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Objective: The authors investigated 1)
whether adolescents and adults in the
community diagnosed with personality
disorder not otherwise specified are at el-
evated risk for adverse outcomes, and 2)
whether this elevation in risk is compara-
ble with that associated with the DSM-IV
cluster A, B, and C personality disorders.

Method: A community-based sample of
693 mothers and their offspring were in-
terviewed during the offspring’s child-
hood, adolescence, and early adulthood.
Offspring psychopathology, aggressive be-
havior, educational and interpersonal dif-
ficulties, and suicidal behavior were
assessed.

Results: Individuals who met DSM-IV cri-
teria for personality disorder not other-
wise specified were significantly more
likely than those without personality dis-
orders to have concurrent axis I disorders
and behavioral, educational, or interper-
sonal problems during adolescence and
early adulthood. In addition, adolescents
with personality disorder not otherwise

specified were at significantly elevated
risk for subsequent educational failure,
numerous interpersonal difficulties, psy-
chiatric disorders, and serious acts of
physical aggression by early adulthood.
Adolescents with personality disorder not
otherwise specified were as likely to have
these adverse outcomes as those with
cluster A, B, or C personality disorders or
those with axis I disorders.

Conclusions: Adolescents and young
adults in the general population diag-
nosed with personality disorder not oth-
erwise specified may be as likely as those
with DSM-IV cluster A, B, or C personality
disorders to have axis I psychopathology
and to have behavioral, educational, or
interpersonal problems that are not
attributable to co-occurring psychiatric
disorders. Individuals with personality
disorder not otherwise specified and indi-
viduals with DSM-IV cluster A, B, or C per-
sonality disorders are likely to be at sub-
stantially elevated risk for a wide range of
adverse outcomes.

(Am J Psychiatry 2005; 162:1926–1932)

Personality disorders are relatively common in the gen-
eral population. Personality disorder prevalence esti-
mates, based on DSM-III, DSM-III-R, and DSM-IV criteria
for specific personality disorders, have ranged from ap-
proximately 7% to 15% of the adult population, depending
on the diagnostic procedure and the range of personality
disorders assessed (1–5). Among adolescents and adults,
personality disorders have been found to be associated
with 1) impairment and distress not attributable to co-oc-
curring axis I disorders and 2) elevated risk for poor out-
comes after accounting for co-occurring axis I disorders
(6–12). Previous research (13) has indicated that most per-
sonality disorders can be treated effectively with psycho-
therapy, although there is considerable variability in the
methodological rigor, sample size, and scope of the stud-
ies that have investigated the effectiveness of psychother-
apy for personality disorders (e.g., many individuals re-
quire extensive treatment and some personality disorders,
such as antisocial personality disorder, may be particu-
larly difficult to treat effectively due in part to the lack of
insight and motivation to change that tends to be present
among many individuals with antisocial personality disor-

der). In any event, increased recognition and treatment of
personality disorders is likely to have beneficial conse-
quences for many persons with these disorders. 

Given such findings, it is of considerable interest that an
important category of personality disorders, referred to in
DSM-IV as personality disorder not otherwise specified,
has thus far been investigated by few epidemiological
studies. According to DSM-IV-TR, individuals are appro-
priately diagnosed with personality disorder not other-
wise specified if there is a disorder of personality function-
ing that does not meet the criteria for a cluster A, B, or C
personality disorder. Research has indicated that person-
ality disorder not otherwise specified may be the most
common personality disorder diagnosis in many clinical
settings (14–18) and that it may be as prevalent as many
common axis I disorders (19). However, the high preva-
lence of personality disorder not otherwise specified may
be partially attributable to the fact that comprehensive di-
agnostic assessments are not conducted in some clinical
settings. Most of the epidemiological studies that have as-
sessed personality disorders have not provided findings
regarding the prevalence of personality disorder not oth-
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erwise specified, and little is currently known about char-
acteristics associated with personality disorder not other-
wise specified in the general population. One reason for
the lack of systematic population-based research is that
there is not yet a clear scientific consensus regarding how
to identify individuals with personality disorder not other-
wise specified.

