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INTRODUCTION

Human beings differ from one another in many stable
psychological characteristics, such as anxiety, impulsivity,
affiliation, dominance or persistence. These characteristics
are partially heritable, are present since adolescence or ear-
ly adult thood, and largely determine the biography of the
individual.1 When these traits are so extreme or inflexible as
to cause significant disfress or impairment in some domine
of the subject’s functioning (work, family, social), a person-
ality disorder (PD) is diagnosed. 

Accurate detection of PD in clinical settings is essential
for several reasons. Prevalence of maladapted personalities
is very high in comparison with that of other mental disor-
ders: 9%-13% in the general population and 24% in prima-
ry health care.2,3 Functional impairment and suffering asso-
ciated to these disorders are comparable to those caused by
other severe and chronic disorders such as major depres-
sion.4 They increase the risk of occurrence, and worsen the
evolution, of affective, anxious, psychotic, eating and sub-
stance abuse disorders.5 Finally, the presence of personality
disorder also affects prognosis and adherence to treatment
in medical diseases.6 Thus, it is not surprising that PDs are
associated to greater use and costs of health care services
than the population mean,7 that they have a greater likeli-
hood of being perceived as difficult by their doctors, and
that they are a source of burnout.8

Unfortunately, our capacity to detect PD does not corre-
spond with its clinical and social relevance. The unstructured
clinical interview, which is the most widespread method of
diagnosis, lacks reliability. The general practitioner finds it
difficult to discriminate between patients with PD and other
patients who have poor compliance or unpleasant attitude,
and refers the former to the specialist less often.7 Even the
specialists obtain unacceptable agreement indexes when they
do not use structured interviews.9 On the other hand, these
interviews (SCID-II, SIDP, PDE, IPDE), that have become the
gold standard for diagnosis, require previous training and 1
to 4 hours per patient, which makes them unsuitable in most
health care centers. 

Personality disorders (PD) are highly prevalent and impair-
ing stable patterns of maladaptive behavior that are associated
to high health care costs. Although PD detection in clinical set-
tings is a priority issue, it is still unknown which are the most
reliable and valid screening instruments. For this purpose, 26
studies examining the diagnostic ability of 19 different screen-
ing tools that included structured interviews as the gold stan-
dard were meta-analyzed. The total median for the kappa was
0.40 (range 0.14 to 0.86), indicating poor to moderate agree-
ment. Brief instruments created ad hoc showed the best pre-
dictive ability (Mdkappa=0.56) and are, because of their easy ap-
plication, the first-line screening tools. 
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Cribado de trastornos de la personalidad: 
un metaanálisis

Los trastornos de la personalidad son patrones esta-
bles de comportamiento desadaptativo altamente preva-
lentes e incapacitantes, que se asocian a un elevado coste
sanitario. Pese a ser su detección en la clínica una cues-
tión prioritaria, ignoramos qué instrumentos de cribaje
son fiables y válidos. Este estudio meta analiza veintiséis
estudios que examinaron la capacidad diagnóstica de 19
diferentes instrumentos de cribaje y utilizaron una entre-
vista estructurada como estándar diagnóstico. La mediana
total de kappa fue de 0,40 (rango 0,14 a 0,86), indicando
un acuerdo de pobre a moderado. Los instrumentos breves
creados ad hoc mostraron la mejor capacidad predictiva
(Mdkappa=0,56) y son, por su rapidez de administración, los
instrumentos de primera elección.
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In the 1980's, a search was boque for PD screening in-
struments which would reduce detection cost and which
therefore results in more accurate referrals, more adequate
treatments, reduction in health care costs and less burnout
of the professionals. A wide range of personality interviews
and questionnaires were examined for this purpose, with
unequal results. However, these studies have still not been
reviewed and we lack indications for the choice of most ad-
equate screening instrument. The present study has per-
formed a meta-analysis of the published literature on the
diagnostic utility of PD screenings. 

