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Abstract 
Factors related to drop out were examined in a sample of social phobic patients 
receiving an exposure in vivo treatment. Of the 93 patients who were accepted for 
treatment, 31% did not complete the treatment according to the protocol. No 
differences were found in severity of complaints or presence of personality disorders. 
However, dropouts had more (DSM-III-R) paranoid features, and they were more 
dominant and socially inadequate (both personality dimensions) as compared to 
completers. Also, the early dropouts (n=12) had lower expectancy of improvement 
ratings as compared to the late dropouts (n=19) and completers (n=61). In addition, 
logistic regression analyses were performed for the prediction of drop out, including 
therapeutic relationship variables. It was found that the personality trait dominance 
and having a comorbid depressive disorder increased the risk of dropping out of 
treatment. Implications of these findings are discussed and suggestions for future 
studies are given. 



Empirical studies 

128 

Introduction 
During the last decade, research on the efficacy of cognitive and behavioural 
strategies for social phobia has grown rapidly. Exposure in vivo was found to be the 
most effective strategy: Meta-analyses showed that cognitive interventions did not 
enhance the results of an exposure in vivo treatment alone (Feske & Chambless, 
1995; Taylor, 1996). More recently, a number of studies have been published that 
investigated factors that predict the outcome of cognitive-behavioural treatment for 
social phobia. Turner, Beidel, Wolff, Spaulding & Jacob (1996) found that the 
subtype of social phobia was predictive of treatment improvement directly after 
treatment: Specific social phobic patients were significantly more improved than 
generalized social phobic patients. Chambless, Tran & Glass (1997) found that more 
depressive symptoms and lower expectancy of treatment gain were related to poorer 
treatment outcome and less (self-reported) avoidant features were related to better 
treatment outcome. Scholing and Emmelkamp (1999) replicated the study of 
Chambless et al. (1997). They found a smaller predictive value of depressive 
symptoms, and an opposite effect in both subsamples for (self-reported) avoidant 
personality features: More avoidant features were related to poorer treatment 
outcome in the generalized social phobic group and, surprisingly, more avoidant 
features were related to better results in the specific social phobic sample. Further, 
they found that clinicians’ ratings of pre-treatment impairment also showed 
significant predictive value (less impairment, better treatment gains). In contrast 
with the finding that (self-reported) avoidant personality features do influence 
treatment outcome, the avoidant personality disorder (assessed with a semi-
structured interview) as a comorbid condition did not predict treatment outcome of 
social phobia (e.g. Feske, Perry, Chambless, Renneberg & Goldstein, 1996; Brown, 
Heimberg & Juster, 1995) nor did personality disorders in general (Van Velzen, 
Emmelkamp & Scholing, 1997; Mersch, Jansen & Arntz, 1995).  
 Besides investigating variables that might influence treatment outcome, also 
variables that might predict drop out should be considered. However, this issue has 
hardly been addressed in the studies on social phobia. Two meta-analyses found 
considerable rates of dropouts among the studies included in their analyses. Feske et 
al. (1995) found drop out rates between 4 and 28% and Taylor (1996) found rates 
between 12 and 18% of the social phobic patients who started the cognitive-
behavioural treatment. Determination of the clinical features that predict drop out 
could have implications for treatment planning and interventions efforts to enhance 
completion. Turner et al. (1996) reported on drop out variables in a study in which 
social phobic patients were randomly assigned to flooding, atenolol or pill placebo 
condition. Thirteen percent of the social phobic patients dropped out with no 
significant difference among the conditions. They found no significant differences 
between dropouts and completers on demographic variables, on social phobic 
subtype, comorbid diagnoses (Axis I and Axis II) or severity of impairment. On 
most self-report measures, independent evaluator ratings, or behavioural assessment 
ratings, no differences were found, except for two self-report subscales: Dropouts 
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reported less severe complaints. Safren, Heimberg and Juster (1997) did not find 
significant differences in expectancy ratings between completers and dropouts. In 
addition, after controlling for pre-treatment severity among the completers, higher 
expectancy ratings predicted better treatment outcome.  
 It has been suggested that drop out may be related to personality disorders 
(Van Velzen & Emmelkamp, 1996; Chapter 5). So far, however, support for this 
suggestion has not been found in a number of studies on cognitive behavioural 
treatment outcome in anxiety disorders in general (Dreessen  & Arntz, 1998a), and 
also not in social phobia (Brown, Heimberg & Juster, 1995; Feske, Perry, 
Chambless, Renneberg & Goldstein, 1996). Feske et al. (1996) found a drop out rate 
of 20% at post-test: No differences between completers and dropouts were found in 
severity of symptoms and in comorbid Axis I or II diagnoses. However, dropouts 
were younger and tended to be less likely to take psychotropic medication (Feske et 
al., 1996). 
 Another variable that may be related to drop out is the quality of the 
therapeutic relationship. In general, the therapeutic relationship is viewed as a 
necessary condition in order to facilitate the change process (e.g. Orlinsky, Grawe & 
Parks, 1994). Rau and Goldfried (1994) reviewed studies on the therapeutic 
relationship in cognitive-behavioural treatment and concluded that the quality of the 
therapeutic relationship, assessed early in treatment, is related to drop out as well as 
to improvement immediate after completion of treatment. The therapeutic 
relationship may be an important variable associated with outcome and drop out in 
social phobia. The fear of being negatively evaluated, the main feature of social 
phobia, may impede establishing a warm and trustful therapeutic relationship. 
Moreover, this may be particularly important in individuals with a comorbid 
avoidant personality disorder, who are in particular sensitive to rejection (cf. Beck & 
Freeman, 1990). With these patients, establishing a good therapeutic relationship 
early in treatment may be crucial in order to prevent drop out and create an 
environmental context in which behavioural change can be stimulated. To our 
knowledge, no reports on the quality of the therapeutic relationship in the 
behavioural treatment of social phobia have been published. However, a study of 
Ford (1978) is of some interest. He investigated the therapeutic relationship, as 
perceived by the patient, in a sample of non-assertive subjects that received three 
types of assertion training. The relationship as measured in the third session 
appeared to be predictive for drop out.  
 The aim of the present study was to examine personality disorders, 
personality features and the therapeutic relationship to determine their effects on 
drop out from an exposure in vivo treatment for social phobia.  
 
