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ABSTRACT 
  
Adverse childhood experiences and childhood temperamental features are known to 

contribute to the development of personality disorder.  The aim of this study was to 

examine associations between personality disorder, childhood temperament, adverse 

childhood experiences and victimisation.  The Prisoner Cohort Study was carried out as 

part of the dangerous and Severe Personality Disorder (DSPD) programme, 

commissioned by the Home Office.  The study comprised 1396 male offenders 

interviewed with the Structured Clinical Interview (SCID II) to diagnose personality 

disorders in addition to self-reported experiences of childhood victimisation and 

disadvantage.  Independent and joint relationships were examined between reported 

temperament and adverse childhood experiences and axis II disorders measured at 

interview.  Prisoners with personality disorder reported adverse childhood experiences 

and victimisation more frequently than those with no personality disorder.  Different 

childhood experiences were interrelated with specific personality disorder categories.  

The associations between temperamental features and specific personality disorders were 

increased by the addition of adverse childhood experiences (joint effects).  A difficult 

temperament and childhood adversity increases the likelihood of personality disorders in 

prisoners and may identify risk factors to target for future early intervention. 
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INTRODUCTION 

Early life stressors, specifically adverse childhood experiences and victimisation, 

increase risk for psychopathology later in life, including the development of personality 

disorder (Zanarini et al., 1997; Modestin et al., 1998; Johnson et al., 1999; Joyce et al., 

2003; Bebbington et al., 2004; Spataro et al., 2004).  Persons reporting neglect, and 

physical and sexual abuse, are more likely to develop personality disorders in early 

adulthood (Johnson et al., 1999; Spataro et al., 2004).  For example, high rates of 

childhood adversity, principally child sexual abuse, have been found in adults with 

borderline personality disorder (Ogata et al., 1990; Goldman et al., 1992; Brodsky et al., 

1995; Zanarini et al., 1997; McLean & Gallop, 2003), and sexual and physical abuse in 

antisocial personality disorder (Luntz & Widom, 1994; Horowitz et al., 2001).  Avoidant 

personality disorder has also been shown to be associated with parental neglect (Johnson 

et al., 1999), and family instability, lack of parental affection and supervision associated 

with dependent personality disorder (Drake et al., 1988).   

 

Less is known about childhood antecedents of adult personality disorders.  However, 

most models propose that temperamental features are present during childhood which 

develop into personality disorders at a later stage (Rutter, 1987; Johnson et al., 1999; 

Carter et al., 2001).  This link is firmly established between conduct disorder and adult 

antisocial personality disorder (Loeber, 1990; Robins & Reiger, 1991; Robins, 1996; 

Woodward & Fergusson, 1999; Hill, 2003).  Avoidant personality disorder is associated 

with high harm avoidance in childhood (Joyce et al., 2003) and less peer engagement 

(Rettew et al., 2003), and extreme childhood solitariness is associated with adult schizoid 

personality disorder (Wolff & Chick, 1980).  However, a key issue in the longitudinal 

development of axis II psychopathology is the interaction between childhood 
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temperament and childhood adversity, and subsequent development of personality 

disorder.  The biosocial interaction hypothesis provides a theoretical framework for this 

relationship and the interaction between social and biological factors (Raine, 2002).  

According to this model, when biological and social factors are the grouping variable and 

antisocial behaviour is the outcome, the presence of both risk factors increases rates of 

antisocial and violent behaviour.  Although the model is arguably simplistic in nature, 

and has been applied mainly to studies of genetic factors and antisocial and violent 

behaviour, it can be used to determine the effects of both temperamental features and 

adverse social environment features on personality disorder and whether or not the 

presence of both increases their prevalence. 

 

Offender populations have high prevalences of personality disorder (Coid, 2003) and 

childhood traumatic experiences (Weeks & Widom 1998).  However, few studies have 

examined the relationship between the two in large samples of male offenders.  Most 

have focussed on life events in women (Keaveny & Zauszniewski, 1999), have restricted 

their measures of negative childhood experience to abuse and neglect (Fondacaro et al., 

1999), or poor parental rearing styles (Timmerman & Emmelkamp, 2005).  Few have 

examined these in relation to temperamental features (Johnson et al., 1999).  Our aim was 

therefore to examine the independent associations between self-reported childhood 

temperamental features and adverse experiences and personality disorder in adulthood in 

a large sample of male offenders.  We additionally aimed to examine the biosocial 

interaction hypothesis, and whether the combination of temperamental and adverse 

environmental features further increase the risk of axis II disorders (joint and interactive 

effects).   
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Methodology 

The Prisoner Cohort Study 

The Prisoner Cohort Study was commissioned by the Home Office as part of the 

Dangerous Severe Personality Disorder (DSPD) service development programme in 

England and Wales (Department of Health, Home Office, 1999).  The main aim of the 

study was to validate risk assessment instruments and additional measures, including 

personality disorders, for future serious offending.  The study included interviews with 

prisoners by trained researchers and the sample was drawn from all prisons in England 

and Wales. 

 

Participants 

A sample of high risk offenders in custody in 139 penal establishments in England and 

Wales was generated from the IIS (Prison Service Inmate Information System) or Central 

System Database.  Participants were included if serving a prison sentence of two years or 

more for a sexual or violent offence (excluding life sentence prisoners), aged 18 and over, 

had one year or less left to serve, and expected to be released within 6 months of 

interview.  To obtain a cohort of potentially high risk offenders, the Offenders Group 

Reconviction Score (OGRS) (Copas & Marshall, 1998) was used.  A stratified sample 

was obtained by oversampling high scorers on the OGRS, but with similar sized sub-

samples of prisoners from lower score ranges on this instrument.  In addition, sex 

offenders were oversampled.  The final sample under study comprised 1396 male 

offenders (17.4% of the total eligible prisoners in the population) which were interviewed 

in the first stage of the survey.  
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Assessment instruments 

Semi-structured interviews were conducted over 2 years by 12 trained psychology 

graduates.  Personality disorder was measured using the Structured Clinical Interview for 

DSM-IV Axis II disorders (SCID II) (First et al, 1997).  The Intraclass Correlation (ICC; 

Shrout & Fleiss, 1979) for diagnostic interrater reliability was good (0.75).  In addition, 

four axis I disorders were measured, including a combined category of schizophrenia 

and/or delusional disorder, major depressive disorder (derived from the SCID-I), (First et 

al., 2002) drug dependence, and alcohol dependence (obtained using questions from the 

Diagnostic Interview Schedule) (Robins et al., 1981).   

 

Childhood temperamental measures were obtained from self-report at interview and 

included conduct disorder (defined as 3 or more criteria on the SCID II); hyperactivity 

(when the prisoner reported being told he was hyperactive during childhood by carers, or 

had been formally diagnosed with attention deficit hyperactivity disorder); and social 

withdrawal (defined as having no friends). 

 

Adverse childhood experiences (before the age of 16) were measured according to self-

report and combined into six categories: Family mental health problems (father, mother 

and/or sibling’s mental heath problems and whether they had been admitted to a 

psychiatric hospital); Family substance misuse problems (father, mother and/or siblings 

alcohol and drug dependence);  Harsh discipline (strict rules in the home, often punished, 

and beaten severely); Criminality of family members (father, mother and/or siblings 

criminality, imprisonment, family taught them techniques of crime, Committed crimes 

with family members); Criminal influences from peer group (having criminal friends, 

friends taught them crime, in a gang); and Parental discord (parents fought or separated).  
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Additional adverse childhood experiences and victimisation events were measured, 

including; being in local authority care, sexual abuse by family members, neglect, 

emotional abuse, lack of affection from parents, and being bullied.  All measures of 

adverse childhood experiences were dichotomous. 

 

Statistical analysis 

Data were analysed using the Statistical Package for the Social Sciences (SPSS) 12.0.  

