
BackgroundBackground There is a paucityofThere is a paucityof

controlled trials examining thecontrolled trials examining the

effectiveness of individualpsychotherapyeffectiveness of individualpsychotherapy

inpersonalitydisorders, especially ininpersonalitydisorders, especially in

patientswith cluster Cdisorders.patientswith cluster Cdisorders.

AimsAims To compare the effectiveness ofTo compare the effectiveness of

brief dynamic therapy and cognitive^brief dynamic therapyand cognitive^

behavioural therapyas out-patientbehavioural therapy as out-patient

treatment for peoplewith avoidanttreatment for peoplewith avoidant

personalitydisorder.personalitydisorder.

MethodMethod Patientswhometthe criteriaPatientswhometthe criteria

for avoidant personalitydisorder (for avoidantpersonalitydisorder (nn¼62)62)

wererandomly assigned to 20 weeklywere randomly assigned to 20 weekly

sessions of either brief dynamic therapysessions of either brief dynamic therapy

((nn¼23) orcognitive^behavioural therapy23) orcognitive^behavioural therapy

((nn¼21), or theywere assigned to the21), or theywere assigned to the

waiting-listcontrolgroup (waiting-listcontrolgroup (nn¼18).After the18).After the

waitingperiod, patients in the controlwaitingperiod, patients inthe control

groupwere randomly assigned to one ofgroupwere randomly assigned to one of

the twotherapies.the twotherapies.

ResultsResults Patientswho receivedPatientswho received

cognitive^behavioural therapy showedcognitive^behavioural therapy showed

significantlymore improvements onsignificantlymore improvements on

a numberofmeasures in comparisona numberofmeasures in comparison

withthosewho hadbrief dynamicwiththosewho had brief dynamic

psychotherapyor were in thewaiting-listpsychotherapyorwere inthewaiting-list

controlgroup.Resultsweremaintained atcontrolgroup.Resultsweremaintained at

follow-up.follow-up.

ConclusionsConclusions Cognitive^behaviouralCognitive^behavioural

therapyismore effective thanwaiting-listtherapyismore effective thanwaiting-list

control andbrief dynamic therapy.Briefcontrol and brief dynamic therapy.Brief

dynamic therapywasno better thanthedynamic therapywasno better thanthe

waiting-listcontrol condition.waiting-listcontrol condition.
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Although avoidant personality disorder isAlthough avoidant personality disorder is

highly prevalent in the community (e.g.highly prevalent in the community (e.g.

TorgersenTorgersen et alet al, 2001) and is associated, 2001) and is associated

with even more impairment than majorwith even more impairment than major

depression (Skodoldepression (Skodol et alet al, 2002), to date no, 2002), to date no

study has compared the effectiveness ofstudy has compared the effectiveness of

different types of individual psychotherapydifferent types of individual psychotherapy

for people with this disorder. Two studiesfor people with this disorder. Two studies

evaluated the effectiveness of variousevaluated the effectiveness of various

individual psychotherapies for cluster Cindividual psychotherapies for cluster C

personality disorders (Winstonpersonality disorders (Winston et alet al, 1991,, 1991,

1994; Svartberg1994; Svartberg et alet al, 2004), but neither, 2004), but neither

study specifically analysed the results forstudy specifically analysed the results for

individuals with avoidant disorder.individuals with avoidant disorder.

Our study was designed to evaluate theOur study was designed to evaluate the

comparative effectiveness of brief dynamiccomparative effectiveness of brief dynamic

therapy and cognitive–behavioural therapytherapy and cognitive–behavioural therapy

for patients with avoidant personality dis-for patients with avoidant personality dis-

order as their primary problem. Given theorder as their primary problem. Given the

overlap of traits in cluster C personality dis-overlap of traits in cluster C personality dis-

orders (van Velzen & Emmelkamp, 1999),orders (van Velzen & Emmelkamp, 1999),

we were interested not only in the resultswe were interested not only in the results

of treatment on avoidance and social dis-of treatment on avoidance and social dis-

tress but also in whether treatment effectstress but also in whether treatment effects

generalised to dependent and obsessive–generalised to dependent and obsessive–

compulsive traits.compulsive traits.

METHODMETHOD

PatientsPatients

Patients referred consecutively to the Com-Patients referred consecutively to the Com-

munity Mental Health Centre in Groningenmunity Mental Health Centre in Groningen

in the northern part of The Netherlandsin the northern part of The Netherlands

were screened by means of the Persona-were screened by means of the Persona-

lity Diagnostic Questionnaire for DSM–IVlity Diagnostic Questionnaire for DSM–IV

(PDQ–4; Hyler, 1994). Patients younger(PDQ–4; Hyler, 1994). Patients younger

than 23 years old were excluded, given thatthan 23 years old were excluded, given that

the personality disorder diagnosis requiresthe personality disorder diagnosis requires

a stable, chronic pattern, not beinga stable, chronic pattern, not being

influenced by adjustment in the transitioninfluenced by adjustment in the transition

from adolescence to adulthood. Patientsfrom adolescence to adulthood. Patients

older than 65 years were not approached.older than 65 years were not approached.

