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Abstract 

AIM - This study investigated the prevalence and factorial structure of personality disorder 

features in the general community measured with the self-report form of the Standardized 

Assessment of Personality - Abbreviated Scale (SAPAS-SR).  

METHOD – SAPAS-SR was administered to a Danish national community sample (N = 

50,326; 53% women). The hierarchical latent structure was examined using exploratory factor 

analyses (EFA) for one to three levels.  

RESULTS  We found that 11.3% of the community sample fulfilled the estimated screening 

criteria for a personality disorder, which was slightly higher for woman and younger people. 

As hypothesized, a two-factor model corresponded to aspects of self (e.g., being a worrier) 

and others (e.g., having difficulty making and keeping friends), whereas a three-factor model 

corresponded to trait domains of negative affectivity, detachment, and externalization.  

CONCLUSION - These findings suggest that personality disorder features play a significant 

role for at least one out of ten individuals in the Danish general community. Such features are 

primarily organized in a pattern of self- and interpersonal functioning, which is consistent 

with the conceptualization of core personality dysfunction in the DSM-5 Alternative Model of 

Personality Disorders and the ICD-11 Classification of Personality Disorders. 

 

Keywords: Personality disorder; General Community Prevalence; DSM-5 Section III; ICD-

11; Level of Personality Functioning; 
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Introduction 

Personality Disorders (PD) involve enduring problems in relation to self (e.g., poor self-

worth, lack of self-care, self-centeredness, self-aggrandizing, lack of self-direction) and/or 

others (e.g., poor corporation with others, loneliness, interpersonal violence). Essentially, 

such aspects of self- and interpersonal functioning are often intertwined and reciprocal in 

nature (e.g., individuals with poor self-worth often avoids contact with others due to feelings 

of inadequacy), which is consistent with theories of personality and its pathology that have 

evolved over decades of clinical observation and research (1–6). 

Recent meta-analytic evidence indicates that approximately 12.2% of the general adult 

population (7) and at least 50% of psychiatric outpatients (8) meet the diagnostic criteria for a 

PD. Moreover, PDs have been found to contribute substantially to the global burden of 

disease (9–13). Consequently, assessing the presence of PD features in the general 

community may have important implications for knowledge about public mental health and 

enduring problems related to self and others, including opportunities for preventive 

healthcare. Nevertheless, compared to other mental disorders, assessment of PDs is more 

difficult to obtain in national surveys and community samples (14). Reviewing the 79 DSM 

criteria for 10 disorders (plus 15 criteria for conduct disorder) is cumbersome and requires 

extensive training. Thus, the field is hampered by a paucity of quick and reliable measures. 

Moreover, a large body of research highlights shortcomings of the established categorical PD 

diagnoses, including extensive overlap among PD categories, arbitrary diagnostic thresholds, 

and insufficient construct validity (15,16).  

In the International Classification of Diseases (ICD-11) nomenclature, the practitioner 

is only requested to assess the core PD features of self- and interpersonal functioning, 

including a classification of global severity (i.e., mild, moderate, severe), which may 

optionally be supplemented by trait domain qualifiers and a borderline pattern qualifier 

This article is protected by copyright. All rights reserved.



 4 

(17,18). Likewise, in the Alternative Model of Personality Disorders (AMPD) (19) in DSM-5 

Section III, impairment of self- and interpersonal functioning (criterion A) is evaluated first in 

order to detect the presence of a PD, followed by the assessment of specific traits (criterion 

B). Taken together, both the AMPD model and the ICD-11 PD model include an explicit 

focus on the core dysfunctional features of PDs in relation to self- and interpersonal 

functioning, rather than specific types. For example, both ICD-11 and DSM-5 AMPD 

conceptualize self-functioning in terms of one's sense of autonomy, whereas interpersonal 

functioning is conceptualized in terms of ability to maintain positive relationships, among 

others. Importantly, such foci on common PD features independently predict concurrent and 

prospective psychosocial functioning and risk behaviors, beyond specific personality 

types/traits and other common mental disorders (9,20–22). Moreover, assessment of general 

PD features may serve to demarcate personality dysfunction more precisely from other types 

of mental disorders, and to rate the actual impairment and disability associated with PD 

(3,23). 

One of the simplest and most extensively used screening instruments for general/core 

PD features is the self-report form of the Standardized Assessment of Personality - 

Abbreviated Scale (SAPAS-SR) (24), which was employed in the current study (see details in 

the “measures” section). Notably, the SAPAS-SR has served as a foundation for the highly 

similar Standardized Assessment of Severity – Personality Disorder (SASPD) originally 

developed for the ICD-11 PD classification (25,26). 

