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Abstract

Introduction Researchers have shown various variables'role in forming personality disorders (PD). This study aimed
to assess the role of early maladaptive schema (EMS), attachment style (AS), and parenting style (PS) in discriminating
between personality disorders and normal individuals.

Methods In this study, 78 personality disorder patients and 360 healthy volunteers aged 18-84 were selected using
convenience sampling. They completed the Schema Questionnaire-Short Form (SQ-SF), Revised Adult Attachment
Scale (RAAS), and Baumrind's Parenting Styles Questionnaire (PSI). Data were analyzed using discriminant analysis with
IBM SPSS 25.

Results The results showed higher mean scores in all early maladaptive schema domains, insecure attachment
styles, and authoritarian parenting in the personality disorder group than in the normal group. Also, discriminant
analyses revealed that the function was statistically significant and could distinguish between the two groups
and a compound of essential variables, disconnection, impaired autonomy, and secure attachment, respectively,
discriminating two groups. Given that all components were able to distinguish between the two groups.

Conclusion Therefore, intervention based on these factors early in life may help reduce the characteristics of
personality disorders. Also, considering the role of these factors, treatment protocols can be prepared.
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Introduction

The latest version of the Diagnostic and Statistical Man-
ual of Mental Disorders (DSM-5), which was published
in 2015 [1], defines personality disorder (PD) as a “per-
sistent pattern of behaviors and inner experiences that
deviate from expectations of the individuals’ culture stan-
dards, is inflexible, begins in adolescence or youth, and is
fixed over time, lead to dysfunction or functional impair-
ment and is shown in at least 2 of the four domains of
cognition, emotion, interpersonal relations or impulse
control” [2]. Since the third published edition of DSM,
PD has separated from axis one disorder and put onto a
separate axis, bringing this area of psychopathology into
the researchers’ center of attention [3].

Studies on the prevalence rates of PDs indicate these
disorders are common between 9 and 13% in the non-
clinical community [4] and 50% in the clinical sample [5].
Prevalence estimates indicate that personality pathology
is widespread and has caused public health concerns [3].
Clinical history shows PDs are associated with significant
functional impairment [6], considerable risk factors for
suicidal behavior [7-9], and are comorbid with a wide
range of other psychiatric disorders [7, 10, 11], and social
deviation (e.g., crime, addiction) [12, 13].

Accordingly, understanding “How” and “Why” PDs are
developed is essential. So far, several studies have been
conducted on the description, explanation, and etiology
of PDs. There is broad disagreement among scientists
about the causes of PDs, but generally, the risk factors for
these disorders are multifaceted and influenced by bio-
logical, psychological, and social factors [14—16].

Twin and adoption studies have revealed that PDs have
a hereditary component; Fontaine and Viding (2008) esti-
mated heritability to be between 30 and 80%, while Buffie
(2017) suggested it to be 58% [17, 18]. The remaining
unexplained percentage is attributed to environmental
influences [19] and adverse childhood experiences [20,
21].

Personality generally arises from the interplay of
genetic and environmental factors. Differences in individ-
ual traits, characterized under the umbrella term “tem-
perament,” are closely tied to biological processes. These
traits, some of which are hereditary, can be observed
from early childhood [22, 23]. However, the development
of these traits is influenced by both the environment and
heredity: children’s experiences shape their character
traits, while their traits, in turn, affect their experiences.
This ongoing interaction mutually affects psychological
processes such as emotional expression, empathy, social
behavior, impulse control, and risk-taking [24].

On the other hand, the development of these person-
ality traits is a two-way process: children’s experiences
affect the development of their traits, while their traits,
in turn, affect the type of experiences they have, and
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this interaction exists over time [25]. These interactions
apply to various psychological processes, such as emo-
tional expression, empathy, attributional style, sociability,
impulse control, and risk-taking [24].

Studies investigating the causes of PDs have affirmed
the role of genetics [15, 26], early maladaptive schemas
(EMS) [27-32], attachment style (AS) [33-36], and par-
enting style (PS) [37-41].

Early maladaptive schema (EMS)

Young (1990, 1999) and others hypothesized that these
self-defeating emotional and cognitive information-pro-
cessing patterns might be at the core of many PDs [42].
According to Young, primary maladaptive schemas are
“an overarching theme or pattern consisting of memo-
ries, emotions, cognitions, bodily sensations, and strong
and inflexible beliefs about oneself, the world, and one’s
relationships with others that are seen as symptoms in
personality disorders” which the American Psychiatric
Association has described [28, 42].

This theory suggests negative/traumatic childhood or
adolescence experiences are the primary source of these
dysfunctional patterns, perpetuated throughout the lifes-
pan, and generate self-defeating behavioral patterns [43].
The activation of primary maladaptive schemas causes
intense emotions and frustrations, which show that their
basic emotional needs are not satisfied, and the symp-
toms observed in personality disorders are the methods
that people use to cope with this issue [28]. EMSs are
assumed to be highly stable and resistant to change, act-
ing like templates to assign repetitive meanings to the
individual’s experiences and guide their thoughts, per-
ceptions, emotions, and behavior [31]. Findings indicate
EMSs are dysfunctional to a significant degree [42] and
lead to emotional, interpersonal, and professional rela-
tionship confusion and dissatisfaction, psychological dis-
tress, and PDs [42, 44].

EMSs are believed to underlie, perpetuate, and main-
tain characteristics commonly seen in PDs. So far, clinical
and nonclinical studies have investigated the relation-
ship between EMSs and PDs. These research studies
have generally indicated that EMSs contributed signifi-
cantly to the prediction of PDs [28, 45], there are signifi-
cantly higher levels of EMSs in PDs in comparison to the
control group and other patients [27, 30, 46], and some
EMSs predict certain PDs [28-31, 47, 48]. Also, some of
these research studies found a relationship between the
PD and EMS domain [27, 31, 47, 49]. For example [47]
in their research indicated some domains of EMSs relate
to a broader vulnerability factor for PDs (i.e., disconnec-
tion and rejection for both borderline and avoidant PDs),
and some domains differentially relate to the specific PDs
(i.e., other-directedness domain for dependent personal-
ity disorder and over vigilance for obsessive-compulsive
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personality disorder). Narcissistic personality disorder
was positively associated with impaired limits [31, 49],
disconnection/rejection, vigilance, and inhibition [31]
and negatively associated with the other-directedness
domain. Paranoid personality disorder was associated
with the disconnection and rejection and the impaired
autonomy and performance domain, and borderline
and antisocial personality disorder were associated with
the disconnection and rejection and the impaired limits
domain [49]. Antisocial personality disorder was related
to three EMS domains: impaired limits, impaired auton-
omy/performance and disconnection/rejection, and bor-
derline personality disorder was related to all domains
except other-directed [27].

