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Introduction: Although substance abuse is an important clinical problem 
in schizophrenic patients, very little evidence explains why these patients 
use drugs and alcohol. This study therefore aimed to examine whether 
premorbid personality disorders affect substance abuse. 

Methods: The sample included 40 male schizophrenic patients with and 40 
male schizophrenic patients without substance use disorder comorbidity 
who had applied to Ankara Numune Research and Training Hospital. Each 
participant and a family member were interviewed in a structured clinical 
interview that addressed premorbid personality disorders.

Results: Altogether, 32 patients (80%) in the group with comorbidity and 
28 (70%) in the group without comorbidity had a premorbid personality 
disorder. Antisocial (35% vs. 0%; p<.001) and borderline (37.5% vs. 5%; 
p=.001) personality disorders were more often detected in the group 

with comorbidity, while avoidant (10% vs. 35%; p=.014) and obsessive–
compulsive (0% vs. 15%; p=.026) personality disorders were less 
frequently found in this group. Comparing the group with comorbidity 
with premorbid personality types, schizophrenic patients with premorbid 
antisocial personality disorder were more frequently unemployed and 
hospitalized as well as had an earlier onset age of schizophrenia (p=.034, 
p=.038 and p=.035, respectively). Schizophrenic patients with premorbid 
borderline personality disorder had a significantly earlier onset age of 
substance use (19±5; p=.028). 

Conclusion: Schizophrenic patients with substance use comorbidity 
variously differ from those without comorbidity and some of these 
differences may be associated with premorbid personality disorders. 

Keywords: Comorbidity, personality disorder, schizophrenia, substance 
abuse

Amaç: Şizofreni hastalarında madde kötüye kullanımı önemli bir klinik so-
run olmasına rağmen, bu hastaların neden alkol ve madde kullandıklarını 
açıklayan az sayıda kanıt bulunmaktadır. Bu çalışmada, premorbid kişilik 
bozukluklarının  madde kötüye kullanımı üzerine etkisi olup olmadığının 
araştırılması planlanmıştır.

Yöntem: Bu çalışmaya Ankara Numune Eğitim ve Araştırma Hastanesi 
Psikiyatri Polikliniği’ne başvuran,  madde kullanım bozukluğu komorbiditesi 
olan 40 erkek şizofreni hastası ve komorbiditesi olmayan 40 erkek şizof-
reni hastası dahil edilmiştir. Premorbid kişilik bozukluğu araştırırken, her 
hasta ve hasta yakınıyla yapılandırılmış klinik görüşme formu kullanılarak 
görüşme yapılmıştır.

Bulgular: Komorbidite grubunda 32 hasta (%80) ve komorbiditesiz grupta 
28 hasta (%70) olmak üzere; çalışmaya katılan şizofreni hastalarının büyük 
bölümünde en az bir premorbid kişilik bozukluğu saptanmıştır. Antisosyal 
(%35’e karşı %0; p<0,001) ve borderline (%37,5’e karşı %5; p=0,001) kişilik 

bozuklukları komorbidite grubunda daha sık saptanmıştır. Kaçıngan (%10’a 
karşı %35; p=0,014) ve obsesif kompulsif (%0’a karşı %15; p=0,026) kişilik 
bozuklukları ise komorbiditesiz grupta daha sık saptanmıştır. Komorbidite 
grubundaki hastaların premorbid kişilik bozukluğu tiplerine göre karşılaş-
tırmasında, premorbid antisosyal kişilik bozukluğu olan şizofreni hastaların-
da işsizlik ve hastane yatışı daha fazla, şizofreni başlangıç yaşı daha küçük 
bulunmuştur (p=0,034, p=0,038, p=0,035). Bununla birlikte premorbid 
borderline kişilik bozukluğu olan şizofreni hastalarında madde kullanmaya 
başlama yaşı daha küçük bulunmuştur (19±5; p=0,028).

Sonuç: Bu çalışma, madde kullanım bozukluğu olan şizofreni hastalarının 
bir çok bakımdan farklı özelliklere sahip olduğunu ve bu farklılıkların bir 
kısmının da premorbid kişilik bozukluklarıyla ilşkili olabileceğini göstermek-
tedir.

Anahtar kelimeler: Kişilik bozukluğu, komorbidite, madde kötüye kulla-
nımı, şizofreni
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INTRODUCTION
While schizophrenia alone is a devastating disorder, its high coincidence with comorbid substance use poses significant challenges to 
researchers. Currently, about half of all the schizophrenic patients meet the criteria for substance abuse and/or dependence (1,2). 
Comorbidity is associated with higher rates of specific negative outcomes including severe symptoms, frequent relapse, less social func-
tioning, health problems, homelessness and legal problems (3,4). However, despite more than 20 years of research, no consensus on 
the etiology of increased rates of substance use in people with psychosis exists. As such, understanding the reasons for such high rates 
of substance use is necessary if treatments designed to help patients abstain from substance use are to succeed.



