 (.63)
5 T59 .63 (.39) .59 (.35)
6 T71 .79 (.63) .74 (.56)
7 T83 .59 (.35) 52 (.27)
Table 19

Factor Loadings of ADP 1V NOS Passive Aggressive across Clinical (N = 408) and Non-
Clinical (N = 487) Sample

s.no Items Non-Clinical (N = 487) Clinical (N = 408)
B (R B(R)
1 T12 40 (.16) 42 (.18)
2 T24 .66 (.44) .65 (.43)
3 T36 45 (21) 47 (.22)
4 T48 52 (.28) .53 (.28)
5 T60 74 (.55) .76 (.58)
6 T72 .76 (.58) 73 (.53)
7 T84 40 (.15) 37 (14)

The CFA analysis indicated acceptable to good fit model for all scales of the study.
These results (Table 11- Table 19) further illustrates the factor loadings of narrow band of
both ASR and ABCL as well as Cluster level factor loadings of ADP IV across both

samples.

Therefore, to further establish internal consistency (homogeneity) of all the scales
item-total correlation was computed. The detailed tables are attached in Appendices (see
Appendix D) and illustrates the item total correlation of all the items for ASR clinical with
narrow bands ranged between .17 to .72, for broadband internalizing from .18 to .72, for
externalizing it was between .16 to .51, and for total problem .12 to .68. Similarly, item
total correlation of items of ASR non-clinical with narrow bands ranged between .33 to
.69, for broadband internalizing from .31 to .66, for externalizing it was between .10 to .30,

and for total problem .19 to .62.
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Moreover, item total correlation of all the items for ABCL clinical with narrow
bands ranged between .29 to .73, for broadband internalizing from .12 to .69, for
externalizing it was between .30 to .67, and for total problem .11 to .60. Similarly, item
total correlation of items of ASR non-clinical with narrow bands ranged between .34 to
.71, for broadband internalizing from .30 to .61, for externalizing it was between .31 to .67,

and for total problem .20 to .64.

Lastly, for ADIV clinical sample, item total correlation with Cluster A ranged
between .34 to .67, with Cluster B ranged it between .16 to .64, with Cluster C the item
total correlation ranged between .28 to .67, and all item total correlation of all clusters with
total clusters ranged between .18 to .63. Similarly, for non-clinical sample, item total
correlation with Cluster A ranged between .34 to .59, with Cluster B ranged between .33
to .58, with Cluster C the item total correlation ranged between .28 to .65, and all item total
correlation of all clusters with total clusters ranged between .25 to .61. Lastly, NOS-
depressive with total clusters for ranged between .19 to .50 and .50 to .61 for clinical and
non-clinical sample respectively. However, NOS- passive aggressive item total correlation
with total clusters ranged between .29 to .57 for clinical and .38 to .61 for non-clinical

sample.

These results illustrate that Urdu version of the scales of the study have good to
acceptable internal consistency further confirmation of factor structure furnished evidence
for construct validity of study measures. However, reliability estimates, evidence of
convergent and contrasted group validity were further established for validation of the

scales.
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Table 20
Descriptive Characteristics of ASR, ABCL, and ADP 1V for Clinical (N = 408) and Non-Clinical (N = 487) Sample
Variables k a M(SD) Range Skewness Kurtosis
CL._ Non-Cl CL Non-Cl Pot. Act. Cl.  Act.Non-Cl  Cl.  Non-Cl CL Non-ClI
Adult Self Report (ASR) Syndrome Based Subscales
Total Mean Adaptive 35 - - 37.76 (9.61) 48.50 (7.07) 0-70 19-60 22-66 .01 1.10 -87 .66
Anxious depressed 18 .85 .88 26.90 (7.34) 8.22 (6.81) 0-36 0-36 0-32 -1.51 .88 2.14 S1
Withdrawn 9 72 72 12.26 (4.05) 3.76 (3.23) 0-18 0-18 0-15 -1.06 .97 78 42
Somatic Comp. 12 .80 .83 24.00 (14.93) 4.05 (4.34) 0-24 0-24 0-22 -1.72 1.5 .03 2.17
Attention Problem 15 .85 .80 21.63 (7.07) 6.20 (5.08) 0-30 0-30 0-15 -1.29 .98 1.01 Sl
Thought Problem 10 .57 73 6.80 (4.05) 2.13 (2.73) 0-20 0-20 0-27 43 1.96 -46 4.24
Aggressive 15 .84 .81 19.36 (7.07) 5.72 (4.82) 0-30 0-30 0-25 -.58 1.17 -11 1.22
Rule Breaking 14 .85 .78 10.60 (7.12) 2.89 (3.53) 0-28 0-30 0-19 54 2.02 -37 4.36
Intrusive 6 .69 .58 4.65 (3.29) 2.26 (3.53) 0-12 0-12 0-10 .60 .96 -.54 75
Internalizing 39 91 92 54.10 (14.88)  16.02 (12.46) 0-78 0-78 0-64 -1.34 .94 1.74 37
Externalizing 35 91 .89 3792 (15.85) 17.14 (16.72) 0-70 0-70 0-70 .08 1.31 -73 73
Total Problem 120 .96 .96 138.04 (41.63  43.47 (31.74) 0-240 0-210 0-168 -.88 1.08 71 .96
Adult Behavior Checklist (ABCL) Syndrome Based Subscales
Anxious depressed 14 .84 .84 22.40 (5.94) 6.49 (5.45) 0-28 0-28 0-26 -1.55 .89 2.09 14
Withdrawn 9 72 73 12.28 (3.83) 3.60 (3.23) 0-18 0-18 0-15 -1.12 01 1.01 40
Somatic Complaints 9 78 .80 11.04 (3.94) 3.34 (3.61) 0-18 0-18 0-18 -.65 1.47 -.08 1.87
Thought Problem 9 .55 78 6.44 (3.99) 1.71 (2.70) 0-18 0-18 0-16 .53 2.46 =21 3.68
Attention Problem 17 .85 .83 24.88 (7.14) 6.06 (5.51) 0-34 0-34 0-31 -1.36 1.11 1.65 97
Aggressive 16 .84 .81 21.09 (7.24) 5.90 (5.17) 0-32 0-32 0-27 -52 1.28 -.16 1.51
Rule Breaking 13 .84 .76 9.85 (6.86) 2.74 (3.47) 0-26 0-26 0-17 57 1.87 -.49 3.57
Intrusive 6 .69 .63 4.87 (3.19) 2.28 (2.34) 0-12 0-12 0-10 45 97 -.76 21
Internalizing 3290 .92 4579 (11.65)  13.43 (10.46) 0-64 0-63 0-51 -1.48 .83 2.01 -.04
Externalizing 35 91 .89 35.84 (15.20) 10.93 (9.66) 0-70 0-70 0-46 A1 1.36 =72 1.59
Total Problem 118 .95 .96 140.00 (38.81)  41.03 (31.50) 0-236 0-216 0-145 -.84 1.11 .76 .66
Assessment of DSM IV Personality Disorders (ADP IV) Questionnaire

Paranoid 7 .81 72 2631 (11.66)  20.25(7.86) 7-49 7-49 7-44 27 .59 -95 -.06
Schizoid 7 .64 .61 26.13 (8.96) 19.92 (7.16) 7-49 7-49 7-42 .06 43 -.57 -.20
Schizotypal 9 .68 5 31.60 (11.11)  22.42(8.65) 9-63 9-60 9-52 .10 47 -.65 26
Cluster A 23 .86 .87 84.04 (27.04)  62.59 (20.63) 7-161 27-149 23-127 .08 57 -76 -.02

Continued...
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Variables k a M(SD) Range Skewness Kurtosis
CL_ Non-Cl CL Non-Cl Pot. Act. Cl.  Act.Non-Cl  Cl.  Non-Cl CL Non-ClI

Anti-social 8 72 .69 23.81(10.53) 14.44 (6.43) 8-56 8-54 8-45 52 .97 -48 1.30
Borderline 10 .70 77 41.31(11.81) 27.24 (10.23) 10-70 11-70 11-68 -.11 .60 -45 29
Histrionic 8 .68 .70 23.94 (8.86) 21.33(7.75) 8-56 8-49 8-48 54 61 -44 .03
Narcissism 9 72 .65 26.51(10.82)  26.42(8.76) 9-63 9-57 9-55 48 52 -48 -.03
Cluster B 36 .90 .89 115.57 (35.80)  91.44 (28.58) 9-252 39-208 35-192 20 57 -58 18
Avoidant 7 .65 .70 23.84(9.26) 20.88 (8.00) 7-49 7-46 7-44 17 49 -87 -32
Dependent 8 .68 .76 28.12 (10.05)  22.75(8.93) 8-56 8-54 8-55 26 62 -40 -.03
Obsessive Comp. 8 75 .63 2746 (10.90)  27.07 (8.17) 8-56 8-52 8-53 18 23 -.85 -22
Cluster C 23 .87 .86 79.42 (26.75)  70.70 (21.92) 23-161 23-145 24-131 21 .39 -.69 -.34
NOS- Depressive 7 .69 .84 28.16 (9.01) 17.03 (8.45) 7-49 7-49 7-48 -.11 1.19 -.64 1.14
NOS-Passive Aggressive 7 .65 .69 26.05 (9.21) 18.22 (7.20) 7-49 7-48 7-42 -40 .80 -.58 49
Total Clusters 82 .94 95 279.03 (80.35) 224.73 (65.79)  82-574  97-480 84-439 18 47 -41 -.10

Note. Cl. = Clinical; NOS = Not Otherwise Specified.



115

The reliability of ASR syndrome-based scales (narrow band scales) for clinical
ranged from .57 to .85 and .58 to .88 for non-clinical sample indicating low to good
reliability. The reliability of broad band scales (internalizing and externalizing) for both
samples lies in between .89 to .92. The reliability of total problem scale for both samples

was .96.

For ABCL syndrome based narrow band scales the reliability for clinical ranged
from .55 to .85 and .63 to .84 for non-clinical sample. The reliability of broad band scales
(internalizing and externalizing) ranged from .89 to .92 for both samples. Lastly, the
reliability of total problem score for ABCL was .95 and .96 for clinical and non-clinical

sample respectively.

For ADP 1V, the reliability of Cluster A, for clinical sample varied from .64 to .81
and .61 to .75 for non-clinical sample. For Cluster B, clinical sample, reliability estimates
ranged from .68 to .72 and .65 to .75 for non-clinical sample. The reliability of Cluster C,
for clinical sample ranged from .65 to .75 and .63 to .76 for non-clinical sample. The
reliability of total clusters for both samples was .94 and .95 respectively indicates that ADP
I'V had acceptable reliability estimates.

The value of skewness for all scales and sub-scales of both ASR and ABCL was
within acceptable range whereas the values of kurtosis seem to be slightly high for few
subscales. However, skewness was well within the acceptable range for ADP IV across

both samples whereas the values of kurtosis were slightly high for some subscales of

ADPIV.

A priori sample estimation was carried out using Gpower (Version 3.1.9.6) with
medium effect size, error probability (a = .05), and sample power (.95), the adequate
sample size was 138. Therefore, both clinical (N =408) and non-clinical samples (N =487)
of the present study were enough to test convergent validity between ASR and ABCL
through Pearson Product Moment Correlation. Table 21 indicated that correlation between
narrow band scales of ASR and ABCL for clinical sample ranged from moderate to high
(r=.66, p < .01 tor =.88 p <.01) providing evidence for convergent validity. For non-
clinical sample the values ranged from moderate to acceptable (»r = .57, p <.01 tor =.77

p <.01). For braod band scales and ranged from low to excellent (» = .29, p <.01 tor =
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.78, p < .01) for both samples. For overall problem scale the values of correlation were
between acceptable to good (r = .77, p < .01 to » = .90, p < .01). To conclude, it can be
inferred that significant positive correlation between both narrow and broad band scales

furnished evidence for convergent validity between the two measures.
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Table 21
Convergent Evidence for Relationship between ASR and ABCL Syndrome Based Scales across Clinical (N = 408) and Non-Clinical
(N = 487) Sample

Scales 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22

1 AD - 797 .60 .83 45" .65 40 317 .93 337 .84 84" 72" 497 47 747 537 28" 20 .83 42" 747

2 wD 73" - 567 767 427 65T 45T 36 .87 .36 .82 .68 .80 417 42" .70 .56 .36 .26 75T 48" 737

3 SC .58 48" - 587 377 81T 247 8T 827 207 .66 57T 47T 76 437 547 397 157 .08 .70 27 57

4 AP 74" 70" 587 - 49" 747 517 39" 83" 437 89" .72 .69 46" 48" .85 .62 38" 28" 757 .53 .80™

5 TP .50 43" 517 527 - 49" 33 237 477 337 60" 387 .38 257 .66 44 387 217 16 407 317 507
ASR 6 AB 72" 66™ 58" 71" 607 - .66 .62 .69 .60 .88 .52 59" 377 517 .67 .86 .57 547 597 78 827
7 RB .60 57" 477 65" 59" .68 - 667 417 727 727 287 44 11T 317 497 647 .88 .58 327 82" .68

8 IN 427 39" 34" 48" 477 64”617 - 327 .62 .60 22 37 0.07 277 37T .63 .65 .83 267 .77 .59

9 Int. .94 83" 79" 79" 56" 77" 64" 457 - 347 88" 817 757 .64 50 76" 56T 29" 20 .87 44T 7T

10 Ext 317 31" 25" 357 29" 43" 417 417 347 - 597 23 35 a1t 30 .38 55T 66T 53T 277 .67 56T
11 Total .87 .79 72" .87 .70 .88™ .80 .63 .93 42" - 70 747 48 57 817 .76 .58 487 .76 .73 90T
12 AD 777 60" .50 .61 39" .60 48" 32" 75" 23" 717 - 47 507 427 76T 487 227 16T 92" 36" 75T
13 WD .55 .64™ 39" 53 377 53 52 30 .64 257 617 667 - 417" 447 76 637 437 327 85 56 .82
14 SC 477 40" .62 48" 38" 477 40" 30" 58" 217 577 597 42¢ - 36 46 317 0.06 0.04 .73 .18 457
15 TP 357" 277 337 31" 577 38" 447 307 38" 127 46T 457 447 44T - 497 47" 277 237 487 397 .62
16 AP .59 50" 457 68" 43" 56 .55 35 61T 20" .67 74T 64T 59 58T - .68 467 317 .79 59 88"
ABCL 17 AB .59 .50 46 .54™ 43" 72" 53" 46 61" 277 68" 727 61" 597 55 737 - 647 647 557 90" .86
18 RB 46" 44" 38" 52" 52" 577 717 48™ 50 257 63T 57T 59T 48 637 677 667 - 647 277 .89 .68
19 IN 337 32" 277 35T 337 48" 48" 61T 36" 237 48" 457 42" 40 44T 52 66T .60 - 20 .81 .57
20 Int. .74 657 59T .64 44T 64 55T 36 78" 27 76 93" 80 78" .52 79" 77 .64 50 - 437 82"
21 Ext 56" .50 44T 56T 50" 717 65T 57T 597 29" 70 69T .64™ 58" .63 .76 .93 86 81 .76™ - .83

22 Total .67 .59 .54 65" .53 69" .63 477 717 28" 77 857 75T 71T 69T 88" .89 80 .67 .92 92" -

Note. Bold = Clinical; ASR = Adult Self Report; ABCL = Adult Behavior Checklist; AD = Anxious Depressed; WD = Withdrawn; SC = Somatic Complaints; AP =
Attention Problem; TP = Thought Problem; AB = Aggressive Behavior; RB = Rule Breaking; IN = Intrusive; Int = Internalizing; Ext = Externalizing; Total = Total
Problem.

*p <.05. **p <.001.
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Table 22
Convergent Evidence of Relationship between ASR Adaptive Functioning Subscales with ASR Syndrome Based Scales, and ADP 1V
across Clinical (N = 408) and Non-Clinical (N = 487) Sample

Adaptive Functioning Clinical Adaptive Functioning Non-Clinical
Friends Spouse Family Education Job Mean Friends Spouse Family Education Job Mean
(n = 408) (n =280) (n = 408) (n=15) (n=104) (n = 408) (n =487) (n =229) (n =487) (n=159) (n =303) (n =487)
AD -36" -28" 19" -366 -36" -35" -30" -35" -36" -.03 -29" -35"
WD -29" -29™ 19" -70™ -230" 345" -26" -32" -29" -.05 -26" -29"
SC -26" -24™ -17" -24 -34" -230™ =217 -27" -26" -.04 -217 -25"
AP -36" -29™ -25" -47 - 47" -41" -25" -28" -33" -13 -30" -31"
TP -12° -25" -24" .03 =21 -25" -12" =21 -20™ -.01 -.08 -17"
ASR AB -.15" =317 -28" -54" -37" -35" -.14™ -26" =21 .00 -20" =21
RB -.03 -.03 -25" -13 -36" -19™ -12" =217 -19™ .00 -25" -17"
N -.01 08 14" -.04 -.07 -.08 00 -13° -.06 17" -20" -.06
Int. -35" -317 -21" -45 -37" -37" -30" -37" -36" -.05 -30" -35"
Ext -.04 -.01 -28" -38 25" 18" -.01 -13 12" 04 -20" -13"
Total -28" -28" 29" -42 41" -38" -24™ -35" -32" -.03 29" -30"
AD -39 =27 - - - - -29" -26" - - - -
WD 32" -25™ - - - - 26" 29" - - - -
SC 30" -23° - - - - 20" 19" - - - -
TP 26" 34" - - - - 2" 29" - - - -
AP -38" =37 - - - - -26" -32" - - - -
ABCL AB -.14™ =317 - - - - -.18™ -26" - - - -
RB 01 -.03 - - - - -17" -23" - - - -
IN 06 .07 - - - - -.09 15" - - - -
Int. -41" -30™ - - - - -30™ -28" - - - -
Ext -.05 -.15 - - - - 18" -26" - - - -
Total -29" 32" - - - - 25" -33" - - - -
Par -.09 28" 28" -12 -35" =31 22" 38" 19" 02 28" 27"
Sz -17 03 26" -45 25" -22" 27" 33" 16" -.09 17 26"
St -17" -.07 -30™ -.30 -25° -26" -28" -37" -22% -.10 -26" -317
AS -.03 -.08 -28" -29 37" -23" -15" -28" 127 -.09 -.16™ 19"
Bor -12° -20™ 27" -.15 37" 28" 18" 36" -20" 06 30" -26"
His -.01 23" -.07 35 -.01 .02 2" 25" 19" 02 21 19"
Nar 04 17" 15" 21 -.03 -.01 15" 22" 15 00 20" 18"
Avoi -.05 17" - 117 -24 04 -.05 -25" -28" 18" 03 22" -23"
ADPIV. ey 12 15" 14 29 -06 -.08 23" 30" 197 -04 32" 28"
oC -.01 20" -.07 21 16 .04 -18" -28" 14 -.10 -217 -20™
Nos.De =24 -11 =217 -32 32" =217 25" 32" 28" -11 30" 36
Nos. P -.10 -.06 =27 -20 -24° =21 -23" -38" -25" -.08 -317 -33"
CA -.16" -.15 -33" -34 -33" =317 -30™ -41" 22" -.07 =27 32"
CB -.04 .02 -23" .02 -24" -.16™ -17" -33" -20" .01 -26" -24™
CcC -.07 20" -12° .05 .05 -.03 -25" -33" -.19" -.05 =29 -28"
CT -.09 .02 -25" -.08 -20° -19™ -25" -38" -22" -.03 -30" -30"

Note. ASR = Adult Self Report; ABCL = Adult Behavior Checklist; ADPIV = Assessment of DSM IV Personality Disorders; AD = Anxious Depressed; WD = Withdrawn; SC = Somatic Complaints; AP = Attention Problem; TP = Thought Problem; AB =
Aggressive Behavior; RB = Rule Breaking; IN = Intrusive; Int = Internalizing; Ext = Externalizing; Total = Total Problem; Par = Paranoid; Sz = Schizoid; St = Shizotypal; AS = Antisocial; Bor = Borderline; His = Histrionic; Nar = Narcissistic; Avoi = Avoidant;
Dep = Dependant; OC = Obsessive Compulsive; Nos.De = Not otherwise specified Depressive; Nos.P = Not otherwise specified Pssive Aggressive; CA = Cluster A; CB = Cluster B; CC = Cluster C; CT = Cluster Total.

* *k

‘p <.05. **p <.001.
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In order to establish convergent validity across adaptive functioning scales, narrow
and broad band scales of ASR and ABCL as well as ADP-1V scales Pearson Product
Moment Correlation was computed. Table 22 indicated that across in case of both samples
for narrow band scales of ASR and ABCL, a significant negative relationship was apparent
with adaptive functioning scales except for intrusive problems where non-significant
relationship was evident. For ADP IV as well, significant negative relationship was evident

between total clusters and mean adaptive functioning for both samples.

A priori sample estimation was carried out using Gpower (Version 3.1.9.6) with
medium effect size, error probability (a = .05), and sample power (.95), the adequate
sample size was 88. Therefore, both clinical (N = 408) and non-clinical samples (N = 487)
of the present study were enough to test contrasted group validity for t-test.

Table 23

t test across Adaptive Functioning Scales of ASR for Clinical (N = 408) and Non-Clinical
(N = 487) Sample

Clinical Non-Clinical 95 % CI Cohen’s
Scale n n ) p ——

M(SD) M(SD) LL UL d
Friends 28.26 (11.97) 408 47.02(9.70) 487 25.08 .00 16.74 19.59 1.72
Spouse 42.55 (15.26) 280 47.04(10.78) 229 375 .00 2.14 06.84 33
Job 35.53(12.92) 104 46.92(947) 303 959 .00 9.06 13.73 1.01
Edu 36.40 (12.47) 15 44.47(10.51) 159 280 .00 237 13.76 .70
Family 44.86 (13.65) 408 52.92(8.10) 487 1094 .00 6.62 9.1 72
Adap. 37.76 (9.6) 408 48.50(7.07) 487 1923 .00 9.65 11.84 1.27

Note. Adap. = Adaptive
Table 23 indicated a significant mean difference across Adaptive functioning
subscales where non-clinical sample is scoring higher as compared to clinical sample

providing evidence for contrasted group validity.

In order to establish contrasted group evidence for validity # test was computed for
ASR, ABCL, and ADP IV across both samples. Table 24 indicates that a significant mean
difference was apparent across narrow and broad band scales of ASR where clinical sample
is scoring higher as compared to non-clinical sample. Similarly, significant mean
difference was also apparent across narrow and broad band scales of ABCL where clinical
sample scored higher as compared to non-clinical sample. Lastly, significant mean

difference was apparent across all ADP IV subscales where clinical adults scored high than
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non-clinical adults except for narcissistic and obsessive-compulsive personality disorder

where non-significant mean differences were apparent.

Table 24

t test on ASR, ABCL, and ADP IV across Clinical (N = 408) and Non-Clinical (N = 487)

Sample

Clinical Non-Clinical 0 ,
Scale (N = 408) (N=487)  tgs p 93 % C1 C"hden S
M(SD) M(SD) LL UL
Adult Self Report (ASR)
Anxious Depressed 26.91 (7.35) 8.23(6.81) 3942 .00 -19.61 -17.75 2.63
Withdrawn 12.26 (4.06) 3.76 (3.24) 3489 .00 -899 -8.03 2.31
Somatic Complaints 14.93 (5.52) 4.05(4.34) 3301 .00 -11.53 -10.24 2.19
Thought Problem 6.80 (4.05) 2.14(2.73) 2048 .00 -5.11 -4.22 1.35
Attention Problem 21.64 (7.08) 6.20(5.08) 3786 .00 -16.23 -14.63 2.51
Aggressive Behavior  19.36 (7.07) 572(4.82) 3414 .00 -1442 -12.85 2.25
Rule Breaking 10.61 (7.13) 2.89(3.53) 21.00 .00 -8.43 -6.99 1.37
Intrusive 4.66 (3.30) 225(2.13)  13.12 .00 -2.76  -2.04 0.87
Internalizing 54.10 (14.89) 16.02 (12.46) 41.65 .00 -39.87 -36.28 2.77
Externalizing 37.92 (15.86) 17.15(16.72) 1895 .00 -22.92 -18.60 1.27
Total Problem 138.04 (41.38) 43.47(31.75) 38.67 .00 -99.38 -89.78 2.56
Adult Behavior Checklist (ABCL)
Anxious Depressed 22.40 (5.94) 6.49 (5.45) 4175 .00 -16.66 -15.16 2.79
Withdrawn 12.29 (3.84) 3.60(3.23) 3677 .00 -9.15 -8.22 2.49
Somatic Complaints 11.05 (3.94) 3.34(3.61) 3048 .00 -820 -7.21 2.04
Thought Problem 6.45 (4.00) 1.71(2.70) ~ 21.01 .00 -517  -4.29 1.39
Attention Problem 24.89 (7.15) 6.06 (5.51) 4445 .00 -19.66 -17.99 2.95
Aggressive Behavior  21.09 (7.25) 590(5.18) 3648 .00 -16.01 -14.38 2.41
Rule Breaking 9.85 (6.87) 2.75(2.30) 1999 .00 -7.80 -6.41 1.38
Intrusive 2.28 (2.30) 490(3.19) 1416 .00 -297  -2.25 .94
Internalizing 4579 (11.66) 13.44(10.46) 43.72 .00 -33.80 -30.90 2.92
Externalizing 35.84 (15.21) 1093 (9.66) 29.69 .00 -26.56 -23.26 1.96
Total Problem 140.01 (38.82) 41.03 (31.50) 42.11 .00 -103.59 -94.36 2.80
Assessment of DSM 1V Personality Disorders (ADP IV) Questionnaire

Paranoid 26.31 (11.66) 20.25(7.86) 9.24 .00 -7.35 -4.78 .61
Schizoid 26.13 (8.96) 19.92 (7.16) 11.52 .00 -7.27  -5.15 .76
Schizotypal 31.60 (11.11)  22.42(8.65) 13.89 .00 -1047 -7.88 .92
Antisocial 23.81(10.53) 16.44(6.43) 12.s84 .00 -8.49  -6.24 .84
Borderline 41.31(11.80) 27.32(10.22) 19.11 .00 -15.52 -12.63 1.27
Histrionic 2394 (8.86) 21.33(7.74) 470 .00 -3.70 -1.52 31
Narcissistic 26.51 (10.81)  26.42 (8.76) A2 91 -1.38 1.23
Avoidant 23.84(9.26) 20.88(7.99) 513 .00 -4.09 -1.83 34
Dependent 28.12(10.05) 22.74(892) 846 .00 -6.62  -4.13 57
Obsessive Compulsive 27.45(10.90)  27.06 (8.17) .61 54 -1.67 .90 1.27
Nos-Depressive 28.16 (9.00) 17.03 (8.45) 19.04 .00 -12.28 -9.98 1.27
Nos-Passive Agg 26.05 (9.21) 18.22(7.19) 1427 .00 -8.91 -6.76 .94
Cluster A 84.04 (27.04)  62.59(20.62) 1345 .00 -24.58 -18.32 .89
Cluster B 115.57 (35.80) 91.44(28.58) 11.21 .00 -28.35 -19.90 74
Cluster C 79.41 (26.75) 70.70 (65.79) 536 .00 -11.91 -5.53 17
Total Clusters 279.03 (80.34) 224.73 11.11 00 -63.89  -44.71 74

(65.79)
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Summary of Findings

This chapter summarizes the results of CFA indicating acceptable to good model
fit for all the Urdu versions of the scales. It further assessed item-total correlations to
establish internal consistencies of all items with total score at narrow and broad band for
ASR and ABCL. For ADPIV, it assessed the homogeneity at Cluster level. Reliability
estimates highlighted acceptable Cronbach alpha for all scales. Hence, evidence for
convergent validity were established across scales for both samples. Lastly, contrasted

group validity through ¢ test was computed.

Overall, this chapter provides enough evidence to use the scale on Pakistani sample

for further analysis.
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Prevalence of Problem Behaviors and Personality Disorders

The previous part of results highlighted psychometric properties and factor
structures of all scales. Based upon that the next phase of the study aimed at establishing
prevalence across narrow and broad band scales of ASR and ABCL. In addition to this, it

aims at establishing the prevalence of PDs for both samples.

A priori sample estimation was carried out using Gpower (Version 3.1.9.6) with
medium effect size, error probability (o = .05), and sample power (.95), the adequate
sample size was 172 (df = 2), and 145 (df = 1). Therefore, both clinical (N =408) and non-
clinical samples (N = 487) of the present study were enough to examine the prevalence

using Chi-squares.
Prevalence of ASR, ABCL, and ADP IV

In order to meet third and fourth objectives of the study prevalence of problem
behavior and PDs was carried out. Using ASEBA manual (Achenbach & Rescorla, 2001),
raw scores were obtained on three broad band scales (internalizing, externalizing, and total
problems) and eight narrow band scales (anxious depressed, withdrawn, somatic
complaints, thought problems, attention problems, rule breaking, aggressive behaviors, and
intrusive problems) by summing up the obtained rating (0, 1, 2) for respective items of
each subscale. Later, mean of problem subscale was computed. It was communicated to
the author and was found that group 2 norms need to be followed for further conversion of
raw scores into standard scores (Achenbach, Personal Communication, August 2017; see
Appendix E). For each age group, a borderline cut off point was established as minimum
cut-off point that includes raw score corresponding with the ¢ score between 65 and 69 (93
to 97" percentile) and between 60 and 63 (84" to 90 percentile). The clinical cut-off was
t score greater than or equal to 70 (98" percentile). Below the ¢ score of 65, the scores were
considered normal. Thus, three categories emerged for classification of problem behavior
based upon conversion of raw scores into ¢ scores that included normal, borderline, and

clinical.

Similarly, the present research uses categories presence (diagnosed) and absence
(undiagnosed) based on DSM IV ADP 1V categorical scoring. Diagnostic algorithm of trait

scores greater than five paired with distress score greater than one (T > 5 & D > 1) was
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used for establishing prevalence of PDs across both clusters and individual PD. This

algorithm is based upon DSM IV categorical diagnosis of PDs (Schotte et al., 1998).

In order to establish prevalence and compare both samples across ASR, ABCL, and
ADP 1V, chi-square was computed. Further prevalence of problem behaviors and

personality disorders is represented graphically as well.

