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Resumo

A presente dissertagdo procurou alargar o conhecimento sobre o papel da cultura na avaliacao
de tragos desadaptativos de personalidade definidos pelo DSM-5 e medidos pelo Inventario
de Personalidade para o DSM-5 (PID-5), através do estudo transcultural comparativo do PID-
5 em amostras comunitarias e clinicas dos Emirados Arabes Unidos (EAU) e de Portugal,
utilizando a versao arabe (Al-Attiyah et al., 2017) e portuguesa (Pires et al., 2017) do PID-5.
Para alcangar este objetivo realizamos tré€s estudos: No primeiro estudo procuramos avaliar
as qualidades psicométricas da versdo arabe do PID-5 numa amostra comunitaria da
populacdo emeritense, bem como examinar a sua estrutura fatorial e explorar a associacdo
entre os dominios do PID-5 e o Modelo dos Cinco Fatores (MCF), medidos pela versao arabe
do NEO-FFI (Alansari, 1997). Os resultados confirmaram adequadas qualidades
psicométricas da medida e identificaram uma estrutura de cinco-fatores semelhante a dos
dominios do PID-5. No segundo estudo, testdmos a utilidade clinica do PID-5 para distinguir
grupos clinicos e ndo clinicos, exploramos a validade convergente das suas escalas com as
dimensdes psicopatologicas da versao arabe da SCL-90-R (Al-Behairy, 1984), na amostra
clinica e, analisdmos a sua estrutura fatorial. Os resultados revelaram que o PID-5 ¢ uma
medida adequada para distinguir tragos patologicos de personalidade em grupos clinicos e
nao-clinicos, porém a estrutura obtida na amostra clinica ndo replicou inteiramente a estrutura
original, dado que apenas quatro dos cinco fatores foram identificados. Por ultimo, no
terceiro estudo, testdmos a invariancia do PID-5, em amostras emparelhadas da populagao
comunitaria e clinica dos EAU e de Portugal e, comparamos os resultados das pontuacdes
médias de ambas as amostras e paises. Os resultados confirmaram a invaridncia da medida
nas amostras clinicas e, de um modo geral, a populacdo emeritense apresentou pontuagdes
mais elevadas do que a portuguesa, apesar da baixa dimensdo do efeito das escalas do PID-

5.



Palavras-chave: Inventario de Personalidade do DSM-5; Modelo Alternativo das
Perturbagdes da Personalidade, PID-5 portugués, PID-5 arabe, Tracos Patoldgicos de

Personalidade
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Abstract

The present dissertation aimed to contribute to the knowledge on the role of culture in the
assessment of maladaptive personality traits, as stated by the DSM-5, and measured by the
Personality Inventory for the DSM-5 (PID-5). Our ultimate goal was the cross-cultural study
of the United Arab Emirates and Portuguese, clinical and non-clinical population, using the
Arabic (Al-Attiyah et al., 2017) and Portuguese (Pires et al., 2017) versions of the PID-5. To
accomplish these objectives, we conducted three studies: the first, aimed to assess the
psychometric properties of the Arabic version of the PID-5 in a community sample of the
Emirati population and examine its factor structure, as well as to explore the relation between
the PID-5 domains and the Five Factor Model (FFM) personality traits, measured by the
Arabic version of the NEO-FFI (Alansari, 1997). The results confirmed acceptable
psychometric properties of the measure and identified a five-factor structure similar to the
PID-5 domains. In the second study, we tested the clinical utility of the PID-5 to distinguish
clinical and non-clinical groups, explore the convergent validity of its scales with
psychopathologic dimensions of the SCL-90-R Arabic version (Al-Behairy, 1984) in the
clinical sample and analysed its factor structure. The results shown that the PID-5 is an
appropriate measure to identify pathological personality traits in clinical and non-clinical
groups, although the factor structure obtained did not entirely replicate the original structure,
as only four of the five factors were retained. Finally, the third study tested the PID-5
invariance, in match community and clinical samples of the UAE and Portugal and compared
the mean scores of both samples and countries. The results confirmed measurement
invariance of the PID-5 in the clinical samples, and overall, the Emirati population presented

higher scores, although with small effect sizes.

Keywords: Personality Inventory for DSM-5 (PID-5); Alternative Model for Personality

Disorders, Portuguese PID-5, Arabic PID-5, Pathological Personality Traits
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Capitulo I

Introducio Tedrica e Desenho de Investigaciao



1. Introducio

Apoés 14 anos de intensa preparagdo, revisoes e estudos, a Associacdo Psiquiatrica
Americana (APA) publica, em 2013, a 5% edi¢do do Diagnostic and Statistical Manual of
Mental Disorders (DSM-5). Apesar da sua relevancia enquanto sistema de classifica¢do e
diagndstico, a universalidade das categorias nosologicas do DSM esté ainda por demonstrar
(Bredstrom, 2019; La Roche et al., 2015; Lopez & Guarnaccia, 2000; Smolik, 1999; Van de
Water et al., 2016). Isto €, ndo sabemos ainda até que ponto as nosologias anglo-saxonicas
ocidentais, de cariz individualista e estandardizado, sdo extensiveis a culturas ditas nao-
ocidentais (um vasto grupo de culturas que ndo partilha os mesmos valores e crengas dos
paises do ocidente) (Hinton & Good, 2016; Kleinman, 1988; La Roche, 2013, 2015). Esta
questdo tem implicagdes diretas nos servicos de saude mental, tendo em conta que cada
pessoa, de acordo com a sua cultura e etnia, terd expectativas diferentes em relacdo ao tipo
de servigos que lhe sdo prestados e a perce¢do e compreensdao da satde e da doenga. A
discrepancia entre as necessidades e as expectativas dos que procuram ajuda psicoldgica e as
dos proprios profissionais de saude mental tem implicagdes importantes na eficacia e adesdao

ao tratamento (Balkir et al., 2012).

No que respeita ao diagnostico tradicional-categorial das perturbacdes da
personalidade (PP), a problematica adensa-se, ndo apenas do ponto de vista cultural, mas
também devido a limitagdes metodologicas e conceptuais, tais como a elevada
comorbilidade, arbitrariedade do diagnostico e dos limites que o definem, heterogeneidade
intradiagnoéstica e excessiva prevaléncia de PP sem outra especificacao (Hengartner et al.,

2018; Tyrer et al., 2015; Widiger et al., 2007; Wright & Zimmermann, 2015).

Neste contexto e por forma a dar resposta a estas limitagdes, na Sec¢ao III do DSM-

5, dedicada a estudo futuros, ¢ proposto um Modelo Alternativo das Perturbacdes da



Personalidade (MAPP). Este modelo, assenta numa légica empirica dimensional-categorial
de conceptualizagdo das PP que, por um lado, inclui a avaliagao de défices no funcionamento
da personalidade (critério A) e de tragos desadaptativos de personalidade (critério B), e por

outro, permite diferenciar seis PP especificas.

O critério B, que corresponde as manifestacdes estilisticas de cada perturbagao,
descreve 25 tragos especificos ou facetas nos quais os individuos diferem e que, por sua vez,
estdo agrupados em cinco dominios superiores de variabilidade da personalidade:

Afetividade negativa, Desprendimento, Antagonismo, Desinibicdo e Psicoticismo.

O instrumento que operacionaliza o modelo de tragos de personalidade do DSM-5 ¢
o Personality Inventory for the DSM-5 (PID-5) (Krueger et al., 2012). Esta medida conta ja
com mais de 700 publicagdes (Watterts & Bagby, 2018) que confirmam a sua precisao,
validade e utilidade clinica, bem como estudos de traducdo e adaptacdao em diversas linguas
(para uma revisdo mais detalhada ver Al-Dajanie et al., 2016; Somma et al., 2019; Watters

& Bagby, 2018; Zimmermann et al., 2019).

A literatura sugere que as dimensdes do PID-5 podem ser consideradas como
extremos patologicos dos dominios do Modelo dos Cinco Fatores (Costa & McCrae, 1992)
ou seja, que as PP podem ser conceptualizadas como variantes desadaptativas dos cinco
dominios que definem o funcionamento da personalidade normal (Anderson et al., 2013;
Gore & Widiger, 2013; Krueger & Markon, 2014; Skodol et al., 2011; Widiger & Trull,
2007). Assim, tal como a estrutura de tragos do MCF tem sido sistematicamente confirmada
(McCrae & Terraciano, 2005; Schmitt et al., 2007), também grande parte dos estudos
realizados com o PID-5, sobretudo com amostras ocidentais, t€m demostrado a consisténcia
do modelo de tragos do DSM-5 e confirmado a universalidade dos seus dominios superiores,
apesar de se terem verificado variagdes transculturais em algumas facetas (Somma et al.,

2019; Watters et al., 2019). Porém, alguns autores sugerem que esta universalidade esta



limitada as culturas ocidentais-individualistas nas quais os tragos sdo cruciais para explicar
as diferencas individuais e menos relevante nas culturas coletivistas em que a estabilidade do
grupo social de pertenga se sobrepde as necessidades individuais (Markus & Kitayama,

1991).

Na realidade, pouco sabemos acerca da utilidade do PID-5 na comparagdao de
diferentes grupos sociais, ou seja, se os itens que compdem as facetas e dominios do PID-5
sdo entendidos do mesmo modo em diferentes culturas (Church et al., 2011; Eigenhuis et al.,
2015; Sorrel et al., 2021). Atualmente, a equivaléncia de um instrumento de avaliagao
psicologica aplicado em vérias populagdes ou grupos ¢ estudada através da andlise de
invariancia. Esta metodologia permite comparar grupos culturalmente distintos relativamente
ao mesmo constructo, garantido que as diferengas encontradas se devem a caracteristicas
singulares de cada grupo e ndo a enviesamentos de natureza metodologica (e.g., Dong &

Dumas, 2020; Jeong & Lee, 2019).

Em suma, a inclusdo do modelo de tragos de base dimensional proposto no DSM-5
representa um importante passo no sentido de melhorar a avaliagdo das PP, também do ponto
de vista cultural, porém o instrumento que o operacionaliza carece ainda de validagdo em
culturas e paises ndo-ocidentais (Somma et al., 2019, Sorrel et al., 2021; Zimmermann et al.,

2019)

A presente tese procurou colmatar algumas destas lacunas alargando o estudo do
MAPP a um pais do médio-oriente, os Emirados Arabes Unidos (EAU), ¢ a uma populagio
pouco estudada, a populagdo emeritense, através da realizacdo de trés estudos empiricos: o
estudo da versdo arabe do PID-5 numa amostra comunitaria (Estudo 1) e clinica emeritense
(Estudo 2), e o estudo transcultural comparativo de um pais ocidental (Portugal) com um pais

ndo-ocidental (EAU) utilizando o PID-5 (Estudo 3).



Tendo em vista estes objetivos, neste primeiro capitulo iremos apresentar uma
reflexdo sobre as especificidades da cultura arabe do médio-oriente, em particular dos
EAU, e o modo como estas especificidades influenciam a conceptualizacao e o
funcionamento da personalidade. Em segundo lugar, iremos proceder a descri¢ao dos
aspetos mais relevantes do modelo alternativo do DSM-5, seguindo-se uma revisao
bibliografica dos estudos desenvolvidos com o PID-5. Por ultimo, sera apresentado o
desenho de investigacdo. O segundo capitulo, serd inteiramente dedicado aos trés estudos
empiricos desenvolvidos ao longo deste projeto de investiga¢do. Por fim, no terceiro
capitulo, iremos discutir os resultados mais relevantes e respetivas conclusdes, sem

esquecer as inerentes limitagdes metodologicas e propostas para estudos futuros.

1.1 A Cultura Arabe do Médio-Oriente e as Dimensdes Culturais da Personalidade

Os conceitos de cultura arabe e de mundo arabe sdo bastante complexos na medida
em que, de algum modo, pretendem abarcar uma vasta cultura distribuida por dois
continentes (africano e asiatico), que integra cerca de 26 paises, entre eles os EAU.
Inseridos no golfo pérsico, ou no mais recentemente denominado golfo da arabia, situado
no médio-oriente, os EAU sao uma monarquia federal absoluta cuja religido € o islamismo
e o arabe a lingua oficial. Os EAU sao atualmente uma das mais desenvolvidas economias
do médio-oriente, possuindo uma forte estabilidade politica e sdo considerados um dos
paises mais liberais do médio-oriente, sobretudo no que respeita a liberdade religiosa e a
salvaguarda dos direitos humanos. Ainda que regida pela lei da Sharia, ou direito Islamico,
a sociedade plural dos EAU demarca-se de outras culturas desta regido pela flexibilidade
das normas sociais, pelas recentes politicas de igualdade de género, nomeadamente no
acesso a educacgao e a carreiras profissionais até aqui interditas a mulheres. Neste sentido e

numa tentativa de assegurar uma distribuicdo mais igualitaria do acesso ao poder



governativo, o parlamento dos EAU ¢é, por decreto, composto por igual percentagem de
homens e mulheres, tornando-os mais préximos da cultura ocidental (Hills & Atkins,

2013).

A cultura arabe tem sido estudada através da antropologia cultural, da politica
internacional e até da literatura. Apesar de existir uma grande variedade de culturas dentro
do mundo arabe, os estudos etnograficos tém sistematicamente salientado, como
caracteristicas comuns, a importancia da familia e dos lagos de sangue, da honra, do
respeito, da hierarquia, do patriotismo, da hospitalidade e da reciprocidade (Barakat, 1993;

Gregg, 2005; Joseph, 1996; Shyock, 2004).

O modelo tedrico mais utilizado na analise de diferengas culturais € o modelo de
seis dimensoes de Hofstede (Hofstede, 2011). Este modelo propde seis dimensdes nas quais
as culturas variam: distancia ao poder, evitamento da incerteza, masculinidade vs.
feminilidade, orientacdo a curto vs. longo prazo, hedonismo vs. estoicismo e
individualismo vs. coletivismo. De um modo geral, esta Gltima dimensdo tem suscitado um
maior interesse no que diz respeito aos estudos de personalidade (Mulder, 2012, Triandis,
2002). No continuum individualismo-coletivismo, segundo a Hofstede Insights dataset
(Hofstede, 2022), a cultura dos EAU situa-se mais proéxima do extremo coletivista. Em
termos praticos, isto significa que os objetivos e metas pessoais (a escolha da profissdo, do
parceiro ou até de trabalhar ou viver no estrageiro) sao estabelecidos em fun¢do do grupo
de pertenca, ou seja, as aspiragdes pessoais € as motivagdes servem propositos € objetivos
comuns e ndo individuais, como vulgarmente acontece nas sociedades ocidentais (Brislin &
Lo, 2006). Nestas culturas, o grupo de pertenca vai muito além da familia nuclear e pode
incluir a nacdo, a religido, a escola, entre outras organizagdes (Triandis, 1995). Esta
dimensao cultural esté4 relacionada com o que Markus e Kitayma (1991) designaram por

interdependéncia da realizagdo pessoal (Self-held), ou seja, a harmonia entre os membros



do grupo de pertenca ¢ colocada acima das aspiragdes pessoais, com implicagdes

cognitivas, emocionais ¢ motivacionais (Markus & Kitayma, 1991).

Neste sentido, McAdams e Olson (2010) propdem que ambas as dimensdes
culturais, coletivismo vs. individualismo e independéncia vs. interdependéncia, estao
relacionadas com o que os autores designaram por dimensao motivacional da
personalidade, na medida em que ¢ mais evidente a relacdo entre cultura e personalidade no

que respeita as motivacdes do que aos tragos de personalidade (McAdam & Olson, 2010).

Hofstede e Hofstede (2005) sugerem que as culturas coletivistas sao também
caracterizadas por niveis elevados de distancia ao poder, ou seja, o poder ¢ a lideranga

pertencem a um grupo reduzido de pessoas a quem ¢ prestada grande reveréncia e respeito.

A cultura emeritense pode ser caracterizada por indicadores elevados de distancia ao
poder (Hofstede, 2022) e por uma forte hierarquia. Nesta sociedade, os lideres politicos sdo
vistos como modelos exemplares de conduta cuja histéria de vida € glorificada e cujo
legado ¢ transmitido através da tradi¢ao oral. Por exemplo, nos EAU, o lider que unificou a
nac¢do, ¢ designado por “Pai da Nacao” e ¢ frequente verem-se pinturas dos lideres politicos
nas residéncias particulares ou até nos automoveis. Uma outra caracteristica importante da
sociedade emeritense ¢ o medo de “perder a face”, ou a perda da dignidade e respeito
social. Assim, o autocontrolo e o conformismo sao preferiveis a confronta¢do, de modo a
manter a “face” (He & Zang, 2011), e evitar causar embaraco ou desconforto nas relagdes

sociais.

Estas dimensdes culturais poderdo ser também relacionadas com a personalidade ao
nivel das narrativas de vida, isto €, do relato autobiografico individual (McAdam & Olson,
2010). A cultura, para além de determinar o local e o cendrio da agdo dessas narrativas,

designa também o carater das suas personagens. Na cultura emeritense, o protagonismo das



histérias individuais € partilhado pelo grupo e as suas narrativas comecam geralmente por
fazer referéncia a nacionalidade e a religido. Estes relatos, distantes do “Sonho Americano”
das culturas ocidentais e das ideias de emancipagdo e sucesso individual, traduzem-se, no

geral, numa histdria individual bastante mais conformista.

Quanto a dimensao evitamento da incerteza, considerando que a sociedade
emeritense ¢ fortemente hierarquizada € natural que exista um maior nimero de regras de
modo a garantir a estabilidade social. Triandis (2004) sugere que podemos estudar as
diferengas culturais com base na quantidade e flexibilidade das regras sociais, ou seja, com
base no grau de evitamento da incerteza. Nesta perspetiva, as regras € as normas sociais
permitem reduzir a incerteza e gerir a incapacidade de predizer o futuro. Assim, a reagdo a
incerteza € ter o maior numero de certezas sob a forma de normas e regras, ensinadas desde
tenra idade, para que possam ser aplicadas na idade adulta. De um modo geral, nas culturas
ocidentais observa-se uma maior flexibilidade e tolerancia no modo como as normas sociais
sdo encaradas, todavia, nas sociedades em que o grau de evitamento da incerteza ¢ mais
marcado, a quebra de alguns protocolos sociais pode ter consequéncias e sangdes severas
(Mulder, 2012). Por exemplo, a cultura emeritense obedece a lei islamica, a qual proibe o
consumo de alcool e de carne de porco. Neste contexto, caso um mugulmano seja visto a
consumir ou a adquirir algum destes produtos, incorre em multas pesadas ou até a prisao
efetiva. Outro aspeto importante sdo as regras na comunicagao entre géneros, as quais
proibem o contacto fisico direto entre homens e mulheres. A titulo de exemplo, nos EAU,
no contexto de um acidente, nenhum homem pode tocar numa mulher mugulmana, nem
mesmo para prestar cuidados de suporte basico de vida, sem que esta ou a sua familia o

consintam.

Desta forma, dado que as sociedades variam substancialmente naquilo que ¢

considerado aceitavel ou ndo, € provavel que promovam também o desenvolvimento de



alguns tragos de personalidade em detrimento de outros (Markus & Kitayama, 1998).
Assim, a necessidade de estabelecer diagnosticos internacionalmente validos para as PP
requer também especial atengdo a forma como os tragos de personalidade podem ser
influenciados e até determinados pela cultura (Alarcon et al., 1998; Mulder, 2012; Stone,

2012).

1.2. A Linguagem

A traducdo de termos cientificos em inglés para as linguas latinas ¢ manifestamente
dificil, especialmente no que toca a correspondéncia exata entre palavras do vocabulario da
psicologia da personalidade, como o conceito de self, que muitas vezes vemos traduzidos
por eu ou si. No entanto, a defini¢cdo de healthy self ou eu saudavel enquanto uma
experiéncia interna de si como unico, com limites claros entre si € os outros ¢ claramente
entendida e partilhada pelas diferentes linguas dos paises do ocidente (Cushman, 1996;
Oyserman et al., 2002; La Roche et al., 2015). Porém, a traducao deste conceito para
linguas semitas, como o arabe, levanta questdes que vao muito além da complexidade
linguistica, na medida em que a visdo do eu saudavel ou ana, tal como ja referimos, resulta
antes de uma experiéncia de si como parte de um grupo de pertenca e pela relacdo com esse
grupo, ou seja, uma definicao de cariz coletivista, mais comum nas culturas asiaticas e do

médio-oriente (Oyserman et al., 2002, Triandis, 1995)

O érabe ¢ uma lingua semita, proxima do hebraico e do aramaico e ¢ o 5° idioma
mais falado em todo o mundo (Ryding, 2005). Tal como outras linguas, também o 4rabe
tem sofrido grandes transformagdes e existe em mais do que uma variante. Na presente
tese, ndo obstante poderem existir outras, consideramos apenas as variantes principais da
lingua arabe, sendo estas o arabe classico (AC), o arabe formal moderno (AFM) e, as

variantes vernaculares (VA) ou dialetos proprios de cada pais arabe. No estudo das
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amostras emeritenses foram administradas as versdes arabes do PID-5 (Al-Attiyah et al.,
2017), NEO-FFI (Alansari, 1997) e SCL-90-R (Al-Behairy, 1984) traduzidas no chamado
AFM ou arabe standard. Esta versdo deriva do arabe cléssico, ou a lingua do alcorao, e ¢ a
lingua oficial de todos os documentos escritos e a expressao oral formal utilizada em mais
de 26 paises do mundo arabe (Al-Tamimi, 2011; Nations Onine Project, 2015; Ryding,
2005). Cada um destes paises possui a sua lingua mae ou variante vernacular, sendo esta a
forma preferencial na expressao oral da linguagem quotidiana. Assim, o AFM podera ser
considerado como a linguagem literaria e as formas vernaculares como a linguagem
coloquial (Ryding, 2005). Importa salientar ainda que estas diferentes modalidades existem
num continuum, o que significa que um termo pode ser utilizado em ambas as formas
(vernaculares ¢ AFM), ou ser considerado como uma expressao do AFM num determinado
pais e uma forma vernacular noutro, coexistindo no chamado estado de diglossia (duas
linguagens) (Kaye, 2001; Ryding, 2005). Todavia as formas vernaculares ou lingua mae
carecem de um sistema formal de escrita, o que impede a sua utilizacao na traducdo de
questionarios de personalidade (Ryding, 2005). Nesta perspetiva, e tendo em conta que a
linguagem do pensamento e das emogdes ¢ a da lingua mae, uma tradugao fiel de um
inventario de personalidade teria de contemplar as especificidades de cada pais, ou seja
teria de ser traduzido nas formas vernaculares. Dado que isso ndo € possivel, o AFM
apresenta-se como o formato "possivel" tendo em conta o seu cariz unificador permitindo a
comparacdo de resultados com outros estudos lexicais (Ibrahim, 2008). Todavia, mesmo
utilizando o AFM ou variante “unificadora”, ¢ especialmente complexa a tarefa de
encontrar os termos mais adequados para a tradugdo de inventérios de personalidade para a
lingua 4rabe, na medida em que a utilizagdo do método de tradugao-retroversao
(Hambleton, 2001; ITC — Internacional Test Guidelines for Translating and Adapting Tests,

2020), ainda que adequado, ndo garante que o arabe utilizado na tradugdo para uma
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determinada regido seja plenamente percebido nos restantes paises do mundo arabe ou
pelas minorias arabes espalhadas por outros continentes. Neste sentido, sera questionavel
assumir que um instrumento que revela propriedades psicométricas adequadas numa
amostra arabe, seja valido para todas as amostras arabes, sem que para isso existam
evidéncias de invariancia linguistica e cultural (Church, 2011; Van Hemert et al., 2002;

Van de Vijver, 2002).

Esta diversidade linguistica e cultural tem, de alguma forma, limitado a investigagao
na area da traducdo e adaptacao de instrumentos de avaliagdo psicoldgica e, em particular,
da personalidade, no mundo arabe. Em resposta a estas limitagdes, Zeinoun e colaboradores
(2017a) conduziram uma série de estudos em paises do Arabe Levante, com base numa
abordagem psicolexical do AFM, por forma a identificar uma taxonomia da personalidade
semelhante a utilizada na constru¢do do MCF (Costa & McCrae, 1992). O seu estudo
inicial permitiu identificar 167 tragos de personalidade agrupados numa estrutura composta
por seis fatores: a moral, a conscienciosidade, a justi¢a, o relacionamento interpessoal
positivo, a emocionalidade positiva € a dominancia. Estas dimensdes sdo semelhantes as do
modelo HEXACO (Lee & Ashton, 2004) e do MCF (Costa & McCrae, 1992), porém o
fator abertura a experiéncia ndo foi encontrado. Os autores apontaram como possivel
explicagdo, a auséncia de termos na lingua arabe que permitam descrever esta dimensao

(Zeinoun et al., 2017a).

Partindo do estudo inicial, Zeinoun e colaboradores (2017b) procuraram aplicar a
metodologia psicolexical também as formas vernaculares do arabe. Para isso, os autores
recorreram ao designado Arabic Chat ou ad hoc. Esta forma de expressao escrita utiliza
caracteres latinos para reproduzir o som das palavras das diferentes formas vernaculares e
era utilizada para colmatar a auséncia de caracteres arabes nos primeiros telemoveis e

computadores. Assim, utilizando uma entrevista semiestruturada composta por nove
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questdes abertas desenvolvidas com base no South African Personality Inventory (SAPI;
Net et al., 2012) e escritas em Arabic Chat pediram aos participantes que descrevessem
diferentes tipos de pessoas quanto ao modo de pensar, sentir € de se comportar em variadas
situagdes. A analise qualitativa das respostas obtidas permitiu identificar nove dimensdes
de personalidade: bondade, relacionamento social positivo, integridade, humildade vs.
dominancia, conscienciosidade, extroversao, estabilidade emocional, inteligéncia e abertura
a experiéncia. Estas dimensodes foram posteriormente operacionalizadas num inventario de
personalidade de autorresposta, o Arab Personality Inventory (API; Zeinoun et al., 2017b),
composto por 317 itens escritos em arabe vernacular. Os resultados da analise estatistica
deste instrumento permitiram definir uma estrutura composta por sete dimensoes culturais
da personalidade: amabilidade/bondade, honestidade/integridade, inconvencionalidade,
estabilidade emocional, conscienciosidade, extroversao/relacionamento social positivo e
intelecto. A comparagdo desta medida com o International Personality Item Pool
Inventory (IPIP; Goldberg, 1999), uma das poucas medidas dos Big Five validada em arabe
(Abdullatifi, 2005), revelou uma sobreposicao em cinco dos sete fatores, com exce¢do das
dimensdes honestidade/integridade e inconvencionalidade (Zeinoun et al., 2017b). As
conclusdes deste estudo vém confirmar a universalidade do MCF (Costa & McCrae, 1992)

e abrem caminho ao desenvolvimento de estudos semelhantes noutros paises arabes.
1.3 Estudos Transculturais da Personalidade nos EAU

Apesar da sua reconhecida importancia econdmica, geopolitica, cultural e linguistica,
o médio-oriente e, em particular, a cultura emeritense dos Emirados Arabes Unidos parece
ter sido esquecida pela psicologia transcultural. A escassez de estudos e dados empiricamente
validados aliada a limitagdes metodoldgicas, tém condicionado a investigagdo e a pratica
clinica na regido levando a suposigdes acerca do modo como estas pessoas conceptualizam

a doenca mental, expressam o sofrimento psicoldgico e procuram tratamento, as quais nem
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sempre assentam na literatura empirica (Al Damarki & Sayed, 2009). Estas limitagdes
traduzem-se, na pratica, na ado¢do da versao original dos instrumentos (na sua maioria
redigidos em inglés) na avaliagdo psicologica e na generalizacdo aos cerca de 26 paises
arabes, divididos em dois continentes, as poucas tradugdes arabes disponiveis, cujos estudos
de validacao foram realizados apenas em dois ou trés paises especificos da regido. Durante a
nossa pesquisa deparamo-nos com alguns destes obstaculos, nomeadamente quando
procuravamos dados acerca da prevaléncia das PP nos EAU, tendo sido possivel identificar
apenas um unico estudo (EI-Rufai et al., 2002). Por outro lado, para além dos fatores
linguisticos ja referidos, o acesso a literatura cientifica e ao tipo de estudos desenvolvidos
nos paises arabes na area da personalidade estd também condicionado por limitagdes no
acesso a revistas e jornais regionais da especialidade, dado que a maioria da investigagdo ¢
escrita e publicada em revistas arabes, cuja consulta ndo se encontra acessivel através dos
motores de busca e bases de dados académicas (AlKailani et al., 2012). Para além destes
aspetos, alguns autores sugerem que a aplicacdo a culturas nao-ocidentais de modelos e
sistemas de classificagdo desenvolvidos no ocidente, pode constituir uma ameaca a validade

dos estudos transculturais (Kim et al., 2006).

Naquele que seria o primeiro estudo transcultural da personalidade a utilizar
amostras arabes, McCrae e colaboradores (2005) compararam as pontuagdes do NEO -
Inventério de Personalidade Revisto (NEO-PI-R; Costa & McCrae, 1992) em 50 paises
diferentes, entre eles Marrocos, Libano e Kuwait. Neste estudo, os autores aplicaram a
versdo original em inglés do NEO-PI-R a amostra marroquina e a do Libano, e a versao
arabe a amostra do Kuwait. Os resultados obtidos revelaram problemas de ajustamento
“between the assessment instrument and the cultural background and experience of the
sample” (McCrae et al, 2005, p. 559). A analise da consisténcia interna demonstrou

também limitagdes, revelando-se muito baixa na amostra marroquina ¢ adequada na



amostra do Libano e do Kuwait e, por outro lado, a concordancia entre a estrutura fatorial
obtida nestes paises ¢ a da amostra americana foi apenas moderada (McCrae et al., 2005).
Uma possivel explicagdo para estes resultados podera ser a baixa equivaléncia linguistica
(entre amostras arabes e/ou entre as amostras arabes e as dos restantes paises) ou a fraca
concordancia entre os constructos medidos pelo inventario de personalidade e os

constructos relevantes nesses paises (Van de Vijver & Tanzer, 2004).

Efetivamente, o conhecimento da invariancia linguistica e dos construtos de
personalidade relevantes nos paises arabes ¢ ainda muito reduzido para que possamos

extrair conclusdes relevantes (Van de Vijver & Tanzer, 2004).

Mais recentemente, € no que ao PID-5 diz respeito, assistimos a um aumento
significativo do numero de estudos empiricos publicados em revistas internacionais nos
paises do mundo arabe: Tanto quanto se sabe, para além dos artigos que integram a
presente tese e que serdo apresentados no capitulo II, foram ainda publicados quatro
estudos sobre amostras de paises de expressao arabe, desenvolvidos na sua maioria com
estudantes universitarios. Entre estes, o estudo inicial de tradu¢do do PID-5 para a lingua
arabe utilizando uma amostra de 710 estudantes universitarios do Qatar, Kuwait e Bahrain
(Al-Attiyah et al., 2017). Um segundo estudo que adaptou a versdo breve de 25 itens PID-
5-BF (Bach & El Abiddine, 2020) para o arabe argelino, utilizando uma amostra de
estudantes universitarios N = 638). Mais recentemente Aboul e Qonsua (2021)

desenvolveram um estudo de traducdo do PID-5 para arabe do Egipto, com estudantes
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universitarios (N = 845) ao qual se seguiu o de Elsayed (2021). Este ultimo ¢ semelhante ao

de Aboul e Qonsua (2021) e utiliza também o mesmo tipo de amostra (N = 537).

1.4. O Modelo Alternativo das Perturbac¢des da Personalidade do DSM-5
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An important scientific innovation rarely makes its way rapidly winning over and
converting its opponents; it rarely happens that Saul becomes Paul. What does
happen is that its opponents gradually die out and that the growing generation is
familiarized with the idea from the beginning (Max Planck, p.97).

Atualmente, o maior desafio que se coloca a elaboracdo de um sistema de
classificacdo e diagndstico das PP € que seja clinicamente 1til e empiricamente robusto
(e.g., Bach et al., 2020; Newton-Howes et al., 2015). Clinicamente til, do ponto de vista da
facilidade de utilizagdo na pratica clinica; suficientemente claro, para auxiliar na
comunicacdo com o paciente e seus familiares; e informativo no planecamento do tratamento
(First & Gibson, 2004; Mullins-Sweatt & Widiger, 2009). Empiricamente robusto, no
sentido de ultrapassar as conhecidas limitagdes da nosologia categorial (e.g., Clark, 2007,
Krueger & Eaton, 2010; Samuel & Griffin, 2015; Trull & Durrett, 2005), as quais a
abordagem dimensional promete dar resposta (e.g., Krueger & Eaton, 2010; Tyrer, 2012;
Widiger et al., 2009), capaz de demonstrar a natureza dimensional dos tracos que
caracterizam a personalidade normal e patologica, e de clarificar em que medida estes
construtos (enquanto diferencas individuais que se manifestam através de padroes
relativamente estaveis e consistentes de pensamentos, emocdes e comportamentos) sao
universais ou culturalmente especificados (e.g., Allik & McCrae, 2004; Bhugra, 2013; Ruth

& Nikapota, 2002).

Aguardada com grande expectativa, a mais recente edicdo do DSM procurou dar
resposta a alguns destes requisitos e simultaneamente refletir a complexa e heterogénea
realidade das PP através da introducdo de uma perspetiva dimensional na classificagao
destas perturbacdes (APA, 2013). Esta perspetiva integra um vasto corpo de conhecimento
cientifico que tem demonstrado que as PP se relacionam com a estrutura da personalidade

(Clark, 2005; DeYoung et al., 2016; Kotov et al., 2010; Widiger & Trull, 2007; Wright et
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al., 2015), ou seja, que os tragos desadaptativos podem ser conceptualizados como
extremos patologicos dos tracos da personalidade normal, num continuum de caracteristicas
adaptativas e desadaptativas (Tyrer et al., 2015). Por outro lado, dado que as varias PP
podem traduzir manifestagdes estilisticas diferentes dos mesmos tracos de personalidade, a
abordagem dimensional permite explicar a comorbilidade e individualidade destas
perturbagdes (Widiger & Simonsen, 2005). Do mesmo modo, a questdo da heterogeneidade
do sistema categorial pode também ser minimizada através da utilizacdo de dimensdes de
tracos mais homogéneas, traduzindo-se num aumento da sua utilidade clinica (Widiger &

Samuel, 2005).

Outro aspeto relevante, realcado pela perspetiva dimensional de classificacao da
personalidade, ¢ que o padrao de coocorréncia das diferentes perturbagdes mentais parece
estar relacionado com a estrutura de tragos de personalidade (Krueger et al., 2012), isto ¢, o
perfil individual de tragos de personalidade pode explicar a presenga simultanea de uma
perturbagdo da personalidade (PP) (e.g., perturbacdo evitante da personalidade) e de outra

perturbagdo mental (e.g., perturbacdo de ansiedade social).

No entanto, apesar da maioria dos clinicos e investigadores concordar com a adog¢ao
de um sistema nosologico dimensional para as PP (Hopwood et al., 2017; Keely et al.,
2016; Morey et al., 2014), alguns autores colocam ainda algumas reservas a esta transi¢ao
(Shelder et al., 2010; Spitzer et al., 2008; Verheul, 2012). Em particular no que se refere a
perturbagdo estado-limite da personalidade (Amad et al., 2014) e a perturbagdo
esquizotipica da personalidade (Mason, 2014), uma vez que ambas envolvem a presenca de
marcadores genéticos e neurobiologicos que qualitativamente se afastam da normalidade.
Por exemplo, no caso da perturbacgdo esquizotipica da personalidade, a sintomatologia
negativa (Afetividade restrita e Afastamento) podera ser melhor conceptualizada através de

categorias, enquanto a sintomatologia positiva (Desregulagdo cognitiva e percetual e
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crengas ou Experiéncias incomuns), devido a sua natureza, podera ser mais bem descrita
por dimensdes (Mason, 2014). Contudo, Batiaenes e colaboradores (2019) vém refutar esta
posic¢ao e salientar a utilidade clinica dos tragos de personalidade também para discriminar
entre pacientes com e sem perturbagdo psicotica. No estudo em questdo, estes autores
concluiram que os pacientes psicoticos podem ser caracterizados por baixos niveis de
Desprendimento, baixa Afetividade negativa, baixa Desinibicao e elevados niveis de

Psicoticismo.

Apesar destas evidencias empiricas, a APA decidiu ainda manter no DSM-5 a
classificacdo categorial das perturbacdes da personalidade do DSM-IV-TR (APA, 2000),
sendo esta a classificacdo oficial (Secg¢ao II), justificada com base em argumentos ligados a
necessidade de assegurar uma certa continuidade na pratica clinica, caracterizada
fundamentalmente pelo modelo médico categorial, adotado pelo DSM desde a sua primeira
edicao (APA, 1953). Simultaneamente, na Sec¢ao III, dedicada as medidas e modelos
emergentes, ¢ proposto um sistema de classificacdo hibrido, dimensional e categorial, para
o diagnostico destas perturbagdes: o Modelo Alternativo das Perturbacdes da Personalidade
do DSM-5 (MAPP) (APA, 2013). Este modelo, recebeu o nome de alternativo, por ser
defendido pelo Grupo de Trabalho da Personalidade e Perturbacdes da Personalidade do
DSM-5, mas ter sido rejeitado como classificagio oficial, pouco tempo antes da sua
publicacdo, pelo Board of Trustees da APA (para uma descri¢do mais detalhada deste

processo ver Zachar et al., 2016).

