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SUMMARY

Background: Research on anger attacks has been mostly limited to unipolar depression, and only a few studies have focused on anger attacks in 
bipolar depression.

Methodology: In a cross-sectional study, 22 subjects with bipolar depression were compared to 22 subjects with recurrent unipolar depression us-
ing an anger attack questionnaire, irritability, depression and anxiety scale and quality of life scale.

Results: Anger attacks were present in 62.5% subjects with recurrent depression (RDD group) compared to 54.5% in subjects with bipolar de-
pression (BD group), but the difference between the groups was not statistically significant. Also, there was no significant difference between the 
RDD and BD groups on the Irritability Depression and Anxiety Scale and WHOQOL-Bref except that the BD group had a poorer quality of life 
(QOL) compared to the RDD group in the social relationship domain (t=-2.30, p<0.05). In the BD group, the subjects with anger attacks were 
older (t=2.77*, p<0.05), had significantly higher scores on the Irritability-Outwards component of IDA (t=3.90**, p<0.01) and shorter duration 
of illness (Mann Whitney Signed ranked value 20.00**, p<0.01) and duration of treatment (Mann Whitney Signed ranked value 28.00*, p<0.05) 
compared to BD group members without anger attacks. In the RDD group, the subjects with anger attacks had poor QOL in the social domain (t= 
-2.12*, p<0.05), environmental domain (t=2.99**, p=0.01) and total (t=2.56*, p<0.05) QOL compared to those without anger attacks. 

Conclusion: Anger attacks are equally prevalent in unipolar and bipolar depression, are not influenced by sociodemographic and clinical variables, 
and lead to comparable impact on the subjective QOL in both groups.

Key words: Anger attacks, unipolar depression, bipolar depression

INTRODUCTION

Fava et al.(1990) reported a series of cases with episodes of 
provoked anger, accompanied by physiological features re-
sembling panic attacks, in the background of depressive or 
anxiety related psychopathology. Since these patients did not 
meet the criteria for other psychiatric disorders (including 
personality disorders) and such episodes responded well to 
antidepressants, the authors hypothesized that these attacks 
were variants of panic or depressive disorders comprising a 
distinct syndrome, which if not recognized and treated, may 
lead to secondary anxiety or depression. Later, considering 
the good response to antidepressants and the historical re-
lationship between hostility, irritability and depression, the 

anger attacks (AA) were postulated to be a variant of major 
depression (Fava  et al. 1993a, Fava et al. 1993b, Fava and 
Rosenbaum 1997, Fava and Rosenbaum 1999). 

Most of the subsequent research on AA has focused on unipo-
lar depression (Fava et al. 2000, Sayar et al. 2000, Mischoulon 
et al. 2002, Fraguas et al. 2006, Fraguas et al. 2007, Doughrty 
et al. 2006, Iosifescu et al. 2007, Painuly et al. 2007, Fava et 
al. 1991, Gould et al. 1996). The studies have shown self-
reported AA to be present in 30%-50% of subjects during 
depressive episodes (Fava et al. 1993b, Fava et al. 2000, Fava 
et al. 1991, Gould et al. 1996). There are also suggestions 
that the presence of AA may lead to treatment non-adherence 
(Mammen et al. 1997).
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In the past, irritability and anger have been recognized as 
prominent features of bipolar disorder, although mostly in 
relation to manic or mixed states (Perugi et al. 1997, Dayer 
et al. 2000). Recently, however, some authors have reported 
it to be a prominent feature of bipolar depressive episodes 
as well (Perlis et al. 2004). Jain et al (1997) reported AA in 
only 12% of bipolar depression (BD) cases compared to 41% 
in unipolar depression and 62% in bipolar mixed cases. In a 
study of 45 bipolar patients by Mammen et al (2004) the AA 
prevalence rate was reported to be 38.6%. Perlis et al (2004) 
reported AA to not only be more common in bipolar than 
unipolar depression (62% vs 26%) but also found that it is 
the only significant predictor of bipolarity. 

Both bipolar disorder and recurrent depressive disorder tend 
to be chronic disorders with multiple lifetime episodes. Both 
may have a similar impact on the sufferers. Hence, identifica-
tion of the prevalence, correlations and impact of anger at-
tacks (AA) in both disorders can further our knowledge about 
the relationship between anger attacks and affective disorders. 
With this background, the goal of the present research was to 
compare the prevalence, socio-clinical factors and impact of 
AA in patients experiencing an episode of bipolar depression 
(BD group) or recurrent depression (RDD group). It was hy-
pothesized that irrespective of the type of depression (RDD 
or BD), subjects would have a high prevalence of AA and that 
it would impact their quality of life in a negative way.