Table 25
Chi-square for ASR and ABCL across Clinical (N = 408) and Non-Clinical (N = 487)
Sample

ASR ABCL
Syndrome Diagnosis  Clinical Non- Clinical Non-
Clinical 7, df (2) Clinical 7, dr ()
(N=408) (N=487) (N=408) (N=487)
Anxious Normal 41 (10) 420 (86.2) 32(7.8) 412 (84.6)
1 Depressed Borderline 15 (3.7) 35(7.2) 586.83** | 25(6.1) 35(7.2) 571.74%*
p Clinical 352 (86.3) 32 (6.6) 351 (86) 40 (8.2)
Normal 55(13.5) 416 (85.4) 53(13) 416 (85.4)
2 Withdrawn Borderline 22 (5.4) 40 (8.2) 527.67**% | 33(8.1) 44 (9) 529.03**
Clinical 331 (81.1) 31(6.4) 322 (78.9) 27 (5.5)
Somatic Normal 46 (11.3) 405 (83.2) 44 (10.8)  382(78.4)
3 Complaints Borderline 56 (13.7) 41 (8.4) 487.29** 49 (12) 46 (9.4)  439.96**
P Clinical 306 (75) 41 (8.4) 315(77.2) 59 (12.1)
Thought Normal 160 (39.2) 424 (87.1) 77 (18.9)  386(79.3)
4 Problem Borderline 69 (16.9) 28 (5.7) 228.38%* | 92(22.5) 54 (11.1)  340.69**
Clinical 179 (43.9) 35(7.2) 239 (58.6) 47 (9.7)
Attention Normal 57 (14) 426 (87.5) 43 (10.5)  439(90.1)
5 Problem Borderline 22 (24.2) 31(6.4) 529.62%* | 24 (5.9) 36 (7.4) 632.33%*
Clinical 329 (80.6) 30 (6.2) 341 (83.6) 12 (2.5)
Aggressive Normal 53 (13) 425 (87.3) 59 (14.5)  439(90.1)

6 Behavioral Borderline 46 (11.3) 32 (6.6) 518.71** | 76 (18.6) 32 (6.6) 533.61%*

Problem Clinical 309 (75.7) 30(6.2) 273 (66.9) 16 (3.3)
Normal 142 (34.8) 433 (88.9) 157 (38.5) 436 (89.5)
7 Rule Breaking  Borderline 56 (13.7) 21 (4.3) 287.37*%* | 103 (25.2) 29 (6) 261.20%*
Clinical 210 (51.5) 33 (6.8) 148 (36.3) 22 (4.5)
Intrusive Normal 282 (69.1) 456 (93.6) 244 (59.8) 435(89.3)
8  Behavioral Borderline 47 (11.5) 16 (3.3) 93.61%* | 78 (19.1) 36 (7.4) 111.12%%
Problem Clinical 79 (19.4) 15 (3.1) 86 (21.1) 16 (3.3)
Interalizing Normal 17(42)  357(73.3) 9(22)  314(64.5)
9 Problem Borderline 12 (22.8) 38(7.8) 494.37** 13(3.2) 60 (12.3)  464.26**
Clinical 379(92.9) 92 (18.9) 386 (94.6) 113 (23.2)
Externalizing Normal 58 (14.2) 329 (67.6) 30 (7.4) 381 (78.2)

10 broblem Borderline 32 (7.8) 33(6.8)  268.99%* | 49 (12) 46 (9.4)  482.66%*
Clinical  318(77.9)  125(25.7) 329 (80.6) 60 (12.3)
Normal 32(7.8) 377 (77.4) 16 (3.9) 371 (76.2)

11 Total Problem  Borderline 10 (2.5) 34 (7) 491.23%* 12 (2.9) 34 (7) 525.51%*
Clinical 366 (89.7) 76 (15.6) 380 (93.1) 82(16.8)

*p <.05. **p <.001.
Table 25 indicates that significant differences exist for both narrow and broad band

scales of ASR and ABCL across both samples. It is apparent from both graph (Figure 3)
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and the above table that percentage of individuals in normal category is significantly higher
in non-clinical adults for both scales. In contrast, for borderline and clinical range
percentage of individuals is significantly higher for clinical in comparison to non-clinical

sample.

Figure 3. Prevalence of Problem Behaviors
Figure 3 represents prevalence of broad as well as narrow band scales of ASR and
ABCL for both samples. Bars in the graph indicates pattern of narrow and broad scales on
diagnostic categories (horizontal) across both samples; ASR clinical, ASR non-clinical,
ABCL clinical, and ABCL non-clinical. As apparent from graph, percentage if individuals
in clinical category is higher (as compared to normal and borderline) in clinical adults,

across both narrow and broad band scales.

Table 26 establishes prevalence of PDs across both samples. Table further
illustrates frequencies of diagnosed and undiagnosed PDs on ADP IV. This highlights that
on ADP IV the number of adults diagnosed with PDs in clinical sample is higher in

comparison to non-clinical sample.

These salient findings are further elaborated by the graph in Figure 4. In total 24
pair of bars represent diagnosed and undiagnosed PDs in both samples; undiagnosed

clinical, undiagnosed non-clinical, diagnosed clinical, and diagnosed non-clinical. Bars



clearly indicate that number of individuals diagnosed with PDs is much higher for clinical

sample in comparison to non-clinical sample.

Table 26
Chi-square for ADP 1V across Clinical (N = 408) and Non-Clinical (N = 487) Sample
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Personality . ) Clinical Non-Clinical
Disorders Diagnosis f(%) f(%) 14
. Undiagnosed 285 (69.6) 468 (96.1)
1 P d 114.56**
aranot Diagnosed 123 (30.1) 19 (3.9)
. Undiagnosed 290 (71.1) 480 (98.6)
2 Schizoid 139.57%*
chizol Diagnosed 118 (28.9) 7(1.4)
. Undiagnosed 321 (78.7) 480 (98.6)
3 Schizotypal 93.40%**
chzotypa Diagnosed 87 (21.3) 7(1.4)
. Undiagnosed 348 (85.3) 484 (99.4)
4 Ant 1 67.35%*
nsecia Diagnosed 60 (14.7) 3(0.6)
. Undiagnosed 224 (54.9) 469 (96.3)
5 Borderl 217.76%*
orceriine Diagnosed 184 (45.1) 18 (3.7)
s Undiagnosed 373 (91.4) 484 (99.4)
6 Hist 34.62%*
isionie Diagnosed 35 (8.6) 3(0.6)
. Undiagnosed 353 (86.5) 476 (97.7)
N 40.93**
! AreIssIsm Diagnosed 55 (13.48) 11 (2.3) ?
. Undiagnosed 329 (80.6) 467 (95.9)
8 Avoidant 52.52%%
voidan Diagnosed 79 (19.4) 20 (4.1)
Undiagnosed 339 (83.1) 474 (97.3)
9 D dent 54.11%**
cpendett Diagnosed 69 (16.9) 13 (2.7)
10 Obsessive Undiagnosed 297 (72.8) 443 (91) 51 19%*
Compulsive Diagnosed 111 (27.2) 44 (9) '
Undiagnosed 331 (81.1) 477 (97.9)
11 NOS. d dent 71.56%*
CPENEENt Diagnosed 77 (18.9) 10 (2.1
12 NOS. Passive Undiagnosed 300 (73.5) 470 (96.5) 07 574
Aggressive Diagnosed 108 (26.5) 17 (3.5) '

*p <.05. **p <.001.
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In order to develop an understanding of co-morbidity among PDs, frequency, and

percentage was computed.

Table 27

Co-morbidities among Clusters of Personality Disorders for Clinical (N = 408) and Non-
Clinical (N = 487) Sample

Clinical (N = 408)

Non-Clinical (N = 487)

Clusters Diagnosis f(%) f(%)
1. Cluster A Undiagnosed 217 (53.18) 384 (78.85)
Diagnosed on 1 PD 92 (22.54) 78(16.01)
Diagnosed on 2 PD 61 (14.95) 17(3.49)
Diagnosed on 3 PD 38 (9.31) 8(1.64)
2. Cluster B Undiagnosed 204(50) 460(94.45)
Diagnosed on 1 PD 132(32.35) 20 (4.11)
Diagnosed on 2 PD 32(7.84) 6 (1.23)
Diagnosed on 3 PD 22(5.39) 1(.20)
Diagnosed on 4 PD 18(4.41) 0(0)
3. Cluster C  Undiagnosed 256(62.74) 431(88.50)
Diagnosed on 1 PD 76(18.62) 41(8.41)
Diagnosed on 2 45(11.02) 9(1.84)
Diagnosed on 3 31(7.60) 6(1.23)
4. Total Undiagnosed 130(31.86) 417 (85.62)
Clusters  Diagnosed on 1 PD 67(16.42) 42 (8.62)
Diagnosed on 2 PD 69(16.91) 9 (1.84)
Diagnosed on 3 PD 49(12) 3(61.60)
Diagnosed on 4 PD 30(7.35) 8 (1.64)
Diagnosed on 5 PD 17(4.16) 5(1.02)
Diagnosed on 6 PD 11(2.69) 2(.41)
Diagnosed on 7 PD 7(1.71) 1(.20)
Diagnosed on 8 PD 9(2.20) 0(0)
Diagnosed on 9 PD 13(3.19) 0(0)
Diagnosed on 10
PD 6(1.47) 0(0)

Table 27 indicates that comorbidity between PDs for both samples. Clinical sample

had more comorbidity in comparison to non-clinical sample. 16.42 % of clinical sample

had only one PD which is double in comparison to non-clinical sample (8.62 %). Similarly,

16.91 % had two PDs in clinical sample in comparison to 1.84 % in non-clinical sample. It

is important to take into account that this established comorbidity can be both from the

same cluster as well as from different clusters.

Chi-square was also computed to compare ASR syndrome-based scales across

gender for both samples.
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Table 28
Chi-square for ASR and ABCL Syndrome based Scales across Gender for Clinical (N = 408) and Non-Clinical (N = 487) Sample
ASR ABCL
Clinical (N = 408) Non-Clinical (N = 487) Clinical (N = 408) Non-Clinical (N = 487)
. . Male Female Male Female Male Female Male Female v, df
Syndrome  Diagnosis  —7 =735 (1=173) Xz’zdf (=274 (=213 Xz’zdf (n=235) n=173) 2df@ | (n=274) (=213 [0))
09 ) N 1] 709 N ) 709 709 7%
. Normal 31(13.1) 10 (5.78) 235 (85.77) 185 (86.85) 26 (11.06) 6 (3.46) 225 (82.11) 187 (87.79)
I Depressed Borderline 8 (3.40) 7(4.04) 6.08% 22 (8.02) 13 (6.10) 76 11 (4.68) 14 (8.09) 9.42 * 23 (8.39) 12 (5.63) 2.97
Clinical 196 (83.40) 156 (90.17) 17 (6.20) 15 (7.04) 198 (84.25) 153 (88.44) 26 (9.48) 14 (6.57)
Normal 63 (26.81) 19 (10.98) 233 (85.03) 183 (85.92) 40 (17.02) 13 (7.51) 237 (8649) 179 (84.03)
2 Withdrawn  Borderline 11 (4.68) 11 (6.35) 99 23 (8.39) 17 (7.98) 08 19 (8.08) 14 (8.09) 8.07 * 21 (7.66) 23 (10.79) 1.49
Clinical 188 (88.26) 143 (80.33) 18 (6.56) 13 (6.10) 176 (74.89) 146 (84.39) 16 (5.84) 11 (5.16)
Somatic Normal 29(1234) 17 (9.82) 222(81.02) 183 (85.92) 31 (13.19) 13 (4.76) 203 (74.08) 179 (84.03)
3 Complaints  Borderline 341596 22(12.71) 1.02 28 (10.22) 13 (6.10) 2.84 21(8.93) 28 (16.18) 7.36% 36 (13.13) 10 (4.69)  10.78%
Clinical 172(73.19) 134 (77.46) 24 (8.76) 17 (7.98) 183 (77.87) 132 (76.30) 35(12.77)  24(11.27)
Thought Normal 93(39.57) 67 (38.73) 235 (85.77) 189 (86.85) 50(21.27) 27 (15.60) 208 (75.91) 178 (83.56)
4 e Borderline 34 (1452)  35(20.23) 252 20 (7.30) 8 (3.76) 279 49(20.85) 43 (24.85) 245 42 (15.32) 12(5.63)  11.56%*
Clinical 108 (45.96) 71 (41.04) 19 (6.93) 16 (7.51) 136 (57.87) 103 (59.53) 24 (8.75) 23 (10.79)
A tention Normal 37(1574) 20 (11.56) 235 (85.77) 191 (89.67) 34 (14.46) 9(5.20) 249 (90.87) 190 (89.20)
5 oot Borderline 18 (7.65) 4231 7.65% 19 (6.93) 12 (5.63) 1.85 13 (5.53) 11 (6.36) 9.08% 18 (6.56) 18 (8.45) 63
Clinical 180 (76.59) 149 (86.1) 20(7.29) 10 (4.69) 188 (80) 153 (88.44) 7(2.55) 5(2.34)
Aggressive  Normal 32(13.01)  21(12.13) 236 (86.13) 189 (88.73) 32(13.61) 27 (15.60) 251(91.60) 188 (88.26)

6  Behavioral  Borderline  18(7.65)  28(16.18)  7.24* 19 (6.93) 13 (6.10) 83 30(12.76)  46(26.58)  14.22 % 14 (5.11) 18 (8.45) 2.19

Problem Clinical 185 (78.72) 124 (71.67) 19 (6.93) 11 (4.03) 173 (73.61) 100 (57.80) 9(3.28) 7(3.28)
e Normal 60 (25.53) 82 (47.39) 246 (89.78) 187 (87.79) 61(25.95 96 (55.49) 252(91.97) 184 (86.38)
7 Bresking Borderline 31 (13.19)  25(14.45)  2445% |  8(2.91) 13 (6.10) 3.12 68(28.93)  35(2023)  37.49 ** 14 (5.11) 15 (7.04) 471
Clinical 144 (61.28) 66 (38.15) 20(7.29) 13 (6.10) 106 (45.11) 42 (24.27) 8 (2.92) 14.(6.57)
Intrusive Normal 141 (60) 141 (81.50) 257 (93.79) 199 (93.42) 124 (52.76) 120 (69.36) 253 (93.35) 182 (85.44)

8  Behavioral  Borderline 34 (14.46) 3(1.73) 2171 | 11(4.01) 5(2.34) 2.63 46(19.57)  32(1849)  16.03 ** 16 (5.84) 20 (9.39) 6.75%
Problem Clinical 60(25.53)  19(10.98) 6(2.18) 9 (4.23) 65(27.65)  21(12.14) 5(1.82) 11(5.16)
ntemalizing o™l 14 (5.96) 3(1.73) 196 (71.53) 161 (61.50) 8 (3.40) 1(.58) 175 (63.86) 139 (65.25)

9 el Borderline 8 (3.40) 4(231) 497 24 (8.76) 14 (6.57) 1.22 11 (4.68) 2(1.16) 7.91% 24 (8.75) 36(16.90)  11.18%*

Clinical 213 (90.63) 166 (95.95) 54(19.71)  38(17.84) 216(91.9) 170 (98.26) 75(27.37) 38 (17.84)
Extemalizing o™l 37(1574) 21 (12.13) 161 (58.75) 168 (78.07) 21(8.93) 9(5.20) 224 (81.75) 157 (73.70)
o oo Borderline 7 (2.97) 25(1445)  18.42%* | 10 (3.64) 23(10.79)  50.92%* | 20(8.51) 29 (16.76) 7.79% 19 (6.93) 27 (12.67) 5.69
Clinical 191 (81.27) 127 (73.41) 103 (37.59)  22(10.33) 194 (82.55) 135 (78.03) 31(1131)  29(13.61)
Total Normal 24 (10.21) 8 (4.62) 209 (76.28) 168 (78.87) 16 (6.80) 0(0) 211(77.01) 160 (75.11)
T e Borderline 8 (3.40) 2(11.56) 6.70* 23 (8.39) 11 (5.16) 1.93 7(2.97) 5(2.89) 12,29 ** 17 (6.20) 17 (7.98) 60
Clinical 203 (86.38) 163 (94.22) 42(1532)  34(15.96) 212(9021) 168 (97.10) 46 (16.71) 36 (16.90)
*p <.05. **p <.001.
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Table 28 indicates that significant differences (for ASR) exist across gender in
clinical sample for the diagnostic categories of the problem behaviors. Among these,
female scored higher on clinical diagnostic category (as compared to borderline and
normal) for anxious depressed problems, attention problem, and total problem. However,
male scored higher on aggressive behavior, rule breaking, intrusive behavior, and
externalizing behavioral problem. Non-significant differences are apparent for
internalizing behavioral problem across gender in clinical adults. For non-clinical sample,
only significant difference is apparent for externalizing behavioral problems as they are

more prevalent in males in comparison to females.

Table 28 further indicates that significant differences (for ABCL) exist across
gender in both samples for the diagnostic category (clinical) across problem behaviors.
Problem behaviors including anxious depressed, withdrawn, attention, internalizing, and
total problems are more prevalent in females for clinical sample in case of ABCL based
scales as compared to males. However, somatic complaints, aggressive behaviors, rule
breaking, intrusive, and externalizing are more apparent in males. Non-significant
differences across gender are apparent on the clinical sample on ABCL. Similarly, for non-
clinical sample, across narrow band scales significant differences are apparent for somatic
complaints, thought problems, and intrusive problems. These problems are more prevalent
in males as compared to females. Across broad band scales only significant difference is
apparent on internalizing behavioral problems. As these are more prevalent in males in

comaprison to females.

Figure 5 and 6 provides a graphical representtaion of the above-mentioned problem
behaviors across gender of both samples. The direction of results is similar to the

description given above.
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Figure 5. Prevalence of Problem Behavior ASR across Gender

Figure 6. Prevalence of Problem Behavior ABCL across Gender

Furthermore, in order to compare ADP IV scales across gender for clinical and non-

clinical sample chi-square was also computed.



Table 29
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Chi square Analysis for ADP IV across Gender for Clinical (N = 408) and Non-Clinical
(N = 487) Sample

Clinical (N = 408)

Non-Clinical (N = 487)

Personality Diagnosis Male Female Male Female 5
Disorders g (=235 (=173 2 drQ) | (=214 @=213 O U
f(%) 1(%) 1(%) 1(%) M
. Diagnosed 84(35.74) 39 (22.54) . 8(2.92) 11 (5.16)
Paranoid Undiagnosed  151(64.25) 134 (77.4) 8.24 226 (82.48) 202 (9484) O
Sehizoid Diagnosed 833532)  35(2023) || oo, 3 (1.09) 4(1.88) ]
Undiagnosed 152 (64.68) 138 (79.76) : 271(98.91) 209 (98.12)
. Diagnosed 63 (26.81) 24 (13.87) . 4 (1.46) 3 (1.41)
Schizotypal - j fiaonosed 172 (73.19) 149 (86.12) 3 270 (98.54) 210 (98.59) i
. Diagnosed 53 (22.55) 7 (4.04) ers 2(.73) 1(47)
Antisocial Undiagnosed 182 (77.4) 166 (95.95) 2020 272(99.27) 212 (99.53) i
. Diagnosed 119 (50.63) 65 (37.58) 9 (3.28) 9 (4.23)
Borderline Undiagnosed 116 (49.36) 108 (62.42) 6.87 265(96.72) 204 (95.78) "0
. Diagnosed 30 (12.76) 5(2.89) e 2(.73) 1 (47)
Histrionic Undiagnosed 205 (87.23) 168 (97.11) 27 272(99.27) 212 (99.53)
. Diagnosed 48 (20.42) 7 (4.04) wee | 9(328) 2(.94)
Narcissism Undiagnosed 205 (87.23) 168 (97.10) 222 265(96.72) 211 (99.06)
. Diagnosed 59(25.10) 20 (11.56) v | 10(3.65)  10(4.69)
Avoidant Undiagnosed 176 (74.89) 153 (8843) 117 265(96.72) 203 (9531) 3
Diagnosed 51(19.25) 18 (10.40) " 4 (1.46) 9(4.22)
Dependent Undiagnosed 184 (78.29) 155 (89.60) 0 270 (98.54) 204 (95.78) i
Obsessive Diagnosed 77(32.77) 34 (19.65) 065 19(693) 2501174 .
Compulsive  Undiagnosed 158 (67.23) 139 (80.34) : 255(93.07) 188 (88.26) :
NOS. Diagnosed 48(20.42) 29 (16.76) . 2(73) 8(3.76) ]
Depressive Undiagnosed 187 (75.79) 144 (83.24) ) 272 (99.27) 205 (96.24)
NOS. Passive  Diagnosed 70 (27.78) 38 (21.96) 313 4 (1.46) 13 (6.10) )
Aggressive Undiagnosed 165 (70.21) 135 (70.03) ) 270 (98.54) 200 (93.90)

*n <.05. **p <.001.

Table 29 indicates that significant differences exist across gender: paranoid,

schizoid, schizotypal, antisocial, narcissistic, histrionic, avoidant, dependent, and

obsessive-compulsive personality disorders were more prevalent in males in comparison

to females for clinical sample. Non-significant differences exist with reference to

borderline personality disorder for clinical sample. For non-clinical sample some chi-

squares cannot be computed as the count is less than 5, while other differences were non-

significant.
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Figure 7. Prevalence of Personality Disorders across Gender

The graphical representation of the salient findings of the PDs across gender for

both samples is represented in Figure 7.

In order to compare ASR and ABCL syndrome-based scales across age, for both

samples, chi-square was computed.
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Table 30
Chi-square for ASR and ABCL Syndrome based Scales across Age for Clinical (N = 408) and Non-Clinical (N = 487) Sample
ASR ABCL
Clinical (N = 408) Non-Clinical (N = 487) Clinical (N = 408) Non-Clinical (N = 487)
. . 18-35 yrs 36-59 yrs 18-35yrs 36-59 yrs . 18-35 yrs 36-59 yrs 2, df 18-35yrs 36-59 yrs 2, df
Syndrome Diagnosis (n = 234) (n = 234) 2dro) | = 3£yt9) (n = 13y8) Xz’zdf (n = 204) (n = 254) X(z)f (n 2 349) (n = 13y8) X(z)f
[(%) [(%) [(%) [(%) @ [(%) [(%) [(%) [(%)
Amcions Normal 29 (14.21) 12 (5.89) 298 (8538) 122 (88.40) 22 (10.70) 10 (4.90) 291 (83.38) 121 (87.68)
L Depressed Borderline 7 (3.43) 8(3.97) 7.84* 26 (7.44) 9.(6.52) 88 9 (4.41) 19.(9.31) 6.53% 27 (7.73) 8 (5.79) 1.41
Clinical 168 (82.35) 184 (90.19) 25 (7.16) 7(5.07) 173 (84.80) 178 (87.25) 31(8.88) 9(6.52)
Normal 30 (14.71) 25 (12.25) 291 (8338)  125(90.57) 29(1421)  24(11.76) 291 (8338) 125 (90.57)
2 Withdrawn Borderline 13 (6.37) 9.(4.41) 1.43 31(8.88) 9.(6.52) 491 8(3.12) 25(12.25)  9.68* | 36(1031) 8(5.79) 412
Clinical 161 (78.92) 170 (83.33) 27 (1.73) 4(2.89) 167 (81.86) 155 (75.98) 22 (6.45) 5(3.62)
Somatic Normal 27 (13.23) 19 (9.31) 283 (81.08) 122 (88.40) 28 (13.72) 16 (7.84) 226 (64.76) 116 (84.03)
3 Complaits Borderline 31 (15.19) 25 (12.25) 2.68 35 (10.02) 6(4.34) 474 24(11.76)  25(12.25) 3.68 38 (10.88) 8 (5.79) 4.11
Clinical 146 (71.56) 160 (78.43) 31(8.88) 10 (7.24) 152 (74.50) 163 (79.90) 45(12.89)  14(10.14)
Thought Normal 82 (40.19) 78 (38.23) 301 (86.24) 123 (89.13) 40(19.61) 37 (18.13) 270 (77.36) 116 (84.06)
4 peEn Borderline 31 (15.19) 38 (18.60) 86 20 (5.73) 8 (5.79) 1.29 39(19.11) 53 (12.99) 275 39(11.17)  15(10.86) 475
Clinical 91 (44.61) 88 (43.13) 28 (8.02) 7(5.07) 125 (61.27) 114 (55.88) 40 (11.46) 7(5.07)
A tention Normal 41(20.09) 16 (7.84) 306 (87.67) 120 (86.95) 26 (12.75) 17 (8.33) 313 (37.53) 126 (91.30)
5 broblem Borderline 14 (6.86) 8(3.97) 15.52%+ 21 (6.01) 10 (5.95) 28 20 (9.80) 4(196)  1438* | 26 (7.44) 10 (7.24) .
Clinical 149 (73.03) 180 (88.23) 22 (6.30) 8 (5.79) 158 (77.45) 183 (87.70) 10 (2.86) 2(1.44)
Aggressive Normal 30 (14.70) 23 (11.27) 300 (85.95) 125 (90.57) 27(13.23) 32 (15.68) 311(89.11) 128 (92.75)

6  Behavioral Borderline 27(13.23) 19 (9.31) 3.04 27(1.73) 5(3.62) 2.82 39(19.12)  37(18.13) 51 25 (7.16) 7(5.07) .

Problem Clinical 147 (72.05) 162 (79.41) 22 (6.30) 8 (5.79) 138 (67.64) 135 (66.17) 13 (3.72) 3(2.17)
Normal 80 (39.21) 62 (30.39) 306 (87.67) 127 (92.02) 79(38.72) 78 (38.23) 308 (88.25) 128 (92.75)
7 RuleBreaking Borderline 28 (13.72) 28 (13.72) 3.83 16 (4.58) 5(3.62) 2.09 38(18.62)  65(31.86)  11.65%* | 22(6.30) 7(5.07) 2.82
Clinical 96 (47.05) 114 (55.88) 27 (1.74) 6(4.34) 87 (42.62) 61 (29.90) 19 (5.44) 3(2.17)
Intrusive Normal 149 (73.03) 133 (65.19) 325(93.12) 131 (94.92) 122 (59.80) 122 (59.80) 308 (88.25)  127(92.02)

8  Behavioral Borderline 15 (7.35) 32 (15.68) 7.07* 10 (2.86) 6 (4.68) . 40(19.61)  38(18.62) 10 32 (9.16) 4(2.89) 7.29%
Problem Clinical 40 (19.60) 39 (19.11) 14 (4.01) 1(17) 42(2058) 44 (21.56) 9(2.57) 7 (5.07)
temalizing o™l 9 (4.41) 8(3.92) 247 (7077) 110 (79.71) 5(2.45) 4(1.96) 211 (60.45) 103 (74.63)

9 it Borderline 11 (5.39) 1 (49) 8.71* 29 (8.30) 9(6.52) 4.16 9 (4.41) 4(19.96) 2.12 46(13.18)  14(10.14)  9.12%

Clinical 184 (90.19) 195 (95.58) 73(20.92)  19(13.76) 190 (93.13) 196 (96.07) 92(2636)  21(12.50)
Externalizing Vo™ 29 (14.21) 29 (14.21) 248 (71.06) 81 (58.69) 16 (7.84) 14 (6.86) 267 (76.50) 114 (82.60)
10 et Borderline 24(11.76) 8(3.97) 8.81* 24 (6.87) 9(6.52) 8.49% 20 (9.80) 29 (14.21) 1.94 35 (10.02) 11(7.97) 223
Clinical 151 (74.01) 167 (81.86) 77 (22.06) 48 (34.78) 168 (82.35) 161 (78.92) 47 (13.46) 13 (9.42)
Normal 20 (9.80) 12 (5.88) 266 (76.21) 111 (7.97) 10 (4.90) 6(2.94) 259 (74.21) 112 (81)
11 Total Problem  Borderline 7(3.43) 3 (1.47) 3.94 26 (7.44) 8 (5.79) 1.03 7 (3.43) 5(2.45) 1.43 28 (8.02) 6 (4.34) 3.17
Clinical 177 (80.76) 189 (92.65) 57(1633)  19(13.77) 187 (91.66) 193 (94.60) 62(17.76) 20 (11.90)

*p <.05. **p <.001.



133

Table 30 illustrates ASR and ABCL prevalence on diagnostic categories across age
for both samples. For ASR, it indicates that significant differences exist across age in
clinical sample for problem behaviors including; anxious depressed, attention problem,
intrusive, internalizing, and externalizing problems. Furthermore, clinical diagnosis (as
compared to borderline and normal) is more prevalent in late adulthood as compared to
early adult hood. For non-clinical sample, only significant difference is apparent across
externalizing behavioral problem being more prevalent in early adulthood as compared to

late adulthood.

Similarly, Table 30 further elaborates prevalence of problem behvaior for ABCL
across age. Significant differences exist across age in clinical sample for problem behaviors
including; anxious depressed, withdrawn, attention, and internalizing behavioral problem.
Clinical diagnosis is more prevalent in late adulthood as compared to early adult hood.
However, for non-clinical sample, only significant difference is across externalizing

behavioral problem being more prevalent in early adulthood as compared to late adulthood.

The detailed and elaborative picture of these differences across age and sample for

ASR and ABCL is graphically represented in Figure 8 and 9 below.

Figure 8. Prevalence of Problem Behaviors (ASR) across Age



Figure 9. Prevalence of Problem Behaviors (ABCL) across Age
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In order to compare ADP IV scales across age for clinical and non-clinical sample

chi-square was computed.

Table 31
Chi-square for ADP IV across Age for Clinical (N = 408) and Non-Clinical (N = 487)
Sample
Clinical (N = 408) Non-Clinical (N = 487)
Personality . . 18-35 yrs 36-59 yrs 18-35 yrs 36-59 yrs 5
Disorders Diagnosis (n=204)  (n=204) Fdf() | _(n=349) (@n=138) (’ij
f(%) f(%) f(%) f(%)
. Diagnosed 68(33.33)  55(26.96) 13 (3.72) 6 (4.34)
Paranoid Undiagnosed 136 (66.66) 149 (73.03) %7 336 (9627)  132(95.65) \°
Sehipoid Diagnosed 59(28.92) 59 (28.92) 00 6 (1.72) 2 (1.45) ]
Undiagnosed 145 (71.07) 145 (71.07) : 334 (95.70) 136 (98.55)
. Diagnosed 47(23.03) 40 (19.60) 4(1.15) 3(2.17) ]
Schizotypal Undiagnosed 157 (76.96) 164 (80.39) 72 345 (98.85) 135 (97.82)
. Diagnosed 39(19.11)  21(10.29) 3 (57.36) 0 (0)
Antisocial Undiagnosed 165 (80.88) 183 (89.70) 33 346 (99.14) 138 (100) )
. Diagnosed 95 (46.56) 89 (43.62) 13 (3.72) 5(3.62)
Borderline Undiagnosed 109 (53.43) 115 (56.37) 36 336(96.27)  133(96.37) 003
. Diagnosed 25(12.25) 10 (4.90) . 2(57) 1(.72)
Histrionic Undiagnosed 179 (87.74) 194 (95.09) %3 347 (99.42)  137(99.27) )
. Diagnosed 30 (14.70) 25 (12.25) 8(2.29) 3(2.17)
Narcissism Undiagnosed 174 (85.29) 179 (87.74) 33 341(97.70) 135 (97.82)
. Diagnosed 49 (2401) 30 (14.71) . 15 (4.29) 5(3.62)
Avoidant Undiagnosed 155 (75.98)) 174 (8529) %7 334(9570)  133(9637) M1
Diagnosed 38(18.62)  31(15.19) 10 (2.86) 3(2.17)
Dependent Undiagnosed 166 (81.37) 173 (84.80) 86 339 (97.13) 135 (97.82) )
Obsessive Diagnosed 60 (41.66) 51 (25) 1.00 26 (7.44) 18 (13.04) 377
Compulsive Undiagnosed 144 (70.58) 153 (75) ) 323 (92.56) 120 (86.95) )
NOS. Diagnosed 41(20.09) 36 (17.64) 40 5 (1.43) 5(3.62) ]
Depressive Undiagnosed 163 (79.90) 168 (82.35) ) 334 (95.70) 133 (96.37)
NOS. Passive  Diagnosed 60 (29.41)  48(23.52) . 11 (3.15) 6 (4.35) -
Aggressive Undiagnosed 144 (70.59) 156 (76.47) ) 338(96.84) 132 (95.65)

*n <.05. *¥*p <.001.
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Table 31 indicates that significant differences exist across age in clinical sample for
histrionic and avoidant personality disorder. Both were more prevalent among young
adults. Non-significant differences are apparent for non-clinical sample. In some cases,
chi-square cannot be computed as the frequency count was less than 5. Figure 10
graphically elaborates the significant differences of percentages of diagnosed and

undiagnosed PDs across age on ADP IV in detail.

