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Abs t rac t  Although DSM-III-R and ICD-10 suggest the 
assignment of  multiple personality diagnoses, a high de- 
gree of overlap may be an indicator of insufficiently dis- 
tinct and too inclusive types of personality. We studied 
this problem with a new inventory in an unselected clini- 
cal sample. The Aachen List of  Items for the Registration 
of Personality Disorders (AMPS) integrates the different 
types of  disordered personality according to DSM-III-R, 
ICD-10, and four subaffective categories, which largely 
follow the typologies of  Kraepelin, K. Schneider, and 
Kretschmer. The prevalence rate of  each personality dis- 
order was calculated in a consecutive group of 231 pa- 
tients. Patterns of  comorbidity were computed using odds 
ratios. More than one personality disorder was found in 
41% according to DSM-III-R. ICD-10 showed a signifi- 
cantly higher degree of overlap. Interesting comorbidity 
patterns are discussed in comparison with several North 
American studies. Results indicate that clear-cut categori- 
cal personality diagnoses are not likely to be set up. 
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Introduction 

Up to now, all classification systems have employed typo- 
logical descriptions of certain prominent forms of disor- 
dered personality and have never established a differential 
diagnosis. K. Schneider (1950), in particular, emphasized 
that personality traits do not present aetiopathogenetically 
defined disease entities. Thus, overlap between different 
types of personality disorder cannot be excluded. DSM- 
III-R and ICD-10 even suggest the assignment of  multiple 
personality diagnoses. However, a high degree of overlap 
also points to a particular problem of personality research, 
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as it seems to indicate that the given categories cannot be 
taken to be sufficiently distinct personality types. By pre- 
senting too inclusive and therefore too heterogenous 
groups, further empirical investigations, in particular on 
tile validity of  the different types of  personality disorder, 
are seriously handicapped (Dahl 1986). 

Usually, the simultaneous occurrence of disorders that 
are conceptually distinct entities is called comorbidity. 
Therefore, the concept of  comorbidity, which has become 
widely accepted in diagnostics research, can be problem- 
atic in the field of  personality disorders. As a result, "co- 
morbidity" will be used just in the descriptive sense of 
co-occurrence (Dowson 1992). The purpose of this study 
was to determine the degree and direction of comorbidity 
among personality disorders in a consecutive sample of  
psychiatric inpatients. 

Subjects and methods 

Subjects 

A total of 231 patients consecutively admitted to hospital psychi- 
atric care were included, irrespective of their clinical diagnosis; 
141 patients (61%) were women and 90 (39%) were men. Mean 
age was 40.4 years for women and 38.7 years for men. In Table 1, 

Table 1 Distribution of axis-1 categories according to DSM-III-R 
(n = 231) 

Categories Cases 

Mood disorders 63 (27%) 
Schizophrenia, delusional disorders 67 (29%) 

psychotic disorders not elsewhere classified 
Anxiety, somatoform and dissociative disorders, 59 (26%) 

adjustment disorders, eating disorders 
Psychoactive substance-induced disorders 16 (7%) 
Personality disorders 13 (6%) 

(without additional axis-1 diagnosis) 
Organically caused psychic syndromes and disorders 13 (6%) 
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the distribution of axis-I-diagnoses according to DSM-III-R is pre- 
sented. Only 6% showed just one personality disorder without 
other concomitant psychic disorders. Except for the nnderrepre- 
sentation of patients with psychoactive substance-induced disor- 
ders, this sample was representative for an acute psychiatric ward 
in this region. 

Assessment procedures 

In the last few years, a new inventory, the Aachen List of Items for 
the Registration of Personality Disorders (AMPS; Sag and Mende 
1990), has been developed. Data are primarily based on subtle 
knowledge of biographical anamnesis in contrast to various stan- 
dardized inventories, which are based on structured interviews, 
e.g. SCID (Spitzer and Williams 1985), PDE (Loranger et al. 1985), 
making the conversational situation quite unfamiliar. Besides the 
information given by the patients themselves, behaviour observed 
during inpatient treatment and informants' comments were also in- 
cluded in PD assessment. Since abnormal traits are mainly egosyn- 
tonic features not necessarily experienced and told by the patients 
themselves, this seems to be another advantage over structured in- 
terviews. The inventory allows for both comprehensive registra- 
tion of relevant characteristics of behaving, experiencing and feel- 
ing, on the one hand, and practicability in clinical usage and flexi- 
bility in the therapeutic relationship, on the other. 