Attachment

Another theory that has been described as a concep-
tual framework for understanding PDs is attachment
theory (AS) [34]. This theory was formulated by Brit-
ish psychoanalyst John Bowlby (1969, 1973, 1980) and
American-Canadian developmental psychologist Mary
Ainsworth (1991). This theory explains how the emo-
tional bonds one forms with primary caregivers during
infancy have lasting effects and extend into adulthood,
serving as enduring templates to determine their char-
acteristic ways of relating to others [35, 50, 51]. In other
words, the attachment theory suggests that how people
relate to others and respond to intimacy throughout life
are learned during infancy through interactions with pri-
mary caregivers or “attachment figures.” [34, 35].

Bowlby (1969-1999) claimed infants internalize their
interactions with primary caregivers as a cognitive
framework that comprises mental representations of the
world, self, and others. Such representations are called
“internal working models” They are hypothesized to
shape the development of ASs [33] and to establish a base
for personality development, identity formation, subse-
quent intimate relationships [35, 52], expectations about
interpersonal relations, social acceptance, as well as atti-
tudes to rejection, strategies for coping with distress, and
mental health throughout life [34, 35, 52].

Attachment theory has proven to be a fruitful frame-
work for predicting vulnerability to psychopathology.
Bowlby (1973, 1980) postulated that the development of
the negative representation of self or others during the
early years of life can be related to the subsequent devel-
opment of psychopathology [53]. Many personality theo-
rists have considered attachment theory as a framework
for understanding the development, maintenance, and
treatment of the interpersonal difficulties and adapta-
tions that characterize personality pathology [34, 35, 54].

PDs are characterized by distorted representations of
self and others, as well as dysfunctional interpersonal
relationships [36]. According to attachment theory,
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PDs reflect insecure internal working models that are
assumed to operate in such a way as to confirm or fulfill
themselves. These representational working models, in
this way, make themselves rigid and inflexible and cause
difficulties in social, occupational, and relational func-
tioning [54].

Further, a large body of empirical research has exam-
ined the relationship between PDs and ASs and sup-
ported the general role of insecure attachment in forming
PDs [33, 55-57]. Along the same lines, research studies
have shown that secure attachment negatively predicts
PD [58, 59].

Some research has studied the relationship between
attachment and PDs across three different clusters of
PDs and provided evidence of the role of attachment in
Cluster B PDs [56, 60]. Cascio and Alaimo indicated that
preoccupied attachment is a specific feature of patients’
Cluster C PDs, and Cluster A and B disorders were asso-
ciated with fearful avoidant attachment [61].

Parenting style (PS)

The third variable hypothesized in this study to act as a
factor influencing the development of PDs is parenting
style (PS). Many researchers consider the interactions
between the individual and their environment as the
most critical factor in the development of PDs [62, 63].
Prominent research and theory have considered family
processes as significant sources of socialization for chil-
dren and the development of personality [64, 65]. Along
the same lines, research indicates children brought up by
warm parents tend to show better social adjustment [66].

As dysfunctional interpersonal relationships comprise
a core feature of PDs [39], it’s probably safe to argue
that socialization deficits observed among individuals
with PD might partly emerge from problematic parent-
ing [64]. One theory to conceptualize the impact of early
socialization on the development of PDs has been Diana
Baumrind’s PSs (1967, 1978, 1991). She conceptualized
PSs along two dimensions: parental demand (e.g., con-
trol) and parental response (e.g., warmth). Accordingly,
Baumrind defined three PSs: authoritative (high demand
and high responsiveness), authoritarian (high demand
and low responsiveness), and permissive (low demand
and high responsiveness) [67].

Research on PSs suggested lack of parental care, over-
protection, or both in childhood resulted in a change in
normal personality, such as higher neuroticism, self-criti-
cism, and perfectionism [68].

Many studies have found associations between parent-
ing and PDs [37, 41, 64, 69-72]. For example, Cheng et
al. [41] showed parental rejection and over-protection
were linked to the higher occurrence of PD, while emo-
tional warmth was negatively related to PD. In addition,
it has been concluded that lower levels of care and higher
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levels of overprotection characterize patients with PDs.
Similarly, personality-disordered patients perceived less
parental care and more paternal freedom control and
autonomy denial than normal adolescents and adults [40,
41].

Nordahl et al. [30] declared patients with antisocial,
schizoid, and schizotypal PDs did not show any signifi-
cant association with any of the EMSs. Also, in this study,
the scores of enmeshment/underdeveloped self-schemas,
emotional deprivation, and entitlement did not differen-
tiate between patients with PD and without a diagnosis
of PD.

Research also indicates a significant relationship
between AS, EMS, and perceived PS. The interaction
between a child’s unique nature, temperament, and nega-
tive experiences like maladaptive PSs contributes to the
development and persistence of maladaptive schemas
[42, 71, 73]. Studies have shown that negative parenting
practices from both parents are linked to stronger lev-
els of schema domains [74, 75]. ASs are also shaped by
genetic factors, a child’s temperament, and attachment
experiences [76, 77]. Some studies have found a positive
relationship between authoritative parenting and secure
attachment and negligent and authoritarian parenting,
which predicted avoidant attachment [78]. The findings
of a meta-analysis indicated a strong positive association
between insecure attachment styles (anxious and avoid-
ant) and primary maladaptive schemas. In contrast,
secure attachment negatively correlates with primary
maladaptive schemas [79].

In this study investigating the origins of PDs, the focus
was on three key factors: schema, attachment, and par-
enting. Based on previous research, these variables have
shown significant relevance to understanding PDs. How-
ever, despite this background, it remains unclear which
factors significantly influence the development of these
disorders. Therefore, the current study aimed to exam-
ine all three variables simultaneously and determine their
respective contributions in distinguishing individuals
with PDs from those without.

One of the innovative aspects of this study is looking
into how the linear relationships between these con-
structs could be used to discriminate the normal (NR)
group from the disordered group. In light of the data
declared in the current study, this research aims to (1)
Determine whether PDs can be predicted based on
EMSs, AS, and perceived PS; (2) Can variables differen-
tiate between the NR and PD groups? and (3) Another
purpose of this study was to determine which component
or components could demonstrate such distinction and
estimate each variable’s share in the difference between
the two groups.
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Materials and methods

Participants and procedure

The study included two groups: normal and clinical. The
clinical group included outpatients seeking treatment at
an Iranian Specialized Psychiatry clinic in Tehran and
Alborz provinces. Researchers visited three psychiat-
ric clinics in person to collect samples from individuals
with PDs. They talked to individuals diagnosed with PD
by a psychiatrist, and after giving informed consent to all
patients, they filled out a paper and online questionnaire.
Inclusion criteria were (a) a primary diagnosis of PDs by
a clinical psychologist and psychiatrist, (5) older than 18
and younger than 84 years old, and (c) a level of education
of at least middle school. The final sample comprises 78
outpatients with PDs (Female N=30, 61.5%; with mean
age=32; Male N=38, 38.5%; with mean age=32). Patients
were diagnosed with PD (clusters A (N=19), B (N=17),
and C (N=42)) according to the (DSM-5, American Psy-
chiatric Association, 2013).