Figure 10. Prevalence of Personality Disorders across Age

Table 32 and 33 represent median number of PD symptoms present across each
diagnostic sub-group of ASR (normal, borderline, and clinical) for both samples. Findings
indicated that in case of both samples Cluster B symptoms were most prevalent. For clinical
sample in case of broad band scale of internalizing behavioral problems nine symptoms of
cluster B were present, whereas for externalizing problems eleven symptoms were present.
For narrow band scale, symptoms of borderline PD were highest with values ranging
between two to six. In case of non-clinical sample, broad band scale of internalizing
behavioral problems five symptoms of cluster B was present. For externalizing behavioral
problems six symptoms of cluster B were present. Similarly, borderline PD was most
prevalent with symptoms ranging from zero to three. In case of clinical sample, the second
most prevalent symptoms were of cluster A, where eight symptoms were present for both
internalizing and externalizing problems. Across narrow band scales, schizotypal PD
symptoms were most prevalent with numbers ranging from one to four. In case of non-
clinical sample, the second most prevalent was Cluster C, with four symptoms present in

case of externalizing behavioral problems and 3.5 in case of internalizing behavioral
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problems. Across narrow band scale, dependent PD symptoms were most prevalent with

numbers ranging between zero to two.
Summary for prevalence

Findings regarding prevalence indicate that for clinical sample BPD was most
prevalent PD whereas for non-clinical sample OCPD was most prevalent. Across ASR and
ABCL, as expected prevalence was much higher among clinical sample in comparison to
non-clinical sample. Non-significant differences were apparent across gender on
internalizing behavioral problems for both samples. Whereas, externalizing behavioral
problems were more prevalent among males in both samples. Except for NOS categories
of PDs, all other PDs were more prevalent among males in clinical sample. For non-clinical

sample these differences were non-significant.
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Table 32
Median Number Personality Disorder Symptoms in subgroups of ASR Syndrome Based Scales among Clinical (N = 408) Sample
183212230;;21% ASR Subgroups Par  SZ ST CLA AS BPD HPD NPD CLB APD DPD OCPD CLC DEP PA
Anxious Normal (n = 41) 1 1 1 3 0 2 1 2 6 1 1 1 4 0 0
Depressed Borderline (n = 15) 0 1 1 3 0 2 1 1 6 2 2 1 4 1 0
Clinical (n = 352) 2 3 3 8 2 5 1 2 10 2 2 2 6 3 3
With drawn Normal (n =55) 0 1 1 3 0 2 1 1 5 1 1 1 4 0 0
Borderline (n =22) 1 1 1.5 5 .50 2 1 1 5 1.5 2 2 5 1 1.5
Clinical (n = 331) 2 3 3 8 2 5 1 2 11 2 2 2 7 3 3
Somatic Normal (n = 46) 1 1 1 4 1 2.5 1 1 6 1 2 2 5 1 .50
Borderline (7 = 56) 2 2 2 7 1 3 1 2 8 1 2 2 5 2 2
Clinical (n = 306) 2 3 3 8 2 5 1 2 10 2 2 2 6 3 3
Internalizing Normal (n=17) 1 0 1 2 0 2 0 1 6 1 1 1 3 0 0
Borderline (n=12) 1 1 1 4 1 2 1 1 5.5 1 1.5 1.5 5.5 0 0
Clinical (n = 379) 2 3 3 8 2 4 1 2 9 2 2 2 6 3 3
Thought Normal (n = 160) 1 2 2 5.5 1 3 1 1 7 1 2 2 5 2 2
Problem Borderline (n = 69) 2 2 3 6 2 2 4 1 8 2 2 2 6 3 2
Clinical (n=179) 3 3 4 10 2 5 2 2 11 2 2 2 7 3 3
Attention Normal (n =57) 0 1 1 3 0 2 1 1 6 1 1 1 4 0 0
Problem Borderline (n = 22) 1.5 2 2 6 1 3 1 1 7 1.5 2 2 5 2 1.5
Clinical (n = 329) 2 3 3 8 2 5 1 2 11 2 2 2 7 3 3
Rule Breaking  Normal (n = 142) 1 1 2 4.5 0 3 1 1 5 1 2 1 4.5 2 1
Borderline (n = 56) 2 2 3 6.5 1 4 1 1 7.5 1.5 2 2 5 3 2
Clinical (n=210) 3 3 4 10 3 5.5 2 2 13 2 3 3 8 3 3
Aggressive Normal (n =53) 0 1 1 3 0 2 1 1 5 1 1 1 4 1 0
Behavior Borderline (n = 46) 1 2 2 5 .50 2.5 1 1 5 1 2 2 5 3 2
Clinical (n = 309) 3 3 3 9 2 5 2 2 11 2 2 2 6 3 3
Intrusive Normal (n = 282) 2 2 2 6 1 3 1 1 7 1 2 2 5 3 2
Borderline (n = 47) 3 3 4 10 2 5 2 2 13 2 2 2 6 3 3
Clinical (n=179) 3 3 4 11 4 6 3 3 15 3 3 3 10 3 3
Externalizing Normal (n = 58) 1 1 1 4 0 2 1 1 5 1 2 1 5 1.5 1
Borderline (n =32) 1 2 2 6 0 3 1 0 4.5 1 1 1 4 2.5 2.5
Clinical (n = 318) 2 3 3 8 2 5 2 2 11 2 2 2 6 3 3
Total Problem  Normal (n = 32) 0 1 1 2 0 2 1 1 55 1 1 0 35 0 0
Borderline (n = 10) .50 .50 1.5 3 0 2 1.5 .50 5 1.5 2 2 4.5 1 1
Clinical (n = 366) 2 3 3 8 2 4 1 2 10 2 2 2 6 3 3
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Table 33
Median Number Personality Disorder Symptoms in subgroups of ASR Syndrome Based Scales among Non-Clinical (N = 487) Sample
Scales ASR Subgroups Par SZ ST CLA AS BPD HPD NPD CLB APD DPD OCPD CLC DEP PA
Anxious Normal (n = 420) 0 0 0 1 0 0 0 0 1 0 0 .1.0 1 0 0
Depressed Borderline (n = 35) 1 1 1 2 0 1 1 1 3 0 1 1 3 0 0
Clinical (n = 32) 1.5 0 1 3 1 3 1 1 6.5 1 3 2 6 2.5 2
With Drawn ~ Normal (n = 416) 0 0 0 1 0 0 0 0 1 0 0 1 1 0 0
Borderline (n = 40) 1 1 1 3.5 0 1 1 1 3 1 1.5 1 4.5 .50 0
Clinical (n =31) 1 1 1 3 1 2 1 1 7 1 2 2 5 1 1
Somatic Normal (n = 405) 0 0 0 1 0 0 0 0 1 0 0 1 1 0 0
Borderline (n = 41) 1 0 0 2 0 1 0 1 3 1 0 1 3 0 1
Clinical (n =41) 1 0 1 3 1 2 1 1 5 0 1 1 3 0 1
Internalizing  Normal (n =357) 0 0 0 1 0 0 0 0 1 0 0 0 1 0 0
Borderline (n = 38) 1 .50 1 2 0 1 1 1 4 1 .50 2 3.5 0 1
Clinical (n =92) 1 1 1 3 0 2 1 1 5 1 1 1 3 1 1
Thought Normal (n = 424) 0 0 0 1 0 0 0 0 1 0 0 1 1 0 0
Problem Borderline (n = 28) 0 0 0 2 0 2 1 2 5 .50 .50 1 2.5 .50 1
Clinical (n = 35) 0 0 1 2 1 2 1 1 5 0 1 2 3 0 0
Attention Normal (n = 426) 0 0 0 1 0 0 0 0 1 0 0 1 1 0 0
Problem Borderline (n = 31) 0 1 1 2 1 2 1 1 5 1 1 1 3 0 1
Clinical (n =30) 1 .50 1 3 1 2.5 1 1 6 1 2.5 1.5 5 1 1
Rule Normal (n = 433) 0 0 0 1 0 0 0 0 1 0 0 1 1 0 0
Breaking Borderline (n = 21) 0 0 1 2 0 2 1 1 4 1 1 1 3 1 1
Clinical (n = 33) 1 0 1 2 1 1 1 1 4 0 1 1 3 0 0
Aggressive Normal (n = 425) 0 0 0 1 0 0 0 0 1 0 0 1 1 0 0
Behavior Borderline (n = 32) 1 1 1 3 1 2 1 1 5 1 1 1.5 3.5 1 1
Clinical (n =30) 1 1 0 2 0 1.5 .50 1 6 0 .50 1 3 0 .50
Intrusive Normal (n = 456) 0 0 0 1 0 0 0 0 1 0 0 1 1 0 0
Borderline (n = 16) 1 0 .50 2 .50 1 1 1.5 3 0 0 1 2 0 0
Clinical (n =15) 0 0 1 2 0 1 0 1 5 0 0 2 3 0 0
Externalizing Normal (n = 329) 0 0 0 1 0 0 0 0 1 0 0 1 1 0 0
Borderline (n = 33) 1 1 1 3 1 2 2 1 2 1 2 2 4 0 0
Clinical (n = 125) 0 0 0 1 0 1 0 1 6 0 0 1 2 0 0
Total Normal (n =377) 0 0 0 1 0 0 0 0 1 0 0 0 1 0 0
Problem Borderline (n = 34) 1 0 .50 2 0 1 1 1 2.5 1 1 1 2 0 0
Clinical (n =76) 1 1 1 3 1 2 1 1 6 1 2 1 4 1 1
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Results for establishing correlation and prediction

After establishing psychometrics and prevalence, the next part of the study aims to
test the hypotheses of the study. This section aims to test the objective of establishing the

relationship between PDs and problem behavior.

A priori sample estimation was carried out using Gpower (Version 3.1.9.6) with
medium effect size, error probability (a = .05), and sample power (.95), the adequate
sample size was 138. Therefore, both clinical (N =408) and non-clinical samples (N =487)
of the present study were enough to test the relationship between study variables through

Pearson Product Moment Correlation.

Table 34 indicated that significant positive relationship is evident between all the
syndrome subscales of ASR and Cluster A PDs including paranoid, schizoid, and
schizotypal for clinical sample. Similarly, significant positive relationship was apparent
between all ASR syndrome scales and Cluster B PDs including anti-social, borderline,
histrionic, and narcissistic. In addition to it, ASR syndrome scales had significant positive
relationship with all Cluster C disorders including avoidant, dependent, and obsessive-
compulsive except for somatic complaints which was non-significant. In all the
relationship of ASR syndrome scales with over all cluster total, NOS depressive, and NOS

passive aggressive was also significant and positive.

In Contrast for non-clinical sample the relationship between ASR syndrome and
Cluster A including paranoid, schizoid, and schizotypal PD was positive and significant.
Similar patterns were evident for ASR syndrome and Cluster B disorders including anti-
social, borderline, narcissistic, and histrionic PD where all relationships were significant
and positive. In addition to it, ASR syndrome scales had significant positive relationship
with all Cluster C disorders including avoidant, dependent, and obsessive-compulsive PD.
In all the relationship of ASR syndrome scales with over all cluster total, NOS depressive

and NOS passive aggressive was also significant and positive.

In order to assess relationship between ABCL broad and narrow band scales and

ADP 1V clusters, Pearson Product Moment Correlation was computed.
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Table 34
Correlation between ASR Syndrome Based Scales and ADP IV across Clinical (N = 408) and Non-Clinical (N = 487) Sample

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27
1 - 79" .60 .83 457 657 39" 317 93" 33" 84 347 32 33" 277 447 227 10" 207 317 a7 57T 437 417 317 257 36
2 73" - 56 767 427 65T 457 36T 877 .37 .82 397 38" 427 337 407 217 247 207 277 A5T 52 44T 47T 327 247 38
3 58" 48" - 587 37 51T 247 18T .82 207 .66 247 167 217 18" 29" .04 -.02 .05 12" .02 367 227 247 167 .07 A7
4 74%* 70" 58" - 497 747 517 397 .83 437 897 44T 39" 44 427 487 307 197 217 317 17" 54T 45T 507 417 267 437
5  .50%* 43" 51 52" - 497 337" 23" 47" 337 607 497 32" 417 307 46T 200 227 16 237 23 347 347 497 357 237 40T
6 72%* 66" 58" 71 .60™ - 667 .62 .69 .60 .88 .53 38" 48" 63" .62 37" 337 8" 25" 22" 457 52" 55 58 25T 537
7 .60%* 57 A7 65" .59 68" - 66 41 727 72 427 437 487 72 597 83T 51 33 38 39 31 53 54T .69 417 .63
8 42% 39" 34" 48" A7 64" 617 - 327 .62 607 357 42 48T 637 527 55T 52 34T 397 407 247 447 497 657 427 60T
9 94%* 83" 79" 79" 56" T .64 45" - 347 88" 377 32 37 297 437 18" .08 A7 27 a3t 567 417 427 307 217 .35
10 31** 317 25" 35" 29" 43" 417 417 34" - 59 37T 407 447 607 52 437 417 277 347 357 317 487 47T 587 367 .54
11 87** 79" 72" 87" 70" 88" .78 63" 93" 427 - 537 47" 54T 58T 637 41 337 28 38 28" 567 .57 .60 .58 357 58T
12 a4t 420 33T 34T 247 35T 4T 207 46T 17T 41T - 45T 60T S3T 617 36T 43T 290 327 367 43¢ 55T 83 S8t 377 667
13 35t 430 22" 31T 27 27 a8t 06 38T 08 327 3T - 71T 86T 54T ;T 53T 64 63T 56T 55T 6T 827 .3 69T 79"
14 42%* A3H* 317 40" 32" 34" 317 18" 45" 16" 43" .66™ 71 - 627 .60 567 .57 .55 58 51T 52 .66 91T 697 .62 .82
15 32%* 30%* 28" 35" 26" 36™ 37" 27 35" 7T 39" 53" 50" 65" - J1U7 .62 627 44T 44 45T 387 607 .67 .87 527 18"
16  43** A1HE 32" 427 34" 46" 32" 25" 49" 16" 49" 67" 527 66" 63" - 56" 537 437 487 49" 45T 62" .69 .84 537 78"
17 35%* 28%** 22" 32" 24" 317 28" 25" 34" 13" 36" 61" 49" 63" 61" 71 - 797 .60 .69 .64 357 587 567 .85 .73 .81
18 32 30% 277 307 277 33T 267 22 35T 6T 36 65T 527 3T s8T 66T 707 - 56 60T .64 29" 58T 597 85T 687 817
19 42¢% 45w 25T 38T 207 28T 227 100 43 08 38" 607 65T 63T 507 637 60T 56T - 767 637 47T 56T 567 .59 89" 75"
20 .50%* A3 317 49" 30" 37 347 217 49" 147 48" 59" 56" 60" 56" 68" 67" .54 73" - 657 .50 59 58 .66 .90 79"
21 32%* 32k 25" 31 19" 24 15" 13" 34" 10" 31 63" 53" 58" 40" 57 517 .60™ 59" 61" - 347 827 557 657 90" .76
22 58%* A5H* 317 46" 27 41" 30" 13" 547197 48" 61" ST 69" 56" 70" 62" 53" 63" 68" 53" - 66 58 44 497 55
23 50%* A40** 31 41 26" 39" 317 19" 49 19" 46" 69" S17 .69 .66™ 727 66" 61" .60™ 677 55T 75" - g3 70" .62 7T
24 ek 40w 337 41" 307 35T 28T 7T 49 16T 45T 84T 85T 9 65T 71T 66T 69T 72T 677 67T Mt 3t - 4T 4t 88T
35 4w 3ge 3T 4% 337 437 36T 207 45T 8T 477 T s9T 75T 80" 89T 88T 86T 677 20 et 71t a7t 79t -t 3T
26 47F* A6%* 317 46" 27 34" 28" A7 48" 127 45" 69" 66™ 69" 56" 72" 68" 65" .88 90" .84 71 70" 79" 7" - 87

27 A49%F 4TFF 34" 46" 337 41 34T 24" 51 7T 507 81 74 84 74" 85T 82" 81”81 L7 76" 77T 79" 92" 94" 91" -
Note. Bold = Clinical; 1 = ASR Anxious Depressed; 2 = ASR Withdrawn; 3 = ASR Somatic Complaints; 4 = ASR Attention Problem; 5 = ASR Thought Problem; 6 = ASR
Aggressive Behvaior; 7 = ASR Rule Breaking; 8 = ASR Intrusive; 9 = ASR Internalizing; 10 = ASR Externalizing; 11 = ASR Total Problem; 12 = Paranoid; 13 = Schizoid;
14 = Schizotypal; 15 = Antisocial; 16 = Borderline; 17 = Histrionic; 18 = Narcissism; 19 = Avoidant; 20 = Dependent; 21 = Obsessive Compulsive; 22 = NOS-depressive; 23
= Passive Aggressive; 24 = Cluster A; 25 = Cluster B; 26 = Cluster C; 27 = Total Clusters.

*n <.05. **p <.001.
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Table 35
Correlation between ABCL Syndrome Based Scales and ADP IV across Clinical (N = 408) and Non-Clinical (N = 487) Sample

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27
1 - 747 507 427 767 487 227 167 92" 367 757 29 267 287 18 327 157 .02 157 257 12" 507 357 337 217 207 27"
2 66" - 417 447 767 637 43 327 85 56 .82 37 37 387 36 427 257 157 247 29" 207 487 427 447 357 27" 397
3 59" 427 - 367 46 317 .06 .04 73 187 49 137 .08 A17 09 187 -.04 -.05 .02 .08 -.01 27" 157 137 .06 .03 .08
4 457 44 44 - 49™ AT 27" 237 48" 397 627 46™ 267 417 327 46 157 15 127 13 157 357 37 457 337 157 357
5 74 64" 59" 58" - .68 46" 317 79 59" 88" 427 36" 39" 40" 447 26" 177 19" 297 147 AT 407 46" 38" 23 40"
6 72" 617 59" 557 73 - 647 647 557 90" 867 48 367 457 647 57 397 39 237 257 257 357 48 51 597 28 537
7 57 597 48" 637 67 66 - 647 27" .89 687 40 46 46 72 507 537 537 337 38 387 247 48 S1 67" 417 617
8 457 427 407 44 527 66™ 60™ - 207 817 57 337 337 427 587 46 51 547 317 327 387 147 407 437 617 38 547
9 93" .80™ 78" 527 9™ a7 64" 50" - 437 .82 32 29 307 247 37 147 .04 167 25" 13" 507 37 367 247 207 307
10 69" 64 58" 63" 76™ 93" 86™ 817 76™ - .83 487 457 51 757 597 537 547 327 36 37 307 537 57 1 40" 647
11 85" 75" 1 697 88™ .89™ .80™ 67" 92" 92" - 527 457 51 59" 607" 407 357 287 367 29 497 557 587 587 35 57
12 397 36" 18" 207 27 29" 207 14" 37 26" 33" - 45" 60" 53 617 36" 43" 29" 327 36" 43" 55 83" 58" 37 66"
13317 38" 177 18T 26T 20" 16" .06 34T 18T 28" 53T - 1" 567 54T 520 530 647 630 560 55T 670 827 637 .69 79"
14 37 42 17 22 32" 29" 28" 16™ 38" 29" 36" 66 Vil - 627 607" 567 57 557 587 51 527 66 91 697 627 .82
15 31" 29" 22" 25" 317 31 34" 19" 327 33" 35" 53" 50" 65" - 1 62 627 44 49™ 457 387 607" 67" 87" 527 78
16 457 38" 25" 257 34" 38" 29 16™ 44" 35" A1 67 527 66 63" - 567 537 437 48 49 457 627 69 847 53 787
17 31" 26" 127 15" 24" 227 23" 14™ 28" 24" 27 617 49" 63" 617 1 - 79" 60 69" 647 357 587 56 85" 73 81
18 257 30 18T 177 217 277 217 16 29" 26" 28" 65T 527 .63 587 667 70" - 567 56" 647 297 58" 597 85" 68" 817
19 367 34" 13" A1 25" 17 16™ .03 34" 16™ 26" 60 657 63" 50" 637 60" 56 - 76" .63 AT 56" 56" 59" .89 75"
20 447 367 16T AT 34T 24" 28" 120 407 26" 357 597 56T 60" 567 68" 677 54T 3 - 65T 507 597 58 66T 907 79"
21 27 307 10" 10" 18" 16™ 127 .03 27 137 217 637 537 58" 40" 57 S 60 59 617 - 347 527 557 657 87" 767
22 52" 417 20" 18" 36™ 32" 24" .07 47 27 38" 617 57 69" 59" 70" 62" 53" 63" 687 53 - 66 587 44 49 557
23 44 36" 217 197 317 30" 27 12" 417 29" 36" 69 S 69 66 727 66" 617 60 67 557 75 - 737 707 627 a7
24 417 44 20" 23" 33" 30" 25" 14™ 427 28" 37 84" 85™ 92" 657 1 66™ 69" 72 67 67 72 73" - 74 647 .88
25 39" 367 227 24" 327 35T 317 197 39" 4™ 38 727 59" 75 80T 89" 88" 86 .67 720 2" 1t 37t 79t - a1t 93¢
26 417 38" 15" 157 30" 22" 217 .07 38" 21 31 69 66 69 56" 27 68" 657 88" 90" 84™ a1 70" 9™ a7 - 87

27 A4 42 21" 237 34 32" 28T 15T 43T 31 39" 81T 74T 84T 74T 85T .82 81T 81T 82" 76T 77T 79 92" 94" 917 -

Note. Bold = Clinical; 1 = ABCL Anxious Depressed; 2 = ABCL Withdrawn; 3 = ABCL Somatic Complaints; 4 = ABCL Thought Problem; 5 = ABCL Attention Problem;
6 = ABCL Aggressive Behvaior; 7 = ABCL Rule Breaking; 8 = ABCL Intrusive; 9 = ABCL Internalizing; 10 = ABCL Externalizing; 11 = ABCL Total Problem; 12 =
paranoid; 13 = Schizoid; 14 = Schizotypal; 15 = Antisocial; 16 = Borderline; 17 = Histrionic; 18 = Narcissism; 19 = Avoidant; 20 = Dependent; 21 = Obsessive Compulsive;
22 = NOS-depressive; 23 = Passive Aggressive; 24 = Cluster A; 25 = Cluster B; 26 = Cluster C; 27 = Total Clusters.

% <.05. **p < 001.
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For clinical sample positive relationship was apparent between syndrome-based
scales of ABCL and Cluster A of Personality disorders including paranoid, schizoid, and
schizotypal disorder. For Cluster B and ABCL syndrome-based scales a positive
relationship was apparent except for relationship between somatic complaints. A positive
relationship was also apparent between Cluster C including avoidant, obsessive
compulsive, and dependent PD and all subscales of Syndrome based ABCL scales except
somatic complaints. A significant positive relationship was evident between NOS
depressive and all syndrome based ABCL syndrome-based subscales. For NOS-passive
aggressive significant relationship was apparent with all syndrome-based subscales of

ABCL.

For non-clinical sample a positive relationship was evident between syndrome
based ABCL subscales and Cluster A PDs including paranoid, schizoid, and schizotypal
disorders. For Cluster B and its related disorders i.¢., borderline, anti-social, histrionic, and
narcissistic disorders the relationship with syndrome-based scales of ABCL all relationship
was significant and positive. For Cluster C and its disorders i.e., avoidant, obsessive
compulsive, and dependent PD all relationships were significant and positive except for
relationship with intrusive behavioral problem which was non-significant. NOS dependent
PD had significant positive relationship with all syndrome-based scales of ABCL except
for intrusive behavioral problems. NOS passive aggressive PD had significant relationship

with all syndrome-based scales.

A priori sample estimation was carried out using Gpower (Version 3.1.9.6) with
medium effect size, error probability (a = .05), and sample power (.95), the adequate
sample size was 115 (three predictors), 129 (four predictors), and 138 (five predictors).
Therefore, both clinical (N = 408) and non-clinical samples (N = 487) of the present study

were enough to test prediction through regression analysis.

In order to assess role of personality disorders in prediction of anxious depressed

(narrow band scale) stepwise regression analysis was carried out.
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Table 36
Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,

Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Anxious Depressed
Problems among Clinical Sample (N = 408)

Anxious Depressed

Scales B8 R AR F 95 % CI

Cluster A Step 1 Paranoid 36%* 13 61.56** [.17,.29]
Step 2 Paranoid 23 [.07,.21]

Schizotypal AR 1603 39.79% [.07,.22]

Cluster B Step 1 Borderline A44%* 19 95.78** [.22,.33]
Step 2 Borderline S53x* [.27,.39]

Narcissistic 18%* 21023527 [.05,.19]

Step 3 Borderline S0** [.24,.37]

Narcissistic 31F* » o1 39.47%* [.11,.31]

Histrionic 19* ) [.04,.28]

Cluster C Step 1 Dependent 31** .09 42.14%*%* [.16,.29]
NOS Step 1 Depressive ST7Fx 33 195.59**  [.40,.53]
Total Step 1 NOS. depressive  .52** 27 195.59%%* [.40,.53]
Clusters Step 2 NOS. depressive  .50** [.33,.49]
Cluster A 2% 3104 102.03% [.01,.06]

Step 3 NOS. depressive ~ .52%** [.34,.51]

Cluster A 9% 33 .02 70.51%%* [.02,.08]

Cluster C 2% [.01,.06]

*n <.05. **p <.001.

Table 36 indicated that from Cluster A of personality disorders paranoid PD
emerged as the strongest predictor of anxious depressed problems and accounted for 13 %
variance. In step 2, in addition to paranoid PD, schizotypal PD accounted for an additional
3 % variance. The model excluded schizoid PD. The cumulative variance explained by
paranoid and schizotypal PDs in prediction of anxious depressed problems for clinical

sample was 16 %.

From Cluster B, borderline PD appeared as the strongest predictor of anxious
depressed problems and accounted for 19 % variance. In step 2, narcissistic PD explained
an additional 2 % variance. In step 3, in addition to these two histrionic PD accounted for
an additional 1 % variance. Anti-social PD was excluded from overall model. Thus
borderline, narcissistic, and histrionic PD collectively account for 22 % variance in
prediction of anxious depressed problems for clinical sample. From Cluster C only
avoidant PD predicted anxious depressed problems as it accounted for 9 % variance. Both
obsessive compulsive and dependent PD did not predict anxious depressed problems. From

NOS PDs, only NOS depressive predicted anxious depressed problems as it accounted for
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33 % variance. NOS specified passive aggressive PD did not predict anxious depressed

problems for clinical sample.

From all PDs, NOS depressive emerged as strongest predictor of anxious depressed
problems and accounted for 27 % variance. In step 2, addition of Cluster A accounted for
an additional 4% variance. In step 3, addition of Cluster C, resulted in another 2 % increase
in explained variance. In all NOS depressive, Cluster A and Cluster C collectively

accounted for 33 % variance in anxious depressed problems

In order to assess role of PDs in prediction of anxious depressed narrow band scale
stepwise regression analysis was carried out.

Table 37

Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,
Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Anxious Depressed
Problems among Non- Clinical Sample (N = 487)

Clusters Scales Anxious Depressed
)i R AR F 95 % CI
Cluster A Step 1 Paranoid A44%* .19 115.66%* [.31,.45]
Step 2 Paranoid 20%* .03 [.16,.34]
Schizotypal 2% 22 68.63** [.09,.26]
Cluster B Step 1 Borderline 49%* 24 151.34%* [.27,.34]
Cluster C Step 1 Dependent S50%* 24 157.79%% [.32,.44]
Step 2 Dependent A40%* .01 [.22,.39]
Avoidant 3% 25 82.10%** [.01,.21]
NOS Step 1 Depressive S8* 33 242 85%* [.41,.52]
Step 2 Depressive A6%* .01 [.29,.46]
Passive Aggressive 16* .34 127.13** [.05,.25]
Total Step 1 NOS. depressive S8* 33 242 85%* [.41,.52]
Clusters Step 2 NOS. depressive A46%* .01 [.29,.46]
Passive Aggressive 16* .34 127.13%** [.05,.25]

*p <.05.**p <.001.

Table 37 indicated that from Cluster A of PDs paranoid emerged as the strongest
predictor of anxious depressed problems and accounted for 19 % variance. In step 2, in
addition to paranoid, schizotypal accounted for an additional 3 % variance. The model
excluded schizoid PD. The cumulative variance explained by paranoid and schizotypal PD

in prediction of anxious depressed problems for clinical sample was 22 %.

From Cluster B, only borderline appeared as the strongest predictor of anxious
depressed problems and accounted for 24 % variance. Narcissistic, histrionic, and anti-

social PDs were excluded from the overall model.
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From Cluster C dependent PD in step 1 accounted for 24 % variance. In step 2,
addition of dependent PD explained an additional 1 % variance. Obsessive compulsive PD
was excluded from overall model. Both avoidant and dependent PD cumulatively

accounted for 25 % variance.

From NOS PDs, in step 1 NOS depressive predicted anxious depressed problems
as it accounted for 33 % variance. In step 2, NOS specified passive aggressive PD

explained an additional 1 % variance. Both collectively accounted for 34 % variance.

From all PDs, NOS depressive emerged as strongest predictor of anxious depressed
problems and accounted for 33 % variance. In step 2, addition of NOS passive aggressive
PD explained an additional 1 % variance. Both collectively explained 34 % variance.

Cluster A, B, and C were excluded from overall model.

In order to assess role of PDs in prediction of withdrawn (narrow band scale)

stepwise regression analysis was carried out.
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Table 38

Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,
Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Withdrawn
Problems among Clinical Sample (N = 408)

Clusters Scales Withdrawn
B R’ AR’ F 95 % CI
Cluster A Step 1 Schizotypal A42%* 18 87.46**  [.12,.19]
Step 2 Schizotypal 20%* [.07, .15]
Paranoid 21%* 2103 5257 [.04, .11]
Step 3 Schizotypal 18%* [.02,.12]
Paranoid 21%% 22 .01  37.49*%*  [.04,.11]
Schizoid 5% [.01,.13]
Cluster B Step 1 Borderline 40** 16 79.31**  [.11,.17]
Step 2 Borderline 47* e [-13,.20]
Narcissistic 2% A701 4273 [.01,0.9]
Step 3  Borderline 36%* [.08, .17]
Narcissistic 9% 19 .02 31.57*%  [.03,.11]
Antisocial 20%* [.02, .13]
Cluster C  Step1 Dependent 27*% 08 32.92*%*%  [.07,.15]
NOS Step 1 Depressive S2%x 27 150.00%*  [.20, .27]
Step2  Depressive A1** 79 [.14, .23]
Passive Aggressive  .17* 02 80.80**  [.02,.12]
Total Step1  NOS. depressive S52%*% 27 150.00*%*  [.20, .27]
Clusters Step 2 NOS. depressive 38H* 31 04 91.30%* [.12,.21]
Cluster A 25%* [.02,.05]
Step3  NOS. depressive A1* [.14, .23]
Cluster A 35%% 33 .02 66.48**  [.04,.07]
Cluster C 19%* [.01, .04]

*n <.05. **p <.001.

