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SUMMARY 
Background: The purpose of the current study is to investigate the relationship of symptoms of Posttraumatic Stress Disorder 

(PTSD) to childhood trauma and personality characteristics among patients with the diagnosis of mixed anxiety-depression disorder.  

Subjects and methods: A total of 130 patients who were admitted to the psychiatry outpatient and were diagnosed with mixed 

anxiety-depression disorder were conveniently sampled in the current study. In order for the researchers to complete the assessment,

the patients with a history of at least one traumatic experience (40.8%, n=53) were asked to complete a socio-demographic form, the 

Beck Anxiety Inventory and Beck Depression Inventory, the Childhood Trauma Questionnaire-Short Form, the Posttraumatic Stress 

Disorder Checklist-Civilian Version, and the Eysenck Personality Questionnaire Revised/Abbreviated Form.  

Results: One hundred thirty patients participated in the current study. In the study, 40.8 % of the patients (n=53) reported that 

they had been exposed to at least one traumatic event during their lifetime. Patients with a history of at least one traumatic 

experience (40.8%, n=53) were separated into two groups: those with a diagnosis of PTSD (n=21) (39.6%) and those without PTSD 

(n=32) (60.4%) (cut off score is 50 and above). The mean comparisons concluded that the group with PTSD and the group without 

PTSD were significantly different from each other in terms of depression and anxiety symptom severity, neuroticism, and history of 

physical abuse and neglect. Spearman’s correlation analysis revealed that PTSD severity was significantly and positively correlated 

with neuroticism, and with depression and anxiety symptom severity, as the scores were significantly and negatively correlated with 

extraversion. The two-step logistic analysis first revealed the severity of the depression symptom, and secondly, physical abuse

significantly predicted PTSD in the PTSD group.  

Conclusions: In patients with anxiety and/or depressive disorder, PTSD is one of the most frequently-observed comorbid 

psychiatric disorders. The current study revealed that a history of childhood trauma, neuroticism, and introversion can be 

considered risk factors for PTSD among patients with mixed anxiety-depression disorder in adulthood. Therefore, it should be taken 

into consideration that those neurotic and introverted patients with childhood trauma history could be more at risk for PTSD.  
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INTRODUCTION

Patients with a diagnosis of mixed anxiety-depres-

sion disorder manifest symptoms of both depression 

and anxiety at the same time. However, taken sepa-

rately, the symptoms of this phenomenon do not meet 

the diagnostic criteria (Hirschfeld 2001). While in stu-

dies differential diagnosis of anxiety and depression 

cannot be met in patients with mild manifestations, 

some of these patients are diagnosed mixed anxiety-

depression (Angst 1997).  

It is predicted that at least 50% of adults experience 

a traumatic event during their lifetime (Kessler et al. 

1995). Five-ten percent (5-10%) of those who have 

experienced a traumatic event develop posttraumatic 

stress disorder (PTSD). Other psychiatric disorders are 

observed to be comorbid with PTSD as well. It was 

revealed that 88% of those with a diagnosis of PTSD 

also have comorbid depression, anxiety, and abuse of at 

least one substance. Also, 59% of them have two diag-

noses comorbid with PTSD (Kessler et al. 1995, Ginz-

burg et al. 2010). It was determined that PTSD has a 

strong relationship with symptoms of anxiety and 

depression (Campell et al. 2015). 

Although traumatic events are an apriori condition 

for the development of PTSD, it is known that not every 

individual who experiences trauma develops PTSD. The 

experience of a traumatic event is not the only criterion. 

It is suggested that it is essential to examine the psycho-

logical meaning and effect of the event. One vital factor 

regarding the psychological meaning of the event is that 

the patient experienced the trauma in the early years of 

life (Burgess et al. 1995). Also, the type of events, 

environmental factors, the severity of the clinical mani-

festations of the trauma, personality dispositions, socio-

demographics, and previous history of mental health are 

found to be influential risk factors for the development 

of PTSD (Breslau et al. 1998). Higher neuroticism, 

introversion (Resnick et al. 1989, Breuslau & Davis 

1992), previous history of psychiatric disorders such as 
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anxiety or major depressive disorders (Ozgen & Aydın

1999), psychological meaning of the event, alcohol use, 

manifestations of borderline, paranoid, antisocial or 

dependent personality features, trauma exposure in early 

years of life (Breslau et al. 1998) are factors increasing 

the likelihood and severity of PTSD.  

