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ABS TRACT
Background: Personality make individuals prone to particular affective states and
therefore, it may have a role in the etiology of mood disorders. Although Eysenck
Personality Questionnaire is. one of the most used personality instruments, few
studies have studied mood disorders using this scale. The purpose of this study
was to examine personality of patients with bipolar and major depressive
disorder and to explore the probable relationship between personality and
clinical presentation of the disorders. 
Methods: The Eysenck Personality Questionnaire- Abbreviated (EPQR-A) was
administered to 60 bipolar patients, 50 unipolar patients, and 50 controls. Both
bipolar and unipolar patients were in remission in the evaluation time. Hamilton
Depression Scale(HDS) and Young Mania Scale (YMS) were administrated to the
patients to evaluate the remission. The patients who scored on  HDS<8 and
YMS<6 were accepted as remitted patients. Clinical variables were obtained from
structured evaluations of patients and their first degree relatives.   
Results: Bipolar patients scored significantly higher on extraversion and
psychoticism than major depressive patients and healthy controls. The patients with
major depressive disorder had significantly higher neuroticism scores than bipolar
patients and healthy subjects. In addition, we observed significant associations
between clinical features and personality in both groups of patients. The personality
dimensions varied according to the presence of suicide attempt, psychotic episode
and mixed episode. In addition, some numerical variables, such as illness duration,
number of depression and mixed episode, were found to be associated with
personality dimensions 
Conclusion: These results show that, the personality profile differs between patients
with bipolar disorder and unipolar depression and healthy subjects and, may vary
according to different clinical presentations. (Arc hi ves of Neu ropsy chi atry 2013; 50: 15-22) 
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ÖZET 
Amaç: Ki#ilik özellikleri bireyleri belli duygulanımlara yatkın hale getirebilir ve dolayısı ile
duygudurum bozukluklarının etiyolojisinde bir rol oynayabilir. Yaygın kullanılmasına bir
ölçek olmasına ra$men ra$men, duygudurum bozukluklarında Eysenck ki#ilik envanteri
az sayıda çalı#mada kullanılmı#tır. Bu çalı#manın amacı duygudurum bozuklu$u olan
bireylerde ki#ili$i de$erlendirmek ve ki#ilik ile klinik görünüm arasındaki olası ili#kiyi
ara#tırmaktır.
Yöntem: Eysenck Ki#ilik Envanteri-Gözden Geçirilmi# Kısaltılmı# Form (EKA-GGK)
60 iki uçlu bozukluklu, 50 tek uçlu bozukluklu ve 50 sa$lıklı bireye uygulandı.
Katılımcılar test uygulaması sırasında iyile#me dönemindeydi. Hasta grubuna tam
remisyonu belirlemek amacı ile Hamilton Depresyon Ölçe$i (HDÖ) ve Young Mani
Ölçe$i (YMÖ)  uygulandı. Bu hastalardan YMÖ puanı< 6 ve HDÖ puanı<8 olan hastalar
iyile#mi# kabul edildi (9). Klinik de$i#kenler hastalarla ve onların birinci derece
yakınları ile gerçekle#tirilen yapılandırılmı# görü#meler ile elde edildi.
Bulgular: "ki uçlu olgular sa$lıklı kontrollerden ve tek uçlu depresyonlulardan daha
yüksek dı#adönüklük ve psikotisizm skorlarına sahipti. Tek uçlu olgular ise iki uçlu
olgular ve sa$lıklı kontrollerden anlamlı olarak daha yüksek nörotisizm skorlarına
sahipti. Ayrıca her iki hasta grubunda klinik özelliklerle ki#ilik skorları arasında
anlamlı ili#kiler bulundu. "ntihar giri#imi, psikotik özellikli atak ve karma atak varlı$ı
ve baskın atak tipine göre ki#ilik boyutları farklılık gösteriyordu. Ayrıca sayısal
de$i#kenlerden hastalık süresi, depresyon sayısı ve karma epizod sayısı gibi bazıları
ki#ilik boyutları ile ili#kili bulundu.
Sonuç: Çalı#mamızın sonuçları ki#ilik profilinin iki uçlu bozukluk ve tek uçlu
depresyonlu hastalar ile sa$lıklı kontrollerde farklıla#tı$ına ve farklı 
klinik görünümler ba$lamında çe#itlilik kazanabilece$ine i#aret etmektedir.  
(Nö rop si ki yat ri Ar fli vi 2013; 50: 15-22)
Anah tar ke li me ler: "ki uçlu bozukluk, depresyon, ki#ilik, klinik özellikler 
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Introduction 

One of the main approaches in classification of personality
assumes that personality is composed of multiple dimensions

which represent different characteristics. Accordingly, each
person is at a different point in each of these dimensions. In
other words, each person has a different degree of introversion,
egoism, conventionalism etc. According to this approach which



is called dimensional approach, personality disorders are
located in the extremes of these dimensions. Namely, they are
extreme conditions of normal personality characteristics. In
dimensional approach, there is a distribution which shows a
continuousness in succession instead of dual classification
(1,2).

