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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. 






