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sonality disorder was found in 54% of subjects. Para-
noid subjects were found to have an earlier age of
onset, longer duration of illness, and more psychopa-
thology. Possible etiologies and implications for treat-
ment of these findings are discussed.
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t To better understand the relationship between panic
disorder and paranoid personality, panic disorder pa-
tients (N = 28) who were referred to an anxiety disor-
der clinic in a community mental health center were
evaluated for paranoid personality traits on a standard-
ized personality self-report instrument. Paranoid per-
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of paranoid personality disorder using the Struc-
tured Interview for DSM-III Personality Disor-
ders. Using the PDQ resulted in a 4.9% preva-
lence, although the near-neighbor disorder,
schizotypal personality disorder, had a 34.1%
prevalence on the PDQ. Reich et al.,4 reporting
on a population of 475 anxiety patients drawn
from multiple sites, using the PDQ, found
DSM-III-R paranoid personality disorder to be
panic without agoraphobia in 32% and panic
and agoraphobia in 29%. (Due to the multiple
sites that subjects were drawn from for this
study, it may have high generalizability.) Blash-
field et al.5 examined personality traits in panic
disorder outpatients (N = 84) using the PDQ.
The mean number of paranoid personality items
endorsed for panic disorder was 3.8, and this
was a higher number of items than for any other
personality disorder. There is one report, by
Friedman et al.,6 which examined 26 panic
patients with the Structured Clinical Interview
for DSM-III, that found no paranoid or schizo-
typal personality disorders.

From this review of the literature, the range
of paranoid personality disorder in panic pa-
tients is from 0% to approximately 30%, with an
average prevalence over the studies of about
11%. If the number with paranoid traits or the
near-neighbor personality disorder, schizotypal,
are included, the number of pathological person-
ality traits in the schizoid personality cluster
goes far higher.t This level of prevalence is of

EN RESEARCHERS and clinicians
think of panic disorders, they tend not to

associate them with DSM-III or DSM-III-R
paranoid personality disorder. Paranoia is often
associated with schizophrenia or the schizo-
phrenic-spectrum disorders and not with the
anxiety disorders. However, there is some em-
pirical data available on this subject. Mavissaka-
lian and Hamann1 used the Personality Diagnos-
tic Questionnaire (PDQ) to measure personality
in 161 psychiatric outpatients with panic and
agoraphobia. They found that 29% of the para-
noid criteria were endorsed by this population.*
Thirty-eight subjects of the group endorsed
paranoid criteria B “suspiciousness and
mistrust.” Although only 3% met the PDQ
criteria for paranoid personality disorder, 9%
met criteria for the near-neighbor personality
disorder, schizotypal. Mauri et al.2 examined a
group of 40 panic disorder patients using the
Personality Disorder Examination. Five percent
of those with panic disorder met the criteria for
paranoid personality disorder, and an addi-
tional 5% met the criteria for the related
disorder, schizotypal personality disorder. Reich
and Noyes,3 in a Midwest study of personality in
ill panic outpatients using the Structured Inter-
view for DSM-III Personality Disorders and the
PDQ, found approximately a 5.7% prevalence
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‘Rather than describe each personality instrument in

each study, we refer the reader to a previous review of the
area. Please see Reich.8
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tThere are different but interchangeable names that have
been used to describe the DSM-III and DSM-III-R person-
ality disorder groupings or clusters. The nomenclature
preferred by John Gunderson (personal communication,
September 1993) is the schizoid cluster, dramatic cluster,
and anxious cluster. Their definitions (and alternate names)
are as follows: schizoid cluster = cluster A = cluster I and
consists of the paranoid, schizoid, and schizotypal personal-
ity disorders; dramatic cluster = cluster B = cluster 2 and
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possible clinical and theoretical interest for
several reasons. Despite the above-cited litera-
ture documenting the presence of some para-
noid traits in panic patients, no one has specifi-
cally examined what the implications of this
finding may be. No one has reported whether
these findings are associated with increased
symptoms or poorer functioning. It is of possible
theoretical interest because if the finding is
replicated, it raises the question of how such
seemingly different disorders (panic disorder
and paranoid personality disorder) come to be
associated with each other. It is of clinical
interest since it is quite likely that patients with
paranoid personality traits may require differ-
ent approaches to treatment than those with-
out. Since the possibility that panic patients
have paranoid personality traits is not among
the first considerations a clinician would now
entertain, writing about this topic may give
clinicians valuable insights.

