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Abstract: The heterogeneity of symptoms in young patients with major depression disorder makes it
difficult to properly identify and diagnose. Therefore, the appropriate evaluation of mood symptoms
is important in early intervention. The aim of this study was to (a) establish dimensions of the
Hamilton Depression Rating Scale (HDRS-17) in adolescents and young adults and (b) perform
correlations between the identified dimensions and psychological variables (impulsivity, personality
traits). This study enrolled 52 young patients with major depression disorder (MDD). The severity
of the depressive symptoms was established using the HDRS-17. The factor structure of the scale
was studied using the principal component analysis (PCA) with varimax rotation. The patients
completed the self-reported Barratt Impulsiveness Scale (BIS-11) and Temperament and Character
Inventory (TCI). The three dimensions of the HDRS-17 identified as core in adolescent and young
patients with MDD were (1) psychic depression/motor retardation, (2) disturbed thinking, and
(3) sleep disturbances/anxiety. In our study, dimension 1 correlated with reward dependence and
cooperativeness; dimension 2 correlated with non-planning impulsivity, harm avoidance, and self-
directedness; and dimension 3 correlated with reward dependence. Conclusions: Our study supports
the previous findings, which indicate that a certain set of clinical features (including the HDRS-17
dimensions, not only total score) may represent a vulnerability pattern that characterizes patients
with depression.

Keywords: depression; factor analysis; Hamilton Depression Rating Scale (HDRS-17); affective
dimensions; adolescents; young adults

1. Introduction

Major depression disorder (MDD) is a heterogeneous disorder in many aspects: a
variety of symptoms, the onset of disease (early-onset, late-onset), the course of the illness
(single episode vs. recurrent), comorbidities, and multifactorial etiology (biochemical,
immunological, genetic) [1–3]. The complexity of depression makes it difficult to indicate
the main etiological factor. Within several pathophysiological concepts, recent studies
focused on the biomarkers of brain plasticity and the functional connectivity between brain
regions using neuroimaging and electroencephalography [4,5]. Neurobiological research in
MDD shows altered cortical activity, e.g., loss of dendritic complexity in the hippocampus
and prefrontal cortex and neurotrophic abnormalities [6–8]. Impaired cellular resilience
and loss of neuroplasticity are indicated to be responsible for these changes [8]. Dysfunc-
tional cognitive processes, as observed in patients with depression, are also associated
with the altered function of specific brain regions, mainly in the prefrontal areas and
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cingulate cortex, amygdala, and hippocampus [9]. Neuroendocrine tests in combination
with genotyping and stress sensitivity are another research direction due to the confirmed
dysregulation of the hypothalamus–pituitary–adrenal (HPA) axis and increased systemic
inflammation [10,11]. Multivariate risk factors as well as psychological factors include
personality traits and impulsivity, especially in the early presentation of the illness [12].
Depression in youth leads to significant educational and social impairment, which ex-
acerbates loneliness, and is a significant risk factor in suicide [13–15]. Research shows
that 60–70% of adult patients experience their first affective symptoms before the age of
18 [16–18]. The primary presenting symptoms in youth are often unexplained physical
symptoms, mood reactivity, eating symptoms, anxiety, refusal to attend school, decreased
school performance, and/or behavioral problems [19–22]. Due to the heterogeneity related
to different symptom constellations meeting the DSM (Diagnostic and Statistical Manual of
Mental Disorders) diagnostic criteria for major depression, patients with the same diagnosis
can experience various clinical manifestations of their illness [3,23,24]. Research efforts
should aim to elucidate the heterogeneity of depression in this age.

As discussed above, mood symptoms in young patients are more challenging to assess
than the symptoms manifested by adults. The profiling of symptom patterns is valuable for
risk assessment and might be a step towards developing tailored intervention for young
patients. The principal component analysis (PCA) is an approach that helps identify signifi-
cant components or latent dimensions within a heterogeneous diagnostic construct [25]. A
dimensional model of mood symptoms may be more effective in screening and assessing
depressive disorders in youths. However, in contrast to adult depression, there has been
limited investigation of a dimensional symptom perspective or the psychological factors in-
volved in mood regulation at an early age [26]. Factor (or related, e.g., PCA) analyses have
been performed to define the depressive symptom clusters within the HDRS scale in adult
patients with mood disorders [27–29]. The available studies show that “symptom clusters”
derived using the factor analysis of the Hamilton Depression Rating Scale (HDRS) might
be more informative regarding clinical characteristics than the total HDRS scores [30]. The
number of identified factors ranged between two and eight [28,31]. In general, factor analy-
ses identify clusters of “depressive factor”, ‘anxiety factor’, “somatic or neurovegetative
factor”, “psychomotor retardation”, and ‘sleep disturbance factor’ [27,28,32,33].

The diagnosis of MDD, especially in youths, should be characterized by the multi-
tude of pathophysiological components involved. MDD, as a multifactorial disorder, is
associated with stress-related pathophysiological components. Impulsivity and specific
personality traits are the crucial psychological components that influence patient reac-
tion and stress adaptation [34,35]. Among the various personality assessment scales, the
Temperament and Character Inventory (TCI), the psychobiological personality concept
developed by Cloninger, is the most commonly used in clinical research [36]. Cloninger’s
theory implies a relation between individual personality dimensions with neurotransmitter
systems, whilst character dimensions are influenced more by social learning than genetic
factors. Earlier research on adolescent patients found significant and positive correlations
between depressive symptoms and different impulsivity subtypes [37,38].

We conducted a principal component analysis (PCA) based on psychopathological
characteristics assessed in young patients with depression. We included clinical depres-
sive symptoms as well as features such as impulsivity and personality traits as potential
psychological markers of depression, which may represent an underlying psychopatho-
logical vulnerability towards the development of MDD. Classifying psychopathology
based on dimensions and identifying reliable predictors of illness may allow more specific
interventions [25,39]. Potentially, additional homogeneous dimensions within a broad psy-
chopathological assessment in youth patients with depression would facilitate diagnosis.

In our study, we hypothesized that, due to various clinical symptom presentations
in young patients with depression, it is possible to identify specific sets of symptoms that
correspond to the characteristics associated with depression for patients at a young age
with a correlation to psychological factors, and that these factors will differ from those
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observed in adults. This study aimed to (1) establish different dimensions of the HDRS-
17 in adolescents and young adults and (2) establish correlations between the identified
dimensions and psychological variables (such as impulsivity and personality traits).

To the best of our knowledge, no previous study has evaluated depressive clusters
with psychological dimensions in young patients with mood disorders. A clinical approach
that considers psychopathology as multiple dimensions could help to individualize clinical
evaluation at a young age and provide a more precise diagnosis. Therefore, to better
understand depression symptomatology, a detailed symptom-level analysis in adolescence
is a promising direction to capture all features of depression as it relates to young people [40].
Further, identifying specific symptomatic profiles or depression clusters might allow for a
better selection of treatment interventions.

