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xiPreface

         

         Social anxiety disorder (SAD) is one of the most common and prevalent psychological
            disorders that, left untreated, can lead to significant impairment in a person’s life
            and significant societal costs. Fortunately, there are effective treatments for SAD,
            including pharmacological and psychological interventions. This book describes the
            components of an empirically supported psychological therapy for SAD, namely cognitive
            behavioral therapy (CBT). While there are a number of influential CBT models of SAD
            that each suggest nuanced differences in how to treat this disorder, there is more
            overlap among models than divergence. This book attempts to capture and describe the
            core techniques that are common to these influential models. They include behavioral
            and cognitive techniques, and examples of these strategies are described in detail
            in this book. This book is intended for a variety of mental health professionals who
            see individuals with SAD in their practices, including psychologists, psychiatrists,
            social workers, family physicians, other mental health clinicians, and trainees in
            all of these professions.

         This book is divided into six chapters. The first two chapters are designed to provide
            a theoretical and descriptive overview of SAD. Chapter 1 reviews topics such as prevalence, comorbidity, and differential diagnosis. We outline
            some of the most common differential diagnoses one should consider when assessing
            and diagnosing SAD. In Chapter 2, we review the leading theoretical models and research on the development and maintenance
            of SAD, including both cognitive behavioral models as well as genetic and developmental
            approaches. Chapter 3 provides an overview of the key domains of assessment one should consider when seeing
            someone with SAD. It is not enough to simply establish a diagnosis of SAD; to effectively
            plan treatment interventions one needs to assess a number of important domains of
            symptoms, avoidance, and so forth. In Chapter 4, CBT techniques for SAD are described. Practical strategies are outlined for clinicians,
            and the empirical support for these strategies is reviewed. Although clinical illustrations
            are interspersed throughout this book, Chapter 5 is dedicated to a clinical vignette where a client’s journey is described from the
            initial assessment through the end of treatment. Finally, Chapter 6 includes suggestions for further reading for the interested individual, and useful
            forms are included in the Appendices.

         Empirical support for the outcome of CBT for SAD is encouraging. However, not all
            clinicians have access to training and supervision in this type of treatment. We hope
            that books such as this can help to bridge the divide between empirically supported
            treatments and day-to-day practice. Ideally, a book such as this would be used as
            one of several tools in learning the application of cognitive behavioral techniques
            to anxiety-related problems such as social anxiety, in conjunction with other readings,
            continuing education xiiworkshops and courses, case discussion and consultation with colleagues, and opportunities
            for supervision.

         Our understanding of the nature and treatment of SAD has been influenced by the work
            of numerous experts, including Aaron T. Beck, Deborah Beidel, David M. Clark, Edna
            Foa, Richard Heimberg, Stefan Hofmann, Peter McEvoy, David Moscovitch, Ron Rapee,
            Samuel Turner, Adrian Wells, and many others. Our clinical examples and experiences
            have been mainly gathered through working with clients at the Anxiety Treatment and
            Research Clinic at St. Joseph’s Healthcare in Hamilton, Ontario. It has been immensely
            rewarding to watch so many individuals reclaim their lives and learn to manage their
            symptoms of anxiety through the implementation of CBT techniques. We are also grateful
            to the staff at the Anxiety Treatment and Research Clinic for supporting and participating
            in all the clinical and research endeavors that have helped us advance our clinical
            and theoretical knowledge of SAD.

         We would like to thank Dr. Danny Wedding, as well as Robert Dimbleby, of Hogrefe for
            inviting us to update our original 2008 version of this book. Much progress and research
            has occurred in our understanding and treatment of SAD in the past 17 years, which
            we hope to distill and share in this volume. We would like to thank our families for
            their continued encouragement and support.
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1 1  Description

         

         
            
               
1.1  Terminology

            

            SAD is characterized by fear or apprehension of social or performance situations.
               The core feature of SAD appears to be fear of negative evaluation, though some research
               suggests that individuals with SAD may be fearful of positive evaluation as well (Weeks et al., 2008; cf. Wilson et al., 2023). Although many people are nervous or shy in social or performance situations (e.g.,
               some studies suggest that over 20% of individuals consider themselves to be “very
               shy”; Henderson & Zimbardo, 2010), SAD is diagnosed when this anxiety becomes so intense and pervasive that it causes
               significant distress for a person or it impairs the person’s ability to function.
               People with SAD fear numerous situations and settings. The number of situations feared
               by people with SAD varies from person to person. Some people report concerns about
               a few situations, or even just one situation (e.g., public speaking), whereas others
               indicate fear across a broad range of social and performance situations.