The Phi statistic was used to assess bivariate associations between temperamental factors.  

Multivariate logistic regression analyses were used to model prevalence of childhood 

temperament, adverse experiences, and childhood victimisation for each personality 

disorder diagnosis (using a categorical measure) compared to those without the 

personality disorder category.  In the regression analysis, antisocial adult criteria were 

used (3 or more criteria on SCID II) instead of antisocial personality disorder because 

conduct disorder was an outcome variable.  To determine relationships between 

childhood temperament, adverse experiences, and personality disorder independent of 

other risk factors, adjustments were made for age, ethnicity, alcohol disorder, drug 

disorder, psychosis, major depressive disorder and comorbid personality disorders.  

 

Further logistic regression analysis examined the interactive effects of childhood 

environment, adversity factors and temperamental factors.  A Multivariate multilevel 

model using MLwiN program (Rasbash, et al., 2003) was used to assess independent 

associations between childhood temperamental factors and adverse experiences.  This 

type of multilevel software programme addressed the clustering of prisoners across the 

139 penal establishments and took into account the correlational associations between all 

three temperamental outcomes and adjusted for age, ethnicity and other childhood 
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adverse experiences. 

 

Ethical approval 

The study was undertaken with full ethical approval given to the Home Office.  An 

informed consent form was signed by each participant prior to interview.  All participants 

were told of their right to withdraw from the study at any time. 

 

RESULTS 

The prevalence of any personality disorder in our sample was 72.9% with antisocial, 

followed by paranoid, the most frequent axis II category.  The least prevalent were 

dependent and histrionic personality disorders.  The most prevalent axis I disorder in this 

prisoner sample was lifetime drug dependence (Table 1).  The prevalence of self-reported 

temperament factors are demonstrated in table 2.  The most prevalent temperamental 

factor was conduct disorder.  Table 3 demonstrates the prevalence of self-reported 

childhood adversity factors with more than three-quarters of the sample reporting harsh 

discipline in the family home.   Temperamental factors were associated with each other.  

Conduct disorder demonstrated associations with hyperactivity (Phi 0.17; p=0.000) and 

social withdrawal (Phi 0.07; p=0.006).  However, hyperactivity was not associated with 

social withdrawal (Phi 0.02; p=0.14). Independent associations between childhood 

temperamental factors and adverse childhood experiences are demonstrated in table 4.  

Conduct disorder was associated with family substance misuse problems, criminality of 

family members, parental discord, lack of parental affection, criminal influences from 

peer group, and being in local authority care.  Hyperactivity was associated with parental 

discord and criminal influences from peer group.  Social withdrawal was associated with 

sexual abuse, lack of affection from parents, being bullied, and being in local authority 
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care. 

Tables1-4 

Independent associations between childhood temperamental factors and axis II disorders 

are demonstrated in table 5.  Prisoners with no personality disorder were significantly less 

likely to report temperamental factors during childhood.  Prisoners with adult antisocial 

behaviour had raised odds of childhood conduct disorder and hyperactivity.  Prisoners 

with paranoid and schizoid personality disorders were more likely to report social 

withdrawal during childhood.   

Table 5 

Table 6 demonstrates the independent associations between self-reported adverse 

childhood experiences and axis II personality disorder.  There were negative associations 

between all categories of adverse childhood experience and no personality disorder, 

except family mental health problems and experience of bullying.  Prisoners with 

avoidant personality disorder were more likely to report criminality among family 

members, neglect, being bullied, but were less to report criminal influences from their 

childhood peers.  Prisoners with obsessive compulsive personality disorder were more 

likely to report neglect and emotional abuse.  Similarly, those with schizoid personality 

disorder were more likely to report emotional abuse, but less likely to report criminal 

influences from peers and parental discord.  Prisoners with paranoid personality disorder 

were more likely to report lack of affection from parents.  

 

 Prisoners with histrionic personality disorder demonstrated strong associations with 

reported family mental health problems and were more likely to report being sexually 

abused and bullied.  Those with narcissistic personality disorder were less likely to report 

criminality among family members, placement in local authority care, and lack of 
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affection from parents during childhood.  Prisoners with borderline personality disorder 

were more likely to report sexual abuse by family members, being bullied, and placement 

in local authority care. 

 

Men with adult antisocial personality behaviour demonstrated multiple associations with 

adverse childhood experiences, including substance misusers among their family, harsh 

discipline, criminality among their family, criminal influences from peers, parental 

discord, lack of affection from parents, and placement in local authority care.  However, 

they were less likely to report being bullied.  No associations were observed between 

reported adverse experiences and dependent and schizotypal personality disorders in 

adulthood. 

Table 6 

Table 7 demonstrates the joint effects of temperamental factors and adverse childhood 

experiences on adult axis II personality disorders.  Being bullied together with criminality 

among family members increased the risk of avoidant personality disorder in adulthood 

with a joint odds ratio as the product of the OR of the two factors. However, reporting 

being bullied whilst experiencing peer group influences encouraging criminal behaviour 

reduced the risk of avoidant personality disorder.  Having a socially withdrawn 

temperament, but experiencing parental discord in the family home reduced the risk of 

schizoid personality disorder.  Having a socially withdrawn temperament but having 

affectionate parents increased the risk of narcissistic personality disorder.  Experiencing 

both bullying and placement in local authority care during childhood increased the risk of 

borderline personality disorder. 

 

Having conduct disorder and experiencing criminal influences from childhood peers 
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greatly increased the risk of antisocial traits in adulthood.  Similarly, specific 

combinations of conduct disorder and hyperactivity, criminality among family members, 

and placement in local authority care greatly increased these same risks.   

 

Hyperactivity and experiencing criminal peer influences, placement in local authority 

care, criminality among family members, and family members who were substance 

misusers also increased the risk of antisocial traits in adulthood.   

 

There was one significant interaction between temperamental features and self reported 

adverse childhood experiences.  Being hyperactive together with the reported experience 

of parental discord greatly increased the risk of antisocial traits in adulthood.  However, 

the risk of antisocial traits in adulthood from criminality among family members, lack of 

affection from parents, and placement in local authority care were reduced among 

prisoners who reported that they had been bullied during childhood. 

Table 7 

DISCUSSION: 

The study confirms strong relationships between personality disorder and childhood 

temperament and adversity.  Prisoners with personality disorder reported difficult 

childhood temperaments, adverse childhood experiences, and victimisation more 

frequently than those without personality disorder.  This is further highlighted by strong 

negative associations between no personality disorder and these variables.  These 

findings remained after controlling for confounding from comorbid axis I and other axis 

II disorders and are consistent with previous findings in community samples (e.g. 

Johnson et al., 1999; Bebbington et al., 2004).   
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The prevalence of both axis I and axis II psychopathology was high in our sample, as 

expected.  However, the prevalence of any personality disorder at 72.9% was somewhat 

higher than the National Survey in England and Wales at 64% for male sentenced 

prisoners (Singleton et al., 1998).  This was due to higher prevalences of antisocial 

(64.6%), and borderline personality disorders (18.2%) and may reflect selection of a 

sample of mainly violent and sexual offenders, and those at a higher risk of reoffending.  

Similarly, the prevalences of reported temperamental factors and adverse childhood 

experiences were also high in our sample, the latter consistent with previous studies 

demonstrating that childhood victimisation increases risk of criminal behaviour in later 

life (Maxfield & Widom, 1996; Farrington & Loeber, 1998).   

 

Temperament and childhood adversity. 

