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Resumo

Gongalves, A.P. (2022) Verificacdo da Capacidade do Inventario Dimensional Clinico da
Personalidade-2 para Discriminacdo de Tracos Tipicos dos Transtornos Borderline e
Dependente. Tese de Doutorado, Programa de Pds-Graduagdo Stricto Sensu em Psicologia,
Universidade S&o Francisco.

Este estudo foi focado em dois transtornos, o transtorno da personalidade borderline (TPB) e 0
transtorno da personalidade dependente (TPD). O TPB € um dos mais prevalentes e estudados,
tendo como caracteristica a instabilidade de humor, 0 apego excessivo e comportamentos
impulsivos. O TPD é caracterizado por apego excessivo ao outro e comportamentos submissos.
Discriminar pessoas com elevacdo nos tracos caracteristicos desses transtornos € o primeiro
passo para minimizar os prejuizos causados por eles. Os testes de autorrelato sdo uma opgéo
adequada para a triagem destes transtornos e funcionam como uma primeira sele¢éo de pessoas
para uma avaliagdo clinica mais completa posteriormente. Um instrumento desenvolvido no
contexto brasileiro que pode ser utilizado para avaliacdo dos tracos tipicos destes transtornos e
com parecer favoravel do Sistema de Avaliagdo de Testes Psicoldgicos (SATPSI) é o Inventério
Dimensional Clinico da Personalidade (IDCP-2). O IDCP-2 é um teste de autorrelato composto
por 206 itens agrupados em 47 fatores e 12 dimensdes. O objetivo desta pesquisa foi verificar
a capacidade dos fatores do IDCP-2 em discriminar pessoas com elevados niveis nos tracos
patoldgicos tipicos do TPB e TPD da populagdo geral. Além disso, nés propusemos a cria¢do
de dois escores, um para TPB e outro para TPD, com base nos fatores do IDCP-2 que
apresentem capacidade discriminativa, e verificamos o melhor ponto de corte destes escores.
Para responder aos objetivos foram produzidos dois artigos, sendo eles Investigation on the
capacity of the Dimensional Clinical Personality Inventory to discriminate borderline traits in
a Brazilian community sample e Development of an indicator to screening the dependent
personality disorder using factors of the Dimensional Clinical Personality Inventory 2 in a
Brazilian community sample. O primeiro estudo buscou verificar quais fatores do IDCP-2
poderiam ser usados para discriminar grupos de pessoas com elevados niveis nos tragos tipicos
do TPB e propor um escore utilizando os fatores do IDCP-2 verificando o melhor ponto de
corte. Foram utilizados dois meios para criar 0s grupos para este estudo, o primeiro foi baseado
no perfil prototipico indicado no Modelo Alternativo para Transtornos da Personalidade
(MATP) reportado na sesséo 111 do Manual Diagndstico e Estatistico de Transtornos Mentais
(DSM-5) e 0 segundo utilizando Analise de Perfis Latentes. Os fatores do Personality Inventory
for DSM-5 (PID-5) foi utilizado para determinar os grupos. O segundo artigo teve o foco nos
fatores do IDCP-2 de discriminar pessoas com elevados niveis nos tracos tipicos do TPD. Além
disso, também foi proposto um escore utilizando os fatores e verificado o melhor ponto de corte.
Os grupos foram determinados apenas empiricamente utilizando Analise de Perfis Latentes, ja
que o TPD ndo tem um perfil prototipico listado no MATP do DSM-5. Os resultados
encontrados nos dois estudos indicam que os fatores do IDCP-2 apresentam capacidade para
discriminar pessoas com elevados niveis nos tracos tipicos de TPB e TPD. Os escores
desenvolvidos foram capazes de discriminar os grupos com equilibrio entre sensibilidade e
especificidade. Entende-se que os resultados encontrados neste estudo proporcionam respaldo
empirico para a utilizagdo do IDCP-2 para a triagem do TPB e do TPD. O IDCP-2 é um teste
que contribui para a pratica clinica de profissionais que visam trabalhar com psicodiagnostico
na &rea da avaliacdo dos transtornos da personalidade.

Palavras chave: Avaliacdo da personalidade; transtornos da personalidade; medidas;
evidéncias de validade.



Abstract

Gongcalves, A.P. (2022). Verification of the Capacity of the Dimensional Clinical Personality
Inventory 2 for Discrimination of Typical Traits of Borderline and Dependent Disorders.
Master’s Thesis, Post-Graduate Studies in Psychology, University San Francisco.

This study focused on borderline personality disorder (BPD) and dependent personality
disorder (DPD). BPD is one of the most prevalent and studied PD, characterized by mood
instability, excessive attachment, and impulsive behaviors. DPD is characterized by excessive
attachment to the other and submissive behaviors. Discriminating people with elevation in the
traits of these disorders is the first step to minimizing the damage caused by them. Self-report
scales are a good option for screening these disorders and serve as the first selection for a more
detailed clinical evaluation. A scale developed in the Brazilian context that can be used to assess
the typical traits of these disorders and with a favorable review from the Psychological Test
Assessment System (SATPSI) is the Dimensional Clinical Personality Inventory 2 (IDCP-2).
The IDCP-2 is a self-report scale consisting of 206 items grouped into 47 factors. This research
aimed to verify the ability of IDCP-2 factors to discriminate people with high levels of typical
pathological traits of BPD and DPD. In addition, we developed two scores, one for BPD and
one for DPD, based on the most discriminating IDCP-2 factors. We established a cutoff to be
clinically applied with the developed scores. To respond to the objectives, we produced two
papers, namely, Investigation on the capacity of the Dimensional Clinical Personality Inventory
to discriminate borderline traits in a Brazilian community sample, and Development of an
indicator to screening the dependent personality disorder using factors of the Dimensional
Clinical Personality Inventory 2 in a Brazilian community sample. The first study sought to
verify which IDCP-2 factors discriminate a group of people with high levels of typical BPD
traits and proposed a score using the IDCP-2 factors, proving the best cutoff. Two ways were
used to create the groups for this study, the first was based on the prototypical profile indicated
in the Alternative Model for Personality Disorders (MATP) reported in section Ill of the
Diagnostic and Statistical Manual of Mental Disorders (DSM-5) and the second using Latent
Profile Analysis. We used the Personality Inventory for DSM-5 (PID-5) factors to determine
the groups. The second paper focused on the IDCP-2 factors of discriminating people with high
levels of typical DPD traits. In addition, a score using the factors was also proposed and the
best cutoff was verified. The groups were only empirically determined using Latent Profile
Analysis, as the DPD does not have a prototypical profile listed in the MATP of the DSM-5.
The results observed in both studies indicate that the IDCP-2 factors can discriminate people
with high levels of typical traits of BPD and DPD. The developed scores could distinguish the
groups with a balance between sensitivity and specificity. We understood that the results of this
study provide empirical support for the use of IDCP-2 to screen for BPD and DPD. The IDCP-
2 is a scale that contributes to the clinical practice of professionals who aim to work with
psychodiagnostics in the area of personality disorders assessment.

Keywords: Personality assessment; personality disorders; measures; validity evidence.
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Resumen

Gongalves, A.P. (2022). Verificacion de la Capacidad del Inventario Clinico Dimensional de
Personalidad-2 para la Discriminacion de Rasgos Tipicos de los Trastornos Borderline y
Dependiente. Tesis Doctoral, Programa de Estudios de Posgrado en Psicologia, Universidad
San Francisco.

Este estudio se centrd en dos trastornos, el trastorno borderline de la personalidad (TLP) y el
trastorno de la personalidad dependiente (PDD). EI TLP es uno de los mas prevalentes y
estudiados, caracterizado por inestabilidad del estado de animo, apego excesivo y conductas
impulsivas. EI TPD se caracteriza por un apego excesivo al otro y conductas de sumision.
Discriminar a las personas con elevacion en los rasgos caracteristicos de estos trastornos es el
primer paso para minimizar el dafio que provocan. Las pruebas de autoinforme destacan como
una opcién adecuada para el cribado de estos trastornos y funcionan como una primera
seleccion de personas para una posterior evaluacion clinica més detallada. Un instrumento
desarrollado en el contexto brasilefio que puede ser utilizado para evaluar los rasgos tipicos de
estos trastornos y con opinion favorable del Sistema de Evaluacion de Pruebas Psicoldgicas
(SATPSI) es el Inventario Clinico Dimensional de Personalidad 2 (IDCP-2). EI IDCP-2 es una
prueba de autoinforme que consta de 206 items agrupados en 47 factores. El objetivo de esta
investigacion fue verificar la capacidad de los factores IDCP-2 para discriminar personas con
altos niveles de rasgos patoldgicos tipicos de TLP y DPD. Ademas, proponemos crear dos
puntajes, uno para TPB y otro para TPD, basados en los factores IDCP-2 mas discriminatorios.
Establecimos puntos de corte para ser aplicados clinicamente con los puntajes desarrollados.
Para responder a los objetivos, producimos dos articulos, a saber, Investigacion sobre la
capacidad del Inventario Clinico Dimensional de Personalidad para discriminar rasgos limite
en una muestra de la comunidad brasilefia y Desarrollo de un indicador para la deteccién del
trastorno de personalidad dependiente utilizando factores del Inventario Clinico Dimensional
de Personalidad Inventario 2 en una muestra comunitaria brasilefia. El primer estudio buscé
verificar qué factores del IDCP-2 tienen la capacidad de discriminar al grupo de personas con
altos niveles de rasgos tipicos del TLP y proponer un puntaje utilizando los factores del IDCP-
2, verificando el mejor punto de corte. Los medios que se utilizaron para crear los grupos para
este estudio, el primero se baso en el perfil prototipico indicado en el Modelo Alternativo para
los Trastornos de la Personalidad (MATP) reportado en la seccién 111 del Manual Diagndstico
y Estadistico de los Trastornos Mentales (DSM-5) y el segundo utilizando el analisis de perfil
latente. Se utilizaron factores del Inventario de Personalidad para DSM-5 (PID-5) para
determinar los grupos. El segundo articulo se centrd en los factores IDCP-2 de discriminacion
de personas con altos niveles de rasgos TPD tipicos. Ademas, se propuso un puntaje utilizando
los factores y se verifico el mejor punto de corte. Los grupos solo se determinaron
empiricamente utilizando el andlisis de perfil latente, ya que TPD no tiene un perfil prototipico
enumerado en el MATP del DSM-5. Los resultados encontrados en ambos estudios indican que
los factores IDCP-2 tienen la capacidad de discriminar personas con altos niveles de rasgos
tipicos de TLP y DPD. Los puntajes desarrollados lograron discriminar los grupos con un
equilibrio entre sensibilidad y especificidad. Se entiende que los resultados encontrados en este
estudio brindan apoyo empirico para el uso de IDCP-2 para la deteccion de BPD y DPD. El
IDCP-2 es una prueba que contribuye a la practica clinica de los profesionales que tienen como
objetivo trabajar con el psicodiagndstico en el area de evaluacion de los trastornos de la
personalidad.

Palabras llave: Evaluacion de la personalidad; Desorden de personalidad; medidas; evidencia
de validez.
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Introducao

O processo correto de identificagdo de qualquer patologia é fundamental para a escolha
do tratamento mais adequado, para avaliacdo do progndstico do paciente e para o sucesso final
do tratamento. O profissional deve buscar informac6es por meio de um conjunto de técnicas e
métodos avaliativos com intuito de identificar a presenca ou ndo de uma patologia e, em caso
de presenca, quais as caracteristicas desta patologia. Este processo de identificacdo € chamado
de diagnéstico (Kassirer, 1989; Langlois, 2002). Para a realiza¢do do diagndstico, tipicamente
os profissionais utilizam ferramentas avaliativas, verificadas estatisticamente por meio de
estudos empiricos quanto a sua capacidade discriminativa, ou seja, 0 quanto estas ferramentas
séo capazes de discriminar pessoas com determinada patologia de quem n&o tem.

Estudos visando verificar a capacidade discriminativa dos instrumentos avaliativos séo
realizados em diferentes areas da salde, por exemplo, no diagnostico de patologias, como
malaria, Alzheimer e cancer (Fransisca et al., 2015; Nikiforov et al., 2014; Nitrini et al., 2004).
Na Psicologia, estes estudos sdo realizados principalmente na area de saide mental, sendo que,
geralmente, séo realizados estudos que buscam verificar a capacidade discriminativa de
ferramentas que avaliam transtornos psiquiatricos, incluindo os transtornos da personalidade
(TP; Guthrie & Mobley, 1994; Van Alphen et al., 2006). Neste estudo o foco serd dado ao
transtorno da personalidade borderline (TPB) e transtorno de personalidade dependente (TPD)
devido a prevaléncia e relevancia académica empregada ao TPB e aos prejuizos causados na
vida do sujeito pelo TPD.

No Brasil sdo escassas as ferramentas disponiveis para uso clinico com foco na
avaliacdo dos tracos caracteristicos dos TP de modo geral, incluindo os tragos caracteristicos
de TPB e TPD. Um dos poucos instrumentos para esta finalidade aprovado pelo sistema de
avaliacdo de testes psicologicos (SATEPSI) do Conselho Federal de Psicologia para uso

profissional no pais € o Inventario Dimensional Clinico da Personalidade, atualmente em sua



segunda versdo (IDCP-2; Carvalho & Primi, no prelo; Carvalho, 2019). Este instrumento visa
avaliar tracos patologicos da personalidade, que, em seu funcionamento mais extremo,
configura-se como os TP. S&o avaliados os dez TP apresentados na sessdo Il do Manual
diagndstico e estatistico de transtornos mentais (DSM-5) em uma perspectiva dimensional, ou
seja, mede o nivel em que cada pessoa esta em um continuo do trago avaliado. Evidéncias
prévias indicam que o IDCP-2 demonstra capacidade para a discriminacdo do TPB (Carvalho
& Pianowski, 2019) e TPD (Carvalho, Pianowski, & Gongalves, 2018).

O estudo de Carvalho e Pianowski (2019) avaliou a capacidade dos fatores do IDCP-2
na identificacdo de pessoas com TPB. Dentre os fatores selecionados, Dependéncia,
Instabilidade de Humor e Inconsequéncia apresentaram capacidade de discriminar pessoas com
TPB da populacédo geral. Com objetivo similar, porém focado no TPD, Carvalho et al. (2018)
encontraram os fatores Evitacdo do Abandono e Desesperanca Autodirigida com capacidade
discriminativa de TPD para populacdo geral. Embora estes estudos sugiram a adequacéo de
determinados fatores do IDCP-2 para discriminacéo do TPB e TPD, limitacbes metodoldgicas
nos estudos realizados restringem a possibilidade de generalizagdo das inferéncias realizadas
pelos autores. As limitacGes referem-se a: (a) os estudos realizados ndo utilizaram outros
instrumentos que avaliam 0 mesmo construto para que os resultados pudessem ser comparados
e (b) os pacientes diagnosticados com TP responderam uma versao prévia do IDCP-2 que ndo
possui todos os itens do inventario (Carvalho & Primi, 2015), o que levou os pesquisadores a
utilizar o procedimento de equalizacdo para estimacédo dos escores.

