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Abstract 
Four groups of patients with social phobia were compared with regard to 
psychopathologic characteristics, personality traits, and social and occupational 
functioning. Fifteen patients with a discrete social phobia without any personality 
disorder, 28 patients with a generalized social phobia without any personality 
disorder, 24 patients with a generalized social phobia with a single diagnosis of 
avoidant personality disorder, and 23 patients with a generalized social phobia 
with more than one personality disorder were included in the present study. 
Generalized social phobics with an avoidant personality disorder had higher levels 
of social phobic avoidance, depressive symptoms, Neuroticism, Introversion and 
social and occupational impairment as compared to those without an avoidant 
personality disorder. Discrete social phobia was found to be the least severe 
condition. Social phobics with more than one personality disorder were the most 
impaired on nearly all variables. Logistic regression analyses revealed that 
Introversion and depressive symptoms were able to predict correctly the presence 
or absence of an avoidant personality disorder in 85% of the social phobic patients. 
These findings are discussed in the light of the severity continuum hypothesis of 
social phobia and avoidant personality disorder and recommendations for future 
research are given. 
                                                 
• This chapter has been published as:Van Velzen, C.J.M., Emmelkamp, P.M.G. & Scholing, A. (2000). 
Generalized social phobia versus avoidant personality disorder: differences in psychopathology, 
 personality traits and social and occupational functioning.  Journal of Anxiety Disorders, 14, 395-411. 
Reprinted with permission from Elsevier Science. 
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Introduction 
During the past decade, the relationship between social phobia and the avoidant 
personality disorder has received a great deal of attention due to the apparent 
similarity between both disorders. According to DSM-III-R (APA, 1987), the main 
characteristic of both social phobia and avoidant personality disorder is a fear of 
negative evaluation, resulting in avoidance of social situations or feeling 
uncomfortable in social situations. In DSM-III-R, a subtype of social phobia was 
introduced: The diagnosis generalized social phobia should be assigned when the 
anxiety and avoidance is related to most social situations. The remaining social 
phobic patients could be typed as having a discrete social phobia, indicating that the 
patient does not report fear in most social situations, but that the fear is limited to a 
small number of circumscribed situations (e.g. to public speaking situations). The 
introduction of the generalized subtype resulted in a large conceptual overlap 
between this disorder and the avoidant personality disorder: Six of the seven DSM-
III-R diagnostic criteria for the avoidant personality disorder are clearly related to the 
criteria of social phobia. In addition, the age of onset is similar in both disorders: 
Both starting in late childhood or early adolescence (Scholing & Emmelkamp, 1990), 
indicating that social phobia may be as chronic as the avoidant personality disorder. 
In the course of the research on subtypes of social phobia, a three-category subtyping 
scheme has been proposed (Heimberg et al., 1993). Besides the generalized social 
phobia and discrete social phobia (or circumscribed social phobia), a third category 
was added, the non-generalized social phobia, including those patients that fell in 
between 'most social situations' and 'a limited number of discrete situations'. 
 In DSM-IV (APA, 1994), the overlap between social phobia and avoidant 
personality disorder is acknowledged as possibly resulting from alternative 
conceptualizations of the same or similar conditions. Stated in terms of the 
overlapping symptomatology model: The comorbidity of generalized social phobia 
and avoidant personality disorder is an artefact as a result of overlapping criteria 
(Van Velzen & Emmelkamp, 1999). This model would be supported when the 
prevalence rates of avoidant personality disorder in generalized social phobia will 
approach 100%. However, studies reported varying prevalence rates, ranging from 
18% (Jansen, Arntz, Merckelbach & Mersch, 1994) to 90% (Alnaes & Torgerson, 
1988), indicating that there is a subsample of social phobics in which a comorbid 
diagnosis of avoidant personality disorder is not present. When this subsample would 
mainly consist of discrete social phobic patients, it would not reject the overlapping 
symptomatology model. However, Jansen et al. (1994) reported that 94% of their 
social phobic sample was diagnosed as generalized social phobic patients, whereas, 
as noted above, only 18% of their sample was diagnosed with an avoidant 
personality disorder. 
 In studies addressing the comorbidity issue of social phobia and avoidant 
personality disorder, the severity continuum hypothesis has been the dominant 
hypothesis, stating that social phobia and avoidant personality disorder only differ in 
severity. This latter hypothesis can be viewed as a specification of the overlapping 



