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Abstract
Background—Stability of personality disorders is assumed in most nomenclatures; however, the
evidence for this is limited and inconsistent. The aim of this study is to investigate the stability of
DSM-III personality disorders in a community sample of eastern Baltimore residents unselected for
treatment.

Methods—Two hundred ninety four participants were examined on two occasions by psychiatrists
using the same standardized examination twelve to eighteen years apart. All the DSM-III criteria for
personality disorders were assessed. Item-response analysis was adapted into two approaches to
assess the agreement between the personality measures on the two occasions. The first approach
estimated stability in the underlying disorder, correcting for error in trait measurement, and the second
approach estimated stability in the measured disorder, without correcting for item unreliability.

Results—Five of the ten personality disorders exhibited moderate stability in individuals:
antisocial, avoidant, borderline, histrionic, and schizotypal. Associated estimated ICCs for stability
of underlying disorder over time ranged between approximately 0.4 and 0.7–0.8. A sixth disorder,
OCPD, exhibited appreciable stability with estimated ICC of approximately 0.2–0.3. Dependent,
narcissistic, paranoid, and schizoid disorders were not demonstrably stable.

Conclusions—The findings suggest that six of the DSM personality disorder constructs themselves
are stable, but that specific traits within the DSM categories are both of lesser importance than the
constructs themselves and require additional specification.
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In 1890, William James wrote “by the age of thirty, the character has set like plaster, and will
never soften again” (1890).According to the DSM (1994), Personality Disorders (PDs) are
enduring and stable over time, but empirical support for this key concept is limited and
inconsistent (Ferro et al, 1998; Shea et al, 2002; Seiverwright et al, 2002; Skodol, 2008). The
concept that PD is enduring stems from the theory that there are constitutional temperaments
that, in concert with experience, lead to the development of a personality that becomes (is) the
habitual style with which the individual responds to external demands. Given this assumption,
constancy of the underlying traits is implicit in the construct of PD. If, therefore, stability cannot
be demonstrated, either the construct itself, or the measurement of the manifest features, is
problematic.

A study by Loranger et al (1991), suggested moderate stability of personality disorders. The
Collaborative Longitudinal Personality Disorder Study (CLPS) (Shea et al,2002; Grilo et al,
2004) found substantial diagnostic and criterion level change over two years in treated patients
with four PDs, concluding that “(the) maladaptive trait constellations are stable in their
structure (individual differences) but can change in severity or expression over time”. The
Children in the Community Study (CIC) found a steady decline in the level of PD traits
(Johnson et al, 2000). The Longitudinal Study of Personality Disorders (LSPD) found great
variability in stability with an overall decline in the mean number of PD criteria (Lenzwenger
et al, 2004). Durbin and Klein (2006) found that PD diagnoses were not particularly stable, but
dimensional measures were fairly to moderately stable. Burt et al. (2006) found that there was
a genetic contribution to the stability of antisocial personality disorder (ASP) traits, but the
unique environment contributed to the likelihood of change. There have been several additional
studies of specific PDs with similar results (Zanarini et al, 2005; Grilo et al, 2001; Chanen et
al, 2004; Samuels et al, 2002). Tyrer et al (2007) concluded that “it now looks as though …
we now have abundant evidence that personality status, at least that assessed by our current
instruments, is unstable”.

The Hopkins Epidemiology Study of Personality Disorders (HEPS) was designed to study the
stability of PD criteria. It is unique from prior studies in that the participants were adults
recruited from the general population in Baltimore; examined by psychiatrists using the same
semi-structured examination on two occasions approximately twelve to eighteen years apart.
All DSM-III criteria for PDs were assessed on both occasions. This study examined the stability
of these measurements using two novel and complementary statistical approaches designed to
recognize and account for population-level shifts in trait prevalence over time

METHODS
Sample

Subjects participating in the Hopkins Epidemiology of Personality Disorder Study [16] were
sampled from the Baltimore Epidemiologic Catchment Area follow-up survey, described
previously (Eaton et al,1998). In brief, 3481 adult household-residents of east Baltimore were
sampled probabilistically and interviewed in 1981; 810 of these individuals were also examined
by psychiatrists in the Clinical Reappraisal (CR), using a two stage screening procedure
(Anthony et al, 1985). Between 1993 and 1996, 1920 (73%) of the surviving subjects were re-
interviewed.

