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Relationship between personality traits 
and panic disorder

Panic disorder is a chronic course disorder that causes 
important distress and impaired social function. The 
relationship between personality disorders and panic 
disorder has been studied, and determines its severity, course 
and treatment, but it has not been studied the relationship 
between personality traits and outcome of panic disorder. 
82 patients with a first episode of panic disorder are selected 
and followed during 1 year, to analyze the existence and 
kind of relationship between their personality traits and the 
outcome of their disorder. 
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Relación entre rasgos de personalidad y evolución 
del trastorno de angustia

El trastorno de angustia es un trastorno de curso cróni-
co que causa importante malestar y un deterioro de la fun-
ción social. La relación entre trastornos de la personalidad y 
trastorno de angustia ha sido estudiada, y determina la seve-
ridad, curso y tratamiento del mismo, pero no se ha estudia-
do tanto la relación entre rasgos de personalidad y ansiedad. 
Ochenta y dos pacientes con un primer episodio de trastorno 
de angustia son seleccionados y seguidos durante un año, 
para estudiar la existencia y tipo de relación entre sus rasgos 
de personalidad y el curso evolutivo de su trastorno. 
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INTRODUCTION

Panic disorder (PD) is a chronic and fluctuating disease 
that generates intense malaise, entailing worse quality of 
life and social deterioration.1 It is calculated that there is a 
6.4% prevalence-year in Europe. This is one of the 10 
principal causes of lost days of work, with high costs.2 This 
has also been studied in countries as the United States of 
America or Australia.3,4 

Its etiopathogeny includes the following factors:  A) 
Genetic: Vulnerability in persons having affected first degree 
relatives is greater,5,6 although the transmission mechanism 
is unknown.7 Investigations have focused on phenotype 
studies,  studies on association and interactions and 
pharmacogenetic studies.8,9  B) Biological: In PD, there is 
hypersensitivity of many brain areas, causing behavioral, 
vegetative, and neuroendocrine changes10-12 as well as non-
specific EEG abnormalities in 25% of the patients. 
Provocation studies show vulnerability against some 
substances compared to the controls.13  C) Psychosocial: 
appearance and maintenance of negative or distorted 
cognitions14 explain the PD. Stressful events, losses, abuses 
and migratory phenomena are also involved.15-18

Pharmacological and psychotherapy treatments are 
available for panic disorder.19 PD requires an individualized 
approach and solid therapeutic alliance, this being included 
in the principal clinical guidelines.20-22

Several factors are related to the course of panic 
disorder. Among the most outstanding are presence of 
agoraphobia at the onset, coexistence of social phobia, 
post-traumatic stress disorder, or involvement of daily 
functioning.23-25 Better understanding of them can help to 
identify patients at risk of suffering more resistant symptoms 
and planning of the treatment.26 One factor related with 
worse course and adherence of PD is comorbidity with a 
personality disorder.27 Personality disorders may affect 
severity of the panic disorder (PD) picture28  regarding its 
course and response to short-term drug treatment29 and the 
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efficacy of cognitive-behavioral treatment in many cases.30

Personality disorders most associated to PD are cluster C 
and the traits that occur in them. However, there are also 
associations with those of cluster B, so that patients with PD 
and said characteristics are more dysfunctions, take longer 
to improve or suffer more recurrences. Thus, it can be stated 
that the existing comorbidity between PD and personality 
disorder implies an early onset age of PD, more several 
symptoms and worse course of PD.28-31 

The relation existing between personality traits (PT) and 
PD is also interesting. According to the DSM-IV, PTs are 
persistent patterns of ways of perceiving, relating and thinking 
about oneself and the setting that are manifested in a wide 
range of social and personal contexts32 which may be 
pathological or not. It has been observed that there are PTs 
that are  associated more frequently to panic disorder (PD), 

such as the following dimensions: phobic, passive-aggressive, 
self-destructive, schizotypal, borderline, paranoiac, anxiety, 
histeriform, dysthymia, drug abuse, psychotic thoughts and 
major depression.33 However, it is not clear if there is any 
relation between PT and long term evolution of PD, and to 
what degree they could be used as their predictors.34 There are 
also studies that suggest the influence of anxious symptoms 
in the PTs, exaggerating them, and their consequent scores on 
the instruments that evaluate this influence. It is possible that 
this would not reflect the premorbid functioning of the 
patients and stresses the need to compare the PT after an 
adequate period of treatment in later studies.35 

