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Previous research suggests there are a number of variables that are associated with the 

expression of schizotypal personality disorder (SPD) symptoms. Such variables include 

childhood trauma, depression and anxiety, substance use, normal-range personality traits, 

ethnicity, and gender. However, research to date has not examined all of these variables in a 

single study to determine how they may be interrelated or differentially related to SPD symptom 

domains. Of particular interest is the association of these variables as explained by the diathesis-

stress model. This study utilized a convenience sample of 298 undergraduate students to examine 

a continuous range of scores for symptoms of SPD and how the interrelation of biological factors 

such as gender and ethnicity and psychosocial factors and stressors such as childhood trauma and 

personality traits, specifically neuroticism and extroversion, influence the expression of SPD 

symptoms. It was predicted that anxiety, depression, stress, and childhood trauma would 

positively correlate to SPD symptoms. It was also hypothesized that neuroticism and substance 

use would positively correlate to schizotypal traits and extroversion would be negatively 

correlated to schizotypal traits as measured by the Schizotypal Personality Questionnaire-Brief. 

It was further hypothesized that psychosocial stressors would be moderated by the 

aforementioned biological factors. 
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CHAPTER 1 
 

INTRODUCTION 

Historically, individuals with psychological or behavioral problems have been 

conceptualized from the perspective of a categorical model. In 1980, a committee designed a 

method of classifying mental disorders into discrete categories (Spitzer, 1991). In its most recent 

version, the Diagnostic and Statistical Manual of Mental Disorders, 4th edition (DSM-IV, 

American Psychiatric Association, 1994) the diagnostic system used by most American 

psychologists, continues to group mental disorders according to specific criterion and 

conceptualizes disorders in terms of discrete categories. The categorical model for diagnosing 

mental disorders requires individuals to be diagnosed in terms of presence or absence of a 

disorder, with a sizeable percentage of diagnoses falling in a not otherwise specified (NOS) 

category. Recent evidence, however, has suggested that the majority of mental disorders lie on a 

continuum of severity (Cuthbert, 2005).  More specifically, a dimensional (continuum) model 

utilizes an interval or ordinal scale for diagnosis, with higher scores representing the degree or 

extent of disorder and level of impairment (Kraemer, Noda, & O’Hare, 2002). For example, 

rather than diagnosing individuals with major depressive disorder if they report the required five 

or more symptoms according to the DSM-IV, the dimensional approach classifies individuals in 

terms of the degree to which they experience depressive symptoms (e.g., none, mild, severe 

sadness). At the same time, aggregation of such symptom data can be used to determine if a 

person is displaying a clinically significant level of disorder. While each model of classification 

has various utilities, each also has its own limitations. 

Two thorny issues that are encountered when diagnosing individuals according to a 

categorical model are: (a) comorbidity among different disorders and (b) disagreement regarding 
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the boundaries of disorders (Widiger & Samuel, 2005). Comorbidity refers to the presence of 

more than one mental disorder in an individual. Many studies have provided evidence for high 

rates of comorbidity among a range of disorders in both epidemiologic and clinical samples 

(Meehl, 1962; Krueger & Piasecki, 2002; Cuthbert, 2005). Excessive overlap between disorders 

can lead to many unnecessary or complex diagnoses; for example, this is often the case when 

substance abuse or personality disorders appear as secondary diagnoses to a primary DSM-IV 

diagnosis (Widiger & Samuel, 2005). Similarly, boundary problems are evident when a person 

appears to present with features of two different (e.g., mood and psychotic) disorders, as in the 

case of schizoaffective disorder.  

Also problematic are the relatively arbitrary standards used to determine whether a 

person is diagnosed or not diagnosed with a mental disorder (Trull & Durrett, 2005). The critical 

question about the categorical model is whether it provides an accurate account of the nature of 

mental disorders. Despite efforts to provide more precise diagnostic criterion, there remains 

significant overlap among the criteria for many disorders. Similarly, if there is an arbitrary 

boundary between normal and abnormal functioning, individuals may be subject to false 

negative or misdiagnosis. The troublesome issues surrounding the categorical model led, in part, 

to the development of a dimensional model for conceptualizing psychopathology (Widiger & 

Samuel, 2005). 

 

Dimensional vs Categorical Models 

Compared to the categorical model, a dimensional model may offer a more accurate and 

internally consistent approach for describing the nature and structural form of mental disorders, 

and is especially useful for accounting for the overlap of disorders that occurs with use of a 
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categorical model (Widiger, 2005). Viewing individuals with psychological problems as either 

having or not having a disorder can create false dichotomies that are not empirically supported 

(Lopez, Edwards, Pedrotti, Prosser, & LaRue, 2006). In a dimensional approach, disorders are 

thought to lie on a continuous distribution. A key aspect of this model is a focus on severity and 

covariation of symptoms. 

As mentioned above, the categorical approach results in issues drawing boundaries 

between disorders and problems with comorbidity (Krueger & Piasecki, 2002). The dimensional 

approach conceptualizes comorbidity in terms of covariation of continuously distributed 

symptoms (Van Os et al., 1999). Indeed, covariation among disorder symptoms may signal a 

meaningful association. As such, treatment can be focused on the nature of interrelated 

symptoms. In contrast, when using a categorical approach, treatment providers are faced with 

individuals who have the same DSM-IV disorder but have been diagnosed using different 

symptom sets. For example, two individuals may have been diagnosed with major depressive 

disorder; however, one may be experiencing sadness with decreased appetite and decreased sleep 

while the other may be experiencing sadness with increased appetite and increased sleeping 

behavior. Thus, the dimensional approach may increase treatment efficacy by addressing the 

underlying meaning of symptom covariation. Additionally, the internal consistency of symptoms 

that make up a given disorder is stronger when classifying with the dimensional model as 

opposed to the categorical model (Widiger et al., 1986). Taken together, the dimensional model 

appears to provide a more accurate and thus more viable representation of mental disorders in 

terms of varying levels of covarying symptoms.  

Krueger and Markon (2006) emphasized the importance of understanding 

psychopathology through the use of bivariate and multivariate models of comorbidity. In 
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bivariate modeling, mental disorders are mathematically modeled to empirically describe 

combinations of comorbid disorders (e.g., anxiety and mood disorders) two at a time. 

Multivariate modeling, on the other hand, utilizes more disorders and can offer a more 

comprehensive model of comorbidity. The authors provide data to support the conceptualization 

of most mental disorders in terms of a continuous hierarchical two-factor model, internalizing 

and externalizing, rather than the traditional DSM categorical descriptions involving hundreds of 

disorders (Krueger & Markon, 2006). Moreover, Krueger, Markon, Patrick, and Iacono (2005) 

examined a large sample of adults from the general population and found that modeling 

comorbidity using a categorical approach could not be empirically supported. This finding led to 

the conclusion that mental disorders were best represented in terms of a dimensional model 

(Krueger et al., 2005). While there are both conceptual and empirical reasons for using a 

dimensional model, most studies have primarily focused on only internalizing (e.g., mood) and 

externalizing (e.g., substance use) disorders, though some new research has begun examining 

disorders which lie within the schizophrenia spectrum. Indeed, it appears that the psychotic 

disorders can also be understood in terms of a dimensional model. 

 

The Diathesis-Stress Model 

One prominent and continuum-based causal model of mental disorders, including 

psychotic, is the diathesis-stress model. This model asserts that there are individuals who have a 

predisposition, or proneness (e.g., biological or psychological), to psychosis, for example, and 

the interaction between this predisposition and their environmental experiences has the potential 

to lead to clinical psychosis (Kwapil, 1996; Walker & Diforio, 1997). When viewing 

schizophrenia spectrum disorders on a continuum, it is helpful to look at stressors as moving an 
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individual toward one or the other end of the continuum. Depending on an individual’s genetic 

predisposition to a schizophrenia spectrum disorder, a variable number of stressors, such as 

substance use or emotional trauma, increase the likelihood of developing schizophrenia within a 

diagnosable threshold. It is important to note that mitigating factors, such as a strong family 

support system or proactive therapeutic measures, may prevent the development of a disorder in 

prodromal individuals who otherwise would develop a clinically significant disorder. This model 

emphasizes the importance of studying individuals who do not meet a diagnosable threshold 

despite experiencing symptoms. Moreover, the diathesis-stress model is helpful in integrating the 

vast number of variables that are associated with schizophrenia spectrum disorders. 

 

Psychotic Symptoms in the General Population 

There is good evidence that shows delusional and hallucinatory experiences occur much 

more often in the general population than previously thought, suggesting that psychotic 

experiences may lie on a continuum extending from “normal” individuals to those with a DSM-

IV psychotic disorder. Using information from the Epidemiological Catchment Area (ECA) 

study, Tien (1991) found that the lifetime prevalence of symptoms of hallucinations not 

associated with a mental disorder occurred in 10% of men and 15% of women (Tien, 1991). 

Similarly, the National Comorbidity Survey (NCS) found that more than 28% of the general 

population endorsed items relating to psychotic symptoms (as cited in Verdoux & Van Os, 

2001). Verdoux, van Os, Maurice-Tison, Gay, Salamon, and Bourgeois (1998) conducted a study 

with the Aquitaine Sentinel Network of general practitioners and found that 16% of the general 

population reported experiencing symptoms of auditory hallucinations and delusions (Verdoux et 
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al., 1998). These findings suggest that research on symptoms of psychosis in non-clinical 

samples is a viable endeavor and accords well with the dimensional perspective. 

Since many psychosis-prone individuals may display psychotic symptoms without 

actually developing a clinical disorder, non-clinical populations are useful for measuring 

biological and environmental factors that possibly contribute to psychoses (Meehl, 1962; 

Kwapil, 1996). Furthermore, Chapman, Chapman, Kwapil, Eckblad, and Zinser (1994) argued 

that using the diathesis-stress model to identify psychosis-prone individuals by traits, rather than 

genetic risk, expands the range of individuals identified as potentially at risk for psychosis 

(Chapman et al., 1994). In contrast, individuals with psychotic disorders lie at the end-point of 

the continuum (Verdoux & Van Os, 2001), and likely have been exposed to pharmacological 

treatment, hospitalizations, stigmatization, and other factors which can confound accurate 

representation of psychotic disorders. Thus research on the symptoms of psychosis in non-

clinical samples can provide useful data, free of most, if not all of these confounds. 

Allen, Chapman, Chapman, Vuchetich, and Frost (1987) administered measures of 

general behavior, perceptual aberration, and hypomania to college students to obtain a sample of 

individuals with varying levels of psychosis-proneness. Of 154 introductory psychology 

students, 60 (39%) were classified as psychosis-prone and of that 60, 34 (59%) reported 

experiencing psychotic symptoms such as thought broadcasting, auditory hallucinations, and 

aberrant beliefs (Allen et al., 1987). Additionally, a longitudinal study on the stability of 

psychotic experiences in the general population showed that the prevalence of such experience 

was 100 times greater than the prevalence of individuals with psychotic episodes (Hanssen, Bak, 

Bijl, Vollebergh, & Van Os, 2005). This study also found that 8% of psychotic experiences 

persisted over a 2 year period (Hanssen et al., 2005). These findings suggest that although 
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psychotic experiences are prevalent in the general population, such experiences are not typically 

pervasive and may be transient and/or situationally related. Interestingly, of the participants who 

evidenced persistent experiences, 8% had a clinical outcome. Those who sought treatment for 

their psychotic experiences had a family history of delusions and hallucinations, history of 

mental health treatment seeking, and physical and emotional problems in the past (Hanssen et al., 

2005). These studies taken together indicate that psychotic symptoms are present in the general 

population, may have important clinical implications, and appear to be linked to both biological 

and psychosocial variables, as the diathesis-stress model predicts. 

Psychosis-prone individuals often have a deficit in social skills and an inability to 

correctly identify their own emotions. Altman (1997) found that nearly 6% of undergraduates 

reported such problems. Schizotypy is another term used to describe the experiences and 

personality characteristics that lie on the continuum of psychosis without necessarily implying a 

diagnosis of a mental disorder (Claridge, 1997). Altman (1997) discovered that students who 

were prone to schizotypy were also more likely than undergraduate controls to report seeking 

therapy for emotional problems, suggesting that the presence of psychotic experiences, when 

combined with other factors such as emotional and interpersonal problems, lead to increased 

treatment seeking. 

Schizotypal personality disorder (SPD) is not only recognized as a possible precursor to 

schizophrenia, it can also be considered in terms of one’s proneness to psychotic experiences 

more generally (Rossi & Daneluzzo, 2001). Using the dimensional approach, SPD can be viewed 

as a point on a continuum between healthy and psychotic disorder. In this respect, varying 

degrees of psychosis-related symptoms can be measured in any population including non-clinical 

and inpatient settings. Rossi and Daneluzzo (2001) assessed 175 in-patients and 172 
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undergraduate students and found that the covariation of SPD symptoms among both healthy 

participants and schizophrenic patients reflected a similar underlying construct. More 

specifically, a three-factor model has been proposed to explain the covariation among various 

SPD symptoms: cognitive-perceptual, interpersonal, and disorganized (Reynolds, Raine, 

Mellingen, Venables, & Mednick, 2000). Fossati, Raine, Carretta, Leonardi, and Maffei (2003) 

succinctly described the cognitive-perceptual factor as being linked to positive symptoms in 

schizophrenia such as ideas of reference and magical thinking, the interpersonal factor as linked 

to symptoms such as poorly developed social relations, and the disorganized factor as having 

symptoms of thought disorder and bizarre behavior (Fossati et al., 2003).These findings further 

augment the utility of exploring schizotypal symptoms in a non-clinical population. 

 

Underlying Dimensions of Schizotypal Personality Disorder 

 SPD has a prevalence rate of 3% in the general population (DSM-IV-TR, 2000). Its 

symptoms are associated with social and interpersonal deficiencies that hinder a person’s 

capacity for maintaining close relationships with others. In addition, individuals with SPD often 

experience cognitive or perceptual distortions, paranoid ideation, odd beliefs or magical thinking, 

odd thinking and speech, inappropriate or constricted affect, and a disproportionate amount of 

social anxiety (DSM-IV-TR, 2000).  