In order for large-scale studies to investigate personality
disorder not otherwise specified in a systematic manner,
and in order for the findings of these studies to be com-
pared and evaluated, it is necessary to develop an opera-
tional definition that can be utilized with any validated
personality disorder assessment instrument. One way to
develop diagnostic criteria that can be implemented with
data from any systematic assessment of personality disor-
der features is to define, in a precise and operational man-
ner, the two examples of personality disorder not other-
wise specified set forth in DSM-IV-TR. Accordingly, when
the criteria for a cluster A, B, or C personality disorder are
not met, personality disorder not otherwise specified may
be diagnosed if 1) there are personality disorder features
that come within one diagnostic criterion of meeting
DSM-IV thresholds for two or more personality disorders
(e.g., four borderline personality disorder features and
four schizotypal personality disorder features), or 2) diag-
nostic criteria are met for depressive or passive-aggressive
personality disorder. Further research may determine that
the definition should be expanded by diagnosing person-
ality disorder not otherwise specified when the total num-
ber of personality disorder features exceeds a specified
threshold. However, while this kind of threshold has been
used in some studies (20), a clear consensus about the
threshold that should be used will require further investi-
gation. It is also important to investigate the characteris-
tics of personality disorder not otherwise specified that
are operationally defined based on the information and
examples in DSM-IV-TR. Our review of the literature indi-
cates that the present study is the first community-based
longitudinal investigation to examine mental health out-
comes associated with personality disorder not otherwise
specified (1–5).

Method

Subjects and Procedure

Nine hundred seventy-six mothers of children between the
ages of 1 and 10 (mean age=5.5 years, SD=2.8) were randomly
sampled on the basis of residence in Albany and Saratoga Coun-
ties in the State of New York and interviewed in 1975 (21). These
mothers and a randomly sampled child were interviewed in 1983
(N=778, mean offspring age=13.7 [SD=2.8]), 1985–1986 (N=776,
mean offspring age=16.3 [SD=2.8]), and 1991–1993 (N=749, mean
offspring age=22.1 [SD=2.7]). These families were demographi-
cally representative of families in the sampled region (22). The
findings in the present report are based on data from 693 families
that were interviewed during the offspring’s adolescence and
early adulthood. These families did not differ from the remainder
of the baseline sample with regard to the prevalence of maternal

or offspring behavioral or emotional problems; paternal sub-
stance abuse was less prevalent. The study procedures have been
approved by the Columbia University and New York State Psychi-
atric Institute institutional review boards. Written informed con-
sent or assent was obtained from all participants after the inter-
view procedures were fully explained. The mothers and offspring
were interviewed separately by extensively trained and super-
vised lay interviewers. Additional information regarding the
methodology is available from previous reports (21–23) and on
the study web site (http://nyspi.org/childcom).

A stratified random sampling procedure was used in 1975 to
obtain a representative sample of families living in Albany and Sa-
ratoga counties. Census data were used to create primary sam-
pling units for these counties. The primary sampling units were
stratified by urban/rural status, ethnicity, and median income. A
systematic sample of primary sampling units in each county was
then drawn with probability proportional to the number of
households and probabilities equal for members of all strata.
Households with at least one child between the ages of 1 and 10
years were qualified for the study. Address lists were compiled,
and interviewers were sent to the selected addresses. A total of
1,141 families were invited to participate in the study, and 976
families (85.5%) were interviewed in 1975; 724 (74.2%) of these
families were reinterviewed in 1983. A supplementary sample of
54 families were randomly sampled from urban poverty areas and
interviewed in 1983 to improve the representativeness of the sam-
ple. This brought the total families interviewed in 1983 to 778.
Seven hundred seventy-six families, comprising 690 (88.7%) of
the families interviewed in 1983 and 86 families who had been in-
terviewed in 1975 but not in 1983, were interviewed in 1985–1986.
Seven hundred forty-nine families, comprising 657 (84.4%) of the
families interviewed in 1983 and 92 families who had been inter-
viewed in 1975 but not in 1983, were interviewed in 1991–1993.