In discriminant analysis, the smallest group should
have more individuals than the number of predictor vari-
ables [80]. This study’s smallest group consists of indi-
viduals with PDs, totaling 78 participants, while we had
11 predictor variables. Hence, the number of individu-
als in the personality-disordered group was five times
greater than the total number of variables, confirming the
hypothesis.

In this study normal population, including 422 sub-
jects, was selected by convenience sampling. The exam-
iner evaluated them after screening with SCID, ensuring
that all entry criteria were met and conducting thorough
interviews with the participants. As a result, 62 subjects
were excluded due to not meeting the entry criteria. Ulti-
mately, data from 360 normal subjects were analyzed.
Participants who were willing to participate received
and filled out the questionnaire online. Inclusion criteria
were () no PD and other psychiatric disorders, (b) older
than 18 and younger than 84, and (c¢) level of education
of at least middle school. The final sample comprised 360
(Female N=210, 58.3%; with mean age=29; Male N=150,
41.7%; with mean age=30). The gender frequency differ-
ence between the two groups was evaluated, and no sig-
nificant difference was observed in terms of this variable
between the two groups (X?=0.272, df=1, P=0.602).

Instrument and questionnaire

The Schema Questionnaire-Short Form (YSQ-SF) It
is a 75-item self-report assessing 15 different EMSs that
are clustered in five domains, including (@) disconnection
and rejection, (b) impaired autonomy and performance,
(c) impaired limits, (d) other-directedness, and (e) over-
vigilance and inhibition. Each item is rated on a 6-point
Likert scale ranging from 1 (Absolutely wrong) to 6
(Absolutely true). The average score of each schema is cal-
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culated by summing the outcomes of all related items and
then dividing this by the total number of questions. Evi-
dence supports this instrument’s reliability, validity, and
factor structure of the SQ-SF [81, 82]. The Persian version
of the YSQ-SF has demonstrated adequate validity and
reliability in Iranian samples [83, 84]. For all subscales,
Cronbach’s as for the YSQ-SF subscales were estimated
between 0.69 and 0.90 [83].

Revised Adult Attachment Scale (RAAS) It is an
18-item self-report instrument that includes three sub-
scales (each with six items): (a) comfort with closeness, (b)
comfort with depending on others, and (¢) anxious con-
cern about abandonment. According to these subscales,
three AS of secure, anxious, and avoidant are identified.
Each item is rated on a 5-point Likert scale ranging from 1
(I completely agree) to 5 (I completely disagree). Internal
consistency reliability, a coefficient, and retest reliability
after a 2-month interval were 0.68, 0.71, and 0.52 for close,
dependency, and anxiety subscales, respectively [85, 86].
Collins and Read (1996) reported adequate internal con-
sistency. Cronbach’s alphas for the close, depend, and
anxiety subscales were 0.77, 0.78, and 0.85, respectively.
Research on the Iranian population indicates a high valid-
ity of 0.95 for this variable. Moreover, Cronbach’s alpha
for this scale is reported to be 0.8, further underlining its
high-reliability coefficient [87].

PS Inventory (PSI) This questionnaire was designed
by Diana Baumrind in 1972, and it includes 30 items
that evaluate three PSs: authoritative, authoritarian, and
permissive styles. The question’s response pattern fol-
lows a 5-point Likert scale from “Absolutely opposed” to
“Absolutely agree” The reliability of this questionnaire, by
test-retest method, is 0.81 for permissive, 0.92 for author-
itarian, and 0.92 for authoritative PS [88]. In evaluating
the validity of this instrument, the relationship between
permissive and authoritarian has been reported as -0.50,
and between authoritative and authoritarian, -0.52 [89].
In Iran, Esfandiari (1995) has declared the reliability of
subscales by test-retest, 0.69 for permissive style, 0.77 for
authoritarian, and 0.73 for authoritative [90].

Table 1 Demographic characteristics of participants

Gender Age
Group Mean Frequency Percent Mean
NR Male 150 41.7 3046
Female 210 583 29.19
Total 360 100.0
PD Male 30 385 32.80
Female 48 61.5 32.22
Total 78 100.0

NR: Normal
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Statistical analyses

Participants were assessed using YSQ-SF, RAAS, and PSIL
According to the nature of the variables, discriminant
analysis was used to analyze the data to predict group
membership in dependent variable classes from a set of
independent variables.

First, the hypotheses of diagnostic analysis were exam-
ined. One of the assumptions for discriminant analysis is
the lack of a multi-collinearity relationship between inde-
pendent variables. The correlation between independent
variables was first obtained in this study to conduct the
discriminant analysis. Calculating the matrix of average
correlations within groups indicated the lack of a multi-
collinearity relationship. Also, log determinants and Box’s
M test (F=1.121, P=0.235) showed that the variance/
covariance matrix of the two considered groups is equal.
Since all the discriminant analysis test assumptions have
been confirmed, this study used the discriminant analysis
test to examine the research assumptions. All statistical
analyses were performed using SPSS (version 25.0).

Results

From among 438 participants (258 females and 180
males) in this research, 78 were included in the PD group
(17.8%) and 360 in the NR group (82.2%). Table 1 shows
the demographic characteristics of the participants in
the two groups. The average age was 32 (SD=6.9) and 29
(SD=38) for the PD and NR groups, respectively. The PD
group comprised 19 people with Cluster A (24.4%), 17
people with Cluster B (21.8%), and 42 people with Clus-
ter C (53.8%).

Pearson correlation matrix for the relationship between
schema domain, AS, and PS in PD and NR individuals
has been provided in Table 2. Additionally, Table 3 pres-
ents the descriptive statistics of the subjects. According
to this table, compared to the NR group, people with PDs
scored higher on average in all five EMS domains: anx-
ious AS, avoidant AS, and authoritarian PS. The average
score for the NR group in secure AS, authoritative PS,
and permissive PS was higher than the PD group.

The conducted discriminant analysis was a two-group
analysis, so one discriminant function was performed
(Table 4). The discriminant function was significant as
Wilks" lambda was 0.860 (P<0.001). This value indicated
the existence of differences between groups (Table 5).

