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

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

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

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

The IPDE was tested in a major international field trial at 14 centres in
11 countries in North America, Europe, Africa and Asia. The primary
objectives were to determine its cultural acceptability, user-friendliness,
interrater reliability and temporal stability. In the course of the field trial
a large body of data on personality disorders in different cultures was
collected. This book describes the trial, and it also addresses several
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Problems in the field of
personality disorders
Alv A. Dahl and Antonio Andreoli

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

Basic descriptions of personality

Throughout history attempts have been made to identify the basic dimen-
sions or categories that best define the essential similarities and differences
among people. Hippocrates identified four basic temperaments based on
the balance of the body fluids. The phrenologists stated that they were able
to identify personality characteristics through the contour vanations of the
skull. Kretschmer and Sheldon described personality features based on
physique, and believed that these personality types predisposed to the
major mental disorders. In 1908 Heyman and Wiersma statistically ana-
lyzed the personality traits of a great number of ordinary people, and they
found that personality could be described by three orthogonal factors. The
study of basic personality dimensions was later promoted by Eysenck who
identified three dimensions called neuroticism, extraversion, and psychoti-
cism. Personality psychologists later expanded these to five dimensions
(‘the big five’), adding conscientiousness and agreeableness.!
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Review of diagnostic instruments for
the assessment of personality
disorders

Armand W. Loranger

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

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

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

James H. Reich and Giovanni de Giroclamo

Although the early Greek philosophers wondered about the influence of
personality on health, it is only recently that the epidemiology of person-
ality disorders (PDs) has begun to be scientifically investigated. This is
because we have now developed a number of standardized instruments
to assess personality and PD in an empirical fashion. The first com-
prehensive epidemiologic reviews in the English language have only
been published since the mid-1980s.~* The need for the epidemiological
investigation of PD seems justified for several reasons: firstly, as seen
in the most recent epidemiological surveys, PDs are frequent and
have been found in different countries and sociocultural settings;
secondly, PDs can seriously impair the life of the affected individual
and can be highly disruptive to societies, communities, and families;
thirdly, personality status is often a major predictive variable in
determining the outcome of psychiatric disorders and the response to
treatment.>6

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

Four recently published studies ascertained the prevalence rate of PD









Table 1. Prevalence rates of specified personality disorders (PDs) in epidemiologic surveys or in relatives
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Type of PD Author and Country Sample Assessment PD prevalence
year of publication size method rate (%)
(Ref. no.)
Paranoid Baron et al., 1985 (14) USA 376* SIB, SADS 7.3%
374%* 2.7**
Maier et al., 1992 (10) Germany 447 SCID 1.8
Reich et al., 1989b (15) USA 235 PDQ 0.8
Zimmerman & Coryell, 1990 (12) USA 697 PDQ 04
SIPD 04
Schizoid Baron et al., 1985 (14) USA 376* SIB, SADS 1.6*
374%* o**
Maier et al., 1992 (10) Germany 447 SCID 04
Reich et al., 1989b (15) USA 235 PDQ 0.8
Zimmerman & Coryell, 1990 (12) USA 697 PDQ 0.9
SIPD 0.7
Schizotypal Baron et al., 1985 (14) USA 376* SIB, SADS 14.6*
374** 2.1%*
Maier et al., 1992 (10) Germany 447 SCID 0.6
Reich et al., 1989b (15) USA 235 PDQ 5.1
Zimmerman & Coryell, 1990 (12) USA 697 PDQ 5.6
SIPD3 3.0
Histrionic Maier et al., 1992 (10) Germany 447 SCID 1.3
Nestadt et al., 1990 (16) USA 810 SPE 2.1
Reich et al., 1989b (15) USA 235 PDQ 2.1
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Table 1. (contd.)