The AMPS consists of 122 items and provides a typological as- 
sessment of abnormal personalities according to both major classi- 
fication systems. Despite the differences between DSM-III-R and 
ICD-10, availability of an integrated list is useful with respect to 
the contemporary significance of both systems. All criteria of 
DSM-III-R and ICD-10 are covered by 94 items of the AMPS. To 
avoid redundance, criteria of identical or very similar content were 
not included, keeping the checklist feasible in clinical use. To 
serve this pulpose, some loss of specificity and leveling out of dif- 
ferences between the classification systems was accepted. Another 
28 criteria were added, assessing four subaffective disturbances, 
i.e. depressive, hyperthymic, cyclothymic, and asthenic, which largely 
follow the typologies of Kraepelin, K. Schneider, and Kretschmer. 
These subaffective types follow a psychiatric tradition in countries 
where German is spoken, in which relatively enduring affective 
conditions are taken to be traits and not states, in contrast to the in- 
ternational classification systems (Sag et al. 1992). 

By using sums of item ratings, graduated assessments can also be 
accomplished. The list was examined with regard to its reliability and 
validity. Bias-corrected kappa coefficients for multirater agreement 
(Shouten 1980, 1982) computed from a group of ten raters assess- 
ing the same 20 patients ranged from 0.46 to 0.62. The program used 
serves to measure pairwise agreement among many judges by us- 
ing categorial scales with a correction on unequal distributions of the 
judgment categories. According to the criteria proposed by Schouten 
(1980, 1982), interrater reliability obtained for each personality dis- 
order can be considered sufficient. Internal consistency coefficients 
of the different subscales (Cronbach's alpha) computed from the to- 
tal sample of the study (n = 231) range between 0.64 and 0.81. Fur- 
thermore cut-off scores were established that allow for a categori- 
cal operationalized diagnosis (Sag et al. 1994, in press). 

The AMPS ratings for all patients were given by experienced 
clinicians trained in both the diagnosis of personality disorders and 
in the use of the instrument. An intensive rater training preceded the 
investigation and ensured sufficient standardization of PD assess- 
ment between the raters. Furthermore, the patients were well known 
to the raters, so that typical patterns of behavior observed during 
treatment could be accounted for during assessment. Training in 
the use of the AMPS especially focused on the differentiation be- 
tween enduring behavior deviations and state-related conditions. 
In order to minimize effects of the acute state on personality as- 
sessment, the AMPS was applied before discharge only if the acute- 
state condition had largely receded. Patients with severe chronic 
courses of especially early onset illnesses were therefore excluded. 
Additionally requiring information from patients' significant oth- 
ers also helped to exclude episode or period-related deviations. 

Table  2 Exemplary items from the Aachen List of Items for the 
Registration of Personality Disorders (AMPS) 

�9 expects, without sufficient basis, to be exploited or harmed by 
others (evaluated as DSM-III-R/paranoid PD) 

�9 is indifferent to the praise and criticism of others (evaluated as 
DSM-III-R/schizoid PD and ICD-10/schizoid PD) 

�9 recurrent suicidal threats, gestures, or behavior, or self- 
mutilating behavior (evaluated as DSM-III-R/borderline PD 
and ICD-10! emotionally unstable PD borderline type) 

�9 unreasonably criticizes or scorns people in positions of 
authority (evaluated as DSM-III-R/passive aggressive PD) 

�9 significant and enduring irresponsibility and disregard of 
social norms, rules and commitments (evaluated as DSM-III- 
R/dissocial PD) 

�9 incapability to react with joy (evaluated as depressive PD) 

�9 indicates little if any desire to have sexual experiences with 
another person (evaluated as DSM-III-R/schizoid PD and ICD- 
10/schizoid PD) 

�9 unforgiving of insults, humiliation and injuries and a tendency 
to bear grudges (evaluated as ICD-10/paranoid PD and DSM- 
III-R/paranoid PD) 

�9 permanent overactivity (evaluated as hyperthymic PD) 

�9 a pattern of unstable and intense interpersonal relationships 
characterized by alternating between extremes of overidealization 
and devaluation (evaluated as DSM-III-R/borderline PD and 
ICD-10/emotionally unstable PD, borderline type) 

In Table 2, a short, exemplary sample from the AMPS is pre- 
sented. 