Method 
Subjects 
Subjects were patients that were treated at the Department of Clinical Psychology in 
Groningen (see Chapter 4). Patients were referred by general practitioners and 
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mental health institutes or responded to advertisements in local newspapers offering 
treatment for social phobia. 
 In the intake session, the Dutch version of the Anxiety Disorder Interview 
Schedule- revised (ADIS-R, DiNardo & Barlow, 1988) was used to diagnose social 
phobia and additional anxiety and mood disorders. The distinction between primary 
and secondary disorder was made by judging which disorder was associated with 
the greatest distress or life interference. One hundred and three patients fulfilled the 
criteria, 10 patients declined treatment and the remaining 93 patients were included 
in this study. The mean age of the sample was 34.9 years (SD=9.9); the average 
duration of the social phobic complaints was 16.3 years (SD=11.8); 46.2% was 
single (of these patients, three were divorced and two were widowed); 53.8% was 
married or cohabiting. Psychotropic medication was held constant during treatment 
for 16 patients (17.2%), 16 patients were able to stop using medication before 
treatment and 61 patients (65.6%) did not use any medication prior to treatment. 
Additionally, 30.1% had never been treated before, 46.2% had received outpatient 
treatment at any point in life and 23.7% had received an inpatient or outpatient 
treatment more than once. Of the sample, 63.4% did not receive an additional 
anxiety diagnosis or depression diagnosis, 15% had an additional anxiety disorder. 
Measures 
The therapeutic relationship was measured with four subscales of the Barret-
Lennard Relationship Inventory [empathy (E), positive regard (P), incongruity (I) 
and negative regard (N); Barret-Lennard, 1962] consisting of 28 items on a 6-point 
scale and two versions: EPIN-therapist (therapist's version) and EPIN-patient 
(patient's version). The therapist scores how he/she perceives his/her attitude 
towards the patient and the patient scores the way he/she perceives the therapist's 
attitude towards him/herself. The author of the Dutch version suggested that the 
sumscore of these four scales could be considered as a global measure of the quality 
of the therapeutic relationship. He found split-half reliabilities with a median of 0.87 
(Lietaer, 1976). In the present study, both scales approximated a normal distribution 
(K-S >.05).  
 The personality disorder diagnosis was assessed with the Dutch version of the 
Structured Clinical Interview for the DSM-III-R personality disorders (SCID-II, 
Koster van Groos, 1987; Spitzer et al, 1990). Part of the present sample was used in 
an interrater reliability study. The reliabilities were found to be satisfactory and 
comparable with findings of other studies (Van Velzen et al., 1999). Besides the 
personality disorder diagnoses, personality disorder feature scores were also 
computed: First, for each personality disorder category (e.g. avoidant) the sumscore 
of criteria fulfilled of that category was included as the feature score (e.g. avoidant 
features) and, second, the total number of personality disorder features including all 
categories (sumscore of all criteria fulfilled):  total of personality disorder-features. 
 The quality of the social relationships was measured with two sections from 
the Groningen Social Disability Schedule (GSDS: Wiersma, De Jong, Kraaijkamp 
& Ormel, 1990). This shortened version of the GSDS, a semi-structured interview, 
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covers two roles, comprising of various dimensions: partner role (emotional bond 
and sexual bond; in case of no relationship, patients were asked about their activities 
directed at establishing a relationship) and social role (frequency and quality of 
social contacts other than family or colleagues). Scores on each dimension range 
from 0 (no disability) through 1 (mild disability) and 2 (moderate disability) to 3 
