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Abstract: Background: A growing body of evidence has shown that maladaptive traits and emerg-
ing patterns of personality can be traced to an early stage of development and may be assessed
in childhood. The goal of present study was to provide preliminary data on the validity of the
Coolidge Personality and Neuropsychological Inventory for Children (CPNI), an instrument de-
signed to assess personality pathologies and other clinical conditions in childhood. Method: A
sample of 146 clinicians completed the CPNI, as well as the Child Behavior Checklist (CBCL) to
evaluate the behavioral problems and social competencies, regarding a child (aged 6–11 years) who
had been in their care between 2 and 12 months. The clinicians also filled out a clinical questionnaire
to provide information on the children, their families, and psychotherapies. Results: There were
significant and clinically consistent associations between the CPNI and CBCL. They confirmed the
good concurrent (convergent and discriminant) validity of the CPNI. Conclusions: The findings seem
to support the validity of the CPNI as diagnostic instrument, taking children’s PDs and behavioral
problems into account. Despite some limitations, the CPNI represents a helpful measure to evaluate
the children’s personality configurations according to the DSM model. It may be employed along
with other tools based on other diagnostic frameworks within the context of a multi-method and
multi-informant assessment to provide an accurate and comprehensive formulation of children’s
overall functioning.

Keywords: assessment; childhood personality; diagnosis; personality disorder; CPNI

1. Introduction

A growing literature on emerging personality pathologies in childhood (for a review,
see [1]) has shown that maladaptive personality traits and patterns can be traced to an early
stage of development and, accordingly, may be assessed in childhood [2–6]. Distinct ways
of thinking, feeling, and behaving take shape in childhood from an interaction of genetic
and psychosocial factors, and tend to persist over time [7]. Evidence has demonstrated that
these emerging personality patterns organize and structure the quality of children’s inner
experience and impact defensive and coping strategies, relatedness, cognitive processes,
and adaptation [8–15]. However, some central questions in this field remain open: How
should these dysfunctional traits and patterns be investigated in children, considering that
development makes the investigation of their mental functioning and personality more
challenging? Is it better to let development run its course, with the risk of pathologizing, or
to make a PD diagnosis in childhood and consequently intervene to prevent maladaptive
personality patterns from becoming stable and exacerbated in adolescence and adulthood?
According to the Psychodynamic Diagnostic Manual-Second Edition (PDM-2) [12], person-
ality pathologies in childhood and adolescence are distinct from both normal development
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and abnormal psychopathology; moreover, they should be considered as evolving, un-
fixed, and dynamic. It is crucial to promote an accurate assessment of the core personality
characteristics of children to better understand their psychological functioning and plan
individualized preventive interventions.

Empirical studies and clinical observations seem to support that some PDs arise
with the same features in childhood as in adulthood. Given that these psychopathologi-
cal characteristics are not reducible to other psychiatric conditions, they require clinical
attention [3,16–18]. Children rarely receive a specific diagnosis of personality; however, they
do suffer from these emerging pathologies, often remaining positioned in a shadow zone.
Evaluating the children’s personalities is critical in clinical practice. It enables investigating
the risk and protective factors and the developmental trajectories of these pathologies, as
well as to have more complete knowledge of the mental functioning of children, and to
better identify how (potentially comorbid) clinical conditions manifest in the context of
mental functioning and personality in childhood [7,11,12]. For example, some studies have
highlighted the relationships between specific PDs and several psychiatric syndromes,
such as the link between the borderline personality and attention deficit hyperactivity
disorder (ADHD), dysphoric personality and depressive/anxious disorders, or obsessive
personality and obsessive-compulsive disorder e.g., [2]. Moreover, some children with an
autism diagnosis fall into the schizoid personality [2].

According to the Diagnostic and Statistical Manual of Mental Disorders in its latest
editions (DSM-IV and DSM-5) [19,20], a diagnosis of PD can be made for patients aged
18 years and older. Nonetheless, strong markers of a disorder can be observed in younger
patients after careful clinical observation and examination. The Coolidge Personality and
Neuropsychological Inventory for Children (CPNI) [21] was designed to assess PDs in chil-
dren and adolescents, using DSM-IV and DSM-5 criteria [19,20]. The measure also covers
other clinical conditions—such as depression, anxiety, and eating disorders—as well as
neuropsychological and neurocognitive disorders and executive function problems. There-
fore, it assesses children and adolescents at risk for numerous psycho(patho)logical syn-
dromes. In more detail, the CPNI consists of the following scales: (a) a validity scale
that verifies the tendency to deny pathology; (b) 12 PD scales based on DSM-IV and
DSM-5 approaches [19,20] (such as paranoid, borderline, dependent, histrionic, obsessive-
compulsive, schizotypal, schizoid, narcissistic, conduct disorder or antisocial, avoidant,
passive-aggressive, and depressive), and five scales reporting personality changes due to
medical conditions; (c) seven major clinical disorders (such as general anxiety disorder,
depression, separation anxiety disorder, oppositional defiant disorder, gender dysphoria,
anorexia nervosa, and bulimia nervosa); (d) six neuropsychological disorder scales (such as
ADHD inattention subtype, ADHD hyperactivity-impulsivity subtype and ADHD com-
bined, mild neurocognitive disorder, postconcussional disorder and executive dysfunction
of the frontal lobes) and three subscales regarding executive dysfunction; (e) one neuropsy-
chological scale regarding neuropsychological dysfunction and 12 subscales; (f) eleven other
clinical scales (such as emotional lability, disinhibition, aggression, apathy, paranoia, psy-
chotic thinking, emotional coldness, sleep disturbances, social anxiety, social withdrawal,
and self-esteem); (g) four hostility scales (such as antisocial triumvirate, dangerousness,
conduct disorder–aggressive subtype, conduct disorder–delinquent subtype).

The CPNI uses a dimensional rating approach, with cut-off scores established at one
and two standard deviations, T-scores (standard scores with a mean of 50 and a standard
deviation of 10), and percentiles. The normative sample was composed of 780 American
children (390 female and 390 male) who ranged in age from 5 to 17 years. It was used to
study the features and correlates of specific PDs [22,23], to identify the features of specific
populations [24–26], and to compare different models of PD assessment [27].