Statistical analyses 

First, the prevalence rate of each personality disorder according to 
the respective classification system was computed. Comorbidity 
between two personality disorders was computed, dividing the 
odds for the two disorders occurring together by the odds for the 
occurrence of each disorder alone. An odds ratio above four, which 
indicates a four-fold increase compared to the frequency expected 
at random, reflects a significant probability (P smaller than 0.05), 
an odds ratio above six reflects a high significance (P smaller than 
0.01). Exact P-values and 95% confidence intervals (StatXact Ver. 
2.0, CYTEL-Software 1991, Cambridge, Mass.) for significant odds 
ratios are given in the text below. In order to faciliate comparisons 
with other studies, this measure was chosen because it is widely in- 
dependent of the prevalence rates of the base population (Oldham 
et al. 1992). However, it is tess sensitive to differences in marginal 
probabilities, and thus to disparate prevalence rates. In these cases, 
Mantel and Haenszel correction was used (Mantel and Haenszel 
1959). 

Results 

In  this  s tudy  g roup  o f  u n s e l e c t e d  psych ia t r i c  pat ients ,  the  
ove ra l l  p r e v a l e n c e  o f  pe r sona l i t y  d i so rde r s  was  36 .5% ac- 
c o r d i n g  to D S M - I I I - R  and 55 .9% a c c o r d i n g  to I C D - 1 0 ,  
and 4 8 . 6 %  for  the  suba f f ec t i ve  pe r sona l i ty  d isorders .  Di -  
agnos i s  o f  m u l t i p l e  pe r sona l i t y  d i so rde r s  w e r e  p re sen t  in 
m o r e  than  ha l f  o f  the  pa t ien ts  w i th  pe r sona l i ty  d i so rde r  

(Table  3). 



Table 3 Frequency of personality disorders 

DSM- ICD- 
III-R 10 

Subaffective 
personality 
disorders 

More than one personality disorder 41% 59% 43% 
More than two personality disorders 11% 32% 10% 
More than three personality disorders 3% 14% 0% 

Table 4 gives the prevalence rate of each type of per- 
sonality disorder within the three subgroups of patients with 
personality disorders, according to each diagnostic sys- 
tem. Each subgroup consists of all those patients who pre- 
sented with at least one personality disorder according to 
the criteria of the respective diagnostic system. According 
to DSM-III-R, the most prevalent axis-2 diagnosis by far 
was the dependent personality disorder, followed by the 
histrionic, the obsessive-compulsive, the borderline and 
the avoidant personality disorder. ICD-10 yielded much 
higher prevalence rates, the highest for avoidant, followed 
by histrionic, dependent, borderline, and obsessive-com- 
pulsive disorders. 

Table 5 presents patterns of comorbidity between the 
most interesting DSM-III-R axis-I and DSM-III-R axis-II 
disorders. The group of "neurotic disorders" (anxiety, so- 
matoform, dissociative, adjustment, and eating disorders) 
showed the highest association with personality disorders, 
especially the dependent and histrionic ones. The second 
most frequent "state" category was that of mood disor- 
ders, most frequently associated with the dependent and 
obsessive-compulsive type. 
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Table 6 presents odds ratios for all pairs of personality 
disorder according to DSM-III-R. Table 7 shows analo- 
gous results for ICD-10. Both tables also consider subaf- 
fective personality disorders. Those combinations which 
co-occurred above chance are marked by a rectangle if the 
prevalence rate of each personality disorder was higher 
than 3%. According to DSM-III-R, two pairs were associ- 
ated with highly significant odds ratios - narcissistic with 
antisocial (7.8; interval 1.87-29.89; P = 0.005) and de- 
pendent with obsessive-compulsive (1.69-25.77; P = 
0.009) - and another 11 pairs with significant odds ratios 
- antisocial with paranoid (1.25-17.44; P = 0.022), bor- 
derline with schizoid (1.13-14.87; P = 0.033), histrionic 
with antisocial (1.13-14.87; P - -  0.033), narcissistic with 
paranoid (1.46-18.28; P = 0.016), narcissistic with histri- 
onic (1.36-18.96; P = 0.014), avoidant with schizoid 
(1.25-17.44; P -- 0.022), avoidant with borderline 
(1.18-15.42; P = 0.032). The narcissistic personality dis- 
order, occurring in three pairs, showed the greatest over- 
lap. The schizoid, the avoidant, the borderline, and the an- 
tisocial type each were part of three pairs. 

Five pairs were found consisting of a DSM-III-R and a 
subaffective type of personality disorder: hyperthymic 
with histrionic (1.25-15.11; P = 0.027), depressive with 
obsessive-compulsive (1.36-15.97; P = 0.027), depres- 
sive with avoidant (1.41-18.96; P = 0.014), asthenic with 
avoidant (1.12-14.92; P = 0.031) and depressive with de- 
pendent (1.52-19.67; P = 0.018). Among the subaffective 
disorders the depressive-asthenic pair (1.49-19.98; P -- 
0.011) was the only one which covaried beyond chance. 

