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I’m nobody! Who are you? 
Are you nobody, too? 

Then there’s a pair of us – don’t tell! 
They’d banish us, you know. 

 
How dreary to be somebody! 

How public, like a frog 
To tell your name the livelong day 

To an admiring bog! 
 
 
       Emily Dickinson 
 
 
 
 

 
 
 

Voor Robert  
en Nikki 
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Preface 
In 1980, social phobia first became an officially recognized diagnosis in DSM-III 
(American Psychiatric Association, APA, 1980), although the definition was at that 
time restricted to social "performance" fear. Since then, numerous studies have been 
conducted on the differentiation of this disorder from other anxiety disorders, on 
assessment instruments, etiological factors, treatment efficacy, subtypes of social 
phobia, and on the differentiation of social phobia from the avoidant personality 
disorder. These studies showed that most of the social phobic patients feared more 
than one social situation (e.g. Turner, 1986; Holt, Heimberg & Hope, 1992). 
Consequently, in 1987, the generalized subtype was introduced in the revised edition 
of the DSM-III. In DSM-III-R, it was stated that in generalized social phobia "the 
phobic situation includes most social situations" (APA, 1987, p. 243). No additional 
guidelines or criteria were provided.  
 Studies into differences between generalized social phobic patients and 
discrete social phobic patients (also named: Specific, circumscribed, non-
generalized) have been reported on different aspects of the disorder. However, 
definitions of subtypes have been applied inconsistently, due to a lack of agreement 
on the essential features of generalized social phobia. Holt et al. (1992) described 
three subtypes (generalized, non-generalized, discrete). Others differentiated between 
public speaking and generalized social phobic patients (e.g.Heimberg, 1990; Levin et 
al., 1993), or included social phobic patients with a primary fear of bodily symptoms 
(Scholing & Emmelkamp, 1993a; Mersch et al., 1992), or differentiated between the 
number of feared situations (Gerlenter et al., 1992). The various definitions of both 
the discrete as well as the generalized social phobia make it hard to get a clear picture 
of the diagnosis of social phobia, in particular since the avoidant personality disorder 
also became involved in the subtype issue. In a later edition of the DSM (DSM-IV, 
1994) no significant changes in the definition of the social phobia were made, except 
for the note to look for an avoidant personality disorder whenever a generalized 
social phobia is diagnosed.  
 This present thesis started from the conclusion that exposure in vivo treatment 
alone (Feske & Chambless, 1995) or in combination with cognitive techniques 
(Taylor, 1996) was found to be superior to systematic desensitization, social skills 
training and applied relaxation training. However, large differences in efficacy were 
observed as well as considerable numbers of drop out among the different treatments 
studies. Heterogeneity of social phobia (the subtype issue), comorbidity with other 
‘state’ disorders (especially other anxiety or depressive disorders) or comorbidity 
with personality disorders (in particular with the avoidant personality disorder) were 
pointed out as possible factors that may play a role in these observed differences in 
treatment efficacy. 
 With the introduction of DSM-III in 1980, the personality disorders have been 
described separated from the Axis I disorders (DSM-III, APA, 1980). As a 
consequence, research on personality disorders has gained interest. Topics that have 
been studied during the last decade include assessment methods, their relationship 
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with Axis I disorders, their influence on treatment outcome for Axis I disorders. In 
addition, the validity of the concept of personality disorder as a distinct categorical 
entity is a complex issue that is involved in most of these studies. 
 
 To get a comprehensive view of the comorbidity between personality 
disorders and social phobia, Chapter 1 reviews the prevalence rates of personality 
disorders among the anxiety disorders. Subsequently, differences between anxious 
patients with and without a personality disorder are summarized.  
 Chapter 2 further focuses on the comorbidity of personality disorders and 
anxiety disorders, with an emphasis on assessment methods for personality 
disorders and implications for cognitive and behavioural treatment. At the end of 
this chapter several interesting research lines are put forward, some of which will 
be attended to in the following chapters.  
 Chapter 3 presents a two-step method for the assessment of personality 
disorders, taking into account the sparse time (and high costs) in research settings 
and clinical practice for elaborate diagnostic procedures.   
 Chapter 4 addresses the overlap between social phobia and the avoidant 
personality disorder. Should we consider both disorders as distinct disorders, i.e. 
social phobia as an anxiety disorder on Axis I and avoidant personality disorder on 
Axis II, or do the findings warrant one category for both disorders - with only 
differences in severity ?   
 In Chapter 5, the results are described of a study into the impact of 
personality disorders on an exposure in vivo treatment for social phobia. Three 
groups were differentially examined on treatment outcome: Social phobic patients 
without any personality disorder, social phobic patients with a single diagnosis of 
an avoidant personality disorder and social phobic patients with more than one 
personality disorder. Comorbidity among personality disorders was partly taken 
into account, whereas separate analyses were done on the impact of additional 
Axis I disorders on treatment outcome for social phobia.  
 In Chapter 6, the long-term results of this study are described. Until now, 
only a few studies have been published that presented long-term follow-up data on 
the influence of personality disorders on treatment for social phobia. However, 
since personality disorders are described as chronic and inflexible, these long-term 
results seem at least as important as the short-term results.  
 Chapter 7 focuses on the therapeutic relationship in the treatment of social 
phobia. The question is examined which personality variables influence the quality 
of the therapeutic relationship.  
 Chapter 8 examines variables that influence dropout from an exposure in 
vivo treatment for social phobia. Besides the therapeutic relationship, personality 
variables are included as well. 
 Finally, the last chapter provides an overview of the main findings that arise 
from the foregoing chapters. The implications of these findings are discussed and 
recommendations for future research are presented.  
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In this thesis, the term 'features' is used when we refer to the criteria of the 
personality disorders (e.g. number of avoidant features assessed by the SCID). The 
term 'traits' is used when personality dimensions are considered (e.g. Introversion, 
Neuroticism). 
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1. 

 

The relationship between anxiety disorders 
and personality disorders: prevalence rates 

and comorbidity models∗  
 

                                                 
∗ This is a slightly revised version of Van Velzen, C.J.M. & Emmelkamp, P.M.G. (1999). The 
relationship between anxiety disorders and personality disorders: prevalence rates and 
comorbidity models. In Derksen, J. Maffei, C. & Groen, H. (Eds.):Treatment of Personality 
Disorders, pp.129-153. New York, Kluwer Academic/Plenum Publishers. With kind permission 
from Kluwer Academic Publishers. 
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Introduction 
The relationship between anxiety disorders and personality disorders has received a 
great deal of attention by researchers. This chapter describes the comorbidity of 
personality disorders and anxiety disorders. The data reviewed in this chapter were 
provided by prevalence and treatment outcome studies and the review is limited to a 
descriptive level of personality pathology (based on self-report and semi-structured 
interview). This review includes the following anxiety disorders: panic disorder, 
social phobia, generalized anxiety disorder and obsessive-compulsive disorder. 
Further, additional Axis I disorders and symptoms are summarized in order to 
provide an overall view on a descriptive level of the co-occurrence of Axis II 
disorders, anxiety disorders and related symptomatology. Finally, hypotheses 
concerning associations between anxiety disorders and personality disorders are 
discussed and areas for future research are outlined.  
Personality disorders and anxiety disorders: the concepts 
DSM-IV (APA, 1994) conceptualizes a personality disorder as an enduring pattern 
of inner experience and behaviour that is manifested in at least two of the following 
areas: cognition, affectivity, interpersonal functioning or impulse control. This 
pattern is pervasive and inflexible across a broad range of personal and social 
situations. It leads to clinically subjective distress or significant impairment in 
social, occupational, or other important areas of functioning. DSM-IV classifies 10 
personality disorders in three clusters. In cluster A, the so-called eccentric cluster, 
the schizotypal, schizoid and paranoid personality disorders are placed. Cluster B, 
referred to as the dramatic cluster, consists of the narcissistic, anti-social, borderline 
and histrionic personality disorders. Cluster C includes the avoidant, dependent and 
obsessive-compulsive personality disorders and is referred to as the anxious cluster. 
Further, a heterogeneous category is included, namely not otherwise specified 
(personality disorder NOS), for patients who fulfil criteria from different personality 
disorder categories but not enough for a specific personality disorder diagnosis.  
 Whereas the personality disorders are described on the second Axis of the 
DSM-IV (APA, 1994), the symptom disorders are placed on the first Axis. The Axis 
I disorders refer to a constellation of symptoms characteristic of the disorder. For the 
anxiety disorders, the most prominent characteristic is anxiety, which is described in 
behavioural, cognitive, affective and physiological symptoms. The symptoms are 
considered to be merely temporary and to disappear when the patient recovers from 
the episode. Whereas symptoms are considered to be abnormal disruptions of 
behaviour within a population, pathological personality features are viewed only to 
be quantitatively different between individuals. Another related issue is the ego-
syntonic character of the personality disorder, versus the ego-dystonic character of 
the Axis I disorder. In addition, anxiety disorders are assumed to be less stable in 
time and across situations compared with personality disorders. Although the 
differentiation of Axis I and Axis II makes theoretically sense, in practice, chronic 
Axis I disorders and changes in Axis II pathology have been reported in the literature 
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(e.g. Widiger & Shea, 1991). Furthermore, overlap between criteria of Axis I and II 
are found, e.g. social phobia and avoidant personality disorder.  
 
Prevalence rates of personality disorders 
In this section, research on the prevalence of personality disorders in panic disorder 
with and without agoraphobia, obsessive-compulsive disorder (OCD), social phobia 
and generalized anxiety disorder (GAD) are reviewed. Further, studies that compared 
prevalence rates of personality disorders in anxiety patients with the rates in normal 
subjects and depressive patients, as well as studies that compared the prevalence 
rates of personality disorders across anxiety patients are briefly discussed. Table 1.1 
summarizes the results of studies on the prevalence of personality disorder with 
panic disorder, social phobia, GAD and OCD. This review is restricted to those 
studies that used standardized assessment of personality disorder, either self-report or 
structured clinical interviews. Hence, studies in which a clinical diagnosis of 
personality disorder was provided, but apparently not based on a structured clinical 
interview are not included (e.g. Koenigsberg, Kaplan, Gilmore & Cooper, 1985; 
Rasmussen & Tsuang, 1986).  
Prevalence rates of personality disorders in panic disorder, social phobia, GAD and 
OCD 
The median prevalence rate of personality disorders found in panic disorder with or 
without agoraphobia was 52 (range 24 - 98%). The types of specific personality 
disorders found to be most prevalent was largely consistent across the studies. Either 
the avoidant personality disorder, the dependent personality disorder, or both 
personality disorders occurred most frequently in 15 of the 23 studies, regardless of 
the method of assessment that was used. The obsessive-compulsive and histrionic 
personality disorders were the next most diagnosed personality disorders. One study 
(Reich & Braginsky, 1994) focused on the prevalence of the paranoid personality 
disorder in panic disorder. They found that this personality disorder had the highest 
prevalence (in 54% of the sample) measured with the PDQ-R (Personality 
Diagnostic Questionnaire-Revised; Hyler, Skodol, Kellman, Oldham & Rosnick, 
1990), followed by the avoidant and dependent personality disorder (46 and 36%, 
respectively). This is a rather intriguing finding, because in none of the other studies 
the paranoid personality disorder was the most frequently diagnosed personality 
disorder in their panic sample. Reich and Braginsky explained the high prevalence of 
paranoid personality disorder in terms of patient’s characteristics: The patients were 
drawn from a tertiary outpatient care system "for patients who had nowhere else to 
go" (Reich & Braginsky, 1994, p. 262).  
 Eight studies reported prevalence rates of personality disorders in social 
phobia. Of these studies, six reported the percentages of the presence of one or more 
personality disorders, ranging from 23% (Mersch, Jansen & Arntz, 1995) to 90% 
(Alnaes & Torgersen, 1988), with a median of 46. Most personality disorder-
diagnosed patients had an avoidant personality disorder; the dependent personality 
disorder was also frequently present, followed by the obsessive-compulsive 
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personality disorder and the paranoid personality disorder. The two Dutch studies 
(Mersch et al., 1995; Jansen, Arntz, Merckelbach & Mersch, 1994) showed 
considerable differences in prevalence rates while using the same instrument i.e. the 
SCID-II-R (Structured Clinical Interview for DSM-III-R Personality Disorders; 
Spitzer, Williams, Gibbon & First, 1990). This might be due to differences in referral 
source: advertisement in local newspapers (Mersch et al., 1995) versus an outpatient 
sample at a mental health service (Jansen et al., 1994), the latter group having more 
personality pathology. Reich, Noyes and Yates (1989) assessed personality disorders 
with the PDQ-R in a small group of social phobics (fourteen patients): 57% of this 
group received a schizotypal personality disorder diagnosis, 42% a obsessive-
compulsive personality disorder diagnosis and only 21% an avoidant personality 
disorder diagnosis. This unique finding might be related to the use of this self-report 
questionnaire; Reich, Noyes and Troughton (1987) also found these personality 
disorders to be most prevalent in a panic sample.  Further, two studies (Schneier, 
Spitzer, Gibbon, Fyer & Liebowitz, 1991; Herbert, Hope & Bellack, 1992) assessed 
the prevalence rate of the avoidant personality disorder in samples of social phobic 
patients using the SCID-II, the rates found were 70 and 61%, respectively. 
 Seven studies have been published that examined the prevalence rates of 
personality disorder with GAD. The studies reported rates varying from 36 % 
(Mavissakalian, Hamann, Haidar & Groot, 1993) to 75% (Mancuso, Townsend & 
Mercante, 1993), with a median of 50%. In the Alnaes and Torgersen (1988), the 
Mauri, Sarno, Rossi, Armani et al. (1992) and the Sanderson, Beck and McGinn 
(1994) studies, the most common personality disorders were the avoidant and the 
dependent personality disorder. In the study of Mavissakalian et al. (1993) the 
avoidant personality disorder was most prevalent, followed by the schizotypal and 
paranoid personality disorders. Gasperini, Battaglia, Diaferia and Bellodi (1990) 
found a majority of personality disorder-NOS (Not Otherwise Specified; DSM-IV, 
APA, 1994) in their sample. The personality disorder NOS diagnosis was the second 
most diagnosed personality disorder (besides the dependent personality disorder) in 
the sample of Sanderson, Beck and McGinn (1994). Finally, Sanderson, Wetzler, 
Beck and Betz (1994) and Mancuso et al. (1993) found the highest rate of obsessive-
compulsive personality disorder, followed by the avoidant personality disorder.  
 The personality disorder rates found in samples of patients with OCD varied 
between nine and 87% in the samples studied (with a median of 52%). The avoidant, 
dependent and histrionic personality disorders were most frequently found. Further, 
the obsessive-compulsive personality disorder was also frequently found when 
personality disorders were assessed with a semi-structured interview, whereas 
borderline and schizotypal personality disorder occurred more often when the 
personality disorder diagnosis was made on the basis of a self-report questionnaire.  
 To conclude, about half of the anxiety patients receive one or more personality 
disorder diagnoses. The personality disorders that have predominantly been assessed 
in these samples were the avoidant and dependent personality disorder. There are 
large discrepancies among the prevalence rates of specific personality disorders 
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within each anxiety disorder category. Although the findings are fairly consistent 
across the studies in finding the same specific personality disorders to be most 
prevalent (avoidant and dependent), the number of personality disorders diagnosed, 
varies enormously. These discrepancies may be partly due to differences in 
assessment method. Other factors that may influence the prevalence rates of 
personality disorder diagnoses are related to sample characteristics. In most studies, 
the assessment of personality disorders was part of a comparative treatment outcome 
study. Inclusion criteria may be more or less stringent or the source of referral may 
be biased, which may lead to differences in sample characteristics. Although not 
reported in every study, most studies reviewed in this chapter studied outpatients or 
patients who sought treatment. Exclusion criteria were rarely mentioned in these 
reports. 
Comparisons with normal subjects and depressive patients 
Comparisons of prevalence rates of personality disorders between anxiety patients 
and normal subjects or depressive patients may shed a light on the questions whether 
and which specific personality disorders are more prevalent in anxiety patients 
compared to other samples. Studies that compared prevalence rates of personality 
disorders between the anxiety disorders and normal controls showed a greater risk of 
personality pathology in panic disorder (Reich & Troughton, 1988; Wetzler, Kahn, 
Cahn, Praag & Asnis, 1990; Noyes, Reich, Suelzer & Christiansen, 1991; Diaferia, 
Sciuto, Perna et al., 1993), social phobia (Reich, Noyes & Yates, 1989), GAD 
(Gasperini et al., 1990) and OCD (Black, Yates, Noyes, Pfohl & Kelley, 1989; 
Black, Noyes, Pfohl, Goldstein & Blum, 1993). The findings tentatively suggest that 
differences in personality pathology are not related to one or more specific 
personality disorders, but to the whole range of personality disorders. In addition, 
personality disorder diagnoses and features from cluster C (avoidant, dependent, 
obsessive-compulsive and passive-aggressive personality disorder) were most often 
reported to be more prevalent in anxious patients compared with normal controls. 
The study of Wetzler et al. was unique in finding more narcissistic personality 
disorders in the normal control group (44% versus 7%). They related this finding to 
the method of assessment (the MCMI, Millon, 1983). 
 As for comparisons between anxiety disorders and depressive disorders, the 
prevalence rates of personality disorders in social phobia have not yet been 
compared with depressive disorder. Two studies have been done on OCD (Joffe, 
Swinson & Regan, 1988) and GAD (Mauri et al., 1992). Both studies did not find 
any difference in prevalence rates of personality disorder diagnoses in the anxiety 
sample compared to the depressive sample. A number of studies examined the 
prevalence rates between panic disorder and depressive disorder (Reich & Noyes, 
1987; Alnaes & Torgerson, 1990; Wetzler et al., 1990; Hoffart & Martinsen, 1992; 
Mauri et al., 1992; Mellman, Leverich, Hauser et al., 1992; Flick, Roy-Byrne, 
Cowley, Shores & Dunner, 1993). Further, a number of studies have compared 
mixed anxiety samples with depressive samples (Tyrer, Casey & Gall, 1983; Flick 
et al., 1993). 



 

 

  Table 1.1: Prevalence rates of personality disorders with panic disorder, social phobia, generalized anxiety disorder,  
  Obsessive–compulsive disorder  

Instrument N/ %a  AVO DEP COM PAS SZT PAR SZD HIS BOR NAR ANT NOS MPD 

Self-report Panic disorder with agoraphobia 
PDQ Mavissakalian & Hamann (1986) 60/27 17b 15 0 0 3 2 0 12 0 0 - - 12 
PDQ Reich, Noyes & Troughton (1987) 88/47 13 27 12 1 34 5 1 17 16 1 1 - - 
PDQ Mavissakalian & Hamann (1988) 187/40 21 19 0 1 9 3 0 13 2 0 - - 20 
PDQ-R Pollack, Otto, Rosenbaum & Sachs (1992) 100/42 22 7 21 8 8 19 11 22 23 12 4 - 19 

PDQ-R Reich & Braginsky (1994) 28/- 46 36 25 - - 54 - 25 - - - - - 
MCMI-I Wetzler, Kahn, Cahn, Praag & Asnis (1990) 20/73 13 27 7 33 0 0 13 20 7 7 0 - - 

MCMI-I Chambless, Renneberg, Goldstein  et al. (1992) 48/98 38 67 4 63 10 4 25 35 48 6 0 - - 

MCMI-I Reich, Noyes & Troughton (1987) 88/61 16 31 11 24 1 1 11 12 11 6 5 - - 
MCMI-II Chambless, Renneberg, Goldstein  et al. (1992) 117/91 39 44 25 33 9 7 24 31 18 21 15 - - 

Structured interview  
SCID-II Friedman, Shear & Frances (1987) 26/58 - - - - - - - - -  - - 19 4 
SCID-II Green & Curtis (1988)  25/52 20 8 12 0 8 4 0 4 0 0 4 8 16 
SCID-II-R Jansen, Arntz, Merckelbach et al. (1994) 85/39 23 12 8 1 2 6 0 3 3 1 0 - 14 

SCID-II Brooks, Baltazar, McDowell et al.(1991) 30/53 27 10 27 10 0 20 0 7 10 10 0 - 27 

SCID-II Renneberg, Chambless & Gracely (1992) 133/56 32 13 12 7 1 13 1 13 10 7 1 4 29 

SCID-II-R Sanderson, Wetzler, Beck & Betz (1994)               

 panic disorder 46/30 7 4 9 2 0 0 0 2 2 2 0 7 4 

 panic disorder with agoraphobia 99/24 9 8 8 3 0 0 0 3 1 1 0 2 11 

SCID-II Hoffart, Thornes, Hedley & Strand (1994)               

 agoraphobia without panic 21/52 48 19 10 5 0 0 0 0 10 5 0 - - 

 panic with agoraphobia 57/54 32 18 16 7 0 12 0 14 9 2 4 - - 

SCID-II-R Dreessen, Arntz, Luttels & Sallaerts (1994) 31/45 19 19 6 3 0 13 0 0 6 0 0 - - 

SIDP Reich, Noyes & Troughton (1987) 88/43 20 18 8 2 0 6 0 10 7 0 1 - - 
SIDP Alnaes & Torgersen (1988)               
 panic disorder 39/72 56 43 8 8 13 0 0 10 13 5 0 - - 
 agoraphobia without panic 16/87 81 50 37 19 12 12 0 12 12 0 0 - - 



 

 

  Table 1.1 (continued) 
Instrument  N/ %a  AVO DEP COM PAS SZT PAR SZD HIS BOR NAR ANT NOS MPD 
SIDP-R Scuito, Diaferia, Battaglia,  

Gabriella & Bellodi (1991) 
48/60 10 12 6 10 2 12 6 27 4 4 0 12 27 

SIDP-R Diaferia, Scuito, Perna et al. (1993) 101/77 18 19 14 12 3 15 2 35 6 16 - - 16 
PDE Mauri, Sarno, Rossi et al. (1992) 40/50 18 18 5 15 5 5 0 2 25 7 0 - 30 
PDE Crino & Andrews (1996) 109/3 1 0 0 0 0 0 0 1 1 0 0 - 0 
Self-report  Social phobia        
PDQ Reich, Noyes & Yates (1989) 14/? 21 21 42 0 57 14 0 21 21 0 0 - - 
MCMI Tran & Chambless (1995) 46/? 37 24 15 11 11 0 22 2 6 2 0 - - 
Structured interview               
SCID-II Turner, Beidel, Borden et al.  (1991) 68/37 22 1 13 0 0 1 0 4 1 1 3 - - 
SCID-II-R Jansen, Arntz, Merckelbach  et 

al.(1994) 
32/56 31 31 16 0 3 12 0 6 6 6 0 - - 

SCID-II-R Sanderson, Wetzler et al. (1994) 51/61 37 18 4 2 0 2 0 2 0 4 0 8 16 
SCID-II-R Mersch, Jansen & Arntz (1995) 34/23 18 3 0 0 0 6 0 0 0 0 0 - - 
PDE Crino & Andrews (1996) 69/33 29 4 1 1 0 1 0 3 1 3 0 - 9 
Self-report  Generalized Anxiety Disorder         
PDQ Mavissakalian, Hamann, Haidan et 

al.(1993) 
39/36 26 5 3 3 10 10 0 8 0 0 0 - - 

Structured interview               

SIDP Alnaes & Torgersen (1988) 11/72 45 18 9 0 18 9 9 18 27 0 0 - - 

SIDP Gasperini, Battaglia et al. (1990) 46/58 4 6 15 2 6 2 2 17 4 4 0 39 - 

PDE Mauri,et al. (1992) 37/41 19 22 8 3 0 8 3 0 11 3 0 - 25 

SCID-II Mancuso, Townsend & Mercante 
(1993) 

44/75 14 7 20 0 0 11 7 11 0 4 0 - - 

SCID-II-R Sanderson, Wetzler and McGinn 
(1994) 

78/49 13 5 23 5 0 4 0 4 4 4 0 5 18 

Self-report  Obsessive–compulsive disorder         
PDQ Black, Yates, Noyes, et al. (1989) 21/33 0 24 0 0 14 0 0 24 24 0 0 - - 
PDQ Mavissakalian, et al.  (1990a) 43/53 30 19 2 0 16 7 0 26 5 0 - - 30 
PDQ Mavissakalian, et. al (1990b) 51/49 26 20 2 0 14 20 0 24 4 0 2 - 28 
PDQ Steketee (1990) 26/50 27 38 4 8 35 11 0 31 11 0 0 - 42 
MCMI Joffe, Swinson & Regan (1988) 23/83 56 56 4 61 17 17 26 17 39 9 13 - - 



 

 

  
  
 

Table 1.1 (continued) 
Instrument  N/ %a  AVO DEP COM PAS SZT PAR SZD HIS BOR NAR ANT NOS MPD 
Structured interview              
SCID-II-R Stanley, Turner & Borden (1990) 25/48 12 4 28 0 8 4 4 12 0 0 0 - 30 
SCID-II-R Sanderson, Wetzler et al. (1994) 21/24 5 5 5 0 0 0 0 5 0 0 0 5 5 
SIDP Alnaes & Torgersen (1988) 9/67 44 11 44 22 0 0 0 11 11 22 0 - - 
SIDP Baer, Jenike, Ricciardi et al.  (1990) 96/52 5 12 6 0 5 5 1 9 4 0 0 15 6 
SIDP-R Sciuto et al. (1991) 30/69 27 13 3 13 0 20 0 23 3 3 0 10 33 
SIDP-R Baer, Jenike, Black et al.  (1992) 55/60 25 24 16 16 9 7 2 7 9 0 0 7  
SIPD Black, Noyes, Pfohl et al. (1993) 32/87 22 50 28 47 19 16 0 9 19 6 0 9 - 
PDE Crino & Andrews, (1996) 80/9 1 0 7 0 0 0 0 0 1 0 0 - 1 

   Note N - sample size; avo - avoidant; dep - dependent; com - obsessive-compulsive; pas - passive aggressive; szt - schizotypal; par - paranoid;  
   szd - schizoid; his - histrionic; bor - borderline; nar - narcissistic; ant – anti-social; nos - not otherwise specified; mpd - more than one personality 
   disorder; [-] - not reported; PDQ (R) - Personality Diagnostic Questionnaire (Revised) (Hyler, Skodol, Kellman et al., 1990); MCMI - Millon  
   Clinical Multiaxial Inventory (Millon, 1983); SIDP-R- Structured Clinical Interview for the DSM-III (R) Personality Disorders (Stangl, Pfohl,  
   Zimmerman et al., 1985); PDE - Personality Disorder Examination (Loranger, Susman, Oldham &   Russakoff, 1987). a percentage of the sample 
   with at least one personality disorder; b percentage of the sample with the specific personality disorder; This figure  may not add up to the  
   combined total of the specific PD prevalence rates due to the fact that more than one diagnosis can be given to one patient.
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The differences in findings across these studies preclude any conclusions on 
associations between specific personality disorders and panic disorder or anxiety 
disorders in general. A critical remark should be made here. A substantial number of 
anxiety patients are depressed or have had past episodes of depression. This issue has 
been neglected in most of the studies discussed above, however, it could explain the 
differences in findings. Two studies did take into account lifetime additional 
diagnoses (Alnaes & Torgersen, 1990; Garyfallos, Adamopoulou, Voikli et al., 1994) 
and both studies compared the prevalence rates of personality disorders in anxious 
and depressive patients without a lifetime additional (depressive and anxious) 
diagnosis. Garyfallos et al. found no differences in percentages of personality 
disorders between the samples. Alnaes and Torgerson found more obsessive-
compulsive personality disorders in the major depressive group compared with the 
panic group but not compared with a mixed anxiety group. Mauri et al. (1992) 
excluded patients with an additional Axis I disorder from their depressive, panic and 
GAD samples (Mauri et al., 1992) and no differences were found in prevalence rates 
of personality disorders between the depressive and both anxiety groups. In sum, the 
findings suggest that personality disorders co-occur as frequently with depressive 
disorders as with anxiety disorders, however, more studies are needed before any 
firm conclusions can be drawn. 
Comparison of personality disorders across anxiety disorders 
Although a preponderance of avoidant and dependent personality disorder was found 
in all anxiety samples, comparing the prevalence rates of personality disorders across 
the anxiety disorders might demonstrate a specific relationship between an anxiety 
disorder and one of these particular personality disorders. Although the number of 
studies that compared the personality disorders across the anxiety disorders is 
limited, some preliminary conclusions can be drawn. Comparisons among the 
anxiety disorders have resulted in a few differences that were mostly related to 
personality disorder features and not to a specific personality disorder diagnosis. This 
may indicate that the personality patterns of patients with specific anxiety disorders 
are largely similar (cluster C) (Sciuto, Diaferia, Battaglia et al., 1991; Mauri et al., 
1992; Mavissakalian et al., 1993; Flick et al., 1993; Blashfield, Noyes, Reich, 
Woodman, Cook & Garvey, 1994; Sanderson, Wetzler et al., 1994).  In addition to 
social phobia, as far as it has been compared with other anxiety disorders, this 
anxiety disorder had more personality pathology compared to the other anxiety 
disorders (Alnaes & Torgerson, 1988; Reich et al., 1989; Jansen et al., 1994; 
Sanderson, Wetzler et al., 1994; Noyes, Woodman, Holt, Reich & Zimmerman, 
1995; Crino & Andrews, 1996). However, no specific associations can be pointed 
out, since the personality disorders found to be more prevalent differed per study.  
 The comorbidity among the anxiety disorders has largely been neglected in the 
above- mentioned studies. Several studies indicated that most patients fulfil 
diagnostic criteria for more than one anxiety disorder (e.g. Ameringen, Mancini, 
Styan & Donison, 1991; Rapee, Sanderson & Barlow, 1988). In particular, social 
phobia and simple phobia were often found to co-occur with other anxiety disorders 
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(Brown & Barlow, 1992). This means that comparisons of personality disorder rates 
among the various anxiety disorders are difficult to interpret unless the comorbidity 
of other anxiety disorders is controlled for. Now that we have some idea of the 
comorbidity of personality disorders with anxiety disorders, the next question is: 
What does it mean when half of the anxiety patients receive at least one personality 
disorder diagnosis? Are there any differences between anxious patients with and 
without a personality disorder? And, if we find any differences, how should we 
explain these? In the next section, an attempt will be made to answer these questions. 
 
Differences between anxious patients with and without a personality disorder 
After the separation of the personality disorders (Axis II) from symptom disorders 
(Axis I), an increasing number of studies have examined the co-occurrence of Axis I 
and Axis II disorders. In addition, the clinical impression that anxiety patients who 
have a comorbid personality disorder are difficult to treat could be systematically 
studied. For example, the co-occurrence of a (specific) personality disorder may lead 
to differences in clinical features in anxiety patients compared with anxious patients 
without that personality disorder.  
 There is some evidence that the presence of a personality disorder influences 
treatment outcome of Axis I disorders negatively. Reich and Green (1991) reviewed 
the influence of personality disorders on treatment outcome for various Axis I 
samples and found that the presence of a personality disorder was negatively related 
to treatment outcome. However, they did not take into account co-occurring 
symptoms, such as depressive features, which may have also had a negative 
influence on treatment of the anxiety disorder (e.g. Wittchen, Essau & Krieg, 1991). 
Most of the studies did not properly take into account the severity of the Axis I 
disorders or co-occurrence of additional Axis I disorders which might also have 
implications for treatment outcome (Brooks, Baltazar & Munjack, 1989). In the next 
section, we will first examine whether patients with a personality disorder differ from 
patients without a personality disorder with respect to reported symptomatology, 
related or unrelated to the primary anxiety disorder. Next, we summarize the co-
occurrence of additional anxiety and depressive disorders in both groups. 
Differences in symptomatology 
Table 1.2 provides an overview of differences between patients with and without a 
personality disorder on reported symptomatology. It should be noted that this 
overview is restricted to those symptoms that were assessed in the studies. 
Consequently, the resulting symptom patterns reported in most of these studies 
probably reflect a lower rate of concurrent symptomatology than would have been 
observed using a broader range of psychopathology measures.  
 Most studies were conducted with patients with panic disorder with or without 
agoraphobia. Concerning the relationship between personality disorders and severity 
of the primary Axis I disorder, the reported data are inconclusive. Some studies did 
find that panic patients with a personality disorder report more severe panic and 
agoraphobic symptoms (Mavissakalian & Hamann, 1988; Noyes, Reich, 
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Christiansen et al., 1990; Noyes et al., 1995). Other studies found no differences in 
severity of panic and agoraphobic symptoms (Reich & Troughton, 1988; Chambless, 
Renneberg, Goldstein & Gracely, 1992; Renneberg, Chambless & Gracely, 1992; 
Mellman et al., 1992; Dreessen, Arntz, Luttels & Sallaerts, 1994). Hoffart, Thornes, 
Hedley and Strand (1994) found that avoidant and dependent personality disorders 
were related to symptom severity. Further, in six studies, social phobic and/or 
depressive symptoms were found to be more severe in panic patients with a 
personality disorder, in one study a non-significant difference in depressive 
symptoms was found (Dreessen et al., 1994). Mellman et al. (1992) found no 
differences in number of depressive episodes. In the remaining studies, social phobic 
symptoms or depressive symptoms were not measured. As far as it has been 
measured, the relationship between personality disorders and social phobic and 
depressive symptoms has consistently been shown in panic samples. This might be 
explained by the fact that the avoidant personality disorder is highly prevalent among 
these patients. 
 As will be outlined in more detail below, social phobia and avoidant 
personality disorder overlap to a great extent. The findings of Chambless et al. 
(1992) support this view: In their study, social phobic symptoms and depressive 
symptoms were related to the avoidant personality disorder. Reich and Braginsky 
(1994) compared a sample of panic patients (82% had also agoraphobic complaints) 
with or without paranoid personality disorder. The comorbid group had an earlier 
onset and longer duration of illness, they received more personality disorder 
diagnoses, reported more overall pathology, Interpersonal Sensitivity, Hostility and 
depressive symptoms. No differences were found concerning General Anxiety or 
Phobic Anxiety. Three studies compared the differences between social phobics with 
any personality disorder and social phobics without any personality disorder. Some 
evidence was found for more severe symptomatology in the comorbid group 
(Mersch et al., 1995; Noyes et al., 1995). Turner, Beidel, Borden, Stanley and Jacob 
(1991) compared social phobics with or without additional Axis I and/or comorbid 
personality disorders on severity of symptomatology (see Table 1.2). They found that 
social phobics with comorbid Axis I and/or Axis II diagnoses reported more severe 
depressive symptomatology compared with the social phobics without a comorbid 
diagnosis. Social phobics with a personality disorder, regardless of the presence of an 
additional Axis I disorder, did not differ on anxious symptomatology. In contrast, 
social phobics with an additional Axis I disorder, regardless of the presence of a 
personality disorder, reported more severe anxious symptomatology.  
 A number of the studies have compared social phobia and avoidant 
personality disorder. This is not surprising given the overlap in criteria between 
generalized social phobia and avoidant personality disorder: The main characteristic 
of both disorders is a fear of being negatively evaluated, resulting in avoidance of 
social situations or feeling extremely uncomfortable in social situations. Further, 
both disorders are chronic conditions, possibly starting at the same developmental 
phase in life (DSM-IV, APA, 1994). Differences in social skills have been thought to 
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be the distinguishing factor between social phobia and avoidant personality disorder 
(Brooks et al., 1989). Some studies found indeed that avoidant personality disorder 
patients were less socially skilled than the social phobic patients (Turner, Beidel, 
Dancu & Keys, 1986; Marks, 1985; Greenberg & Stravynski, 1983). More recently, 
however, these findings have not been replicated (Turner, Beidel & Townsley, 1992; 
Herbert et al., 1992). This could be due to the fact that the more recent studies used 
the DSM-III-R criteria in which the boundaries between social phobia (generalized 
type) and avoidant personality disorder are even less clear (Turner et al., 1992) than 
under DSM-III criteria.  
 
