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Abstract

Researchers have developed multiple approaches to treat major depressive disorder
(MDD). Clinicians commonly employ antidepressant medication (ADM) and psychotherapy as
treatment protocols. This review surveys the knowledge and identifies problems with the effects
of personality and temperament for MDD treatment in 14 quantitative studies. High extraversion
and conscientiousness have a positive effect on psychotherapy treatment while high neuroticism
has a negative effect. Agreeableness and openness to experience appear to have conflicting
results. All individual traits do not influence ADM treatment except for high and low reward
dependence, which may be better for psychotherapy and ADM respectively. Low persistence and
high harm avoidance adversely affect psychotherapy, but novelty seeking has an insignificant
effect. Some problems in the literature include the self-report measures for individual traits,
heterogeneity of study designs, and the complexity of defining personality and temperament.
This paper is limited to ADM by SSRIs, SNRIs, and tricyclic antidepressants. These findings
may assist patients in choosing treatment types and clinicians in creating better treatment plans
for patients, especially psychotherapy. This article may also contribute to the reconceptualization
of mental disorders as a dimension instead of a type.

Keywords: Major depressive disorder, personality, temperament, antidepressants,

psychotherapy
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A Review of the Influence of Personality and Temperament
on Major Depressive Disorder Treatment

Only 41% of major depressive disorder patients (MDD) show a response to therapy
treatment (Cuijpers et al., 2021), and 60% fail to achieve complete remission (Kim et al., 2021).
MDD is a mental disorder characterized by depressed mood, loss of interest in activities, and
impairment of daily life for at least 2 weeks (Bains & Abdijadid, 2023). MDD reduces work
productivity, harms relationships, and predicts suicide ideation (Cai et al., 2021; Beck et al.,
2011; Vujeva & Furman, 2011). Knowing the influence of personality and temperament on
treatment can reduce the amount of time, money, and effort for recovery.

First, temperament is the variation of emotional reactivity determined by a person’s
biology (Rettew & McKee, 2005). Cloninger’s psychobiological model of temperament divides
temperament into 4 categories including harm avoidance (serotonergic function), reward
dependence (noradrenergic function), novelty seeking (dopaminergic function), and persistence;
an additional 3 traits relating to self-concept include self-directedness, cooperativeness, and
self-transcendence (Cloninger, 1993). To assess harm avoidance, reward dependence, and
novelty seeking, Cloninger (1991) created the Tridimensional Personality Questionnaire (TPQ).
Later, the Temperament and Character Inventory (TCI) was developed to account for persistence
and the 3 additional character traits, but the latter will be excluded for the purposes of a
manageable focus.

Second, personality is the set of traits that a person exhibits and changes more with
experience than temperament (Bergner, 2020). To define personality, the five-factor model of
personality (FFM) delineates five traits: neuroticism, extraversion, conscientiousness, openness

to experience, and agreeableness (McCrae et al., 1992). For assessment, the NEO Personality
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Inventory-Revised (NEO PI-R) questionnaire analyzes personality traits with 30 sub-facets (6
facets in each of the 5 domains) (Costa, 2008; Rector et al., 2012).

After the development of the NEO PI-R, researchers found correlations between
personality traits and mood states (Svrakic et al., 1992). Researchers started to explore the
impact of personality, temperament, and personality disorders on treatment and recently its
influence on mood disorders such as MDD (Reich & Green, 1991; Reynolds & Clark, 2001).
Researchers developed tests to measure the severity of depression, which include the Hamilton
Depression Scale (HDRS), Beck’s Depression Inventory (BDI-II), and Montgomery-Asberg
Depression Rating Scale (MADRS). MADRS and HDRS are structured interviews whereas
BDI-II is a questionnaire, which may result in different measurement outcomes for participants;
however, these are valid forms of measuring depression with similar scales of measurement
(Brown et al., 1995; Heo et al., 2007). The goal of this review is to examine the impact of
personality and temperament on psychotherapy and antidepressants for MDD. Clinicians may
integrate these findings to enhance treatment, create better prognosis, and recommend treatment
options based on individual traits.

Personality and Psychotherapy

Dermody et al. (2016) investigated whether personality traits impact interpersonal
interactions with therapists and thus affect treatment in 49 MDD patients in cognitive behavioral
therapy (CBT) and 54 patients in interpersonal psychotherapy (IPT) (65% female, 35% male,
mean age of 41). The patients went through 16-20 weeks of therapy and completed HDRS, NEO
PI-R, and the Impact Message Inventory to identify the depression severity, personality traits,
communion with the therapist, and personal agency in participants. Higher extraversion,

conscientiousness, and lower neuroticism (inverse relationship) predicted greater warmth from
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the patient and thus better communion and treatment regardless of therapy approach. Contrarily,
agreeableness is inversely related to agency and treatment outcome. The authors used 15
mediation models and combined CBT and IPT results for analysis, which may cause errors, but
they used a strict criteria for significance to minimize this issue. However, the type of therapy
can definitely affect the therapeutic outcome for the client. Personality was measured through
self-report, but the results matched third-party informant observations, which have strong
correlations (Miller et al., 2004).

Kushner et al. (2016) examined the effect of personality on therapeutic alliance in 209
people who participated in 16-20 weeks of therapy where 70 were assigned CBT, 74 to ADM,
and 65 to IPT (63% female, 37% male, mean age of 40). The authors administered the BDI-II,
HDRS, NEO PI-R, and the California Psychotherapy/pharmacotherapy Alliance Scales
(CALPAS) questionnaire that assessed early and late therapeutic alliance. High neuroticism had a
direct negative effect on outcome according to the BDI-II but not the HDRS. High agreeableness
had an indirect positive effect on outcome in early and late therapeutic alliance. High
extraversion and openness positively influenced late therapeutic alliance, but not overall
outcome. The researchers utilized both BDI-II and HDRS to produce reliable measurements.
However, they did not assess the personality and influence of clinicians on therapeutic alliance
and results.

Thalmayer et al. (2018) inquired how the big six personality traits, which adds the
honesty-propriety trait, the tendency for fairness and sincerity, influenced treatment usage and
outcome in individuals, family, and couples therapy. The sample was 306 participants assigned to
couples (46%), individuals (34%), family therapy (12%), or both individual and couples or

family therapy (8%) (55% female, 45% male, mean age of 34.9). The types of therapy included
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brief, strategic, solution-focused, emotionally-focused, or CBT, and the outcome questionnaire
(OQ-45) measured psychological disturbances and progress in therapy. High extraversion and
conscientiousness led to better outcomes in family and individual therapy, and low openness
predicted a better outcome for individual clients. High neuroticism is related to a better
psychological function and overall treatment outcome. The mental disorders treated were not
only MDD but also a variety of problems, so the results may not be as strongly applicable to
MDD. Finally, post-treatment data could be less accurate because more data was collected in the
pretreatment than post-treatment.