ICD-10 turned out to lead to a much higher level of co- 
morbidity: eight pairs were associated with highly signif- 

Table 4 Prevalence rates of personality disorders among 231 inpatients. Subgroups of patients with personality disorders according to 
the three diagnostic systems 

Personality disorder DSM-III-R ICD-10 Subaffective 
(n = 84 [100%]) (n = 129 [100%]) (n = 112 [100%]) 

Paranoid 
Schizoid 
Schizotypal 
Antisocial/dyssocial 
Borderline 
Histrionic 
Narcissistic 
Emotionally unstable 
Obsessive-compulsive 
Avoidant 
Dependent 
Passive-aggressive 
Depressive 
Hyperthymic 
Cyclothymic 
Asthenic 

None 

I I I .5  ~ 25.1 

t ] . 2 ~  

F 3.7 ~ 13.7 

i 13s ~ 3o.s 

19.8 37.9 

8 6  ~ 

10.5 

18.5 29.8 ~ ~  

13.6 ~ 50.8 

48.1 33.8 

2.5 

so.o ~ ~ ~  

6 . 5 ~  

53.7 ~ ~  
37.9 
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Table 5 Patterns of comorbidity between axis-I and axis-II disorders 

DSM-III-R (n = 84) 

,x:l 
N o -d 

o 

�9 
? 
�9 

�9 ,< 

�9 
._~ 

Mood disorders 

Schizophrenia, delusional disorders, psychotic disorders not elsewhere classified 

Anxiety, somatoform and dissociative disorders, adjustment disorders, eating disorders 

Psychoactive substance-induced disorders (without additional axis-1 diagnosis) 

Personality disorders 

Organically caused psychic syndromes and disorders 

1 1 

1 1 1 

1 1 

2 

2 

2 

1 2 

6 9  

1 1 2 

1 3 3 

1 

8 4 

3 5 

3 2 

1 

12 

4 

11 1 

4 

9 

1 

Table 6 Odds ratios for each personality disorder with respect to DSM-III-R 

Personality disorder 

-~ ~ ~ "~ ~ o = 

�9 
O 

6 

�9 < 

O 

o 

�9 ~ eo O 

",9 

~D 

< 

Paranoid 
Schizoid 1.6 
Schizotypal 3.4 5.5 
Antisocial 4.8* 1.1 2.4 
Borderline 2.8 4.1" 5.6 3.4 
Histrionic 2.8 0.3 3.3 4.1" 3.4 
Narcissistic 4.9* 0.8 2.1 7.8** 2.1 5.1" 
Obsessive-compulsive 0.8 2.7 1.4 2.4 2.2 1.4 0.8 
Avoidant 2.6 4.8* 5.2 3.8 4.3* 2.0 0.9 
Dependent 1.2 0.6 0.8 1.6 2.4 1.4 0.2 
Passive-aggressive 3.2 0.4 1.2 2.0 1.8 3.6 4.2 

Depressive 0.8 1.2 1.3 1.4 2.1 0,8 0.2 
Hyperthymic 3.4 0.2 1.4 1.6 0.7 4.2" 3.7 
Cyclothymic 2.6 0.8 2.4 1.2 1.4 2:8 2.6 
Asthenic 1.6 3.4 2.8 2.9 3.1 0,7 0.4 

2.4 
6.2** 2.8 
0.2 0.4 0.8 

4.3* 5.2* 4.6* 
0.2 0.2 0.5 
0.8 0.4 0.8 
3,4 4.1" 3.7 

0.4 
3.4 0.8 
2.8 2.4 3.4 
0.8 5.3* 0.8 1.1 

* P < 0.05 ** P < 0.01 (P is not given if prevalence rate of one PD < 3%) 

icant odds ratios - dependent  with avoidant  (2 .97-49.62;  
P = 0.001), emotional ly  unstable  with paranoid (2 .67-  
47.73; P = 0.001), schizoid with dissocial (2.16-33.74;  
P = 0.003), emotional ly  unstable  with dissocial  (1 ,91-  
29.24; P = 0.006), paranoid with dyssocial  (1.74-28.18;  
P = 0.007), emotional ly  unstable  with schizoid (1 .69-  
27.01; P = 0.008), obsess ive-compuls ive  with avoidant  
(1 .72-25 .84;  P = 0.008), schizoid with paranoid  (1 .61-  
26,48; P = 0,009) - another  seven with s ignif icant  odds 
ratios: histr ionic with paranoid (1.08-12.67;  P = 0.049), 
obsess ive  compuls ive  with paranoid  (1 .42-15.53;  P = 
0.032), avoidant  with paranoid (1.55-20.13;  P = 0.011), 

