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Abstract 
The efficacy of the Personality Diagnostic Questionnaire-Revised (PDQ-R) as a 
screening instrument was examined in a sample of 137 anxious outpatients. The 
SCID-II was used as the criterion. The PDQ-R cut-offs were adjusted until the 
maximum kappa agreement for each scale was reached. The results showed that 
increasing the cut-offs decreased the number of false-positive diagnoses and only 
slightly increased the number of false-negative diagnoses. Inclusion of the PDQ-R 
as a screening instrument, followed by the SCID-II to verify the false-positive 
diagnoses appears to be a promising method for the categorical assessment of 
personality disorders. However, more studies are needed, using DSM-IV 
instruments to determine the optimal cut-offs. The following aspects should be 
considered as well: (1) the differences in prevalence rates of personality disorders, 
(2) the ability of the PDQ-R to differentiate between state and trait phenomena, (3) 
the consequences of the false-negative diagnoses (4), the limited validity of the 
personality disorder definitions.  
                                                 
• This chapter has been previously published as: Van Velzen, C.J.M., Luteijn, F., Scholing, A., 
Van Hout, W.J.P.J. & Emmelkamp, P.M.G.(1999). The efficacy of the personality diagnostic 
questionnaire-revised as a diagnostic screening instrument in an anxiety disorder sample. 
Clinical Psychology and Psychotherapy, 6, 395-403. Reproduced with permission from John 
Wiley & Sons Limited. 
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Introduction 
During the last decade, a number of instruments have been developed for the 
assessment of personality disorders. These instruments resulted in increased 
reliabilities of the personality disorder diagnoses compared with an unstructured 
clinical interview (Widiger & Frances, 1987). However, comparisons between 
instruments have shown poor diagnostic agreement, not only between different 
methods (e.g., questionnaire and interview) but also among similar methods 
(Zimmerman, 1994). Ideally, which instrument will be used should be determined 
by the reliability and validity of the instrument.  
 The most important disadvantage of an interview compared with a self-
report questionnaire is that the administration of an interview requires much more 
time and clinical expertise and, besides that, interviewer biases may play a role. 
Self-report questionnaires are easier to administrate, take less time but may be 
more state dependent (Widiger & Frances, 1987). The choice for an instrument 
depends on several factors, e.g. the familiarity with the instrument, the 
psychometric characteristics, purpose of the assessment and time versus costs 
considerations. Self-report questionnaires were found to report high numbers of 
false-positive diagnoses as compared to semi-structured interviews (e.g. Dubro, 
Wetzler & Kahn, 1988; Hyler, Skodol, Oldham, Kellman, & Doidge, 1992). The 
interest in the assessment of personality disorders has grown in research settings 
and a preference for the semi-structured interview is apparent. In most studies, the 
interview has been used as the criterion measure against which the self-report 
questionnaire is validated (e.g. Hyler et al., 1992; Trull & Larson, 1994). 
However, in clinical practice, the assessment of personality disorders by means of 
a semi-structured interview may be more difficult to implement because of the 
associated cost and time efforts. In these settings, the alternative assessment 
method might be a combination of both questionnaire and interview. It has been 
suggested that the Personality Diagnostic Questionnaire-Revised (PDQ-R: Hyler 
& Rieder, 1988) may be useful as a screening device followed by a semi-
structured interview in which positive diagnoses according to the PDQ-R can be 
further assessed to verify if a personality disorder is truly present or if the PDQ-R 
resulted in a false positive diagnosis (e.g. Hyler et al., 1992; Trull & Larson, 
1994). In addition, Hyler, Skodol, Kellman, Oldham and Rosnick (1990) suggest 
to use a flexible threshold system to maximize the usefulness of the PDQ-R in 
screening diverse populations and for different clinical and research purposes.  

