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The concurrent validity of a Web-based self-
report assessment for personality disorders

FARID CHAKHSSI1,† , IES DIJKSMAN2†, MARA L. VELMANS1, J. MONIQUE ZOET1,
JEANINE M. OOSTENDORP1, GEERT-JAN DINANT2 AND MARK SPIGT2, 1Scelta,
Apeldoorn, The Netherlands; 2Maastricht University, Maastricht, The Netherlands

ABSTRACT
Incorporating online tools in clinical practice could help improve routine assessments of personality disorders and
their co-occurring clinical disorders. TeleScreen, a Web-based self-report questionnaire for DSM-IV disorders,
has not yet been compared with well-validated structured interviews for clinical and personality disorders.
Patients with personality disorders (n = 89) were assessed with TeleScreen and independently interviewed with
Structured Clinical Interview for DSM-IV Axis-I disorders (SCID-I) and personality disorders (SCID-II). The
concurrent validity was examined using sensitivity, specificity, and positive and negative predictive values. Five
personality disorders had a prevalence rate higher than 4% and could be examined in the analyses: borderline,
obsessive–compulsive, dependent, avoidant and paranoid personality disorders. TeleScreen showed moderate
to good validity for borderline personality disorder and obsessive–compulsive personality disorder but suboptimal
validity for the dependent, avoidant and paranoid personality disorders. Clinical disorders showed moderate to
good values, except for social phobia, dysthymia and eating disorders. These findings provide preliminary evidence
for the concurrent validity of TeleScreen for some personality disorders, such as the borderline personality
disorder, and pave the way for larger studies to confirm these results. © 2018 John Wiley & Sons, Ltd.

Introduction

Personality disorders (PDs) are among the most
frequent psychiatric disorders treated by mental
health professionals. About a quarter of patients
in primary care and 45% in psychiatric outpatient
settings meet the criteria for one or more PDs.1,2

PDs are associated with a wide range of clinical
disorders,3,4 increased mortality,5 poor treatment
outcome, extensive health-care use,6,7 high bur-
den of disease8 and high economic burden on soci-
ety.9 Patients with PDs that remain undetected in

clinical practice might be given treatments that
are ineffective or harmful, and therefore, timely
and accurate assessment of PDs is important.10

To assess PDs and their co-occurring clinical
disorders, the Structured Clinical Interview for
DSM-IV Axis I disorders (SCID-I11) and for Axis
II disorders (SCID-II12) are widely regarded as valid
and reliable measures.13,14 However, PDs are not
routinely assessed in clinical practice.15–19 One of
the most important reasons is the absence of quick
and valid assessment instruments for primary and
specialized mental health-care settings.10 For exam-
ple, semi-structured assessments for PDs and their
co-occurring clinical disorders using the SCID-I
and SCID-II usually take up to 2–6 h.13 Another
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important reason is the presenting co-occurring
clinical disorders that may mask the personality
pathology. Patients with PDs are likely to have co-
morbid disorders, such as depressive or anxiety dis-
orders, that may dominate the clinical picture.4,10

To improve the assessment of PDs and their co-
morbid clinical disorders in clinical practice, there
is a need for novel methods that are less time-
consuming and easy to use for both patient and pro-
fessional. The majority of patients with PDs rarely
present themselves without one or more co-morbid
clinical disorders,3,4 and therefore, it is important to
examine the concurrent validity of TeleScreen for
these highly co-morbid clinical disorders as well.

Incorporating web-based tools, such as a web-
based self-report version of the SCID-II20 or a
web-based self-report questionnaire for DSM-IV
clinical disorders and PDs,21 into routine intake
procedures in mental health care could help im-
prove routine assessments of PDs. In contrast to
most of the widely used (self-report) outcome mea-
sures, these web-based self-report questionnaires do
not require meetings with clinicians (to fill out
questionnaires), nor do they require clinician time
for scoring and interpretation, as they result in au-
tomated preliminaryDSM classifications of clinical
and/or PDs. This screening would be highly valu-
able in clinical practice for making decisions about
further more in-depth assessment (or in research
studies to indicate which patients are likely to meet
the eligibility criteria). Also, the web-based tools
can be used across all mental health settings, includ-
ing those that may not have the clinical resources
for extensive diagnostic assessment, such as primary
care. Previous studies have indicated that clinicians
preferred using these web-based tools above semi-
structured interviews, that it reduced time needed
by clinicians substantially and that patients
were satisfied with the web-based version.20,21