Visto isso, 0 objetivo desta pesquisa € verificar a capacidade dos fatores do IDCP-2 em
discriminar pessoas com elevados niveis nos tracos patoldgicos tipicos do TPB e TPD da
populacdo geral. Além disso, n6s propusemos a criacdo dois escores, um para TPB e outro para
TPD, com base nos fatores do IDCP-2 que apresentem capacidade discriminativa e verificamos

0 melhor ponto de corte destes escores.



Transtornos da Personalidade

Os Transtornos da Personalidade (TP), assim como outras psicopatologias (e.g.
depressédo, ansiedade, esquizofrenia), fazem parte de uma dimensdo mais ampla, classificada
como transtornos mentais. Os transtornos mentais sdo doengas cronicas ndo transmissiveis,
resultado de uma gama de fatores (e.g. ambientais, genéticos) que acometem cerca de 450
milhdes de pessoas no mundo. Impactam diretamente no desenvolvimento natural do ser
humano e afetam diversos aspectos da vida (e.g. relacionamentos interpessoais, desempenho
no ambiente de trabalho), sendo um dos problemas mais desafiadores para os profissionais da
area da salde (Kessler & Ustiin, 2008; VVolcan, Sousa, Mari, & Horta, 2003).

Estima-se que cerca de 10% da populacao geral preencham critérios diagndsticos para
algum TP. Este nimero € ainda maior na populacdo que preenche critérios diagnosticos para
outros transtornos mentais (e.g. depressao, ansiedade), ou seja, na populacao clinica, podendo
chegar a 20% (Hayward & Moran, 2008; Links & Eynan 2013; Zimmerman, Rothschild, &
Chelminski 2005). No Brasil, estudos de prevaléncia dos TP sdo escassos e apenas um €
encontrado na literatura. Realizado por Santana et al. (2018), o estudo investigou a prevaléncia
de TP na cidade de S&o Paulo em uma amostra de 5.037 pessoas da populacao geral e encontrou
que cerca de 7% da amostra preencheu critérios diagndsticos para pelo menos um TP.
Considerando a sessdo Il do DSM-5, existem dez TP com caracteristicas diferentes e,
consequentemente, dez possiveis diagnosticos, a saber, Paranoide, Esquizoide, Esquizotipico,
Antissocial, Borderline, Histribnico, Narcisista, Evitativo, Dependente e Obsessivo
Compulsivo (APA, 2013).

Os TP, de modo geral, sdo caracterizados por alteracdes crénicas da percepcao de si e
das relagbes com os outros, comportamentos notadamente desviantes dos padrdes sociais e

culturais que sdo difusos e pouco flexiveis, acarretando prejuizos e sofrimento (APA, 2013).



Cada um dos dez transtornos apresenta, além das caracteristicas mencionadas anteriormente,
especificidades que os caracterizam e os diferenciam (APA, 2013; Kotov et al., 2017).

Pessoas com diagndstico de TP podem colocar em risco a si mesmo e 0 outros com
maior frequéncia e sdo consideradas grupo de risco para uso e abuso de substancias quimicas e
para comportamento suicida (Ozkan & Altindag, 2005; Skodol et al., 2002). Ter um
funcionamento mais patoldgico da personalidade acarreta também maiores dificuldades no
ambiente de trabalho, podendo apresentar problemas de relacionamentos com colegas e
superiores com maior frequéncia, menor satisfacdo no trabalho (Kim et al., 2017; Wille et al.,
2013), menor engajamento no trabalho (Caruana et al., 2017; Dalanhol et al., 2017) e niveis
mais altos de Burnout (Bianchi et al., 2018; Schwarzkopf et al., 2016). Além disso, essas
pessoas experimentam sentimentos mais intensos de desesperanga (Bayrami et al., 2012;
Chioqueta & Stiles, 2005; Jonason et al., 2018), tém menor percepcédo sobre a qualidade de vida
(Boye et al., 2008; Crempien et al., 2017) e sdo mais propicias a apresentar sintomas
depressivos (Sevilla-Llewellyn-Jones et al., 2018; Tsanas et al., 2016).

No que se refere especificamente aos transtornos TPB e TDP, 0os maiores prejuizos para
0 primeiro € autolesdo, comportamentos suicidas e comportamentos compulsivos (Gunderson
et al., 2018; Selby & Joiner 2009). J& os maiores prejuizos relacionados a ter um diagnostico
de TPD seriam a presenca de fatores depressivos e a falta de autonomia na tomada de decisao
e apego excessivo que pode levar a pessoa a prejudicar-se para ndo perder o outro (Overholser,

1991; 1996). A seguir os TPB e TPD serdo apresentados detalhadamente.

Transtorno da Personalidade Borderline

Estudos indicam que a prevaléncia de TPB na populacdo geral varia entre 1,8 e 2,5%
(Swartz et al., 1990; Tomko et al., 2014). Esta prevaléncia tem um aumento consideravel em
populagdes clinicas, variando entre 8,5 e 9,5% (Newton-Howes et al., 2010; Zimmerman et al.,

2005). Embora o0 aumento na prevaléncia dos TP na populacéo clinica em relacdo & populacéo



geral seja evidente, a diferenca na prevaléncia entre estas duas populacfes tendem a ser mais
substancial para o TPB em comparacdo aos outros TP (Gunderson et al., 2018).

O TPB geralmente se manifesta no inicio da vida adulta, sendo caracterizado por um
severo e cronico padrdo de funcionamento difuso de instabilidade nas relagdes interpessoais,
autoagressdo e autoimagem, além de comportamentos impulsivos e arriscados para si e para 0s
outros (APA, 2013; Gunderson et al., 2018; Leichsenring et al., 2011; Millon, 2011; Nia et al.,
2018; Paris, 2018). Pessoas com TPB séo geralmente sensiveis as mudancas, apresentam alta
excitacdo emocional, o que as deixa mais vulneraveis as frustracdes e consequentemente a
comportamentos arriscados (Leichsenring et al.,2011). Além disso, o TPB também € associado
a altas taxas de suicidio, abuso de alcool e drogas, compulsdo alimentar, compulséo por
comprar, autolesdes (Gunderson et al., 2018; Selby & Joiner 2009; Selby & Joiner 2013; Tomko
et al., 2014) e altos indices de comorbidades com outros transtornos mentais (Oldham, 2006;
Skodol et al., 2002).

O diagnostico de TPB é baseado no modelo categdrico, que € reportado na se¢do Il do
DSM-5 (APA, 2013). Para ser diagnosticado com TPB, uma pessoa deve apresentar pelo menos
cinco dentre os nove critérios diagndsticos apresentados, a saber: (1) esforcos desesperados
para evitar abandono real ou imaginado; (2) padrdo de relacionamentos interpessoais instaveis
e intensos caracterizado pela alternancia entre extremos de idealizacdo e desvalorizacéo; (3)
perturbacdo da identidade; (4) instabilidade acentuada e persistente da autoimagem ou da
percepcdo de si mesmo; (5) impulsividade em pelo menos duas areas potencialmente
autodestrutivas, recorréncia de comportamento, gestos ou ameacgas suicidas ou de
comportamento automutilante; (6) instabilidade afetiva devida a uma acentuada reatividade de
humor; (7) sentimentos croénicos de vazio; (8) raiva intensa e inapropriada ou dificuldade em
controlé-la; e (9) ideagdo paranoide transitoria associada a estresse ou sintomas dissociativos

intensos.



O DSM-5 traz ainda outra proposta para o diagndstico do TPB, embora ndo oficialmente
aceito, que € o modelo alternativo para TP (MATP), presente na secdo 111 do manual (APA,
2013). No MATP, cada TP € caracterizado por prejuizos no funcionamento da personalidade
(critério A) e por tracos de personalidade patoldgicos (critério B). No caso do TPB, assim como
para 0s outros TP, 0 sujeito precisa apresentar prejuizo moderado ou severo em pelo menos
duas das seguintes areas (critério A): identidade, autodirecionamento, empatia e intimidade.
Além disso, precisa apresentar elevacao em quatro ou mais dos seguintes tragos patolégicos da
personalidade (critério B): labilidade emocional, ansiedade, inseguranca de separacdo,
tendéncia a depresséo, impulsividade, exposicao a riscos, hostilidade. Atualmente, esse modelo
ndo esta aprovado pela American Psychiatric Association (APA, 2013).

Por fim, baseado na perspectiva dimensional, foi proposto um modelo taxondmico
hierarquico para psicopatologias (HiTOP) que abrange também o TPB. O modelo HiTOP
caracteriza o TPB como uma combinacdo de tracos referentes ao espectro Internalizante
especifico para o subfator Distress (ansiedade, labilidade emocional, hostilidade, perseveranca,
inseguranga de separacdo, submissividade, fragilidade, invulnerabilidade) e caracteristicas
referentes ao espectro Externalizante Antagonico, o traco Grosseria (Kotov et al., 2017).

Considerando a literatura exposta sobre o TPB é possivel compreender que pessoas com
este transtorno apresentam humor mais instavel, encontram dificuldade de lidar com as
frustracOes, lidam com o abandono de forma mais tempestiva podendo tomar atitudes que
colocam a propria pessoa, ou quem estd ao seu redor, em risco. SAo pessoas mais impulsivas e
inconsequente. Além disso, apresentam excessivo apego ao outro e S0 mais propensas a

desenvolver quadros depressivos e ansiosos.

Transtorno da Personalidade Dependente
Segundo estudos de prevaléncia, o TPD pode atingir cerca de 1,5 % da populagéo geral

(APA, 2013; Torgersen, Kringlen, & Cramer, 2001). Estas taxas de prevaléncia séo



consideravelmente maiores em pessoas do grupo clinico, podendo chegar a 16% (Newton-
Howes, 2010). Assim como o TPB, o TPD também é manifestado no inicio da idade adulta e
se caracteriza como um padrdo de comportamento submisso, recorrente sentimento de
inferioridade, além de busca para evitar a sensacao de ser abandonado pelo outro (APA, 2013).
Pessoas com TPD sé&o propensas a sofrer influéncias externas na tomada de deciséo, sentem-se
inseguras e tém forte sentimento de incapacidade, o que acarreta dificuldades na autonomia
para planejamento e realizagdo nos mais diversificados aspectos da vida (Gore & Pincus, 2013;
Gore, Presnall, Miller, Lynam, & Widiger, 2012).

O TPD é diagnosticado atualmente com base nos critérios apresentados na se¢éo Il do
DSM-5 (APA, 2013). Para considerar que uma pessoa tem um quadro clinico de TPD, é preciso
considerar os critérios listados, em que a pessoa precisa apresentar pelo menos cinco dentre
oito. Os critérios sdo (1) possui dificuldades em tomar decisdes cotidianas sem uma quantidade
excessiva de conselhos e respaldo do outro; (2) precisa que outros assumam responsabilidade
pela maior parte das principais areas de sua vida; (3) apresenta dificuldades em manifestar
desacordo com outros devido a medo de perder apoio ou aprovacao; (4) possui dificuldade em
iniciar projetos ou fazer coisas por conta propria; (5) chega a atitudes extremas para obter
carinho e apoio de outros, a ponto de voluntariar-se para fazer coisas desagradaveis; (6) sente-
se desconfortavel ou desamparado quando sozinho devido a temores exagerados de ser incapaz
de cuidar de si mesmo; (7) busca com urgéncia outro relacionamento como fonte de cuidado e
amparo logo apds o término de um relacionamento intimo; (8) experimenta preocupacdes
irreais com medos de ser abandonado a propria sorte.

O Modelo Alternativo para Transtornos da Personalidade (MATP), apresentado na
sessdo 111 do DSM-5, ndo inclui o diagnéstico de TPD. O grupo de trabalho que elaborou o
MATP ndo incluiu o TPD, pois considera que este transtorno tem baixa relevancia clinica além

de frageis evidéncias de que exista como TP e ndo como uma caracteristica de outros TP



(Skodol et al., 2011). Bornstein (2011) questiona a metodologia utilizada pelo grupo de trabalho
que elaborou 0 MATP para a ndo incluséo do TPD neste modelo. Segundo o autor, houve
procedimentos inadequados no levantamento da literatura, evidéncias empiricas discordantes e
atencdo diferenciada na abordagem dos TP, ou seja, alguns TP tiveram foco e esfor¢o maior do
grupo de trabalho para ser inserido no MATP. O autor destaca, por fim, que lacunas em estudos
empiricos com os TP de modo geral ndo permitem uma escolha confidvel de quais devem ou
ndo permanecer neste modelo alternativo e indica que estas lacunas devem ser preenchidas e, a
posteriori, a tomada de decisdo sobre quais TP sdo realmente elegiveis para 0 modelo e quais
néo apresentam relevancia suficiente para serem considerados.

Na perspectiva dimensional do modelo taxondmico hierarquico para psicopatologias
(HITOP), o TPD esté situado no espectro Baixo Desapego (Hopwood et al., 2018). Segundo a
classificacdo proposta por este modelo, os tragos caracteristicos do TPD sdo anedonia,
depressividade e passividade interpessoal (Kotov et al., 2017). Além disso, Kotov et al. (2020)
indicam que o TPD apresenta caracteristicas relacionadas a outro espectro, o internalizante,
apresentando tragcos como ansiedade, instabilidade emocional, submissividade, inseguranca de
separacao e problemas de identidade.

Considerando a literatura exposta, pode-se compreender que o funcionamento de
pessoas com altos niveis nos tragos caracteristicos de TPD possuem dificuldades para serem
autbnomos, apresentam excessivo apego aos outros, o que os coloca em posicdo de
submissividade e as faz tomar atitudes extremas para nao serem abandonadas. Além disso, elas
tém dificuldades em tomar iniciativas para realizacdo de atividades sem a aprovacdo de
terceiros. A partir do exposto, entende-se que o diagnostico diferencial para estes transtornos

se faz necessario.



Tragos patoldgicos listados no MATP e relagcdo com TPB e TPD

Estudos empiricos buscaram verificar a relacdo entre os 25 tracos patolégicos listados
na sessdo Il do DSM-5 com diagndsticos baseados na sessdo Il deste manual. Por exemplo,
investigaram a magnitude da correlacdo entre o traco impulsividade e o diagnéstico de TPB
(Anderson et al., 2014; Hopwood et al., 2012; Morey et al., 2016; Samuel et al., 2012). Estes
estudos contribuem para o melhor entendimento do funcionamento de pessoas com estas
condigdes, elencando quais os tracos mais relevantes para identificacdo de cada um dos
transtornos.

Hopwood et al. (2012) realizaram um estudo que buscou evidéncias de validade para o
modelo alternativo do DSM-5 correlacionando os tracos caracteristicos de cada TP com o
diagndstico TP. Os resultados indicaram que o0s tragos patoldgicos impulsividade, instabilidade
emocional, inseguranca de separacdo, hostilidade, depressividade e ansiedade sdo 0s tracos
mais relacionados ao TPB. Sobre o TPD os resultados indicaram que submissividade,
inseguranca de separacdo, depressividade, ansiedade, perseveracao e instabilidade emocional
foram os mais correlacionados e sdo mais caracteristicos de pessoas com este diagndstico.