Numerous competing theories exist regarding the reasons for such co-
morbidity (5,6,7,8,9,10). Self-reported factors that may account for drug 
abuse in schizophrenia include achieving intoxication, enhancing the ability 
to socialize, self-medicating for positive and negative symptoms of schizo-
phrenia and relieving a dysphoric mood. Another theory regarding the 
etiology of comorbidity proposes that there may be a third factor me-
diating a common vulnerability to both of the disorders. So far, studies 
along these lines have been interested in PDs. The association between 
substance abuse and personality disorders (PDs) has long been shown by 
evidence (11,12,13). This evidence includes data from the Epidemiologic 
Catchment Area survey that reveals a rate greater than 80% of severe 
substance abuse among people with PDs, particularly antisocial and bor-
derline PDs (14). Antisocial PD has also been reported to be associated 
with an earlier onset of substance abuse (15). To explain the increased 
rates of comorbidity, antisocial PD has been particularly studied as a com-
mon vulnerability factor and several links have been demonstrated be-
tween antisocial PD and psychotic illness. Nevertheless, evidence of the 
role of PDs as risk factors for substance abuse in dually diagnosed patients 
remains unclear.

In the present study, we hypothesized that schizophrenic patients either 
with or without substance use comorbidity are different in many ways, 
some of which appear before the onset of schizophrenia. Our hypothe-
sis generally aimed to compare premorbid PDs in schizophrenic patients 
either with or without substance use disorder (SUD) and examine the 
effect of premorbid personality types on clinical outcomes.

METHODS

Sample
The sample for this study consisted of schizophrenic patients with or 
without SUD, all of whom had applied to the psychiatry outpatient clinic 
at Ankara Numune Research and Training Hospital. All sample mem-
bers were diagnosed with schizophrenia according to The Diagnostic 
and Statistical Manual of Mental Disorders (Text Revision) (DSM IV-TR) 
(16) and some were diagnosed with SUD according to the DSM IV-TR 
if they had ever had an alcohol and/or drug use disorder (i.e., addiction 
or abuse). 

Inclusion criteria for the experimental group consisted of a minimum age 
of 18 years, a dual diagnosis (schizophrenia and SUD), no history of or 
current neurological disease, a stable dosage of antipsychotic treatment 
for at least 6 months and remission of the acute stage of the illness. Pa-
tients with either an overall important impairment or for whom it was 
impossible to obtain family collaboration were excluded from the ex-
perimental group. During the study period, no female patients applied 
to the outpatient clinic, which incidentally limited the experimental group 
to male patients only. Two patients refused to participate, whereas five 
others were excluded because of an important overall impairment. Finally, 
the experimental group consisted of 40 participants.

The control group consisted of 40 male schizophrenic participants with-
out any history of substance use and a minimum age of 18 years. The 
inclusion criteria for the control group were identical to those of the study 
group, except that these participants had no history of SUD.

The aim of this study was clearly explained to all participants and each 
of whom provided his written, informed consent. The ethics commit-
tee of Ankara Numune Training and Research Hospital approved the 
study, which conformed to the provisions set forth in the Declaration 
of Helsinki.

MATERIALS

Demographic Information Form
A semi-structured interview was used that addressed the participant’s 
age, sex, marital status, highest level of education attained, socioeconomic 
status, permanent residence, number of hospitalizations, both the onset 
age and duration of schizophrenia, family history of mental disorders, sub-
stance use history and recent medication. The antipsychotic daily treat-
ment doses of each participant were calculated as chlorpromazine equiv-
alent doses, as suggested by Andreasen et al. (17).

The Structured Clinical Interview for DSM-III-R Axis II 
Personality Disorders
The structured clinical interview for DSM-III-R axis II PDs (SCID-II), de-
signed to diagnose the full range of DSM-III-R PDs (18), was used to diag-
nose PDs in participants. A Turkish translation of the interview was com-
pleted by Sorias et al. (19) and a Turkish validation study was conducted 
by Coşkunol et al. (20). Categorical assessment was used to detect PDs. 

Procedure
Interviews were conducted and hospital records were reviewed in order 
to diagnose SUD in participants, each of whom along with his relative was 
interviewed. All pathological personality traits were carefully differentiat-
ed from any schizophrenic symptoms by emphasizing that usual behavior 
should have been partly formed by traits before the onset of any psychotic 
symptom. In the case of insidious onset, personality was always analyzed 
up to 6 months before the onset of symptoms, which was especially taken 
into account in the diagnosis of schizotypal, paranoid and schizoid PDs. 
Here the onset of psychosis was regarded as any psychotic symptom, in-
cluding negative symptoms, observed by the patient or his family, or else 
during first psychiatric contact.