METHOD

A bibliographic search, up-dated until December 2007, was
made, using the PsycINFO, Medline and Academic Search Pre-
mier  databases with the strategy ([personality disorder*] or
[axis II] or [personality pathology] and [screen*]), and the ref-
erences of the selected articles were reviewed. All the works
were induded that 1) used any screening instrument of PD,
2) confirmed the presence/absence of the diagnosis by struc-
tured interview based on the DSM classification,10 and 3) pro-
vided the information necessary for the calculation of the fol-
lowing diagnostic indexes: sensitivity (percentage of PD with
positive result in the screening), specificity (percentage of
non-PD with negative result in the screening), percentage of
accurate results (PD and non-PD accurately classified), and
Cohen’s kappa, that take the agreements expected by chance
into account. Kappa statistic was used as the principal out-
come variable given that depends both on the sample preva-
lence of PD and on the predictive capacity of the screening,
and that sensitivity and specificity can only be interprete to-
gether.

In the studies that used more than one screening instru-
ment or more than one sample, independent analyses were
conducted and for those that analyzed different cut offs
the one with the highest Kappa value was used. Mean (M)
and median (Md) were calculated, both weighted and un-
weighted by sample size, of the four diagnostic indexes for
the total of the studies and for six screening instrument
subgroups: a) brief instruments (<30 items) created ad hoc
(n = 10), b) PDQ (Personality Diagnostic Questionnaire) (n = 6),
c) TCI (Temperament and Character Inventory) (n = 5), d) SAP
interview (Standardized Assessment of Personality)   (n = 2),
e) large instruments (>100 items) DSM-based (n = 5), and
f) MCMI (Millon Clinical Multiaxial Inventory)  (n = 5). The
MMPI (Minnesota Multiphasic Personality Inventory) and
SCL-90R (Symptoms Checklist) only had a single study and
were not included in the analysis by subgroups.

RESULTS

Twenty-six studies fulfilled the inclusion criteria. These
studies examined the properties of 19 different screening
instruments in 29 samples, with a total of 35 results and

5,432 subjects (Table 1). The mediane Kappa for the total of
the studies was 0.40 (SD 0.20; range 0.14 to 0.86). In the
analysis by subgroups, the brief instruments created ad hoc
obtained the highest kappa values (Md = 0.56), followed by
PDQ (Md = 0.42), TCI (Md = 0.36), SAP (Md = 0.34), large
DSM-based instruments (Md = 0.29) and MCMI  (Md = 0.26).
This order remained unchanged when the means were cal-
culated instead of the medians and only changed slightly
when weighted by the number of subjects: the brief instru-
ments increased their advantage (Mdp = 0.73), and PDQ, TCI
and SAP inverted their respective positions, although within
the same score range (Mdp = 0.33 to 0.40) (Table 1).

The remaining diagnostic indexes were less informa-
tive. The hit tate was high (Md = 0.76), but there was lit-
tle difference between instrument groups (0.68 to 0.78).
Sensitivity results were inverse to those of Kappa, sug-
gesting large DSM-based instruments (Md = 0.96) and
MCMI (Md = 0.87) as being of first choice. However, this
high sensitivity was reached at the expense of the lowest
specificity indexes (Md = 0.61 and 0.48), indicating that
half of the non-cases are erroneously classified as cases. 

DISCUSSION 

The available screening instruments show a poor or mod-
erate predictive ability of DSM diagnosis. As expected, the
best indexes on agreements are obtained for the brief in-
struments developed with this purpose (IOWA, SAP-AS, IIP-
PD). These instruments are also suitable in clinical settings
due to their reduced number of items (from 11 to 28), they
can be easily administered as part of the general interview,
and thus they are of first choice if the objective is simply to
detect the presence of PD. However, they have two disad-
vantages. The first one is that the most instruments studied,
IOWA, an 11-item interview, and IIP-PD, a questionnaire on
interpersonal problems, show as a whole moderate indexes,
while the instruments with better indexes, SAP-AS, a modi-
fication of SAP, and Nurberg’s DSM criteria selection, only
have one study, suggesting the possibility of bias. The sec-
ond disadvantage is that they do not provide information
on the type of disorder, although this point may be irrele-
vant if the objective is referral to a specialist who will make
a more decurate diagnosis. 