2. Materials and Methods
2.1. Participants

In this study, we enrolled 52 Caucasians, adolescents and young adults (aged
14–24 years) of Polish origin, who were diagnosed with major depressive disorder
(MDD). Patients were recruited from both inpatients and outpatients (Department of
Child and Adolescent Psychiatry and Adult Psychiatry Department of Poznan University
of Medical Sciences). This study was performed following the Declaration of Helsinki,
and the Ethics Committee approved the study protocol (no. 362/11). Sociodemographic
and clinical data were collected from all participants. The clinical information, including
medical and psychiatric history, was synthesized and archived in computerized records.
All study participants or their legal guardians gave written informed consent to partic-
ipate in the study. A diagnosis of major depression was established according to the
ICD-10 and DSM-IV criteria by two independent trained psychiatrists. Depending on
the age of the participant, we used either the Kiddie Schedule for Affective Disorders
and Schizophrenia—Present and Lifetime Version (KSADS-PL) dedicated to children
and adolescents [41] or the Structured Clinical Interview for DSM-IV (SCID) for young
adults [42]. The inclusion criteria included Polish origin Caucasian, young age between
14 and 24 years, major depression diagnosis, inpatients or outpatients, and no comor-
bidity in axis I or axis II disorder. The exclusion criteria included the presence of severe
medical or neurological illness, intellectual disability, pervasive developmental disorder,
and pregnancy.

2.2. Clinical Assessment

The Kiddie Schedule for Affective Disorders and Schizophrenia–Present and Lifetime
Version (KSADS-PL) is the most commonly used semi-structured interview, which helps
to achieve a better clinical evaluation for each symptom and facilitates early diagnosis of
affective and other mental disorders corresponding to the DSM criteria [23]. This interview
is designed to collect detailed information about mental symptoms from the child or adoles-
cent and their parents or other informants. The KSADS-PL has six components, containing
an introductory interview, general patient data, as well as a detailed screening section of
the main symptoms of each disorder; it takes approximately one hour to complete. The
majority of items in the KSADS-PL are scored using a 0–3 point rating scale: Scores of
0—no information available, scores of 1—symptom is not present, scores of 2—sub-
threshold presentation, and scores of 3—threshold presentation of symptoms [41].

The Structured Clinical Interview for the Diagnostic and Statistical Manual of Mental
Disorders is a semi-structured interview dedicated to the assessment of adult patients. This
diagnostic instrument helps to determine reliable adult psychiatric diagnoses according
to the DSM criteria. The interview has an overview section with basic demographic infor-
mation and the chief complaint, and then a descriptive part with open-ended questioning
and questions related to diagnostic criteria, which are asked in a closed-ended (i.e., yes/no)
fashion. This interview assesses both current and lifetime diagnoses, and the questions are
grouped by diagnosis and criteria; it takes approximately one hour to complete [42].
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To evaluate the depressive symptoms, the clinician-rated Hamilton Depression Rating
Scale (HDRS-17) was used, which considers 17 items scored between 0 and 4 points [43].
The Hamilton Rating Scale is designed to measure the severity of depressive symptoms,
such as depressed mood, guilt, suicidality, insomnia (early, middle, and late), anhedonia,
psychomotor retardation, agitation, psychological and somatic anxiety, somatic symptoms,
genital symptoms, hypochondriasis, insight into condition, weight loss, diurnal variation,
derealization, paranoid symptoms, and obsessional and compulsive symptoms. Each item
is scored from 0 to 3 depending on the severity of the depressive symptoms with cut-off
points for depressed mood ≥8 points. The scoring ranges are 0–7 no depressive symp-
toms, 8–16 mild depression, 17–23 moderate depression, and over 24 severe depression.
Participants also completed the self-reporting Barratt Impulsiveness Scale (BIS-11), scored
on a four-point Likert scale (higher total scores indicate a higher impulsivity trait). The
BIS scale is the most widely used measure of impulsive personality traits. It assesses
total impulsiveness and first-range symptoms: non-planning, and motor and attentional
impulsiveness [44,45]. In our study, to assess personality traits, we used the Temperament
and Character Inventory (TCI)—a 240-item self-reporting inventory—to assess the person-
ality dimensions [36]. The TCI was developed by C. Robert Cloninger and is based on
a psychobiological model that attempts to provide and explain the underlying causes of
individual differences in personality traits. Responses in the scale are based on dichoto-
mous answer items (true/false). There was no time limit to complete the questionnaire.
The inventory consists of seven personality dimensions: four temperaments (harm avoid-
ance HA, reward dependence RD, novelty-seeking NS, persistence P) and three character
dimensions (self-directedness SD, cooperativeness C, self-transcendence ST).

2.3. The Statistical Analyses

For the estimation of the HDRS-17 dimensions, the principal component analysis with
varimax rotation was performed. The threshold for inclusion of an item in one factor was
0.43. This threshold allowed for the grouping of each HDRS-17 item exclusively in one
dimension, leaving only two unassigned items. Lowering the threshold, the individual
items were grouped in more than one dimension. Increasing the threshold, more items
were left unassigned. Subsequently, we estimated the dimension scores for each patient
by adding the values of the items included in each factor. The normality of the data was
checked using the Lilliefors test. The distribution of dimension 1; dimension 2; TCI: harm-
avoidance, persistence, self-transcendence; and BIS-11: attentional and non-planning were
skewed. Therefore, we performed a non-parametric Spearman’s correlation. The Spear-
man’s correlation was performed on the HDRS-17 dimensions with the total BIS-11 score;
the second-order BIS-11 factors: non-planning, and motor and attentional impulsiveness;
and TCI personality dimensions: harm avoidance, reward dependence, novelty-seeking,
persistence, self-directedness, cooperativeness, and self-transcendence.

The influence of the covariates, age, and gender on the HDRS-17 dimensions was
analyzed using the analysis of covariance (ANCOVA) with a post-hoc Tuckey test and
the Levene test for equality of variance The significance level was set at p = 0.05. The
statistical analyses were performed using Statistica v.13 program (StatSoft, Poland). The
post-hoc power of the correlation analysis was estimated using an online calculator (https:
//sample-size.net/correlation-sample-size/, accessed on 18 January 2022).

3. Results
3.1. Demographic and Clinical Variables

The mean age of the participants was 18.67 (±3.54) years, and 75% were female.
The mean HDRS score was 19.37 (±5.30). The participants were significantly more often
inpatients than outpatients: 69% of the study group was inpatient. A total of 40% of the
patients were drug-free. The patients who received pharmacological treatment had selective
serotonin reuptake inhibitors (37%), selective norepinephrine reuptake inhibitors (6%),
tricyclic antidepressants (4%), and others, e.g., anxiolytics, sleeping pills (14%) (Table 1).

https://sample-size.net/correlation-sample-size/
https://sample-size.net/correlation-sample-size/
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Table 1. Characteristics of the study sample.

Variable
Patients with Depression n = 52

N %

Female 39 75
Race Caucasian 52 100
Inpatient 36 69
Drug free 21 40
Medication:

SSRI 19 37
SNRI 3 6
TCA 2 4
other 7 14

Family history of any psychiatric disorder 37 71
Family history of affective disorder 29 56

Mean SD

Age (years) 18.67 3.54
Age at illness onset 16.82 2.96
Mean number of hospitalizations 1.25 0.80
Depression severity (HDRS-17 scores) 19.37 5.30

HDRS—Hamilton Depression Rating Scale, SSRI—selective serotonin reuptake inhibitors, SNRI—selective nore-
pinephrine reuptake inhibitors, TCA—tricyclic antidepressants.

The obtained mean BIS-11 and TCI dimensions from the study group are shown in
Table 2.

Table 2. Mean BIS-11 and TCI dimensions from the study group.