         

         
            
               
1.2  Definition

            

            The most commonly used criteria for diagnosing SAD are those from the text revision
               of the American Psychiatric Association’s (APA, 2022) Diagnostic and Statistical Manual of Mental Disorders (5th ed., text rev.; DSM-5-TR). The DSM-5-TR views SAD categorically, meaning that criteria for the disorder are
               either met or not met. Of course, even though diagnostic systems like the DSM are
               categorical, social anxiety exists on a continuum from mild shyness to severe symptoms.

            The DSM-5-TR defines SAD as a marked and persistent fear of one or more social situations
               that often leads to avoidance of the feared situations. The individual fears acting
               in a way or showing anxiety symptoms that would be embarrassing, lead to rejection,
               or offend others. This fear is persistent, and the person must recognize that the
               fear is excessive. Some individuals may experience panic attacks cued by social situations
               (e.g., either when they are in the situation, when they anticipate an upcoming stressful
               situation, or after a difficult situation). Symptoms of social anxiety must lead to
               significant distress for the individual, or impairment in the person’s life. 2Impairment in SAD can be severe and individuals with SAD report impairment across
               multiple domains (Aderka et al., 2012). Functional impairment can lead to serious consequences. For example, one of our
               clients with SAD was not collecting disability payments he was entitled to because
               of fears of being criticized by others if he applied, as well as strong anxiety about
               making phone calls to “strangers” to request an application. Due to this inability
               to manage his anxiety and apply for disability, he found himself falling into significant
               debt.

            Before the fifth edition of the APA’s (2013) Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5), the DSM provided a descriptor of “generalized” SAD, a subtype of SAD in which an
               individual reports fear in most social or performance situations. In the DSM-5, the “generalized” subtype was removed
               and the specifier “performance only” was added. This specifier refers to fear that
               is restricted to speaking or performing in public.

         

         
            
               
1.3  Epidemiology

            

            SAD is a common psychological disorder, with a 12-month prevalence rate ranging between
               2.4 and 6.8% and a lifetime prevalence rate between 4 and 12.1% (Kessler et al., 2005; Stein et al., 2018) with higher rates occurring in high-income countries and North and South America
               . Recent data suggest that levels of social anxiety increased as a result of the COVID-19
               pandemic and those with an existing SAD diagnosis experienced a deterioration of their
               mental health (Kindred & Bates, 2023). SAD tends to begin in adolescence (i.e., mid to late teens), but can also occur
               earlier in childhood or later in adulthood. A meta-analysis of epidemiological studies
               suggests a median age of onset of 13 years (Solmi et al., 2022). SAD is routinely diagnosed in specialty anxiety clinics for children, validating
               the fact that this disorder commonly begins in childhood or adolescence. Cases of
               SAD beginning in later adulthood are less common (20% in one study; Koyuncu et al., 2015), but do exist and tend to be associated with higher rates of comorbidity and poorer
               quality of life (Peyre et al., 2022).

            Epidemiological studies have tended to dichotomize gender into women and men; thus,
               we have used this language when describing these studies. Research using a broader
               perspective on gender diversity is needed. Epidemiological studies from the United
               States and Canada suggest that SAD is more common (Asher & Aderka, 2018; MacKenzie & Fowler, 2013) and severe (Asher et al., 2019) in women than in men. Studies from other countries are equivocal with respect to
               gender differences in prevalence (e.g., Jefferies & Ungar, 2020). There are some gender differences in the presentation of SAD. For example, men
               and women have different patterns of comorbidity, with women more likely than men
               to have other anxiety disorders (Asher & Aderka, 2018) and major depression (MacKenzie & Fowler, 2013) as comorbidities, whereas men were more likely than women to have comorbid substance
               use disorders (Xu et al., 2012) and conduct disorder (3Asher & Aderka, 2018). Men are more likely than women to seek treatment, but also more likely to drop
               out of treatment (Asher et al., 2019).

