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Summary. In 1972, all Swiss males in the Canton of
Zurich who reported for a compulsory medical examina-
tion for selection for military service were given the
Freiburg Personality Inventory. This was repeated in half
the sample on three subsequent occasions. From 1983 to
1988, an effort was made to identify all male psychiatric
cases. There were 99 unipolars and 26 bipolars. The
unipolars who had their age of onset after the personality
testing displayed elevated scores on a constellation of
symptoms labelled autonomic lability which consisted of
items that correlated highly with neuroticism. The trait
endured even when it was retested at age 36 years. The
bipolars did not differ from the controls in any respect on
any occasion.
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Introduction

Looking for quantifiable, verifiable antecedents of unipo-
lar depression and bipolar illness has been a legitimate
pursuit of psychiatric investigators for years. Premorbid
personality represents one of those antecedents. We re-
ported (Angst and Clayton 1986) on a cohort of 6375
Swiss males given the Freiburg Personality Inventory
(Fahrenberg and Selg 1970) in 1971 at the age of 19 years
when they presented for selection for the army. In 1983
the hospital psychiatric records and outpatient records in
the Canton of Zurich pertaining to males born in 1952
were identified. A subsample or 87 were reviewed and di-
agnosed according to Feighner criteria (Feighner et al.
1972). Nineteen received the diagnosis of unipolar de-
pression and 16 of bipolar, with 2 and 3, respectively, hav-
ing the onset of their illnesses prior to the testing. Without
excluding these, we found that according to the standard
nine primary factor FPI solution (nervousness, aggressiv-
ity, depressiveness, excitability, sociability, resiliency,
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dominance, inhibition, frankness) and three secondary
scales (neuroticism, extraversion, and masculinity), uni-
polars endorsed items that produced a significant eleva-
tion in only the agressivity scale. A three-factor solution
was derived from the Zurich sample. These factors were
labelled autonomic lability, extraversion, and aggressivity.
The depressives showed elevated scores on autonomic la-
bility, which correlated highly with Eysenck’s neuroticism
scale, and on aggression. The bipolars, on the other hand,
demonstrated no significant differences on either the nine-
factor solution of Freiburg or the three-factor solution
from the Zurich sample. Because of small numbers, in-
complete sampling and the inclusion of those who had the
onset of their illnesses prior to the testing, we now report
on the same sample expanded to include additional inpa-
tients, all those treated in outpatient departments, and
those whose army records detailed psychiatric conditions
which were sometimes referred for evaluation by a psy-
chiatrist in order to make a decision about entry into or
continuation in the army. We will look specifically at 99
unipolar patients and 26 bipolar patients. Of those in-
cluded, 2 bipolar patients and no unipolars committed sui-
cide.

Methods

The methods are fully described in the manuscript by Angst and
Clayton (1986). To summarize, all Swiss men at the age of 19
years had to report for a compulsory medical examination which
preceded being selected for military service. Based on all the
records, school reports, radiographs, previous medical histories, a
physical examination, and a history which included a mental status
examination, three physicians recorded clinical impressions and
diagnoses and made a decision about fitness for service. Between
80 and 85% of the men qualified for military training, which began
at the age of 20 years. In 1971 The Swiss National Science Foun-
dation allowed one investigator (JA) to administer in groups of
10-20 a personality inventory, The Freiburg Personality Inventory
(Fahrenberg and Selg 1970), and a set of questions about family,
school, and habits (smoking, drinking, drugs, etc.). The original
purpose of the study was to correlate personality and social attrib-
utes with the consumption of alcohol, tobacco, and drugs.



