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Amaç: Bu çalışmada amacımız öncelikli olarak afektif bozukluk tanılı 
hastalarda dikkat eksikliği ve hiperaktivite bozukluğunun (DEHB) ne 
sıklıkta eşlik ettiğini belirlemektir. Aynı zamanda DEHB birlikteliğinin 
bipolar ve unipolar hastaların klinik özellikleri ile ilişkili olup olmadığını 
incelemek ve DEHB eş tanısı olan ve olmayan hastalarda olası baskın 
bir mizaç özelliğini araştırmaktır.

Yöntem: Çalışmaya Ruhsal Bozuklukların Tanısal ve Sayımsal El Kitabı 
Yeniden Gözden Geçirilmiş Dördüncü Baskı (DSM-IV-TR) tanı ölçütle-
rine göre remisyonda olan 100 bipolar bozukluk tanılı hasta, 100 major 
depresif bozukluk tanılı hasta ve herhangi bir ruhsal hastalığı olmayan 
100 sağlıklı gönüllü alınmıştır. Tüm katılımcılara Sosyodemografik ve 
Tıbbi Bilgi Formu verilmiş, DSM-IV Eksen I Bozuklukları için Yapılandırıl-
mış Klinik Görüşme (SCID-1), Erişkin Dikkat Eksikliği ve Hiperaktivite 
Kendi Bildirim Ölçeği (ASRS), Wender Utah Derecelendirme Ölçeği 

(WUDÖ), Memphis, Pisa, Paris ve San Diego Mizaç Değerlendirme 
Anketi Türkçe Formu/ MPPS-MD (TEMPS-A) anketi uygulanmıştır.

Bulgular: DEHB eş tanısı bipolar bozukluk tanılı grupta %48, major 
depresif bozukluk tanılı grupta %25 ve sağlıklı gönüllülerde %12 olarak 
bulunmuştur. DEHB eş tanılı bipolar hastalarda intihar girişimi öyküsü 
daha sıktır. DEHB eş tanısı olan bütün çalışma gruplarında depresif, 
siklotimik, sinirli ve endişeli mizaç puanları daha yüksek bulunmuştur.

Sonuç: Çalışma sonuçlarına göre bipolar hasta grubunda DEHB eş ta-
nısı anlamlı düzeyde daha yüksektir. DEHB eş tanılı bipolar hastalarda 
intihar girişimi öyküsü daha sıktır. Hem her iki hasta grubunda, hem de 
sağlıklı kontrollerde depresif, siklotimik, sinirli ve endişeli mizaç puanları 
anlamlı düzeyde yüksek bulunmuştur.

Anahtar Kelimeler: Dikkat eksikliği hiperaktivite bozukluğu, afektif bo-
zukluk, bipolar, depresyon, mizaç

ÖZ

Introduction: The co-occurrence of attention deficit hyperactivity dis-
order (ADHD) in affective disorder patients is considerably high. The 
aims of the present study were to search for the frequency and impact 
of ADHD co-occurrence on the clinical features of affective disorders 
and to examine the relationship between the dominant affective tem-
peraments and ADHD.

Methods: In total, 100 patients with bipolar disorder (BD), 100 pa-
tients with major depressive disorder (MDD), and 100 healthy con-
trols (HC) were included. All diagnoses were assigned according to 
DSM-IV-TR criteria. The Adult Attention Deficit and Hyperactivity 
Self-Report Scale (ASRS); Wender Utah Rating Scale (WURS); and 
Temperament Evaluation of Memphis, Pisa, Paris, and San Diego Au-
toquestionnaire (TEMPS-A) were applied to all participants.

Results: The percentage of BD patients meeting the criteria for a di-
agnosis of current ADHD was 48% compared with the percentage 
of MDD patients and HCC subjects, i.e., 25% and 12%, respectively. 
ADHD was significantly more frequent in bipolar adults than in not 

only HC but also depressive patients. In the BD group, patients with a 
comorbid ADHD diagnosis had significantly more suicidal history than 
those without ADHD. The scores of the temperament traits, namely 
depressive, cyclothymic, irritable, and anxious, were significantly higher 
in subjects with ADHD in all groups, including in HC.

Conclusion: The most important findings of the present study were 
the observations that (1) the frequency of ADHD is considerably high 
among bipolar patients; (2) the frequency of suicide attempts is high 
in the bipolar patient group with comorbid ADHD; and (3) depres-
sive, cyclothymic, irritable, and anxious temperaments are significantly 
associated with ADHD comorbidity in bipolar and depressive patients 
as well as in HC. The high comorbidity and chronic course of ADHD 
and its possible negative influence on the course of both disorders 
increase the importance of screening for adult ADHD.

Keywords: Attention deficit hyperactivity disorder, affective disorder, 
bipolar, depression, temperament.

ABSTRACT

INTRODUCTION
Attention deficit hyperactivity disorder (ADHD) is characterized by persistent and developmentally inappropriate levels of impulsivity, atten-
tion problems, and hyperactivity. Mood instability, impairments in social and family relationships, and school and work performance are the 
other features of the disorder (1,2). The prevalence of the disorder is estimated to affect approximately 3%–4% of the adult population (3,4). 
The clinical presentation of ADHD in adults includes fewer externalizing symptoms and a different profile of psychiatric comorbidities (2,5).

In adults with major depressive disorder (MDD), the prevalence of co-occurring ADHD was 5%–12% (6,7,8). Subjects suffering from both 
disorders showed a poorer prognosis with more severe symptoms (9,10). ADHD is frequently observed in adults with bipolar disorder 
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(BD), with comorbidity rates ranging from 9.5% to 21% (3,6,11). Similarly, 
bipolar patients with ADHD comorbidity are reported to have an earli-
er disease onset, more affective episodes, more suicide attempts, and a 
greater likelihood of suffering from anxiety disorders (11,12).