            SAD is a broad cultural phenomenon, appearing in diverse cultures. Although the general
               presentation of SAD is fairly consistent across cultures, there are some interesting
               differences, highlighting cultural influences on the presentation of SAD (see Meidlinger and Hope (2014) for a detailed review). For example, rates of elevated social anxiety symptoms in
               the Arabian Gulf country Oman were high compared to reports from other populations,
               especially Western and European countries (Ambusaidi et al., 2022), suggesting that cultural norms may be related to the experience or expression of
               these symptoms. Rates of social anxiety on self-report measures are typically higher
               in collectivist cultures (especially East Asian cultures), while rates of diagnosed
               SAD are lower in East Asian cultures (Hofmann et al., 2010). Further, the types of situations that produce anxiety differ across cultures. One
               study compared people with SAD from Sweden, Australia, and the United States (Heimberg et al., 1997). Results suggested that Swedish individuals were more fearful of situations involving
               public observation (e.g., writing in public, eating or drinking in public, and public
               speaking). Individuals from Australia were more fearful of dating and starting conversations.
               Another study comparing individuals with SAD from the United States, Canada, Puerto
               Rico, and Korea found that fears of speaking to strangers were more pronounced in
               the Korean sample than in the other groups (Weissman et al., 1996). Research on severity of social anxiety symptoms across cultures suggests that European
               Americans report lower levels of social anxiety than East Asians (Hambrick et al., 2010), while they typically report higher levels of social anxiety than African Americans
               (Beard et al., 2011). Individuals from collectivist Latin American countries score lower on measures
               of SAD than those from individualistic cultures (Schreier et al., 2010).

            In Japan and Korea, individuals may suffer from taijin kyofusho syndrome (TKS), which has been described as having a neurotic subtype and an offensive
               subtype. The neurotic subtype is most similar to the presentation of SAD in Western
               cultures (Choy et al., 2008) whereas the offensive subtype focuses on concerns that one may offend or embarrass
               others rather than themselves. For example, an individual with TKS may worry that they will
               offend others by emitting an unpleasant odor, by staring at others, or by making an
               improper facial expression. Although TKS is thought to be a culture-specific variation
               of SAD, research suggests that Western individuals with SAD have elevated scores on
               measures of TKS as compared to controls, suggesting that TKS may be relevant in Western
               cultures as well (Kim et al., 2008).

            Severity and prevalence of SAD is also elevated in lesbian, gay, and bisexual individuals
               (Bostwick et al., 2014; Safren & Pantalone, 2006) as compared to heterosexual individuals, especially for gay men. What is not clear
               is the extent to which the heightened level of social fears represents realistic concerns
               about negative evaluations by others, necessitating careful and sensitive assessment
               of social fears in these populations.

         

         
            
               
41.4  Course and Prognosis

            

            Left untreated, SAD appears to have a persistent course (Beesdo-Baum et al., 2012), and it often precedes the development of other psychological disorders, such as
               depression and substance use (Stein et al., 2001). Unfortunately, there are consequences of the unremitting course of SAD, including
               greater lifetime disability and a higher risk of suicide attempts for individuals
               with SAD (20% risk of suicide attempts) compared to those without SAD (8%; Keller, 2003).

            Fortunately, there are a number of successful interventions that can affect the course
               and outcome of SAD. CBT has been identified as an empirically supported psychological
               treatment for SAD. Studies suggest that individuals who receive CBT experience significant
               improvements both in symptoms as well as in the level of functional impairment caused
               by SAD. There are a number of pharmacological agents that have demonstrated success
               in treating SAD, and therapeutic intervention can dramatically alter an otherwise
               pessimistic course for SAD.