 
Table 1.2: Comparison of symptomatology between patients with and without 
a personality disorder (PD) 

Study  N Findings 

Panic disorder with or without agoraphobia 
Mavissakalian et al. (1988) 
High PD features versus 
Low PD features group 

 188 High features group reported more overall 
symptomatology. Predictor for PD features: 
depressive symptoms and social anxiety 

Noyes et al. (1990)  89 More severe anxiety symptoms and phobic 
avoidance in PD group 

Reich and Throughton (1988)  204 Predictor for the presence of any PD: state 
depression; PD was not related to state anxiety 

Chambless et al. (1992)  165 Social anxiety and depressive symptoms were 
related to the presence of avoidance PD; Depressive 
symptoms were also related to anti-social and 
paranoid PD. No differences in number of panic 
attacks or severity of agoraphobia 

Renneberg et al. (1992)  133 More depressive and social anxiety symptoms in PD 
group; No differences in severity or duration of 
agoraphobia or frequency of panic attacks 

Mellman et al. (1992)  23 No differences in chronicity or duration nor in 
severity of agoraphobia, frequency of panic attacks 
or depressive episodes 

Dreessen et al. (1994)  31 No differences, although a trend towards more trait 
anxiety and depressive symptoms in the PD group 

Noyes et al. (1995)  72 Phobic anxiety was associated with most PDs  

Hoffart et al. (1994)  78 Avoidant & dependent traits were related to 
symptom severity; more agoraphobic cognitions 
concerning social/behavioural control, more trait 
anxiety, more depressive symptoms in PD group 

Social phobia   

Turner et al. (1991) 
1) Social phobia and additional Axis I 
2) Social phobia and Axis II 
3) Social phobia and Axis I and II 
4) Social phobia 

 71 More severe depressive symptomatology in all 
comorbid groups; More severe anxiety symptoms in 
the additional Axis I group (regardless of the 
presence of a PD)  

   Table continued on the next page 
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Study  N Findings 

Mersch et al. (1995) 34 More severe target symptoms in PD group; No 
difference in overall symptomatology, although a 
trend toward more overall symptomatology in PD 
group 

Noyes et al. (1995)   46 Phobic anxiety was associated with most PDs from 
cluster A and C 

Obsessive compulsive disorder (OCD)   

Mavissakalian et al. (1990a)   43 Depressive symptoms: best overall predictor for PD 
features; PD features were related to more severe 
OCD symptomatology, dysphoric mood and more 
overall psychopathology 

Bear et al. (1990)  96 Presence of PD was not related to severity of OCD 

Steketee (1990)  26 No differences on target symptoms; Associations 
between target symptoms and passive- aggressive 
PD, depressive symptoms and paranoid PD, trait 
anxiety and anti-social, borderline and avoidant PD 

Bear et al. (1992)  55 Number of PD and cluster A and B related to OCD 
symptomatology; Number of PD was not related to 
depressive symptoms 

Mixed anxiety disorders   

Dreessen et al. (1994)  57 More overall psychopathology and more depressive 
symptoms in PD group 

Sanderson, Wetzler et al. (1994)  347 More depressive symptoms in comorbid group, 
however, looking at the specific anxiety disorder, 
this only holds true for panic disorder with 
agoraphobia; No differences in reported anxiety 
between both groups 

Mixed anxiety and depressive patients   

Flick et al. (1993) 
 

 352 Comorbid PD was related to more depressive and 
anxious symptoms 

 
 Following the severity continuum hypothesis (Liebowitz, Gorman, Feyer & 
Klein, 1985; Reich & Yates, 1988), a series of studies have been conducted to 
examine the hypothesis that avoidant personality disorder and social phobia only 
differ in severity rather than being conceptual different. Early results revealed that 
individuals with an avoidant personality disorder reported higher levels of emotional 
distress and interpersonal sensitivity (Turner et al., 1986) and were more socially 
avoidant (Turner et al., 1986; Greenberg & Stravynski, 1983) than social phobics 
without an avoidant personality disorder. Heimberg, Hope, Dodge and Becker (1990) 
found that generalized social phobics were more anxious, more depressed and 
performed more poorly on behavioural tests than a discrete subtype, the public 
speaking phobics. More recently, the problem has been addressed in four studies 
which compared discrete social phobia with generalized social phobia with or 
without the avoidant personality disorder (Holt et al., 1992; Herbert et al., 1992; 
Turner et al., 1992; Tran & Chambless, 1995) on physiological, behavioural, 
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cognitive and subjective dimensions. The results of these studies all failed to show a 
qualitative distinction between the generalized social phobia and the avoidant 
personality disorder on these dimensions. The differences found between the 
generalized social phobia and the avoidant personality disorders were related to 
severity of the disorder (e.g. general distress, severity of the social anxiety or social 
functioning), and depressive symptomatology. However, these differences were also 
found between the generalized social phobia and the discrete social phobia, the 
generalized social phobics (without an avoidant personality disorder) being more 
generally distressed (Turner et al., 1992). These findings are further supported by 
treatment outcome studies that examined the differential treatment outcome in 
(generalized) social phobia with or without an avoidant personality disorder (e.g. 
Brown, Heimberg & Juster, 1995; Feske, Perry, Chambless, Renneberg & Goldstein, 
1996). These studies reported that social phobic patients with an avoidant personality 
disorder had a more severe symptom pattern (before and after treatment) than social 
phobics without an avoidant personality disorder. In addition, in these studies and in 
the study of Schneier et al. (1991) only a minority of discrete social phobics was 
diagnosed with an avoidant personality disorder compared with generalized social 
phobic patients. Interpreting these findings in the light of the severity continuum 
hypothesis, the avoidant personality disorder appears to be the most severe diagnosis, 
followed by the generalized social phobia, the discrete social phobia being the least 
impaired social anxious disorder. An argument in favour of two separate categories 
of avoidant personality disorder and generalized social phobia is the high prevalence 
rates of avoidant personality disorders in the other anxiety disorders. However, 
taking in account the frequent occurrence of social phobia as an additional diagnosis, 
the question raises, what has been assessed? Social phobia or the avoidant 
personality disorder, thus, the issue of two distinct categories remains questionable 
(see also Chapter 4).  
 In two OCD studies, no differences were found between OCD patients with or 
without a personality disorder on severity of the OCD symptoms (Baer, Jenike, 
Ricciardi et al., 1990; Baer, Jenike, Black, Treece, Rosenfeld & Greist, 1992). 
However, in the second study, clusters A and B were associated with more severe 
OCD symptomatology. Also, the number of personality disorders per individual was 
positively related to severity of OCD symptoms but not to depressive symptoms 
(Baer et al., 1992). Steketee (1990) found no differences in severity on target 
situations between patients with or without a personality disorder, although specific 
personality disorder features were related to specific symptoms. In contrast, 
Mavissakalian, Hamann and Jones (1990a) found that the severity of the OCD 
symptoms, the overall level of psychopathology and depressive symptoms were 
related to the presence of a personality disorder.  Stanley, Turner and Borden (1990) 
compared OCD patients with threshold (n=2) and sub-threshold (n=7) schizotypal 
personality disorder with OCD patients with other or no personality disorder (n=18). 
They found that the schizotypal group received more often a diagnosis of social 
phobia, reported more psychotic-like experiences and obsessions regarding self-
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evaluative concerns. The level of reported general anxiety, depression and obsessive-
compulsive symptoms did not differ between both groups that could be related to the 
fact that in the non-schizotypal group, other personality disorders were included. 
Differences in additional Axis I disorders 
In Table 1.3, anxious patients with and without a personality disorder have been 
compared on additional Axis I disorders. As can be seen, anxious patients with a 
personality disorder tend to receive more often additional Axis I disorders, especially 
depressive disorders. Most studies have been done with panic disorder or among 
social phobics with or without an avoidant personality disorder. The results of the 
limited number of studies on OCD and mixed anxiety disorders suggest a similar 
pattern of comorbidity.  
 Three studies have compared patients with a pure anxiety disorder, with 
patients with a pure depressive disorder and patients with both anxiety and 
depressive disorder on the prevalence rates of personality disorders. In the comorbid 
groups more avoidant, dependent, paranoid and borderline personality disorder 
diagnoses were found (Alnaes & Torgersen, 1990; Hoffart & Martinsen, 1992; 
Voikli et al., 1994). This finding emphasizes the importance of controlling for 
additional depressive disorders when comparing the prevalence rates of personality 
disorders among anxious samples. It is important to learn how these symptoms and 
features are related in order to better understand and more effectively treat the 
disorders. However, the relationship between anxiety and depression is still an issue 
of considerable debate and warrants further study. It is still unclear whether both 
constructs can be meaningfully separated (Stavrakaki & Vargo, 1986) or whether a 
third intermediary diagnostic category may be included with a mixed anxiety-
depression syndrome (Dobson, 1985).  
 To conclude, the available data suggest that anxious patients with a personality 
disorder report more depressive symptoms and disorders than anxious patients 
without a personality disorder. In studies on panic disorder, additional social phobic 
symptoms were related to the presence of a personality disorder. Further, the studies 
are inconclusive with respect to the relationship between severity of the primary Axis 
I disorder symptoms and the presence of a personality disorder, except for social 
phobia and a comorbid avoidant personality disorder. The latter group was 
consistently found to have more severe social phobic and depressive symptoms. 
Comparisons between specific personality disorders and anxiety disorders await 
further systematic study. A more fruitful approach to examine this issue is to 
compare within a specific anxiety disorder the patients with a specific personality 
disorder with the patients without any personality disorder, instead of lumping the 
remaining personality disorders together with the patients without a personality 
disorder in one group. Further, additional Axis I disorders need to be taken into 
account. 
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Comorbidity Models 
Several models have been proposed for the comorbidity of personality disorders and 
Axis I disorders (Docherty, Fiester & Shea, 1986), personality disorders and 
depressive disorders (Farmer & Nelson-Gray, 1990), personality disorders and panic 
disorder and/or agoraphobia (Starcevic, 1992), personality disorders and anxiety 
disorders (Stein, Hollander & Skodol, 1993) and personality traits and Axis I 
disorders (Clark, Watson & Mineka, 1994). Both descriptive as well as causal 
models have been suggested (Farmer & Nelson-Gray, 1990): 

- Predisposition or vulnerability model: Certain personality disorders may 
predispose to the development of an anxiety disorder; 

- Continuity model: Certain personality disorders are viewed as the sub-
clinical manifestation of a slowly developing anxiety disorder; 

- Complication model: a personality disorder develops as a result of an 
enduring anxiety disorder; 

- Co-effect model: Personality disorders and anxiety disorders are two 
separate psychobiological structures, but co-occur as a result of a third 
common factor or causal process; 

- Attenuation model: Both disorders are alternative expressions of the same 
genetic or constitutional liability. 

The above-mentioned models are of a causal nature. The following models are of a 
descriptive nature and especially relevant to keep in mind when cross-sectional 
studies will be done on comorbidity of anxiety disorders and personality disorders. 

- The pathoplasty or modification model: An interaction is assumed between 
certain personality disorders and Axis I disorder, both occurring at the 
same time and this interaction is manifested in specific symptomatology, 
specific course of illness and prognosis; 

- Orthogonality hypothesis: Comorbidity of personality disorders and 
anxiety disorders is the result of chance co-occurrence;  

- Overlapping symptomatology hypothesis: Comorbidity of personality 
disorders and anxiety disorders are supposed to be the artefact of 
overlapping criteria of both disorders; 

- Heterogeneity hypothesis: This suggests in fact that in a given 
heterogeneous (sub-) population, support for any of the above-mentioned 
models or hypotheses might be found, depending on the sample that is 
studied.  

To date, the latter hypothesis seems to be the best supported (e.g. Farmer & 
Nelson-Gray, 1990; Clark et al., 1994). This hypothesis stresses the importance of 
taking into account the sample characteristics. Sample characteristics might be 
influenced by the design of the study and the site where the samples were drawn 
from. Most studies examined the personality disorder prevalence rates in patients 
who sought treatment at an (specialized) institute and these patients had to fulfil 
the inclusion criteria for a treatment study. These inclusion criteria might differ 
among studies, e.g. exclusion of depressive disorders according to the particular 
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objectives of the study. Also, the referral source may lead to differences in sample 
characteristics. 
 
Table 1.3: Secondary Axis I diagnoses associated with personality disorders 
(PD) 

Study  N Findings 

Panic disorder with or without agoraphobia  

Reich et al. (1987)  88 Major depression 

Noyes et al. (1990)     89 Current & past major depression 

Pollack et al. (1992)  100 Major depression; social phobia; generalized anxiety 
disorder; simple phobia 

Renneberg et al. (1992)  133 Social phobia; simple phobia; dysthymia 

Friedman et al. (1987)  26 No differences in additional Axis I disorders 

Social phobia  

Turner et al. (1991)  66 35% only social phobia; 15% comorbid PD; 
23% additional Axis I; 27% Axis I and PD; No 
associations reported concerning additional Axis I 
and PDs  

Holt et al. (1992)  33 More depressive disorders in social phobics with 
avoidant PD; No differences in percentages of 
additional anxiety disorders;  

Herbert et al. (1992)    23 More additional Axis I and PDs in social phobics 
with avoidant PD 

Brown et al. (1995)   102 More mood disorders in social phobics with 
avoidant PD; More additional anxiety disorders in 
generalized social phobics without an avoidant PD 
(compared to generalized social phobics with an 
avoidant PD and discrete social phobics) 

Hofmann et al. (1995)    30 87% of the social phobics with an avoidant PD 
versus 50% of the social phobics without an 
avoidant PD received an additional diagnosis (not 
significant) 

Mixed anxiety and depressive patients  
Flick et al. (1993)  352 Lifetime Axis I diagnoses 

 
Differences in sample characteristics might also be reflected in the prevalence rates 
of personality disorders, the severity of the Axis I symptomatology or additional 
symptomatology. Unfortunately, this hypothesis does not widen our understanding of 
the relationship between anxiety disorders and personality disorders. However, it 
does encourage us to focus on specific personality disorders and specific anxiety 
disorders. 
Avoidant and dependent personality disorders and the anxiety disorders 
Given the fact that the avoidant personality disorder is not specifically related to 
social phobia but also to panic disorder, OCD and GAD, a non-specific link between 
avoidant personality disorder and panic disorder with or without agoraphobia, OCD 
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and GAD might exist. Mavissakalian et al. (1993) found five features to be most 
common in both OCD, GAD and panic patients, three of these features were from 
the avoidant personality disorder category: desire for affection, low self-esteem and 
hypersensitivity to rejection. This finding indicates that the relationship between 
some avoidant features and any anxiety disorder is of a more global nature, rather 
than specific. It could be that these features are predisposing conditions to the 
development of any anxiety disorder, while other factors may contribute to the 
specificity of the anxiety disorder. Alternatively, these features may be the result of a 
chronic anxiety disorder, that is to say that changes in personality can occur because 
of the enduring anxiety disorder or the personality change can be seen as an 
epiphenomenon of the present anxiety disorder. Some support for the latter is found 
in that some avoidant personality features were no longer present after treatment (e.g. 
Noyes et al., 1991; Loranger, Lenzenweger, Gartner et al., 1991). 
 Another, more interesting, hypothesis is the attenuation hypothesis: The 
anxiety disorders and avoidant personality disorder are related to a common 
underlying third factor, namely social anxiety (Stein et al., 1993). One of the most 
apparent features of the avoidant personality disorder is the presence of social 
anxiety, which has also been associated with panic and agoraphobia (Arrindell & 
Emmelkamp, 1987; Green & Curtis, 1988) and with OCD (Steketee, Grayson & Foa, 
1987). This is consistent with the findings of Renneberg et al. (1992), Chambless et 
al. (1992) and Mavissakalian and Hamann (1988) discussed earlier. If this underlying 
factor accounts for the relationship between avoidant personality disorder and the 
anxiety disorders, it may also explain the frequent occurring of social phobia as a 
secondary condition (additional diagnosis or at sub-clinical level) in the anxiety 
disorders. 
 The severity continuum hypothesis was suggested to explain the relationship 
between social phobia and avoidant personality disorder. In terms of the above-
mentioned models, the severity continuum hypothesis can be viewed as a 
specification of the overlap in symptomatology model. This is in particular apparent 
for the relationship between generalized social phobia and avoidant personality 
disorder. For the discrete social phobia, being a more circumscribed fear (in terms of 
a limited number of situations that are feared or avoided), it is less clear. When the 
discrete social phobia is considered to be a distinct Axis I disorder, the attenuation 
hypothesis may also be applied to the relationship between discrete social phobia and 
avoidant personality disorder. 
 Dependent personality disorders were also found to co-occur frequently in 
anxiety disorders. Reich (1990) found that dependent and avoidant personality 
disorders overlap considerably. He suggested that these personality disorders should 
be pooled in one category with three subtypes: dependent, avoidant and a mixed 
variant of both. This co-occurrence of avoidant and dependent personality disorder 
might also offer a plausible explanation for the comorbidity of the dependent 
personality disorder and anxiety disorders. Dependent features may be the result of 
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coping with (chronic) anxiety and avoidance, the main characteristics of both the 
avoidant personality disorder and the anxiety disorders. 
 The hypotheses suggested here should be extensively studied in large samples 
with not only anxiety disorders but also with other Axis I disorders in order to 
examine specific associations between Axis I and Axis II disorders. Prospective 
longitudinal studies would be especially useful in this regard.  
Obsessive-compulsive personality disorder and the anxiety disorders 
The obsessive-compulsive personality disorder has also been frequently found in the 
different anxiety samples after the avoidant and the dependent personality disorder. 
The key feature of the obsessive-compulsive personality disorder is a preoccupation 
with orderliness, perfectionism, and mental and interpersonal control, at the expense 
of flexibility, openness and efficiency (APA, DSM-IV, 1994). Brooks et al. (Brooks, 
Baltazar, Mcdowell, Munjack & Bruns, 1991) suggested that a perfectionistic 
personality style is related to panic disorder. Panic patients may overcontrol and 
overreact to their physiological symptoms in certain situations, thereby fuelling 
obsessive and catastrophic thoughts associated with fear of dying or fainting (Brooks 
et al., 1991). A related mechanism has been described by Brown and Barlow (1992): 
The process of anxious apprehension denotes  "a state of persistent overarousal 
associated with a preparatory and hypervigilant style concerning upcoming negative 
events that one may not be able to cope with or control". Brown and Barlow consider 
this mechanism to be inherent to all anxiety disorders (Brown & Barlow, p 837, 
1992). This mechanism may lead to a perfectionistic personality style, which, in turn, 
maintains the process of anxious apprehension. This process is the central 
characteristic of GAD (DSM-IV, APA, 1994). In contrast to the other anxiety 
disorders, avoidance of situations does not have to be present for the diagnosis of 
GAD. In two of the seven studies, the obsessive-compulsive personality disorder was 
the most frequently assessed specific personality disorder in GAD (Mancuso et al., 
1993; Sanderson, Wetzler et al., 1994) and in one study, it was the second most 
frequently diagnosed personality disorder, after the histrionic personality disorder 
(Gasperini et al., 1990). The obsessive-compulsive features may protect against 
developing avoidance behaviour, but on the other hand, may predispose the 
individual to worrying. Beck and Freeman (1990) and Brooks et al. (1991) suggested 
that obsessive-compulsive personality features create a vulnerability to anxiety states, 
especially obsessive thinking related to a specific fear, which subsequently causes 
bodily symptoms and more obsessional thoughts about these symptoms. 
Alternatively, the perfectionistic personality style does not have to be the 
vulnerability factor itself but may develop as a way of coping with the process of 
anxious apprehension. Another way of coping with this anxiety is avoidance of the 
(anticipated) situations, leading to avoidant personality disorder features. Both 
coping styles, avoidance and perfectionism, are not mutually exclusive but may be 
related to the patients' estimation of controllability in a given life period or situation. 
In social phobia, reactions to physiological symptoms such as blushing, trembling or 
sweating and catastrophical thoughts about these symptoms lead to the fear of being 
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embarrassed in front of others (Scholing & Emmelkamp, 1993a). These patients are 
preoccupied with avoiding or trying to control these symptoms. This preoccupation 
leads to more anxiety. Some support for this perfectionistic style in public speaking 
social phobics has been found (Heimberg et al., 1990).  
 No differences in obsessive-compulsive features were found in normal 
controls or depressive patients compared with GAD, panic disorder and OCD. It 
could be that some obsessive-compulsive features co-occur with all anxiety 
disorders, depressive disorders and also in non-pathological samples. In the latter 
samples, obsessive-compulsive features do appear frequently in a more adaptive way 
(Pollak, 1987), and it could be that during anxiety states, these 'normal' obsessive-
compulsive features become more apparent as a way of keeping control over oneself 
and the anxiety. Therefore, obsessive-compulsive features as defined by DSM-IV 
(maladaptive, causing social and occupational impairment) may be the result of the 
anxiety disorder, or, these features may become more pronounced when an anxiety 
disorder is present and/or certain stressful life-events occur. A second hypothesis was 
already mentioned earlier; namely that obsessive-compulsive features might be 
particularly prominent in anxious patients who do not avoid many situations. 
Friedman, Shear and Frances (1987) suggested that obsessive-compulsive features 
protect against the development of agoraphobia whereas avoidant personality 
disorder predisposes an individual to it. In line with this argument, more obsessive-
compulsive features should be found in the discrete social phobics compared with the 
generalized social phobics. Obsessive-compulsive features in anxiety patients may 
force the patient to attend to his responsibilities concerning work or housekeeping. 
Consequently, avoidance of situations remains limited although the patient still may 
fear a panic attack or may worry about possible dangers that might occur.  
 To conclude, not a single model can account for the relationship between the 
anxiety disorders and personality disorders. Several relationships have been 
suggested, depending on the specific anxiety disorder and comorbid personality 
disorder. Although other hypotheses may be relevant at the same time (e.g. the 
pathoplasty hypothesis), the most interesting and compelling hypothesis is the 
attenuation hypothesis. This hypothesis suggests that anxiety disorders and avoidant 
and obsessive-compulsive personality disorders are associated through underlying 
genetic or constitutional constructs. In case of anxiety disorders and avoidant and 
obsessive-compulsive personality disorders, social anxiety and perfectionism were 
pointed out as the underlying personality constructs. In the following section, we 
shall elaborate on the attenuation hypothesis in an attempt to integrate personality 
disorders and anxiety disorders in a hierarchical model of personality. 
Relationship between anxiety disorders, personality disorders and personality traits 
 A promising dimensional model recently applied in the research on 
personality disorders, is the Five-Factor Model of personality (Costa & McCrae, 
1992). The five dimensions are: Extraversion, Agreeableness, Conscientiousness, 
Neuroticism and Openness to Experience. These five dimensions have been 
extensively studied in normal populations and empirical evidence supports the 
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usefulness of this model as a hierarchical organization of normal personality traits 
(McCrae & John, 1992). A number of studies (Costa & McCrae, 1990; Soldz, 
Budman, Demby & Merry, 1993; Trull, 1992; Wiggins & Pincus, 1989; Yeung, 
Lyons, Waternaux, Faraone & Tsuang, 1993) showed a clear relationship between 
the five dimensions and the personality disorders, although these dimensions did not 
fully explain the variance in the personality disorders. Neuroticism, Extraversion and 
Conscientiousness explained a large proportion of the variance in the studies. 
Agreeableness and Openness appeared to be less clearly related to the personality 
disorders. These five dimensions are further defined by specific traits, the so-called 
facets (Costa & Widiger, 1994). The extent in which (the facets of) the five 
dimensions were able to differentiate between the personality disorders is 
encouraging and warrants further research. 
 Factor analytic studies on data from both clinical and non-clinical samples 
have found evidence for a general distress dimension that has been put forward as a 
potential significant vulnerability factor for anxious and depressive disorders. Clark 
and Watson (1991) have identified this factor as the temperamental core of Negative 
Affect or Neuroticism. They suggested a tripartite model of anxiety and depression: 
General distress is shared by both disorders and positive affectivity is the 
temperamental core of Extraversion and is (negatively) related to depressive 
disorders. Autonomic hyperarousal (cf. process of anxious apprehension, Brown & 
Barlow, 1992) is related to the anxiety disorders although the relationship with a 
broad personality dimension is less clear: It is related to Neuroticism but does not 
fully represent this personality trait (Clark et al., 1994).  
 The attenuation hypothesis with social anxiety as the common underlying 
factor in anxiety disorders and the avoidant personality disorder is consistent with a 
hierarchical model of personality. Social anxiety can be viewed in terms of the Five-
Factor Model as a combination of low Extraversion (i.e. high Introversion) and high 
Neuroticism (i.e. low Emotional Stability). Widiger, Trull, Clarkin, Sanderson and 
Costa (1994) stated that extreme scores on the five factors place individuals at risk 
for certain personality disorders. In addition, they provided a Five-Factor translation 
of the personality disorders based upon the DSM-III-R descriptions and the available 
literature on the respective personality disorders. Most of the facets of Extraversion 
and Emotional Stability dimensions were negatively related to the avoidant 
personality disorder (Widiger et al., 1994). The obsessive-compulsive features or 
perfectionistic personality style may also be related to the underlying personality 
factors found in non-clinical populations, namely high Conscientiousness in 
combination with low Emotional Stability. Widiger et al. (1994) also placed 
obsessive-compulsive personality disorder low on some facets of agreeableness and 
openness. 
 Reich and Vasile (1993) and Shea, Klein and Widiger (1992), who reviewed 
the impact of personality disorders on the treatment outcome of Axis I disorders, 
provide another argument for the use of a dimensional model. These authors 
emphasized the role of personality traits instead of the categorical personality 
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disorders in predicting outcome. These personality traits, in interaction with specific 
environmental factors, may play an important role in the aetiology of both Axis I and 
Axis II disorders. Both the personality traits as well as the personality disorders may 
each account for some of the variation in treatment-outcome or relapse of Axis I 
disorders. It may be hypothesized that the more extreme the underlying personality 
trait, and in particular in a context of certain negative parental rearing styles or life-
events in childhood, the greater the probability of developing a personality disorder. 
The personality disorders may be viewed as inflexible ways of coping with a given 
constellation of extreme personality traits in the context of certain environmental 
factors. In addition, these personality disorders can be conceptualized as 
maladaptive, deeply ingrained patterns of thinking, feeling and behaving 
characteristic of the individuals functioning since early adulthood. In contrast, the 
symptom disorders can be considered as episodic changes in thinking, feeling and 
behaving when certain life events or circumstances can not be effectively coped with 
at any stage in life. Moreover, because the coping strategies of personality disorders 
are, per definition, maladaptive, more negative life experiences will be encountered 
and, consequently, leading to more symptomatology and (additional) Axis I 
disorders. In this context, patients without personality disorders may present less 
symptomatology because of an overall more adaptive and flexible way of coping 
with ongoing life-events. In addition, it can be argued that patients without a 
personality disorder will also have a better prognosis after treatment. Alternatively, 
the complication hypothesis may also explain the comorbidity of personality 
disorders in some anxious patients: As a consequence of a chronic (untreated) Axis I 
disorder and/or negative long-lasting life-events after adolescence, the personality 
will change during adulthood, in order to cope with the Axis I disorder or chronic 
circumstances (panic disorder - dependent personality disorder). The Five-Factor 
Model seems to be a promising model to explain the associations between some 
personality disorders from the anxious cluster and the anxiety disorders on a 
phenomenological level. 
 
Concluding Remarks 
Research on the comorbidity of personality disorders and anxiety disorders suggests 
that a common personality pattern, with predominantly cluster C personality 
disorders, is characteristic for all anxiety disorders. Further, anxious patients with a 
personality disorder appear to have more psychopathological symptomatology and 
additional Axis I disorders compared to patients without a personality disorder. 
Several models have been suggested for the relationships between avoidant 
personality disorder, dependent personality disorder and obsessive-compulsive 
personality disorder and the anxiety disorders. The attenuation hypothesis, in 
particular, might explain the comorbidity between the avoidant personality disorder 
and the anxiety disorders and the obsessive-compulsive personality disorder and the 
anxiety disorders: Both the personality disorders and the anxiety disorder are related 
to higher order personality traits. These traits were found in The Five-Factor Model 
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of Costa and McCrae (1992) in terms of interactions of Neuroticism and 
Extraversion or Conscientiousness. The Five-Factor Model does not include any 
biogenetic factors that might be related to the development of personality disorders, 
anxiety disorders and personality traits. 
 Biological mechanisms have been associated with the tripartite model of 
personality, mood and anxiety disorders (Clark et al. 1994). Further, the 
psychobiological personality models of Cloninger (1987) and Siever and Davis 
(1991) have related personality disorders and Axis I disorders to their dimensional 
personality model. These models incorporate biological correlates, social learning 
and environmental factors. This line of research can contribute to the understanding 
of the relationship between personality traits, personality disorders and anxiety 
disorders on a more fundamental level. 
 Several areas for future research have been indicated throughout this chapter, 
some of these issues will be repeated here. Two major research lines can be pointed 
out. First, the causal models outlined earlier in this and the previous section should 
be studied, especially important are prospective longitudinal studies where the causal 
hypotheses can be examined properly. The hypotheses that were mentioned in this 
chapter covered the comorbidity of avoidant, dependent and obsessive-compulsive 
personality disorders and the anxiety disorders. However, the relationship of anxiety 
disorders with the other personality disorders, although less frequently co-occurring 
in anxiety samples, should also be further explored. Moreover, where should the 
depressive disorders be placed in the model? As it appeared that depressive disorders 
frequently co-occur in patients with both an anxiety disorder and a personality 
disorder, this also deserves further attention. Clark and Watson's tripartite model 
(1991) suggests that the dimension of Neuroticism (Negative Affectivity) is related 
to both anxiety and depressive disorders. Further, low on Positive Affectivity 
(Extraversion) is especially related to depressive disorders. The second line of 
research concerns the comorbidity of Axis I and Axis II in relation to course of 
illness, specific symptomatology, treatment outcome and prognosis. Cross-sectional 
prevalence studies are needed comparing different samples (inpatients and 
outpatients, normal controls and specific Axis I disorders, different anxiety disorders, 
and between anxiety disorders and other Axis I disorders) to study the pathoplasty 
hypothesis. Treatment outcome studies should include long-term evaluation in order 
to examine the influence of personality disorders, not only during treatment, but also 
on the longer term. Patients with specific personality disorders should not be lumped 
together and then compared with patients without a personality disorder; specific 
personality disorders should be compared with other specific personality disorders 
and with patients without a personality disorder. Within such a design, the specific 
course and (additional) symptomatology of the anxiety disorder related to the 
specific personality disorder can be examined more clearly. For example, the co-
occurrence of certain borderline features may have a different impact on course or 
outcome of the anxiety disorder then certain avoidant features. Besides the 
personality disorder diagnoses, where the cut-off point determines whether the 



Introduction 

40  

patient has the personality disorder or not, also personality features from the different 
categories should be included. Then this arbitrary decision is not in question and 
more information can be used. Moreover, personality traits need to be included in 
these research programs. 
 Three confounding factors need to be pointed out. These are the influence of 
mood on diagnosing a personality disorder, additional Axis I disorders and multiple 
Axis II disorders. The assessment of personality disorders may be influenced by the 
Axis I disorder (Hirschfeld, Klerman, Clayton et al., 1983; Loranger et al., 1991; 
Reich, Noyes, Coryell & O'Gorman, 1986). Most studies assessed the personality 
disorders before treatment, when the patient was in an anxious and/or depressed 
mood. Further studies are needed to determine the effect of the mood of the patient 
on the diagnosis of a personality disorder. Studies investigating the personality 
disorders when the same patient is in an anxious or depressed mood compared with a 
non-anxious or neutral mood are required. Further, especially important will be to 
control for additional Axis I disorders, since these disorders may also influence 
treatment outcome or course of illness. Third, separate analyses of specific 
personality disorders should be conducted whenever possible. Consequently, some 
personality disorders are more likely to be studied separately (e.g. avoidant, 
dependent and obsessive-compulsive) then others (schizoid or anti-social) because of 
the number of patients with these personality disorders in anxious populations. 
However, samples may also consist solely of specific personality disorders, like anti-
social personality disorders in forensic psychiatric centres, and in these populations, 
the prevalence of Axis I disorders can be studied. 
 Finally, some basic methodological problems arise from these designs that are 
inherent to the study of categorical entities: What kind of criteria do we employ for 
the differentiation of the primary from the secondary or additional Axis I disorder? 
How to handle patients who fulfil the criteria for more than one personality disorder 
diagnosis? Theory-driven guidelines should be provided for how to deal with these 
issues. In addition, researchers should be aware of the impact the chosen guidelines 
will have on the findings. 
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2. 
 