Previously, the validity of a web-based self-
report questionnaire for DSM-IV clinical disorders
and PDs, called TeleScreen,22 was examined in a
sample of 675 adult primary care patients. The re-
sults of TeleScreen, in terms of a DSM-IV classifi-
cation, were compared with the clinical

judgement of psychologists who had consulted
the patients by phone. Results showed modest to
high concurrent validity for the DSM-IV classifi-
cation of clinical disorders and PDs. Although
these results were encouraging, the concurrent va-
lidity of TeleScreen with valid and reliable mea-
sures of assessing PDs and their co-morbid
clinical disorders, that is, semi-structured clinical
interviews, remains inconclusive.

The current study compared the classifications
of TeleScreen, with independent semi-structured
assessments of trained raters using the SCID-I
and SCID-II in a sample of patients with PDs.

Method

Design

We examined the concurrent validity of
TeleScreen when compared with the SCID-I and
SCID-II, among patients referred for specialized
treatment of personality pathology. The first 31
patients were recorded on digital voice recorders,
in order to investigate the interrater reliability be-
tween the raters of the SCID-I and SCID-II.

Participants

Participants were recruited at two inpatient and one
day-hospital unit from aDutch psychotherapy centre
specializing in the treatment of PDs, called Scelta.
All patients were referred for specialized treatment
of PD pathology. All patients who were consecu-
tively admitted between June 2016 and July 2017
were invited to participate in the study. Excluded
for this study were patients with insufficient under-
standing of the Dutch language, who showed signs
of alcohol or drugs intoxication or who showed
acute psychotic symptoms during SCIDs assessments.

Raters

The group of raters consisted of 10 first raters and
two second raters. All raters were bachelor-level or
master-level psychologists with a mean age of
24.4 years (standard deviation (SD) = 2.2). The
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raters were trained in administrating the SCID-I
and SCID-II by two of the co-authors (JMO
and JMZ), who had extensive experience in
SCIDs assessments (average years of experience is
approximately 10 years). The 1-day training
consisted of theory on SCID assessments, scoring
case material of patients with different PDs previ-
ously assessed by the trainers and role-playing
interview situations. In addition, the raters accom-
panied the trainers for one time when performing
SCID-I and SCID-II assessments, after which
the raters performed at least two SCID-I and
SCID-II assessments accompanied by the trainers.
Finally, raters received feedback on all consecutive
SCIDs assessments from the SCID trainers.

Materials

The Structured Clinical Interview for DSM-IV
Disorders (SCID-I). The SCID-I11 is a diagnos-
tic interview designed to assess the most common
clinical disorders as described in the DSM-IV.23

Test–retest and interrater reliability for the
SCID-I is high.13 The Structured Clinical Inter-
view for DSM-IV personality disorders (SCID-
II)12 consists of modules for all 11 PDs in which
questions are grouped per PD. The assessment of
each PD starts with an open question, after which
further explanations are asked. For each disorder,
all criteria are addressed and scored on a three-
point scale (1 = omission or the criterion is incor-
rect; 2 = criterion is doubtful; 3 = criterion is pres-
ent or correct). Previous research demonstrated
that the SCID-II yields reliable PD assessments.13

TeleScreen. TeleScreen was previously described
in two other studies.21,22 TeleScreen is an auto-
mated web-based adaptive self-report question-
naire to assess the likelihood of DSM-IV clinical
disorders and PDs based on the SCID-I,11 MINI-
International Neuropsychiatric Interview24 ver-
sion 5.0.0 and SCID-II.12 For each clinical disor-
der, there are entrance questions and follow-up
questions. To improve efficiency, follow-up
questions are skipped according to the answers

to the entrance questions. For example, when
participants answer negatively on one of the core
symptoms of major depressive disorder (i.e.
depressed mood or a pronounced loss of interest
or pleasure), the follow-up questions for major
depressive disorder are automatically skipped, and
the participants are classified as not fulfilling the
criteria for major depression. To assess PDs,
TeleScreen presents a fixed set of 125 statements
representing DSM-IV PD traits that can be scored
with ‘correct’ or ‘incorrect’. For example, partici-
pants are asked to answer correct or incorrect to
the statement ‘Throughout the largest extent of your
life, but especially the last 5 years: as soon I sense that
someone will abandon me, I will take extreme precau-
tions to prevent that from happening. (For instance, by
calling the person excessively, become overly nice, or
beg the other person not to leave me)’, which directly
corresponds with DSM-IV borderline PD criterion
regarding frantic efforts to avoid real or imagined
abandonment. For each PD, all PD traits are
assessed. When a patient fulfils the required num-
ber of PD traits based on theDSM-IV, the presence
of a PD is indicated. In addition, patients’ demo-
graphics, somatic complaints, psychosocial prob-
lems (e.g. problems with primary support group,
occupational or economic problems) and Global
Assessment of Functioning score (GAF-score) are
assessed, by using both open and closed questions,
to provide a DSM-IV multi-axial classification.

