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Results of the Search for Personality Disorder Screening Tools:  
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ABSTRACT
Objective: To examine the characteristics, validity, 
posttest probabilities, and screening capabilities of 
8 different instruments used to predict personality 
disorders.

Method: Screening instruments were examined in  
3 prospective, observational, test-development studies 
in 3 random samples of Dutch psychiatric outpatients, 
using the Structured Clinical Interview for DSM-IV Axis II 
Disorders (SCID-II) as the “gold standard.” The studies were 
performed from March 2004 to March 2005 (study 1: 
N = 195, mean age = 32.7 years), October 2006 to January 
2007 (study 2: N = 79, mean age = 34.3 years), and January 
2008 to October 2009 (study 3: N = 102, mean age = 33.7 
years). The following 8 assessment instruments were 
examined: 3 short questionnaires (a self-report form of 
the Standardized Assessment of Personality-Abbreviated 
Scale [SAPAS-SR], the self-report Iowa Personality 
Disorder Screen [IPDS], and a short self-report version 
of the SCID-II [S-SCID-II]); 2 longer questionnaires (the 
self-report SCID-II Personality Questionnaire [SCID-II-PQ] 
and the NEO Five-Factor Inventory [NEO-FFI]); 1 short 
semistructured interview (the Quick Personality 
Assessment Schedule [PAS-Q]); and 2 informant-based 
interviews (the Standardized Assessment of Personality 
[SAP] and the Standardized Assessment of Personality-
Abbreviated Scale for Informants [SAPAS-INF]).

Results: The SCID-II rate of identification of personality 
disorders in the 3 studies was between 48.1% and 
64.1%. The SAPAS-SR, the IPDS, and the PAS-Q had the 
best sensitivity (83%, 77%, and 80%, respectively) and 
specificity (80%, 85%, and 82%, respectively). Moreover, 
these 3 instruments correctly classified the largest 
number of patients. Using the SAPAS-SR, the IPDS, or  
the PAS-Q raises the odds from 50% to between 80% and 
84% that a patient in a psychiatric outpatient population 
will receive a personality disorder diagnosis.

Conclusions: The results provide evidence for the 
usefulness of the SAPAS-SR, IPDS, and PAS-Q instruments 
for personality disorder screening. Because the PAS-Q 
takes a longer time and requires qualified personnel to 
administer it, we recommend use of the SAPAS-SR or the 
self-report version of the IPDS.
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In Western countries, the median prevalence for personality 
disorders is 13% for general populations, 50% for outpatient 

populations, and 70% for inpatient and forensic populations.1,2 Early 
recognition of these frequently occurring personality disorders is 
extremely important as they cause serious psychosocial problems 
and can hinder the course and the treatment of psychiatric disor-
ders.3–7 Judging from these statistics, it would seem that personality 
disorders should be a frequent diagnosis in the daily praxis of psy-
chiatric hospitals, in both inpatient and outpatient care. However, 
this appears not to be the case, and personality disorders are often 
underdiagnosed in the first consultation.8 An important reason for 
this underdiagnosis might be the lack of 2 aspects of an adequate 
diagnostic procedure reflecting content and form. As to the content, 
doctors generally feel more at ease with the fluctuating state aspects 
of Axis I (DSM-III and DSM-IV) than with the more enduring aspects 
of Axis II. Regarding the form, because the diagnosis of personality 
disorder is based on the presence of long-existing characteristics, 
clinicians might be reluctant to diagnose personality disorder in the 
first encounter with a patient who is complaining about Axis I prob-
lems. Patients with personality disorder consume a lot of hospital 
staff time during office hours and beyond. If the personality disorder 
of a patient is not taken into account, then the overall treatment will 
probably stagnate or produce a reverse effect.9,10 To attain the most 
efficient and adequate treatment, it is important that personality 
disorders are detected early.

Literature shows that the reliability of clinical assessment in deter-
mining psychiatric disorders, including personality disorders, has 
often been found to be rather dubious.11–13 Attempts to identify this 
unreliability led to 4 sources of variance: (1) information variance,  
(2) observation variance, (3) interpretation variance, and (4) criterion 
variance.14,15 Information variance can occur if different clinicians 
use different information sources about the patient or if the patient 
gives them varying information. Observation and interpretation vari-
ance implies that different clinicians who get the same information 
will remember or describe or weight the information differently and, 
therefore, interpret the information differently. Criterion variance 
occurs in those situations in which clinicians use different criteria 
for categories of psychopathological phenomena. The publication 
of DSM-III successfully cancelled out criterion variance. The intro-
duction of standardized clinical-psychiatric interviews (along with 
training in these) led to substantially reduced variance in informa-
tion, as well as in observation and interpretation. The disadvantage 
of standardized clinical-psychiatric interviews, however, is that they 
are often time-consuming and always have to be conducted by expe-
rienced, well-trained professionals.16 A screening tool can be used 
to limit these disadvantages.