Estudo similar foi realizado por Samuel et al. (2012). O método utilizado pelos autores
foi a andlise de juizes experts com publica¢des relevantes relacionados na area de TP. Ao todo,
participaram do estudo 248 juizes, dos quais 79% eram doutores e predominante norte-
americanos. Foi solicitado a estes juizes que atribuissem notas do quanto os tracos patolégicos
listados no modelo alternativo do DSM-5 seriam representativos de cada TP listado na sesséo
Il do DSM-5. Os tracos relacionados ao TPB que apresentaram as maiores médias de
pontuacdes nas andlises dos juizes foram instabilidade emocional, ansiedade, inseguranca de
separacdo, baixa autoestima, depressividade, hostilidade, agressao e impulsividade. Parao TPD

0s tragos com maiores médias de pontuagdes, ou seja, 0s mais relacionados a este transtorno
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segundo o0s juizes, foram ansiedade, submissividade, inseguranca de separacdo e
depressividade.

Anderson et al. (2014) também objetivaram buscar evidéncias de validade para o
modelo alternativo do DSM-5 na abordagem dos TP. Os autores buscaram relacionar os tragos
patologicos listados no MATP com cada TP do modelo categdrico. Para a composi¢do dos
grupos dos diferentes TP, foi utilizado um instrumento considerado padrdo ouro para
diagnostico destes transtornos, a Entrevista Clinica Estruturada para a quarta edi¢cdo do Manual
Diagndstico e Estatisticos dos Transtornos Mentais, 0 DSM-IV (SCID-I11). Foram realizadas
correlagOes entre os tracos patolégicos e os TP, bem como analise de regressdo com 0s tracos
como varidvel independente e o diagnostico como variavel dependente. Os resultados das
correlagbes mostraram 0s tracos patolégicos enganosidade, irresponsabilidade, impulsividade,
instabilidade emocional, perseveracdo, ansiedade, inseguranca de separacdo e depressividade
como caracteristicos de TPB. No que diz respeito ao TPD, os tracos mais relacionados no estudo
foram a perseveracao, instabilidade emocional, ansiedade e ansiedade de separacdo. Os tracos
que apresentaram correlagdes com os transtornos foram alocados em modelos de regressoes.
Os tragos que apresentaram contribuicdo Unica significativa na predi¢do do diagnéstico de TPB
foram impulsividade, ansiedade, inseguranca de separagdo e depressividade. No que se refere
ao TPD, os tragos que apresentaram contribuicdo Unica e significativa para a predicdo do
transtorno foram inseguranca de separacao e ansiedade.

Outro estudo que objetivou verificar a relacdo dos TP com os tracos patolégicos foi
realizado por Morey et al. (2016). Os autores utilizaram uma amostra de 337 profissionais que
trabalhavam com saude mental (e.g. psic6logos, psiquiatras). Foi solicitado que os participantes
preenchessem formularios online com as caracteristicas de um paciente escolhido pelo
participante. Ndo era necessario que o paciente escolhido fosse diagnosticado com TP, a Unica

exigéncia era que o profissional tivesse ao menos cinco horas de atendimento com o paciente.
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Os questionarios preenchidos apresentavam questfes para diagnostico de TP com base na
perspectiva categorica apresentada na se¢do Il do DSM-5 e com base no modelo alternativo
relatado na secéo Il do DSM-5. Por meio das respostas dos profissionais sobre 0s pacientes,
era verificado se os pacientes receberiam ou ndo diagndstico de TP. Os resultados encontrados
indicaram que os tracos patolégicos mais comuns ao TPB e TPD sdo insegurancga de separacao,
depressividade e ansiedade. J& quanto as particularidades de cada transtorno, os autores
encontraram como caracteristicas especifica do TPB a impulsividade, tomada de risco,
instabilidade emocional e hostilidade. Sobre TPD, o trago com maior potencial discriminativo
foi submissividade.

De acordo com as evidéncias empiricas prévias (Anderson et al., 2014; Hopwood et al.,
2012; Morey et al., 2016; Samuel et al., 2012) e as conceituacOes apresentadas no DSM-5 sobre
TPB e TPD (APA, 2013) e na literatura complementar (Kotov et al., 2017; Millon, 2011), é
possivel elencar os principais tragcos patolégicos relacionados ao TPB e TPD. Pode-se concluir
que a instabilidade de humor, impulsividade e tomada de risco séo tragos que caracterizam

principalmente o TPB. Por outro lado, o traco submissividade esta mais associado ao TPD.

Avaliacdo e Diagnostico do Transtornos de Personalidade Borderline e Transtorno de
Personalidade Dependente

O modelo vigente no qual os profissionais se pautam para o diagnostico de TP é o
modelo categorico, reportado na sessdao Il do DSM-5. Neste modelo sdo elencados critérios
diagndsticos e a pessoa precisa atingir um nimero minimo para que seja possivel a realizacéo
do diagndstico. Além disso, esta perspectiva trabalha com presenca ou auséncia destes critérios
e ndo com a intensidade, ou seja, presenca e auséncia de TP e ndo o quanto o funcionamento
da personalidade é patologico (APA, 2013). Por exemplo, para que uma pessoa tenha o
diagnostico de TPB no modelo categorico, ela precisa apresentar pelo menos cinco de nove

critérios considerados como caracteristico do funcionamento borderline.



12

Criticas a esse modelo vém sendo realizadas nas ultimas décadas (Hopwood et al., 2018;
Haslam et al., 2012; Kotov et al., 2017; Teesson et al., 2009). A falta de métodos claros para a
defini¢do dos critérios diagnosticos de cada transtorno, as altas taxas de comorbidades devido
as divisOes arbitrarias e que dificultam o tratamento e a heterogeneidade sintomatica dos
transtornos sdo algumas das principais criticas. Além disso, muitos pacientes que apresentam
indicadores patolégicos com sofrimento e prejuizo ndo preenchem critérios para nenhum dos
TP, 0 que pode resultar no cerceamento de cuidados para esse grupo. Novamente tomando como
exemplo o TPB, se uma pessoa apresenta sofrimento e prejuizos compativeis com TPB, mas
ela preenche apenas quatro critérios e ndo cinco como determinado, esta pessoa néo vai receber
o diagnostico e consequentemente ndo receberd o tratamento adequado, mesmo com um
funcionamento caracteristico do TPB.

Frente a essas criticas referentes ao modelo categérico, o0 modelo dimensional para TPs
tem sido cada vez mais aceito e estudado. O modelo dimensional compreende os tracos
patoldgicos da personalidade em um continum entre o saudavel e o patolégico. Isso quer dizer
que todas as pessoas apresentam todos os tracos de personalidade, mas em diferentes niveis
(Hopwood et al., 2018; Widiger, & Simonsen, 2005; Widiger & Trull, 2007). Por exemplo,
todas as pessoas apresentam a busca por atencdo, 0 que muda € a intensidade com que este
sintoma esta presente em cada um, podendo variar de saudavel (prefere ser mais discreto) a
patoldgico (insuportavel ndo ter atencdo das pessoas; Figura 1). Evidéncias sugerem que 0
modelo dimensional é mais Util e adequado para a avaliacdo dos TP (Carvalho et al., 2019; Trull

etal., 1990).
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Figural

Exemplo da dimensionalidade de um trago
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Considerando a perspectiva dimensional, usualmente os tracos patoldgicos tipicos do
TPB e TPD séo avaliados por meio de ferramentas de autorrelato. Embora a realidade brasileira
seja similar ao cenario mundial em relacdo a tendéncia de uso de ferramentas de autorrelato
para avaliacdo de tragos patoldgicos, evidéncias sugerem uma lacuna quanto as ferramentas
para avaliacdo de tragos patoldgicos destinadas ao contexto de saude mental (Carvalho,
Bartholomeu, & Silva, 2010). Nas ultimas décadas, estudos foram realizados com o intuito de
preencher essa lacuna, buscando melhor instrumentalizar os profissionais em salide mental, o
que teve como consequéncia o desenvolvimento do IDCP-2 (Carvalho & Primi, no prelo),
baseado nas diretrizes internacionais de avaliagdo psicologica e exigéncias psicométricas
(AERA, APA, & NCME, 2014; Meyer & Handler, 2000; Urbina, 2007), e também levando em
consideracdo a realidade brasileira.

O IDCP-2 é uma ferramenta de autorrelato para avaliacdo dos tracos patoldgicos da

personalidade que compdem os TP. E composto por 206 itens que se agrupam em 47 fatores
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que, por sua vez, compdem 12 dimensdes distintas (Carvalho & Primi, no prelo; Carvalho,
2019). Este teste foi desenvolvido e revisado com base nos critérios diagnosticos para TP do
DSM-IV (APA, 2003), nos tracos patoldgicos do critério B do modelo alternativo do DSM-5
(APA, 2013), além de outros modelos (i.e., dimensdes do SWAP; Westen & Shedler, 1999) e
dimensdes do modelo de Clark (1990). Além disso, o IDCP-2 esta alinhado com propostas
atuais relativas a taxonomia dos transtornos mentais (e.g. HiTOP; Pianowski et al., 2019).
Estudos anteriores buscaram evidéncias de validade para cada uma de suas dimensdes e
respectivos fatores (Carvalho, 2018; Carvalho & Arruda, 2016; Carvalho & Martins, 2017;
Carvalho & Pianowski, 2015; Carvalho et al., 2015; Carvalho et al., 2016; Carvalho & Sette,
2015; Carvalho & Sette, 2017; Carvalho et al., 2016; Carvalho et al., 2014a; 2014b), bem como
procuraram estabelecer pontos-de-corte especificos para cada uma de suas dimensdes
(Carvalho & Costa, 2018; Carvalho et al., 2017; Carvalho et al., 2018).

Estudos foram realizados verificando a capacidade discriminativa dos fatores do IDCP-
2 para TPB (Carvalho & Pianowski, 2019) e TPD (Carvalho et al., 2019). Carvalho e Pianowski
(2019) compararam a média de trés grupos nos fatores do IDCP-2 relacionados na literatura
como caracteristico do TPB. Um grupo era composto por pessoas com diagnéstico TPB (N =
30), o outro grupo formado por pessoas com diagnostico de outros TP (N = 75) e o Gltimo grupo
formado pela populacdo geral (N = 200). Os grupos clinicos do estudo foram diagnosticados
por um psiquiatra utilizando a Structured Clinical Interview for DSM-1V (SCID-11). O grupo da
populacdo geral ndo apresentava diagndstico de nenhum transtorno mental bem como relatou
ndo ter tido histérico de tratamento psicolégico e psiquiatrico. Além disso, os autores
verificaram os principais fatores por meio de anélise de regressdo, com 0s tracos patoldgicos
como variaveis independentes e o grupo como variavel dependente. Os resultados indicaram
que, para avaliagdo de TPB, os principais fatores sdo desesperanca, vulnerabilidade,

preocupacéo ansiosa, impulsividade e tomada de risco.
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No que se refere ao TPD, Carvalho et al. (2019) compararam a média de trés grupos
nos fatores relacionados pela literatura como caracteristicos do TPD, além da realizacdo da
regressdo com os fatores predizendo 0s grupos. Assim como o0 estudo anterior, trés grupos
foram formados. Um grupo era composto por pessoas com diagnéstico TPD (N = 21), o outro
grupo, por pessoas diagnostico de outros TP (N = 84) e o ultimo grupo, pela populacdo geral
(N = 200). Os grupos clinicos do estudo foram diagnosticados por um psiquiatra utilizando a
SCID-II. O grupo da populagao geral ndo apresentava diagndstico de nenhum transtorno mental
e relatou ndo ter tido histérico de tratamento psicolégico e psiquiatrico. Os fatores mais
relevantes na avaliacdo foram evitacdo do abandono e desesperanca autodirigida.

Os resultados dos estudos de Carvalho e Pianowski (2019) e Carvalho et al. (2018)
precisam ser ponderados considerando algumas limitacdes metodoldgicas presentes nos dois
estudos. N&o foram aplicados outros instrumentos similares que avaliassem o0s tracos
patoldgicos relacionados a estes transtornos, impossibilitando a comparacdo da capacidade
discriminativa do IDCP-2 com outros instrumentos. O tamanho amostral dos grupos com
diagndsticos de TPB e TPD apresentavam numero limitado de pessoas, 0 que restringe as
inferéncias com base nos resultados. Por fim, os pacientes diagnosticados com TP responderam
uma versdo prévia do IDCP-2, o IDCP (Carvalho & Primi, 2015), composto por um conjunto
distinto de itens para o célculo dos escores. Além disso, a primeira versao do IDCP néo tinha
fatores, 0 que levou os pesquisadores a utilizar o procedimento de equalizacao para estimacgéo
dos escores. Este procedimento pode gerar maior diferenca entre o escore observado e o escore
verdadeiro, implicando uma quantidade maior de erro de mensuracgao (Thomas, 2011; Wyse &
Reckase, 2011).

Considerando as caracteristicas do TPB e TPD reportadas pela literatura (APA, 2013,
Kotov et al., 2017) e estudos prévios com o IDCP-2 e foco em um desses TP (Carvalho, 2018;

Carvalho et al., 2018; Carvalho, et al., 2019; Carvalho & Pianowski, 2015; Carvalho &
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Pianowski, 2019), pode-se identificar fatores do IDCP-2 que podem contribuir para avaliacdo

dos tracos tipicos de cada um destes transtornos. Na Tabela lestdo apresentados os tracos que,

de acordo com a literatura, sdo caracteristicos do TPB e pautaram a escolha dos fatores do

IDCP-2 neste estudo.

Tabela 1

Critérios e tracos caracteristicos do TPB e fatores correspondentes do IDCP-2

DSM  DSM- More
5 5 HITO Hopwoo Samue Anderso etal
Tracos sessi Sessi P d et al. letal n et al {2016' Fatores IDCP-2
(2012) (2012) (2014)
oll olll )
Instabilidade
Emocional X X X X X X X Vulnerabilidade
. Preocupacéo
Ansiedade X X X X X X Ansiosa/Ansiedad
e
Inseguranga  de
Separacéo X X X X X X Inseguranca
L Depressividade
Depressividade X X X X X Autodesvalorizagd
0
Impulsividade X X X X X Impulsividade
Hostilidade X X X X X X
Perseveragao X
Fragilidade X
Tomada de Risco X X Tomada de risco
Enganosidade X Enganosidade
Irresponsabildiad
e X
Evitacdo do N
Abandono X X X Evitagao do
Abandono
Vulnerabilidade X
Desesperanca X Desesperanca

Nota: X representa a presenca do traco caracteristico na referéncia.

Foram utilizadas sete referéncias para selecionar os tragos mais caracteristicos do TPB.

Os tragos mais relacionados com TPB na literatura foram Instabilidade Emocional, Ansiedade,

Inseguranca de Separacéo, Depressividade, Impulsividade e Hostilidade. Analisando os fatores
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do IDCP-2, foram selecionados 11 fatores que, de acordo com sua defini¢do teorica, podem

avaliar os tracos mais relevantes do TPB. Na Tabela 2 estdo apresentados os tracos do TPD e

os fatores do IDCP-2 selecionados para avaliar estes tragos.

