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Abstract

Int roduct ion:  We aimed to invest igate the nature of the associat ions between PD clusters 
and MDs, funct ionality and mental health services use.
Met hods:  This is a case register study of all cases with a diagnosis of PD detected clinically 
in a well-deined area in the province of Barcelona covered by 7 Community Mental 
Health Teams. DSM-IV diagnoses were established by fully t rained psychiat rists. Data was 
also gathered on socio-demographic variables; funct ional status (GAF) and data on use of 
health resources, using a systemat ic computerized method. We performed a non-
paramet ric univariate stat ist ical analysis.
Result s:  We found a higher percentage of maj or depressive disorder (MDD) among cluster 
C patients (17%), followed by cluster A (10%) and cluster B (9, 8%). As for the comorbidity 
between PD clusters and dysthymic disorder, we found that  the prevalence was higher 
among cluster B patients (23,7%) than cluster C (20,2%) or cluster A (7,1%). When 
considering both MDs together, we found the highest  prevalence among cluster C pat ients 
(36,87%), followed by cluster B (33,5%) and cluster A (17,1%). Cluster A patients showed 
worse funct ioning and visited hospitals most .
Conclusions:  A high comorbidity between all MDs analyzed and personality disorders was 
found, being part icularly prominent  among cluster C PDs.
© 2009 SEP and SEPB. Published by Elsevier España, S.L. All rights reserved.
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Introduction

Personality disorders are psychopathological ent it ies that  
imply unadapt ive behavioral pat terns and they affect  all 
areas of int ra and interpersonal relat ionships, they are 
often associated to axis I mental disorders, especially 
depressive and anxiety disorders.1 Comorbidity among 
personality disorders (PD) and mood disorders (MD) is a 
complex phenomenon that  psychiat rists and other mental 
health professionals come across f requent ly.  Certain 
not ions about  the relat ionship between MDs and PDs seem 
fairly accepted. Many PD t raits have been ident if ied as risk 
factors for depressive disorders2-11 and it  is also well known 
that  the t reatment  of pat ients with a MD is less effect ive 
when pat ients also suffer from a PD.10,12-19

One of the MDs most  frequent ly associated to PDs is 
maj or depression disorder (MDD). It  frequent ly presents 
comorbidity with other axis I and II disorders.20-25 Several 
studies have focused on what  ef fects PDs have on 
clinical outcome, course and t reatment  of depressive 
disorders.10,12-16,18,19,26-28 Although prevalence studies show 
a great  scat tering of results depending on the type of 
design, sample and inst ruments used in the assessment  
(table 1) in general,  t he prevalence of  comorbidit y 
between MDD and PD has been reported as ranging from 
6 to 87%.1 The PDs most  commonly associated to MDDs 
depends on the clusters, as is shown f igure 1. The inf luence 
of PDs on MDD has pointed to clinical aspects such as an 
earlier onset  of depressive symptoms;1,10,29-33 longer t ime 
to respond to t reatment ;14-16,19,31,34-40 higher rates of suicide 
and suicide at tempts,10,12,30,41-44 longer last ing depressive 
episodes14,21,30,35,36,45 as well as a higher f requency of 
relapse and hospital admissions;30,34,36,43,46-48 poorer social 

support 28,34,48-51 and high divorce and separat ion rates.10,14 
As for therapeut ic response, there are cont radict ions 
amongst  previous studies, some saying that  there is a 
limited inf luence of personality variables on the course of 
MDD,27,28,52 especially in the case of cluster C,42 whilst  the 
maj ority highlight  a worse therapeut ic response to both 
psychotherapy and/ or ant idepressant  t reatment .  Thus 
response rates range between 20 to 49% in MDD patients 
with comorbid PD as opposed to a higher rate of 49 to 91% 
among those MDD pat ients with no PD.10,28,30,31,53-56

Another MD that  is frequent ly associated to PDs is 
dysthymia (D).53,57,58 It  seems that  lifelong prevalence of 
D is about 3%, although it is higher for women (4%) than 
for men (2,2%)59 but  prevalence of comorbidity is very 
high (65-100%) when D is associated to other axis I and 
axis II disorders.53,57,58,60-62 From a clinical viewpoint , the 
presence of PD in D pat ients is linked to a more severe 
general psychopathology, ref lected by high scores on BDI 
and in most  MMPI scales.57 More specif ically, a more severe 
depressive symptomatology in D has been found when 
associated with cluster C personality t raits62,63 as well as 
anxiety.58,62 Poor recovery has been associated to depressive 
personalit y t rait s,  cluster C PDs, as well as chronic 
st ress58,62.  Therapeut ic response in D varies according to the 
studies (between 20-80%).62,64

In summary, there is evidence that  comorbid PD is 
associated with potent ially harmful effects on the course, 
t reatment  and outcome of MD. The current  study sets 
out  to throw light  on the relat ionship between MDs and 
PD, invest igat ing a large clinical outpat ient  sample with 
the aim of further understanding clinical and service-use 
implicat ions of such relat ionship and its variat ion across 
PD clusters.