The PDQ-R is one of the most widely used self-report questionnaires for the 
assessment of personality disorders. Studies into the operating characteristics of 
the PDQ-R found high sensitivity (the rate of positive test results among patients 
with a particular disorder) and low specificity (the rate of negative test results 
among patients who do not have that particular disorder) for the PDQ-R in 
diagnosing personality disorders compared with different semi-structured 
interviews (Dubro et al, 1988; Hyler et al., 1990; Hyler et al., 1992; Hunt & 
Andrews, 1992; Trull & Larson, 1994). The PDQ-R was found to overdiagnose 
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the presence of a personality disorder (the positive predictive power: The ratio of 
true-positive results to all positive results) but the PDQ-R could adequately predict 
whether a personality disorder was absent (negative predictive power: The ratio of 
true-negative results to all negative results) (Dubro, et al. 1988; Hyler, et al., 1990; 
Hyler et al., 1992; Trull & Larson, 1994).  
 Until now, only a few studies have been conducted that examined screening 
possibilities of the PDQ-R by adjusting the cut-offs of the scales. Patrick, Links, 
Van Reekum and Mitton (1995) found different cut-offs for the PDQ-R borderline 
scale depending on the sample (inpatients versus outpatients) and the method and 
purpose of assessment (Patrick et al., 1995). Yeung, Lyons, Waternaux, Faraone 
and Tsuang (1993) determined the optimal cut-offs for each specific scale of the 
PDQ-R in a non-clinical population: The cut-off producing the maximized 
agreement was selected. In this study, the kappa agreement between the PDQ-R 
and criterion measure (SIDP-R; Stangl, Pfohl, Zimmerman, Bowers & Corenthal, 
1985) using the DSM-III-R thresholds ranged between -0.04 and 0.24 (M=0.11). 
After empirically determining the PDQ-R cut-offs, the agreement values 
increased, ranging between 0.00 and 0.39 (M=0.19). However, the operating 
characteristics remained the same. Contrary to earlier findings (e.g. Hyler et al. 
1990), they found low sensitivity and high specificity for almost all personality 
disorder categories, whereas the predictive power showed the same results: high 
negative predictive power and low positive predictive power. The new threshold 
was higher for the dependent, borderline, anti-social, and schizoid personality 
disorders (one criterion), and for the histrionic personality disorder (two criteria). 
The new threshold remained the same for the schizotypal personality disorder and 
it was lower for the obsessive-compulsive and paranoid personality disorders (one 
criterion), the passive-aggressive (two criteria), and the narcissistic personality 
disorder (three criteria). No avoidant personality disorder was assessed with the 
criterion measure. It should be noted that these results are strongly influenced by 
the population studied, and they depend particularly on the base rate of personality 
disorders in the sample. In the sample of Yeung et al. (1993), all personality 
disorder base rates were less than 4%, except for the passive-aggressive 
personality disorder which had a base rate of 11%. This overall low base rate of 
personality disorders may be related to their specific sample that consisted of first- 
degree relatives of a psychiatric population. In order to examine the screening 
possibilities of the PDQ-R, more studies are needed to determine the optimal cut-
off for each personality disorder scale in different populations and with different 
base rates of personality disorders. 
 The purpose of this study is to investigate and optimize the screening 
possibilities of the PDQ-R in a sample of anxious outpatients. Since most of the 
earlier studies show that the PDQ-R has a good negative predictive power but will 
overdiagnose personality disorders, the PDQ-R may be used in the first phase of 
the assessment of personality disorders, and, when a positive diagnosis is given, an 
interview can verify the diagnosis. This two-step method will be evaluated using 
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the SCID-II (Structured Clinical Interview for DSM-III-R Axis II; Spitzer, 
Williams, Gibbon & First, 1990) as the criterion measure. Compared to other 
DSM-III-R interviews for the assessment of personality disorders, the SCID-II has 
the advantage that the interviewer can easily skip those categories for which the 
questionnaire yielded a negative diagnosis.  
 

