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 A short screening tool for high-risk individuals with personality disorder (PD) is 

useful both for clinicians and researchers. The aim of this study was to assess the validity and 

reliability of the Farsi version of the Standardized Assessment of Personality-Abbreviated Scale 

(SAPAS). 

 The original English version of the SAPAS questionnaire was translated into Farsi, 

and then, translated back into English by two professionals. A survey was then conducted using 

the questionnaire on 150 clients of primary health care centers in Tabriz, Iran. A total of 235 

medical students were also studied for the reliability assessment of the questionnaire. The 

SAPAS was compared to the short form of Minnesota Multiphasic Personality Inventory 

(MMPI). The data analysis was performed using receiver operating characteristic (ROC) curve 

technique, operating characteristic for diagnostic efficacy, Cronbachs alpha, and test-retest for 

reliability evaluation. 

 We found an area under the curve (AUC) of 0.566 [95% confidence intervals (CI): 

0.455-0.677]; sensitivity of 0.89 and specificity of 0.26 at the cut-off score of 2 and higher. The 

total Cronbachs alpha coefficient was 0.38 and Cohen's ‎kappa ranged between 0.5 and 0.8. 

 The current study showed that the Farsi version of the SAPAS was relatively less 

efficient, in term of validity and reliability, in the screening of PD in the population. 
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Personality disorders (PD) are considered as 
a major public health problem.1 PD are of the 
hardest to treat among psychiatric conditions 
and are substantially associated with 
morbidity.2,3 PD are common and account for 
a significant burden of public health 
concerns. Their community prevalence is 
estimated to be 3% to 10% of the world 
population.4 In a mental health survey on 
data of 13 high, middle, and low income 
countries, the World Health Organization 

(WHO) estimated the prevalence of PD to be 
6.1% in the general population.5 Their 
prevalence is higher in clinical samples and 
varies from 30% in outpatients6 and 40% in 
inpatients4 to higher than 70% in prisoners 
with psychiatric disorders.7 PD, as a 
comorbidity, aggravates therapeutic 
outcomes in both primary health care and 
psychiatric care.1,8 In a community setting, 
individuals with a PD have a higher 
probability of being unemployed or divorced, 
and having a comorbid mental health 
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problem9 and general medical conditions, 
especially increased risk of cardiovascular 
disease (CVD).10 Thus, the evaluation of the 
status of PD presents valuable information 
about the health status of community 
members. However, this evaluation mostly 
remains at the level of psychiatrists’ clinical 
judgment11 that can be promoted by the use 
of standardized assessments. These 
diagnostic assessments are lengthy and 
require training;12 this is a major problem in 
the collection of large scale population-based 
data. This might be the essential reason for 
the disregarding of PD in population-based 
studies about psychiatric conditions in some 
countries (including Iran).13 However, 
according to different studies, the prevalence 
of PD among psychiatric patients in Iran was 
high.13,14 A study carried out in Kermanshah, 
Iran, estimated a PD prevalence rate of 8.6% 
in the general population.14 In addition, 
another study in this city estimated that the 
prevalence of PD among inpatients of the 
psychiatric department of Farabi Hospital 
was 67.5%.15 

 Thus, using an efficient screening 
interview, even as a part of a two-stage 
procedure for case identification, may be very 
useful.16 The Standardized Assessment of 
Personality-Abbreviated Scale (SAPAS) is a 
short and simple interview-administered 
screening tool for PD. SAPAS was developed 
from the semi-structured interview of 
Standardized Assessment of Personality.17,18 It 
was validated in a small sample of psychiatric 
patients, where it was found to have good 
psychometric properties, correctly identifying 
the presence of PD in 90% of patients, with a 
sensitivity of 0.94 and specificity of 0.85 at cut-
off score of 3.12 Moreover, its validity and 
reliability have been evaluate in various fields 
including patients with substance use disorder 
(SUD),19,20 depression,21 and incarcerated 
adolescent boys.22 SAPAS is short  
(no interview took longer than 2 minutes to 
complete), does not require training, is simple 
to use, and was acceptable to the respondents 
in the original study.12 It, therefore, fulfils 
many of the criteria for a desirable screening 

test.23 Thus, SAPAS can be used in routine 
clinical settings for recognizing high-risk 
individuals, and in epidemiological researches 
as the first-stage screen for case 
identification.16,24 This paper reports the 
performance of the Farsi version of SAPAS in 
a non-clinical sample in Tabriz, in the 
northwest of Iran. 
 