Table 6 shows standardized coefficients and structure
matrix. Canonical discriminant function coefficients
were used to evaluate the independent variable’s unique
contribution to the discriminant function (Fig. 1). The
canonical structure matrix revealed the correlations
between each independent variable and the discriminant
functions. It allowed us to compare correlations and see
how closely a variable was related to each function [91].
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Table 2 Pearson correlation matrix for the relationship between schema domain, AS, and PS in PD and NR groups

Variables DR P 1l oD ol ATI ARI PM sC AV AX
PD Group

(N=78)

DR 1

[3 069™ 1

[ 0.54" 040" 1

oD 055" 047" 0.21 1

o] 049™ 034" 039" 042" 1

ATI -0.13 -017 0.00 0.12 002 1

AR 049" 032" 025" 0.24" 014 —-047" 1

PM —-040" -030" -0.12 -0.20 -008 060" -063" 1

SC —-021 -0.19 -031" 0.18 -027" 0.10 001 0.08 1

AV 035" 014 041" 0.13 033" -0.12 027" -0.18 -028" 1

AX 063" 050" 049" 039" 046" -003 030" -0.17 -0.18 024 1
NR Group

(N=360)

DR 1

[3 069" 1

[ 0.59™ 049" 1

oD 059" 062" 045" 1

ol 047" 043" 044" 051" 1

ATI -020" -0.11 —-0.03 —-0.05 -003 1

AR 047" 036" 032" 032" 032" -050" 1

PM 035" 017" -0.19" -008 -0.09 062" 062" 1

SC -037" -0317 —-030" -0.12" -033" 0.14" -023" 026" 1

AV 042" 021" 032" 0.20" 035" -008 026" -021" -032" 1

AX 066" 049" 042" 050" 043" 011" 030" -0.18" -033" 033" 1

NR: Normal, DR: Disconnection/rejection schema domain, IP: Impaired autonomy/performance schema domain, Il: Impaired limits schema domain, OD: Other-
directedness schema domain, Ol: Over vigilance/inhibition schema domain, SC: Secure AS, AV: Avoidant AS, AX: Anxious AS, ATI: Authoritative PS, ARI: Authoritarian

PS, PM: Permissive PS.
*p-value < 0.05, and **p-value < 0.01

Table 3 Descriptive statistics (Mean and Standard Deviation) for NR and PD groups

Group
NR PD
M sD M sD
EMS Disconnection/rejection 57.67 20.21 76.26 23.82
Impaired autonomy/performance 36.86 15.24 49.92 17.08
Impaired limits 29.56 8.36 34.44 9.61
Other-directedness 26.53 844 30.68 10.08
Over vigilance/inhibition 3147 9.23 36.61 9.35
AS Secure 16.18 4.29 13.20 4.57
Avoidant 13.82 3.85 15.11 332
Anxious 10.33 578 13.35 595
PS Authoritative 31.94 8.50 2834 8.23
Authoritarian 2583 8.39 29.94 7.87
Permissive 25.02 6.06 22.67 5.96

NR: Normal, M: Mean, SD: Standard deviation

Structure matrix coefficients value showed PD was
mainly determined by positive relation discriminant
functions with disconnection/rejection domain (0.844),
impaired autonomy/performance (0.795) schema
domain, and negative relation discriminant functions
with secure AS (-0.651), respectively (Table 6). The

classification result clearly showed how constituting the
sample was distributed across groups. According to the
results, 261 individuals (72.5%) of the NR group were
classified correctly. Also, 53 individuals (67.9%) in the
PD group were correctly classified. A total of 71.7% of
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Table 4 Tests of equality of group mean

Wilks’ F df1 df2 P
Lambda
Disconnection/rejection 0.896 50.75 1 436 0.001

Impaired Autonomy/ 0.906 4500 1 436 0.001
performance

Impaired limits 0.955 2063 1 436 0.001
Other-directedness 0.968 1440 1 436 0.001
Over vigilance/inhibition 0.957 19.77 1 436 0.001
Secure 0.935 3017 1 436 0.001
Avoidant 0.983 751 1 436 0.006
Anxious 0.962 1739 1 436 0.001
Authoritative 0974 11.58 1 436 0.001
Authoritarian 0.965 1575 1 436 0.001
Permissive 0.978 965 1 436 0.002

individuals were distributed in line with the expected
classification (Table 7).

Discussion

In response to the questions raised in this study, the
results showed that the EMS, AS, and PS variables could
predict personality disorders. These variables can be used
to identify individuals at risk for developing PDs. Fur-
thermore, the variables were also found to differentiate
between the NR group and those with PDs, so they can
be used to distinguish between individuals with a normal
personality and those with a PD. Additionally, the study
found that specific components contributed more to dif-
ferentiating between the two groups. The components
of schema domains involving disconnection/rejection,

Table 5 Wilks'lambda summary of canonical discriminant functions

Page 7 of 11

Table 6 Structure matrix and canonical discriminant function
coefficients

Canonical dis- Struc-
criminant func-  ture

tion coefficients matrix

Function Function

1 1
Disconnection/rejection 0.586 0.844
Impaired autonomy/performance 0.381 0.795
Impaired limits 0.008 0.538
Other-directedness —-0.087 0450
Over vigilance/inhibition 0.118 0.527
Secure -0.375 —0.651
Avoidant —-0.080 0325
Anxious -0.188 0494
Authoritative 0.046 -0.403
Authoritarian —-0.208 0470
Permissive -0.223 -0.368

impaired autonomy/performance, and secure attachment
style were found to have the highest contribution in cre-
ating this distinction.

The results of this study indicated ASs were capable
of discriminating between NR and PD groups. Secure
attachment, insecure-anxious attachment, and insecure-
avoidant ASs made the highest distinction between the
two groups, respectively. In this research, consistent with
the findings of some other studies, secure attachment
negatively predicted PD [58, 59]. Moreover, the PD group
differed from the NR group concerning anxious and
avoidant attachments. In the current study, as the other

Function Eigenvalue % of variance Cumulative % Canonical correlation Wilks’ Lambda Chi-square P
1 163° 100.0 100.0 0.375 0.860 65.166 0.001
Canonical Discriminant Function 1
Group =NR Group =PD
807 Mean =-0.19 Mean = 0.87
Std. Dev. = 0.980 Std. Dev. = 1.087
T}K N =360 N=78
125
60
10.07
757
40+
5.07
207
257
o T T T T 0.0 T T T
-4 2 0 2 4 -4 -2 0 4

Fig. 1 The plot of the discriminant function for NR and PD groups
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Table 7 Classification Results®*

Predicted group Total
membership

NR PD
Original Count  NR 261 99 360
PD 25 53 78
% NR 725 275 100.0
PD 321 679 1000
Cross-validated® Count NR 256 104 360
PD 29 49 78
% NR 711 289 1000
PD 372 628 1000

NR: Normal, PD: personality disorder, (a) 71.7% of original grouped cases
correctly classified. (b) Cross-validation is done only for those cases in the
analysis. In cross-validation, each case is classified by the functions derived
from all cases other than that; (c) 69.6% of cross-validated grouped cases are
correctly classified

studies declared, they played a more significant role in
discriminating between the two groups [58, 92].