PALABRAS CLAVE

Trastornos de 
personalidad;
Trastornos depresivos;
Comorbilidad;
Pronóst ico

Comorbilidad depresiva en los trastornos de la personalidad

Resumen

Int roducción:  Nuest ro obj et ivo fue invest igar las asociaciones ent re clust ers de t rastor-
nos de personalidad (TP), t rastornos del estado de ánimo (TA), funcionalidad y el uso de 
servicios de salud.
Mét odos:  Éste es un estudio de regist ro de todos los casos diagnost icados con un TP de-
tectado clínicamente en uno de los siete equipos de salud mental de un área bien deinida 
de la provincia de Barcelona. Los diagnóst icos DSM-IV fueron establecidos por psiquiat ras 
bien entrenados. También se recogieron datos sobre variables sociodemográicas, estado 
funcional (GAF) y sobre uso de los recursos de salud mediante un método sistemát ico 
computarizado. Realizamos análisis estadíst icos no paramét ricos univariables.
Result ados:  Encont ramos un mayor porcentaj e de t rastorno depresivo (TD) ent re pacien-
tes del clust er C (17%), seguido del clust er A (10%) y el B (9,8%). En cuanto a la comorbili-
dad ent re clust er de TP y t rastorno dist ímico, encont ramos que la prevalencia era mayor 
para pacientes del clust er B (23,7%) que del C (20,2%) o del A (7,1%). Cuando se conside-
raban ambos TA j untos, encont ramos que la mayor prevalencia aparecía en pacientes del 
clust er C (36,87%), seguido del clust er B (33,5%) y del A (17,1%). Los pacientes de clust er 
A most raban peor funcionamiento y visitaban con mayor frecuencia los hospitales.
Conclusiones:  Se encont ró una alta comorbilidad ent re todos los TA analizados y los t ras-
tornos de personalidad; esta asociación fue especialmente importante en el clust er C.
© 2009 SEP y SEPB. Publicado por Elsevier España, S.L. Todos los derechos reservados.
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Materials and Methods

Sample and Diagnosis

The sample was made up of all pat ients diagnosed with any 
PD that had been in contact with any of the 7 Community 
Mental Health Teams included in the Sant  Joan de  
Déu–Serveis de Salut  Mental network between January 
2001 and 2003. This network provides public mental health 
services, in collaborat ion with the Servei Català de la 
Salut , in a well def ined area in the south of the province 
of Barcelona. 

1657 patients were diagnosed with a PD by clinical 
psychiatrists using DSM-IV-TR criteria, 515 (31%) were 
diagnosed as Not  Otherwise Specif ied PD and were therefore 
excluded from the current  data analysis. The f inal sample 
consisted of the 1142 pat ients with a specif ied PD. 

Design

This is a case-register study that  included all cases 
detected by a specialized community care network that  
were registered using the Computerized Clincal History 
(HCI) from the Sant  Joan de Déu-Serveis de Salut  Mental 
(HCI SJD-SSM). Further details of the HCI package are 
described in more detail elsewhere.65

Variables Measured

We used three dif ferent  outcome variables, namely DSM-
IV MDD, D or any of these two MD. DSM-IV diagnoses were 

all established by clinical assessment  performed by fully-
t rained consultant  psychiat rists who were also t rained 
to use the HCI SJD-SSM package. DSM-IV diagnoses of PD 
were then grouped into clusters A, B or C for the analysis. 
Data was gathered for socio-demographic factors; global 
funct ioning (measured with the GAF scale)66 and service-
use (at tending the out -pat ient  clinic, the emergency room 
or inpat ient  admissions).

Statistical Analysis

We explored the associat ions between variables using non-
paramet ric univariate methods (Pearson’s Chi square).

Results

Description of the Sample

The initial sample was made up of 1657 (n=1657) PD 
patients, of which 893 were women and 764 men. The 
age ranged between 18 and 91 years old,  with a mean 
age of 43.70 (SD=15.46). The mean number of visits to 
each of the centers was 23.36, 1.37 and 5.31 for the 
out -pat ient  cl inics,  emergency rooms and in-pat ient  
admissions respect ively.  As for the mean scores on the 
Global Funct ioning Scale (GAF) we found that  it  was 
28.44 for pat ients with cluster A PDs, 46.16 for cluster 
B and 51.25 for cluster C PDs. 515 patients (31%) had 
been diagnosed as Not  Otherwise Specif ied PDs and were 
therefore excluded f rom the data analysis because they 

Table 1 This table shows the most  recent  prevalence studies in which the relat ion between PD and mood disorders has 
been explored. We can see there is no consensus either in the design or sample

