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Conclusions and discussion  
This thesis addressed several issues on factors that influence behavioural treatment 
outcome for social phobia. In the early nineties, when our research questions were 
formulated, the state of affair was as follows. Exposure in vivo had been found 
effective as a treatment for social phobia, at least as effective as cognitive-
behavioural treatment (generally, cognitive modification in combination with 
exposure in vivo; e.g. Scholing, 1993a; Feske & Chambless, 1995; Taylor, 1996). 
However, large variations in treatment efficacy among studies suggested that 
social phobic patients are a heterogeneous group (Feske & Chambless, 1995). This 
heterogeneity was thought to be the consequence of a) several social phobia 
subtypes (e.g. Heimberg et al., 1993; Mersch, 1994); b) comorbidity with other 
anxiety and depressive disorders (e.g. Van Ameringen, Mancini, Styan & Donison, 
1991); and c) comorbidity with personality disorders (e.g. Mersch, Jansen & 
Arntz, 1995), in particular with the avoidant personality disorder (e.g. Widiger, 
1992). About a decade ago, personality disorders were considered to be negative 
predictors of treatment outcome, both in research and clinical practice (Foa & 
Emmelkamp, 1983; Reich & Green, 1991). Given the interpersonal problems 
associated with a personality disorder, the quality of the therapeutic relationship 
was supposed to be affected and drop out rates were assumed to be higher in social 
phobic phobic patients with a personality disorder. However, hardly any 
systematic study into these issues had been conducted. One of the major obstacles 
in research on personality disorders was the almost complete absence of 
standardized measures for the assessment of personality disorders.  

On the basis of this situation, the following research questions were 
formulated for the present thesis: 
 
1. What is the relationship between social phobia and comorbid personality 

disorders, in particular the avoidant personality disorder? (described in 
Chapters 1 and 4) 

2. How can personality disorders be validly assessed in anxious populations? 
(described in Chapters 2 and 3) 

3. What is the impact of a comorbid personality disorder on a behavioural 
treatment for social phobia? (described in Chapters 5 and 6) 

4. What is the influence of personality disorders on the therapeutic relationship 
and on drop out? (described in Chapters 7 and 8). 

 
1. What is the relationship between social phobia and comorbid personality 
disorders, in particular the avoidant personality disorder? 
In Chapter 1, it was found that about half of the anxiety disorder samples fulfilled 
the criteria for at least one diagnosis of personality disorder. Most frequently 
diagnosed were avoidant and dependent personality disorders. Overall, the picture 
emerged that patients with a personality disorder have more severe symptoms, 
additional (other) Axis I disorders and (other) personality disorders as well. 
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Recently, these conclusions were supported by a large longitudinal study among 
anxiety disorders (Van Dyck et al., 2001). In Chapter 1, an overview of the 
different comorbidity models was provided. In the present thesis, the relationship 
between social phobia and avoidant personality disorder was our main focus. 
Surprisingly, the avoidant personality disorder was not exclusively related to social 
phobia. The prevalence rates of the avoidant personality disorder were comparable 
and considerable among all anxiety disorders (see Chapter 1; Van Dyck et al., 
2001). One explanation for this finding is the fact that social phobia has been 
frequently found to co-occur with other anxiety disorders (Van Ameringen, et al., 
1991; De Ruiter, Rijken, Garssen, Van Schaik & Kraaimaat, 1989; Rapee, 
Sanderson, & Barlow, 1988). Three models were discussed that may explain the 
relationship between social phobia (and anxiety disorders in general) and the 
avoidant personality disorder.  

The “overlapping symptomatology” hypothesis relates the comorbidity of 
both disorders to the overlap in criteria (DSM-III-R and IV) between social phobia 
and avoidant personality disorder. This model points out one of the limitations of 
the categorical approach of the DSM. Although the model does call for studies into 
the validity of these DSM-categories, it is a less interesting hypothesis from a 
theoretical point of view.  