O MAPP constitui um sistema simultaneamente tradicional e inovador de
classificagdo e avalia¢do das PPs. Tradicional porque assume o legado dos principais
paradigmas da personalidade e inovador dado que permite realizar diagnodsticos
psiquiatricos e simultaneamente criar perfis psicométricos de personalidade (Waugh et al.,

2017).
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Segundo o MAPP, o diagnostico de PP ¢ feito em funcao de sete critérios dos quais
se destacam a presenga de défices no funcionamento da personalidade (critério A) e de
tragos de personalidade patologicos (critério B). Os défices no funcionamento da
personalidade e a expressao dos tracos de personalidade devem ser inflexiveis e
consistentes em diferentes situagdes (Critério C), estaveis ao longo do tempo (Critério D),
nao mais bem explicados por outra perturbacao mental, condicdo médica geral (e.g.,
traumatismo craniano) ou efeitos fisiologicos do uso de substancias, ou mais bem
entendidos como funcao de um estadio de desenvolvimento ou contexto sociocultural

especifico (Critérios E, F e G, respetivamente) (APA, 2013).

O critério A diz respeito ao nivel de funcionamento da personalidade e refere-se ao
modo como a pessoa se relaciona consigo propria (identidade e autodire¢@o) e com os
outros (empatia e intimidade). Na medida em que as PP se caracterizam por dificuldades
excessivas ao nivel do relacionamento interpessoal e do funcionamento proprio, o critério
A representa a base diagnostica destas perturbacdes. No MAPP, este critério €
operacionalizado pela Level of Personality Functioning Scale (LPFS; Bender et al., 2011)
através da qual o clinico avalia o grau de comprometimento do funcionamento da
personalidade, de acordo com cinco niveis de severidade (0 - Pouco ou nenhum défice a 4 -
Défice extremo). Para o diagnostico de uma PP € necessario pelo menos um nivel moderado
de défice no funcionamento da personalidade; quando mais grave for o défice mais

provavel € que a pessoa tenha mais do que uma PP.

Com o objetivo de melhor estudar o constructo medido pela LPFS (Bender et al.,
2011) desenvolveram-se recentemente algumas versoes em autorrelato, entre elas a
Personality Functioning Scale — Self Report (LPFS-SR; Morey, 2017) composta por 80
itens e que tem recebido crescente suporte empirico (Hopwood et al., 2018; Morey, 2017);

a Level of Personality Functioning Scale Self-Report of Criterion A (LPFS-SRA; Roche et
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al., 2016), que compreende 12 itens extraidos da LPFS original e a Level of Personality
Functioning Scale — Brief Form (LPFS-BF; Hutsebaut et al., 2016) também composta por
12 itens, mas de resposta dicotomica (sim ou ndo), que permite uma avaliagdo rapida da
severidade da patologia da personalidade. Esta medida foi posteriormente melhorada por
Weekers e colaboradores (2019) que desenvolveram a LPFS-BF 2.0. Mais recentemente,
um estudo comparativo da LPFS-SR (Morey, 2017), da LPFS-SRA (Roche et al., 2016) e
da LPFS-BF (Hutsebaut et al., 2016) desenvolvido por Bliton e colaboradores (2022) veio
evidenciar que estas trés medidas possuem qualidades psicométricas adequadas ao nivel da

sua validade estrutural e convergente com outras medidas de avaliagdao da personalidade.

O critério B descreve um conjunto de tracos desaptativos de personalidade que
permitem caracterizar dimensionalmente as manifestagoes estilisticas de seis tipos de
perturbagdes: perturbacao estado-limite da personalidade, perturbagdo obsessivo-
compulsiva da personalidade, perturbagado evitante da personalidade, perturbacao
esquizotipica da personalidade, perturbacao narcisica da personalidade e perturbacao
antissocial da personalidade. Porém, algumas das facetas que caracterizam determinadas
PP, parecem sofrer de falta de especificidade. Por exemplo, Watters e colaboradores (2019)
num estudo de meta-anélise sugerem que a maioria das facetas do sistema de tragos do
MAPP se encontra fortemente associada a perturbacdo estado-limite da personalidade, e
que a faceta Desregulacdo cognitiva e percetual esta mais associada a perturbagdo estado-
limite da personalidade do que a faceta Envolvimento em comportamentos de risco, apesar
desta tltima fazer parte da lista de facetas que definem esta PP no DSM-5. A razido pela
qual se mantiveram estas seis PPs deve-se, por um lado, a sua relevancia clinica e suporte
empirico (e.g. Skodol et al., 2011; Waught et al 2017) e, por outro, ao interesse em manter
uma certa continuidade e familiaridade na pratica clinica, no sentido de facilitar a transi¢ao

para abordagem dimensional por parte dos clinicos (APA, 2013). A possibilidade de



estabelecer um perfil especifico de tracos desadaptativos, para além de contribuir para um
diagnostico mais preciso destas perturbagdes (Appelbaum, 2017; Selbom et al., 2014),
permite também caracterizar os diagndsticos de PPs da Secc¢do I do DSM-5, nao
contemplados no MAPP, a saber as PPs paranoide, esquizoide, histridonica e dependente
(Aluja et al., 2019; Bach et al. 2018; Bastiaens et al., 2016; Few et al., 2013; Fossati et al.,
2013; Nysaeter et al., 2022; Pocnet et al., 2018; Somma et al., 2018). Permite ainda
estabelecer o diagnostico de perturbagdo da personalidade com trago especificado (PP-TE),
que ¢ feito quando existe uma PP mas ndao se cumprem os critérios para uma PP especifica.
Porém, apenas os tragos e ndo as categorias de PP sdo empiricamente derivadas. Assim, o
diagnostico categorial ¢ opcional e pode ser utilizado pelos clinicos durante o processo de

transi¢do para o modelo dimensional.

A presente tese, centrou-se no Critério B, que corresponde a identificagdo de tracos
desadaptativos de personalidade do MAPP avaliados pelo Personality Inventory for the
DSM-5 (PID-5) (Krueger et al., 2012), por conseguinte o nivel de funcionamento da
personalidade, as categorias de PP e os critérios gerais de diagndstico (Critério C a G) ndo

serdao analisados

1.5. O Inventario de Personalidade para o DSM-5 (PID-5)

Em 2012, e pela primeira vez, a APA disponibilizava publica e gratuitamente um
instrumento de avaliacdo da psicopatologia da personalidade, o PID-5 (Krueger et al.,
2012). Esta medida, tem vindo a suscitar um interesse sem precedentes por parte da
comunidade cientifica e ¢ atualmente a medida de tragos desadaptativos de personalidade
mais estudada em todo o mundo (Watters et al., 2019). Trata-se de um extenso inventario
de autorrelato, composto por 220 itens, aos quais se responde numa escala de Likert de

quatro pontos, que varia entre (0 = Muito falso ou muitas vezes falso e 3 = Muito
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verdadeiro ou muitas vezes verdade). Os itens que compoem o PID-5 caracterizam 25
tragcos desadaptativos, ou facetas, nos quais os individuos diferem e que, por sua vez, estao
agrupados em cinco grandes dominios de variabilidade da personalidade: a Afetividade

negativa, o Desprendimento, o Antagonismo, a Desinibi¢ao e o Psicoticismo.

No MAPP o dominio da Afetividade negativa caracteriza-se pela experiéncia
frequente e intensa de emogoes negativas (ansiedade, depressao e preocupagao e/ou raiva) e
das suas manifestagdes comportamentais e interpessoais. Deste dominio fazem parte as
facetas Afetividade restrita, Ansiedade, Depressividade, Hostilidade, Inseguranca de
separa¢ao, Labilidade emocional, Perseveracao, Suspei¢ao ¢ Submissdao. O dominio
Desprendimento, que se traduz por evitamento de interagdes interpessoais, eXpressao
afetiva restrita e anedonia, ¢ composto pelas facetas, Afastamento, Anedonia,
Depressividade, Evitamento da intimidade e Suspei¢do. O dominio Antagonismo, que esta
relacionado com comportamentos que colocam o individuo em conflito com os outros,
como, por exemplo, exagerada valorizagdo de si, antipatia e insensibilidade em relag¢do aos
outros, inclui as facetas: Procura de atencao, Insensibilidade, Falsidade, Grandiosidade,
Manipulacdo e Hostilidade. O dominio Desinibi¢do que diz respeito a procura de uma
gratificagdo imediata, que origina comportamentos impulsivos que ignoram experiéncias
anteriores e/ou consequéncias futuras, compreende as facetas Distratibilidade,
Irresponsabilidade, Impulsividade, Perfecionismo rigido (auséncia de) e Envolvimento em
comportamentos de risco. Por ltimo, o dominio Psicoticismo que envolve comportamentos
e cognigdes estranhas, excéntricas, bizarras e incongruentes com a cultura. Esta dimensao
inclui as facetas Excentricidade, Desregulacdo cognitiva e percetual e Crengas ou

experiéncias incomuns.

O processo inicial de constru¢dao do PID-5 baseou-se no conhecimento e experiéncia

de clinicos e investigadores da personalidade que procuraram identificar as caracteristicas
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mais relevantes das PP e nos modelos da personalidade normal e patoldgica (e.g., Hopwood
et al., 2018; Krueger et al., 2012; DeYoung et al., 2016). Mais do que intencionalmente
replicar modelos ou estruturas pré-existentes, nomeadamente o MCF (Costa & MacCrae,
1992), os autores do PID-5 procuraram captar de forma abrangente o universo da
personalidade patolédgica (Krueger et al., 2012; Suzuki et al., 2015). A analise fatorial das
escalas do PID-5 revelou uma estrutura composta por cinco fatores, ou dominios, que de
acordo com o proprio DSM-5 (APA, 2013) podem ser conceptualizados como variantes
desadaptativas dos tragos de personalidade do conhecido “Big Five” ou MCF (Costa &
MacCrae, 1992). Esta hipotese tem sido confirmada por um grande niimero de estudos que
demonstram uma associa¢do entre a Afetividade negativa e o Neuroticismo, o
Desprendimento e a baixa Extroversdo, o Antagonismo e a baixa Amabilidade e, a
Desinibicao e a baixa Conscienciosidade (e.g., Ashton et al., 2012, Chmielewski et al.,
2014, Crego et al., 2018, Crego & Widiger, 2017, De Fruyt et al., 2013, DeYoung et al.,
2016, Gore & Widiger, 2013, Griffin & Samuel, 2014, Moorman & Samuel, 2018, Pires et
al., 2017; Thomas et al., 2013). No entanto, a associag¢ao entre os dominios Psicoticismo e
Abertura a experiéncia ¢ menos clara e por isso questionavel (e.g., Chmielewski et al.,
2014; Quilty et al., 2013, Sleep et al., 2017; Suzuki et al., 2015, Watson et al., 2013, 2019;
Wright & Simms, 2014). Uma possivel explicagdo para a menor associagdo entre estes dois
dominios podera estar relacionada com a sua natureza conceptual e 0 modo como esta
associacdo ¢ estudada. Isto €, o Psicoticismo, avaliado pelo PID-5, ¢ fundamentalmente um
dominio desadaptativo da personalidade, composto por itens “Sometimes I think someone
else is removing thoughts from my head.” (Item 192), “Sometimes [ feel “controlled” by
thoughts that belong to someone else.” (Item 154), or “Sometimes I can influence other
people just by sending my thoughts to them.” (Item 150) que vao além da excentricidade ou

inconvencionalidade caracteristica da PP esquizotipica, refletindo limites extremos de
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patologia (Widiger & McCabe, 2020). Estes itens estdao incluidos em duas das trés facetas
do dominio Psicoticismo (i.e., Desregulagao cognitiva e percetual e Crengas e experiéncias

incomuns) e caracterizam sintomas de psicopatologia severa (alteragdes do pensamento).

A este proposito Crego e Widiger (2017) desenvolveram um estudo em que
compararam as trés escalas do Psicoticismo do PID-5 (i.e., Desregulagdo cognitiva e
percetual, Crengas ou experiéncias incomuns e Excentricidade) com as trés escalas
correspondentes do Five-Factor Schizotypal Inventory (FFSI; Edmundson et al., 2011) (i.e.,
Ideias aberrantes, Percegdes aberrantes, e Bizarria e excentricidade). Ao contrario do PID-
5, as escalas do FFSI ndo fazem referéncia a alteragdes do pensamento. Para além destas
escalas, o estudo incluiu outras duas escalas de tragos de personalidade: a escala de
Imaginagdo do International Personality Item Pool-NEO (IPIP-NEQO; Goldberg et al.,
2006) e a escala de Inconvencionalidade do Inventory of Personal Characteristics 5 (IPC-5;
Tellegen & Waller, 2008) que medem a Abertura a experiéncia do MCF (Costa &
MacCrae). Os resultados obtidos revelaram uma relagdo de dimensdao média a elevada entre
as trés escalas do FFSI e os tragos de personalidade Imaginacao e Inconvencionalidade,
enquanto as facetas Desregulacdo cognitiva e percetual e Crengas ou experiéncias
incomuns do PID-5 ndo se relacionaram com os tragos do MCF (Costa & McCrae, 1992).
No entanto, a faceta Excentricidade do PID-5, que ndo inclui itens relacionados com sinais
e sintomas do espectro da esquizofrenia, demonstrou uma relacdo de dimensdo média a
elevada com os tragos do MCF (Costa & McCrae, 1992). Através de uma analise fatorial
conjunta das trés escalas de cognigdes e percecdes esquizotipicas do FFSI, das facetas que
compdem o dominio Psicoticismo do PID-5, da escala de Imagina¢do do IPIP e da escala
de Inconvencionalidade do IPC-5, os autores, obtiveram a uma estrutura que agrupou em
fatores destintos as trés facetas do Psicoticismo. Especificamente, a faceta excentricidade

emergiu no fator Abertura — Esquizotipico juntamente com as escalas do FFSI, a escala de
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Imaginacao do IPIP e a de Inconvencionalidade do IPC-5, enquanto que as facetas
Desregulacao cognitiva e percetual e Crengas ou experiéncias incomuns do PID-5,

emergiram num fator distinto (Crego & Widiger, 2017).

Outro aspeto importante para clarificar a relagdo entre a Abertura a experiéncia,
avaliada pelo NEO-FFI, e o Psicoticismo, avaliado pelo PID-5, trata-se do modo como as
subdimensodes que compdem a Abertura a experiéncia (Abertura e Intelecto) se relacionam
com o Psicoticismo. Isto €, o Psicoticismo parece relacionar-se com a Abertura, mas ndo se
relaciona, ou relaciona-se negativamente com o Intelecto (Bain et al., 2019; De Young et
al., 2012, 2014, 2016). A Abertura caracteriza-se sobretudo por interesses artisticos e
estéticos, pela imaginacao e pelas diferengas percetivas individuais. O Intelecto, por outro
lado, esta associado ao convencionalismo intelectual (intellectual security) no que respeita
a integridade do pensamento e da compreensdo humana e a auséncia de crengas ou
preconceitos que conduzam a posicoes extremistas do ponto de vista social, politico e
religioso (Al-Dajah, 2019), a inteligéncia e a interesse por informagao abstrata e semantica
(De Young et al., 2016). Assim, a associacdo positiva entre a Abertura e o Psicoticismo
poderd dever-se a combinacao da tendéncia para detetar e apreciar padrdes inovadores
(Abertura) com a tendéncia para identificar padrdes e conexdes em dados ndo relacionados
(Psicoticismo) (Blain et al., 2019, 2020; De Young et al., 2016). Isto ¢, se considerarmos
que a apofenia ou tendéncia para identificar padrdes e conexdes onde estas ndo existem €
um fator importante na criagdo de crencgas e supersticoes e constitui a base do Psicoticismo,
podemos dizer que este dominio do PID-5 pode ser caracterizado como uma
disfuncionalidade dos mesmos mecanismos que caracterizam a Abertura (De Young et al.,
2012). Ja o Intelecto pode estar negativamente associado ao Psicoticismo na medida em que
a analise logica ajuda a distinguir padroes e conexdes provaveis e reais de conexoes

fantasiosas (De Young et al., 2016). Deste modo, o Intelecto, ainda que amplamente
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revelante para a psicopatologia enquanto fator de protecao para grande parte das formas de
doenca mental (Gale et al., 2010; Zammit et al., 2004), pode nao estar relacionado

especificamente com nenhum trago do PID-5 (De Young et al., 2016).

Para além do MCF (Costa & MacCrae), os dominios do PID-5 apresentam também
fortes semelhancas com todos os cinco dominios descritos no modelo de Harkness (PSY5;
Harkness & McNulty, 1994; Anderson et al., 2013; Krueger & Markon, 2014), assim como
com outras medidas dimensionais da patologia da personalidade tais como o Dimensional
Assessment of Personality Pathology — Basic Questionnaire (DAPP-BQ, Livesley &
Jackson, 2009; Gutiérrez et al., 2019; Van den Broeck, 2013), o Computer Adaptive Test of
Personality Disorder (CAT-PD; Simms et al., 2011), e também medidas de avaliagdo
clinica mais gerais, tais como o Minnesota Multiphasic Personality Inventory 2 —
Restructured Form (MMPI-2-RF; Ben-Porath & Tellegen, 2008; Anderson et al., 2013) e o
Personality Assessment Inventory (PAIL; Anderson et al., 2015; Hopwood et al., 2013,

Rowinski et al., 2019).

Ao longo dos tltimos anos tém surgido outras versdes do PID-5, entre elas: a versao
de 220 itens para jovens entre os 11 e os 17 anos (Krueger et al., 2013); a versdo de
heteroavaliagdo (PID-5-IRF; Markon et al., 2013) composta por 218 itens a preencher por
observadores (familiares, colegas ou especialistas); a versdo breve de 25 itens centrados nos
cinco dominios superiores, para adultos (PID-5-BF-Adult; Krueger et al., 2013) e jovens
entre os 11 e os 17 anos (PID-5-BF-Child Age 11-17; Krueger et al., 2013); a versao breve
que avalia as 25 facetas e cinco dominios com apenas 100 itens (PID-5-SF; Maples et al.,
2015) e, mais recentemente, uma versao de 36 itens (PIDSBF+M; Bach et al., 2020) que
avalia 18 facetas e seis dominios e permite captar os tracos desadaptativos da classificacdo
das PPs do DSM-5 e da CID-11, harmonizando assim os dois sistemas. Para além destas

versdes, € com o objetivo de garantir a autenticidade das respostas obtidas através do PID-5
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em contexto clinico, pode também, aplicar-se a PID-5 Inconsistency Scale (Keeley et al.,
2016), que permite identificar padroes aleatorios de resposta e, a PID-5 Over-reporting
Scale (Sellbom et al., 2018), que capta tentativas deliberadas para exagerar a presenga de
psicopatologia ou falsos positivos, tornando-se especialmente util em situagdes de analise

pericial.

No que respeita aos estudos de traducao, o PID-5 encontra-se disponivel nas mais
diversas linguas, entre as quais se incluem: alemdo (Zimmermann, et al., 2014), arabe (Al-
Attiyah et al., 2017), checo (Riegel et al., 2019), dinamarqués (Bach et al., 2016), espanhol
(Gutiérrez et al., 2017), francés (Roskam et al., 2015), holandés (De Fruyt et al., 2013; De
Clercq et al., 2014), hungaro (Labancz et al., 2020), indonésio (Adhiatma, 2014), italiano
(Fossati et al., 2013), mandarim (Zhang et al., 2021), noruegués (Thimm et al., 2016), persa
(Soraya et al., 2017), polaco (Rowinski et al., 2019), portugués (Pires et al., 2017),
portugués do Brasil (Barchi-Ferreira et al., 2019), romeno (Constantine et al., 2021), russo

(Lozovanu et al., 2019) e sueco (Kajoniu, 2017).

A investigagdo desenvolvida com o PID-5, em particular dos seus parametros
psicométricos e estrutura hierarquica, encontra-se resumida e acessivel através de um
conjunto de artigos de revisdo e meta-analise (Al-Dajani et al., 2016; Bachi-Ferreira &
Osorio, 2020; Krueger & Markon, 2014; Somma et al., 2019; Watters & Bagby, 2018;
Zimmermann et al., 2019). Estes estudos, ndo s6 confirmam a robustez empirica e a
utilidade clinica da medida, mas também a sua convergéncia com outros instrumentos de
avaliacdo da personalidade normal e patologica. Os tragos desadaptativos de personalidade
avaliados pelo PID-5 tém sido ainda associados a outras varidveis clinicamente relevantes
como sejam o planeamento do tratamento (Morey & Benson, 2016), a severidade geral das
PP (Fossati et al., 2016), os défices socio-cognitivos (Fossati et al., 2017b), a presenca de

esquemas desadaptativos (Bach et al., 2015) o alcoolismo (Creswell et al., 2016, Yalch et



27

al., 2019) e o uso de substancias (Cavicchioli et al., 2020; Hashemi et al., 2019; Moraleda-
Barreno et al., 2018; Somma et al., 2017) a agressividade (Somma et al., 2019), a ansiedade
de separagao e evitamento (Fossati et al., 2015; Lim et al., 2018; Rosa-Mendes et al., 2019;
Schimmenti et al., 2019) e até a indicadores de qualidade de vida (Boland et al., 2018; De

Caluwé et al., 2019), entre outros.

De um modo geral, os estudos de precisdo do PID-5 tém revelado excelentes
coeficientes de consisténcia interna, em particular, ao nivel dos cinco dominios superiores ¢
em amostras ocidentais e ndo-ocidentais (Al-Dajani et al., 2016; Bachi-Ferreira & Osorio,
2020). A acompanhar esta tendéncia, também a maioria dos estudos desenvolvidos com o
PID-5 em amostras de paises de expressdo arabe tem vindo a reportar coeficientes de
consisténcia interna aceitaveis (> .70), quer ao nivel das facetas quer ao nivel dos dominios
superiores (Aboul-ata & Qonsua, 2021; Al-Attiyah et al., 2017; Bach & El Abiddine, 2020;
Elsayed, 2021). Embora parte das facetas do PID-5 apresente uma estrutura
unidimensional, alguns estudos apontam para a multidimensionalidade de algumas facetas,
em particular do Envolvimento em comportamentos de risco (Constantin et al., 2020;
Labancz et al., 2020; Riegel et al., 2019), Hostilidade (Zimmermann et al., 2014),
Manipulagdo (Zimmermann et al., 2014), Depressividade, Insensibilidade, Desregulagao
cognitiva e percetual (Roskam et al., 2015), e Labilidade emocional (Bastiaens et al., 2016;

Fossati et al., 2013; Gutierrez et al., 2017; Somma et al., 2017; Zimmermann et al., 2014).

No que se refere a estrutura fatorial, destacamos dois estudos de meta-analise do
PID-5 (Somma et al., 2019; Watters & Bagby, 2018) desenvolvidos com base em mais de
25 amostras, clinicas e ndo clinicas, provenientes de paises ocidentais e ndo ocidentais.
Estes estudos vém confirmar sistematicamente uma estrutura de cinco fatores semelhante a
da amostra original (Krueger et al., 2012) nas diferentes tradugdes, grupos etarios e

nacionalidades. Porém, o niimero de amostras provenientes de paises ndo-ocidentais ¢
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manifestamente reduzido em relacao ao niimero de amostras ocidentais. Por essa razao, os
autores realcam a necessidade de se estudar a estrutura fatorial do PID-5 noutras culturas e

em grupos minoritarios (Somma et al., 2019).

Em relacdo as amostras arabes, a maioria dos estudos replicou a estrutura de cinco
fatores do PID-5 (Aboul-ata & Qonsua, 2021; Al-Attiyah et al., 2017; Bach & El Abiddine,
2020; Elsayed, 2021). A semelhanca dos resultados encontrados com outras populagdes
(e.g., Riegel et al., 2019; Somma et al., 2017), e tal como previsto no MAPP (Krueger et al.
2012), nos estudos das amostras arabes algumas facetas parecem caracterizar mais do que
um dominio. Por exemplo, no estudo de Aboul-ata e Qonsua (2021), 15 das 25 facetas do
PID-5 tém pesos nao negligenciaveis (>.30) em dois ou mais fatores. Por outro lado,
algumas facetas que, de acordo com o0 MAPP, fazem parte de um determinado dominio
parecem caracterizar melhor outros dominios nestas populagdes (Bach & El Abiddine,

2020)

Ainda que a literatura acerca do PID-5, de um modo geral, tenha vindo a demonstrar
a replicabilidade da estrutura fatorial do MAPP nas mais diversas latitudes, este ndo ¢
requisito suficiente para garantir a sua equivaléncia, e, por conseguinte, a sua utilidade na
comparagdo de diferentes populagdes ou grupos. A analise da equivaléncia de um
instrumento ¢ habitualmente feita através do estudo da invariancia, um procedimento
estatistico composto por diversos tipos, cada vez mais exigentes, de precisdo (Byrne, 2016;
Van de Vijver & Tanger, 2004). Tomando como exemplo o dominio Antagonismo do PID-
5, para que possamos realizar comparagdes entre dois grupos distintos, € necessario
verificar que 1) as facetas que definem este dominio sejam as mesmas nos dois grupos
(invariancia configuracional); 2) que o peso fatorial de cada faceta na definicdo do dominio
Antagonismo, que revela a relagdo entre as facetas e o respetivo dominio, ¢ idéntico em

ambos os grupos (invariancia métrica); e por ultimo, 3) que o intercepto de cada faceta no
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dominio ¢ o mesmo nos dois grupos (invariancia escalar) (Chen, 2008; Scholten et al.,
2017). Em suma, concluir pela invariancia do dominio Antagonismo significa que os
valores obtidos neste dominio medem o mesmo nos diferentes grupos. Deste modo, e
apesar da maior parte dos estudos confirmar apenas as invariancias configuracional e
métrica do PID-5 em diferentes grupos (e.g., Somma et al., 2019; Watters & Bagby, 2018),
para que possamos interpretar ou extrair conclusdes validas acerca das comparagdes entre

os grupos ¢ ainda necessario demostrar a sua invariincia escalar.

A invariancia do PID-5 tem sido demonstrada no que respeita a idade (Debas et al.,
2018), sexo (Suzuki et al., 2019) e utilidade clinica (Bach et al., 2018), no entanto e tanto
quanto sabemos, apenas trés estudos analisaram a invariancia do PID-5 comparando grupos
culturalmente distintos. Thimm e colaboradores (2016) estudaram a invariancia da versao
norueguesa do PID-5, comparando amostras emparelhadas de estudantes universitarios da
populagdo norueguesa e estadunidense. Este estudo veio demonstrar a equivaléncia entre a
tradugdo norueguesa do PID-5 e o teste original, legitimando comparagdes entre as duas
amostras na maioria das facetas e dominios do PID-5, com excec¢do das facetas
Manipulagdo e Distratibilidade que se revelaram ndo-invariantes. Sorrel e colaboradores
(2021) estudaram a invariancia do PID-5 numa amostra de 4380 participantes de paises
europeus (Bélgica, Catalunha, Franca, Espanha e Suiga), utilizando as respetivas
adaptagdes do instrumento. Os autores confirmaram a invariancia configuracional e métrica
do PID-5, embora a invariancia escalar tenha sido apenas parcialmente validada. Por
ultimo, Bagby e colaboradores (2022) estudaram a invariancia do PID-5 em diferentes
grupos raciais de estudantes universitarios dos EUA (estadunidenses afro-americanos e
estadunidenses caucasianos). Os resultados deste estudo salientam a pouca utilidade do

PID-5 na avaliagdo do grupo de estudantes estadunidenses afro-americanos, dada a
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auséncia de invariancia configuracional neste grupo, uma vez que a estrutura de cinco

fatores do PID-5 nao foi replicada.

Atendendo a estas consideracdes, € ainda que os estudos acima referidos apontem
para a invariancia do PID-5 em paises ocidentais, ¢ igualmente necessario estender esta
analise a paises ndo-ocidentais e a grupos minoritarios, de forma a assegurar a equivaléncia
transcultural deste promissor instrumento para a comparacao de amostras culturalmente

distintas.
2. Desenho de Investigacao

Ao longo deste capitulo procuramos descrever e refletir acerca dos aspetos mais
relevantes da literatura sobre o PID-5 e das caracteristicas culturais da populagao que serviu
de base a presente tese. Nesta andlise, identificamos limitacdes e caminhos de investigacao
que estimularam o nosso interesse pela validacdo do PID-5 num pais e numa cultura ainda
pouco estudada, a populacdo emeritense, € nos motivaram a aferir se os tragos de
personalidade propostos no MAPP do DSM-5 sdo fundamentalmente universais ou
culturalmente especificados. Para este efeito, realizamos trés estudos quantitativos
desenvolvidos com base em metodologias estatisticas que seguem as recomendacdes
internacionais para a validagdo de testes psicologicos (ITC — Internacional Test Guidelines
for Translating and Adapting Tests, 2018; Hambleton, 2001; Van de Vijver & Hambleton,

1996):

Estudo 1 - Arabic version of the Personality Inventory for the DSM-5 (PID-5) in a

community sample of United Arab Emirates Nationals.

Estudo 2 - The Arabic Version of the Personality Inventory for the DSM-5 (PID-5)

in a Clinical Sample of United Arab Emirates (UAE) Nationals.
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Estudo 3 - Cross-cultural Study of the Personality Inventory for the DSM-5 (PID-5)
across the Portuguese and the United Arab Emirates (UAE) Community and Clinical

Populations.
Estes estudos tém os seguintes objetivos (gerais e especificos) e hipoteses:

Objetivo Geral 1: Validar a versao arabe do PID-5 (Al-Attiyah et al., 2017) nos

EAU, numa amostra da comunidade ¢ numa amostra clinica.

Objetivos Especificos: 1.1. Analisar descritivamente os resultados do PID-5
nos EAU e sua comparagao com os resultados obtidos no Qatar, Kuwait e
Bahrein e nos EUA; 1.2. Estudar a precisdo (consisténcia interna e
estabilidade temporal) do PID-5 nos EAU; 1.3. Estudar a validade
convergente do PID-5 com o NEO-FFI e o SCL-90-R nos EAU; 1.4. Estudar
a validade fatorial do PID-5 nos EAU; 1.5. Estudar a capacidade

discriminativa do PID-5 em relagdo a populagdo geral e a populagao clinica.
Hipoteses:

HI1.1: Espera-se que ndo se verifiquem diferencas significativas entre os resultados

do PID-5 nos EAU, no Qatar, Kuwait e Bahrein e nos EUA;

H1.2: Espera-se que os indicadores de precisdo do PID-5 nos EAU garantam a

fiabilidade da medida;

H1.3.1: Espera-se que o padrao de relagdes entre o PID-5 e o NEO-FFI na amostra
comunitaria dos EAU confirme as relagdes tedricas e empiricas que a literatura e a
investigagdo mostram existir entre o MAPP e o FFM, operacionalizados

respetivamente pelo PID-5 e pelo NEO-FFI;
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H1.3.2: Espera-se que o padrao de relagdes entre o PID-5 e o SCL-90-R na amostra
clinica dos EAU confirme as relagdes tedricas e empiricas que a literatura e a

investigacao mostram existir entre personalidade e perturbagdes clinicas;

H1.4.1: Espera-se que a estrutura fatorial do PID-5 na amostra comunitaria dos EAU
confirme a solucao de cinco fatores encontrada na maioria da investigagao com o

PID-5;

H1.4.2: Espera-se que a estrutura fatorial do PID-5 na amostra clinica dos EAU
confirme a solu¢do de cinco fatores encontrada na maioria da investigagdo com o

PID-5;

H1.5: Espera-se que a amostra clinica dos EAU apresente resultados mais elevados
nas facetas e dominios do PID-5 comparativamente com a amostra comunitaria dos

EAU.

Objetivo Geral 2: Comparar transculturalmente amostras comunitarias e clinicas dos

EAU e de Portugal através do PID-5.
Objetivos Especificos:

2.1. Estudar a invariancia do PID-5 em amostras emparelhadas, clinicas e ndo-

clinicas, da populagdo emeritense e portuguesa;

2.2. Comparar os perfis médios de tracos de personalidade do PID-5 em amostras

clinicas e ndo-clinicas da populag¢do emeritense e portuguesa.
Hipoteses:

H2.1.1: Espera-se que as facetas e dominios do PID-5 sejam invariantes nas

amostras comunitarias da populagdo emeritense e portuguesa;
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H2.1.2: Espera-se que as facetas ¢ dominios do PID-5 sejam invariantes nas

amostras clinicas da populacao emeritense e portuguesa;

H.2.2.1: Espera-se que existam diferengas nos perfis médios de personalidade
do PID-5 nas amostras comunitarias da populacdo emeritense e portuguesa

passiveis de serem atribuidas a diferencas culturais entre os dois paises;

H.2.2.2: Espera-se que existam diferengas nos perfis médios de personalidade
do PID-5 nas amostras clinicas da populacdo emeritense e portuguesa

passiveis de serem atribuidas a diferencas culturais entre os dois paises.

Objetivo Geral 3: Dotar os EAU de um instrumento de avaliagdo de tracos
desadaptativos de personalidade preciso e valido, que para além de auxiliar no diagnostico
das perturbagdes da personalidade, ¢ 1util no planesamento do tratamento e também na

avaliacdo das intervengoes.

Objetivo Geral 4: Contribuir para o alargamento dos estudos acerca do PID-5 e o
MAPP, que nas ultimas décadas se tem realizado em paises ocidentais, a culturais e paises

ndo-ocidentais.

O Estudo 1 permitiu dar resposta aos objetivos gerais 1, 3 e 4, e aos objetivos
especificos 1.1, 1.2, 1.3 e 1.4, bem como testar as hipoteses 1.1, 1.2, 1.3.1 e 1.4.1. Por sua
vez, o Estudo 2 para além de responder aos objetivos gerais 1, 3 e 4, possibilitou estudar
também os objetivos especificos 1.1, 1.2, 1.3, 1.4, e 1.5 e testar as hipoteses 1.3.2, 1.4.2,
1.5. Por tltimo, o Estudo 3 abordou os quatro objetivos gerais, e ainda os objetivos
especificos 1.1,1.2, 2.1 e 2.2. Através deste terceiro estudo as hipdteses 1.2, 2.1.1, 2.1.2,

2.2.1,2.2.2 foram testadas.

2.1 Participantes e Recolha da Amostra
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Os trés estudos sao baseados em amostras sobrepostas, mas diferentes no que
respeita a dimensao e distribuicao dos participantes. Nesta sec¢ao sdo apresentadas as
caracteristicas e os procedimentos de recolha de dados proprios de cada um dos estudos. A
recolha da amostra comunitaria contou com o apoio de um grupo de assistentes de
investigacao emeritenses composto por alunos do curso de psicologia da Zayed University
(campus do Dubai e do Abu Dhabi), que tinham completado o grau de licenciatura. A
necessidade de recorrer a assistentes de investigacdo da propria instituicdo deveu-se as
politicas muito restritivas de seguranca da Zayed University no acesso aos alunos por
elementos exteriores a universidade, mesmo para a recolha de dados para estudos

cientificos.

Foi possivel obter um total de 1090 participantes, na sua maioria (88%) estudantes
universitarios (dos cursos de relagdes internacionais, psicologia, gestdo e educacao), e
elementos da populacao geral (12%), maioritariamente do sexo feminino (89.5% mulheres
e 10.5% homens), de nacionalidade emeritense, a residir no pais, com um grau de
escolaridade igual ou superior ao ensino primario € com idade compreendida entre os 18 e
os 57 anos (M =22.44, DP = 6.63). O predominio de mulheres face aos homens, deve-se
por um lado a uma participacao mais ativa das mulheres dos EAU neste tipo de estudos, e
por outro, ao predominio das mulheres na populagdo universitaria, ja que grande numero de
estudantes emeritenses do sexo masculino opta por estudar no estrangeiro. Os participantes
foram informados dos objetivos do Estudo 1, através dos assistentes de investigagdo, que
durante o periodo de aulas e com autorizacao dos docentes dos respetivos cursos,
abordaram as diferentes turmas. Aqueles que aceitaram voluntariamente participar no
estudo foi ainda pedido que posteriormente trouxessem dois questiondrios de familiares e
amigos (de um homem e de uma mulher com idade superior a 30 anos). Importa ainda

salientar que, no Estudo 1, 28 participantes responderam ao protocolo de investigacao em
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duas ocasides distintas (com um intervalo de quatro semanas), o que nos permitiu estudar a
estabilidade temporal teste-reteste do PID-5. O emparelhamento dos dados recolhidos

realizou-se através de um codigo distribuido aos participantes na primeira sessao.

Todos os participantes assinaram o consentimento informado, o qual dava conta dos
objetivos e relevancia do estudo, garantia o anonimato, a possibilidade de desistir a
qualquer momento da aplicagdo, e que os dados recolhidos seriam usados exclusivamente
em estudos cientificos. As sessdes de recolha de dados dos estudantes universitarios
tiveram lugar coletivamente nas instalagdes da Zayed University e no periodo de abril a

setembro de 2019.