The assessment of personality disorders: 
implications for cognitive and 

behaviour therapy∗ 
 
 
 
 
Abstract 
This article reviews the comorbidity of personality disorders and Axis I disorders 
and discusses implications for assessment and treatment. Pro and cons of various 
assessment methods are discussed. The co-occurrence of personality disorders with 
Axis I disorders is considerable, roughly about half of patients with anxiety 
disorders, depressive disorders and eating disorders received a personality disorder 
diagnosis. Comorbidity models are discussed and implications for assessment and 
treatment are provided. Regarding the impact of personality disorders on cognitive-
behavioural treatment outcome for Axis I disorders, conflicting results are found 
due to differences in assessment methods, treatment strategies, and patient samples. 
It is argued that additional Axis I pathology should be taken into account when 
studying the impact of personality disorders on treatment outcome for the target 
Axis I disorders. Finally, it is argued that the interpersonal behaviour of the patient 
and the therapeutic relationship deserve more attention in the assessment and 
treatment of patients with personality disorders. 

                                                 
∗This chapter is a slightly adjusted version of Van Velzen, C.J.M. & Emmelkamp, P.M.G. 
(1996).The assessment of personality disorders: Implications for cognitive and behaviour 
therapy. Behaviour Research and Therapy, 34, 8, pp. 655-668. Reprinted with permission from 
Elsevier Science. 
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Introduction 
Personality disorders have been neglected in the behavioural literature until 
recently. In the 1960's and 1970's hardly any study on behaviour therapy referred to 
the personality disorders. At this time personality disorder had a vague 
psychodynamic connotation and behaviour therapists were inclined to ignore the 
personality disorder part of the patients problems. Since the introduction of DSM-III 
(APA, 1980) in which the personality disorders were described atheoretically and 
separated from the Axis I disorders, it was increasingly acknowledged by many 
behaviour therapists and cognitive therapists, who had by now entered the scene, 
that many patients were actually suffering from a personality disorder or had one or 
more personality disorders as a co-morbid condition. For example, in Foa & 
Emmelkamp's (1983) volume on failures in behaviour therapy a number of 
contributors admitted, albeit reluctantly, that personality problems could impede the 
success of behaviour therapy in a number of disorders or could lead to dropping out 
of treatment. Other influential handbooks at that time devoted chapters to the 
behavioural treatment of personality disorders (e.g. Marshall & Barbaree, 1984; 
Turkat & Maisto, 1985; Turner & Hersen, 1981). Personality disorders were now 
conceptualized as maladaptive behavioural interaction patterns and the aetiology 
was interpreted in term of social learning processes. Although clinical behaviour 
therapists now gradually accepted the concept of personality disorder, this concept 
was still not acceptable in some academic circles. For example, in the early 1980's a 
presenter at a behavioural convention avoided the term personality disorder out of 
fear of being criticized by the audience (Pretzer, 1994). 
 Given this state of affairs it is not surprising that research into the behaviour 
and cognitive therapy of personality disorders is just beginning. Very few outcome 
studies have been conducted, evaluating the effects of behaviour and cognitive 
therapy in patients with a personality disorder, most of which were uncontrolled. In 
the few controlled studies that have been conducted encouraging results have been 
achieved with behaviour therapy in chronically suicidal borderline patients 
(Linehan, Amstrong, Suarez, Allmon & Heard, 1991) and in patients with an 
avoidant personality disorder (Alden, 1989; Renneberg, Goldstein, Phillips & 
Chambless, 1990; Stravinsky, Marks & Yule, 1982) and with cognitive therapy in 
patients with an anti-social personality disorder (Woody, McLellan, Luborsky, & 
O'Brien, 1985). 
 The aim of this essay is to point out the relevance of the assessment of 
personality disorders for cognitive-behaviour therapy. While the necessity of 
assessing personality disorders is obvious when the main complaint of the patient is 
a personality disorder, we argue that assessment of personality disorders is also 
needed when personality disorders co-occur with Axis I disorders. After discussing 
some problems with the categorical concept of personality disorders, models 
concerning the comorbidity of Axis I disorders and personality disorders will be 
outlined, and assessment strategies will be discussed. Given the high prevalence rate 
of personality disorders as a co-morbid condition accompanying anxiety disorders, 
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eating disorders and depression, the impact of a comorbid personality disorders on 
treatment of these Axis I disorders is discussed. Further, some therapeutic 
guidelines will be provided for dealing with patients with a co-morbid personality 
disorder in order to enhance the treatment efficacy, with special attention for the 
therapeutic relationship.  
 
Personality disorders: a categorical or dimensional concept 
The validity of the construct of personality disorder has been discussed in detail 
elsewhere (e.g. Livesley, Schroeder, Jackson, & Jang, 1994). The DSM-III(-R) 
personality disorder categories and criteria are based on face validity, rather than on 
empirical research, and the validation of both the personality disorder categories and 
criteria is still in progress. With the development of DSM-IV, empirical data that 
have been gathered over the years were used to clarify criteria sets (APA, 1994). 
Although the basic features of the specific personality disorders have not been 
changed from DSM-III-R to DSM-IV, the number of personality disorder categories 
and the criteria that define the specific personality disorder categories have been 
slightly revised. One of the major revisions concerns the passive-aggressive 
personality disorder: In DSM-III-R included in the personality disorder section 
(cluster C), but being removed to the appendix in DSM-IV. In addition, the 
depressive personality disorder has been added to the appendix in order to be further 
investigated. Other revisions in the personality disorder section from DSM-III-R to 
DSM-IV are:  
1) In some categories criteria have been removed (anti-social, avoidant, 

dependent, obsessive-compulsive) or replaced by other criteria (histrionic, 
narcissistic);  

2) The number of criteria that have to be fulfilled has been changed in some 
categories [histrionic (one more), anti-social and obsessive-compulsive (one 
less)].  

These revisions may affect both the number of personality disorder diagnoses as 
well as the phenomenology of personality disorders. 
 One of the most debated issues concerns the categorical versus dimensional 
classification of personality disorders. Those in favour of the categorical 
classification argue that this classification is easier in conceptualization and 
communication, more familiar to clinicians and also more consistent with clinical 
decision making (Widiger & Frances, 1994). However, there are a number of 
problems associated with the categorical classification. First, the high prevalence 
rate of personality disorder-NOS - by some called the mixed personality disorder - 
is a case in point. When the personality disorder-NOS is assessed in studies, it 
appears to be one of the most frequently assessed categories (e.g. Gasperini, 
Battaglia, Diaferia, & Bellodi, 1990; Marin, Kocsis, Frances & Klerman, 1993). 
Second, prevalence studies show that comorbidity among personality disorders is 
not a rare phenomenon: The mean number of personality disorder diagnoses in 
patients with at least one personality disorder varied between 1.3 and 5.6 (Dolan, 
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Evans & Norton, 1995). DSM-IV provides no guidelines or hierarchical rules how 
to deal with these multiple personality disorders and personality disorder-NOS 
diagnoses. Further, the categorical system assumes that a clear distinction between 
normal and abnormal personality exists; however, there is hardly any evidence 
supporting this assumption. Recently, studies are emerging in which the personality 
disorder categories are being related to personality dimensions. A promising 
dimensional model is the Five-Factor Model of personality (e.g. Costa & McCrae, 
1992), describing higher order factors of personality, which has been widely 
accepted among personality psychologists (Costa & McCrae, 1992). This model 
includes five personality factors: Neuroticism, Extraversion, Agreeableness, 
Conscientiousness, and Openness to Experience. Several measures are available for 
the assessment of these personality traits, with the NEO personality inventory 
(Costa & McCrae, 1992) being the most widely used in clinical practice. These five 
factors were related to the personality disorder categories in several studies (e.g. 
Costa & Widiger, 1994). 
 
Comorbidity models 
There is a considerable overlap between Axis I disorders and personality disorders, 
which has implications for assessment and treatment decisions. In anxiety disorders, 
the median prevalence rates of any personality disorder with panic disorder with or 
without agoraphobia, social phobia, generalized anxiety disorder and obsessive-
compulsive disorder varied between 50-60% (see Chapter 1).  Avoidant personality 
disorder was the most prevalent personality disorder. The dependent and obsessive-
compulsive personality disorders were the next most prevalent personality disorder 
diagnoses in all four anxiety disorders. 
 Shea, Widiger and Klein (1992) reviewed the comorbidity of personality 
disorders and depressive disorders and found prevalence rates between 23 to 87% 
(most studies reported at least 30 to 40%) in samples with non-bipolar depression. 
The types of personality disorders that were most frequently found were borderline 
and histrionic personality disorders in inpatients samples and obsessive-compulsive, 
avoidant and dependent personality disorders in the outpatient samples.  
 Skodol, Oldham, Hyler, Kellman, Doidge and Davies (1993) summarized 
the studies on the co-occurrence of personality disorders with eating disorders. The 
prevalence rate of one or more personality disorder is 59%, varying from 27 to 93%. 
The overall rate among inpatients is 74% and among outpatients 54%. Bulimia 
nervosa appeared to be associated with personality disorders from cluster B and 
specifically with borderline personality disorder. In the anorexia nervosa samples, 
predominantly cluster C personality disorders were found, specifically obsessive-
compulsive personality disorder. Overall, anorexics tend to receive fewer 
personality disorder diagnoses compared with the bulimics; bulimic anorexics 
appeared to have to the most pervasive personality disorder pathology (Skodol, et 
al., 1993; Vitousek & Manke, 1994). 
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 In sum, the above reported prevalence rates vary enormously, not only 
across different disorders but also among samples with the same disorder. However, 
looking at the average figures, it can be concluded that roughly about half of the 
patients with an anxiety, depressive or eating disorder also have a comorbid 
personality disorder. Given these figures, the relationship between Axis I disorders 
and personality disorders deserve more attention. DSM-IV holds that comorbidity 
of personality disorders and Axis I disorders is the result of chance co-occurrence: 
Both disorders are viewed as independent entities. At least in some instances the 
comorbidity of personality disorders and Axis I disorders may be artifacts of 
overlapping criteria of both disorders (e.g. social phobia and the avoidant 
personality disorder). 
 Several models have been proposed to explain the comorbidity of 
personality disorders and Axis I disorders (Docherty, Fiester & Shea, 1986; Farmer 
& Nelson-Gray, 1990; Stein, Hollander & Skodol, 1993), which will be briefly 
discussed:  

- Vulnerability model: The personality disorder may predispose to the 
development of an Axis I disorder; 

- Continuity model: The personality disorder is viewed as the sub-clinical 
manifestation of a slowly developing Axis I disorder; 

- Complication model: The personality disorder develops as a result of an 
enduring Axis I disorder; 

- Co-effect model: Personality disorders and Axis I disorders are two separate 
psychobiological structures, but co-occur as a result of a third common 
factor or causal process; 

- Attenuation model: Both disorders are alternative expressions of the same 
genetic or constitutional liability. 

The above-mentioned models suggest causal relationships between personality 
disorders and Axis I disorders. These models can only be properly investigated in 
longitudinal designs, which has not been done until now. The following model is of 
a more descriptive nature. 

- Modification model: An interaction is assumed between personality 
disorders and Axis I disorders, when occurring at the same time. This 
interaction is manifested in specific symptomatology, specific course of 
illness and prognosis. This model does not refer to any specific etiological 
factor. 

These models may not only have their value in understanding the relationship 
between Axis I disorders and personality disorders, but may also be useful in 
understanding the comorbidity among personality disorders, e.g. the avoidant 
personality disorder as a vulnerability factor for the dependent personality disorder.  
 Two remarks should be made concerning the above-mentioned models. 
First, the models are not mutually exclusive, for instance, it may be that the avoidant 
personality disorder predisposes for panic disorder with agoraphobia (vulnerability 
model) and this interaction itself is manifested in additional depressive 
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symptomatology (modification hypothesis). Second, although these models do not 
differentiate between the specific personality disorders, it is tempting to assume that 
different types of personality disorders co-occurring with the same Axis I disorder 
lead to different clinical pictures and, consequently, demand specific treatment 
strategies.  
 In clinical practice, the comorbidity models may have a heuristic value. An 
analysis of related problems, (a macro-analysis; Emmelkamp, 1982) in which the 
Axis I disorders and personality disorders are conceptualized may determine which 
treatment strategies should be chosen and whether specific attention should be paid 
to the personality disorder in that particular case. Take, for example, the 
comorbidity of bulimia and personality disorders. Is bulimia a consequence of an 
underlying personality disorder (vulnerability hypothesis) or are both disorders 
related to the same genetic or constitutional liability (impulsivity in case of 
borderline personality disorder).  What is the function of binge eating? Avoiding 
unpleasant feelings? Or is the bulimic patient unable to control her impulsive 
behaviour in general? The answer to such questions will determine which specific 
treatment strategy has to be chosen in a particular case. The presence of a borderline 
personality disorder in a bulimic patient may demand specific attention for 
impulsive behaviour in treatment, whereas for bulimic patients with an avoidant 
personality disorder it may be necessary also to focus on avoidance behaviour.  
 
Assessment of personality disorders 
Given the relationship between Axis I disorders and personality disorders discussed 
above, it is important for clinicians to assess the personality disorders in addition to 
the Axis I disorder. During the last decade, both structured interviews and self-
report questionnaires have been developed in order to improve the reliability of the 
personality disorder diagnoses. In this section, the pro and cons of the most 
important assessment devices will be discussed. 
Semi-structured interviews 
 Of the semi-structured interviews that cover all DSM-III-R personality 
disorders, the Structured Clinical Interview for DSM-III-R Axis II (SCID-II, First, 
Spitzer, Gibbon & Williams, 1995), the Personality Disorder Examination (PDE, 
Loranger, Susman, Oldham & Russakoff, 1987) and the Structured Interview for 
DSM-III-R Personality Disorders (SIDP-R, Stangl, Pfohl, Zimmerman, Bowers & 
Corenthal, 1985) are the most widely used and investigated instruments.  
 The SCID-II consists of 120 questions organized in sections according to 
the DSM-III-R diagnoses. The questions match precisely the criteria. Each item is 
scored on a four-point scale (inadequate information, absent, subthreshold, 
threshold). The SCID-II is the only structured interview, which is provided with a 
self-report questionnaire to screen for the presence of a personality disorder. Only 
positively endorsed questions need to be further inquired to shorten the length of the 
interview. A recent test-retest reliability study (interval between one day and two 
weeks with different interviewers) found kappa values ranging from 0.24 
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(obsessive-compulsive) to 0.74 (histrionic), with an overall weighted kappa of 0.53 
(First, Spitzer, Gibbon, Williams, Davies, et al., 1995). A draft-version of the SCID-
II for DSM-IV has already been developed (First, et al., 1995). 
 The PDE is divided in five thematic topics (work, self, interpersonal 
relationships, affects, impulse control) and consists of 328 items scored on a three-
point scale (absent, present but of uncertain clinical significance, present and 
clinically significant). The WHO has selected the PDE as the standard instrument to 
assess the personality disorders. For this purpose, the PDE has been modified for 
international use and for compatibility with ICD-10 and DSM-III-R. This version of 
the PDE, the International Personality Disorder Examination (IPDE), consists of 
157 items and is also scored on a three-point scale. Recently, the first reports of the 
results of the WHO field trials have been published. For interrater agreement 
(interviewer and observer score at the same time), the kappa values varied between 
0.34 (histrionic) and 0.80 (borderline) with an overall kappa of 0.57, and retest 
reliability kappa values ranged between 0.24 (paranoid) and 0.70 (borderline), with 
an overall kappa value of 0.50. The average interval between both interviews was 
six months and in 93% of the cases, the same interviewer administered the interview 
for the second time. A DSM-IV version is available (Loranger, Sartorius, Andreoli, 
et al., 1994). 
 The SIDP-R (Stangl, et al., 1985) is a 160-item semi-structured interview, 
organized in 16 thematic sections (e.g. self-esteem, dependency, affect lability, 
impulsivity). Each DSM-III-R criterion is scored on a three-point scale (not present, 
moderately present, severely present) whereas the questions themselves are not 
scored. The interrater reliability (observer at the same time or separate interview 
within one week) kappa values ranged between 0.45 (avoidant) and 0.90 
(dependent) for the five personality disorder categories that were diagnosed 
frequently enough to calculate the kappa values (Stangl, et al, 1985). The SIDP has 
been updated for DSM-IV (Pfohl, Blum & Zimmerman, 1995).  
Self-report questionnaires 
The most widely used self-report questionnaires are the Personality Diagnostic 
Questionnaire-Revised (PDQ-R, Hyler, Skodol, Kellman, Oldham & Rossnick, 
1990) and the Millon Clinical Multiaxial Inventory (MCMI-I, Millon, 1983). The 
PDQ-R is a 152-item true/false questionnaire that matches all DSM-III-R criteria 
precisely. The items are organized by diagnosis with the risk of a halo-effect (the 
tendency to answer following questions positively when a first question has been 
positively endorsed). The PDQ-R appears to be highly sensitive for all personality 
disorder scales but has a moderate specificity when compared with structured 
interviews (Hyler, et al., 1990; Hyler, Skodol, Oldham, Kellman & Doidge, 1992). 
The developers emphasize the usefulness of the PDQ-R as a screening instrument 
rather than as a diagnostic instrument for the specific personality disorders. The 
negative predictive power (accuracy in assessing the absence of the diagnosis given 
a criterion diagnosis) for an individual personality disorder diagnosis ranged 
between 0.94 and 1.00 (Hyler et al., 1990), which is excellent. 
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 The MCMI-I is based on the typology of Millon's biopsychosocial model of 
personality disorders and differs from DSM-III in some ways. However, the MCMI-
II (Millon, 1987) has undergone major revisions and is now better comparable with 
the other DSM-III-R measures. In addition to providing personality disorder 
diagnoses, the MCMI also assesses nine clinical syndromes. It contains 175 items in 
a true/false scoring format and a number of items are keyed in both the syndrome 
and personality disorder scales. The sensitivity of the MCMI-II personality disorder 
scales varies considerably. Good sensitivity values were reported for schizotypal, 
passive-aggressive and avoidant (Hills, 1995). The MCMI-II has a satisfactory 
negative predictive power ranging from 0.72 to 1.00 per individual personality 
disorder diagnosis (Hills, 1995). 
Diagnostic agreement between instruments 
Studies that compared the diagnostic agreement between two instruments have 
found poor diagnostic concordance. Perry (1992) summarized these studies and 
found a median kappa value of 0.25 (range: 0.08 - 0.54). These values were 
calculated including studies, which compared interview and self-report methods. 
Therefore, difference in methodology may account partly for these poor findings. 
However, when the interrater reliability was restricted to structured interviews, the 
same median kappa value (0.25) was found (range: 0.09 - 0.61). This low diagnostic 
concordance may be related to a number of factors such as the formulations of the 
criteria or the amount of items per criterion, which may differ between instruments 
(Zimmerman & Coryell, 1990, Zimmerman, 1994). Such differences in content may 
be found among questionnaires, among interviews and between both formats. To 
date, no instrument appears to be superior or should be regarded as the gold 
standard.  
Duration of assessment of personality disorders 
The duration of the structured interviews of personality disorders depends on the 
degree of personality pathology, the experience of the clinician and the patients' 
tendency to answer questions positively. Because of the possibility of scoring both 
DSM-III-R and ICD-10 criteria (International Classification of Diseases, 10th 
edition; WHO, 1992) the duration of the IPDE is rather long. In the WHO study, the 
mean length was 2 hours 20 minutes (Loranger et al., 1994). Using the SCID 
screening questionnaire first, the mean administration time for the SCID-II was 36 
minutes (First et al., 1995). The SIDP takes about 60 to 90 minutes according to the 
developers (Stangl et al., 1985), whereas the MCMI and the PDQ-R take about 20 
to 30 minutes (Millon, 1987; Hyler et al. 1992).  
Influence of the Axis I disorder on assessment of personality disorders 
All three semi-structured interviews require clinical experience. In contrast with the 
rating of criteria of Axis I disorders, the rating of personality disorder criteria 
demands a high amount of inference in order to adequately judge whether the 
criterion is pathological and characteristic of long-term functioning instead of 
temporarily affected because of the Axis I disorder. Therefore, the assessment of the 
personality disorder should be preceded by the assessment of the Axis I disorder. 
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With this information, the interviewer can give special attention to carefully diffe-
rentiate between traits and states enhancing the reliability and validity of the 
interview.  
 Evidence for the influence of a depressive or anxious state on assessment of 
personality pathology is found in most studies addressing this issue. Both structured 
interviews and self-report methods for the assessment of personality disorders found 
less personality pathology after successful treatment (e.g. Stuart, Simons, Thase & 
Pilkonis, 1992; Ricciardi, Baer, Jenike, Fischer, Sholtz & Buttolph, 1992; 
Mavissakalian, Hamman, & Jones, 1990; Mavissakalian, & Hamann, 1987; Noyes, 
Reich, Suelzer & Christiansen, 1991). Only one study did not find a change in 
personality disorder diagnoses after treatment (Loranger, Lenzenweger, Gartner, 
Susman et al., 1991), although they did find a trend towards less personality 
pathology reported after treatment. Several explanations may account for these 
changes in reported personality pathology. First, it may be for both interviewer and 
patient difficult to differentiate between state and trait. In particular, personality 
traits from the anxious/fearful cluster may be difficult to differentiate from the 
depressive or anxious state. For instance, a criterion for the dependent personality 
disorder is feeling helpless when being alone or trying to avoid being alone. If a 
panic patient responds positively, it should be judged whether this symptom/trait 
was also present before the onset of the panic disorder and for how long. According 
to the manuals of the semi-structured interviews, a symptom should be present more 
than five years in order to be assessed as a personality feature. Second, patients may 
exaggerate maladaptive traits at admission in order to receive treatment. Afterwards, 
they may minimize their maladaptive traits. Third, patients may have learned at the 
first interview that denying questions does not lead to further clarifications and 
shortens the interview (Loranger et al., 1991). 
 What is the best occasion to assess the personality disorder? If the 
personality disorder is assessed before treatment, the required information may be 
used for treatment decisions. As noted before, however, the Axis I disorder may 
confound the personality disorder assessment. Alternatively, assessing the 
personality disorder after treatment may provide a more reliable personality disorder 
diagnosis, but will hardly affect treatment decisions. Given this state of affairs, it 
seems wise to assess the personality disorder before and after treatment, since both 
assessment occasions may have their own specific predictive value. Personality 
disorders assessed after treatment may be a reliable relapse indicator, whereas 
personality disorders assessed before treatment may be a reliable predictor of the 
short-term treatment effect. 
Concluding remarks 
In clinical practice, it is recommended to screen patients on personality pathology 
by a self-report questionnaire. If there are indications that the patient suffers from 
one or more personality disorder, a structured interview with the patient may be 
needed. Further, the problems associated with the categorical personality disorder 
diagnosis warrant the inclusion of dimensional personality trait measures, e.g. the 
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NEO-PI (Costa & McCrae, 1992). In order to obtain as much relevant information 
as possible concerning personality, both categorical and dimensional personality 
(disorder) traits should be integrated. In case of more than one personality disorder 
diagnosis or the personality disorder diagnosis NOS, personality trait measures may 
be useful in deciding which personality disorder or personality disorder feature have 
consequences for treatment planning.  
 
Impact of personality disorders on treatment 
Until a few years ago clinical lore suggested that personality disorders were a 
significant negative predictor of outcome. However, it is only recently that 
controlled studies have been conducted to determine the effect of the presence or 
absence of a personality disorder on the outcome of treatment of an Axis I disorder. 
Most of these studies involved bulimic, depressed, or anxious patients. There is 
some evidence that personality disorders are negatively associated with outcome of 
drug treatment in eating disorder (desipramine; Rossiter, Agras, Telch & Schneider, 
1993; Ames-Frankel, Devlin, Walsh, Strasser, Sadik, Oldham & Roose, 1992), in 
major depression (anti-depressants; Sato, Sakado, & Sato, 1993; Sato, Sakado, Sato, 
& Morikawa, 1994), in panic disorder (e.g. benzodiazepines; Noyes, Reich, 
Christiansen, Suelzer, Pfohl & Coryell, 1990; Reich, 1988; Reich & Green, 1991), 
and in mixed anxiety patients (e.g. phenelzine; Tyrer, Casey & Gall, 1983). Results 
in obsessive-compulsive disorder are inconclusive (e.g. Baer, Jenike, Black, Treece, 
Rosenfeld & Greist, 1992; Mavissakalian, et al., 1990). The emphasis in this chapter 
is on studies that have investigated this issue in patients treated with (cognitive) 
behaviour therapy. Studies into the effects of personality disorders on depression, 
anxiety disorders and eating disorders will be briefly discussed. 
Depression 
A number of studies have addressed this issue in the cognitive and behavioural 
treatment of depression, but results are as yet inconclusive. Thompson, Gallagher & 
Czirr (1988) investigated the impact of personality disorders assessed with the SIDP 
on the effects of behaviour therapy and psychodynamic therapy in elderly patients 
with major depression. Treatment was more effective with patients without a 
personality disorder than with patients with a personality disorder, irrespective of 
treatment. This effect was most notable for patients with compulsive personality 
disorder and passive-aggressive personality disorder. Three studies have been 
reported investigating the effects of personality disorders on the outcome of 
cognitive therapy. Persons, Burns, & Perloff (1988) and Simon, Thase, Pilkonis, 
McGeary, & Calahane (1991), investigated the influence of personality disorders on 
the outcome of cognitive therapy in patients with major depression. In contrast to 
the Thompson et al. (1988) study, no differences in outcome were found between 
both patient groups. However, in the Persons et al. (1988) study patients with a 
personality disorder were significantly more likely to drop out of treatment 
prematurely. The results of the NIMH Treatment of Depression Collaborative 
Research Program are of particular interest since the effects of personality disorders 
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were investigated on different treatments: interpersonal therapy, cognitive therapy 
and drug treatment (imipramine). The diagnoses of personality disorder were based 
on an unstructured clinical interview. Results of this study revealed that personality 
disorders negatively affected treatment outcome of interpersonal therapy and 
imipramine, but less so of cognitive therapy. However, differences between 
conditions were non significant (Shea, Pilkonis, Beckham, Collins, Elkin, Sotsky, & 
Docherty, 1990).  
 Taken the results of these studies together, there is some evidence that 
personality disorders negatively influence the outcome of behavioural treatment 
(Thompson et al., 1988), but patients with and without personality disorders who 
stay in treatment appear to do equally well in cognitive therapy. 
Anxiety disorders 
Mavissakalian & Hamman (1987) found a significant relationship between 
personality disorders as assessed by the PDQ and outcome of treatment consisting 
of drug-assisted self-exposure in vivo for panic disorder with or without 
agoraphobia. Seventy-five percent of patients without personality pathology 
responded to treatment, whereas only 25% of patients with personality 
psychopathology did so. In a study by Black, Wesner, Gabel, Bowers, & Monahan 
(1994) personality disorders were associated with poorer treatment response with 
cognitive therapy and placebo, but not with drug treatment (fluvoxamine). Finally, 
Keijsers, Hoogduin & Schaap (1994) found personality disorders to be related to 
outcome of behaviour therapy, but this was no longer significant when controlled 
for multiple tests. 
 A number of studies investigated whether specific personality disorder 
criteria rather than personality disorders per se are related to outcome. Chambless, 
Renneberg, Goldstein & Graceley (1992) found avoidant personality features to be 
associated with poor treatment outcome. Treatment consisted of a broad-spectrum 
behavioural program, either conducted in groups or individually. When initial 
depression was taken into account no significant differences were found. 
Interestingly, dependent and histrionic features were associated with more positive 
outcomes. Dreessen, Arntz, Luttels & Sallaerts (1994) found no differences in 
outcome between patients with personality disorders versus patients without 
personality disorders after treatment, consisting of either applied relaxation, 
exposure in vivo, cognitive therapy or a combination of cognitive therapy and 
exposure in vivo. However, multiple regression analyses revealed that obsessive-
compulsive personality disorder features predicted worse outcome, whereas 
borderline personality disorder features predicted better outcome. In contrast, in a 
study by Rathus, Sanderson, Miller and Wetzler (1995) obsessive-compulsive 
features predicted better outcome, whereas elevated scores on the scales of the B 
cluster predicted worse outcome.  
 Turner (1987) was the first to investigate the effect of personality disorders 
on outcome after cognitive-behavioural treatment for social phobia. Results 
revealed that personality disorders were associated with poor outcome. However, 
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numbers of patients were rather small. In more recent studies, however, personality 
disorders were not a significant predictor of outcome (Mersch et al., 1995; Scholing 
& Emmelkamp, 1994; Van Velzen, Emmelkamp, Scholing & Luteijn, 1995). These 
conflicting results may be due to a number of differences in the studies, including 
the type of treatment and the way in which the personality disorder was assessed. In 
the Mersch et al. (1995) and van Velzen et al. study (1995) personality disorders 
were assessed by a structured interview (SCID), while in the Scholing & 
Emmelkamp (1994) study personality disorders were assessed by self-report 
(MCMI). In the Turner (1987) study, diagnosis was based on clinical impressions 
and MMPI profiles and was made retrospectively and in an unblind fashion.  
 Few studies have investigated the effect of personality disorders on other 
anxiety disorders. In obsessive-compulsives results are inconclusive. Minichiello, 
Bear & Jenike (1987) and Fals-Stewart & Lucente (1993) found some impact of 
personality disorders on outcome of behaviour therapy, but this was not 
corroborated in a study by Steketee (1990). Only one study has addressed this issue 
in generalized anxiety disorder (Sanderson, Beck & McGinn, 1994). Here, no 
differences in outcome of cognitive therapy were found between patients with a 
personality disorder and patients without a personality disorders. 
Eating disorders 
Fahy, Eisler & Russell (1993) investigated the effect of personality disorders on the 
outcome of cognitive-behaviour therapy. Patients with a personality disorders did 
significantly worse than patients without a personality disorders both on bulimic 
behaviour and binge frequency. When controlled in the statistical analysis for initial 
severity and depression, however, the differences were no longer significant. In a 
study by Rossiter et al. (1993) bulimics with a high cluster B score (consisting of 
histrionic, narcissistic, anti-social and borderline features) had a significantly poorer 
response to treatment consisting of either cognitive-behavioural treatment, drug 
treatment (desipramine) or a the combination of both treatments. In contrast to the 
Fahy et al. (1993) study, pre-treatment depression was not related to outcome.  
Concluding remarks 
Taken the results of the studies together, a complex picture emerges. Studies that 
investigated whether one or more personality disorder categories were associated 
with treatment outcome have led to conflicting results. A more profitable strategy 
appears to be to relate specific personality features rather than categories to 
treatment outcome. Definite conclusions are not yet warranted given a number of 
methodological problems in most of the studies discussed. Most studies into the 
effects of personality disorders on treatment outcome are difficult to interpret since 
personality disorders were assessed in patients who were treated in comparative 
therapy outcome studies, which means that patients in such studies are treated by 
different treatment methods. However, personality disorders may affect the outcome 
of different treatments in different ways. For example, a specific personality 
disorder (e.g. avoidant personality disorder) may have a negative effect on 
behavioural procedures whereas the effects of the same personality disorder on the 
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outcome of cognitive therapy may be negligible, because this treatment, in dealing 
with cognitive processes, may indirectly also deal with the personality problem. 
That personality disorders may specifically affect the outcome of different 
treatments is illustrated in a study by Tyrer, Seivewright, Ferguson, Murphy & 
Johnson (1993): Cognitive and behaviour therapy were found to be more effective 
in patients without a personality disorder, whereas drug treatment (primarily by 
anti-depressants) was found to be equally effective with patients with a personality 
disorder and without a personality disorder. Similarly, personality disorders were a 
negative predictor of outcome in cognitive therapy but not in drug treatment 
(fluvoxamine) (Black et al., 1994). In contrast, in the NIMH study personality 
disorders predicted worse functioning after treatment with interpersonal therapy and 
imipramine, but not after cognitive therapy (Shea et al., 1990). 
 Further, it should be noted that analyses are usually restricted to those 
patients who complete treatment. When data are taken into account of patients who 
drop out of treatment a different picture may emerge. In a study on cognitive 
therapy with generalized anxiety disorder patients (Sanderson, Beck, & McGinn, 
1994) no differences in outcome of cognitive therapy were found between patients 
with and without a personality disorder. However, patients with a comorbid 
personality disorder were more likely to drop out of treatment. Van Velzen et al. 
(1995) found that drop out was significantly related to a comorbid depressive 
disorder in social phobic patients, and a trend was found for more dropouts from the 
social phobic group with severe personality disorders (cluster A and B). Also, all 
patients with a comorbid depressive disorder received a personality disorder 
diagnosis, therefore, it may be that this combined condition in social phobic patients 
(personality disorder and a depressive disorder) makes patients especially 
vulnerable to drop out of a behavioural treatment. In a study on bulimia nervosa 
(Coker, Vize, Wade & Cooper, 1993) dropouts were more likely to be diagnosed as 
having borderline personality disorder than patients who stayed in therapy. In the 
Dreesen et al. (1994) study on anxiety disorders, however, drop out was not related 
to personality disorder. 
 Another methodological confound relates to initial severity and comorbid 
depression. For example, in anxiety disorders there is considerable evidence that 
patients with a comorbid personality disorder have more severe symptoms and are 
more depressed than patients without a personality disorder (see Chapter 1). 
Researchers need to statistically control for these variables, which has hardly been 
done. When it is stated that personality disorders negatively influence treatment 
outcome for Axis I disorders, it should be noted that no clear evidence for a causal 
role of the personality disorder has been established. Most studies simply 
demonstrate that patients with a personality disorder do worse than patients without 
a personality disorder. This does not establish that the presence or absence of the 
personality disorder was the critical factor. Patients with a personality disorder, 
compared to those without a personality disorder, differ on a range of other 
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variables (e.g. severity or duration of the presenting Axis I disorder). Any of these 
other variables might be the critical elements influencing treatment outcome1. 
 
