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Objective: The largest clinical epidemio-
logical surveys of personality disorders
have been based on unstructured clinical
evaluations. However, several recent stud-
ies have questioned the accuracy and thor-
oughness of clinical diagnostic interviews;
consequently, clinical epidemiological
studies, like community-based studies,
should be based on standardized evalua-
tions. The Rhode Island Methods to Im-
prove Diagnostic Assessment and Services
project is one of the largest clinical epide-
miological studies to use semistructured in-
terviews to assess a wide range of psychiat-
ric disorders conducted in general clinical
outpatient practice. In the present report,
the authors examined the frequency of
DSM-IV personality disorders in a patient
group and the comorbidity among them.

Method: Eight hundred fifty-nine psychi-
atric outpatients were interviewed with
the Structured Interview for DSM-IV Per-
sonality upon presentation for treatment.

Results: Slightly less than one-third of the
patients were diagnosed with one of the
10 official DSM-IV personality disorders
(N=270, 31.4%). When the patients with
personality disorder not otherwise speci-
fied were included, the rate of any person-
ality disorder increased to almost half of
the group (N=391, 45.5%). The majority of
patients meeting criteria for one of the
specific personality disorders were diag-
nosed with more than one. Avoidant,
borderline, and obsessive-compulsive per-
sonality disorder were the most frequent
specific diagnoses.

Conclusions: Personality disorders, as a
group, are among the most frequent
disorders treated by psychiatrists. They
should be evaluated in all psychiatric pa-
tients because their presence can influ-
ence the course and treatment of the axis
I disorder that patients typically identify
as their chief complaint.

(Am J Psychiatry 2005; 162:1911–1918)

Community-based epidemiological studies of psychi-
atric disorders provide important information about the
public health burden of these problems. Although the fre-
quency of treatment seeking for psychiatric disorders may
be increasing (1), epidemiological studies have indicated
that most patients in the community do not get treatment
for psychiatric disorders (2, 3). Treatment seeking is re-
lated to a number of clinical and demographic factors (4,
5); consequently, studies of the frequency and correlates
of psychiatric disorders in the general population should
be replicated in clinical populations to provide the prac-
ticing clinician with information that might have more di-
rect clinical use.

Differences between the general population and clinical
epidemiological studies might be greatest when we exam-
ine the prevalence of disorders and diagnostic comorbid-
ity. It is not appropriate to extrapolate from community-
based prevalence rates to clinical settings, where the dis-
order rates are higher. Comorbidity rates are also expected
to be higher in clinical settings because help seeking is re-
lated to comorbidity (6).

Diagnosing a co-occurring personality disorder in psy-
chiatric patients with an axis I disorder is clinically impor-
tant because of their association with the duration, recur-

rence, and outcome of axis I disorders (7–9). Differential
diagnosis among the personality disorders has implications
for psychotherapeutic and pharmacological approaches
(10). An axis II diagnosis, similar to an axis I diagnosis, suc-
cinctly communicates important clinical information from
one clinician to another. In addition to clinicians benefiting
from such communication, patients may also benefit in a
therapeutic fashion after being informed that they meet cri-
teria for an axis II diagnosis (11).

The largest clinical epidemiological surveys of personal-
ity disorders have been based upon unstructured clinical
evaluations (12–14). However, several more recent studies
have questioned the accuracy and thoroughness of clini-
cal diagnostic interviews (15, 16). Therefore, it is not sur-
prising that the frequency of personality disorders re-
ported in some clinical epidemiological studies was low
(13, 14). In fact, the 11% rate of any personality disorder in
the study by Oldham and Skodol (14) of more than 125,000
patients (approximately 60% outpatients) in the New York
State mental health system was similar to the rates that
have been reported in community-based epidemiological
studies (17). Oldham and Skodol (14) suggested that per-
sonality disorders were underdiagnosed by the clinicians
in their study.