Author Year Design Sample

Abela et  al 2003 Transversal Individuals with BPD
Alnaes & Torgersen 1997 Transversal Psychiatric Outpatients
Casey et  al 2004 Prospect ive Community sample
Charney et  al 1981 Transversal Depressed pat ients
Comtois et  al 1999 Transversal Psychiat ric Outpat ients
De la Fuente et  al 2002 Transversal BPD in-pat ients with and without  co-exist ing MD,  
   MD pat ients with and without  BPD
Farabaugh et al 2005 Transvesal MDD Psychiatric Outpatients
Fava et  al 1996 Transversal Pat ients receiving t reatment  for depression
Garyfallos et  al 1999 Transversal MDD and DD Outpat ients
Gunderson et  al 2008 Prospect ive PD pat ients
Johnson et al 2005 Prospective Community sample of children
Joyce et  al 2003 Prospect ive Depressed pat ients
Kool et  al 2000 Transversal Depressed pat ients
Morse et al 2005 Prospective Patients recovering from a Major Depressive Episode
Rossi et  al 2001 Transversal MDD and Bipolat  pat ients
Sanderson et  al 1992 Transversal MDD, DD and double depression pat ients
Stanley & Wilson 2006 Transversal MDD pat ients
Viinamaki et  al 2003 Prospect ive MDD and comorbid cluster C PD pat ients, and MDD pat ients

BPD: Bipolar disorders; DD: depressive disorders MD: Maj or depression; MDD: maj or depression disorder; PD: personality disorders.
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composed an undef ined group not  ascribable to any of 
the three clusters.  When we compared the excluded 
pat ients with those remaining in the analysis,  we found 
stat ist ically signif icant  dif ferences in that  the former 
tended to be more f requent ly men, sl ight ly younger and 
less f requent ly in need to at tend the outpat ient  cl inic.

The sample used for t he remaining analyses report ed 
here were t he 1142 PD pat ient s who had a specif ied 
PD. Of them 43.9% (n=501) were men and 56.1% (n=641) 
women; the mean age was 45.72 (SD= 15.89). 269 
(23.55%) were diagnosed as having a DSM-IV cluster A PD; 
590 (51.66%) a cluster B PD; and 279 (24.43%) a cluster 
C PD. Out of the patients in cluster A, 48% (n=129) were 
diagnosed as paranoid PD; 36.1% (n=97) schizoid PD; and 
16% (n=43) schizotypical PD. As for the patients that had 
a cluster B PD, 49.4% (n=292) had a histrionic PD; 33% 
(n=193) had a borderline PD; 10% (n=59) met criteria for 
an antisocial PD; and 8% (n=46) for a narcissistic PD. And 
finally, out of the patients in cluster C PD, 135 (48.23%) 
had a diagnosis for a dependent PD, 107 (38.65%) an 
obsessive-compulsive PD; and 37 (13.12%) an avoidant 
PD. Details about  t he dist ribut ion of  t he dif ferent  MDs 
can be found in f igure 2. 

Results for Cluster A Personality Disorders

Out  of  the 1142 pat ients included in the f inal analysis, 
269 had a cluster A PD; of them 10% also had an axis I 
MDD diagnosis, 7.1% a D and 17.1% some MD (either MDD 
or D). Out of the 27 patients (10%) that had both a cluster 
A PD and MDD, 14 of  them had an axis II paranoid PD, 
9 a schizoid PD and 4 a schizotypical PD. As for the 19 
pat ients that  had D, 9 of  them met  DSM-IV-TR crit eria for 
a paranoid PD, 4 for a schizoid PD and 6 for a schizotypial 

PD. And last, out of the 46 (17.1%) patients of this PD 
group with a diagnosis for an axis I MD we found that  23 
had a paranoid PD, 13 a diagnosis for schizoid PD and 10 
had schizotypical PDs (f ig.  3).

Results for Cluster B Personality Disorders

When we analyzed the 590 patients in our sample that had 
any of the 4 cluster B PDs, we found that 9.83% (n=58) 
also had a DSM-IV-TR Axis I MDD, 23.72% (n=140) had D and 
33.55% any MD (either MDD or D).

From the 9.83% of patients with a MDD and any cluster 
B PD, we found that 51.72% (n=30) of them had an axis II 
histrionic PD, 29.31% (n=17) had a borderline PD diagnosis 
and 18.96 (n=11) a narcissistic PD. When we consider the 
prevalence of D in this group of PDs, we found a higher 

Figure 1 Associat ions to depressive syndromes.
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percentage of this axis I disorder in pat ients with hist rionic 
PD (n=106) followed by those with borderline PD (n=19). As 
for pat ients with narcissist ic or ant isocial PDs, we found 
that the prevalence of these disorders was minimal (2% and 
8.6% respectively).

Out of the 33.5% of patients included in this group 
with any MD we found that , 3 had an ant isocial PD, 36 a 
borderline PD, 136 a hist rionic PD and 23 a narcissist ic PD 
(f ig. 4). 

Results for Cluster C Personality Disorders

When we studied the prevalence of MDD, D or both MDs in 
cluster C we found that 17.02% (n=48) of the patients that 
presented a MDD, 50% (n=24) had an obsessive-compulsive 
PD, 43.75% (n=21) a dependent PD and 6.25% (n=3) of them 
an avoidant PD. 20.2% (n=56) of the patients that had D, 
64.28% (n=36) were patients that had a dependent PD, 
19.64% (n=11) an obsessive-compulsive PD and 16.07% (n=9) 
an avoidant PD. As for the 36.87% (n=104) of patients with 
any of the above mentioned MDs, we found that, 35 met 
criteria for an obsessive-compulsive PD, 57 for a dependent 
PD and only 12 were avoidant (fig. 5).