Social phobia and personality disorders: comorbidity and treatment issues 

75 

symptomatology hypothesis. Studies comparing social phobia and avoidant 
personality disorder have led to the conclusion that both disorders are not quali-
tatively different but only differ in severity of dysfunction (e.g. Liebowitz, Gorman, 
Feyer & Klein, 1985; Widiger, 1992). The differences found between the generalized 
social phobia without an avoidant personality disorder and generalized social phobic 
patients with an avoidant personality disorder were related to severity of the disorder 
(e.g. general distress, severity of the social inadequacy or social functioning and 
depressive symptoms) or to more additional diagnoses (Axis I and Axis II) in 
generalized social phobia with avoidant personality disorder. Similar findings were 
reported between generalized and discrete social phobia (Heimberg, Hope, Dodge & 
Becker, 1990; Turner, Beidel & Townsley, 1992; Herbert, Hope & Bellack, 1992; 
Tran & Chambless, 1995; Boone, McNeil, Masia et al., 1999). In addition, only a 
minority of discrete social phobics was diagnosed with an avoidant personality 
disorder as compared to most of those with generalized social phobia (Holt, 
Heimberg & Hope, 1992; Herbert et al., 1992; Turner et al., 1992; Schneier, Spitzer, 
Gibbon, Fyer & Liebowitz, 1991). Differentiating social phobia into three groups 
(discrete or non-generalized social phobia, generalized social phobia without an 
avoidant personality disorder and generalized social phobia with an avoidant 
personality disorder), revealed that the differences in severity and additional 
disorders were more frequently found between the two subtypes of social phobia 
(discrete or non-generalized versus generalized) than between generalized social 
phobia with an avoidant personality disorder and generalized social phobia without 
an avoidant personality disorder (Boone et al, 1999; Brown et al., 1995; Tran & 
Chambless, 1995;  Holt et al., 1992; Turner et al., 1992,). 
 However, the overlapping symptomatology hypothesis and, more specifically 
the severity continuum hypothesis, only relates to the observed severity differences 
between the disorders. Alternatively, the relationship between social phobia and 
avoidant personality disorder may be explained by the attenuation hypothesis (Van 
Velzen & Emmelkamp, 1999): Both disorders are alternative expressions of the same 
genetic or constitutional liability. Such liability may be viewed in terms of 
underlying personality traits. The following personality traits are related to avoidant 
personality disorder: high Introversion (low Extraversion) and high Neuroticism (low 
Emotional Stability; Widiger, Trull, Clarkin, Sanderson & Costa, 1994). The extent 
in which these personality traits are found in the various social anxious disorders 
may further help to clarify the relationship between avoidant personality disorder, 
generalized and discrete social phobia. So far, one study has included personality 
trait variables in their comparisons of social phobic subtypes (Stemberger, Turner, 
Beidel & Calhoun, 1995). They found that generalized social phobic patients had 
significant lower Extraversion scores and higher Neuroticism scores than the discrete 
social phobic patients. Compared to normal subjects, both subtypes had higher 
Neuroticism scores, and generalized social phobic patients had significant lower 
Extraversion scores (Stemberger et al., 1995). 



Empirical studies 

76 

 Comorbid personality disorders other than the avoidant personality disorder 
have not been properly taken into account in the above-mentioned studies. Some 
studies reported on the prevalence rates of other personality disorders, but none of 
the studies compared these rates among the social phobic subtypes. In addition, the 
influence of these personality disorders on the differences found among discrete, 
generalized social phobia and avoidant personality disorder has not been taken into 
account. In addition to the avoidant personality disorder, the compulsive, dependent 
and paranoid personality disorders were found to be frequently prevalent in social 
phobic samples (Alnaes & Torgersen, 1988; Reich, Noyes & Yates, 1989; Turner, 
Beidel & Townsley, 1992; Schneier et al., 1991; Herbert et al., 1992; Jansen, Arntz, 
Merckelbach & Mersch, 1994; Sanderson, et al., 1994; Tran & Chambless, 1995). 
Moreover, comorbidity among personality disorders may also be a confounding 
factor that should not be overlooked. Although percentages of multiple personality 
disorders have not been consistently reported in anxiety disorders, in general, high 
rates of comorbidity among personality disorders have been reported in other 
psychiatric populations (Dolan, Evans & Norton, 1995). These comorbid personality 
disorders may well account for the differences in severity between social phobia and 
avoidant personality disorder. 
 Finally, we were interested in whether the presence of an avoidant personality 
disorder would have a greater impact on the social and occupational functioning of 
generalized social phobic patients as compared to the absence of an avoidant 
personality disorder. Some studies did take into account social functioning measured 
with self-report instruments or a global rating. These measurements may be con-
founded by the severity of the disorder. It would be interesting to include a more 
objective measure that rates the level of impairment in functioning independently of 
the severity of the social phobic symptoms.    
 The aim of the present study was to examine the differences among subtypes 
of social phobia. The main purpose was the comparison between social phobic 
patients without an avoidant personality disorder and social phobic patients with an 
avoidant personality disorder. A comprehensive evaluation of personality traits, 
personality disorders, depression and disability was conducted. It was predicted that 
social phobic patients with an avoidant personality disorder would report more 
severe social phobic complaints, more depressive complaints and more disabilities in 
functioning, thus supporting the severity continuum hypothesis. 
 