Procedure

Approval for the study was obtained from the lo-
cal institutional research committee and the ethi-
cal board of the University of Twente (#16058).
After participants provided written informed con-
sent, the first 50 patients were administered the
SCID-I and the SCID-II in two or three 2-h ses-
sions. Three weeks after SCIDs assessments, par-
ticipants received a link to TeleScreen via email.
For the last 39 patients, the assessment of SCIDs
and TeleScreen was reversed. These patients first
received a link to TeleScreen, and 3 weeks later,
SCIDs assessments took place. In the first 31 cases,
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both SCIDs were administrated face to face by the
first raters and recorded on digital voice recorders.
The second raters listened to recorded interviews
and assessed SCIDs criteria independent and blind
of the first raters’ scores.

Statistical analysis

Interrater reliability. Cohen’s κ, their 95% confi-
dence intervals and percentage agreement were
calculated to assess agreement between the raters
of the categorical judgements (present/absent) of
SCIDs clinical disorders and PDs. According to
Fleiss,25 Cohen’s κ values below 0.40 indicate
poor agreement, values between 0.40 and 0.75 as
fair to good and values above 0.75 as excellent.

Concurrent validity. The categorical presence
(absent/present) of DSM-IV clinical disorders
and PDs according to SCIDs interviews were com-
pared with categorical presence of the DSM-IV
clinical disorders and PDs based on TeleScreen.
Sensitivity, specificity, positive predictive values
(PPVs), and negative predictive values (NPVs)
were calculated to investigate the concurrent va-
lidity between SCIDs and TeleScreen. Sensitivity
is the ability of TeleScreen to correctly identify
patients who, according to the SCIDs, meet the
criteria of a clinical and/or PD. Specificity is the
ability of TeleScreen to correctly identify those
who, according to the SCIDs, do not meet the
criteria for a clinical and/or PD. PPVs are the pro-
portion of patients who, according to TeleScreen,
met the criteria for a disorder and who were actu-
ally classified as having the disorder on the basis of
the SCIDs. NPVs are the proportion of patients
who did not meet the criteria for a disorder ac-
cording to TeleScreen and who were actually clas-
sified as not having the disorder on the basis of
SCIDs. Analyses were only performed for catego-
ries of disorders when they had a prevalence rate
of more than 4%, according to SCIDs, because
the results, especially the PPVs and NPVs, could
be influenced by the low base rate of the
disorders e.g.26

Results

TeleScreen assessment

In total, 95 patients were invited to participate,
five patients refused and one patient was excluded
because he or she met an exclusion criterion (i.e.
active psychotic symptoms during SCIDs assess-
ments). The remaining 89 patients who agreed
to participate included 72 (80.9%) women and
17 (19.1%) men, with an average age of 31.8 years
(SD = 10.8; range 18–59). In the current sample,
the average length of TeleScreen assessments was
52 min (SD = 20 min, range 22–120 min). The
mean number of (login-) sessions was 2.3
(SD = 1.8, range 1–11 sessions).

Interrater reliability

The interrater reliability between the raters of
SCIDs for clinical disorders and PDs is shown in
Table 1. For all classifications, fair to good or ex-
cellent agreement was found (Table 1). The per-
centage agreement for all clinical disorders and
PDs was high.