Bagby et al. (2008) studied the interaction between personality and treatment type using
CBT, pharmacotherapy (PHT), and IPT where 105 men and 175 women diagnosed with MDD
completed HDRS, NEO PI-R, and 16-20 weeks of treatment (mean age of 41.9). Trial A had 36
in CBT, 38 in IPT, and 32 in PHT, and trial B had 69 in CBT and 37 in PHT. Selective serotonin
reuptake inhibitors (SSRIs) prescribed included bupropion, citalopram, fluoxetine, paroxetine,
phenelzine, and venlafaxine. High openness predicted lower depressive symptoms after
treatment and high neuroticism predicted better results in PHT than CBT. In the agreeableness
domain, lower trust, straightforwardness, and tender mindedness predicted better outcomes in
PHT than CBT. The study produced strong results by implementing multiple trials with different
forms of treatment. However, conclusions were not drawn from IPT because it lacked statistical
power.
Analysis of Personality Traits in Psychotherapy

While two studies suggest a direction for neuroticism, one contradicts this trend, and the
fourth compares two treatment types. High neuroticism predicted worse outcomes in therapy in

Dermody et al. (2016) and Kushner et al. (2016). Neurotic patients experience more negative
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affectivity and therefore struggle to recover. In addition, it is well-established that higher
neuroticism is correlated with higher risk of MDD and its severity (Duberstein & Heisel, 2007;
Xia et al, 2011). In contrast, Thalmayer et al. (2018) found that a higher neuroticism led to better
psychological functioning, but this could be an extreme outcome of regression towards the mean.
Personality could be measured incorrectly because some studies show that a depressive episode
during self-report can change scores in extraversion and neuroticism (Bagby, 1995).

For conscientiousness, two studies show a trend and the third shows a non-effect.
Although Dermody et al. (2016) and Thalmayer et al. (2018) find that high conscientiousness
leads to a better treatment outcome, Bagby et al. (2008) showed that conscientiousness did not
affect the outcome. The ability to complete tasks successfully is essential for outcome as therapy
is a strenuous process. Dermody et al. (2016) and Thalmayer et al. (2018) have participants who
are on average 30-40 years old, which means these findings may only apply to this age group.

For extraversion, two studies show a trend and the third shows a non-effect. Dermody et
al. (2016) and Thalmayer et al. (2018) suggest that high extraversion leads to a positive outcome.
The warmth from high extraversion can help a patient bond with the therapist. Kushner et al.
(2016) finds that extraversion does not have an effect in both therapy and ADM, but extraversion
did have a positive effect on therapeutic alliance similar to Dermody et al. (2016). High
extraversion has a positive impact on the therapeutic alliance, but this may not always lead to a
better outcome. Still, a strong therapeutic alliance allows a patient to share their thoughts and
feelings comfortably and this is essential to becoming self-aware and a better outcome (Arnow et
al., 2013; Falkenstrom et al., 2013).

For openness to experience, though two studies suggest openness is insignificant, one

study finds high openness as positive while another concludes that it is negative. Bagby et al.
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(2008) finds that a high openness leads to a better outcome in CBT, IPT, and PHT, but Thalmayer
et al. (2018) finds the opposite in a variety of therapy approaches. Dermody et al. (2016) (only
CBT and IPT) and Kushner et al. (2016) hold that openness has an insignificant effect on therapy
and ADM. While Bagby et al. (2008) interprets that higher openness will lead to higher
treatment reception due to their tendency towards new experiences, people with low levels of
this trait may prefer the routine and familiarity of therapy. It would be ideal to replicate the
studies and examine the sub-facets in more detail because some sub-facets may be beneficial
while others could be detrimental.

Two studies find that high agreeableness has a negative effect, but one study concludes
that it is positive. Dermody et al. (2016) concludes that low agreeableness relates to a better
treatment outcome in IPT and CBT, but Kushner et al. (2016) and Bagby et al. (2008) finds that
it leads to a worse outcome. Dermody et al. (2016) explains that a low agreeableness is related to
higher agency and control over one’s life, which enables a patient to take initiative and change
their life. Additionally, high agreeableness may hinder patient growth in therapy because high
agreeableness manifests as submissiveness and dependency. Low trust and straightforwardness
relates to the unwillingness to share one’s feelings and thus harms therapeutic alliance (Bagby et
al., 2008). Therefore, PHT may be a better option for cynical patients. Since Dermody et al.
(2016) does not analyze sub-facets, this may explain the inconsistencies. For example, low trust
may harm the outcome while low altruism may benefit treatment because one focuses on their
needs instead of others.

Personality and Antidepressants
Petersen et al. (2002) used personality to predict treatment for fluoxetine (SSRI) in 76

depressed patients with a mean age of 40.5 (58% female, 42% male). The clinicians administered
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10 mg/day in the first week, 4-20mg/day in week 2, 8-40 mg/day for week 5-8, 12-40 mg/day in
week 9 to 12. Through the use of NEO PI-R and HDRS, the study revealed that personality did
not predict outcome. However, the study had a small sample size and cannot be generalized other
than fluoxetine.

Takahashi et al. (2013) investigated personality traits in 128 participants with MDD from
Teikyo University Chiba center that include 27 remitted, 35 treatment-resistant (TRD), and 66
healthy patients for 8 weeks of ADM. The NEO-PI R and HDRS was used with an inclusion
score of 14 and a remission score of 7 or less. TRD patients showed higher neuroticism and
lower scores for extraversion, openness, and consciousness compared to the remission and the
healthy group. Specifically, high scores in anxiety, depression, self-consciousness, and
vulnerability in the neuroticism subset; low scores for warmth, gregariousness, assertiveness,
activity, excitement-seeking, and positive emotion in extraversion; low feelings and action in
openness; low competence, achievement, striving, and self-discipline in conscientiousness. The
study does not report the specific ADM used for treatment, but they reinforce their findings by
citing other studies and graphing data.
Analysis of Personality in Pharmacotherapy

Two studies find high neuroticism as negative while one study finds a non-effect.
Although Kushner et al. (2016) and Takahashi et al. (2013) indicate the negative influence of
high neuroticism on treatment outcome, Petersen et al. (2002) suggests that it does not affect
outcome. Takahashi et al. (2013) does not specify the type of ADM used in its study, which may
explain the different results because ADM tackles depression depending on its type. At the same
time, this could be a minor effect because Takahashi et al. (2013) had a smaller sample size of

TRD patients and Kushner et al. (2016) found an effect only by BDI-II not HDRS. Bagby et al.
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(2008) implies that PHT is better for high neuroticism patients than CBT because patients, who
are fatigued by negative emotions, require energy to use cognitive strategies as opposed to PHT.
A combination of both may be optimal because patients can use PHT for the first couple weeks
to re-energize and then change to CBT strategies, which has a lower recurrence rate of
depression than PHT (Vittengl et al., 2007). High neuroticism is worse for clinical treatment in
general but less harmful in ADM compared to psychotherapy.