1912 Am J Psychiatry 162:10, October 2005

PERSONALITY DISORDERS IN OUTPATIENTS

http://ajp.psychiatryonline.org

Despite the aforementioned importance in diagnosing
personality disorders, clinicians are sometimes reluctant
to diagnose them (18). This may be because of a belief that
scattering symptoms over two axes is not fruitful, that axis
II has substantial overlap within it, that personality disor-
der diagnoses are particularly stigmatizing, or that a per-
sonality disorder diagnosis does not substantially alter the
treatment plan (19). Also, assessment methodology is re-
lated to diagnostic frequency.

Zimmerman and Mattia (20) directly examined the im-
pact of assessment methods on diagnostic prevalence
rates and found that borderline personality disorder was
much less frequently diagnosed with an unstructured
clinical evaluation than with a semistructured diagnostic
interview. The validity of the semistructured diagnostic in-
terview was suggested by the finding that when the infor-

mation from the semistructured interview was presented
to the treating clinicians, borderline personality disorder
was much more likely to be diagnosed. Further evidence
of the validity of diagnosis by semistructured research in-
terview came from a comparison of the demographic and
clinical characteristics of the patients with and without
borderline personality disorder, in which predicted differ-
ences were found (21).

Clinical epidemiological studies, similar to other diag-
nostic research, should be based on structured research
evaluations because structured interviews improve diag-
nostic reliability, and adequate reliability is a prerequisite
for diagnostic validity. It should be noted that there is cur-
rently debate in the field regarding the most valid method
of assessing personality disorders. Specifically, the validity
of semistructured diagnostic interviews to assess person-
ality disorders has recently been challenged because these
interviews, which rely on direct questions to ascertain the
presence or absence of the personality disorder criteria,
differ from the methods clinicians use to diagnose person-
ality disorders (22). Clinicians, rather than relying on di-
rect questioning at a single interview, typically use a longi-
tudinal perspective to determine the presence or absence
of a personality disorder, and their judgments are based
on the real-life vignettes patients describe during the
course of treatment and the behaviors and attitudes pa-
tients display during the treatment sessions. Although
there is some controversy as to how to best assess person-
ality disorders, at present, the semistructured interview
remains the most widely used method in research. More-
over, a large literature examining the treatment, prognos-
tic, familial, and biological correlates of personality disor-
ders indicates that diagnosing personality disorders with a
semistructured interview is valid (23).

To obtain accurate disorder prevalence rates in clinical
settings, it is important to assess a broad range of pathology

TABLE 1. Demographic Characteristics and Current Axis I
Diagnoses of 859 Psychiatric Outpatients

Characteristica N %
Gender

Female 527 61.4
Male 332 38.6

Education
<12 years 83 9.7
High school graduate or General Equivalency 

Diploma 214 24.9
Some college 338 39.3
College graduate 224 26.1

Marital status
Married 334 38.9
Living with someone 61 7.1
Widowed 12 1.4
Separated 55 6.4
Divorced 124 14.4
Never married 273 31.8

Race
White 752 87.5
Black 32 3.7
Hispanic 22 2.6
Asian 10 1.2
Portuguese 32 3.7
Other 11 1.3

Current DSM-IV diagnosisb

Major depression 384 44.7
Bipolar I depression 16 1.9
Bipolar II depression 24 2.8
Dysthymic disorder 59 6.9
Generalized anxiety disorder 180 21.0
Panic disorder without agoraphobia 34 4.0
Panic disorder with agoraphobia 108 12.6
Social phobia 239 27.8
Specific phobia 97 11.3
Obsessive-compulsive disorder 61 7.1
Posttraumatic stress disorder 92 10.7
Adjustment disorder 50 5.8
Schizophrenia 4 0.5
Schizoaffective disorder 4 0.5
Bulimia nervosa 10 1.2
Binge eating disorder 25 2.9
Alcohol abuse/dependence 85 9.9
Drug abuse/dependence 46 5.4
Somatization disorder 4 0.5
Undifferentiated somatoform disorder 26 3.0
Hypochondriasis 13 1.5

a Age: mean=37.0 years, SD=12.2.
b Individuals could be assigned more than one diagnosis.