(severe disability). The summed level of disabilities on the partner and social roles 
were used as measure for disabilities in social functioning (DSF). The dimensions 
were rated independently from the presented psychopathology. The interrater 
reliability of the GSDS has shown to be good, with weighted kappa values for 
different social roles ranging from 0.63 to 0.93 (De Jong, Ormel & Wiersma, 1987). 
The interviewer was blind with respect to the presence of a personality disorder. 
 Personality traits were measured with the Dutch Personality Questionnaire 
(DPQ: Luteijn, Starren & Van Dijk, 1985). The DPQ consists of 133 items, 
answered on a three-point scale (true- ? - false), in seven scales: (1) Neuroticism (21 
items), (2) Social Inadequacy (15 items), (3) Rigidity (25 items), (4) Hostility (19 
items), (5) Egoism (16 items), (6) Dominance (17 items) and (7) Self-Esteem (19 
items). Internal consistencies of the scales have shown to be satisfactory in diverse 
populations (median Cronbach's α=0.78; Luteijn, Starren & Van Dijk, 1985).  
 Four measures were used to assess the degree of social phobic avoidance and 
social anxious cognitions respectively. In order to limit multicollinearity a 
composite variable Avoidance was construed. This variable consisted of the Social 
phobia subscale of the Fear Questionnaire (FQ: Marks & Mathews, 1979) and the 
Behaviour subscale of the Lehrer-Woolfolk Anxiety Symptom Questionnaire 
(LWASQ: Lehrer & Woolfolk, 1982; Scholing & Emmelkamp, 1992). One variable 
was included to measure social anxious cognitions: the short version of the Fear of 
Negative Evaluation Scale (FNE, Watson & Friend, 1969; Leary, 1983). For a 
detailed description of these measures and the procedure for the composite variable, 
see Chapter 4. 
 Depressed mood was assessed with the Beck Depression Inventory (BDI: 
Beck, Ward, Mendelson, Mock & Erbaugh, 1961), consisting of 21 groups of state-
ments describing common symptoms of depression (Cronbach's α=0.86 for the 
Dutch version; Bouman, Luteijn, Albersnagel, & Van der Ploeg, 1985).  
Procedure 
Patients referred by general practitioners or other mental health institutes were 
directly invited for the first intake session. Subjects who responded to advertisements 
were first shortly screened by telephone. Those who appeared suitable were invited 
for the first intake session. After this intake session, in which the DSM-III-R Axis I 
disorders were assessed, the procedure of the study and treatment were explained, a 
written description was provided and patients signed an informed consent form. 
Before the first contact with the therapist, the SCID-II was administered by 
independent assessors, all clinical psychologists.  
 At the first meeting with the therapist, pre-treatment measures of social 
phobic and depressive complaints were completed. The treatment started in the 
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week after the assessment sessions. In the first treatment session, avoidance 
behaviour was explored and the rationale of the treatment was explained to the 
patients. After this session patients completed an "Expectancy of improvement" 
questionnaire, consisting of three questions (expectancy of benefit from treatment, 
how soon improvement is expected, expected improvement at the end of the 
treatment). The therapeutic relationship variables were rated by both therapist and 
patient at the end of the third treatment session.  
Treatment and therapists   
The treatment consisted of at least 10 sessions of gradual exposure in vivo 
(Emmelkamp, 1982) with a maximum number of 15 sessions during 10 weeks. The 
duration of the sessions was 1.5 hours. Both during the sessions as well as in 
between the sessions exposure tasks were practised. The tasks that were practised 
during the sessions were standardised for all patients, but the patients were asked to 
order the tasks hierarchically based on their expected level of anxiety. These tasks 
had to be practised either outside the clinic (e.g. in the centre of the town or at the 