Table 38 indicated that from Cluster A, schizotypal PD predicted withdrawn
problems and accounted for 18 % variance. In step 2, addition of paranoid PD explained
an additional 3 % variance. In step 3, addition of schizoid PD explained an additional 1 %
variance. Collectively, schizotypal, paranoid, and schizoid PD collectively accounted for

22 % variance.

From Cluster B, borderline PD accounted for 16 % variance. In step 2, addition of

narcissistic PD accounted for an additional 1 % variance. In step 3 addition of antisocial
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PD explained another 2 % variance. Histrionic PD was excluded from overall model.

Borderline, narcissistic, and anti-social PD collectively accounted for 19 % variance.

From Cluster C, only dependent PD predicted withdrawn behavioral problems as it
accounted for 8 % variance. Both avoidant and obsessive-compulsive PD did not predict

withdrawn behavioral problems.

From NOS PDs, depressive accounted for 27 % variance. In step 2, addition of
NOS passive aggressive PD explained an additional 2 % variance. Both collectively
accounted for 29 % variance. In all NOS depressive emerged as strongest predictor
accounting for 27 % variance. In step 2, addition of cluster A explained an additional 4 %
variance. In step 3, addition of cluster C explained additional 2 % variance. NOS
depressive, Cluster A and Cluster C collectively accounted for 33 % variance in prediction

of withdrawn behavioral problems for clinical sample.

In order to assess role of PDs in prediction of withdrawn (narrow band scale)

stepwise regression analysis was carried out.
Table 39

Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,
Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Withdrawn
Problems among Non-Clinical Sample (N = 487)

Clusters Scales Withdrawn
b R’ AR’ F 95 % CI
Cluster A Step 1 Schizoid A3%* 19 112.26%*  [.16,.23]
Step 2 Schizoid 30%* [.09,.18]
Paranoid 26%* 23 .04 74.62%* [.07,.14]
Step 3 Schizoid 23%* [.05,.16]
Paranoid 21%* [.04,.13]
Schizotypal 13* 24 .01 51.39%* [.00,.10]
Cluster B Step 1 Borderline A1F* 17 98.45%* [.10,.16]
Cluster C Step 1 Avoidant A45%* 20 120.77*%*  [.15,.21]
Step 2 Avoidant 29%* [.07,.16]
Dependent 22%* 22 .02 69.08** [.04,.12]
NOS Step 1 Depressive A45%* 21 125.93*%*  [.14,.20]
Step 2 Depressive J35%* [.09,.18]
Passive Aggressive 14* 22 .01 66.24** [.01,.12]
Step 1 Cluster A A49%* 24 152.59**  [.07,.09]
Total Clusters Step 2 Cluster A 38%* [.04,.07]
NOS. Depressive 21%* 26 .02 85.58** [.04,.12]

*n <.05. **p <.001.
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Table 39 indicated that from cluster A, schizoid PD accounts for 19 % variance. In
step 2, addition of paranoid PD accounted for additional 4 % variance. In step 3, schizotypal
PD explained another 1 % variance. Collectively, schizoid, paranoid, and schizotypal PDs

accounted for 24 % variance.

From cluster B, only borderline PD accounted for 17 % variance. Narcissistic,
histrionic, and anti-social PDs were excluded from overall model. From cluster C, avoidant
PD accounted for 20 % variance. In step 2 addition of dependent PD explained an
additional 2 % variance. Obsessive compulsive was excluded from overall model. Both

avoidant and dependent PD accounted for 22 % variance.

From NOS, depressive PD accounted for 21 % variance. In step 2, NOS passive
aggressive explained another 1 % variance. Both collectively counted for 22 % variance in
withdrawn behavioral problems. From all clusters in step 1, Cluster A accounted for 24 %
variance. With addition of NOS depressive an additional 2 % variance was explained in

step 2. Both collectively accounted for 26 % variance.

In order to assess role of PDs in prediction of somatic complaints (narrow band

scale) stepwise regression analysis was carried out.
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Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,

Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Somatic Problems
among Clinical Sample (N = 408)

Clusters Scales Somatic Complaints
B R AR? F 95 % CI
Cluster A Step 1 Paranoid 24%% 06 24.68**  [.07,.16]
Cluster B Step 1 Borderline 20%% 08 38.16%*  [.09, .18]
Step 2 Borderline 42%* sk [.14, .25]
Narcissistic 23%* 12042911 [.07, .17]
Cluster C Step 1 Dependent 2% .01 5.83%* [.01,.12]
NOS Step 1 NOS. depressive  .36*%* .13 60.46**  [.17,.28]
Total Step 1 NOS. depressive .36*%* .13 60.46**  [.17, .28]
Clusters Step2  NOS. depressive  .43** wx  [20,.33]
Cluster C 4% A5 023425 [.01, .05]
Step 3 NOS. depressive  .37** [.16,.29]
Cluster C 22%% 16 .01 25.35%*  [.02,.07]
Cluster A A7* [.01,.06]

*p <.05. **p <.001.

Table 40 indicated that from cluster A, only paranoid PD accounted for 6 %

variance. Schizoid and schizotypal PDs were excluded from the model. From cluster B,

borderline accounted for 8 % variance. In step 2, with addition of narcissistic PD an

additional 4 % variance is explained. Anti-social and histrionic PDs were excluded from

overall model. Both borderline and narcissistic expalined 12 % variance. From Cluster C,

only dependent accounted for 1 % variance. Obsessive compulsive and avoidant PDs were

excluded from overall model. From NOS, depressive accounted for 13 % variance. In all,

NOS depressive accounted for 13 % variance. In step 2 addition of cluster C explained 2

% variance. Addition of Cluster A in step 3 explained another 1 % variance taking the

explained variance to 16 %.

In order to assess role of PDs in prediction of somatic complaints (narrow band

scale) stepwise regression analysis was carried out.
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Table 41
Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,

Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Somatic Problems
among Non-Clinical Sample (N = 487)

Clusters Scales Somatic Complaints
B R’ AR’ F 95 % CI
Cluster A Step 1  Paranoid 33 11 57.76*%*  [.13,.23]
Step 2 Paranoid A2%* [.06,.18]
Schizotypal .08* 12 02 33.35**  [.03,.14]
Cluster B Step 1  Borderline 32%* 10 55.72 [.10,.17]
Step2  Borderline 24%% [.06,.15]
Antisocial 2% A1 .01 30.55 [.01,.16]
Cluster C Step 1  Dependent 31F* 10 51.17**  [.11,.19]
NOS Step 1  Passive Aggressive 31 31 52.21%%  [.14,.24]
Step2  Passive Aggressive 18%* [.03,.19]
Depressive 18%* A1 .01  30.16*%* [.03,.16]
Total Step1  Cluster A 33w 58.68%*  [.05,.09]
Clusters Step2  Cluster A 22%% 11 [.02,.07]
NOS. Depressive 15% 12 01 32.81**  [.02,.14]

*n <.05. **p <.001.

Table 41 indicated that from cluster A, paranoid PDs accounted for 11 % variance.
Addition of schizotypal PD in step 2, explained an additional 1 % variance. Schizoid PD
was excluded from the overall model. Both paranoid and schizotypal PD accounted for 12

% variance.

From Cluster B, borderline PD explained 12 % variance. With addition of anti-
social personality disorder another 1 % variance was explained. Narcissistic and histrionic
were excluded from overall model. From cluster C, dependent PD accounted for 10 %
variance. Obsessive compulsive and avoidant PDs were excluded from overall model.
From NOS, passive aggressive accounted for 31 % variance. In step 2, addition of NOS
depressive PDs explained 1 % variance. From all clusters, cluster A accounted for 11%
variance. In step 2, addition of NOS depressive PD explained another 1 % variance. Both

collectively accounted for 12 % variance.

In order to assess role of PDs in prediction of narrow band scale i.e., attention

problem stepwise regression analysis was carried out.
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Table 42
Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,

Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Attention Problems
among Clinical Sample (N = 408)

Clusters Seal Attention Problem

cales 5 R AR F 95 % CI

Cluster A Step 1 Schizotypal A4x%* .19 95.72%* [.22,.33]
Step 2 Schi 1 27F* 11,.24

P o lzozpa w2405 63.10% %10’ 23}

aranoi . .10,.

Step 3 Schizotypal 16%* [.02,.19]

Paranoid 27%* 25 12 44.94%* [.10,.23]

Schizoid 16* [.03,.22]

Cluster B Step 1 Borderline A48** 23 121.85%* [24,.34]
Step 3 Borderline 40%* [.17,.31]

Antisocial 24%* 26 17 47.24%* [.07,.25]
Narcissistic A7* [.04, .18]

Step 4 Borderline 4% [.15,.30]

Antisocial 21% .06,.23
R AT

Histrionic 18%* [.03,.26]

Cluster C Step 1 Dependent J31F* .10 43.62%* [.15,.29]
NOS Step 1 Depressive S54%% .29 164.46** [.36,.49]
Step 2 Depressive A2x% [.25,.42]

i 31 .02 89.09%*
Passive. 18 05,22]
Aggressive
Total Step 1 NOS. depressive S54%* .29 164.46%* [.36,.49]
Clusters Step 2 T(\:IIOSSt.efi)ressive ;;:: 3405 104.50% {3??(7)}
u . .05,.

Step 3 NOS. depressive A40%* [.24,.40]

Cluster A 37%* 36 .02 74.90%* [.07,.13]
Cluster C A7* [.02,.07]

Step 4 NOS. depressive A2%* [.25,.41]

Cluster A 25%* .03,.10
ClEZtZi C 27%* 380260797 [[04’ 10]]
Cluster B 23% [.02,.07]

*n <.05. *¥*p <.001.

Table 42 indicated that form cluster A, schizotypal PD accounted for 19 % variance.
In step 2, addition of paranoid explained an additional 5 % variance. In step 3, with addition
of schizoid an additional 1 % variance was explained. The overall model accounted for 25

% variance.
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From cluster B, borderline PD accounted for 23% variance. With addition of anti-
social PD in step 2, an additional 1 % variance was explained. With addition of narcissistic
PD in step 3, an additional 2 % variance is explained. With addition of histrionic PD in
step 4 an additional 1 % variance is explained. In all cluster B accounted for 27 % variance

in attention problems.

From Cluster C, only dependent PD accounted for 10 % variance. Obsessive
compulsive and avoidant PDs were excluded from the model. From NOS, depressive PD
accounted for 29 % variance. With addition of NOS passive aggressive PD an additional 2
% variance was explained. From overall clusters, NOS depressive accounted for 29 %
variance in step 1. In step 2, addition of cluster A explained an additional 5 % variance. In
step 3, addition of cluster C explained 2 % additional variance. In step 4, addition of cluster
B explained 2 % more variance. In all NOS depressive, cluster A, cluster B, and cluster C

explained 38 % variance.

In order to assess role of PDs in prediction of attention problem (narrow band scale

stepwise) stepwise regression analysis was carried out.

Table 43 indicates that form cluster A, schizotypal accounted for 16 % variance. In
step 2, addition of paranoid PD explained an additional 1 % variance. Schizoid PD was
excluded from the model. From cluster B, borderline PD accounted for 18% variance. With
an addition of anti-social PD in step 2, an additional 1 % variance was explained.
Narcissistic and histrionic PDs were excluded from the model. From Cluster C, only
dependent PD accounted for 24 % variance. Obsessive compulsive and avoidant PDs were
excluded from the model. From NOS, depressive PD accounted for 21 % variance. With
addition of NOS passive aggressive PD an additional 1 % variance was explained. From
overall clusters, NOS depressive accounted for 21 % variance in step 1. In step 2, addition
of cluster C explained an additional 4 % variance. Overall, NOS depressive and cluster C

explained 24 % variance.
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Table 43

Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,
Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Attention Problems
among Non-Clinical Sample (N = 487)

Clusters Scales Attention Problems
B R’ AR’ F 95 % CI
Cluster A Step 1 Schizotypal A40%* 16 94.32%*  [.19,.29]
Step 2 Schizotypal 31E* [.12,.25]
Paranoid d4* 17 .01 50.81**  [.02,.16]
Cluster B Step 1 Borderline A42%% 18 18 104.57**  [.17,.25]
Step 2 Borderline 34 [.12,.22]
Antisocial A3* 19 .01 55.88**  [.02,.19]
Cluster C Step 1 Dependent A49%* 24 154.34**  [.24,.32]
NOS Step 1 Depressive 46%* 21 126.63**  [.23,.43]
Step 2 Depressive 34 [.13,.28]
Passive Aggressive  .16* .22 .01  68.66%*  [.03,.20]
Total Clusters ~_Step 1 NOS. Depressive A46** 21 128.63**  [.23,.32]
Step 2 NOS. Depressive 27F* [.10,.23]
Cluster C 26%* 24 .03 78.25%*  [.04,.09]

*n <.05. **p <.001.
In order to assess role of PDs in prediction of thought problem (narrow band scale)

stepwise regression analysis was carried out.

Table 44 indicated that form cluster A, paranoid PD accounted for 24 % variance.
In step 2, addition of schizotypal PD explained an additional 2 % variance. Schizoid was
excluded from the model. From cluster B, only borderline PD accounted for 21 % variance.
Anti-social, narcissistic, and histrionic PD were excluded from the model. From Cluster C,
obsessive compulsive PD accounted for 5 % variance. With addition of dependent PD 1 %
additional variance was explained in step 2. Avoidant PD was excluded from the model.
From NOS, passive aggressive accounted for 16 % variance. With addition of NOS
depressive PD an additional 1 % variance was explained. From overall clusters, cluster A
accounted for 24 % variance in step 1. In step 2, addition of cluster C explained an
additional 1 % variance. In step 3 addition of NOS depressive PD explained additional 1

% variance. In all cluster A, cluster C, and NOS depressive explained 26 % variance.
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Table 44

Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,
Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Thought Problems
among Clinical Sample (N = 408)

Clusters Scales Thought Problem
)i R’ AR’ F 95 % CI
Cluster A Step 1  Paranoid A49%* 24 127.28*%*  [.14,.20]
Step2  Paranoid 38%* [.09, .17]
Schizotypal 9% 26 .02 71.36** [.03,.11]
Cluster B Step 1 Borderline A46** 21 105.87**  [.13,.19]
Cluster C Step 1 Obsessiv§ 93EE 05 29 0% (05, .12]
Compulsive
Step 2 Obsessiv§ 4% [01,.10]
Compulsive
Dependent 14* .06 .01 13.39** [.00, .11]
NOS Step 1 Passive 39%% 16 7435%% 13, 21]
Aggressive
Step2  Passive ' 30 (08, .19]
Aggressive
Dependent A4* 17 .01 40.24** [.01, .12]
Total Clusters Step 1  Cluster A A49%*% 24 126.46**  [.06, .09]
Step2 Cluster A STE* [.07,.10]
Cluster C 13* 25 .01  66.75%* [.01,.04]
Step3  Cluster A S2%* [.06,.10]
Cluster C 15% [.01,.04]
NOS.

. 1% 26 .01 46.26%* [.00, .10]
depressive

*p <.05. **p <.001.
In order to assess role of PDs in prediction of thought problem (narrow band scale)

stepwise regression analysis was carried out.

Table 45 indicateed that form cluster A, schizotypal PD accounted for 10 %
variance. Paranoid and schizoid PDs were excluded from the model. From cluster B, only
borderline accounted for 11 % variance. Anti-social, narcissistic, and histrionic
PDsdisorder were excluded from the model. From Cluster C, only PD accounted for 1 %
variance. Avoidant and obsessive-compulsive PDs were excluded from the model. From
NOS, depressive PD accounted for 7 % variance. With addition of NOS passive aggressive

an additional 1 % variance was explained. From overall clusters, only Cluster B accounted
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for 11 % variance. Cluster A, cluster C, NOS depressive, and NOS passive aggressive PDs

were excluded from the model.

Table 45

Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,
Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Thought Problems
among Non-Clinical Sample (N = 487)

Clusters Scales Thought Problem
i) R’ AR’ F 95 % CI
Cluster A Step 1 Schizotypal 32%*% 10 56.17** [.08,.13]
Cluster B Step 1 Borderline 34 11 62.17** [.07,.11]
Cluster C Step 1 Dependent 30*%* .01 46.79** [.07,.12]
NOS Step 1 Depressive 27*F% .07 36.49** [.06,.11]
Step 2 Depressive 16* [.01,.09]
Passive Aggressive 4% .08 .01  20.60** 1.00,.10]
Total SeP 1 Cluster B 330 11 57.23%%  [.02,.04]

Clusters

% < .05. **p < .001.

In order to assess role of PDs in prediction of aggressive behavior (narrow band

scale) stepwise regression analysis was carried out.

Table 46 indicateed that form cluster A, paranoid PD accounted for 28 % variance.
In step 2, addition of schizotypal PD explained an additional 4 % variance. Schizoid was
excluded from the model. From cluster B, anti-social accounted for 40% variance. With
addition of borderline in step 2, an additional 6 % variance was explained. With addition
of narcissistic PD in step 3, an additional 1 % variance is explained. Histrionic PD was
excluded from the model. From Cluster C, only dependent PD accounted for 6 % variance.
Obsessive compulsive and avoidant PDs were excluded from the model. From NOS,
passive aggressive disorder accounted for 27 % variance. With addition of NOS dependent
PD an additional 2 % variance was explained. From overall clusters, cluster B accounted
for 34% variance in step 1. In step 2, addition of cluster C explained an additional 6 %
variance. In step 3, addition of, NOS depressive explained 3 % additional variance. In step
4, addition of cluster A explained 1 % more variance. In all cluster B, cluster C, NOS

depressive, and cluster A explained 50 % variance.



156

Table 46
Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,

Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Aggressive Behavior
Problems among Clinical Sample (N = 408)

Aggressive Behavior

Scales 5 R AR F 95 % CI

Cluster A Step 1 Paranoid S3*F* 28 157.46** [.27,.37]
Step 2 Paranoid 38 [.17,.29]

Schizotypal 25%* 32 .04 95.04** [.10,.22]

Cluster B Step 1 Antisocial 63%*% 40 265.16%* [.37, .47]
Step 2 Antisocial J38** [.19, .33]

Borderline 35%% 46 .06 168.80** [.15,.27]

Step 3 Antisocial 45%* [.23, .38]

Borderline 37%* [.16, .29]

Narcissistic Jd4* 47 .01 117.88** [.03,.15]

Cluster C Step 1 Dependent 25%% .06 27.42**  [.11,.24]
NOS Step 1 Passive Aggressive .52** 27 147.13**  [.33, .46]
Step 2 Passive Aggressive .39%* [.22, .38]

Dependent 9% 290 .02 81.38*%*  [.06, .24]

Total Step 1 Cluster B S8*%* 34 207.28** [.10, .13]
Clusters Step 2 Cluster B B3** [.14, .19]
Cluster C 35%% 40 .06 133.02*%*  [.06,.13]

Step 3 Cluster B JTTE* [.13,.17]

Cluster C ATHE [.10, .15]

NOS. depressive 34%% 49 09  126.66%* [.21,.33]

Step 4 Cluster B 65%* [.11,.15]

Cluster C S0** [.10, .16]

NOS. depressive 28%* [.15,.29]

Cluster A 22%% 0.5 0.02 101.61** [.03,.09]

*n <.05. **p <.001.
In order to assess role of PDs in prediction of aggressive behavior (narrow band

scale) stepwise regression analysis was carried out.

Table 47 indicated that form cluster A, paranoid PD accounted for 12 % variance.
In step 2, addition of schizotypal PD explained an additional 2 % variance. Schizoid PD
was excluded from the model. From cluster B, borderline PD accounted for 21% variance.
With addition of anti-social PD in step 2, an additional 1 % variance was explained.
Narcissistic and histrionic PD was excluded from the model. From Cluster C, only
dependent PD accounted for 14 % variance. Obsessive compulsive and avoidant PDs were
excluded from the model. From NOS, depressive disorder accounted for 17 % variance.

With addition of NOS passive aggressive PD an additional 2 % variance was explained.
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From overall clusters, cluster B accounted for 19% variance in step 1. In step 2, addition
of NOS depressive explained an additional 2 % variance. Both collectively accounted for

21 % variance.

Table 47
Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,

Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Aggressive Behavior
Problems among Non-Clinical Sample (N = 487)

Clusters Scales Aggressive Behavior
)i} R’ AR’ F 95 % CI
Cluster A Step 1 Paranoid 35%*% 12 66.17** [.16,.26]
Step 2 Paranoid 21%* [.06,.20]
Schizotypal 20%% 14 .02 40.40** [.05,.17]
Cluster B Step 1 Borderline A6** 21 132.83** [.18,.26]
Step 2 Borderline A40%* [.14,.24]
Antisocial 1% .22 .01 68.95** [.00,.16]
Cluster C Step 1 Dependent 37*% 14 75.59** [.15,.24]
NOS Step 1 Depressive A1%% 17 97.76** [.19,.28]
Step 2 Depressive 27* [.08,.22]
Passive Aggressive  .19** 19 .02  54.77** [.05,.21]
Total Step 1 Cluster B A43%* 19 111.74** [.06,.09]
Clusters Step 2 Cluster B 20%* [.03,.07]

NOS. Depressive 21%% 21 .02  63.70** [.05,.18]

*n <.05. **p <.001.
In order to assess role of PDs in prediction of rule breaking behavior (narrow band

scale) stepwise regression analysis was carried out.
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Table 48

Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,
Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Rule Breaking
Problems among Clinical Sample (N = 408)

Clusters Scales Rule Breaking Behavior
S R’ AR’ F 95 % CI
Cluster A Step 1 Schizoid A8** 23 122.58**  [.32, .45]
Step2  Schizoid 37 e [-22,.37]
Paranoid 26%* 2805 8047 [.10,.21]
Step3  Schizoid 28%* [.13,.32]
Paranoid 20%* 29 .01  56.03*%*  [.06, .19]
Schizotypal 16* [.02, .18]
Cluster B Step1  Antisocial 2%k 52 442.94**  [.44, .54]
Step2  Antisocial 64%%* wx [37,.49]
Histrionic 14* 530123212 [.05, .18]
Step3  Antisocial STE* [.31, .45]
Histrionic 2% 54 .01 158.29*%*  [.03,.17]
Borderline 2% [.01, .13]
Cluster C Step 1 Obsess1v§ 30%% 15 71.93%% .20, 31]
Compulsive
Step2  Obsessive sk
Compulsive 23 A8 .03 43.98** .08, .23]
Dependent D2H* [.07, .24]
NOS — Step 1 NOSPassive 3,0 5g 159.83%%  [.35, 47]
Aggressive
Total Step1  Cluster B 60%* 48 371.05**  [.12,.15]
Clusters Step2  Custer B B e [-14,.18]
Cluster C 16* 490119507 [.02,.07]
Step3  Custer B JI3HE [.12,.17]
sk
S(‘;;te; < 2050 01 134.68%x 103,081
assive 14% [.03, .19]
aggressive

*n <.05. *¥*p <.001.

Table 48 indicates that form cluster A, schizoid PD accounted for 23 % variance.
In step 2, addition of paranoid PD explained an additional 5 % variance. In step 3 addition
of schizoid PD explained additional 1 % variance. In all the model accounted for 29 %
variance. From cluster B, anti-social PD accounted for 52% variance. With addition of
histrionic PD in step 2, an additional 1 % variance was explained. With addition of
borderline PD in step 3, an additional 1 % variance was explained. Narcissistic PD was

excluded from the model. From Cluster C, obsessive compulsive PD accounted for 15 %
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variance. With addition of dependent PD in step 2, an additional 3 % variance was
explained. Avoidant PD was excluded from the model. From NOS, only passive aggressive

disorder accounted for 28% variance. NOS dependent PD was excluded from the model.

From total clusters, cluster B accounted for 48% variance in step 1. In step 2,
addition of cluster C explained an additional 1 % variance. In step 3, addition of, NOS
passive aggressive accounted for additional 1 % variance. Collectively, Cluster B, C, and

NOS passive aggressive accounted for 50 % variance in rule breaking behavior.

In order to assess role of PDs in prediction of rule breaking behavior (narrow band
scale) stepwise regression analysis was carried out.
Table 49
Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,
Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Rule Breaking
Problems among Non-Clinical Sample (N = 487)

Clusters Scales Rule Breaking Behavior

B R AR F 95 % CI

Cluster A Step 1  Schizotypal J1** .09 49.91** 1.09,.16]

Cluster B Step 1  Antisocial 37*% 14 76.21%*%  [.16,.25]

Step2  Antisocial 27* e [09,.21]

Borderline 15% A5 .01 42,51 [.02,.09]

Cluster C Step 1  Dependent 34%* 12 63.33**  [.10,.17]

NOS Step 1  Passive Aggressive  .31%* .10 51.78*%*  [.11,.19]]

Step 2  Passive Aggressive 19%* wx  [-03,.16]

Depressive 16* 101 29.26 [.01,.12]

Total Sep 1 Cruster B 36%% 13 70.31%*  [.03,.05]
Clusters

*n <.05. *¥*p <.001.

Table 49 indicated that form cluster A, schizotypal PD accounted for 9 % variance.
Paranoid and schizoid PDs were excluded from the model. From cluster B, anti-social PD
accounted for 14% variance. With addition of borderline PD in step 2, an additional 1 %
variance was explained. Narcissistic and histrionic PD was excluded from the model. From
Cluster C, dependent PD accounted for 12 % variance. Obsessive compulsive and avoidant
PDs were excluded from the model. From NOS, passive aggressive disorder accounted for

10% variance. NOS dependent personality disorder in step 2 accounted for additional 1 %
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variance. From total clusters, only cluster B accounted for 13 % variance in prediction of

rule breaking behavior.

In order to assess role of PDs in prediction of intrusive behavior (narrow band scale)

stepwise regression analysis was carried out.

Table 50

Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,
Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Intrusive Behavioral
Problems among Clinical Sample (N = 408)

Clusters Scales Intrusive Behavioral Problems
)] R’ AR’ F 95 % CI
Cluster A Step 1 Schizotypal A8** 23 124.07** [.12,.17]
Step 2 Schizotypal 38%* [.08, .15]
Schizoid q4r 24 01 6343FE g T,
Cluster B Step 1 Antisocial 63** 39 259.99*%* [.17, .22]
Step 2 Antisocial A46%* [.11,.17]
Histrionic 27%* 4405 156.24% [.07, .13]
Cluster C  Step 1 Obsessive
Compulsive 40%* 16 76.75%* [.09, .15]
Step 2 Obsessive 6H*
Compulsive ' [.04, .11]
Dependent 22%% 19 .03 46.66%* [.03,.11]
NOS Step 1 NOS Passive
Aggressive 44** 19 96.77** [.13,.19]
Total Step 1
Clusters Cluster B 65%*% 42 299.13** .05, .07]

*p <.05. **p <.001.

Table 50 indicates that form cluster A, schizotypal PD accounted for 23 % variance.
In step 2, addition of schizoid PD explained additional 1 % variance. Paranoid PD was
excluded from the model. From cluster B, anti-social PD accounted for 39% variance. With
addition of histrionic PD in step 2, an additional 5 % variance was explained. Narcissistic
and borderline PDs were excluded from the model. From Cluster C, obsessive compulsive
PD accounted for 16 % variance. In step 2, addition of dependent PD explained additional
3 % variance. Avoidant PD was excluded from the model. From NOS, only passive
aggressive disorder accounted for 19% variance. NOS dependent personality disorder was
excluded from the model. From overall clusters, only cluster B accounted for 42 % variance

in prediction of intrusive problems.
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In order to assess role of PDs in prediction of intrusive behavior (narrow band scale)

stepwise regression analysis was carried out.

Table 51

Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,
Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Intrusive Behavioral
Problems among Non-Clinical Sample (N = 487)

Clusters Scale Intrusive Behavioral Problem
cales
) R’ AR’ F 95 % CI
uster tep aranol . . . .03,.

Cl A Stepl P id 20%*% .04 19.67** 03,.08
Cluster B Step 1  Antisocial 27**% .07 37.89*%*  [.06,.12]
Step2  Antisocial 19% 01 20.18% [.03,.10]

Histrionic 14*% .08 [.01,.07]
Cluster C  Step 1 Dependent 21%% .05 22.84**  1.03,.07]
NOS Step 1 Passive Aggressive .19%* .04 17.82**  [.03,.08]
Total Step 1  Cluster B 20%F% 08 43.42*%*  [.02,.03]
Clusters  Step2 Cluster B 40%* 01 25.30% [.02,.04]
NOS. Depressive Jd6** .09 [.01, .07]

*p <.05. **p <.001.

Table 51 indicates that form cluster A, paranoid PD accounted for 4 % variance.
Schizotypal and schizoid PDs were excluded from the model. From cluster B, anti-social
PD accounted for 7% variance. With addition of histrionic PD in step 2, an additional 8 %
variance was explained. Narcissistic and borderline PDs wereexcluded from the model.
From Cluster C, dependent PD accounted for 4% variance. Both obsessive compulsive and
avoidant PDs were excluded from the model. From NOS, only passive aggressive disorder
accounted for 4 % variance. NOS dependent PD was excluded from the model. From
overall clusters, only cluster B accounted for 8 % variance in prediction of intrusive

problems. In step 2, addition of NOS dependent PD explained 1 % additional variance.

In order to assess role of PDs in prediction of internalizing behavior i.e., broad band

scale stepwise regression analysis was carried out.
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Table 52
Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,

Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Internalizing
Behavioral Problems among Clinical Sample (N = 408)

Clusters Scal Internalizing Behavioral Problems
cares B R ARZ F 95 % CI
Cluster A Step 1 Paranoid 37%% 14 66.01**  [.36, .59]
Step 2 Paranoid 243 wx  L[-16,.44]
Schizotypal oges 1703 A2AT O
Cluster B Step 1 Borderline A43*% 19 94 .47**  [.44, .66]
Step 2 Borderline S54%% [.56, .81]
Narcissistic 21%¥% 22 .03 57.26%*%  [.15, .43]
Cluster C  Step 1 Dependent 27% 07 31.95**  [.26, .54]
NOS Step 1 NOS. depressive .57** 31 182.08** [.79, 1.05]
Total Step 1 NOS. depressive .56*%* 31 182.07** [.79, 1.05]
Clusters  Step 2 NOS. depressive .47** e [-62,.94]
Cluster A 14* 3201 97.01 [.03, .14]
Step 3 NOS. depressive .51%** [.67,.99]
Cluster A 25%% 35 .03 70.92**  [.07,.19]
Cluster C 19%* [.05,.17]

*n <.05. **p <.001.
Table 52 indicates that form cluster A, paranoid PD accounted for 14 % variance.

