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Abstract
Objective: The purpose of this study was to develop a moderédict the presence

of personality disorder traits in general, as vealper cluster, using the total scores of the
MATE.

Methods: The sample consisted of 102 patients registeongyéatment at Tactus
Addiction Treatment. During the 90-minute intakessen, the MATE was administered. The
SIDP-1V was administered in the second sessionai&e of the low prevalence of
personality disorders in the sample (23%), a dinoeas$ score was conducted for personality
disorder traits in general, cluster A traits, chud® traits, and cluster C traits. Variables that
showed a relationship (p<.05) with the percentdgeesent personality disorder traits and
variables that were in accordance with the hyp@ahegere included in a multivariate linear
regression model. This was done for all four depehgariables separately. Subsequently,
variables that did not remain independent predsctdipresent personality disorder traits were

one by one removed.

Results The optimal predictive model (comprising the MATdal scores), after
excluding non-significant predictors, consistediepressionfi=.394, p<.001) and personality
(B=.340, p<.001). Overall, 34.8% of the variance ra@isgnt personality disorder traits was
explained by these variables (p<.001). After exicigahon-predictive variables in the
stepwise multiple linear regression method, thémgdtmodel consisted of psychiatric
comorbidity $=.254, p=.008) and personalify=.288, p=.003). In total, this model explained
17.2% of the variance in the percentage of predaster A traits (p<.001) which indicated
that the model explains present cluster A traigsleguately. The optimal model of cluster B
traits consisted of depressigir(223, p=.022), anxietyp€.304, p=.002), and personality
(B=.209, p=.023) after the exclusion of all non-potige variables. The model explained
30.5% of the variance in the percentage of cluBtpersonality traits. For cluster C traits, the
optimal model was composed of depresspm358, p<.001) and personalify«.252,
p=.008). Overall, 24.4% of the variance in the pregluster C personality traits was

explained by these variables.

Conclusion This study has shown that the MATE possibly pdegi more information
than was thought. It has been proven that the MAdiicdisclose risk-profiles which might
point to a personality disorder. High scores inrdepion in combination with high
personality scores should thus alarm the profeatsdo perform additional diagnosis for

personality disorders.



Samenvatting
Doel: Het doel van dit onderzoek was het om een modeantaikkelen wat de

aanwezigheid van persoonlijkheidsstoornis kenmerkeh hulp van de MATE totaal scores
kan voorspellen. Dit geldt voor persoonlijkheidsstos kenmerken in totaal, maar ook voor

elke cluster.

Methode: Het onderzoek werd afgenomen bij Tactus Verslaszogy. Bij 102
cliénten die bij Tactus kwamen, werd de MATE tijdede intake procedure afgenomen. Om
persoonlijkheidsstoornis kenmerken te kunnen metem gebruik gemaakt van de SIDP-IV
in een tweede sessie. De afhankelijke variabejernde dimensionele scores van de SIDP-1V,
dus het percentage van de kenmerken die aanwgazig i totaal en per cluster (A, B en C).
Hiervoor was gekozen wegens de lage prevalentie peasoonlijkheidsstoornissen in de
steekproef (23%). Variabelen die samenhingen (P<m@®&t de persoonlijkheidsstoornis
kenmerken en die in overeenstemming waren met gethgse, waren opgenomen in een

multivariate lineaire regressie analyse.

Resultaten: Het model wat persoonlijkheidsstoornis kenmerken totaal kon
voorspellen bevat de predictoren depresge.394, p<.001) en persoonlijkheig=340,
p<.001). Dit model verklaarde 34.8% van de varantian persoonlijkheidsstoornis
kenmerken in totaal. Het model wat cluster A kerkeer kon voorspellen bevat de
predictoren psychiatrische comorbiditeip=(254, p=.008) en persoonlijkheid3<288,
p=.003). Dit model verklaarde 17.2% van de vareamén de cluster A kenmerken. Het model
wat cluster B kenmerken kon voorspellen bevat daliptoren depressig@<£.223, p=.022),
angst p=.304, p=.002), and persoonlijkheifi=(209, p=.023). Dit model verklaarde 30.5%
van de variantie van de cluster B kenmerken. Hetlehaovat cluster C kenmerken kon
voorspellen bevat de predictoren deprespre358, p<.001) and persoonlijkhei@=252,
p=.008). Dit model verklaarde 24,4% van de var@amtn de cluster C kenmerken.

Conclusie: Dit onderzoek heeft aangetoond dat de MATE mefernmatie bevat dan
werd verwacht. Het is aangetoond dat de MATE veltedlde risicoprofielen kan opleveren
die een aanwijzing kunnen zijn voor een persoamiijdsstoornis. Hoge totaal scores in the
MATE modules persoonlijkheid en depressie kunnenaamwijzing zijn voor een mogelijke

comorbide persoonlijkheidsstoornis.
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1 Introduction

1.1 Reform of the substance abuse treatment system

In the past 20 years there have been a lot of dprednts in the treatment of addictive
disorders. The Netherlands are one of the few cmsnthat have successfully passed a
complete reorganization of their substance abusgnrent services. In the nineties there has
been a lot of criticism on the organization and éfiectiveness of this system (Schippers,
Schramade, & Walburg, 2002) regarding the effeciss, transparency and it not being
evidence-based enough. The three main goals aktben were developing evidence-based
prevention and treatment interventions, settingaupeedback system to enable outcome
measurement, and innovating training and developnidrese goals were reached after 12
years in 2010, ending the reform (Schippers, Nabil& Buisman, 2009).
The most widely used and criticized instrumentha tmmeasurement of addictions before the
reform of the Dutch substance abuse treatmentraystes the Addiction Severity Index (ASI,
Schippers, Broekman, Buchholz, Koeter, & van demiBr2009). It was frequently used
since 1980 and is available in nine different laagps. The purpose of the ASI is to enable
the measurement of treatment outcomes (McLellaml.et1992). It covers seven areas:
physical health, employment and financial suppitiggal or criminal activity, family and
social relationships, psychiatric symptoms, drug,uand alcohol use. Those areas are
examined in a semi-structured interview. Reseahdws that the reliability spanned from
excellent to unsatisfactory while its validity wiasv, pressing Makela (2004) to suggest, not
to use it in clinical practice any longer. Anotlpaint of criticism on the ASI is the lack of a
conceptual and theoretical basis (Broekman, Schpp®eter, & van den Brink, 2004).

