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Background. ! e cognitive model of personality disorders has di" erentiated 
10 patterns of dysfunctional beliefs that lead to speci# c de# cient and highly 
developed coping strategies. ! e Personality Belief Questionnaire (PBQ) is a 
self-report instrument based on this model, which di" erentiates patients with 
avoidant, dependent, obsessive-compulsive, narcissistic, paranoid, histrionic, 
passive-aggressive, antisocial, and borderline disorders from each other and 
from patients with other mental illnesses.

Objective. To validate the Russian version of the PBQ in clinical and control 
samples.

Design. ! e PBQ was translated and back-translated. 591 adults without 
mental illnesses and 200 in patients with di" erent mental illnesses (predomi-
nantly a" ective disorders, personality disorders, schizotypal disorder, and schiz-
ophrenia) # lled out the Russian version of the PBQ. 178 participants from the 
control sample and all 200 patients also # lled out the Symptom Checklist-90 
 Revised. 78 participants from the control sample and 58 patients # lled out the 
Millon Clinical Multiaxial Inventory – III. 54 participants from the control sam-
ple # lled out the PBQ again a$ er three weeks to check for test-retest reliability.

Results. ! e Russian version of the PBQ demonstrated good consistency 
(Cronbach’s alphas .74 – .88) in both samples and test-retest stability (r = .54 – .76) 
in the control sample. In line with previous # ndings, there were high correla-
tions between the scales. Higher scores for avoidant, dependent, passive-aggres-
sive, paranoid, and borderline beliefs and probably histrionic beliefs are typical 
for patients with di" erent mental illnesses compared to the control sample and 
especially for patients with schizotypal disorder. ! e convergent and discrimi-
nant validity of the PBQ are supported by speci# c correlations with clinical per-
sonality patterns both in the controls and the clinical sample. Any dysfunctional 
beliefs are related to more general psychopathological complaints.

Conclusion. ! e data support the validity and reliability of the Russian ver-
sion of the PBQ. Both in the control and clinical samples, dysfunctional beliefs 
have a mixed structure and are related to general psychopathology.
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Introduction
! ere is a long tradition of psychological interest in personality disorders, includ-
ing diagnostically signi# cant indicators di" erentiating borderline personality 
from other personality structures (Kernberg, 1984; Sokolova, 2015). A number of 
structured measures aimed to achieve correspondence between psychological con-
structs and clinical classi# cations (predominantly DSM). Among the most famous 
is the Minnesota Multiphasic Personality Inventory (MMPI, Butcher et al., 2001), 
which was based on an “empirical keying” strategy but then included psychometri-
cal proof and theoretical interpretation for many scales (Tellegen et al., 2008), and 
the Millon Clinical Multiaxial Inventory (MCMI, Millon, 2009), which was de-
veloped in accordance with T. Millon’s personality theory.

According to the cognitive approach (Beck, Davis, & Freeman, 2015), there 
are dysfunctional core beliefs that make people feel the need to defend themselves. 
Intermediate beliefs defending the personality are speci# c to di" erent personality 
disorders and lead to the development of some coping strategies and a de# ciency of 
others. For instance, a person with the core belief “I’m vulnerable. Everybody can 
hurt me” could say to herself: “To defend myself I should never trust others” (typi-
cal of paranoid personality disorder). As a consequence, her abilities and strategies 
to be alert and defensive would be highly developed, while abilities to form close 
relationships and trust would be de# cient. ! e same core belief could be trans-
formed to another intermediate belief: “If I attack # rst, I could defend myself ”, 
leading to symptoms of antisocial personality disorder.

Based on this theory, in 1991 A.T. Beck and J.S. Beck developed the Personality 
Belief Questionnaire — a self-report instrument including 126 items describing be-
liefs typical of people with di" erent personality disorders (according to DSM-IV): 
avoidant, dependent, obsessive-compulsive, narcissistic, paranoid, histrionic, pas-
sive-aggressive, antisocial, schizoid (Beck et al., 2001). ! e validation study com-
prised 756 outpatients, including 128 patients with Axis I but no Axis II disorders 
(controls) and patients with di" erent Axis II disorders. ! e study supported good 
scale consistency (Cronbach’s alphas .81. – .93), test-retest reliability (r = .57 – .93), 
and criteria validity (patients with avoidant, dependent, obsessive-compulsive, par-
anoid, and narcissistic disorders scored higher on the corresponding beliefs than 
other patients). ! e study, using the short version of the PBQ, also demonstrated 
the highest scores on corresponding scales for patients with avoidant, dependent, 
obsessive-compulsive, paranoid, and narcissistic disorders (Fournier et al., 2012).