histrionic with schizoid (1.18-14,93;  P = 0.039), histri- 
onic with dissocial (1.18-14.92; P = 0.039), histrionic with 
emot ional ly  unstable (1.30-16,64;  P = 0.028), dependent  
with obsess ive-compuls ive  (1.21-15.24;  P = 0.034). 

Discussion 

Prevalences of personality disorders 

Regarding prevalence rates, interesting differences be- 
tween DSM-II I -R and ICD-10 were found. The frequency 



Table 7 Odds ratios for each personality disorder with respect to ICD-10 
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Personality disorder 

<3 "u -u ~ '2 
B 'B '~ o 

=o .~ .- 

0 o o 

- 6 ~ ~ E 

Paranoid 
Schizoid 6.1 ** 
Dissocial 7.2** 8.5** 
Histrionic 4.0* 4.2* 4.2* 
Emotionally unstable 11.7"* 6.9** 7.4** 4.3* 
Obsessive-compulsive 4.8* 2.8 2.1 1.8 2.9 
Avoidant 5.2* 2.9 0.6 0.6 2.8 
Dependent 3.8 2.5 0.9 0.9 1.9 

Depressive 1.6 1.9 1.3 0.6 0.9 
Hyperthymic 3.5 3.7 2.9 11.4** 4.2* 
Cyclothymic 4.2* 2.2 4.2* 3.5 3.6 
Asthenic 2.7 2.7 0.9 1.2 2.1 

6 , 7 " *  

4.2* 12.4"* 

5.2* 7.9** 
1.9 0.9 
0.9 3.1 
5.1" 9.8** 

6 . 9 * *  

0.6 0.8 
3.2 2.4 3.4 
9.8** 5.3* 0.8 1.1 

* P < 0.05 ** P < 0.01 

of personality disorders was much higher using ICD-10 
than DSM-III-R. We suppose this to be primarily the re- 
sult of varying cut-offs; on average the cut-offs of  ICD-10 
are distinctly lower than those of DSM-III-R. Remarkable 
differences in prevalence rates also resulted within the same 
personality category, e.g. the avoidant one, so that con- 
ceptual differences were also to be considered. The subaf- 
fective types were present frequently. Therefore, their 
clinical importance seems likely. However, the high pre- 
valences may indicate some mingling with state condi- 
tions. 

The ICD-10 distribution of prevalence rates was very 
similiar to that of  the first German multicenter study 
which assessed the frequency of each type of personality 
disorder (Dittmann et al. 1992). With regard to DSM-III- 
R, two prevalence rates were quite amazing in comparison 
with other studies. The borderline personality disorder, in 
particular, was not so often found in our sample; there was 
a prevalence rate of 13.6% in our sample versus 20% in the 
sample of Nurnberg et al. (1991) or even 33.3% in that of 
Morey (1988). Most studies concerning personality disor- 
ders refer to samples of highly socially disturbed inpatients 
(Boyd et al. 1984; Fyer et al. 1988; Oldham et al. 1992; 
Pfohl et al. 1986; Zanarini et al. 1987) who seek treatment 
only because of their maladaptive personality traits. Thus, 
prevalence rates might differ due to specific features of 
the overall sample studied, including those which derive 
from peculiarities in international comparison, e.g. differ- 
ences resulting from cultural characteristics of the sam- 
ples. This may have also contributed to the second char- 
acteristic of our sample, the frequency of obsessive-com- 
pulsive personality disorder (prevalence rate of 18.5%). 
While this result differs from those in American studies 

(prevalence rates under 10%; compare Widiger and Rogers 
1989), Maier et al. (1992) found that the obsessive-com- 
pulsive type was the personality disorder of maximum 
frequency in a German community sample. Furthermore, 
the frequency of this type may be related to the high num- 
ber of concomitant mood disorders in our population. The 
patterns of comorbidity between axis-I and axis-II disor- 
ders support this idea: the obsessive-compulsive personal- 
ity disorder was primarily associated with mood disorders. 
The dependent personality disorder presented an even 
higher extent of  comorbidity with mood disorders. These 
results can be related to concepts of premorbid personal- 
ity, which emphasize the frequency of traits such as metic- 
ulosity, pedantry and dependency among unipolar depres- 
sive patients (P6ssl and Zerssen 1990). The frequent asso- 
ciation between personality disorders and "neurotic disor- 
ders" meets the expectation that subjects with enduring 
characterological abnormalities have a higher lifetime risk 
of generating, for example, anxiety, dissociative or eating 
disorders. 

