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Abstract 

 

Background: The core features of borderline personality disorder (BPD) are affective 

instability, unstable relationships and identity disturbance. Axis I-comorbidities are frequent, 

in particular affective disorders. The concept of atypical depression is complex and often 

underestimated. The purpose of the study was to investigate the comorbidity of atypical 

depression in borderline patients regarding anxiety related psychopathology and interpersonal 

problems.  

Methods: 60 patients with BPD were assessed with the Structured Clinical Interviews for 

DSM-IV Axis I and II Disorders (SCID I, SCID II) as well as the Atypical Depression 

Diagnostic Scale (ADDS). Additionally, patients completed a questionnaire (SCL-90-R, BDI, 

STAI, STAXI, IIP-C).  

Results: Forty-five BPD patients (81.8%) had a comorbid affective disorder of which 15 

(27.3%) were diagnosed with an atypical depression. 

In comparison to patients with major depressive disorder or no comorbid depression, patients 

with atypical depression showed significant higher scores in psychopathological symptoms 

regarding anxiety and global severity as well as interpersonal problems.  

Conclusions: The presence of atypical depression in borderline patients is correlated with 

psychopathology, anxiety, and interpersonal problems and seems to be of clinical importance 

for personalized treatment decisions.  

 

 

Keywords: borderline personality disorder, atypical depression, anxiety, interpersonal 

problems, rejection sensitivity, comorbidity 
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Introduction 

 

Borderline is one of the most common personality disorders that affects about 1 to 2% of the 

general population, around 10% psychiatric outpatients and 20% psychiatric inpatients. The 

diagnosis is more common in women (75%) than in men 1,2. 

BPD was included in 1980 in the DSM-III Classification 3. The main characteristics include 

affective instability, unstable relationship patterns, disturbed identity as well as impulsivity. 

DSM-IV-TR defines affective instability as intense episodic dysphoria, irritability, or anxiety 

usually lasting a few hours and only rarely more than a few days, due to a marked reactivity 

of mood 4. 

BPD is considered both psychologically [5] and biologically [6] as a heterogeneous disorder 

and is associated with high comorbidity [7]. Biological vulnerability and developmental 

insults combined determine the presentation of BPD. The diagnostic criteria of BPD can be 

organised in to four sectors of psychopathology: affective, cognitive, behavioural and 

interpersonal criteria [8]. Patients vary widely in their severity of manifestation of these 

factors and even don’t need to be impaired in all four factors. There are 126 different 

possibilities (clusters) to fulfil the diagnostic criteria for BPD (at least 5 of 9 different criteria) 

[9]. These dissimilarities can lead to alternate courses of the disorder [10] as well as different 

treatment responses. 

The disorder of affectivity in Borderline disorder is conceptualized in different ways. 

Psychiatrists emphasize either the disorder of affect regulation with difficulty of personality-

conditioned affect control 11,12, or the emotional dysregulation due to elevated biological 

vulnerability 13. 

Gunderson and Phillips 14 point out that depressive disorder in Borderline disorders shows 

a qualitatively different characteristic than in major depression being more developmentally 

and interpersonally based. 

Comorbidities are very common in patients with BPD and seem to predict the characteristic as 

well as the course of the disorder. Several studies have found that borderline patients are often 

diagnosed with an Axis I Disorder (e.g. anxiety disorders and substance abuse) 8,15. 

However the most frequent comorbidities are affective disorders, especially major depression, 

which occurs in 70 to 90% of all borderline patients 16,17. Zanarini et al. 17 reported that 

80% had experienced a major depression episode at some point in their medical history. It 

seems that a specific depressive subtype is often connected with BPD; Posternak and 
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Zimmermann 18 found that 27% of their borderline patients had a comorbid atypical 

depression (AD). The international BRIDGE-Study 19 examined 2658 patients with an 

MDD regarding BPD and Bipolar Disorder. A bipolar diagnosis was more frequent in the 

non-borderline group whereas borderline patients reported significantly more atypical 

features. 

Atypical depression (AD) was introduced to specify major depressive episodes in DSM-IV 

following a series of antidepressant trials showing that such patients responded preferentially 

to monoamine oxidase inhibitors (MAOIs) 20. This depressive form is characterized by 

depressive mood, emotional reactivity, increased sleep, eating disorders as well as somatic 

impairment and affects about 30% of unipolar depressive patients, mostly women. Biological 

studies 21 as well as statistical classifications 22 support the hypothesis of a distinct 

depressive subtype. Compared to melancholia and other depression, atypical depression 

shows an earlier age of onset and a more chronic course of illness 23. The quality of the 

depressive experience in borderline personality disorder has always been perceived to be 

different from the depression experienced in major depression (MDD) 24. 