Com base nesta amostra extraimos trés subamostras. A primeira, composta por 156
participantes, homens (37.2%) e mulheres (62.8%), com idade compreendida entre os 18 e
os 57 anos (M = 31.43, DP = 9.52), que permitiu desenvolver o Estudo 2, através do seu
emparelhamento (com base no género e idade) com uma amostra clinica da populacao
emeritense. A segunda, composta por 300 participantes, também maioritariamente
composta por mulheres (80%) e com limites de idade semelhantes (18 e 57 anos, M =
27.95, DP = 10.9) possibilitou a realiza¢cdo do Estudo 3, através do seu emparelhamento

com uma subamostra da populagdo portuguesa.

No que concerne a amostra clinica do Estudo 2, o recrutamento dos participantes
teve lugar em trés instituicdes de satide mental dos EAU, o hospital psiquiatrico A/ Amal, o
National Rehabilitation Center e o departamento de psiquiatria do Rashid Hospital. A
sele¢do dos participantes foi feita pelos clinicos, através do seu parecer médico e/ou dos
registos hospitalares dos pacientes que, no momento, recebiam tratamento psiquiatrico,
quer em regime de ambulatorio, quer em internamento nas referidas instituigdes. O

diagndstico dos participantes foi efetuado com base no DSM-5. A amostra clinica incluiu



pacientes de ambos 0s sexos que cumpriam critérios para pelo menos uma perturbagao
mental do DSM-5, com 18 ou mais anos, de nacionalidade emeritense, a viver nos EAU e
que tinham completado pelo menos o ensino primario. Foram excluidos todos aqueles que
sofriam de deficiéncia intelectual, esquizofrenia/perturbacao esquizoafetiva e/ou
perturbagdes neuro-cognitivas. Os pacientes, previamente selecionados pelos clinicos,
foram convidados a participar no estudo no final das consultas de seguimento ou de alta
médica, nas quais receberam informacao acerca da natureza e objetivos do estudo, bem
como da confidencialidade dos dados recolhidos. Tendo em conta a extensao do protocolo
de investiga¢do (aproximadamente uma hora), de acordo com a disponibilidade dos
pacientes, foram agendadas as sessdes necessarias para o preenchimento do protocolo. A
participacao no estudo foi voluntaria e todos os pacientes assinaram o consentimento
informado. De modo a tentar garantir que a condicao clinica dos pacientes era
tendencialmente equivalente (i.e., que os pacientes estavam em fases de evolucdo e de
controlo da doenga equiparaveis), os pacientes internados foram convidados a participar no
estudo, apenas quando estavam prestes a receber alta médica. Assim, recolhemos uma
amostra clinica composta por 156 pacientes, com idades compreendidas entre os 18 e 0s 61
anos (M =31.38, DP = 8.99), que inclui homens (37.8%) e mulheres (62.2%), na sua
maioria diagnosticados com perturbagdes relacionadas com substancias e perturbacdes
aditivas (35.3%), perturbacdes da ansiedade (21.8%), perturbacdes depressivas (14.7%) e
perturbagdes bipolares e perturbagdes relacionadas (14.7%). Cerca de 76.9% apresentavam
pelo menos uma comorbilidade, sobretudo perturbagdes depressivas (16.6%), perturbagdes
da personalidade (6.6%) e perturbacdes obsessivo-compulsivas e perturbagdes relacionadas

(2.5%). A recolha de dados decorreu no periodo de maio a setembro de 2019.

Desta amostra clinica emeritense foi subsequentemente extraida uma subamostra,

ligeiramente mais pequena, composta por 150 pacientes, que foi posteriormente

36
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emparelhada com uma amostra clinica portuguesa (com base no diagndstico), € que nos

permitiu realizar o Estudo 3.

As amostras portuguesas, comunitarias e clinicas, utilizadas neste doutoramento sao
também subamostras extraidas dos estudos de validagdo do PID-5 na populacao portuguesa

e encontram-se descritas em Pires et al. (2017, 2019).

2.2 Instrumentos

O protocolo de investigacdo utilizado nos estudos que desenvolvemos incluiu o
consentimento informado, o questiondrio sociodemografico, a versdo arabe do PID-5, a

versdo arabe do NEO-FFI (Estudo 1) ou a versao arabe do SCL-90-R (Estudo 2).

2.2.1. Questionario Sociodemografico

O questionario sociodemografico compreendeu questdes relativas a nacionalidade,
género, idade, estatuto laboral, profissdo, estado civil, religido, nivel de escolaridade,
situacdo socioecondmica, com quem vive, se tem filhos, se sofre de alguma doenga fisica

ou mental e como considera o seu estado de saude atual.

2.2.2 Personality Inventory for the DSM-5 (Krueger et al., 2012; versao arabe de

Al-Attiyah et al., 2017)

Os tragos desadaptativos de personalidade do MAPP (APA, 2014) foram medidos
através da versdo arabe do PID-5 de Al-Attiyah e al. (2017). A autorizacao para utilizar
esta versao nos estudos desenvolvidos nos EAU, e que suportam empiricamente este
trabalho, foi solicitada aos autores, tendo sido por estes concedida. De acordo com os
resultados obtidos no estudo de adaptacgao, esta versao do PID-5 revelou coeficientes
moderados a bons de consisténcia interna, medidos através do alpha de Cronbach, tanto ao

nivel das facetas (entre .70 em Manipulacdo e .93 em Procura de atengdo), como ao nivel



38

dos dominios (entre .92 em Antagonismo e .96 em Desprendimento). Os autores
confirmaram ainda uma estrutura fatorial composta por cinco fatores semelhante a do PID-

5 original.

Esta traducdo do PID-5, tal como referimos anteriormente, foi estudada numa
amostra composta por 710 estudantes universitarios do Qatar, Kuwait e Bahrain. Ainda que
estes paises sejam muito proximos dos EAU, tanto do ponto de vista cultural como da
partilha da lingua oficial, estas convergéncias ndo sdo suficientes para garantir a validade e
utilidade clinica da medida na populagao emeritense. Desde logo, por a amostra incluir
estudantes universitarios, pelas especificidades da lingua arabe (como tivemos
oportunidade de clarificar ao longo deste trabalho), mas sobretudo, pela auséncia de dados
da populagdo clinica, para a qual o PID-5 foi desenvolvido. Do ponto de vista transcultural,
os autores nao desenvolveram estudos de equivaléncia ou invaridncia da medida nos trés

paises arabes onde a medida foi validada.

A caracterizacdao do PID-5 relativamente ao nimero de itens, variaveis medidas,
escala de resposta, idades de aplicacdo e qualidades psicométricas encontra-se no ponto 1.5.

(pag. 20) deste capitulo.

2.2.3 NEO-Five Factor Inventory (NEO-FFI; Costa & McCrae, 1992; versao

arabe de Alansari, 1997).

O NEO-FFI é uma medida de autorrelato de avaliagcao dos cinco dominios da
personalidade normal do MCF (Costa & McCrae, 1992), Neuroticismo, Extroversao,
Abertura a experiéncia, Amabilidade e Conscienciosidade. Este instrumento ¢ composto
por 60 itens aos quais se responde numa escala de Likert de quatro pontos, que varia entre
(0 =discordo fortemente e 4 = concordo fortemente). Na amostra emeritense, a versao

arabe do NEO-FFI apresentou indicadores de fiabilidade moderados a bons, com
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coeficientes de consisténcia interna compreendidos entre .65 (Abertura a experiéncia) e .85
(Neuroticismo), semelhantes aos obtidos com a amostra original dos EUA (entre .68 ¢ .86)

(Costa & McCrae, 1992).

2.2.4 A Sympom Checklist 90 — Revised (SCL-90-R; Derrogatis, 1977; versao

arabe de Al-Behairy, 1984.

O SCL-90-R ¢ um questionario de autorrelato que avalia a presenga de sintomas
psicopatoldgicos. E composto por 90 itens aos quais se responde numa escala de Likert de
cinco pontos, que varia entre (0 = Nunca ¢ 4 = Extremamente). Propde-se aos participantes
que respondam a prova assinalando o grau em que se sentiram afetados por cada um dos
sintomas no decorrer dos ultimos dois meses. Este instrumento € composto por nove
escalas principais e sete itens que correspondem a escalas adicionais. Os principais
construtos avaliados sdo a Ansiedade, Ansiedade Fobica, Depressao, Hostilidade, Ideacao
Paranoide, Obsessdes e Compulsdes, Psicoticismo, Sensibilidade Interpessoal e
Somatizacao. Na amostra emeritense, o inventario revelou valores de consisténcia interna
(alpha de Cronbach) adequados, que variaram entre .77 na escala de Ansiedade Fobica e
.90 na escala de Depressao, porém ligeiramente inferiores aos obtidos no estudo original do

instrumento, entre .84 e .90 (Derrogatis, 1977).
2.3 Procedimentos Estatisticos

A anadlise estatistica dos estudos que sustentam a presente tese foi conduzida através
dos programas de andlise estatistica IBM SPSS Statistics (v.26, SPSS Inc., Chicago, IL) e
do IMINCE (Lorenzo-Seva & Ferrando, 2003). Realizada a caracterizacdo das varias
amostras do estudo, iniciou-se o estudo da fiabilidade, no qual a consisténcia interna do
PID-5 foi analisada através do coeficiente alpha de Cronbach. A consisténcia interna de um

instrumento considera-se inaceitavel se a < .50, baixa se .50 < a < .60, questionavel se .60
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<a<.70, aceitavel se .70 < a < .80, boa se .80 < a < .90 e excelente se a > .90 (Cronbach,
1951). Relativamente a estabilidade teste-reteste, esta foi avaliada pelos coeficientes de
correlagdo de Pearson ou ordinal de Spearman consoante a distribui¢do das variaveis em

causa. Estes coeficientes, de Pearson ou de Spearman permitiram ainda estudar a validade

convergente do PID-5 com o NEO-FFI e a SCL-90-R.

A analise da normalidade da distribuicao das diversas variaveis em estudo foi
realizada de acordo com os seguintes critérios: coeficientes de assimetria e de curtose,
Teste de ajustamento de Kolmogorov-Smirnov (N > 50) e as representagdes graficas Q-Q-
plots. Nos casos em que as variaveis em analise apresentaram uma distribui¢do normal,
utilizdmos o Teste de igualdade de valores médios para amostras independentes (ou para
amostras emparelhadas) e a medida de dimensao do efeito d de Cohen, que nos permitiu
avaliar a dimensao do efeito na comparagdo das respostas médias ao PID-5. Deste modo, o
efeito € considerado pequeno quando d < 0.20, médio quando 0.20 <d < 0.50, grande
quando 0.50 <d < 1.0 e muito grande quando d > 1.0 (Cohen, 1988 citado por Marroco,
2010). Por outro lado, quando a distribui¢ao das variaveis em estudo se revelou ndo-normal
ou se verificou existir heterogeneidade de variancias, aplicou-se o Teste de Wilcoxon para
amostras emparelhadas (ou o Teste de Mann-Whithney para amostras independentes) e a
dimenséo do efeito na comparagdo dos resultados foi estudada pela medida » = z/AN, sendo
N o numero de pares ndo empatados e z a estatistica do teste ndo paramétrico. Este efeito
considera-se pequeno se .10 < r <.30, médio se .30 <r <.50 e grande quando r >.50

(Rosenthal, 1991, 1994).

Tendo em conta as variagdes culturais, alguns tragos tendem a apresentar
cruzamento dos pesos fatoriais, ocasionando desvios em relagdo a estrutura fatorial
original. Assim, seguindo as indica¢des dos autores (Krueger et al., 2012), estudamos a

estrutura fatorial do PID-5 nos EAU através da Analise Fatorial Exploratéria (AFE),
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utilizando uma rotagdo obliqua Equamax e os seguintes critérios de extragdo e interpretacao
dos fatores: o critério de Kaiser (Yemons & Golder, 1982), o método de Velicer (Velincer,
1976; Velincer & Jackson, 1990) baseado nas correlagdes minimas parciais (MAP) e o

método de Analise Paralela (PA) (Horn, 1965).

Relativamente ao estudo da invariancia, escolhemos um software especifico e
gratuito, o IMINCE (Lorenzo-Seva & Ferrando, 2003), que utiliza uma metodologia de
Exploratory Structural Equation Modeling (ESEM) combinando as caracteristicas de uma
Andalise Fatorial Exploratoria (AFE) com as da Andlise Fatorial Confirmatoéria (AFC).
Atualmente, muitos investigadores, destacam o interesse da abordagem exploratéria quando
se dispdoem de amostras de grande dimensdo que levam frequentemente a que os softwares
de AFC ndo convirjam para uma solugdo e, ndo menos importante, estes modelos adotam
uma abordagem em que cada item tem peso fatorial ndo nulo apenas num unico fator, o que
nao corresponde a realidade das aplicagdes praticas, particularmente em estudos na area da
personalidade. No IMINCE, os testes de significancia estatistica para avaliar a invariancia,
que os modelos confirmatorios permitem, obtém-se recorrendo as técnicas de
reamostragem Bootstrap. Este software possui ainda a vantagem adicional de permitir a
realizagdo de analises fatoriais usando correlagdes policoricas ou tetracoricas,
verdadeiramente adequadas para respostas a itens com resposta em escalas de Likert ou

itens dicotdmicos (Lorenzo-Seva & Ferrando, 2003).
2.4. Etica

Os trés estudos que compdem a presente tese foram revistos e aprovados pela
Comissao Deontologica da Faculdade de Psicologia da Universidade de Lisboa, pelo
Comité de Etica e Investigagio da Zayed University, pelo Dubai Scientific Research Ethics

Commitee e pelo Comité de Etica do Ministério da Saude e da Prevengio dos Emirados
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Arabes Unidos. Estes estudos foram financiados através do Provost’s Research Fellowship
Award com o numero R1811. O Estudo 3 foi financiado pela FCT — Fundagao para a
Ciéncia e Tecnologia através do Research Center for Psychological Science of the Faculty

of Psychology, University of Lisbon (UIDB/04527/2020).
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Estudo 1: The Arabic version of the Personality Inventory for the DSM-5 (PID-5) in a

community sample of United Arab Emirates nationals!

Abstract
Background: Section III of the Diagnostic and Statistical Manual of Mental Disorders
(DSM-5) proposes a model for conceptualizing personality disorders in which they are
characterized by impairments in personality functioning and maladaptive personality traits.
The Personality Inventory for DSM-5 (PID-5) is a self-report measure that assesses the
presence and severity of these maladaptive personality traits.
Objective: The current study examined the reliability and validity of the Arabic version of
the Personality Inventory for DSM-5 (PID-5) to measure maladaptive personality traits in the
Emirati population of the United Arab Emirates.
Method: The Arabic version of the PID-5 was administered to a community sample of 1,090
United Arab Emirates nationals (89.5% female and 10.5% male, Mg = 22.44 years old). The
descriptive measures, internal consistency, test-retest reliability, convergent validity with
NEO-Five Factor Inventory, as well as PID-5’s factor structure, were all addressed.
Results: The PID-5 facets and domains mean scores were higher in the Emirati sample
compared to the original US sample. Internal consistent of the PID-5 scales was acceptable
to high and test-retest coefficients ranged from .84 (facets) to .87 (domains). As expected,
the five domains of the Arabic version of the PID-5 correlated significantly with all Five-
Factor Model domains of personality. Additionally, the Arabic version of the PID-5
confirmed a five-factor structure that resembles the PID-5 domains.
Conclusion: The findings of this study provided initial support for the use of the Arabic
version of the PID-5 to assess maladaptive personality traits in the Emirati population of the

United Arab Emirates.
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Introduction

The Diagnostic and Statistical Manual of Mental Disorders (APA) and the
International Classification of Mental and Behavioural Disorders (WHO) are currently
shifting towards a more evidence-based dimensional conceptualization of Personality
Disorders (PD), as the traditional categorical paradigm has proven to be conceptual and
empirically problematic (Krueger & Markon, 2014; Tyrer et al., 2015) with limited clinical
utility (Hopwood et al., 2018). This has resulted in many patients being undiagnosed,
receiving multiple personality disorder diagnoses, or, most commonly, diagnosed with a
PD not otherwise specified (APA, 2000).

A reflection of this was the inclusion of the Alternative DSM-5 Model for
Personality Disorders (AMPD) in Section III of the DSM-5 (APA, 2000) and more than
200 publications on its main diagnose criteria: the assessment of impairment in personality
function (Criterion A) and the presence of maladaptive personality traits (Criterion B), that
followed its publication. The primary measure for the assessment of the AMPD (APA,
2013) maladaptive traits is provided by The Personality Inventory for the DSM-5 (PID-5)
(Krueger et al., 2012), which is a self-rated inventory that characterizes 25 trait facets
organized into five high order domains of personality variation (Negative Affectivity,
Detachment, Antagonism, Disinhibition and Psychoticism).

The PID-5 psychometric properties have been extensively examined and review
studies have consistently shown that it is a reliable measure with internal consistency
coefficients ranging from acceptable at the trait facets level to high at the domain trait level
(Al-Dajani et al., 2016), and with the ability to capture individual differences that were
stable for four weeks up to four months intervals (Pires et al., 2017; Zimmermann et al.,
2017). Furthermore, in regards to its factor structure, the PID-5 has confirmed a five-factor

structure similar to the Five Factor Model (FFM), both in clinical and non-clinical studies
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and across different countries (Somma et al., 2019). However, researchers have also
reported that the loading pattern of some trait facets appeared to deviate from the model,
such as Suspiciousness that belongs to the Detachment domain, but more often loaded in
Negative affectivity, or Hostility that belongs to domain Negative affectivity but frequently
loaded in the Antagonism domain (Watters et al., 2019).

The PID-5 facets and domains have conceptually and meaningfully converged with
other established measures of personality and personality pathology (Crego et al., 2018;
Hopwood et al., 2013; Sellbom et al., 2013), including The Personality Inventory for the
ICD-11 (Oltmanns & Widiger, 2018). Also, a vast body of research has conceptualized the
PID-5 trait domains as mal-adaptive extensions of the general personality traits and
supports the continuum between adaptive and maladaptive personality trait models
(DeYoung et al., 2016; Helle et al., 2017), established by the association between Negative
affectivity with Neuroticism, Detachment with Extraversion, Antagonism with
Agreeableness and Disinhibition with Consciousness. The relation between Psychoticism
and Openness is less clear and debatable (Sleep et al., 2018).

Additionally, the PID-5 has proven its ability to capture the DSM-5 Section II PDs
categories and symptoms (Bach et al., 2018), and other studies claimed its utility for
treatment planning (Morey et al., 2016), as well as in predicting psychosocial impairment
(Simms & Calabrese, 2016).

The PID-5 has been translated into different languages and cultures and can be
found in Arabic (Al-Attiyah et al., 2017), Czech (Riegel et al., 2019), Danish (Bach et
al.,2016), Dutch (Bastiaens et al., 2016), French (Roskam et al., 2015), German
(Zimmermann, et al., 2014), Indonesian (Adhiatma, et al., 2014), Italian (Fossati et al.,
2013), Norwegian (Thimm et al., 2016), Persian (Soraya et al., 2017), Polish (Rowinski et

al., 2019, Portuguese (Pires et al., 2017), Brazilian-Portuguese (Barchi-Ferreira et al.,
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2019), Russian (Lozavanu et al., 2019), Spanish ( Gutiérrez et al., 2017), and Swedish
(Kajoniu, 2017).

The translation study of the Arabic PID-5 (Al-Attiyah et al., 2017) was conducted
with college students in three Middle East countries (Bahrain, Kuwait, and Qatar) and is
written in Modern Standard Arabic (MSA), which is the formal written expression used in
the literature as well as in the translation of psychological tests, common to all the Arabic
speaking countries (Al-Tamimi, 2011; Ryding, 2005). However, the Arabic language is a
diglossic language (Ibraim, 2008) that beyond the MSA, derived from the Classic Arabic, is
also comprised of colloquial forms used to orally communicate ideas, feelings, and
emotions, but for which there is no written form of expression, resulting in the inability to
use it in the translation of psychological tools. The MSA, although useful as a standard
form of the Arabic language, carries some limitations such as the use of outdated terms that
are no longer used colloquially and some MSA words might have different meanings across
countries (Ibraim, 2008; Zeinoun et al., 2017). In a recent lexical study on personality traits,
using the MSA in the Arab Levant, the authors reported an underrepresentation of terms to
describe some dimensions of general personality, such as Openness (Zeinoun et al., 2018),
which is related with Fantasy, Aesthetics, Feelings, Actions, Ideas and Values (McCrae,
2013). These findings are not surprising considering that these topics, although extremely
relevant for the psychological assessment, are more often communicated using the
colloquial Arabic forms. Therefore, assuming the generalizability of the Arabic PID-5 (Al-
Attiyah et al., 2017), or other translated tests, to all Arabic speaking countries could carry
important reliability and validity issues that might be minimized by validity studies, in
Arabic speaking clinical and non-clinical samples, for which this study aims to contribute
through the following objectives: (a) to test possible cultural variations between Western

and non-Western cultures by comparing the Emirati community sample results as well as
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ones obtained in the PID-5 Arabic translation study (Al-Attiyah et al., 2017), with the
original test data, (b) to address the PID-5 scales’ internal consistency and test-retest
reliability, as the PID-5 traits stability was not addressed in the Arabic translation study
(Al-Attiyah et al., 2017), (c) to explore the association between the PID-5 domains with the
FFM, measured by the Arabic NEO-Five Factor Inventory (Alansari, 1997),and (d) to
examine the PID-5s factor structure in the Emirati community sample.
Methods

Sample

The participants were a total 1,090 volunteers aged between 18 and 57 years old (M
=22.44, SD = 6.63, 89.5% female, 10.5% male) recruited from Zayed University students
and their acquaintances. Test-retest reliability was studied with a sample of 28 students,
85.7% females, 14.3% males, Muge = 28.6, SD = 9.64. The inclusion criteria were Emirati
native Arabic speakers aged 18 years old and above who have completed primary school or
higher.
Procedures

Participation in this study was voluntary and all respondents signed a written
informed consent form requesting their participation in the study, the possibility of giving
up at any time, and that the data would be used exclusively in a scientific study. The
experimental sessions were held collectively and conducted at Zayed University after
obtaining approval from the Research Ethics Committee of Zayed University. In the
temporal stability study, the interval between the first and the second application was four
weeks and data was matched through a code given to the participants in the first session.
Measures

The Personality Inventory for the DSM-5 (PID-5, Krueger et al., 2012, Arabic

version by Al-Attiyah et al., 2017).
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The PID-5 is a self-report measure composed of 220 items, rated on a four-point
Likert scale ranging from 0 (very false or often false) to 3 (very true or often true) that
characterize 25 empirically derived lower-level facets grouped into five major domains of
maladaptive personality variation. Data from the Al-Attiyah et al., 2017 study showed that
the Cronbach’s alphas of the PID-5 scales were moderate to high, ranging from .70
(Manipulativeness) to .93 (Attention seeking) at the facet level, and .92 (Antagonism) to
.96 (Detachment) at the domain level.

NEO-Five Factor Inventory (NEO-FFI, Costa & McCrae, 1992, Arabic version
by Alansari, 1997).

The NEO-FFI is a measure of the five basic personality factors (Neuroticism,
Extraversion, Openness to Experiences, Agreeableness, and Conscientiousness) composed
by 60 items rated on a five-point Likert response format, ranging from 0 (strongly disagree)
to 4 (strongly agree). The Arabic version of the NEO-FFI (Alansari et al., 1997) was used,
and to prevent validity issues and ensure conceptual equivalence of the measure, a
preliminary study was conducted in the Emirati population. Results confirmed a five-factor
structure supporting the universality of the FFM. Cronbach’s alpha ranged from acceptable
.65 (Openness to experience) to high .85 (Neuroticism), in line with the results reported in
the US sample, which ranged from .68 to .86 (Costa & McCrae, 1992).

Data Analysis

Analysis was conducted with the IBM SPSS Statistics (v.25, SPSS Inc., Chicago,
IL). Cohen’s d was used as a measure of effect size, in order to study the mean score
differences between the Emirati and the original sample (Krueger et al., 2012). The effect
size was considered small when d < 0.20, medium when 0.20 <d < 0.50, large when 0.50 <
d < 1.0, and very large when d > 1.0. The internal consistency was measured by Cronbach’s

alpha, while test-retest and convergent validity analyses were conducted by the Pearson
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coefficient or Spearman’s rank coefficient if the dataset did not follow a normal
distribution. Due to the complexity of the personality structure, in which traits present
several cross-loadings, the PID-5 structure in the United Arab Emirates national population
was examined through Exploratory Factor Analyses (EFA), using Equamax oblique
rotation, and the number of factors to be extracted and interpreted was based on the
Kaiser’s, Velicer’s minimum average partial test (MAP), and Parallel Analysis criteria.
Results

Descriptive Statistics

Descriptive statistics for the five domains and 25 facets were compared with the
data from the original study (Krueger et al., 2012) through Cohen’s d (Table 1). Small to
medium effect sizes would reveal greater similarities between the original study and the
Emiratis” response style. The domains Negative affectivity, Detachment, and Disinhibition
showed medium effect sizes (< 0.50), and large effect sizes were obtained for Psychoticism
(0.60) and Antagonism (0.95). At the facets level, medium effect sizes (0.20 < d < 0.50)
were found for 13 of the facets, with nine facets showing large effect sizes (> 0.50). The
smaller effect sizes (< 0.20) were found on Anhedonia, Rigid perfectionism, and
Withdrawal, while the larger effect sizes (= 0.80) were displayed in Cognitive and

perceptual dysregulation and Irresponsibility.
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Internal consistencies (o), means (M), standard deviations (SD) and Cohen’s d between the three studies for the 25 facets and five domains

Study 1 Study 2 Study 3
PID-5 Scales Krueger et al., 2012 Al-Attiyah et al., 2017 UAE data Studies  Studies

(N=264) (N=1710) (N=1090) 1&2 1&3

o M SD o M SD M SD di> dis

Anhedonia .88 0.89 0.64 .88 1.00 0.52 77 0.90 0.51 0.20 0.02
Anxiousness 91 1.02 0.73 .89 1.52 0.60 .84 1.42 0.60 0.78 0.64
Attention seeking .89 0.81 0.65 .93 1.37 0.66 .83 1.05 0.58 0.85 0.40
Callousness 91 0.40 0.50 .92 0.71 0.50 73 0.54 0.35 0.62 0.37
Cognitive and perceptual .86 0.44 0.48 .89 0.71 0.46 .80 0.91 0.48 0.58 0.98
dysregulation
Deceitfulness .85 0.52 0.54 .88 1.01 0.54 71 0.87 0.44 0.91 0.76
Depressivity 95 0.53 0.62 .92 0.85 0.53 .87 0.70 0.49 0.58 0.33
Distractibility 91 0.82 0.69 .88 1.17 0.55 .79 1.11 0.51 0.59 0.53
Eccentricity .96 0.82 0.76 .92 0.63 0.46 .90 0.96 0.58 0.34 0.23
Emotional lability .89 0.94 0.74 .86 1.27 0.58 75 1.28 0.55 0.53 0.57
Grandiosity 72 0.82 0.58 .82 1.40 0.58 .67 1.12 0.52 1.00 0.56
Hostility .89 0.91 0.67 .89 1.27 0.57 75 1.19 0.48 0.60 0.54
Impulsivity 77 0.77 0.57 .87 1.27 0.62 75 1.04 0.57 0.82 0.47
Intimacy avoidance .84 0.61 0.65 17 0.95 0.55 71 0.85 0.54 0.59 0.43

Note. Krueger et al., 2012; Al-Attiyah ef al., 2017; Small effect d < 0.20, medium effect size 0.20 < d < 0.50, large 0.50 <d < 1.0, and very large

d>1.0.
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53

Internal consistencies (o), means (M), standard deviations (SD) and Cohen’s d between the three studies for the 25 facets and five domains

Study 1 Study 2 Study 3
PID-5 Scales Krueger et al., 2012 Al-Attiyah et al., 2017 UAE data Studies  Studies
(N=264) (N=1710) (N=1090) 1&2 1&3
o M SD o M SD o M SD di> dis
Irresponsibility 81 0.39 0.49 .84 0.99 0.53 .66 0.77 0.46 1.16 0.82
Manipulativeness 81 0.80 0.67 .70 1.26 0.54 .67 1.01 0.55 0.80 0.37
Perseveration .88 0.82 0.62 .85 1.23 0.49 .70 1.08 0.44 0.78 0.54
Restricted Affectivity 73 0.97 0.56 81 1.23 0.50 .61 1.17 0.47 0.50 0.41
Rigid perfectionism .90 1.05 0.68 .90 1.45 0.57 77 1.08 0.44 0.67 0.06
Risk taking .85 1.05 0.51 .92 1.22 0.52 .79 1.22 0.44 0.33 0.37
Separation Insecurity .85 0.80 0.68 .87 1.08 0.56 .76 0.98 0.56 0.47 0.31
Submissiveness 78 1.17 0.66 .84 1.10 0.58 .67 0.96 0.57 -0.12 -0.36
Suspiciousness 73 0.95 0.58 78 1.16 0.47 37 1.15 0.39 0.42 0.46
Unusual beliefs .83 0.64 0.63 .90 0.45 0.45 74 0.91 0.52 -0.38 0.50
Withdrawal 93 1.01 0.72 .90 1.07 0.53 .80 1.08 0.51 0.10 0.13
Negative Affect. .93 1.07 0.44 .94 1.25 2.18 .87 1.23 0.45 0.10 0.36
Detachment .96 0.78 0.54 .96 1.02 2.08 .86 0.94 0.41 0.13 0.37
Antagonism 95 0.61 0.46 .92 1.21 1.96 81 1.00 0.40 0.36 0.95
Disinhibition .84 1.06 0.30 .95 1.10 2.11 .85 0.97 0.41 0.02 -0.23
Psychoticism .96 0.64 0.57 95 0.89 1.79 92 0.93 0.46 0.16 0.60

Note. Krueger et al., 2012; Al-Attiyah ef al., 2017; Small effect d < 0.20, medium effect size 0.20 < d < 0.50, large 0.50 <d < 1.0, and very large

d>1.0.
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Reliability

The internal consistency of the Arabic PID-5 scales in the Emirati sample showed
moderate (.70 > o < .80 for 13 of the 25 facets) to high (> .80 for 6 of the 25 facets)
coefficients, with a mean alpha of .74 (see Table 1). One facet showed a poor reliability
coefficient of .37 (Suspiciousness). At the domain level, the alphas ranged from .81
(Antagonism) to .92 (Psychoticism) with an average of .86. These results showed that the
majority of the facets and the five domains were reliable, although with coefficients slightly
lower than the ones previously found with other Arabic-speaking samples (Al-Attiyah et
al., 2017) and in the original study (Krueger et al., 2012).
Test-retest Reliability

The results of the test-retest reliability are displayed in Table 2. At the domain level,
the correlation coefficients values range from .79 (p <.01) for Detachment to .92 (p <.01)
for the Antagonism domain. At the facets level, the correlation coefficients values were
higher than > .80 for 19 of the 25 facets, ranging from .73 (p <.01) for Restricted
affectivity to .95 (p <.01) for the Eccentricity scale.
Table 2

Stability coefficients of the Arabic version of the PID-5 facets and domains

PID-5 scales r (N =128)
Anhedonia® 84k
Anxiousness .89k
Attention seeking Q4%
Callousness® 2%
Cognitive and perceptual dysregulation J718%*
Deceitfulness Q1
Depressivity 76%*
Distractibility 5%
Eccentricity 95%*
Emotional lability B7H*

Note. r Pearson correlation coefficient;  Spearman correlation coefficient (rs);

**Significant correlations p < .01. Four weeks interval between applications.



Table 2 (Cont.)

Stability coefficients of the Arabic version of the PID-5 facets and domains

PID-5 scales r (N=28)
Grandiosity B0**
Hostility 92%*
Impulsivity 4%
Intimacy avoidance J78*E
Irresponsibility? T6**
Manipulativeness 2%
Perseveration JTTHRE
Restricted Affectivity J13E
Rigid perfectionism B8**
Risk taking L7
Separation Insecurity B2k
Submissiveness 80**
Suspiciousness B3k
Unusual beliefs and experiences B4%*
Withdrawal B3*E
Negative affectivity B8**
Detachment J19**®
Antagonism 2%
Disinhibition O1**
Psychoticism BT

Note. r Pearson correlation coefficient;  Spearman correlation coefficient (rs);

**Significant correlations p <.01. Four weeks interval between applications.
Convergent Validity

The convergent validity of the Arabic PID-5 in the Emirati sample was investigated

by correlating the five domains of the PID-5 with the five factors of the NEO-FFI (see
Table 3). As expected, the domain Negative affectivity correlated moderate and positively
with Neuroticism (» = .57, p <.01), Detachment correlated moderate and negatively with
Extraversion (r = -.49, p <.01) as well as Antagonism with Agreeableness (» =-.36, p <
.01) and Disinhibition with Conscientiousness (r = -.50, p <.01.). The domain
Psychoticism displayed a low positive relationship with the factor Openness to Experience

(r=.24,p <.01).
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Table 3

Correlations r of the Arabic version of the PID-5 with the NEO-FFI

PID Domains N E O A C
Negative Affectivity STH* -.05 .04 - 17%* - 11
Detachment 34%* - 40%* -.07* - 20%* - 27**
Antagonism 08** 5% .03 -.36%%* 017
Disinhibition 38%* - 17 .01 - 37 - 50%*
Psychoticism 32k -.04 24%* -.37%%* A1

Note. **Significant correlations p < .01.; *Significant correlations p < .05.

r Pearson correlation coefficient
Structure of the PID-5

The structure of the Arabic PID-5 in the Emirati community sample was tested

through EFA of the 25 facets and considered the Kaiser, MAP and Parallel Analysis criteria
to evaluate the number of factors to extract and interpret. A five factors solution was
supported by the Kaiser and Parallel analysis. The model showed excellent fit indices
(KMO = .90), with a total explained variance of 61.21%. Communalities showed that the
percentage of variance explained by the extracted factor was above 50% for all but four
facets (Hostility, Risk taking, Submissiveness and Suspiciousness). See Table 4.

Table 4

Exploratory factor analysis with Equamax rotation solution in an Emirati community

sample
Factors Communalities

PID-5 facets 1 2 3 4 5

Anhedonia 41 .66 18 .09 -.16 .68
Anxiousness .73 18 .19 -.08 26 .68
Attention seeking 37 -.26 .08 59 23 .62
Callousness -.02 46 17 .63 -.00 .64
Emotional lability 54 -.05 .50 A3 22 .62
Cognitive and perceptual .21 27 .62 A1 40 .69
dysregulation

Deceitfulness .19 .09 27 .74 A1 .69

Depressivity A48 58 37 A1 -.04 72
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sample
Factors Communalities

PID-5 facets 1 2 3 4 5

Distractibility .50 32 S1 13 -.03 .63
Eccentricity .03 37 .62 .08 .39 .68
Grandiosity .09 -.00 .01 42 .60 .55
Hostility 43 14 38 34 13 49
Impulsivity 20 -.01 .67 32 -.08 .60
Intimacy avoidance -.09 .70 .06 -.00 A1 .52
Irresponsibility 23 40 43 43 -.19 .62
Manipulativeness -.03 -.02 13 72 .36 .67
Perseveration S50 26 .38 .10 .36 .61
Restricted Affectivity -.14 .63 .08 14 33 .56
Rigid perfectionism 26 .08 .04 .04 .79 .70
Risk taking -.20 -.00 56 .26 22 48
Separation Insecurity .70 -.12 A2 21 .09 .57
Submissiveness .60 .09 -.07 21 A1 44
Suspiciousness 39 .36 .03 18 30 42
Unusual beliefs -.02 21 47 17 59 .66
Withdrawal .19 5 .07 .02 23 .66
Eigenvalues 8.14 2.38 2.02 1.58 1.17

% variance explained 32.58 9.51 8.08 6.32 4.69

Factor 1 was composed by the facets Anxiousness, Emotional lability, Hostility,

Perseveration, Separation insecurity, Submissiveness, and Suspiciousness and matches the

Negative affectivity domain structure.

Factor 2 was similar to Detachment and was composed of Anhedonia, Depressivity,

Intimacy avoidance, Restricted affectivity, and Withdrawal. The only exception was the

facet Suspiciousness, which loaded onto Factor 1. However, according to DSM-5

personality model, this facet together with Depressivity and Restricted affectivity,

simultaneously characterized the domains Negative affectivity and Detachment.

The third Factor aggregated the facets Distractibility, Impulsivity, and Risk taking

and resembled the Disinhibition domain, with the majority of the domain facets loaded. The



only exception was the facet Irresponsibility that loaded primarily in the fourth Factor (.43)
but had its secondary load in (.43) Factor three.

The fourth Factor mirrored the Antagonism domain, with all the facets of the
domain primary loaded in this factor. The exception was the facet Grandiosity (a facet of
Antagonism), which unexpectedly also loaded primarily in Factor 5.

Finally, the factor that mostly deviated from the personality domain structure of the
AMPD (APA, 2013), was the fifth one, onto the facets Grandiosity, Rigid perfectionism,
and Unusual beliefs and experiences mainly weighted. However, both the facets Cognitive
and perceptual dysregulation and Eccentricity (> .30) loaded on a second level in this
factor, which might suggest that the fifth Factor is similar to the Psychoticism domain.

