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Prevalence, Correlates, and Disability of Personality
Disorders in the United States: Results From the National
Epidemiologic Survey on Alcohol and Related Conditions

Bridget F. Grant, Ph.D., Ph.D.; Deborah S. Hasin, Ph.D.;
Frederick S. Stinson, Ph.D.; Deborah A. Dawson, Ph.D.;

S. Patricia Chou, Ph.D.; W. June Ruan, M.A.; and Roger P. Pickering, M.S.

Objective: To present nationally representative data
on the prevalence, sociodemographic correlates, and
disability of 7 of the 10 DSM-IV personality disorders.

Method: The data were derived from the 2001–2002
National Epidemiologic Survey on Alcohol and Related
Conditions (N = 43,093). Diagnoses were made using the
Alcohol Use Disorder and Associated Disabilities Inter-
view Schedule–DSM-IV Version, and associations
between personality disorders and sociodemographic
correlates were determined. The relationship between
personality disorders and 3 emotional disability scores
(Short-Form 12, version 2) was also examined.

Results: Overall, 14.79% of adult Americans (95%
CI = 14.08 to 15.50), or 30.8 million, had at least 1 per-
sonality disorder. The most prevalent personality disorder
in the general population was obsessive-compulsive per-
sonality disorder, 7.88% (95% CI = 7.43 to 8.33), fol-
lowed by paranoid personality disorder 4.41% (95%
CI = 4.12 to 4.70), antisocial personality disorder 3.63%
(95% CI = 3.34 to 3.92), schizoid personality disorder
3.13% (95% CI = 2.89 to 3.37), avoidant personality dis-
order 2.36% (95% CI = 2.14 to 2.58), histrionic personal-
ity disorder 1.84% (95% CI = 1.66 to 2.02), and depen-
dent personality disorder 0.49% (95% CI = 0.40 to 0.58).
The risk of avoidant, dependent, and paranoid personality
disorders was significantly greater among women than
men (p < .05); the risk of antisocial personality disorder
was greater among men compared with women (p < .05);
and no sex differences were observed in the risk of
obsessive-compulsive, schizoid, or histrionic personality
disorders. In general, risk factors for personality disorders
included being Native American or black, being a young
adult, having low socioeconomic status, and being di-
vorced, separated, widowed, or never married. Avoidant,
dependent, schizoid, paranoid, and antisocial personality
disorders (p < .02 to p < .0001) were each statistically
significant predictors of disability. Obsessive-compulsive
personality disorder was inconsistently related to disabil-
ity. In contrast, disability was not significantly different
among individuals with histrionic personality disorder
compared with those without the disorder.

Conclusion: Personality disorders are prevalent in
the general population and are generally highly associated
with disability. This study highlights the need to develop
more effective and targeted prevention and intervention
initiatives for personality disorders.
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ersonality disorders are pervasive, inflexible, and
enduring patterns of inner experiences and behav-P

ior that can lead to clinically significant distress or im-
pairment in social, occupational, or other areas of func-
tioning.1 Personality disorders have been associated with
several adverse consequences in the general population,
including marital difficulties, occupational dysfunction,
and criminal behaviors.2–4 While personality disorders are
major mental health problems in their own right, they
frequently co-occur with one another and with other psy-
chiatric disorders.5,6 Clinical studies have shown that per-
sonality disorders complicate the course of some Axis I
psychiatric disorders7,8 and are associated with increased
likelihood of relapse and treatment dropout, greater glo-
bal impairment, and decreased psychiatric functioning
among substance abusers.9–15

Although large nationally representative surveys have
been conducted on the prevalence and sociodemographic
correlates of major classes of psychiatric disorders,16–18

including affective disorders, anxiety disorders, substance
use disorders, and psychotic disorders, only a single per-
sonality disorder, antisocial personality disorder, was
assessed in these studies. There has been only one attempt
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to determine the prevalence and correlates of all per-
sonality disorders in a large nationally representative
sample.19 The 1997 National Survey of Mental Health and
Wellbeing, conducted in Australia, assessed the 9 person-
ality disorders defined in the International Classification
of Diseases, Tenth Edition (ICD-10).20 To date, no similar
national survey has been conducted in the United States,
and no prevalence information for personality disorders
based on the American Psychiatric Association’s Diag-
nostic and Statistical Manual of Mental Disorders (DSM)
is available at the national level.