hospital premises) or at the clinic (simulated situations with stooges). In the first 
sessions, the therapist usually accompanied the patient in order to get a better view 
on subtle avoidance behaviour. These subtle avoidance behaviours are comparable 
with the safety behaviours reported by Wells, Clark, Salkovskis, Ludgate, 
Hackmann, & Gelder (1995). 
 The hierarchy of exposure tasks for homework assignments consisted of 
relevant tasks in the social environment of the patient (e.g. with family, friends, at 
work). The homework assignments were first discussed in the sessions, followed by 
the theme that had to be practised in the session (discussion was in terms of graded 
exposure tasks with the possibility of small adjustments for personal difficulties) 
and these tasks were evaluated after practice. In addition, both during discussion of 
homework as well as during the tasks in the sessions, the emphasis was on subtle 
avoidance behaviour. If necessary, response prevention strategies and anxiety 
provoking behaviours were implemented during the exposure.  
 The therapists were advanced clinical psychology students who had followed 
introductory and advanced courses in behaviour therapy before they were admitted 
to the therapist team and received an additional extensive training for adequate use 
of the exposure strategy with social phobic patients. In order to standardise 
treatments, a detailed session-by-session treatment manual was developed. All 
sessions were recorded on audiotape and overheard by another member of the 
therapist team. Two-hour supervision sessions were held twice a week with groups 
of 3-7 therapists, in which the progress of the treatment was evaluated. Therapists 
and supervisor were blind with respect to the results of the personality disorder 
assessment. 
Statistical analyses 
Chi-square tests were used for comparisons of categorical demographic variables 
among the two groups (dropouts versus completers), followed by pairwise Fisher's 
Exact Tests or Yates' corrected Chi-square test. The results of the ordinal scores of 
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the DSF of the two groups were compared with a rankorder test (Mann-Whitney U 
Test). Besides the total of personality disorder-features, only those personality 
disorder categories were included of which the number of features differed from 
zero in at least 50% of the sample (i.e. avoidant, dependent, obsessive-compulsive 
and paranoid features). In case of variables that were not normally distributed 
(Kolmogorov-Smirnov tests: ps<0.05) Spearman correlations were computed, 
otherwise Pearson correlations. 
 Of 13 patients, the data on the patient's perception of the therapeutic 
relationship were missing. Twelve of them dropped out of treatment before the 
fourth session; these patients will be referred to as early dropouts. Without the early 
dropouts, 79 patients were included in the regression analyses. Besides these 12 
cases, the data on the therapist's perception of the therapeutic relationship were 
missing from another seven patients, leaving 73 patients to be included in the 
regression analyses. For the prediction of drop out, two logistic regression analyses 
were conducted. Since the early dropouts dropped out before the therapeutic 
relationship measures were completed, one analysis was performed without the 
therapeutic relationship variables (including the early dropouts) and one with the 
therapeutic relationship variables (excluding the early dropouts). In the first logistic 
regression analysis, all variables of interest (except the relationship variables) were 
included as predictors, all predictor variables entering at the same time. Those 
predictors that contributed to the variance (p<0.1) were included in the second 
logistic regression analysis with the therapeutic relationship variables. Before the 
regression analyses were run, the data were inspected on deviant data by means of 
the options provided by the statistical package (SPSS/PC V4.0) and two outliers 
were excluded from the analyses (both dropouts). 
 