TABLE 2. Odds Ratios, Frequency, and Comorbidity of DSM-
IV Personality Disorders in 859 Psychiatric Outpatients

Personality Disorder

All 
Patients

Patients Without
Another 

Personality Disorder

N % N %
Paranoid 36 4.2 6 16.7
Schizoid 12 1.4 2 16.7
Schizotypal 5 0.6 1 20.0
Antisocial 31 3.6 13 41.9
Borderline 80 9.3 26 32.5
Histrionic 9 1.0 6 66.7
Narcissistic 20 2.3 4 20.0
Avoidant 126 14.7 74 58.7
Dependent 12 1.4 4 33.3
Obsessive-compulsive 75 8.7 37 49.3
Personality disorder not 

otherwise specified 121 14.1 121 100
Cluster A 48 5.6
Cluster B 112 13.0
Cluster C 187 21.8
Any personality disorder 391 45.5

*p<0.05. **p<0.01. ***p<0.001.
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in contrast to a single disorder. Melartin and colleagues (24)
suggested that studies that focus on a single disorder find
higher rates of that disorder compared to studies that assess
a range of disorders. It is possible that researchers who have
expertise in the study of a particular disorder may be in-
clined to more frequently diagnose that disorder.

The Rhode Island Methods to Improve Diagnostic As-
sessment and Services (MIDAS) project is one of the larg-
est clinical epidemiological studies to use semistructured
interviews to assess a wide range of psychiatric disorders
conducted in a general clinical outpatient practice (25).
Among the strengths of the study are that diagnoses are
based on the reliable and valid procedures used in re-
search studies and that the patients are presenting to a
community-based psychiatric outpatient practice rather
than to a research clinic specializing in the treatment of
one or a few disorders. In the present study, we report the
frequency of DSM-IV personality disorders found in our
study group and examine the comorbidity among those
personality disorders.

Method

To date, 1,500 patients have been recruited into the MIDAS
project from the Rhode Island Hospital Department of Psychiatry
outpatient practice. This private practice group predominantly
treats individuals with medical insurance (including Medicare
but not Medicaid) on a fee-for-service basis, and it is distinct from
the hospital’s outpatient residency training clinic that predomi-
nantly serves lower-income and uninsured patients and those re-
ceiving medical assistance.

The MIDAS project represents an integration of research meth-
ods into a community-based outpatient practice affiliated with
an academic medical center (25). A comprehensive diagnostic
evaluation is conducted upon presentation for treatment. During
the course of the MIDAS project, the assessment battery has
changed. The assessment of all DSM-IV personality disorders was
not introduced until the study was well under way, and the proce-
dural details of incorporating research interviews into our clinical

practice had been well established. The present report is based on
the 859 patients interviewed with the full Structured Interview for
DSM-IV Personality (SIDP-IV) (26). The data in Table 1 show the
demographic and diagnostic characteristics of the group. The
majority of the subjects were white, female, married or single, and
had some college education. The mean age of the group was 37.0
years (SD=12.2). The most frequent DSM-IV diagnoses were ma-
jor depressive disorder (44.7%), social phobia (27.8%), general-
ized anxiety disorder (21.0%), and panic disorder (16.6%).