The screening principle means that people are subjected to a 
quick test in order to differentiate between likely cases and non-
cases. It should be kept in mind that screening tests have a global 
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For Clinical Use

It is advisable to screen for personality disorder in a psychiatric outpatient population. ◆
The most cost-efficient and effective screening instruments are the self-report form of the  ◆
Standardized Assessment of Personality-Abbreviated Scale (SAPAS-SR) and the Iowa Personality 
Disorder Screen (IPDS).
These 2 screening instruments raise the a priori chance of detecting a personality disorder from 50%  ◆
to between 80% and 84% for patients in a psychiatric outpatient population.

diagnostic value. Specific diagnoses can be attained only by 
a much more far-reaching procedure, which of course takes 
more time and requires extensive expertise.

Therefore, a screening instrument can be useful in a 
2-stage procedure for case identification. A highly sensi-
tive screener in the first or case-finding phase will yield a 
maximum of potential cases to be confirmed or rejected by 
means of the diagnostic instrument in the second or case-
identification phase. False positives in the first phase are 
not particularly a problem because they will be identified as 
noncases in the second phase. False negatives, however, are 
to be taken seriously, for no other reason than that they will 
have no diagnostic follow-up and will therefore be missed; a 
high negative predictive value is of paramount importance. 
Patients with a positive result on the screening scale should 
be interviewed subsequently with a detailed structured or 
semistructured interview aimed at the assessment of a spe-
cific personality disorder.

There are 2 kinds of screening instruments for personality 
disorders: short structured or semistructured interviews and 
questionnaires. Examples of structured interviews are the 
Standardized Assessment of Personality-Abbreviated Scale 
(SAPAS),17 the Iowa Personality Disorder Screen (IPDS),18 
the Rapid Personality Assessment Schedule (PAS-R),19 and 
the Quick Personality Assessment Schedule (PAS-Q).20,21 
These instruments employ the same source of information: 
the patient. Consequently, the quality of the data collected is 
very much dependent on the capability and willingness of the 
patient to provide a factual picture and a truthful report. Fur-
thermore, it should be kept in mind that the reports might be 
colored by the psychiatric problems of the patients.12 A solu-
tion could be found in employing a screening instrument 
that uses 1 or more informants as sources of information. 
Examples of such short informant-based interviews are the 
Standardized Assessment of Personality (SAP)22,23 and the 
Standardized Assessment of Personality-Abbreviated Scale 
for Informants (SAPAS-INF).22,23

Questionnaires to be filled in by patients themselves obvi-
ously do not take much of the clinician’s time. With respect 
to the reliability issue, the interviewer’s observer and inter-
pretation variance have been excluded; on the other hand, 
the respondent’s interpretation variance plays a major role. 
To minimize the criterion variance, it is important that 
the questionnaires are based on a standardized diagnostic 
system, such as the DSM-IV. An example of a short question-
naire that can be filled in within 10 minutes is the self-report 
version of the IPDS.24 A longer self-report questionnaire is 

the Structured Clinical Interview for DSM-IV Axis II Dis-
orders (SCID-II) Personality Questionnaire (SCID-II-PQ),25 
which is based on a categorical system.26–27 An example of 
a questionnaire based on a dimensional system is the NEO 
Five-Factor Inventory (NEO-FFI).28,29

In this article, we compare 8 different screening 
instruments, taking into account the different practical cir-
cumstances and the psychometric values. In addition, we 
discuss the clinical implications of the outcomes of these 
comparisons. Data were collected in 3 different studies.

METHOD

Participants
All 3 prospective, observational, test-development studies 

included psychiatric outpatients who were referred between 
2004 and 2009 to GGZ Breburg, a community mental 
health center in Tilburg, The Netherlands. The studies were 
approved by the regional medical ethics committee.

The first study was performed between March 2004 
and March 2005 and had 195 participants, 5.8% of whom 
dropped out. The second study took place from October 
2006 to January 2007 and involved 79 participants, with a 
dropout percentage of 8.9%. The third study was carried 
out between January 2008 and October 2009 and had 102 
participants, with a dropout percentage of 25.3%.

The distribution according to sex was 42.6% male and 
57.4% female (study 1), 43.0% male and 57.0% female (study 
2), and 40.2% male and 59.8% female (study 3). The mean 
age of the participants was 32.7 years (study 1), 34.3 years 
(study 2), and 33.7 years (study 3).

Measures
Study 1 examined 3 short questionnaires (the self-report 

form of the SAPAS [SAPAS-SR],30 the IPDS,31 and a short 
self-report version of the SCID-II [S-SCID-II]),32 as well as a 
longer questionnaire (the NEO-FFI) and a structured inter-
view (the PAS-Q). Study 2 focused on a longer questionnaire, 
the SCID-II-PQ.33 Study 3 employed 2 informant-based 
interviews: the SAP and the SAPAS-INF. Table 1 depicts the 
different characteristics of these screening instruments.