Regarding childhood trauma, it was suggested that 

individuals develop behavioral coping strategies which 

are specifically calibrated to deal with childhood trauma 

(e.g., quick reaction, despair, avoidance, disruptive 

behaviors, etc.). These coping behaviors are transmitted 

into adulthood through cognitive schemata. It was 

thought that children who have been exposed to trau-

matic events perpetuate the early experience of their 

trauma. As adults, they may exhibit violent and abusive 

behavior, perpetuating the traumatic events of their past 

within relationships developed in adulthood (Burgess et 

al. 1995). It is known that exposure to early childhood 

trauma is found to be related to a number of psychiatric 

disorders, and it is accepted as a risk factor for the 

development of psychiatric disorders (Bryer et al. 1987). 

Studies have revealed that a history of childhood trauma 

is associated with PTSD in adulthood (McCutcheon et 

al. 2010), with personality disorders (Haller & Miles 

2004), and with psychiatric disorders such as substance 

abuse (Toker et al. 2011). It has been found that 11% of 

adult patients with PTSD experienced childhood trauma 

(Eilenberg et al. 1996). There has been specific em-

phasis on the relationship between a history of child-

hood trauma with anxiety and depression (Ozgen & 

Aydın 1999, Hovens et al. 2010, Orsel et al. 2011).  

Personality characteristics are one of the most im-

portant risk factors in the development of PTSD 

(Resnick 1989, Breuslau & Davis 1992). It was revealed 

that, as personality characteristics have an influential 

role in determining reactions in the aftermath of trau-

matic events (Campbell et al. 2015, Miller et al. 2012, 

Wolf et al. 2012), traumatic events also have an in-

fluence on changing personality characteristics (Widiger 

2011). It was suggested that neuroticism dimension of 

personality points out over responsiveness; and indivi-

duals with higher neuroticism could also be anxious, 

depressed, introverted and have low self-esteem 

(Eysenck & Eysenck 1985). Neuroticism is considered 

to be influential in the development of psychological 

problems (Ormal & Wohlfarth 1991) and anxiety 

disorders (Clark et al. 1994). While neuroticism may 

increase the sensitivity to PTSD, repeated exposure to 

traumatic events may increase neuroticism (Eberly et al. 

1991). It has been reported that there is a positive 

correlation between PTSD and neuroticism (Brodaty et 

al. 2004). A previous history of psychiatric disorders 

and neuroticism was found to be more influential in the 

development of PTSD than the severity of the stress 

caused by the traumatic event (McFarlane 1989). When 

the degree of extraversion is low, there is found to be a 

strong relationship between anxiety and PTSD (Campell 

et al. 2015). In patients who have PTSD comorbid with 

anxiety disorders and depression, a higher neuroticism 

and lower extraversion were found (Miller et al. 2012, 

Wolf et al. 2012).  

PTSD is frequently seen as a comorbid disorder with 

depression and anxiety disorders. In the literature so far, 

there has not been any study which examines the 

prevalence of PTSD in patients with a history of 

childhood trauma, and the relationship of PTSD with 

childhood traumas and personality types among patients 

with mixed anxiety-depression disorder. Mixed anxiety-

depression is a disorder in which the manifestation of 

depressive and anxiety symptoms are observed together, 

but these symptoms observed separately do not meet the 

criteria for an individual diagnosis of depression, or an 

individual diagnosis of anxiety. Therefore, exploring 

traumatic experiences and comorbid PTSD related to 

early experiences could be essential in patients without 

an individual diagnosis of anxiety disorders or de-

pression. The aim of the current study is to examine the 

relationship of PTSD symptoms to childhood trauma, to 

personality characteristics, and to depressive and 

anxiety symptoms in patients with the diagnosis of 

mixed anxiety-depression disorder. It is hypothesized 

that PTSD will be significantly predicted by childhood 

trauma, personality characteristics, and depressive and 

anxiety symptoms.  