Comorbidity among personality disorders 

In our sample, comorbidity between personality disorders 
seemed to be the rule. This result is in line with other 
studies (Oldham et al. 1992; Widiger and Rogers 1989). 
The most interesting comorbidity patterns will be dis- 
cussed below. DSM-III-R results are of more importance 
in this respect because of the availability of comparable 
studies. 

Table 8 gives a survey of important findings of comor- 
bidity research during the last few years, which refer to 
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Table 8 Studies on patterns of comorbidity 

Co-occurrence with respect to DSM-III-R 

Specific definition of significance 

Morey (1988) Widiger (1989) Oldham (1992) RWTH (1992) 

Frequency of Co-occurrence Odds ratios Odds ratios 
co-occurrence rates 

1. Schizotypal < > Avoidant 
2. Histrionic < > Narcissistic 
3. Antisocial < > Narcissistic 
4. Schizotypal < > Borderline 
5. Passive-aggressive < > Narcissistic 

6. Schizoid < > Avoidant 
7. Avoidant < > Borderline 
8. Histrionic < > Borderline 
9. Antisocial < > Passive-aggressive 

10. Dependent < > Borderline 
11. Dependent < > Avoidant 
12. Antisocial < > Borderline 
13. Schizotypal < > Paranoid 
14. Passive-aggressive < > Histrionic 
15. Passive-aggressive < > Avoidant 
16. Passive-aggressive < > Borderline 
17. Obsessive-compulsive < > Dependent 

18. Paranoid < > Antisocial 
19. Histrionic < > Antisocial 
20. Schizoid < > Borderline 
21. Paranoid < > Narcissistic 
22. Schizoid < > Schizotypal 

X X X x 
x x X x 
X 0 X X 
0 X x x 
x 0 x x 
x x 0 x 
0 x 0 x 
X X x t3 

x x X 0 
x x x 0 
0 x X 0 
0 X 0 0 
X 0 0 0 
0 x 0 0 
0 x 0 0 
0 x 0 0 
0 0 0 X 
0 0 0 x 
0 0 0 x 
0 0 0 x 
0 0 0 x 
0 0 0 x 

x: > 50% x: > =  17 x: > = 4  x: > = 4  
X: > = 55% X: > = 24 X: > = 6 X: > = 6 

D S M - I I I - R  criteria.  Comparab i l i t y  is again l imi ted  be-  
cause  o f  di f ferences  in sample  character is t ics .  Fur ther-  
more,  one must  be  caut ious when compar ing  studies using 
D S M - I I I  cr i ter ia  (Kass e t a l .  1985; Dahl  1986; Pfohl  et al. 
1986; L ives l ey  and Jackson 1986; Hyter  and Lyons  1988), 
because  there is l imi ted  agreement  be tween  persona l i ty  
d i sorder  d iagnoses  according  to D S M - I I I  and DSM-I I I -R .  

In the D S M - I I I - R  c lass i f ica t ion system,  the narciss is t ic  
type  o f  persona l i ty  d i sorder  presents  the h ighest  amount  
o f  over lap.  As  Table 8 reveals ,  a number  o f  inves t igators  
(Morey  1988 a; Wid ige r  and Rogers  1989; O l d h a m  et al. 
1992) have  found  that the narciss is t ic  and the his t r ionic  
persona l i ty  d i sorder  often co-occur.  This  seems to be  rea- 
sonable  f rom a c l in ica l  poin t  o f  v iew because  of  some 
c o m m o n  persona l i ty  traits,  such as be ing  se l f -centered 
and longing  to attract  at tention or admirat ion.  This  con- 
ceptual  over lap  is also ref lected in s imi lar  i tems.  Egocen-  
tr ism, ca l lousness  in human  relat ions,  hypersens i t iv i ty  to 
reject ion,  and be ing  eas i ly  of fended  could  also be  com-  
mon  traits be tween  the narciss is t ic  and the ant isocia l  type,  
a pair  with h ighly  s ignif icant  co -occur rence  in mos t  stud- 
ies (Morey  1988 a; O l d h a m  et al. 1992). In  our sample,  the 
p reva lence  rate o f  the ant isocial  persona l i ty  d i sorder  was 
too low to discuss further conclusions .  There  remains  the 
quest ion whether  c lass i f ica t ion of  the narciss is t ic  person-  
al i ty  d i sorder  is suff icient ly va l id  in its current  form, 