Method 
Patients 
Patients were referred by general practitioners and mental health institutes or 
responded to advertisements in local newspapers offering treatment for social 
phobia. The following inclusion criteria were used: (a) a primary diagnosis of social 
phobia, according to the DSM-III-R criteria; (b) age between 18-65 years; (c) neither 
psychotic episodes in the past nor actual suicidal intention. In the intake session, the 
Dutch version of the Anxiety Disorder Interview Schedule- revised (ADIS-R, 
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DiNardo & Barlow, 1988) was used to diagnose SP and additional anxiety and mood 
disorders. The distinction between primary and secondary disorder was made by 
judging which disorder was associated with the greatest distress or life interference. 
One hundred three patients fulfilled the criteria. Ten patients declined the treatment. 
The remaining 93 patients were included in this study. The mean age of the sample 
was 34.9 years (SD=9.87). The average duration of the social phobic complaints was 
16.3 years (SD=11.8).  Single patients comprised 46.2% of the population (of these 
patients, three were divorced and two were widowed), and 53.8% was married or 
cohabiting. As for additional Axis I diagnoses, 15% received an additional anxiety 
disorder diagnosis (agoraphobia: n=4; panic disorder with/without agoraphobia: n=7; 
generalized anxiety disorder: n=2; simple phobia: n=1), 21.5% had an additional 
depressive disorder (major depression: n=6; dysthymia: n=12, major depression in 
remission: n=2), and 63.4% did not receive an additional anxiety diagnosis or 
depressive diagnosis. 
Measures 
The personality disorder diagnosis was assessed with the Dutch version of the 
Structured Clinical Interview for the DSM-III-R personality disorders (SCID-II, 
Koster van Groos, 1987; Spitzer et al., 1990). Part of the present sample was used in 
an interrater reliability study. The reliabilities were found to be satisfactory and 
comparable with findings of other studies (Van Velzen, Luteijn, Scholing, Van Hout 
& Emmelkamp, 1999).    
 Groningen Social Disability Schedule The level of disability in social 
functioning was assessed with the Groningen Social Disability Schedule (GSDS: 
Wiersma, De Jong, Kraaijkamp & Ormel, 1990). An abbreviated version of the 
GSDS, a semi-structured interview, covers three roles, comprising various 
dimensions: 1) intimate relationship role (emotional bond and sexual bond) or, in 
case of no relationship, patients were asked about their activities directed at 
establishing a relationship, 2) social relationship role (frequency and quality of social 
contacts other than family or colleagues) and 3) occupational role. The occupational 
role assesses the following dimensions: Patients who were employed or in 
housekeeping were asked about daily routine, performance, relationships with 
colleagues; patients who were unemployed were asked about their activities directed 
at securing a job; and patients who were retired or long-term unemployed were asked 
about their daily activities. Scores on each dimension range from 0 (no disability) 
through 1 (mild disability) and 2 (moderate disability) to 3 (severe disability). A total 
score can be constructed for the overall level of disability in social and occupational 
functioning, weighted for the number of dimensions that are scored. The dimensions 
are rated independently from the presented psychopathology. The interrater 
reliability of the GSDS has shown to be good, with weighted kappa values for 
different social roles ranging from 0.63 to 0.93 (De Jong, Ormel & Wiersma, 1987). 
The interviewer was blind with respect to the presence of a personality disorder. 
 Two measures were used to assess the degree of social phobic avoidance and 
social anxious cognitions. (1) The Social phobia subscale of the Fear Questionnaire 
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(FQ, Marks & Mathews, 1979) assesses the degree of avoidance in five common 
social phobic situations. (Cronbach's α= 0.80; Arrindell, Emmelkamp & Van der 
Ende, 1984). (2) A short version of the Fear of Negative Evaluation Scale (FNE, 
Watson & Friend, 1969; Leary, 1983) assesses cognitions concerning (fear of) 
negative evaluation. The short version consists of 12 items and correlates highly with 
the full scale (Leary, 1983) (Cronbach's α of  0.89; Mersch, unpublished report).   
 Depressed mood was assessed with the Beck Depression Inventory (Beck, 
Ward, Mendelson, Mock & Erbaugh, 1961), consisting of 21 groups of statements 
describing common symptoms of depression (Cronbach's α =0.86 for the Dutch 
version; Bouman, Luteijn, Albersnagel, & Van der Ploeg, 1985). Personality traits 
were measured with the Dutch Personality Questionnaire (DPQ; Luteijn, Starren & 
Van Dijk, 1985). The DPQ consists of 132 items, answered on a three-point scale 
(true -?- false), in seven scales: (1) Neuroticism (21 items), (2) Social Inadequacy (15 
items), (3) Rigidity (25 items), (4) Hostility (19 items), (5) Egoism (16 items), (6) 
Dominance (17 items) and (7) Self-Esteem (19 items). Internal consistencies of the 
scales have shown to be satisfactory in diverse populations (median Cronbach's 
α=0.78; Luteijn, Starren & Van Dijk, 1985). The seven scales can be comprised into 
three second-order factors (Luteijn et al., 1985): Dogmatism versus Friendliness 
(high loadings of scale 3,4, and 5), Emotional Stability versus Neuroticism (high 
loadings of scale 7 with opposite sign scale 1), and Introversion versus Extraversion 
(high loadings on scale 2 and opposite sign on scale 6). The latter two factors were 
used in the present study.  
 General psychopathology was measured with the Symptom Checklist-90-
Revised (Derogatis, 1977). The Dutch version has a slightly different factor structure 
compared to the original version, and includes the following subscales: Agoraphobia 
(7 items), Anxiety (10 items), Depression (16 items), Somatic Complaints (12 items), 
Insufficiency in thinking and acting (9 items; this scale resembles the obsessive-
compulsive scale of the original SCL-90, Derogatis, 1977), Interpersonal Sensitivity 
and Mistrust (18 items; a combination of interpersonal sensitivity and paranoid 
ideations and some items from the psychoticism dimension of the original version; 
Derogatis, 1977), Hostility (6 items), and Sleeping problems (3 items). Further, the 
total score of the SCL-90 can be used as a measure for general psychopathology 
(Arrindell & Ettema, 1986). Internal consistencies of the scales have shown to be 
satisfactory in diverse populations (median Cronbach's α=0.86; range 0.73 to 0.97; 
Arrindell & Ettema, 1986). 
Procedure 
After an intake session in which the SP and additional diagnoses were assessed, the 
procedure of the study and treatment were explained. Patients signed an informed 
consent form if they agreed to participate in the study. After this session two pre-
treatment assessment sessions were held. In the first, the GSDS was administered, in 
the second, the SCID-II. In the first session with the therapist, pre-treatment 
assessment of social phobic and depressive complaints (effect measures) was 
administered.  Patients were post-hoc (after treatment was completed) classified 
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according to the social phobic subtype system of DSM-III-R (discrete versus 
generalized). The raters were blind with respect to any personality disorder-diagnosis 
but were aware of the exposure hierarchy of the patients. The advantage of this 
procedure being that more information on the situations avoided is available than at 
the intake session, presumably leading to a more reliable diagnosis (see also Feske et 
al., 1996). 
Statistical analyses 
Two logistic regression analyses were performed to examine the relative contribution 
of the variables to the prediction of the avoidant personality disorder. The first 
logistic regression analysis was done with a part of the sample consisting of 28 
patients with a diagnosis of generalized social phobia without any personality 
disorder, and 24 patients with a generalized social phobia with a single diagnosis of 
the avoidant personality disorder (excluding the discrete social phobia and the social 
phobics with other personality disorders). The second analysis was done with the 
whole sample: 18 patients with DSP, 32 patients with GSP, 43 patients with APD. 
The three patients with DSP and a comorbid personality disorder diagnose and the 
one GSP without an APD but with other personality disorders were added to the 
groups based on the presence or absence of an APD, resulting in 45 patients with 
APD and 48 patients without APD. The latter analysis was done for confirmation of 
the findings. Each logistic regression analysis consisted of at least two steps. First, all 
variables of interest were entered. Second, those variables that came out significantly 
were taken together in the next analysis to examine their relative contribution to the 
prediction of the avoidant personality disorder.  Further, the data were inspected on 
any deviant data, by means of the options provided by the statistical package 
(SPSS/PC, V4.0). Two cases were excluded from the first analysis. The following 
criteria were used for inclusion of a variable as predictor for group membership: (1) 
the previous analyses revealed statistically significant differences among the groups 
on the variable in question; (2) in order to limit the number of variables, subscales of 
GSDS were taken together. These criteria led to the inclusion of the following 
independent variables in the first analysis: Introversion, Neuroticism, depressive 
symptoms measured with the BDI, FQ-Social Phobic subscale (continuous 
variables), and total level of disability in functioning (ordinal variable). In the second 
analysis, including the whole group, the following dichotomous variables were also 
added as predictors: The variables Subtype of SP (GSP coded '1' when present and '0' 
when absent) and Presence of other personality disorders, (coded '1' when present 
and '0' when absent).  
 