As previously mentioned, factor analysis of SPD symptoms suggest three dimensions: 

cognitive-perceptual, interpersonal, and disorganized (Reynolds et al., 2000). Given the 

conceptual and empirical link of SPD symptoms to schizophrenia, along with the demonstration 

of the three SPD dimensions, the findings support a dimensional model for understanding 

psychotic disorders. 
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Use of a dimensional model has resulted in development and research on a broad 

construct referred to as schizophrenia spectrum disorders (SSDs). SSDs are characterized by 

cognitive-perceptual distortions and disorganization, while varying on some level of positive and 

negative symptomology. The SSDs are represented by schizophrenia, schizoaffective disorder, 

schizophreniform disorder, delusional disorder, paranoid personality disorder, and SPD. 

Differences among these disorders can be small, thus making differential diagnosis a difficult 

process (DSM-IV-TR, 2000). Although SSDs consist of a number of different disorders according 

to the DSM-IV, the commonality among them is that they are all likely manifestations of the 

same underlying pathology, and thus the overlap among symptoms is high.  

The discovery of the dimensions of schizotypy and use of a dimensional perspective to 

conceptualize SSDs has led investigators to consider a range of contributing factors, which might 

alter the expression of schizotypal symptoms. In some research, age and gender have influenced 

the expression of schizotypy traits; however, ethnicity, depression, anxiety, stress, trauma, and 

personality are all potential contributors to the manifestation of schizotypy traits. Substance 

abuse, in particular, has been frequently linked to SSDs as both a predictor and coping 

mechanism for such disorders (Larrison, Briand, & Sereno, 1999; Williams, Wellman, & 

Rawlins, 1996). 

 

Variables Associated with Psychosis Proneness/Schizotypy 

Depression and anxiety. As discussed previously, there is often a considerable amount of 

overlap among DSM-IV disorders. Bender et al. (2003) compared outpatient treatment seeking 

individuals diagnosed with an Axis I or Axis II disorder to evaluate their mental representations 

of therapy and of their therapist. Results indicated that individuals with SPD were more invested 
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in therapy than others diagnosed with borderline, avoidant, or obsessive-compulsive disorders, 

but they also were more likely to experience co-occurring Axis I disorders, especially anxiety 

and depression (Bender et al., 2003). In a study measuring schizotypal personality traits in 

adolescents, Wolfradt and Straube (1998) used the Schizotypal Personality Scale to identify three 

principal factors of SPD. The three factors were highly correlated with symptoms of depression 

and anxiety (Wolfradt & Straube, 1998). 

Anhedonia, the diminished capacity or inability to experience pleasure from events that 

are typically pleasurable, has been linked to SSDs; however, it is also commonly associated with 

mood disorders (Chapman, Chapman, & Raulin, 1976). The Chapman scales, first created to 

assess for anhedonia in SSDs, later grew to include five total scales including physical 

anhedonia, social anhedonia, perceptual aberration, magical ideation, and impulsive 

nonconformity (Bailey, West, Widiger, & Freiman, 1993). Kwapil, Miller, Zinser, Chapman, and 

Chapman (1997) assessed college students using the Social Anhedonia and Magical Ideation 

Scales to determine the stability of predictive features of SPD. It was found that individuals who 

endorse more symptoms of psychotic-like experiences such as paranoia and worry also tend to 

experience more symptoms of mood disorders (Kwapil et al., 1997). Rey, Jouvent, and Dubal 

(2009) assessed French college students for symptoms of social anhedonia and physical 

anhedonia. Similar to previous research, participants who reported higher schizotypal scores on 

the dimensions of interpersonal, paranoid, disorganization, and cognitive/perceptual also 

reported greater social anhedonia. Participants who endorsed greater levels of interpersonal 

deficit and paranoia endorsed greater levels of physical anhedonia. Both of these groups 

endorsed significantly greater levels of depression and anxiety than controls (Ray et al., 2009).  
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The presence of individual psychotic symptoms has also been found to increase the risk 

of developing symptoms of anxiety and depression (Birchwood, Iqbal, Upthegrove, 2005). 

Krabbendam and van Os (2005) found that a tendency to worry increased an individual’s risk for 

psychotic symptoms in the general population. It was also found that hallucinatory experiences 

increased the risk for developing depressed mood and delusions, thus increasing the likelihood of 

developing a psychotic disorder (Krabbendam & van Os, 2005).  

In sum, studies on anxiety and depression symptoms have demonstrated an overlap 

among Axis I symptomology with SPD and psychosis. During development, other experiences 

are also linked with schizotypy. 

Trauma. Previous history of childhood sexual abuse and childhood physical abuse have 

been particularly linked to the presence of mental health disorders (Read et al., 2005). Many 

forms of trauma have frequently been regarded as precursors to psychosis and psychopathology 

in general. Conversely, research has indicated that individuals who have previously been 

diagnosed with a psychotic disorder are more likely to develop posttraumatic stress disorder 

(PTSD) following a traumatic event (Mueser, Rosenberg, Goodman, & Trumbetta, 2002; 

Holmes & Steel, 2004). Morrison, Frame, and Larkin (2003) evaluated this phenomenon to 

determine whether the relationship between the two is causal. Based on theory and research, they 

were able to find support for three relationships: psychosis can cause PTSD, trauma can cause 

psychosis, and trauma can cause both PTSD and psychosis together. Additionally, trauma and 

psychosis were strongly related for individuals who have experienced childhood sexual abuse, 

physical abuse, and interpersonal violence (Morrison et al., 2003). 

In a large literature review, Read, Van Os, Morrison, and Ross (2005) concluded that 

child abuse is a causal factor for both psychotic experiences and schizophrenia, especially 
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auditory and command hallucinations. Additionally, adulthood trauma has been found to be a 

potential mediating factor for this finding. In fact, due to diagnostic overlap, as many as 46-67% 

of acutely psychotic individuals also experience significant symptoms of PTSD (Read et al., 

2005). This provides evidence for the utility of measuring past trauma in cases where psychotic 

or schizotypal symptoms are present. 

Steel, Fowler, and Holmes (2005) attempted to provide an explanation for the 

relationship between trauma and psychotic traits using current models of PTSD and psychosis. 

The authors proposed that the greater the strength of the encoding process of a traumatic event, 

the more likely an individual will experience intrusive thoughts related to the trauma (Steel et al., 

2005). From a dimensional perspective, those who experience a higher frequency of intrusive 

thoughts lie at the end of the continuum and report more psychotic and schizotypal symptoms 

(Holmes & Steel, 2004). Treatment and assessment implications for this model suggest the 

importance of assessing for past trauma in individuals who experience psychotic symptoms due 

to the variety of symptoms related to trauma-related psychosis such as shame, guilt, 

abandonment, and a sense of psychological threat (Steel et al., 2005). 

Substance use and psychoses. Alcohol, nicotine, and cannabis use tend to co-occur in the 

majority of individuals with serious mental disorders (Larrison et al., 1999). Schizotypy in 

particular has been strongly linked to alcohol, nicotine, caffeine, and cannabis use, especially in 

criminals. Raine, Bihrle, Venables, Mednick, and Pollock (1999) found a significant interaction 

between criminals with high levels of schizotypy and higher rates of alcohol abuse. When 

compared to other criminals and non-criminals, the schizotypal criminals were 2.3 to 3.9 times 

more likely to abuse alcohol (Raine et al., 1999). Nunn, Rizza, and Peters (2001) examined the 

correlation between substance use and schizotypal symptoms in a sample of undergraduate 
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students. Results indicated that individuals who used alcohol demonstrated lower levels of 

negative symptoms, including anhedonia, and higher levels of positive symptomology, such as 

delusional conviction.  

Substance use has been correlated with schizotypy in both clinical and non-clinical 

populations. Bornstein, Klein, Mallon, and Slater (1988) assessed 76 clinical outpatients and 

found that individuals with SPD were not only more likely to have a comorbid major affective 

disorder; they also demonstrated a higher likelihood of receiving a diagnosis of drug abuse or 

dependence (Bornstein et al., 1998). Additionally, individuals with severe mental health 

problems who abuse substances have been found to demonstrate higher risks of psychosis 

relapse, hospital admissions, and suicidal ideation (Maslin, 2003). 

Nicotine has also been linked to schizotypal traits (Larrison et al., 1999; Williams, 

Wellman, Allan, Taylor, Tonin, et al., 1996), and individuals with schizophrenia have been 

found to have among the highest rates of tobacco smoking, at over 90% (Esterberg, Jones, 

Compton, & Walker, 2007). Increased levels of dopamine correlate with positive symptoms of 

schizophrenia (Frankle, Gil, Hackett, Mawlawi, & Zea-Ponce, 2004), and  tobacco smoking 

behaviors have been demonstrated in people with higher dopamine levels (De Haan, Booij, 

Lavalaye, Van Amelsvoort, Linszen, 2006). Although tobacco smoking has been linked to many 

health problems including one in five deaths in the United States (Esterberg et al., 2007), 

research has shown that nicotine is actually beneficial to individuals with schizophrenia and 

those with high levels of schizotypal traits by reducing problems with sensory gating deficits and 

smooth eye pursuits (Larrison et al., 1999; Wan, Crawford, Boutros, 2006). Tobacco smoking 

has also been found to be highly correlated with schizotypal traits in healthy individuals 

independent of variables such as age, sex, and level of education (Williams et al., 1996). 



 

14 

Smoking has been categorized as a form of self-medication and has been found to control 

negative symptoms and increase cognitive function in individuals with schizophrenia and 

schizotypal traits (Wan, Friedman, Boutros, & Crawford, 2008). Further research has shown that 

nicotine withdrawal is associated with increasing current symptoms of schizophrenia (Larrison et 

al., 1998). Esterberg and colleagues (2007) compared relatives of individuals with schizophrenia 

to healthy control participants to determine if schizotypal traits influence tobacco smoking status. 

Although the groups did not differ in reported schizotypy, results indicated that higher levels of 

schizotypal traits significantly predicted the participant’s chance of becoming a nicotine smoker 

(Esterberg et al., 2007). These results support the current study in assessing the predictive nature 

of nicotine smoking.  

Many individuals report experiencing perceptual aberrations, magical thinking, and 

anxiety when they use cannabis. In a study of 189 undergraduate college students, Schiffman, 

Nakamura, Earleywine, and LaBrie (2005) found a modest causal link between cannabis use and 

schizotypal traits (Schiffman et al., 2005). Williams, Wellman, and Rawlins (1996) found that 

once confounding variables were accounted for, cannabis use was correlated with schizotypal 

traits in healthy adults, even when the active drug effects were not present. Although it could not 

be determined if the relationship was causal, these findings show a link between cannabis use 

and psychosis-proneness in healthy individuals (Williams et al., 1996).  

Additionally, Dumas, Saoud, Bouafia, Gutknecht, Ecochard, Dalery et al. (2002) 

evaluated 232 college students to assess for a possible link between cannabis use and schizotypal 

traits. Using the Schizotypal Personality Questionnaire (SPQ) and four of the Chapman 

Psychosis Proneness Scales (PPS) including the Magical Ideation Scale (MIS; Eckblad & 

Chapman, 1983) and Perceptual Aberration Scale (PAS; Chapman et al., 1978) for positive traits, 
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and the Revised Physical Anhedonia Scale (PhA; Chapman & Chapman, 1978) and Revised 

Social Anhedonia Scale (SA; Mishlove & Chapman, 1985) for negative traits, results indicated 

that individuals who experienced more symptoms of schizotypal traits as measured by the SPQ 

and Magical Ideation Scale were more likely to be at least occasional users of cannabis. These 

results were independent of symptoms of anxiety and depression (Dumas et al., 2002). Research 

has also demonstrated significantly higher cannabis use in adolescents and young adults in the 

general population who display a higher risk of psychosis proneness (Henquet, Krabbendam, 

Spauwen, Kaplan, Lieb, Wittchen, van Os, 2006). Implications of these findings suggest the 

strong need to assess for substance use and abuse and how this factor may be linked to the 

expression of SPD symptoms. 

Personality disposition and schizotypal symptoms. The relationship between personality 

and psychopathology has been of great interest. Recent research suggests that normal-range 

personality dimensions and psychopathology are interrelated. For instance, elevations on normal-

range personality dimensions have been linked to such Axis I disorders as mood, anxiety, 

substance use, and behavior disorders (Krueger & Tackett, 2003).  

The five-factor model (FFM; Costa & McCrae, 1985) has been used repeatedly in 

personality studies and involves the measurement of normal-range personality traits which have 

been shown to be represented by five factors: Extraversion, Agreeableness, Conscientiousness, 

Neuroticism, and Openness to Experience (Dyce, 1997). Each factor is defined by a number of 

attributes. Neuroticism usually consists of tenseness, irritability, and a lack of self-confidence. 

Extraversion consists of social, assertive, and outgoing traits. Openness consists of traits 

reflecting imagination, unconventionalness, and willingness to experience new things. 

Agreeableness consists of warmth, forgiveness, and sympathy, and Conscientiousness reflects 
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efficient, organized, and self-disciplined traits (Gurrera et al., 2005). These five personality 

factors can be organized on a hierarchical scale with these lower-order traits serving as indicators 

of the Big Five factors (Dyce, 1997). 

The Big Five personality factors have been linked to all of the personality disorders 

described in the DSM-IV. Few studies, however, have examined the relationship between the Big 

Five factors and schizotypal traits. High levels of neuroticism have been consistently linked to 

problems in psychological functioning. Neuroticism involves a tendency to worry, susceptibility 

to negative mood, negative reactivity to stress and anxiety, proneness to pain, and maladaptive 

behaviors (Claridge & Davis, 2001). Claridge and Davis (2001) examined neuroticism together 

with other personality traits and found that it acted as a moderator to worry, negative affect, and 

maladaptive behavior (Claridge & Davis, 2001). 