National prevalence studies of personality disorders
have important public health implications. Knowledge of
the prevalence of personality disorders contributes to the
assessment of the mental health of the nation and deter-
mines the scope of those disorders confronting the nation.
For policy and prevention efforts, accurate information on
prevalence and the identification of vulnerable subgroups
of the population might highlight the need for focused
planning at both the national and local levels. The fact that
accurate data on the prevalence and sociodemographic
correlates of personality disorders have not been available
in the United States reflects a major gap in public health
information. The present study was designed, in part, to
address this gap.

Accordingly, this report presents nationally representa-
tive data on the prevalence and sociodemographic corre-
lates of 7 of the 10 personality disorders defined in the
DSM-IV1 that were assessed in the National Institute on
Alcohol Abuse and Alcoholism’s (NIAAA) 2001–2002
National Epidemiologic Survey on Alcohol and Related
Conditions (NESARC).21 Because of the large sample size
of the NESARC (N = 43,093), the associations between
sociodemographic characteristics and specific personality
disorders could be determined and are presented in this
report for avoidant, dependent, obsessive-compulsive,
paranoid, schizoid, histrionic, and antisocial personality
disorders. In addition, associations between each of these
personality disorders and disability are examined in order
to demonstrate the criteria for clinical significance of
mental disorders as defined in the DSM-IV. This report
also compares text information on prevalence and sex
differences of personality disorders appearing in the
DSM-IV with the results of the present study. This com-
parison highlights the differences and similarities between
the prevalences and sex differentials that are currently
based on clinical studies of patients and local community
surveys and the results of this nationally representative
sample.

METHOD

NESARC Sample
The 2001–2002 NESARC is a representative sample of

the United States sponsored by the NIAAA that has been

described in detail elsewhere.21,22 The target population
of the NESARC was the civilian noninstitutionalized
population, 18 years and older, residing in the United
States and the District of Columbia, including Alaska
and Hawaii. The sample included persons living in house-
holds, living off base in the military, and living in the
following group quarters: boarding houses, rooming
houses, nontransient hotels and motels, shelters, facilities
for housing workers, college quarters, and group homes.
Face-to-face personal interviews were conducted with
43,093 respondents. The fieldwork for the NESARC was
conducted by the U.S. Census Bureau. The sampling
frame response rate was 99%, the household response rate
was 89%, and the person response rate was 93%, yielding
an overall survey response rate of 81%.

Blacks, Hispanics, and young adults were oversampled
in the NESARC. Oversampling increased the proportion
of Hispanic and black households to approximately 20%
each of the total sample. For each housing unit, 1 person
was selected randomly from the household, and young
adults (aged 18–24 years) were oversampled at a rate of
2.25:1.00.

The NESARC data were weighted to reflect the prob-
abilities of selection of primary sampling units (PSUs)
within stratum and for the selection of housing units
within the sample PSUs. The data were also weighted to
(1) account for the selection of one sample person from
each household, (2) account for oversampling of young
adults, (3) adjust for nonresponse at the household level
and person level, and (4) reduce the variance arising
from selecting PSUs to represent an entire stratum. The
weighted data were then adjusted to be representative
of the civilian noninstitutionalized population of the
United States for a variety of socioeconomic variables in-
cluding region, age, sex, and race-ethnicity using the
2000 Decennial Census of Population and Housing.

Interviewers and Interviewer Training
Experienced lay interviewers from the U.S. Census

Bureau administered the NESARC interviews. On aver-
age, the more than 1800 NESARC interviewers had
5 years of experience working on census and other health-
related surveys. The interviewers completed 10 days
of training, which was standardized through centralized
training sessions under the direction of NIAAA and
Census Headquarters staff.

Regional supervisors recontacted a random 10%
sample of NESARC respondents for quality control pur-
poses. In addition, 2657 NESARC respondents were ran-
domly selected to participate in a face-to-face reinterview
study after completion of their NESARC interview. Each
of these respondents was readministered 1 to 3 complete
sections of the NESARC survey instrument. These inter-
views not only served as an additional rigorous check on
survey data quality, but also formed the basis of the test-
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retest reliability study of the new modules of the survey
instrument, including personality disorders.23

Diagnostic Assessment
The diagnoses presented in this report were made

using the NIAAA Alcohol Use Disorder and Associated
Disabilities Interview Schedule–DSM-IV Version
(AUDADIS-IV),24 a state-of-the-art structured diagnostic
interview designed for use by lay interviewers.

The diagnosis of personality disorders requires an
evaluation of the individual’s long-term patterns of
functioning.1(p630) Diagnoses of personality disorders in
the AUDADIS-IV were made accordingly. Respondents
were asked a series of personality symptom questions
about how they felt or acted most of the time throughout
their lives regardless of the situation or whom they were
with. They were instructed not to include symptoms lim-
ited to times when they were depressed, manic, anxious,
drinking heavily, using medicines or drugs, experiencing
withdrawal symptoms (defined earlier in the interview),
or physically ill.