The patients were interviewed by a diagnostic rater who ad-
ministered the Structured Clinical Interview for DSM-IV (SCID)
(27) and the SIDP-IV. The diagnostic raters are highly trained and
monitored throughout the project to minimize rater drift. The di-
agnostic raters included doctoral-level psychologists and re-
search assistants with college degrees in the social or biological
sciences (L.R. and I.C., among others). The research assistants re-
ceived 3–4 months of training, during which they observed at
least 20 interviews, and they were observed and supervised dur-
ing their administration of more than 20 evaluations. The psy-
chologists observed only five interviews; however, they, too, were
observed and supervised during their administration of 15 to 20
evaluations. During the course of training, M.Z. met with each
rater to review the interpretation of every item on the SCID and
the SIDP-IV. Also, during training, every interview was reviewed
on an item-by-item basis by the senior rater, who observed the
evaluation, and by M.Z., who reviewed the case with the inter-
viewer. At the end of the training period, the raters were required
to demonstrate exact—or near-exact—agreement with a senior
diagnostician on five consecutive evaluations. Throughout the
MIDAS project, ongoing supervision of the raters consisted of
weekly diagnostic case conferences involving all members of the
team. In addition, the item ratings of every case were reviewed by
M.Z. The Rhode Island Hospital institutional review committee
approved the research protocol, and all patients provided written
informed consent.

The SIDP-IV focuses on the individual’s “usual self” over the
past 5 years. Each DSM-IV criterion is rated 0 (not present), 1
(subthreshold, some evidence of trait but not sufficiently perva-
sive or severe to be considered present), 2 (present, clearly evi-
dent for the last 5 years at least 50% of the time), or 3 (strongly
present). The questions on the SIDP-IV are grouped thematically
into similar content areas, such as interpersonal relationships, in-
terests and activities, social conformity, and emotions. Such an

Odds Ratio for Comorbid Personality Disorder Diagnosis

Paranoid Schizoid Schizotypal Antisocial Borderline Histrionic Narcissistic Avoidant Dependent Obsessive-Compulsive
2.1 37.3*** 2.6 12.3*** 0.9 8.7*** 4.0*** 0.9 5.2***

19.2 1.1 2.0 3.9 1.7 12.3*** 2.9 5.5*
2.7 15.2** 9.4 11.0 3.9 7.0 7.1

9.5*** 8.1* 14.0*** 0.9 5.6 0.2
2.8 7.1*** 2.5*** 7.3** 2.0

13.2* 0.3 9.5 1.3
0.3 4.0 3.7*

2.0 2.7
0.9
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interview is less prone to halo effects, in which the ratings for in-
dividual criteria are influenced by how close the individual is to
meeting the criteria for a particular disorder. Because of this the-
matic organization, the instrument may be more appropriate for
studies of comorbidity.

The full SIDP-IV assesses the 10 DSM-IV personality disorders,
two personality disorders listed in the appendix of DSM-IV as dis-
orders requiring further study (depressive and passive-aggressive
personality disorders), and DSM-III-R self-defeating personality
disorder. The present report focuses on the 10 DSM-IV personality
disorders and the residual category of personality disorder not
otherwise specified. We operationally defined personality disorder
not otherwise specified as falling one criterion below the DSM-IV
diagnostic threshold for two or more personality disorders.

As an ongoing part of the MIDAS project, joint-interview diag-
nostic reliability information was collected on 47 participants, 29 of
whom were interviewed with the full SIDP-IV. (The first 18 patients
included in the reliability study participated in the MIDAS project
before the introduction of the full SIDP-IV.) The reliabilities of any
personality disorder (kappa=0.77, N=29), and any cluster A
(kappa=1.00, N=29), B (kappa=0.61, N=29), or C (kappa=0.87, N=
29) personality disorder were good to excellent. Too few patients
were diagnosed with individual personality disorders to calculate
kappa coefficients for individual personality disorders. However,
intraclass correlation coefficients (ICCs) of dimensional scores,
computed with a two-way mixed alpha model with SPSS release
8.0.0 (SPSS, Chicago), were high (paranoid: ICC=0.95; schizoid:
ICC=0.92; schizotypal: ICC=0.89; antisocial: ICC=0.93; borderline:
ICC=0.96; histrionic: ICC=0.93; narcissistic: ICC=0.90; avoidant:
ICC=0.96; dependent: ICC=0.97; and obsessive-compulsive: ICC=
0.91).