Research has shown that individuals with high levels of neuroticism have also 

experienced higher levels of depression (Boyce, Parker, Barnett, Cooney, & Smith, 1991; 

Fergusson, Horwood, & Lawton, 1989). Therefore, given the overlap between psychosis 

proneness and depression, a relationship between neuroticism and psychosis is likely. 

Krabbendam, Jassen, Bak, Bijl, Graaf, and van Os (2002) assessed low self-esteem and 

neuroticism in a population of individuals who did not evidence psychosis. Results of a three-

year longitudinal study indicated that individuals who endorsed higher levels of neuroticism 

were at greater risk of developing psychoses (Krabbendam et al., 2002). 

Dyce (1997) concluded from review of a number of studies that neurotic tendencies were 

most often found among individuals with personality disorders, openness was more common in 

individuals with narcissistic and histrionic traits, and lower in people with schizoid traits. In a 

community study, Dyce (1997) found that individuals who showed higher symptoms of SPD also 



 

17 

endorsed items pertaining to neuroticism, and to a lesser extent, extraversion, agreeableness, and 

conscientiousness when compared to individuals with lower SPD symptoms (Dyce, 1997). 

In a study comparing all SSDs, Camisa, Bockbrader, Lysaker, Rae, and Brenner (2005) 

found that individuals with schizoaffective symptoms endorsed higher levels of neuroticism and 

lower levels of openness, agreeableness, extraversion, and conscientiousness, compared to non-

clinical control participants. Individuals with SSD-PDs endorsed items of social withdrawal, 

maladjustment, and decreased endorsement of conscientiousness when compared to non-clinical 

control participants (Camisa et al., 2005). 

Ross, Lutz, and Bailley (2002) were able to provide evidence that the FFM could 

significantly predict both positive and negative schiotypal symptoms, the latter more powerfully. 

Specifically, negative symptoms were positively predicted by neuroticism and negatively 

predicted by extraversion, openness, and agreeableness. Additionally, positive symptoms were 

positively predicted by neuroticism and openness, and negatively predicted by agreeableness 

(Ross et al., 2002). More specifically, in comparison to the Big Five factors and the perceptual 

aberration scale, SSD symptoms showed significant positive correlation with neuroticism (.53), 

and a significant negative correlation with agreeableness (-.22) and consciousness (-.36). Using 

the Magical Ideation Scale (Eckblad & Chapman, 1983), there was a significant positive 

correlation with neuroticism (.50), and a significant negative correlation with agreeableness (-

.26) and consciousness (-.33) (Camisa et al., 2005).  

It has been concluded from multiple studies (Ross et al., 2002; Eckblad & Chapman, 

1983; Camisa et al., 2005) that neuroticism is a positive predictor of SPD and Extroversion is a 

negative predictor of SPD. It remains to be seen, however, whether neuroticism remains a 
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significant predictor of schizotypy when assessed in the context of other variables such as 

trauma, abuse, or substance use. 

Gender and ethnicity in psychotic spectrum disorders. Gender has been found to affect 

item endorsement in individuals with schizotypy. On the other hand, it has been reported that 

male and female participants have similar rates of SPD, with females being diagnosed at rates 

slightly, but not significantly higher (Reynolds et al., 2000; Fossati et al., 2003). Although the 

diagnostic difference between males and females is not significant, individual symptoms and 

behaviors do vary across gender. In a study of Italian high school and college students, Fossati et 

al. (2003) found that female participants tended to exhibit higher endorsements of ideas of 

reference and social anxiety, while males endorsed items pertaining to not having close friends, 

constricted affect, and odd behavior (Fossati et al., 2003). Badcock and Dragovic (2006) 

assessed schizotypal traits in 352 participants in the general population using the SPQ. Results 

indicated that males had higher endorsement of having no close friends and constricted affect 

compared to females, and females reported higher levels of social anxiety and odd beliefs 

(Badcock & Dragovic, 2006). Similarly, Roth and Baribeau (1997) assessed 257 university 

students using the SPQ and found that females scored significantly higher on ideas of reference, 

odd beliefs, and social anxiety, while males endorsed higher levels of eccentric and odd 

behaviors (Roth & Baribeau, 1997). In sum, these three studies conclude that on a measure of 

SPD, females tend to endorse more social anxiety and ideas of reference, while males tend to 

endorse constricted affect, interpersonal difficulties, and odd behaviors. 

Voglmair, Seidman, Niznikiewicz, Dickey, and Shenton (2005) studied cognitive 

performances of individuals with SPD and found that females did not show deficits in verbal 

learning and abstraction and had an overall less severe pattern of cognitive deficits when 
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compared to men with SPD (Voglmaier et al., 2005). Maric, Krabbendam, Volleberg, Graaf, and 

van Os (2003) assessed gender differences and schizotypy in 7076 individuals in the general 

population. Results indicated that males were more likely to demonstrate negative symptoms of 

schizotypy, regardless of their affective state; however, females only displayed higher levels of 

positive symptoms when depressive symptoms were not accounted for (Maric et al., 2003). 

Overall, studies assessing schizotypy and gender indicate that both males and females endorse 

schizoypy at similar rates; however, they express SPD symptoms in different ways. Although 

rates of schizotypy across gender tend to be consistent, rates of schizotypy across ethnicity have 

indicated variability. 

 Chavira, Grilo, Shea, Yen, and Gunderson (2003) examined the prevalence of personality 

disorders using DSM-IV criteria across three ethnicities: Caucasian, African American, and 

Hispanic Americans. They concluded that there were significant differences across groups when 

examining borderline personality disorder and SPD. African Americans were diagnosed with 

SPD much more than Caucasians and Hispanic Americans, with more endorsement of social 

anxiety, having no close friends, odd beliefs, and paranoia than Caucasians, and more 

endorsements of social anxiety and odd beliefs than Hispanic Americans. In addition, African 

American woman had higher scores than the woman of the other populations (Chavira et al., 

2003).  

Similarly, Kwapil, Crump, and Pickup (2002) examined psychosis-proneness in African 

American and Caucasian college students. Since research has commonly focused on Caucasian 

college students, the authors examined the differences between African American students and 

Caucasian students to determine if separate norms for determining psychosis are needed for 

different ethnicities. Results indicated that African American students scored higher than 
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Caucasian students. In addition, males scored higher than female students across measures of 

physical and social anhedonia, providing evidence that separate norms for African American 

students, and males and females, are warranted to maintain validity in current research (Kwapil 

et al., 2002). Overall, evidence has shown that ethnicity does influence personality and 

endorsement of SPD symptoms, particularly among African Americans. Examining SPD 

symptoms and ethnicity is important for numerous reasons, such as determining cultural 

differences and treatment options; specific to the African American culture, further analysis can 

aid in determining if African Americans are really more prone to SPD, or if it is more culturally 

acceptable for individuals in this ethnic group to endorse SPD items without having increased 

proneness to psychosis. Additionally, individuals in this population endorsed significant SPD 

symptoms, regardless of other psychopathology; therefore, it is likely that when other 

psychopathology is present (i.e., depression, anxiety, etc), endorsement of SPD symptoms will 

be even greater.  

Closely related to ethnicity, a person’s background or affiliation, is culture, a group of 

social patterns of behavior that are expressed by a community or population (Saylor & Aries, 

1999). McCrae and Terracciano (2005) found that personality and culture often appear to go 

hand in hand. They analyzed data from college students from 51 different cultures using the 

Revised NEO Personality Inventory (NEO-PI-R) scales and found that Europeans and 

Americans endorsed more items on the Extraversion scale overall, while Asians and Africans 

tended to express this personality trait much less (McCrae & Terracciano, 2005). While past 

research has provided evidence to conclude that African Americans are more likely to be 

diagnosed with schizophrenia when compared to other populations (Lehman & Steinwachs, 

1998), little has been done to examine the relationship between the expression of SPD traits and 
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individuals of different cultures. Sharpley and Peters (1999) compared African-Caribbean adults 

to Caucasian adults in the UK. Participants were divided by ethnicity, African-Caribbean and 

Caucasian, and by class, working-class and middle class, and compared for prevalence of 

schizotypy. Their results concluded that only delusional ideation was significantly greater in 

African-Caribbean adults and that class had a significant role in the expression of these beliefs 

(Sharpley & Peters, 1999).  

In conclusion, previous research has shown that various individual variables contribute to 

the expression of SPD. The data collected in this study allows in-depth examination and 

interpretation the links between biological factors, such as gender and ethnicity, and relevant 

psychosocial variables that may influence the expression of schizotypal traits. 

 

Summary and Hypotheses 

 Given the complex nature of schizotypy, it is important to understand the variables that 

covary with the report of SPD symptoms. Recent research has shown that there are multiple 

correlates to the symptoms of SPD including depression, anxiety, stress, trauma, substance use, 

personality, ethnicity, and gender. The aim of the present study is to evaluate this broad array of 

variables and their unique, and potentially interactive associations with schizotypal symptoms. 

Based on the previous literature, it is hypothesized that within each ethnic group (1) a 

higher endorsement of anxiety, depression, stress and trauma will be positively correlated to SPD 

symptoms. As a group, it is predicted that (2) these variables will be correlated with each other 

and they will positively predict higher SPQ scores. It is also hypothesized that (3) Neuroticism 

will be positively correlated to SPQ scores and Extroversion will be negatively correlated to the 

presence of schizotypal traits. It is further predicted that (4) higher scores on the SPQ will be 
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correlated to higher frequencies of substance use. Based on previous literature, it is hypothesized 

that (5) females will endorse more schizotypal symptomology than males. It is also predicted that 

(6) ethnicity will have an impact on SPQ scores and that African American individuals will 

endorse more schizotypal symptomology than European American and Hispanic American 

participants.  
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CHAPTER 2 

METHOD 

Participants 

Participants consisted of a convenience sample of undergraduate students at the 

University of North Texas (UNT). The sample included 298 participants who are 18 years of age 

and older and enrolled in an undergraduate psychology course. The sample is consistent with the 

population norms at UNT. The mean age of the sample was 19.8 (SD = 3.41). Sixty-six percent 

of the sample were female (n = 197), 19% were male (n = 57), 58% were European American (n 

= 172), 13% were African American (n = 38), and 13% were Hispanic American or Latino (n = 

40). Eighty-seven percent of the sample were single (n = 259), 3.7% were married (n = 11), 1.3% 

were divorced (n = 4), and 1.3% were engaged (n = 4). Each participant completed an online 

packet of questionnaires including a demographic information sheet regarding their age, gender, 

ethnicity, and educational status. Supplemental surveys assessed psychological status, 

personality traits, family history of mental disorder and substance use, stress levels, history of 

trauma, and current or past use of drugs and alcohol. 

 

Procedure and Materials 

 Participants were recruited through an online participant database (Survey Monkey) and 

were rewarded with two points of extra credit in their psychology courses at UNT. The survey 

took approximately 45 minutes to complete and included six instruments and a demographics 

sheet listed in the following order of least anxiety provoking to most anxiety provoking: selected 

questions that measure neuroticism and extroversion (International Personality Item Pool, 2001), 

the Alcohol Use Disorders Identification Test, the adapted AUDIT for cannabis use (AUDIT; 



 

24 

Babor, Higgins-Biddle, Saunders, & Monteiro, 2001), the Schizotypal Personality Questionnaire-

Brief (SPQ-B; Raine & Benishay, 1995), the Depression Anxiety Stress Scales (DASS; 

Lovibond & Lovibond, 1995), the Traumatic Life Events Questionnaire (TLEQ; Kubany et al., 

2000), and the demographics questionnaire developed by the examiner. Because the 

demographics questionnaire asks about identifying information based on gender, ethnicity, age, 

etc, it was included at the end of the measures in order to avoid bias in the participant’s 

responding. 

Schizotypal Personality Questionnaire-Brief. The Schizotypal Personality Questionnaire- 

Brief (SPQ-B) was developed in 1995 by Raine and Benishay as a shorter version of the SPQ in 

order to study schizotypal patterns and screen for this personality disorder in the general 

population. The SPQ-B is a self-report inventory consisting of 22 items that assess DSM-IV 

criteria for schizotypal personality disorder. The SPQ-B measures the cognitive-perceptual 

dimension (odd beliefs, magical thinking, and paranoid ideation) and interpersonal dimension 

(social anxiety and constricted affect) with an eight-item subscale, and the disorganization 

dimension (odd behavior and odd speech) with a 6-item subscale. When given to a sample of 220 

undergraduate students, internal reliabilities of these subscales ranged from .74 to .76, with a 

mean of .76. Test-retest reliabilities range from .86 to .95 and intercorrelations between the SPQ-

B and the SPQ range from .89 to .94. The criterion validity for each of the subscales is high for 

cognitive-perceptual (.73) and interpersonal (.63) subscales, however, it is low for the 

disorganized subscale (.36) (Raine, 1995). When tested with a population of inpatient 

adolescents, the internal reliability among the three scales ranged from .74 to .87 and the item-

total correlations ranged from .30 to .57 (Axelrod, Grilo, Sanislow, & McGlashan, 2001). 
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Big Five factor markers. The scale measuring the Big Five domain constructs similar to 

those in Costa and McCrae’s (1985) NEO-PI-R was developed by the International Personality 

Item Pool (International Personality Item Pool, 2001) and consists of a choice of 50 or 100 items 

answered on a 5-point Likert-type scale. It is a self-report inventory used to assess personality 

features of individuals. Ten items were extracted from the Neuroticism and Emotional Stability 

domain, which is characterized by traits like tense, moody, and anxious, asking questions such 

as, “I get stressed out easily” and “I change my mood a lot.” Ten items were also extracted from 

the Extraversion domain, which includes traits like talkative, energetic, and assertive asking 

questions such as “I am the life of the party,” and “I don’t mind being the center of attention.” 