Ultimately, the Arabic PID-5 in the Emirati population revealed a five-factor
solution similar to the DSM-5 AMPD (APA, 2013), although not entirely overlapped.
Moreover, the internal consistency of the new factors was calculated based on all the facets
loaded onto each factor. The mean reliability coefficient varied from .81 for the first Factor
(Negative affectivity) to .68 for the fifth Factor (Psychoticism), being this last factor the
outlier of the original structure and consequently less interpretable. Although, if we
consider the three facets loaded in the fifth Factor in conjunction with the other two facets
of Psychoticism, namely the Cognitive and perceptual dysregulation and Eccentricity
(loaded secondarily onto it), an alpha of .75 was obtained.

Discussion

The current study aimed to examine the psychometric properties of the PID-5 in an
Emirati community sample and addressed the cross-cultural replicability of its factor
structure in a non-Western culture.

The findings in the Emirati sample were comparable to the original US study

(Krueger et al., 2012), in terms of the PID-5 internal consistency, convergent validity with
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the NEO-FFI and factor structure. However, significant differences were identified in the
mean scores, with higher scores in most of the facets and domains, similar to the results
found in the Arabic translation study (Al-Attiyah et al., 2017). The facets Cognitive and
perceptual dysregulation and the domain Antagonism showed the larger effect size (> 0.90).
These results might suggest that the response style obtained could reflect situational factors
or cultural specificities as if a certain numerical score represents the same absolute trait
level in different cultures, and if the intensity or difficulty of a given item changes across
languages (McCrae, 2013; Van de Vijver & Leung, 1997). Nevertheless, the PID-5 has
demonstrated that it is a reliable measure and perhaps some specific items are compensated
by the scales overall sum.

Moreover, the Arabic PID-5, beyond adequate internal consistency at the facet
(mean alpha .74) and domain level (mean alpha .86), also demonstrated good temporal
reliability, in line with previous studies (for a review see Al-Dajani et al., 2017).

As expected, the five domains of the Arabic PID-5 displayed meaningful
associations with the five domains of the Arabic NEO-FFI (Al-Attiyah et al., 2017; De
Fruyt et al., 2013; Few et al., 2013). Nonetheless the positive relationship between
Psychoticism and Openness to experience was rather small (Crego et al., 2018; Thomas et
al., 2013), which might be related to the conceptual nature of these domains and how they
are assessed. Openness is, mostly an adaptive domain of personality (measured by the
NEO-FFI) whereas Psychoticism is entirely a maladaptive domain (measured by the PID-
5), which might decrease the probability of both domains load in the same direction and in
the same factor, once they have opposite functions, as one is adaptative and the other is
maladaptive (Widiger et al., 2019).

With regards to the Arabic PID-5 factor structure in the Emirati sample, these

findings confirmed a five-factors solution similar to the one displayed by Krueger et al.,
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2012, and by Al-Attiyah et al., 2017. The first four factors featured the domains Negative
affectivity, Detachment, Distractibility, and Antagonism. Although the loading patterns of
some facets deviated from the original structure, particularly in the fifth Factor, where
Grandiosity, Rigid perfectionism, and Unusual beliefs and experiences primarily loaded,
resembling an imperfect conjunction of the fifth (Compulsivity) and sixth (Schizotypy)
domains, initially proposed by the AMPD (APA, 2013). However, if it is considered that
the facets Cognitive and perceptual dysregulation and Eccentricity loaded secondarily in
this factor, perhaps it might be also considered that this factor is similar to the Psychoticism
domain.

One possible reason for this deviant factor could be that the Psychoticism, beyond
encompassing the tendency to have unusual beliefs and experiences, behave eccentrically,
and manifest cognitive dysregulation, might also enclosed some aspects of Antagonism and
low Disinhibition, such as being self-centred or superior and having the need to impose a
rigid and dogmatic order toward others and their environment (Hopwood et al., 2013). In
this regard, some studies have found evidence for an association between some features of
obsessive-compulsive PD with schizotypal PD (Chmielewski & Watson, 2008). In fact,
although the domain Psychoticism primarily emerged from features of Negative affectivity,
Disinhibition, and Detachment (Wright et al., 2012; Bo et al., 2016), it has been pointed as
heterogeneous, and some studies found deviant facet loading in this domain (Adhiatma et
al., 2014; Bach et al., 2018). Other even reported its absence from their factor structure in a
clinical sample (Pires et al., 2019). Furthermore, studies that tried to harmonize the DSM-5
trait model with the ICD-11 personality model stated that in order to facilitate the
communication between clinicians, the domain Psychoticism should not be conceptualized
in terms of personality pathology, as it is considered under the spectrum of schizophrenia

disorder by the World Health Organization (Bach et al., 2017; Lofti et al., 2018). However,
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a trait profile does not correspond to arbitrary diagnose categories or syndromes, but
instead denotes stylistic dimensions that contribute to the expression of the personality
dysfunction under the umbrella of a more general factor of psychopathology (Skodol et al.,
2011). On this note, a recent study by Bastiaens et al. 2019 which claimed the PID-5
clinical utility also to discriminate between patients with and without a psychotic disorder,
concluded that the patients significantly differed on all PID-5 domains, except for
Antagonism, and that lower Detachment, lower Negative Affect, lower Disinhibition, and
higher Psychoticism are the trait profiles that best discriminated patients with a psychotic
disorder from patients with other diagnoses.

Considering our findings, future studies in non-Western countries should try to
establish normative values for the general population in order to better identify the presence
of maladaptive traits and examine how the facet traits could help to the discriminate
between what is normal and abnormal in a given culture or language.

This study has several limitations that should be considered in future research. First,
the sample was predominantly composed by female college students and their
acquaintances, which might have biased the results if we consider that women often report
higher level of Neuroticism compared to men (Costa et al., 2001; Weisberg et al., 2011),
and gender roles and expectations tend to be more clearly demarcated in Arabic cultures
when compared to Western cultures (Al-Krenawi, 2012). Also, data was collected from a
Governmental University in only two of the seven Emirates (Abu Dhabi and Dubai), and
most of the participants had medium to high economic status as well as high educational
levels, which might have influenced the response to the test. Second, the test-retest sample
size was small due to many losses between the first and the second data collection sessions.

Finally, given that the PID-5 is a clinical diagnostic measure, the expansion of this

research to clinical Emirati samples is a crucial endeavour, that will bridge the current
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study limitations with future developments and provide relevant data on the PID-5"s
predictive validity.
Conclusions
Notwithstanding the aforementioned, this study concluded that Arabic version of the
PID-5 is a valid measure to describe pathological personality traits in the Emirati
population of the United Arab Emirates and provides additional evidence for the

generalizability of the AMPD (APA, 2013) to other Arab countries.
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Estudo 2: The Arabic Version of the Personality Inventory for the DSM-5 (PID-5) in a

Clinical Sample of United Arab Emirates (UAE) Nationals?

Abstract

Objectives: We aimed to test the potential of the Arabic version of the PID-5 to distinguish
between clinical and non-clinical participants, as well as to examine its convergent validity
and factor structure in an Emirati clinical sample.
Methods: The Arabic version of the PID-5 was administered to a clinical sample
comprised of 156 participants (Mg = 31.38, SD = 8.99, 37.8% males, 62.2% female) and a
community sample also comprised of 156 participants (Muge = 31.43, SD =9.52, 37.2%
males, 62.8% females). We addressed the descriptive measures, internal consistency, mean
rank scores differences, convergent validity with SCL-90-R, and PID-5s factor structure.
Results: As expected, the clinical sample presented statistically significant higher scores
than the non-clinical sample, with medium to high effect sizes. In addition, all the PID-5
domains have showed positive correlations with most of the symptomatic constellations of
the SCL-90-R as well as the PID-5 facets with all their SCL-90-R counterparts. However,
our findings did not entirely replicate the PID-5 original five-factor structure, as only a
four-factor solution was retained.
Conclusions: Future studies with the Arabic PID-5 in clinical samples are needed to
understand its relevance and clinical utility in Arabic countries.
Key words: DSM-5 Alternative Model of Personality Disorders; Arabic PID-5; United

Arab Emirates; clinical sample.

2Coelho, O., Pires, R., Sousa Ferreira, A., Goncalves, B., AlKhoori, S. A., Sayed, M. A,
ElRasheed, A., Belhoul, S., Aljassmi, M., Stocker, J. (2020). The Arabic version of the
Personality Inventory for the DSM-5 (PID-5) in a clinical sample of United Arab Emirates
(UAE) nationals. American Journal of Health Behavior, 44(6), 794-806.
https://doi.org/10.5993/AJHB.44.6.5
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Introduction

Personality disorders (PDs) are among the most challenging psychiatric conditions
to diagnose and treat, with patients receiving poor treatment to a life shortening condition
(Folk et al., 2012; Skodol, 2015) which accounts for heavy social and economic costs
(Tyrer et al., 2015; Bach & First, 2018). Currently considered a mental health priority, it is
estimated to affect 7.8% of the general population worldwide (Winspei et al., 2020), 45% to
51% of psychiatric outpatients in the United States, and 40% to 92% in Europe (Beckwith,
2014). In the Arabic Gulf countries, epidemiologic studies are still limited with rates on
PDs in primary healthcare services ranging from 3.1% in Saudi Arabia (Alosaimi et al.,
2017) to 12.7% in the United Arab Emirates (EI-Rufaie et al., 2002), and 14.1% in Qatar
(Bener et al., 2015). A possible explanation to these differences could be related to
methodological limitations, sampling methods, and diagnostic assessments (Volkert et al.,
2018) that lack sufficient cross-cultural validity (Lofti et al, 2018). Such diagnostic
inaccuracies, allied with the social stigma associated with the utilization of psychiatric and
psychological services in the Middle East countries (Al-Darmaki et al, 2012; Al-Darmaki &
Sayed, 2009), might delay treatment interventions and negatively impact the prognosis.
Complicating matters further, in multicultural countries such as the United Arab Emirates
where the number of expatriates accounts for more than 80% of the country’s population
(The World Bank, 2018), cross-cultural differences could easily be bypassed in clinical
practice based on the assumption that Western cultural frameworks are applicable to
collective societies where conformity to family values overrides any individual needs (Al-
Adawi, 2017). From this perspective, despite the efforts to establish more culturally
informed guidelines for the assessment and treatment of PDs (Ronningstam et al., 2018),

the role of the interactive dynamics between clinical manifestations along with basic
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biological rhythms of individuals with PDs, cultural idiosyncrasies, and relational
dimensions is still to be unveiled (Sperandeo, 2020).

The fifth edition of the Diagnostic and Statistical Manual of Mental Disorders
(APA, 2013) and the eleventh version of the International Classification of Mental and
Behavioural Disorders (WHO, 2018) have shown a strong commitment to capturing the
complex and heterogeneous reality of PDs, shifting towards a more evidence-based
dimensional paradigm that acknowledges the pivotal importance of personality traits in
clinical practice (Bach et al., 2017). Throughout this transition process The Personality
Inventory for the DSM-5 (PID-5) (Krueger et al., 2012) assumed a leading role which
empirically and conceptually supported the departure from a categorical based diagnosing
system of PDs to a primarily dimensional method (Skodol, 2012; Watters et al., 2019). In
fact, the PID-5 is currently the most researched measure of maladaptive personality traits,
and its factor structure has been confirmed across languages and nationalities (e.g., for a
review see Somma et al., 2019 and Watters et al., 2018). However, considering that
personality traits can be differently promoted or suppressed across cultures (Kitayama et
al., 1997), little is known about their relevance in non-Western clinical settings and
minorities. As the authoritative measure for the assessment of criterion B of the Alternative
Model for Personality Disorders (AMPD), published on DSM-5 Section III, the PID-5 is
used to determine the PDs style through a hierarchical model of maladaptive personality
traits. According to the AMPD the core features to determine a personality disorder
diagnosis are the presence of maladaptive personality traits, along with the level of
impairment on the personality function (criterion A).

The PID-5 is a self-rated inventory that characterizes 25 facets (maladaptive traits in
which individuals differ) organized into five higher order domains of personality variation

that seem to be maladaptive extremes of a normal personality’s multidimensional structure,



as conceptualized by the Five-Factor Model (FFM) (Krueger & Markon, 2014; Skodol et
al., 2011), therefore establishing an association between Negative affectivity with
Neuroticism, Detachment with Extraversion, Antagonism with Agreeableness,
Disinhibition with Consciousness, and Psychoticism with Openness. However, this last one
is considered more ambiguous with some studies questioning the relation between
Psychoticism and Openness (Sleep et al., 2018). Moreover, beyond strong psychometric
properties (Al-Dajani et al, 2016; Zimmermann et al., 2017), the PID-5 also can be used as
an adequate measure to capture DSM-5 Section II categorical PDs diagnosis (Bach et al.,
2018).

Despite its worldwide popularity, extensive empirical research, and promising
results, to date only three studies have been published with the PID-5 in Arabic countries.
After the translation of the PID5 into Arabic that was conducted in Bahrain, Kuwait, and
Qatar (Al-Attiyah et al., 2017), a second study was conducted within the United Arab
Emirates national population using the Arabic PID-5 (Coelho et al., 2020a), and a third
study using the Arabic short version of the PID-5 (Bach & El-Abiddine, 2020) in Algeria.
All these studies were conducted in community samples, and, to the best of our knowledge,
there are no data on clinical Arabic speaking populations. Because the aim of the PID-5 is
to measure pathological personality traits, it urges the need for studies on clinical samples,
for whom this measure was originally developed.

To address some of these issues, the current study’s aims were to (1) test the
potential of the Arabic PID-5 to distinguish between clinical and non-clinical groups, by
comparing the PID-5 results on two matched Emirati clinical and community samples as
well as (2) examine its convergent validity by correlating the PID-5 scales with the

psychopathological symptomatic dimensions of the Arabic SCL-90-R (Al-Behairy, 1984)
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in the clinical sample, and finally, (3) examine the PID-5 factor structure in the Emirati
clinical sample.
Methods

Study Design and Participants

The present study was limited to Emirati citizens and based on a clinical sample (N
= 156) matched with a community sample (N = 156). The clinical sample was recruited
from three mental health institutions in the United Arab Emirates — the Al Amal Psychiatric
Hospital, the National Rehabilitation Centre, and the psychiatric department of Rashid
Hospital. Selection of the clinical participants was carried out by the institutions’
psychiatrists or psychologists among the patients that, at the time of the assessment, were
receiving mental health treatment, and based on clinical authority and/or clinical records. In
addition, the clinicians were asked to report each patient’s main diagnosis as well as any
other secondary diagnosis, using the DSMS5 criteria. Patients that met at least one DSM-5
mental disorder were included in the clinical sample, and those experiencing intellectual
disability, schizophrenia spectrum disorder, and major and mild neurocognitive disorders
were excluded from the sample. A total of 156 inpatients and outpatients were selected,
aged between 18 and 61 years (Mg = 31.38, SD = 8.99, 37.8% male, 62.2% female). With
regards to marital status, most of the patients were single (49.4 %), that had completed high
school (66.7%), and at the time of the assessment were unemployed/housewives (43.6%).
The predominant diagnosis included substance-related and addictive disorders (35.3%),
anxiety disorders (21.8%), and both depressive (14.7%) and bipolar related disorders
(14.7%). The majority of the patients (76.9%) met the criteria for at least one comorbidity,
with depressive disorders (16.6%), PD (6.6%) and obsessive-compulsive disorders (2.5%)

being the most frequent comorbidities.
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The clinical sample was subsequently matched, based on the composition of gender
and age, with a community sample of 156 Emirati volunteers, aged between 18 and 57
years (Muge= 31,43, SD =9.52, 37.2 % male, 62.8% female). At the time of the assessment
53.2% of the community participants were single, 57.1% had completed high school,
32.7% were employed, 22.4% were unemployed/ housewives, 42.3% were students, and
2.6% were retired/disabled. The community sample was selected from a large convenience
sample of Emirati citizens (N = 1090) recruited from Zayed University Dubai and Abu
Dhabi students and their acquaintances (Coelho, 2020). Only the participants that declared
had no mental disorders were included in the community sample.
Data Collection

Patients selected by the mental health units’ clinicians were invited to participate in
the study at the end of the follow-up appointments or other consultation procedures. The
nature of the study was explained, confidentiality was emphasized, and all participants
signed a written consent form. Taking into consideration the time required to apply the test
(approximately one hour), mutual convenient appointments were scheduled, dependent on
the patients’ condition and availability. Moreover, to ensure the accuracy of the responses
to the test, inpatients participants were invited to take part in the study at the end of their
hospitalization period, as at this stage most of the patients are free of severe
psychopathological symptoms. Data collection sessions were held between May and
September of 2019.

The community sample was recruited through email or in person by psychology
graduate research assistants. All the community participants signed a written informed
consent form, and the data collection sessions were held collectively at Zayed University

Dubai and Abu Dhabi between April and September of 2019.
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Instruments

Sociodemographic Questionnaire.

The sociodemographic questionnaire comprised questions regarding nationality,
age, sex, occupational and marital status, religion, education, family, and financial
situation. The participants were also asked to report if they suffered from any physical or
mental disorder, and when applicable, to specify the diagnose.

Personality Inventory for DSM-5 (Al-Attiyah et al., 2017; original version of
Krueger et al., 2012).

The PID-5 is a self-report measure which operationalizes the DSM-5 model of
pathological personality traits. It is comprised of 220 items, rated on a four-point Likert
scale, ranging from zero (very false or often false) to three (very true or often true) that
characterizes 25 empirically derived lower-level facets grouped into five major domains of
maladaptive personality variation. The instrument is to be use in adults (18 years or above)
and takes 40 minutes or less to complete. The PID-5 has been studied worldwide, both in
clinical and non-clinical samples, and has shown sound psychometric features such as
replicable factor structure, internal consistency, convergence with personality measures,
and with a broad range of psychopathological constructs (Al-Dajani et al., 2016). Data from
the PID-5 Arabic translation study (Al-Attiyah et al., 2017) showed that the Cronbach’s
alphas of the PID-5 scales were moderate to high, ranging from .70 (Manipulativeness) to
.93 (Attention-seeking) at the facet level, and to .92 (Antagonism) to .96 (Detachment) at
the domain level.

Symptom Checklist-90 - Revised (Al-Behairy, 1984; original version of
Derrogatis, 1977).

The SCL-90-R is a multidimensional self-assessment questionnaire consisting of 90

items measured on a five-point Likert scale, ranging from zero (Never) to four (Extremely),
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assessing the presence of psychopathology and psychological distress in individuals aged
13 year and above. It comprises nine principal symptomatic dimensions of
psychopathology and three global indices. The dimensions are Somatization, Obsessions-
compulsions, Interpersonal sensitivity, Depression, Anxiety, Hostility, Phobic anxiety,
Paranoid ideation, and Psychoticism. The measure also comprises an additional item scale
which is a severity indicator of the individual state, although it is not related to any specific
symptomatic dimension. The three global indices assess global distress, hardiness, and
symptom free. The SCL-90-R presents good internal consistency ranging from .84 to .90
and time stability, with correlations between .80 and .90.
Data Analysis

Statistical data analyses were performed with the IBM SPSS Statistics (v.26, SPSS
Inc., Chicago, IL). To validate the PID-5 Arabic version in the Emirati population,
descriptive statistics for the facets and domains were obtained and internal reliability was
examined through Cronbach’s alphas, in both community and clinical samples.
Additionally, to test the PID-5 ability to distinguish between clinical and non-clinical
samples, the mean rank score differences between the populations were calculated by the
Wilcoxon Signed-Rank test, given that in both, community and clinical samples, the PID-5
scales scores in the Emirati population had shown to be highly heteroscedastic. The effect
size was tested through » = zAIN, being N the number of pairs without ties. PID-5 and SCL-
90-R convergent validity analyses were calculated by the Spearman correlation coefficient.
Finally, to examine the Arabic PID-5 factor structure we employed an Exploratory Factor
Analyses (EFA) using Equamax oblique rotation, and the number of factors to be selected
were based on the Kaiser’s, MAP, and parallel analysis criteria. The decision of how many
factors to retain is crucial in EFA (Hayton et al., 2004), and there are several criteria to

guide the factor retention decision, not always leading to the same number of factors. EFA
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often is used with the correlation matrix and, in that case, one is the variance of each
item/variable. Kaiser’s criterion is the most used criterion, extracting only those factors
with eigenvalues greater than one. Thus, Kaiser’s selects factors that explain more than the
variability of each item, however, this criterion tends to overestimate the number of factors
(Horn, 1965). The minimum average partial (MAP) method (Velicer, 1976) uses the
average of squared partial correlations after each component is out. When the minimum
average squared partial correlation is reached, the residual matrix resembles an identity
matrix, and no further components are extracted. Another factor retention method is the
parallel analysis (PA), based on the rationale that nontrivial components from real data
should have larger eigenvalues than parallel components derived from random data having
the same characteristics. Therefore, PA involves the construction of correlation matrices of
random variables, and the average eigenvalues from the random correlation matrices are
then compared to the eigenvalues from the real data correlation matrix (the first observed
eigenvalue is compared to the first random eigenvalue, and so on). The factors to be
retained correspond to actual eigenvalues that are greater than the parallel average random
eigenvalues. Several studies have shown that MAP and PA belong to the most accurate
methods set (Hayton et al., 2004).
Results

Descriptive Statistics, Internal Consistency, and Group Differences

Table 1 presents the Arabic PID-5’s scales means, SDs, and Cronbach alphas of the
community and clinical samples, along with the Wilcoxon Signed Rank test which allowed
to compare the two groups differences, and respective effect size.

The facets with the higher sores were rigid perfectionism in the community sample
and anxiousness in the clinical sample, while the lower scores were found on the facet

callousness for both community and clinical samples. According to Wilcoxon Signed-
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Rank test results, the majority of the PID5 facets and domains mean ranks were higher in
the clinical sample compared to the community sample. These comparisons were
statistically significant for 20 of the 25 facets (p <.001) and 4 of the PID-5 domains (p <
.001). Regarding the effect size, we have obtained medium (.30 to .50) to high (> .50) effect
sizes for 20 of the 25 facets and the 5 PID5 domains. The smaller effect sizes were
displayed by the facets Grandiosity and Manipulativeness (< .20) whereas the larger effect
sizes were found on the facets Depressivity, Emotional lability, and Anhedonia as well as
on the Negative affectivity and Disinhibition domains.

As for the internal consistency, the alpha coefficients were acceptable to good for
the majority of the PID-5 scales in the community sample (> .70 for 19 of the facets and >
.80 for the 5 domains) and in the clinical sample (> .70 for 22 of the facets and > .85 for the
5 domains). Overall, the reliability coefficients have shown to be higher in the clinical
sample than in the community sample, particularly at the trait facet level. The lowest alphas
for both samples were obtained on the facets Irresponsibility, Restricted affectivity, and
Suspiciousness. These results have shown that most of the PID-5 facets and the five
domains were reliable in both samples.

Table 1

PID-5 scales’ descriptive statistic and Wilcoxon Signed Ranks test

Samples measures Community vs Clinical
PID-5
Sample Mean
Facets M SD o Ranks®* N z p r
Rank

Anhedonia Community 090 0.52 .78 Neg. 114 8497
Clinic 144 0.60 .79  Pos. 37 4836
Note. “Negative Ranks and Positive Ranks of the Difference of Community vs Clinic;

-7.34 .00 .60

Small effect size .10 < r < .30, medium effect size .30 < r < .50, large r > .50.
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Table 1 (Cont.)

PID-5 scales’ descriptive statistic and Wilcoxon Signed Ranks test

Samples measures Community vs Clinical

PID-5 Facets Sample Mean
M SD o Ranks® N z p r
Rank
Anxiousness Community 1.31 0.56 .83 Neg. 110 84.18 655 00 53
Clinic 1.83 0.65 .86 Pos. 41 54.06 ' '
Attention Community 1.04 0.55 .81 Neg. 100 80.16 480 00 39
seeking Clinic 1.38 0.67 .85 Pos. 48 6272 ' '
Callousness Community 0.58 0.38 .78 Neg. 94 82.12 4923 00 35
Clinic 0.80 0.51 .84 Pos. 54 6124 ' '
Cognitive and Community 0.80 0.47 .81 Neg. 101 86.50
perceptual Clinic 114 060 86 Pos. 51 5671 38 00 44
dysregulation
Deceitfulness Community 0.82 042 .71 Neg. 94 7736 410 00 34
Clinic 1.04 057 .80 Pos. 50 6336 ' '
Depressivity Community 0.63 045 .86 Neg. 120 83.39 793 00 65
Clinic 1.25 0.68 91 Pos. 31 4739 ' '
Distractibility Community 0.97 049 .78 Neg. 121 83.08 738 00 59
Clinic 149 058 .81 Pos. 33 57.05 ' ' ’
Eccentricity Community 0.87 0.57 .90 Neg. 101 83.68 504 00 41
Clinic 1.25 0.66 .90 Pos. 50 6049 ' ’
Emotional Community 1.10 0.51 .71 Neg. 115 81.88
N Clinic 166 0.66 .79 Pos. 33 4879 48 00 .6l
lability
Grandiosity Community 1.17 0.54 .70 Neg. 84 77.48 5924 03 .19
Clinic 1.32 065 .75 Pos. 62 68.11 ' ' '
Hostility Community 1.09 0.51 .79 Neg. 99 82.24
Clinic 143 072 88 Pos. 50 60.67 o4 00 .40
Impulsivity Community 0.94 0.51 .72 Neg. 106 78.32 505 00 49
Clinic 1.38 0.67 .77 Pos. 39 5854 ' '
Intimacy Community 0.78 0.48 .68 Neg. 87 84.18 400 00 33
avoidance Clinic 1.06 0.67 .75 Pos. 58 56.22 ' ' '
Irresponsibility Community 0.72 045 .66 Neg. 114 81.04 714 00 59
Clinic 1.20 0.56 .66 Pos. 34 5259 ' '
Manipulativeness Community 1.00 0.52 .65 Neg. 77 77.42 197 05 17
Clinic 1.15 0.66 .75 Pos. 64 63.28 ' ' '
Perseveration Community 1.05 045 .73 Neg. 101 76.82 487 00 40
Clinic 141 063 .84 Pos. 44 6424 ~ ' )

Note. “Negative Ranks and Positive Ranks of the Difference of Community vs Clinic; Small

effect size .10 < r <.30, medium effect size .30 < r < .50, large » > .50.
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Samples measures

Community vs Clinical

PID-5 Facets Sample Mean
M SD o Ranks® N z p r
Rank
Restricted Community 1.12 046 .60 Neg. 94 78.50 588 00 23
affectivity Clinic 1.29 0.57 .65 Pos. 58 73.26 ' ' '
Rigid Community 1.33 0.50 .78 Neg. 92 78.22 305 00 25
perfectionism Clinic 1.53 0.65 .86 Pos. 57 69.81 ' ' '
Risk taking Community 1.14 043 .76 Neg. 93 8145 377 00 31
Clinic 1.34 0.55 83 Pos. 56 64.29 ' ' '
Separation Community 1.00 0.58 .78 Neg. 96 38430 534 00 44
insecurity Clinic 1.37 0.68 .78 Pos. 50 52.77 ' ' '
Submissiveness Community 0.95 0.56 .67 Neg. 103 77.41 511 00 42
Clinic 1.33 0.67 .72 Pos. 43 64.14 ' ' ’
Suspiciousness ~ Community 1.15 0.40 .41  Neg. 103 78.17 506 00 42
Clinic 142 050 .52 Pos. 44 64.23 ' ' ’
Unusual beliefs Community 091 0.53 .76 Neg. 90 83.92 338 00 27
and experiences Clinic 1.15 0.68 .82 Pos. 61 64.32 ' ' '
Withdrawal Community 1.02 0.50 .81 Neg. 103 80.29 471 00 3%
Clinic 1.35 0.64 .84 Pos. 48 66.80 ' ' '
Negative Community 1.14 045 .88 Neg. 122 84.32 758 00 61
affectivity Clinic 1.62 0.55 90 Pos. 33 54.65 ' ' '
Detachment Community 090 039 .86 Neg. 110 89.70 6.63 00 53
Clinic 1.28 0.53 .89 Pos. 46 51.71 ' ' '
Antagonism Community 1.00 039 .82 Neg. 90 87.61 312 00 25
Clinic 1.17 0.53 .88 Pos. 66 66.08 ' ' '
Disinhibition Community 0.88 039 .85 Neg. 121 86.63 771 00 .62
Clinic 1.35 0.52 88 Pos. 35 5040 ' ' '
Psychoticism Community 0.86 0.45 .93 Neg. 104 8591 498 00 40
Clinic 1.18 0.59 94 Pos. 52 63.68 ) ) ]

Note. “Negative Ranks and Positive Ranks of the Difference of Community vs Clinic;

Small effect size .10 < r < .30, medium effect size .30 < r < .50, large » > .50.

Convergent Validity

The Arabic PID-5 convergent validity was studied by correlating the PID-5 scales

with the psychopathological symptomatic dimensions of the Arabic SCL-90-R in the

clinical sample. At the domain level, the PID-5 Negative affectivity, Detachment,
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Disinhibition, and Psychoticism showed significant positive correlations with all the
SCL90-R scales (Table 2) and the Antagonism domain with nine of the thirteen SCL-90-R
scales. The PID-5 Negative affectivity presented the highest correlations with the SCL-90-
R Global severity index (s = .67, p <.01), Anxiety (rs = .65, p <.01) and Interpersonal
sensitivity scales (s = .62, p <.01), and Detachment domain moderately and positively
correlated with the SCL-90-R Depression (7= .52, p <.01), Global severity index (r,= .49,
p <.01) and Interpersonal sensitivity scales (rs = .48, p <.01). Also, the PID-5 Antagonism
domain displayed moderate positive correlations with the SCL-90-R Hostility (7= .45, p <
.01) and Paranoid ideation scales (75 = .44, p < .01), whereas the PID-5 Disinhibition
domain presented moderate positive correlations with the SCL-90-R Hostility (7= .61, p <
.01), Paranoid ideation (ry= .58, p <.01), and Global severity index scales (rs = .57, p <
01).

Finally, the PID-5 Psychoticism domain presented the highest correlations with the
Global severity index, Paranoid ideation, and Psychoticism (7= .68, p <.01) SCL-90-R
scales. In sum, we highlight that PID-5 dimensions of Negative affectivity, Disinhibition,
and Psychoticism presented the strongest relations with the symptomatic constellations of
the SCL-90-R as well as with the general psychopathologic indices.

With regards to the facet level, as expected, the strongest relations were found
between the PID-5 and the SCL-90-R counterparts, namely the PID-5 Anxiousness have
shown moderate positive correlation with the SCL-90-R Anxiety scale (rs = .61, p <.01)
and the PID-5 Depressivity facet displayed the highest correlation with the SCL-90-R
Depression scale (75 = .78, p <.01). Furthermore, the PID-5 Hostility showed substantial
correlations with its peer scale, the SCL-90-R Hostility (s = .72, p <.01) as well as the
PID-5 Suspiciousness with the SCL-90-R Paranoid ideation (7; = .68, p <.01), and

Interpersonal sensitivity (rs= .61, p <.0l).



Table 2

Spearman correlations of the Arabic PID-5 with the SCL-90-R in a UAE Clinical Sample

SCL-90-R Scales

PID Scales S oC IS D A H PA PI P Al GSI PST PSDI
Negative affectivity —.52%**  55%*  e2%*  58*%*  65%** S3%k 58#k 58k o2k S5k o7FE S5k 52w
Detachment 2 A A I S A 4k B R QSR A3k AR 4O9%F 45%k 3R**
Antagonism 23%k 0 20% 0 23%* 13 28%* A45%* .08 A4k DRE* 15 31k 30%* 14
Disinhibition J35%% 44wk 52%k% 4e%* 53H* O1Fx 3k SRk S5k 4D%% SRR S50%Ek 42%*
Psychoticism A8H* 56**k  55%k% 40%* 6T H* H4%*  48F* 68**F  68%*F  44%*  68%*  63**k  4]**

*Significant correlations p < .05.; **Significant correlations p <.01.; S — Somatization; OC — Obsessive-compulsive; IS-Interpersonal

sensitivity; D — Depression; A — Anxiety; H — Hostility; PA - Phobic anxiety; PI — Paranoid ideation; P — Psychoticism; Al — Additional

items; GSI — Global severity index; PST - Positive symptom total; PSDI - Positive symptom Distress index.
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Finally, perhaps due to the fact that SCL-90-R Psychoticism scale captures a wide
scope of symptoms ranging from light psychotic features and schizoid personality style to
severe symptoms of schizophrenia spectrum disorder, all the facets of the PID-5
Psychoticism domain presented moderate positive correlations with the SCL-90-R
Psychoticism, namely cognitive and Perceptual dysregulation and Eccentricity, (rs = .65, p <
.01) along with Unusual beliefs and experiences (s = .53, p <.01). In addition, all the PID-5
facets and domains significantly correlated with the SCL-90-R Global severity index scale.
Factor Structure

The Emirati clinical sample presented a four-factor solution suggested by the Kaiser
criterion, MAP, and parallel analysis criterion (Table 3). The model displayed an excellent fit
(KMO = .88) and the total explained variance was (67.13%). Communalities showed that the
percentage of variance explained by the extracted factors was above 50% for all the facets.
Table 3 shows the four-factor Equamax rotated solution, factor loadings, eigenvalues,
communalities, and the percentage of explained variance per factor in the clinical sample.

The first factor was comprised by the facets Attention-seeking, Callousness, Cognitive
and perceptual dysregulation, Deceitfulness, Hostility, Impulsivity, Irresponsibility,
Manipulativeness, Risk-taking, and Suspiciousness. Although this factor encompassed traits
from the 5 PID-5 domains, it resembled a partial conjunction of the Antagonism domain, if
we considered that the facet Grandiosity secondarily weighted (.53) on this factor, with the
Disinhibition domain (Impulsivity, Irresponsibility, and Risk-taking). However, the facets
cognitive and Perceptual dysregulation and Suspiciousness also weighed on this factor

rendering its interpretation less clear.
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Table 3

Exploratory factor analysis with Equamax rotation solution of the clinical sample

Factors Communalities
PID-5 facets 1 2 3 4
Anhedonia -.01 -.00 .74 .39 .70
Anxiousness -.06 23 33 .68 .63
Attention seeking 49 41 -.31 48 75
Callousness .70 21 .30 -.12 .63
Cognitive perceptual .55 52 34 32 .79
dysregulation
Deceitfulness .80 17 -.07 A5 .70
Depressivity 18 .08 .70 53 .80
Distractibility 38 .29 48 S1 71
Eccentricity 38 .56 38 36 73
Emotional lability 25 40 27 .62 .68
Grandiosity 53 .58 -.10 .08 .64
Hostility .62 32 40 .19 .68
Impulsivity .66 11 .30 25 .60
Intimacy avoidance .04 27 .67 -.10 .53
Irresponsibility .70 -.08 .39 .30 74
Manipulativeness 71 33 -21 .04 .65
Perseveration -.07 72 27 31 .70
Restricted affectivity 37 S7 44 -.08 .66
Rigid perfectionism -.14 83 .19 A2 .76
Risk taking .68 .00 18 -.23 .55
Separation insecurity A2 24 -.07 g7 .67
Submissiveness -.20 -.11 .05 .70 .54
Suspiciousness 52 25 .50 .06 .59
Unusual beliefs 42 .64 23 .19 .67
Withdrawal .04 .36 .74 11 .70
Eigenvalues 9.90 3.10 2.08 1.70
% Variance explained 39.61 12.39 8.32 6.80

As for the second factor onto the facets Eccentricity, Grandiosity, Preservation,
Restricted affectivity, Rigid perfectionism, and Unusual beliefs and experiences primarily
loaded, might be considered similar to the Psychoticism domain, if we bear in mind that the
facet Cognitive and perceptual dysregulation (.52) weighted secondarily on this factor.

The third factor were the facets Anhedonia, Depressivity, Intimacy avoidance, and

Withdrawal mainly loaded was akin to the Detachment domain.



79

Finally, the facets Anxiousness, Distractibility, Emotional lability, Separation
insecurity, and Submissiveness all loaded onto factor four, which resembled the Negative
affectivity domain once the facet Perseveration had its second main weight on this factor
(.31). The facet Distractibility also weighted onto factor four (.51), although, according to the
DSM-5 model, it belongs to the Disinhibition domain.

In the Emirati clinical sample, the Disinhibition domain did not clearly emerge as an
independent factor, with its facets weighted jointly onto factors one, two, and four. Thus, to
reproduce the DSM-5 AMPD structure, the factors extraction was limited to five-factors.
However, the five-factors obtained did not fully match the original DSM-5 trait model. For
this reason, the four-factor solution was deemed to be the most adequate and the internal
consistency of its factors was calculated. The alphas obtained varied from .80 for the fourth
factor (Negative affectivity) to .89 for the first factor (Antagonism/Disinhibition), thus
proving good internal reliability of the new structure in the clinical sample.

Discussion

The purpose of this study was to examine the Arabic PID-5’s ability to distinguish
between nonclinical from clinical participants, with regards to pathological personality traits,
as well as to examine its convergent validity, and factor structure cross-cultural replicability
in an Emirati clinical sample.