SUBJECTS AND METHODS 

Patients, who sought treatment at the psychiatry cli-

nic at Turgut Ozal University during the period of July 

2014 to February 2015 were interviewed by a psychia-

trist using the ICD-10 criteria. Of these patients, 178 of 

them were diagnosed with mixed anxiety-depression 

disorder. These patients were orally informed about the 

current study and 130 patients volunteered to partici-

pate. The clinician excluded 48 patients who did not 

agree to participate in the study. Written informed 

consent forms were obtained from the patients who 

agreed to participate in the study. After the researchers 

conducted clinical interviews with the patients based on 

the ICD-10, the patients without a diagnosis of mixed 

anxiety-depression disorder, and those with depression, 

anxiety disorders (e.g., generalized anxiety disorder, 

social phobia, obsessive-compulsive disorder, panic dis-

order, etc.), somatoform, psychotic and bipolar disorders 

were excluded by the clinician. Initially, the patients with 

a diagnosis of mixed anxiety-depression disorder were 

asked one question about their previous exposure to trau-

matic events: “When individuals experience, witness, or 

are confronted with serious injury or death threats, or 

threats to their physical integrity or to the physical inte-

grity of others, people may face serious problems. Have 

you ever experienced, witnessed, or been confronted with 

at least one of these types of events during your life-

time?” The number of patients who answered this ques-

tion as “YES” was 53. These patients, who reported a 

history of traumatic events, completed the socio-
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demographic form, the Beck Depression Inventory, the 

Beck Anxiety Inventory, the PTSD Checklist-Civilian 

Version, the Eysenck Personality Questionnaire Revi-

sed/Abbreviated Form, and the Childhood Trauma Ques-

tionnaire. The patients were informed about the study 

and their consent was obtained. Ethical approval was 

received from the University’s ethics committee. 

Instruments 

Sociodemographic form: This form includes ques-

tions examining the participant’s age, gender, educational 

status, previous psychiatric history, and history of trauma. 

Beck Depression Inventory (BDI): This scale was ori-

ginally developed by Beck (1961). It is a self-report mea-

sure comprising 21 items that are rated in a range bet-

ween 0-63. Studies on the scale’s reliability and validity 

in the Turkish culture were conducted by Hisli (1989). 

Beck Anxiety Inventory (BAI): This scale was origi-

nally developed by Beck et al. (1988). It is a self-report 

measure comprising 21 items which are rated in a range 

between 0-63. Studies on the scale’s reliability and 

validity in the Turkish culture were conducted by 

Ulusoy et al. (1998). 

Posttraumatic Stress Disorder Checklist-Civilian 

Version (PCL-C): This scale was originally developed 

by Weathers et al. (1993). It contains 17 items and a 4-

point-likert-type scale that measures all symptoms of 

PTSD as defined in the DSM-IV. A total score above 50 

reveals a diagnosis of PTSD. The scale was adapted to 

the Turkish culture by Kocabasoglu et al. (2005). 

Eysenck Personality Questionnaire Revised/Abbre-

viated Form (EPQR-A): The initial form was comprised 

of 48 items, but the scale was revised, and the revised 

form includes only 24 items (Francis et al. 1992). The 

scale has three dimensions that measure personality, 

namely, extraversion, neuroticism and psychoticism. The 

Lie subscale was developed for control. Each factor has 

6 items. The scale was adapted to the Turkish culture by 

Karancı et al. (2007). Good reliability and validity sta-

tistics were reported as well (Karancı et al. 2007).  

Childhood Trauma Questionnaire-Short Form (CTQ-

28): This scale was originally developed by Bernstein in 

1994 as a 70-item self-report measure. Later, Bernstein 

revised the scale and it was shortened to include only 28 

items (Bernstein et al. 1994, Bernstein 2003). The scale 

has 5 factors which examine 5 types of childhood trau-

ma, namely, abuse and neglect, physical abuse, emo-

tional abuse, sexual abuse, and neglect. The scale was 

adapted to the Turkish culture by Sar et al. (2012). 

Statistical Analyses 

All statistical analyses were completed using the 

IBM SPSS 20.0. Group means, standard deviations and 

frequencies with percentages were given. Spearman’s 

correlation coefficients were calculated in order to 

determine the relationship of PTSD to anxiety and 

depressive symptom severity, to the Eysenck perso-

nality dimensions, and to childhood trauma in patients 

with a previous traumatic event history. The patients 

with a previous history of trauma were separated into 

two groups, namely, those with PTSD and those without 

PTSD. The means of the group with PTSD and the 

means of the group without PTSD were compared using 

the Mann-Whitney U test. A logistic regression analyses 

was completed in order to measure if the severity of the 

depressive and anxiety symptoms, the personality 

characteristics, and the childhood trauma could predict 

PTSD. This was completed in both the group with 

PTSD, and the group without PTSD. The significance 

level of the test was accepted as p<0.05.  