Assessment of Psychiatric Disorders

The parent and youth versions of the Diagnostic Interview
Schedule for Children (24) were administered during the child-
hood and adolescence of the offspring to assess anxiety (agora-
phobia, social phobia, generalized anxiety disorder, obsessive-
compulsive disorder, panic disorder, and separation anxiety dis-
order), disruptive disorders (attention deficit, conduct, and oppo-
sitional defiant disorders), eating disorders (anorexia nervosa,
bulimia nervosa), mood disorders (dysthymic and major depres-
sive disorders), and substance use disorders (alcohol and drug
abuse/dependence). An age-appropriate version of the Diagnos-
tic Interview Schedule for Children was administered to the off-
spring during early adulthood. The reliability and validity of the
Diagnostic Interview Schedule for Children as employed in this
study are comparable to those of other structured interviews (25).

Interview items used to assess personality disorders were
drawn from the Personality Diagnostic Questionnaire (26), the
Structured Clinical Interview for DSM-III-R Personality Disorders
(27), the Diagnostic Interview Schedule for Children, and the Dis-
organizing Poverty Interview (21). Items were originally selected
on the basis of correspondence with DSM-III-R criteria and com-
bined using algorithms developed by consensus among one psy-
chiatrist and two clinical psychologists (8). Following the publica-
tion of DSM-IV, items from the study protocol that had been
administered were added to the algorithms to maximize corre-
spondence with DSM-IV, most notably to assess depressive per-
sonality disorder.

Thirty-one maternal interview items and 116 offspring inter-
view items assessed DSM-IV personality disorder criteria (i.e.,
“personality disorder symptoms”). Ratings of the behavior and
appearance of the study offspring (five items) were completed by
the interviewers. Personality disorder symptoms were considered
present if reported by any informant. Cluster A, B, C, depressive,
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and passive-aggressive personality disorders were identified as
present if DSM-IV criteria thresholds were met during early adult-
hood. However, because personality disorder symptoms must be
persistent in order for an adolescent to be diagnosed with a per-
sonality disorder, cluster A, B, C, depressive, and passive-aggres-
sive personality disorders were only diagnosed during adoles-
cence if DSM-IV criteria were met during both adolescent
assessments or if the criteria were met at one assessment and the
personality disorder symptom level was within one criterion of
the diagnosis at the other assessment. In accordance with DSM-
IV criteria, antisocial personality disorder was assessed among in-
dividuals with a history of conduct disorder who were ≥18 years of
age. Consistent with DSM-IV criteria, personality disorder not
otherwise specified was identified as being present (among indi-
viduals who did not have cluster A, B, or C personality disorders)
if the number of personality disorder criteria identified as being
present came within one criterion of meeting the threshold for
two or more specific personality disorders or if criteria were met
for depressive personality disorder or passive-aggressive person-
ality disorder.

Research has supported the reliability and validity of the items
and algorithms used to assess personality disorders. Personality
disorder symptoms, assessed by using these items and algorithms,
were moderately stable during adolescence and early adulthood,
and the stability of personality disorder symptoms was similar to
the stability of personality disorder symptoms in adult studies that
have used similar test-retest intervals (23). Personality disorder
prevalence during adolescence (10.97%) and early adulthood
(11.98%) was within the range of prevalence estimates that have
been obtained in adult community samples (5). The validity of the
items and algorithms was supported by findings indicating that
adolescent personality disorders were associated with elevated
risk for axis I psychiatric disorders, criminal or violent behavior,
and suicidal behavior during early adulthood (6, 7).

Assessment of Educational Achievement, 
Interpersonal Difficulties, and Aggression

One Diagnostic Interview Schedule for Children module as-
sessed educational problems: attention difficulties, failure to
complete homework, lack of interest in schoolwork, negative atti-
tudes about school, and poor teacher evaluations. Poor educa-
tional achievement was considered present if the individual failed
to complete secondary school by age 18 or if he or she was ≥1 year
behind his or her peers in school. Another Diagnostic Interview
Schedule for Children module assessed acts of physical aggres-
sion. The following interpersonal difficulties were assessed dur-
ing the maternal and offspring interviews: cruelty toward peers,
difficulty making friends, frequent arguments with adults or
peers, loneliness and interpersonal isolation, lack of close friends,
poor relationships with friends or peers, refusal to share with oth-
ers, and fights with family members.