One of the first introducers and defenders of the dimensional
approach in relation to personality is definitely Eysenck. While
Eysenck included the dimensions of neurotism-stability and
extraversion-intraversion when the personality theory was
developed for the first time, the dimension of psychotism was
added later (3). Extraversion represents sociality and impulsivity
and people who have high scores for this dimension are defined
as sociable people who love to communicate with other people
and prefer to be with other people rather than being alone.  It has
been proposed that the dimension of neurotisism indicates
emotional instability or excessive reactiveness and people who
have high scores for this dimension may be axious, depressive,
stressful, timid and extremely emotional and may have low self-
confidence.  The dimension of psychotism mostly represents
extra-ordinary personality characteristics including stolidity,
uncompanionability, agressiveness, lack of confidence,
indifference, peculiarity, lack of empathy, criminality and
insensitivity to other people (2). It was found that the
discriminative personality characteristics described by Eysenck
were related with certain emotions and behaviors. Neurotisism
was found to be related with axiety, fear, depression, low self-
respect and tendency to display emotional and unreasonable
behavior. Extrovertion was associated with sociality, enjoying to
attend parties and make jokes, having many friends, impulsivity,
uncontrolled emotions and displaying unreliable personality
characteristics sometimes.  Finally, psychotism was found to be
related with agressiveness, keeping oneself apart, antisocial
behaviour and insensitivity to other people (1,2). Eysenck reported

that these discriminative personality characteristics represented
dimensions which were independent from each other (4,5).

Spectrum approach in mood disorders emphasizes mood
disorders which are discriminated from normal variations with
varying degrees rather than strict descriptive criteria. Thus, it
has been recently reported that various mood disorders may be
located in the spaces described by classifications of emotion-
related individual differences including personality scales. The
ralation between normal variation (personality) and
psychopathology in behaviour, emotion and cognition has been a
subject of investigation in psychology for many years. It is
thought that personality characteristics affect mood and thus,
emotion and mood may explain the individual differences in the
long term. For example, negative emotion and depressive
symptoms may be predicted with personality characteristics
including neurotisism and anxiety. Impulsivity which is a property
of extraversion was associated with intensive positive emotion
and hypomania in a non-clinical sample and with elevated mood
in bipolar disorder (6,7). Currently, it is proposed that there are
notable differences in personality in bipolar spectrum disorders
which is not surprising. However, limited number of studies
address personality differences in mood disorders in the context
of Eysenck’s dimensional approach. On the other hand, strong
evidence suggest that the Eysenck Personalty Inventory may be
a good indicator in mood disorders. Firstly, it can discriminate the
individuals with a normal neurotisism scale from individuals with
mood disorders. Secondly, neurotisism and extraversion scales
are related with an excessive tendency to positive and negative
moods. In addition, investigators after Eysenck also mentioned
the relation of these two personality dimensions with reward
and punishment systems. It is well known that neurotic
intraversion is hypersensitivity to punishment associated with
personality weakness in unipolar depression, though this is not
so clear in bipolar disorder (8). 

Table 1. Sociodemographical properties of the groups 

Diagnosis  
Bipolar (n=60) Unipolar (n=50) Control (n=50) Statistics p

Mean  age 33.8±8.8 35.8±6.8 31.9±9.5 F=2.75 df=2 0.186

Gender Female 32 (20.0%) 30 (18.8%) 26 (16.2%) !2=0.754 df=2 0.686

Male 28 (17.5%) 20 (12.5%) 24 (15.0%)

Occupation Unemployed 12 (20%) 1 (2%) 5 (10%) !2=22.05df=4 0.08

Employed 33 (55%) 26 (52%) 39 (78%)

Housewife 15 (25%) 23 (46%) 6 (12%)

Medeni Durum Single 20 (12.5%) 3(1.9%) 13 (8.1%) !2=15.08 df=4 0.005

Married 36 (22.5%) 36(22.5%) 31 (19.4%)

Widow 4 (2.5%) 11(6.9%) 6 (3.8%)

Education period (years) 9.6±3.4 8.8±2.2 9.4±2.9 F=0.90 df=2 0.194

Residence Village 1 (.6%) 0 (.0%) 0 (.0%) !2=2.55 df=4 0.636

Town 22 (13.8%) 23 (14.4%) 20 (12.5%)

City 37 (23.1%) 27 (16.9%) 30 (18.8%)
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Although there are many studies reporting personality
differences both in bipolar disorder and unipolar disorder, limited
number of stuides have examined the three dimensional
hypothesis of personality.  However, mood disorders have a
heterogeneous appearance in terms of clinical properties and
prognosis. This suggests that different dimensional appearances
of personality in individuals with mood disorders may be related
with different characteristics of clinical prognosis. However, to
our knowledge there is no study which evaluated individuals
with mood disorders in terms of the relation between clinical
properties in the recovery period and Eysenck’s personality
dimensions. Thus, we aimed to compare the subjects with
bipolar disorder and unipolar depression in terms of Eysenck’s
personality dimensions both between themselves and with
healthy controls and investigate if the different clinical pictures
in both patient groups were related with personality dimensions.
We assumed that bipolar patients would have higher
extraversion and psychotism scores and lower neurotisism
scores compared to unipolar subjects and presence of mixed
attacks and dominant attack type in bipolar disorder and
presence of psychotic attack and suicide in both patient groups

would have different relations with personality dimensions.  