The association between pairs of personality disorders was de-
termined by computing the odds ratios. When a cell in the two-
by-two contingency table had a value of zero, the odds ratio was
computed after adding a 0.5 constant to all cells (28). The Yates-
corrected chi-square test was used to determine whether the
odds ratios were significantly different from 1.0.

Results

Slightly less than one-third of the patients were diag-
nosed with one of the 10 DSM-IV personality disorders (N=
270, 31.4%). When the patients with personality disorder
not otherwise specified were included, the rate of any per-
sonality disorder increased to almost half of the group (N=

391, 45.5%). Of the 270 patients meeting the criteria for one
of the specific personality disorders, 60.4% (N=163) had
more than one personality disorder and 25.2% (N=68) had
two or more personality disorders. The data in Table 2 indi-
cate that the most frequent specific personality disorder
was avoidant (N=126, 14.7%). Personality disorder not oth-
erwise specified and avoidant personality disorder were
the only personality disorders diagnosed in more than 10%
of the patients, and seven personality disorders were diag-
nosed in less than 5%. Histrionic and avoidant personality
disorder were the most likely to be diagnosed as the sole
personality disorder, whereas more than half the patients
diagnosed with each of the other personality disorders
were diagnosed with another personality disorder.

Borderline personality disorder was significantly associ-
ated with six of the other nine personality disorders (all ex-
cept schizoid, histrionic, and obsessive-compulsive) (Ta-
ble 2). Paranoid and narcissistic personality disorders were
also associated with more than half of the personality dis-
orders. In contrast, dependent personality disorder was
significantly associated with only one other personality
disorder.

The data in Table 3 show the frequency of personality
disorders in patients with and without six of the most
common axis I disorders in our study: major depressive
disorder, generalized anxiety disorder, panic disorder, so-
cial phobia, posttraumatic stress disorder, and alcohol dis-
orders. The presence of each of the axis I disorders was sig-
nificantly associated with greater personality pathology,
although there were some differences between the axis I
disorders. For example, alcohol use disorders were associ-
ated with significantly higher rates of borderline and anti-
social personality, whereas generalized anxiety disorder
was associated with a significantly higher rate of each of
the cluster C personality disorders but not with a higher
frequency of either borderline or antisocial personality
disorder.

TABLE 3. Frequency of DSM-IV Personality Disorders in 859 Psychiatric Outpatients With and Without Various Axis I Disorders

Personality Disorder

Major Depression Generalized Anxiety Disorder Panic Disorder

Present (N=384) Absent (N=475) Present (N=180) Absent (N=679) Present (N=142) Absent (N=717)

N % N % N % N % N % N %
Paranoid 18 4.7 18 3.8 11 6.1 25 3.7 8 5.6 28 3.9
Schizoid 10 2.6 2 0.4** 3 1.7 9 1.3 3 2.1 9 1.3
Schizotypal 4 1.0 1 0.2 0 0.0 5 0.7 3 2.1 2 0.3*
Antisocial 11 2.9 20 4.2 6 3.3 25 3.7 7 4.9 24 3.3
Borderline 47 12.2 33 6.9** 20 11.1 60 8.8 24 16.9 56 7.8**
Histrionic 5 1.3 4 0.8 1 0.6 8 1.2 1 0.7 8 1.1
Narcissistic 7 1.8 13 2.7 4 2.2 16 2.4 4 2.8 16 2.2
Avoidant 78 20.3 48 10.1** 47 26.1 79 11.6** 31 21.8 95 13.2**
Dependent 11 2.9 1 0.2** 6 3.3 6 0.9* 4 2.8 8 1.1
Obsessive-compulsive 33 8.6 42 8.8 29 16.1 46 6.8** 19 13.4 56 7.8*
Not otherwise specified 58 15.1 63 13.3 37 20.6 84 12.4** 21 14.8 100 13.9
Cluster A 28 7.3 20 4.2 13 7.2 35 5.2 12 8.5 36 5.0
Cluster B 54 14.1 58 12.2 23 12.8 89 13.1 25 17.6 87 12.1
Cluster C 105 27.3 82 17.3** 68 37.8 119 17.5** 46 32.4 141 19.7**
Any personality disorder 197 51.3 194 40.8** 115 63.9 276 40.6** 79 55.6 312 43.5**