To prevent misdiagnosis, psychiatric examinations and interviews were 
made only when participants were free of acute symptoms. Furthermore, 
during SCID-II interviews, participants were asked after each question 
whether the trait had been existed before the onset of psychosis or not. 
In all cases, information provided by the each participant’s relative was also 
used to verify the data supplied by the participant, as well as to add data 
regarding his personality that he had not provided. Information provided 
by the relative rarely contradicted to that provided by the participant. All 
evaluations were performed by the same psychiatrist (N.A.).
 
Statistical Analysis
Statistical analysis was performed with the Statistical Package for Social 
Sciences (SPSS Inc., Chicago, IL, USA) version 15.0 and the Shapiro–Wilk 
test was used to test the normality of the distribution of continuous vari-
ables. Descriptive statistics for continuous parameters were recorded as 
mean (±SD) and discontinuous parameters as percentages. A compari-
son of mean and median values was performed using Student’s t test and 
Mann–Whitney U test, respectively. Nominal values were evaluated using 
either Pearson’s chi-squared test or Fisher’s exact chi-squared test. Statis-
tical significance was set as p<.05.

RESULTS 
The demographic characteristics of the two groups are shown in Table 1. 
The means of participants’ ages were not statistically different; mean age 
was 30.3±7.5 years in the group with comorbidity and 31.4±4 years in 
the group without comorbidity (p=.417). Most participants were single 
and of middling socioeconomic status (p=.282 and p=.614, respectively). 
By contrast, a comparison of the employment status and highest level of 
education attained showed that participants without comorbidity more 304
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often tended to have regular jobs (p<.05) and distinctively more formal 
education (p<.05) than those with comorbidity. 

The clinical characteristics of the two groups are shown in Table 2. In both 
groups, the most common type of schizophrenia was paranoid (62.5% and 
70%; p=.636). The mean onset age of schizophrenia was not statistically 
different between the groups (22.1±2.8 years for the group with comor-
bidity and 21.8±5.6 years for the group without comorbidity; p=.484). 
The mean duration of schizophrenia was 8.6±2.6 years for the group with 

comorbidity and 9.3±2.7 years for the group without comorbidity; thus, 
the difference was not statistically significant (p=.374). The mean number 
of hospitalizations and total duration of hospitalizations were also similar in 
both groups: 2.4±2.3 and 2.5±3.0 months, respectively, for the group with 
comorbidity and 2.2±1.8 and 2.2±2.1 months, respectively, for the group 
without comorbidity (p=.717, p=.611). Most participants were taking 
atypical antipsychotics (85%) and the mean daily doses of these (in terms 
of chlorpromazine equivalent doses) were 647.30±324.89 for the group 
with comorbidity and 636.30±301.73 for the group without comorbidity. 
Again, the difference here was not statistically significant (p=.876). In total, 
20 participants (50%) in the group with comorbidity, whereas 10 partic-
ipants (25%) in the group without comorbidity had attempted suicide. 
Thus, this difference was statistically significant (p=.021). Furthermore, 12 
participants (30%) in the group with comorbidity, whereas only 4 partic-
ipants (10%) in the group without comorbidity had attempted homicidal 
acts. Thus, the difference between the two groups was also statistically 
significant (p=.025).

Table 3 shows substance abuse and/or addiction in the group with co-
morbidity. The most frequently abused substance was cannabis, the abuse 
rate of which was 80% (n=32), whereas 22 participants (55%) in this 
group had alcohol use disorder. Other substances abused by participants 
in this group included amphetamines (n=12; 30%) and volatile substances 
(n=2; 5%). In total, 22 participants (55%) were abusing multiple substanc-
es. The mean age of onset of alcohol and substance abuse was found to 
be 21.6±5.6 years (min: 11 years; max: 36 years).

Table 4 displays premorbid PDs detected in participants of both the 
groups. Most participants had at least one premorbid PD: 32 participants 
(80%) in the group with comorbidity (p=.317) and 28 participants (70%) 
in the group without comorbidity. For the latter group, the most common 
premorbid PDs were avoidant (n=14; 35%), paranoid (n=7; 17.5%) and 
obsessive–compulsive PDs (n=6; 15%), whereas others were schizotypal 
(n=4; 10%), schizoid (n=2; 5%), borderline (n=2; 5%), passive-aggressive 
(n=2; 5%), histrionic (n=1; 2.5%) and dependent (n=1; 2.5%) PDs. For the 
group with comorbidity, the most common premorbid PDs were border-
line (n=15; 37.5%) and antisocial PD (n=14; 35%), whereas others were 
paranoid (n=9; 22.5%), avoidant (n=4; 10%), histrionic (n=3; 7.5%) and 
passive-aggressive PD (n=2; 5%). When premorbid PDs were compared 
between the groups, the most significantly antisocial PD (p<.001) and sig-
nificantly borderline PDs (p=0.001) were detected more frequently in 
the group with comorbidity, though avoidant and obsessive–compulsive 
PDs were more significantly encountered in the group without comorbid-
ity (p=.014 and p=.026, respectively).