Another finding revealed ASs could predict PDs, with
secure attachment being a negative predictor and anx-
ious and avoidant insecure attachments being a positive
predictor for PDs, in which some studies obtained the
same results [33, 34, 57].

PDs are characterized by enduring maladaptive pat-
terns of behavior, which include interpersonal (distur-
bances in arousal regulation or impulse and emotion
control), intrapersonal (incompetent relationship pat-
terns), and social components (which create conflict with
others and the social institutions) [33]. The attachment
theory could explain such characteristics of PDs. Each PD
has a distinctive and incompetent intrapersonal style that
is usually the characteristic feature of the disorder. There
is also a series of experimental supports for the hypoth-
esis that PD is a disorder in intrapersonal relationships
[34, 54]. A study by Meyer, et al. has found that dysfunc-
tional intrapersonal behaviors make up 45% of diagnostic
criteria for the PDs in DSM-1V, outstripping the remain-
ing criteria [dysfunctional cognition (23%), emotional
disorders (20%), and the other behaviors (12%)] [59]. The
formation of secure attachment, a main growth stage, is
influenced by how the children interact with their care-
givers. Since the mental representations of the type of
primary relationships extend to an individual’s future and
affect their relationships, it may explain how an insecure
attachment damages the intrapersonal relationships of an
individual with PD.

The findings indicate that PSs can discriminate between
the NR and PD groups. In this study, the authoritarian PS
positively correlated with the PDs, whereas the authori-
tative PS (characterized by high responsiveness, high
care, and high demands) negatively correlated with the
PDs. The results are consistent with the studies report-
ing that patients with PD receive lower parental care
but higher freedom, control, and autonomy denial (the
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characteristics of authoritarian parenting) than normal
adolescents and adults [55-57]. As mentioned before,
one of the main features of PDs is a significant problem in
intrapersonal relationships. How a child behaves gener-
ally depends on the PSs that the parents adopted. A good
relationship with parents would help the children achieve
social and emotional adjustment during growth [64, 65].

Furthermore, the parents affect the socialization pro-
cess and impact various components of personality, such
as children’s cognition, emotion, and behavior [93]. Peo-
ple with PD lack at least two of the four areas of intra-
personal relationship: cognition, emotion, and impulse
control [5]. Our hypothesis was confirmed by the studies
that have indicated that problematic parenting increases
the risk of developing PD [41, 64, 69, 71, 94].

Apart from authoritative parenting, permissive parent-
ing also negatively correlated with the PD group in this
study. The permissive PS, characterized by a high level
of care, may serve as a protective factor against such
PD traits. Limited research has explored the association
between the perceived parenting style within the PD
group and how it differs from the NR group. However,
the findings have shown that A review of the conclusions
of research such as Henschel, Claudio, and Kiligckaya on
the effect of permissive PS on the development of PDs
revealed that narcissistic PD is related to permissive par-
enting [95-97]. Moreover, Morrison’s study showed that
PSs that lack boundaries are over-indulgent or inconsis-
tent and may predispose children to develop histrionic
PD [98], which resembles permissive PS. The results of
research on permissive PS require further analysis.

Among the ten specific PDs, the schizoid, schizotypal,
paranoid, borderline, avoidant, and obsessive-compulsive
disorders are characterized by features that indicate a
record of parental neglect and lack of adequate care for
children [20, 99-101].

The findings indicate distinctions between the PD
and the NR groups in the disconnection and rejection,
impaired autonomy and performance, impaired limits,
over-vigilance and inhibition, and other-directedness
domains, respectively.

In this study, the scores of EMSs in PD individuals were
higher than in the NR group, and the finding of this study
was supported by the studies that show some early mal-
adaptive schemas were predictors of PDs [27-31, 47, 102,
103]. People with EMSs cannot perceive and analyze the
information, happenings, relationships, and their sur-
roundings as they exist. They perceive the situation dis-
tortedly and react to it based on the pre-existing beliefs
in their schemas. They also have low flexibility and can-
not accept that this is, in fact, their schemas that create
problems, not the people around them or their expe-
riences. Schemas also cause problems in an individu-
al's cognitive and emotional aspects, feelings, identity,
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intrapersonal relationships, as well as occupational and
social performance, which closely resemble the qualities
of people with PD. The problems of people with PD could
be attributed to the maladaptive schemas that they have
developed.

Findings indicated all components could significantly
separate the NR and PD groups. The following vari-
ables accounted for the most significant share in mak-
ing a distinction among the two groups respectively: (1)
Disconnection and rejection, (2) Impaired autonomy
and performance, (3) Secure attachment, (4) Impaired
limits, (5) Over vigilance and inhibition, (6) Anxious
attachment, (7) Authoritarian parenting, (8) Other-
directedness, 9. Authoritative parenting, 10. Permissive
parenting, and 11) Avoidance attachment.

Disconnection and rejection include abandonment/
instability, mistrust/abuse, emotional deprivation, defec-
tiveness/shame, and social isolation/alienation schemas.
Patients with these schemas cannot experience secure
attachment to others and have grown up in a family char-
acterized as rejectionist, unstable, blameful and humili-
ating, abusive, or isolated. These people’s basic needs for
security, tranquility, acceptance, support, and sympathy
have not been satisfied. Meanwhile, among the EMS,
patients with schemas in this domain had traumatic
childhoods and were often the most damaged. In adults,
they had unhealthy relationships [42]. According to the
explanations, the domain of disconnection and rejection
includes schemas with features that cover some of the
concepts related to insecure attachments (anxiety and
avoidance) that, in adults, had unhealthy relationships.

Impaired autonomy and performance domains include
dependence/incompetence, vulnerability to harm or
illness, enmeshment/underdeveloped self, and fail-
ure schema. Patients with these schemas have grown
up in families that have been entangled, overprotec-
tive, rigid, and lacking self-confidence, hindering their
independence and readiness to live outside the family
and perform well [42]. Moreover, impaired autonomy
and performance include characteristics that could
explain problematic parenting, especially authoritarian
parenting.

Limitations

Limitations of the study include different size numbers of
the normal and disordered groups. Due to the challenges
posed by individuals with personality disorders regarding
cooperation and healthy social interaction, it becomes
challenging to expand the size of the personality disor-
der group. This expansion requires a lengthy collection
period for obtaining samples and the cooperation and
support of additional treatment centers such as hospitals
and psychiatric clinics. Meanwhile, a personality disorder
is comorbid with other psychiatric disorders. The relation
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between these variables should be studied through a
modeling research method.