The self-administered questionnaires PDQ and TCI are ac-
ceptable alternatives. The PDQ assesses the presence of all the
DSM PD criteria, so that it makes it possible to determine both
the presence and type of disorder. However, it has a moder-
ate-to-low agreement with structured interviews. Similar re-
sults are obtained with the TCI (previously TPQ), based on
Cloninger's personality model and with roots in the dimen-
sional models of personality rather than in psychiatric classifi-
cation. This instrument evaluates four temperamental dimen-
sions that reflect the type of personality, and three scales
character that determine the existence of maladaptation or
disorder. The TCI is more specific than sensitive and thus is a
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Sample Screening Diagnostic indexes
Study n % PD Screening No. I/Q1 Diagnostic Kappa Hit rate Sensi- Specifi-

items standard tivity city

Brief Inst. created
Langbehn 199911 433 57.7 IOWA 11 I SIDP-R 0.52 0.76 0.73 0.79
Langbehn 199911 52 46.1 IOWA 11 I SIDP-IV 0.59 0.79 0.95 0.64
Stern 200012 90 15.5 IIP-PD 28 Q SIDP-R 0.63 0.88 0.93 0.87
Nurnberg 200013 1342 42.9 DSM Selec. 15 Q PDE/SIDP-R/SCID-II 0.73 0.87 0.90 0.84
Trull 200114 103 34.9 IOWA 11 I SIDP-R 0.62 0.83 0.69 0.91
Moran 200315 60 55.0 SAP-AS 8 I SCID-II 0.80 0.90 0.94 0.85
Morse 200716 70 84.0 IIP-PD 28 Q SIDP-IV 0.17 0.60 0.58 0.73
Morse 200716 81 44.0 IIP-PD 28 Q SIDP-IV 0.22 0.61 0.67 0.56
Morse 200716 70 84.0 IOWA 19 Q SIDP-IV 0.27 0.76 0.80 0.55
Morse 200716 81 44.0 IOWA 19 Q SIDP-IV 0.21 0.59 0.78 0.44

Median (weighted) 0.56 (0.73) 0.78 (0.87) 0.79 (0.90) 0.76 (0.84)

PDQ
Dubro 198817 56 41.0 PDQ 163 Q SIDP 0.51 0.75 0.87 0.68
Pfohl 198918 45 35.5 PDQ 163 Q SIDP 0.72 0.87 0.94 0.83
Zimmerman 199019 697 13.4 PDQ 163 Q SIDP 0.33 0.86 0.35 0.94
Hyler 199220 59 30.5 PDQ-R 152 Q SCID-II /PDE 0.32 0.61 1.00 0.43
Van Velzen 199921 137 41.6 PDQ-R 133 Q SCID-II 0.26 0.59 0.80 0.40
Davison 200122 62 79.0 PDQ-4+ 99 Q SCID-II 0.50 0.79 0.77 0.84

Median (weighted) 0.42 (0.33) 0.77 (0.86) 0.84 (0.35) 0.76 (0.94)

TCI
Starcevic 199523 48 31.2 TPQ 100 Q SCID-II 0.86 0.94 1.00 0.91
Gutiérrez 200224 74 60.8 TCI 240 Q SCID-II 0.56 0.78 0.77 0.79
Morse 200716 70 84.0 TCI-SD 44 Q SIDP-IV 0.17 0.60 0.58 0.73
Morse 200716 81 44.0 TCI-SD 44 Q SIDP-IV 0.14 0.59 0.33 0.80
Gutiérrez 200725 205 29.7 TCI 240 Q SCID-II 0.36 0.77 0.37 0.93