Perugi and colleagues 25 compared patients who met DSM-IV criteria for major depressive 

episode with atypical features in terms of a comorbid BPD. The group with a comorbid 

borderline disorder had significant higher lifetime comorbidity for bulimia nervosa, 

cyclothymia as well as Axis II disorders of the anxious and dramatic cluster (narcissistic, 

dependent and avoidant). This group also scored higher on multiple Atypical Depression 

Diagnostic Scale items (mood reactivity, interpersonal sensitivity, functional impairment, 

avoidance of relationships and other rejection avoidance). Most interestingly, heightened 

rejection sensitivity seems to be a feature in both AD and BPD 26. 

Deliberate self-harm is correlated with heightened sensitivity to interpersonal rejection 27. 

High Rejection Sensitivity is also associated with increased Borderline Personality features 

among people low in self-reported Executive Control and among those high in self-reported 

Executive Control, the relationship between Rejection Sensitivity and Borderline Personality 

features is attenuated 28. Patients with BPD may be more sensitive to rejection, and these 

fears of rejection may result in increased emotion dysregulation and subsequent behavioral 

problems 29 or rage 30.  

Anxiety disorders seem to be rather common in Borderline Personality Disorder 31,32. 

Silverman et al. 33 studied the comorbidity of patients with an Axis II disorder and found 
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rates of 89% anxiety disorders in BPD patients. A national epidemiologic survey with over 

34’000 adults 34 also showed a high co-occurrence of anxiety disorder with BPD.  

However, AD is also reported to be connected to anxiety disorders. Gili and colleagues 35 

compared AD, melancholic and non-melancholic depression in non-borderline patients and 

found that AD patients had higher rates of comorbid anxiety disorders. More specific studies 

showed a correlation of AD with social phobia and panic disorder 36-38. 

Given that anxiety and rejection sensitivity are common in both AD and BPD the question 

arises how the co-occurrence of the both disorders is affecting the patient? From our point of 

view until now there hasn’t been a study investigating BPD and comorbid AD in reference to 

anxiety. 

 

Aims of the study 

 

Since BPD and Depression are rather common in co-occurence the aim of our study was to 

more closely examine a specific group of depression - atypical depression- in association with 

BPD. We expected patients with comorbid AD to show a more severe psychopathology 

compared to other BPD patients with either a different type of depression or no depression at 

all. 

Another hypothesis was whether this co-occurence of AD leads to more interpersonal 

problems in BPD patients. 

 

Methods 

 

Study Design and Participants 

All Patients were inpatients at the Psychiatric Hospital of the University of Basel and were 

diagnosed with a borderline personality disorder (BPD) according the DSM-IV-TR criteria. 

Patients participated in a matched-controlled inpatient study for BPD patients (Basel 

Borderline Inpatient Study (BABIS)). Aims of this study were to compare the effects of 

transference focused psychotherapy (TFP)-based disorder specific inpatient treatment versus 

treatment as usual and to identify the possible influence of subgroups within the 

heterogeneous group of BPD patients. Detailed descriptions of the aims, methods and sample 

characteristics of the Basel Borderline Inpatient Study (BABIS) supported by a research grant 

from the Swiss National Science Foundation have been reported separately 39.  



AC
C

EP
TE

D
 M

AN
U

SC
R

IP
T

ACCEPTED MANUSCRIPT

Exclusion criteria were schizophrenia, schizoaffective disorder, active psychosis or acute 

manic episode.  

Written informed consent was obtained from each patient. The study was approved by the 

local Ethics Committee (EKBB). 

 

Interviews 

Clinically experienced interviewers attended a special education of the Structured Clinical 

Interview for DSM-IV Axis I Disorders (SCID-I/P) 40 and for DSM-IV Axis II Disorders 

(SCID-II) 41 and were trained to pay particular attention to distinguishing Axis I mental 

state conditions from Axis II personality trait phenomena. The SCID I and II are semi-

structured interviews for assessing clinical and personality disorders. High interrater 

reliability has been shown for both interviews 42,43. 

Additionally the Atypical Depression Diagnostic Scale (ADDS) 44,45 was used to examine 

atypical depression more detailed. The ADDS is a semistructured interview designed to 

investigate the presence and severity of atypical features during current depressive episodes. 

 

Questionnaire data  

To measure the general psychiatric symptoms and subjective complaints, we administered the 

SCL-90-R 46, the Beck Depression Inventory 47, the Spielberger State and Trait Inventory 

48, and the Spielberger State and Trait Anger Inventory 49. 

For evaluation of interpersonal criteria we used the Inventory of Interpersonal Problems 50, 

a 64-item self-report instrument designed to measure interpersonal deficiencies and excesses 

in 8 subscales (e.g. too responsible, too controlling). External validity of the IIP-C scales has 

been demonstrated. 