A more interesting comorbidity model states that both disorders differ only 
in severity and not in quality: the continuum-severity hypothesis. According to this 
view, a continuum in the degree of severity is postulated with the discrete social 
phobia on one side and the avoidant personality disorder on the other side (e.g. 
Widiger, 1992). The social phobia subtype issue is a blurry research field, with 
different definitions in different studies, indicating that the current DSM 
classification is still unsatisfactory. In our view, the avoidant personality disorder 
should also be taken into consideration when examining the subtype issue, the 
avoidant personality disorder as being the most severe condition among the social 
phobic "syndromes". In 1992, Widiger concluded on the basis of the existing 
literature that there was no evidence for a demarcation between generalized social 
phobia and avoidant personality disorder, and that the disorder should be placed on 
both the anxiety disorder and personality disorder axes, even though it appears to 
be a single disorder. Almost 10 years later, Reich suggested that a subcategory 
should be created on Axis II for chronic Axis I disorders “with significant 
personality features” and that the avoidant personality disorder should be listed 
under the Axis I disorders (Reich, 2000). In our view, this suggestion 
underestimates the chronicity and pervasiveness of the generalized social phobia 
and the avoidant personality disorder. Given the high levels of social and 
occupational dysfunctioning in social phobia, these characteristics need to be taken 
seriously (Chapter 4; Wittchen, Fuetsch, Sonntag, Müller, & Liebowitz, 2000). 
Based on the findings in the present thesis, we suggest the following changes in 
the next DSM revision for the classification of social phobia and avoidant 
personality disorder.  