From these 1920 subjects, we selected all those who participated in the CR. 516 participants
could not be interviewed because: (a) could not be traced (n=37); (b) refused participation
(n=83); (c) were deceased (n=269); or (d) were too ill to participate (n=25); another 17 subjects
had an interview pending when data collection was terminated. A total of 294 subjects
completed the personality examinations between 1993 and 1999. The gender and race
distributions of these subjects were similar to those of the 516 subjects who were not
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interviewed; however, the interviewed subjects were younger (mean age 47 years) than non-
interviewed subjects (mean age 61 years) (t(1256)=15.6, P<0.001). The investigation was
carried out in accordance with the latest version of the Declaration of Helsinki. Written,
informed consent approved by the Johns Hopkins Medical School institutional review board,
was obtained prior to the clinical interview.

Clinical Reappraisal Examination (1981)
In the CR, each subject was examined using a comprehensive psychiatric interview, the
Standardized Psychiatric Examination (SPE) (Romanoski et al, 1998), by one of four
psychiatrists. The instrument included the Present State Examination (9th edition) (Wing et al,
1997; supplemented with additional items for DSM-III diagnoses. The Personality Disorder
Schedule (PDS) of the SPE was used to assess DSM-III PDs (Samuels et al, 1994). The
examining psychiatrist rated abiding personality disorder characteristics on a 3-point scale
ranging from 0 (absent) to 2 (trait definitely present and has caused the subject distress and/or
social/occupational disruption). A score of 1 meant that the feature was present but did not
cause the subject substantial distress/dysfunction. These decisions were based on the
psychiatrist’s assessment of historical information provided by the subject as well as the
behavior of the subject that emerged spontaneously during the interview. As an integral part
of the evaluation, the psychiatrist considered aspects of the subject’s past that illuminated
adaptive responses, including: parental relationships, sibling relationships, childhood
adjustment and behaviors, schooling, occupational history, legal history, sexual history, marital
history and interests and leisure activities In addition for histrionic and compulsive personality
disorders the examiner asked a series of direct questions about particular characteristics. The
psychiatrists held regular conferences and reviewed videotapes to maintain diagnostic
consensus, and inter-rater agreement was high for PD criteria (ICC=0.88) [19].

Personality disorder assessment (1993–1999)
Between 1993 and 1999 five psychiatrists (board eligible or board certified) re-examined
available participants from the CR using the SCAN (version 1.5) (Wing et al, 1990) to ascertain
lifetime DSM-III-R and -IV Axis I diagnoses. The interview included the PDS in its entirety,
including all the necessary criteria for DSM-III PDs but also the additional criteria for DSM-
IIIR, and -IV Axis II diagnoses. Diagnostic material from every participating subject was
conferenced by the psychiatrist who examined the subject and a second psychiatrist-member
of the team, to ensure group diagnostic consensus; the second psychiatrist had to agree prior
to submitting those assessments for analysis. Written, informed consent approved by the Johns
Hopkins Medical School institutional review board, was obtained prior to the clinical interview.

In this study we employed “disorder scores” to refer to the sum of 3-point ratings across traits.
Because ratings of “2” were quite rare, we also define “trait presence” to indicate a rating of
1 or higher, and “trait counts” to represent the sums over the present variables, within disorders.
The term ‘trait’ is used to refer to DSM diagnostic criteria in this manuscript.

Statistical Methods
Per disorder, trait counts at the two assessments were cross-tabulated and intraclass correlation
coefficients (ICCs) computed; Kappa agreement statistics were computed after merging counts
into categories of 0, 1–2, and 3. Pairwise odds ratios were used to assess association between
each trait at the two occasions, and trait pair, both cross-sectionally and longitudinally; those
relating to stability assess the relative likelihood of reporting a trait at follow-up if the
companion trait was, or was not, reported in the CR.

Distributions of the number of traits shifted considerably over time and exhibited severe
skewness and heaping (at 0). These features call into question the validity of using standard
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analyses of concordance between trait counts at two points in time to adjudicate stability.
Rather, item response analysis (Lord,1980) was used for primary adjudication. This method
has main advantages of recognizing and accounting for measurement error in individual traits
for assessing disorder severity. To describe it, we take Yijk to represent presence (0 or 1) of the
kth trait at the jth time (j=1,2) for some ith person. Let dij be the associated severities of disorder;
these are envisioned as z-scores ranging along a continuum from low to high, a mean of 0 and
variance equal to 1. Finally, let xij represent a set of personal characteristics that, along with
disorder, may influence traits. The model relating traits to disorder severity is given by log
odds

(1)

Here, exp (γjk )/{1+exp(γjk)} is the trait prevalence for individuals with reference level
covariates and mean disorder severity, and λjk describes how precisely the kth trait reflects
disorder severity at the jth time. The term “xijβ” is shorthand for a sum of covariates multiplied
by their coefficients. The measure of stability deriving from (1) is the correlation between a
person’s disorder severities, dij, at times j=1, 2. Model (1) describes population instability, i.e.
systematic trends and changes in reporting, via β, γ2k - γ1k, and λ2k - λ1k. It describes individual
instability beyond population trend as di2-di1.