METHODOLOGY

The study was conducted at the Department of Psychiatry, 
Postgraduate Institute of Medical Education & Research 
(PGIMER) in Chandigarh, India. The Ethics Committee 
of the Department approved the study. A cross-sectional de-
sign was employed. All consecutive patients reporting to the 
outpatient clinic between April 2003 and June 2003 were 
screened. Those with any organic brain syndrome, psychotic 
disorder, and comorbid substance abuse (other than tobacco) 
were excluded. Patients between the ages of 20 to 60 years, 
who were able to read and write Hindi and who fulfilled the 
ICD-10 (World Health Organization 1992) criteria for BD 
(excluding depression with psychotic symptoms) were ap-
proached about participating in the study. Only those who 
agreed to participate in the study and who gave a written in-
formed consent were included in the study and assessed by a 
qualified psychiatrist. 

Using the same exclusion and inclusion criteria, a control 
group of RDD patients with similar socio-demographic vari-
ables as the BD group were recruited. 

For both the groups, the diagnosis was made based on a clini-
cal interview by a qualified psychiatrist. 

The assessment lasted 45-60 minutes and was performed dur-

ing a single session using the following instruments:

1. Sociodemographic profile sheet: Was developed for this 
study and included variables like age, gender, education, oc-
cupation, religion, marital status and locality. 

2. Clinical profile sheet: Assessed the following variables: 
duration of illness, duration of treatment, aggressive acts in 
the last month (threatening to leave, refusal to talk, sulking, 
yelling, stamping or slamming the door, breaking and throw-
ing objects at or not at a person, and threatening or trying to 
physically hurt others), and the direction of the aggressive acts 
(towards a spouse, parents, children, other relatives, friends, 
colleagues, others). 

3. Anger Attack Questionnaire (AAQ)(Fava et al 1990): A 
self-rated questionnaire used to determine the presence or ab-
sence of anger attacks. An anger attack is defined as a spell 
of anger inappropriate to the situation and accompanied by 
irritability and physical features resembling a panic attack. 
The first item in the instrument enquires about the frequency 
of anger attacks and the remaining items enquire about 13 
autonomic and behavioural symptoms using ‘Yes’ or ‘No’ 
questions. Most of the studies on anger attacks by Fava et al 
(Fava et al. 1993a, Fava et al. 1993b, Fava and Rosenbaum 
1997, Fava and Rosenbaum 1999, Fava et al. 2000) and oth-
ers (Sayar et al. 2000, Painuly et al. 2007, Mammen et al. 
1997, Tedlow et al. 1997) are based on this scale. A Hindi 
translation of the AAQ was used and was made by following 
the standard protocol of translation and back-translation used 
in one of our previous studies (Painuly et al. 2007). 

4. Irritability, Depression and Anxiety Scale (IDA)(Snaith 
and Taylor 1985):  A self-rated scale for assessment of irrita-
bility, depression and anxiety in clinical situations (consider-
ing the significant relationship between these three moods). It 
consists of 18 items - 8 for irritability and 5 each for depres-
sion and anxiety. Four each of the 8 items for irritability re-
late to expression of irritability outwardly and inwardly. Each 
item is rated on 4 point scale. The irritability, depression and 
anxiety subscales of IDA have significant correlations with 
other similar scales and satisfy the requirements for concur-
rent validity (Snaith et al. 1970). A Hindi translation of the 
IDA was used which was obtained after adopting the standard 
protocol of translation and back-translation in one of our pre-
vious studies (Painuly et al. 2007).

5. World Health Organization Quality of Life – BREF 
Version (WHOQOL Bref, Hindi version)(Saxena et al. 
1998): A self-administered questionnaire, which is available 
in multiple languages.  For this study, the Hindi language ver-
sion was used. WHOQOL-Bref places emphasis on subjec-
tive evaluation of health and living conditions. Four domains 
of QOL are measured: physical health, psychological health, 
social relationships, and environment. The scale has 26 items 
scored from 1 to 5 with a total score range of 26-130, with 
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higher scores indicating better QOL. It has been shown to 
have good discriminant validity, concurrent validity, internal 
consistency, and test-retest reliability and its psychometric 
properties have been found to be comparable to those of the 
full 100 item version (WHOQOL-100)(Saxena et al. 1998, 
Orley et al. 1998).