SAPAS-SR. The SAPAS consists of 8 dichotomously 
rated items, which are taken from the opening section of 
an informant-based semistructured interview, the SAP.22,23 
Each item is scored as 0 (absent) or 1 (present), and the sum 
of these scores generates the overall score, ranging from  
0 to 8. Moran et al17 validated the SAPAS in a sample of 
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60 adult psychiatric patients recruited from outpatient and 
inpatient units, using the SCID-II34 as the “gold standard.” 
When validators used a cutoff score of 3, the sensitivity and 
specificity of the SAPAS were 0.94 and 0.85, respectively, 
and the positive and negative predictive values were 0.89 and 
0.92, respectively.17 Even short interviews, however, require 
specific clinical training. Therefore, we believed that the 
uptake of the SAPAS might improve if it were administered 
as a short self-report measure (SAPAS-SR). The original ver-
sion of the SAPAS was translated into the Dutch language by 
the authors and translated back into English by the transla-
tion center of Tilburg University, Tilburg, The Netherlands 
(to assure accuracy of the Dutch version).

IPDS. The IPDS consists of 11 items originally derived 
from the Structured Interview for DSM-III Personality 
Disorders (SIDP).35,36 The IPDS was validated in a group 
of 52 nonpsychotic inpatients and outpatients, and the out-
come was compared with diagnoses based on the complete 
Structured Interview for DSM-IV Personality Disorders 
(SIDP-IV).37

In their original publication, Langbehn et al18 did not 
report the sensitivity, specificity, and predictive values of the 
IPDS as a whole. Instead, these values were reported for each 
individual item. Moreover, optimal cutoff scores for specific 
subsets of items were presented; for instance, a subset of 6 a 
priori items was proposed as an overall screen. In so doing, 
the authors showed that the sensitivity, specificity, and pre-
dictive values differed considerably for specific subsets of 
items. Excellent sensitivity (92%) and good specificity (79%) 
were reached with IPDS items 4–8, whereas a subset consist-
ing of item 1 and items 3–8 (ie, all the items that individually 
showed evidence of discriminability) showed sensitivity and 
a specificity of 79% and 86%, respectively. Because of these 
promising results, Langbehn et al advised further experi-
mentation with all 11 items of the IPDS.18

Morse and Pilkonis24 and Trull and Amdur38 examined 
the utility of such a self-report version of the IPDS using 
the SIDP-IV as reference. Morse and Pilkonis24 concluded 
that their self-report version was quite satisfactory in both 
psychiatric and nonpsychiatric samples. For instance, for a 
subset of IPDS items (items 1–6), sensitivity and specificity 
were 97% and 46%, respectively, with a positive predictive 
value of 90% and a negative predictive value of 71%.

The original version of the IPDS was translated into the 
Dutch language by the authors and translated back into 
English by the translation center of Tilburg University, 
Tilburg, The Netherlands (to assure accuracy of the Dutch 
version).

S-SCID-II. For the development of the S-SCID-II, we 
used the set of data that was collected by Masthoff and 
Trompenaars.39 Axis II diagnoses were determined using the 
SCID-II interview. Their study included 533 participants, 
of whom 495 completed the test booklet (92.9%). For the 
identification of those items that best predicted SCID-II 
diagnoses, as a first step, a series of logistic regression analy-
ses were performed. For every single personality disorder, 
only those items were selected from the total sets of SCID-II 
items that were intended to measure a particular personality 
disorder with the best discriminating function for predict-
ing caseness, ie, the absence or presence of any personality 
disorder, according to the full SCID-II interview. Thereafter, 
again using logistic regression analyses, this set of poten-
tial predictors was used to predict caseness. The set of 10 
items consisted of the following: paranoid (item 1), narcis-
sistic (item 1), borderline (items 4, 5, and 8), avoidant (item 
2), dependent (item 2), and depressive (items 2, 4, and 6). 
There was a good model fit on the basis of these 10 predictors 
(χ2

10 = 228.23; N = 495; P < .001). The overall predictive rate 
was 76.0%. Inspection of regression coefficients, Wald sta-
tistics, and significance levels of the individual items reveals 

Table 1. Practical Characteristics of the Different Personality Disorder Screening Instruments
Variable SAPAS-SR IPDS S-SCID-II SCID-II-PQ PAS-Q NEO-FFI SAP SAPAS-INF
Type of 

instrument
Self-rating Self-rating Self-rating Self-rating Semistructured 

interview
Self-rating Semistructured 

interview
Structured 
interview

Ratee Patient Patient Patient Patient Patient Patient Informant Informant
Rater Patient Patient Patient Patient Patient Patient CS (Q) NCS (NQ)
Length, min 5–10 5–10 5–10 30–45 15 30 30 5–10
Number of items 8 11 10 119 6a 60 14a 8

6–32b 14–90b

Personnel NQ NQ NQ NQ Q Q Q NQ
Classification 

system
ICD-10/DSM-IV DSM-IV DSM-IV DSM-IV ICD-10 NA ICD-10/DSM-IV ICD-10/DSM-IV

Results/score Total score Total score Total score Total score and 
subscores for 
all DSM-IV 
personality 
disorders