Concurrent validity of the personality disorders

The classifications according to TeleScreen and
SCID-II are shown in Table 2. Most prevalent
PDs according to the SCID-II in the current sam-
ple were borderline (40.5%), avoidant (40.5%)
and obsessive compulsive PDs (25.8%). Only five
PDs were prevalent with a rate of more than 4%
according to the SCID-II and were examined in
the analyses: borderline, obsessive–compulsive,
dependent, avoidant and paranoid PDs. Sensitiv-
ity was moderate to good (range 0.70–0.89) for
the prevalent PDs with the exception of depen-
dent PD (0.38) and paranoid PD (0.50). Specific-
ity was also moderate to good (range 0.71–0.82)
for the prevalent PDs with the exception of
avoidant PD (0.52) and paranoid PD (0.59).
The classification of the borderline PD by
TeleScreen showed the highest sensitivity and
specificity, 0.86 and 0.71 respectively.
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The PPVs were of poor strength for the para-
noid PD (0.08) and dependent PD (0.17) and
moderate for the avoidant PD (0.56), obsessive–
compulsive PD (0.57) and borderline PD (0.67),

corresponding with a high proportion of false
positives (Table 2). In other words, the lower the
PPVs, the more likely patients were to meet the
criteria for a PD based on TeleScreen than based

Table 2: Concurrent validity of TeleScreen compared with SCID-II for personality disorders (n = 89)

Personality disorder Total TS Total SCID TP FP FN TN Sens Spec PPV NPV

Paranoid PD1 37 6 3 34 3 48 0.50 0.59 0.08 0.94
Schizoid PD1 15 0 0 15 0 73 — — — —
Schizotypal PD1 12 1 1 11 0 76 — — — —
Antisocial PD1 13 1 1 12 0 75 — — — —
Borderline PD1 46 36 31 15 5 37 0.86 0.71 0.67 0.88
Histrionic PD1 2 0 0 2 0 86 — — — —
Narcissistic PD1 2 2 1 1 1 85 — — — —
Avoidant PD1 57 36 32 25 4 27 0.89 0.52 0.56 0.87
Dependent PD1 18 8 3 15 5 65 0.38 0.81 0.17 0.93
Obsessive–compulsive PD1 28 23 16 12 7 53 0.70 0.82 0.57 0.88

Note: analyses were only performed for categories of disorders with a prevalence rate higher than 4% according to Structured
Clinical Interview for DSM-IV Axis II disorders (SCID-II); PD, Personality disorder; Total TS, total number of TeleScreen
classifications; Total SCID, total number of SCID classifications; TP, true positive; FP, false positive; FN, false negative;
TN, true negative; Sens, sensitivity; Spec, specificity; PPV, positive predictive value; NPV, negative predictive value; PD,
personality disorders.
1There was one missing value.

Table 1: Agreement of SCIDs clinical disorders (n = 31) and personality disorders (n = 30)

DSM-IV categories

Total classifications Total classifications

Cohen’s κ (95% CI) Percentage agreementRater 1 Rater 2

Major depression 26 22 0.64 (0.33–0.95) 0.87
Post-traumatic stress disorder 15 15 0.74 (0.50–0.98) 0.87
Panic disorder 4 5 0.87 (0.62–1.12) 0.97
Substance disorder 3 4 0.84 (0.53–1.14) 0.97
Eating disorder 11 9 0.71 (0.44–0.97) 0.87
Paranoid PD 6 3 0.62 (0.24–1.00) 0.90
Schizoid PD — — — —
Schizotypal PD — — — —
Antisocial PD — — — —

Borderline PD 9 8 0.92 (0.76–1.08) 0.97
Histrionic PD — — — —
Narcissistic PD — — — —
Avoidant PD 9 9 0.84 (0.63–1.05) 0.93
Dependent PD — — — —
Obsessive–compulsive PD 8 8 1.00 (1.00–1.00) 1.00

Note: analyses were only performed for categories of disorders with three or more observations. PD, Personality disorder.
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on the SCID-II. On the other hand, the NPVs
were high for all the PDs prevalent in the sample
(≥0.87). So when patients did not meet the
criteria for a PD on TeleScreen, they also did
not meet the criteria for that specific PD on the
SCID-II, with a high rate of accordance.

Concurrent validity of the clinical disorders

The classifications of clinical disorders by
TeleScreen and based on the SCID-I are shown in
Table 3. Most prevalent disorders according to the
SCID-I in the sample were major depression
(67.4%) and post-traumatic stress disorder
(56.2%). Sensitivity for the clinical disorders was
moderate to good (range 0.67–0.80), with the ex-
ception of social phobia (sensitivity 0.21), dysthy-
mia (sensitivity 0.20), eating disorder (sensitivity
0.29), specific phobia (sensitivity 0.43) and other
drug abuse/dependence (sensitivity 0.50). Speci-
ficity was moderate to high for the clinical disor-
ders (range 0.77–0.94), with the exception of
major depression (specificity 0.48).