 

Statistical Analyses 

All statistical analyses were conducted with SPSS/20.0. Assumption of homoscedasticity and 

normality distribution was checked prior to the analysis. χ²-tests were used for testing 

intergroup differences. Multivariate Analysis, Oneway Anova parametric method were 

performed for group comparison as well as Student’s t-Test. All statistical tests were 

considered significant at a two-sided level of p< 0.05. 

 

Results 
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60 patients diagnosed with borderline personality disorder (BPD) were included in the study 

and interviewed. 5 patients didn’t complete the questionnaire and were therefore excluded. Of 

the 55 patients included in the study, 44 (80%) were female, 11 (20%) male. The mean age 

was 28.9 years (SD = 8.7).  

53 patients (96.4%) were diagnosed with a comorbid Axis I Disorder, most frequently with an  

affective disorder (n=45, 81.8%). 35 patients (63.6%) showed a comorbid Axis II disorder, 

predominant a Cluster C disorder (n=28, 50.9%). An anxiety disorder was diagnosed in 29 

patients (52.7%). 15 patients (27.3%) were given the diagnosis of an Atypical Depression. All 

patients with comorbid atypical depression met the BPD criterion of affective instability.  

 

Insert Table 1(Demographic and Clinical Characteristics) 

 

To further analyze our results we sub-divided our patients in the following three groups: (1) 

patients with Atypical Depression, (2) patients with a depression other than AD and (3) 

patients with no depression. 

Oneway-ANOVA found significances in depression (BDI, p=0.002), anxiety (STAI, state 

anxiety p=0.002; trait anxiety p=0.001), scales regarding general psychopathology (SCL-90-

R, GSI p= 0.011), as well as interpersonal problems (IIP-C, p= 0.003).  

Furthermore the AD group was diagnosed significantly more often with a comorbid anxiety 

disorder (
2
=0.002) than the other two groups. 

However there were no differences in the three groups regarding anger or aggression. 

 

Insert Table 2 (Intergroup Differences) 

 

As table 2 displays, group 1 (AD) showed the highest scores in the significant data. 

Independent-measures t-Test between the three groups showed that the AD group can be 

distinguished from the others groups in Trait anxiety (STAI), Anxiety, Obsessive-

Compulsion, Phobia and GSI (SCL-90-R) as well as Overly Accommodating (IIP-C). 

 

Discussion 

 

Our major finding was that patients with an atypical depression showed the highest scores in 

all psychopathological data. A possible explanation of our result could be summative effects 

since both conditions BPD and AD are associated with anxiety and interpersonal sensitivity 
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This finding is consistent with a study of McGinn et al. 51 which compared major 

depressive disorder patients with and without atypical depression (AD). AD predicted the 

presence of comorbid Axis I (100% AD vs. 33% NonAD), Axis II (90% vs. 35%), and both 

Axis I and II (65% vs. 8.14%) disorders. The high prevalence of Axis I and II comorbidity in 

major depression might be explained, at least in part, by the presence of atypical depression. 

Significant differences between the 3 groups in our study (atypical depression, other 

depression, no depresson) were found in results on depression, general psychopathology, 

anxiety and interpersonal sensitivity.  

Affective disturbances in borderline personality disorder are yet not clearly understood so 

further studies should continue to deepen our knowledge on different affective disorders in 

BPD patients (depression, dysthymia, dysphoria, and other form of affective pain). 25 

dysphoric states (mostly affects) were found to be significantly more common among 

borderline patients than controls in the study of Zanarini et al. 31 but nonspecific to 

borderline personality disorder. Equally important, overall mean Dysphoric Affect Scale 

scores correctly distinguished borderline personality disorder from other personality disorders 

in 84% of the subjects. The results of the Zanarini study 31 suggest that the subjective 

affective pain of borderline patients may be both more pervasive and more multifaceted than 

previously recognized, and that the overall “amplitude“ of this pain may be a particularly 

good marker for the borderline diagnosis. Consistent with our results (see table 2: BDI score 

of AD and other depression) Levy et al. 52 could not find differences between depressed, 

depressed borderline, and borderline non-depressed inpatients in overall level of impairment 

or severity of depression. Phenomenologically, however, depressive experiences were quite 

different in this study. Subjects with borderline personality disorder, with and without a 

diagnosed depressive disorder, scored higher than subjects with depression only on the 

measure of anaclitic neediness (severe emotional dependence on another person, especially 

relating to the dependence of an infant on a mother or surrogate mother), correlated with 

interpersonal distress, self-destructive behaviors, and impulsivity.  

Mood lability and interpersonal sensitivity traits could be related by a “cyclothymic 

temperamental diathesis” or “borderline-affective” cluster. 25,53. This cluster, in turn, 

seems to underlie the complex pattern of anxiety, sensitivity, mood and impulsive disorders 

which is clinically shared by atypical depression, some bipolar II, few bulimia nervosa 54 

and several borderline patients. Cyclothymic reactivity and neurotic features (i.e., atypicality 

and panic attacks) or structural problems may appear (in line with the description by the 

French psychiatrist Pierre Kahn 55 relevant to the definition of what today is considered 
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bipolar II disorder 56.  