To receive a DSM-IV personality disorder diagnosis,
respondents had to endorse the requisite number of
DSM-IV symptom items for the particular personality
disorder, and at least 1 endorsed symptom must have
caused social and/or occupational dysfunction. Multiple
symptom items were used to operationalize the more
complex criteria associated with certain personality disor-
ders. The following numbers of symptom items were used
to assess each personality disorder: avoidant, 7; depen-
dent, 8; obsessive-compulsive, 10; paranoid, 9; schizoid,
10; histrionic, 11; and antisocial, 30. Because of time and
space constraints, not all DSM-IV personality disorders
were assessed in wave 1 of the NESARC. The decision to
exclude borderline, schizotypal, and narcissistic personal-
ity disorders was based on the larger number of symptom
items required to operationalize the disorders relative to
those personality disorders assessed in wave 1 (i.e., bor-
derline, 18 items; schizotypal, 16 items; and narcissistic,
19 items). However, in the follow-up wave 2 of the
NESARC, borderline, schizotypal, and narcissistic per-
sonality disorders will be included.

The reliability of AUDADIS-IV categorical diagnoses
and dimensional scales of each personality disorder was
assessed in a test-retest study conducted as part of the
NESARC survey proper.23 A random subsample of 282
respondents was reinterviewed with the antisocial per-
sonality disorder module, and another subsample of 315
respondents was reinterviewed with the AUDADIS-IV
modules containing the remaining personality disorder
measures. All reinterviews were conducted by inter-
viewers blind to the results of the original interview ap-
proximately 10 weeks after the NESARC interviews.
The reliability of the personality disorder diagnoses
in these community samples ranged from fair to good,

from kappa = 0.40 for histrionic personality disorder to
kappa = 0.67 for antisocial personality disorder. Reliabil-
ity coefficients for each of the associated personality dis-
order scales were much greater (intraclass correlation co-
efficients = 0.50–0.79). Reliabilities of the AUDADIS-IV
personality disorder diagnoses compare favorably with
those found in short-term test-retest studies using semi-
structured personality interviews in treated samples of
patients.25

Disability
The validity of the AUDADIS-IV personality disorders

was assessed by examining the relationship between each
personality disorder and 3 Short-Form 12, version 2,
(SF-12v2)26 emotional disability scores, controlling for
age, all other personality disorders, and DSM-IV Axis I
disorders (i.e., major depression, dysthymia, mania, hypo-
mania, panic disorder with and without agoraphobia, social
phobia, specific phobia, generalized anxiety disorder, and
substance use disorders) assessed in the NESARC. The
SF-12v2 is a short version of the original SF-36 long form
used to measure generic quality of life in large population
surveys. The SF-12v2 yields 2 component summary scores
and 8 profile scores that measure various dimensions of
physical and mental disability. In the present study, disabil-
ity assessment focused on 3 SF-12v2 disability scores: the
mental component summary (MCS) score; the social func-
tioning (SF) score, reflecting limitations in social function-
ing due to physical or emotional problems; and the role
emotional (RE) function score, measuring role impairment
due to emotional problems. Standard norm-based scoring
techniques were used to transform each score to achieve a
mean of 50 and a standard deviation of 10 in the general
U.S. population. Alternate-form reliabilities of these scales
are excellent in general population samples: MCS score,
0.86; SF score, 0.75; RE score, 0.74.26

Statistical Analysis
Cross-tabulations were used to calculate prevalences of

the DSM-IV personality disorders by sociodemographic
correlates. Odds ratios were then used to examine associa-
tions between these sociodemographic correlates and each
personality disorder. Associations between the MCS, SF,
and RE disability scores of the SF-12v2 and personality
disorders were examined in a series of linear regression
analyses to determine if respondents with a specific per-
sonality disorder were more impaired than those who did
not have that specific personality disorder. In each of these
analyses, we controlled for age, all other personality disor-
ders, and DSM-IV Axis I disorders assessed in the
NESARC. Standard errors and 95% confidence intervals
related to all of these analyses were estimated using
SUDAAN,27 a software package that uses Taylor series
linearization to adjust for complex sample survey design
characteristics.
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RESULTS

