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RESUMO

O INCENDIO DA BOATE KISS: INVESTIGACAO DA RELACAO ENTRE
PERSONALIDADE, PSICOPATOLOGIA E RESILIENCIA

Autor: Vitor Crestani Calegaro
Orientadora: Prof2 Dr? Lucia Helena Machado Freitas

Desastres como o incéndio da boate Kiss podem desencadear diversas psicopatologias pos-
traumaticas em individuos expostos, principalmente transtorno de estresse pés-trauméatico
(TEPT), depresséo e transtornos de ansiedade, levando a prejuizo significativo na qualidade
de vida. Por outro lado, hd pessoas que conseguem recuperar a salde mental apos um
periodo breve de sofrimento. A disposicao psicolégica para a adaptacao e enfrentamento das
adversidades € conceituada como traco de resiliéncia, caracteristica atribuida a
personalidade. Assim, individuos resilientes podem amadurecer com a experiéncia e manter-
se mentalmente saudaveis. Nos sujeitos vulneraveis, o trauma pode ter também repercussdes
duradouras na personalidade, incluindo perturbagcbes do self e das relagbes interpessoais.
Nesse sentido, evidéncias iniciais sugerem a associacdo entre TEPT e tracos especificos,
utilizando diferentes modelos de personalidade. Entretanto, ndo ha estudos que procuraram
relacionar, ao mesmo tempo, psicopatologia poOs-traumatica e traco de resiliéncia as
dimensfes de temperamento e carater descritas no Modelo Psicobiologico de Cloninger. O
temperamento é constituido por busca de novidades, esquiva do dano, dependéncia de
gratificagcdo e persisténcia; e o carater, por autodirecionamento, cooperatividade e
autotranscendéncia. Este modelo se diferencia dos demais por compreender a personalidade
como resultado da interacdo dindmica entre tendéncias biologicas (temperamento) e
carateristicas psicolégicas (carater), e por produzir conhecimento clinicamente relevante para
a prevencao, a psicofarmacoterapia e a psicoterapia. Assim, este trabalho objetivou investigar
a relacdo entre personalidade, psicopatologia e resiliéncia, em pessoas expostas ao incéndio
da boate Kiss. No artigo 1, empregou-se a analise de classe latente para identificar padrdes
homogéneos de apresentagéo de sintomas de TEPT, transtornos de humor e de ansiedade,
definindo tipologias psicopatolégicas. ApOs a identificacdo das classes, investigaram-se
preditores e desfechos de gravidade. Encontraram-se trés padrdes de individuos: com poucos
sintomas, com TEPT parcial e TEPT completo com comorbidades, que foram associadas
significativamente com niveis crescentes de gravidade. Diversos preditores foram
encontrados e discutidos. No artigo 2, investigou-se a associacdo entre os tracos de
temperamento e carater com a gravidade dos sintomas de TEPT, traco de resiliéncia e
qualidade de vida. Esquiva do dano, autodirecionamento e autotranscendéncia foram
preditores de gravidade de sintomas e do traco de resiliéncia. Além disso, o
autodirecionamento apresentou efeito direto sobre a qualidade de vida em geral, e a auto-
trancendéncia, sobre a qualidade de vida espiritual. Concluiu-se que as consequéncias do
incéndio da boate Kiss na saide mental dos individuos diretamente expostos envolveram trés
tipologias de sintomas, que predizeram niveis de gravidade relacionados a resiliéncia e a
psicopatologia. Esquiva do dano, autodirecionamento e autotranscendéncia foram os tracos
associados a resiliéncia e a sintomatologia. A avaliacdo de individuos expostos ao trauma
psiquico, levando em conta os fatores de risco e tracos da personalidade, mostra-se
promissora para nortear intervencdes preventivas e de tratamento. Sugere-se que estudos
posteriores devam focar no desenvolvimento das mesmas, considerando perfis especificos
de personalidade.

Palavras-chave: Transtorno de Estresse POs-Traumético, Temperamento; Carater,
Resiliéncia Psicolégica; Psicopatologia.






ABSTRACT

THE KISS NIGHTCLUB FIRE: INVESTIGATION OF THE RELATIONSHIP AMONG
PERSONALITY, PSYCHOPATHOLOGY, AND RESILIENCE.

Author: Vitor Crestani Calegaro
Advisor: Prof Lucia Helena Machado Freitas, PhD

Disasters such as the Kiss nightclub fire may trigger several post-traumatic psychopathologies
in exposed individuals, particularly post-traumatic stress disorder (PTSD), depression and
anxiety disorders, leading to a significant impairment on quality of life. On the other hand, there
are people who can recover the mental health after a brief period of suffering. The
psychological disposition to adapt and face adversity is conceived as trait resilience, a
characteristic attributed to personality. Thus, resilient individuals can mature with experience
and remain mentally healthy. In vulnerable subjects, trauma can also have lasting
repercussions on personality, including disturbances of self and interpersonal relationships. In
this sense, early evidences suggest the association between PTSD and specific traits, using
different personality models. However, there are no studies that attempt to relate posttraumatic
psychopathology and trait resilience to temperament and character dimensions, described in
Cloninger's Psychobiological Model. The temperament consists of novelty seeking, harm
avoidance, reward dependence, and persistence; and character, of self-directedness,
cooperativeness, and self-transcendence. This model is different of others by understanding
the personality as a result of the interaction between biological tendencies (temperament) and
psychological characteristics (character), and by producing clinically relevant knowledge for
prevention, psychopharmacotherapy and psychotherapy. Therefore, this work aimed to
investigate the relationship among personality, psychopathology and resilience in people
exposed to the Kiss nightclub fire. In Article 1, latent class analysis was employed to identify
homogeneous patterns of PTSD symptom presentation, mood and anxiety disorders, defining
psychopathological typologies. After identifying the classes, predictors and severity outcomes
were investigated. Three patterns of individuals were found: low-symptom, partial PTSD and
full PTSD with comorbidities, which were significantly associated with increasing levels of
severity. Several predictors were found and discussed. In article 2, the association among
temperament and character traits with PTSD symptoms, trait resilience and quality of life was
investigated. Harm avoidance, self-directedness and self-transcendence were predictors of
symptom severity and trait resilience. In addition, self-directedness showed direct effect on
quality of life in general, and selftranscendence, on spiritual quality of life. It was concluded
that the consequences of the Kiss nightclub fire on the mental health of directly exposed
individuals involve three typologies of symptoms, which predicted severity levels related to
resilience and psychopathology. Harm avoidance, self-directedness, and selftranscendence
were the traits associated with resilience and symptomatology. The assessment of individuals
exposed to psychic trauma, taking into account risk factors and personality traits, is promising
for preventive and treatment-oriented interventions. It is suggested that further studies should
focus on their development, considering specific personality profiles.

Keywords: Stress Disorders, Post-Traumatic; Temperament; Character; Resilience,
Psychological
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1. INTRODUCAO

Eu queria que nada disso tivesse acontecido. Nés éramos uma familia, ndo
tinhamos esses problemas, nunca precisei ir ao médico. Agora, toda a vez
gue eu venho aqui [no hospital], lembro de tudo o que aconteceu. Ndo queria
ter vindo. Passei meses no hospital com elas internadas. S6 venho por causa
da minha filha, porque sei que ela precisa de mim, sendo eu nem tomava 0s
remédios...(Sobrevivente - andnimo)

Esta tese apresenta os resultados do projeto de doutorado intitulado
“Transtorno do Estresse Pos-Traumético (TEPT), Temperamento, Carater e
Resiliéncia: um estudo sobre fatores associados a psicopatologia ap0s a Tragédia de
Santa Maria”. Insere-se na linha de pesquisa do Trauma. Foi registrado na
Universidade Federal de Santa Maria (UFSM, CAAE: 80011317.4.0000.5346) e na
Universidade Federal do Rio Grande do Sul (UFRGS, CAAE: 80011317.4.3001.5347).
Encontra-se vinculado ao projeto “guarda-chuva” intitulado “Psicopatologia decorrente
de trauma psiquico: um estudo longitudinal com os pacientes atendidos no
ambulatorio de Psiquiatria do CIAVA” (PDTP — CAAE: 39906414.8.0000.5346).

O trabalho € apresentado no formato de artigos, estruturado da seguinte forma:
Introducao, Revisao de Literatura, Objetivos, Justificativas e Hipoteses, Artigo 1, Artigo
2, Artigo 3, Discusséo e Conclusdo. Ademais, os apéndices complementam o trabalho
com resumos das produc¢des em coautoria, relacionadas a pesquisa, incluindo artigos,

capitulos de livros, e apresentacfes em eventos cientificos.

1.1 Do desastre ao atendimento

O incéndio da boate Kiss ocorreu em 27 de janeiro de 2013, na cidade de Santa
Maria (Rio Grande do Sul), deixando 242 mortos e aproximadamente 1.000 feridos.(1)
Um total de 234 pessoas morreram na cena do evento, 145 foram hospitalizadas, e
623 receberam atendimento na primeira semana.(2) Vel6rios coletivos foram
organizados em diversos locais da cidade. Faixas pretas eram vistas por todos 0s
lugares. O povo reuniu-se diversas vezes para prestar homenagens as vitimas. A
cidade que antes era agitada, silenciou, e ndo foi mais a mesma.

Este evento foi o terceiro incéndio mais mortal do mundo ocorrido em uma
boate, com um namero menor de mortos em relacédo ao incéndio na boate Cocoanut
Grove (EUA, 1942 - 492 mortes) e na Luoyang Christmas (China, 2000 — 309

mortes).(3,4) Estudantes dos primeiros semestres de cursos de graduacdo da
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Universidade Federal de Santa Maria (UFSM) foram a maioria das vitimas. O maior
desastre da histéria do Rio Grande do Sul deixou marcas profundas na populacao,
com uma magnitude que atravessa as fronteiras do Estado, pois muitos jovens
deslocam-se de longe para cursar o ensino superior na cidade.

Santa Maria tem uma populacdo de aproximadamente 260.000 habitantes e
localiza-se no centro do Estado. Dispde de sete instituicdes de ensino superior, uma
base aérea e sete hospitais. Apesar de ser considerada um polo estadual de
socorrismo, o0 desastre sobrepujou a capacidade local de atendimento imediato, e
muitas vitimas foram transferidas, por meio da Forca Aérea Brasileira, para a capital
— Porto Alegre.(5)

Passado o momento emergencial, professores da UFSM criaram, no Hospital
Universitario de Santa Maria (HUSM), o Centro Integrado de Atencéo as Vitimas de
Acidentes (CIAVA), que atuou em colaboracdo com entidades governamentais
municipais, estaduais e federais.(6) O mesmo foi definido pelo Ministério da Saude
como instituicdo de referéncia para o acolhimento, tratamento e monitoramento das
pessoas diretamente expostas ao incéndio.(1) Trata-se de um servico ambulatorial
multiprofissional constituido por equipes especializadas das areas médicas e nédo-
médicas, coordenadas por professores e especialistas, dispostas em seus
ambulatérios especificos.(7)

Durante a fase de planejamento, as equipes foram encorajadas pelos lideres a
desenvolverem protocolos assistenciais estruturados, que resultaram na publicacao
do livro “Protocolos de Atendimento das Vitimas da Boate Kiss” (Apéndice A).(8) Na
fase de implantacdo, procurou-se levar ao hospital, todas as pessoas diretamente
expostas que ndo haviam ainda sido avaliadas. Através de uma ampla divulgacdo do
centro, um mecanismo de cadastro online foi disponibilizado no site do Ministério da
Saude. Assim, 405 pessoas foram atendidas em dois “mutirdes” realizados nos dois
meses subsequentes ao desastre, totalizando 1309 consultas e 349 exames.(6) Apos,
seguiu-se o acompanhamento ambulatorial nas especialidades, e organizaram-se
também plantbes vespertinos que contavam com diversos especialistas, para acolher

a demanda espontanea.

1.2 A trajetéria de uma motivacao
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O autor integrou a equipe do CIAVA desde a sua criacdo, e atualmente
coordena o ambulatério de Psiquiatria vinculado ao mesmo. Neste local, 660
atendimentos foram realizados em 2013 (n=251), e 640, em 2014 (n=158). A
experiéncia clinica acumulada pelo atendimento dos sobreviventes trouxe duvidas e
inquietacdes nao satisfeitas completamente pelo estudo da literatura atual. O principal
ponto de partida para a realizagdo da pesquisa foi a constatacdo de que muitos
individuos apresentavam alteracbes emocionais, cognitivas, comportamentais e
somaticas que estavam além da descricdo do transtorno de estresse pos-traumatico
(TEPT) encontrada na Classificagao Internacional das Doengas — 102 revisédo (CID-
10) e no Manual Diagnéstico e Estatistico dos Transtornos Mentais — 42 e 52 edicao
(DSM-IV e DSM5, respectivamente).(9—11) Entre elas, quadros dissociativos,
conversivos, psicoticos e maniacos ocorreram especialmente no primeiro ano.
Transtornos de ansiedade e depressao eram frequentes. A exacerbacao de sintomas
respiratérios, motivando consultas no pronto atendimento, ou solicitacdo urgente por
atendimento ambulatorial era comum, justificada pelas graves lesfGes inalatérias
decorrentes da exposicdo a fumaca. Porém, entre 0s casos que necessitavam,
inclusive, de tratamento hospitalar, encontravam-se aqueles que nao apresentavam
alteracdes fisicas compativeis com o quadro exposto. Assim desabafou um clinico,
ofendido por paciente durante o atendimento:

Esse pessoal é bem esquentado, quando tem alguma tosse, querem ser
atendidos na hora, ndo toleram ir a um pronto socorro. Tem uns que brigam,
xingam... Pior é que tem gente que reforga isso, ficam dizendo que eles estao
mal de salde, quando na verdade nZo estdo tdo mal assim. E tudo

psiquiatrico!

Ainda antes da elaboracéo da pesquisa, passou-se a realizar o diagnoéstico por
meio de instrumento validado. A variedade de comorbidades que se sucederam ao
evento traumatico ndo surpreenderia, ndo fossem certas apresenta¢gées incomuns,
como o transtorno obsessivo-compulsivo, transtornos alimentares e fobias
especificas, manifestadas por alguns. Além disso, muitos ndo preenchiam critérios
para o TEPT, mas sim, para transtorno de ansiedade generalizada, transtorno do
panico, depressao, entre outros. Nao raro, esses transtornos pareciam nao guardar

associacao aparente com o estressor. Qual a relagéo, entdo, entre o trauma e essas
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psicopatologias? Poderiam esses individuos apresentar padrdes diferentes de
sintomas? E somente o TEPT que ocorre em decorréncia do trauma?

Através dos plantdes, oportunizou-se a avaliagdo e monitoramento de um
grande numero de casos que apresentavam sofrimento psiquico, mas nao transtornos
mentais. Houve o cuidado de realizar o monitoramento sistematico desses sujeitos,
gue mostrou uma tendéncia ao retorno das atividades usuais, o aprofundamento dos
vinculos afetivos, uma no¢ao mais clara e altruista de propdésito de vida, e uma maior
valorizacdo dos aspectos positivos da vida. Houveram, € claro, aqueles que
apresentavam sintomas intensos durante os primeiros meses, mas que evoluiram com
resolucdo completa, ainda dentro do primeiro ano. Essas pessoas apresentavam uma
trajetdria resiliente, com mudancas positivas, em termos de maturidade e bem-estar,
apos a tragédia. Por que, entdo, alguns sujeitos adoecem tanto apds o trauma, e
outros, além da recuperacado, ainda crescem emocionalmente? Seriam as sequelas
fisicas, a gravidade das lesBes, ou as experiéncias subjetivas que determinariam os
desfechos?

Por fim, observou-se que varios individuos apresentavam alteracbes marcadas
e persistentes no autodirecionamento, na identidade, no relacionamento interpessoal
e na empatia. Estes sintomas caracterizariam um transtorno de personalidade,
conforme o DSM-5.(10) Entretanto, a grande maioria dos sujeitos avaliados
apresentavam um funcionamento prévio considerado normal, contradizendo esse
diagnéstico. Questionou-se entdo se um evento traumatico Unico poderia causar
alteracdes persistentes na personalidade, ou essas sdo apenas caracteristicas graves
do TEPT? Ainda, alguns pacientes ndo conseguiam retomar uma qualidade de vida
satisfatoria, mesmo quando havia uma reducéo da gravidade dos sintomas do TEPT,
com o tratamento.

Diante do exposto, a presente tese procurou aprofundar e ampliar o
conhecimento atual sobre os questionamentos apontados, a fim de responder a
principal questao de pesquisa: qual a relacao entre personalidade, psicopatologia e

resiliéncia?
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2. REVISAO DE LITERATURA

Cada investigador que se compromete a estudar [as neuroses traumaticas]
considera a sagrada obrigacdo de comecar do zero e trabalhar no problema
como se ninguém nunca tivesse feito nada com ele antes.

Abram Kardiner (1941)

O aumento da frequéncia e gravidade dos desastres ocorridos no mundo, na
historia recente, tem repercussfes significativas na salude mental e fisica da
populacdo, provocando mudancas nas politicas de saude, na legislacdo, e na
economia.(3,6,12) No CIAVA/HUSM, somente as depesas com pessoal custaram
aproximadamente R$ 1.600.000,00 no primeiro ano, desconsiderando as internagdes,
medicacOes e exames.(6) Estima-se que em torno de 50% dos sobreviventes de
desastres apresentem transtornos mentais nos primeiros meses.(12) Entre eles, o
TEPT € o principal diagnéstico, mas transtornos de ansiedade, depressao, uso de

substancias e risco de suicidio também estdo associados.(13)

2.1 Epidemiologia dos desastres

Os desastres podem ser de causa humana (terrorismo, atentados, acidentes
de transporte em massa), tecnoldgica (acidentes nucleares, explosdes), e natural
(terremotos, furacdes, tsunamis).(12) O risco para o adoecimento psiquico envolve
nao somente pessoas diretamente expostas, mas também familiares, amigos,
profissionais e voluntarios no resgate das vitimas. A prevaléncia é maior nos de causa
humana do que nos de causa natural e tecnoldgica.(14)

Estima-se que o TEPT ocorra em 30 a 40% dos individuos diretamente
expostos a desastres (independente das causas), 10 a 20% dos socorristas e 5 a 10%
da populacdo geral no primeiro ano.(15) Entretanto, h4 uma grande variagdo nos
estudos, como apontado na revisdo de Galea et al. (2005), com uma ocorréncia em
25 a 75% dos sobreviventes e em 5 a 40% dos socorristas, no primeiro ano apés
desastres de causa humana.(16)

A maioria dos expostos, no entanto, ndo desenvolve TEPT, ou se recupera nos
primeiros meses.(13) O risco esta relacionado a intensidade da experiéncia, duracao,
frequéncia e gravidade, analogamente a um efeito “dose-resposta”.(17,18) Por
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exemplo, a chance de desenvolver TEPT decorrente de estupro € muito maior do que
em decorréncia de acidente.(19) Ha risco mais elevado nas pessoas que residem
préximas do epicentro do evento,(20) quando houve intencdo violenta e quando
envolvem grande numero de mortos (“dose”).(21) Processos psicoldgicos
peritraumaticos (“resposta”), como dissociacdo perittauma e emocionalidade
peritraumatica, sdo preditores mais importantes dos desfechos do TEPT do que
fatores estaticos pré-traumaticos.(22) Embora o fendmeno dissociativo seja
relativamente comum e possa fazer parte da personalidade normal, tendéncias
dissociativas tém sido associadas ao trauma repetido ou continuado, e podem estar
ligadas a tracos de personalidade.(23-26)

Fatores de risco pré-trauméticos estdo relacionados a uma maior
vulnerabilidade, entre os quais, destaca-se trauma prévio, transtornos mentais
prévios, histéria familiar de transtornos mentais e trauma infantil.(17,27,28) Fatores
pés-traumaticos, como a falta de suporte social, trauma adicional, problemas de saude
fisica e psicoldgica, comorbidades fisicas e mentais, perda econdmica e de emprego,

estdo associados com a cronificacdo do transtorno.(28)

2.2 Visédo contemporanea sobre o TEPT cronico

O TEPT crbnico ocorre numa minoria, mas costuma ser altamente sintomatico,
ter longa duracdo, causar grave prejuizo funcional, social e ocupacional, estar
associado a comorbidades fisicas e mentais, resultando em uma baixa qualidade de
vida.(29-33)

As consequéncias na saude tém sido cada vez mais esclarecidas por recentes
descobertas de mecanismos fisiopatoldégicos complexos embasados em um corpo
grande de pesquisas translacionais. A neurobiologia do TEPT esta relacionada com
alteracdes no funcionamento cerebral, com alteragcdes funcionais e morfoldgicas que
amplificam e cronificam, de forma desadaptativa, a resposta fisioldgica ao estresse,
implicando num estado de hipervigilancia, com aumento de catecolaminas, da
frequéncia cardiaca e da presséo arterial.(34—-36) Estas alteracfes estdo associadas
aos disturbios do sono, um dos compoentes nucleares do TEPT.(37,38) A

desregulacdo do eixo hipotdlamo-hipofise-adrenal é observada pela sensibilidade
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alterada dos receptores glicocorticoides, que mantém uma resposta cronica ao
estresse e consequente obesidade, sindrome metabdlica e risco de diabetes.(39)
Essas alteracdes também estdo associadas a um estado pré-inflamatério crénico que
poderiam explicar prevaléncia aumentada de doencas autoimunes, cardiovasculares
e enddcrinas observadas em individuos com TEPT.(18,40-43) Neuroinflamacgéo e
estresse oxidativo estdo implicados no envelhecimento celular e relacionam-se a
neuroprogressao e ao aumento da morbi-mortalidade, levando a morte precoce,
comparada a populacdo em geral.(44—-47) Essas descobertas apontam na direcao de
que o TEPT é uma doenca sistémica, complexa, com varios estagios e que necessita
de novos tratamentos biolégicos que retardem a neuroprogressao.(29,30)

A co-ocorréncia com outros transtornos mentais é encontrada em pelo menos
50% dos casos, mais comumente depressao, ansiedade e abuso de substancias,
aumentando o risco de suicidio.(48-51) Diagnésticos comorbidos podem anteceder o
TEPT, sendo fator de risco, ser desencadeados pelo trauma, ocorrendo juntos, ou ser
consequéncia do proprio transtorno.(52) Dduvidas foram levantados se as
comorbidades seriam explicadas apenas pela sobreposicdo de sintomas, colocando
em xeque a validade discriminante desses diagndsticos, apontadas por estudos com
énfase no constructo teérico.(53-56)

Por outro lado, pesquisas sobre as bases biol6gicas do TEPT tém mostrado
gue ha uma sobreposi¢cdo genética e de mecanismos neurobiolégicos subjacentes,
gque dao origem a uma vulnerabilidade compartilhada inclusive com doencas
sistémicas.(57-61) Estudos epigenéticos sugerem que essa vulnerabilidade, em
interacdo com o meio, causa alteragdes na sinalizacao génica, a partir de processos
como a metilacdo do DNA, originando fenotipos psicopatolégicos ou resilientes, que
ttm o trauma como desencadeante.(62-64) A Figura 1 ilustra a trajetéria
epidemioldgica do TEPT. Ainda, mostrou-se que as alteracdes epigenéticas podem
ser transmitidas para as geragfes seguintes, que se tornariam vulneraveis ao
desencadeamento de transtornos mentais, quando expostas.(64—-68)

Outro ponto recentemente explorado refere-se a neurobiologia da dissociagédo
no TEPT, que parece estar relacionada a mecanismos inibitorios, enquanto a
hipervigilancia, a mecanismos excitatorios. Estes funcionam de forma paralela,
cobrindo sistemas sensoério-motores, e cognitivo-emocionais (69). Esta neurobiologia
dual poderia explicar a sobreposi¢éo do TEPT complexo com transtornos dissociativos

e com transtorno de personalidade borderline. Nesses casos, ao invés da exibicao de
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uma resposta de luta ou fuga (supermodulacdo), o individuo pode exibir o
desligamento, como forma de sobrevivéncia. (69)

Sugere-se, a partir do exposto, que as consequéncias da exposi¢ao ao trauma
estejam, entédo, relacionadas a uma grande variedade de fenotipos, aos quais podem
ser atribuidos diversos diagndsticos, mas que sdo, na verdade, psicopatologias pés-
trauméaticas. Um exemplo disso € o caso de uma adolescente que sofreu estupro, e
que passa a desenvolver rituais compulsivos de limpeza a partir do trauma,
caracterizando o transtorno obsessivo-compulsivo, mas que nao completa os critérios
de TEPT. Nessa linha, Auxeméméry (2018) revisou a literatura sobre os possiveis

diagndsticos associados ao trauma, ilustrados no Quadro 1.(70)

Figura 1. Interacdo entre trauma, genética, epigenética conduzindo a trajetorias de
resiliéncia ou vulnerabilidade.
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Notas: O centro da figura se refere aos genes envolvidos em alteragdes neurobiolégicas das respostas
ao trauma. O termo "mecanismos epigenéticos" € usado para fins de simplificacéo e denota a totalidade
dos processos, incluindo metilacdo do DNA, modificacdes de histonas pés-traducionais, RNAs nao
codificantes e alteracdes tridimensionais na conformacdo da cromatina, que atuam em conjunto para
regular a transcricao de genes. PTG, crescimento pés-traumatico; TEPT, transtorno de estresse poés-
traumatico.