In sum our findings could also be suitable with Kernberg’s model 57 differentiating 

biological and characterological depression. In the case of characterological depression, often 

associated with chronic suicidal tendencies, depressive affect like other affects experienced by 

the patient, corresponds to the underlying internalized object relations.  

A distinct subgroup of borderline patients could be characterized by co-occurrence of AD 

associated with high phobic and general anxiety, higher general psychopathology and 

interpersonal problems but no differences concerning psychoticism and paranoid ideation. A 

possible connecting mechanism for both borderline personality disorder and atypical 

depression related pathology could be increased rejection sensitivity giving rise to 

interpersonal problems. 

Possible methodological limitations of this study are the small sample size and the fact that all 

BPD patients (in all of the three groups) were severely disturbed (high psychopathological 

scores (see table 2), had fewer partners and high comorbidity (see table 1). It remains unclear 

if a comorbid atypical depression would also be associated with more severe 

psychopathology, anxiety and interpersonal problems in other personality disorders than BPD. 

In summary the fundamental pattern of atypical depression is represented by chronic mild 

depressions, which are characterized by a younger age at onset, female predominance, 

interpersonal rejection sensitivity, and mood lability, which are difficult to distinguish from 

characterological pathology. Patients who present with such patterns are frequently diagnosed 

with borderline, histrionic, or avoidant personality disorders. Congruent with our results the 

New South Wales University group (see 58,59) asserts the structural priority of anxiety 

symptoms over mood symptoms and the significance of interpersonal rejection sensitivity in 

atypical depression. This concept overlaps considerably with that of “hysteroid dysphoria”, 

which was proposed by Klein and Liebowitz 60, and was one precursor of Columbia group's 

later concept of atypical depression.  

Differential treatment response of subtypes of patients with borderline personality have been 

identified [61-63]. A careful phenomenological analysis of early clinical phenotypes, a 

clinical staging (with valid severity indexes), and strategic biomarker research are the 

building blocks for a future personalized psychiatry [64]. Current therapies are limited 

because they do not recognize or accommodate the extensive heterogeneity of borderline 

personality disorder and its complex etiology [65]. Currently, insufficient evidence is 

available supporting most personalizing variables for Borderline Personality Disorder or 

Depression (an important exception is cytochrome p450 activity). “Some of the features that 
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have potential as personalizing variables that can help predict response to particular 

treatments, pending replication studies, include sex, hormonal status, atypical depression, 

childhood trauma, family history of mental illness, and certain biomarkers and genetic 

polymorphisms” [66,pp1]. 

Unfortunately the concept of atypical depression has become overextended and gradually lost 

its construct validity. Therefore, the diagnostic criteria for atypical depression should be 

reconsidered in reference to various definitions and concepts and refined through accumulated 

clinical research (see 67). “A fuller appreciation of the BPD patient's interpersonal 

relationships and the person's reactions and affects to and within those relationships holds the 

key to understanding the nature of the quality of the depression of BPD.” 24,pp25. 



AC
C

EP
TE

D
 M

AN
U

SC
R

IP
T

ACCEPTED MANUSCRIPT

References 

1. Lenzenweger MF, Lane MC, Loranger AW, Kessler RC. DSM-IV personality disorders in the 

National Comorbidity Survey Replication. Biol Psychiatry 2007;62:553-564.  

2. Torgersen S, Kringlen E, Cramer V. The prevalence of personality disorders in a community 

sample. Arch Gen Psychiatry 2001;58:590-596. 

3. Fiedler P. Persönlichkeitstörungen. 5. Auflage. Weinheim: Beltz; 2001. 

4. American Psychiatric Association (APA). Diagnostic and statistical manual of mental 

disorders (DSM-IV-TR) (4th ed.). Washington DC: American Psychiatric Publishing Inc; 

2000. 

5. Wright AG, Hallquist MN, Morse JQ, Scott LN, Stepp SD, Nolf KA, Pilkonis PA. Clarifying 

interpersonal heterogeneity in borderline personality disorder using latent mixture modeling. J 

Pers Disord 2013; 27:125-143. 

6. Lubke GH, Laurin C, Amin N, Hottenga JJ, Willemsen G, van Grootheest G, et al. Genome-

wide analyses of borderline features. Mol Psychiatry 2013; doi:10.1038/mp.2013.109. [Epub 

ahead of print] 

7. Zanarini MC, Frankenburg FR, Dubo ED, Sickel AE, Trikha A, Levin A, et al. Axis I 

comorbidity of borderline personality disorder. Am J Psychiatry 1998;155(12):1733-1739. 