Table 5 displays the demographic and clinical characteristics of participants 
in the group with comorbidity according to different premorbid PDs. 
Those in the group with comorbidity also suffering from a premorbid par-
anoid PD were more frequently married, had a regular job and had start-
ed using at least one substance later in life (p=.030, p=.037 and p=.042, 
respectively). Participants with premorbid antisocial PD were significantly 
more frequently unemployed and hospitalized, as well as had an earlier 
onset age of schizophrenia (p=.034, p=.038 and p=.035, respectively). 
Participants in this group also suffering from premorbid borderline PD 
had a significantly earlier onset age of substance use (p=.028).

DISCUSSION
Results showed that most schizophrenic patients in our sample had at 
least one premorbid PD. In previous studies, the frequency of premor-
bid PDs in schizophrenic patients has been reported in a range of 7% 
to 85% (21,22,23,24,25,26,27,28). The vast variation found among these 
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Table 1. Demographic characteristics of the two groups

  Group without  Group with 
  SUD  SUD 
  (n=40) (n=40) p

Age, mean±SD 31.4±4 30.3±7.5 .417

Marital status

 Married 9 (22.5%) 6 (15%) .282

 Single 30 (75%) 30 (75%)

 Divorced/widowed 1 (2.5%) 4 (10%)

Working status

 Working 18 (45%) 8 (20%) .017*

 Not working 22 (55%) 32 (80%)

Education years, mean±SD 11.3±3.7 8.8±2.8 .001**

*p≤.05, **p≤.01. SUD: substance use disorder; SD: standard deviation

Table 2. Clinical characteristics of the two groups

  Group without  Group with 
  SUD  SUD 
  (n=40) (n=40) p

Onset age of schizophrenia,  21.8±5.6 22.1±2.8 .484 
mean±SD 

Duration of schizophrenia,  9.3±2.7 8.6±2.6 .374 
(years) mean±SD

Number of hospitalization,  2.2±1.8 2.4±2.3 .717 
mean±SD

Total duration of hospitalization  2.2±2.1 2.5±3.0 .611 
(months), mean±SD

Schizophrenia, paranoid type 25 (62.5%) 28 (70%) .636

Suicide attempt 10 (25%) 20 (50%) .021*

Homicidal act 4 (10%) 12 (30%) .025*

Medication

 Atypical 34 (85%) 34 (85%)

 Atypical+typical 4 (10%) 4 (10%) 1.000

 Typical 2 (5%) 2 (5%)

Current use of depot  14 (35%) 12 (30%) .316 
antipsychotic 

Antipsychotic equivalent dose,  647.30±324.89 636.30±301.73 .876 
mean±SD

Family history of schizophrenia  15 (37.5%) 12 (30%) .478 
(family background)

*p≤.05, ** p≤.01. SUD: substance use disorder; SD: standard deviation



studies stems from methodological differences (29). As Jackson et al. (30) 
suggest, one reason for the high prevalence of PDs is the difficulty of dis-
tinguishing prodromal and residual symptoms of schizophrenia from PD. 
Such confusion between prodromal symptoms and PD traits could have 
artificially increased PD frequency. However, as previously listed, several 
controls were embedded in our study to minimize confusion. In our study, 
the prevalence of premorbid PDs in both groups, with or without SUD, 
were much higher than that in the general population (2–18%) (23) and 
closer to psychiatric patient populations (36–67%) (27,30,31). This result 
is consistent with other studies that suggest a predisposition to PDs in 
different clinical syndromes of axis I (25,27,31), as well as supports the 
hypothesis that schizophrenia is no exception (32,33). Premorbid PD fre-
quency, which was found to be higher in the group with comorbidity, was 
not statistically significant yet could be considered significant with a larger 
sample size.

Our results also showed differences between the groups in terms of pre-
morbid PD types. In schizophrenic patients without comorbidity, the most 
common premorbid PDs were avoidant (35%), paranoid (17.5%) and 
obsessive–compulsive (15%), which supports previous reports about pre-
morbid PDs in schizophrenic patients (32,34). Avoidant PD was more fre-
quently seen in patients with schizophrenia, which shows that this disorder 
can be a part of the same pathological spectrum of schizotypal and schiz-
oid PDs (35,36,37). Kety et al. (38) revealed a schizophrenia spectrum 
term for all disorders transmitted genetically to a degree together with 
schizophrenia. The disorder possibly varies in a broad, continuous range 
from subthreshold forms to severe clinical forms, in which schizophrenia 
represents the range’s endpoint. As a result of various family studies with 
strong evidence, schizotypal PD was included in this spectrum and with 
moderately strong evidence paranoid and schizoid PDs were also included 
(39). Avoidant PD, the most frequently determined premorbid PD in our 
study group without comorbidity, was also proposed for inclusion in the 
spectrum (40). In contrast to some other studies, the number of patients 
with premorbid schizoid and schizotypal PDs were less common in our 
study (32,34). 