The PPVs were of poor strength for dysthymia
(0.08) ranging to alcohol abuse/dependence
(0.58) and moderate to good strength for major
depression (0.76) ranging to post-traumatic stress

disorder (0.85). The NPVs were high for all clini-
cal disorders (≥0.85) with the exception of major
depression (0.54), post-traumatic stress disorder
(0.69) and eating disorder (0.78). The classifica-
tion of post-traumatic stress disorder by
TeleScreen showed the highest PPV and NPV of
0.85 and 0.69 respectively.

Discussion

We examined the concurrent validity of
TeleScreen, a Web-based adaptive self-report
version for DSM-IV clinical disorders and PDs,
compared with independent semi-structured as-
sessments using the SCID-I and SCID-II in a sam-
ple of patients with PDs. TeleScreen showed
moderate to good validity for the borderline and
obsessive–compulsive PD but suboptimal validity
for the other PDs prevalent in the sample: the
avoidant, dependent and paranoid PDs. However,
the moderate to good validity for the classification
of the borderline PD is a remarkable finding and
comparable with that of previous studies on con-
vergent validity of specifically developed self-
report measures with semi-structured interviews
for borderline personality pathology.27–29

Table 3: Concurrent validity of TeleScreen compared with SCID-I for the prevalent clinical disorders in the sample (n = 89)

Clinical disorder Total TS Total SCID TP FP FN TN Sens Spec PPV NPV

Major depression 63 60 48 15 12 14 0.80 0.48 0.76 0.54
Dysthymia 12 5 1 11 4 73 0.20 0.87 0.08 0.95
Post-traumatic stress disorder 41 50 35 6 15 33 0.70 0.85 0.85 0.69
Panic disorder 28 12 10 18 2 59 0.83 0.77 0.36 0.97
Social phobia 15 14 3 12 11 63 0.21 0.84 0.20 0.85
Obsessive–compulsive disorder 13 9 6 7 3 73 0.67 0.91 0.46 0.96
Specific phobia 10 7 3 7 4 75 0.43 0.91 0.30 0.95
Alcohol abuse/dependence 12 9 7 5 2 75 0.78 0.94 0.58 0.97
Other drug abuse/dependence 13 4 2 11 2 74 0.50 0.87 0.15 0.97
Eating disorder 13 24 7 6 17 59 0.29 0.91 0.54 0.78

Note: analyses were only performed for categories of disorders with a prevalence rate higher than 4% according to Structured
Clinical Interview for DSM-IV Axis I disorders (SCID-I); Total TS, total number of TeleScreen classifications; Total SCID,
total number of SCID classifications; TP, true positive; FP, false positive; FN, false negative; TN, true negative; Sens, sensitiv-
ity; Spec, specificity; PPV, positive predictive value; NPV, negative predictive value.
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Overall, the findings for PDs were comparable
with those previously reported in primary care22

(i.e. moderate to good validity with a high propor-
tion of false positives), indicating that future re-
search of web-based self-report in larger samples
of patients with PDs is warranted. Our findings
suggest that TeleScreen can be easily imple-
mented in a specialized mental health setting
and that the adherence to fill out the question-
naire by the respondents was high (the mean time
to fill out TeleScreen was 52 min). No patients
dropped out during the study, and no adverse ex-
periences were reported by the respondents. Thus,
these observations pave the way for further
research on, and further development of,
TeleScreen as a web-based self-report for DSM-
IV/5 clinical and PDs.

The concurrent validity of the co-occurring
clinical disorders reached moderate to good
values, with the exception of social phobia, dys-
thymia and eating disorders, which is comparable
with that of previous research.22 Most of the
existing online outcome measures for clinical dis-
orders focus on one clinical disorder or the most
common clinical disorders.30–35 The electronic
Psychological Assessment and Screening System
(e-PASS)26 is an exception and has a consider-
ably wider diagnostic reach, also taking into ac-
count less frequent clinical disorders. When
published data of the e-PASS26 are compared
with the findings of TeleScreen in the current
and previous study,22 e-PASS showed better re-
sults in terms of concurrent validity in screening
for social phobia, panic disorder, eating disorders
and major depression, while TeleScreen showed
better results for post-traumatic stress disorder,
obsessive compulsive disorders and alcohol
abuse/dependence. e-PASS, however, does not
assess PDs and has not been examined in samples
with PDs.