Method 
Participants 
The participants in this study were 137 outpatients with anxiety disorders, who 
were treated at the department of Clinical Psychology at the University of 
Groningen. Patients were offered treatment when they met the criteria for social 
phobia, panic disorder with agoraphobia or obsessive-compulsive disorder 
according to DSM-III-R (APA, 1987). The sample consisted of 95 patients with 
social phobia, 23 patients with panic disorder and agoraphobia and 19 patients 
with obsessive-compulsive disorder. Of the sample, 58% were female. Participants 
averaged 34 years in age (SD=10; range 19 - 62). Thirty-eight percent had only 
elementary schooling, 38% lower schooling or secondary schooling and 25% had 
high professional training, college education or university. Mean duration of the 
Axis I disorder was 12.9 years (SD=11 years; range 4 months to 50 years). Forty 
percent of the sample received an additional Axis I disorder: 18% another anxiety 
disorder, 20% an affective disorder and 2% another Axis I disorder.  
Procedure 
The Dutch version of the Anxiety Disorders Interview Schedule-Revised (ADIS-
R; DiNardo & Barlow, 1988) was administered for the assessment of the anxiety 
disorder. Before treatment started, patients had to complete the PDQ-R first and, 
additionally, within two weeks after completion of the PDQ-R, the SCID-II 
interview was administered. The interviewers were not informed on the PDQ-R 
results. 
Instruments 
SCID-II. A Dutch translation (Koster van Groos, 1987) of the Structured Clinical 
Interview for the DSM-III-R Personality disorders (SCID-II; Spitzer et al., 1990) 
was used. This version has been evaluated by Arntz, Van Beijsterveldt, Hoekstra 
et al. (1992); Interrater reliabilities ranged between 0.66 for schizotypal to 1.00 for 
dependent, self-defeating and narcissistic personality disorders (kappa values). 
The original SCID-II does not assess the sadistic personality disorder. Arntz et al. 
formulated standard questions for the DSM-III-R sadistic criteria (Arntz et al., 
1992), and this category is also included in our study. 
 The interrater reliability of the SCID-II was based on a part of the sample of 
patients in the present study. Three interviewers (first three authors, all clinical 
psychologists) were trained to administer the SCID-II interview. All interviews 
were video-taped. The raters consisted of two graduate students (clinical 
psychology) who randomly rated the videotapes. The training of both the 
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interviewers and the raters consisted of extensive discussion of use of the criteria 
and discussion of joint ratings based on video material. A total of 84 interviews 
were randomly rated by the two raters. Interrater reliability could be established 
based on the scores of the interviewer and one rater. Cohen's kappas were 
computed indicating the interrater agreement, corrected for agreement by chance, 
for the absence or presence of the specific personality disorder. The kappa values 
showed satisfactory to excellent agreement between interviewer and rater. For the 
personality disorders with a prevalence rate higher than 5%, the kappa values were 
0.86 (avoidant), 0.79 (obsessive-compulsive) and 0.88 (paranoid). For dependent 
and passive-aggressive personality disorders, the interrater agreement was 0.79. 
For self-defeating personality disorder and schizoid personality disorder the 
interrater reliability was 0.66 and 1.00, respectively. The interrater reliability of 
the SCID-II found in this study is comparable with the findings reported earlier 
(Arntz, et al. 1992; Renneberg, Chambless & Gracely, 1992). 
 PDQ-R. A Dutch version of the Personality Diagnostic Questionnaire-
Revised was used (Ouwersloot, Van den Brink, De Boer, & Hoogduin, 1989). The 
version closely resembles the original PDQ-R (Hyler & Rieder, 1988). It consists 
of 133 items: 133 true/false items and two items were included on which the 
respondent had to mark the presence of a number of impulsive behaviours 
(borderline) and juvenile anti-social behaviours (anti-social). The PDQ-R items 
represent a direct translation of the DSM-III-R criteria for each personality 
disorder category. Therefore, the cut-off score of each PDQ-R personality disorder 
category (presence versus absence of the disorder) is the same as the DSM-III-R 
threshold for that specific personality disorder category. Further, the questionnaire 
includes three optional scales: Five items concerning the level of perceived 
impairment or distress, four items that measure social desirability and three items 
to detect random responses. Johnson and Bornstein (1992) included in their study 
the social desirability scale and they found no effect of this scale on the 
personality disorder prevalence rates. To our knowledge, the latter two scales have 
hardly been used in studies evaluating the PDQ-R. The impairment (or distress) 
scale measures impairment or distress due to personality dysfunction. At least two 
of the five items should be positively answered before looking at the different 
personality disorder scales. Reich, Noyes and Troughton (1987) concluded that 
inclusion of this scale did not enhance the agreement between instruments. Some 
studies did not report whether the impairment scale was included (Hyler et al. 
1990; Hyler et al., 1992). In contrast, several studies did include this scale as a 
necessary criterion before the diagnosis of a personality disorder can be made (e.g. 
Dolan, Evans & Norton, 1995; Hunt & Andrews, 1992). Johnson and Bornstein 
(1991) found that this scale correlated highly with every subscale of the PDQ-R 
with the exception of the schizoid subscale, however, they did not include this 
scale in the calculation of the prevalence rates. According to the manual of the 
PDQ-R (Hyler et al. 1988), the impairment scale is optional. Since the status of the 
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impairment scale is unclear, analyses were done to evaluate the validity of this 
scale. 
 