Of the 6,375 qualified, only 18 refused to cooperate and 44 ad-
ditional tests were excluded because they were not useable, either
because of low 1Q, speaking a foreign language, etc. Of the sample,
50% were examined anonymously (N = 3158) and the second half
nonanonymously. The two samples did not differ on measurement
of personality or other data including drug intake, social and fam-
ily factors, etc. (Angst et al. 1973; Miiller et al. 1973). Two postal
questionnaires followed the nonanonymous subsample in 1983 and
1988. The response rate in 1988 was 1,952 (70.5%). Personality
measures were done on all three occasions — 1971, 1983, 1988. In
the 1971 survey the full Form A + B of the FPI (Fahrenberg and
Selg 1970) was used and in the 1988 survey Form B was used. In
the 1988 survey, responders and nonresponders did not differ sig-
nificantly in their original FPIs measured at age 19 years. The pre-
sent study is based on the data of the first and last investigations of
1971 and 1988.

The FPI is a personality questionnaire consisting of 212 items
which is highly used in German-speaking countries. It is mod-
elled after the questionnaires of Hathaway and McKinley (1947),
Eysenck (1952), Guilford (1959), and Cattell (1966). The factor
analysis solutions have already been discussed (Angst and Clayton
1986). In the new factor analysis solution to the FPI using the
Zurich sample the extraversion factor showed a correlation of 0.75
with the extraversion factor in the old solution. The autonomic la-
bility factor correlated highly, (0.78), with the neuroticism factor
and the aggression factor correlated highly with spontaneous ag-
gressivity (0.72) and reactive aggressivity (0.78). There were al-
most no items in this inventory that assessed obsessionality.

In addition to the information obtained by questionnaires, sev-
eral other data sets became available over the years. From 1983 to
1985, an effort was made to identify all male psychiatric cases
born in 1952, who had records in hospital and outpatient clinics in
the Canton of Zurich. Furthermore, in 1985 and 1991 mortality
data were obtained from the federal register. Finally, from 1987 to
1991, the military health records of the nonanonymous sample
were made available in 97% (N = 3062) of all subjects. In those
cases who were not qualified for military training at age 19 years (be-
tween 15 and 20%) original but no follow-up data were available
in the military health records. The rest contained medical and psy-
chiatric data collected over the whole period up to 1983-85, which
incladed certificates of family doctors, general and psychiatric
hospitals, and numerous psychiatric reports and expertise. Based
on all psychiatric information, psychiatric diagnoses were made in
a pair-wise fashion by three investigators: PJC and JA or CE and
JA. In the earlier stages of the study, PJC dealt mainly with the
psychiatric hospital and outpatient records, whereas CE worked
mainly on the health records. The information available between
the two types of records differed widely. Therefore, PIC could
make formal Feighner criteria diagnoses, whereas CE could only
make the best estimate of these diagnoses, because in many cases
detailed information about all the diagnostic criteria were not
available. Furthermore, the cases diagnosed by CE were generally
milder and did not require psychiatric treatment to the same extent.
In order to check for significant differences, the personality pro-
files at age 19 years of the subjects assessed by PJIC were com-
pared with those of CE and were not found to be significantly dif-
ferent on any scales. This check was carried out for all the larger
diagnostic groups: unipolar depression, anxiety disorders, drug de-
pendence, alcohol dependence, sociopathy.

The final collection of cases also includes psychiatric cases
from the anonymous sample simply because all men born in 1952
were included in the search of psychiatric inpatient and outpatient
records. They were identified by day of conscription and other
characteristics (profession, denomination, number of siblings). Af-
ter they were linked by computer, the cases were made anonymous
again, so they no longer could be identified. We have assumed that
these cases were the more severe. We therefore also statistically
compared the cases from the anonymous and the nonanonymous
sample in the unipolar sample. They, too, did not differ in their
personality profiles. For all further analyses, the results of the dif-
ferent raters and from the two samples have been combined. This
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Fig.1. Swiss males from the Canton of Zurich, born in 1952

study cannot be considered a study of prevalence of psychiatric
disorders, since we are missing large numbers from the anony-
mous cases.

Results

Description of the sample

The collection of the sample ended in 1988, which means
that the men were 36 years old when the sampling was
completed. The groups include 99 unipolars, 26 bipolars,
and 2894 controls. The controls are from the anonymous
sample, with those who had missing data and who entered
the diagnostic studies deleted.