Type of PD Author and Country Sample Assessment PD prevalence
year of publication size method rate (%)
(Ref. no.)
Zimmerman & Coryell, 1990 (12) USA 697 PDQ 2.7
SIPD 3.0
Narcissistic Maier et al., 1992 (10) Germany 447 SCID 0
Reich et al., 1989b (15) USA 235 PDQ 04
Zimmerman & Coryell, 1990 (12) USA 697 PDQ 04
SIPD 0
Borderline Baron et al., 1985 (14) USA 376* SIB, SADS 1.9*
374%* 1.6%*
Maier et al., 1992 (10) Germany 447 SCID 1.1
Reich et al., 1989b (15) USA 235 PDQ 1.3
Swartz et al., 1990 (18) USA 1,541 DIB/DIS 1.8
Zimmerman & Coryell, 1990 (12) USA 697 PDQ 4.6
SIPD 1.7
Weissman & Myers, 1980 (17) USA 511 SADS-L 0.2
Avoidant Baronetal., 1985 (14) USA 376* SIB, SADS 1.6*
Maier et al., 1992 (10) Germany 447 SCID 1.1
Reichet al., 1989b (15) USA 235 PDQ 0
Zimmerman & Coryell, 1990 (12) USA 697 PDQ 04
SIPD 1.3
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Dependent Baron et al., 1985 (14) USA 376* SIB, SADS 0.3*
Maier et al., 1992 (10) Germany 447 SCID 1.6
Reich et al., 1989b (15) USA 235 PDQ 5.1
Zimmerman & Coryell, 1990 (12) USA 697 PDQ 6.7
SIPD 1.7
Compulsive Maier et al., 1992 (10) Germany 447 SCID 2.2
Nestadt ez al., 1991 (16) USA 759 SPE 1.7
Reich et al., 1989b (15) USA 235 PDQ 6.4
Zimmerman & Coryell, 1990 (12) USA 697 PDQ 4.0
SIPD 1.7
Passive-Aggressive  Maier et al., 1992 (10) Germany 447 SCID 1.8
Reich et al., 1989b (15) USA 235 PDQ 0
Zimmerman & Coryell, 1990 (12) USA 697 PDQ 04
SIPD 3.0

Adapted in part from Weissman, 1991

* First-degree relatives of chronic schizophrenics.** Normal control probands. Abbreviations: SIB, Schedule for Interviewing
Borderlines; SADS, Schedule for Affective Disorders and Schizophrenia; SCID, Structured Clinical Interview for DSM-III-R;
PDQ, Personality Diagnostic Questionnaire; SIPD, Structured Interview for Personality Disorders; SPE, Standardized
Psychiatric Examination; SADS-L, Schedule for Affective Disorders and Schizophrenia — Lifetime Version; DIB, Diagnostic
Interview for Borderlines; DIS, Diagnostic Interview Schedule.
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Table 2. Lifetime rates (%) of antisocial personality disorders (DSM-III) based on community surveys or relatives

Author and year Country Sample size Assessment Prevalence
of publication method rate (%)
Baron et al., 1985 (14) USA 376* SIB, SADS 0.5*
Bland et al., 1988a (26,27) Canada 3258 DIS 3.7
Hwu et al., 1989 (28) Taiwan 11,004 DIS 0.08
Kinzie et al., 1992 (29) USA (Indian village) 131 SADS-L 04
Koegel et al., 1988 (32) USA 328 DIS 20.8
Lee etal., 1990 (30) Korea 3134 (urban) DIS 2.1

1966 (rural) 0.9
Maier et al., 1992 (10) Germany 447 SCID 0.2
Reich et al., 1989b (15) USA 235 PDQ 04
Robins et al., 1991 (23) USA (ECA Program) 18,571 DIS 2.1-3.4%**
Weissman & Myers, 1980 (17) USA 511 SADS-L? 0.2
Wells et al., 1989 (25) New Zealand 1498 DIS 3.1
Zimmerman & Coryell, 1990 (12) USA 697 PDQ 0.9