This cross-sectional study was performed in 
two parts. For validity evaluation, 150 
individuals were selected from among the 
clients and staff of primary health care 
centers in Tabriz. The reliability assessment 
was conducted on 235 medical students from 
Tabriz University of Medical Sciences. The 
exclusion criteria consisted of age of less than 
18 years and previously diagnosed 
psychiatric condition. 

SAPAS: The SAPAS consists of eight 
dichotomously rated items. The validity and 
reliability of the questionnaire was originally 
investigated with a sensitivity and specificity 
of 0.94 and 0.85, respectively, and the positive 
and negative predictive values of 0.89 and 
0.92, respectively.12 

Translation and back-translation were used 
to produce the Farsi version of the SAPAS with 
authorization from the author. One of the 
investigators (SF) translated SAPAS into Farsi. 
The translated version was reviewed by other 
investigators, and the translator made the 
necessary modifications. A bilingual 
psychiatrist (who did not participate in the 
study) conducted back-translation from Farsi 
back into English to ensure accuracy. 

The results of SAPAS were compared to 
the short form of Minnesota Multiphasic 
Personality Inventory (MMPI). This is a 
standard questionnaire for diagnosing a wide 
range of self-descriptive characters.25 

For validity evaluation, the study was 
performed in primary health care centers of 
Tabriz. The participants were interviewed by 
10 trained clinical psychologists using the 
SAPAS. Then, the participants were asked to 
complete the MMPI. Results were interpreted 
by one of the investigators (HB). 
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For reliability assessment, medical students 
of Tabriz University of Medical Sciences 
completed the SAPAS after giving informed 
consent. Retest was performed on the same 
group 3 to 4 weeks later (25 days on average).  

The performance of the test was illustrated 
by receiver operating characteristic (ROC) 
curve and the area under the curve (AUC) 
was calculated. The optimal score was 
estimated by Youden's index and ranged 
between 0 and 1; the highest point is usually 
considered as the best. AUC ranged from 0.50 
(in terms of chance) to 1 (perfect 
performance). AUC values of 0.5-0.7, 0.7-0.9, 
0.9-1, respectively, indicate a low, moderate, 
and high discriminatory ability for the 
measure.26 Sensitivity and specificity were 
also calculated. The reliability was 
determined by means of both test-retest 
procedure and Cohen's kappa coefficient 
calculation. The internal consistency was 

obtained through Cronbachs alpha. 
 

Validity evaluation: In this phase,  
150 subjects with the mean age ± standard 
deviation (SD) of 37.16 (± 9.45) years 
participated. Among them, 64.7% were 
women and 73.3% were married. Based on 
the results of the MMPI, 30 of the 150 
participants (20.0%) were diagnosed with PD.  

Due to existence of 4 missing data in the 
SAPAS scale, ROC was calculated with  
146 acceptable questionnaires. The AUC was 
0.556 [confidence intervals (CI): 0.455- 0.677] 
(Figure 1); this means that a randomly 
selected individual with PD is 56% more 
likely to have a higher score of SAPAS than a 
randomly chosen participant without PD.27 
Thus, it possess a low capability range of 

diagnostic accuracy. 
 