Our objective is to see if there is a relationship between 
the personality traits and evolution at one year of treatment 
of panic disorder in its earliest phases. It is interesting 
because there are very few studies that show data on this 
and because knowledge of this could have applications in 
the etiopathogeny of the PD, new therapeutic approaches 
and comorbidity with the personality.

METHODOLOGY

The patients originated from the Panic Disorders 
Program of the Hospital Universitario Marqués de Valdecilla, 
in Santander. This program was created to study and treat 
PD in its initial phases. They had not been previously treated 
and did not have any other psychiatric condition. This made 
it possible to follow them up from the first de novo symptoms 
and to obtain a more complete and specific idea about PD 
and its approach. Furthermore, these programs are 
characterized by minimum data “contamination” because 
the patient remembers them more accurately than a long-
term patient. The bias of the cross-sectional sample section, 
which can include patients who are more resistant to 
treatment is avoided. Furthermore, as they are untreated 
patient, the disease manifestations do not change. 

Inclusion criteria:

 - Patients with principal diagnosis of PD with or without 
agoraphobia who have not received previous treatment 
for the disorder (e.g. effective drugs at sufficient doses 
for the necessary time - 2 previous months).

 - Belonging to the Mental Health Units Area of Santander. 

 - Age over 18 years.

Exclusion criteria: 

 - Patients for whom it is considered that the PD is 
secondary to another mental disorder.

 - Patients with problems to fill out the evaluation 
instruments and to follow the psychotherapeutic 
indications: Mental retardation and illiteracy.

 - Pregnant patients or those with likelihood of becoming 
pregnant during the protocol.

 - Patients with repeated failure of therapeutic compliance.

Treatment of the patients: A) Pharmacotherapy: 
citalopram 20-40 mg/day, fluoxetine 20-40 mg/day, 
fluvoxamine 100-300 mg/day, paroxetine 20-60 mg/day, 
sertraline 50-200 mg/day, and up to 5 mg/day of diazepam 
or equivalent dose of another benzodiazepine if considered 
necessary and B) psychotherapy:  Panic Management 
Program, supported by many studies.36-38 It consists of 12 
weekly sessions with the possibility of 4 additional sessions 
if agoraphobia persists. It includes psychoeducation, 
progressive muscular relaxation technique, cognitive 
component and behavioral component.   

Evaluation instruments: To confirm the psychiatric 
diagnosis, the structured diagnostic interview Mini 
International Neuropsychiatric Interview (MINI)39 was used. 
The severity of the picture was evaluated with the Clinical 
Global Impression (CGI) scale.40 The Millon Clinical Multiaxial 
Inventory or MCMI-II41 evaluated the PTs.

Study design: An observational, retrospective 
naturalistic study was designed to see the relation existing 
between the variables of evolution at one year and the PT. 
The SPSS program, version 12.0, was used for the statistical 
analysis.

Course: We consider that those patients who obtain 
scores of less than 50% of those registered at the initiation 
of the study on the CGI scale after one year of treatment 
and follow-up to have a good course. Patients with poor 
course were those who obtained scores greater than or 
equal to 50% after said year.

Personality traits: The values for the items schizoid, 
schizotypal, paranoid, narcissist, antisocial, histrionic, 
borderline, phobic, compulsive and dependent of the MCMI-
II, collected at the onset and end of the program were used 
for this variable. 
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RESULTS

Of the 256 patients enrolled in the Program, 92 were 
initially excluded because they had exclusion criteria in the 

first evaluation, 85 because they did not meet the study 
criteria and 6 because they were discharged due to remission 
before one year so that the data required were not available. 
Finally, 82 patients remained in the study.