Total score and 
subscores for 
all ICD-10 
personality 
disorders

5 domain 
scores 
according 
to the Big 
Five factors

Total score and 
subscores for 
all the ICD-10 
and DSM-IV 
personality 
disorders

Total score

aGeneral questions.  bMinimum-maximum questions in total.
Abbreviations: CS = clinical staff, IPDS = Iowa Personality Disorder Screen, NA = not applicable, NCS = nonclinical staff, NEO-FFI = NEO Five-Factor 

Inventory, NQ = nonqualified staff, PAS-Q = Quick Personality Assessment Schedule, Q = qualified staff, SAP = Standardized Assessment of Personality, 
SAPAS-INF = Standardized Assessment of Personality-Abbreviated Scale for Informants, SAPAS-SR = Standardized Assessment of Personality-
Abbreviated Scale Self-Report, SCID-II-PQ = Structured Clinical Interview for DSM-IV Axis II Disorders Personality Questionnaire, S-SCID-II = short 
version of the Structured Clinical Interview for DSM-IV Axis II Disorders.
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that all 10 items contributed significantly to the prediction 
of the presence of any personality disorder.39 Therefore, it 
was decided to accept this set of 10 items as a useful screen-
ing instrument for personality disorders. The S-SCID-II was 
administered as a self-report measure.

SCID-II-PQ. The SCID-II-PQ is a questionnaire filled 
in by patients themselves. It has 119 items that match the 
questions in the SCID-II interview, with the introductory 
questions and observation items removed. With affirmative 
or negative answers, the respondent determines whether 
the feature is present. Three international studies examined 
the use of the SCID-II-PQ as a screening instrument.25,40,41 
Ekselius et al25 did a study with 69 psychiatric patients 
and compared the SCID-II interview and the SCID-II-PQ. 
They suggested an adaptation of the cutoff scores for the 
SCID-II-PQ because of a high overrating of 19%. With the 
adapted cutoff scores, there was an overrating of 4% and a 
sensitivity and specificity of 87% and 75%, respectively. They 
found an overall κ of agreement of 0.75, and the correlation 
between number of criteria fulfilled in the SCID interview 
and the SCID-II-PQ was 0.84.25 Similar data were found 
in the study conducted by Jacobsberg et al,40 in which the 
SCID-II-PQ was examined with the Personality Disorder 
Examination as the “gold standard.”

NEO-FFI. One of the best-known models for defining 
personality, using a dimensional approach, is the Big Five 
model. The Big Five model is a general comprehensive 
framework for structuring individual differences.42,43 The 
model is seen as pervasive across cultures. The 5 dimensions 
reflect sociability (extraversion), interpersonal interaction 
(agreeableness), self-discipline and impulse control (consci-
entiousness, describing task- and goal-directed behavior), 
personal adjustment (neuroticism, contrasting emotional 
stability with anxiety, anger, and other negative feelings), 
and openness to new experiences (openness, reflecting the 
breadth, depth, and complexity of mental and experiential 
life).

Costa and McCrae42 have suggested that the 5-factor 
model of personality is highly relevant to the conceptual-
ization and assessment of personality disorders. They have 
proposed to let the Big Five model replace the categorical 
system for identifying personality disorders in DSM-IV. Sev-
eral authors support these claims.44,45 Costa and McCrae46 
have described how personality disorder can be understood 
in terms of the Big Five dimensions. The NEO-FFI29 is 
grounded in the Big Five dimensions and is a self-report 
instrument with 60 items.

PAS-Q. The PAS-Q20 is a shortened version of the ICD-10 
version of the Personality Assessment Schedule and takes 
about 15 minutes to complete. We previously described21 
the association between the 8 PAS-Q sections and the corre-
sponding ICD-10 categories, as well as the “translation” into 
the DSM-IV-TR classification system. The PAS-Q interview 
starts with open questions about character, relationships, 
job performance, drug problems, and law-breaking behav-
ior to complete possibly missing information about the 
patient. Then, there are 8 specific sections for personality 

disorders, namely (1) suspiciousness and sensitivity, (2) 
aloofness and eccentricity, (3) aggression and callousness, 
(4) impulsiveness and borderline, (5) childishness and labil-
ity, (6) conscientiousness and rigidity, (7) anxiousness and 
shyness, and (8) resourcelessness and vulnerability. To iden-
tify a certain personality disorder in each section, there are 
2 screening questions, a positive answer to which leads to 
probing questions and eventually to scoring the characteris-
tics in question. The interviewer assesses the severity of the 
personality disorder in every section, taking into account the 
answers to the introductory questions, the specific questions, 
and the background information on the patient. The PAS-Q 
distinguishes 4 levels of severity: (0) no personality disorder, 
(1) personality difficulty, (2) simple personality disorder, and 
(3) diffuse or complex personality disorder. The original ver-
sion of the PAS-Q was translated into the Dutch language by 
the authors and translated back into English by the transla-
tion center of Tilburg University, Tilburg, The Netherlands. 
The result of the latter translation was nearly identical to that 
of the original version.