Tabela 2

Critérios e tracos caracteristicos do TPD e fatores correspondentes do IDCP-2

DSM-

5 Hopwood Samuel Anderson Morey
Tragos e Critérios sessio HiTOP et al. et al et al. et al. Fatores IDCP-2
. (2012) (2012) (2014) (2016)
Inseguranca X Inseguranca
Apego X Evitacdo do Abandono
Anhedonia X
Insegurelnga de X X X X Masoquismo
Separacgéo
Problemas de X Desesperanca
Identidade Autodirigida
Submissividade X X X X X Submissividade
Depressividade

Depressividade Desesperanca

X X X X Autodirigida

Autodesvalorizacio

Ansiedade X X X X X Ansiedade
Ansuadagj ¢ de X X Preocupagéo ansiosa
Separacio
Passividade

X
Interpessoal
Perseveracdo X X
Instabillidade X X X Vulnerabilidade
emocional

Nota: X representa a presenca do traco caracteristico na referéncia.

Para a busca dos tracos mais relevantes do TPD foram consideradas seis referéncias, ja

que o TPD néo estd contemplado no MATP do DSM-5. Os tracos mais relacionados pela

literatura ao TPD foram Inseguranca de Separagdo, Submissividade, Depressividade e

Ansiedade. Considerando os tragos e as defini¢Oes dos fatores do IDCP-2, foram selecionados

10 fatores capazes de contribuir com a avaliagédo do TPD. Na Tabela 3 estdo apresentadas as

definigOes de cada fator selecionado para este estudo.
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Tabela 3

Definicéo dos fatores do IDCP-2 selecionados para avaliacdo de TPB e TPD

Fatores IDCP-2 DefinicBes

Vulnerabilidade Oscilacdo de humor, |r_nprudenC|a geraljdo sentimento de culpa, e tendéncia a perda
do controle com capacidade para se ferir.

Ansiedade e preocupagdo exagerada com o futuro e sobre ter alguém que lhe dé

Preocupagdo Ansiosa

apoio.
. Preocupagdo com a possibilidade de ocorréncia de eventos desagradaveis e com o
Ansiedade
futuro.
Inseguranca Submissdo e necessidade constante de que os outros tomem decisGes e decidam
direcdes pela pessoa.
Depressividade Sentimentos de autodesvalia e humor triste.
L Impulsividade, imprudéncia e tomada rapida de decisdo, de maneira pouco
Impulsividade
ponderada.
Lo Crenga de que os outros sdao melhores que si e tendéncia a se rebaixar perante 0s
Submissividade OUtros

Estilo aventureiro e imprudente, com tendéncia a tomada de risco e busca por
situagdes perigosas.

Autodesvalorizagdo de si em relagdo aos outros e demonstracdo de sentimentos de
incapacidade e culpa.

Tomada de Risco

Autodesvalorizagio

Enganosidade Busca atingir os objetivos usando de controle, mentiras e ludibriagdes com os outros.
Evitacdo do Abandono  Ansiedade de separacdo e medo de ser abandonado ou ficar s6.

Desesperanca Sentimento de tristeza, desanimo e pensamentos suicidas.

Masoquismo Preferéncia por ajudar os outros mais do que a si, implicando prejuizos a si mesmo.
Desesperanca

autodirigida Crencas de que as proprias acdes néo trardo frutos favoraveis por culpa propria.

Nota: Adaptado de (Carvalho & Primi, no prelo).

Ao se olhar somente para o nome dos fatores, as diferencas entre eles podem nao ficar
claras. No entanto, ao se observar suas defini¢des, € possivel compreender a escolha dos fatores
que selecionados. Por exemplo, em relagdo a desesperanca e desesperanca autodirigida, a
primeira configura um pessimismo externalizante e o segundo, internalizante. A diferencgaentre
ansiedade e preocupacdo ansiosa estd no fato de que o primeiro se relaciona a eventos

ansiogénicos e o segundo, a ansiedade voltada para as relacBes e ao medo de ficar sozinho.

Escopo do Estudo

Entende-se que, ao produzir informac6es sobre o quanto o IDCP-2 consegue discriminar
corretamente pessoas com TPB e TPD da populacéo geral, este estudo auxiliara os profissionais
na tomada de deciséo diagnostica com maior seguranca, ou mesmo na deciséo de avaliar mais
detalhadamente o paciente por meio de uma analise clinica. O diagnostico € o primeiro passo

que norteard todo o tratamento de um paciente, e, portanto, faz-se necessario que estudos
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busquem avaliar os testes disponiveis para uso clinico e que, em muitos casos, fardo parte deste
processo.

A partir do exposto, este estudo foi delineado considerando (a) a necessidade de
discriminar pessoas com altos niveis nos tracos caracteristicos de TPB da populacéao geral e (b)
discriminar pessoas com altos niveis nos tragos caracteristicos TPD da populacéo geral; (c) e a
relevancia clinica, em gerar informac6es sobre a capacidade discriminativa do instrumento para
uso dos profissionais. O objetivo desta pesquisa € verificar a capacidade dos fatores do IDCP-
2 em discriminar pessoas com elevados niveis nos tracos patolégicos tipicos do TPB e TPD da
populacédo geral. Além disso, propusemos a criagdo de dois escores, um para TPB e outro para
TPD, com base nos fatores do IDCP-2 que apresentem capacidade discriminativa e verificamos
0 melhor ponto de corte destes escores.

Para atingir os objetivos propostos serdo realizados dois estudos. O primeiro estudo visa
a verificar a capacidade dos fatores do IDCP-2 de identificar pessoas com elevados niveis nos
tragcos patoldgicos relacionados ao TPB, o desenvolvimento de um escore e verificacdo do
melhor ponto de corte para classificar corretamente estas pessoas. O segundo estudo tem como
foco a capacidade discriminativa dos fatores do IDCP-2 para identificar pessoas com elevados
niveis nos tracos tipicos do TPD. Além disso, o desenvolvimento de um escore verifica¢do do

melhor ponto de corte para classificar corretamente estas pessoas.
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Abstract

We aimed to verify the capacity of Dimensional Clinical Personality Inventory 2 (IDCP-2)
factors to identify people with high levels of Borderline Personality Disorders (BPD) traits in a
Brazilian community sample, in addition to proposing a cutoff to discriminate people with high
levels of BPD traits. The study included 1,469 adults who answered the Level of personality
functioning scale - brief form 2.0 (LPFS), Personality Inventory for DSM-5 (PID-5), IDCP-2,
and Structured Clinical Interview for the DSM-1V — Personality Questionnaire (PQ-SCID-I1).
We established three groups using the traits listed in the Alternative Model of Personality
Disorders (AMPD) presented in section Ill of the DSM-5. We also found three empirically
based profiles through latent profile analysis using the PID-5 facets. The results indicated that
all IDCP-2 factors were able to discriminate groups with large effect sizes in most factors. The
best cutoff for identifying high levels of BPD traits was 22, considering a more conservative
approach to avoid false negatives. Our findings suggest that the BPD score generated from
IDCP-2 factors contributes to clinical practice, indicating whether or not the patient tends to
present a BPD profile and offering the patient's clinical profile

Keywords: Personality disorders; psychological assessment; measure; psychological testing.
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Introduction

Borderline Personality Disorder (BPD) is a severe mental health illness affecting
various areas of a patient's life (e.g., interpersonal relationships, problems at work, low self-
esteem) and close people (Juurlink et al., 2018; Hedrick & Berlin,2012; Thompson et al., 2020).
Correctly identifying a BPD condition is the first step to reduce its impact on quality of life and
improve the patient's prognosis, in addition to being able to focus on specific treatments,
reducing the costs of the entire process (Paris et al., 2015). For this purpose, researchers
developed in Brazil the Dimensional Clinical Personality Inventory 2 (Carvalho & Primi, in
press; Carvalho & Pianowski, 2021). The IDCP-2 is a self-report scale to assess pathological
traits, including BPD traits (Carvalho et al., 2018; Carvalho & Pianowski, 2019). This study
aimed to verify the ability of IDCP-2 factors to identify people with high levels of BPD typical
traits in a Brazilian community sample. In addition, we proposed a cutoff to identify people
with high levels of BPD.

People with BPD diagnoses are characterized by severe and chronic diffuse functioning
of instability in interpersonal relationships, self-harm, and self-image, in addition to impulsive
and risky behavior for oneself and others (APA, 2013; Gunderson et al., 2018; Leichsenring, et
al., 2011; Millon, 2011; Paris, 2018). Previous studies indicate that BPD has a prevalence rate
between 1.1 and 3% in the general population (ten Have et al., 2016; Trull et al., 2010; Zanarini
et al., 2011). This prevalence is even higher in clinical samples, varying from 10.2 to 35.6% (
Newton-Howes et al., 2010; Zimmerman et al., 2017). Patients diagnosed with BPD are very
susceptible to suicidal behavior; about 60% of patients have some episode of suicide attempt,
and about 8% reach the goal of ending their own life (APA, 2013; Black et al., 2004; Pompili
et al., 2005). Other problems associated with BPD diagnoses are drug and alcohol abuse, and

compulsive behavior (Gunderson et al., 2018; Selby & Joiner, 2009; Selby & Joiner, 2013;
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Temes et al., 2019; Tomko et al., 2014). In addition, BPD presents high rates of comorbidities
with other mental disorders (e.g., Oldham, 2006; Skodol et al., 2002; Shah & Zanarini, 2018).

The BPD diagnosis can be based on the Diagnostic and Statistical Manual of Mental
Disorders (DSM-5) alternative model for personality disorders described in session 111 (AMPD;
APA, 2013). The traditional categorical approach and the dimensional view are used to assess
the BPD in the AMPD. The BPD diagnosis is given to patients showing self and interpersonal
impairment (criterion A) and high levels in specific traits (criterion B). The patient must present
high scores at least in four (of seven) traits, where impulsiveness, risk-taking, or hostility should
be present. The other BPD traits in DSM-5 are emotional lability, anxiety, separation insecurity,
and tendency to depression. The inclusion of AMPD in the DSM-5 was an advance considering
findings from taximetrics studies, indicating that BPD and other PD have a latent dimensional
structure (Arntz et a., 2009; Haslam et al., 2020; Rothschild et al., 2003).

Beyond the DSM-5' AMPD, empirical evidence from studies based on the dimensional
perspective indicated that the typical traits of the BPD are impulsiveness, risk-taking, hostility,
emotional lability, anxiety, separation insecurity, depressivity, irresponsibility, and
Deceitfulness (Anderson et al., 2014; Hopwood et al., 2012; Morey et al., 2016; Samuel et al.,
2012). An empirically-based model recently proposed to restructure the mental disorders
taxonomy, the Hierarchical Taxonomy of Psychopathology (HIiTOP; Kotov et al., 2017),
suggests that the BPD comprises pathological traits grouped into broad domains, the
Internalinzg and Antagonistic Externalizing spectra. Internalizing refers to a tendency to
experience negative affects and symptoms of mood disorders (Kotov et al., 2017). Antagonistic
Externalizing refers to a negative interpersonal relationship due to high levels of antipathy and
conflict and the capacity to hurt other people intentionally without guilt (Lynam & Miller,
2019). The BPD typical traits listed in the HITOP model are emotional instability, anxiety,

separation insecurity, hostility, fragility, avoidance abandonment, and vulnerability.
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For the assessment of typical BPD traits, the literature indicates a two-step process as
the best methodological procedure, starting with screening and mapping of pathological traits,
and later a more complex and time-consuming clinical interview that needs to be carried out by
an experienced professional (Siefert, 2010; Widiger & Samuel, 2005). Self-reports scales are
frequently used for screening and mapping pathological traits, as the Dimensional Clinical
Personality Inventory 2 (IDCP-2; Carvalho & Primi, in press; Carvalho & Pianowski, 2021).

The IDCP-2 is a self-report scale to measure pathological traits based on sections 11 and
I11 for personality disorders of the DSM-5 (APA, 2013), widely used in scientific publications
in Brazil (Carvalho et al., 2021). The IDCP-2 was developed according to international
guidelines (e.g., AERA, APA, & NCME, 2014) for psychological assessment and psychometric
requirements (Carvalho & Pianowski, 2021). It comprises 206 items grouped into 47 factors
and 12 high-order dimensions. Furthermore, IDCP-2 is in line with current proposals regarding
the taxonomy of mental disorders (e.g., HiTOP; Pianowski et al., 2019). Previous studies found
validity for the IDCP-2 factors (see Carvalho & Pianowski, 2021), including factors measuring
the core traits of BPD (Carvalho, 2018; Carvalho et al., 2015; Carvalho & Pianowski, 2015;
Carvalho & Sette, 2015).

Studies were conducted to verify the ability of IDCP-2 factors to discriminate people
with BPD (Carvalho and Pianowski, 2019a 2019b). For instance, Carvalho and Pianowski
(2019a) verified the capacity of IDCP-2 factors for discriminating BPD. The results indicated
Hopelessness, Vulnerability, Anxious Worry, Impulsiveness, and Risk-Taking as the best
factors to correctly identify BPD tendencies. Carvalho and Pianowski (2019b) investigated
which IDCP-2 factors would discriminate BPD from bipolar disorder. The authors found higher
BPD scores in the Vulnerability, Anxious worry, and Hopelessness factors than the bipolar
group. Although these findings indicate the IDCP-2 as a useful measure to screening BPD traits,

they need to be carefully examined, considering the methodological limitations of these studies.
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For instance, the authors did not administer scales assessing pathological traits to compare the
discriminative capacity of IDCP-2, which is desirable (Deeks et al, 2013; Glasser, 2014). The
sample size had a limited number of people (< 350), restricting inferences based on the results.
Finally, some participants answered a previous version of the IDCP-2, the IDCP (Carvalho &
Primi, 2015), consisting of a distinct set of items to calculate scores. The distinctions between
the versions led researchers to use the equalization procedure to estimate scores, which may
imply substantial measurement error (Thomas, 2011; Wyse & Reckase, 2011).

We seek to advance the previous study's findings using the IDCP-2 (Carvalho &
Pianowski, 2019a, 2019b). To our knowledge, this is the first study using IDCP-2 without
relying on statistical methods to fill in missing cases (e.g., equating procedure), with a relatively
large sample drawn from the general population, and providing comparative data from an
external measure. We aimed to verify the capability of IDCP-2 factors to identify people with
high levels of BPD typical traits in a Brazilian community sample, in addition to creating a
score using the IDCP-2 factors and proposing a cutoff point to identify people with levels high
levels of BPD.