Table 1              Sample characteristics

Frequency Percentage

Age Mean: 34.5±10.054

Gender Male
Female

24
58

29.3
70.7

Civil Status Married/partner
Single
Divorced
Widow(er)

45
31
5
1

54.9
37.8
6.1
1.2

Studies Basic
Middle
Upper

28
37
17

34.1
45.1
20.7

Occupation Working
Housework
Unemployed 
Retired
Student

57
11
3
3
8

69.5
13.4
3.7
3.7
9.8

Social Class Professional Managers 
Wage earners
Workers

20
47
15

24.4
57.3
18.3

Psychiatric Family backgrounds Absent
Present

45
37

54.8
45.2

Personal backgrounds (vital 
pathology)

Absent
Present

76
6

92.6
7.3

Alcohol 0-60 g/week
61-120 g/week
121-180 g/week
180-240 g/week

70
7
3
2

85.5
8.5
3.6
2.4

Smoking habit 0-10 /day
10-20 /day
>20 /day

62
17
3

75.6
20.4
3.6

Drugs No drugs
Sporadic
Habitual

80
1
1

97.6
1.2
1.2

Precipitators of the episode Absence
Presence
Cannot specify

43
27
12

52.4
32.9
14.7

First symptom of the panic 
episode

Cannot specify
Palpitations
Sweating
Suffocation
Choking
Chest tightness
Nausea
Dizziness
Derealization
Depersonalization
Loss of control
Numbing

1
7
1
22
2
6
7
15
4
2
1
4

1.2
8.5
1.2
26.8
2.4
7.3
8.5
18.3
4.9
2.4
1.2
4.9
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Characteristics of the sample: The sociodemographic and 
clinical characteristics of the sample are collected in table 1. 
The following comorbid psychiatric pathologies were found: 
specific phobia (24.1%), major depressive disorder (15.7%), 
generalized anxiety (8.4%), eating disorders (6.3%), obsessive-
compulsive disorder (1.2%, social phobia (1.2%) and psychosis 
(1.2%).  Of these, 65.1% evolved with agoraphobia at the 
onset (evaluated with the MINI) (Table 1).

Characteristics of the variables: The mean score of the 
CGI scale at onset was 4.33±0.98 points (max=7; min=3) and 
at one year of follow-up was 1.65±0.93 (max=4; min=1). 
Mean percentage of improvement was 60.04 % (95% 
CI±25.15; max=100%; min=-66.67%). Regarding the PT, net 
scores both at the onset of the study and at one year were 
less than 75 in all the items. They were distributed normally 
in our sample (p<0.05 with the Student’s T score). 

Relation between variables: Pearson’s index showed a 
weak direct relation (<50%) between severity at onset 
according to the CGI and higher scores in the following 
personality traits - schizoid, histrionic, narcissist, antisocial, 
compulsive and paranoid. No significant relation p=0.05 was 
found for Schizotypal, phobic and borderline (however, there 
was a weak direct relation with p=0.01) and there is an inverse 
weak relation with the dependent. A weak direct relation 
( =0.211±0.06) was also found between the presence of 
agoraphobia and initial severity. However, the linear regression 
analyses did not show a relation with good or bad evolution. 
The distribution of the direct scores of the PTs at the onset is 
equal among the patients with good and bad evolution of PT 
(Mann-Whitney U test with 95% CI show values of p>0.05). 
The Student’s T test for paired data indicates differences 
between the means of the initial scores and at one year of 
schizoid (p=0.008), schizotypal (p=0.018), borderline 
(p=0.000), phobic (p=0.007) and dependent (p=0.000) 
personality traits. However, the linear regression analyses do 
not show a relationship with evolution (p>0.05), following 
verification of the equality of variances with the Levene test 
(p>0.05). Said analyses also do not show a relation between 
the initial and final scores of the PT, measured independently, 
and the good or bad evolution of PD.