Data Analysis

Analyses of contingency tables were conducted to investigate
1) whether individuals with personality disorder not otherwise
specified were more likely than those without personality disor-
ders to have concurrent and subsequent axis I psychopathology,
interpersonal or educational problems, and suicide attempts dur-
ing adolescence and early adulthood; and 2) whether individuals
with personality disorder not otherwise specified were more or
less likely than those with cluster A, B, or C personality disorders
to have these outcomes. Logistic regression analyses were con-
ducted to examine 1) whether the associations between personal-
ity disorder status and the dependent variables remained signifi-
cant when axis I disorders were controlled; and 2) whether
personality disorder not otherwise specified was associated with
adverse outcomes during early adulthood when the correspond-

ing problem during adolescence was controlled. Separate analy-
ses were conducted with the data from adolescence and early
adulthood because personality disorder symptom levels declined
from adolescence through early adulthood (23). There was suffi-
cient statistical power to detect an association with a modest ef-
fect size, such as a correlation of 0.30.

Results

Adolescent Personality Disorders 
and Concurrent Problems

Forty-four individuals (6.3%) were diagnosed with per-
sonality disorder not otherwise specified during adoles-
cence. One individual had depressive personality disorder,
five had passive-aggressive personality disorder, and 41
were classified as “mixed” (i.e., within one criterion of meet-
ing the threshold for two or more personality disorders).
Three individuals had both passive-aggressive and “mixed”
personality disorder. Adolescents with personality disorder
not otherwise specified had fewer personality disorder
symptoms than did those with cluster A, B, or C personality
disorders (t=–3.85, df=118, p<0.001). However, relative to
adolescents with no personality disorders, adolescents with
personality disorder not otherwise specified were signifi-
cantly more likely to have concurrent axis I psychopathol-
ogy, numerous interpersonal difficulties, poor educational
achievement, acts of physical aggression, suicide attempts,
and any concurrent problem (Table 1). Most of these asso-
ciations remained significant after axis I disorders were
controlled statistically. Individuals with a cluster A, B, or C
personality disorder were not significantly more likely than
were those with personality disorder not otherwise speci-
fied to have any of these problems. Depressive personality
disorder, passive-aggressive personality disorder, and
mixed personality disorder not otherwise specified were all
significantly associated with mental health problems dur-
ing adolescence and early adulthood.

Early Adulthood Personality Disorders 
and Concurrent Problems

Forty-one individuals (5.9%) were diagnosed with per-
sonality disorder not otherwise specified during early
adulthood. Three individuals had depressive personality
disorder, 10 had passive-aggressive personality disorder,
and 30 had “mixed” personality disorder not otherwise
specified (one of these 30 individuals had depressive per-
sonality disorder, and one had passive-aggressive person-
ality disorder). The young adults with personality disorder
not otherwise specified had fewer personality disorder
symptoms than did those with cluster A, B, or C personal-
ity disorders (t=–2.19, df=122, p=0.03). However, relative to
those with no personality disorders, young adults with
personality disorder not otherwise specified were signifi-
cantly more likely to have concurrent axis I psychopathol-
ogy, numerous difficulties in interpersonal relationships,
poor educational achievement, and any concurrent prob-
lem (Table 2). Several of these associations remained sig-
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nificant after we controlled statistically for corresponding
problems during adolescence. The associations with in-
terpersonal difficulties and any concurrent problem re-
mained significant after we controlled statistically for co-
occurring axis I disorders. Young adults with cluster A, B,
or C personality disorders were significantly more likely
than young adults with personality disorder not otherwise
specified to report serious acts of physical aggression dur-
ing early adulthood. This association remained significant
after we controlled for acts of physical aggression during
adolescence and co-occurring axis I disorders.