Prevalence
Overall, 14.79% of adult Americans (95% CI = 14.08

to 15.50), or 30.8 million, had at least 1 personality disor-
der. The prevalences and population estimates for each
personality disorder are presented in Table 1 for major
sociodemographic subgroups of the population. The most
prevalent personality disorder in the general population
was obsessive-compulsive personality disorder (7.88%
[95% CI = 7.43 to 8.33]), followed by paranoid personal-
ity disorder (4.41% [95% CI = 4.12 to 4.70]), antisocial
personality disorder (3.63% [95% CI = 3.34 to 3.92]),
schizoid personality disorder (3.13% [95% CI = 2.89
to 3.37]), avoidant personality disorder (2.36% [95%
CI = 2.14 to 2.58]), histrionic personality disorder (1.84%
[95% CI = 1.66 to 2.02]), and dependent personality dis-
order (0.49% [95% CI = 0.40 to 0.58]).

Sociodemographic Correlates
The associations between each personality disorder

and sociodemographic correlates are shown in Table 2.
Avoidant personality disorder. The odds of avoidant

personality disorder were significantly greater for
women. The risk of avoidant personality disorder was
about 1.6 times greater for Native Americans compared
with whites. Respondents in the 30- to 44-year-old age
group (OR = 1.77) were at greater risk and those in the
45- to 64-year-old (OR = 0.60) and 65 years and older
(OR = 0.22) age groups were at significantly lower risk
of having avoidant personality disorder compared with
those in the 18- to 29-year-old age group. The odds of
having avoidant personality disorder were also greater
among respondents in the 3 lowest-income groups
($0–$19,999 OR = 4.18; $20,000–$34,999 OR = 2.45;
$35,000–$69,999 OR = 1.96). The odds of having
avoidant personality disorder were 2.7 times greater
among respondents with less than a high school edu-
cation, 2.2 times greater among those with only a high
school education, and 1.7 times greater among respon-
dents with some college education compared with respon-
dents with at least a 4-year college degree. Widowed/
divorced/separated and never-married respondents were
about 1.6 times and 1.9 times, respectively, more likely to
have avoidant personality disorder than respondents who
were married or cohabiting. The odds of having avoidant
personality disorder were significantly lower among re-
spondents not residing in a central city (OR = 0.77) and
those not residing in a metropolitan statistical area (MSA)
(OR = 0.69) compared with residents living in the most
urbanized areas. Respondents living in the Northeast re-
gion (OR = 0.70) were at lower risk of having avoidant
personality disorder than respondents living in the West.

Dependent personality disorder. Women were at
greater risk of having dependent personality disorder.

There were no differences found in the risk of dependent
personality disorder among the race-ethnic subgroups of
the population. Respondents in the 3 oldest age groups
were at significantly lower risk of having dependent per-
sonality disorder than 18- to 29-year-old respondents. The
odds of dependent personality disorder were significantly
greater among respondents in the lowest-income group
(OR = 14.58). The risk of dependent personality disorder
was also significantly greater for the least educated
groups (less than high school education, OR = 4.71; high
school education, OR = 2.83; some college, OR = 1.78)
compared with respondents with a bachelor’s degree or
higher. Widowed/divorced/separated (OR = 2.42) and
never-married (OR = 2.28) respondents were at greater
risk of dependent personality disorder compared with
those who were married or cohabiting. There were no area
or regional differences in the risk of dependent personal-
ity disorder.

Obsessive-compulsive personality disorder. There
were no gender, income, marital status, or area differ-
ences in the odds of obsessive-compulsive personality
disorder. The odds of this personality disorder were sig-
nificantly lower for Asians (OR = 0.60) and Hispanics
(OR = 0.71) relative to whites. The risk of obsessive-
compulsive personality disorder was significantly lower
among the oldest age group (OR = 0.62) compared
with the youngest age group. The odds of obsessive-
compulsive personality disorder were also significantly
greater for respondents with some college education
(OR = 1.18), but the effect size was small. Further, the
risk of obsessive-compulsive personality disorder was
significantly lower for respondents with less than a high
school education (OR = 0.77) compared with those who
had a bachelor’s degree or higher.