Median (weighted) 0.36 (0.36) 0.77 (0.77) 0.58 (0.37) 0.80 (0.91)

SAP
Walters 200426 57 64.9 SAP — I SCID-II 0.28 0.68 0.78 0.50
Mann 199927 90 28.8 SAP — I IPDE (ICD) 0.40 0.68 0.47 0.97

Median (weighted) 0.34 (0.40) 0.68 (0.68) 0.63 (0.47) 0.74 (0.97)

DSM based large Inst.
Ekselius 199428 69 53.6 SCID-S 124 Q SCID-II 0.61 0.81 0.87 0.75
Jacobsberg 199529 260 23.8 SCID-S 124 Q SCID-II 0.29 0.76 0.98 0.47
Duijsens 199630 108 20.4 VKP 174 Q IPDE 0.17 0.53 0.82 0.44
Lenzenweger 199731 258 8.1 IPDE-S 250 Q IPDE 0.20 0.64 1.00 0.61
Ottosson 199832 138 65.9 DIP-Q 140 Q DIP-I 0.61 0.81 0.83 0.76

Median (weighted) 0.29 (0.29) 0.76 (0.76) 0.87 (0.98) 0.61 (0.61)

MCMI
Dubro 198817 56 41.0 MCMI 175 Q SIDP 0.40 0.68 0.96 0.48
Soldz 199333 97 77.3 MCMI-II 175 Q PDE 0.26 0.60 0.81 0.43
Marlowe 199734 110 77.0 MCMI-II 175 Q SCID-II 0.19 0.78 0.96 0.20
Fdz.-Montalvo 200635 50 22.0 MCMI-II 175 Q IPDE 0.17 0.58 0.72 0.53
Fdz.-Montalvo 200635 55 7.2 MCMI-II 175 Q IPDE 0.52 0.89 1.00 0.88

Median (weighted) 0.26 (0.26) 0.68 (0.68) 0.96 (0.96) 0.48 (0.43)

Others
Starcevic 200036 112 52.6 SCL-90R 90 Q SCID-II 0.70 0.85 0.72 0.98
Dubro 198817 56 41.0 MMPI 566 Q SIDP 0.43 0.71 0.78 0.67

Total
Median (weighted) 0.40 (0.50) 0.76 (0.81) 0.80 (0.82) 0.73 (0.84)
1 I=Interview, Q=Questionnaire

Table 1 Diagnostic ability (Kappa agreement, hit rate, sensitivity and specificity) of 19 different screening ins-
truments in the literature.
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useful detector of non-cases. The self-report format of PDQ
and TCI economizes professional time.

The characteristics of the remaining instruments re-
viewed make them inadequate for screening purposes. The
SAP is a non-structured interview with no established cut
off, which makes its standardization difficult. The agree-
ment indexes of MCMI and of the large DSM-based instru-
ments hardly differ from that expected by chance. Finally,
MMPI and SCL-90 only have one published study each.

Although the results provide an initial guide for choosing
the best screening instrument, some methodological clarifica-
tions are necessary. First, the predictive capacity of most of
the screenings was studied in samples with high prevalence of
PD (M = 42.9%). Thus, care should be taken when generalizing
it, to the general population. Second, the purpose of some
studies is not to maximize Kappa agreement but rather sensi-
tivity, so Kappa may underestimate the true capacity of the
instrument. Finally, it should be remembered that the diag-
nostic interviews used as standard also show low agreements
with one another,9 which decreases the diagnostic reliability
of the screenings.

We can conclude that the brief interviews have better
capacity to detect the presence of PD. However, this does
not imply that they are the instruments of choice for other
uses. Dimensional models of personality such as the TCI or
the DAPP have obtained better empiric support than the
DSM itself37 and have been proposed as alternatives to it.
The proposal of basing the diagnosis of PD not on the in-
tensity of certain personality traits but rather on the degree
of maladaptation they produce, that is, on biographical im-
pairment measures, is also acquiring progressive support. 
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