Adolescent Personality Disorders 
and Subsequent Outcomes

Adolescents with personality disorder not otherwise
specified were significantly more likely than those without
personality disorders to have axis I disorders; cluster A, B,
or C personality disorders; any psychiatric disorder;
numerous interpersonal difficulties; poor educational
achievement; serious acts of physical aggression toward
others; suicide attempts; and any adverse outcome during
early adulthood (Table 3). Several of these associations re-

mained significant after we controlled statistically for cor-
responding problems during adolescence. The associa-
tions with personality disorders, any psychiatric disorder,
interpersonal difficulties, poor educational achievement,
physical aggression, and any adverse outcome during
early adulthood remained significant after we controlled
statistically for co-occurring axis I disorders. Early adult-
hood personality disorder symptoms mediated each of
these associations. Adolescents with cluster A, B, or C per-
sonality disorders were not more likely than those with
personality disorder not otherwise specified to have any of
these outcomes during early adulthood. Depressive per-
sonality disorder, passive-aggressive personality disorder,
and mixed personality disorder not otherwise specified
during adolescence were all significantly associated with
adverse outcomes.

As seen in Figure 1, there were significant differences in
likelihood of experiencing adverse outcomes by early
adulthood among adolescents with personality disorder
not otherwise specified alone (i.e., no co-occurring axis I
disorder [N=13]), adolescents with axis I psychopathology
but no personality disorder (N=128), and those with no

TABLE 1. Personality Disorder Diagnoses and Concurrent Problems During Adolescence in a Community Sample (N=693)

Concurrent Problem 
During Adolescence

Adolescent Personality Disorder Diagnosis

1: No 
Personality 

Disorder 
(N=573)

2: Personality 
Disorder Not 

Otherwise 
Specified
(N=44)

3: DSM-IV 
Cluster A, B, or C 

Personality 
Disorder 
(N=76)

Analysis

Overall 
χ2 

(df=2)

1 Versus 2 2 Versus 3

Bivariate 
Odds Ratio 95% CI

Bivariate 
Odds Ratio 95% CIN % N % N %

Any axis I psychiatric disorder 128 22.3 31 70.5 53 69.7 106.2* 8.29 4.21–16.31 0.97 0.43–2.18
Numerous difficulties in

interpersonal relationships 184 32.1 29 65.9 54 71.1 57.8* 4.09a 2.14–7.81 1.27 0.57–2.82
Poor educational achievement 13 2.3 9 20.5 10 13.2 44.8* 11.07a 4.43–27.68 0.59 0.22–1.58
Serious acts of physical 

aggression toward others 85 14.8 17 38.6 20 26.3 20.4* 3.61a 1.89–6.92 0.57 0.26–1.25
Suicide attempt 18 3.1 5 11.4 6 7.9 9.8* 3.95 1.39–11.21 0.67 0.19–2.33
Any concurrent problem 287 50.1 42 95.5 69 90.8 73.2* 20.93a 5.02–87.27 0.47 0.09–2.37
a Significant association remained after controlling for co-occurring axis I disorder.
*p<0.01.

TABLE 2. Personality Disorder Diagnoses and Concurrent Problems During Early Adulthood in a Community Sample (N=693)

Concurrent Problem 
During Early Adulthood

Early Adulthood 
Personality Disorder Diagnosis

1: No 
Personality 

Disorder 
(N=569)

2: Personality 
Disorder Not 

Otherwise 
Specified 
(N=41)

3: DSM-IV 
Cluster A, B, or C

Personality 
Disorder 
(N=83)

Analysis

Overall 
χ2 

(df=2)