We compared the IDCP-2 results with findings from the Structured Clinical Interview
for the DSM-1V— Personality Questionnaire - SCID-II (PQ-SCID-II) using the items that
measure the BPD criteria. Although we expect all BPD-related factors in IDCP-2 to make
significant contributions to identifying high levels of BPD traits, based on previous literature
(APA, 2013; Anderson et al., 2014; Hopwood et al., 2012; Kotov et al., 2017; Morey et al.,
2016). Bisides, we hypothesize that the most discriminating factors should be Vulnerability,
Impulsiveness, Risk-Taking, Anxiety and Depressivity (Calvo et al., 2016; Anderson et al.,
2014; Carvalho & Pianowski, 2019a, 2019b; Hopwood et al., 2012; Kotov et al., 2017; Morey

et al., 2016; Samuel et al., 2012).
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Methods
Sample

The initial sample consisted of 2,187 Brazilian adults recruited by convenience
specifically for this study. The inclusion criterion was age > 18 years and at least complete
elementary school. To ensure the quality of data, we submitted it to a robust variant of the
Mahalanobis distance based on the Minimum Covariance Determinant, the Mahalanobis-MCD
(Leysetal., 2018), involving the use of the MCD75 method, which employs subsamples of size
h = n/2 and a breakdown point of .001. This method identified 716 multivariate outliers, who
were excluded from analyses. The final sample consisted of 1,469 participants with ages
varying between 18 and 69 years old (M=24.40; SD = 8.51), the majority being women
(89.7%), high school (52.6%), white (54.7%), single (71.1), from the southeast region (47.5%).
The information collected about mental health indicated that 24.2% declared psychiatry
treatment, 28.2% psychological treatment, 25.5% with psychiatry diagnoses. An
epidemiological study conducted in the megacity of Sdo Paulo (Brazil) found a prevalence in
the general population of 2.7% for cluster B, including BPD (Santana et al., 2018). Based on
these findings, we can estimate that the sample of this study should have at least 13 people with
BPD. More specifically, saprevious studies indicate a prevalence of BPD between 1.1% and
3% in community samples (ten Have et al., 2016; Trull et al., 2010; Zanarini et al., 2011), we
can assume from 16 to 44 people with BPD in our sample. Table 1 presents details on the sample

demographics.
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Table 1

Details on the sample demographics.

Demographic/Category N %
Sex
Female 1317 89.7
Male 152 10.3
Psychiatry Diagnosis
No 1095 74.5
Yes 374 25.5
Suicidal Attempt
No 1072 73
Yes 397 27
Suicidal Ideation
No 387 26.3
Yes 1087 73.7
Ethnicity
White 803 54.7
Brown 462 31.4
Black 177 12.0
Asian 7 5
Other 9 .6
Level of education
Elementary School 66 4.5
High School 773 52.6
Undergraduate 280 19.1
University Education 210 14.3
Graduate 140 9.5
Marital Status
Single 1044 71.1
Married 316 215
Divorced 33 2.2
Widowed 7 .5
Other 69 4.7
Brazil's region of residence
Southwest 698 24.1
Northeast 354 475
South 140 9.5
North 129 8.8
Middle-west 148 10.1
Measures

Level of personality functioning scale — brief form 2.0 (LPFS-BF 2.0; Bach & Hutsebaut,
2018)

The LPFS-BF 2.0 is a self-report scale for assessing impairments in the global
personality pattern, as proposed in Criteria A of the Alternative Model for Personality Disorders
presented in DSM-5 (APA, 2013). The LPFS-BF 2.0 consists of 12 items that should be

answered on a four-point Likert scale and two factors impairment-related: Self and
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Interpersonal. Evidence supports the psychometric properties of LPFS-BF 2.0 (Bach &
Hutsebaut, 2018). The alfa and omega value in your study were: Self (a = .88; Q= 88) and

Interpersonal (a =.80; Q = .81).

Personality Inventory for DSM-5 (PID-5; Krueger et al., 2011)

The PID-5 is a self-report scale that measures 25 facets of maladaptive personality traits
described in section Il of the DSM-5, which can be combined into five domains. The items
should be responded on a 4-point Likert scale. Studies support the psychometric properties of
PID-5 (Barchi-Ferreira et al., 2019; Krueger et al., 2011). The following facets, based on
previous DSM-5 section 111 (APA, 2013) were selected: Hostility (o= .89; Q =.91); Impulsivity
(a0 =.92; Q =.92), Risk-Taking (a = .85; = Q = .86) Anxiety (o = .89; Q =.88), Depression (o

=.93; Q=.93); Emotional Lability (o = .84; Q = .82) Separation Insecurity (o = .89; Q= .90).

Dimensional Clinical Personality Inventory 2 (Carvalho & Primi, in press)

IDCP-2 is a self-report scale developed for the evaluation of pathological personality
traits based on prominent literature, composed of 206 items on a 4-point Likert scale, grouped
in 12 dimensions and respective 47 factors (Carvalho, 2019). Previous studies support the
psychometric properties of IDCP-2 (Carvalho, 2018; Carvalho & Arruda, 2016; Carvalho &
Martins, 2017; Carvalho et al., 2021). In this study, we administered ten factors reported in the
literature as functioning characteristics of borderline personality disorders: Vulnerability (a =
.79; Q = .81), Anxious Worry (o = .77; Q = .77), Anxious (o = .81; Q = 811), Depressivity (a
=.89; Q =89), Impulsiveness (a = .82; Q =.83), Risk-taking (o = .84; Q = 84), Self-devaluation
(o = .92; Q = .93), Deceitfulness (a = .86; Q = 87 ) Antagonism (o = .86; Q = 87) and,

Abandonment Avoidance (o = .85; Q = 85).
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Structured Clinical Interview for the DSM-1V — Personality Questionnaire (PQ-SCID-II;
Benjamin et al., 1997)

The PQ-SCID-II is a self-report measure developed to evaluate pathological personality
based on DSM-IV. The PQ-SCID-II consists of 121 items answered with yes and no, in which
each question refers to a diagnostic criterion for personality disorders. Previous studies support
the psychometric properties of (Bodlund et al., 1993). In this study, we administered 15 items
corresponding to the diagnostic criteria of BPD. The alfa and omega value in your study were:
(a=.83; Q =83).

Procedure

The procedures of this study complied with the provisions of the Declaration of Helsinki
regarding research on Human participants (World Medical Association [WMA], 2013). All
participants digitally consented to data usage. The online survey was conformed to the
recommended standards for conducting and reporting web-based surveys, the Checklist for
Reporting Results of Internet E-surveys (CHERRIES; Eysenbach, 2004). We performed an
open survey online via Google Forms during April and May 2021. We tested the functionality
before making the survey available to participants to ensure it works best. We shared the
research link on the social media website Facebook and WhatsApp, inviting individuals to
participate and relying on the snowball strategy to reach a more substantial number of

participants. No incentives were given to the participants.

Data Analysis

We first conducted a descriptive analysis. We separated the sample using two different
methods, (a) based on the clinical approach reported in DSM-5 session 111 and (b) an empirical
approach using Latent Profiles Analysis (LPA). We employed the LPFS to assess impairment

in personality based on DSM-5 (criterion A) and the PID-5 to assess BPD traits (criterion B)
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(APA, 2013). We created three groups: people negative for criterion A and negative for criterion
B (healthy; N = 884); people positive for criterion A and negative for criterion B (other PD; N=
437); people positive for criteria A and B (BPD; N= 187). We used the PID-5 facets to
determine the groups for the empirical approach (LPA). We created three groups: lower BPD
(N=536), moderate BPD (N=686), and higher BPD (N = 247).

We compared the scores obtained by each group in the pathological traits using
MANCOVA with post hoc (Bonferroni), controlling the effect of the variable sex. We
controlled this variable because BPD is more prevalent in women than men (APA, 2013; Skodol
& Bender, 2003). We employed the Bonferroni correction using the following formula (Aslam
& Albassam, 2020): p-valuecorrected = p/H, Where p is the standard p cutoff (.05), and H is the
number of hypotheses in the study (12). This procedure generated a p <.004, employed in our
study. We used the partial eta squared as the effect size indicator. The partial eta squared was
interpreted as 0.01 (small), 0.09 (medium) and 0.25 (large; Miles & Shevlin, 2001).

We selected the most discriminant IDCP-2 factors to BPD and created a BPD score. We
investigated the intercorrelations among IDCP-2 factors to observe the presence of factor
independence. We used the Receiver Operating Characteristic (ROC) to explore the best cutoff
to the BPD score and calculate the sensitivity, specificity, true predictive value, negative
predictive value, positive probability rates, negative probability rate, and the efficiency test of
the scales (Parshal, 2013; Simundi¢, 2009). We compared the values obtained for IDCP-2 with
those obtained by the PQ-SCID-II to verify the capability of the IDCP-2 compared to a similar
measure. To calculate the positive and negative predictive values, we used the formula proposed
by Streiner (2003) for samples without known prevalence. These procedures were conducted

in the SPSS version 21.



30

Results

Table 2 presents the MANCOVA with the healthy, other PD, and BPD groups. The
findings indicated significant differences in the IDCP-2 factors even after controlling the effect
of sex.
Table 2

MANCOVA results for the DSM-5-based group.

95% Confidence

Interval Partial Eta

IDCP-2 factors Group M Lower Upper F p Squared
Boud Bound
healthy 1.96 1.92 2.00

Vulnerability other PD 2.62 2.56 2.67 445869 <.004 .38
BPD 3.21 3.12 3.29
healthy 2.40 2.36 2.44

Anxious worry other PD 2.95 2.89 3.01 249.099 <.004 .25
BPD 3.34 3.25 3.42
Separation healthy 1.65 1.61 1.70

Insecurity other PD 2.15 2.08 2.21 176.382  <.004 19
BPD 2.57 2.47 2.66
healthy 2.30 2.25 2.35

Anxious other PD 2.91 2.85 2.98 268.658  <.004 24
BPD 341 3.30 351
healthy 1.93 1.88 1.98

Depressivity other PD 2.98 291 3.06 514.733  <.004 41
BPD 3.55 3.44 3.66
healthy 1.50 1.46 1.54

Impulsivity other PD 1.82 1.76 1.87 268.658  <.004 27
BPD 2.54 2.46 2.62

healthy 1.34 1.31 1.38 10

Risk-taking other PD 1.46 141 1.51 77.495 <.004 '

BPD 1.85 1.78 1.92
healthy 1.50 1.46 1.54

Deceitfulness other PD 1.71 1.65 1.77 68.589 <.004 .09
BPD 2.07 1.98 2.16
Abandonment healthy 1.84 1.80 1.89

avoidance other PD 2.34 2.28 2.40 258.237  <.004 .26
BPD 2.95 2.86 3.05
healthy 1.42 1.39 1.46

Antagonism other PD 1.63 1.58 1.68 77.495 <.004 10
BPD 1.97 1.89 2.05
Self- healthy 1.89 1.84 1.93

devaluation other PD 2.84 2.78 291 531.679  <.004 42
BPD 3.52 3.42 3.62
healthy 1.54 1.50 1.59

Hopelessness other PD 2.41 2.35 2.48 492.721  <.004 40
BPD 3.11 3.01 3.21

Note: Differences between groups were obtained, controlling for the influence of the sex
variable.
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The BPD group showed the highest means in all IDCP-2 factors compared to the other
groups. The pathological group showed the highest means compared to the healthy group. The
effect size ranged between .10 and .42, mostly interpreted as large (Miles & Shevlin, 2001).
We conducted a latent profile analysis (LPA) to empirically discriminate groups according to
PID-5 facets. The fit for the 3-profiles solution were Loglikelihood = -11033.775 (4); AIC =
22127.550; BIC = 22286.320; aBIC = 22191.019; Vuong-Lo-Mendell-Rubin Likelihood Ratio
Test = p <.05; Lo-Mendell-Rubin Likelihood Ratio Test = p <.05; Bootstrapped Likelihood
Ratio Test = p <.01; Entropy = .82. We chose the solution with three profiles as it presented a
better interpretive possibility. Figure 1 shows the scores of the groups in the seven PID-5 facets.
Figure 1

Means of the groups according to Latent Profile Analysis (P1D-5).

Latent Profile Analysis

3.00
2.50
2.00
1.50
1.00
0.50 \/\/\
0.00
Hostility Impulsivity  Risk Taking  Anxiousness Depressivity =~ Emotional Separation
Lability Insecurity
= |ower BPD moderate BPD higher BPD

The better interpretable solution was three groups: people showing the lower levels in
BPD traits (means between 0 and 1 in PID-5 facets) compared to other groups (lower BPD; N=

536); people with moderate BPD levels in BPD traits (means between 1 and 2 in mostly PID-5
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facets) (moderate BPD; N= 686); people with higher levels in BPD traits compared to other
groups (means > 2 in mostly PID-5 facets) (higher BPD; N = 247).

We conducted a second MANCOVA using the LPA groups. MANCOVA's findings
indicated that the three LPA groups showed significant differences in IDCP-2 factors even after
controlling the effect of sex. Table 3 shows MANCOVA results for the LPA-based groups.
Table 3.

MANCOVA with the LPA-based group.

95% Confidence
Interval Partial Eta
IDCP-2 factors Group M (SD) Lower Upper F p Squared
Boud Bound

lower BPD 1.77 1.72 181

Vulnerability moderate BPD 245 241 2.49 537.873 <.004 42
higher BPD 3.12 3.05 3.19
lower BPD 211 2.06 2.15

Anxious Worry moderate BPD 2.95 291 2.99 518.794  <.004 41
higher BPD 3.20 3.13 3.27
lower BPD 1.52 1.46 1.58

Insecurity moderate BPD 2.03 1.98 2.08 190.130 <.004 21
higher BPD 2.48 2.39 2.56
lower BPD 1.93 1.88 1.99

Anxious moderate BPD 2.95 2.90 3.00 529.074  <.004 42
higher BPD 3.23 3.15 3.31
lower BPD 1.67 1.60 1.73

Depressivity moderate BPD 2.72 2.66 2.77 544,231 <.004 43
higher BPD 3.40 3.31 3.50
lower BPD 1.39 1.35 1.43

Impulsivity moderate BPD 1.68 1.64 1.71 471.245  <.004 .39
higher BPD 2.59 2.53 2.66
lower BPD 1.32 1.28 1.36

Risk-Taking moderate BPD 1.35 1.31 1.38 183.614 <.004 .20
higher BPD 1.97 1.91 2.03
lower BPD 1.46 1.41 151

Deceitfulness moderate BPD 1.59 1.54 1.63 110.049  <.004 13
higher BPD 2.15 2.07 2.22
Abandonment lower BPD 1.62 1.57 1.67

Avoidance mo_derate BPD 2.27 2.22 2.31 391.281  <.004 .35
higher BPD 2.87 2.79 2.94
lower BPD 1.37 1.32 141

Antagonism moderate BPD 1.53 1.49 1.57 129.944  <.004 A5
higher BPD 2.02 1.96 2.09
Self- lower BPD 1.64 1.58 1.70

devaluation mo_derate BPD 2.60 2.55 2.65 573.023  <.004 44
higher BPD 3.37 3.28 3.45
lower BPD 1.36 1.30 1.41

Hopelessness moderate BPD 2.14 2.09 2.19 519.386  <.004 41
higher BPD 3.02 2.94 3.11

Note: Differences between groups were obtained, controlling for the influence of the sex
variable.
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The higher BPD profile showed the highest means in the IDCP-2 factors compared to
the other groups. The moderate BPD showed the highest means in the IDCP-2 factors compared
to the lower BPD. The np2 values ranged between .13 and .44, mostly interpreted as large
(Miles & Shevlin, 2001). We selected all the IDCP-2 factors to compose the BPD score as they
were discriminative in our previous comparisons. We first conducted a Pearson correlation to
verify the independence of the IDCP-2 factors. The correlation values ranged between .10 and
.82 (M = .43; SD =.19), indicating overall independence among factors.