SIPD 3.0

 Current, not lifetime rates.* First-degree relatives of chronic schizophrenics,** Normal control probands,*** Depending on the
study site. Abbreviations: see Table 1.
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Table 3. Prevalence rates of personality disorders (PDs) among psychiatric patients

Author and year Country Sample size Classification Assessment % with  Remarks
of publication and setting system instruments PD
(Ref.no.)
Allan, 1991 (43) UK 100 out-patients RDC Clinical 5 Alcohol abusers in treatment
interview
Alnaes & Torgensen, Norway 298 out-patients DSM-TII SIPD 81 97% had an Axis I diagnosis; about half
1988a (44,45) had an affective disorder
Baer, et al., 1990 (46) USA 96 out-patients DSM-III SIPD 52 Obsessive-compulsive disorders.

Dependent and histrionic PDs were the
most common. Compulsive PD was
found in only 6% of the sample.

Berger, 1985 (35) Canada 486 out-patients DSM-II1 Clinical 39 All patients seen in a private psychiatric
assessment practice over a period of five years
Castaneda & Franco, USA 1583in-patients DSM-III Clinical 6.4 Patients discharged from a psychiatric
1985 (47) assessment facility during one year; 101 received a
primary diagnosis of PD
Charney ez al., 1981 (48) USA 160 in-patients DSM-IIt Clinical 61 64 unipolar nonmelancholic depressives
assessment 14 66 unipolar melancholic depressives
23 30 bipolar depressives
Cutting ez al., 1986 (49) UK 100 in-patients RDC SAP 44 100 consecutive admissions with major

psychiatric disorders. The proportion of
patients with PD was comparable among
different diagnostic groups (depressives
54%, schizophrenics 39%, manics 39%)

Dowson & Berrios, UK 74 in- and DSM-III-R PDQ-R - Each patient had a mean number of

1991 (50) out-patients 4.5 PD diagnoses. Borderline (62%) and

histrionic (61%) PDs were the most
common.



Fabrega et al., 1991 (34) USA

Friedman et al., 1983 (51) USA

Fyeretal., 1988 (52) USA

Hyler & Lyons, 1988 (53) USA

Jackson et al., 1991 (54) Australia

Kass et al., 1985 (22) USA

Kastrup, 1987 (55) Denmark

Kennedy et al., 1990 (56) Canada

Kroll et al., 1981 (57) USA
Loranger, 1990 (38) USA

18,179 out-patients

53 in-patients

598 in-patients
501 in-patients

358
(90% out-patients)

112

609 out-patients

11.340 (in-patients)

44 (in-patients)

117 (in-patients)

5143 (a)

5771 (b) (in-patients)

DSM-IIT

DSM-IIT

DSM-II

DSM-III

DSM-III-R

DSM-IIT

ICD-8

DSM-III-R

DSM-III

DSM-II (a)

DSM-III (b)

Initial 12.9
Evaluation

Form

Clinical 87
assessment

76 item 54.1

checklist used 54.3
to review
medical records

Specific 73.4
assessment form
SIPD 67

4-pointrating 51
format

Clinical 18.3(a)
assessment 16.7(a)
15.2(b)
15.7(b)

MGMI BSI 93

DIB 18
Clinical 19.1
assessment

49.2
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Most frequent diagnoses were atypical,
antisocial and borderline. Subjects with
PD were males, 35 years or younger,
socially impaired.

Depressed in-patients; 36 (78%) met
criteria for borderline PD

Consecutive discharges from

two psychiatric facilities. 23.2%

and 19.8% of the two samples had
borderline PD

Patients in treatment with 287

US psychiatrists. The most common PD
was borderline PD (21 %), followed by
compulsive PD (11%)

21% had one PD, 46% had

>2 PDs. Schizophrenia associated with
antisocial and schizotypal PDs
Borderline was the most frequent PD
(11%)

a=revolving door patients, first
diagnosis and last diagnosis

b=non revolving door patients,

first diagnosis and last diagnosis
Patients with eating disorders.
Borderline, dependent and passive-
aggressive PDs were the most common
Assessment focused on borderline PD
Diagnoses made according to the DSM-II
in the years 1975-79

Diagnoses made according to the DSM-IIT
in the years 1981-85
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Table 3. (contd.)