Data analysis: The RDD and BD groups (and sub-groups 
with and without AA) were compared according to their so-
ciodemographic, clinical and QOL parameters using a Chi-
square test, unpaired t-test, and Mann-Whitney U test. 

RESULTS

The study groups was comprised of currently depressed subjects 
with a lifetime diagnosis of BD (N=22) and RDD (N=22). 
The two groups were matched based on socio-clinical variables.

Prevalence of AA

AA were present in 62.5% of subjects in the RDD group 
compared to 54.5% of subjects in the BD group. When the 
2 groups were compared using the Chi-square test, the differ-
ence was not significant. 

Comparison between BD and RDD Group 

Although both the groups were matched (i.e. with no signifi-
cant differences when compared using the Chi-square test) 
on various socio-demographic variables, the BD group had 
an equal gender distribution, whereas the RDD group had a 
female preponderance (66.66%). 

In comparison to the RDD group, subjects in the BD group 
had more ‘never married’ subjects (22.72% vs 12.50%) and 
more subjects from urban environments (63.64% vs 58.33%), 
and nuclear families (72.72% vs 62.50%), and had a longer 

Table 1. Demographic and clinical profile of bipolar and recurrent depressive groups and subgroups with or without anger attacks 
Variables BD

Whole group
(n=22)
Mean (SD)/
n (%)

RDD
Whole group
(n=22)
Mean (SD)/   n 
(%)

BD
With AA 
(n= 12)
Mean (SD)/
 n (%)

BD
Without AA (n= 
10)
Mean (SD)/ 
n (%)

RDD
With AA
(n=15)
Mean (SD)/
n (%)

RDD 
Without AA 
(n=7)
Mean (SD)/ 
n (%)

Age in years # 37.04 (12.14) 37.63 (11.14) 42.75 (12.32) 30.20 (7.94) 35.53 (10.96) 42.14 (10.94)
Gender Male
 Female

11 (50)
11 (50)

08 (33.33)
14 (66.66)

06 (50)
06 (50)

05 (50)
05 (50)

06 (40)
09 (60)

02 (22.22)
05 (81.88)

Marital status Married
 Never Married 

17 (77.18)
05 (22.72)

19 (87.50)
03 (12.50)

10 (83.33)
02 (16.66)

07 (70)
03 (30)

12  (80)
03  (20)

07 (100)
00  (00)

Occupation Employed
 Unemployed
 housewife 

09 (40.90)
06 (13.63)
07 (31.81)

10 (54.16)
03 (20.83)
09 (33.33)

04 (33.33)
03 (25.00)
05 (41.66)

05 (50)
03 (30)
02 (20)

08 (53.33)
02 (13.33)
06 (40)

02 (33.33)
01 (11.11)
03 (55.55)

Education < 10 years
 ≥ 10 years

08 (36.36)
14 (63.64)

03 (12.50)
19 (87.50)

07 (58.33)
05 (41.66)

01 (10)
09 (90)

02 (13.33)
13 (86.66)

01 (11.11)
06 (88.88)

Income in Indian Rupees per month 1404 (1032) 1581 (1342) 1227 (1050) 1617 (1022) 1553 (1296) 1642 (1541)
Religion Hindu
 Others

16 (72.72)
06 (27.28)

14 (62.50)
08 (37.50)

07 (58.33)
05 (41.66)

09 (90)
01 (10)

10 (66.66)
05 (33.33)

04 (55.55)
03 (44.44)

Family type Nuclear  
 Others

16 (72.72)
06 (27.28)

13 (62.50)
09 (37.50)

08 (66.66)
04 (33.33)

08 (80)
02 (20)

08 (53.33)
07 (46.66)

05 (77.77)
02 (22.22)

Locality Urban
 Rural

14 (63.64)
08 (36.36)

12 (58.33)
10 (41.66)

07 (58.33)
05 (41.66)

07 (70)
03 (30)

08 (53.33)
07 (46.66)

04 (66.66)
03 (33.33)

Clinical Profile
Duration of current episode in months@ 22.68 ± 45.84 4.34±2.85 3.00 ±3.04 46.30± 61.28 4.56 ± 3.07 3.85 ± 2.47
Duration of treatment for current episode in 
months@