Despite the significant comorbidity between ADHD and affective dis-
orders, there are limited data for investigating this relationship in terms 
of temperamental features and clinical characteristics. To date, existing 
studies mainly focus on children and young adults (13,14). Several studies 
have found that cyclothymic temperament is more frequent in patients 
with ADHD (15). Exploring temperamental traits may contribute to our 
understanding of the co-occurrence of ADHD and affective disorders.

Thus, the aims of the present study were (1) to assess adults in remis-
sion with BD and MDD for ADHD and investigate the impact of ADHD 
co-occurrence on the clinical features of affective disorders and (2) to 
examine the relationship between the dominant affective temperaments 
and ADHD.

METHODS
The study protocol was approved by the institutional review board of 
Gaziosmanpasa University School of Medicine, and written informed con-
sent was obtained from each participant prior to study enrollment. All pa-
tients, who consecutively applied to Gaziosmanpasa University Research 
and Training Hospital between June and November 2012 and who were 
diagnosed with MDD or BD, were screened for eligibility for the study, 
and 100 patients were included in each group. Affective disorders diagno-
ses were assigned using the Structured Clinical Interview for DSM-IV Axis 
I Disorders (SCID-I) (16). Inclusion criteria were as follows: age between 
18 and 65 years, DSM-IV-TR diagnosis of MDD or BD in remission for at 
least 8 weeks, scores of 12 or below on the Hamilton Depression Rating 
Scale, and scores of 5 or below on the Young Mania Rating Scale. Exclu-
sion criteria were as follows: psychotic features, substance/alcohol abuse 
in the last month, organic brain syndromes, any clinically significant medical 
condition that might have a psychiatric manifestation, diagnosis of mental 
retardation, cognitive impairment, or an unwillingness or inability to pro-
vide informed consent or to comply with assessment. ADHD diagnosis 
was based on DSM-IV-TR criteria for any of the three subtypes of ADHD 
(combined, predominantly inattentive, and predominantly hyperactive/
impulsive).

One hundred healthy controls (HC) were randomly recruited among the 
mentally ill patients’ relatives and from healthcare professionals. Exclusion 
criteria for the control group included lifetime history of brain trauma, 
neurological or major psychiatric illnesses, and psychopharmacological or 
psychotherapeutic treatments.

The following tools were applied in order to assess adult ADHD features 
and the temperamental traits:

The Adult Attention Deficit and Hyperactivity Self-Report Scale (ASRS), 
an 18-item self-rating scale based on DSM-IV criteria for ADHD, was used 
to assess the severity of current ADHD. The scale has two sub-scales, 
namely attention deficit and hyperactivity-impulsivity. Turkish validity and 
reliability studies were conducted by Dogan et al. (17).

The Wender Utah Rating Scale (WURS), a 25-item self-administered in-
strument, retrospectively measures ADHD-relevant childhood behaviors 
and symptoms (18). It has 5 sub-scales, including attention deficit, irri-
tability, depression, impulsivity, and school problems. Turkish validity and 
reliability studies were carried out by Oncu et al. (19).

The Temperament Evaluation of Memphis, Pisa, Paris, and San Diego 
Autoquestionnaire/TEMPS-A (Turkish Form of Memphis, Pisa, Paris, and 
San Diego Temperament Evaluation Questionnaire/MPPS-MD) is a scale 
developed by Akiskal in order to evaluate dominant affective tempera-
ment (20). The questionnaire includes 100 items organized to determine 
depressive, hyperthymic, aggressive, cyclothymic, and anxious tempera-
ments. The validity and reliability studies of the Turkish form were carried 
out by Vahip et al. (21).

Statistical Analysis
The statistical analysis was performed using the Statistical Package for So-
cial Sciences (SPSS Inc.; Chicago, IL, USA) 16.0 for Windows program.

In our study, the distribution of participant in the groups was homoge-
nous; the arithmetic mean, standard deviation, and standard error values 
related to the distribution of continuous data determined through mea-
surement are presented. The frequency and percentage distribution of 
the discrete (qualitative) data are also presented.

In our study, the chi-square test was used for analyzing the relation be-
tween the discrete (qualitative) data. While the t-test for independent 
samples was used in comparison of the differences between the variables 
with (k=2) size number determined through measurement. When the 
size number k was ≥3, the differences between the averages were ana-
lyzed through One-Way Analysis of Variance, and the groups were bilater-
ally compared through the Tukey-HSD as one of the post hoc tests when 
differences were noticed between the groups according to the variance 
analysis results.

Finally, the levels of relationship between the variables determined in the 
measurements were analyzed through Pearson Correlation Coefficient as 
one of the Simple Correlation Analysis methods. In our study, the level of 
p≤0.05 was accepted as significant.

RESULTS
The groups consisted of 100 BD and 100 MDD patients, in remission at 
the time of the study, as well as 100 HC subjects. All the groups were sim-
ilar with respect to age, gender, and level of education (F=0.878, p=0.417; 
x²=0.000, p=1.000; F=1.192, p=0.305).

The percentage of BD patients meeting criteria for a diagnosis of current 
ADHD was 48% (n=48) compared to the 25% (n=25) of MDD patients 
and the 12% (n=12) of HC subjects. ADHD occurrence was significantly 
higher in the BD group compared to both the MDD group (p=0.0312) 
and the HC group (p=0.0119). No significant difference was observed 
between the MDD patient group and the HC subjects (p=0.314). In the 
BD group with ADHD, 22 patients fulfilled DSM-IV criteria for the pre-
dominantly inattentive subtype, 10 patients for the predominantly hyper-
active/impulsive subtype, and 16 patients for the combined subtype. In 
the MDD group with ADHD, 7 patients were diagnosed with the pre-
dominantly inattentive subtype, 5 with the predominantly hyperactive/
impulsive subtype, and 13 with the combined subtype. In the HC group 
with ADHD, 3 patients were diagnosed with the predominantly inatten-
tive subtype, 2 with the predominantly hyperactive/impulsive subtype, and 
7 with the combined subtype.