We conducted two Curve ROC analyses and generated accuracy indicators to
investigate the best cutoff to the BPD score, with the DSM-5-based groups and the LPA
empirically-based groups. We performed these analyses with the PQ-SCID-II to compare the
results obtained with the BPD score. Table 4 presents the IDCP-2 and PQ-SCID-II results.
Table 4

BPD score and PQ-SCID-II discriminative indicators.

BPD score
Groups Cutoff AUC Ss Sp +PV -PV +PR -PR AC
DSM-5 25 9 94 8 66 .98 6.27 .07 .85
LPA profiles 22 98 9 B85 75 98 6.33 .06 .89
PQ-SCID-II
DSM-5 9 95 92 81 52 98 48 .10 .82
LPA profiles 9 97 95 85 80 98 646 .03 91

Note. AUC: area under the curve; Ss = sensitivity; Sp = specificity; +PV = positive predictive
value; -PV = negative predictive value; +PR = positive probability rates; -PR = negative
probability rates; AC= global accuracy.

We chose the cutoff with the best relation between sensibility and specificity for
screening scales (Germans et al.,, 2012), i.e., privileging sensitivity over specificity. We
employed Streiner's formula (2003) for samples without prevalence information to calculate the
positive and negative predictive values. The indicators demonstrated the ability of the BPD

score to identify the groups, based on the DSM-5 and LPA, mainly to identify the positive cases

correctly. The global accuracy indicated that the BPD score was able to correctly identify 85%
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of participants in the group based on DSM-5 and 89% based on LPA. The BPD score showed
similar indices to PQ-SCID-II to discriminate both groups based on DSM-5 and profiles
retrieved from LPA. For instance, the PQ-SCID-I1 correctly identified 82% (DSM-5-based) and

91% (LPA-based).

Discussion

Extreme levels of BPD traits lead to impairments in several areas of the lives of patients
with this condition, such as difficulties in interpersonal relationships (Gunderson, 2007), poor
performance in the work environment (Juurlink et al., 2018), suicidal behavior (Brodsky et al.,
1997; Soloff et al., 1994), and substance abuse (Trull et al., 2018). All these damages directly
affect the quality of life of a patient with high levels of BPD traits and, therefore, screening and
identification of these people is essential. We based our study on previous IDCP-2 findings and
BPD literature. We investigated the ability of IDCP-2 factors to identify people with high levels
of typical BPD traits in a sample extracted from the general population. The results confirmed
the hypothesis that all IDCP-2 factors could discriminate people with high levels of BPD traits.
However, the most discriminating factors hypothesis was partially confirmed, with
Vulnerability, Depression, Impulsiveness, Self-devaluation, and Hopelessness being the most
discriminating factors in the AMDP-based group (DSM-5), and Vulnerability, Anxious Worry,
Depressivity, Self-devaluation, and Hopelessness being the most discriminating factors in LPA
profiles.

The IDCP-2 factors showed discriminative ability to identify people with high levels of
BPD traits in the two procedures of dividing the sample, based on the AMPD (APA, 2013) and
empirically through the LPA. It is noteworthy that the discriminative capacity of the IDCP-2
factors remained significant, and with large effects (Miles & Shevlin, 2001), even after
controlling for the influence of sex and the Bonferroni correction (Aslam & Albassam, 2020).

As expected, (APA, 2013; Skodol & Bender, 2003), the sex variable was significant in almost
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all between-group comparisons, confirming the impact of this variable on BPD traits. Our
findings indicate that IDCP-2 factors can capture the variation in levels in typical BPD traits
reported in the literature (APA, 2013; Anderson et al., 2014; Hopwood et al., 2012; Kotov et
al., 2017; Morey et al., 2016; Samuel et al., 20120).

The most discriminating traits for the DSM-5-based group were Vulnerability,
Depression, Impulsiveness, Self-devaluation, and Hopelessness, and for the LPA group were
Vulnerability, Anxious Worry, Depressivity, Self-devaluation, and Hopelessness factors. These
results are similar to previous studies that investigated the ability of IDCP-2 factors to
discriminate BPD (Carvalho & Pianowski, 2019a, 2019b). These studies found Hopelessness,
Vulnerability, Anxious Worry, Impulsiveness, and Risk-Taking as the most discriminating
factors, with only the Risk-Taking factor not appearing among the best factors in our study.
This factor corresponds to a more adventurous and reckless style that puts the person at risk
(Carvalho & Pianowski, 2021), expected and indicated as one of the most central features in
the pathological style of BPD (APA, 2013; Anderson et al. al., 2014; Hopwood et al., 2012;
Kotov et al., 2017; Morey et al., 2016; Samuel et al., 20120). As previously observed (Young
et al., 2012), perhaps the social undesirability linked to typical behaviors of this trait may
explain a lower variability in the responses of our study participants, which could explain the
lower discriminative capacity in relation to the expected.

We developed a BPD score using the IDCP-2 factors based on the findings. The BPD
score showed excellent (Bewick et al., 2004; Hajian -Tilaki, 2013; Hosmer & Lemeshow 2000;
Obuchowski, 2000) AUC results in identifying the DSM-5 and LPA groups. The BPD score
correctly identified 94% of positive cases and 85% of negative cases in the DSM-5-based group.
Inthe LPA group, the BPD score was able to identify 96% of positive cases and 85% of negative
cases. These values are reasonable considering that Merlatin et al. (2009) indicated that the

values in the literature for PD screening tests vary between 92 and 94% for identifying positive
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cases and 79 and 85% for identifying negative cases. Our findings also indicated that the BPD
score produces fewer false negatives than false positives, which is desirable for screening scales
(Germans et al., 2012). In other words, screening scales should produce more false positives
than false negatives, ensuring that a person with clinically relevant impairments is not sent
home and therefore does not receive treatment.

We also compared the findings with the BPD score with the PQ-SCID-II. The results
indicated that the two scales have a similar capacity to identify the groups based on the DSM-
5 and the LPA, showing good indicators (Germans et al., 2012). Although the BPD score has
more items and a similar performance to the PQ-SCID-II, the use of the BPD score provides
not only screening for BPD but also informs in which traits the patient presents more relevant
alterations.

The main methodological limitations of our study need to be considered when
interpreting and generalizing the findings. Our study sample consisted only of people from the
general population. To identify people with BPD traits within the general population sample,
we employed two different procedures, one of which included the PI1D-5 as the external criteria.
Although PID-5 is widely studied (Fossati et al., 2013; Gutiérrez et al., 2017; Kruger et
al.,2011), the robustness of the composition of the groups would be better with the addition of
a clinical diagnosis. Future studies should include patients clinically diagnosed with BPD, using
diagnostic interviews. We suggest that future studies also investigate the ability of IDCP-2
factors to differentiate BPD from other PD.

We found results that suggest the clinical use of the BPD score for the initial
identification of people with BPD. This score should be used for clinical screening and provides
the patient's profile on 12 typical BPD traits. Since we found two cutoff for identifying BPD,

depending on how the groups were created, in a more conservative approach, we suggest using
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the cutoff of 22 for the BPD score, signaling clinical attention to patients who achieve this

score.
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Abstract

Objective: We aimed to verify the capacity of the Dimensional Clinical Personality Inventory
2 (IDCP-2) factors to identify people with high levels of dependent personality disorder (DPD)
traits in a Brazilian sample extracted from the general population.

Methods: A total of 1,469 people responded to factors from the IDCP-2, the Personality
Inventory for DSM-5 (PID-5), and the Structured Clinical Interview for the DSM-IV —
Personality Questionnaire (PQ-SCID-II) participated in this study. We found three profiles via
Latent Profile Analysis using PID-5 facets. Based on the discrimination capacity of IDCP-2
factors to identify these profiles, we created a DPD score for screening patients showing high
levels of DPD traits.

Results: The IDCP-2 factors were discriminative of the profiles, showing large effects, except

Perseveration. The DPD score presented a cutoff equal to 23 with good discriminative
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indicators, prioritizing the ability to produce fewer false negatives, and higher than those
observed in the PQ-SCID-II.

Conclusion: The DPD score can be clinically employed to indicate patients presenting a profile
matching the DPD pattern. Moreover, the DPD score can assist the professional in mapping the
patient's pathological profile into typical DPD traits, as well as helping to plan more
personalized interventions. Studies focusing on clinical samples must be conducted to
investigate whether our findings replicate.

Keywords: personality disorders; cutoff; personality assessment; self-report measure.

Introduction

Dependent personality disorder (DPD) is estimated to occur in about 1.5% of the general
population (APA, 2013; Torgersen et al., 2001). This disorder can reach 16% in people with
other mental disorders (Newton-Howes, 2010). Considering that we conducted this study in
Brazil, let's imagine a hypothetical situation based on the Brazilian population. There are
approximately 214 million inhabitants in the country, indicating 3.2 million people with DPD.
These people present harm and suffering, including putting themselves in the background so as
not to displease others, and recurring anxiety or insecurity about being abandoned (APA, 2013).
Professionals need to use assessment tools to identify the presence of DPD in patients correctly.
In order to discriminate typical patterns of personality disorders (PD), including DPD traits,
researchers in Brazil developed the Dimensional Clinical Personality Inventory 2 (IDCP-2;
Carvalho & Primi, in press; Carvalho & Pianowski, 2021). This study aimed to verify the
capability of IDCP-2 factors to identify people with high levels of typical DPD traits in a
Brazilian sample extracted from the general population. In addition, we created a score to
identify people with high levels of DPD using the IDCP-2 factors and established a cutoff to be

employed in clinical cases. Finally, we compared the discriminative capacity of the IDCP-2
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with the Structured Clinical Interview for the DSM-IV — Personality Questionnaire - SCID-II
(PQ-SCID-II).

People diagnosed with DPD have a pattern of behavior that is submissive to the wishes
of other people, a recurring feeling of inferiority, in addition to fear and avoiding being
abandoned by people (APA, 2013). These people are prone to external influences in decision
making, feel insecure, and have strong feelings of inadequacy (Gore & Pincus, 2013; Gore, et
al., 2012). For instance, it is common for people to request opinions from people close to them
to make essential decisions in life, evaluate these opinions, and decide based on the information
they have collected. A patient with DPD has a critical and chronic difficulty weighing different
nuances and making decisions. This means that, instead of asking for an opinion, people with
high levels of DPD traits outsource responsibility for decision-making in various aspects of
their lives; in other words, they expect others to decide for them.

The DPD diagnosis can be performed based on the criteria presented in section 1l of the
Diagnostic and Statistical Manual of Mental Disorders (DSM-5; APA, 2013), considering the
patient's presence or absence of symptoms. The criteria indicated for DPD concern a difficulty
to making decisions without external validation, outsourcing responsibilities in life, tending to
agree with other people even not sharing the same views, difficulty in taking project initiatives,
taking extreme attitudes to have attention and affection from people, and exaggerated and unreal
fear of being abandoned. For a patient to have a positive diagnosis of DPD, the professional
must detect the presence of at least five diagnostic criteria out of a total of eight.

The DSM-5 also offers an alternative diagnostic proposal to the categorical model, the
Alternative Model for Personality Disorders (AMPD). However, the DPD is not present in the
AMPD, inserted in section Il of the DSM-5. According to the authors of this model (Skodol et
al., 2011), the low clinical relevance and the sharing of functioning characteristics with other

disorders justified the exclusion of DPD. Criticisms have been leveled at the procedure adopted
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by the DSM-5 working group to exclude DPD as insufficient literature reviews and empirical
evidence indicating that DPD is a disorder and not symptoms of other disorders (Bornstein,
2011). Moreover, studies confirm the existence of DPD in the clinic (Maccaferri et al., 2020;
Rashn et al., 2019; Sachse & Kramer, 2019), presenting interventional strategies for patients
with this diagnosis. In addition, Furnham (2018) considers the existence of DPD and the
existence of a subclinical manifestation of this disorder that could be evaluated based Big Five
perspective.

The non-inclusion of DPD in the AMPD mandates clinical use of the categorical model
for practitioners based on the DSM-5, which is repeatedly criticized, since studies are indicating
that this disorder is correctly understood within the dimensional perspective (Gude et al., 2004;
McClintock & McCarrick, 2017; Widiger et al., 2009). An example of this is the Hierarchical
Taxonomy of Psychopathology (HiTOP; Kotov et al., 2017), an empirically based model
proposed to restructure the taxonomy of mental disorders, including DPD. HiTOP suggests that
DPD is allocated on the Detachment spectrum. Typical traits for this cluster are Anhedonia,
Depression, Intimacy Avoidance, Mistrust, Withdrawal, Interpersonal Passivity,
Disaffiliativeness, (low) Attention Seeking (Kotov et al., 2017).

Although the AMPD does not cover DPD, studies using this model have investigated
the relationship between traits and typical DPD functioning (Anderson et al., 2014; Hopwood
et al., 2012; McClintock & McCarrick, 2017; Morey et al., 2016; Samuel et al., 2012). The
findings indicated a significant relationship between traits reported in the AMPD and people
with DPD. The main pathological traits related to this disorder were separation insecurity,
attachment, submissiveness, depression, anxiety, and emotional instability.

Self-report scales stand out for screening people with DPD, as they are agile for
administration, correction, interpretation and have low cost, providing a broader first

assessment. This initial and fast assessment aims to identify people with a higher chance of
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presenting DPD, for that they can be further evaluated by a clinician (Siefert, 2010; Widiger &
Samuel, 2005). Imagine a large number of daily assessed cases in the public health context.
Instead of conducting a clinical interview, which can last about two hours, in 10 patients, a
screening with high sensitivity and low production of false negatives is employed. Based on the
test results, many patients are screened as negative for the disorder, and only those who were
considered positive will be clinically evaluated, allowing the professional to interview more
properly only in those who need it. Examples of scales that can be used to screen for typical
traits of DPD are PQ-SCID-II (Benjamin et al., 1997), Five-Factor Dependency Inventory
(FFDI; Gore et al., 2012), Personality Inventory for DSM- 5 (PID-5; Krueger et al., 2011), and
IDCP-2 (Carvalho & Primi, in press; Carvalho & Pianowski, 2021). IDCP-2 is the focus test of
this study.