Our findings demonstrated specific associations between measures of temperament and 

adverse childhood experiences, but our cross-sectional method posed limitations on 

exploring the direction of these associations.  Associations between conduct disorder and 

hyperactivity in childhood are already widely acknowledged (Barklay et al., 1990; 

Biederman et al., 1991; Bird et al., 1994; Nigg & Casey, 2005).  Conduct disorder was 

strongly associated with criminal influences from peer group and criminality among 

family members, as demonstrated in previous research (Waddell et al., 1999).  Children 

who have parents who are substance misusers or are involved in criminal activities are 

also at particular risk of developing conduct disorders (Patterson et al, 1989; Frick et al, 

1991; Siegel, & Senna, 2004).  Conduct disorder was also associated with reporting lack 

of affection from parents and experiencing parental discord, suggesting dysfunction in 

these participants’ family correspond to previous studies of the relationship between 

conduct disorder and family problems (Rutter, 1979; Moffit, 1993; Hill, 2002).  
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However, the causal pathway between conduct disorder and negative parenting is not 

straightforward.  A difficult temperament in early childhood may make a child more 

likely to be the target of parental anger, which in turn may be linked to conduct disorder 

(Marshall & Watt, 1999).  Other researchers have repeatedly shown that poor parenting 

skills have long-term associations with conduct disorder (see Scott, 1998).  In addition, 

conflict between parents is strongly associated with conduct disorder (Webster-Stratton & 

Hammond, 1999).  Conduct disorder was also associated with being in local authority 

care.  However, this could equally have been due to substance misuse and criminality 

among family members, leading to poor parenting and inability to cope, or alternatively 

severe behavioural problems in the child making them exceptionally difficult to cope 

with.  

 

Hyperactivity was also associated with parental discord and criminal influences from 

peer group.  Attention deficit hyperactivity disorder has previously been shown to be 

associated with family adversity (Counts et al., 2005) and peer delinquency (Hinshaw & 

Melnick, 1995).  Previous research has also shown that the influence of maladaptive 

peers can be detrimental to childhood development and greatly increases the likelihood of 

adverse outcomes such as delinquency, especially if the child comes from a family beset 

by multiple stressors (Loeber & Farrington, 1998). 

 

Close associations were observed between social withdrawal and experience of bullying.  

Repeated victimization and bullying has been shown to produce insidious, potentially 

debilitating effects, including increased anger and depression, low self-esteem, and social 

withdrawal (Olweus, 1993; Crick, 1996; Craig, 1998; Hodges & Perry, 1999).  In 

addition, other studies (Boivin, et al., 1995) have provided support for a mediational 
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model linking peer victimization to loneliness and depression in middle childhood, and 

found that children who report increased loneliness were more socially withdrawn.   

 

It was unsurprising that a withdrawn temperament was associated with sexual abuse, 

unaffectionate parents, and being in local authority care, as this triad of associated 

adverse experiences may have resulted in social withdrawal rather than vice-versa.    

 

Personality disorder, temperament and childhood adversity. 

The previously established associations between criminal behaviour and antisocial 

personality disorder in adulthood and childhood precursors of both conduct disorder 

(Robins, 1966, 1978; Loeber, 1990) and hyperactivity (Farrington et al., 1990; Simonoff 

et al., 2004) were confirmed by our findings.  However, the strength of association 

between childhood hyperactivity and adult antisocial traits was weaker than that of 

conduct disorder, suggesting either that hyperactivity could evolve into different 

conditions in adulthood, for example, substance abuse or other personality disorders, or 

simply that the risks for persisting antisocial behaviour in adulthood were not as strong as 

for conduct disorder.  Previous studies have demonstrated that histrionic (Fischer et al., 

2002) and borderline (Biederman et al., 1991) personality disorders are potential 

outcomes of childhood hyperactivity.  However, in this prisoner sample, conduct disorder 

and hyperactivity were precursors only of adult antisocial traits.  Importantly, the 

combination of conduct disorder and hyperactivity greatly increased the risks of 

antisocial traits compared to the outcome of these precursors alone.  Lyman (1996) has 

postulated that children with both conduct disorder and attention deficit hyperactivity 

problems are “fledgling psychopaths” and that they are more likely to demonstrate 

callousness, superficial charm, and antisocial behaviour. 
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Adverse childhood experiences demonstrated independent effects on adult antisocial 

traits, including criminality among family members, criminal influences from peers, 

family substance misuse problems, parental discord, placement in local authority care, 

harsh discipline, and lack of affection from parents.  The combination of child 

temperamental factors on conduct disorder and hyperactivity, together with certain 

adverse experiences, further increased the risk of adult antisocial traits.  This was 

particularly the case where prisoners with conduct disorder also reported criminal 

influences from their peer group, family members, and when they had been placed in 

local authority care.  However, the effects of the latter are unclear and placement in care 

may have been the outcome of particularly severe conduct disorder rather than a direct 

effect, resulting in the child becoming beyond parental control.  Similarly, combinations 

of hyperactivity together with adverse early environmental experiences of criminal 

influence from peers and family members, family substance misuse, and placement in 

local authority care, further increased the risk of an adult antisocial outcome.  Whether 

parental discord exacerbated the risk or resulted from the stress of coping with a 

hyperactive child requires further research. 

 

The association between reduced risk of an adult antisocial outcome and bullying during 

childhood are a particular interest.  These statistical associations at first suggest a 

“protective” effect.  However, this is doubtful and is more likely to indicate other 

associated characteristics of the child that we did not measure in the study.  For example, 

we did not measure size and physical strength of the child.  Individuals with adult 

antisocial behaviour are more likely to be tall and have increased body bulk (Farrington, 

1989; Pine et al., 1997; Raine et al., 1998; Ishikawa et al., 2001).  It has been argued that 
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a larger child would be able to intimidate others more successfully and would be more 

likely to learn that using aggression during conflict is a valuable stratagem (Raine et al., 

1998).  These individuals would be more likely to use aggression than a smaller, weaker 

child, who would be more likely to be bullied (Perry et al., 2001). 

 

Bullying was independently associated with avoidant personality disorder, a condition 

additionally associated with neglect and criminality among family members in this 

sample, but negatively associated with criminal influences from childhood peers.  

Previous findings that neglect is a risk factor for avoidant personality disorder (Johnson 

et al., 1999; Joyce et al., 2003) were confirmed by this study which also correspond to 

observations by Rettew et al., (2003) that avoidant individuals have less peer 

engagement, involvement in hobbies, and are less popular during adolescence.  The 

association between criminality among family members may be an anomaly due to the 

criminal nature of the sample, explaining the inclusion of avoidant individuals rather than 

identifying an aetiological factor in the development of the condition.  However, the 

combination of criminality among family members and experiencing bullying further 

increased the risk of avoidant personality in adulthood.  On the other hand, the reduced 

risks of a combination of bullying and a criminal peer group is suggestive of a less severe 

childhood precursor of avoidant personality disorder, and where the child was less 

handicapped by avoidant features and able to join a peer group. 

 

Previous findings that solitariness is associated with a diagnosis of schizoid personality 

disorder (Wolff & Chick, 1980) were confirmed.  However, schizoid personality disorder 

in this criminal sample was additionally associated with emotional abuse, which has been 

observed previously (Johnson et al., 1999).  Cold and unemotional childhood traits may 
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have led to emotional abuse within families and could have predisposed the child to 

becoming more introverted, emotionally cold, and distant as a means of coping.  On the 

other hand, the retrospective method could have resulted in schizoid individuals 

remembering their family experiences as being emotionally abusive.  The finding that 

socially withdrawn children were less likely to experience criminal peer group influences 

and parental discord was unsurprising in a condition characterised by indifference to the 

feelings of others and a restricted range of emotions. 

 

The essential feature of paranoid personality disorder is the interpretation of actions of 

others as deliberately threatening or demeaning.  In this study, individuals with this 

disorder were more likely to have been socially withdrawn as a child and to report lack of 

affection from parents, as previously observed (Carter et al., 1999).  Lack of parental 

affection may have predisposed the child to distrust others, making them more likely to 

be withdrawn in social situations.  However, the explanations as to why social 

withdrawal resulted in paranoid rather than schizoid disorder along a different 

developmental trajectory requires further research.  Nevertheless, in a previous criminal 

sample, schizoid personality disorder was strongly associated with obstetric 

complications and developmental delay (Coid, 1999), measures that were not taken in 

this study. 