Patients who fulfilled the criteria for avoi-Patients who fulfilled the criteria for avoi-

dant personality disorder on the PDQ–4dant personality disorder on the PDQ–4

and met the inclusion criteria were askedand met the inclusion criteria were asked

to take part in the study, which wasto take part in the study, which was

approved by the ethics committee of theapproved by the ethics committee of the

Department of Psychology at the UniversityDepartment of Psychology at the University

of Groningen and by the national ethicsof Groningen and by the national ethics

committee for research with patients incommittee for research with patients in

psychiatry (Bennekom). Of these 127psychiatry (Bennekom). Of these 127

eligible patients, 114 signed the informedeligible patients, 114 signed the informed

consent form and were subsequently invitedconsent form and were subsequently invited

for a face-to-face structured interview usingfor a face-to-face structured interview using

the Structured Clinical Interview for DSM–IVthe Structured Clinical Interview for DSM–IV

Axis II Disorders (SCID–II; FirstAxis II Disorders (SCID–II; First et alet al, 1996)., 1996).

Exclusion criteria were:Exclusion criteria were:

(a)(a) avoidant personality disorder not theavoidant personality disorder not the

primary disorder;primary disorder;

(b)(b) a history of psychotic disorder;a history of psychotic disorder;

(c)(c) a high risk of suicide;a high risk of suicide;

(d)(d) patient currently undergoing psycho-patient currently undergoing psycho-

therapy or having had psychotherapytherapy or having had psychotherapy

in the previous 3 years;in the previous 3 years;

(e)(e) patient unable to complete question-patient unable to complete question-

naires.naires.

Of the 114 patients who consented toOf the 114 patients who consented to

possible inclusion in the trial, 49 did notpossible inclusion in the trial, 49 did not

meet the entry criteria and 3 refused tomeet the entry criteria and 3 refused to

participate. The reasons for exclusion wereparticipate. The reasons for exclusion were

as follows:as follows:

(a)(a) patients did not fulfil criteria forpatients did not fulfil criteria for

avoidant personality disorder on theavoidant personality disorder on the

SCID–II (SCID–II (nn¼30);30);

(b)(b) other personality disorders wereother personality disorders were

more important (more important (nn¼10: paranoid 3,10: paranoid 3,

schizotypal 1, dependent 2, depressiveschizotypal 1, dependent 2, depressive

3, not otherwise specified 1);3, not otherwise specified 1);

(c)(c) severe Axis I disorder requiredsevere Axis I disorder required

immediate treatment (immediate treatment (nn¼7: depressive7: depressive

disorder 4, obsessive–compulsive dis-disorder 4, obsessive–compulsive dis-

order 1, panic disorder and agora-order 1, panic disorder and agora-

phobia 1, somatoform disorder 1);phobia 1, somatoform disorder 1);

(d)(d) patients chose pharmacotherapypatients chose pharmacotherapy

instead of psychological therapy (instead of psychological therapy (nn¼2).2).

This left 62 patients for inclusion in theThis left 62 patients for inclusion in the

trial. The sample (30 men, 32 women)trial. The sample (30 men, 32 women)

ranged in age from 24 years to 61 yearsranged in age from 24 years to 61 years

(mean(mean¼34.3, s.d.34.3, s.d.¼8.9). Educational level8.9). Educational level

ranged from elementary (14%), mediumranged from elementary (14%), medium

(24%), above average (36%) to high(24%), above average (36%) to high

(26%). Patients were randomly assigned(26%). Patients were randomly assigned

to cognitive–behavioural therapy (CBT;to cognitive–behavioural therapy (CBT;

nn¼21), brief dynamic therapy (BDT;21), brief dynamic therapy (BDT;

nn¼23) or a waiting-list control group23) or a waiting-list control group

((nn¼18). Patients in the control group were18). Patients in the control group were

randomly assigned to receive one of therandomly assigned to receive one of the

therapies (CBT,therapies (CBT, nn¼18, BDT,18, BDT, nn¼8) after8) after

the waiting period (Fig. 1).the waiting period (Fig. 1).

TherapistsTherapists

The psychotherapists were either licensedThe psychotherapists were either licensed

psychiatrists or psychologists. All hadpsychiatrists or psychologists. All had

at least 5 years of postgraduate clinicalat least 5 years of postgraduate clinical
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experience. Twelve female and four maleexperience. Twelve female and four male

therapists participated in the study. Thera-therapists participated in the study. Thera-

pists were versed in either cognitive–pists were versed in either cognitive–

behavioural or brief dynamic therapy.behavioural or brief dynamic therapy.

