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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 



Social phobia and personality disorders: comorbidity and treatment issues 

35 

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 
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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. 