In the group with comorbidity, the most common PDs were borderline 
(37.5%), antisocial (35%) and paranoid (22.5%); premorbid antisocial and 
borderline PDs were determined to be significantly more prevalent in this 
group. This latter finding is consistent with previous literature demonstrat-
ing that antisocial PD may be a risk factor for substance abuse in patients 
with psychotic illness (41). Although relevant literature often lacks infor-
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Table 5. Demographic and clinical characteristics of the patients with premorbid personality disorder  in the comorbidity group 

 Total Samples  Premorbid  Premorbid  Premorbid 
 with SUD  Paranoid PD  Antisocial PD   Borderline PD

Patient (n) 40 9 p 14 p 15 p

Single 34 (85%) 5 (5.56%) .030* 12 (85.7%) .999 14 (93.3%) .507

Employed 8 (20%) 4 (44.4%) .037* 0 .034* 2 (13.3%) .699

Suicide attempt 20 (50%) 6 (66.7%) .225 8 (57.1%) .253 7 (46.7) .372

Homicide act 12 (30%) 3 (33.3%) .999 6 (42.9%) .346 3 (20%) .481

Number of hospitalization 2.45±2.38 1.8±1.1 .251 4.6±3.4 .038* 2±1.8 .699

Onset age of schizophrenia, mean±SD 22.1±2.8 23.2±3.4 .782 19.9±1.1 .035* 23.2±2.9 .732

Education years, mean±SD 8.8±2.8 8.7±2.1 .936 8.4±1.9 .882 8.4±3.8 .892

Onset age of substance use, mean±SD 21.65±5.6 25.2±4.6 .042* 22.5±5.4 .352 19±5 .028*

*p≤.05, **p≤.01. Comparisons were made between the samples having the above-mentioned premorbid personality disorder and the rest of the samples not having that premorbid personality 
disorder in the comorbidity group. SUD: substance use disorder; PD: personality disorder; SD: standard deviation

Table 3. Abused/addicted substances and the mean of the onset age of 
substance use in the group with comorbidity

 n (40)

Cannabis 32 (80%)

Alcohol 22 (55%)

Amphetamine 12 (30%)

Volatile 2 (5%)

Multiple substance use: 22 (55%)

     Cannabis+alcohol 10 (25%)

     Cannabis+amphetamine 6 (15%)

     Cannabis+amphetamine+alcohol 6 (15%)

Age at onset of substance use,  21.6±5.6 (11-36) 
mean±SD (min-max) 

Table 4. Comparison of the premorbid personality disorder subtypes 
and frequencies detected in the two groups

  Group without  Group with 
  SUD  SUD 
  (n=40) (n=40) p

Schizoid  2 (5%) 0 .494

Histrionic  1 (2.5%) 3 (7.5%) .615

Narcissistic  0 0 -

Borderline  2 (5%) 15 (37.5%) .001**

Antisocial  0 14 (35%) <.001**

Schizotypal  4 (10%) 0 .116

Paranoid  7 (17.5%) 9 (22.5%) .781

Obsessive–compulsive 6 (15%) 0 .026*

Passive agressive 2 (5%) 2 (5%) 1.000

Dependent  1 (2.5%) 0 1.000

Avoidant  14 (35%) 4 (10%) .014*

At least one PD 28 (70%) 32 (80%) .317

*p≤.05, **p≤.01. SUD: substance use disorder; PD: personality disorder



mation about borderline PD in the schizophrenic population, Trull and 
Sher (42) have suggested that borderline PD is the most common PD 
in both inpatient and outpatient psychiatric population. This result also 
warns that premorbid borderline personality can also be a risk factor for 
substance abuse in schizophrenic patients. As such, we must emphasize 
the premorbid personality differences between the two groups. Although 
the premorbid PDs of the group without comorbidity can be recognized 
as a part of the schizophrenia spectrum, such was not the case for the 
group with comorbidity. These results may support the common factor 
theory concerning the idea that there is a third factor mediating a com-
mon vulnerability to both the disorders (43). Antisocial PD has long been 
successfully studied and several links have been demonstrated between 
antisocial PD and psychotic illness, in addition to before-mentioned links 
between antisocial PD and substance abuse. The most important link 
to be mentioned is that childhood precursor of antisocial PD (conduct 
disorder) has been found associated with the development of substance 
abuse, schizophrenia and bipolar disorder in adulthood (44); therefore a 
shared genetic vulnerability to antisocial PD and schizophrenia remains a 
possibility (45).