The CPNI uses a parent or teacher as an informant. Parent reports may be affected by
a lack of insight, implicit defense mechanisms, social desirability bias, or an inability to see
the child’s suffering due to their own. Furthermore, although teachers spend many hours
with children and know them well, they are not sufficiently trained to assess personality
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and can suffer from the same parental biases. Rather, research has shown that clinicians
represent the most trustworthy informants, with respect to personality [2,28,29].

The goal of the present study was to provide preliminary data on the validity of
the CPNI in an Italian sample according to the clinician’s perspective. To the best of
our knowledge, the CPNI had never been administered in Italy, prior to our research.
Consistent with the clinical and empirical literature [22–27], it is possible to hypothesize
that the CPNI would represent a valid assessment tool with a good concurrent (convergent
and discriminant) validity verified through associations between the CPNI and CBCL.

2. Materials and Methods
2.1. Participant Sampling

An Italian sample of experienced clinicians was recruited from the membership rosters
of national associations of developmental psychotherapy and centers specialized in the
treatment of children, using a practice network approach. Clinicians had at least 3 years
of post-psychotherapy licensure experience and treated children for at least 10 h per week.
They agreed to participate in a study on psychological assessment in childhood and col-
lected data of the children in their care, without patient involvement.

Clinicians were directed to select one child patient in their caseload according to the
following inclusion/exclusion criteria: (a) aged 6–11 years; (b) no psychotic psychiatric
disorder based on the DSM–5 [20] classification system; (c) not receiving drug therapy for
psychotic symptoms; (d) no traumatic brain injury, neurological disorder, and/or clinically
significant cognitive impairment; (e) no autistic spectrum disorder; and (f) in treatment
between 2 and 12 months. The children do not necessarily have a psychiatric diagnosis.
Clinicians had to describe a child patient who has enduring patterns of thoughts, feelings, or
behaviors—that is, personality problems—that cause distress or dysfunction. To minimize
patient selection bias, clinicians were asked to provide data on the last patient they saw in
the previous week who met the study criteria. All clinicians received no compensation.

2.2. Clinician Characteristics

The sample comprised 146 clinicians, of whom 124 (85%) were women and 22 (15%)
were men. Clinicians’ principal theoretical and clinical approaches included psychody-
namic/psychoanalytic (n = 82), cognitive/behavioral (n = 34), systemic/relational (n = 8),
integrated (n = 17), and other (n = 5). Average length of clinical experience was 10.97 years
(SD = 7.04; range = 3–33) and average length of treatment was 7.45 months (SD = 3.65;
range = 2–12).

2.3. Patient Characteristics

The sample included 146 patients, of whom 74 (50.7%) were female and 72 (49.3%)
were male. Children’s average age was 8.9 years (SD = 1.6; range 6–11). Amongst them,
107 (73.3%) had a DSM-5 [20] psychiatric diagnosis, including specific learning disorder
(n = 20, 18.69%); attention-deficit/hyperactivity disorder (n = 18, 16.82%); depressive dis-
order (n = 15, 14.02%); anxiety disorder (n = 13, 12.15%); disruptive, impulse control, and
conduct disorders (n = 10, 9.35%); communication disorder (n = 9, 8.41%); obsessive-
compulsive disorder (n = 8, 7.48%); and post-traumatic stress disorder (n = 6, 5.61%). The
remaining 7.47% were diagnosed with sleep–wake disorder, relational disorder, feeding
disorder, attachment disorder, evacuation disorder, and/or motor disorder.

2.4. Measures

Clinical questionnaire: We designed an ad hoc questionnaire for clinicians to report
general information about themselves, their patients, and their therapies [2,11]. Specif-
ically, clinicians provided basic demographic data, referring to their age, gender, race,
profession (i.e., psychiatrist or psychologist), years of experience, and theoretical orienta-
tion. They also provided information on their patients’ demographic, diagnostic, devel-
opmental, and family history, citing the presence of any traumatic experiences or events
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(e.g., neglect or mistreatment, parental abandonment, early separation) and indicating the
length of treatment.

Coolidge Personality and Neuropsychological Inventory for Children: The CPNI [21]
is a 200-item pencil-and-paper test designed to be filled out by the parent or guardian
of the child or adolescent subject, or someone (e.g., a teacher) who is intimately familiar
with the subject. The first 198 items are answered on a 4-point Likert-type scale ranging
from 1 (strongly false) to 4 (strongly true). Items 199 and 200 are answered either True or
False. The scale takes 30–45 min to complete, and it is designed for assessing children aged
5–17 years. It contains 1 validity scale and 49 clinical scales to evaluate different aspects
of childhood functioning: (1) personality, (2) neuropsychological problems, (3) clinical
diagnoses, and (4) various aspects of child functioning. The measure is compiled by a
clinician. Prior to the present research, there was no Italian version. Thus, we translated
it into Italian and a native English speaker translated it back into English to verify the
accuracy of the translation.

Child Behavior Checklist–Clinician Version: The CBCL [30] is a clinician-report mea-
sure of children’s behavioral and emotional difficulties and social competencies, which
is used to investigate a broad spectrum of developmental characteristics in children and
adolescents. The measure evaluates behavior using two ‘broad band’ scales, referring to in-
ternalizing and externalizing symptomatology, respectively. The entire checklist comprises
128 items, which are grouped into 11 problem scales and 4 competence scales. The CBCL
has been shown to have high levels of validity and reliability, similar to those of the parent-
and teacher-report versions [30,31].

2.5. Statistical Analysis

Statistical analyses were performed using SPSS 24 for Windows (IBM, Armonk, NY, USA).
Descriptive analyses were performed to verify the presence of PDs in the Italian sample
of children. Bivariate correlations (Pearson’s r, two-tailed) between the CPNI personality
scales and the CBCL symptomatology scales were carried out to investigate the concurrent
(criterion) validity of the CPNI.