Author and year Country Sample size Classification Assessment % with  Remarks
of publication and setting system instruments PD
(Ref. no.)
Loranger ez al., 1991 (58) USA 84 (in-patients) DSM-III PDE 58.3(a) Patients evaluated at entry (a) and at
50(b) follow-up (b). Borderline, avoidant,
dependent and masochistic PDs were the
most common
McGlashan, 1986 (59) USA 532 (in-patients) DSM-II1 Clinical 32 Patients who met DSM-III criteria or
assessment Gunderson'’s criteria for borderline PD
Mezzich et al., 1982 (60) USA 1111 (in- and DSM-III & ICD-9 Initial 214 For 33 (3%) patients an Axis II diagnosis
out-patients) Evaluation Form was primary
Mezzichet al., 1990 (61) USA 4,141 (38% in-patients, DSM-III & ICD-9 Initial 14.0 PD first cluster=7%; PD second
62% out-patients) Evaluation Form cluster=45%; PD third cluster=19%; PD
fourth cluster=30%. Most frequent Axis I
diagnoses: somatoform disorders (36%)
and substance abuse (25%)
Nace et al., 1991 (62) USA 100 (in-patients) DSM-III-R SCID-1I 57 100 middle-class in-patient substance
abusers
Nurnberg et al., 1991 (63) USA 110 (out-patients) DSM-III-R Semistructured 62 Patients with any minor axis I diagnosis.
assessment Avoidant (24%), borderline (20%) and
histrionic (17%) were the most common
PD
Nussbaum & Rogers, Canada 82 (in-patients) DSM-HI-R SCID-PQ - The SCID-PQ yielded very few false
1992 (64) negatives and moderate false positives.
Oldham ez al., 1992 (65) USA 100 (in-patients) DSM-III-R SCID-1I - Patients assigned 290 PD diagnoses.
Borderline, avoidant and dependent PDs
most common.
Oldham & Skodol, USA 129,268 (in- and DSM-III & ICD-9 Clinical 10.8 All patients served by the New York State
1991 (66) out-patients) assessment Office of Mental Health in one year. Of



Pfohl et al., 1986 (67)

Pilgrim & Mann,
1990 (68)

Pilkonis & Frank,
1988 (69)

Reich, 1987 (21)

Reich & Troughton,
1988 (13)

Ross et al., 1988 (70)
Rounsaville et al.,

1991 (71)
Sheaetal., 1990(72)

USA

UK

USA

USA

USA

Canada

USA

USA

131 (in-patients)

120 (in-patients)

119 (out-patients)

170 (out-patients)

88(a)
82(b)
40(a)
501 (out-patients)

DSM-III

ICD-10

DSM-III

DSM-III

DSM-III

DSM-III

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

239 (out-patients)

DSM-III

SIPD

SAP

Hirschfeld-
Klerman
Personality
Battery, PAS
SIPD

PDQ

MCMI

SIDP
SIPD
PDQ
DIS
SADS

PAF

51

36

48

48.8
60.0
66.7

43
55
20
47

74
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all PD patients, 17.2% had a diagnosis of
borderline PD. Schizoaffective disorders,
major affective disorders, dysthymia,
substance abuse were more common
among PD patients

Histrionic (30%) and borderline (29%)
most common. 54% of the PD had two or
more PDs

First admissions in one year. Anxious and
impulsive PDs most common.