8. Lieb K, Zanarini MC, Schmahl Ch, Linehan MM, Bohus M. Borderline Personality Disorder. 

Lancet 2004;364:453-461. 

9. Korfine L, Hooley JM. Detecting individuals with borderline personality disorder in the 

community: An ascertainment strategy and comparison with a hospital sample. J Pers Disord 

2009;23:62-75. 

10. Zanarini MC, Frankenburg FR, Vujanovic AA, Hennen J, Reich DB, Silk KR. Axis II 

comorbidity of borderline personality disorder: description of 6-year course and prediction to 

time-to-remission. Acta Psychiatr Scand 2004;110:416-420. 

11. Kernberg OF. Borderline conditions and pathological narcissism. New York: Aronson; 1970.   

12. Yen S, Zlotnick C, Costello E. Affect regulation in women with boderline personality disorder 

traits. J Nerv Ment Dis 2002;190:693-696.  

13. Linehan MM. Cognitive-behavioral treatment for borderline personality disorder. New York: 

Guilford; 1993. 

14. Gunderson JG, Phillips KA. A current view of the interface between borderline personality 

disorder and depression. Am J Psychiatry 1991;8:967-975. 

15. Walter M, Gunderson JG, Zanarini MC, Sanislow CA, Grilo CM, McGlashan TH, et al. New 

onsets of substance use disorders in borderline personality disorder over seven years of 

follow-ups: Findings from the Collaborative Longitudinal Personality Disorders Study. 

Addiction 2009;204:97-103. 



AC
C

EP
TE

D
 M

AN
U

SC
R

IP
T

ACCEPTED MANUSCRIPT

16. McGlashan TH, Grilo CM, Skodol AE, Gunderson JG, Shea MT, Morey LC, et al. The 

Collaborative Longitudinal Personality Disorder Study: baseline axis I/II and II/II diagnosis 

co-occurrence. Acta Psychiatr Scand 2000;102:256-264. 

17. Zanarini MC, Gunderson JG, Frankenburg FR. Axis I phenomenology of borderline 

personality disorder. Compr Psychiatry 1989;30(2):149-156. 

18. Posternak MA, Zimmermann M. The prevalence of atypical features across mood, anxiety, 

and personality disorders. Compr Psychiatry 2002;43(4):253-262. 

19. Perugi G, Angst J, Azorin JM, Bowden C, Vieta E, Young AEH. Is comorbid borderline 

personality disorder in patients with major depressive episode and bipolarity a developmental 

subtype? Findings from the international BRIDGE study. J Affect Disord 

2012;http://dx.doi.org/10.1016/j.jad.2012.06.008.  

20. Paykel ES. Diagnostic heterogeneity in relation to drug evaluation: antidepressants. 

Psychopharmacol Ser 1993;10:149-162. 

21. Posternak MA. Biological markers of atypical depression. Harv Rev Psychiatry 2003;11(1):1-

7. 

22. Sullivan PF, Kessler RC, Kendler KS. Latent class analysis of lifetime depressive symptoms 

in the national comorbidity survey. Am J Psychiatry 1998;155(10):1398-1406. 

23. Stewart JW, McGrath PJ, Quitkin FM, Klein DF. Atypical depression: current status and 

relevance to melancholia. Acta Psychiatr Scand 2007;115(Suppl. 433):58–71. 

24. Silk KR. The quality of depression in borderline personality disorder and the diagnostic 

process. J Pers Disord 2010;24:25-37. 

25. Perugi G, Fornaro M, Akiskal HS. Are atypical depression, borderline personality disorder 

and bipolar II disorder overlapping manifestations of a common cyclothymic diathesis? World 

Psychiatry 2011;10:45-51. 

26. Staebler K, Helbing E, Rosenbach C, Renneberg B. Rejection sensitivity and borderline 

personality disorder. Clin Psychol Psychother 2011;18(4):275-283. 

27. Klonsky ED, Oltmanns TF, Turkheimer E. Deliberate self-harm in a nonclinical population: 

prevalence and psychological correlates. Am J Psychiatry 2003;160:1501-8. 

28. Ayduk O, Zayas V, Downey G, Cole AB, Shoda Y, Mischel W. Rejection Sensitivity and 

Executive Control: Joint predictors of Borderline Personality features. J Res Pers 

2008;42:151-68. 

29. Selby EA, Ward AC, Joiner TE Jr. Dysregulated eating behaviors in borderline personality 

disorder: are rejection sensitivity and emotion dysregulation linking mechanisms? Int J Eat 

Disord 2010;43:667-70. 

30. Berenson KR, Downey G, Rafaeli E, Coifman KG, Paquin NL. The rejection-rage 

contingency in borderline personality disorder. J Abnorm Psychol 2011;120:681-90.  