Since the age of onset of psychiatric disorder could not
be estimated for every patient, 96 of 99 depressives had a
mean age at onset of illness of 21.7 years, SD 5.58 with a
median of 21 years and a range of 5-33 years. In 26 bipo-
lars, the mean age at onset was 21.1 years, SD 5.35 with a
median of 20 years and a range of 10-34 years. Of the
unipolars, 50 were diagnosed by CE, 49 by PJC. Of the
bipolars, two were diagnosed by CE and 24 by PIC. Of
the depressives, 28% were inpatients whereas 85% of the
bipolars were inpatients. Since we began our study with
hospital records as indicated in our first report, the bipo-
lars were identified earlier and were much more likely to
be hospitalized and seen by PJC. The majority were
mainly manic. As stated, despite that, in the unipolars the
FPIs of the groups assessed by the two diagnosticians and
by whether or not they were hospitalized, showed no sig-
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nificant differences. Because of small numbers, these
comparisons were not made in bipolars.

Other variables

In the original design, subjects were asked at age 19 years
by questionnaire whether their parents were married, di-
vorced, or separated, and whether their fathers drank alco-
hol excessively. The probands themselves were asked
about which of four different levels of secondary schools
they had attended and about use of substances, including
analgesics, cigarettes, alcohol, cannabis, tranquilizers, and
hypnotics. Compared with the controls, both the unipolars
(P £0.002) and the bipolars (P < 0.006) were more likely
to have attended the more demanding type of secondary
school attended by about 50% off all males of the normal
population. IQ was also estimated for the patients’ sample
from all available information about school and profes-
sional achievement and in a minority of cases, scores on
the Hamburg Wechsler Intellingence Test. Although not a
measure independent of school information, the IQ of the
26 bipolars was 113, SD 15.17, of the unipolars 110, SD
13.03, and of the other psychiatrically ill sample 103, SD
13.96 (P <£0.0001). Since the controls were not reviewed,
there is no estimate of their 1Q.

In addition, in the depressives, JA judged the serious-
ness of negative life events (psychosocial and physical) in
the month preceding the onset of illness on a scale from 0
to 99. The median score was 30. Using a score of 30 to di-
vide the sample, we compared the “nonreactive” and the
“reactive” depressives on FPI scores. Here, too, there were
no significant differences.

Personality

As Table 1 indicates, in 1971 the bipolar patients did not
differ in any aspect from the controls. The unipolars, on the
other hand, displayed a number of differences. Compared
with the controls, the unipolars scored lower on masculin-
ity and higher on nervousness, depressiveness, neuroti-
cism, and autonomic lability, the new factor that corre-
lated strongly with those four previous factors (Angst and
Clayton 1986). In addition, they scored lower on sociabil-
ity and resiliency which all expresses lack of confidence
and low frustration tolerance in interactions with people.
There were no aggression scales that were abnormal.

When the unipolars were divided by age at onset into
those who were less than 19 years or those were 19 years
or older (the age when they were tested) the earlier-onset
depressives were significantly more depressive, less sta-
ble, and more neurotic. More interestingly, the later-onset
group scored prior to the onset of depression (at age 19
years) high on depressiveness and autonomic lability
(Table 1). These represent the premorbid attributes of the
typical depressed patient. So depressive somatic symp-
toms and attitudes predict depression. The bipolars, di-
vided by age at onset, still showed no differences.