Results 
Social phobia subtype and personality disorders 
Of the 93 social phobic patients, 18 (19.4%) were classified as discrete social phobia 
(DSP) and the remaining 75 (80.6%) as generalized social phobia (GSP). 
Significantly more GSP patients (63%) than DSP patients (16.7%) received one or 
more personality disorder diagnoses (Χ2 (1)=12.3; p<0.00). Of the 3 DSP patients 
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with a personality disorder diagnosis, 1 received 2 diagnoses (avoidant and passive-
aggressive personality disorder) and 2 received 1 diagnosis only (avoidant 
personality disorder and narcissistic personality disorder). In addition, 28 GSP 
patients (37%) did not receive any personality disorder diagnosis, 24 patients (32%) 
received a single diagnosis of APD and 2 patients received a single personality 
disorder diagnosis other than the APD. Twenty-one (28%) of the GSP group 
received more than one personality disorder diagnosis, to all but 1 patient also an 
APD diagnosis was given. This patient received 3 personality disorder diagnoses 
other than the APD. The percentages of the specific personality disorder diagnoses 
are presented in Table 4.1.  
 In order to examine the differences between GSP and APD, patients with 
other personality disorders were separated and the following four groups were 
composed: 1) DSP without any personality disorder diagnosis (DSP; n=15), 2) GSP 
without any personality disorder diagnosis (GSP; n=28), 3) GSP with a single 
diagnosis of APD (APD; n=24), and 4) GSP with more than one personality disorder 
diagnosis including the three GSP patients with one or more personality disorder-
diagnoses other than the APD (OPD; n=23). The mean number of personality 
disorder-diagnoses in OPD was 2.52 (SD=1.31; range 1-7). The 3 DSP patients with 
one or more personality disorder diagnoses were not included in one of the four 
groups.  
 