To ensure a thorough and psychometrically robust exploration of the convergent and
discriminant validity of this use of the CPNI, a series of stepwise multiple regression
analyses were performed to identify which specific dimensions of the CPNI predicted
distinct symptomatology patterns and psychopathological problems identified with the
CBCL. In these regression analyses (in which symptomatology variables were used as
criterion variables), all CPNI personality scales were entered as potential predictors. Change
in R2 was used to determine the predictive power of each variable. The F test (i.e., F-change)
was used to determine whether a change in R2 was statistically significant (at p ≤ 0.05).

3. Results

Table 1 presents the diagnoses that emerged from the standardized scores of the
CPNI PD scales. Forty-four children (30.1%) had a single PD diagnosis, while 51 (35%) had
more than one diagnosis. Thus, in total, 95 (65.1%) children were diagnosed with at least
one PD. In the remaining 51 (34.9%) children, no PD was diagnosed.

Table 2 shows the comorbidity between PDs. Although half of the sample had one to
three diagnoses, some patients had up to seven comorbid diagnoses.
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Table 1. Frequency and Percentage of Personality Disorders (N = 146).

Frequency Percentage

BPD 4 2.7
OCPD 1 0.7
DPD 4 2.7
STPD 2 1.4
NPD 5 3.4
ASPD 1 0.7
SZPD 8 5.5
AVPD 12 8.2
HPD 1 0.7
PAPD 1 0.7
DEPD 5 3.4

Comorbidity 51 34.9
No diagnosis 51 34.9

Total 146 100
Note: BPD = borderline personality disorder; OCPD = obsessive-compulsive personality disorder;
DPD = dependent personality disorder; STPD = schizotypal personality disorder; NPD = narcissistic person-
ality disorder; ASPD = antisocial personality disorder; SZPD = schizoid personality disorder; AVPD = avoidant
personality disorder; HPD = histrionic personality disorder; PAPD = passive-aggressive personality disorder; and
DEPD = depressive personality disorder.

Table 2. Frequency and Percentage of Personality Disorders (N = 146).

Frequency Percentage

No diagnosis 51 34.9
1 diagnosis 44 30.1
2 diagnoses 14 9.6
3 diagnoses 12 8.2
4 diagnoses 11 7.5
5 diagnoses 8 5.5
6 diagnoses 2 1.4
7 diagnoses 4 2.7

Total 146 100

To examine the criterion validity of the CPNI, we investigated the relationships be-
tween children’s PDs (as assessed by the CPNI) and a wide range of symptoms and
dysfunctional behaviors (as assessed by the CBCL). In more detail, the 12 PD scales of the
CPNI correlated with all CBCL scales. Table 3 depicts the results of the correlation analyses,
which demonstrated good concurrent validity.

Overall, all PD scales were strongly and positively associated with CBCL total prob-
lems. Moreover, the PD scales were significantly associated with CBCL scales in a clinically
coherent and psychometrically robust way. Of note, internalizing problems were sig-
nificantly and strongly associated with obsessive-compulsive, dependent, schizotypal,
schizoid, avoidant, and depressive personalities; whereas externalizing problems were
significantly and strongly associated with paranoid, borderline, narcissistic, histrionic, and
passive-aggressive personalities.

Two stepwise multiple regressions were performed to test the CPNI’s validity at a
more specific level of analysis. Of note, distinct CPNI PD scales were identified as predict-
ing children’s behavioral and emotional difficulties, and social problems. Overall, some
PD scales predicted distinct symptom patterns, supporting good convergent and discrimi-
nant validity of the CPNI (Table 4). In particular, internalizing problems were predicted
by depressive and avoidant personalities, while externalizing problems were predicted
by antisocial, passive-aggressive, and borderline personalities. The most compromised
personality diagnoses that predicted total problems were borderline, schizotypal, antisocial,
passive-aggressive, and paranoid.
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Table 3. Bivariate Correlations between CBCL a Behavioral and Emotional Difficulties and Social Problems and CPNI b Personality Disorders (N = 146).

CBCL

CPNI Anxiety/
Depression Withdrawal Somatic

Complaints
Social

Problems
Thought
Problems

Attention
Problems

Delinquent
Behavior

Aggressive
Behavior Internalizing Externalizing Total

Problems

PPD 0.16 −0.92 −0.01 0.34 *** 0.02 0.18 * 0.26 ** 0.49 *** 0.06 0.47 *** 0.36 ***
BPD 0.21 ** 0.08 0.06 0.49 *** 0.27 *** 0.47 *** 0.47 *** 0.62 *** 0.12 0.58 *** 0.63 ***

OCPD 0.30 *** 0.12 0.09 0.19 * 0.17 * 0.01 −0.01 0.10 0.20 * 0.04 0.21 *
DPD 0.47 *** 0.22 ** 0.16 0.40 *** 0.22 ** 0.25 ** 0.04 0.08 0.33 *** 0.06 0.38 ***
STPD 0.15 0.52 *** 0.06 0.44 *** 0.61 *** 0.31 *** 0.12 −0.06 0.22 ** −0.05 0.42 ***
NPD 0.12 0.03 −0.06 0.20 * 0.04 0.13 0.17 * 0.21 ** −0.01 0.21 ** 0.24 **
ASPD 0.03 −0.05 0.02 0.27 *** 0.19 * 0.37 *** 0.61 *** 0.65 *** −0.01 0.65 *** 0.51 ***
SZPD 0.10 0.56 *** −0.05 0.27 *** 0.26 ** 0.12 0.10 −0.04 0.26 ** 0.02 0.27 ***
AVPD 0.42 *** 0.37 *** 0.10 0.31 *** 0.01 0.05 −0.08 −0.11 0.46 *** −0.09 0.20 *
HPD 0.23 ** 0.14 0.10 0.41 *** 0.22 ** 0.35 *** 0.22 ** 0.29 *** 0.14 0.23 ** 0.45 ***
PAPD 0.13 0.11 0.01 0.40 *** 0.06 0.41 *** 0.34 *** 0.58 *** 0.11 0.53 *** 0.51 ***
DEPD 0.56 *** 0.21 ** 0.20 * 0.20 * 0.09 0.03 −0.09 0.03 0.49 *** 0.04 0.24 **

