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Abstract

Brief screening instruments for personality disorders could potentially have great value in community and
clinical settings.This is a correlational study. One purposeful community sample (N=399; 299 teachers of
primary and secondary schools in Pristina and 100 students of the European University of Tirana) and one
clinical sample (N=41; patients of one private clinic) filled out the IIP-PD-25 questionnaire (Pilkonis et al.;
1996). They were randomly selected. All data was analyzed by SPSS 21 and Excel
2007.PD index screen resulted with Personality Disorder definite score 29.2% of community sample (12.5 %
male vs. 16.7 % females) vs. 43.9 % of clinical sample (7.3 % male vs. 36.6 % females). Age (youngest) and
residence (urban) showed significant negative correlations only for the community sample. Mann-Whitney U
test did not find statistically significant differences regarding levels of PD screen index based on gender in the
both samples; the same case was for differences regarding levels of PD screen index between community and
clinical samples, despite the higher levels in the clinical sample. Clinical cases showed significantly
higher score for the following dimensions of interpersonal sensitivity, aggression, needs for social approval
and lack of sociability. Only in the case of interpersonal ambivalence, the community sample scored higher.
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Screening with the IIP-PD-25 resulted in a high prevalence of Personality Disorders in both our samples.
Personality disorders often cause problems for others and pose a great social cost; early screening,
identification and treatment represents a highly valued public health topic to be addressed.
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1. Introduction

Research studies have shown that the prevalence of personality disorders is significantly higher
in clinical as compared to community samples (Lewin et al., 2005; Zimmerman et al, 2005). The
prevalence of personality disorders in the general population varies from 7 to 15 % (Johnson et al.,
2008; Adel et al., 2006; Zimmerman et al, 2005). Conversely the outpatient population shows a
prevalence from 50 % to 80 % (Zimmerman et al, 2008; Alnaes & Torgersen, 1988). Finally for
inpatients values as high as 70 % are reported (Thuo et al., 2008; Adel et al., 2006; Zimmerman et
al, 2005) and in forensic setting (Adel et al., 2006; Zimmerman et al, 2005).

Gender: Although definitive estimates about the sex ratio of personality disorders cannot be
made because ideal epidemiological studies do not exist, some personality disorders are believed to
be more common in clinical settings among men and others among women (Oldham, Skodol &
Binder, 2009). Zimmerman and Coryell (1989) observed higher prevalence of any personality
disorders among males and results were replicated by Jackson and Burgess (2000) (ICD-10
screening) However, differences between genders were very small, and Torgersen et al. (2001) did
not observe any differences.

Sociocultural contexts: Apparent manifestations of personality disorders must be considered in
the context of a patient’s cultural reference group; indeed certain sociocultural contexts may elicit
or reinforce behaviors that might be mistaken for personality disorders (Oldham, Skodol & Binder,
2009).

Age: Zimmerman and Coryell (1989) observed that individuals with personality disorders were
younger than those without. Jackson and Burgess (2000) found the same using a short ICD-10
screening instrument (IPDE screener). Torgersen et al. (2001), however, observed the opposite.

Location: The study of Torgersen et al. (2001) showed that those living in the overcrowded city
centers more often had a personality disorder.

Consequently, epidemiological surveys carried out among the general population may require
very large samples in order to identify a sufficient number of cases to study demographic correlates
and the association of PD with other psychiatric disorders (Loranger, Janca & Sartorius; 1997).

Relevance: Comorbidity rates between personality disorders and other psychiatric disorders are
well known (13-81%) (Dolan-Sewell et al., 2001). The presence of personality disorders negatively
influences the treatment process and success of comorbid conditions (Kasen et al., 2007; Newton-
Howes et al., 2006; Reich, 2003; Reich & Vasile, 1993; Andreoli et al, 1989; Reich & Green,
1991).There is ample evidence that patients with PDs are at higher risk for a number of maladaptive
behaviors, such as substance abuse and suicidal behavior , which can interfere or complicate the
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course of treatment (Bell, 2005; Harris & Barraclough, 1997). Therefore screening for personality
disorders represents an important aspect of the clinical psychiatric examination.