Table 4.1: Percentage of personality disorders (N=93) 
 Discrete social phobia Generalized social phobia 

Personality disorder n % n % 
Avoidant 2 11.1 44 58.7 
Dependent 0    3   4.0  
Obsessive-compulsive 0    8 10.7  
Passive-aggressive 1 5.6     3   4.0 
Paranoid 0    6   8.0  
Schizoid 0    3   4.0  
Schizotypal 0    1   1.3 
Borderline 0    5   6.7 
Self-defeating 0    2   2.7 
Narcissistic 1 5.6   2   2.7 
Histrionic 0    5   6.7 
     
No personality disorder 15 83.3 28 37.3 
One personality disorder   2 11.1 26 34.7 
More than one personality disorder   1   5.6 21 28.0 
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Comparisons among the four groups 
Demographic variables 
The four social phobic groups did not differ on age, gender, marital status, level of 
education, employment status, medication use or previous treatment received. A 
trend was found for shorter duration of complaints in the DSP group compared to the 
three other groups (mean (SD) in years of DSP, GSP, APD and OPD: 10 (9.6), 18 
(13.1), 19 (11) and 17 (11.4), respectively; F(3)=2.1) but this did not reach 
acceptable levels of statistical significance (p=0.10).  
GSP versus APD 
T-tests showed that GSP and APD differed on the FNE (T(50)= -2.0, p=0.05): APD 
reported more social anxious cognitions. The analysis on the FQ-Social phobia 
subscale (T(50)= -1.9, p=0.06) showed a trend towards more social avoidance in 
APD.  No differences were found in prevalence rates of additional disorders between 
GSP and APD (Χ2(1)=0.44, p=0.51). APD reported higher levels of depressive 
symptoms compared to GSP (T(50)=-2.9, p=0.01). GSP and APD were not 
significantly different on any of the different aspects of general psychopathology. 
Analyses on the personality traits showed that APD had significantly higher levels of 
Neuroticism and Introversion compared to GSP (T(50)=-2.7, p=0.01 and T(50)=-3.9, 
p=0.00, respectively.). Also, APD was significantly more impaired in social 
functioning (z=-2.1, p=0.03) and in occupational functioning (z=-2.2, p=0.03) but not 
in intimate functioning (Mann-Whitney U tests: p>0.5).  
GSP versus DSP 
The pairwise comparisons for DSP and GSP showed that both groups did not 
differ on any variable (see Tables 4.2 and 4.3) except for the personality trait 
Introversion: DSP had significantly lower scores as compared to GSP. No 
differences were found between both groups on Neuroticism, in severity of the 
social phobic symptoms nor any other symptoms variables, or additional disorders. 
Also, level of impairment in (intimate, social and occupational) functioning did not 
differ. 
 OPD versus the other groups 
Pairwise comparisons of OPD with the three other groups (DSP, GSP and APD) 
revealed the following results (see Table 4.2). OPD was significantly more severely 
disturbed on both social phobic measures as compared to DSP and GSP. OPD had 
higher scores on the FNE than APD but both groups had similar scores on the FQ-
Social phobic subscale. OPD had higher levels of depressive symptoms as compared 
to the three other groups. Also, more additional disorders were found in OPD 
compared to APD (Χ2(1)=4.8, p=0.03), GSP (Χ2(1)=8.3, p=0.00) and DSP 
(Χ2(1)=12.8, p=0.00). With the groups in which additional mood disorders were 
diagnosed (GSP, APD and OPD), separate analyses were performed on additional 
anxiety and mood disorder. These analyses did not show any significant differences 
in the percentages of additional anxiety disorders (all ps >0.1). 
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Table 4.2: Comparisons of the four groups on social phobic complaints, additional anxiety 
and mood disorders, general psychopathology and personality traits 
 DSP (n=15) GSP (n=28) APD (n=24) OPD (n=23)   