1.2 A new instrument

Against this background, Schippers and colleage#sttie need for a new and innovative
measurement instrument. They observed the impataicgetting an overview of the
obstacles the target group has to face as an trahctor treatment (Schippers, Broekman,
Buchholz, & Rutten, 2009). Clients can, for exampiary in amount and type of substance
use, personality, comorbidities (physical and pstcic), prior treatment experiences, social
and financial situation and so forth. The new imstent, named ‘Measurements in the
Addictions for Triage and Evaluation’ (MATE) is qugsed to reach certain objectives, which

could only be partly achieved (Schippers, BroekmBaochholz, & Rutten 2009). The
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developers wanted to avoid creating new instrumesitice acceptable already existing
instruments were available. They make up approxdmabalf of the MATEs content.
Schippers and colleagues wanted the measuremelfitdse less extensive and burdensome
for the personnel. The structure should be keptilfle, so that the different parts of the
instruments can be adapted as needed. Schippar2009a) study shows that the personnel
enjoys working with the MATE as it is easy applydaim adapt to specific situations (for
example using only some parts of the MATE). Furntinane, the developers wanted to be able
to relate the data about substance use gained ibyirtstrument to other mental health

domains.

The instrument is based on the biopsychosocial hafdeealth, the perspective of the
World Health Organization (Schippers, Broekman, iBwadz, & Rutten 2009b). This model is
adapted in the International Classification of Riowing, Disability, and Health (WHO,
2001). The biopsychosocial model of health assuthgsbiological, social, and psychological
factors, as thoughts, emotions, and behaviors, phgortant roles in illness and disease.
The Measurements in the Addictions for Triage amal&ation (MATE) were developed
from 2003 to 2007 (Buchholz, Broekman, & Schippers,2010).
Recently, six out of ten large Dutch regional atidic service organizations have adopted the
MATE in their triage process, which shows the ataepe of the new instrument. However,

this isn’t an indicator that it is more effectivean previous instruments.

Not much research has been conducted regardingetiability and validity of the
MATE as a whole instrument. The main developer td MATE, G. M. Schippers and
colleagues performed a few studies, in which rdltgbvalidity, and feasibility for only one
module of the MATE, the MATE-ICN, were tested. TMATE-ICN consists of the ICF core
set (WHO, 2001). It includes information about apation and activities, care and support,
and the need for help. It also provides data apositive and negative external influences on
rehabilitation.

In 2007, Schippers and Broekman conducted two liétia studies for the MATE-
ICN. The first study took place under controllechdbions at GGD Amsterdam which proved
the interrater-reliability to be good to excellgf€C 0.78-0.92). The second study was
conducted under real life conditions at Tactus shgwower interrater-reliabilities (ICC .34 -
.73). Especially the domains ‘care and support’ @xdernal influences’ seem to be low in
reliability (ICC .34 and .38).



The intercorrelations among the different MATE ssrappear to be moderate
(Schippers & Broekman, 2007). Validation with theold Health Organization Quality of
Life Scale — short version (WHOQOL-BREF, WHO, 199&)s reasonably moderate to high,
with correlations between -.43 and -.71 (excepttfay domains: ‘getting around’ and ‘work
or school’). Cross-validation with the World Heal@rganization Disability Assessment
Schedule Il (WHODAS |, WHO), which uses the factalso found in the MATE-ICN shows
moderate results (with correlations around .55).

Buchholz, Rist, Kufner, and Kraus (2009) tested @erman version of the MATE.
Basically, the results are comparable to those revipus studies. It is found that the
interrater-reliability is acceptable only for théarsdardized modules. Training the staff
appears to be helpful to improve results. The coeati validity is shown to be satisfactorily,
the feasibility seems to be highly satisfactorily.

Approximately half of the MATE consists of alreadxisting instruments. They
measure comorbidities (physical, as well as psygb)a personality, craving, depression,
anxiety, stress, amount of substance use, typalstance used, dependence, and abuse. The
guestionnaire used in the MATE to screen for a ety disorder is the Standardized
Assessment of Personality — Abbreviated Scale [SFPAn 8-item self-report questionnaire,
with a strong sensitivity and specifity (Moran dt, 2003). Several studies show that it
reliably discovers a potential personality disord@ergeneral (Pluck, Sirdifield, Brooker,
Moran, 2011; Hesse, Rasmussen, Pedersen, 2008)evdowthe SAPAS cannot detect
specific personality disorders or even a clustezsg¢, Moran, 2010). Because the SAPAS
only shows a potential personality disorder butstdego into it far enough to specify it many

researchers question its usability.

1.3 Personality disorders and addiction

Although it is not the goal of the SAPAS to detspecific personality disorders or clusters, it
would be important in substance abuse treatmeim. fiund that patients with an untreated
personality disorder are less likely to responang other treatment (Griggs & Tyrer, 1981;
Nace & Davis, 1993). Ball (1998) assumes that ihidue to the interpersonal difficulties
between patient and therapist, resulting from tredadaptive coping styles. According to
Ball, this often leads to dropout and poorer treattroutcomes. If a personality disorder is

present, this can even result in a completely wiffe focus of treatment, namely the
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maladaptive coping styles, inadequate self-images, other difficulties arising from the

personality disorder.

