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ABSTRACT 

The primary goal of this study was to describe a sample of patients from an 

inpatient chemical dependency treatment program in terms of demographic 

characteristics, drugs of choice, and comorbid personality disorders. The various 

relationships among these variables and the effects of these variables on participation 

in aftercare treatment were also investigated. 

Personality disorders and psychoactive substance use disorders were 

diagnosed for 252 consecutively admitted patients in an inpatient chemical 

dependency unit using the Structured Clinical Interviews for DSM-III-R (SCID-P & 

SCID-II). Fifty-one percent (n=129) of the patients were diagnosed with one or 

more personality disorders and 37% (n=48) had two or more personality disorders 

diagnosed. The most frequently diagnosed personality disorders were: antisocial 

(17.9%), avoidant (9.9%), borderline (9.5%), narcissistic (9.1%), and obsessive-

compulsive (7.1%). 

No consistent relationships between drug of choice and personality disorders ^^' ^' 

diagnoses were found. Gender and age differences, however, were significant. ^ 

Women were less likely than men to identify alcohol as their drug of choice and they 

were more likely than men to identify sedatives or opioid drugs. Cocaine was more 

frequently identified as the drug of choice by younger participants, whereas opioid 

drugs were more often identified as the drug of choice of the older participants. 

v 



Several individual predictors of aftercare treatment participation were 

identified. The likelihood of early treatment dropout increased significantly with the 

diagnosis of a personality disorder. In the follow-up sample (n=104) only 6% (n=l) 

Y 
of the patients with more than one personality disorder remained in aftercare 

treatment at the end of the one year follow-up period. Cocaine use was also ^ 

associated with aftercare treatment drop-out. Eighty-two percent (n=14) of the 

individuals identifying cocaine as their drug of choice dropped out of aftercare y^ 

treatment within one month after discharge. Although several patterns of 

comorbidity and ideas for future research were identified, no efficient alternative to 

individual assessment and treatment planning emerged. 

^ 
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CHAPTER 1 

INTRODUCTION 

Recent editions of the Diagnostic and Statistical Manual of Mental Disorders 

(APA, 1980, 1987, 1994) incorporate a multiaxial diagnostic system which 

encourages clinicians to consider multiple diagnoses during the assessment process. 

Comorbidity, or the co-occurrence of two or more disorders in the same individual, 

complicates the treatment planning process and may influence the prognosis for ^ 

successful treatment of any single disorder. Considerable research effort has been 

devoted to the search for predictable interactions among disorders, but many 

questions concerning patterns and rates of comorbidity in different patient 

populations remain unanswered. Greater understanding of the patterns of 

comorbidity is needed, particularly in the field of substance abuse treatment where 

rates of comorbidity are high and relapse after treatment is the norm. -^ • 

Psychoactive Substance Use Disorders 

According to the Diagnostic and Statistical Manual of Mental Disorders-

Third Edition-Revised (DSM-III-R) (APA, 1987), a diagnosis of psychoactive 

substance abuse should be made when an individual develops a maladaptive pattern 

of substance use that persists over time and when social, occupational, psychological, 

^ or physical problems are caused or exacerbated by the use of the substance. The 

repeated use of a psychoactive substance in situations made more physically 

hazardous by that use can also be used to determine the presence of a substance 

abuse disorder. Dependence on psychoactive substances should be diagnosed if 

sufficient evidence of physical or psychological dependence is available, such as 



withdrawal symptoms, use of substance to avoid withdrawal symptoms, unsuccessful 

efforts to cut down or control substance use, failure to fulfill obligations due to 

substance use, and significant periods of time devoted to obtaining, using, or 

recovering from the use of substances. 

Patterns of drug use among American high school seniors are monitored by 

the National Institute on Drug Abuse (NIDA), which most recently (NIDA, 1988) 

reported on the trends of drug use over the ten year period from 1975 to 1986. Over 

90% of high school seniors reported the use of alcohol at some time in their lives, 

and 66.4% reported alcohol use during the month immediately preceding the survey. 

Lifetime prevalence rates among high school seniors for the use of other drugs 

included 67.2% for cigarettes, 50.2% for marijuana or hashish, 21.6% for stimulants, 

18.6% for inhalants, 15.2% for cocaine, 10.6% for hallucinogens, and over 9% for 

heroin or other opiates. 

Widespread use of psychoactive substances continues into the adult years and 

it is estimated that only about 35% of the adult population in the United States 

abstains from alcohol use (APA, 1987). Social scientists involved with the 

Epidemiologic Catchment Area Program have also compiled information from over 

20,000 individual interviews to determine the prevalence of alcohol abuse disorders, 

, other drug abuse disorders, and mental disorders in the general population (Reiger et 

3 ^ al., 1990). Lifetime prevalence rates for alcohol dependence or abuse was estimated 

to be 13.5%), and the lifetime prevalence rate for abuse or dependence on other drugs 

/ w a s estimated to be 6.1%. Only about 17% of Americans ever develop a substance 

use disorder of any kind, although the majority of Americans use one or more 

psychoactive substances. Researchers are beginning to uncover some of the risk 



factors associated with vulnerability for substance use disorders. Genetic, 

developmental, biological, and psychosocial factors have been identified, although it 

is not yet possible to accurately predict the course of the addictive process for any 

individual. 

Substance Abuse and Personality 

The role of personality in the development and course of substance abuse 

disorders has been debated for many years. The earliest edition of the Diagnostic 

and Statistical Manual of Mental Disorders (APA, 1952) classified alcohol and drug 

/ addiction as variations of a sociopathic personality disturbance. The search for the 

"addictive personality" dominated early research in the field of substance abuse, 

although no common character pathology was ever identified (Blume, 1989). 

The second edition of the Diagnostic and Statistical Manual (APA, 1968) 

classified substance abuse disorders as a distinct category in the classification of 

personality disorders, but a focus on character weakness or pathology as the basis for 

addictions was maintained. The third edition (APA, 1980) removed the substance 

abuse disorders from the classification of personality disorders, grouping them 

instead with other symptom-based mental disorders. Diagnostic overlap between 

personality disorders and substance use disorders was not fully eliminated, however, 

and behaviors associated with substance use could be used to meet the diagnostic 

criteria for antisocial personality disorder and borderline personality disorder. 

Subsequent revisions of the DSM (APA, 1987, 1994) have attempted to achieve 

greater diagnostic specificity, although it has not been possible to fully eliminate 

• overlap in diagnostic criteria. The link between substance use disorders and 



personality disorders, particularly borderiine personality disorder and antisocial 

personality disorder, is evident in both treatment settings and the research literature. 

Longitudinal studies have demonstrated that certain personality traits are 

^ associated with the eventual development of substance use disorders. Kammeier, 

^ e-"" Hoffman, and Loper (1973) found that gregariousness, impulsivity, and non

conformity were more commonly noted among individuals later identified as 

alcoholic than among their non-alcoholic peers. They failed, however, to find 

preaddiction indicators of psychological distress or maladjustment in the Minnesota 

y)f\cf>^'^ • ^ Multiphasic Personality Inventory (MMPI) profiles of those who later developed 

substance use disorders. Multiple studies have revealed that prealcoholics are more 

independent, less self-controlled, less obedient, less conforming, and more impulsive 

than individuals who do not develop patterns of alcohol dependence (Barry, 1982). v̂  

These traits may be early indicators of an addiction prone personality organization, ' ^ 

but they may also be linked to behaviors likely to expose the individual to earlier and 

more frequent substance use than their more conforming and self-controlled peers. *^ 

Once a substance use disorder has been diagnosed, it is difficult to determine 

whether personality measures reflect the effects of substance use or personality traits 

that may have contributed to the development of the disorder. Multiple studies have 

reported elevated Scale 4 (Psychopathic Deviate) scores on the MMPI among 

alcoholics (Clopton, 1978; Owen & Butcher, 1979). Abstinence and treatment 

^ appear to have little impact on Scale 4 elevations, indicating a possible carryover of 

characterological factors similar to the impulsive and independent traits Kammeier et 

3 / a l . (1973) noted among individuals who later developed abusive or addictive patterns 

of substance use. 



Studies using objective personality inventories have identified a variety of 

substance abuse correlates, indicating that several substance abuse patterns may exist 

and different personality correlates may be associated with each. An analysis of 

MMPI data from over 2,000 patients seeking treatment for alcohol dependency at 

the Hazelden Foundation identified five different personality profiles, each associated 

J '^ with different drinking patterns (Conley & Prioleau, 1983). Nerviano, Herbert, and 

Gross (1983) also found different personality type clusters among alcoholics using 

^cf^^ • ĵ̂ g MMPI and the Sixteen Personality Factor Questionnaire. Such findings should 

result in cautious interpretation of personality correlates based on group means 

because individual variation may be obscured when group means are analyzed. 

Personality Disorders 

Gradual revisions of the diagnostic criteria for psychoactive substance use 

disorders reflect a shift away from conceptualizing addiction as the expression of a 

common underlying characterological weakness. Interest in the role of personality 

factors in the development and maintenance of chemical dependency, however, has 

/ n o t waned. Comorbidity data indicate that individuals who develop substance abuse 

or dependency disorders are at greatly increased risk for comorbid personality 

/<^disorders (Blume, 1989; Brown & Bariow, 1992; Reiger et al., 1990; Vaglum & 

Vaglum, 1985). Successful chemical dependency treatment may require an 

understanding of the dynamics of personality factors, personality disorders, and 

personality disorder treatment. 

/The most recent revision of the Diagnostic and Statistical Manual 

(APA, 1994) defines personality disorders as enduring patterns of behavior and inner 



experience which deviate significantly from cultural norms. The use of inflexible and 

pervasive behavioral responses is also characteristic of personality disorders and the 

inability to adapt responses to situations leads to distress or impaired fimctioning for 

the personality disordered individual. The personality patterns associated with 

personality disorders are generally set by adolescence or early childhood and are 

highly resistant to change. 

-̂  Millon (1981) noted that normal personality organization and pathological 

personality patterns fall on a continuum. Diagnosis of a personality disorder must be 

based on somewhat arbitrary cutoff points and the complexities of individual 

personality profiles may not be captured by a diagnosis. The current diagnostic 

system permits simultaneous diagnosis of two or more personality disorders, and 

multiple Axis II personality disorder diagnoses have been reported among patients 

with psychoactive substance use disorders (Kosten, Kosten, & Rounsaville, 1989). ^^ 

These individuals are likely to exhibit a wide range of maladaptive behaviors severely 

impeding their ability to function in society or to develop and maintain interpersonal 

relationships. 

The current classification system (APA, 1994) divides the personality 

disorders into three clusters based on characteristics thought to be common to the 

disorders within each cluster. Cluster A includes paranoid, schizoid, and schizotypal 

personality disorders and individuals with these personality disorders often appear 

odd or eccentric. Cluster B personality disorders include antisocial, borderline, 

histrionic, and narcissistic personality disorders, which are typically associated with 

emotional, dramatic, or erratic behaviors. Cluster C personality disorders include 



avoidant, dependent, obsessive compulsive, and passive aggressive personality 

disorders and most of the individuals with these disorders appear anxious or fearful. 

/Approximately 7% of the population is estimated to meet the threshold 

criteria for one or more of the personality disorders (Merikangas & Weissman, ^ ^ 

1986). Approximately 3% of American men and 1% of American women meet the 

criteria for antisocial personality disorder and approximately 3% of the population 

meets the criteria for schizotypal personality disorder (APA, 1987). Widiger and 

Weissman (1991) report that the prevalence rate of borderline personality disorder in 

the general population varies from .2% to 1.8% depending on the measure used. ^^ "̂  

Several publications have resulted from a population survey conducted at the Johns 

Hopkins Medical Institutions. For example, Nestadt et al. (1990) reported that 2.1% 

of their sample was diagnosed with histrionic personality disorder and Nestadt et al. 

(1991) reported a 1.7% prevalence rate for compulsive personality disorder. 