Results 
Of the 93 patients, 31 (33.3%) did not complete treatment according to the 
protocol. Reasons for attrition, indicated by patient or therapist, were the 
following: Seven (22.6%) patients were treated outside the protocol because of 
interference related to other mental problems; five patients (16.1%) indicated that 
the treatment was too time-consuming in combination with other activities; Five 
patients were too anxious (16.1%); five patients were not motivated (16.1%); two 
patients (6.5%) did not follow the protocol; three (9.7%) patients claimed that they 
were improved before ten sessions; two patients (6.5%) wanted a different 
treatment; one patient stopped because of somatic complaints that interfered with 
(exposure) treatment and for one patient the treatment strategy was changed 
because exposure at her work (which was her most difficult situation) was 
considered to be unethical. Further, one of the completers was excluded from the 
analyses because it appeared that he had followed another treatment during the 
present study; therefore he was neither considered as a drop out nor as a completer. 
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Table 8.1: Comparison of completers and dropouts on complaint-related variables 
 Completers (n=61) Dropouts (n=31)   

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

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

 Completers Dropouts   

 N    (%) N   (%) χ2 p 

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

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

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

 M (SD) M (SD) z*1  

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

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

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

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

 M (SD) M (SD) T  

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

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

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

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

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

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

 Completers Dropouts   

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

  Patient’s perception 133.7 13.6 133.1 18.7 0.16 0.88 

  Therapist’s perception 128.6 12.5 128.4 11.6 0.04 0.96 

Disabilities in social functioning N % N % z p 

Partner role       

  No disabilities 22 36.1 13 41.9   

  Minor disabilities 24 39.3 11 35.5   

  Moderate disabilities  7 11.5  6 19.4   

  Severe disabilities  8 13.1  1  3.2   

Mean rank 47.7  44.1  -0.65 0.51 

Social role       

  No disabilities  9 14.8  5 16.1   

  Minor disabilities 31 50.8 16 51.6   

  Moderate disabilities 13 21.3  8 25.8   

  Severe disabilities  8  8.7  2  6.5   

Mean rank 47.2  45.0  -0.40 0.69 

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

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

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

     

