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Personality disorders in bipolar and depressive disorders
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Abstract

The association of mood disorders with personality disorders (PDs) is relevant from a clinical, therapeutic and prognostic
point of view. To examine this issue, we compared the prevalence of DSM-III-R personality disorders assessed with SCID-II
in patients with depressive (n 5 117) and bipolar (n 5 71) disorders both recovered from a major depressive index episode
that needed hospital admission. PDs prevalence and comorbidity with axis I were calculated. Avoidant PD (31.6%)
(O.R. 5 1.7, C.I. 5 1.06–2.9, P , 0.01), borderline PD (30.8%) and obsessive–compulsive PD (30.8%) were the most
prevalent axis II diagnoses among patients with depressive disorder. In bipolar disorder group, patients showed more
frequently obsessive–compulsive PD (32.4%), followed by borderline PD (29.6%) and avoidant PD (19.7%). Avoidant PD
showed a trend toward being significantly more prevalent among depressives (P , 0.07). A different pattern of PDs emerges
between depressive and bipolar patients.  2001 Elsevier Science B.V. All rights reserved.
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1. Introduction illness, has represented a major advance in the
understanding of affective disorders. However, am-

The bipolar–unipolar distinction, providing a basis biguity concerning some aspects of them still exists
for evaluating genetic, pharmacological, clinical and (Goodwin and Jamison, 1990).
biological differences between bipolar and unipolar Several studies addressed the issue of the differ-

ences between bipolar and unipolar disorders either
from a clinical (Pfohl et al., 1982; Mitchell et al.,
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1980) formal diagnostic categories for personality et al., 1993b), a semistructured interview covering
disorders (PDs) on a separate diagnostic dimension the full range of DSM-III-R axis II diagnoses, and
(axis II), recent research focused on mood disorders SCID-II-PQ were used; SCID-II for DSM-IV is not
comorbidity (Cloninger et al., 1990), ruling out the currently available in the Italian version. The SCID-
possibility that personality disorders comorbidity II-PQ is a 113-item yes /no self-report questionnaire
may explain more accurately the heterogeneity of designed to assess for DSM-III-R PDs. Its adminis-
mood disorders and may better predict prognosis and tered before clinical interview as screening measure,
treatment response (Mulder et al., 1994; Corruble et in order to speed personality assessment (Nussbaum
al., 1996). and Rogers, 1992). This questionnaire is designed to

In order to better investigate the issue of bipolar– yield false-positive information, and it requires the
unipolar distinction, we assessed the prevalence of SCID-II interview to complete the assessment of
each PD among bipolar and depressive disorders by personality disorders.
using SCID-II interview and the pattern of their
comorbidity with the axis I mood disorders. The 2.3. Design
study was done in a sample of patients recovered
from a major depressive index episode that needed Since axis I concomitant disorders may influence
hospital admission. personality measurement, we decided to limit our

sample to patients with recent major depressive
episode excluding patients with recent manic or

2. Patients and method mixed episode. The SCID-II-PQ was given to pa-
tients when they where in, at least, moderate remis-

2.1. Patients sion (i.e., symptom abatement that allows to plan
hospital discharge within 1 week) and they showed

The study population comprised 117 depressive 17-items Hamilton Rating Scale for Depression
and 71 bipolar patients consecutively admitted to a (HDRS; Hamilton, 1967) # 10, and able to fully
psychiatric research unit, on a voluntary basis, understand and participate to the interview session
between November 1997 and October 1998, for a according to evaluations by clinicians treating them
major depressive index episode. (Zimmerman, 1994). One to 2 days later the SCID-II

Patients with general medical conditions and interview was performed, to determine Axis II
neurological disorders that could interfere with the diagnoses. In conformity with the SCID-II instruc-
assessment were excluded from the study. tions, subjects were only asked for the items marked

Inclusion criteria were the patient’s agreement to yes on SCID-II-PQ, and they were repeatedly invited
participate in the study, after the informed consent to answer according to their most typical personality
was obtained; a minimum age of 18 years, according style, i.e., without taking into account temporary
to DSM-III-R criteria not to diagnose PD before that changes occurring in the course of psychiatric ill-
age, and an upper age limit of 65 years to avoid ness. Patients were judged to meet specific criteria of
unreliable anamnestic data secondary to memory the SCID-II if personality dysfunction had been
affects (Loranger et al., 1987; Vaglum et al., 1989). pervasive and persistent for, at least, the last 5 years.