a Child Behavior Checklist–Clinician Version (CBCL; [26]). b Coolidge Personality and Neuropsychological Inventory for Children (CPNI; [17]). * p ≤ 0.05 ** p ≤ 0.01
*** p ≤ 0.001. PPD = paranoid personality disorder; BPD = borderline personality disorder; OCPD = obsessive-compulsive personality disorder; DPD = dependent personal-
ity disorder; STPD = schizotypal personality disorder; NPD = narcissistic personality disorder; ASPD = antisocial personality disorder; SZPD = schizoid personality disorder;
AVPD = avoidant personality disorder; HPD = histrionic personality disorder; PAPD = passive-aggressive personality disorder; and DEPD = depressive personality disorder.
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Table 4. Stepwise Multiple Regression Analyses Predicting Children’s CBCL a Behavioral and
Emotional Difficulties and Social Problems, on the Basis of CPNI b Personality Disorders (N = 146).

R R2 Standardized β
F-Change
(Model) p

Criterion variable: Anxiety/depression
Step 1 0.56 0.32 66.99 <0.001
DPD 0.56

Step 2 0.61 0.37 12.32 0.001
DPD 0.44

DEPD 0.26
Criterion variable: Withdrawal

Step 1 0.56 0.32 66.39 <0.001
SZPD 0.56
Step 2 0.62 0.39 16.91 <0.001
SZPD 0.40
STPD 0.31
Step 3 0.64 0.41 6.28 0.013
SZPD 0.36
STPD 0.29
AVPD 0.17
Step 4 0.67 0.44 7.42 0.007
SZPD 0.33
STPD 0.32
AVPD 0.21
PPD −0.18

Step 5 0.68 0.46 5.24 0.024
SZPD 0.31
STPD 0.32
AVPD 0.21
PPD −0.29

PAPD 0.18
Criterion variable: Somatic Complaints

Step 1 0.20 0.04 5.89 0.016
DEPD 0.20

Criterion variable: Social problems
Step 1 0.49 0.24 44.90 <0.001
BPD 0.49

Step 2 0.57 0.33 18.87 <0.001
BPD 0.39

STPD 0.31
Step 3 0.59 0.35 5.14 0.025
BPD 0.37

STPD 0.27
AVPD 0.16

Criterion variable: Thought problems
Step 1 0.61 0.38 87.20 <0.001
STPD 0.62
Step 2 0.64 0.41 7.06 0.009
STPD 0.68
AVPD −0.18

Criterion variable: Attention problems
Step 1 0.47 0.22 39.73 <0.001
BPD 0.47

Step 2 0.50 0.25 5.85 0.017
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Table 4. Cont.

R R2 Standardized β
F-Change
(Model) p

BPD 0.41
STPD 0.19
Step 3 0.52 0.27 5.24 0.024
BPD 0.45

STPD 0.22
OCPD −0.17
Step 4 0.56 0.31 7.26 0.008
BPD 0.27

STPD 0.25
OCPD −0.22
PAPD 0.26
Step 5 0.59 0.34 7.05 0.009
BPD 0.38

STPD 0.24
OCPD −0.19
PAPD 0.35
PPD 0.26

Step 6 0.60 0.36 4.26 0.041
BPD 0.28

STPD 0.25
OCPD −0.17
PAPD 0.34
PPD 0.27

ASPD 0.17
Criterion variable: Delinquent behavior

Step 1 0.61 0.37 84.27 <0.001
ASPD 0.61
Step 2 0.63 0.40 6.08 0.015
ASPD 0.50
BPD 0.19

Step 3 0.66 0.44 10.70 0.001
ASPD 0.45
BPD 0.30

DEPD −0.23
Criterion variable: Aggressive behavior

Step 1 0.65 0.43 106.50 <0.001
ASPD 0.64
Step 2 0.74 0.55 39.55 <0.001
ASPD 0.49
PAPD 0.37
Step 3 0.76 0.57 7.90 0.006
ASPD 0.50
PAPD 0.39
STPD −0.17
Step 4 0.78 0.61 12.36 0.001
ASPD 0.39
PAPD 0.24
STPD −0.23
BPD 0.31

Step 5 0.79 0.63 8.05 0.005
ASPD 0.37
PAPD 0.27
STPD −0.22
BPD 0.37

DEPD −0.18
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Table 4. Cont.

R R2 Standardized β
F-Change
(Model) p

Criterion variable: Internalizing
Step 1 0.49 0.24 45.39 <0.001
DEPD 0.49
Step 2 0.54 0.29 9.64 0.002
DEPD 0.34
AVPD 0.27
Step 3 0.56 0.31 4.18 0.043
DEPD 0.35
AVPD 0.21
SZPD 0.15

Criterion variable: Externalizing
Step 1 0.65 0.42 103.18 <0.001
ASPD 0.65
Step 2 0.71 0.51 25.82 <0.001
ASPD 0.52
PAPD 0.32
Step 3 0.73 0.53 6.19 0.014
ASPD 0.53
PAPD 0.34
STPD −0.15
Step 4 0.74 0.55 8.08 0.005
ASPD 0.44
PAPD 0.21
STPD −0.20
BPD 0.25

Step 5 0.75 0.57 4.13 0.044
ASPD 0.42
PAPD 0.22
STPD −0.17
BPD 0.30

DEPD −0.13
Criterion variable: Total problems

Step 1 0.63 0.40 95.11 <0.001
BPD 0.63

Step 2 0.67 0.45 14.67 <0.001
BPD 0.55

STPD 0.27
Step 3 0.71 0.50 12.80 <0.001
BPD 0.41

STPD 0.29
ASPD 0.23
Step 4 0.72 0.52 6.06 0.015
BPD 0.31

STPD 0.30
ASPD 0.23
PAPD 0.16
Step 5 0.73 0.53 4.00 0.047
BPD 0.37

STPD 0.30
ASPD 0.24
PAPD 0.22
PPD 0.17

a Child Behavior Checklist–Clinician Version (CBCL; [26]). b Coolidge Personality and Neuropsychological
Inventory for Children (CPNI; [17]). DPD = dependent personality disorder; DEPD = depressive personality
disorder; SZPD = schizoid personality disorder; STPD = schizotypal personality disorder; AVPD = avoidant
personality disorder; PPD = paranoid personality disorder; PAPD = passive-aggressive personality disorder;
BPD = borderline personality disorder; and ASPD = antisocial personality disorder.



