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Abstract

This study explored the relationship between belief in conspiracy theories and the personality
disorders. A sample of 475 British adults, aged around 30 years, completed measures of Belief
in Conspiracy Theories (CTs) and the Personality Disorders (PDs), as well as the SAPAS, a
short intelligence test and two self-evaluations. Belief in CTs was correlated with nearly all
PDs, as well as the three established higher order clusters (A: odd and eccentric; B: dramatic
and emotional, C: anxious). A series of stepwise multiple regressions were computed. A final
regression showed five of the variables (education, intelligence, Cluster A, B and C) were
significant, which indicated that less well-educated and less intelligent participants, scoring
higher on two PD clusters (Cluster A and B) but lower on Cluster C, believed more in the CTs.
Implications of the study for understanding the origin of CTs is discussed. Limitations of the

study, particularly the sample and measures used, are acknowledged.
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Introduction

Conspiracist beliefs and theories are defined as essentially false narratives where
multiple agents are believed to be working together toward malevolent ends (Douglas et al.,
2017; Furnham, 2021a; Georgiou, Delfabbro & Balzan, 2019; Hart & Graether, 2018; Swami,
2012). There is now a thriving literature on this topic (Baron et al., 2018; Franks et al., 2013,
2017; Swami, 2012). Douglas et al. (2019) note that they are essentially attempts to explain the
ultimate causes of significant social and political events by claims of secret plots concerning
two or more powerful actors. Belief in conspiracy theories (CTs) have attracted a great deal of
recent research (Goreis & VVoracek, 2019). One recent study found that conspiracy beliefs were
associated with a range of personality disorder features and internalizing symptoms (Bowes et

al., 2021), which is the main focus of this study.

Researchers have conceptualized conspiracy theories as both a rational narratives of the
world but also the possibly the outcome of psychopathology (Nefes,2015). It has been
suggested that conspiracy theories (CTs) help make sense of events that are confusing, difficult
to comprehend or poorly explained by mainstream sources of information (Swami & Furnham,
2012; Swami et al., 2018). Others suggest that there are maladaptive cognitive-perceptual traits
that contribute to the formation or maintenance of CTs (van Elk, 2015). In a recent extensive
review, Douglas et al., (2019) concluded that there is evidence that conspiracy theories appear
to appeal to individuals who seek accuracy and/or meaning, lack the cognitive tools or
experience problems. This paper will explore both hypotheses, namely that belief in CT is

related to psychopathology and cognitive ability.

Studies have explored beliefs in CTs and traits such as paranoia, magical ideation and
belief in the paranormal (Brotherton & Eser, 2014; Lobato et al., 2014; Swami et al., 2011).

Various studies have also found positive associations between belief in CTs and schizotypy
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(Darwin et al., 2011; Swami et al., 2016). They have suggested that traits of suspiciousness
seen in high schizotypal individuals may result in them disbelieving official or mainstream
sources of information. Goreis and VVoracek (2019) noted conspiracies appeal to those who feel
disconnected from society, unhappy in their lives, and who have a worldview that includes
unusual beliefs, experiences and thoughts. They also suggest that they have higher levels of

clinically relevant traits such as paranoid thought and schizotypy.

There have been a number of studies using different measures to examine the
relationships between mental illness and the Personality Disorders (PDs). Swami et al. (2016)
used the dimensional trait model of individual differences in personality disorders, included in
Section |1l of the DSM-5 (American Psychiatric Association, 2015). This model proposes 25
trait facets that are classified into five broad trait domains, four that are suggested to be
common to both normal and abnormal personality variation (Antagonism, Negative
Affectivity, Detachment and Disinhibition) and a Psychoticism domain that subsumes traits of
schizotypy and dissociation (Krueger et al., 2012). This trait assessment provides a multi-level
description of personality disorders for the DSM-5 and provides a key step in building models
of personality pathology. This study uses a validated measure that assesses the DSM-1V

disorders

They argued that by using broad dimensions that span normative and pathological
functioning, it is possible to develop a reliable scaffold to understand the nature of conspiracist
ideation. They found that the PID-5 facets of Unusual Beliefs and Experiences and, to a lesser
extent, Suspiciousness, significantly predicted belief in conspiracy theories. They suggest that
exploring further the link between various disorders and CTs would help scholars better

understand the aetiology and maintenance of CTs.



Personality Disorder Traits

The various PDs have been labelled differently by different authors (see Table 1&2).

Insert Table1 & 2

There are many different measures of the personality disorders, which can be measured
by single item, a single disorder or by many (Furnham et al., 2013). In the Diagnostic and
Statistical Manual of Mental Disorders, fourth edition, (DSM-1V) PDs are grouped into three
clusters: ‘A’ — odd, ‘B’ — dramatic/emotional and ‘C’ — anxious (American Psychological
Association, 2000). We shall be using this system whilst we recognize there are others such as
the ICD system which classifies people into mild, moderate and severe PD disorders (Back &

First, 2018; Furnham 2021b).