The goal of this report is to measure the
prevalence of paranoid personality disorder in a
new panic disorder population and to examine
the clinical and demographic associations of the
presence of paranoid personality disorder. Due
to the scarceness of literature in this area and
our relatively small sample size, this is both a
pilot and exploratory study.

administered the Brief Symptom Inventory (BSI)7 to assess
symptomatology and the PDQ to assess personality traits
and disorders.8

The BSI is a 53-item, self-report symptom inventory.
Each question is rated on a five-point scale. Specific scales
analogous to those on the Hopkins Symptom Checklist-90
can be calculated from the raw scores. Scales on the BSI
correlate at approximately the .80 level with scales on the
Hopkins Symptom Checklist-90.7

Personality disorder pathology in this report was mea-
sured by the PDQ-R.9-10 The PDQ is a 152-item, self -
administered, true/ false self-report instrument measuring
all 11 DSM-III-R personality disorders. A preliminary study
with 2-month test-retest on the PDQ has calculated kappas
of .53 for the schizoid cluster.8

The selection of the PDQ-R as a measure of personality
disorder pathology has advantages and disadvantages. Test-
retest reliability and concurrent validity have been found
adequate.81117 The self-report format makes data collec-
tion easier, and studies that have used it report some
meaningful findings, such as the ability to predict poor
outcome of the treatment of axis I disorders.18 The major
disadvantage is that as a self-report instrument, it does not
yield a clinical diagnosis. This has been noted in a number of
studies,919-20 and the area has been recently reviewed by
Perry,21 who came to the same conclusion. One recent study
argues with persuasive data that the PDQ-R is measuring
personality traits, not disorders.22 With the limitation that
clinical diagnoses cannot be made from the PDQ-R, we
view it as a valid measure of personality psychopathology.

Analysis
Since our interest was in paranoid personality disorder,

the subjects were separated into those with and those
without this disorder. (Further subdivisions were not made
due to small sample size.) Comparisons between these
groups were made on the variables of current age, age of
onset, duration of symptoms, number of other personality
disorders, and the BSI scales of general anxiety, phobic
anxiety, interpersonal sensitivity, hostility, depression, and
overall pathology. Variables were compared using two-
sample t tests.
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METHOD

Subjects
The sample consisted of 28 consecutive admissions to a

university anxiety clinic situated in a community mental
health center who met DSM-III-R criteria for panic disor-
der. Of these, 23 (82%) were agoraphobic. Nineteen (68% )
had one or more lifetime comorbid diagnoses. Ten (36%)
had major depression, six (21%) social phobia, three (11%)
obsessive-compulsive disorder, and four (14%) alcohol or
drug abuse disorders. (None of the alcohol or drug abuse
disorders were current.) The subjects were a mean of 35.5 ±
13 years old, and 19 subjects (68%) of the sample were
female.

r

RESULTS
Our sample consisted of 28 patients who had

a mean age of 35.3 ± 13 years. Their marital
status was 28.6% married, 25% divorced or
separated, 7.1% widowed, and 39.3% single.
Educationally, 17.8% were college graduates,
67.9% were high school graduates, and 14.3%
had less than a high school education. Sixty-four
percent of the sample had DSM-III-R schizoid
cluster personality disorder, 39% a dramatic
cluster, and 64% an anxious cluster personality
disorder. The five most frequent personality
disorders were as follows: paranoid, 54%; avoid-

ant, 46%; dependent, 36%; histrionic, 25%; and
compulsive, 25%.

Assessment
Axis I diagnoses were determined by a semistructured

clinical interview used at our clinic to diagnose axis I
disorders. Upon entry to the clinic, all patients were
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consists of the borderline, antisocial, narcissistic, and histri-
onic personality disorders; anxious cluster = cluster C =
cluster 3 and consists of the avoidant, dependent, passive /
aggressive, and compulsive personality disorders.
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Fifteen subjects had paranoid personality
disorder, and 13 did not. The key differences
between the paranoid-disordered and non-
paranoid-disordered groups were that the para-
noid personality group had an earlier age of
onset, 25 ± 6.7 years versus 34.2 ± 14 ( t = 2.17,
P = .04), a longer duration of illness, 8.3 ± 8.5
versus 2.8 ± 2.4 ( t = 2.39, P = .03), and a higher
mean number of personality disorders, 4.7 ± 2.5
versus 1.7 ± 1.4 ( t = 3.83, P = .01). On the BSI
measures, the paranoid group scored signifi-
cantly higher on interpersonal sensitivity, 2.6 ±
1.0 versus 1.2 ± 0.7 ( t = 3.89, P = .001), hostil-
ity, 1.9 ± 0.9 versus 1.1 ± .8 (t = 2.55, P = .02),
depression, 2.5 ± .9 versus 1.7 ± 1.0 ( t = 2.13,
P = .05), and total pathology, 2.5 ± .7 versus
1.8 ± .7 ( t = 2.61, P = .01). There were no dif-
ferences in current age or, on the BSI, general
anxiety or phobic anxiety.