Global Results and Comparisons amongst Clusters

When we compare the pat ients with any of the MDs (MDD, 
D or both) with cont ingency tables, we found that  both 
MDD and any MD (either MDD or D) were most  prevalent  
in cluster C, whilst  D was more prevalent  in cluster B. 
These differences observed in the prevalence, when they 
were analyzed using Pearson’s Chi-square, turned out  to be 
statistically significant, all of them being p<0.005 (table 2).

Personality Clusters and Functioning 

Cluster B pat ients tended to have the largest  mean number 
of consultat ions as they at tended, over the three year 

period, the emergency room a mean number of 3.16 t imes 
and 30.72 times the outpatient clinic. 

On the other hand, cluster A had the highest  mean 
number of  days admit ted to either day hospital or 
in-patient ward (18.61 and 9.17 respectively). Cluster A 
also showed a signif icant ly poorer global funct ionality with 
a mean GAF score of 31.71. 

Discussion

We aimed to invest igate the nature of the associat ions 
between PD clusters and MDs, funct ionality and mental 
health services use. Our results have the advantage of 
providing empirical evidence on these associat ions as 
observed in a clinical PD sample. We globally found that  
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MDs are generally frequent  among PDs and that  this was 
part icularly the case when both cluster B and C were 
considered. We also found that , as could be clinically 
expected, cluster B pat ients at tended out -pat ient  clinics 
and emergency rooms signif icant ly more frequent ly, whilst  
cluster A pat ients were admit ted more frequent ly and had 
the poorest  global funct ionality. The main advantage of 
the study is the relat ively large sample of pat ients all of 
which had been diagnosed with PD as their main diagnoses 
regardless of them having or not  an addit ional axis I 
diagnosis. The study also has a number of limitat ions that  
are typical in studies based on clinically recorded medical 
notes although our computerized HCI system made fairly 
systemat ic data collect ion by homogeneously t rained 
consultant  psychiat rists.  Nonetheless, ext rapolat ion of 
results should not  be made as the sample is clearly 
overselected and coming from a secondary-care pool of 
pat ients.

We found that  out  of  the total sample,  including 
patients with NOS PD (31% of the sample), patients with a 
cluster A diagnosis (16.29% of the total sample) the most 
f requent  MD was MDD, which is not  what  happens in the 
other two clusters; in cluster B (35.66% of the sample) and 

in cluster C (17.02% % of the sample) there was a higher 
f requency of  D. This is in l ine with previous l it erature. 57 
This also happens when we consider all t he PDs as a 
single group, that is, we can see that D appears in 18.9% 
of all pat ients independent ly of  what  personalit y cluster 
they belong to, while MDD appears only in 11.6% of all 
pat ients.  Pat ients with a cluster A PD diagnosis were the 
less frequent, representing 16.29% of the sample. The fact 
t hat  we have found a lower prevalence of  D in our sample 
does not  support  previous f indings. 61 According to these 
authors pat ients with D have more cluster A disorders. 
However,  Kool et  al (2000) considered MDD and double 
depression, this is the presence of  both MDD and D, not  
j ust  the presence of  D on it s own, what  could part ial ly 
explain the dif ference with our result s as we analyzed 
them separately.  To our knowledge; there are no other 
studies that  have found the same result s as Kool et  al.  
(2000) whilst  many support  ours.  In this cluster,  when 
we consider the presence of  any t ype of  MD we can see 
that  pat ients with paranoid PD are the most  f requent  as 
previously suggested. 

Cluster B PDs were t he most  f requent ,  wit h double 
t he f requency t han t he other two clusters.  Most  pat ient s 
wit h a MD in t his clust er suf fered eit her f rom a 
hist rionic or borderl ine disorder,  a f inding similar t o 
t hat  report ed elsewhere. 1 We must  say t hat  in previous 
l i t erature both t hese disorders have been found only 
in non-melanchol ic depression; 31,67 and as we have not  
dif ferent iat ed between dif ferent  t ypes of  depression 
it ’s possible t hat  t hese PDs are overrepresented,  j ust  
as other authors have found. 1 Nonetheless we have not  
come across any similar st udies t hat  have found such a 
high prevalence of  hist rionic pat ient s,  as normally t he 
most  common disorder associated t o MDs in t his cluster 
is borderl ine disorder. 1,68 Also in cluster B we found a 
clearly higher prevalence of  pat ient s wit h D,  af fect ing 
23.7% of the patients. 