Accordingly, the personality-domain of the MATE wdwe of special interest for
substance abuse treatment services, because subskapendences, especially alcohol use
disorders, are found to be highly comorbid withspeality disorders (Sher & Trull, 2002;
Trull, Sher, Minks-Brown, Durbin, & Burr, 2000).

The high rates of alcohol use disorders among iddals with antisocial and
borderline personality disorders seem to be vebusb (Sher et al., 1999). In the study of
Zikos, Gill, and Charney (2010) 59% of their hegeking alcohol dependent outpatients have
a personality disorder. This emphasizes the impoeaf screening for personality disorders
in clinical settings that aim to treat substance e us disorders.

It seems that especially cluster B personality diss (borderline, histrionic, narcisstic, and
antisocial) are associated with abuse or dependenicepsychoactive substances.
It was found that axis | disorders are correlat@&th axis Il problems. For example, obsessive-
compulsive personality disorder is associated wdltain anxiety disorders, as generalized
anxiety disorder (GAD) and agoraphobia. Avoidantspeality disorder is associated with
social phobia, obsessive-compulsive disorders, @emtic disorder. Borderline personality
disorder has been linked to GAD, panic disorder] asessive-compulsive disorders.
Schizotypical personality disorder seems to in@eaxial phobia and the chronicity of GAD
(Ansell, Pinto, Edelen, Markowitz, Sanislow, et, &010). Mood-disorders are likely to co-
occur with avoidant and dependent personality dso(Oldham, Skodol, Kellman, 1995).
Psychotic disorders might correlate with clustgpeksonality disorders (Siever, Davis, 1991).
Major depression correlated with paranoid, borderliavoidant, and obsessive compulsive
personality disorder. Bipolar disorder is linkeddependent and avoidant personality disorder
(Verheul, Kranzler, Poling, Tennen, Ball, Rounsiayi2000).

The kind of substance that was used also seembd telated to certain personality
disorders. Hard drugs (such as heroine, crackopcaine) are more likely to be consumed by
individuals with antisocial and borderline persatyadisorder, most likely because of the
impaired impulse and affective dysregulation, whiodith personality disorders account for
(Sher, Trull, 2002).

The MATE provides information about axis | probleresen though not about each

one, as well as substance use and other factdrathaelated to personality disorders. The
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axis | problems which can be found in the MATE tlre presence of depression, anxiety, and
stress, suicidal risk, and psychotic symptoms dsdimaations or delusions. There can be no
talk of axis | diagnoses. Nevertheless it mightpbasible to gain supplemental information

such as indicators for a personality disorder.

The purpose of this study is to develop a modgiréalict the presence of personality
disorder traits, in general as well as for eaclstelu(A, B, and C). Thus it is examined if the
connections found in earlier studies are also lasasle to the MATE dimensions, i.e. the
total scores. This study is supposed to verithé& MATE dimensions can be used to develop
risk profiles which point to a present personadligorder, with the goal being to discover
predictors for a personality disorder aiding thefessional to decide whether or not further

personality testing is necessary.



2 Methods

The study was commissioned by Tactus Addiction fhneat. Tactus is a facility in the
Netherlands for prevention and treatment of alcotnlgs or medicine disorders, and since
recently, of pathological gambling and gaming. ibypdes outpatient, part-time and clinical
help and support for clients seeking help by choictor clients, who came into contact with
law because of their substance abuse problemssdivices of Tactus Addiction Treatment
are also designed for relatives of those affectgdathdiction problems. The study was
approved by the Medical Ethical Committee, NL2088%.07 / 20385.

2.1 Participants

The sample consisted of 102 patients registering tfeatment from Tactus (locations
Enschede, Deventer, and Apeldoorn) and went thrahghMATE procedure in the intake
procedure. The MATE is usually obligatory in thetake procedure of Tactus.
Participants were included only if they were minimi& years old and if they had good
knowledge and understanding of the Dutch language,that the questionnaires and

interviews would provide reliable information.

The only exclusion criterion was an acute intoxaat The well-trained and
experienced intake personnel of Tactus estimatedpidssible intoxication was too acute to
go further with the procedure. In this case, a @@pointment was made for approximately

one week later.

All participants received an informed consent ia finst intake session. After successful

participation, all patients received an amount®f ih the form of gift coupons.

2.2 Instruments

The following instruments were used in this study:

2.2.1 Measurements in the Addictions for Triage ang&valuation (MATE)

Table 1 summarizes the structure of the MATE. ThATH consists of five domains.
‘Substance-related disorders’ contains the useubtances, dependence and abuse, and
craving. Those concepts are measured with a udesghich has been developed to measure
the use of the past 30 days, the Composite IniematDiagnostic Interview (CIDI; WHO,

1997), and the Obsessive-Compulsive Drinking (andy dise) Scale (OCDS; Anton, Moak,
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& Latham, 1996). The second domain ‘psychiatric odmdity’ is composed of the

Depression Anxiety Stress Scales (DASS; Lovibond &ibond, 1995), the Standardised
Assessment of Personality — Abbreviated Scale (S&PMoran et al., 2003), and a newly
developed interview by Schippers and colleagueat #thedules psychotic symptoms,
suicidality and current psychiatric treatment ofe tipatient. The domain of physical
comorbidity consists of the Maudsley Addiction Heft Health Symptoms Scale (MAP-
HSS; Marsden et al., 1998) and an interview thatflgrscreens the health condition and
diseases. The two last domains (‘Personal andldoaietioning’ and ‘treatment history’) are

also examined through specially developed intergsiew

The ten modules of the Dutch version of the Measumethe Addictions for Triage

and Evalutation are as follows:

Module 1 traces substance use and comprises 15qu@stion items about the use of
psychoactive substances and gambling in the laga86 and lifetime (in the particular units,
such as mg, glasses, etc.). In the MATE, this ifedaa ‘use-grid’. This use-grid is the
developed by Schippers et al. (2009).