Paranoid personality disorder. Women were at signifi-
cantly greater risk of paranoid personality disorder.
Blacks (OR = 2.15), Native Americans (OR = 3.12), and
Hispanics (OR = 1.43) were at greater risk of paranoid
personality disorder compared with whites. The risk of
paranoid personality disorder was significantly lower for
the 3 oldest age groups compared with the 18- to 29-year-
old group. The odds of a paranoid personality disorder
were significantly greater among respondents in the 2
lowest-income groups ($0–$19,999 OR = 3.55; $20,000–
$34,999 OR = 2.39) compared with respondents in the
highest-income group. The odds of paranoid personality
disorder were significantly greater among respondents
with less than a high school education (OR = 3.84), with a
high school education (OR = 2.71), or with some college
education (OR = 2.51) compared with those with at least
a 4-year college degree. There was also an increased risk
of paranoid personality disorder among respondents who
were widowed/divorced/separated (OR = 1.94) or never
married (OR = 2.03) compared with respondents who
were married or cohabiting. The odds of paranoid person-
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ality disorder were significantly lower among respondents
not residing in an MSA (OR = 0.82) relative to respon-
dents living in the most urbanized areas of the country. No
regional differences were found in the risk of paranoid per-
sonality disorder.

Schizoid personality disorder. There were no sex, area,
or regional differences in the risk of schizoid personality
disorder found in this study. Blacks (OR = 1.79), Native
Americans (OR = 2.35), and Hispanics (OR = 1.31) were
at significantly greater risk of schizoid personality disor-
der, while Asians (OR = 0.50) had a significantly lower
risk of schizoid personality disorder compared with
whites. The odds of schizoid personality disorder were sig-
nificantly lower for the 3 oldest age groups compared with
the 18- to 29-year-old group. Respondents in the 2 lowest-
income groups ($0–$19,999 OR = 2.26; $20,000–$34,999
OR = 1.86) were at significantly greater risk of schizoid
personality disorder compared with respondents in the
highest-income group. The odds of schizoid personality
disorder were significantly greater among respondents
with less than a high school education (OR = 2.17), with a
high school education (OR = 1.78), and with some college
education (OR = 1.90) compared with respondents in the
most highly educated group. The risk of schizoid per-
sonality disorder was also significantly higher for respon-
dents who were never married (OR = 1.58) or widowed/
separated/divorced (OR = 1.32) compared with respon-
dents who were married or cohabiting.

Histrionic personality disorder. There were no risk dif-
ferentials observed for gender or area or region of
the country. Blacks were at significantly greater risk
(OR = 1.51) of histrionic personality disorder compared
with whites. The odds of histrionic personality disorder
were significantly lower among the 3 oldest age groups
compared with respondents in the youngest age group. The
risk of histrionic personality disorder was significantly
elevated in the 2 lowest-income groups ($0–$19,999
OR = 2.09; $20,000–$34,999 OR = 1.80) compared with
respondents in the highest-income group. Respondents
with less than a high school education (OR = 1.85), with a
high school education (OR = 2.00), or with some college
(OR = 2.03) were at significantly greater risk for histrionic
personality disorder than the most highly educated re-
spondents. The odds of histrionic personality disorder were
also significantly greater among respondents who were
widowed/separated/divorced (OR = 1.67) or never married
(OR = 2.75) compared with respondents who were married
or cohabiting.

Antisocial personality disorder. The risk of antisocial
personality disorder was 3 times greater among men than
women. The odds of antisocial personality disorder were
greater among Native Americans (OR = 2.86) and lower
among Asians (OR = 0.48) compared with whites. The
odds of antisocial personality disorder were also signif-
icantly lower among the 3 oldest age groups compared

with the 18- to 29-year-old group. With regard to annual
income, the odds of antisocial personality disorder were
significantly greater among respondents in the $0-to-
$19,999 (OR = 1.40) and $20,000-to-$34,999 (OR = 1.48)
income groups relative to respondents in the highest in-
come group. The risk of antisocial personality disorder
was also significantly higher among respondents with less
than a high school education (OR = 2.61), with a high
school education (OR = 1.86), and with some college or a
2-year degree (OR = 1.77) compared with the most highly
educated respondents. The odds of antisocial personality
disorder also were greater among the never-married
(OR = 1.90) compared with respondents who were mar-
ried or living together. Respondents living in the Northeast
(OR = 0.61) and South (OR = 0.66) were at lower risk
of having antisocial personality disorder compared with
respondents living in the West.

Disability
Avoidant, dependent, paranoid, schizoid, and antisocial

personality disorders (p < .02 to p < .0001) were each sta-
tistically significant predictors of the MCS, SF, and RE
scores of the SF-12v2 after adjusting for age, other per-
sonality disorders, and Axis I disorders (Table 3). Re-
spondents with each of these personality disorders had
significantly greater disability than respondents who did
not have the personality disorder. In contrast, histrionic
personality disorder was not associated with greater dis-
ability, and respondents with obsessive-compulsive per-
sonality disorder had significantly greater (p < .0001) dis-
ability as measured with the MCS score, but not the SF or
RE scores, compared with respondents without obsessive-
compulsive personality disorder.