All therapists were monitored by meansAll therapists were monitored by means

of audiotapes, which were analysed byof audiotapes, which were analysed by

reviewers masked to the therapist’s iden-reviewers masked to the therapist’s iden-

tity for adherence to treatment strategies.tity for adherence to treatment strategies.

Therapists were trained and supervisedTherapists were trained and supervised

by qualified supervisors: those providingby qualified supervisors: those providing

cognitive–behavioural therapy were super-cognitive–behavioural therapy were super-

vised by A.B. and A.K. and those provid-vised by A.B. and A.K. and those provid-

ing brief dynamic therapy by G.A.F. anding brief dynamic therapy by G.A.F. and

H.C.K.H.C.K.

TreatmentsTreatments

Treatment consisted of 20 sessions over aTreatment consisted of 20 sessions over a

6-month6-month period. Individual treatment ses-period. Individual treatment ses-

sions, each lasting 45 min, were scheduledsions, each lasting 45 min, were scheduled

once a week. Both treatment approachesonce a week. Both treatment approaches

were manual-guided.were manual-guided.

Cognitive^behavioural therapyCognitive^behavioural therapy

Cognitive–behavioural therapy is based onCognitive–behavioural therapy is based on

the assumption that anxiety and avoidancethe assumption that anxiety and avoidance

are related to individuals’ maladaptiveare related to individuals’ maladaptive

beliefs and related thought processes. Thebeliefs and related thought processes. The

model emphasises collaborative interactionsmodel emphasises collaborative interactions

between patient and therapistbetween patient and therapist

in conjunction with specific cognitivein conjunction with specific cognitive

and behavioural techniques such asand behavioural techniques such as

Socratic dialogue, monitoring of beliefs,Socratic dialogue, monitoring of beliefs,

analysing advantages and disadvantagesanalysing advantages and disadvantages

of avoidance, activity monitoring andof avoidance, activity monitoring and

scheduling, graded exposure assignments,scheduling, graded exposure assignments,

behavioural experiments and role-playbehavioural experiments and role-play

(Beck & Freeman, 1990; Emmelkamp(Beck & Freeman, 1990; Emmelkamp

et alet al, 1992)., 1992).

Brief dynamic therapyBrief dynamic therapy

Brief dynamic therapy is based on theBrief dynamic therapy is based on the

assumption that anxiety and avoidanceassumption that anxiety and avoidance

are related to individuals’ unconscious psy-are related to individuals’ unconscious psy-

chodynamic conflicts, in addition to whichchodynamic conflicts, in addition to which

shame has a major role. Treatment wasshame has a major role. Treatment was

directed at defence and affect restructuring.directed at defence and affect restructuring.

The model emphasises a therapeuticThe model emphasises a therapeutic

alliance on the basis of which the mostalliance on the basis of which the most

essential unconscious conflict can beessential unconscious conflict can be

clarified and resolved with the help ofclarified and resolved with the help of

expressive techniques such as clarification,expressive techniques such as clarification,

confrontation and, especially, interpret-confrontation and, especially, interpret-

ation (Malan, 1976, 1979). However, in aation (Malan, 1976, 1979). However, in a

number of cases a more supportive attitudenumber of cases a more supportive attitude

and technique was used to bolsterand technique was used to bolster

threatened equilibrium and relieve thethreatened equilibrium and relieve the

consequences of unconscious conflict byconsequences of unconscious conflict by

means of methods such as suggestion,means of methods such as suggestion,

reassurance and encouragement (primarilyreassurance and encouragement (primarily

supportive mode) (Luborsky, 1984;supportive mode) (Luborsky, 1984;

Luborsky & Mark, 1991; PinskerLuborsky & Mark, 1991; Pinsker et alet al,,

1991). In these instances the therapist1991). In these instances the therapist

clarifies rather than confronts defences inclarifies rather than confronts defences in

order to regulate rather than to provokeorder to regulate rather than to provoke

anxiety.anxiety.

Waiting-list controlWaiting-list control

Patients in the control condition receivedPatients in the control condition received

no therapy between the initial assessmentno therapy between the initial assessment

and the post-treatment assessment 20and the post-treatment assessment 20

weeks later.weeks later.

AssessmentAssessment

Diagnoses were derived using the SCID–II,Diagnoses were derived using the SCID–II,

completed by an independent clinician (acompleted by an independent clinician (a

psychologist). The SCID–II was limited topsychologist). The SCID–II was limited to

the subset of personality disorders thatthe subset of personality disorders that

screened positive on the PDQ–4. Ourscreened positive on the PDQ–4. Our

primary outcome measures were SCID–IIprimary outcome measures were SCID–II

diagnosis by an independent assessor atdiagnosis by an independent assessor at

the 6-month follow-up, and self-reportthe 6-month follow-up, and self-report

measures completed by the patients at threemeasures completed by the patients at three

time points: pre-treatment, immediatelytime points: pre-treatment, immediately

post-treatment and 6 months after thepost-treatment and 6 months after the

treatment was completed. Self-reporttreatment was completed. Self-report

measures included the Personality Disordermeasures included the Personality Disorder
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Fig. 1Fig. 1 Progress of participants through the trial (BDT, brief dynamic therapy; CBT, cognitive^behaviouralProgress of participants through the trial (BDT, brief dynamic therapy; CBT, cognitive^behavioural

therapy;WLC, waiting-list control).therapy;WLC, waiting-list control).
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Belief Questionnaire (PDBQ; ArntzBelief Questionnaire (PDBQ; Arntz et alet al,,