CONCLUSIONS 

Standing out as principal limitations of the study are: A) 
Evaluation of personality in this disorder, above all at the 
onset, may be affected by the symptoms and complications 
of the PD, aspects that are not considered in this study. B) 
Our sample is clinical, with the screening bias entailed in 
this. A community sample would be preferable. C) The study 
design is retrospective and relational, with its consequent 
biases, so that it is difficult to establish causal relations.

Up to date, personality traits and their influence on 
panic disorder continue to be an object of study.42 The first 

controversy arose when the PTs were measured with the 
MCMI-II, which is classically used to evaluate pathological 
personality. In order to consider it as pathological, the trait 
measured must obtain a net score greater than 75, this even 
being 85 according to some authors.41,43,44 As this did not 
occur in our sample, we consider the traits to be more or less 
exacerbated, but normal.

In our sample, we found significant standardization of 
schizoid, schizoid, schizotypal, borderline, phobic and 
dependent PT after one year of evolution of the PD. 
Marchessi et al.45 and Hoffart et al.46 also defend the 
paranoid, dependent and avoidance PTs decrease in intensity 
after correct pharmacological treatment of PD. The same 
does not occur with borderline PT, whose presence at the 
onset may worsen response to pharmacological treatment. 
However, with correct psychotherapeutic approach to the 
panic disorder, it is possible to obtain the same remission 
rates as in other patients.47 This indicates that borderline PT 
may affect the pharmacological response, but not the course 
of the PD, which also occurs in our sample.

There is a relation between initial severity of PD and a 
stronger presence of PT of the clusters A and B and of phobic 
and compulsive of cluster C. Bienvenu et al., on the contrary, 
showed that only the PTs related with dependence may be 
risk factors to suffer PD with and without agoraphobia and 
that their presence may be explained with low levels of 
extraversion. However, they point out the need for more 
studies that approach the relation of PD and PT,  including 
etiopathogenic association, evolution, approach and 
prevention.48-50

Carrera et at., using the NEO Five-Factor Inventory 
(NEO-FFI), concluded that there are no personality traits 
that are related with short-term evolution of PD.51 Already 
in 1990, J. Reich52 concluded that there was no relation 
between paranoid and borderline PT and the global evolution 
of PD. Our results speak about the absence of long-term 
relation, providing new data in this regards.

Kipper et al. showed that there is a decrease in the 
MMPI scores (Minnesota Multiphasic Personality Inventory) 
at 16 weeks of treatment with sertraline in a sample of 
patients with PD. They formulated new hypotheses on the 
relation between PT and anxiety.53 If we keep this in mind, it 
can be deduced that there is no relation between the traits 
analyzed and evolution of PD, as also occurs in our study. 
Võhma et al. reached the same conclusion, using the SSP 
(Swedish Universities Scales of Personality).54

Therefore, having more pronounced PTs does not affect 
the potential evolution of PD. As a result of this, we cannot 
use them as predictors. Regarding their clinical application, 
we can conclude that when PDs are correctly and 
comprehensively treated, evolution can be good 
independently of the character traits of the patients, at least 
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in some early phases and that in the beginning, specific 
programs do not need to be designed for certain subtypes of 
patients.

REFERENCES

1. Mendlowicz MV, Stein MB. Quality of Life in Individuals 
with Anxiety Disorders. American Journal of Psychiatry. 
2000;157:669-82.

2. Alonso J, Angermeyer MC, Bernert S, Bruffaerts R, Brugha 
TS, Bryson H, et al. Prevalence of mental disorders in Europe: 
Results from the European Study of the Epidemiology of 
Mental Disorders (ESEMeD) project. Acta Psychiatr Scand. 
2004;(420):21-7.

3. Rice DP, Miller LS. The economic burden of mental disorders. 
Advances in Health Economics and Health Services Research. 
1993;14:37-53.