Conclusions and discussion 

144 

Firstly, the discrete social phobia remains listed as an anxiety disorder on 
Axis I. Future studies should examine how this disorder should be defined: as a 
performance anxiety (e.g. speech anxiety, writing anxiety, see DSM-III, 1980; 
Perugi, Nassini, Socci et al., 1999) or with the emphasis on preoccupation with 
bodily symptoms (blushing, sweating, trembling) in social situations (e.g. 
Mulkens, 2000). The cognitive model of social phobia, described by, amongst 
others, Clark and Wells (1995) may offer valuable clues to investigate this line of 
research. In addition, the variable heart rate, a psychophysiological factor that is 
related to anxiety, has frequently been subject to study in social phobic samples. 
Most studies found that specific social phobic patients had higher heart rates than 
generalized social phobic patients or normal controls (Heimberg, Hope, Dodge & 
Becker, 1990; Levin et al., 1993; Hofmann et al, 1995). McNeil, Vrana, Melamed, 
Cuthbert and Lang (1993) explained these differences in terms of the behavioural 
inhibition model of Gray (1982). According to this model, the relatively low heart 
rate of generalized social phobic patients and patients with a avoidant personality 
disorder indicates an overactive behavioural inhibition system characterized by 
passive avoidance and behavioural reluctance. On the other hand, the relatively 
high heart rates of the specific social phobic patients indicate a dominant activation 
system characterized by active approach and avoidance. It can be suggested that 
this dominant activation system leads to a preoccupation with bodily symptoms. 
However, Mulkens (2000) and Gerlach, Wilhelm, Gruber & Roth (2001) found 
that social phobic patients who complained of blushing did not blush more 
intensely than did social phobic subjects without blushing complaints. In addition, 
Gerlach et al. found that the first group had higher heart rates, which is in line with 
the differentiation of generalized and discrete social phobia. In addition to this line 
of thinking, the comorbidity with the compulsive personality disorder may also be 
explained by the dominant activation system, which in turn explains the 
relationship between specific social phobia and the compulsive personality 
disorder (see page 32). More studies are needed to further examine these issues. 
 Secondly, the generalized social phobia should be diagnosed as avoidant 
personality disorder and consequently, should be removed from Axis I. Arguments 
in favour of this “collusion” are the overlap in symptomatology (see for instance, 
Chapter 4 of this thesis; DSM-IV; 1994); the chronicity of both disorders (whereas 
discrete social phobia often has a later onset; Turner & Beidel, 1998), and the fact 
that the avoidant personality disorder does not influence treatment outcome for 
generalized social phobia (Chapter 5). In contrast, persons with an avoidant 
personality disorder seem to profit from the same treatment strategies as used with 
generalized social phobics (Alden & Capreol, 1993). The transfer of generalized 
social phobia to Axis II is preferable above removing the avoidant personality 
disorder from Axis II because of the chronicity of disorders, its pervasiveness and 
the fact that social phobia is very often a comorbid condition in other anxiety 
disorders (De Ruiter et al., 1989; Rapee, Sanderson & Barlow, 1988) and 
depressive disorder (Zimmerman, McDermut, & Mattia, 2000). It should be 
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investigated in what way the avoidant personality disorder/ generalized social 
phobia influences the course of another anxiety or depressive disorder. Although 
the findings are not very consistent, it has been found that the avoidant personality 
disorder was associated with less favourable outcome in long-term treatment 
outcome for panic disorder (Dreessen & Arntz, 1998a). Further, in the definition of 
the avoidant personality disorder, the avoidance of taking any personal risks 