2004) avoidant personality sub-scale; the2004) avoidant personality sub-scale; the

Lehrer Woolfolk Anxiety SymptomsLehrer Woolfolk Anxiety Symptoms

Questionnaire (LWASQ; Scholing &Questionnaire (LWASQ; Scholing &

Emmelkamp, 1992); the social phobiaEmmelkamp, 1992); the social phobia

sub-scale of the Social Phobia Anxietysub-scale of the Social Phobia Anxiety

Inventory (SPAI; BeidelInventory (SPAI; Beidel et alet al, 1989); and, 1989); and

the Avoidance Scale, consisting of fivethe Avoidance Scale, consisting of five

idiosyncratic situations which were avoidedidiosyncratic situations which were avoided

pre-treatment (Emmelkamp, 1982). Topre-treatment (Emmelkamp, 1982). To

assess whether treatment applied to otherassess whether treatment applied to other

personality traits from the cluster Cpersonality traits from the cluster C

domain, participants also completeddomain, participants also completed

the PDBQ dependent and obsessive–the PDBQ dependent and obsessive–

compulsive sub-scales.compulsive sub-scales.

RESULTSRESULTS

Statistical analysisStatistical analysis

Time effects per group were analysed withTime effects per group were analysed with

tt-tests for dependent samples. Between--tests for dependent samples. Between-

group effects were tested with univariategroup effects were tested with univariate

analyses of covariance, with the pre-analyses of covariance, with the pre-

treatment test as covariate. To assesstreatment test as covariate. To assess

treatment differences between controltreatment differences between control

group patients and patients who receivedgroup patients and patients who received

therapy, improvements in patients whotherapy, improvements in patients who

started the intervention treatment immedi-started the intervention treatment immedi-

ately were compared with the results ofately were compared with the results of

the no-treatment phase of the control groupthe no-treatment phase of the control group

patients. To assess the eventual differencespatients. To assess the eventual differences

between the active treatments, data ofbetween the active treatments, data of

patients who started treatment immediatelypatients who started treatment immediately

were pooled with the data of patients whowere pooled with the data of patients who

received the treatments after the waiting-received the treatments after the waiting-

list period, in order to enhance statisticallist period, in order to enhance statistical

power. After weighing the risks of chancepower. After weighing the risks of chance

findingsfindings vv. loss of power, a significance. loss of power, a significance

level oflevel of aa¼0.1 was set for the analyses in0.1 was set for the analyses in

the between-group comparisons.the between-group comparisons.

Six patients in total withdrew beforeSix patients in total withdrew before

the post-treatment assessment: two fromthe post-treatment assessment: two from

the control group, one who never startedthe control group, one who never started

treatment (from the CBT group), two whotreatment (from the CBT group), two who

discontinued treatment prematurely fromdiscontinued treatment prematurely from

the CBT group and one with missing datathe CBT group and one with missing data

(BDT group). In one case (CBT) treatment(BDT group). In one case (CBT) treatment

had to be continued between the post-treat-had to be continued between the post-treat-

ment and follow-up assessments, whichment and follow-up assessments, which

meant the data could not be used in the fol-meant the data could not be used in the fol-

low-up analysis. Five patients (two fromlow-up analysis. Five patients (two from

the CBT group and three from the BDTthe CBT group and three from the BDT

group) did not show up for the follow-upgroup) did not show up for the follow-up

assessment, and in the BDT group follow-assessment, and in the BDT group follow-

up questionnaires were missing for twoup questionnaires were missing for two

patients, leaving 46 cases for follow-uppatients, leaving 46 cases for follow-up

analyses.analyses.

The mean actual number of therapy ses-The mean actual number of therapy ses-

sions was 18.5 (range 14–20) in the CBTsions was 18.5 (range 14–20) in the CBT

group and 18.8 (range 13–20) in the BDTgroup and 18.8 (range 13–20) in the BDT

group.group.

Within-group differencesWithin-group differences

Results of treatment are shown in Table 1.Results of treatment are shown in Table 1.