However, we could not # nd any studies supporting factor validity of the # rst 
(full) version of the questionnaire, which is reasonable taking into account the high 
comorbidity of di" erent personality disorders as well as the close relationships be-
tween di" erent dysfunctional beliefs (Beck et al., 2015). A study of the short ver-
sion of the PBQ using con# rmatory and exploratory analysis showed (Fournier et 
al., 2012) that exploratory factor analysis reveals a 7-factor structure instead of a 
9- or 10-factor structure, with mixed Avoidant and Dependent scales, Antisocial 
and Narcissistic scales, and interference of some items having higher loading on 
other factors. Con# rmatory factor analysis in this study support the same 7-factor 
structure with an “acceptable” # t. ! is mixed structure is in line with A. Beck’s idea 
(Beck et al., 2015) that di" erent conditional beliefs in personality disorders have 



36  E. I. Rasskazova

the same source in basic beliefs. Moreover, some contrary beliefs (e.g., avoidant and 
dependent ones) could be highly positively correlated, indicating general problems 
(or sensitivity to such problems) in interpersonal relationships.

! e Borderline Personality Disorder scale of the PBQ was developed later (But-
ler, Brown, Beck, & Grisham, 2002) by indicating 14 items from the PBQ that di" er-
entiate 84 patients with borderline personality disorder and 204 patients with other 
personality disorders. ! e items described dependency, helplessness, distrust, fear 
of rejection or loss of emotional control, and attention-seeking behavior and were 
initially developed for the Dependent, Paranoid, Avoidant, and Histrionic scales.

! e PBQ did not become as popular in clinical practice as MCMI or MMPI, 
but is a widespread practical tool that has been translated into many languages 
including Spanish, Norwegian, Polish, Brazilian Portuguese, Argentine Spanish, 
and Turkish (e.g., Aktas, Guriz, Alpaslan, Cavdar, & Orsel, 2015; Moretti, Trógolo, 
Dominguez-Lara, Conn, & Medrano,  2018; Hernández, Darío, Vasquez, & Se-
menova, 2015; Zawadski, Popiel, Praglowska, & Newman, 2017) and is used not 
only in clinical samples but also in healthy controls (Ryan, Kumar, & Wagner, 2015; 
! imm, Jordan, & Bach, 2016), patients with functional and somatic illnesses 
(Taymur et al., 2015) and people with drug addictions (Albein-Urios, Martinez-
González, & Lozano, 2014). Some reviews consider the PBQ as a relevant instru-
ment for DSM-V as well (e.g., Bhar, Beck, & Butler, 2012). ! ere is also a brief ver-
sion of the PBQ that was developed by statistical choice of the “best” items for each 
scale (Butler, Beck, & Cohen, 2007) and a modi# ed version (Zawadski et al., 2017), 
changed for better between-group di" erentiation.

! e aim of the present study was to validate the Russian version of the PBQ in 
clinical and control samples. ! is study started in 2009, with the permission of Dr. 
A. Beck. Since that time, another Russian version of the PBQ was independently 
developed by A.B. Kholmogorova and her colleagues (Kargin, Kholmogorova, & 
Vojtseh,  2009). However, when looking for published psychometric characteristics 
for this variant, we could # nd them only for the 14-item Borderline Personality 
Disorder scale (PBQ–BPD), which was # rst translated and used for the study of 
male prostitution (Maximov & Kholmogorova, 2011) and was validated in samples 
of 543 Internet users, 35 patients with schizoa" ective disorders, and 50 males in-
volved in male prostitution (Konina & Kholmogorova, 2016). Unfortunately, we 
could not # nd any published detailed psychometric characteristics of this version 
of the PBQ, but we compared the published characteristics for the Borderline scale. 
Below we compare the psychometric characteristics for these two Russian versions 
of the Borderline scale. Studies using the full version of the PBQ with Russian sam-
ples concentrate on speci# c clinical phenomena — suicidal behavior (Kargin et al., 
2009), social anxiety in patients with a" ective disorders (Nikitina, Kholmogorova, 
& Krasnova,  2012). ! e # rst paper bases its description of the test on English refer-
ences only, while the second mentions that the validation is incomplete.

To our knowledge, this is the # rst study to demonstrate the consistency, test-
retest reliability, factor validity (structure), convergent and discriminant valid-
ity (correlation with corresponding personality patterns and psychopathological 
symptoms and no relationship to non-corresponding patterns and symptoms), and 
criteria validity (di" erences between clinical sample and controls) of the Russian 
version of the full PBQ.
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Unfortunately for research purposes, the situation in the clinic is a typical one, 
in that there is not a wide range of personality disorders represented. ! e sample of 
756 outpatients includes only 17 patients with paranoid personality disorder and 20 
with narcissistic disorder (like in Beck et al., 2001). In line with the cognitive model 
of personality disorders (Beck et al., 2015) these people typically have a rather high 
level of social functioning and seek medical help only under special circumstances 
like anxiety or depression. ! ey indeed are more vulnerable to stressful situations 
compared to people with a stable, positive self-conception, but they are rarely in-
patients in clinics. ! is is especially true for people with narcissistic and passive-
aggressive beliefs that are contrary to the idea of looking for and receiving help and 
accepting one’s illness. So instead of looking for group with di" erent personality 
disorders, we concentrated on patients with a wide range of mental illnesses. We 
hypothesized that:

1. The scores for dysfunctional personal beliefs would be higher in patients 
with mental illnesses (because of the vulnerability of people with personal-
ity disorders to mental symptoms) and at least for some beliefs, they would 
be most intense in a general group of patients with personality disorders 
and patients with schizotypal disorder, due to the greatest personality 
changes in these groups.