should remain one of the criteria.  
 In the section above, we discussed the relationship between social phobia 
and avoidant personality disorder departing from the present DSM-IV 
classification, in which state and trait disorders are classified on separate axes. 
Another research line examines a more theoretical explanation of the comorbidity 
among social phobia and avoidant personality disorder (and anxiety disorders and 
avoidant personality disorder in general), namely that of underlying factors related 
to both Axis I and Axis II disorders. In our study described in Chapter 4, we 
compared social phobic patients with more than one personality disorder with 
social phobic patients with only an avoidant personality disorder diagnosis. We 
found that social phobic patients with an avoidant personality disorder reported 
higher levels of neuroticism and introversion as compared to discrete social phobic 
patients, and higher levels of neuroticism as compared to generalized social phobic 
patients. The levels of introversion were comparable between generalized social 
phobic patients with and without an avoidant personality disorder. Further, 
Introversion and depressive symptoms were the two variables that were able to 
predict the presence of an avoidant personality disorder in social phobic patients. 
Surprisingly, the subtype of social phobia (discrete social phobia versus 
generalized social phobia) was not able to predict the presence of an avoidant 
personality disorder. In a retrospective study on developmental factors in discrete 
social phobic patients and generalized social phobic patients, Stemberger, Turner, 
Beidel & Calhoun (1995) included a “normal” control group. They found that both 
social phobic groups were more neurotic than the normal control group. However, 
discrete social phobic patients had experienced more often a traumatic experience 
(related to social situations) in the past than generalized social phobic patients and 
normal controls, and generalized social phobic patients were more introvert than 
normal controls. The differences found in our study and that of Stemberger et al. 
support the differentiation between generalized and discrete social phobia.  
 Based on the findings in the present thesis, the attenuation hypothesis is put 
forward as a comprehensive model for the explanation of the relationship between 
social phobia and avoidant personality disorder: The anxiety disorder and the 
personality disorder are alternative expressions of the same genetic or 
constitutional liability. This common underlying factor can be called Interpersonal 
sensitivity and can be viewed in terms of the Five-Factor Model (Costa & McCrae, 
1992; see Chapter 1) as a combination of high Introversion and high Neuroticism. 
This underlying factor may explain the comorbidity between social phobia and 
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avoidant personality disorder. Notably, these findings are based on cross-sectional 
analyses and thus preclude any causal conclusions. Further studies are warranted. 
 An interesting issue concerns the question why some anxious individuals 
develop, for instance, an avoidant and others a compulsive personality disorder. 
Parker and Barret (2000) suggested that combinations of personality traits 
determine the type of personality disorder. In Chapter 1, we discussed several 
frameworks of personality trait dimensions that have been related to the DSM 
personality disorders. These relationships have been predominantly studied by 
means of correlational analyses. It would be interesting to examine the causal 
relationship in prospective, longitudinal studies. In addition, studies should focus 
on biological determinants and genetic factors when studying the underlying 
personality dimensions. Also, further correlational and cross-sectional studies are 
warranted, examining different populations, including control groups with subjects 
without any Axis I condition, or with psychopathological conditions other than 
anxiety disorders.  
 