RESULTS 

One hundred thirty patients participated in the 

current study. Of these, 49.2 % of them were female 

(n=64), and 50.8 % of them were male (n=66). The 

mean age of the participants was 27.39 with a standard 

deviation of ±10.56. In the study, 40.8 % of the patients 

(n=53) reported that they had been exposed to at least 

one traumatic event during their lifetime. Of those with 

a previous history of trauma, 50.9 % were female 

(n=27) and 49.1 % were male (n=26). The mean age 

was 29.60 with a standard deviation of ±10.44. 

In patients with a previous history of at least one 

traumatic event (n=53), the PTSD severity had a signi-

ficantly high positive correlation with depressive 

symptom severity (r=0.74, p<0.01); a positive corre-

lation with anxiety symptom severity (r=0.49, p<0.01) 

and a neuroticism subscale of Eysenck personality 

dimensions (r=0.34, p<0.05). The PTSD severity had a 

significantly negative correlation with the extraversion 

subscale of Eysenck personality dimensions (r=-0.38, 

p<0.01) (Table 1). 

The mean scores of the severity of the depressive 

and anxiety symptoms, the Eysenck personality dimen-

sions and the childhood trauma in patients with a 

previous traumatic event history are summarized in 

Table 2. Patients with a previous history of traumatic 

events were separated into two groups, those with a 

diagnosis of PTSD and those without PTSD (cut off 

score is 50 and above). While 39.6 % of these patients 

(n=21) were in the PTSD group, 60.4 % of the patients 

(n=32) were in the group without PTSD. Of those who 

were in the group with PTSD, 47.6% are female (n=10), 

and 52.4 % are male (n=11). The mean age of the 

patients with a previous history of traumatic events was 

found to be 28.14 with a standard deviation of ±11.63.  

In the group with PTSD (n=21), the frequency distri-

bution across gender was insignificant ( 2=0.05, 

p=0.827). The means scores of those in the group with 

PTSD and the mean scores of those in the group without 

PTSD were compared across depressive and anxiety 

symptom severity, the Eysenck personality dimensions, 

and childhood traumas. Results of the Mann-Whitney U 

test revealed that the two groups were significantly 
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different from each other in terms of  neuroticism   

(Z=-2.31, p<0.05), anxiety (Z=-2.97, p<0.01) and depre-

ssive (Z=-4.93, p<0.01) symptom severity, physical 

neglect (Z=-1.97, p<0.05) and physical abuse (Z=-2.25, 

p<0.05) (Table 2). 

A logistic regression analysis was completed in 

order to measure the predictive capacity regarding 

PTSD of depressive and anxiety symptom severity, 

personality characteristics and childhood trauma, in 

both the group with PTSD and without PTSD. In the 

first step, the depressive and anxiety symptom severity 

was entered into the equation as control variables. The 

model was significant for the first step ( 2=30.08, 

p<0.001). However, only the depressive symptom 

severity was a significant predictor in the PTSD group 

( =0.16, Wald Z=13.06, Exp (B) =1.17, p<0.001). In 

the second step, the Eysenck personality dimensions and 

the reports of childhood traumas were entered into the 

equation. The model was still found to be significant 

( 2=44,09, p<0.001). Although the Eysenck personality 

dimensions and the reports of childhood traumas were 

added into the equation, the depressive symptom 

severity was still a significant predictor of the PTSD 

group ( =0.22, Wald Z=7.62, Exp (B) =1.24, p=0.006). 

Besides depressive symptom severity, only physical 

abuse was a significant predictor in the PTSD group 

( =1.04, Wald Z=5.36, Exp (B) =2.83, p=0.021). On the 

other hand, a variation of anxiety symptom severity was 

found to be at a statistical threshold in the prediction of 

PTSD in the PTSD group (p=0.046) (Table 3). 