SAP. The SAP22,23 is a brief semistructured interview with 
an informant. The informant is asked an opening sequence of 
14 questions that might suggest particular keywords. These 
keywords in turn lead to different categories of personality 
disorder. This process will happen by asking questions to 
find out whether enough criteria are met and whether there 
is enough evidence for these criteria to indicate the pres-
ence of a distress or handicap. If no keywords appear in the 
14-item introduction phase, then the interview is terminated 
and no personality disorder is assumed.

The average overall interrater reliability (Cohen κ) for the 
SAP is 0.76, with a range from 0.60 to 0.82.47 The interinfor-
mant reliability varies from 0.96 to 0.93.48 The positive and 
negative predictive values of the SAP were 47% and 97%, 
respectively.23 It was concluded that the SAP is a potentially 
adequate screening instrument in a 2-phase approach in epi-
demiologic assessment of personality disorder. The original 
version of the SAP was translated into the Dutch language by 
the authors and translated back into English by the transla-
tion center of Tilburg University, Tilburg, The Netherlands 
(to assure accuracy of the Dutch version).

SAPAS-INF. The authors translated the items of the origi-
nal SAPAS, a structured interview, and created a self-report 
questionnaire, the SAPAS-SR.17,30 The authors transformed 
the Dutch SAPAS-SR into a structured interview for infor-
mants (SAPAS-INF).

SCID-II. In all 3 studies, the SCID-II34,49 was the “gold 
standard.” The SCID-II interview is a semistructured inter-
view to determine regular personality disorders, according 
to DSM-IV-TR criteria, as well as passive-aggressive and 
depressive personality disorders, as stated in the DSM-IV 
appendix.50 The interview starts with a series of open ques-
tions intended to provide the interviewer with insight into 
the behavior, the interpersonal relationships, and the reflec-
tive abilities of the patient. Then, there are 134 items with 
more structured questions, grouped around the specific 
personality disorders. In scoring these, the interviewer has 
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to take into account the level of deviation, continuity, and 
pervasiveness. In the case of schizotypal, schizoid, theatri-
cal, and narcissistic personality disorders, the interviewer 
is also required to take the patient’s observed behavior into 
account.

A personality feature can be scored as (1) not present, 
(2) present to a limited extent, or (3) present. In scoring, 
not only is the patient’s answer to the question important, 
but the interviewer also has to take all available sources of 
information into account. The interrater reliability and inter-
nal consistency of the SCID-II interview have proven to be 
satisfactory—and also for the Dutch population.49,51,52

To adequately conduct the SCID-II interview, the 
researchers, all of whom were psychiatrists, were trained in 
the technical aspects of conducting an interview. The staff 
of the Regional Institute for Continuing Education and 
Training, Eindhoven, The Netherlands, offered this certi-
fied training.

Procedure
In all 3 studies, the procedure was roughly the same. The 

process of randomization consisted of 1 daily blind draw 
from the full set of referrals, performed by the secretary of 
the intake desk. After the drawing, the inclusion and exclu-
sion criteria were checked by the secretary, and, in cases 
of eligibility, the invitation letter was sent. In cases of non-
eligibility, no second drawing was done that day. Exclusion 
criteria included the inability to undergo the protocol due 
to severe mental illness, illiteracy, dyslexia, mental retarda-
tion, severe visual or auditory handicap, cerebral damage, 
or refusal to participate. In addition to the invitation letter, 
there was a meeting between the patients and researchers 
in which eligible patients received verbal information along 
with the opportunity to ask questions. After this introductory 
procedure, all patients were asked to sign an informed con-
sent form. The SAPAS-SR, IPDS, S-SCID-II, SCID-II-PQ, 
NEO-FFI, and PAS-Q were completed at the initial clinical 
appointment. The researcher who conducted the SCID-II 
interview was blinded to the results of the SAPAS-SR, IPDS, 
S-SCID-II, and SCID-II-PQ. The SCID-II interview was 
conducted 1 week later than the initial screening tests. The 
4 self-rated screening tests were repeated 2 to 3 weeks after 
the initial assessment.

The SAP and the SAPAS-INF were conducted as face-to-
face interviews with an informant in a routine standardized 
diagnostic process. The researcher was blinded to ear-
lier obtained information concerning the patient or the  
SCID-II interview results.