In step 2, addition of schizotypal PD explained an additional 3 % variance. Schizoid PD

was excluded from the model. From cluster B, only borderline PD accounted for 19 %

variance. Narcissistic PD in step 2 explained an additional 3 % variance. Anti-social, and
histrionic PDs were excluded from the model. From Cluster C, only dependent PDr
accounted for 7 % variance. Obsessive compulsive and avoidant PDs were excluded from
the model. From NOS, depressive PD accounted for 31% variance. From overall clusters,
NOS depressive accounted for 31 % variance in step 1. In step 2, addition of cluster C
explained an additional 1 % variance. In step 3 addition of cluster C explained additional
3 % variance. In all NOS depressive, cluster A, and cluster C collectively accounted for 35

% variance.

In order to assess role personality disorders in prediction of internalizing behavior

i.e., broad band scale stepwise regression analysis was carried out.
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Table 53

Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,
Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Internalizing
Behavioral Problems among Non-Clinical Sample (N = 487)

Clusters Scal Internalizing Behavioral Problems

cares B R AR F  95%CCI

Cluster A Step 1 Paranoid A6¥* 21 131.01%* [.61,.86]
1 sksk

Cluster B Step 1 Borderline 49*%* 24 149.16** [.50,.69]

Cluster C Step 1 Dependent 49% 24 152.82** [.58,.79]
sksk

NOS Step 1 Depressive S4%* 29 201.25** [.69,.91]

Step 2 Depressive 40%** v [43,.76]

Passive Aggressive .19* 3102 107.92 [.13,.51]

Total Step 1 NOS. Depressive ~ .54** .29 201.25%* [.69,.91]

Clusters Step 2 NOS. Depressive ~ .39** e [41,.73]

Cluster A 2% A1 .02 11191 [.07,.20]

*n <.05. **p <.001.

Table 53 indicated that form cluster A, paranoid PD accounted for 21 % variance.
In step 2, addition of schizotypal PD explained an additional 4 % variance. Schizoid PD
was excluded from the model from cluster B, only borderline PD accounted for 24 %
variance. Narcissistic, anti-social, and histrionic PDs were excluded from the model. From
Cluster C, dependent PD accounted for 24% variance in step 1. For step 2, with addition
of avoidant PD additional 1 % variance was explained. Obsessive compulsive PD was
excluded from the model. From NOS, depressive PD accounted for 29% variance. With
addition of NOS passive aggressive PD an additional 2 % variance was explained. From
overall clusters, NOS depressive accounted for 29 % variance in step 1. In step 2, addition
of cluster A explained an additional 2 % variance. In all NOS depressive and cluster A

collectively accounted for 31 % variance.

In order to assess role of PDs in prediction of externalizing behavior i.e., broad

band scale stepwise regression analysis was carried out.
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Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,

Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Externalizing

Behavioral Problems among Clinical Sample (N = 408)

Clusters Seal Externalizing Behavioral Problems
cales 8 RZ AR F 95 % CI
Cluster A Step 1 Schizotypal A4x* .19 96.44**  [.50,.75]
1 ksk
Step 2 Schlzo‘pral .34 51 00 53.43% [.33, .64]
Paranoid 16* [.07,.37]
Step 3 Schizotypal 21% [.11,.50]
Paranoid .16* 23 .02 39.01**  [.07,.36]
Schizoid 18%* [.10, .54]
Cluster B Step 1 Antisocial .60%* .36 225.62%* [.78,1.02]
Step 2 Antisocial 47** [.54, .87]
37 .01 121.01%**
Borderline .19 * [.10, .40]
Cluster C Step 1 ObSCSSlV? 35k 1 54.85%%  [37..64]
Compulsive
Step 2 Obsessive
22%% 15, .
Compulsive d4 .02 33.03%* [-15..50]
Dependent .19* [.11,.49]
N tep 1 NOS Passi
0 Step OS Passive Agkx 23 119.62%* .67, .97]
Aggressive
Total Step 1 Cluster B S58** 33 202.28*%*  [.22,.29]
Clusters Step 2 Cluster B A48%* [.16,.26]
i 34 .01 105.67**
NOS Passive 14 .05, 44]
Aggressive
Step 3 Cluster B S6%* [.19, .30]
NOS Passive 18% 35 01 73.73%*  [11,.51]
Aggressive
Cluster C 5% [.02, .16]

*n <.05. **p <.001.

Table 54 indicated that form cluster A, schizotypal PD accounted for 19 % variance.

In step 2, addition of schizotypal PD explained an additional 2 % variance. In step 3,

addition of schizoid PD explained 2 % additional variance. In all schizotypal, paranoid,

and schizoid PD accounted for 23 % variance. From cluster B, antisocial PD accounted for

36 % variance. In step 2, addition of borderline PD explained additional 1 % variance.

Narcissistic and histrionic PD were excluded from the model. From Cluster C, obsessive

compulsive PD accounted for 12 % variance. With addition of dependent PD2 % additional
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variance was explained in step 2. Avoidant PD was excluded from the model. From NOS,
passive aggressive PD accounted for 23 % variance. From overall clusters, cluster B
accounted for 33 % variance in step 1. In step 2, addition of NOS passive aggressive PD
explained an additional 1 % variance. In step 3 addition of cluster C explained additional
1 % variance. In all cluster B, NOS passive aggressive, and cluster C and explained 35 %

variance.

In order to assess role of PDs in prediction of externalizing behavior i.e., broad

band scale stepwise regression analysis was carried out.

Table 55
Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,

Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Externalizing
Behavioral Problems among Non-Clinical Sample (N = 487)

Clusters Scales Externalizing Behavioral Problems
)i} R’ AR? F 95 % CI
Cluster A Step 1 Paranoid A7** .03 - 13.94**  [.17,.54]
Cluster B Step 1 Antisocial A7*% .03 - 14.60**  [.22,.67]
Cluster C Step 1 Dependent Jd4* .02 - 9.47* [.09,.43]
NOS Step 1 Depressive  .19** .04 - 18.43**  [.21,.55]

Total Clusters  Step 1 NOS.

Kk _ O
Depressive 19 04 18.43 [.21,.55]

*n <.05. **p <.001.

Table 55 indicated that form cluster A, paranoid PD accounted for 3 % variance.
Both schizoid and schizotypal PDs were excluded from the model. From cluster B, only
antisocial PD accounted for 3 % variance. Borderline, Narcissistic, and histrionic PDs were
excluded from the model. From Cluster C, only dependent PD accounted for 2 % variance.
Avoidant and obsessive-compulsive PDs were excluded from the model. From NOS,
depressive PD accounted for 4 % variance. From overall clusters only NOS, depressive PD

accounted for 4 % variance in prediction of externalizing behavioral problems.

In order to assess role of PDs in prediction of problem behavior, stepwise regression

analysis was carried out.
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Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,

Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Total Problem

Behavior among Clinical Sample (N = 408)

Clusters Total Problem Behavior
Scales

s R’ AR? F 95 % CI
Cluster A Step 1 Schizotypal S4x* .29 164.71** [1.69,2.31]
Step 2 Schizotypal 34 [.91, 1.64]

Paranoid 3% 36 07 12 [.79, 1.49]

Step 3 Schizotypal 23%* [.38, 1.31]

Paranoid 3% 37 01 78.43 %% [.78, 1.47]

Schizoid 7% [.25,1.28]
Cluster B Step 1 Borderline 63%* .40 269.99%*  [1.95, 2.48]
Step 2 Borderline A44%* [1.19, 1.92]

Antisocial 26%* 43 .03 154.99**  [.62, 1.45]
Step 3 Borderline 46** [1.26, 1.99]

Antisocial 32 44 .01 106.24**  [.80, 1.70]

Narcissistic A1* [.06, .78]
Cluster C Step 1 Dependent J38** 14 66.74*%*  [1.17, 1.92]
NOS Step 1 NOS Passive Aggressive STE* 32 193.38** [2.19,2.91]
Step 2 NOS Passive Aggresswe 36%* 38 06 12467+ [1.14,2.06]
NOS. depressive 3% [1.01, 1.95]

Total Step 1 Cluster A .60%** .37 233.68**  [.81, 1.04]
Clusters Step 2 Cluster A 43%* [.51,.79]
NOS depressive 31 43 .06 151.88** [1.00, 1.84]

Step 3 Cluster A 21%* [.15,.51]
NOS depressive J1E* [1.01, 1.82]

Cluster B 29%* 47 .04 117.28*%*  [21, .46]

Step 4 Cluster A 26%* [.22,.57]
NOS depressive 36%* 5 04 10417+ [1.27, 2.06]

Cluster B A5%* [.39, .66]

Cluster C 31 [.32,.64]

*p <.05. **p <.001.

Table 56 indicated that from cluster A, schizotypal PD emerged as the strongest

predictor of problem behavior and accounted for 29 % variance. In step 2, in addition to

schizotypal PD, paranoid PD accounted for an additional 7 % variance. In step 3 addition

of schizoid PD led to 1 % increase in explained variance. The cumulative variance

explained by schizotypal, paranoid, and schizoid PD in prediction of total problem problem

behavior for clinical sample was 37 %.

From Cluster B, borderline PD appeared as the strongest predictor of problem

behavior and accounted for 40 % variance. In step 2, anti-social PD explained an additional
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3 % variance. In step 3, in addition of narcissistic PD accounted for an additional 1 %
variance. Histrionic PD was excluded from overall model. Thus borderline, anti-social, and
narcissistic PDs collectively account for 44 % variance in prediction of problem behavior
for clinical sample. From Cluster C only dependent PD predicted problem behavior as it
accounted for 14 % variance. Both obsessive compulsive and dependent PDs did not
predict problem behavior for clinical sample. From NOS PDs, Only NOS passive
aggressive accounted for 32 % variance. NOS depressive in step 2 explained another 6 %

variance for clinical sample.

From all PDs, cluster A accounted for 37 % variance. In step 2, addition of NOS
depressive PD led to 6 % increase in explained variance. In Step 3, addition of Cluster B,
resulted in another 4 % increase in explained variance. In step 4 addition of cluster C led
to another 4 % increase in explained variance. In total, cluster A, NOS depressive, Cluster
B, and Cluster C collectively accounted for 51 % explained variance in total problem

behavior for clinical sample.

In order to assess role of PDs in prediction of problem behavior, stepwise regression

analysis was carried out.

Table 57

Stepwise Regression Analysis for Predictive Role of APIV Scales (Cluster A, Cluster B,
Cluster C, NOS Depressive, Passive Aggressive, & Total Clusters) for Total Problem
Behavior among Non-Clinical Sample (N = 487)

Clusters Scales Total Problem Score
S R’ AR® F 95 % CI
Cluster A Step 1  Schizotypal A43**% 19 111.44%* [1.29,.1.88]
Step 2 Schizotypal 28%* [.65,1.42]
Paranoid 23%* 22 03 66.82% [.50,1.35]
Cluster B Step 1 Borderline 49** 24 152.99*%* [1.23,1.76]
Step. 2 Borderline A1** [.95,1.57]
Antisocial R R i U AR TS
Cluster C  Step 1 Dependent A48**% 23 145.53** [1.43,1.98]
NOS Step 1  Depressive A48%*% 23 148.20** [1.53,2.11]
Step 2 Depressive 32 [.78,1.65]
Passive Aggressive .22** 25 .02  82.65*%*  [.44,1.46]
Total Step 1  NOS. Depressive ~ .48%* 23 148.20** [1.52,2.11]
Clusters  Step2 NOS. Depressive 30%** 03 87.96%* [.73,1.54]
Cluster B 26%*% 26 ) [.16,.41]

*n <.05. **p <.001.



168

Table 57 indicated that from cluster A, schizotypal PD emerged as the strongest
predictor of problem behavior and accounted for 19 % variance. In step 2, in addition to
schizotypal, paranoid PD accounted for an additional 3 % variance. Schizoid PDdisorder
was excluded from the model. The cumulative variance explained by schizotypal and
paranoid PDs in prediction of total problem behavior problems for non-clinical sample was
22 %. From Cluster B, borderline PD appeared as the strongest predictor of problem
behavior and accounted for 24 % variance. In step 2, anti-social PD explained an additional
1 % variance. Narcissistic and histrionic PDs were excluded from overall model.
Borderline and anti-social PDs collectively accounted for 25 % variance in the prediction

of problem behavior for non-clinical sample.

From Cluster C only dependent PD predicted problem behavior as it accounted for
23 % variance. Both obsessive compulsive and dependent PD did not predict problem
behavior for non-clinical sample. From NOS PDs, Only NOS depressive accounted for 23
% variance. NOS passive aggressive in step 2 explained another 2 % variance for non-
clinical sample. From all PDs, NOS depressive accounted for 23 % variance. In Step 2,
addition of Cluster B, resulted in another 3 % increase in explained variance. In all NOS
depressive and Cluster B collectively accounted for 26 % explained variance in total

problem behavior for non-clinical sample.

A priori sample estimation was carried out using Gpower (Version 3.1.9.6, F test
for change in R?) with medium effect size, error probability (a = .05), and sample power
(.95), the adequate sample size was 107. Therefore, both clinical (N =408) and non-clinical

samples (N = 487) of the present study were enough to examine interaction effect.

Table 58 showed the moderating role of adaptive functioning in between clusters
(A, B, C, & total clusters) and ASR syndromes (internalizing, externalizing, attention,
thought, & total problem) for clinical sample. Adaptive functioning negatively predicted
all syndromes except for non-significant association with externalizing and thought
problem in Model 2 and Model 3 respectively. However, the interaction effect was
significant for internalizing, externalizing, attention, and total problem but was non-
significant for thought problems in case of Cluster A. For Cluster B, adaptive functioning

negatively predicted internalizing, externalizing, thought, and total problem but non-
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significant interaction effect was apparent for attention problem in Model 4. Significant
interaction effect of Cluster C and adaptive functioning was observed for internalizing,
attention, and total problem in Model 1, 4, and 5 respectively but non-significant for
externalizing and thought problem (Model 1 and 3 respectively). In case of relationship

between total problems (ASR) and PDs, non-significant interaction effect was apparent.

Table 59 showed the moderating role of adaptive functioning in between clusters
(A, B, C, & total clusters) and ASR syndromes (internalizing, externalizing, attention,
thought, & total problem) for non-clinical sample. Adaptive functioning negatively
predicted all syndromes except non-significant association with thought problem in Model
3. However, the interaction effect was only significant for internalizing and attention
problem in Model 1 and Model 4 respectively. Although Cluster B and adaptive
functioning negatively predicted internalizing, externalizing, attention, thought, and total
problem but the interaction effect was non-significant for all models. However, significant
negative interaction effect of Cluster C and adaptive functioning was observed for
internalizing in Model 1 but non-significant for all other models. Similar findings were
found for total clusters and adaptive functioning interaction effect, where moderation was

significant only in Model 1.
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Table 58
Moderating Role of Adaptive Functioning for the Relationship between Cluster A, B, C, and Total Cluster with Internalizing,
Externalizing, Thought, Attention, and Total Problem Behavior across Clinical Sample (N = 408)

Model 1 Model 2 Model 3 Model 4 Model 5

Predictors Internalizing Externalizing Thought Problem Attention Problem Total Problem Behavior

B SE 95%CI B SE 95%CI B SE 95%CI B SE 95%CI B SE 95%CI
Cluster A 9% .02 [.14, .24] 33k .02 [.29, .38] 07%* .01 [.06, .08] 1R .01 [.09, .13] 84%* .07 [.71,.97]
Adp. Fun -42%% 07 [-.58, -.25] -13 .07 [-.27,.01] -.03 .02 [-.07,.001] | -17¥* .02 [-.22, -.11] - T4%* .16 [-1.06, -.42]
Cluster A*Adp.Fun .01* .002  [.001,.01] .004*  .001 [.00, .01] .00 .001 [-.001,.001] | .004** .001  [.002,.01] .02%* .01 [.004, .03]
R’ .26 .38 24 35 42
F 40.05** 101.02%* 49.26%* 62.67** 95.84**
Cluster B A1 .02 [.07, .15] 30%* .01 [.28,.33] .04%* .01 [.03,.05] 07%* .01 [.06,.09] L62%* .04 [.53,.70]
Adp. Fun -52%% 08 [-.61,.36] | -21** .05 [-31,-.11] | -.06%* .02 [-.09, -.03] -22%% 03 [-.28,-.16] | -1.28** .16  [-1.39,-77]
Cluster B¥*Adap.Fun .01 .002  [-.002,.01] .001 .001  [-.001,.004] .001 .001 [-.00, .001] .002* .00 [.001,.004] .01 .004  [-.001,.02]
R? 21 .55 .16 31 43
F 32.68%* 195.60%* 26.44%* 56.95%* 87.5%*
Cluster C A1EE .03 [.06, .17] 22%% .02 [.17, .28] L03%* .01 [.02,.05] 7% .01 [.04,.09] 53%* .07 [.40, .67]
Adp. Fun -56%% .07 [-.71,-.41] | -39*%* .07 [-.54,-25] | -.07** .02 [-.11,-.04] -25%% .03 [-31,-.19] | -1.31** 17  [-1.64,-97]
Cluster C*Adap.Fun .01* .003  [.003,.01] .01 .002 [-.00, .01] .001 .001 [-.001,.002] | .004** .001  [.001,.01] .02% .01 [.01,.03]
R’ .19 22 .10 .25 27
F 27.23%* 41.38** 15.31** 35.41%* 44.13**
N.DP Wil .09 [.61,.95] .60** .09 [.43,.77] 3% .02 [.09, .17] 35k .04 [.27, .42] 2.18%* 23 [1.72,2.64]
Adp. Fun -36%% .07 [-.50,-.22] | -.27** .08 [-41,-.11] | -.07*%* .02 [-.09, -.17] -20%% .03 [-.26,-.13] | -1.05** .19  [-1.42,-.67]
N.DP* Adp. Fun .03* .01 [.01,.04] .01 .01 [-.01,.02] -.00 .002  [-.004, .00] 01*%* 004 [.01,.02] .05%* .02 [.01,.10]
R’ .39 43 .14 .39 .38
F 74.80** 32.18** 24.29%* 81.27** 78.73**
N.PA S54x* .08 [.39, .69] O1%* .07 [.78, 1.04] J6%* .02 [.12,.19] .01%* .004  [.002,.01] 2.25%%* 19 [1.87,2.62]
Adp. Fun -48 .08 [-.64,-31] | -.24** .07 [-.38, -.10] -.07 .02 [-.11,-.03] -24%% .04 [.31,.17] -l21%* 173 [-1.59, -.82]
N.PA* Adp. Fun .02%* .01 [.0001,.03] .004 .01 [-.01,.02] -.002 .002 [-.01,.002] .01* .004  [.002,.01] .04 .02 [-.01,.08]
R? 27 35 42 32 0.4
F 47.45%* 96.08** 33.42%* 64.21** 98.42%*
Total Cluster .05%* 001 [.04,.07] 2% .01 [.11..14] .02** 002 [.01,.02] 03%% 004 [.03,.04] 27 .02 [.23,.31]
Adp. Fun -42% .07 [-.55,-29] | -.19%* .05 [-29,-.09] | -.06%* .02 [-.09, -.02] 21%% .03 [-27,-.15] | -1.02** 16  [-1.32,-71]
T. Cluster*Adap.fun .002  .001 [-.00,.005] .001 .001  [-.001,.001] .01 .00 [-.00, .01] .001* .00 [.00, .002] .004 .002 [-.00, .01]
R? 23 45 18 32 41
F 34.52%* 137.06** 33.04%* 56.53%* 93.82%*

*p <.05. **p <.001.
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Based on Table 58, moderation graphs were plotted for significant interaction
effects. Mod-graphs for the moderating role of mean adaptive functioning between all
cluster of PDs and internalizing, externalizing, attention, thought problems, and total

problem behavior in clinical sample are explained below:

For interpretation of interaction term slope analysis was carried out to determine
which slopes are significantly different from zero. This was carried out with an assumption
to examine under which condition moderator was significant. A common trend apparent in
all significant moderations indicated that the slopes relating to PDs and problem behaviors

were positive for all graphs.

To summarize the slopes of all graphs, slope for high mean adaptive functioning
was steeper in comparison to low and medium levels of adaptive functioning in all
significant effects. Moderation graphs of Model 1 for Table 58 are represented in Fig 11,
12, 13, and 14. Moderation graph (Fig 11) illustrated that the relationship between cluster
A and internalizing behavioral problem was strongest at lowest level of mean adaptive
functioning as compared to medium and high mean adaptive across clinical sample. This
moderation further established that mean adaptive functioning buffers the relationship

between cluster A of PDs and internalizing behavioral problems of ASR.

Moreover, similar pattern was also apparent for the moderating role of mean
adaptive functioning in relationship between PDs (Cluster C, NOS-depressive, NOS-
passive aggressive) and internalizing behavioral problems across clinical sample in Fig 12,
13, and14 respectively. The weakest relationship was also apparent at the highest level of

mean adaptive functioning in subsequent graphs.
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Figure 11. Interaction effect of mean adaptive functioning between Cluster A PD and
syndrome scale internalizing behavioral problem among clinical sample
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Figure 12. Interaction effect of mean adaptive functioning between Cluster C PD and

syndrome scale internalizing behavioral problem among clinical sample
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Figure 13. Interaction effect of mean adaptive functioning between NOS-depressive PD

and syndrome scale internalizing behavioral problem among clinical sample

Figure 14. Interaction effect of mean adaptive functioning between NOS-passive
aggressive PD and syndrome scale internalizing behavioral problem among clinical
sample

Figure 15 represented the moderation graph of Model 2 for Table 58. Similar to
internalizing behavioral problems, moderating role of mean adaptive functioning between

cluster A PDs and externalizing behavioral problem highlighted the buffering impact of
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mean adaptive functioning. However, as apparent from the slope of the graph (Fig 15) the

difference between low, medium, and high mean adaptive was minimum.

Figure 15. Interaction effect of total mean adaptive between Cluster A PD and syndrome

scale externalizing problems among clinical sample

Moderation graphs further illustrated that the mean adaptive functioning moderated
the relationship between PDs (Cluster A, B, C, total cluster, NOS-depressive, and NOS-
passive aggressive) and attention problem in Fig 16, 17, 18, 19, 20, and 21 respectively.
These figures represented the moderation of Model 3 from Table 58. These results were
also in similar direction (as of syndrome scale of internalizing and externalizing behavioral
problem). In other words, the relationship between PDs and attention problem was

strongest at the lowest mean adaptive functioning.
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Figure 16. Interaction effect of total mean adaptive between Cluster A PD and attention
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Figure 17. Interaction effect of total mean adaptive between Cluster B PD and attention

problem among clinical sample
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Figure 18. Interaction effect of total mean adaptive between Cluster C PD and attention

problem by among clinical sample

Figure 19. Interaction effect of total mean adaptive between NOS-depressive PD and

attention problems among clinical sample
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Figure 20. Interaction effect of mean adaptive functioning between NOS-passive

aggressive PD and attention problem among clinical sample
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Figure 21. Interaction effect of mean adaptive functioning between total clusters PD and
attention problems among clinical sample.

Moderation graph interaction presented in Fig. 22, 23, and 24 represented the

results of Model 5 for Table 58. Slope analysis indicated that the slope of the low mean
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adaptive line was significantly steeper than the slope of medium and high mean adaptive.
These results were like the earlier graphs of Model 1, 2, and 3. Graphs highlighted that
clinical adults had lowest total problem behaviors at highest level of mean adaptive
functioning. In other words, the relationship between total problem behaviors and PDS was

weakest at highest level of mean adaptive functioning and vice versa.
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Figure 22. Interaction effect of mean adaptive functioning between Cluster A PD and

total problem behavior (ASR) among clinical sample.
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Figure 23. Interaction effect of mean adaptive functioning between Cluster C PD and

total problem behaviors (ASR) among clinical sample.
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Figure 24. Interaction effect of mean adaptive functioning between NOS- Depressive PD

and total problem behaviors (ASR) among clinical sample
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Moderating Role of Adaptive Functioning for the Relationship between Cluster A, B, C, and Total Cluster with Internalizing,

Externalizing, Thought, Attention, and Total Problem Behavior across Non-Clinical Sample (N = 487)

Model 1 Model 2 Model 3 Model 4 Model 5
Predictors Internalizing Externalizing Thought Problem Attention Problem Total Problem Behavior

B SE 95%CI B SE 95%CI B SE 95%CI B SE 95%CI B SE 95%CI
Cluster A 26%* .03 [.20,.31] 13%* .02 [.09, .18] .04%* .60 [.02, .05] .08** .01 [.06, .11] .64%* .07 [.51,.78]
Adp. Fun -.36%* .07 [-.50, -.22] -11* .06 [-.23, -.004] -.03 .02 [-.07, .004] - 14%%* .03 [-.20, -.08] - STH* 17 [-.91, -.24]
Cluster A * Adp.Fun -01* .003 [-.01, -.002] .001 .002 [-.003, .005] .001 .001 [-.001, .002] .003* .001 [-.01,-.001] -.001 .01 [-.02, .01]
R’ 30 11 .10 21 22
F 63.78** 22.89%* 20.87** 41.91%* 46.18%*
Cluster B 7% .02 [.13,.21] 3% .02 [.10, .16] .03%* .004 [.02, .04] .06 .01 [-.004, .003] A9%* .05 [.39,.59]
Adp. Fun - 44%* .08 [-.59, -.29] - 11 5 [-.21, -.005] -.04* .02 [-.07,-.002] - 15%* .03 [-.21,-.09] -56%* .16 [-.88, -.25]
Cluster B * Adap.Fun -.004 .002 [-.01,.001] -.002 .002 [-.01,.00] .00 .001 [-.001, .001] -.002 .001 [-.004, .000] -.004 .01 [-.02,.02]
R’ 27 .19 1 22 25
F 51.96%* 34.50%* 21.94%* 41.25%* 43.17%*
Cluster C 24 03 [19,29] | .12%* 02 [08,.16] | .03** 005 .02, 004] 09 01 [.07,.11] G1% .06 [.49, 73]
Adp. Fun -40%* .08 [-.55, -.25] -.14%* .06 [-.26, -.03] -.04* .02 [.08,-.01] - 14%* .03 [-.20, -.07] -61%* 17 [-.94, -.27]
Cluster C * Adap.Fun -01* .003 [-.01, -.001] -.002 .002 [-.002, .008] .001 .001 [-.001, .002] -.002 .001 [-.01,.000] -.003 .01 [-.02, .01]
R’ 29 11 .08 25 23
F 66.30%* 483.00** 19.89%* 55.45%* 48.97**
N.DP 6TH% 07 [.51,.80] 36%% 05 [.26, 46] | .08** 02 [.05, .11] 22%* 03 [.16,27] 58%k 05 [.47, .69]
Adp. Fun -30%% 07 [-45,-16] | -.08 .06 [.20, .03] -.04 02 [-07,.001] -11 03 [-.17, -.05] -03 05 [-.13, .08]
N.DP* Adp. Fun O1% 01 [-02,-.00] | .002 005  [-01,.01] | .002 .00l  [-00,.005] | .001*  .003  [-01,-00] | .0004  .006 [-.01, .01]
R2 33 13 .08 24 32
F 89.81** 27.73%* 13.41%* 55.34%* 53.99%*
N.PA 70%* .09 [.53,.87] 43%** .07 [.30, .57] .09%* .02 [.05, .13] 23%* .03 [.17,.30] 1.73%%* 22 [1.30, 2.16]
Adp. Fun -34%% .08 [-.50, -.19] -.09 .06 [-.20, .02] -.04* .02 [-.08, -.004] - 12%* .03 [-.19, -.06] - 72%* .19 [-1.08, -.34]
N.PA* Adp. Fun .01* .01 [-.03,-.00] .004 .007 [-.01,.01] -.002* .002 [.002, .001] -.01* .003 [-.02, -.00] -.03 .02 [-.08, .01]
R2 28 .14 .08 21 24
F 56.98%* 22.18%* 12.43%%* 43.96%* 44 95%*
Total Cluster .09%* .01 [.07,.10] 05%** .01 [.04, .06] O1%* .02 [.001,.02] .03%* .003 [.02, .04] 22%* .02 [.17,.26]
Adp. Fun -36%* .07 [-.50, -.22] -.10 .06 [-.21,.01] -0.03 .02 [-.07,.01] - 12%* .03 [-19,-.07] S 3E* 18 [-1.08, -.38]
Total Cluster * Adap.Fun -.002* .001 [-.01.-.00] .00 .001 [-.002,.001] .00 .00 [-.004, .001] -.001* .001 [-.002, -.00] -.01 .002 [-.01, .00]
R’ 32 .16 11 25 27
F 67.04%* 30.83%* 23.93%* 51.21%** 61.71%*

*p < .05, **p < 001.



181

Table 59 explained the moderating role of adaptive functioning in between PDs and
ASR scale. Significant interactions were apparent in the Table and therefore mod graphs
for the moderating role of mean adaptive functioning between all clusters and Internalizing,

attention problems, and total problem in non- clinical sample are explained below:

Moderation graph interaction presented in Fig. 25, 26, 27, 28, and 29 illustrated the
moderation of Model 1 in Table 59. Slope analysis indicated the moderating role of mean
adaptive functioning between PDs (Cluster A, C, NOS-depressive, NOS-passive
aggressive, and total clusters) and internalizing behavioral problem. These graphs indicated
the weakest relationship between PDs and internalizing at highest mean adaptive and
strongest at lowest mean adaptive functioning. These results provided an indication of
buffering effect of mean adaptive on the negative relationship between PDs and problem

behavior.