The SCID-II interviewers were two residents in
2.2. Instruments psychiatry (M.G.M. and A.S.) who were trained in

the use of this instrument through live and vid-
Axis I diagnoses were established by two senior eotaped interviews. After training, the two interview-

clinicians (G.B. and L.D.C.) by employing the ers demonstrated near perfect diagnostic concordance
Structured Clinical Interview for DSM-III-R (SCID- when simultaneously diagnosing 10 patients inter-
P), Italian version (Spitzer et al., 1993a). viewed by one of them (k values were above 0.83).

To assess DSM-III-R axis II diagnoses, the Italian The SCID-II interviewers were blind to axis I
version of the Structured Clinical Interview for diagnoses.
DSM-III-R personality disorders (SCID-II) (Spitzer According to DSM-III-R system, multiple axis II
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Table 1diagnoses were allowed. The categories of self-de-
Demographic and clinical characteristics for the recovered bipolarfeating PD and personality disorders not otherwise
and depressive patients

specified were not used.
Bipolar Unipolar P
(n 5 71) (n 5 117)2.4. Statistical analysis
Mean S.D. Mean S.D.

To determine significant comorbidity between axis Age (years) 36.1 9.9 38.5 12.1 NS
Years of education 11.1 3.7 11.9 3.2 NSI and axis II disorders, odds ratios with 95%
Age at first episode 24.8 7.9 26.4 10.05 NSconfidence intervals were calculated. Odds ratios
(years)were computed for the odds of each pair of disorders
HDRS (17-item) 6.3 3.6 7.6 3.9 NS

a aoccurring together compared with the odds for the % of patients with 41.9 63.2 NS
occurrence of each disorder alone. Student’s t-test at least one PD

Mean of no. of PDs 2.6 1.9 2.9 1.85 NSwas used for dimensional variables. Categorical
2 for each patientvariables were compared with the x -test. Statistical

aanalysis was made using the SPSS package (Norusis, The findings are expressed as percentage.

1992).

lowed by borderline PD (29.6%) and avoidant PD
3. Results (19.7%) (Table 2).

Chi-square analyses of PDs frequency between the
Clinical sample involved 117 patients (33 males two groups did not show any statistically significant

and 84 females) with an axis I diagnosis of major differences. Avoidant PD showed a trend toward a
depression and 71 patients (38 males and 33 females) significantly higher frequency among depressive

2with an axis I diagnosis of bipolar disorder. This disorders (x 5 3.2, P , 0.07).
population were sampled from a group of 250 No statistically significant gender differences in

2consecutively admitted patients; among them 62 PD distribution were observed by x analysis in both
were unable or refused to participate in the study groups.
(mean age 37.5610.2; males 24, females 38). Demo-
graphic features of the patients who refused or were
unable to participate to the study did not statistically 4. Discussion
differ from those of patients who agreed to be
admitted in the study. The present study describes DSM-III-R personali-

Table 1 summarises demographic and clinical ty disorders of patients with bipolar and depressive
features of the patients for age, educational level, age disorder, examining different patterns of comorbidity
at first episode, 17-item HRSD scores, and per- among them.
centage of patients with at least one PD, mean of We report that there were no differences in PD
PDs per patients. No statistically significant differ- prevalence for each disorder between the two groups,
ences were found. but a trend toward higher prevalence of avoidant PD

There was no difference for sex distribution among depressive disorders. Furthermore avoidant
between groups. PD showed a statistically significant association with

Among patients with depressive disorder the most depressive disorders.
prevalent axis II diagnoses were avoidant PD Our results of significant association between
(31.6%), borderline PD (30.8%) and obsessive–com- avoidant PD and depressive disorders, but not bipo-
pulsive PD (30.8%). We also found a significant lar disorders, agree partially with the study of
association (P , 0.01) between depressive disorder Battaglia et al. (1996), who reported that high harm
and avoidant PD (O.R. 5 1.7, C.I. 5 1.06–2.9). avoidance (HA) characterised all cluster C PD and
Among bipolar disorder group, patients showed more patients with mood disorders. These authors ob-
frequently obsessive–compulsive PD (32.4%), fol- served avoidant and dependent PDs to have the
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Table 2
Odds ratios and 95% confidence intervals for comorbidity of a current depressive episode and axis II personality disorders in patients with
depressive and bipolar disorders