Social phobic measures Mean (SD)    Χ2  p 
  FQ-subscale Social Phobia 20.9a  (9.4) 24.7a (5.6) 27.8b(6.4) 31.0b(5.1) 18.6 0.00 
  FNE 49.9a(10.4) 48.1a(12.6) 54.3a(8.5) 59.5b(6.8) 15.7 0.00 

  BDI 10.8ab (4.4)   9.4a (4.9) 14.3ab(7.3) 21.9c(8.2) 31.1 0.00 
Additional anxiety or mood disorder* N (%)    Χ2 p 
  None 14 (93.3) 21 (75.0) 16 (66.7)   8 (34.8)   
  Anxiety disorder   1  (6.7)   5 (17.9)   2  (8.3)   4 (17.4) 15.9 0.00 
  Depressive disorder   0   2 (7.1)   6 (25) 11 (47.8)   
General Psychopathology Mean (SD)    F  p 
  Agoraphobia 12.5 (5.9) 13.0 (5.5) 12.5 (4.5) 15.5 (5.4) 1.5 0.21 

  Anxiety 22.6 (8.5) 22.3 (7.5) 22.0 (5.8) 27.3 (8.4) 2.4 0.07 

  Depression 29.8a(10.2) 32.3a (9.9)  34.8a (9.8) 46.1b(13.0) 8.7 0.00 

  Somatic complaints 21.3  (9.7) 21.3 (7.8)  20.7 (6.8) 24.5 (8.1) 1.0 0.38 

  Interpersonal sensitivity and 

  Mistrust 
 
34.8a  (12.6) 

 
39.6a  (13.4) 

 
 42.3 (11.4) 

 
52.2b  (15.0) 

 
5.8 

 
0.00 

  Insufficiency of Thinking and 

  Acting 
 
16.6a   (6.4) 

 
18.3a (6.4) 

 
 19.6a  (4.3) 

 
26.2b (7.8) 

 
8.7 

 
0.00 

  Sleeping Problems  6.1 (2.2)   5.8 (1.9)   6.1a (3.3)   8.3b  (3.1) Χ2 # 0.03 

  Hostility  8.5 (2.4)   9.0 (3.3)   9.0 (3.6) 11.4 (4.7) Χ2 # 0.08 

  Total SCL-90 score 166.7a (53.0) 175.5a (48.6) 183.0a (42.5) 231.7b (53.0)  7.1 0.00 

Personality traits Mean (SD)    F  P 

  Neuroticism 27.9ac (12.2) 26.4ac (12.6) 35.9ad (12.8) 46.9b (9.0) 14.5 0.00 

  Introversion 32.1a  (5.6) 38.8bc  (8.2) 47.0bd (6.4) 46.1bd (5.0) 20.6 0.00 

 Note: If different subscripts are given, groups means differ significantly at p <0.01 (Duncan's Multiple-Range Test 
or Mann-Whitney U Tests); * Anxiety and mood disorder were combined into one category;   # - Chi-squares from 
the Kruskal-Wallis Oneway Anova; DSP- discrete social phobics without any personality disorder; GSP- 
generalized social phobics without any personality disorder; APD- social phobics with an avoidant personality 
disorder; OPD- social phobics with more than one personality disorder. 
 
Significantly more depressive disorders were diagnosed in OPD compared to GSP 
(Χ2(1)=11.8, p<0.00) and to APD (Χ2(1)=3.9, p<0.05). OPD had significantly higher 
levels of General Psychopathology compared to DSP, GSP and APD. As for 
personality traits, OPD had significantly higher levels of Neuroticism compared to 
the other three groups, and also higher levels of  Introversion compared to GSP and 
DSP.  No differences were found among the four groups on the level of 
impairment on intimate functioning. OPD did not differ from APD on the level of 
impairment in social functioning (p=0.36), but OPD was more impaired compared 
to GSP (p<0.01) and DSP (p<0.00). With regard to the level of impairment in 
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occupational functioning, OPD did not differ from APD but OPD was more 
impaired compared with both GSP and DSP (p<0.02 and p<0.03, respectively).  
 