While (1) affords an easily interpreted, global stability measure, it is subject to the assumption
of normally-distributed z-scores. Because many traits have low prevalence, we sought to ensure
robustness of our findings under this assumption. Therefore we implemented a second item
response model focused entirely on describing trait prevalence, without assumption regarding
underlying disorder severity:

(2)

Models were fit using parallel generalized estimating equations (GEEs) (Huang et al, 2002):
one to estimate (2), and a second to estimate pairwise odds ratios for concordance in reporting
two traits over time (Heagerty & Zeger, 2000):

(3)

Here, zijj′kk′ are covariates identifying item-time pairs, and α is shorthand for the set of
associated coefficients. Our measures of stability are then the exponentiated versions of (3):
pairwise odds ratios per trait and time pair, giving factors by which the odds of reporting one
trait at a given time are multiplied if one also reports a second trait —the same trait at a different
time, or a different trait at either the same, or a different, time. For ease of comparison with
more standard measures of stability, these odds ratios were Digby (1983) transformed so as to
approximate intraclass tetrachoric correlation coefficients. To check model fit, we compared
observed pairwise odds ratios to those obtained by fitting model (3).

Models for population-level instability, and individual-level stability in the GEE model, were
constructed to provide both an overall measure (averaged over traits, within disorder) and
amounts by which stability for individual traits differs from the disorder-wide average. We
report overall measures γ1, the average over items (k) of the baseline item prevalence
(specifically, log odds) parameters, γ1k; γ2-γ1= the average difference in the item-wise log trait
odds; and similarly for the log pairwise odds ratios measuring individual-level stability.
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The GEE analyses estimate stability in measured disorder. In contrast, model (1) estimates
stability in underlying disorder, correcting for error in trait measurement. We propose a simple
method to estimate underlying disorder stability from the GEE estimates: To Digby-transform
odds ratios from the GEE analyses to tetrachoric correlations effectively posits normally
distributed trait severities Yijk* that result in positive trait reports Yijk when above a threshold.
Suppose that these severities measure underlying disorder severities with additive, independent
errors:

(4)

Then the correlation between, say, kth and mth trait severities Yi1k* and Yi2m* at times 1 and
2

since the errors are independent;

(5)

Solving (5) and rearranging a few terms, we obtain

(6)

The terms within brackets on the right hand side of (6) are standard “reliability ratios” for
precision of measurement at each time j = 1, 2, which can be estimated by the within-time item-
correlations Corr(Yijk*,Yijm*). Finally, then, we have

(7)

Each quantity on the right hand side of (7) may be estimated by Digby-transformed odds ratios
—within, and across, time.

Results
Study participants′ demographic characteristics in 1981 are reported in Table 1 (n=294). Two
thirds of the participants were female and a little over half were white. The majority of
participants were either between the ages of 25–44 years (57.3%) and 45–64 years (19.7%);
this was primarily the result of deaths in the older participants. There were few widowed
participants (8.5%) for the same reason; the remainder was comparably divided between
married, never married, and separated/divorced participants. Approximately 16% of
participants had less than an eighth grade education; the remainder was relatively evenly
distributed in successive education categories. Household income was evenly distributed
between those with less than $10,000, between $10,000 and $19,999, and over $20,000 per
year.