BIS-11 Scale
Mean SD

Total 66.30 10.90
Attentional 17.99 3.16
Motor 22.80 4.48
Non-planning 25.50 5.23

TCI Scale
Mean SD

Novelty seeking 20.04 6.45
Harm avoidance 24.65 7.12
Reward dependence 13.39 3.83
Persistence 4.04 2.01
Self-directedness 17.75 7.28
Cooperativeness 27.76 7.44
Self-transcendence 12.76 6.78

BIS-11—Barratt scale, TCI–Temperament and Character Inventory.

3.2. Principal Component Analysis (PCA)

In our study, we used the principal component analysis (PCA) with a varimax rotation
and item loadings of 0.4 or greater. We extracted three dimensions in adolescents and
young adults with depression. Dimension 1 was defined by depressed mood (item 1), work
and activities (item 7), retardation (item 8), psychic anxiety (item 10), somatic symptoms
(item 13), genital symptoms (item 14), and loss of weight (item 16). As the items with
higher loadings on this factor were depression and retardation, we identified dimension
1 as ‘psychic depression and motor retardation.’ Dimension 2 consisted of the following
items: feelings of guilt (item 2), suicide (item 3), and somatic gastro-intestinal symptoms
(item 12). The first two symptoms were identified as the ‘disturbed thinking’ dimension
because of the higher significance. Dimension 3, ‘ Sleep Disturbances and Anxiety,’ covered
sleeping disturbance and somatic anxiety symptoms (items assessing early (4), middle (5),



J. Clin. Med. 2023, 12, 1744 6 of 13

and late insomnia (6), agitation (9), and somatic anxiety (11)). The unassigned items were
hypochondriasis (15) and insight (17). The results of the Hamilton Depression Rating Scale
(HDRS-17) principal component analysis are shown in Table 3.

Table 3. Hamilton Depression Rating Scale (HDRS-17) principal component analysis.

Item #—Content Dimension
1

Dimension
2

Dimension
3

1—depressed mood 0.625
2—feelings of guilt −0.680
3—suicide −0.682
4—insomnia: early in the night 0.645
5—insomnia: middle of the night 0.734
6—insomnia: early hours of the morning 0.623
7—work and activities 0.582
8—retardation 0.759
9—agitation 0.632
10—anxiety psychic 0.433
11—anxiety somatic 0.441
12—somatic symptoms gastro-intestinal 0.440
13—general somatic symptoms 0.668
14—genital symptoms 0.603
15—hypochondriasis - - -
16—loss of weight 0.553
17—insight - - -
Variance explained (%) 3.0 1.65 2.27

Principal Component Analysis with Varimax rotation. Factor 1: items: #1#7#8#10#13#14#16; Factor 2: items
#2#3#12; Factor 3: #4#5#6#9#11; unassigned items: #15#17. Presented item loadings ≥ 0.4.

3.3. Spearman’s Correlation of the HDRS-17 Dimensions with BIS-11 and TCI

In the correlation analysis using the Barratt Impulsiveness Scale (BIS-11) and Tempera-
ment and Character Inventory (TCI), we found a positive correlation between non-planning
impulsivity (p = 0.02, power 0.61) and harm avoidance (HA) (p = 0.01, power 0.71) with
dimension 2 of the HDRS. The temperament dimension reward dependence (RD) was posi-
tively correlated with dimension 1 (p = 0.04, power 0.54) and dimension 3 (p = 0.02, power
0.62). Reward dependence (RD) and self-directedness (SD) were negatively correlated with
dimension 2 (p = 0.03, power 0.58 and 0.01, power 0.74; respectively). Cooperativeness (C)
was positively correlated with dimension 1 (p = 0.01, power 0.69).

Results of the correlation analysis are presented in Table 4.

Table 4. Correlation of the HDRS dimensions (dimension 1, 2, 3) with clinical variables.

Variables Dimension 1 Dimension 2 Dimension 3

BIS-11

R t p R t p R t p

Attentional −0.041 −0.294 0.769 0.014 0.100 0.920 0.007 0.054 0.956
Motor −0.210 −1.520 0.134 0.027 0.193 0.847 −0.111 −0.792 0.431
Non-planning −0.244 −1.780 0.081 0.310 2.310 0.025 −0.132 −0.943 0.349
Total −0.188 −1.360 0.179 0.158 1.137 0.260 −0.078 −0.556 0.580
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Table 4. Cont.

Variables Dimension 1 Dimension 2 Dimension 3

TCI

R t p R t p R t p

Novelty seeking −0.168 −1.187 0.240 −0.196 −1.39 0.170 −0.117 −0.817 0.417
Harm avoidance 0.096 0.672 0.504 0.344 2.54 0.014 0.147 1.032 0.307
Reward dependence 0.288 2.086 0.042 −0.300 −2.18 0.033 0.314 2.297 0.026
Self-directedness 0.008 0.056 0.954 −0.357 −2.65 0.010 −0.061 −0.424 0.673
Cooperativeness 0.337 2.481 0.016 −0.089 −0.62 0.535 0.208 1.474 0.146
Self-transcendence −0.157 −1.107 0.273 −0.102 −0.71 0.477 0.053 0.369 0.713
Persistence 0.186 1.315 0.194 −0.071 −0.49 0.622 0.180 1.272 0.209

Spearman’s correlation. TCI—Temperament and Character Inventory, BIS-11—Barratt impulsivity scale.

3.4. The Effect of Age and Gender on the HDRS-17 Dimensions

The ANCOVA analysis detected a significant effect of age on all three HDRS-17
domains: the first (F = 20.18, p = 0.00004), the second (F = 14.48, p = 0.0004), and the third
(F = 11.22, p = 0.001). Female patients had higher scores of dimension 2 compared to males
(F = 11.2, p = 0.001).

4. Discussion

To our knowledge, this is the first study to evaluate dimensions for the HDRS-17
items alongside a correlation with psychosocial factors in adolescents and young adults.
The first aim of the present study was to identify the dimensions of the HDRS-17 within
adolescents and young adult MDD samples. Second, we performed correlations between
the identified dimensions and psychological variables (impulsivity, personality traits).
The principal component analysis revealed three independent factors. Psychic depression
and psychomotor retardation were extracted as the first dimension (characterized mainly
by depressed mood, decreased activities, motor retardation, and somatic and genital
symptoms). Dimension 2 was labeled the disturbed thinking factor (characterized by a
feeling of guilt and suicidality). Dimension 3 was labeled as sleep disturbance/anxiety
(which included mainly insomnia and agitation).

4.1. Principal Component Analysis of the HDRS-17

Previous studies on adults with depression identified factors in the HDRS scale de-
fined mostly by items covering the core symptoms of depression with differences among
the studies regarding the variables included in the separate factors with significance, as
estimated by the size of factor loadings [43,46,47]. Bagby et al. (2004) identified 15 studies
on adult patients that analyzed the HDRS-17 factors; the number of factors ranged between
two and eight. In most studies, insomnia items appeared consistently in the same ‘sleep
disturbance’ factor. In six studies, depressed mood, guilt, and suicide were loaded together
in the same factor of ‘general depression’. Another seven data sets on the same factor
included the combination of depressed mood, suicide, and psychic anxiety. They also
identified an ‘anxiety factor’ in six studies, which consisted of agitation, psychic anxiety,
and somatic anxiety [28]. By contrast, in the study by Wade et al. (2020), the HDRS-17
items were loaded in the three-factor model. The first factor captured the core aspects of
depression: work and interests, weight loss, psychomotor retardation, and depressed mood.
The second factor largely included the items reflecting somatic gastro-intestinal symptoms,
hypochondriasis, feelings of guilt, genital symptoms, general somatic symptoms, and
anxiety. The third factor was comprised of the insomnia items (early insomnia, middle
insomnia, and late insomnia) [32]. In our study, based on the highest representation of
items, we also identified a three-dimension model: Dimension 1—psychic depression and
motor retardation (depressed mood, work, activities, retardation, psychic anxiety, somatic
symptoms: gastric, genital symptoms, and weight loss); dimension 2—disturbed thinking
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(guilt, suicidal thinking); and dimension 3—sleep disturbances and anxiety (early, middle,
and late insomnia, agitation, somatic anxiety). In contrast to Wade’s findings on adult
patients, in our study, guilt and suicide were loaded in a separate second factor.