Fonte: Zannas, Provencal e Binder (2015).(71)
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Quadro 1: Comorbidades associadas ao TEPT.

Depressdo pos-traumatica Luto traumatico Risco de suicidio
Agorafobia Fobias especificas Transtorno obsessivo-compulsivo

Ansiedade de separacao Fobia social Psicose

Mania Esquizofrenia Transtorno doloroso
Conversao Dissociagao Somatizagao
Parassonias Transtornos alimentares Disfuncdo sexual
Abuso de substancias Automutilagdo Agressividade
Alteragoes da personalidade Dificuldades de ajustamento Dificuldades cognitivas

Fonte: Adaptado de Auxémére (2018). (70)

A partir do exposto, pensa-se que a denominacdo TEPT é limitada para
caracterizar toda a fenomenologia pos-traumatica.(72) Por isso, nesse momento, faz-
se necessaria a revisao de sua conceituagéo, da origem do termo ao entendimento

atual.

2.3 Origem e evolucéo do conceito de TEPT

As primeiras descricdes da psicopatologia relacionada ao trauma surgiram
sob diferentes denomina¢cdes e em decorréncia de situacbes de combate. Com o
advento das armas de fogo passou-se a observar, em soldados que lutaram na Guerra
Civil Americana (1861-1865), sintomas de palpitacdes, fadiga aos esforcos, dispneia,
sudorese e dor toracica.(73) Inicialmente atribuidos a uma condi¢éo cardiovascular, a
Sindrome de Da Costa, “Coracao Irritavel”, ou “Coragdo de Soldado”, foi
posteriormente apontada como um transtorno somatoforme, sendo incluida como tal
na nona revisdo da Classificagéo Internacional das Doencgas? (CID-9).(74)

No final do século XIX, reconhecia-se a histeria como uma sindrome composta
por estados dissociados (amnésia, pesadelos vividos, fuga, perturbacbes da
identidade) e queixas somaticas que mimetizavam doencas neurolégicas.(75) Breuer
e Freud (1986) associaram a histeria ao trauma sexual na infancia, cuja memoaria

estaria reprimida, entretanto constantemente apresentando reminiscéncias, sendo o

L Ent3o chamada “Manual de Classificacdo Internacional de Doengas, Lesdes e Morte”.
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estado dissociado uma forma de manté-las fora da consciéncia.(76) A nao
confirmacéo do abuso, na maioria dos casos, levou Freud ao abandono desse modelo
causal.

Alguns anos mais tarde, o Choque de Granadas (Shell Shock) foi descrito em
combatentes da | Guerra Mundial que apresentavam neurastenia aguda, amnesia,
cefaleia, tonturas, tremores, hipersensibilidade ao ruido, mutismo e fuga dissociativa.
A sindrome era atribuida a um possivel dano cerebral provocado pelas ondas de
choque emanadas pelas explosdes.(77) No entanto, os sintomas eram muito
semelhantes aos da histeria, hoje compreendidos como converséo, somatizagcéo e
dissociacdo. Freud (1920), entdo, considerou que as neuroses traumaticas seriam
resultantes de “uma grande ruptura que foi causada no escudo protetor [do ego] contra
os estimulos”.(78)

A partir da Il Guerra Mundial, o psicanalista Abram Kardiner estudou de
maneira mais aprofundada a neurose traumatica apresentada por veteranos,
descrevendo as respostas psicolégicas e fisiolégicas de hiperexcitabilidade.(79)
Dessa forma, no periodo pos-guerra, a primeira edicdo do DSM (1952) descreveu a
“‘Reagao Maciga ao Estresse”, mas esta foi retirada da segunda edi¢ao.(80)

Baseados nos estudos de Kardiner, Shatan e Lifton observaram que assim
como sobreviventes de campos de concentragéo, veteranos da Guerra do Vietna e
vitimas de acidentes graves, muitos civis apresentavam a mesma sintomatologia, que
incluia a permanente vigilancia e sensibilidade frente as ameacas do ambiente.(81)
Por conseguinte, apontaram 27 sintomas que mais tarde dariam origem a
caracterizacdo do TEPT (simples).(76) Nessa época, Anna Freud, citada por Chertoff
(1998), enfocava o trauma continuado, menos intenso, mas cumulativo, que num dado
momento 0 ego passaria a ser sobrecarregado pelo acumulo de eventos. Logo,
caracterizou cinco fatores que influenciariam os desfechos da exposi¢do: (1) a
natureza e intensidade do evento; (2) sensibilizacdo devido a trauma preévio; (3)
hereditariedade e fatores congénitos que afetam o nivel defensivo do ego; (4) idade
cronoldgica e estagio do desenvolvimento no momento do trauma, e (5) ambiente no
momento do trauma.(82) Seus conceitos seriam revisados posteriormente, e
contribuiriam para a formulacdo do TEPT complexo.

Em 1978, a CID-9 introduziu o termo Reacdo Aguda ao Estresse, o qual

descrevia 0s sintomas que ocorrem nas primeiras horas apds a exposi¢ao
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traumatica.(74) A caracterizacdo segue até hoje, e refere-se a uma sindrome, até certo
ponto, considerada normal, e ndo um transtorno propriamente dito.

A denominagao TEPT iria “nascer” somente em 1980, com a publicagao do
DSM-III.(83) Para o diagnostico, era preciso que houvesse exposicao direta a um
trauma que estaria fora do alcance da experiéncia humana usual, e teria que ser
experimentado com intenso medo, terror e/ou desamparo. Desconsiderava, portanto,
mecanismos repressivos inconscientes, bem sabidos pela Psicanédlise desde a época
de Freud, como a amnésia dissociativa e a nega¢do macica, que distorcem ou inibem
a percepcao da qualidade do trauma, retardando o aparecimento dos sintomas.
Enquanto a definicdo de trauma poderia ser bem aplicada em situa¢gdes de guerra e
desastres, ndo condizia com a realidade da maioria dos civis, que enfrentam traumas
mais prevalentes, como violéncia urbana, sexual, acidentes e ocorréncia aguda de
doenca grave. Observou-se também que o trauma complexo se diferenciava do
simples, quando envolve violéncia continuada, de natureza sexual, fisica e emocional,
maus tratos na infancia, entre outros traumas.(84) Van der Kolk, citado por Chertoff
(1998), revisou a obra de Anna Freud e acrescentou um sexto fator relacionado aos
desfechos do trauma: a personalidade prévia (82). Um grupo apontava entdo, para
o TEPT complexo.

No DSM-IV, publicado em 1994, reconheceu-se que a exposicado poderia
também ser indireta, por meio do testemunho ou do conhecimento de que o evento
ocorreu em pessoa proxima.(9) Entretanto, a énfase ainda era na intensidade do
evento e da experiéncia subjetiva, fatores analogos a “dose” de exposigdo. O TEPT
era caracterizado por trés clusters de sintomas: (1) revivéncia, (2) evitacdo e
entorpecimento, e (3) hiperexcitabilidade. Enquadrava-se entre os transtornos de
ansiedade e era diferenciado com relacdo a duracdo em agudo (1 a 3 meses) e cronico
(mais de 3 meses), podendo ter inicio tardio (mais de 6 meses). Foi introduzido
também no DSM-IV, o diagnostico de Transtorno de Estresse Agudo (TEA), quando o
individuo persiste com os sintomas iniciados na reagdo aguda ao longo do primeiro
més do evento, com énfase nos sintomas dissociativos. Segundo Bryant (2019), a
razdo da inclusdo do TEA seria de poder classificar individuos com alto risco de
TEPT.(85) Portanto, na época enfocou-se a ideia de que o TEPT estaria relacionado
a manutencdo desadaptativa de sintomas esperados nos primeiros dias apos a
exposicdo, embora reconhecesse-se que haviam individuos que pioravam com o

tempo.
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Por sua vez, a CID-10 incluiu o TEPT com critérios semelhantes aos do DSM-
IV, a partir de sintomas tipicos de revivéncia repetitiva do evento,
distanciamento/entorpecimento afetivo, evitacao, e hiperexcitabilidade
auton6mica.(11) A qualidade do estressor deveria ser um trauma extremo ou
catastrofico, “que causaria sofrimento pervasivo em quase todas as pessoas”.(11)
Diferente do DSM-1V, ndo havia mencéo, na CID-10, da possibilidade do evento ser
experimentado indiretamente. Por outro lado, reconhecia-se: (1) um periodo de
laténcia entre a exposicdo e a manifestacdo dos sintomas; (2) um curso flutuante; (3)
que dependendo da personalidade prévia, poderia haver um limiar mais baixo para o
diagndstico; e (4) eventual transicdo para uma mudanca duradoura da personalidade
(F62.0).

Tanto a definicdo do DSM-IV, quanto a da CID-10 enfatizavam a natureza da
experiéncia traumatica como extrema ou catastrofica, fora da experiéncia comum.
Portanto, uma variedade de traumas era desconsiderada nas classificacdes
diagnoésticas, sendo por muito tempo subvalorizadas pelos psiquiatras clinicos
generalistas, no que tange a um tratamento direcionado ao trauma.

Ainda nos anos 90, reconheceu-se que os critérios diagndsticos excluiam
individuos com trauma complexo. Como alternativa, propuseram-se critérios para 0s
chamados transtornos de estresse extremo ndo-especificados (Disorders of Extreme
Stress Not Otherwise Specificated - DESNOS), que envolviam uma constelacdo de
sintomas decorrentes da exposicdo traumatica persistente, que frequentemente
envolvia numerosos tipos de trauma, ou trauma de longa duracdo.(86) Os critérios
para os DESNOS eram déficits (1) na regulacéo do afeto e dos impulsos, (2) atencao
ou consciéncia, (3) autopercepcao, (4) relacionamentos interpessoais, (5) sistemas de
crengas, e (6) somatizagédo. O conceito de DESNOS estava intimamente ligado ao de
TEPT complexo.

A partir da padronizacdo dos critérios, abriu-se a porta para um grande
namero de pesquisas de especial importancia no campo do desenvolvimento psiquico,
gue evidenciaram os efeitos do trauma continuado na personalidade e na
psicopatologia. Nesse sentido, focou-se na relacdo entre trauma infantil e transtorno
da personalidade borderline, hipotetizando-se que este seria uma forma de TEPT de
surgimento precoce no desenvolvimento, ou seja, o TEPT complexo.(87-90) Estudos
posteriores encontraram relagdo entre os transtornos, mas sugerem que o TEPT

complexo se trata de um constructo independente.(25,91-93)
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Com um entendimento muito mais claro sobre o TEPT, e suas consequéncias
a longo prazo, os critérios diagnosticos foram revisados em ambos sistemas
classificatorios. O DSM-5 passou a considerar a traumatizacao vicaria como uma
forma de exposicdo.(10) Esta ocorre de forma ocupacional (p.ex. em bombeiros,
emergencistas, socorristas, legistas, etc.), pelo contato repetido com detalhes
aversivos ou extremos do(s) evento(s). Os critérios foram ampliados e organizados
em quatro dimensdes de sintomas, a partir de diversas analises fatoriais: (1)
revivéncia, (2) evitacdo, (3) alteracdes negativas nas cogni¢cdes e no humor, e (4)
hiperexcitabilidade. Sintomas como desrealizacdo e despersonalizacdo definem o
subtipo dissociativo. Retirou-se a diferenciacdo entre agudo e cronico, e alterou-se o0
especificador “inicio tardio”, para “expressao tardia”, pelo entendimento que uma
forma subclinica inicial pode evoluir para completa ao longo do tempo?. As mudancas
nos critérios refletem uma maior énfase nas alteracbes de humor e nas crencas do
individuo, que sao persistentes e complexas, e frequentemente tém importancia maior
na gravidade do que a evitacdo e a hiperexcitabilidade. Assim, o TEPT passou a ser
protagonista e ganhou um capitulo préprio, de transtornos relacionados a trauma e
estressores, deixando no passado o seu conceito como um transtorno de ansiedade.

A CID-11 manteve a definicdo de TEPT, e incluiu o TEPT complexo, com
critérios diferentes do que era antes considerado DESNOS. Define a segunda forma
como consequéncia de um ou mais eventos traumaticos extremos, em geral
prolongados ou repetitivos, dos quais a fuga é dificil ou impossivel. Os critérios de
TEPT devem estar presentes, somados a: (1) problemas pronunciados na regulacéo
afetiva; (2) autoconceito negativo acompanhado de sentimentos de culpa, vergonha
ou falha relacionados ao trauma; e (3) dificuldade em sustentar relacionamentos
intimos.(25)

Por fim, o DSM-5 e a CID-11 apresentam concordancias e divergéncias,
refletindo diferentes pontos de vista da comunidade cientifica sobre o transtorno.
Ainda que os atuais sistemas classificatorios constituem avancos, a maior parte da
literatura existente tem como base as classificagoes anteriores. Isso tem repercusséo
nos resultados dos estudos epidemioldgicos e de intervencao, ja que 0 constructo

atual passa a ser inferido a partir do anterior.(84,94) E preciso um olhar atento na

2 Conforme o DSM-5, define-se “expressdo tardia”, quando o paciente satisfaz critérios para TEPT apds seis
meses do trauma.
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interpretacédo dos achados da literatura, tendo claro sobre o qué, precisamente, esta
sendo falado.

Para além do diagnéstico em si, de uma maneira geral, a evolucdo dos
conceitos apontou para o entendimento do TEPT como um transtorno mais crénico,
pervasivo, complexo em sua natureza, e muito mais prevalente do que se pensava
originalmente. Ademais, aquelas sindromes denominadas “Coragéo de Soldado”,
“histeria” e “Choque de Granadas”, atualmente podem ser considerados fenbmenos
de somatizacéao, dissociacao e conversao, que ocorrem frequentemente em individuos
traumatizados, tendo ou ndo, TEPT.(25,75,95-97)

Mesmo assim, apesar da histéria do TEPT tenha comecado ha mais de 100
anos, o diagnédstico é recente comparado a depressao, esquizofrenia, transtorno
bipolar, etc, e ainda ndo foi completamente entendido. Isso faz como que tenha sido,

e de certa forma ainda €, frequentemente negligenciado na prética clinica.(94)

2.4 Resiliéncia: a outra face da moeda

A vivéncia do estresse, trauma, crise ou luto normalmente provoca sofrimento,
mesmo que temporario, e faz parte de uma reacdo normal do ser humano. A
constatacdo de que a exposicdo ao trauma nao €, por si s, determinante no
adoecimento, levou pesquisadores a desenvolverem, nas ultimas décadas, o conceito
de resiliéncia.(98) Este termo apresenta diversas definicbes, e ndo ha um consenso
preciso sobre o seu significado, nem na literatura, nem entre especialistas. Conforme
Bonanno (2004), a resiliéncia refere-se a capacidade de restaurar ou manter o
equilibrio frente a adversidade (99). Para este autor, pode haver um desequilibrio
temporario, mas que em breve retorna ao basal. Portanto, a defingdo pode ser
transcrita como recuperacdo rapida. Outras definicbes dignas de nota incluem
adaptacao, reconfiguracéo e resisténcia (100).

O termo adaptacéao faz paralelo a habituagc&o, que por meio de um processo
dindmico, restaura a saude, como um mecanismo homeostatico.(101) Por
reconfiguracdo entende-se que a adversidade causou um impacto no self, que a
partir de um processo de insight, se modifica em direcdo ao crescimento com a
experiéncia, mas ndo necessariamente tendo remissao completa dos sintomas. A
resisténcia significa um curso no qual ndo ha alteracdo do quadro basal com a

exposicdo ao trauma, uma habilidade de suportar situacdes dificeis.(102) Na visdo de



33

especialistas renomados no assunto, o que em geral ndo é entendido como resiliéncia

€ a auséncia de algum grau de sofrimento.(100) Ou seja, resiliéncia ndo deve ser

confundida com resisténcia.

Estudos longitudinais em pessoas expostas a desastres mostram claramente

0s conceitos de resiliéncia apontados. Particularmente na Ultima década, a andlise de

crescimento latente, uma técnica estatistica multivariada, vem sendo empregada para

identificar trajetdrias de sintomas de TEPT em pessoas expostas a desastres.(103) A

seguir sdo resumidos alguns desses estudos:

Norris, Tracy & Galea (2009) - pessoas expostas as enchentes do México
(n=561) ao longo de 24 meses, e aos ataques terroristas do World Trade
Center (WTC) (n=1267), ao longo de 40 meses. Resultado: cinco trajetorias
- resistente (34,5% vs. 53,4%), resiliente (32,0% vs. 10,1%), em
recuperacao (11,4% vs. 9,3%), inicio tardio (0,0% vs. 14,3%) e disfuncéo
cronica (22,0% vs. 13,0%). As duas primeiras, somadas, representaram
aproximadamente 65% de cada amostra (104).

Self-Brown et al. (2013) - criancas e adolescentes (média de idade = 11
anos, n = 426) expostos ao Furacdo Katrina ao longo de 25 meses.
Resultado: trés trajetdrias — resistente® (70%), resiliente* (27%) e cronica
(4%). (105)

Orcutt et al. (2014) — mulheres (n = 660) expostas a um atague com arma
de fogo numa universidade dos EUA, ao longo de 31 meses. Resultado:
quatro trajetdrias — resistente® (60,9%), resiliente® (29,1%), estavel com
sintomas moderados (8,2%), e disfuncéo crénica (1,8%) (106).

Welch et al. (2016) - residentes e trabalhadores da Ilha de Manhatan
(n=17.062) expostos aos atentados do WTC, ao longo de 9 anos. Resultado:
quatro trajetorias — resistente (77,2%), recuperacao gradual (6,6%), piora
gradual (8,2%) e crdnica (8%) (107).

Feder et al. (2016) - socorristas policiais (n = 1874) e “nao-tradicionais” (n =
2613) expostos aos ataques do WTC ao longo de 12 anos. Resultado: cinco

trajetorias’ - resistente (76,1% vs. 55,5%), recuperacéo gradual (7,5% vs.

3 Resiliéncia, no texto original.

4 Recuperacdo, no texto original.

5> Resiliéncia, no texto original.

6 Recuperac3o, no texto original.

7 Nota: as denominacdes originais foram substituidas para melhor compreens3o.
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8,5%), piora gradual (12,1% vs. 5,9%), piora subita (0,0% vs. 19,3%), e
cronica (4,4% vs. 5,9%)(108).

Os estudos diferenciam-se quanto ao tipo de desastre, amostra e tempo de
seguimento, mas de uma maneira geral, concluiu-se que: (1) a maior parte dos
individuos resiste ao trauma, mantendo-se com poucos sintomas ao longo do tempo;
(2) a maior parte dos individuos que inicia com sintomatologia grave recupera-se nos
meses inicais; (3) pequena parte dos individuos que inicia com poucos sintomas ira
apresentar piora progressiva até se tornar grave; e (4) uma pequena parte do total
inicia com sintomas graves que sdo mantidos estavelmente ao longo dos anos.