Varying degrees of stability were observed in descriptive analyses comparing disorder presence
and severity over time (Table 2). For some disorders, the proportions reporting any trait of the
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disorder were quite similar at both times, and for others there were dramatic changes. The
following disorders had more than a 10-percentage point change, between 1981 and 1993–9,
in prevalence of reporting any trait: histrionic (decrease of 24%), borderline (increase of 21%),
schizotypal (increase of 21%) and paranoid (increase of 11%). Plots of follow-up versus
baseline trait counts ranged from a random-looking scatter to a clear trend relationship;
however, even in the latter case, a small percentage of individuals—those with the highest trait
counts—seemed to account for the bulk of the relationship. Cross-tabulations ranged from
indicating virtually no one reporting positive traits at both times for some disorders
(narcissistic, paranoid) to a modest concordance, thus stability, in reporting. ICCs ranged from
−0.06 to 0.37, and Kappa statistics ranged from −0.06 to 0.29 with the worst agreement
occurring for paranoid disorder, and the best, for antisocial; trait count cross-tabulations are
provided (Table 3). Finally, median pairwise odds ratios for association in reporting over time
ranged from 0—indicating no trait reported in both time periods by any member of the sample
(narcissistic, paranoid) to 4.71 (schizotypal), indicating nearly a five-fold higher odds for
reporting a trait at time 2 if one also reported, than if one did not report, a companion trait in
the CR. Paranoid and narcissistic personality disorders exhibited such great failure of stability
that we eliminated these from further analysis. We additionally eliminated schizoid and
dependent personality disorders, because each was assessed by only three traits (DSM III
specified) of which one failed to be endorsed at both time points by any member of the sample.
For a number of the other disorders (antisocial, avoidant, borderline, schizotypal), isolated
items exhibited the sort of behavior just described; we eliminated these traits so as to allow for
item response analysis. Traits analyzed are exhibited in Table 4.

Analyses of shifts in trait prevalence yielded mixed results across disorders (Table 4). For
antisocial, avoidant, and obsessive-compulsive disorders, there was no statistically significant
shift: when pooling over traits, global ratios estimating factors by which odds of reporting were
more or less at follow-up than at baseline ranged from 0.94 to 1.12. A statistically significant
shift toward more prevalent trait reporting was observed for borderline (85% increase in odds)
and schizotypal disorder (more than a fourfold increase in odds); for histrionic disorder, there
was a statistically significant decrease (63% lower odds) in reporting traits. Within disorders
the trends for some specific traits differed substantially from the disorder-wise trend or lack
thereof; such cases are documented in Table 4.

Both latent variable and GEE analyses indicated moderate stability in persons′ traits between
baseline and follow-up for the disorders for which we assessed such formally (Table 5). ICCs
estimated from latent variable analyses ranged from 0.29 (obsessive-compulsive personality
disorder; OCPD) to 0.66 (antisocial); no associated 95% confidence interval had a lower bound
below 0.11. ICCs estimated using GEE ranged from 0.10 (OCPD) to 0.65 (schizotypal); all
but that for OCPD was statistically significant. Commonality-adjusted GEE estimates
approximate estimates from latent variable models; these were fairly close to one another for
the most part, with absolute differences ranging from 0.01 (histrionic; 0.42 versus 0.41) to 0.16
(borderline, 0.47 versus 0.63).

Table 5 not only displays estimates of overall stability of disorder traits within individual
persons, but also information on individual traits′ sensitivities for measuring disorder status
and change. Beginning with change, our GEE models separated out same-trait stability and
cross-trait stability; if the former greatly exceeds the latter, stability may be driven by isolated
traits or subtypes rather than persistence of disorder as a whole. Odds ratios measuring same-
trait stability were within a factor of 2 of those measuring cross–trait stability for all disorders
except antisocial, where stability odds ratios were more than three times higher within traits
than across traits. Latent variable-based estimates of disorder-wide ICCs stand to be inflated
by such a phenomenon; for antisocial, the latent variable ICC exceeded the commonality-
adjusted GEE ICC by 0.11 (0.66 versus 0.55). Turning to status, both our analytic approaches
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distinguish traits′ sensitivities for measuring underlying disorder at a given time. For most
disorders distinctions were isolated to one or two traits at one or the other time; we observed
somewhat more widespread distinction for borderline traits.

Discussion
In a population-based sample of 294 individuals with repeated personality disorder assessments
spanning 12–18 years, antisocial, avoidant, borderline, histrionic, and schizotypal disorder
exhibited moderate stability in individuals. Associated estimated ICCs for stability of
underlying disorder over time ranged from 0.4 to 0.7–0.8. OCPD exhibited appreciable stability
with estimated ICC of 0.2–0.3. Dependent, narcissistic, paranoid, and schizoid disorders were
sufficiently unstable that for each, a third or more of the traits were not repeatedly endorsed
by any individual in our sample.