 

Prisoners with obsessive-compulsive personality disorder were more likely to report 

neglect and emotional abuse, similar to previous studies (Johnson et al., 1999).  

Preoccupation with orderliness, perfectionism and control in these individuals may have 

developed as a way of coping with a traumatic childhood.  However, this finding may be 

due to a sample effect, as 19.6% of individuals with obsessive-compulsive disorder were 
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sex offenders who are likely to have experienced higher rates of abuse during childhood 

than the general population (Becker & Murphy, 1998).  

 

Precursors of excessive emotionality and attention-seeking in prisoners with histrionic 

personality disorder may have resulted in them being bullied, contrasting with bullying 

experienced by withdrawn children who later developed avoidant personality disorder.  

Similar effects may have been in operation in relation to the association of bullying with 

borderline personality disorder in adulthood.  Both borderline and histrionic individuals 

were more likely to report experiences of sexual abuse from family members in 

childhood and these experiences may have driven more vulnerable children to excessive 

emotionality and attention-seeking as a means of surviving these problems.  

Alternatively, these childhood experiences may have led to emotional disturbance, 

impulsivity, and self-harm, corresponding to previous studies that have found higher rates 

of child sexual abuse in adults with borderline personality disorder (Ogata et al., 1990; 

Goldman et al., 1992; Brodsky et al., 1995; Zanarini et al., 1997; McLean & Gallop, 

2003).  In histrionic individuals, family mental health problems and sexual abuse by 

family members acted as independent risk factors.  However, it is likely that sexual abuse 

would have occurred either from a mentally ill family member or in the absence of 

protection from the parent impaired by mental illness.  In borderline individuals, sexual 

abuse was experienced together with placement in local authority care, the risk of the 

latter further increased when the prisoner reported childhood bullying. 

 

Narcissistic personality disorder is characterised by a pattern of grandiosity, need for 

admiration, and lack of empathy, and is typically comorbid with antisocial personality 

disorder in offender samples (Coid, 2003).  In this study, prisoners with narcissistic 
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personality demonstrated protective factors during childhood, in that they were less likely 

to report criminality among family members, placement in local authority care, and lack 

of affection from parents which were strongly associated with certain other personality 

disorders.  Unpublished research has indicated associations between higher IQ and 

narcissistic personality among offenders and in the general population is associated with 

life success in terms of career and finance (Ullrich et al., unpublished).  Psychodynamic 

theories suggest that the development of narcissistic personality is related to over-

indulgence (Kernberg, 1989) and outcome of narcissistic over-gratification during 

childhood, leading to difficulties in self-esteem regulation and the tendency to 

externalisation (Fernando, 1998).  This supposition, and the multiplicative relationship 

between social withdrawal and affectionate parenting would partly explain the emergence 

of narcissistic personality disorder in this sample.  However, additional factors are likely 

to explain this association and the high prevalence of the condition among this and other 

offender samples. 

 

Biosocial Interaction Hypothesis. 

Our findings demonstrate that when childhood temperamental features and adverse social 

environment features are both present, both risk factors have a joint effect on the rate of 

personality disorder, corresponding to the biosocial interaction hypothesis (Raine, 2002).  

For example, combinations of the presence of both hyperactivity and conduct disorder 

together with criminality among family or peers greatly increased the risk of antisocial 

traits in adulthood.  Raine and colleagues (1996) reported that individuals with both 

biological and social deficits (neurological problems and adverse family environments) 

were twice as likely to become violent as those with either biological deficits alone or 

social problems alone.  Correspondingly, in our study, negative effects of a difficult 
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childhood temperament predisposing the child to antisocial behaviour are exacerbated by 

the presence of adverse environmental experiences.  Although these findings were 

additive and not interactive, they are still considered biosocial effects (Raine et al., 1997).  

Conversely, the biosocial interaction can produce the reverse effect in which certain 

childhood experiences can be protective.  For example, the negative effects of a 

withdrawn temperament in predisposing certain individuals to avoidant personality 

disorder appear ameliorated by criminal influences from peers.  However, only one 

finding was interactive and truly consistent with the biosocial interaction hypothesis 

(Raine, 2002).  Adult antisocial traits were disproportionately higher among prisoners 

reporting both hyperactivity and parental discord compared to those who only reported 

one of these risk factors.  

 

Limitations of the study. 

The study was limited in that it could not distinguish the mechanism by which childhood 

events had influenced the development of personality disorder, specifically the causal 

pathways.  It could not demonstrate the temporal sequence to enable differentiation 

between temperamental measures and occurrence of childhood maltreatment.  Measures 

that were deemed temperamental could have been the outcome of adverse childhood 

experience.  Furthermore, the experience of childhood disadvantage and victimisation 

may not have directly caused the development of a personality disorder but predisposed 

the individual to a chain of events that led to it.  An alternative hypothesis is that 

childhood adversity generated psychological vulnerabilities that established a heightened 

emotional reaction to distress (Harris et al., 1990) or to more proximal risks for mental 

disorder (Maughan & McCarthy, 1997).  Other models posit that maternal deprivation 

causes irreparable psychological damage (Bowlby, 1977; Maughan & McCarthy, 1997) 
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or that childhood adversity generates a greater susceptibility to effects of a pre-existing 

neural or biochemical mechanism associated with the development of subsequent 

psychopathology (Briere et al., 1997).  These latter models would suggest that the 

antecedents of abnormal personality disorder were considerably earlier than our measures 

which had appeared much later along the developmental pathway. 

 

There are added problems when examining associations between personality disorders 

and measures such as adverse experiences in a criminal population, as these may not be 

relevant to a general population sample.  For example, in our study, obsessive-

compulsive personality disorder, which is traditionally considered as high functioning 

(Kernberg, 1984) and can be associated with positive factors and life success, was 

specifically associated with sex offending against children.  This could explain reports of 

neglect and childhood abuse, which might have resulted from confounding.  

 

The primary limitation of the study was retrospective reporting of the childhood 

temperamental measures and adverse experiences.  Limitations of retrospective studies 

include forgetting or repressing memories, recall bias for negative events, and 

exaggeration or minimisation in recall (Brown, 1974).  More recent studies have shown 

that recall of both non-traumatic and traumatic events are subject to error (Mannuzza et 

al., 2002).  Rettew et al., (2003), suggested that individuals with personality disorder may 

recall their childhood in a way that is consistent with present symptomatology.  

Furthermore, the childhood temperamental measures in our study, in particular 

hyperactivity, were relatively weak in that they relied on prisoners reporting that they had 

been informed that they have received the diagnosis or description. 
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However, regardless of the above methodological limitations, our study did have 

numerous strengths.  These included the representative sample of male prisoners, the 

inclusion of all personality disorders, and a larger range of childhood measures than in 

many previous studies.  The relationship between personality disorder, temperament and 

childhood adversity was assessed independently, controlling for confounding effects of 

comorbidity from both Axis I and Axis II disorders.  Previous studies examining 

childhood antecedents of personality disorder in prisoners have used smaller samples and 

tended to focus only on abusive experiences or adversities such as poor parental rearing 

styles.  It is clear from our findings that a difficult temperament and childhood adversity 

increases the likelihood of personality disorders in prisoners, and may provide the 

foundation on which risk factors to target for future early intervention. 



Personality Disorder, Temperament and Childhood Adversity. 24

 

ACKNOWLEDGEMENTS 

The Prisoner Cohort Study was carried out as part of the dangerous and Severe 

Personality Disorder (DSPD) programme, commissioned by the Home Office.    