4.56 ± 15.20 0.82±1.68 1.00 ± 2.54 8.85 ± 22.23 1.00 ± 2.02 0.45 ± 0.37

Irritability, Depression and Anxiety Scale
Depression 10.22 (5.87) 7.77 (2.84) 11.91(7.07) 8.20 (3.29) 7.86 (2.85) 7.57 (3.04)
Anxiety 07.27 (3.78) 6.95 (2.83) 8.16 (3.32) 6.20 (4.81) 7.13 (2.64) 6.57 (3.40)
Irritability-outwards 05.77 (2.94) 4.59 (3.58) 7.50 (2.27) 3.70 (2.26) 5.00 (3.90) 3.71 (2.81)
Irritability-inwards 06.54 (3.17) 5.77 (3.79) 7.08 (2.67) 5.90 (3.72) 6.20 (3.85) 4.85 (3.76)
WHOQOL- BREF
Physical health 16.90 (3.55) 19.00 (4.44) 17.08 (2.39) 16.70 (4.73) 18.00 (4.37) 21.14 (4.05)
Psychological health 15.00 (2.44) 16.13 (3.38) 14.75 (2.30) 15.30 (2.71) 15.33 (3.17) 17.85 (3.38)
Social relationship 08.54 (2.08) 10.00 (2.09)   8.16 (1.52)   9.00 (2.62)   9.40 (1.99) 11.28 (1.79)
Environmental health 23.09 (6.56) 24.59 (5.54) 21.83 (6.45) 24.60 (6.71) 22.53 (4.95) 29.00 (4.12)
Total score 63.54 (10.90) 69.72 (13.44) 61.83 (9.93) 65.60 (12.16) 65.26 (12.17) 79.28 (11.41)
@compared using Mann Whitney test
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mean duration of the current episode and mean duration of 
treatment for the current episode (Table-1).

Irritability Depression and Anxiety Scale (Table-1): The 
IDA-measured severity of depression, anxiety, outward irri-
tability and inward irritability did not show any significant 
difference between the BD and RDD group. 

WHO Quality of Life Scale (Table-1):  On the WHOQOL-
Bref scale, BD and RDD groups did not show any significant 
difference in the domains of physical health, psychological 
health, environmental health and total QOL score. However, 
in terms of the social relationships domain, the BD group 
had a poorer QOL compared to the RDD group (t= -2.30, 
p<0.05).

Comparison of Subjects with and without AA in BD 
and RDD (Table 1)

To determine the effect of the presence of AA in either of the 
two groups, subjects with BD and AA (BD-AA) were com-
pared to subjects with BD without AA (BD-nonAA) and like-
wise subjects with RDD and AA (RDD-AA) were compared 
to RDD without AA (RDD-nonAA).  

The BD subgroups were comparable except that subjects in 
the BD-AA sub-group were older (t value= 2.77*, p<0.05), 
had a significantly higher score on the Irritability-Outwards 
component of IDA (t value= 3.90**, p<0.01), had a short-
er duration of illness (Mann Whitney Signed ranked value 
20.00**, p<0.01) and a shorter duration of treatment (Mann 
Whitney Signed ranked value 28.00*, p<0.05). The subjects 
in the RDD-AA sub-group were comparable to the RDD-
nonAA sub-group on all variables except for the WHOQOL-
Bref social relationship domain (t value= -2.12*, p<0.05), en-
vironment domain (t value= 2.99**, p=0.01) and total QOL 
scores (t value= 2.56*, p<0.05).

The sub-groups with and without AA were also compared 
(i.e. the BD-AA subgroup was compared to the RDD-AA 
subgroup and the BD-nonAA subgroup was compared to the 
RDD-nonAA subgroup) according to socio-clinical, IDA and 
QOL variables. The sub-groups with AA did not differ from 
each other on any of the socio-clinical, IDA and QOL vari-
ables. However, the non-AA sub-group analyses showed that 
the subjects in the RDD-nonAA sub-group were older (t= 
-2.61*; p<0.05) and had higher scores on the WHOQOL-
total score (t= -2.33*; p<0.05) compared to the BD-nonAA 
sub-group.

DISCUSSION

Anger is an unpleasant emotion. As part of a psychiatric syn-
drome, AA may be associated with treatment non-adherence, 
violence, suicidality (Fava et al. 1993a, Fava et al. 1993b, 

Mammen et al. 1997, Oquendo et al. 2000) and interper-
sonal problems at home and at work. In the past, AA has 
been studied mainly in relation to unipolar depression and 
only a few studies have reported on anger attacks in bipolar 
depression (Perlis et al. 2004, Jain et al. 1997, Mammen et al. 
2004). We attempted to study the phenomenon of AA in BD 
using a matched sample of patients with RDD.  