Our primary stability findings relied on methodology that accounted for population-level shifts
in trait prevalence. Such shifts were large for traits of borderline, histrionic, and schizotypal
disorder; both the magnitude and direction (increase/decrease) of shift varied widely across
individual traits for each of the six disorders we carried forward to formal stability analyses.
This may reflect differential sensitivity of traits to aging, examiner judgments, or the presence
of an axis one condition. Analyses not accounting for them yielded drastically lower estimates
of stability (Table 1) than did our primary analyses, which took this into account. The former
assesses correlation in raw counts of traits assessed 12–18 years apart; the latter assesses the
extent to which persons′ propensities to be diagnosed with traits are ranked similarly in repeated
assessments whatever the accompanying shifts in trait assessment. We believe the latter target
of analysis better adjudicates stability of individuals′ personalities; we suspect that population
shifts primarily reflect differential assessment, not systematic changes of the trait of interest,
over time. If correct, then the employment of appropriate methods for assessing personality
stability merits further attention in the psychiatric literature.

Four of the ten DSM-III PDs were excluded from the primary analyses: dependent, narcissistic,
paranoid, and schizoid personality disorders. For each, a considerable proportion of the
pertinent traits were not endorsed at both measurement times by any participant, suggesting a
combination of poor stability and sensitivity. All four personality disorders have been markedly
revised in DSM IV, which this study endorses as an appropriate decision.

For a number of the other disorders (antisocial, avoidant, borderline, schizotypal), isolated
traits exhibited failure of repeated endorsement over time and were eliminated from item-
response analysis. These are: magical thinking, odd speech, suspiciousness, identity
disturbance, feelings of emptiness, social withdrawal, irresponsible parenting, failure to plan
ahead, disregard for truth, and recklessness. Their usefulness in future DSM iterations should
be considered carefully.

Individual trait performance on stability
Even among traits that exhibited sufficient stability to include in formal analyses, extent of
stability varied considerably, both at the population level and for individual persons. For
several, the prevalence increased or decreased significantly more than on average for their
disorder. Those whose prevalence decreased particularly highly were irritability/
aggressiveness (antisocial disorder); social withdrawal and unwillingness to form relationships
(avoidant disorder); overly reactive to minor angry outbursts and dependent (histrionic
disorder); and stubbornness (OCPD). Those whose prevalence increased particularly highly
over time were desire for affection (avoidant disorder); impulsivity and moodiness (borderline
disorder); and excessive work devotion (OCPD). Traits whose prevalence were particularly
stable over time were work inconsistency and fighting (antisocial disorder); hypersensitive to
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rejection (avoidant disorder); unstable relationships (borderline disorder); self-dramatizing
(histrionic disorder); and emotional constriction and perfectionism (OCPD). If changes are
thought to reflect differences related to measurement, then performance would be called into
question for those traits whose prevalences most highly changed over time, and the particularly
stable traits might be considered as “anchors” for disorders. If changes are hypothesized to
occur in a given direction over time, then traits demonstrating such changes might be
considered particularly sensitive to the nature of the disorder construct, and traits changing in
the opposite direction would be called into question. We speculate that stable traits reflect ‘key’
elements of the PD, and traits that changed over time characterize features of PD that either
are ameliorable and amenable to effects of socialization or were most influenced by the vagaries
of circumstances and are less useful for PD determination.

Reasons for stability and Instability
In a review of the recent literature on PD stability Clark (2007] points to several considerations
which summarize the issues from a substantive and methodological perspective. She suggests,
referencing Shea (1992), that PD criteria are not equal vis a vis the construct that they measure.
Some assess acute responses to circumstances based on an expectation that the trait might
provoke; whereas others assess the trait per se. As expected the former have been shown to be
less stable than the latter. Early or rapid change is more likely the effect of change in state
rather than a change in the underlying traits. Another hypothesis put forward by Shea & Yen
(2003) is that “personality disorders are in fact stable, but the criteria currently used to define
them do not adequately capture what is stable in personality disorders”. This is consonant with
our findings.

She also emphasizes that PD-related dysfunction is relatively stable, more so than the
diagnostic criteria. She suggests that this may give more credence to the idea of PD stability.
It may be that related dysfunction is readily discernable, and therefore assessable, the
limitations for the traits may be the difficulty with their measurement. Therefore functionality,
attributable to personality disorder may be a more reliable measure. Though, the attribution of
the manifest dysfunction to personality disorder traits/characteristics would remain a quandary.