Table 4.3: Comparisons of the four groups on level of disabilities 
 DSP (n=15) GSP (n=28) APD (n=24) OPD (n=23)   

 N % N % N % N % Χ2 p 
Partner role           
  No disability 9 60.0 10 35.7 10 41.7   4 17.4   
  Minor disability 5 33.3 11 39.3   8 33.3 12 52.5 6.9 0.07 
  Moderate disability 1  6.7   3 10.7   3 12.5   5 21.7   
  Severe disability 0    4 14.3   3 12.5   2   8.7   
Mean rank 32.4  46.7  44.4  53.7    
Social role           
  No disability 5 33.3   7 25.0   0   0 1   4.3   
  Minor disability 9 60.0 14 50.0 14 58.3 9 39.1 17.1 0.00 
  Moderate disability 1   6.7   5 17.9   7 29.2 8 34.8   
  Severe disability 0    2   7.1   3 12.5 5 21.7   
Mean rank 28.9a  38.6a  52.4b  57.5b    
Occupational  role           
  No disability 9 60.0 16 57.1   7 29.2   6 26.1   
  Minor disability 5 33.3   9 32.1 10 41.7 10 43.5 10.0 0.02 
  Moderate disability 0    3 10.7   7 29.2   5 21.7   
  Severe disability 1   6.7   0    0    2   8.7   
Mean rank 36.1a  37.5a  52.1b  54.3b    

Note: Mean ranks and Chi-square tests, corrected for ties, from the Kruskal-Wallis oneway ANOVA; Subscripts 
indicate significant differences based on Mann Whitney U tests at p < .05; DSP- discrete social phobics without any 
personality disorder; GSP- generalized social phobics without any personality disorder; APD- social phobics with 
an avoidant personality disorder; OPD- social phobics with more than one personality disorder 
 
Predicting Avoidant personality disorder 
The first logistic regression was performed with the sample that consisted of the 
generalized social phobic patients with and without a single diagnosis of avoidant 
personality disorder. Best predictors for the avoidant personality disorder were 
Introversion and depressive symptoms. Neuroticism, the FQ-Social Phobic subscale 
and level of impairment did not contribute to the correct prediction of the avoidant 
personality disorder. The two significant predictors together were able to classify 
84% of the cases correctly. One unit increase on Introversion increased the chance of 
having an avoidant personality disorder 1.8 times. One unit increase on depressive 
symptoms increased the chance of having an avoidant personality disorder 1.6 times 
(see Table 4.4). In addition, a second logistic regression analysis was performed 
including the whole sample for confirmation of these findings. Thus, social phobic 
patients with more than one personality disorder and social phobic patients with a 
discrete social phobia were now included. Further, the presence of more than one 
personality disorder and the presence of a generalized social phobia were added to 
the list of predictors. The same results were found: Introversion and depression 
were able to correctly predict 85% of the cases. Introversion was again the best 
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predictor: One unit increase on this variable increased the chance of having an 
avoidant personality disorder 1.3 times and for depressive symptoms it was 1.3 
times. Neither the presence of other personality disorders nor the presence of a 
generalized social phobia contributed to the prediction of the avoidant personality 
disorder. 
 
Table 4.4: Results of the logistic regression analyses: predictors of avoidant personality 
disorder 
 B p Exp (B) Overall % correct classification 

  Part of sample   
Initial variables     
  Introversion  0.87 0.01 2.38  
  Neuroticism -0.14 0.07 0.87  
  Depressive symptoms  0.81 0.01 2.23                      92 
  Social phobic symptoms  0.00 0.81 1.00  
  Disabilities  0.00 0.96 1.00  
Significant variables     
  Introversion   0.62 0.00 1.85                      84 
  Depressive symptoms  0.49 0.00 1.64  
  Whole sample   
Initial variables     
  Introversion  0.25 0.00 1.29  
  Neuroticism -0.02 0.57 0.98  
  Depressive symptoms  0.21 0.01 1.24  
  Social phobic symptoms  0.02 0.67 1.02  
  Multiple personality disorders   0.70 0.45 2.01                      90 
  Generalized social phobia  0.84 0.51 2.31  
  Disabilities  0.12 0.62 1.12  
Significant variables     
  Introversion  0.28 0.00 1.32                      85 
  Depressive symptoms  0.23 0.00 1.26  