Both intervention therapies as firstBoth intervention therapies as first

treatment led to significant improvementtreatment led to significant improvement

on all primary outcome measureon all primary outcome measure

(PDBQ avoidant sub-scale, LWASQ, SPAI(PDBQ avoidant sub-scale, LWASQ, SPAI

social phobia sub-scale and Avoidancesocial phobia sub-scale and Avoidance

Scale) and on the generalisation measureScale) and on the generalisation measure

PDBQ dependent sub-scale. In addition,PDBQ dependent sub-scale. In addition,

cognitive–behavioural therapy led to signif-cognitive–behavioural therapy led to signif-

icant improvement on the PDBQ obsessive–icant improvement on the PDBQ obsessive–

compulsive sub-scale. Control groupcompulsive sub-scale. Control group

patients significantly improved betweenpatients significantly improved between

pre-treatment and post-treatment assess-pre-treatment and post-treatment assess-

ments on the SPAI social phobia sub-scalements on the SPAI social phobia sub-scale

and the Avoidance Scale. The effect sizesand the Avoidance Scale. The effect sizes

that were computed mirror this patternthat were computed mirror this pattern

of changes. According to Cohen (1977),of changes. According to Cohen (1977),

effect sizes of 0.20, 0.50 and 0.80 may beeffect sizes of 0.20, 0.50 and 0.80 may be

considered to correspond to small, mediumconsidered to correspond to small, medium

and large effects respectively. Accordingand large effects respectively. According

to this rule of thumb, the effect sizes ofto this rule of thumb, the effect sizes of

cognitive–behavioural therapy are large oncognitive–behavioural therapy are large on

five out of six measures, the effects of brieffive out of six measures, the effects of brief

dynamic therapy are generally medium todynamic therapy are generally medium to

large, and the effects of the control condi-large, and the effects of the control condi-

tion are small to medium (apart from thetion are small to medium (apart from the

Avoidance Scale measure, for which theAvoidance Scale measure, for which the

effect size can be considered large).effect size can be considered large).

TreatmentTreatment vv. no treatment. no treatment

Analyses of covariance to assess differencesAnalyses of covariance to assess differences

between CBT (between CBT (nn¼18) and BDT (18) and BDT (nn¼22)22) vv..

control (control (nn¼16) revealed that CBT was sig-16) revealed that CBT was sig-

nificantly superior to the control conditionnificantly superior to the control condition

on primary outcome measures PDBQ avoi-on primary outcome measures PDBQ avoi-

dant sub-scale (dant sub-scale (FF(1,52)(1,52)¼7.39,7.39, PP¼0.01) and0.01) and
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Table 1Table 1 Scores on outcomemeasures at the pre-treatment and post-treatment assessmentsScores on outcomemeasures at the pre-treatment and post-treatment assessments

Pre-treatmentPre-treatment

Mean (s.d.)Mean (s.d.)

Post-treatmentPost-treatment

Mean (s.d.)Mean (s.d.)