As for pat ient s wi t h a diagnosis in clust er C,  we 
can say t hat  t hey fol low a very simi lar pat t ern of 
comorbidi t y t o t hat  f ound in clust er B pat ient s,  which 
is t o say t hat  t here are more comorbid wi t h D t han 
MDD.  The most  f requent ly diagnosed PD in t his clust er 
was dependent  PD,  t his,  again val idat es our met hod 
as i t  has also been report ed in many st udies. 69-71 As a 
mat t er of  int erest  showing t he import ance of  explor ing 
mood comorbidi t y in PD,  i t  has been consist ent ly 
report ed t hat  pat ient s wi t h a MD t hat  also have a 
clust er C PD have a worse response t o t reat ment , 
t ake longer t o respond and are more l ikely t o become 
chronic cases. 6,13,40,72,73

Final ly,  our f indings on comparat ive funct ional i t y 
are wit hin t he expect able,  wit h clust er A pat ient s 
funct ioning signi f icant ly worse and requir ing more 
hospit al  admissions,  demonst rat ing t he relat ively higher 
severit y of  some of  t hese PDs,  such as t he paranoid 
t ype. 74 On t he whole our f indings presented here add 
some l ight  t o knowledge about  comorbidit y among axes I 
and V wit h PDs and MDs,  t hey also st ress t he import ance 
of  comprehensive assessment  of  PDs as comorbidit y 
conveys import ant  impl icat ions for t reatment  and general 
out come. 

Table 2 Analysis of maj or depressive disorder (MDD), 
mood disorder (MD) and dysthymia in dif ferent  clusters  
of personality disordes (PD)

PD Cluster Absence of MDD Presence  
  of MDD

Cluster A 90% 10%
Cluster B 90.2% 9.8%
Cluster C 83% 17%
Pearson chi-square Asymp. Sig (2-sided) P=.005

PD Cluster Absence of dysthymia Presence  
  of  
  dysthymia

Cluster A 92.9% 7.1%
Cluster B 76.3% 23.7%
Cluster C 79.8% 20.2%
Pearson chi-square Asymp. Sig(2-sided) P=.0001

PD Cluster Absence of mood  Presence 
 disorders of mood  
  disorders

Cluster A 82.9% 17.1%
Cluster B 66.5% 33.5%
Cluster C 62.8% 37.2%
Pearson chi-square Asymp. Sig (2-sided) P=.0001

This cont ingency table shows that  both MDD and any mood 
disorder are most  prevalent  in cluster C PDs, whilst  D is more 
prevalent  in cluster B. These dif ferences analyzed using 
Pearson’s Chi-square, turned out  to be stat ist ically 
signiicant.



10 M. Vilaplana et  al 

References

1. Corruble E, Ginestet D, Gueli JD. Comorbidity of personality 
disorders and unipolar maj or depression: a review. J Affect  
Disord. 1996;37:157-70.

2. Boyce P, Parker G, Barnet t  B, Cooney M, Smith F. Personality as 
a vulnerability factor to depression. Br J Psychiatry. 1991;159: 
106-14.

3. Boyce P, Mason C. An overview of depression-prone personality 
t raits and the role of interpersonal sensit ivity. Aust  N Z J 
Psychiat ry. 1996;30:90-103.

4. Christensen MV, Kessing LV. Do personality traits predict irst 
onset  in depressive and bipolar disorder? Nord J Psychiat ry. 
2006;60:79-88.

5. Duberstein PR, Palsson SP, Waern M, Skoog I. Personality and 
risk for depression in a birth cohort of 70-year-olds followed 
for 15 years. Psychol Med. 2008;38:663-71.

6. Johnson JG, Cohen P, Kasen S, Brook JS. Personality disorder 
t raits associated with risk for unipolar depression during middle 
adulthood. Psychiatry Res. 2005;136:113-21.

7. Maier W, Lichtermann D, Minges J, Heun R. Personality traits in 
subj ects at  risk for unipolar maj or depression: a family study 
perspective. J Affect Disord. 1992;24:153-63.

8. Marchesi C, Bertoni S, Cantoni A, Maggini C. Is alexithymia a 
personality t rait  increasing the risk of depression? A prospect ive 
study evaluat ing alexithymia before, during and after a 
depressive episode. Psychol Med. 2008;38:1717-22.

9. Matsudaira T, Kitamura T. Personality t raits as risk factors of 
depression and anxiety among Japanese students. J Clin 
Psychol. 2006;62:97-109.

10. Pfohl B, Stangl D, Zimmerman M. The implicat ions of DSM-III 
personality disorders for pat ients with maj or depression. J 
Affect Disord. 1984;7:309-18.

11. Sakado K, Sato T, Uehara T, Sakado M, Kuwabara H, Someya T. 
The associat ion between the high interpersonal sensit ivity type 
of personality and a lifet ime history of depression in a sample 
of employed Japanese adults. Psychol Med. 1999;29:1243-8.

12. Joyce PR, Mulder RT, Luty SE, McKenzie JM, Sullivan PF, 
Cloninger RC. Borderline personality disorder in maj or 
depression: symptomatology, temperament , character, 
dif ferent ial drug response, and 6-month outcome. Compr 
Psychiatry. 2003;44:35-43.

13. Morse JQ, Pilkonis PA, Houck PR, Frank E, Reynolds CF III.  
Impact  of cluster C personality disorders on outcomes of acute 
and maintenance t reatment  in late-life depression. Am J 
Geriatr Psychiatry. 2005;13:808-14.