Analysis
All data were analyzed using the Statistical Package for the 

Social Sciences, version 12 (SPSS Inc, Chicago, Illinois). Test-
retest reliability at the level of total SAPAS-SR, IPDS, and 
S-SCID-II scores was determined with Pearson correlation 
coefficients. Test-retest reliability of the separate items was 
determined using phi coefficients for binary data. Internal 
consistency was examined using Cronbach α coefficients.53 

Cronbach α will generally increase when the correlations 
between the items of a scale increase.54

Receiver operating characteristic (ROC) analysis was used 
to study the effect on the predictive values for the presence 
of a personality disorder, as diagnosed with the SCID-II at 
the cutoff levels of scores on the SAPAS-SR, the IPDS, the 
S-SCID-II, and the PAS-Q. The ROC analysis relies heav-
ily on sensitivity and specificity values and is a widespread 
method for examining the overall performance of a test.55 
Each point on the curve corresponds to a specific pairing 
of sensitivity and specificity. Inspection of the curve will be 
useful for finding an optimal cutoff value for use in decision-
making. The total area under the ROC curve is a measure of 
the performance of the diagnostic instrument since it reflects 
the test performance at all possible cutoff levels.56

To compare the different screening instruments, likeli-
hood ratios were calculated. The likelihood ratio incorporates 
the sensitivity and specificity of the test and provides a direct 
estimate of how much a test result will change the odds of 
having a personality disorder. The likelihood ratio for a pos-
itive result (LR+) specifies how much the odds of having 
a personality disorder increase when a test is positive. The 
likelihood ratio for a negative result (LR−) indicates how 
much the odds decrease when the test is negative.

The combination of the likelihood ratio and infor-
mation about the prevalence of personality disorder and 
characteristics of the patient pool determines the posttest 
odds of personality disorder. The posttest probability (PTP) 
describes the proportions of patients with that particular test 
result who either have or do not have a personality disorder 
[posttest odds/(1 + posttest odds)].

RESULTS

The prevalence of personality disorder in the different 
studies was as follows: 50% in study 1, with a mean number 
of personality disorders of 1.8 in patients diagnosed with any 
personality disorder; 64.1% in study 2, with a mean number 
of personality disorders of 2.2 in patients diagnosed with any 
personality disorder; and 48.1% in study 3, with the mean 
number of personality disorders of 1.6 in patients diagnosed 
with any personality disorder.

Table 2 shows the psychometric values of the different 
screening instruments. With the prescribed cutoff scores, the 
SCID-II-PQ overrated dramatically. When we increased the 
cutoff score by 3, the percentage of patients that were cor-
rectly classified increased from 62% to 75%. The SAPAS-SR, 
the IPDS, and the PAS-Q performed the best in terms of 
sensitivity and specificity for having any personality dis-
order. Moreover, these 3 reached the highest number of 
patients that were correctly classified. The test-retest coef-
ficient turned out to be high for the following 4 screening 
instruments: the SAPAS-SR, the IPDS, the S-SCID-II, and 
the PAS-Q.

To assess the screening potential of the various instru-
ments in a consistent way, 5 characteristics and the balance 
between them are important: sensitivity, specificity, positive 
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predictive value (PPV), negative predictive value (NPV), 
and percentage of correctly classified patients. Table 3 shows 
the algorithm using the 5 characteristics to evaluate the  
screening capacity of the examined instruments in terms of 
the number of characteristics and the extent to which the 
characteristics were fulfilled. For example, the first category 
(++) requires that all 5 characteristics (sensitivity, specificity, 
PPV, NPV, and percentage correctly classified) are equal to 
or exceed 0.80.

Table 4 shows the screening capacity results for all the 
screening instruments for (1) any personality disorder, 
(2) a specific cluster of personality disorders, and (3) a 
specific personality disorder. The SAPAS-SR, the IPDS, 
the S-SCID-II, and the PAS-Q were the best screeners for 
any personality disorder. When normal cutoff scores were 
used, the SCID-II-PQ overrated dramatically and thus was 
classified in the fourth category (-). Only after the cutoff 

scores were adjusted by + 3 could the SCID-II-PQ rise to 
the second category (+). The NEO-FFI was classified as the 
poorest screener for any personality disorder.

If there is a need to screen for a specific personality 
disorder, eg, borderline personality disorder or antiso-
cial personality disorder, one might use the SAP and the 
SCID-II-PQ, respectively.

Table 5 shows the LRs and PTPs for a positive and nega-
tive test outcome. The SAPAS-SR, the IPDS, and the PAS-Q 
appeared to have the best PTPs and raised the 50% odds 
in the outpatient population1,2 to 80%–84% after a positive 
test outcome. The SAPAS-SR and the PAS-Q reduced the 
odds from 50% in the outpatient population1,2 to 9% after a 
negative test outcome.

DISCUSSION

The goal of this project was to provide busy clinicians 
a powerful screening tool for personality disorders that is 
time-efficient and easy to administer, while also accurate 
and, therefore, useable in clinical practice. The SAPAS-SR 
and the IPDS perform the best and are easy to adminis-
ter. They do not require qualified personnel and take only  
5 minutes to complete.

The findings should be interpreted in light of a number 
of limitations. First, not all the personality disorders were 
present in all the studies; notably, the schizoid and schizo-
typal personality disorders were absent. Participants with 
a single cluster A personality disorder could easily have 
become false negatives. This problem, however, is a minor 
one because only a small number of participants had a single 
cluster A personality disorder, not only in our samples, but 
also in other studies (eg, see Bernstein et al57). The fact that 
some cluster B personality disorders (eg, histrionic) are 
not represented probably is also a minor limitation due to 
comorbidity with other personality disorders.