Method

This study which had a cross-sectional design was
conducted after obtaining written informed consent from the
patients who were diagnosed as Unipolar Depression and
Biploar Disorder according to DSM-IV-TR diagnositic criteria.
The patients were attempted to be reached when they presented
to the psychiatry outpatient clinic for follow-up vizits or by phone
calls. The diagnoses were confirmed using SCID I and SCID-II.
Study inclusion criteria included: being at the age of 18-65 years,
being in remission for at least two months (both by SCID and
scale scores). Individuals who had organic patholgoies which
could lead to cognitive functions (neurological or physical
illness, substance use or abuse, ECT in the last one year, history
of intoxication or brain trauma), who had an accompanying
diagnosis of axis I or II and bipolar patients with a course of rapid
cycling were excluded from the study. A total of 77 bipolar and 65
unipolar individuals were reached. 7 of the bipolar subjects were
excluded becuse they did not give consent and 10 were excluded

Tablo 2. Comparison of the clinical properties in the patient group 

"ki uçlu bozukluk Tek uçlu bozukluk
n=60 n=50 p

Familial history  of psychiatric No 11 (10.0%) 20 (19%) !2=0.049 df=1 0.025
disease

Suicidal attempt Yes 49 (44.5%) 30 (29.5%)

Mean suicide number No 31 (28.2%) 27 (24.5%) !2=0.06 df=1 0.807

Yes 29 (26.4%) 23 (20.9%)

Age at the time of first suicidal attempt 1.5±0.7 1.5±0.73 t=-0.19 df=50 0.865

Determinant of the 23.8±4.8 32.4±6.04 t=-5.73 df=50 < 0.001
attack

Last depressive Yes 47 (88.2%) 20 (40%) !2=23.29 df=4 < 0.001

attack No  13 (11.8%) 30 (60%)

Smoking No 14 (8.8%) 16 (10.0%) !2=7.52 df=2 0.310

Yes 46 (28.8%) 34 (21.2%)

Use of alcohol 

No 47 (29.4%) 45 (28.1%) !2=5.158 df=2 0.100

Var 13 (8.1%) 5 (3.1%)

Age at the time of disease onset 24.80±7.16 30.14±6.22 t=-4.12 df=108 <0.001

Disease period (years) 9.05±7.96 5.74±3.55 t=2.72 df=108 0.009

Number of hospitalizations 2.91±1.76 1.58±0.53 t=5.15 df=108 < 0.001

Total attacks 5.13±2.18 3.34±1.66 t=4.76 df=108 < 0.001

Number of mania 2.20±1.00 -- --

Number of depression 2.46±1.43 3.34 ±1.66 t=-2.96 df=108 0.005

Number of mixed periods 0.48±0.67 -- --

Psikotik özellikli atak sayısı 2.02±0.76 1.60±0.51 t=1.66 df=45 0.010
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because they did not meet the inclusion criteria (three subjects
had a co-diagnosis of personality disorder, three patients had
organic pathology, two had mental retardation, one had a co-
diagnosis of anxiety disorder, one had a course of rapid cycling).
The study was conducted with 60 patients with bipolar disorder.
5 of the patients with unipolar disorder were excluded from the
study because they did not give consent and 10 were excluded
from the study because they did not meet the inclusion criteria (5
patients had organic pathology and 5 patients had a co-
diagnosis of personality disorder). The study was conducted
with 50 individuals who had unipolar disorder. Mood periods
were retrospectively evaluated for mania, hypomania, mixed
period and depression using the DSM-IV checklist. Clinical
variables were obtained by structured interviews performed with

the patients and their first-degree relatives. These included the
type and number of previous mood episodes, hospitalization
numbers, disease onset age, the type of the first mood episode,
the type of the last mood episode, lifetime experience of
psychotic attack and suicidal behavior.  Additionaly, demographic
information, psychiatric co-diagnosis and history of psychiatric
disease in first-degree relatives were also evaluated. Outpatient
and inpatient records were also used to obtain detailed clinical
and demographic properties. The control group consisted of 50
healthy volunteers matched in terms of age, gender, education
and socioaculture who gave written consent and who presented
to our outpatient clinic for health committee evaluation and met 

the study inclusion criteria. The Hamilton Depression Scale 

Table 3. Comparison of personality dimensions of the groups according to the distribution of diagnosis 

CLINICAL SCALE BIPOLER UNIPOLER HEALTHY Post-hoc
(BP)  (n=60) (UP) (N=50) (H) (N=50) p comparison

Neuroticism 3.4±0.9 5.3±0.7 3.5±0.8 F=82.03 df=2 0.001 TU>SK; TU>"U

Extraversion  4.2±1.2 1.3±0.5 2.3±0.5 F=192.9 df=2 <0.001 "U>TU; "U>SK; TU>SK

Psychoticism 3.1±.7 1.6±0.5 1.5±0.5 F=125.9 df=2 0.001 "U>TU; "U>SK

Table 5. Personality dimensions in patients with bipolar disorder according to the predominant attack type 

BIPOLAR DISORDER UNIPOLAR DISORDER Statistics P Comparison between 
Predominant attack type groups

Depressionn Mania  
(N=35) (N=25)

Neuroticism 3.5±0.8 3.3±1.2 5.3±0.7 F=12.3 df=2 0.303 TU>"U1 ; TU>"U2

Extraversion 4.9±0.7 3.3±0.9 1.3±0.4 F=167.5 df=2 0.001 "U2>"U1; "U2>TU; U1<TU

Psychoticism 3.5±0.7 2.7±0.6 1.6±0.5 F=139.1 df=2 0.011 "U2>"U1; "U2>TU; "U1>TU

Table 4. Comparison of the personality dimensions of the groups according to presence of suicidal attemp

CLINICAL BIPOLAR DISORDER  UNIPOLAR HEALTHY  Statistics P Post-hoc
SCALE Suicidal attempt Suicidal attempt N=50 comparisons

No  (N=31) Yes    N=(29) No  (N=27) Yes  (N=23)

Neuroticism 3.3±1.1 3.5±0.8 5.4±0.6 5.2±0.7 3.5±0.8 F=41.5 df=4 <0.001 TU1>"U1

Extraversion 3.7±1.2 4.8±0.9 1.2±0.4 1.4±0.5 2.7±1.5 F=120.5 df=4 0.002 "U1>"U2; "U1>TU1