Personality disorders Depressive disorders (pz.117) Bipolar disorders (pz.71)

n (%) Odds Confidence n (%) Odds Confidence
ratio interval (95%) ratio interval (95%)

Paranoid 20 (17.1) 0.9 0.5–1.7 13 (18.3) 1.1 0.5–2.1
Schizoid 2 (1.7) 0.3 0.06–1.3 4 (5.6) 1.4 0.4–4.4
Schizotypal 5 (4.3) 0.8 0.3–2.3 4 (5.6) 1.2 0.4–3.7
Antisocial 6 (5.1) 0.4 0.2–1 4 (5.6) 0.5 0.2–1.5
Borderline 36 (30.8) 1.2 0.7–1.9 21 (29.6) 1.1 0.6–1.9
Histrionic 11 (9.4) 0.8 0.4–1.7 9 (12.7) 1.2 0.6–2.8
Narcissistic 18 (15.5) 0.9 0.5–1.7 8 (11.3) 0.6 0.3–1.3

aAvoidant 37 (31.6) 1.7 1.06–2.9 14 (19.7) 0.7 0.4–1.4
Dependent 23 (19.6) 1.4 0.8–2.5 10 (14.1) 0.8 0.4–1.7
Obsessive–compulsive 36 (30.8) 1.1 0.7–1.75 23 (32.4) 1.2 0.7–2.05
Passive–aggressive 15 (12.8) 0.8 0.4–1.5 11 (15.5) 1.05 0.5–2.2

a Confidence interval does not include 1.0: P , 0.05.

highest correlation with HA. Unfortunately they did (1998) reported a prevalence rate of 47.7% of at
not discriminate between depressives and bipolars. least one PD in a population of DSM-III-R bipolar
Oldham et al. (1995) in a group of 91 patients with patients, where obsessive–compulsive PD was the
mood disorders, including only 16 bipolar disorder most frequent.
and one cyclothymia, found a statistically significant This statement could be also analysed in a differ-
association with avoidant and dependent PDs. Good- ent perspective: even though the same three disorders
win and Jamison (1990), reviewing bipolar–unipolar avoidant (Av) PD, borderline (Bd) PD and obses-
differences in phenomenology of depression, re- sive–compulsive (OC) PD are the most prevalent in
ported unipolar subjects to reveal more introversion both groups, they show a different profile of comor-
which could resemble DSM-III-R avoidant construct. bidity in the two groups.
Akiskal et al. (1995), in an 11-year prospective study Interestingly, in a family study of DSM-III-R PDs
involving 559 patients with major depressive disor- of relatives of probands with non-psychotic unipolar
der at their entry into the study, reported that patients major depression, Maier et al. (1992) found that
with shy-sensitive traits, similar to avoidant per- OC-PD, Av-PD, and Bd-PD were the most frequent
sonality, had lower switch process. Hecht et al. PDs both in relatives of depressed patients and in
(1997) reported that ‘typus melancholicus’ predicted relatives of controls, suggesting that this association
a predominant depressive course of an affective is mainly due to non-familial factors. In this case one
disorder. All these studies support the view of may argue that these traits could represent a pre-
personality trait differences between bipolar and non dispositional condition within the affective spectrum
bipolar patients, with more avoidant traits among the with different degrees of unipolar–bipolar connect-
latter group. ions.

Our findings are difficult to translate into clinical We are aware of possible limitations in consider-
practice. Since, by definition, a personality disorder ing personality disorders, in the way they are opera-
requires an onset no later than early adulthood (APA, tionally defined by the DSM-III-R, as a ‘robust’ trait
1987) and likely before an overt onset of a mood measure; the intermorbid and premorbid personality
disorder, the avoidant traits could be predictive of functioning might affect these measurements (Akisk-
depressive disorders, while the presence of obsessoid al, 1992) or, alternatively, SCID II could have
and/or borderline traits suggests to look at past measured just these intermorbid traits; however, in
unnoticed signs of bipolarity (Savino et al., 1993; the same way in the two groups of patients. Never-
Akiskal et al., 1995). Interestingly, Ucok et al. theless, SCID II showed high reliability, so that its
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American Psychiatric Association, 1980. In: Diagnostic anduse in clinical research seems justified (Skodol et al.,
Statistical Manual of Mental Disorders, 3rd Edition. APA,1988).
Washington, DC.