The current study 

We aimed to explore the community prevalence of general PD features, as measured with 

SAPAS-SR, and how these are empirically organized in latent domains. Consistent with 

previous research on SAPAS (24) along with a meta-analysis of community prevalence of 

PDs (7), we hypothesized that a SAPAS-SR score of a least four would indicate the likely 
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presence of a PD in approximately 10-12% of cases. Consistent with previous findings from a 

small clinical sample (27), we hypothesized that the 8 essential SAPAS-SR features would 

yield up to three recognizable latent domains of personality dysfunction. Finally, consistent 

with the anticipated convergences shown in Table 1, we specifically hypothesized that a two-

factor model would capture a sound self-other structure of personality pathology (4,5,28). 

Method 

Data and participants 

Data used in the present study were obtained from a Danish public health survey in 2013 

entitled “How are you?” (29), which was conducted in three out of five administrative regions 

of Denmark. Together, these three regions are home to approximately 59% of the total Danish 

population. Initially, 98.246 randomly selected citizens aged 16 years or above were 

contacted using the Danish Civil Registration System (each individual has a unique personal 

identification number). All selected individuals received a letter of introduction that described 

the aim and content of the survey and it was highlighted that participation was voluntary. A 

total of 50,326 individuals completed the survey, including the SAPAS-SR, yielding a 

participation rate of 51.2%. Thus, the final sample used in the present study comprised 50.326 

individuals, with a mean age of 49.77 (SD = 18.86; Range 16 to 104), and 53% were women. 

Importantly, the composition of gender and age was similar to that of the total Danish 

population (Mage = 48.03; 51% women) (30). Descriptive statistics for age and gender 

distribution are presented in Table 2 for the total sample and subgroups. The study was 

approved by the Danish Data Protection Agency, and all respondents gave consent to 

participate. More details on sample characteristics are presented in the results section. 

Measure 

Core PD features were measured with the self-report version of the Standardized Assessment 

of Personality - Abbreviated Scale (SAPAS-SR), which is an 8-item, dichotomously rated 
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screening inventory designed to detect eight core features of PD in adolescents and adults 

(27,31). Research suggests that the SAPAS and SAPAS-SR captures variance unique to PD 

(32), concurrently predicts poor self-rated health in the general community (33), and 

prospectively predicts drop-out from specialist PD treatment services (34) as well as poor 

treatment response to antidepressant treatment of major depression (35). Table 2 provides an 

overview of commonalities across SAPAS and LPFS self-other dysfunction. 

In the current study, SAPAS-SR was administered to all participants as a part of a 

larger public-health questionnaire. The SAPAS self-report form is directly derived from the 

original clinician-rating form (24). The scores on the eight items are added together to 

produce a total score between 0 and 8. Investigation of the original SAPAS clinician-rating 

form has shown that a score of 3 or more reliably identifies the presence of PD in clinical 

adult- and adolescent samples (24,31), whereas a score of 4 or more provides the optimal 

balance of sensitivity and specificity in general population research (27,36). Accordingly, in 

the current study, we used a SAPAS-SR sum-score of 4 or more to indicate the likely 

presence of PD. 

Results 

Sample characteristics and frequencies 

Table 1 displays the estimated prevalence rates of core PD features in the total sample and 

across gender and age groups, whereas the specific distribution of SAPAS-SR scores from 0 

through 8 are reported in supplemental Table S1. Only 15% of the total population (12.7% 

women and 17.5% men) did not report any PD features, indicating that approximately 85% of 

the general population had at least one problematic personality feature (87.3% woman and 

82.5% for men). A total score of ≥ 4 yielded a population frequency of 11.3%. In comparison, 

a score of ≥ 3 yielded a frequency of 26.7%, whereas a score of ≥ 5 yielded a frequency of 

4.2%. The most frequent PD feature was “Impulsive” (46.5%), whereas the most infrequent 
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feature was “Loses temper easily” (5.1%). Generally, PD features were more pronounced in 

women and younger individuals (see Table 2). Women were generally more worried, 

perfectionistic, and dependent on others, relative to men, while men more often reported 

being loners, having difficulties making and keeping friends, and losing their temper easily. 

All core PD features decreased by age group, except for Item 7 (“depends on others a lot”), 

which was most frequent among the youngest and the oldest, and least frequent for the 

middle-aged participants. 