Statistical analyses 
Patients with multiple diagnoses were included in all applicable categories. The 
category 'any personality disorder' included all patients that received at least one 
personality disorder diagnosis from the instrument in question. 
 The PDQ-R cut-offs were adjusted depending on the kappa agreement 
(Cohen's Kappa, agreement corrected for chance), between the PDQ-R and the 
SCID-II. First, according to the manual of the PDQ-R, the DSM-III-R thresholds 
were applied for the analyses. This analysis was done twice for each PDQ-R scale, 
with and without the optional impairment scale. Based on these kappa values it 
was decided whether the impairment scale was included for further analyses. 
Secondly, depending upon the best kappa agreement, the PDQ-R cut-off was 
sequentially increased with one criterion, until the highest kappa value for that 
scale was found. In addition, in search for the optimal agreement, the PDQ-R cut-
offs were also lowered. In order to evaluate the PDQ-R as a possible screening 
instrument, the kappa value is not the most informative statistic. Of interest are the 
operating characteristics of the test: the specificity, sensitivity, positive predictive 
power and the negative predictive power. These values were subsequently 
determined for each PDQ-R personality disorder scale. Finally, the Yule statistic 
was determined. This is a measurement for agreement that can be related to Kappa 
coefficient but has the advantage of being independent of the prevalence rate in 
case of validity studies (Spitznagel & Helzer, 1985). As such, it can be used to 
compare the results across studies and samples in which the prevalence rates of 
personality disorders differ.  
 
Results 
As can be seen from Table 3.1, 42% of the patients received at least one 
personality disorder assessed with the SCID-II, whereas 84% received at least one 
personality disorder diagnosis assessed with the PDQ-R. However, including the 
impairment scale, this percentage decreased to 72. Since no patients met the 
SCID-II criteria for anti-social or sadistic personality disorders, these categories 
were excluded from the analyses. The kappa values ranged between 0.05 for the 
schizotypal personality disorder and 0.34 for the obsessive-compulsive personality 
disorder (median of 0.24). Inclusion of the impairment scale did not lead to an 
increase in the median kappa (0.24) nor the lowest kappa value (schizotypal 
personality disorder). However, seven individual personality disorder scales 
showed an increase in agreement with the highest kappa value found for the 
histrionic personality disorder (0.38). In addition, the kappa value for the schizoid 
personality disorder decreased from 0.13 to 0.09 after inclusion of the impairment 
scale. Based on the overall results, it was decided to include the impairment scale 
in further analyses. 
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 Lowering the PDQ-R cut-offs with one criterion did not improve the kappa 
agreement compared with the DSM-III-R thresholds. In contrast, the agreement 
decreased for all personality disorders: The median kappa value was 0.08, ranging 
between 0.02 (schizotypal) and 0.21 (avoidant). Increasing the PDQ-R cut-offs 
provided better agreement in all but one personality disorder: The kappa value of 
the self-defeating personality disorder was the highest with the DSM-III-R 
threshold (0.29). The results are also presented in Table 3.1. Increasing the cut-off 
with one criterion provided the best agreement for the avoidant, schizoid, 
schizotypal, borderline and histrionic personality disorders. For the dependent, 
obsessive-compulsive, passive-aggressive, paranoid and narcissistic personality 
disorders, the maximum agreement was found with a cut-off that was two criteria 
higher than the DSM-III-R threshold. After the adjustment, the median kappa 
value increased from 0.24 to 0.34, ranging from 0.12 for the schizotypal 
personality disorder to 0.56 for the obsessive-compulsive personality disorder. 
Given the optimal PDQ-R cut-off, we determined the Yule values (see also Table 
3.1).  
 
Table 3.1: PDQ-R and SCID prevalence rates of personality disorders and agreement 
between the SCID-II and PDQ-R with DSM-III-R threshold and optimal cut-off 
 PDQ-R SCID-II Kappa Thresholds Optimal Kappa§ Yule 
 
Personality  
  disorder 

no 
i.s. * 

 
i.s.    no  i.s.  

i.s. 