Psychoticism 2.9±0.7 3.3±.7 1.6±0.5 1.6±0.5 1.5±0.5 F=66.7df=4 0.001 U1>"U2; "U1>TU1

Table 6. Personality dimensions of the groups according to presence of psychotic attacks 

CLINICAL BIPOLAR DISORDER UNIPOLAR DEPRESSION HEALT Statistics P Post-hoc
SCALE HY comparisons

Psychotic Psychotic Psychotic Psychotic N=50
attack attack attack attack
(+)  n=36 (-) n=24 (+)n=10 (-) n=40

Neuroticism 3.3±0.8 3.54±1.1 5.5±0.8 5.2±0.6 3.5±0.8 F=41.4 df=4 <0.001 TU1>"U1, "U2

Extraversion 4.5±0.9 3.8±1.3 1.2±0.4 1.4±0.5 2.7±1.5 F=106.2 df=4 0.001 "U1>"U2; 
"U1>TU1, TU2

Psychoticism 3.2±0.8 3.1±0.7 1.9±0.3 1.6±0.5 1.5±0.5F=64.1 df=4 <0.001 "U1>TU1
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(HDS), Young Mania Scale (YMS) and SCID were applied to the
control group.  Individuals who had no current or previous axis I
or II diagnosis and whose first degree relative had no axis I or II
diagnosis were included in the study. 

Personality dimensions were evaluated when the patients
were in the complete recovery period according to DSM-IV. HDS
and YMS were applied in the patient group to determine
complete remission. The patients who had a YMS score of <6
and a HDS acore of <8 were considered recovered (9). The
sociodemographic and clinical Information Form and Eysenck
Personality Questionnaire-Revised Short Form (EPQ-RSF) were
applied in the patient and control groups. The related clinical
evaluation scales were applied by the investigators in the
outpatient and clinical settings.  

Sociodemographic and Clinical Information Form 
A sociodemographic and clinical information form which was

prepared in accodance with the information obtained from the
clinical experience and sources screened considering the aims
of the study was used in all subjects. This form included
questions about age, gender, education level, marital status,
profession, employment status, the family’s income level, people
with whom the patient lived, residence site, age of disease onset,
disease period, number of hospitalizations, frequency of manic
attacks, frequency of depressive attacks, alcohol and substance
abuse and suicide attempt.  

The Hamilton Depression Scale 
The HDS is the most commonly used scale among

depression scales. It is used to measure the severity of
depression or determine the symptom pattern after the diagnosis
is made by a clinician and is filled out by the interviewer. HDS is
frequently used in our country to measure the level of depression

and a study for its Turkish validity and reliability was performed
by Aydemir et al. (10)

The Young Mania Scale  
It is a scale prepared to be used to measure the severity and

change of manic state and is filled out by the interviewer. In our
country, a study for its Turkish validity and reliability was
performed by by Karada$ et al. (11).

The Revised Eysenck Personality Questionnaire- Short Form 
(EPQR-S)
Francis et al. prepared EPQR-S by revising the Eysenck

Personality Questionnaire (2) and the short form of the same
questionnaire (48 items) (1). The questionnaire has 24 items and
evaluates personality in 3 main factors: extraversion,
neurotisism and psychotism. In addition, it was aimed to prevent
bias during application of the questionnaire and check its validity
with the Lie subscale. In this questionnaire in which each factor
is evaluated with 6 items, the participant is asked to answer 24
questions as yes (1) or no (0). For each personality characteristic
the score which can be gained ranges between 0 and 6 (12). The
questionnaire has 24 items and evaluates personality in 3 main
factors: extraversion, neurotisism and psychotism. A study for its
Turkish validity and reliability was performed (13).

Statistical Analysis
SPSS 16.0 program was used for statistical analysis. Mann-

Whitney U test was used for comparison of the mean values of
parametric variables between two groups. If there were more
than two groups, the ANOVA test was used. The Tukey test was
applied post hoc to show which two groups caused possible
significant differences. The Chi-square test was used to
evaluate the differences between the groups. Pearson
correlation coefficients were calculated to determine the linear
relationship between numerical variables. The data were given
as mean ± standard deviation. A p value of <0.05 was considered
statistically significant.  

Results 

Socio-Demographic Properties 
50 of 160 individuals who were included in the study were

healthy controls (HC), 60 had a diagnosis of bipolar disorder and
50 had a diagnosis of unipolar depressive disorder. 55% of the
participants were female (n=88) and 45% (n=72) were male. The
mean age was 33,9±8,8 years for the bipolar group, 35,8±6,8 years
for the unipolar group and 31,9±9,5 years for the healthy controls.
No statisitcally significant difference was found between the
groups in terms of age and gender.  In the bipolar group, single
patients were found with significantly higher rate. There was no
significant difference between the groups in terms of education
time. Most of the participants were living an the urban area in
both the patient groups and the healthy controls. The
sociodemographic properties of the groups included in the study
are given in Table 1.  