Muitos estudos em TEPT se referem a resiliéncia como o oposto da gravidade
do TEPT, entretando, uma definicdo mais acurada compreende que estes sao
constructos distintos, embora correlacionados. As definigdes conceituais influenciam
nas conclusbes sobre as pesquisas, pois partem de diferentes pressupostos, e
deveriam ser interpretadas de acordo com 0S mesmos, 0 que nao parece acontecer
na prética.(109)

Ainda, deve-se diferenciar também a resiliéncia como um processo dinamico,
e como um traco. Ambos 0s conceitos envolvem uma modulacéo eficaz da resposta
ao estresse, a diferenca é no entendimento de como isso ocorre. Dinamicamente, ha
evidéncias de que o estresse intermitente provoca um possivel “efeito de
fortalecimento”, em que ocorre uma dessensibilizacdo para o evento.(110) A ideia
parte do fendmeno da inoculagéo do estresse, demonstrado em estudos com animais,
em que a exposicao repetida a eventos estressantes néo-traumaticos aumenta a
resiliéncia.(111) Averil et al. (2018) observaram que para que ocorra a resiliéncia, o
nivel de estresse deve ser intermediario, nem tao intenso que se torne intoleravel, nem
tdo baixo que nédo provoque estimulo.(112) Desse ponto de vista, a resiléncia €,
portanto, um estado, uma condi¢cdo. Rutter (2007) postulou que, sobretudo, ha um
processo dinamico: “a resiliéncia ndo €, e nem pode ser um traco observavel. As
pessoas podem ser resilientes em relacéo a alguns tipos de riscos ambientais, mas
nao a outros. Da mesma forma, eles podem ser resilientes em relagdo a alguns
resultados, mas nao a todos”.(98)

O conceito da resiliéncia como um processo dinamico tem implicagbes
importantes para a prevencéao e tratamento, pois dessa forma poderia ser reforgcada

através do condicionamento, aprendizagem e exposi¢ao controlada.(111) Entretanto,
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este modelo tedrico retoma o conceito de traumatizagcdo baseada no efeito dose-
resposta, considerando o TEPT em suas definicbes mais simplistas. Assim, n&o
contempla a qualidade relacional da resiliéncia de um ponto de vista mais amplo, no
gue se refere ao amadurecimento através das experiéncias em direcdo ao bem-estar
e a qualidade de vida.

Na perspectiva do grupo de pesquisa, influenciada ndo somente pelos estudos,
mas pela pratica clinica com vitimas de traumas graves, em muitos casos a resiliéncia
nao significa a auséncia de sofrimento, mas sim uma forma de sobrevivéncia
psiquica.(113) Entende-se que o0 ego, apls o impacto inicial, absorve a experiéncia e
atribui um significado compativel com a manutencao da sua existéncia, integrando-o,
junto aos afetos envolvidos, a memaria autobiogréafica, reformulando crencas prévias.
Esse conceito € similar ao de reconfiguracdo, o qual ndo exclui a existéncia de
sintomas. (69,100) Esta definicdo encontra eco no conceito de crescimento pos-
traumatico, que vem sendo relacionado tanto com a resiliéncia quanto com a
gravidade dos sintomas pés-traumaticos. (114-116) Uma meta-analise de 42 estudos
investigou a associacdo entre sintomas de TEPT e crescimento pds-traumatico,
concluindo que existe uma relacdo curvilinea entre as variaveis.(117) Isso significa
que sdo as pessoas com sintomas moderados de TEPT que mais experimentam
crescimento positivo associado ao trauma, comparados as pessoas com niveis baixos
ou altos. Tomando os modelos de resiliéncia como adaptacdo e reconfiguracao,
conclui-se que algum grau de sofrimento é necessario para que exista aprendizagem
com a experiéncia.

A resiliéncia também pode ser entendida como um tragco, ou seja, uma
disposicdo psicobiolégica que contribui como fator protetor contra os danos do
trauma.(114) Wagnild e Young (1993) desevolveram a Escala de Resiliéncia
(Resilience Scale; RS), conceituando-a como uma caracteristica da personalidade,
composta por itens relacionados a auto-confianga, propdésito, equanimidade,
perseveranca e autenticidade.(118) Apds o desenvolvimento inicial, andlises fatoriais
mostraram que duas dimensdes explicam 44% da variancia e se mostram mais
interpretaveis: competéncia pessoal, e aceitacdo de si mesmo e da vida.(109) O
estudo de traducdo, adaptacdo cultural e validacdo para a populacdo brasileira
encontrou trés fatores, que o0s autores interpretaram como resolucdo de acdes e
valores que déo sentido a vida; independéncia e determinacdo, e autoconfianca e

capacidade de adaptacdo a situacOes.(119) Essas caracteristicas podem ser
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relacionadas com tracos especificos de personalidade, contudo ndo ha estudos nessa
area, no contexto do trauma psiquico, utilizando esse instrumento.

Como um trago, sugere-se que a resiliéncia seja associada a fatores egoéicos
estruturados durante o desenvolvimento a partir da internalizacdo das relacdes
parentais, em interacdo com o ambiente, como apontado na tese de Malgarim
(2017).(113) Assim, o traco de resiliéncia opera através de mecanismos defensivos
maduros e relacdes objetais positivas que fazem parte da personalidade como um
todo.(120) Essas conclusdes empiricas encontram-se amparadas por estudos
translacionais que procuram elucidar como fatores genéticos e epigenéticos atuam,
desde o desenvolvimento, para moldar mecanismos neurobiolégicos da resiliéncia.

Assim, conforme Feder, Nestler e Charney (2009):

Iniciando pelo desenvolvimento, os genes de um individuo e a suas
interagces com o ambiente [...] moldam circuitos neurais e o funcionamento
neuroquimico que sao expressos em uma amplitude observavel de forcas
psicoldgicas e comportamentos caracteristicos dos individuos resilientes. [...]
A capacidade funcional das estruturas cerebrais envolvidas em circuitos
integrados que mediam o humor e a emogdo determinam a resiliéncia ao
estresse, por sua vez, refletida na composicao psicolégica do individuo. (121).

Portanto, em dltima andlise, a resiliéncia manifesta-se a partir da
personalidade, que por sua vez compreende aspectos internos (self) e relacionais
(self-objeto), os quais implicam em mecanismos de defesa/estratégias de coping
maduros. Esses aspectos sao expressos através de qualidades descritas como:
otimismo, emocionalidade positiva, enfrentamento ativo, aceitacdo, reformulacao
positiva, competéncia pessoal, suporte social percebido, propésito na vida, virtudes,
flexibilidade psicolégica, etc.(108,115,122-124)

2.5 Personalidade

Os modelos de personalidade mais amplamente validados no mundo,
utilizados hoje, sdo o o Modelo Psicobiolégico da Personalidade, ou Modelo de
Temperamento e Carater (TCI)® e o Modelo dos Cinco Grandes Fatores (BIG-5).(125-
128) Ambos organizam a personalidade em estruturas dispostas a partir de fatores de

primeira ordem (subtracos) que sao agregados em fatores de segunda ordem

8 0 termo TCl costuma ser usado por Cloninger (2004) em referéncia a temperamento, carater e identidade.(134)
Nota-se que a sigla também é comumente utilizada para referir-se ao Invetario de Temperamento e Cater
(Temperament and Character Inventory; TCl), instrumento de mensuracdo dos tracos do modelo.
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(tracos).(129) Entretanto, diferem substancialmente pela maneira como foram
concebidos. O BIG-5 utilizou-se da hipétese léxica para investigar qualidades
atribuidas a personalidade, a partir de uma lista de termos selecionados em um
dicionario, para testar posteriormente um modelo fatorial.(127,130) O TCI parte de
uma teoria baseada em fundamentos genéticos, neurobiolégicos, comportamentais e
psicodinamicos, que foi testada empiricamente a fim de construir um modelo
consistente, e de aplicacéo clinica.(131) Enquanto o primeiro tem sido mais aceito,
em funcdo de fornecer uma base soélida e verificavel sobre as diferencas individuais,
sendo portanto amplamente utilizado em pesquisas, sua teoria € de reduzido valor na
pratica clinica.(132) A teoria do BIG-5 surgiu como uma tentativa de explicar os
achados exploratérios de forma coerente, e atribuiu aos tracos uma tendéncia
formativa, conceito mais proximo do temperamento do que da personalidade como
um todo.(128,133) A expressao dessas tendéncias seria moldada por outros fatores
como cogni¢cdo, memoria e interacdo social. Por outro lado, o TCI representa uma
ferramenta util de predicdo de uma variedade de condi¢des clinicas e néo-clinicas,
apesar das criticas recebidas com relacdo a validade dos seus constructos e a
evolucdo tedrica demasiadamente complexa que se suscedeu nos ultimos
anos.(134,135)

Ha que se considerar, nesse ponto, que “odos os modelos sao
essencialmente errados, mas alguns sdo Uteis™. Isso quer dizer que nenhum modelo
€ capaz de capturar totalmente a complexidade da experiéncia humana, o seu valor
esta na organizacdo coerente de pressupostos teéricos que produzem hipoteses
verificaceis. Dessa forma, optou-se por utilizar o TCl como base conceitual para esta
pesquisa e deve ser melhor detalhado.

O TCI organiza a personalidade em dois sistemas teoricamente
independentes.(131) O temperamento foi conceituado como um padréo de respostas
associativas automaticas a estimulos emocionais que corresponde a um sistema de
habitos, e que se desenvolve a partir de tendéncias bioldgicas e do condicionamento
(aprendizagem procedural). Foi inicialmente validado através dos estudos com o
Inventario Tridimensional da Personalidade (Tridimensional Personality Inventory;

TPQ), incluindo trés tracos: busca de novidades, esquiva do dano e dependéncia de

% Aforismo frequentemente utilizado por estatisticos, geralmente atribuido a George P. Box. Alternativamente,
“todos os modelos estdo certos, a maioria sdo inuteis”(189)
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gratificacédo.(125) As dimensodes foram capazes de caracterizar tipologias associadas
aos transtornos de personalidade, mas ndo puderam predizer se essas caracteristicas
eram um transtorno ou nao.(126) Além disso, andlises fatoriais mostraram que a
persisténcia, a priori uma faceta da dependéncia de gratificacdo, compunha um fator
independente. Assim, o conceito de carater desenvolveu-se levando em consideragao
aspectos psicoldgicos, sob perspectivas psicodindmicas, humanistas, existenciais e
filosoficas.(134) O carater foi definido como sendo reflexo dos objetivos e valores
pessoais, e corresponde ao conjunto cognitivo desenvolvido a partir da aprendizagem
proposicional. Os tragos séo descritos no quadro 2.

Os dois sistemas operam com infléncia mdtua: o temperamento fornece a
saliéncia sobre a experiéncia enquanto o carater atribui significado. Analogamente aos
conceitos psicanaliticos, o temperamento representaria o inconsciente, ou ID (reacdes
automaticas); enquanto o carater, o consciente (e pré-consciente), ou Ego e
Superego.(134) Enquanto o temperamento permanece bastante estavel ao longo da
vida, o carater apresenta uma tendéncia evolutiva ao longo do desenvolvimento, e é
mais modificavel com as experiéncias. A personalidade, nesse modelo, é mais do que
a soma do temperamento e do carater, mas o resultado da interacdo dinamica de
ambos, na qual o carater modula a expressao do temperamento, assim como o Ego
modula a expresséo do 1d.(131)

O TCI apresenta evidéncias substanciais da sua validade como uma
ferramenta Util para a predicdo de desfechos. Por meio da sua avaliacéo, é possivel
predizer transtornos e tipologias da personalidade, vulnerabilidade aos transtornos
mentais, transtornos internalizantes e externalizantes, tendéncias dissociativas e a
psicose.(136-143) Podem ser fatores de risco e relacionados a recidiva, indicam
remissao incompleta e curso cronico, com influéncia marcada no funcionamento.
Podem ser modificados pela medicagao e psicoterapia, e representam preditores de
desfechos em tratamentos.(143,144)

Os tragos sdo preditores de transtornos de personalidade, de forma que
Cloninger (2000) propds a sua utilizacdo como ferramenta de rastreio.(142) A proposta
€ centrada na relacdo do carater com a maturidade psicologica, sendo entdo que
tracos baixos de autodirecionamento e cooperatividade, juntos, sdo preditores de
transtornos de personalidade, e representam uma personalidade imatura.(145-147)
Esses conceitos fazem paralelo direto com a descrigdo fundamental dos transtornos

da personalidade caracterizadas no DSM-5, o0s quais apresentam disfuncéo
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Quadro 2. Descricao das carateristicas relacionadas aos escores altos e baixos nos

tracos de temperamento e carater.

TRACO ALTO BAIXO
ESQUIVA DO DANO Pessimista Otimista
Tendéncia a inibicdo comportamental em Medroso Confiante
resposta a situagdes desconhecidas ou Timido Sociavel
potencialmente perigosas. Fatigavel Vigoroso
BUSCA DE NOVIDADES Explorador Reservado
Tendéncia a ativagdo comportamental em Impulsivo Rigido
resposta a situacdes novas ou sinais de Extravagante Parcimonioso
recompensa. Irritavel Calmo
DEPENDENCIA DE GRATIFICACAO Sentimental Critico
Refere-se a sociabilidade, tendéncia a Aberto Distante
responder de forma intensa a sinais de Caloroso Desapegado
recompensa social Dependente Independente
PERSISTENCIA Diligente Pregicoso
Resisténcia a interromper determinado Determinado Flexivel
comportamento mesmo quando ha frustracao Ambicioso Despreocupado
ou auséncia de recompensa. e radnieE Malesvel
AUTODIRECIONAMENTO Responsavel Culposo
Refere-se a percepg¢do da pessoa como um Determinado Sem obijetivo
individuo autbnomo, que possa agir Desenvolto Desamparado
externamente para alcangar seus objetivos. Com auto-aceitaciio BEtadive
Autorealizado Conflituado

COOPERATIVIDADE

Refere-se as relagdes interpessoais e a
percepgao do outro.

Tolerante
Empatico
Prestativo
Compassivo
Com principios

Preconceitusoso
Insensivel
Hostil
Vingativo
Oportunista

AUTOTRANSCENDENCIA

Capacidade individual de perceber-se como
parte integrante dum todo.

Altruista
Idealista
Transpessoal
Espiritual
Contemplativo

Convencional
Pragmatico
Individualista
Cético
Materialista

Fonte: Adaptado de Cloninger (2004).(134)
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clinicamente significativa nos dominios do self (andlogo ao autodirecionamento) e dos
relacionamentos interpessoais (analogo a cooperatividade).(10) Ainda, o
autodirecionamento é teoricamente relacionado ao conceito de forca de ego, e a
cooperatividade, a qualidade das relacdes objetais, os quais, por um Viés
psicodindmico, sdo relacionados a maturidade dos mecanismos de defesa e
manutencdo dos vinculos afetivos. Foi demonstrado que o autodirecionamento é o
principal traco relacionado a emocionalidade positiva, percepcdo de saude e
felicidade, seguido da cooperatividade, fornecendo evidéncia de validade para essa
relacéo.(148)

Fassino et al. (2013) realizaram uma revisao sistemética da literatura sobre o
TCI nos principais transtornos psiquiatricos, e concluiram que (alta) esquiva do dano
e (baixo) autodirecionamento sdo consistentemente associados aos transtornos
mentais, independentemente dos diagnosticos.(149) Propuseram assim, que esses
dois tragcos seriam o componente nuclear dos transtornos mentais, relacionados a
personalidade. Essa configuracéo faz paralelo com o traco de neuroticismo, do BIG-
5, que corresponde a afetividade negativa e é considerado um marcador geral de
psicopatologia.(150-152)

Um revisao sistematica de literatura, a respeito da relacédo entre os tracos de
personalidade e TEPT, concluiu que o transtorno esté relacionado positivamente com
emocionalidade negativa, neuroticismo, esquiva do dano, busca de novidades e
autotranscendéncia, bem como tracos especificos de hostilidade/agressividade e
ansiedade, e negativamente com conscienciosidade, autodirecionamento,
combinacgéo entre emocionalidade positiva e negativa, bem como tracos de otimismo
e resisténcia.(153) Contudo, os poucos estudos existentes séo realizados com
amostras diversas (civis vs. militares) e diferentes tipos de exposi¢éo (eventos de vida
estressantes vs. eventos traumaticos). Na maioria desses trabalhos, a resiliéncia é
inferida a partir da sintomatologia reduzida, mas n&o diretamente mensurada através
de instrumentos especificos. Por outro lado, estudos em amostras nao-clinicas sobre
a resiliéncia sugerem que os principais tracos relacionados sao a (baixa) esquiva do
dano, (alto) autodirecionamento e (alta) persisténcia.(154,155)

Evidéncias preliminares sugerem o TClI como um modelo promissor para a
predicdo de desfechos no contexto do trauma psiquico. Portanto, a validagcdo de sua
relacdo com a psicopatologia pds-trauméatica e o traco de resiliéncia necessita de

maiores aprofundamentos. Considerando que o trauma psiquico pode ocorrer em
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todas as idades, e que o estagio do desenvolvimento em que incide trard diferentes
repercussoes, é possivel que o trauma tenha influéncia na personalidade adulta, ndo
somente durante o desenvolvimento na infancia. A avaliacdo da personalidade, nesse
sentido, pode contribuir para capturar aspectos do funcionamento relacionados ao
autoconceito e aos relacionamentos interpessoais.

Tendo em vista os conceitos introduzidos, este trabalho baseia-se nos

seguintes pressupostos:

1. Por psicopatologia poés-traumatica entende-se uma variedade de
manifestacdes sintomaticas decorrentes da exposicdo ao trauma, que
causam sofrimento significativo e alteragcdo no comportamento, e nao se
limita a um diagndstico especifico;

2. O traco de resiliéncia corresponde a aspectos da personalidade que sao
protetores para o desenvolvimento da psicopatologia;

3. A personalidade constitui a base do funcionamento mental e
comportamental de um individuo, determinando sua resposta aos estimulos

internos e externos.
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3. JUSTIFICATIVA

Embora a ocorréncia de eventos como o Incéndio da Boate Kiss seja rara,
catastrofes naturais, violéncia urbana e doméstica, guerras e terrorismo, sdo uma
constante de potencial traumético na vida dos seres humanos. Portanto, em primeiro
lugar, € preciso gerar conhecimento, a partir do fato ocorrido, sobre os fatores
associados ao desenvolvimento de transtornos psiquiatricos a partir da vivéncia
traumatica. A populacéo atingida pelo desastre envolve um grupo com caracteristicas
semelhantes, com a maioria sendo jovens universitarios expostos a um evento
traumatico comum a todos, e o estudo sobre seus desdobramentos contribui no
entendimento da psicopatologia e da resiliéncia. Considerando que o trauma € um
incidente inesperado, cabe aos profissionais da area da saude estarem preparados
para identificar grupos com maior possibilidade de desenvolver transtornos
mentais.Assim, a investigacdo da relacdo entre personalidade, resiliéncia e
psicopatologia pode contribuir cientificamente ao produzir embasamento tedrico sobre
a identificacdo dos individuos com maior risco de desenvolvimento do TEPT, bem
como consequéncias do desastre. A partir disso, interven¢des preventivas primarias
e secundarias podem ser tracadas (e estudadas), para promover estratégias de

enfrentamento saudaveis para lidar com potenciais estressores.
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4. OBJETIVOS

4.1 Objetivo Geral

Investigar a relacdo entre personalidade, resiliéncia e psicopatologia em

pessoas expostas ao incéndio da boate Kiss.

4.2 Objetivos especificos

e Investigar tipologias de psicopatologia pos-traumatica, fatores de risco e
desfechos de gravidade clinica, resiliéncia e qualidade de vida (artigo 1).

e Avaliar a relacdo entre os sintomas de TEPT, resiliéncia, tracos de
temperamento e carater, e qualidade de vida em pessoas diretamente

expostas ao incéndio (artigo 2);






5. ARTIGO 1. PSICOPATOLOGIA POS-TRAUMATICA APOS O INCENDIO DA
BOATE KISS: COMORBIDADES SAO A REGRA, NAO A EXCESSAO.

Artigo submetido para o peridédico The Lancet em 30 de setembro de 2019.
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Abstract

Background: We investigated post-traumatic typologies of post-traumatic stress disorder (PTSD) and
comorbidities in individuals exposed to the Brazilian Kiss nightclub fire; their severity levels, and
associated factors. Methods: Latent class analysis (LCA) was performed in a sample of 198 participants.
Indicators were DSM-5 PTSD symptoms and diagnoses of internalizing disorders. Classes were
validated using measures of clinical severity, resilience, and quality of life; demographics, life habits,
current and past psychiatric history, and clinical problems following trauma were tested as predictors of
latent classes in multivariate analyses. Outcomes: a 3-class solution showed the best fitting indices,
representing improbable diagnoses (low-symptom class); average probability of PTSD (partial PTSD
class) and anxiety disorders; and high probability of PTSD, with comorbid mood/anxiety disorders (full
PTSD class). Increasing symptom severity, as well as decreasing resilience and quality of life were
evidenced by low-symptom to full PTSD classes. Suicide risk was associated with full PTSD class, and
comorbid PTSD and mood disorders. Risk factors were discussed. Interpretation: co-occurring PTSD
and comorbidities greatly impact clinical severity, resilience, quality of life, and suicide risk. Assessment
of comorbidities in individuals with PTSD is highly relevant in clinical settings. Moreover, partial PTSD
should be considered in trauma-exposed individuals, for proper indication of treatment. Funding:
Scholarship Program for Projects at the University Hospital of Santa Maria (PROIC-HUSM), the Special
Program of Research Grants for the Master Server of Federal University of Santa Maria (PEIPSM-
UFSM), and Coordenagédo de Aperfeicoamento de Pessoal de Nivel Superior (CAPES; Finance Code
001).