Many studies do analysis at the PD and higher order factors. Note that there were no
fundamental changes in the new DSM-V (American Psychological Association, 2015)
regarding the classification of the PDs. Although the DSM-IV describes disorders as being
‘enduring, inflexible, and long-term’ (American Psychological Association, 2000, p. 686),

studies reveal disorders are generally less prevalent with age (Segal, Hook, & Coolidge, 2001).

In this study we used the 70-item Coolidge Axis-1l Inventory — Short Form (SCATI)
(Coolidge, 2001). It has been used to predict PDs in subclinical (Coolidge, Segal, Cahill &
Simenson, 2010) and clinical (Watson & Sinha, 1996) populations. It has been used in a
number of studies (Segal et al., 2001; 2006). For instance, Davison and Furnham (2017) looked
at the SCATI PD trait profiles of 214 professional actors compared to a general population
sample. Other studies looking at sub-clinical PDs have shown them to be related to a wide
variety of social attitudes and behaviours including money beliefs and behaviours (Furnham,

2015).



Comparatively few studies have looked at the relationship between PDs and CTs. One
exception is the study by March and Springer (2019) who examined the relationship between
schizotypy, Machiavellianism, grandiose narcissism, vulnerable narcissism, primary and
secondary psychopathy in predicting belief in conspiracy theories. In a study of 230 Australian
undergraduates, they found odd beliefs/magical thinking, trait Machiavellianism, and primary
psychopathy were significant, positive predictors of belief in CTs. They concluded that
individual more likely to believe in CTs have unusual patterns of thinking and cognitions, be

strategic and manipulative, and display interpersonal and affective deficits.

This study

The current study aimed to investigate the PD correlates of CTs. Previous studies using
different measures of the PDs have suggested that certain PDs like Schizotypy (H1) and
Paranoia (H2) would be related to the CTs. This study will attempt to replicate this. We also
believe that other disorders like Borderline PD (H3) would be positively correlated with CTs
because of the “disturbed cognition” factor part of Borderline PD. The advantage of using the
SCATI is that we can examine the relationship between the Clusters and CTs. From the
previous literature we predict that both Cluster A, and to a lesser extent Cluster B, would be
positively (H5) related to beliefs in CTs (Furnham, 2019). This is because Cluster A contains

both Schizotypal and Paranoid PDs, demonstrated to relate to CTs.

We also know that various other factors are related to PDs. In this study we examine four
of these. The first is demographics: sex, age, education. We predict that age (H6) would be
positively, and education (H7) negatively, related to believe in CTs. The second is positive
self-esteem and self-concept. In this study we measured self-ratings of health and
attractiveness, which we summed, hypothesizing that high-ratings would be negatively related

to CTs (H8). We also included a short 1Q measure to test the hypothesis that 1Q is negatively
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correlated with beliefs in the CTs (H9). Finally, we used a short eight-items screening measure
for the CTs, namely the SAPAS, predicting that those more prone to having any/all PDs would

have higher CT scores (H10).

Method

Participants

There were 475 British participants, of which 240 were males. Their average age was
29.08 years (SD = 12.32), with a skew towards younger people in their late 20s. In all 146
(31%) had a high school certificate, 173 (36%) an undergraduate degree and 90 (19%) a
postgraduate degree as their highest qualification. Also, 73% were not at all religious and 4%

very religious, with the rest between these two extremes.

Measures

1. Coolidge Axis-Il Inventory — Short Form (SCATI) (Coolidge, 2001). The 70-item
self-report measure assesses 14 personality disorders, 10 from DSM-V, 2 from Cluster B of the
DSM-IV-TR (Depressive and Passive Aggressive) and 2 from DSM-I1I-R (Sadistic and Self-
Defeating). The SCATI has good internal scale and test-retest reliability (Sinha & Watson,
2007). It has been used to predict PDs in subclinical (Coolidge, Segal, Cahill & Simenson,
2010) and clinical (Watson & Sinha, 1996) populations. The reliability of this measure in this
study is as followed: Antisocial (.66), Avoidant (.80), Borderline (.73), Dependent (.68),
Depressive (.83), Histrionic (.64), Narcissistic (.68), Obsessive-Compulsive (.61), Paranoid
(.76), Passive-Aggressive (.64), Sadistic (.68), Self-defeating (.70), Schizotypal (.63), and

Schizoid (.68).