 
Figure 1. Receiver operating characteristic (ROC) 

curve for diagnostic accuracy of the Farsi version of the 
Standardized Assessment of Personality-Abbreviated 

Scale (SAPAS) compared to the Minnesota Multiphasic 
Personality Inventory (MMPI) 

 

Then, optimal point was calculated by 
means of Youden's index (Table 1); 2 was the 
optimal cut-off score, with sensitivity of 0.90, 
specificity of 0.28, and correct classification of 
40% of individuals. At cut-off scores of 3 and 
higher there was more balance between the 
sensitivity and the specificity with 0.65 and 
0.44, respectively. Furthermore, sensitivity, 
specificity, positive likelihood ratio (LR+), 
and negative likelihood ratio (LR–) were 
calculated at 4 cut-off points which are all 
presented in table 2. 

 
Table 1. The optimal point using Youden's index 

Cut-off 

score 

Youden's 

Index 
Sensitivity Specificity 

0.5 -0.009 0.931 0.059 

1.5 0.178 0.897 0.282 

2.5 0.099 0.655 0.444 

3.5 0.036 0.310 0.726 

4.5 0 0.103 0.897 

5.5 0.034 0.069 0.965 

6.5 0.025 0.340 0.991 

8.0 0 0 1 

 
Table 2. Operating characteristics of different cut-off scores 

Cut-off score Sensitivity Specificity PPV NPV LR+ LR- Correct Classification (%) 

1  ≤  0.93 0.06 0.197 0.778 0.99 1.15 23 

2  ≤  0.90 0.28 0.236 0.917 1.25 0.37 40 

3  ≤  0.65 0.44 0.226 0.839 1.18 0.78 49 

4  ≤  0.31 0.73 0.220 0.810 1.13 0.95 64 

PPV: Positive predicative value; NPV: Negative predicative value; LR+: Positive likelihood ratio; LR-: Negative likelihood ratio
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Reliability evaluation: In this phase, the 
subjects included 235 students from the 
School of Medicine of Tabriz University of 
Medical Sciences, with the mean age (± SD) 
of 22.5 (± 3.17). In addition, 58.3% of the 
participants were women and 12.3%  
were married.  

To assess the internal consistency, 

Cronbachs alpha coefficient was used. Total 
Cronbach’s alpha was 0.377, representing a 
weak internal consistency. With the elimination 
of question number 3 (trust in other people), 
alpha coefficient increased more compared to 
the elimination of other questions.  

Cohen’s kappa coefficients were obtained 
through test-retest procedure (Table 3). As 
shown in table 3, Cohen's kappa coefficients 
ranged between 0.5 and 0.8, and in a 
moderate range. 

 
Table 3. The internal consistency and Cohen's kappa 

coefficient of the Farsi version of the Standardized 
Assessment of Personality-Abbreviated Scale (SAPAS) 

Question 
Cronbach's Alpha if 

item is deleted 

Cohen's 

kappa 

1 0.351 0.784 

2 0.375 0.678 

3 0.417 0.649 

4 0.317 0.715 

5 0.301 0.680 

6 0.309 0.756 

7 0.288 0.740 

8 0.388 0.551 

 

The aim of the present study was to evaluate 
the validity and reliability of the Farsi version 
of the SAPAS as a screening tool for PD. This 
study was performed in a non-clinical 
sample.  

The diagnostic efficiency of the Farsi 
version of the SAPAS was low  
(AUC < 0.70).26 This rate is comparable with 
some other studies, including a study 
performed on the general population,28 and 
another study on a German outpatient 
sample.29 However, this rate was higher in 
the original study introducing the SAPAS,12 a 
study on a sample of incarcerated adolescent 
boys,22 and Self-Administered French version 
of the SAPAS.30 In the current study, the 

optimal point was proposed to be 2 and 
higher, by means of Youden's ‎index. This 
point was obtained as 3 and higher in the 
original study on the SAPAS and some other 
studies. The sensitivity obtained in our study 
in the score of 2 and higher is comparable 
with other studies.12,22,30 

However, the specificity obtained in our 
study is lower than that in other studies that 
may indicate the low diagnosis power of the 
Farsi version of the SAPAS for non-patients. 
At the cut-off score of 3, there was a better 
balance between sensitivity and specificity; 
however, its diagnostic power was not high. 