Previous clinical descriptions of major depressive disorder in adolescents showed
differences in symptom presentation compared to adult patients. It is especially emphasized
that vegetative symptoms, such as appetite and weight changes, fatigue, and insomnia,
may be common in adolescents with MDD [24,48,49] alongside somatic symptoms [50].
Rice et al. compared the clinical picture of depressive symptoms in adolescents and adults
and showed that vegetative symptoms were more common in adolescent MDD, it being a
separate symptom profile in depression for this age. They also underlined that a significant
loss of energy was a core depressive symptom at an early age. Anhedonia, loss of interest,
and problems with concentration were more commonly observed in adults [12]. Although
these studies did not analyze factors using the HDRS scale, we observe some similarities
with our results. It is possible that symptoms in adolescence, such as prolonged low self-
esteem, feelings of guilt, loneliness, and suicidal thoughts with accompanying somatic
and retardation symptoms, may influence or increase other depressive symptoms in this
age. Previous studies indicate that, in adolescence, feelings of worthlessness and guilt are
predictors of negative outcomes associated with depression in the future [51].

Studies comparing adolescent depression with adults also show the predominance of
irritated mood in youths; this is why it is not surprising that a depressed mood rating in
the HDRS may not appear to be a core symptom at this age.

In regards to anxiety factors, we did not confirm the previous results on adult patients,
which showed that items related to both somatic and psychic anxiety were loaded in one
common factor [47,52,53]. Our results align with other studies that identified two separate
factors of somatic and psychic anxiety [33,46]. In the study by Pancheri et al. (2002), the
gastro-intestinal item was loaded on two factors: somatic anxiety/somatization. Together
with weight loss, they formed a separate factor 4—anorexia [54]. The insomnia items
in adult samples were often extracted in a single factor [33,46,52,55,56]. In our analysis,
insomnia was related to somatic anxiety, but the insomnia items, similarly to adult patients,
had the highest loadings.

4.2. Correlations between the HDRS-17 Dimensions and BIS-11

The relationship between the impulsivity trait and depression among adolescents is
still unclear because impulsivity has different facets. Attentional, motor, and non-planning
impulsiveness were examined in this study. The BIS-11 scale was initially created for
adult participants, but previous studies confirmed that it could be used in younger patient
populations [57,58]. Earlier research on adolescent patients found significant and positive
correlations between depressive symptoms and different impulsivity subtypes [37,38]. In
our study, positive correlations between non-planning impulsivity and dimension 2 of the
HDRS were observed, which consist mainly of disturbances in thinking as suicidality and
guilt. Non-planning impulsivity could be defined as a “lack of future orientation” [45].
Previous studies indicated that non-planning impulsivity was correlated with decision-
making processes in euthymic bipolar patients [59], and that this had a strong negative
effect on adherence to medication in patients with mood disorders [60] as well as treatment
dropout [61]. Poor self-esteem and interpersonal problems that are observed frequently in
young patients seem to be more related to higher non-planning impulsivity and depression
than to attentional and motor impulsivity subtypes [62]. Such results may indicate that
depressive symptomology may influence impulsivity among younger patients via an
inability to plan and a greater fixation on present thoughts and feelings, which may be a
risk for suicidality. In contrast to the above, Khemakhem et al. (2017) found that impulsivity
was not correlated with clinical features such as suicide attempts [63]. However, they
compared 25 adolescents with MDD and 75 controls; a small study group could modify
such results. Askénazy et al. (2003) reported that both impulsive and anxious young
patients had more severe risk behaviors than the control sub-groups [64].
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4.3. Correlations between the Dimensions of the HDRS-17 and TCI

Depressive symptoms and personality traits might be associated with various negative
life outcomes during adolescence. In the correlation analysis of the HDRS factors with
psychological factors such as personality traits, we found a positive correlation between
harm avoidance and dimension 2 of the HDRS, consisting mainly of suicidal thoughts and
guilt. The personality dimension of harm avoidance (HA) is characterized by excessive
worrying, pessimism, shyness, and doubtfulness with a tendency to respond intensely
to signals of aversive stimuli. Our findings are aligned with previous study results on
temperament traits in young patients, which suggest that high harm avoidance is associated
with a higher suicide risk and attempts in major depression [65–68].

Self-directedness (SD) is defined as the ability to regulate and control behavior to better
adapt to a situation. It was shown that the SD dimension is associated with depressive
symptoms and might be related to suicidal ideation [65]. In consensus with previous
research, we observed a negative relationship between dimension 2 ‘disturbed thinking’
(suicidality and guilt) and self-directedness [69].

Previous research in unipolar and bipolar disorders shows that suicide attempts are
associated with low reward dependence [67]. In a study of patients with a borderline
personality disorder, Chapman et al. also reported that lower reward dependence is
associated with higher suicidality [70]. Patients with low reward dependence scores are
considered socially detached and indifferent [36,49]. In our study, reward dependence
traits were negatively correlated with factor 2, which is in line with the observation on
adult patients.

The most surprising result was the correlation with dimension 1 of the HDRS. Con-
sidering that, unlike other factors, it was the most heterogeneous, the obtained results
should be approached with caution. In our study, we found a positive correlation between
cooperativeness and dimension 1. Cooperativeness (C) reveals an overall individual sense
of direction in one’s life and represents an individual’s character maturity, showing an
inclination towards empathy, altruism, and respect for others. This is a somewhat unex-
pected finding in our study and might have a possible explanation in that these personality
dimensions are often associated with the female gender. In our study, most patients were
female, which could interfere with the results. Dimension 1 was also positively correlated
with reward dependence.

The conceptualization of reward dependence as a construct has been characterized
across distinct reward-related processes including motivation. According to Cloninger’s
theory, individuals high in reward dependence are sociable, sensitive, sympathetic, and
socially dependent, which may be disadvantageous in that patients are excessively socially
dependent. High reward-dependent individuals also exhibit persistent behaviors and are
easily influenced by emotions, which may be related to higher suicidality or self-aggression
as commonly observed in adolescents who have less mature character [71,72].

5. Conclusions

Our study represents a first attempt to identify the HDRS-17 dimensions in young
patients with depression and clinically understand the possible correlations between other
psychological factors with the identified depression clusters. The three dimensions identi-
fied as core in adolescent and young patients with MDD were (1) psychic depression/motor
retardation, (2) disturbed thinking, and (3) sleep disturbances/anxiety. When evaluating
the correlations between the identified dimensions and psychological variables (impul-
sivity, personality traits), we found a positive correlation between the cooperativeness
(C) temperament and dimension 1. Dimension 2 of the HDRS positively correlated with
non-planning impulsivity and harm avoidance and negatively with self-directedness (SD).
Dimension 3 of the HDRS was most positively correlated with reward dependence (RD).