We retested these groups in 1988 at the age of 36
years. Here the controls are the other retested nonanony-
mous sample. As Table 2 shows, compared with the con-

Table 1. Premorbid personality (FPI) at age 19 years of bipolar and unipolar depressives compared to controls

AvsE
P*

AvsD
P>X<

P

D Unipolar depression E

Age of onset

C Bipolar disorder

AvsB
(n=26)

pP*

B Unipolar depression

(n=91)

A Controls
(n=2842)

FPI scale

>19 (n = 68)

<19 (n = 20)

SD

Sb

SD

SD

SD

0.02 ns

9.55
8.35
8.18
7.68

229
8.5

6.83
7.75
7.12
8.77
8.38
9.71
8.97
8.92
6.83
9.26
7.45
7.58
8.34
9.42
6.26

23.4

9.39
8.95
9.07
8.78
8.45
7.58
7.82
9.30
8.84
7.78

2

0.001
ns

88

7.75 22.9 8.

8.03
7.92

19.5

1. Nervousness
2. Aggressivity

21.5

22.0

20.3

8.10
8.10
7.86
8.62
9.02

21.5

20.5
1

0.0005

0.0001

232

27.2

20.8

0.000
ns

9.7 23.9

3. Depressiveness
4. Excitability

19.9

22.6

19.1

8.02 20.5

7.89

19.8

0.008

8
54

18.6

15.2

19.8

0.009

17.7

20.2

5. Sociability
6. Resiliency

ns

0.0002

8.

18.8

12.9

18.7

0.001
ns

17.3

7.80
8.15
7.65

20.9

8.41

20.0

21.9

18.0

8.46
8.25
7.26

20.4

20.8

7. Dominance
8. Inhibition
9. Frankness

0.004

60
7.47
9.01
7.

19.9

23.6

20.4

ns

20.8

19.2

20.4

22.5

17.8

ns

7.98 20.8

7.81

20.5

0.02

19.0

15.9

19.3

ns

9.06
8.03
8.08
7.85
8.64
8.06

18.2

20.5

E. Extraversion I

0.0001 ns
0.002

98

22.0

26.7

8.74
7.85
8.13

19.3

0.001

22.9

7.85
7.31
8.15
7.717
7.65

19.6

N. Neuroticism I
M. Masculinity
S1 Aggression

ns

8.03
7.87
8.11
8.53

18.6

15.9

19.4

0.000
ns

18.1

21.6

20.7

21.4

18.4

20.8

20.6

0.004

18.9

14.5

8.54
9.69

19.1

17.8 ns

20.4

S2 Extraversion 11

0.0007

257 22.8 0.0002

20.8

0.000

233

19.3

S3 Auton. Lability

27 early onset bipolars vs 19 late-onset bipolars showed no significant difference

* Wilcoxon-test; significances corrected for multiple testing according to Bonferroni

A vsC:ns; Dvs E:ns
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Table 2. Postmorbid personality profiles (FPI) of unipolar depressives and controls at age 36 years

FPI 1988 Version B A Controls B Unipolar depres- A vsB C Unipolar depression® D AvsD
(n =1855) sion (n = 47) p* controls
<19 years (n=10) =19 years (n=36) vs=19
x SD x SD years P*