Consistent with previous findings (e.g., for a review see Al-Dajani et al., 2016 and
Zimmermann et al., 2017) the Arabic PID-5 appears to be a reliable measure of pathological
personality traits in both community and clinical samples, with the internal consistency of its
scales ranging from acceptable to good for the majority of the trait facets and for all the trait
domains. However, the facets Irresponsibility, Restricted affectivity, and Suspiciousness
require further research as they presented the lowest alphas. In fact, several studies reported

similar results in Western and non-Western samples (Lofti et al., 2018; Roskam et al., 2015;
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Rowinski et al., 2019) perhaps due to the use of allegorical expressions such as “cold fish,”
“raw deal,” and “skipped town” in some of their items (e.g., 8, 133, 171). These expressions
can be challenging to translate, especially into the Arabic language (Ghazala et al., 2002).
Even when the meaning is preserved, the item intensity, difficulty, and standards of
comparison might change across cultures and languages (McCrae, 2013; Van de Vijver &
Leung, 1997).

As expected, the psychiatric patients sample presented statistically significant higher
scores than the general community sample, with medium to high size effects in the majority
of the PID-5 scales. The facets Grandiosity and Manipulativeness (facets of the Antagonism
domain) displayed the smallest effect size (<.20), which could be related with situational or
cultural factors, such as the tendency to respond in a socially desirable way, as social
desirability tends to be higher in collectivistic cultures such as the Emirati, compared to more
individualistic cultures (Bernardi, 2006; Mahmood et al., 2015; Van Hemert et al., 2002). For
example, the Arabic word Inshallah means if God wills and it is used on a daily basis to show
agreement; however, it could carry a double meaning as to say “yes, if God wills,” or an
eloquent mean to avoid confrontation by imposing a certain sense of uncertainty towards the
expected outcome. On the other hand, if we consider the high scores of Anhedonia,
Depressivity, and Emotional lability (facets associated with internalization) and the
percentage of Anxiety and Depressive disorders in the clinical sample, perhaps the facet
Grandiosity has captured the vulnerable Narcissism (as a lower and internalized extreme of
Grandiosity) of the patients sample as opposed to feelings of superiority and entitlement (as a
higher and externalized extreme of Grandiosity) that could, in some extent, be adaptive
(Miller et al., 2016; Witt et al., 2010) or culture-related. Overall, these results might be better

explained by a continuum of common individual differences between normative and
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pathological personality (Oltmanns et al., 2018) grafted in a socio-cultural context that can
consubstantiate their meaning (La Roche et al., 2015).

With regards to the convergent validity of the Arabic PID-5, the domains Negative
affectivity, Detachment, Disinhibition, and Psychoticism have shown positive correlations
with all the symptomatic constellations of the Arabic SCL-90-R as well as the Antagonism
domain with nine of its scales. Moreover, the PID-5 facets displayed strong correlations with
all their SCL-90-R counterparts, particularly with Depression and Hostility, in line with
previous studies (Dunne et al., 2018; Fowler et al., 2019; Hashemi, 2019; Skjernov et al.,
2020) that confirmed important relations between pathological personality traits and mental
health disorders.

These results suggest that the PID-5 has adequate criterion and convergent validity
highlighting its importance in the assessment of maladaptive traits in clinical settings.

Concerning the PID-5 factor structure in the Emirati clinical sample, our findings did
not reproduce a five-factor solution proposed by DSM-5 AMPD and replicated in most of the
PID-5 studies (e.g., for a review see Somma et al., 2019 and Zimmermann et al., 2019).
Instead, similarly to the study conducted by Pires et al., 2019 we identified a four-factor
solution that resembled the domains Antagonism, Psychoticism, Detachment, and Negative
affectivity, with some facets showing a deviant loading pattern from the original structure
(Hopwood & Donnellan, 2010; Krueger & Markon, 2014; Turkheimer et al., 2008). Notably,
in the first and second factors, the Disinhibition domain did not clearly emerge on the four-
factor solution, with its facets loads mostly weighted on factor one, akin to the Antagonism
domain.

A possible explanation for this unexpected conjunction of the Antagonism with the
Disinhibition domain, could be that individuals with narcissistic personality trait profiles,

beyond showing Grandiosity, Callousness, and Manipulativeness, can also be impulsive and
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behave recklessly to standout socially. Further, they can become hostile and suspicious
towards the intensions and behaviours of others (Hopwood et al., 2013). On the other hand,
from a psychopathological point of view, this first factor seemed to group traits that
characterize DSM-5 Section II Cluster B Personality Disorders, particularly the anti-social,
borderline, and narcissistic personality disorders that might be related with our clinical
sample composition. In this regard, Kotov et al., 2010, in a meta-analysis study, found high
correlations between some of the ‘big’ personality traits with anxiety, depressive, and
substance use disorders which mostly profile our clinical sample diagnosis. Furthermore, the
authors stressed the lack of specificity in the personality profiles identified and suggested that
high order personality constructs are not exclusively linked to specific conditions, but they
are rather meaningful under the umbrella of a more general factor of psychopathology (Kotov
et al., 2010). On this note, several studies have pointed that Cluster B and Cluster C
Personality Disorders are the most frequent neglected comorbidities among patients
diagnosed with substance use disorder, anxiety, and depression in primary and secondary
psychiatric care (Asp et al., 2020; De Carlo et al., 2016; Skodol et al., 2011). As such, clinical
research might consider developing combine treatment plans able to intervene on both the
personality domains and the disorder that results in part from the personality itself (Widiger
et al., 2019).

Concerning factor two, an atypical factor loading was also obtained, which gathered
traits that characterize both the schizotypal (Eccentricity, Unusual beliefs) and the obsessive-
compulsive functioning (Preservation, Restricted affectivity, Rigid perfectionism) similar to
an imperfect combination of the Compulsive and Schizotypal domains initially proposed by
the AMPD (APA, 2013). However, as Cognitive and perceptual dysregulation secondary
weighted on this factor, perhaps we might consider it similar to the Psychoticism domain. As

noted by some studies, the Psychoticism domain has been pointed as heterogeneous with
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deviant facet loadings (Adhiatma et al., 2014; Bach & Simonsen, 2019) and Pires et al., 2019
reported its absence in a clinical sample. These deviations might be conceptually meaningful
in Arabic countries, as some studies with the FFM in Arabic samples have failed to identify
the five domains of personality (Alansari, 1997; Latzman et al., 2015). Therefore, given the
bipolar nature of personality traits, it is not surprising that its pathological extremes, assessed
by the PID-5, could also present differences in our sample, reflecting the personality
complexity (Gutierrez et al., 2017; Krueger et al., 2012; Krueger & Markon, 2014).

Overall, this study indicated that there was a great deal of interaction between the
domains of personality measured by the PID-5 and the psychopathology of the clinical
sample. The factor solutions found in the Emirati clinical sample seemed to identify a
combination of trait constellations that might be linked to the mental disorders that
characterize the Emirati clinical sample, rather than to a universal structure of personality.

The present findings should be considered in the light of several limitations, as this
study was a first attempt to validate the Arabic PID-5 in an Emirati clinical sample. First, the
small size of the community and clinical samples. Second, the predominance of substance-
related and addictive disorders (35.3%), along with the severity of the psychiatric diagnosis
and the multiple comorbidities of the inpatients, might have affected the range of PID-5 traits
and symptoms. However, it is worth noting that all clinical participants were stable and about
to be discharged when they completed the test. Third, although only the participants that had
declared being mentally healthy were included in the community sample, no direct screening
for psychopathology or previous history of utilizing mental health services has been
performed. Considering the aforementioned, our results call for future studies in Arabic
speaking countries, with larger samples, and with a broader spectrum of psychiatric disorders,
to clarify these unexpected results and assess the PID-5 clinical utility in Arabic mental

health settings.
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Estudo 3 - Cross-cultural study of the Personality Inventory for the DSM-5 (PID-5)
across the Portuguese and the United Arab Emirates (UAE) community and clinical

populations?

Abstract

Aims: The present paper focused on compare the PID-5 mean score levels across two

matched community and clinical samples of Portugal and the UAE.

Background: The generalizability and universality of the Alternative Model of Personality
Disorders has been thoroughly studied through the Personality Inventory for DSM-5 (PID-5)
across countries and languages. However, studies comparing Western and Middle Eastern

countries are still limited, in particular those who assess the PID-5 measurement invariance.

Objectives: We examined measurement invariance of the PID-5 scales across matched
Emirati and Portuguese clinical and nonclinical groups, as well as compare and contrast the

PID-5 mean score levels across both countries and samples.

Methods: The Arabic and the Portuguese versions of the PID-5 was administered to Emirati
community participants (N = 300, 80% women and 20% men, Mg = 27.95) which were
matched with Portuguese community participants (N = 300, 80.3% women and 19.7% men,
Muge = 28.96), as well as clinical participants of the UAE (N = 150, 61.3% women and 38.7%
men, Mg = 31.29) and Portugal (N = 150, 52% male and 48% women, Mg = 44.97). We
examined measurement invariance through an unrestricted Factor Analysis based program,

and mean scores levels were compared and analysed.

Results: Our findings supported the PID-5 measurement invariance across the Emirati and
Portuguese clinical samples pointing to the universality and generalizability of the

Alternative Model of Personality Disorders. The Emirati psychiatric sample exhibited
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somehow higher results than the Portuguese participants, albeit the small effect size for most

of the PID-5 scales.

Conclusion: Further research is needed to examine the applicability of the PID-5 across non-

clinical representative samples of Portugal and the UAE, and other Middle Eastern countries.

Key words: Cross-cultural Personality Study, Alternative Model of Personality Disorders,
Personality Traits, Arabic version of the PID-5, Portuguese version of the PID-5, United Arab

Emirates, Portugal.

3 Coelho, O., Pires, R., Pires, Sousa Ferreira, A., Gongalves, B., Alkhoori, S. A., Sayed, M.,
ElRasheed, A., AlJassmi, M., Henriques-Calado, J., & Stocker J. Cross-cultural study of the
Personality Inventory for the DSM-5 (PID-5) across the Portuguese and the United Arab
Emirates (UAE) community and clinical populations. Clinical Practice & Epidemiology in
Mental Health, 18(1), e174501792207130. https://doi.org/10.2174/17450179-v18e2207130
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Introduction

The degree in which culture influences the assessment, diagnosis, and treatment of
Personality Disorders (PD) is yet to be unveiled. Each culture ethos, history and dimensions
create unique contingencies that help shaping the expressions of self and interpersonal
functioning, as well as the promotion or suppression of specific behaviors and personality
traits (Ronningstam et al., 2018). Consequently, what generates and perpetuates pathological
patterns of personality is deeply intertwined in social conventions of emotional expression
and regulation, along with behavior norms and personality traits, that goes beyond the salient
obvious cross-cultural differences but are often found in more subtle and subjective cultural

idiosyncrasies (Gawda et al., 2018; Ryder et al., 2015).

PD are not specific mental illness of Modern Western Societies, instead they are a
severe psychiatric condition deemed to affect 7.8% of the world population (Winspei et al.,
2020) and in Western clinical settings, prevalence rates range from 45% to 51% in the US
and 40% to 92% in European psychiatric outpatients (Beckwith et al., 2014). As for the
United Arab Emirates (UAE), data from primary healthcare services points to a global
prevalence of 12.7% (El- Rufaie et al., 2002) contrasting with 52.7% found in Portugal
(Carraca, 2012). However, despite the considerable variations in the prevalence of PD
worldwide, and albeit that some types are rare or even absent in certain cultures (Ayinde &
Gureje, 2020; Ryder et al., 2014), they all share a common denominator: the early onset,
problematic diagnostic, and treatment resistance (Lotfi et al., 2018; Skodol, 2015; Tyrer et
al., 2015). In fact, these differences, do not necessarily represent real cross-cultural
differences, but instead mirror the difficulties in developing international guidelines and
assessment tools that are scientifically valid and clinically useful to establish what can
influence personality functioning and characterize PD, globally (Gawda et al., 2018;

Sperando et al., 2020).
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Traditional Islamic and patriarchal societies, such as the UAE, where religion
overrides an act of faith but is embedded in every aspect of the individual’s life (Al-Darmaki
& Sayed, 2009), raise additional challenges to the diagnosis and treatment of PD, not often
answered by Western diagnostic and healing models. In the Emirati society, seeking mental
health treatment is mostly a family decision that often collides with the guilt and stigma
associated with a lack of faith, as a cause of mental distress. Moreover, psychological
discomfort is largely expressed through metaphoric expression and communicated using oral
vernacular forms of the Modern Standard Arabic, not always easily captured by the clinicians
in primary health care settings (Al-Darmaki & Sayed, 2009, Zeinoun et al., 2018). With that
being said, in what extend have the recent efforts in developing more culturally sensitive and
evidence-based PD nosology’s carried out by the recent editions of the Diagnostic and
Statistical Manual of Mental Disorders (DSM) and the International Classification of
Diseases (ICD), succeed in ways that are applicable to a Middle Eastern multicultural society,
with a hybrid identity (brought about by the strong Western presence in the region), but

rooted in religious and family-oriented traditions?

In both classification systems, the key innovation is the conceptualization of PD as a
dyad of severity or impairment in self and interpersonal functioning, along with the presence
of maladaptive personality traits that characterize the stylistic expression of PD. This
dimensional approach, led by the Alternative Model for Personality Disorders (AMPD)
published in Section III (for further studies) of the DSM-5 (APA, 2013), has achieved general
support, in great extent, due to the extensive research conducted with the Personality

Inventory for the DSM-5 (PID-5) (Krueger et al., 2012).

The PID-5 operationalizes Criterion B of the AMPD, or the presence of 25
maladaptive personality traits in which individuals differ (facets), subsequently organized

within five high order domains: Negative Affectivity, Detachment, Antagonism,
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Disinhibition and Psychoticism. These traits seem to be pathological extremes of the basic
dimensions of normal personality, as state by the Five-Factor Model (FFM), supporting its
universality as well as the continuum, between normality and personality dysfunction
(Krueger & Markon, 2014; Skodol et al.,2011). The PID-5 is a valuable and reliable tool that
has confirmed adequate psychometric properties and replicated its factor structure across

countries and samples (for a review see Somma et al., 2019 and Zimmerman et al., 2019).

With the present study, we were interested in testing if maladaptive traits measured by
the PID-5, are culturally shaped in their intensity and expressions, across matched clinical
and non-clinical groups from two distant countries and cultures, the Middle East culture of
the United Arab Emirates and the Portuguese South European culture. In other words, can
findings derived from the Portuguese and Arabic versions of the PID-5 be comparable and

generalized to personality research and clinical practice?

Nevertheless, before cross-cultural differences can be examined and interpreted it is
crucial to establish measurement invariance to ensure that the same underlying pathological
personality traits, measured by the Portuguese and the Arabic version of the PID-5, are being
assessed in similar ways and have the same meaning, across the two countries (Bach et al.,
2018; Debast et al., 2018). On this note, the PID-5 literature has already demonstrated overall
measurement invariance for age (Debast et al., 2018), clinical status (Bach et al., 2018), sex
(Suzuki et al., 2019) and cross-cultural comparisons (Thimm et al., 2016). However, despite
promising results, cross-cultural comparative studies with the PID-5 are still limited to
Western countries (Thimm et al., 2016; Sorrel et al., 2021). To address this gap, our study
intended to extended Sorrel et al., 2021 cross-cultural measurement invariance study,
developed with large samples of college students from several European countries, to test the

PID-5 measurement invariance also in a non-Western country, and in clinical samples.
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Therefore, to examine measurement invariance (MI) of the PID-5 facets and domains,
we used the IMINCE software (Lorenzo-Seva & Ferrando, 2003) a free unrestricted Factor
Analysis-Based program that uses Exploratory Structural Equation Modelling (ESEM)
methodology, which combines features of Exploratory Factor Analysis (EFA) and
Confirmatory Factor Analysis (CFA), in the sense that an EFA model is submitted to an
adjustment estimation of a CFA model. Moreover, this software is suitable for responses to
items on Likert scales or dichotomic items, as it performs factor analysis using polycholic or
tetrachoric correlations, and measures partial, strong, and strict invariance (Lorenzo-Seva &

Ferrando, 2003).

Accordingly, our study goals were (1) to test MI of the PID-5 scales across matched
Emirati and Portuguese clinical and nonclinical groups, and (2) to compare the PID-5 mean
score levels across these countries and samples. Considering the previous studies in the
Emirati and Portuguese populations, we expected that the clinical groups’ mean scores would

be higher than non-clinical groups.

Methods

Ethics

The present study was approved by the Research Ethics Committee of Zayed
University Dubai (ref. ZU18 36a F), Dubai Scientific Research Ethics Committee (ref.
DSREC-02/2019 _07), Ministry of Health and Prevention Research Ethics Committee (Ref.
MOHAP/DXB-REC/No.10/MM/2019), Deontological Committee of Psychology Faculty of
the University of Lisbon (ref. Actan.2 CD_220ct2020), Ethic Commission of the host
Portuguese mental Health institutions. All participants were carefully informed about the

study and gave written consent.
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Samples

Community Samples.

The study included an Emirati and a Portuguese convenience community sample. The
Emirati community sample comprised 300 volunteer Emirati college students from Zayed
University Dubai and Abu Dhabi, and their acquaintances (80% women and 20% men). The
participants were aged 18 to 57 years (M = 27.95, SD = 10.19) mostly single (66.7%), had

completed high school (69.3%), and at the time of the assessment 56% were students.

The Portuguese community sample was matched based on the composition of gender
and age with the Emirati community sample. A total of 300 Portuguese volunteer students
and their acquaintances (80.3% women and 19.7% men), aged 18 to 60 years (M = 28.96, SD
= 11.12), were recruited from Psychology Faculty of Lisbon University. The majority of the
participants were single (75.3%), had completed high school (59.5%), and at the time of the

assessment were students (56.7%).

Clinical Samples

The clinical samples, were convenience samples, composed by Emirati and
Portuguese psychiatric patients. The Emirati clinical sample was recruited among volunteer
patients that, at the time of the assessment, were receiving treatment in mental health
institutions of the UAE, namely Rashid Hospital, Al Amal Psychiatric Hospital, and National
Rehabilitation Centre. The selection process was conducted by the institutions’ psychiatrists
or psychologists and based on clinical records and/or clinical authority. The clinicians were
asked to report the patient’s diagnosis using the DSM-5 criteria, and those who met at least
one DSM-5 mental disorder were included in the study. Patients that suffered from

intellectual disability, schizophrenia spectrum disorder, and major and mild neurocognitive
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disorders were excluded from the sample. A total of 150 inpatients and outpatients were
selected, 61.3% female, 38.7% male, aged 18 to 61 years (M =31.29, SD = 8.88). Most of the
clinical participants were single (49.3%), had completed high school (66%), and at the time
of the assessment, 37.3% were unemployed, 28% were employed, 15.3% were housewives,

14.7% were student, and 4% were retired.

The Portuguese clinical sample comprised 150 Portuguese volunteer psychiatric
patients from mental health institutions across the country, subsequently matched (based on
the diagnosis), with the Emirati clinical sample. The patients were primarily men (52%), aged
18 to 68 years old (M =44.97, SD = 11.6). The participants were predominantly single
(50%), unemployed (51.7%), and at the time of the assessment 28.2 % had completed high
school, and 26.2% had a bachelor’s degree or more. The predominate diagnoses for both
countries’ samples were substance related disorders, depressive disorders, obsessive-

compulsive disorders, anxiety disorders and bipolar disorders.

Instruments

Personality Inventory for DSM-5 (PID-5, Krueger et al., 2012, Arabic version by

Al-Attiyah et al. 2017)

The PID-5 is a self-report measure which operationalizes the trait system of the DSM-
5 Alternative Model of Personality Disorders. It is composed by 220 items, rated on a four-
point Likert scale, ranging from zero (very false or often false) to three (very true or often
true) that characterizes 25 empirically derived lower-level facets grouped into five major
domains of maladaptive personality variation. Approximately, the instrument takes 40
minutes or less to complete and it is to be used in adults (18 years old or above). The PID-5
has shown robust psychometric properties worldwide, in clinical and non-clinical samples,

such has replicable factor structure, internal consistency, convergent validity with other
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personality measures as well as with a broad range of psychopathological constructs. The
UAE sample was assessed through the Arabic version of the PID-5(Al-Attiyah et al., 2017),
while the Portuguese sample was studied by the Portuguese version of the PID-5 (Pires et al.,
2017). Both translated versions have proven their relevance in terms of internal consistency
as well factorial validity in clinical, and non-clinical samples (Al-Attiyah et al., 2017, Coelho

et al., 2020a; Coelho et al., 2020b; Pires et al., 2017, 2019).

Data Collection

The present study comprised two Emirati samples and two Portuguese samples. The
Emirati community sample was recruited through email or in person by the researchers. The
sessions were held collectively at Zayed University Dubai and Abu Dhabi. Regarding the
Emirati clinical sample, the selection of the patients was performed by the mental health units
‘clinicians and the participants were invited to take part in the study at the end of the follow-
up appointments. The objectives of the study were explained, and confidentiality was
emphasized. As the test requires approximately 40 minutes to apply, data collection sessions
were scheduled dependent on the patients’ conditions and availability. All the participants
signed a written informed consent form. As for the Portuguese community and clinical
samples, data was made available by the authors of the Portuguese version of the PID-5, who
also mentored this research project, and details regarding data collection are published in

Pires et al. (2017, 2019).

Data Analysis

Statistical analyses were undertaken with the IBM SPSS (v.26, SPSS Inc., Chicago,
IL) and the IMINCE software (Lorenzo-Seva & Ferrando, 2003). In the current study
descriptive statistics of the PID-5 facets and domains for both countries and samples were

obtained, internal reliability was examined through Cronbach’s alphas and gender effect sizes
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were analysed. In order to explore the normality of the scales’ distributions, the following
criteria were applied: skewness, kurtosis, Kolmogorov-Smirnov Goodness-of-fit test (N >
30), and Q-Q-plots. Mean score differences between the UAE and the Portuguese
(community and clinical) samples presenting a normal distribution, were investigated by
means of paired samples ¢ test and Cohen’s d. The effect size was considered small when d <

0.20, medium when 0.20 < d < 0.50, large when 0.50 <d < 1.0, and very large when d > 1.0.

Accordingly, the mean rank scores differences of the scales that presented a
heteroscedastic distribution were calculated by the Wilcoxon Signed-Rank test, for both
countries and samples. The effect size was tested through = z/\N, being N the number of
pairs without ties, and effect size was considered small when .10 < r < .30, medium when .30

<r<.50 and large when » > .50.

Furthermore, we employed the IMINCE, a free unrestricted Factor Analysis based
program which allows the assessment of MI in two populations, in this particular study, the
Emirati and the Portuguese community and clinical samples. Although the program is more
suitable for binary or Likert item scores, it can as well analyse sums of item scores (facets)
and sets of test scores (domains). The IMINCE examines the following invariance forms:
invariance of item difficulties or intercepts, factor loadings or discriminations (partial
invariance), and residual variances (strict factor invariance). This is accomplished using 1)
Cohen’s d or univariate ¢ tests or Hotelling’s T-square and the corresponding F statistics,
depending on the nature of the variables involved and the size of the samples. In our case,
Cohen’s d is the most appropriate given the large size of the UAE and the Portuguese
community and clinical samples. Additionally, 2) factor loadings are obtained by an
Exploratory Factor Analysis method and tested by factor congruence, factor discrepancy and
approximate confidence intervals. Observed congruence and discrepancy indices are

compared to the critical alpha values and, congruence indices are considered statistically
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significant if they are smaller than o, while discrepancy indices are considered statistically
significant if they are larger than a. Finally, 3) invariance of residual variances or strict factor
invariance, is assessed through percentile intervals which are obtained from a Bootstrap
resampling. Nonoverlapping intervals suggest that the residual variances of a certain item are

not invariant over the two populations.

Results

Descriptive Statistics and Internal Consistency

Table 1 presents the PID-5’s facets and domains mean, SD, and Cronbach alphas of
the UAE and Portuguese community and clinical samples. Overall, the PID-5 presented
acceptable to good (o >.70) alpha coefficients, in all domains and most of the facets, for both
countries and samples. Higher reliability coefficients were obtained in the clinical samples
compared to the community samples. The lowest alpha values were found in the facet
Suspiciousness for the UAE community (.35) and clinical samples (.48), as well as in the
Portuguese clinical (.59) sample. Also, the facet Manipulativeness presented the lowest alpha
(.37) in the Portuguese community sample along with the facets Submissiveness (.52) and
Restrictive affectivity (.55). On the other hand, the highest alpha values for both UAE (.91)
and Portuguese (.89) clinical samples, were observed on Depressivity, whilst Callousness and
Eccentricity reported the highest alphas in the Portuguese (.83) and UAE (.90) community
samples, respectively. As for the PID-5 domains, the lowest alphas were found in the domain
Disinhibition for the Portuguese community sample (.81) and UAE clinical sample (.80),
along with Antagonism in the UAE community sample and Negative affectivity in the
Portuguese clinical sample. The highest alpha values were displayed in the domain

Psychoticism for both countries and samples.



Table 1

PID-5 scales’ means (M), standard deviation (SD) and Cronbach’s alphas (o) of the UAE and the Portuguese samples

Community samples

Clinical samples

UAE Portugal UAE Portugal

PID-5 scales M SD o M SD o M SD o M SD o
Anhedonia 094  0.52 7 0.88 058 .69 145 0.60 78 1.39  0.60 74
Anxiousness 142 0.59 .84 1.52  0.65 .81 1.84  0.64 .85 1.83  0.59 .62
Attention seeking 1.11 0.54 .80 0.74 061 .71 1.41 0.67 .84 1.09 0.74 .84
Callousness 0.57  0.35 .73 0.30 030 .83 0.81 0.52 .84 0.65  0.51 .83
Cognitive "and perceptual o oc (47 g0 051 042 77 115 059 8 097 061 82
dysregulation

Deceitfulness 0.86 0.4l .69 043 041 .76 1.05 0.58 .80 0.75  0.56 .79
Depressivity 0.67  0.48 .87 0.61 053 .80 1.27  0.68 91 1.10  0.68 .89
Distractibility 1.04 049 78 098 062 .80 149 0.58 81 1.33  0.64 78
Eccentricity 090  0.57 .90 0.64 0.64 .81 1.27  0.65 .90 1.07  0.67 .87
Emotional lability 1.14  0.54 .76 1.26 064 .64 1.68 0.65 .79 1.57  0.68 73
Grandiosity 1.18  0.55 71 0.61 051 .59 133 0.65 75 0.89 0.64 72
Hostility 1.16  0.49 .76 1.02 051 .71 1.44  0.71 .88 1.17  0.65 .82
Impulsivity 1.00  0.55 74 0.85 063 .62 138 0.66 .76 1.33  0.69 .80
Intimacy avoidance 0.89 0.53 .70 045 055 .58 1.08 0.67 75 0.98 0.75 .79
Irresponsibility 0.74 042 .60 038 041 .71 1.21 0.56 .67 0.87 0.64 77
Manipulativeness 1.05  0.51 .61 0.68 052 37 1.17  0.66 75 092  0.70 73
Perseveration 1.09 043 .70 0.89 053 .67 143 0.62 .84 1.27  0.56 .76
Restricted affectivity 1.18 047 .60 0.86 059 .55 1.31 0.55 .64 1.17  0.56 .67
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Table 1 (Cont.)

PID-5 scales’ means (M), standard deviation (SD) and Cronbach’s alphas (o) of the UAE and the Portuguese samples

Community samples

Clinical samples

UAE Portugal UAE Portugal

PID-5 scales M SD a M SD o M SD o} M SD o
Rigid perfectionism 1.38 0.48 .76 1.18 0.59 .79 1.55 0.63 .85 1.44  0.63 .80
Risk taking 1.18 0.40 74 1.05 0.50 .74 1.36 0.54 .82 1.27  0.55 81
Separation insecurity 1.06 0.56 75 0.96 0.62 57 1.39 0.68 78 1.39 0.61 .66
Submissiveness 1.03 0.57 .68 0.92 0.67 .52 1.35 0.68 .73 1.14  0.67 .62
Suspiciousness 1.21 0.39 35 0.96  0.51 .63 1.43 0.48 A48 1.43  0.51 .59
Unusual beliefs and 0.94 0.53 75 044 049 .68 1.16 0.67 81 0.92 0.61 74
experiences

Withdrawal 1.12 0.50 .80 0.70 059 .78 1.36 0.62 .83 1.18  0.65 .85
Negative affectivity 1.21 0.46 .88 1.25 0.52 .82 1.63 0.54 .90 1.60  0.51 .83
Detachment 0.98 0.41 .87 0.68 047 .83 1.30 0.51 .89 1.18  0.50 .87
Antagonism 1.03 0.38 .80 0.57 039 .82 1.18 0.54 88  0.85 0.57 .90
Disinhibition 0.93 0.38 .83 0.73 0.45 81 1.36 0.51 .80 1.18 0.54 .88
Psychoticism 0.90 0.46 .93 0.53 044 .90 1.20 0.58 94 098 0.56 .93
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Gender Effect Size

In order to prevent possible gender bias, due to uneven proportions of men and
women in both, community and clinical samples, Cohen’s d was calculated to determine
gender effect sizes. Our results pointed to very small effect sizes (d < 0.20), in some facets
and domains, in both, community, and clinical samples, of the Emirati and Portuguese
populations. Specifically, in the domain Disinhibition, along with the facets Depressivity,
Distractibility and Submissiveness, in the Emirati community sample. Also, the Negative

affectivity domain as well as the facets Anxiety, Callousness, Deceitfulness, Emotional
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lability, Grandiosity, Irresponsibility, Restricted affectivity, and Risk taking in the Portuguese

community sample. Concerning the clinical samples, the same results were found (d < 0.20)

in the domain Negative affectivity in conjunction with the facets, Risk taking, Separation
insecurity, and Submissiveness, in the Emirati clinical sample, together with the facets

Deceitfulness and Callousness, in the Portuguese clinical sample.

Invariance Study of the UAE and Portuguese Community sample

Regarding Invariance of facet difficulties or intercepts (see table 2), Cohen’s d
statistic identified ten facets with large effect sizes, between the UAE and the Portuguese
community populations, namely: Callousness, Cognitive and perceptive dysregulation,
Deceitfulness, Grandiosity, Intimacy avoidance, Irresponsibility, Manipulativeness,
Suspiciousness, Unusual beliefs and experiences, and Withdrawal. Moreover, in terms of
Invariance of factor loadings or discriminations (partial invariance), significant differences
were observed in the congruence coefficients of six of the PID-5 facets (Anhedonia,
Callousness, Eccentricity, Irresponsibility, Restricted affectivity, Withdrawal), and in the

discrepancy coefficients of nine facets (Anhedonia, Callousness, Cognitive and perceptual



98

dysregulation, Distractibility, Eccentricity, Perseveration, Restricted affectivity, Unusual

beliefs and experiences, and Withdrawal) as presented in table 3.

As for the PID-5 domains, Detachment presented significant differences in the
discrepancy coefficient along with Psychoticism in the congruence and discrepancy
coefficients (table 4). Therefore, due to these differences, the overall congruence and
discrepancy indices were also compromised. Concerning strict factor invariance in the
community samples, the percentile intervals of residual variances of the PID-5 facets have
shown overlapping for all facets, except for Grandiosity and Suspiciousness (see table 5).
According to Lorenzo-Seva & Ferrando (2003), nonoverlapping intervals suggest that the
residual variances of a particular variable are not invariant over the populations that are being

compared.

In a nutshell, our results have shown that the facets Grandiosity and Suspiciousness,
did not reach strict factor invariance, and other ten PID-5 facets (Anhedonia, Callousness,
Cognitive and perceptual dysregulation, Distractibility, Eccentricity, Irresponsibility,
Perseveration, Restricted Affectivity, Unusual beliefs and experiences, and Withdrawal)
along with two domains (Detachment and Psychoticism) did not show partial invariance

across the UAE and the Portuguese community samples.



Table 2

Facet difficulties: means (M) and Cohen’s d’ statistic of the community samples

UAE sample Portugal sample
PID-5 facets M M Cohen’s d
Anhedonia 0.94 0.88 0.08
Anxiousness 1.42 1.52 -0.12
Attention Seeking 1.11 0.74 0.46
Callousness 0.57 0.30 0.57
Cognitive and perceptual 0.86 0.51 0.57
dysregulation.
Deceitfulness 0.86 0.43 0.77
Depressivity 0.67 0.61 0.09
Distractibility 1.04 0.98 0.09
Eccentricity 0.90 0.64 0.31
Emotional lability 1.14 1.26 -0.15
Grandiosity 1.18 0.61 0.80
Hostility 1.16 1.02 0.21
Impulsivity 1.00 0.85 0.18
Intimacy avoidance 0.89 0.45 0.58
Irresponsibility 0.74 0.38 0.60
Manipulativeness 1.05 0.68 0.51
Perseveration 1.09 0.89 0.31
Restricted affectivity 1.18 0.86 0.42
Rigid perfectionism 1.38 1.18 0.27
Risk taking 1.18 1.05 0.21
Separation insecurity 1.06 0.96 0.11
Submissiveness 1.03 0.92 0.13
Suspiciousness 1.21 0.96 0.55
Unusgal beliefs and 0.94 0.44 0.69
experiences
Withdrawal 1.12 0.70 0.55

Note. Small effect d < 0.20, medium effect size 0.20 < d < 0.50, large 0.50 <d < 1.0,

and very large d > 1.0.
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Overall fit congruence and discrepancy indices per PID-5 facets in the community samples

Congruence values

Discrepancy values

PID-5 facets Observed  Critical value  Observed Critical value
(a=.05) (a=.05)
Anhedonia 2% .96 Q3% .02
Anxiousness .98 .96 .01 .02
Attention Seeking .99 .96 20 .03
Callousness 79%* .86 02%* .02
Cognitive .and perceptual 9 9 3% 0
dysregulation
Deceitfulness .94 .90 .01 .02
Depressivity .98 .95 .01 .02
Distractibility .97 95 Q3% .03
Eccentricity 85%* .94 07%* .03
Emotional lability .98 .96 .02 .03
Grandiosity .98 .90 .01 .03
Hostility .89 .87 .03 .04
Impulsivity .96 91 .02 .03
Intimacy avoidance .96 .83 .01 .04
Irresponsibility 92%* .93 .02 .02
Manipulativeness .98 93 .01 .02
Perseveration .96 95 02%* .02
Restricted affectivity 93 % .96 .04%* .02
Rigid perfectionism .98 95 .01 .03
Risk taking .88 .87 .03 .04
Separation insecurity .98 .90 .01 .03
Submissiveness .95 .93 .03 .05
Suspiciousness 91 .88 .02 .02
Unusual — beliefs 95 80 03 03
experiences
Withdrawal 96%* 97 03%* .02

Note. **Significant differences.
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Table 4

Overall fit indices per PID-5 domains in the community sample

Observed Critical value Observed Critical value
PID-5 Domains Di
iscrepanc
Congruence (5 — 05) panEY (.= .05)

Negative affectivity .96 .90 .09 10
Detachment .90 .88 14%* A1
Antagonism .98 .87 .08 10
Disinhibition .89 87 11 A1
Psychoticism 85k .86 3% A1
Overall Fit Index .93** .95 S5** 40

Note. **Significant differences.

Table 5

Bias-corrected percentile intervals of residual variances per PID-5 facets in the community

samples

PID-5 facets UAE sample Portugal sample
Anhedonia (.06; .11) (.09; .15)
Anxiousness (.10; .17) (.10; .18)
Attention Seeking (.11;.17) (.07; .15)
Callousness (.05;.08) (.03; .05)
Cognitive and perceptual (.05; .08) (.04; .08)
dysregulation

Deceitfulness (.06; .10) (.05; .09)
Depressivity (.05;.09) (.05; .08)
Distractibility (.10; .14) (.10; .16)
Eccentricity (.06; .14) (.12; .22)
Emotional lability (.08; .14) (.11; .20)
Grandiosity* (.17;.25) (.10; .16)
Hostility (.09; .12) (.08; .15)
Impulsivity (.14; .21) (.17;.26)
Intimacy avoidance (.15;.22) (.16; .25)
Irresponsibility (.06; .10) (.05; .08)
Manipulativeness (.10; .15) (.08; .13)
Perseveration (.07;.11) (.08; .12)
Restricted affectivity (.09; .14) (.08; .16)

Note. * No overlap.
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Table 5 (Cont.)

Bias-corrected percentile intervals of residual variances per PID-5 facets in the community

samples
PID-5 facets UAE sample Portugal sample
Rigid perfectionism (.07; .12) (.10; .19)
Risk taking (.09; .13) (.11;.18)
Separation ) )
insecurity (.14; .20) (.16; .26)
Submissiveness (.18;.26) (.15; .33)
Suspiciousness* (.08; .12) (.13;.19)
Unusual beliefs and (.10; .16) (.10; .20)
experiences
Withdrawal (.08; .14) (.07; .12)

Note. * No overlap.