These three identified depression clusters differ from those observed in the research on
adult patients and seem specific for a young age. These differences are especially visible in
the separate distinction of the HDRS-17 cluster relating to disturbed thinking (guilt, suicidal
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thinking). In adolescence, feelings of worthlessness and guilt might be risk factors and
predictors of negative outcomes associated with depression in the future. In adolescence
and young age, clinical observation confirms that decreased mood and depression, which
predominates in adults, is often replaced by the irritated mood observed in youths. Sleep
problems were mostly connected to anxiety, which may give more accurate treatment
choice implications.

Our findings have some practical research implications. Identifying a separate symp-
tom profile in youth depression may help in early intervention and a more accurate diag-
nosis at this age. Young patients with depression often experience various negative life
outcomes during adolescence. Excessive worrying, pessimism, shyness, and doubtfulness
make them less capable of regulating the negative emotions that they experience. Our
findings confirm that high harm avoidance and low self-directedness, which influence
adaptation and behavior, might be associated with a higher suicide risk and attempts in
youths with major depression. Since impulsivity and specific personality traits are crucial
psychological components that influence a patient’s reaction to stress and adaptation, the di-
agnosis of MDD in youths should involve different psychological components. The clinical
interpretation of our findings shows that patients with mood disorders should be screened
for personality traits and impulsivity to identify, as early as possible, those patients who are
more likely to present a more severe course or worse outcome. Identifying reliable clinical
and psychological predictors of therapeutic outcomes will allow for the development of
a personalized approach that might individually tailor more specific interventions and
evaluate novel therapeutic approaches in young patients

Limitations

This study has limitations that must be taken into consideration when interpreting
the results. First, we should consider our results preliminary, since our sample size was
relatively small and included subjects from one geographical area, which might impact the
generalization of our study findings. Another weakness is the low to moderate strength
and power of the correlations. This study had more female than male participants, poten-
tially raising concerns surrounding gender as a confounding factor. However, previous
epidemiological research confirmed that females are more likely than males to develop
MDD [73]. Lastly, the assessment of both personality traits and impulsivity were estab-
lished using self-reported measures. However, the TCI and BIS-11 are among the most
adopted instruments to assess personality and impulsivity features in clinical samples. In
the future, our obtained results could be compared with available further studies. Thus,
although promising, our results require further replication across young patients using a
similar scale and further research into depressive dimensions, impulsivity, character, and
temperament in depression in youths. Future studies involving longitudinal follow-ups are
recommended, including a healthy matched-age control group. This will allow the role of
personality and impulsivity as predisposing factors to specific MDD clusters or as resulting
symptoms of depression to be more precisely distinguished.

Author Contributions: Conceptualization, A.R.-R. and M.S.; methodology, A.R.-R. and M.S.; soft-
ware, M.W.; validation, M.D.-W. and J.P.; formal analysis, M.S. and M.W.; investigation, A.R.-R., P.K.,
N.L. and J.P.; resources, A.R.-R.; data curation, M.D.-W. writing—original draft preparation, A.R.-R.;
writing—review and editing, M.S.; visualization, M.S. and A.R.-R.; supervision, A.S. and J.P.; project
administration, A.R.-R. and M.S.; funding acquisition, A.R.-R. All authors have read and agreed to
the published version of the manuscript.

Funding: This research was funded by the National Science Centre in Poland no. UMO-2011/03/D/
NZ5/06146. The funding agent did not influence the study design, patient recruitment, analysis,
interpretation of results, or manuscript preparation.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki and approved by the Ethics Committee at the Poznan University of Medical



J. Clin. Med. 2023, 12, 1744 11 of 13

Sciences (no. 362/11). All experiments were performed in accordance with relevant guidelines
and regulations.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: Data is available on request.

Acknowledgments: We would like to thank Piotr Sibilski, for his involvement in patient recruitment.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Zimmerman, M.; Ellison, W.; Young, D.; Chelminski, I.; Dalrymple, K. How many different ways do patients meet the diagnostic

criteria for major depressive disorder? Compr. Psychiatry 2015, 56, 29–34. [CrossRef]
2. Kendler, K.S. The Phenomenology of Major Depression and the Representativeness and Nature of DSM Criteria. Am. J. Psychiatry

2016, 173, 771–780. [CrossRef]
3. Fried, E.I.; Nesse, R.M. Depression is not a consistent syndrome: An investigation of unique symptom patterns in the STAR*D

study. J. Affect. Disord. 2015, 172, 96–102. [CrossRef]
4. Ippolito, G.; Bertaccini, R.; Tarasi, L.; Di Gregorio, F.; Trajkovic, J.; Battaglia, S.; Romei, V. The Role of Alpha Oscillations among

the Main Neuropsychiatric Disorders in the Adult and Developing Human Brain: Evidence from the Last 10 Years of Research.
Biomedicines 2022, 10, 3189. [CrossRef] [PubMed]

5. Noda, Y.; Zomorrodi, R.; Vila-Rodriguez, F.; Downar, J.; Farzan, F.; Cash, R.F.H.; Rajji, T.K.; Daskalakis, Z.J.; Blumberger, D.M.
Impaired neuroplasticity in the prefrontal cortex in depression indexed through paired associative stimulation. Depress. Anxiety
2018, 35, 448–456. [CrossRef] [PubMed]

6. Belzung, C.; Willner, P.; Philippot, P. Depression: From psychopathology to pathophysiology. Curr. Opin. Neurobiol. 2015, 30,
24–30. [CrossRef]

7. Spellman, T.; Liston, C. Toward Circuit Mechanisms of Pathophysiology in Depression. Am. J. Psychiatry 2020, 177, 381–390.
[CrossRef]

8. Pizzagalli, D.A.; Roberts, A.C. Prefrontal cortex and depression. Neuropsychopharmacology 2022, 47, 225–246. [CrossRef]
9. Di Gregorio, F.; La Porta, F.; Petrone, V.; Battaglia, S.; Orlandi, S.; Ippolito, G.; Romei, V.; Piperno, R.; Lullini, G. Accuracy of EEG

Biomarkers in the Detection of Clinical Outcome in Disorders of Consciousness after Severe Acquired Brain Injury: Preliminary
Results of a Pilot Study Using a Machine Learning Approach. Biomedicines 2022, 10, 1897. [CrossRef]

10. Lopresti, A.L.; Maker, G.L.; Hood, S.D.; Drummond, P.D. A review of peripheral biomarkers in major depression: The potential of
inflammatory and oxidative stress biomarkers. Prog. Neuro-Psychopharmacol. Biol. Psychiatry 2014, 48, 102–111. [CrossRef]

11. Zou, W.; Feng, R.; Yang, Y. Changes in the serum levels of inflammatory cytokines in antidepressant drug-naive patients with
major depression. PLoS ONE 2018, 13, e0197267. [CrossRef] [PubMed]

12. Rice, F.; Riglin, L.; Lomax, T.; Souter, E.; Potter, R.; Smith, D.J.; Thapar, A.K.; Thapar, A. Adolescent and adult differences in major
depression symptom profiles. J. Affect. Disord. 2019, 243, 175–181. [CrossRef]