Table 1. According to Spearman’s correlation analysis, relationship of PTSD symptom severity with depressive and 

anxiety symptom severity, childhood traumas, and personality characteristics 

PLC-C BDI BAI
Neuro-
ticism 

Extra-
version

Psycho-
ticism 

Lie
Emo-
tional 

neglect

Physical
neglect 

Emo-
tional 
abuse

Physical
abuse

Sexual 
abuse

BDI 0.74** 1

BAI 0.49** 0.50** 1

Neuroticism   0.34* 0.37**  0.12 1

Extraversion -0.38** -0.27* -0.15 -0.43** 1

Psychoticism   0.01  -0.04 -0.15  -0.22  0.29* 1

Lie -0.24 -0.23 -0.06  -0.07 0.03 -0.35** 1

Emotional neglect -0.28 -0.12   -0.35*  -0.19 0.25   0.12 -0.06 1

Physical neglect   0.23   0.22  0.16 0.35*   -0.19  -0.06 -0.07 -0.42** 1

Emotional abuse -0.25 -0.22 -0.14 -0.37**   0.31*  -0.03  0.04   0.24 -0.47** 1

Physical abuse   0.20   0.13  0.00   0.00   -0.07  -0.07 -0.14  -0.24   0.29* -0.01 1

Sexual abuse -0.24 -0.25 -0.19 -0.46** 0.19  -0.03  0.06 0.28* -0.57** 0.74**  -0.16 1

CTQ-28 Total -0.07 -0.13 -0.21 -0.36** 0.25   0.02 -0.11    0.24  -0.16 0.80** 0.32* 0.71**

PTSD: Posttraumatic Stress Disorder;   PCL-C: Posttraumatic Stress Disorder Checklist-Civilian Version;   BDI: Beck Depression 

Inventory;   BAI: Beck Anxiety Inventory;   CTQ-28: Childhood Trauma Questionnaire;   * p<0.05; **p<0.01 

Table 2. Mean comparisons of PTSD and without PTSD groups across depressive and anxiety symptom severity, 

childhood traumas, and Eysenck personality characteristics 

 PTSD Without PTSD 

 n M SD n M SD 
Z p 

PCL-C 21 60.57 7.00 32 40.07 7.57 -6.11 0.000 

BAI 21 30.03 11.92 32 19.28 11.50 -2.97 0.003** 

BDI 21 31.37 9.81 32 14.13 9.16 -4.93 0.000** 

Eysenck personality characteristics         

Neuroticism 21 4.52 1.86 32 3.49 1.74 -2.31 0.021* 

Extraversion 21 1.86 1.88 32 2.84 2.14 -1.72 0.086 

Psychoticism 21 1.76 1.70 32 1.79 1.60 -0.14 0.889 

Lie 21 2.81 1.63 32 3.29 1.57 -1.19 0.233 

CTQ-28         

Emotional neglect 21 23.27 2.30 32 24.02 2.10 -1.59 0.112 

Physical neglect 21 11.29 3.24 32 9.64 1.73 -1.97 0.049* 

Emotional abuse 21 12.90 2.96 32 14.10 2.35 -1.53 0.126 

Physical abuse 21 11.22 2.29 32 9.66 2.40 -2.25 0.025* 

Sexual abuse 21 12.73 3.57 32 14.22 3.10 -1.30 0.195 

CTQ-28 Total 21 14.28 1.19 32 14.33 1.05 -0.28 0.778 

PTSD: Posttraumatic stress disorder;   PCL-C: Posttraumatic Stress Disorder Checklist-Civilian Version;   BAI: Beck Anxiety 

Inventory;    BDI: Beck Depression Inventory;   CTQ-28: Childhood Trauma Questionnaire;   * p<0.05; ** p<0.01 
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Table 3. According to logistic regression analysis, diagnosis of PTSD is predicted variables 

 B SE Wald Z p Exp (B) CI 

First step       

BAI 0.04 0.04 1.38 0.241 1.05 0.97-1.12 

BDI 0.16 0.04 13.06 <0.001 1.17 1.07-1.27 

Second step       

BAI 0.17 0.08 4.16 0.046 1.19 1.01-1.40 

BDI 0.22 0.08 7.62 0.006 1.24 1.06-1.44 

Neuroticism 0.60 0.42 2.06 0.151 1.82 0.80-4.12 

Extraversion -0.06 0.30 0.04 0.836 0.94 0.52-1.70 

Psychoticism 0.25 0.42 0.37 0.542 1.29 0.57-2.92 

Lie 0.55 0.40 1.86 0.173 1.73 0.79-3.78 

Emotional neglect 0.63 0.39 2.60 0.107 1.88 0.87-4.06 

Physical neglect 0.67 0.42 2.48 0.107 1.95 0.85-4.48 

Emotional abuse -0.83 0.45 3.46 0.063 0.44 0.18-1.05 

Physical abuse 1.04 0.45 5.36 0.021 2.83 1.17-6.80 

Sexual abuse 1.00 0.56 3.15 0.076 2.72 0.90-8.19 

PTSD: Posttraumatic Stress Disorder;   CI: Critical interval;   BAI: Beck Anxiety Inventory;   BDI:Beck: Depression Inventory 