 
DSM- 
III-R 

optimal 
cut-off   

 N % N % N %       
Avoidant 91 66 84 61 49 36 0.30 0.33 4 5 0.43 0.45 
Dependent 51 37 42 31   3   2 0.07 0.10 5 7 0.34 0.73 
Obsessive- 
  compulsive 32 23 29 21   8   6 0.34 0.37 5 7 0.55 0.78 
Passive- 
  aggressive 26 19 25 18   4   3 0.16 0.16 5 7 0.23 0.58 
Paranoid 38 28 36 26   7   5 0.25 0.26 4 6 0.56 0.77 
Schizoid 30 22 25 18   4   3 0.13 0.09 4 5 0.21 0.56 
Schizotypal 30 22 30 22   1   1 0.05 0.05 5 6 0.12 1.0# 
Borderline 34 25 33 24   5   4 0.15 0.16 5 6 0.18 0.51 
Self-defeating 12   9 11   8   2 1.5 0.27 0.29 5 5 0.29 1.0# 
Narcissistic 19 14 19 14   3   2 0.24 0.24 5 7 0.39 0.78 
Histrionic 24 17 21 15   7   5 0.33 0.38 4 5 0.44 0.68 
Anti-social   0      0    0    -   - 4    
Sadistic   2 1.5   2 1.5   0    -   - 4    
Any personality  
  disorder 113 84 98 72 57 42 0.16 0.26     

Note: * no i.s.: impairment score (>= 2) not included; i.s.: impairment score included; §  Kappa with optimal cut-off;
  # This figure indicates that one cell remained empty (SCID: diagnosis present; PDQ-R diagnosis absent) 
 
As can be seen, the Yule values are considerably higher that the kappa values, 
except for the avoidant personality disorder. Two scales have a Yule value of 1.0 
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indicating that the PDQ-R was able to identify all self-defeating and schizotypal 
personality disorders as assessed by the SCID (no false negatives). 
 The operating characteristics are presented in Table 3.2 for both DSM-III-R 
thresholds and the optimal PDQ-R cut-offs. As can be seen from this Table, the 
specificity varied between 0.52 (avoidant) and 0.93 (self-defeating) for the 
individual categories with the DSM-III-R thresholds. Changing the cut-offs 
yielded higher specificity, varying between 0.74 (avoidant) and 0.99 (narcissistic), 
for all but one category (self-defeating) since the cut-off was not changed for this 
category. With the DSM-III-R thresholds, the sensitivity varied between 0.50 
(schizoid) to 1.00 (for six personality disorders), and after adjustment, the 
sensitivity decreased or remained the same (varying between 0.33 for the 
narcissistic scale to 1.00 for the schizotypal and self-defeating scales). For clinical 
practice, the negative predictive power and the positive predictive power are the 
most interesting operating characteristics, since the clinician wants to know the 
probability of a 'true' diagnosis given a PDQ-R score (Widiger, Hurt, Frances, 
Clarkin & Gilmore, 1984). The positive predictive power appeared to be overall 
higher for the personality disorders with the optimal PDQ-R cut-offs (varying 
between 0.07 and 0.67 versus 0.03 and 0.50). Using the DSM-III-R thresholds, 
only the avoidant personality disorder scale could correctly identify the disorder in 
50% of the cases who received this SCID diagnosis. The other scales could 
correctly predict the presence of a personality disorder in about 20% of the cases. 
The positive predictive power increased with the new cut-offs, four of the scales of 
the PDQ-R (avoidant, obsessive-compulsive, paranoid, narcissistic) were now able 
to predict in at least 50% of the cases the correct diagnoses. 
  
Table 3.2: Comparison of the operating characteristics between the DSM-III-R threshold 
and the optimal cut-off  
 DSM-III-R threshold  Optimal threshold Number of true 

diagnoses 

Personality 
disorder SPEC SENS PPP NPP  SPEC SENS PPP NPP 

DSM-III-R 
Threshold 
(%) 

Optimal 
Threshold 
(%) 

Avoidant 0.52 0.86 0.50 0.87  0.74 0.71 0.60 0.82   88 (64) 100 (73) 
Dependent 0.71 1.00 0.07 1.00  0.95 0.67 0.25 0.99   98 (71) 130 (95) 
Obsessive-
compulsive 0.84 1.00 0.28 1.00  0.98 0.50 0.67 0.97 116 (85) 131 (96) 