Module 2 (which addresses dependence and abudedléscthe 11-item Composite
International Diagnostic Interview (CIDI, WHO, 199Which verifies the ICD/DSM-criteria
for substance abuse and substance dependenceelifibdity (weighted kappa ranging from
.6 to .8) and internal consistency (Cronbach’s al@®) of the CIDI questionnaire was found
to be satisfactorily and was adjusted that it canefficient in both, research and clinical

practice (Gigantesco & Morosini, 2008).

Craving is investigated via the 5-item module 3hwihe Obessive Compulsive
Drinking Scale (OCDS, Anton, Moak, & Latham, 1996pr each of the five items, the
patient can choose between five possible answdrs. @CDS is a 14-item self-report
guestionnaire that is supposed to measure alcdhod drug-) associated thoughts and
compulsions to drink, which is also called ‘cravifde Wildt et al., 2005). It is shown to be
construct valid in a heavy drinking population (@on Jack, Feeney, & Young, 2008) and,
using a four-factor model (variance explained: %d),9valid in a young adult population
(Connor, Feeney, Jack, & Young, 2010). Howeven\dielt et al. (2005) found, that it does
not meet the requirements of the goodness of filehowhich means that there are still

discrepancies between observed values and valpestexl under this model.



The forth module is conducted of the Depressionxiétly and Stress Scale (DASS;
Lovibond & Lovibond, 1995). Here, 21 items are scbwith a 4-point Likert-scale. The
Depression Anxiety and Stress Scales consist adettscales with 7 items each. With
nonclinical samples, the internal consistencyal®lity and validity were found to be strong
(Lovibond & Lovibond, 1995). Furthermore, the factstructure is confirmed. Brown,
Chorpita, Korotitsch, and Barlow (1997) showed stysupport for the internal consistency of
the three scales in a clinical group (Cronbachghalof .96, .83 and .93 for depression,
anxiety, and stress, respectively). Here, toofdb#or structure is very stable, explaining 55%
of the variance. Also, a strong support for theartyihg model of negative emotionality is
recently found in the short version of the DASSairsample of adolescents (Willemsen,
Markey, Declercq, & Vanheule, 2011).

The fifth module considers the indicators for psgtic or medical consultation. For
example, whether the patient is prescribed any caéidn, an assessment of the suicide risk,
potential pregnancy, or psychotic symptoms. Thestjoiles are open questions and yes/no-

guestions.

The personality module (module six) is conductedhef Standardized Assessment of
Personality Abbreviated Scale (Moran et al., 2088)Y contains the first eight yes/no-
guestions of the Standardized Assessment of Péityona

Physical complaints are inquired in module sevethwhe help of the MAP-HSS
(Marsden et al., 1998). This scale consists ofiteans (such as ‘chest pain’, ‘muscle pains’,

or ‘numbness’). The items are scored with a 5-pbikert-scale.

Module eight is composed of an open Interview altbetcurrent health conditions of

the client.

Module nine enquires care and support and enviratah&ctors influencing recovery
(this part is named the ‘MATE-ICN’). Here, for 2f&éims (such as “Did you have difficulties
with your family or friends?”, or “Are there peopie your environment who are supportive
and who are having a positive influence on you ymd recovery?”), the extent of limitation,
the received care and support, and the need feri€acored through 4-point scales or yes/no-

answers.

With module ten, in a short interview the staff gt an overview over the history of

prior treatment for substance use disorders.
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The independent variables in this study were thal tecores of the ten MATE

modules, which can also be viewed in Table 1.

For measuring type and amount of substance useastdecided that one variable
from the use-grid will be sufficient, because tladlycorrelated highly with one another. So,
for substance use and type the independent vaneddetype and amount of substance use’,

which is the average number of years that a cestdistance is used.

Table 1 - The structure of the MATE

Domain Concept Module Dimesion (Total score,
possible range)
Substance-related  Use 1-Use grid ‘substance usénumber
disorders of years the substance is
used)
Dependence and Abuse 2- CIDI (ICD/DSM ‘dependencd0-7)
criteria) ‘abuse (0-4)
‘severity of
abuse/dependen¢e-9)
Craving 3 - Obessive-Compulsive ‘craving (0-40)
Drinking Scale QCDYS)
Psychigtr?c Anxiety , depression and stress 4 - Depression Anxiety  ‘depressioh(0-42)
comorbidity Stress ScaleDASS) ‘anxiety (0-42)

‘stress (0-42)

‘DASS-totdl(0-126)
Psychotic symptoms, suicidality 5 - MATE-Interview ‘psychotic symptoms,
Module suicidality’ (0-5)

Current pyschological or

psychiatric treatment ) .
undergoing treatmeht

(0-2)
Personality disorders 6 - Standardised ‘MATE personality (O-
Assessment of 8)
Personality Abbreviated
Scale SAPAS)
Physical Physical complains 7 - Maudsley Addiction  ‘physical complains(0-
comorbidities Profile-Health Symptoms 40)
Scale MAP-HSYS)
Health condiction, diseases 8 - MATE-Interview ‘comorbid physical
Module diseases(0-4)
Personal and Activities, participation 9- MATE -ICN: ICF ‘limitations-total’ (0-76)
social functioning  Care and support core set and need for carélimitations — basit(0-
Need for care 32)
Environmental factors ‘limitations —

relationships (0-20)
‘care and suppori0-20)
‘positive external
influences(0-12)
‘negative external
influences(0-20)

‘need for carg(0-20)
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Treatment history  Number of treatments that 10- MATE-Interview
focused on addictive behavior Module

(Schippers et al., 2009)

2.2.2 Structured Interview for DSM-IV Personality Disorders (SIDP-IV)

The Structured Interview for DSM-IV Personality Diders is used as the gold standard in
the clinical diagnostics of personality disordeltsis a semi-structured interview, which
detects personality disorders as defined in the B@NAdditionally, it takes the four non-
specified personality disorders into account, whieim be found in de appendix B of the
DSM-IV (depressive, passive-aggressive, sadistid, self-defeating personality order). The
SIDP-IV thus consists of ten domains.