2. Belief in Conspiracy Theories (BCTI; Swami et al., 2010, 2011), a 15-item measure
that describes a range of internationally popular conspiracy theories. Participants rated their
belief that each conspiracy was true on a 9-point scale, ranging from 1 (Completely false) to 9
(Completely true). An overall score was computed as the mean of all items, with higher scores
reflecting greater belief in conspiracy theories. Scores on this measure have been shown to be
one-dimensional (Swami et al., 2011) and correlate strongly with scores from a generic
measure of conspiracist ideation (r = .88; Brotherton et al., 2013). In the present study,

Cronbach’s a for the BCTI was .90.

3. Structured Assessment of Personality Abbreviated Scale (SAPAS) (Moran et al, 2003)
is an eight-item screening interview for personality disorder. It was designed to produce a
dimensional score that represents the likelihood that a person has a personality disorder in
general, rather than to screen for particular types of personality disorders or patterns. It
produces a score that ranges from 0 to 8. In the original study with psychiatric patients, a score
of 3 or more was both sensitive and specific as a measure of the presence of a personality
disorder, according to the Structured Clinical Interview for the DSM-IV Axis Il. It was
designed to be so brief that it could be used in both routine clinical assessment when pressed
for time, and potentially in community surveys. This study coded 1 for Yes and 2 for No for

each question: (range 8-16) and the mean score was 12.41 (SD = 1.52).

3. Intelligence (Grover, 2018). This was a 10-item intelligence test with knowledge
items such as “What score is obtained by hitting the bull's eye in darts?”,” What is the unit of
sound intensity?” Who wrote “Of Mice and Men?”. It also had five fluid intelligence questions
based on spatial and mathematical intelligence. The results were normally distributed (M =

4.74, SD = 1.78) The alpha for the test was .82.



4. Self-Estimates. Participants rated themselves on a 100-point scale (0 = Very Low to
100 = Very High) on their attractiveness and health. This is used a proxy for self-esteem and
used in a large number of studies (Furnham & Horne, 2021). The correlation between the two

ratings was r = .53 and the two were added together to get a score on self-ratings.

Procedure

Participants were recruited on-line, using the Prolific platform in 2019. They were all British
nationals and over 21 years. They were told their anonymous results would be used for analysis.
They were paid £1.50 for this participation. Ethics permission was sought and received by the
appropriate committee (CEHP/514/2017). Close inspection of the data indicated that around
5% had to be discarded because of erratic responding, missing or incomplete data. We are used
to this data and have ways at looking for patterns and time taken which indicate the data may

be unreliable. Whilst this is comparatively rare, we always remove “suspect cases”
Results

Insert Table 3 and 4 here

Our hypotheses suggested that three PDs (Borderline, Paranoia, Schizotypy), all three DSM
clusters (A, B, C) and various individual difference characteristics (age, education, 1Q and self-
ratings) would be significantly related to CTS. We tested these hypotheses with correlations

and regressions.

Table 3 shows sex differences on all the major variables. Males scored significantly higher

on Antisocial, Narcissistic, Passive Aggressive and Sadistic PDs, as well as both self-ratings,

10



than females, who in turn scored significant highly than males on Borderline and Schizotypy
PD. All means and SDs were in the normative range for these tests where it was possible to

check. However, although there were many significant differences effect sizes were small.

Table 4 shows the correlations between the CT score and all 14 PDs. Nine were positive
and significant, the top three being: Schizotypal (r = .35), Paranoid (r = .23), and Borderline (r
= .17) This confirms H1, H2, and H3, namely that these three specific PDs would be

significantly related the beliefs on CTs

Insert Table 5

The three PD clusters were then calculated, A (Alpha.75), B (Alpha .77) and C (Alpha
.70), along with the total SAPAS scale and Self-Rating scale. Table 5 shows correlations
between three demographic variables, the Self Rating score, the 1Q score, the SAPAS and the
three clusters. The total CT scale correlated significantly negatively with education (r = -.17)
and 1Q (r = -,14), but positively with Cluster A (r =.28) and B (r = -.19) confirming H7, H4
and H5 which stated that two Clusters A (Odd and Eccentric) and B (Dramatic and Emotional)

would be positively and Cluster C (Emotional) negatively correlated with belief in CTs.

The CT was also significantly related to 1Q as predicted (H9): 9lower intelligent people

endorsed theories more) but not self-ratings (H8) or SAPAS (H10).