*p<0.05. **p<0.01.
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Discussion

Personality disorders are frequent in psychiatric out-
patients. Exactly how frequent depends, in part, on the
breadth of definition. When limited to the 10 DSM-IV per-
sonality disorders defined by specified criteria, approxi-
mately one-third of the patients were diagnosed with a
personality disorder. The prevalence increased by about
15% to 45.5% when the residual category of personality
disorder not otherwise specified was included. We did not
include the DSM-IV appendix diagnoses in our prevalence
estimate, although other authors have done so (29). Else-
where we examined the validity of depressive personality
disorder and reported that its prevalence was 22.0% (30),
which would have made it the most frequent personality
disorder among our patients. We chose not to include the
appendix diagnoses because they are not part of the offi-
cial nomenclature. Their inclusion would have, of course,
increased the overall prevalence of any personality disor-
der. Thus, the seemingly straightforward question of the
prevalence rate of personality disorders is complicated by
the decision of how wide a net to cast in defining a person-
ality disorder.

Other methodological issues that can influence the
prevalence rates of personality disorder include the timing
of the assessment, the presence of axis I disorders, the
source of the information, and the instrument used (31).
We conducted the assessment when the patients were
seen for treatment and thus were symptomatic with an
axis I disorder. An acute psychiatric state can inflate per-
sonality disorder estimates, although semistructured in-
terviews are less prone to this bias than self-administered
questionnaires. Despite the potential for false positive di-
agnoses, we assessed personality disorders at presenta-
tion because delaying the assessment until symptom
abatement would result in the exclusion of patients who
either never improved or who relapsed and were symp-
tomatic after an earlier period of improvement. Because

axis II pathology is associated with the chronicity of axis I
disorders (32, 33), a study requiring improvement in axis I
symptom severity would disproportionately exclude pa-
tients with personality disorders, thereby artificially re-
ducing the personality disorder prevalence rate. Studies of
personality disorders in psychiatric patients need to bal-
ance the potential confounding influence of psychiatric
state with the potential lack of generalizability of results
based on patients who have improved during treatment.

Another reason for conducting axis II assessments dur-
ing the initial evaluation is that this is when treatment de-
cisions are usually made. A thorough personality disorder
assessment at the time of the initial evaluation aids case
formulation and decisions about treatment approaches.
Finally, despite the possible bias from state effects, assess-
ments made when patients are symptomatic have strong,
consistent prognostic value (9).

Another methodological issue that can affect preva-
lence rates is the source of the information. Several studies
have found poor levels of agreement between patients and
informants in diagnosing personality disorders (34–37).
Adding information from an informant interview to the
information already ascertained from patients nearly dou-
bles the prevalence of personality disorders (38). However,
the validity of personality disorder diagnoses based on pa-
tient information alone was as high as that based on infor-
mation from both patients and informants (39). We are
not aware of any study suggesting that information from
informants increases the validity of personality disorder
diagnoses based on patient information alone; thus, we
limited our assessment to patient information.

Personality disorder prevalence rates are affected by the
type of diagnostic interview conducted. More diagnoses
are made according to semistructured interviews than un-
structured clinical evaluations. Table 4 summarizes the re-
sults of 11 clinical epidemiological studies. Although the
methods of these studies varied, it is clear that the rate of
any personality disorder is lower in studies using an un-

Social Phobia Posttraumatic Stress Disorder Alcohol Disorders

Present (N=239) Absent (N=620) Present (N=92) Absent (N=767) Present (N=85) Absent (N=774)