13. Hawton, K.; van Heeringen, K. Suicide. Lancet 2009, 373, 1372–1381. [CrossRef] [PubMed]
14. Dunn, V.; Goodyer, I.M. Longitudinal investigation into childhood- and adolescence-onset depression: Psychiatric outcome in

early adulthood. Br. J. Psychiatry 2006, 188, 216–222. [CrossRef] [PubMed]
15. World Health Organization. World Mental Health Survey, C. Depression. Available online: http://www.who.int/news-room/

fact-sheets/detail/depression (accessed on 4 February 2022).
16. National Institute of Mental Health. Major Depression. Updated 2019. Available online: https://www.nimh.nih.gov/health/

statistics/major-depression (accessed on 4 February 2022).
17. Baldessarini, R.J.; Undurraga, J.; Vazquez, G.H.; Tondo, L.; Salvatore, P.; Ha, K.; Khalsa, H.M.; Lepri, B.; Ha, T.H.; Chang, J.S.;

et al. Predominant recurrence polarity among 928 adult international bipolar I disorder patients. Acta Psychiatr. Scand. 2012, 125,
293–302. [CrossRef]

18. Joslyn, C.; Hawes, D.J.; Hunt, C.; Mitchell, P.B. Is age of onset associated with severity, prognosis, and clinical features in bipolar
disorder? A meta-analytic review. Bipolar Disord. 2016, 18, 389–403. [CrossRef]

19. Lewinsohn, P.M.; Pettit, J.W.; Joiner, T.E., Jr.; Seeley, J.R. The symptomatic expression of major depressive disorder in adolescents
and young adults. J. Abnorm. Psychol. 2003, 112, 244–252. [CrossRef]

20. Maughan, B.; Collishaw, S.; Stringaris, A. Depression in childhood and adolescence. J. Can. Acad. Child Adolesc. Psychiatry 2013,
22, 35–40.

21. Thapar, A.; Collishaw, S.; Pine, D.S.; Thapar, A.K. Depression in adolescence. Lancet 2012, 379, 1056–1067. [CrossRef]
22. Leaf, P.J.; Alegria, M.; Cohen, P.; Goodman, S.H.; Horwitz, S.M.; Hoven, C.W.; Narrow, W.E.; Vaden-Kiernan, M.; Regier, D.A.

Mental health service use in the community and schools: Results from the four-community MECA Study. Methods for the
Epidemiology of Child and Adolescent Mental Disorders Study. J. Am. Acad. Child Adolesc. Psychiatry 1996, 35, 889–897. [CrossRef]

23. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, 5th ed.; American Psychiatric Association:
Arlington, VA, USA, 2013.

http://doi.org/10.1016/j.comppsych.2014.09.007
http://doi.org/10.1176/appi.ajp.2016.15121509
http://doi.org/10.1016/j.jad.2014.10.010
http://doi.org/10.3390/biomedicines10123189
http://www.ncbi.nlm.nih.gov/pubmed/36551945
http://doi.org/10.1002/da.22738
http://www.ncbi.nlm.nih.gov/pubmed/29637656
http://doi.org/10.1016/j.conb.2014.08.013
http://doi.org/10.1176/appi.ajp.2020.20030280
http://doi.org/10.1038/s41386-021-01101-7
http://doi.org/10.3390/biomedicines10081897
http://doi.org/10.1016/j.pnpbp.2013.09.017
http://doi.org/10.1371/journal.pone.0197267
http://www.ncbi.nlm.nih.gov/pubmed/29856741
http://doi.org/10.1016/j.jad.2018.09.015
http://doi.org/10.1016/S0140-6736(09)60372-X
http://www.ncbi.nlm.nih.gov/pubmed/19376453
http://doi.org/10.1192/bjp.188.3.216
http://www.ncbi.nlm.nih.gov/pubmed/16507961
http://www.who.int/news-room/fact-sheets/detail/depression
http://www.who.int/news-room/fact-sheets/detail/depression
https://www.nimh.nih.gov/health/statistics/major-depression
https://www.nimh.nih.gov/health/statistics/major-depression
http://doi.org/10.1111/j.1600-0447.2011.01818.x
http://doi.org/10.1111/bdi.12419
http://doi.org/10.1037/0021-843X.112.2.244
http://doi.org/10.1016/S0140-6736(11)60871-4
http://doi.org/10.1097/00004583-199607000-00014


J. Clin. Med. 2023, 12, 1744 12 of 13

24. Nardi, B.; Francesconi, G.; Catena-Dell'osso, M.; Bellantuono, C. Adolescent depression: Clinical features and therapeutic
strategies. Eur. Rev. Med. Pharmacol. Sci. 2013, 17, 1546–1551.

25. Vrieze, E.; Demyttenaere, K.; Bruffaerts, R.; Hermans, D.; Pizzagalli, D.A.; Sienaert, P.; Hompes, T.; de Boer, P.; Schmidt, M.;
Claes, S. Dimensions in major depressive disorder and their relevance for treatment outcome. J. Affect. Disord. 2014, 155, 35–41.
[CrossRef] [PubMed]

26. Benarous, X.; Renaud, J.; Breton, J.J.; Cohen, D.; Labelle, R.; Guile, J.M. Are youths with disruptive mood dysregulation disorder
different from youths with major depressive disorder or persistent depressive disorder? J. Affect. Disord. 2020, 265, 207–215.
[CrossRef]

27. Gibbons, R.D.; Clark, D.C.; Kupfer, D.J. Exactly what does the Hamilton Depression Rating Scale measure? J. Psychiatr. Res. 1993,
27, 259–273. [CrossRef] [PubMed]

28. Bagby, R.M.; Ryder, A.G.; Schuller, D.R.; Marshall, M.B. The Hamilton Depression Rating Scale: Has the gold standard become a
lead weight? Am. J. Psychiatry 2004, 161, 2163–2177. [CrossRef]

29. Overall, J.E.; Rhoades, H.M. Use of the Hamilton Rating Scale for classification of depressive disorders. Compr. Psychiatry 1982,
23, 370–376. [CrossRef]

30. Keilp, J.G.; Ellis, S.P.; Gorlyn, M.; Burke, A.K.; Oquendo, M.A.; Mann, J.J.; Grunebaum, M.F. Suicidal ideation declines with
improvement in the subjective symptoms of major depression. J. Affect. Disord. 2018, 227, 65–70. [CrossRef]

31. Vares, E.A.; Salum, G.A.; Spanemberg, L.; Caldieraro, M.A.; Fleck, M.P. Depression Dimensions: Integrating Clinical Signs and
Symptoms from the Perspectives of Clinicians and Patients. PLoS ONE 2015, 10, e0136037. [CrossRef]

32. Wade, B.S.C.; Hellemann, G.; Espinoza, R.T.; Woods, R.P.; Joshi, S.H.; Redlich, R.; Jorgensen, A.; Abbott, C.C.; Oedegaard, K.J.;
McClintock, S.M.; et al. Depressive Symptom Dimensions in Treatment-Resistant Major Depression and Their Modulation With
Electroconvulsive Therapy. J. ECT 2020, 36, 123–129. [CrossRef]

33. O’Brien, K.P.; Glaudin, V. Factorial structure and factor reliability of the Hamilton Rating Scale for Depression. Acta Psychiatr.
Scand. 1988, 78, 113–120. [CrossRef]

34. Luciano, M.; Sampogna, G.; Mancuso, E.; Simonetti, A.; De Fazio, P.; Di Nicola, M.; Di Lorenzo, G.; Pepe, M.; Sambataro, F.;
Signorelli, M.S.; et al. Trait-Related Impulsivity, Affective Temperaments and Mood Disorders: Results from a Real-World
Multicentric Study. Brain Sci. 2022, 12, 1554. [CrossRef]

35. Ho, C.S.H.; Chua, J.; Tay, G.W.N. The diagnostic and predictive potential of personality traits and coping styles in major depressive
disorder. BMC Psychiatry 2022, 22, 301. [CrossRef]

36. Cloninger, C.R. Temperament and personality. Curr. Opin. Neurobiol. 1994, 4, 266–273. [CrossRef]
37. Auerbach, R.P.; Stewart, J.G.; Johnson, S.L. Impulsivity and Suicidality in Adolescent Inpatients. J. Abnorm. Child Psychol. 2017,

45, 91–103. [CrossRef]
38. Regan, T.; Harris, B.; Fields, S.A. Are relationships between impulsivity and depressive symptoms in adolescents sex-dependent?