2. Both in controls and patients with mental disorders, scores for dysfunc-
tional personality beliefs would be related to a higher level of psychopatho-
logical complaints and to corresponding personality patterns according to 
the Millon Clinical Multiaxial Inventory–III (MCMI-III, Millon, 2009), 
which is another psychological measure relevant for DSM-IV classification 
of mental disorders.

Methods
Data collection was in 2010–2013 and in 2016.

Participants
! e control samples included 591 adults who reported that they have no diag-
nosis of mental illnesses nor referrals to psychiatrists or psychotherapists due to 
mental conditions (Table 1). While combining a number of homogeneous samples 
from di" erent studies may compromise results, we analyzed them both together 
and separately. In Sample 1, we asked students and working adults from medical 
and psychological universities to participate in the study; data were collected dur-
ing personal interviews in 2010. In Samples 2 and 3, in 2016, we asked students 
from di" erent faculties, as an optional part of their psychological studies, to invite 
1–2 people to participate in the study (online through the Google Form platform in 
Sample 2 and through a personal interview in Sample 3). Taking into account that 
in Samples 1 and 2, females and younger people dominated, Sample 3 concentrated 
on males and older people.

! ree di" erent clinical groups (200 inpatients with mental illnesses) from dif-
ferent departments of the Mental Health Research Center (Director, Prof. Tatiana 
P. Klyushnik, M.D.) participated in the study:
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Table 1
Description of samples

Samples Total
N Males (%) Age: min – max 

(mean ± SD)

Control samples: 591 251 (42.6%) 17–70 years old 
(25.40 ± 9.58)

x� Sample 1: Validation sample (students and working 
adults, psychological and medical professions) 260 80 (30.9%) 17–60 years old 

(21.80 ± 6.35)

x� Sample 2: Online sample of adults aged 18–45 145 43 (29.7%) 18–45 years old 
(22.21 ± 4.37)

x� Sample 3: Sample of adults of di" erent ages 186 128 (69.2%) 18–70 years old 
(32.75 ± 11.79)

Clinical samples: 200 151 (75.5%) 17–63 years old 
(24.30 ± 9.42)

x� Clinical Group 1: Patients of the clinic’s departments of 
“Borderline” Mental Pathology and A" ective Disorders 58 9 (15.9%) 17–63 years old 

(32.36 ± 12.36)

x� Clinical Group 2: Young male patients with mood disor-
ders, personality disorders or schizotypal disorder 111 111 (100%) 17–30 years old 

(20.24 ± 3.12)

x� Clinical Group 3: Young male patients recovering a$ er 
their # rst psychotic episode 31 31 (100%) 17–24 years old 

(21.00 ± 2.53)

1. Clinical Group 1 included a wide range of inpatients (predominantly fe-
male) from the clinic’s departments of “Borderline” Mental Pathology and 
Affective Disorders. There were 21 (36.2%) patients with anxiety disorders, 
hypochondriasis, panic or obsessive-compulsive disorders1 (F40, F41, F42, 
F45.2, according to ICD-10), 22 (37.9%) patients with depression, includ-
ing bipolar affective disorders with current episode depression (F32, F33, 
F34.1, F31.3, F31.4), and 15 (25.9%) patients with schizophrenia or schizo-
typal disorder (F20, F21).

2. Clinical Group 2 included 111 male youths with nonpsychotic mental ill-
nesses including 44 (39.6%) patients with mood disorders (F31.3, F31.4, 
F32, except for F32.2), 34 (30.6%) patients with personality disorders (F60), 
and 33 (29.7%) patients with schizotypal disorder (F21).

3. Clinical Group 3 included 31 male youths recovering after their first psy-
chotic episode (F20.2, F20.3). The length of their recovery period varied 
from 10 days to one month; they were hospitalized throughout this period.

General exclusion criteria were organic mental disorders, alcoholism or drug 
dependence, mental retardation or any di&  culties of understanding study items 
due to motivational cognitive or any other de# ciency.

Patients in Clinical Group 1 participated in 2016. Patients in Clinical Groups 2 
and 3 participated in 2010–2013.

1 All these disorders are described in CBT as having a common basis in anxiety-related problems 
(Beck et al., 2005)
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Procedure
Questionnaires
! e Personality Beliefs Questionnaire (PBQ) consists of 126 items rated on a 
0–3 Likert scale. Each group of 14 items re' ects beliefs typical for one personality 
disorder: avoidant, dependent, passive-aggressive, obsessive-compulsive, antiso-
cial, narcissistic, histrionic, schizoid, and paranoid disorders. ! e scale for bor-
derline beliefs includes items from di" erent scales. With the permission of Prof. 
A. Beck (e-mail, 2009) the PBQ was translated into Russian and back-translated. 
! en the content of the items was discussed by the group of two clinical psycholo-
gists and two psychiatrists familiar with the cognitive model of personality dis-
orders. ! en they were pilot tested on 15 inpatients who were interviewed about 
any misunderstandings they may have had during testing. All participants in this 
study # lled out the PBQ.