 
Discussion 
This is the first study that compared generalized social phobic patients without an 
avoidant personality disorder with generalized social phobic patients with a single 
diagnosis of avoidant personality disorder on a number of variables to examine the 
validity of the distinction between both disorders. For this purpose, discrete social 
phobic patients and social phobic patients with other personality disorders (with or 
without an avoidant personality disorder) were taken as separate groups to prevent 
any confound due to these conditions. Of the 31 patients with a generalized social 
phobia without an avoidant personality disorder, only three patients (10%) received 
one or more other personality disorders against 20 of the 44 social phobic patients 
(45%) with an avoidant personality disorder. Similar rates have been reported by 
other investigators: Feske et al. (1996) found among the 13 social phobic patients 
without an avoidant personality disorder only two other personality disorders (15%), 
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and, among the 35 social phobic patients with an avoidant personality disorder, 24 
other personality disorder diagnoses were found (68%). 
 There was clear support for the severity continuum hypothesis (e.g. Widiger, 
1992). We found generalized social phobic patients with an avoidant personality 
disorder reporting more depressive symptoms, higher levels of Introversion and 
being more impaired in both social and occupational functioning as compared to 
generalized social phobic patients without an avoidant personality disorder. 
Differences in severity of social phobic symptoms, however, were only marginally 
present and no differences were found with respect to additional diagnoses or general 
psychopathology. This may be due to the fact that in the present study, comorbid 
personality disorders, other than the avoidant, were excluded from the avoidant 
personality disorder subgroup. It appeared that the group with comorbid personality 
disorders was most severely disturbed on nearly all symptom variables as compared 
to the other groups. Surprisingly, the only difference found between those with 
discrete social phobia and those with generalized social phobia was the lower level of 
Introversion in those with discrete social phobia. This is not in accordance to 
previous results that found more differences between the discrete social phobia and 
generalized social phobia than between generalized social phobic patients with and 
without an avoidant personality disorder (e.g. Boone et al., 1999). In sum, the 
severity continuum hypothesis is largely supported. The social phobic patients with 
more than one personality disorder were most severely disturbed, whereas the social 
phobic patients with an avoidant personality disorder take a middle position between 
generalized social phobic patients without any personality disorder and generalized 
social phobic patients with multiple personality disorders. The discrete social phobia 
differed from generalized social phobia only on Introversion. Moreover, the results 
of this study showed that the most severely impaired patients were the social phobic 
patients with more than one personality disorder. This conclusion confirms the 
importance of taking into account personality pathology (both features of personality 
disorder categories as well as personality trait variables), other than the avoidant 
personality disorder.  
 In line with the attenuation hypothesis generalized social phobia and avoidant 
personality disorder are related to each other through the same underlying liability. 
This issue was explored by comparing levels of Introversion and Neuroticism. 
According to the attenuation hypothesis, social phobic patients with and social 
phobic patients without an avoidant personality disorder should have been equally 
introverted, assuming that this trait represents an underlying liability that accounts 
for the relationship between social phobia and avoidant personality disorder. In 
contrast to this hypothesis, results revealed that generalized social phobic patients 
with an avoidant personality disorder reported higher levels of Introversion and 
Neuroticism that generalized social phobic patients without an avoidant personality 
disorder. Also, discrete social phobia reported the lowest levels of Introversion. The 
attenuation hypothesis would still be plausible when the same comparisons done 
between social phobic and other samples would also reveal differences in levels of 
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Introversion. Stemberger et al. (1995) included a normal control group and found 
that this group reported significantly higher levels of Extraversion and lower levels 
of Neuroticism as compared to both discrete social phobic patients and generalized 
social phobic patients.  
 As for personality traits, in the present study, Introversion was found to be a 
significant predictor for the presence of avoidant personality disorder in a social 
phobic sample. The second predictor for the presence of an avoidant personality 
disorder was depressive symptoms. Although a number of studies found more 
depressive symptoms in social phobic patients with an avoidant personality disorder 
(e.g. Feske et al., 1996), the strength of this association has only now been shown 
clearly. The more introverted and depressed, the greater the odds of having an 
avoidant personality disorder.  
 Neither the other personality disorders nor the social phobic subcategory were 
found to be able to predict the presence of an avoidant personality disorder. At first 
sight, the finding that the other personality disorders did not contribute to the 
prediction of an avoidant personality disorder may be somewhat surprising. 
However, this may be explained by the fact that by comparisons across the four 
groups all variables were separately examined, whereas with the logistic regression 
analysis, correlations between variables were also taken into account. Here, 
Introversion and depression were the strongest predictors.  
 When the differentiation between generalized social phobia and avoidant 
personality disorder will prove to be redundant, the latter line of research may be 
particularly interesting for the question whether the construct should be placed on 
Axis II, as a personality disorder or on Axis I, as a symptom disorder. This issue was 
raised by Widiger (1992) who concluded that the construct should be classified on 
both Axes since 'the distinction between an anxiety disorder and a personality 
disorder is less meaningful and clinically useful than recognizing that one is dealing 
with a boundary condition that includes features of both an anxiety disorder and a 
personality disorder' (Widiger, 1992; p. 342). For the time being, this may be the best 
option, however, if no qualitative differences will be found, two categories 
(generalized social phobia and avoidant personality disorder) for the same disorder 
will only lead to confusion and unnecessary comorbid diagnoses.  
 A limitation of the present study is related to the fact that we only compared 
subgroups of social phobic patients, and the number of participants per group was 
relatively low, especially in the discrete social phobic group. Clearly, more studies 
are needed before stray conclusions can be drawn. 