demons t ra t ing  such high rates of  comorbidi ty .  Gunderson  
and Ronn ings tam (1991) assume an extens ive  conceptual  
over lap  within the cri ter ia  of  the narciss is t ic  type,  ye t  
three out  of  a total  of  seven i tems refer to the grandiose  
se l f -exper ience  o f  narciss is t ic  personal i t ies  (exaggera t ion  
of  talents and accompl i shments ,  grandiose  fantasies,  be-  
l ie f  in uniqueness) .  On the other hand, it appears  to us to 
be  str iking that the deep ly  felt  threat  to one ' s  sense o f  self- 
esteem, which  seems to be the bas ic  condi t ion  o f  narcis-  
sist ic personal i ty ,  is not  inc luded  among the i tems,  proba-  
b ly  because  it is not  ref lected in behavior .  Fee l ings  of  un- 
wor th iness  and fragi le  se l f -es teem are only ment ioned  in 
the expos i t ion  o f  the narciss is t ic  typology.  

The  border l ine  persona l i ty  disorder,  which  is also part  
o f  the dramat ic ,  emot iona l  and erratic cluster  o f  D S M - I I I -  
R, did  not  present  in our  s tudy the high degree  of  comor-  
b id i ty  that is o therwise  often found and cr i t ic ized (Widi-  
ger  and Rogers  1989; Nurberg  et al. 1991). Fur thermore ,  
there was no co-occur rence  with  the his t r ionic  type. This 
f inding m a y  be  surprising,  because  of  c o m m o n  features 
regarding  d imens iona l  factors,  such as ex t ravers ion  and 
neurot ic ism.  Simi l ia r  to other  comorb id i ty  studies (Mc-  
Glashan  1987; Z i m m e r m a n n  and Corye l l  1989; Kavouss i  
and Siever  1992), the results  poin t  to some over lap  with 
the odd and eccentr ic  cluster, namely  with the schizotypal ,  
but  also with the schizoid  type. However ,  because  of  the 



very low prevalence rate of the schizotypal personality 
disorder in our sample, co-occurrence rates are probably 
prone to random fluctuations and therefore cannot be 
commented on. 

Substantial co-occurrence of the avoidant and schizoid 
personality disorders have often been reported (Morey 
1988a; Widiger et al. 1991; Oldham et al. 1992) and can 
be explained to a considerable extent by an overlap of the 
diagnostic items. Beside common features which relate to 
social anxiety and withdrawal, there is even an identical 
item which refers to the absence of friends and confidants. 
This pattern of comorbidity must be considered an exam- 
ple of "artificial comorbidity", i.e. substantial correlation 
is due to identical criteria (Oldham et al. 1992). DSM-III- 
R already tried to decrease comorbidity by leaving out 
some of the overlapping items of DSM-III, esPecially in 
the dramatic/emotional cluster. 

One of the highest percentages of overlap in our study 
relates to the obsessive-compulsive/dependent pair of co- 
morbidity. In contrast to this finding, Widiger et al. (1991) 
point out absence of any substantial correlation with other 
types of personality disorder for the compulsive personal- 
ity disorder. One may assume that not only the prevalence 
rates of both of the personality disorders but also their co- 
occurrence rate result from the frequency of concomitant 
mood disorders in our sample. 

The comorbidity pattern we have found with respect to 
ICD-10 seems to be questionable. The lower diagnostic 
cut-offs for the polythetic item lists may be the most im- 
portant reason. In addition, it appears to be problematic to 
subsume diagnostic criteria belonging to the DSM-III-R 
concept of narcissistic personality disorder (concerning 
feelings of grandiosity or hypersensitivity to rejection 
or criticism) under the paranoid type in ICD-10. Some of 
the co-occurring pairs do not even coincide with clinical 
judgements such as histrionic/schizoid, emotionally un- 
stable/schizoid. Whether this excessive comorbidity in 
ICD-10 also points to some inconsistencies within the 
constructs of the different types of personality must be 
further investigated. 

As far as subaffective disorders are concerned, all pairs 
appear to be clinically reasonable, especially the depres- 
sive/obsessive-compulsive and the depressive/dependent. 
The most extensive amount of covariation is again present 
for those forms of personality disorders which have items 
in common: the depressive/asthenic and the depressive/ 
avoidant type. 