1 Versus 2 2 Versus 3

Bivariate 
Odds Ratio 95% CI

Bivariate 
Odds Ratio 95% CIN % N % N %

Any axis I psychiatric disorder 79 13.9 17 41.5 49 59.0 100.4* 4.39b 2.26–8.54 2.03 0.95–4.35
Numerous difficulties in 

interpersonal relationships 47 8.3 10 24.4 31 37.3 60.7* 3.58a, b 1.65–7.76 1.85 0.80–4.28
Poor educational achievement 42 7.4 7 17.1 20 24.1 25.0* 2.58b 1.08–6.18 1.54 0.59–4.01
Serious acts of physical 

aggression toward others 72 12.7 7 17.1 35 42.2 45.9* 1.42 0.61–3.33 3.54a, b 1.41–8.91
Suicide attempt 8 1.4 2 4.9 12 14.5 40.6* 3.60 0.74–17.51 3.29 0.70–15.48
Any concurrent problem 155 27.2 28 68.3 69 83.1 116.9* 5.75a, b 2.91–11.39 2.29 0.96–5.48
a Significant association remained after controlling for co-occurring axis I disorder.
b Significant association remained after controlling for corresponding problem during adolescence.
*p<0.01.
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psychiatric disorder (N=445). The likelihood of experienc-

ing any adverse outcome was significantly higher, relative

to those with no psychiatric disorder, among those with

personality disorder not otherwise specified (odds ratio=

25.08, CI=3.23–194.77) and those with an axis I disorder

(odds ratio=2.86, CI=1.91–4.29). The likelihood was also

significantly higher for those with personality disorder not

otherwise specified relative to those with an axis I disorder

(odds ratio=8.76, CI=1.11–69.39). In addition, the likeli-

hood of experiencing two or more adverse outcomes was

significantly higher, relative to those with no psychiatric

disorder, among those with personality disorder not other-

wise specified (odds ratio=10.12, CI=3.26–31.40) and those

with an axis I disorder (odds ratio=2.89, CI=1.75–4.78). The
likelihood was also significantly higher for those with per-
sonality disorder not otherwise specified relative to those
with an axis I disorder (odds ratio=3.50, CI=1.10–11.18).

Discussion

The present findings suggest that individuals in the gen-
eral population who meet DSM-IV criteria for personality
disorder not otherwise specified may be as likely as indi-
viduals with cluster A, B, or C personality disorders to ex-
perience adverse outcomes—including axis I disorders—
and behavioral, educational, or interpersonal difficulties.
Our findings suggest that elevated risk for adverse out-
comes among adolescents with personality disorder not
otherwise specified is not likely to be attributable to co-
occurring axis I psychopathology or to preexisting behav-
ioral, educational, or interpersonal difficulties. The
present findings also suggest that individuals with person-
ality disorder not otherwise specified may be more likely
than individuals with anxiety, depressive, disruptive, or
substance use disorders to experience adverse outcomes.
Our review of the literature indicates that this is the first
community-based longitudinal study to examine a wide
range of correlates and outcomes of personality disorder
not otherwise specified and to compare the risk for poor
outcomes between individuals with personality disorder
not otherwise specified and those with cluster A, B, or C
personality disorders.

In addition, the present findings suggest that when per-
sonality disorder symptoms are assessed in a systematic
manner in a community-based sample, the prevalence of
personality disorder not otherwise specified may be greater
than that of any specific personality disorder. Our finding
that the prevalence of personality disorder not otherwise
specified was approximately 6% during both adolescence

TABLE 3. Personality Disorder Diagnoses During Adolescence and Adverse Outcomes in Early Adulthood in a Community
Sample (N=693)

Adverse Outcome 
in Early Adulthood

Adolescent Personality Disorder Diagnosis

1: No 
Personality

Disorder 
(N=573)

2: Personality 
Disorder Not 

Otherwise 
Specified 
(N=44)

3: DSM-IV 
Cluster A, B, or C

Personality 
Disorder 
(N=76)

Analysis

Overall 
χ2 

(df=2)