The mean item intercorrelation for the shorter scale of neuroticism (emotional stability) is .38, 

while the mean item intercorrelation for extraversion is .40. The reliability coefficient alpha for 

neuroticism is .86 and the reliability alpha for extraversion is .87 (International Personality Item 

Pool, 2001). Goldberg (1992) used the Five-Factor markers to correlate with other presented 

clusters, and scales and it was found that the neuroticism (emotional stability) had a correlation 

of .72 and extraversion had a correlation of .73 to the unipolar Big-Five factor markers 

(Goldberg, 1992; International Personality Item Pool, 2001) 

Depression Anxiety Stress Scales. The Depression Anxiety Stress Scales (DASS) was 

developed by Lovibond and Lovibond (1995) in order to assess for anxiety, depression, and 

stress. This scale is particularly useful to this research in that it conceptualizes psychological 

disorders as dimensional rather than categorical. The DASS is a 42-item measure answered on a 

4-point Likert-type severity scale. It is a self-report inventory used to measure the negative 

emotion states of depression, anxiety, and stress. The depression subscale measures dysphoria, 

anhedonia, and inertia. The anxiety subscale measures autonomic arousal, skeletal muscle 
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effects, situational anxiety, and the subjective experience of anxiety. Finally, the stress scale 

measures chronic non-specific arousal. Convergent and discriminant validity was established 

comparing the DASS to the Beck Depression Inventory (BDI; Beck, Ward, Mendelsohn, Mock, 

& Erbaugh, 1961) and the Beck Anxiety Inventory (BAI; Beck, Epstein, Brown, & Steer, 1988). 

When administered to a sample of 717 college students, correlations for both depression (r = .74) 

and anxiety (r = .81) where high. Correlation between constructs was significantly lower for both 

depression (r = .54) and anxiety (r = .58). The norms for the DASS were based on a non-clinical 

sample of 2,914 individuals. Significant cronbach’s alphas were achieved for the depression 

(.91), anxiety (.84), and stress (.90) scales (Lovibond & Lovibond, 1995). This normative 

procedure was repeated with a sample of 1,771 individuals from the general population in the 

UK with similar results including significant reliability (depression = .93, anxiety = .95, stress = 

.97) and adequate convergent and discriminant validity scores when compared to the Personal 

Disturbance Scale (sAD), the Hospital Anxiety and Depression Scale (HADS), and the Positive 

and Negative Affect Schedule (PANAS) scales (Crawford & Henry, 2003).  

Traumatic Life Events Questionnaire. The Traumatic Life Events Questionnaire (Kubany 

et al., 2000; TLEQ) is a 23-item self-report measure used to assess for exposure to potentially 

traumatic events such as natural disasters, physical abuse, and death. Participants are asked 

whether they have been exposed to an event by checking “yes” or “no” and how many times 

(ranging from “never” to “more than 5 times”). Some events include follow-up questions 

inquiring about injury, characteristics of perpetrators, and specific details of the traumatic event.  

Four studies were conducted to assess for reliability and validity using four different populations: 

51 Vietnam combat veterans, 49 individuals in a residential substance abuse program, 62 college 

students, and 42 women attending support groups for battered women. Test retest reliability 



 

27 

indicated strong stability across several items including childhood physical abuse (.63 to .91), 

witnessing family violence (.60 to .79), childhood sexual abuse by someone more than 5 years 

older (.70 to .90), and stalking (.59 to .84). Overall test retest across these studies ranged from 63 

to 77% agreement. Validity was assessed using sixty-two college students whom were 

administered the TLEQ as well as a structured interview with questions corresponding to trauma. 

Results indicated strong convergent validity (.71) (Kubany et al., 2000). 

Alcohol Use Disorders Identification Test. The Alcohol Use Disorders Identification Test 

(AUDIT) was developed by Babor, Higgins-Biddle, Saunders, and Monteiro (2001) and used to 

screen for excessive drinking and to help reduce or end drinking in clients. The AUDIT is a 10-

item self-report questionnaire designed to screen for alcohol use (quantity, frequency), 

dependence (unable to stop, failed responsibilities), and consequences (memory loss, injury to 

others). When used with rural primary care patients, the AUDIT was found to be internally 

reliable, with an alpha of .85 (Barry & Flemming, 1993). Volk, Steinbaur, Cantor, and Holzer 

(1997) used the Alcohol Use Disorders and Associated Disabilities Interview Schedule 

(AUDADIS) as a comparison in a population of family medical practice patients and found the 

criterion validity to range from .90 to .96 (Volk et al., 1997). Good internal consistency 

reliability was also found when using the AUDIT with a college population (O’ Hare & Sherrer, 

1999). For purposes of this study, the AUDIT was also altered to ask questions related to 

cannabis use. For example, “How many drinks containing alcohol do you have on a typical day 

when you are drinking?” was adapted to ask, “When using cannabis on a typical day, how many 

marijuana cigarettes do you consume in one sitting?” 

Demographics questionnaire. A demographics questionnaire, developed for this study, 

was also given to the participants in order to obtain information regarding age, ethnicity, level of 
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education, as well as other key information. In order to assess personal and family history of 

psychological treatment/mental disorder and substance use, three questions were included in the 

demographic sheet including “Have you had any current or past psychological treatment?” 

“Have you had first degree relatives with history of psychological problems?” and “Do you have 

a history of medical problems or disorder?” In order to assess nicotine use, the two questions that 

were included are “Do you smoke cigarettes?” and “If yes, how many packs of cigarettes do you 

smoke in a single day?” 

 

Data Analysis 

 Reliability analyses for the questionnaires administered were conducted in order to 

determine the reliability among items in each scale. Results yielded high reliability with alphas 

ranging from .64 to .94. Correlational analyses were conducted to assess relationships among 

variables of interest. Missing data was left blank. Listwise data analysis was used for individuals 

with missing demographic data and pairwise data analysis was used for remaining missing data. 

Initial data analysis was conducted to assess the data for normality (see Table 1). 

The criterion variable used for all analyses was schizotypal traits as measured by the SPQ 

total and subscales. The three SPD subscales include: cognitive-perceptual, interpersonal, and 

disorganized domains. The predictor variables were ethnicity (European American, African 

American, Hispanic American) and gender (male, female), as well as neuroticism, extraversion, 

alcohol use, cannabis use, trauma, depression, anxiety, and stress.  

First, correlation analyses were conducted separately for each gender and ethnic group 

(European American males, European American females, African American males, etc) to assess 

the relationship between schizotypal personality disorder (SPD) subscales and the other predictor 



 

29 

variables. Due to the limited number of participants (i.e., African American and Hispanic males), 

there was insufficient power to conduct two-way ANOVA analyses for each ethnic category; 

therefore, multiple one-way ANOVA tests were utilized to examine differences among variables 

for each group. Finally, linear regression analyses were conducted to examine the predictive 

nature of these variables to schizotypal traits. 
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CHAPTER 3 

RESULTS 

Two hundred ninety-eight participants filled out the surveys using the online data base. 

Nineteen participants nearly completed the study but dropped out before reaching the 

demographics questionnaire; therefore, there is missing data for gender and ethnicity. An 

independent samples t-test was administered to analyze group differences among variables 

between participants who completed the survey and those who dropped out. There was no 

significant difference among groups across all variables. See Tables 1-6 for descriptive statistics.  

 Bivariate correlations were used to assess the relationship between all variables: 

schizotypal traits (cognitive-perceptual, interpersonal, and disorganized), depression, anxiety, 

stress, extraversion, neuroticism, alcohol use, and cannabis use. Significant relationships were 

found between the majority of variables (see Tables 7-10). Spearman’s rho nonparametric tests 

were conducted to examine dichotomous variables such as marital status, individual and family 

history of psychological treatment, nicotine use, and the schizotypal personality disorder (SPD) 

variables.  

 

Ethnicity 

One-way ANOVA tests were used to assess the influence of ethnicity on schizotypal 

traits. Separate dummy-coded variables were created so that comparisons could be made 

between African American and European American participants and similarly for comparisons 

between Hispanic American and European American participants. Inconsistent with Hypothesis 

6, there was no significant difference across schizotypal traits between African American and 

European American participants: Cognitive-perceptual – F(1, 208) = .630, p = .428, η2 = .070, 
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interpersonal – F(1,208) = 1.636, p = .202, η2 = .115, disorganized – F(1, 208) = .137, p = .711, 

η2 = .032, total SPQ score  – F(1, 208) = .576, p = .449, η2 = .067. 

A one-way ANOVA was used to assess group differences between African American and 

European American participants among other dependent variables including extraversion, 

neuroticism, history of trauma, depression, anxiety, stress, alcohol use, and cannabis use. Results 

indicated that African Americans (M = 29.05, SE = 7.79) expressed significantly more 

neuroticism than European Americans (M = 26.72, SE = 6.56), F(1,208) = 3.665, p = .057, η2 = 

.160. Additionally, European Americans (M = 5.23, SE = 5.09) expressed significantly more 

alcohol use than African Americans (M = 2.92, SE = 5.50), F(1,208) = 6.231, p = .013, η2 = .213. 

No other significant differences were detected: extraversion – F(1,208) = .466, p = .496, η2 = 

.061, history of trauma - F(1,208) = 1.338, p = .249, η2 = .099, depression - F(1,208) = .202, p = 

.654, η2 = .036, anxiety - F(1,208) = .390, p = .533, η2 = .055, stress - F(1,208) = 3.102, p = .080, 

η2 = .140, and cannabis use - F(1,208) = .025, p = .873, η2 = .013. 

Inconsistent with Hypothesis 6, there were no significant differences across any 

schizotypal traits between Hispanic American and European American participants: cognitive-

perceptual – F(1, 210) = .061, p = .805, η2 = .022, interpersonal – F(1, 210) = .026, p = .871, η2 

= .014, disorganized – F(1, 210) = .931, p = .336, η2 = .089, total SPQ score – F(1, 210) = .032, 

p = .859, η2 = .016.  

A one-way ANOVA was conducted to assess group differences between Hispanic 

American and European American participants among the dependent variables of extraversion, 

neuroticism, history of trauma, depression, anxiety, stress, alcohol use, and cannabis use. 

Inconsistent with Hypothesis 6, here were no significant differences between groups based on: 

extraversion – F(1, 210) = .526, p = .469, η2 = .061, neuroticism - F(1, 210) = 1.191, p = .276, η2 
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= .099, history of trauma - F(1, 210) = 1.138, p = .287, η2 = .097, depression - F(1, 210) = 1.261, 

p = .263, η2 = .114, anxiety - F(1, 210) = 1.110, p = .293, η2 = .102, stress - F(1, 210) = .658, p = 

.418, η2 = .077, alcohol use - F(1, 210) = 2.077, p = .151, η2 = .131, and cannabis use - F(1, 210) 

= 1.628, p = .203, η2 = .127.  

Taken together, the results were not consistent with Hypothesis 6, which stated ethnicity 

would have an impact on SPQ scores and that African American individuals would endorse more 

schizotypal symptomology than European American and Hispanic participants. Moreover, there 

were no differences found between any of the ethnic groups based on SPD traits. 

 

Gender 

One-way ANOVA tests were used to assess the influence of gender on schizotypal traits. 

Inconsistent with Hypothesis 5, there was no significant difference in cognitive-perceptual traits 

between genders, F(1, 252) = .425, p = .515, η2 = .048. There was no significant difference in 

interpersonal traits between genders, F(1, 252) = .260, p = .611, η2 = .038. There was no 

significant difference in total SPQ traits between genders, F(1, 252) = .603, p = .438, η2 = .056. 

However, inconsistent with Hypothesis 5, males (M = 2.07., SD = 1.94) endorsed more 

disorganized symptoms than did females (M = 1.53, SD = 1.69), F(1, 252) = 4.139, p = .043, η2 

= .015), though the effect size was modest. 

A one-way ANOVA was conducted to assess group differences between male and female 

participants among the other variables including extraversion, neuroticism, history of trauma, 

depression, anxiety, stress, alcohol use, and cannabis use. Females (M = 28.13, SD = 6.41) 

endorsed more neuroticism than males (M = 24.60, SD = 5.72), F(1, 252) = 14.04, p = .000, η2 = 

.279. Females (M = .82, SD = .38) also endorsed more history of trauma than males (M = .61, SD 
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= .49), F(1, 252) = 11.43, p = .001, η2 = .233. Females (M = 21.89, SD = 6.84) reported greater 

levels of stress than males (M = 19.91, SD = 6.31), F(1, 252) = 3.84, p = .051, η2 = .149. 

Conversely, males (M = 5.84, SD = 6.13) endorsed more alcohol use than females (M = 4.36, SD 

= 4.64), F(1, 252) = 3.87, p = .050, η2 = .135. Similarly, males (M = 1.89, SD = 3.81) endorsed 

more cannabis use than females (M = .92, SD = 2.31), F(1,252) = 5.71, p = .018, η2 = .152. There 

was no significant difference between males and females based on extraversion - F(1,252) = 

1.601, p = .207, η2 = .092, depression - F(1, 252) = .006, p = .937, η2 = .006, and anxiety - 

F(1,252) = 2.425, p = .121, η2 = .129. Taken together, these results were inconsistent with 

Hypothesis 5, stating females would endorse more schizotypal symptomology; however, they did 

endorse more psychopathology overall. 

 

Females-Only Analyses 

One-way ANOVA tests were used to assess for differences among dependent variables 

among female participants of different ethnicity. Results indicated that there were no significant 

differences between European American females and African American females and as well as 

between European American females and Hispanic American females based on schizotypal 

traits. Results indicated, however, that European American females (M = 4.93, SD = 4.44) 

endorsed more problematic alcohol use than African American females (M = 2.87, SD = 5.22), 

F(1, 145) = 4.82, p = .030, η2 = .208. Differences among ethnicity in males could not be 

computed due to sample sizes. 

 

Substance Use in Males Analyses 

Bivariate correlation analyses were used to correlate substance use to SPD symptoms in 
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all males, regardless of ethnicity. Results indicated that alcohol use was not significantly 

correlated to cognitive perceptual traits (r = -.215, p = .109), interpersonal traits (r = -.128, p = 

.341), disorganized traits (r = -.171, p = .202), or total SPQ scores (r = -.207, p = .123). 

Similarly, cannabis use was not significantly correlated to cognitive perceptual traits (r = -.170, p 

= .206), interpersonal traits (r = -.062, p = .647), disorganized traits (r = -.011, p = .935), or 

total SPQ scores (r = -.100, p = .460).  