From the control Sample 2, a total of 110 participants # lled out the Symptom 
Checklist-90 Revised (SCL-90R, Derogatis, 1994) and 78 participants # lled out the 
Millon Clinical Multiaxial Inventory – III (MCMI-III, Millon, 2009). SCL-90R is a 
symptom checklist including nine scales: Somatization, Obsessive-Compulsive, In-
terpersonal Sensitivity, Depression, Anxiety, Hostility, Phobic Anxiety, Paranoid 
Ideation, and Psychoticism, as well as 3 general indices: the Global Severity In-
dex (GSI, measures overall psychological distress), the Positive Symptom Distress 
Index (PSDI, measures intensity of symptoms), and the Positive Symptom Total 
(PST, measures a number of symptoms). ! e MCMI-III includes 14 severe person-
ality patterns corresponding to Axis II in DSM-IV: Schizoid, Avoidant, Depressive, 
Dependent, Histrionic, Narcissistic, Antisocial, Sadistic, Compulsive, Negativistic 
(Passive-Aggressive), Masochistic (Self-Defeating), Schizotypal, Borderline, Para-
noid. ! ere are also scales for clinical syndromes corresponding to Axis I disorders: 
Anxiety, Somatoform, Bipolar Manic, Dysthymia, Alcohol Dependence, Drug De-
pendence, Post-Traumatic Stress Disorder, ! ought Disorder, Major Depression, 
Delusional Disorder.

68 participants from control Sample 3 also # lled out the SCL-90R.
54 participants from control Sample 1 # lled out the PBQ twice in 3 weeks to 

assess test-retest reliability.
All 58 patients from clinical group 1 # lled out the SCL-90R and MCMI-III. All 

111 patients from Clinical Group 2 and 31 patients from Clinical Group 3 # lled out 
the SCL-90R.

Cronbach’s alphas for the MCMI-III in our study varied from .63 to .85 for se-
vere personality patterns and .64 – .86 for clinical syndromes. Cronbach’s alphas for 
SCL-90R scales varied .75 – .90.

All participants from the clinical groups signed informed consent for participa-
tion in research projects at the Mental Health Research Center, including this study. 
All participants from the control groups gave their informed consent before partic-
ipation. ! e study was conducted in accordance with the Declaration of Helsinki, 
and the protocol was approved by the Ethics Committee of the Lomonosov Mos-
cow State University Faculty of Psychology; it met the requirements of the Code of 
Ethics of the Russian Psychological Society.

Data were processed in SPSS Statistics 23.0.
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Results
Descriptive Statistics, Scales Reliability, 
and Correlations Between Scales
Personal beliefs typical of disorders obviously have a mixed structure (Fournier et 
al., 2012), especially in control samples. Our approach was consistent with that of 
previous studies (Beck et al., 2001; Fournier et al., 2012), concentrating on discus-
sion of the content validity of the scales and the content di" erences between them, 
and then testing correlations between the scales. As shown in Table 2, almost any 
beliefs were related to each other and this result replicates data of the original PBQ 
(Beck et al., 2001). For the controls, all the correlations are signi# cant, p < .01. For 
the clinical samples, all correlations but those of dependent beliefs with antiso-
cial, narcissistic, and schizoid beliefs are signi# cant (p < .05). Comparison of rela-
tionships in the control and clinical samples and in the original validation sample 
reveals high correlations between avoidant and dependent beliefs, and between 
narcissistic and histrionic beliefs. ! is result is similar to the original version and 
could be explained by the content closeness of these beliefs. Avoidant and depend-
ent beliefs both include the feeling that the person cannot stay alone and cannot 
create stable, safe relationships. So, people with such beliefs need to avoid close 
relationships and/or to make others stay with them. People with both narcissistic 
and histrionic beliefs feel that they need attention and admiration from others. In 
our samples, narcissistic beliefs are also highly related to antisocial beliefs, which 
is not typical for American clinical samples, and might be a culture-speci# c result, 
which we address below.

Table 2
Pearson’s correlations between personality beliefs in the control samples (above the major 
diagonal) and clinical samples (below diagonal)
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Avoidant 1 .68** .29** .14** .30** .36** .42** .25** .45** .79**

Dependent .59** 1 .25** .12** .19** .28** .47** -.03 .28** .67**

Passive-Aggressive .39** .17* 1 .35** .46** .46** .46** .43** .39** .39**

Obsessive-Compulsive .36** .24** .44** 1 .31** .24** .18** .32** .33** .21**

Antisocial .27** -.01 .52** .45** 1 .73** .50** .55** .58** .49**

Narcissistic .29** .04 .39** .35** .68** 1 .70** .47** .51** .47**

Histrionic .42** .33** .48** .38** .48** .66** 1 .25** .39** .50**

Schizoid .33** -.06 .52** .34** .53** .42** .24** 1 .58** .40**

Paranoid .49** .23** .47** .37** .57** .46** .40** .54** 1 .71**

Borderline .80** .60** .47** .37** .44** .38** .48** .46** .74** 1

Note. * p < .05, ** p < .01.
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All the scales demonstrate good consistency across the control and clinical 
samples (Table 3) although it is a bit lower than for the clinical sample of A. Beck 
et al. (2001).