Patients with recurrent unipolar
depression. Most common PDs were
avoidant (30.4%) and compulsive
(18.6%)

45% had a consensus diagnosis of PD.
More women with histrionic PD and
more men with paranoid, compulsive and
antisocial PDs

Panic patients assessed with the SIPD
Out-patients assessed with the SIDP
Normal controls assessed with the PDQ
501 addicts. 47% had a diagnosis of anti-
social PD

Cocaine abusers. 7.7% had a diagnosis of
antisocial PD

Major depressives in the NIMH
Treatment of Depression Collaborative
Research Program. 57% of those with PD
had a diagnosis of two or more PDs.
Compulsive, avoidant, dependent and
paranoid most frequent diagnoses.
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Table 3. (contd.)

Author and year Country Sample size Classification Assessment % with  Remarks

of publication and setting system instruments PD

(Ref. no.)

Turneretal., 1991 (73) USA 68 (out-patients) DSM-III-R SCID-1I 37 Patients with social phobia. Over 75%
received subthreshold ratings for one or
more PDs. Avoidant and obsessive PD
most common.

Tyrer et al., 1983 (74) UK 316 (all out-patients ICD-8 PAS 39.9 All patients had a diagnosis of neurosis.

except 12 pts) Anankastic personality disorder was the
most common

Zanarini et al., 1987 (75) USA 43 (in-patients) DSM-III DIDP 81 97% of the PDs had two or more PDs.
Borderline PD was most frequent (26%)

Zimmerman et al., USA 66 (in-patients) DSM-II SIDP 57.6 Based on patient interview

1988 (76) 36.4 Based on informant interview

Abbreviations: RDC, Research Diagnostic Criteria; DSM, Diagnostic and Statistical Manual of Mental Disorders; ICD, International Statistical Classification of
Diseases Related Health Problems; SIPD, Structured Interview for Personality Disorders; SAP, Standardized Assessment of Personality; PDQ, Personality
Diagnostic Questionnaire; MGMI, Million Clinical Multiaxial Inventory; BSI, Borderline Syndrome Index; DIB, Diagnostic Interview for Bordelines; SCID,
Structured Clinical Interviews for DSM; PDE, Personality Disorder Examination; PAS, Personality Assessment Schedule; DIS,
Diagnostic Interview Schedule; PAF, Personality Assessment Form; DIDP, Diagnostic Interview for Personality Disorders.
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International personality disorder
examination (IPDE)

Armand W. Loranger

Background and History

One of the aims of the World Health Organization (WHO) and US
Alcohol, Drug Abuse and Mental Health Administration (ADAMHA)
joint program on psychiatric diagnosis and classification was the devel-
opment and standardization of diagnostic assessment instruments for use
in clinical research around the world.! The International Personality
Disorder Examination (IPDE) is a semistructured clinical interview ori-
ginally designed to assess the personality disorders (PDs) in the ICD-10?
and DSM-III-R3 classification systems, and subsequently modified for
compatibility with DSM-IV .4

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

Particular problems arise when the interview is used with subjects
who are illiterate and speak a regional or tribal dialect. Since written and
spoken language are quite different in such populations, the interviewer
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Experiences with the IPDE

Alv A. Dahl and Antonio Andreoli

Personality disorders (PDs) have been considered among the least reli-
able diagnoses in psychiatry. When DSM-III PD diagnoses are made by
clinicians, their reliability has proved to be rather poor.! The develop-
ment of structured interviews for PD was, therefore, the natural next step
in an effort to improve reliability. Loranger et al >3 developed the
Personality Disorder Examination (PDE) to fill that need. The IPDE
evolved from the PDE, and includes the PDs in both ICD-10 and DSM-
III-R. Its features are described elsewhere in this monograph.

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

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

What is your general impression of the IPDE?

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

In the IPSPD the mean time of the interviews was two hours and
twenty minutes. About half of the participants found that it took too long.















57

Field Trial
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Sampling, interviewers, interview
procedures

Werner Mombour

Method of sample selection

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

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

Exclusion criteria

Clinical evidence of toxic or organic brain disease.

Moderate to profound mental retardation.

Language or other communication difficulties preventing adequate
assessment.