The clinical features of the BD and MDD patient groups are presented in 
Table 1. In the BD group, patients with a comorbid ADHD diagnosis had 
significantly more suicidal history than those without a comorbid diagnosis 
of ADHD. No significant differences were observed with respect to the du-
ration of disease, age at onset, bipolar type, psychotic, or seasonal features. 
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In the MDD group, patients with and without ADHD comorbidity did not 
show any significant difference in terms of any of the clinical features.

Other comorbid Axis I Disorders were: nicotine dependence (n=25, 
25%), obsessive compulsive disorder (n=5, 5%), social phobia (n=4, 4%), 
generalized anxiety disorder (n=3, 3%) in the BD group, and nicotine de-
pendence (n=25, 25%), generalized anxiety disorder (n=5, 5%), obsessive 

compulsive disorder (n=2, 2%), and panic disorder (n=2, 2%) in the MDD 
group.

The results from the ADHD assessment scales are displayed in Table 2. 
The overall differences in the total scores of both scales between the HC 
and each patient group were statistically significant. The ASRS and WURS 
total scores were significantly higher in patients with affective disorders 

BD 
with ADHD 
n=48 (48%)

BD 
 without ADHD  

n=52 (52%) p

MDD 
 with ADHD 
n=25 (25%)

MDD 
without ADHD 

n=75 (75%) p

BD-I 39 (39%) 48 (48%) x²=2.693 0.100 - -

BD-II 9 (9%) 4 (4%) x²=2.671 0.102 - -

Duration of disease 13.04±9.08 13.36±10.30 t=0.166 0.868 7.32±5.77 5.01±4.83 t=1.965 0.052

Age at onset 26.52±27.15 27.15±10.20 t=0.307 0.759 31.00±8.95 32.69±10.86 t=0.703 0.484

Psychotic features 26 (26%) 31 (31%) x²=0.302 0.582 3 (3%) 7 (7%) x²=0.148 0.708

Seasonal features 18 (18%) 21 (21%) x²=0.087 0.768 1 (1%) 5 (5%) x²=0.236 1.000

Suicide attempts 17 (17%) 9 (9%) x²=4.254 0.039 7 (7%) 8 (8%) x²=4.18 0.051

BD: Bipolar Disorder; ADHD: Attention Deficit Hyperactivity Disorder; MDD: Major Depressive Disorder; BD-I: Bipolar Disorder I; BD-II: Bipolar Disorder II

Table 1. Comparison of the patient groups in terms of clinical features 

Table 2. Comparison of the ADHD assessment scales of all the groups

BD (1) MDD (2) HC (3) F p p (Tukey HSD)

ASRS, total 29.97±11.83 25.84±11.41 20.29±11.25 11.878 0.0001

p (1–2)=0.391

p (1–3)=0.001

p (2–3)=0.002

ASRS, attention deficit 14.67±7.04 13.18±6.34 9.92±6.13 13.889 0.0001

p (1–2)=0.240

p (1–3)=0.0001

p (2–3)=0.001

ASRS, hyperactivity-impulsivity 13.30±6.39 12.66±6.08 10.47±6.04 5.772 0.003

p (1–2)=0.744

p (1–3)=0.004

p (2–3)=0.034

WURS, total 26.19±17.18 23.85±17.97 16.73±11.11 9.814 0.0001

p (1–2)=0.545

p (1–3)=0.0001

p (2–3)=0.004 

WURS, attention deficit 6.04±3.69 5.84±4.05 4.75±3.26 3.549 0.030

p (1–2)=0.922

p (1–3)=0.037

p (2–3)=0.093 

WURS, irritability 7.89±5.77 7.00±6.93 4.21±3.66 11.657 0.0001

p (1–2)=0.503

p (1–3)=0.001

p (2–3)=0.002

WURS, depression 6.26±5.00 5.80±4.78 3.23±3.19 13.741 0.0001

p (1–2)=0.741

p (1–3)=0.0001

p (2–3)=0.0001 

WURS, impulsivity 3.16±3.53 3.12±3.21 2.76±2.59 0.492 0.612

p (1–2)=0.996

p (1–3)=0.640

p (2–3)=0.697

WURS, school problems 2.76±2.93 2.00±2.35 1.78±2.07 4.297 0.014

p (1–2)=0.079

p (1–3)=0.015

p (2–3)=0.805
ADHD: Attention Deficit Hyperactivity Disorder; ASRS: Adult Attention Deficit and Hyperactivity Self-Report Scale; WURS: Wender Utah Rating Scale; BD: Bipolar 
Disorder; MDD: Major Depressive Disorder; HC: Healthy Control
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compared to the HC. When the two patient groups were compared, the 
BD patients had higher scores than the MDD patients; yet, the difference 
did not reach significance.

A comparison of ASRS and WURS between the bipolar and unipolar pa-
tients with and without current ADHD diagnosis is presented in Table 3. The 
total and the subscale scores of both scales were significantly higher in pa-
tients with a comorbid diagnosis of ADHD in both affective disorder groups.

The relationships between the temperament traits of all the groups with 
and without ADHD are presented in Table 4. The scores of four traits, 
namely depressive, cyclothymic, irritable, and anxious, were significantly 
higher in subjects with ADHD in all the groups. Interestingly, the scores 
of the hyperthymic trait did not show any significant difference between 
subjects with and without co-occurring ADHD in all three groups.