DISCUSSION

Personality disorders are pervasive in the U.S. pop-
ulation. Overall, 14.8% of adult Americans, or 30.8 mil-
lion, had at least 1 personality disorder: 4.9 million
had avoidant personality disorder, 1.0 million had depen-
dent personality disorder, 16.4 million had obsessive-
compulsive personality disorder, 9.2 million had paranoid
personality disorder, 6.5 million had schizoid personality
disorder, 3.8 million had histrionic personality disorder,
and 7.6 million had antisocial personality disorder. The
prevalence of DSM-IV personality disorders found in
the NESARC would most likely have been greater if bor-
derline, narcissistic, and schizotypal personality disorders
had also been assessed. Personality disorders appear to be
much more pervasive in the U.S. general population than
in the Australian population (6.62%), a difference that
may be due, in part, to differences in diagnostic criteria
and interviews used to assess the disorders.

The DSM-IV provides information on the distribution
and demographic correlates of personality disorders in the
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text provided with each disorder while acknowledging
that the available data on which to base such information
are very limited. In a number of respects, the findings of
this study did not agree with this DSM-IV text. Since
DSM-IV is an important source of training material in
psychiatry and the allied mental health fields, we com-
ment specifically on the relationship of the findings of
this study to the information found in DSM-IV.

In the total population, obsessive-compulsive person-
ality disorder was by far the most prevalent personality
disorder (7.88%). In the Australian survey, anancastic
personality disorder, which is roughly equivalent to the
DSM-IV construct of obsessive-compulsive personality
disorder, was the most prevalent personality disorder
(3.09%). According to the DSM-IV Text Revision
(DSM-IV-TR), the prevalence of obsessive-compulsive
personality disorder is “about 1% in community samples
and about 3% to 10% in individuals presenting to mental
health clinics,” and “in systematic studies, the disorder
appears to be diagnosed about twice as often among
males.”28(p728) The present study found a much greater
prevalence of obsessive-compulsive personality disorder
(7.88%) in the general population, and no sex differential
was observed. In contrast, the Australian survey found an
increased risk of obsessive-compulsive personality disor-
der among men.

The DSM-IV-TR states that “the prevalence of
avoidant personality disorder in the general population is
between 0.5% and 1.0%” and that the disorder “appears to
be equally frequent in males and females.”28(p719) In the
current study, the prevalence of avoidant personality dis-
order was 2.36%. The risk of avoidant personality disor-
der was much greater among women than among men.
These results are consistent with the Australian survey re-
sults that estimated the prevalence of ICD-10 anxious per-
sonality disorder, roughly equivalent to the DSM-IV con-
struct of avoidant personality disorder, at 2.25%. The
prevalence of avoidant personality disorder found in that
survey was also significantly greater for women com-
pared with men.

According to the DSM-IV-TR, dependent personality
disorder is “among the most frequently reported personal-

ity disorders encountered in mental health clinics.” In
clinical settings, dependent personality disorder “has been
diagnosed more frequently in females, although some
studies report similar prevalence rates among males and
females.”28(p723) In contrast, the current study found that
the prevalence of dependent personality disorder was the
lowest (0.49%) among personality disorders in the gen-
eral population. In contrast to findings from clinical
studies underlying the DSM-IV-TR predictions, the risk
of dependent personality disorder in the current study
was significantly greater among women than men. Preva-
lence of dependent personality disorder in the Australian
survey was slightly higher (1.02%) and also greater
among women than among men.

The DSM-IV-TR states that the prevalence of paranoid
personality disorder is “0.5% to 2.5% in the general popu-
lation” and that “in clinical samples, the disorder appears
to be more commonly diagnosed in males.”28(p692) The
NESARC found the prevalence of paranoid personality
disorder to be much greater, 4.41%, and the prevalence
of this disorder was significantly greater among women.
The Australian study found a much lower prevalence of
paranoid personality disorder (1.34%), but found no sex
differential.

As for schizoid personality disorder, the DSM-IV-TR
reports no prevalence figures, but states that it is “uncom-
mon in clinical settings” and “is diagnosed slightly more
often in males.”28(p696) The prevalence of schizoid person-
ality disorder in the NESARC was 3.13% compared with
1.85% found in the Australian survey. There were no sex
differences found in either of these general population
surveys.