Alcohol- or drug-use likely to prevent an adequate examination.
Delusional disorders, acute transient, or other florid psychotic states.
Evidence that personality functioning may have been significantly
changed by another psychiatric disorder, e.g., psychosis.
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Description of centres participating in
the IPDE field trial

Aleksandar Janca and Charles Pull

Bangalore

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

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

The Department of Psychiatry of NIMHANS has collaborated with
the Division of Mental Health of the World Health Organization (WHO)
for more than a decade. The collaboration has been particularly success-
ful regarding the diagnosis and assessment of mental disorders and their
culture-specific characteristics. Research investigators in the department
have translated several diagnostic instruments developed by WHO into
Kannada, Tamil, and Hindi, and participated in their field trials. The
Institute serves as a WHO training and reference centre for the
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Results

Armand W. Loranger

Course of the field trial

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

Patient sample

At the conclusion of the study, 716 patients had been examined, 243
reexamined, and 141 of the IPDE interviews rated by an observer. The
average interval between the initial and repeat IPDE examinations was
six months, with approximately 85% of the repetitions occurring
between two months and one year. Table 1 provides the sample sizes of
the subjects at each centre, together with the number of IPDE examiners.
Table 2 contains information about the educational level of the patients.
Their clinical ICD-10 diagnoses, exclusive of personality disorders
(PDs), are presented in Table 3.

Personality disorder diagnoses

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

Patients
IPDE

City Centre Examiners Male Female In-patient Out-patient
Bangalore National Institute of Mental Health and Neuro Sciences 3 31 16 7 40
Geneva Institutions Universitaires de Psychiatrie-Genéve 3 11 21 2 30
Leiden Rijksuniversiteit te Leiden 6 34 31 55 10
London Institute of Psychiatry 3 23 29 26 26
Luxembourg Centre Hospitalier de Luxembourg 5 28 24 46 6
Munich Max-Planck-Institut fiir Psychiatrie 11 58 55 54 59

Nervenklinik der Universitidt Miinchen

Bezirkskrankenhaus Kaufbeuren
Nairobi Kenyatta National Hospital 1 30 20 10 40
New York Cornell Medical Center 10 48 52 56 44
Nottingham  Stonebridge Research Centre 4 26 24 0 50
Oslo Universitetet i Oslo Psychiatrisk Institutt 4 20 28 20 28
Tokyo Keio University School of Medicine 3 28 29 5 52
Vienna Psychiatrische Universitatsklinik 5 27 23 14 36

Total 58 364 352 295 421
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Discussion and conclusions

Armand W. Loranger

This investigation represents the first attempt to assess personality disor-
ders (PDs) worldwide with contemporary methods of diagnosis. The
semistructured  interview  (International  Personality  Disorder
Examination-IPDE), developed within the World Health Organization
(WHO) program on diagnosis and classification, was designed to assess
PDs within the framework and guidelines of two distinct but overlapping
classification systems. DSM-III-R, which was intended for use in the
US, is primarily the product of American psychiatric opinion, while
ICD-10, which is meant for worldwide use, reflects the views and needs
of the international psychiatric community.

Interrater Agreement

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

With these caveats in mind, we compared the results of the present
study with those of the SCID Axis I field trial.! That study involved 390
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Appendix

Table Al Personality disorder diagnoses—Bangalore, India (N=47)

No. (%) of patients

IPDE Diagnosis Definite Definite/Probable
DSM-III-R
Paranoid 1 @21 1 @21
Schizoid 2 4.3) 2 4.3)
Schizotypal 9 (19.1) 9 (19.1)
Obsessive—compulsive 0 (0.0) 0 (0.0)
Histrionic 1 2.1 1 @21
Dependent 0 (0.0) 0 (0.0)
Antisocial 3 (6.4) 3 (6.4)
Narcissistic 0 (0.0) 0 (0.0)
Avoidant 0 (0.0) 0 (0.0)
Borderline 7 (14.9) 8 (17.0)
Passive-aggressive 0 (0.0) 0 (0.0)
Sadistic 0 (0.0) 0 (0.0)
Self-defeating 0 (0.0) 0 (0.0)
ICD-10
Paranoid 0 (0.0) 0 (0.0)
Schizoid 1 2D 1 21
Dissocial 0 (0.0) 0 (0.0)
Emotionally unstable