Second, the validation studies were performed with an 
interviewer who was blinded to the outcome of the different 
instruments, except for the PAS-Q. For practical reasons, 
the interviews were performed by the same person (S.G.). 
To minimize possible bias, this interviewer refrained from 
reviewing the results of the interview and from filing the 
information in the patients’ dossiers. We are aware that this 
procedure, forced by practical considerations reflecting the 

Table 2. Sensitivity, Specificity, and Power to Predict Any Personality Disorder for the Different Screening Instruments
Variable SAPAS-SR IPDS S-SCID-II SCID-II-PQ PAS-Q NEO-FFI SAP SAPAS-INF
Sensitivity, % 83 77 78 100/78a 80 63 69 76
Specificity, % 80 85 78 27/78a 82 35 76 58
Positive predictive value, % 80 83 78 100/75a 81 48 84 77
Negative predictive value, % 82 79 78 27/74a 81 50 58 57
Correctly classified, % 81 81 78 62/75a 80 49 72 70
Internal consistency 0.45 0.64 0.67 NA 0.35 NA NA NA
Test-retest reliability 0.89 0.87 0.94 NA 0.94 NA NA NA
aAdjusted cutoff score (+ 3).
Abbreviations: IPDS = Iowa Personality Disorder Screen, NA = not applicable, NEO-FFI = NEO Five-Factor Inventory, PAS-Q = Quick Personality 

Assessment Schedule, SAP = Standardized Assessment of Personality, SAPAS-INF = Standardized Assessment of Personality-Abbreviated Scale for 
Informants, SAPAS-SR = Standardized Assessment of Personality-Abbreviated Scale Self-Report, SCID-II-PQ = Structured Clinical Interview for  
DSM-IV Axis II Disorders Personality Questionnaire, S-SCID-II = short version of the Structured Clinical Interview for DSM-IV Axis II Disorders.

Table 3. Algorithm for Assessment of the Screening 
Instrumentsa

Categoryb Criterion 1 Criterion 2
++ 5 of the 5 ≥ 0.80
+ 4 of the 5 ≥ 0.80 And 0 of the 5 ≤ 0.50

Or
5 of the 5 ≥ 0.70 And 0 of the 5 ≤ 0.50

± 3 of the 5 ≥ 0.80 And 0 of the 5 ≤ 0.50
Or

4 of the 5 ≥ 0.70 And 0 of the 5 ≤ 0.50
Or

5 of the 5 ≥ 0.60 And 0 of the 5 ≤ 0.50
- 2 of the 5 ≥ 0.80 And Max 1 of the 5 ≤ 0.50

Or
3 of the 5 ≥ 0.70 And Max 1 of the 5 ≤ 0.50

Or
4 of the 5 ≥ 0.60 And Max 1 of the 5 ≤ 0.50

– 0 or 1 of the 5 ≥ 0.80 And Max 2 of the 5 ≤ 0.50
Or

2 of the 5 ≥ 0.70 And Max 2 of the 5 ≤ 0.50
Or

3 of the 5 ≥ 0.60 And Max 2 of the 5 ≤ 0.50
— 3 or more ≤ 0.60
aThe 5 characteristics are sensitivity, specificity, positive predictive value, 

negative predictive value, and the percentage correctly classified; 
for example, 5 of the 5 characteristics ≥ 0.80 means that all the 5 
characteristics have a value of 0.80 or more.

bThe category symbols represent a progression from the best screening 
capacity (++) down to the worst screening capacity (—) in terms of 
number of characteristics and extent of fulfillment.

Abbreviation: Max = maximum.
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institute’s daily clinical practice, does not represent the best 
possible design. However, we feel that the risk of bias is pre-
sumably low due to the fact that the number of interviewees 
was rather high, the time interval between the interviews was 
rather lengthy, and inspection of patients’ records in prepara-
tion of the interviews did not take place. Moreover, the fact 
that there was high correspondence between the PAS-Q and 
SCID-II interviews also provides a convincing argument for 
the relative absence of bias.

Third, the algorithm that we used to assess the screening 
instruments does not have a theoretical background. There 
is, as far as we know, no model known in the international 
literature. We are aware that, with the use of such a model, 
we simplify the reality—not in all situations is it important to 

have a good balance between the 5 characteristics. In specific 
situations, one might prefer a particular highly rated char-
acteristic at the cost of other characteristics. But, for a more 
global evaluation of the available screening instruments, we 
chose to compare them categorically by this model.