2. How can personality disorders be validly assessed in anxious populations? 
The reliability and validity of an instrument can never be better than the reliability 
and validity of the concept itself. Recently, a review on studies of the personality 
disorder assessment literature suggested that DSM conceptualisations and 
definitions are problematic on both conceptual and quantitative levels (Farmer, 
2000). Therefore, in the case of personality disorder assessment instruments, we 
have to deal with limited psychometric characteristics of the instruments. For the 
interpretation of studies that assessed the DSM personality disorder categories, 
several problems should be kept in mind. First, the problem of differentiating 
between an Axis I disorder and an Axis II disorder. Personality disorders are 
described to be both persistent and pervasive (existing in many different situations 
and since young adulthood). However, some Axis I disorders may be even more 
persistent and also pervasive, which seems to be particularly the case with the 
generalized social phobia (Scholing & Emmelkamp, 1990). Here, the problem 
arises that pervasiveness and persistence are not unique characteristics of 
personality disorders, but are also applicable to chronic anxiety disorders. In 
contrast to the definition that states that personality disorder features should be 
present from young adulthood, most interview instruments for personality 
disorders state that the criteria should be present for at least five years. As a 
consequence, assessment of both Axis I and Axis II becomes difficult when the 
duration of the Axis I disorders is more than five years.  
 Second, there is the problem of reliably assessing the different features of 
the personality disorders. In particular, judging whether certain behaviour is 
related to a specific personality disorder demands more than just observing the 
behaviour or a confirmation from the subject. Not only the overt behaviour itself 
should be assessed, also the motivation for this behaviour should be incorporated 
in judging whether the criterion is fulfilled. This leads us to the next issue: How 
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can this be adequately diagnosed? In clinical practice, we find patients who do not 
have the ability to verbalize the motivation for their behaviour or who lack the 
ability for self-reflection. Other features related to a specific personality disorder 
such as mistrust of others, self-aggrandizement or delusional, distorted thinking or 
proneness to shame and humiliation may also influence the assessment. The latter 
feature may have been in particular the case in the present thesis. In those cases, 
the rater must rely heavily on his clinical judgement. One way of tackling these 
problems is to involve an informant in the assessment of personality pathology, 
someone close to the patient who can provide information on the personality 
disorder features. However, Dreessen, Hildebrand and Arntz (1998) found low 
agreement between patient and informant ratings on personality pathology. 
Comparing these ratings with the therapist evaluations of the personality 
pathology, they concluded that the patients report was more reliable (Dreessen et 
al., 1998). Since Dreessen et al. based their conclusions on a small sample of 
predominantly anxious patients, further studies and larger samples and samples 
with other disorders are needed before more definite conclusions are warranted.  
 Despite these flaws, consensus exists upon the use of a semi-structured 
interview as a first choice for the assessment of personality disorders (see Chapter 
2). However, this is quite a time-consuming exercise. Therefore, the use of self-
report questionnaires has been introduced as a (first-step) screening instrument for 
the assessment of personality disorders. Since self-report questionnaires tend to 
overreport personality pathology (high sensitivity but low specificity), the chance 
of overlooking a personality disorder is small. The subsequent step is to conduct 
an interview with those patients who report a personality disorder (e.g. Hyler et al., 
1992; Zimmerman, 1994). From this point of view the study in Chapter 3 was 
undertaken, with the Personality Diagnostic Questionnaire-Revised (PDQ-R) as 
the screening instrument under study and the SCID-II as the semi-structured 
interview. This study also showed that the Dutch version of the PDQ-R also has 
high sensitivity and, consequently, very good negative predictive power for most 
personality disorder categories, supporting the use of the PDQ-R as a screening 
instrument. In addition, as was noted in Chapter 3, for different populations, 
specific cut-offs (the number of PDQ - criteria needed in order to reach maximal 
agreement with the SCID-interview) should be determined for the following 
reasons: a) Prevalence rates of (specific) personality disorders differ in different 
populations. In the present study, predominantly cluster C personality disorders 
were assessed; b) the consequences of overlooking a certain personality disorder 
may differ in different populations. Studies are needed that will examine the 
psychometric qualities of the DSM-IV version of the PDQ, the PDQ-IV (Hyler, 
1994). The preliminary data of a study into the screening capacities of the Dutch 
version of the PDQ-IV, compared with the SCID-II, showed comparable 
psychometric values: high sensitivity, low specificity and a very good negative 
predictive power (Bos, Van Velzen & Meesters, 2002).  
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 Finally, the validity of the personality disorder as defined in DSM-IV should 
be further examined from different perspectives. The Five Factor Model of Costa 
& McCrae (1992) and Cloninger , Bayon & Svrakic’s (1994) 7-factor model are 
two promising models for further study into these issues (O’Connor & Dyce, 
1998). In addition, the assessment of personality disorders should also include 
dimensional measures, such as measures for personality traits, resulting in 
(abnormal) personality profiles that should be further validated, e.g. in terms of 
predictive validity (which treatment will be effective for anxious patients with this 
kind of personality profile or which patients should receive additional support after 
treatment). 
 