of population studied. It is now clear that
DSM-III and DSM-III-R personality instru-
ments do not often agree with each other.
This is one possible explanation of the variance.
Among the various instruments, it is possible
that the PDQ diagnoses more disorders than
some of the others, and this may be one source
of the difference. We do not claim that the PDQ
is makingclinical diagnoses;an interview person-
ality instrument would have to be used for that.
However, we do believe that the latest research
indicates that the PDQ is measuring important
personality variables.22 Next, it has been shown
that there is a tendency for many personality
instruments to score more personality disorders
in the presence of an acutely ill population.23 24

It should be noted that the population studied
in this report was acutely ill and that this may
have also tended to increase the level of re-
ported personality disorders. Finally, the popu-
lation that subjects are drawn from can have an
important effect on the findings. For example,
panic patients drawn from a prison population
would differ greatly from panic patients drawn
from an outpatient private anxiety clinic. The
population studied here was a community men-
tal health population. Most of these patients
had exhausted their insurance, savings, income,
and social support system. In effect, we were a
tertiary outpatient care system for patients who
had nowhere else to go. Naturally, this popula-
tion tended to be more severely disabled and to
have more life stresses than most other popula-
tions. We believe that this also must have
contributed to their higher prevalence of para-
noid personality disorder.

Regardless of the exact prevalence, it is clear
that some panic populations have a significant
minority of patients with paranoid personality
or paranoid traits. If the findings in this report
generalize to other panic patients with paranoid
personality traits or disorder, then it is clearly
clinically significant for a number of patients. It
is quite possible that these patients would re-
quire either more intensive or different treat-
ment approaches.

Possible explanations of the findings include
that anxiety patients have a relationship to the
schizophrenic disorders or that these traits are
secondary to the chronicity of the illness. We
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DISCUSSION

The major findings of this report are that
there is a high prevalence of PDQ-R paranoid
personality disorder in our panic population. In
addition, those with this disorder have an ear-
lier onset and longer duration, and are more
symptomatic (although not on the anxiety symp-
toms themselves).

Our findings are consistent with some earlier
literature and inconsistent with other literature.
One of the largest studies of its type4 found
rates of approximately 30% for Paranoid person-
ality disorder. This study probably has high
generalizability not only due to its sample size
(475) but to the subjects’ being drawn from
multiple sites. On the other hand, one report6

found no paranoid personality disorders at all.
Most of the literature falls between these ex-
tremes. Clearly our current report shows the
highest prevalence reported in the literature to
date. The questions become “Why are these
reportsgiving such diverse prevalences?”; “Why
is the current population the highest so far re-
ported?”; and “What is the meaning and impli-
cation of the association between some panic
patients and paranoid personality disorder?”

We believe that the answers to the first two
questions lie in three areas, personality measure-
ment instrumentation, acuteness of the illness
in the population studied, and the specific type
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! found no evidence for any hallucinations, delu-
sions, or other symptoms of psychosis in this
population, nor did any produce a family history
of schizophrenia. We believe it is more likely
that the paranoid traits are secondary to chronic
anxiety illness. There is a previous report that
supports this position.25 It gives several case
examples of patients with normal premorbid
personality traits and no family history of schizo-
phrenia who develop paranoid traits after suffer-
ing years of chronic panic disorder. It would
appear that an earlier onset, long duration, or
both for panic disorders may predispose to a
cognitive set consistent with the development of
personality traits that appear paranoid, but
which are not likely to be related to schizophre-

nia.

examined—Why do some patients develop para-
noid personality disorder while others do not?
Are there other predisposing factors besides
duration of panic disorder? How does the
development of this secondary syndrome affect
treatment response and optimal treatment ap-

proach? These are questions that will have to be
answered in future studies.

These findings, although preliminary due to
small sample size and use of self-report mea-
sures, have implications clinically and for future
research. The prevalence of paranoia will need
to be examined in the other anxiety disorders, as
well as being compared with depression. Family
studies of anxiety patients with paranoid traits
will need to be performed, and the effects of
paranoia on outcome of anxiety treatment will
be important. Some of these studies will need to
be conducted using interview personality instru-
ments. Clinically paranoid traits in a panic
disorder should raise the possibility of a more
severe illness.

3s
1 >

if
•i

\i

•r

j

There is a possibility that, in effect, the
measures of paranoid personality disorder found
are merely proxy measures for severity of ill-
ness. We believe that this is a strong possibility,
but one with interesting ramifications to be
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