Heliyon 2019, 5, e02696. [CrossRef]
39. Insel, T.; Cuthbert, B.; Garvey, M.; Heinssen, R.; Pine, D.S.; Quinn, K.; Sanislow, C.; Wang, P. Research domain criteria (RDoC):

Toward a new classification framework for research on mental disorders. Am. J. Psychiatry 2010, 167, 748–751. [CrossRef]
40. Manfro, P.H.; Pereira, R.B.; Rosa, M.; Cogo-Moreira, H.; Fisher, H.L.; Kohrt, B.A.; Mondelli, V.; Kieling, C. Adolescent depression

beyond DSM definition: A network analysis. Eur. Child Adolesc. Psychiatry 2021. [CrossRef]
41. Kaufman, J.; Birmaher, B.; Brent, D.; Rao, U.; Flynn, C.; Moreci, P.; Williamson, D.; Ryan, N. Schedule for Affective Disorders and

Schizophrenia for School-Age Children-Present and Lifetime Version (K-SADS-PL): Initial reliability and validity data. J. Am.
Acad. Child Adolesc. Psychiatry 1997, 36, 980–988. [CrossRef]

42. First, M.B.; Spitzer, R.L.; Gibbon, M.; Williams, J. Structured Clinical Interview for DSM-IV Axis I Disorders; Clinician Version
(SCID-CV); American Psychiatric Press, Inc.: Washington, DC, USA, 1996.

43. Hamilton, M. Development of a rating scale for primary depressive illness. Br. J. Soc. Clin. Psychol. 1967, 6, 278–296. [CrossRef]
44. Strakowski, S.M.; Fleck, D.E.; DelBello, M.P.; Adler, C.M.; Shear, P.K.; Kotwal, R.; Arndt, S. Impulsivity across the course of

bipolar disorder. Bipolar Disord. 2010, 12, 285–297. [CrossRef]
45. Barratt, E.S. Factor Analysis of Some Psychometric Measures of Impulsiveness and Anxiety. Psychol. Rep. 1965, 16, 547–554.

[CrossRef]
46. Faravelli, C.; Albanesi, G.; Poli, E. Assessment of depression: A comparison of rating scales. J. Affect. Disord. 1986, 11, 245–253.

[CrossRef]
47. Angst, J.; Scheidegger, P.; Stabl, M. Efficacy of moclobemide in different patient groups. Results of new subscales of the Hamilton

Depression Rating Scale. Clin. Neuropharmacol. 1993, 16 (Suppl. 2), S55–S62. [PubMed]
48. Goodyer, I.; Cooper, P.J. A community study of depression in adolescent girls. II: The clinical features of identified disorder. Br. J.

Psychiatry 1993, 163, 374–380. [CrossRef]
49. Roberts, R.E.; Chen, Y.W.; Solovitz, B.L. Symptoms of DSM-III-R major depression among Anglo, African and Mexican American

adolescents. J. Affect. Disord. 1995, 36, 1–9. [CrossRef]
50. McCauley, E.; Carlson, G.A.; Calderon, R. The role of somatic complaints in the diagnosis of depression in children and adolescents.

J. Am. Acad. Child Adolesc. Psychiatry 1991, 30, 631–635. [CrossRef]
51. Sowislo, J.F.; Orth, U. Does low self-esteem predict depression and anxiety? A meta-analysis of longitudinal studies. Psychol. Bull.

2013, 139, 213–240. [CrossRef]

http://doi.org/10.1016/j.jad.2013.10.020
http://www.ncbi.nlm.nih.gov/pubmed/24210628
http://doi.org/10.1016/j.jad.2020.01.020
http://doi.org/10.1016/0022-3956(93)90037-3
http://www.ncbi.nlm.nih.gov/pubmed/8295158
http://doi.org/10.1176/appi.ajp.161.12.2163
http://doi.org/10.1016/0010-440X(82)90087-6
http://doi.org/10.1016/j.jad.2017.09.018
http://doi.org/10.1371/journal.pone.0136037
http://doi.org/10.1097/YCT.0000000000000623
http://doi.org/10.1111/j.1600-0447.1988.tb06311.x
http://doi.org/10.3390/brainsci12111554
http://doi.org/10.1186/s12888-022-03942-y
http://doi.org/10.1016/0959-4388(94)90083-3
http://doi.org/10.1007/s10802-016-0146-8
http://doi.org/10.1016/j.heliyon.2019.e02696
http://doi.org/10.1176/appi.ajp.2010.09091379
http://doi.org/10.1007/s00787-021-01908-1
http://doi.org/10.1097/00004583-199707000-00021
http://doi.org/10.1111/j.2044-8260.1967.tb00530.x
http://doi.org/10.1111/j.1399-5618.2010.00806.x
http://doi.org/10.2466/pr0.1965.16.2.547
http://doi.org/10.1016/0165-0327(86)90076-5
http://www.ncbi.nlm.nih.gov/pubmed/8313398
http://doi.org/10.1192/bjp.163.3.374
http://doi.org/10.1016/0165-0327(95)00046-1
http://doi.org/10.1097/00004583-199107000-00016
http://doi.org/10.1037/a0028931


J. Clin. Med. 2023, 12, 1744 13 of 13

52. Zheng, Y.P.; Zhao, J.P.; Phillips, M.; Liu, J.B.; Cai, M.F.; Sun, S.Q.; Huang, M.F. Validity and reliability of the Chinese Hamilton
Depression Rating Scale. Br. J. Psychiatry 1988, 152, 660–664. [CrossRef]

53. Fleck, M.P.; Chaves, M.L.; Poirier-Littre, M.F.; Bourdel, M.C.; Loo, H.; Guelfi, J.D. Depression in France and Brazil: Factorial
structure of the 17-item Hamilton Depression Scale in inpatients. J. Nerv. Ment. Dis. 2004, 192, 103–110. [CrossRef]

54. Pancheri, P.; Picardi, A.; Pasquini, M.; Gaetano, P.; Biondi, M. Psychopathological dimensions of depression: A factor study of the
17-item Hamilton depression rating scale in unipolar depressed outpatients. J. Affect. Disord. 2002, 68, 41–47. [CrossRef]

55. Fleck, M.P.; Poirier-Littre, M.F.; Guelfi, J.D.; Bourdel, M.C.; Loo, H. Factorial structure of the 17-item Hamilton Depression Rating
Scale. Acta Psychiatr. Scand. 1995, 92, 168–172. [CrossRef] [PubMed]

56. Marcos, T.; Salamero, M. Factor study of the Hamilton Rating Scale for Depression and the Bech Melancholia Scale. Acta Psychiatr.
Scand. 1990, 82, 178–181. [CrossRef]