 
3. What is the impact of a comorbid personality disorder on behavioural 
treatment for social phobia? 
Dreessen and Arntz (1998a) reviewed prospective studies that made use of a semi-
structured interview for the assessment of personality disorders. They concluded 
that personality disorders do no influence treatment outcome of anxiety disorders 
negatively. Several studies have been conducted on the influence of the avoidant 
personality disorder on treatment outcome of social phobia (Brown et al., 1995; 
Hofmann et al., 1995; Hope et al., 1995; Feske et al., 1996). These findings also 
indicate that an avoidant personality disorder does not have a negative influence on 
the treatment efficacy for social phobia. These studies did neither take into account 
the presence of other personality disorders nor the comorbidity among personality 
disorders which has been frequently noted in the literature (e.g. Dolan et al., 1995). 
Therefore, our study (Chapter 5) was designed to take into account the 
comorbidity among personality disorders, thereby creating more homogeneous 
groups: social phobic patients without any personality disorder, social phobic 
patients with only a diagnosis of avoidant personality disorder and social phobic 
patients with more than one personality disorder. The examination of more 
homogeneous groups of social phobic patients did neither lead to differential 
treatment effects in the short-term nor in the long-term (see Chapter 6) which is in 
agreement with the findings of other studies (Brown et al., 1995; Hofmann et al., 
1995; Hope et al., 1995; Feske et al., 1996). In contrast, Fava et al. (2001) found 
that the diagnosis of a personality disorder was predictive for relapse after an 
exposure in vivo treatment for generalized social phobia. The follow-up period was 
impressive: in between 2 to 12 years (median of 6 years). This contrasting finding 
may be explained by the fact that, in the Fava-study, the number of personality 
disorders was low and the most frequently diagnosed personality disorder was not 
the avoidant personality disorder but the dependent personality disorder. In 
addition, the findings of this study were based upon observer ratings of the anxiety 
ratings, and not, as most studies mentioned above, upon self-report ratings (Fava, 
Grandi, Rafanelli, Ruini, Conti & Belluardo, 2001).  
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 To conclude, in most studies, the avoidant personality disorder was not 
associated with a negative result of treatment. However, taking into account the 
notion that the avoidant personality disorder is in fact the same disorder as the 
generalized social phobia, further studies are needed to examine treatment effects 
among the subtypes (discrete social phobia versus the avoidant personality 
disorder or generalized social phobia). As for the other personality disorders, no 
firm conclusions can be drawn, since they were taken together into one group in 
our study. Therefore, more studies need to be done to investigate the influence of 
personality disorders other than the avoidant personality disorder. In our study, 
described in Chapter 5 and 6, we included a group of social phobic patients with 
other personality disorders than the avoidant personality disorder or with more 
than one personality disorder (most of them also had an avoidant personality 
disorder). As a group, they did benefit from the exposure treatment just as much as 
the two other groups of social phobic patients (without any personality disorder 
and with a single diagnosis of avoidant personality disorder). More studies are 
needed that compare social phobic groups with specific personality disorders in 
order to further understand these issues in order to enhance treatment efficacy. 
  Further, we found that an additional anxiety or depressive disorder did not 
influence treatment outcome negatively. In our study, these secondary anxiety and 
depressive disorders were taken together into one group because of small sample 
sizes. Erwin, Heimberg, Juster and Mindlin (2002) compared the differential 
effects of a cognitive-behavioural treatment in three groups of social phobic 
patients: 1) without any comorbid diagnosis; 2) with an additional anxiety 
disorder; 3) with an additional mood disorder. Comorbid mood disorders were 
associated with increased pre- and post-treatment symptom severity, more so than 
comorbid anxiety disorders. In line with our findings, Erwin et al. also found no 
differential rates of improvement among the three groups. All groups improved 
and had maintained their parallel improvements at one year follow-up.  
 Craske (2001) presented two studies in which the comorbidity of another 
Axis I disorder was reduced after a cognitive-behavioural treatment for panic 
disorder (from 46 to 26%) and generalized anxiety disorder (from 100 to 12%). 
She explained these findings in terms of a generalizing effect of the specific 
cognitive-behavioural treatment through several pathways, namely through 
transfer of skills and due to the shared vulnerability. In addition, as a result of a 
positive effect of the treatment, an increase in self-efficacy and self-control may 
lead to a reduction in comorbid disorders. Craske explained the comorbidity in 
terms of an underlying vulnerability factor for anxiety disorders: Negative Affect 
(see Chapter 2), which can be compared with Neuroticism. This factor may also be 
related to (most of the) personality disorders (in particular the avoidant en 
dependent personality disorder; see Chapter 2). Craske’s conclusion is, that it does 
not matter which anxiety disorder will be treated first, as long as this is done 
according to the guidelines of the most effective cognitive-behavioural treatment 
strategy for that specific anxiety disorder.  
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 It would be interesting to further examine these issues on comorbidity, 
among anxiety disorders as well as with personality disorders, or with both 
additional anxiety disorder and a comorbid personality disorder. This may lead to 
finding specific interaction effects that we shall not find with the present treatment 
efficacy designs. Further, personality trait measures should be taken into account 
e.g. Big Five (Costa & McCrae, 1992) or 7-factor model of Cloninger and Srvacik 
(1994) (see previous section). These measurement methods are more reliable and 
valid, although the predictive value, in case of treatment efficacy, has not yet been 
proven. In line with our suggestion that Interpersonal Sensitivity may underlie 
both anxiety disorders and the avoidant personality disorder (see above), the 
interaction of Introversion with Neuroticism should be taken into account. 
 Although exposure in vivo is an effective treatment strategy for social 
phobic patients with comorbid cluster C personality disorders and additional Axis I 
disorders, this does not mean that we should be satisfied with the efficacy of this 
strategy. When examining the results conservatively, by including the non-
responders at the follow-up assessments and the dropouts during treatment, the 
percentage of patients who started the treatment and were still clinically 
significantly changed after 15 months, drops from 69 to 36 percent. This is a low 
percentage. In Chapter 8, we examined factors related to drop out. In the next 
section, these findings will be discussed.  
  