Keywords: Psychopathology, PTSD, disasters, anxiety disorders, mood disorders

Research in context

Evidence before this study

Post-traumatic stress disorder (PTSD) has high comorbidity rates. Several studies have focused on the
association of co-occurring diagnoses and factorial structures. However, due to the heterogeneity of
presentation at an individual-level, latent class analysis (LCA), and latent profile analysis (LPA), which
investigate person-centred typologies, are preferable. Recent diagnostic changes from DSM-1V to DSM-
5 prompted the undertaking of new research using updated criteria. Thus, a literature review was carried
out using PubMed, guided by the following terms: PTSD AND [“latent class” OR “latent profile”] in the
title/abstract. Studies were assessed regarding type of trauma, item indicators for latent classes,
research instruments, sample heterogeneity, and covariates. Quality of evidence was evaluated with
respect to methodology, as well as best fitting indices. Of the 40 papers reviewed, we selected 15 that
included measures of comorbidities, in addition to PTSD symptoms, as indicators for LCA/LPA. Of them,

11 studies were civilian, and four were military, in context, and were published between 2013 and 2019.
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A 3-class solution was found in ten studies. However, most studies focused more on typologies, rather
than validating models with external measures or investigating predictors. Studies showed several
differences in samples and item indicators. Most of them assessed combat-related traumas (military, n
= 4), war-related traumas (civilian, n = 3), and any trauma (civilian, n = 3). Only two studies evaluated
natural disasters in a civilian context. Classes differing in severity and type were found in nine
publications, five differed only in severity, and one differed in type only. Only three studies used DSM-5
criteria; all used civilian samples, and of them, only one assessed comorbidities other than major
depression. Taken together, the literature suggests severe PTSD is associated with more comorbidities,
and worse functioning, than previously thought

Added value of this study

We extended prior findings from DSM-IV to DSM-5 PTSD criteria, including comorbidities with mood,
anxiety, obsessive-compulsive, and eating disorders, alongside suicide risk, in a sample exposed to a
man-made disaster. The 3-class solution model found was validated by external measures of severity,
resilience, and quality of life. Additionally, we investigated predictors of class membership regarding
demographics, lifestyle habits, current treatment, past history, and clinical problems following trauma

exposure.

Implications of all the available evidence

Rather than evaluate categorical diagnosis of PTSD which do not encompass the whole post-traumatic
psychopathology, trauma-exposed individuals may be classified according to patterns of symptom
presentation and comorbidities. Classes inform levels of severity, and may be predicted by
risk/protective factors. The importance of assessing a broad range of symptom presentation and
comorbidities, including partial PTSD, is highly relevant for screening and monitoring after a disaster in
order to determine treatment plans.

Introduction

It was a hot summer night when college students from different classes of the Federal University of
Santa Maria (UFSM) were gathered at a party called ‘Conglomerate’. About one thousand young people
were present in a crowded nightclub. The improper ignition of a pyrotechnic device during the show
gave rise to a fire that quickly spread across the ceiling, burning the polyurethane foam used for acoustic
insulation. Within a few minutes, black smoke had filled the entire space. The consequent inhalation of
smoke containing cyanide (HCN) and carbon monoxide (HCO:) caused most of the deaths; asphyxia,
burns, physical trauma, eye lesion, and neurological damage led to people being hospitalized in Santa

Maria, and also the state capital, Porto Alegre. On January 27, 2013, the Kiss nightclub fire resulted in
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242 deaths and more than 600 people injured. This disaster was the second deadliest fire to have ever

occurred in Brazil, and the deadliest ever disaster in the state of Rio Grande do Sul.t

Man-made disasters may lead to post-traumatic stress disorder (PTSD) in about 30% - 60% of survivors
and 5% - 20% of first responders.2 Psychological consequences include anything from acute and self-
limited symptoms, to chronic and disabling mental conditions. Post-traumatic stress disorder is
prominent, resulting in severe economic burden?® and a negative impact on quality of life (QoL).# In DSM-
5, PTSD is characterized by symptoms of re-experiencing (criterion B), avoidance (criterion C), negative
alterations in mood and cognition (criterion D), and hyperarousal (criterion E), which last more than 30

days after experiencing a traumatic event (criterion A).5

Nevertheless, no single diagnosis encompasses the whole expression of post-traumatic
psychopathology, as trauma often involves a high load of aggravating conditions, such as bereavement,
physical trauma, interpersonal violence, and moral humiliation, amongst others. Collective trauma is
complex, involving socio-cultural aspects, public health policies, legal contests, family rearrangements,
financial loss, and media reinforcements of victimization and blaming. Trauma exposure may trigger a
cascade of biological events which interact with genetic predispositions, and psychological and social

factors, resulting in unique expressions of psychopathology and resilience.®

About nine in ten individuals with PTSD have comorbid conditions, mostly depressive and anxiety
disorders.” Furthermore, partial PTSD may be as prevalent as full PTSD?8 and is often disregarded, with
serious implications for the indication of proper treatment. The condition may endure for an extended
period, and has also been associated with psychiatric comorbidities and risk of suicide.®-11. There is no
consensus on the definition of partial (subthreshold or subsyndromal) PTSD. Studies using DSM-IV
criteria have conceptualized the definition as: (1) presence of criterion B (re-experiencing), plus C
(avoidance/numbing) or D (hyperarousal); (2) two of three clusters; and (3) at least one symptom in

each cluster.1?

In the present decade, current interests focuses in differentiating patterns of symptoms using latent class
analysis (LCA) and latent profile analysis (LPA). Both approaches are preferred for factor analyses from
a person-centred perspective, and indicated when there is heterogeneity in symptom presentation.!?
The methods classify individuals into homogeneous classes based on similarities of item responses
(LCA uses categorical indicators, whereas LPA uses continuous). Initially, most studies considering
classification using items related with PTSD criteria identified differences in severity levels.'3 In civilian
samples, investigations of patterns of comorbidities of PTSD have shown qualitative differences
between classes regarding depression symptoms,#15> major depressive disorder (MDD) and substance
use disorders (SUD),'® MDD plus anxiety disorders and SUD,1%12 anger-paranoia vs. comorbid mental
disorders,'” and complicated/prolonged grief.18-20 Other studies found differences only in severity levels,
including depressive symptoms,?? and depression, anxiety, and somatization.?? In military samples,
previous studies including depressive symptoms,?® depressive and anxiety symptoms,® and
depression, anxiety, somatization, obsessive-compulsive, interpersonal sensitivity, hostility, phobic
anxiety, paranoid ideation, and psychoticism?* found differences only in severity levels. Aside,

Richardson et al. (2019) differentiated pattern of comorbidities, finding the classes of high comorbidity,
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depressed-only, and alcohol use-only.?> Given methodological differences and sample heterogeneity,
research using LCA/LPA after exposure to collective trauma in order to identify patterns of symptoms

accounting for comorbidities, is lacking.

Person-centred approaches, applied to the context of disasters, augment knowledge of post-traumatic
psychopathology and resilience, and provide support for monitoring and intervention strategies. The aim
of this study was to investigate post-traumatic typologies in individuals exposed to the Kiss nightclub
fire, two to four years after the disaster. Starting with the assumption that every individual exposed may
present related symptoms over time, even if mild, we hypothesized that (1) trauma-exposed individuals
may be classified according to patterns of symptom presentation and comorbidities, (2) that classes
may be predicted by risk/protective factors, and (3) that typologies are associated with levels of clinical
severity, resilience, and QoL. As far as we know, this is the first study to address a wide range of

internalizing disorders using LCA, in the context of a man-made disaster.

Methods

Participants

After the fire, the Integrated Care Centre for Accident Victims (CIAVA) was created at the University
Hospital of Santa Maria (HUSM) and designated by the Brazilian Ministry of Health as a reference follow-
up and care centre for Kiss survivors. The centre is a multi-professional outpatient clinic which includes
medical and non-medical professionals. Individuals in attendance at the psychiatric and respiratory
clinics of CIAVA were invited to participate in the study. Inclusion criteria was being directly or indirectly
exposed to the Kiss nightclub fire and aged 18 years or more. Exclusion criteria was inability to
understand or read the research instruments. Participation was voluntary and all individuals gave
informed consent. Those at the respiratory clinic who were diagnosed with mental disorders were
referred to the psychiatric clinic for treatment. Data were gathered between January, 2015 and
December, 2017. This study received approval from the Ethics Committees of the Federal University of

Santa Maria and the Federal University of Rio Grande do Sul.

The sample was composed of 198 individuals. Most of them inhaled smoke during the fire (n = 188;
94.9%). Of the total sample, 111 (56-1%) cases were directly exposed as patrons of the nightclub; 68
(34:3%) had occupational exposure as first responders; 9 (4:5%) witnessed the event and assisted
rescuing victims, and ten (5-1%) were relatives of the victims. Participants were mostly young adults,
with a median age of 28 [12] years, white (n = 169; 86-7%), single/divorced/widowed (n = 126; 63-8%),
and were working and/or studying (n = 124; 62-:6%). Regarding education, 87 (43-9%) were
undergraduate, 62 (31-3%) graduate/post-graduate, and 49 (24-7%) had low education (primary/high
school), with a mean of 13-6 (SD = 3-0) years of study. A total of 93 (47-2%) individuals underwent
psychiatric treatment, but only 43 (21-9%) had undergone prior psychiatric treatment. Only 22 (11-3%)

individuals currently used tobacco.
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Assessment

Researchers interviewed patients regarding demographics, lifestyle habits, trauma exposure, prior and
current treatment, and DSM-5 PTSD criteria. In the absence of a DSM-5 based PTSD diagnostic
instrument available in Brazilian Portuguese during the period of the study, a semi-structured interview
was carried out by trained researchers to complete a checklist with 20 diagnostic criteria. The presence
of symptoms was considered from one month after trauma exposure up to the date of interview. Each
item was coded as a dichotomous variable. This measure showed high internal consistency (a = 0-92).
Current diagnoses (last 30 days) and pre-disaster major depressive episodes were assessed using the
Mini International Neuropsychiatric Interview-Plus (MINI), a structured diagnostic interview based on the
Diagnostic and Statistical Manual — Il and IV ed. and the International Classification of Diseases — 10t

edition.26

The severity of PTSD was measured with the Post-traumatic Checklist - civilian version (PCL), a widely
used 17-item self-reporting questionnaire that corresponds to DSM-IV criteria.?” Individuals report on
how much they have been bothered by symptoms in the last month. Iltems range from 1 (not at all) to 5
(extremely). Overall scores refer to the severity of PTSD. The Clinical Global Impression-severity scale
(CaGl), a 7-point single measure that appraisers use to evaluate the severity of illness in the patient, was
used to record clinical judgements based on experiences (1 — not ill; 7 — extremelly ill).28 Trait resilience
was assessed with the Resilience Scale (RS), a 25-item self-reporting instrument which measures levels
of positive psychosocial adaptation to stressful events.29:30 Quality of life was evaluated using the World
Health Organization QoL — Bref (WHOQOL).3! We used also the Spirituality, Religiousness and
Personal Beliefs (SRPB) subscale, derived from the 100-item World Health Organization Quality of Life,
as a measure of spiritual QoL.32 A more detailed description of these measures can be found in our

previous reports.32

Finally, data from respiratory consultations in the first year after the fire were available for 153 individuals
from another study by pulmonology specialists. The median time of assessment was 4.2 [3.8] months
after the fire. Data from this dataset included information about hospitalization after the trauma, burns,
tobacco use, and clinical symptoms. Respiratory symptoms comprised cough, chest oppression,
dyspnea, expectoration, sibilance, nasal obstruction, and sore throat, and were condensed in a single

dichotomous variable (presence of symptoms or not).

Data analyses

Latent class analysis was carried out to identify typologies of symptomatic presentations and patterns
of comorbidities. Item indicators were the 20 DSM-5 PTSD criteria and MINI diagnoses. We tested
models from 1 to 5 classes, replicating the best log-likelihood up to 1,000 initial stage random starts and
200 final stage optimizations, using robust Maximum Likelihood estimation (MLR) and accelerated
expectation maximization algorithm. The Lo-Mendell-Rubin Adjusted Likelihood Ratio Test (LRT), and

the parametric bootstrapped likelihood ratio test (BLRT) were set with 1000 initial stage random starts
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and 200 final stage optimizations. Both tests compared a k class model with k-1 class models. Significant
values favoured the k class model compared with models with one less class. Also, lower Akaike
Information Criteria (AIC), Bayesian Information Criteria (BIC) and Sample-Size Adjusted Bayesian
Information Criteria (aBIC) scores, and a higher entropy, indicated a better fitting model.3* The choice
for the number of classes was based on fit indices, parsimony, and theory. The significance level was

set to 0-05 in all tests.

Parametric and non-parametric tests were then performed to compare means, medians, and
frequencies among classes. Variables with p-values lower than 0-20 were eligible for multivariate
analyses. In order to identify predictors for class membership, multinomial logistic regression was carried
out using groups of variables, based on theory and availability of data. Thus, demographics, lifestyle
habits and current psychiatric history, prior psychiatric history, and clinical problems in 2013 were
investigated separately using forced entry procedures. Missing data were handled using MLR, except

the variables derived from the respiratory consultation dataset.

Finally, we used multiple linear regression to investigate if measures of symptom severity (PCL-C and
CGl), resilience, and QoL would be predicted by class (distal outcomes). Although Little’s test confirmed
that missing data were completely at random (MCAR), multiple imputation was applied to improve
statistical power, using 20 datasets and the PCL-C score as an auxiliary variable. Multiple imputation
was carried out using Bayesian estimation. All regressions included sex and exposure as covariates,
and used a robust maximum likelihood estimator. Bivariate analyses were carried out using Statistical
Package for the Social Sciences®, version 23 (IBM Corp., Armonk, New York, USA) and multivariate
analyses were carried out using MPIus® version 7.40 (Muthen and Muthen, Los Angeles, California,
USA).

Role of the funding source

The funders had no role in the study design, data collection, data analysis, and interpretation. The
corresponding author had full access to all the study data and had final responsibility for the decision to

submit the manuscript for publication.

Results

Latent class analysis fitting indices are shown in Table 1. The 2-class and 3-class models had significant
LRT and BLRT. Akaike Information Criteria, BIC and entropy indicated the 3-class solution as best fitting.
Figure 1a shows probabilities of item endorsement and frequencies of PTSD clusters, diagnoses, and
comorbidities among classes. In the first class, most individuals met the full criteria for PTSD. In the
second class, just a few participants met the full criteria for PTSD. However, 41 (75-9%) of those in this
class met up to three criteria, most probably re-experiencing, hyperarousal, and avoidance. In the third

class, diagnosis of PTSD was rare, and only 19 (19-8%) incompletely fulfilled the criteria. Therefore,
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LCA results referred to the probability of fufilling PTSD criteria: class 1 indicated full PTSD diagnosis;
class 2, partial PTSD diagnosis; and class 3, a low-symptom category without PTSD diagnosis. Ordered
latent classes were highly correlated with number of diagnoses (rho = 0-914, p < 0-001). Multiple
diagnoses (two or more) were the rule in full PTSD class, and more common than single diagnosis in
partial PTSD class. All individuals with comorbid PTSD and mood disorders (MD; major depressive
episode, dysthymia, and hypomanic episode), as well as anxiety disorders (AD; panic disorder,
agoraphobia, social phobia, generalized anxiety disorder, and obsessive-compulsive disorder),
belonged to the full PTSD class (see Figure 1b). Noteworthy, of the ten individuals with suicide risk (at
least moderate, according to MINI), nine were within the full PTSD class, and one was within the partial
PTSD class. Furthermore, all individuals with suicide risk presented mood disorders (eight of them with

comorbid PTSD, and five with both comorbid PTSD and anxiety disorders).

Bivariate analyses comparing factors and scales associated with classes are shown in Table 2. Classes
were different regarding exposure, sex, and family income. Other demographics were not statistically
significant. Physical exercise practice was higher in less symptomatic classes. Religious practice and
tobacco use were more frequent in symptomatic classes, although not significant. Current diagnoses
and treatment, prior psychiatric history, and clinical problems in 2013 were associated with class
membership. All distal outcomes were statistically different among classes (see also supplementary

Figure 2 available online).

Multinomial logistic regression model data are shown in Table 3. Although not significant, age was also
included based on its known association with PTSD. Classes were predicted by type of exposure, sex,
income, current PTSD, MD, and AD, amount of prescribed psychopharmaceuticals, pre-disaster major
depressive episode, and clinical problems in 2013. Physical exercise practice and religious practice

were not associated with classes independently of psychiatric disorders and treatment.

Table 4 shows multiple linear regression data of PTSD symptoms, clinical severity, resilience and QoL
by class, adjusted by sex and exposure. Full PTSD class was associated with the worst outcomes,
predicting higher PTSD symptoms and clinical severity, and lower resilience, physical QoL, and
psychological QoL compared with the low-symptom class. The partial PTSD class showed higher scores
on PCL and CGI than the low-symptom class, but resilience and QoL were not different. Partial PTSD
was associated with lower clinical severity, and higher resilience, physical QoL, psychological QoL, and
social QoL than the full PTSD class.

Discussion

The 3-class solution of PTSD symptoms differing in levels of severity is strongly supported by the
literature.1® We extended prior findings from DSM-IV to DSM-5 PTSD criteria, including comorbidities
with mood, anxiety, obsessive-compulsive disorder, eating disorders, and suicide risk. Rather than

identifying a typology of PTSD presentation, classes indicated relative probabilities of filling diagnostic
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criteria for PTSD and comorbidities. Evidence of validity was provided by external measures of symptom

and clinical severity, resilience, and QoL.

The partial PTSD class was more associated with re-experiencing, hyperarousal, and avoidance than
with negative alterations in mood and cognition, in line with the main concept of subthreshold PTSD.1
Overlapping symptoms with AD could explain the high endorsement of avoidance and hyperarousal
clusters, but not re-experiencing, which is more specific to PTSD. It is possible that these items overlap
with intrusive thoughts that are commonly present in anxiety disorders, and are not related with the
trauma. Partial PTSD presented differences in resilience and QoL compared with the full PTSD class,
but not with the low-symptom class. In this respect, the full PTSD class presented the worst outcomes,
being strongly associated with comorbid MD, AD, or both, as well as suicide risk. The comorbidity of

PTSD and MDD is highly relevant, due to increasing suicide risk.12:35-38

Regarding predictors, survivors presented higher risk of partial and full PTSD classes than first
responders, which may be explained by adaptive mechanisms, career selection, perceived
preparedness, coping, and experience.®® Previous studies have associated female sex with higher
symptomatic classes.1516.2025 Additionally, other LCAs showed that being a woman predicted the
depression-anxiety class, whereas being a man predicted the substance dependence depression-
anxiety class.'? Higher age at the disaster was related with symptomatic classes. Older individuals may
have a higher allostatic load due to cumulative life stresses, as well as dealing with other post-traumatic
factors, such as legal problems, having lost a son in the fire, or job loss.4° High family income was
associated with the low-symptom class, compared with partial PTSD. A similar result was found by
Contractor et al. (2015), who found that higher income was associated with the mild symptom class,
compared with both moderate and severe symptom classes.!® However, conflicting results*%4! suggest
that increased risk of PTSD may have other explanations, such as social support, health assistance,

displacement, rather than income per se.

While full PTSD was strongly associated with PTSD, MD, and AD, as well as the amount of prescribed
drugs, partial PTSD was not. Both were strongly predicted by the amount of prescribed drugs, although
they were not different from each other. This suggests that some individuals in the partial PTSD class
have improved symptoms because of the treatment, while those in the full PTSD class were highly
symptomatic despite treatment with psychopharmaceuticals. Nevertheless, due to the cross-sectional
design, it is not possible to distinguish whether such people were on a trajectory of increasing symptoms,
decreasing symptoms, or stable over time, unlike in longitudinal studies.3*4° Pre-disaster MDD was
consistently associated with the full PTSD class, independently of having undergone prior treatment

(with psychotherapy and/or drugs).

Clinical problems in the first year after the disaster were associated with the full PTSD class, especially
respiratory symptoms, tremors, and insomnia, but loss of consciousness, headache, and hospitalization
were not. Inadequate length of stay in the ICU was related with the low-symptom class, thus clinical
symptoms suggest somatic responses to emotional distress rather than injury severity. Prior studies with
survivors of collective traumas did not find association of physical trauma and PTSD.194243 Therefore,

the risk of PTSD may be more associated with emotional trauma than physical trauma. Additionally, a
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study with physically injured survivors of the Station nightclub fire, a very similar disaster to the Kiss
nightclub fire, reported less survivor guilt, helplessness, self-blame, and bitterness than non-injured

survivors.42

Our study had some noteworthy limitations. Firstly, DSM-5 PTSD symptoms were evaluated without a
validated instrument. Nevertheless, the use of diverse validated measures on PTSD reduced the
possibility of bias. Secondly, prior psychiatric history was assessed retrospectively, and is not without

memory bias, even using MINI. Thirdly, we did not evaluate substance use disorders.

Several strengths separate this research from previous work. This is a representative sample of
survivors and first responders exposed to a man-made disaster, including a range of symptomatic
presentations. Most individuals had not been referred for prior psychiatric disorders or treatment,
supporting a direct relationship between trauma exposure and psychiatric disorder. Post-traumatic
stress disorder was assessed using DSM-5 and DSM-IV criteria (MINI). Moreover, latent classes were
validated by dimensional self-reported measurements. Finally, risk factors were investigated using many

variables based on interview, including data acquired in the first year after the fire.

Two to four years after the Kiss nightclub fire, three latent classes of PTSD symptoms and comorbidities
were identified. Classes were predicted by demographic factors, past and current psychiatric history,
and clinical problems due to the fire in the first year after the event. Classes were highly associated with
clinical outcomes, resilience, and QoL. This study highlights the need to expand the clinical assessment
of trauma-exposed individuals, accounting for symptom presentation and comorbidities. Those with risk
factors should be monitored, and trauma-focused treatments should be considered, even for partial
PTSD. Evaluating comorbidities allows clinicians to manage co-occurring problems that deserve special

attention, for example, suicide risk in those with mood disorders.

Contributors

VCC and LHMF designed the study. VCC, PHCM, BLN, AFG, EMS, and IDS were responsible for data
acquisition. ANB was responsible for data gathered during respiratory consultations. VCC was
responsible for data analysis. VCC, PHCM, BLN, AFG, EMS, IDS, and ANB wrote the manuscript. Final

review was carried out by LHMF. All authors approved the manuscript.

Declaration of interests

The authors declare no competing interests.

Acknowledgements



61

This study was partially funded by the Scholarship Program for Projects at the University Hospital of
Santa Maria (PROIC-HUSM), the Special Program of Research Grants for the Master Server of Federal
University of Santa Maria (PEIPSM-UFSM), and Coordenacao de Aperfeicoamento de Pessoal de Nivel
Superior (CAPES; Finance Code 001). This study was approved by the Ethics Committees of the
Federal University of Santa Maria (UFSM) and the Federal University of Rio Grande do Sul (UFRGS).