N % N % N % N % N % N %
17 7.1 19 3.1** 8 8.7 28 3.7* 1 1.2 35 4.5
8 3.3 4 0.6** 3 3.3 9 1.2 0 0.0 12 1.6
4 1.7 1 0.2* 1 1.1 4 0.5 1 1.2 4 0.5

12 5.0 19 3.1 9 9.8 22 2.9** 9 10.6 22 2.8**
44 18.4 36 5.8** 24 26.1 56 7.3** 15 17.6 65 8.4**
4 1.7 5 0.8 1 1.1 8 1.0 2 2.4 7 0.9
4 1.7 16 2.6 3 3.3 17 2.2 5 5.9 15 1.9*

108 45.2 18 2.9** 24 26.1 102 13.3** 9 10.6 117 15.1
4 1.7 8 1.3 2 2.2 10 1.3 3 3.5 9 1.2

32 13.4 43 6.9** 10 10.9 65 8.5 5 5.9 70 9.0
35 14.6 86 13.9 12 13.0 109 14.2 12 14.1 109 14.1
24 10.5 23 3.7** 10 10.9 38 5.0* 1 1.2 47 6.1
48 20.1 64 10.3** 26 28.3 86 11.2** 22 25.9 90 11.6**

122 51.0 65 10.5** 30 32.6 157 20.5** 17 20.0 170 22.0
182 76.2 209 33.7** 59 64.1 332 43.3** 44 51.8 347 44.8
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structured clinical evaluation than in studies using semi-
structured diagnostic interviews. The only study that
directly compared prevalence rates as a function of assess-
ment methods in patients ascertained from the same set-
ting was the one from our laboratory on borderline per-
sonality disorder (20). The results clearly demonstrated
that more diagnoses were made with the semistructured
interview.

Final factors that can influence the prevalence rates of
personality disorder are the demographic and clinical pro-
files of the patients evaluated. Questions of generalizabil-
ity can be raised about the present study, as with every
other clinical epidemiology study. In contrast to commu-
nity-based epidemiological studies, which use sophisti-
cated sampling methods to ensure representation of the
general population, clinical epidemiological studies are
generally single-site studies of convenience groups. Pa-
tients who are applicants for psychoanalysis (44) or for
long-term inpatient treatment of personality disorders
(44) are likely to have higher rates of personality disorders
than unselected patient series. A limitation of the present
study was that the majority of the patients were white high
school graduates who had health insurance. The most fre-
quent current axis I diagnoses in the group were mood
and anxiety disorders, and relatively few patients had eat-
ing, somatoform, impulse-control, substance use, and
psychotic disorders. However, the rank order of the fre-
quency of axis I disorders was generally similar to the find-
ings in community-based epidemiological studies (47).

Variability in methods, samples, and diagnostic criteria
makes it difficult to assimilate the results of the present

study with other clinical epidemiological studies of pa-
tients with a mixture of axis I disorders (Table 4). Most
studies are of inpatients only (40, 42) or of inpatients com-
bined with outpatients (12, 13, 29, 41, 44–46). We are not
aware of a study that is comparable to the MIDAS project
in which semistructured interviews have been integrated
into a community-based outpatient practice. Clinical epi-
demiological studies using semistructured interviews
tend to be performed in inpatient settings because the pa-
tients are a captive audience. Integrating research-quality
evaluations into an outpatient practice requires that more
obstacles are overcome (25). Diagnostic interviewers in
the studies listed in Table 4 included psychiatric residents
(12, 13, 42), trained research interviewers with unde-
scribed levels of experience and professional training (29,
41), and psychiatrists with extensive prior experience with
semistructured diagnostic interviews (45). The samples
also differed in the most frequent axis I disorders and the
diagnostic system used. Despite these differences, some
conclusions can be drawn from these studies. Studies us-
ing standardized interviews consistently diagnosed al-
most half or more of the patients with a personality disor-
der. Thus, the frequency of personality disorders is high,
and clinicians need to be vigilant to their presence be-
cause of the potential impact on treatment planning and
prognosis. Borderline personality disorder was one of the
two most frequent diagnoses in every study, including the
present one, whereas schizoid personality disorder was in-
frequently diagnosed in all studies. This is consistent with
the general pattern of cluster B diagnoses being the most