Therapeutic relationship 
There are several reasons why patients with a personality disorder or personality 
disorder features may do less well in therapy than patients without such a disorder. 
Such patients often show poor compliance with therapeutic guidelines and 
homework assignments and low motivation for change. In these patients the 
relationship between therapist and patients may be rather important but patients 
with a personality disorder may particularly experience difficulties in establishing a 
therapeutic relationship. There is now considerable evidence that the outcome of 
behaviour therapy is related to the quality of the therapeutic relationship, although 
this evidence is correlational thus precluding causal interpretations. Most studies of 
cognitive-behaviour therapy have found that stronger alliances lead to less dropouts 
and greater improvement immediately after completion of therapy (Rau & 
Goldfried, 1994). Further, research findings indicate that alliance assessed as early 
as in the third or fourth therapy session is a good predictor of therapeutic outcome 
(Garfield, 1994). This emphasizes the importance of focusing on the therapeutic 
relationship early in therapy. A number of instruments are available to assess the 
therapeutic relationship. From the client-centred tradition, the Barret-Lennard 
Relationship Inventory (BLRI; Barret-Lennard, 1962) has been used to assess 
therapist 's qualities of Empathy, Positive regard and Congruence as viewed by the 
patient. However, it is questionable how useful these dimensions are for cognitive-
behaviour therapists. From a more eclectic approach stems the Working Alliance  
Inventory (WAI; Horvath & Greenberg, 1989). It measures three components: The 
development of the therapeutic bond, agreement between therapist and patient on 
tasks, and agreement between therapist and patient on goals of therapy. Besides a 
patient and therapist form, an observer form is also available. Finally, the Therapist-
Client Rating Scale (TCRS, Bennun, Hahlweg, Schindler & Langlotz, 1986) was 
constructed from a behavioural perspective, and is available in two forms: Ratings 
of the behaviour of the patient by the therapist and vice versa. Positive regard, 
Competency and Activity are rated by the patient. Positive regard, Self-disclosure 
and Cooperation are rated by the therapist.   
 Personality disorders can be conceptualized as rigid patterns of interpersonal 
relationships and as such it seems unlikely that such habitual patterns of relating 
would not affect the therapeutic relationship. Clinicians should be flexible in their 
therapeutic attitude towards patients with different personality disorders. Whereas 
the borderline patient is afraid of getting harmed by the therapist and will test how 
far the collaboration of the therapist will go, the avoidant personality disorder is 
afraid of being rejected and not really accepted by the therapist and may have 

                                                 
    1 We would like to thank the anonymous reviewer for this remark. 
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difficulties in showing his vulnerable self (Beck & Freeman, 1990). In patients who 
lack the need of affiliation and basic trust, considerable therapist's effort is needed 
to develop a constructive therapeutic relationship. When the interpersonal 
relationships of a patient are characterized by mistrust and hostility, other therapists' 
behaviour may be required than when patients are highly dependent and cling to 
their therapist. Rather than viewing such patients as "difficult", therapists better 
could deal with problems in the therapeutic relationship as (another) target for 
treatment. Unfortunately, none of the studies into the therapeutic relationship has 
investigated whether the quality of the therapeutic relationship is influenced by the 
personality disorder of the patient.   
 If the assessment reveals that personality problems may impede treatment 
progress, assessment of interpersonal styles may be considered. In a number of 
studies, a moderate association was found between interpersonal variables of the 
patient and quality of the therapeutic relationship (Henry, Strupp, Schacht & 
Gaston, 1994). The following instruments may be used to assess the interpersonal 
behaviour of the patient: Interpersonal Checklist (ICL, LaForge, 1955) or the 
Impact Message Inventory (IMI, Kiesler, Anchin, Perkins, Chirico, Kyle, & 
Federmanet, 1985). These instruments assess friendliness and dominance for both 
therapist and patient. It is postulated that friendly behaviour triggers friendly 
behaviour, whereas dominant behaviour triggers the opposite response, submissive 
behaviour. Here, the therapist could disrupt the vicious cycle of the patient's 
interpersonal behaviour by responding differently, in that way pressuring the patient 
to change (Kiesler, 1991).   
 Further, there is some evidence that personality disorder patients may affect 
therapist competence. A study on interpersonal therapy found therapist competence 
negatively affected by patients who were rated as difficult in the first few sessions 
(Foley, O'Malley, Rounsaville, Prusoff, & Weissman, 1987), and there are no a 
priori reasons why competence of behaviour therapist and cognitive therapist would 
not be influenced by "difficult behaviour" of patients with a  personality disorder. 
Three essential aspects have been reported to be characteristic of a competent 
therapist: (a) a theoretical framework; (b) memory of the client issues; (c) skilful 
and appropriate use of interventions (Shaw & Dobson, 1988). Structured 
instruments of therapist competence need to be developed, the contemporary 
methods varying greatly, depending on the therapy model being taught (Beutler, 
Machado & Neufeldt, 1994). Training in the use of extensive treatment manuals (in 
which the rationale of treatment and guidelines for motivating patients and 
intervention techniques are described) may enhance the competence of the therapist. 
These methods will offer a clear structure in the session as well as over the sessions. 
When treating patients with a personality disorder, a clear structure seems to be an 
important aspect of treatment and may contribute to the quality of the therapeutic 
relationship.  
 Finally, it seems therapeutically wise to make a functional behavioural 
analysis of the interpersonal behaviour of a patient with a (co-morbid) personality 
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disorder and to adapt the treatment protocol accordingly (e.g. Persons & 
Bertagnolli, 1994; Pretzer & Hampl, 1994; Turkat & Maisto, 1985).  
 
Concluding remarks 
Although the personality disorder is a familiar concept in clinical practice, 
systematic research into this issue is of a much later date. Recently, studies are 
emerging from different disciplines, focusing on a number of issues: The concept 
and definition of the personality disorder, development of valid assessment 
instruments, prevalence of personality disorders in various populations and 
evaluation of treatment outcome for personality disorders and for Axis I disorders 
with a comorbid personality disorder. One of the major gains from these studies is 
the development of structured assessment instruments leading to greater accuracy in 
diagnosing personality disorders and cross-studies comparison. However, these 
gains also make clear that the categorical concept of personality disorder is 
disputable and dimensional alternatives are under investigation, with the Five-
Factor Model of personality (Costa & McCrae, 1992) as one of the most frequently 
studied alternatives. 
 Despite the conceptual and methodological problems, which have been 
discussed in this chapter, some conclusions can be drawn. Personality disorders are 
diagnosed in about half of the patients with Axis I disorders of depression, anxiety 
disorders or eating disorder. A preponderance of personality disorders from the 
anxious cluster are found in these Axis I samples. The clinical picture of patients 
with a co-morbid personality disorder seems to differ from patients without a 
personality disorder. Patients with a personality disorder report more severe 
psychopathology, not necessarily related to their target (the primary diagnosis of the 
sample under study) Axis I disorder. For example, in anxiety disorders, depressive 
disorders are found to co-occur with a personality disorder. Although studies into 
the effect of personality disorders on treatment outcome have led to conflicting 
results, the clinical impression that personality disorders generally influence 
treatment negatively can no longer be supported. Encouraging results are obtained 
with cognitive-behavioural strategies for patients with personality disorders who 
complete treatment for an Axis-I disorder. Future studies should take into account 
the level of severity of the target Axis I complaint and additional Axis I disorders 
which may also affect treatment outcome. Until now, most treatment outcome 
studies have only compared patients with or without a personality disorder. Future 
research should focus on the consequences of the specific types of personality 
disorders in relation to Axis I disorders. 
  Since some evidence is found that patients with a personality disorder tend 
to drop out of treatment, research should not only focus on treatment outcome but 
also on factors that influence dropout, like additional Axis I disorders and the 
therapeutic relationship. There are some clues that the latter might be influenced by 
the interpersonal style of the patient. Since a large part of the personality disorder 
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patient’s problems is of an interpersonal nature, the latter variable may be of great 
importance.  
 In order to get a more comprehensive view of the impact of personality 
disorders on treatment outcome and dropout, the following issues should be studied 
in more detail: (a) The relationship between personality disorders, target Axis I 
disorders and additional Axis I disorders and symptoms and their specific 
contribution to treatment outcome (including dropout); (b) The influence of the 
therapeutic relationship on treatment outcome; (c) The relationship between 
personality disorder, the interpersonal behaviour of the patient, the therapeutic 
relationship, and therapist competence and their specific contribution to treatment 
outcome. 
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3. 
The efficacy of the Personality Diagnostic 

Questionnaire-Revised as a diagnostic 
screening instrument in an anxiety disorder 

group• 
 

 
Abstract 
The efficacy of the Personality Diagnostic Questionnaire-Revised (PDQ-R) as a 
screening instrument was examined in a sample of 137 anxious outpatients. The 
SCID-II was used as the criterion. The PDQ-R cut-offs were adjusted until the 
maximum kappa agreement for each scale was reached. The results showed that 
increasing the cut-offs decreased the number of false-positive diagnoses and only 
slightly increased the number of false-negative diagnoses. Inclusion of the PDQ-R 
as a screening instrument, followed by the SCID-II to verify the false-positive 
diagnoses appears to be a promising method for the categorical assessment of 
personality disorders. However, more studies are needed, using DSM-IV 
instruments to determine the optimal cut-offs. The following aspects should be 
considered as well: (1) the differences in prevalence rates of personality disorders, 
(2) the ability of the PDQ-R to differentiate between state and trait phenomena, (3) 
the consequences of the false-negative diagnoses (4), the limited validity of the 
personality disorder definitions.  
                                                 
• This chapter has been previously published as: Van Velzen, C.J.M., Luteijn, F., Scholing, A., 
Van Hout, W.J.P.J. & Emmelkamp, P.M.G.(1999). The efficacy of the personality diagnostic 
questionnaire-revised as a diagnostic screening instrument in an anxiety disorder sample. 
Clinical Psychology and Psychotherapy, 6, 395-403. Reproduced with permission from John 
Wiley & Sons Limited. 
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Introduction 
During the last decade, a number of instruments have been developed for the 
assessment of personality disorders. These instruments resulted in increased 
reliabilities of the personality disorder diagnoses compared with an unstructured 
clinical interview (Widiger & Frances, 1987). However, comparisons between 
instruments have shown poor diagnostic agreement, not only between different 
methods (e.g., questionnaire and interview) but also among similar methods 
(Zimmerman, 1994). Ideally, which instrument will be used should be determined 
by the reliability and validity of the instrument.  
 The most important disadvantage of an interview compared with a self-
report questionnaire is that the administration of an interview requires much more 
time and clinical expertise and, besides that, interviewer biases may play a role. 
Self-report questionnaires are easier to administrate, take less time but may be 
more state dependent (Widiger & Frances, 1987). The choice for an instrument 
depends on several factors, e.g. the familiarity with the instrument, the 
psychometric characteristics, purpose of the assessment and time versus costs 
considerations. Self-report questionnaires were found to report high numbers of 
false-positive diagnoses as compared to semi-structured interviews (e.g. Dubro, 
Wetzler & Kahn, 1988; Hyler, Skodol, Oldham, Kellman, & Doidge, 1992). The 
interest in the assessment of personality disorders has grown in research settings 
and a preference for the semi-structured interview is apparent. In most studies, the 
interview has been used as the criterion measure against which the self-report 
questionnaire is validated (e.g. Hyler et al., 1992; Trull & Larson, 1994). 
However, in clinical practice, the assessment of personality disorders by means of 
a semi-structured interview may be more difficult to implement because of the 
associated cost and time efforts. In these settings, the alternative assessment 
method might be a combination of both questionnaire and interview. It has been 
suggested that the Personality Diagnostic Questionnaire-Revised (PDQ-R: Hyler 
& Rieder, 1988) may be useful as a screening device followed by a semi-
structured interview in which positive diagnoses according to the PDQ-R can be 
further assessed to verify if a personality disorder is truly present or if the PDQ-R 
resulted in a false positive diagnosis (e.g. Hyler et al., 1992; Trull & Larson, 
1994). In addition, Hyler, Skodol, Kellman, Oldham and Rosnick (1990) suggest 
to use a flexible threshold system to maximize the usefulness of the PDQ-R in 
screening diverse populations and for different clinical and research purposes.  

The PDQ-R is one of the most widely used self-report questionnaires for the 
assessment of personality disorders. Studies into the operating characteristics of 
the PDQ-R found high sensitivity (the rate of positive test results among patients 
with a particular disorder) and low specificity (the rate of negative test results 
among patients who do not have that particular disorder) for the PDQ-R in 
diagnosing personality disorders compared with different semi-structured 
interviews (Dubro et al, 1988; Hyler et al., 1990; Hyler et al., 1992; Hunt & 
Andrews, 1992; Trull & Larson, 1994). The PDQ-R was found to overdiagnose 
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the presence of a personality disorder (the positive predictive power: The ratio of 
true-positive results to all positive results) but the PDQ-R could adequately predict 
whether a personality disorder was absent (negative predictive power: The ratio of 
true-negative results to all negative results) (Dubro, et al. 1988; Hyler, et al., 1990; 
Hyler et al., 1992; Trull & Larson, 1994).  
 Until now, only a few studies have been conducted that examined screening 
possibilities of the PDQ-R by adjusting the cut-offs of the scales. Patrick, Links, 
Van Reekum and Mitton (1995) found different cut-offs for the PDQ-R borderline 
scale depending on the sample (inpatients versus outpatients) and the method and 
purpose of assessment (Patrick et al., 1995). Yeung, Lyons, Waternaux, Faraone 
and Tsuang (1993) determined the optimal cut-offs for each specific scale of the 
PDQ-R in a non-clinical population: The cut-off producing the maximized 
agreement was selected. In this study, the kappa agreement between the PDQ-R 
and criterion measure (SIDP-R; Stangl, Pfohl, Zimmerman, Bowers & Corenthal, 
1985) using the DSM-III-R thresholds ranged between -0.04 and 0.24 (M=0.11). 
After empirically determining the PDQ-R cut-offs, the agreement values 
increased, ranging between 0.00 and 0.39 (M=0.19). However, the operating 
characteristics remained the same. Contrary to earlier findings (e.g. Hyler et al. 
1990), they found low sensitivity and high specificity for almost all personality 
disorder categories, whereas the predictive power showed the same results: high 
negative predictive power and low positive predictive power. The new threshold 
was higher for the dependent, borderline, anti-social, and schizoid personality 
disorders (one criterion), and for the histrionic personality disorder (two criteria). 
The new threshold remained the same for the schizotypal personality disorder and 
it was lower for the obsessive-compulsive and paranoid personality disorders (one 
criterion), the passive-aggressive (two criteria), and the narcissistic personality 
disorder (three criteria). No avoidant personality disorder was assessed with the 
criterion measure. It should be noted that these results are strongly influenced by 
the population studied, and they depend particularly on the base rate of personality 
disorders in the sample. In the sample of Yeung et al. (1993), all personality 
disorder base rates were less than 4%, except for the passive-aggressive 
personality disorder which had a base rate of 11%. This overall low base rate of 
personality disorders may be related to their specific sample that consisted of first- 
degree relatives of a psychiatric population. In order to examine the screening 
possibilities of the PDQ-R, more studies are needed to determine the optimal cut-
off for each personality disorder scale in different populations and with different 
base rates of personality disorders. 
 The purpose of this study is to investigate and optimize the screening 
possibilities of the PDQ-R in a sample of anxious outpatients. Since most of the 
earlier studies show that the PDQ-R has a good negative predictive power but will 
overdiagnose personality disorders, the PDQ-R may be used in the first phase of 
the assessment of personality disorders, and, when a positive diagnosis is given, an 
interview can verify the diagnosis. This two-step method will be evaluated using 
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the SCID-II (Structured Clinical Interview for DSM-III-R Axis II; Spitzer, 
Williams, Gibbon & First, 1990) as the criterion measure. Compared to other 
DSM-III-R interviews for the assessment of personality disorders, the SCID-II has 
the advantage that the interviewer can easily skip those categories for which the 
questionnaire yielded a negative diagnosis.  
 

Method 
Participants 
The participants in this study were 137 outpatients with anxiety disorders, who 
were treated at the department of Clinical Psychology at the University of 
Groningen. Patients were offered treatment when they met the criteria for social 
phobia, panic disorder with agoraphobia or obsessive-compulsive disorder 
according to DSM-III-R (APA, 1987). The sample consisted of 95 patients with 
social phobia, 23 patients with panic disorder and agoraphobia and 19 patients 
with obsessive-compulsive disorder. Of the sample, 58% were female. Participants 
averaged 34 years in age (SD=10; range 19 - 62). Thirty-eight percent had only 
elementary schooling, 38% lower schooling or secondary schooling and 25% had 
high professional training, college education or university. Mean duration of the 
Axis I disorder was 12.9 years (SD=11 years; range 4 months to 50 years). Forty 
percent of the sample received an additional Axis I disorder: 18% another anxiety 
disorder, 20% an affective disorder and 2% another Axis I disorder.  
Procedure 
The Dutch version of the Anxiety Disorders Interview Schedule-Revised (ADIS-
R; DiNardo & Barlow, 1988) was administered for the assessment of the anxiety 
disorder. Before treatment started, patients had to complete the PDQ-R first and, 
additionally, within two weeks after completion of the PDQ-R, the SCID-II 
interview was administered. The interviewers were not informed on the PDQ-R 
results. 
Instruments 
SCID-II. A Dutch translation (Koster van Groos, 1987) of the Structured Clinical 
Interview for the DSM-III-R Personality disorders (SCID-II; Spitzer et al., 1990) 
was used. This version has been evaluated by Arntz, Van Beijsterveldt, Hoekstra 
et al. (1992); Interrater reliabilities ranged between 0.66 for schizotypal to 1.00 for 
dependent, self-defeating and narcissistic personality disorders (kappa values). 
The original SCID-II does not assess the sadistic personality disorder. Arntz et al. 
formulated standard questions for the DSM-III-R sadistic criteria (Arntz et al., 
1992), and this category is also included in our study. 
 The interrater reliability of the SCID-II was based on a part of the sample of 
patients in the present study. Three interviewers (first three authors, all clinical 
psychologists) were trained to administer the SCID-II interview. All interviews 
were video-taped. The raters consisted of two graduate students (clinical 
psychology) who randomly rated the videotapes. The training of both the 



Social phobia and personality disorders: comorbidity and treatment issues 

65 

interviewers and the raters consisted of extensive discussion of use of the criteria 
and discussion of joint ratings based on video material. A total of 84 interviews 
were randomly rated by the two raters. Interrater reliability could be established 
based on the scores of the interviewer and one rater. Cohen's kappas were 
computed indicating the interrater agreement, corrected for agreement by chance, 
for the absence or presence of the specific personality disorder. The kappa values 
showed satisfactory to excellent agreement between interviewer and rater. For the 
personality disorders with a prevalence rate higher than 5%, the kappa values were 
0.86 (avoidant), 0.79 (obsessive-compulsive) and 0.88 (paranoid). For dependent 
and passive-aggressive personality disorders, the interrater agreement was 0.79. 
For self-defeating personality disorder and schizoid personality disorder the 
interrater reliability was 0.66 and 1.00, respectively. The interrater reliability of 
the SCID-II found in this study is comparable with the findings reported earlier 
(Arntz, et al. 1992; Renneberg, Chambless & Gracely, 1992). 
 PDQ-R. A Dutch version of the Personality Diagnostic Questionnaire-
Revised was used (Ouwersloot, Van den Brink, De Boer, & Hoogduin, 1989). The 
version closely resembles the original PDQ-R (Hyler & Rieder, 1988). It consists 
of 133 items: 133 true/false items and two items were included on which the 
respondent had to mark the presence of a number of impulsive behaviours 
(borderline) and juvenile anti-social behaviours (anti-social). The PDQ-R items 
represent a direct translation of the DSM-III-R criteria for each personality 
disorder category. Therefore, the cut-off score of each PDQ-R personality disorder 
category (presence versus absence of the disorder) is the same as the DSM-III-R 
threshold for that specific personality disorder category. Further, the questionnaire 
includes three optional scales: Five items concerning the level of perceived 
impairment or distress, four items that measure social desirability and three items 
to detect random responses. Johnson and Bornstein (1992) included in their study 
the social desirability scale and they found no effect of this scale on the 
personality disorder prevalence rates. To our knowledge, the latter two scales have 
hardly been used in studies evaluating the PDQ-R. The impairment (or distress) 
scale measures impairment or distress due to personality dysfunction. At least two 
of the five items should be positively answered before looking at the different 
personality disorder scales. Reich, Noyes and Troughton (1987) concluded that 
inclusion of this scale did not enhance the agreement between instruments. Some 
studies did not report whether the impairment scale was included (Hyler et al. 
1990; Hyler et al., 1992). In contrast, several studies did include this scale as a 
necessary criterion before the diagnosis of a personality disorder can be made (e.g. 
Dolan, Evans & Norton, 1995; Hunt & Andrews, 1992). Johnson and Bornstein 
(1991) found that this scale correlated highly with every subscale of the PDQ-R 
with the exception of the schizoid subscale, however, they did not include this 
scale in the calculation of the prevalence rates. According to the manual of the 
PDQ-R (Hyler et al. 1988), the impairment scale is optional. Since the status of the 
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impairment scale is unclear, analyses were done to evaluate the validity of this 
scale. 
 
Statistical analyses 
Patients with multiple diagnoses were included in all applicable categories. The 
category 'any personality disorder' included all patients that received at least one 
personality disorder diagnosis from the instrument in question. 
 The PDQ-R cut-offs were adjusted depending on the kappa agreement 
(Cohen's Kappa, agreement corrected for chance), between the PDQ-R and the 
SCID-II. First, according to the manual of the PDQ-R, the DSM-III-R thresholds 
were applied for the analyses. This analysis was done twice for each PDQ-R scale, 
with and without the optional impairment scale. Based on these kappa values it 
was decided whether the impairment scale was included for further analyses. 
Secondly, depending upon the best kappa agreement, the PDQ-R cut-off was 
sequentially increased with one criterion, until the highest kappa value for that 
scale was found. In addition, in search for the optimal agreement, the PDQ-R cut-
offs were also lowered. In order to evaluate the PDQ-R as a possible screening 
instrument, the kappa value is not the most informative statistic. Of interest are the 
operating characteristics of the test: the specificity, sensitivity, positive predictive 
power and the negative predictive power. These values were subsequently 
determined for each PDQ-R personality disorder scale. Finally, the Yule statistic 
was determined. This is a measurement for agreement that can be related to Kappa 
coefficient but has the advantage of being independent of the prevalence rate in 
case of validity studies (Spitznagel & Helzer, 1985). As such, it can be used to 
compare the results across studies and samples in which the prevalence rates of 
personality disorders differ.  
 
Results 
As can be seen from Table 3.1, 42% of the patients received at least one 
personality disorder assessed with the SCID-II, whereas 84% received at least one 
personality disorder diagnosis assessed with the PDQ-R. However, including the 
impairment scale, this percentage decreased to 72. Since no patients met the 
SCID-II criteria for anti-social or sadistic personality disorders, these categories 
were excluded from the analyses. The kappa values ranged between 0.05 for the 
schizotypal personality disorder and 0.34 for the obsessive-compulsive personality 
disorder (median of 0.24). Inclusion of the impairment scale did not lead to an 
increase in the median kappa (0.24) nor the lowest kappa value (schizotypal 
personality disorder). However, seven individual personality disorder scales 
showed an increase in agreement with the highest kappa value found for the 
histrionic personality disorder (0.38). In addition, the kappa value for the schizoid 
personality disorder decreased from 0.13 to 0.09 after inclusion of the impairment 
scale. Based on the overall results, it was decided to include the impairment scale 
in further analyses. 
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 Lowering the PDQ-R cut-offs with one criterion did not improve the kappa 
agreement compared with the DSM-III-R thresholds. In contrast, the agreement 
decreased for all personality disorders: The median kappa value was 0.08, ranging 
between 0.02 (schizotypal) and 0.21 (avoidant). Increasing the PDQ-R cut-offs 
provided better agreement in all but one personality disorder: The kappa value of 
the self-defeating personality disorder was the highest with the DSM-III-R 
threshold (0.29). The results are also presented in Table 3.1. Increasing the cut-off 
with one criterion provided the best agreement for the avoidant, schizoid, 
schizotypal, borderline and histrionic personality disorders. For the dependent, 
obsessive-compulsive, passive-aggressive, paranoid and narcissistic personality 
disorders, the maximum agreement was found with a cut-off that was two criteria 
higher than the DSM-III-R threshold. After the adjustment, the median kappa 
value increased from 0.24 to 0.34, ranging from 0.12 for the schizotypal 
personality disorder to 0.56 for the obsessive-compulsive personality disorder. 
Given the optimal PDQ-R cut-off, we determined the Yule values (see also Table 
3.1).  
 
Table 3.1: PDQ-R and SCID prevalence rates of personality disorders and agreement 
between the SCID-II and PDQ-R with DSM-III-R threshold and optimal cut-off 
 PDQ-R SCID-II Kappa Thresholds Optimal Kappa§ Yule 
 
Personality  
  disorder 

no 
i.s. * 

 
i.s.    no  i.s.  

i.s. 

 
DSM- 
III-R 

optimal 
cut-off   

 N % N % N %       
Avoidant 91 66 84 61 49 36 0.30 0.33 4 5 0.43 0.45 
Dependent 51 37 42 31   3   2 0.07 0.10 5 7 0.34 0.73 
Obsessive- 
  compulsive 32 23 29 21   8   6 0.34 0.37 5 7 0.55 0.78 
Passive- 
  aggressive 26 19 25 18   4   3 0.16 0.16 5 7 0.23 0.58 
Paranoid 38 28 36 26   7   5 0.25 0.26 4 6 0.56 0.77 
Schizoid 30 22 25 18   4   3 0.13 0.09 4 5 0.21 0.56 
Schizotypal 30 22 30 22   1   1 0.05 0.05 5 6 0.12 1.0# 
Borderline 34 25 33 24   5   4 0.15 0.16 5 6 0.18 0.51 
Self-defeating 12   9 11   8   2 1.5 0.27 0.29 5 5 0.29 1.0# 
Narcissistic 19 14 19 14   3   2 0.24 0.24 5 7 0.39 0.78 
Histrionic 24 17 21 15   7   5 0.33 0.38 4 5 0.44 0.68 
Anti-social   0      0    0    -   - 4    
Sadistic   2 1.5   2 1.5   0    -   - 4    
Any personality  
  disorder 113 84 98 72 57 42 0.16 0.26     

Note: * no i.s.: impairment score (>= 2) not included; i.s.: impairment score included; §  Kappa with optimal cut-off;
  # This figure indicates that one cell remained empty (SCID: diagnosis present; PDQ-R diagnosis absent) 
 
As can be seen, the Yule values are considerably higher that the kappa values, 
except for the avoidant personality disorder. Two scales have a Yule value of 1.0 
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indicating that the PDQ-R was able to identify all self-defeating and schizotypal 
personality disorders as assessed by the SCID (no false negatives). 
 The operating characteristics are presented in Table 3.2 for both DSM-III-R 
thresholds and the optimal PDQ-R cut-offs. As can be seen from this Table, the 
specificity varied between 0.52 (avoidant) and 0.93 (self-defeating) for the 
individual categories with the DSM-III-R thresholds. Changing the cut-offs 
yielded higher specificity, varying between 0.74 (avoidant) and 0.99 (narcissistic), 
for all but one category (self-defeating) since the cut-off was not changed for this 
category. With the DSM-III-R thresholds, the sensitivity varied between 0.50 
(schizoid) to 1.00 (for six personality disorders), and after adjustment, the 
sensitivity decreased or remained the same (varying between 0.33 for the 
narcissistic scale to 1.00 for the schizotypal and self-defeating scales). For clinical 
practice, the negative predictive power and the positive predictive power are the 
most interesting operating characteristics, since the clinician wants to know the 
probability of a 'true' diagnosis given a PDQ-R score (Widiger, Hurt, Frances, 
Clarkin & Gilmore, 1984). The positive predictive power appeared to be overall 
higher for the personality disorders with the optimal PDQ-R cut-offs (varying 
between 0.07 and 0.67 versus 0.03 and 0.50). Using the DSM-III-R thresholds, 
only the avoidant personality disorder scale could correctly identify the disorder in 
50% of the cases who received this SCID diagnosis. The other scales could 
correctly predict the presence of a personality disorder in about 20% of the cases. 
The positive predictive power increased with the new cut-offs, four of the scales of 
the PDQ-R (avoidant, obsessive-compulsive, paranoid, narcissistic) were now able 
to predict in at least 50% of the cases the correct diagnoses. 
  
Table 3.2: Comparison of the operating characteristics between the DSM-III-R threshold 
and the optimal cut-off  
 DSM-III-R threshold  Optimal threshold Number of true 

diagnoses 

Personality 
disorder SPEC SENS PPP NPP  SPEC SENS PPP NPP 

DSM-III-R 
Threshold 
(%) 

Optimal 
Threshold 
(%) 

Avoidant 0.52 0.86 0.50 0.87  0.74 0.71 0.60 0.82   88 (64) 100 (73) 
Dependent 0.71 1.00 0.07 1.00  0.95 0.67 0.25 0.99   98 (71) 130 (95) 
Obsessive-
compulsive 0.84 1.00 0.28 1.00  0.98 0.50 0.67 0.97 116 (85) 131 (96) 

Passive-aggressive 0.83 0.75 0.12 0.99  0.98 0.25 0.25 0.98 113 (83) 130 (96) 
Paranoid 0.78 1.00 0.19 1.00  0.96 0.71 0.50 0.98 108 (79) 130 (96) 
Schizoid 0.83 0.50 0.08 0.98  0.92 0.50 0.17 0.98 112 (82) 125 (91) 
Schizotypal 0.79 1.00 0.03 1.00  0.90 1.00 0.07 1.00 108 (79) 124 (90) 
Borderline 0.78 0.80 0.12 0.99  0.86 0.60 0.14 0.98 107 (78) 117 (85) 
Self-defeating 0.93 1.00 0.18 1.00  0.93 1.00 0.18 1.00 128 (93) 128 (93) 
Narcissistic 0.88 1.00 0.16 1.00  0.99 0.33 0.50 0.98 121 (88) 134 (98) 
Histrionic 0.88 0.86 0.29 0.99  0.95 0.57 0.40 0.98 121 (88) 128 (93) 
Any personality 
disorder 0.40 0.89 0.51 0.84  0.62 0.60 0.60 0.82   82 (61)   95 (70) 

Note: SENS- sensitivity; SPEC-specificity; NPP- negative predictive power; PPP- positive predictive power 
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In contrast, optimizing the agreement between instruments led to a small decrease 
in the negative predictive power but the chance of correctly predicting the absence 
of a diagnosis was still satisfactory (range 0.82 to 1.00 versus 0.87 to 1.00). With 
the exception of the avoidant personality disorder scale, in at least 98% of the 
cases that did not receive a diagnosis, the PDQ-R correctly identified the disorder 
as absent when using the DSM-III-R thresholds. Whereas with the optimal cut-
offs, at least 97% were correctly identified as absent. The lowest negative 
predictive power was found for the avoidant personality disorder scale with both 
thresholds (0.87 and 0.82, respectively).  
 Further, the number of 'true' diagnoses increased after the optimal cut-offs 
were applied (from median of 82% to 93% of correct diagnoses). Except for the 
avoidant and borderline personality disorder scales, the PDQ-R scales were able to 
correctly identify the presence or absence of a disorder in 90% of more of the 
cases. 
 
Discussion  
The present study indicated that adjusting the PDQ-R cut-offs to maximize 
agreement between the PDQ-R and the SCID-II provided not only better 
agreement between the instruments but also enhanced the diagnostic power. 
However, the kappa agreement between the two instruments remained 
unsatisfactory: The kappa agreement is moderate for only two scales (paranoid 
and obsessive-compulsive personality disorders) and poor for the other scales. The 
operating characteristics, on the other hand, improved in such a way that the PDQ-
R appears to be an effective screening instrument in a sample of anxious 
outpatients. For clinical utility, the predictive power is the most relevant operating 
characteristic (Widiger et al., 1984). Since the administration of an interview 
demands more time and clinical experience than the administration of a self-report 
questionnaire, the latter may be a useful alternative as the first screening phase. 
Since the negative predictive power of the PDQ-R scales is overall satisfactory, 
only those cases indicated by the PDQ-R to have the disorder need to be verified 
with a semi-structured interview. Using the DSM-III-R thresholds for the PDQ-R 
scales, the number of false-positives is high and will lead to a large number of 
unnecessary interviews and inefficient time-management. Adjusting the PDQ-R 
cut-offs for the population under study increases the predictive power by lowering 
the number of false-positives and, consequently, the clinical utility will increase. 
 Deciding whether the proposed two-step method for the assessment of 
personality disorders should be implemented with the inclusion of the optimal cut-
offs, should not only depend upon the overall better operating characteristics that 
were found using the new cut-offs. The clinician should weigh the benefits of 
using the optimal cut-offs in order to decide whether to use them or not. In the 
present study, the optimal cut-offs resulted in the finding that more personality 
disorders were correctly identified while only a few more personality disorders 
were not identified by the PDQ-R. It will be a choice between saving (more) time 
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or overlooking (more) personality disorders (in the present sample: the avoidant 
personality disorder). Besides that, the clinician should consider the purpose of 
assessment. If the presence or absence of a specific personality disorder will 
influence the decision which treatment would be most effective for the patient, 
recognition of the consequences of not diagnosing a personality disorder should be 
taken in consideration. It may even depend on the specific personality disorder 
how important it will be to diagnose it correctly. For example, with respect to the 
avoidant personality disorder and social phobia, similar treatment strategies have 
proven their efficacy for both disorders (e.g. Brown, Heimberg & Juster, 1995). 
Hence, overlooking an avoidant personality disorder with a social phobic patient 
may not affect treatment choice. In contrast, overlooking a borderline personality 
disorder in a social phobic patient may have more serious consequences. Another 
option would be to assess the presence or absence of a specific personality 
disorder by means of the interview in any case (without first screening) in a 
population with a high base rate of that personality disorder, particularly when the 
consequences of overlooking that personality disorder may be severe. In contrast, 
for those personality disorders that are not frequently found in a specific 
population, the two-step method may be preferred because the negative predictive 
power of the PDQ-R scales have shown to be satisfactory in samples with a low 
base rate of those specific personality disorders. Future studies should address 
these issues.  
 The base rates of the personality disorders in the sample influenced the 
findings for a large degree. The base rates do not influence the sensitivity or 
specificity of the instrument but the positive predictive power and negative 
predictive power are sensitive to the base rates found in the population. It can be 
expected that higher base rates would increase the positive predictive power and 
decrease the negative predictive power (Widiger et al., 1984). At this point, it 
would be too early to conclude that the optimal cut-offs found in the present study 
can be used for screening purposes in other anxious outpatient samples. In the 
present sample, only the avoidant personality disorder had a relatively high base 
rate as measured with the SCID-II (36%). The large number of social phobic 
patients may have contributed to this finding. It should be noted that the present 
sample is not a normative anxious sample because of its relative large number of 
social phobic patients. More studies are needed to determine the optimal PDQ-R 
cut-off in anxious outpatients samples, and if patterns about thresholds emerge 
within this specific population, the PDQ-R should be revised accordingly to the 
empirically derived cut-offs.  
 For reasons of comparison between scales and across studies, the Yule 
statistic was determined. This statistic is comparable with the kappa statistic but it 
is independent of base rates (Spitznagel & Helzer, 1985). According to this 
statistic, the agreement of seven PDQ-R scales was 0.74 or higher, whereas the 
agreement between the avoidant PDQ-R scale and SCID diagnosis was the lowest 
of all scales. This may be explained by the fact that most participants of this 
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sample had an Axis I diagnosis of social phobia. In addition, the validity of the 
categorical distinction between avoidant personality disorder and social phobia is 
questionable. Both disorders appear to be overlapping constructs (Widiger, 1992). 
Hence, the problem of validity of the diagnosis itself is in question and 
consequently, the validity of the instruments will inevitably be limited.  
 The low agreement observed between different structured interviews 
(Zimmerman, 1994) is partly due to low reliabilities of the different instruments. 
In addition, the inclusion of the personality disorder-NOS (Not Otherwise 
Specified: DSM-III-R and DSM-IV; APA, 1987; 1994) and the comorbidity 
among personality disorders have been noted as indicators of the limitations of the 
current categorical classification (see previous chapters). Dimensional alternatives 
have been proposed and related to the current classification of personality 
disorders (e.g. Widiger & Costa, 1994). These studies have led to the current view 
of a personality trait structure that is hierarchical in nature (Clark, Livesley & 
Morey, 1997). In addition, this structure is found in both normal and psychiatric 
populations suggesting that a dimensional system would be more appropriate for 
the assessment of (normal and abnormal) personality (Widiger & Costa, 1994). 
Widiger (1992) concluded that: "Research concerned with the etiology, pathology, 
prognosis and treatment of personality disorders will be more powerful and 
informative if personality disorders are assessed as continuous rather than as 
discrete variables" (p. 287).  
 Finally, two limitations of this study need to be addressed to. First, we did 
not yet cross-validate the results by applying the adjusted cut-offs to another 
sample. We considered splitting the sample into two samples but, given the small 
base-rates of most of the personality disorders and the limited number of 
participants in the total sample, we decided not to do so. This limitation forces us 
not to overstate the findings and to emphasis the importance of further studies on 
this subject. Second, since the DSM-III-R has been revised and the DSM-IV has 
been published, the present study may have lost some of its clinical utility. 
However, in our view, the paper still has a valid conceptual use and we hope that it 
may stimulate more studies addressing this issue.  
 In sum, the two-step method may be an efficient method for the assessment 
of personality disorders according to the categorical approach, but more studies 
are needed to further investigate this method in order to determine the optimal cut-
offs in different populations. In addition, researchers should consider the use of the 
Yule statistic (Spitznagel & Helzer, 1985) that makes comparison across studies 
possible. In practice, differential implementation of the two-step method should 
take the following considerations into account: (1) the prevalence rates of 
personality disorders in a specific population, 2) the ability of the instrument to 
differentiate between the specific state of the patients and related traits, (3) the 
consequences of the false-negative diagnoses, and (4) the limited validity of the 
personality disorders themselves. 
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4. 
Generalized social phobia versus avoidant 

personality disorder: differences in 
psychopathology, personality traits and social 

and occupational functioning• 
 
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 
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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). 
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 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. 
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5. 
 