AC
C

EP
TE

D
 M

AN
U

SC
R

IP
T

ACCEPTED MANUSCRIPT

31. Zanarini MC, Frankenburg FR, DeLuca CJ, Hennen J, Khera GS, Gunderson JG. The pain of 

being borderline: dysphoric states specific to borderline personality disorder. Harv Rev 

Psychiatry 1998;6(4):201-207. 

32. Comtois KA, Cowley DS, Dunner DL, Roy-Byrne PP. Relationship Between Borderline 

Personality Disorder and Axis I Diagnosis in Severity of Depression and Anxiety. J Clin 

Psychiatry 1999;60:752-758. 

33. Silverman MH, Frankenburg FR, Fitzmaurice G, Zanarini MC. The course of anxiety 

disorders other than PTSD in patients with borderline personality disorder and axis II 

comparison subjects: a 10 year follow-up study. J Pers Disord 2012;26(5):804-814. 

34. Grant BF, Goldstein RB, Chou SP, Huang B, Stinson FS, Dawson DA, et al. 

Sociodemographic and psychopathologic predictors of first incidence of DSM-IV substance 

use, mood and anxiety disorders: results from the Wave 2 National Epidemiologic Survey on 

Alcohol and Related Conditions. Mol Psychiatry 2009;14:1051-1066. 

35. Gili M, Roca M, Armengol S, Asensio D, Garcia-Campayo J, Parker G. Clinical patterns and 

treatment outcome in patients with melancholic, atypical and nonmelancholic depressions. 

PLoS One 2012;7(10):e48200. 

36. Angst J, Gamma A, Benazzi F, Silverstein B, Ajdacic-Gross V, Eich D, et al. Atypical 

depressive syndromes in varying definitions. Eur Arch Psychiatry Clin Neurosci 

2006;256:44–54. 

37. Novick JS, Stewart JW, Wisniewski SR, Cook IA, Manev RM, Nierenberg AA, et al. Clinical 

and demographic features of atypical depression in outpatients with major depressive disorder: 

preliminary findings from STAR*D. J Clin Psychiatry 2005;66:1002-1011. 

38. Matza LS, Revicki DA, Davidson JR, Stewart JW. Depression With Atypical Features in the 

National Comorbidity Survey. Arch Gen Psychiatry 2003;60:817-826.  

39. Agarwalla P, Küchenoff J, Gremaud-Heitz D, Riemenschneider A, Sollberger D, Walter M, et 

al. Is inpatient, disorder-specific treatment of borderline patients superior to conventional 

psychiatric, psychotherapeutic inpatient treatment? Swiss Arch Neurol Psychiatry 

2013;164(6):194-205. 

40. First MB, Spitzer RL, Gibbon M, William JBW. Structured Clinical Interview for DSM-IV 

Axis I Disorders/ Patient Edition (SCID-I/P). New York State Psychiatric Institute; New 

York: Biometrics Research Department; 1996. 

41. First MB, Gibbon M, Spitzer RL, Williams JBW, Benjamin L. Structured Clinical Interview 

for DSM-IV Personality Disorders (SCID-II): Interview and Questionnaire. Washington DC: 

American Psychiatric Press; 1997. 

42. Lobbestael J, Leurgans M, Arntz A. Inter-Rater Reliability of the Structured Clinical Interview 

for DSM-IV Axis I Disorders (SCID I) and Axis II Disorders (SCID II). Clin Psychol 

Psychother 2011;18:75-79. 



AC
C

EP
TE

D
 M

AN
U

SC
R

IP
T

ACCEPTED MANUSCRIPT

43. Maffei C, Fossati A, Agostoni A, Barraco A, Bagnato M, Deborah D, et al. Interrater 

reliability and internal consistency of the Structured Clinical Interview for DSM-IV Axis II 

personality disorders (SCID II), version 2.0. Journal of Personality Disorders 1997;11:279-

284. 

44. Stewart JW, McGrath PJ, Rabkin JG, Quitkin FM. Atypical depression. A valid clinical 

entity? Psychiatr Clin North Am 1993;16(3):479-495. 

45. Gremaud-Heitz DJ, Stewart JW, Dammann G. Das Konzept der atypischen Depression und 

deutsche Version der „Atypical Depression Diagnostic Scale (ADDS)“. Swiss Arch Neurol 

Psychiatry 2011;162:148–154. 

46. Derogatis LR. SCL-90-R: Administration, Scoring, and Procedures Manual. Towson, MD: II. 

Clinical Psychometric Research; 1983.  

47. Beck AT, Ward CH, Mendelson M, Mock J, Erbaugh J. An inventory for measuring 

depression. Arch Gen Psychiatry 1961;4:561–571.  

48. Spielberger CD, Gorsuch RL, Lushene RD. State-Trait Anxiety Inventory (STAI) Manual. 

Palo Alto, Calif.: Consulting Psychologists Press; 1970. 