TABLE 4. Prevalence of DSM Personality Disorders in Clinical Epidemiological Studies

Year of 
Publication

Criteria 
UsedAuthor(s) Study Group Interview Used

Dahl (40) 1986 231 consecutively admitted inpatients, more than half of 
whom had a substance use disorder; no patient was 
diagnosed with major depression

DSM-III Schedule for Affective Disorders 
and Schizophrenia and 
Schedule for Interviewing 
Borderlines

Fossati et al. (29) 2000 431 consecutively admitted patients (213 inpatients, 218 
outpatients); the most frequent axis I diagnoses were anxiety 
and eating disorders

DSM-IV Structured Clinical Interview 
for DSM-III-R Personality 
Disorders (SIDP-IV)

Grilo et al. (41) 1998 117 consecutively admitted young adults (ages 18–37) DSM-III-R Personality Disorders Evaluation
Kass et al. (12) 1985 609 consecutively evaluated patients in residents’ outpatient 

clinic
DSM-III Clinical

Koenigsberg et al. 
(13)

1985 2,462 psychiatric patients from every level of care (inpatient, 
outpatient, emergency clinic, consultation-liaison service) 
who were evaluated by psychiatry residents

DSM-III Clinical

Marinangeli et al. 
(42)

2000 156 consecutive inpatients, half of whom had a mood disorder DSM-III-R SIDP-IV

Mezzich et al. (43) 1982 1,111 consecutive evaluated patients with a wide range of axis 
I disorders in a diagnostic evaluation center; the most 
frequent were mood (30.7%) and substance use (26.6%) 
disorders

DSM-III Clinical

Oldham et al. (44) 1995 100 consecutive applicants for outpatient psychoanalysis, 
about one-third of whom had a mood or anxiety disorder

DSM-III-R Personality Disorders Evaluation

Oldham and 
Skodol (14)

1991 129,286 in- and outpatients served by New York State mental 
health facilities

DSM-III Clinical

Ottosson et al. (45) 1998 138 patients from a variety of settings DSM-IV DSM-IV and ICD-10 Personality 
Interview

Stangl et al. (46) 1985 119 inpatients and 12 outpatients with a variety of axis I 
diagnoses

DSM-III SIDP-III
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frequent and cluster A diagnoses being the least frequent
disorders.

Personality disorder not otherwise specified, operation-
ally defined as being within one criterion of the DSM-IV
threshold for two or more specific personality disorders,
was the most frequent diagnosis in our group. Perhaps in-
terviews such as the SIDP-IV, which are thematically or-
ganized around content areas rather than by diagnosis,
increase the probability of “subthreshold” diagnoses. In-
terviews such as the SIDP-IV were intended to be less
prone to halo effects, in which ratings of individual criteria
are influenced by how close the individual is to meeting
the criteria for the disorder. Most clinical epidemiological
studies of outpatients did not include the category of per-
sonality disorder not otherwise specified, although in two
other studies—one using a thematically organized inter-
view (41) and the other using an unstructured clinical
evaluation (13)—personality disorder not otherwise spec-
ified was one of the most common diagnoses. From a no-
sological perspective, the relatively high frequency of sub-
threshold diagnoses lends support to the dimensional
rather than categorical approach toward classification.

In conclusion, personality disorders are frequent in psy-
chiatric settings. A summary of other clinical epidemio-
logical studies using semistructured diagnostic interviews
indicated that at least half of the patients had a personality
disorder, thus making these disorders, as a group, among
the most frequent disorders treated by psychiatrists. Per-
sonality disorders should be evaluated in every patient be-
cause their presence can influence the course and treat-

ment of the axis I disorder that patients typically identify
as their chief complaint.
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