A series of stepwise regressions was then computed with the totaled CT scale as the
criterion variable. At first, we used all 14 of the PDs in the regression. After accounting for
demography, five PDs were significant: Dependent (Beta =-.18, t = 2.98, p < .01). Depressive
(Beta =-.20,t=2.59, p <.01), OCD (Beta = -.11, t = 2.61, p < .01), Paranoid (Beta = .16, t =
2.33, p <.01) and Schizotypal (Beta = .34, t = 6.02, p < .01). The regression (F(14,444) = 6.81,

p <.01) accounted for 20% of the variance.
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We then did a stepwise regression using all the variables. The first step included the
three demographic variables (F(3,457) = 6.60, p < .001, AdjR?= .04), then self-ratings
((F(4,454) = 4.96, p < .001, AdjR? = .04), then 1Q ((F(5,453) = 5.60, p < .001, AdjR? = .06),
then SAPAS (F(6,452) = 4.71, p < .001, AdjR? = .06) and finally the three clusters (F(9,449) =
11.52, p <.001, AdjR? = .17). The final regression showed five of the variables were significant
with indicated that less well educated (Beta = -.14, t = 3.32, p < .001) less intelligent (Beta = -
.09, t=2.16, p <.01), but scoring higher on all two PD clusters (Cluster A: Beta=.43,t=6.88,
p <.001; Cluster B: Beta=-.12,t=2.07, p <.05) and lower on Cluster C (Beta =-.34,t=5.33,

p <.001), believed more in the CTs.

Various other regressions were run to explore the data set. Thus, regressing just
education, intelligence and the 14 PDs onto the criterion PD score was significant (F(16,446)
= 9.40, p < .001), accounting for a fifth of the total variance. The measures with the highest
positive Beta’s were PD Paranoid and Schizoid and negative Dependent and Depressive. When
the same regression was run this time using the clusters it was also significant (F(5,457) =
18.96, p < .001) accounting for 16% of the variance. By far the strongest positive Beta was for

Cluster A and the strongest negative for Cluster C.
Discussion

Goreis and Voracek (2019) in their meta-analysis noted that number of variables have
been suggested as predictors of conspiracy beliefs, amongst them personality trait and
personality disorder factors. The psychological literature on predictors of conspiracy beliefs
can be divided in approaches either with a pathological (e.g., paranoia) or socio-political focus
(e.q., perceived powerlessness). We focused in this study on pathological factors: the PDs at

both facet and domain (cluster) level.
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This study confirmed most, but not all, the hypotheses, some of which were replicative
(i.e. that Schizotypal PD and CTs are related). The strongest PD correlates were Schizotypal,
Paranoid and Borderline PD. It also extended the literature, particularly by looking at the

relationship between the PD clusters and the CTs.

It should come as no surprise that Schizotypal and Paranoid PD should be correlated
with CTs, although neither correlation was very high (r = .35 and r = .24). Further, various
other PDs, namely Anti-social and Borderline, showed significant correlations with the PDs.
Where the correlations were significant, they were all positive, indicating that CTs are
associated with a wide range of disorders. It was interesting that Sadistic and Self-Defeating
PD was associated with the CTs, as both these disorders appeared in the appendix of DSM-111-
R and not in DSM-IV. It is possible that it is the feature of frightening and intimidating others
that explains the link between Sadism and CTs, while it is negativity, gloom and preferences
for people and situations that lead to disappointment, failure, or mistreatment even when better
options are clearly available that part explains the correlation between self-defeating PD and

the CTS. Both of these ideas require further analysis.

Interesting the SAPAS scale did not correlate with the PDs. The correlation was in the
right direction (lower scores were indications of pathology) but failed to reach significance.
This suggests that short screening measures of PDs are probably less useful in exploring the

relationship between PDs and CTs.

The results showed clearly that the higher-order clusters were the clearest predictors of
the CTs. According to the literature, Cluster A is called the odd, eccentric cluster. It includes
Paranoid Personality Disorder, Schizoid Personality Disorder, and Schizotypal Personality

Disorders. The common features of the personality disorders in this cluster are social
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awkwardness and social withdrawal. These disorders are dominated by distorted thinking. The

correlations and regressions showed Cluster A to be the highest correlate of the PDs.

Esterberg et al. (2010) noted that Cluster A was the more severe personality disorders
which are assumed by many to be resistant to treatment. People diagnosed with these
personality disorders see the world as being ‘out of line’ rather than themselves being out of
‘sync’ with the world around them. Observers consider these individuals to be self-centred,

leading to significant difficulties in their relationships.

Cluster B personality disorders are characterized by dramatic, overly emotional or
unpredictable thinking or behavior. They include Anti-social personality disorder, Borderline
personality disorder, Histrionic personality disorder and Narcissistic personality disorder.
Cluster B was also related to the PDs. The correlations showed that each of the constituent

disorders were each correlated with the PDs (see Table 3).

The results showed that sex, age and self-ratings were not correlated with the PDs.
Previous work has shown mixed results with regard to these relationships and they may be
better explored by a larger, more representative sample. This sample was younger and better
educated than the population as a whole and both variables are related to being less likely to

endorse CTs.