Finally, a potential pitfall for these kinds of instrument-
validating studies is spectrum bias, meaning that the test 
is evaluated in a population composed of a mix of very ill 
patients and healthy controls. In such a population, the test 
obviously performs better in distinguishing the ill from the 
healthy than it does in actual practice.58 The most appro-
priate design in these cases is a cross-sectional study that 
includes a spectrum of patients similar to those to whom 
the test will be administered in clinical practice. Although 

Table 4. Performance of the Different Screening Instruments in Predicting Different Categories of 
Personality Disorder From Any Personality Disorder to a Specific Personality Disorder (algorithm for 
assessment of screening instruments is in Table 3)
Disorder SAPAS-SR IPDS S-SCID-II SCID-II-PQa PAS-Q NEO-FFIb SAP SAPAS-INF
Any personality disorder ++ + + + ++ — ± –
Cluster A personality disorder – – - - – – —
Cluster B personality disorder - ± - - + – –
Cluster C personality disorder – - – - ± — –
Specific personality disorder
 Paranoid - – - ± – - —
 Schizoid — – — …c – …c …c

 Schizotypal — – — …c …d …c …c

 Borderline - - - + ± + –
 Histrionic — - — …c - – —
 Narcissistic - - - – …d – —
 Antisocial - – - ++ - – —
 Avoidant - - - – - - —
 Dependent – – - – - – —
 Obsessive-compulsive – – — – – - —
 Not otherwise specified – - – – …d – —
aWith the adjusted cutoff scores.  bThe NEO-FFI is not based on a classification system for personality disorders; therefore, 

it is not possible to give details about clusters or specific personality disorders.  cThis specific personality disorder was not 
present in the study sample.  dThis personality disorder is not present in the ICD-10 and, therefore, is not measured.

Abbreviations: IPDS = Iowa Personality Disorder Screen, NEO-FFI = NEO Five-Factor Inventory, PAS-Q = Quick 
Personality Assessment Schedule, SAP = Standardized Assessment of Personality, SAPAS-INF = Standardized Assessment 
of Personality-Abbreviated Scale for Informants, SAPAS-SR = Standardized Assessment of Personality-Abbreviated 
Scale Self-Report, SCID-II-PQ = Structured Clinical Interview for DSM-IV Axis II Disorders Personality Questionnaire, 
S-SCID-II = short version of the Structured Clinical Interview for DSM-IV Axis II Disorders.

Table 5. Likelihood Ratios and Posttest Probabilities of the Different Screening Instruments in 
Different Populations
Variable SAPAS-SR IPDS S-SCID-II SCID-II-PQa PAS-Q NEO-FFI SAP SAPAS-INF
LR+ 4.1 5.1 3.5 3.2 4.4 1.0 2.9 1.8
LR− 0.2 0.3 0.3 0.4 0.2 1.1 0.4 0.4
PTP+ in general populations, % 38 43 34 32 40 13 30 21
PTP+ in outpatient populations, % 80 84 78 76 81 49 74 64
PTP+ in inpatient populations, % 91 92 89 88 91 69 87 81
PTP− in general populations, % 15 21 21 26 15 49 26 26
PTP− in outpatient populations, % 9 13 13 17 9 35 17 17
PTP− in inpatient populations, % 6 8 8 11 6 25 11 11
aAdapted cutoff scores.
Abbreviations: IPDS = Iowa Personality Disorder Screen, LR− = likelihood ratio for a negative result, LR+ = likelihood 

ratio for a positive result, NEO-FFI = NEO Five-Factor Inventory, PAS-Q = Quick Personality Assessment Schedule, 
PTP− = posttest probability showing proportion of patients who do not have a personality disorder, PTP+ = posttest 
probability showing proportion of patients who have a personality disorder, SAP = Standardized Assessment of 
Personality, SAPAS-INF = Standardized Assessment of Personality-Abbreviated Scale for Informants, SAPAS-SR =  
Standardized Assessment of Personality-Abbreviated Scale Self-Report, SCID-II-PQ = Structured Clinical Interview for 
DSM-IV Axis II Disorders Personality Questionnaire, S-SCID-II = short version of the Structured Clinical Interview for 
DSM-IV Axis II Disorders. 
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the instruments were validated in 3 separate cross-sectional 
studies, all subjects in these studies were randomly selected 
from the entire group of outpatients that had been referred to 
the psychiatric hospital—ie, the target population for these 
instruments.

It should be noted that the prevalence of personality dis-
orders is a powerful determinant of how useful a particular 
diagnostic instrument will be. The prevalence of personality 
disorder in study 3 was higher than in the other 2 studies. 
The prevalences in study 1 and study 2 were more or less 
similar to the results of other international studies (eg, 
see Zimmerman et al2 and Masthoff and Trompenaars39). 
Furthermore, the mean number of personality disorders 
in patients who had any personality disorder was higher in 
study 3 in comparison with studies 1 and 2. It seems that the 
sample in study 3 was slightly different—they seemed sicker, 
which can be due to the fact that in study 3 there was a higher 
percentage of dropouts. For future research, it is therefore 
important that all screening instruments are examined in 
the same sample.

We concluded that for dichotomous case findings (a 
2-step procedure of personality disorder identification) the 
SAPAS-SR and the IPDS are best suited. For case findings 
for a particular personality disorder or in situations dictated 
by practicality, eg, when the patient cannot be examined, 
another screening instrument might be preferred.
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