x SD x SD

1. Nervousness 13.7 5.89 16.5 6.91 ns 14.2 3.87 17.2 7.53 ns

2. Aggressivity 13.4 6.02 16.3 6.41 ns 15.3 5.92 15.4 6.69 ns

3. Depressiveness 11.6 6.44 15.7 7.20 0 154 5.21 15.7 7.80 ns

4. Excitability 17.3 7.25 18.5 791 ns 17.7 7.03 18.5 8.24 ns

5. Sociability 20.6 7.65 18.5 8.72 ns 16.9 10.73 19.0 8.29 ns

6. Resiliency 18.6 7.59 16.8 8.56 ns 18.3 6.87 16.5 6.59 ns

7. Dominance 16.2 7.24 15.0 7.87 ns 16.1 10.30 14.6 7.26 ns

8. Inhibition 15.2 7.86 16.8 9.19 ns 16.5 8.89 16.6 9.31 ns

9. Frankness 15.8 7.85 16.3 7.41 ns 16.7 5.80 16.1 7.94 ns

E. Extraversion 1 17.2 7.73 154 8.77 ns 14.4 1143 15.8 8.14 ns

N. Neuroticism I 12.9 6.81 17.2 7.92 0.0001 15.9 7.80 17.3 8.02 0.0004

M. Masculinity 21.8 7.03 17.9 7.76 0.001 19.1 7.55 17.8 7.89 as

S1 Aggression 15.9 6.63 16.2 6.56 ns 16.6 6.34 16.0 6.73 ns

S2 Extraversion 11 22.6 7.80 20.7 9.00 ns 20.9 9.94 21.0 8.81 ns

S3 Auton. Lability 13.7 16.23 17.5 7.12 0.0001 15.3 4.15 18.0 7.77 0.0002

* Wilcoxon test; significances corrected for multiple testing according to Bonferroni

2CvsD:ns

trols, the unipolar depressives as a group retained the core
of factors linked to autonomic lability: higher depressive-
ness and neuroticism and lower masculinity, indicating
that these traits have an enduring quality. The later-onset
depressives retained their significantly lower scores on
neuroticism and autonomic lability. When the personali-
ties tested in 1988 of the early-onset depressives were
compared with the later-onset depressives, there were no
significant differences. It should be noted that for all
groups, that is controls and depressives, there were strik-
ing falls in scores, indicating that all traits were clearly
less frequently endorsed as abnormal. Other studies have
shown normative decline in negative emotionality from
late adolescence to adulthood (Angst et al. 1988; McGue
et al. 1993).

Discussion

We present two major findings. Male bipolar patients,
whose ages at onset are definitely after the psychological
testing, showed no differences in their personality attrib-
utes from controls. On the other hand, male unipolar de-
pressives, tested prior to the onset of their illness, dis-
played elevated scores on a constellation of symptoms
that we have chosen to label autonomic lability, which is
made up of questions related to somatic anxiety and psy-
chological depressive features. These traits endured and
were still endorsed by these depressives at age 36 years. It
must be remembered that the majority of these depres-
sives were not hospitalized and many of them did not see
psychiatrists. Although there were several significant dif-
ferences at 19 years between those who had their onset

before the testing and those who had it after the testing,
those differences faded when they were retested at age 36
years.

Although there is a great body of literature on the pre-
morbid personalities of bipolar and unipolar patients, for
the most part these reports come from retrospectively
gathered information or from testing patients when they
were in the well or remitted state. The personality traits of
bipolar patients are not yet clarified. Akiskal et al. (1977)
identified 46 outpatients (2.3% of the outpatient popula-
tion) as cyclothymic and reported that 22% became bipo-
lar in the follow-up period. Cyclothymia is now consid-
ered a bipolar mood disorder and not a personality de-
scription (Akiskal et al. 1983; Pritz and Mitterauer 1984).
As opposed to cyclothymia, von Zerssen (1993) and -von
Zerssen and Possl (1990) have defined a “manic type”
premorbid state in bipolars, especially those who are
mainly manic. This type resembles the hyperthymic tem-
perament as described by Akiskal et al. (1979). Similarly,
some (Jamison et al. 1980; Targum et al. 1981; Bouman et
al. 1992) have indicated that even in remission, manics
evaluate themselves in a positive way. Others (Akiskal et
al. 1983; Matussek and Feil 1983) emphasized the work-
oriented, obsessional personality of the bipolars, which
was also demonstrated (Klein and Depue 1985) in the bi-
polars” offspring. Still others (MacVane et al. 1978; Lumry
et al. 1982) have found that bipolars who are well or sta-
bilized on lithium have personalities similar to those of con-
trols. Bech et al. (1980) suggested that lithium mutes the
cyclothymia and causes bipolars to test more like uni-
polars. To our knowledge, other than our previous work,
there are no reports premorbidly of patients who develop
bipolar disorder. Although this inventory did not measure
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obsessionality, our findings are that the premorbidly bi-
polar, mainly manic, patients have normal personality fea-
tures.