References

1 Martins de Albuquerque I, Schmidt Pasqualoto A, Trevisan ME, et al. Role of physiotherapy in
the rehabilitation of survivors of the Kiss nightclub tragedy in Santa Maria, Brazil. Physiother
(United Kingdom) 2013; 99: 269-70.

2 Neria Y, Nandi a, Galea S. Post-traumatic stress disorder following disasters: a systematic
review. Psychol Med 2008; 38: 467—80.

3 Ferry FR, Brady SE, Bunting BP, Murphy SD, Bolton D, O’Neill SM. The Economic Burden of
PTSD in Northern Ireland. J Trauma Stress 2015; 28: 191-7.

4 Giacco D, Matanov A, Priebe S. Symptoms and Subjective Quality of Life in Post-Traumatic
Stress Disorder: A Longitudinal Study. PLoS One 2013; 8. DOI:10.1371/journal.pone.0060991.

5 American Psychiatric Association. Manual diagnostico e estatistico de transtornos mentais:
DSM-5, 5. ed. Porto Alegre: Artmed, 2014.

6 Zannas AS, Provencal N, Binder EB. Epigenetics of Posttraumatic Stress Disorder: Current

Evidence, Challenges, and Future Directions. Biol Psychiatry 2015; : 1-9.

7 Gallagher MW, Brown TA. Bayesian Analysis of Current and Lifetime Comorbidity Rates of
Mood and Anxiety Disorders in Individuals with Posttraumatic Stress Disorder. J Psychopathol
Behav Assess 2015; 37: 60-6.

8 Pietrzak RH, Goldstein RB, Southwick SM, Grant BF. Prevalence and Axis | comorbidity of full
and partial posttraumatic stress disorder in the United States: results from Wave 2 of the
National Epidemiologic Survey on Alcohol and Related Conditions. J Anxiety Disord 2011; 25:
456—65.

9 Pietrzak RH, Goldstein RB, Southwick SM, Grant BF. Personality disorders associated with full
and partial posttraumatic stress disorder in the U.S. population: Results from Wave 2 of the
National Epidemiologic Survey on Alcohol and Related Conditions. J Psychiatr Res 2011; 45:
678-86.



62

10

11

12

13

14

15

16

17

18

19

20

21

Miiller M, Vandeleur C, Rodgers S, et al. Factors associated with comorbidity patterns in full
and partial PTSD: Findings from the PsyCoLaus study. Compr Psychiatry 2014; 55: 837-48.

Brancu M, Mann-Wrobel M, Beckham JC, et al. Subthreshold Posttraumatic Stress Disorder: A
Meta-Analytic Review of DSM-IV Prevalence and a Proposed DSM-5 Approach to
Measurement. Psychol Trauma Theory, Res Pract Policy 2016; 8: 222—-32.

Galatzer-Levy IR, Nickerson A, Litz BT, Marmar CR. Patterns of lifetime PTSD comorbidity: A
latent class analysis. Depress Anxiety 2013; 30: 489-96.

Contractor AA, Elhai JD, Fine TH, et al. Latent profile analyses of posttraumatic stress
disorder, depression and generalized anxiety disorder symptoms in trauma-exposed soldiers. J
Psychiatr Res 2015; 68: 19-26.

Contractor AA, Roley-Roberts ME, Lagdon S, Armour C. Heterogeneity in patterns of DSM-5
posttraumatic stress disorder and depression symptoms: Latent profile analyses. J Affect
Disord 2017; 212: 17-24.

Cao X, Wang L, Cao C, et al. Patterns of DSM-5 posttraumatic stress disorder and depression
symptoms in an epidemiological sample of Chinese earthquake survivors: A latent profile
analysis. J Affect Disord 2015; 186: 58-65.

Hruska B, Irish LA, Pacella ML, Sledjeski EM, Delahanty DL. PTSD symptom severity and
psychiatric comorbidity in recent motor vehicle accident victims: A latent class analysis. J
Anxiety Disord 2014; 28: 644-9.

Silove D, Ivancic L, Rees S, Bateman-Steel C, Steel Z. Clustering of symptoms of mental
disorder in the medium-term following conflict: An epidemiological study in Timor-Leste.
Psychiatry Res 2014; 219: 341-6.

Cozza SJ, Fisher JE, Fetchet MA, et al. Patterns of Comorbidity Among Bereaved Family
Members 14 Years after the September 11th, 2001, Terrorist Attacks. J Trauma Stress 2019;
32: 526-35.

Eisma MC, Lenferink LIM, Chow AYM, Chan CLW, Li J. Complicated grief and post-traumatic
stress symptom profiles in bereaved earthquake survivors: A latent class analysis. Eur J
Psychotraumatol 2019; 10. DOI:10.1080/20008198.2018.1558707.

Heeke C, Stammel N, Heinrich M, Knaevelsrud C. Conflict-related trauma and bereavement:
exploring differential symptom profiles of prolonged grief and posttraumatic stress disorder.
BMC Psychiatry 2017; 17: 118.

Au TM, Dickstein BD, Comer JS, Salters-Pedneault K, Litz BT. Co-occurring posttraumatic
stress and depression symptoms after sexual assault: A latent profile analysis. J Affect Disord



22

23

24

25

26

27

28

29

30

31

32

33

63

2013; 149: 209-16.

Itzhaky L, Gelkopf M, Levin Y, Stein JY, Solomon Z. Psychiatric reactions to continuous
traumatic stress: A Latent Profile Analysis of two Israeli samples. J Anxiety Disord 2017; 51:
94-100.

Armour C, Tsai J, Durham TA, et al. Dimensional structure of DSM-5 posttraumatic stress
symptoms: Support for a hybrid Anhedonia and Externalizing Behaviors model. J Psychiatr Res
2015; 61: 106-13.

Jongedijk RA, van der Aa N, Haagen JFG, Boelen PA, Kleber RJ. Symptom severity in PTSD
and comorbid psychopathology: A latent profile analysis among traumatized veterans. J
Anxiety Disord 2019; 62: 35-44.

Richardson JD, Thompson A, King L, et al. Comorbidity Patterns of Psychiatric Conditions in
Canadian Armed Forces Personnel. Can J Psychiatry 2019; 64: 501-10.

Amorim P. Mini International Neuropsychiatric Interview (MINI): validacdo de entrevista breve
para diagnostico de transtornos mentais. Rev Bras Psiquiatr 2000; 22: 106—15.

Lima EDP, Barreto SM, Assuncéo AA. Factor structure, internal consistency and reliability of
the Posttraumatic Stress Disorder Checklist (PCL): an exploratory study. Trends pychiatry
psychother (Impr) 2012; 34: 215-22.

Busner J, Targum SD. The clinical global impressions scale: applying a research tool in clinical
practice. Psychiatry 2007; 4: 28-37.

Pesce RP, Assis SG, Avanci JQ, Santos NC, Malaquias J V, Carvalhaes R. Adaptacdo
transcultural, confiabilidade e validade da escala de resiliéncia. Cad Saude Publica 2005; 21:
436-48.

Scoloveno R. Measures of resilience and an evaluation of the resilience scale (rs). Int J Emerg
Ment Health 2017; 19: 1-7.

Fleck MP, Louzada S, Xavier M, et al. Aplicacao da versdo em portugués do instrumento
abreviado de avaliagdo da qualidade de vida ‘WHOQOL-bref'. Rev Saude Publica 2000; 34:
178-83.

Panzini RG, Maganha C, Rocha NS da, Bandeira DR, Fleck MP. Validac&o brasileira do
Instrumento de Qualidade de Vida/espiritualidade, religido e crencas pessoais. Rev Saude
Publica 2011; 45: 153-65.

Crestani Calegaro V, Canova Mosele PH, Lorenzi Negretto B, Zatti C, Miralha da Cunha AB,

Machado Freitas LH. The role of personality in posttraumatic stress disorder, trait resilience,



64

34

35

36

37

38

39

40

41

42

43

and quality of life in people exposed to the Kiss nightclub fire. PLoS One 2019; 14: e0220472.

Nylund KL, Muthén BO. Deciding on the Number of Classes in Latent Class Analysis and
Growth Mixture Modeling: A Monte Carlo Simulation Study Karen. 2011; 14: 1-36.

McKinney JM, Hirsch JK, Britton PC. PTSD symptoms and suicide risk in veterans: Serial
indirect effects via depression and anger. J Affect Disord 2017; 214: 100-7.

Dold M, Bartova L, Kautzky A, et al. The impact of comorbid post-traumatic stress disorder in
patients with major depressive disorder on clinical features, pharmacological treatment
strategies, and treatment outcomes — Results from a cross-sectional European multicenter
study. Eur Neuropsychopharmacol 2017; 27: 625-32.

Nichter B, Norman S, Haller M, Pietrzak RH. Psychological burden of PTSD, depression, and
their comorbidity in the U.S. veteran population: Suicidality, functioning, and service utilization.
J Affect Disord 2019; 256: 633—40.

Jaksi¢ N, Margeti¢ BA, Marc¢inko D. Comorbid Depression and Suicide Ideation in Patients with
Combat-Related PTSD: The Role of Temperament, Character, and Trait Impulsivity. Psychiatr
Danub 2017; 29: 51-9.

Feder A, Mota N, Salim R, et al. Risk, coping and PTSD symptom trajectories in World Trade
Center responders. J Psychiatr Res 2016; 82: 68—79.

Welch AE, Caramanica K, Maslow CB, Brackbill RM, Stellman SD, Farfel MR. Trajectories of
PTSD Among Lower Manhattan Residents and Area Workers Following the 2001 World Trade
Center Disaster , 2003 — 2012. 2016; 11: 158-66.

Dorahy MJ, Rowlands A, Renouf C, Hanna D, Britt E, Carter JD. Impact of average household
income and damage exposure on post-earthquake distress and functioning: A community study
following the February 2011 Christchurch earthquake. Br J Psychol 2015; 106: 526-43.

Trinh NHT, Nadler DL, Shie V, et al. Psychological sequelae of the station nightclub fire:
Comparing survivors with and without physical injuries using a mixed-methods analysis. PLoS
One 2014; 9: 1-16.

Schneider JC, Trinh NHT, Selleck E, et al. The Long-Term Impact of Physical and Emotional
Trauma: The Station Nightclub Fire. PLoS One 2012; 7. DOI:10.1371/journal.pone.0047339.



65

A. Probabilities of item endorsement.
I

0.854 =——O——  Class 1 - Full PTSD, 24.3%

084 ——&—— Class 2 - Partial PTSD, 27.4%
0.851 Class 3 - Low-symptom, 48.4%
08

0.754

07

085

06

055

0.5

0.45

0.4

0.35

03

0.25{

02|

0.15{

01

nns’—‘__._—;‘A /\AM M

81
B2
£
B4
BS
c1
c2
D1
D2
D3
D4
DS
D&
DT
E1
E2
£
=
5
s

PTSD

MOE
SR
EAT-

DYST
HME-
PANIC-
AGORA
SOCIAL-
GAD-
0OCD-

B. Frequencies of PTSD clusters, diagnoses, and comorbidities.
100%

95%
90% u Low-symptom class %
85% ® Partial PTSD class %
a0 ®Full PTSD class %
75%
0%
65%
60%
5%
50%
45%
40%
35%
30%
25%
20%
15%
10%

5%

0% . .

PTSD Any diagnosis One dwagncsws Mulllp\e PTSD+MD PTSD + AD PTSD + MD + PTSD + EAT
diagnosis

<

DSM-5 criteria Diagnoses Comorbidities

Fig 1. Item endorsement, diagnoses, and comorbidities among classes.

Notes: A) B1: intrusive thoughts; B2: nightmares; B3: flashbacks; B4: emotional reactions; B5: physiological reactions; C1:
avoidance of thoughts; C2: avoidance of reminders; D1: dissociative amnesia; D2: negative beliefs; D3: distorted cognition; D4:
negative emotions; D5: loss of interest; D6: detachment; D7: restricted affect; E1: irritability/anger; E2: reckless/self-destructive
behaviour; E3: hypervigilance; E4: exaggerated startle response; E5: difficulty concentrating; E6: sleep disturbance. PTSD: post-
traumatic disorder (DSM-IV); MDE: major depressive episode; DYST: dysthymia; HME: hypomanic episode; PANIC: panic
disorder; AGORA: agoraphobia; SOCIAL: social phobia; GAD: generalized anxiety disorder; OCD: obsessive-compulsive
disorder; EAT: eating disorders (anorexia/bulimia).

B) B: re-experiencing; C: avoidance; D: negative alterations in mood and cognitions; E: hyperarousal. MD: mood disorders (MDE,
DYST, and HME); AD: anxiety disorders (PANIC, AGORA, SOCIAL, GAD, and OCD).
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Notes: PCL-C: Post-traumatic Checklist — civilian. CGlI: Clinical Global Impression. RS: Resilience Scale. QOL: Quality of Life.

Table 1. Comparison of latent class analysis fitting indices.

Class LL AIC BIC aBIC Entropy Min % LRT BLRT
1 -2028-66 5459-67 5561-60 5463-39 - 100% - -
2 -2029-48 4183-31 4390-47 4190-89 097 41.41% <0-001 <0-001
3 -1929-17 4048-37 4360-72 4059-76  0-93  24-24% 0-019 <0-001
4 -1888-36 4030-73 4448-34 4046-00 0-93 9-09% 0-609 <0-001
5 -1852-91 4023-81 4546-65 4042-93  0-96 7-58% 0-300 <0-001

LL: Log-likelihood; AIC: Akaike Information Criteria; BIC: Bayesian Information Criteria; aBIC:
Sample-size adjusted BIC; Min%: minimal frequency in the class; LRT: Lo-Mendell-Rubin
Adjusted Likelihood Ratio Test; BLRT: Parametric Bootstrapped Likelihood Ratio Test. The
selected model is shown in bold.



Table 2. Bivariate comparisons between classes.
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Low-symptom (n =  Partial PTSD Full PTSD
96) (n =54) (n=48)
N % N % N % X3F p

Demographics
Exposure: FR 47 49-0% 13 241% 8 16-7% 18-271 <0-001

Survivors 49 51-0% 41 75:9% 40 83,3%
Sex: female 26 27-1% 25  46-3% 31 64-6% 19-276  <0-001
Age at the fire 26 11 25 15 27 16 0-3592 0-859
Years of study 13 5 13 3 13 4 0-5662 0-753
Ethnicity: white 85 88-5% 45  86-5% 39 83-0% 0-846 0-655
Marital status: married 36 37-5% 18 34-0% 16 34-0% 0-261 0-877

Non-married 60 62-5% 35  66:0% 31 66-0%
Occupation: work/study 89 92-7% 50 92:6% 40 83:3% 3-652 0-161

Unemployed/sick leave 7 7-3% 4 7-4% 8 16-7%
Family income: higher than US$ 8k/year 58 60-4% 20  37-0% 17 37-:0% 10-753 0-005

Lower than US$ 8k/year 38 39:6% 34  63:0% 29 63:0%
Current history
Physical exercise practice 52 55-3% 24 44.4% 11 22-9% 13-515 <0-001
Religious practice 27 29:0% 20 37-0% 21 43-8% 3:174 0-205
Current tobacco use 9 9-5% 6 11-5% 7 14-6% 0-836 0-658
PTSD (MINI) 3 3-3% 12 25:0% 31 73-8% 75-383  <0-001
Mood disorders 0 0-0% 6 12-5% 25 59-5% 72:719 <0-001
Anxiety disorders 13 14-3% 17 354% 26 61-9% 31110 <0-001
Current treatment 20 21-1% 35 64-8% 38 79-2% 52-466  <0-001
Treatment type: no treatment 76 80-0% 21 38:9% 15 31-3% 60-454  <0-001

Psychopharmac only 5 5-3% 15  27-8% 11 22:9%

Psychotherapy only 12 12-6% 7 13-:0% 3 6-3%

Psychopharmac plus psychotherapy 2 2-1% 11 20-4% 19 39:6%
Number of prescribed drugs 0 0 0 1 1 2 53-410* <0-001
Antidepressant use 7 7-4% 24 44-4% 29 60-4% 49.239  <0-001
Benzodiazepine use 1 1-1% 7 13:0% 10 20-8% 16-340 <0-001
Other psychopharmac 0 0-0% 8 14-8% 13 27-1% 25.909 <0-001
Previous history
Prior psychiatric history 20 21-10% 15 27-80% 26 54-20% 16-711 <-001
Past major depressive episode 2 2:30% 4 8:30% 15 35-70% 31.313 <-001
Prior psychiatric treatment 14 14.70% 12 22:20% 17 36-20% 8-438 0-015
Prior antidepressant use 6 6-40% 7 13.50% 12 26-70% 11.015 0-004
Prior psychotherapy 9 9-60% 6 11-50% 13 29-50% 10-096 0-006
Clinical problems in 2013
Burn 9 11-40% 6  14-60% 3 9:10% 0-563 0-755
Loss of consciousness 14 17-70% 16  39-00% 9 27-30% 6-52 0-038
Hospitalization 23 29:10% 20 48:80% 16 48-50% 6-155 0-046
Days at ICU 0 0 0 7 0 1 4.449 0-108
Respiratory symptoms 10 12.66% 14 34:15% 17 51-52% 19-458  <0-001
Headache 28 35-44% 24 58-54% 22 66-67% 11-406 0-003
Insomnia 39 49-37% 24 5854% 28 84-85% 12.178 0-002
Tobacco use in 2013 20 21-3% 15  29-4% 13 27-1% 1-338 0-512
Distal outcomes
Post-traumatic Checklist 25.0 15-0 36-:0 15-0 575 21.0 87-470* <0-001
Clinical Global Impression 1 1 2 2 4 2 78-284* <0-001
Resilience Scale 137-2 12.7 131- 16-5 116-3 174 23-634° <0-001

6

Overall quality of life 4 1 4 0 3 1 23-5452  <0-001
Health related quality of life 4 1 4 1 3 2 17-199* <0-001
Physical quality of life 739 12.7 68-:0 15-3 50-2 180 22.241°  <0-001
Psychological quality of life 74.5 13.7 67-7 17-2 45-1 19-4 40-511° <0-001
Social quality of life 742 13-8 69-1 187 54.0 194 13-800° <0-001
Environmental quality of life 66-0 11-2 60-5 11-8 57-3 10-1 6-765° 0-002
Spiritual quality of life 15.5 31 13-8 3.7 12-3 39 13-327°  <0-001

Notes: @ Medians [interquartile range] compared using Kruskal-Wallis test. ® Means (SDs) compared using Welch’s one-way analysis of variance
(ANOVA). ¢ ANOVA. FR: professional first responders; ICU: intensive care unit. Significant results are shown in bold.
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Table 3. Multinomial logistic

exposure.

regression models predicting class membership, adjusted for sex and

Full PTSD

Partial PTSD

Partial PTSD

Reference: low-symptom

Reference: low-symptom

Reference: full PTSD

Demographics

Exposure: FR vs. survivors
Sex: female vs. male

Age at the fire

Occupation (with vs. without)

Family income: higher vs. lower than

R$ 36,000-00 per year

Current history

Physical exercise practice
Religious practice

Current treatment

Number of prescribed drugs
PTSD

Mood disorders

Anxiety disorders

Past history

Past major depressive episode

Prior psychiatric disorder
Prior treatment

Clinical problems in 2013
Loss of consciousness
Tremors

Hospitalization

Days at ICU

Respiratory symptoms
Insomnia

Headache

0-206 (0-067; 0-634)**
3-794 (1-594; 9-033)**
1-060 (1-003; 1-120)*
0-704 (0-171; 2:911)
0-592 (0-250; 1-404)

1-119 (0-267; 4-694)
0-969 (0-234; 4-016)
1-078 (0-566; 2-056)
4-487 (1-343; 14-983)*
14-203 (2-217; 90-975)**
21-631 (6-463; 72-400)**
6-031 (1-399; 26-004)*

5.438 (1-237; 23-905)*
1-015 (0-271; 3-798)
1-278 (0-670; 2-440)

1-497 (0-345; 6-489)
4.747 (1-354; 16-639)*
1-978 (0-546; 7-168)
0-828 (0-689; 0-995)*
5-642 (2:012; 15-822)**
2:612 (1-046; 6-523)*
1-295 (0-495; 3-390)

0-292 (0-110; 0-774)*
1-471 (0-678; 3-192)
1-056 (1-003; 1-112)*
2:318 (0-442; 12-170)
0-391 (0-176; 0-866)*

0-817 (0-347; 1-921)
1-634 (0-679; 3-932)
1-267 (0-783; 2-052)

4-740 (1-803; 12-463)**

2-149 (0-352; 13-109)

2.657 (0-944; 7-478)

2:294 (0-393; 13-381)
0-486 (0-136; 1-733)
1-356 (0-749; 2-454)

1-918 (0-512; 7-183)
1-159 (0-260; 5-161)
1-089 (0-333; 3-561)
1-017 (0-914; 1-133)
2.778 (1-069; 7-220)*
1-061 (0-532; 2-117)
1-832 (0-794; 4-224)

1-417 (0-434; 4-633)
0-388 (0-161; 0-935)*
0-996 (0-952; 1-042)
3-291 (0-657; 16-476)
0-660 (0-254; 1.717)

1-183 (0-400; 3-494)
1-365 (0-501; 3-719)
1-102 (0-693; 1-752)
1-022 (0-459; 2-273)
0-172 (0-049; 0-595)**
0-322 (0-084; 1-237)
0-548 (0-186; 1-618)

0-422 (0-075; 2-367)
0-479 (0-107; 2132)
1-061 (0-519; 2-170)

1-282 (0-307; 5-356)
0-244 (0-055; 1-090)
0-551 (0-144; 2:107)
1-229 (1-022; 1-479)*
0-492 (0-177; 1-370)
0-406 (0-167; 0-987)*
1-415 (0-532; 3-766)

Notes: Coefficients are adjusted odds ratios (95% confidence intervals). Models were adjusted for sex and exposure (displayed
only in the first model). FR: first responders; ICU: intensive care unit. Significant results are shown in bold. * p < 0-05; ** p <

0-01

Table 4. Multiple linear regression coefficients for PTSD symptoms, resilience, and quality of life (QoL)
as outcomes, predicted by classes, adjusted for exposure and sex.