49. Spielberger CD. State-Trait Anger Expression Inventory (STAXI). Odessa, FL: Psychological 

Assessment Resources; 1988. 

50. Horowitz LM, Rosenberg SE, Baer BA, Ureno G, Villasenor SV. Inventory of interpersonal 

problems: Psychometric properties and clinical applications. J Consult Clin Psychol 

1988;56(6):885-892. 

51. McGinn LK, Asnis GM, Suchday S, Kaplan M. Increased personality disorders and Axis I 

comorbidity in atypical depression. Compr Psychiatry 2005;46:428-432. 

52. Levy KN, Edell WS, McGlashan TH. Depressive experiences in inpatients with borderline 

personality disorder. Psychiatr Q 2007;78:129-43. 

53. Perugi G, Toni C, Travierso MC, Akiskal HS. The role of cyclothymia in atypical depression: 

toward a data-based reconceptualization of the borderline-bipolar II connection. J Affect 

Disord 2003;73:87-98. 

54.  Perugi G, Toni C, Passino MC, Akiskal KK, Kaprinis S, Akiskal HS. Bulimia nervosa in 

atypical depression: the mediating role of cyclothymic temperament. J Affect Disord 

2006;92(1):91-97. 

55. Kahn P. La Cyclothymie: de la Constitution Cyclothymique et de ses Manifestations 

(Dépression et Excitation Intermittentes). Paris: G. Steinheil; 1909. 

56. Akiskal HS, Akiskal KK, Perugi G, Toni C, Ruffolo G, Tusini G. Bipolar II and anxious 

reactive "comorbidity": toward better phenotypic characterization suitable for genotyping. J 

Affect Disord 2006;96(3):239-247. 

57. Clarkin JF, Yeomans FE, Kernberg OF. Psychotherapy for borderline personality focusing on 

object relations. Arlington, VA.: American Psychiatric Publishing; 2006.  



AC
C

EP
TE

D
 M

AN
U

SC
R

IP
T

ACCEPTED MANUSCRIPT

58. Parker G, Roy K, Mitchell P, Wilhelm K, Malhi G, Hadzi-Pavlovic D. Atypical depression: a 

reappraisal. Am J Psychiatry 2002;159:1470-9. 

59. Parker GB. Atypical depression: a valid subtype? J Clin Psychiatry 2007;68 Suppl 3:18-22. 

60. Klein DF, Liebowitz MR.Hysteroid dysphoria. Am J Psychiatry 1982;139:1520-1. 

61. Eurelings-Bontekoe EH, Peen J, Noteboom A, Alkema M, Dekker J. Differential treatment 

response of subtypes of patients with borderline personality organization, as assessed with 

theory-driven profiles oft he Dutch short form of the MMPI: a naturalistic follow-up study. J 

Pers Assess 2012;94:380-392. 

62. Kröger C, Harbeck S, Armbrust M, Kliem S. Effectiveness, response, and dropout of 

dialectical behavior therapy for borderline personality disorder in an inpatient setting. Behav 

Res Ther 2013;51:411-416. 

63. Perroud N, Salzmann A, Prada P, Nicastro R, Hoeppli ME, Furrer S, et al. Response to 

psychotherapy in borderline personality disorder and methylation status oft he BDNF gene. 

Transl Psychiatry 2013;doi:10.1038/tp.2012.140. 

64. McGorry PD. Early clinical phenotypes, clinical staging, and strategic biomarker research: 

building blocks for personalized psychiatry. Biol Psychiatry 2013;74(6):394-395. 

65. Livesley WJ. Moving beyond specialized therapies for borderline personality disorder: the 

importance of integrated domain-focused treatment. Psychodyn Psychiatry 2012;40:47-74 

66. Nierenberg AA. Advancing the treatment of depression with personalized medicine. J Clin 

Psychiatry 2012; 73(5):e17. 

67. Ohmae S. The modern concept of atypical depression: four definitions. Seishin Shinkeigaku 

Zasshi 2010;112:3-22. 



AC
C

EP
TE

D
 M

AN
U

SC
R

IP
T

ACCEPTED MANUSCRIPT

 

Table 1: Demographic and Clinical Characteristics of the Patients  

 
Borderline 

Patients 

(n=55) 

Age (mean, SD) 28.86 (8.74) 

Gender (n, %) 

Female 

Male 

 

44 (80) 

11 (20) 

Marital status (n, %) 

Living alone 

Living with a partner 

 

43 (78.2) 

12 (21.8)  

Current employment (n, %) 

Employed (full/part time) 

Unemployed 

 

28 (50.9) 

27 (49.1) 

Years of education (n, %) 

   None 

< 9 

   9-12 

> 12 

 

  1 (1.8) 