With regard to histrionic personality disorder, the
DSM-IV-TR states that based on “limited data from the
general population,” the prevalence of this disorder is
“about 2% to 3%.”  DSM-IV-TR also states that “in clini-
cal settings, this disorder has been diagnosed more fre-
quently in females; however, the sex ratio is not signifi-
cantly different than the sex ratio of females within
the respective clinical setting” and “some studies using
structured assessments report similar prevalence rates
among males and females.”28(p712) Consistent with the

Table 3. Associations Between Personality Disorders and Disabilitya

Mental Health Component Role Emotional
Summary Score Social Functioning Score Function Score

Personality Disorder β SE p β SE p β SE p

Avoidant –4.35 0.44 < .0001 –4.05 0.52 < .0001 –3.22 0.59 < .0001
Dependent –5.22 1.04 < .0001 –6.12 1.17 < .0001 –8.48 1.26 < .0001
Obsessive-compulsive –1.01 0.21 < .0001 –0.20 0.25 .4289 –0.28 0.23 .2335
Paranoid –2.97 0.35 < .0001 –2.63 0.43 < .0001 –2.52 0.37 < .0001
Schizoid –1.64 0.43 .0003 –2.06 0.48 < .0001 –1.70 0.47 .0006
Histrionic 0.05 0.52 .9287 –0.72 0.56 .2060 –0.21 0.53 .6902
Antisocial –0.86 0.35 .0167 –1.66 0.41 .0002 –1.10 0.36 .0033
aLinear regression analyses controlled for age and all DSM-IV Axis I disorders assessed in the Alcohol Use Disorder and

Associated Disabilities Interview Schedule–DSM-IV Version.
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DSM-IV-TR, the prevalence of histrionic personality dis-
order in the NESARC was 1.84%, and there was no differ-
ence observed in the risk of the disorder between men and
women. The rate for histrionic personality disorder was
much lower (0.52%) in the Australian survey, and no sex
differential was reported.

The DSM-IV-TR states that “the overall prevalence of
antisocial personality disorder in community samples is
about 3.0% in males and about 1% in females.”28(p704)

Consistent with the DSM-IV-TR, the overall prevalence
of antisocial personality disorder was 3.63% in the current
survey and was significantly greater in men than women.
Not one individual in the Australian survey met ICD-10
criteria for dissocial personality disorder, the equivalent of
DSM-IV antisocial personality disorder.

With the exception of antisocial personality disorder,
the prevalence estimates of personality disorders and their
associated sex differentials reported in the DSM-IV-TR
are based on clinical studies of treated patients and local
community surveys. Prevalences and information on sex
differences derived from these studies are not representa-
tive of the general population, which accounts for the in-
consistencies of the reported figures with those from the
nationally representative sample of the NESARC. There
are several hazards of using treated rates to draw infer-
ences about the true prevalence and sociodemographic
correlates of personality disorders, including (1) differen-
tial availability of treatment, (2) the influence of cultural
factors in help-seeking, (3) differences in the severity
or level of impairment of the disorders, (4) the potential
influence of other comorbid psychiatric disorders, and
(5) differences among the personality disorders in the like-
lihood of seeking treatment.29 Nonetheless, knowledge of
the prevalence of personality disorders in such settings
has important clinical implications and is informative as
to treatment response and outcomes.

There are several methodological reasons why some
results of the Australian survey differed from the
NESARC findings. The Australian survey, although large
(N = 10,641), was still limited in its capacity to provide
estimates of rare personality disorders. The authors also
acknowledge that no information was available on the
psychometric properties of their personality assessment
interview and the limitations of using only 1 question to
operationalize the more complex personality disorder
symptom criteria. Although the design, methods, and
samples of the Australian survey and the NESARC were
similar, the diagnostic criteria used to assess personality
disorders were different. With the exception of avoidant
(anxious) personality disorder, rates of DSM-IV personal-
ity disorders were greater in the NESARC than the corre-
sponding rates of ICD-10 personality disorders in the Aus-
tralian survey. The higher diagnostic thresholds may help
explain why the prevalences of ICD-10 personality disor-
ders in the Australian survey were lower than the rates of

DSM-IV personality disorders found in this study and
other studies that have applied both criteria sets to the
same population.30,31 The larger sample size (N = 43,093)
of the NESARC, along with its psychometrically sound
measures of personality disorders, provided for more ac-
curate estimates of the prevalence and associated sociode-
mographic correlates of DSM-IV personality disorders in
the U.S. population than the related figures for ICD-10
personality disorders in the Australian population. In ad-
dition, there may be true variation in the occurrence of
personality disorders between the 2 countries. Epidemio-
logic surveys of personality disorders in additional coun-
tries would provide an indication of whether there is
cross-cultural variation in these disorders.