To compare the group with comorbidity according to premorbid person-
ality types, patients with premorbid antisocial PDs were found to have 
worse clinical outcomes including an earlier onset of schizophrenia, far 
more problems securing and retaining employment and longer hospital-
ization periods. These findings support that, beyond being a risk factor for 
comorbid substance usage, antisocial PD also negatively impacts the prog-
nosis of schizophrenia. In a comparison of the same group, borderline PD 
was found to be associated with an earlier onset of substance use. Shea 
et al. (45) have suggested that borderline PD comorbidity has negative 
effects on the prognosis of the most axis I disorders and this may also 
be true for the prognosis of schizophrenia. As the third most common 
premorbid PD in the comorbidity group, paranoid PD was associated with 
more favorable clinical outcomes such as marriage, fewer employment 
problems and a later onset of substance usage. However, in the group 
with comorbidity, the highest level of education attained was significantly 
lower, whereas the frequency of homicide and suicide attempts was sig-
nificantly higher; both of these results did not differ in terms of premorbid 
PDs. As such, it is not possible to say that premorbid paranoid PD was 
associated with the positive effect on all clinical results in schizophrenic 
patients with substance use comorbidity. However, antisocial PD can fore-
shadow a negative prognosis for schizophrenic patients with comorbidity.

When examining the temporal sequence of the onset of schizophrenia 
and SUD, we could not detect any significant difference between the 
means of onset ages of schizophrenia and SUD. Regarding etiology, there 
are several reasons why the sequence of the onset of schizophrenia and 
SUD in dually diagnosed patients may be less informative. Both schizo-
phrenia and SUD tend to develop gradually, with no clear demarcation for 
the onset of the disorder. As such, findings concerning the order of onset 
of different disorders have remained unclear, such as those reported by 
Hambrecht and Hafner (46), who concluded that alcohol abuse typically 
precedes the first sign of schizophrenia yet follows the appearance of the 
first positive symptom. At the same time, attempts to find demographic 
or clinical differences associated with the sequence of onset of schizo-
phrenia and SUD have failed to detect consistent differences (47), which 
suggests that such data are not useful in establishing causal links between 
the disorders. 

The present study was designed in line with the few research studies that 
assess premorbid PDs with a sample of schizophrenic patients only and is 
the first study to investigate premorbid PDs in the Turkish schizophren-

ic population with substance use comorbidity. Given its unprecedented 
quality, several limitations emerged. The primary methodological weak-
ness of this study is that the data were retrospective and as such, patients 
could have been biased in the assessment of their premorbid personality 
because of the development of the illness. However, interviews with rel-
atives helped to increase the reliability of the retrospective data provided 
by the patients. A second weakness was the possible confusion between 
PD traits and prodromal symptoms of schizophrenia. A series of measures 
were considered to prevent misdiagnosis: psychiatric examinations and in-
terviews were made only when participants were free of acute symp-
toms; in the case of insidious onset, personality was always analyzed up 
to 6 months before the onset of symptoms, which was especially taken 
into account in the diagnosis of schizotypal, paranoid and schizoid PDs. 
Furthermore, during SCID-II interviews all participants and their relatives 
were asked after each question whether the trait had been existed before 
the onset of psychosis or not. All evaluations were made by the same 
psychiatrist. On this point, this study also has certain advantages because 
we used standardized definitions of PDs and structured instruments to 
assess them.

Another limitation was the lack of female schizophrenic patients’ evalua-
tions, which was a result of general male gender dominance among sub-
stance users. During the planned study period, no female patient applied 
to the outpatient clinic. All these limitations and methodological difficulties 
may have caused PDs in schizophrenics to be a neglected area of research.

We propose future studies to search premorbid PDs in dually diagnosed 
schizophrenic patients shortly after they have had their first psychotic ep-
isode in order to increase the reliability of the retrospective data and to 
better focus on the presence of these PDs frequently found in schizophre-
nia in the present study. 

Ultimately, this study has confirmed that schizophrenic patients with 
SUD comorbidity are different from those without in many ways, some 
of which are present even before the onset of schizophrenia. As such, 
this research re-emphasizes that SUD comorbidity is associated with an 
adverse clinical appearance in schizophrenic patients (e.g., lower highest 
level of education attained and higher rates of suicidal and homicidal acts). 
SUD comorbidity in schizophrenia necessitates a different assessment and 
treatment that includes PD dimensions, which may require etiologic re-
search studies different from those using the spectrum model.

Conflict of Interest: No conflict of interest was declared by the authors.

Financial Disclosure: The authors declared that this study has received no fi-
nancial support.

Çıkar Çatışması: Yazarlar çıkar çatışması bildirmemişlerdir.

Finansal Destek: Yazarlar bu çalışma için finansal destek almadıklarını beyan et-
mişlerdir.

REFERENCES
1. Kessler RC, Chiu WT, Demler O, Merikangas KR, Walters EE. Prevalence, severity, 

and comorbidity of 12-month DSM-IV disorders in the National Comorbidity Sur-
vey Replication. Arch Gen Psychiatry 2005; 62:617-627. [CrossRef]

2. Blanchard JJ, Brown SA, Horan WP, Sherwood AR. Substance use disorders 
in schizophrenia: review, integration, and a proposed model. Clin Psychol Rev 
2000; 20:207-213. [CrossRef]

3. Schmidt LM, Hesse M, Lykke J. The impact of substance use disorders on 
the course of schizophrenia-a 15-year follow-up study: dual diagnosis over 15 
years. Schizophr Res 2011; 130:228-233. [CrossRef]

Arch Neuropsychiatr 2015; 52: 303-308 Altunsoy et al. Premorbid Personality and Substance Abuse in Schizophrenia

307



4. Drake RE, Brunette MF. Complications of severe mental illness related to al-
cohol and other drug use disorders. Recent Dev Alcohol 1998; 14:285-299.