23 (41.8) 

21 (38.2) 

10 (18.2) 

Duration of illness (n, %) 

  <1 year  

    1 year to 5 years 

    5 to 10 years  

  10 to 20 years 

>20 years  

 

  4 (7.3) 

18 (32.7) 

  9 (16.4) 

18 (32.7) 

  6 (10.9) 

Comorbid Axis I Disorder (n, %) 

   None 

   Affective disorder 

   Anxiety disorder 

   Substance related disorder 

   Eating disorder 

 

  2 (3.3) 

45 (81.8) 

29 (52.7) 

34 (61.8) 

19 (34.5) 

Comorbid Axis II Disorder (n, %) 

                  None  

                  Cluster A 

  Cluster B 

  Cluster C  

  n/a 

 

19 (34.5) 

10 (18.2) 

  6 (10.9) 

28 (50.9) 

  1 (1.8) 

Note. SD= Standard Deviation 
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Table 2: Intergroup Differences regarding Psychopathology  

 

 Group1 

Atypical 

Depression 

(n=15) 

Group 2 

Other 

Depression

(n=30) 

Group 3  

No 

Depression 

(n=10) 

F-value (p) 

SCL-90-R, mean (SD) 

Global severity index (GSI) 

Somatization 

Obsessive-Compulsive 

Interpersonal Sensitivity 

Depression 

Anxiety 

Hostility 

Phobic Anxiety 

Paranoid Ideation 

Psychoticism 

 

1.7 (0.6) 

16.2 (11.4) 

18.7 (8.4) 

18.1 (7.1) 

31.0 (10.1) 

18.4 (7.5) 

9.1 (5.5) 

13.2 (7.5) 

8.7 (4.0) 

11.5 (8.3) 

 

1.3 (0.7) 

11.0 (7.8) 

13.7 (7.6) 

14.1 (8.4) 

24.9 (12.4) 

12.1 (7.9) 

7.5 (5.4) 

7.3 (6.9) 

6.6 (5.3) 

9.5 (7.5) 

 

1.1 (0.6) 

10.0 (5.8) 

10.1 (4.6) 

11.3 (6.2) 

18.1 (7.8) 

12.5 (7.4) 

6.6 (5.3) 

5.7 (5.5) 

6.2 (5.6) 

8.5 (7.1) 

 

4.936 (.011)* 

2.658 (.080)ns 

6.910 (.002)** 

3.890 (.027)* 

7.092 (.002)** 

3.874 (.027)* 

1.022 (.367)n.s. 

6.269 (.004)** 

1.342 (.270)n.s. 

0.704 (.499)n.s. 

BDI, mean (SD) 

Sum   

 

30.3 (8.5) 

 

25.7 (11.5) 

 

17.5 (9.9)   

 

7.151 (.002)** 

STAI, mean (SD) 

State Anxiety 

Trait Anxiety  

 

59.9 (11.1) 

62.4 (6.9) 

 

51.1 (13.9) 

55.2 (11.4) 

 

48.5 (12.3) 

50.5 (11.8) 

 

6.961 (.002)** 

8.501 (.001)**  

STAXI, mean (SD) 

State Anger 

Trait Anger  

 

20.7 (9.3) 

21.9 (6.9) 

 

16.0 (5.9) 

21.8 (7.7) 

 

15.1 (7.1) 

19.4 (5.9) 

 

2.804 (.070)n.s. 

0.773 (.467)n.s.  

IIP, mean (SD) 

Sum  

Domineering/Controlling 

Vindictive/Self-Centered 

Cold/Distant 

Socially Inhibited 

Nonassertive 

Overly Accommodating 

Self-Sacrificing 

Intrusive/Needy 

 

2.0 (0.4) 

5.5 (3.8) 

11.2 (3.7) 

12.5(5.1) 

20.1(6.5) 

21.5 (8.2) 

20.0 (5.9) 

21.8 (5.4) 

12.5 (4.3) 

 

1.8 (0.6) 

7.6 (4.8) 

11.5 (5.6) 

13.3 (6.3) 

16.8 (7.1) 

16.4 (7.1) 

15.2 (7.9) 

18.8 (7.7) 

12.6 (6.6) 

 

1.3 (0.6) 

6.1 (4.9) 

10.1 (5.5) 

11.3 (5.3) 

12.4 (5.8) 

9.9 (8.2) 

11.5 (5.2) 

14.3 (5.8) 

9.6 (6.3) 

 

6.548 (.003)** 

0.955 (.392)n.s. 

0.380 (.686)n.s. 

0.562 (.574)n.s. 

6.440 (.003)** 

9.924 (.000)** 

8.160 (.001)** 

6.476 (.003)** 

1.537 (.225)n.s. 

Notes.  SD= standard deviation, n.s.: non significant, * p<0.05, ** p<0.01 