 

Relationship between Demographic Variables and Schizotypal Traits 

A number of correlations were run by the gender and different ethnic groups to assess the 

consistency of relationship between schizotypal traits and demographic variables such as age, 

marital status, smoking behaviors, self and familial history of psychological treatment, history of 

medical problems, and history of traumatic brain injury among the different demographic groups. 

There was a significant negative relationship among European American males between 

cognitive perceptual traits and history of psychological treatment (r = -.346, p = .029). 

Correlations could not be computed among African American and Hispanic American males, 

due to the small sample size in each group.  

 Among European American females, age was significantly negatively correlated with 

cognitive-perceptual traits (r = -.248, p = .007) as well as interpersonal traits (r = -.183, p = .049) 

and total SPQ score (r = -.240, p = .240). Marital status was negatively correlated with cognitive-

perceptual traits (r = -.195, p = .035), interpersonal traits (r = -.183, p = .049), and total SPQ 

score (r = -.202, p = .029). Finally, nicotine use was negatively correlated to cognitive-perceptual 

traits (r = -.197, p = .033), interpersonal traits (r = -.237, p = .010), disorganized traits (r = -.301, 

p = .001), and overall SPQ score (r = -.303, p = .001). 
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 Among African American females, having a family history of treatment for depression 

was significantly positively correlated to cognitive-perceptual traits (r = .592, p = .001). Also, 

having a history of medical problems was negatively correlated to cognitive-perceptual traits (r = 

-.497, p = .005) and overall SPQ score (r = -.413, p = .023). 

 Among Hispanic American females, marital status was negatively correlated with 

cognitive-perceptual traits (r = -.370, p = .044). Having a history of psychological treatment was 

negatively correlated with cognitive-perceptual traits (r = -.435, p = .016) and disorganized traits 

(r = -.432, p = .017); however, treatment seeking for symptoms of anxiety was positively 

correlated with disorganized traits (r = .586, p = .001) and total SPQ scores (r = .452, p = .012). 

Finally, familial history of psychological treatment for depression was positively correlated with 

both cognitive-perceptual (r = .362, p = .050) and disorganized (r = .496, p = .005) traits as well 

as total SPQ scores (r = .417, p =.022).  

 In sum, results of this study did not indicate significant differences in SPD traits across 

ethnicity. Overall, Hispanic American participants did not differ from European American 

participants across all variables and gender; however, African American participants reported 

significantly greater levels of neuroticism than European Americans and European Americans 

reported significantly greater alcohol use than African Americans. Further assessment of 

similarities across groups indicated that marital status in both European American and Hispanic 

American females was negatively correlated to cognitive-perceptual traits. Both African 

American and Hispanic American females expressed positive correlations between family 

history of treatment for depression and cognitive-perceptual traits. Finally, Hispanic American 

females expressed a negative correlation between having a treatment history and cognitive-
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perceptual traits; however, European American males expressed a positive correlation between 

treatment history and cognitive-perceptual traits. 

 

Prediction of Schizotypal Traits 

Hierarchical regression analyses examined how well the independent variables predicted 

schizotypal traits. The first set of regressions analyzed the relationship between the independent 

variables and total SPD-B score. Gender and ethnicity (African American and European 

American) were first placed in the model, followed by depression, anxiety, stress, and finally 

extraversion, neuroticism, history of trauma, alcohol use, and cannabis use. Results, as shown in 

Table 15, were inconsistent with hypotheses and indicated that gender and ethnicity were not 

significant predictors, F(2, 190) = .458, p = .633, and only explained 0.5% of the variance in 

total SPQ scores. When depression, anxiety, and stress were added, results were significant and 

consistent with hypothesis 2, F(3,187) = 38.13, p <.001, and 37.8% of the variance was 

accounted for. Both depression (t = 2.834, p = .005) and stress (t = 3.307, p = .001) were 

significant unique predictors. Finally, when all variables were added to the model, the results 

were significant, F(5, 182) = 5.22, p <.001, with 46% of the variance was accounted for. Anxiety 

(t = 1.973, p = .050), stress (t = 2.987, p = .003), and extraversion (t = -4.954, p < .001) were 

significant unique predictors. 

Similarly, as shown in Table 16, inconsistent with hypotheses, gender and ethnicity 

(Hispanic Americans and European Americans) were not found to be significant predictors of 

SPQ scores, F(2, 190) = .409, p  = .665, and accounted for only 0.4% of the variance. However, 

consistent with Hypothesis 2, when depression, anxiety, and stress were then added to the model, 

results were significant, F(3, 187)= 45.97, p <.001, and explained an additional 42.7% of the 
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variance. Gender (t = -2.715, p = .007), depression (t = 3.541, p = .0001), and stress (t = 3.976, p 

< .001) were significant unique predictors. Finally, when all variables were included in the 

model, results were significant, F(5,182)= 3.61, p = .004, with 47.9% of the variance accounted 

for. Gender (t = -2.193, p = .030), depression (t = 2.555, p = .011), stress (t = 3.907, p <.001), 

and extraversion (t = -3.733, p <.001) were significant unique predictors.  

 The second set of regression analyses examined how well the independent variables 

predicted cognitive-perceptual traits. As shown in Table 17, inconsistent with hypotheses, results 

indicated that gender and ethnicity (African Americans and European Americans) were not 

significant predictors, F(2,190) = 0.51, p = .603, and explained only 0.50% of the variance in 

cognitive-perceptual traits. Consistent with Hypothesis 2, when depression, anxiety, and stress 

were added, results were significant, F(3,187) = 22.13, p <.001, and 26.6% of the variance was 

accounted for. Gender (t = -2.02, p = .045) and stress (t = 3.92, p  < .001) were significant unique 

predictors. Finally, when all variables were added to the model, the results were not significant, 

F(5, 182) = .64, p <.668, with 27.9% of the variance was accounted for.  

Similarly, as shown in Table 18, inconsistent with hypotheses, gender and ethnicity 

(Hispanic Americans and European Americans) were not found to be significant predictors of 

cognitive-perceptual traits, F(2, 190) = .50, p = .606, and accounted for only 0.5% of the 

variance. Consistent with Hypothesis 2, when depression, anxiety, and stress were then added to 

the model, results were significant, F(3, 187)= 32.62, p <.001, and explained an additional 

34.7% of the variance. Gender (t = -2.85, p = .005) and stress (t = 6.14, p  < .001) were 

significant unique predictors Finally, when all variables were included in the model, results were 

not significant, F(5,182)= 1.05, p = .388, with 36.5% of the variance accounted for. 
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The third set of regression analyses examined how well independent variables predicted 

interpersonal SPD traits. As shown in Table 19, inconsistent with hypotheses, gender and 

ethnicity (African American and European American) were not significant, F(2, 190) = .81, p = 

.447, and only explained 0.2% of the variance in interpersonal traits. Consistent with Hypothesis 

2, when depression, anxiety, and stress were added, results were significant, F(3,187) = 20.79, p 

<.001, and 23.7% of the variance was accounted for. Depression (t = 3.11, p = .002) was a 

significant unique predictor. Finally, when all variables were added to the model, the results 

were significant, F(5, 182) = 20.08, p <.001, with 49.4% of the variance accounted for. 

Extraversion (t = -9.84, p < .001) was a significant unique predictor. 

Similarly, as shown in Table 20, inconsistent with hypotheses, gender and ethnicity 

(Hispanic Americans and European Americans) were not found to be significant predictors of 

interpersonal traits, F(2, 190) = .427, p = .653, and accounted for only 0.4% of the variance. 

Consistent with Hypothesis 2, when depression, anxiety, and stress were then added to the 

model, results were significant, F(3, 187)= 22.05, p <.001, and explained an additional 26.5% of 

the variance. Depression (t = 3.52, p = .001) and anxiety (t = 2.40, p = .017) were significant 

unique predictors Finally, when all variables were included in the model, results were significant, 

F(5,182)= 19.32, p < .001, with 52% of the variance accounted for. Anxiety (t = 2.71, p = .007) 

and extraversion (t = -9.58, p < .001) were significant unique predictors. 

The fourth set of regression analyses examined how well independent variables predicted 

disorganized traits. As shown in Table 21, inconsistent with hypotheses, gender and ethnicity 

(African American and European American) were not found to be significant predictors of 

disorganized traits, F(2, 190) = 1.91, p = .152, and explained 2% of the variance. Consistent with 

Hypothesis 2, when depression, anxiety, and stress were added, results were significant, F(3,187) 
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= 22.04, p <.001, and 27.6% of the variance was accounted for. Gender (t = -2.62, p = .009) and 

depression (t = 3.13, p = .002) were significant unique predictors. Finally, when all variables 

were added to the model, the results were not significant, F(5, 182) = .739, p = .595, with 29% of 

the variance accounted for.  

Similarly, as shown in Table 22, inconsistent with hypotheses, gender and ethnicity 

(Hispanic Americans and European Americans) were not found to be significant predictors of 

disorganized traits, F(2, 190) = 1.66, p = .192, and accounted for only 1.7% of the variance. 

Consistent with Hypothesis 2, when depression, anxiety, and stress were then added to the 

model, results were significant, F(3, 187)= 24.40, p <.001, and explained an additional 29.4% of 

the variance. Gender (t = -3.05, p = .003), depression (t = 3.39, p = .001) and stress (t = 2.42, p = 

.016) were significant unique predictors Finally, when all variables were included in the model, 

results were not significant, F(5,182)= .907, p = .478, with 31.1% of the variance accounted for. 

 Given these results, Hypothesis 1 and 2, stating anxiety, depression, stress, and childhood 

trauma would be positively correlated to each other and to schizotypal symptoms was supported. 

While trauma was not a significant correlate, anxiety, depression, and stress were highly 

positively correlated to each other (see Tables 7-10) and a significant unique predictor of all 

schizotypal traits (see Tables 15-22). Furthermore, for both male and female participants 

regardless of ethnicity, depression, anxiety, and stress were positively correlated to all 

schizotypal traits and overall SPQ scores (see Tables 7-10).  

Hypothesis 3, stating neuroticism would be positively correlated with SPQ scores and 

extroversion would be negatively correlated to the presence of schizotypal traits was supported 

(see Tables 7-10). In European American males, there was a significant negative correlation 

between extraversion and interpersonal traits and between extraversion and total SPQ scores (see 
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Table 7). In European American females, extraversion was significantly negatively correlated 

with interpersonal and disorganized traits and total SPQ scores and neuroticism was positively 

correlated with cognitive-perceptual, interpersonal, and disorganized traits and total SPQ scores 

(see Table 8). In African American females, there was a significant negative correlation between 

extraversion and interpersonal traits and total SPQ scores and a significant positive correlation 

between neuroticism and disorganized traits and total SPQ scores (ee Table 9). Finally, in 

Hispanic American females, extraversion was significantly negatively correlated to interpersonal 

traits and total SPQ scores (see Table 10).  

Hypothesis 4, stating higher scores on the SPQ would be correlated to higher frequencies 

of substance use was not supported in males, regardless of ethnicity (see Table 2). Hypothesis 5, 

which stated that females would endorse more schizotypal traits was not supported (see Table 3). 

While males and females did not differ in regard to cognitive-perceptual and interpersonal 

symptomology, men tended to endorse more disorganized traits than women. Finally, Hypothesis 

6, which stated that ethnicity would have an impact on SPQ scores and that African American 

individuals would endorse more schizotypal symptomology than European American and 

Hispanic participants, was not supported. There were no differences found between ethnic 

groups based on schizotypal traits (see Tables 15-22). 
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CHAPTER 4 

DISCUSSION 

Previous research suggests that a dimensional approach to classifying personality 

disorders provides a more thorough and accurate account of an individual’s symptomology 

(Widiger, Livesley, & Clark, 2009). The results of the current study support previous findings 

suggesting that there are a number of psychological variables associated with the expression of 

personality disorder symptoms, using a dimensional approach (Read, van Os, Morrison, & Ross, 

2005; Olin & Mednick, 1996; Williams, Wellman, & Rawlins, 1996; Larrison, Briand, & Sereno, 

1999; Camisa, Bockbrader, Lysaker, Rae, & Brenner, 2005; Chavira, Grilo, Shae, Yen, & 

Gunderson, 2003; Kwapil, Crump, & Pickup, 2002; Voglmaier, Seidman, Niznikiewicz, Kickey, 

& Shenton, 2005), and all of these variables, as well as symptoms of personality disorder, reflect 

phenomenon that are likely continuously distributed in the general population. Moreover, the 

findings from the current study suggest that there is significant covariation among depression, 

anxiety, and stress symptoms, and these variables were found to significantly predict schizotypal 

personality disorder (SPD) traits. Furthermore, higher frequency of substance use was linked to 

greater expression of SPD traits among African American females in this sample. Results also 

suggest that certain personality and psychological factors, such as extroversion, marital status, 

history of psychological treatment, and family history of treatment for depression, influence the 

expression of SPD traits. 

The significant covariation of various symptoms seen in this study provides empirical 

support for a dimensional approach to research in psychopathology. The current Diagnostic and 

Statistical Manual of Mental Disorders, 4th edition (DSM-IV) diagnostic system uses a 

categorical model that assumes an individual meets certain criteria to receive a diagnosis, 
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whereas dimensional modeling considers the full range of individual symptom presentation that 

vary from low to high on a continuum.  

In the present study, ethnicity and gender did not play a significant role in influencing the 

expression of SPD traits; however, symptoms of psychopathology factors such as depression, 

anxiety, and stress predicted Axis II symptomology. Given the significant role that disturbances 

in affect has been shown to play in personality disorders, personality disorders may, in fact, be 

less stable than normal-range personality and thus, more responsive to treatment (Clark, 2007). 

The present study consisted of college students that completed the surveys one week before 

taking their semester final exams and consequently reported significantly elevated levels of 

stress. According to the diathesis-stress model, this elevated stress level likely contributed to 

greater endorsement of other symptomology, such as depression, anxiety, and SPD symptoms. 