For conscientiousness, two studies find a non-effect and one shows a negative effect from
low conscientiousness. Kushner et al. (2016) and Petersen et al. (2002) illustrate that
conscientiousness does not influence outcome. Contrarily, Takahashi et al. (2013) states that low
conscientiousness has a negative effect on outcome. Petersen et al. (2002) uses fluoxetine
(SSRI), but Kushner et al. (2016) and Takahashi et al. (2013) do not reveal the type of ADM in
the study. The inconsistent results may be attributed to the missing specifications on the type and
dosage of ADM. Takahashi et al. (2013) had 8 weeks of treatment when Kushner et al. (2016)
and Petersen et al. (2002) had 12-16 weeks; conscientiousness may make a difference in the
short term but not in the long term. Moreover, Takahashi et al. (2013) had a smaller sample size
for TRD patients compared to the other two. Conscientiousness probably does not influence
ADM because the efficacy is related to medication instead of the patient’s actions. Thus, ADM
may be a better option for patients with low conscientiousness because it requires less effort.

For extraversion, two studies find a non-eftect and one shows a negative effect from low
extraversion. Kushner et al. (2016) and Petersen et al. (2002) find that extraversion does not
exert an influence on outcome. Nevertheless, Takahashi et al. (2013) suggests that low
extraversion leads to a worse outcome, and Bagby et al. (2008) finds no difference between

ADM and psychotherapy treatment. However, therapy may be more beneficial for people with



INFLUENCE OF PERSONALITY AND TEMPERAMENT ON TREATMENT 11

high extraversion because the nature of therapy and extraversion work effectively together.
Extraversion may not be relevant to ADM because it involves minimal communication with the
clinician. Few studies observed the relation between ADM and personality due to its weak
relationship.

Two studies report a non-effect from openness, but one study reports an effect. Although
Bagby et al. (2008) and Takahashi et al. (2013) predict a positive effect from high openness,
Kushner et al. (2016) and Petersen et al. (2002) report an insignificant effect. Bagby et al. (2008)
and Petersen et al. (2002) both use an SSRI called fluoxetine but find different results; the major
difference is that Petersen et al. (2002) started with a lower dosage that increased over time when
Bagby et al. (2008) had a fixed and larger initial amount prescribed. A higher concentration may
explain the response in Bagby et al. (2008) and not Petersen et al. (2002). This means that
openness may not have much of an effect as opposed to other factors such as ADM
concentration.

Two studies report a non-effect from agreeableness, but one study reports an effect.
Petersen et al. (2002) and Takahashi et al. (2013) report an insignificant effect from
agreeableness except for Kushner et al. (2016). Agreeableness affects interpersonal interaction,
but ADM does not involve interpersonal interaction. Still, Bagby et al. (2008) determines that
PHT is more effective than CBT and IPT for high agreeableness participants, so conflicting data
exists.

Psychotherapy and ADM combination

Hayward et al. (2013) investigated how personality influences the risk and treatment

outcome of depression in 216 participants who were recruited at Duke University Medical center

(60 years or older). 112 depressed and 104 non-depressed patients went through 12 weeks of
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psychiatric treatment (both ADM and psychotherapy) and completed the NEO PI-R at the
beginning and MADRS every 3 months. Lower depressiveness and stress vulnerability, two
sub-domains of neuroticism, predicted a better outcome. Higher warmth and competence, a
sub-domain of extraversion and conscientiousness respectively, forecasted a better outcome.
Since the study consists of psychiatric patients and community volunteers, the positive results
may be skewed to the healthy group because they had the willingness to participate in the study.

Quilty et al. (2008) investigated the interaction between personality and treatment
outcome in 649 MDD patients who were recruited in Paris, France (66.9% female, 33.1% male,
mean age of 39.81) with an inclusion score of 20 on the MADRS. Participants were treated with
a combination of pharmacotherapy, tianeptine or fluoxetine, or psychotherapy, psychodynamic
therapy or supportive therapy, for 6 months. Patients received 50 mg/day of tianeptine (atypical
antidepressant) or 20 mg/day of fluoxetine, and a response was defined as a 50% reduction in
MADRS score. Higher openness, extraversion, conscientiousness and lower neuroticism
predicted more responses. Moreover, the study highlighted interactions between traits: high
conscientiousness and extraversion led to a better outcome; high neuroticism and extraversion
conduced towards a weaker response from ADM; high agreeableness and conscientiousness
predicted a better outcome. The study has a large sample size to avoid sample error, but the strict
exclusion criteria limited the results' external validity.
Combination of Psychotherapy and Pharmacotherapy

Although combined treatment may obfuscate the distinction between treatments, it offers
an alternative approach to treating MDD. Both studies find that high neuroticism is worse for
outcome; this is consistent with the negative effect of neuroticism on treatment in general. This

consistency is also seen in conscientiousness and extraversion where high levels of each trait



INFLUENCE OF PERSONALITY AND TEMPERAMENT ON TREATMENT 13

conduces a positive outcome. Hayward et al. (2013) reveals that the subfacet “competence” and
“warmth” is significant compared to the other 5 subfacets in each trait. However, this
consistency is not found in openness where Quilty et al. (2008) finds that a high openness
predicts a better outcome and Hayward et al. (2013) finds it non-predictive. In addition,
agreeableness does not affect the outcome according to both studies. The multidirectional effect
of agreeableness can explain the conflicting results and consequent non-effect. The combination
of ADM and therapy may complicate the results, but these results still support the consistency
reported earlier.
Interactions of Personality Traits

Quilty et al. (2008) finds trait combinations predict certain outcomes in CBT and PHT
treatment. High conscientiousness and extraversion together forecasted a better outcome because
these people had a strong therapeutic alliance with their sociability and industriousness.
However, high neuroticism and extraversion resulted in a worse outcome because it externalized
neurotic traits such as active or passive avoidance. High agreeableness and conscientiousness
predicted a better response due to higher trust and communication from the patient. There were
few studies that explored the interactions between traits, but these interactions may reframe how
researchers view the impact of personality traits by evaluating outcome based on multiple
dependent interactions instead of individual traits. For instance, high extraversion predicted a
better outcome when paired with high conscientiousness, but high extraversion led to a worse
outcome when matched with high neuroticism. This is similar to how psychologists view the
interaction of genes and environment together in behavior instead of independently (Ottmann,

1996).
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Temperament and Psychotherapy

Joyce et al. (2007) find how personality disorder and temperament affect IPT and CBT
treatment in a sample of 167 participants where 80 were randomly assigned to CBT and 87 to
IPT for 16 weeks (72% female, 28% male, mean age of 35.2). According to the MADRS and
TCI, high harm avoidance, low reward dependence, and low novelty seeking lead to a weaker
outcome in IPT, and low persistence negatively affects CBT outcome. The researchers controlled
for multiple variables and randomized the groups. The study was done for only 16 weeks, which
means the results may not apply to long-term treatment (12-18 months). Many studies combine
and analyze IPT and CBT together; however, this study compares the two different therapies.