Invariance Study of the UAE and Portuguese Clinical samples

In respect to Invariance of facet difficulties or intercepts in the clinical populations,
according to Cohen’s d, no facets presented large effect sizes (see table 6). As for Invariance
of factor loadings or discrimination (partial invariance), only the facet Separation insecurity
presented significant differences in the discrepancy coefficient (see table 7 and 8). However,
the overall discrepancy index was not compromised. Likewise, concerning strict factor
invariance, the percentile intervals of residual variances of the PID-5 facets, in the clinical
samples, showed overlapping for all the facets, apart from Grandiosity, Risk taking and
Separation insecurity (see table 9). Taken together, as the residual variance is invariant over
the UAE and the Portuguese populations, we can consider strict invariances for all facets and

domains.
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Table 6

Facet difficulties: means (M) and Cohen’s d’ statistic in the clinical samples

PID-5 facets UAE sample M Portugal sample M Cohen’s d
Anhedonia 1.45 1.39 0.08
Anxiousness 1.84 1.83 0.01
Attention Seeking 1.41 1.09 0.32
Callousness 0.81 0.65 0.22
Cognitive . and perceptual 115 0.97 0.22
dysregulation

Deceitfulness 1.05 0.75 0.41
Depressivity 1.27 1.10 0.17
Distractibility 1.49 1.33 0.17
Eccentricity 1.27 1.07 0.22
Emotional lability 1.68 1.57 0.13
Grandiosity 1.33 0.89 0.48
Hostility 1.44 1.17 0.28
Impulsivity 1.38 1.33 0.05
Intimacy avoidance 1.08 0.98 0.08
Irresponsibility 1.21 0.87 0.43
Manipulativeness 1.17 0.92 0.29
Perseveration 1.43 1.27 0.19
Restricted affectivity 1.31 1.17 0.18
Rigid perfectionism 1.55 1.44 0.13
Risk taking 1.36 1.27 0.08
Separation insecurity 1.39 1.39 0.01
Submissiveness 1.35 1.14 0.23
Suspiciousness 1.43 1.43 0.00
Unusual beliefs and exp. 1.16 0.92 0.29
Withdrawal 1.36 1.18 0.20

Note. Small effect d < 0.20, medium effect size 0.20 < d < 0.50, large 0.50 <d < 1.0,

and very large d > 1.0.
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Table 7

Overall fit congruence and discrepancy indices per PID-5 facets in the clinical samples

PID-5 Domains Observed  Critical value Observed Critical value
Congruence (@ .09) Discrepancy (@ = .05)
Anhedonia 97 .89 .02 .06
Anxiousness .97 .89 .01 .07
Attention Seeking 97 93 .03 .06
Callousness .87 .70 .05 A3
Cognitive and 92 .84 .04 10
perceptual
dysregulation
Deceitfulness 97 .88 .02 .07
Depressivity .96 95 .03 .04
Distractibility .99 .89 .01 .06
Eccentricity .92 .87 .05 .07
Emotional lability .96 .79 .02 A1
Grandiosity .99 .87 .01 .08
Hostility .93 .83 .04 A1
Impulsivity .88 17 .08 15
Intimacy avoidance 95 .66 .06 13
Irresponsibility 91 .86 .04 .08
Manipulativeness .96 92 .03 .06
Perseveration .87 .84 .06 .08
Restricted affectivity .94 75 .02 .07
Rigid perfectionism 97 17 .02 12
Risk taking .90 72 .03 .09
Separation insecurity .85 72 2% .08
Submissiveness .85 72 .06 13
Suspiciousness 78 .66 .05 .07
Unusual beliefs and 91 72 .05 A1
experiences
Withdrawal 98 .88 .01 .08

Note. **Significant differences.
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Table 8

Overall fit indices per domain of the PID-5 in the clinical samples

Observed Critical value Observed Critical value
PID-5 Domains )
Congruence (o= 05) Discrepancy (o= 05)

Negative affectivity .96 .69 13 38
Detachment .96 .67 .16 38
Antagonism 93 .62 15 40
Disinhibition .85 .64 .26 38
Psychoticism 81 .64 27 38
Overall Fit Index .92 .90 .97 1.27

Note. **Significant differences.

Table 9

Bias-corrected percentile intervals of residual variances per PID-5 facets in the clinical

samples.

PID-5 facets UAE sample Portugal sample
Anhedonia (.10; .18) (.05; .14)
Anxiousness (.15;.25) (.05; .13)
Attention Seeking (.11;.19) (.07; .16)
Callousness (.08; .13) (.05; .11)
Cognitive and perceptual (.05;.09) (.05; .11)
dysregulation

Deceitfulness (.09; .16) (.03; .08)
Depressivity (.07; .17) (.06; .13)
Distractibility (.08; .13) (.08; .15)
Eccentricity (.09; .16) (.10; .20)
Emotional lability (.14; .20) (.12; .24)
Grandiosity* (.16; .24) (.06; .17)
Hostility (.16; .25) (.10; .18)
Impulsivity (.18;.26) (.11;.26)
Intimacy avoidance (.07;.21) (.13; .45)
Irresponsibility (.07; .15) (.11;.19)
Manipulativeness (.03; .18) (.08; .15)
Perseveration (.11; .20) (.06; .10)
Restricted affectivity (.11;.17) (.11;.19)

Note. * No overlap.
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Table 9 (Cont.)

Bias-corrected percentile intervals of residual variances per PID-5 facets in the clinical

samples.

PID-5 facets UAE sample Portugal sample
Rigid perfectionism (.10; .19) (.08; .25)
Risk taking* (.14; .21) (.09; .20)
Separation insecurity* (.07;.09) (.14; .30)
Submissiveness (.16; .32) (.16;.30)
Suspiciousness (.07; .12) (.11; .21)
Unusual  beliefs and (.13;.21) (.10; .21)
experiences

Withdrawal (.11;.20) (.10; .21)

Note. * No overlap.

Group differences

Concerning the aforementioned PID-5 scales distribution, both community and
clinical samples, generally leaned to non-normality, particularly in the community samples,
as only Anxiety and Emotional lability presented normal distribution. As for the clinical
samples, scores were more normally distributed, specifically for 11 of the PID-5 facets and 4

of the domains.

Regarding facets and domains that shown non-normal distribution, in the community
samples, table 10 presents the respective mean rank scores differences, Wilcoxon Signed-
Rank test, and effect size coefficient. Non-invariant facets are presented in grey. Most of the
PID-5 facets and domains results were higher and statistically significant in the UAE
community sample (p <.05) compared to the Portuguese community sample. As for the
effect size, we obtained small (.10 < <.30) to medium (.30 <r <.50) effect size for 16 of
the 23 PID-5 facets, with the highest effect sizes displayed by Deceitfulness (.62) and

Grandiosity (.64).
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At the domain level, except for Negative affectivity, the UAE community sample
presented significant higher results (p <.01) than the Portuguese community sample, with the
highest effect size (.66) being displayed by the domain Antagonism. In respect to the
variables with normal distribution, no significant differences were reported for Anxiety, ¢ =
1.88, p = .07, despite the Portuguese community sample presented higher mean scores (M =
1.51; 8D = 0.65) than those in the UAE sample (M = 1.42; SD = 0.59). Conversely,
Emotional lability obtained significantly higher scores in the Portuguese sample (M = 1.25;
SD = 0.65) compared to the UAE sample (M = 1.13; SD =0.54), t = 2.43, p = .02, albeit the

small effect size.

Table 10

Wilcoxon Signed Ranks Test of the PID-5 Scales in the Community Samples

PID-5 scales Portugal vs. UAE
Ranks N Mean Rank z p r
Attention seeking Neg. 198 153.42 %
Pos. 87 119.29 719 00 Al
Deceitfulness Neg. 232 152.08 -10.71 00%* .62
Pos. 53 103.24
Depressivity Neg 167 139.42 1.98 .05%* A1
Pos. 119 149.22

Note. Non-Invariant facets/domains in grey. Neg. = Negative Ranks (Portuguese results <
UAE results); Pos. = Positive Ranks (Portuguese results > UAE results); *p <.05;

**p <.01. Small effect .10 < <.30; Medium effect size .30 < r <.50; High effect » > .50.



Table 10 (Cont.)

Wilcoxon Signed Ranks Test of the PID-5 Scales in the Community Samples
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PID-5 scales

Portugal vs. UAE

Ranks N Mean Rank z p r

Grandiosity Neg. 226 151.24 -11.04  .00** .64
Pos. 52 88.46

Hostility Neg. 173 141.61 -3.69 00%*% 21
Pos. 106 137.37

Impulsivity Neg. 168 143.20 -3.00 00%* 17
Pos. 114 138.99

Intimacy avoidance Neg. 211 149.15 -9.02 00** 52
Pos. 67 109.10

Manipulativeness Neg. 204 142.68 -7.85 00%* 45
Pos. 70 122.40

Rigid perfectionism Neg. 179 155.01 -5.04 00%* 29
Pos. 108 125.75

Risk taking Neg. 166 154.05 -3.49 00%* 20
Pos. 121 130.21

Separation insecurity Neg. 160 145.62 -2.10 .04* A2
Pos. 125 139.64

Submissiveness Neg. 151 137.73 -2.43 .02% 14
Pos. 115 127.95

Suspiciousness Neg. 184 155.60 -6.35 00%* 37
Pos. 98 115.02

Note. Non-Invariant facets/domains in grey. Neg. = Negative Ranks (Portuguese results <

UAE results); Pos. = Positive Ranks (Portuguese results > UAE results); *p <.05;

*#p <.01. Small effect .10 < r <.30; Medium effect size .30 < r <.50; High effect » > .50.
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Table 10 (Cont.)

Wilcoxon Signed Ranks Test of the PID-5 Scales in the Community Samples

PID-5 scales Portugal vs. UAE
Ranks N Mean Rank z p r

Negative Affectivity Neg. 150 143.38 -0.71 A48 .00
Pos. 150 157.62

Antagonism Neg. 244 162.24 -11.51 00*%* .66
Pos. 55 94.59

Disinhibition Neg. 193 159.64 -5.64 00%* 33
Pos. 106 131.91

Note. Non-Invariant facets/domains in grey. Neg. = Negative Ranks (Portuguese results <
UAE results); Pos. = Positive Ranks (Portuguese results > UAE results); *p <.05;

**p <.01. Small effect .10 <r < .30; Medium effect size .30 < r <.50; High effect » > .50.

As for the UAE and Portuguese clinical samples, table 11 presents the 14 non-normal
distributed facets and domain, along with the mean rank scores differences, Wilcoxon
Signed-Rank test, and respective effect size coefficient. Similarly, to the community sample,
also the UAE clinical sample presented higher and statistically significant results for most of
the PID-5 facets and domain (p <.05), compared to the Portuguese sample. However, the
effect size coefficients obtained were small (.10 < <.30) for most part of the facets and
domains. The exceptions were the facets Deceitfulness, Grandiosity, Irresponsibility, and the
Antagonism domain, with medium effect sizes (.30 < <.50). As for the variables with
normal distribution in the clinical samples, as displayed in table 12, only the facets
Distractibility, Hostility, Perseveration, Submissiveness and Withdrawal (p < .05), along with

the Disinhibition and Psychoticism domains (p < .01) shown significant higher results in the
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UAE clinical sample compared to the Portuguese, though with small effect sizes (d < 0.28).

As expected, the mean score values of the Emirati and the Portuguese clinical groups were

higher than the community groups with medium (0.20 < d < 0.50) to very high effect sizes (d

> 1.0).

Table 11

Wilcoxon Signed Ranks Test of the PID-5 scales in the clinical samples

PID-5 scales

Portugal vs. UAE

Ranks

N Mean Rank z p r
O TR
Attention seeking II\)I(e):g.. g; Zzgg 361 00™ 99
e RN L o
Comedperoual Nep 8BS a2
Deceltfu‘ln‘ess I;)Igi 22 ;g?g 474 00”39
DepreSS.lV‘lty Iljoesg. 2? 2(5)3 g 2.23 03" .18
Eccentricity I;)Igi 23 Zggg 965 01" 2
N BT s e
Intimacy avoidance I;gf_' Zg ZSS(Z) _1.08 18 09
Irresponsibility I;(e)f_. gg gz? 53] 00%% 43
Manipulativeness Il\j(e)f.' 4813 24212(9) -3.48 00%** 28
Restricted affectivity NG T 214 03* 17
Risk taking see fhov 159 A1 13

Note. Neg. = Negative Ranks (Portuguese results < UAE results); Pos. = Positive Ranks

(Portuguese results > UAE results); *p <.05; **p <.01. Small effect .10 <r <.30;

Medium effect size .30 < r <.50; High effect » > .50.
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Wilcoxon Signed Ranks Test of the PID-5 scales in the clinical samples
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PID-5 scales

Portugal vs. UAE

Ranks N Mean Rank z )4 r
Unusual beliefs and Neg. 84 78.38 .
experiences Pos. 57 60.12 -3.25 00 27
. Neg. 102 81.57 sk
Antagonism Pos. 47 60.74 -5.18 .00 42

Note. Neg. = Negative Ranks (Portuguese results < UAE results); Pos. = Positive Ranks

(Portuguese results > UAE results); *p <.05; **p <.01. Small effect .10 < r <.30;

Medium effect size .30 < r <.50; High effect » > .50.

Table 12

Dependent t-test results of the PID-5 facets and domains with normal distribution in the

clinical samples.

PID-5 Scales UAE Portugal t-test

M SD M SD t-test )% d
Anhedonia 1.45  0.60 1.39 0.60 0.98 33 0.08
Distractibility 1.49  0.58 1.33 0.64 2.11 .04* 0.17
Emotional Lability  1.68  0.65 1.57 0.68 1.46 15 0.13
Hostility 1.44  0.71 1.17 0.65 3.39 00** 0.28
Impulsivity 1.38  0.66 1.33 0.69 0.65 52 0.05
Perseveration 1.43 0.62 1.27 0.56 2.25 .03* 0.19
Rigid 1,55 0.63 144  0.63 1.52 13 0.13
Perfectionism
Separation 138 068 139 061 011 91 0.00
Insecurity
Submissiveness 1.35 0.67 1.14 0.67 2.8 01* 0.23
Suspiciousness 1.43 0.48 1.43 0.51 0.02 .99 0.00

*p <.05, **p <.01. Small effect d < .20, medium effect size .20 <d < .50, large .50 <d

< 1.0, and very large d > 1.0.
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Table 12 (Cont.)

Dependent t-test results of the PID-5 facets and domains with normal distribution in the

clinical samples.
PID-5 Scales UAE Portugal t-test
M SD M SD t-test P d

Withdrawal 1.36 0.62 1.18 0.65 2.46 02%* 0.20
Negative affectivity  1.63 0.54 1.60 0.51 0.57 57 0.05
Detachment 1.30  0.51 1.18 0.50 1.87 .06 0.15
Disinhibition 1.36  0.51 1.17 0.54 3.07 .00%* 0.24
Psychoticism 1.20  0.58  0.98 0.56 3.30 00** 0.27

*p <.05, **p <.01. Small effect d < .20, medium effect size .20 <d < .50, large .50 <d

< 1.0, and very large d > 1.0.

Discussion

The present manuscript addressed the applicability of the PID-5 for group
comparisons across the Emirati and the Portuguese clinical and community populations. To
draw valid inferences regarding the mean score differences across both countries, a M1 study
was previously conducted, which is a prerequisite for cross-cultural comparisons (Church et

al., 2011; Eigenhuis et al., 2015.

Broadly, our findings have shown that all the PID-5 facets and domains can be
properly compared across the Emirati and Portuguese clinical participants, but not entirely for
the community participants, as just 15 of the 25 PID-5 facets, and three of the five domains
proved partial invariance, from which only 13 facets, have proved strict invariance. Thus,
considerable caution is needed in drawing conclusions from mean trait differences on the
PID-5 non-invariant scales, as they may reflect potential cultural bias (Borsboom, 2006;

Byrne, 2016; Guenole & Brown, 2014). More precisely, perhaps the two cultural/ethnic
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groups may be attributing different meanings to the same set of items that comprises each
facet or domain (Byrne & Watkins, 2003; Van de Vijver & Tanzer, 2004). Another possible
explanation for these differences, could be that the general population has relatively low
scores of pathological personality traits compared to the psychiatric population, which could
prevent some dimensions of pathology from emerging in data from non-clinical groups
(Morey & Glutting, 1994; Morey, 1997). The PID-5 is by nature a clinical measure (Wright
et al., 2012) comprised by items such as: “Sometimes I think someone else is removing
thoughts from my head.” (Item 192), “Sometimes I feel “controlled” by thoughts that belong
to someone else.” (Item 154), or “Sometimes I can influence other people just by sending my
thoughts to them.” (Item 150), that reflect the extreme end of personality dysfunction, so for
that, it is more likely that clusters of maladaptive trait features emerge in the psychiatric
populations, than among those who do not suffer from a mental disorder (Morey & Glutting,

1994, O’Connor, 2002).

Furthermore, it is quite common that the measurement error differs across clinical and
non-clinical samples, particularly in scales assessing pathology, which impacts reliability
coefficients in non-clinical groups (Bach et al., 2018) due to the presence of a limited number
of individuals with high scores on maladaptive traits in the general population. In fact,
although our results confirmed acceptable to good reliability coefficients across the Emirati
and Portuguese clinical and non-clinical groups, for all the PID-5 domains and most of the
facets, as previously reported (Al-Dajani et al., 2016; Zimmermann et al., 2019), the alphas of

the community samples were lower than clinical samples, in both countries.

In this context, notwithstanding the importance of establishing MI, there is still little
consensus on what minimum requirements would still grant practical and valid comparisons

in cross-cultural personality research (Gregorich, 2006; Putnick & Bornstein, 2016).
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Although ideally, strict MI should be proven to consider a measure invariant, a recent
review study on personality invariance found that none of the 26 cross-cultural studies on
personality assessment revised, demonstrated evidence of full scalar invariance (for a review
see Dong & Dumas, 2020). Thus, some authors consider reasonable that instruments
demonstrating at least partial strong invariance are suitable to establish unbiased group
comparisons using personality measures (Van De Schoot et al., 2015). Concerning our
results, we highlight the need for further research to address the lack of MI of some facets
and domains in the community samples, as others international studies with the PID-5 have
shown no such results (Aboul-Ata & Qonsua, 2020; Bach et al., 2018; Suzuki et al., 2019).
Still, we might as well consider that variation of the PID-5 structure across countries and
languages could more often reflect cultural variations, instead of simply structural non-

invariance (Thimm et al., 2017).

Regarding the facets that shown partial invariance in the community samples, with the
exception of Anxiousness and Emotional lability, all the facets presented higher mean scores
in the Emirati group, though only Attention seeking, Deceitfulness, Grandiosity, Intimacy
avoidance, and Manipulativeness presented medium to high effect sizes (r > .40). A plausible
interpretation could be related with the tendency for collectivistic cultures, such as the
Emirati, in adopting an acquiescent response style, which might have biased the results (He et
al., 2014; Rammstedt et al., 2017). However, considering that each society develops
structures that promote different personality developments and tailor unique functional
patterns (Paris et al., 1998; Millon, 2020), perhaps we should only realize that the PID-5 is
capturing traits of two different natures, that are not necessary undesirable, but simply mirror
differences in how certain traits are cross-culturally promoted or suppressed (Kitayama et al.,

1997). For instance, in traditional and family-oriented societies, certain features of
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manipulativeness and deceitfulness, could serve as a social adaptative mean to avoid direct

confrontation and a diplomatic way to solve every day social conflicts.

On the other hand, the popularity of the Western culture in the UAE, fast economic
growth, and globalization, helped to create a hybrid identity, mainly among the new
generations, which impacts personality functioning and consequently PDs (Al-Darmaki &
Sayed 2009). The need for adjustment due to the acculturation process caused by the gap
between the traditional and family-oriented social norms, of the Emirati society, and the
European-American individualistic values and conventions (Pan & Wong, 2011; Togashi,
2007), might impose additional psychological challenges. If acculturation and multicultural
co-existence, can ideally result in personal growth through a balanced integration of aspects
from different cultures (Ronningstam et al., 2018), it can also cause substantial distress when
personal expectations collide with family-related expectations and social demands. Such
stress has been related with anxiety disorders, substance related disorders, and increased
suicide risk (Ehlers et al., 2009; Van Leeuwen et al., 2010). In this context, slightly higher
scores in facets related with the Antagonism domain, could mirror an adjustment process in
response to new family structures, gender roles, job expectations and high educational levels,
particularly among women, that have started to target leadership positions and deviate from
more traditional female roles, usually linked to education or healthcare, in the Emirati

society.

As for the psychiatric samples, the Emirati participants exhibited somehow higher
results than the Portuguese participants, albeit the small effect size for most of the PID-5
scales. The noteworthy exceptions were Deceitfulness, Grandiosity, Irresponsibility, and the
domain Antagonism, which could be mirroring relevant cultural differences, as they
presented medium effect sizes (p <.01; » >.39). If we bear in mind that the Emirati and the

Portuguese samples were closely matched based on diagnosis, these results may be
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conceptually meaningful as they reveal cultural specificities in the intensity and expression of
universal maladaptive traits across the Emirati and the Portuguese population, in clinical

settings.

An important outcome of our findings could be related with the stigma associated
with seeking professional mental health support in the Arab cultures. The fear of showing
weakness or lack of faith, restrain some patients from seeking early treatment, which often
happens in late stages of mental disorders (Al-Darmaki & Sayed, 2009). In such cases, the
symptoms severity and the level of impairment is already high, which directly impacts
treatment, and prognosis. Considering the dimensionality of mental disorders, and
specifically of PD, our results might be explained by differences in the level of severity of the

two clinical samples.

Moreover, as expected clinical groups” mean scores were higher than the community
groups in the Emirati and in the Portuguese samples, confirming the PID-5 utility to

distinguish between clinical and non-clinical individuals.

The present study has several strengths and limitations, mostly related with our
sample’s composition. The major strengths were the inclusion of closely matched community
and clinical samples of both countries, as well as the exclusion of non-Emirati participants, to
overcome possible cultural bias, due to the high number of expats living in the UAE. On the
other hand, as community and clinical samples were composed by uneven proportions of men
and women, with a strong predominance of women in the community samples, Cohen’s d
was calculated to determine gender effect sizes. Only very small effect sizes (d < 0.20) were
found in some facets and domains in both countries and samples. Therefore, gender effect
sizes did not seem to directly impact our results. However, our findings should be considered

in light of some limitations, specifically, the young age of our participants, the high number
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of college students in the community samples, along with the predominance of substance
related disorder diagnosis in the clinical samples. Finally, the community samples were not

screened for psychopathology.

Conclusions

The present study supports the PID-5 measurement invariance across the Emirati and
Portuguese clinical samples pointing to the universality and generalizability of the
Alternative Model of Personality Disorders trait model. Nevertheless, future research should
examine the applicability of the PID-5 across representative samples of the UAE and
Portugal, as well as extending our study comparisons to other Arabic and Portuguese

speaking countries.
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Capitulo I1I — Discussao Integrada e Consideracoes Finais
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3. Discussao Integrada e Consideracoes Finais

Esta tese foca-se em trés pontos fulcrais:

I - Seré a versdo arabe do PID-5 uma medida precisa e valida para identificar a
presenca e medir a severidade de tragos desadaptativos de personalidade na populagdo dos

EAU?

II - Sera o PID-5 uma medida util para distinguir grupos clinicos de ndo-clinicos na

populagdo emeritense?

IIT - Serdo as versdes arabe e portuguesa do PID-5 equivalentes, permitindo desta
forma comparar estas duas populagdes e extrapolar conclusdes sobre a eventual influéncia da

cultura nos resultados?

Para dar resposta a estas questdes, desenvolvemos um projeto de investigacao
inovador e desafiante, que procurou em ultima analise alargar as fronteiras do estudo da
personalidade e das suas perturbagdes a cultura emeritense dos EAU, de forma a que esta
populacdo possa dispor de instrumentos de avaliagdo psicoldgica empiricamente validos e
clinicamente uteis. Neste capitulo final iremos apresentar as principais conclusdes e de que

modo os diferentes resultados se relacionam e abrem caminho para estudos futuros.

De um modo geral os estudos de precisdo que desenvolvemos com o PID-5 (Estudo 1,
2 e 3), revelaram indicadores de consisténcia interna medidos através do alpha de Cronbach,
de aceitaveis a bons ao nivel das facetas e dos dominios, a semelhanca dos resultados
encontrados na maior parte dos estudos com o PID-5 (para uma revisao mais detalhada ver
Al-Dajanie et al., 2016 e Zimmermann et al., 2019). As amostras clinicas revelaram
consistentemente coeficientes mais elevados do que as amostras comunitarias (Estudos 2 e 3),

o que podera estar relacionado com a presenca de um numero reduzido de individuos com
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pontuagdes elevadas nos tragos desadaptativos de personalidade na populagdo geral. Esta
particularidade da origem a diferengas no erro de medigao dos varios grupos (clinicos e nao-
clinicos) e tem impacto direto nos coeficientes de consisténcia interna das amostras
comunitarias (Bach et al., 2018). No entanto algumas facetas requerem mais estudos, em
particular a Afetividade restrita, a Irresponsabilidade, a Manipulagdo, a Submissao e a
Suspeicao, porque apresentaram coeficientes de consisténcia interna muito reduzidos nos
diferentes estudos e amostras, em conformidade com resultados encontrados por outros
autores (Roskam et al., 2015; Rowinski ey al., 2019; Van den Broeck et al., 2014). No caso
da traducdo arabe do PID-5, estes valores de alfa de Cronbach mais baixos podem estar
relacionados com diferengas culturais e linguisticas no tipo de expressdes idiomaticas
utilizadas na construgdo dos itens, e até com diferentes interpretacdes do seu grau de
severidade (Ghazala, 2002; McCrae, 2013; Van de Vijver & Leung, 1997). A utilizagdo de
expressdes ocidentais, como por exemplo: “cold fish,” “raw deal,” ou “skipped town” em
alguns itens do PID-5 (e.g., 8, 133, 171) coloca dificuldades adicionais a traducdo deste
instrumento de avaliagdo, sobretudo na lingua arabe (Ghazala, 2002), na qual este tipo de
expressoes € apenas utilizado na linguagem quotidiana e nas variantes vernaculares, como

referimos na introdugao deste trabalho.

Ainda no que concerne a precisao do PID-5, mas no que respeita a estabilidade
temporal teste-reteste, analisada no Estudo 1, a medida revelou bons indicadores de
estabilidade temporal num intervalo de quatro semanas, com coeficientes de correlagdo entre
.79 (p <.01) no dominio Desprendimento e .92 (p <.01) no dominio Antagonismo. Ja ao
nivel das facetas, os coeficientes variaram entre .73 (p < .01) na Afetividade restrita e .94 (p <
.01) na Procura de aten¢do. Tendo em conta que uma das criticas apontadas a classificagao
categorial das PP ¢ a instabilidade diagnostica destas perturbagdes, os nossos resultados,

concordantes com os de Pires et al. (2017), Wright et al. (2015) e Zimmermann et al. (2017),
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apontam para a estabilidade temporal dos tragos de personalidade descritos no MAPP, e

sustentam a transi¢ao deste modelo para a classificagdo oficial das PP.

Quanto aos estudos de convergéncia da tradugao arabe do PID-5 com outros
instrumentos de avaliacdo psicoldgica, no Estudo 1 analisimos a convergéncia do PID-5 com
uma medida de tracos de personalidade, a versdo drabe do NEO-FFI, e no Estudo 2 com uma
medida de dimensdes de sintomas psicopatoldgicos, a versdo arabe da SCL-90-R. Tal como
esperado, e tendo em conta a literatura que sugere que as dimensdes do PID-5 podem ser
consideradas variantes desadaptativas dos cinco dominios que definem o funcionamento da
personalidade normal (Anderson et al., 2013; Gore & Widiger, 2013; Krueger & Markon,
2014; Skodol et al., 2011; Widiger & Trull, 2007), os nossos resultados confirmaram padrdes
relacionais que apontam também no sentido de uma continuidade entre a personalidade
normal e a patologica, dado que obtivemos relagdes significativas entre todos os dominios do
PID-5 e os do NEO-FFI. Porém, a relagdo entre a Abertura a experiéncia e o Psicoticismo ¢
menos forte, a semelhanga de estudos anteriores (e.g., Crego et al., 2018; Thomas et al.,

2013).

Esta relacdo menos forte podera estar ligada ao reduzido niimero de termos
disponiveis no MCF para descrever a Abertura a experiéncia (McCrae, 1990; Saucier, 1997),
e neste caso, o PID-5 pode ndo estar a medir o extremo desadaptativo da mesma variavel
latente que os itens da Abertura a experiéncia, enquanto as outras quatro dimensdes medem
claramente o mesmo construto nos dois instrumentos (Suzuki et al., 2015). Por outro lado, e
como ja foi mencionado no Capitulo I (pag. 22 a 25) tendo em conta que a Abertura a
experiéncia medida pelo NEO-FFI ¢ composta pelas facetas Abertura e Intelecto, o dominio
Psicoticismo pode ndo estar relacionado com a Abertura a experiéncia, enquanto dimensao
global (Chmielewski et al., 2014), mas, em vez disso representar uma variante desadaptativa

especifica da faceta Abertura (DeYoung et al., 2016).
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Relativamente a convergéncia das escalas do PID-5 com as constelagdes de sintomas
da SCL-90-R, e em consonancia com estudos anteriores (e.g., Dunne et al., 2018; Skjernov et
al., 2020), os nossos resultados demonstraram evidéncias de que os tracos desadaptativos de
personalidade estao intimamente ligados com as diversas perturbagdes mentais. Os dominios
Afetividade negativa, Desprendimento, Desinibi¢do e Psicoticismo mostraram relagdes
diretas com todas as escalas da SCL-90-R, assim como o dominio Antagonismo com nove
das suas escalas. No que respeita as facetas do PID-5, observaram-se relagdes fortes com as
escalas homologas da SCL-90-R, sobretudo no caso das escalas de Depressdo e Hostilidade.
Face ao exposto, concluimos que o PID-5 revelou bons indicadores de validade convergente
na populagdo emeritense, o que contribui para a relevancia deste instrumento na avaliagdo de

tracos desadaptativos nos EAU.

Outro aspeto determinante para a validagdo de um inventario de personalidade ¢ a

replicacdo da sua estrutura fatorial em diferentes culturas e linguas.

A literatura acerca do PID-5 tem confirmado uma estrutura de cinco fatores nas
muitas tradugdes existentes (para uma revisao detalhada ver os estudos de meta-analise de
Somma et al., 2019; Watters & Bagby, 2018; Zimmermann et al., 2019) quer ao nivel de
paises ocidentais quer dos ndo-ocidentais. Porém, as amostras emeritenses evidenciaram
algum afastamento do modelo no que respeita ao padrdo fatorial de algumas facetas (Estudo 1
e 2) e ao nimero de fatores encontrados (Estudo 2). O estudo desenvolvido com a populacao
comunitéria emeritense (Estudo 1) revelou uma estrutura fatorial composta por cinco fatores,
dos quais quatro se assemelham a Afetividade negativa, Antagonismo, Desprendimento e
Disinibigao, apesar do padrao desviante de algumas facetas, em particular no quinto fator.
Este ultimo, composto pelas facetas Crencas ou experiéncias incomuns, Grandiosidade e
Perfecionismo rigido, assemelha-se a uma conjugagao imperfeita do quinto (Esquizotipico) e

sexto (Compulsivo) dominios, inicialmente propostos no MAPP (Skodol et al., 2011). Esta
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formulacao inicial veio a sofrer alteracdes por via de subsequentes analises fatoriais, que
evidenciaram grandes semelhangas entre alguns dos tragos que compunham o modelo
(Krueger et al., 2012) e destes dois dominios, apenas o dominio Esquizotipico ficou retido
passando a designar-se por Psicoticismo. Atendendo a que as facetas Desregulagdo cognitiva
e percetual e Excentricidade saturaram secundariamente neste fator, podemos considerar que
se assemelha ao dominio Psicoticismo. De facto, este dominio tem-se revelado bastante
heterdgeno e até ausente da estrutura fatorial de alguns estudos em grupos clinicos e ndo-
clinicos (Adhiatma et al., 2014; Bach et al., 2019; Pires et al., 2019). Em termos conceptuais,
o padrao desviante das facetas que compdem o dominio Psicoticismo, e também o dos
restantes dominios do PID-5, na populagdao emeritense, parece refletir especificidades
culturais na forma como os tracos de personalidade se manifestam e sdo interpretados
(Church et al., 2011; Eigenhuis et al., 2015; Sorrel et al., 2021). A este propdsito, dois
estudos realizados com o NEO-FFI em amostras arabes do Kuwait e do Egito apresentaram
uma estrutura fatorial desviante da original, composta apenas por trés (Alansari, 1997) ou
quatro (Latzman et al., 2015) dos cinco dominios que compdem o MCF. Tendo em conta que,
como ja referimos, os dominios do PID-5 podem ser conceptualizados como extremos
desadaptativos do MCF, seria de algum modo expectavel que os seus extremos
psicopatologicos apresentassem também uma estrutura fatorial atipica, tendo em conta a
proximidade cultural e linguistica entre as amostras estudadas e a amostra da populacdo

emeritense.

Ja no se refere ao estudo da populacao clinica emeritense (Estudo 2), e a semelhanga
dos resultados encontrados por Pires e colaboradores (2019), a estrutura fatorial do PID-5 nao
foi inteiramente replicada, na medida em que, em vez de cinco, apenas quatro dos cinco

fatores ficaram retidos. Estes quatro fatores assemelham-se a Afetividade negativa,
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Antagonismo, Desprendimento e Psicoticismo, embora o padrdo fatorial das suas facetas

também se afaste do modelo original.

O dominio Desinibi¢do ndo emergiu e as suas facetas saturaram conjuntamente no

primeiro fator, que se assemelha ao Antagonismo.

Tendo em conta que o dominio Antagonismo ¢ uma dimensao central do narcisismo e
por conseguinte da perturbagdo narcisica da personalidade (Lynam & Miller, 2019), esta
inesperada conjugagao de facetas no fator Desinibicdo/Antagonismo podera ser explicada
pelo facto de alguns individuos com tragos narcisicos de personalidade, para além de
apresentarem pontuagdes elevadas nos tragos de Grandiosidade, Insensibilidade e
Manipulagdo, poderem também ser impulsivos, no sentido em que a impulsividade lhes
proporciona maior destaque social, e até tornar-se hostis e desconfiados em relagdo as
inten¢des e comportamentos dos outros (Hopwood et al., 2013). Por outro lado, de um ponto
de vista psicopatologico, este fator retine caracteristicas tipicas das PP antissocial, estado
limite e narcisica, da Sec¢do Il do DSM-5, que podem estar relacionadas com a composicao
da amostra, atendendo aos elevados indicadores de comorbilidade entre estas PP e as
perturbagdes da ansiedade, depressivas e de uso de sustancias (Sperandeo et al., 2020), que

correspondem a maioria dos perfis diagnosticos da nossa amostra clinica.

Para além deste, também o segundo fator revelou um padrao atipico de saturagao,
muito idéntico ao encontrado na amostra comunitéria (Estudo 1) e que podera ser
considerado semelhante ao dominio Psicoticismo. Face a estas evidéncias, a combinac¢ao de
fatores e facetas encontrada na amostra clinica parece identificar constelacdes de tragos de
personalidade que caracterizam as perturbagdes mentais dos pacientes que a compdem, mais

do que uma estrutura universal da personalidade.



125

Em suma, os resultados da estrutura fatorial do PID-5 na amostra comunitaria da
populagdo emeritense vém demonstrar que este inventario € um instrumento adequado para
avaliar tragos desadaptativos de personalidade, no entanto, sdo ainda necessarios mais
estudos para que possamos caracterizar a estrutura fatorial da sua versao drabe em amostras

clinicas dos EAU.

Foi também objetivo deste projeto de investigacao proceder a comparacao
transcultural de dois paises, um ocidental (Portugal) e outro do médio-oriente (EAU), através
do PID-5. Para alcangar este objetivo, realizou-se previamente um estudo de invariancia desta

medida em amostras comunitarias e clinicas de ambos os paises.

Tal como descrito nos capitulos anteriores, para que possamos utilizar o PID-5 na
comparacdo de grupos culturalmente distintos € necessario, em primeiro lugar, garantir que os
itens que o compdem sdo entendidos do mesmo modo pelos grupos que pretendemos comparar
(Church et al., 2011; Eigenhuis et al., 2015; Sorrel et al., 2021). S6 desta forma podemos
analisar possiveis diferencas a luz de especificidades culturais, ao invés de enviesamentos de
natureza metodologica (e.g., Dong & Dumas, 2020; Jeong & Lee, 2019). Assim, através da
analise de invaridncia, ou equivaléncia, do PID-5 e utilizando um software especifico, o
IMINCE (Lorenzo-Seva & Ferrando, 2003), verificdmos que o PID-5 ¢ invariante na populag¢ao
clinica emeritense e portuguesa, permitindo-nos realizar comparacdes empiricamente validas
entre grupos clinicos destes dois paises, culturalmente distintos, e eventualmente, no futuro,

estender a comparagao dos resultados obtidos com o PID-5 arabe a outros paises ocidentais.

No entanto, na amostra comunitaria, apenas 15 das 25 facetas provaram invaridncia
escalar parcial, das quais s6 13 possuem invariancia estrita (métrica e escalar). Tendo em conta
que a invariancia escalar parcial € o requisito minimo para que possamos comparar tragos de

personalidade em grupos culturalmente distintos (Bach et al., 2017; Dong & Dumas, 2020), a
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equivaléncia das versdes arabe e portuguesa do PID-5 na populacao geral ndo foi inteiramente

demonstrada.