tt d.f.d.f. dd11

Primary outcomePrimary outcome

LWASQLWASQ

CBTCBT 109.9 (22.4)109.9 (22.4) 85.8 (23.3)85.8 (23.3) 5.49***5.49*** 1717 1.051.05

BDTBDT 98.4 (21.1)98.4 (21.1) 90.0 (23.0)90.0 (23.0) 2.25*2.25* 2121 0.380.38

WLCWLC 95.2 (15.5)95.2 (15.5) 85.3 (26.6)85.3 (26.6) 1.781.78 1515 0.460.46

PDBQ avoidantPDBQ avoidant

CBTCBT 110.5 (28.2)110.5 (28.2) 70.9 (34.5)70.9 (34.5) 5.15***5.15*** 1717 1.261.26

BDTBDT 111.0 (27.3)111.0 (27.3) 87.7 (34.2)87.7 (34.2) 3.97***3.97*** 2121 0.750.75

WLCWLC 91.1 (32.0)91.1 (32.0) 83.5 (42.5)83.5 (42.5) 1.101.10 1515 0.200.20

SPAI social phobiaSPAI social phobia

CBTCBT 129.3 (25.1)129.3 (25.1) 107.0 (23.6)107.0 (23.6) 4.31***4.31*** 1717 0.920.92

BDTBDT 129.8 (24.5)129.8 (24.5) 112.5 (17.3)112.5 (17.3) 4.23***4.23*** 2121 0.820.82

WLCWLC 121.7 (22.4)121.7 (22.4) 108.5 (33.4)108.5 (33.4) 2.80*2.80* 1515 0.470.47

Avoidance ScaleAvoidance Scale

CBTCBT 6.6 (0.8)6.6 (0.8) 4.2 (1.0)4.2 (1.0) 9.96***9.96*** 1414 1.881.88

BDTBDT 6.5 (0.6)6.5 (0.6) 4.7 (1.0)4.7 (1.0) 7.13***7.13*** 1818 1.751.75

WLCWLC 6.3 (0.3)6.3 (0.3) 5.1 (1.4)5.1 (1.4) 3.30**3.30** 1515 1.181.18

GeneralisationGeneralisation

PDBQ dependentPDBQ dependent

CBTCBT 101.2 (32.1)101.2 (32.1) 72.4 (44.7)72.4 (44.7) 2.94**2.94** 1717 0.740.74

BDTBDT 92.1 (25.6)92.1 (25.6) 78.0 (31.3)78.0 (31.3) 2.73*2.73* 2121 0.490.49

WLCWLC 90.4 (27.1)90.4 (27.1) 78.7 (38.1)78.7 (38.1) 1.571.57 1515 0.360.36

PDBQ obsessivePDBQ obsessive

CBTCBT 95.0 (24.2)95.0 (24.2) 68.1 (29.6)68.1 (29.6) 3.81**3.81** 1717 1.001.00

BDTBDT 92.6 (16.2)92.6 (16.2) 86.6 (22.8)86.6 (22.8) 1.261.26 2121 0.300.30

WLCWLC 94.5 (43.6)94.5 (43.6) 76.6 (35.7)76.6 (35.7) 1.921.92 1515 0.450.45

1. Cohen’s1. Cohen’s dd effect size:effect size: dd¼0.20 is small,0.20 is small, dd¼0.50 is medium and0.50 ismedium and dd440.80 is large.0.80 is large.
**PP550.05, **0.05, **PP550.01, ***0.01, ***PP550.001.0.001.
BDT, brief dynamic therapy; CBT, cognitive^behavioural therapy; LWASQ, Lehrer Woolfolk Anxiety SymptomsBDT, brief dynamic therapy; CBT, cognitive^behavioural therapy; LWASQ, Lehrer Woolfolk Anxiety Symptoms
Questionnaire; PDBQ, Personality Disorder Belief Questionnaire; SPAI, Social Phobia Anxiety Inventory;WLC,Questionnaire; PDBQ, Personality Disorder Belief Questionnaire; SPAI, Social Phobia Anxiety Inventory;WLC,
waiting-list control.waiting-list control.
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Avoidance Scale (Avoidance Scale (FF(1,46)(1,46)¼5.39,5.39, PP¼0.02). No0.02). No

significant difference was found betweensignificant difference was found between

BDT and control.BDT and control.

CBTCBT vv. BDT post-treatment. BDT post-treatment

Analyses of covariance to assess differencesAnalyses of covariance to assess differences

between CBT (between CBT (nn¼26) and BDT (26) and BDT (nn¼28)28)

revealed that CBT was significantlyrevealed that CBT was significantly

superior to BDT on all primary outcomesuperior to BDT on all primary outcome

measures: PDBQ avoidant sub-scale (measures: PDBQ avoidant sub-scale (FF(1,51)(1,51)

¼5.92,5.92, PP¼0.02), LWASQ (0.02), LWASQ (FF(1,51)(1,51)¼5.69,5.69,

PP¼0.02), SPAI social phobia sub-scale0.02), SPAI social phobia sub-scale

((FF(1,51)(1,51)¼2.98,2.98, PP¼0.09) and Avoidance Scale0.09) and Avoidance Scale

((FF(1,45)(1,45)¼5.25,5.25, PP¼0.03), and on the0.03), and on the

generalisation measure PDBQ obsessive–generalisation measure PDBQ obsessive–

compulsive sub-scale (compulsive sub-scale (FF(1,51)(1,51)¼10.84,10.84,

PP¼0.002). On none of the measures was0.002). On none of the measures was

BDT superior to CBT.BDT superior to CBT.

CBTCBT vv. BDTat follow-up. BDTat follow-up

In the period between post-treatmentIn the period between post-treatment

assessment and follow-up, no treatmentassessment and follow-up, no treatment

took place. A comparison between thetook place. A comparison between the

post-treatment and follow-up scores forpost-treatment and follow-up scores for

CBT (CBT (nn¼23) and BDT (23) and BDT (nn¼23) groups23) groups

revealed that results were maintained.revealed that results were maintained.

Only brief dynamic therapy resulted inOnly brief dynamic therapy resulted in

significant improvement on the PDBQsignificant improvement on the PDBQ

obsessive–compulsive scale (obsessive–compulsive scale (tt(22)(22)¼2.14,2.14,

PP¼0.04).0.04).

Analyses of covariance to assess differ-Analyses of covariance to assess differ-

ences between CBT and BDT at follow-upences between CBT and BDT at follow-up

revealed that CBT was significantly super-revealed that CBT was significantly super-

iorior to BDT on the PDBQ avoidantto BDT on the PDBQ avoidant

sub-scalesub-scale ((FF(1,40)(1,40)¼5.96,5.96, PP¼0.02), PDBQ0.02), PDBQ

obsessive–compulsive sub-scale (obsessive–compulsive sub-scale (FF(1,44)(1,44)¼5.95,5.95,

PP¼0.02) and PDBQ dependent sub-scale0.02) and PDBQ dependent sub-scale

((FF(1,44)(1,44)¼6.144,6.144, PP¼0.02).0.02).