Kronstrom et al. (2011) explored the predictive value of TCI on major depression from
35 participants in Finland (mean age of 42.7 years). 19 participants were assigned to
psychodynamic therapy and 16 were prescribed 20-40 mg of fluoxetine for 16 weeks with HDRS
and TCI as measurement instruments (inclusion score of 15). High reward dependence,
self-directedness, and cooperativeness predict higher depressive scores after 4 months of
fluoxetine, but this was not present in psychotherapy. This study has a small sample size and
does not report temperament scores, so readers must trust the authors statements.
Analysis for Temperament in Psychotherapy

One study finds an effect for harm avoidance, but the other shows a non-effect. Joyce et
al. (2007) finds that high harm avoidance negatively affects IPT but not CBT. People with high
harm avoidance struggle with uncertainty, and IPT involves changes in the patient’s social life.
Moreover, high harm avoidance is considered a risk of depression (de Winter et al., 2007,
Kampman et al., 2012). CBT explores cognitive strategies against negative thought patterns

(Cognitive Behavioral Therapy, 2016); this involves more internal change than external and
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environmental, which may make CBT easier because it involves change with oneself instead of
multiple people. Kronstrom et al. (2011) does not find a significant effect from harm avoidance
in psychodynamic therapy, which focuses on building internal resources by understanding how
past events affect their present emotions (Center for Substance Abuse Treatment, 1999). Therapy
that involves less external change may be more suitable for patients with high harm avoidance,
but this may apply to change in general, in which case high harm avoidance patients may
struggle in therapy.

One study finds an effect for reward dependence, but the other shows a non-effect. Joyce
et al. (2007) suggests that low reward dependence predicts a worse outcome in IPT but not CBT.
Low reward dependence is characterized by interpersonal deficit, which may hinder IPT
progression because it focuses on fixing mood disorders through improving relationships and
social functions. An alternate interpretation may be that IPT assumes that the root of depression
derives from interpersonal contact, but these people may not seek this in the first place. On the
other hand, CBT focuses on changing negative thoughts patterns instead of interpersonal
relationships. Similar to CBT, Kronstrom et al. (2011) finds that reward dependence does not
affect psychodynamic therapy because it involves less interpersonal interaction than IPT. Low
reward dependence patients may have a better prognosis in CBT and psychodynamic therapy
than IPT.

One study reported an effect from novelty seeking but the other found a non-effect. Joyce
et al. (2007) found that low novelty seeking predicted a poorer treatment outcome in IPT but not
CBT, but Kronstrom et al. (2011) found that novelty seeking did not impact psychodynamic
therapy. Psychotherapy may be weak for low novelty seeking patients because they are averse to

change in therapy.
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Both studies find a negative effect of low persistence. Low persistence negatively
influenced the treatment in CBT but not IPT and psychodynamic therapy according to Joyce et
al. (2007) and Kronstrém et al. (2011). CBT involves confronting negative emotions and results
in fatigue; higher persistence may help clients persevere through the challenging process of
therapy. In fact, a study has found that affective temperament relates to resilience, which acts as a
protective factor against depression (Kesebir et al., 2013). There are not many studies relating
temperament and therapy outcome because the TCI dimensions relate to specific neural systems,
so it makes more sense to connect ADM to temperament since they both concern a person’s
biology.

Temperament and Antidepressants

Newman et al. (2000) examined the influence of TCI on fluoxetine treatment of 199
MDD outpatients (55% female, 45% male, mean age of 40) who were assessed with the HDRS
(inclusion score of 16) and TPQ. Receiving 20 mg/day of fluoxetine for 8 weeks, none of the
traits had a significant effect on outcome. Although this study had a substantial sample size, it
lacked a control group for comparison. Harm avoidance was also reduced throughout the trial,
showing that temperament can change during treatment.

Joyce et al. (1994) examined the effects of TCI traits on treatment by clomipramine and
desipramine (tricyclic antidepressants) in 84 depressed patients who completed 6 weeks of ADM
treatment and the TPQ and HDRS (inclusion score of 14). At 2 weeks, the mean dosages for
clomipramine and desipramine were both 122 mg, 135 mg and 171 mg respectively at 4 weeks,
144 mg and 199mg at 6 weeks. Temperament explained 35% of variance in the whole sample
and 50% in severe patients. In women, high reward dependence and harm avoidance indicated a

better clomipramine and desipramine response respectively. Low reward dependence, novelty
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seeking, and harm avoidance together led to a better general response. High reward dependence
and harm avoidance together led to a better response, but patients with high harm avoidance and
low reward dependence conjointly did less well in treatment. Independently, these traits may
have an insignificant influence on outcome. The study used self-report measures, but it explored
tricyclic antidepressants that other studies do not often examine.

Nelson and Cloninger (1997) investigated the influence of temperament on nefazodone
(SNRI) treatment and 1119 patients were recruited with 427 men and 692 women (mean age of
47.2) who completed the HDRS and TPQ. 100 mg of nefazodone was prescribed twice daily and
adjusted within 100-600 mg/day for 8 weeks. Temperament predicted 1.1% variance of the
HDRS change, where only high reward dependence predicted a lower response. The study
lacked a control group to compare the results, but it has the largest sample size among all the
studies.

Balestri et al. (2019) examined the effect of TCI dimensions on treatment. A sample of
743 patients was recruited from 6 European studies consisting of 455 with MDD and 288 with
bipolar disorder (BPD) in ADM treatment who also completed the TCI and the HDRS and
MADRS. Remission was assigned to participants who received a HDRS score 7 or lower;
responders had at least a 50% reduction in HDRS or MADRS score after one treatment trial;
treatment-resistant was classified as a decrease in score less than 50% after two treatment trials.
Non-remission was related to high harm avoidance, self-transcendence, low persistence, and
self-directedness, and non-responders had high harm avoidance, low reward dependence, and
low self-directedness; treatment-resistant showed low reward dependence, persistence, and

cooperativeness. The study has a large sample size and produces findings in non-remission,
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treatment-resistant, and non-responders. However, the sample was collected from sites with
different designs and purposes.
Analysis for Temperament in Pharmacotherapy

Three studies find a non-effect from harm avoidance, but one study finds an effect.
Kronstrom et al. (2011) and Newman et al. (2000) suggest that high harm avoidance did not
influence fluoxetine treatment and the same is concluded with nefazodone in Nelson and
Cloninger (1997). According to Joyce et al. (1994), harm avoidance alone did not influence
clomipramine treatment, but high harm avoidance predicted desipramine response in women.
Nevertheless, Balestri et al. (2019) found that high harm avoidance led to non-remission and
non-responders. High harm avoidance is related to excessive worrying, pessimism, and fatigue
(Chen et al., 2015). Doubt and pessimism could have a negative effect on outcome as studies
describe that the placebo effect plays a significant role in ADM treatment (Kirsch, 2014). Still,
most of the studies show that harm avoidance does not affect outcome. Hence, ADM may be
suitable for high harm avoidance patients because of its adverse effect on therapy.

Three studies find an effect from reward dependence and one study finds a non-effect.
Kronstrom et al. (2011) and Nelson and Cloninger (1997) discover that fluoxetine and
nefazodone respectively led to less response in high reward dependence patients. High reward
dependence patients are sensitive to social approval and support, and ADM may not provide a
space for this support. Since therapy does not affect high reward dependence patients, therapy
may be better for high reward dependence patients. Joyce et al. (1994) shows that high reward
dependence predicts better outcomes by clomipramine in women, but all the other studies do not
show any influence of gender on ADM treatment outcome, so this may result from error.