In re-examining the items that make up the trait of
neuroticism from the EPQ, it is quite clear that a number
of these questions tap depressed mood and depressive
symptoms. The first three items are: Does your mood of-
ten go up and down? Do you ever feel just miserable for
no reason? Do you often worry about things you should
not have done or said? There are additional items on irri-
tability, feeling fed up, feeling guilty, nervous, worried,
sleepless, tired, feeling dull, wishing to be dead, feeling
lonely, easily hurt, without energy. In fact, it would be
hard to choose an item that could not be identified as de-
pressive. Similarly, in the FPI, the item pool that taps neu-
roticism describes emotional lability, negative affect, feel-
ing miserable and hostile, lack of concentration, being
oversensitive and easily slighted. The idea then that such
a trait would be highly connected to a later onset of de-
pression should not be surprising. It was nicely predicted
by Henderson (1983) and detailed by Martin (1985) in ex-
amining the relationship between the cognitive mecha-
nisms seen in the trait of neuroticism and the illness of de-
pression. It is also highly consistent with von Zerssen and
Possl’s (1990) description of the premorbid personality of
patients with depression as being “melancholic,” and
completely in line with Phillips et al. (1990) and Gunder-
son et al. (in press) emphasis on the depressive personality.
That these traits endure leads to the conclusion that this is
personality attribute or trait rather than subsyndromal
symptoms.

There have been four studies of the premorbid person-
alities of depressed patients. The first (Nystrdm et al.
1975a and b) was based on a postal health questionnaire
mailed to men who were registering for licenses that was
then linked at a later date with visits to the psychiatric
clinic or mental hospital in the city. The second (Lewin-
sohn et al. 1981) was a volunteer community study of
subjects who were tested at entry and followed over a year
for the development of a depression. The third (Hirschfeld
et al. 1989) investigated relatives and spouses of inpa-
tients and outpatients with affective disorders who were
tested before they developed a psychiatric illness and then
followed for emergence of depression for 6 years. A fourth
(Ernst et al. 1992) used a stratified community sample of
young men and women followed longitudinally for 9 years
for the emergence of psychiatric disorders. In the second
and third studies, the majority of new cases were women
and the new cases were from community samples, where
the goal was to identify new onsets of depression. The
fourth study had equal numbers of men and women as
new cases. In comparison, all of our cases were identified
after consulting a physician or, rarely, a mental health
worker. The results of these studies are conflicting. The
first, which was not entirely premorbid and in whom di-
agnoses were according to the records and not by defini-
tive criteria, showed that the depressives compared with
controls from the same group had more psychasthenic traits,
tended to ruminate, were shy in company, and lacked en-
durance. They also endorsed asthenic subclinical symp-
toms such as habitual fatigue and irritability, depressive

subclinical symptoms, various kinds of anxiousness, and
insomnia. These findings are similar to the traits we report
as autonomic lability in our depressives. Since both stud-
ies concern men and identify samples from physician con-
tacts, they are similar. In the fourth study, although the ma-
jority of findings were in the women, the men endorsed
premorbid symptoms on the SCL-90 that resulted in ele-
vated depression, interpersonal sensitivity, anxiety, anger/
hostility, and somatization scales, again similar to our
findings. In the second study, there were no significant
differences found in abnormal cognitive attributes be-
tween those who became depressed and those who did
not. Of 908 subjects, only 9 new cases, meeting RDC cri-
teria for major, minor, or intermittent depression, emerg-
ed. Perhaps the small number accounts for the lack of dif-
ferences, because, in our data, one FPI factor that was sig-
nificantly higher premorbidly is a set of psychological de-
pressive symptoms, including negative cognitions. The
third study (Hirschfeld et al. 1989) on the premorbid per-
sonalities of 29 high-risk subjects who experienced a de-
pression for the first time reported that there were signifi-
cant differences in their personalities compared with
never-ill controls. These differences, however, disappear-
ed when the group was split by age. The “younger” onset
(17-30 years) adult depressives were not different from
their age-matched controls, whereas “older” onset (31-41
years) depressives premorbidly were more likely to be
neurotic, less emotionally stable, less resilient, to demon-
strate more emotional reliance on other people, lack social
self-confidence and to be more thoughtful. These differ-
ences again seem similar to those we report. That the
younger onset depressives were similar to non-ill younger
controls is not consistent with our data. In the data of
Hirschfeld et al. (1989), the personalities of all young
people, normal or with psychiatric illness, were more de-
viant. The oldest never-ill control group was the most
healthy and the two depressive groups looked similar and
like the younger never-ill group. It could be hypothesized
that the normal will improve with time, whereas the per-
sonalities of psychiatric patients fail to improve and, there-
fore, at a later age appear more pathologic. In the same re-
port, the first-onset depressives, regardless of age, had
premorbid personality scores that were considerably more
healthy than those of recovered unipolar and bipolar pa-
tients from the same study. It again emphasizes the danger
of assessing personality once an illness has begun.