Prevalence rates can be influenced by several factors including the assessment 

tools or method used to make the diagnoses and the professional interests of the 

diagnostician. As trends in professional interest change, diagnostic rates fluctuate, as 

illustrated by recent increases in the diagnosis of narcissistic personality disorder "^ 

(APA, 1987). Disorders of greater interest may overshadow disorders of lesser 

interest if individuals exhibit symptoms of multiple personality disorders. For 

research purposes, strict adherence to a standardized diagnostic system is desirable 

to reduce the variation in personality disorder diagnostic rates resulting from 

different diagnostic methods. Comparison of prevalence rates reported in the 

literature should be made only after the methods used to arrive at the diagnoses are 

understood. 
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Comorbidity 

^ Personality disorders are consistently diagnosed at higher rates among 

individuals in substance abuse treatment than in the general population. Butler et al. 

(1991) diagnosed between 79% and 88% of a group of women in substance abuse 

treatment with comorbid personality disorders, noting that both the rates of diagnosis 

and specificity of diagnosis varied depending on the instruments used in the 

assessment process. Using a structured clinical interview, Nace, Davis, and Gaspari 

(1991) reported that 57% of 100 patients admitted to a private inpatient substance 

abuse program had comorbid personality disorders, and they reported that antisocial 

personality disorder was the most frequently diagnosed personality disorder. Further 

evidence for the strength of the association between antisocial personality disorder 

and substance use disorders was revealed by the Epidemiological Catchment Area ^o 

Data (Reiger et al., 1990) which indicated that 83.3% of the individuals with a 

diagnosis of antisocial personality disorder also qualified for a comorbid diagnosis of 

a substance abuse disorder. The data also indicated that antisocial personality 

disorder was present in 14.3%) of individuals with a diagnosis of alcohol abuse or /c-b^c^^ 

dependence and in 17.8% of those with a diagnosis of a substance use disorder other 

than alcohol. A 42.7% rate of antisocial personality disorder was found among 

individuals with cocaine use disorders, the highest rate of comorbidity indicated from 

the data. Rounsaville and Kleber (1986) found a high rate of antisocial personality 

disorder among opiate addicts. Although the rate of antisocial personality disorder 

remained nearly constant over the two and a half year follow-up period, nearly half of 

those diagnosed with antisocial personality disorder at the initial testing no longer 

met the diagnostic criteria at follow-up. Those no longer qualifying for an antisocial 

'3 
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personality disorder diagnosis were replaced by a nearly equal number of individuals 

qualifying for the diagnosis at follow-up although they had not met the diagnostic 

criteria for such a diagnosis when initially evaluated. Such findings indicate that 

antisocial personality disorder may not be a stable diagnosis in the substance abusing 

population. 

Borderline personality disorder has also been diagnosed at high rates among 

individuals seeking treatment for psychoactive substance use disorders (Nace et al., ^ 

1989). High rates of comorbidity between substance use disorders and borderline 

personality disorder have also been reported in other psychiatric treatment settings. 

For example, Vaglum and Vaglum (1985) reported that 66% of the individuals in a 

psychiatric treatment setting diagnosed with borderline personality disorder also had 

a comorbid alcohol use disorder, whereas only 11% of the total psychiatric treatment 

population met the diagnostic criteria for an alcohol use disorder. 

In terms of comorbidity of substance use disorders and personality disorders 

other than antisocial personality disorder and borderline personality disorder, little is 

\ / known. No studies were located which attempted to explain the associations among 

substance use disorders and cluster A or cluster C personality disorders. Differences 

in treatment needs and treatment response have not been explored and it is not 

known whether or not individuals with cluster A or C personality disorders differ 

from those with cluster B disorders in terms of preferred substances or 

demographics. 



Treatment Considerations 

Patients diagnosed with comorbid substance use disorders and personality 

disorders present an extraordinary challenge to the treatment provider (Klein et al., 

1991;0'Malleyetal., 1990; Walker, 1992a, 1992b). Dually diagnosed individuals 

enter treatment at higher rates than do individuals with a single diagnosis, and 

involuntary treatment admission is more common when an individual has two or 

more disorders (Reiger et al., 1990). Whenever an Axis I substance use disorder or 

an Axis II personality disorder is present in an individual, the odds that one or more 

additional psychiatric disorders are present also increase (Khantzian, 1982). 

/ With each additional diagnosis the treatment picture becomes more 

complicated. In a substance abuse treatment setting, for example, characteristics 

associated with personality disorders may interfere with the treatment process. The 

prevalence of disorders with impulse-control disturbance is particularly problematic 

because individuals with low impulse control often find it difficult to delay 

gratification and they seek immediate response to perceived needs. Rarely can 

therapeutic treatment interventions offer the immediate symptom reliefer escape that 

psychoactive substances can provide. The temporary nature of the substance 

induced symptom relief may contribute to an addictive pattern of substance use, 

particularly if the period of intoxication is followed by a period during which 

uncomfortable symptoms or emotions are intensified. 

^9 Galanter and Castaneda (1990) contend that impaired ability to develop and 

maintain trusting interpersonal relationships is common to many personality 

disordered individuals. This impairment may preclude benefit from group treatment 

activities, and many substance abuse interventions include group therapy or support 

10 



groups as important components of the treatment program. The personality 

disordered individual may be forced out of group treatment if group members cannot 

tolerate pathological personality manifestations, particularly if the pathology is 

exhibited by an individual unable to feel or express empathy for others. Impaired 

/ interpersonal skills may also hinder the development of a therapeutic working 

alliance necessary to benefit from most forms of individual therapy. 

The use of pharmacotherapy has been a useflxl adjunct to the treatment 

protocol for some individuals recovering from substance use disorders (Moss, 1990). 

The risks for misuse in the personality disordered population, however, often 

outweigh the potential benefits derived from the use of prescribed medications to 

minimize discomforts associated with withdrawal or to deter drinking. The potential 

for overdose or erratic use of prescription drugs must be carefully assessed before 

medications are prescribed in this population. 

Careful program planning may be necessary to avoid exacerbating individual 

problems in treatment settings geared to meet the needs of the majority. Personality 

disorders represent heterogeneous combinations of personality traits, and strategies 

appropriate for some dually diagnosed individuals may be contraindicated for others. 

For example, Poldrugo and Forti (1988) reported that group therapy was usefial for 

the treatment of alcoholism for individuals with dependent personality disorder but 

individuals with antisocial personality disorder did not benefit from group therapy 

experiences. 

Personality disorders require long-term treatment for change to occur 

(Pollack, 1990) and most inpatient detoxification programs last 28 days or less. The 

discharged patient faces years of adjustment and learning during the recovery process 

11 



(Bean-Bayog, 1986). Unresolved characterological difficulties are likely to make it 

more difficult for personality disordered individuals to survive the extended recovery 

period without a return to previous maladaptive patterns of substance use. High 

reported rates of relapse in the substance abuse population (O'Brien, Childress, & 

McLellan, 1991) may be associated with the prevalence of untreated or undertreated 

personality disorders in this population. 

Conclusions 

Substance abuse treatment providers are faced with the daunting task of 

providing services to a complex population including many dually diagnosed and 

treatment resistant individuals. Some researchers conclude that addiction is a chronic 

relapsing disorder and contend that periods of relapse are to be expected (O'Brien et 

al., 1992). Although episodes of relapse need not indicate treatment failure, there is 

little doubt that individuals diagnosed with comorbid substance use and personality 

disorders require long-term treatment if permanent changes are to occur. If 

individuals who have comorbid personality disorders are at particularly high risk for 

treatment drop-out, perhaps supplemental or alternative services will maximize the 

likelihood of benefit from treatment. 

Associations between personality disorders and substance use disorders have 

been identified in substance abuse treatment populations and other psychiatric 

treatment populations. The nature of the associations, however, remain unclear. 

One of the most popular hypotheses that has been offered to explain the relationship 

between substance abuse disorders and personality disorders is the self-medication 

hypothesis which is referred to throughout the literature (Brown & Barlow, 1992; 

12 



Jaffee, 1992; Khantzian & Schneider, 1986; Klein et al, 1991; Miller, Lukefeld, & 

Jefferson, 1994; Mirin & Weiss, 1991). Most of these authors refer to the use of 

substances to alleviate symptoms associated with anxiety or depression. Few of the 

studies, however, provide empirical evidence to support the self-medication 

hypothesis. Very litfle is known about the relationships among drugs of choice and 

personality disorder diagnoses, and it is not clear from the literature whether or not 

symptoms associated with different personality disorders make different drugs of 

choice more common among individuals with different personality disorder 

diagnoses. A thorough exploration of the distribution of drugs of choice and 

substance use disorders among different personality disorders may reveal different 

substance use patterns associated with specific disorders of personality. 

A better understanding of the patterns of comorbidity may help treatment 

providers design alternative treatment approaches for groups of patients with 

different treatment needs. Therefore the purpose of the following study is two-fold. 

First, significant associations among a variety of demographic and diagnostic 

variables in a large sample of substance abuse treatment clients will be explored. 

Specifically, the relationships among drug of choice, class of drug, personality 

disorder, and personality disorder cluster will be investigated. Second, the 

relationship between these factors and participation in follow-up treatment will be 

explored to determine whether or not prognostic predictors can be found to identify 

individuals likely to remain involved in aftercare treatment services and individuals 

likely to require supplemental or alternate services to remain involved in treatment 

after the initial period of inpatient detoxification. 
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CHAPTER II 

METHODS 

Participants 

Participants in this study included 252 patients admitted to the Chemical 

Dependency Unit of St. Mary's of the Plains Hospital in Lubbock, Texas, between 

May, 1990 and May, 1994. All patients admitted to the program for the first time 

were included if they remained in the program for at least the first two weeks of the 

28 day program. Patients transferred to other treatment programs and individuals 

leaving the program against medical advice during the first two weeks of the 

treatment program were excluded from the study. The participants included private 

pay, third-party payment, and community mental health referrals. Because program 

staff reported that some of the indigent and community mental health patients chose 

to sign themselves out of the program before completing the first two weeks of 

treatment, the patients included in this study may represent a better educated and 

more motivated subset of all the individuals referred to the program. 

There were 181 men and 71 women in the entire sample. Information 

regarding age and highest grade completed was available for 164 of the 252 

individuals in the sample. The mean age was 36.6 years (SD = 12.8). Ages ranged 

from 16 to 77 years with a modal age of 31. Nearly half of the patients had some 

education beyond high school. The mean number of years of education completed 

was 12.6 (SD = 2.1) with a range from 6 years of education to 17 years. The modal 

number of years of education completed was 12. Demographics for the group are 

found in Table 2.1. 

14 



Table 2.1. Descriptive Statistics for the Entire Sample (N = 252). 

Demographic 
Factors 

Age 

Total 

Men 

Women 

Highest Grade Completed 

Total 

Men 

Women 

Mean 

36.6 

35.7 

38.4 

12.6 

12.8 

12.0 

SD 

12.8 

11.1 

14.6 

2.1 

2.4 

2.5 

Range 

16 to 77 

16 to 68 

17 to 77 

6 to 17 

6 to 17 

7 to 17 

15 



A subset of 104 patients from the original sample was followed for one year 

after discharge to monitor treatment participation and substance use. The follow-up 

sample was comprised of 71 men and 33 women with a mean age of 36.5 (SD = 

11.5) and 12.8 years of education (SD = 2.1). The average age for the women in the 

follow-up sample was 38.5 years (SD =13.0) and the mean age for the men was 35.6 

(SD = 10.8). Based on these data, it appears that the follow-up sample is 

representative of the larger sample of patients. Table 2.2 includes demographic 

information for the follow-up sample. 