impulsive 2 4.3 2 4.3)

borderline 2 4.3) 2 4.3)
Histrionic 0 (0.0) 0 (0.0)
Anankastic 0 (0.0) 0 (0.0)
Anxious 0 (0.0) 1 2.1)
Dependent 0 (0.0) 0 (0.0)
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Manual

History of the IPDE

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

The IPDE is an outgrowth and modification for international use of
the Personality Disorder Examination (PDE).? To facilitate the develop-
ment of the IPDE, beginning in 1985 several workshops were convened.
At these meetings representatives of the international psychiatric com-
munity discussed the format of the interview, the wording of items, and
the development of a scoring manual. Translations were undertaken and
frequent revisions made to reflect the experience of interviewers with
trial versions. Finally, a field trial was undertaken in 1988 and 1989 at 14
participating centres in 11 countries in North America, Europe, Africa,
and Asia.3#

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

Paranoid personality disorder
At least four of the following must be present:

excessive sensitivity to setbacks and rebuffs 38

tendency to bear grudges persistently, e.g. refusal to forgive insults, injuries,
orslights 34

suspiciousness and a pervasive tendency to distort experience by misconstru-
ing the neutral or friendly actions of others as hostile or contemptuous 35

a combative and tenacious sense of personal rights out of keeping with the
actual situation 31

recurrent suspicions, without justification, regarding sexual fidelity of spouse
or sexual partner 55

persistent self-referential attitude, associated particularly with excessive self-
importance 36

preoccupation with unsubstantiated “conspiratorial” explanations of events
either immediate to the patient or in the world at large 57

Schizoid personality disorder
At least four of the following criteria must be present:

few, if any, activities provide pleasure 42

display of emotional coldness, detachment, or flattened affectivity 67

limited capacity to express either warm, tender feelings or anger toward oth-
ers 39,44

an appearance of indifference to either praise or criticism 37

little interest in having sexual experiences with another person (taking into
account age) 53

consistent choice of solitary activities 22

excessive preoccupation with fantasy and introspection 18

no desire for, or possession of, any close friends or confiding relationships (or
only one) 19

marked insensitivity to prevailing social norms and conventions; disregard for
such norms and conventions is unintentional 66

Dissocial personality disorder
At least three of the following must be present:

callous unconcern for the feelings of others 29
gross and persistent attitude of irresponsibility and disregard for social norms,
rules, and obligations 61
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IPDE ICD-10 module screening
questionnaire

Last Name

First Name Middle . Date

Directions

The purpose of this questionnaire is to learn what type of person you have
been during the past five years.

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

When the answer is TRUE, circle the letter T. When the answer is FALSE,
circle the letter F.
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IPDE ICD-10 module screening

questionnaire scoring summary

Last Name

First Name

Middle I.

Date

1 Circle the item numbers not followed by F, if they were answered True.
2 Circle the remaining item numbers (those followed by F), if they were

answered False.

3 I three or more items from a disorder are circled, the subject has failed the
screen for that disorder, and should be interviewed. Clinicians and investiga-
tors may wish to adopt lower or higher screening standards, depending on

importance to them of errors of

sensitivity (false-negative cases) vs. specificity (false-positive cases). The screen
should not be used to make a diagnosis or to calculate a dimensional score for

a personality disorder.

the nature of the sample, and the relative

F60.0 Paranoid:
F60.1 Schizoid:
F60.2 Dissocial:
F60.30 Impulsive:
F60.31 Borderline:
F60.4 Histrionic:

F60.5 Anankastic:

F60.6 Anxious:

F60.7 Dependent:

1F
11F

14F

18F
30

17
10
16
15

22
12
20
37
13
26
23
34
33

24
21
29
53
25F
28
32
39
42

27
31
38F
56

35F
41
43
45

36
46
47

E&E

49

52
55
51

54

57F

59

58
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IPDE ICD-10 module* interview schedule

Last Name First Name Middle . Sex: M F

Examiner Date(s) Time Required for Interview

Background information
Optional if already known

How old are you?