4. What is the influence of comorbid personality disorders on the therapeutic 
relationship and on drop out? 
Taking into account the influence of personality disorders on treatment outcome 
for social phobia also called for research into process variables. Given the 
interpersonal problems associated with personality disorders, the quality of the 
therapeutic relationship may also be affected and drop out rates may be higher. We 
examined the relationship between personality disorders, personality traits and the 
quality of the therapeutic relationship in Chapter 7.  
 We found that high levels of personality pathology, in particular paranoid 
and obsessive-compulsive features, were related to a more negative perception of 
the quality of the therapeutic relationship by the patient. The therapist’s perception 
of the quality of the therapeutic relationship was related to the personality trait 
Hostility, indicating that therapists rated the therapeutic relationship as less 
positive when patients had more hostile traits. The fact that we did not find any 
avoidant features to predict the quality of the therapeutic relationship confirmed 
the lack of differentiation between social phobia and avoidant personality disorder. 
As can be seen in Chapter 7, the ratings on the scale for the Quality of the 
therapeutic relationship were not different from other studies indicating that these 
ratings were neither sample specific nor therapist specific (our therapists were 
predominantly students in the last phase of their study). This is rather surprising. 
We expected that patients with social phobia, and those with an avoidant 
personality disorder in particular, would have more difficulties in establishing a 
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therapeutic relationship. As has been suggested in Chapter 7, avoidant features 
might influence the therapeutic relationship only later in treatment when the 
alliance develops in the direction of a more close and trustful relationship which 
may be in particular difficult for patients with avoidant personality features.  
 It would be interesting to find out in what way the interaction between the 
therapists’ personality features and the patient’s features influences the quality of 
the therapeutic relationship. As shown in Chapter 8, the quality of the therapeutic 
relationship was not predictive for drop out. The relationship questionnaire used in 
the present study focused on basic “Rogerian” therapeutic skills, such as positive 
and negative regard. However, it would be interesting to further investigate other 
“working alliance” variables such as are described in the Working Alliance 
Inventory (Horvath & Greenberg, 1989): bond development, goal agreement and 
task agreement. We examined the dropouts in our treatment group in order to find 
factors that are related to drop out. We did not find the DSM-III-R personality 
disorders to be related to drop out. We did find drop out to be associated with low 
expectancy of improvement, the presence of depressive disorders and a more 
dominant personality. Based on these findings, the following suggestions for 
implementation of the exposure in vivo strategy for social phobia in clinical 
practice can be done: more emphasis on motivational strategies early in treatment 
in combination with more flexible use of the treatment protocol, and inclusion of 
cognitive techniques in case of an additional depressive disorder. In line with these 
suggestions, more research should be done in order to investigate other factors that 
may influence drop out, e.g. the interpersonal style of the therapist. Further, 
differentiating among the dropouts based on their reason for dropping out of 
treatment, or the timing of dropping out may also lead to more clues how to adjust 
the exposure in vivo treatment to keep them in the programme. A critical note 
concerns the fact that in our study discussed in Chapter 8, we lumped all dropouts 
together, although reasons for drop out were diverse. Replication of this study is 
warranted. As was suggested by Visser (1999), an independent and structured 
interview may be included for the dropouts in order to improve the reliability of 
the data concerning reasons for drop out. 
 Current theories about social phobia emphasize the manner in which social 
phobic patients perceive and process information related to potential evaluation 
(Clark & Wells, 1995; Rapee & Heimberg, 1997; Mulkens, 2000). The treatment 
strategies derived from these models focus on attention manipulation, exposure 
and cognitive strategies. Mulkens compared exposure in vivo with task 
concentration training in a sample of patients with fear of blushing as predominant 
complaint. The focus in task concentration training is twofold. First, to learn to 
direct one’s attention towards the task instead of one-self. This focus stems from 
an important assumption of this model: Processing of self as a social object being 
negatively evaluated which leads to anxiety and subsequently, to cognitive and 
somatic symptoms and safety behaviours. These consequences reinforce and 
increase the anxiety. The second step is to implement this strategy in both neutral 
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and social phobic situations. The latter treatment phase is in fact a form of 
exposure in vivo. Both treatments were more effective than the waiting-list 
condition. At post-treatment, the task concentration training yielded better results 
with respect to fear of blushing. At short-term follow-up (six weeks after treatment 
ended), the task concentration training yielded significantly more cognitive 
change. At one year follow-up these differences were no longer found, and both 
treatment groups were further improved (Mulkens, 2000). 
 Finally, the clinical statement that personality disorders have a negative 
impact on treatment outcome should be reconsidered. In case of (generalized) 
social phobia, an exposure in vivo treatment is an effective strategy in treating the 
social phobic complaints, despite any personality pathology. Until otherwise 
proven, this should be the current guideline in clinical practice.  