Instruments 

Interviews were conducted using the Structured Clinical Interview for DSM-

III-R~Personality Disorders (SCID-II) (Spitzer et al., 1990a) and the Structured 

Clinical Interview for DSM-III-R~Patient Edition with Psychotic Screen (SCID-P) 

(Spitzer et al., 1990b). Axis I substance use disorders (either abuse or dependence) 

and Axis II personality disorder diagnoses, were based on the results of the 

structured interviews, which were based strictly on the criteria from the Diagnostic 

and Statistical Manual of Mental Disorders, Third Edition, Revised (DSM-III-R) 

(APA, 1987). Diagnosis of symptom based Axis I disorders other than substance use 

disorders during detoxification is usually quite difficult due to the instability in mental 

status common during this period, and relatively few additional Axis I disorders were 

confirmed by the structured clinical interviews. 

Structured clinical interviews are comprehensive and time consuming, in part 

because they require exploration of all possible symptom combinations and because 

interviewers are expected to distinguish between characteristics that are the 

16 



Table 2.2 Descriptive Statistics for the Follow-up Sample (n=104). 

Demographic Mean SD Range 
Factors 

Age 

Total 

Men 

Women 

Highest Grade Completed 

Total 

Men 

Women 

36.5 

35.6 

38.5 

12.8 

13.0 

12.4 

11.5 

10.8 

13.0 

2.46 

2.44 

2.50 

16 to 70 

16 to 70 

17 to 64 

7 to 17 

7 to 17 

7 to 17 
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consequence of substance use and symptoms or characteristics independent from the 

substance use. The interviews are, however, widely considered to provide the most 

reliable diagnoses of psychiatric disorders (Nace, Davis, & Gaspari, 1991). 

Procedure 

Each patient admitted to the inpatient chemical dependency treatment 

program was administered a comprehensive battery of psychological tests and given 

the structured clinical interviews after an initial period of detoxification. Most 

patients were assessed with these instruments 7 to 10 days after admission, and 

assessments were completed within two weeks of admission. Patients with a history 

of substance use that included more than one psychoactive substance were asked to 

identify their preferred drug, a drug referred to as their "drug of choice." 

Additionally, each patient was interviewed by a doctoral level graduate student under 

the direct supervision of a licensed clinical psychologist. Information collected from 

these assessment instruments and interviews was added to a database maintained by 

the Southwest Institute for Addictive Diseases. Subject identification was stringently 

protected to assure patient confidentiality, and patient identification numbers were 

assigned during the intake process and used in place of names when information was 

entered into the database. A list of patient names and corresponding identification 

numbers was maintained by clinical staff under separate lock and key. 

The current study was based on archival information from the Southwest 

Institute for Addictive Diseases database. The follow-up data were maintained 

separately from the main data set. Aftercare counselors associated with the St. Mary 

of the Plains Hospital Chemical Dependency Unit contacted the individuals in the 
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follow-up sample 1, 2, 3, 6, 9, and 12 months after discharge from the inpatient unit 

to ascertain each patient's status at the time of the contact. Patients who were active 

participants in the aftercare program or who reported active participation in other 

outpatient treatment programs were documented. Patients who reported a return to 

maladaptive patterns of substance use and patients who dropped out of treatment 

precipitously without leaving current contact information were considered treatment 

drop-outs. Although it is not possible to determine whether or not all patients 

dropping out of treatment returned to previous patterns of substance use, this 

measure is considered to be an estimate of relapse. The results of these follow-up 

interviews were also made available to this researcher for purposes of conducting the 

present study. 
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CHAPTER III 

RESULTS 

The primary goal of this study was to determine patterns of comorbidity of 

substance use disorders and personality disorders within an inpatient substance abuse 

treatment population. The distribution of demographic variables including age and 

gender among the different personality disorders and substance use disorders was 

also examined. Finally, the relationship between these variables and participation in 

aftercare treatment was investigated. 

Substance Use Disorders 

Axis I substance use disorders, a category including both substance abuse 

disorders and substance dependence disorders, were diagnosed using the SCDD-P, 

and the resulting diagnoses were divided into 7 categories of disorders: Alcohol use 

disorders, sedative use disorders, opioid use disorders, cannabis use disorders, 

cocaine use disorders, stimulant use disorders, and polysubstance dependence. Fifty-

four percent (n=135) of the 252 patients in this treatment sample met the diagnostic 

criteria for polysubstance dependence or for more than one psychoactive substance 

use disorder. Alcohol use disorders were diagnosed in the large majority (76%) of 

the patients. Polysubstance disorders were the second most frequently diagnosed 

disorders (20%), followed by cocaine use disorders (19%), cannabis use disorders 

(18%)), sedative and opioid use disorders (10% each), and stimulant use disorders 

(7%)). Of the 117 patients with a single substance use disorder diagnosis (46% of the 

sample), 75%) (n=88) had an alcohol use disorder diagnosis. The remaining 25% of 

the patients (n=29) with a single substance use disorder were comprised of 11 
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individuals with a cocaine use disorder, 7 with an opioid use disorder, 7 with a 

sedative use disorder, 3 with cannabis use disorders, and one individual with a 

stimulant use disorder. It is likely that many of these individuals also experimented 

with substances in addition to the substance associated with their current diagnosis, 

although their use of additional substances was not problematic enough to be 

diagnosed as a substance use disorder. 

Drugs of Choice 

Much research in the substance abuse field has used the patients' self-selected 

drugs of choice rather than their substance use disorder diagnosis for analysis. 

Khantzian and Schneider (1986) are among the researchers contending that the 

patient's drug of choice reveals a great deal about the individual patient's underlying 

psychopathology, noting that different substances are used to relieve different 

subjective feelings of distress. Patients in this study were asked to identify a single 

drug of choice when they were admitted to the inpatient program. Only 7% (n=17) 

of the 252 patients were unable to identify a preferred substance. The majority of 

patients (59%)) identified alcohol as their drug of choice. The remaining patients 

identified cocaine (17%), opiates (8%), sedatives (6%), stimulants (3%)), or cannabis 

(0.8%). 

Fifty-three percent (n=78) of the individuals identifying alcohol as their drug 

of choice were diagnosed with a single Axis I substance use disorder. The remaining 

patients in this group (47%), met the diagnostic criteria for a polysubstance use 

disorder or multiple psychoactive substance use disorders. Only 3 (2%) of the 

individuals identifying alcohol as their drug of choice were not diagnosed with an 
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alcohol use disorder or polysubstance dependence. A similarly high correspondence 

between drug of choice and substance use disorder diagnosis was noted for all drug 

of choice categories, and only three other individuals in the sample indicated a drug 

of choice for which there was no corresponding substance use diagnosis. One 

individual indicating cocaine as the drug of choice was diagnosed with an alcohol use 

disorder, and two individuals indicated that their drugs of choice fell in the opioid 

category although their diagnoses were cocaine abuse and sedative dependence 

rather than opioid use disorders. 

Significant differences in the distribution of drug of choice by gender were 

found and the women in this sample were less likely than the men to identify alcohol 

as their substance of choice, whereas they were more likely to identify sedatives or 

opiates (chi-square = 33.09, df =" 6, ji < .001) (see Table 3.1). Significant differences 

in the distribution of drug of choice by age were also found (chi-square = 21.44, df= 

12, ji < .004). Alcohol was identified as the drug of choice in greater proportions in 

the older age groups. Cocaine was identified as drug of choice by patients under 30 

more often than by those over 45. Only one individual over 45 identified cocaine as 

his drug of choice. On the other hand, no subjects in the under 30 group identified a 

drug of choice in the opioid category and 73% of the individuals identifying opiates 

as drug of choice fell in the 30 to 45 age group (see Table 3.2). 

Personality Disorders 

Of the 252 patients included in this study, 129 (51%) were diagnosed with 

one or more Axis II personality disorders. Multiple personality disorders were 
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Table 3.1 Gender Differences Among Drug of Choice Categories (N = 252). 

Drug of 
Choice 

Alcohol 

Sedatives 

Opiates 

Cannabis 

Cocaine 

Stimulants 

Polysubstance 

Totals 

Men 

121 

4 

8 

2 

28 

6 

12 

181 

Percent 
of Women 

67 

2 

4 

1 

16 

3 

7 

100 

Women 

27 

10 

12 

0 

16 

1 

5 

71 

Percent 
of Men 

38 

10 

17 

0 

23 

1 

7 

100 

Tota 

148 

14 

20 

2 

44 

7 

17 

252 
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Table 3.2. Age Group Category Distribution for the Five Most Frequently Identified 
Drugs of Choice (N= 160). 

Drug of Age Group Percent Age Group Percent Age Group Percent 
Choice <30 <30 30 to 45 30 to 45 > 45 > 45 

Alcohol 

Sedatives 

Opiates 

Cocaine 

Polysubstance 

Totals 

28 

2 

0 

14 

7 

51 

55 

4 

0 

27 

14 

100 

44 

3 

8 

13 

5 

73 

60 

4 

11 

18 

7 

100 

27 

4 

3 

1 

1 

36 

75 

11 

8 

3 

3 

100 
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diagnosed for 48 patients (19% of the total sample and 37% of the subgroup with 

personality disorders). A total of 185 different personality disorder diagnoses were 

found in this sample, and schizotypal personality disorder was the only personality 

disorder defined in the DSM-III-R (APA, 1987) not found in this substance abuse 

treatment group. Antisocial personality disorder was the most frequent personality 

disorder diagnosis and 18% (n=45) of the sample was diagnosed with the disorder. 

Other frequently diagnosed personality disorders included avoidant personality 

disorder (9.9%), borderline personality disorder (9.5%), and narcissistic personality 

disorder (9.1%) (see Table 3.3.) 

For certain analyses the personality disorders were grouped into clusters as 

defined in the DSM-III-R (APA, 1987). Individuals without a personality disorder 

comprised 49% (n=123) of the sample. Only 2 (0.8%) patients were diagnosed 

exclusively with Cluster A personality disorders (paranoid or schizoid). Cluster B 

personality disorders (antisocial, borderline, histrionic, or narcissistic) alone were 

diagnosed for 48 (19%) patients. Cluster C (avoidant, dependent, obsessive-

compulsive, passive-aggressive) diagnoses only in 40 (15.9%) of the patients, and 

personality disorder not otherwise specified (NOS) alone in 11 cases (4.4%). 

Twenty-eight (11.1%) of the patients in the sample were diagnosed with more than 

one personality disorder representing more than one cluster category (see Table 3.4). 

Sixty-four percent (n=18) of the mixed cluster group was comprised of individuals 

with Cluster B (typically dramatic, erratic, and emotional) and Cluster C (fearful and 

anxious) personality disorders. 
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Table 3.3. Distribution of Personality Disorders in the Sample (N_= 252). 

Personality Disorder Number of Percent of 
Diagnoses Patients 

No Personality Disorder 

Antisocial Personality Disorder (B) 

Avoidant Personality Disorder (C) 

Borderline Personality Disorder (B) 

Narcissistic Personality disorder (B) 

Obsessive-Compulsive Personality 
Disorder (C) 

Personality Disorder NOS 

Dependent Personality Disorder (C) 

Paranoid Personality Disorder (A) 

Passive-Aggressive Personality 
Disorder (C) 

Histrionic Personality Disorder (B) 3 1.2 

Schizoid Personality Disorder (A) 1 0.4 

Schizotypal Personality disorder (A) 

23 

45 

25 

24 

23 

18 

17 

14 

8 

7 

48.8 

17.9 

9.9 

9.5 

9.1 

7.1 

6.7 

5.5 

3.2 

2.7 

0 0 
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Table 3.4. Number of Individuals with Personality Disorders by Cluster (N = 252). 

Personality Disorder 
Cluster 

No Personality Disorder 

DSM Cluster A only 

DSM Cluster B only 

DSM Cluster C only 

Mixed Cluster Diagnoses 

Personality Disorder NOS 

Number of 
Patients 

123 

2 

48 

40 

28 

11 

Percent of 
Patients 

48.8 

0.8 

19.0 

15.9 

11.1 

4.4 
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Few significant gender differences in the distribution of personality disorders 

were noted. As expected, men were more likely to be diagnosed with antisocial 

personality disorder than women (chi-square = 5.96, df = 1, g < .01) (see Table 3.5). 