         

         
            
               
1.5  Differential Diagnosis

            

            There are a number of disorders with overlapping or similar features to SAD, making
               diagnosing this disorder difficult at times. Section 1.5 aims to highlight both the similarities and differences between SAD and these other
               disorders.

            
               
                  
1.5.1  Panic Disorder and Agoraphobia

               

               Both panic disorder and agoraphobia (PDA) and SAD are characterized by avoidance,
                  and the situations avoided are often similar across these disorders (e.g., crowds,
                  parties, or public places). To distinguish between these disorders, it is important
                  to examine the underlying reasons for avoidance. In prototypic cases, people with
                  PDA avoid situations for fear of having a panic attack or panic-like symptoms, whereas
                  people with SAD often avoid situations for fear of being humiliated or criticized
                  for reasons unrelated to panic (e.g., being seen as incompetent). Differential diagnosis
                  is complicated, however, because some people with panic disorder are concerned about
                  embarrassing themselves if they have a panic attack in front of others, and some people
                  with SAD are fearful of experiencing panic attacks or panic-like symptoms. To disentangle
                  panic-related concerns from SAD, it is helpful to consider the following information:
                  (1) Does the person experience panic attacks and panic-like symptoms outside of social
                  situations (e.g., when alone), or out of the blue? Uncued panic attacks and panic
                  attacks cued by nonsocial situations are common in PDA, but, in SAD, panic attacks
                  and panic-like symptoms are triggered only by being in or thinking about being 5in social situations. (2) Does the individual have panic-related concerns that are
                  unrelated to being embarrassed or humiliated (e.g., a fear of dying or going crazy)?
                  This is often the case in PDA, but not in SAD. (3) Does the person have social anxiety
                  concerns that are unrelated to a fear of having panic attacks (e.g., fear of saying
                  something stupid or looking unattractive to others)? This is often the case in SAD,
                  but not in PDA. Of course, individuals who have uncued panic attacks outside of social
                  situations, as well as extreme fears of criticism and embarrassment that are unrelated
                  to panic may receive diagnoses of both PDA and SAD.

               Another similarity between PDA and SAD involves elevated anxiety sensitivity, which
                  refers to anxiety over experiencing sensations of physical arousal, such as a racing
                  heart, dizziness, and breathlessness. Although anxiety sensitivity is seen as a hallmark
                  concern in PDA, studies suggest that these concerns are often elevated in SAD (Wheaton et al., 2012). A commonly used questionnaire for assessing anxiety sensitivity is the Anxiety
                  Sensitivity Index (3rd ed.; Taylor et al., 2007). In our experience, people with SAD are most likely to fear sensations that might
                  be noticed by others (e.g., blushing, sweating, shaking), and they are most fearful
                  of experiencing physical arousal sensations when they are around other people. In
                  contrast, people with PDA are more likely to fear a range of sensations, even when
                  alone (and for some people, especially when alone).

            

            
               
                  
1.5.2  Generalized Anxiety Disorder

               

               SAD and generalized anxiety disorder (GAD) may both share heightened or excessive
                  worry about social situations, performance situations, and relationships. For example,
                  people with GAD often worry about friendships, whether their relationships will work
                  out, and how they appear to others. As in SAD, people with GAD may experience panic
                  attacks when worrying about anxiety-provoking situations. The main difference between
                  the disorders is that concern about social or performance situations is the main focus
                  in SAD, whereas social or performance concerns are only one of many worries that people
                  with GAD may exhibit. Indeed, the diagnostic criteria for GAD stipulate that individuals
                  worry excessively about a number of life domains, which may include work, school,
                  finances, minor matters, appearance, the future, and world affairs. When making this
                  differential diagnosis, ask these questions: (1) Does the person report excessive
                  worry about a number of life domains that are unrelated to social or performance concerns
                  (necessary for a diagnosis of GAD)? (2) If social concerns are one of several excessive
                  worries, are they a large enough problem to stand on their own, regardless of whether
                  criteria for GAD are met? If the answer to these questions is “yes,” it is possible
                  that the person may have enough symptoms to meet criteria for both disorders. On the
                  other hand, if social concerns are milder, are not accompanied by significant phobic
                  avoidance, and are part of a larger picture of chronic and excessive worry, a diagnosis
                  of GAD may be the most parsimonious diagnosis.