Test-retest reliability was high for all the scales (Table 1) and was in general 
close to the original data (r = .57–.93, Beck et al., 2001). A paired Student t-test 
demonstrated that for none of the scales was there a shi$  in scores in the three 
weeks between test and retest (p > .10). However, it should be noted that some ef-
fect sizes for the paired Student t-test reached a small e" ect size (Henson, 2006). 
Notably, retest scores for dependent, obsessive-compulsive, schizoid, and paranoid 
beliefs were insigni# cantly higher in retest, with a small e" ect size.

Table 3
Descriptive statistics and reliability of PBQ scales in the control and clinical samples (for 
Cronbach’s alphas, variations in the samples are given in parentheses)
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(N = 54)
Mean SD Cron bach’s 

alpha

Avoidant 1.40 .68 .82 (.72-.87) .66** 1.91 .73 .83 (.73-.87) 1.35 .18

Dependent 1.50 .73 .86 (.84-.88) .65** 2.05 .78 .87 (.84-.88) –1.61 .22

Passive-
Aggressive

2.06 .60 .78 (.69-.83) .58** 2.23 .58 .75 (.73-.77) –.16 .02

Obsessive-
Compulsive

2.28 .64 .84 (.83-.85) .58** 2.41 .61 .80 (.76-.83) –1.60 .21

Antisocial 1.73 .73 .85 (.82-.86) .72** 1.79 .72 .85 (.80-.85) –1.34 .18

Narcissistic 1.53 .79 .88 (.86-.90) .76** 1.43 .66 .83 (.75-.86) –1.37 .18

Histrionic 1.65 .64 .82 (.79-.82) .54** 1.70 .64 .79 (.75-.81) –1.02 .14

Schizoid 1.98 .61 .79 (.77-.81) .58** 1.98 .59 .75 (.65-.78) –1.45 .20

Paranoid 1.73 .77 .86 (.81-.89) .58** 1.85 .82 .90 (.78-.91) –1.47 .20

Borderline 1.50 .64 .74 (.67-.81) .64** 1.90 .69 .78 (.74-.81) –.36 .05

Note. * p < .05, ** p < .01.

Both in the control and clinical samples, people tended to report obsessive-
compulsive and passive-aggressive beliefs (Figure 1). ! e least reported are avoid-
ant, dependent, narcissistic, and histrionic (as well as borderline) beliefs.

! e clinical samples demonstrate higher scores for avoidant, dependent, pas-
sive-aggressive, paranoid, and borderline beliefs.

Females held more avoidant, dependent and borderline as well as narcissis-
tic and histrionic beliefs (t = –5.58 — –2.38, p < .05, r = .10 – .23) than males. Most 
of these di" erences, except for dependent beliefs (t = –5.58, p < .01, r = .23), disap-
pear in the clinical sample. Moreover, in the clinical sample, females demonstrate 
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less narcissistic, histrionic, and antisocial beliefs than males (t = 2.14 – 4.82, p < .05, 
r = .15 – .32). Although these di" erences in the clinical samples could be explained 
by di" erences in diagnoses, the data support the assertion that gender di" erences 
could be less prominent in the clinical compared to the control samples.

In the control groups, age was weakly related to lower scores for antisocial 
(r = –.21, p < .01), narcissistic (r = –.17, p < .01), and histrionic (r = –.19, p < .01) 
beliefs. All other correlations were lower than |.15|. In the clinical groups, older 
patients demonstrated more dependent beliefs (r = .22, p < .01) and less antisocial 
(r = –.20, p < .01) and narcissistic beliefs (r = –.18, p < .05).

Figure 1. Control and clinical pro# les of personality beliefs. 
* p < .05, ** p < .01.

Personal Beliefs in Mental Illnesses
! e patients in Clinical Group 1 compared to the controls have higher scores for 
avoidant, dependent, and borderline beliefs (F = 5.66 – 23.32, p < .01, η2 = .03 – .10), 
but lower scores for antisocial and narcissistic beliefs (F = 5.96, p < .01, η2 = .03 and 
F = 8.33, p < .01, η2 = .04, respectively). However, according to post hoc Sche" e 
comparisons, the di" erences in avoidant and dependent beliefs are explained by 
di" erences between patients and controls, while patients with anxiety, depression, 
schizophrenia, and schizotypal disorder do not di" er from each other. ! ere are 
no post hoc di" erences in borderline beliefs among the three clinical subgroups 
and controls. Between-group di" erences in antisocial and narcissistic beliefs are 
explained by their lower scores in depressive patients compared to the controls 
(p < .05). Comparisons of patients with depression, anxiety, and schizophrenia/
schizotypal disorder reveal no di" erences in beliefs.