The Cronbachs alpha calculated in the 
present study was in the weak range and 
presented a low internal consistency, which 
differed from the original study and other 
clinical studies.12,22,30 Other studies have 
indicated that the applicability of this tool 
might also depend on the prevalence of 
disease, study subjects, and sampling in 
various settings.29,31 

In the present study, internal consistency 
was lower than some other studies; this is 
probably due to the low homogeneity among 
the questions. However, low overall 
consistency should not be interpreted as an 
indicator of poor performance of the SAPAS; 
the content of the SAPAS is multifaceted and 
this, in turn, is likely to reflect the 
heterogeneous content of the test concept  
(i.e., PD).31  

Furthermore, Cronbachs alpha was also 
influenced by the length of the test. 
Therefore, if the test is too short, the value of 
alpha will be reduced.32,33 Our findings are 
consistent with a study on the validity of 
three PD screening measures in psychiatric 
and non-psychiatric samples, in which all 
three screening scales were shown to be more 
effective in a psychiatric sample than in a  
non-psychiatric sample.34 In the  
non-psychiatric sample, none of the three 
screens had a statistically significant AUC, 
and their diagnostic efficiency (percentage of 
correct classification) was between 50-60%.34 
Moreover, one of the problems of exporting 
screening measures, developed in clinical 
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samples, to nonclinical samples may be 
spectrum bias.35 One of the causes of 
spectrum bias may be the lower prevalence 
of the disorder in general populations 
compared to clinical settings. Another may 
be the differences between disease-positive 
individuals in the general population setting 
and those in a clinical setting. The third cause 
may be due to the difference between 
disease-negative individuals (non-psychiatric 
cases) in the general population and in a 
clinical setting in terms of severity and 
various conditions of the disease. In other 
words, in addition to the difference in base 
rate of the disease between the general 
population and the clinical context, the 
phenomena of the interest might also be 
different in terms of its quality. This is similar 
to the controversy regarding the difference in 
the ‘nature’ of depression (not only its 
severity) in primary care settings and 
psychiatric settings.36,37 

A limitation of this study was that the 
study sample did not reflect the general 
population and the participants had high 
educational levels. Therefore, there might be 
a low prevalence of PD in this population 
that might affect the results. Moreover, like 
all cross-cultural studies, the questions or 
items can have a different meaning in the 
translated instruments resulting from 
cultural and linguistic differences. This could 
have an effect on the validity and reliability 
of the translated measures.38 

Based on the present study, the Farsi version 
of the SAPAS appears not to be an 
appropriate and efficient tool for survey 
studies and screening in this sample of the 
general population. 

 

This article was derived from the thesis of 

Maryam Sepehri (Reg. No 93/1-4/12) at 
Tabriz University of Medical Sciences. The 
authors wish to thank all individuals who 

participated in this study. 

 

SD, AF, SF, and MS developed the study 
design. MS and HB performed data analysis. 
MS wrote the draft report. The article was 
reviewed by SD, AF, SF, MS, and HS. 

 

This study was supported by the Research 

Center of Psychiatry and Behavioral Sciences, 
Tabriz University of Medical Sciences. 

 

Authors have no conflict of interest. 

 

The present study was approved by the 
Ethics Committee of Tabriz University of 
Medical Sciences (tbzmed.rec.1394.282). 

 

1. Tyrer P, Mulder R, Crawford M, Newton-Howes G, 

Simonsen E, Ndetei D, et al. Personality disorder: a 

new global perspective. World Psychiatry 2010; 

9(1): 56-60 

2. Fok ML, Stewart R, Hayes RD, Moran P. Predictors 

of natural and unnatural mortality among patients 

with personality disorder: evidence from a large UK 

case register. PLoS One 2014; 9(7): e100979. DOI: 

10.1371/journal.pone.0100979 

3. Fok ML, Hayes RD, Chang CK, Stewart R, Callard 

FJ, Moran P. Life expectancy at birth and all-cause 

mortality among people with personality disorder. J 

Psychosom Res 2012; 73(2): 104-7. DOI: 