While these results are consistent with current research and have important implications, 

results that were inconsistent with current research also provide important information that lend 

support to a dimensional model and pertain to diagnosis and treatment. Although the research is 

limited, some studies have suggested that ethnicity plays a role in the emergence of traits and 

diagnosis of SPD (Chavira et al., 2003; Kwapil et al., 2002). Contrary to these results, the present 

study did not find ethnicity to predict the expression of SPD traits across European American, 

African American, and Hispanic American males and females. This finding lends support to the 

generalizability of SPD traits suggesting that measurement of SPD symptoms is not based on 

ethnic differences unrelated to expression of SPD traits, but rather that SPD symptomology is 

genuinely expressed across the general population, regardless of ethnic status.  

Additionally, current research suggests that men and women do not express a 

significantly different number of schizotypal symptoms (Reynolds et al., 2000). However, the 
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present study found that males reported more disorganized symptoms such as odd speech and 

odd behavior than females across all ethnicities. A possible explanation for this finding is that it 

is considered more socially acceptable for men to display disorganized behaviors than it is for 

woman.  Despite this, consistent with previous research, females endorsed more overall 

symptomology than men. Group differences become particularly important when developing 

individualized treatment for men and women.  

Consistent with previous research (Birchwood, Iqbal, Upthegrove, 2005; Kwapil et al., 

1997), the current study found depression, anxiety, and stress to be significant predictors of SPD 

traits. Specifically, depression, anxiety, and stress were all found to be positively correlated to 

SPD traits across all gender and ethnic groups, suggesting that as these external correlates 

increase, SPD traits increase. Additionally, research suggests that traits reflecting neuroticism, 

such as anger, emotional reactivity, and vulnerability to stress, are positively correlated to SPD 

symptoms and extraverted traits, such as enthusiasm, assertiveness, and social stimulation, are 

negatively correlated to SPD symptoms (Ross et al., 2002; Eckblad & Chapman, 1983; Camisa 

et al., 2005). Specifically, among all groups, interpersonal traits were negatively correlated to 

extraversion. An extravert tends to be enthusiastic, talkative, assertive, and the life of the party; 

therefore, interpersonal traits such as discomfort in social situations, aloofness, difficulty getting 

close to people, and keeping in the background on social occasions are not likely to be present. 

Among European and African American females, disorganized traits were positively correlated 

to neuroticism. An individual who is neurotic responds poorly to environmental stress, lacks 

emotional regulation, and finds minor situations hopelessly difficult; therefore, disorganized 

traits such as unusual and bizarre mannerisms and odd and unusual behaviors are likely to be 
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consistent with neurotic symptoms. The present study supports the relationship between 

schizotypal and personality traits.  

 As previously mention, SPD is composed of three domains: positive cognitive and 

perceptual psychotic like symptoms, negative interpersonal characteristics, and negative 

disorganized traits (Gruzelier, 2003). An interesting pattern of differential relations arose among 

specific predictors and the SPD domains. Specifically, stress was the primary positive predictor 

of cognitive-perceptual traits, extroversion was the primary negative predictor of interpersonal 

traits, and depression was the primary positive predictor of disorganized traits. A possible 

explanation lies in the diathesis-stress model of schizotypy which indicates that stress interacts 

with preexisting vulnerability to influence symptom expression. Previous literature states that 

exposure to psychosocial stressors heightens symptoms of schizotypy and vulnerability to 

schizotypy is also associated with increased behavioral response to stressors. During this process, 

the hypothalamic-pituitary-adrenal (HPA) axis interacts with biological and genetic vulnerability 

via cortisol, leading to changes and abnormalities in dopamine neurotransmission (Walker & 

Diforio, 1997). Dopamine neurotransmission is responsible for activating the reward system in 

our bodies; therefore, abnormalities in its transmission can have negative consequences. 

Research has indicated a strong relationship among dopamine dysregulation and the 

development of psychosis. Greater levels of stress have been found to be related to an increase in 

dopamine release (van Winkel, Stefanis, & Myin-Germeys, 2008). Specifically, stress-related 

increases in cortisol levels exacerbate dopamine neurotransmission. High levels of extroverted 

traits have been associated with high levels of dopamine (Cohen, Young, Baek, Kessler, & 

Ranganath, 2005), and low levels of dopamine have been associated with symptoms of 

depression (Brown & Gershon, 1993). In sum, research has shown that positive symptoms are 
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related to greater dopamine neurotransmission, negative symptoms to less dopamine 

neurotransmission, and that the dopamine system is associated with the HPA. To the extent that 

the stress, extroversion, and depression variables used in the current study reflect aspects of the 

HPA and dopamineric systems, they help understand why self-reports of stress predicted 

disturbed cognitive-perceptual experiences (i.e., too much dopamine activity). Conversely, if 

symptoms of depression and low extroversion are linked with decreased dopamine activity, then 

it is understandable why they were respectively predictive of disorganized and interpersonal SPD 

symptoms. In the stress/cognitive-perceptual relationship there is potentially physiological over-

activation and thus disruption of normative cognitive functions; while in the latter set of 

relationships (depression/disorganized, extroversion/interpersonal) there is perhaps a down-

regulation of dopamine activity and thus an absence or deficiency of organized mental functions 

and coordinated interpersonal behaviors 

The college sample used in the present study presented with similar SPD symptomology 

as found in previous research; this was consistent with total SPQ score (M = 7.44, SD = 4.93), 

cognitive-perceptual traits (M =  2.67, SD = 1.94), interpersonal traits (M =  2.97, SD = 2.34), 

and disorganized traits (M =  1.79, SD = 1.83). In the validation study of the SPQ-B, Raine and 

Benishay (1995) administered the measure to 220 undergraduate students resulting in the 

following: total SPQ score (M = 9.6, SD = 5.3), cognitive perceptual traits (M = 3.6, SD = 2.3), 

interpersonal traits (M = 3.6, SD = 2.4), and disorganized traits (M = 2.5, SD = 1.9) (Raine & 

Benishay, 1995). In a later study examining schizotypal traits and cannabis use, 189 

undergraduate students were administered the SPQ-B resulting in the following: total SPQ score 

(M = 7.62, SD = 4.82), cognitive-perceptual traits (M = 2.97, SD = 2.16), interpersonal traits (M 

= 2.77, SD = 2.23), and disorganized traits (M = 1.87, SD = 1.74) (Schiffman, Nakamura, 
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Earleywine, LaBrie, 2005). Finally, a sample of 825 undergraduates were administered the SPQ-

B resulting in the following: total SPQ score (M = 7.5, SD = 4.9), cognitive-perceptual traits (M 

= 3.0, SD = 2.1), interpersonal traits (M = 3.0, SD = 2.3), and disorganized traits (M = 1.6, SD = 

1.7) (Compton, Goulding, Bakeman, & McClure-Tone, 2009).   

 Overall, current published research has not come to a consensus regarding the most valid 

assessment and diagnosis of personality disorders, ultimately providing more support for the 

dimensional model. The current findings highlight the covariation of multiple variables with 

SPD traits, particularly depression, anxiety, and stress. However, none of these variables are 

listed as DSM-IV criteria for SPD; therefore, such symptoms may not be addressed in treatment. 

While there are many suggested limitations to the categorical model, one such limitation is the 

failure to incorporate variables that lie outside of a diagnostic criteria set, but nonetheless covary 

significantly with them (Clark, 2007; Livesley, 2003; Trull & Durrett, 2005; Widiger, 2005; 

Widiger & Samuel, 2005). Implications of the current study’s findings suggest a need for 

dimensional modeling in order to understand and provide an accurate representation of SPD in 

both assessment and treatment. 

 

Limitations 

 There were some limitations to the study. The external validity of the study may be 

threatened by the underrepresented amount of participation by diverse ethnicities, particularly by 

minority males. While the percentages of all ethnic groups are comparable to those at the 

University the sample was drawn from, as in most psychological research, there is an 

overrepresentation of European American females that dominate the sample. This occurrence 

could lead to issues with generalizability, particularly when drawing conclusions about 
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interactions between ethnicity and SPD traits. Furthermore, specific inferences could not be 

drawn from African American and Hispanic American males because their groups were so small 

(n = 6). The sample was also drawn from a college population that endorsed a low level of 

symptomology overall. Generally, when disorders are more severe, there is a trend towards more 

symptoms and likely more comorbidity (Widiger & Trull, 1991). Therefore, conclusions drawn 

from the present study are likely not generalizable to clinical inpatient and/or outpatient samples. 

Due to the limited number of participants, there was insufficient power to conduct two-

way ANOVA analyses for each ethnic category; therefore, multiple one-way ANOVA tests were 

utilized to examine differences among variables for each group. Running multiple two sample 

tests threatens the power of the statistical analysis and increases the likelihood of Type I error or 

finding a false positive. Also, as previously mentioned, these tests could not be run for ethnic 

males due to limited sample size; therefore, inferences regarding these populations could not be 

drawn. 

Another limitation lies in the method of data collection and measurement. Information 

was collected through an online data survey, in which participants could complete the 

questionnaires in an environment of their choice. Given this, it is possible that participants may 

have been subject to external distractions that could have led them to not attend to all items. 

Moreover, since participants were not monitored while filling out the questionnaires, it is 

possible they may not have been entirely truthful in their responding and may have skipped 

through items quickly in order to complete the task. Similarly, an online data base is highly 

susceptible to participant drop out due to fatigue, human error, and technology error. 

Consequently, missing data on the demographic questionnaire provides another limitation. 
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Specifically, there were 19 participants who completed all the questionnaires, however, dropped 

out when reaching the final demographics sheet. 

 

Future Directions 

 Despite these limitations, this study provides significant evidence for the 

multidimensionality of schizotypy. An important avenue for the future will be to replicate this 

study with a more generalizable sample. In order to make concrete inferences about ethnicity, it 

will be important to focus on collecting a sample that is representative of ethnic males. Future 

research should also explore different populations, other than college students, such as clinical 

and nonclinical samples. Doing this will provide more variability in terms of demographics 

information such as age, socioeconomic status, and education level. 

 Another important direction for future research is to use the current methods to look at 

overlap among symptomology in personality disorders other than SPD. Evidence suggests that 

Axis I symptomology significantly overlap with many personality disorders such as borderline 

personality disorder (Zanarini, Frankenburg, Dubo, & Sickel, 1998), antisocial personality 

disorder (Goodwin & Hamilton, 2003), and avoidant, paranoid, and dependent personality 

disorders (Skodol, Stout, McGlashan, Grilo, & Gunderson, 1999; McGlashan, Grilio, Skodol, 

Gunderson, Shea, Morey et al., 2000). The current study linked significant affective and 

behavioral symptoms (e.g. depression, substance use) to the expression of personality disorder 

traits. Despite the popular notion that personality disorders are stable, treatment resistant 

disorders, there is much evidence that suggests a variety of treatments have been effective with 

these disorders. 
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 As with any self-report measure, participants may exhibit exaggeration or concealment in 

their responding. Due to the intimate nature of the questionnaires used in the study, future 

research should include a measure of social desirability in order to control for this bias. 

 

Conclusions 

The findings of this study become particularly important when approaching assessment, 

diagnosis, and treatment of personality disorders. The current categorical model has significant 

heterogeneity among disorders, excessive diagnostic co-occurrence, vague diagnostic 

descriptions, arbitrary boundaries, and reliance on the “not otherwise specified” diagnosis to 

explain differences (Widiger, Livesley, & Clark, 2009). Dimensional modeling provides a better 

understanding of the client’s needs in terms of individual symptomology which in turn leads to 

more clinical utility and less clinician confusion.  

Consistent with the present study, previous research has suggested significant positive 

correlations of Axis I and Axis II symptoms. Furthermore, the present college sample reported 

many Axis I and Axis II symptoms that, while not reaching the clinical range for diagnosis, 

could still exceed their coping mechanisms and warrant treatment. Moreover, according to the 

current DSM-IV, personality disorders such as SPD are viewed as chronic, pervasive personality 

patterns; however, current research suggests that personality is dynamic and personality 

disorders are treatable (Clark, 2009; Linehan, 1993; Perry, Banon, & Ianni, 1999; Perry & Bond, 

2000; Salekin, 2001). Diagnosis is not as definitive as we would like it to be, however, using a 

continuous model for case conceptualization would allow additional individuals to be identified 

who express subclinical levels of psychopathology. 

Additionally, dimensional modeling of personality disorders can encourage more 

effective treatment for specific client needs. Rather than focusing on and becoming bound by 
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symptom elimination, treatment goals are based on reduction of symptom severity. In contrast, 

dimensional modeling provides a more comprehensive understanding of areas for change within 

the individual client that is not limited by DSM-IV criteria. It also allows for discussions with the 

client that eliminate the stigma of diagnosis and allow for better rapport because the clinicians 

are more focused on the individual rather than on a checklist approach. In sum, a dimensional 

perspective to understanding psychopathology is a more open-minded approach to assessing 

problems and is more in tune with the individual person and severity of symptoms to better target 

personalized treatment (Tackett, Silberschmidt, Krueger, & Sponheim, 2009; Widiger, Livelsey, 

& Clark, 2009). 