Two other related variables were correlates of the CTs, namely education and
intelligence. This has been supported in previous studies (Goreis & Voracek, 2019). Educated
people tend in general to be more skeptical, less religious and less attracted to popularists
theories. Further, as far as we know this is one of the few studies that have demonstrated the
link between 1Q and CTs. Indeed it has been suggested that education and training may be one

of the best ways to counteract the spread of beliefs in CTs.
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Douglas et al., (2019) concluded «...conspiracy theories have effects on both

individuals and important societal institutions. Their risks (and benefits) are far - reaching, and

much more research needs to be conducted to fully understand the importance of this pervasive
psychological, political, and social phenomenon, especially on the vulnerable and

disadvantaged groups that have been identified as most expected to benefit from them.” (p 30)

We should note that in this study we used a measure of the PDs which included Self-
defeating and Sadistic PD which is not in DSM-5, and found only in the appendix of earlier
versions of the DSM (Furnham, 2021b). However, it the inclusion of Sadistic PD has moved
the Dark Triad literature to the Dark Tetrad literature as there is a renewed interest in this PD
(Furnham & Horne, 2021) though it remains unclear whether either future DSM or ICD

systems will include it as a personality disorder.

This study looked at sub-clinical PD correlates of CTs and extended the literature in
this area. It confirmed that whilst our participants were probably “sub-clinical” in their PD
scores, certainly those prone to odd and magical thinking and being suspicious and distrustful

of others were more likely to endorse general CTs.

This study, like all others, had limitations. It was a cross-sectional, self-report study
meaning both that causation cannot not be inferred, and that common method variance may
inflate the correlations. Further, other PD measures may have been used which are more robust.
Nevertheless, it took the literature on mental health and CTs further suggesting the exploration
of various personality variables (Borderline, Sadistic, Passive Aggressive) not previously

implicated in research.

15



References

American Psychiatric Association. (2000). Diagnostic and Statistical Manual of Mental

Disorders (4" ed., text rev.) Washington, DC: Author

American Psychiatric Association. (2015). Diagnostic and Statistical Manual of Mental

Disorders (5" ed.) Washington, DC: Author

Bach, B., & First, M.B. (2018). Application of the ICD-11 classification of personality

disorders. BMC Psychiatry, 18, 351. https://doi.org/10.1186/s12888-018-1908-3

Barron, D., Furnham, A., Weis, L., Morgan, K., Towell, T., & Swami, V. (2018). The
relationship between schizotypal facets and conspiracist beliefs via cognitive processes.

Psychiatry Research, 259, 15-20.

Bowes, S., Costello, T. H., & Ma, W. (2021). Looking under the tinfoil hat: Clarifying the
personological and psychopathological correlates of conspiracy beliefs. Journal

of Personality, 1-15. https://doi.org/10.31234/osf.io/9pv38

Brotherton, R., & Eser, S. (2015). Bored to fears: Boredom proneness, paranoia, and conspiracy

theories. Personality and Individual Differences.80, 1-5.

Brotherton, R., French, C. C., Pickering, A. D. (2013). Measuring belief in conspiracy theories:
The generic conspiracist belief scale. Frontiers in Psychology, 4: 279. doi:

10.3389/fpsyg.2013.00279

Coolidge, F. (2001). Short Form of the Coolidge Axis-1I inventory (SCATI). Colorado Springs,

CO: Manual.
16


https://doi.org/10.31234/osf.io/9pv38

Coolidge, F. L., & Segal, D. L. (1998). Evolution of personality disorder diagnosis in the
Diagnostic and Statistical Manual of Mental Disorders. Clinical Psychology

Review, 18(5), 585-599.

Coolidge, F. L., Segal, D. L., Cahill, B. S., & Simenson, J. T. (2010). Psychometric properties
of a brief inventory for the screening of personality disorders: The SCATI. Psychology
and  Psychotherapy: Theory, Research and Practice, 83(4), 395-405.

https://doi.org/10.1348/147608310x486363

Davison, M., & Furnham, A. (2017). The Personality Disorder Profile of Professional
Actors. Psychology of Popular Media and Culture, 7(1), 33-46.
Darwin, H., Neave, N., & Holmes, J. (2011). Belief in conspiracy theories. The role of

paranormal belief, paranoid ideation and schizotypy. Personality and Individual
Differences, 50(8), 1289-1293. https://doi.org/10.1016/j.paid.2011.02.027

Douglas, K., Sutton, R., & Cichocka, A. (2017). The psychology of conspiracy theories.
Current Directions in Psychological Science, 26(6), 538-542.

https://doi.org/10.1177/0963721417718261

Douglas, K., Uscinski, J., Sutton, R., Cichocka, A., Nefes, T., Ang, C & Deravi, F. (2019)
Understanding  Conspiracy Theories. Political Psychology, 40(S1), 3-35.

https://doi.org/10.1111/pops.12568

Esterberg, M.L., Goulding, S.M., & Walker, E.F. (2010). Cluster A personality disorders:
schizotypal, schizoid and paranoid personality disorders in childhood and adolescence.
Journal of Psychopathology and Behavioral Assessment, 32(4), 515-528.

https://doi.org/10.1007/s10862-010-9183-8

Franks, B., Bangerter, A., & Bauer, M. (2013). Conspiricist theories as quasi-religious

mentality. Frontiers in Psychology, 4, Article 424.
17


https://doi.org/10.1348/147608310x486363
https://doi.org/10.1016/j.paid.2011.02.027
https://doi.org/10.1177/0963721417718261
https://doi.org/10.1111/pops.12568
https://doi.org/10.1007/s10862-010-9183-8

Franks, B., Bangerter, A., Bauer, M., Hall, M., & Noort, M. (2017). Beyond “Monologicality”?