Methodological approaches
We perceive both methodological and scientific significance in the comparison between latent
variable- and GEE-based analyses. The two approaches differ philosophically. Latent-variable
analysis explicitly attributes a dimensional underlying disorder “severity” to each person at
each time and then estimates ICC between severities at the two assessment occasions. This
approach is conceptually appealing, but to infer unseen severity from the measured trait data
requires strong statistical assumptions that can affect conclusions and cannot feasibly be
checked with sparsely endorsed traits. GEE analyses entail many fewer assumptions; they more
simply describe the empirical data. That the latent-variable and commonality-adjusted GEE
analyses yielded such similar estimates of stability heightens our confidence in both. From a
scientific viewpoint, two different quantities are targeted by latent-variable analysis and raw
GEE analysis, before commonality adjustment. The latter estimates stability in clinically
assessed traits whereas the former estimates stability in underlying disorder severity. Disorder
severity is arguably more relevant to an individual’s quality-of-life, but trait stability is what
clinically assessed. To the extent that these differ greatly, improved assessment methodology
is needed.

Comparison to earlier studies
There have been mixed findings from prior studies of the stability of PD stability. Those of
young adults found reduced prevalence of traits and disorders over time. This concurs with
normal personality studies that found substantial instability prior to the age of thirty and greater
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stability after that age (Costa & McCrae, 1998). Our study participants are from age eighteen
across the life span.

The bulk of other studies found that PD diagnosis was not particularly stable, but was more so
for dimensional measures of PD traits. We did not estimate the stability of PD diagnoses; the
prevalences (reported in [16]) were far too rare. However, it is of note that the four disorders
found to be moderately stable in the CLPS study, are among the disorders found to be stable
in this study (Shea et al, 2002). Both statistical methods in this study addressed the
constellations of individual traits within the PDs; and both find evidence of stability for six
PDs. This suggests that the stability is more a function of the underlying disorder construct
rather than the diagnosis or the specific trait. The implication is that the broad composite of
traits is a more useful measure than the specific traits themselves. Notably, analyses of trait
counts suggested considerably less stability in disorder than the methods we employed for
primary analyses. This discrepancy reflects data features that motivated our preference for IRT
analysis, including extreme skewness of trait count distributions and shifts in trait assessment
over time.

Limitations
Of the original 810 CR participants, 294 participated in this study. A larger cohort would have
improved the precision of the estimates. Of the large loss of participants from the original
representative population cohort, a sizeable proportion had died, and was not available for
follow-up. Recidivism reduced the representative nature of the sample. However, there was
no evidence of a bias of selection, although this remains a possibility. Moreover, this sample
is unprecedented; it is an untreated sample, examined at two points in time, 12 –18 years apart,
by research psychiatrists.

The prevalence of the PDs, and their constituent traits, in the cohort were low resulting in low
numbers in many of the analytic cells. Additionally, not all the DSM III PDs could be
adequately studied. However, the advantages of studying an untreated sample outweigh the
paucity of pathological traits, by obviating the bias inherent in studying clinical cases.

Of necessity, in a sample recruited in 1981, the older DSM III criteria were used. The
performance of the PDs may have been better had the DSM IV been used. This may certainly
have been the case for the four disorders not analyzed. An alternate PD structure, such as the
five dimensions that we have proposed could have been studied, rather than the ten DSM
disorders [30].

Conclusion / implications
This is a prospective study of PDs examined by psychiatrists on two occasions approximately
17 years apart. Two innovative statistical approaches that accounted for measurement error
were employed to measure stability. Five of ten PDs exhibited moderate stability, and a sixth
PD appreciable stability, although we recognized that these conclusions are based on the DSM
III, and subsequent DSM editions may have resulted in different findings. The findings suggest
that certain PD constructs themselves are useful, but that the specific traits within the DSM
categories are both of lesser importance and require additional specification.
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Table 1

Subjects examined on two occasions (1981 & 1993–99) by psychiatrists: Hopkins Epidemiology of Personality
Disorder Study (n=294).

Number Percentage of
sample

Sex1:

  Males 89 30.2

  Females 206 69.8

Race2:

  White 162 54.9

  Non-white 123 41.7

Age in 1981(years) 1:

  18–24 57 19.3

  25–44 169 57.3

  45–64 58 19.7

  65+ 11 3.7

Marital Status1:

  Married 115 39.0

  Widowed 25 8.5

  Separated/Divorced 72 24.4

  Never married 83 28.1

Education:

  <8th grade 46 15.6

    9–11th grade 80 27.1

    12th grade 87 29.5

  >12ht grade 82 27.8

Income:

  <$10,000 87 32.7

  $10,000–19,999 88 33.1

  >$20,000 91 34.2

1
p<0.001

2
p<0.05
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