               6Another distinction between these two disorders is that a diagnosis of GAD requires
                  the presence of several physical symptoms including trouble sleeping, muscle tension,
                  and feelings of restlessness. These symptoms are often present in any anxious client
                  but are not necessary for a diagnosis of SAD.

            

            
               
                  
1.5.3  Specific Phobia

               

               SAD may be confused with certain specific phobias, including fears of crowded or closed-in
                  places (claustrophobia), like a crowded elevator or movie theater, since both of these
                  phobia types may include avoidance of certain public places. To distinguish between
                  SAD and claustrophobia, it is important to ask about the underlying beliefs that are
                  associated with the person’s fear. In claustrophobia, the focus of the fear is on
                  the possibility of being unable to breathe or to escape from the situation. In SAD,
                  the focus of the fear is typically on being observed by others, being embarrassed,
                  or humiliated. As with PDA, someone with claustrophobia may report that part of their
                  fear is the embarrassment about leaving or passing out in front of others. Again,
                  it is important to look at the spectrum of symptoms reported (a broader range of social
                  concerns would be expected in SAD), as well as the proportion of fear attributed to
                  embarrassment versus a physical catastrophe (which would likely be a stronger fear
                  in claustrophobia).

            

            
               
                  
1.5.4  Depression

               

               There are two forms of depression that share some overlapping features with SAD. Major
                  depressive disorder is characterized by depressed mood or loss of interest in activities
                  for at least 2 weeks, accompanied by other symptoms of depression including appetite
                  changes, sleep changes, feelings of worthlessness, low energy, difficulty concentrating,
                  and suicidal ideation or attempts. Persistent depressive disorder has many similar
                  symptoms as major depressive disorder, but the symptoms are more chronic (lasting
                  a minimum of 2 years). Both forms of depression and SAD may involve withdrawal and
                  avoidance of situations such as going out with friends, socializing, or attending
                  work or school. However, this avoidance is fear based in SAD and is more often fueled
                  by low energy and low motivation in depression. In addition, people who experience
                  social withdrawal related to depression typically report feeling comfortable in social
                  situations when they are not feeling depressed.

               Another characteristic in common between these disorders is feelings of low self-worth,
                  inadequacy, or even worthlessness. It is not uncommon for individuals with either
                  disorder to report automatic thoughts such as “I can’t do this” or “I’ll mess up”
                  and also to report beliefs like “I’m inadequate.” However, depression is more likely
                  than SAD to include thoughts clustering around themes of hopelessness, worthlessness,
                  and helplessness.

               7Both disorders may involve difficulties concentrating or sleeping. To properly distinguish
                  them, it is important to ask individuals for the reasons behind the presence of these
                  symptoms. For example, why is a person having trouble concentrating or falling asleep?
                  In a depressed presentation, the person might report that they are ruminating about
                  past failures or feeling guilty about being depressed. If the presentation is SAD,
                  the individual might be more inclined to report worry about a previous or upcoming
                  social event when trying to sleep.

               As is the case for other anxiety disorders, SAD and depression are highly comorbid.
                  Thus, it is likely that both disorders may be present for a given client.

            

            
               
                  
1.5.5  Avoidant Personality Disorder

               

               There is significant overlap between SAD and avoidant personality disorder (APD).
                  DSM-5-TR defines APD as a pattern of social inhibition and sensitivity to negative
                  evaluation (APA, 2022). Both disorders are characterized by this fear of negative evaluation, which leads
                  to significant anxiety and avoidance of social situations. Even though fear and avoidance
                  are present in both disorders, individuals desire social contact and interaction.
                  Both disorders have onsets early in life. Degree of interpersonal sensitivity may
                  be a useful way to distinguish these disorders. Whereas individuals with SAD are often
                  sensitive about and fearful of being criticized, this quality appears to be more pervasive
                  and marked in APD, with a unique feature of APD being emotional guardedness even with
                  close others. People with SAD tend to feel safe with at least some close others, while
                  people with APD may never become comfortable even with close others. Further, criteria
                  can still be met for SAD even if concerns about being criticized are minimal. Some
                  individuals present with concerns about embarrassing themselves or showing signs of
                  anxiety rather than being criticized by others.