Exploring Conspiracist Worldviews. Frontiers in Psychology, 8. Article 861.
Furnham, A. (2015). Backstabbers and Bullies. London, UK: Bloomsbury.

Furnham, A. (2019). The personality disorders and money beliefs and behaviours. Financial

Planning Review, 2, e1046.

Furnham, A. (2021a). Just World Beliefs, Personal Success and Beliefs in Conspiracy Theories.

Current Psychology, https://doi.org/10.1007/s12144-021-01576-z

Furnham, A. (2021b). The Bright and Dark Side of Personality: The relationship between
Personality Traits and Personality Disorders. In: Lusk, D. & Hayes, T. (Eds). The Good,

the Bad, and the Human Dark Side at Work: New York: SIOP

Furnham, A., & Horne, G. (2021). The Tetradic Heart of Darkness: Comparing three dark-side

instruments. Personality and Individual Differences

Goreis, A., & Voracek. (2019). A systematic review and meta-analysis of psychological
research on conspiracist beliefs. Frontiers in Psychology, 10, Article 206.

https://doi.org/10.3389/fpsyq.2019.00205

Georgiou, N., Delfabbro, P., & Balzan, R. (2019). Conspiracy beliefs in the general population:
The importance of psychopathology, cognitive style and educational attainment.
Personality and Individual Differences, 151, 109521.

https://doi.org/10.1016/j.paid.2019.109521

Grover, S. (2018). A short and validated measure of crystalised intelligence. University

College London.

18


https://doi.org/10.3389/fpsyg.2019.00205
https://doi.org/10.1016/j.paid.2019.109521

Hart, J., & Graether, M. (2018). Something’s going on here: Psychological predictors of belief
in conspiracy theories. Journal of Individual Differences, 39(4), 229-237.

https://doi.org/10.1027/1614-0001/a000268

Krueger, R. F., Derringer, J., Markon, K. E., Watson, D., Skodol, A. E. (2012). Initial
construction of a maladaptive personality trait model and inventory for DSM-5.
Psychological Medicine, 42(9), 1879-1890.
https://doi.org/10.1017/S0033291711002674

Lobato, E., Mendoza, J., Sims, V., & Chin, M. (2014). Examining the relationship between
conspiracy theories, paranormal beliefs, and pseudoscience acceptance among a

university  population. Applied Cognitive  Psychology, 28(5), 617-625.
https://doi.org/10.1002/acp.3042

March, E., & Springer, J, (2019) Belief in conspiracy theories: The predictive role of
schizotypy, Machiavellianism, and primary psychopathy. PLoS ONE 14(12):
e0225964. https://doi.org/10.1371/journal.pone.0225964

Moran, P., Leese, M., Lee, T., Walters, P., Thornicroft, G., & Mann, A. (2003). Standardised
Assessment of Personality - Abbreviated Scale (SAPAS): preliminary validation of a
brief screen for personality disorder. British Journal of Psychiatry, 183(3), 228-32.

https://doi.org/10.1192/bjp.183.3.228

Nefes, T.S. (2015) Scrutinizing impacts of conspiracy theories on readers' political views: a
rational choice perspective on anti-semitic rhetoric in Turkey. British Journal of

Sociology, 66(3):557-75. doi: 10.1111/1468-4446.12137

Samuel, D. B., & Widiger, T. A. (2008). A meta-analytic review of the relationships between
the five-factor model and DSM-IV-TR personality disorders: A facet level

analysis. Clinical Psychology Review, 28(8), 1326-1342.

19


https://doi.org/10.1027/1614-0001/a000268
https://doi.org/10.1002/acp.3042
https://doi.org/10.1192/bjp.183.3.228

Segal, D. L., Coolidge, F. L., & Rosowsky, E. (2006). Personality disorders and older adults:

Diagnosis, assessment, and treatment. John Wiley & Sons.