10.1016/j.jpsychores.2012.05.001 

4. Newton-Howes G, Tyrer P, Anagnostakis K, Cooper 

S, Bowden-Jones O, Weaver T. The prevalence of 

personality disorder, its comorbidity with mental 

state disorders, and its clinical significance in 

community mental health teams. Soc Psychiatry 

Psychiatr Epidemiol 2010; 45(4): 453-60. DOI: 

10.1007/s00127-009-0084-7 

5. Huang Y, Kotov R, de Girolamo G, Preti A, 

Angermeyer M, Benjet C, et al. DSM-IV personality 

disorders in the WHO World Mental Health Surveys. 

Br J Psychiatry 2009; 195(1): 46-53. DOI: 

10.1192/bjp.bp.108.058552 

6. Zimmerman M, Rothschild L, Chelminski I. The 

prevalence of DSM-IV personality disorders in 

psychiatric outpatients. Am J Psychiatry 2005; 

162(10): 1911-8. DOI: 10.1176/appi.ajp.162.10.1911 

7. Moran P. Developments in the epidemiological study 

of personality disorders. Psychiatry 2005; 4(3): 4-7. 

https://dx.doi.org/10.1371/journal.pone.0100979
https://dx.doi.org/10.1371/journal.pone.0100979
https://dx.doi.org/10.1016/j.jpsychores.2012.05.001
https://dx.doi.org/10.1016/j.jpsychores.2012.05.001
https://dx.doi.org/10.1007/s00127-009-0084-7
https://dx.doi.org/10.1007/s00127-009-0084-7
https://dx.doi.org/10.1192/bjp.bp.108.058552
https://dx.doi.org/10.1192/bjp.bp.108.058552
https://dx.doi.org/10.1176/appi.ajp.162.10.1911


Sepehri, et al. 

 

 

 JARCM/ Spring 2017; Vol. 5, No. 2  43 

DOI: 10.1383/psyt.4.3.4.62444 

8. Tyrer P. Personality disorder and public mental 

health. Clin Med 2008; 8(4): 423-7. DOI: 

10.7861/clinmedicine.8-4-423 

9. Coid J, Yang M, Tyrer P, Roberts A, Ullrich S. 

Prevalence and correlates of personality disorder in 

Great Britain. Br J Psychiatry 2006; 188: 423-31. 

DOI: 10.1192/bjp.188.5.423  

10. Moran P, Stewart R, Brugha T, Bebbington P, 

Bhugra D, Jenkins R, et al. Personality disorder and 

cardiovascular disease: results from a national 

household survey. J Clin Psychiatry 2007; 68(1):  

69-74. 

11. Mellsop G, Varghese F, Joshua S, Hicks A. The 

reliability of axis II of DSM-III. Am J Psychiatry 

1982; 139(10): 1360-1. DOI: 10.1176/ajp.139.10.1360 

12. Moran P, Leese M, Lee T, Walters P, Thornicroft G, 

Mann A. Standardised Assessment of Personality - 

Abbreviated Scale (SAPAS): preliminary validation 

of a brief screen for personality disorder. Br J 

Psychiatry 2003; 183: 228-32. DOI: 

10.1192/bjp.183.3.228 

13. Salehi M, Malekian A, Haghighi M. Personality 

disorders in treatment – seeking substance dependent 

patients. Iran J Psychiatry Behav Sci 2008; 2(2): 10-4 

14. Sadeghi K, Saberi S M, Assareh M. Epidemiological 

study of psychiatric disorder in kermanshah urban 

residents. Iran J Psychiatry Clin Psychol 2000;  

6(2-3): 16-26. [In Persian]. 

15. Shakeri J, Sadeghi K. Prevalence of personality 

disorders among the hospitalized patients at an 

educational-treatment center in Kermanshah. Iran J 

Psychiatry Clin Psychol 2002; 8(1): 49-56.  

[In Persian]. 