At follow-up, patients were reassessedAt follow-up, patients were reassessed

with the SCID–II. In the CBT group 2with the SCID–II. In the CBT group 2

out of 22 patients (9%) and in the BDTout of 22 patients (9%) and in the BDT

group 9 out of 25 patients (36%) still ful-group 9 out of 25 patients (36%) still ful-

filled the criteria for avoidant personalityfilled the criteria for avoidant personality

disorder. The difference was statisticallydisorder. The difference was statistically

significant (significant (ww22¼4.73,4.73, PP¼0.03).0.03).

DISCUSSIONDISCUSSION

This is the first randomised trial involving aThis is the first randomised trial involving a

clinical sample of patients with avoidantclinical sample of patients with avoidant

personality disorder as their primary com-personality disorder as their primary com-

plaint in which two types of individualplaint in which two types of individual

therapy – cognitive–behavioural and brieftherapy – cognitive–behavioural and brief

dynamic therapy – are compared with adynamic therapy – are compared with a

waiting-list control group in terms ofwaiting-list control group in terms of

outcome measures. Our findings add usefuloutcome measures. Our findings add useful

empirical data to the scant research on theempirical data to the scant research on the

effect of different types of psychotherapyeffect of different types of psychotherapy

on avoidant personality disorder (Aldenon avoidant personality disorder (Alden

et alet al, 2002) and shed some light on, 2002) and shed some light on

the relative efficacy of the two therapiesthe relative efficacy of the two therapies

in this disorder. The results at the post-in this disorder. The results at the post-

treatment assessment indicate that the mosttreatment assessment indicate that the most

favourable outcome at this stage wasfavourable outcome at this stage was

obtained from cognitive–behavioural ther-obtained from cognitive–behavioural ther-

apy: this was more effective than waiting-apy: this was more effective than waiting-

list control for some measures and waslist control for some measures and was

more effective than brief dynamic therapymore effective than brief dynamic therapy

for all primary outcome measures. Thisfor all primary outcome measures. This

order of effectiveness (CBTorder of effectiveness (CBT44BDTBDT44con-con-

trol) was also reflected in Cohen’strol) was also reflected in Cohen’s dd effecteffect

sizes. The use of within-condition effectsizes. The use of within-condition effect

sizes allows ready comparison of the mag-sizes allows ready comparison of the mag-

nitude of change across measures within anitude of change across measures within a

study.study.

At follow-up, improvements withinAt follow-up, improvements within

patient groups were stable: some patientspatient groups were stable: some patients

improved between the post-treatmentimproved between the post-treatment

assessment and follow-up, whereas othersassessment and follow-up, whereas others

relapsed slightly. At follow-up, the dif-relapsed slightly. At follow-up, the dif-

ference in effectiveness between theference in effectiveness between the

two therapies was still seen: cognitive–two therapies was still seen: cognitive–

behavioural therapy was found to be signif-behavioural therapy was found to be signif-

icantly superior to brief dynamic therapyicantly superior to brief dynamic therapy

on four out of seven measures. On follow-on four out of seven measures. On follow-

up, the SCID–II test showed that only 9%up, the SCID–II test showed that only 9%

of the CBT group were still classed as hav-of the CBT group were still classed as hav-

ing avoidant personality disorder, whereasing avoidant personality disorder, whereas

36% of the BDT group still fulfilled the36% of the BDT group still fulfilled the

diagnostic criteria. This was a significantdiagnostic criteria. This was a significant

difference. This finding is of considerabledifference. This finding is of considerable

clinical interest, given that of all the person-clinical interest, given that of all the person-

ality disorders the avoidant type is found toality disorders the avoidant type is found to

be the most persistent (Sheabe the most persistent (Shea et alet al, 2002),, 2002),

even tending to worsen over time (Seive-even tending to worsen over time (Seive-

wrightwright et alet al, 2002). In the Collaborative, 2002). In the Collaborative

Longitudinal Personality Disorders studyLongitudinal Personality Disorders study

(Shea(Shea et alet al, 2002), 67% of patients with, 2002), 67% of patients with

avoidant disorder still fulfilled the criteriaavoidant disorder still fulfilled the criteria

for this disorder at 6-month follow-up,for this disorder at 6-month follow-up,

despite the fact that most patients haddespite the fact that most patients had

received clinical care. The reduction in dis-received clinical care. The reduction in dis-

order in our study of 64% in the BDTorder in our study of 64% in the BDT

group is substantial and that of 91% ingroup is substantial and that of 91% in

the CBT group is very substantial in com-the CBT group is very substantial in com-

parison with the 33% reduction in theparison with the 33% reduction in the

study by Sheastudy by Shea et alet al (2002).(2002).