            

            
               
                  
1.5.6  Schizoid Personality Disorder

               

               Schizoid personality disorder is characterized by detachment from and disinterest
                  in social relationships, disinterest in sexual relationships, and few friends or relationships.
                  Individuals with this disorder prefer to be alone and are virtually indifferent to
                  praise or criticism from others. Schizoid personality disorder can appear similar
                  to SAD because of the avoidance of social situations and the lack of close relationships
                  (e.g., both conditions are often associated with avoidance of family gatherings, a
                  lack of intimate relationships, and a tendency to be unmarried). However, there are
                  a number of important distinctions between these disorders. The main distinction to
                  bear in mind is that people with schizoid personality disorder are disinterested in
                  social or intimate relationships, whereas people with SAD are often very interested
                  in these relationships but are simply too anxious to be able to have 8them. Further, although many people with SAD have small social circles and are not
                  in intimate relationships, a sizable proportion of them are in intimate relationships and report satisfaction with these relationships. Individuals
                  with schizoid personality disorder are rarely involved in these relationships. Another
                  distinction is the range of emotions experienced by individuals. Whereas individuals
                  with schizoid personality disorder have more flat or constrained affect, individuals
                  with SAD have an abundance of anxiety and nervous energy. This difference in affect
                  is often very noticeable during a clinical interview.

            

         

         
            
               
1.6  Comorbidity

            

            SAD is associated with an increased risk of a client having another disorder, including
               a depressive disorder, alcohol use disorder, or another anxiety disorder. Rates of
               individuals with SAD who have an additional current disorder are high, reaching 90%
               in some studies (Koyuncu et al., 2019). More specifically, people with SAD appear to have an increased risk of comorbid
               panic disorder, specific phobias, and depression. Individuals with SAD have been found
               to have a higher risk of alcohol dependence (Kushner et al., 2008) and cannabis dependence (Agosti et al., 2002) than those with other anxiety disorders. Individuals with SAD tend to report that
               they use alcohol and cannabis to cope with social situations (Buckner et al., 2012). These higher rates of comorbidity can have an impact on severity of SAD as well
               as treatment outcome. Clients with SAD who also had an additional diagnosis of depression
               were found to have a longer duration of SAD symptoms and more severe impairment both
               before and after treatment than those with a sole diagnosis of SAD (Erwin et al., 2002), though trajectories of change in CBT appear to be similar between individuals with
               SAD and SAD plus depression (LeMoult et al., 2014). It is likely that the presence of any comorbid disorder will have negative implications
               for the severity and prognosis of SAD.

         

         
            
               
1.7  Diagnostic Procedures and Documentation

            

            Accurate diagnosis of SAD is important for selecting an appropriate treatment. Given
               that the experience of SAD is heterogeneous across individuals, it is also useful
               to assess ideographic aspects of the presentation, including the severity of an individual’s
               presentation, the presence of particular salient features (e.g., safety behaviors),
               and the extent to which symptoms change as a result of treatment. A host of measures
               exist for assessing these domains, including interviewer-administered scales, self-report
               questionnaires, and behavioral assessments.

            It is also important to consider a number of nonspecific factors when assessing symptoms
               of SAD. An assessment, itself, is a social interaction and 9may be highly anxiety provoking for someone with SAD. Forming a therapeutic alliance
               and emphasizing the nonjudgmental and confidential nature of the interview will help
               set the stage for individuals to share personal information that they may typically
               conceal. It may not be useful to use small talk as a way of connecting if this is
               a feared task for the individual, challenging clinicians to find other ways of connecting
               with inhibited clients. Combining open-ended questions with examples that the individual
               can endorse may help collect both idiosyncratic information, but also normalize common
               examples of feared situations, concerns, or triggers. It can also be useful to flexibly
               shift between structured or semistructured interviews and self-report tasks, relieving
               the potential burden of the individual feeling like the center of attention.