Clinical Properties 
The age at onset of the disease was 24.8±7.1 years in the

bipolar disorder group, while it was 30.1+6.2 years in the unipolar
depression group. When the groups were compared in terms of
age at onset of the disease, it was observed that the disease
started at a statistically significantly earlier age in bipolar subjects
compared to unipolar subjects. When the groups were compared
in terms of presence of suicide attempt and mean number of
suicides, no statistically significant difference was found between

Table 7. Relations between numerical clinical variables and personality
dimensions 

BIPOLAR DISORDER                    Neuroticism   Extraversion    Psychoticism
Age  0.119 0.188 0.098
Education period -0.006 -0.157 0.192
Age at the time of disease onset 0.163 -0.252 -0.033
Disease period 0.114 0.470** 0.218
Number of depressive attacks 0.107 0.689** 0.303*
Number of manias -0.007 0.020 -0.138
Number of mixed attacks 0.407** 0.477** 0.689**
Total number of attacks 0.194 0.568** 0.325*
suicide attempts 0.086 0.258 0.203
YMS -0.110 0.057 -0.051
HDS -0.075 0.058 -0.140
UNIPOLAR DEPRESSION
Age 0.073 -0.439** 0.006
Education period -0.354* -0.137 0.186
Age at the time of disease onset -0.112 -0.416** 0.185
Disease period 0.425** -0.012 -0.408**
Number of depressive attacks 0.472** -0.249 -0.266
Number of suicide attempts 0.223 0.076 -0.410
HDS -0.157 0.058 -0.493
*p <0.05   ** p<0.001
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the groups.  When the ages at the first suicide attampt were
evaluated, it was found that bipolar patients attempted suicide at
a significantly earlier age. When the groups were compared in
terms of total disease time and total attack number, it was found
that bipolar patients experienced significantly more attacks and
had a significantly longer total disease time. The mean number of
attacks in one year was also significantly higher in bipolar
patients.  There was a statistically significant difference between
the groups in terms of the mean hospitalization number. The mean
hospitalization number was higher in the bipolar group.  There was
a statistically significant difference between the two groups in
terms of the number of psychotic episodes. Bipolar patients had a
higher number of psychotic episodes.  A significant difference
was found in terms of familial history of psychiatric disease
between the two groups. A familial history of psychiatric disease
was found with a significantly higher rate in bipolar patients
compared to unipolar patients. A statistically significant
difference was found between the groups in terms of the predictor
for the last depression episode. Last depression attacks had no
predictor in most of the patients with major depression (p<0.001).
There was no statistically significant difference between the
groups in terms of smoking and alcohol consumption. The clinical
properties of the groups included in the study are given in Table 2.

Comparison of the Groups in Terms of Personality 
Dimensions 
In the Eysenck’s neurotisisim subscale, subjects with

unipolar depression scored statistically significantly higher
compared to both the bipolar patients and the control group. In
the Eysenck’s extraversion subcale, the bipolar subjects scored
significantly higher compared to the controls and unipolar
subjects and the healthy controls scored significantly higher
compared to the unipolar subjects. In the Eysenck’s psychotism
subscale, subjects with bipolar disorder scored significantly
higher compared to the healthy controls and unipolar subjects
(Table 3).

Relation Between Suicide and Personality Dimensions   
Bipolar and unipolar subjects were divided into two groups

as the ones with and without suicide attempt. Afterwards, multi
comparisons were made both between themselves and with the
healthy contols. When the bipolar subjects with suicide attempt
were compared with the other groups, they were found to have
scored significantly higher in the psychotism and extraversion
subscales (F=66.7 df=4; F=120.5 df=4, respectively, p<0.05). There
was no significant difference between the bipolar subjects with
and without suicide attempt in the Eysenck’s neurotisism
subscale, but the unipolar subjects with suicide attempt scored
significantly higher compared to the bipolar subjects with and
without suicide attempt  (F=41.5, df=4, p<0.05) (Table 4). 

The bipolar and unipolar subjects were divided in double
groups in themselves according to presence of repetetive
suicide attempts and were compared in terms of personality
dimensions. The bipolar subjects with repetetive suicide
attempts did not show significant difference compared to the
ones without repetetive suicide attempts in terms of personality
dimensions. In addition, unipolar subjects with repetitive suicide
attempts had higher scores compared to the ones without
repetitive suicide attempts in the neurotisism subscale (F=21.5,
df=3, p<0.001). It was found that unipolar subjects with repetetive
suicide attempts had significantly higher scores in the Eysenck’s
neurotisism subscale compared to both bipolar disorder groups
(F=21.53, df=3; p<0.05).  In addition, it was found that unipolar
subjects with repetitive suicide attempts had lower scores for
psychotism and higher scores for extraversion compared to the

ones without repetitive suicide attempts (F=34.1 ,df=3 ve F=84.9
df=3, respectively, p<0.001). 

Clinical Properties and Personality Dimensions in Bipolar 
Disorder 
The bipolar group was divided into two groups according to

experience of at least one mixed episode. Afterwards, they were
compared in terms of personality dimensions between
themselves. 23 of the subjects (38%) experienced at least one
mixed episode during the course of the disease. A significant
difference was found between the two groups in terms of
Eysenck’s extraversion and psychotism subscale scores. The
subjects who experienced mixed episodes had significantly
higher scores (4,9±0,6 vs 3,8± 1,2; p<0.001, Z= -3.960 and 3.8±0.4
vs 2.8±0.6; respectivley,  p<0.001,  Z= -3.594; p<0.001, Z= -5.404)

The bipolar subjects were divided into two groups in terms of
displaying agressive behaviour during hospitalization and were
compared in terms of personality dimensions. 42% (n=2555) of
the subjects showed agressive behavior. A significant difference
was found between the two groups in terms of Eysenck’s
extraversion subscale scores. The ones who showed agressive
behavior had significantly higher scores (5.2±0.5 vs 3.6±1.1;
p<0.001, Z= -5.376).  