The IDCP-2 (Carvalho & Primi, in press; Carvalho & Pianowski, 2021) is a self-report
scale with the potential to be used by professionals in the screening of PD, including DPD.
IDCP-2 was developed and is widely studied in Brazil (Carvalho, Gomes, & Silva, 2021) and
is constantly updated according to guidelines indicated for test development (e.g., AERA, APA,
& NCME, 2014). This scale was developed based on the diagnostic criteria of the DSM-5, both
in session Il and session Il (AMPD). In addition, it has been updated considering advances
reported in the literature, such as HiTOP (Pianowski, Carvalho, & Miguel, 2019). The IDCP-2
has 206 items answered on a four-point Likert scale. The items are distributed in 47 factors and
12 dimensions. Several studies investigating the ability of the test have been carried out. The
results support the contribution of IDCP-2 to the assessment of PD and, consequently, indicate
the potential of the test to be used by professionals in clinical practice (e.g., Carvalho et al.,
2018; Carvalho et al., 2018; Carvalho et al. al., 2019; Carvalho et al., 2021; Machado &

Carvalho, 2021).
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Carvalho et al. (2019) conducted a study investigating the potential of IDCP-2 factors
to identify DPD traits. The study included 305 people divided into three groups based on the
intensity of DPD traits. The results indicated Abandonment avoidance and Self-driven
hopelessness as the two factors with the most significant capacity to discriminate people with
DPD. Although the findings suggested the possibility of clinical application of IDCP-2 factors
to identify DPD, they need to be weighed in light of some methodological limitations. The
authors did not use another DPD measure, making it impossible to compare the results with
another tool measuring the same traits, as desirable (Deeks, 2013; Glasser, 2014). The authors
used a previous version of the IDCP-2 (Carvalho & Primi, 2015); therefore, some participants
did not answer all the items used to calculate the scores in each factor. Because the participants
did not respond to all items, the researchers employed an equation procedure to estimate the
participants' scores on the not answered items, implying an increase in measurement error
(Thomas, 2011; Wyse & Reckase, 2011). Finally, not all traits reported in the literature as
characteristic of DPD, such as anhedonia, perseveration, anxiety, emotional instability, and
depression, were not evaluated (e.g., APA, 2013; Kotov et al., 2017).

We sought to expand the findings and minimize the study's limitations by Carvalho et
al. (2019), investigating the clinical potential of IDCP-2 specific factors for DPD screening.
This study aimed to verify the ability of IDCP-2 factors to discriminate people with high levels
of DPD traits in a Brazilian sample extracted from the general population. In addition, we
developed a score to be clinically used as an indicator of the presence of DPD. The advances
of our study compared to the previous research (Carvalho et al., 2019) are (a) administration of
an external measure (PQ-SCID-II), allowing the comparison of findings with IDCP-2; (b)
application of all items of the selected IDCP-2 factors, without relying on statistical resources
to estimate scores; (c) development of new items to cover pathological traits not covered by

IDCP-2 factors (e.g., Anhedonia, Perseveration); (d) creation of a score to identify possible



54

patients with DPD. We elaborated two hypotheses for this study: h1) all IDCP-2 factors should
be discriminative of people with high levels of DPD traits; h2) Abandonment avoidance, Self-
driven hopelessness, Insecurity, and Depressivity should be the most discriminative factors
(Anderson et al., 2014; APA, 2013; Carvalho et al., 2019; Hopwood et al., 2012; Kotov et al.,

2017 McClintock & McCarrick, 2017; Morey et al., 2016; Samuel et al., 2012).

Sample

This research is a cross-sectional study with a sample collected by convenience. The
inclusion criterion was age > 18 years and at least complete elementary school. We adopted age
as an exclusion criterion based on the DSM-5 (APA, 2013), which indicates that the diagnosis
of DPD should only be performed after the patient turns 18 years old. We also adopted years of
education as an exclusion criterion, as we administered self-report scales that require a
minimum level of reading and text comprehension.

To ensure the quality of data, we submitted it (N = 2,187) to a robust variant of the
Mahalanobis distance based on the Minimum Covariance Determinant, the Mahalanobis-MCD
(Leys et al., 2018), involving the use of the MCD75 method, which employs subsamples of size
h = n/2 and a breakdown point of .001. This method identified 718 multivariate outliers, which
we excluded from analyses. The final sample consisted of 1,469 participants with ages varying
between 18 and 69 years old (M=24.40; SD = 8.51), the majority being women (89.7%), high
school (52.6%), white (54.7%), single (71.1%), from the southeast region (47.5%). We also
collected mental health information, where 24.2% declared be in psychiatry treatment, 28.2%
psychological treatment, and 25.5% reported a mental disorder diagnosis.

A study conducted in the city of Sdo Paulo (Brazil) indicated that the prevalence of PD
listed in cluster B of the DSM-1V, in which DPD is present, reaches about 4.6% (Santana et al.,

2018). Therefore, the presence of people with high levels of DPD traits is expected in our
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sample. Furthermore, we expected at least 22 people in the sample to have DPD based on the

prevalence indicated in the DSM-5 (1.5%; APA, 2013).

Table 1

Detailing of the sample's demographic information.

Demographic/Category N %
Sex
Female 1,317 89.7
Male 152 10.3
Psychiatry Diagnosis
No 1,095 745
Yes 374 255
Suicidal Attempt
No 1,072 73
Yes 397 27
Suicidal Ideation
No 387 26.3
Yes 1,087 73.7
Ethnicity
White 803 54.7
Brown 462 314
Black 177 12.0
Asian 7 0.5
Other 9 0.6
Level of education
Elementary School 66 4.5
High School 773 52.6
Undergraduate 280 19.1
University Education 210 14.3
Graduate 140 9.5
Marital Status
Single 1,044 71.1
Married 316 215
Divorced 33 2.2
Widowed 7 0.5
Other 69 4.7
Brazil's region of residence
Southwest 698 475
Northeast 354 24.1
South 140 9.5
North 129 8.8
Middle-west 148 10.1
Measures

Personality Inventory for DSM-5 (PID-5; Krueger et al., 2011)

The PID-5 is a self-report scale with 220 items grouped in 25 facets representing 25

pathological traits described in section Il of the DSM-5. The items should be responded on a

4-point Likert scale. Studies support the validity of PID-5 (Barchi-Ferreiraetal., 2019; Krueger
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et al., 2011). The following facets, based on previous literature (Anderson et al., 2014; APA,
2013; Hopwood et al., 2012; Kotov et a., 2017 McClintock & McCarrick, 2017; Morey et al.,
2016; Samuel et al., 2012) were selected: Separation Insecurity (o =.89; Q= .90);
Submissiveness (o = 0,84; Q= .84); Depressivity (o = .93 ; Q=.93); Anxiousness (a =.89; Q =
.90), Perseveration (o =.75; Q=.78); Anhedonia (o = .86; ©=.86).

Five-Factor Dependency Inventory (FFDI; Gore et al., 2012)

The FFDI is a self-report test that measures DPD traits of 120 items distributed in 12
factors. The items must be answered on a 5-point Likert scale. Previous studies support the
validity of FFDI (Gore et al., 2012; Gore & Widiger, 2015). We selected two factors from this
test for the study, Ineptitude (o = .76 Q =.77) and Intimacy Need (a = .81; Q =.81).
Inventario Dimensional Clinico da Personalidade-2 (IDCP-2; Carvalho & Primi, in press)

The IDCP-2 is a developed self-report scale to assess pathological traits. The test has
206 items grouped in 47 factors (Carvalho & Pianowski, 2021), answered on a 4-points Likert
scale. Previous studies indicated the validity of IDCP-2 factors (e.g., Carvalho et al., 2019;
Carvalho et al., 2021; Machado & Carvalho, 2021).

We relied on previous literature to choose IDCP-2 factors that could assess DPD traits.
We also identified the correspondence between IDCP-2 factors and DPD traits. We have
developed novel factors for pathological traits not covered by IDCP-2. Table 2 presents the
traits found in the literature, the IDCP-2 factors used, and the external scales that we
administered in this study.

Table 2.

DPD typical traits, IDCP-2 factors, and external measures factors.

Traits IDCP-2 External measures factors
Insecurity Insecurity; Self-devaluation Ineptude (FFDI)
Insecurity Separation Insecurity Insecurity Separation (PID-5)
Attachment Abandonment avoidance Intimacy Need (FFDI)
Submission Submissiveness; Masochism Submissiveness (PID-5)

Depression Depressivity; Self-driven

hopelessness Depressivity (PID-5)
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Anxiety Anxiety; Anxious worry Anxiety (PID-5)
Emotional lability Vulnerability Emotional Lability (PID)
Anhedonia Anhedonia* Anhedonia
Perseveration Perseveration*

Perseveration

Note: * = new factors.

We selected eleven IDCP-2 factors to assess typical traits of DPD. We created two
factors for anhedonia and perseveration traits, as the factors presented in the scale did not
represent these pathological traits. We developed five items for each new factor. We performed
two exploratory factor analyzes (EFA), one with the Anhedonia items and the other with the
Perseveration items. The Anhedonia factor items presented factor loadings varying between
0.68 and 0.90, and the internal consistency was o = .92 and Q = .92. The items of the
Perseveration factor showed loadings between .50 and .69, and the internal consistency was o
=72 and Q = .73. The Table with the detailed results is presented in the Supplementary

Material.

Structured Clinical Interview for the DSM-1V — Personality Questionnaire (PQ-SCID-II;
Benjamin et al., 1997)

The PQ-SCID-I1 is a self-report measure developed to evaluate pathological personality
based on DSM-IV. The PQ-SCID-II consists of 121 items answered with yes and no, in which
each question refers to a diagnostic criterion for personality disorders. Previous studies support
the psychometric properties of (Bodlund et al., 1993). Previous studies support the
psychometric properties of (Bodlund et al., 1993). In this study, we administered the items
corresponding to the diagnostic criteria of DPD. The alfa and omega value in your study were

(0= .83; Q = .83).

Procedures
The procedures of this study complied with the provisions of the Declaration of Helsinki

regarding research on Human participants (World Medical Association [WMA], 2013). All
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participants digitally consented to answer the research. The online survey was conformed to the
recommended standards for conducting and reporting web-based surveys, the Checklist for
Reporting Results of Internet E-surveys (CHERRIES; Eysenbach, 2004). Open data collection
was performed using Google Forms resources and the link available to respondents from March
to May 2021. We tested the functionality before making the survey available to participants to
ensure it works best. We shared the research link on the social media website Facebook and
WhatsApp, inviting individuals to participate and relying on the snowball strategy to reach a

more substantial number of participants. No incentives were given to the participants.

Data Analysis

We used the PID-5 facets to determine the groups for the empirical approach using
Latent Profiles Analysis (LPA). To verify the number of suitable profiles retrieved in the LPA,
we used the following indicators: the average probabilities for the most likely profile
membership (entropy; Ramaswamy et a., 1993) should be higher than .80; lower values of
Akaike Information Criterion (AIC), Bayesian Information Criterion (BIC), and sample-size
adjusted BIC (aBIC) indicate the best model fit; non-significant p values for the Lo—Mendell—
Rubin likelihood ratio test (LMR-LRT; Lo et al., 2001) and Bootstrapped Likelihood Ratio Test
(BLRT) indicate that a k-1 profiles model fits the data significantly better than the model with
k profiles; models with profiles containing < 5% of the sample should be avoided; theoretical
support should exist for the model retained, and profiles should be interpretable Marsh et al.,
2009).

We compared the scores obtained by each profile in the pathological traits using
MANCOVA with post hoc (Bonferroni), controlling the effect of the variable sex. We

controlled this variable because DOD is more prevalent in women than men (APA, 2013);
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Controlling sex is also necessary due to the sample imbalance in this study, which had a sample
primarily composed of female participants (89.7%). To avoid the type | error, that is, to say that
there is a significant difference between the groups when it is not real, we used the Bonferroni
correction. We employed the Bonferroni correction using the following formula (Aslam &
Albassam, 2020): p-valuecorrectes= P/H, Where p is the standard p cutoff (.05), and H is the
number of hypotheses in the study (12). This procedure generated a p <.004, employed in our
study. We used the partial eta squared as the effect size indicator. The partial eta squared was
interpreted as 0.01 (small), 0.09 (medium) and 0.25 (large; Miles & Shevlin, 2001).

We selected the most discriminant IDCP-2 factors to DPD and created the DPD score.
We investigated the intercorrelations among IDCP-2 factors to observe the presence of factor
independence. The factors were summed, creating a DPD score. We used the Receiver
Operating Characteristic (ROC) to explore the best cutoff to the DPD score and calculate the
sensitivity, specificity, true predictive value, negative predictive value, positive probability
rates, negative probability rate, and the efficiency test of the scales (Parshal, 2013; Simundié,
2009). We selected the two extreme groups, lower DPD, and higher DPD, to conduct the ROC
curve. To calculate the positive and negative predictive values, we used the formula proposed
by Streiner (2003) for samples without known prevalence. We compared the values of the
indicators obtained with the DPD score with those obtained by the PQ-SCID-II, an external
measure aiming to screen people with DPD. We conducted the analysis using SPSS software

version 21.

Results

We performed an LPA to obtain profiles using the PID-5 facets. We tested different
models and chose the model with the greatest possibility of interpreting the profiles. Only the
model with three profiles was interpretable and therefore chosen for this study. The fit indexes

for the model with 3 profiles were: Loglikelihood = -14592,540 (4); AIC = 29261081, BIC =
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29462164; aBIC = 29341449; Vuong-Lo-Mendell-Rubin Likelihood Ratio Test = p<0.05; Lo-
Mendell-Rubin Likelihood Ratio Test = p<0.05; Bootstrapped Likelihood Ratio Test =p <0.01;
Entropy = 0.86. Figure 1 shows the means obtained by the groups in the external measures.
Figure 1.

Means of the profiles in the factors and facets selected for LPA.

LPA

4.50
4.00

3.00
2.50
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0.00

= |ower DPD moderate DPD higher DPD

The best solution with the possibility of interpretation was the 3-profiles model: people
who presented lower levels than the other groups in the typical traits of DPD, with means
between 0 and 1 in most of the factors (lower DPD; N= 566); people with moderate levels of
DPD traits with means between 1 and 2 on most factors (moderate DPD; N=597); people with
high scores on DPD-related factors with means > 2 on most factors (higher DPD; N = 306).
Table 3 presents the results obtained with MANCOVA.

Table 3

MANCOVA findings for profile comparison.