4. Rees CS, Richards JC, Smith LM. Medical utilisation and costs 
in panic disorder: a comparison with social phobia. Journal of 
Anxiety Disorders. 1998;12:421-35. 

5. Weissman MM, Wickramaratne P, Adams PB, Lish JD, Horwath 
E, Charney D, et al. The relationship between panic disorder 
and major depression: a new family study. Arch Gen Psychiatry. 
1993;50:767-80

6. Hettema JM, Neale MC, Kendler KS. A review and meta-
analysis of the genetic epidemiology of anxiety disorders. Am J 
Psychiatry. 2001;158:1568-78.

7. Van den Heuvel OA, van de Wetering BJD, Veltman DJ,  PAuls 
DL. Genetic studies on panic disorder: a review. J Clin Psychiatry. 
2000;61.

8. Na HR, Kang EH, Lee JH, Yu BH. The genetic basis of panic 
disorder. J Korean Med Sci. 2011 Jun;26(6):701-10. 

9. Schumacher J, Kristensen AS, Wendland JR, Nöthen MM, Mors 
O, McMahon FJ. The genetics of panic disorder. J Med Genet. 
2011 Jun;48(6):361-8. doi: 10.1136/jmg.2010.086876. 

10. Van den Heuvel OA, Veltman DJ, Groenewegen HJ, Witter MP, 
Merkelbach J, Cath DC, et al. Disorder-specifi c neuroanatomical 
correlates of attentional bias in obsessive-compulsive disorder, 
panic disorder, and hypochondriasis. Arch Gen Psychiatry. 2005 
Aug;62(8):922-33.

11. Gorman JM, Kent JM, Sullivan GM, Coplan JD. Neuroanatomical 
hypothesis of panic disorder, revised. Am J Psychiatry. 2000 
Apr;157(4):493-505.

12. Nash JR, Sargent PA, Rabiner EA, Hood SD, Argyropoulos SV, 
Potokar JP, et al. Serotonin 5-HT1A receptor binding in people 
with panic disorder: positron emission tomography study. Br J 
Psychiatry. 2008 Sep;193(3):229-34.

13. Herrán A, Sierra-Biddle D, Carrera M, Ayestarán A, Vázquez-
Barquero JL, Blanco L, et al. Avances biológicos en el Trastorno 
de Pánico. Monografías de Psiquiatría. 2002;Oct-Dic:5. 

14.  Clark DM. A cognitive approach to panic. Behav Res Ther. 
1986;24:461-70.

15. Horesh N, Amir M, Kedem P, Goldberger Y, Kotler M. Life events 
in childhood, adolescence and adulthood and the relationship to 
panic disorder. Acta Psychiatr Scand. 1997;96373-8.

16. Tweed JL, Schoenbach VJ, George LK, Blazer DG. The effects of 
childhood parental death and divorce on six-month history of 
anxiety disorders. Br J Psychiatry. 1989;154:823-8.

17. Stein MB, Walker JR, Anderson G, Hazen AL, Ross CA, Eldridge 
G, et al. Childhood physical and sexual abuse in patients with 
anxiety disorders and in a community sample. Am J Psychiatry. 
1996;153:275-77.

18. Ramírez D. Epidemiología. En: Evidencia científi ca en ansiedad y 

depresión. Organización Médica Colegial. Ministerio de Sanidad 
y Consumo. Madrid: Ed. IM&C, 2005.

19. Kumar S, Malone D. Panic disorder. Clin Evid.  2008;12:1010.
20. American Psychiatric Association. Practice guideline for 

the treatment of pacients with panic disorder. Second ed. 
Washington DC: American Psychiatric Association, 2010.

21. National Institute for Health and Clinical Excellence (NICE). 
Clinical guideline 22 (amended). Anxiety: management of 
anxiety (panic disorder, with or without agoraphobia, and 
generalised anxiety disorder) in adults in primary, secondary 
and community care. London: National Institute for Health and 
Clinical Excellence, 2007.