The first episode in 52% of the bipolar subjects (n=31) was
depression. No significant difference was found between the
bipolar subjects who had depression or mania as the first
episode in terms of Eysenck’s extraversion, neurotisism and
psychotism subscale scores (Z=-0.13, Z=-1.49 and Z=-2.11,
respectively, p>0.05 ). The bipolar subjects were divided into two
groups according to numerically predominant episode type
(mania or depression) and were compared between themselves
and with unipolar subjects. 58% (n=35) of the bipolar subjects
had depression as the numerically predominat episode. The
scores for extraversion and psychotism were significantly higher
in bipolar subjects with depression as the numerically
predominat episode compared to both the bipolar subjects who
had mania as the numerically predominat episode and unipolar
subjects (F=167.5, df=2 and F=139.1 df=2, p<0.001). Neurotisism
scores were not significantly different between the groups
(F=12.3, df= 2, p>0.05) (Table 5). 

Psychotic Mood Episodes and Personality Dimensions 
The patient groups were divided into double groups as the

ones with and without psychotic episode. Afterwards, multi
comparisons were made both between themselves and with the
healthy control groups. It was found that the bipolar subjects
with psychotic episode scored significantly higher in the
Eysenck’s extraversion subscale compared all other groups
(F=106.2, df=4, p<0.001).  No significant difference was found
between bipolar subjects with and without psychotic episode in
the Eysenck’s neurotisim subscale, while the unipolar subjects
with psychotic episode scored significantly higher compared to
the bipolar subjects with and without psychotic episode  (F=41.4,
df=4, p<0.001) (Table 6). 

Relations between Numerical Clinical Variables and 
Personality Dimensions in the Patient Group
Pearson correlation analysis was performed for each group

seperately to determine the relation between numerical clinical
variations and personality dimensions. Disease time, depressive
episode number and number of mixed episodes were found to be
significantly positively related with extraversion scores in
bipolar subjects. The number of depressive attacks was
positively related with psychotism and the number of mixed
attacks was positively related with psychotism and neurotisism.
In subjects with depression, disease time and the number of
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depressive episodes were positively related with neurotisism
and education time was negatively related with neurotisism. Age
and age at the time of onset of disease were significantly
negatively related with extraversion scores. Disease time was
found to be significantly negatively related with psychotism
scores. Correlation coefficients and significance levels related
with the analyses are given in Table 7.

Discussion 

The results of our study showed that bipolar subjects had
higher scores for extraversion and psychotism and unipolar
depressive subjects had higher scores for neurotisism
compared to the healthy controls.  In both patient groups, it was
noted that presence of history of suicide and psychotic episode
was closely related with personality dimensions. In addition, our
findings suggested that there were differences in personality
dimensions according to presence of mixed episode and
predominant episode type in bipolar subjects. When the relation
of personality dimensions with numerical clinical variables was
examined, disease time and the number of depressive episodes
were related with extraversion and psychotism in bipolar
subjects, while the number of mixed episodes was found to be
related with all three personality dimensions. In patients with
unipolar disorder, age and age at the time of onset of disease
were negatively related with extraversion and disease time, the
number of depressive episodes was positively related with
neurotisism and disease time was positively related with
psychotism.     

In our study, it was found that unipolar subjects scored
statistically significantly higher in the Eysenck’s neurotisism
subscale compared to both the bipolar subjects and the control
group.   In our study, bipolar subjects scored significantly higher
compared to the controls and unipolar subjects and the healthy
controls scored higher compared to the unipolar subjects in the
Eysenck’s extraversion subscale. Limited number of studies
comparing bipolar and unipolar subjects and healthy controls in
terms of Eysenck’s personality dimensions have been conducted
up to the present time (8,17). In the first of these studies, it was
reported that unipolar subjects had high scores for neurotisism
and low scores for extraversion (17). Currently, Smillie et al. (8)
compared unipolar and bipolar subjects in the euthymic episode
with healthy controls in terms of Eysenck’s personality
dimensions. As a result of the study, they found that the unipolar
subjects had higher scores for neurotisim and lower scores for
extraversion compared to healthy controls. The results of our
study support this finding. As previously reported, this result
supports the view that there is an increased sensitivity for
punishment in depressive patients arising from being neurotic
and intraverted (1,2). 

In our study, it was found that bipolar subjects scored higher
compared to to the controls and unipolar subjects and the
healthy controls scored higher compared to the unipolar
subjects in the Eysenck’s extraversion subscale. Gray’s
punishment system which has a biological base is probably the
most valuable hypothesis which can explain the relation
between neurotisism and negative emotion. This punishment
system is thought to reflect the characteristics of two
personality dimensions including high neurotisism and low
extraversion differentiating unipolar patients from the controls.
On the other hand, it would not be wrong to expect high
extraversion and psychotism in bipolar disorder which is
characterized by impulsivity and high affection (2,8). The result of

our study in terms of bipolar patients supports this view.
However, there are also studies reporting that bipolar subjects
had higher scores for neurotisim and lower scores for
extraversion compared to the healty controls (8) and were not
different from the healthy controls in terms of personality
dimensions (18) in the literature. Smillie et al. reported that
bipolar patients had high scores for neurotisism and low scores
for extraversion in their study. This contradicts with the result of
our study. The authors of this study suggested that this was a
surprising result because of several reasons. One of these is the
fact that the excessively working reward system which is the
reflection of personality gap which is thought to cover high levels
of neurotisism, extraversion and probably psychotism is active in
the manic episodes of the disease. Secondly, the positive
relation betwen psychotism and extraversion can be predicted
with the role of impulsivity which is positively related with these
two personality characteristics (8).