Full PTSD

Partial PTSD

Partial PTSD

Reference: low-symptom

Reference: low-symptom

Reference: full PTSD

PCL-C

CaGl

RS

Overall QoL
Health related QoL
Physical QoL
Psychological QoL
Social QoL
Environmental QoL
Spiritual QoL

1-634 (1-385; 1-883)**
1-498 (1-218; 1.778)%*
-1-070 (-1-363; -0-777)**
-0-715 (-1-107; -0-323)***
-0-557 (-0-948; -0-165)**
-1-163 (-1-490; -0-836)***
-1.225 (-1:525; -0-925)***
-0:979 (-1-345; -0-613)***
-0-572 (-0-959; -0-185)**
-0-686 (-1-112; -0-260)**

0-651 (0-419; 0-883)*
0-756 (0-497; 1-015)**+
-0-220 (-0-528; 0-087)
-0-286 (-0-613; 0-041)
-0-209 (-0-546; 0-129)
-0-163 (-0-474; 0-148)
-0-147 (-0-446; 0-151)
-0-198 (-0-542; 0-147)
-0-332 (-0-711; 0-047)
-0-329 (-0-679; 0:021)

-0-982 (-1-306; -0-658)**
-0-740 (-1:046; -0-434)***
0-853 (0-491; 1-216)***
0-399 (-0-044; 0-842)
0-341 (-0-061; 0-743)
0-949 (0-573; 1-326)***
1-046 (0-702; 1-390)***
0-733 (0-265; 1-200)**
0-229 (-0-207; 0-666)
0-330 (-0-113; 0-773)

Notes: Coefficients are standardized Bs (95% confidence intervals) which indicate how many standard deviations the outcome variable will change
if the predictor variable changes from one to other category. FR: professional first responder; PCL-C: Post-traumatic Checklist - civilian version;
CGil: clinical global impression; RS: Resilience Scale; QoL: Quality of Life. Significant results are shown in bold. * p < 0-05; ** p < 0-01; *** p <
0-001
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6. ARTIGO 2. O PAPEL DA PERSONALIDADE NO TRANSTORNO DE
ESTRESSE POS-TRAUMATICO, TRACO DE RESILIENCIA E QUALIDADE DE
VIDA EM PESSOAS EXPOSTAS AO INCENDIO DA BOATE KISS
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Abstract

Obijective

To evaluate the relationship among personality (according to Cloninger's psychobiological
model), posttraumatic stress disorder (PTSD) symptoms, trait resilience and quality of life
(Qol) in people who were exposed to the Kiss nightclub fire.

Methods

188 participants were assessed with the Posttraumatic Checklist—civilian version (PCL-C),
the Resilience Scale (RS), the Temperament and Character Inventory (TCI), the World
Health Organization Quality of Life-Bref (WHOQOL-Bref), and the WHOQOL-100 Spiritual-
ity, religiousness, and personal beliefs (WHOQOL-100-SRPB). Data were analyzed in a
dimensional approach, with correlation analysis, multiple linear regression and Structural
Equation Modeling (SEM), with PCL-C, RS, and WHOQOL-Bref dimensions as dependent
variables.

Resulis

Multiple linear regression showed that PTSD symptoms were predicted by harm avoidance
(B = .34, p <.001), self-directedness (B = -.28, p < .01), and self-transcendence (f = .24,p <
.01). Trait resilience was predicted by harm avoidance (B =-.38, p <.01), self-directedness
(B =.20, p <.05), and self-transcendence (B = .18, p < .05). Also, PTSD symptoms had con-
siderable negative effect on all dimensions of QoL. Self-transcendence was a positive pre-
dictor of subjective and spiritual QoL. SEM showed that QoL was predicted by PTSD
symptoms (B =-.52, p <.001), trait resilience (B = .30, p <.001), cooperativeness ( = .135,
p =0.40), and self-directedness (B = .27, p <.01). The effect of self-directedness on QoL
was mediated by PTSD symptoms and trait resilience. PTSD symptoms also mediated the
relationship between trait resilience and QolL, and RS mediated the relationship of personal-
ity and PTSD symptoms.

PLOS ONE | https://doi.org/10.1371/journal.pone.0220472  July 29, 2019
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Abstract

Objective: To evaluate the relationship among personality (according to Cloninger’s
psychobiological model), posttraumatic stress disorder (PTSD) symptoms, trait resilience and
quality of life (QoL) in people who were exposed to the Kiss nightclub fire. Methods: 188
participants were assessed with the Posttraumatic Checklist — civilian version (PCL-C), the
Resilience Scale (RS), the Temperament and Character Inventory (TCI), the World Health
Organization Quality of Life — Bref (WHOQOL-Bref), and the WHOQOL-100 Spirituality,
religiousness, and personal beliefs (WHOQOL-100-SRPB). Data were analyzed in a
dimensional approach, with correlation analysis, multiple linear regression and Structural
Equation Modeling (SEM), with PCL-C, RS, and WHOQOL-Bref dimensions as dependent
variables. Results: Multiple linear regression showed that PTSD symptoms were predicted by
harm avoidance (p=.34, p<.001), self-directedness (p=-.28, p<.01), and self-transcendence
(B=.24, p<.01). Trait resilience was predicted by harm avoidance (p=-.38, p<.01), self-
directedness (f=.20, p<.05), and self-transcendence (=.18, p<.05). Also, PTSD symptoms had
considerable negative effect on all dimensions of QoL. Self-transcendence was a positive
predictor of subjective and spiritual QoL. SEM showed that QoL was predicted by PTSD
symptoms (f=-.52, p<.001), trait resilience (=.30, p<.001), cooperativeness (f=.135, p=0.40),
and self-directedness (=.27, p<.01). The effect of self-directedness on QoL was mediated by
PTSD symptoms and trait resilience. PTSD symptoms also mediated the relationship between
trait resilience and QoL, and RS mediated the relationship of personality and PTSD symptoms.
Conclusion: The study gives insights on prediction of PTSD severity, trait resilience and QoL
from temperament and character traits, in a sample of people exposed to the Kiss nightclub fire.
Harm avoidance was the most influent trait on PTSD symptoms and trait resilience. Self-

directedness was the most import trait related to QoL, still that it was more related to PTSD
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49  severity than personality traits. Self-transcendence had positive effects on both PTSD
50 symptoms and trait resilience, indicating a coping style that may coexist with psychopathology.

51
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Introduction

On January 27, 2013, a deadly fire deeply wounded the city of Santa Maria, located in
the south of Brazil. The ignition of an improper pyrotechnic artifact during a show in a crowded
nightclub resulted in the death of 242 people and left more than 600 injured (1-3). One to two
years after disasters like this, about 25-75% of survivors and 5-40% of first responders may be
diagnosed with posttraumatic stress disorder (PTSD), a mental disorder that can be chronic and
disabling (4,5). Moreover, the quality of life (QoL) of such individuals is inversely related to
the severity of their PTSD symptoms—that is, the more symptomatic, the lower the QoL (6—
9). On the other hand, a substantial proportion of people exposed to trauma do not develop
mental disorders. Such individuals may be considered resilient, adapting relatively well under
severe stress.

The construct of resilience has slight differences between authors, but they agree that it
describes the ability to successfully function in the face of adversity (10). The capacity to cope
with fears, experience positive emotions, reformulate stressful events, and feel supported by
social relations is based on the more adaptive functioning of circuits of fear, reward, emotional
regulation, and social behavior (11). In this decade, the related epigenetic mechanisms have
been described based on the interaction of genetic and biological predispositions with life
events as a person develops, which results in individual characteristics that make people more
or less vulnerable to stress (12). In other words, adaptive personality traits developed in this
process might be protective factors, whereas maladaptive traits might be risk factors for mental
disorders (13).

There is a discussion on whether resilience is a personality trait or state. Most studies
measure resilience as the presence or absence of psychopathology, while another approach is
to measure resilience as the individual’s perceived ability to cope with adversities (14). The

former approach is based on low PTSD symptoms (state) and the latter on assessment scales
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(trait). Studies that directly measured resilience using a validated instrument found an
association with high extraversion, high agreeableness, low neuroticism (15-17), high positive
emotionality and low negative emotionality (18,19), low harm avoidance and high persistence,
self-directedness, and cooperativeness (20-22). Rutter (2007) argued that resilience cannot be
a personality trait, as people may be resilient to some hazards but not others, and to some
outcomes but not others; moreover, a person will only be resilient in the face of adversity,
trauma, or stress (23). Different concepts of resilience gave rise to a variety of techniques and
scales to measure it. Scoloveno (2017) reviewed this topic and concluded that the Resilience
Scale (RS) developed by Wagnild and Young (1993) is the only instrument that conceptualizes
resilience as a personality characteristic (trait resilience) that has been used across different age
groups (10,24).

Studies that assessed PTSD severity (thus, low resilience) found that the symptoms are
positively related to negative emotionality, neuroticism, harm avoidance, novelty seeking, self-
transcendence, hostility/anger, and trait anxiety; and negatively with extraversion,
conscientiousness, self-directedness, the combination of high positive and low negative
emotionality, hardiness, and optimism (25). The assessment of personality in traumatized
people may contribute to identifying individuals at risk of developing PTSD, planning
interventions based on personality dysfunction, and predicting treatment responses (26).

Of the personality models, the Psychobiological Model of Temperament and Character
is the most congruent with the current epigenetic perspective of behavioral development (13).
In this model, personality is composed of two interacting structures: temperament and character
(27). Temperament is innate, heritable, stable over time, conditioned by procedural learning,
and refers to skills and habits elicited by automatic associative responses to simple emotional
stimuli. It is comprised of four traits: harm avoidance (the trend toward behavioral inhibition

and to respond intensely to aversive stimuli), novelty seeking (the bias to initiate behaviors in
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response to novelty), reward dependence (a tendency to respond intensely to social approval),
and persistence (resistance to interrupting the behavior even when confronted by frustration or
the absence of a reward). Character is more malleable, involving high cognitive functions and
propositional learning; it refers to ego strengths, maturity, personal objectives, and values, and
reflects different aspects of self-object relations. It is composed of three traits: self-directedness
(the perception of autonomy and resources to achieve personal goals), cooperativeness (that
reflects empathetic identification and tolerance through others), and self-transcendence (self-
awareness of being an integral part of the universe, altruism, and spiritual acceptance) (27-29).

Despite there being evidence that temperament and character have a relationship with
trait resilience, studies have not assessed the presence of exposure to trauma and
psychopathology (20-22). Additionally, in other studies, temperament and character traits have
been related to PTSD; but in these cases, state resilience was considered as the absence of the
disorder (30,31). A broader examination of resilience, including the notions of both trait and
state, its relationship to personality traits, and how it manifests in functioning, may add to the
comprehension of individual characteristics related to healthy responses to trauma. In this line,
the Psychobiological Model of Temperament and Character has an advantage in relation to
other personality models: it does not only measure personal characteristics, but also personality
functioning, which may be easily translated to the clinical practice (13). The aim of this study
was to investigate the role of personality in predicting PTSD severity, trait resilience, and QoL
in people exposed to the Kiss nightclub fire. We hypothesized that (1) PTSD severity and trait
resilience are both predicted by personality traits; (2) QoL is predicted by PTSD severity, trait
resilience, and personality traits; and (3) PTSD severity and trait resilience mediate the effect

of personality traits on QoL.

Methods
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Participants

The participants were 188 people directly exposed to the event as victims (n=120;
63.8%) or first responders (n=68; 36.2%), assessed in the Integrated Care Center for Accident
Victims, a multi-professional center located at the University Hospital of Santa Maria (32).
They were interviewed by the research team after consultation in the respiratory and psychiatric
clinics between January 2015 and December 2017. All participants gave informed consent. The
sample characteristics are shown in Table 1. Of the victims, 111 (92.5%) were survivors and 9
(7.5%) witnessed the event. Of the first responders, 42 (61.8%) were military police officers,
23 (33.8%) were firefighters, 2 (1.7%) were military (1.7%), and 1 (1.5%) was a civil police
officer. Most of the individuals had inhaled smoke during the fire (n=169; 89.9%). Only a
quarter of the participants (n=47; 25.1%) declared having a psychiatric disorder prior to the

disaster, and 40 (21.3%) had undergone prior psychiatric treatment.
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141  Table 1. Sample characteristics and comparison between type of exposure.

Victims First responders Total

(N=120) (N=68) (N=188)

N % N % N % p
Male sex 55 |45.8% | 58 85.3% 113 | 60.1% | <.001
Age (median; min-max) 25 20-56 34 24-57 18 20-57 .007
Years of study (median; min-max) 14 2-24 13 6-19 13 1-24 | <.001
Ethnicity
White 106 |88.3% | 57 85.1% 163 | 87.2% | .523
Non-white 14 [11.7%| 10 14.9% 24 | 12.8%
Marital status
Single 94 |78.3%| 13 19.1% 107 | 56.9% | <.001
Married 20 |16.7%| 46 67.6% 66 | 35.1%
Divorced/widowed 6 5.0% 9 13.2% 15 8.0%
Occupation
Employed 56 |46.7% 65 95.6% 121 | 64.4% | <.001
Unemployed 18 |15.0% 0 0.0% 18 9.6%
Retired/sick leave 7 5.8% 3 4.4% 10 5.3%
Student 39 [32.5% 0 0.0% 39 | 20.7%
Current psychiatric treatment 69 |57.5%| 16 23.9% 85 | 45.5% | <0,001
Type of treatment
No treatment 58 |48.3% 52 77.6% 110 | 58.8% | <.001
Psychopharmaceutical only 20 |16.7% 4 6.0% 24 | 12.8%
Psychoterapy only 14 |11.7% 8 11.9% 22 | 11.8%
Psychopharmaceutical plus psychotherapy 28 |23.3% 3 4.5% 31 | 16.6%

142 P-values for Chi-square test (categorical) and Mann-Whitney test (continuous). There was one missing for ethnicity and two
143 for marital status.

144
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Measures

Individuals were assessed with the following instruments: the Posttraumatic
Checklist—civilian version (PCL-C), the Temperament and Character Inventory (TCI), the RS,
and the World Health Organization Quality of Life-Bref (WHOQOL-Bref).

The PCL-C is a 17-question self-report questionnaire used for screening and monitoring
PTSD (33). The Portuguese version has good internal consistency, test-retest reliability, and
factorial validity (34,35). Although it is based on the DSM-IV, its measures have sensitivity
and specificity similar to instruments developed using the DSM-5 and PCL-5 (36).

The TCI is a self-report instrument developed to assess personality according to
Cloninger’s Psychobiological Model of Temperament and Character (27). This version has 240
true-false questions, translated into Brazilian Portuguese and validated (37). Each trait is
defined as a bipolar continuum, from low to high scores, capturing normal and extreme
presentations. Domains are independent and composed of different facets.

The RS measures levels of positive psychosocial adaptation to important life events, and
was used for evaluation of trait resilience (24). It uses 25 items in the form of Likert scales;
each item has a score from 1 (totally disagree) to 7 (totally agree). Scores range from 25 to 175,
with higher scores meaning higher resilience. The Portuguese translated scale has shown high
internal consistency and construct and discriminant validity (38).

The WHOQOL-Bref is a self-report instrument developed by the World Health
Organization to measure QoL it has been translated into Portuguese (39). It has 26 questions—
2 assessing general QoL (Q1: general QoL; Q2: health-related QoL) and the other 24 divided
into 4 domains: physical, psychological, social relations, and environment. Spirituality,
religiousness, and personal beliefs (SRPB) were assessed using the respective domain of the
WHOQOL-100. It comprises four questions that ask about the meaning of life and personal

beliefs. Despite the SRPB domain being considered insufficient to encompass the complexity
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of the construct of religiousness/spirituality, it has good internal consistency and convergent
validity with the complete WHOQOL-SRPB, thus this scale was used as an approximated

measure of spiritual QoL (40).

Data analysis

The data were analyzed using Statistical Package for the Social Sciences (SPSS), 23th
version, and MPIlus, 7™ version. The univariate analysis was done first, and outliers were
corrected. Normality was assessed using skewness, kurtosis, histograms, and normality tests.
The data showed a slight deviance from normality; thus, we performed parametric tests with
bootstrapping for bias corrected and accelerated 95% confidence intervals (Bca 95% CI), using
2,000 samples. Since victims and first responders (type of exposure) might be considered as
subsamples, which might influence the measures, as well as sex differences and psychiatric
treatment, analyses were controlled by these variables. Thus, partial correlations between the
variables PCL-C, RS, the TCI dimensions, the WHOQOL-Bref dimensions, and SRPB were
employed, controlling for sex, type of exposure, and current psychiatric treatment. All tests
used a level of significance of .05.

The multivariable analyses included hierarchical multiple linear regression using PCL-
C; RS; Q1; Q2; physical, psychological, social, and environmental WHOQOL-Bref
dimensions; and SRPB as dependent variables (models 1 to 9). Data were included in three
steps, using a forced entry procedure. In the first step, we entered the variables sex, type of
exposure, and current psychiatric treatment, for control purpose. The second step included the
RS and PCL-C (in models 1 and 2, only one of them was entered). The third step added the
temperament (HA, P, NS, RD) and character dimensions (SD, CO, ST). Again, the models had
confidence intervals and significance tests bootstrapped because this method does not rely on

assumptions of normality and homoscedasticity.
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Finally, in order to examine the complex relationships among the variables, structural
equation modeling (SEM) was performed, combining confirmatory factor analysis (CFA),
multiple linear regression, and path analyses. CFA was used to model the latent variable QOL
from the WHOQOL dimensions. Residuals of factor measures were set as uncorrelated. Then,
multiple linear regression used QOL as the main outcome, temperament and character traits as
the predictors, and PCL-C and the RS as mediators. RS was tested as a predictor of PCL-C.
SRPB was regressed to self-transcendence, as they are constructs directly related. Type of
exposure, sex, and current psychiatric treatment were included as controlling covariates in all
multiple linear regressions. Estimator was maximum likelihood with standard errors robust to
non-normality and non-independence. Coefficients were standardized to allow comparisons.
We tested diverse models, using different paths and relationships among the variables. Models
were compared using goodness of fit measures (GoF): root mean square error of approximation
(RMSEA < .08, with p >.05), CFI and TLI > .95, and standardized root mean square residual
(SRMR <.08) (41). We present in the results only the best fitting model. Models that included

the variables Q1 and Q2 presented worse GoF measures.

Results

Considering that sex, type of exposure, and current treatment are factors that may influence real
correlations among personality and outcomes, we performed partial correlations controlling for
these variables (Table 2). The variables that remained statistically significant for the
bootstrapped confidence intervals were the same. PTSD symptoms had a moderate and negative
correlation with trait resilience, and both variables showed opposite correlations with the same
variables, except for self-transcendence, which was not correlated with trait resilience.
Regarding personality, PTSD symptoms were positively correlated with harm avoidance and

self-transcendence, and negatively with self-directedness and cooperativeness. Moderate to
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strong correlations were found between PTSD symptoms and trait resilience, with all aspects
of QoL. Self-directedness was strongly and negatively correlated with harm avoidance, and
strongly and positively correlated with cooperativeness (see discussion below). Self-
directedness and cooperativeness were correlated with other personality traits, excepting
novelty seeking and self-transcendence. Harm avoidance, self-directedness, and
cooperativeness were also correlated with all aspects of QoL, while self-transcendence showed
a moderate correlation with spiritual QoL.

The results of the multiple linear regression for the outcomes are shown in Table 3. All
models were significant, although the third step did not show significant change (AF) in relation
to the second for health-related QoL, physical QoL, and environmental QoL. In the second step,
PTSD symptoms and trait resilience were both significant predictors of one another.
Furthermore, in the third step, when temperament and character were taken into account, PTSD
symptoms were not found to be a significant predictor of trait resilience, and vice-versa; thus,
variances in both measures were better explained by personality. Notably, harm avoidance and
self-directedness had opposite effects on PTSD symptoms and trait resilience, but self-
transcendence was a positive predictor of both traits.

PTSD symptoms had a considerable negative effect on all dimensions of QoL, even
considering the personality traits. On the other hand, when taking into account temperament
and character, psychological QoL was independently predicted by trait resilience and self-
directedness. Although self-directedness had been a significant predictor of physical and

environmental QoL, the inclusion of personality traits did not add significant information to the
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Table 2. Partial correlations controlled for sex, exposure, and current treatment, with bias corrected and accelerated 95% confidence
intervals (Bca 95% CI), based on 2,000 samples

PCL-C RS NS HA RD P SD C ST Q1 Q2 PHYS PSYCH SOCIAL ENVIR SRPB
PCL-C -60, -|-.27, -.33, -.30, -69, - |-48, - -58, -|-54, -|-74, -
1.00 .34 .02 48,.74 | .01 .06 47 .16 .06,.36 | .30 .25 .50 -.77,-53 -.61, -.35 -58,-34 |-52,-21
RS -.13, -66, - |-.10, .01, -11,
-48*** 1 1.00 .20 42 31 .36 33,.62 | .05,.38 | .27 A5,.49 | .15, .48 | 41,.67 | .50,.73 .24, .56 19, .48 .20, .56
-42, - | -.05, -.25, -.24, -.25, -11, -.15, -.08,
NS -.13 .04 1.00 A1 31 .10 .07 .09 .05,.35 | .25 24 .23 -.08, .25 -.05,.28 -.23,.13 .03, .36
-.35, -40, - | -70, - | -43, - | -24, -40, - | -44, -|-67, -
HA B2%** | -BE*** | . 27** | 1.00 .00 .06 51 14 A3 .08 11 40 -.73, -.50 -.54, -.24 -51,-24 | -50,-.22
-.08, -.09, -.06, -.01,
RD -.16 A1 14 -.18* 1.00 .29 .03,.40 | .38,.65 | .24 .35 .32 .02,.39 | -.05,.35 .10, .47 -.08, .26 .00, .37
-.08, -11, -.05,
P -12 18* -.07 -.23** A1 1.00 .05,.38 | .07,.41 | .27 .00,.39 | .24 .34 -.02, .38 .05, .42 .00, .36 -.07,.34
-.31,
SD -58*** | 48*** | -.09 -.61%*F* | [22* .22* 1.00 .39,.66 | .02 19,49 | .17,.49 | 45,.70 | 53,.75 .31, .60 .35, .65 .18, .53
-.29,
C - 32%** | 22 -.07 -.29%* S3xFx | 26%* | 53*** | 1.00 .08 .04,.39 |.05,.39 | .16,.48 | .20,.50 .21, .54 .08, .43 .01, .40
-.07, -.19, -.16,
ST 21* .08 .20* -.05 .08 .09 -15 -.09 1.00 .29 .20 .16 -.16, .19 -17,.15 -.26, .09 13, .47
Q1 -45%*%*% | 31*** | .08 =24 .16 .20* 35%** | 22* A1 1.00 .32,.60 | .47,.68 | .50,.72 A43,.70 .38, .65 .38, .64
Q2 -40%** | 33*** | .05 -.28%* .16 .06 33FFx | 22* .00 A7 11.00 .50,.71 | .39, .66 .26, .55 22, .51 14, .45
PHYS -.63*** | B5*** | .08 =S4Fxx | 22* 15 S5g*F** | 32x** | -.01 S58* x> | 61*¥** | 1.00 .76, .89 .46, .68 .39, .65 .30, .60
PSYCH -.66*** | .62*** | .09 -.62%** | 17 19* B5%** | 35+ | 01 B2%** | 53*** | 83*** | 1.00 .58, .78 48, .69 .27, .62
SOCIAL S 4QFFE | AL | 12 -.39%** | 30** 25%% | 46%** | 38*** | -.02 S8FF* | 42%** | BBFAE | 69FFF 1.00 42, .66 .19, .50
ENVIR S4T7FRR | 34%*F* | -.06 -.38*%** | .09 .18 SO0F** | 26%* -.09 S3FHx | 3@FF* | B3FA* | HgrI* 54***> 1.00 .22,.53
SRPB = 37Fx* | .38*F* | .20* -.36%** | .20* 14 36r** | .22% B2xHE | B2RAx | 30***F | 46*FF | 45 35x** 38*** 1.00

* p<.05; ** p<.01; *** p<.001.