Limitations 

A limitation of this study is the specific focus on axis-II 
disorders. Beside axis-I diagnosis, there was no additional 
assessment of state-related deviations. Thus, interference 
with axis-I disorders cannot be completely ruled out, al- 
though the mingling of state- and trait-related conditions 
was minimized by the method of assessment. The depen- 
dent and avoidant types of personality disorder (with anx- 
ious and depressive states), in particular, are susceptible 
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to interference with state conditions. Therefore, the high 
prevalence rates of DSM-III-R dependent personality dis- 
order and ICD-10 avoidant personality disorder might be 
influenced by axis-I disorders. Furthermore, the conceptu- 
alization of "subaffective personality disorders" as endur- 
ing subaffective deviations calls for very careful differen- 
tiation from affective axis-I disorders. With regard to the 
high prevalence rates of depressive and cyclothymic per- 
sonality disorder, their differentiation from major affec- 
tive states seems to be insufficient in our study. Further 
studies will focus on this problem in order to clarify the 
classification of these permanent shifts of mood and drive 
within a possible continuum of affective psychiatric disor- 
ders. Another limitation of the study results from the ex- 
clusion of patients with severe chronic and early onset 
disorders. This exclusion criterion might have contributed 
to the low co-occurrence of schizophrenic and personality 
disorders in our sample. 

The prevalence rate of personality disorders in clinical 
samples of patients with coexisting axis-I disorders is of- 
ten reported to be high - usually between 40% and 50% 
(Mellsop et al. 1982) - in comparison with community sam- 
ples where personality disorders are diagnosed in about 
10% of the subjects (Maier et al. 1992). An additional 
axis-II diagnosis often complicates therapy and prognosis 
of patients' axis-I disorder with the consequence of longer 
treatment and more frequent relapses (Reich and Green 
1991). Furthermore, personality disorder might modify 
help-seeking behavior and therefore might also contribute 
to a higher number of rehospitalisations. These factors 
could have influenced the recruitment of our sample of 
consecutively admitted patients and might have led to 
some increase of prevalence rates and overlap among per- 
sonality disorders. 

Another methodological problem is that of multiple 
significance testing. Since 165 tests were carried out over- 
all, some of the reported significant results may be spuri- 
ous. However, strict type-I error adjustment would lead to 
very low error levels for individual odds ratios. Therefore, 
the results presented should be interpreted with some cau- 
tion. Additionally, the reliabilities of the various personal- 
ity disorders are low - but comparable to other studies 
(Bronisch and Mombour 1994) - and may reflect mea- 
surement errors which might covary between the various 
types of personality disorder and interact with their preva- 
lences and co-occurrences. 

Conclusion 

Although admittedly, personality types are not diagnostic 
entities that can be sufficiently separated from each other, 
the extensive overlap among personality disorders could 
encourage one to think of further improvement. Though 
the DSM-III-R revision intended to diminish co-occur- 
rence (Widiger et al. 1988), it resulted in a substantial in- 
crease both in prevalence and in co-occurrence (Morey 
1988a), and ICD-10 even presents a higher degree of co- 
morbidity than DSM-III-R. 
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The  data  presented  suggest  that comorb id i ty  increases  
when present ing  dupl ica te  criteria. The  mos t ly  intui t ive 
f ixing of  cut -off  points  (Wid iger  1992) and here espe-  
c ia l ly  the low cut-offs  in ICD are l ike ly  to have  con- 
t r ibuted to the high preva lence  rates and the extens ive  de- 
gree  of  overlap.  Empi r ica l  research on persona l i ty  disor-  
der  during the last decade  has led to e labora te  constructs  
o f  d i so rdered  personal i ty .  Cr i ter ia  cou ld  be  p robab ly  fur- 
ther specif ied by a s t ronger  or ientat ion towards  these un- 
der ly ing  constructs  which  m a y  cons ider  affective,  cogni-  
t ive and in terpersonal  traits bes ide  behaviora l  pat terns  for 
all types  of  persona l i ty  disorder.  

In line with the results  o f  other  studies,  our data  
demons t ra te  that DSM-I I I -R ,  and even more  so ICD-10,  
fai l  to ident i fy  dist inct  and c lear ly  def ined types  o f  per-  
sonal i ty  disorder.  Though  the current  c lass i f ica t ion sys-  
tems could  be  improved  by  more  sophis t ica ted  typologies ,  
c lear-cut  ca tegor ica l  persona l i ty  d i agnoses  are not  l ike ly  
to be  set up. 
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