In our study, it was noted that bipolar subjects with suicide
attempt had higher scores for extraversion and psychotism. In
bipolar subjects, the role of personality is also mentioned in
addition to many risk factors related with suicide and the effect
of impulsivity on suicide is emphasized. It has been reported that
high impulsivity level In bipolar subjects may be a predictor for
suicide both in the active period of the disease and in the
recovery period (19). It is suggested that extraversion and
psychotism are precursors of impulsivity in individuals with
suicide attempt and may be among the predictors of suicide
(20). Thus, the finding of our study supports this literature
information. On the other hand, suicide attempt was found to be
related with high neurotisism scores in unipolar subjects. A
study conducted with individuals with alcohol dependence
reported that high level of neurotisism was related with suicide
attempt (21). Carli et al. reported that high level of neurotisism
had a predictive effect on insomnia and suicide behavior in
prisoners. In addition, there are studies reporting that Eysenck’s
personality dimensions are not predictive for suicide in
depressive individuals (22). Longitudinal studies with large
samples are needed to determine if personality dimensions have
a predictive role for suicide in unipolar subjects.  

In our study, it was noted that bipolar subjects who
experienced psychotic episode had higher scores for
extraversion and unipolar subjects who experienced psychotic
episode had higher scores for extraversion. It has been reported
that bipolar subjects who have experienced psychotic mood
episodes experience more episodes, have a worse disease
prognosis and their cognitive functions are impaired with a
greater degree (23). The high level of extraversion which we
found in bipolar subjects could be one of the reasons or a result
of higher number of disease episodes and bad prognosis. If this
condition is a reason for bad prognosis clinically, interventions
directed to extroverted personality in the interval periods of the
disease may contribute to improvement in the prognosis.
Examination of this subjects in longitudinal studies may be
beneficial to improve the disease prognosis especially in bipolar
subjects who have experienced psychotic episode. In the
literature, it is reported that unipolar subjects who have
experienced psychotic mood episode have bad disease
prognosis and a paranoid/schizotypal personality pattern (24).  In
our study, it was noted that psychotic personality characteristics
were not observed with a high rate in this patient group. This may
be a difference arising from the scales used or may be related
with the fact that the patients who experienced pscyhotic
episode in our study experienced a higher number of episodes
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and had longer disease times. Larger longitudinal studies with
homogeneous samples are needed to elucidate this.        

In our study, it was found that bipolar subjects who had
experienced at least one mixed episode throughout the clinical
course had significantly higher scores for extraversion and
psychotism. To our knowledge, there is no study conducted on
this subject until the present time. The finding of our study may
be interpreted as follows: mixed episodes may be depressive
syndromes added to the underlying extroverted and psychotic
personality. From a different point of view, presence of these
personality characteristics together at different levels may
predispose bipolar individuals to experience mixed episodes.
Another interesting finding of our study was the fact that bipolar
subjects with predominant depression episodes had significantly
higher scores in extraversion and psychotism subscales
compared to both bipolar subjects with predominant mania
episodes and unipolar subjects. To our knowledge, there is no
study comparing bipolar subjects in terms of personality
dimensions according to the predominant episode type. The fact
that the subjects with depression polarity had a lower
serotonergic activity compared to the subjects with mania
polarity might explain the high extraversion levels which we
found in our study  (25,26). Confirmation of this view with studies
in which biological markers are also used may cause to a
significant development in treatment of these patients.  

In our study, it was noted that the number of depressive and
mixed episodes and disease times were related with the
personality dimension of extraversion in bipolar subjects. This
finding suggests that chronicity of the disease and the number of
episodes may have an effect on personality.  This is a previously
reported finding which supports the view that each episode
experienced cause to impairment in cognitive functions by
leading to neurotoxicity (27). The other point of view is that
extroverted personality characterstics may be effective in
chronicity of the disease and higher number of episodes.
However, our study can not explain the relation between
personality and the number of episodes fully, since it has a
cross-sectional design. It is clear that prospective studies are
needed in this area. One of the limitations of our study is the
small sample used. On the other hand, the cross-sectional
design of our study makes it difficult to make interpretation about
the cause and effect relation between personality and clinical
picture and disease prognosis. As in many studies related with
mood disorders, the patients were receiving drug treatment and
it is not clear if this had an effect on personality scores. Lastly,
the personality scale used in the study was answered by the
patients and this might have affected the results of the study. 

The findings of our study indicate that personality
dimensions may vary in bipolar subjects and unipolar subjects
and in healthy controls. It also shows that extroverted and
psychotic personality may vary in the context of some clinical
properties including agressiveness, presence of mixed episode,
predominant episode type in bipolar subjects and in the context
of presence of psychotic episode in both disorders and may
affect the clinical prognosis. In addition, our findings also
support the close relation between suicide behavior which is a
significant cause of mortality in mood disorders and personality.
This relation has been emphasized with a low frequency in the
literature. The fact that the clinical properties including disease
time and the number of episodes indicating bad prognosis were
related with personality is also notable. However, it can not be
ignored that long term studies with larger sample groups are
needed to better elucidate the relation of Eysenck personality
dimensions with the clinical properties in both diseases.

References

1. Eysenck HJ, Eysenck MW. Personality and Individual Differences: A Natural
Science Approach. New York: Plenum, 1985. 

2. Eysenck HJ, Eysenck SB. Manual of the Eysenck Personality Questionnaire
(adult and junior). Hodder & Stoughton, London, 1975.

3. Lewis CA, Francis LJ, Shevlin M.  Confirmatory factor analysis of the French
translation of the abbreviated form of the Revised Eysenck Personality
Questionnaire (EPQR-A). European J Psychol Assess 2002; 18:179-185.