The impact of personality disorders 
 on behavioural treatment outcome 

 for social phobia• 
 
 
 
 
Abstract 
The impact of personality disorders on exposure in vivo treatment for social phobia 
was investigated in three groups of social phobic patients: social phobia without 
any personality disorder (n=30), social phobia with a single diagnosis of avoidant 
personality disorder (n=18) and social phobia with multiple personality disorders 
(n=13). We hypothesized parallel change for social phobia with and without an 
avoidant personality disorder with the latter group being more impaired before and 
after treatment. In order to test this hypothesis, confidence intervals for change 
were computed. In line with our hypothesis, social phobic patients in all three 
groups improved significantly during treatment and no interaction effects were 
found on the repeated MANOVA's. By using a confidence interval, parallel change 
was found on most measures. The impact of additional anxiety and mood disorders 
on treatment outcome was investigated separately. The analyses showed that an 
additional anxiety or mood disorder also did not predict outcome of exposure 
treatment. 

                                                 
• This chapter has been previously published as Van Velzen, C.J.M., Emmelkamp, P.M.G. & 
Scholing, A. (1997). The impact of personality disorders on behavioural treatment outcome for 
social phobia. Behaviour Research and Therapy, 35, 10, 889-900. Reprinted with permission 
from Elsevier Science. 
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Introduction 
Social phobia has been effectively treated with both exposure treatment and 
combinations of exposure and cognitive therapy (e.g. Butler, Cullington, Munby, 
Amies & Gelder, 1984; Mattick & Peters, 1988; Mattick, Peters & Clarke, 1989; 
Scholing & Emmelkamp, 1993a; 1993b). However, not all patients benefit equally 
well from treatment and large variations in effects were found in a meta-analysis 
of social phobia outcome studies (Feske & Chambless, 1995). One explanation for 
these findings might be the heterogeneity of the social phobic samples (Feske & 
Chambless, 1995). Besides differences in social phobic subtypes (according to 
DSM-III-R: generalized social phobia and discrete social phobia), the 
heterogeneity might also be due to differences in prevalence rates of additional 
Axis I and Axis II disorders in the social phobic samples (Turner et al., 1991; Van 
Velzen & Emmelkamp, 1999).  
 Recently, a number of studies have been reported on the efficacy of 
cognitive and/or behavioural treatment for social phobics with and without an 
avoidant personality disorder (Feske, Perry, Chambless, Renneberg & Goldstein, 
1996; Brown, Heimberg & Juster, 1995; Hofmann, Newman, Becker, Taylor & 
Roth, 1995; Hope, Herbert & White, 1995). The largest study was conducted by 
Brown et al., (1995) who compared the outcome of cognitive behavioural 
treatment among 1) non-generalized social phobic patients without an avoidant 
personality disorder, 2) generalized social phobic patients without an avoidant 
personality disorder, and 3) generalized social phobic patients with an avoidant 
personality disorder. Both groups with a generalized social phobia reported more 
severe symptomatology before treatment than the non-generalized social phobic 
group. No differences in efficacy of treatment were found among the groups; all 
groups improved significantly. However, Brown et al. found that significantly 
more patients from the non-generalized social phobic group (79%) were classified 
as positive treatment responders compared to both generalized social phobic 
groups (with an avoidant personality disorder: 41%; without an avoidant 
personality disorder: 47%). Hofmann et al. (1995) investigated the effect of 
behavioural treatment (exposure) in public speaking phobics with and without an 
avoidant personality disorder. Significant improvement was found in both groups. 
In line with the findings by Brown et al., the group with an avoidant personality 
disorder reported more severe symptomatology before and after treatment. In the 
study of Hope et al. (1995) generalized social phobics and social phobics with an 
avoidant personality disorder reported more symptomatology at pre-treatment, but 
improved to the same extent during treatment as non-generalized social phobics 
and social phobics without an avoidant personality disorder; the pre-treatment 
differences remained at post-treatment. At follow-up after 1 year, the groups were 
still improved compared with pre-treatment and no main effects or interactions 
between groups were found. Feske et al. (1996) compared generalized social 
phobics with and without an avoidant personality disorder in a naturalistic 
behavioural group treatment. Both groups improved significantly; however, the 
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social phobics with an avoidant personality disorder were more impaired both 
before and after treatment. In sum, these studies showed that cognitive and/or 
behavioural group treatment is as effective for social phobics without a personality 
disorder as it is for social phobics with an avoidant personality disorder, even at 
long-term follow-up (Hope et al., 1995). However, a comorbid avoidant 
personality disorder was related to more severe symptoms before and after 
treatment. Conclusions are limited because of the small sample sizes of two studies 
(Hofmann et al., 1995; Hope et al., 1995) and because the comorbidity among 
personality disorders was not taken into account.  
 Until now, the emphasis has been on social phobia with comorbid avoidant 
personality disorder. The impact of other personality disorders on treatment 
outcome in social phobics has hardly been addressed, with the exception of two 
studies. Turner (1987) investigated the impact of personality on cognitive 
behavioural group treatment outcome in thirteen social phobics of whom seven 
patients received a "personality disorder diagnosis". Personality disorder diagnoses 
were based on the MMPI-profiles and clinical judgement. Turner found that 
personality disorders influenced treatment outcome negatively. In contrast, a study 
conducted by Mersch, Jansen and Arntz (1995) did not reveal differences in the 
cognitive-behavioural group or individual treatment outcome between 26 social 
phobics without a personality disorder and eight social phobics with a personality 
disorder (personality disorder diagnoses were assessed with a semi-structured 
interview). In line with the studies described above, Mersch et al. did find pre-
treatment differences in severity on most of the symptom variables. A limitation of 
the study of Mersch et al. is the fact that the results of two different treatment 
conditions (cognitive and behaviour therapy) were lumped together. As a result, 
interaction effects between method and the presence of a personality disorder may 
have influenced the results. Further, both studies had small sample sizes. 
 The present study was designed to compare the effects of exposure in vivo for 
social phobics without any personality disorder and social phobics with an avoidant 
personality disorder. We expected that exposure treatment would be equally effective 
for social phobics with an avoidant personality disorder as for those without any 
personality disorder, with the first group reporting more symptomatology before and 
after treatment. As for the other personality disorders, we did not expect large 
numbers of other specific categories, therefore social phobics with other personality 
disorders were taken together and the impact of these personality disorders on 
treatment outcome was explored. A second aim was to examine the influence of 
additional anxiety and mood disorders on the outcome of exposure treatment for 
social phobics. 
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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 diagnosis of social phobia, according to the DSM-III-R criteria 
- No other mental problems were more prominent (e.g. addiction) 
- Age between 18 - 65 years 
- No psychotic episodes in the past  
- No actual suicidal intention  
- No behavioural treatment within 6 months prior to the present treatment 
- Willing to participate in the study 
 In the intake session, the Dutch version of the Anxiety Disorder Interview 
Schedule- revised (ADIS-R, DiNardo & Barlow, 1988) was used to diagnose 
social phobia 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 and three 
patients fulfilled the criteria. Ten patients declined the treatment offered. The 
remaining 93 patients started the treatment.  
 Thirty-two (34.4%) patients did not complete the treatment according to the 
protocol. Completers did not significantly differ from non-completers on any 
demographic variable, nor on pre-treatment severity of social anxious or 
depressive symptoms, additional anxiety or mood disorders. Thirteen (30.2%) of 
the patients without any personality disorder dropped out, seven (28%) of the 
patients with a single diagnosis of avoidant personality disorder dropped out and 
12  (48%) of the patients with more than one personality disorder diagnosis 
dropped out of treatment. Neither these differences were significant nor the mean 
number of personality disorder diagnoses differed significantly between 
completers and non-completers. Completers and non-completers reported the same 
expectations concerning treatment efficacy. The mean age of the sample of 
completers was 34.5 years (SD=9.4), the average duration of the social phobic 
complaints was 16.2 years (SD=11.8). The sample consisted of 28 females (46%) 
and 33 males (54%). The use of psychotropic medication was held constant during 
treatment for 7 patients (11%), 14 patients (23%) were able to stop using 
medication before treatment and 40 patients (66%) did not use any medication 
prior to treatment. Eighteen patients (29%) had never been treated before, 42 
patients (69%) had received outpatient treatment at any point in life, of which 11 
patients (18%) more than once and one patient (2%) had received an inpatient 
treatment. With regard to comorbidity, 43 patients (70%) did not receive an 
additional anxiety or mood disorder diagnosis, eight patients (13%) received an 
additional anxiety disorder diagnosis and 10 patients (16%) received an additional 
depressive disorder diagnosis.  Of the sample, 31 patients (51%) received one or 
more personality disorder diagnoses. Neither anti-social nor sadistic personality 
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disorders were found in this sample. The percentages of the specific personality 
disorder diagnoses are presented in Table 5.1. 
 
Table 5.1: Percentage of personality disorders (N=61) 
 n % 

Avoidant  29 47.5 
Dependent    2   3.3 
Obsessive-compulsive    5   8.2 
Passive-aggressive    3   4.9 
Paranoid   3   4.9 
Schizoid   2   3.3 
Schizotypal   1   1.6 
Borderline   3   4.9 
Self-defeating   2   3.3 
Narcissistic   2   3.3 
Histrionic   3   4.9 
No personality disorder 30 49.2 
One personality disorder 19 31.1 
More than one personality disorder 12 19.7 

 
Of the patients who received a single personality disorder diagnosis, one patient 
received a diagnosis of passive-aggressive personality disorder. The remaining 18 
patients received an avoidant personality disorder diagnosis. Of the patients who 
received more than one personality disorder diagnosis, only one patient did not 
receive an avoidant personality disorder diagnosis. Since the rates of specific 
personality disorders, other than the avoidant personality disorder, were too small 
to analyse them as separate groups (and confounded by the presence of an avoidant 
personality disorder), the following three groups were composed: (1) social 
phobics without any personality disorder diagnosis (SP; n=30), (2) social phobics 
with a single diagnosis of an avoidant personality disorder (APD; n=18), and (3) 
social phobics with more than one personality disorder diagnosis and the social 
phobic with the passive-aggressive diagnosis (OPD; n=13). The mean number of 
personality disorder diagnoses in the OPD was 2.85 (SD=1.63; range 1-7).  
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, Williams, Gibbon & First, 1990). Part of the 
present sample was used in an interrater reliability study. The reliabilities were 
found to be satisfactory: For the personality disorders with a prevalence rate higher 
than 5%, the kappa values were 0.86 (avoidant), 0.79 (obsessive-compulsive) and 
0.88 (paranoid). For dependent and passive-aggressive personality disorders, the 
interrater agreement was 0.79. For Self-defeating personality disorder and schizoid 
personality disorder the interrater reliability was 0.66 and 1.00, respectively (Van 
Velzen et al.,  1999).  
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 Two self-report measures were used to assess the degree of avoidance. The 
Social Phobia subscale of the Fear Questionnaire (FQ; Marks & Mathews, 1979) 
assesses the degree of avoidance in five common social phobic situations (9-point 
scale, range 0-8; Cronbach's α = 0.80; Arrindell, Emmelkamp & Van der Ende, 
1984). The Behaviour subscale of the Lehrer-Woolfolk Anxiety Symptom 
Questionnaire (LWASQ; Lehrer & Woolfolk, 1982) assesses the behavioural 
aspects of the anxiety (Likert format: 1-5) of nine, mostly social phobic, situations. 
The Dutch version of the LWASQ has good psychometric properties, the 
behaviour subscale has a Cronbach's α of  0.88 (Scholing & Emmelkamp, 1992).   
 To assess social phobic cognitions the following measures were used. The 
Social Cognition Inventory (SCI; Van Kamp & Klip, 1981) assesses maladaptive 
cognitions in social situations. The questionnaire consists of two sections, one 
section assesses the patients' attitudes towards other people (17 items) and one 
section assesses cognitions of self-evaluation (18 items). The rating format is 1-5 
Likert-type. The SCI yields one (total) score. The questionnaire has a high internal 
consistency (Cronbach's α = 0.93; Van Meijgaard, Tros, Van der Molen & 
Wolters, 1988). 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 = 0.92 for the Dutch version, 
personal communication with the translater, P.P.A. Mersch).  
 Before the first treatment session, patients reported five individual phobic 
situations (Target situations) that had to be rated on degree of avoidance and level 
of anxiety (nine-point scale; range 0-8). In the present study, the Cronbach's αs 
were 0.78 and 0.81, respectively. 
 Finally, to assess depressed mood, the Beck Depression Inventory (Beck, 
Ward, Mendelson, Mock & Erbaugh, 1961) was used, 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).  
Procedure 
Patients referred by general practitioners or other mental health institutes were 
directly invited for the first intake session. Subjects who responded to 
advertisements were first shortly screened by telephone. Those who appeared 
suitable were invited for the first intake session. After this intake session, in which 
the DSM-III-R Axis I disorders were assessed, the procedure of the study and 
treatment were explained, a written description was provided and patients signed 
an informed consent form. Before the first contact with the therapist, the SCID-II 
was administered by independent assessors, all clinical psychologists. In the first 
session with the therapist, pre-treatment measures of social phobic and depressive 
complaints were completed. The treatment started in the week after the assessment 
sessions. In the first treatment session, avoidance behaviour was explored and the 
rationale of the treatment was explained to the patients. Directly following the last 
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session, patients filled in the post-treatment measures. After three months, patients 
were invited for a follow-up (in which the effect measures were administered).  
Treatment     
The treatment consisted of at least 10 sessions of gradual exposure in vivo 
(Emmelkamp, 1982) during 10 weeks, with a maximum number of fifteen 
sessions. The duration of the sessions was 1.5 hours. Both during the sessions as 
well as in-between the sessions, exposure tasks were practised. The tasks that were 
practised during the sessions were standardized for all patients, but the patients 
were asked to order the tasks hierarchically based on their expected level of 
anxiety. These tasks had to be practised either outside the clinic (e.g. in the centre 
of the town or at the hospital premises) or at the clinic (simulated situations with 
stooges). In the first sessions, the therapist usually accompanied the patients in 
order to get a better view on subtle avoidance behaviour. These subtle avoidance 
behaviours are comparable with the safety behaviours reported by Wells, Clark, 
Salkovskis, Ludgate, Hackmann, & Gelder (1995).  
 The hierarchy of exposure tasks for homework assignments consisted of 
relevant tasks in the social environment of the patients (e.g. with family, friends, at 
work). The homework assignments were first discussed in the sessions, followed 
by the theme that had to be practised in the session (discussion was in terms of 
graded exposure tasks with the possibility of small adjustments for personal 
difficulties) and these tasks were evaluated after practice. In addition, both during 
discussion of homework as well as during the tasks in the sessions, the emphasis 
was on subtle avoidance behaviour. If necessary, response prevention strategies 
and anxiety provoking behaviours were implemented during the exposure.  
Therapists 
The therapists were advanced clinical psychology students who had followed 
introductory and advanced courses in behaviour therapy before they were admitted 
to the therapist team and received an additional extensive training for adequate use 
of the exposure strategy with social phobic patients. In order to standardize 
treatments, a detailed session-by-session treatment manual was developed. All 
sessions were recorded on audiotape and the tape was overheard by another 
member of the therapist team. Two-hour supervision sessions were held twice a 
week with groups of 3-7 therapists, in which the progress of the treatments were 
discussed and evaluated. Therapists and supervisor were blind with respect to the 
results of the personality disorder assessment. 
Statistical analyses 
Chi-square tests were used to compare categorical data among the three groups. 
Associations between continuous variables and the three groups were tested by 
one-way ANOVA's. Treatment results were analysed with repeated measures 
MANOVA with group and time of assessment as the independent variables. In 
order to enhance the power, the dependent variables were transformed to three 
composite variables. Based on the correlations between the variables and the 
content of the variable, the following composite variables were included in the 
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analyses: Avoidance, consisting of the means of the standardized scores of the FQ-
Social Phobic subscale and the Behaviour subscale of the LWASQ; Cognitions, 
consisting of the means of the standardized scores on the FNE and the SCI; Target 
situations, consisting of the means of the standardized scores of the Target 
avoidance and anxiety scales. If one of the scales was missing, the composite 
variable was based solely on the other scale. In one case, both Target situations of 
the follow-up were missing, in order to include this subject in the analyses, the 
mean of the group was substituted for the missing variable. Two Repeated 
measures MANOVA's were conducted with group and time of assessment as 
independent variables and the composite measures as dependent variables, one 
MANOVA for pre- and post assessment and one for pre- and follow-up assessment 
using the Wilks' Lambda test. MANOVA's can show the significance of 
differences, a non-significant finding, however, should be considered as a weak 
support for the statement that both groups improved equally. Therefore, confidence 
intervals were a priori chosen, in order to determine whether the SP and APD (or 
OPD) improved equally from pre- to post-treatment. Per composite variable, which 
was a standardized score, the following formula was computed for the confidence 
intervals: SP change score (pre minus post-treatment score) ± two times the 
standard error of the difference between means (SEdiff) with SEdiff=(sd1

2/n1 + 
sd2

2/n2)1/2 where sd1
2 denotes the variance of the SP mean change score, n1 is the 

sample size of SP; sd2
2 the variance of APD or OPD mean change score, 

respectively and n2 the sample size of APD or OPD. If the mean change score of 
the APD group fell within the range of two SEdiff below or above the change score 
mean of the SP group, we decided that both groups were improved equally. For 
improvement after treatment, the same procedure was followed, but the mean 
change score was now formulated as the difference between the post-treatment 
mean score and follow-up mean score. 
 Group differences (between and within) were analysed with MANOVA's. 
However, this procedure does not take into account whether the improvement is 
clinically significant. Jacobson & Truax (1991) proposed the following formula for 
clinically significant improvement: The mean score minus 2*SD as cut-off for 
clinical significance when no norm scores are available. Since this formula 
appeared to be a rather conservative procedure as compared to mean scores of non-
social phobic subjects, we decided to use an adjusted variant of this formula of 
Jacobson and Truax to compute the cut-off for clinical significance for the 
composite variables: The mean score minus 1*SD. Patients were classified as 
clinically significantly changed when they met the criterion on two of the three 
composite variables. Apart from the social phobic symptoms, patients were 
classified as clinically significantly changed according to their post-treatment BDI-
score using the same procedure. Chi-square Tests were used to test the differences 
in endstate functioning between the three groups.  
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Results 
Comparison of the three groups on demographic variables showed that the groups 
did not differ in age, gender, marital status, education, employment status, duration 
of complaints or psychotropic medication use. A significant difference was found 
for previous treatment received. Pairwise comparisons showed that the groups did 
not differ in percentages of patients who had never been treated before (SP: 37%; 
APD: 22%; OPD: 23%), but differences were found in number and kind of 
treatments: Less SP received an inpatients or multiple outpatients treatments 
compared to the APD and OPD (3%, 39%, 31%, respectively; Χ2(1)=10.2, p< 0.00 
and Χ2(1)=6.4, p< 0.01). Due to the limited number of additional anxiety and 
depressive disorders, separate Chi-square Tests could not be done, therefore the 
anxiety and depressive disorders were comprised into one category: additional 
anxiety and mood disorders. Differences were found between the groups (Χ2(2) 
=6.2; p < 0.05): 16.6% of the SP, 33.3% of the APD and 53.9% of the OPD received 
an additional anxiety or mood disorder. No differences were found between SP and 
APD and between APD and OPD (both Χ2s (1)< 1.3, p>0.05). Differences between 
SP and OPD were significant (Χ2(1)=4.5, p< 0.05), indicating that OPD received 
more often an additional anxiety or depressive diagnosis.  
Pre-treatment differences 
In Table 5.2, the descriptive results are presented for the three groups and the three 
assessment moments on the outcome measures. First, the pre-treatment differences 
between the three groups were analyzed using ANOVA's with Duncan's Multiple- 
Range Test (p< 0.05) for differences between two groups. These analyses showed 
a significant difference between the groups on the composite variables Avoidance 
(F (2,61)=5.5, p< 0.01) and Cognitions (F=8.8, p<0.00). On both variables, SP 
was less avoidant and reported less social anxious cognitions compared to both 
other groups. The difference between the three groups on Target situations was not 
significant (F=2.9; p>.05). The depressive mood differed among all three groups 
(F=16.2; p<0.00), OPD was more depressed compared to both other groups and 
APD was more depressed compared to SP. 
Post-treatment results 
Repeated measures MANOVA with group and time (pre-post) on the composite 
variables revealed a significant main effect for group, F (6,27)=3.00, p<0.01 and 
time, F(3,27)=68.15, p<0.00. The analysis did not reveal a significant interaction 
effect of group by time (F(6,27)=1.63, p>0.1). Univariate ANOVA'S revealed 
significant group differences on Avoidance (F(2,58)=3.35, p<0.05) and Cognitions 
(F (2,58)=7.52, p<0.00) but not on Target situations (F(2,58)=2.28, p>0.1). The 
time effects were significant for all three composite variables (all Fs(1,58)> 46, 
p<0.00). These results indicated that the three groups improved during the 
treatment: Patients in all three groups reported less avoidance, less social phobic 
cognitions and less avoidance and anxiety in their individual phobic situations. In 
order to decide whether the groups were equally improved, confidence intervals 
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per composite variable were computed. Table 5.3 shows the results of these 
analyses. A graphic presentation of improvement is also provided (Fig. 5.1). 
 
Table 5.2: Descriptive results of the three groups and assessment moments 

  SP (n=30)   APD (n=18)   OPD (n=13)  

  M  SD    M  SD    M  SD  

    Pre-treatment     

FQ-Social Phobia 24.5  7.2   27.3  6.8   28.8  5.8  

BDI  10.5  4.3   14.8  7.0   22.5  9.0  

SCI 95.6 17.5  113.6 20.5  120.7 19.2  

FNE  49.5 11.0   54.2  9.4   57.5  8.1  

LWASQ-Behaviour 25.5  6.7   30.3  4.1   32.8  7.8  

Target-avoidance 23.3  7.0   26.9  8.1   27.2  7.6  

Target-anxiety 22.2  5.8   26.3  5.5   22.9  6.8  

    Post-treatment     

FQ-Social Phobia 16.5  8.2   19.2  7.3   16.6  5.7  

BDI  5.9  5.6    7.0  5.4   11.0  7.9  

SCI 83.9 15.7   93.1 20.4   95.1 15.9  

FNE 44.0 10.3   44.8  9.9   49.4 10.8  

LWASQ-behaviour 18.7  5.8   22.1  7.6   21.1  8.5  

Target-avoidance 11.6  6.2   13.5  8.6   12.3  5.6  

Target-anxiety 11.8  4.5   13.2  5.3   11.5  4.3  

    Follow-up*     

FQ-Social Phobia 17.1  6.6   19.2  8.6  17.4  7.6  

BDI  7.6  8.0    9.2  5.4  10.2  8.2  

SCI 85.6 16.5   93.6 16.7  95.8 15.7  

FNE 44.9 11.2   46.3  9.1  46.4 13.4  

LWASQ-behaviour 19.9  5.7   23.4  7.1  21.6  8.3  

Target-avoidance 13.2  7.0   15.9  7.9  12.4  8.6  

Target-anxiety 13.0  5.8   13.0  5.8  11.1  5.3  
Note.  SP = social phobics without any personality disorder; APD = social phobics with an avoidant personality 
disorder; OPD = social phobics with more than one personality disorder. FQ-social phobia = Social Phobia subscale 
of the Fear Questionnaire; BDI = Beck Depression Inventory; FNE = Fear of Negative Evaluation; LWASQ-
Behaviour = Behaviour subscale of the Lehrer-Woolfolk Anxiety Symptom Questionnaire.  
*At follow-up: SP: n=29, APD: n=18, OPD: n=12. 
  

 The confidence intervals indicated that the rate of improvement on social 
phobic avoidance, cognitions and target situations was similar for the three groups. 
Oneway ANOVA's on the post-treatment data of the three groups indicated that, 
contrary to our expectations, the differences found at pre-treatment on the 



Social phobia and personality disorders: comorbidity and treatment issues 

97 

composite variables were no longer significant between the three groups (all 
Fs(2,61)<3, ps>0.1) The single difference that remained after treatment was that 
OPD reported more depressive symptoms compared to SP (F(2,61)=3.3; p< 0.05). 
 
Table 5.3: Mean change scores and confidence intervals for the composite measures 

 
 
 

Mean SP ±  
confidence interval for 
APD 

 
APD 
mean change 

Mean SP ± 
confidence interval 
for OPD 

 
OPD 
mean change 

Composite variable  pre - post   

Avoidance 1.27 ± 0.62 1.40 1.27 ± 0.84 2.06 

Cognitions 0.70 ± 0.68 1.21 0.70 ± 0.80 1.30 

Target situations 2.31 ± 0.72 2.79 2.31 ± 1.04 2.72 

  post - follow-up   

Avoidance  -0.64 ± 0.44 -0.75 -0.64 ± 0.58 -1.23* 

Cognitions -0.04 ± 0.42 -0.11 -0.04 ± 0.54   0.02 

Target situations -0.25 ± 0.56 -0.19 -0.25 ± 0.72  -0.13 
Note. * The mean change did not fall within the confidence interval. SP = social phobics without any personality 
disorder; APD = social phobics with an avoidant personality disorder; OPD = social phobics with more than one 
personality disorder. 
 

Follow-up results 
Follow-up analyses were conducted to compare pre-treatment and follow-up data 
after three months. Two patients were excluded from these analyses because one 
(SP) did not respond to the follow-up invitation and one patient (OPD) was 
referred to inpatients treatment one month after the post-treatment assessment, 
leaving 59 patients for the follow-up analyses. One patient (APD) had received 
five additional exposure sessions. The repeated MANOVA with group and time 
(pre and follow-up) on the composite variables revealed a significant main effect 
for group: F(6,26)=2.86, p<0.05 and time: F(3,26)=54.00, p<0.00. The analysis 
did not reveal a significant interaction effect of group by time (F (6,26)=1.41, 
p>0.1). Univariate ANOVA'S revealed significant group differences on Avoidance 
(F(2,56)=4.29, p<0.02) and Cognitions (F(2,56)=4.74, p<0.01) but not on Target 
situations (F(2,56)=1.82, p>0.1). The time effects were significant for all three 
composite variables (all Fs(1,56)> 46, p<0.00). The results indicated that the 
groups still benefit from treatment at three months follow-up on social phobic 
avoidance, cognitions and target situations.  
 Oneway ANOVA's conducted on the follow-up data revealed that the three 
groups did not differ from each other in severity of social phobic complaints, 
except for a significant difference between APD and SP on the Avoidance 
composite variable (F(2,59)=3.2, p<0.05), the difference in depressive symptoms 
between SP and OPD was no longer significant. With regard to parallel change 
from post-treatment to follow-up, the SP and APD reported the same rate of 
change on Avoidance, Cognitions and Target situations, whereas OPD, compared 
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with SP, reported a larger change on Avoidance and the same change on 
Cognitions and Target situations (see Table 5.3). Although all patients were still 
significantly improved compared to pre-treatment, the negative changes scores 
indicated that the three groups reported more avoidance behaviour after three 
months compared to immediately after treatment. In order to find out whether 
there were significant differences in time, a repeated MANOVA was conducted 
with post-test and follow-up data as the dependent variables and the three groups 
as independent variables. No main effect for group was found (F(6,26)=1.19, 
p>0.1), however a significant main effect for time was found (F(3,26)=23.51, p< 
0.00). Univariate ANOVA's revealed only a significant relapse on Avoidance 
(F(1,56)=67.95, p<0.00) and no differences were found for Cognitions or Target 
situations (both Fs(1,56)< 2.0, ps>0.1). No interaction effect was found 
(F(6,26)=1.08, p>0.1). 
  
Table 5.4: Percentages of clinically significant change at post-treatment and follow-up 

   SP       APD      OPD    

  n %   n  %   n  % Χ2  p 

Composite variables    Post-treatment      
On two of the three variables 
On less than two variables 

25 
  5 

83.3 
16.7  12 

  6 
66.7 
33.3  9 

4 
69.2 
30.8 2.0 0.36 

    Follow-up      
On two of the three variables 
On less than two variables 

19 
10 

65.5 
34.5  

10 
  8 

55.6 
44.4  

 6 
 6 

50.0 
50.0 .99 0.61 

BDI    Post-treatment      
<  6.5 
≥  6.5 

21 
  9 

70.0 
30.0  

10# 
  7 

58.8 
41.2  

 4 
 9 

30.8 
69.2 5.7 0.06 

 

    Follow-up      

<  6.5 
≥  6.5 

17 
12 

58.6 
41.4  

  5# 
11 

31.3 
68.7  

 4 
 8 

33.3 
66.7 4.0 0.13 

Note. SP- social phobics without any personality disorder (n=30, post-treatment; n=29 follow-up); APD- social 
phobics with an avoidant personality disorder (n=18 at post-treatment and follow-up); OPD- social phobics with 
more than one personality disorder (n=13 at post-treatment; n=12 at follow-up).  
# due to missing data on the BDI at post-treatmen: APD: n=17, at follow-up APD: n=16. 
 
Endstate functioning 
Of interest is whether the improvement resulted in an endstate level of social 
phobic symptoms that is more or less similar to subjects without social phobia 
which would indicate a clinically significantly change. As can be seen from Table 
5.4, the percentages of patients of the three groups that improved up to a 'normal' 
endstate at post-treatment and at follow-up did not significantly differ. As for 
depressive symptoms, a trend was found for less patients of the OPD group to 
meet the cut-off for a 'normal' level.  
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At follow-up, in all three groups, the percentages of patients that were improved 
up to a 'normal' endstate functioning was smaller as compared to post-treatment, 
indicating that a small number of patients in all three groups had relapsed after 
treatment (SP: 17%, APD: 17% and OPD: 22%). 
 