DISCUSSION
In the present study, ADHD co-occurrence was 48% in bipolar and 25% in 
depressive adult patients. ADHD was significantly more frequent in bipo-
lar adults than in not only HC but also depressive patients. No significant 
difference was observed between the depressive patient group and HC. 
A review of the literature indicates that the lifetime occurrence of ADHD 
among affective disorder patients is high. The frequency of ADHD chang-
es between 9% and 94% in bipolar patients and up to 38% in depres-
sive patients (22,23,24,25). The discrepancy among the findings may arise 
from the methodological differences and the sampling techniques. The 

patients in our sample were in remission for at least the last 8 weeks, 
which made it possible for us to state that adult ADHD was not an overlap 
at the symptom level in affective disorder. Rather, it may possibly result 
from the common neurobiological mechanisms and genetic factors (2,26).

In our study, ADHD assessment scales were significantly higher in bipolar 
and depressive adults than in HC. As expected, in each affective group, the 
total and all subscale scores were significantly higher in adults with ADHD 
co-occurrence. While several recent studies have reported significantly 
higher scores on WURS and ASRS in bipolar patients than in depressive 
patients and HC, others have observed high scores in both bipolar and 
depressive patient groups (6,7,26,27,28,29). Possible explanations for our 
similar findings in both affective groups may lie in the fact that all our 
patients were under treatment and were evaluated with self-rated scales.

One of the assumptions is that ADHD in childhood could be a sign of an 
early-onset BD (4,8,11,28,30). In our study, the age at onset of bipolar dis-
ease was similar in patients with (26.52±10.37) and without (27.15±10.20) 
ADHD comorbidity. Nierenberg et al. (11) stated that the onset age of 
BD was particularly important, and that BD and ADHD association was 
a sub-group starting during early childhood, and therefore should be dif-
ferentiated from BD with an onset at an adult age. On the other hand, 
there are studies that did not support this assumption and found a sim-
ilar disease onset age between bipolar groups with and without ADHD 
comorbidity (6,31,32), while others have observed a significantly earlier 
disease onset in the presence of ADHD comorbidity (15,22,28). McIntyre 

Table 3. Comparison of the ADHD assessment scales of the patient groups with and without ADHD

BD 
with ADHD 
n=48 (48%)

BD 
 without ADHD 

n=52 (52%) t p

MDD 
with ADHD 
n=25 (25%)

MDD 
without ADHD 

n=75 (75%) t p

ASRS total 37.18±7.96 19.46±7.72 11.297 0.0001 41.12±6.12 20.74±7.55 12.197 0.0001

ASRS, attention deficit 19.75±5.66 9.98±4.48 9.598 0.0001 21.2±4.69 10.53±4.27 10.463 0.0001

ASRS, hyperactivity-impulsivity 17.43±5.74 9.48±4.22 7.930 0.0001 20.00±4.51 10.21±4.31 9.700 0.0001

WURS, total 35.43±17.82 17.65±11.22 6.020 0.0001 39.24±20.59 18.72±13.71 5.665 0.0001

WURS, attention deficit 7.66±3.81 4.53±2.87 4.653 0.0001 8.32±4.34 5.01±3.61 3.758 0.0001

WURS, irritability 10.60±5.63 5.38±4.69 5.045 0.0001 12.84±8.17 5.05±5.22 5.542 0.0001

WURS, depression 4.81±4.17 1.63±1.81 5.007 0.0001 5.68±3.74 2.26±2.51 5.160 0.0001

WURS, impulsivity 8.56±5.46 4.13±3.40 4.904 0.0001 8.96±5.60 4.74±3.99 4.108 0.0001

WURS, school problems 3.64±3.39 1.94±2.17 3.013 0.003 3.36±3.17 1.54±1.81 3.525 0.001

BD: Bipolar Disorder; ADHD: Attention Deficit Hyperactivity Disorder; MDD: Major Depressive Disorder; ASRS: Adult Attention Deficit and Hyperactivity Self-
Report Scale; WURS: Wender Utah Rating Scale

Table 4. Comparison of TEMPS-A of all the groups with and without ADHD

BD 
with 

ADHD 
n=48 (48%)

BD 
without 
ADHD 

n=52 (52%) p

MDD 
with 

ADHD 
n=25 (25%)

MDD 
without 
ADHD 

n=75 (75%) p

HC 
with 

ADHD 
n=12 (12%)

HC 
without 
ADHD 

n=88 (88%) p

TEMPS-A, depressive 9.66±3.82 6.13±2.99 0.0001 11.04±3.38 7.05±3.63 0.0001 8.25±3.62 5.10±3.22 0.002

TEMPS-A, cyclothymic 13.04±4.67 8.03±4.84 0.0001 13.08±3.23 7.69±4.67 0.0001 10.25±3.59 5.81±4.30 0.001

TEMPS-A, hyperthymic 9.33±5.07 9.90±3.63 0.517 8.52±4.70 8.14±4.53 0.725 7.83±5.58 8.27±5.29 0.789

TEMPS-A, irritable 7.81±4.66 4.07±3.60 0.0001 8.84±3.47 4.13±3.91 0.0001 8.00±4.19 3.75±3.19 0.0001

TEMPS-A, anxious 11.70±6.54 5.86±4.72 0.0001 14.92±5.50 8.73±6.06 0.0001 12.00±6.60 5.82±4.37 0.0001

BD: Bipolar Disorder; ADHD: Attention Deficit Hyperactivity Disorder; MDD: Major Depressive Disorder; HC: healthy control; TEMPS-A: Temperament Evaluation of 
Memphis, Pisa, Paris and San Diego Autoquestionnaire
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et al. (7) revealed in their study that lifelong ADHD comorbidity in both 
MDD and BD was associated with an early onset of mood disorder. Our 
results did not support the view that BD patients with adult ADHD had 
an earlier disease onset. Further research with longitudinal follow-up from 
childhood might be able to clear up some of these assumptions.