A yet unresolved question is whether a PD American Psychiatric Association, 1987. In: Diagnostic and
diagnosis could be made during, at the end or long Statistical Manual of Mental Disorders, 3rd Edition, revised.

APA, Washington, DC.after the recovery of a depressive episode
Battaglia, M., Przybeck, T.R., Bellodi, L., Cloninger, R., 1996.(Hirschfeld et al., 1983; Stuart et al., 1992). How-

Temperament dimensions explain the comorbidity of psychiat-
ever, in our case this issue should equally affect the ric disorders. Compr. Psychiatry 37, 292–298.
two groups. Cloninger, C.R., Martin, R.L., Guze, S.B., Clayton, P.J., 1990. The

empirical structure of psychiatric comorbidity and its theoret-The overall level of comorbidity and the fre-
ical significance. In: Maser, J.D., Cloninger, C.R. (Eds.),quencies of multiple Axis II disorder diagnoses
Comorbidity of Mood and Anxiety Disorders. American Psy-found in the current study are likely to be affected by
chiatric Press, Washington, DC, pp. 439–498.

the referral pattern for the unit, that often receives Corruble, E., Ginestet, D., Guelfi, J.D., 1996. Comorbidity of
secondary and tertiary referral from other centres so personality disorders and unipolar major depression: a review.

J. Affect. Disord. 37, 157–170.that our patients can be considered severe cases
Flick, S.N., Roy-Byrne, P.P., Cowley, D.S., Shores, M.M., Dunner,(Flick et al., 1993). Furthermore, the use of stan-

D.L., 1993. DSM-III-R personality disorders in a mood and
dardized instruments demonstrates that in most anxiety disorders clinic: prevalence, comorbidity, and clinical
studies more than half of the patients showed two or correlates. J. Affect. Disord. 27, 71–79.
more coexisting PDs, meaning that on Axis II, Goodwin, F.K., Jamison, K.R., 1990. In: Manic-depressive Illness.

Oxford University Press, New York.disorders overlap extensively and multiple PD is the
Hamilton, M., 1967. Development of a rating scale for primaryrule rather than the exception (Okasha et al., 1996).

depressive illness. J. Clin. Psychol. 6, 278–296.
Another limitation is that patients in the two Hecht, H., van Calker, D., Spraul, G., Bohus, M., Wark, H.J.,

groups could have not reached the same levels of Berger, M., von Zerssen, D., 1997. Premorbid personality in
recovery and this could have affected the PDs patients with uni- and bipolar affective disorders and controls:

assessment by the Biographical Personality Interview (BPI).evaluation in both groups, even though the HDRS
Eur. Arch. Psychiatry Clin. Neurosci. 247, 23–30.scores did not differ. Furthermore our approach is

Hirschfeld, R.M.A., Klerman, G.L., Clayton, P.J., Keller, M.B.,
naturalistic and we do not assess the impact of other McDonald-Scott, P., Larkin, H., 1983. Assessing personality:
variables such as different treatments or previous effects of the depressive state on trait measurement. Am. J.
episodes on PDs comorbidity. Psychiatry 140, 695–699.

Loranger, A.W., Susman, V.L., Oldham, J.M., 1987. The personali-The validity of an axis of personality conditions
ty disorder examination: a preliminary report. J. Pers. Disord.has been covered by Goodwin and Jamison (1990),
1, 1–13.

who summarised personality as a predispositional Maier, W., Lichtermann, D., Minges, J., Heun, R., 1992. The
condition to illness, personality as an expression of familial relation of personality disorders (DSM-III-R) to unipo-
illness, personality as a modifier of the illness and lar major depression. J. Affect. Disord. 26, 151–156.

Mitchell, P., Parker, G., Jamison, K., Wilhelm, K., Hickie, I.,personality as altered by illness. Unfortunately,
Brodaty, H., Boyce, P., Hadzi-Pavlovic, D., Roy, K., 1992. Arefindings derived from our approach leave these
there any differences between bipolar and unipolar melan-

questions open but underline the need of further cholia? J. Affect. Disord. 25, 97–106.
research in this area especially in the follow-up of Mulder, R.T., Joyce, P.R., Cloninger, C.R., 1994. Temperament
first episode mood disorder. and early environment influence comorbidity and personality

disorders in major depression. Compr. Psychiatry 35, 225–233.
Norusis, M.S., 1992. SPSS for Windows. User’s Guide Release

5.0. SPSS Inc., Chicago.
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