            Attention to cultural and diversity considerations is important in assessment. It
               is important to consider cultural norms (e.g., How concerning is embarrassment within
               the individual’s family or culture? Is eye contact valued or discouraged? What are
               the person’s cultural beliefs about independence?), level of acculturation, experiences
               of discrimination, whether avoidance or self-concealment is actually protective for
               racialized or minoritized individuals (e.g., it may be objectively dangerous to reveal
               one’s nonbinary or trans status within certain majority groups), and whether distress
               from social anxiety arises from a mismatch of personal and cultural norms. For example,
               an individual from a collectivist culture who finds themselves in an individualistic
               culture may suddenly find their level of social anxiety and withdrawal to be problematic
               according to the broader cultural norms. It is also useful for clinicians to reflect
               on their own cultural influences and how these might affect the assessment. Simple
               questions like “Is there anything from your cultural/religious/family background that
               you’d like me to consider?” can open up fruitful conversations about the context in
               which we need to understand a person’s symptoms.

            
               
                  
1.7.1  Interviewer-Administered Measures

               

               
                  
                     
Diagnostic Assessment Research Tool

                  

                  The Diagnostic Assessment Research Tool (DART; McCabe et al., 2021) is a semistructured, open-access, modular interview that assesses a range of DSM-5-TR
                     disorders. Relevant modules (e.g., SAD, other anxiety disorders, depressive disorders,
                     substance use disorders) can be used to gather information about symptoms in a consistent
                     and reliable fashion. Initial psychometrics of the DART suggest that it has good interrater
                     agreement and strong convergent and discriminant validity for the SAD module (as well
                     as the majority of diagnostic categories assessed). Given that the DART is widely
                     available at no cost and only relevant modules can be selected for administration,
                     it is a cost-effective and efficient tool for clinicians when assessing the diagnostic
                     status of SAD and related comorbidities.

               

               
                  
                     
10Liebowitz Social Anxiety Scale 

                  

                  The Liebowitz Social Anxiety Scale (LSAS; Liebowitz, 1987) is a 24-item clinician-rated scale designed to assess the severity of a range of
                     social and performance concerns. Respondents are asked about both fear and avoidance
                     of a series of situations over the past week, yielding total fear and avoidance scores
                     as well as a number of subscale scores (fear of social interaction, fear of performance,
                     total fear, avoidance of social interaction, avoidance of performance, and total avoidance).
                     The LSAS appears to be a reliable measure with good treatment sensitivity (Heimberg et al., 1999) and has been translated into languages other than English and used with numerous
                     minority populations. This measure is useful to include in a pre- and posttreatment
                     assessment battery as it only takes about 20 minutes to complete and provides a helpful
                     addition to self-reported symptom measures. The LSAS has also been validated in a
                     self-report format (e.g., Rytwinski et al., 2009).

               

               
                  
                     
Brief Social Phobia Scale

                  

                  The Brief Social Phobia Scale (BSPS; Davidson et al., 1991) is an 18-item interviewer-rated scale designed to assess the severity of symptoms
                     of SAD. Similar to the LSAS, respondents are asked to rate both fear and avoidance
                     of a number of social situations over the past week. These measures differ in that
                     the BSPS inquires about fewer situations (seven) than the LSAS, but also asks about
                     physiological symptoms that may occur in social situations. The situations assessed
                     include speaking in front of others, talking to people in authority, talking to strangers,
                     being embarrassed or humiliated, being criticized, social gatherings, and doing something
                     while being watched. It is a briefer measure than the LSAS and the DART, only taking
                     5 to 15 minutes to administer, but its authors suggest using it in conjunction with
                     another interview-based measure for thoroughness. Internal consistency for this interview
                     is adequate, and it has demonstrated good validity and treatment sensitivity. It appears
                     that the fear and avoidance subscales of this measure are psychometrically stronger
                     than the physiological subscale, suggesting that these may be the subscales to focus
                     on when assessing treatment outcome (Davidson et al., 1997).
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