Personality Disorder, Temperament and Childhood Adversity. 25

REFERENCES 

Barklay, R. A., Fischer, M., Edelbrock, E. S., & Smallish, L. (1990). The adolescent 

outcome of hyperactive children diagnosed by research criteria, I: An eight year 

prospective follow-up study. Journal of the American Academy of Child and Adolescent 

Psychiatry, 29, 546-557. 

 

Bebbington, P. E., Bhugra, D., Bruga, T., Singleton, N., Farrell, M., Jenkins, R., 

Lewis, G., & Meltzer, H. (2004). Psychosis, victimisation and childhood 

disadvantage. British Journal of Psychiatry, 185, 220-226. 

 

Becker, J., & Murphy, W. (1998). What we know and don’t know about assessing and 

treating sex offenders. Psychology, Public Policy and Law, 4, 116-137. 

 

Biederman, J., Newcorn, J., & Sprich, S. (1991). Comorbidity of attention deficit 

hyperactivity disorder with conduct, depressive, anxiety, and other disorders. American 

Journal of Psychiatry, 148(5), 564-577. 

 

Bird, H. R., Gould, M. S., & Staghezza Jaramillo, B. M. (1994). The comorbidity of 

ADHD in a community sample of children aged 6 through 16 years. Journal of Child 

and Family Studies, 3(4), 365-378. 

 

Boivin, M., Hymel, S., & Bukowski, W. M. (1995). The roles of social withdrawal, peer 

rejection, and victimization by peers in predicting loneliness and depressed mood in 

childhood. Development and Psychopathology, 7, 765-785. 

 

Bowlby, J (1977) The making and breaking of affectional bonds. British Journal of 

Psychiatry, 130, 201-210. 

 

Briere, J., Woo, R., McCrae, B., Foltz, J., & Sitzman, R. (1997), Lifetime victimization 

history, demographics and clinical status in female psychiatric emergency room patients. 

Journal of Nervous and Mental Disease, 185, 95-101. 

 

Brodsky, B. S., Cloitre, M., & Dulit, R. A. (1995). Relationship of dissociation to self-



Personality Disorder, Temperament and Childhood Adversity. 26

mutilation and childhood abuse in borderline personality disorder. American Journal 

of Psychiatry, 152(12), 1788-1792. 

 

Brown, G. W. (1974). Meaning, measurement, and stress of life events. In B. S. 

Dohrenwend, & B. P. Dohrenwend, (Eds.), Stressful Life Events: Their Nature and 

Effects. New York: John Wiley and Sons, pp. 214-243.   

 

Carter, J. D., Joyce, P. R., Mulder, R. T., & Luty, S. E. (2001). The contribution of 

temperament, childhood neglect, and abuse to the development of personality 

dysfunction: a comparison of three models. Journal of Personality Disorders, 15, 123-

135. 

 

Carter, J. D., Joyce, P. R., Mulder, R. T., Luty, S. E., & Sullivan, P. F. (1999). Early 

deficient parenting in depressed outpatients is associated with personality dysfunction 

and not with depression subtypes. Journal of Affective Disorders, 54, 29-37. 

 

Coid, J. W. (1999). Aetiological risk factors for personality disorders. British Journal of 

Psychiatry, 174, 530-538. 

 

Coid, J. W. (2003). The co-morbidity of personality disorders and lifetime clinical 

syndromes in dangerous offenders. Journal of Forensic Psychiatry and Psychology, 14 

(2), 341-366. 

 

Copas, J, & Marshall, P. (1998). The offender group reconviction scale: a statistical 

reconviction score for use by probation officers. Applied Statistics, 47, 159. 

 

Counts, C. A., Nigg, J. T., Stawicki, J. A., Rappley, M. D., & Von-Eye, A. (2005). 

Family adversity in DSM-IV ADHD combined and inattentive subtypes and associated 

disruptive behaviour problems. Journal of the American Academy of Child and 

Adolescent Psychiatry, 44(7), 690-698. 

 

Craig, W. M. (1998). The relationship among bullying, victimization, depression, 

anxiety, and aggression in elementary school children. Personality and Individual 



Personality Disorder, Temperament and Childhood Adversity. 27

Differences, 24, 123-130. 

 

Crick, N. R. (1996). The role of overt aggression, relational aggression, and prosocial 

behavior in the prediction of children's future social adjustment. Child Development, 67, 

2317-2327. 

 

Department of Health, Home Office, (1999). Managing Dangerous People With Severe 

Personality Disorder; Proposals for Policy Development. London: Home Office and 

Department of Health. 

 

Drake, R. E., Adler, D. A., & Vaillant, G. E. (1988). Antecedents of personality 

disorders in a community sample of men. Journal of Personality Disorders, 2, 60-68. 

 

Farrington, D. P. (1989). Self-reported and official offending from adolescence to 

adulthood. In M. W. Klein, (Ed.), Cross-National Research in Self-Reported Crime and 

Delinquency. Dordrecht: Kluwer, pp. 399-423. 

 

Farrington, D. P , & Loeber, R. (1998). Transatlantic replicability of risk factors in the 

development of delinquency. In  P. Cohen, C. Slomkowski, & L. N. Robins, (Eds.), 

Where and When: Geographic Influence on Psychopathology. Mahwah, NJ: Erlbaum, 

pp. 299-329. 

 

Farrington, D. P., Loeber, R., & Van Kammen, W. B. (1990). Long-term criminal 

outcomes of hyperactivity-impulsivity-attention deficit and conduct problems in 

childhood. In L. N. Robins, & M. Rutter, (Eds.), Straight and Devious Pathways from 

Childhood to Adulthood. Cambridge: Cambridge University Press, pp. 62 -81. 

 

Fernando, J. (1998). The etiology of narcissistic personality disorder. The 

Psychoanalytic study of the child, 53, 141-158.  

 

Frick, P. J., Lahey, B. B., Loeber, R., Stouthamer-Loeber, M., Green, S., Hart, E. A. & 

Christ, M. A. G. (1991). Oppositional defiant disorder and conduct disorder in boys: 

patterns of behavioral covariation. Journal of Clinical Child Psychology, 20, 202-208. 



Personality Disorder, Temperament and Childhood Adversity. 28

 

First, M. B., Gibbon, M., Spitzer, R. L., Williams, J. B. W., & Benjamin, L. (1997). 

Structured Clinical Interviews for DSM-I Axis-II Personality Disorders. Washington. 

American Psychiatric Press. 

First, M. B., Spitzer, R. L., Gibbon, M., & Williams, J. B. W. (2002). Structured clinical 

Interview for DSM-IV-TR Axis I Disorders, Research Version, Non-Patient Edition. 

New York: Biometrics Research, New York State Psychiatric Institute, November 2002. 

 

Fischer, M., Barkley, R. A., Smallish, L., & Fletcher, K. (2002). Young adult follow-up 

of hyperactive children: self-reported psychiatric disorders, comorbidity, and the role of 

childhood conduct problems and teen CD. Journal of Abnormal Child Psychology, 30 

(5), 463-475. 

 

Fondacaro, K. M., Holt, J. C., & Powell, T. A. (1999). Psychological impact of 

childhood sexual abuse on male inmates: The importance of perception. Child Abuse 

and Neglect, 23, 361-369. 

 

Goldman, S. J., D’Angelo, E. J., Demaso, D. R., & Mezzacappa, E. (1992). Physical and 

sexual abuse histories among children with personality disorder. American Journal of 

Psychiatry, 149, 1723-1726. 

 

Harris, T. O., Brown, G. W., & Bifulco, A. (1990). Loss of parent in childhood and 

adult psychiatric disorder: a tentative overall model. Development and Psychopathology, 

2, 311-328. 

 

Hill, J. (2002), Biological, psychological and social processes in the conduct disorders. 