Another prospective premorbid personality study
(Rorsman et al. 1993) of depressives has recently been
published. From the Lundby 25-year study, 18 men and
36 women developed endogenous depression. A larger
group developed depression plus some phobic or anxiety
symptoms. In men, the most prominent premorbid trait in
the “depression proper” group was asthenia defined as re-
duced energy resources as well as anxious qualities such
as being anxious, forgetful, nervous, and having a ten-
dency toward blushing and sweating, as well as having a
history of allergy. Although these traits are certainly part
of the autonomic lability we define, they do not describe
the depressive features we feel are prominent. The women
who developed depression proper did have these symp-
toms.



In a slightly different paradigm, Krieg et al. (1990) re-
ported on a study of first-degree relatives of patients with
major mood disorder, who were “at risk” for developing a
depression. They were chosen by being without psychi-
atric disorders but related to a person who had been diag-
nosed as having bipolar or major depression and had at
least one other first-degree relative with a DSM-III-R di-
agnosis of affective disorder, schizophrenia, schizoaffec-
tive disorder, anxiety disorder, or eating disorder. These
20 “high-risk relatives” (8 women, 12 men) underwent a
variety of tests, including psychometric, neuroendocrine
and sleep measurements. They were compared with ten
healthy volunteers (four women, six men) who were
screened by the SCID and found to have no personal his-
tory or family history of psychiatric disorder. They found
that the personality trait of neuroticism as measured by
the MPT (Munich Personality Test; Zerssen et al. 1988)
was significantly higher for the high-risk relatives than for
the controls, as were scores on depressive symptomatol-
ogy, state anxiety, vegetative lability, emotional restraint
and a report of negative life experiences. On the neuroen-
docrine and sleep measurements there were no differ-
ences. These findings complement those that we report.
Using the same personality inventory, Maier et al. (1992)
studied the relatives of unipolar depressive inpatients and
controls and found that the healthy relatives of depres-
sives scored higher on neuroticism and rigidity.

We were not able to confirm our previously reported
association of aggressivity and depression. It still remains
an important trait in predicting suicide.

In summary, the overwhelming evidence indicates that
young men who endorse items formerly labelled as neu-
roticism and autonomic lability are at risk to also develop
major depressive disorder at a young age. These factors
contain individual psychological and somatic depressive
symptoms and negative congitions. Although these items,
when examined carefully, are subsyndromal depressive
symptoms, they are also enduring and most likely repre-
sent a personality trait which should be labelled depres-
sive rather than neuroticism. It probably could be identi-
fied as early as high school age. Although it seems obvi-
ous to reveal that “depressive symptoms foretell depres-
sion,” it is still important to emphasize, since education
and cognitive interventions could perhaps have an impact
on the development and course of depressive disorder and
influence an outcome of suicide. In addition, the differ-
ences between the unipolars and the bipolars argues for
continued separation of the two disorders.
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