16. Lenzenweger MF, Loranger AW, Korfine L, Neff C. 

Detecting personality disorders in a nonclinical 

population. Application of a 2-stage procedure for 

case identification. Arch Gen Psychiatry 1997; 

54(4): 345-51. DOI: 

10.1001/archpsyc.1997.01830160073010 

17. Mann AH, Jenkins R, Cutting JC, Cowen PJ. The 

development and use of standardized assessment of 

abnormal personality. Psychol Med 1981; 11(4): 

839-47. DOI: 10.1017/S0033291700041337 

18. Moran P, Rendu A, Jenkins R, Tylee A, Mann A. 

The impact of personality disorder in UK primary 

care: a 1-year follow-up of attenders. Psychol Med 

2001; 31(8): 1447-54. DOI: 

10.1017/S003329170105450z 

19. Hesse M, Moran P. Screening for personality 

disorder with the Standardised Assessment of 

Personality: Abbreviated Scale (SAPAS): further 

evidence of concurrent validity. BMC Psychiatry 

2010; 10: 10. DOI: 10.1186/1471-244X-10-10 

20. Gonzalez C. Screening for personality disorder in 

drug and alcohol dependence. Psychiatry Res 2014; 

217(1-2): 121-3. DOI: 

10.1016/j.psychres.2014.03.007 

21. Bukh JD, Bock C, Vinberg M, Gether U, Kessing 

LV. Clinical utility of Standardised Assessment of 

Personality - Abbreviated Scale (SAPAS) among 

patients with first episode depression. J Affect 

Disord 2010; 127(1-3): 199-202. DOI: 

10.1016/j.jad.2010.05.023 

22. Kongerslev M, Moran P, Bo S, Simonsen E. 

Screening for personality disorder in incarcerated 

adolescent boys: preliminary validation of an 

adolescent version of the standardised assessment of 

personality - abbreviated scale (SAPAS-AV). BMC 

Psychiatry 2012; 12: 94. DOI: 10.1186/1471-244X-

12-94 

23. Brewin CR, Rose S, Andrews B, Green J, Tata P, 

McEvedy C, et al. Brief screening instrument for 

post-traumatic stress disorder. Br J Psychiatry 2002; 

181: 158-62. DOI: 10.1192/bjp.181.2.158 

24. Mann AH, Raven P, Pilgrim J, Khanna S, 

Velayudham A, Suresh KP, et al. An assessment of 

the Standardized Assessment of Personality as a 

screening instrument for the International Personality 

Disorder Examination: a comparison of informant 

and patient assessment for personality disorder. 

Psychol Med 1999; 29(4): 985-9 

25. Groth-Marnat G. Handbook of Psychological 

Assessment. 5
th
 ed. Hoboken, NJ: Wiley; 2009. 

26. Swets JA. Measuring the accuracy of diagnostic 

systems. Science 1988; 240(4857): 1285-93. 

27. Zweig MH, Campbell G. Receiver-operating 

characteristic (ROC) plots: a fundamental evaluation 

tool in clinical medicine. Clin Chem 1993; 39(4): 

561-77. 

28. Fok ML, Seegobin S, Frissa S, Hatch SL, Hotopf M, 

Hayes RD, et al. Validation of the standardised 

assessment of personality--abbreviated scale in a 

general population sample. Personal Ment Health 

2015; 9(4): 250-7. DOI: 10.1002/pmh.1307 

29. Sochtig A, Kliem S, Kroger C. Diagnostic efficiency 

of the German version of the Standardized 

Assessment of Personality--Abbreviated Scale. 

Psychopathology 2012; 45(6): 381-9. DOI: 

10.1159/000337970 

30. Merlhiot G, Mondillon L, Vermeulen N, Basu A, 

Mermillod M. Adaptation and validation of the 

Standardized Assessment of Personality – 

Abbreviated Scale as a Self-Administered Screening 

Test (SA-SAPAS). J Psychol Psychother 2014; 4(6): 

1-9. DOI: 10.4172/2161-0487.1000164 

31. Germans S, Van Heck GL, Moran P, Hodiamont 

PPG. The Self-report Standardized Assessment of 

Personality-abbreviated Scale: Preliminary results of 

a brief screening test for personality disorders. 