Segal, D. L., Hook, J. N., & Coolidge, F. L. (2001). Personality dysfunction, coping styles, and
clinical symptoms in younger and older adults. Journal of Clinical

Geropsychology, 7(3), 201-212. https://doi.org/10.1023/a:1011391128354

Swami, V. (2012). Social psychological origins of conspiracy theories. Frontiers in

Psychology, 3, 1-9

Swami, V., Chamorro-Premuzic, T., & Furnham, A. (2010). Unanswered questions. Applied

Cognitive Psychology, 24(6), 749-761. https://doi.org/10.1002/acp.1583

Swami, V., Coles, R., Stoiger, S., Pietschnig, J., Furnham, A., Rehim, S., & Voracek, M.
(2011). Conspiracist ideation in Britain and Austria. British Journal of Psychology,

102(3), 443-463. https://doi.org/10.1111/j.2044-8295.2010.02004.x

Swami, V., Weis, L., Lay, A., Barron, D., & Furnham, A. (2016). Associations between Belief
in Conspiracy Theories and the Maladaptive Personality Traits of the Personality
Inventory for DSM-5 Psychiatry Research, 236, 86-90.

https://doi.org/10.1016/j.psychres.2015.12.027

Swami, V., & Furnham, A. (2012). Examining conspiracist beliefs about the disappearance of
Amelia Earhart. Journal of General Psychology, 139(4), 244-259.

https://doi.org/10.1080/00221309.2012.697932

van Elk, M. (2015). Perceptual Biases in Relation to Paranormal and Conspiracy Beliefs. PLoS

One. 26:10(6):0130422. doi: 10.1371

20


https://doi.org/10.1023/a:1011391128354
https://doi.org/10.1002/acp.1583
https://doi.org/10.1111/j.2044-8295.2010.02004.x
https://doi.org/10.1016/j.psychres.2015.12.027
https://doi.org/10.1080/00221309.2012.697932

Watson, D. C., & Sinha, B. K. (1996). A normative study of the Coolidge Axis II
Inventory. Journal of Clinical Psychology, 52(6), 631-637.

https://doi.org/10.1002/(sici)1097-4679(199611)52:6<631::aid-jclp5>3.0.c0;2-n

21


https://doi.org/10.1002/(sici)1097-4679(199611)52:6%3c631::aid-jclp5%3e3.0.co;2-n

Table 1: Different labels for the Personality Disorders

DSM-IV Hogan & Oldham & Miller Dotlich & Moscosco  Coolidge
Personality Hogan Morris (2008) Cairo (2003) & Salgado
Disorder (1997) (1991) (2004)
Borderline  Excitable Mercurial Reactors  Volatility Ambivalent Borderline
Paranoid Sceptical Vigilant Vigilantes Habitual Suspicious  Paranoid
Avoidant Cautious Sensitive Shrinkers  Excessive Shy Avoidant
Caution
Schizoid Reserved Solitary Oddballs  Aloof Lone Schizoid
Passive- Leisurely Leisurely Spoilers  Passive Pessimistic  Passive-
Aggressive Resistance Aggressive
Narcissistic Bold Self- Preeners  Arrogance Egocentric  Narcissistic
Confident
Antisocial ~ Mischievous Adventurous Predators Mischievous  Risky Antisocial
Histrionic ~ Colourful Dramatic Emoters ~ Melodramatic Cheerful Histrionic
Schizotypal Imaginative Idiosyncratic ~ Creativity Eccentric Eccentric Schizotypal
and
Vision
Obsessive-  Diligent Conscientious Detailers  Perfectionistic Reliable Obsessive-
Compulsive Compulsive
Dependent  Dutiful Devoted Clingers  Eager to Submitted  Dependent
please
Sadistic
Self-
defeating
Depressive
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Table 2
The DSM IV

DSM Labels Theme Familiar term Behavioural Tendencies

Borderline Inappropriate anger; unstable and Unstable Flighty; inconsistent; forms intense
intense relationships alternating Relationships albeit sudden enthusiasms and
between idealization and disenchantments for people or
devaluation. projects

Paranoid Distrustful and suspicious of others;  Argumentative Suspicious of others; sensitive to
motives are interpreted as criticism; expects to be mistreated
malevolent.

Avoidant Social inhibition; feelings of Fear of Failure Dread of being criticized or rejected;
inadequacy and hypersensitivity to tends to be excessively cautious;
criticism or rejection unable to make decisions

Schizoid Emotional coldness and detachment Interpersonal Aloof; cold; imperceptive; ignores
from social relationships; indifferent  Insensitivity social feedback
to praise and criticism

Passive- Passive resistance to adequate social ~ Passive-Aggressive Sociable, but resists others through

Aggressive and occupational performance; procrastination and stubbornness
irritated when asked to do something
he/she does not want to

Narcissistic Arrogant and haughty behaviours or ~ Arrogance Self-absorbed; typically loyal only to
attitudes; grandiose sense of self- himself/herself and his/her own best
importance and entitlement interests