Compared to patients without ADHD comorbidity, in the bipolar patient 
group with comorbid ADHD, we observed a significantly high frequen-
cy of suicide attempts. A review of the literature here again indicated 
contradictory findings. While there were studies observing no difference 
between bipolar patients with and without ADHD comorbidity in terms 
of suicide attempt history (15,23), others reported significantly more sui-
cide attempts in the group with comorbidity (11,30,33,34,35). Since the 
patients diagnosed with both diseases experience impulsivity, difficulty in 
controlling themselves, and negative life events more frequently, suicide 
attempts may be expected (36).

Another remarkable finding of our study was that although it did not 
reach statistical significance and stayed at a value slightly above the limit 
(p=0.051), the history of suicide attempts was more frequent in MDD 
patients with ADHD comorbidity. There have been studies reporting that 
the risk for suicide, which is already high due to the leading symptoms in 
depressive patients, such as depressive mood and hopelessness, might be 
expected to increase in the presence of ADHD comorbidity (37).

We also examined the psychotic and seasonal features and found no signif-
icant relationship with ADHD comorbidity in both BD and MDD patient 
groups. In accordance with our findings, one study reported that ADHD 
comorbidity in BD was not associated with psychotic or seasonal features 
(23). Regarding the bipolar type, there have been different viewpoints in 
the articles reporting that ADHD comorbidity was more frequent (5), 
less frequent (11), or at a similar frequency (6,28) in BD type 2. Our find-
ings did not support any difference between bipolar type 1 or 2 in terms 
of ADHD comorbidity, which at this point may be questioned since the 
number of BD type 2 patients was relatively small.

Exploring the temperamental dimensions may help our understanding 
of the etiology of ADHD and affective disorders co-occurrence. In fact, 
temperament is an innate, genetic biological-origin feeling, thought and 
behavior pattern, which typically manifests after childhood and continues 
throughout life (6,38,39). There have been a small number of studies in-
vestigating the temperament in patient groups diagnosed with ADHD, 
with the majority of those carried out on pediatric patients (40,41,42). In 
their study, West et al. (43) reported that children diagnosed with both 
BD and ADHD were difficult even when they were 0–18 months old, e.g., 
they slept harder, cried more, break-up anxiety was more specific. In one 
study, adult ADHD patients were evaluated with the Temperament and 
Character Inventory and displayed higher novelty seeking, harm avoid-
ance, self-transcendence and lower reward dependence, persistence, 
self-directedness, and cooperativeness (44). Our study showed that on 
TEMPS-A, four traits, namely depressive, cyclothymic, irritable, and anx-
ious, were significantly higher in subjects with ADHD in all groups, includ-
ing HC. Interestingly, the scores of the hyperthymic trait did not show 
any significance between subjects with and without co-occurring ADHD 
in all three groups. Two studies investigated the temperament traits of 
patients diagnosed with ADHD using the TEMPS-A scale and found that 
cyclothymic temperament was at a significantly higher level in patients with 
ADHD (15,45).

The present study has some limitations. First, it was not a follow-up tri-
al, rather a cross-sectional study. Therefore, our assumptions were lim-
ited since this method was inadequate in terms of analyzing the effect 

of comorbidity in a disease group upon progress of the disease. In all 
three study groups, a valid and reliable structured clinical interview scale 
adapted into Turkish was used in order to make a diagnosis. Since the 
field studies of DSM-IV were only carried out upon children, large-scale 
field studies are still needed for ADHD criteria in adults. In some adult 
patients, although DSM criteria were administered specifically, establishing 
ADHD diagnosis in an adult patient benefiting from the available diag-
nosis criteria is hard. In most studies, only BD is investigated in terms of 
ADHD co-occurrence; in our study, however, major depressive patients 
were compared as well as control subjects. The relatively small size of the 
sample was another limitation and thus larger studies are needed in order 
to make better comparisons.

The present study’s most important findings are the observations that 
first, the frequency of ADHD is considerably high among bipolar patients; 
second, in the bipolar patient group with comorbid ADHD, the frequency 
of suicide attempts is high; and third, depressive, cyclothymic, irritable, and 
anxious temperaments were significantly associated with ADHD comor-
bidity in bipolar and depressive patients, as well as in HC. The high comor-
bidity and the chronic course of ADHD and its possible negative influence 
on the course of both disorders increase the importance of screening for 
ADHD, even during the adulthood period.

Ethics Committee Approval: Ethics committee approval was re-
ceived for this study from the ethics committee of Gaziosmanpaşa Uni-
versity School of Medicine.

Informed Consent: Written informed consent was obtained from pa-
tients who participated in this study.   

Peer-review: Externally peer-reviewed. 

Author Contributions: Concept – H.H., F.Ç.Ç.; Design – H.H., F.Ç.Ç.; 
Supervision – H H., F.Ç.Ç.; Resources – H.H., F.Ç.Ç.; Materials – H.H., F.Ç.; 
Data Collection and/or Processing – H.H.; Analysis and/or Interpretation 
– İ.E., H.H., F.Ç.Ç.;  Literature Search – H.H., F.Ç.Ç.; Writing Manuscript – 
H.H., F.Ç.Ç.; Critical Review – H.H., F.Ç.Ç.; Other – H.H., F.Ç.Ç., İ.E.

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

Financial Disclosure: The authors declared that this study has re-
ceived no financial support.