Journal of Child Psychology and Psychiatry, 43, 133-164. 

 

Hill, J. (2003). Early identification of individuals at risk for antisocial personality 

disorder.  British Journal of Psychiatry, 182 (S.44), s11-s14.  

 

Hinshaw, S. P., & Melnick, S. M. (1995). Peer relationships in children with attention-

deficit hyperactivity disorder with and without comorbid aggression. Developmental 



Personality Disorder, Temperament and Childhood Adversity. 29

Psychopathology, 7, 627-47. 

 

Hodges, E. V. E., & Perry, D. G. (1999). Personal and interpersonal antecedents and 

consequences of victimization by peers. Journal of Personality and Social Psychology, 

76, 677-685. 

 

Horwitz, A. V., Widom, C.. S., McLaughlin, J., & White, H. R. (2001). The impact of 

childhood abuse and neglect on adult mental health: a prospective study. Journal of 

Health and Social Behavior, 42 (2), 184-201. 

 

Ishikawa, S. S., Raine, A., Lencz, T., Bihrle, S., & LaCasse, L. (2001). Increased height 

and bulk in antisocial personality disorder and its subtypes. Psychiatry Research, 105 

(3), 211-219. 

 

Johnson, J. G., Cohen, P., Brown, J., Smailes, E. .M., & Bernstein, D. P. (1999). 

Childhood maltreatment increases risk for personality disorders during early adulthood. 

Archives of General Psychiatry, 57, 953-959. 

 

Joyce, P. .R., McKenzie, J. M., Luty, S. E., Mulder, R. T., Carter, J. D., Sullivan, P. F., 

& Cloninger, C. R. (2003). Temperament, childhood environment and psychopathology 

as risk factors for avoidant and borderline personality disorders. Australian and New 

Zealand Journal of Psychiatry, 37 (6), 756-764. 

 

Keaveny, M., & Zauszneiwski, J. (1999). Life events and psychological well being in 

women sentenced to prison. Issues in Mental Health Nursing, 20, 73-89. 

 

Kernberg, O. (1984). Severe Personality Disorders: Psychotherapeutic Strategies. New 

Haven/London: Yale University Press. 

 

Kernberg, P. F. (1989). Narcissistic personality disorder in childhood. Psychiatric 

Clinics of North America, 12(3), 671-694. 

 

Loeber, R. (1990). Development and risk factors of juvenile antisocial behaviour and 



Personality Disorder, Temperament and Childhood Adversity. 30

delinquency. Clinical Psychology Review, 10, 1-14. 

 

Loeber, R., & Farrington, D.. P., (Eds.) (1998). Serious and Violent Juvenile Offenders: 

Risk Factors and Successful Interventions. Thousand Oaks, CA: Sage. 

 

Luntz, B. K., & Widom, C. S. (1994). Antisocial personality disorder in abused and 

neglected children grown up. American Journal of Psychiatry, 151, 670-674. 

 

Lynam, D. R. (1996). The early identification of chronic offenders: who is the fledgling 

psychopath? Psychological Bulletin, 120, 209-234. 

  

Mannuzza, S., Klein, R. G., Klein, D. F., Bessler, A., & Shrout, P. (2002). Accuracy of 

adult recall of childhood attention hyperactivity disorder. American Journal of 

Psychiatry, 159, 1882-1888. 

 

Marshall,. J., & Watt, P. (1999). Child Behaviour Problems: A Literature Review of its 

Size and Nature and Prevention Interventions. Perth: The Interagency Committee on 

Children’s Futures. 

 

Maughan, B., & McCarthy, G. (1997). Childhood adversities and psychosocial 

disorders.  British Medical Bulletin, 53, 156-169. 

 

Maxfield, M. G., & Widom, C. S. (1996). The cycle of violence: revisited six years 

later. Archives of Pediatrics and Adolescent Medicine, 150, 390-395. 

 

McLean, L. M., & Gallop, R. (2003). Implications of childhood sexual abuse for adult 

borderline personality disorder and complex posttraumatic stress disorder. American 

Journal of Psychiatry, 160, 369-371 

. 

Modestin, J., Oberson, B., & Erni, T. (1998). Possible antecedents of DSM-III-R 

personality disorders. Acta Psychiatrica Scandinavica, 97 (4), 260-266. 

 

Moffitt, T. E. (1993). The neuropsychology of conduct disorder. Development and 



Personality Disorder, Temperament and Childhood Adversity. 31

Psychopathology, 5, 135–151. 

 

Nigg, J. T., & Casey, B. J. (2005). An integrative theory of attention-

deficit/hyperactivity disorder based on the cognitive and affective neurosciences. 

Development and Psychopathology, 17(3), 785-806. 

 

Ogata, S. N., Silk, K. R., Goodrich, S., Lohr, N. E., Westen. D., & Hill, E. M. (1990). 

Childhood sexual and physical abuse in adult patients with borderline personality 

disorder. American Journal of Psychiatry, 147, 1008-1013. 

 

Olweus, D. (1993). Victimization by peers: Antecedents and long-term outcomes. In K. 

H. Rubin, & J. B. Asendorpf, (Eds.), Social Withdrawal, Inhibition, and Shyness in 

Childhood. Hillsdale, NJ: Erlbaum, pp. 315-341. 

 

Patterson, G. R., DeBaryshe, B. D., & Ramsey, E. (1989). A developmental perspective 

on antisocial behavior. American Psychologist, 44(2), 329-335. 

 

Perry, D. G., Hodges, E. V. E., & Egan, S. K. (2001). In J. Juvonen, & S. Graham, 

(Eds.), Peer Harassment in School: The Plight of the Vulnerable and Victimized 

Guilford Press, New York, pp. 73-104. 

 

Pine, D. S., Cohen, P., Copan, D., Lucas, C., & Brook, J. S. D. (1997). Psychiatric 

symptoms in youth as predictors of obesity in early adulthood: Results from a 

longitudinal epidemiologic study. American Journal of Public Health, 87, 1303-1310. 

 

Raine, A. (2002). Biosocial studies of antisocial and violent behaviour in children and 

adults: a review. Journal of Abnormal Child Psychology, 30, (4), 311-326. 

 

Raine, A., Brennan, P., & Farrington, D. P. (1997). Biosocial bases of violence: 

Conceptual and theoretical issues. In A. Raine, P. A. Brennan, D. P Farrington, & S. A. 

Mednick, (Eds.),  Biosocial Bases of Violence. New York: Plenum Press, pp. 1-20. 

 

Raine, A., Brennan, P., Mednick, B., & Mednick, S. A. (1996). High rates of violence, 



Personality Disorder, Temperament and Childhood Adversity. 32

crime, academic problems and behavioral problems in males with both early neuromotor 

deficits and unstable family environments.  Archives of general Psychiatry, 53,544-549. 

 

Raine, A., Reynolds, C., Venables, P. H., Mednick, S. A. & Farrington, D. P. (1998). 

Fearlessness, stimulation-seeking, and large body size at age 3 years as early 

predispositions to childhood aggression at age 11 years. Archives of General Psychiatry, 

55, 745-751. 

 

Rasbash, J., Steele, F., & Browne, W. (2003). A User’s Guide to MLwiN, v2.1e. 

London: Institute of Education, University of London, pp. 181 – 194. 

 

Rettew, D. C., Zanarini, M. C., Yen, S., Grilo, C. M., Skodol, A. E., Shea, M. T., 

McGlashan, T. H., Morey, L. C., Culhane, M. A., & Gunderson, J. G. (2003). Childhood 

antecedents of avoidant personality disorder: A retrospective study.  Journal of the 

American Academy of Child & Adolescent Psychiatry, 42 (9), 1122-1130. 

 

Robins, L. N. (1966). Deviant Children Grow Up: A Sociological and Psychiatric Study 

of Sociopathic Personality. Baltimore (MA): Williams & Wilkins. 