Antisocial Disregard for the truth; impulsivity Untrustworthiness Impulsive; dishonest; selfish;
and failure to plan ahead; failure to motivated by pleasure; ignoring the
conform with social norms rights of others

Histrionic Excessive emationality and attention  Attention-seeking Motivated by a need for attention
seeking; self-dramatizing, theatrical, and a desire to be in the spotlight
and exaggerated emotional
expression

Schizotypal Odd beliefs or magical thinking; No Common Sense Unusual or eccentric attitudes;
behaviour or speech that is odd, exhibits poor judgement relative to
eccentric, or peculiar education and intelligence

Obsessive- Preoccupations with orderliness, Perfectionism Methodical; meticulous; attends so

Compulsive rules, perfectionism, and control; closely to details that he/she may
over conscientious and inflexible have trouble with priorities

Dependent Difficulty making everyday Dependency Demand for constant reassurance,

decisions without excessive advise
and reassurance; difficulty
expressing disagreement out of fear
of loss of support or approval

support, and encouragement from
others
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Table 3: Sex differences on all variables

24

Male Female F
Antisocial 8.37 (2.70) 7.66 (2.32) 9.334***
Avoidant 11.28 (3.47) 11.28 (3.52) 0.000
Borderline 9.31(3.12) 9.84 (3.42) 3.165**
Dependent 8.53 (2.59) 8.91(2.70) 2.523
Depressive 11.75 (3.85) 11.84 (3.52) 0.062
Histrionic 9.30 (2.63) 9.36 (2.58) 0.076
Narcissistic 10.05 (2.87) 9.30 (2.62) 9.082***
Obsessive Comp 10.68 (2.85) 10.74 (2.67) 0.051
Paranoid 10.45 (3.23) 10.63 (3.41) 0.364
Passive Aggressive  10.60 (2.78) 10.03 (2.87) 4.692**
Sadistic 6.78 (2.14) 6.27 (1.79) 7.719%%*
Self-Defeating 9.49 (2.90) 9.56 (2.96) 0.068
Schizotypal 8.22 (2.55) 8.81 (3.05) 5.327**
Schizoid 9.50 (2.82) 9.28 (2.98) 0.650
CToT 52.95 (23.30) 56.20 (24.62) 2.120
1Q Score 4.18 (1.68) 4.11 (1.73) 0.169
SAPAS 12.48 (1.57) 12.37 (1.51) 0.381
SE-ACT 54.79 (18.10) 49.81 (20.00) 8.087**
SE-HEA 61.24 (20.24) 55.49 (24.02) 7.963**
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Table 4. Correlations of the variables used in the study

25

Mean
Variables (SD) 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15
1. CToT 54.56
(24)
2. Antisocial 8.01 .18**
(2.54)
3. Avoidant 11.28 .05 30**
(3.50)
4, Borderline 9.57 A7** B57** .63**
(3.28)
5. Dependent 8.72 .01 37** .60** .63**
(2.65)
6. Depressive 11.78 .01 A1** T2%* .68** .64**
(3.68)
7. Histrionic 9.33 .10* A8** A3** A40** 22%* .25**
(2.60)
8. Narcissistic 9.68 13** .38** 21%* .33** 21%* .18%* 61**
(2.77)
9. Obsessive 10.71 -.04 19** A1** 31** 29%** .38%* .29%* .34%*
Compulsive (2.75)
10.  Paranoid 10.60 23** .38** .58** B57** A6** 57** .28%* 32%* AT**
(3.32)
11.  Passive 10.32 14** 59** B7** 56** A45** B7** .38** A5** A5** .66**
Aggressive (2.84)
12.  Sadistic 6.53 .15** .60** 22%* .38** 29%* 25%* 37** A4** .28** .38** A6**
(1.20)
13.  Self- 9.53 14** 53** .65** J0** .63** 70** .28** 25** 37** .64** .65** A1**
Defeating (2.93)
14.  Schizotypal ~ 8.51 35%% A4k 3@k BERX AGRK ARk ZqRk 3Bkk 9fkx B7RK ABF* 3gRk GAxk
(2.83)
15.  Schizoid 9.40 11* 37F% bRk 4B*K A%k Ggex .03 A% 30%*%  BB¥X 4Q%*  31%% BgFx 37xx
(2.90)
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Table 5. Further Correlations with the three PD Higher Order Factors

CT Sex Age Ed Self 1Q SAPAS A B
Sex .07
Age -.09 .00
Ed -17%* .02 -.05
Self .01 -.15%* .09 .00
1Q -.14** -.02 .08 .04 .05
SAPAS -.05 -.03 A3** .02 22** .06
A .28** .04 -.10* -.09*  -27%* -07 - 44**
B 19%* -.05 -.04 -.04 -03 -.03 -.40** 56**
C .02 .02 -.06 -.06 -26 .03 -.50** B67** 54**

* p< 05 **p<. 01
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