14. Mulder RT. Personality pathology and t reatment  outcome in 
major depression: a review. Am J Psychiatry. 2002;159: 
359-71.

15. Newton-Howes G, Tyrer P, Johnson T. Personality disorder and 
the outcome of depression: meta-analysis of published studies. 
Br J Psychiat ry. 2006;188:13-20.

16. Quilt y LC, De Fruyt  F, Rolland JP, Kennedy SH, Rouillon PF, 
Bagby RM. Dimensional personality t raits and t reatment  
outcome in pat ients with maj or depressive disorder. J Affect  
Disord. 2008;108:241-50.

17. Reich JH, Vasile RG. Effect of personality disorders on the 
t reatment  outcome of axis I condit ions: an update. J Nerv Ment  
Dis. 1993;181:475-84.

18. Sato T, Sakado K, Sato S, Morikawa T. Cluster a personality 
disorder: a marker of worse t reatment  outcome of maj or 
depression? Psychiatry Res. 1994;53:153-9.

19. Shea MT, Widiger TA, Klein MH. Comorbidity of personality 
disorders and depression: implicat ions for t reatment . J Consult  
Clin Psychol. 1992;60:857-68.

20. Gregory RJ. Axis I disorders are common in people with severe 
borderline personality disorder, but  decrease with t ime. Evid 
Based Ment Health. 2005;8:50.

21. Petersen T, Hughes M, Papakostas GI, Kant  A, Fava M, Rosenbaum 
JF, et  al.  Treatment -resistant  depression and Axis II comorbidity. 
Psychother Psychosom. 2002;71:269-74.

22. Pirkis JE. Borderline personality disorder, drug use disorder, 
and worsening depression or substance abuse are signiicant 
predictors of suicide at tempts in people with Axis I and II 
disorders. Evid Based Ment Health. 2004;7:25.

23. Reich J. The effect  of Axis II disorders on the outcome of 
t reatment  of anxiety and unipolar depressive disorders: a 
review. J Personal Disord. 2003;17:387-405.

24. Shea MT, Stout  RL, Yen S, Pagano ME, Skodol AE, Morey LC, et  
al.  Associat ions in the course of personality disorders and Axis 
I disorders over time. J Abnorm Psychol. 2004;113:499-508.

25. Zanarini MC, Frankenburg FR, Hennen J, Reich DB, Silk KR. Axis 
I comorbidity in pat ients with borderline personality disorder: 
6-year follow-up and predict ion of t ime to remission. Am J 
Psychiat ry. 2004;161:2108-14.

26. Berlanga C, Heinze G, Torres M, Apiquian R, Caballero A. 
Personality and clinical predictors of recurrence of depression. 
Psychiatr Serv. 1999;50:376-80.

27. Blom MB, Spinhoven P, Hoffman T, Jonker K, Hoencamp E, 
Haffmans PM, et  al.  Severity and durat ion of depression, not  
personality factors, predict  short  term outcome in the 
treatment of major depression. J Affect Disord. 2007;104: 
119-26.

28. Shea MT, Pilkonis PA, Beckham E, Collins JF, Elkin I,  Sotsky SM, 
et  al.  Personality disorders and t reatment  outcome in the NIMH 
Treatment  of Depression Collaborat ive Research Program. Am J 
Psychiatry. 1990;147:711-8.

29. Abrams RC, Alexopoulos GS, Young RC. Geriat ric depression 
and DSM-III-R personality disorder criteria. J Am Geriat r Soc. 
1987;35:383-6.

30. Black DW, Bell S, Hulbert  J, Nasrallah A. The importance of Axis 
II in pat ients with maj or depression. A cont rolled study. J Affect  
Disord. 1988;14:115-22.

31. Charney DS, Nelson JC, Quinlan DM. Personality t raits and 
disorder in depression. Am J Psychiat ry. 1981;138:1601-4.

32. Mulder RT, Joyce PR, Luty SE. The relat ionship of personality 
disorders to t reatment  outcome in depressed outpat ients. J 
Clin Psychiatry. 2003;64:259-64.

33. Sato T, Sakado K, Uehara T, Narita T, Hirano S. Personality 
disorder comorbidity in early-onset  versus late-onset  maj or 
depression in Japan. J Nerv Ment Dis. 1999;187:237-42.

34. Duggan CF, Lee AS, Murray RM. Does personality predict  long-
term outcome in depression? Br J Psychiatry. 1990;157:19-24.

35. Grilo CM, Sanislow CA, Shea MT, Skodol AE, Stout RL, Gunderson 
JG, et  al.  Two-year prospect ive naturalist ic study of remission 
from maj or depressive disorder as a funct ion of personality 
disorder comorbidity. J Consult Clin Psychol. 2005;73:78-85.

36. Ilardi SS, Craighead WE, Evans DD. Modeling relapse in unipolar 
depression: the effects of dysfunct ional cognit ions and 
personality disorders. J Consult Clin Psychol. 1997;65:381-91.