Int. J. Environ. Res. Public Health 2022, 19, 4050 10 of 14

4. Discussion

The present study aimed at providing the preliminary data on psychometric properties
(validity) of the CPNI’s clinician version in assessing maladaptive personality traits and pat-
terns in childhood. The results confirmed that the CPNI has a good concurrent validity due
to the strong associations between its PD scales and CBCL psychopathological dimensions.

The research showed that more than 65% of the children evaluated with the CPNI
were diagnosed with at least one PD. Notably, this finding must be interpreted in light of
the sample which is composed of children who were all in evaluation or treatment [32];
therefore, all of the children presented some issues although not all of them had a clinical
diagnosis. Nonetheless, this is a clinically relevant result in the context of the literature on
PDs [2,7,11,12,33–35].

Overall, the CPNI appeared to present good convergent and discriminant validity. Look-
ing at the results depicted in Table 3, it is important to highlight the significantly robust
and clinically coherent correlations between the CPNI PD scales and several psychopatho-
logical problems (evaluated using the CBCL) in children. Notably, internalizing problems
were related to obsessive-compulsive, dependent, schizotypal, schizoid, avoidant, and de-
pressive personalities [36,37]. Likewise, externalizing problems were strongly associated
with paranoid, borderline, narcissistic, histrionic, and passive-aggressive personalities [36,38].
The positive associations found between all PD scales and total problems are particu-
larly meaningful for their clinical implications and the planning of effective treatments in
childhood [7,11].

More in detail, consistent with the literature, emerging paranoid personalities (rela-
tively rare in childhood; [2,11]) that represent pervasive patterns of distrustfulness and
hostility were mainly correlated with aggressive behavior and social problems [39]. On
the contrary, schizoid and schizotypal personalities were correlated with withdrawal, as
well as social, thought, and attention problems [40], probably due to the children’s severe
detachment from interpersonal relationships, their very restricted range of expressions and
emotions, along with the presence of unconventional beliefs and odd behaviors.

Borderline and histrionic personalities that are distinguished by an impaired ability
to regulate the emotions, and the tendency to act on impulses, showed a significant and
positive correlation with externalizing problems [2], that were also related to antisocial [41],
narcissistic [42,43], and passive-aggressive personalities [44,45], taking into account the
attitude of these patients to be angry or hostile, self-centered, and lacking in empathy. In
line with clinical observations and empirical research, externalizing problems were also
significantly and positively correlated with social, thought, and attention problems, and
delinquent and aggressive behavior [46,47].

Consistent with the literature [1], obsessive-compulsive personalities that are charac-
terized by a generalized preoccupation with orderliness, perfectionism, and mental and
interpersonal control—at the expense of flexibility, openness, and efficiency [11,12]—were
associated with anxiety/depression and social and thought problems. On the contrary,
dependent and avoidant personalities revealed a high correlation with anxiety/depression
and withdrawal, as well as social, thought, and attention problems [18,48–50]. Simi-
larly, depressive personality was correlated with anxiety/depression, withdrawal, somatic
complaints, and social problems [51]. Overall, according to the clinical and empirical
research [2,7,11,12], these PDs—mostly related to internalizing problems—tended to ex-
perience chronic painful emotions, especially depression and anxiety, as well as being
emotionally inhibited and socially avoidant.

Looking at Table 4, the present study revealed that some PDs were associated with
distinct symptomatic patterns in predictable and clinically meaningful ways. Consistent
with the diagnostic framework of the PDM-2 [12], these results seem to support the role
of personality as the context for psychopathology. In fact, internalizing problems were
predicted by depressive and avoidant personalities [12,18], while externalizing problems
were predicted by antisocial, passive-aggressive, and borderline personalities [44–48].
Total problems were predicted by borderline, schizotypal, antisocial, passive-aggressive,
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and paranoid personalities [1,39,44,45], emphasizing that these personalities were the
most compromised.

The other PDs that predicted symptomatic patterns were as follows:

• anxiety and depression were predicted by dependent and depressive personalities [48,51];
• withdrawal was mostly predicted by schizoid, schizotypal, and avoidant personali-

ties [18,40];
• somatic complaints were predicted by depressive personality [51];
• social problems were mostly predicted by borderline and schizotypal personali-

ties [40,46,47];
• thought problems were predicted by schizotypal personality [34];
• attention problems were predicted by borderline, schizotypal, passive-aggressive,

paranoid, and antisocial personalities [22,40,41,44,45]; and
• delinquent and aggressive behaviors were predicted by antisocial and borderline

personalities [41,46,47].

Consistent with the diagnostic framework of the PDM-2 [12], these findings—in
addition to confirming the hypothesis—support the theoretical assumption which has
strong clinical implications. Indeed, the presence of PDs represents a strong risk factor for
development, and children who are diagnosed accordingly require an in-depth clinical
assessment and appropriate clinical intervention to promote psychological health.

Although the CPNI is a useful and valid tool in evaluating personality pathologies
in childhood, the comorbidity of PDs is high, and children may also receive six different
diagnoses. The CPNI’s limitation is shared with other instruments based on the DSM
diagnostic categories for PDs [28,29,52], and this finding may suggest a lack of discriminant
validity of the constructs of PDs included in the international manual.

For this reason, it seems crucial to integrate the use of CPNI based on the DSM models
with tools such as the PDC-C [11] of the PMD-2 [12] or the CPAP-Q [2] to provide a deep
and comprehensive formulation of a child’s overall functioning. These instruments do not
represent an alternative to the CPNI but are complementary. They may promote a complete
and clinically sensitive assessment able to capture variations in child functioning, even
within the same diagnostic category, illuminate individual strengths and limitations, and
plan a patient-tailored intervention.