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

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

Note: 1The presence of one or more personality disorders 
 
 The second significant variable was the presence of a depressive disorder: 
This additional disorder enhanced the chance of dropping out 9.2 times. Half of the 
patients with a depressive disorder did not complete treatment. Our clinical 
impression is that this group was less likely to positively appreciate (successfully) 
fulfilled assignments or to attribute success to their own account. Further, 
habituation may have been impaired (see Foa & Kozak, 1986). Perhaps for this 
group, cognitive therapy in addition to exposure in vivo may facilitate treatment 
adherence (Scholing & Emmelkamp, 1999).  
 A comorbid avoidant personality disorder was not related to drop out, thus 
corroborating the findings of Feske et al. (1996) and Brown et al. (1995). In 
addition, the presence of one or more (other) personality disorders was not found to 
be predictive of drop out. The findings in the literature concerning personality 
disorders and drop out are inconsistent. In the present study, paranoid features were 
found to differ between dropouts and completers, but the difference was only small. 
The personality trait Dominance, however, appeared to be one of the best predictors 
for drop out. This may be an interaction effect between the present treatment 
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structure (strict protocol) en this personality trait. In addition, comparing the mean 
scores of the present subsamples with the mean scores of a normative sample 
(Luteijn, et al., 1985), it appeared that the mean score of the dropouts should be 
interpreted as only moderately dominant. Perhaps this finding may be better 
interpreted by viewing the completers as submissive, not daring to drop out of 
treatment and following the strict protocol. Further examination also revealed that 
the late dropouts were more dominant than the early dropouts and completers 
(means (SDs 13.4 (7.8), 9.7 (4.3) and 9.5 (4.9), respectively; F(2)=3.6; p=0.03).  
 Does the quality of the therapeutic relationship relate to drop out from 
treatment? Although this variable was frequently found to be predictive of drop out 
in behavioural treatment studies (Rau & Goldfried, 1994), in the present study we 
did not find such an association when taking into account all dropouts. However, 
dropping out later in treatment tended to be related to the patient's perception of the 
quality of the therapeutic relationship. Surprisingly, this was a positive relationship 
indicating that higher ratings of the quality of the therapeutic relationship early in 
treatment were predictive of drop out later in treatment. One tentative interpretation 
of this finding may be related to the strict protocol of the treatment that the 
therapists had to follow, which may have led to some disappointment by these 
patients and, finally, to drop out.  
 No differences were found between completers and dropouts in duration of 
complaints nor in previous treatment received. In addition, the present study did not 
find any difference in severity of socially anxious symptoms between completers 
and dropouts. This is consistent with the findings of other studies (e.g. Scholing & 
Emmelkamp, 1993b). Further, generalized social phobic patients also did not have 
an increased chance of dropping out compared to discrete social phobic patients, 
although it did appear that all early dropouts were generalized social phobic 
patients.  
 Finally, patients who dropped out report lower expectancy of improvement 
than completers, but this was only evident for patients who dropped out of treatment 
at an early stage. Therefore, in order to enhance treatment completion, more attention 
should be paid to motivational factors. This is in line with Safren et al. (1997), who 
suggested including low expectancies of treatment outcome as a specific focus of 
attention early in treatment. Motivational strategies should include cognitive 
interventions: e.g. short-term and long-term consequences of following an exposure 
treatment, costs-benefits analysis, introducing exposure exercises as behavioural 
experiments besides emphasizing on staying in the feared situation and "waiting" 
until the fear diminishes. Further, within the exposure treatment, exercises should be 
chosen with a high chance of success, which often means only small steps on the 
anxiety-provoking hierarchy.  
 Differentiating between early and late drop out provided additional 
information about the patients who dropped out of treatment: Early dropouts 
reported lower expectancy of improvement ratings and late dropouts were more 
dominant (they had about the same level of expectation of treatment as the 
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completers but, for reasons hypothesized above, dropped out of treatment in a later 
phase). Further studies should reveal whether these differences between early and 
late drop out appear to be a more consistent finding or whether it was a sample-
related finding.  
 In sum, patients with a depressive disorder, and those who were more 
dominant were more likely to drop out of a behavioural treatment for social phobia. 
These findings suggest that drop out rates may be limited by including cognitive 
interventions in case of comorbid depression diagnoses, and that motivational 
strategies may be helpful in the case of low expectancy of improvement at the start 
of treatment. As for dominant social phobic patients, the interpersonal style of the 
therapist (in what way does the therapist approach the patient) may be especially 
important and should be further studied (Kiesler & Watkins, 1989). 



 

 