Newman et al. (2000) determines that reward dependence did not affect fluoxetine treatment, and
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therefore a decisive conclusion cannot be made unless reward dependence is studied under
similar study designs. Joyce et al. (1994) finds that temperament explained 35% variance in
response and 50% variance in severely depressed patients. On the other hand, Nelson and
Cloninger (1997) finds that only 1.1% of variance in HDRS score is attributed to temperament;
this means that temperament may only slightly influence overall outcome, and time may be
better spent researching other factors. Nelson and Cloninger (1997) may have more validity
because it has a larger sample.

All four studies find a non-effect from novelty seeking. Kronstrom et al. (2011), Newman
et al. (2000), Joyce et al. (1994), and Nelson and Cloninger (1997) find that novelty seeking
alone does not impact outcome regardless of the ADM type. Novelty seeking relates to people’s
bias or initiation of behavior (Joyce et al., 2007). Where therapy may involve changing one’s life
through action, novelty seeking does not influence how patients respond to medication. The
studies together suggest that ADM is a superior option for low novelty seeking patients because
they are less willing to confront unfamiliar situations in therapy.

Three studies find a non-effect from persistence, but one study finds an effect. Kronstrom
etal. (2011), Newman et al. (2000), and Nelson and Cloninger (1997) find that persistence does
not affect outcome by fluoxetine and nefazodone, and yet Balestri et al. (2019) discerns that low
persistence conduces to non-remission and treatment-resistance but not non-responders.
Remission takes longer to achieve because it signals that the patient is recovering back to
normal. Patients with low persistence may not have the perseverance to reach remission as
opposed to receiving a response (a 50% reduction in HDRS score). Persistence does not affect
ADM outcome because it is unrelated to reactions that occur in the brain. However, persistence

can influence whether a patient consistently takes their ADM, but all the studies in this review
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assume that participants follow the ADM schedule. Hence, the controlled nature of experiment
may ignore the influential factors that would be seen in a real clinical situation. In fact, research
has indicated the importance of compliance in ADM treatment (Cohen et al., 2004).
Conclusion

Clinicians can easily form a false impression of a person’s personality due to cognitive
biases such as the “halo effect” (Asch, 1946). Personality assessments may inform clinicians how
to treat a patient; for instance, a therapist could provide more social support to clients with high
reward dependence. Clinicians can focus on reducing the stress from high harm avoidance and
neuroticism by suggesting coping skills specifically for these patients. For example, mindfulness
is effective for people with high neuroticism (Drake et al., 2017). Extraversion and
conscientiousness have a positive influence on therapy treatment while neuroticism has the
opposite effect. Agreeableness and openness results show frequent inconsistencies, so further
research that examines the effect of each sub-facet is warranted to elucidate differences.
Personality does not affect ADM treatment due to the lack of connection. Other factors such as
placebo may be a more auspicious area of research. Similar findings are found in temperament
traits as harm avoidance, novelty seeking, and persistence does not affect ADM treatment.
Hence, personality and temperament may not have much of an effect on ADM treatment. If
temperament and ADM relate to neural systems, they should be an effect; therefore, research
evaluating the efficacy of the TCI and ADM types may be justified.

Problems exist in the literature: self-report measurements for personality are dependent
on memories, which are easily malleable and deceptive (Loftus, 2003). Moreover, completing
the questionnaire during a depressive episode can influence results relating to depressive style or

behavior (Hirano et al., 2002; Jofte et al., 1993). Subjective measures should supplement
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objective instruments as even some researchers objectively analyzed temperament in early
infants (Planalp et al., 2017). The definition and measurement of temperament and personality is
divisive with studies arguing to implement a six factor personality model or personality styles
(Jackson et al., 1996; Parker & Crawford, 2009). As long as this persists, the research question
cannot be fully answered. The heterogeneity of study design burdens the comparison of articles.
Some studies have different treatment strategies with varying dosage of ADM and types of
therapy. Not to mention that factors such as past experiences, demographic background, and
other factors can outweigh the influence of traits. Recovery can be misattributed to confounding
variables instead of traits.

This article analyzes SSRIs, SNRIs, and tricyclic antidepressants but not other ADM such
as dopaminergic reuptake blockers. Group therapy can also be explored because finding people
with similar traits may lead to better outcomes (Ogrodniczuk et al., 2003; Ogawa et al., 2023;
Pan et al., 2017). The findings do not extend to long-term, comorbid, or persistent depression
disorder (Paavonen et al., 2016; Hellerstein et al., 2019).

Similar to medical diagnoses, researchers argue that the DSM-V can classify mental
illness as a dimension instead of binary. Some argue that FFM can describe personality disorders
more precisely and suggest treatment focused on neuroticism (Barlow et al, 2014; Widiger &
Presnall, 2013). High neuroticism is adverse for MDD treatment, which implies that traits can
contribute to the range of severity and symptomatology for MDD. The World Health
Organization ranked depression as the 4th cause of burden of disease worldwide (Reddy, 2010).
Patients have an abundance of treatment options and individual traits could help patients

optimize their treatment and clinicians to enhance treatment plans.



INFLUENCE OF PERSONALITY AND TEMPERAMENT ON TREATMENT 22

References
Arnow, B. A., Steidtmann, D., Blasey, C., Manber, R., Constantino, M. J., Klein, D. N.,
Markowitz, J. C., Rothbaum, B. O., Thase, M. E., Fisher, A. J., & Kocsis, J. H. (2013).
The relationship between the therapeutic alliance and treatment outcome in two distinct
psychotherapies for chronic depression. Journal of Consulting and Clinical Psychology,

81(4), 627-638. https://doi.org/10.1037/a0031530

Asch, S. E. (1946). Forming impressions of personality. The Journal of Abnormal and Social

Psychology, 41(3), 258-290. https://doi.org/10.1037/h0055756

Bagby, R. M., Joffe, R. T., Parker, J. D. A., Kalemba, V., & Harkness, K. L. (1995). Major
depression and the five-factor model of personality. Journal of Personality Disorders,

9(3), 224-234. https://doi.org/10.1521/pedi.1995.9.3.224

Bagby, R. M., Quilty, L. C., Segal, Z. V., McBride, C. C., Kennedy, S. H., & Costa, P. T. (2008).
Personality and differential treatment response in major depression: A randomized
controlled trial comparing cognitive-behavioural therapy and pharmacotherapy. The
Canadian Journal of Psychiatry, 53(6), 361-370.

https://doi.org/10.1177/070674370805300605

Bains, N., & Abdijadid, S. (2023). Major depressive disorder. In StatPearls. StatPearls