5. Charles V, Weaver T. A qualitative study of illicit and non-prescribed drug use amongst 
people with psychotic disorders. J Ment Health 2010; 19:99-106. [CrossRef]

6. Lobbana F, Barrowclough C, Jeffery S, Bucci S, Taylor K, Mallinson S, Fitzsimmons 
M, Marshall M. Understanding factors influencing substance use in people with 
recent onset psychosis. Soc Sci Med 2010; 70:1141-1147. [CrossRef]

7. Atakan Z. Cannabis use by people with severe mental illness - is it important? 
Adv Psych Treatment 2008; 14;423-431. [CrossRef]

8. Gregg L, Barrowclough C, Haddock G. Reasons for increased substance use in 
psychosis. Clin Psycho Rev 2007; 27:494-510. [CrossRef]

9. Fergusson DM, Poulton R, Smith PF, Boden JM. Cannabis and psychosis. BMJ 
2006; 332:172-176. [CrossRef]

10. Drake RE, Wallach MA, Alverson HS, Mueser KT. Psychosocial aspects of 
substance use by clients with severe mental illness. J Nerv Ment Dis 2002; 
190:100-106. [CrossRef]

11. Campbell M, Moss HB, Daley DC. Dual disorders: counselling clients with 
chemical dependency and mental illness. Minnesota: Hazelden 1993.

12. Dackis CA, Gold MS. Psychiatric hospitals for the treatment of dual diagnosis. 
In: Lowinson JH, Ruiz P, Millman RB (eds) Substance abuse: a comprehensive 
textbook. Baltimore: Williams and Wilkins 1992.

13. Nace EP, Davis CW, Gaspari JP. Axis I comorbidity in substance abusers. Am J 
Psychiatry 1991; 148:118-120. [CrossRef]

14. Regier D, Farmer ME, Rae DS, Locke BZ, Keith SJ, Judd LL, Goodwin FK. Co-
morbidity of mental disorders with alcohol and other drug abuse. J Am Med 
Assoc 1990; 264:2511-2518. [CrossRef]

15. Johnston LD, O’Malley PM., Evelyn LK. Drugs and delinquency: a search for 
causal connections. In: Kanel DB (ed) Longitudinal research on druguse. 
Washington, D.C: Hemisphere 1978.

16. American Psychiatric Association. Diagnostic and Statistical Manual of Mental 
Disorders, Fourth Ed., Text Revision: DSM-IV-TR. American Psychiatric Press, 
Washington, DC 2000. 

17. Andreasen NC, Pressler M, Nopoulos P, Miller D, Ho BC. Antipsychotic dose 
equivalents and dose-years: a standardized method for comparing exposure 
to different drugs. Biol Psychiatry 2010; 167:255-262. [CrossRef]

18. Spitzer RL, Williams J, Gibbon M. Users guide for the structured clinical inter-
view for DSM-III-R. Washington, D.C: American Psychiatric Association Press 
1990.

19. Sorias S, Saygılı R, Elbi H. DSM-III-R Structured Clinical Interview-Turkish ver-
sion, Pesonality Disorders form: SCID-II. İzmir: Ege University Press 1990.

20. Coşkunol H, Bağdiken İ, Sorias S, Saygılı R. Reliability of SCID-II (Turkish ver-
sion) for personality disoders. Turkish Psychology Jourmal 1994; 9:26-29. 

21. Peralta V, Cuesta MJ, de Leon J. Premorbid personality and positive and negative 
symptoms in schizophrenia. Acta Psychiatr Scand 1991; 84:336-339. [CrossRef]

22. Terkelsen K, Smith, Gallagher RE, Schwartz F, McCarthy RH, Munich RL. Schizo-
phrenia and axis II. Hosp Community Psychiatry 1991; 42:538. [CrossRef]

23. Casey PR, Tyrer P. Personality disorder and psychiatric illness in general prac-
tice. Br J Psychiatry 1990; 156:261-265. [CrossRef]

24. Hogg B, Jackson HJ, Rudd RP, Edwards J. Diagnosing personality disorders in re-
cent-onset schizophrenia. J Nerv Ment Dis 1990; 178:194-199. [CrossRef]

25. Zimmerman M, Coryell W. DSM-III personality disorder diagnoses in a non-
patient sample: demographic correlates and comorbidity. Arch Gen Psychiatr 
1989; 46:682-689. [CrossRef]

26. Black DW, Yates WR, Andreasan NC. Schizophrenia, schizophreniform disor-
der and delusional disorders (paranoids). In: Talbott J.A., Hales R.E., Yudofsky 

S.C. (eds.) (1988) Textbook of Psychiatry. Washington: American Psychiatric 
Press. 1988. pp. 355-400. 