Low table: Pearson’s r coefficient. Upper table: Bca 95% CI for r. Bold values are significant.

PCL-C: Posttraumatic checklist - civilian version; RS: Resilience Scale; NS: novelty seeking; HA: harm avoidance; RD: reward dependence; P: persistence; SD: self-directedness; C:
cooperativeness; ST: self-transcendence. Q1: general quality of life (QoL); Q2: health-related QoL; PHYS: physical QoL; PSYCH: psychological QoL; ENVIR: environment QoL; SRPB:
spirituality, religiousness, personal beliefs (spiritual QoL).
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model (AF). Finally, spiritual QoL was better predicted by PTSD symptoms and self-
transcendence (third step) than trait resilience and PTSD symptoms (second step).

Finally, the results of the SEM are shown in Figure 1. The latent variable QOL was
composed of the physical, psychological, social, and environmental dimensions of the
WHOQOL-Bref, and of spiritual QoL. The model resulted in adequate GoF indices: X2, =
52.903, p=.439; RMSEA =.010 [.000; .051], p =.944; CLI =.999; TLI =.998; SRMR =.027.
The explained variance (R?) ranged from .43 (SRPB) to .88 (WHOQOL-Physical). Self-
directedness had the higher total effect in the model and was the only trait that had a direct
effect on QoL. Indirect effects, p-values, and confidence intervals are shown in Table 4.

As in the multiple regression models, SEM showed that PTSD symptoms and trait
resilience were predicted by harm avoidance, self-directedness, and self-transcendence. Again,
the relationship between harm avoidance and self-directedness predicting PTSD symptoms and
trait resilience was opposite, and self-transcendence was a positive predictor of PTSD

symptoms.

Discussion

This study investigated the relationship between temperament, character, PTSD
symptomes, trait resilience, and QoL in individuals exposed to the Kiss nightclub fire. The main
findings were as follows: (1) PTSD symptoms and trait resilience, individually, were predicted
by harm avoidance, self-directedness, and self-transcendence; (2) overall QoL was predicted
by PTSD symptoms, trait resilience, self-directedness, and cooperativeness; (3) PTSD
symptoms and trait resilience mediated the effect of personality on QoL; and (4) PTSD
symptoms mediate the relationship of trait resilience and QoL. Given the complexity of the
relationships between constructs, we will first discuss the value of these traits individually, and

then the dynamic of personality in relation to the outcomes.
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Table 3. Standardized coefficients (B) for hierarchical multiple linear regression models
for PCL-C, RS, and WHOQOL dimensions as outcomes, using RS, PCL-C, and
personality traits as predictors, controlling for sex, exposure, and current psychiatric

treatment

PCL-C RS Q1 Q2 PHYS | PSYCH | SOCIAL |[ENVIR| SRPB
Step 1
F 11.21*%** | 5.30** | 9.05%** | 0.19*** |11.29*** |11.73***| 3.65* 3.46* | 5.15**
R? .16 .08 .18 19 21 22 .08 .08 11
Sex .01 -.19* -.14 -.02 -.22* -.20 -.04 -.24* -.17
Exposure .00 .08 -13 .36** .00 .09 .05 -.02 .08
Current 42x** -11 -.34** -12 -.32%* -.29%* -.24* -.09 -.16
treatment
Step 2
AF 27.03*** | 27.03*** | 15.04*** | 16.07*** | 56.64*** | 73.51*** | 23.26*** | 17.34** | 13.52***

*

AR? 12 14 .16 17 .38 42 .25 .20 .16
Sex -.06 -.19* .04 .04 -14 -11 .02 -.19 -12
Exposure .03 .08 .16 37 -.01 .07 .04 -.01 .07
Current 38*** .06 -17 .03 -.08 -.05 -.04 .10 -.02
treatment
PCL-C - SALFRE | S AQFFE | S 34F* | S 4GRS ABFRR | - 4L | QLR | - 25%
RS - 37r** - .07 A7* 32xxx | ZTHE* 23* 15 .26*
Step 3
AF 13.77*%** | 6.18*** | 2.53* 0.53 1.69 3.14** 2.51* 2.00 | 4.41%**
AR? .28 18 .09 .02 .04 .06 .09 .08 15
Sex -.09 .01 -0.3 -.02 -17 -.07 -.05 -.13 -.13
Exposure .06 -.03 16 .38*** -.03 .04 .04 -.04 .03
Current 28*** -.02 -.19* .03 -12 -11 -.09 .06 -.09
treatment
PCL-C - -14 -A48*** | -36** | -.38*** | -32*%* -.30* -.24* -.26*
RS -.10 - .02 17 .25 25** 17 .04 14
NS -.09 -.08 .06 .02 .02 .03 11 -.05 13
HA 34F** -.38** 29* 17 .05 -.06 .10 -.04 11
RD -.04 .03 .05 .06 .09 -.01 12 -.02 .05
P .03 .04 13 -.02 .00 01 13 .05 .01
SD -.28** .20* 22 11 23* 27** 18 34** .25
C -.01 -.03 -0.2 .02 -.02 .02 10 -.02 .01
ST 24** 18* 23** .06 .07 .09 .03 .02 .35**

 means how many standard deviations the outcome variable will change, per standard deviation increase in the predictor
variable, when all other variables remain constant.
PCL-C: Posttraumatic checklist - civilian version; RS: Resilience Scale; NS: novelty seeking; HA: harm avoidance; RD: reward
dependence; P: persistence; SD: self-directedness; C: cooperativeness; ST: self-transcendence. Q1: general quality of life
(QoL); Q2: health-related QoL; PHYS: physical QoL; PSYCH: psychological QoL; SOCIAL: social QoL; ENVIR:
environment QoL; SRPB: spirituality, religiousness, personal beliefs (spiritual QoL).
* p<.05; ** p<.01; ***p<.001. All p-values correspond to the 95% bias corrected and accelerated confident intervals. Bold
values are statistically significant.
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Figure 1. Structural equation model using the latent variable QOL, composed of the

WHOQOL-Bref dimensions, as the main outcome.

Notes: Standardized coefficients are displayed only for significant relationships.

TREAT: current psychiatric treatment; EXP: type of exposure. PCL: Posttraumatic checklist - civilian version; RS:
Resilience Scale; NS: novelty seeking; HA: harm avoidance; RD: reward dependence; P: persistence; SD: self-directedness;
C: cooperativeness; ST: self-transcendence. PHYS: physical QoL; PSYCH: psychological QoL; SOCIAL: social QoL;
ENVIR: environment QoL.

Table 4. SEM standardized coefficients with 95% confidence intervals (CI) for indirect
effects, and p-values.

95% Cl
Coefficient | Lower | Upper | S.E. | Coef/S.E. p
Indirect effect of RS on QOL via PCL-C .097 013 182 | .043 2.257 .024
Total indirect effect of SD on QOL 113 .029 .196 .043 2.645 .008
SD->PCL-C>QOL .089 .009 A7 .041 2.176 .030
SD>RS->PCL-C->QO0L .023 -001 | .047 | .012 1.909 .056
Indirect effect of C on QOL via PCL-C -.152 -.228 | -.076 | .039 -3.931 <.001
Total indirect effect of ST on QOL -.090 -155 | -.025 | .033 -2.703 .007
ST->PCL-C>QO0L -.105 -173 | -.037 | .035 -3.019 .003
ST>RS>PCL-C->QOL .015 -002 | .032 | .009 1.723 .085
Total indirect effect of HA on QOL -177 -.276 | -.079 .05 -3.526 <.001
HA->PCL-C->QOL -.134 -.228 | -.041 | .048 -2.827 .005
HA->RS->PCL-C->QOL -.043 -.084 | -.002 | .021 -2.060 .039
Total indirect effect of SD on PCL-C via RS -.045 -.088 | -.002 | .022 -2.047 .041
Total indirect effect of ST on PCL-C via RS -.029 -.061 | .003 .016 -1.766 .077
Total indirect effect of HA on PCL-C via RS .082 011 154 .036 2.270 .023

S.E.: standard error. Bold values are significant. PCL-C: Posttraumatic checklist - civilian version; RS: Resilience Scale; NS:
novelty seeking; HA: harm avoidance; RD: reward dependence; P: persistence; SD: self-directedness; C: cooperativeness; ST:
self-transcendence. PHY'S: physical QoL; PSYCH: psychological QoL; SOCIAL: social QoL; ENVIR: environment QoL.

Self-directedness
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Basically, self-directedness encompasses maturity and refers to self-determination
and the ability to control, regulate, and adapt behavior in accordance with chosen goals and
values (27). High levels have been related with high positive affect, low negative affect, life
satisfaction, subjective perceptions of health, and perceived social support (42). High positive
affectivity and low negative affectivity were also related to posttraumatic growth in victims of
violence (43). The literature points out that some characteristics found in self-directed people
are related to resilience, such as hope, hardiness, and optimism (25,44). In longitudinal studies,
positive emotion-focused coping (i.e., acceptance, positive reframing, and humor), having a
purpose in life, active coping, and perceived social support were associated with better recovery
from trauma (17,45,46).

Conversely, low scores in self-directedness were consistently associated with PTSD in
cross-sectional studies (30,31,47,48). This was commonly found in personality, mood,
substance dependence, and psychotic disorders, and indicates poor impulse control or weak ego
strength (49). A longitudinal study found a temporal relation between these constructs, showing
that low self-directedness before deployment was associated with post-deployment PTSD in a
military sample (50).

Self-directedness has been considered as the most important character trait attributed
to well-being, life satisfaction, and QoL (51-53). Studies have found a positive correlation with
QoL in clinical patients with schizophrenia and schizoaffective disorder (54), attention deficit
and hyperactivity disorder (55), and in samples of psychiatric outpatients (53) and geriatric
inpatients (56). In our study, it was specifically a predictor of psychological QoL, described as
emotional and mental wellness, and environmental QoL, described as external resources and
opportunities. Additionally, SEM revealed that self-directedness had a direct effect on overall

QoL, mediated by trait resilience and PTSD symptoms. Notwithstanding, the effect size of
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PTSD on QoL was higher than of self-directedness and cooperativeness, indicating that the

severity of the disorder has more impact on well-being than personality.

Harm avoidance

Individuals with high harm avoidance have been described as cautious, fearful, shy,
fatigable, apprehensive, nervous, discouraged, and sensitive to criticism and punishment
(27,57). As a temperament trait, it was originally thought to be based on the neurobiology of
the behavioral inhibition system, resulting in sensitivity to threatening situations (58). Harm
avoidance was associated with resting signal interaction of the dorsal raphe with the basal
amygdala, ventral hippocampus, insula, nucleus accumbens, and medial prefrontal cortex in
healthy adults (59). A longitudinal study with 10 years of follow-up showed that harm
avoidance has high temporal stability in adults (60). We found that harm avoidance was the
personality trait that independently accounted for the highest variance in PTSD severity and
trait resilience.

It is noteworthy that harm avoidance was strongly and inversely correlated with self-
directedness. Fassino et al. (2013) state that these traits together are “the personality functioning
core of mental illness, representing both predisposing traits or illness-related factors” (61). The
literature points out that low self-directedness and high harm avoidance have been related to
PTSD, whereas the opposite is true for trait resilience (20,21,30,31,48,62). In fact, this
combination was also found in many other psychiatric diagnoses, including substance use
disorder, schizophrenia, mood disorders, panic disorder, social phobia, obsessive-compulsive
disorder, and eating disorders (61). Low self-directedness and high harm avoidance were
strongly correlated with neuroticism (negative affectivity), a Five-Factor Model trait also highly
related to mental disorders (53,63-67). Additionally, harm avoidance and neuroticism overlap

with trait anxiety, which is present in all anxiety disorders, obsessive-compulsive disorder (68),
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and PTSD (25). Likewise, in a sample of individuals with rectal cancer, trait anxiety was related
to PTSD symptoms and poor QoL (69). In our study, although harm avoidance was correlated
with all dimensions of QoL, the multiple regression showed that, in general, QoL domains were
better explained by PTSD severity. Accordingly, SEM evidenced that the effect of harm

avoidance on QoL was indirect only, via PTSD and resilience.

Self-transcendence

Self-transcendent individuals have been described as self-forgetful, creative, altruistic,
idealist, transpersonal, and spiritual, whereas those with low self-transcendence as self-striving,
individualistic, materialistic, and non-religious (27). This trait may also be associated with
magical thinking and the belief in something abstract, such as an ideology or religion. In our
study, self-transcendence was an independent and positive predictor of PTSD severity, a finding
that is in accordance with other studies (30,31,47,70). Facing trauma, death, and suffering
arouses thoughts about life and death, good and evil, and justice and wickedness, so that
individuals may attribute different meanings to the experience. Individuals with PTSD may
have misperceptions regarding their self and surrounds, which include distorted beliefs and
dissociation (i.e., depersonalization and a feeling of unreality) (71). A study on
Oakland/Berkeley firestorm survivors found that self-transcendence was specifically associated
with avoidance/numbing PTSD symptoms (48). Additionally, religious coping, described as a
primary means of dealing with suffering by seeking solace in religion, was associated with a
worse PTSD trajectory in a 12-year follow-up study with World Trade Center responders (45).

Interestingly, self-transcendence was also a positive predictor of trait resilience,
subjective QoL, and spiritual QoL. As far as we know, only two studies found that trait
resilience was predicted by self-transcendence (using TCI), whereas other research did not

confirm these findings. An investigation of musculoskeletal pain patients found that self-



92

transcendence was a positive predictor of many aspects of well-being, including resilience, life
satisfaction, positive affect, energy, and harmony in life (72). Kim, Lee, and Lee (2013), in a
large sample of students, showed that self-transcendence was a positive predictor of resilience
(21). A longitudinal study showed that altruism, an aspect of self-transcendence, was associated
with resilience in veterans (17) and positive emotions in community volunteers (42). Self-
transcendence and self-directedness were predictors of spiritual QoL in depressed outpatients
(73). Our study points out that some self-transcendent people may see their QoL as satisfactory
and be simultaneously symptomatic and resilient (74). It may be attributed to spirituality,
religiousness, and personal beliefs, which should attribute a positive meaning even to bad
experiences.

Self-transcendence has been related to mental health and mental disorders, and may be
better understood in conjunct with other character traits (42,60). Together with low self-
directedness and cooperativeness, high self-transcendence is related to a tendency for
dissociative and psychotic symptoms (75-78). In contrast, in individuals with high self-
directedness and cooperativeness, high self-transcendence indicates maturity, spirituality, and

creativity, and has been associated with positive affect and life satisfaction (42,51,75).

Cooperativeness

Cooperativeness was strongly correlated with self-directedness, moderately correlated
with PTSD symptoms, and weakly with resilience. This trait refers to the interpersonal domain
of personality. Individuals with low cooperativeness are described as being intolerant,
narcissistic, hostile or disagreeable, revengeful, and opportunistic (79). In a study by North,
Abbacchi, and Cloninger (2012) on survivors of the Oklahoma City bombing, the combination
of low cooperativeness and low self-directedness doubled the probability of PTSD (31). Low

cooperativeness was also related to suicidal ideation in PTSD patients, adding a severity
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component to the evaluation of these cases (80). Furthermore, low scores for self-directedness
and cooperativeness strongly indicate personality disorders, whereas high scores on these two
measures indicate maturity (75,79,81-84). Both traits were related to overall QoL in SEM
model, which indicates that ego maturity is associated to a better QoL in traumatized patients.
However, the finding that cooperativeness presented a positive relationship with PTSD
symptoms in SEM was quite surprising, as literature suggests to the opposite. It raises the
questioning if characteristics of cooperativeness would be associated with vulnerability to

PTSD. This issue must to be explored in further studies.

Other traits

Other personality traits, such as novelty seeking and reward dependence, were not
correlated with PTSD symptoms or with resilience. High novelty seeking, high harm avoidance,
and low reward dependence, as measured by the Tridimensional Personality Questionnaire,
were associated with PTSD symptoms in two studies on combat-related PTSD (85,86). Evren
et al. (2010) identified that alcohol-dependent inpatients with PTSD have higher mean scores
for novelty seeking, harm avoidance, and self-transcendence than those without PTSD, but in a

multivariable model, only self-directedness and age predicted PTSD (47).

Limitations

The main limitation of this study concerns the inference of causality. First, a temporal
relation, which would suggest causality, would be better evaluated with longitudinal
measurements. Nevertheless, a study with undergraduate students exposed to a terrorist
explosion found that the risk of developing PTSD within six months was positively associated

with harm avoidance and negatively with novelty-seeking, measured prior to the exposure (87).
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There is also some evidence from longitudinal studies that self-directedness and harm
avoidance indicate vulnerability to depression (26,88,89). Moreover, the assessment of
personality traits in clinical samples may be influenced by the emotional state of symptomatic
individuals, which might interfere with questionnaire answers. For example, depression
severity is measured based on harm avoidance and self-directedness, but these may change over
time with psychotherapy or antidepressants (90). Therefore, the findings should not be
interpreted as meaning that the personality traits have a causal relationship in the analyzed
outcomes, but rather that individual characteristics are more likely to be found in individuals
with more or less PTSD severity, trait resilience, or QoL in the context of a man-made disaster.

Other possible limitation is that the study used two subsamples, of victims and
professional first responders. As it would represent different profiles of personality, measures
of personality, resilience and PTSD should be biased by subsamples. To reduce the possibility
of bias, we conducted all analyses controlling for type of exposure, sex differences and current
psychiatric treatment. Further studies may conduct separate analysis for both groups in order to
explore personality characteristics in this two groups of individuals exposed to Kiss nightclub

fire.

Conclusion

This study confirmed our hypothesis that temperament and character traits would be
related to PTSD symptoms, trait resilience, and QoL in a sample of people exposed to the Kiss
nightclub fire. Self-directedness was a positive and independent predictor of trait resilience and
QoL. Low self-directedness was related to PTSD symptoms and worse QoL. Of the personality
traits, harm avoidance was the strongest positive predictor of PTSD symptoms and a negative
predictor of trait resilience and subjective QoL. Self-transcendence was positively related to

PTSD symptoms, trait resilience, subjective QoL, and spiritual QoL thus, this trait may indicate
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a coping style that may coexist with psychopathology. Moreover, compared to other personality
traits, self-directedness was the strongest predictor of total QoL, with a direct effect and indirect
effects that were mediated by PTSD symptoms and resilience. In other words, ego strength,
with self-determining behavior, reflects directly on QoL, but this effect is under the influence
of posttraumatic psychopathology and the ability to cope.

These findings may contribute to clinical investigations of pathological patterns of
personality related to PTSD symptoms, identify strengths and adaptive coping measures, and
plan specific interventions to improve QoL. Lastly, we encourage longitudinal studies to

explore the causal relationship between personality and psychopathology.
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7. DISCUSSAO

A presente tese procurou investigar a relacdo entre psicopatologia, resiliéncia
e personalidade em individuos expostos ao incéndio da boate Kiss. No artigo 1,
andlise de classes latentes foi empregada para identificar tipologias de sintomas de
TEPT e comorbidades. Trés classes de sintomas foram identificadas. E possivel que
os individuos da classe com poucos sintomas sejam descritos como resistentes, do
ponto de vista da resiliéncia; da classe com TEPT parcial, como resilientes; e da classe
TEPT completo, como cronicos. Os fatores de risco apontados no estudo podem servir
para a predicdo de vulnerabilidade no momento das avalia¢des iniciais de um sujeito
exposto. As classes representam ndo somente o TEPT, mas psicopatologias
internalizantes. Infere-se que os transtornos tenham ocorrido em decorréncia do
trauma, ja que a maioria ndo apresentava sintomas antes da Kiss.

No artigo 2, investigou-se a influéncia dos tracos de personalidade na gravidade
dos sintomas de TEPT, traco de resiliéncia e qualidade de vida. Esquiva do dano,
autodirecionamento e autotranscendéncia foram relacionados a gravidade da
sintomatologia, resiliéncia e qualidade de vida. Observou-se que os sintomas de TEPT
foram correlacionados com o traco de resiliéncia quando a personalidade nao foi
considerada. Através do temperamento e carater, observou-se que a covariancia entre
as duas variaveis pode ser explicada por esquiva do dano e autodirecionamento.
Entretanto, autotranscendéncia foi relacionada positivamente com ambas, e embora
tenha contribuido com a psicopatologia, foi preditora de qualidade de vida espiritual.
Esse achado pode representar a resiliéncia como reconfiguracdo, de maneira que o

individuo, mesmo com sintomas, pode ter crencas que atribuem sentido a vida.