22. Taylor D, Paton C, Kapur S. The Maudsley Prescribing Guidelines. 
10ª ed. London: Informa Healthcare, 2009. 

23. Andersch S, Hetta J. A 15-year follow-up study of patients with 
panic disorder. Eur Psychiatry. 2003 Dec;18(8):401-8.

24. Bruce SE, Yonkers KA, Otto MW, Eisen JL, Weisberg RB, Pagano 
M, et al. Infl uence of psychiatric comorbidity on recovery and 
recurrence in generalized anxiety disorder, social phobia, and 
panic disorder: a 12-year prospective study. Am J Psychiatry. 
2005;162:1179-87.

25. Carrera M, Herrán A, Ayuso-Mateos JL, Sierra-Biddle D, Ramírez 
ML, Ayestarán A, et al. Quality of life in early phases of panic 
disorder: predictive factors. J Affect Disord. 2006;94:127-34.

26. Chavira DA, Stein MB, Golinelli D, Sherbourne CD, Craske 
MG, Sullivan G, et al. Predictors of clinical improvement in a 
randomized effectiveness trial for primary care patients with 
panic disorder. J Nerv Ment Dis. 2009 Oct;197(10):715-21.

27. Tyrer P, Seivewright H, Johnson T. The Nottingham Study of 
Neurotic Disorder: predictors of 12-year outcome of dysthymic, 
panic and generalized anxiety disorder. Psychol Med. 2004 Nov; 
34(8):1385-94.

28. Ozkan M, Altindag A. Comorbid personality disorders in subjects 
with panic disorder: do personality disorders increase clinical 
severity? Compr Psychiatry. 2005 Jan-Feb;46(1):20-6. 

29. Herrán A, Sierra-Biddle D, Cortázar E, Ayestarán A, Díez L. Factores 
predictores en la respuesta al tratamiento farmacológico en el 
trastorno de angustia. www.psiquiatria.com [en línea] 2002 
[fecha de acceso 19/05/2011]; 6(5). URL disponible en: http://
www.bibliopsiquis.com/bibliopsiquis/bitstream/10401/1129/3/
psiquiatriacom_2002_6_5_4.pdf

30. Mennin DS, Heimberg RG. The impact of comorbid mood and 
personality disorders in the cognitive-behavioral treatment of 
panic disorder. Clinical Psychology Review. 2000,20(3):339-57.

31. Cowley DS, Flick SN, Roy-Byrne PP. Long-term course and 
outcome in panic disorder: a naturalistic follow-up study. 
Anxiety. 1996;2(1):13-21.

32. American Psychiatric Association. Diagnostic and statistical 
manual of mental disorders, (4 Ed.) Washington: APA, 1994.

33. Carrera M. La personalidad en el trastorno de angustia. [Tesis 
Doctoral]. Universidad de Cantabria, 2002.

34. Katschnig H, Amering M. The long-term course of panic disorder 
and its predictors. J Clin Psychopharmacol. 1998 Dec;18(6 Suppl 
2):6S-11S.

35. Carrera M, Ayestarán A, Herrán A, Sierra-Biddle D, Cortázar 
E, Vázquez-Barquero JL. Estados emocionales y perfi l de 
personalidad en pacientes con trastorno de angustia. IV Congreso 
Virtual de Psiquiatría 1-28 Febrero 2003 [Citado 29/05/2011]; 
Conferencia 15m1conf2.

36. Barlow DH, Craske MG. Mastery of your anxiety and panic. II. 
Albany, N.Y.: Graywind, 1994.

37. Gould RA, Otto MW, Pollack MH. A meta-analysis of treatment 
outcome for panic disorder. CLin Psychol Rev. 1995;15:819-44.

38. Craske MG, CeCola JP, Sachs AD, Pontillo DC. Panic control 

35



Relationship between personality traits and panic disorderBárbara Navarro, et al.