5. Conclusions

The present study suggests that the CPNI is an appropriate and reliable tool for
assessing childhood personality. The findings showed strong associations among all of
the investigated variables, supporting the validity of this measure. Good preliminary
evidence was also generated for the clinical utility of the CPNI, with respect to clinicians of
various theoretical orientations. In detail, one strength of the CPNI is its ability to capture
PDs in childhood; whereas a limitation is the low external validity that reflects the high
comorbidities among different personalities.

Some limitations of the research design should be acknowledged. The first concerns
the exclusive use of clinician-report instruments to obtain data about both the patients’
diagnoses. Future research should include multiple observers and tools to fully establish
the diagnostic utility of the CPNI. Second, the sample is exclusively composed of chil-
dren under evaluation or treatment although not all of them have a clinical diagnosis.
Nonetheless, the CPNI promises to provide a helpful contribution in the field of personality
assessment, especially combined with other instruments based on a more idiographic
knowledge of patients.

Author Contributions: All authors participated in the work and made substantial contributions to
the conception, design, acquisition, analysis, and interpretation of data. Conceptualization: A.F.; Data
curation: A.F.; Formal analysis: A.T.; Methodology: A.F., A.T., A.M.S. and V.L.; Writing—original
draft: A.F.; Writing—review and editing: A.F. and A.T. Agreement has been reached for all aspects
of the manuscript, ensuring that the accuracy and integrity of all parts of the work have been



Int. J. Environ. Res. Public Health 2022, 19, 4050 12 of 14

appropriately investigated and resolved. All authors have read and agreed to the published version
of the manuscript.

Funding: This research was funded by research grants to support PDM-oriented research, from
The Scientific Committee of the Psychodynamic Diagnostic Manual, 2nd Edition (PDM-2) and the
Interdisciplinary Council on Developmental and Learning Disorders.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki and approved by the ethical committee of the Department of Dynamic and
Clinical Psychology, and Health Studies, Faculty of Medicine and Psychology, Sapienza University of
Rome, Italy (protocol code no. 25/2017).

Informed Consent Statement: Informed consent was obtained from all clinicians involved in the study.

Data Availability Statement: Not applicable.

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design
of the study; the collection, analysis, or interpretation of data; the writing of the manuscript; or the
decision to publish the results.

References
1. Fortunato, A.; Speranza, A.M. Personality traits and disorders in childhood: Clinical evaluation and diagnosis. Clin. Neuropsychia-

try J. Treat. Eval. 2018, 15, 222–235.
2. Fortunato, A.; Tanzilli, A.; Lingiardi, V.; Speranza, A.M. Childhood Personality Assessment Q–Sort (CPAP–Q): A clinically and

empirically procedure for assessing traits and emerging patterns of personality in childhood. Int. J. Environ. Res. Public Health
2021, 18, 6288. [CrossRef] [PubMed]

3. Caspi, A.; Harrington, H.; Milne, B.; Amell, J.W.; Theodore, R.F.; Moffitt, T.E. Children’s behavioral styles at age 3 are linked to
their adult personality traits at age 26. J. Personal. 2003, 71, 495–513. [CrossRef] [PubMed]

4. Widiger, T.A.; De Clercq, B.; De Fruyt, F. Childhood antecedents of personality disorder: An alternative perspective.
Dev. Psychopathol. 2009, 21, 771–791. [CrossRef]

5. McAdams, D.P.; Olson, B.D. Personality development: Continuity and change over the life course. Annu. Rev. Psychol. 2010, 61,
517–542. [CrossRef]

6. Tackett, J.L. Measurement and assessment of child and adolescent personality pathology: Introduction to the special issue.
J. Psychopathol. Behav. Assess. 2010, 32, 463–466. [CrossRef]

7. Malberg, N.; Rosenberg, L.; Malone, J. Emerging personality patterns and difficulties in childhood—PC Axis. In Psychoanalytic
Diagnostic Manual, 2nd ed.; (PDM-2); Lingiardi, V., McWilliams, N., Eds.; Guilford Press: New York, NY, USA, 2017.

8. Beeghly, M.; Cicchetti, D. Child maltreatment, attachment, and the self-system: Emergence of an internal state lexicon in toddlers
at high social risk. Dev. Psychopathol. 1994, 6, 5–30. [CrossRef]

9. Cicchetti, D.; Toth, S. A developmental psychopathology perspective on child abuse and neglect. J. Am. Acad. Child. Adolesc.
Psychiatry 1995, 34, 541–565. [CrossRef]

10. Fonagy, P.; Target, M. Attachment and reflective function: Their role in self-organization. Dev. Psychopathol. 1997, 9, 679–700.
[CrossRef]

11. Fortunato, A.; Tanzilli, A.; Lingiardi, V.; Speranza, A.M. Chart–Child (PDC–C): A valid and clinically sensitive diagnostic tool for
patient-tailored intervention planning. Res. Psychother. Psychopathol. Process Outcome 2022, in press. [CrossRef]

12. Lingiardi, V.; McWilliams, N. Psychoanalytic Diagnostic Manual, 2nd ed.; (PDM-2); Guilford Press: New York, NY, USA, 2017.
13. Perry, B.D.; Pollard, R. Homeostasis, stress, trauma, and adaptation: A neurodevelopmental view of childhood trauma.