Surprisingly, gender differences in the distribution of borderiine personality disorder 

were not statistically significant (chi-square = 2.38, df = 1, ^ < . 12), although in most 

populations, borderline personality disorder is more commonly diagnosed for women 

(APA, 1987) (see Table 3.6). A trend toward gender differences was noted when 

personality disorders were combined into clusters; women comprised 43% of the 

individuals diagnosed exclusively with cluster C personality disorders, but only 

14.6% of the individuals with only cluster B personality disorders (chi-square = 

10.68,df=5,}i<.06). 

Age differences were noted among the different personality disorder 

diagnoses. The rate of antisocial personality disorder, for example, diminished with 

age. Over half (53%) of the individuals with antisocial personality disorder 

diagnoses were less than 30 years old, 38% were between 30 and 45, and only 9% 

over 45 (chi-square = 9.53, df = 2, ji < .01) (see Table 3.7). The number of 

individuals with other personality disorder diagnoses were too few for statistical 

analysis although several possible trends were noted warranting further investigation 

in larger samples. Most of the individuals with borderiine personality disorder, for 

example, were under 30 years of age (64%), and fewer individuals were between 30 

and 45 years of age (29%) or over 45 (7.1%). There were 18 individuals with 

obsessive-compulsive personality disorder and it is interesting to note that 66.7% 

(n =12) of those individuals were over 45 years of age. 
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Table 3.5. 2 X 2 Contingency Table Examining the Distribution of Antisocial 
Personality Disorder by Gender (M = 252). 

Antisocial Personality 
Disorder Diagnosis 

Number 
of 

Men 

Percent 
of 

Men 

Number 
of 

Women 

Percent 
of 

Women 

Row 
Totals 

Patients Without 
Antisocial Personality 
Disorder Diagnosis 

142 78 65 91 207 

Patients With Antisocial 
Personality Disorder 
Diagnosis 

39 22 45 

Column Totals 181 100 71 100 252 
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Table 3.6. Distribution of Borderline Personality by Gender (N = 252). 

Borderiine Personality Number Percent Number Percent Row 
Disorder Diagnosis of of of of Totals 

Men Men Women Women 

Patients Without 
Borderline Personality 
Disorder Diagnosis 

167 92 61 86 228 

Patients With 
Borderline Personality 
Disorder Diagnosis 

14 8 10 14 24 

Column Totals 181 100 71 100 252 

30 



Table 3.7. 2 X 3 Contingency Table Examining the Distribution of Antisocial 
Personality Disorder by Age Group Categories (N = 164). 

Antisocial Personality Number Percent Number Percent Number Percent 
Disorder Diagnosis <30 <30 30 to 45 30 to 45 >45 >45 

No Antisocial 35 66 62 83 33 92 
Personality 
Disorder Diagnosis 

Antisocial 18 34 13 17 3 8 
Personality 
Disorder Diagnosis 

Column Totals 53 100 75 100 36 100 
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Relationship Between Personality 
Disorders and Drugs of Choice 

The distribution of different drugs of choice and substance use disorders 

among individuals with different personality disorder diagnoses was examined. Due 

to the high level of correspondence between drug of choice categories and substance 

use disorder diagnoses, results are presented for drug of choice alone. When 

analyses using the original 7 categories of psychoactive substances were attempted, 

the number of cells with expected frequencies below 5 exceeded the levels acceptable 

for reliable statistical analysis. The original 7 drug of choice categories were, 

therefore, regrouped into three categories based on similar psychoactive properties: 

CNS stimulants (stimulants and cocaine), CNS depressants (alcohol, sedatives, and 

opiates), and other (cannabis and poly drug). Similarly, the personality disorders 

were examined by DSM-II-R cluster categories. Although statistical difficulties were 

resolved by the new groupings, possible differences associated with specific 

substances or personality disorders were lost when the combined categories were 

formed, and no statistically significant differences in the distribution of drug of choice 

categories by personality disorder cluster were found. An inspection of the data, 

however, revealed several possible relationships worthy of mention and possible 

flirther study. 

The rate of antisocial personality disorder, for example, varied by drug of 

choice category. Among polysubstance users unable to identify a single drug of 

choice, 41%) (n=7) had a comorbid diagnosis of antisocial personality disorder. In 

addition, 27%) (n=12) of the individuals who indicated cocaine as their drug of 

choice had a diagnosis of antisocial personality disorder. In contrast, none of the 

individuals indicating sedatives as drugs of choice and only 10% (n=2) of those 
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indicating opiates as drugs of choice met the diagnostic criteria for antisocial 

personality disorder. Also notable is the relatively large proportion of those 

preferring opiates diagnosed with comorbid obsessive-compulsive personality 

disorder. The number of patients in many of these groups is too small, however, to 

consider these patterns of results reliable. The distribution of personality disorders 

by drug of choice is shown in Table 3.8. 

Aftercare Participation 

Aftercare participation was monitored at 6 different points during the 12 

months following discharge from inpatient treatment, and nearly half (n= 104) of the 

patients agreed to participate in the follow-up study. Participation in aftercare was 

studied as an approximate measure of relapse, and although minor relapses were 

tolerated during aftercare treatment, patients were counted as treatment drop-outs if 

they returned to problematic patterns of substance use or if they terminated treatment 

prematurely and the counselors responsible for follow-up could not make contact to 

confirm participation in alternate aftercare treatment programs. Three groups were 

formed based on the number of months each patient participated in aftercare 

programming without a return to problematic levels of substance use. The first 

group (n=57) dropped out of treatment within the first month, the second group 

(n=17) dropped out between the first and twelfth month, and the final group (n=30) 

was available for interview during the twelfth month of the study. No significant age, 

gender, or education differences were found among these groups. 
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Table 3.8. Personality Disorder by Drug of Choice Category (Ale. = alcohol, Sed. = 
sedatives. Op. = opiates. Can. = cannabis, Stim. = stimulants. Poly. = 
polysubstance). Column percentages are in parentheses (N = 252). 

Personality 
Disorder 
Diagnosis Ale. Sed. Op. Can. Coc. Stim. Poly. 

None 76(51) 9(54) 8(40) 1(50) 20(45) 2(92) 7(42) 

Paranoid 5(3) 0 0 0 1(2) 1914) 1(6) 

Schizoid 1(0.7) 0 0 0 0 0 0 

Antisocial 21(14) 0 2(10) 1(50) 12(27) 2(29) 7(41) 

Borderline 12(8) 1(7) 1(5) 0 5(11) 2(29) 3(18) 

Histrionic 3(2) 0 0 0 0 0 0 

Narcissistic 17(11) 0 0 0 4(9) 0 2(12) 

Avoidant 16(11) 1(7) 3(15) 0 3(7) 0 2(12) 

Dependent 6(4) 2(14) 3(15) 0 3(7) 0 0 

OC-PD 11(7) 2(14) 4(20) 0 0 1(14) 0 

PA-PD 2(1) 0 0 0 2(5) 1(14) 2(12) 

PD-NOS 7(5) 0 3(15) 0 5(11) 1(14) 1(6) 

Totals 148 14 20 2 44 7 17 
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Although there were too few subjects to conduct a reliable analysis of the 

associations between different drugs of choice and participation in aftercare, several 

trends were noted. Only 6% (1 of 17) individuals in the follow-up sample identifying 

cocaine as their drug of choice remained in aftercare programming at the end of the 

year compared to 28 of 77 (36%)) individuals identifying alcohol, sedatives, or 

opiates as substances of choice. 

No significant associations between specific personality disorders or 

personality disorder clusters and participation in aftercare were found. The presence 

or absence of a personality disorder, however, was associated with participation in 

aftercare (chi-square = 12.84, df = 4, p < .01) and individuals with two or more 

personality disorders were far less likely than others to reach the twelfth month of the 

follow-up program without dropping out of aftercare treatment or returning to 

maladaptive substance use patterns. Individuals without a personality disorder 

diagnosis were most likely to remain involved in the aftercare program at the end of 

one year after discharge (see Table 3.9). 

A goal of this study was to determine whether or not a model could be 

developed to predict participation in aftercare if drug of choice, personality disorder, 

age, gender, and educational level were known. Several models were tested using 

hierarchical loglinear analysis. Most of the models could not be reliably analyzed due 

to the number of cells with expected frequencies less than five. When personality 

disorders were grouped by cluster, and drugs of choice were combined into larger 

categories, reliable statistical analysis became possible but the results were 

nonsignificant. A hierarchical loglinear model with the number of personality 

disorders (none, 1, or >1). the substance of choice categories (CNS depressant, CNS 
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Table 3.9. The Association Between Participation in Aftercare and Number of 
Personality Disorder Diagnoses (N = 104). 

Months in No Percent One Percent Multiple Percent 
Aftercare Personality Personality Personality 

Disorder Disorder Disorders 

44 22 63 12 71 

12 7 20 4 23 

Twelve 23 44 6 17 

Totals 52 100 35 100 17 100 

Less Than 
One 

Two to 
Eleven 

23 

6 
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stimulant, and other drugs), and the three after care participation groups (<1 month, 

2 to 12 months, 12 months) as the categorical variables revealed that all of the chi-

square values for main effects and higher order interactions were significant, 

indicating that none could be deleted to provide a more parsimonious model to 

account for the relationships and interactions. Using logit analyses, a variation of 

loglinear analysis treating one variable as a dependent variable and the other variables 

as predictor variables, approximately 16% of the variance was accounted for by the 

model using number of personality disorders and substance of choice categories to 

predict aftercare participation. 
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CHAPTER IV 

DISCUSSION 

The first goal of this study was to describe a sample of patients from a 

particular inpatient chemical dependency treatment program in terms of demographic 

characteristics, drug of choice, and comorbid personality pathology. Descriptive 

statistics were of particular interest due to the variation in diagnostic rates for 

different disorders reported in the research literature. Additional goals of the study 

were to determine whether or not consistent and clinically meaningful patterns of 

comorbidity could be identified and whether or not a model could be developed to 

predict participation in aftercare treatment. 

Drugs of Choice 

Most of the analyses conducted in this study were based on each patient's 

identified drug of choice rather than his or her DSM-III-R substance use disorder 

diagnoses. A review of the data indicated that a large majority of the participants in 

this sample had either a substance abuse disorder or a substance dependence disorder 

corresponding to their self-selected drug of choice, and this high correspondence rate 

indicates that the patient's drug of choice corresponded with his or her primary 

substance use disorder diagnosis (n=246, 98% of the cases). 

Men are more likely than women to seek inpatient substance abuse treatment 

(Reiger et al., 1990) and 72% of the subjects in this sample were men. The relatively 

large number of women in this sample, however, permitted several gender 

comparisons and some significant gender differences were found. Differences in the 

distribution of drug of choice by gender were among these differences and although 
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both men and women were most likely to identify alcohol as their drug of choice, 

several of the less frequently endorsed drugs of choice were frequently identified by 

the women in this sample. Opiates and sedatives, for example, were each identified 

as drugs of choice by more women than men. 

Significant differences in the distribution of drug of choice by age were also 

noted. Cocaine preference was clearly more prevalent among younger patients, 

whereas no patients in the under 30 age group identified one of the opioid drugs as 

their drug of choice. No significant differences in the distribution of drug of choice 

by education level were found. The lack of descriptive studies in the research 

literature makes it difficult to determine whether or not these demographic 

differences are unique to this treatment population, and only recently have research 

efforts focused on such demographic variables in substance abuse treatment settings 

(Gomberg et al., 1993). 

Although a variety of drugs of choice were indicated by the participants in 

this study, only two psychoactive substances were identified as the drug of choice for 

more than 10%) of the sample. Alcohol was identified as the drug of choice by 148 

(59%)) of the patients and cocaine was identified as drug of choice by 44 (17%). The 

remaining 60 patients were either unable to identify a single drug of choice (n=17) or 

they identified less commonly identified drugs of choice including sedatives (n=14), 

opiates (n=20), cannabis (n=2), or stimulants (n=7). The infrequent endorsement of 

drugs other than cocaine or alcohol as drug of choice by participants in this study 

limited the options for statistical analyses using individual drug of choice categories. 