Table 5.5: Descriptive results of social phobic patients with and without an additional 
mood or anxiety disorder at three assessment moments 

 No  additional diagnosis  (n=43)  Additional diagnosis (n=18) 

   M  SD    M  SD 

  Pre-treatment  

FQ-Social Phobia  25.8  6.2   27.2  8.6 

BDI  11.9  6.1   20.0  8.7 

SCI 103.0 19.8  113.9 23.8 

FNE  51.9  9.7   54.4 11.9 

LWASQ-Behaviour  27.6  6.3   30.5  8.2 

Target-avoidance  23.8  7.1   28.4  7.9 

Target-anxiety   23.0  5.8   24.9  6.8 

  Post-treatment  

FQ-Social Phobia  17.0  7.5   18.2  7.6 

BDI   6.2  4.9   10.0  8.3 

SCI  87.2 16.0   93.3 21.0 

FNE  43.8 10.6   49.2  9.0 

LWASQ-Behaviour  19.4  6.9   22.2  7.0 

Target-avoidance  12.1  6.8   12.9  7.0 

Target-anxiety  12.0  4.5   12.4  5.3 

  Follow-up*  

FQ-Social Phobia  17.2  6.8   19.2  8.8 

BDI   7.4  6.0   11.5  9.4 

SCI  89.2 16.7  92.3 17.2 

FNE  45.0 10.6   47.2 11.9 
LWASQ-Behaviour  20.8  6.9   22.6  6.6 

Target-avoidance  13.1  7.2   16.0  8.3 

Target-anxiety  13.0  5.9   11.7  5.1 

Note. FQ-social phobia = Social Phobia subscale of the Fear Questionnaire; BDI = Beck Depression Inventory; FNE 
= Fear of Negative Evaluation; LWASQ-Behaviour = Behaviour subscale of the Lehrer-Woolfolk Anxiety 
Symptom Questionnaire. * At follow-up: No additional diagnosis: n=42, Additional diagnosis: n=17.  
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Additional diagnoses 
Likewise, in order to determine whether an additional mood or anxiety diagnosis 
was predictive of treatment outcome, we conducted a repeated MANOVA for the 
following two groups: social phobics with an additional anxiety or mood disorder 
(n=18) and social phobics without an additional anxiety or mood disorder (n=43). 
Table 5.5 provides an overview of the descriptive results of the outcome variables 
for the two groups. First, pre-treatment differences between the two groups were 
compared. Social phobics with an additional anxiety or mood disorder reported 
significantly more depressive symptoms (T(59)=-4.2; p<0.00). No differences 
were found on the composite variables Avoidance, Cognitions and Target 
situations. 
 The repeated MANOVA with group and time (pre-post) on the composite 
variables only revealed a significant main effect for time, F(3,27.5)= 65.7, p<0.00. 
The time effects were significant for all three composite variables (all Fs(1,59)> 
34, p<0.00). The repeated MANOVA with group and time (pre-follow-up) on the 
composite variables also revealed a significant main effect for time (F(3,26.5)= 
38.9, p<0.00). The time effects were significant for all three composite variables 
(all Fs(1,57)>35, p<0.00). No main effect for group nor interaction effect was 
found. Chi-square tests were conducted to test differences between the two groups 
on the percentages of patients who were clinically significantly changed. These 
analyses indicated that the presence of an additional anxiety or mood disorder was 
neither associated with differential treatment outcome at post-treatment nor at 
follow-up. With regard to the depressive symptoms at follow-up, 52.5% of the 
non-additional group reported a non-clinical level of depressive symptoms versus 
29.4% of the additional group which was not significant. 
 
Discussion 
This study was the first to examine two homogeneous social phobic groups: social 
phobics without any personality disorder diagnosis and social phobic patients with 
a single diagnosis of the avoidant personality disorder. The exclusion of other 
(multiple) personality disorders from the social phobic patients with an avoidant 
personality disorder made it possible to interpret the outcome findings regarding 
the influence of the avoidant personality disorder on behavioural treatment 
outcome for social phobia more precisely. Further, both sample sizes were large 
enough to draw some firm conclusions. The exclusion of other comorbid 
personality disorders from the avoidant personality disorder group revealed a 
similar picture as compared to other studies that did not exclude other personality 
disorders from their avoidant personality disorder groups (Brown et al., 1995; 
Hofmann et al., 1995; Hope et al., 1995; Feske et al., 1996): 
1) Social phobic patients with an avoidant personality disorder report more severe 

social phobic complaints at pre-treatment. In the present study, social phobic 
patients without any personality disorder reported less avoidance behaviour, 
social anxious cognitions and depressive symptoms but no differences were 
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found on the degree of avoidance and level of anxiety in the individual social 
phobic situations. However, in contrast to what was hypothesized, the pre-
treatment differences were no longer significant at post-treatment. This finding 
may indicate a larger rate of improvement for the generalized social phobics 
with an avoidant personality disorder. However, according to our composite 
interval, this was not the case: The differences in rate of improvement should 
be considered marginal and not statistically significant. In addition, inspection 
of the raw change scores of the previous studies revealed a similar pattern for 
several of the outcome measures in two studies (Feske et al., 1996; Hope et al., 
1995). 

2) The finding of similar treatment outcome for social phobic patients with and 
without an avoidant personality disorder was also confirmed in the present 
study. Both social phobic patients with and without an avoidant personality 
disorder benefit equally from treatment and both groups did not differ in 
percentages of patients who improved up to a 'normal' endstate functioning. 
Measuring treatment response using independent assessor's change ratings, 
Hope et al. (1995) also did not find differences in improvement between social 
phobic patients with or without an avoidant personality disorder. However, 
Brown et al. (1995) found more social phobic patients without an avoidant 
personality disorder to have been assessed as positive treatment responder at 
post-treatment. In the present study, at follow-up, a number of social phobic 
patients, both with and without an avoidant personality disorder, did no longer 
meet the criterion for 'normal' endstate functioning, due to the relapse in 
avoidance behaviour.  

Another aim concerned the influence of other specific personality disorders on 
treatment outcome for social phobia. The finding of multiple personality disorders 
is noteworthy, since most studies have neglected this category in treatment 
outcome studies. As for social phobic patients with multiple personality disorders, 
the outcome findings did not differ from the SP and APD groups. In addition to the 
reported pre-treatment differences, both personality disorder groups reported 
similar severity of social phobic complaints. However, the social phobic patients 
with multiple personality disorders reported higher levels of depression as 
compared to the social phobic patients with an avoidant personality disorder. 
Social phobic patients with multiple personality disorders also benefit from an 
exposure treatment in the same extent as the social phobic patients with an 
avoidant personality disorder. At post-treatment, the level of depression was still 
higher in the OPD group compared to the SP group and at follow-up. The OPD 
group was slightly more relapsed on avoidance behaviour as compared to the SP 
group. Hope et al. (1995) suggested that depressive symptoms in social phobic 
patients with an avoidant personality disorder indicate a conceptual difference 
between SP and APD. According to our findings, however, depressive symptoms 
may be related to the presence of other personality disorders or, more generally 
stated, depressive symptoms may be related to more personality pathology, since 
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in our OPD group, depressive symptoms were still significantly higher at post-
treatment compared to social phobic patients without any personality disorder. 
Feske et al. (1995) suggested that depressive symptoms predict rate of 
improvement for social phobic patients with an avoidant personality disorder. 
However, they found that a depressive diagnosis was not able to predict 
differential treatment outcome.   
    The results with regard to an additional Axis I disorder indicated that an 
additional anxiety or mood disorder did not influence treatment outcome for social 
phobia. The social phobic patients with an additional disorder improved at the 
same rate as did social phobic patients without an additional anxiety or mood 
disorder and the endstate functioning (clinical significance) did not differ between 
patients with or without an additional anxiety or mood diagnosis. In addition, no 
pre-treatment differences were found between social phobic patients with and 
without an additional anxiety or mood disorder indicating that the severity of 
social phobic complaints is not associated with comorbid Axis I disorders but only 
with comorbid personality disorders.  
 The search for variables that influence treatment outcome for social phobia 
has, until now, not pointed to the presence of personality disorders nor additional 
Axis I disorders. It may be, however, that the comorbidity of both additional Axis I 
disorder, in particular a depressive disorder, and a personality disorder in social 
phobia does interfere with treatment outcome.  This is an interesting area for 
further research, although it will require a large investment in order to present data 
of a sufficient large sample to enable valid conclusions to be drawn.  
 The relatively high attrition rate in the present study may be related to the 
strict exposure protocol applied, which was the single strategy used in the present 
study. The social phobic patients from the Brown et al. study and the Hope et al. 
study received cognitive-behavioural treatment according to the Heimberg 
protocol (1991), which included cognitive strategies. It may be that our exposure 
protocol, with (gradual) exercises in the sessions with unfamiliar people (which 
they could not avoid unless they quit the treatment) and homework assignments 
may have been too frightening for some social phobic patients. Further, it might be 
that a group treatment format (as used by Hope et al., 1995, Brown et al., 1995, 
Hofmann et al., 1995, and Feske et al., 1996) may have prevented social phobic 
patients to drop out of treatment. 
 Since no differences were found between completers and non-completers on 
personality disorders, level of pre-treatment severity or additional anxiety and 
mood disorders, it may be that non-completion is associated with certain non-
specific factors, e.g. the therapeutic relationship, interpersonal behaviour of the 
patients or therapist competence (Van Velzen & Emmelkamp, 1996). It is 
generally accepted that these factors play a role in treatment outcome (Bergin & 
Garfield, 1994) and early termination of treatment (Rau & Goldfried, 1994). 
Research into these non-specific factors may help to optimalize treatment and 
lower the drop out rates.  
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6. 

 

The impact of personality disorders on 
behavioural treatment for social phobia: 

long-term results• 
 
 
 
 
 
Abstract 
This study investigated the long-term effectiveness of an exposure in vivo 
treatment for three groups of social phobia: social phobia without any personality 
disorder (n=30), social phobia with an avoidant personality disorder (n=18) and 
social phobia with multiple personality disorders (n=13). The short-term 
effectiveness was reported earlier in the previous chapter. It was found that all 
three conditions had maintained their improvement and 69% of all patients were 
significantly clinically changed at 15 months follow-up with no differential effects 
for the three conditions. At that point, 43% had received some form of additional 
treatment, irrespective of the presence of any personality disorder or comorbid 
anxiety or depressive disorder. It was concluded that exposure in vivo is an 
effective treatment strategy for social phobia. The presence of any personality 
disorder, in particular the avoidant personality disorder, does not influence long-
term treatment outcome.  

                                                 
• This chapter has been submitted for publication as Van Velzen, C.J.M., Emmelkamp, P.M.G. & 
Scholing, A. The impact of personality disorders on behavioural treatment outcome for social 
phobia: Long-term results. 
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Introduction 
Studies on the long-term (one year or more) efficacy for cognitive-behavioural 
treatments for social phobia have been scarce. Wlazlo, Schroeder-Hartwig, Hand, 
Kaiser and Münchau (1990) were the first to publish long-term results of a cognitive 
behavioural treatment for social phobia. They compared the effectiveness of a social 
skills training (Personal Effectiveness Training in group format) and (group or 
individual) exposure in vivo up to 5 years after treatment (mean of 2.5 years). They 
found that all three treatment conditions were effective in reducing social phobic 
complaints. Comparisons at follow-up also showed no significant differences 
between the conditions, the gains at post-treatment had been maintained at long-term 
follow-up. Further, they differentiated between patients with skill deficits and 
patients with primary phobic complaints and found that the latter group did slightly 
better at long-term follow-up. 
 Mersch, Emmelkamp and Lips (1991) evaluated social skills training and 
cognitive therapy at 14 months after treatment. Forty-five percent of the patients had 
received additional treatment. This group was initially rated as less skilled and more 
anxious during a behavioural test than those patients that did not receive additional 
treatment. Although the former group did better at the first follow-up after three 
months, at long-term follow-up, these differences were no longer significant. The 
results of the group that did not receive additional treatment showed that long term 
effectiveness was independent of the response-pattern of the patients (skill deficits 
versus cognitive deficits). Also no differences were found in favor of one of the 
treatment conditions, the gains had been maintained in all conditions at long-term 
follow-up. 
 Heimberg, Salzman, Holt and Blendell (1993) compared a cognitive-
behavioural group treatment with supportive group psychotherapy for social phobia 
at about five years follow-up. It was found that the cognitive-behavioural group 
treatment was superior to the supportive group psychotherapy at long-term follow-
up. However, only 19 patients (of 40 patients who completed treatment) participated 
in the long-term follow-up, which appeared not a good representative of the whole 
group because of less severe complaints at pre-test.  
 Turner, Beidel and Cooley-Quille (1995) followed a small group of social 
phobics two years after they were treated with Social Effectiveness Therapy 
(including elements of exposure and social skills training). Only eight of the thirteen 
patients participated in the follow-up assessment. The patients had maintained their 
improvement, however, three patients had received additional treatment.  
 Scholing and Emmelkamp (1996) studied the long-term differential 
effectiveness of three cognitive-behavioural treatment strategies for generalized 
social phobia. Eighty-five percent of the sample participated at long-term follow-up 
(18 months). In general, improvement was stable. Differential treatment effects were 
found in favor of exposure in vivo-alone treatment (versus cognitive treatment and an 
integration of both treatments). However, the patients from this condition had more 



Social phobia and personality disorders: comorbidity and treatment issues 

107 

frequently received an additional treatment, which may also explain this superior 
finding. 
 More recently, research on the impact of personality disorders on cognitive 
and/or behavioural treatment for social phobia has gained interest. In general, these 
studies showed that a comorbid avoidant personality disorder or other personality 
disorders, lumped together, do not affect treatment outcome for social phobia at 
short-term follow-up (Scholing & Emmelkamp, 1999; Feske, Perry, Chambless, 
Renneberg & Goldstein, 1996; Brown, Heimberg & Juster, 1995; Hofmann, 
Newman, Becker, Taylor & Roth, 1995; Hope, Herbert & White, 1995; Mersch, 
Jansen & Arntz, 1995; Turner, 1987). Four studies included long-term follow-up 
results: Hope et al. (1995) reported on a one-year follow-up. Eighty percent of the 
patients who completed treatment provided follow-up data. They found that patients 
continued to be significantly improved relative to pre-treatment, with no differences 
between subtypes (non-generalized social phobics, generalized social phobics and 
social phobics with an avoidant personality disorder). However, they did not include 
any information on additional treatment or medication use which may have 
influenced the findings. Scholing and Emmelkamp (1999) investigated predictors of 
treatment outcome for generalized and non-generalized social phobia. As for the 
long-term outcome, they found two predictors: The pre-treatment clinician 
impairment rating appeared to have a negative influence and dependent personality 
features (as measured with a the MCMI, a self-report scale for the assessment of 
personality features and disorders, Millon, 1987) appeared to have a positive 
influence on long-term outcome. In contrast to these findings, Fava, Grandi, 
Rafanelli, Ruini, Conti and Belluardo (2001) found a negative influence of 
personality disorders. They examined the outcome of an exposure in vivo treatment 
after two to twelve years (mean of 6 years). Treatment outcome was assessed by a 
clinical psychologist who rated social phobic and other symptoms by means of a 
clinical interview. Of the 45 patients who had succesfully completed the treatment, 
13% had a relapse of social phobia at some time during the follow–up period. Only 
these patients received additional treatment. They further looked for predictors of 
outcome: besides the level of residual social phobia and the use of 
benzodiazepines, a diagnosis of personality disorder was predictive of relapse at 
long-term. This contrasting finding may be explained by the fact that the 
personality disorders were not assessed with a standardized assessment instrument 
but by means of a clinical interview. In addition, the number of personality 
disorders was low and the most frequently diagnosed personality disorder was not 
the avoidant personality disorder but the dependent personality (Fava et al., 2001). 
Turner (1987) also included a long-term follow-up, however, this study had the same 
methodological flaw as Fava et al. (2001), making it difficult to interpret the 
findings. As for the other studies on the influence of personality disorders, the 
longest follow-up period was three months (Feske et al., 1996): Social phobics with 
and without an avoidant personality disorder had continued to improve during this 
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short-term period. No information about medication was provided, nor on additional 
treatment.  
 As Mersch (1994) pointed out: Contamination of the data by additional 
treatments, drop out between post-test and follow-up and the use of medication are 
some of the methodological flaws that hinder long-term treatment outcome studies. 
At present, this still is a problem in interpreting the findings of long-term follow-up 
studies. Given the definition of the personality disorder as an enduring pattern of 
inner experience and behaviour that deviates markedly from the expectations of the 
individual's culture, is pervasive and inflexible, has an onset in adolescence or early 
adulthood, is stable over time and leads to distress and impairment (DSM-IV: APA, 
1994), it seems counterintuitive that patients with comorbid personality disorders 
could maintain the changes after treatment.  
 The purpose of the present study is to examine the long-term efficacy of an 
exposure in vivo treatment for different social phobic subgroups. The short-term 
results of the present study have been described elsewhere (see Chapter 5), detailed 
information about other aspects of the study can also be found there. Three groups 
were compared: social phobics without any personality disorder, social phobics with 
an avoidant personality disorder and social phobics with multiple personality 
disorders. The results showed that all three groups did benefit from the exposure in 
vivo treatment. At short-term follow-up, three months after the last treatment session, 
the improvement was still significant. However, compared to the post-test, a (non-
significant) relapse on avoidance behaviour was reported in all three groups (Chapter 
5). 
 
Method 
Subject and procedure 
Of the 93 patients who started treatment, 59 patients (64%) completed treatment 
and tests until the first follow-up, three months after the last treatment session: 29 
social phobics without any personality disorder (SP), 18 social phobic with a 
single diagnosis of avoidant personality disorder (APD) and 12 social phobics with 
multiple personality disorders (often accompanied with an avoidant personality 
disorder: OPD). At short-term follow-up, patients were informed that they would 
be invited by letter for the long-term treatment evaluation, about 1 year later. Of 
these 59 patients, 49 patients (80%) participated in this long-term follow-up. Of 
ten patients no long-term assessment has been collected: One patient was moved 
and his new address was unknown, one patient refused to cooperate, and eight 
patients did not react to our requests. The first 31 (63%) were invited at the clinic 
and interviewed about the long-term treatment efficacy, after which they 
completed the questionnaires. Due to time restrictions, the remaining 18 patients 
were asked to respond to written questions concerning treatment efficacy and they 
also filled in the questionnaires, however, they did this at their homes. No 
differences were found in number of responders to the invitation for a visit at our 
clinic or to the invitation in writing. Two patients did not complete the target 
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situations. In order to keep them in the repeated measures analyses, they received 
the mean of the group on that composite variable.  
 
Table 6.1: Patient characteristics (n=59) 
 Responders (n=49) Non-responders (n=10) 

Mean age (SD) 34.5  (9.8) 34.5 (7.4) 
Mean duration of social phobic complaints (SD) 16.8  (12.4) 13.9 (9.8) 
Number of males (%) 23  (47)  8 (80) 
Working activities (%)     
 Yes 29 (59)  6 (60) 
 No 20 (41)  4 (40) 
Referral source (%)     
 General practitioner  8 (16)  2 (20) 
 Newspaper 35  (71)  8 (80) 
 Otherwise  6 (12)  0  
Previous treatment received     

 No 35 (71)  0  
 Yes 14 (29) 10  
Condition (%)     
 Social phobia 21 (43)  8 (80) 
 Social phobia with avoidant personality disorder 16 (33)  2 (20) 
 Social phobia with more than one/other personality disorder 12 (24)  0  
Mean number of personality disorder-features (SD) 10.8 (9.8)  7 (3.8) 
Additional diagnoses (%)     
 None 33 (67)  9 (90) 
 Anxiety disorder  8 (16)  0  
 Depressive disorder  8 (16)  1 (10) 
Medication use (%)     
 No 34 (69)  5 (50) 
 Yes  6 (12)  0  
 Stopped before treatment  9 (18)  5 (50) 

 
Results 
Responders versus non-responders 
In Table 6.1, patient characteristics have been described for both responders and non-
responders in the long-term follow-up. As for the demographic data, all non-
responders had received previous treatment (Χ2(1)=3.7, p=0.09). The percentages of 
APD- or OPD-patients were not significantly larger in the non-responders group. In 
fact, all OPD-patients who participated in the short-term follow-up, also participated 
in the long-term follow-up. Significantly more personality pathology (the total 
number of the personality disorder features of the SCID) was found in the responders 
group (T(36)=2.1; p=0.046). As for severity of complaints (see Table 6.2), 
multivariate analyses were conducted comparing the responders and non-responders: 
No differences were found at the pre-test (F(7,25)=0.76, p>0.5) nor at the short-term 
follow-up (F(7,21)=0.64, p>0.5). 
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Table 6.2: Severity of complaints of responders (n=49) versus non-responders (n=10) 
 Pre-treatment   Three months follow-up 

 Responders Non-responders Responders Non-responders 

 M SD M SD M SD M SD 

FQ-Social phobia 26.3  (7.3) 26.7  (5.8) 17.1  (7.4) 21.0  (7.0) 

BDI 14.7  (7.7) 11.3  (4.6)  8.2 (7.1) 10.5  (8.6) 

SCI 107.4  (22.2) 102.1  (15.6) 89.9  (17.0) 91.2  (16.1) 

FNE 52.6  (10.6) 52.2  (10.2) 45.1  (11.3) 48.5  (9.1) 

LWASQ-B 28.2  (7.0) 30.3  (5.3) 20.7  (6.7) 24.5  (6.6) 

Target-avoidance 25.7  (7.0) 22.1 (9.6) 13.1  (7.0) 17.9  (9.8) 

Target-anxiety 23.9  (6.1) 22.1  (6.1) 12.4  (5.8) 13.7  (5.3) 

Note. SP=social phobics without any personality disorder ; APD=social phobics with an avoidant personality 
disorder; OPD=social phobics with more than one personality disorder. FQ-social phobia=Social Phobia subscale of 
the Fear Questionnaire; BDI=Beck Depression Inventory; FNE=Fear of Negative Evaluation; LWASQ-
Behaviour=Behaviour subscale of the Lehrer-Woolfolk Anxiety Symptom Questionnaire.  
 
Treatment efficacy at long-term follow-up  
Of the 49 responders, 10 patients (21%) reported using psychoptropic medication at 
long-term follow-up, 38 (79%) patients did not use any psychotropic medication and 
the data of 1 patient is missing. Forty-four percent of the patients who had stopped 
taking medication before the treatment had started taking medication somewhere 
during the following year. Of the patients who did not use any medication before 
treatment, 9% had started taking medication and 60% of the patients who continued 
to use it during the treatment were still using it at long-term follow-up. 
Pretest - long-term follow-up 
In Table 6.3, descriptive results are provided for the three groups on the different 
assessment moments. The repeated MANOVA with group (SP, APD, OPD) and 
time (pre-test and long-term follow-up) on the composite variables revealed a 
significant main effect for group: F(6,21)=2.4, p<0.05, and time: F(3,21)=40.22, p< 
0.00. The analysis did not reveal a significant interaction effect of group by time 
(F(6,21)=1.9, p=0.09). Univariate ANOVA'S revealed significant group differences 
on Avoidance (F(2,46)=3.4, p<0.04) and Cognitions (F(2,46)=6.8, p<0.01) but not 
on Target situations (F(2,46)=0.9, p>0.1), with OPD reporting more severe 
symptoms. The time effects were significant for all three composite variables (all Fs 
(1,46)> 33, p< 0.00).  
Short-term follow-up – long-term follow-up 
The repeated MANOVA with group and time (short-term follow-up and long-term 
follow-up) on the composite variables revealed no significant main effect for group: 
F(6,21)=0.9, p > 0.5, time: F(3,21)=.33, p>0.5 and interaction: F(6,21)=0.9, p>0.4. 
Oneway ANOVA's conducted on the long-term follow-up composite variables 
revealed that the three groups did not differ from each other in severity of social 
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phobic complaints nor on depressive symptoms (see also for a graphic presentation 
Fig. 6.1). 
 
Table 6.3: Descriptive results of the three groups and four assessment moments 

 SP (n=21) APD (n=16) OPD (n=12) 

  M  SD  M  SD  M  SD 

   Pre-treatment   

FQ-Social Phobia 24.3  7.8  26.8  7.1  29.3  5.7 
BDI  10.7  4.4  14.9  7.3  21.5  8.5 
SCI 94.4 17.6 114.7 21.2 120.5 20.0 
FNE  48.5 11.7  54.6  9.1  57.0  8.3 
LWASQ-Behaviour 24.5  6.9  29.7  3.5  32.5  8.1 
Target-avoidance 24.1  6.4  27.3  7.4  26.4  7.3 
Target-anxiety 23.0  5.7  26.1  5.7  22.6  6.7 
   Post-treatment   
FQ-Social Phobia 16.3  8.3  18.1  6.6  16.2  5.8 
BDI  5.2  4.6  5.9  3.7  9.6  6.2 
SCI 82.0 14.2  91.7 20.5  93.2 15.2 
FNE 42.8 10.4  44.8 10.1  48.2 10.4 
LWASQ-behaviour 18.0  5.7  21.2  7.2  20.2  8.2 
Target-avoidance 11.9  5.9  12.4  8.2  12.2  5.9 
Target-anxiety 11.6  4.7  12.4  3.9  10.8  3.8 

   Short-term Follow-up   

FQ-Social Phobia 16.3  6.9  18.1  8.2 17.4  7.6 
BDI  7.1  7.8  8.1  4.6 10.2  8.2 
SCI 83.7 16.2  93.4 17.4 95.8 15.7 
FNE 43.4 11.6  46.2  9.4 46.4 13.4 
LWASQ-behaviour 19.0  5.7  22.2  6.6 21.6  8.3 
Target-avoidance 12.7  7.1  14.1  6.0 12.4  8.6 
Target-anxiety 12.9  6.1  12.7  5.8 11.1  5.3 

   Long-term Follow-up   

FQ-Social phobia 15.9 7.1 16.4 7.5 16.8 7.4 
BDI  6.5 6.9  8.1 3.3 12.6 10.7 
SCI 82.5 17.3 95.9 17.8 94.6 21.1 
FNE 42.6 11.1 46.7 11.6 48.3 13.3 
LWASQ-B 19.2 5.3 22.4 6.7 21.6  7.2 
Target-avoidance 12.7 7.9 14.3 7.9 15.0  8.0 
Target-anxiety 11.8 5.4 11.5 4.4 14.9  9.0 

Note. SP=social phobics without any personality disorder ; APD=social phobics with an avoidant personality 
disorder; OPD=social phobics with more than one personality disorder. FQ-social phobia=Social Phobia subscale of 
the Fear Questionnaire; BDI=Beck Depression Inventory; FNE=Fear of Negative Evaluation; LWASQ-
Behaviour=Behaviour subscale of the Lehrer-Woolfolk Anxiety Symptom Questionnaire. 
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Endstate functioning 
Of interest is whether the treated social phobics and, in particular those with an 
avoidant personality disorder or with other personality disorders, were able to 
maintain their improvements at clinical significant endstate levels after 15 months. 
The results at post-treatment and short-term follow-up showed no differences 
between the three groups. As for social phobic symptoms, 73% of the responders 
improved up to a clinical significant level at post-treatment, and 63% of this group 
had maintained that level of functioning at short-term follow-up. At long-term 
follow-up, 69% of all patients maintained the 'normal' endstate level. As can be 
seen from Table 6.4, no significant differences were found across the three groups. 
As for depressive symptoms, 62% of the responders had reached a 'normal' 
endstate at post-treatment, 47% had maintained that level of endstate functioning 
at short-term follow-up and 45% were still clinically significantly changed at long-
term follow-up. No significant differences across the groups were found. However, 
of the APD and OPD, 33% versus 62% of SP reported depressive symptoms 
within the ‘normal’ range (mean BDI<6.5) (at short-term follow-up, the same 
figures were found). The results indicate that the exposure in vivo treatment was 
still effective after 15 months. However, it should be kept in mind that the present 
results may have been influenced by the additional treatments that some of the 
patients received.  
 
Table 6.4: Percentages of clinically significant change at long-term follow-up 

 SP (n=21) APD (n=16)  OPD (n=12)    

  n  %  n  %  n  % Χ2  P 

Composite variables         

on two of the three variables 
on less than two variables 

16 
 5 

76 
24 

11 
 5 

69 
31 

 7 
 5 

58 
42 1.1 0.56 

BDI         

< 6.5 
≥ 6.5 

13 
 8 

62 
38 

 5 
11 

31 
69 

 4 
 8 

33 
67 4.3 0.11 

Note. SP- social phobics without any personality disorder; APD- social phobics with an avoidant personality 
disorder; OPD- social phobics with more than one personality disorder  
 
Additional treatment 
At long-term follow-up, 21 patients (43%) reported that they had received some form 
of treatment, of which 14 patients (28% of all responders and 67% of the additional 
treatment group) indicated that the social phobic complaints were the main focus of 
the additional treatment. One patient reported treatment for his medication-abuse 
(OPD), three patients have been treated for family-related problems, one patient for 
depressive complaints (APD), one patient because of aggression problems (SP) and  
one patient for “dizziness” (SP). A detailed description of characteristics of the 
patients that received additional treatment (AT) as compared to the patients that did  
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 not (NAT) is presented in Table 6.5. No differences were found in the presence of 
any personality disorder or mean number of  the personality disorder-features. In 
addition, also the presence of an additional anxiety or depressive disorder (as was 
assessed at intake, see Chapter 5) did not differ between both groups.  
 As for severity of complaints, no significant multivariate difference was found 
at pre-test (F(7,19)=2.1, p=0.07), although a trend was found for the NAT-group. At 
short-term follow-up this trend was no longer present. In contrast, multivariate 
analyses revealed significant differences in symptomatology (F(7,16)=2.4, p=0.04): 
The AT-group reported more severe symptoms. At univariate level, more severe 
depressive symptoms [mean (SD) 12 (8) and 5(4), respectively] and more fear of 
negative evaluation were found in the AT-group [mean (SD) 50 (10) and 41 (11), 
respectively] with both F(1,41)>9, p<0.00. At long-term follow-up, the AT-group 
still reported more severe symptoms (F(7,16)=2.4; p=0.04). At univariate level, more 
severe depressive symptoms [mean (SD) 11 (8) and 6(5), respectively], more fear of 
negative evaluation [mean (SD) 49 (11) and 42 (12), respectively] and more anxiety 
in target situations [15 (7) and 10 (5)].  
 
Table 6.5: Characteristics of patients receiving additional treatment 
 Additional treatment  

(n=21) 
No additional treatment 
(n=28) 

Mean age (SD) 37.2  (9.3) 33.2 (9.9)  
Mean duration of social phobic 
  complaints (SD) 18.2 (13.2) 15.9 (11.8) 
Number of males (%)  9  (43) 14 (50) 
Working activities (%)     
 Yes 14 (67) 15 (54) 
 No  7 (33) 13 (46) 
Condition (%)     
 Social phobia  9 (43) 12 (43) 
 Social phobia with plus avoidant 
  Personality disorder  7 (33)  9 (32) 
 Social phobia with more than one/other 
  personality disorder  5 (24)  7 (25) 
Mean number of personality disorder- 
  features (SD) 11.7 (11.7) 10.2 (8.2) 
Additional diagnoses (%)     
 None 14 (67) 19 (68) 
 Anxiety disorder  3 (14)  5 (18) 
 Depressive disorder  4 (19)  4 (14) 
Medication use (%)     
 No 13 (62) 21 (75) 
 Yes  2  (9)  4 (14) 
 Stopped before treatment   6 (29)  3 (11) 
Previous treatment received (%)     

 No  6 (29)  8 (29) 
 Yes 15 (71) 20 (71) 
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 A repeated MANOVA was done with AT-NAT as independent variable in 
stead of the personality disorder-groups and time (short-term and long-term follow-
up) and the three composite variables. Since no differences were found for the 
presence of personality disorders (about 40% of all three groups received additional 
treatment), this variable could not confound the analysis. A non-significant effect of 
group was found (F(3,21)=2.5, p=0.07) and no effect of time nor interaction (both 
F(3,21)<1, p>0.7). These findings indicate that additional treatment did not lead to 
additional improvement. This finding is supported by the analyses of the level of 
endstate functioning. Of the 21 AT-patients, 62% maintained clinically significantly 
change at long-term follow-up versus 75% of the NAT- patients. In addition, five 
patients (3 SP, 1 APD, 1 OPD) who were not clinically significantly changed after 
three months, did so after 15 months (33%). Four of them had received additional 
treatment. However, of the three patients (1 SP, 1 APD, 1 OPD) that had relapsed at 
long-term follow-up (10% of the responders), two of them had also received 
additional treatment. 
Additional diagnoses 
To complete the present analyses, the impact of additional anxiety and/or depressive 
diagnoses were also examined at long-term follow-up. The repeated MANOVA with 
group and time (pre-test - long-term follow-up) on the composite variables only 
revealed a significant main effect for time (F(3,21)=36.8, p<0.00). The time effects 
were significant for all three composite variables (all Fs(1,47)>25, p<0.00). The 
repeated MANOVA with group and time (short-term - long-term follow-up) on the 
composite variables did not reveal any group or time effect. In addition, as can be 
seen from Table 6.5, an additional anxiety or depressive diagnosis at intake was not 
related to any additional treatment during the year after the exposure in vivo 
treatment for the social phobic complaints. 
 
Discussion 
The present study showed that exposure in vivo is an effective treatment strategy for 
social phobia: The post-treatment gains were maintained at 15 months follow-up. 
This is line with previous studies (Wlazlo, et al. 1990; Mersch et al., 1991; Heimberg 
et al., 1993; Scholing & Emmelkamp, 1996). Eighty percent of the patients who 
completed treatment participated in the long-term follow-up. No relationship was 
found between non-response at follow-up and the presence of any personality 
disorder. In contrast, all social phobics with multiple personality disorders 
participated in the long-term follow-up. In addition, also no differences were found 
in comorbid anxiety or depressive disorder between the responders and non-
responders. This is in contrast with the findings of Scholing and Emmelkamp (1996) 
who found more comorbid disorders among the non-responders. They also found 
that non-responders stayed depressed at short-term follow-up where as the 
responders reported less depressive symptoms at follow-up. In the present study, 
both groups reported less severe depressive symptoms. However, the decrease was 
larger for the responders.  
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 As for the main purpose of the present study, personality disorders were not 
found to have any negative influence on treatment outcome, neither in the short-term 
nor in the long-term. The percentage of clinically significantly changed patients was 
even somewhat increased from short-term to long-term follow-up (from 61 to 69%) 
and also, no differences across the three groups were found. This is in line with the 
findings of Hope et al. (1995). Particularly, this conclusion can be firmly drawn for 
the comorbid avoidant personality disorder. Although personality disorders in 
general do not influence treatment, for the specific personality disorders, with the 
exception of the avoidant, no conclusion is warranted since the other personality 
disorders were lumped together.  
 In the present study, 43% of the sample reported receiving additional 
treatment. These additional treatments were equally divided across the three 
groups. Patients who received additional treatment more often used psychotropic 
medication at long-term follow-up and they also reported more severe symptoms 
at short-term follow-up. At long-term follow-up, these differences were no longer 
significant. Further, additional treatment did not lead to significant change 
(improvement) on social phobic complaints or depressive symptoms between 
short-term and long-term follow-up. In addition, one third of the AT-group 
received additional treatment for other complaints (2 SP, 4 APD and 3 OPD) and 
not for social phobic complaints. Two-third of the AT group reported additional 
treatment for social phobic complaints. This finding suggests that the exposure in 
vivo treatment may have been too short, and this group may have been in need for 
booster sessions (Scholing & Emmelkamp, 1996).  
 In sum, it can be concluded that the social phobics with a personality disorder, 
particularly the avoidant personality disorder, can benefit as much from treatment as 
do social phobics without any personality disorder, even in the long-term and 
without additional treatment. Still, a number of patients does not benefit from 
exposure in vivo treatment because of dropping out or showing no improvement 
during treatment or relapsing after treatment. Studies should focus on factors that 
may help to diminish these ineffective outcomes. As has been suggested earlier (see 
Chapter 3 and 5; Scholing & Emmelkamp, 1999) process variables such as therapist-
patient relationship variables, expectation of treatment and home work compliance 
may offer further clues for enhancing the treatment efficacy of exposure in vivo for 
social phobia. 
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7. 