Conclusions

The current study declared that, compared to nor-
mal individuals, PD patients had a higher level of EMS
domain (e.g., disconnection and rejection and impaired
autonomy), insecure attachment, and authoritarian per-
ceived PS. The highest level of distinction was caused by
disconnection and rejection domain schema, impaired
autonomy and performance, secure attachment, impaired
limits domain, over vigilance and inhibition, anxious
attachment, authoritative parenting, other-directedness
domain schema, authoritarian parenting, permissive
parenting, and avoidant attachment, respectively. So,
the result suggests that special attention should be paid
to these factors in the treatment and psychopathology of
PD.

Acknowledgements

This study is part of the Master’s thesis of Maryam Emmi and is supervised by
Dr. Maryam Moghadasin. This research received no specific grant from funding
agencies in the public, commercial, or not-for-profit sectors. Also, the authors
would like to thank all those who participated in the study and supported the
authors in completing this research.

Author contributions

Study concept and design: M.M. and M.E,; Data acquisition: M.E, M.M.,, and AT,
Analysis and interpretation of data: M.M. and M.E,; Drafting of the manuscript:
M.E., M.M. and H.M;; Critical revision of the manuscript for important
intellectual content: M.M.; Study supervision: M.M. All authors reviewed the
manuscript.

Funding
This research received no financial support or specific grant.

Data availability
The datasets used and/or analyzed during the current study are available from
the corresponding authors upon reasonable request.

Declarations

Ethics approval and consent to participate

All procedures performed in the study involving human participants were
in accordance with the ethical standards of the institutional and national
research committee and with the 1964 Helsinki Declaration and its later
amendments or comparable ethical standards. The ethics committee of
Kharazmi University, Iran, approved all experimental protocols. Informed
consent was obtained from all individual participants included in the study.

Consent for publication
Not applicable.

Conflict of interest
There is no conflict of interest.

Received: 28 August 2023 / Accepted: 29 January 2024
Published online: 15 February 2024

References
1. Zachar P, Krueger R, Kendler K. Personality disorder in DSM-5: an oral history.
Psychol Med. 2016;46(1):1-10.



Emami et al. BMC Psychology

20.

21

22.

23.

24,
25,
26.

27.

28.

29.

30.

(2024) 12:78

Association AP. Diagnostic and statistical manual of mental disorders (DSM-
5°). American Psychiatric Pub; 2013.

Lenzenweger MF, Clarkin JF. The Personality Disorders: History, Classification,
and Research Issues. 2005.

Lenzenweger MF. Epidemiology of personality disorders. Psychiatr Clin North
Am. 2008;31(3):395-403.

Kaplan BJ. Kaplan and Sadock’s synopsis of psychiatry. Behavioral sciences/
clinical psychiatry. Tijdschrift Voor Psychiatrie. 2016;58(1):78-9.

Skodol AE, Johnson JG, Cohen P, Sneed JR, Crawford TN. Personality disorder
and impaired functioning from adolescence to adulthood. Br J Psychiatry.
2007;190(5):415-20.

Johnson JG, Cohen P, Skodol AE, Oldham JM, Kasen S, Brook JS. Personality
disorders in adolescence and risk of major mental disorders and suicidality
during adulthood. Arch Gen Psychiatry. 1999;56(9):805-11.

Pompili M, Ruberto A, Girardi P, Tatarelli R. Suicidality in DSM IV Cluster B
personality disorders. An overview. Annali delllstituto Superiore Di sanita.
2004,40(4):475-83.

Reuben J, Kannapiran DR, Ambujam DG, Gill D, Sakthi D. Personality disorders
among suicide attempters. Eur J Mol Clin Med. 2020;7(6):140-69.

Hawton K, Houston K, Haw C, Townsend E, Harriss L. Comorbidity of axis
I'and axis Il disorders in patients who attempted suicide. Am J Psychiatry.
2003;160(8):1494-500.

Links PS, Eynan R.The relationship between personality disorders and Axis

I psychopathology: deconstructing comorbidity. Ann Rev Clin Psychol.
2013;9:529-54.

Tyrer P, Reed GM, Crawford MJ. Classification, assessment, prevalence, and
effect of personality disorder. Lancet. 2015;385(9969):717-26.

Walter M. Personality disorder and addiction. Co-occurring addictive and
psychiatric disorders: Springer; 2015. p. 137-48.

Paris J. Personality disorders: a biopsychosocial model. J Personal Disord.
1993;7(3):255-64.

Torgersen S, Lygren S, @ien PA, Skre |, Onstad S, Edvardsen J, et al. A twin
study of personality disorders. Compr Psychiatr. 2000;41(6):416-25.
Coolidge FL, Thede LL, Jang KL. Heritability of personality disorders in child-
hood: a preliminary investigation. J Personal Disord. 2001;15(1):33-40.
Fontaine N, Viding E. Genetics of personality disorders. Psychiatry.
2008,7(3):137-41.

Buffie ML. Heritability of personality traits across the Lifespan: a twin study.
University of Colorado Colorado Springs; 2017.

Braungart JM, Plomin R, DeFries JC, Fulker DW. Genetic influence on tester-
rated infant temperament as assessed by Bayley's infant Behavior Record:
nonadoptive and adoptive siblings and twins. Dev Psychol. 1992;28(1):40.
Teicher MH, Tomoda A, Andersen SL. Neurobiological consequences of early
stress and childhood maltreatment: are results from human and animal stud-
ies comparable? Ann N'Y Acad Sci. 2006;1071(1):313-23.

Johnson JG, Bromley E, Bornstein RF, Sneed JR. Personality disorders.
Behavioral and emotional disorders in adolescents: Nature, assessment, and
treatment. 2006:463-84.

Rothbart MK. Advances in temperament. Handbook of temperament.
2012:3-20.

Shiner RL, Buss KA, McClowry SG, Putnam SP, Saudino KJ, Zentner M.

What is temperament now? Assessing progress in temperament research
on the twenty-fifth anniversary of Goldsmith et al(). Child Dev Perspect.
2012,6(4):436-44.

Nathan R, Wood H. Forensic Psychiatry and Forensic Psychology: Personality
Disorder. 2016.

Shiner RL, Caspi A. Temperament and the development of personality traits,
adaptations, and narratives. 2012.

Reichborn-Kjennerud T. Genetics of personality disorders. Psychiatr Clin North
Am. 2008;31(3):421-40.

Gilbert F, Daffern M. The association between early maladaptive schema
and personality disorder traits in an offender population. Psychol Crime Law.
2013;19(10):933-46.

Carr SN, Francis AJ. Early maladaptive schemas and personality disorder
symptoms: an examination in a nonclinical sample. Psychol Psychotherapy:
Theory Res Pract. 2010;83(4):333-49.

Reeves M, Taylor J. Specific relationships between core beliefs and personality
disorder symptoms in a nonclinical sample. Clin Psychol Psychotherapy: Int J
Theory Pract. 2007;14(2):96-104.

Nordahl HM, Holthe H, Haugum JA. Early maladaptive schemas in patients
with or without personality disorders: does schema modification predict
symptomatic relief? Clin Psychol Psychother. 2005;12(2):142-9.