Hierarchical organization of SAPAS features 

In order to explore the structural organization of the core PD features, we employed three 

levels of exploratory factor analyses analyses (EFA) using Goldberg’s “Bass-Ackwards” 

method (37). Accordingly, we conducted a series of EFA models with an increasing number 

of latent factors (see model fit indices in Table 3). The EFA analyses were performed in 

Mplus 7.4 with CF-Equamax rotation and WLSMV estimation (for dichotomous SAPAS-SR 

variables). Factor scores were estimated for each of the three levels and then correlated with 

one another to estimate paths between levels of the hierarchy. The hierarchical EFA structure 

for one-, two, and three latent factor solutions are shown in Figure 1, including estimated path 

coefficients between the levels (as indicated with dashed lines). The one-factor solution was 

predominantly characterized by high loadings of difficulty making and keeping friends 

followed by mistrust, proneness to lose temper, and tendency to worry. In the two-factor 

solution, the general factor of personality pathology was subdivided into two factors 

predominantly characterized by interpersonal features (e.g., tendency to withdraw from others 

and difficulties in trusting others) and secondarily by self-related features (e.g., tendency to 

worry and lose temper easily). These two factors of self and other problems showed a 

moderate inter-correlation of .31, which likely indicates some entwined features. Finally, at 
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the third level we identified three factors, which we labeled “negative affectivity” (e.g., 

worrier), “externalizing” (e.g., loses temper easily), and “detachment” (e.g., normally a loner). 

Identifying appropriate SAPAS factor solutions 

In order to identify the most empirically sound factor solution, we relied on parallel analysis 

(PA) (38) and the Hull-method (39) to determine the most appropriate number of factors (see 

further description of these procedures in supplemental Table S2 and Figure S1). The parallel 

analysis slightly supported a three-factor solution, whereas the Hull method supported a two-

factor solution. However, the PA-estimation based on EFA in a large sample may likely have 

caused an over-extraction (40) so that two factors comprise the most optimal solution. 

Discussion 

The present study explored the prevalence and empirical organization of self-reported 

SAPAS-SR features of personality pathology as they occur in the general community. 

Consistent with our hypothesis, the self-reported SAPAS-SR features of impaired self/other 

functioning are significantly prominent in 11.5% of the general community when using the 

established  4 as cut-off criteria (36). As also hypothesized, the most robust latent structure 

comprised two domains characterized by interpersonal and self-related features or three 

subdomains characterized by negative affectivity, detachment, and externalization. The 

findings overall support that the SAPAS-SR screening instrument captures certain core 

features of both self- and interpersonal functioning which are at the core of personality 

dysfunction according to DSM-5 AMPD and ICD-11. 

Characteristics of SAPAS-SR responses in the general community 

Our findings indicate that the self-reported SAPAS-SR features of impaired self/other 

functioning are pronounced in at least one out of ten individuals in the general community. 

This finding is largely consistent with meta-analytic findings on the community prevalence of 
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PDs (7), which suggests that our results might be representative. Generally, the SAPAS-SR 

features were more pronounced in younger individuals, which is consistent with previous 

research on personality pathology (41,42). The SAPAS-SR score decreased by age group, 

except for Item 7 (“depends on others a lot”), which was most frequent among the youngest 

and the oldest, and least frequent for the middle-aged participants. This may possibly indicate 

that teenagers are still somewhat dependent on their parents (and peers) and that older people 

often become somewhat dependent on assistance from their grown-up children as well as 

other caretakers and institutions in the health care system. 

In terms of gender, women generally showed higher SAPAS-SR scores relative to 

men. Moreover, women were generally more worried, perfectionistic, and dependent on 

others, relative to men, while men more often reported being loners, having difficulties 

making and keeping friends, and losing their temper easily. Thus, consistent with previous 

research (43), women are generally more internalizing (e.g., being worried), whereas men are 

generally more externalizing (e.g., losing temper). 

Hierarchical SAPAS-SR factor solutions 

The one-factor solution was predominantly characterized by difficulty making and keeping 

friends, being a loner, mistrustfulness, a proneness to loose temper, and a tendency to worry. 

The overall pattern of global personality dysfunction supports previous findings showing that 

global PD severity is predominantly related to preoccupation with being rejected by others, 

feelings of social ineptness, anger, and paranoid ideation (20). Moreover, it has been 

suggested that features of mistrust (i.e., lack of epistemic trust) may comprise a general 

mechanism in severe personality pathology, which is substantially related to limited resilience 

(44,45).  