Personality 2008; 2(2): 70-6. DOI: 10.1002/pmh.34 

32. Nunnally JC, Bernstein IH. Psychometric theory. 

New York, NY: McGraw-Hill; 1994. 

33. Streiner DL. Starting at the beginning: an 

introduction to coefficient alpha and internal 

consistency. J Pers Assess 2003; 80(1): 99-103. DOI: 

10.1207/S15327752JPA8001_18  

34. Morse JQ, Pilkonis PA. Screening for personality 

https://dx.doi.org/10.1383/psyt.4.3.4.62444
https://dx.doi.org/10.7861/clinmedicine.8-4-423
https://dx.doi.org/10.7861/clinmedicine.8-4-423
https://dx.doi.org/10.1192/bjp.188.5.423
https://dx.doi.org/10.1176/ajp.139.10.1360
https://dx.doi.org/10.1192/bjp.183.3.228
https://dx.doi.org/10.1192/bjp.183.3.228
https://dx.doi.org/10.1001/archpsyc.1997.01830160073010
https://dx.doi.org/10.1001/archpsyc.1997.01830160073010
https://dx.doi.org/10.1017/S0033291700041337
https://dx.doi.org/10.1017/S003329170105450z
https://dx.doi.org/10.1017/S003329170105450z
https://dx.doi.org/10.1186/1471-244X-10-10
https://dx.doi.org/10.1016/j.psychres.2014.03.007
https://dx.doi.org/10.1016/j.psychres.2014.03.007
https://dx.doi.org/10.1016/j.jad.2010.05.023
https://dx.doi.org/10.1016/j.jad.2010.05.023
https://dx.doi.org/10.1186/1471-244X-12-94
https://dx.doi.org/10.1186/1471-244X-12-94
https://dx.doi.org/10.1192/bjp.181.2.158
https://dx.doi.org/10.1002/pmh.1307
https://dx.doi.org/10.1159/000337970
https://dx.doi.org/10.1159/000337970
https://dx.doi.org/10.4172/2161-0487.1000164
https://dx.doi.org/10.1002/pmh.34
https://dx.doi.org/10.1207/S15327752JPA8001_18
https://dx.doi.org/10.1207/S15327752JPA8001_18


Reliability and validity of the Farsi version of SAPAS 

 

 

44 JARCM/ Spring 2017; Vol. 5, No. 2 

disorders. J Pers Disord 2007; 21(2): 179-98. DOI: 

10.1521/pedi.2007.21.2.179 

35. Ransohoff DF, Feinstein AR. Problems of spectrum 

and bias in evaluating the efficacy of diagnostic tests. 

N Engl J Med 1978; 299(17): 926-30. DOI: 

10.1056/NEJM197810262991705 

36. Vuorilehto MS, Melartin TK, Rytsala HJ, Isometsa 

ET. Do characteristics of patients with major 

depressive disorder differ between primary and 

psychiatric care? Psychol Med 2007; 37(6): 893-904. 

DOI: 10.1017/S0033291707000098  

37. Klinkman MS. The role of algorithms in the 

detection and treatment of depression in primary 

care. J Clin Psychiatry 2003; 64(Suppl 2): 19-23. 

38. Sumathipala A, Murray J. New approach to 

translating instruments for cross-cultural research: a 

combined qualitative and quantitative approach for 

translation and consensus generation. Int J Methods 

Psychiatr Res 2000; 9(2): 87-95. DOI: 

10.1002/mpr.83. 

 
 

 

https://dx.doi.org/10.1521/pedi.2007.21.2.179
https://dx.doi.org/10.1521/pedi.2007.21.2.179
https://dx.doi.org/10.1056/NEJM197810262991705
https://dx.doi.org/10.1056/NEJM197810262991705
https://dx.doi.org/10.1017/S0033291707000098
https://dx.doi.org/10.1002/mpr.83
https://dx.doi.org/10.1002/mpr.83