Etik Komite Onayı: Bu çalışma için etik komite onayı Gaziosmanpaşa 
Üniversitesi Tıp Fakültesi’nden alınmıştır. 

Hasta Onamı: Yazılı hasta onamı bu çalışmaya katılan hastalardan alınmıştır. 

Hakem Değerlendirmesi: Dış bağımsız.

Yazar Katkıları: Fikir – H.H., F.Ç.Ç.; Tasarım – H.H., F.Ç.Ç.; Denetleme 
– H H., F.Ç.Ç.; Kaynaklar – H.H., F.Ç.Ç.; Malzemeler – H.H., F.Ç.; Veri Top-
lanması ve/veya İşlemesi – H.H.; Analiz ve/veya Yorum – İ.E., H.H., F.Ç.Ç.;  
Literatür Taraması – H.H., F.Ç.Ç.; Yazıyı Yazan – H.H., F.Ç.Ç.; Eleştirel İnce-
leme – H.H., F.Ç.Ç.; Diğer – H.H., F.Ç.Ç., İ.E.

Çıkar Çatışması: Yazarlar çıkar çatışması bildirmemişlerdir.

Finansal Destek: Yazarlar bu çalışma için finansal destek almadıklarını 
beyan etmişlerdir.

REFERENCES
1. American Psychiatric Association. Diagnostic and statistical manual of mental 

disorders. Washington, DC: American Psychiatric Association; 2000.
2. Dieguez BP, Martinez VB, Garcia PG. Psychiatric comorbidity at the time of 

diagnosis in adult with ADHD: The CAT study. J Atten Disord 2014. DOI: 
10.1177/1087054713518240 [CrossRef]

Arch Neuropsychiatry 2016; 53: 257-262 Harmancı et al. Comorbidity of ADHD in Affective Disorders

261

http://dx.doi.org/10.1177/1087054713518240


3. Kessler RC, Adler L, Barkley R, Biederman J, Conners CK, Demler O, Fara-
one SV, Greenhill LL, Howes MJ, Secnik K, Spencer T, Ustun TB, Walters EE, 
Zaslavsky AM. The prevalence and correlates of adult ADHD in the United 
States: results from the national comorbidity survey replication. Am J Psychia-
try 2006; 163:716-723. [CrossRef]

4. Fayyad J, De Graaf R, Kessler R, Alonso J, Angermeyer M, Demyttenaere K, De Gi-
ralamo G, Haro JM, Karam EG, Lara C, Lepine JP, Ormel J, Posada-Villa J, Zavlavsky 
AM, Jın R. Cross-national prevalence and correlates of adult attention-deficit hy-
peractivity disorder. Br J Psychiatry 2007; 190:402-409. [CrossRef]

5. Karam RG, Bau CH, Salgado CA, Kalil KL, Victor MM, Sousa NO, Vitola ES, Picon 
FA, Zeni GD, Rohde LA, Belmonte-de-Abreu P, Grevet EH. Late-onset ADHD in 
adults: milder, but still dysfunctional. J Psychiatr Res 2009; 43:697-701. [CrossRef]

6. Nicola MD, Sala L, Romo L, Catalano V, Even C, Dubertret C, Martinotti G, 
Camardese G, Mazza M, Tedeschi D, Callea A, De Risio L, Guelfi JD, Rouillon 
F, Janiri L, Gorwood P. Adult attention-deficit/hyperactivity disorder in major 
depressed and bipolar subjects: role of personality traits and clinical implica-
tions. Eur Arch Psychiatry Clin Neurosci 2014; 264:391-400. [CrossRef]

7. McIntyre RS, Kennedy SH, Soczynska JK, Nguyen HTT, Bilkey TS, Woldeyo-
hannes HO, Nathanson JA, Joshi S, Chenq JS, Benson KM, Muzina DJ. At-
tention deficit/hyperactivity disorder in adults with bipolar disorder or major 
depressive disorder: results from the International Mood Disorders Collabo-
rative Project. Prim Care Companion J Clin Psychiatry 2010; 12:e1-e7. 

8. Bond DJ, Hadjipavlou G, Lam RW, McIntyre RS, Beaulieu S, Schaffer A, Weiss 
M. The Canadian network for mood and anxiety treatments (CANMAT) task 
force recommendations for the management of patients with mood disor-
ders and comorbid attention-deficit/hyperactivity disorder. Ann Clin Psychia-
try 2012; 24:23-37.

9. Sobanski E, Bruggemann D, Alm B, Kern S, Deschner M, Schubert T, Philipsen 
A, Rietschel M. Psychiatric comorbidity and functional impairment in a clin-
ically referred sample of adults with attention-deficit/hyperactivitydisorder 
(ADHD). Eur Arch Psychiatry Clin Neurosci 2007; 257:371-377. [CrossRef]

10. Biederman J, Ball SW, Monuteaux MC, Mick E, Spencer TJ, McCreary M. New insights 
into the comorbidity between ADHD and major depression in adolescent and young 
adult females. J Am Acad Child Adolesc Psychiatry 2008; 47:426-434. [CrossRef]

11. Nierenberg AA, Miyahara S, Spencer T, Wisniewski SR, Otto MW, Simon N, 
Pollack MH, Ostacher MJ, Yan L, Siegel R, Sachs GS;STEP-BD Investigators. 
Clinical and diagnostic implications of lifetime attention-deficit/hyperactivity 
disorder comorbidity in adults with bipolar disorder: data from the first 1000 
STEP-BD participants. Biol Psychiatry 2005; 57:1467-1473. [CrossRef]

12. Sachs GS, Baldassano CF, Truman CJ, Guille C. Comorbidity of attention defi-
cit hyperactivity disorder with early- and late-onset bipolar disorder. Am J 
Psychiatry 2000; 157:466-468. [CrossRef]

13. Martel MM, Nigg JT, Von EA. How do trait dimensions map onto ADHD 
symptom domains? J Abnorm Child Psychol 2009; 37:337-348.