DISCUSSION 

It has been suggested that traumatic events may make 

individuals prone to psychiatric disorders (Garmezy 

1985). It is assumed that a high rate of exposure to trau-

matic events is prevalent within the general population 

(Kessler et al. 1995). In the current study, 40.8% of the 

patients with a diagnosis of mixed anxiety-depression 

disorder reported exposure to at least one traumatic 

event during their lifetime. 

Studies have reported that anxiety, depression and 

substance abuse are frequently comorbid with PTSD 

(Kessler et al. 1995, Ginzburg 2010). A higher neuro-

ticism and lower extraversion were found in patients 

with PTSD, and in patients with comorbid disorders 

such as depression and anxiety (Miller et al. 2012, Wolf 

et al. 2012, Kotov et al. 2010). In the current study, 

when the researchers compared the relationship of 

PTSD symptoms to depression and anxiety symptom 

severity, to personality characteristics and to childhood 

traumas, among those who reported a previous history 

of traumatic events, it was found that PTSD symptom 

severity has a significantly positive correlation with 

neuroticism, and a negative correlation with extraver-

sion. These results are in accord with previous findings. 

In accordance with the study’s hypothesis, it was found 

that those in the PTSD group had higher mean scores 

regarding depression and anxiety symptom severity, 

neuroticism, and physical abuse and neglect, than those 

in the group without PTSD.  

The prevalence of the rate of depression, which is 

frequently comorbid with PTSD, is 49% (Kessler et al. 

1995). In accord with previous findings, it was found 

that the PTSD group had higher scores regarding the 

severity of symptoms of depression. While depression 

could be a result of prolonged PTSD, a previous history 

of depression may lead to the development of PTSD. 

Depression and PTSD could be individual disorders 

which patients could develop during the aftermath of 

exposure to a traumatic event. The neurobiological basis 

of both disorders are claimed to be common (Brady et 

al. 2000). 

Anxiety is rooted in a tendency to perceive a stress-

ful situation as a threat. In individuals with a higher 

level of anxiety, the autonomic nervous system over-

reacts in the case of traumatic events (Marais & Stuart 

2006). A study on anxiety and PTSD symptoms follo-

wing a traumatic event revealed that anxiety is a pre-

cursor for PTSD (Collimore et al. 2008). One study, 

which was carried out in order to examine the rela-

tionship among anxiety, PTSD symptoms and somatic 

complaints after a hurricane, suggested a strong associa-

tion between anxiety and PTSD symptoms. It was found 

that anxiety is a unique predictor of PTSD and somatic 

complaints (Hensley & Varela 2008). In accord with 

previous findings in the literature, it was found in the 

current study that those with a diagnosis of PTSD had 

higher scores on anxiety. It can be concluded that a 

higher prevalence of PTSD, comorbid with depression 

and anxiety, influenced the anxiety scores in the group 

with PTSD. 

PTSD is commonly seen in adults who were physi-

cally and/or sexually abused in childhood (Kessler et al. 

1995). One study which was conducted with veterans, 

who had been diagnosed with PTSD, and who had 

received psychiatric treatment, revealed that 26% of 

patients with PTSD, and 7% of controls, reported physi-

cal abuse in childhood (Bremner et al. 1993). Similarly, 

the rate of exposure to physical abuse and neglect was 

significantly higher in the PTSD group, than in the 

group without PTSD in the current study. Considering 

these findings, childhood trauma could be associated 

with manifestations of PTSD in adulthood. Therefore, it 

could be speculated that physical abuse and neglect in 

childhood may increase the likelihood of PTSD after 

exposure to traumatic events later in life.  



Secil Ozen, Ercan Dalbudak & Merve Topcu: THE RELATIONSHIP OF POSTTRAUMATIC STRESS DISORDER WITH CHILDHOOD TRAUMAS, 

PERSONALITY CHARACTERISTICS, DEPRESSION AND ANXIETY SYMPTOMS IN PATIENTS WITH DIAGNOSIS  

OF MIXED ANXIETY-DEPRESSION DISORDER         Psychiatria Danubina, 2018; Vol. 30, No. 3, pp 340-347

345

One of the essential risk factors in the development 

of PTSD is personality characteristics (Resnick et al. 