Perante estes resultados propomos duas possiveis explicagdes: por um lado, ¢ provavel
que a populagdo emeritense tenha atribuido significados diferentes aos itens que compdem cada
umas das facetas e dominios do PID-5 (Byrne et al., 2003; Van de Vijver & Tanzer, 2004), e
por outro, podera dever-se a caracteristicas proprias das amostras da populagao geral, que pela
sua natureza podem impedir que algumas dimensdes psicopatoldgicas possam emergir. Como
jé referimos, o PID-5 ¢ fundamentalmente uma medida clinica (Wright et al., 2012) composta
por itens como: “Sometimes I think someone else is removing thoughts from my head.” (Item
192), “Sometimes I feel “controlled’ by thoughts that belong to someone else.” (Item 154), or
“Sometimes I can influence other people just by sending my thoughts to them.” (Item 150), que
refletem dificuldades extremas no funcionamento da personalidade. Deste modo, ¢ mais
provavel que surjam agrupamentos de tragos desadaptativos nas populacdes psiquiatricas, do
que entre aqueles que ndo tém diagnostico de perturbacdo mental (Morey & Glutting, 1994;

O’Connor, 2002).

Neste contexto da analise dos estudos de invariancia, realgamos a utilidade da versao
arabe do PID-5 para efetuar comparagdes fidedignas entre grupos clinicos culturalmente
diferenciados, no entanto colocam-se algumas reservas no que respeita a utilizacao das facetas
ndo-invariantes para realizar comparagdes em grupos da populagdo geral, j4 que estas estdo
mais sujeitas a enviesamentos culturais e metodologicos (Borsboom, 2006; Byrne, 2016;

Guenole & Brown, 2014).

Por tltimo, destacamos os principais resultados obtidos nos estudos comparativos que
realizdmos com o PID-5 ao longo deste projeto. Especificamente: a) o estudo comparativo
relativo aos tracos desadaptativos entre a amostra comunitdria emeritense e a amostra original

(Krueger et al., 2012), na qual o PID-5 foi inicialmente desenvolvido (Estudo 1); b) o estudo
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comparativo entre grupos clinicos e nao clinicos da populacao emeritense (Estudo 2); € o ¢)
estudo transcultural comparativo das amostras comunitarias e clinicas dos EAU e de Portugal

(Estudo 3).

De um modo geral, as amostras comunitarias e clinicas emeritenses revelaram
resultados médios significativamente mais elevados quando comparadas com as amostras
ocidentais (estadunidense, no Estudo 1 e portuguesa, no Estudo 3). No Estudo 1, as facetas
Desregulagdo percetual e cognitiva € 0 dominio Antagonismo revelaram efeitos de grandes
dimensodes (d > 0.90), na comparagao entre os resultados médios obtidos pela amostra
emeritense ¢ os da amostra original do PID-5. Todavia, os resultados médios apresentados,
apesar de mais elevados do que os da amostra original, sdo proximos dos alcangados por Al-
Attiyad et al. (2017), talvez explicados pela maior proximidade cultural das amostras do
médio-oriente. O estilo de resposta das amostras arabes podera refletir fatores situacionais ou
especificidades culturais e vem questionar se um determinado valor numérico, obtido num
inventario de personalidade, podera representar o mesmo valor absoluto em culturas

diferentes (McCrae, 2013; Van de Vijver, 1997).

Ja no que toca a comparagdo de amostras emparelhadas, clinicas e ndo clinicas, da
populacdo emeritense (Estudo 2), a versdo arabe do PID-5 revelou-se particularmente 1til
para distinguir grupos clinicos e ndo clinicos, dado que a amostra clinica apresentou
resultados médios mais elevados e estatisticamente significativos em 20 das 25 facetas (p <
.001) e em quatro dos dominios superiores (p < .001), quando comparados com a amostra
comunitaria. Nao obstante, o dominio Antagonismo e duas das suas facetas, Grandiosidade e
a Manipulagdo, revelaram um efeito de reduzida dimensao (< .30), que, na populacdo geral,
podera estar relacionado com a tendéncia para responder de um modo socialmente desejavel
e para concordar com os itens independentemente do seu conteudo, dado os elevados

indicadores de desejabilidade social em culturas coletivistas, como a emeritense (Bernardi,
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2006; Mahmood et al., 2015; Van Hemert et al., 2002). Outro aspeto a realgar ¢ o facto de o
confronto direto ser mal-aceite e sempre que possivel evitado na cultura arabe dos EAU,
recorrendo-se muitas vezes a utilizagdo de expressdes ambiguas como “Inshallah” que
significa “se essa for a vontade de Deus”, em vez de respostas diretas do tipo sim/ndo,
perante questdes relacionadas com a disponibilidade para atender a um determinado pedido
ou realizar uma tarefa. Esta pratica ¢ uma maneira diplomatica e socialmente aceite de
“manipular” o outro, através de um sentimento de incerteza face ao que ¢ esperado, evitando

assim possiveis conflitos sociais.

Nao menos relevante para contextualizagdo dos resultados da populagdo geral € o
elevado estatuto social conferido aos cidaddos de nacionalidade emeritense, que lhes permite
aceder a um conjunto importante de direitos, regalias e até compensagdes governamentais,
totalmente inacessiveis a comunidade expatriada, que representa a maioria dos habitantes dos
EAU. Existem, por assim dizer, os direitos dos cidadaos emeritenses e os dos restantes
cidaddos autorizados a viver no pais, o que confere aos primeiros um sentido de
superioridade e até “grandiosidade”, enquanto descendentes diretos do “Pai da Nacao”, nome
dado ao fundador dos EAU (um dos paises com maior indice de riqueza do mundo) e que

unificou os sete emirados que o compoem (Zahlan, 1978).

Noutra perspetiva, se considerarmos os resultados médios das facetas Anedonia,
Depressividade e Labilidade emocional (facetas associadas a internalizacdo) conjuntamente
com as percentagens de perturbacdes depressivas e da ansiedade da amostra clinica, talvez a
faceta Grandiosidade esteja a captar aspetos relacionados com caracteristicas do narcisismo
vulneravel (enquanto extremo inferior e internalizante da Grandiosidade) dos pacientes, em
vez de sentimentos de superioridade (relacionados com o extremo superior e externalizante
da Grandiosidade) (Lynam & Miller, 2019; Miller et al., 2016, 2017). Igualmente relevante

para explicar estes resultados na amostra clinica, ¢ o papel do dominio Antagonismo e das
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facetas que o compdem, enquanto dimensdes fortemente relacionadas com o uso de
substancias (e.g., Lynam & Miller, 2019), na medida em que as perturbacdes relacionadas
com substancias e perturbagdes aditivas representam o diagnostico mais frequente dos

participantes da amostra psiquidtrica (35.3%).

Importa ainda lembrar que a existéncia de elevagdes dos tragcos desadaptativos do
PID-5 nao sinaliza necessariamente a presenca de uma PP, mas apenas diferentes graus de
manifestagdes dimensionais da personalidade (Bach et al., 2017; Skodol et al., 2011), dado
que o diagnostico das PP, segundo o MAPP, ¢ feito com base no grau de severidade dos
défices no funcionamento da personalidade e na presenga de tracos desadaptativos (APA,

2013).

Quanto aos estudos transculturais comparativos, e atendendo aos resultados obtidos
através da analise de invariancia, a comparagdo das escalas do PID-5 que obtiveram
invariancia escalar parcial nas amostras comunitarias dos EAU e de Portugal revelou
resultados médios mais elevados no grupo emeritense, embora apenas as facetas Procura de
aten¢do, Falsidade, Grandiosidade, Evitamento da intimidade e Manipulacao tenham
apresentado efeitos de dimensdo média a elevada (» > .40). Estes resultados devem ser
analisados a luz das diferengas no modo como cada sociedade molda o desenvolvimento de
determinados tipos de funcionamento da personalidade (Paris, 1998; Millon & Davis, 2000).
O PID-5 podera simplesmente estar a captar tragos de personalidade que em determinadas
culturas poderdo nao ser necessariamente desadaptativos, mas apenas refletirem o modo
como certas caracteristicas da personalidade sao suprimidas ou promovidas (Kitayama et al.,
1997). Tal como ja referimos, alguns aspetos das facetas invariantes, nomeadamente a
Manipulacdo e a Falsidade, podem constituir um meio adaptativo de resolver pequenos

conflitos sociais da vida quotidiana.
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No entanto, a popularidade da cultura ocidental nos EAU, o rapido crescimento
economico ¢ a globaliza¢do ajudaram a criar uma identidade hibrida, sobretudo entre as
novas geracoes, com impacto no funcionamento da personalidade e consequentemente nas
suas perturbacdes (Al Darmaki & Sayed, 2009). A necessidade de ajustamento devido ao
processo de aculturacao promovido pela distancia entre as normas sociais tradicionais da
sociedade emeritense e a importacdo de valores, convengdes ¢ até ideais de beleza das
sociedades europeias e estadunidense colocam desafios psicoldgicos acrescidos (Pan &
Wong, 2011; Togashi, 2007). Idealmente, a coexisténcia multicultural e o processo de
aculturacdo resultam na integracdo equilibrada, por parte dos individuos, de caracteristicas
das diferentes culturas (Ronningstam et al., 2018), porém podem também dar origem a
dificuldades psicoldgicas acrescidas, sobretudo quando as expetativas individuas colidem
com as exigéncias sociais e familiares. Alguns estudos tém demonstrado relagdes importantes
entre estas dificuldades e o desenvolvimento de perturbagdes da ansiedade, uso de
substancias e até aumento do risco de suicidio (Ehlers et al., 2009; Van Leeuwen et al.,
2010). Neste contexto, resultados mais elevados em facetas relacionadas com o dominio
Antagonismo, na populacdo geral dos EAU, podem espelhar um processo de ajustamento em
resposta as novas estruturas familiares, papeis sociais em fun¢do do género e expetativas
profissionais, bem como ao aumento dos niveis de escolaridade, em particular entre as
mulheres, que so recentemente comecaram a ocupar posi¢des de lideranca, em vez dos

tradicionais papeis ligados ao ensino, cuidados de satde, e tarefas domésticas.

A titulo de exemplo, nos ultimos dez anos o recurso a cirurgia estética tem vindo a
aumentar significativamente no médio-oriente. Atualmente, o numero de cirurgias estéticas,
por habitante no Dubai, ultrapassa paises como os EUA e o Brasil (Dubai Heath Authority,
2019). A necessidade de corresponder aos ideais de beleza ocidentais talvez possa explicar a

procura deste tipo de procedimentos e de algum modo contribuir para o aumento dos
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resultados médios das facetas do PID-5 ligadas as PP narcisica (Procura de atencao,
Falsidade, Grandiosidade e Manipulagdo) e obsessivo-compulsiva (Evitamento da
intimidade) da populagdo geral. Estes tracos, tém sido também identificados como os mais
comuns entre as pessoas que recorrem a cirurgia estética no médio-oriente (Belli et al., 2013;

Golshani et al., 2015; Zojaji et al., 2014).

Porém, ainda que a relacdo entre o recurso a cirurgia estética e a presenca de
determinadas caracteristicas de personalidade nao possa ser inteiramente justificada com base
nas diferencas de médias em questionarios de autorrelato, ndo apenas por razdes éticas, mas

também metodologicas, vem em ultima analise materializar as palavras de Marsella (2005):

The importation of popular Western culture to Middle Eastern cultures becomes more
than “harmless” importation of clothing, food, and entertainment, it becomes a threat
to a traditional fabric of life rooted within a culturally constructed reality embedded in

a religion that penetrates all aspects of daily life and behaviour. (p. 657)

No que respeita a comparagao transcultural das amostras psiquiatricas dos EAU e de
Portugal, os pacientes emeritenses obtiveram também resultados médios mais elevados do
que os portugueses, embora estas diferencas sejam pouco relevantes, dado o pequeno efeito
obtido na maioria das escalas do PID-5 (p <.01; » > .39). Contudo, se considerarmos que as
amostras clinicas, emeritense e portuguesa, foram emparelhadas com base no diagnostico,
estes resultados podem ser conceptualmente significativos, na medida em que revelam
especificidades culturais na intensidade e expressao de tragos desadaptativos universais, em
contexto clinico, destas duas populagdes. Um outro dado relevante para a leitura das
diferencas encontradas nas duas amostras podera estar ligado ao estigma social associado a
procura de servigos de satide mental, na cultura arabe. O medo de demonstrar fraqueza ou

falta de fé leva alguns pacientes a procurar tardiamente ajuda psicologica ou psiquiatrica
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profissional (Al-Darmaki & Sayed, 2009) com repercussdes importantes no tratamento e até
no prognoéstico da doenga. Considerando a dimensionalidade das perturbagdes mentais, € em
particular das PP, os nossos resultados podem indicar diferengas nos niveis de severidades

destas perturbagoes, sendo mais elevados na amostra clinica emeritense.

Em termos globais, os estudos realizados com as amostras comunitarias e clinicas da
populacao dos EAU e de Portugal, vém evidenciar diferengas culturais acentuadas no modo
como o dominio Antagonismo e as suas facetas, sobretudo Grandiosidade, Falsidade e
Manipulacdo, sdo interpretadas pela populacdo emeritense em relagdo a populagio
portuguesa, e por extrapolagdo, a outras culturas ocidentais. Nos trés estudos que
desenvolvemos, colocamos diversas hipdteses explicativas que, em ultima analise, denotam
que cada sociedade possui uma conceptualizagao especifica do que ¢ o desenvolvimento
saudavel da personalidade e das manifestagdes das suas perturbagdes. Se na cultura
portuguesa o recurso a ajuda médica especializada ¢ comum, na sociedade emeritense as
dificuldades da personalidade sdo em primeiro lugar um assunto de familia, e € esta quem

dita o recurso aos servigos de saude mental.

Cada sociedade possui sistemas proprios de controlo comportamental, que regem o
que ¢ considerado aceitavel ou uma ameaga aos padrdes normativos instituidos (Paris, 1998;
Ronningstam et al., 2018; Triandis & Sue, 2002), mas que simultaneamente conferem
mecanismos de protecdo, que suprimem vulnerabilidades psicobiologicas (Ronningstam et
al., 2018) contribuindo para a preven¢ao do desenvolvimento de caracteristicas tipicas das PP
(e.g., Desregulagcdo emocional). Em paises como os EAU, a coexisténcia multicultural pode
fragilizar a acdo destes mecanismos de prote¢do e contribuir para a manifestacdo de um maior

grau de psicopatologia da personalidade na populagdo emeritense.
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Cabe assim aos clinicos e aos investigadores da personalidade, o desenvolvimento de
estudos transculturais que contribuam para o desenvolvimento de modelos de classificagao,
avaliacdo e tratamento das PP, clinica, empirica e culturalmente sensiveis, que para além das
diferencas culturais mais evidentes, possam também captar subjetividades e idiossincrasias
menos obvias, mas igualmente relevantes para dar uma resposta eficaz a todos aqueles que

sofrem de uma PP, ainda que pertencam a populagdes ou a culturas nao ocidentais.

3.1. Limitacoes dos estudos

Ao longo da presente tese salientamos algumas das vantagens e potencialidades do
PID-5 na identificagdo de tragos patologicos de personalidade e a sua relevancia enquanto
instrumento de auxilio ao diagndstico das PP em culturas ocidentais e ndo-ocidentais. Nao
obstante, seguidamente apresentamos algumas limitagdes de natureza metodologica, bem

como possiveis diregdes para estudos futuros.

As limitagdes deste trabalho estdo fortemente relacionadas com a composigao das
amostras em estudo. A opgao de estudar exclusivamente a populagdo emeritense permitiu,
por um lado, recolher dados acerca de uma populacio pouco estudada e por outro, prevenir
possiveis enviesamentos culturais causados pela inclusdo de individuos de expressao arabe de
outras nacionalidades. A utilizacdo de amostras emparelhadas (Estudo 2 e 3), clinicas e nao
clinicas, da populagdo emeritense e de Portugal, permitiu-nos também realizar comparagdes
mais equilibradas do ponto de vista das caracteristicas da amostra e menos suscetiveis a
enviesamentos metodoldgicos. No entanto, nos trés estudos desenvolvidos foram utilizadas
apenas amostras de conveniéncia, o que constitui uma limita¢do importante. Além disso, as
amostras comunitarias dos EAU (Estudo 1 e 3) sdo maioritariamente compostas por jovens
estudantes universitarios do género feminino, com um elevado grau de ensino e estatuto

socioecondmico. Nao obstante, o estudo do impacto do género nos resultados, no Estudo 3,
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sugeriu que o género, nao parece (d < 0.20) ter efeitos diretos nos nossos resultados. Ainda
no que concerne as amostras comunitarias, a inclusao de elementos da populagao geral
relacionados com as estudantes (familiares e amigos) representa também uma limitagao,
assim como o facto dos participantes ndo terem sido rastreados quanto a presenca de

psicopatologia.

Relativamente as amostras clinicas (Estudo 2 e 3), a predominancia do diagndstico de
perturbagdes relacionadas com substancias e aditivas, a severidade dos diagnosticos e as
multiplas comorbilidades, sobretudo dos pacientes internados, representam uma limitagao

significativa deste trabalho.

3.2. Propostas para estudos futuros

Atendendo as grandes semelhancas entre os principais modelos dimensionais de
classificagdo e diagnodstico das PP, nomeadamente, o MAPP da Seccao Il do DSM-5 (APA,
2013) e o qualificador de tracos de personalidade da mais recente edi¢do da Classificagao
Internacional de Doencas — CID (OMS, 2022), instrumentos inicialmente desenvolvidos para
avaliar o MAPP, como o PID-5, tém vindo a ser utilizados para operacionalizar ambos 0s
modelos, e até para estudar a validade das novas medidas desenvolvidas para avaliar o
modelo de personalidade do CID -11 (Oltmans & Widiger, 2018; 2020). Embora estes dois
modelos partilhem quatro dos cinco dominios que os compdem, nomeadamente Afetividade
negativa, Desprendimento, Antagonismo/Dissociality e Desinibigdo, apresentam também
diferencas importantes, das quais se destaca a inclusdo do dominio Anancastico/Obsessivo-
compulsivo no CID-11, bem como a exclusdo do dominio Psicoticismo. Estas diferencas
dificultam o papel dos clinicos sempre que estes t€ém de alternar na utilizagdo das duas
nomenclaturas na descri¢do dos seus pacientes, sobretudo em paises como os EAU, cuja

classificagdo oficial ¢ o CID-11, mas em que grande parte das instituicdes de satide mental
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privadas utilizam o DSM-5. Neste sentido, a harmonizagao dos dois sistemas de classificacao
das PP ¢ uma necessidade e um objetivo futuro para o qual ja estao a ser dados passos,
nomeadamente, na utilizagdo de instrumentos que derivam do PID-5 e que permitem
caracterizar as PP a luz dos dois modelos (Pires et al., 2021). Exemplo disso ¢ o PIDSBF+M
que para além de visar uma avaliagcdo parcimoniosa da personalidade permite dar resposta a
necessidade de harmonizar os dois modelos dimensionais (o qualificador de tragos do CID-11
e o0 MAPP). Este instrumento ¢ composto por 36 itens que avaliam 18 facetas e seis dominios
superiores (Afetividade Negativa, Desprendimento, Antagonismo, Desinibi¢ao,
Anancastico/Obsessivo-compulsivo e Psicoticismo), e deriva de uma tentativa anterior de
criar um algoritmo que avaliasse ambos os modelos, o PID-5BF+ (Kerber et al., 2020). A
proposta de Bach et al. (2020) veio dar resposta a algumas das limita¢des identificadas no
PID-5BF+, nomeadamente a incapacidade para captar o dominio Anancastico/Obsessivo-
compulsivo. Através de estudos internacionais desenvolvidos com dezasseis amostras, o PID-
SBF+M veio demostrar ser uma medida adequada para avaliar os seis dominios superiores,
incluindo o dominio Anancastico/Obsessivo-compulsivo, e as 18 facetas que o compdem

(Bach et al., 2020).

Com base nestes dados e no sentido de dar continuidade a este projeto de investigacao
propomo-nos desenvolver a versao arabe do PID-5BF+M, com base na versao arabe do PID-
5, no sentido de determinar o seu potencial e avaliar a sua adequagao na populagao
emeritense. Esta versdo reduzida, podera até vir a sobrepor-se a forma original, contribuido
para a investigagao acerca dos modelos dimensionais de classificagao das PP, na populacao

emeritense, € como instrumento valido e util na pratica clinica.

Ainda no que se refere a utilizagdo do PID-5 na pratica clinica, para além dos desafios
que ja referimos (extensao e tempo de aplicag@o), acrescem ainda a falta de escalas de

validade que permitam identificar enviesamentos nas respostas (Hopwood & Sellbom, 2013),
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e também alguma controvérsia em torno dos pontos de corte, no que respeita a determinagao
do grau de severidade dos tragos desadaptativos (Al-Dajani et al., 2016). Atendendo a que
segundo o MAPP, a elevacgao na pontuacao de tracos desadaptativos ¢ fundamental para
determinar a presenca de uma das seis PP retidas, esta tarefa torna-se especialmente dificil
atendendo a auséncia de valores normativos e ao reduzido niimero de estudos desenvolvidos
a respeito dos pontos de corte em diferentes paises e culturas (e.g., Miller et al., 2022; Samuel
et al., 2013; Waugh et al., 2017). Neste sentido, com base nos estudos que desenvolvemos
com a populacdo comunitaria e clinica emeritense procuraremos padronizar os resultados
obtidos nos EAU e assim obter normas para a interpretacdo local do PID-5. Através da
analise de curvas de ROC (Receiver Operating Characteristic) propomo-nos ainda a
determinar os pontos de corte do PID-5, que conduzem a melhor sensibilidade e

especificidade da medida nos EAU.

3.3 Consideracoes finais

A presente tese concluiu que a versdo arabe do PID-5 ¢ uma medida precisa, véalida e
clinicamente util para medir a presenga e severidade de tracos desadaptativos do MAPP na
populacdo emeritense, bem como para efetuar comparagdes transculturais com a populagao

portuguesa principalmente em amostras clinicas.
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Apéndice A

General Population Informed Consent Form

(Consentimento informado da populagdo geral em arabe e inglés)



Faculdade de Psicologia

INFORMED CONSENT FORM

My name is Olga Coelho, and I’'m currently working on a research project in Clinical
Psychology, from The Lisbon University’s doctorate course in Clinical Psychology, coordinated
by Professor Bruno Gongalves.

The scope of this study it is focused on Personality and Psychopathology.

In a first stage, | would like to ask for your volunteer participation by answering to (3)
guestionnaires. There are no "right" or "wrong" answers. What matters is that they should
reflect your own experience. Your participation on this study it will take approximately 60
minutes. Please be aware that if you decide to participate, you may stop doing so at any time
and you may also decide not to answer to any specific question(s).

In a second stage | would also ask you to collect from your relatives or friends (excluding
college students), aged 30 years old or above, a male and a female, both UAE national, the
answers to this same questionnaire.

The data collected will be analyzed and presented with total confidentiality and
destroyed at the end of this investigation. If you wish, after the end of this research project,
you can be provided with a brief information about the results of the study through:

olgacoelho.crossaction@gmail.com

By signing this form, you’ve stated that you are 18 years old or above, that you have
read and understood the information above and agree to freely and voluntarily participate in
this research project.

Dubai, de 2017

Participant’s signature

Alameda da Universidade, 1649-013 Lisboa
Tel +351 21 794 36 55 Fax +351 21 793 34 08

LISBOA

UNIVERSIDADE
DE LISBOA

www.{p.ul.pt geral@fp.ul.pt
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Apéndice B

General Population Sociodemographic Questionnaire

(Questionario sociodemografico da amostra comunitaria em arabe e inglés)
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Sociodemographic Questionnaire

sl /Female o Sy /Maleo

b sall/Employedo

Jaall e pllble /Unemployedo

JJw 43,/House wifen

A all e 8 e [ acliie/Retired or disabledo
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< el /Single O

zs 5 /Married o
dalle/3lhe/Divorcedno

Je Y1 /4 i/Widow (er) o

plse /Muslimo
S fls/Catholico
Al (py/Other Religiono

48la¥) 4 yadl /Primary School o
4 6l 4 sl /High School o

s~ s /College Student o
Ll salgd Je Juala /Bachelor O
Lle @il o /Post-graduated o
fiale /Master o

o551 /PhD. O

Gukill L& e/ Not applicable o

¢ <1 /ABP —12 year O

ole adxi /General Education — 22 year O

3, /Major — 32 year O

2a ¢ls ) /Please specify:

JsSsisoll 85 / Protocol Number
&6/ Date

draia /Nationality
= [Age
osia / Gender

Jeall s / Working satus

43¢« /Profession

felaa¥l AWl / Marital Status

2 /Religion

LY il (s sinall /Completed educational level

da )0 s sius /Degree level

10

11




2 s/Alonen
<L¥l/Parentsm
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ol 5 = 5 31/Spouse and parentso
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Maé axifYes O

laa ua/Very Good O
2»/Good O
dw/Bad O
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¥ /No O
Saé axifYes O

Ikl L/ What disorder

lax ua/Very Good O
2»/Good O
dus/Bad O

las (2w/Very Bado

Jiand (1w 2a/Who do you live with

Ll &bl da /Do you have children

Sl =5l /Financial situation

il [ gaua ol 6l e Sa3 da /Do you suffer from any
physical/mental disorder

Sl aall ey I s (oS /
16. How you consider your current health status
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Apéndice C

Diagnostic Report Sheet

(Ficha diagndstica da amostra clinica)
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Faculdade de Psicologia ZAYED UNIVERSITY

Study of the Arabic version of the Personality Inventory for DSM-5 (PID-5) in the UAE
clinical and non-clinical population: A cross-cultural study between the UAE and the
Portuguese population

FOR TECHNICIANS USE ONLY

Sheet A. In order to allow the correct pairing of clinical diagnoses, we ask to the attendant
psychiatrist/clinical psychologist to match the Protocol number from the left column to the
patients ID and use Sheet B to pair the diagnostics. In order to guarantee the right to anonymity,
make sure that only Sheet B is returned to the research team, without there being any element
that allows the identification of the participants.

Table A.

Protocol Identification
Number

1

2

10
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Faculdade de Psicologia ZAYED UNIVERSITY

Study of the Arabic version of the Personality Inventory for DSM-5 (PID-5) in the UAE
clinical and non-clinical population: A cross-cultural study between the UAE and the
Portuguese population

FOR TECHNICIANS USE ONLY

Sheet B. Use the following table to make the correct pairing between Protocol Number and the
clinical diagnoses. To ensure the right to anonymity, make sure that only this sheet is returned
to the research team, without there being any element that allows the identification of the
participants.

Table B.

Protocol

ini ; 12
Number Clinical Diagnosis

10




. y a_lljao ol q
Faculdade de Psicologia ZAYED UNIVERSITY

' According to the 5th Edition of the Diagnostic and Statistical Manual of Mental Disorder -
DSM-5 (APA, 2013)

2 Whenever possible, discriminate the presence of Personality Disorder, even if it does not
correspond to the main diagnosis

Thank you for you cooperation.



Apéndice D

Clinical Population Consent Form

(Consentimento informado da amostra clinica em arabe e inglés)



Faculdade de Psicologia

a _ljoo ol a
ZAYED UNIVERSITY

PARTICIPANT CONSENT FORM

Prospective Research Subject: you are
requested to read the patient information
sheet carefully before you sign this consent
form. You are free to ask questions at any
time before, during or after your
participation in this research.

= 940 90 Oy

8 Ay (g yall e slae 48 ) 5 5o ) lia alla
Al 7 5h & e el 438 ) 5 et o o il
Canll 138 8 Gl i ey o (U S U8 g ol B

1 5 el O)) g

Ay Sl saatall Ay jall )Y A DSM-5 (PID-5) U dsadlll o jall Al (e 4y jal) 43l ) o
Jlas syl g <l el Ol LN 3aata Al o ASISY) ye

Project Title: Study of the Arabic version of the Personality Inventory for DSM-5 (PID-5) in
the UAE clinical and non-clinical population: A cross-cultural study between the UAE and

the Portuguese population

& 9 pall o8 5

Project Number:

OSall / gl 8
Site / Center Number:

i pall gy
Patient Identification Number:

Je</ Sponsor: 1) 4xda / Zayed University
[45 505l dxalany (il ole 4K / Faculdade de

Psicologia da Universidade de Lisboa

=il &sUll / Principal Investigator:

Joana Stocker

4.laie / Organization:

al)4ads / Zayed University

lad g0 / Location: = / Dubai

<aila / Phone: 044021864

1. Iconfirm that I have read and understand the
information sheet/contents of the consent
form for the above study

2. T have had the opportunity to ask questions
and have received answers.

Cila glaall 43 5 g agd g 351 i cuad A 2831 ]
) jall 488) gal) 5 jlaties) il gina g
RPN

Al ALY 7 jhl A 8 S cagi il 2
cbiay)




3. I understand that my participation is A g—ub 4o gl S lda ol 3
voluntary and that I am free to withdraw at o o) sl g cdg o A il

any time without giving any reason, without Boda gl dudall ey Al o o0
my medical care or legal rights being ) ) A gy
affected.

4. 1agree to take part in the above study. Bossdall A pal) B AS il Lt 31 4

5. A copy of this consent form will be provided a8l &) S 488) gal) 3 jlaiul (e i (I adking
to me after I sign it. Jgad gy

Participant:

Name:

Signature: Date:

Investigator:

Name:

Signature: Date:

Copies: 1 for participant, 1 for researcher; 1 to be kept in hospital notes



Apéndice E

Patients Information Sheet (example)

(Exemplo da ficha informativa do paciente em arabe e inglés)
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Patient Information Sheet

Study of the Personality Inventory for DSM-5 —
PID-5 for the UAE Clinical and Non-clinical National
Population — A Cross-cultural study between the
UAE and the Portuguese Population.

Researchers:

e Ms. Olga Coelho

ocoelho@campus.ul.pt

e Ms. Maryam AlJassmi

Maryam.AlJassmi@zu.ac.ae

e Dr. Samia Abul AlKhoori

SaAbul@dha.gov.ae

e PhD. Joana Stocker
| oana.Stocker@zu.ac.ae

You are being invited to take part in a
research study. Before you decide it is
important for you to understand why the
research is being done and what it will
involve. Please take time to read the
following information carefully and discuss
it with others if you wish. Ask us if there is
anything that is not clear or if you would
like more information. Take time to decide
whether or not you wish to take part. Thank
you for reading this.
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ZAYED UNIVERSITY

KJM\&QM&\)ABJLAL»\

Salally Laldl) dpadlddl ol JLtd) 38 g8 gaa Al o
al) aalinall da Gualdd) Jlaal) g auddil)

o ey

(A ) aaliaall g

sl
shsSl) e
ocoelho@campus.ul.pt

Maryam.AlJassmi(@zu.ac.ae

L“g)jaj\:\_ml.uj ®

SaAbul@dha.gov.ae

Ssawllea 2 @
IOana.StOCker@Zu.aC.ae

AS i) Jab e Al a8 ASHLill e ae il
Al Al ) 03 i jasple e (65 O pgdl) (00
il slaall 3ol 58l AN ¢ ) AT sy Ledlaald
b5 € o) G AY) e Lgidilia 5 dliay 100
Llall gaa) culS o Lde A # e oliCy @l
Slo Jpanll e 13 5l daal g e 5 SN
8 i€ 1) Le il i aa e slaall (e 2 3l
.'Bg\)ﬂ\ ‘_Ac aﬂ)&l‘ N ?i :’\SJL&A\


mailto:Maryam.AlJassmi@zu.ac.ae
mailto:SaAbul@dha.gov.ae
mailto:Joana.Stocker@zu.ac.ae
mailto:Maryam.AlJassmi@zu.ac.ae
mailto:SaAbul@dha.gov.ae
mailto:Joana.Stocker@zu.ac.ae

Purpose of the project:
Adapt and validate a Self-report
Questionnaire of Personality Traits to the

UAE clinical and non-clinical population.

Why are we asking you to participate in
this study:

Because you are a patient of Rashid
Hospital and therefore eligible for our
clinical sample. A total of 350 patients will
be participating in this study.

If you participate, you will be asked to:
Answer a sociodemographic questionnaire
and two questionnaires which assess
Personality Traits.

Time required for participation:

Approximately one hour.

Potential Risks of Study:

The research team believes there are no

meaningful risks associated with this study.

Nevertheless, in case of discomfort the
patient will be referred the Psychology
Department of Rashid Hospital
Contacts:

800-DHA (800342) (Dubai)
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culdade de Psicologia

Benefits:

Contribute to the advance of Psychology
Science in the field of Personality and its
disorders and also to provide health care
providers and patients the access to the
most recent personality assessment tool.

Confidentiality will be maintained by:

All responses are confidential, and in no
case will responses from individual
participants be identified. Rather, all data
will be pooled and published in aggregate
form only and will be stored in a locked
cabinet and office.

What will happen to the results of the
study:

The results of this study will be published
in Scientific Mental Health Journals.

Sponsors:

Zayed University

Faculdade de Psicologia da Universidade
de Lisboa

If you have any questions concerning
your participation in this project you
may also contact:

Dr. Joana Stocker, Assistant-Chair of the
Psychology department

College of Natural and Health Sciences
Joana.Stocker@zu.ac.ae

If you have any concerns of the way you
have been approached or treated during
the course of this study, you can contact
Dubai Scientific Research Ethics
Committee, DHA on +97142191961/1965
or email on DSREC@dha.gov.ae
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This research project has been reviewed
by Dubai Scientific Research Ethics
Committee, DHA.

Voluntary Participation:

Participation in this study is completely
voluntary, it is up to you to decide whether
or not to take part. If you do decide to take
part you will be given this information
sheet to keep and be asked to sign the
attached consent form. If you decide to take
part you are still free to withdraw at any
time without giving a reason, will not affect
the standard of care you receive now or in
the future.

2 _Jljoe ol o
ZAYED UNIVERSITY

Lﬂdﬁw‘,@ 2 £ g el J I Al e Caal
DHA ¢ (29 & (oalad) uad) cl@NA|

:&UCJ\

(Ll Ay JLa) A yall oda 84S JLE) e
plans AS Ll )y 813 ) AS i) ) 8w g
s Ly BLEAY) 23 038 il slacdl 4355 &l glhae)
(Gl 438 sall 3 ge e il La olie

O Pl A el jh s dS Ll &) 513
Ol gl eluy Aalall g sa iy (ol 8 Ayl
‘_g_g\ u‘)!\u\sm‘_;d\&ﬁ.c)l\ Gosima e Sy i
aiadl)



Apéndice F

Clinical Population Sociodemographic Questionnaire

(Questionario sociodemografico da amostra clinica em arabe e inglés)
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Apéndice G

Personality Inventory for DSM-5 (PID-5)

(Original e traducao arabe)



Name/ID (individual receiving care):

The Personality Inventory for DSM-5 (PID-5)—Adult, continued

Instructions to individual receiving care:
different people might say about themsel
or “wrong” answers. 5o you can describe yourself as honestl
like you to take your time and read each statement carefully

Please continue to complete the questionnaire. Remember, this is a list of things —‘
ves. We are interested in how you would describe yourself. There are no “right” | Clinician
y as possible, we will keep your responses confidential. We'd Use

, Selecting the response that best describes you.

Very False| Sometimes | Sometimes Very True Item
or Often |or Somewhat|or Somewhat| or Often
False False True True e

Sometimes | get this weird feeling that parts of my body feel like

37 i 0 1 2 3
they’re dead or not really me.

38 |lam easily angered. 0 1 2 3

39 |I have no limits when it comes to doing dangerous things. 0 1 2 3

40 | To be honest, I'm just more important than other people. 0 1 2 3

41 | make up stories about things that happened that are totally 0 1 5 3
untrue.

42 | People often talk about me doing things | don’t remember at all. 0 1 2 3

43 |l do things so that people just have to admire me. 1] 1 2 3
It's weird, but sometimes ordinary objects seem to be a different

44 0 1 s 3
shape than usual.

45 |l don’t have very long-lasting emotional reactions to things. 0 1 2 3

46 _|Itis hard for me to stop an activity, even when it’s time to do so. 0 1 2 3

47 | I’'m not good at planning ahead. 0 1 2 3

48 |1do alot of things that others consider risky. 0 1 2 3

49 | People tell me that | focus too much on minor details. 0 1 2 3

50 |l worry a lot about being alone. 0 1 2 3
I've missed out on things because | was busy trying to get

51 ; . ; 0 1 2 3
something | was doing exactly right.

52 | My thoughts often don’t make sense to others. 0 1 2 3

53 |l often make up things about myself to help me get what | want. 0 1 2 3 S|

54 |t doesn't really bother me to see other people get hurt. 0 1 2 3

55 |People often look at me as if I’d said something really weird. 0 1 2 3

56 |People don’t realize that I'm flattering them to get something. 0 1 2 3

57 |I'd rather be in a bad relationship than be alone. 0 1 2 3

58 |l usually think before | act. ¢] 1 2 3

59 | often see vivid dream-like images when I’'m falling asleep or 0 1 2 3
waking up.
I keep approaching things the same way, even when it isnt

60 ; 0 1 2 3
working.