Publishing. http://www.ncbi.nlm.nih.gov/books/NBK 559078/

Balestri, M., Porcelli, S., Souery, D., Kasper, S., Dikeos, D., Ferentinos, P., Papadimitriou, G. N.,
Rujescu, D., Martinotti, G., Di Nicola, M., Janiri, L., Caletti, E., Mandolini, G. M.,
Pigoni, A., Paoli, R. A., Lazzaretti, M., Brambilla, P., Sala, M., Abbiati, V., ... Serretti, A.
(2019). Temperament and character influence on depression treatment outcome. Journal

of Affective Disorders, 252, 464—474. https://doi.org/10.1016/1.jad.2019.04.03 1



https://doi.org/10.1037/a0031530
https://doi.org/10.1037/h0055756
https://doi.org/10.1521/pedi.1995.9.3.224
https://doi.org/10.1177/070674370805300605
http://www.ncbi.nlm.nih.gov/books/NBK559078/
https://doi.org/10.1016/j.jad.2019.04.031

INFLUENCE OF PERSONALITY AND TEMPERAMENT ON TREATMENT 23

Barlow, D. H., Sauer-Zavala, S., Carl, J. R., Bullis, J. R., & Ellard, K. K. (2014). The nature,
diagnosis, and treatment of neuroticism: Back to the future. Clinical Psychological
Science, 2(3), 344-365. https://doi.org/10.1177/2167702613505532

Beck, A., Crain, A. L., Solberg, L. I., Unutzer, J., Glasgow, R. E., Maciosek, M. V., & Whitebird,
R. (2011). Severity of depression and magnitude of productivity loss. The Annals of
Family Medicine, 9(4), 305-311. https://doi.org/10.1370/atm.1260

Bergner, R. M. (2020). What is personality? Two myths and a definition. New Ideas in
Psychology, 57, 100759. https://doi.org/10.1016/j.newideapsych.2019.100759

Brown, C., Schulberg, H. C., & Madonia, M. J. (1995). Assessment depression in primary care
practice with the beck depression inventory and the hamilton rating scale for depression.

Psychological Assessment, 7(1), 59—65. https://doi.org/10.1037/1040-3590.7.1.59

Cai, H., Xie, X.-M., Zhang, Q., Cui, X., Lin, J.-X., Sim, K., Ungvari, G. S., Zhang, L., & Xiang,
Y.-T. (2021). Prevalence of suicidality in major depressive disorder: A systematic review
and meta-analysis of comparative studies. Frontiers in Psychiatry, 12, 690130.
https://doi.org/10.3389/fpsyt.2021.690130

Chen, C.-Y., Lin, S.-H., Li, P., Huang, W.-L., & Lin, Y.-H. (2015). The role of the harm

avoidance personality in depression and anxiety during the medical internship. Medicine,

94(2), €389. https://doi.org/10.1097/MD.0000000000000389
Cloninger, C. R., Przybeck, T. R., & Svrakic, D. M. (1991). The tridimensional personality
questionnaire: U. S. Normative data. Psychological Reports, 69(3), 1047-1057.

https://doi.ore/10.2466/pr0.1991.69.3.1047



https://doi.org/10.1177/2167702613505532
https://doi.org/10.1370/afm.1260
https://doi.org/10.1016/j.newideapsych.2019.100759
https://doi.org/10.1037/1040-3590.7.1.59
https://doi.org/10.3389/fpsyt.2021.690130
https://doi.org/10.1097/MD.0000000000000389
https://doi.org/10.2466/pr0.1991.69.3.1047

INFLUENCE OF PERSONALITY AND TEMPERAMENT ON TREATMENT 24

Cloninger, C. R., Svrakic, D. M., & Przybeck, T. R. (1993). A psychobiological model of
temperament and character. Archives of General Psychiatry, 50(12), 975-990.

https://doi.org/10.1001/archpsyc.1993.01820240059008

Cognitive behavioral therapy. (2016). In InformedHealth.org [Internet]. Institute for Quality and
Efficiency in Health Care (IQWiG). https://www.ncbi.nlm.nih.gov/books/NBK279297/

Cohen, N. L., Ross, E. C., Bagby, R. M., Farvolden, P., & Kennedy, S. H. (2004). The 5-factor
model of personality and antidepressant medication compliance. The Canadian Journal of

Psychiatry, 49(2), 106—113. https://doi.org/10.1177/070674370404900205

Costa, P. T., & McCrae, R. R. (2008). The revised neo personality inventory(Neo-pi-r). In G.
Boyle, G. Matthews, & D. Saklofske, The SAGE Handbook of Personality Theory and
Assessment: Volume 2—Personality Measurement and Testing (pp. 179-198). SAGE

Publications Ltd. https://doi.org/10.4135/9781849200479.n9

Cuijpers, P., Karyotaki, E., Ciharova, M., Miguel, C., Noma, H., & Furukawa, T. A. (2021). The
effects of psychotherapies for depression on response, remission, reliable change, and
deterioration: A meta-analysis. Acta Psychiatrica Scandinavica, 144(3), 288-299.

https://doi.org/10.1111/acps.13335

De Fruyt, F., Van De Wiele, L., & Van Heeringen, C. (2000). Cloninger’s psychobiological
model of temperament and character and the five-factor model of personality. Personality
and Individual Differences, 29(3), 441-452.

https://doi.org/10.1016/S0191-8869(99)00204-4

de Winter, R. F. P., Wolterbeek, R., Spinhoven, P., Zitman, F. G., & Goekoop, J. G. (2007).

Character and temperament in major depressive disorder and a highly anxious-retarded


https://doi.org/10.1001/archpsyc.1993.01820240059008
https://www.ncbi.nlm.nih.gov/books/NBK279297/
https://doi.org/10.1177/070674370404900205
https://doi.org/10.4135/9781849200479.n9
https://doi.org/10.1111/acps.13335
https://doi.org/10.1016/S0191-8869(99)00204-4

INFLUENCE OF PERSONALITY AND TEMPERAMENT ON TREATMENT 25

subtype derived from melancholia. Comprehensive Psychiatry, 48(5), 426—435.

https://doi.org/10.1016/j.comppsych.2007.04.002

Dermody, S. S., Quilty, L. C., & Bagby, R. M. (2016). Interpersonal impacts mediate the
association between personality and treatment response in major depression. Journal of
Counseling Psychology, 63(4), 396—404. https://doi.org/10.1037/cou0000144

Drake, M. M., Morris, D. M., & Davis, T. J. (2017). Neuroticism’s susceptibility to distress:
Moderated with mindfulness. Personality and Individual Differences, 106, 248-252.

https://doi.org/10.1016/j.paid.2016.10.060

Duberstein, P. R., & Heisel, M. J. (2007). Personality traits and the reporting of affective disorder
symptoms in depressed patients. Journal of Affective Disorders, 103(1), 165-171.

https://doi.org/10.1016/j.jad.2007.01.025

Falkenstrom, F., Granstrom, F., & Holmgqvist, R. (2013). Therapeutic alliance predicts
symptomatic improvement session by session. Journal of Counseling Psychology, 60(3),

317-328. https://doi.org/10.1037/a0032258

Hayward, R. D., Taylor, W. D., Smoski, M. J., Steffens, D. C., & Payne, M. E. (2013).
Association of five-factor model personality domains and facets with presence, onset, and

treatment outcomes of major depression in older adults. The American Journal of

Geriatric Psychiatry, 21(1), 88-96. https://doi.org/10.1016/j.jagp.2012.11.012
Hellerstein, D. J., Stewart, J. W., Chen, Y., Arunagiri, V., Peterson, B. S., & McGrath, P. J.
(2019). Desvenlafaxine vs. Placebo in the treatment of persistent depressive disorder.