 There has been much debate over the assessment and diagnosis of personality and 

personality disorders in recent research. As a result, the Personality and Personality Disorders 

Work Group has been formulated to address problems and propose changes that will take effect 

in the DSM-V. Among the changes is a new definition of personality and a four-part assessment 

model that addresses increased specificity of psychopathology as well as varying degrees of 

severity. The proposed definition states personality disorders are “the failure to develop a self-

identity and the capacity for interpersonal functioning that are adaptive in the context of the 

individual’s culture norms and expectations” (APA, 2010). This definition incorporates many of 

the findings of the present study including greater need for specificity, symptom severity, and 

inclusion of trait dimensions.  
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Table 1 
Descriptive Statistics (n = 298) 
 
Variable Means SD  Skew  Kurtosis  α MIC 
 
Cognitive Perceptual    2.67    1.94       0.36     -0.68               .634   .175 
Interpersonal  2.97 2.34   0.43 -0.86 .767 .292  
Disorganized  1.79 1.83   0.75 -0.55 .767 .350 
Total SPQ    7.43 4.93   0.48 -0.41 .838 .199 
Extraversion   31.81 7.05  -0.04  -0.13  .667   .040 
Neuroticism   27.23 6.54   0.44  -0.04   .704 .184 
History of Trauma    0.79 0.41  -1.41 -0.01 
Depression   18.77  6.56    2.85 10.52  .943 .563   
Anxiety   16.77 4.62  2.33    6.72   .866 .334 
Stress   21.56 7.05   1.47   2.46 .917 .444 
Alcohol Use   4.79 5.11   1.35     1.81 .825 .336 
Cannabis Use   1.23 2.86     3.32  11.91 .789 .282 
________________________________________________________________________ 
 
 
Table 2 
Means and Standard Deviations for Males (n = 57) 
 
Variable      Means    SD 
 
Age       20.61    4.36 
Cognitive Perceptual     2.81    2.10 
Interpersonal      2.79    2.29  
Disorganized      2.07    1.94 
Total SPQ      7.67    5.22 
Extraversion      30.88    7.41 
Neuroticism      24.60    5.72 
History of Trauma     0.61    0.49 
Depression      18.61    5.95 
Anxiety      15.79    2.94 
Stress       19.91    6.31 
Alcohol Use      5.84    6.13 
Cannabis Use      1.89    3.81 
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Table 3 
Means and Standard Deviations for Females (n = 197) 
 
Variable      Means    SD 
 
Age       19.66    3.23 
Cognitive Perceptual     2.61    1.93 
Interpersonal      2.96    2.28 
Disorganized      1.53    1.70 
Total SPQ      7.11    4.61 
Extraversion      32.18    6.66 
Neuroticism      28.13    6.41 
History of Trauma     0.82    0.38 
Depression      18.54    5.99 
Anxiety      16.80    4.64 
Stress       21.89    6.84 
Alcohol Use      4.36    4.64 
Cannabis Use      0.92    2.31 
_______________________________________________________________________ 
 
Table 4 
Means and Standard Deviations for European Americans (n = 172)  
Variable Total Male (23.3%)  Female (68.0%) 
 
 Means SD Means SD Means    SD 
 
Age 20.02 4.05 20.88 4.80 19.84 3.95 
Cognitive Perceptual 2.59 1.94 2.77 2.12 2.52 1.88 
Interpersonal 2.81 2.27 2.70 2.24 2.85 2.29 
Disorganized 1.67 1.81 1.98 1.80 1.56 1.81 
Total SPQ 7.06 4.85 7.45 5.00 6.93 4.81 
Extraversion 32.08 7.08 31.53 7.65 32.64 6.48 
Neuroticism 26.72 6.56 23.03 4.62 27.80 6.34 
History of Trauma 0.77 0.42 0.60 0.50 0.82 0.39 
Depression 19.01 6.88 18.35 4.90 18.59 5.91 
Anxiety 16.81 4.91 15.10 1.98 17.00 4.97 
Stress 21.42 6.97 18.53 4.56 21.77 6.59 
Alcohol Use 5.23 5.09 6.05 6.34 4.93 4.43 
Cannabis Use 1.23 2.66 1.75 3.50 0.94  2.11 
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Table 5  
Means and Standard Deviations for African Americans (n = 38)   
 
Variable Total Male (15.8%)  Female (78.9%) 
 
 Means SD Means SD Means SD 

 
Age 19.38 1.60 18.33 0.52 19.66 1.70  
Cognitive Perceptual 2.83 2.04 3.00 2.28 2.80 2.02 
Interpersonal 3.31 2.24 3.00 3.10 3.37 2.09 
Disorganized 1.44 1.87 2.67 2.80 1.20 1.58 
Total SPQ 7.58 4.95 8.67 7.71 7.37 4.37 
Extraversion 31.21 7.03 29.50 6.16 31.90 7.08 
Neuroticism 29.05 7.79 28.83 7.86 29.17 8.06 
History of Trauma 0.68 0.47 0.50 0.55 0.70 0.47 
Depression 19.61 9.31 21.83 13.54 19.33 8.80  
Anxiety 17.37 5.14 20.17 5.27 16.67 5.10  
Stress 23.79 9.52 25.67 13.17 23.70 9.04 
Alcohol Use 2.92 5.50 3.83 7.96 2.87 5.22 
Cannabis Use 1.32 3.87 3.17 6.79 0.97 3.21 
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Table 6 
Means and Standard Deviations for Hispanic Americans (n = 40) 
 
Variable Total Male (15.0%)  Female (75%) 

 Means SD Means SD    Means     SD 

 

Age 19.23 1.66    20.0 1.55 19.17 1.72 

Cognitive Perceptual 2.78 2.07 3.17 2.64 2.70  1.99 

Interpersonal 3.17 2.48 3.00 1.67 3.20  2.63 

Disorganized 1.50 1.63 2.50 2.51 1.30  1.37 

Total SPQ 7.44 4.77 8.67 5.89 7.20  4.60 

Extraversion 31.15 8.03 29.83 8.66 30.67 7.80 

Neuroticism 27.95 5.73 28.33 7.89 28.47 5.37 

History of Trauma 0.85             0.36 0.67 0.52 0.90  0.31 

Depression 17.75 3.61 18.00 3.10 17.90 3.89 

Anxiety 15.95 3.42 15.33 1.86 16.07 3.80 

Stress 20.48 5.10 20.83 4.12 20.87 5.48 

Alcohol Use 3.98 4.41 4.67 3.88 3.60  4.77 

Cannabis Use 0.68  1.54 0.67 1.03 0.63 1.73 
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Table 7 
Correlations of Schizotypal Traits in European American Males (n = 40) 
   
 

 Cognitive Perceptual Interpersonal Disorganized Total SPQ 
 
Extraversion  - .080   -.635**  -.058  -.340* 
Neuroticism     .003    .082   .148   .092 

History of Trauma
a
    .205   -.134  -.011   .023 

Depression    .203   .385*    .195   .329 
Anxiety    .402**   .318*   .165   .373 
Stress    .509**   .444**   .519**   .602** 
Alcohol Use   -.049   .012  -.056  -.036 
Cannabis Use    .013   .137   .101   .103 
 
a
History of Trauma: 0 = no, 1 = yes. 

*p < .05. ** p < .01. 

 

Table 8 
Correlations of Schizotypal Traits in European American Females (n = 117) 
   
 

 Cognitive Perceptual Interpersonal Disorganized Total SPQ 
 
Extraversion - .104   -.603**  -.214*  -.408**  
Neuroticism   .415**    .314**   .319**   .431** 

History of Trauma
a
   .098   -.029   .087   .054  

Depression   .417**   .498**   .566**   .612**  
Anxiety   .509**   .488**   .500**   .619** 
Stress   .604**   .416**   .434**   .597**  
Alcohol Use   .129   .046   .039   .087  
Cannabis Use   .136   .078   .162   .151 
 
a
History of Trauma: 0 = no, 1 = yes. 

*p < .05. ** p < .01. 
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Table 9 
Correlations of Schizotypal Traits in African American Females (n = 30) 
   
 

 Cognitive Perceptual Interpersonal Disorganized Total SPQ 
 
Extraversion   -.307 -.554** .116 - .366*  
Neuroticism    .184   .342 .365*   .381*  

History of Trauma
a
    .044   .187 .177   .175  

Depression    .267   .424* .413*   .477** 
Anxiety    .304   .264 .277   .368*  
Stress    .232   .376* .243   .376*  
Alcohol Use    .497**   .178 .345   .441*  
Cannabis Use    .201   .022 .388*   .244  
 
a
History of Trauma: 0 = no, 1 = yes. 

*p < .05. ** p < .01. 

 
 
Table 10 
Correlations of Schizotypal Traits in Hispanic American Females (n = 30) 
   
 

 Cognitive Perceptual Interpersonal Disorganized Total SPQ 
 
Extraversion  .026 -.669** -.236   -.442*  
Neuroticism  .272   .137    .215    .260  

History of Trauma
a
  .233   .241    .074    .261  

Depression  .563**   .491**  .524**    .680**  
Anxiety  .346   .513**   .494**    .590**  
Stress  .646**   .296   .502**     .598**  
Alcohol Use  .227   .001  .141     .141  
Cannabis Use  .178 - .218  -.112    -.081  
 
a
History of Trauma: 0 = no, 1 = yes. 

*p < .05. ** p < .01. 
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Table 11 
Correlations of Schizotypal Traits and Demographic Variables in European American   
Males (n = 40) 
   
 

 Cognitive Perceptual Interpersonal Disorganized Total SPQ 
 
Age  -. 114 -.054  -.077 -.100 

Marital Status
a
   -.221  -.198  -.121  -.226 

Anxiety Tx
b
    .247   .166   .002   .180  

Treatment History
b
   -.346*  -.057 - .281 -.274  

Family Hx Depression Tx
b
   .116  -.068   .239   .105 

Family Hx Anxiety Tx
b
    .258   .167   .111   .224  

Hx Medical Problem Tx
b
   .178   .170   .001   .152 

Nicotine Use
c
    .045  -.092   .067   .002 

 
a
Marital Status: 1 = single, 2 = married, 3 =  separated, 4 = divorced, 5 = Engaged .

b
Anxiety Tx, 

Overall Treatment History, Family Hx Depression Tx, Family Hx Anxiety Tx, and Hx Medical 

Problems Tx,: 0 = no, 1 = yes. 
c
Nicotine Use: 1 = yes, 2 = no. 

*p < .05. ** p < .01. 
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Table 12 
Correlations of Schizotypal Traits and Demographic Variables in European American  
Females (n = 117) 
   
 

 Cognitive Perceptual Interpersonal Disorganized Total SPQ 
 
Age   -.248** - .183*  -.151 -.240** 

Marital Status
a
   -.195*  -.183*  -.103 -.202* 

Anxiety Tx
b
   -.010   .078   .208   .111 

Treatment History
b
    .013 -.119 -.165 -.113 

Family Hx Depression Tx
b
 -.072   .072   .015   .012 

Family Hx Anxiety Tx
b
    .062   .127   .147   .140  

Hx Medical Problem Tx
b
   .083   .061   .017   .068 

Nicotine Use
c
  -.197* -.237** -.301** -.303** 

 
a
Marital Status: 1 = single, 2 = married, 3 =  separated, 4 = divorced, 5 = Engaged .

b
Anxiety Tx, 

Overall Treatment History, Family Hx Depression Tx, Family Hx Anxiety Tx, and Hx Medical 

Problems Tx,: 0 = no, 1 = yes. 
c
Nicotine Use: 1 = yes, 2 = no. 

*p < .05. ** p < .01. 
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Table 13 
Correlations of Schizotypal Traits and Demographic Variables in African American  
Females (n = 30) 
   
 

 Cognitive Perceptual Interpersonal Disorganized Total SPQ 
 
Age  -.284   .044  -.104 -.148 

Marital Status
a
   -.175    -.048   -.206 -.178  

Anxiety Tx
b
    .112   .147  -.143   .071  

Treatment History
b
   -.295 - .017    .034 -.133 

Family Hx Depression Tx
b
   .592**   .103    .243   .411  

Family Hx Anxiety Tx
b
    .363 -.178    .051   .102  

Hx Medical Problem Tx
b
  -.497** -.212   -.223  -.413*  

Nicotine Use
c
   -.363  -.277   -.137 -.351  

 
a
Marital Status: 1 = single, 2 = married, 3 =  separated, 4 = divorced, 5 = Engaged .

b
Anxiety Tx, 

Overall Treatment History, Family Hx Depression Tx, Family Hx Anxiety Tx, and Hx Medical 

Problems Tx,: 0 = no, 1 = yes. 
c
Nicotine Use: 1 = yes, 2 = no. 

*p < .05. ** p < .01. 
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Table 14 
Correlations of Schizotypal Traits and Demographic Variables in Hispanic American   
Females (n = 30) 
   
 

 Cognitive Perceptual Interpersonal Disorganized Total SPQ 
 
Age   -.227 -.091  -.212   -.213 

Marital Status
a
   -.370* -.072   -.258    -.278  

Anxiety Tx
b
    .279   .275    .586**    .452* 

Treatment History
b
   -.435*  -.104   -.432*     -.376*  

Family Hx Depression Tx
b
   .362*   .197    .496**    .417*  

Family Hx Anxiety Tx
b
    .077  -.200    .012   -.077 

Hx Medical Problem Tx
b
   -.081 -.168   -.073    -.153 

Nicotine Use
c
  -.029   .086   -.041    .049 

 
a
Marital Status: 1 = single, 2 = married, 3 =  separated, 4 = divorced, 5 = Engaged .

b
Anxiety Tx, 

Overall Treatment History, Family Hx Depression Tx, Family Hx Anxiety Tx, and Hx Medical 

Problems Tx,: 0 = no, 1 = yes. 
c
Nicotine Use: 1 = yes, 2 = no. 

*p < .05. ** p < .01. 
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Table 15 
Hierarchical Regression Equations for Total SPQ: European and African Americans 
 
Unique Predictor Variable    Std beta weight       % Variance Accounted     R²         R² ∆ 
 
Step 1 
 Gender

a
   -.055 

 Ethnicity
b
    .046 

 Total     0.50%  -.006  .005 
 
Step 2 
 Gender  -.115 
 Ethnicity  -.028 
 Depression**   .234 
 Anxiety   .155 
 Stress**   .307 
 Total**     38.3%  .366  .378 
              
Step 3 
 Gender  -.073 
 Ethnicity  -.038 
 Depression   .137 
 Anxiety*    .182  
 Stress**    .328 
 Extraversion** -.294 
 Neuroticism -.047  
 Hx of Trauma

c
 -.016  

 Alcohol Use   .010 
 Cannabis Use   .057 
 Total**     46.0%  .430  .077 
________________________________________________________________________ 
       
Predictor variables entered: participant’s gender, ethnicity, depression, anxiety, stress, 

extraversion, neuroticism, history of trauma, alcohol use, and cannabis use 
a
Gender: 1 = male, 2 = female.

b
Ethnicity: 1 = European American, 2 = African American.  

c
History of Trauma: 0 = no, 1 = yes.  