 

Robins, L. N. (1978). Sturdy childhood predictors of adult antisocial behavior: 

Replications from longitudinal studies. Psychological Medicine, 8, 611-622. 

  

Robins, L. N. (1996). Deviant children grown up. European Child and Adolescent 

Psychiatry, 5, 44–46. 

 

Robins, L. N., Helzer, J. E., Croughan, J., & Ratcliff, K.S  (1981). National institute of 

mental health diagnostic interview schedule: its history, characteristics, and validity. 

Archives General Psychiatry, 38, 381-389. 

 

Robins, R., & Regier, D. (1991). Psychiatric Disorders in America: The Epidemiologic 

Catchment Area Study. New York: The Free Press. 

 

Rutter, M. (1979). Protective factors in children's responses to stress and disadvantage. 



Personality Disorder, Temperament and Childhood Adversity. 33

In M. W. Kent, & J. E. Rolf, (Eds.), Primary Prevention of Psychopathology: Social 

Competence in Children Hanover, NH: University Press of New England, pp. 49–74. 

 

Rutter, M. (1987). Temperament, personality, and personality disorder. British Journal 

of Psychiatry, 150, 443-458. 

 

Scott, S. (1998). Aggressive behaviour in childhood. British Medical Journal, 316, 202-

206  

 

Shrout, P. E., & Fleiss, J. L. (1979). Intraclass correlations: Uses in assessing rater 

reliability. Psychological Bulletin, 2, 420-428. 

 

Siegel, L. J., & Senna, J. J. (2004). Essentials of Criminal Justice (4th ed.). New York: 

Wadsworth. 

 

Simonoff, E., Elander, J., Holmshaw, J., Pickles, A., Murray, R., & Rutter, M. (2004). 

Predictors of antisocial personality: Continuities from childhood to adult life. British 

Journal of Psychiatry, 184, 118-127. 

 

Singleton, N., Meltzer, H., Gatwood, R., Coid, J., & Deasy, D. (1998). Psychiatric 

Morbidity Among Prisoners in England and Wales. London. The Stationery Office. 

 

Spataro, J., Mullen, P. E., Burgess, P. M., Wells, D. L., & Moss, S. (2004) Impact of 

child sexual abuse on mental health. British Journal of Psychiatry, 184, 416-421. 

 

Timmerman, I. G. H., & Emmelkamp, P. M. G. (2005). Parental rearing styles and 

personality disorders in prisoners and forensic patients. Clinical Psychology and 

Psychotherapy, 12, 191-200. 

 

Ullrich, S., Farrington, D. P., & Coid, J. W. (Unpublished). DSM-IV personality traits 

and life success. 

Waddell, C., Lipman, E., & Offord, D. (1999). Conduct disorder: Practice parameters 

for assessment, treatment, and prevention. Canadian Journal of Psychiatry, 44, 35-42. 



Personality Disorder, Temperament and Childhood Adversity. 34

 

Webster-Stratton, C., & Hammond, M. (1999). Marital conflict management skills, 

parenting style, and early-onset conduct problems: Processes and pathways. Journal of 

Child Psychology & Psychiatry & Allied Disciplines, 40, 917 – 927. 

 

Weeks, R., & Widom, C. S. (1998). Self-reports of early childhood victimization among

incarcerated adult male felons. Journal of Interpersonal Violence, 13, 346-361. 

 

Woodward, L. J., & Fergusson, D. M. (1999). Childhood peer relationship problems and 

psychosocial adjustment in late adolescence. Journal of Abnormal Child Psychology, 

27, 87-104. 

Wolff, S., & Chick, J. (1980). Schizoid personality in childhood: a controlled follow-up 

study. Psychological Medicine, 10, 85-100. 

 

Zanarini, M. C., Williams, A. A., Lewis, R. E., Reich, R. B., Vera, S. C., Marino, M. F., 

Levin, A., Yong, L., & Frankenburgm F. .R. (1997). Reported pathological childhood 

experiences associated with the development of borderline personality disorders. 

American Journal of Psychiatry, 154, 1101-1106. 

 

 
Address for correspondence: 
 

Dr Amanda D.L. Roberts 

School of Psychology, 

University of East London, Stratford Campus, 

Romford Road, Stratford,  

London, E15 4LZ, UK. 



Personality Disorder, Temperament and Childhood Adversity. 35

 Table 1: Prevalence of Personality and Mental Disorders (n= 1396): 

 
 n (%) 95%CI 

Avoidant 
 

124 (9.0) 7.5 – 10.5 

Dependent 
 

10 (0.7) 0.3 – 1.1 

Obsessive-Compulsive 
 

92 (6.7) 5.4 – 8.0 

Paranoid 
 

298 (21.7) 19.5 – 23.9 

Schizotypal 
 

53 (3.9) 2.9 –  4.9 

Schizoid 
 

96 (7.0) 5.7 – 8.3 

Histrionic 
 

16 (1.2) 0.6 – 1.6 

Narcissistic 
 

140 (10.2) 8.6 – 11.8 

Borderline 
 

249 (18.1) 16.1 –  20.1 

Antisocial Personality Disorder 
 

886 (64.5) 62.0 –  67.0 

Adult Antisocial Criteria 
 

1026 (73.5) 71.2 –  75.8 

Any Personality Disorder 
 

1002 (72.9) 70.6 – 75.2 

Psychosis 
 

142 (10.2) 8.2 –11.8 

Alcohol dependence 
 

277 (19.9) 17.8 – 22.0 

Depressive disorder 
 

419 (30.0) 27.6 – 32.4 

Drug dependence 
 

542 (39.1) 36.5 – 41.7 
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Table 2: The Prevalence of Self Reported Temperament Factors (n=1396). 

 
 N 

 
(%) 95%CI 

Conduct disorder 
 

958 (68.6) 66.2 – 71.1 

Social withdrawal 
 

260 (18.6) 16.6 – 20.7 

Hyperactive 
 

249 (17.8) 15.8 – 19.9 

N.b. Percentage that answered “yes” to dichotomous variable. 
 
Table 3: The Prevalence of Self Reported Childhood Adversity Factors (n=1396). 
 

Harsh discipline in home 
 

1085 (77.7) 75.5 – 79.9 

Criminal influences from peer group 
 

990 (70.9) 68.5 – 73.3 

Parental discord 
 

861 (61.7) 59.1 – 64.2 

Criminality of family members 
 

772 (55.3) 52.7 – 57.9 

Family substance misuse problems 
 

589 (42.2) 39.6 – 44.8 

Local authority care 
 

450 (32.2) 29.8 –34.7 

Family mental health problems 
 

277 (19.8) 17.8 – 21.9 

Parents not affectionate 
 

381 (27.3) 25.0 – 29.6 

Bullied 
 

373 (26.7) 24.4 –29.0 

Emotionally abused 
 

245 (17.6) 15.6 – 19.6 

Neglected 
 

170 (12.2) 10.5 – 13.9 

Sexually abused (family) 
 

95 (6.8) 5.5 – 8.1 

N.b. Percentage that answered “yes” to dichotomous variable. 
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Table 4: Independent associations between temperamental factors in childhood and adverse childhood experiences.  
 