For the researcher the use of this instrument takes3 hours (taking the interview
and scoring it), depending on the complexity  of  theproblem.
For each item, there are four possible scores:‘@otpresent’, 1 = ‘almost present’, 2 =
‘present’ and 3 = ‘strongly present’. The interviéself takes about 45 — 90 minutes. All
guestions are positively formulated, so that thterinew is non-threatening for the patient.
The SIDP-IV has been translated into Dutch by filifferent translators .

The classical method of scoring is a categoricatesaneaning that the diagnosis of a
personality disorder depends on a cut-off scorés Glt-off is defined by the DSM-IV criteria
and thus different for each personality disordeowiver, it is also possible to create a
dimensional score, so that the staff can focus atiemt characteristics instead of on
categories (Damen, 2005). According to Jane, Pagarkheimer, Fiedler, and Oltmanns
(2006), reliability even increased when the dimenal rather than the categorical scale is
used. They also found an overall good reliabileycept for the observational criteria. This
finding has been validated in different samplean@erman, 1994). Because of the low
prevalence of personality disorders in this samptdecided to use the dimensional score of
the SIDP-IV. For this study four dimensional SIDPdcores were created: the percentage of
present personality disorder traits in general,adllepossible traits, the percentage of present
cluster A traits, the percentage of present cluBtenits, and the percentage of present cluster
C traits. Those four dimensional SIDP-IV scorewvesdras dependent variables in the current

study.
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2.3 Design and procedure

In the very first contact with Tactus Addiction @tment, when registering, participants made
appointments for the intake procedure. Before thake session, they received a letter with
information about the research project and therméa consent. When they came for the
intake session, the clients were asked if theyimierested in participating. Then, in this
session, the MATE was administered. This first isestook 90 minutes. After a successful
participation in the first session, the particigagot a second appointment. In the second 90
minute session, the SIDP-IV was administered. At &nd of the second contact, they

received a 25€ coupon, if completed successfully.

2.4 Data analysis

A linear regression analyses was used to deterrthieepredictors of the presence of
personality disorder traits and the presence o$teluA, B, and C traits. The following
variables were entered in the analysis as possgit@dictors of high dimensional SIDP-IV
scores: the number of years certain substancesh(|cnicotine, cannabis, methadone,
heroine, opiates, crack, cocaine, stimulants, sgs&imulants, sedatives or others) were used
at the point of the measurement, dependence, abegerity of abuse/dependence, craving,
depression, anxiety, stress, DASS-total, psyclkiatdmorbidity, undergoing treatment,
personality, physical complains, physical comotlyidiimitations-total, limitations-basic,
limitations-relationships, positive external infhiees, negative external influences, need for

care.

First, all these possible determinants were urately assessed on their relationship
with the percentage of present personality disotdets, with correlation analyses and with
individual linear regression analysis to predice thariations of the present personality
disorder traits explained by each possible predi@aly variables that showed a relationship
(p<.05) with the percentage of present persondlggrder traits and that were in accordance
with our hypotheses about the possible model weduded in a multivariate linear
regression model. This was done for all four depenhdariables separately. Subsequently,
variables that did not remain independent predsctbipresent personality disorder traits were
one by one removed until explained variance deeseasre than 10%.
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3 Results

From the 102 participants, 82 (80.4%) were male 2h{19.6%) were female. The mean age
was 40.65 (SD=10.79), with the youngest particigsgihg 23 and the oldest being 64 years
old. Table 2 shows the baseline characteristitkesample.

Personality disorders diagnosed by the SIDP-IV warely found (23% in the whole
sample). We therefore decided to use the percentaigaresent personality disorder traits in
total and the percentages of present cluster AydBQtraits.

Table 2— Baseline characteristics of the current sample (2¥1

Variable Mean (S.D.) N
Age 40.7 (10.8) 102
Use in years:

Alcohol 13.8 (11.3) 92
Nicotine 20.8 (9.9) 89
Cannabis 8.0 (7.8) 47
Methadone 3.0 (5.9 11
Heroine 4.0 (7.8) 11
Opiate 0.1 (0.3) 8
Crack 3.6 (5.4) 21
Cocaine 3.8(4.4) 27
Stimulants 2.2 (2.6) 17
Ecstasy 2.8 (4.1) 17
Sedatives 6.4 (8.8) 18
Others 0.4 (0.9) 11
Gambling 6.5 (9.0) 20

Primary problem substance:

Alcohol 54.9%
PD traits (%) 9.9 (5.7)
Cluster A traits (%) 7.8 (7.5)
Cluster B traits (%) 8.1(6.4)
Cluster C traits (%) 12.5(8.4)
MATE dimensions:

Dependence (0-7) 4.6 (1.7)
Abuse (0-4) 2.1(1.2)
Severity of abuse/dependence (0-9) 5.9 (2.2)
Craving (0-40) 7.7 (4.6)
Depression (0-42) 12.5 (9.6)
Anxiety (0-42) 7.4 (6.8)
Stress (0-42) 14.1 (9.3)
DASS-total (0-126) 34.0 (21.3)