57. Gilbert, K.E.; Kalmar, J.H.; Womer, F.Y.; Markovich, P.J.; Pittman, B.; Nolen-Hoeksema, S.; Blumberg, H.P. Impulsivity in
Adolescent Bipolar Disorder. Acta Neuropsychiatr. 2011, 23, 57–61. [CrossRef]

58. Richard-Lepouriel, H.; Kung, A.L.; Hasler, R.; Bellivier, F.; Prada, P.; Gard, S.; Ardu, S.; Kahn, J.P.; Dayer, A.; Henry, C.; et al.
Impulsivity and its association with childhood trauma experiences across bipolar disorder, attention deficit hyperactivity disorder
and borderline personality disorder. J. Affect. Disord. 2019, 244, 33–41. [CrossRef] [PubMed]

59. Christodoulou, T.; Lewis, M.; Ploubidis, G.B.; Frangou, S. The relationship of impulsivity to response inhibition and decision-
making in remitted patients with bipolar disorder. Eur. Psychiatry 2006, 21, 270–273. [CrossRef]

60. Belzeaux, R.; Boyer, L.; Mazzola-Pomietto, P.; Michel, P.; Correard, N.; Aubin, V.; Bellivier, F.; Bougerol, T.; Olie, E.; Courtet, P.;
et al. Adherence to medication is associated with non-planning impulsivity in euthymic bipolar disorder patients. J. Affect. Disord.
2015, 184, 60–66. [CrossRef] [PubMed]

61. Lopez-Torrecillas, F.; Nieto-Ruiz, A.; Velasco-Ortuno, S.; Lara-Fernandez, M.; Lopez-Quirantes, E.M.; Castillo-Fernandez, E. The
role of impulsivity in dropout from treatment for cigarette smoking. Compr. Psychiatry 2014, 55, 1609–1613. [CrossRef]

62. Cosi, S.; Hernandez-Martinez, C.; Canals, J.; Vigil-Colet, A. Impulsivity and internalizing disorders in childhood. Psychiatry Res.
2011, 190, 342–347. [CrossRef]

63. Khemakhem, K.; Boudabous, J.; Cherif, L.; Ayadi, H.; Walha, A.; Moalla, Y.; Hadjkacem, I.; Ghribi, F. Impulsivity in adolescents
with major depressive disorder: A comparative tunisian study. Asian J. Psychiatry 2017, 28, 183–185. [CrossRef]

64. Askenazy, F.L.; Sorci, K.; Benoit, M.; Lestideau, K.; Myquel, M.; Lecrubier, Y. Anxiety and impulsivity levels identify relevant
subtypes in adolescents with at-risk behavior. J. Affect. Disord. 2003, 74, 219–227. [CrossRef]

65. Conrad, R.; Walz, F.; Geiser, F.; Imbierowicz, K.; Liedtke, R.; Wegener, I. Temperament and character personality profile in relation
to suicidal ideation and suicide attempts in major depressed patients. Psychiatry Res. 2009, 170, 212–217. [CrossRef]

66. Perroud, N.; Baud, P.; Ardu, S.; Krejci, I.; Mouthon, D.; Vessaz, M.; Guillaume, S.; Jaussent, I.; Olie, E.; Malafosse, A.; et al.
Temperament personality profiles in suicidal behaviour: An investigation of associated demographic, clinical and genetic factors.
J. Affect. Disord. 2013, 146, 246–253. [CrossRef]

67. Jylha, P.J.; Rosenstrom, T.; Mantere, O.; Suominen, K.; Melartin, T.K.; Vuorilehto, M.S.; Holma, M.K.; Riihimaki, K.A.; Oquendo,
M.A.; Keltikangas-Jarvinen, L.; et al. Temperament, character, and suicide attempts in unipolar and bipolar mood disorders. J.
Clin. Psychiatry 2016, 77, 252–260. [CrossRef]

68. Su, J.; Kuo, S.I.; Bucholz, K.K.; Edenberg, H.J.; Kramer, J.R.; Schuckit, M.; Dick, D.M. Understanding Mechanisms of Genetic Risk
for Adolescent Internalizing and Externalizing Problems: The Mediating Role of Parenting and Personality. Twin Res. Hum. Genet.
2018, 21, 310–321. [CrossRef]

69. Eric, A.P.; Eric, I.; Curkovic, M.; Dodig-Curkovic, K.; Kralik, K.; Kovac, V.; Filakovic, P. The temperament and character traits in
patients with major depressive disorder and bipolar affective disorder with and without suicide attempt. Psychiatr. Danub. 2017,
29, 171–178. [CrossRef]

70. Chapman, A.L.; Derbidge, C.M.; Cooney, E.; Hong, P.Y.; Linehan, M.M. Temperament as a prospective predictor of self-injury
among patients with borderline personality disorder. J. Pers. Disord. 2009, 23, 122–140. [CrossRef]

71. Admon, R.; Pizzagalli, D. Dysfunctional Reward Processing in Depression. Curr. Opin. Psychol. 2015, 4, 114–118. [CrossRef]
72. Cloninger, C.R. A unified biosocial theory of personality and its role in the development of anxiety states: A reply to commentaries.

Psychiatr. Dev. 1998, 6, 83–120.
73. Kuehner, C. Why is depression more common among women than among men? Lancet Psychiatry 2017, 4, 146–158. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.1192/bjp.152.5.660
http://doi.org/10.1097/01.nmd.0000110281.35970.33
http://doi.org/10.1016/S0165-0327(00)00328-1
http://doi.org/10.1111/j.1600-0447.1995.tb09562.x
http://www.ncbi.nlm.nih.gov/pubmed/7484192
http://doi.org/10.1111/j.1600-0447.1990.tb01378.x
http://doi.org/10.1111/j.1601-5215.2011.00522.x
http://doi.org/10.1016/j.jad.2018.07.060
http://www.ncbi.nlm.nih.gov/pubmed/30336349
http://doi.org/10.1016/j.eurpsy.2006.04.006
http://doi.org/10.1016/j.jad.2015.05.041
http://www.ncbi.nlm.nih.gov/pubmed/26070047
http://doi.org/10.1016/j.comppsych.2014.06.004
http://doi.org/10.1016/j.psychres.2011.05.036
http://doi.org/10.1016/j.ajp.2017.06.002
http://doi.org/10.1016/s0165-0327(02)00455-x
http://doi.org/10.1016/j.psychres.2008.09.008
http://doi.org/10.1016/j.jad.2012.09.012
http://doi.org/10.4088/JCP.14m09472
http://doi.org/10.1017/thg.2018.36
http://doi.org/10.24869/psyd.2017.171
http://doi.org/10.1521/pedi.2009.23.2.122
http://doi.org/10.1016/j.copsyc.2014.12.011
http://doi.org/10.1016/S2215-0366(16)30263-2

	Introduction 
	Materials and Methods 
	Participants 
	Clinical Assessment 
	The Statistical Analyses 

	Results 
	Demographic and Clinical Variables 
	Principal Component Analysis (PCA) 
	Spearman’s Correlation of the HDRS-17 Dimensions with BIS-11 and TCI 
	The Effect of Age and Gender on the HDRS-17 Dimensions 

	Discussion 
	Principal Component Analysis of the HDRS-17 
	Correlations between the HDRS-17 Dimensions and BIS-11 
	Correlations between the Dimensions of the HDRS-17 and TCI 

	Conclusions 
	References