37. Kool S, Schoevers R, De Maat S, Van R, Molenaar P, Vink A, et al. 
Eficacy of pharmacotherapy in depressed patients with and 
without  personalit y disorders: a systemat ic review and meta-
analysis. J Affect Disord. 2005;88:269-78.

38. Kronmuller KT, Backenst rass M, Reck C, Kraus A, Fiedler P, 
Mundt  C. [Effect  of personality factors and st ructure on the 
course of major depression]. Nervenarzt. 2002;73:255-61.

39. Rothschild L, Zimmerman M. Personality disorders and the 
durat ion of depressive episode: a ret rospect ive study. J 
Personal Disord. 2002;16:293-303.

40. Viinamaki H, Hint ikka J, Honkalampi K, Koivumaa-Honkanen H, 
Kuisma S, Ant ikainen R, et  al.  Cluster C personality disorder 



Depressive Comorbidity in Personality Disorders 11

impedes alleviat ion of symptoms in maj or depression. J Affect  
Disord. 2002;71:35-41.

41. Abreu P, Zimmermann PR, Ceit lin LH, Pet ril lo MI, Prates de 
Lima L, Olichowski A, et  al.  [Co-morbidity of affect ive disorders 
and personality disorders]. Actas Luso Esp Neurol Psiquiat r 
Cienc Aines. 1991;19:81-7.

42. Brieger P, Ehrt  U, Bloeink R, Marneros A. Consequences of 
comorbid personality disorders in maj or depression. J Nerv 
Ment  Dis. 2002;190:304-9.

43. Cheour M, Tabbene K, Khiari G, Douki S. [Inluence of personality 
disorder on the course of manic-depressive il lness]. Encephale. 
1999;25:73-6.

44. Stankovic Z, Saula-Marojevic B, Potrebic A. Personality proile 
of depressive pat ients with a history of suicide at tempts. 
Psychiatr Danub. 2006;18:159-68.

45. Gunderson JG, Morey LC, Stout RL, Skodol AE, Shea MT, 
McGlashan TH, et  al.  Maj or depressive disorder and borderline 
personality disorder revisited: longitudinal interact ions. J Clin 
Psychiatry. 2004;65:1049-56.

46. Alnaes R, Torgersen S. Personality and personality disorders 
predict  development  and relapses of maj or depression. Acta 
Psychiatr Scand. 1997;95:336-42.

47. Gunderson JG, Stout RL, Sanislow CA, Shea MT, McGlashan TH, 
Zanarini MC, et  al.  New episodes and new onsets of maj or 
depression in borderline and other personality disorders. J 
Affect Disord. 2008;111:40-5.

48. Ramklint  M, Ekselius L. Personality t raits and personality 
disorders in early onset  versus late onset  maj or depression. J 
Affect Disord. 2003;75:35-42.

49. Bronisch T, Hecht  H. Maj or depression with and without  a 
coexist ing anxiety disorder: social dysfunct ion, social 
integrat ion, and personality features. J Affect  Disord. 
1990;20:151-7.

50. Casey P, Meagher D, Butler E. Personality, functioning, and recovery 
from major depression. J Nerv Ment Dis. 1996;184:240-5.

51. Spijker J, De Graaf R, Oldehinkel AJ, Nolen WA, Ormel J. Are 
the vulnerabilit y effects of personality and psychosocial 
funct ioning on depression accounted for by subthreshold 
symptoms? Depress Anxiety. 2007;24:472-8.

52. Newman JR, Ewing SE, McColl RD, Borus JS, Nierenberg AA, 
Pava J, et  al.  Tridimensional personality quest ionnaire and 
t reatment  response in maj or depressive disorder: a negat ive 
study. J Affect Disord. 2000;57:241-7.

53. Block JH, Gjerde PF, Block JH. Personality antecedents of 
depressive tendencies in 18-year-olds: a prospect ive study. J 
Pers Soc Psychol. 1991;60:726-38.

54. Patience DA, McGuire RJ, Scott AI, Freeman CP. The Edinburgh 
Primary Care Depression Study: personality disorder and 
outcome. Br J Psychiatry. 1995;167:324-30.

55. Peselow ED, Robins CJ, Sanilipo MP, Block P, Fieve RR. 
Sociot ropy and autonomy: relat ionship to ant idepressant  drug 
t reatment  response and endogenous-nonendogenous  
dichotomy. J Abnorm Psychol. 1992;101:479-86.

56. Reich JH. Effect of DSM-III personality disorders on outcome of 
t ricyclic ant idepressant -t reated nonpsychot ic outpat ients with 
maj or or minor depressive disorder. Psychiat ry Res. 1990;32: 
175-81.

57. Garyfallos G, Adamopoulou A, Karastergiou A, Voikli M, 
Sot iropoulou A, Donias S, et  al.  Personality disorders in 
dysthymia and maj or depression. Acta Psychiat r Scand. 
1999;99:332-40.

58. Sanderson WC, Wetzler S, Beck AT, Betz F. Prevalence of 
personality disorders in pat ients with maj or depression and 
dysthymia. Psychiat ry Res. 1992;42:93-9.