1989, Breuslau & Davis 1992). As a dimension of 

personality, neuroticism is a vital precursor for future 

mood and eating disorders, anxiety, PTSD and sub-

stance abuse, as a reaction to lifelong stress (Malouff et 

al. 2005). Bramsen and van der Ploeg (1999) suggested 

that those who had been exposed to traumatic expe-

riences have higher scores on anxiety, depression, and 

aggression, than those who had not experienced trauma. 

Additionally, it was claimed that stress during war may 

alter some personality characteristics. Brodaty et al. 

(2004) reported that neuroticism alone is associated 

with PTSD. In another study, examining PTSD after a 

snowstorm in China, it was determined that neuroticism 

and negative coping are influential (Wu et al. 2011). In 

the current study, neuroticism and PTSD symptom 

severity are positively correlated with each other. Also, 

it was found that neuroticism scores were higher in the 

group with PTSD, than in the group without PTSD. In 

this regard, it was considered that cognitive and affec-

tive components of the personality, including expec-

tations, beliefs, information coding, coping strategies, 

etc., may increase the risk of developing PTSD. Neuro-

ticism in particular, when present with depressive and 

anxiety symptoms, may become crucial in determining 

PTSD symptom severity. 

Lastly, it was found that, in addition to depressive 

symptoms, physical abuse was a significant predictor 

within the PTSD group. It was thought that physical 

abuse in childhood may become a risk factor for 

depression, and for developing PTSD later in life. Green 

et al. (2010) reported that physical and sexual abuse 

were found to be risk factors for PTSD. Only physical 

abuse was found to be a risk factor in the current study, 

while sexual abuse was insignificant. In the current 

study, a history of childhood abuse and neglect was 

documented through self-reports, and this was done 

retrospectively. Therefore, it can be said that the data 

which was gathered through self-reports and retro-

spectively, may yield a bias in reporting the actual rates 

of the prevalence of abuse and neglect. Future studies 

with a larger sample size, including patients and control 

groups, are required. 

Studies have revealed that a previous psychiatric 

history, and neuroticism, are predictors of PTSD, more 

so than the level of stress that was experienced during 

the event (McFarlane 1989, Wu et al. 2011). Neuro-

ticism and introversion were significantly correlated 

with PTSD symptom severity, but they were not signi-

ficant predictors in the PTSD group in the current study. 

Neuroticism is closely associated with depression 

(Eysenck & Eysenck 1985). The reason why neuro-

ticism was insignificant may be that depressive symp-

toms have more predictive capacity for PTSD.  

Trauma is a risk factor not only for PTSD, but also 

for depression and anxiety disorders. When considering 

the results of the current study, it can be said that 

patients with a diagnosis of PTSD reported more physi-

cal abuse and neglect in childhood, had more severe 

depressive and anxiety symptoms, and manifested more 

neurotic and introvert personality characteristics. Pa-

tients who seek treatment at general psychiatry clinics 

because of depression and anxiety symptoms should be 

examined in terms of exposure to traumatic events, and 

for possible PTSD. Although a history of childhood 

trauma, introversion, and neuroticism increase the likeli-

hood of PTSD, depressive symptom severity is the essen-

tial predictor of PTSD. Therefore, examining the history 

of traumatic events and exploring childhood trauma in 

patients with depression during the daily clinical prac-

tice may be helpful in the prediction of PTSD. 

The limitations of the current study include: the 

small sample size, having a single question that covers 

previous traumatic events, using self-report measures 

even though the patients with a diagnosis were included 

in the study by means of a clinical interview, and the 

diagnosis of PTSD through a self-report measure. The 

number of traumas in the individual included in the 

study and the lack of indication of the duration of the 

anxiety depression diagnosis and the beginning of the 

traumatic was limitations. Also, another limitation in the 

current study was the lack of a control group. The fact 

that mixed anxiety-depression disorder and PTSD had 

similar symptoms is one of the limitations of this study. 

Despite these limitations, the current study can be 

considered a pilot study which examines the frequency 

of PTSD and its relationship with childhood trauma and 

personality characteristics among patients with the 

diagnosis of mixed anxiety and depression disorder, in 

which symptoms considered separately do not meet an 

individual diagnostic criteria. Further studies based on 

clinical interviews and with a larger sample size would 

be informative. 
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