Evaluation: A patient’s PD status, however, may not always be easily detected and the presence
of the disorder may go undetected for some time (Baer & Blais; 2010). There is a considerable
debate, however, about the choice and feasibility of methods for diagnosing PDs (Baer & Blais;
2010). Self-administered tests may represent valuable screening devices (Loranger, 1992). The
literature suggests that personality disorder inventories are especially prone to false-positive
diagnoses (Loranger, 1992). Nonetheless several measures exist including the Millon Clinical
Multiaxial Inventory (MCMI) (Millon et al., 1997) , Personality Disorder Questionnaire-4 (PDQ-4)
(Hyler, 1994), International Personality Disorder Examination (IPDE) (Loranger, 1999), Structured
Clinical Interview for DSM-IV Personality Disorders (SCID-II) (First et al., 1995), and the
Structured Interview for DSM Personality-1V (SIDP-1V) (Pfohl et al., 1997). Short interviews were
then developed, in which specific items from the above-mentioned interview were compiled into a
brief screening interview (Morse and Pilkonis, 2007). Among these short interviews are the lowa
Personality Disorder Screen (IPDS) (Langbehn et al., 1999), the Rapid Personality Assessment
Schedule (PAS-R) (Van Horn et al.,, 2000), the Standardized Assessment of Personality
Abbreviated Scale (SAPAS) (Moran et al., 2003), an interview that was developed on the basis of
15 DSM criteria (Nurnberg et al., 2000) and Inventory of Interpersonal Problems (IIP-PD),
consisting of 25 items (Pilkonis et al., 1996). Even so self-reports continue to be the most widely
used in the assessment of PDs, outperforming interviews in terms of their psychometric properties
(Widiger & Samuel, 2005), although they are prone to criticism because they grossly over-diagnose
(Hyler, Skodol, Kellman, Oldham, & Rosnick, 1990; Wang et al., 2012).

2. Problem Statement

Research on Personality disorders in Kosovo is quite scarce despite the fact that psychiatrists
encounter these disorders quite often. In this context, screening for personality disorders in Kosovo
represents a great challenge in clinical practice. Only four studies focusing on personality disorders
in Kosovo have been identified and they only consider PD in forensic contexts (Drevinja et al,
2014; Haxhibeqiri et al, 2014; Ibishi & Musliu, 2011; Ibishi, Musliu, Hundozi & Citaku, 2014); on
the other hand, no similar studies have been found in Albania.

3. Research Questions

What is the prevalence of personality disorders (IIP-PD-25 measure) in a community and
clinical outpatient sample? Are there any differences between the clinical and community samples?
Which features measured through the IIP-PD-25 are most prevalent in both samples? Does the
questionnaire have discriminating validity as regards clinical and community samples.

4. Purpose of the Study

Brief screening instruments for personality disorders could potentially have great value in
community and clinical settings. The purpose of the present study is screening for personality
disorders and specific dimensions in a clinical and a community sample.
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5. Research Methods
This is a correlational study. Data has been analyzed by SPSS 21 and Excel 2007.

5.1 Sample and procedure

One purposeful community sample (N=399; 299 teachers of primary and secondary schools in
Pristina and 100 students of UET in Tirana) and one clinical sample (N=41; patients of one private
outpatient clinic in Prizren) filled out IIP-PD-25 questionnaire (Pilkonis et al.; 1996). In terms of
gender composition there werel51 men (34.3 %) and 289 women (65.7 %). As regards residence,
397 participants lived in urban areas and, 90.2 % and 43 in rural areas (9.8 %). The age range of
participants was between 16 and65 years old (M. =37.93; SD=14.25). The clinical sample
included cases with anxiety disorders (N=27, 65.9 %), assessment phase (N=8, 19.5 %), substance
abuse (N=2, 4.9 %) depressive disorders (N=2, 4.9 %), conversion disorder (N=2, 4.9 %), conduct
disorder (N=2, 4.9 %) and bulimia nervosa (N=2, 4.9 %).

5.2 Measuring instrument

The measuring instrument used in the present study was the Inventory of Interpersonal
Problems-Personality Disorders -25 (IIP-PD-25) (Pilkonis, Kim, Proietta, & Barkham, 1996). This
is a self-report instrument designed to measure the level of interpersonal distress (Pilkonis, Kim,
Proietta, & Barkham, 1996; Stern, Kim, Trull, Scarpa, & Pilkonis, 2000; Baer & Blais, 2010). The
version used for the purpose of the present study was developed by Pilkonis in1996 and specifically
discriminates between individuals with and without personality disorders (Pilkonis, Kim, Proietta,
& Barkham, 1996; Stern, Kim, Trull, Scarpa, & Pilkonis, 2000; Baer & Blais, 2010). The IIP-PD-
25test measures several personality dimensions including: Interpersonal Sensitivity, Interpersonal
Ambivalence, Aggression, Need for Social Approval, and Lack of Sociability. The test includes 25
items with response options from 0 to 4; results are scored according to the 5 subscales mentioned
above. The first three subscales might also be considered in conjunction (mean) and they represent
a screening index for the presence of personality disorders. Results are ranked in three groups : no
personality disorders (less than 0.7), possible to probably (0.7-1.1), definitely (mbi 1.1). The scale
might also be scored continuously, and the classification is as follows: no personality disorder (0-
4), possible to probably (5-6) definitely (mbi 7).The questionnaire was translated into Albanian by
using the translation back translation method to ensure correct translation. The scale has very good
internal consistency (alfa=.818) similar to that reported in other studies.