*p < .05. ** p < .01. 
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Table 16 
Hierarchical Regression Equations for Total SPQ: European and Hispanic Americans 
 
Unique Predictor Variable    Std beta weight       % Variance Accounted     R²         R² ∆ 
 
Step 1 
 Gender

a
  -.058 

 Ethnicity
b
    .035 

 Total     0.40%  -.006  .004 
 
Step 2 
 Gender**  -.115 
 Ethnicity   .065 
 Depression**  .256  
 Anxiety   .165 
 Stress**   .334 
 Total**     42.7%  .412  .423 
 
Step 3 
 Gender*  -.130 
 Ethnicity   .043 
 Depression**  .189 
 Anxiety   .157  
 Stress**   .366 
 Extraversion** -.217 
 Neuroticism -.024  
 Hx of Trauma

c
 -.016  

 Alcohol Use -.050 
 Cannabis Use   .074 
 Total**     47.9%  .450  .052 
________________________________________________________________________ 
 
Predictor variables entered: participant’s gender, ethnicity, depression, anxiety, stress, 

extraversion, neuroticism, history of trauma, alcohol use, and cannabis use 
a
Gender: 1 = male, 2 = female.

b
Ethnicity: 1 = European American, 2 = Hispanic American.  

c
History of Trauma: 0 = no, 1 = yes.  

*p < .05. ** p < .01.
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Table 17 
Hierarchical Regression Equations for Cognitive-Perceptual Traits: European and African 
Americans 
 
Unique Predictor Variable    Std beta weight       % Variance Accounted     R²         R² ∆ 
 
Step 1 
 Gender

a
  -.054 

 Ethnicity
b
     .054 

 Total     0.50%  -.005  .005 
 
Step 2 
 Gender*   -.130 
 Ethnicity   -.017 
 Depression  -.006  
 Anxiety    .159 
 Stress**    .397 
 Total**     26.6%  .246  .261 
 
Step 3 
 Gender  -.104 
 Ethnicity  -.005 
 Depression -.034 
 Anxiety    .151  
 Stress**    .463 
 Extraversion -.076 
 Neuroticism -.104  
 Hx of Trauma

c
   .039  

 Alcohol Use   .050 
 Cannabis Use   .032 
 Total     27.9%  .239  .013 
________________________________________________________________________ 
 

Predictor variables entered: participant’s gender, ethnicity, depression, anxiety, stress, 

extraversion, neuroticism, history of trauma, alcohol use, and cannabis use 
a
Gender: 1 = male, 2 = female.

b
Ethnicity: 1 = European American, 2 = African American.   

c
History of Trauma: 0 = no, 1 = yes.  

*p < .05. ** p < .01 
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Table 18 
Hierarchical Regression Equations for Cognitive-Perceptual Traits: European and Hispanic 
Americans 
 
Unique Predictor Variable    Std beta weight       % Variance Accounted     R²         R² ∆ 
_______________________________________________________________________ 
 
Step 1 
 Gender

a
  -.062 

 Ethnicity
b
   .043 

 Total     0.50%  -.005  .005 
 
Step 2 
 Gender**  -.174 
 Ethnicity   .058 
 Depression  .044  
 Anxiety   .026 
 Stress**   .550 
 Total**     34.7%  .330  .342 
 
Step 3 
 Gender**  -.178 
 Ethnicity   .069 
 Depression  .059 
 Anxiety   .022  
 Stress**   .588 
 Extraversion  .075 
 Neuroticism -.057  
 Hx of Trauma

c
  .059  

 Alcohol Use -.064 
 Cannabis Use  .093 
 Total     36.5%  .330  .018 
 
 
Predictor variables entered: participant’s gender, ethnicity, depression, anxiety, stress, 

extraversion, neuroticism, history of trauma, alcohol use, and cannabis use 
a
Gender: 1 = male, 2 = female.

b
Ethnicity: 1 = European American, 2 = Hispanic American. 

 
c
History of Trauma: 0 = no, 1 = yes.  

*p < .05. ** p < .01.
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Table 19 
Hierarchical Regression Equations for Interpersonal Traits: European and African Americans 
 
Unique Predictor Variable    Std beta weight       % Variance Accounted     R²         R² ∆ 
 
         
Step 1 
 Gender

a
   .034 

 Ethnicity
b
   .083 

 Total     0.20%  -.002  .008 
 
Step 2 
 Gender  -.001 
 Ethnicity   .029 
 Depression**  .283  
 Anxiety   .107 
 Stress   .172 
 Total**     23.7%  .237  .248 
 
Step 3 
 Gender   .071 
 Ethnicity   .018 
 Depression  .117 
 Anxiety   .157  
 Stress   .169 
 Extraversion** -.559 
 Neuroticism -.040  
 Hx of Trauma

c
 -.067  

 Alcohol Use  .076 
 Cannabis Use  .010 
 Total**     49.4%  .494  .264 
________________________________________________________________________ 
 
Predictor variables entered: participant’s gender, ethnicity, depression, anxiety, stress, 

extraversion, neuroticism, history of trauma, alcohol use, and cannabis use 
a
Gender: 1 = male, 2 = female.

b
Ethnicity: 1 = European American, 2 = African American.  

c
History of Trauma: 0 = no, 1 = yes.  

*p < .05. ** p < .01.
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Table 20 
Hierarchical Regression Equations for Interpersonal Traits: European and Hispanic Americans 
 
Unique Predictor Variable    Std beta weight       % Variance Accounted     R²         R² ∆  
 
         
Step 1 
 Gender

a
   .028 

 Ethnicity
b
   .058 

 Total     0.40%  -.006  .004 
 
Step 2 
 Gender  -.028 
 Ethnicity   .088 
 Depression**  .288  
 Anxiety*   .237 
 Stress   .057 
 Total**     26.5%  .245  .260 
 
Step 3 
 Gender   .033 
 Ethnicity   .036 
 Depression  .132 
 Anxiety*   .222  
 Stress   .081 
 Extraversion**  -.535 
 Neuroticism -.012  
 Hx of Trauma

c
 -.068  

 Alcohol Use  .055 
 Cannabis Use  .011 
 Total**     52.0%  .493  .255 
 
 
Predictor variables entered: participant’s gender, ethnicity, depression, anxiety, stress, 

extraversion, neuroticism, history of trauma, alcohol use, and cannabis use 
a
Gender: 1 = male, 2 = female.

b
Ethnicity: 1 = European American, 2 = Hispanic American.  

c
History of Trauma: 0 = no, 1 = yes. 

d
Nicotine Use: 1 = yes, 2 = no. 

*p < .05. ** p < .01. 
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Table 21 
Hierarchical Regression Equations for Disorganize Traits: European and African Americans 
 
Unique Predictor Variable    Std beta weight       % Variance Accounted     R²         R² ∆ 
 
         
Step 1 
 Gender

a
  -.132 

 Ethnicity
b
  -.038 

 Total     2.0%  .009  .020 
 
Step 2 
 Gender**  -.168 
 Ethnicity  -.092 
 Depression**   .281  
 Anxiety    .111 
 Stress    .179 
 Total**     27.6%  .256  .256 
 
Step 3 
 Gender*   -.171 
 Ethnicity   -.119 
 Depression**   .256 
 Anxiety    .128  
 Stress    .169 
 Extraversion  -.019 
 Neuroticism   .037  
 Hx of Trauma

c
  -.002  

 Alcohol Use  -.121 
 Cannabis Use   .105 
 Total     29.0%  .251  .014 
________________________________________________________________________ 
 

Predictor variables entered: participant’s gender, ethnicity, depression, anxiety, stress, 

extraversion, neuroticism, history of trauma, alcohol use, and cannabis use 
a
Gender: 1 = male, 2 = female.

b
Ethnicity: 1 = European American, 2 = African American.  

c
History of Trauma: 0 = no, 1 = yes.  

*p < .05. ** p < .01.
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Table 22 
Hierarchical Regression Equations for Disorganized Traits: European and Hispanic Americans 
 
Unique Predictor Variable    Std beta weight       % Variance Accounted     R²         R² ∆ 
 
Step 1 
 Gender

a
  - .126 

 Ethnicity
b
   -.027 

 Total     1.7%  .007  .017 
 
Step 2 
 Gender**   -.194 
 Ethnicity   -.002 
 Depression**     .272  
 Anxiety    .113 
 Stress*    .226 
 Total**     29.4%  .275  .276 
 
Step 3 
 Gender**   -.200 
 Ethnicity   -.008 
 Depression**   .276 
 Anxiety    .113  
 Stress*    .240 
 Extraversion   .022 
 Neuroticism   .013  
 Hx of Trauma

c
  -.021  

 Alcohol Use*  -.137 
 Cannabis Use   .084 
 Total     31.1%  .273  .017 
________________________________________________________________________ 
 
Predictor variables entered: participant’s gender, ethnicity, depression, anxiety, stress, 

extraversion, neuroticism, history of trauma, alcohol use, and cannabis use 
a
Gender: 1 = male, 2 = female.

b
Ethnicity: 1 = European American, 2 = Hispanic American. 

 
c
History of Trauma: 0 = no, 1 = yes. 

d
Nicotine Use: 1 = yes, 2 = no. 

*p < .05. ** p < .01. 
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Figure 1. Schizotypal traits across gender. 

 

 
 

Figure 2. Schizotypal traits across ethnicity. 
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University of North Texas Institutional Review Board 
 

Informed Consent Form 
 

Before agreeing to participate in this research study, it is important that you read and understand 
the following explanation of the purpose and benefits of the study and how it will be conducted. 
 
Title of the Study: Psychosocial Contributions to the Expression of Schizotypal Personality 
Traits 
 
Principal Investigator: Nikki Hernandez, B.S., a graduate student in the University of North 
Texas (UNT) Department of Psychology. 
 
Purpose of the Study: 
The purpose of the study is to examine the relationship between stressors, individual differences 
and the expression of schizotypal personality traits. 
 
Study Procedures: 
You will be asked to fill out six questionnaires that will take approximately 45 minutes of your 
time. 
 
Foreseeable Risks: 
In completing the materials, you may feel some distress, psychologically and/or physically. 
These risks are minimal and will not be expected to go beyond stress that is typically 
experienced when recounting past experiences. However, should you feel distress, it should only 
be temporary and should decline over a relatively short time period. If persistent or severe 
distress occurs, please call the number listed at the end of this form to obtain assistance. 
 
Benefits to the Subjects or Others: 
Students will receive research credit for participation in this study. No additional direct benefits 
are expected. Indirectly, the more professionals know about SPD trait expression, the better 
equipped they are to effectively diagnose and treat those having experienced symptoms. 
 
Compensation for Participants: 
You will receive research credit as compensation for your participation in this study. 
 
Procedures for Maintaining Confidentiality of Research Records: 
The materials you are about to complete do not require any personal information, with the 
exception of this Informed Consent Form. In order to keep the information on the Informed 
Consent Form confidential, once completed and returned to the examiner it will be immediately 
removed from the packet. The Informed Consent Form will be placed in separate files. The files 
will be placed in a locked cabinet in Terrill Hall, at the University of North Texas. The 
remaining materials will be located in a locked cabinet in a separate research room at the 
University of North Texas. No information about an individual participant derived form this 
study will be given to any person or group outside of the primary investigator or Dr. Craig 
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Neumann. The confidentiality of your individual information will be maintained in any 
publications or presentations regarding this study. 
 
Questions about the Study: 
If you have any questions about the study, you may contact Nikki Hernandez at telephone 
number 940-565-2671 or Dr. Craig Neumann, UNT Department of Psychology, at telephone 
number 940-565-3788. Should persistent or severe distress occur please call the UNT 
Counseling and Testing Center at 940-565-2741 to obtain assistance. 
 
Review for the Protection of Participants: 
This research study will be reviewed and approved by the UNT Institutional Review Board 
(IRB). The UNT IRB can be contacted at (940) 565-3940 with any questions regarding the rights 
of research subjects. 
 
Research Participants’ Rights: 
Your signature below indicates that you have read or have had read to you all of the above and 
that you confirm to all of the following: 
 

• Nikki Hernandez or research associate has explained the study to you and answered all of 
your questions. You have been told the possible benefits and the potential risks and/or 
discomforts of the study. 

• You understand that you do not have to take part in this study, and your refusal to 
participate or your decision to withdraw will involve no penalty or loss of rights or 
benefits. The study personnel may choose to stop your participation at any times. 

• You understand why the study is being conducted and how it will be performed. 
• You understand your rights as a research participant and you voluntarily consent to 

participate in this study. 
• You have been told you will receive a copy of this form. 

 
 
______________________________________   ________________ 
Signature of Participant       Date 
 
 
For the Principal Investigator or Designee: 
 
I certify that I have reviewed the contents of this form with the participant signing above. I have 
explained the possible benefits and the potential risks and/or discomforts of the study. It is my 
opinion that the participant understood the explanation. 
 
 
______________________________________    ________________ 
Signature of Principal Investigator or Designee    Date 
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ID #: _______________________   Age:  _______________________ 
 
Year: Freshman Sophomore     Junior            Senior 
 
Ethnicity:   ____________________   Marital Status: _________________ 
 
Major: _______________________ 
 
 
Have you had any current or past psychological treatment for (check all that apply):  

 mood _____; anxiety _____; personality ______; substance use ______; 

attention/learning _____; other ______________________ 

Have you had first-degree relatives with history of psychological problems for (check all that 

apply): 

 mood _____; anxiety _____; personality ______; substance use ______; 

attention/learning _____; other ______________________ 

Do you have a history of medical problems or disorders? (check all that apply): 

 diabetes-type ______; hypertension ______; other ________________________ 

 

Do you smoke cigarettes?   Yes   No 

If yes, how many packs of cigarettes do you smoke in a single day?   

Less than 1  1-2 packs   3-4 packs  Other: __________________ 

 

Have you ever experienced a traumatic brain injury?  Yes   No 

If yes, at what age? _________________  Did you lose consciousness?       Yes        No 
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