Family 
substance 

misuse problems 

Criminality of 
family members 

 

Parental discord Sexually abused 
(family) 

Parents not 
affectionate 

Criminal 
influences from 

peer group 

Bullied Local authority 
care 

 

 
AOR 

 
95% 
CI 

 
AOR 

 
95% 
CI 

 
AOR 

 
95% 
CI 

 
AOR 

 
95% 
CI 

 
AOR 

 
95% 
CI 

 
AOR 

 
95% 
CI 

 
AOR 

 
95% 
CI 

 
AOR 

 
95% 
CI 

Conduct 
disorder 
 
 

1.53* 1.09-
2.15 

1.58 
** 

1.15-
2.16 

1.62 
** 

1.19-
2.21 

  1.65 
** 

1.13-
2.41 

5.76 
*** 

4.20-
7.89 

  2.38 
*** 

1.64 

Hyperactive 

 

 

    1.40 

* 

1.00- 

1.96 

    1.98 

*** 

1.31-
2.99 

    

Social 
withdrawal 

 

      1.92 

* 

1.16- 

3.17 

1.66 

** 

1.21- 

2.28 

  1.49 

** 

1.08-
2.05 

1.63 
** 

1.19-
2.22 

* P<0.05;   ** P<0.01;   *** P<0.001 
 
Adjusted odds ratios (AOR): Controlling for: age, ethnicity, and comorbid adverse childhood experiences. 
 
N.B. Non-significant results are omitted from tables and can be requested from the author. 
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Table 5: Independent associations between temperamental factors in childhood and personality disorder.  
 
 

 
Paranoid 

 
Schizoid 

 
Antisocial 

 
No PD 

 

 
AOR 

 
95% 
CI 

   
AOR 

 
95% 
CI 

 
AOR 

 
95% 
CI 

Conduct disorder 
 

    10.66 
*** 

7.60-14.97 0.02 
*** 

0.01-0.03 

Hyperactive     2.40 

*** 

1.48- 

3.89 

0.39 
*** 

0.25-0.60 

Social withdrawal 1.51 

* 

1.05-2.18 3.06 

*** 

1.93- 

4.87 

  0.55 
** 

0.38-0.80 

 
* P<0.05;   ** P<0.01;   *** P<0.001 
 
Adjusted odds ratios (AOR): Controlling for: age, ethnicity, and comorbid Axis I and Axis II disorders. 
 
N.B. Non-significant results are omitted from tables and can be requested from the author. 
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Table 6: Independent associations between adverse childhood experiences and personality disorder. 
 

Avoidant 
 

Obsessive- 
compulsive 

Paranoid Schizoid Histrionic Narcissistic Borderline Antisocial No PD  

AOR    95%CI 
 

AOR    95%CI AOR    95%CI AOR    95%CI AOR    95%CI AOR    95%CI AOR    95%CI AOR    95%CI AOR    95%CI 

Family mental health 
problems 
 

        8.58 
*** 

2.85- 
35.81 

        

Family substance 
misuse problems 
 

              1  .90
*** 

1.38- 
2.62 

0.40 
*** 

0.30-
0.54 

Harsh discipline in 
home 
 

              1  .82
*** 

1.30- 
2.54 

0.52 
*** 

0.39-
0.70 

Criminality of family 
members 

1.61 
* 

1.04-
2.50 

        0.63 
* 

0.43- 
0.94 

  2.15 
*** 

1.60- 
2.90 

0.46 
*** 

0.35-
0.60 

Criminal influences 
from peer group 
 

0.58 
* 

0.36-
0.94 

    0.52 
* 

0.30- 
0.90 

      5.05 
*** 

3.67- 
6.95 

0.25 
*** 

0.19-
0.34 

Parental discord 
 
 

      0.60 
* 

0.39- 
0.96 

      1.89 
*** 

1.41- 
2.54 

0.45 
*** 

0.34-
0.58 

Local authority care           0.56 

* 

0.37- 

0.86 

1.44 

* 

1.01- 

2.05 

2.65 

*** 

1.85- 

3.79 

0.32 
*** 

0.23- 
0.45 

Sexually abused 
(family) 

        9.37 

*** 

2.46- 

35.69 

  2.23 

** 

1.23- 

4.01 

  0.49 
* 

0.27- 
0.89 

Neglected 1.69 

* 

1.02- 

2.81 

1.92 

* 

1.11- 

3.30 

            0.34 
*** 

0.20- 
0.58 

Emotionally abused   1.90 

** 

1.17- 

3.10 

  1.70 

* 

1.04- 

2.80 

        0.44 
*** 

0.29- 
0.67 

Parents not 
affectionate 

    1.45 

* 

1.04- 

2.01 

    0.56 

** 

0.35- 

0.88 

  1.42 

* 

1.01- 

2.01 

0.52 
*** 

 

0.38- 
0.72 

Bullied 1.74 

** 

1.13- 

2.68 

      3.99 

** 

1.35-
11.76 

  1.52 

* 

1.05- 

2.20 

0.72 

* 

0.52- 

1.00 

  

 
* P<0.05;   ** P<0.01;   *** P<0.001 
 
Adjusted odds ratios (AOR): Controlling for: age, ethnicity, and comorbid Axis I and Axis II disorders. 
 
N.B. Non-significant results are omitted from tables and can be requested from the author. 
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Table 7: Joint effects of difficult temperament, childhood adverse environmental factors and axis 
II personality disorder. 

Avoidant OR  (95% CI) Joint effects OR 
Bullied 
Criminality of family members 

1.74 (1.14-2.65)** 
1.73 (1.12-2.67)** 
 

3.01 

Bullied 
Criminal influences from peer group 

1.76 (1.16-2.70)** 
0.59 (0.37-0.95)* 
 

1.04 

Schizoid OR  (95% CI) Joint effects OR 
Social withdrawal 
Parental discord 

3.13 (1.96-4.98)*** 
0.59 (0.37-0.95)* 
 

1.85 

Narcissistic OR  (95% CI) Joint effects OR 
Social withdrawal 
Parents not affectionate 

1.63 (1.05-2.53)* 
0.52 (0.33-0.83)** 
 

0.85 

Borderline OR  (95% CI) Joint effects OR 
Bullied 
Local authority care 

1.53 (1.06-2.22)* 
1.42 (1.01-2.02)* 
 

2.17 

Antisocial OR  (95% CI) Joint effects OR 
Conduct disorder 
Criminal influences from peer group  
 

7.90 (5.23-11.28)*** 
2.72 (1.89-3.92)*** 

21.49 

Conduct disorder 
Hyperactive 
 

10.22 (7.28-14.35)*** 
1.79 (1.05-3.07)** 

18.29 

Conduct disorder 
Criminality of family members 
 

9.82 (6.97-13.83)*** 
1.54 (1.10-2.15)** 

15.12 

Conduct disorder 
Local authority care 
 

9.66 (6.83-13.66)*** 
1.56 (1.04-2.35)* 

15.07 

Hyperactive 
Criminal influences from peer group 
 

2.04 (1.23-3.39)*** 
4.85 (3.52-6.69)*** 

9.89 

Hyperactive 
Local authority care 
 

2.34 (1.42-3.85)*** 
2.56 (1.79-3.68)*** 

5.99 

Hyperactive 
Criminality of family members 
 

2.38 (1.45-3.89)*** 
2.14 (1.59-2.89)*** 

5.09 

Hyperactive 
Family substance misuse 
 

2.42 (1.49-3.95)*** 
1.92 (1.39-2.65)*** 

4.65 

Hyperactive 
Parental discord 
Hyperactive x parental discord 
 

2.29 (1.40-3.76)*** 
1.81 (1.35-2.44)*** 
7.09 (2.24-20.37)*** 

4.14 
 

29.39 (Interaction) 

Bullied 
Local authority care 
 

0.70 (0.50-0.99)* 
2.68 (1.87-3.83)*** 

1.88 

Bullied 
Criminality of family members 
 

0.68 (0.48-0.95)* 
2.20 (1.63-2.98)*** 

1.50 

Bullied 
Parents not affectionate 
 

0.70 (0.50-0.98)* 
1.47 (1.04-2.08)* 

1.03 

* P<0.05;   ** P<0.01;   *** P<0.001   
Adjustments made for age, ethnicity and other childhood adverse experiences. 
N.B. Non-significant results are omitted from tables and can be requested from the author. 
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