Psychotic symptoms, suicidal risk (0-5) 0.3 (0.7)

Undergoing treatment (0-2)
MATE personality (0-8)

0.6 (0.8)
3.4 (1.6)
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Physical complains (0-40) 10.0 (6.2)

Comorbid physical disease 0.3 (0.6)
Limitations-total (0-76) 13.3 (7.3)
Limitations-basic (0-32) 3.3(3.1)
Limitations-relationships(0-20) 4.2 (3.0)
Care and support (0-20) 3.2 (3.2)
Positive external influences (0-12) 3.5(2.1)
Negative external influences (0-20) 3.7 (3.0)
Need for care (0-20) 4.7 (3.3)

3.1 The relationship between the MATE dimensions ahpersonality disorders

Table 3 (Appendix A) shows that not all of the MATmensions were correlated with
personality disorder traits in general. A high scorthe SAPAS (module six of the MATE) is
correlated with the presence of personality disotdsts (r=0.45, p<.001). The higher the
amount of craving, the higher the presence of pelgy disorder traits (r=0.23, p=.019).
High scores in the DASS in total (r=0.52, p<.0Gd in the subtests for depression, anxiety,
and stress (r=0.49, r=0.41, r=0.38, with p<.00peetively) were significantly related to a
higher percentage of personality disorder traits.
Further explorative analyses showed that sevehalr aicores out of the MATE correlate with
personality disorders. Those total scores werelairec or psychological treatment, physical
comorbidity, addiction, severity of abuse/addictigmysical complains, limitations — total,
limitations — basic, limitations — relationshipgre and support, negative external influence,

and need for care.

The analyses have shown that two out of the nirmstances correlated with the
personality disorder traits. The total number o&rgeof nicotine regular use (p=.010) was
related to personality disorder traits: the higihés score, the higher the percentage of present
personality traits. The same was true for crack Tike higher the total number of years the
crack was consumed (p=.034), the higher the numiy@resent personality disorder traits.

3.2 Which MATE total scores predict high dimension&scores on the SIDP-1V?

Linear regression analyses showed that the totalesof the DASS was the strongest
predictor of high scores in SIDP-IV. It explains.2% (F= 36.572, p<.001) of the variance.
High scores on the depression dimension of the DAg#ained 24.2% (F=31.289, p<.001)

of the variance of the scores in the SIDP-IV. Thenbher of years crack was used regularly

15



explained 22.8% (F=5.617, p=.029) of the varianicthe dependent variable. High scores in
the personality module in the MATE (which is the FKS) predicted 20.6% (F=25.412.
p<.001) of the percentages of present personalggrder traits in total. The two other
dimensions of the DASS, anxiety and stress, aceoufdr 17.5% (F=20.820, p<.001) and
14.3% (F=16.345, p<.001) of the variance. The nunolbgears nicotine was used explained
7.8% (F=7.242, p=.009). The predictive value offdor craving 5.3% (F=5.505, p=.021).

Explorative linear regression analyses were exdcut®; for the MATE total scores
that were found to correlate with high SIDP-IV dmsenal scores in this study but not in
previous research. The variances within the SIDRdWres explained by those variables lay
between 3.9% and 13.5%. Table 4 summarizes therliregression analyses of the MATE

total scores predicting the percentage of presersiopality disorder traits.

Table 4 — Predictive values of the individual MATE totaloses

MATE dimension B p R?
DASS-total 521 <.001 272
Depression 492 <.001 242
Crack use 478 .029 .228
MATE personality 454 <.001 .206
Anxiety 419 <.001 175
Stress 378 <.001 143
Nicotine use 279 .009 .078
Craving 231 .021 .053
Limitations-total .367 <.001 135
Physical complains .361 <.001 131
Limitations-basic .339 .001 115
Negative external influences 324 .001 105
Undergoing treatment 246 .001 .061
Care and support .243 .015 .059
Need for care 217 .030 .047
Severity dependence/abuse 216 .031 .047
Limitations-relationships 211 .035 .045
Addiction 207 .039 .043
Psychotic symptoms, suicidal risk .197 .050 .039

3.3 Risk profiles in the MATE as possible hints fopersonality disorders

Depression, anxiety, stress, craving, persondlityifations-total, undergoing treatment, and
psychiatric comorbidity were found to be possibledictors of a high dimensional SIPD-1V
score. Table 5 presents the beta values for alblas included in the model of present
personality disorder traits.
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The optimal predictive model, after excluding nagngicant predictors, consisted of
depressionfi=.394, p<.001) and personalify=.340, p<.001). Overall, 34.8% of the variance
of present personality disorder traits was explhimg these variables (p<.001).

Table 5 - Predictive values of the variables included in the multivariate model of personality
disorder traits

Multivariate starting model of personality disorder traits
(Nagelkerke R?=.387)

p-value beta B 95% Cl for B
Depression .008 .305 .181 0.049-0.314
Anxiety .071 .198 .164 -0.014 -0.341
Stress 714 -.042 -.026 -0.164-0.112
Craving .954 .005 .007 -0.219 - 0232
MATE personality .002 .293 .1032 0.382 -1.682
Undergoing treatment .723 .033 251 -1.153 - 1.655
Limitations-total .380 .085 .067 -0.083 -0.217
Psychotic symptoms, suicidal risk  .853 -.017 -.144 -1.682 — 1.395

Note — 95%CI = 95% confidence interval

The same model was tested for cluster A persondistyrder traits. Table 6 presents
the beta values of all variables included in thdtivariate model of cluster A traits. After
excluding non-predictive variables in the stepwmeltiple linear regression method, the
optimal model consisted of psychiatric comorbidfy.254, p=.008) and personalify=.288,
p=.003). In total, this model explained 17.2% o tariance in the percentage of present
cluster A traits (p<.001) which indicated that thmodel explains present cluster A traits
inadequately.