Similar pattern of the relationship was also apparent for attention problem and PDs
in Fig 30, 31, 32, and 33. These figures represented the results of Model 4 of Table 59. The
slope analysis indicated moderating role of mean adaptive functioning between PDs
(Cluster A, NOS-depressive, NOS-passive aggressive, and total clusters) and attention
problem. Furthermore, an apparent weak relationship between PDs and attention problem
was highlighted at the highest level of mean adaptive functioning as compared to medium

and low levels of adaptive functioning.
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Fig 25. Interaction effect of mean adaptive functioning between Cluster A PD and

syndrome scale internalizing problem among non-clinical sample



182

Total. Mean.
Adaptive
T low
T~ medium
" - _high

25.00

20.00—

15.00—

Internalizing

10.00—

5.00

T T T T T T T
-3000 -2000 -1000 .00 10,00 2000 30.00
clC1t

Figure 26. Interaction effect of mean adaptive functioning between Cluster C PD and

syndrome scale internalizing problem among non-clinical sample

Figure 27. Interaction effect of mean adaptive functioning between NOS-depressive PD

and syndrome scale internalizing problem among non-clinical sample
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Figure 28. Interaction effect of mean adaptive functioning between NOS-passive

aggressive PD and syndrome scale internalizing problem among non-clinical sample
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Figure 29. Interaction effect of mean adaptive functioning between total Cluster PD and

syndrome scale internalizing problem among non-clinical sample
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Fig 30. Interaction effect of mean adaptive functioning between Cluster A PD and

attention problem among non-clinical sample

Figure 31. Interaction effect of mean adaptive functioning between NOS-depressive PD

and attention problem among non-clinical sample



Figure 32. Interaction effect of mean adaptive functioning between NOS-passive

aggressive PD and attention problem among non- clinical sample
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Figure 33. Interaction effect of mean adaptive functioning between total Cluster PD and

attention problems among non-clinical sample
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Moderating Role of Gender for Relationship between Clusters (A, B, C, NOS Depressive, NOS Passive Aggressive, and Total Clusters) and
Internalizing, Internalizing, Thought, Attention, and Total Problem Behavior across Clinical Sample (N = 408)

Model 1 Model 2 Model 3 Model 4 Model 5

Predictors Internalizing Externalizing Thought Problem Attention Problem Total Problem Behavior

B SE 95 % CI B SE 95 % CI B SE 95% CI B SE 95 % CI B SE 95 % CI
Cluster A 25%* .02 [.20, .30] 31 .02 [27.33, .36] .08** .01 [.06, .09] 3% .01 [.11,.15] 92%* .06 [.79, 1.03]
Gender 7.27*¥* 129  [4.73,9.79] 6.19 .21 [-8.59,-3.81] 51 .36 [-.20, 1.23] 2.07** .59 [.89, 3.25] 432 329 [-2.17,10.79]
Cluster A * Gender - 19%* .05 [-.29, -.10] -.07 .04 [-.14,.02] .001 .01 [-.02,.03] L09** .02 [-.13,-.05] | -.42%%* 12 [-.65, -.18]
R’ 27 40 24 .30 .39
F 35.79%* 118.38%* 49.73** 49.46** 83.12%*
Cluster B 5% .02 [.11,.18] 29%* .01 [.26,.32] .04** .01 [.03,.05] .09** .01 [.07,.10] 67** .04 [.59,.77]
Gender 7.39** 148 [4.47,1031] | -3.45%* 1.13 [5.67,1.23] .53 42 [.29, 1.36} 2.30%* .68 [.97, 3.65] 8.23*  3.62  [l.11,15.35]
Cluster B * Gender - 16%* .04 [-.24, -.09] -.08% .02 [-.14,-.02] .01 .01 [-.02,.02] . -09** 0.02 [-.12,-.05] 39%* .09 [-.58,-.21]
R .19 .54 13 34 37
F 20.57** 190.55%* 21.16%* 39.82%* 87.33**
Cluster C 2% .02 [.07,.17] 18 .03 [.13, .24] 03*%% .01 [. 02,.05] L06** .01 [.04,.09] A9%* .07 [.35, .64]
Gender 5.65%¥* 146 [2.78,8.52] 7.86 1.44  [-10.69, -5.03] .02 42 [-.85, .81] 1.19 .70 [-.18,2.58] 1.09 4.03 [-9.03, 6.84]
Cluster C * Gender -23%* .05 [-.33,-.13] -.09 .05 [-.21,.01] -.01 .02 [-.04,.02] - L1** .03 [-.16, -.06] S3x* .14 [-.82, -.54]
R’ 12 -22 .06 12 15
F 11.18%* 46.25%* 8.19%** 14.98%* 24.09%*
T.Cluster 7% .01 [.11,.04] A1 .01 [.10,.13] .02%* 002 [.02,.03] .04%* .003 [.03,.05] 20%* .02 [.25,.33]
Gender 7.4 1.4 [4.64,10.16] -4.6%* 1.19  [-6.95,-2.25] .59 40 [-.20, 1.38] 2.22%% .65 [.95, 3.49] 6.78 3.52 [-.13, 13.71]
T.Cluster * Gender -.08%* -02  [-.11,-.04] -.03 .01 [-.05,.00] -.0004 .01 [-.01,.01] -.04%* .01 [-.05, -.02] J16%* .04 [-.24, -.08]
R’ 22 45 .16 .26 .36
F 25.66** 136.97** 27.91%* 43.11%* 78.79%*
N.DP .89%* .08 [.74, 1.05] O5%* .08 [.50, .80] 4%k .02 [.10,.19] A0%* .04 [.33,.48] 2.44** 21 [2.04,2.85]
Gender 4.93%* 1.17  [2.63,7.23] -9.64%* 1.28 [-12.22,-7.17] | -.36 .38 [-1.11,.39] 7 .58 [.37,1.91] -5.20 33 [-11.68, 1.27]
N.DP* Gender -.29 .16 [-.60, .01] -26 15 [-.56, .03] -.06 .04 [-.15,.03] -.18% .08 [-.33,-.03] -.95% 41 [-1.76, -.13]
R? .34 .26 12 .30 32
F 47.74** 51.61%* 19.58** 43.24** 52.48%*
N.PA JT1EE .08 [.57, .86] B8** .06 [.76, 1.00] A7 .02 [.13,.21] J35%* .03 [.28, .42] 2.52%* 19 [2.14,2.88]
Gender 6.69%* 1.3 [4.41,9.52] -6.88** 1.21  [-9.27,-4.48] 21 .38 [-.54, .96] 1.74* .62 [.51,2.97] 24 3.38 [-4.23,9.04]
N.PA * Gender -.36* 15 [-.65, -.07] .19 12 [.44, .05] -.01 .04 [-.09, .07] -.24%* .07 [-.38, -.10] -.95% 37 [-1.68, -.22]
R 24 .38 .16 24 33
F 31.26%* 102.53** 26.67** 37.04** 66.17**

Note. T. Cluster = Total Clusters; N.DP = Nos Depressive; N.PA = Nos Passive Aggressive
*p <.05. **p < .001.
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Interaction effect of gender (Table 60) with PDs (Cluster A, B, C, & total) for eight
syndrome model were shown in models in the above table. Gender moderated significantly
between clusters and syndrome scales (internalizing, thought, and total problem score),
while non-significant moderation was apparent for externalizing and attention problem
scores. Interaction effect of gender and cluster A accounted for an additional 2 % variance
for total problem score, 3 % variance for internalizing and, 3 % variance for thought
problem as well.

Similarly, moderating role of gender was also confirmed in relation between
Cluster B and syndrome-based scales (internalizing, externalizing, attention, and total
problem behavior). Whereas non-significant moderation was apparent in case of thought
problems. Interaction effect of gender and cluster B accounted for an additional 2 %
variance in total problem score, 3 % in case of internalizing behavioral problems, 1 % in
case of externalizing behavioral problems, and 4 % in case of attention problems.

For Cluster C, moderating role of gender was confirmed for internalizing, attention,
and total problem score. Non-significant interaction was evident for externalizing and
thought problems. Significant interaction between gender and cluster C accounted for an
additional 2 % variance in case of internalizing behavioral problems, and 4 % in case of
internalizing and attention problems each.

For NOS depressive PD significant moderation was apparent for attention and total
problem score accounting for 1 % additional variance in each case. Non-significant
interaction effect was apparent for internalizing, externalizing and thought problem. For
NOS passive aggressive PD, significant moderation by gender was apparent in case of
internalizing, attention, and total problem accounting for 1 %, 2 % and 1 % additional
variance in each case respectively. Non-significant moderating effect was apparent for
externalizing and thought problems.

For total cluster, significant moderation by gender was apparent in case of
internalizing, attention, and total problem accounting for an additional 3 %, 4 % and 2 %
variance in each case respectively. Non-signification interaction effect was evident for
externalizing and thought problems.

Moderation graphs for table 60 are explained below:
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Examination of interaction plot in Figure 34 showed that at low level of PDs
(Cluster A) female had higher internalizing behavioral problem as compared to male.
Similarly, at higher level of cluster A, female scored higher on internalizing behavioral
problem. However, the steep of the slope indicated steeper increase in internalizing

behavioral problem with cluster A was more apparent for male.

Graph (Figure 35) illustrated the interaction effect of gender and cluster B for
internalizing behavioral problem among clinical sample. It further indicated higher
internalizing behavioral problems in female than in male. However, the steeper slope for
male indicated that internalizing behavioral problem increased rapidly with increase in

cluster A problems among male.

Examination of the interaction effect in Figure 36, between gender and cluster C
indicated that females had higher internalizing behavioral problems and low cluster C
scores than in male. However, the steep of slope illustrated an apparent steeper positive

association of internalization and cluster C in male than in females.

Interaction of total clusters and gender (Figure 37) showed that females had higher
internalizing behavioral problems and low total cluster scores as compared to male.

However, the steep slope was apparent for male than in female.

Interaction of NOS-passive aggressive PD and gender (Figure 38) showed that
female had higher passive aggressive PD and internalizing scores as compared to male.

However, the steep slope was apparent for male than in female.

Figure 39 represented the significant moderation of Model 2 for Table 60.
Interaction effect of gender and Cluster B showed that both male and female had similar
trend for externalizing behavioral problems. However, the steepness of slope further
illustrated that male havd higher externalizing behavioral problems as compared to

females.

Figure 40, 41, 42, 43, 44, and 45 represented the significant moderation for Model
5 in Table 60. The mod graphs represented the moderating role of gender between PDs
(Cluster A, B, C, total clusters, NOS-depressive, and NOS-passive aggressive) and

attention problems respectively. The moderating role of gender was quite apparent and
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similar trends as of internalizing and externalizing behavioral problems were also
highlighted in these graphs. Examination of the interaction between gender and PDs for
attention problems illustrated that female had higher attention problems with lower PDs as
compared to male. However, the point of influx of both slopes illustrated that male tend to

have higher attention problem with increase in PDs at a certain point.

Lastly, similar trends were also highlighted for gender in relationship between PDs
and syndrome scale total in Fig 46, 47, 48, 49, 50, and 51. Moderation of gender for
syndrome scale total problems indicated that although female had higher total problems

with lower score of PDs, however, steeper slope was apparent for males.
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Figure 34. Interaction effect of gender between cluster A PD and syndrome scale

internalizing behavioral problems among clinical sample
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Figure 36. Interaction effect of gender between cluster C PD and syndrome scale

internalizing behavioral problems among clinical sample
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Figure 37. Interaction effect of gender between total clusters PD and syndrome scale

internalizing behavioral problems among clinical sample

Figure 38. Interaction effect of gender between NOS-passive aggressive PD and

syndrome scale internalizing behavioral problems among clinical sample
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Figure 39. Interaction effect of gender between cluster B PD and syndrome scale

externalizing behavioral problems among clinical sample

Figure 40. Interaction effect of gender between cluster A and attention problems among

clinical sample

Figure 41. Interaction effect of gender between cluster B and attention problems among

clinical sample
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Figure 42. Interaction effect of gender between cluster C and attention problems among

clinical sample

Figure 43. Interaction effect of gender between total clusters and attention problems

among clinical sample

Figure 44. Interaction effect of gender between NOS depressive PD and syndrome scale

attention problems among clinical sample
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Figure 45. Interaction effect of gender between NOS passive aggressive PD and attention

problems among clinical sample

Figure 46. Interaction effect of gender between cluster A and syndrome scale total

problems among clinical sample

Figure 47. Interaction effect of gender between cluster B and syndrome scale total

problems among clinical sample
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Figure 48. Interaction effect of gender between cluster C and syndrome scale total

problems among clinical sample

Figure 49. Interaction effect of gender between total clusters and syndrome scale total

problems among clinical sample

Figure 50. Interaction effect of gender between NOS-passive aggressive PD and

syndrome scale total problems among clinical sample
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Figure 51. Interaction effect of gender between NOS-depressive PD and syndrome scale

total problems among clinical sample
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Moderating Role of Gender for Relationship between Clusters (4, B, C, NOS Depressive, NOS Passive Aggressive, & Total Clusters) and
Internalizing, Internalizing, Thought, Attention, and Total Problem Behavior across Non-Clinical Sample (N = 487)

Model 1 Model 2 Model 3 Model 4 Model 5

Predictors Internalizing Externalizing Thought Problem Attention Problem Total Problem Behavior
B SE 95 % CI B SE 95 % CI B SE 95 % CI B SE 95 % CI B SE 95 % CI

Cluster A 30%% 03 [24,35] | .15%* .02 [11,.19] | .04** 01 [03,.05] | .10** 01  [.08,.12] | .70** 07  [.57,.83]
Gender 35 .99 [-1.60, 2.31] 91 .80 [-2.48, .65] -33 24 [-.81, .14] 40 43 [-1.23, .44] -2.05 259  [-7.15,3.03]
Cluster A * Gender 04 05 [-07,.15] 03 .04  [-11,.04] | .02* 01  [-.04,-00] | -02 .02 [-06,.03] | -06 .13  [-31,.20]
R? 24 A1 .10 17 .20
F 38.38** 19.96** 20.18** 26.75%* 36.90**
Cluster B 20%% .02 [15, 24] | .14** 01 [.10,.17] | .03** 004  [.02,.04] | .07** 01  [.05,.08] | .52%* .05 [42, 62]
Gender Sl 1.04 [-1.52,2.55] -.98 .76 [-2.48, .52] -33 24 [-.80, .14] -.36 42 [-1.19,.47] | -193 258 [-7.0, 3.13]
Cluster B * Gender 01 .04  [-08,.09] 03 02 [-09,.01] | -01 .01  [-03,.01] 02 .02 [-05.02] | -08 .10  [-.28,.12]
R’ .20 18 A1 17 22
F 29.59** 30.30%** 18.45%* 25.96%* 34.58**
Cluster C 27%% .03 [.22, .32] 4% .02 [.10,.17] .03*%* 005 [.02,.04] A1 01 [.09, .13] .66%* .06 [.54,.78]
Gender 08  1.01 [-1.90,2.05] | 1.03 81  [2.62,.54] | -35 24  [-83,.13] -53 42 [-136,28] | -274 2.61 [-7.87,2.38]
Cluster C * Gender -.02 .05 [-.08, .12] -.05 .04 [-.12,.02] -.02% .01 [-.04, -.00] -.03 .02 [-.07,.004] -.13 A2 [-.37,.10]
R 23 A1 .08 22 21
F 40.35** 19.43** 16.80** 38.18** 39.68**
Total Cluster 09%*% 01 [08,.11] | .06** .01 [04,.07] | .01** 001  [.01,.02] | .04** 003 [.03,.04] | 24** 02  [.20,.28]
Gender 18 .99 [-1.76, 2.12] -1.07 78 [-2.60, .45] .36 24 [-.83, .11] -.48 41 [-1.29, .33] -2.6 2.53 [-7.57,2.37]
Total Cluster * Gender 01 .01  [-03,.04] 02 .0l  [-04,.01] | -02* 003 [-01,-00] | -01 .01 [-02,.01] | -04 .04  [-12,.05]
R? .26 .16 11 21 25
F 37.74** 27.03** 21.40** 33.38** 40.50**
N.DP 79%% 06  [.67,91] | 40%* 05 [31,.49] | .09%* 02 [03,.12] | 28%** .02  23,33] | 1.84** .15  [1.55,2.12]
Gender .60 97  [-1.30,2.49] -.80 79 [-2.34, .75] -.28 24 [-.76, .19] -32 41 [-1.13,.48] | -1.49 254 [-6.49,3.50]
N.DP* Gender 03 12 [-20,.26] 215 .09 [-32,.01] | -07* .03  [-14,-02] | -02 .05 [-13,.07] | -29 .28 .85, .26]
R? .29 13 .09 21 24
F 61.67** 28.27** 13.24** 39.57** 56.84**
N.PA 83%* 08  [.67,1.00] | 48** .06 [36,.61] | .10** 01 [07,.14] | 30** 03  [.23,.37] | 2.05%** 21  [1.62,2.47]
Gender .34 10 [-1.64,2.32] -.99 79 [-2.54, .55] -32 24 [-.81, .16] -41 42 [-1.25, .42} 2.19  2.58 [-7.27,2.88]
N.PA* Gender 001 .16 [-33,.33] 15 12 [-39,.09] | -07* .04 [-15,-002] | -06 .06 [-19,.06] | -37 42  [-1.20,.45]
R 24 .14 .08 17 21
F 33.77** 20.12%* 10.94** 25.79** 31.24%**

Note. T. Cluster = Total Clusters; N.DP = Nos Depressive; N.PA = Nos Passive Aggressive

*p <.05. **p < .001.
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Table 61 indicated that for non-clinical sample gender moderated significantly
between PDs (cluster A, C, NOS dependent and NOS passive aggressive) and thought
problem only accounting for an additional 1 % variance. Non-significant moderation of
gender was apparent in case of internalizing, externalizing, attention, and total problem

SCore.

Moderation graphs for the interaction effect across gender predicted thought
problem from PDs among non-clinical sample (for Table 61) was shown below from

Figure 52 to Figure 56.

Graph illustrated a steeper slope among males to predict thought problems with the
increase in scores of PDs as compared to females. However, male had lower thought

problems with low PDs as compared to females.

Figure 52. Interaction effect of gender between total clusters and thought problems

among non-clinical sample
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Figure 53. Interaction effect of gender between total clusters and thought problems

among non-clinical sample

Figure 54. Interaction effect of gender between total clusters and thought problems

among non-clinical sample
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Figure 55. Interaction effect of gender between NOS depressive PD and syndrome scale

total problems among non-clinical sample

Figure 56. Interaction effect of gender between NOS passive aggressive PD and

syndrome scale total problems among non-clinical sample
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Moderating Role of Age for Relationship between Clusters (A, B, C, NOS Depressive, NOS Passive Aggressive, & Total Clusters) and
Internalizing, Internalizing, Thought, Attention, and Total Problem Behavior across Clinical Sample (N = 408)

Model 1 Model 2 Model 3 Model 4 Model 5

Predictors Internalizing Externalizing Thought Problem Attention Problem Total Problem Behavior

B SE 95 % CI B SE 95 % CI B SE 95 % CI B SE 95 % CI B SE 95 % CI
Cluster A 23%% 02 [.18, .28] 4% .01 [.30, .38] 07%* .01 [.06, .09] 3% .01 [.11,.15] 91%* .06 [.79, 1.04]
Age .52 135 [-1.13,4.17] | 3.05% 1.21  [-5.43,-.66] 29 .35 [-.39, .99] 1.56* .61 [.37,2.78] -.03 328 [-6.49, 6.44]
Cluster A * Age -.07 .05 [-.17,.04] -.10%* .04 [-.18,-.02] .02 .01 [-.01,.04] -.05 .02 [-.08, .01] -.24 12 [-.48,.001]
R’ 18 .38 24 .26 37
F 27.29%* 112.17%* 47.57** 43.37** 85.95%*
Cluster B A3%* .02 [.09, .16] 31 .01 [.28, .33] .04%* .01 [.03,.05] .08** .01 [.07,.10] O7F* .04 [.58,.76]
Age 1.96 142 [-.83,4.74] 1.37 1.07  [-3.47,-.74] 45 38 [-.30, 1.24] 1.91%* .64 [.65,3.18] 3.15 339 [-3.52,9.83]
Cluster B * Age .01 .04 [-.08,.07] -.03 .03 [-.09, .02] -.01 .01 [-.01,.03] -.02 .02 [-.05,.02] -.06 .09 [-.23,.12]
R’ .09 .53 13 .19 33
F 14.29%** 197.82%* 20.69%** 31.19** 404.00**
Cluster C Jd2%% 03 [.06, .17] 22%%* .02 [.17, .27] .04%* .01 [.02,.05] 07** .01 [.05,.09] S4x% .07 [.39, .67]
Age 1.39 144 [-1.42,4.23] | 3.05% 1.4 [-5.80, -.29] 24 39 [-.52,1.02] 1.51%* .68 [.18,2.84] -.26 3.84 [-7.81,7.29]
Cluster C * Age .09 .05 [-.19,.02] - 11* .05 [-.20, -.004] -.002 .01 [-.02,.03] -.04 .02 [-.09, .01] -27 .14 [-.55,.01]
R’ .05 17 .05 .08 13
F 7.07** 29.32%* 8.27** 404.00%* 404.00**
Total Cluster 06%* 01 [.05,.08] 2% .01 [.11,.14] 02%* 002 [.02,.03] .04 .004  [.03,.05] 29%* .02 [.25,.34]
Age 1.88 139 [-.85,4.61] -2.07 1.16 [-4.34, .21] 41 37 0 [31,1.15] 1.81%* 36 [.57,3.06] 2.03 338 [-4.61, 8.67]
T.Cluster * Age -.02 .02 [-.05,.02] -.02 .01 [-.05,.00] -.01 .004  [-.003,.01] -.01 .01 [-.03,.01] -.05 .04 [-.13,.03]
R 13 44 .16 21 34
F 17.63*%* 143.16** 27.38%* 39.77** 404.00**
N.DP 91** .09 [.74, 1.07] O7** .08 [.51,.82] 5% .02 [.11,.19] A1 .04 [.33, .49] 2.50%** 22 [2.07,2.94]
Age 74 1.24  [-1.69,3.18] | -4.07** 139 [-6.81,-1.34] .07 38 [-.67, .82] 1.14 59 [-.02,2.31] -2.92 342 [-9.66, 3.81]
N.DP* Age 12 17 [-.45, .21] -.26 15 [-.57,.04] -.02 .04 [-.10,.06] -.11 .08 [-.26, .04] -.68 44 [-1.55,.19]
R 31 .19 11 .30 32
F 43.81** 27.83%* 18.72%* 43.79%* 50.39**
N.PA 67%% .08 [.52,.82] 4% .06 [.83, 1.06] A7EE .02 [.13,.21] 35 .03 [.28, .41] 2.53%x* 18 [2.17,2.89]
Age 1.8 1.34  [-.83,4.44] 2.67* 1.24  [-5.11,-.24] 34 37 [-.40, 1.07] 1.69%* 62 [47,2.92] .94 337 [-5.68,7.57]
N.PA* Age -35% 15 [-.66, -.05] -39%* 12 [-.63,-.16] -.01 .04 [-.08,.06] -.22%% .07 [-36,-.09] | -1.18** 37  [-1.91, -.46]
R’ .19 .35 .14 24 34
F 27.20%* 98.80** 24.86** 36.06* 72.42%*

Note. T. Cluster = Total Clusters; N.DP = NOS Depressive; N.PA = NOS Passive Aggressive
*p <.05. **p <.001.
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Table 62 indicated that for clinical sample age moderated significantly between
cluster A and externalizing behavioral problem only accountied for an additional 1 %
variance because of interaction. Non-significant moderation of age was apparent in case of
internalizing, thought problem, attention problem, and total problem score.

In case of cluster B, age moderated significantly in prediction of internalizing
behavioral problems accounting for an additional 1 % variance. Non-significant interaction
effect between cluster B and age in prediction of externalizing, thought, attention, and total
problem score was evident.

In case of cluster C, age moderated significantly in prediction of externalizing
behavioral problems accounting for an additional 1 % variance. Non-significant interaction
effect between cluster B and age in prediction of internalizing, thought, attention, and total
problem score was evident.

In case of NOS dependent PD, non-significant interaction effect of age was
apparent in prediction of internalizing, externalizing, thought, attention, and total problem
score.

Significant interaction between age and NOS passive aggressive PD was apparent
in case of internalizing and externalizing behavioral problem accounting for an additional
1 % variance in each case. Similarly, an additional 2 % variance was explained in
prediction of attention and total problem score because of interaction between age and NOS
passive aggressive PD.

In case of total PD (Table 61), non-significant interaction effect of age was apparent
in prediction of internalizing, externalizing, thought, attention, and total problem score.

In case of non-clinical sample non-significant interaction effect between each PD
cluster and age was apparent in prediction of internalizing, externalizing, thought,
attention, and total problem score. Age did not moderate the relation between PD clusters
and internalizing, externalizing, thought, attention, and total problem score in case of non-
clinical sample.

Moderation graph for Table 62 arerepresented in Figure 57, 58, 59, 60, 61, and 62
are explained further below:

Examination of the moderating role of age between PDs and syndrome scales ASR

indicated that older adults had higher behavioral problems as compared to middle aged
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adults. However, middle aged adults had steeper slope for behavioral problems with the
increase in PDs indicating that they had higher tendency for behavioral problems as

compared to late adults.

Figure 57. Interaction effect of age between NOS-passive aggressive PD and syndrome

scale internalizing behavioral problem among clinical sample

Figure 58. Interaction effect of age between Cluster A PD and syndrome scale

externalizing behavioral problem among clinical sample
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Figure 59. Interaction effect of age between Cluster C PD and syndrome scale

externalizing behavioral problem among clinical sample

Figure 60. Interaction effect of age between NOS-passive aggressive PD and syndrome

scale externalizing behavioral problem among non-clinical sample

Figure 61. Interaction effect of age between NOS-passive aggressive PD and syndrome

scale attention problem among clinical sample
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Interaction effect of age and NOS passive aggressive to predict attention problems
indicated, as steeper slope for middle aged adults. However, older adults showed higher

attention problems at lower NOS passive aggressive scores.

Figure 62. Interaction effect of age between NOS-passive aggressive PD and syndrome

scale total problem among clinical sample

Graph depicted that middle-aged adult had higher tendency for total problem score

with the increase in NOS passive aggressive scores as compared to older adults.
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Moderating Role of Age for Relationship between Clusters (A, B, C, NOS Depressive, NOS Passive Aggressive, and Total Clusters) and
Internalizing, Internalizing, Thought, Attention, and Total Problem Behavior across Non-Clinical Sample (N = 487)

Model 1 Model 2 Model 3 Model 4 Model 5
Predictors Internalizing Externalizing Though Problem Attention Problem Total Problem Behavior
B SE 95%CI B SE 95%CI B SE 95%CI B SE 95%CI B SE 95%CI

Cluster A 29%% .03 [.24, .35] 4% .02 [.10, .18] .04** 01 [.02,.05] 09** 01 [.08, .12] .68** .07 [.54, .81]
Age -1.45  1.09 [-3.61,.70] | -2.39** 84 [-4.04, -.73] -27 24 [-75,.20] | -1.01* .48  [-1.95,-.05] -6.36%* 2.69 [-11.66, -1.05]
Cluster A * Age .02 .06 [-.09, .13] .01 .04 [-.07,.09] -.01 .01 [-.01,.03] -.03 .03 [-.07,.02] -.02 .14 [-.25,.30]
R’ 25 12 .10 18 21
F 39.88** 24.96** 18.67** 29.51%* 39.57**
Cluster B A9%% .02 [.15, .23] 3% .02 [.10,.16] .03**% 004  [.02,.04] 07*% .01 [.05,.09] S1E® .05 [41,.61]
Age -92  1.13 [-3.13,1.29] | -1.85% .82 [-3.46, -.23] - 18 25 [-.67,.31] -.81 48  [-1.78, .13} -4.71 2.65 [-9.92, .49]
Cluster B * Age .07 .04 [-.01,.16] -.01 .03 [-.05, .08] -.01 .01  [-.01,.03] .002 .02 [-.04,.03] -.11 .10 [-.08, .31]
R? 21 .19 .10 17 -23
F 37.52%* 33.90** 19.24%* 29.37** 43.43**
Cluster C 27** .03 [.22,.32] 3% .02 [.09, .17] .03** 01 [.02,.04] Jd0** 01 [.08, .12] .63%* .06 [.51,.76]
Age 145 1.07 [-3.56,.65] | -2.42%* 83 [-4.05, -.80] 31 24 [-.79,.17] 95% 46 [-1.86,-.04] -6.36%* 2.63 [-11.54,-1.18]
Cluster C * Age -.06 .06 [-.04, .17] -.01 .04 [-.06, .09] -.01 .01 [-.01,.03] -.01 .02 [-.05,.03] -.09 12 [-.16, .34]
R’ 24 12 .07 21 21
F 42.26%* 23.82%* 16.43** 40.66** 42.70**
Total Cluster 09** 01 [.08, .11] 05%* .01 [.04,.07] .01* .001 [.01,.02] .03** 003 [.03,.04] 23%* .02 [.19, .28]
Age -98  1.07 [-3.09, I.11] | -2.06* .82 [-3.69, -.45] 21 24 [-.70, .26] -.83 47 [-1.76,.09] -5.12 2.59  [-10.20, -.03]
Total Cluster * Age  -.02 .02 [-.02,.06] -.001 .01 [-.03,.03] 22 .004 [-.005,.01]| -.01 .01 [-.02,.01] .02 .04 [-.06, .11]
R’ 27 .16 11 21 25
F 41.31** 29.96** 20.02%* 34.91%* 43.92%*
N.DP J9¥%. .05 [.67, .91] 38x* .04 [.30, .47] 06%* .02 [.02,.09] 23%*% .03 [.17, .28] 1.79%** .14 [1.51,2.07]
Age 2.14* 98 [-4.08,-.21] | -2.72** .78 [-4.27,-1.17] | -.50* 24 [-98,-.04] | -1.13* .49  [-2.08,-.17] -7.98** 2.5 [-12.86,-3.07]
N.DP* Age .20 A2 [-.03, .43] .07 .09 [-.11,.26] .01 .04 [-.07,.09] .01 .06 [.11,.12] 34 27 [-.20, .88]
R’ .30 .14 .04 13 .25
F 75.08** 34.06** 7.80%** 25.28%%* 69.07**
N.PA 83*% .08 [.67,.99] A5%* .06 [.34, .58] 09*% .02 [.06, .13] 29%% .03 [.22, .35] 1.98%* 21 [1.57,2.38}
Age 1.97 1.06 [-4.06,.11] | -2.57** .79 [-4.14, -1.01] .38 25 [-.87,.10] | -1.16¥ .46  [-2.07,-.25] -7.52%% 2.61 [-12.66, -2.38]
N.PA* Age 22 17 [-.11,.55] .09 12 [-.15, .34] .01 .04 [-.07,.09] -.04 .07 [-.17,.10] 33 41 [-.46, 1.13]
R 24 15 .07 18 22
F 41.79** 27.74%* 10.44** 29.35%* 40.60**

Note. T. Cluster = Total Clusters; N. DP = NOS Depressive; N.PA = NOS Passive Aggressive

*p <.05. **p <.001.
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Group Comparisons for Gender across Clinical (N = 408) and Non-Clinical (N = 487) Sample for all Study Variables
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Clinical (N = 408)

Non-Clinical (N = 487)