Because some of these less frequently endorsed drugs of choice were most often the 

drug of choice for women or older patients, both individual and subgroup differences 
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may have been lost when drug groups were combined for the purpose of statistical 

analysis. 

Comorbid Personality Disorders 

The overall rate of comorbid personality disorders in this inpatient substance 

abuse treatment population was 51%. This is consistent with rates reported in the 

literature using the SCID-II or other structured or semistructured clinical interviews 

(Nace et al., 1991) or restrictive cut-off points for the MCMI (Brown, 1992) to 

diagnosis personality disorders in similar substance abuse treatment populations. 

Higher rates of comorbid personality disorder diagnoses have been reported by 

several authors using a variety of less conservative methods of diagnosis such as the 

MCMI or unstructured clinical interviews. Mirin and Weiss (1991), for example, 

reported a 95% rate of comorbid personality disorder among substance abuse 

inpatients, and Rounsaville et al. (1986) reported that 86% of a group of opiate 

addicts in treatment had comorbid personality disorders. Poor agreement among 

different diagnostic instruments used to diagnose personality disorders has been 

reported (Butler et al, 1991) and more meaningful comparisons can be made when 

similar assessment methods are used across studies. 

Demographic differences found in this study included a decline in the rate of 

both antisocial personality disorder and borderline personality disorder with age. 

Some gender differences were detected although no significant gender differences in 

the overall rate of personality disorders were found in this sample. Personality 

disorders were diagnosed for 48% (n=87) of the men and 53% (n=38) of the women. 

The higher rate of antisocial personality disorder diagnosed for the men in this 
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sample was consistent with the higher rate of antisocial personality disorder reported 

among men in the general population as well as in previous research on the 

chemically dependent population (APA, 1994; Blume, 1989; Hesselbrock, Meyer, & 

Hesselbrock, 1992). Gender differences in the distribution of borderiine personality 

disorder were also anticipated based on the higher rates of the disorder reported 

among women in the general population and in chemical dependency treatment 

settings (APA, 1994; Pollack, 1990; Vaglum & Vaglum, 1985). The distribution of 

borderiine personality disorder by gender in this treatment sample, however, was not 

significant. When the personality disorders were combined into clusters as defined in 

the DSM-III-R (APA, 1987), men were more likely than women to be diagnosed 

with cluster B disorders (borderline, antisocial, histrionic, and narcissistic), whereas 

the women in this treatment population comprised a larger proportion of the 

individuals diagnosed with one or more of the C cluster personality disorders 

(avoidant, dependent, and obsessive-compulsive). 

The substance abuse literature has focused on the strong association between 

cluster B personality disorders and substance abuse (Blume, 1989; Butler, 1991; 

Hesselbrock et al, 1992; Kandel, 1986; McKay & Buka, 1994; Walker, 1992a; 

Widiger & Weissman, 1991) and very little has been written about the relationship 

between substance use disorders and the other personality disorders. The high rate 

of antisocial personality disorder found in this study (18%) was consistent with the 

rates reported in the literature (Hesselbrock et al, 1992; Reiger et al, 1990; 

Rounsaville et al, 1986) as was the 9% rate of borderiine personality disorder (Mirin 

& Weiss, 1991; Vaglum & Vaglum, 1885). The high rates of cluster C personality 

disorders, particularly avoidant and obsessive-compulsive personality disorders, were 
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unexpected. It is possible that the relatively high rate of avoidant personality 

disorder is unique to this treatment sample. The use of the SCID-II may also have 

contributed to the relatively high rates of avoidant personality disorder and other 

cluster C disorders diagnosed in this inpatient sample. Many of the individuals 

diagnosed with avoidant personality disorder were also diagnosed with one or more 

additional disorders, often a cluster B disorder such as antisocial personality disorder. 

Due to the dramatic presentation of the cluster B disorders, the presence of one of 

these disorders may have overshadowed the comorbid avoidant personality disorder 

in studies using unstructured diagnostic interviews. 

There were very few patients with cluster A personality disorders in this 

sample. It is likely that many individuals with the more odd and eccentric type 

personality disorders are treated in psychiatric settings other than substance abuse 

treatment facilities when they are in need of inpatient treatment, although lower rates 

of substance abuse may also be associated with these personality disorders. 

Two or more different personality disorders were diagnosed for 19% of the 

patients in this treatment sample. A number of studies have looked at the prevalence 

of different personality disorders in substance abuse populations although none of the 

studies reviewed reported or explained the distribution or effects of multiple 

personality disorder diagnoses. 

The high rate of comorbid personality disorders in this substance abuse 

treatment population is consistent with the high rates of comorbidity reported in 

other inpatient settings. Reiger et al. (1990) summarized the findings of a large 

population survey and concluded that individuals with dual diagnoses are more likely 

to enter treatment than individuals with a single disorder, and the rates of 
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comorbidity may be lower among individuals with substance use disorders in 

outpatient treatment settings and those struggling with the disorder without formal 

treatment interventions. Simply put, the more disorders an individual has to contend 

with, the more likely the individual will feel uncomfortable enough to seek treatment. 

In a substance abuse treatment setting, treatment providers face a variety of 

challenges as they attempt to work with dually diagnosed, personality disordered 

individuals. Specific difficulties associated with this population include greater 

resistance to treatment, higher rates of involuntary treatment admissions, inflexible 

coping mechanisms, difficulties with interpersonal relationships, and impulsive and 

often disruptive behaviors (Khantzian, 1982; Miller, Lukefeld, & Jefferson, 1994; 

O'Malley et al, 1990; Walker, 1990a, 1990b). 

Most of the references to comorbidity in the substance abuse literature refer 

to the comorbid diagnosis of an Axis II personality disorder, or a comorbid Axis I 

disorder other than a substance use disorder, in an individual with an Axis I 

substance use disorder. There is litfle mention of the prevalence or clinical 

significance of other possible combinations of disorders. Only 27%) (n=69) of the 

252 patients in this treatment sample had a single DSM-III-R diagnosis. Many had 

multiple substance use disorders, and one half also had one or more personality 

disorders. Among the73% (n=183) of the individuals in this treatment sample with 

more than one Axis I substance use disorder and/or one or more personality 

disorders, 2% (n=3) met the DSM-III-R criteria for 7 different disorders. In such 

cases, the concept of comorbidity expands to include multiple diagnoses, not just 

dual diagnoses, and treatment planners must consider counfless potential interactions 

among different symptoms, characteristics, and demographic or environmental 
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variables. Additional Axis I psychiatric disorders are also likely to manifest 

themselves as patients enter recovery, which will complicate treatment planning 

further. 

Treatment providers and researchers continue to struggle to understand the 

dynamics of addiction in the dually or multiply diagnosed patient. References to the 

use of nonprescribed drugs to self-medicate symptoms such as anxiety and 

depression are found throughout the literature (Brown & Bariow, 1992; Jaffee, 

1992; Khantzian & Schneider, 1986; Klein et al, 1991; Miller et al, 1994; Mirin & 

Weiss, 1991) and many treatment providers accept the self-medication explanation of 

substance abuse and addiction. If self-medication plays a significant role in the 

development of a substance use disorder, one would expect to find individuals with 

certain disorders more likely to identify drugs with specific psychoactive properties 

as their drugs of choice. The use of sedatives, for example, might be a more 

common drug of choice for individuals diagnosed with one of the typically more 

anxious or fearful cluster C personality disorders. In this study, however, no 

significant associations between drug of choice and personality disorder diagnosis 

were found although the failure to detect differences does not necessarily disconfirm 

the self-medication hypothesis. Statistical problems associated with the infrequent 

endorsement of many of the drug of choice categories and the large number of 

personality disorder categories were solved when new groups were formed by 

combining some of the original variables. Possible differences associated with the 

original categories were lost, however, when the larger and more heterogeneous 

groups were formed. A much larger sample size would be needed to examine this 

hypothesis more thoroughly. 
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Aftercare 

Researchers such as O'Brien, Childress, and McLellan, (1991) have described 

addiction as a chronic, relapsing disorder, and they contend that episodes of relapse 

are to be expected after treatment. Others have described substance abuse disorders 

as extremely recalcitrant clinical disorders with extremely high rates of relapse within 

the first 6 months following treatment (Sobell, Toneatto, & Sobell, 1990). Recovery 

from a substance use disorder has been described as a process lasting at least 3 years 

after maladaptive patterns of substance use have stopped (Bean-Bayog, 1986). 

Personality disorder treatment is also described as a lengthy process and the 

prognosis for successful treatment of personality disorder symptoms without 

comprehensive treatment is guarded (Pollack, 1990). The typical inpatient substance 

abuse treatment program lasts 28 days or less, and successful outcomes for multiply 

diagnosed patients may be contingent upon participation in treatment after discharge 

from the inpatient setting. Personality disordered individuals in the follow-up sample 

included in this study, however, were less likely than individuals without a 

personality disorder diagnosis to remain active in aftercare treatment during the year 

following discharge. 

Drug of choice differences in both the rate of treatment drop-out and the 

pattern of treatment drop-out have been reported in the literature (Streit, 1993). In 

this study, cocaine was associated with early relapse and treatment termination (50% 

within the first month after discharge) and 100% relapse by the end of a year. 

Alcohol was associated with lower rates of early drop-out (23% at the end of the 

first month) and moderate rates of aftercare participation and sobriety (40%) at the 
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end of 12 months of aftercare. The 104 participants in the current study 

demonstrated a similar pattern of drop-out from aftercare treatment. A variety of 

different combinations of demographic and diagnostic variables were tested to 

determine whether or not a model could be formulated to predict participation in 

aftercare. A personality disorder diagnosis or the designation of cocaine as the drug 

of choice were each identified as predictors of treatment drop-out, but no clinically 

useful comprehensive model was found to predict participation in aftercare. Again, 

the large proportion of patients identifying alcohol as their drug of choice and the 

infrequent endorsement of most of the other drugs rendered statistical analysis 

difficult. Individuals indicating alcohol as their drug of choice were distributed 

among all three aftercare participation categories. No improvement in predictions 

was noted when aftercare participation was broken into two categories (drop-out 

within the first month after discharge and continuation after the first month). 

Because so few individuals with personality disorders remained active in treatment at 

the end of the 12 month follow-up period, comparisons of participation by individual 

personality disorder were not possible. A model using drug of choice categories 

(CNS depressants, CNS stimulants, and other) and number of personality disorder 

diagnoses (0, 1, or >1) was developed to predict participation in aftercare. The 

model accounted for only about 15% of the variance, and it was not possible to add 

additional predictor variables to the model because doing so resulted in too many 

cells with expected frequencies less than five. If the aftercare sample had been 

larger, more categorical predictor variables could have been used, although clinically 

meaningful interpretations of the results would have been difficult. 
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One motivation for undertaking this study was the hope that associations 

could be found to make treatment planning easier for clinicians in inpatient treatment 

settings. Individual treatment plans require significant investments of time and 

energy. The results of this study indicated that this inpatient treatment sample was 

comprised of a very heterogeneous group of patients and no efficient alternative to 

careful assessment of each individual's treatment needs was identified. The finding of 

increased aftercare dropout among individuals with Axis II diagnoses and cocaine as 

drug of choice does, however, suggest that these are important factors to consider in 

discharge planning. 

Limitations of the Study and 
Recommendations for 

Future Research 

There were several limitations of the current study. It should be noted that 

the treatment sample included most, but not all, of the patients referred to the 

program. Some patients were transferred to other treatment settings and some chose 

to sign themselves out of treatment after the initial period of detoxification. The 

participating patients may have represented a more highly motivated group of 

patients than the patients leaving the program before completing the comprehensive 

assessment process. 

The large number of patients identifying alcohol as their drug of choice and 

the relatively small number of individuals identifying other substances as their drug of 

choice limited the statistical options for examining group differences. A much larger 

sample would be necessary to obtain adequate numbers to compare the distribution 

of drugs of choice by individual personality disorder category. It is very likely that 
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actual differences exist, but that there were too few subjects in the current study to 

provide the level of statistical power necessary to find those differences. Given the 

substantial size of this current sample, very large chemical dependency programs or 

collaborations between programs would be needed to obtain sufficient data to 

examine these relationships more thoroughly. 