Passive-aggressive 0.83 0.75 0.12 0.99  0.98 0.25 0.25 0.98 113 (83) 130 (96) 
Paranoid 0.78 1.00 0.19 1.00  0.96 0.71 0.50 0.98 108 (79) 130 (96) 
Schizoid 0.83 0.50 0.08 0.98  0.92 0.50 0.17 0.98 112 (82) 125 (91) 
Schizotypal 0.79 1.00 0.03 1.00  0.90 1.00 0.07 1.00 108 (79) 124 (90) 
Borderline 0.78 0.80 0.12 0.99  0.86 0.60 0.14 0.98 107 (78) 117 (85) 
Self-defeating 0.93 1.00 0.18 1.00  0.93 1.00 0.18 1.00 128 (93) 128 (93) 
Narcissistic 0.88 1.00 0.16 1.00  0.99 0.33 0.50 0.98 121 (88) 134 (98) 
Histrionic 0.88 0.86 0.29 0.99  0.95 0.57 0.40 0.98 121 (88) 128 (93) 
Any personality 
disorder 0.40 0.89 0.51 0.84  0.62 0.60 0.60 0.82   82 (61)   95 (70) 

Note: SENS- sensitivity; SPEC-specificity; NPP- negative predictive power; PPP- positive predictive power 
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In contrast, optimizing the agreement between instruments led to a small decrease 
in the negative predictive power but the chance of correctly predicting the absence 
of a diagnosis was still satisfactory (range 0.82 to 1.00 versus 0.87 to 1.00). With 
the exception of the avoidant personality disorder scale, in at least 98% of the 
cases that did not receive a diagnosis, the PDQ-R correctly identified the disorder 
as absent when using the DSM-III-R thresholds. Whereas with the optimal cut-
offs, at least 97% were correctly identified as absent. The lowest negative 
predictive power was found for the avoidant personality disorder scale with both 
thresholds (0.87 and 0.82, respectively).  
 Further, the number of 'true' diagnoses increased after the optimal cut-offs 
were applied (from median of 82% to 93% of correct diagnoses). Except for the 
avoidant and borderline personality disorder scales, the PDQ-R scales were able to 
correctly identify the presence or absence of a disorder in 90% of more of the 
cases. 
 