4. Eysenck HJ, Eysenck SBG. Manual of the Eysenck Personality Inventory.
University of London Press, 1964,  London. 

5. Eysenck SB, Eysenck HJ. The measurement of psychoticism: a study of
factor stability and reliability. Br J Soc Clin Psychol 1968; 7:286-294.

6. Zuckerman M, Cloninger CR. Relationships between Cloninger’s,
Zuckerman’s, and Eysenck’s dimensions of personality. Personality and
Individual Differences 1996; 21:283–285.

7. Larsen RJ, Ketelaar T. Personality and susceptibility to positive and negative
emotional states. J Pers Soc Psychol 1991; 61:132-140.

8. Smillie LD, Bhairo Y, Gray J, Gunasinghe C, Elkin A, McGuffin P, Farmer A.
Personality and the bipolar spectrum: normative and classification data for
the Eysenck Personality Questionnaire-Revised. Compr Psychiatry 2009;
50:48-53. 

9. Peluso MA, Hatch JP, Glahn DC, Monkul ES, Sanches M, Najt P, Bowden CL,
Barratt ES, Soares JC. Trait impulsivity in patients with mood disorders. J
Affect Disor  2007; 100:227-231. 

10. Aydemir A, Örsel SD, Da$ ", Türkçapar MH, "#can N, Özbay H. Hamilton
depresyon derecelendirme ölçe$inin geçerli$i – güvenirli$i ve klinikte
kullanımı. 3P Dergisi 1996; 251-259.

11. Karadag F, Oral ET, Aran Yalçın F, Erten E. Young mani de$erlendirme
ölçe$inin Türkçe çevirisinin güvenirlik ve geçerlik çalı#ması. Türk Psikiyatri
Dergisi 2002; 13:107-114.

12. Francis LJ, Brown LB, Philipchalk R. The development of an abbreviated form
of the revised Eysenck Personality Questionnaire (EPQR-A): its use among
students in England, Canada, the USA and Australia. Pers Individ Dif 1992;
13:443-449.

13. Karancı N, Dirik G, Yorulmaz O. Reliability and validity studies of Turkish
translation of Eysenck Personality Questionnaire Revised-Abbreviated. Turk
Psikiyatri Derg 2007; 18:254-261.

14. Larsen RJ, Ketelaar T. Personality and susceptibility to positive and negative
emotional states. J Pers Soc Psychol 1991; 61:132-140.

15. Gray JA. Perspectives on anxiety and impulsivity: A commentary. Journal of
Research in Personality 1987; 21:493–509.

16. Gray JA. Framework for a taxonomy of psychiatric disorder. In: van Goozen
SHM, van de Poll NE, Sergeant J, editors. Emotions: essays on emotion
theory. Hillsdale (NJ): Lawrence Erlbaum Associates Inc; 1994; 29-59.

17. Sariusz-Skapska M, Czaba'a C, Dudek D, Zieba A, Rduch S. Personality traits
in patients with unipolar and bipolar disorder. Psychiatr Pol 2003; 37:225-233.

18. Lewis M, Scott J, Frangou S. Impulsivity, personality and bipolar disorder.
Eur Psychiatry 2009; 24:464-469.

19. Swann AC, Dougherty DM, Pazzaglia PJ, Pham M, Steinberg JL, Moeller FG.
Increased impulsivity associated with severity of suicide attempt history in
patients with bipolar disorder. Am J Psychiatry 2005; 162:1680-1687.

20. Carli V, Roy A, Bevilacqua L, Maggi S, Cesaro C, Sarchiapone M. Insomnia
and suicidal behaviour in prisoners. Psychiatry Res 2011; 185:141-144.

21. Roy A. Distal risk factors for suicidal behavior in alcoholics: replications and
new findings. J Affect Disord 2003; 77:267-271.

22. Apter A, King RA, Bleich A, Fluck A, Kotler M, Kron S. Fatal and non-fatal
suicidal behavior in Israeli adolescent males. Arch Suicide Res 2008; 12:20-29.

23. Bora E, Vahip S, Akdeniz F, Gonul AS, Eryavuz A, Ogut M, Alkan M. The effect
of previous psychotic mood episodes on cognitive impairment in euthymic
bipolar patients. Bipolar Disord 2007; 9:468-477.

24. Tonna M, De Panfilis C, Provini C, Marchesi C. The effect of severity and
personality on the psychotic presentation of Major Depression. Psychiatry
Res 2011; 190:98-102. 

25. Rosa AR, Andreazza AC, Kunz M, Gomes F, Santin A, Sanchez-Moreno J,
Reinares M, Colom F, Vieta E, Kapczinski F. Predominant polarity in bipolar
disorder: diagnostic implications. J Affect Disord 2008; 107:45-51. 

26. Colom F, Vieta E, Daban C, Pacchiarotti I, Sánchez-Moreno J. Clinical and
therapeutic implications of predominant polarity in bipolar disorder. J Affect
Disord 2006; 93:13-17. 

27. Post RM, Rubinow DR, Ballenger JC. Conditioning and sensitization in the
longitudinal course of affective illness. Br J Psychiatry 1986; 149:191-201. 

Ekinci ve ark.
Major Duygudurum Bozukluklarında Ki#ili$in Üç Boyutlu De$erlendirilmesi ve Klinik Özelliklerle "li#kisi 

Nö rop si ki yat ri Ar fli vi 2013; 50: 15-22
Arc hi ves of Neu ropsy chi atry 2013; 50: 15-2222