31.

32

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

45.

46.

47.

48.

49.

50.

5T

52.

53.

54.

55.

56.

57.

58.

Page 10 of 11

Jovev M, Jackson HJ. Early maladaptive schemas in personality disordered
individuals. J Personal Disord. 2004;18(5):467-78.

Petrocelli JV, Glaser BA, Calhoun GB, Campbell LF. Early maladaptive schemas
of personality disorder subtypes. J Personal Disord. 2001;15(6):546-59.
Garofalo C, Bogaerts S. Attachment and personality disorders among child
molesters: the role of trust. Sex Abuse. 2019;31(1):97-124.

Levy KN, Johnson BN, Clouthier TL, Scala J, Temes CM. An attachment theo-
retical framework for personality disorders. Can Psychol. 2015;56(2):197.
Lorenzini N, Fonagy P. Attachment and personality disorders: a short review.
Focus. 2013;11(2):155-66.

Sinha P, Sharan P. Attachment and personality disorders. J Indian Association
Child Adolesc Mental Health. 2007;3(4):105-12.

XuY,LinL, Yang L, Zhou L, Tao Y, Chen W, et al. Personality disorder and per-
ceived parenting in Chinese students of divorced and intact families. Family J.
2016;24(1):70-6.

Steele KR, Townsend ML, Grenyer BF. Parenting and personality disor-

der: an overview and meta-synthesis of systematic reviews. PLoS ONE.
2019;14(10):0223038.

Laulik S, Chou S, Browne KD, Allam J. The link between personality disor-

der and parenting behaviors: a systematic review. Aggress Violent Beh.
2013;18(6):644-55.

Yu R, Wang Z, Qian F, Jang KL, Livesley WJ, Paris J, et al. Perceived par-

enting styles and disordered personality traits in adolescent and adult
students and in personality disorder patients. Social Behav Personality: Int J.
2007;35(5):587-98.

Cheng HG, Huang Y, Liu Z, Liu B. Associations linking parenting styles and off-
spring personality disorder are moderated by parental personality disorder,
evidence from China. Psychiatry Res. 2011;189(1):105-9.

Young JE, Klosko JS, Weishaar ME. Schema therapy. New York: Guilford; 2003.
p. 254.

Rafaeli E, Bernstein DP, Young J. Schema therapy: distinctive features. Rout-
ledge; 2010.

Young JE. Cognitive therapy for personality disorders: a schema-focused
approach. Professional Resource Press/Professional Resource Exchange; 1999.
Thimm JC. Incremental validity of maladaptive schemas over five-factor
model facets in the prediction of personality disorder symptoms. Pers Indiv
Differ. 2011,50(6):777-82.

Khodarahimi S. Early maladaptive schemas in individuals with and

without B cluster personality disorders. Curr Issues Personality Psychol.
2017;5(4):260-71.

Kunst H, Lobbestael J, Candel I, Batink T. Early maladaptive schemas and their
relation to personality disorders: a correlational examination in a clinical
population. Clin Psychol Psychother. 2020;27(6):837-46.

Ball SA, Cecero JJ. Addicted patients with personality disorders: traits, sche-
mas, and presenting problems. J Personal Disord. 2001;15(1):72-83.

Corral C, Calvete E. Early maladaptive schemas and personality disorder traits
in perpetrators of intimate partner violence. Span J Psychol. 2014;17.

Levy KN, Ellison WD, Scott LN, Bernecker SL. Attachment style. J Clin Psychol.
2011;67(2):193-203.

Ainsworth MS, Bowlby J. An ethological approach to personality develop-
ment. Am Psychol. 1991,46(4):333.

Voestermans D, Eikelenboom M, Rullmann J, Wolters-Geerdink M, Draijer

N, Smit JH et al. The Association between Childhood Trauma and attach-
ment functioning in patients with personality disorders. J Personal Disord.
2020:1-19.

Dozier M, Stovall-McClough KC, Albus KE. Attachment and psychopathology
in adulthood. 2008.

Lyddon WJ, Sherry A. Developmental personality styles: an attach-

ment theory conceptualization of personality disorders. J Couns Dev.
2001,79(4):405-14.

Timmerman IG, Emmelkamp PM. The relationship between attachment
styles and cluster B personality disorders in prisoners and forensic inpatients.
Int J Law Psychiatry. 2006;29(1):48-56.

Li X, DuT, editors. The relation between cluster B personality disorders and
attachment dimensions. 2020 4th international seminar on Education, Man-
agement and Social Sciences (ISEMSS 2020). Atlantis Press; 2020.
Bakermans-Kranenburg MJ, van lJzendoorn MH. The first 10,000 adult attach-
ment interviews: distributions of adult attachment representations in clinical
and nonclinical groups. Attach Hum Dev. 2009;11(3):223-63.

MacDonald K, Berlow R, Thomas ML. Attachment, affective temperament,
and personality disorders: a study of their relationships in psychiatric outpa-
tients. J Affect Disord. 2013;151(3):932-41.



Emami et al. BMC Psychology

59.

60.

61.

62.
63.

64.

65.

66.

67.

68.

69.

70.

71

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

(2024) 12:78

Meyer B, Pilkonis PA, Proietti JM, Heape CL, Egan M. Attachment styles and
personality disorders as predictors of symptom course. J Personal Disord.
2001;15(5):371-89.

Bender DS, Farber BA, Geller JD. Cluster B personality traits and attachment. J
Am Acad Psychoanal Dynamic Psychiatry. 2001,29(4):551-63.

Cascio M, Alaimo S. The relationship between attachment styles, emotional
dysregulation, and Metacognitive functions in patients with Personality disor-
ders. J Psychol Psychother. 2016,6(265):2161-048710002.

Paris J. Antisocial personality disorder: a biopsychosocial model. Can J Psy-
chiatry. 1996;41(2):75-80.

Paris J. Social factors in the personality disorders. Transcult Psychiatry.
1997,34(4):421-52.

Johnson JG, Cohen P, Chen H, Kasen S, Brook JS. Parenting behaviors associ-
ated with risk for offspring personality disorder during adulthood. Arch Gen
Psychiatry. 2006;63(5):579-87.

Kabbur RU. The analysis of parenting style and personality disorder of the
college students. Dharwad: UAS; 2006.

Beres D, Obers SJ. The effects of extreme deprivation in infancy on psychic
structure in adolescence: a study in ego development. Psychoanal Study
Child. 1950;5(1):212-35.

Doinita NE, Maria ND. Attachment and parenting styles. Procedia-Social
Behav Sci. 2015;203:199-204.

Enns MW, Cox BJ, Larsen DK. Perceptions of parental bonding and symptom
severity in adults with depression: mediation by personality dimensions. Can
J Psychiatry. 2000;45(3):263-8.