59. Weissman MM, Leaf PJ, Bruce ML, Florio L. The epidemiology of 
dysthymia in ive communities: rates, risks, comorbidity, and 
treatment. Am J Psychiatry. 1988;145:815-9.

60. Bienvenu OJ, Samuels JF, Costa PT, Ret i IM, Eaton WW, Nestadt  
G. Anxiety and depressive disorders and the ive-factor model 
of personality: a higher- and lower-order personality t rait  
invest igat ion in a community sample. Depress Anxiety. 
2004;20:92-7.

61. Kool S, Dekker J, Duij sens IJ, De Jonghe F. Maj or depression, 
double depression and personality disorders. J Personal Disord. 
2000;14:274-81.

62. Pepper CM, Klein DN, Anderson RL, Riso LP, Ouimet te PC, 
Lizardi H. DSM-III-R axis II comorbidity in dysthymia and maj or 
depression. Am J Psychiatry. 1995;152:239-47.

63. Hayden EP, Klein DN. Outcome of dysthymic disorder at 5-year 
follow-up: the effect  of familial psychopathology, early 
adversity, personality, comorbidity, and chronic st ress. Am J 
Psychiatry. 2001;158:1864-70.

64. Howland RH. Pharmacotherapy of dysthymia: a review. J Clin 
Psychopharmacol. 1991;11:83-92.

65. De Portugal E, Gonzalez N, Haro JM, Autonell J, Cervilla JA. A 
descript ive case-register study of delusional disorder. Eur 
Psychiatry. 2008;23:125-33.

66. American Psychiat ric Associat ion. Diagnost ic and stat ist ical 
manual of mental disorders. 4th ed. Washington, DC: American 
Psychiat ric Associat ion; 1994.

67. Davidson J, Miller R, Strickland R. Neuroticism and personality 
disorder in depression. J Affect Disord. 1985;8:177-82.

68. Alnaes R, Torgensen S. Personality and personality disorders 
among pat ients with maj or depression in combinat ion with 
dysthymic or cyclothymic disorders. Acta Psychiat r Scand. 
1989;79:363-9.

69. Boyce P, Parker G, Hickie I,  Wilhelm K, Brodaty H, Mitchell P. 
Personality dif ferences between pat ients with remit ted 
melancholic and nonmelancholic depression. Am J Psychiat ry. 
1990;147:1476-83.

70. Sato T, Sakado K, Sato S. DSM-III-R personality disorders in 
outpat ients with non-bipolar depression: the frequency in a 
sample of Japanese and the relat ionship to the 4-month 
outcome under adequate ant idepressant  therapy. Eur Arch 
Psychiatry Clin Neurosci. 1993;242:273-8.

71. Skodol AE, Stout RL, McGlashan TH, Grilo CM, Gunderson JG, 
Shea MT, et  al.  Co-occurrence of mood and personality 
disorders: a report  from the Collaborat ive Longitudinal 
Personality Disorders Study (CLPS). Depress Anxiety. 
1999;10:175-82.

72. Iacoviello BM, Alloy LB, Abramson LY, Whitehouse WG, Hogan 
ME. The role of cluster B and C personality disturbance in the 
course of depression: a prospect ive study. J Personal Disord. 
2007;21:371-83.

73. Viinamaki H, Tanskanen A, Koivumaa-Honkanen H, 
Haat ainen K,  Honkalampi K,  Ant ikainen R,  et  al .  Clust er C 
personal i t y disorder and recovery f rom maj or depression: 
24-mont h prospect ive fol low-up.  J Personal  Disord.  2003; 
17:341-50.

74. Alnaes R, Torgersen S. DSM-III personality disorders among 
pat ients with maj or depression, anxiety disorders, and mixed 
conditions. J Nerv Ment Dis. 1990;178:693-8.

75. Abela JR, Payne AV, Moussaly N. Cognitive vulnerability to 
depression in individuals with borderline personality disorder. 
J Pers Disord. 2003;17:319-29.

76. Comtois KA, Cowley DS, Dunner DL, Roy-Byrne PP. Relationship 
between borderline personality disorder and Axis I diagnosis in 
severity of depression and anxiety. J Clin Psychiat ry. 
1999;60:752-8.

77. De la Fuente JM, Bobes J, Vizuete C, Mendlewicz J. Biological 
nature of depressive symptoms in borderline personality 
disorder: endocrine comparison to recurrent  brief and maj or 
depression. J Psychiatr Res. 2002;36:137-45.



12 M. Vilaplana et  al 

78. Farabaugh A, Fava M, Mischoulon D, Sklarsky K, Petersen T, 
Alpert  J. Relat ionships between maj or depressive disorder and 
comorbid anxiety and personality disorders. Compr Psychiat ry. 
2005;46:266-71.

79. Fava M, Alpert JE, Borus JS, Nierenberg AA, Pava JA, Rosenbaum 
JF. Pat terns of personality disorder comorbidity in early-onset  
versus late-onset  maj or depression. Am J Psychiat ry. 1996; 
153:1308-12.