14. Bernardi S, Cortese M, Solanto M, Hollander E, Pallanti S. Bipolar disorder 
and comorbid attention deficit hyperactivity disorder. A distinct clinical phe-
notype? Clinical characteristics and personality traits. World J Biol Psychiatry 
2010; 11:656-666. [CrossRef]

15. Perroud N, Cordera P, Zimmermann J, Michalopoulos G, Bancila V, Prada P, 
Dayer A, Aubry LM. Comorbidity between attention deficit hyperactivity dis-
order (ADHD) and bipolar disorder in a specialized mood disorders outpa-
tient clinic. J Affect Disord 2014; 168:161-166. [CrossRef]

16. First MB. Structured Clinical Interview for DSM-IV Clinical Version (SCID-I/
CV). Washington D.C: Am Psychiatric Press; 1997.

17. Dogan S, Oncu B, Saracoglu GV, Kuçukgoncu S. Validity and reliability of the 
Turkish version of the adult ADHD self-report scale (ASRS-v1.1). Anatolian 
Journal of Psychiatry 2009; 10:77-87.

18. Ward MF, Wender PH, Reimherr FW. The Wender Utah Rating Scale: An 
aid in the retrospective diagnosis of childhood attention deficit hyperactivity 
disorder. Am J Psych 1993; 50:885-890.

19. Oncu B, Olmez S, Senturk V. Validity and reliability of the Turkish version of 
the Wender Utah Rating Scale for attention-deficit/hyperactivity disorder in 
adults. Turk Psikiyatri Derg 2005; 16:252-259.

20. Akiskal HS. The temperamental foundations of affective disorders. Mund C, 
editor. In Interpersonal origin and course of affective disorders. London, Gas-
kell: Royal College of Psychiatrists; 1996. p. 3-30.

21. Vahip S, Kesebir S, Alkan M, Yazıcı O, Akiskal KK, Akiskal HS. Affective tem-
peraments in clinically-well subjects in Turkey: initial psyhometric data on the 
TEMPS-A. J Affect Disord 2005; 85:113-125. [CrossRef]

22. Karaahmet E, Konuk N, Dalkilic A, Saracli O, Atasoy N, Kurcer MA, Atik L. 
The comorbidity of adult attention-deficit/hyperactivity disorder in bipolar 
disorder patients. Compr Psychiatry 2013; 54:549-555. [CrossRef]

23. Tamam L, Karakus G, Ozpoyraz N. Comorbidity of adult attentiondeficit hy-
peractivity disorder and bipolar disorder: prevalence and clinical correlates. 
Eur Arch Psychiatry Clin Neurosci 2008; 258:385-393. [CrossRef]

24. Biederman J, Faraone SV, Spencer T, Wilens T, Norman D, Lapey KA, Mick 
E, Lehman BK, Doyle A. Patterns of psychiatric comorbidity, cognition, and 
psychosocial functioning in adults with attention deficit hyperactivity disorder. 
Am J Psychiatry 1993; 150:1792-1798. [CrossRef]

25. Pliszka SR. Comorbidity of attention-deficit/hyperactivity disorder with psy-
chiatric disorder: an overview. J Clin Psychiatry 1998; 59:50-58.

26. Sharp SI, McQuillin A, Marks M, Hunt SP, Stanford SC, Lydall GJ, Morgan MY, 
Asherson P, Curtis D, Gurling HMD. Genetic association of the tachykinin 
receptor 1 TACR1 gene in bipolar disorder, attention deficit hyperactivity dis-
order, and the alcohol dependence syndrome. Am J Med Genet B Neuropsy-
chiatr Genet 2014; 165:373-380. [CrossRef]

27. Joo EJ, Lee KY, Choi KS, Kim SH, Song JY, Bang YW, Ahn YM, Kim YJ. Child-
hood attention deficit hyperactivity disorder features in adult mood disorders. 
Compr Psychiatry 2012; 53:217-223. [CrossRef]

28. Perugi G, Ceraudo G, Vannucchi G, Rizzato S, Toni C, Dell’Osso L. Attention 
deficit/hyperactivity disorder symptoms in Italian bipolar adult patients: a pre-
liminary report. J Affect Disord 2013; 149:430-434. [CrossRef]

29. Atesci F, Tuysuzogullari HD, Ozdel O, Oguzhanoglu NK. Comorbidity of at-
tention deficit hyperactivity disorder in adult bipolar I disorder: a preliminary 
study. Bulletin of Clinical Psychopharmacology 2010; 10:66-73.

30. Klassen LJ, Katzman MA, Chokka P. Adult ADHD and its comorbidities, with a 
focus on bipolar disorder. J Affect Disord 2010; 124:1-8. [CrossRef]

31. Tamam L, Tuglu C, Karatas G, Ozcan S. Adult attention hyperactivity disorder 
in patients with bipolar I disorder in remission: preliminary study. Psychiatry 
Clin Neurosci 2006; 60:480-485. [CrossRef]

32. Berkol TD, Yargic I, Ozyildirim I, Yazici O. Comorbidity of adult attention deficit 
and hyperactivity disorder in bipolar patients: prevalence, sociodemographic 
and clinical correlates. Arch Neuropsychiatr 2014; 51:97-102. [CrossRef]

33. Sentissi O, Navarro JC, Oliveira HD, Gourion D, Bourdel MC, Bayle FJ, Olie FJ, 
Poirier MF. Bipolar disorders and quality of life: the impact of attention deficit/
hyperactivity disorder and substance abuse in euthymic patients. Psychiatry 
Res 2008; 161:36-42. [CrossRef]