Our finding of two latent subdomains, resembling components of self- and 

interpersonal dysfunction, is consistent with the ecumenical approach to conceptualizing 
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personality pathology proposed by Bender (1). Accordingly, this structure supports previous 

empirical research on the DSM-5 AMPD framework of self/other functioning (28,46,47). Our 

finding is particularly consistent with previous research on self-reported personality 

dysfunction in Danish psychiatric patients and incarcerated addicts (28) as well as Dutch 

psychiatric patients (46,48). Notably, in the present study we identified a correlation of .31 

between the latent factors of self- and interpersonal functioning, which suggests that the two 

subdomains are somewhat entwined or inter-dependent. As an alternative interpretation, the 

two-factor structure could also be said to reflect features of Negative Affectivity (e.g., a 

worrier) and Detachment (e.g., a loner), which nevertheless is consistent with self- and other 

aspects of personality functioning (47). In any case, self-other functioning and five-factor 

personality traits seem to reflect two different traditions rather than empirically separate 

constructs (47). As recognized in the ICD-11, the trait domain qualifiers are conceptualized as 

specific and stylistic features that contribute to the individual expression of personality 

dysfunction (17). Accordingly, trait features such as Negative Affectivity, Detachment, and 

Externalizing may be used to highlight more individual expressions of the global self-other 

functioning.  

Consistent with previous findings by Germans et al. (2008), we also identified a 

meaningful three-factor organization largely corresponding to features of negative affectivity, 

externalizing, and detachment. This pattern may be viewed as higher-order trait domains of 

the underlying structure of personality dysfunction. Notably, these three domains also 

resemble identified higher-order domains in previous research on the hierarchical structure of 

DSM-5-AMPD and ICD-11 trait domains (49–53) as well as higher-order domains of the 

emerging Hierarchical Structure of Psychopathology (HiTOP) (47,54). 

Limitations and future directions 
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The major strength of the present study is the inclusion of a large community sample which 

was representative of the total Danish population in terms of gender and age; this is both a 

novel and important addition to the current literature on personality and psychopathology, 

pertaining to the self-other organization of personality dysfunction, and may have bearing on 

the ICD-11 and DSM-5-AMPD operationalization of PD core features and severity. However, 

certain limitations and recommendations for future research should be emphasized. First, core 

PD features were self-reported and were not corroborated by independent assessment (i.e., 

informant- or interview ratings). Second, the response rate of 51.2% in our study may have 

introduced some participation bias, which is likely to have affected the output from our 

models. Third, the binary response-format (yes/no) may be not capture the actual variability 

of personality dysfunction, which may be improved by employing a Likert-scale. Finally, the 

frequent endorsement of “impulsive” (46.5%) may reflect that the connotations of being 

“impulsive” do not capture pathological features (e.g., impulsive self-harm) because this term 

is too normative and unspecific (e.g., being spontaneous). 

The findings of the present study warrant replication using complete and more updated 

self-report measures of DSM-5-AMPD and ICD-11 personality dysfunction (e.g., including 

features of identity disturbance). This may particularly involve the 12-item Level of 

Personality Functioning Scale – Brief Form 2.0 (LPFS-BF) (26,28,48), the 80-item Level of 

Personality Functioning Scale–Self-Report (LPFS–SR) (55), the 97-item Level of Personality 

Functioning Questionnaire for adolescents (LoPF–Q12–18) (56), the 12-item Level of 

Personality Functioning Scale – Self Report version for criterion A (LPFS-SRA) (57), and the 

132-item DSM–5 Levels of Personality Functioning Questionnaire (DLOPFQ) (58).  

Future community research might also take advantage of a 2-stage procedure for case-

identification of individuals who are likely to have a PD, which is followed up by a structured 

interview to establish the presence of a PD diagnosis (59). Accordingly, the aforementioned 

This article is protected by copyright. All rights reserved.



 12 

LPFS-BF, LPFS-SR, SASPD or DLOPFQ may be employed in a large representative 

population (Stage 1) followed by structured interviews for impairments in self- and 

interpersonal functioning (Stage 2) with those respondents who are most likely to have a PD. 

Such “Stage 2” assessment may be carried out using the Structured Clinical Interview for 

DSM-5 Alternative Model of Personality Disorders (SCID-AMPD Module I) (60,61) or the 

Semi-Structured Interview for Personality Functioning DSM–5 (STiP 5.1) (23). 
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