27. Koenigsberg HW, Kaplan RD, Gilmore MM, Cooper AM. The relationship be-
tween syndrome and personality disorder in DSM-III: experience with 2462 
patients. Am J Psychiatry 1985; 142:207-212. [CrossRef]

28. Parnas J, Schulsinger F, Schulsinger H, Mednick SA, Teasdale TW. Behavioral 
precursors of schizophrenia spectrum. A prospective study. Arch Gen Psychi-
atr 1982; 39:658-664. [CrossRef]

29. Dalkin T, Murphy P, Glazebrook C, Medley I, Harrison G. Premorbid person-
ality in first-onset psychosis. Br J Psychiatry 1994; 164:202-207. [CrossRef]

30. Jackson HJ, Whiteside HL, Bates GW, Bell R, Rudd RP, Edwards J. Diagnos-
ing personality disorders in psychiatric inpatients. Acta Psychiatr Scand 1991; 
83:206-213. [CrossRef]

31. Kass F, Skodol AE, Charles E, Spitzer RL, Williams JB. Scaled ratings of DSM-III 
personality disorders. Am J Psychiatry 1985; 142:627-630. [CrossRef]

32. Rodríguez Solano JJ, González De Chávez M. Premorbid personality disorders 
in schizophrenia. Schizophr Res 2000; 44:137-144. [CrossRef]

33. Tyrer P, Manley C, Van Horn E, Leddy D, Ukoumunne OC. (2000) Personality 
abnormality in severe mental illness and its influence on outcome of intensive 
and standard case management: a randomised controlled trial. Eur Psychiatry 
2000; 15:7-10. [CrossRef]

34. Oulis P, Lykouras L, Hatzimanolis J, Tomaras V. Comorbidity of DSM-III-R per-
sonality disorders in schizophrenic and unipolar mood disorders: a compara-
tive study. Eur Psychiatry 1997; 12:316-318. [CrossRef]

35. Widiger TA, Frances A, Spitzer RL, Williams JB. The DSM-III-R personality 
disorders: an overview. Am J Psychiatry 1988; 145:786-795. [CrossRef]

36. Gunderson JG, Siever LJ, Spaulding E. The search for a schizotype. Crossing 
the border again. Arch Gen Psychiatry 1983; 40:15-22. [CrossRef]

37. Gunderson JG, Siever LJ. Relatedness of schizotypal to schizophrenic disor-
ders: editors’ introduction. Schizophr Bull 1985; 11:532-537. [CrossRef]

38. Kety SS, Rosenthal D, Wender PH, Schulsinger F. The types and prevalence of 
mental illness in the biological and adoptive families of adopted schizophrenics. 
J Psychiatric Res 1968; 6:345-362. [CrossRef]

39. Tsuang MT, Stone W, Glatt SJ, Faraone SV. Schizophrenia: Genetics. In: Sadock 
BJ, Sadock VA (eds) Comprehensive Textbook of Psychiatry, 8th ed. Philedel-
phia: Lippincott Williams& Wilkins. 2005. pp. 1502-1512.

40. Kendler KS, Ochs AL, Gorman AM, Hewitt JK, Ross DE, Mirsky AF. The structure of 
schizotypy: a pilot multitrait twin study. Psychiatry Res 1991; 36:19-36. [CrossRef]

41. Caton CL. Mental service use among homeless and never homeless men with 
schizophrenia. Psychiatr Serv 1995; 46:1139-1143. [CrossRef]

42. Trull TJ, Sher KJ. Relationship between the five factors model of personality 
and axis I disorders in a non clinical sample. J Abnorm Psych 1994; 103:350-
360. [CrossRef]

43. Mueser KT, Drake RE,Wallach MA. Dual diagnosis: a review of etiological the-
ories. Addict Behav 1998; 23:717-734. [CrossRef]

44. Neumann CS, Grimes K, Walker E, Baum K. Developmental pathways to schizophre-
nia: behavioural subtypes. J Abnorm Psychol 1995; 104:558-566. [CrossRef]

45. Shea MT, Widiger TA, Klein MH. Comorbidity of personality disorders and 
depression: implications for treatment. J Consult Clin Psychol 1992; 60:857-
868. [CrossRef]

46. Hambrecht M, Hafner H. Substance abuse and the onset of schizophrenia. 
Biol Psychiatry 1996; 40:1155-1163. [CrossRef]

47. Silver H, Abboud E. Drugs abuse in schizophrenia: Comparison of patients who 
began drug abuse before their first admission with those who began abusing drugs 
after their first admission. Schizophr Res 1994; 13:57-63. [CrossRef]

308

Altunsoy et al. Premorbid Personality and Substance Abuse in Schizophrenia Arch Neuropsychiatr 2015; 52: 303-308