Our findings show that TeleScreen compared
with SCIDs seems to over-diagnose patients, ex-
cept for dysthymia, social phobia and eating disor-
der. Screening can result in over-diagnosis,
leading to classifying patients as having disorders

when that may not actually be the case, yet simul-
taneously indicating an effective screening proce-
dure under certain circumstances. As the
screening procedure in the study setting was aimed
at identifying individuals who are likely to have
one or more PDs and clinical disorders and might
need further assessment to make a full diagnosis,
over-diagnosis in these settings may be preferred
to under-diagnosis. Over-diagnosis may lead, after
further assessment, to an accurate (or no) diagno-
sis, whereas under-diagnosis reduces the ability to
provide timely and accurate assessment and possi-
ble withholding optimal treatment for these pa-
tients. Further development of TeleScreen
should aim at improving accuracy for disorders
that were under-diagnosed in the current sample,
such as social phobia and eating disorder, but also
for disorders that are over-diagnosed, such as the
paranoid PD, so that the follow-up assessment
can be performed more efficiently.

The current study was conducted in a special-
ized mental health setting that contributes to the
external validity, but this also ensued several lim-
itations that should be taken into consideration.
First, the number of included patients was limited
to treatment-seeking patients. Different preva-
lence rates of other PDs such as schizoid,
schizotypal, antisocial or narcissistic PD may be
expected in individuals who are recruited in a gen-
eral population or in forensic psychiatry. Second,
the time frame between the administration of
SCIDs and TeleScreen was 3 weeks. It could be
that the presentation of the clinical disorders be-
tween the two assessments had changed and may
have influenced the results. This time frame, how-
ever, was chosen to minimize the burden of con-
secutive assessments. Third, although the raters
were trained in SCIDs assessment and were super-
vised during the study, most of them were
bachelor-level or master-level psychologists with
little clinical experience. The interrater reliabil-
ities were, however, fair to excellent. This is in
line with a previous study that showed that clini-
cally inexperienced students, even those that are
untrained, are able to reliably assess patients’ level
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of personality pathology from clinical interview
material that converge with expert ratings.36

The analyses in the study were limited to cate-
gorical agreement (i.e. present/not present) be-
tween TeleScreen and the SCIDs, and this
approach gave us the first preliminary results on
the concurrent validity of TeleScreen for PDs in
a relatively small sample. However, dimensional
comparisons (i.e. severity scores) would be more
informative for clinical and research purposes
and is in line with the alternative dimensional ap-
proach for diagnosing personality pathology of the
DSM-5,37 but for the current study, where we ex-
amined different PDs, this would have required a
much larger sample size. A next step would be to
examine the dimensional assessment of one PD
by TeleScreen compared with a well-validated di-
mensional measure for this PD, for example, a
comparison of TeleScreen borderline PD criterion
scores with the borderline PD severity index—
fourth edition (BPDSI-IV).38 Based on the data
reported here on the concurrent validity of
TeleScreen for the borderline PDs, such a study
is underway. Also, the present study focused on
classifications of TeleScreen, based on self-report;
future research could examine whether the results
of TeleScreen augmented with a follow-up inter-
view by a mental health professional are compara-
ble with results of semi-structured assessments (e.g.
SCIDs).

Finally, the introduction of the DSM-5, when
compared with the DSM-IV, implies several
changes. The DSM-5 criteria for PDs remained
largely unchanged, and the results of the current
study remain relevant for DSM-5 PDs. However,
several substantial changes have been made to
the clinical disorders. To match the DSM-5
changes for the clinical disorders, a new version
of the TeleScreen (version 5.0) was developed af-
ter the data of this study were gathered. This new
version of TeleScreen also re-examined several
questions underlying the classifications of clinical
and PDs that showed low validity in the current
and previous studies. Future research should re-
examine TeleScreen (version 5.0) with reliable

and validated measures of DSM-5 clinical and
PDs, such as the Structured Clinical Interview
for DSM-5 (SCID-5)39 and its Personality Disor-
ders Version (SCID-5-PD).40 Future research
might also consider how TeleScreen could capture
the alternative dimensional trait model for PDs
that is included in Section III (Emerging models
and measures) of the DSM-5.

Taken together, the current study provides pre-
liminary evidence for the concurrent validity of
TeleScreen for some PDs, and their co-occurring
clinical disorders, and paves the way for larger
studies to confirm these results.
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