Results of brief dynamic therapy inResults of brief dynamic therapy in

our study were statistically significant withour study were statistically significant with

effect sizes ranging from medium to large,effect sizes ranging from medium to large,

but were less than those achieved withbut were less than those achieved with

cognitive–behavioural therapy. It shouldcognitive–behavioural therapy. It should

be noted, however, that the results of thebe noted, however, that the results of the

latter therapy on self-report measures werelatter therapy on self-report measures were

also modest. It is unclear whetheralso modest. It is unclear whether

prolonged treatment would have resultedprolonged treatment would have resulted

in superior results. Other studies investigat-in superior results. Other studies investigat-

ing brief dynamic psychotherapy (Winstoning brief dynamic psychotherapy (Winston

et alet al, 1994; Svartberg, 1994; Svartberg et alet al, 2004) usually, 2004) usually

involved 40 sessions. Whether prolonginginvolved 40 sessions. Whether prolonging

therapy after 20 sessions would enhancetherapy after 20 sessions would enhance

the effectiveness of treatment needs to bethe effectiveness of treatment needs to be

investigated.investigated.

To date, few studies have evaluatedTo date, few studies have evaluated

the effects of (cognitive) behavioural ther-the effects of (cognitive) behavioural ther-

apy in patients with avoidant personalityapy in patients with avoidant personality

disorder. Our study supports earlier studiesdisorder. Our study supports earlier studies

that evaluated behavioural treatments inthat evaluated behavioural treatments in

patients classified as having this disorderpatients classified as having this disorder

(Alden, 1989; Renneberg(Alden, 1989; Renneberg et alet al, 1990;, 1990;

StravinskyStravinsky et alet al, 1994). The behavioural, 1994). The behavioural

treatments investigated in these studiestreatments investigated in these studies

included social skills training and exposureincluded social skills training and exposure

to real-life social situations, but noneto real-life social situations, but none

looked at cognitive therapy. Whetherlooked at cognitive therapy. Whether

cognitive therapy enhances the effects ofcognitive therapy enhances the effects of

behavioural therapy deserves further study.behavioural therapy deserves further study.

In interpreting the findings of ourIn interpreting the findings of our

study, several limitations should be consid-study, several limitations should be consid-

ered. The first limitation was engenderedered. The first limitation was engendered

by the need to balance methodologicalby the need to balance methodological

and ethical concerns. More specifically,and ethical concerns. More specifically,

for ethical reasons it was decided thatfor ethical reasons it was decided that

patients assigned to the waiting-list controlpatients assigned to the waiting-list control

group could not be denied treatment forgroup could not be denied treatment for

longer than the 20-week waiting period.longer than the 20-week waiting period.

This meant we were not able to assessThis meant we were not able to assess

the long-term effects of the interventionthe long-term effects of the intervention

therapies in comparison with this con-therapies in comparison with this con-

trol group. Moreover, all patients introl group. Moreover, all patients in

the waiting-list group knew that theythe waiting-list group knew that they

would eventually receive treatment, whichwould eventually receive treatment, which

might have influenced results at themight have influenced results at the post-post-

treatmenttreatment assessment. The (limited) im-assessment. The (limited) im-

provements seen in the control group mightprovements seen in the control group might

be related to the positive effect ofbe related to the positive effect of

expectancy and hope.expectancy and hope.

Given the large number of therapistsGiven the large number of therapists

((nn¼16) involved in this study, results are16) involved in this study, results are

likely to generalise to other communitylikely to generalise to other community

mental health settings. However, it shouldmental health settings. However, it should

be noted that the therapists were expertsbe noted that the therapists were experts

in their respective forms of psychotherapy.in their respective forms of psychotherapy.

Furthermore, they were selected andFurthermore, they were selected and

trained for this project and supervised dur-trained for this project and supervised dur-

ing the study. Consequently, it is unknowning the study. Consequently, it is unknown

whether our findings would apply towhether our findings would apply to

untrained therapists working in other kindsuntrained therapists working in other kinds

of community setting.of community setting.

In summary, our results suggest thatIn summary, our results suggest that

cognitive–behavioural therapy is superiorcognitive–behavioural therapy is superior

to waiting-list control and brief dynamicto waiting-list control and brief dynamic

therapy. There was no evidence that brieftherapy. There was no evidence that brief

dynamic therapy was more effective thandynamic therapy was more effective than

the waiting-list control. Given the highthe waiting-list control. Given the high

prevalence of avoidant personality disor-prevalence of avoidant personality disor-

der in the community (Torgersender in the community (Torgersen et alet al,,

2001), the persistence of the disorder2001), the persistence of the disorder
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(Shea(Shea et alet al, 2002) and the high level of, 2002) and the high level of

functional impairment associated withfunctional impairment associated with

the disorder (van Velzenthe disorder (van Velzen et alet al, 2000;, 2000;

SkodolSkodol et alet al, 2002), our findings on the, 2002), our findings on the

effectiveness of different types of therapyeffectiveness of different types of therapy

for this condition provide an importantfor this condition provide an important

step forward for community mentalstep forward for community mental

healthcare.healthcare.
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