Aftercare participation data were available for only 104 patients and there are 

some limitations to the interpretations one can make from these data. Although the 

measure can be used as an estimate of relapse, it should be noted that treatment 

drop-outs included both individuals known to have returned to the use of 

psychoactive substances and individuals who terminated aftercare treatment 

prematurely without leaving sufficient contact data to permit confirmation that 

alternate follow-up treatment had been arranged. 

There is a great need for longitudinal research in the substance abuse field. 

The results of most outcome studies are discouraging, and little information is 

available to treatment providers regarding treatment modifications associated with 

improved outcomes. While it is likely that the effects of multiple treatments are 

cumulative and that there is some benefit derived from treatment even when 

individuals return to the use of psychoactive substances immediately after discharge 

from inpatient care, this possibility has not been investigated empirically. 

The complexity of the problems among those entering inpatient substance 

treatment is considerable, and the paucity of clinically useful research findings in this 

area makes it difficult for treatment staff to improve the efficacy of the treatments 

offered. Among the patterns revealed by this study warranting further exploration 

are both gender and age differences in drugs of choice identified and personality 
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disorders diagnosed. Given the large number of individuals with multiple diagnoses 

identified, a better understanding of the interactions among different combinations of 

disorders is also needed. The findings of the present study begin to clarify some of 

the complex diagnostic issues involved in substance abuse treatment, although no 

alternative to considering each individual's unique needs during the assessment and 

treatment planning process has yet been identified. 
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APPENDIX 

EXTENDED LITERATURE REVIEW 

Before recent years alcoholism and drug addiction was usually 

conceptualized in terms of personality. For example, the eariiest edition of the 

Diagnostic and Statistical Manual of Mental Disorders (American Psychiatric 

Association, 1952) classified alcohol and drug addictions as variations of a 

sociopathic personality disturbance, and the second edition of the Diagnostic and 

Statistical Manual (APA, 1968) classified substance abuse disorders as a distinct 

category in the classification of personality disorders, maintaining a focus on 

character weakness or pathology as the basis for addictions. Much of the early 

research in the field of substance abuse also focused on the search for the addictive 

personality (Blume, 1989). Numerous associations among personality traits, 

maladaptive personality patterns, and substance use were identified, although no 

common underlying characterological organization emerged. 

The third edition of the Diagnostic and Statistical Manual (APA, 1980) 

introduced a multiaxial diagnostic format, and the substance abuse disorders were 

classified with other symptom based clinical syndromes on Axis I. Personality 

disorders and other developmental disorders thought to emerge in childhood or early 

adolescence comprised Axis II. Subsequent versions of the Diagnostic and Statistical 

Manual (APA 1987, 1994) have maintained the multiaxial format and practitioners 

are encouraged to evaluate functioning from a variety of perspectives and to make 

multiple diagnoses when appropriate. 

Recent research reveals numerous complex relationships among personality 

traits. Axis II personality disorders, and Axis I patterns of substance use. Few causal 
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relationships have been established, however, and treatment providers continue to 

struggle to find ways to meet the needs of the heterogeneous group of individuals in 

need of treatment for substance abuse problems, and particularly those with multiple 

diagnoses. 

Substance Use and Abuse 

Prevalence of Substance Use 

The majority of Americans have used one or more psychoactive substances, 

and the use of substances often begins during childhood or adolescence. Surveys 

regarding trends in drug use over the ten year period from 1975 to 1986 

(NIDA, 1988) indicate that over 90% of high school seniors reported that they had 

consumed alcohol on at least one occasion, and 66.4% reported alcohol use during 

the month immediately preceding the survey. Lifetime prevalence rates for high 

school seniors were 50.2% for marijuana or hashish, 21.6% for stimulants, 18.6% for 

inhalants, 15.2% for cocaine, 10.6% for hallucinogens, and over 9% for heroin or 

other opiates. Data for the period from 1979 to 1989 suggest that there has been a 

decline in the regular use of alcohol and marijuana (Kandel, 1992). Widespread use 

of psychoactive substances continues through the adult years, however, and it is 

estimated that only about 35% of the adult population chooses to abstain from 

alcohol use (APA, 1987). 

Substance Use Disorders 

The differentiation between substance use and substance abuse has been 

based on a variety of symptom based diagnostic criteria. Using the Diagnostic and 
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Statistical Manual of Mental Disorders-Third Edition-Revised (DSM-III-R; APA, 

1987) criteria, a diagnosis of psychoactive substance abuse can be made when an 

individual develops a maladaptive pattern of substance use which persists over time 

even though it leads to adverse social, physical, occupational, or psychological 

consequences, or when an individual repeatedly uses substances in situations where 

the use results in increased physical danger. The DSM-IV (APA, 1994) revised the 

criteria for defining substance use disorders and added recurrent use of substances 

resulting in failure to fulfill major role obligations and recurrent substance-related 

legal problems as diagnostic criteria sufficient for a diagnosis of substance abuse. 

Psychoactive substance dependence is diagnosed when the individual experiences 

withdrawal symptoms if he or she stops or reduces intake of the substance, when the 

individual tries to reduce intake unsuccessfully or when the individual continues to 

use the substance to avoid unpleasant withdrawal symptoms, when tolerance 

develops and substances are used in larger amounts to achieve the desired effect, or 

when important life activities are neglected and excessive amounts of time are 

devoted to obtaining and using substances. 

The Epidemiologic Catchment Area Program compiled information from over 

20,000 individual interviews to determine the prevalence of alcohol abuse disorders, 

other drug abuse disorders, and mental disorders in the general population (Reiger et 

al, 1990). Lifetime US prevalence rates for alcohol dependence or abuse was 

estimated to be 13.5%, and the lifetime prevalence rate for other drug abuse or 

dependence was estimated to be 6.1%. Nearly 17% of the population will develop 

one or more substance use disorders at some point in their lives. Although this figure 

is alarming, it is also interesting to note that the majority of Americans use 
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psychoactive substances without ever meeting the diagnostic criteria for a substance 

use disorder. Research interest has focused on vulnerability factors associated with 

addiction and substance abuse disorders in an attempt to understand the process of 

addiction and the development of maladaptive patterns of substance use. 

Theories of Addiction 

Current theorists and researchers have struggled to understand the addictive 

process from a variety of conceptual frameworks. Psychoanalytically oriented 

theorists and researchers, for example, tend to infer intrapsychic structures associated 

with characterological deficiencies and the abuse of substances (Brown, 1992; 

Masterson & Klein, 1989; Khantzian & Schneider, 1986). Early deficits in the 

development of ego structures are linked to early involvement in illegal drug use 

resulting in poor self-care, self-protection, and internalization of caring and 

protective parental attitudes. Khantzian and Schneider (1986) further suggest that 

drug use may be an attempt by the individual to cope with painful feelings and to 

counteract the disorganizing influences of emotions such as rage and depression on 

the ego. Researchers with a developmental perspective have focused on longitudinal 

studies linking family histories, childhood or adolescent behaviors, and environmental 

factors to subsequent development of substance use disorders (Block & Block, 1988; 

Kammeier, Hoffman, 8L Loper, 1973). They conclude that the developmental 

histories of individuals with substance use disorders indeed include more family 

dysfunction and early indicators of problem behaviors. There has also been research 
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evidence indicating a moderate but significant genetic contribution to the likelihood 

that an individual will develop problem drinking behaviors (Cadoret, Troughton, & 

Woodworth, 1994; Murray and Stabenau, 1982). 

Several researchers and theorists have explored a learning model of addiction 

(Jaffe, 1992; O'Brien et al, 1992). They describe several ways drugs act as 

reinforcers. Psychoactive substances offer immediate positive reinforcement when 

they provide pleasant or rewarding effects or when the individual experiences 

positive social interactions after using substances. Psychoactive substances also 

provide negative reinforcement when they alleviate discomfort associated with 

aversive emotions or drives such as pain, anxiety, boredom, anger, or depression. 

Research findings from a variety of conceptual perspectives suggest that 

many individuals use psychoactive substances to self-medicate psychiatric symptoms 

or uncomfortable affective states (Mirin & Weiss, 1991; Khantzian & Schneider, 

1986). Noting that the effects of different drugs ameliorate different symptoms, 

uncomfortable emotional states, or character flaws, these researchers contend that an 

individual's drug of choice is a powerful indicator of the nature of underlying 

psychopathology. The self-medication hypothesis for substance use and misuse is 

intuitively appeahng although few empirical studies have been reported in the 

literature to support or refute the hypothesis. 

Personality Traits and Substance Use 

Predisposing Personality Traits 

Longitudinal studies have demonstrated that certain personality traits are 

associated with the eventual development of substance abuse or dependence. 

61 



Kammeier, Hoffman, and Loper (1973) found that gregariousness, impulsivity, and 

non-conformity were more commonly noted among youth later identified as alcohohc 

than among their non-alcohohc peers. Multiple studies have reported that 

prealcohohcs are more independent, less self-controlled, less obedient, less 

conforming, and more impulsive than individuals who do not develop maladaptive 

patterns of substance use (for a review, see Barry, 1982). These traits may be early 

indicators of an addiction prone personality organization. They may also be linked to 

behaviors likely to expose the individuals to eariier and more frequent substance use 

than their more conforming, reflective, and self-controlled peers. In addition to more 

rebelUousness and antisocial traits among adolescents who later develop maladaptive 

patterns of substance use, a variety of other maladaptive traits have been reported 

including poor ability to form supportive relationships, poor self-esteem, and 

insecurity (Block, 1992). 

Personality Correlates of Substance Abuse 

Once a substance use disorder has been diagnosed, it is difficult to determine 

whether personality measures reflect the effects of substance use or stable personality 

traits that may have contributed to the development of a disorder. Multiple studies 

have reported elevated Scale 4 (Psychopathic deviate) scores on the Minnesota 

Multiphasic Personality Inventory (MMPI) among alcoholics (Clopton, 1978; Owen 

& Butcher, 1979). Although MMPI scores may reflect the effects of substance use, 

abstinence and treatment appear to have litfle impact on Scale 4 elevations, 

suggesting that the scale measures long-standing characterological factors similar to 
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the impulsive and independent traits reported by Kammeier et al. (1973) in the 

prealcoholic adolescent population. 

Several recent studies have identified different personality factors associated 

with different patterns of chemical dependency and different reasons for substance 

use. Two basic types of alcohohcs emerged from research conducted in the 1970's 

and 1980's (Babor, 1994; Brown et al, 1994). The first type is characterized by later 

onset, slower course of development, fewer psychological and neuropsychological 

problems, and a better prognosis for recovery or improvement. The second type has 

been linked to genetic precursors, adolescent onset, rapid progression, more 

neuropsychological symptoms and vulnerability to other psychological problems, and 

poor prognosis. Additionally, the second type of alcoholic is more likely to 

experience multiple and severe life stressors and to use a wider variety of 

psychoactive substances in addition to alcohol. Several studies were conducted 

using multivariate statistical techniques in an attempt to better understand differences 

among substance abusers. In one study five personality clusters were identified using 

information from the Personality Research Form (PRF) administered to 407 

consecutive admissions to a private substance abuse treatment facility (Allen, Fertig, 

& Mattson, 1994). The clusters included; Cluster I, hostile-dependent; Cluster II, 

cooperative-non-reflective; Cluster III, socially uninvolved; Cluster IV, impulsive-

unsociable; and Cluster V, hostile-overcontrolled. Significant differences were noted 

among these clusters, particularly among the reasons given for chemical use (Allen, 

Faden, & Rawlings, 1992). Individuals from the hostile-dependent cluster reported 

substance use in response to peer pressure or for the pleasure involved, and those in 

the impulsive and unsociable cluster reported that they used substances in a self-
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medicating fashion to reduce physical and/or emotional distress. Individuals in the 

cooperative-nonreflective and socially uninvolved subtypes reported that they were 

prompted to use substances because of dysphoria. 