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

Do you have any chiidren?
Are your parents living?
If yes: How old are they?

If no: When did they die?

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

With whom do you live?

How far along did you go in school?
At what age did you finish school?
What is your occupation?

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

Tell me briefly why you are /here/in the hospital/in treatment/.

Have you ever sought professional help for personal probiems or a mental disorder at any
(other) time in your life?
If yes: Tell me about it.

*  Copies of the IPDE ICD-10 Module can be obtained from the Division of Mental Health
and Prevention of Substance Abuse, World Health Organization, CH-1211 Geneva 27,
Switzerland.
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ll. INTERPERSONAL RELATIONSHIPS

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

Who are the most important people in your life?

In what way are they important?

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

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

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

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

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

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

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

0 Denied or description unconvincing.
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IV. AFFECTS

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

How do you usually feel?

How do you usually feel deep down inside?

What problems do you have with your feelings?

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

When you're praised, do you show any reaction so that the people around you know how you
feel?
If yes: Tell me about it.

What about when you're criticized?
if yes: Tell me about it.

For a positive score subjects must report the absence of any overt reaction, so
that observers might conclude that they are indifferent to the praise or criti-
cism. Apparent indifference to both praise and criticism is not required.

2 Almost always gives the appearance of being indifferent to praise or criticism.
1 Often gives the appearance of being indifferent to praise or criticism.

0 Denied, does not occur often, or not supported by subject’s account.
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IPDE ICD-10 module answer sheet

Date

Middle .

First Name

Last Name

Informant

Informant Subject

Subject

10.
11.

12.
13.
14.
15.
16.
17.
18.
19.
20.
21.

22.

23.

24.
25.

26.
27.

28.

29.

30.
31.

32.
33.

34.
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IPDE ICD-10 module
handscoring algorithms and
summary scoresheet

Directions

Transcribe the scores from the IPDE interview schedule or answer sheet to the
scoresheet as follows:

Follow the item sequence on the scoresheet not the interview.

If there is a score based on informants always transcribe it instead of the score
recorded during the interview. Identify an informant score on the scoresheets
by placingitin[].

If you used the optional X and X notation for recording past personality disor-
ders, transcribe all such scores as 0 regardless of the actual score recorded on
the interview schedule or answer sheet.

Enter scores of 0, ?, NA, and circled scores of 1 and 2 in the first column (<25),
and underlined scores of 1 and 2 in the second column (= 25).

Begin by transcribing the scores for F60.0 Paranoid. Then follow the instruc-
tions on the scoresheets.
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IPDE ICD-10 module summary scoresheet

Last Name First Name Middle Initial
Sex: Age: Marital Status:
Education: Occupation:
Examiner Date(s) Time Required for Interview
Summary
Diagnosis

Number Dimensional Confidence
1CD-10 Disorder CriteriaMet  Score  Definite Probable Negative Rating

F60.0 Paranoid

F60.1 Schizoid

F60.2 Dissocial

F60.30 Emotionally unstable
Impulsive type

F60.31 Emotionally unstable
Borderline type

F60.4 Histrionic

F60.5 Anankastic

F60.6 Anxious

F60.7 Dependent

F60.9 Unspecified

For each disorder check one: Definite, Probable, or Negative. If using the
optional scoring, indicate next to the check mark, when a Definite or Probable
diagnosis is past, late onset, or past late onset.

Rate your level of confidence (1=High, 2=Moderate, 3=Low) in the validity of
every diagnostic decision, using your clinical judgment, the IPDE interview,
and other information when available.
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