61 | I'm very dissatisfied with myself. 0 : 2 3

62 I have much stronger emotional reactions than almost everyone 0 1 2 3
else.

63 |l do what other people tell me to do. 0 1 2 3

64 |l can't stand being left alone, even for a few hours. 0 1 2 3

65 | I have outstanding qualities that few others possess. 0 1 2 3

66 | The future looks really hopeless to me. 0 1 2 3

67 |1 like to take risks. 0 1 2 3

68 |l can’t achieve goals because other things capture my attention. 0 1 2 3
When | want to do something, | don’t let the possibility that it

69 . : 0 1 2 3
might be risky stop me.

70 | Others seem to think I’'m quite odd or unusual. 0 1 2 3

71 | My thoughts are strange and un predictable. 0 1 2 3

72 || don't care about other people’s feelings. 0 1 2 3

Krueger RF, Derringer J, Markon KE, Watson D, Skodol AE. Copyri

PID-5—Adult (Full Version), page 2

ght ©2013 American Psychiatric Association. All Rights Reserved.
This material can be reproduced without permission by researchers and by clinicians for use with their patients,




Name/ID findividual receiving care):

The Personality Inventory for DSM-5 (PID-5)—Adult, continued

Instructions to individual receiving care: Please continue to complete the questionnaire. Remember, this is a list of things
different people might say about themselves. We are interested in how you would describe yourself. There are no “right” | Clinician
or “wrong” answers. So you can describe yourself as honestly as possible, we will keep your responses confidential. We'd Use
like you to take your time and read each statement carefully, selecting the response that best describes you.
Very False| Sometimes | Sometimes |Very True itam
or Often (or Somewhat|or Somewhat| or Often
False False True True inls
73 _|You need to step on some toes to get what you want in life. 0 1 2 3
74 || love getting the attention of other people. 0 1 2 3
75 |1 go out of my way to avoid any kind of group activity. 0 1 2 3
76 |l can be sneaky if it means getting what | want. 0 1 2 3
Sometimes when | look at a familiar object, it’s somehow like I'm
77 . " . 0 1 2 3
seeing it for the first time.
78 |Itis hard for me to shift from one activity to another. 0 1 2 3
79 |l worry a lot about terrible things that might happen. 0 1 2 3
80 | have trouble changing how I'm doing something even if what I’'m 0 1 2 3
doing isn’t going well.
81 [The world would be better off if | were dead. 0 1 2 3
82 |l keep my distance from people. 0 1 2 3
83 |l often can’t control what | think about. 0 1 2 3
84 ||don’t get emotional. 0 1 2 3
85 |l resent being told what to do, even by people in charge. 0 1 2 3
86 |I'm so ashamed by how I've let people down in lots of little ways. 0 1 2 3
87 |l avoid anything that might be even a little bit dangerous. 0 1 2 3
P I.have trouble pursuing specific goals even for short periods of 0 1 2 3
time.
89 || prefer to keep romance out of my life. 0 1 2 3
90 |l would never harm another person. 0 1 2 3
91 |Idon’t show emotions strongly. 0 1 2 3
92 |1 have a very short temper. 0 1 2 3
| often worry that something bad will happen due to mistakes |
93 d 0 1 2 3
made in the past.
94 I have some unusual abilities, like sometimes knowing exactly what 0 1 5 3
someone is thinking.
95 |l get very nervous when | think about the future. 0 1 2 3
96 || rarely worry about things. ¢] 1 2 3
97 |l enjoy being in love. 0 1 2 3
98 || prefer to play it safe rather than take unnecessary chances, 0 1 2 3
99 |l sometimes have heard things that others couldn’t hear. 0 1 2 3
100 | | get fixated on certain things and can’t stop. 0 1 2 3
101 | People tell me it’s difficult to know what I'm feeling. 0 1 2 3
102 |Iam a highly emotional person. 0 1 2 3
103 | Others would take advantage of me if they could. 0 1 2 3
104 || often feel like a failure. 0 1 2 3
105 If something I do isn’t absolutely perfect, it's simply not 0 3 5 3
acceptable.
| often have unusual experiences, such as sensing the presence of
106 o 0 1 2 3
someone who isn’t actually there,
107 |I’'m good at making people do what | want them to do. 4] 1 2 3
108 || break off relationships if they start to get close. 0 1 2 3
109 [I'm always worrying about something. 0 X 2 3
110 || worry about almost everything. 0 2§ 2 3

PID-5—Adult (Full Version), page 3

Krueger RF, Derringer J, Markon KE, Watson D, Skodol AE. Copyright ©®2013 American Psychiatric Association. All Rights Reserved.
This material can be reproduced without permission by researchers and by clinicians for use with their patients.




Name/ID (individual receiving care):

The Personality Inventory for DSM-5 (PID-5)—Adult, continued

Instructions to individual receiving care: Please continue to complete the questionnaire. Remember, this is 3 list of things
you would describe yourself. There are no “right” | Clinician

different people might say about themselves. We are interested in how
or “wrong” answers. So you can describe yourself as honestly as possibl

like you to take your time and read each statement carefully,

e, we will keep your responses confidential. We’d Use
selecting the response that best describes you.

Very False| Sometimes

Sometimes |Very True

or Often |or Somewhat|or Somewhat| or Often i
False False True True i
111 |1 like standing out in a crowd. 0 1 2 3
112 |idon’t mind a little risk now and then. 0 1 2 3
113 | My behavior is often bold and grabs peoples’ attention. 0 1 2 3
114 |I'm better than almost everyone else, 0 1 2 3
115 |People complain about my need to have everything all arranged. 0 1 F 3
116 || always make sure | get back at people who wrong me. 0 1 2 3
117 | I'm always on my guard for someone trying to trick or harm me. 0 1 2 3
118 I have trouble keeping my mind focused on what needs to be 0 1 2 =
done.
119 |1 talk about suicide a lot. 0 1 2 3
120 |I'm just not very interested in having sexual relationships. 0 1 2 3
121 |1 get stuck on things a lot. 0 1 2 3
122 || get emotianal easily, often for very little reason, 0 1 2 3
Even though it drives other people crazy, | insist on absolute
123 i . 0 1 2 3
perfection in everything | do.
124 |1 almost never feel happy about my day-to-day activities. 0 1 2 3
125 | Sweet-talking others helps me get what | want. 0 i 2 3
126 | Sometimes you need to exaggerate to get ahead. 0 1 2 3
127 || fear being alone in life more than anything else. 0 1 2 3
128 I get stuck on one way of doing things, even when it’s clear it won't 0 1 5 3
work.
129 | I'm often pretty careless with my own and others’ things. 0 1 2 3
130 |1am a very anxious person, 0 1 2 3
131 |People are basically trustworthy. 0 1 2 3
132 |1 am easily distracted. 0 1 2 3
133 |It seems like I'm always getting a “raw deal” from others,. 0 1 2 3
134 |1 don’t hesitate to cheat if it gets me ahead. 0 1 2 3
135 | I check things several times to make sure they are perfect. 0 1 2 3
136 |Idon’t like spending time with others. 0 1 2 3
I feel compelled to go on with things even when it makes little
137 0 E § 2 3
sense to do so.
138 I never know where my emotions will go from moment to 0 i 2 3
moment.
139 |1 have seen things that weren’t really there. 0 1 2 3
140 |Itis important to me that things are done in a certain way. 0 1 2 3
141 |1 always expect the worst to happen. 0 1 2 3
142 |1try to tell the truth even when it’s hard. 0 1 2 3
143 || believe that some people can move things with their minds. 0 1 2 3
144 |1 can’t focus on things for very long. 0 1 2 3
145 || steer clear of romantic relationships. 0 1 2 3
146 | I'm not interested in making friends. 0 1 2 3
147 |1 say as little as possible when dealing with people. 0 1 2 3
148 |I'm useless as a person. 0 1 2 3

PID-5—Adult (Full Version), page 4

Krueger RF, Derringer J, Markon KE, Watson D, Skodol AE. Copyright ©2013 American Psychiatric Association, All Rights Reserved.
This material can be reproduced without permission by researchers and by clinicians for use with their patients.




Name/ID (individual receiving care):

The Personality Inventory for DSM-5 (PID-5)—Adult, continued

Instructions to individual receiving care: Please continue to complete the questionnaire. Remember, this is a list of things
different people might say about themselves. We are interested in how you would describe yourself. There are no “right” | Clinician
or “wrong” answers. So you can describe yourself as honestly as possible, we will keep your responses confidential. We’d Use
like you to take your time and read each statement carefully, selecting the response that best describes you.
Very False| Sometimes | Sometimes |Very True s
or Often |or Somewhat|or Somewhat| or Often
False False True True i
149 | I'll do just about anything to keep someone from abandoning me. 0 1 2 3
150 Sometimes | can influence other people just by sending my 0 1 5 3
thoughts to them.
151 | Life looks pretty bleak to me. 0 1 2 3
152 I think about things in odd ways that don’t make sense to most 0 1 5 3
people.
153 | I don’t care if my actions hurt others. 0 1 2 3
154 Sometimes | feel “controlled” by thoughts that belong to someone 0 1 5 3
else.
155 | | really live life to the fullest. 0 1 2 3
156 | | make promises that | don’t really intend to keep. 0 1 2 3
157 | Nothing seems to make me feel good. 0 1 2 3
158 || get irritated easily by all sorts of things. 0 1 2 3
159 || do what | want regardless of how unsafe it might be. 0 1 2 3
160 || often forget to pay my bills. 0 1§ 2 3
161 | I don’t like to get too close to people. 0 1 2 3
162 |I'm good at conning people. 0 1 2 3
163 | Everything seems pointless to me. 0 1 2 A
164 || never take risks. 0 1 2 3
165 || get emotional over every little thing. 0 1 2 3
166 | It's no big deal if | hurt other peoples’ feelings. a 1 2 3
167 || never show emotions to others. 0 1 2 3
168 || often feel just miserable. 0 1 2 3
169 | | have no worth as a person. 0 1 2 3
170 |l am usually pretty hostile. 0 1 2 3
171 | I've skipped town to avoid responsibilities. Q 1 2 3
172 I've be_en told more than once that | have a number of odd quirks 0 1 ) 3
or habits.
173 |1 like being a person who gets noticed. 0 1 2 3
174 |I'm always fearful or on edge about bad things that might happen. 0 1 2 3
175 || never want to be alone. 0 1 2 3
176 | keep trying to make things perfect, even when I’ve gotten them 0 1 > 3
as good as they're likely to get.
177 |Irarely feel that people | know are trying to take advantage of me. 0 1 2 3
178 | 1 know I'll commit suicide sooner or later. 0 1 2 3
179 | I've achieved far more than almost anyone | know. 0 1 2 3
180 | | can certainly turn on the charm if | need to get my way. 0 1 2 3
181 | My emotions are unpredictable. 0 1 2 3
182 | 1 don’t deal with people unless | have to. 0 1 2 3
183 | | don't care about other peoples’ problems. 0 1 2 3
184 | | don't react much to things that seem to make others emotional. 0 1 2 3
185 | | have several habits that others find eccentric or strange., 0 1 2 3
186 | | avoid social events. 0 1 2 3

PID-5—Adult (Full Version), page 5

Krueger RF, Derringer J, Markon KE, Watson D, Skodol AE. Copyright ©2013 American Psychiatric Association. All Rights Reserved.
This material can be reproduced without permission by researchers and by clinicians for use with their patients.




Name/ID (individual receiving care):

The Personality Inventory for DSM-5 (PID-5)—Adult, continued

Instructions to individual receiving care: Please continue to complete the questionnaire. Remember, this is a list of things
different people might say about themselves. We are interested in how you would describe yourself. There are no “right” | Clinician
or “wrong” answers. So you can describe yourself as honestly as possible, we will keep your responses confidential, We'd Use
like you to take your time and read each statement carefully, selecting the response that best describes you.
Very False| Sometimes | Sometimes |Very True s
or Often |or Somewhat|or Somewhat| or Often
score
False False True True
187 | 1 deserve special treatment. 0 1 2 3
188 It makes me really angry when people insult me in even a minor 0 1 5 3
way.
189 | I rarely get enthusiastic about anything. 0 1 2 3
190 | I suspect that even my so-called “friends” betray me a lot. 0 1 2 3
191 | I crave attention. 0 1 2 3
i i Ise i i hts f
192 Sometimes | think someone else is removing thoughts from my 0 1 ) 3
head.
193 | have periods in which | feel disconnected from the world or 0 1 2 3
from myself.
194 I o.ften see unusual connections between things that most people 0 1 2 3
miss.
I don’t think about getting hurt when I’'m doing things that might
195 0 1 2 3
be dangerous.
196 | I simply won’t put up with things being out of their proper places. 0 1 2 3
197 | I often have to deal with people who are less important than me. 0 1 2 3
198 | | sometimes hit people to remind them who's in charge 0 1 2 3
199 | | get pulled off-task by even minor distractions. 0 1 2 3
200 | | enjoy making people in control look stupid. 0 1 2 3
201 | | just skip appointments or meetings if I'm not in the mood. 0 1 2 3
202 | I try to do what others want me to do. 0 1 2 3
203 | | prefer being alone to having a close romantic partner. 0 1 2 3
204 | | am very impulsive. 0 1 2 3
205 | often have thoughts that make sense to me but that other 0 1 5 3
people say are strange.
206 | | use people to get what | want. 0 1 2 3
I don’t see the point in feeling guilty about things I’'ve done that
207 0 1 2 3
have hurt other people.
208 | Most of the time | don’t see the point in being friendly. 0 1 2 3
209 I've h'ad some really weird experiences that are very difficult to 0 1 2 3
explain.
210 | | follow through on commitments. 0 i3 2 3
211 | | like to draw attention to myself. 0 1 2 3
212 | | feel guilty much of the time. 0 1 2 3
| often “zone out” and then suddenly come to and realize that a lot
213 - 0 1 2 3
of time has passed.
214 | Lying comes easily to me. 0 i 2 3
215 || hate to take chances. 0 1 2 3
216 | I'm nasty and short to anybody who deserves it. 0 1 2 3
217 | Things around me often feel unreal, or more real than usual. 0 1 2 3
218 |l stretch the truth if it’s to my advantage. 0 i 2 3
219 | It is easy for me to take advantage of others. 0 1 2 3
0 1 2 3

220 || have a strict way of doing things.

PID-5—Adult (Full Version), page 6
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Apéndice H

NEO-Five Factor Inventory (NEO-FFI)

(Original e traducao arabe)



NEO-FFI - Instructions: Carefully read each of the statements below and

choose the answer that best describes you.

I [1am not a worrier. ce 1 il ol i el

2 |1 like to have a lot of people around me.

3 |1 don’t like to waste my time
daydreaming.

4 |1 try to be courteous to everyone [ meet.

5 | I keep my belongings neat and clean.

6 |1 often feel inferior to others.

7 | Ilaugh easily.

8 | Once I find the right way to do something,
I stick to it.

9 |1 often get into arguments with my family
and co-workers.

10 | I'm pretty good about pacing myself so as
to get things done on time.

11 | When I'm under a great deal of stress,
sometimes I feel like I'm going to pieces.

12 | I don't consider myself especially "light-
hearted".

13 | I am intrigued by the patterns I find in art
and nature.

14 | Some people think I'm selfish and
egotistical.

15 | I am not a very methodical person.

16 | I rarely feel lonely or blue.

17 | I really enjoy talking to people.

18 | I believe letting students hear
controversial speakers can only confuse
and mislead them.

19 | I would rather cooperate with others than
compete with them.

20 | I try to perform all the tasks assigned to
me conscientiously.

21 | I often feel tense and jittery.

22 | I like to be where the action is.

23 | Poetry has little or no effect on me.

24 | I tend to be cynical and sceptical of others'
intentions.

25 | I have a clear set of goals and work toward

them in an orderly fashion.




-

Strongly
disagree

o T
Disagree

Neutral

Agree

26

Sometimes I feel completely worthless.

agree

27

28

I usually prefer to do things alone.

St rongl);\

[ often try new and foreign foods.

29

I believe that most people will take
advantage of you if you let them.

30

[ waste a lot of time before settling down
to work.

31

I rarely feel fearful or anxious.

DL

1 often feel as if I'm bursting with energy.

33

I seldom notice the moods or feelings that
different environments produce.

34

Most people I know like me.

35

I work hard to accomplish my goals.

36

[ often get angry at the way people treat
me.

37

[ am cheerful, light-spirited person.

38

I believe we should look to our religious
authorities for decisions on moral issues.

39

Some people think of me as cold and
calculating.

40

When I make a commitment, | can always
be counted on to follow through.

41

Too often, when things go wrong, I get
discouraged and feel like giving up.

42

I am not a cheerful optimist.

43

Sometimes when | am reading poetry or
looking at a work of art, I feel a chill or
wave of excitement.

44

I'm hard-headed and tough-minded in my
attitudes.

45

Sometimes I'm not as dependable or
reliable as I should be.

46

I am seldom sad or depressed.

47

My life is fast-paced.

43

I have little interest in speculating on the
nature of the universe or the human
condition.

49

I generally try to be thoughtful and
considerate.

50

I am a productive person who always gets
the job done.




Strongly
disagree

I often feel helpless and want someone
else to solve my problems.

52

[ am a very active person.

33

[ have a lot of intellectual curiosity.

54

[f 1 don't like people, I let them know it.

35

I never seem to be able to get organized.

56

At times | have been so ashamed I just
wanted to hide.

57

I would rather go my own way than be a
leader of others.

58

I often enjoy playing with theories or
abstract ideas.

59

If necessary, I am willing to manipulate
people to get what I want.

60

I strive for excellence in everything I do.
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Apéndice I

Symptom Checklist 90 — Revised (SCL-90-R)

(Original e traducao arabe)



Study D

Symptom Checklist 90-R

Below is a list of problems and complaints that people sometimes have. Please read each one carefully
and enter the number that best describes how much you were bothered by that problem during the past
week.

Please enter only ONE.
FOR THE PAST WEEK, HOW MUCH WERE YOU BOTHERED BY:

NotAtAn A o€ Moderately Q“;ti: A Extremely

1. Headaches 0 1 2 3 -4
2. Nervousness or shakiness inside 0 | 2 3 4
3. Unwanted thgughts, words, or ideas that won't 0 1 5 3 4

leave your mind
4. Faintness or dizziness 0 1 2 3 4
5. Loss of sexual interest or pleasure 0 | 2 3 4
6. Feeling critical of others 0 1 2 3 4
7. The idea that someone else can control your 0 1 > 3 4

thoughts
8. Feecling others are to blame for most of your 0 1 ’ 3 4

troubles
9. Trouble remembering things 0 1 2 3 -
10. Worried about sloppiness or carelessness 0 | 2 3 4
11. Feeling easily annoyed or irritated 0 1 2 3 4
12. Pains in heart or chest 0 1 2 3 3
13. Feeling afraid in open spaces or on the streets 0 | 2 3 4
14. Feeling low in energy or slowed down 0 1 2 3 4
15. Thoughts of ending your life 0 1 2 3 4
16. Hearing words that others do not hear 0 1 2 3 4
17. Trembling 0 1 2 3 4
18. Fecling that most people cannot be trusted 0 1 2 3 4
19. Poor appetite 0 1 2 3 4
20. Crying easily 0 1 2 3 Bl

1 of4
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Study D
Date . " &

FOR THE PAST WEEK, HOW MUCH WERE YOU BOTHERED BY:

A Little Quite A

Not At All Bit Moderately Bit Extremely

21. Feeling shy or uneasy with the opposite sex 0 1 2 3 4
22. Feeling of being trapped or caught 0 1 2 3 4
23. Suddenly scared for no reason 0 1 2 3 4
24. Temper outbursts that you could not control 0 1 2 3 4
25. Feeling afraid to go out of your house alone 0 1 2 3 4
26. Blaming yourself for things 0 1 2 3 4
27. Pains in lower back 0 1 2 3 4
28. Feeling blocked in getting things done 0 1 2 3 4
29. Feeling lonely 0 1 2 3 4
30. Feeling blue 0 1 2 ) 4
31. Worrying too much about things 0 1 2 3 4
32. Feeling no interest in things 0 1 2 3 4
33. Feeling fearful 0 1 2 3 4
34. Your feelings being easily hurt 0 1 2 3 4
35. Other people being aware of your private

thoughts . ! 2 3 #
36. Feeling othmts do not understand you or are 0 : 5 3 4

unsympathetic
37. Fecling that people are unfriendly or dislike you 0 1 ) 3 4
38. Having to do things very slowly to insure

correctness 9 1 2 - e
39. Heart pounding or racing 0 1 2 3 4
40. Nausea or upset stomach 0 1 2 3 4
41. Feeling inferior to others 0 1 2 3 4
42. Soreness of your muscles 0 1 2 3 4
43. Feeling that you are watched or talked about by

S 0 1 2 3 4
44. Trouble falling asleep 0 1 2 3 4

20f4
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Study D
Date ___/  /

FOR THE PAST WEEK, HOW MUCH WERE YOU BOTHERED BY:

Not At All 5 :;::ﬂe Moderately tht;: & Extremely
45. Having to check and double-check what you do 0 1 2 3 4
46. Difficulty making decisions 0 1 2 3 4
47. Fe‘_aling afraid to travel on buses, subways, or 0 I - 3 4
trams
48. Trouble getting your breath 0 1 2 3 4
49. Hot or cold spells 0 1 2 3 4
50. Ha.vifl.g to avoid certain things, places, or 0 I 2 3 4
activities because they frighten you
51. Your mind going blank 0 1 2 3 4
52. Numbness or tingling in parts of your body 0 1 2 5 4
53. A lump in your throat 0 1 2 3 o+
54. Feeling hopeless about the future 0 1 2 3 4
55. Trouble concentrating 0 1 2 3 4
56. Feeling weak in parts of your body 0 1 2 3 4
57. Feeling tense or keyed up 0 1 2 3 4
58. Heavy feelings in your arms or legs 0 1 2 3 4
59. Thoughts of death or dying 0 1 2 3 4
60. Overeating 0 | 2 3 4
61. Feel_ing uneasy when people are watching or 0 | ) 3 4
talking about you
62. Having thoughts that are not your own 0 1 2 3 4
63. Having urges to beat, injure, or harm someone 0 1 2 3 4
64. Awakening in the carly morning 0 1 2 3 4
65. Havin'g to repeat the same actions such as 0 1 2 3 4
touching, counting, washing
66. Sleep that is restless or disturbed 0 1 2 3 4
67. Having urges to break or smash things 0 | 2 3 4
68. Having ideas or beliefs that others do not share 0 1 2 3 4
3 of4
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Study D

FOR THE PAST WEEK, HOW MUCH WERE YOU BOTHERED BY:

A Little uite A
Not At All Bit Moderately Q Bit Extremely
69. Feeling very self-conscious with others 0 1 2 3 4
70. Feeling uneasy in crowds, such as shopping or at 0 | 2 3 4
a movie
71. Feeling everything is an effort 0 1 s 3 4
72. Spells of terror or panic 0 1 2 3 4
73. Feeling uncomfortable about eating or drinking
2 : 0 1 2 3 4
in public
74. Getting into frequent arguments 0 1 2 3 4
75. Feeling nervous when you are left alone 0 1 2 3 4
76. Others not giving you proper credit for your
. 0 1 2 3 4
achievements
77. Feeling lonely even when you are with people 0 1 2 3 4
78. Feeling so restless you couldn't sit still 0 1 2 3 4
79. Feelings of worthlessness 0 1 2 3 3
80. Feeling that familiar things are strange or unreal 0 1 2 3 4
81. Shouting or throwing things 0 1 2 3 4
82. Feeling afraid you will faint in public 0 1 2 3 4
83. Feeling that people will take advantage of you if
0 1 2 3 4
you let them
84. Having thoughts about sex that bother you a lot 0 1 2 3 4
85. 'ljhe idea that you should be punished for your 0 1 5 3 4
sIns
86. Feeling pushed to get things done 0 1 2 3 4
87. The idea that something serious is wrong with
0 1 2 3 4
your body
88. Never feeling close to another person 0 1 2 3 4
89. Feelings of guilt 0 1 2 3 4
90. The idea that something is wrong with your mind 0 1 2 3 4

4 of 4
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Research Protocol

Study of the Arabic version of The Personality Inventory for DSM-5 (PID-5) - Adult in
the UAE population

Abstract

The DSM-5 proposes a model for conceptualizing personality disorders in which they are
characterized by impairments in personality functioning and maladaptive personality traits. The
Personality Inventory for DSM-5 (PID-5) is a self-report measure that assesses the presence
and severity of the maladaptive personality traits. Although there are numerous studies
developed with this instrument, this is the first cross-cultural comparative study of the general
and clinical population of the UAE and Portugal that aims to answer the following research
questions: Are there differences in the mean profiles of personality traits among these
populations? Is it acceptable to attribute these differences to cultural differences?

Key words: Cross-cultural Studies, Personality Assessment, PID-5, United Arab Emirates,
Portugal.

Literature Review

Personality tests or assessments are a standardized set of questions that evaluate a
person’s personality characteristics, traits, and pathologies (Hopwood, Thomas, Markon,
Wright, & Krueger, 2012). These assessments can be used in a variety of contexts, such as
clinical and organizational (work places). In a clinical setting, they are used for mental health
assessment, in order to reach a diagnosis. In an organizational setting, they can be used in
interviews and HR assessments for selection, placement, recruitment, professional
development, and promotion purposes.

In 2013 the APA published an updated Diagnostic and Statistical Manual of Mental
Disorders 5 (DSM-5) which included an alternative model for personality disorders based on
personality dysfunction and pathological traits. The Personality Inventory for DSM-5 (PID-5)
was designed, tested, and validated in the USA in order to assess the personality traits in the

light of this new dimensional-categorical model of personality and its disorders (Krueger et al.,
2012).

The PID-5 (Krueger et al., 2012) is a self-report measure composed by 220 items that
characterize 25 traits, in which individuals differ, that can be grouped into five major domains
of personality variability: Detachment, Negative Affectivity, Disinhibition, Antagonism, and
Psychoticism. The literature suggests that the dimensions of PID-5 can be considered
pathological extremes of the previously used Five-Factor Model domains (FFM - e.g.,
Anderson et al., 2013; Krueger & Markon, 2014), that is, personality disorders can be
conceptualized as mal-adaptations of the five domains that define normal personality
functioning (Widiger & Trull, 2007).

Although the universality of the FFM trait structure has been systematically confirmed
in the diverse cultures some authors suggest that such conclusions may be limited to
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individualistic Western cultures such as USA and Portugal (McCrae & Terraciano, 2005;
Schmitt, Allik, McCrae, & Benet-Martinez, 2007). In fact, personality traits seem to be crucial
to explain differences in populations from individualistic cultures but less relevant when
analyzing differences in collectivist cultures, such as the culture of the UAE (moderately
collectivist) and the KSA (strongly collectivist), in which individuality is often indexed to a
social group (Markus & Kitayama, 1991).

Indeed, a recent study by Zeinoun, Daouk-Oyry, Choueiri and Van de Vijver (2017)
conducted in the Arabian Levant, using a psycholexical approach of the Modern Formal Arabic,
identified not five but six personality dimensions (morality was the sixth one), questioning the
universality of the FFM in collectivist cultures.

However, the number of studies about personality and its pathologies in Arab countries
is still very limited to draw conclusions. Methodological constraints allied to the specificities
of the Arabic language have limited knowledge about the relevant personality constructs in this
region (AlKailani, Azzam, & Athmneh, 2012; Ibraim, 2008). Considering the Arabic version
of the PID-5 (Al-Attiyah, Megreya, Alrashidi, Dominguez-Lara, & Al-Sheerawi, 2017), which
was studied with college students from three Arabic countries (Bahrain, Kuwait and Qatar - Al-
Attiyah, Megreya, Alrashidi, Dominguez-Lara, & Al-Sheerawi, 2017) there is no available data
from the general population, and most important from the Clinical Arabic Speaking population.
Since the aim of the PID-5 is to measure Pathological Personality Traits, it urges the need of
studies using clinical samples, for whom this measure was originally developed. We aim to
address this vulnerability by contributing with the adaptation, test, and validation of this
measure. Furthermore, a collaboration with Portugal will enable a cross-cultural study,
comparing PID-5 psychometric properties and clinical and non-clinical population personality
traits across the two countries.

Objectives

1. Adaptation and validation of the PID-5 for the clinical and non-clinical UAE
population and study of its psychometric properties

2. Cross-cultural study of the PID-5 in the UAE and the Portuguese population in terms
of PID-5 psychometric properties and gender differences and personality traits

Methodology:
Sample

UAE Sample: We will be using a convenience sample for both — clinical and non-clinical
population, for a total population of 1850 participants.
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Clinical population: 350 in patients and out-patients, recruited from Rashid Hospital, Al Amal
Hospital and National Rehabilitation Centre, of both genders, diagnosed with a mental
disorder as per the DSM-5, aged above 18 years old, proficient in written and spoken Arabic
that completed primary school, except those suffering from intellectual disability, major and
mild neurocognitive disorders, schizophrenic spectrum disorder or any vulnerable patient
that cannot make their own medical decisions).

Inclusion Criteria for the Clinical Population: Emirati in patients and out-patients, of both
genders diagnosed with a mental disorder, aged above 18 years old, proficient in written and
spoken Arabic that completed at least primary school.

Exclusion criteria for the Clinical Population: Patients suffering from intellectual disability,
dementia, schizophrenic spectrum disorder or any vulnerable patient that cannot make their
own medical decisions).

Non-Clinical population: 1500 participants recruited students and staff of Zayed University
and from the general population aged above 18 years old, from both genders, proficient in
written and spoken Arabic that completed primary school, with any level of income, capable
to make decisions for themselves.

Inclusion Criteria for the Non-Clinical Population: Emirati college students and general
population participants, from both genders, proficient in written and spoken Arabic that
completed at least primary school.

Exclusion criteria for the Non-Clinical Population: Participants bellow 18 years old, or those
not capable to make decisions for themselves.

Instruments

The assessment tools for the non-clinical sample are composed by the socio-demographic
questionnaire (16 questions) and two personality instruments: Arabic PID-5 (Al-Attiyah et al.,
2017) and NEO Five-Factor Inventory (NEO-FFI; Alansari, 1997). The PID-5 is the
questionnaire that will be under assessment and the NEO-FFI will be used for PID-5’s
external validation, once it is the most studied measure of the 5 domains of normal/functional
personality, and its Arabic version has shown good psychometric properties.

For the clinical sample, the instruments are the same but instead of the NEO-FFI, there is the
Arabic version of Symptom Checklist-90 Revised (SCL-90-R; Al-Behairy, 1984). The
decision of using the SCL-90 for external validation for the clinical sample was based on the
fact that it is a measure of personality pathology, used in clinical settings for diagnosis of
personality disorders. This instrument is also translated and validated in several Arab
countries.
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Personality Inventory for DSM-5 (PID-5)

PID-5 is a self-assessment inventory that operationalizes the DSM-5 alternative model for
personality disorders proposed in Section III of the 5th Edition of the Diagnostic and
Statistical Manual of Mental Disorders (APA, 2013). It is intended for adults 18 years and
older of the general population and the population with physical or mental illnesses. It
measures five personality domains and 25 pathological traits or facets. It consists of 220
items, quoted on a Likert scale of 4 points, ranging from 0 (very false or often false) and 3
(very true or often true). The reliability studies with the original sample revealed indicators of
internal consistency measured by Cronbach's a between .72 and .96. All facets are strongly
and positively correlated (Krueger, Derringer, Markon, Watson, & Skodol, 2012).

NEO-Five Factor Inventory (NEO-FFI)

The NEO-FFI is a self-assessment questionnaire composed of 60 items quoted on a five-point
Likert scale, ranging from 1 (strongly disagree) to 5 (strongly agree). This measure evaluates
the five personality domains of the Five Factors Model (Neuroticism, Extroversion, Openness
to Experience, Agreeableness and Conscientiousness) and presents a high degree of
reliability, with internal consistency indicators measured by Cronbach's a between .68 and .86
(Costa & McCrae, 1992) and temporal stability between. 86 and .90 (Robins, Fraley, Roberts,
& Trzesniewski, 2001).

Symptom Checklist-90 - Revised (SCL-90-R)

The SCL-90-R is a multidimensional self-assessment questionnaire consisting of 90 items
measured on a five-point Likert scale ranging from 0 (Never) to 4 (Extremely) assessing the
presence of psychopathology and psychological distress in clinical populations above 13 years
old. It comprises nine symptomatic dimensions of psychopathology and three global indices.
The dimensions are somatization (12 items), obsessions-compulsions (10 items), interpersonal
sensitivity (9 items), depression (13 items), anxiety (10 items), hostility), paranoid ideation (6
items) and psychoticism (10 items). The three global indexes measure global

wellness, hardiness, and symptom free. The SCL-90-R presents good internal consistency

between .84 and .90 and time stability, with correlations between .80 and .90 (Derrogatis,
1977).

Procedure

Data collection

ZU ethical clearance was obtained, and the questionnaires take in average one hour to
complete. The sample will be recruited through a convenience method. Specifically, the non-
clinical sample will be recruited among students/teachers/staff from different colleges from
ZU (convenience sample) and from the community (snow-ball sample through ZU
participants).

The clinical sample will be recruited from Rashed Hospital, Al Amal Hospital and National
Rehabilitation Centre. The attendant physician will select the participants according to the
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inclusion and exclusion criterions as well as the patients’ conditions. However, we propose
the following: the selected patients will be invited to participate by their attendant physician,
and the research team will apply and collect the questionnaires. All questionnaires are
anonymous, voluntary, and confidential. In order to assure the confidentiality and anonymity
of the participant, it will be requested to the attendant physician to use de Diagnostic Report
Sheet to write the patient’s diagnosis. This form is composed by sheet A, which will be used
by the attendant physician to attribute a code number to the patient’s identification, and Sheet
B which will be returned to the research team were the attendant physician will write the code
number of the patient and his/her clinical diagnosis (attached). This should not take more than
2 minutes per patient.

Risks and Benefits:

The research team believes there are no meaningful risks associated with this study. The
participation in this study is volunteer and no incentives or economic compensations will be
offered.

Consent Setting:

For both, Clinical and non-Clinical population the Informed Consent form will be obtained
face-to-face. For the Clinical population the attendant physician of Al Amal Hospital, Rashid
Hospital and National Rehabilitation Centre will read the Informed consent form and if the
patient would like to participate, he can do it after his consultation. For the Non-Clinical
population, the students will be asked to participate in this study during classes.

Privacy and Confidentiality:

The participation in this study is volunteer and anonymous. The questionnaires are
anonymous and will only be identified by an order code number (Questions such as name,
emirates card number, address or any questions that may identify the subject will not be
asked). For the clinical population, in order to have access to the clinical diagnose and
simultaneously maintain the anonymity of the participant, it will be asked to the attendant
physician to fill the Diagnosed Report Sheet (attached) to assure that the research team will
not be able to identify any participant in particular. All data (hard and softcopy) will have a
code (instead of the name) and will be stored in a locked cabinet and office and this is
explained in the Patients Information Sheet of the Informed Consent. All data (hard and
softcopy) will have a code (instead of the name) and will be stored in a locked cabinet and
office and this is explained in the Patients Information Sheet of the Informed Consent form.
The data of the participants who may wish to withdraw part way through the study will be
immediately destroyed.
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Data analysis

Data will be analyzed through advanced software and statistics analysis. Specifically, AMOS
(for Structural Equation Modeling) and SPSS will be used in the following studies:

Study 1 — Psychometric Analysis of the Arabic PID-5 and its comparison across UAE
and Portugal. Statistical analyses such as internal consistency, convergent validity,
exploratory factor analysis, confirmatory factor analysis, amongst others, will allow us
to understand how well the questionnaire fits UAE population, what items need to be
adjusted/removed (if any). It will also enable to compare results across countries and
understand its potential generalization.

Study 2 - Comparative cross-cultural study of the UAE and Portugal population using
PID-5: We intend to compare the two cultural contexts regarding gender differences
and personality traits in three sub-studies: clinical sample; non-clinical sample; and
full sample. This will be done through a study of invariance and t-test for independent
samples.

Data Safety Monitoring

The Principal Investigator in conjunction with the research team will monitor the data
collected (answers to the following instruments: The Arabic version of the PID-5, The
Symptom Checklist-90-Revised and the NEO-FFI) once a week and the responses to the
research protocol will be reviewed to monitor for clarity (i.e., the same question is skipped by
5 or more participants). In that case, the question will be revised, and an amendment will be
submitted to the REC for the items identified as difficult to answer or not clear. The Principal
Investigator will be responsible to inform the REC in case any changes or alterations will take
place in order to assure the reliability and validity of the study.

Timeline

Spring 19 Activities

February-March - Promotion of collaborations and partnerships with health and mental

health institutions.

- Request research to be approved by health institutions Ethical
Committee.

- Selection of patients (according to their condition) to voluntarily
participate in the study.

March-May - Data collection of clinical sample according to each institution’s

guidelines.
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- Data collection of non-clinical sample by personally contacting ZU
local faculty and staff, and contacts in the community given by
previous participants.

May-June - Data coding on SPSS and statistical analysis (SPSS and AMOS)

June-July - Results writing-up for the aforementioned studies 1 and 2, and
papers’ preparation for submission (conference and journal).

Note: The Timeline for collecting the clinical sample will depend on the REC’s reviews of
this study project and the number of participants available. For this reason, the research team
will keep on collecting data until the minimum number of participants is achieved.
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