95% Confidence
. Interval
Factors Profiles M Lower Upper F P np2

Bound Bound

lower DPD 1.56 1.51 1.60
Insecurity moderate DPD  1.92 1.86 1.94 250.949 <.004 .25
higher DPD 2.58 1.39 1.50
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lower DPD 1.69 1.65 1.73 657.600 <.004 A7
Self-devaluation moderate DPD  2.49 2.38 2.52
higher DPD 3.42 3.38 3.46

lower DPD 1.70 1.64 1.74 362.919 <.004 .33
Abandonment avoidance  moderate DPD  2.16 2.11 2.21
higher DPD 2.88 2.84 2.92

lower DPD 1.44 1.40 1.48 240.275 <.004 .25
Submissiveness moderate DPD  1.73 1.68 1.77
higher DPD 2.45 241 2.49

lower DPD 1.98 1.94 2.02 253.142 <.004 .26
Masochism moderate DPD  2.39 2.35 2.43
higher DPD 3.14 3.11 3.17

lower DPD 1.74 1.70 1.82 560.273 <.004 43
Depressivity moderate DPD  2.61 2.57 2.65
higher DPD 3.45 3.41 3.49

lower DPD 1.50 1.46 1.54 596.856 <.004 .45
Self-driven hopelessness ~ moderate DPD  2.22 2.18 2.26
higher DPD 3.25 3.20 3.30

lower DPD 2.18 2.14 2.22 229.899 <.004 .24
Anxiety moderate DPD  2.72 2.68 2.76
higher DPD 3.25 3.20 3.30

lower DPD 2.26 2.21 2.31 313.084 <.004 .30
Anxious worry moderate DPD  2.79 2.75 2.84
higher DPD 3.26 3.22 3.26

lower DPD 1.92 1.88 1.96 294.946 <.004 .29
Vulnerability moderate DPD  2.35 2.31 2.39
higher DPD 2.98 2.94 3.02

lower DPD 1.56 1.52 2.00 344.841 <.004 .32
Anhedonia moderate DPD 2,18 2.14 2.22
higher DPD 2,97 2.93 3.01

lower DPD 2.05 2.00 2.07 49.487 .06 .06
Perseveration moderate DPD  2.27 2.22 2.31
higher DPD 2.50 2.46 2.54

Note: the sex variable was significance only Vulnerability (F = 11.92; p<.004; np2= .08), Anxiety (F = 11.92; p
=.004; np2=.05), and Submissiveness (F = 12.57; p<.004; np2=.09).

The higher DPD profile presented the highest means in the IDCP-2 factors compared to
the others. The moderate DPD profile showed higher means when compared to the low DPD
profile. The only factor that did not present a significant discriminative capacity was
Perseveration. The np2 values were between 0.06 and 0.47, which can be interpreted as large,
except for the Perseveration factor, where the effect was small (Miles & Shevlin, 2001).

We used the factors that discriminated the groups to create the DPD score for DPD
screening purposes. Only the Perseveration factor was not included in the DPD score. Before
computing the DPD score, we performed a Pearson correlation to verify the independence of
the factors. Correlation values ranged between 0.35 and 0.82 (M = 0.52; SD =0.11), indicating

that there is independence between the factors selected to compose the DPD score.
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We conducted a ROC curve to identify the better cutoff for the DPD score and calculate
other discriminative ability indicators. We selected the two extreme groups (lower DPD and
higher DPD) to perform the analyses. Table 4 presents the values found for the DPD score and
PQ-SCID-1I. Complementary, we are showing a 2x2 table (Parshall, 2013) in the
Supplementary Material.

Table 4

Discriminative indicators of the DPD score and PQ-SCID-I1.

DPD score
Groups Cutoff AUC Ss Sp +PV -PV +PV -PV AC
, 23 95 94 87 80 96 723 .07 .89
LPA profiles PQ-SCID-II
2 87 93 63 57 94 245 .11 13

Note: Note. AUC: area under the curve; Ss = sensitivity; Sp = specificity; +PV = positive
predictive value; -PV = negative predictive value; +PR = positive probability rates; -PR =
negative probability rates; AC= global accuracy.

We considered the sensitivity and specificity ratio to choose the best cutoff. However,
as indicated by screening scales (Germans et al., 2012), we also prioritized higher sensitivity
values. The indicators showed the DPD score's ability to identify the profiles formed by the
LPA, preferring the identification of positive cases and with an overall accuracy of .89.

Compared to the PQ-SCID-II performance, the DPD score showed superior results, producing

fewer false positives and slightly higher accuracy.

Discussion

People with high DPD traits tend to be submissive, insecure in decision-making, and
not autonomous (APA, 2013). Consequently, people with DPD diagnoses have poor life quality
and interpersonal relationships (Cramer et al., 2006). Correctly identifying these people can
help in the intervention process and reduce the damage in their lives. We aimed to verify the
ability of IDCP-2 factors to identify people with high levels of DPD traits, creating and

verifying the usefulness of a score to identify possible people with DPD. Based on the literature,
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our hypothesis that all IDCP-2 factors would discriminate people with high levels of DPD traits
was partially confirmed, as the Perseverance factor could not distinguish between groups. The
second hypothesis that the factors Avoidance of Abandonment, Submission, Self-devaluation,
Insecurity, and Self-Directed Hopelessness would be the most discriminating was partially
confirmed, with Self-Devaluation and Self-Directed Hopelessness being the most
discriminative.

The influence of sex occurred in the Vulnerability, Anxiety, and Submissiveness
factors, which we expected since DPD is more prevalent in women (APA, 2013). Even
controlling for the influence of sex, the IDCP-2 factors could discriminate the groups, except
for the Perseveration factor, which partially confirmed our first hypothesis. These findings
agree with previous literature that highlights the most typical features of DPD (e.g., Anderson
et al., 2014; APA, 2013; Hopwood et al., 2012; Kotov et a., 2017; McClintock & McCarrick,
2017; Morey et al. ., 2016; Samuel et al., 2012). The perseveration trait corresponds to
persistence in carrying out activities that clearly do not seem functional or demonstrate the
expected results (APA, 2013). Although this pathological trait appears to be associated with
DPD functioning, studies indicate it as more related to obsessive-compulsive personality
disorder (APA, 2013; Morey et al., 2016), which may explain the non-discrimination of the trait
in our study. Therefore, the other traits considered in our study are possibly more discriminative
of the DPD, sharing the relevant information to identify this disorder.

The IDCP-2 factors that made the most significant contribution with large effects to
group discrimination were Self-Devaluation, Self-Directed Hopelessness, and Depressivity
(Miles & Shevlin, 2001). These results confirm the previous findings by Carvalho et al. (2019),
who also found that these factors have the most remarkable ability to identify people with high

levels of typical DPD traits. Furthermore, it confirms the previous literature on DPD, which
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reports depressive traits, inferiority feelings, and guilt as distinct from DPD (APA, 2013; Kotov
et al., Morey et al., 2016).

We interpreted the performance of the DPD score on the ROC curve as excellent
according to previous criteria (Hajian-Tilaki, 2013; Hosmer & Lemeshow 2000; Obuchowski,
2000). The DPD score correctly identified 89% of cases, being more sensitive than specific, an
appropriate feature for screening scales, subsequently selecting patients for a more detailed
clinical evaluation (Germans et al., 2012; Siefert, 2010; Widiger & Samuel, 2005). The
sensitivity obtained by the DPD score is similar to what is reported in the literature, which
indicates values between 92 and 94%. The specificity value observed was slightly higher than
those found in the literature, ranging between 79 and 85% (Merlatin et al. 2009).

The indicators showed that the DPD was better than the PQ-SCID-II to discriminate the
groups, mainly identifying true positives. Both fulfill the role of screening instruments that
prevent the production of false negatives (Germans et al., 2012). The DPD score comprises
more items than the PQ-SCID-II, implying a longer administration time. However, the DPD
score has the advantage of producing fewer false-negative cases, that is, people who have a
disorder but are not identified. This prevents patients who need treatment from being sent home
without a more detailed clinical evaluation. In addition, the DPD score offers a mapping by
traits, allowing not only to verify whether a person has high levels of DPD traits, but what are
the more elevated pathological DPD-traits, helping in a more individualized intervention
proposal. For instance, two patients may have high levels of DPD traits, one patient presenting
higher levels of anxiety and the other patient with higher levels of self-devaluation. The DPD
score should provide this level of individualized detail. We consider that our findings support
the DPD score, developed in this study, to be administered in the day-to-day evaluation of

suspected cases of DPD using the IDCP-2.
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The findings reported in this study need to be carefully observed, considering
methodological limitations. The sample is composed of people from the general population
without a clinical diagnosis indicating the presence of DPD. We only administered screening
scales to define sample profiles, leading to an inflated group of people high in DPD traits. We
suggest future studies use a clinical evaluation for the composition of the groups.

Our results indicated that the DPD score could discriminate people with high DPD traits.
We identified the best cutoff for the DPD score was 23, prioritizing sensitivity. The DPD score
produced a low number of false negatives, preventing people with suffering and impairment
from not being identified and receiving the necessary interventions. We understand that the
DPD score may contribute clinically in two ways: a) using the DPD score to identify people
with possible DPD and b) mapping which of the typical DPD traits have higher levels, thus

individualizing the treatment based on each case.
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Supplemental material
Supplementary Table 1 presents the factor loadings of the items created to measure Anhedonia
and Perseveration.Table 1 Supplementary.

Item content and factor loadings.

Items Anhedonia | Perseveration
| take little pleasure in anything. .86
| have trouble feeling pleasure in things. .90
| hardly ever get excited about anything. .89
Few activities pique my interest. .86
| feel like | have less energy than most people. .68
| stick with my stuff even when | see it going wrong. .55
It is difficult to change the way | perform my activities. .50
| have my way of thinking, and no one can change that. .69
I never fail to finish a task, even if it isn't working out. .54
When | get something in my hea}d,dit's very difficult to change my 66
mind.

Factor loadings on both factors were above .30. We did not exclude items from the
factors. Anhedonia factor loadings ranged between .68 and .90, while Perseveration factor
loadings ranged between .50 and .69.

Table 2 Supplementary presents the number of positive and negative identified
conditions of the DPD score and PQ-SCID-11, showing the values used to calculate the accuracy
indicators (e.g., sensitivity, specificity, accuracy).

Table 2 Supplementary.

Table 2x2
DPD score
Test _ Condition _
Positive Negative
Positive 286 73
Negative 20 493
PQ-SCID-II
Teste _ Condition _
Positive Negative
Positive 285 211

Negative 21 355
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We observed that the DPD score correctly classified most people, with only 20 positive
cases not correctly identified and 73 negative cases not correctly classified. When comparing

these results with the PQ-SCID-II, the DPD score was less wrong in identifying true positives.
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Considerac6es Finais

O objetivo geral dos trabalhos foi verificar a capacidade dos fatores do IDCP-2 em
discriminar pessoas com niveis elevados nos tracos tipicos de dois transtornos da personalidade,
0 transtorno da personalidade borderline (TPB) e o transtorno da personalidade dependente
(TPD). Nés propomos, ainda, dois escores utilizando estes fatores e 0 melhor ponto de corte
para identificar pessoas com niveis altos nos tracos patolégicos de cada transtorno. Este tipo de
estudo indica aos profissionais clinicos, que estdo linha de frente na utilizacdo dos testes, o
quanto o instrumento pode contribuir para que se identifique pessoas com grandes chances de
ter o TPB ou TPD. Nesse sentido, sdo estudos com objetivo clinico e com foco em triagem
inicial de pessoas com suspeita clinica.

O primeiro artigo foi realizado com foco na capacidade do IDCP-2 para identificar
pessoas com tendéncias borderling, isto &, niveis elevados em tracos desse transtorno. A amostra
do estudo contou com apenas com pessoas da populacéo geral e, para alcangar o objetivo do
estudo, foi necessario criar grupos de pessoas a partir das pontua¢es em escalas de autorrelato
medindo os tragos de TPB. Para tanto, utilizamos dois meios para estabelecer grupos, por meio
do Modelo Alternativo para Transtornos da Personalidade (MATP) e por meio de uma
abordagem empirica (Latent Profile Analysis). Os fatores selecionados para o estudo
demostraram capacidade discriminativa para identificar pessoas com tendéncias borderline. Foi
criado um escore geral (BPD score) para identificar possiveis casos de TPB, e os indicares
calculados apontaram que o BPD score é capaz de identificar possiveis casos e, quando
comparado a outra escala que avalia tragcos do TPB, encontramos resultados semelhantes.

O segundo artigo teve objetivo similar ao primeiro, porém, com foco no TPD. Como o
TPD néo esta listado no MATP, nos utilizamos apenas a LPA para criacdo dos grupos. Os
resultados indicaram que os fatores do IDCP-2 foram capazes de discriminar pessoas com

niveis elevados nos tragos tipicos de TPD. O ponto de corte criado (TPD score) também indicou
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alta capacidade de identificacdo de possiveis casos de TPD. O desempenho do TPD escore foi
comparado com o desempenho da Structured Clinical Interview for the DSM-1V — Personality
Questionnaire (PQ-SCID-I1I). O escore criado com fatores do IDCP-2 foram melhores em
comparacdo ao desempenho da PQ-SCID-II.

Limitagdes dos estudos precisam ser apontadas e ponderadas, indicando caminhos para
gue novos estudos busquem suprir essas limitagdes. Nossos agrupamentos foram realizados
utilizando testes de autorrelato, o que aumenta a chance de erro na composigéo dos grupos. O
modelo ideal seria uma triagem com uma escala de autorrelato e, posteriormente, uma entrevista
clinica diagndstica. O desequilibrio amostral foi acentuado nos estudos com uma presenca
maior do sexo feminino.

Em termos praticos, embora com limitacbes metodoldgicas e estudos iniciais,
encontramos pontos de corte que podem ser utilizados por clinicos. Para o BPD score,
recomendamos 0 ponto e corte 22. Pessoas com essa pontuagdo ou pontuacdes superiores
merecem a atencdo do clinico quanto a tendéncia borderline. O BPD score também pode ser
utilizado para conhecer melhor o paciente sobre o perfil borderline. Como o BPD score €
composto pelos fatores, Vulnerabilidade, Preocupagdo Ansiosa, Inseguranca, Ansiedade,
Depressividade, Impulsividade, Tomada de Risco, Enganosidade, Evitacdo do Abandono,
Antagonismo, Autodesvalorizacdo e Desesperanca ele avalia esses tracos patoldgicos,
permitindo que o clinico compreenda e estabeleca quais tragos patolégicos precisam de
intervencdo mais urgente na clinica de satde mental. Para o DPD score recomendamos o ponto
de corte 23. O escore também pode ser utilizado para compreender o perfil de funcionamento
do paciente sendo composto pelos fatores, Inseguranga, Autodesvalorizacdo, Evitacdo do
Abandono, Submissividade, Masoquismo, Depressividade, Desesperanca Autodirigida,

Ansiedade, Preocupacgédo Ansiosa, Vulnerabilidade e Anedonia.
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Como agenda de pesquisa, além da necessidade de replicar nossos achados, sobretudo,
em amostras clinicas, recomendamos que seja estabelecido um escore diferencial entre 0 BPD
e o DPD. Os dois transtornos apresentam tracos sobrepostos que dificultam a identificacdo
correta do transtorno e, portanto, identificar quais s&o as particularidades de cada transtorno e
propor um escore pode ajudar clinicos no diagndstico diferencial. Sugere-se que estudos futuros
busquem verificar a capacidade do IDCP-2 em realizar esta discriminagéo entre os transtornos
TPB e TPD ja que estes transtornos compartilham muitos tracos o que pode gerar diagnostico
equivocado.

Para além dos objetivos psicométricos, o que respalda a construcdo destes estudos é
proporcionar informacdes sobre o IDCP-2 para que o profissional possa utilizar o teste no seu
dia a dia. Os transtornos de personalidade, de modo geral, sdo menos focados na prética
profissional quando comparado a outras psicopatologias. Espera-se que este estudo sirva,
também, como forma de incentivo a busca por identificacdo dos TPB e TPD na populagéo geral

gue apresentem prejuizos e sofrimentos.
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