Personality Disorders 

Definitions 

Combinations of personality traits can be diagnosed as disorders of 

personality when the traits become inflexible and the individual is unable to adapt 

responses even when the characteristic response is maladaptive and results in 

perpetuation or intensification of difficulties. Most personality traits associated with 

personality disorders are evident by early adulthood and are thought to represent 

long-standing characterological patterns which are highly resistant to change. The 

DSM-III-R (APA, 1987) and the DSM-IV (APA, 1994) each list diagnostic criteria 

to guide diagnosticians through the assessment process. 

The personality disorders are divided into three clusters. Paranoid, schizoid, 

and schizotypal personality disorders are included in cluster A, and individuals with 

these personality disorders often appear odd or eccentric. Cluster B personality 

disorders include antisocial, borderline, histrionic, and narcissistic personality 

disorders; disorders typically associated with emotional, dramatic, or erratic 

behaviors. Individuals with cluster C disorders are often viewed as anxious or fearful 

and include the avoidant, dependent, and obsessive compulsive personality disorders. 

Passive aggressive personality disorder was included in this cluster in the DSM-III-R 

(APA, 1987) although it was deleted from the classification in the DSM-IV (APA, 

1994). Some individuals may meet the diagnostic criteria for several personality 
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disorders without exhibiting sufficient symptoms of any single disorder to qualify for 

a single personality disorder diagnosis. In such cases, a diagnosis of personality 

disorder - not otherwise specified (NOS) can be used. 

Millon (1981) noted that normal personality organization and pathological 

personality patterns fall on a continuum. Diagnosis of a personality disorder must be 

based on somewhat arbitrary cutoff points. Simultaneous diagnosis of two or more 

personality disorders are permitted by the current diagnostic system and multiple 

diagnoses are not uncommon, particularly among individuals with psychoactive 

substance use disorders (Kosten, Kosten, & Rounsaville, 1989). Future refinement 

of the diagnostic system may increase diagnostic specificity, although it is unlikely 

that categorical overlap can be fully eliminated. 

Diagnostic Tools 

The prevalence of personality disorders reported in the research literature 

varies widely even within similar patient populations. At least some of the variation 

is due to the different tools used in the diagnostic process. The approach used in the 

DSM-III-R (APA; 1987) and DSM-IV (APA; 1994) is descriptive and practitioners 

must rely on information reported by the patient or the patient's family to determine 

patterns of behaviors over time. The introduction of formal interview formats has 

improved diagnostic specificity, although considerable discrepancies in reported rates 

of personality disorders continue to be reported in the literature. Hasin and Grant 

(1987), for example, compared diagnoses using structured and semi-structured 

interview instruments. They found a good match for diagnosis of substance use 

disorders, but poor diagnostic agreement for antisocial personality disorder and 
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phobias: In fact, diagnostic agreement for antisocial personality disorder was only 

slightly better than chance. Individuals in their study reported different symptoms to 

different interviewers, and interviewer's questions meant to ehcit the same symptom 

histories often drew widely varied responses from the respondents. The Structured 

Clinical Interviews for DSM-III-R-Personality Disorders (SCID-II; Spitzer et al, 

1990a) were designed to minimize reporting differences. Few studies have used such 

comprehensive or time consuming diagnostic procedures. Among the more 

commonly used diagnostic tools are the Millon Clinical Multiaxial Inventories. 

Brown (1992) noted that these inventories tend to overdiagnose personality 

disorders and advocated the use of restrictive cutoff points to control for the possible 

inflation of rates of personality disorders. 

Unstructured diagnostic interviews increase the risk of interviewer bias in the 

diagnosis of personality disorders. Prevalence rates may also be influenced by trends 

in professional interest in a disorder as illustrated by recent increases in the diagnosis 

of narcissistic personality disorder (APA, 1987). The diagnosis of more than one 

personality disorder in the same individual is common, and disorders of greater 

current interest may overshadow disorders of lesser interest when diagnoses are 

made without strict adherence to a standardized diagnostic system. It is important to 

consider the different assessment methods used when comparing the rates of 

diagnoses reported in different studies. 

Prevalence 

Approximately 7% of the population is estimated to meet the threshold 

criteria for one or more of the personality disorders (Merikangas & Weissman, 
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1986), although reported prevalence rates vary somewhat depending on the tools 

used in the diagnostic process. The DSM-III-R (APA. 1987) reports that 

approximately 3% of American men and 1% of American women meet the criteria 

for antisocial personality disorder and approximately 3% of the population meets the 

criteria for schizotypal personality disorder. Widiger and Weissman (1991) report 

that the prevalence rate of borderiine personality disorder in the general population 

varies from 0.2% to 1.8% depending on the measure used. A large population 

survey conducted at the Johns Hopkins Medical Institutions revealed that 2.1% of 

those surveyed were diagnosed with histrionic personality disorder (Nestadt et al, 

1990) and 1.7%) were diagnosed with compulsive personality disorder (Nestadt et 

al, 1991). 

Comorbidity 

Rates of Comorbidity 

Personality disorders are consistently diagnosed at higher rates in the 

substance abusing population than the 7% prevalence rate reported in the general 

population. Butler, Stephen, Gaulier, and Haller (1991) diagnosed between 79% and 

88% of a group of substance abusing women with comorbid personality disorders, 

noting that both rates of diagnosis and specificity of diagnosis varied depending on 

the instruments used in the assessment process. Nace, Davis, and Gaspari (1991) 

reported that 57% of the patients admitted to a private inpatient substance abuse 

program had comorbid personality disorders. Using restrictive cutoff points for the 

MCMI, Brown (1992) reported that 52%) of the patients in a similar treatment 

population met the diagnostic criteria for one or more personality disorder diagnoses. 
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Mirin and Weiss (1991) reported that 95% of the 382 individuals in their inpatient 

substance treatment population also had an Axis II personality disorder. In a 

longitudinal study of opiate addicts, Rounsaville et al. (1986) reported that 86.1% of 

the population were dually diagnosed at onset of treatment and 57.9% at a 2.5 year 

follow-up. 

Koenigsberg et al. (1985) reported that 36% of a group of 2,462 psychiatric 

patients were diagnosed with one or more personality disorders. In the subset of 

psychiatric patients with an Axis I substance use disorder other than alcohol, 

however, the rate of comorbid personality disorders jumped to 61%. Additionally, 

46%) of the alcohol abuse population had a comorbid personality disorder. Among 

patients with substance use disorders, 43% were diagnosed with borderiine 

personality disorder, 21% with antisocial personality disorder, and 17% with mixed 

personality disorders. Whereas the borderiine and mixed personality disorders were 

distributed among a variety of Axis I diagnoses, individuals with antisocial 

personality disorders were clustered in the substance abuse population. 

Fernandez-Pol, Bluestone, and Mizruchi (1988) studied a group of 171 black 

and Hispanic psychiatric inpatients looking for patterns of substance abuse. 

Substance abuse during the month prior to admission was reported by 48% of the 

sample. They found three strong predictors of extensive substance abuse: Young 

age, male gender, and a personality disorder diagnosis. Personality disorders were 

diagnosed in 40%) of these inner-city psychiatric inpatients. Sanguineti and Samuel 

(1993) found few differences among 401 psychiatric inpatients based on positive or 

negative urine toxicology screens at admission except for the group with primary 

substance abuse or personality disorder diagnoses at discharge. Individuals with 
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personality disorders and comorbid substance use disorders scored higher on a 

measure of psychopathology than did patients with only a personality disorder 

diagnosis. 

Nature of the Association 

Although the association between substance use disorders and personality 

disorders has been well estabhshed in the literature, the nature of the association 

remains a subject of debate among chnicians and researchers. Some researchers 

focus primarily on the organic effects psychoactive substances have on brain 

fiinction, and stress that experiences associated with the abuse of substances may 

cause an individual to develop symptoms associated with various personality 

disorders. Bean-Bayog (1986), for example, makes a strong case for personality 

changes and psychopathology resulting from the trauma of alcohol and drug abuse 

experiences. She compares the effects of substance abuse to the effects of exposure 

to other traumas such as war and holocaust experiences. On the other hand, 

personality factors associated with antisocial personality disorder and borderline 

personality disorder, particularly impulsivity, are thought to contribute to early 

exposure to substances. Nace (1989) reviewed the research evidence and concluded 

that personality disorder symptoms usually precede the onset of substance use 

disorders. The fourth edition of the Diagnostic and Statistical Manual of Mental 

Disorders (APA, 1994) provides some guidelines regarding this problem. Antisocial 

personality disorder, for example, cannot be diagnosed in someone with adult onset 

substance use disorder unless there is clear evidence that conduct disordered 

behavior preceded the antisocial behavior. If substance abuse and conduct 
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disordered behaviors both emerged during adolescence, a dual diagnosis is permitted 

without determining which symptoms emerged first. 

It can be very difficult for the clinician or researcher to distinguish between 

social and behavioral impairments secondary to substance abuse and those due to 

long-standing personality traits. No simple cause and effect relationships have 

emerged from the research findings currently reported in the literature. 

Characterological factors and substance use behaviors appear to interact in a 

synergistic fashion, and there is great diversity among individuals falling into each of 

the commonly reported diagnostic categories. Antisocial personality disorder and 

borderiine personality disorder are the two personality disorders which have received 

the greatest research attention in this regard. 

Antisocial Personality Disorder 

A close relationship between substance use disorders and antisocial 

personality disorder has been well estabhshed in the literature. Antisocial personality 

disorder is diagnosed more frequently among men with a substance use disorder than 

any other psychiatric disorder (Hesselbrock, Meyer, & Hesselbrock, 1992). The 

Epidemiological Catchment Area Data based on interviews of 20,291 individuals 

conducted by the National Institute of Mental Health (Reiger et al, 1990) revealed 

that 83.3% of individuals with a diagnosis of antisocial personality disorder also 

qualified for a diagnosis of a substance use disorder. Antisocial personality disorder 

was diagnosed in 14.3% of individuals with a diagnosis of alcohol abuse or 

dependence and in 17.8% of individuals with a substance use disorder involving a 

drug other than alcohol. The highest rate of comorbid antisocial personality disorder 
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was found among cocaine abusers where 42.7% of the individuals were duaUy 

diagnosed. 

McKay and Buka (1994) reported a rate of pre-antisocial personality disorder 

(met all diagnostic criteria other than age) over 10 times the rate found in the general 

population among adolescents in a pubHcly funded adolescent substance abuse 

treatment population. They also found that adolescent boys in chemical dependency 

treatment were twice as likely as adolescent giris to exhibit the symptoms of 

antisocial personality disorder. They did not, however, find a strong association 

between measures of antisociality and the likelihood of relapse. Boys with antisocial 

personality disorder symptoms, in fact, reported shghtly lower rates of early relapse 

after discharge than those without such symptoms. 

Drinking patterns and reasons for drinking appear to be different for those 

with antisocial personality disorder than they are for individuals with other 

personality disorders. Mirin and Weiss (1991) reported that individuals with 

antisocial personality disorder were more likely than individuals with other 

personality disorders to use substances when they were feeling good. Similarly, 

McKay and Buka (1994) found that incarcerated adolescents reported that they were 

most likely to use substances in social situations when they were feehng good. They 

also reported that adolescents with antisocial symptoms were likely to view drinking 

in a positive light, beheving that alcohol enhanced cognitive and motor functions. 

The tendency to view substance use in a positive light and to maintain faulty beliefs 

regarding the effects of substances on performance present treatment providers with 

significant challenges when trying to provide services to individuals with comorbid 

antisocial personality disorder and substance use disorders. 
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Several studies at a large east coast alcohol research center indicated that 

antisocial personality disorder affected the course of alcoholism and the prognosis for 

treatment response (Hesselbrock et al, 1992). A comorbid diagnosis of antisocial 

personality disorder was associated with eariier onset, more rapid progression of 

symptoms, and greater likelihood of relapse after treatment. The risk factors 

associated with antisocial personality disorder appeared to be independent from risk 

factors associated with a family history of alcoholism. 