Child. Adolesc. Psychiatr. Clin. N. Am. 1998, 7, 33–51. [CrossRef]
14. Rutter, M. Temperament, personality, and personality disorder. Br. J. Psychiatry 1987, 150, 443–458. [CrossRef] [PubMed]
15. Wyman, P.A.; Cowen, E.L.; Work, W.C.; Hoyt-Meyers, L.; Magnus, K.B.; Fagen, D.B. Caregiving and developmental factors

differentiating young at-risk urban children showing resilient versus stress-affected outcomes: A replication and extension.
Child Dev. 1999, 70, 645–659. [CrossRef] [PubMed]

16. Kagan, J.; Zentener, M. Early childhood predictors of adult psychopathology. Harv. Rev. Psychiatry 1996, 3, 341–350. [CrossRef]
17. De Clercq, B.; Verbeke, L.; De Caluwé, E.; Vercruyss, E.T.; Hofmans, J. Understanding adolescent personality pathology from

growth trajectories of childhood oddity. Dev. Psychopathol. 2017, 29, 1403–1411. [CrossRef]
18. Eggum, N.D.; Eisenberg, N.; Spinrad, T.L.; Valiente, C.; Edwards, A.; Kupfer, A.S.; Reiser, M. Predictors of withdrawal: Possible

precursors of avoidant personality disorder. Dev. Psychopathol. 2009, 21, 815–838. [CrossRef]
19. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, 4th ed.; American Psychiatric Publishing:

Arlington, VA, USA, 1994.
20. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, 5th ed.; American Psychiatric Publishing:

Arlington, VA, USA, 2013.

http://doi.org/10.3390/ijerph18126288
http://www.ncbi.nlm.nih.gov/pubmed/34200700
http://doi.org/10.1111/1467-6494.7104001
http://www.ncbi.nlm.nih.gov/pubmed/12901429
http://doi.org/10.1017/S095457940900042X
http://doi.org/10.1146/annurev.psych.093008.100507
http://doi.org/10.1007/s10862-010-9205-6
http://doi.org/10.1017/S095457940000585X
http://doi.org/10.1097/00004583-199505000-00008
http://doi.org/10.1017/S0954579497001399
http://doi.org/10.4081/ripppo.2022.591
http://doi.org/10.1016/S1056-4993(18)30258-X
http://doi.org/10.1192/bjp.150.4.443
http://www.ncbi.nlm.nih.gov/pubmed/3664125
http://doi.org/10.1111/1467-8624.00047
http://www.ncbi.nlm.nih.gov/pubmed/10368913
http://doi.org/10.3109/10673229609017202
http://doi.org/10.1017/S0954579417000347
http://doi.org/10.1017/S0954579409000443


Int. J. Environ. Res. Public Health 2022, 19, 4050 13 of 14

21. Coolidge, F.L.; Thede, L.L.; Stewart, S.E.; Segal, D.L. The Coolidge Personality and Neuropsychological Inventory for Children
(CPNI). Preliminary Psychometric Characteristics. Behav. Modif. 2002, 26, 550–566. [CrossRef]

22. Coolidge, F.L.; Segal, D.L.; Stewart, S.E.; Ellett, J.A.C. Neuropsychological dysfunction in children with borderline personality
disorder features: A preliminary investigation. J. Res. Personal. 2000, 34, 554–561. [CrossRef]

23. Gratz, K.L.; Latzman, R.D.; Tull, M.T.; Reynold, E.K.; Lejuez, C.W. Exploring the association between emotional abuse and
childhood borderline personality features: The moderating role of personality traits. Behav. Ther. 2011, 42, 493–508. [CrossRef]

24. Coolidge, F.L.; Thede, L.L.; Jang, K.L. Are personality disorders psychological manifestations of executive function deficits?
Bivariate heritability evidence from a twin study. Behav. Gen. 2004, 34, 75–84. [CrossRef]

25. Savage, M.; DiBiase, A.M. Maladaptive personality and neuropsychological features of highly relationally aggressive adolescent
girls. Brock Educ. J. 2016, 26, 4–21. [CrossRef]

26. Thede, L.L.; Coolidge, F.L. Psychological and neurobehavioral comparisons of children with Asperger’s disorder versus high-
functioning autism. J. Autism Dev. Dis. 2007, 37, 847–854. [CrossRef] [PubMed]

27. De Clercq, B.; De Fruyt, F.; Widiger, T.A. Integrating a developmental perspective in dimensional models of personality disorders.
Clin. Psychol. Rev. 2009, 29, 154162. [CrossRef] [PubMed]

28. Westen, D.; Shedler, J. Revising and assessing Axis II, Part I: Developing a clinically and empirically valid assessment method.
Am. J. Psychiatry 1999, 156, 258–272.

29. Westen, D.; Shedler, J. Revising and assessing Axis II, Part II: Toward an empirically based and clinically useful classification of
personality disorders. Am. J. Psychiatry 1999, 156, 273–285.

30. Achenbach, T. Manual for the Child Behavior Checklist/4-18 and 1991 Profile; Department of Psychiatry, University of Vermont:
Burlington, VT, USA, 1991.

31. Achenbach, T.M.; Rescorla, L.A. Manual for ASEBA Preschool Forms and Profiles; Research Center for Children, Youth, and Families,
University of Vermont: Burlington, MA, USA, 2000.

32. Kongerslev, M.T.; Chanen, A.M.; Simonsen, E. Personality disorder in childhood and adolescence comes of age: A review of the
current evidence and prospects for future research. Scan. J. Child Adolesc. Psychiatr. Psychol. 2015, 3, 31–48. [CrossRef]

33. Lenzenweger, M.F.; Lane, M.C.; Loranger, A.W.; Kessler, R.C. DSM-IV personality disorders in the National Comorbidity Survey
Replication. Biol. Psychiatry 2007, 62, 553–564. [CrossRef]

34. Volkert, J.; Gablonski, T.C.; Rabung, S. Prevalence of personality disorders in the general adult population in Western countries:
Systematic review and meta-analysis. Br. J. Psychiatry 2018, 213, 709–715. [CrossRef]

35. Tyrer, P.; Reed, G.M.; Crawford, M.J. Classification, assessment, prevalence, and effect of personality disorder. Lancet 2015, 385,
717–726. [CrossRef]

36. Westen, D.; Shedler, J.; Bradley, B.; DeFife, J.A. An empirically derived taxonomy for personality diagnosis: Bridging science and
practice in conceptualizing personality. Am. J. Psychiatry 2012, 169, 273–284. [CrossRef]

37. Tanzilli, A.; Gualco, I.; Baiocco, R.; Lingiardi, V. Clinician reactions when working with adolescent patients: The Therapist
Response Questionnaire for Adolescents. J. Personal. Assess. 2020, 102, 616–627. [CrossRef] [PubMed]