To study personal beliefs in Clinical Groups 2 and 3, we have chosen from 
the control groups 185 males 30 years old or younger. ! e patients with mental 
disorders, especially schizotypal disorder, hold more avoidant, dependent, passive-
aggressive, histrionic, and borderline beliefs than the controls. Post hoc Sche" e 
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comparisons demonstrate that the controls have less avoidant and borderline be-
liefs than patients with mood, personality, and schizotypal disorders and patients 
experiencing remission a$ er a psychotic episode (p < .05). Schizotypal patients 
also have higher scores for borderline beliefs than patients who have experienced 
psychosis (p < .05). For dependent beliefs, the controls signi# cantly di" er from the 
patients in mood disorder, schizotypal disorder, and psychosis, but not personality 
disorders. However, there are no post hoc between-group di" erences for passive-
aggressive and histrionic beliefs. Moreover, there is no evidence of di" erences be-
tween the di" erent kinds of illnesses.

Comparisons of clinical subgroups only showed signi# cant di" erences in 
dependent and borderline beliefs (F = 2.81 – 3.58, p < .05, η2 = .07 – .09) and mar-
ginally signi# cant di" erences in narcissistic and obsessive-compulsive beliefs 
(F = 2.18 – 2.39, p < .10, η2 = .06). Scores for dependent and narcissistic beliefs are 
higher in schizotypal disorder, while scores for borderline beliefs are higher in 
schizotypal and mood disorders. Scores for obsessive-compulsive beliefs are high-
er in schizotypal disorder and those in remission a$ er psychosis. ! e only post 
hoc di" erence that reaches signi# cance is a higher score for borderline beliefs in 
patients with schizotypal disorder compared to patients in remission a$ er psy-
chosis.

Table 4
Comparisons of young male patients with mental illnesses and controls

Personal 
beliefs

Controls Mood 
disorders

Perso-
nality 

disorders

Schizo-
typal 

disorder

Remission 
a# er psy-

chotic 
episode

Fi
sh

er
’s 

F

E"
 e

ct
 si

ze
 η

2

M
ea

n

SD M
ea

n

SD M
ea

n

SD M
ea

n

SD M
ea

n

SD

Avoidant 1.23 .66 1.99 .78 1.76 .74 2.19 .72 1.79 .74 19.15** .21

Dependent 1.35 .65 1.91 .73 1.70 .80 2.29 .83 1.92 .70 14.93** .17

Passive-
Aggres sive 2.01 .64 2.12 .47 2.31 .62 2.35 .61 2.19 .55 3.63** .05

Obsessive-
Compul sive 2.32 .66 2.47 .63 2.21 .64 2.53 .71 2.53 .57 2.32T .03

Antisocial 1.79 .73 1.92 .63 2.04 .59 1.97 .69 2.09 .67 1.84 .02

Narcis sistic 1.51 .77 1.51 .52 1.51 .52 1.85 .64 1.59 .59 1.56 .02

Histrionic 1.57 .64 1.72 .52 1.77 .57 1.93 .65 1.85 .64 3.62** .05

Schizoid 1.97 .64 2.03 .52 2.11 .71 2.13 .47 1.91 .53 .75 .01

Paranoid 1.76 .83 1.95 .69 1.83 .89 2.26 .73 1.94 .62 2.08 T .03

Borderline 1.44 .62 2.01 .64 1.85 .57 2.24 .75 1.70 .68 14.00** .16

Note. T p < .10, * p < .05, ** p < .01.
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Personal Beliefs and Personality Patterns
In general, higher scores for dysfunctional personality beliefs are related to stronger 
general psychopathological complaints (Table 5). In particular, avoidant, depend-
ent, paranoid, and borderline beliefs are strongly correlated with psychopathologi-
cal complaints both in the control and clinical samples. We could not # nd any stable 
pattern of correlations for narcissistic, schizoid, obsessive-compulsive, or antisocial 
beliefs, so we did not include them in the table.

Table 5
Personal beliefs and psychopathological symptoms

Scales 
(Nnorm=178 / 
Nclinic=200)

Av
oi

da
nt

D
ep

en
de

nt

Pa
ss

iv
e-

Ag
gr

es
siv

e

H
ist

rio
ni

c

Pa
ra

no
id

Bo
rd

er
lin

e

SCL-90R — Soma-
tization .42** /.14 .34** /.24** .21** /.10 .32** /.12 .33** /.20** .47** /.26**

SCL-90R — 
Obsessiveness-
Compulsi veness

.60** /.37** .55** /.35** .25** /.18* .29** /.13 .36** /.33** .64** /.46**

SCL-90R — Interper-
sonal sensitivity .66** /.43** .54** /.38** .20** /.21** .30** /.22** .47** /.36** .69** /.53**

SCL-90R — Depres-
sion .57** /.29** .52** /.29** .31** /.10 .28** /.12 .36** /.31** .63** /.40**

SCL-90R — Anxiety .51** /.31** .44** /.29** .26** /.17* .31** /.15 .35** /.28** .56** /.36**

SCL-90R — Hostility .42** /.20** .24** /.21** .26** /.27** .37** /.16* .35** /.27** .45** /.34**

SCL-90R — Phobia .50** /.28** .37** /.35** .12 /.19* .13 /.21** .34** /.29** .51** /.37**