 

Personality variables in a social phobic 
sample: predictors for the quality of the 

therapeutic relationship• 
 

 

 

 
Abstract 
Personality (disorder) features of the patient were examined as predictors for the 
quality of the therapeutic relationship in a sample of social phobic patients 
receiving a behavioural treatment. The Barrett-Lennard Relationship Inventory 
was used to measure both patient's (n=73) and therapist's perception (n=68) of the 
quality of the therapeutic relationship at the third treatment session. Paranoid and 
obsessive-compulsive features showed negative correlations with the patient's 
perception. The sumscore of all personality disorder-criteria fulfilled was able to 
predict 14% of variance of the quality of the therapeutic relationship as perceived 
by the patient. Paranoid features showed a negative correlation with the therapist's 
perception of the therapeutic relationship. Hostility was able to predict 21% of the 
variance in the quality of the therapeutic relationship as perceived by the therapist. 
The findings are discussed in the light of treatment efficacy issues for social 
phobia.  

                                                 
• This chapter has been submitted for publication as Van Velzen, C.J.M., Emmelkamp, P.M.G. & 
Scholing, A. Personality variables in a social phobic sample: predictors for the quality of the 
therapeutic relationship. 
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Introduction 
Personality disorders have been described in terms of dysfunctional interpersonal 
behaviours that are inflexible and rigid, leading to vicious circles in which the 
dysfunctional behaviours are reinforced (Millon, 1981). In addition, personality 
disorders are associated with high levels of impairment in interpersonal and 
occupational functioning (DSM-IV, APA, 1994). These characteristics have been 
thought to interfere with the treatment process, in particular building a warm and 
trustful therapeutic relationship, and consequently, lead to drop out or limited 
treatment gain (Van Velzen & Emmelkamp, 1996). As for the latter, however, no 
consistent evidence has yet been found in favor of this clinical lore (Dreessen, & 
Arntz, 1998b).  
 As for the impact of personality disorders on the quality of the therapeutic 
relationship, hardly any study has addressed this issue. Some studies found that the 
quality of the therapeutic relationship was related to the quality of functioning in 
interpersonal relations (Moras, & Strupp, 1982; Marziali, 1984). In addition, 
hostile-dominant interpersonal behaviour of the patient in the session was negative 
related to alliance (Kiesler & Watkins, 1989). Further, patients who were more 
submissive, isolated and friendly were more likely to develop strong alliances 
compared with the more hostile, aggressive and dominant patients (Wallner 
Samstag, Muran, Segal et al., 1992). One study tested the hypothesis that hostile-
dominant personality styles would negatively predict the quality of the therapeutic 
relationship in short-term cognitive therapy for anxiety disorders. They found only 
marginal support for this hypothesis. However, they found that the interpersonal 
style of friendly-submissive behaviour was positively related to the quality of the 
therapeutic relationship (Muran, Segal, Wallner Samtag et al., 1994).  
 The aim of the present study was to investigate factors that influence the 
quality of the therapeutic relationship early in treatment in a sample of social 
phobic patients receiving an exposure in vivo treatment. The fear of being 
negatively evaluated, the main feature of social phobia, may impede the 
establishment of a warm and trustful therapeutic relationship. Moreover, this may 
be particularly important in individuals with a comorbid avoidant personality 
disorder, who are very sensitive to rejection (cf. Beck & Freeman, 1990). With 
these patients, establishing a good therapeutic relationship early in treatment may 
be crucial in order to prevent drop out and create an environmental context in 
which behavioural change can be stimulated. Therefore, we set out to investigate 
which personality (disorder) features in particular are predictive for the quality of 
the therapeutic relationship. Both normal personality traits (cf. Five Factor Model, 
Widiger & Costa, 1994), as well as personality disorder features (dimensional 
DSM-III-R personality disorder scores) were included. We expected a negative 
association between personality disorders and the quality of the therapeutic 
relationship. Further, we included the quality of interpersonal relationships as a 
second predictor of the quality of the therapeutic relationship.  
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Method 
Subjects 
The patients participated in a treatment outcome study at the Department of 
Clinical Psychology of a University in the Netherlands (see Chapter 5). Patients 
were referred by general practitioners and mental health institutes or responded to 
advertisements in local newspapers offering treatment for social phobia.  
 In the intake session, the Dutch version of the Anxiety Disorder Interview 
Schedule- revised (ADIS-R) (DiNardo & Barlow, 1988) was used to diagnose 
social phobia and additional anxiety and mood disorders. The distinction between 
primary and secondary disorders was made by judging which disorder was 
associated with the greatest distress or life interference. One hundred and three 
patients fulfilled the criteria. Ten patients declined treatment. Ninety-two patients 
were included in this study. One patient was excluded from the analyses because it 
appeared that he had followed a second treatment as well during the present study. 
The mean age of the sample was 34.9 years (SD=9.9). The average duration of the 
social phobic complaints was 16.3 years (SD=11.8). Forty-six percent was single 
(of these patients, three were divorced and two were widowed), 54% was married 
or cohabiting. Of the sample, 64% did not receive an additional anxiety diagnosis 
or depressive diagnosis, 15% had an additional anxiety disorder and 21% received 
an additional depressive disorder diagnosis. As for personality disorder diagnoses, 
53% received one or more personality disorder diagnosis as measured with the 
SCID (see Measures; percentages of specific personality disorders: 47 avoidant, 7 
obsessive- compulsive, 6 paranoid, 5 borderline, 5 histrionic, 4 passive-aggressive, 
3 dependent, 3 schizoid, 3 narcissistic, 2 self-defeating, 1 schizotypal).  
Treatment and therapists 
The treatment consisted of at least 10 sessions of gradual exposure in vivo 
(Emmelkamp, 1982) during 10 weeks, with a maximum number of fifteen 
sessions. The duration of the sessions was 1.5 hours. Both during the sessions as 
well as in-between the sessions, exposure tasks were practised. The therapists were 
advanced clinical psychology students who had followed introductory and 
advanced courses in behaviour therapy before they were admitted to the therapist 
team and received an additional extensive training for adequate use of the exposure 
strategy with social phobic patients. Therapists and supervisor were blind with 
respect to the results of the personality disorder assessment. 
Measures 
The therapeutic relationship was measured with four subscales of the Barret-
Lennard Relationship Inventory: (E) empathy, (P) positive regard, (I) incongruity 
and (N) negative regard. The EPIN consists of two 28 item-versions on a 6-point 
scale: EPIN-therapist (therapist's version) and EPIN-patient (patient's version) 
(Barret-Lennard, 1962). The therapist rates how he/she perceives his/her attitude 
towards the patient and the patient rates the way he/she perceives the therapist's 
attitude towards him/herself. The author of the Dutch version suggested that the 
sumscore of these four scales could be considered as a global measure of the 
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quality of the therapeutic relationship. He found split-half reliabilities with a 
median of 0.87 (Lietaer, 1976). In the present study, both scales approximated a 
normal distribution (Kolmogorov-Smirnov’s > 0.05).  
 The personality disorder diagnosis was assessed with the Dutch version of 
the Structured Clinical Interview for the DSM-III-R Personality Disorders (SCID) 
(Koster van Groos, 1987). Part of the present sample was used in an interrater 
reliability study. The interrater reliabilities were found to be satisfactory (0.86 for 
avoidant, 0.79 for obsessive-compulsive, 0.88 for paranoid, 0.79 for dependent; 
Van Velzen, Luteijn et al., 1999). Besides the personality disorder diagnoses, 
personality disorder feature scores were also computed: for all specific personality 
disorder categories (defined as the sum-score of criteria fulfilled of that category) 
and the sumscore of all criteria fulfilled: total of personality disorder-features. Two 
clinical psychologists conducted the interviews. They did not participate in the 
treatments.  
 The quality of the social relationships was measured with two parts of the 
Groningen Social Disability Schedule (GSDS) (Wiersma, De Jong, Kraaijkamp & 
Ormel, 1990). The shortened version of this semi-structured interview covers two 
roles, comprising of various dimensions: 1) partner 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 role (frequency and 
quality of social contacts other than family or colleagues). Scores on each 
dimension range from 0 (no disability) through 1 (mild disability) and 2 (moderate 
disability) to 3 (severe disability). The summed levels of disabilities on the partner 
and social roles were used as measure for Disabilities in Social Functioning (DSF). 
The dimensions were 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 .63 to .93 (De Jong, Ormel, Wiersma, 
1987). The interviewer, a clinical psychologist, was blind with respect to the 
presence of a personality disorder. 
 Personality traits were measured with the Dutch Personality Questionnaire 
(DPQ; Luteijn, Starren, Van Dijk, 1985). This is a self-report questionnaire that 
consists of 133 items, answered on a three-point scale (true -?- false), in seven 
scales: (1) Neuroticism (21 items; median alpha 0.86), (2) Social inadequacy (15 
items; median alpha 0.83), (3) Rigidity (25 items, median alpha 0.77), (4) Hostility 
(19 items; median alpha 0.77), (5) Egoism (16 items; median alpha 0.68), (6) 
Dominance (17 items; median alpha 0.72) and (7) Self-Esteem (19 items; median 
alpha 0.68). Internal consistencies of the scales have shown to be satisfactory in 
diverse populations. Social inadequacy, Hostility and Dominance were included in 
the analyses since these factors are of relevance for the purpose of this study (see 
Introduction, p 104). 
Procedure and statistical analyses 
 In the first assignment, the intake session, social phobia and additional 
diagnoses were assessed, the procedure of the study and treatment were explained 
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and a written description was provided. Patients signed an informed consent form 
if they agreed upon the procedure of the study. Next, the DPQ and GSDS were 
administered, followed by the SCID. Both therapist and patient rated the 
therapeutic relationship variables at the end of the third session.  
 Those personality disorder categories of which the number of features 
differed from zero in at least 50% of the sample were included in the analyses. 
These were the avoidant, dependent, obsessive-compulsive and paranoid 
categories [avoidant features (M=3.2, SD=1.8), dependent features (M=1.3, 
SD=1.3), obsessive-compulsive features (M=1.5; SD=1.8); paranoid features 
(M=1.0, SD=1.5)]. In addition, personality disorder-features were also included 
(M=7.5, SD=7.2, range 0-36). In case of not normally distributed variables 
(Kolmogorov-Smirnov tests: ps<0.05) Spearman correlations were computed, 
otherwise Pearsons correlations. Of 13 patients, the data on the patient's perception 
of the therapeutic relationship were missing (12 of them dropped out of treatment 
before the fourth session), leaving 79 patients to be included in the regression 
analyses. Besides these 13 cases, the data on the therapist's perception of the 
therapeutic relationship were missing from another seven patients, leaving 73 
patients to be included in the regression analyses. For prediction of the quality of 
the therapeutic relationship, stepwise multiple regression analyses were performed 
(one analysis for patient perception and one analysis for therapist perception) with 
alpha set at 0.05. Those variables that had a significant correlation with the 
dependent variables were included in the analyses.  
 
 
Table 7.1: Correlations among variables and with quality of therapeutic relationship 
 
Variables 

 
1. 

 
2. 

 
3. 

 
4. 

 
5. 

 
6. 

 
7. 

 
8. 

 
9. 

 
10. 

 
11. 

1.Social inadequacy    .41**  .73** .44** .33* .43**    
2.Hostility  .37**  .25*   .30* .38** .27* .60**    
3.Dominance -.33*   .21   -.38**       
4.Disabilities#1       .49** .34** .26 .29* .48** -.24  
5.Avoidant      .60** .29* .40** .69**   
6.Dependent       .40** .36** .70**   
7.Obsessive-compulsive        .38** .64** -.27  
8.Paranoid         .68** -.28 -.27 
9.Personality disorder- 
  features#2  .45**  .50**        -.23 -.25 

10.EPIN-patient -.25 -.26          
11.EPIN-therapist  -.32*        -.48**  

Note: Only significant results are noted: p<0.05 and *p<0.01 and **p<0.001 (One-tailed probabilities). 
 Spearman correlations are described at the right half of the Table; Pearson correlations are described at the left half 
of the Table. #1 Disabilities in Social Functioning (the higher the more disabled);  
#2 personality disorder-features=Sumscore of all Personality Disorder criteria fulfilled (as assessed with the Structured 
Clinical Interview for the DSM-III-R Personality Disorders). 
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Results 
Table 7.1 presents the results of the correlational analyses of the variables of 
interest. The correlations among the predictors were overall higher than between 
predictors and therapeutic relationship variables. Paranoid and obsessive-
compulsive features, total of personality disorder-features, Hostility, Social 
inadequacy and DSF had small correlations with the patient's perception of the 
therapeutic relationship; Paranoid features, personality disorder-features had small 
correlations with the therapist's perception of the therapeutic relationship, the 
personality variable Hostility correlated moderately with the therapist’s perception 
of the therapeutic relationship. The highest correlation was found between the 
patient's perception of the therapeutic relationship and the therapist's perception of 
the therapeutic relationship. 
  
Table 7.2: Results of the multiple regression analyses on quality of the therapeutic 
relationship 

 Beta Part r T Significance 

  EPIN-patient   
Predictors     
  Personality disorder-features*1 -0.38   -3.4 0.00 
  DSF*2  -0.17  -1.4 0.16 
  Social inadequacy  -0.14  -1.2 0.25 
  Hostility  -0.10  -0.9 0.38 
Constant   54.1 0.00 
Multiple R=0.38  R2 =0.14 Standard Error=12.50   F=11.8; p=0.001 
  EPIN-therapist   
Predictors     
  Hostility -0.46   -4.3 0.00 
  Social inadequacy  -0.18  -1.5 0.13 
  Personality disorder-features  -0.09  -0.7 0.48 
Constant   45.6 0.00 
Multiple R=0.46 R2 =0.21 Standard Error=10.40  F=18.1 p=0.0001 

Note: *1 Personality disorder-features: sumscore of all Personality Disorder-criteria fulfilled 
        *2 Disabilities in Social Functioning (the higher the more disabled) 
 
A first stepwise multiple regression was performed with the patient's perception of 
the therapeutic relationship as criterion variable, and Hostility, Social inadequacy, 
personality disorder-features and DSF as the predictor variables. In order to limit 
multicollinearity, the variable ‘personality disorder-features’ was included instead of 
the specific features-variables (e.g. paranoid, avoidant and obsessive-compulsive 
features). In the final analysis, 73 cases were included. As can be seen in Table 7.2, 
personality disorder-features explained about 14% of the variance of the quality of 
the therapeutic relationship as perceived by the patient. The more personality 
disorder-features (assessed by an independent assessor), the less favorable the patient 
experienced the therapeutic relationship. The remaining variables did not 
significantly predict any additional variance of the therapeutic relationship as 
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perceived by the patient. 
 A second stepwise multiple regression was performed with the therapist's 
perception of the quality of the therapeutic relationship as criterion variable and 
Hostility, Social inadequacy and personality disorder-features as the predictor 
variables. Sixty-eight cases were included. The results of this analysis are also 
presented in Table 7.2. Hostility explained 21% of the variance in the quality of 
the therapeutic relationship as perceived by the therapist: The more hostile patients 
had rated themselves, the lower the therapists judged the quality of the therapeutic 
relationship. The personality disorder-features and Social inadequacy did not add 
to the variance. 
 
Discussion 
The aim of the present study concerned the predictive value of personality 
variables for the quality of the therapeutic relationship. Both the normal 
personality dimensions (traits) as well as the summed up DSM-III-R personality 
disorder criteria (features) were included in the study. Consistent with the literature 
(Moras & Strupp, 1982; Marziali, 1984), we found a small negative association 
between disabilities in interpersonal functioning and the patient's perception of 
quality of the therapeutic relationship. However, this was not supported by the 
therapist's perception of the quality of the therapeutic relationship.  
 The sum-score of all personality disorder criteria fulfilled (the total of 
personality disorder-features) as assessed by an independent assessor, was able to 
predict 14% of the variance in the patient's perception of the quality of the 
therapeutic relationship. In other words, the more personality pathology, the less 
favorably the patient perceived the quality of the therapeutic relationship. Table 
7.1 shows that this is most obvious for the obsessive-compulsive features and 
paranoid features. It is important to note that there is some empirical evidence that 
indicates that self-report evaluations do not agree with actual therapist and patient 
behaviour (Keijsers, 1994). It remains to be studied whether the therapist's attitude 
actually is less empathic and less positive because of the patient's personality 
pathology or whether the patient because of negative experiences in interpersonal 
relationships in the past, experiences the therapeutic relationship in that way. 
 The personality trait Hostility was found to explain 21% of the variance in 
the therapist's perception of the therapeutic relationship. This is consistent with the 
findings in the literature (Kiesler & Watkins, 1989; Wallner Samstag et al., 1992). 
Social inadequacy and personality disorder-features did not add to the regression 
model. Although hostility is not a personality disorder feature, it correlated highly 
(0.6) with paranoid features. This finding is not surprising given the fact that one 
of the main features of the paranoid personality disorder is a hostile attitude, 
stemming from fear of being abused/misused. Thus, therapists may have more 
difficulties in establishing a warm and trustful relationship when they are 
confronted with a hostile patient. In practice, this means that the therapist should 
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be alert to the patient's attitude towards him/her and spend enough effort and time 
to establish a cooperative therapeutic relationship. 
 The questionnaire used, the EPIN (the sumscore of four subscales of the 
Barret-Lennard Relationship Inventory) is a general measure for the quality of the 
therapeutic relationship (Lietaer, 1976). Our therapists were relatively 
inexperienced therapists but this did not seem to influence the judgment of the 
therapeutic relationship. In fact, comparing the figures of the present study with 
those of the Lietaer study that used experienced therapists, no differences in Means 
(nor SDs) were found [In the present study: patients: 133 (16); therapists: 128 (12); 
Lietaer's study: patients: 130 (16); (client-centred and psycho-analytic) therapists: 
124 (19)]. First, these figures show that the quality of the therapeutic relationship 
of our therapists was equivalent to that of experienced therapists. Further, it shows 
that although social phobic patients experience anxiety in social situations, this 
does not mean that they have more difficulties in starting a therapeutic relationship 
as compared to any other patient. This finding is in contrast with our expectations, 
namely that this sample, being highly anxious about negative evaluation, would 
have difficulties in establishing a warm and trustful therapeutic relationship. 
However, avoidant features were not related to the quality of relationship as 
perceived by both therapist and patient early in treatment. It may be that avoidant 
features 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. This is 
an interesting issue for further study. 
 Paranoid and obsessive-compulsive features showed significant negative 
correlations with the patient's perception of the therapeutic relationship. It would 
be interesting to replicate this study in another non-social phobic sample. In the 
present sample, features from the avoidant, dependent, obsessive-compulsive and 
paranoid personality disorder-categories were included in the analyses since these 
were found in at least 50% of the sample. Features of the B-cluster (borderline, 
narcissistic, histrionic and anti-social features; all means < 1.0, with SD < 1.5) 
were not included. It must be noted that these features probably represent more 
closely the hostile-dominant personality styles and may have a greater impact on 
the quality of the therapeutic relationship (besides the paranoid personality 
disorder from the A cluster) (Kiesler & Watkins, 1989). However, the features 
found in the present sample are representative for social phobic samples, since the 
prevalence rates of the personality disorder diagnoses are comparable with other 
social phobic samples (Van Velzen & Emmelkamp, 1999).  
 In sum, personality variables that influence the quality of the therapeutic 
relationship were slightly different for the therapist’s and patient’s perception. 
Therapists perceived their relationship less favorably when patients were more 
hostile, whereas patients perceived the relationship less favorably when they had 
more personality pathology. It can be concluded that personality dimensions (e.g. 
hostility) and personality disorder features (e.g. paranoid and obsessive-compulsive) 
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do influence the quality of the therapeutic relationship early in treatment. However, 
the variance explained by these variables was 21 and 14%, respectively, indicating 
that other variables are important as well or even more important. A critical remark 
concerns the fact that the therapeutic relationship was measured in the third session. 
It would be interesting to investigate whether these personality variables become 
more or less predictive of the quality of the therapeutic relationship later in treatment. 
Therefore, it would be interesting to examine whether early alliance (as predicted by 
personality variables) is related to later alliance and outcome of the treatment. Or, 
whether early and late alliances are potential mediators of the relation between 
personality variables and outcome. These studies may lead to further knowledge on 
how personality variables can complicate the process of treatment and, consequently, 
treatment compliance or drop out and treatment outcome. In addition, a subsample of 
the present sample has been used in an outcome study in which the influence of 
personality disorder diagnoses on behavioural treatment outcome was examined. It 
was found that the presence of a personality disorder did not influence treatment 
outcome (see Chapters 5 and 6; Van Velzen, Emmelkamp & Scholing, 1997). These 
findings may have been flattered by the fact that one third of the sample dropped out 
of treatment. It may be that these alliance variables are more strongly related to drop 
out than treatment outcome. Further studies are needed to answer these questions. 
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8. 
 

Social phobia, personality disorders and 
therapeutic relationship: 
predictors for drop out 

 

 
 
Abstract 
Factors related to drop out were examined in a sample of social phobic patients 
receiving an exposure in vivo treatment. Of the 93 patients who were accepted for 
treatment, 31% did not complete the treatment according to the protocol. No 
differences were found in severity of complaints or presence of personality disorders. 
However, dropouts had more (DSM-III-R) paranoid features, and they were more 
dominant and socially inadequate (both personality dimensions) as compared to 
completers. Also, the early dropouts (n=12) had lower expectancy of improvement 
ratings as compared to the late dropouts (n=19) and completers (n=61). In addition, 
logistic regression analyses were performed for the prediction of drop out, including 
therapeutic relationship variables. It was found that the personality trait dominance 
and having a comorbid depressive disorder increased the risk of dropping out of 
treatment. Implications of these findings are discussed and suggestions for future 
studies are given. 
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Introduction 
During the last decade, research on the efficacy of cognitive and behavioural 
strategies for social phobia has grown rapidly. Exposure in vivo was found to be the 
most effective strategy: Meta-analyses showed that cognitive interventions did not 
enhance the results of an exposure in vivo treatment alone (Feske & Chambless, 
1995; Taylor, 1996). More recently, a number of studies have been published that 
investigated factors that predict the outcome of cognitive-behavioural treatment for 
social phobia. Turner, Beidel, Wolff, Spaulding & Jacob (1996) found that the 
subtype of social phobia was predictive of treatment improvement directly after 
treatment: Specific social phobic patients were significantly more improved than 
generalized social phobic patients. Chambless, Tran & Glass (1997) found that more 
depressive symptoms and lower expectancy of treatment gain were related to poorer 
treatment outcome and less (self-reported) avoidant features were related to better 
treatment outcome. Scholing and Emmelkamp (1999) replicated the study of 
Chambless et al. (1997). They found a smaller predictive value of depressive 
symptoms, and an opposite effect in both subsamples for (self-reported) avoidant 
personality features: More avoidant features were related to poorer treatment 
outcome in the generalized social phobic group and, surprisingly, more avoidant 
features were related to better results in the specific social phobic sample. Further, 
they found that clinicians’ ratings of pre-treatment impairment also showed 
significant predictive value (less impairment, better treatment gains). In contrast 
with the finding that (self-reported) avoidant personality features do influence 
treatment outcome, the avoidant personality disorder (assessed with a semi-
structured interview) as a comorbid condition did not predict treatment outcome of 
social phobia (e.g. Feske, Perry, Chambless, Renneberg & Goldstein, 1996; Brown, 
Heimberg & Juster, 1995) nor did personality disorders in general (Van Velzen, 
Emmelkamp & Scholing, 1997; Mersch, Jansen & Arntz, 1995).  
 Besides investigating variables that might influence treatment outcome, also 
variables that might predict drop out should be considered. However, this issue has 
hardly been addressed in the studies on social phobia. Two meta-analyses found 
considerable rates of dropouts among the studies included in their analyses. Feske et 
al. (1995) found drop out rates between 4 and 28% and Taylor (1996) found rates 
between 12 and 18% of the social phobic patients who started the cognitive-
behavioural treatment. Determination of the clinical features that predict drop out 
could have implications for treatment planning and interventions efforts to enhance 
completion. Turner et al. (1996) reported on drop out variables in a study in which 
social phobic patients were randomly assigned to flooding, atenolol or pill placebo 
condition. Thirteen percent of the social phobic patients dropped out with no 
significant difference among the conditions. They found no significant differences 
between dropouts and completers on demographic variables, on social phobic 
subtype, comorbid diagnoses (Axis I and Axis II) or severity of impairment. On 
most self-report measures, independent evaluator ratings, or behavioural assessment 
ratings, no differences were found, except for two self-report subscales: Dropouts 
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reported less severe complaints. Safren, Heimberg and Juster (1997) did not find 
significant differences in expectancy ratings between completers and dropouts. In 
addition, after controlling for pre-treatment severity among the completers, higher 
expectancy ratings predicted better treatment outcome.  
 It has been suggested that drop out may be related to personality disorders 
(Van Velzen & Emmelkamp, 1996; Chapter 5). So far, however, support for this 
suggestion has not been found in a number of studies on cognitive behavioural 
treatment outcome in anxiety disorders in general (Dreessen  & Arntz, 1998a), and 
also not in social phobia (Brown, Heimberg & Juster, 1995; Feske, Perry, 
Chambless, Renneberg & Goldstein, 1996). Feske et al. (1996) found a drop out rate 
of 20% at post-test: No differences between completers and dropouts were found in 
severity of symptoms and in comorbid Axis I or II diagnoses. However, dropouts 
were younger and tended to be less likely to take psychotropic medication (Feske et 
al., 1996). 
 Another variable that may be related to drop out is the quality of the 
therapeutic relationship. In general, the therapeutic relationship is viewed as a 
necessary condition in order to facilitate the change process (e.g. Orlinsky, Grawe & 
Parks, 1994). Rau and Goldfried (1994) reviewed studies on the therapeutic 
relationship in cognitive-behavioural treatment and concluded that the quality of the 
therapeutic relationship, assessed early in treatment, is related to drop out as well as 
to improvement immediate after completion of treatment. The therapeutic 
relationship may be an important variable associated with outcome and drop out in 
social phobia. The fear of being negatively evaluated, the main feature of social 
phobia, may impede establishing a warm and trustful therapeutic relationship. 
Moreover, this may be particularly important in individuals with a comorbid 
avoidant personality disorder, who are in particular sensitive to rejection (cf. Beck & 
Freeman, 1990). With these patients, establishing a good therapeutic relationship 
early in treatment may be crucial in order to prevent drop out and create an 
environmental context in which behavioural change can be stimulated. To our 
knowledge, no reports on the quality of the therapeutic relationship in the 
behavioural treatment of social phobia have been published. However, a study of 
Ford (1978) is of some interest. He investigated the therapeutic relationship, as 
perceived by the patient, in a sample of non-assertive subjects that received three 
types of assertion training. The relationship as measured in the third session 
appeared to be predictive for drop out.  
 The aim of the present study was to examine personality disorders, 
personality features and the therapeutic relationship to determine their effects on 
drop out from an exposure in vivo treatment for social phobia.  
 
Method 
Subjects 
Subjects were patients that were treated at the Department of Clinical Psychology in 
Groningen (see Chapter 4). Patients were referred by general practitioners and 
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mental health institutes or responded to advertisements in local newspapers offering 
treatment for social phobia. 
 In the intake session, the Dutch version of the Anxiety Disorder Interview 
Schedule- revised (ADIS-R, DiNardo & Barlow, 1988) was used to diagnose social 
phobia 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 and three patients fulfilled the 
criteria, 10 patients declined treatment and the remaining 93 patients were included 
in this study. The mean age of the sample was 34.9 years (SD=9.9); the average 
duration of the social phobic complaints was 16.3 years (SD=11.8); 46.2% was 
single (of these patients, three were divorced and two were widowed); 53.8% was 
married or cohabiting. Psychotropic medication was held constant during treatment 
for 16 patients (17.2%), 16 patients were able to stop using medication before 
treatment and 61 patients (65.6%) did not use any medication prior to treatment. 
Additionally, 30.1% had never been treated before, 46.2% had received outpatient 
treatment at any point in life and 23.7% had received an inpatient or outpatient 
treatment more than once. Of the sample, 63.4% did not receive an additional 
anxiety diagnosis or depression diagnosis, 15% had an additional anxiety disorder. 
Measures 
The therapeutic relationship was measured with four subscales of the Barret-
Lennard Relationship Inventory [empathy (E), positive regard (P), incongruity (I) 
and negative regard (N); Barret-Lennard, 1962] consisting of 28 items on a 6-point 
scale and two versions: EPIN-therapist (therapist's version) and EPIN-patient 
(patient's version). The therapist scores how he/she perceives his/her attitude 
towards the patient and the patient scores the way he/she perceives the therapist's 
attitude towards him/herself. The author of the Dutch version suggested that the 
sumscore of these four scales could be considered as a global measure of the quality 
of the therapeutic relationship. He found split-half reliabilities with a median of 0.87 
(Lietaer, 1976). In the present study, both scales approximated a normal distribution 
(K-S >.05).  
 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 et al., 1999). Besides the 
personality disorder diagnoses, personality disorder feature scores were also 
computed: First, for each personality disorder category (e.g. avoidant) the sumscore 
of criteria fulfilled of that category was included as the feature score (e.g. avoidant 
features) and, second, the total number of personality disorder features including all 
categories (sumscore of all criteria fulfilled):  total of personality disorder-features. 
 The quality of the social relationships was measured with two sections from 
the Groningen Social Disability Schedule (GSDS: Wiersma, De Jong, Kraaijkamp 
& Ormel, 1990). This shortened version of the GSDS, a semi-structured interview, 
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covers two roles, comprising of various dimensions: partner role (emotional bond 
and sexual bond; in case of no relationship, patients were asked about their activities 
directed at establishing a relationship) and social role (frequency and quality of 
social contacts other than family or colleagues). Scores on each dimension range 
from 0 (no disability) through 1 (mild disability) and 2 (moderate disability) to 3 
(severe disability). The summed level of disabilities on the partner and social roles 
were used as measure for disabilities in social functioning (DSF). The dimensions 
were 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. 
 Personality traits were measured with the Dutch Personality Questionnaire 
(DPQ: Luteijn, Starren & Van Dijk, 1985). The DPQ consists of 133 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).  
 Four measures were used to assess the degree of social phobic avoidance and 
social anxious cognitions respectively. In order to limit multicollinearity a 
composite variable Avoidance was construed. This variable consisted of the Social 
phobia subscale of the Fear Questionnaire (FQ: Marks & Mathews, 1979) and the 
Behaviour subscale of the Lehrer-Woolfolk Anxiety Symptom Questionnaire 
(LWASQ: Lehrer & Woolfolk, 1982; Scholing & Emmelkamp, 1992). One variable 
was included to measure social anxious cognitions: the short version of the Fear of 
Negative Evaluation Scale (FNE, Watson & Friend, 1969; Leary, 1983). For a 
detailed description of these measures and the procedure for the composite variable, 
see Chapter 4. 
 Depressed mood was assessed with the Beck Depression Inventory (BDI: 
Beck, Ward, Mendelson, Mock & Erbaugh, 1961), consisting of 21 groups of state-
ments describing common symptoms of depression (Cronbach's α=0.86 for the 
Dutch version; Bouman, Luteijn, Albersnagel, & Van der Ploeg, 1985).  
Procedure 
Patients referred by general practitioners or other mental health institutes were 
directly invited for the first intake session. Subjects who responded to advertisements 
were first shortly screened by telephone. Those who appeared suitable were invited 
for the first intake session. After this intake session, in which the DSM-III-R Axis I 
disorders were assessed, the procedure of the study and treatment were explained, a 
written description was provided and patients signed an informed consent form. 
Before the first contact with the therapist, the SCID-II was administered by 
independent assessors, all clinical psychologists.  
 At the first meeting with the therapist, pre-treatment measures of social 
phobic and depressive complaints were completed. The treatment started in the 
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week after the assessment sessions. In the first treatment session, avoidance 
behaviour was explored and the rationale of the treatment was explained to the 
patients. After this session patients completed an "Expectancy of improvement" 
questionnaire, consisting of three questions (expectancy of benefit from treatment, 
how soon improvement is expected, expected improvement at the end of the 
treatment). The therapeutic relationship variables were rated by both therapist and 
patient at the end of the third treatment session.  
Treatment and therapists   
The treatment consisted of at least 10 sessions of gradual exposure in vivo 
(Emmelkamp, 1982) with a maximum number of 15 sessions during 10 weeks. The 
duration of the sessions was 1.5 hours. Both during the sessions as well as in 
between the sessions exposure tasks were practised. The tasks that were practised 
during the sessions were standardised for all patients, but the patients were asked to 
order the tasks hierarchically based on their expected level of anxiety. These tasks 
had to be practised either outside the clinic (e.g. in the centre of the town or at the 
hospital premises) or at the clinic (simulated situations with stooges). In the first 
sessions, the therapist usually accompanied the patient in order to get a better view 
on subtle avoidance behaviour. These subtle avoidance behaviours are comparable 
with the safety behaviours reported by Wells, Clark, Salkovskis, Ludgate, 
Hackmann, & Gelder (1995). 
 The hierarchy of exposure tasks for homework assignments consisted of 
relevant tasks in the social environment of the patient (e.g. with family, friends, at 
work). The homework assignments were first discussed in the sessions, followed by 
the theme that had to be practised in the session (discussion was in terms of graded 
exposure tasks with the possibility of small adjustments for personal difficulties) 
and these tasks were evaluated after practice. In addition, both during discussion of 
homework as well as during the tasks in the sessions, the emphasis was on subtle 
avoidance behaviour. If necessary, response prevention strategies and anxiety 
provoking behaviours were implemented during the exposure.  
 The therapists were advanced clinical psychology students who had followed 
introductory and advanced courses in behaviour therapy before they were admitted 
to the therapist team and received an additional extensive training for adequate use 
of the exposure strategy with social phobic patients. In order to standardise 
treatments, a detailed session-by-session treatment manual was developed. All 
sessions were recorded on audiotape and overheard by another member of the 
therapist team. Two-hour supervision sessions were held twice a week with groups 
of 3-7 therapists, in which the progress of the treatment was evaluated. Therapists 
and supervisor were blind with respect to the results of the personality disorder 
assessment. 
Statistical analyses 
Chi-square tests were used for comparisons of categorical demographic variables 
among the two groups (dropouts versus completers), followed by pairwise Fisher's 
Exact Tests or Yates' corrected Chi-square test. The results of the ordinal scores of 
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the DSF of the two groups were compared with a rankorder test (Mann-Whitney U 
Test). Besides the total of personality disorder-features, only those personality 
disorder categories were included of which the number of features differed from 
zero in at least 50% of the sample (i.e. avoidant, dependent, obsessive-compulsive 
and paranoid features). In case of variables that were not normally distributed 
(Kolmogorov-Smirnov tests: ps<0.05) Spearman correlations were computed, 
otherwise Pearson correlations. 
 Of 13 patients, the data on the patient's perception of the therapeutic 
relationship were missing. Twelve of them dropped out of treatment before the 
fourth session; these patients will be referred to as early dropouts. Without the early 
dropouts, 79 patients were included in the regression analyses. Besides these 12 
cases, the data on the therapist's perception of the therapeutic relationship were 
missing from another seven patients, leaving 73 patients to be included in the 
regression analyses. For the prediction of drop out, two logistic regression analyses 
were conducted. Since the early dropouts dropped out before the therapeutic 
relationship measures were completed, one analysis was performed without the 
therapeutic relationship variables (including the early dropouts) and one with the 
therapeutic relationship variables (excluding the early dropouts). In the first logistic 
regression analysis, all variables of interest (except the relationship variables) were 
included as predictors, all predictor variables entering at the same time. Those 
predictors that contributed to the variance (p<0.1) were included in the second 
logistic regression analysis with the therapeutic relationship variables. Before the 
regression analyses were run, the data were inspected on deviant data by means of 
the options provided by the statistical package (SPSS/PC V4.0) and two outliers 
were excluded from the analyses (both dropouts). 
 