38. Tanzilli, A.; Gualco, I. Clinician emotional responses and therapeutic alliance when treating adolescent patients with Narcissistic
Personality Disorder subtypes: A clinically meaningful empirical investigation. J. Personal. Disord. 2020, 34, 42–62. [CrossRef]
[PubMed]

39. Natsuaki, M.N.; Cicchetti, D.; Rogosch, F.A. Examining the developmental history of child maltreatment, peer relations, and
externalizing problems among adolescents with symptoms of paranoid personality disorder. Dev. Psychopathol. 2009, 21,
1181–1193. [CrossRef] [PubMed]

40. Lenzenweger, M.F.; Willett, J.B. Does change in temperament predict change in schizoid personality disorder? A methodological
framework and illustration from the Longitudinal Study of Personality Disorders. Dev. Psychopathol. 2009, 21, 1211–1231.
[CrossRef]

41. Moffitt, T.E. Male antisocial behaviour in adolescence and beyond. Nat. Hum. Behav. 2018, 2, 177–186. [CrossRef]
42. Barry, C.T.; Frick, P.J.; Killian, A.L. The relation of narcissism and self-esteem to conduct problems in children: A preliminary

investigation. J. Clinical Child Adolesc. Psychol. 2003, 32, 139–152. [CrossRef]
43. Thomaes, S.; Bushman, B.J.; Stegge, H.; Olthof, T. Trumping shame by blasts of noise: Narcissism, self-esteem, shame, and

aggression in young adolescents. Child Dev. 2008, 79, 1792–1801. [CrossRef]
44. Laverdière, O.; Ogrodniczuk, J.S.; Kealy, D. Interpersonal problems associated with passive-aggressive personality disorder. J.

Nerv. Ment. Dis. 2019, 207, 820–825. [CrossRef]
45. Hopwood, C.J.; Morey, L.C.; Markowitz, J.C.; Pinto, A.; Skodol, A.E.; Gunderson, J.G.; Zanarini, M.C.; Shea, M.T.; Yen, S.;

McGlashan, T.H.; et al. The construct validity of passive-aggressive personality disorder. Psychiatry 2009, 72, 256–267. [CrossRef]
46. Cole, P.M.; Llera, S.J.; Pemberton, C.K. Emotional instability, poor emotional awareness, and the development of borderline

personality. Dev. Psychopathol. 2009, 21, 1293–1310. [CrossRef]
47. Sharp, C.; Tackett, J.L. (Eds.) Handbook of Borderline Personality Disorder in Children and Adolescents; Springer: Berlin/Heidelberg,

Germany, 2014.
48. Morgan, T.A.; Clark, L.A. Passive-submissive and active- emotional trait dependency: Evidence for a two-factor model. J. Personal.

2010, 78, 1325–1352. [CrossRef] [PubMed]

http://doi.org/10.1177/0145445502026004007
http://doi.org/10.1006/jrpe.2000.2298
http://doi.org/10.1016/j.beth.2010.11.003
http://doi.org/10.1023/B:BEGE.0000009486.97375.53
http://doi.org/10.26522/brocked.v26i1.488
http://doi.org/10.1007/s10803-006-0212-0
http://www.ncbi.nlm.nih.gov/pubmed/16977495
http://doi.org/10.1016/j.cpr.2008.12.002
http://www.ncbi.nlm.nih.gov/pubmed/19167138
http://doi.org/10.21307/sjcapp-2015-004
http://doi.org/10.1016/j.biopsych.2006.09.019
http://doi.org/10.1192/bjp.2018.202
http://doi.org/10.1016/S0140-6736(14)61995-4
http://doi.org/10.1176/appi.ajp.2011.11020274
http://doi.org/10.1080/00223891.2019.1674318
http://www.ncbi.nlm.nih.gov/pubmed/31609644
http://doi.org/10.1521/pedi.2020.34.supp.42
http://www.ncbi.nlm.nih.gov/pubmed/32186983
http://doi.org/10.1017/S0954579409990101
http://www.ncbi.nlm.nih.gov/pubmed/19825263
http://doi.org/10.1017/S0954579409990125
http://doi.org/10.1038/s41562-018-0309-4
http://doi.org/10.1207/S15374424JCCP3201_13
http://doi.org/10.1111/j.1467-8624.2008.01226.x
http://doi.org/10.1097/NMD.0000000000001044
http://doi.org/10.1521/psyc.2009.72.3.256
http://doi.org/10.1017/S0954579409990162
http://doi.org/10.1111/j.1467-6494.2010.00652.x
http://www.ncbi.nlm.nih.gov/pubmed/20545822


Int. J. Environ. Res. Public Health 2022, 19, 4050 14 of 14

49. la Freniere, P. A functionalist perspective on social anxiety and avoidant personality disorder. Dev. Psychopathol. 2009, 21,
1065–1082. [CrossRef] [PubMed]

50. Meyer, B. Personality and mood correlates of avoidant personality disorder. J. Personal. Dis. 2002, 16, 174–188. [CrossRef] [PubMed]
51. Rudolph, K.D.; Klein, D.N. Exploring depressive personality traits in youth: Origins, correlates, and developmental consequences.

Dev. Psychopathol. 2009, 21, 1155–1180. [CrossRef]
52. Westen, D.; Shedler, J.; Durrett, C.; Glass, S.; Martens, A. Personality diagnoses in adolescence: DSM-IV axis II diagnoses and an

empirically derived alternative. Am. J. Psychiatry 2003, 160, 952–966. [CrossRef]

http://doi.org/10.1017/S0954579409990046
http://www.ncbi.nlm.nih.gov/pubmed/19825257
http://doi.org/10.1521/pedi.16.2.174.22546
http://www.ncbi.nlm.nih.gov/pubmed/12004493
http://doi.org/10.1017/S0954579409990095
http://doi.org/10.1176/appi.ajp.160.5.952

	Introduction 
	Materials and Methods 
	Participant Sampling 
	Clinician Characteristics 
	Patient Characteristics 
	Measures 
	Statistical Analysis 

	Results 
	Discussion 
	Conclusions 
	References