1 Versus 2 2 Versus 3

Bivariate 
Odds Ratio 95% CI

Bivariate 
Odds Ratio 95% CIN % N % N %

Any axis I psychiatric disorder 94 16.4 21 47.7 30 39.5 41.9* 4.65b 2.47–8.75 0.71 0.34–1.51
Any cluster A, B, or C personality 

disorder 51 8.9 16 36.4 29 38.2 68.1* 5.85a, b 2.97–11.52 1.08 0.50–2.33
Any psychiatric disorder 132 23.0 31 70.5 43 56.6 73.4* 7.97a, b 4.05–15.67 0.55 0.25–1.20
Numerous difficulties in 

interpersonal relationships 60 10.5 12 27.3 16 21.1 15.8* 3.21a 1.57–6.56 0.71 0.30–1.69
Poor educational achievement 39 6.8 11 25.0 19 25.0 36.6* 4.56a, b 2.14–9.72 1.00 0.42–2.36
Serious acts of physical aggression 

toward others 79 13.8 15 34.1 20 26.3 18.3* 3.23a, b 1.66–6.30 0.69 0.31–1.54
Suicide attempt 13 2.3 4 9.1 5 6.6 9.4* 4.31b 1.34–13.82 0.70 0.18–2.77
Any adverse outcome 219 38.2 36 81.8 56 73.7 65.4* 7.33a, b 3.34–16.06 0.72 0.28–1.82
a Significant association remained after controlling for co-occurring axis I disorder.
b Significant association remained after controlling for corresponding problem during adolescence.
*p<0.01.

FIGURE 1. Early Adulthood Adverse Outcomes in a Commu-
nity Sample by Adolescent Psychiatric Disorder Diagnosis
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and early adulthood indicates that the diagnostic criteria
used in the present study can be applied in a consistent
and reliable manner. Thus, the present findings are consis-
tent with research indicating that personality disorder not
otherwise specified may be the most common personality
disorder diagnosis in clinical samples (14–18) and may be
as prevalent as many common axis I disorders (19). Our
findings, taken together with previous findings, support
the inference that personality disorder not otherwise spec-
ified is a common, clinically significant condition that is
associated with considerable impairment and distress.

On the basis of the present findings, it may be advisable
for future population-based studies of personality disor-
ders to assess personality disorder not otherwise specified
in a systematic and comprehensive manner. The opera-
tional definition of personality disorder not otherwise
specified in the present study has the advantage of being
based directly on DSM-IV criteria and being readily imple-
mented with currently available personality disorder as-
sessment instruments. It may also be useful to investigate
the clinical utility, reliability, and validity of other assess-
ment methods, such as identifying personality disorder
not otherwise specified if the total number of personality
disorder symptoms meets a specified diagnostic threshold
(20). Previous research has shown that personality disor-
ders are associated with adverse outcomes (6–8, 10–12)
and that they can be treated effectively (13). Improved rec-
ognition and treatment of personality disorders, including
personality disorder not otherwise specified, may help
many individuals to avoid adverse long-term outcomes.

The limitations of the present study require consider-
ation. Because the participants were adolescents and
young adults, further research will be needed in order to
determine whether personality disorder not otherwise
specified is associated with elevated risk for adverse out-
comes among older adults. Future studies will also need to
investigate whether individuals with personality disorder
not otherwise specified are at elevated risk for outcomes
such as occupational and financial difficulties. Although
some of the outcomes that were investigated, particularly
interpersonal difficulties, are personality disorder charac-
teristics, different interview items were used to assess per-
sonality disorder traits and adverse outcomes. Thus, the
associations of personality disorders with these problems
are not attributable to item overlap. Further, individuals
with personality disorder not otherwise specified were at
elevated risk for adverse outcomes even when we con-
trolled statistically for corresponding problems during ad-
olescence (Table 3). Although personality disorder symp-
toms were assessed with items from several instruments,
research has supported the reliability and validity of these
assessment procedures (6, 7, 23). Stratified random sam-
pling procedures were used to maximize the representa-
tiveness of the sample, sample retention was within ex-
pected parameters, and the prevalence of personality
disorder not otherwise specified was approximately 6%

during both adolescence and early adulthood, suggesting
that sample attrition did not have a systematic effect on
the present findings. It will be of interest for future studies
to investigate the prevalence and sequelae of personality
disorder not otherwise specified in samples that are repre-
sentative of other regions and age groups.
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