5.3 Study design

The study was a cross-sectional correlational study, with age, gender, place of residence (urban,
rural), community vs clinical setting as independent variables and Personality Screen Index as the
dependent variable.

6. Findings

6.1 Descriptive analyses
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The following table shows the classification of participants in terms of each variable
investigated in the study.

Table 1. Frequencies and percentages of participants for both samples by gender, residence,
Personality Screen Index and five subscales of IIP-PD-25 (Interpersonal Sensitivity, Interpersonal
Ambivalence, Aggression, Need for Social Approval, and Lack of Sociability)

Variables Community Outpatient
clinic
N % N %

Gender

Male 140 35.1 11 26.8

Female 259 64.9 30 73.2
Residence

Urban 362 90.7 35 85.4

Rural 37 9.3 6 14.6
Personality Screen Index

Not likely 82 20.6 10 24.4

Possible to probably 85 21.3 6 14.6

Definite 217 54.4 25 61

Missing 15 3.8 / /
Interpersonal sensitivity

Not likely 107 26.8 6 14.6

Possible to probably 69 17.3 6 14.6

Definite 216 54.1 29 70.7

Missing 7 1.8 / /
Interpersonal Ambivalence

Not likely 52 13.0 16 39.0

Possible to probably 63 15.8 8 19.5

Definite 278 69.7 17 41.5

Missing 6 1.5 / /
Agression

Not likely 157 39.3 12 29.3

Possible to probably 66 16.5 4 9.8

Definite 172 43.1 25 61.0

Missing 4 1.0 / /
Needs for social approval

Not likely 91 22.8 / /

Possible to probably 77 19.3 8 19.5

Definite 229 57.4 33 80.5

Missing 2 5 / /
Lack of sociability

Not likely 120 30.1 23 56.1

Possible to probably 59 14.8 5 12.2

Definite 218 54.6 13 31.7

Missing 2 .5 / /

In terms of classification by PD screen index level, 217 (54.4%) of participants in the
community sample reported definitely possibility for PD, 85 (21.3 %) possibly to probably and 82

participants (20.6 %) were not likely to have PD; 15 (3.8%) were dismissed because they did not
118



http://dx.doi.org/10.15405/epsbs.2015.01.13
eISSN: 2301-2811 / Corresponding Author: Fleura Shkémbi
Selection and peer-review under responsibility of the Organizing Committee of the conference

answer correctly. As regards the clinical sample classification by PD screen index level, 25 (61%)
of participants reported definitely possibility for PD, 6 (14.6 %) possibly to probably and 10
participants (24.4 %) were not likely to have PD.

6.2 Comparative analysis for PD screen index

Mann-Whitney U test did not find statistically significant differences regarding levels of
PD screen index and the five subscales based on gender in both samples. Similarly no differences
were found regarding levels of PD screen index between community and clinical sample, despite
the higher levels in clinical sample.

However there were significant differences across all subscales between the clinical and
community samples More specifically there are significant differences at the level of Interpersonal
sensitivity (Mdcommunity=7; N=392; Md.iinic=8; N=41) as cases from clinical sample had significantly
higher Interpersonal sensitivity as compared to cases from community sample (Z=-2.291, p < .022,
r = .01). Also there are significant differences in levels of Interpersonal Ambivalence
(Mdcommunity=9; N=393; Md,jinic=6; N=41) as cases from community sample had significantly higher
Interpersonal Ambivalence as compared to cases from the clinical sample (Z=-3.824, p <.000, r =
.01). Also the clinical sample had significantly higher agresivity as compared to the community
sample (Mdcommunity=6; N=395; Mdinic=9; N=41) as (Z=-2.704, p < .007, r = .01). Significant
differences were also noted at the level Need for Social Approval (Mdeommuniy=7; N=397;
Md.jinic=11; N=41) as the clinical sample had significantly higher Need for Social Approval as
compared to the community sample (Z=-4.958, p < .000, r = .02). Finally the community sample
also had significantly (Mdcommunity=7; N=397; Md.iinic=4; N=41) as cases from community sample
had significantly higher Lack of Sociability as compared to cases from clinical sample (Z=-4.958, p
<.000, r=.01).