7.1 Implicagdes para o tratamento

Tomado em conjunto, este trabalho tem implicag6es para a clinica e para a
psicoterapia. Considerando que é no momento presente que existe a possibilidade de
intervencao, a discusséo se a personalidade causa a psicopatologia, ou vice-versa,
torna-se pouco relevante na pratica, porque de qualquer forma individuos com

sintomas mais graves apresentam maior disfuncdo da personalidade. Assim, niveis
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altos de esquiva do dano, por exemplo, sugerem que individuos com sintomas graves
e crénicos de TEPT apresentam maior tendéncia ao medo, a ansiedade, as
preocupacdes intrusivas, e a evitacdo em relacdo a diversas areas da vida, néo
somente do trauma. Portanto, o traco pode salientar aspectos ameacadores das
experiéncias comuns, o que, em parte, pode explicar diversos transtornos ansiosos
comorbidos, que ndo sdo atribuidos as lembrancas do trauma. Assim o medo,
reforcado pelo trauma, inibe o comportamento, determinando a evitagdo, num
mecanismo que se retroalimenta. Psicoterapeutas devem considerar este mecanismo
no planejamento da psicoterapia. Farmacologistas podem intervir focando em
tratamentos que modulam a ansiedade, favorecendo o seu enfrentamento, ao inves
de inibi-la (benzodiazepinicos), pois assim o refor¢o continua prevalecendo.(156) Por
exemplo, uma revisao de literatura sobre o uso de benzodiazepinicos no tratamento
do TEPT mostrou que estes medicamentos estdo associados a pior gravidade geral,
piores resultados em psicoterapia, agressao, depressao e uso de substancias.(157)

O baixo autodirecionamento pode ser representado por aspectos do
funcionamento, como atribuicdo da culpa a alguém ou a si mesmo, irresponsabilidade
e dependéncia. A perda da autonomia, reforcada pela rigidez cognitiva e ruminagdes
poderiam explicar em parte as dificuldades profissionais e académicas encontradas
em pessoas com TEPT, principalmente em associacdo com depressao.(33,158) A
independéncia deve ser um dos focos da terapia desses individuos, de forma a
estimular o retorno ao trabalho e a vida académica. A psicoterapia pode trabalhar
sobre a busca por um propdsito que confira sentido, uma caracteristica associada a
resiliéncia, mudando o foco dos aspectos negativos, para reconhecer no individuo
areas preservadas do ego.(108)

A alta autotranscendéncia em individuos com psicopatologias graves pode se
manifestar em crengas negativas de cunho espiritual e religioso, ndo necessariamente
psicéticas, com relacio aos mesmos e a pessoa que morreu. E o caso de pessoas
que relatam o trauma como um “castigo de Deus” ou uma “divida carmica”, crencas
gue sdo probleméticas, pois mantém os sintomas, mas que podem proteger da
autoaniquilac&o.(159) E sobre essas crencas, assim como a dissocia¢éo e 0s ntcleos
psicoticos da personalidade, que o grupo sugere o conceito de sobrevivéncia psiquica
como uma forma de resiliéncia parcial, ou seja, uma forma de adaptacao.(69)

O papel da personalidade na resiliéncia e na psicopatologia tem sido

subestimado pela Psiquiatria descritiva, que costuma enfatizar primariamente a
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sindrome em detrimento dos processos psicologicos subjacentes.(160) A partir da
experiéncia clinica, observa-se que frequentemente individuos com TEPT sao
diagnosticados com outros transtornos, como € o caso do transtorno de personalidade
borderline (TPB), transtorno bipolar, transtorno do péanico, entre outros.(92,161) A
problematica ainda ndo resolvida das classifica¢des diagndsticas contribui para isso,
pois leva a uma ma-compreensdo dos transtornos de personalidade como sendo
entidades separadas do transtornos clinicos, quando no entanto, a doenca mental é
uma s6. Nesse sentido, Caspi e Moffit (2008) sugerem um fator geral de psicopatologia
— fator P, que indica que todos os transtornos psiquiatricos apresentam aspectos
comuns.(162)

O TEPT pode influenciar na expressao da personalidade, exacerbando tracos
patolégicos, ou causar modificacdes persistentes. Na prética, os sintomas podem se
misturar e confundir o entrevistador, provocando sentimentos contra-transferenciais
negativos em relagdo ao paciente traumatizado.(163-166) Uma ma interpretacao dos
sintomas como oriundos da personalidade, em geral atribuidos ao TPB, tem por
consequéncia a privacdo do paciente a um tratamento adequado. A evitacdo das
lembrancas, a amnésia dissociativa, a culpa e a vergonha (pelo abuso, por ter
sobrevivido) atuam a favor da resisténcia, levando o paciente a esconder a histéria do
trauma, postergando o diagndstico e cronificando ainda mais o transtorno.(66,69)
Nesses casos, 0 tratamento pode ser frustrante. Na ambivaléncia com relacdo ao
mesmo, mantém-se o setting com muito custo (por ambos), onde se estabelece um
“‘elemento fantasma”. o paciente sabe que estd escondendo algo, e o terapeuta

desconfia que algo esta sendo encoberto.(167)

7.2 A influéncia da personalidade na psicopatologia

A maioria dos estudos parte do pressuposto de que a personalidade confere
risco para a psicopatologia, no entanto, os efeitos do trauma na personalidade
costumam ser desconsiderados. Isso pode ocorrer em funcdo de uma ma
compreensao do que €, de fato, personalidade. Dois pontos de esclarecimento séo
agui apresentados: tracos patoldégicos como variantes extremos da normalidade e

estabilidade temporal.
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Atualmente, estudos sobre psicopatologia e personalidade convergem para um
ponto em que ambos 0s constructos apresentam uma interacao reciproca.(168) Ou
seja, tanto a personalidade mal-adaptativa é fator de risco para a psicopatologia,
guanto a ultima influencia na primeira. O fim da distin¢céo entre eixo | e eixo Il no DSM-
5 reflete a tendéncia a integracdo desses constructos. A partir do BIG-5, construiu-se
o0 modelo dos Tracos Mal-adapativos da Personalidade, considerando tracos
patolégicos como variantes extremos da normalidade, cuja proposta foi apresentada
no DSM-5 como modelo alternativo dos transtornos de personalidade.(9,152)
Conforme a proposta da Taxonomia Hierarquica da Psicopatologia (HITOP), ha uma
relacdo entre as dimensdes dos transtornos clinicos e da personalidade patoldgica,
gue se combinam em fatores de primeira ordem (SPECTRA).(169) Assim, a maioria
dos transtornos pode ser classificada em internalizantes, externalizantes, e distarbios
do pensamento. O HITOP traz como uma grande contribuicdo a integracdo entre
tracos de personalidade e sindromes clinicas. Assim, Fletcher, O'Donnel e Forbes
(2016) avaliaram a personalidade de individuos internados por trauma fisico em trés
e 12 meses apos a hospitalizacdo.(170) Os resultados apontaram risco maior para
transtornos de uso de substancia em personalidades externalizantes, e para TEPT e
depressao em personalidades internalizantes.

Historicamente atribuiu-se a personalidade caracteristicas individuais
determinadas na infancia, que permaneceriam estaveis ao longo da vida. Entretanto,
da mesma maneira que a neuroplasticidade foi descoberta nas dltimas décadas,
mudando o paradigma de que o cérebro é uma estrutura imutavel para o entendimento
de que estd em constante renovacao, a personalidade pode bem apresentar certa
maleabilidade.(171) Isso ndo significa, por exemplo, que os danos cerebrais séo
reversiveis, mas que as redes neurais ndo sao fixas, e sim mutaveis ao longo de toda
a vida, de acordo com as experiéncias.(172) Da mesma forma, e possivelmente pela
mesma razao, algumas caracteristicas da personalidade possam ser moldadas com
0 passar do tempo. (173,174)

Baumert, Schmitt e Perugini (2019) salientam que por estabilidade dos tragos
entende-se um relativo equilibrio ao longo do tempo, mas que sob condi¢des que
apoiam mudancas desse equilibrio, o traco também mudara.(171) Um olhar mais
apurado sobre a personalidade considera que nao se trata de um fendtipo
caracterologico e comportamental invaridvel. Na verdade, essa definicdo € muito mais

antiga do que se pensa. Para Gordon Allport, “pai” da teoria do trago, que culminou
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no atual modelo dos cinco grandes fatores (BIG-5), “a personalidade é a organizagao
dindmica dos sistemas psicofisicos dentro do individuo, que determinam o seu
ajustamento unico ao ambiente”.(175) Evidéncias sobre mudancas na personalidade

ainda sao incipientes, e mais estudos sado necessarios nesse campo.

7.3 O trauma como modificador de trajetérias: proposta de um modelo

Considerando que o trauma psiquico pode ocorrer em todas as idades e que o
estagio do desenvolvimento em que incide trara diferentes repercussoes, analisa-se
a seguir, os impactos na personalidade, na psicopatologia e na resiliéncia.

Diversas revisdes de literatura foram conduzidas nesta década, mostrando que
o trauma infantil € um fator de risco ndo somente para transtornos mentais, mas
também para outros comportamentos.(176—180) Por exemplo, uma metandlise
realizada pelo grupo de pesquisa mostrou que o trauma na infancia esta
consistentemente associado a tentativas de suicidio na vida adulta.(180) A Figura 2
ilustra esses achados. Conforme a revisdo de Auxémére (2018), o trauma é
virtualmente um fator de risco geral de psicopatologia, ndo somente para o TEPT.

Fundamentado em estudos translacionais, Zannas, Provencal e Binder (2015)
propuseram um modelo etiol6gico para o TEPT, com bases genéticas, epigenéticas e
neurobiolégicas, integrando conceitos de vulnerabilidade e resiliéncia a partir do
desenvolvimento.(71) Adaptando-se o modelo a uma perspectiva transdiagnéstica de
psicopatologia e personalidade, propde-se que o trauma desencadeia uma cascata de
eventos que irdo conduzir para um caminho de vulnerabilidade ou resiliéncia, os quais
implicam nos tragos adaptativos ou patolégicos da personalidade.

Partindo de que o temperamento € herdado, biolégico e instintivo, o trauma
indice, ocorrendo precocemente, induzird a transcricdo do DNA, a fim de mobilizar
recursos adaptativos. Alelos protetores ou de risco, em interacdo com o ambiente, irdo
desencadear processos epigenéticos, que promoverdo a reparacdo dos danos
celulares, ou desencadeardo marcadores de risco (endofendtipos). Via
neuroplasticidade, em condi¢cdes internas e externas favoraveis, havera o
processamento emocional, conferindo adaptacao e fortalecimento. Por outro lado,

guando a genética, a intensidade e frequéncia do trauma, 0s recursos internos e o



108

ambiente externo sdo desfavoraveis, o organismo, procurarando a adaptacdo, ndo

consegue reestabelecer o equilibrio.

Figura 2: Traumas infantis e consequéncias na vida adulta.

Abuso sexual

Negligéncia

Abuso emocional

Violéncia fisica

Fontes: Norman et al. (2012), Carr et al. (2013), Beghi et al. (2013), Dorahy et al. (2014), Zatti et al.
(2017).

Na tentativa de defender-se de traumas posteriores, havera o reforco dos
circuitos do medo e a consolidacdo das memoarias, promovendo o temperamento de
esquiva do dano via aprendizagem comportamental e mecanismos neurobioldgicos.
Por meio de processos de aprendizagem cognitiva social, a interagdo problematica
com os pais e cuidadores induzird o reforco da autoavaliagcdo negativa e a
internalizacdo dos sentimentos de desamparo e isolamento provenientes dessas
relacdes. Assim, o carater se desenvolve com reduzida autoestima, inflexibilidade
cognitiva e dependéncia, implicando em baixo autodirecionamento.(181) Dessa forma,
alta esquiva de dano e baixo autodirecionamento constituem uma personalidade com
risco aumentado para transtornos mentais posteriores. Nesse momento, existe uma
‘janela de oportunidade” para intervencbes diretas e ambientais, que poderiam
restaurar o funcionamento prévio e reforcar a resiliéncia.

Uma vez que haja um fator de vulnerabilidade consolidado pela personalidade,

traumas posteriores desencadeardo a manifestacdo completa da psicopatologia, que




109

podera ter uma variedade de apresentacfes, conforme demonstrado na revisdo de
literatura. A combinacao individual dos tracos da personalidade estaria relacionada
com estas apresentacfes, de forma que individuos com mais autotranscendéncia
teriam maior tendéncia a dissociacdo; com mais persisténcia, transtornos de
ansiedade; com mais busca de novidades, transtornos de uso de substancias; e
assim, por conseguinte.(182-184) Por sua vez, o transtorno cronificado modificaria
ainda mais as estruturas cerebrais, ocasionando no TEPT, por exemplo, a hipertrofia
da amigdala, reducédo do hipocampo e do cértex pré-frontal.(36,38,185) Além disso,
alteracdes neuroquimicas, neuroenddcrinas (resposta alterada ao estresse), no ritmo
circadiano, moleculares (inflamacdo e estresse oxidativo) consolidariam um novo
funcionamento.(46,186—-188) A pessoa entdo interagiria com 0 meio de uma maneira
nao efetiva, e as respostas negativas obtidas (p. ex., perda do emprego, término de
relacionamentos) atuariam como refor¢o. Assim, quando esses déficits comprometem
intensamente o autodirecionamento, identidade, empatia e intimidade, o individuo
poderia ser diagnosticado com um transtorno de personalidade que, nesse caso, seria
pos-traumatico.(10)

Este modelo apresenta fundamentos empiricos substanciais no que se refere a
psicopatologia, mas quanto ao desenvolvimento da personalidade, h4 muito ainda a
ser elucidado e comprovado. Sugere-se estudos longitudinais a fim de verificar as
hipéteses levantadas. Uma delas, de especial importancia, € se essas alteracdes sao
reversiveis, e de que forma poderiam ser revertidas. O modelo pode contribuir na
compreensao clinica da trajetéria que levou o paciente ao adoecimento, e pode
auxiliar na psicoterapia através do exame conjunto desses fatores, procurando corrigir
as crengas distorcidas geradas pela experiéncia do trauma.

A avaliacdo da personalidade e da resiliéncia parece ser promissora para
nortear abordagens preventivas centradas nas diferengas individuais. Essas podem
ser aplicadas tanto antes quanto apds a exposi¢cao ao trauma, quando ainda nao ha
expressao psicopatologica evidente, mas identifica-se um perfil de risco. Por exemplo,
criancas e adolescentes com alta esquiva do dano podem receber treinamentos
comportamentais para 0 manejo da ansiedade. Pessoas com baixo
autodirecionamento podem ser beneficiadas com intervencbes cognitivas
direcionadas ao coping focado na resolucdo dos problemas e nas emocbes
postivas.(108) Os psicoterapeutas podem contribuir com o desenvolvimento de

competéncias pessoais como proposito, autoestima, autoconfianca, desenvoltura,
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esperanca e otimismo. Nesse sentido, o papel do profissional de saude mental pode
também incluir o trabalho em conjunto com pais e professores, psicoeducando,
orientando, acompanhando a evolucdo dos casos, e intervindo diretamente, quando
necessario. Sugere-se que pesquisas na area da prevencdo da psicopatologia pos-
traumatica sejam realizadas a fim de evidenciar a eficacia das interven¢des propostas,

levando em consideracao o perfil de personalidade.
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8. CONCLUSAO

Aquilo que ndo nos mata, nos fortalece. (Ditado popular)

As consequéncias do incéndio da boate Kiss na saude mental dos individuos
diretamente expostos envolvem trés tipologias de sintomas, correspondentes a niveis
de gravidade relacionados a resiliéncia e a psicopatologia. Entre os que apresentam
alta gravidade de TEPT, usualmente com comorbidades, e 0s resistentes (com poucos
sintomas), hd um numero significativo de pessoas com TEPT parcial, que podem ser
consideradas resilientes. Evidenciou-se que os tracos de personalidade de esquiva do
dano, autodirecionamento e autotranscendéncia sdo os que independentemente
predizem o traco de resiliéncia e a sintomatologia do TEPT. Ainda, encontrou-se que
a resiliéncia media a relacdo dos tracos de temperamento e carater com os sintomas
e a qualidade de vida, assim como os sintomas mediam a relacdo dos tragos e da
resiliéncia com a qualidade de vida. Os resultados sugerem que o TEPT crbnico esta
relacionado a comorbidades com transtornos de ansiedade e de humor, a baixa
resiliéncia, e a tracos de personalidade especificos.

Os achados apresentam implicacdes para a pesquisa, prevencgao e tratamento.
Clinicos e psicoterapeutas devem levar em consideracdo a disfuncdo da
personalidade no planejamento da terapia. Intervencdes preventivas do TEPT e
comorbidades podem ser desenvolvidas de acordo com o perfil de vulnerabilidade,
reforcando a resiliéncia através de intervencbes diretas e indiretas, por meio do
ambiente, trabalhando com pais, professores, no ambiente de trabalho, etc. Dire¢des
futuras incluem a realizacdo de pesquisas longitudinais a fim de comprovar o modelo

tedrico proposto e o beneficio das abordagens citadas.
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Abstract: Childhood trauma (CT) is a modifiable risk factor for lifetime suicide attempts (SA).However,
the extent to which each type of CT increases SA risk is unclear. This study aimed to conduct a meta-
analysis of longitudinal studies published in the last 10 years about the relationship between CT and
lifetime SA risk. The PUBMED, PsycINFO, ISl,and EMBASE databases were searched for cohort
studies that reported AS during follow-up and included an assessment of CT. A meta-analysis was
conducted to identify potential effects of each type of CT on SA. Seven unique studies were included
for review. Sexual (n=6, OR=3.73, 95%CI 2.94 to 4.75, p<0.001), physical (n=6, OR=4.11, 95%CI 2.30
to 7.33, p<0.001), and emotional abuse (n=3, OR=3.98, 95%CI 2.89 to 5.64, p<0.001), as well as
physical neglect (n=2, OR=3.42, 95%CI 2.09 to 5.59, p<0.001), were associated with SA. Emotional
neglect and a broken home were not significantly associated with further SA. The modes of CT that
most contribute to SA in later life are physical, emotional, and sexual abuse and physical neglect, in
descending order.
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Abstract: This paper reports three cases of patients successfully treated with doxazosin, as an
alternative to prazosin, for nightmares associated with posttraumatic stress disorder (PTSD). To the best
of our knowledge, this is the first case series of Brazilian patients with PTSD successfully treated with
adjuvant doxazosin for associated nightmares. After initiation of adjunctive doxazosin, two patients were
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studies are needed to confirm it.
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Abstract: Objective: Analyze the association between attempted suicide and childhood trauma.
Methods: A seven month comparative case-control study (28 subjects — patients with suicide attempt;
56 controls — patients without suicide attempt). It used the following instruments: Childhood Trauma
Questionnaire (CTQ), Mini International Neuropsychiatric Interview (MINI), and Medical Outcomes
Study (MOS). Results: The group with suicide attempt presented significantly higher scores in some
variables: emotional abuse (p < .001), physical abuse (p < .001), emotional neglect (p < .001), and
physical neglect (p < .001). Conclusions: Results suggest that previous trauma related variables may
have influence in future SA, and that adoption of preventive and therapeutic actions related to
mistreatments during child development is a crucial factor in the reduction of suicide risk.

Keywords: Childhood trauma. Suicide attempt. Psychological suffering. Abuse. Neglect.
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Evaluation of BDNF levels in patients hospitalized for physical trauma at an emergency hospital in Porto
Alegre, southern Brazil In TRENDS IN PSYCHIATRY AND PSYCHOTHERAPY. v.00, 1-10
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[http://Iwww.scielo.br/scielo.php?script=sci_abstract&pid=52237-
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Abstract: Objective: To assess the association between brain-derived neurotrophic factor (BDNF) levels
and acute stress disorder (ASD) in patients who have suffered physical trauma. Methods: Data were
collected at an emergency hospital in Porto Alegre, state of Rio Grande do Sul, southern Brazil.
Participants were over 18 years of age, victims of physical trauma, and had been hospitalized for a
minimum of 48 hours. A total of 117 hospitalized patients who agreed to participate in the research were
grouped according to the shift in which blood was collected (38 subjects from the morning shift and 79
from the afternoon shift), had their BDNF levels measured and responded to other questionnaires.
Respondents were further grouped by age into three ranges: 18-30, 31-50 and 51-70 years. Results:
We found a significant difference in the distribution of BDNF between the two shifts in which blood
samples were collected, with the afternoon group having higher BDNF levels (U = 1906.5, p = 0.018). A
difference was observed only between the 18-30 group and the 51-70 group in the afternoon shift
(Umorning = 1107, pmorning = 0.575; Uafternoon = 7175, pafternoon = 0.028). Conclusions: The
population whose blood samples were collected in the afternoon showed significantly higher values of
BDNF compared to those of the morning shift. This same population presented lower BDNF levels when
associated with ASD subtypes Al, A2, and A. We hypothesize that the lower values of BDNF measured
in the morning shift were due to a response to the circadian cycle of cortisol, whose action inhibits the
expression of serum neurotrophins.

Keywords: Acute stress disorder, BDNF, physical trauma, trauma in childhood.
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Translation and Cultural Adaptation of the DSM-5 Personality Inventory — Brief Form “PID-5-BF” In
TRENDS IN PSYCHIATRY AND PSYCHOTHERAPY. v.00, 1-27

Abstract: Introduction: The Personality Inventory for the DSM-5 — Brief Form (PID-5-BF) - is na
instrument that evaluates the five pathological personality traits from the alternative model of personality
disorders of the DSM-5. Objectives: Verify the psychometric properties of the translated and adapted
version of the PID-5-BF to Brazilian Portuguese. Methods: The process of translating and transculturally
adapting the text was carried out by independent translators and the resulting version was applied to
176 patients in two hospitals in Rio Grande do Sul. The internal structure was tested by means of a
confirmatory factor analysis. Evidences of reliability were tested by means of an examination of the
internal consistency of the scales and the converging and concurring validity with other methods of
psychopathology. Results: The five factors were recuperated in the present sample with adequate
indications of adjustments of the data to the model. Appropriate coefficients of reliability of the scales
and evidences of validity were found, indicating the clinical usefulness of the PID-5-BF in the Brazilian
context. Conclusion: The psychometric properties of PID-5-BF proved satisfactory on the initial sample
of Brazilians.

Keywords: Personality traits; evaluation in mental health: adaptation of instrument.
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