Table 6 — Predictive values of the variables included in the multivariate model of cluster A traits

Multivariate starting model of cluster A traits
(Nagelkerke R?=.197)

p-value beta B 95% Cl for B
Depression 425 .103 .080 -0.119-0.280
Anxiety .610 -.063 -.069 -0.337-0.199
Stress 352 -121 -.098 -0.306 -0.110
Craving .825 .023 .038 -0.302 -0.377
MATE personality .013 .269 1.252 0.271-2.232
Undergoing treatment .662 .047 468 -1.650 - 2.586
Limitations-total .378 .098 .101 -0.125-0.327
Psychotic symptoms, suicidal risk  .017 .262 2.852 0.532-5.172

Note — 95%CI = 95% confidence interval
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Depression, anxiety, stress, craving, personalitgjtations-relationships, treatment, and
psychiatric comorbidity were found to be possildledictors of both, the presence of cluster B
and the presence of cluster C traits. Table 7 abi@ 18 present the beta values of all variables
included in the multivariate models for clusterBits and for cluster C traits, respectively.
The optimal model of cluster B traits consisted defpression f=.223, p=.022), anxiety
(B=.304, p=.002), and personality=209, p=.023) after the exclusion of all non-pctige
variables. The model explained 30.5% of the vaeamt the percentage of cluster B
personality traits. For cluster C traits, the omimmodel was composed of depression
(p=.358, p<.001) and personalit$=.252, p=.008). Overall, 24.4% of the variance he t
present cluster C personality traits was explalmethese variables.

Table 7 — Predictive values of the variables included in the multivariate model of cluster B traits

Multivariate starting model of cluster B traits
(Nagelkerke R?=.377)

p-value beta B 95% Cl for B
Depression .034 .235 .155 0.012 -0.299
Anxiety .001 391 .359 0.161-0.558
Stress .340 .110 .075 -0.080-0.230
Craving 122 -.143 -.196 -0.446 —0.053
MATE personality .004 277 1.087 0.355-1.818
Undergoing treatment .033 -.202 -1.711 -3.284 - -0.137
Limitations-relationships .269 -.103 -.216 -0.602 - 0.170
Psychotic symptoms, suicidal risk 468 -.069 -.636 -2.371-1.098

Note — 95%Cl = 95% confidence interval

Table 8 — Predictive values of the variables included in the multivariate model of cluster C traits

Multivariate starting model of cluster C traits
(Nagelkerke R?=.287)

p-value beta B 95% Cl for B
Depression .006 331 291 0.087 —0.496
Anxiety 224 .143 175 -0.109 - 0.458
Stress .673 -.052 -.047 -0.268-0.174
Craving 427 .078 .143 -0.213-0.499
MATE personality .043 .206 1.076 0.033-2.119
Undergoing treatment .178 136 1.532 -0.711-3.775
Limitations-relationships 742 -.033 -.091 -0.642 — 0.459
Psychotic symptoms, suicidal risk 315 -.103 -1.257 -3.729-1.215

Note — 95%Cl = 95% confidence interval
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4 Discussion

The aim of this study was to develop models to iptetthe present of personality disorder
traits in total and for the three clusters with MATE total scores. Surprisingly, relatively

few personality disorders diagnosed with the hélfhe SIDP-IV were present in the sample,
so that we created dimensional SIDP-IV scores. oftimal models contain the MATE

personality score as a predictor. Other predictegse depression, anxiety, and psychiatric
comorbidity. However, the latter wasn’t a good pctmt. The relationships between certain
factors, such as axis | problems, craving, andSA®AS score, with personality disorder
traits could be partly confirmed. Most of the remiag MATE total scores could also be

related to personality disorder traits.

Four models to predict personality disorder tratgeneral, and cluster A, B and C
traits were found, wovon das Model fir Cluster Aeebchwach ist. Personality disorders in
general and cluster C traits can be predicted tfirauhigh MATE personality score (i.e. the
SAPAS score), in combination with high depressioorss in the DASS. This is in line with
previous findings. The DASS scores belong to theaa ‘psychiatric comorbiditiy’ in the
MATE. Axis | disorders are highly correlated witkis Il disorders (Ansell et al., 2010;
Oldham, Skodol, Kellman, 1995; Siever, Davis, 1998yt instead of giving information
about axis | disorders the MATE only shows axisrdipems such as depression, anxiety,
stress, and psychotic symptoms and suicidal riskall®f these, the only good predictor for a
potential personality disorder in general as wall per cluster is the factor depression.
Surprisingly, anxiety had no bigger influence inet of the four models even though certain
personality disorders, like obsessive compulsivesgwlity disorder and avoidant disorders
are likely to occur together with anxiety disordeédsme possible explanation for this might be
that general anxiety as measured in the MATE u#iegDASS is hard to compare to the
anxiety resulting from actual anxiety disorders.isTtwould mean that previous findings
concerning the correlation between axis | and &ixdisorders cannot be translated to the
MATE, because the part of the MATE that deals vtk axis | problems isn't detailed
enough for that purpose. To evaluate this propemtyto compare axis | disorders to the axis |

problems part of the MATE conclusively future rasbas needed.

The MATE personality score can be found in eaclheffour models. This proves
again that the SAPAS has earned its place in thellMAecause it discovers personality

disorder traits reliably.
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It was presumed that the amount and type of substase is related with personality
disorders, insofar as hard drugs are more likelpaoconsumed by people with especially
cluster B personalities. This assumption could bet fully confirmed in this study.
The only hard drug that could be related to perstyndisorder traits was crack. A possible
explanation for this finding might be that very féaard drug users participated in this study,
so that possible relationships between the othed kaugs (such as cocaine, heroin, or
opiates) and personality disorder traits stay wwidiered. It is also possible that these
connections couldn’t be found because of the lowvalence of personality disorders,
especially of Cluster B personality disorders whigdre found to be most likely related with
hard drug use (Sher & Trull, 2002). Even the preneé of personality disorder traits was
very low. Further research is needed because opdbsibility that this hypothesis only fits

for individuals with severe cases of personaligodilers.