Rounsaville et al. (1986) followed a group of treated opiate addicts for 2.5 

years after treatment, and found that 27% of their sample met the diagnostic criteria 

for antisocial personality disorder at intake as did 22.4% at follow-up. Interestingly, 

only 10.8%) of this sample met the diagnostic criteria for antisocial personality 

disorder at both assessments, indicating that symptoms of antisocial personality 

disorder in a substance abusing population may be more relatively fluid. The authors 

suspected that diagnostic changes may have been related to actual symptom changes 

rather than to diagnostic unrehability. A significant proportion of individuals with 

antisocial personality disorder reduce their antisocial activities with age, whereas 

some may have intensified their illegal activities with continued drug use so that they 

met the diagnostic criteria for a new diagnosis at the time of the follow-up 

interviews. Comorbid symptoms of depression also appeared to affect several 

outcome variables among opiate users with antisocial personality disorder. The 

diagnosis of depression at the onset was associated with a remission of antisocial 

personality disorder symptoms at the time of follow-up. Antisocial personality 

disorder was also associated with the increased likehhood of recurrence or 

development of depression during the follow-up period of the study. In a separate 
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study. Woody et al. (1986) found that opiate addicts with comorbid depression 

responded favorably to psychotherapy as an adjunct to methadone treatment, 

whereas opiate addicts with antisocial personality disorder but without comorbid 

depression showed little change in psychiatric status when psychotherapy was added 

to their methadone treatment program. 

Borderline Personality Disorder 

Borderline personality disorder is the second most frequently reported 

personality disorder among individuals diagnosed with a substance use disorder. 

Vaglum and Vaglum (1985) reported an 11% rate of borderline personality disorder 

in an inpatient psychiatric treatment population. Among psychiatric patients with a 

comorbid alcohol use disorder, the rate of borderline personality disorder jumped to 

66%. In a sample of 382 individuals in a substance abuse treatment population, 

Mirin and Weiss (1991) reported that 80% of those dually diagnosed with borderline 

personality disorder were women. They reported different reasons for substance use 

among the patients with borderiine personality disorder compared to individuals with 

antisocial personality disorder. Whereas individuals with antisocial personality 

disorder reported that they were most likely to use substances in a recreational or 

social fashion, those with borderline personality disorder were more likely to report 

that they used drugs to treat symptoms of depression or anxiety. Miller, Lukefeld, 

and Jefferson (1994) report that the drug of choice in the substance abuse population 

with comorbid borderiine personality disorder is most often alcohol or sedatives, and 

they hypothesized that these substances were used to self-medicate depression or 

anxiety. 
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Kruedelbach et al. (1993) compared 34 veterans in substance abuse treatment 

who had comorbid borderline personality disorder to 89 veterans in the same 

treatment program who did not have borderline personality disorder on measures of 

impulsivity, coping styles, and reported triggers for craving of substances. Those 

with borderiine personality disorder differed from the larger sample on two 

dimensions: Behavioral disinhibition and negative affectivity. They were more 

impulsive on all measures, although the impulsivity reported appeared to be 

associated with attempts to cope with internal emotional problems rather than thrill 

seeking. The subset of veterans with borderline personality disorder reported using a 

wider variety of psychoactive substances than those without borderline personality 

disorder, and they reported that craving was most often associated with negative 

emotional or physical states. 

Treatment Implications 

Dual Diagnosis in Treatment 

Dually diagnosed individuals enter treatment at higher rates than do 

individuals with a single diagnosis (Reiger et al, 1990), and treatment of dually 

diagnosed individuals is complicated by several factors. Whenever an Axis I 

substance use disorder or an Axis II personality disorder is present in an individual, 

the odds that an additional psychiatric disorder will be present also increases 

(Khantzian, 1982). Involuntary entry into treatment is more common in the dually 

diagnosed population, and resistance to treatment may be particulariy strong in 

individuals with severe personality pathology (O'Malley et al, 1990). Treatment of 

individuals with multiple diagnoses may be hampered by continued denial of the 
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seventy of the substance abuse and lack of commitment to behavioral change even 

when substance use is imphcated as a cause of other psychiatric symptoms. 

There is general consensus that the dually diagnosed population is more 

difficult to treat in both psychiatric and substance abuse treatment settings. Miller, 

Lukefeld, and Jefferson (1994) report that many psychiatric patients are prescribed 

psychoactive medications and many others use substances to self-medicate symptoms 

of anxiety and depression. For some, more immediate symptom rehef may be 

associated with non-prescription substances and although long term negative 

consequences may result, the immediate reinforcement of these substances may 

contribute significantly to the addictive process. 

Meyer (1986) and many others speciahsts in substance abuse treatment 

advocate tailoring treatment programs to meet the differing needs of a 

multidimensional treatment population, although few specific recommendations are 

available to guide treatment providers. Treatment needs are likely to differ according 

to the patient's drug of choice and personality characteristics, and strategies 

appropriate for some dually diagnosed individuals may be contraindicated for others. 

For example, Poldrugo and Forti (1988) reported that group therapy was useful in 

the treatment of alcoholism for individuals with dependent personality disorder, while 

individuals with antisocial personality disorder did not benefit from group therapy 

experiences. Klein, Orleans, and Soule (1991) also point out that character-

disordered patients who use substances in an attempt to control anxiety cannot 

benefit from psychological treatment of either the anxiety or the personality disorder 

without concurrent substance abuse treatment. 
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Characteristics commonly associated with the most frequently reported 

personality disorders may prevent some individuals with dual diagnoses from 

deriving lasting benefits from treatment. Many substance abuse interventions require 

interactions with other individuals through groups such as Alcohohcs Anonymous or 

support networks of family and fiiends (Galanter & Castaneda, 1990). The ability to 

develop and maintain trusting interpersonal relationships is often impaired in the 

personality disordered individual. The lack of empathy commonly associated with 

antisocial personality disorder and narcissistic personality disorder, for example, may 

interfere with the formation of supportive relationships in self-help groups. Many 

individuals with borderiine personality disorder exhibit a pattern of intense but 

unstable interpersonal relationships, shifting rapidly from idealizing to devaluing 

those they relate to. This can present a difficult challenge to clinicians attempting to 

form therapeutic relationships with these individuals and to treatment group members 

who are strugghng through their own recovery processes. Group treatment 

experiences may be extremely aversive to individuals with avoidant personality 

disorder, whereas individuals with dependent personality disorders may enjoy group 

experiences but may require greater structure to reduce the risk that new dependent 

relationships will develop. 

Pharmacotherapy has been used as an adjunct to psychosocial treatment of 

substance abuse with moderate reported success (Moss, 1990). With a personality 

disordered population, however, the risks for misuse of prescribed medication may 

outweigh potential benefits. Suicide risk must be considered if drugs are prescribed 

to minimize the discomforts associated with withdrawal. Willingness to adhere to 

strictly controlled dosage schedules must also be assessed before an individual is 

76 



accepted into a methadone maintenance program or an opiate antagonist program 

such as naltrexone treatment. Disulfiram (Antabuse) can be used to deter drinking 

only when taken as prescribed, and the impulsivity and affective instability associated 

with many of the personality disorders limit the potential for success using a 

pharmacological deterrent to alcohol consumption. 

Comorbidity and Treatment Outcome 

Personality factors play a significant role in the prognosis for successful 

treatment of substance use disorders. Some research also has found that treatment 

outcomes vary by personality pathology. For example, McClellan (1986) reported 

that the best predictor of response to substance abuse treatment was the severity of 

overall psychiatric condition at the time of admission to treatment. Conley and 

Prioleau (1983) reported different outcomes among alcoholics grouped by 

personality type. In their sample, treatment course for passive, dependent, or 

compulsive types was more positive than the treatment course for psychopathic 

personality types. Kosten and her colleagues (1989) reported that follow-up 

measures of 150 treated opiate addicts differed according to the presence or absence 

of comorbid personality disorders. A diagnosis of borderiine personality disorder 

predicted more severe psychiatric problems at follow-up and higher rates of both 

alcohohsm and affective disorders were also found. Antisocial personality disorder 

was found to be associated with higher rates of legal difficulties but not with 

differences in substance use at follow-up. Individuals with narcissistic personality 

disorder were found to have higher rates of medical problems than individuals with 

other personality disorders or people without Axis II diagnoses. 
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Over half of the individuals in substance abuse treatment programs have 

comorbid personality disorder diagnoses, and it is likely that character pathology at 

least partially accounts for the high rates of relapse reported in the literature 

(O'Brien, Childress, & McLeUan, 1991). Personality disorders require long-term 

treatment if change is to occur (Pollack, 1990), and most inpatient substance 

treatment programs last only 28 days or less, so personality issues can receive only 

limited attention. 

With or without a comorbid personality disorder diagnosis, the addiction 

recovery process is lengthy. Bean-Bayog (1986) described two primary stages in the 

recovery process: Early recovery and learning sobriety, lasting approximately 18 

months, and a period of advanced recovery, healing, grieving, and moving on, lasting 

approximately another 18 months. During this three year recovery process, many 

opportunities for failure arise. Craving is reported by many in recovery, and the 

probability of acting on craving has been linked to impulsivity (Tracy, 1994). 

Without ongoing supportive therapy, personality disordered individuals may find it 

difficult to learn to use cognitive mediation or other alternatives to responding 

impulsively to subjective states without first considering the consequences. 

O'Brien et al. (1992) define addiction as a chronic relapsing disorder similar 

to heart disease or diabetes, and state that relapses after discharge from inpatient 

detoxification are to be expected. They define successful programs as programs that 

keep the patient involved after the period of detoxification and through anticipated 

relapse episodes. Personality disordered individuals, however, may find it 

particularly difficult to maintain positive changes when they relapse. Whereas 

individuals without significant character pathology may weather brief relapse periods 
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without dropping out of treatment, the personality disordered individual may be 

unable to mobilize newly learned coping responses while under the influence of 

substances. 

Conclusion 

Personality disorders are present in inpatient substance abuse treatment 

populations at relatively high rates. Higher rates of substance abuse are also found 

among psychiatric inpatients with personality disorders than among inpatients 

without personality disorders. Associations between Axis I substance use disorders 

and Axis II personality disorders have been firmly established in the literature, 

although causality has not been clarified. Treatment providers are consequently 

faced with the daunting task of providing services to a difficult, complex, and 

heterogeneous population with little guidance from the research literature. 

One of the few hypotheses that has been offered to explain the relationship 

between substance abuse and personality disorders is the self-medication hypothesis. 

References to the use of psychoactive substances to self-medicate symptoms such as 

anxiety and depression are found throughout the literature (Brown & Barlow, 1992; 

Jaffee, 1992; Khantzian & Schneider, 1986; Klein et al, 1991; Miller, Lukefeld, & 

Jefferson, 1994; Mirin & Weiss, 1991). The concept that individuals with different 

emotional needs or psychiatric symptoms will find relief in the psychoactive 

properties of different substances is intuitively appealing, but empirical studies linking 

specific personality related symptoms to specific psychoactive substances have not 

been reported in the research literature. 
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Improved treatment outcomes may depend on more individualized treatment 

interventions. In order to restructure treatment programs to better meet the needs of 

a heterogeneous population, it may be necessary to better understand subgroups 

within the substance abuse population, particularly groups of individuals with 

personality pathology. Without such an understanding, treatment providers may be 

forced to choose between offering a generic treatment program for all patients, 

which risks being ineffective for many individuals with more complex problems, or 

trying to develop an individualized program for each individual entering treatment, 

which can be prohibitively expensive. In the inpatient substance abuse treatment 

setting, which is typically short-term, the clinician may lack the time to form a clear 

diagnostic picture of each individual, develop a unique treatment plan, and carry out 

appropriate treatment interventions. If consistent relationships and group differences 

can be identified, treatment programs may be able to develop more efficacious and 

cost effective treatment options. 
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