32 Actas Esp Psiquiatr 2013;41(1):27-32

treatment for agoraphobia. J Anxiety Disord. 2003;17:321-33.
39. Sheehan D, Janavs J, Baker R, Harnett-Sheehan K, Knapp E, 

Sheehan M, et al. The Mini International Neuropsychiatric 
Interview (MINI). Journal of Clinical Psychiatry. 1999;60(Suppl 
18):39-62.

40. Guy W. Early Clinical Evaluation Unit (ECDEU) assessment 
manual for psychopharmacology. Revised. NIMH publication. 
Dept of Health, Education, and Welfare publication NO (Adm) 
76.338, Bethesda MD: National Institute of Mental Health, 
1976; pp. 217-22.

41. Millon T. Millon Clinical Multiaxial Inventory manual II. 
Minneapolis: National Computer Systems; 1987. Versión 
española: Millon T. Inventario Multiaxial Clínico de Millon, 
MCMI-II. Madrid; TEA Ediciones.

42. Johnson JG, Cohen P, Kasen S, Brook JS. Personality disorders 
evident by early adulthood and risk for anxiety disorders during 
middle adulthood. J Anxiety Disord. 2006;20(4):408-26.

43. Hsu LM, Maruish ME, Moreland ME. Conducting publishable 
research with the MCMI-II: psychometric and statistical issues. 
Minneapolis, MN: National Computer Systems, 1992. 

44. Miller HR, Goldberg JO, Streiner DL. The effects of the modifi er 
and correction indices on MCMI-II profi les. J Pers Assess. 
1993;60:477-85.

45. Marchesi C, Cantoni A, Fontò S, Giannelli MR, Maggini C. The 
effect of pharmacotherapy on personality disorders in panic 
disorder: a one year naturalistic study. J Affect Disord. 2005 
Dec;89(1-3):189-94.

46. Hoffart A, Hedley LM. Personality traits among panic disorder 
with agoraphobia patients before and after symptom-focused 
treatment. J Anxiety Disord. 1997 Jan-Feb;11(1):77-87.

47. Marchesi C, De Panfi lis C, Cantoni A, Fontò S, Giannelli MR, 
Maggini C. Personality disorders and response to medication 
treatment in panic disorder: a 1-year naturalistic study. 
Prog Neuropsychopharmacol Biol Psychiatry. 2006 Sep 
30;30(7):1240-5. 

48. Bienvenu OJ, Stein MB, Samuels JF, Onyike CU, Eaton WW, 
Nestadt G. Personality disorder traits as predictors of subsequent 
fi rst-onset panic disorder or agoraphobia. Compr Psychiatry. 
2009 May-Jun;50(3):209-14. 

49. Bienvenu OJ, Nestadt G, Samuels JF, Costa, PT, Howard WT, Eaton 
WW. Phobic, panic, and major depressive disorders and the fi ve-
factor model of personality. J Nerv Ment Dis. 2001;189(3):154-
61.

50. Bienvenu OJ. What is the meaning of associations between 
personality traits and anxiety and depressive disorders? Rev Bras 
Psiquiatr. 2007 Mar;29(1):3-4. 

51. Carrera M, Herrán A, Ramírez ML, Ayestarán A, Sierra-Biddle 
D, Hoyuela F, et al. Personality traits in early phases of panic 
disorder: implications on the presence of agoraphobia, clinical 
severity and short-term outcome. Acta Psychiatr Scand. 2006 
Dec;114(6):417-25.

52. Reich J. The effect of personality on placebo response in panic 
patients. J Nerv Ment Dis. 1990 Nov;178(11):699-702.

53. Kipper L, Wachleski C, Salum GA, Heldt E, Blaya C, Manfro GG. 
Can psychopharmacological treatment change personality 
traits in patients with panic disorder? Rev Bras Psiquiatr. 2009 
Dec;31(4):307-13.

54. Võhma U, Aluoja A, Vasar V, Shlik J, Maron E. Evaluation of 
personality traits in panic disorder using Swedish universities 
Scales of Personality. J Anxiety Disord. 2010Jan;24(1):141-6.

36