In addition to that the low prevalence of diagnogestsonality disorders (23%
diagnosed personality disorders) and the presemsopality disorder traits itself were also
very surprising. Practice tells us that often abd0% of clients with an addiction problem
also have a comorbid personality disorder. In thdysof Zikos, Gill, and Charney (2010) for
instance, 59% of their outpatient sample had agpeigy disorder. In the study of Verheul et
al. (2000) the sample was similar to the curremha. There, the sample consisted of
individuals entering substance abuse treatment.pféealence of personality disorders was
57%. Explaining the very low prevalence of persipnalisorders or even personality disorder
traits is difficult. Ball (1998) found that persdity disorders might lead to more frequent
dropout. This might be due to difficulties in retatships, maladaptive coping styles or high
levels of suffering. Two sessions of 90 minutesheaight be too straining for clients with
personality disorders, so that they are not reptesein this study. However, other studies
with higher percentages of present personalityrdess, such as these of Zikos, Gill, and
Charney (2010) or Verheul et al. (2000) had to eetl the same problems.

Another surprising finding was that alcohol use ldomot be related to personality
disorder traits; although it is found that espdgialcohol use disorders are highly comorbid
with personality disorders (Sher & Trull, 2002; Tret al., 2000). In previous studies (Sher &
Trull, 2002; Trull et al., 2000; and Sher et aB99) alcohol dependence has been linked to
personality disorders. Counter-intuitively, thisateonship was not found in the current study,
although alcohol was the main problem substandkisnsample. It might be that he clients in

this study registered themselves relatively voldlytat Tactus for an addiction treatment. It
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is possible that clients with a milder form of actdin problems are more willingly to go to
therapy, and especially to participate in a stuldsn those with severe alcoholism. It would
have been helpful if the motives for dropouts welear, to test this hypothesis. Another

possible reason is the low prevalence of persgndiiorder traits.

4.1 Shortcomings and limitations
This study has several shortcomings that made ritexprretations of the results not that

apparent.

First, our sample included very few hard drug usssgthat the internal consistency of
the results concerning drug use is rather lowutare research it may be advisable to balance
the total number of hard drug users with the numhsr soft drug users.
Secondly, the mean age is 40 and very young or adéviduals are not taken into account.
This means that the results are not representdtiveyounger or older populations.
Thirdly, there are very few personality disordeaghoses included in the sample, so that here,
too, internal consistency is low for the outcomiesfuture research there should be more
individuals with  personality disorders included tomake results stronger.
All data of individuals who didn’t want to partakethe study or dropped out of it should be
kept. With this a validation of the sample mightdussible and facilitate interpretation.

4.2 Implications for practice

There is still little research done about the MAd%£a whole. This study has shown that the
MATE possibly provides more information than wasught: It has been proven that the
MATE can disclose risk-profiles which might poimt & personality disorder. High scores in
psychiatric comorbidity in combination with high BAS scores should thus alarm the
researcher and potentially make him test for petsgndisorders. This study implies a
starting point for further research about the défe MATE scores in relation with personality
disorders, so that future intake can be designerk rafficiently and treatment can become
more suitable. For instance it would be possiblelégelop specific instruments for those
personality disorders based on those risk-profildé®e SAPAS might be helpful discovering
personality disorders but to use the MATE morecédfitly in the future it is necessary to look

at the other correlations.
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4.3 Conclusion
The personality module of the MATE (i.e. the SAPASHot the only predictor of a possible

personality disorder. As an implication for praetithe intake team should pay attention for
the four different risk factors that were foundls study: If high depression scores co-occur
with high MATE personality scores, the intake teahould think of a possible personality
disorder in general and a cluster C personalitgrder. If anxiety, depression, and the MATE
personality are high, a cluster B personality disoris likely. High depression scores, high
MATE personality scores and high scores on psych®¢mptoms and suicidal risk might
point to a cluster A personality disorder.
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6 Appendix A

Table 3 — Correlation matrix of the MATE total scores and personality disorder (PD) traits

1.
PD traits

3. ,193 ,430%*
abuse

5. ,231* ,400** ,062 ,298**
craving

7. A19* 367,102 ,307*  382%* 427
anxie

9. ,521*  375%* 137 ,310**  ,333*  848**  |740**  ,873*
DASS-total

11. undergoing ,246* ,070 -,020 ,033 ,066 ,197* ,279%  261** 291 ,348*
treatment

13. physical ,361** ,328*  244* ,341*%*  350%* | 304**  495%  2@**  425% 180 ,239* ,191
complains

15. limitations 367 |246% ,229% ,250*  288*  466**  ,328** 317  452* 155 ,173 ,285%%  427**  229*
-total

17.limitations 211* ,242* ,161 ,222* , 126 ,371** ,271%* ,337* QO** ,248* ,190 ,291** ,249* ,149 ,B675** ,237*
-relationships

19. positive ,033 ,043 ,079 ,113 ,009 -,052 121 ,005 ,016 ,042 ,027 -,004 -,086 -,129 ,033 -,039 ,001 -,093
influences



21. need 217 ,341** 160 ,290%* 145 ,301** [ 292*  280* ,350** 143 ,227* ,139 ,318** 309%*  495**  423*  424** 317 - 121 ,308**
for care

* .05 (2-tailed) significant **  01Z-tailed) significant