The NESARC importantly identified, for the first time,
vulnerable subgroups of the population at risk for specific
personality disorders across a broad range of sociodemo-
graphic characteristics. Taken together, the results of this
study suggest that prevention and intervention programs
for personality disorders be targeted at these high risk
subgroups, particularly among Native Americans, blacks,
young adults, individuals with low socioeconomic status,
and individuals who are divorced, separated, widowed, or
never married. Future studies on these sociodemographic
subgroups of the population in which personality disor-
ders are overrepresented would be useful in elucidating
the determinants and consequences of these disorders and
the service needs of those suffering from them.

This study showed that a number of personality disor-
ders, including avoidant, dependent, paranoid, schizoid,
and antisocial personality disorders, were associated with
considerable emotional disability and impairment in so-
cial and role functioning. Although individuals classified
with obsessive-compulsive personality disorder did iden-
tify at least 1 symptom of the disorder that caused social
and/or occupational dysfunction, obsessive-compulsive
personality disorder was not consistently associated with
disability as measured by the SF-12v2 scores. These find-
ings suggest that many individuals who demonstrate the
preoccupation with orderliness, perfectionism, and men-
tal and interpersonal control that are characteristic of the
disorder may be high functioning even in the absence
of flexibility, openness, and efficiency. Furthermore, in-
dividuals with histrionic personality disorder were not
significantly more disabled than those without the disor-
der despite identifying at least 1 symptom of the disorder
that caused social and/or occupational dysfunction. The
pervasive and excessive emotionality and attention-seek-
ing behavior of individuals with histrionic personality
disorder might well be protective against social and
role impairment and emotional disability, at least in the
short term. Alternatively, obsessive-compulsive and his-
trionic personality disorders may be more culture-bound
than other personality disorders, making it particularly
difficult to differentiate culture-specific concepts of self,
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styles of communication, and coping mechanisms from
manifestations of psychopathology. It also may be the case
that disabilities associated with obsessive-compulsive and
histrionic personality disorders are obscured by a complex
of comorbid disorders that are associated with much
greater disability.

This study assessed personality disorders categorically,
as required by the DSM-IV and in conformity with clinical
tradition. We acknowledge that a dimensional approach to
the measurement of personality disorders may have great
merit for understanding the pathophysiology underlying
personality disorders. We are also aware of the debate sur-
rounding the arbitrary nature of thresholds and the consid-
erable overlap between personality disorders associated
with this categorical classification. Nonetheless, despite
limitations in case definition, it has been argued that the
current categories are good enough and should be tested in
epidemiologically representative samples.32,33 Recently,
several researchers32,34,35 have argued that large-scale epi-
demiologic surveys of personality disorders, as currently
defined, can importantly serve to identify individuals at
high risk of personality disorders and identify required
services. Further data on prevalence and risk factors give
rise to etiologic hypotheses that can be generated and
tested and eventually aid in the development of models
for prevention.

The NESARC was the first nationally representative
survey to examine the relationship between race-ethnicity
and selected personality disorders. This is noteworthy
since most clinical studies of personality disorders do not
present data on race-ethnicity. The absence of such data
has recently been described as striking,34 given that culture
is so intertwined with personality, influencing theoretical
world views, interpersonal expectations, styles of commu-
nication, and coping mechanisms and self-concept.36–38

Why certain race-ethnic subgroups of the population were
found to have differential risk of personality disorders
in this study raises questions regarding the influence
of cultural experiences on personality psychopathology.
Whether culturally oriented experiences protect against or
increase vulnerability for the development of personality
disorders or whether the DSM-IV–defined categories are
culturally uninformed are important research questions for
future epidemiologic studies in nontreated populations.

In future studies using the NESARC data, comorbidity
between DSM-IV Axis II personality disorders and be-
tween DSM-IV Axis I and Axis II symptom disorders will
be examined and the disability attributable to each disor-
der will be determined. In the meantime, the NESARC
findings make a significant contribution to the epidemi-
ology of personality disorders for several reasons. First,
the NESARC is the only representative survey of most
DSM-IV personality disorders in the U.S. population.
Second, the NESARC results have determined the scope
of these disorders confronting the nation and identified

important subgroups of the population at greatest risk
for specific personality disorders and, thus, in greatest
need of prevention and intervention efforts. Lastly, the
NESARC findings have established significant associa-
tions between most specific personality disorders and
disability and impairment in social and role functioning.
Future directions should address the burdens on the health
care, social services, and criminal justice agencies that re-
sult from this disability, as well as the development of
models of prevention and intervention.
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