Journal of Affective Disorders, 245, 403—411. https://doi.org/10.1016/j.jad.2018.11.065

Heo, M., Murphy, C. F., & Meyers, B. S. (2007). Relationship between the hamilton depression

rating scale and the montgomery-asberg depression rating scale in depressed elderly: A


https://doi.org/10.1016/j.comppsych.2007.04.002
https://doi.org/10.1037/cou0000144
https://doi.org/10.1016/j.paid.2016.10.060
https://doi.org/10.1016/j.jad.2007.01.025
https://doi.org/10.1037/a0032258
https://doi.org/10.1016/j.jagp.2012.11.012
https://doi.org/10.1016/j.jad.2018.11.065

INFLUENCE OF PERSONALITY AND TEMPERAMENT ON TREATMENT 26

meta-analysis. The American Journal of Geriatric Psychiatry, 15(10), 899-905.
https://doi.org/10.1097/JGP.0b013e318098614¢

Hirano, S., Sato, T., Narita, T., Kusunoki, K., Ozaki, N., Kimura, S., Takahashi, T., Sakado, K.,
& Uehara, T. (2002). Evaluating the state dependency of the Temperament and Character
Inventory dimensions in patients with major depression: A methodological contribution.
Journal of Affective Disorders, 69(1), 31-38.
https://doi.org/10.1016/S0165-0327(00)00329-3

Huijbrechts, 1. P., Haffmans, P. M., Jonker, K., van Dijke, A., & Hoencamp, E. (1999). A
comparison of the “hamilton rating scale for depression” and the “montgomery-asberg
depression rating scale.” Acta Neuropsychiatrica, 11(1), 34-37.
https://doi.org/10.1017/S0924270800036358

Jackson, D. N., Ashton, M. C., & Tomes, J. L. (1996). The six-factor model of personality:
Facets from the big five. Personality and Individual Differences, 21(3), 391-402.
https://doi.org/10.1016/0191-8869(96)00046-3

Jofte, R. T., Bagby, R. M., Levitt, A. J., Regan, J. J., & Parker, J. D. (1993). The tridimensional
personality questionnaire in major depression. The American Journal of Psychiatry,
150(6), 959-960. https://doi.org/10.1176/ajp.150.6.959

Joyce, P. R., McKenzie, J. M., Carter, J. D., Rae, A. M., Luty, S. E., Frampton, C. M. A., &
Mulder, R. T. (2007). Temperament, character and personality disorders as predictors of
response to interpersonal psychotherapy and cognitive-behavioural therapy for
depression. The British Journal of Psychiatry: The Journal of Mental Science, 190,

503-508. https://doi.org/10.1192/bjp.bp.106.024737



INFLUENCE OF PERSONALITY AND TEMPERAMENT ON TREATMENT 27

Joyce, P. R., Mulder, R. T., & Cloninger, C. R. (1994). Temperament predicts clomipramine and
desipramine response in major depression. Journal of Affective Disorders, 30(1), 35—46.
https://doi.org/10.1016/0165-0327(94)90149-X

Kampman, O., Poutanen, O., Illi, A., Setédld-Soikkeli, E., Viikki, M., Nuolivirta, T., & Leinonen,
E. (2012). Temperament profiles, major depression, and response to treatment with SSRIs
in psychiatric outpatients. European Psychiatry, 27(4), 245-249.
https://doi.org/10.1016/j.eurpsy.2010.07.006

Kesebir, S., Giindogar, D., Kiigiiksubasi, Y., & Tathdil Yaylaci, E. (2013). The relation between
affective temperament and resilience in depression: A controlled study. Journal of

Affective Disorders, 148(2), 352—-356. https://doi.org/10.1016/1.jad.2012.12.023

Kim, H.-Y., Lee, H.-J., Jhon, M., Kim, J.-W., Kang, H.-J., Lee, J.-Y., Kim, S.-W., Shin, L.-S., &
Kim, J.-M. (2021). Predictors of remission in acute and continuation treatment of
depressive disorders. Clinical Psychopharmacology and Neuroscience, 19(3), 490-497.

https://doi.ore/10.9758/cpn.2021.19.3.490

Kirsch, I. (2014). Antidepressants and the placebo effect. Zeitschrift Fiir Psychologie, 222(3),

128-134. https://doi.org/10.1027/2151-2604/a000176

Kronstrom, K., Salminen, J. K., Hietala, J., Kajander, J., Vahlberg, T., Markkula, J., Rasi-Hakala,
H., & Karlsson, H. (2011). Personality traits and recovery from major depressive
disorder. Nordic Journal of Psychiatry, 65(1), 52-57.

https://doi.org/10.3109/08039488.2010.487571

Kushner, S. C., Quilty, L. C., Uliaszek, A. A., McBride, C., & Bagby, R. M. (2016). Therapeutic

alliance mediates the association between personality and treatment outcome in patients


https://doi.org/10.1016/j.jad.2012.12.023
https://doi.org/10.9758/cpn.2021.19.3.490
https://doi.org/10.1027/2151-2604/a000176
https://doi.org/10.3109/08039488.2010.487571

INFLUENCE OF PERSONALITY AND TEMPERAMENT ON TREATMENT 28

with major depressive disorder. Journal of Affective Disorders, 201, 137-144.
https://doi.org/10.1016/j.jad.2016.05.016

Loftus, E. F. (2003). Make-believe memories. American Psychologist, 58(11), 867-873.
https://doi.org/10.1037/0003-066X.58.11.867

McCrae, R. R., & John, O. P. (1992). An introduction to the five-factor model and its
applications. Journal of Personality, 60(2), 175-215.

https://doi.org/10.1111/1.1467-6494.1992.tb00970.x

Miller, J. D., Pilkonis, P. A., & Morse, J. Q. (2004). Five-factor model prototypes for personality
disorders: The utility of self-reports and observer ratings. Assessment, 11(2), 127—138.

https://doi.ore/10.1177/1073191104264962

Nelson, E., & Cloninger, C. R. (1997). Exploring the TPQ as a possible predictor of
antidepressant response to nefazodone in a large multi-site study. Journal of Affective
Disorders, 44(2), 197-200. https://doi.org/10.1016/S0165-0327(97)00047-5

Newman, J. R., Ewing, S. E., McColl, R. D., Borus, J. S., Nierenberg, A. A., Pava, J., & Fava,
M. (2000). Tridimensional personality questionnaire and treatment response in major
depressive disorder: A negative study. Journal of Affective Disorders, 57(1), 241-247.
https://doi.org/10.1016/S0165-0327(99)00046-4