34. Taylor MR, Boden JM, Rucklidge JJ. The relationship between ADHD symp-
tomatology, and self-harm, suicidal ideation and suicidal behaviours in adults: a 
pilot study. Atten Defic Hyperact Disord 2014; 6:303-312. [CrossRef]

35. Asherson P, Young AH, Eich-Höchli D, Porsdal V, Deberdt W. Differential di-
agnosis, comorbidity, and treatment of attention-deficit/hyperactivity disorder 
in relation to bipolar disorder or borderline personality disorder in adults. 
Curr Med Res Opin 2014; 30:1657-1672. [CrossRef]

36. Hagop S, Akiskal MD. Mood dısorders. Sadock BJ, Sadock VA, editors. In Ka-
plan and Sadock’s Comprehensive Textbook of Psychiatry. 8nd Edition. Anka-
ra: Güneş Bookstore; 2007. p. 1611-1652.

37. Ben-Yehuda A, Aviram S, Govezensky J, Nitzan U, Levkovitz Y, Bloch Y. Suicidal 
Behavior in Minors–Diagnostic Differences Between Children and Adoles-
cents. J Dev Behav Pediatr 2012; 33:542-547. [CrossRef]

38. Rothbart M, Bates J. Temperament. Damon W, Lerner R, editors. In Hand-
book of child psychology. Wiley, New York: 2006. p. 99-166.

39. Akiskal HS, Akiskal KK, Haykal RF, Manning JS, Connor PD. TEMPS-A: progress 
towards validation of a self-rated clinical version of the Temperament Eval-
uation of te Memphis, Pisa, Paris, and San Diego Autoquestionnaire. J Affect 
Disord 2005; 85:3-16. [CrossRef]

40. Luby JL, Svrakic DM, McCallum K, Przybeck TR, Cloninger CR. The junior 
temperament and character inventory: preliminary validation of a child 
self-report measure. Psychol Rep 1999; 84:1127-1138. [CrossRef]

41. Purper-Ouakil D, Cortese S, Wohl M, Aubron V, Orejarena S, Michel G, Asch 
M, Mouren MC, Gorwood P. Temperament and character dimensions asso-
ciated with clinical characteristics and treatment outcome in attention-deficit/
hyperactivity disorder boys. Compr Psychiatry 2010; 51:286-292. [CrossRef]

42. Yuce M, Zoroglu SS, Ceylan MF, Kandemir H, Karabekiroglu K. Psychiatric co-
morbidity distribution and diversities in children and adolescents with atten-
tion deficit/hyperactivity disorder: a study from Turkey. Neuropsychiatr Dis 
Treat 2013; 9:1791-1799. [CrossRef]

43. West AE, Schenkel LS, Pavuluri MN. Early childhood temperament in pediat-
ric bipolar disorder and attention deficit hyperactivity disorder. J Clin Psychol 
2008; 64:402-421. [CrossRef]

44. Faraone SV, Kunwar A, Adamson J, Biederman J. Personality traits among 
ADHD adults: implications of late-onset and subthreshold diagnoses. Psychol 
Med 2009; 39:685-693. [CrossRef]

45. Landaas ET, Halmoy A, Oedegaard KJ, Fasmer OB, Haavik J. The impact of cyclothy-
mic temperament in adult ADHD. J Affect Disord 2012; 142:241-247. [CrossRef]

Harmancı et al. Comorbidity of ADHD in Affective Disorders Arch Neuropsychiatry 2016; 53: 257-262

262

http://dx.doi.org/10.1176/ajp.2006.163.4.716
http://dx.doi.org/10.1192/bjp.bp.106.034389
http://dx.doi.org/10.1016/j.jpsychires.2008.10.001
http://dx.doi.org/10.1007/s00406-013-0456-6
http://dx.doi.org/10.1007/s00406-007-0712-8
http://dx.doi.org/10.1097/CHI.0b013e31816429d3
http://dx.doi.org/10.1016/j.biopsych.2005.01.036
http://dx.doi.org/10.1176/appi.ajp.157.3.466
http://dx.doi.org/10.3109/15622971003653238
http://dx.doi.org/10.1016/j.jad.2014.06.053
http://dx.doi.org/10.1016/j.jad.2003.10.011
http://dx.doi.org/10.1016/j.comppsych.2012.11.005
http://dx.doi.org/10.1007/s00406-008-0807-x
http://dx.doi.org/10.1176/ajp.150.12.1792
http://dx.doi.org/10.1002/ajmg.b.32241
http://dx.doi.org/10.1016/j.comppsych.2011.05.002
http://dx.doi.org/10.1016/j.jad.2012.12.010
http://dx.doi.org/10.1016/j.jad.2009.06.036
http://dx.doi.org/10.1111/j.1440-1819.2006.01535.x
http://dx.doi.org/10.4274/npa.y6376
http://dx.doi.org/10.1016/j.psychres.2007.06.016
http://dx.doi.org/10.1007/s12402-014-0139-9
http://dx.doi.org/10.1185/03007995.2014.915800
http://dx.doi.org/10.1097/01.DBP.0000415830.85996.e6
http://dx.doi.org/10.1016/j.jad.2004.12.003
http://dx.doi.org/10.2466/pr0.1999.84.3c.1127
http://dx.doi.org/10.1016/j.comppsych.2009.08.004
http://dx.doi.org/10.2147/NDT.S54283
http://dx.doi.org/10.1002/jclp.20471
http://dx.doi.org/10.1017/S0033291708003917
http://dx.doi.org/10.1016/j.jad.2012.04.034