Results 
Of the 93 patients, 31 (33.3%) did not complete treatment according to the 
protocol. Reasons for attrition, indicated by patient or therapist, were the 
following: Seven (22.6%) patients were treated outside the protocol because of 
interference related to other mental problems; five patients (16.1%) indicated that 
the treatment was too time-consuming in combination with other activities; Five 
patients were too anxious (16.1%); five patients were not motivated (16.1%); two 
patients (6.5%) did not follow the protocol; three (9.7%) patients claimed that they 
were improved before ten sessions; two patients (6.5%) wanted a different 
treatment; one patient stopped because of somatic complaints that interfered with 
(exposure) treatment and for one patient the treatment strategy was changed 
because exposure at her work (which was her most difficult situation) was 
considered to be unethical. Further, one of the completers was excluded from the 
analyses because it appeared that he had followed another treatment during the 
present study; therefore he was neither considered as a drop out nor as a completer. 
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Table 8.1: Comparison of completers and dropouts on complaint-related variables 
 Completers (n=61) Dropouts (n=31)   

Social phobic subtype N % N % Χ2 p 
  Generalized 47 77 27 87 1.3 0.25 
  Discrete 14 23   4 13   
Additional Axis I disorder       
  None 43 71 16 52   
  Anxiety disorder   8 13   6 19 3.2 0.20 
  Depressive disorder 10 16   9 29   
 M SD M SD T p 
Expectancy of improvement   5.3   1.1   4.7     1.8  1.9 0.06 
Duration of complaints 16.2 11.8 16.4 12.0 -0.1 0.96 
FQ-social phobia 26.2   6.9 27.0   7.9 -0.5 0.65 
LWASQ-B* 28.5   6.9 30.3   8.8 -1.1 0.28 
FNE 52.6 10.4 52.3 11.9  0.1 0.89 
BDI 14.3   7.8 14.0   8.6  0.2 0.87 

Note: * because of missing data: df=89; FQ=Social Phobic Subscale of the Fear Questionnaire; LWASQ-
B=Behaviour Subscale of the Lehrer-Woolfolk Anxiety Symptom Questionnaire; BDI=Beck Depression Inventory; 
FNE=Fear of Negative Evaluation. 
 
Differences between dropouts and completers 
Higher expectancy ratings at pre-test were found for completers (see Table 8.1). No 
differences between dropouts and completers were found on duration of complaints, 
previous treatment received, social phobic subtype, or additional anxiety disorder or 
depressive disorder. In addition, no differences were found on social phobic 
measures or depressive symptoms between both groups. Further, no differences were 
found between dropouts and completers in the prevalence rate of any personality 
disorder, nor  in the prevalence rates of multiple personality disorders. The 
prevalence rates of personality disorders other than the avoidant personality disorder 
were too small to analyse them separately, but these rates did not differ at face value. 
Including the feature scores of the personality disorder-categories, only the number 
of paranoid features differed significantly between both groups: Dropouts had more 
paranoid features. In addition, personality disorder- features did not differ between 
completers and dropouts (see Table 8.2). As for 'normal' personality traits, a 
significant difference was found for dominance and social inadequacy: Dropouts 
were more dominant and socially inadequate compared to completers. On the 
personality trait Hostility, no differences were found between completers and 
dropouts. Table 8.3 presents the descriptive results from the therapeutic relationship 
variables and disabilities in social functioning. As can be seen, no differences 
between completers and dropouts were found on any of these variables. 
Prediction of drop out 
The following variables were included in the first logistic regression analysis: 
composite variable Avoidance (as measure for social phobic severity), additional 
depressive disorder, hostility, dominance, social inadequacy, expectancy of 
improvement, disabilities in social functioning, the presence of any personality 
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disorder. Eighty-eight cases were included. This model was able to predict 76% of 
the patients correctly (χ2(8)=16.0; p=0.04). The variables that significantly 
contributed to the prediction were expectancy of improvement, dominance and the 
presence of a depressive disorder (see Table 8.4). 
 
Table 8.2: Comparison of personality pathology 

 Completers Dropouts   

 N    (%) N   (%) χ2 p 

Any personality disorder 31   (51) 18  (58) 4.3 0.51 

Avoidant personality disorder 29   (47) 16  (52) 0.1 0.71 

More than one personality disorder 12   (20) 9   (29) 1.0 0.31 

 M (SD) M (SD) z*1  

  Avoidant features 3.1 (1.7) 3.2 (1.8) -0.1 0.92 

  Dependent features 1.3 (1.2) 1.2 (1.3) -0.6 0.54 

  Obsessive compulsive features 1.4 (1.9) 1.5 (1.8) -0.8 0.44 

  Paranoid features 0.9 (1.4) 1.4 (1.6) -2.1 0.03 

 M (SD) M (SD) T  

Total of personality disorder-features*2 10.3 (9.1) 11.7 (7.8)  -0.7 0.47 

Hostility 17.0 (7.7) 18.4 (7.4)  -0.9 0.38 

Dominance  9.5 (4.9) 11.9 (6.8)  -2.0 0.05 

Social Inadequacy 31.0 (6.4) 34.1 (5.7)  -2.2 0.03 

Note:*1 Rank-order tests; *2 Total number of personality disorder features from the SCID 

 
 The second analysis was done with both therapeutic relationship variables 
and the best predictors (depressive disorder, expectancy of improvement and 
dominance). Sixty-nine cases were now included. Eighty-five percent of the patients 
were correctly classified (χ2(5)=13.8; p=0.01). The inclusion of the therapeutic 
relationship variables led to a non-significant contribution of expectancy of 
improvement. We hypothesized that the latter variable was no longer found to be 
significant because the early dropouts were left out of this analysis. Post-hoc 
comparisons of the early (n=12) and late dropouts (n=19) (before and after session 
3) on their expectancy of improvement ratings confirmed this hypothesis: Early 
dropouts had significantly lower expectancy of improvement ratings than both late 
dropouts and completers (M (SD) 3.8 (1.8); 5.4 (1.4) and 5.3 (1.1), respectively; 
F(2)=6.7; p=0.00). 
Prediction of drop out 
The following variables were included in the first logistic regression analysis: 
composite variable Avoidance (as measure for social phobic severity), additional 
depressive disorder, hostility, dominance, social inadequacy, expectancy of 
improvement, disabilities in social functioning, the presence of any personality 
disorder. Eighty-eight cases were included. This model was able to predict 76% of 
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the patients correctly (χ2(8)=16.0; p=0.04). The variables that significantly 
contributed to the prediction were expectancy of improvement, dominance and the 
presence of a depressive disorder (see Table 8.4). 
 
Table 8.3: Comparison between completers and dropouts on therapeutic relationship 
variables and disabilities in social functioning 

 Completers Dropouts   

Quality of the therapeutic relationship* M SD M SD T p 

  Patient’s perception 133.7 13.6 133.1 18.7 0.16 0.88 

  Therapist’s perception 128.6 12.5 128.4 11.6 0.04 0.96 

Disabilities in social functioning N % N % z p 

Partner role       

  No disabilities 22 36.1 13 41.9   

  Minor disabilities 24 39.3 11 35.5   

  Moderate disabilities  7 11.5  6 19.4   

  Severe disabilities  8 13.1  1  3.2   

Mean rank 47.7  44.1  -0.65 0.51 

Social role       

  No disabilities  9 14.8  5 16.1   

  Minor disabilities 31 50.8 16 51.6   

  Moderate disabilities 13 21.3  8 25.8   

  Severe disabilities  8  8.7  2  6.5   

Mean rank 47.2  45.0  -0.40 0.69 

 * Note: Patients: completers: n=61; dropouts: n=18; Therapists: completers: n=57; dropouts: n=16 

 
Discussion 
The purpose of the present study was to investigate variables that were related to 
drop out from an exposure in vivo treatment for social phobia. In particular, we were 
interested in the relationship between therapeutic relationship variables, personality 
(disorder) variables and drop out. Thirty-one percent of the social phobic patients 
who started the treatment did not complete at least ten sessions. This rate of drop out 
is quite large compared to other cognitive-behavioural treatment studies for social 
phobia. In the studies reviewed by Feske and Chambless (1995), drop out rates 
ranged between 0 and 28%; and no differences in rates between treatment conditions 
were found. As was suggested in Van Velzen et al. (1997), the treatment conducted 
in the present study might have been too frightening for some patients because of the 
individual exercises during the session, which could not be avoided. However, only 
five patients mentioned this aspect as their reason to terminate the treatment. The 
results of the present study suggest that the treatment may have been too fixed in a 
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certain structure or too controlled by the therapist for some patients. This would 
explain the finding that dominant patients were less likely to complete the treatment.  
 
Table 8.4: Results of the logistic regression analysis: predictors of drop out 
   B Wald p Exp (B) Overall % Correct 

Classification 
Initial Variables (n=88)      
  Avoidance   0.04 0.0 0.88 1.04  
  Depressive Disorder   1.24 3.1 0.08* 3.46  
  Hostility  -0.03 0.4 0.50 0.97   
  Expectancy of  
  Improvement  -0.37 3.7 0.05* 0.69              76 
  Disabilities in Social  
  Functioning  -0.19 0.5 0.47 0.83  
  Personality Disorder1   0.58 0.7 0.39 1.19  
  Social Inadequacy   0.04 0.6 0.58 1.04  
  Dominance   0.18 8.8 0.00* 1.20  
Inclusion of Quality of the   
Therapeutic Relationship 
  (n=69) 

     

  Patient perception   0.06 3.5 0.06 1.06  
  Therapist perception   0.00 0.0 0.94 0.99  
  Depressive disorder   1.54 2.7 0.12 4.70              85 
  Expectancy of  
   Improvement  -0.12 0.1 0.70 0.89  
  Dominance   0.18 7.1 0.01 1.20  
Exclusion of the Therapist 
 perception (n=77)      

  Patient perception   0.02 1.2   .26 1.02  
  Depressive disorder   2.22 7.6 0.01 9.28              83 
  Dominance   0.19 5.6 0.00 1.21  

Note: 1The presence of one or more personality disorders 
 
 The second significant variable was the presence of a depressive disorder: 
This additional disorder enhanced the chance of dropping out 9.2 times. Half of the 
patients with a depressive disorder did not complete treatment. Our clinical 
impression is that this group was less likely to positively appreciate (successfully) 
fulfilled assignments or to attribute success to their own account. Further, 
habituation may have been impaired (see Foa & Kozak, 1986). Perhaps for this 
group, cognitive therapy in addition to exposure in vivo may facilitate treatment 
adherence (Scholing & Emmelkamp, 1999).  
 A comorbid avoidant personality disorder was not related to drop out, thus 
corroborating the findings of Feske et al. (1996) and Brown et al. (1995). In 
addition, the presence of one or more (other) personality disorders was not found to 
be predictive of drop out. The findings in the literature concerning personality 
disorders and drop out are inconsistent. In the present study, paranoid features were 
found to differ between dropouts and completers, but the difference was only small. 
The personality trait Dominance, however, appeared to be one of the best predictors 
for drop out. This may be an interaction effect between the present treatment 



Empirical studies 

138 

structure (strict protocol) en this personality trait. In addition, comparing the mean 
scores of the present subsamples with the mean scores of a normative sample 
(Luteijn, et al., 1985), it appeared that the mean score of the dropouts should be 
interpreted as only moderately dominant. Perhaps this finding may be better 
interpreted by viewing the completers as submissive, not daring to drop out of 
treatment and following the strict protocol. Further examination also revealed that 
the late dropouts were more dominant than the early dropouts and completers 
(means (SDs 13.4 (7.8), 9.7 (4.3) and 9.5 (4.9), respectively; F(2)=3.6; p=0.03).  
 Does the quality of the therapeutic relationship relate to drop out from 
treatment? Although this variable was frequently found to be predictive of drop out 
in behavioural treatment studies (Rau & Goldfried, 1994), in the present study we 
did not find such an association when taking into account all dropouts. However, 
dropping out later in treatment tended to be related to the patient's perception of the 
quality of the therapeutic relationship. Surprisingly, this was a positive relationship 
indicating that higher ratings of the quality of the therapeutic relationship early in 
treatment were predictive of drop out later in treatment. One tentative interpretation 
of this finding may be related to the strict protocol of the treatment that the 
therapists had to follow, which may have led to some disappointment by these 
patients and, finally, to drop out.  
 No differences were found between completers and dropouts in duration of 
complaints nor in previous treatment received. In addition, the present study did not 
find any difference in severity of socially anxious symptoms between completers 
and dropouts. This is consistent with the findings of other studies (e.g. Scholing & 
Emmelkamp, 1993b). Further, generalized social phobic patients also did not have 
an increased chance of dropping out compared to discrete social phobic patients, 
although it did appear that all early dropouts were generalized social phobic 
patients.  
 Finally, patients who dropped out report lower expectancy of improvement 
than completers, but this was only evident for patients who dropped out of treatment 
at an early stage. Therefore, in order to enhance treatment completion, more attention 
should be paid to motivational factors. This is in line with Safren et al. (1997), who 
suggested including low expectancies of treatment outcome as a specific focus of 
attention early in treatment. Motivational strategies should include cognitive 
interventions: e.g. short-term and long-term consequences of following an exposure 
treatment, costs-benefits analysis, introducing exposure exercises as behavioural 
experiments besides emphasizing on staying in the feared situation and "waiting" 
until the fear diminishes. Further, within the exposure treatment, exercises should be 
chosen with a high chance of success, which often means only small steps on the 
anxiety-provoking hierarchy.  
 Differentiating between early and late drop out provided additional 
information about the patients who dropped out of treatment: Early dropouts 
reported lower expectancy of improvement ratings and late dropouts were more 
dominant (they had about the same level of expectation of treatment as the 
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completers but, for reasons hypothesized above, dropped out of treatment in a later 
phase). Further studies should reveal whether these differences between early and 
late drop out appear to be a more consistent finding or whether it was a sample-
related finding.  
 In sum, patients with a depressive disorder, and those who were more 
dominant were more likely to drop out of a behavioural treatment for social phobia. 
These findings suggest that drop out rates may be limited by including cognitive 
interventions in case of comorbid depression diagnoses, and that motivational 
strategies may be helpful in the case of low expectancy of improvement at the start 
of treatment. As for dominant social phobic patients, the interpersonal style of the 
therapist (in what way does the therapist approach the patient) may be especially 
important and should be further studied (Kiesler & Watkins, 1989). 
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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.  
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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.  
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Samenvatting 
Dit proefschrift bevat twee literatuuroverzichten en zes empirische onderzoeken 
naar de comorbiditeit van sociale fobie en persoonlijkheidsstoornissen. De nadruk 
ligt hierbij op diagnostiek en behandeling. Het onderzoek begon in 1990 met het 
uitgangspunt dat exposure in vivo een effectieve behandelingsstrategie is voor 
mensen met een sociale fobie. Echter, gematigd enthousiasme bleek op zijn plaats 
vanwege de grote verschillen in effectiviteit tussen de onderzoeken en de, veelal 
aanzienlijke, percentages mensen die voortijdig met de behandeling stopten. Voor 
deze twee bevindingen werden verschillende verklaringen gepostuleerd: de 
heterogeniteit van de diagnose sociale fobie (sociale fobie is onder te verdelen in 
een drietal subtypes), de comorbiditeit met andere as I stoornissen (angst- en 
depressieve stoornissen) en de comorbiditeit met persoonlijkheidsstoornissen. Wat 
betreft het laatste punt, de comorbiditeit met persoonlijkheidsstoornissen, valt vooral 
de relatie tussen de sociale fobie en de vermijdende persoonlijkheidsstoornis op. 
Beide stoornissen kennen grote overeenkomsten tussen de criteria die de stoornissen 
definieren (DSM-III-R): het belangrijkste kenmerk betreft de angst om negatief 
beoordeeld te worden, met als gevolg vaak vermijding van situaties waarin deze 
beoordeling gevreesd wordt. Met name het beeld van één van de subtypes, de 
gegeneraliseerde sociale fobie, heeft grote overeenkomsten met de vermijdende 
persoonlijkheidsstoornis wat betreft cognities, gedrag, emoties en gevolgen van de 
stoornis. In de verschillende hoofdstukken keert regelmatig het punt van de validiteit 
van persoonlijkheidsstoornissen terug. We gingen in ons onderzoek uit van de 
definitie volgens de DSM-III-R waarbij een categoriale indeling van 
persoonlijkheidsstoornissen werd gebruikt. Dit houdt in dat de stoornis, afhankelijk 
van het aantal criteria waaraan voldaan wordt, aanwezig of afwezig is. Over deze 
visie wordt veel gediscussieerd, en in recent onderzoek worden steeds meer 
dimensionale persoonlijkheidstrekken naast de persoonlijkheidsstoornissen 
meegenomen.  

In het eerste hoofdstuk werd een overzicht gegeven van de in de literatuur 
gevonden prevalentiecijfers van persoonlijkheidsstoornissen bij mensen met 
sociale fobie, paniekstoornis (met of zonder agorafobie), dwangstoornis en 
gegeneraliseerde angststoornis. Het doel hiervan was om een helder beeld te 
krijgen van de comorbiditeit tussen sociale fobie en persoonlijkheidsstoornissen. 
Het bleek dat bij ongeveer de helft van alle onderzochten minstens één 
persoonlijkheidsstoornis werd vastgesteld, ongeacht de aard van de angststoornis. 
Bij alle vier angststoornissen waren de vermijdende persoonlijkheidsstoornis en de 
afhankelijke persoonlijkheidsstoornis de meest voorkomende 
persoonlijkheidsstoornissen. Door de overeenkomst in criteria zou men 
verwachten dat de sociale fobie en vermijdende persoonlijkheidsstoornis vaker 
samen voorkomen dan bijvoorbeeld de paniekstoornis en vermijdende 
persoonlijkheidsstoornis, maar dit bleek niet uit ons literatuuronderzoek. De 
vermijdende persoonlijkheidsstoornis kwam gemiddeld evenveel voor bij de 
paniekstoornis, de dwangstoornis, de gegeneraliseerde angststoornis en de sociale 
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fobie. Verder kwam uit dit overzicht naar voren dat de onderzochten met een 
persoonlijkheidsstoornis meer psychopathologie rapporteerden en meer additionele 
angst en depressieve diagnoses hadden dan de onderzochten zonder een 
persoonlijkheidsstoornis. Verschillende modellen werden beschreven die de relatie 
tussen angststoornissen en persoonlijkheidsstoornissen kunnen verklaren. In de 
literatuur werd voor de relatie tussen sociale fobie en de vermijdende 
persoonlijkheidsstoornis de continuüm hypothese gevonden: beide stoornissen 
delen dezelfde onderliggende kenmerken (geen kwalitatieve verschillen) en er is 
alleen een kwantitatief verschil in de ernst van de klachten. Deze hypothese sluit 
nauw aan bij het attenuatie model. Dit comorbiditeitsmodel gaat uit van een 
gemeenschappelijk onderliggend construct dat verantwoordelijk is voor het 
ontwikkelen van verschillende stoornissen. Op grond van dit model werd in dit 
hoofdstuk verondersteld dat angststoornissen en de vermijdende 
persoonlijkheidsstoornis aan elkaar gerelateerd zijn door hetzelfde onderliggende 
construct, namelijk sociale angst/ interpersoonlijke sensitiviteit. Sociale angst 
wordt in dit verband omschreven als de interactie tussen twee 
persoonlijkheidsdimensies: Introversie en Neuroticisme.  

In het tweede hoofdstuk kwam de prevalentie van 
persoonlijkheidsstoornissen bij angststoornissen aan bod, vanuit het perspectief 
van diagnostiek en behandeling. De voor- en nadelen van de verschillende 
diagnostische instrumenten voor het vaststellen van persoonlijkheidsstoornissen 
werden besproken. Het semi-gestructureerde interview wordt gezien als de gouden 
standaard voor het vaststellen van persoonlijkheidsstoornissen. Wat betreft de 
invloed van persoonlijkheidsstoornissen op het effect van cognitieve 
gedragstherapie, bleken de resultaten in de onderzoeksliteratuur niet geheel 
eenduidig. Hierbij bleek mee te spelen dat in verschillende onderzoeken, 
verschillende diagnostische instrumenten waren gebruikt, evenals verschillende 
behandelingsstrategieën en verschillende onderzoekspopulaties. Daarnaast werd 
geconstateerd dat additionele as I pathologie meestal niet werd meegenomen in 
onderzoek naar de invloed van persoonlijkheidsstoornissen op het effect van 
behandeling van de primaire as I stoornis. Naast de invloed van 
persoonlijkheidsstoornissen op de behandelingsresultaat, waar inmiddels al het 
nodige onderzoek over gepubliceerd is, werd opgemerkt dat het ook belangrijk is 
om de invloed van persoonlijkheidsstoornissen op het behandelingsproces te 
onderzoeken. 
 Hoofdstuk drie beschreef een onderzoek naar de Personality Diagnostic 
Questionnaire-Revised (PDQ-R) een zelfrapportage vragenlijst die pretendeert 
persoonlijkheidsstoornissen te kunnen vaststellen. Zoals was geconcludeerd in 
hoofdstuk 2, wordt het interview als gouden standaard gezien. Deze methode is 
echter tamelijk tijdrovend. Als alternatief werd de volgende procedure voorgesteld: 
de screening van persoonlijkheidsstoornissen met behulp van een zelf-rapportage, 
gevolgd door de afname van een semi-gestructureerd interview bij positieve 
indicatoren op de vragenlijst. De waarde van de PDQ-R als screeningsinstrument 



Samenvatting 

168 

werd daartoe onderzocht in een ambulante populatie angstige patiënten (DSM-III-R 
sociale fobie, dwangstoornis en paniekstoornis met agorafobie). Een semi-
gestructureerd interview (SCID-II) werd gebruikt als criterium. De cut-offs van de 
PDQ-R werden bijgesteld totdat de optimale overeenstemming voor alle schalen 
tussen beide instrumenten bereikt was. De resultaten laten zien dat het verhogen van 
de cut-off leidde tot beduidend minder fout-positieve diagnoses en maar een lichte 
stijging van de fout-negatieve diagnoses. Een belangrijke conclusie is dan ook dat 
de PDQ-R geschikt is als screeningsinstrument waarna een positieve diagnose dient 
te worden geverifieerd met behulp van een semi-gestructureerd interview. Bij deze 
diagnostische twee-stappen methode moet met een aantal aspecten rekening 
gehouden worden: 1) verschillen in prevalentie van persoonlijkheidsstoornissen: de 
cut-off scores zullen verschillen met de prevalentiecijfers in de populatie; 2) de mate 
waarin de PDQ-R in staat is om “state’’ en “trait” (toestandsbeeld en 
persoonlijkheid) te kunnen onderscheiden; 3) de gevolgen van het niet onderkennen 
van persoonlijkheidsstoornissen (de fout-negatieve diagnoses), waardoor 
bijvoorbeeld een onjuiste indicatiestelling voor behandeling wordt gedaan; 4) de 
beperkte validiteit van de persoonlijkheidsstoornissen. Dit onderzoek vraagt om een 
replicatie met dezelfde instrumenten, in verschillende populaties ,maar dan met de 
nieuwe versies (DSM-IV), zodat de PDQ-4+, met aangepaste cut-offs voor 
specifieke populaties, daadwerkelijk in de praktijk kan worden gebruikt als 
screeningsinstrument. Tevens zal de predictieve validiteit nader onderzocht moeten 
worden.  
 In hoofdstuk vier werd een empirisch onderzoek naar de overlap tussen de 
gegeneraliseerde sociale fobie en de vermijdende persoonlijkheidsstoornis 
beschreven. Vier groepen sociaal fobici werden vergeleken op psychopathologie, 
persoonlijkheidstrekken, en sociaal en arbeidsgerelateerd functioneren. 
Gegeneraliseerde sociaal fobici met een vermijdende persoonlijkheidsstoornis 
rapporteerden meer sociaal fobische vermijding, depressieve symptomen, 
neuroticisme, introversie en problemen in het sociaal en arbeidsgerelateerd 
functioneren in vergelijking met gegeneraliseerde sociaal fobici zonder 
persoonlijkheidsstoornis. Mensen met een diagnose specifieke sociale fobie 
(patienten die slechts een beperkt aantal situaties vermeden) bleken de minst 
ernstige klachten of gevolgen te hebben. De sociaal fobici met meer dan een 
persoonlijkheidsstoornis bleken het meest ernstig geïnvalideerd te zijn op bijna alle 
variabelen. De analyses lieten zien dat introversie en depressieve symptomen 
gezamenlijk bij 85 procent van sociaal fobici de aan- of afwezigheid van een 
vermijdende persoonlijkheidsstoornis kon voorspellen. Deze bevindingen werden 
besproken vanuit het attentuatiemodel.  
 In de studie in hoofdstuk vijf werd de invloed van 
persoonlijkheidsstoornissen op het effect van een exposure in vivo behandeling 
voor sociale fobie onderzocht. De behandeling bestond uit vijftien sessies 
individuele therapie van anderhalf uur waarvan ongeveer zestig minuten werd 
besteed aan exposure in vivo-oefeningen met eventueel begeleiding van de 
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therapeut. Er werd geen gebruik gemaakt van cognitieve technieken. De resultaten 
van deze behandeling werden vergeleken voor de volgende drie groepen: sociaal 
fobici zonder een persoonlijkheidsstoornis, sociaal fobici met een vermijdende 
persoonlijkheidsstoornis en sociaal fobici met meer dan één 
persoonlijkheidsstoornis. De hypothese werd onderzocht dat sociaal fobici met en 
zonder persoonlijkheidsstoornis even veel baat zouden hebben bij de behandeling: 
ze zouden allen dezelfde verbetering laten zien. Dit werd inderdaad in dit het 
onderzoek gevonden. Daarnaast werd gekeken naar de invloed van additionele 
angst- en depressieve stoornissen. Ook deze stoornissen bleken geen invloed op 
het effect van de exposure in vivo behandeling te hebben. Deze resultaten bleken 
drie maanden na de behandeling nog steeds aanwezig.  
 In hoofdstuk zes werden de lange termijn resultaten van het onderzoek uit 
hoofdstuk vier beschreven. Vijftien maanden na afloop van de behandeling werden 
de gegevens verzameld van 80 procent van de sociaal fobici die tot de eerste 
evaluatie (na drie maanden) gevolgd waren. Allereerst werd gekeken naar 
verschillen tussen de groep die participeerde in de evaluatie na 15 maanden en de 
groep die niet meer meedeed. Er werden geen verschillen in klachten bij 
voormeting en evaluatie na drie maanden gevonden. De groep die niet meer 
meedeed had vaker eerdere behandeling gehad terwijl bij de participanten, bij de 
evaluatie na drie maanden, meer persoonlijkheidspathologie werd gevonden. De 
belangrijkste vraag betrof verschil in effectiviteit op langere termijn tussen de drie 
eerder genoemde groepen. Het bleek dat in alle drie groepen de patiënten de 
behandelingsresultaten hadden kunnen vasthouden. Wel was er een aantal 
patienten dat meldde dat zij een behandeling gevolgd hadden na de behandeling 
binnen het onderzoek. Zij werden vergeleken met de mensen die geen verdere 
behandeling rapporteerden. Er bleek geen verschil in mate van 
persoonlijkheidspathologie. De mensen die verdere behandeling gevolgd hadden 
rapporteerden wel meer depressieve en sociaal angstige cognities, zowel tijdens de 
evaluatie na drie maanden als bij de evaluatie na vijftien maanden. Het aantal 
additionele angst of depressieve stoornissen was echter niet verschillend tussen 
beide groepen.  
 De volgende stap betrof onderzoek naar proces-gerelateerde variabelen. 
Aangezien het aantal mensen dat voortijdig met de behandeling stopte aanzienlijk 
was (zo’n 30 procent), waren we in het bijzonder geïnteresseerd in factoren die een 
rol speelden bij het voortijdig stoppen met de behandeling. De verwachting was dat 
patiënten met een persoonlijkheidsstoornis meer moeite zouden hebben met het 
opbouwen van een therapeutische relatie. In hoofdstuk zeven werden 
persoonlijkheidsstoornissen en persoonlijkheidstrekken onderzocht als voorspellers 
voor de therapeutische relatie (gemeten in de derde sessie). De relatievragenlijst van 
Litaer werd gebruikt voor het vaststellen van zowel de perceptie van de patiënt als 
die van de therapeut ten aanzien van de kwaliteit van de therapeutische relatie. 
Paranoide en obsessief-compulsieve persoonlijkheidsstoornis-trekken correleerden 
negatief met de perceptie van de patiënt. De mate van persoonlijkheidspathologie (de 
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somscore van alle persoonlijkheidsstoornis-criteria) kon 14 procent van de variantie 
van de kwaliteit van de relatie, zoals gezien door de patiënt, verklaren. Paranoide 
persoonlijkheidsstoornistrekken waren negatief gecorreleerd aan de kwaliteit van de 
therapeutische relatie zoals door de therapeut gezien. De persoonlijkheidstrek 
hostiliteit verklaarde 21 procent van de variantie van de kwaliteit van de relatie zoals 
gezien door de therapeut. Verder onderzoek naar factoren die een rol spelen in het 
therapeutische proces en, in het bijzonder, in de therapeutische relatie is wenselijk 
waarbij ook persoonlijkheidsaspecten van de therapeut onderzocht dienen te worden.  
 In de studie in hoofdstuk acht werden voorspellers onderzocht die 
gerelateerd zijn aan het voortijdig stoppen met de behandeling. Tussen de drop-
outs en de afronders werden geen verschillen gevonden in ernst van de klachten of 
de aanwezigheid van een persoonlijkheidsstoornis. Wel bleken de drop-outs meer 
paranoide persoonlijkheidsstoornis-kenmerken te hebben en beschreven zij 
zichzelf als dominanter en sociaal inadequater dan de sociaal fobici die de 
behandeling afrondden. Ook bleek dat de sociaal fobici die vóór de derde sessie 
gestopt waren met de behandeling, vooraf een veel minder positieve verwachting 
van de behandeling hadden dan zij die na de derde sessie gestopt waren of die de 
behandeling afgerond hadden. Twee factoren bleken in staat om drop out te 
voorspellen: de persoonlijkheidstrek dominantie en de aanwezigheid van een 
depressieve stoornis. Naar aanleiding van deze bevindingen werden de volgende 
suggesties gedaan om het drop-out risico te verkleinen. In het algemeen zouden 
motivationele strategieën de verwachting van behandeling positief kunnen doen 
stijgen; cognitieve interventies lijken van belang wanneer er tevens sprake is van 
een depressieve stoornis en tenslotte dient de therapeut alert te zijn op zijn 
professionele houding ten opzichte van met name dominante personen. Deze 
suggesties verdienen verder onderzoek. 
 Tenslotte werden in het laatste hoofdstuk alle bevindingen op een rijtje gezet 
en implicaties voor de klinische praktijk en verder onderzoek gegeven. In ons 
onderzoek gingen we uit van exposure in vivo als effectieve methode voor de 
behandeling van sociale fobie. Klinische implicaties voor de huidige bevindingen 
werden besproken. Nader onderzoek werd aanbevolen waarbij ook andere 
populaties betrokken zouden moeten worden. De volgende verandering in de 
DSM-IV classificatie van sociale fobie en vermijdende persoonlijkheidsstoornis 
werd voorgesteld: de generaliseerde sociale fobie komt te vervallen en de 
vermijdende persoonlijkheidsstoornis blijft bestaan op as II. Hierdoor heeft deze 
diagnose een kleinere kans om bij andere angst- of depressieve stoornissen gemist 
te worden. Wel dient op as I de specifieke sociale fobie te blijven bestaan, en nader 
onderzoek zal moeten uitwijzen hoe deze specifieke sociale fobie gedefiniëerd zou 
moeten worden. Ook is verder onderzoek gewenst naar de invloed van andere 
specifieke persoonlijkheidsstoornissen en specifieke angst of depressieve 
stoornissen (en ook de interactie tussen beide) op het effect van behandeling bij 
sociale fobie. Hierbij kunnen dan ook andere persoonlijkheidsdimensies 
meegenomen worden zoals bijv. de Big Five. Met name over de predictieve 
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waarde van dit concept weten we nog niet zoveel. Een andere onderzoekslijn 
betreft onderzoek naar een cognitief verklaringsmodel. Dit model biedt 
mogelijkheden om de effectiviteit van behandeling bij sociale fobie nog meer te 
verbeteren. 
 
 