Stravynski A, Elie R, Franche RL. Perception of early parenting by patients
diagnosed avoidant personality disorder: a test of the overprotection hypoth-
esis. Acta Psychiatrica Scandinavica. 1989;80(5):415-20.

De Panfilis C, Salvatore P, Marchesi C, Cazzolla R, Tonna M, Maggini C. Parental
bonding and personality disorder: the mediating role of alexithymia. J Per-
sonal Disord. 2008;22(5):496-508.

Thimm JC. Mediation of early maladaptive schemas between perceptions of
parental rearing style and personality disorder symptoms. J Behav Ther Exp
Psychiatry. 2010;41(1):52-9.

Russ E, Heim A, Westen D. Parental bonding and personality pathology
assessed by clinician report. J Personal Disord. 2003;17(6):522-36.

Mairet K, Boag S, Warburton W. How important is temperament? The relation-
ship between coping styles, early maladaptive schemas and social anxiety.
Int J Psychol Psychol Therapy. 2014;14(2):171-90.

Gok AC. Associated factors of psychological well-being: early maladaptive
schemas, schema coping processes, and parenting styles. Middle East Techni-
cal University; 2012.

Kooraneh AE, Amirsardari L. Predicting early maladaptive schemas using
Baumrind’s parenting styles. Iran J Psychiatry Behav Sci. 2015,9(2).

Otani K, Suzuki A, Matsumoto Y, Enokido M, Kuwahata F, Takahashi N. Associa-
tions of working models of the self and other with Cloninger’s personality
dimensions. Compr Psychiatr. 2015;56:175-8.

Picardi A, Fagnani C, Nistico L, Stazi MA. A twin study of attachment style in
young adults. J Pers. 2011;79(5):965-92.

Doyle AB, Markiewicz D, Karavasilis L. Associations between parenting style
and attachment to mother in middle childhood and adolescence. Int J Behav
Dev. 2003,27(2):153-64.

Karantzas GC, Younan R, Pilkington PD. The associations between early mal-
adaptive schemas and adult attachment styles: a meta-analysis. Clin Psychol
Sci Pract. 2023;30(1):1.

Tabachnick BG, Fidell LS, Ullman JB. Using multivariate statistics: Pearson
Boston. MA; 2013.

Lee CW, Taylor G, Dunn J. Factor structure of the schema questionnaire in a
large clinical sample. Cogn Therapy Res. 1999;23(4):441-51.

82.

83.

84.

85.

86.

87.

88.
89.

90.

91.

92.

93.

94.

95.

96.

97.

98.

99.

100.

102.

Page 11 of 11

Schmidt NB, Joiner TE, Young JE, Telch MJ. The schema questionnaire:
investigation of psychometric properties and the hierarchical structure of a
measure of maladaptive schemas. Cogn Therapy Res. 1995;19(3):295-321.
Ahi G, Mohammadifar M, BESHARAT MA. Reliability and validity of young's
schema questionnaire-short form. 2007.

Mojallal M, Hakim Javadi M, Mousavi SVA, Hosseinkhanzadeh AA. Gholam Ali
Lavasani M. Early maladaptive schemas and interpersonal problems in Iranian
university students. 2015.

Collins NL. Revised adult attachment scale. Behavior Therapy. 1996.

Collins NL, Read SJ. Adult attachment, working models, and relationship qual-
ity in dating couples. J Personal Soc Psychol. 1990;58(4):644.

Boroujerdi FG, Kimiaee SA, Yazdi SAA, Safa M. Attachment style and history of
childhood abuse in suicide attempters. Psychiatry Res. 2019,271:1-7.

Buri JR. Parental authority questionnaire. J Pers Assess. 1991,57(1):110-9.
Mahdavi N, Khalil E, Vajiheh K. Parenting styles and dimensions of children’s
maladaptive behaviors. 2013.

Yousefia S, Far AS, Abdolahian E. Parenting stress and parenting styles in
mothers of ADHD with mothers of normal children. Procedia-Social Behav
Sci. 2011;30:1666-71.

Poulsen J, French A. Discriminant function analysis. San Francisco, CA: San
Francisco State University; 2008.

Nakash-Eisikovits O, Dutra L, Westen D. Relationship between attachment
patterns and personality pathology in adolescents. J Am Acad Child Adolesc
Psychiatry. 2002;41(9):1111-23.

Reitman D, Rhode PC, Hupp SD, Altobello C. Development and validation of
the parental authority questionnaire-revised. J Psychopathol Behav Assess.
2002;24(2):119-27.

Reti IM, Samuels JF, Eaton WW, Bienvenu lii OJ, Costa PT Jr, Nestadt G.
Influences of parenting on normal personality traits. Psychiatry Res.
2002;111(1):55-64.

Henschel C. The effects of parenting style on the development of narcissism.
Behav Health. 2014;1(1):1-8.

Claudio L. Can parenting styles affect the children’s development of narcis-
sism? A systematic review. Open Psychol J. 2016,9(1).

Kiligkaya S, Ucar N, Denizci Nazligul M. A systematic review of the association
between parenting styles and narcissism in young adults: from Baumrind's
perspective. Psychol Rep. 2023;126(2):620-40.

Morrison J. Histrionic personality disorder in women with somatization disor-
der. Psychosomatics: Journal of Consultation and Liaison Psychiatry; 1989.
Beck AT, Davis DD, Freeman A. Cognitive therapy of personality disorders.
Guilford Publications; 2015.

Johnson JG, Cohen P. Smailes EM, Skodol AE, Brown J, Oldham JM. Childhood
verbal abuse and risk for personality disorders during adolescence and early
adulthood. Compr Psychiatr. 2001;42(1):16-23.

. Armour J-A, Joussemet M, Mageau GA, Varin R. Perceived parenting and

borderline personality features during adolescence. Child Psychiatry Hum
Dev. 2022:1-12.

Steylaerts B, Dierckx E, Schotte C. Relationships between DSM-5 personality
disorders and early maladaptive schemas from the perspective of dimen-
sional and categorical comorbidity. Cogn Therapy Res. 2023;47(3):454-68.

. Bilge Y, Balaban G. The relationships between personality disorders and early

maladaptive schemas and the moderating role of gender. Alpha Psychiatry.
2021;22(1)12.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.



	﻿Early maladaptive schema, attachment style, and parenting style in a clinical population with personality disorder and normal individuals: a discriminant analysis model
	﻿Abstract
	﻿Introduction
	﻿Early maladaptive schema (EMS)
	﻿Attachment
	﻿Parenting style (PS)

	﻿Materials and methods
	﻿Participants and procedure
	﻿Instrument and questionnaire
	﻿Statistical analyses

	﻿Results
	﻿Discussion
	﻿Limitations

	﻿Conclusions
	﻿References