SCL-90R — Paranoia .44** /.34** .30** /.25** .31** /.34** .41** /.24** .52** /.47** .57** /.51**

SCL-90R — Psycho-
ticism .53** /.31** .51** /.30** .21** /.18* .34** /.17* .45** /.30** .63** /.41**

SCL-90R — Positive 
Symptom Distress 
Index

.63** /.34** .53** /.34** .29** /.21** .37** /.18* .45** /.36** .70** /.46**

SCL-90R — Positive 
Symptom Total .59** /.37** .50** /.32** .27** /.22** .35** /.22** .44** /.37** .64** /.48**

SCL-90R — Global 
Severity Index .51** /.24** .41** /.27** .29** /.14 .34** /.05 .33** /.20** .54** /.32**

Note. * p < .05, ** p < .01. Correlations that are discussed in the text are boldfaced

Correlations between paranoid beliefs and paranoia and psychoticism are high 
but not the highest ones. However, obsessive-compulsive beliefs have low cor-
relation with obsessiveness-compulsiveness (r = .12 in both clinical and control 
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groups); schizoid beliefs are unrelated to psychoticism (r = .19 and r = .12, respec-
tively). Relationships between hostility and passive-aggressive beliefs are not the 
highest, while relationships between hostility and antisocial beliefs are low for the 
control sample and non-signi# cant for the clinical sample (r = .23 and r = .11, re-
spectively).

As can be seen in Table 6, comparison between the PBQ and the MCMI-III 
gives better results in terms of scale speci# city. For schizoid, avoidant, dependent, 
narcissistic, antisocial, compulsive, paranoid, and borderline beliefs, correlations 
with similar MCMI-III patterns are among the highest both in the control and 
clinical groups. For histrionic beliefs, there was a correlation with the histrionic 
clinical pattern, but in the clinical sample only. ! e only correlations that are not 
so high compared to other beliefs are related to passive-aggressive beliefs, although 
these are positive and signi# cant. ! e passive-aggressive pattern is more closely 
related to avoidant, paranoid, and borderline beliefs.

Discussion
! e Russian version of the PBQ demonstrates good reliability and test-retest va-
lidity, although they both are a bit lower than the original PBQ data (Beck et al., 
2001) and Russian Borderline Scale data. In particular, in our clinical and control 
samples, Cronbach’s alpha for the Borderline Scale were .74 – .78 versus .89 (Konina 
& Kholmogorova, 2016; Butler et al., 2002) and test-retest correlation was .64 ver-
sus .78. Nevertheless, all these results indicate good reliability and consistency and 
are close to the results of other PBQ-based studies (Bhar et al., 2012),  pointing to 
consistency as .77 – .94 and test-retest reliability as .57 – .93.

In general, both in the control and clinical samples, people tend to report ob-
sessive-compulsive and passive-aggressive beliefs and deny narcissistic and histri-
onic (as well as borderline) beliefs. ! is is reasonable because obsessive-compulsive 
beliefs in Russian culture include people’s attempts to do their best and to eliminate 
mistakes, while passive-aggressive beliefs describe a tendency not to demonstrate 
aggression even though it is there. Narcissistic and histrionic beliefs, however, refer 
to the subjective importance of attention and admiration, so it could be socially de-
sirable to deny them. In the control sample, the least reported are also avoidant and 
dependent beliefs. ! ere are gender di" erences in personality beliefs in the control 
sample that disappear in the clinical sample (except for dependent beliefs); in gen-
eral, females are more avoidant, dependent, borderline, narcissistic, and histrionic 
compared to males. Age is only weakly related to beliefs.

Beliefs systems seem not to be highly di" erentiated in people, both in the origi-
nal version (Beck et al., 2001) and in our study. ! is is especially true for avoidant 
and dependent beliefs (r = .59 – .73) as well as for narcissistic and histrionic beliefs 
(r = .64 – .70). ! eoretically this result is reasonable, given common closeness-re-
lated problems for the # rst two beliefs and common attention- and acknowledge-
ment-related problems for the latter two. In the Russian samples, there are high 
correlations between antisocial and narcissistic beliefs (r = .68 – .73) which might be 
a culture-speci# c result. Compared to American culture, where self-presentation, 
defending one’s own interests, and achievement are perceived as positive traits, in 
Russian culture these traits are perceived as individualistic, sel# sh, and aggressive, 
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so admission of such beliefs could be perceived as admission of readiness for ag-
gression and competition at any price.