Variables Male Female 95% CI Male Female 95% CI Cohen’s

(n=235) (n=173) £ (406) P Cohen’ (n=274) (n=213) f (485 p d

M(SD) M(SD) LL UL sd M(SD) M(SD) LL UL
Adult Self Report (ASR) Syndrome Based Subscales
Anxious Depressed 25.96 (8.36) 28.18 (5.45) 3.04 .00 -3.65 -78 31 7.81 (6.44) 8.75(7.22) 148 .13 217 29
Withdrawn 12.07 (4.33) 12.52 (3.64) 1.11 26 -1.23 32 3.82(3.20) 3.66 (3.28) .56 .57 -41 74
Somatic Complaints 14.11 (5.89) 16.03 (4.75) 3.51 .00 -298 -84 .35 3.83 (4.00) 4.31(4.73) 1.20 .23 -1.28 .30
Attention Problem 21.37 (7.94) 21.98 (5.70) .86 38  -1.94 78 6.24 (5.18) 6.14 (4.95) 21 .83 -.80 1.00
Thought Problem 6.97 (4.24) 6.56 (3.77) 1.01 31 -38 1.19 222 (2.62) 2.01 (2.86) .87 .38 -27 71
Aggressive Behavior 20.25 (7.70) 18.15 (5.91) 3.00 .00 725  3.48 30 5.72 (4.84) 5.71 (4.78) 02 97 -85 87
Rule Breaking 13.20 (7.34) 7.08 (5.00) 946 .00 485 7.39 .97 3.06 (3.79) 2.66 (3.16) 1.27 .20 -21 1.02
Intrusive 5.38 (3.56) 3.67 (2.58) 5.36 .00 1.08 2.34 .55 2.28 (2.14) 2.22 (2.11) 32 74 =31 44
Internalizing 52.15 (16.70) 56.74 (11.51) 310 .00 -748 -1.68 32 1547 (11.95) 16.73(13.08) 1.09 .27 -3.52 1.00
Externalizing 44.56 (15.31) 28.90 (11.56) 1128 .00 1293 18.38 1.15 22.23(19.43) 10.60 (8.84) 8.10 .00 8.81 14.45 77
Total Problem 140.65 (47.20) 134.5 (31.55) 1.48 A3 -1.53 13.81 43.46 (32.32)  43.46(31.06)  .001 99 -5.67 5.67
Adult Behavior Checklist (ABCL) Syndrome Based Subscales
Anxious Depressed 21.37 (6.57) 23.80 (4.61) 4.18 .00 -3.58 -1.29 42 6.18 (5.36) 6.88 (5.54) 141 159 -1.68 27
Withdrawn 12.14 (4.21) 12.49 (3.25) 91 36 -1.07 37 3.73 (3.35) 3.43 (3.05) 1.04 .29 -.26 .87
Somatic Complaints 10.42 (4.30) 11.90 (3.21) 3.81 .00 -224  -71 39 3.38 (3.58) 3.29 (3.66) 28 77 -.55 74
Thought Problem 6.47 (4.26) 6.41 (3.61) .16 .86 -70 .83 6.08 (5.69) 6.03 (5.28) .09 92 -.93 1.02
Attention Problem 24.74 (8.04) 25.09 (5.72) 49 .62 -1.69 .98 1.75 (2.46) 1.66 (2.98) .36 1 -40 .58
Aggressive Behavior 22.15(7.84) 19.64 (6.06) 350 .00 1.10 391 .35 5.85(5.10) 5.96 (5.28) 23 .81 -1.04 .82
Rule Breaking 12.61 (6.96) 6.09 (4.56) 1073 .00 532 771 1.10 2.79 (3.58) 2.69 (3.31) 32 74 -5l 71
Intrusive 5.67 (3.42) 3.84(2.52) 594 .00 122 243 .60 2.28 (2.33) 2.28 (2.26) .03 97 -40 41
Internalizing 44.01 (13.02) 48.20 (8.98) 3.63 .00 -644 -1.92 37 13.30 (10.46)  13.61(10.48) 31 5 -2.18 1.57
Externalizing 40.44 (16.22) 29.58 (10.98) 7.61 .00 8.05 13.66 78 10.93 (9.74) 10.93 (9.57) .00 .99 -1.73 1.72
Total Problem 143.40 (44.49)  135.39(28.89) 206 .03 40 15.62 21 40.77 (31.86)  41.35(31.09) .20 .84 -6.22 5.06
Assessment of DSM IV Personality Disorders (ADP IV) Questionnaire

Paranoid 28.23 (11.58) 23.69 (11.28) 3.95 .00 228 6.80 .39 19.60 (7.45) 21.07 (8.30) 2.05 .04 -2.87 -.06 18
Schizoid 27.85(9.33) 23.79 (7.87) 4.62 .00 233 577 47 19.55 (7.17) 20.39 (7.13) 1.28 .20 2,11 44

Continued.
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Clinical (N = 408)

Non-Clinical (N = 487)

Male Female Male Female Cohen’s
(n=235) (n=173) t(99) 95% I Coh;n’ (n=274) (n=213) 1 487) 95% 1 d
M(SD) M(SD) IL UL ° M(SD) M(SD) LL UL
Schizotypal 33.15(11.64) 29.47 (9.99) 334 .00 1.51 583 33 22.12 (8.53) 22.79 (8.79) .84 39 222 .88
Antisocial 27.16 (11.00) 19.24 (7.83) 808 .00 599 9385 .82 16.47 (6.47) 16.39 (6.39) 13 89  -1.07 1.23
Borderline 42.94 (12.07) 39.09 (11.09) 329 .00 155 6.5 .33 26.48 (10.64)  28.19 (9.60) 1.85 .06  -3.51 .09
Histrionic 25.83(9.32) 21.36 (7.49) 519 .00 277 6.16 .52 20.70 (7.85) 22.14 (7.53) 204 .04 283 -.05 .18
Narcissistic 29.46 (11.01) 22.48 (9.14) 6.79 .00 496 9.00 .68 26.11 (9.06) 26.83 (8.35) .89 37 =227 .84
Avoidant 25.39 (9.58) 21.72 (8.37) 402 .00 1.87 545 40 20.22 (7.98) 21.71 (7.95) 204 .04 291 -.05 .18
Dependent 29.62 (10.73) 26.08 (8.65) 356 .00 1.58 549 .36 22.02 (8.78) 23.67 (9.04) 203 .04 324 -.05 .19
Obsessive Compulsive 29.54 (11.74) 24.62 (10.49) 4.61 .00 2.82 7.01 44 26.57 (8.11) 27.07 (8.21) 1.51 13 -2.59 33
NOS. Depressive 28.33(9.82) 27.93 (7.78) 44 65 -1.30  2.12 16.67 (7.94) 17.50 (9.06) .05 29 -2.37 71
NOS. Passive Aggressive 27.57 (9.59) 23.97 (8.26) 397 .00 1.81 538 40 17.73 (6.69) 18.83 (7.77) 1.64 .09 -241 21
Cluster A 89.24 (28.08) 76.97 (23.87) 4.64 .00 7.08 17.47 47 61.28 (20.28)  64.26 (20.98) 1.57 11 -6.69 73
Cluster B 125.42 (36.56) 102.19 (30.03) 6.83 .00 16.54 2991 .69 89.78 (29.62)  93.57 (27.09) 1.46 .14 -8.85 1.27
Cluster C 84.56 (28.16) 72.43 (23.00) 463 .00 698 17.26 A7 68.83 (21.66)  73.09 (22.06) 2.13 .03 -8.18 -34 .19
Total Clusters 299.22 (83.78) 251.59 (66.24) 6.18 .00 3248 62.78 .63 219.9 (66.10)  230.9 (65.00) 1.84 .06  -22.81 74

Note. Dep. = Depressive; Beh. = Behavior; Comp. = Compulsive; CI = Confidence Interval; LL = Lower Level; UL = Upper Level.
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A priori sample estimation was carried out using Gpower (Version 3.1.9.6) with
medium effect size, error probability (a = .05), and sample power (.95), the adequate
sample size was 88. Therefore, both clinical (N = 408) and non-clinical samples (N = 487)
of the present study were enough to test mean difference across study variables.

In order to assess gender differences across ASR, ABCL and ADP IV for both
samples -test was carried out. Table 64 indicatd that significant mean differences were
apparent across narrow band scales of anxious depressed and somatic complaints where
females scored higher as compared to males for clinical sample. On narrow band scales of
aggressive behavior, rule breaking, and intrusive problems males scored higher as
compared to females for clinical sample. On broad band internalizing scale females scored
higher as compared to males. On broad band externalizing scale males scored higher as
compared to females. Non-significant difference was apparent for total problem behavior
across gender on ASR for clinical sample. Similarly, across ABCL for clinical sample
significant mean differences were apparent across clinical sample for narrow band scales
of anxious depressed, somatic complaints where females scored higher as compared to
males. For aggressive behavior, rule breaking, and intrusive behavior males scoried higher
as compared to females. Across broad band scales for internalizing behavioral problems
women scoredhigher and for externalizing behavioral problems males scoried higher. On

total problem scores males scored higher than females.

For non-clinical sample in case of ASR, only significant difference was across
broad band scale of externalizing behavioral problems. For non-clinical sample across

ABCL, non-significant differences were apparent.

Table 64 also indicated that significant mean differences were apparent across all
PDs in case of clinical sample where males scored higher as compared to females except
for NOS depressive PD where difference was non-significant. Across non-clinical sample
significant mean differences were apparent across paranoid, histrionic, avoidant,
dependent, and cluster C of personality disorders where females scored higher as compared

to males. Non-significant differences were apparent for all other personality disorders.
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Table 65
Group Comparisons for Age across Clinical (N = 408) and Non-Clinical (N = 487) Sample for all Study Variables
Clinical (N = 408) Non-Clinical (N = 487)

18-35 36-59 18-35 36-59 95% CI Cohen’s
Scales (n=204) (n=204) tae) P PNCL Conen | (n=349) (n=138)  tasy p d

M(SD) M(SD) IL UL sd M(SD) M(SD) LL UL

Adult Self Report (ASR) Syndrome Based Subscales
Anxious Depressed 26.79 (7.92) 27.01 (6.74) .29 76 -1.64 1.21 8.73 (6.92) 6.95 (6.34) 2.60 .00 43 3.11 .26
Withdrawn 12.20 (4.34) 12.32 (3.76) 31 75 -91 .66 4.03 (3.33) 3.04 (2.86) 3.08 .00 .35 1.62 31
Somatic Complaints 14.65 (5.71) 11.20 (5.31) 1.00 31 -1.62 .52 4.10 (4.25) 3.89 (4.57) 47 .63 -.67 1.10
Attention Problem 21.02 (7.68) 22.24 (6.37) 1.73 .08 258 .16 6.61 (5.17) 515(4.69) 286 .00 45 2.45 29
Thought Problem 6.75 (3.97) 6.855 (4.13) 24 .80 -.88 .69 2.27 (2.89) 1.78 (2.22) 1.80 .07 -.04 1.03
Aggressive Behavior 20.01 (7.27) 18.71 (6.82) 1.86 .06 -06 267 6.09 (4.88) 479(453) 269 .00 34 2.24 27
Rule Breaking 11.59 (7.77) 9.61 (6.27) 2.83 .00 .60 3.35 .28 3.22 (3.75) 2.04 (2.71) 3.37 .00 49 1.87 .36
Intrusive 5.00 (3.38) 4.31(3.17) 2.11 .03 .04 1.32 21 2.43 (2.19) 1.79 (1.88) 3.01 .00 22 1.05 31
Internalizing 53.65 (15.79) 54.54 (13.94) .60 5402379 2.00 16.87 (12.54)  13.89(12.02) 2.39 .01 .53 5.43 24
Externalizing 36.61 (16.42) 39.23 (15.19) 1.67 .09  -5.69 46 16.10 (15.38)  19.78 (19.52)  2.19 .02 -6.97 -.39 .20
Total Problem 139.30 (43.99)  136.78 (38.63) .61 53 -5.53 10.57 46.25 (32.68) 36.42 (28.14)  3.10 .00 3.60 16.04 32
Adult Behavior Checklist (ABCL) Syndrome Based Subscales
Anxious Depressed 22.24 (6.43) 22.56 (5.41) .55 57 -1.48 .82 6.90 (5.48) 5.44 (5.23) 2.68 .00 .39 2.53 27
Withdrawn 12.21 (4.18) 12.36 (3.45) .38 .69 -89 .60 3.76 (3.28) 3.19 (3.07) 1.80 .07 -.05 1.19
Somatic Complaints 10.81 (4.13) 11.27 (3.73) 1.18 23 -1.22 .30 3.40 (3.62) 3.18 (3.57) .60 .54 -.49 .93
Thought Problem 6.56 (4.00) 6.33 (3.93) .58 56 -.54 1.00 1.87 (2.91) 1.31 (2.01) 2.09 .03 .03 1.10 22
Attention Problem 24.76 (7.48) 25.00 (6.81) 33 73 -1.63 115 6.4 (5.69) 509(4.90) 245 01 26 2.43 25
Aggressive Behavior 21.89 (7.25) 20.28 (7.15) 2.25 .02 .20 3.01 22 6.26 (5.26) 4.97 (4.83) 2.50 .01 27 2.31 25
Rule Breaking 10.85 (7.36) 8.84 (6.18) 2.97 .00 .68 3.32 .29 3.08 (3.69) 1.89 (2.66) 3.43 .00 .50 1.86 .36
Intrusive 5.23 (3.23) 7.55 (3.13) 214 .03 .05 129 72 2.49 (2.32) 1,76 2.19) 3.4 .00 27 1.17 32
Internalizing 45.27 (12.53) 46.30 (10.71) .89 37 330 1.23 14.07 (10.44) 11.82(10.36) 2.14 .03 .19 431 21
Externalizing 37.98 (15.81) 33.69 (14.28) 2.87 .00 135 7.22 28 11.83 (9.94) 8.63 (8.51) 3.32 .00 1.31 5.09 34
Total Problem 142.12 (41.38)  137.89 (36.05) 1.10 27  -331 1178 43.76 (32.54)  34.10 (27.61)  3.07 .00 348 15.82 32
Assessment of DSM IV Personality Disorders (ADP IV) Questionnaire

Paranoid 27.19(11.49) 2543 (11.79) 152 .12 -50  4.02 20.48(7.59)  19.65(8.50) .99 31  -72 238
Schizoid 26.45 (9.07) 25.80 (8.85) 72 46 -1.09 239 20.52(6.92)  18.41(7.54) 295 .00 .70 3.51 26

Continued.
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Clinical (N = 408)

Non-Clinical (N = 487)

1835 36-59 1835 36-59 Cohen’s
Scales (n=204) (n=204) tas)  p 95% 1 C°h;n’ (n=349) (n=138)  tasn 95% 1 d
M(SD) M(SD) L UL ) M(SD) M(SD) IL UL
Schizotypal 3175(11.73)  31.44(1047) 28 77 -185 247 23.02(847)  2091(892) 243 01 40  3.80 24
Antisocial 25.52(1149)  22.08(9.16) 334 .00 142 547 33 1695 (6.55)  15.15(5.94) 270 .00 .52 3.05 28
Borderline 4183 (12.55)  40.79(11.02) 88 37 -126 333 28.12(10.04) 2498 (1036) 3.08 .00 113  5.14 0.30
Histrionic 24.65(9.30)  2323(836) 162 .10 -29 3.1 2195(7.85)  19.76(7.25) 282 .00 .66  3.70 32
Narcissistic 2779(1127)  2522(1020) 240 .01 47 465 23 | 27.00(843)  2497(9.41) 230 .02 30 374 25
Avoidant 2473 (9.48)  2294(895) 195 .05 -00 3.58 21.62(7.70)  19.00(845) 329 .00 105 4.8 24
Dependent 2867 (10.73)  27.56(9.71)  1.10 26 -85  3.05 2339(8.85)  21.11(892) 255 .01 .52 403 25
Obsessive Compulsive 28.11(11.07)  26.79(10.70) 122 22 -80 3.43 27.13(7.86)  2689(893) 27 .78  -147 195
NOS. Depressive 28.08(9.69)  2824(827) .18 85 -191 159 1730 8.41)  1635(8.55 110 26 -73  2.63
NOS. Passive Aggressive  26.73 (9.35)  2536(9.04) 150 .13 -42  3.15 18.52(721)  17.44(7.11) 150 .13 -33 249
Cluster A 85.40 (27.95)  82.68(26.09) 101 31 25 798 64.02(19.86) 5897 (22.10) 244 02 98  9.09 24
Cluster B 119.80 (3827)  11133(32.69) 240 .01 154 1540 23 | 94.03(2824) 84.89(2848) 321 .00 354 1473 31
Cluster C 81.52(27.51)  77.31(25.86) 159 .11  -98  9.40 72.15(21.17)  67.01(2336) 234 .02 .82 945 23
Total Clusters 286.73 (85.16) 27132 (74.63) 194 .05 -18  30.99 (263391529()) (2619?38553 294 00 642 3221 29
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In order to assess differences across age for ASR, ABCL and ADP IV #-test was
carried out. Table 65 indicated that significant mean differences were apparent only across
narrow band scale of intrusive behavior problem and rule breaking where individuals from
early adulthood scored higher as compared to individuals from late adulthood for clinical
sample. Across ABCL, for clinical sample significant mean differences were apparent
across narrow band scales of rule breaking, aggressive behavior and intrusive behavioral
problem. For broad band scales significant mean differences were apparent across
externalizing behavioral problem where individuals from early adulthood scoried higher as
compared to individuals form late adulthood. Non-significant differences were apparent
across all other syndrome-based scales.

For non-clinical sample across narrow band scales of ASR significant mean
differences were apparent across anxious depressed, withdrawn, attention problem,
aggressive behavior, rule breaking, and intrusive behavioral problems where early adults
scored higher as compared to late adults. For broad band scales both internalizing and
externalizing behavioral problems individuals in early adulthood scored higher as
compared to individuals in late adulthood. For total problem score as well individuals in
early adulthood scored higher as compared to individuals in late adulthood. In case of
ABCL (non-clinical) except for withdrawn problems, trend similar as ASR is apparent with

problem behaviors being more prevalent in early adulthood.

In order to assess differences across age for ADP IV in case of clinical sample
findings indicated that significant mean differences were apparent across anti-social,
narcissistic, and cluster B PDs where individuals from early adulthood scored higher as
compared to individuals from late adulthood. In case of non-clinical sample significant
mean differences were apparent for schizoid, schizotypal, anti-social, borderline,
histrionic, narcissistic, avoidant, dependent, cluster A, B, C, and total cluster where

individuals in early adulthood scored higher as compared to individuals in late adulthood.
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In order to assess gender differences across adaptive functioning scales t test was

carried out.

Table 66

Group Comparisons for Gender across ASR Adaptive Functioning of Clinical (N = 408)
and Non-Clinical (N = 487) Sample

Male Female 95 % CI
Scale tn) P Cohen’s d
M(SD) M(SD) LL UP
Clinical

Friends 31.50 (12.96) 235 25.27 (9.35) 173 537 .00 3.95 8.51 .55
Spouse 43.80 (15.16) 144  41.23(15.29) 136 141 .15 -1.01 6.15

Job 35.34 (13.08) 96 37.75 (11.33) 8 .50 .61 -12.02 7.21

Education 36.13 (10.76) 8 36.71 (15.08) 7 .08 93 -15.72 14.54

Family 4342 (13.38) 235 46.80(13.80) 173 248 .01 -6.04 -.70 .24
Total Adaptive 38.21 (9.83) 235 37.15(9.28) 173 1.10 .27 -.81 2.93

Non-Clinical

Friends 48.49 (9.51) 274 45.14 (9.64) 213 3.83 .00 1.63 5.06 .00
Spouse 48.41 (10.36) 133 45.14(11.09) 96 229 .02 .46 6.09 .30
Job 47.89 (8.64) 206  44.88 (10.79) 97 2.60 .01 73 5.28 .30
Education 44.06 (10.73) 112 45.43 (9.99) 47 74 45 -4.89 2.16

Family 52.90 (7.74) 274 52.94 (8.55) 213 .04 .96 -1.50 1.43

Total Adaptive 48.78 (6.82) 274 48.14 (7.36) 213 .99 32 -.63 1.92

Table 66 indicated that significant mean differences were apparent across gender
for clinical sample on ASR adaptive functioning subscale of friends where males scored
higher and family functioning where females scored higher. Non-significant differences
were apparent across all other subscales. Across non-clinical sample males scored higher
on subscales of friends, spousal relationship, and job in comparison to females. All other

differences were non-significant.

Comparisons were made across age for adaptive functioning across both samples.
Non-significant differences were apparent.
In order to assess mean differences across study variables for individuals who

reported of attemptis of suicide ¢ test was carried out across both samples.
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Table 67
Group Comparisons across Attempts of Suicide for ASR, ABCL and ADP 1V of Clinical (N = 408) and Non-Clinical (N = 487) Sample
No Yes 95 9% CI Cohen’s No Yes 95 % CI Cohen’s d

Scale (n =249) (n=159) t(406) P d (n =435) (n=152) t(4ss) P

M(SD) M(SD) LL UL M(SD) M(SD) LL UL

ASR Clinical ASR Non-Clinical
Anxious Depressed 25.43 (7.81) 29.21 (5.86) 5.28 .00 -5.20 -2.35 54 7.54 (6.26) 13.98 (8.33) 6.73 .00 -8.31 -4.56 .87
Withdrawn 11.31 (4.19) 13.74 (3.33) 6.16 .00 -3.20 -1.65 .64 349 (3.12) 5.94 (3.32) 5.29 .00 -3.35 -1.53 .76
Somatic Complaints 14.22 (5.69) 16.04 (5.05) 3.29 .001 -2.91 =73 33 3.72(3.97) 6.75 (6.10) 4.86 .00 -4.25 -1.80 58
Attention Problem 2025 (7.67) 23.79 (5.37) 5.08 001 491 2.17 53 5.74 (4.81) 10.03 (5.61) 5.96 .00 -5.71 2.88 82
Thought Problem 5.60 (3.75) 8.67 (3.77) 8.03 .00 -3.82 -2.32 81 1.69 (2.17) 5.86 (3.85) 11.81 .00 -4.86 -3.47 1.40
Aggressive Behavior 17.38 (6.98) 22.45 (6.03) 7.51 .00 638 3.73 77 5.23 (4.36) 9.84 (6.26) 6.82 .00 5.94 328 85
Rule Breaking 8.13 (6.02) 14.47 (7.01) 9.71 .00 -7.62 -5.05 97 2.40 (2.86) 6.98 (5.50) 9.62 .00 -5.51 -3.64 1.04
Intrusive 3.66 (2.86) 6.21 (3.33) 8.22 .00 -3.16 -1.94 .82 2.06 (2.00) 3.82(2.49) 5.80 .00 -2.35 -1.16 7
Internalizing 50.97 (15.64) 59.00 (12.13) 5.50 .00 -10.90 -5.16 57 14.75 (11.42) 26.67 (15.48) 6.81 .00 -15.35 -8.48 .88
Externalizing 33.89 (15.51) 44.22 (14.29) 6.76 .00 -13.33 -7.32 .69 16.23 (16.67) 24.80 (15.24) 3.53 .00 -13.33 -3.80 .53
Total 124.81 (40.56) 158.7 (33.43) 8.81 .00 -41.52 -26.68 91 39.45 (27.81) 77.00 (41.67) 8.64 .00 -46.06 -29.01 1.06
ABCL Clinical ABCL Non-Clinical
Anxious Depressed 21.60 (6.53) 23.66 (4.60) 345 00 322 -88 36 6.06 (5.23) 10.07 (5.97) 5.14 00 5.54 248 178
Withdrawn 11.22 (4.02) 13.95 (2.80) 7.47 .00 -3.44 -2.01 78 336 (3.13) 5.57 (3.36) 4.76 .00 -3.12 -1.29 .68
Somatic Complaints 10.88 (4.13) 11.30 (3.62) 1.03 .30 -1.17 .35 3.00 (3.34) 6.17 (4.45) 6.20 .00 -4.16 -2.16 .80
Attention Problem 5.38 (3.75) 8.10 (3.80) 7.09 .00 -3.47 -1.96 72 1.39 (2.34) 4.44 (3.80) 8.19 .00 -3.78 -2.31 96
Thought Problem 23.16 (7.94) 27.58 (4.52) 6.37 .00 -5.77 -3.05 .68 5.59 (5.18) 10.01 (6.54) 5.64 .00 -5.96 -2.88 74
Aggressive Behavior 18.89 (7.17) 24.52 (5.91) 8.26 .00 -6.96 -4.28 .85 5.42 (4.91) 9.86 (5.68) 6.05 .00 -5.88 -2.99 .83
Rule Breaking 7.65 (5.81) 13.28 (6.99) 8.79 .00 -6.88 -4.36 .87 2.38 (3.11) 5.80 (4.63) 7.06 .00 -4.37 -2.47 .86
Intrusive 4.03 (2.99) 625 (3.04) 724 00 28  -lel 7 2.06 (2.17) 411 (2.57) 6.29 00 2.68 -1.40 86
Internalizing 43.71 (12.87) 49.04 (8.52) 4.61 .00 -7.59 -3.05 48 12.43 (9.93) 21.82 (11.09) 6.35 .00 -12.55 -6.48 .89
Externalizing 30.59(13.75)  44.06 (13.68) 966 00  -1621  -10.73 98 9.87 (8.85) 1978 (11.54) 736 00 -12.55 7.26 01
Total 127.17 (39.07) 160.1 (28.62) 9.17 .00 -39.98 -25.87 .96 37.55 (28.96) 70.09 (36.73) 7.42 .00 -41.15 -23.92 98
ADP 1V Clinical ADP IV Non-Clinical

Paranoid 2385(1156)  30.15(10.77) 551 00 854  -4.05 56 2001 (775)  2219(857) 174 06 -4.66 31
Schizoid 24.26 (9.00) 29.06 (8.09) 546 00 -653  -3.07 56 19.79 (7.16) 2103(7.09) 119 23 332 83
Schizotypal 2049 (11.17)  3489(1020) 492 00  -7.55  -324 50 22.08 (8.64) 2521(823) 247 ol -5.60 -64 37
Antisocial 20.53 (9.56) 28.93 (9.93) 851 .00  -1033  -645 86 16.11 (6.36) 19.15(637) 324 00 -4.87 -1.19 47
Borderline 3701(10.77)  4804(10.11) 1032 00  -13.12 892 1.05 2659(9.76)  32.63(12.31)  4.09 00 -8.94 -3.14 54
Histrionic 22,04 (8.50) 26.92 (8.60) 563 00  -658 317 57 20,97 (7.60) 2436 (834) 3.0 00 -5.61 -1.18 42
Narcissistic 24.14(10.95) 3021 (9.50) 57400 815 -3.99 59 26.03 (8.68) 29.62(8.83)  2.86 00 -6.16 -1.14 41
Avoidant 2238 (9.09) 26.11 (9.08) 403 00  -553  -1.90 41 20.74 (8.10) 2201(7.02) 121 27 -3.36 38
Dependent 2658 (10.05)  30.52(9.59) 392 00  -590  -1.96 40 2227 (8.68) 2671(997) 342 00 -6.98 -1.89 47
OB.C 25.10(1048)  3LI3(1054) 565 .00  -812  -3.93 57 2696 (8.06)  27.94(9.04) 74 41 -3.33 1.64
Nos-Dep 26.80 (8.98) 3029 (8.63) 38 00 525  -L72 39 16.54 (8.19) 2115(951)  3.76 00 -7.01 -2.20 51
Nos-PA 2376 (8.78) 29.62 (8.74) 658 00 761 -4l 66 17.81 (7.02) 2161 (777)  3.64 00 -5.85 -1.75 51
Cluster A 7761 2741)  9411(23.15) 629 00  -21.66  -11.34 65 6189 (20.60) 6844 (20.11) 217 03 -12.47 -62 32
Cluster B 103.73(3423)  13411(99) 917 00  -3689  -2387 94 89.71(27.84)  10584(30.79)  3.90 00 2424 -8.00 54
Cluster C 7408(2632)  87.77(2531) 519 00  -1886  -8.51 53 6998 (21.70)  76.67(23.00)  2.08 03 -12.98 -39 29
Total Clusters 255.42(79.27)  31600(6717) 797 00 7550  -45.64 82 | 221.59(64.81)  250.96 (68.63)  3.06 00 4817 1056 44

Note. OB.C = Obssessive Compulsive; NOS.Dep = Not otherwise specified depressive; NOS-PA = Not otherwise specified passive aggressive
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Table 67 indicated that individuals who reported of attempting suicide scored high
on all the broad and narrow band scales of ASR syndrome-based scales as compared to
those who did not attempt suicide for both samples. Similar trend was apparent for ABCL

and ADP 1V across both samples.

In order to assess differences on adaptive functioning across individuals who
attempted suicide and those who have not attempted suicide t test was carried out.
Table 68
t test across Attempts of Suicide for ASR Adaptive Functioning of Clinical Sample (N =
408)

No Yes 95 % CI Cohen’s

Scal "
cale M(SD) " M(SD) S S TR d

Fiends 2929 (12.34) 249 28.19(11.35) 159 .89 37 -125 3.43
Spouse  43.16(15.42) 174 41.56(14.99) 106 .85 .39 -2.08 527
Job 36.59 (12.73) 96 33.43(13.22) 35 1.8 24 224 857
Education 37.56(13.32) 9 34.67(12.06) 6 .42 .67 -11.60 17.38
Family 4640 (13.17) 249 4244(14.06) 159 288 .00 126  6.66 29

Total
Adaptive 38.59(9.54) 249 36.45(9.62) 159 220 .02 233 4.05 22

Table 68 indicated that significant mean differences were apparent for adaptive
functioning subscales of family and total adaptive functioning where individuals who did

not attempt suicide scored higher as compared to those who attempted suicide.

A priori sample estimation was carried out using Gpower (Version 3.1.9.6) with
medium effect size, error probability (a = .05), and sample power (.95), the adequate
sample size was 216 (n = 36 per group) to test mean differences across groups. Therefore,
both clinical (N =408) and non-clinical samples (N =487) of the present study were enough
to test differences across both samples.