Ogawa, S., Hayashida, M., Tayama, J., Saigo, T., Nakaya, N., Sone, T., Kobayashi, M., Bernick,
P., Takeoka, A., & Shirabe, S. (2023). Preventive effects of group cognitive behavioral
therapy in first-year university students at risk for depression: A non-randomized
controlled trial. Perceptual & Motor Skills, 130(2), 790-807.

https://doi.org/10.1177/00315125231153778


https://doi.org/10.1111/j.1467-6494.1992.tb00970.x
https://doi.org/10.1177/1073191104264962

INFLUENCE OF PERSONALITY AND TEMPERAMENT ON TREATMENT 29

Ogrodniczuk, J. S., Piper, W. E., Joyce, A. S., McCallum, M., & Rosie, J. S. (2003). Neo-five
factor personality traits as predictors of response to two forms of group psychotherapy.
International Journal of Group Psychotherapy, 53(4), 417—442.
https://doi.org/10.1521/ijgp.53.4.417.42832

Ottman, R. (1996). Gene—environment interaction: Definitions and study design. Preventive
Medicine, 25(6), 764—770. https://doi.org/10.1006/pmed.1996.0117

Paavonen, V., Luoto, K., Koivukangas, A., Lassila, A., Leinonen, E., & Kampman, O. (2016).
Temperament and character profiles associated with depression and treatment response in
patients with or without comorbid substance abuse. Psychiatry Research, 245, 250-258.
https://doi.org/10.1016/j.psychres.2016.08.043

Pan, J.-Y., Ng, P., Young, D. K.-W., & Caroline, S. (2017). Effectiveness of cognitive behavioral
group intervention on acculturation: A study of students in Hong Kong from mainland
china. Research on Social Work Practice, 27(1), 68—79.
https://doi.org/10.1177/1049731516646857

Parker, G., & Crawford, J. (2009). Personality and self-reported treatment effectiveness in
depression. Australian & New Zealand Journal of Psychiatry, 43(6), 518-525.
https://doi.org/10.1080/00048670902873730

Petersen, T., Papakostas, G. 1., Bottonari, K., [acoviello, B., Alpert, J. E., Fava, M., &
Nierenberg, A. A. (2002). NEO-FFI factor scores as predictors of clinical response to
fluoxetine in depressed outpatients. Psychiatry Research, 109(1), 9—-16.
https://doi.org/10.1016/S0165-1781(01)00359-6

Planalp, E. M., Van Hulle, C., Gagne, J. R., & Goldsmith, H. H. (2017). The infant version of the

laboratory temperament assessment battery (Lab-tab): Measurement properties and



INFLUENCE OF PERSONALITY AND TEMPERAMENT ON TREATMENT 30

implications for concepts of temperament. Frontiers in Psychology, 8, 846.
https://doi.org/10.3389/fpsyg.2017.00846

Quilty, L. C., De Fruyt, F., Rolland, J.-P., Kennedy, S. H., Rouillon, Pr. F., & Bagby, R. M.
(2008). Dimensional personality traits and treatment outcome in patients with major
depressive disorder. Journal of Affective Disorders, 108(3), 241-250.
https://doi.org/10.1016/j.jad.2007.10.022

Rector, N. A., Bagby, R. M., Huta, V., & Ayearst, L. E. (2012). Examination of the trait facets of
the five-factor model in discriminating specific mood and anxiety disorders. Psychiatry

Research, 199(2), 131-139. https://doi.org/10.1016/].psychres.2012.04.027

Reddy, M. S. (2010). Depression: The disorder and the burden. Indian Journal of Psychological
Medicine, 32(1), 1-2. https://doi.org/10.4103/0253-7176.70510

Reich, J. H., & Green, A. 1. (1991). Effect of personality disorders on outcome of treatment: The
Journal of Nervous and Mental Disease, 179(2), 74-82.
https://doi.org/10.1097/00005053-199102000-00003

Rettew, D. C., & McKee, L. (2005). Temperament and its role in developmental
psychopathology. Harvard Review of Psychiatry, 13(1), 14-27.
https://doi.org/10.1080/10673220590923146

Reynolds, S. K., & Clark, L. Anna. (2001). Predicting dimensions of personality disorder from
domains and facets of the five factor model. Journal of Personality, 69(2), 199-222.
https://doi.org/10.1111/1467-6494.00142

Svrakic, D. M., Przybeck, T. R., & Cloninger, C. R. (1992). Mood states and personality traits.
Journal of Affective Disorders, 24(4), 217-226.

https://doi.org/10.1016/0165-0327(92)90106-G


https://doi.org/10.1016/j.psychres.2012.04.027

INFLUENCE OF PERSONALITY AND TEMPERAMENT ON TREATMENT 31

Takahashi, M., Shirayama, Y., Muneoka, K., Suzuki, M., Sato, K., & Hashimoto, K. (2013). Low
openness on the revised neo personality inventory as a risk factor for treatment-resistant
depression. PLOS ONE, 8(9), €71964. https://doi.org/10.1371/journal.pone.0071964

Thalmayer, A. G. (2018). Personality and mental health treatment: Traits as predictors of
presentation, usage, and outcome. Psychological Assessment, 30(7), 967-977.
https://doi.org/10.1037/pas0000551

Treatment, C. for S. A. (1999). Chapter 7—Brief psychodynamic therapy. In Brief Interventions
and Brief Therapies for Substance Abuse. Substance Abuse and Mental Health Services
Administration (US). https://www.ncbi.nlm.nih.gov/books/NBK 64952/

Vittengl, J. R., Clark, L. A., Dunn, T. W., & Jarrett, R. B. (2007). Reducing relapse and
recurrence in unipolar depression: A comparative meta-analysis of cognitive-behavioral
therapy’s effects. Journal of Consulting and Clinical Psychology, 75(3), 475—488.
https://doi.org/10.1037/0022-006X.75.3.475

Vuyjeva, H. M., & Furman, W. (2011). Depressive symptoms and romantic relationship qualities
from adolescence through emerging adulthood: A longitudinal examination of influences.
Journal of Clinical Child & Adolescent Psychology, 40(1), 123—135.

https://doi.ore/10.1080/15374416.2011.533414

Widiger, T. A., & Presnall, J. R. (2013). Clinical Application of the Five-Factor Model. Journal
of Personality, 81(6), 515-527. https://doi.org/10.1111/jopy.12004

Xia, J., He, Q., L1, Y., Xie, D., Zhu, S., Chen, J., Shen, Y., Zhang, N., Wei, Y., Chen, C., Shen, J.,
Zhang, Y., Gao, C., Li, Y., Ding, J., Shen, W., Wang, Q., Cao, M., Liu, T., ... Wang, X.

(2011). The relationship between neuroticism, major depressive disorder and comorbid


https://doi.org/10.1080/15374416.2011.533414

INFLUENCE OF PERSONALITY AND TEMPERAMENT ON TREATMENT

disorders in Chinese women. Journal of Affective Disorders, 135(1-3), 100-105.

https://doi.org/10.1016/j.jad.2011.06.053

32


https://doi.org/10.1016/j.jad.2011.06.053