 Although we did not compare subsamples with di" erent personality disorders 
(Beck et al., 2001), we could replicate the general # nding that patients with men-
tal illness demonstrate higher scores for avoidant, dependent, passive-aggressive, 
paranoid, and borderline beliefs, and probably (in one subsample) histrionic beliefs. 
Understanding personality patterns in di" erent mental disorders is especially im-
portant given their relationship to illness representation and adherence to treatment 
(Rasskazova, 2018). However, we did not # nd any stable di" erences between pa-
tients with di" erent disorders that could indicate low speci# city of the PBQ’s scales 
for di" erent mental disorders in general clinical practice. Moreover, the results from 
Clinical Sample 1 suggest an even lower level of antisocial and narcissistic beliefs 
in patients with depression compared to controls. However, as a support of PBQ 
speci# city, previous empirical # ndings (Beck et al., 2001; Butler et al., 2002; Fournier 
et al., 2012) strongly support di" erences in personal beliefs in patients with avoid-
ant, dependent, obsessive-compulsive, narcissistic, paranoid, histrionic, passive-
aggressive, avoidant, antisocial, and borderline disorders, while our results suggest 
that high scores for a wide range of beliefs (avoidant, dependent, passive-aggressive, 
obsessive-compulsive, paranoid, and borderline) could be typical of patients with 
schizotypal disorder. It should be noted that di" erentiation of schizotypal disorder 
from other disorders is a relevant clinical task and psychological diagnostics could 
be practically helpful in this sphere, especially in studies of those at high risk for 
psychosis and of its prevention (Rasskazova & Friedberg, 2012).

Possible clari# cation of the uses of the PBQ in di" erentiation of groups of pa-
tients comes from the study of its convergent and discriminant validity. Comparisons 
with MCMI-III clinical personality patterns reveal strong evidence of the validity 
and speci# city of the PBQ scales, while comparisons with the SCL-90R reveal strong 
positive correlations of almost all beliefs with almost all psychopathological symp-
toms (and has been replicated for the Russian Borderline Scale [Konina & Khol-
mogorova, 2016], although correlations in our clinical and control samples were a 
bit higher). In particular, such speci# c relationships were found for the Avoidant, 
Dependent, Schizoid, Obsessive-Compulsive, Narcissistic, Paranoid, and Border-
line scales and — in the Clinical Group only — for the Histrionic scale. Passive-
aggressive and antisocial beliefs were related to Negativistic and Antisocial patterns 
from the MCMI but were more closely related to the Paranoid pattern. In line with 
the cognitive theory of personality disorders (Beck et al., 2015), it is reasonable to 
suggest that there are speci# c personality patterns that are consistently measured by 
di" erent instruments (e.g., the MCMI and PBQ), patterns which are especially high 
in patients with such personality disorders. However in general, the control or clini-
cal samples of most of such personality beliefs show that the beliefs lead to mental 
vulnerability and a general increase in psychopathological symptoms that has been 
called “demoralization” in some studies (e.g., Tellegen et al., 2008).

Conclusion
! us Russian version of the PBQ is a reliable, stable, and valid instrument both in 
the control and clinical samples. Higher scores for avoidant, dependent, passive-
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aggressive, paranoid, and borderline beliefs, and probably histrionic beliefs, are 
typical for patients with di" erent mental illnesses compared to the control sample, 
while especially high scores for avoidant, dependent, passive-aggressive, obsessive-
compulsive, paranoid, and borderline beliefs are prominent in patients with schizo-
typal disorder. Further studies could test whether these results could be helpful for 
di" erential diagnosis of schizotypal disorders in clinical practice.

Although appropriate testing of the speci# city of the PBQ scales requires sam-
ples with di" erent personality disorders, we found (in line with previous # ndings) 
that both in the control and clinical samples, dysfunctional beliefs have a mixed 
structure, with high interference between avoidant and dependent, passive-ag-
gressive and schizoid, narcissistic and histrionic beliefs. Moreover, dysfunctional 
beliefs seem to be related not to speci# c psychopathological complaints, but to a 
general level of psychological “demoralization”. Nevertheless, speci# c relationships 
of the PBQ scales with corresponding clinical personality patterns con# rm their 
convergent and discriminant validity.

Limitations
! e major limitation of the study is the absence of large speci# c groups of patients 
with di" erent personality disorders. ! is limitation is explained by the low rate 
of such patients in mental health clinics (Beck et al., 2001). Although this limita-
tion could compromise our conclusion about the partial speci# city of the PBQ 
scales, the conclusion has support from previous data on high inter-scale correla-
tions and mixed structure (Fournier et al., 2015) and high scores on a number of 
beliefs in patients with mood disorders (e.g., Yucens et al., 2014). Moreover, the 
problem of the PBQ scales’ convergent validity and speci# city is still discussed 
in the literature and some authors have suggested a modi# ed version of the PBQ 
(Zavadski et al., 2017). Another limitation is the heterogeneity of samples (es-
pecially clinical samples), which was addressed in the paper by comparisons of 
psychometric characteristics for a general sample and subsamples separately. ! e 
cross-sectional design of the study limits our conclusion about the direction of 
relationships between mental illnesses and cognitive beliefs that are proposed in 
A.T. Beck’s model. Further research could concentrate on the speci# city of dys-
functional beliefs both in a control sample and in patients with di" erent mental 
disorders. Also, there is a limitation in terms of sampling: this paper reported data 
on several samples from di" erent years, using slightly di" erent design. Some of 
these samples are smaller than 100 participants (e.g., 78 control subjects and 58 
patients # lled out the MCMI-III). Although following A. Beck (Beck et al., 2015), 
we see no reason to expect di" erences in personal beliefs from 2010 to 2016, and 
comparisons between the samples revealed no such di" erences, it could be taken 
into account in further studies.
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