In order to assess mean differences across education for ASR syndrome-based scale

ANOVA was carried out.
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Table 69
Mean Differences in ASR Syndrome based Scales across Education on Clinical Sample (N = 408)
Illiterate Primary Matric Inter Bachelor M/ist:zizse& Mean 959 CJ
Scale (n=172) (n=173) (n=96) (n=158) (n=1753) (1 = 56) F i-j D (i) SE

M(SD) M(SD) M(SD)  M(SD) M(SD) M(SD) LL UL
Illiterate > Primary -3.41 91 -2.12 1.43

Illiterate > Matric* 1.94* .85 2.67 3.61
Illiterate > Intermediate 1.53 .96 -.36 3.42
Illiterate > Bachelors* 2.71% .99 7 4.64
Illiterate > Masters & Above 1.37 .97 -.54 3.28
Primary > Matric* 2.28* .85 .62 3.94
. 16.08 16.42 1415 1455 1338 14.71 . Primary > Intermediate 187 96 =01 376
Somatic (4.83) (4.78) (5.67) (6.30) (6.50) (4.52) 3.08 Pr%mary > Bachelors 3.05 .98 1.11 4.98
Primary > Masters & Above 1.71 97 -.19 3.61
Matric < Intermediate -.406 91 -2.19 1.38

Matric > Bachelors 7.68 33 -1.06 2.6

Matric < Masters & Above -.57 92 -2.37 1.23

Intermediate > Bachelors 1.17 1.04 -.86 3.21
Intermediate < Masters &Above -.16 1.02 -2.17 1.84

Bachelors < Masters & Above -1.34 1.04 -3.39 72

Illiterate < Primary -.67 1.16 -.295 1.61
Illiterate > Matric* 2.81* 1.1 .66 4.94

Illiterate > Intermediate 1.38 1.23 -1.04 3.8

Illiterate > Bachelors* 2.93% 1.26 44 5.41

Illiterate > Masters & Above 1.31 1.25 -1.14 3.75

Primary > Matric* 3.48% 1.09 1.344 5.61
Attention 22.93 23.60 2013 2155 20.00 21.63 3,13+ FPrimary > Intermediate 205 123 =37 447
Problem (4.55) (6.99) (7.96) (7.95) (7.85) (5.77) " Primary > Bachelors 3.60 1.26 1.12 6.08
’ ’ ’ ’ ’ ’ Primary > Masters & Above 1.98 1.24 -.46 4.42

Matric < Intermediate -1.43 1.16 -3.71 .86
Matric > Bachelors 13 1.2 -2.23 2.48

Matric < Masters & Above -1.5 1.18 -3.81 .81
Intermediate > Bachelors 1.55 1.33 -1.06 4.16

Intermediate < Masters & above -.07 1.31 -2.65 2.5
Bachelors < Masters & Above -1.63 1.34 -1.01 4.26
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Tlliterate Primary Matric Inter Bachelor Mzsl;t(e)ilse& Mean 95 % CI
Scale (n=172) (n=173) (n=96) (n=158) (n=53) (n=56) F i-j D (i-j) SE

M(SD) M(SD) M(SD) M(SD) M(SD) M(SD) LL UL

Illiterate > Primary -1.57 245 -6.38 3.24

Illiterate > Matric* 5.48* 2.3 .96 9.99

Illiterate > Intermediate 2.63 2.6 -2.48 7.75
Illiterate > Bachelors 498 2.67 =27 10.22

Illiterate > Masters & Above 1.77 2.63 34 6.93
Primary > Matric* 7.05* 2.29 2.55 11.55
Internalizing ~ 56.38 57.95 5090  53.74 51.40 54.61 5 6o gﬁgg i g;ihmdﬂite 645'§* %22 123 1?';8
Problem (10.94) (12.59) (16.04) (16.98) (19.31) (11.43) ) Primary > Masters & Above 3'.34 2:62 -1..81 8.;19
Matric < Intermediate -2.85 2.45 -7.67 1.97

Matric < Bachelors -.50 2.52 -5.46 4.46

Matric < Masters & Above -3.71 2.48 -8.58 1.16

Intermediate > Bachelors 2.35 2.8 -3.16 7.85

Intermediate <Masters & Above -.87 2.76 -6.3 4.56
Bachelors < Masters & Above -3.21 2.83 -8.77 2.34

*p <.05. **p <.001.
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Table 69 indicated that significant mean differences were apparent between
illiterate and group having matriculation level of education on somatic complaints where
illiterate scored higher on it. Similarly, significant differences were also evident between
Illiterate and group having bachelor’s education level where again illiterate group scored
higher on somatic complaints. Similarly, significant mean differences were apparent on
group having primary and matric level of education where individuals having primary
education scored higher on somatic complaints. In addition to it, significant differences
were also apparent across groups having primary and bachelors’ level of education where
group with primary education scored higher on somatic complaints.

Significant differences were apparent between group having illiterate and group
having matric level of education on attention problems where illiterate group scored higher.
Similarly, significant differences were also evident between illiterate and individuals
having bachelors’ level of education where illiterate group scored higher on attention
problems. Similarly, group differences were apparent between groups having primary,
matric and bachelors’ level of education across attention problems where group with
primary level of education scored higher on Attention problems.

For internalizing problems significant differences were apparent between illiterate
and group having matriculation education where illiterate group scored higher.
Additionally, group differences are also apparent on groups having primary and matric
level of education where group having primary education scored higher. Similar pattern
was apparent between Primary and bachelors’ group where again group with primary
education level scored higher.

Table 70 indicates that illiterate group scored higher on all narrow and broad band
scales as compared to individuals with primary, matric, intermediate and bachelors’ level
of education. For overall problem score as well, illiterate group scored higher as compared

to individuals with primary, matric, intermediate and bachelors’ level of education.
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Table 70
Mean Differences in ASR Syndrome based Scales across Education on Non-Clinical Sample (N = 487)
lliterate ~ Primary Né;ltrzlc Inter Bachelor Misl;[(e)l\rzse& 95 9% CI
Scale (n=109) (n=153) 134) (n=282) n=172) (n=37) F i M(;iaI;D SE
M(SD) M(SD) M(SD) M(SD) M(SD) M(SD) ! LL UL
Illiterate > Primary* 5.51* 1.05 3.44 7.57
Illiterate > Matric* 6.46* .81 4.87 8.05
Illiterate > Intermediate* 5.67* .92 3.87 7.47
Illiterate > Bachelors* 7.47* .95 5.59 9.34
Anxious 13.15 7.64 6.69 7.48 5.68 6.78 18.09%* Illiterate > Masters & Above* 6.36* 1.19 4.02 8.71
Depressed (8.00) (6.62) (5.10) (6.68) (5.00) (5.05) ’ Primary < Illiterate* -5.51* 1.05  -7.57 -3.44
Matric < Illiterate* -6.46* .81 -8.05 -4.87
Intermediate < Illiterate* -5.67% 92 -7.48 -3.87
Bachelors < Illiterate* -7.47% 95 -9.34 -5.59
Masters & Above < Illiterate* -6.36% 1.19 -8.71 -4.02
Illiterate > Primary* 2.46* 51 1.47 3.46
Illiterate > Matric* 2.72% .39 1.96 3.49
Illiterate > Intermediate* 2.59%* 44 1.72 3.46
Illiterate > Bachelors* 3.53% 46 2.63 443
. 5.92 345 3.19 3.33 2.39 3.46 Illiterate > Masters & Above* 2.46* .57 1.33 3.59
Withdrawn 15.57** . .
(3.76) (2.76)  (2.52)  (3.20) 2.77) (2.58) Primary < Illiterate* 246 51 346 -147
Matric < Illiterate* -2.72% .39 -3.49 -1.96
Intermediate < Illiterate* -2.59% 44 -3.46 -1.72
Bachelors < Illiterate* -3.53* 46 -4.43 -2.63
Masters & Above < Illiterate* -2.46* .57 -3.59 -1.33
[lliterate > Primary* 2.43* .69 1.06 3.80
Illiterate > Matric* 3.01% .54 1.95 4.06
Illiterate > Intermediate* 2.37* .61 1.17 3.57
Illiterate > Bachelors* 3.88* .63 2.63 5.12
Illiterate > Masters & Above* 2.78%* .79 1.22 4.34
Somatic 6.32 3.89 3.31 3.95 2.44 3.54 o  primary <llliterate* -2.43* 69  -3.80  -1.06
complaints (5.69) (3.69) (3.38) (4.08) (3.07) (4.07) 9.61 Matric < Illiterate* -3.01* 54 -4.06 -1.95
Intermediate < Illiterate* -2.37* .61 -3.57 -1.17
Intermediate > Bachelors* 1.51%* .67 .19 2.83
Bachelors < Illiterate* -3.88% .63 -5.12 -2.63
Bachelors < Intermediate* -1.51% .67 -2.83 -.19

Masters & Above < Illiterate* -2.78% .79 -4.34 -1.22
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. . Matric Masters &
Illiterate ~ Primary _ Inter Bachelor o
Scale (n=109) (n=>53) % H  =8) (=72 (’:i"sv% F ij M?EBD SE 3%l
M(SD) M(SD) M(SD) M(SD) M(SD) M(SD) LL LL
Illiterate > Primary* 3.78* 78 2.24 5.32
Illiterate > Matric* 4.84%* .60 3.66 6.02
Illiterate > Intermediate* 3.49% .68 2.16 4.84
Illiterate > Bachelors* 6.05%* 71 4.66 7.44
Illiterate > Masters & Above* 4.15* .89 2.40 5.89
Primary < Illiterate* -3.78* 78 -5.32 -2.24
Primary > Bachelors* 2.27* .84 .61 3.93
Matric < Illiterate* -4.84% .60 -6.02 -3.66
Attention 9.74 5.96 4.90 6.24 3.69 5.59 18.93%* Matric < Intermediate™ -1.34* .65 -2.63 -.05
Problem (5.60) (5.45) (3.69) (5.32) (3.37) (4.23) ’ Intermediate < Illiterate* -3.49% .68 -4.84 -2.16
Intermediate > Matric* 1.34%* .65 .05 2.62
Intermediate > Bachelors* 2.55% 15 1.07 4.03
Bachelors < Illiterate* -6.05% 71 -7.44 -4.66
Bachelors < Primary* -2.27* .84 -3.93 -.61
Bachelors < Intermediate* -2.55% 75 -4.03 -1.07
Bachelors< Masters &Above* -1.90% .94 -3.76 -.04
Masters & Above < Illiterate* -4.14* .89 -5.89 -2.40
Masters &Above>Bachelors* 1.90* .94 .04 3.76
Illiterate > Primary* 1.38% 43 .54 2.23
Illiterate > Matric* 2.51* 33 1.86 3.16
Illiterate > Intermediate* 1.91%* .37 1.17 3.24
Illiterate > Bachelors* 2.47* .389 1.71 3.24
Illiterate > Masters & Above* 1.71%* .49 .76 2.68
Primary < Illiterate* -1.38* 43 .54 2.23
Thought 3.79 2.41 1.28 1.89 1.32 2.08 13.86%* Primary > Matric* 1.13* 42 31 1.95
problem (3.67) (2.84) (1.76) (2.22) (2.11) (2.15) ' Primary > Bachelors* 1.10* 46 18 2.01
Matric < Illiterate* -2.51%* 33 -3.16 -1.86
Matric < Primary* -1.13%* 42 -1.95 -31
Intermediate < Illiterate* -1.91% .37 -2.64 -1.17
Bachelors < Illiterate* -2.48% .39 -3.24 -1.71
Bachelors < Primary* -1.10%* 46 -2.01 -.18
Masters & Above < Illiterate* -1.72% .49 -2.68 -.76
Illiterate > Primary* 3.29% 76 1.79 4.78
1 10k %
Aggressive  8.71 5.41 4.76 5.46 3.79 5.1 o iterate > Matric® 395% 8279 510
behavior (5.62) (4.37) (3.72) (4.99) (3.36) (4.74) 13.45 Illiterate > Intermediate 3.24 .66 1.94 4.55
’ ’ ’ ’ ’ ’ Illiterate > Bachelors* 491* .69 3.56 6.27
Illiterate > Masters & Above* 3.49%* .86 1.79 5.19
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. . Matric Masters &
Illiterate ~ Primary _ Inter Bachelor o
Scale (n=109) (n=53) g H  m8) (=72 (’:i"sv% F isj M?EBD SE 5% Cl
M(SD) M(SD) M(SD) M(SD) M(SD) M(SD) LL LL
Primary < Illiterate* -3.29% .76 -4.78 -1.79
Primary > Bachelors* 1.62* .82 .01 3.23
Matric < Illiterate* -3.95% .76 -4.78 -1.79
Intermediate < Illiterate* -3.24* .66 -4.55 -1.94
Intermediate > Bachelors* 1.67* 73 23 3.11
Bachelors < Illiterate* -4.91%* .69 -6.27 -3.56
Bachelors < Primary* -1.62* .82 -3.23 -.01
Bachelors < Intermediate* -1.67* 73 -3.11 -23
Masters & Above < Illiterate* -3.49% .86 -5.19 -1.79
Illiterate > Primary* 2.23%* .57 1.11 3.35
Illiterate > Matric* 2.43* 44 1.56 3.29
Illiterate > Intermediate™ 2.10* .49 1.13 3.08
Rule Illiterate > Bachelors* 2.83%* 51 1.82 3.85
breaking 4.76 2.53 2.34 2.66 1.93 232 g 87 Illiterate > Masters & Above* 2.44% .65 1.17 3.71
behavior (459 @415 (238 (319 (2:31) (2.98) Primary < Illiterate* 2023% 57 335 -1
Matric < Illiterate* -2.43% 44 -3.29 -1.56
Intermediate < Illiterate* -2.10% 49 -3.08 -1.13
Bachelors < Illiterate* -2.83% 51 -3.85 -1.82
Masters & Above < Illiterate™* -2.44* .65 -3.71 -1.17
[lliterate > Primary* 1.21%* .35 53 1.90
Illiterate > Matric* .83* 27 .30 1.36
Illiterate > Intermediate* 1.24%* 31 .64 1.83
Illiterate > Bachelors* 1.27* 32 .64 1.89
Intrusive 3.10 1.87 2.27 1.87 1.83 1.95 5 93 Illiterate > Masters & Above* 1.15* .39 37 1.94
(2.40) (2.01) (1.94) (1.94) (2.08) (2.04) ’ Primary < Illiterate* -1.21% .35 -1.90 -.53
Matric < Illiterate* -.83% 27 -1.36 -.30
Intermediate < Illiterate* -1.24%* 31 -1.83 -.64
Bachelors < Illiterate* -1.27* 32 -1.89 -.65
Masters & Above < Illiterate* -1.15% .39 -1.94 -.37
Illiterate > Primary* 10.40* 1.91 6.66 14.15
Illiterate > Matric* 12.19* 1.47 9.31 15.08
Illiterate > Intermediate* 10.63* 1.66 7.36 13.89
Internalizing 25.39 14.98 13.19 14.75(1 10.51 13.78 20,36+ Tlliterate > Bachelors* 14.87* 1.73  11.48 18.27
Problem (14.26) (11.87) (9.18) 2.45) (9.26) (9.32) ’ Illiterate > Masters & Above* 11.60* 2.17 7.35 15.86
Primary < Illiterate* -10.40% 191 -14.15  -6.66
Primary > Bachelors* 4.47* 2.06 42 8.51
Matric < Illiterate* -12.19* 147 -15.08 -9.31
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. . Matric Masters &
Illiterate ~ Primary _ Inter Bachelor o
Scale (n=109) (n=53) g H  =8) (=72 (’:i"sv% F isj M?EBD SE 5% Cl
M(SD) M(SD) M(SD) M(SD) M(SD) M(SD) LL LL
Intermediate < Illiterate* -10.63* 1.66 -13.89 -7.36
Intermediate > Bachelors* 4.24%* 1.84 .63 7.85
Intermediate < Illiterate* -10.63* 1.66 -13.89 -7.36
Bachelors < primary* -4.47*% 2.06 -8.51 -42
Bachelors < Intermediate* -4.24% 1.84 -7.85 -.63
Masters & Above < Illiterate*  -11.60* 2,17 -15.86 -7.35
Tlliterate > Primary* 9.14* 2.77 3.71 14.58
Illiterate > Matric* 6.29% 2.13 2.11 10.48
Illiterate > Intermediate* 5.54* 2.42 .79 10.29
Illiterate > Bachelors* 7.13% 2.51 2.19 12.06
Externalizing 21.99 12.84 15.69 16.45 14.86 20.32 338% Primary < Illiterate™® -9.14% 277 -1458  -3.71
problem (15.69) (13.39) (16.67) (17.89) (16.73) (18.72) ’ Primary < Masters & Above* -7.48% 3.54 -14.43 -.52
Matric < Illiterate* -6.29% 2.13  -10.48 -2.11
Intermediate < Illiterate* -5.54%* 242  -10.29 =79
Bachelors < Illiterate* -7.13% 251 -12.06 -2.19
Masters & Above > Primary* 7.48%* 3.54 .52 14.43
Illiterate > Primary* 25.89% 485 1637  35.4l1
Illiterate > Matric* 31.47* 373  24.14 38.80
Illiterate > Intermediate* 26.52%* 4.23 18.20 34.83
Illiterate > Bachelors* 38.66* 439 30.02 47.29
Illiterate > Masters & Above* 28.42% 5.50 17.60  39.24
Primary < Illiterate™® -25.88% 485 -3541 -16.37
Total 67.28 41.39 35.81 40.77 28.63 38.86 20.81%* Primary > Bachelors* 12.77* 5.24 2.48 23.06
problem (36.54) (32.23) (22.32) (30.83) (23.36) (25.03) ’ Matric < Illiterate* -31.47* 373 -38.80 -24.13
Intermediate < Illiterate* -26.51* 423  -3483 -18.20
Intermediate > Bachelors* 12.14* 4.67 2.96 21.33
Bachelors < Illiterate* -38.66* 439 -47.29 -30.02
Bachelors < Primary* -12.77% 524 -23.06 -2.48
Bachelors < Intermediate* -12.14* 467 -21.33 -2.96
Masters & Above < Illiterate*  -28.42* 551 -3924 -17.60

Note. CI = Confidence Interval.

*p <.05. **p <.001.
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In order to assess mean differences across education for ABCL syndrome-based
scale ANOVA was carried out.

Table 71 indicated mean differences on ABCL across education for clinical sample.
Significant mean differences were apparent on anxious depressed subscale where
significant differences were apparent between illiterate, matric, and bachelors. In each
comparison illiterate group scored higher as compared to other groups respectively.
Significant mean differences were also apparent between individuals with primary and
matric level of education. Individuals with primary level of education scored higher in
comparison with individuals with matric level of education. Significant mean differences
were also apparent between individuals with matric and masters and above level of

education. The former group scored higher on anxious depressed subscale.

On withdrawn subscale, significant mean differences were apparent between
illiterate and matric level of education. Illiterate group scored higher as compared to
individuals with matric level of education. Moreover, significant differences were also
apparent between individuals with primary and matric level of education. The former group
scored higher on withdrawn subscale. For comparison with matric and masters and above

group, individuals with masters scored higher.

On somatic complaints significant differences were apparent between illiterate,
Matric, intermediate and bachelor’s level of education. In each case, the illiterate group
scored higher as compared to other group. In addition to this, individuals with primary
level of education scored higher as compared to individuals with bachelors’ level of
education. Individuals with masters and above level of education scored higher on somatic

complaints as compared to individuals with bachelor’s level of education.

For comparison on attention problems, significant mean differences were apparent
between illiterate and matric level of education where illiterate group scored higher.
Significant differences were also apparent across primary, matric, and bachelors’ level of
education. In each case group with primary level of education scored higher. Additionally,
significant mean differences were also apparent between matric, intermediate, and masters

and above level of education group. Group with intermediate level of education scored
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higher in comparison with matric level of education. Group with master and above level of

education scored higher in comparison with matric level of education.

For internalizing problems, significant mean differences were apparent between
illiterate and matric level of education. Illiterate group scored higher in comparison to the
latter group. Along with this, significant mean differences were also apparent between
primary, matric, and bachelors’ level of education. Individuals with primary education
scored higher as compared to individuals with matric and bachelors’ level of education.
Significant mean differences were also apparent between matric and masters and above

group where the latter group scored higher.

Significant differences were apparent on total problem score across primary, matric
and bachelors’ level of education where individuals with primary education scored higher

in each case of comparison.

Table 72 indicated differences on education for non-clinical sample across ABCL.
Illiterate group scored higher on all narrow and broad band scales as compared to
individuals with primary, matric, intermediate, and bachelors’ level of education. For
overall problem score as well, illiterate group scored higher as compared to individuals

with primary, matric, intermediate, and bachelors’ level of education.

Table 73 indicated that illiterate group in case of clinical sample scored higher on
all PDs and clusters as compared to individuals with primary, matric, intermediate, and
bachelors’ level of education. For total clusters as well, illiterate group scored higher as
compared to individuals with primary, matric, intermediate, and bachelors’ level of

education.

Table 74 indicated that for non-clinical sample illiterate group scored higher on all
PDs and clusters as compared to individuals with primary, matric, intermediate, and
bachelors’ level of education. For total clusters as well, illiterate group scored higher as
compared to individuals with primary, matric, intermediate, and bachelors’ level of

education.



224

Table 71
Mean Differences in ABCL Syndrome based Scales across Education for Clinical Sample (N = 408)

. . . Masters &
Sedle Iliterate  Primary Matric Inter Bachelor Above i g Mean D o 95 9% CI
n=72) m=73) ®@=96) (m=58) (=353 (n=56) (i-j)
M(SD) M(SD) M(SD) M(SD) M(SD) M(SD) LL UL
Illiterate > Primary .39 .98 -1.53 2.31
Illiterate > Matric* 2.65" 92 85 4.46
Illiterate > Intermediate 1.0 1.04 -1.04 3.04
Illiterate > Bachelors* 2.46" 1.06 37 4.56
Illiterate > Masters & Above .67 1.05 -1.39 2.73
Primary > Matric* 2.26" 91 46 4.06
Anxious  23.65 2326 21 22.65 21.19 22098 2%  Primary > Intermediate 61 103143 264
Depressed (4.19) (4.74) (721 (6.23) (7.01) (4.93) 63 Pr¥mary > Bachelors 2.07 1.06 -.02 4.16
’ ’ ’ ’ ’ ’ *  Primary > Masters & Above 28 1.04 -1.78 2.33
Matric < Intermediate -1.66 98 -3.58 27
Matric < Bachelors -.189 1.01 -2.17 1.79
Matric < Masters & Above* -1.98" .99 -3.93 -.04
Intermediate > Bachelors 1.47 1.12 =73 3.66
Intermediate < Masters & Above -.33 1.1 -2.49 1.84
Bachelors < Masters & Above -1.79 1.13 -4.01 42
[lliterate < Primary =72 .63 -1.96 .52
Illiterate > Matric* 1.22" .59 .05 2.38
Illiterate > Intermediate .16 .67 -1.16 1.48
Illiterate > Bachelors .52 .69 -.83 1.88
Illiterate < Masters & Above -.37 .68 -1.7 .96
Primary > Matric* 1.93* .59 .78 3.09
. 1249 1321 1127 1233 11.96 1286 2 Primary> Intermediate 88 67 -44 2.19
Withdrawn (3.23) (3.54) (4.38) (3.89) (3.93) (3.40) 60  Primary > Bachelors 1.24 .69 -.10 2.59
’ ’ ’ ’ ’ ’ *  Primary > Masters & Above 35 .67 -.98 1.67
Matric < Intermediate -1.06 .63 -2.30 .19
Matric < Bachelors -.69 .65 -1.97 .59
Matric < Masters & Above* -1.59" .64 -2.84 -33
Intermediate > Bachelors .36 72 -1.05 1.78
Intermediate < Masters & Above -.53 71 -1.93 .86
Bachelors < Masters & Above -.89 73 -2.33 54
. 3. Illiterate > Primary .52 .65 =75 1.79
Somatic 12.11 11.59 10.50 10.64 11.61 . . *
Complaints ~ (3.24) (3.32) (437) (4.42) 9.72 (4.40 (3.30) 35  Illiterate > Matric* 1.61 61 42 2.80

**  lliterate > Intermediate* 1.47" .69 13 2.82
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Primary ~ Matric Masters &
Above o Mean D 95 % CI
(n=156) i-j (i) SE
M(SD) LL UL
Illiterate > Bachelors* 2.39" .70 1.01 3.78
Illiterate > Masters & Above .50 .69 -.86 1.87
Primary > Matric 1.09 .60 -.10 2.28
Primary > Intermediate 95 .68 -39 23
Primary > Bachelors* 1.87* .70 .49 3.25
Primary < Masters & Above -.02 .69 -1.38 1.34
Matric < Intermediate -.14 .65 -1.41 1.13
Matric > Bachelors 78 .67 -.52 2.09
Matric < Masters & Above -1.11 .65 -2.39 18
Intermediate > Bachelors .92 74 -.53 2.37
Intermediate < Masters & Above -.97 73 2.4 46
Bachelors < Masters & Above* -1.89" 75 -3.35 -43
Illiterate < Primary =25 1.17 -2.55 2.04
Illiterate > Matric* 3.74" 1.1 1.59 5.89
Illiterate > Intermediate 1.19 1.24 -1.24 3.63
Illiterate > Bachelors* 2.72" 1.27 22 5.22
Illiterate > Masters & Above 1.24 1.25 -1.22 3.7
Primary > Matric* 3.99" 1.09 1.85 6.14
2518 Pr1:mary > Intermediate ]'45* 1.24 -.98 3.88
5 '62) Primary > Bachelors* 2.97 1.27 48 5.47
’ Primary > Masters & Above 1.49 1.25 -.96 3.95
Matric < Intermediate* -2.55" 1.17 -4.84 -25
Matric < Bachelors -1.02 1.2 -3.38 1.34
Matric < Masters & Above* -2.50" 1.18 -4.82 -.18
Intermediate > Bachelors 1.53 1.33 -1.1 4.15
Intermediate > Masters & Above .05 1.32 -2.54 2.63
Bachelors < Masters & Above -1.48 1.35 -4.13 1.17
Illiterate > Primary .20 1.91 -3.56 3.95
Illiterate > Matric* 5.27" 1.79 1.75 8.79
Illiterate > Intermediate 2.63 2.03 -1.36 6.62
47 45 Illiterate > Bachelors* 5.38" 2.08 1.29 9.47
© 69) Illiterate > Masters & Above .80 2.05 -3.22 4.83
) Primary > Matric* 5.07 1.79 1.57 8.59
Primary > Intermediate 2.43 2.02 -1.54 6.41
Primary > Bachelors* 5.19" 2.07 1.11 9.27
Primary > Masters & Above .61 2.04 -3.41 4.62
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Matric>Intermediate -2.64 1.91 -6.4 1.12
llliterate ~ Primary ~ Matric Inter Bachelor VSIS & o
(=72 (n=73) (n=53) Above o Mean D 95 % CI
Seale (n=96) (n=58) (n=56) F i+ (i) SE
M(SD) M(SD) M(SD) M(SD) M(SD) M(SD) LL UL
Matric > Bachelors 11 1.97 -3.76 3.98
Matric < Masters & Above* -4.47" 1.93 -8.27 -.67
Intermediate > Bachelors 2.75 2.18 -1.54 7.05
Intermediate < Masters & Above -1.83 2.15 -6.06 2.41
Bachelors < Masters & Above* -4.58" 2.2 -8.91 -.25
[lliterate < Primary -8.18 6.4 -20.76 4.39
Illiterate > Matric 10.15 6.0 -1.65 21.95
Illiterate > Intermediate .86 6.79 -12.5 14.21
Illiterate > Bachelors 9.71 6.97 -3.99 23.41
Illiterate > Masters & Above 2.04 6.86 -11.44 15.53
Primary > Matric* 18.33" 5.98 6.58 30.09
Total 14260 15078 13245  141.74 132.89 140 2. Primary > Imemed‘i}fe 204 677 427 2233
Probl (30.50) (38.41) (46.74) (35.44) (41.96) (38.82) 34  Primary > Bachelors 17.89 6.95 4.23 31.55
roblem : : : : : : *  Primary > Masters & Above 10.23 6.84  -3.22 23.67
Matric < Intermediate -9.29 6.4 -21.88 33
Matric < Bachelors -.44 6.59 -13.39 12.51
Matric < Masters & Above -8.11 6.47 -20.83 4.62
Intermediate > Bachelors 8.85 7.32 -5.53 23.24
Intermediate > Masters & Above 1.19 7.21 -12.99 15.37
Bachelors < Masters & Above -7.67 7.38 -22.17 6.84

*p <.05. **p <.001.
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Table 72
Mean Differences in ABCL Syndrome across Education on Non-Clinical Sample (N = 487)
Illiterate Primary Matric Inter Bachelor Mzsgzl;se& 95 9% CI
_ _ _ _ _ ()
Scale (n=109) (n=153) (n=134) (n=282) n=172) (n=37) I i M;:ir;D SE

M(SD) M(SD) M(SD) M(SD) M(SD) M(SD) 7 LL UL

Illiterate > Primary* 4.81* .86 3.13 6.49

Illiterate > Matric* 4.19* .66 2.89 5.49

Illiterate > Intermediate*® 4.16* 75 2.69 5.64

Illiterate > Bachelors* 5.27* 78 3.74 6.79

Anxious 10.02 521 5.83 5.85 475 5.14 Illiterate > Masters & Above* 4.88% 97 297 6.79
Depressed 668)  (48) @14) (499 4.74) (4.36) 13887 Primary < Iliterate A8 86 649 313
Matric < Illiterate* -4.19* .66 -5.49 -2.89
Intermediate < Illiterate* -4.16* 75 -5.63 -2.69
Bachelors < Illiterate* -5.27* 78 -6.79 -3.74
Masters & Above < Illiterate™® -4.88* 97 -6.79 -2.97

Illiterate > Primary* 2.09%* 52 1.08 3.11

Illiterate > Matric* 1.97* .39 1.19 2.76

Illiterate > Intermediate* 2.05% 45 1.16 2.94

Tlliterate > Bachelors* 2.98%* 47 2.06 3.91

Illiterate > Masters & Above* 1.87* .59 71 3.03
Primary < Illiterate® -2.09* 52 -3.11 -1.08
Withdrawn (g'zg) ?2.2619) (;33) (;'g% é'gé) (;32) 9.66** Matric < Illiterate* -1.97* .39 -2.76 -1.19
: ’ ’ : ’ : Matric > Bachelors* 1.01* 45 12 1.89
Intermediate < Illiterate*® -2.05* 45 -2.94 -1.16
Bachelors < Illiterate* -2.98* 47 -3.91 -2.06

Bachelors < Matric* -1.01* 45 -1.89 =12

Masters & Above < Illiterate* -1.87* .59 -3.03 -71

Illiterate > Primary* 2.37* .59 1.22 3.52

Illiterate > Matric* 1.85% 45 .97 2.74

Tlliterate > Intermediate* 1.63* Sl .63 2.64

Illiterate > Bachelors* 2.83* .53 1.79 3.88

Tlliterate > Masters & Above* 2.19* .67 .88 3.49
Somatic 4.97 2.60 312 3.34 214 278 Primary < Illiterate* -2.37* .59 -3.52 -1.22
complaints (4.46) (2.58) (3.26) (3.82) (2.53) (3.16) 7.19 Matric < Illiterate* -1.85* 46 274 -97
Intermediate < Illiterate™® -1.63* 51 -2.64 -.63

Intermediate > Bachelors* 1.20* .57 .09 2.31
Bachelors < Illiterate* -2.83% .53 -3.88 -1.79

Bachelors < Intermediate* -1.20% 57 -2.31 -.09

Masters & Above < Illiterate* -2.19% .67 -3.49 -.88




228

. . . Masters &
Illiterate Primary Matric Inter Bachelor Above Mean D 95 % CT
Scale (n=109) (n=53) (n=134) (n=282) n=172) (n=37) F i-j (i) SE
M(SD) M(SD) M(SD) M(SD) M(SD) M(SD) LL LL
Illiterate > Matric* 1.36* .34 .69 2.03
Illiterate > Intermediate* 1.42% .39 .66 2.18
Illiterate > Bachelors* 1.59* .40 .79 2.38
Thought 2.75 2.06 1.39 1.33 1.17 1.29 5.06%* Illiterate > Masters & Above* 1.46* .50 47 2.45
problem (3.05) (3.12) (2.83) (2.22) (1.88) (2.04) ’ Matric < Illiterate* -1.36* .34 -2.03 -.69
Intermediate < Illiterate™® -1.42% .39 -2.18 -.66
Bachelors < Illiterate* -1.59* 40 -2.38 -79
Masters & Above < Illiterate* -1.46* .50 -2.45 -47
Illiterate > Primary* 3.64* .89 1.89 5.39
Illiterate > Matric* 391* .69 2.56 5.25
Illiterate > Intermediate* 2.57* 78 1.04 4.09
Tlliterate > Bachelors* 4.03* .81 2.45 5.62
Attention 8.83 5.19 4.92 6.26 4.79 5.38 3 39%* Illiterate > Masters &