Table 2. Mann-Whitney tests for differences in PD Screen Index and subscales of IIP-PD-25
between community and clinical sample

Variable Mann-Whitney Md N p r

Personality Disorder Screen Index Community / Clinic 22/23 384/41 / /

Interpersonal sensitivity Community / Clinic 7/8 392/41 .022 .01
Interpersonal Ambivalence Community / Clinic 9/6 393/41  .000 .01
Aggression Community / Clinic 6/9 395/41  .007 .01
Need of social approval Community / Clinic 7/11  397/41  .000 .02
Lack of sociability Community / Clinic 7/4 397/41  .000 .01

Kruskal-Wallis test also found significant differences in PD screen index by participants
(students in community; teachers in community and outpatient cases (X2 (2, n=425) = 53.323,
p=-000). Students had the highest scores (Md=29), followed by outpatient cases - (Md=23), and
teachers community (Md=20).
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6.3 Chi-square test for goodness-of-fit

A chi-square goodness-of-fit test indicated significant differences in the proportion of PD cases
in the community sample (54.4%) as compared with the value of 61% that was identified in a
clinical sample, X2 (2 /n =384) = 20.299, p <.00.

6.4 Correlations between variables

Correlational analyses indicated no significant correlations between PD screen index and gender
in both samples. The same case was for all five subscales. However the PD index shows a
significant negative correlation with residence in the community sample (but not the clinical one)
(r=-.12, p<.01), i.e., participants from urban areas show higher rates of personality disorders.
Additionally, place of residence has a significant negative correlation with ambivalence (r=-.11,
p<.01) and aggression (r=-.12, p<.01), as participants from urban areas score higher in both. The
finding holds only for community but not clinical settings. Age also shows a significant negative
correlation with PD index at the community but not the clinical sample (r=-.23, p<.00). Age also
negatively correlates to ambivalence (r=-.22, p<.00), interpersonal sensitivity (r=-.15, p<.00) and
aggression (r=-.17, p<.00) at the community sample. In the clinical sample the only significant
correlation is with aggression. (r=-.33, p<.03), i.e., younger age reports higher rates.

Table 3. Correlations for PD Screen Index and subscales of IIP-PD-25 with gender, residence
and age between community and clinical sample

Spearman's rho GenderResidenceAge
Interpersonal Sensitivity  -.060 -.057 -150"
Interpersonal Ambivalence .032 -.111°  -229™

Community Aggression 084 -124"  -174"
Need for Social Approval -.015 -.040 -.086
Lack of Sociability -.028 -.072 -.004
PD Screen Index -056 1217 -236"
Interpersonal Sensitivity  .199 -.164 .068
Interpersonal Ambivalence .173  .073 -273

Clinic Aggression 040 -085  -334"
Need for Social Approval .215 -.038 011
Lack of Sociability -.002 .035 -.166
PD Screen Index .149  -.038 -.232

**_Correlation is significant at the 0.01 level (2-tailed).
*. Correlation is significant at the 0.05 level (2-tailed).

The classification of clinical and community participants based on the Personality Disorder
Screen Index has been tested through the Receiver Operating Characteristic (ROC) The table
indicates that the Personality Disorder Screen Index does not reliably distinguish between clinical
and nonclinical cases (sig=.478).
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Table 4. 1 Display of Area Under the Curve of discriminant ability by Personality Disorder
Screen Index for clinical and nonclinical cases

Area Std. Error” Asymptotic Sig.b Asymptotic 95% Confidence Interval

Lower Bound Upper Bound
534 .051 478 433 .634

The test result variable(s): PDScreenIndex has at least one tie between the positive actual state group and the
negative actual state group. Statistics may be biased.

a. Under the nonparametric assumption

b. Null hypothesis: true area = 0.5

7. Conclusions

Personality disorders often cause problems for others and are costly to society; early screening,
identification and treatment is highly valued public health topic to be addressed. Screening with the
IIP-PD-25 gives the possibility to conclude a high presence of Personality Disorders in both our
samples. The study did not find significant differences between the clinical and community
settings. The findings might be explained in terms of sampling limitations; convenience samples do
not allow for epidemiological conclusions. (Loranger, Janca & Sartorius; 1997). The high
prevalence of PD in the community sample (54.4 %) as compared to the prevalence reported in
literature (7-15 %) (Johnson et al., 2008; Adel et al., 2006; Zimmerman et al, 2005) is quite
concerning and requires further research. On the other hand, the prevalence rate of PD in the
clinical sample (61 %) is in line with other research in the area (Zimmerman et al, 2008; Alnaes &
Torgersen, 1988). The absence of gender differences is in line with the study of Torgersen et al.
(2001). Findings on urban areas and young age (exclusive to the community sample) have been
also reported by Torgersen et al. (2001) (for residence) Zimmerman and Coryell (1989) Jackson
and Burgess (2000) (for age). However Torgersen et al. (2001) reported opposite findings on age.
The age differences may explain the fact of significant higher levels in students in community. The
measure used in the study also does not show discriminating validity, i.e., does not distinguish
between clinical and community samples. Future research with improved methodology (both as
regards sampling and measures) is required, especially considering the high prevalence rates found
in the present study.
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