The  62.5% prevalence of AA in the RDD group reported in 
this study is similar to the previous research which reported 
a prevalence rate of 40-60% in unipolar depression (Fava 
1998). The AA prevalence rate of 54.5% for the BD group is 
also in line with the existing literature (Perlis et al. 2004, Jain 
et al. 1997, Mammen et al. 2004). However, the finding that 
there was a higher prevalence of AA in the RDD group com-
pared to the BD group contradicts the study done by Perlis 
et al (2004) which suggested that AA occurs at a more or less 
similar frequency in RDD and BD.

Previous studies by Perlis et al (2004) and Jain et al (2007) 
have suggested various stances on AA as a predictor of bipo-
larity and unipolarity respectively, however the results in this 
study suggest that AA may not be a clinically distinguishing 
feature between bipolar and unipolar disorders. Mammen et 
al (2004) reported a prevalence rate of 38.6% for AA in BD 
and concluded, similarly to our study, that the presence of AA 
may not be useful for distinguishing between bipolar and uni-
polar depression and subthreshold mixed states. Additionally, 
Mammen et al (2004) further questioned the low prevalence 
of AA in unipolar depression reported by Perlis et al (2004). 
High prevalence rates of AA in both groups probably suggest 
that the current nosological systems may not be able to cap-
ture the complete picture of depression (including the emo-
tion of irritability). However, one may argue that the presence 
of AA should alert us to the underlying possibility of a mood 
disorder in a given patient (Perlis et al. 2004).

In our study, BD subjects with AA were found to be older, 
had a shorter duration of illness and shorter duration of treat-
ment than BD patients without AA. This probably suggests 
that anger attacks are more prevalent in the initial part of the 
BD episode. 

To determine if the findings in both the BD and RDD 
groups were reflected in the respective sub-groups having AA, 
we compared BD-AA with RDD-AA and BD-nonAA with 
RDD-nonAA. The BD-AA and RDD-AA sub-groups were 
comparable, whereas the RDD-nonAA had a better QOL 
in comparison to the BD-nonAA group. For the most part, 
these sub-group analyses were comparable, indicating that the 
results seen within each group are similar to what is seen be-
tween sub-groups. Thus, it may be argued that the presence 
or absence of AA is not dependent on socio-clinical variables, 
though it did appear to influence QOL in the RDD patients.

The BD subjects with and without AA were compared to de-
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termine demographic and clinical features that may distinguish 
them. The only difference was a higher outward expression of 
irritability in the AA sub-group. Overall, the similarities out-
weighed the differences, though the small sample size limited 
the statistical power in our preliminary analysis. The AA sub-
group amongst RDD subjects was comparable to the non-AA 
sub-group, except for a poorer QOL. Taking into account 
other comparisons, it was evident that the RDD-nonAA group 
generally had a better QOL than other sub-groups. Overall, the 
QOL scores were higher for RDD (and its sub-groups) com-
pared to BD (and its sub-groups) indicating a better perceived 
QOL by patients with RDD (with or without AA).

To summarize, AA are equally prevalent in unipolar and bipo-
lar depression, are not influenced by socio-clinical variables, 
and have a comparable impact on the subjective QOL in both 
groups. Our results are generally similar to those found in the 
previous literature (Mammen et al, 2004; Perris et al, 2004) 

and indicate that AA may be as common a feature of bipolar 
depression as well as unipolar depression, and is thus prob-
ably independent of the polarity of the mood disorder. 

However, our study was limited by a small sample size, lack of 
a control group, limited variables under study, lack of a struc-
tured assessment for co-morbid personality traits/disorders 
and lack of use of standard instruments like Hamilton depres-
sion rating scale (HDRS) or Montgomery Asberg Depression 
rating scale (MADRS).

Nevertheless, the findings are relevant as this is one of the very 
few studies from a developing country setting where limited 
linguistic competence leads to a ‘more somatic than cognitive 
expression’ of symptoms (Varma and Gupta 2008) that also 
assessed the potential impact of AA (as measured by QOL). 
Longitudinal, large-sample, cross-cultural based studies are 
needed to further our understanding of AA in bipolar disorder.
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