Discussion  
The present study indicated that adjusting the PDQ-R cut-offs to maximize 
agreement between the PDQ-R and the SCID-II provided not only better 
agreement between the instruments but also enhanced the diagnostic power. 
However, the kappa agreement between the two instruments remained 
unsatisfactory: The kappa agreement is moderate for only two scales (paranoid 
and obsessive-compulsive personality disorders) and poor for the other scales. The 
operating characteristics, on the other hand, improved in such a way that the PDQ-
R appears to be an effective screening instrument in a sample of anxious 
outpatients. For clinical utility, the predictive power is the most relevant operating 
characteristic (Widiger et al., 1984). Since the administration of an interview 
demands more time and clinical experience than the administration of a self-report 
questionnaire, the latter may be a useful alternative as the first screening phase. 
Since the negative predictive power of the PDQ-R scales is overall satisfactory, 
only those cases indicated by the PDQ-R to have the disorder need to be verified 
with a semi-structured interview. Using the DSM-III-R thresholds for the PDQ-R 
scales, the number of false-positives is high and will lead to a large number of 
unnecessary interviews and inefficient time-management. Adjusting the PDQ-R 
cut-offs for the population under study increases the predictive power by lowering 
the number of false-positives and, consequently, the clinical utility will increase. 
 Deciding whether the proposed two-step method for the assessment of 
personality disorders should be implemented with the inclusion of the optimal cut-
offs, should not only depend upon the overall better operating characteristics that 
were found using the new cut-offs. The clinician should weigh the benefits of 
using the optimal cut-offs in order to decide whether to use them or not. In the 
present study, the optimal cut-offs resulted in the finding that more personality 
disorders were correctly identified while only a few more personality disorders 
were not identified by the PDQ-R. It will be a choice between saving (more) time 
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or overlooking (more) personality disorders (in the present sample: the avoidant 
personality disorder). Besides that, the clinician should consider the purpose of 
assessment. If the presence or absence of a specific personality disorder will 
influence the decision which treatment would be most effective for the patient, 
recognition of the consequences of not diagnosing a personality disorder should be 
taken in consideration. It may even depend on the specific personality disorder 
how important it will be to diagnose it correctly. For example, with respect to the 
avoidant personality disorder and social phobia, similar treatment strategies have 
proven their efficacy for both disorders (e.g. Brown, Heimberg & Juster, 1995). 
Hence, overlooking an avoidant personality disorder with a social phobic patient 
may not affect treatment choice. In contrast, overlooking a borderline personality 
disorder in a social phobic patient may have more serious consequences. Another 
option would be to assess the presence or absence of a specific personality 
disorder by means of the interview in any case (without first screening) in a 
population with a high base rate of that personality disorder, particularly when the 
consequences of overlooking that personality disorder may be severe. In contrast, 
for those personality disorders that are not frequently found in a specific 
population, the two-step method may be preferred because the negative predictive 
power of the PDQ-R scales have shown to be satisfactory in samples with a low 
base rate of those specific personality disorders. Future studies should address 
these issues.  
 The base rates of the personality disorders in the sample influenced the 
findings for a large degree. The base rates do not influence the sensitivity or 
specificity of the instrument but the positive predictive power and negative 
predictive power are sensitive to the base rates found in the population. It can be 
expected that higher base rates would increase the positive predictive power and 
decrease the negative predictive power (Widiger et al., 1984). At this point, it 
would be too early to conclude that the optimal cut-offs found in the present study 
can be used for screening purposes in other anxious outpatient samples. In the 
present sample, only the avoidant personality disorder had a relatively high base 
rate as measured with the SCID-II (36%). The large number of social phobic 
patients may have contributed to this finding. It should be noted that the present 
sample is not a normative anxious sample because of its relative large number of 
social phobic patients. More studies are needed to determine the optimal PDQ-R 
cut-off in anxious outpatients samples, and if patterns about thresholds emerge 
within this specific population, the PDQ-R should be revised accordingly to the 
empirically derived cut-offs.  
 For reasons of comparison between scales and across studies, the Yule 
statistic was determined. This statistic is comparable with the kappa statistic but it 
is independent of base rates (Spitznagel & Helzer, 1985). According to this 
statistic, the agreement of seven PDQ-R scales was 0.74 or higher, whereas the 
agreement between the avoidant PDQ-R scale and SCID diagnosis was the lowest 
of all scales. This may be explained by the fact that most participants of this 
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sample had an Axis I diagnosis of social phobia. In addition, the validity of the 
categorical distinction between avoidant personality disorder and social phobia is 
questionable. Both disorders appear to be overlapping constructs (Widiger, 1992). 
Hence, the problem of validity of the diagnosis itself is in question and 
consequently, the validity of the instruments will inevitably be limited.  
 The low agreement observed between different structured interviews 
(Zimmerman, 1994) is partly due to low reliabilities of the different instruments. 
In addition, the inclusion of the personality disorder-NOS (Not Otherwise 
Specified: DSM-III-R and DSM-IV; APA, 1987; 1994) and the comorbidity 
among personality disorders have been noted as indicators of the limitations of the 
current categorical classification (see previous chapters). Dimensional alternatives 
have been proposed and related to the current classification of personality 
disorders (e.g. Widiger & Costa, 1994). These studies have led to the current view 
of a personality trait structure that is hierarchical in nature (Clark, Livesley & 
Morey, 1997). In addition, this structure is found in both normal and psychiatric 
populations suggesting that a dimensional system would be more appropriate for 
the assessment of (normal and abnormal) personality (Widiger & Costa, 1994). 
Widiger (1992) concluded that: "Research concerned with the etiology, pathology, 
prognosis and treatment of personality disorders will be more powerful and 
informative if personality disorders are assessed as continuous rather than as 
discrete variables" (p. 287).  
 Finally, two limitations of this study need to be addressed to. First, we did 
not yet cross-validate the results by applying the adjusted cut-offs to another 
sample. We considered splitting the sample into two samples but, given the small 
base-rates of most of the personality disorders and the limited number of 
participants in the total sample, we decided not to do so. This limitation forces us 
not to overstate the findings and to emphasis the importance of further studies on 
this subject. Second, since the DSM-III-R has been revised and the DSM-IV has 
been published, the present study may have lost some of its clinical utility. 
However, in our view, the paper still has a valid conceptual use and we hope that it 
may stimulate more studies addressing this issue.  
 In sum, the two-step method may be an efficient method for the assessment 
of personality disorders according to the categorical approach, but more studies 
are needed to further investigate this method in order to determine the optimal cut-
offs in different populations. In addition, researchers should consider the use of the 
Yule statistic (Spitznagel & Helzer, 1985) that makes comparison across studies 
possible. In practice, differential implementation of the two-step method should 
take the following considerations into account: (1) the prevalence rates of 
personality disorders in a specific population, 2) the ability of the instrument to 
differentiate between the specific state of the patients and related traits, (3) the 
consequences of the false-negative diagnoses, and (4) the limited validity of the 
personality disorders themselves. 






